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Abstracts 


Han,  T.,  and  Dadey,  B.:  Human  peripheral  blood  T and 
B lymphocytes;  blastogenic  response  to  mitogens  and  an- 
tigens, New  York  State  J.  Med.  77:  19  (Jan.)  1977. 

The  E-  and  EAC-rosetting  of  T-  or  B-enriched  fractions 
showed  that  approximately  90  per  cent  of  cells  in  T-en- 
riched  fractions  were  T lymphocytes,  and  approximately 
80  per  cent  of  cells  in  B-enriched  fractions  were  B lym- 
phocytes. As  expected,  the  T lymphocyte  response  to 
PHA  (phytohemagglutinin)  was  excellent,  while  the  LPS 
(lipopolysaccharide)  response  of  these  T cells  was  none. 
The  B lymphocyte  response  to  LPS,  on  the  other  hand,  was 
fairly  low  but  significant.  A slight  PHA  response  was  seen 
in  B-enriched  fractions,  suggesting  that  the  B cells  were 
slightly  contaminated  by  the  T cells  although  the  possi- 
bility that  the  PHA  might  possess  a slight  blastogenic  ac- 
tivity on  B lymphocytes  cannot  be  ruled  out  entirely.  The 
T lymphocytes  from  sensitized  subjects  were  capable  of 
proliferation,  when  exposed  to  respective  skin  testing  an- 
tigen, purified  protein  derivative,  streptodornase  Monilia, 
or  mumps,  in  vitro.  However,  the  B lymphocytes  from  the 
same  donors  failed  to  respond  to  recall  antigens.  The  B 
cells  were  also  incapable  of  responding  to  recall  antigens, 
even  when  these  cells  were  cultured  together  with  autolo- 
gous sensitized  T cells,  inactivated  by  x-irradiation.  The 
T lymphocyte  response  to  PHA  was  enhanced  by  cells  from 
B-enriched  fractions.  It  is  not  known  which  type  of  cells, 
B lymphocytes  or  monocytes,  play  a role  as  mitogen-pro- 
cessing “helper  cells”  in  the  process  of  enhancing  the  PHA 
response  of  T cells  because  we  did  not  separate  monocytes 
from  B-enriched  fractions  in  the  present  study. 

Fulop,  M.,  and  Hoberman,  H.  D.:  Is  lactic  acid  “spon- 
taneous”?, New  York  State  J.  Med.  77:  24  (Jan.)  1977. 

To  ascertain  the  frequency  of  “spontaneous"  acute  lactic 
acidosis,  we  reviewed  the  clinical  and  biochemical  findings 
in  180  adults  with  acute  acid-base  disorders  seen  during 
a three-year  period  in  whom  the  concentration  of  lactate 
was  measured  in  plasma  obtained  on  or  soon  after  admis- 
sion. All  53  patients  found  to  have  plasma  lactate  greater 
than  7 mmol,  per  liter  had  at  least  one  known  cause  or  as- 
sociation of  lactic  acidosis  that  was  obvious,  or  strongly 
suspected,  when  the  blood  specimen  was  obtained.  This 
was  particularly  impressive  because  during  this  survey,  the 
far  larger  number  of  patients  hospitalized  mainly  for  severe 
cardiac  or  circulatory  failure,  who  doubtless  also  had  lactic 
acidosis,  did  not  have  plasma  lactate  measured,  and  so  were 
excluded  from  the  series.  Thus,  acute  lactic  acidosis  in 
adults  rarely  seems  to  be  “spontaneous.” 

Cameron,  A.,  Kemp,  H.  G.,  Jr.,  Shimomura,  S.,  Santilli, 
S.,  Green,  G.  E.,  and  Hutchinson,  J.  E.,  Ill:  Coronary 
artery  bypass  surgery;  long-term  follow-up  of  411  consec- 
utively operated  patients,  New  York  State  J.  Med.  76: 27 
(Jan.)  1977. 

A group  of  411  patients  consecutively  undergoing  coro- 
nary bypass  surgery  were  followed  for  an  average  of  22 


months.  It  is  noteworthy  that  in  the  second  year  the  op- 
erative mortality  rate  was  0.8  per  cent  with  a 6.5  per  cent 
incidence  of  intraoperative  myocardial  infarctions.  Late 
myocardial  infarctions  occurred  at  the  rate  of  1.5  per  cent 
per  year.  Coronary  bypass  surgery  did  not  improve  ar- 
rhythmias except  for  ventricular  tachycardia,  which  was 
relieved  in  three  patients.  Restudies  showed  no  change 
in  left  ventricular  performance  in  90  per  cent  and  showed 
progression  of  coronary  disease  in  38  per  cent.  This  inci- 
dence was  no  different  from  that  reported  in  unoperated 
patients  Patients  with  progression  of  coronary  disease 
had  a higher  incidence  of  smoking,  obesity,  and  hyperli- 
pidemia. There  was  a 1.25  per  cent  late  mortality  rate  per 
year  with  no  significant  difference  in  mortality  rate  among 
single,  double,  and  triple  bypass  patients. 

Rees,  J.  R.,  Subramanian,  V.  A.,  Holswade,  G.  R.,  and 
Lillehei,  C.  W.:  Aortic  valve  replacement  utilizing 

Magovern-Cromie  prosthesis;  late  follow-up,  New  York 
State  J.  Med.  77:  34  (Jan.)  1977. 

Between  December,  1963,  and  April,  1968,  77  patients 
underwent  isolated  aortic  valve  replacement  with  the 
Magovern-Cromie  prosthesis.  Fifteen  patients  died  within 
30  days  of  operation,  and  43  additional  patients  died  during 
the  follow-up  period.  Failure  of  mechanical  fixation  of  the 
valve  was  documented  in  seven  patients,  ball  variance  in 
six,  and  thrombosis  of  the  prosthesis  in  nine.  The  total 
incidence  of  thromboembolism  was  37  per  cent.  Fourteen 
patients  continue  to  maintain  an  improved  clinical  status 
7 to  11  years  after  implantation  of  the  Magovern-Cromie 
valve. 

Smulewicz,  J.  J.,  Tafreshi,  M.,  Epstein,  B.,  and  Pillari, 
G.:  Pancreatography;  follow-up.  New  York  State  J. 

Med.  77:  41  (Jan.)  1977. 

A combined  method  of  arteriography,  air,  and  subtrac- 
tion is  discussed  which,  in  the  authors’  opinions,  permits 
a better  visualization  of  the  pancreas  than  with  the  existing 
methods  of  angiography. 

Korenyi,  C.,  and  Whittier,  J.  R.:  Huntington’s  disease 
(chorea)  in  New  York  State,  New  York  State  J.  Med.  77: 
44  (Jan.  1977). 

Pedigrees  of  90  patients  having  Huntington’s  disease 
(chorea)  were  reviewed.  All  patients  resided  in  the  five 
boroughs  of  New  York  City  and  in  the  two  counties  of  Long 
Island.  The  review  yielded  815  individuals.  This  disorder 
is  hereditary  and  dominant;  50  per  cent  of  these  individuals 
carry  the  gene  and  will  develop  the  disease.  Hypothetical 
gene  prevalence  was  determined  for  each  of  the  seven 
geographic  areas.  The  figures  obtained  indicate  that  in 
the  two  counties  of  Long  Island,  Nassau,  and  Suffolk, 
prevalence  of  the  gene  responsible  for  this  disorder  is 
higher  than  reported  previously  in  the  literature  for  other 
areas  of  the  United  States  and  Europe. 

continued  on  page  138 
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Medical  Meetings 


Congress  on  medical  education 

The  73rd  Congress  on  Medical  Education  will  be  held 
Friday  through  Sunday,  January  28  to  30,  1977,  at  the 
Palmer  House,  Chicago.  This  is  presented  by  the  Council 
on  Medical  Education  of  the  American  Medical  Association 
in  collaboration  with  the  Association  for  Hospital  Medical 
Education,  the  Federation  of  State  Medical  Boards  of  the 
United  States,  and  the  Resident  Physicians  Section  and 
Medical  Student  Business  Session  of  the  AMA. 

For  additional  information  write  to  the  AMA  Congress 
on  Medical  Education,  Department  of  Meeting  Services, 
American  Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 

Twelfth  annual  meeting 

The  Twelfth  Annual  Meeting  and  Scientific  Assembly 
of  the  American  Society  of  Contemporary  Ophthalmology 
in  a joint  meeting  with  the  First  International  Glaucoma 
Congress  (sponsored  by  Lederle  Laboratories)  will  be  held 
January  30  to  February  4,  1977,  at  the  Diplomat  Hotel, 
Hollywood,  Florida.  For  information  and  registration 
form  write:  John  Bellows,  M.D.,  Ph.D.,  6 North  Michigan 
Avenue,  Chicago,  Illinois  60602 

Symposium  and  workshop 

A two-day  weekend  symposium  and  workshop  for  phy- 
sicians and  dentists  on  “Electroacupuncture  and  None- 
lectropuncture” will  be  held  on  February  26  and  27  at  the 
Department  of  Electrical  Engineering,  Manhattan  College, 
238th  Street  and  Broadway,  New  York  City.  It  is  co- 
sponsored by  the  Graduate  Biomedical  Electronics  Divi- 
sion of  the  Department  of  Electrical  Engineering,  Man- 
hattan College,  the  Heart  Disease  Research  Foundation, 
and  Acupuncture  and  Electro-Therapeutics  Research,  the 
International  Journal.  Additional  information  can  be 
obtained  by  writing  or  telephoning:  Yoshiaki  Omura, 
M.D.,  Sc.D.,  Chairman,  800  Riverside  Drive  (8-1),  New 
York,  New  York  10032;  (212)  838-7514. 

Second  national  conference 
on  the  impaired  physician 

The  second  National  Conference  on  the  Impaired  Phy- 

ian  will  be  held  February  4 to  6 at  the  Hyatt  Regency 
nl,  Atlanta,  Georgia.  The  program  is  sponsored  by  the 
can  Medical  Association  and  the  Medical  Association 
<■  ' ria. 

■ information  on  the  conference  is  available 
thro  1A’s  Department  of  Mental  Health,  535  North 

Dearb  eet,  Chicago,  Illinois  60610. 

Advanci  'ancer  treatment 
and  resear 

The  Baltimi  cer  Research  Center,  National  Can- 

Material  lor  iru  n the  medical  news  section  must  be  re- 
ceived eight  weeks  | publication  date. 

continued  on  pane  140 


LIBRIUM8 

(chlordiazepoxide  HCI) 

5 mg,  10  mg,  25  mg  capsules 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  admin- 
istering to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 
the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido- 
all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  oc- 
casionally, making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 
mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 
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CONCOMITANT  USE? 
MINIMAL  INTERFERENCE  WITH 
MANY  PRIMARY  MEDICATIONS. 


Roche  Laboratories  has  learned 
a lot  about  the  specific  antianxiety 
action  of  Librium.  By  itself.  And  in  the 
presence  of  other  agents. 

With  more  patients  today  taking 
multiple  medications,  this  time-acquired 
knowledge  can  be  an  important  factor  in 
choosing  an  antiamxiety  adjunct. 

You  should  know,  for  example, 


that  Librium  is  often  used  concomitantly 
with  many  primary  medications.  Among 
these  are  cardiac  glycosides,  antihyper- 
tensive  agents,  diuretics,  anticholinergics, 
antacids  and  anticoagulants. 

You  should  also  he  aware  that — 
although  no  causal  relationship  has  been 
established — variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  taking  oral  anticoagu- 
lants and  Librium.  Patients  should  be 
cautioned  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants. 

Of  course,  the  specific  calming 
effect  of  Librium  has  been  demonstrated 
in  millions  of  patients  around  the  world. 
And  documented  in  thousands  of  pub- 
lished clinical  papers. 

Doing  one  thing  well.  Usually 
without  interfering  with  other  medications. 

That’s  basically  what  Librium 
is  all  about. 


LIBRIUM  * 

chlordiazepoxide  HCI  Roue 

THE  ANXIETY-SPECIFIC 


Please  see  summary  of  product  information  on  opposite  page. 


Month  in  Washington 


The  American  Medical  Association  has  assailed  the 
government’s  release  of  the  names  of  995  physicians  who 
last  year  received  $100,000  or  more  from  the  Medicaid 
program,  terming  the  action  “nothing  less  than  an  attempt 
at  guilt  by  innuendo.” 

“It  simply  makes  a tough  practice  tougher  for  the 
thousands  of  dedicated,  honest  ghetto  physicians,”  de- 
clared James  Sammons,  M.D.,  Executive  Vice  President 
of  the  AMA. 

A total  of  2,533  Medicaid  providers,  including  dentists, 
pharmacies,  and  laboratories  as  well  as  physicians,  was 
released  by  the  Social  and  Rehabilitation  Service  (SRS) 
of  the  Health,  Education,  and  Welfare  Department.  The 
Agency  said  the  list  was  requested  under  the  Freedom  of 
Information  Act  by  news  media  and  others.  Under  the 
Act,  according  to  the  Agency,  the  information  must  be 
provided. 

“The  fact  that  these  medical  providers  received  the 
stated  amounts  from  the  Medicaid  program  should  not  be 
construed  as  any  evidence  of  wrongdoing,  nor  do  amounts 
listed  necessarily  represent  ‘earnings’  or  ‘profits,’  ” SRS 
spokesman  said,  adding  that  it  had  no  information  as  to  the 
size  of  staffs  employed  by  the  individual  doctors,  or  the 
number  of  separate  offices  they  may  maintain. 

In  addition  to  the  995  physicians,  there  were  312  den- 
tists, 127  labs,  and  1,099  pharmacies  on  the  list  released  by 
HEW.  The  physicians  included  542  individual  practices 
and  453  group  practices. 

States  with  the  largest  numbers  of  physicians  on  the  list 
were  California,  300;  Illinois,  144;  New  York,  113;  Michigan, 
83;  Texas,  62;  Ohio,  41;  and  New  Jersey,  28.  The  names 
and  addresses  of  all  physicians,  including  those  in  the  group 
practices,  were  contained  in  the  massive,  inch-thick  doc- 
ument. 

AMA’s  Dr.  Sammons  asked,  “Does  HEW  think  these 
doctors  are  guilty  of  fraud?  Then  let  HEW  say  so.  Does 
HEW  think  they  are  guilty  of  violation  of  ethics?  Then 
let  them  give  us  the  names  and  we  will  investigate.” 

“The  AMA  favors  prosecution  to  the  fullest  extent  of  the 
law  of  any  person — physician  or  otherwise — who  defrauds 
patients  or  the  government,”  Dr.  Sammons  said,  “But  we 
are  tired  of  doctors  being  made  the  whipping  boy  by  pub- 
licity-seeking bureaucrats  and  politicians.  If  they  want 
o clean  up  Medicaid  and  Medicare  let  them  go  after  the 
dicaid  Mill  and  nursing  home  operators  who  prosper 
ery  major  city  with  political  protection.  That’s  the 
' the  corruption  and  the  fraud  and  abuse, 
releasing  of  names  is  nothing  less  than  an  attempt 
at  g.  innuendo.  It  simply  makes  a tough  practice 
tough.  the  thousands  of  dedicated,  honest  ghetto 
physicia  f HEW  wants  to  drive  medical  care  out  of  the 
ghetto  co  ely,  it  has  certainly  hit  upon  a highly  ef- 
fective met. 

* * * 


Prepared  by  the  bigton,  D.C.,  office  of  the  American 

Medical  Association. 


Patient  package  inserts  for  almost  all  drugs,  one  of  the 
major  demands  of  the  consumer  movement,  with  their 
attending  problems  and  concerns  were  discussed  at  a 
two-day  symposium  here  recently.  The  session  was 
sponsored  by  the  AMA,  the  Drug  Information  Association, 
the  Food  and  Drug  Administration,  and  the  Pharmaceu- 
tical Manufacturers  Association. 

The  patient  insert  should  not  be  confused  with  the 
package  insert.  Years  ago  Congress  approved  the  re- 
quirements for  the  package  insert  for  prescription  drugs, 
apparently  in  the  mistaken  belief  much  of  this  information 
would  get  to  the  patient.  Most  of  it  went  to  pharmacists; 
none  was  required  to  be  given  to  patients. 

There  were  hearings  in  the  last  Congress  on  legislation 
introduced  in  House  and  Senate  aimed  at  providing  pa- 
tients, with  certain  exceptions,  insert  information  on  the 
prescription  drugs  they  receive. 

FDA  Commissioner  Alexander  Schmidt,  M.D.,  told  the 
symposium  the  consumer  has  a right  to  know  about  the 
medicine  he  is  taking.  “There  is  increasing  evidence  that 
a high  proportion  of  Americans  either  do  not  understand 
the  prescription  instructions  or  do  not  follow  them,”  Dr. 
Schmidt  said.  He  contended  there  is  a lack  of  effective 
communication  often  between  physician  and  patient  on 
drug  information. 

The  information  supplied  patients  must  not  be  as  de- 
tailed as  the  warnings  required  in  advertising.  This  would 
be  “an  invitation  to  hypochondria,”  said  Dr.  Schmidt. 
Rather  the  information  should  be  in  plain  English,  factual, 
and  explain  why  the  drug  is  being  taken,  major  side-effects 
to  watch  out  for,  and  when  to  report  reactions  to  the  phy- 
sician, according  to  the  FDA  Chief. 

William  Barclay,  M.D.,  AMA  Group  Vice  President  for 
Scientific  Publications,  said  carefully  prepared  information 
about  selected  drugs  is  desirable  and  could  be  of  service  to 
patients,  physicians,  and  pharmacists.  However,  Dr. 
Barclay  cautioned  that  there  is  a clear  danger  that  the 
disclosure  could  be  so  alarming  as  to  discourage  use  of 
drugs  that  are  vitally  needed. 

One  of  the  major  questions  to  be  answered  is  how  the 
insert  would  be  distributed.  “Obviously,  the  physician 
would  rather  not  have  the  responsibility  of  stocking  in  his 
office  perhaps  thousands  of  brochures,”  he  said. 

Of  even  greater  importance,  is  the  liability  and  other 
factors  involved  when  physicians  in  certain  cases  for  the 
sake  of  their  patients  either  want  no  insert  provided  or 
want  to  suggest  doses  or  other  information  that  might  run 
counter  to  the  insert’s  material. 

Dr.  Barclay  noted  that  labelling  has  had  little  effect  on 
cigarette  smoking.  He  also  noted  that  one  of  the  most 
powerful  drugs  available  with  all  sorts  of  adverse  reactions 
and  addiction  potential  would  not  be  covered  by  the  pa- 
tient insert — alcohol. 

John  Adams,  Ph.D.,  Vice  President  of  the  PMA,  said 


continued  on  page  11 
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continued  from  page  10 

nonprescription  drugs  contain  far  more  patient  informa- 
tional material  than  the  stronger  prescription  drugs. 
However,  the  patient  package  insert  could  cause  severe 
strain  on  the  physician-patient  relationship,  he  said.  “An 
adequate  explanation  of  the  risks  and  benefits  might  be 
impossible  in  a brief  description.” 

Joseph  Onek,  counsel  for  the  Center  for  Law  and  Social 
Policy,  said  physicians  don’t  have  the  time  to  tell  their 
patients  all  they  need  to  know  about  drugs.  Patients  forget 
anyway.  He  suggested  that  a priority  list  be  made  up  for 
the  inserts,  starting  with  all  drugs  used  in  pregnancy,  then 
tranquilizers  and  barbiturates. 
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The  Social  Security  Administration  is  asking  the  public 
for  help  on  how  much  information,  including  medical  data, 
should  be  disclosed  from  Social  Security  records. 

“Social  Security  needs  to  change  its  regulation  to  make 
it  conform  with  the  Privacy  Act,  the  Freedom  of  Infor- 
mation Act,  and  the  new  government  in  the  Sunshine  Act,” 
a spokesman  said. 

“An  important  issue  underlying  these  laws  is  the  basic 
conflict  between  the  public’s  right  to  know  and  the  right 
of  privacy  of  the  people  whose  records  are  kept  by  Social 
Security,”  SSA  Chief  James  Cardwell  said.  “We  will  need 
to  resolve  that  conflict  in  our  regulation,  and  we  want  the 
public’s  help." 

Social  Security  said  the  revised  regulation  must  address 
the  basic  information  about  an  individual  collected  for 
purposes  of  administering  the  Social  Security  Act  versus 
interchange  of  such  information  with  state  or  Federal 
agencies  to  further  efficient  administration  of  other  benefit 
programs,  or  to  meet  other  governmental  needs — a further 
concern  is  the  public’s  right  to  know. 

What  personal  information  (including  the  Social  Secu- 
rity number)  should  be  disclosed  by  SSA  without  the 
consent  of  the  individual  in  the  following  situations:  (a) 
for  entitlement  or  potential  entitlement  to  other  local/ 
state/Federal  benefits  or  service;  ( b ) for  investigative  or 
prosecution  purposes. 

Among  other  questions  posed  were  whether  there  should 
be  limitations  on  disclosure  of  medical  information  to  third 
parties  and  special  procedures  for  disclosing  medical  in- 
formation to  the  subject  individual,  and  to  make  public  fees 
paid  to  individual  physicians,  incorporated  individual 
physicians,  and  other  providers  of  medical  services. 

* * * 

The  Public  Health  Service  has  changed  the  informal 
appeals  system  available  to  its  grantees. 

Now  all  discretionary  project-grant  programs  will  be 
eligible  to  informally  appeal  certain  adverse,  postaward 
decisions  made  by  PHS  Grants  Administrators.  Pre- 
viously, only  specifically  designated  programs  had  access 
to  the  informal  appeals  system. 

The  final  arbiter  of  disputes  between  HEW  and  grantees 
is  the  Departmental  Grant  Appeals  Board.  Grantees 
wishing  to  formally  appeal  disputed  determinations  to  the 
Board  must  first  exhaust  any  informal  appeal  procedures 
established  by  HEW’s  principal  operating  components. 

* * * 

Anthony  Curreri,  M.D.,  has  resigned  as  dean  of  the 
fledgling  Uniformed  Services  University  of  Health  Sciences 
to  return  to  the  University  of  Wisconsin  as  Evan  Helfaer 
Professor  of  Surgery.  Dr.  Curreri,  who  has  served  two 

continued  on  page  136 


Geriatric  Pharmaceutical  Corp 5 

Eli  Lilly  & Company 12 

Merck  Sharp  & Dohme  71,72 

Pharmaceutical  Manufacturers' 

Association  106,107 

Roche  Laboratories 3,  8,  9,  38,  39,  40, 

138,  139,  3rd  & 4th  covers 

Schering  Corp 17,  18 


Every 
5 minutes, 
a child  is  born 
who  will  be 
mentally 
retarded. 


I Write  for  a free  pamphlet  from  the  National 
Association  for  Retarded  Citizens,  P.O.  Box 
I 6109.  Arlington,  Texas  76011 

I 

I Name 

| Address 

. City 

I State  Zip  Code 

! 

"This  space  contributed  by  the  publisher  as  a public  service 


January  1977/New  York  State  Journal  of  Medicine  11 


contains  no  aspirin 


tablets 

Darvocet-N*  100 


lOO  mg.  DarVOn-N  (propo>o/phemnap£vlate) 

650  mg.  acetaminophen 


12 


New  York  State  Journal  of  Medicine 


420  Lakeville  Road,  Lake  Success,  New  York  11040  Tel.  516  488-6100 


COPYRIGHT  1977  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


January  1977  Volume  77  Number  1 

" Dedicated  to  the  continuing  education  of  the  physician" 


77TH  YEAR  OF  PUBLICATION 


Published  monthly  by  the  Medical  Society  of  the  State  of  New  York 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President  JULIUS  E.  STOLFI,  M.D.,  Associate  Editor 

Alfred  A.  Angrist,  M.D.,  Editor  Elizabeth  C.  Smith,  Managing  Editor 

Eugene  S.  Dombrowski,  Business  Manager 

PUBLICATION  COMMITTEE 
Warren  A.  Lapp,  M.D.,  Chairman 

Arthur  H.  Diedrick,  M.D.  Milton  Gordon,  M.D. 

Albert  H.  Douglas,  M.D.,  Consultant 

Alfred  A.  Angrist,  M.D.,  ex  officio  Julius  E.  Stolfi,  M.D.,  ex  officio 


Anthony  A.  Albanese,  Ph.D. 

Lloyd  T.  Barnes,  M.D. 
Jeremiah  A.  Barondess,  M.D. 
Joshua  A.  Becker,  M.D. 
Stuart  Bondurant,  M.D. 
Albert  Cook,  M.D. 
Seymour  Cutler,  M.D. 

William  Dock,  M.D. 
Vincent  P.  Dole,  M.D. 
Steven  D.  Douglas,  M.D. 

Aaron  Feder,  M.D. 
Vincent  J.  Fontana,  M.D 
Lytt  I.  Gardner,  M.D. 
Carl  M.  Harris,  M.D. 


ASSOCIATE  EDITORIAL  BOARD 


Milton  Helpern,  M.D. 
Alfred  P.  Ingegno,  M.D. 
Ralph  F.  Jacox,  M.D. 
Ira  Snow  Jones,  M.D. 
James  R.  Jones,  M.D. 
Benton  D.  King,  M.D. 
Samuel  L.  Kountz,  M.D. 
Leslie  A.  Kuhn,  M.D. 
George  J.  Lawrence,  Jr.,  M.D. 
Harry  M.  LeVeen,  M.D. 
Gerald  P.  Murphy,  M.D. 
Stephen  Nordlicht,  M.D. 
Richard  H.  Orr,  M.D. 
Edmund  D.  Pellegrino,  M.D. 


Ira  Polisar,  M.D. 
Samuel  J.  Prigal,  M.D. 
Paul  Reznikoff,  M.D. 
Richard  B.  Roberts,  M.D. 
Howard  A.  Rusk,  M.D. 
Henry  Schutta,  M.D. 
Joseph  E.  Snyder,  M.D. 
Bjorn  Thorbjarnarson,  M.D. 
Robert  Turell,  M.D. 
James  H.  Wall,  M.D. 
Robert  P.  Whalen,  M.D. 
Frank  M.  Woolsey,  Jr.,  M.D. 
Melvin  D.  Yahr,  M.D. 
Alex  W.  Young,  jr.,  M.D. 


General  Information 

Published  monthly  with  the  Minutes  of  the  House  of 
Delegates  added  in  March.  Editorial,  circulation,  and 
publication  offices:  420  Lakeville  Road,  Lake  Success, 
New  York  11040.  Copyright  1977  by  the  Medical  Society 
of  the  State  of  New  York. 

Rates.  The  subscription  rate  is  $3.50  per  year  payable 
in  advance.  Single  copies  $0.50.  ($3.50  of  each  member’s 
dues  is  applied  as  a subscription  for  this  publication.) 
Back  issues  will  be  supplied  for  the  past  five  years  at  the 
single  copy  rate  when  available.  Back  issues  prior  to  1959 


are  $2.00  per  copy;  from  1958  to  1968,  $1.0  a copy. 

Change  of  address.  Notice  should  be  sent  to  the 
circulation  office,  420  Lakeville  Road,  Lake  Success,  New 
York  11040.  Old  and  new  addresses  should  be  included 
as  well  as  a statement  whether  or  not  change  is  permanent. 
Six  weeks  is  required  to  effect  a change  of  address. 

Advertising  Representatives:  United  Media  Asso- 
ciates, Inc.,  16  Bruce  Park  Avenue,  Greenwich,  Connecticut 
06830.  Telephone:  203-661-9702. 


13 


i 


COPYRIGHT.  Material  that  is  published  in  the 
New  York  State  Journal  of  Medicine  is  pro- 
tected by  copyright  and  may  not  be  reproduced 
without  the  written  permission  of  both  the  author 
and  the  JOURNAL. 

MANUSCRIPTS.  Manuscripts  will  be  accepted  for 
consideration  with  the  understanding  that  they  are 
original,  have  never  before  been  published  nor  sub- 
mitted elsewhere,  and  are  contributed  solely  to  the 
New  York  State  Journal  of  Medicine. 
Original,  a copy,  and  abstract  must  be  included. 
Address  manuscripts  to  Editor,  New  York  State 
Journal  of  Medicine,  420  Lakeville  Road,  Lake 
Success,  New  York  11040. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  JOURNAL  and  are  not  returned.  The 
JOURNAL  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 

typed  copy  (not  all  capitals),  not  carbons,  on  8%- 
by-ll-inch  firm  typewriter  paper,  double  spaced 
throughout  (including  text,  case  reports,  legends, 
tables,  and  references),  with  margins  of  at  least  IV2 
inches.  Subheads  should  be  inserted  at  reasonable 
intervals  to  break  the  typographic  monotony  of 
lengthy  texts.  A carbon  copy  is  to  be  retained  by  the 
author.  The  manuscript  should  include  the  title  of 
the  article  (titles  are  best  brief  and  concise),  the  full 
name  of  the  author  (or  authors)  with  degrees,  aca- 
demic or  professional  titles,  affiliations,  complete 
addresses,  and  any  institutional  or  other  credits. 
Pages  should  be  numbered  consecutively.  Uncom- 
mon and  parochial  or  esoteric  abbreviations  if  used 
must  be  explained  and  the  generic  as  well  as  the  trade 
names  of  pharmaceutical  products  given.  Italics  are 
rarely  used. 

Tables:  Each  table  should  be  typed  on  a separate 
sheet  of  paper,  be  numbered  consecutively,  have  a 
brief  descriptive  title,  and  its  position  in  text  indi- 
cated. Take  care  that  columns  add  up  correctly  and 
that  statistics  are  consistent  in  both  tables  and  text. 

Permissions:  When  material  is  reproduced  from 
other  sources,  full  credit  must  he  given  to  both  author 
nd  publisher  and  written  permission  from  these 

mces  included.  Where  work  is  reported  from  a 
go  »-nmental  service  or  institution,  clearance  by 
reL  ite  authority  should  accompany  the  manu- 
script 

Rei  res:  References  should  be  limited  to  those 
citation  ted  in  the  text.  A complete  review  of  the 
literature  arely  desirable.  The  references  must 
be  typed  a 'e-spaced  and  are  to  be  numbered  as 


Information  for  Authors 

they  appear  consecutively  in  text,  with  their  positions 
in  the  text  indicated.  An  alphabetized  bibliography 
is  used  only  when  the  iisting  is  of  books  suggested 
merely  for  supplementary  reading.  All  references 
must  be  checked  to  assure  complete  accuracy  (an 
inaccurate  reference  is  useless  to  the  reader).  Each 
journal  reference  must  include  author(s)  and  initials, 
complete  title  of  article,  name  of  publication,  volume, 
first  page  of  article,  and  date.  Complete  dates 
(month,  day,  as  well  as  year)  are  to  be  included  with 
all  references  that  have  appeared  within  the  last 
three  years.  Include  with  book  references  name  of 
author(s)  and/or  editor(s)  with  initials,  title  of  book, 
edition,  location,  publisher,  year,  volume  if  given,  and 
page.  If  reference  is  to  a chapter  within  a book,  in- 
clude the  author  of  the  chapter,  if  this  is  not  the  same 
as  the  author  of  the  book,  and  the  title  of  the  chapter, 
if  any. 

Illustrations:  Authors  are  urged  to  use  the  ser- 
vices of  professional  illustrators  and  photographers 
when  possible.  Drawings  and  charts  should  always 
be  done  in  black  ink  on  white  paper.  Clear,  glossy 
photographs,  black  on  white,  should  be  submitted 
and  such  illustrations  numbered  consecutively  and 
their  positions  indicated  in  text.  Magnifications  will 
be  modified  in  proportion  to  the  amount  of  reduction 
necessary  for  an  illustration  to  fit  the  pages  of  the 
JOURNAL.  Please  do  not  deface  illustrations  by 
writing  on  front  or  back,  nor  should  they  be  scotch- 
taped  or  pasted  to  paper.  They  may  be  pasted 
carefully  on  cardboard.  The  figure  number,  indi- 
cation of  the  top,  and  the  author’s  name  are  to  be 
attached  to  the  back  of  each  illustration.  Legends 
for  illustrations  should  be  typewritten  in  a single  list, 
with  numbers  corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of  patients 
are  to  be  masked  and  should  carry  with  them  written 
permission  for  publication.  Special  arrangements 
must  be  made  with  the  Editor  for  excessive  illustra- 
tions or  color  plates. 

Responsibility.  Manuscripts  are  subject  to 
editorial  modification  and  such  revisions  as  bring 
them  into  conformity  with  JOURNAL  style.  How- 
ever, neither  the  editors  nor  the  publishers  nor  the 
Medical  Society  of  the  State  of  New  York  will  accept 
responsibility  for  statements  made  or  opinions  ex- 
pressed by  any  contributor  in  any  article  or  feature 
published  in  the  pages  of  the  JOURNAL. 

When  revisions  and  alterations,  not  on  the  original 
copy,  are  made  by  authors  on  the  galleys  sent  them 
for  correction,  these  are  chargeable  to  the  authors. 

REPRINTS.  An  order  form  for  reprints  is  attached 
to  the  galleys  returned  to  authors  for  correction  and 
approval. 


14  New  York  State  Joui  of  Medicine/January  1977 


Editorials 


Expert  testimony  to  promote  rather  than  obstruct  justice 


Resolution  No.  76-55,  adopted  at  the  last  meeting 
of  the  House  of  Delegates  of  MSSNY,  entitled  “Ex- 
pert Medical  Testimony  Should  be  by  a Friend  of  the 
Court”  is  a step  in  the  right  direction  for  the  control 
of  an  existing  major  abuse  in  all  litigation.  This  is 
true  especially  in  all  medical-legal  issues  and  most 
particularly  today  in  malpractice.  Justice  always 
requires  the  correct  facts  and  the  full  knowledge  that 
applies  specifically  to  the  case  in  litigation.  This  is 
equivalent  to  the  full  truth  and  nothing  but  the  truth 
in  the  scales  held  by  blind  justice. 

Our  present  use  of  expert  witnesses  is  not  designed 
to  meet  this  requirement.  Often  the  very  opposite 
result  obtains.  The  adversary  system  does  not  lend 
itself  to  the  determination  of  the  exact  truth  and  the 
scientific  knowledge  that  is  necessary  in  a particular 
case.  Often  our  present  procedure  is  more  effective 
in  keeping  important  medical  information  from 
reaching  the  judge  and  jury  in  an  understandable 
form.  Also,  the  impressive  dramatic  technique  of  the 
frankly  biased  presention  in  court  by  the  “profes- 
sional expert,”  of  itself,  serves  to  confuse  rather  than 
clarify.  All  too  often  the  all-American,  all-knowing 
“professional  expert”  hamstrings  and  even  defeats 
the  achievement  of  justice,  in  fact  promotes  injus- 
tice. 

What  we  need  is  a mechanism  that  will  achieve  due 
process — preserve  the  rights  of  the  individual — and 
yet  assure  appropriate  emphasis  and  full  weight  to 
the  unbiased  truth,  as  well  as  to  promote  its  proper 
utilization  by  all  concerned.  The  present  adversary 
system  inadvertently  promotes  bias  and  prejudice  on 
the  part  of  experts,  unconsciously  if  not  purposefully. 
There  should  be  no  need  for  one-sided  presentations 
and  equally  one-sided  refutations. 

An  appropriate  impartial  mechanism  must  be 
created  by  the  legal  and  medical  fraternities  for 
eliciting  the  scientific  information  with  due  emphasis 
and  without  bias  or  emotion  to  bring  the  illuminating 
truth  to  all  medical  aspects  of  the  problem.  A me- 
ticulous analysis  of  the  medical  problems  can  yield 
a carefully  formulated  written  opinion.  This  can  be 
helpful  and  have  a direct  bearing  on  the  outcome  of 


the  case.  Such  an  evaluation  can  be  fair  to  all  and 
then  be  useful  for  the  guidance  of  the  laymen  who  sit 
in  judgment. 

The  Legislature  could  well  consider  the  recent 
changes  suggested  by  the  American  Surgical  Asso- 
ciation and  particularly  the  proposal  that  an  im- 
partial permanent  State  commission  be  established 
with  representation  from  the  legal  and  medical  pro- 
fessions and  laymen  to  assure  appropriate  fair  and 
equitable  expert  testimony.  It  is  recommended  that 
such  a commission  establish  screening  panels  which 
would  not  include  the  adversaries  but  appropriate 
medical  and  legal  experts,  in  fact  hire  such  experts 
on  a planned  rotational  basis.  A reasonable  fee  for 
such  time-consuming  services  would  be  appropriate 
to  members  of  the  panel  involved,  as  well  as  attorney 
fees.  The  establishment  of  means  of  collecting  such 
funds  should  be  part  of  this  effort.  Delays  could  be 
avoided  and  such  a panel  could  distinguish  injuries 
caused  by  professional  incompetence  from  those  due 
to  incurable  disease  and  progress  of  pathology  that 
is  not  culpable.  The  panel  could  also  determine  the 
person  or  institution  or  agency  most  clearly  respon- 
sible for  the  alleged  wrong  or  error  and  thereby  pre- 
clude the  present  all-inclusive  shotgun  claims  against 
all  and  sundry. 

It  is  imperative  that  such  an  impartial  mechanism 
be  established  in  lieu  of  the  present  confrontation 
adversary  system  in  forensics,  both  criminal  and  civil, 
in  all  medical-legal  controversies  in  general,  but  most 
particularly  today  in  malpractice.  Such  a change  in 
the  presentation  of  expert  testimony  is  essential  if 
unprejudiced  information  is  to  have  free  access  to  the 
bar  of  justice  and  justice  is  to  prevail.  This  is  one 
administrative  aspect  of  the  judicial  and  trial  pro- 
cedure that  is  amenable  to  solution,  not  only  in 
medical-legal  matters,  but  in  all  litigation  that  re- 
quires specialized  expert  testimony.  Legislation  to 
achieve  this  objective  is  long  overdue,  now  more  than 
ever  before. 


A.A.A. 
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In  Memoriam 


This  is  a tribute  to  Edward  C.  Hughes,  M.D.,  who 
was  President  of  the  Medical  Society  of  the  State  of 
New  York  from  1968  to  1969.  Dr.  Hughes  was  a 
resident  of  the  Syracuse  area  and  professor  and 
chairman  of  the  Department  of  Obstetrics  at  the 
State  University  of  New  York,  Upstate  Medical 
Center  at  Syracuse.  A mere  listing  of  his  achieve- 
ments and  honors  would  not  do  justice  to  this  great 
man.  He  probably  epitomizes  the  modern  renais- 
sance physician  who  was  both  academician  and 
clinician.  He  was  proud  of  the  fact  that  he  was  still 
a practitioner  of  medicine  and  it  is  sad  and  yet  fitting 
and  proper  that  he  should  die  in  the  operating 
room. 

He  was  senior  attending  obstetrician  at  the 
Crouse-Irving  Memorial  Hospital  and  was  consultant 
at  both  Community-General  and  Chenango  Memo- 
rial Hospitals  at  the  time  of  his  death.  Dr.  Hughes 
was  a graduate  of  Syracuse  and  received  his  medical 
degree  from  that  institution.  He  served  his  intern- 
ship and  residency  at  Brooklyn  Hospital.  He  was 
past  president  of  the  American  Association  of  Ob- 
stetrics and  Gynecology,  the  International  College 
of  Surgeons,  and  the  American  College  of  Obstetrics 
and  Gynecology.  He  was  a consultant  at  a number 
of  institutions  including  Lee  Memorial  in  Fulton, 
Auburn  Memorial,  Syracuse  University,  St.  Joseph’s, 
Syracuse  General,  and  Syracuse  City  Hospitals. 

Dr.  Hughes  was  particularly  interested  in  and  did 
yeoman  work,  to  promote  maternal  and  child  welfare, 
being  active  on  such  committees  and  associations,  the 
State  Health  Department,  and  the  United  States 
Public  Health  Service  to  promote  progress  in  these 
fields  and  achieved  commendable  success. 

In  1975  he  received  the  Upstate  Medical  Center’s 
Distinguished  Alumni  Award  and  the  Service  Award 
from  the  American  College  of  Obstetrics  and  Gyne- 
cology. He  was  an  honorary  member  of  many  med- 
ical societies  and  the  author  of  a number  of  scientific 
articles.  He  was  a visiting  professor  in  Honolulu, 
Hawaii,  and  Bombay,  India. 

He  served  on  several  advisory  councils  for  the  State 
Medical  Society,  the  American  Medical  Association, 
on  Governor  Rockefeller’s  Council  on  Comprehensive 
Health  Planning,  and  the  Central  New  York  Re- 
gional Medical  Program. 


Joseph  Me  rant  e 


Edward  C.  Hughes,  M.D. 


The  best  tribute  for  this  kind,  sincere,  and  highly 
respected  physician  is  to  be  found  in  an  incident  re- 
lated by  Henry  I.  Fineberg,  M.D.  He  tells  of  an  ex- 
perience of  attending  a lecture  Dr.  Hughes  gave  to  the 
Queens  County  Medical  Society.  At  a routine  stated 
meeting  the  auditorium  usually  had  only  a few  scat- 
tered members  present.  On  this  occasion  the  at- 
tendance was  such  as  to  fill  the  large  auditorium. 
The  explanation  was  that  so  many  of  Dr.  Hughes 
former  students  and  residents,  who  heard  that  he  was 
coming  to  lecture,  came  from  far  and  near  to  attend 
and  applaud  and  express  their  admiration  and  af- 
fection. “It  was  an  awesome  thing,  it  was  a moving 
experience.” 

A.A.A. 
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A five-year  history  of  pathogen  susceptibility 
to  Garamycin  (gentamicin  sulfate)— 1971-1975 


Gram-Negative  Susceptibility 
No.  of  Patient  Isolates 
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Source  PMR  Bacteoologic  Reports  — 1971-1975 
These  in  vitro  data  are  based  on  results  obtained 
from  a nationwide  panel  of  180  acute-care  hospitals 
of  100  beds  or  more  All  hospitals  in  the  audit  used  the 
Kirby-Bauer  method  of  disc  sensitivity  Data  are 
presented  in  unweighted  form 
In  vitro  susceptibility  data  are  not  necessarily  indicative 
of  clinical  effectiveness. 

See  Clinical  Considerations  section  which  follows... 
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injectable 


40  mg /ml  Each  ml  contains  gentamicin  sulfate 
equivalent  to  40  mg  of  gentamicin 


The  seven  major  gram-negative  pathogens 
and  Staphylococci  remain  highly  susceptible. 


Of  the  seven  major  gram-negative  pathogens  encountered  in  the  hospital,  97  per  cent  remained 
sensitive  to  Garamycin  in  vitro  over  a five-year  period;  99  per  cent  of  Staphylococci  remained  sensitive. 


GARAMYCIN'  Injectable.  brand  of  gentamicin 
sulfate,  U.S.P.  injection,  40  mg.  per  ml. 

Each  ml.  contains  gentamicin  sulfate,  U.S.P  equivalent 
to  40  mg.  gentamicin. 

For  Parenteral  Administration 


WARNING 

Patients  treated  with  GARAMYCIN  Injectable 
should  be  under  close  clinical  observation 
because  of  the  potential  toxicity  associated 
with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable  usually  for  longer 
periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  func- 
tion is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal  func- 
tion. This  testing  is  also  recommended  in 
patients  with  normal  renal  function  at  onset  of 
therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BUN,  NPN,  creatinine  or 
oliguria).  Evidence  of  ototoxicity  requires 
dosage  adjustments  or  discontinuance 
of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peri- 
toneal dialysis  or  hemodialysis  will  aid  in 
removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored 
when  feasible  and  prolonged  concentrations 
above  12  mcg./ml.  should  be  avoided. 

Concurrent  use  of  other 'neurotoxic  and/or 
nephrotoxic  drugs,  particularly  streptomycin, 
neomycin,  kanamycin,  cephaloridine, 
viomycin,  polymyxin  B,  and  polymyxin  E 
(colistin).  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  serum  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use  in 
pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is  indi 
cated.  with  due  regard  for  relative  toxicity  of  antibiotics, 
in  the  treatment  of  serious  infections  caused  by 
susceptible  strains  of  the  following  microorganisms: 
Pseudomonas  aeruginosa.  Proteus  species 
i dole  positive  and  indole-negative),  Escherichia 
and  Klebsiella  Enterobacter-Serratia 
es. 

'v,  1 studies  have  shown  GARAMYCIN  Inject 
r>  effective  in  septicemia  and  serious  infections 
o -al  nervous  system  (meningitis),  urinary 

trac  lory  tract,  gastrointestinal  tract,  skin  and 

soft  ti  'uding  burns). 


Bacteriologic  tests  to  determine  the  causative  organ- 
isms and  their  susceptibility  to  gentamicin  should  be 
performed. 

Bacterial  resistance  to  gentamicin  develops  slowly  in 
stepwise  fashion:  there  have  been  no  one-step  muta- 
tions to  high  resistance. 

In  suspected  or  documented  gram-negative  sepsis, 
GARAMYCIN  may  be  considered  as  initial  therapy. 
The  decision  to  continue  therapy  with  this  drug  should 
be  based  on  the  results  of  susceptibility  tests,  the 
severity  of  the  infection,  and  the  important  additional 
concepts  contained  in  the  Warning  Box. 

For  suspected  sepsis  when  the  infecting  organism 
is  unknown,  gentamicin  maybe  administered  in 
conjunction  with  a penicillin-type  drug.  Following  iden- 
tification of  the  organism  and  its  susceptibility,  appro- 
priate antibiotic  therapy  should  then  be  continued.  In 
the  neonate  with  suspected  sepsis  or  staphylococcal 
pneumonia,  a penicillin-type  drug  is  also  usually  indi 
cated  as  concomitant  therapy  with  gentamicin. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It  may  be 
considered  in  those  infections  when  penicillins  or 
other  less  potentially  toxic  drugs  are  contraindicated 
and  bacterial  susceptibility  testing  and  clinical  judg- 
ment indicate  its  use. 

CONTRAINDICATIONS  A history  of  hypersensi 
tivity  to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg./kg.)  of  gentamicin.  The 
possibility  of  these  phenomena  occurring  in  man 
should  be  considered  if  gentamicin  is  administered  to 
patients  receiving  neuromuscular  blocking  agents, 
such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  this  occurs,  appro- 
priate therapy  is  indicated. 

ADVERSE  REACTIONS: 

Nephrotoxicity:  Adverse  renal  effects,  as  demon 
strated  by  rising  BUN.  NPN,  serum  creatinine  and 
oliguria,  have  been  reported  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have  been 
reported  in  patients  on  high  dosage  and/or  prolonged 
therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus, 
roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported 

Note:  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for  longer 
periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related  to 
gentamicin,  include  increased  serum  transaminase 
(SGOT.  SGPT),  increased  serum  bilirubin,  transient 
hepatomegaly,  decreased  serum  calcium;  splenomeg 
aly,  anemia,  increased  and  decreased  reticulocyte 
counts,  granulocytopenia,  agranulocytosis,  thrombo- 
cytopenia, purpura;  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema; 
nausea,  vomiting,  headache,  increased  salivation,  leth- 
argy and  decreased  appetite,  weight  loss,  pulmonary 
fibrosis,  hypotension  and  hypertension 


DOSAGE  AND  ADMINISTRATION 

GARAMYCIN  Injectable  may  be  given  intramuscularly 
or  intravenously. 

For  Intramuscular  Administration: 

Patients  with  normal  renal  function 
Adults:  The  recommended  dosage  for 
GARAMYCIN  Injectable  for  patients  with  serious 
infections  and  normal  renal  function  is  3 mg./kg./day, 
administered  in  three  equal  doses  every  8 hours. 

For  patients  weighing  over  60  kg.  ( 132  lb  ),  the  usual 
dosage  is  80  mg  (2  ml.)  three  times  daily.  For  patients 
weighing  60  kg.  ( 132  lb.)  or  less,  the  usual  dosage  is 
60  mg.  ( 1.5  ml.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dosages 
up  to  5 mg./kg./day  may  be  administered  in  three  or 
four  equal  doses.  This  dosage  should  be  reduced  to 
3 mg./kg./day  as  soon  as  clinically  indicated. 

In  children  and  infants,  the  newborn,  and  patients 
with  impaired  renal  function,  dosage  must  be  adjusted 
in  accordance  with  instructions  set  forth  in  the 
Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN 
Injectable  is  recommended  in  those  circumstances 
when  the  intramuscular  route  is  not  feasible  (e  g., 
patients  in  shock,  with  hematologic  disorders,  with 
severe  bums,  or  with  reduced  muscle  mass). 

For  intravenous  administration  in  adults,  a single 
dose  of  GARAMYCIN  Injectable  maybe  diluted  in  100 
or  200  ml.  of  sterile  normal  saline  or  in  a sterile  solu- 
tion of  dextrose  5%  in  water:  in  infants  and  children, 
the  volume  of  diluent  should  be  less.  The  concentra- 
tion of  gentamicin  in  solution  in  both  instances  should 
normally  not  exceed  1 mg./ml.  (0.1%).  The  solution  is 
infused  over  a period  of  one  to  two  hours. 

The  recommended  dose  for  intravenous  adminis- 
tration is  identical  to  that  recommended  for  intra- 
muscular use. 

GARAMYCIN  Injectable  should  not  be  physically 
premixed  with  other  drugs,  but  should  be  administered 
separately  in  accordance  with  the  recommended  route 
of  administration  and  dosage  schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable. 

40  mg.  per  ml.,  is  supplied  in  2 ml.  (80  mg.)  multiple- 
dose  vials  and  in  1.5  ml.  (60  mg.)  and  2 ml.  (80  mg.) 
disposable  syringes  for  parenteral  administration 
Also  available.  GARAMYCIN  Pediatric  Injectable, 

10  mg.  per  ml.,  supplied  in  2 ml.  (20  mg.)  multiple- 
dose  vials  for  parenteral  administration. 
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It  has  been  well  documented  that  there  are  two 
main  types  of  lymphocytes,  thymus-dependent  T 
lymphocytes  and  thymus-independent  B lympho- 
cytes, in  human  and  other  mammalian  species. 
Human  T lymphocytes  can  be  identified  by  their 
ability  to  form  spontaneous  rosettes  with  unsensi- 
tized sheep  erythrocytes,1,2  and  by  the  lack  of  re- 
ceptor for  immunoglobulin  or  complement.  Human 
B lymphocytes,  on  the  other  hand,  can  be  identified 
by  their  ability  to  form  rosettes  with  sensitized  sheep 
erythrocytes  in  an  antigen-antibody-complement 
complex,1,3  and  by  the  presence  of  receptors  for  ag- 
gregated immunoglobulin.4 

It  has  generally  been  agreed  that  PHA  (phytohe- 
magglutinin) selectively  stimulates  human  T lym- 
phocytes.5,6 However,  the  PHA  transformation  of 
human  B lymphocytes  has  also  been  reported  by 
Phillips  and  Roitt."  We  have  recently  demonstrated 
that  LPS  (lipopolysaccharide)  is  a weak  B-cell  mi- 
togen for  human  B lymphocytes.8 

In  vitro  lymphocyte  response  to  recall  antigen  is 
thought  to  be  in  vivo  correlate  of  delayed  hypersen- 
sitivity skin  test  response,  and  it  is  generally  assumed 
that  the  T lymphocytes  are  solely  responsible  for  this 
cell-mediated  immunity.  However,  there  have  been 
no  previously  reported  studies  investigating  the 
blastogenic  responses  of  purified  human  T and  B 
lymphocytes  to  recall  antigens.  The  present  study 

* Supported  in  part  by  U.S.  Puolic  Health  Service  Grant  CA- 
12318. 


The  E-  and  EAC-rosetting  of  T-  or  B-enriched  frac- 
tions showed  that  approximately  90  per  cent  of  cells 
in  T-enriched  fractions  were  T lymphocytes,  and 
approximately  80  per  cent  of  cells  in  B-enriched 
fractions  were  B lymphocytes.  As  expected,  the  T 
lymphocyte  response  to  PHA  ( phytohemagglutinin ) 
was  excellent,  while  the  LPS  ( lipopolysaccharide ) 
response  of  these  T cells  was  none.  The  B lympho- 
cyte response  to  LPS,  on  the  other  hand,  was  fairly 
low  but  significant.  A slight  PHA  response  was  seen 
in  B-enriched  fractions,  suggesting  that  the  B cells 
were  slightly  contaminated  by  the  T cells  although 
the  possibility  that  the  PHA  might  possess  a slight 
blastogenic  activity  on  B lymphocytes  cannot  be 
ruled  out  entirely.  The  T lymphocytes  from  sensi- 
tized subjects  were  capable  of  proliferation,  when 
exposed  to  respective  skin  testing  antigen,  purified 
protein  derivative  streptodornase,  Monilia,  or 
mumps,  in  vitro.  However,  the  B lymphocytes  from 
the  same  donors  failed  to  respond  to  recall  antigens. 
The  B cells  were  also  incapable  of  responding  to  recall 
antigens,  even  when  these  cells  were  cultured  to- 
gether with  autologous  sensitized  T cells,  inactivated 
by  X-irradiation.  The  T lymhocyte  response  to  PHA 
was  enhanced  by  cells  from  B-enriched  fractions.  It 
is  not  known  which  type  of  cells,  B lymphocytes  or 
monocytes,  play  a role  as  mitogen-processing  “helper 
cells”  in  the  process  of  enhancing  the  PHA  response 
of  T cells  because  we  did  not  separate  monocytes  from 
B-enriched  fractions  in  the  present  study. 


indicates  that  human  peripheral  blood  T lympho- 
cytes from  sensitized  individuals  can  be  stimulated 
by  specific  antigens,  while  the  B lymphocytes  from 
these  same  donors  fail  to  respond  to  these  anti- 
gens. 

Materials  and  methods 

Lymphocyte  donors.  Lymphocyte  donors  were 
healthy  subjects,  ranging  in  age  from  twenty  to 
forty-two  years.  For  mitogen  studies,  the  peripheral 
blood  was  obtained  from  these  donors  regardless  of 
in  vivo  cell-mediated  immunity  status.  However,  for 
antigen  studies,  the  peripheral  blood  was  obtained 
from  those  with  positive  delayed  hypersensitivity 
skin  test  response. 

Preparation  of  purified  T and  B lymphocytes. 

Peripheral  blood  lymphocytes  were  isolated  from  30 
to  40  ml.  of  heparinized  venous  blood  by  centrifu- 
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gation  over  a radiopaque  gradient  (Ficoll-Hypaque).9 
This  preparation  usually  contained  more  than  90  per 
cent  of  lymphocytes,  the  remaining  being  monocytes 
and  granulocytes.  For  separation  of  T and  B lym- 
phocytes, a slightly  modified  method  of  Lohrmann, 
Novikovs,  and  Graw,10  based  on  the  stable  rosette 
formation  of  human  T lymphocytes  with  neura- 
minidase-treated unsensitized  sheep  erythrocytes, 
was  utilized.  One  per  cent  volume  of  solute  per 
volume  of  solvent  sheep  erythrocyte  suspension  was 
incubated  with  Vibrio  cholerae  neuraminidase,  25 
units  per  milliliter  at  37°C.  for  thirty  minutes.  Then, 
the  cells  were  washed  twice  with  RPMI 1640  culture 
medium  containing  antibiotics.  Samples  of  0.25  ml. 
of  lymphocyte  suspension  (1  X 108  per  milliliter),  0.25 
ml.  of  fetal  calf  serum,  and  0.5  ml.  of  neuramin- 
idase-treated sheep  erythrocytes  (1  X 109  per  milli- 
liter) were  added  to  plastic  test  tubes,  which  were 
centrifuged  for  eight  minutes  at  200  g and  further 
incubated  at  room  temperature  for  sixty  minutes. 
The  cell  pellets  of  all  tubes  containing  rosetted  and 
nonrosetted  lymphocytes  were  pooled,  gently  re- 
suspended, and  centrifuged  over  a radiopaque  gra- 
dient at  400  g for  thirty  minutes.  The  T lympho- 
cytes which  rosetted  with  sheep  erythrocytes  formed 
the  pellet,  and  nonrosetting  cells  remained  at  the 
interface  between  the  layers.  The  T cells  were 
washed  twice  with  culture  medium.  The  interface 
cells  were  washed  once  and  rerosetted  with  neur- 
aminidase-treated sheep  erythrocytes  and  centri- 
fuged over  a radiopaque  layer  to  obtain  residual  T 
lymphocytes.  Two  T-cell  suspensions  were  pooled 
and  resuspended  in  culture  medium.  The  B lym- 
phocytes, interface  cells,  were  washed  once  and 
similarly  resuspended  in  culture  medium.  Sheep 
erythrocytes  rosetting  to  the  T lymphocytes  and  free 
sheep  erythrocytes  in  the  B lymphocyte  suspension 
were  lysed  by  treating  with  ammonium  chloride,  0.84 
per  cent,  at  4°C.  for  ten  minutes.  The  cells  were  then 
washed  twice  and  resuspended  in  the  culture  medi- 
um. In  the  present  study,  we  did  not  attempt  to 
isolate  the  monocytes  and/or  macrophages  from 
peripheral  blood  lymphocytes. 

Lymphocyte  stimulation.  Both  purified  T and 
B lymphocytes  were  suspended  in  RPMI  1640  cul- 
ture medium  containing  10  per  cent  pooled  human 
plasma  and  antibiotics,  100  units  of  penicillin  and  50 
micrograms  of  streptomycin  per  milliliter,  at  various 
concentrations  (such  as  0.25  X 105, 0.5  X 105, 0.75  X 
1 05, 1 X 105,  and  2 X 105  per  milliliter).  Two  ml.  of 
’ther  T or  B cell  suspension  were  transferred  to  16 
125  mm.  Falcon  disposable  plastic  tubes.  The 
i 'ing  mitogens  or  antigens  were  added  to  each 
tui  1 0 micrograms  of  purified  PHA*;  200  micro- 
gram >f  LPS1;  10  micrograms  of  PPD  (purified 
protein  nvative)**;  10  units  of  streptokinase  and 
2.5  units  c streptodornase  (Varidase)11;  0.1  ml.  of 

* Burroug.  vv'ellcome  Company,  Tuckahoe,  New  York. 

+ Difco  Lab<  < ries,  Detroit,  Michigan. 

**  Connaught  i , i boratories  Limited,  Toronto,  Canada. 

+t  Lederle  Labo  ries  Division,  Pearl  River,  New  York. 


TABLE  I.  TL  (T  lymphocyte)  and  BL  (B  lymphocyte) 
response  to  PHA  (phytohemagglutinin), 

LPS  (lipopolysaccharide)  and  antigens 


Composition 
of  Culture 

Number 

of 

Cultures 

Blastogenic  Index 
Mean  ± 

Standard  Error 

TL  + PHA 

24 

381.2  ± 91.9* 

BL  + PHA 

24 

2.5  ± 0.6* 

TL  + LPS 

24 

1.0  ± 0.1 

BL  + LPS 

24 

2.9  ± 0.7 

TL  + streptodornase 

14 

47.7  ± 21.2 

BL  + streptodornase 

14 

1.2  ± 0.1 

TL  + mumps 

4 

22.4  ± 10.4 

BL  + mumps 

4 

1.5  ± 0.5 

TL  + PPD 

3 

8.9  ± 3.2 

BL  + PPD 

3 

1.4  ± 0.3 

TL  + Monilia 

3 

10.4  ± 3.0 

BL  + Monilia 

3 

0.9  ± 0.1 

* p <0.01. 


1:100  diluted  mumps  vaccine***;  and  0.1  ml.  of  1:250 
diluted  monilia  extract111.  The  control  culture  re- 
ceived no  mitogen  or  antigen.  The  experiments  were 
carried  out  in  duplicate. 

Culture  tubes  with  loose-fitting  caps  were  incu- 
bated at  37°C.  in  a humidified  atmosphere  of  5 per 
cent  carbon  dioxide  in  air  for  three  to  four  days  for 
mitogen  response  or  six  to  seven  days  for  antigen 
response.  One  microcurie  of  3H-thymidine  (specific 
activity,  2 Ci.  per  millimole)  was  added  to  each  tube 
twenty-four  hours  prior  to  harvesting  the  cells.  In- 
corporation of  3H-thymidine  into  DNA  (deoxyri- 
bonucleic acid)  was  measured  according  to  the 
method  previously  described.11  The  lymphocyte 
response  was  expressed  as  BI  (blastogenic  index), 
which  is  a ratio  of  cpm  (counts  per  minute)  in  stim- 
ulated culture  and  cpm  in  unstimulated  culture. 
The  BI  of  two  or  more  was  considered  to  be  signifi- 
cant for  antigen  response. 

Statistical  analyses  were  done  by  Student’s  t 
test. 

Results 

Viability  by  trypan  blue  dye  exclusion  test  of  T- 
or  B-enriched  fractions  at  the  completion  of  sepa- 
ration ranged  from  95  to  99  per  cent.  The  E-  and 
EAC  rosetting  of  T-  or  B-enriched  fractions  showed 
that  approximately  90  per  cent  of  cells  in  T-enriched 
fractions  were  T lymphocytes,  and  approximately  80 
per  cent  of  cells  in  B-enriched  fractions  were  B 
lymphocytes.  The  T-enriched  fractions  contained 
an  average  of  approximately  6 per  cent  of  the  cells, 
the  range  being  from  3 to  6 per  cent,  while  the  B- 
enriched  fractions  contained  an  average  of  approxi- 
mately 15  per  cent  of  the  cells,  the  range  here  from 
9 to  20  per  cent,  being  identified  as  monocytes  and/or 
macrophages,  according  to  a method  of  enumerating 
the  cells  which  phagocytosed  iron  particles. 

The  results  of  T-lymphocyte  or  B-lymphocyte 
responses  to  mitogens  and  recall  antigens  are  shown 

***  Eli  Lilly  and  Company,  Indianapolis,  Indiana. 

tft  Hollister-Stier  Laboratories,  Spokane,  Washington. 


20  New  York  State  Journal  of  Medicine/January  1977 


TABLE  II.  T and/or  B lymphocyte  response 
to  PHA  (6  experiments) 


Composition 
of  Culture* 

Per  Cent 
of  T:B 
Cells 

Blastogenic  Index 
Mean  ± 

Standard  Error 

TL  (2  X 10s)  + 

100:0 

365.1  ± 85.0 

BL  (0) 

TL  (1.5  X 10s)  + 

75:25 

273.6  ± 28.3 

BL  (0.5  x 10!) 
TL  (1  X 105)  + 
BL  (1  X 105) 
TL  (0.5  X 10s)  + 
BL  (1.5  X 105) 
TL  (0)  + 

50:50 

132.6  t 9.9 

25:75 

75.9  ± 23.4 

0:100 

1.5  ± 0.3 

BL  (2  X 105) 

• Both  TL  and  BL  were  obtained  from  the  same  donor. 


TABLE  III.  T and/or  B lymphocyte  response 
to  streptodornase 


Composition  of  Culture* 

Per  Cent 
of  T:B 
Cells 

Blasto- 

genic 

Index 

TL  (2  X 10s)  + BL  (0) 

' 100:0 

212.6 

TL  (1.5  x 10s)  + BL  (0.5  x 1 0s ) 

75:25 

161.4 

TL  (1  x 10s)  + BL  (1  x 10s) 

50:50 

54.2 

TL  (0.5  X 10s)  + BL  (1.5  X 10s) 

25:75 

9.5 

TL  (0)  + BL  (2  X 10s) 

0:100 

1.2 

* Both  TL  and  BL  were  obtained  from  the  same  donor. 


in  Table  I.  The  T-lymphocyte  response  to  PHA  was 
significantly  higher  than  B-lymphocvte  response  to 
this  agent  (p  <0.01).  The  LPS  response  of  these  T 
cells  was  none;  the  B-lymphocyte  response  to  LPS, 
on  the  other  hand,  was  fairly  low,  but  significant. 
The  mean  T-lymphocyte  response  to  each  and  every 
recall  antigen  was  higher  than  the  mean  B-lympho- 
cyte response  to  respective  antigen.  The  difference 
between  T-  and  B-lymphocyte  response  was  not 
statistically  significant  for  each  antigen  response. 
However,  when  we  combined  the  results  of  T-  and 
B-lymphocyte  responses  for  all  antigens,  a significant 
difference  was  observed  (p  <0.05). 

Table  II  shows  the  results  of  T-  and/or  B-lym- 
phocyte response  to  PHA,  using  various  proportions 
of  T and  B cells.  The  highest  PHA  response  was 
seen  in  cultures  containing  T lymphocytes  only.  The 
response  decreased  proportionally  with  decreasing 
numbers  of  T cells  and  increasing  numbers  of  B cells. 
The  PHA  response  became  insignificant  when  we 
used  only  B lymphocytes.  Similar  results  of  T- 
and/or  B-lymphocyte  response  to  streptodornase  are 
shown  in  Table  III. 

In  one  experiment,  we  have  determined  the  PHA 
response,  utilizing  constant  numbers  of  T lympho- 
cytes with  varying  numbers  of  B lymphocytes.  The 
results,  as  shown  in  Table  IV,  indicate  that  the  PHA 
response  of  T lymphocytes  increased  with  increasing 
numbers  of  B lymphocytes.  It  should  be  pointed  out 
that  the  B-lymphocyte  response  in  this  experiment 
was  again  insignificant.  In  another  experiment,  we 
determined  whether  B lymphocytes  from  donors  who 


TABLE  IV.  T with  or  without 
B lymphocyte  response  to  PHA 


Ratio  of 

Blasto- 

T and  B 

genic 

Composition  of  Culture* 

Cells 

Index 

TL  (1  X 10s)  + BL  (0) 

TL  (1  x 10s)  + BL  (0.25  X 10s) 

1:0 

88.3 

1:0.25 

70.0 

TL  (1  X 10s)  + BL  (0.5  X 10s) 
TL  (1  X 10s)  + BL  (0.75  x 10s) 
TL  (1  X 10s)  + BL  (1  X 10s) 

TL  (0)  + BL  (1  X 10s) 

1:0.5 

186.7 

1:0.75 

136.8 

1:1 

255.8 

0:1 

1.5 

* Both  TL  and  BL  were  obtained  from  the  same  donor. 


TABLE  V.  T lymphocyte  response  and  B lymphocyte 
response  with  or  without  T lymphocyte  "help” 


— Blastogenic  Index— 
Exper-  Exper- 


Composition  of  Culture* 

iment  1 

iment  2 

TL  + PHA 

155 

131.7 

BL  + PHA 

1.8 

1.4 

BL  + TL**  + PHA 

1.6 

1.1 

TL  + streptodornase 

44.8 

23.8 

BL  + streptodornase 

1.9 

1 

BL  + TL**  + streptodornase 

1.3 

1.1 

TL  + PPD 

512 

9.6 

BL  + PPD 

1.7 

1.1 

BL  + TL**  + PPD 

1.1 

1.2 

* Both  TL  and  BL  were  obtained  from  the  same  donor. 
**  X-irradiated,  6,000  r. 


were  sensitized  against  streptodornase  or  PPD  might 
respond  to  PHA  and  these  antigens  in  vitro,  in  the 
presence  of  x-irradiated  autologous  T lymphocytes. 
The  results,  presented  in  Table  V,  indicate  that  the 
B lymphocytes  were  incapable  of  transforming  into 
blasts  by  PHA  and  recall  antigens  even  if  T lym- 
phocyte “help”  was  provided. 

Comment 

The  method  of  separation  of  T and  B cells  from  the 
peripheral  blood  lymphocytes,  used  in  this  study, 
yielded  a fairly  good  purity  of  cells  in  the  enriched 
fractions,  with  approximately  90  per  cent  of  T cells 
and  80  per  cent  of  B cells,  respectively.  In  the  study 
reported  by  Lohrmann,  Novikovs,  and  Graw,10  the 
B-enriched  preparations  contained  less  than  1 per 
cent  E-rosettes,  or  T lymphocytes,  and  the  T-en- 
riched  preparation  contained  less  than  2 per  cent 
surface  immunoglobulin-positive  cells,  or  B lym- 
phocytes, as  determined  by  direct  immunofluores- 
cence techniques.  These  authors,  however,  did  not 
mention  the  exact  percentage  of  EAC-rosettes  or  of 
E-rosettes  in  the  B-enriched  or  T-enriched  prepa- 
rations, respectively. 

In  the  present  study,  the  majority  of  cells  in  the 
T-enriched  fractions  responded  to  PHA  very  well, 
but  not  at  all  to  LPS.  These  findings  suggest  that 
the  T-enriched  fractions  may  be  free  of  B-cell  con- 
tamination, although  the  possibility  that  the  low 
numbers  of  B cells  in  the  T-enriched  fractions  do  not 
respond  to  the  LPS  cannot  be  ruled  out  entirely. 
Some  cells  in  the  B-enriched  fractions,  on  the  other 


January  1977/New  York  State  Journal  of  Medicine  21 


hand,  respond  to  the  LPS,  indicating  that  the  LPS 
is  a weak  B-cell  mitogen  in  man.8  It  is  of  interest 
that  a slight  PHA-induced  blastogenesis  was  seen  in 
the  B-enriched  fractions.  This  finding  suggests  the 
possibility  that  the  B cells  were  slightly  contaminated 
by  the  T cells  or  that  the  PHA  might  possess  a slight 
blastogenic  activity  on  human  B lymphocytes.  The 
PHA  transformation  of  human  B cells,  purified  by 
passage  through  anti-immunoglobulin  columns,  has 
been  reported.7  Their  findings,  however,  are  not 
conclusive.  It  is  possible  that  staining  for  surface 
immunoglobulin  could  be  due  to  passive  adsorption 
of  immunoglobulin  onto  T cell  blasts  by  close  cell 
contact.  It  has  also  been  reported  that  mouse  B cells 
respond  to  PHA,  provided  it  is  presented  on  an  in- 
soluble matrix.12 

The  present  study  unequivocally  demonstrated 
that  only  human  peripheral  blood  T lymphocytes 
from  sensitized  individuals  can  be  stimulated  by 
specific  antigens,  while  the  B lymphocytes  from  the 
same  donors  fail  to  respond  to  these  antigens.  We 
have  recently  reported  that  human  peripheral  blood 
T lymphocytes  play  an  exclusive  role  as  responding 
cells,  while  the  B lymphocytes  play  an  exclusive  role 
as  stimulating  cells  in  one-way  mixed  lymphocyte 
reaction.8  It  has  been  reported  that  human  B lym- 
phocytes are  capable  of  proliferation,  following 
stimulation  with  phytomitogens  in  the  presence  of 
T lymphocytes.13  In  contrast,  human  B cells  in  the 
present  study  were  incapable  of  responding  not  only 
to  PHA  but  also  to  recall  antigens,  when  these  cells 
were  cultured  together  with  T lymphocytes. 

Of  particular  interest  is  the  fact  that  the  T lym- 
phocyte response  to  PHA  was  enhanced  when  T and 
B lymphocytes  were  cocultivated.  A similar  finding 
has  also  been  reported.13  Since  we  did  not  attempt 
to  remove  monocytes  and/or  macrophages  from  B- 
enriched  fractions,  it  is  not  clear  which  type  of  cells, 
B lymphocytes  or  monocytes,  play  a role  as  mito- 
gen-processing “helper  cells”  in  the  process  of  en- 
hancing the  T-cell  response  to  PHA.  Lohrmann, 
Novikovs,  and  Graw,13  reported  that  enhancement 
of  mitogen-induced  T-cell  proliferation  is  due  mainly 
to  monocytes.  In  a preliminary  study,  we  have 
demonstrated  that  human  peripheral  blood  T-lym- 


phocyte  response  to  PHA  or  streptodornase  was 
significantly  enhanced,  in  twofold  or  threefold  in- 
creases, respectively,  by  x-irradiated  rat  peritoneal 
exudate  cells,  consisting  mostly  of  macrophages.14 
This  finding  suggests  that  xenogeneic  macrophages 
are  capable  of  potentiating  the  T-cell  response  to 
mitogen  as  well  as  to  antigen.  We  are  currently 
studying  the  helper-cell  activity  of  human  monocytes 
and/or  macrophages  in  T-cell  proliferation. 
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Acute  lactic  acidosis  is  believed  to  be  usually  a 
consequence  of  tissue  hypoxia  such  as  results  from 
cardiac  or  circulatory  failure.1-3  Hypoxia  interferes 
with  oxidative  metabolism  of  pyruvate,  so  that  lac- 
tate accumulates,  and  the  equivalent  increase  of 
hydrogen  ion  causes  acidosis.  Lactic  acidosis  can 
also  occur  during  intoxication  with  phenformin4-5  or 
ethanol,6  drugs  that  can  distort  normal  aerobic  me- 
tabolism of  carbohydrate. 

Although  a biochemical  explanation  of  acute  lactic 
acidosis  can  be  offered  in  most  cases,  some  patients 
have  not  had  circulatory  failure,  hypoxemia,  nor  the 
intoxications  noted  here.  Such  patients  have  been 
said  to  have  a “spontaneous”  or  “idiopathic”  disor- 
der,3’7’8 meaning  “developing  without  apparent  ex- 
ternal influence  ...  or  from  an  obscure  or  unknown 
cause.”9  Although  patients  with  “spontaneous” 
lactic  acidosis  have  not  initially  seemed  to  have 
shock,  that  has  commonly  developed  eventually. 
Therefore,  Huckabee10  suggested  that  their  lactic 
acidosis  might  also  be  due  to  tissue  hypoxia,  secon- 
dary to  clinically  inapparent,  but  critical,  redistri- 
bution of  blood  flow.  It  is  also  possible,  however, 
that  these  patients  eventually  develop  shock  because 
severe  acidemia  due  to  lactic  acidosis  may  impair 
"diocirculatory  function.11  Although  the  earliest 
rts  about  “spontaneous”  lactic  acidosis  suggested 
order  was  probably  uncommon,7’8  subsequent 
lot,  'sage  of  the  term  has  implied  otherwise. 
Thu  anquada,  Grant,  and  Peterson2  considered 
14  of  4 es  of  lactic  acidosis  seen  during  a three- 
year  pei  to  be  “idiopathic.” 

While  s'.  ing  the  occurrence  of  lactic  acidosis  in 
uncontrolle  ibetes  mellitus,  we  were  also  asked 

* Supported  by  Public  Health  Service  Grant  CA-03651 
from  The  National  ,cer  Institute. 


To  ascertain  the  frequency  of  ", spontaneous ” acute 
lactic  acidosis,  u>e  reviewed  the  clinical  and  bio- 
chemical findings  in  180  adults  with  acute  acid-base 
disorders  seen  during  a three-year  period  in  whom 
the  concentration  of  lactate  was  measured  in  plasma 
obtained  on  or  soon  after  admission.  All  53  patients 
found  to  have  plasma  lactate  greater  than  7 mmol, 
per  liter  had  at  least  one  known  cause  or  association 
of  lactic  acidosis  that  was  obvious,  or  strongly  sus- 
pected, when  the  blood  specimen  was  obtained.  This 
was  particularly  impressive  because  during  this 
survey,  the  far  larger  number  of  patients  hospitalized 
mainly  for  severe  cardiac  or  circulatory  failure,  who 
doubtless  also  had  lactic  acidosis,  did  not  have  plas- 
ma lactate  measured,  and  so  were  excluded  from  the 
series.  Thus,  acute  lactic  acidosis  in  adults  rarely 
seems  to  be  “spontaneous.” 


to  measure  plasma  lactate  in  many  other  patients 
with  acid-base  disorders  during  a 36-month  period. 
Plasma  lactate  was  measured  in  180  cases  in  speci- 
mens obtained  on,  or  shortly  after,  admission,  and  we 
have  reviewed  their  findings  to  ascertain  the  fre- 
quency of  unexplained  lactic  acidosis.  All  53  with 
plasma  lactate  greater  than  7 mmol,  per  liter  had  a 
well-recognized  “cause”  or  clinical  association  of 
lactic  acidosis.  No  cases  of  “spontaneous”  lactic 
acidosis  were  found. 

Patients  and  methods 

Virtually  all  patients  admitted  to  this  medical 
service  during  the  past  several  years  have  had  routine 
early  measurements  of  serum  urea  nitrogen,  sodium, 
potassium,  chloride,  and  total  carbon  dioxide  con- 
centration. Arterial  blood  pH  and  gas  tensions  have 
also  been  measured  in  most  cases  with  suspected 
acid-base  disturbances,12  except  when  other  findings 
suggested  the  disturbance  was  mild. 

Plasma  lactate  was  measured  in  many  of  the  cases 
in  which  pH  was  measured,  especially  those  with 
metabolic  acidosis  and  an  increased  “anion  gap” 
without  uremia.  Requests  for  this  measurement 
were  discouraged  in  patients  with  pulmonary  edema 
or  hemorrhagic  shock.  Most  of  the  180  cases  had 
metabolic  acidosis  and  subnormal  blood  pH,  al- 
though 28  had  blood  pH  greater  than  or  equal  to  7.4. 
Lactate  was  usually  measured  in  plasma  that  had 
been  kept  at  minus  20°C.  until  analyzed  by  an  au- 
tomated enzymatic  procedure,  the  principles  of 
which  were  outlined  by  Antonis,  Clark,  and  Pil- 
kington.13  In  seven  normal  nonfasting  subjects, 
venous  plasma  lactate  averaged  1.2  mmol,  per  liter 
plus  or  minus  0.2  (standard  deviation)  in  forenoon 
specimens.  Lactate  concentrations  were  somewhat 
lower  in  arterial  than  in  venous  plasma  and  some- 
what higher  in  serum  than  in  plasma,  but  those  minor 


24  New  York  State  Jour  3l  of  Medicine/January  1977 


TABLE  I.  Predominant  clinical  disorder  in  53  patients 
with  plasma  lactate  greater  than  7 mmol,  per  liter 


r 

Shock 

, 

Nature  of  Disorder 

Absent  Imminent  Present 

Cardiac 

Myocardial  infarct 

1 

3 

Severe  congestive  failure 

3 

Pulmonary  edema 

2 

Intoxications 

Phenformin 

11 

2 

4 

Ethanol 

3 

1 

Salicylate 

1 

Methadone 

1 

Septicemia 

1 

4 

Hemorrhage 

3 

Miscellaneous 

Delirium  tremens 

3 

Grand  mal  seizure 

2 

Diabetic  ketoacidosis 

1 

1 

Liver  necrosis 

1 

Unproved  cause 

2 

1 

2 

differences  have  been  ignored  in  this  presentation. 

Results 

Plasma  lactate  was  below  3 mmol,  per  liter  in  75 
patients,  between  3 and  5 mmol,  per  liter  in  40,  be- 
tween 5 and  7 mmol,  per  liter  in  12,  and  above  7 
mmol,  per  liter  in  53.  The  latter  level  has  commonly 
been  used  to  indicate  “significant”  hyper lacta tern ia.2 
The  53  cases  with  plasma  lactate  greater  than  7 
mmol,  per  liter  are  grouped  in  Table  I according  to 
the  predominant  clinical  abnormality  believed  re- 
sponsible for  their  lactic  acidosis,  and  the  presence 
or  absence  of  shock.  The  presence  of  shock  may,  if 
anything,  have  been  underestimated  by  the  house 
officers,  and  some  patients  in  whom  no  classic  signs 
of  shock  were  recognized  or  recorded  may  never- 
theless have  had  significant  circulatory  insufficiency. 
Twenty-three  of  these  53  patients  survived;  their 
plasma  lactate  averaged  12.8  mmol,  per  liter  with  a 
range  of  from  7.2  to  27.1.  Of  the  five  patients  clas- 
sified as  having  “imminent  shock,”  clinical  signs  of 
shock  were  present  within  an  hour  of  obtaining  the 
blood  specimen  in  four;  the  fifth  had  heart  disease, 
an  acute  cardiac  arrhythmia,  ketoacidosis,  and  de- 
hydration, and  although  not  in  overt  shock  or  heart 
failure,  became  hypotensive  within  an  hour  after 
entry. 

Merely  for  simplification,  the  classification  in 
Table  I lists  only  one  outstanding  disorder  in  each 
case,  but  in  fact,  31  patients  had  several.  For  ex- 
ample, seven  patients  had  hypoxemia,  with  arterial 
oxygen  tension  between  42  and  66  mm.  Hg,  as  well  as 
the  predominant  factor  listed.  The  cause  of  the 
lactic  acidosis  was  considered  “unproved”  in  five 
patients  only  because  the  precise  diagnosis  was  un- 
certain, although  all  five  had  serious  clinical  abnor- 
malities. Of  the  two  without  shock,  one  had  a tem- 
perature of  94°F.  and  a hematocrit  of  14;  the  other, 
previously  a narcotic  abuser,  had  severe  dehydration, 


with  a hematocrit  of  52,  shaking  chills,  and  a tem- 
perature of  105°F.,  believed  due  to  sepsis.  Of  the 
three  with  existing  or  imminent  shock,  one  had  hy- 
poglycemia and  chronic  heart  failure;  the  second  had 
hypoxia  and  a temperature  below  94°F.;  and  the 
third  probably  had  sepsis.  Thus,  every  case  with 
plasma  lactate  greater  than  7 mmol,  per  liter,  in- 
cluding all  with  clinical  diabetes,  had  at  least  one 
known  cause  or  association  of  lactic  acidosis  that  was 
obvious,  or  strongly  suspected,  when  the  blood 
specimen  was  obtained.  So  too  did  the  12  cases  with 
plasma  lactate  between  5 and  7 mmol,  per  liter,  of 
whom  6 had  diabetic  ketoacidosis. 

Seven  of  the  53  patients  with  plasma  lactate 
greater  than  7 mmol,  per  liter  who  had  not  been 
treated  with  any  hypoglycemic  agent  had  serum 
glucose  less  than  50  mg.  per  iOO  ml.  Four  of  these 
seven  had  severe  congestive  heart  failure,  one  had 
hemorrhagic  shock,  one  had  severe  hepatic  necrosis 
associated  with  a dissecting  aneurysm,  and  one  had 
acute  ethanol  intoxication.  It  was  unclear  whether 
these  patients’  hypoglycemia  and  lactic  acidosis  were 
related  causally,  or  whether  both  biochemical  ab- 
normalities were  parallel  consequences  of  their 
clinical  disorders.14 

Comment 

No  cases  of  “spontaneous”  lactic  acidosis  were 
encountered  in  this  large  survey.  Could  they  have 
been  unwittingly,  but  systematically,  excluded?  We 
believe  not,  because,  if  anything,  there  were  excessive 
requests  for  lactate  measurements,  as  may  be  judged 
by  the  large  proportion  of  cases  with  plasma  lactate 
below  3 mmol,  per  liter.  Moreover,  our  series  in- 
volved, in  effect,  far  more  than  180  patients,  because 
specimens  were  not  taken  from  most  patients  hos- 
pitalized with  cardiogenic  or  hemorrhagic  shock, 
pulmonary  edema,  or  other  types  of  severe  acute 
hypoxia,  lactic  acidosis  being  known  to  be  common 
in  them.2'3-715  Patients  with  acute  ethanol  intoxi- 
cation were  also  underrepresented  because  they 
usually  did  not  require  hospitalization.  Because  of 
such  selection  factors  and  our  simplifying  tabulation 
of  predominant  single  clinical  abnormalities,  our 
findings  do  not  indicate  the  relative  frequency  of 
causes  of  lactic  acidosis. 

We  do  not  fully  understand  the  biochemical 
pathogenesis  of  lactic  acidosis  in  all  these  cases, 
especially  respecting  the  possible  role  of  hepatic 
overproduction  or  underutilization  of  lactate  and 
hydrogen  ion.16-17  For  that  matter,  however,  it  is  not 
known  exactly  how  phenformin  causes  lactic  acido- 
sis,18 but  that  it  does  now  seems  certain.4’5  There- 
fore, “spontaneous”  is  not  an  appropriate  description 
of  phenformin-associated  lactic  acidosis,  nor  of  our 
other  cases.  In  the  light  of  present  knowledge,  it  is 
also  not  an  appropriate  description  of  certain  cases 
of  lactic  acidosis  previously  reported  by  others.  For 
example,  three  of  Huckabee’s  original  nine  patients 
had  cardiocirculatory  disorders,  and  a fourth  had  an 
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unrecognized  gastrointestinal  hemorrhage.7  The 
three  cases  reported  by  Waters,  Hall,  and  Schwartz,8 
one  of  which  was  Huckabee’s  case  number  9,  also  had 
serious  cardiocirculatory  disturbances.  Seven  of  the 
14  cases  classified  as  “idiopathic”  by  Tranquada, 
Grant,  and  Peterson,2  were  described  as  having  stable 
blood  pressure  while  receiving  treatment  with  blood 
volume  expanders  or  vasopressors;  another  was  re- 
ceiving phenformin;  and  another  had  a gastrointes- 
tinal hemorrhage.  The  patient  reported  by  Perret, 
Hopf,  and  Frei19  had  hepatic  necrosis,  and  the  de- 
pressed diabetic  patient  reported  by  Oliva  and 
Schwartz,20  whose  serum  glucose  concentration  was 
50  mg.  per  100  ml.,  might  well  have  taken  phenfor- 
min. A recent  case  report  highlights  the  semantic 
problem:  The  authors  characterized  a seventy-six- 
year-old  man  with  acute-on-chronic  heart  failure, 
who  was  pale,  disoriented,  and  oliguric,  as  having 
“idiopathic  lactic  acidosis”  because  he  did  not  yet 
have  florid  shock  or  pulmonary  edema  and  had  a 
“normal”  cardiac  output.21  Despite  the  latter 
finding,  we  believe  that  patient’s  lactic  acidosis  was 
secondary  to  heart  failure;  his  pallor,  disorientation, 
and  oliguria  were  likely  due  to  regional  hypoperfu- 
sion. 

Two  possible  contributory  factors  can  be  discerned 
in  some  other  cases.  Three  of  Huckabee’s  nine  pa- 
tients with  “unexplicable”  lactic  acidosis  had  been 
in  mechanical  respirators  for  4 to  21  days.7  They, 
and  two  children  with  encephalopathies  reported  by 
Worsley  et  al.,22  may  have  had  poor  food  intake  and 
hypocapnia  due  to  hyperventilation.  Malnutrition 
might  cause  phosphate  depletion  and  thereby  de- 
crease erythrocyte  2,3-diphosphoglycerate,  which 
would  so  shift  the  oxyhemoglobin  dissociation  curve 
as  to  impede  release  of  oxygen  to  tissues,  even  from 
well-oxygenated  hemoglobin.23  Hyperventilation 
may  have  the  same  effect,  either  because  of  hypo- 
capnia or  alkalemia.24  Although  Huckabee’s  pa- 
tients did  not  have  alkalemia  when  their  lactic  aci- 
dosis was  discovered,7  their  blood  pH  might  have  . 
been  high  earlier,  as  in  salicylate  intoxication.25 

There  remain  for  consideration  those  rare  cases 
reported  and  reviewed  by  Sussman  et  al.,26  for  which 
none  of  the  causative  factors  mentioned  in  the 
present  report  are  explanatory.  Some  of  those  cases, 
such  as  several  recently  reported  in  infants,  may  be 
due  to  severe  congenital  deficiencies  of  components 
of  the  pyruvate  dehydrogenase  system.27-28  With 
aspect  to  acute  lactic  acidosis  in  adults,  however,  our 
lings  and  review  of  the  literature  suggest  that  this 
der  rarely  lacks  a clinicophysiologic  explana- 
tion. 
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Coronary  Artery 
Bypass  Surgery 

Long-term  follow-up 


A group  of  411  patients  consecutively  undergoing 
coronary  bypass  surgery  were  followed  for  an  average 
of  22  months.  It  is  noteworthy  that  in  the  second 
year  the  operative  mortality  rate  was  0.8  per  cent 
with  a 6.5  per  cent  incidence  of  intraoperative  myo- 
cardial infarctions.  Late  myocardial  infarctions 
occurred  at  the  rate  of  1.5  per  cent  per  year.  Coro- 
nary bypass  surgery  did  not  improve  arrhythmias 
except  for  ventricular  tachycardia,  which  was  re- 
lieved in  three  patients.  Restudies  showed  no  change 
in  left  ventricular  performance  in  90  per  cent  and 
showed  progression  of  coronary  disease  in  38  per  cent. 
This  incidence  was  no  different  than  that  reported 
in  unoperated  patients.  Patients  with  progression 
of  coronary  disease  had  a higher  incidence  of  smok- 
ing, obesity,  and  hyperlipidemia.  There  was  a 1.25 
per  cent  late  mortality  rate  per  year  with  no  signifi- 
cant difference  in  mortality  rate  among  single,  dou- 
ble, and  triple  bypass  patients. 
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Aortocoronary  bypass  surgery  is  being  performed 
with  increasing  frequency,  and  yet  its  long-term  ef- 
fect remains  controversial.  St.  Luke’s  Hospital 
Center  has  had  a large  surgical  experience  with  by- 
pass surgery  and,  because  most  of  the  patients  reside 
geographically  near,  has  been  in  a favorable  position 
to  obtain  complete  and  accurate  long-term  follow-up. 
The  purpose  of  this  report  is  to  present  the  first  two 
years'  experience  at  St.  Luke’s  Hospital  Center  with 
411  consecutive  coronary  bypass  patients. 

Material  and  methods 

Four  hundred  and  eleven  patients  underwent 
aortocoronary  bypass  surgery  in  the  twenty-five- 
month  interval  June  1, 1970,  to  June  30, 1972,  at  St. 
Luke’s  Hospital  Center  and  have  been  reviewed  in 
respect  to  their  preoperative  assessment,  their  op- 
erative course,  and  their  long-term  follow-up.  Pa- 
tients who  underwent  combined  cardiac  procedures, 
that  is,  valve  replacement  or  aneurysmectomy,  have 
been  excluded  from  the  study  group. 

Description  of  group.  The  group  of  patients  in 
this  review  are  predominantly  working  middle-in- 
come men  and  women  of  whom  78  per  cent  live 
within  a 50-mile  radius  of  the  hospital.  Only  3 per 
cent  live  outside  of  the  states  of  New  York,  New 


Jersey,  or  Connecticut,  and  only  3 per  cent  have 
moved  from  the  surrounding  area  in  the  year  after 
their  surgery.  Therefore  they  represent  a stable 
population  for  long-term  follow-up  study. 

Risk  factors  for  the  purpose  of  this  study  were 
defined  as  follows:  smoking,  minimum  of  one 

package  of  cigarettes  per  day  for  a minimum  of  five 
years;  obesity,  using  the  Metropolitan  Life  Insurance 
Co.  tables,  mild  obesity  defined  as  5 to  10  per  cent 
overweight,  moderate  10  to  20  per  cent,  and  severe 
more  than  20  per  cent  overweight1;  lipids,  fasting 
cholesterol  greater  than  300  mg.  per  100  ml.  or  fasting 
triglyceride  greater  than  160  mg.  per  100  ml.;  hy- 
pertension, diastolic  pressure  consistently  greater 
than  90  mm.  Hg;  diabetes,  an  abnormal  level  two 
hours  after  glucose  load  unless  the  patient  was  a 
known  diabetic  on  insulin  or  oral  hypoglycemic 
agents;  family  history,  in  patient’s  parents,  siblings, 
and  children  of  coronary  artery  disease,  angina  pec- 
toris or  myocardial  infarction. 

Preoperative  assessment.  The  preoperative 
cardiac  catheterization  was  performed  at  St.  Luke’s 
Hospital  Center  in  34  per  cent  of  the  study  popula- 
tion and  routinely  consisted  of  right  and  left  side  of 
the  heart  hemodynamics,  cardiac  output  by  the  dye 
dilution  technique,  and  left  ventriculography  in  the 
30-degree  right  anterior  oblique  position.  Ejection 
fraction  and  left  ventricular  volumes  were  calculated 
by  the  single-plane  area-length  method  of  Sandler 
and  Dodge.2  Multiple  projection  selective  coronary 
arteriography  was  performed  using  predominantly 
the  Sones  technique  and  less  frequently  the  Judkins 
femoral  approach.  Angiograms  were  performed 
using  a Siemens  6-  to  9-inch  dual  field  image  in- 
tensification system  with  an  Arriflex  camera  re- 
cording on  35-mm.  double  X film,  and  pressures  were 
recorded  on  an  Electronics  for  Medicine  DR  12 
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polygraph  recorder.  Those  patients  studied  else- 
where, 66  per  cent,  were  not  accepted  for  bypass 
surgery  unless  adequate  selective  coronary  arteri- 
ography and  left  ventriculography  were  available. 

Treadmill  exercise  testing  using  a modified  Bruce 
protocol  was  considered  to  yield  positive  findings 
when  a horizontal  or  downsloping  S-T  depression  of 
1 mm.  or  greater  was  present  on  exercise  or  within 
five  minutes  thererafter.  The  patients  were  exer- 
cised to  either  a submaximal  rate  of  85  per  cent  pre- 
dicted maximum  or  until  the  appearance  of  chest 
pain,  fatigue,  or  arrhythmia  precluded  the  contin- 
uation of  exercise. 

Operative  techniques.  Preoperatively  cessation 
of  smoking  was  advised  for  all  patients;  propranolol 
was  discontinued  at  least  two  weeks  preoperatively 
and  digitalis  preparations  at  least  three  days  preop- 
eratively. The  main  indication  for  surgery  was  an 
anginal  syndrome  refractory  to  medical  management 
associated  with  proximal  coronary  lesions  greater 
than  50  per  cent  stenosis,  with  good  distal  segments 
and  adequate  ventricular  function.  The  same  cri- 
teria were  not  applied  to  all  patients,  since  the  in- 
terpretation of  the  criteria  would  depend  on  the  ag- 
gressiveness of  the  various  referring  physicians  and 
patients.  Anesthesia  was  induced  with  thiopental 
sodium,  and  succinylcholine  was  added  to  facilitate 
endotracheal  intubation.  Balanced  anesthesia  with 
60  per  cent  nitrous  oxide  was  used,  and  relaxation 
was  accomplished  with  d-tubocurarine.  Total  car- 
diopulmonary bypass  using  a disposable  blood  oxy- 
genator was  utilized  in  all  patients.  No  blood  was 
used  to  prime  the  oxygenator,  and  homologous  blood 
was  added  only  if  the  hematocrit  of  the  perfusate  fell 
below  20.  All  distal  anastomoses  were  performed 
with  a fibrillating  heart.  Aortic  cross-clamping  was 
avoided  whenever  possible.  All  anastomoses  were 
performed  with  the  aid  of  either  an  operating  mi- 
croscope or  binocular  loupes,  and  endarterectomies 
were  performed  in  only  2 patients.  Reversed  sa- 
phenous vein  grafts  from  the  lower  leg  were  used  in 
63  per  cent,  and  internal  mammary  artery  grafts  were 
used  in  the  remaining  37  per  cent  of  grafts. 

Method  of  follow-up.  All  patients  surviving  the 
surgery  were  requested  to  return  for  evaluation  at 
yearly  intervals  beginning  with  the  first  anniversary 
of  their  surgery.  The  follow-up  evaluation  consisted 
of  a daylong  outpatient  visit  with  an  interview  by  1 
f 3 cardiologists,  an  electrocardiogram,  chest  x-ray, 

id  and  glucose  tolerance  tests,  and  treadmill  ex- 
testing  where  applicable.  A four-page  ques- 
tio  re  was  completed  by  the  cardiologist  to  insure 
that  history  and  physical  findings  were  stan- 
dardize 

The  p nts  who  were  unable  or  unwilling  to  re- 
turn for  ti  follow-up  interview  were  evaluated  by 
other  mean;  it  is,  a questionnaire  by  mail  in  13  per 
cent  of  cases,  lephone  interview  in  6 per  cent,  or 
the  family  phy  an’s  records  in  7 per  cent.  No 
patients  were  los  follow-up. 


Actuarial  methods  were  used  to  determine  survival 
curves  and  yearly  survival  rates.3  The  results  from 
the  present  study  were  compared  with  those  of 
Webster,  Moberg,  and  Rincon.4 

Results 

The  group  of  411  patients  undergoing  direct  cor- 
onary artery  vascular  surgery  consisted  of  350  males, 
85  per  cent,  and  61  females,  15  per  cent,  with  an  age 
range  from  nineteen  to  seventy-five  years,  average 
50.1  years.  The  follow-up  period  ranged  from  seven 
to  forty-two  months  with  an  average  of  22.4  months. 
There  were  68  single-bypass  grafts,  an  incidence  of 
17  per  cent,  215,  or  52  per  cent  double,  118,  29  per 
cent,  triple,  and  10,  2 per  cent,  quadruple-bypass 
grafts  performed.  The  single-bypass  grafts  were  to 
the  left  anterior  descending  in  59  cases,  an  incidence 
of  87  per  cent.  There  were  no  internal  mammary 
implants  included  in  this  group.  The  left  ventricu- 
logram was  described  as  abnormal  in  48  per  cent,  or 
150  of  313  of  those  available  for  review.  The  ab- 
normalities included  decreased  ejection  fraction, 
akinesis,  and  aneurysm  formation. 

Risk  factors.  An  accepted  predisposing  factor 
to  coronary  heart  disease  could  be  identified  in  all  but 
1.7  per  cent  of  the  patients:  77  per  cent  gave  a his- 
tory of  smoking,  40  per  cent  were  hyperlipidemic,  and 
30  per  cent  had  diabetes  mellitus.  Sixty-three  per 
cent  had  a positive  family  history  of  coronary  artery 
disease,  although  only  8 per  cent  gave  a history  of 
premature  disease  in  multiple  family  members. 

Operative  deaths.  There  were  12  operative 
deaths  in  this  group,  an  incidence  of  2.9  per  cent. 
Operative  deaths  included  all  patients  dying  within 
the  first  thirty  days  after  surgery.  The  operative 
mortality  rate  in  the  first  year  was  6 per  cent  but  fell 
to  0.8  per  cent  in  the  second  year.  The  operative 
mortality  rate  did  not  vary  with  increasing  number 
of  grafts  performed  and  was  3 per  cent  in  single,  3 per 
cent  in  double,  4 per  cent  in  triple,  and  none  in  qua- 
druple grafts.  The  causes  of  operative  deaths  were 
low  cardiac  output  in  4,  acute  myocardial  infarction 
in  2,  cardiac  tamponade  in  2,  and  pulmonary  emboli, 
cerebral  emboli,  technical,  and  unknown  in  one  each. 
In  one  patient  dying  of  low  cardiac  output  state, 
propranolol  had  been  continued  until  the  time  of 
surgery.  One  patient,  thought  to  have  threatened 
infarction  syndrome  preoperatively,  died  of  an  acute 
myocardial  infarction  which  at  autopsy  was  dated  as 
occurring  prior  to  surgery.  Her  grafts  were  patent 
at  autopsy.  In  the  other  patient  dying  of  an  acute 
myocardial  infarction,  the  infarction  was  thought  to 
have  occurred  intraoperatively,  and  the  grafts  were 
thrombosed  at  autopsy. 

Angina  and  myocardial  infarction.  Seventy- 
three  per  cent  of  patients  have  remained  angina-free 
during  the  period  of  study.  Angina  pectoris  has  re- 
curred in  the  remaining  27  per  cent  of  patients  but 
has  been  of  less  severity  in  17  per  cent  so  that  90  per 
cent  of  surviving  patients  were  substantially  im- 
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TABLE  I.  Long-term  foilow-up  on  392  patients; 
arrhythmias  present  in  65  patients  (16  per  cent) 


Cause 

Pre- 

opera- 

tively 

Only 

Post- 

opera- 

tively 

Only 

Pre- 

opera- 

tively 

and 

Post- 

opera- 

tively 

Ventricular  premature 
contractions 

4 

6 

15 

Ventricular  tachycardia 

3 

0 

0 

Supraventricular 

0 

3 

7 

Unknown 

7 

12 

14 

proved  by  their  surgery  in  terms  of  angina  pecto- 
ris. 

Myocardial  infarctions  occurred  intraoperatively 
in  27  of  41 1 patients,  6.5  per  cent,  and  were  diagnosed 
by  usual  electrocardiographic  criteria  of  Q waves  in 
the  affected  areas  observed  on  at  least  one  of  several 
postoperative  electrocardiograms  taken  during  the 
hospitalization.  The  infarctions  involved  the  dia- 
phragmatic area  in  18,  anteroseptal  in  5,  anterior  in 
2,  and  1 each  anterolateral  and  posterior.  These 
infarctions  were  fatal  in  1 patient  and  led  to  restudy 
of  the  grafts  in  7 patients  in  the  postoperative  period. 
In  all  of  these  studies,  the  grafts  were  found  to  be 
patent.  The  left  ventriculogram  was  unchanged  in 
5,  had  decreased  contraction  in  the  area  of  the  in- 
farction in  1,  and  was  unavailable  for  review  in  the 
seventh  patient.  The  coronary  circulation  to  the 
area  of  infarction  was  found  to  be  unchanged  in  4 
patients.  In  2 patients  with  diaphragmatic  myo- 
cardial infarctions,  the  right  coronary  artery  which 
was  previously  severely  stenotic  was  now  occluded. 
In  a final  patient  the  coronary  circulation  was  not 
restudied.  In  all  27  patients  the  infarction  occurred 
in  an  area  supplied  by  a significantly  diseased  vessel 
which  had  been  bypassed. 

Acute  myocardial  infarction  occurred  in  12  pa- 
tients, 3 per  cent,  during  the  follow-up  period.  In  3 
patients  the  myocardial  infarctions  were  fatal  and 
proved  by  autopsy.  In  2 patients  there  were 
asymptomatic  electrocardiographic  changes  indic- 
ative of  transmural  infarctions  noted  at  the  first 
follow-up  visit,  and  in  the  remainder  the  diagnosis 
was  based  on  history  alone.  Records  of  their  hospi- 
talizations in  other  hospitals  were  not  reviewed,  so 
that  the  percentage  of  infarctions  may  have  been 
overestimated  by  this  method. 

Congestive  heart  failure.  Congestive  heart 
failure  was  defined  as  present  when  there  was  ob- 
jective evidence  of  fluid  retention  or  when  digitalis 
or  diuretics  had  been  prescribed  but  not  for  rhythm 
or  blood  pressure  control.  Dyspnea  associated  with 
angina  was  not  considered  evidence  of  congestive 
heart  failure.  The  majority,  93  per  cent,  of  patients 
did  not  have  congestive  heart  failure  before  or  after 
coronary  bypass  surgery.  Thirteen  patients,  3 per 
cent,  had  failure  before  and  after  surgery,  9 patients, 
2 per  cent,  had  failure  only  preoperatively,  and  5 


TABLE  II.  Forty-three  patients  with  positive 
preoperative  treadmill  studies 


Results 

Number  of 
Patients 
(Per  Cent) 

Negative  postoperative  studies  in 

29 (67) 

Relief  of  angina 

26 

Persistent  angina 
No  angina  pre-  or  post- 

2 

operatively 

1 

Positive  postoperative  studies  in 

14  (33) 

Relief  of  angina 

5 

Persistant  angina 
No  angina  pre-  or  post- 

7 

operatively 

2 

patients,  1 per  cent,  developed  failure  postopera- 
tively. 

Arrhythmias.  Arrhythmias  were  defined  as  in- 
cluding ventricular  tachycardia,  ventricular  prema- 
ture contractions,  and  atrial  arrhythmias  as  well  as 
palpitations  sufficiently  disturbing  to  require  an 
antiarrhythmic  agent  (Table  I).  The  majority,  83 
per  cent,  of  patients  had  no  arrhythmias.  Only  3 of 
the  patients  were  subject  to  bouts  of  ventricular 
tachycardia  preoperatively,  and  all  had  complete 
relief  of  this  problem  postoperatively.  In  general, 
coronary  bypass  surgery  did  not  relieve  palpitations, 
ventricular  premature  beats,  or  supraventricular 
arrhythmias. 

Stress  electrocardiography.  Treadmill  exercise 
testing  using  a modified  Bruce  protocol  was  obtained 
pre-  and  postoperatively  in  48  patients.  All  5 pa- 
tients with  negative  exercise  test  findings  preopera- 
tively had  negative  test  results  postoperatively  as 
well.  The  43  patients  with  positive  preoperative 
exercise  test  findings,  as  shown  in  Table  II,  when 
reexercised  postoperatively,  had  negative  results  in 
67  per  cent  and  positive  results  in  33  per  cent.  When 
the  exercise  test  findings  had  become  negative  there 
was  fairly  consistent  relief  of  angina. 

Angiographic  restudy  of  grafts.  The  grafts 
were  restudied  in  77,  19  per  cent,  of  patients  on  an 
average  of  8.7  months  postoperatively;  39,  or  50  per 
cent  of  these  patients  were  restudied  at  St.  Luke’s 
Hospital  Center.  The  indications  for  restudy  were 
chest  pain  in  45  patients,  evaluation  of  surgical 
technique  in  10  patients,  intraoperative  or  postop- 
erative myocardial  infarctions  in  9 patients,  routine 
evaluation  on  early  surgical  patients  in  7,  and  mis- 
cellaneous in  6.  The  internal  mammary  artery  graft 
had  a high  patency  rate  of  97  per  cent,  while  the  sa- 
phenous vein  grafts  had  a lower  patency  rate,  69  per 
cent. 

In  37  of  41  patients,  or  90  per  cent  of  the  ventric- 
ulograms, there  was  no  change  from  the  preoperative 
studies;  in  1 patient  with  a threatened  infarction 
syndrome,  the  akinesis  of  the  inferior  wall  noted 
preoperatively  was  no  longer  present  on  the  post- 
operative study,  and  in  the  remaining  3 patients,  7 
per  cent,  the  ventriculogram  showed  deterioration 
of  contractility  on  the  postoperative  studies.  Two 
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TABLE  III.  Modified  life  table 


Months 

Postoperative 

(k) 

Patients 
Entering 
Interval 
Alive*  (N^) 

Deaths 
In  Interval 

(dk) 

Patients 
Surviving 
Incomplete 
Interval  (sk) 

Interval 

Survival 

Proportiont 

(Pk) 

Cumulative 
Survival 
Rate**  (Pk) 

Standard 
Errortt  (sek ) 

All  patients  undergoing  coronary  bypass  operation 

0 to  1 

(Nj ) 411 

12 

0 

0.97 

0.97 

0.0096 

2 to  12 

(N2)  399 

7 

4 

0.98 

0.95 

0.0133 

13  to  24 

(N3)  388 

3 

202 

0.99 

0.94 

0.0162 

25  to  36 

(NJ  183 

0 

126 

1.00 

0.94 

0.0187 

37  to  48 

(Ns)  57 

0 

29 

1.00 

0.94 

0.0210 

68  patients  undergoing  single  coronary  bypass  grafts 

0 to  1 

68 

2 

0 

0.97 

0.97 

0.0096 

2 to  12 

66 

3 

1 

0.95 

0.93 

0.0128 

13  to  24 

62 

0 

29 

1.00 

0.93 

0.0158 

25  to  36 

33 

0 

26 

1.00 

0.93 

0.0183 

37  to  48 

7 

0 

5 

1.00 

0.93 

0.0206 

215  patients  undergoing  double  coronary  bypass  grafts 

0 to  1 

215 

5 

0 

0.98 

0.98 

0.0097 

2 to  12 

210 

2 

0 

0.99 

0.97 

0.0136 

13  to  24 

208 

3 

104 

0.98 

0.95 

0.0163 

25  to  36 

101 

0 

71 

1.00 

0.95 

0.0189 

37  to  48 

30 

0 

15 

1.00 

0.95 

0.0211 

128  patients  undergoing  triple  and  quadruple  coronary  bypass  grafts 

0 to  1 

128 

5 

0 

0.96 

0.96 

0.0094 

2 to  12 

123 

2 

3 

0.98 

0.95 

0.0132 

13  to  24 

118 

0 

69 

1.00 

0.95 

0.0162 

25  to  36 

49 

0 

29 

1.00 

0.95 

0.0188 

37  to  48 

20 

0 

9 

1.00 

0.95 

0.0210 

*N,  is  the  number  entering  study. 


tpk  = 1 “ 


dk 


Nk  - 1/2(sk  + !k  + rk) 


(Ik  - lost  to  follow-up:  r ^ = removed  for  cause.  Both  0 in  period  covered). 


r?Pk  = p.  x p2x  P3x . . . Pk. 

T I Standard  error  of  cumulative  survival  rate:  sek  = pk 


1 ~ Pk 

1/2 (sk  + !k  + rk)  - dk 


of  these  patients  had  sustained  postoperative  myo- 
cardial infarction,  and  the  third  had  a newly  occluded 
major  coronary  vessel. 

Coronary  arteries  were  restudied  in  39  patients 
with  24,  or  62  per  cent,  showing  no  change  and  15,  or 
38  per  cent  showing  progression  of  disease  when 
compared  with  their  preoperative  studies.  In  12 
patients  there  were  13  new  occlusions  in  vessels  which 
were  previously  described  as  greater  than  80  per  cent 
stenotic  in  12  instances  and  as  normal  in  one.  In  2 
patients  stenoses  were  described  as  more  severe,  and 
in  1 patient  a new  stenotic  lesion  appeared  in  a pre- 
viously normal  vessel.  Thirteen  of  the  15  patients 
had  bypass  graft  procedures  to  the  vessels  showing 
progression,  and  2 patients  had  no  grafts  to  pre- 
viously normal-appearing  vessels.  In  these  latter  2 
patients  there  was  no  deterioration  in  ventricular  wall 
motion  of  the  segment  corresponding  to  the  coronary 
vessel  demonstrating  progression. 

The  15  patients  showing  progression  were  all 
males,  with  an  average  age  of  46.7  years,  the  range 
being  from  twenty-nine  to  sixty-three  years.  Their 
risk  f actors  were  smoking  in  14  or  93  per  cent,  obesity 
in  11  o 73  per  cent,  hyperlipidemia  in  8 or  53  per 
cent,  hyj  i tension  in  5 or  33  per  cent,  and  diabetes 
in  3 patieii  or  20  per  cent.  Postoperatively  7 of  10 
smokers  ha\  ontinued  to  smoke.  Two  patients,  13 
per  cent,  suffered  myocardial  infarction,  one  in- 
traoperatively  arui  the  other  nine  months  postoper- 


atively. 

Late  deaths.  There  were  10  late  deaths,  2.5  per 
cent  in  the  399  patients  surviving  coronary  bypass 
surgery.  These  deaths  occurred  five  weeks  to 
twenty-four  months  postoperatively  and  were  related 
to  cardiac  disease  in  6 instances.  Three  patients  died 
from  acute  myocardial  infarction  with  graft  closure 
demonstrated  in  2,  but  in  the  third  no  mention  was 
made  on  autopsy  done  at  another  hospital  of  the  graft 
to  the  recently  thrombosed  right  coronary  artery. 
Two  patients  dying  of  congestive  heart  failure  had 
both  angina  and  heart  failure  preoperatively.  The 
hepatic  failure  responsible  for  one  patient’s  death 
was  presumed  related  to  serum  hepatitis  contracted 
from  transfusions  at  the  time  of  cardiac  surgery. 
Another  patient  died  suddenly  in  the  presence  of  her 
family.  Although  no  autopsy  was  obtained,  the  cause 
of  death  was  presumed  to  be  cardiac. 

Late  deaths  occurred  in  3,  4.4  per  cent,  of  the  sin- 
gle, 5, 2.3  per  cent,  of  the  double,  2, 1.7  per  cent,  of  the 
triple,  and  in  none  of  the  quadruple-bypass  patients 
(Fig.  1,  Table  III).  The  3 late  deaths  in  the  single- 
bypass patients  had  grafts  only  to  the  left  anterior 
descending  since  the  other  vessels  were  too  diseased 
to  accept  grafts. 

Comment 

Aortocoronary  bypass  surgery  holds  the  promise 
of  being  the  first  therapeutic  maneuver  to  reverse 
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FIGURE  1.  Long-term  survival  rates.  (A)  Surgical  group 
of  present  study  and  nonsurgical  group  of  Webster,  Moberg, 
and  Rincon.4  (B)  Single,  double,  and  triple-vessel  disease 
of  surgical  group  of  present  study  and  nonsurgical  group  of 
Webster,  Moberg,  and  Rincon.4 


significantly  the  basic  pathophysiologic  problem  in 
coronary  heart  disease:  restricted  coronary  blood 
flow.  Perhaps  in  part  due  to  the  magnitude  of  the 
operation’s  potential,  considerable  controversy  over 
its  efficacy  has  arisen  and  has  been  enhanced  by 
widely  varying  reports  of  operative  mortality  rates, 
incidence  of  intraoperative  transmural  myocardial 
infarction,  and  postoperative  progression  of  coronary 
obstructive  disease  as  viewed  angiographically. 

Not  only  does  the  incidence  of  these  unfavorable 
results  vary  from  institution  to  institution,  but  also 
within  the  same  institution  with  the  passage  of  time. 
As  an  example,  the  operative  mortality  rate  in  the 
present  series  fell  from  6 to  1 per  cent  between  the 
first  and  second  years.  Despite  this  variability,  it 
now  seems  clear  that  aortocoronary  bypass  surgery 
can  be  accomplished  in  most  centers  with  a lower 
operative  mortality  rate  than  might  have  been  an- 
ticipated. 

A serious  concern  centers  around  the  occurrence 
of  intraoperative  transmural  infarction.  Such  in- 
farcts were  observed  in  6.5  per  cent  of  the  patients  in 

% 


the  present  series  and  have  been  reported  from  other 
centers  as  occurring  with  an  incidence  varying  from 
6.9  to  30  per  cent.5-9  Unfortunately,  there  are  not 
sufficient  restudies  of  patients  with  perioperative 
infarcts  in  the  present  series  to  allow  for  conclusions 
other  than  that  a low  incidence  of  this  complication 
can  be  achieved. 

The  effect  of  coronary  bypass  on  left  ventricular 
function  has  been  variously  described  as  causing 
deterioration,10’11  or  resulting  in  improvement.12-13 
Our  studies  showed  no  change  in  the  clinical  status 
of  the  patient  with  regard  to  congestive  heart  failure, 
and  in  the  patients  who  were  restudied,  ventricu- 
lography demonstrated  no  change  in  left  ventricular 
performance  in  the  majority,  90  per  cent.  The  ab- 
sence of  loss  of  ventricular  motion  in  patients  with 
the  relief  of  angina  postoperatively  is  in  direct  con- 
tradistinction to  observations  reported  elsewhere,11 
and  a possible  explanation  may  relate  to  the  differ- 
ence in  incidence  of  perioperative  infarction. 

Progression  of  coronary  artery  disease  has  been 
reported  to  occur  in  52  per  cent  of  unoperated  pa- 
tients restudied  after  a two-year  interval,14  while 
slightly  lower  rates,  41  per  cent15  and  the  present 
study  of  38  per  cent,  were  found  on  restudies  of  pa- 
tients following  coronary  bypass  operations.  As 
restudies  are  done  primarily  in  patients  with  recur- 
ring chest  discomfort,  this  rate  of  progression  may  be 
higher  than  that  found  were  the  entire  operated 
group  restudied.  In  addition,  overestimation  of  total 
occlusion  on  the  coronary  arteriogram  may  occur 
where  good  flow  of  unopacified  blood  through  the 
graft  and  into  the  distal  coronary  artery  might  make 
one  tend  to  overestimate  the  severity  of  the  disease 
proximally.  In  this  study  occlusion  occurred  in  12 
of  13  instances  at  a site  at  which  the  preoperative 
angiogram  showed  greater  than  80  per  cent  stenosis. 
Progression  of  coronary  disease  occurred  most  fre- 
quently in  operated  vessels  but  did  occur  as  well  in 
unoperated  vessels.  Those  patients  with  progression 
of  coronary  disease  had  a higher  incidence  of  smok- 
ing, obesity,  and  hyperlipidemia  when  compared  with 
the  remainder  of  the  group.  It  is  difficult  to  separate 
the  natural  history  of  coronary  disease  with  its  in- 
trinsic rate  of  progression  from  the  progression  noted 
postcoronary  bypass,  but  the  progression  noted  in 
operated  patients  in  this  series  is  in  general  in 
keeping  with  the  natural  history  of  their  coronary 
heart  disease. 

No  studies  are  available  relating  the  incidence  of 
subsequent  myocardial  infarction  to  the  extent  of 
coronary  obstruction  determined  angiog:  aphically. 
The  long-term  clinical  course  of  survivors  of  a myo- 
cardial infarction  has  been  evaluated  in  a number  of 
studies,  and  the  average  annual  mortality  rate  has 
been  fairly  consistent  at  4 to  5 per  cent  per  year.16-18 
The  risk  of  having  a second  infarction  was  estimated 
at  27  per  cent  over  a thirteen-year  follow-up  after  an 
initial  infarction  prior  to  age  fifty.19  In  the  present 
study  60  per  cent  had  had  prior  infarction.  In  this 
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TABLE  IV.  Comparison  of  present  study  and  data  of 
Webster,  Moberg,  and  Rincon4 


Category 

Present 

Study 

Webster, 
Moberg, 
and  Rincon4 

Total  patients 

441 

469 

Per  cent  males 

85 

90 

Average  age  (years) 

Per  cent  prior  myocardial 

50 

49 

infarction 

60 

29 

Single-vessel  disease 

68 

178 

Double-vessel  disease 

215 

177 

Triple-vessel  disease 

128 

114 

Per  cent  follow-up 

100 

89 

group  with  prior  infarctions,  there  was  an  annual 
mortality  rate  of  1.5  per  cent,  excluding  operative 
deaths,  and  a 1.5  per  cent  annual  incidence  of  in- 
farction both  fatal  and  nonfatal.  Both  of  these  ob- 
servations compare  favorably  with  nonoperated  re- 
ported patients,  but  a longer  follow-up  period  is 
needed. 

Several  studies  are  available  relating  subsequent 
mortality  to  extent  of  coronary  disease  observed  by 
coronary  arteriography.4’6’20’21  These  data  have 
been  summarized  as  showing  an  average  annual 
mortality  rate  of  2 per  cent  for  single,  7 per  cent  for 
double,  and  11  per  cent  for  triple-vessel  disease.20 
These  values  are  similar  to  those  obtained  by  Web- 
ster, Moberg,  and  Rincon4  with  which  the  operated 
patients  in  this  study  are  compared.  Webster, 
Moberg,  and  Rincon  specifically  selected  a group  of 
patients  who  would  meet  today’s  criteria  for  coronary 
bypass  surgery.  The  2 study  populations  are  re- 
markably similar  in  total  number  followed,  sex  ratio, 
average  age,  and  incidence  of  single,  double,  or  tri- 
ple-vessel disease  (Table  IV).  The  severity  of  disease 
in  the  operated  group  is  underestimated,  since  fre- 
quently a patient  in  the  single-  or  double-vessel 
category  had  an  additional  significantly  diseased 
vessel  to  which  the  surgeon  was  unable  to  perform  an 
anastomosis.  The  single-bypass  group  consists  al- 
most entirely,  87  per  cent,  of  grafts  performed  to  the 
left  anterior  descending  artery  and  might  be  con- 
sidered potentially  a more  serious  disease  than  sin- 
gle-vessel disease  involving  the  left  circumflex  or 
right  coronary  arteries.  Prior  myocardial  infarction 
in  the  present  study  group  was  twice  as  common  as 
in  the  study  of  Webster.  In  spite  of  these  observa- 
tions, the  operated  patients  with  significant  in- 
volvement of  more  than  a single  vessel  had  a lower 
ftality  rate  over  the  follow-up  period, 
striking  aspect  of  the  mortality  observed  in  the 
pi'  nt  report  is  that  there  is  no  significant  differ- 
ent: nong  the  3 groups  treated  surgically:  single, 

doubl  nd  triple  bypass.  All  of  the  studies  of 


medically  managed  patients  have  shown  significantly 
increasing  mortality  rates  with  an  increasing  number 
of  vessels  involved.  These  data  strongly  suggest  that 
in  addition  to  improvement  in  the  quality  of  life, 
there  is  a beneficial  effect  of  coronary  bypass  surgery 
on  mortality  rates  in  the  first  two-year  postoperative 
period  in  patients  with  multiple-vessel  disease. 

St.  Luke’s  Hospital  Center 
421  West  113th  Street 
New  York,  N.Y.  10025 
(DR.  CAMERON) 
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The  Magovern-Cromie  sutureless  valve  is  a 

prosthesis  of  unique  design  that  is  held  in  place  by 
two  rows  of  vertical  pins  that  are  advanced  into  the 
aortic  annulus  by  rotating  a handle.1  The  intro- 
duction of  this  valve  was  met  with  enthusiasm  that 
has  waned,  despite  the  rapidity  with  which  it  may  be 
inserted.2-4 

Since  1970,  the  authors  have  encountered  only  two 
publications  on  the  late  results  of  implantation  of  the 
Magovern-Cromie  aortic  valve.2-5  Because  of  our 
rticular  interest  in  the  effectiveness  of  the  method 
echanical  fixation  of  this  prosthesis,  we  have 
r -ed  and  are  presenting  our  data  on  77  patients 
in  n the  Magovern-Cromie  aortic  prosthesis  was 
insei  <• 

Clinical  arial 

Between  member,  1963,  and  April,  1968,  77  pa- 
tients under  i are  of  the  senior  authors  (GRH  and 
CWL)  underw.  isolated  aortic  valve  replacement 


Between  December,  1963,  and  April,  1968,  77  patients 
underwent  isolated  aortic  valve  replacement  with  the 
Magovern-Cromie  prosthesis.  Fifteen  patients  died 
within  30  days  of  operation,  and  43  additional  pa- 
tients died  during  the  follow-up  period.  Failure  of 
mechanical  fixation  of  the  valve  was  documented  in 
seven  patients,  ball  variance  in  six,  and  thrombosis 
of  the  prosthesis  in  nine.  The  total  incidence  of 
thromboembolism  was  37  per  cent.  Fourteen  pa- 
tients continue  to  maintain  an  improved  clinical 
status  seven  to  11  years  after  implantation  of  the 
Magovern-Cromie  valve. 


TABLE  1.  Characteristics  of  77  patients  undergoing 
aortic  valve  replacement  with 
Magovern-Cromie  prosthesis 

Category 

Number 

Sex 

Women 

25 

Men 

52 

Age  in  years 

Range 

10  to  71 

Average 

49.6 

Median 

52 

Preoperative  functional  classification* 

II 

5 

III 

58 

IV 

14 

Valve  pathology 

Aortic  stenosis  and  regurgitation 

38 

“Pure”  aortic  stenosis 

25 

“Pure”  aortic  regurgitation 

13 

Infected  Starr-Edwards  prosthesis 

1 

Associated  mitral  valve  disease 

17 

Associated  pulmonic  stenosis 

1 

•New  York  Heart  Association  classification. 


with  the  Magovern-Cromie  prosthesis.  The  clinical 
characteristics  of  these  patients  are  enumerated  in 
Table  I.  Preoperative  catheterization  of  the  right 
and  left  sides  of  the  heart  was  carried  out  in  51  of  the 
77  patients.  The  remainder  underwent  supraval- 
vular aortography  and/or  operative  transvalvular 
aortic  gradient  deteminations. 

Rheumatic  fever  was  the  cause  of  the  aortic  valve 
disease  in  50  of  the  77  patients.  Congenital  aortic 
stenosis,  valvular  and  subvalvular  stenosis  in  one 
patient,  and  insufficiency  was  the  cause  in  the  re- 
mainder. 

Previous  aortic  valvuloplasty  had  been  performed 
in  20  of  the  77  patients,  and  one  of  the  patients  had 
undergone  a previous  aortic  valve  replacement  with 
a Starr-Edwards  prosthesis  that  subsequently  be- 
came infected. 

Technique 

The  method  of  bypass  and  perfusion  varied,  but 
coronary  perfusion  was  employed  in  50  patients,  and 
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TABLE  II.  Early  deaths  among  patients  receiving 
Magovern-Cromie  aortic  valve  prosthesis 


Cause 

Number  of 
Patients 

Acute  heart  failure 

5 

Mediastinal  hemorrhage 

3* 

Mediastinal  infection 

2 

Cerebral  vascular  accident 

1 

Retrograde  aortic  dissection 

1 

Dysrhythmia 

1 

Massive  atelectasis 

1 

Detachment  of  prosthesis  with 

1 

aortic  laceration 

Total 

15 

•Two  patients  reoperated  as  emergencies. 


moderate  hypothermia  was  routinely  used.  In  ad- 
dition to  aortic  valve  replacement,  four  patients 
underwent  concomitant  mitral  valvuloplasty,  and 
two  others  had  pacemakers  implanted  at  the  time  of 
aortic  replacement  because  of  complete  heart  block. 
A final  patient  had  a pulmonary  valvotomy  for  con- 
genital pulmonic  stenosis  carried  out  at  the  time  of 
aortic  valve  replacement. 

Early  result 

There  were  15  deaths  that  occurred  either  intra- 
operatively  or  within  30  days  following  aortic  valve 
replacement  (Table  II).  Postmortem  examinations 
were  carried  out  in  12  of  these  patients.  The  most 
common  cause  of  death  was  acute  heart  failure  at  the 
time  of  discontinuation  of  bypass.  This  complica- 
tion resulted  in  five  deaths.  Two  of  these  five  pa- 
tients sustained  refractory  ventricular  fibrillation 
before  bypass  was  instituted.  Another  who  could  not 
be  weaned  from  bypass  had  presented  congestive 
heart  failure  from  a leak  around  an  infected  Starr- 
Edwards  prosthesis. 

Unsuccessful  emergency  reoperation  was  carried 
out  in  two  of  three  patients  sustaining  mediastinal 
hemorrhage.  Both  were  bleeding  from  the  aortic 
suture  line.  The  third  developed  fatal  tamponade 
before  reoperation  could  be  carried  out. 

One  patient  expired  as  a result  of  early  detachment 
of  the  prosthesis  three  days  after  implantation,  and 
represents  the  only  instance  of  failure  of  mechanical 
fixation  among  the  15  patients  dying  within  30  days 
of  operation. 

Late  results 

Methods.  The  cardiac  status  of  37  patients  who 
received  a Magovern-Cromie  aortic  prosthesis  was 
evaluated  at  bimonthly  intervals  in  the  cardiology 
clinic  at  The  New  York  Hospital.  The  remaining  25 
patients  who  lived  in  areas  distant  from  New  York 
City  were  evaluated  at  six-month  intervals  by  de- 
tailed questionnaires  submitted  to  the  patient  and 
the  patient’s  physician. 

Particular  information  was  sought  regarding  fail- 
ure of  mechanical  fixation  as  evidenced  by  paraval- 


TABLE  III.  Late  deaths  among  77  patients  receiving 
Magovern-Cromie  aortic  valve  prosthesis 


Cause  of  Death 

Number 

of 

Patients 

Number 

of 

Autopsies 

Sudden 

12 

0 

Cerebral  vascular  accident 

8 

6 

Arrhythmias 

6 

4 

Congestive  heart  failure 

6 

6 

Myocardial  infarction 

4 

4 

Endocarditis 

3 

3 

Thrombosis  prosthesis 

3 

3 

Hemothorax 

1 

1 

Totals 

43 

27 

vular  leak  on  supravalvular  aortography  or  exami- 
nation of  the  implanted  valve  either  at  autopsy  or  at 
the  time  of  additional  cardiac  surgery.  The  presence 
of  an  aortic  insufficiency  murmur  alone  was  not 
considered  diagnostic  of  paravalvular  leak  because 
this  murmur  may  be  due  to  ball  variance  or  partially 
obstructing  thrombus  on  the  cage  or  annulus. 

In  addition,  information  regarding  the  incidence 
of  the  following  entities  was  sought  in  each  patient: 
(1)  thromboembolism,  (2)  ball  variance,  (3)  indica- 
tions for  additional  cardiac  surgery,  (4)  prosthetic 
valve  infection,  and  (5)  the  patient’s  current  clinical 
status,  according  to  the  New  York  Heart  Association 
classification. 

Among  patients  dying  during  the  follow-up  period, 
autopsy  reports  were  obtained  and  evaluated  in  re- 
gard to  each  patient  on  whom  this  examination  was 
performed. 

Patients  lost  to  follow-up.  Only  3 of  62  patients 
alive  30  or  more  days  after  aortic  replacement  with 
the  Magovern-Cromie  prosthesis  have  been  lost  to 
follow-up.  Two  of  the  three  were  followed  five  years 
and  the  other  six  months.  The  remaining  58  patients 
have  been  followed  for  periods  extending  up  to  11 
years. 

Late  deaths.  There  have  been  43  late  deaths 
among  62  patients  discharged  from  the  hospital  fol- 
lowing aortic  valve  replacement  (Table  III.). 

Twelve  patients  died  suddenly  2 months  to  10 
years  after  operation,  and  the  cause  of  death  in  this 
group  is  unknown.  Cerebral  vascular  accidents, 
cardiac  arrhythmias,  congestive  heart  failure,  myo- 
cardial infarctions,  sepsis,  and  thrombosis  of  the 
prosthetic  valve  accounted  for  all  but  one  of  the  re- 
maining deaths. 

Effectiveness  of  mechanical  fixation.  Among 
15  patients  who  expired  perioperatively,  postmortem 
examinations  were  carried  out  in  12.  Failure  of 
fixation  with  migration  of  the  prosthesis  occurred  in 
one  patient  and  was  the  cause  of  death.  The  re- 
maining 11  valves  examined  at  autopsy  were  firmly 
secured. 

Effectiveness  of  mechanical  fixation  was  evaluated 
on  the  basis  of  autopsy  material  in  27  of  43  patients 
dying  during  the  follow-up  period.  The  average  in- 
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TABLE  IV.  Valve  autopsy  findings  among  43  late 
deaths  in  patients  with 
Magovern-Cromie  aortic  prosthesis 


Number 

Findings  of  Patients 

Variance  5* 

Thrombosis  prosthesis  9t 

Paravalvular  leak  4 

Septic  vegetations  on  valve  2 

Total  20 


*One  of  these  patients  had  partial  detachment. 
tThree  of  these  patients  also  had  ball  variance. 

terval  between  implantation  of  the  Magovern- 
Cromie  prosthesis  and  autopsy  in  this  group  of  27 
patients  was  39.9  months  with  a range  of  two  to  109 
months.  In  4 of  these  patients  there  was  a partial 
detachment  of  up  to  one-fourth  the  circumference 
of  the  valve  annulus.  The  remaining  23  valves  ex- 
amined at  autopsy  were  securely  fixed  without  evi- 
dence of  paravalvular  leak. 

There  are  four  additional  patients,  still  living,  in 
whom  the  Magovern-Cromie  aortic  prosthesis  was 
inspected  at  the  time  of  additional  cardiac  surgery 
four  to  nine  years  after  initial  implantation.  In  none 
of  these  was  a paravalvular  leak  noted. 

In  one  other  patient  reoperation  was  carried  out 
five  months  after  the  first  valve  implantation  because 
of  a large  leak  around  a number  three  Magovern- 
Cromie  prosthesis.  A number  four  was  inserted. 
The  patient  expired  nine  years  later,  and  there  was 
no  paravalvular  leak  noted  at  autopsy. 

The  murmur  of  aortic  insufficiency  was  immedi- 
ately audible  in  one  sixty-three-year-old  male  patient 
after  valve  implantation.  The  aortic  insufficiency 
progressed  over  the  next  ten  years,  and  just  prior  to 
his  demise  a supravalvular  aortogram  was  obtained 
that  demonstrated  a large  paraprosthetic  leak. 

There  are  16  patients  with  Magovern-Cromie 
prostheses  that  are  currently  being  followed.  None 
have  the  murmur  of  aortic  insufficiency.  One  of 
these  patients  does  have  hemolytic  anemia  but  no 
other  phenomena  suggesting  paraprosthetic  leak. 

In  summary,  failure  of  mechanical  fixation  was 
identified  by  aortography,  at  the  time  of  additional 
cardiac  surgery,  or  at  postmortem  examination  in 
seven  patients. 

Ball  variance.  Prosthetic  ball  variance  was 
definitely  identified  at  autopsy  or  operation  in  six 
patients  (Table  IV).  Ball  variance  was  associated 
with  myocardial  infarction,  stroke,  detachment,  and 
thrombosis  about  the  poppet  with  restricted  poppet 
motion.  One  of  the  patients  with  ball  variance  died 
suddenly  and  was  found  at  autopsy  to  have  the  ball 
wedged  solidly  at  the  top  of  the  cage. 

The  interval  between  implantation  of  the  Mago- 
vern-Cromie aortic  prosthesis  and  the  diagnosis  of 
ball  varian  ■ in  these  six  patients  averaged  54  months 
with  a range  of  27  to  109  months.  Ball  variance  has 
not  yet  been  noted  in  those  valves  implanted  after 
January,  1965.b 


TABLE  V.  Indications  for  additional  cardiac  surgery 
after  aortic  valve  replacement  with 
Magovern-Cromie  valve 


Number 

Interval  After 

Indication 

of  Patients 

A.V.R.*  (Months) 

Ball  variance 
Ball  variance  and 

2 

31  and  53 

paravalvular 

leak 

1 

52 

Paravalvular  leak 
Mitral  and  tri- 

1 

4 

cuspid  valve 
disease 

3 

96,120,  and  143 

*A.V.R.  = Aortic  valve  replacement. 


Thrombosis  of  prosthesis.  Thrombosis  of  the 
prosthesis  was  found  at  autopsy  in  9 of  27  patients 
undergoing  postmortem  examination.  The  interval 
between  valve  insertion  and  the  development  of  this 
complication  ranged  from  18  to  109  months  with  an 
average  of  46  months.  Clinically  these  patients 
usually  presented  cerebral  vascular  accidents  or 
myocardial  infarctions.  All  had  apparently  been  in 
good  anticoagulant  control.  In  three  instances  of  this 
complication  ball  variance  was  the  chief  contributing 
factor. 

Thromboembolism  excluding  thrombosis  of 
the  prosthesis.  Among  16  patients  still  living  from 
7 to  11  years  after  aortic  valve  replacement  with  the 
Magovern-Cromie  prosthesis,  2 have  sustained  pe- 
ripheral emboli  and  4 cerebral  emboli. 

Cerebral  vascular  accidents  accounted  for  eight 
late  deaths.  One  of  these  patients  died  from  a rup- 
tured intracranial  aneurysm.  In  the  remainder,  the 
vascular  accident  was  considered  to  be  the  result  of 
the  presence  of  a heart  valve  prosthesis.  In  two  in- 
stances this  problem  was  associated  with  ball  vari- 
ance and/or  paravalvular  leak. 

Thromboembolic  complications  were  therefore 
noted  in  23  of  62  patients,  37  per  cent,  30  or  more 
days  after  valve  implantation. 

Indications  for  additional  cardiac  surgery. 
Additional  cardiac  surgery  was  performed  on  seven 
patients  with  Magovern-Cromie  aortic  valves  (Table 
V).  In  four  of  these  patients  the  specific  indication 
for  surgery  was  due  to  a complication  of  the  im- 
planted valve.  The  other  three  developed  significant 
mitral  and/or  tricuspid  valve  disease  and  underwent 
replacement  of  either  or  both  of  these  valves  96  to  143 
months  after  aortic  valve  replacement.  The  Mago- 
vern-Cromie aortic  prosthesis  was  inspected  in  each 
of  these  patients  and  was  replaced  in  one  because  of 
its  age. 

Present  status  of  living  patients.  Currently  16 
patients  with  Magovern-Cromie  aortic  valves  are 
being  followed.  Fourteen  of  these  patients  continue 
to  be  improved  by  at  least  one  clinical  class  compared 
to  their  preoperative  status.  None  have  aortic  in- 
sufficiency murmurs  or  other  evidence  of  failure  of 
mechanical  fixation. 


36  New  York  State  journal  of  Medicine/January  1977 


| Comment 

In  1969,  Bloodwell  et  al.3  noted  that  10  of  87  of 
their  patients  in  whom  Magovern-Cromie  aortic 
valves  were  implanted  developed  partial  detachment 
of  the  prosthesis.  Magovern,  commenting  on  this 
same  report,  stated  that  reoperation  had  been  nec- 
essary because  of  detachment  in  only  one  instance  in 
his  experience  with  over  200  patients. 

Reed  et  al.5  reported  a remarkable  series  of 
105  patients  receiving  Magovern-Cromie  valves,  nine 
of  whom  developed  aortic  regurgitant  murmurs.  In 
this  group  of  nine  patients  two  required  another 
operation  because  of  paraprosthetic  leaks.  These 
authors  continued  to  recommend  the  use  of  the  su- 
tureless valve  in  certain  patients. 

Roman  et  al.2  noted  3 instances  of  detachment  of 
the  prosthesis  in  86  patients  undergoing  implantation 
of  Magovern-Cromie  aortic  valves. 

Our  own  experience  with  failure  of  mechanical 
fixation  more  nearly  parallels  that  of  Bloodwell  and 
colleagues.3  However,  it  should  be  remembered  that 
the  diagnosis  of  failure  of  mechanical  fixation  in  our 
patients  was  made  on  the  basis  of  operative  or  au- 
topsy findings  in  all  but  one  instance.  We  were  un- 
able to  determine  any  difference  in  the  incidence  of 
partial  detachment  of  the  prosthesis  between  pa- 
tients with  aortic  stenosis,  regurgitation  or  mixed 


stenosis,  and  regurgitation. 

The  problem  of  ball  variance  in  the  Magovern- 
Cromie  prosthesis  appears  to  have  been  effectively 
eliminated  by  impregnation  of  the  poppet  with  bar- 
ium. 

The  high  incidence  of  thromboembolism  precludes 
the  clinical  use  of  this  valve.  At  present,  however, 
it  is  evident  that  mechanical  fixation  is  effective  in 
the  majority  of  patients  and  merits  further  consid- 
eration. 
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Serious  reactions  to  drugs 
rare,  U.S.  study  finds 

The  problem  of  serious  adverse  drug  reactions  has  been 
greatly  exaggerated,  reports  in  the  August  9 issue  of  the 
Journal  of  the  American  Medical  Association  declare. 

Actually,  there  are  very  few  deaths  associated  with 
therapeutic  drugs  and  these  most  often  occur  in  individuals 
already  fatally  ill,  declares  William  R.  Barclay,  M.D., 
JAMA  editor,  in  an  editorial  commenting  on  research  re- 
ports. 

A research  study  by  Nelson  S.  Irey,  M.D.,  from  the 
Armed  Forces  of  Pathology,  Registry  of  Tissue  Reactions 
to  Drugs,  classifies  827  autopsied  cases  of  adverse  drug 
reactions  and  finds  that  only  25,  or  3 per  cent,  were  due  to 
therapeutic  errors  and  should  therefore  be  considered  as 
unjustifiable  and  might  have  been  prevented. 

Another  study,  to  be  reported  in  the  August  issue  of 
another  AMA  journal,  Archives  of  Internal  Medicine, 
analyzes  16  deaths  from  adverse  drug  reactions  that  oc- 
curred in  7,423  hospitalized  patients.  Eleven  of  the  16 
were  judged  to  be  terminally  ill  (they  would  have  died  re- 
gardless) and  five  seriously  ill,  and  the  drug  therapy  was 


an  heroic  effort  to  save  life,  Dr.  Barclay  points  out. 

Dr.  Irey’s  study  found  that  26.6  per  cent  of  the  adverse 
drug  reactions  in  his  study  were  unexpected.  They  were 
not  necessarily  preventable,  but  perhaps  this  number  could 
be  reduced  by  more  careful  selection  of  drugs,  Dr.  Barclay 
comments. 

A failing  in  previous  studies  that  had  shown  a high  pro- 
portion of  serious  drug  reactions  is  overcome  by  the  Armed 
Forces  Institute  of  Pathology  in  the  Irey  study. 

Severe  and  lethal  adverse  drug  reactions  are  relatively 
rare  occurrences  in  any  one  geographic  area,  Dr.  Irey  points 
out.  His  study  thus  collected  data  from  many  medical 
facilities  located  in  37  states  over  a period  of  ten  years  to 
provide  a more  accurate  national  picture. 

Dr.  Barclay’s  editorial  concludes: 

“The  findings  of  these  two  studies  should  encourage 
greater  vigilance  against  adverse  drug  reactions  and  should 
not  lead  physicians  to  become  complacent.  The  findings 
also  should  receive  attention  from  those  who  have  made 
inappropriate  extrapolations  of  published  data  and  leveled 
false  accusations  against  the  medical  profession  and  the 
manner  in  which  drugs  are  prescribed.” 
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A distinctive 
antianxiety- 
anticholinergic 
agent 


1 Only  Librax  provides  the  prompt  anti- 
cholinergic  action  of  Quarzan®  (clidinium  Br) 
plus  the  well-known  antianxiety  action  of 
Librium ® (chlordiazepoxide  HC1)— both 
exclusive  products  of  Roche  research. 

2 Librax  in  proper  dosage  seldom  impairs 
mental  acuity  or  performance,  making  it  a 
useful  medication  for  adjunctive  treatment  of 
irritable  bowel  syndrome.  As  with  all  prep- 
arations containing  CNS-acting  agents,  how- 
ever, patients  should  be  cautioned  against 
hazardous  occupations  requiring  complete 
mental  alertness. 

3 And  Librax  provides  relief  of  both  somatic 
and  emotional  symptoms  with  the  conven- 
ience and  economy  of  a single  medication  and 
flexible  dosage  schedule— all  advantages  in 
sustaining  patient  compliance. 


Adjunct  in  total 
patient  therapy  of 
irritable  bowel  syndrome;* 


Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 

1 or  2 capsules  t.i.d.  or  q.Ld. 


*This  drug  has  been  evaluated  as  possibly  effective 
for  this  indication.  Please  see  following  page  for  brief 
summary  of  prescribing  information. 
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Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 
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Initial  Rx 

The  initial  prescription  allows 
evaluation  of  patient  response 
to  therapy. 


Follow-up 

Follow-up  therapy  with  a prescription 
for  2-  to  3 -week  supply  of  medication 
usually  helps  maintain  patient  gains. 


For  relief  of  psychovisceral  symptoms  of 
irritable  bowel  sy ndrome  and  duodenal  ulcer* 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as 
follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving). 

Though  physical  and  psychological  dependence  have  rarely  been 
i cported  on  recommended  doses,  use  caution  in  administering 
um’s  (chlordiazepoxide  hydrochloride)  to  known  addiction- 
P mdividuals  or  those  who  might  increase  dosage;  withdrawal 
syn  ns  (including  convulsions),  following  discontinuation  of 
the  u and  similar  to  those  seen  with  barbiturates,  have  been 
reported 

Usag  Pregnancy : Use  of  minor  tranquilizers  during 
first  tri.  r should  almost  always  be  avoided  because  of 
increased  r ■ - of  congenital  malformations  as  suggested 
in  several . . s.  Consider  possibility  of  pregnancy  when 

instituting  ti  py;  advise  patients  to  discuss  therapy  if 
they  intend  to  lo  become  pregnant. 

As  with  all  antichoi.  rgic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  1 debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  tha  two  capsules  per  day  initially; 
increase  gradually  as  needed  nd  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  pharmacologic  effects  of 


agents,  particularly  potentiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have  been  reported  in 
psychiatric  patients.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  avoidable  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported  occasionally  with 
chlordiazepoxide  hydrochloride,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  are  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  the  mouth,  blurring  of  vision,  urinary  hesi- 
tancy and  constipation.  Constipation  has  occurred  most  often 
when  Librax  therapy  is  combined  with  other  spasmolytics  and / or 
low  residue  diets. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients— see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlor- 
diazepoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium 
bromide  (Quarzan®)  — bottles  of  100  and  500;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  1 0. 
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In  the  February,  1975  issue  of  the  New  York  State 
Journal  of  Medicine,  in  a preliminary  report,  the 
authors  described  a technical  variation  for  pancrea- 
tography using  selective  celiac  arteriography,  infla- 
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A combined  method  of  arteriography,  air,  and  sub- 
traction, is  discussed  which,  in  the  authors’ opinions, 
permits  a better  visualization  of  the  pancreas  than 
with  the  existing  methods  of  angiography. 


tion  of  the  stomach  with  air,  and  subtraction.1  The 
air  in  amounts  of  between  3 to  400  cc.  is  injected  into 
an  empty  stomach  after  the  catheter  is  placed  in  the 
celiac  artery  or  axis,  and  then  30  to  40  cc.  of  75  per 
cent  diatrizoate  (Hypaque),  5 to  6 cc.  per  second  are 
injected,  and  serial  studies  are  taken.1 

The  double-contrast  method  produces  better  vi- 
sualization of  the  pancreas  since  the  distended 
stomach  reduces  the  superimposition  of  structures 
and  blood  vessels  over  the  pancreas,  leaving  the 
pancreas  clear  for  diagnostic  evaluation.  The  sub- 
traction then  enhances  the  picture  by  reducing  the 
superimposed  shadows  not  required  for  study  of  the 
pancreas  (Fig.  1). 

Since  the  original  study  we  have  performed  a 
number  of  additional  pancreatography  examinations 
and  encountered  certain  difficulties,  which  we  have 
tried  to  overcome. 

Results  of  new  examinations 

First,  not  every  patient  tolerated  the  air  insuffla- 
tion of  the  stomach.  Some  of  the  patients  expelled 
the  air  by  belching;  in  other  patients  the  injected  air 
caused  spastic  contractions  of  the  stomach,  making 
the  study  unacceptable  for  subtraction.  This  was 
overcome  by  the  injection  of  2 to  3 mg.  of  glucagon, 
intravenously,  approximately  five  minutes  before  the 
injection  of  air.  The  patient  then  tolerated  the  air 
insufflation  very  well,  and  the  spastic  contractions 
were  also  eliminated. 

Second,  in  a number  of  cases  the  vascular  supply 
was  such  that  only  part  of  the  pancreas  could  be 


FIGURE  1.  Pancreatograms.  (A)  Showing  selective  splenic  arteriograms  and  subtraction.  Good  visualization  of  pancreas. 
(B)  Another  view.1 
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FIGURE  2.  Partially  distended  stomach.  Upper  margin 
of  pancreas  cannot  be  seen. 


FIGURE  3.  Subtraction  of  pancreatogram  following  celiac 
angiogram  in  dog. 


visualized  with  the  celiac  artery  injection.  For  these 
cases  double  artery  injection  involving  celiac  and 
superior  mesenteric  arteries  is  necessary. 

Third,  the  amount  of  air  in  the  stomach  should  be 
adequate  to  surround  the  entire  pancreas  by  the  air 
shadow;  with  an  inadequately  distended  stomach 
only  the  lower  portion  of  the  pancreas  is  visualized, 
and  the  study  is  not  entirely  acceptable  (Fig.  2).  To 
overcome  this  problem  we  performed  a number  of 
studies  on  dogs  using  rubber  balloons,  which  were 
in  serted  into  the  stomach  and  then  distended  with 
a The  pressure  and  distention  could  be  well  con- 
trc  < . : fluoroscopically  prior  to  the  celiac  injection, 
and  d be  readjusted  to  the  amount  necessary  to 
compk  I y surround  the  pancreas  by  the  air  shadow 
preventi  superimposition  of  the  vessels  of  the 
greater  am.  ser  curvature.  The  injection  was  then 
performed  and  the  study  evaluated  (Fig.  3). 

One  dog,  in  >m  the  distended  balloon  was  left 
within  the  stom  n for  approximately  fifteen  min- 


FIGURE 4.  Barium  enema  showing  atypical  position  of 
cecum  and  colon. 


utes  after  the  injection  was  performed,  expired.  In 
the  other  dogs,  the  pressure  in  the  balloon  was  re- 
leased as  soon  as  the  films  were  taken,  and  the  dogs 
did  not  show  any  adverse  affects  during  the  exami- 
nation, immediately  or  after  the  examination  was 
completed.  The  demise  of  the  one  dog  was  probably 
secondary  to  vascular  collapse  caused  by  the  acute 
distention  of  the  stomach  and  compression  of  the 
inferior  vena  cava  against  the  lumbar  spine,  causing 
a complete  occlusion  of  the  upper  abdominal 
cava.2 

In  one  case,  the  method  helped  us  to  differentiate 
an  extra- from  an  intrapancreatic  tumor.  The  pa- 
tient, aged  fifty-seven  , was  admitted  to  the  hospital 
with  epigastric  pain  of  two  weeks’  duration.  The 
pain  was  continuous,  radiating  to  the  back,  and  un- 
affected by  breathing. 

The  physical  examination  revealed  a mass  in  the 
upper  right  side  of  the  abdomen;  the  remainder  of  the 
examination  was  not  revealing.  The  laboratory  test 
results  were  within  normal  limits. 

The  barium  enema  examination  showed  an  ab- 
normality in  the  position  of  the  cecum  which  was 
located  high  in  the  right  upper  quadrant  (Fig.  4). 
This  was  thought  of  as  a congenital  abnormality. 
The  gastrointestinal  study  showed  constriction,  ir- 
regularity, and  rigidity  of  the  descending  part  of  the 
duodenum  which  was  very  suggestive  of  a neoplastic 
lesion,  most  probably  of  a pancreatic  origin  (Fig.  5). 
A hypotonic  study  showed  the  same  changes.  An- 
giography showed  stretching  of  the  gastroduodenal 
artery  and  some  abnormalities  of  the  vessels  of  that 
area.  However,  the  pancreatography  showed  ex- 
trinsic pressure  and  displacement  of  the  pancreatic 
head  with  no  distortion  of  the  pancreatic  tissue  itself 
(Fig.  6).  The  radiologic  interpretation,  therefore, 
was  that  of  a mass  outside  the  pancreas,  probably 
duodenal  in  origin.  Laparotomy  showed  a retrocecal, 
perforated  appendiceal  abscess  extending  around  the 
upper  pole  of  the  right  kidney  and  displacing  the 
porta  hepatis  and  the  head  of  the  pancreas.  Incision 
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and  drainage  were  performed,  and  the  patient  re- 
covered. 

Recently,  a report  described  the  use  of  prosta- 
glandin to  enhance  the  angiographic  visualization 
of  the  splanchnic  circulation.  The  authors  reported 
increased  angiographic  visualization  in  a series  of 
dogs.3 

We  believe  that  these  or  other  dilating  agents 
combined  with  the  technique  described  here  could 
further  enhance  the  visualization  of  the  pancreas  for 
a better  diagnostic  evaluation  than  is  possible  with 
present  methods  of  angiography.4-10 

Summary 

A combined  method  of  arteriography,  air,  and 
subtraction  is  discussed  which,  in  the  authors’ 


FIGURE  6.  Pancreatogram  with  subtraction.  Indentation 
of  head  of  pancreas  by  outside  pressure. 


4pr 


opinions,  permits  a better  visualization  of  the  pan- 
creas than  with  the  existing  methods  of  angiogra- 
phy.4-10 
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Pedigrees  of  90  patients  having  Huntington’s  disease 
(chorea)  were  reviewed.  All  patients  resided  in  the 
five  boroughs  of  New  York  City  and  in  the  two 
counties  of  Long  Island.  The  review  yielded  815  in- 
dividuals. This  disorder  is  hereditary  and  dominant; 
50  per  cent  of  these  individuals  carry  the  gene  and 
will  develop  the  disease.  Hypothetical  gene  preva- 
lence was  determined  for  each  of  the  seven  geographic 
areas.  The  figures  obtained  indicate  that  in  the  two 
counties  of  Long  Island,  Nassau,  and  Suffolk,  prev- 
alence of  the  gene  responsible  for  this  disorder  is 
higher  than  reported  previously  in  the  literature  for 
other  areas  of  the  United  States  and  Europe. 
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Creedmoor  Institute  for  Psychobiologic  Studies, 
located  in  the  Borough  of  Queens  of  New  Y ork  City, 
on  Long  Island,  has  maintained  a collection  of  clinical 
records  on  Huntington’s  disease,  chronic  progressive 
hereditary  chorea,  for  over  twenty  years. 

The  disease  is  carried  by  a dominant  genetic 
mechanism,  so  that  each  child  from  an  affected 
parent  has  a 50-50  probability  of  inheriting  the  gene. 
Gene-free  children  are  disease-free,  and  so  are  their 
children.  Gene-bearing  children  usually  remain 
unaffected  until  past  the  child-bearing  age,  and  show 
initial  symptoms  in  the  third  decade.  Meanwhile, 
they  have  passed  the  gene  to  their  children  with  the 
same  probability.  The  disease  is  manifested  by  ab- 
normal involuntary  movements,  first  by  spasms  of 
the  face  or  of  an  extremity,  or  by  a tendency  to  rest- 
lessness, or  inability  to  be  still.  There  is  slow  pro- 
gression over  a period  of  ten  to  fifteen  years,  some- 
ies  much  more  rapid.  Ultimately  an  untreated 
ea  is  manifested  by  violent  movements  of  ex- 
U es,  torso,  and  head  in  continual  occurrence 
uni.  he  patient  is  asleep  making  purposeful 
move  s impossible.  Emotional  liability,  with 
irritabi  >r  depression,  and  often  with  progressive 
loss  of  mi  y,  disorientation,  and  impaired  judg- 
ment accor.  ny  the  chorea.  Delusions,  flagrant 
paranoid  ide..  i,  tendency  to  narcotic  addiction, 
alcoholism,  sex  promiscuity,  and  suicide  are  rec- 
ognized. The  di:  e and  its  consequences  present 


major  problems  in  diagnosis  and  treatment,  in  epi- 
demiology, and  in  disposition  of  community  re- 
sources for  its  control. 

The  records  collection  at  Creedmoor  is  not  the 
result  of  a systematic  epidemiologic  study;  it  is  what 
may  be  termed  a casual  cumulative  sample  from  a 
population  representing  records  of  increasing  num- 
bers of  families  coming  to  the  institute  for  help.  This 
report  is  a review  of  these  records  made  for  the  pur- 
pose of  obtaining  information  concerning  the  ap- 
proximate prevalence  of  gene-carrying  living  indi- 
viduals in  the  specific  geographic  area  of  New  York 
City  and  Long  Island. 

Methods 

As  of  April,  1975, 140  probands  living  in  New  York 
State  were  identified  from  the  available  records. 
The  number  of  these  living  probands  residing  in  New 
York  City  and  on  Long  Island  was  90. 

The  number  of  direct-line  individuals  reasonably 
known  to  be  living,  from  documents  available  for 
each  pedigree,  were  counted  as  of  the  month  of  as- 
certainment. This  population,  numbering  815 
“reasonably  known  to  be  living,”  was  identified  from 
records  cumulated  over  a ten-year  period.  The  study 
was  therefore,  regrettably,  retrospective,  but  the 
losses  by  deaths  not  reported  in  the  period  were 
probably  more  than  balanced  by  births  not  reported. 
Furthermore,  by  the  manner  in  which  the  study 
population  came  to  our  attention — self-referred  from 
public  knowledge  of  the  unit,  referred  by  lay  and 
professional  agencies,  and  especially  by  other  family 
members,  many  of  whom  had  been  visiting  the  unit 
at  yearly  intervals  for  a battery  of  special  tests  offered 
in  the  research  program — there  are  many  more  in- 
dividuals meeting  the  criteria  than  we  report.  In- 
dividuals counted  were  listed  by  last  known  place  of 
residence  in  the  five  boroughs  of  New  York  City  and 
in  the  two  counties  of  Long  Island. 

Census  records,  estimated  for  1973  to  1974,  were 
obtained,  and  the  number  of  direct-line  living  rela- 
tives of  living  probands  per  100,000  population  was 
determined  (Table  I).1 
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TABLE  I.  Number  and  prevalence  of  direct-line  living 
relatives  of  90  probands  and  hypothetical  gene 
Prevalence  of  Huntington’s  disease  (chorea)  in 
New  York  City  and  on  Long  Island 


Geographic 

areas 

Census 

Number 

Found 

Preva- 

lence* 

Hypo- 

thetical 

Gene 

Preva- 

lence* 

Suffolk 

1,222,700 

250 

20.38 

10.19 

Nassau 

1,398,000 

193 

13.88 

6.94 

Richmond 

322,700 

25 

7.75 

3.87 

Queens 

1,962,900 

135 

6.88 

3.44 

Brooklyn 

2,448,100 

106 

4.33 

2.16 

Bronx 

1,393,200 

58 

4.20 

2.10 

Manhattan 

1,440,200 

48 

3.33 

1.66 

•Rounded  figures  per  100,000. 


Results 

The  total  of  living  direct-line  relatives  in  New  York 
City  and  on  Long  Island  of  the  90  probands  was  815. 
If  50  per  cent  of  the  number  ascertained  is  used  to 
indicate  the  prevalence  of  gene-carrving  individuals, 
an  assumption  justified  by  the  autosomal  dominant 
mode  of  inheritance,  from  the  size  of  the  population 
studied  it  appeared  that  Suffolk  County  was  highest 
with  Nassau  County  next  (Table  I). 

In  a prior  study  in  Michigan  the  gene  frequency 
was  assumed  to  be  1 per  19,800  population,  that  is 
5.05  per  100,000  population.2  This  figure  is  similar 
to  that  reported  bv  others  as  the  actual  frequency  of 
Huntington's  disease  patients:  Panse:i  3.22  per 

100,000,  Pleydell4  6.5  per  100,000,  Pearson  et  a/.5  5.43 
per  100,000,  and  by  the  authors  of  the  Michigan 
study  4.12  per  100,000. 2 

The  hypothetical  gene  prevalence  in  the  Michigan 
study  was  obtained  by  reviewing  all  the  records  of 
hospitalized  patients  with  the  diagnosis  of  Hun- 
tington’s disease  and  by  contacting  their  direct-line 
relatives.2  Because  such  systematic  epidemiologic 
studies  are  so  few\  our  data  may  be  of  interest,  espe- 
cially since  the  disease  arrived  on  the  eastern  end  of 
Long  Island  from  Massachusetts  and  Connecticut 
relatively  early  in  the  history  of  the  country.6  The 
highest  prevalence  for  Suffolk  County,  despite  its 
being  more  remote  geographically  to  a research  in- 


Effects of  oral  contraceptives 
on  gallbladder  bile  of  normal  women 

Studies  in  22  women  indicate  that  routine  administra- 
tion of  oral  contraceptives  to  healthy  women  is  accompa- 
nied by  a significant  rise  in  cholesterol  saturation  of  gall- 
bladder bile.  Because  saturated  gallbladder  bile  evidently 


stitute  located  in  Queens,  suggests  a tendency  to 
enclaving.  The  wide  variations  in  prevalence  is 
possibly  explained  by  the  many  factors  determining 
the  casual  process  by  which  the  families  came  under 
study. 

Summary 

Study  of  approximate  prevalence  for  direct-line 
living  relatives  of  90  casually  cumulated  probands 
with  Huntington’s  disease,  chorea,  in  the  five  bor- 
oughs of  New  York  City  and  the  two  counties  of  Long 
Island,  who  have  come  under  a prospective  study  by 
a research  institute  located  in  the  Borough  of  Queens 
of  New  York  City,  gave  figures  ranging  from  a high 
of  20.38  per  100,000,  for  Suffolk  County,  to  a low  of 
3.33  per  100,000  for  the  Borough  of  Manhattan. 

Assuming  50  per  cent  carry  the  gene,  the  preva- 
lence of  the  gene  in  the  area  studied  was  higher  for 
two  of  the  geographic  subareas,  10.19  per  100,000  in 
Suffolk  County  and  6.94  per  100,000  in  Nassau 
County,  than  has  been  reported  previously,  which  is 
possibly  explicable  by  aspects  of  epidemiology  of  the 
disease  in  this  region. 

Long  Island  Research  Institute 
Central  Islip,  N.  Y.  11722 
(DR.  KORENYI) 
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Induction  of  midtrimester  abortion  by  hypertonic 
saline  has  been  used  widely  in  the  United  States  in 
recent  years  following  the  legalization  of  abortion. 
However,  as  experience  grew,  a variety  of  complica- 
tions were  reported,  the  most  serious  being  coagu- 
lopathy, hypernatremia,  and  hemolysis.  Since  the 
introduction  of  prostaglandins,  a safe  and  efficient 
technique  has  been  available.  However,  the  un- 
pleasant side-effects  and  the  frequent  need  to  repeat 
injections  stimulated  the  search  for  a better  method. 
The  concept  of  using  combinations  of  drugs  in 
smaller  amounts  than  would  be  required  if  a single 
agent  were  employed  to  reduce  complications  and 
side-effects  is  not  new.  King  et  al. 1 employed  a 
combination  of  20  mg.  of  PGF2aipha  (prostaglandin 
F'iaipha)  and  80  Gm.  of  hyperosmolar  urea  by  intra- 
amniotic  injection  with  a successful  outcome  in  28  out 
of  30  cases.  We  are  reporting  our  experience  in  the 
use  of  a combination  of  20  mg.  of  PGF2aiPha  and  hy- 
pertonic saline,  as  outlined  below. 

Four  dif  ferent  doses  of  saline  were  tried  in  309 
randomly  selected  patients;  the  PGf^aipha  dose  was 
20  mg.  in  all  groups: 

Group  I:  100  ml.  of  5 per  cent  sodium  chloride 

(85.5  mEq.  sodium)  in  39  cases. 


Midtrimester  abortion  was  accomplished  in  309  cases 
by  the  combined  intra-amniotic  injection  of  20  mg. 
of  PGF2aipha  (prostaglandin  F2aipha)  and  hyper- 
tonic saline.  Intravenous  oxytocin  was  administered 
routinely  immediately  following  the  injection.  Pa- 
tients were  divided  randomly  into  four  groups  de- 
pending on  the  concentration  and  volume  of  saline 
used.  The  mean  injection-abortion  time  ranged  from 
15.52  ( standard  deviation  = 7.55)  to  22.15  (standard 
deviation  = 13.96)  hours,  99.5  per  cent  of  patients 
aborted  after  a single  injection,  and  only  two  required 
a second  injection.  Coagulation  factors  remained 
within  normal  limits.  Complications  included 
drug-related  side-effects,  hemorrhage,  retained 
placentae,  fever,  and  one  death. 


TABLE  I.  Characteristics  of  patients  in  four  groups 


Group 

Total 

Cases 

Mean 

Age 

(years) 

Nul- 
liparas 
(per  cent) 

Mul- 
tiparas 
(per  cent) 

Mean 

Parity 

I 

39 

22.2 

14(36) 

25(64) 

1.08 

II 

48 

21.5 

23(48) 

25(52) 

1.06 

III 

171 

21.9 

82(48) 

89(52) 

1.01 

IV 

56 

21.9 

20(36) 

36(64) 

1.04 

Group  II:  100  ml.  of  10  per  cent  sodium  chloride 
(171  mEq.  sodium)  in  48  cases. 

Group  III:  25  ml.  of  20  per  cent  sodium  chloride 
(85.5  mEq.  sodium)  in  167  cases. 

Group  IV:  50  ml.  of  20  per  cent  sodium  chloride 
(171  mEq.  sodium)  in  55  cases. 

All  patients  received  intravenous  oxytocin  at  the 
average  rate  of  40  mU.  per  minute  starting  immedi- 
ately following  the  PGF2aipha-saline  injection. 

Materials  and  methods 

The  309  patients  in  this  study  were  admitted  to  the 
gynecologic  service  of  Morrisania  City  Hospital  be- 
tween July  1, 1974,  and  August  30, 1975;  each  patient 
was  interviewed  and  counseled.  The  following  lab- 
oratory tests  were  made:  pregnancy  test,  urinalysis, 
complete  blood  count,  blood  typing,  and  tine  and 
VDRL  tests.  Complete  physical  and  gynecologic 
examinations  were  performed,  and  a gonococcal 
culture  and  Papanicolaou  smear  were  taken.  Sec- 
ond-trimester abortions  were  limited  to  pregnancies 
of  sixteen  to  twenty-four  weeks.  Women  over 
twenty  weeks’  gestation  by  size  or  date  were  checked 
by  a senior  attending  gynecologist  and,  when  neces- 
sary, abdominal-x-ray  or  ultrasonographic  exami- 
nations were  used  to  eliminate  pregnancy  beyond 
twenty-four  weeks.  The  majority  of  the  patients 
were  black  or  Hispanic.  As  seen  in  Table  I,  ages  and 
parities  were  similar  in  the  four  study  groups. 

After  admission  to  the  hospital,  the  patients 
voided,  and  were  prepared  and  draped  under  aseptic 
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TABLE  II.  Mean  value  changes  in  injection-abortion  time 


Group  Cases 

Mean 
t SD* 

Nulliparas 
Cases  Mean  t SD 

Multiparas 
Cases  Mean  ± SD 

I 

39 

22.15 

14 

17.67 

25 

24.66 

± 13.96+ 

t 8.41  • • 

± 16.13** 

II 

48 

19.99 

21 

21.84 

27 

18.54 

t 8.75 

± 10.19** 

± 7.52** 

III 

167 

18.55 

81 

18.04 

86 

19.03 

± 12.12+  + 

± 10.89** 

± 13.28** 

IV 

55 

15.52 

19 

14.92 

36 

15.81 

t 7.55++ 

t 6.55** 

± 8.13** 

* F test,  significant  at  S per  cent  level  (2.886). 

t Hours. 

•*Z  test,  no  significant  difference  between  nulliparas  and  mul- 
tiparas in  each  of  the  four  groups 

tt  Z test,  significant  at  5 per  cent  level  (2.192). 

technique.  The  needle  site  was  anesthetized  with  2 
per  cent  lidocaine  (Xylocaine).  An  18-gauge  spinal 
needle  or  16-gauge  Jelco  catheter  placement  unit  was 
inserted  into  the  amniotic  sac,  and  10  to  200  ml.  of 
amniotic  fluid  were  withdrawn.  Generally,  only  a 
small  quantity  of  fluid  was  removed.  The  hypertonic 
saline  and  the  PGFaaipha  were  injected  separately,  but 
the  order  of  injection  varied.  The  PGF^aipha  was 
slowly  administered  in  the  test  dose  of  5 mg.  In  the 
absence  of  adverse  reactions,  the  remaining  15  mg. 
were  given,  and  intravenous  oxytocin  was  started. 

Results 

IAT  (injection-abortion  time).  The  IAT  of  the 

four  groups  ranged  from  two  and  one-half  to  sixty- 
nine  hours.  As  seen  in  Table  II,  the  shortest  mean 
IAT  occurred  in  group  IV,  15.52  ± 7.55  hours;  the 
longest  was  observed  in  group  I,  22.15  ± 13.96  hours. 
The  difference  of  the  mean  IAT  of  the  four  groups 
was  statistically  significant  at  the  5 per  cent  level. 
Figure  1 shows  that  the  patients  in  groups  II  and  IV 
who  received  10  Gm.  of  saline,  twrice  as  much  sodium 
chloride  as  those  in  groups  I and  III,  reached  the  100 
per  cent  cumulative  abortion  level  sooner  than  did 
those  receiving  5 Gm.  of  saline.  At  the  end  of 
twenty-four  hours,  the  abortion  rate  was  higher  in  the 
higher-concentration  (20  per  cent  saline)  groups  (III 
and  IV).  Except  for  group  II,  the  mean  IAT  was 
shorter  in  nulliparas  than  in  multiparas.  The  mean 
IAT  was  shorter  in  the  under  twenty  weeks’  gestation 
groups  than  in  the  over  twenty  weeks’,  among  groups 
III  and  IV  (Table  III). 


FIGURE  1.  Cumulative  abortion  rates  for  309  cases. 


TABLE  III.  Mean  induction-abortion  time  value 
changes  during  gestation  period 


Groups 

Period  and  Number 
of  Cases 

Mean  ± SD 

16  to  19  weeks 

III 

116 

18.14 
± 12.09* 

IV 

22 

20  to  24  weeks 

14.68 
± 7.24 

III 

51 

19.49 
± 12.38* 

IV 

33 

16.08 
± 7.92* 

*Z  test,  no  significant  difference  between  less  than  20  weeks’ 
gestation  versus  over  20  weeks’  gestation  in  groups  III  and  IV. 


A second  injection  was  required  in  2 cases,  both  of 
which  aborted  within  fifty-three  hours. 

Complications  (Table  IV).  Actual  blood  loss 
was  not  measured.  It  is  our  impression,  however, 
that  the  blood  loss  was  less  than  that  associated  with 
hypertonic  saline  alone.2  The  average  hematocrit 
dropped  from  34.6  to  32.4  after  the  abortion.  It  fell 
5 or  more  percentage  points  in  40  of  309  patients 
(12.8);  30  per  cent  of  these  40  patients  lost  more  than 
10  percentage  points.  Blood  transfusion  was  re- 
quired in  3.3  per  cent  of  all  cases. 

The  criterion  of  fever  used  in  this  study  was 
100.4°F.  or  above  at  any  time  after  injection;  5 cases 
of  preabortion  fever  were  observed  as  seen  in  Table 
V,  with  4 possibly  due  to  the  hypertonic  saline  and 
1 the  result  of  infection  (see  following  case  report). 
Eleven  cases  of  postabortion  fever  were  observed  and 


TABLE  IV.  Postabortal  hemorrhage 
Drop  in  Postabortal 

Hematocrit  (mean)  Hematocrit  Dilatation 


Group 

Pre- 

abortion 

Post- 

abortion 

5 to  10 
Points* 

10 

Points* 

Blood 

Transfusion* 

and  Curettage 
(Per  cent) 

Hospital 

Stayt 

I 

35.5 

33.1 

2 

1 

1 

48.7 

2.3t 

II 

34.4 

33.9 

4 

0 

0 

41.7 

1.9 

III 

34.6 

31.7 

21 

11 

9 

50.3 

2.0 

IV 

34.3 

32.7 

1 

0 

0 

54.6 

2.0 

Totals 

34.6 

32.4 

40  (12.8  per  cent) 

10  (3.3  per 

49.5 

2.0 

cent) 


* Number  of  cases, 
t Number  of  nights. 
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TABLE  V.  Reactions  after  PGF2  aipha'saline  injection 


Reactions 

I 

II 

Group 

III 

IV 

Totals 

Vomiting 

3 

1 

8 

6 

18 

Nausea 

0 

0 

1 

0 

1 

Diarrhea 

0 

0 

1 

0 

1 

Fever 

0 

0 

3 

2 

5 

Dyspnea,  flushing 

0 

0 

1 

0 

1 

of  face  and 
severe  uterine 
contractions 

Chills 

0 

0 

1 

0 

1 

Fainting  and 

0 

0 

1 

0 

1 

vomiting 

Totals 

3:39 

1:48  16:167 

8:55 

28:309 

treated  successfully  with  antibiotics.  Three  cases 
of  cervical  laceration  were  observed,  2 infants  were 
born  alive  and  sent  to  the  special  care  nursery,  where 
they  expired  within  three  hours,  and  3 patients  were 
readmitted  for  dilatation  and  curettage  on  the  fifth, 
eighth,  and  thirtieth  postabortal  days,  respectively. 
Finally,  one  death  occurred;  the  hospital  course  of 
this  patient  is  presented  in  detail  in  the  following  case 
report. 

Coagulation  factors  (Figure  2).  Fibrinogen, 
platelets,  prothrombin  time,  and  partial  thrombo- 
plastin time  were  studied  immediately  before,  at  six, 
and  twenty-four  hours  after  injection  in  6 randomly 
selected  patients.  As  seen  in  Figure  2,  no  evidence 
of  the  defibrination  syndome  was  observed. 

Case  report 

A thirty-three-year-old  female,  para  5-0-1-5,  was  ad- 
mitted on  November  7, 1974 , at  twenty-three  to  twenty-four 
weeks’  gestation  for  elective  termination.  The  sickle-cell 
preparation  test  result  was  negative.  At  4:00  P.M.,  under 
aseptic  technique,  300  ml.  of  clear  fluid  were  removed  by 
abdominal  amniocentesis;  20  mg.  of  PGF2aipha  and  25  ml. 
of  20  per  cent  sodium  chloride  were  injected  without  inci- 
dent. Oxytocin,  20  units  in  1,000  ml.  of  an  electrolyte  so- 
lution (Plasmolyte-148),  was  started  at  the  rate  of  40  mU. 
per  minute.  At  7:00  A.M.  on  November  8,  1974,  the  pa- 
tient’s temperature  rose  to  103. 6°F.  and  the  pulse  to  120 
per  minute.  Potassium  penicillin  G and  kanamycin  were 
given.  The  patient  aborted  a dead  fetus  at  10:00  A.M., 
eighteen  hours  after  injection,  and  immediately  experi- 
enced heavy  bleeding.  The  placenta  was  removed  man- 
ually and  the  uterus  curetted  soon  after  because  of  the 
continued  bleeding.  Ergonovine  maleate  was  given  in- 
tramuscularly. The  blood  pressure  was  86/50  mm.Hg,  the 
hematocrit  9,  and  the  blood  plasma  was  pink  and  appeared 
grossly  hemolyzed.  A Foley  catheter  was  inserted  into  the 
bladder  and  yielded  only  5 ml.  of  translucent  dark  brown 
urine.  Blood  studies  were  as  follows:  sodium  chloride  125, 
potassium  6,  and  chloride  88  mEq.  per  liter;  bilirubin  7.4 
mg.  per  100  ml.;  white  blood-cell  count  39,200  and  platelets 
27,000  per  cu.  mm.;  prothrombin  time  22.5  seconds  (control 
11.5);  clotting  time  eighteen  minutes;  factor  V 20  per  cent 
of  control,  factor  VIII  18  per  cent,  and  factor  X 80  per  cent; 
fibrinogen  60  mg.  per  100  ml.;  and  thrombin  time  over  two 
minutes.  These  findings  were  consistent  with  intravas- 
cular hemolysis  and  consumption  coagulopathy  secondary 
to  septicemia.  Despite  fluid  replacement  monitored  by 
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FIGURE  2.  Mean  changes  in  coagulation  factors  after 
PGF2aipha-saline  injection;  25  ml.  of  20  per  cent  sodium 
chloride  used  in  4 cases,  and  100  ml.  of  5 per  cent  sodium 
chloride  and  100  ml.  of  10  per  cent  of  sodium  chloride  in  1 
case  each.  Vertical  bars  indicate  standard  error  of  mean. 


central  venous  pressure  readings  and  diuretics  (mannitol 
and  furosemide  on  two  occasions),  the  patient  remained 
oliguric,  secreting  only  about  5 ml.  per  hour.  She  was  given 
antibiotics  (sodium  penicillin  G,  gentamicin  sulfate,  and 
chloramphenicol),  3 units  of  packed  cells,  and  3 units  of 
fresh  frozen  plasma;  the  systolic  blood  pressure  remained 
below  90  mm.Hg.  Subtotal  hysterectomy  was  performed 
at  2:00  A.M.  on  November  9, 1974,  thirty-four  hours  after 
injection.  The  patient  remained  alert  until  one  hour  be- 
fore her  death  at  4:40  P.M.  on  November  9,  1974. 
Staphylococcus  aureus,  coagulase-positive,  grew  in  the 
blood  and  abdominal  wound  cultures;  Clostridium  per- 
fringens  grew  in  the  abdominal  wound  culture.  Exami- 
nation of  the  hysterectomy  specimen  showed  only  evidence 
of  mild  endometritis  as  commonly  seen  after  uncompli- 
cated abortion.  The  medical  examiner  reported  that  the 
causes  of  death  were  kidney  failure,  possibly  due  to  a dis- 
seminated intravascular  coagulopathic  condition  (DIC) 
and  hemoperitoneum  of  1,200  Gm.  of  mostly  clotted  blood. 
There  was  a complete  fatty  metamorphosis  of  the  liver  as 
well. 

Comment 

Although  the  exact  mechanism  of  the  initiation  of 
abortion  following  intra-amniotic  hypertonic  saline 
is  not  known,  prostaglandin  is  thought  to  be  an  im- 
portant factor.  According  to  Gustavii,3  the  origin  of 
the  prostaglandin  involved  is  the  decidua;  Schwarz 
et  a/. 4 localize  it  to  the  fetal  membranes.  If  only  one 
of  these  agents  had  been  given,  the  amounts  of  saline 
and  of  PGF2aiPha  used  in  our  study  would  have  been 
insufficient  to  induce  abortion.  Presumably,  each 
agent  alone  did  not  provide  enough  prostaglandin  to 
terminate  the  pregnancy.  However,  the  quantity  of 
saline  employed,  5 or  10  Gm.,  did  not  alter  maternal 
coagulation  factors  and  serum  electrolytes;  and  the 
quantity  of  PGF2aipha,  20  mg.,  rarely  caused  signifi- 
cant side-effects  such  as  nausea,  vomiting,  diarrhea, 
and  so  on. 

Anderson  and  Steege5  studied  600  cases  using 
intra-amniotic  PGF2aiPha»  in  which  the  mean  IAT  was 
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25.9  (standard  deviation  = 11.7)  hours.  Duenhoelter 
and  Gant6  reported  122  cases  with  a mean  I AT  of 
25.85  (standard  error  = 3.63)  hours  for  the  multi- 
gravidas  and  29.52  (standard  error  = 2.18)  hours  for 
the  primigravidas.  The  IAT  in  our  four  groups  was 
slightly  shorter,  15.52  to  22.15  hours.  The  mean  IAT 
by  hypertonic  saline  alone,  40  Gm.,  for  a similar 
group  of  patients  was  32.3  (standard  deviation  = 13) 
hours.2 

King  et  al. 7 were  able  to  induce  abortion  in  28  of 
their  30  cases  with  a mean  IAT  of  16.29  (standard 
error  = 1.79)  hours  by  a single  intra-amniotic  injec- 
tion of  PGF>aipha.  20  mg.,  and  urea,  80  mg.  They 
concluded  that  the  combination  of  HGF^aipha  and 
hyperosmolar  urea  without  oxytocin  augmentation 
is  safe,  effective,  and  does  not  alter,  adversely,  he- 
matologic factors  or  electrolyte  balance.  However, 
King’s  group  subsequently  reported  one  case  of 
coagulopathy  in  approximately  200  study  cases.7 

Application  of  150  to  200  ml.  of  5 per  cent  sodium 
chloride  (128.3  to  171  mEq.  sodium)  by  intra-am- 
niotic injection  was  tried  unsuccessfully  by  Gustavii.8 
None  of  his  5 cases  aborted  in  seventy-two  hours. 
Perry,  Schulman,  and  Wong9  removed  most  of  the 
amniotic  fluid  forty-five  minutes  after  a 40-Gm.  salt 
injection.  An  average  net  gain  of  120.1  (standard 
error  = 14.3)  mEq.  of  sodium  achieved  abortion  at 
the  mean  time  of  41.8  (standard  error  = 3.9)  hours  in 
20  cases.  They  suggested  their  method  even  for  a 
class  3 cardiac  patient  with  the  proper  medical  sup- 
port. 

Using  our  combination  method  of  half  the  usual 
quantity  of  PGF2aipha,  20  mg.,  and  varying  amounts 
of  saline,  5 or  10  Gm.,  we  were  able  to  achieve  a suc- 
cessful result  by  a single  injection  in  99.5  per  cent  of 
our  cases.  Anderson  and  Steege5  reported  that  33 
per  cent  of  600  cases  by  intra-amniotic  PGF2aiPha 
alone  required  two  or  more  injections.  Similarly, 
Duenhoelter  and  Gant6  gave  second  injections  to  15.6 
per  cent  of  their  122  cases.  Our  single-injectioh 
method  of  PGF2aipha-hypertonic  saline  may  be  one 
of  the  reasons  that  we  had  fewer  cases  of  postabortal 
fever  than  were  reported  in  these  articles  (5.7  and 
14.7  per  cent  versus  3.6  per  cent,  respectively).  The 
one  maternal  death  reported  here  was  caused  by 
septic  shock,  most  probably  secondary  to  C.  per- 
fringens  and  Staphy.  aureus  infection,  which  re- 
sulted in  severe  hemolysis  and  disseminated  intra- 
vascular coagulopathy.10  However,  hemolysis  and 
this  coagulopathy  may  be  the  result  of  hypertonic 
saline  injection  as  previously  reported  by  us.11  An- 
derson and  Steege5  gave  blood  to  2.6  per  cent  of  600 
cases,  similar  to  3.3  per  cent  in  this  study.  The  he- 
matocrit fall  of  over  5 percentage  points  in  16  cases, 


13.1  per  cent,  observed  by  Duenhoelter  and  Gant6  is 
similar  to  our  result  of  12.8  per  cent. 

Suspected  retention  of  placental  tissue  and/or 
active  uterine  bleeding  were  the  usual  indications  for 
dilatation  and  curettage.  This  policy  has  been  used 
to  avoid  postabortal  prolonged  bleeding  and  infec- 
tion. Fraser  and  Brash12  have  reported  the  use  of 
routine  dilatation  and  curettage  for  postabortal 
management.  Our  experiment  demonstrated  in  this 
series  that  in  the  49.5  per  cent  of  309  cases  that  had 
had  dilatation  and  curettage  performed,  the  most 
frequent  finding  was  the  presence  of  small  amounts 
of  residual  fragments.  We  suggest  that  the  choice 
of  this  procedure  for  midtrimester  abortion  depends 
not  on  the  method  used,  but  on  the  situation  at  the 
time  of  the  abortion. 

Since  September,  1976,  we  have  successfully  ter- 
minated an  additional  170  cases  with  similar  results 
ahd  without  maternal  death  using  20  mg.  of 
PGF2aiPha>  25  or  50  ml.  of  20  per  cent  saline  and  ox- 
ytocin. W’e  believe  that  this  combination  is  better 
than  the  use  of  larger  amounts  of  PGF2aipha  or  of 
hypertonic  saline  alone. 

Montefiore  Hospital  and  Medical  Center 
111  East  210th  Street 
The  Bronx,  New  Yonk  10467 
(DR.  ADACHI) 
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Parasitic  infections  are  by  no  means  uncommon 
in  the  United  States.  There  is  a tendency  on  the  part 
of  many  of  us  to  think  of  these  infections  as  historic 
curiosities,  rarely  found  today  in  our  developed  world 
of  cellophane-wrapped  produce,  artificially  tinctured 
meat,  and  chlorinated  drinking  water.  Parasites  do 
manage  to  cope  with  cellophane,  dyes,  and  chlori- 
nated water.  The  high  standard  of  living  enjoyed  by 
many  people  in  the  developed  world,  the  high  levels 
of  personal  and  environmental  hygiene  present,  and 
many  public  health  measures  have  all  served  to  re- 
duce greatly  the  incidence  of  parasitic  infections. 
But  they  have  not  eliminated  them. 

In  addition  to  those  parasitic  infections  contracted 
within  the  United  States  is  the  large  number  of  in- 
fections imported  by  immigrants  from  the  developing 
parts  of  the  world  and  by  American  travelers  who 
regularly  visit  these  areas;  the  latter  not  infrequently 
become  ill  in  spite  of  their  taking  all  the  usual  pre- 
cautions. And  then  there  are  always  those  few  who 
ignore  all  advice,  take  no  precautions  whatsoever, 
and  through  a confluence  of  favorable  circumstances 
manage  to  escape  without  contracting  anything. 
The  majority,  however,  who  follow  this  path  gener- 
ally acquire  one  or  several  infections. 

The  ordinary  traveler  tends  to  associate  malaria 
with  swamps  and  rain  forests  and  not  with  comfort- 
able airport  lounges  and  hotel  lobbies.  Few  reflect 


Parasitic  infections  are  still  a significant  cause  of 
morbidity  in  New  York  City.  Over  the  past  several 
years  there  has  been  a gradual  decline  in  the  inci- 
dence of  many  intestinal  infections.  This  trend  is 
reflective  of  overseas  travel  trends  and  changes  in 
immigration  patterns.  Amebiasis  has  occurred  pri- 
marily among  recent  immigrants  from  tropical  areas 
whereas  giardiasis  has  been  a problem  among 
American  tourists  and  travelers.  In  the  past  few 
years  malaria  has  been  seen  among  American  tourists 
and  businessmen  who  have  visited  endemic  areas  and 
among  foreigners  from  such  areas.  The  gradual  de- 
cline in  the  incidence  of  most  intestinal  parasites 
reflect  fewer  infections  among  established  immigrant 
groups  and  a decline  in  the  number  of  new  legal  im- 
migrants coming  into  New  York  City  from  the  tropics. 
It  must  be  remembered  that  the  large  numbers  of  il- 
legal new  immigrants  in  New  York  City  from  Central 
and  South  America  and  the  Caribbean  do  not  often 
seek  medical  treatment  at  public  facilities  for  fear  of 
being  detected  and  deported. 


on  the  fact  that  anopheline  mosquitoes  are  quite  at 
home  in  luxury  hotel  rooms  with  wall-to-wall  car- 
peting and  Danish-modern  furniture.  As  for  intes- 
tinal parasites,  such  as  ameba,  they  do  quite  well 
getting  served  up  on  silver  plate  service  by  tuxedoed 
waiters  in  fancy  hotel  dining  rooms  and  restau- 
rants. 

When  all  is  said  and  done,  even  luxury  tourist  ac- 
commodations in  the  tropics  are  an  integral  part  of 
the  local  ecosystem  and  cannot  be  totally  segregated 
from  it.  So  it  should  come  as  no  surprise  when 
tourists  return  from  even  luxury  tours  of  such  areas 
with  parasitic  as  well  as  other  infections. 

To  a certain  degree,  indigenously  transmitted 
parasitic  diseases  in  the  United  States  and  imported 
parasitic  diseases  have  been  quantified  by  morbidity 
and  mortality  data.  Taking  into  account  all  the 
defects  in  disease-reporting  systems,  these  data  do 
at  least  provide  us  with  an  insight  into  the  problem 
of  parasitic  infections.  On  the  national  level,  three 
parasitic  diseases  are  reportable — amebiasis,  malaria, 
and  trichinosis.1  Although  the  remainder  are  not, 
one  can  formulate  some  idea  of  their  incidence  from 
data  collected  in  various  localities  by  those  who 
specialize  in  the  treatment  of  these  infections. 

Malaria 

Indigenous  transmission  of  malaria  occurred  reg- 
ularly in  the  United  States  until  the  late  1940s.  In 
New  York  City  such  transmission  by  mosquitoes 
ended  in  the  early  part  of  this  century.2  The  return 
of  World  War  II  veterans  kept  the  total  number  of 
annually  reported  cases  high  until  1946.  Thereafter, 
there  was  a precipitous  fall  in  the  annually  reported 
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FIGURE  1.  Reported  cases  of  malaria,  New  York  City,  1966 
to  1975. 


number  of  cases  until  1950.  The  return  of  Korean 
War  veterans  with  relapsing  Plasmodium  vivax 
caused  an  upswing  in  the  number  of  cases.3  There- 
after, there  was  a steady  decline  until  the  mid-1960s 
when  cases  among  veterans  returning  from  Vietnam 
caused  an  upswing  (Fig.  I).4 

In  the  United  States  as  a whole,  the  number  of 
cases  of  malaria  reported  per  year  between  1959  and 
1965  ranged  from  50  to  171,  but  in  1966,  764  cases 
were  reported.5  This  national  Figure  rose  to  2,855  in 
1967  and  2,610  in  1968,  due  primarily  to  an  increase 
in  military  cases.  In  New  York  City  the  marked  in- 
crease in  reported  cases  between  1966  and  1971  was 
also  due  primarily  to  an  increase  in  cases  among 
military  personnel  returning  from  Vietnam.  How- 
ever, civilian  cases  also  rose  in  1966,  both  in  New 
York  City  and  in  the  remainder  of  the  country. 

In  recent  years  there  has  been  an  increase  in  the 
number  of  malaria  cases  in  the  city  among  civilians 
because  of  the  increased  numbers  of  these  individuals 
who  have  been  traveling  to  endemic  malarial  areas. 
These  travelers  fit  into  several  categories,  that  is, 
tourists,  students,  missionaries,  Peace  Corps  volun- 
teers, seamen,  and  individuals  who  work  overseas  for 
varying  periods  of  time.  The  largest  group  of  civil- 
ians who  became  ill  with  malaria  between  1960  and 
1971  were  businessmen  and  those  who  worked 
overseas.  Of  the  total  of  123  civilian  cases  during  this 
period,  this  group  comprised  85,  or  69.1  per  cent. 
Tourists  accounted  for  only  18  cases,  14.6  per  cent, 
and  Peace  Corps  volunteers  for  8,  6.5  per  cent;  4 of 
the  8 cases  among  Peace  Corps  volunteers  occurred 
in  1967.  From  mid-1965  to  mid-1967,  the  Peace 
Corps  discontinued  terminal  primaquine  phosphate 
treatment  for  returning  volunteers.5  The  four  cases 
among  Peace  Corps  volunteers  in  the  city  were 
among  individuals  who  did  not  take  terminal  pri- 
maquine phosphate  therapy.  Thus,  Peace  Corps 
volunteers  did  not  constitute  an  important  group  of 
malaria  cases  in  the  city. 

Between  1960  and  1971,  there  were  two  cases 
among  seamen  working  aboard  ships  which  had  vis- 
ited endemic  malaria  ports  in  West  Africa.  In  both 


these  cases,  one  of  which  was  fatal,  no  chemopro- 
phylaxis had  been  taken  by  the  crewmen  of  the  ships, 
although  chloroquine  was  on  board  for  the  treatment 
of  malaria.  In  1972,  a case  of  malaria  occurred  in  a 
seaman  aboard  a ship  returning  from  West  Africa. 
There  was  no  chloroquine  present  on  the  ship  and 
none  of  the  crewmen  had  had  chemoprophylaxis 
while  in  West  Africa.  Although  these  cases  comprise 
a small  proportion  of  the  total  number  seen  in  New 
York  City,  they  reflect  the  problem  of  shipboard 
malaria  which  has  been  described  previously.6 

Between  1960  and  1971,  there  was  a total  of  eight 
cases  of  induced  malaria  in  which  infected  blood  was 
shown  to  be  the  source  of  the  infection.  In  only  one 
case  was  there  a history  of  heroin  addiction,  but  the 
individual  had  also  been  to  an  endemic  malarial  area 
a short  time  before  becoming  clinically  ill.  Drug 
addict-associated  malaria  ceased  to  be  a problem  in 
New  York  City  in  the  early  1940s.3  However,  it  has 
been  a significant  problem  in  other  parts  of  the 
United  States  in  recent  years.7  The  paucity  of  drug 
addict-associated  cases  of  malaria  in  New  York  City 
is  undoubtedly  due  to  the  routine  use  of  quinine  for 
diluting  heroin  in  this  part  of  the  country. 

It  is  estimated  that  at  least  85  per  cent  of  the  her- 
oin sold  in  New  York  City  is  cut  with  quinine.8 
When  being  sold,  heroin  is  usually  tasted  by  pur- 
chasers for  the  bitter  taste  of  quinine.  Confirming 
this  evidence  are  the  following  facts:  Among  the 
11,600  patients  treated  in  1976  by  the  New  York  City 
Methadone  Maintenance  Treatment  Program,  about 
6 per  cent  continued  to  use  heroin.  This  is  ascer- 
tained by  the  routine  testing  of  patient  urines  for 
morphine  and  quinine  on  a monthly  basis.  In  June, 
1976,  503  urines  of  about  9,000  tested  were  positive 
for  either  quinine,  morphine,  or  both.  Of  the  503 
urines  192,  38  per  cent,  showed  both  quinine  and 
morphine,  70,  14  per  cent,  showed  morphine  only, 
and  241,  48  per  cent,  quinine  only.  Thus  86  per  cent 
showed  the  presence  of  quinine.8  Quinine  can  be 
detected  in  the  urine  of  heroin  users  for  several  days 
after  the  morphine  breakdown  product  is  no  longer 
detectable. 

Between  1960  and  1971  there  were  seven  cases  of 
chloroquine-resistant  Plasmodium  falciparum  in- 
fections, all  among  Vietnam  returnees.  None  has 
been  observed  since. 

In  1972,  there  were  19  reported  cases  of  malaria  in 
New  York  City,  and  in  1973  the  number  fell  to  6,  but 
in  1974  the  number  rose  to  19  (Fig.  1).  There  were 
34  cases  of  malaria  reported  in  New  York  City  in 
1975.  All  the  cases  were  imported,  with  no  cases  of 
congenital  or  transfusion  malaria  reported;  21  of  the 
cases  were  men  and  13  women.  The  ages  ranged 
from  2 to  57  years,  with  a mean  age  of  21.8  and  a 
median  age  of  21.5;  cases  were  reported  from  every 
borough  except  Staten  Island,  with  12  cases  from 
Manhattan,  8 from  Queens,  7 from  Brooklyn,  and  4 
from  The  Bronx.  Three  cases  were  not  New  York 
City  residents. 
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In  1975,  the  predominant  species  was  P.  falcipar- 
um, seen  in  20  cases;  P.  uivax  was  seen  in  10  cases, 
Plasmodium  malariae  in  6,  and  Plasmodium  ovale 
in  2;  in  1 case,  no  species  was  determined.  The  total 
number  of  species  seen  exceeds  the  number  of  cases 
because  there  were  several  mixed  infections.  These 
data  are  noteworthy  for  the  high  ratio  of  P.  falci- 
parum to  P.  vivax  cases,  2:1,  just  the  opposite  from 
the  usual  predominance  of  P.  vivax  cases  seen  in 
previous  years.  Also  noteworthy  is  a group  of  five 
cases  of  P.  malariae  with  onset  dates  from  January 
17, 1975,  to  January  2, 1976;  all  five  cases  were  chil- 
dren immigrating  to  the  United  States  from  Nigeria. 
In  three  of  the  children,  P.  falciparum  was  also  seen 
in  the  peripheral  smear.  Only  three  of  the  children 
were  acutely  ill  from  malaria,  but  four  of  the  five  were 
severely  anemic,  and  all  had  splenomegaly. 

When  the  cases  are  divided  into  those  U.S.  citizens 
who  became  infected  while  traveling  abroad  and 
those  immigrants  from  malaria-endemic  areas  who 
developed  malaria  shortly  after  entering  this  country, 
some  interesting  trends  are  seen:  12  of  the  16 

Americans  who  acquired  malaria  abroad  visited  Af- 
rica, and  10  of  these  12  had  infections  with  P.  falci- 
parum. Three  Americans  visited  South  and  Central 
America  or  the  Caribbean,  but  none  visited  Asia.  Of 
the  cases  in  foreigners  entering  the  United  States,  8 
of  16  were  from  Africa,  whereas  6 of  16  were  from 
Asia.  Six  of  the  eight  cases  from  Africa  showed  P. 
falciparum,  and  five  of  the  six  cases  from  Asia 
showed  P.  vivax. 

Amebiasis 

Amebiasis  continues  to  be  a significant  problem 
in  the  United  States.  In  1974,  there  were  2,743  cases 
reported.  Since  1965,  the  annually  reported  number 
of  cases  has  varied  from  3,157  in  1967  to  2,199  in  1972. 
The  annual  number  of  deaths  from  amebiasis  be- 
tween 1964  and  1973  has  varied  from  a low  of  31  in 
1973  to  66  in  1965.  The  significance  of  the  2,743 
reported  cases  of  amebiasis  can  be  appreciated  when 
compared  with  the  1974  morbidity  data  for  some 
other  common  infectious  diseases.  In  1974,  there 
were  2,402  cases  of  pertussis,  2,431  cases  of  rheumatic 
fever,  101  cases  of  tetanus,  437  cases  of  typhoid  fever, 
and  1,346  meningococcal  infections.9 

Of  the  2,743  cases  of  amebiasis  reported  in  the 
United  States  in  1974, 1,268,  or  46  per  cent,  were  re- 
ported from  New  York  City. 

In  1975,  there  were  1,235  reported  cases  of  ame- 
biasis in  New  York  City  (Fig.  2).  Of  this  number,  713 
cases,  representing  57.7  per  cent,  were  diagnosed  and 
reported  from  the  City  of  New  York  Department  of 
Health  tropical  disease  clinics.  Of  these  713  cases, 
375, 52.6  per  cent,  were  males,  and  338, 47.4  per  cent, 
females.  The  mean  age  was  22.5  years  and  the  me- 
dian age  18.3  years.  Patients  ranged  from  1 to  75 
years  of  age. 

In  1949,  a survey  was  made  of  the  place  of  birth  of 
200  consecutively  diagnosed  cases  of  amebiasis  in  the 


FIGURE  2.  Annually  reported  cases  of  amebiasis,  New  York 
City,  1966  to  1975. 


department  of  health’s  tropical  disease  clinics,  rep- 
resenting 47.4  per  cent  of  the  city’s  total  reported 
cases  for  the  year;  30  per  cent  were  born  in  the  United 
States,  49  per  cent  in  Puerto  Rico,  7.5  per  cent  in 
Europe,  and  4 per  cent  in  South  America.  Thus, 
U.S. -born  and  Puerto  Rican-born  patients  consti- 
tuted 79  per  cent  in  1949.  In  1975, 42.5  per  cent  were 
Dominican  Republic-born  patients,  21.6  per  cent 
U.S. -born,  9.7  per  cent  Caribbean  Island-born,  8.5 
per  cent  Puerto  Rico-born,  6.3  per  cent  South 
America-born,  4.2  per  cent  Central  America-born, 
and  3.4  per  cent  Yemen-born.  In  1975,  therefore,  the 
largest  proportion  of  cases  consisted  of  immigrants 
from  the  Dominican  Republic  who  had  been  diag- 
nosed and  treated  in  the  department  of  health’s 
tropical  disease  clinics. 

Trichinosis 

The  annually  reported  number  of  cases  of  trichi- 
nosis in  the  United  States  has  gradually  declined  over 
the  past  25  years.  In  the  past  10  years,  the  annual 
number  of  cases  reported  has  fluctuated  from  a low 
of  66  in  1967  to  a high  of  222  in  1969;  in  1974,  there 
were  120  cases  reported  in  the  States.  Between  1964 
and  1973  there  were  a total  of  17  deaths  from  the 
disease.  Of  the  120  cases  reported  in  1974,  50,  41.6 
per  cent,  occurred  in  the  middle  Atlantic  States  and 
in  Upstate  New  York  21,  New  York  City  7,  New 
Jersey  17,  and  Pennsylvania  5.9 

In  1973,  there  were  102  cases  of  trichinosis  in  the 
United  States,  of  which  30,  29.4  per  cent,  were  from 
New  York  City.  Of  these  30  cases,  18  had  occurred 
among  Thais  in  New  York  City  who  had  eaten  an 
infected  pork  preparation  called  Labb.  In  1971, 
three  cases  and  one  death  occurred  among  Thais.  Of  I 
the  55  cases  of  trichinosis  reported  in  New  York  City 
in  the  two  and  one-half-year  period,  January  1, 1971, 
to  June  30, 1973,  23,  or  41.8  per  cent,  occurred  among 
recent  Thai  immigrants. 

In  Thailand,  pork  is  commonly  eaten  raw  after 
being  marinated  with  spices.  Labb  is  a pork  dish  in 
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FIGURE  3.  Annually  diagnosed  infections  of  schistosomiasis 
tropical  disease  clinics,  City  of  New  York  Department  of 
Health,  1966  to  1975. 


which  the  uncooked  meat  is  mixed  with  chili  peppers 
and  other  spices,  and  nam  is  a dish  consisting  of 
uncooked  pork  meat  fermented  with  cooked  banana 
leaves.  There  are  other  dishes  in  which  pork  is  either 
fried  or  minced.10  Since  1962,  six  epidemics  of 
trichinosis  have  been  reported  in  Thailand,  five  of 
which  were  due  to  the  consumption  of  raw  wildboar 
meat  and  the  other  to  consumption  of  raw  bear  meat. 
All  these  outbreaks  occurred  in  the  northern  part  of 
the  country.  In  view  of  the  large  amount  of  raw  do- 
mestic pork  consumed  in  Thailand,  the  absence  of 
reports  of  trichinosis  may  be  due  to  a lack  of  diag- 
nosis, failure  to  report,  and  the  relative  absence  of 
significant  levels  of  infection  in  domestic  swine 
populations,  or  any  combination  of  these  factors.  In 
view  of  the  fact  that  domestic  swine  in  Thailand  are 
fed  cooked  rice  and  vegetables  and  not  garbage,  they 
are  probably  trichinosis-free.  Surveys  of  nam  con- 
ducted in  recent  years  in  Thailand  have  shown  it  to 
be  Trichinella-free,  confirming  the  absence  of 
trichinosis  in  domestic  swine.11 

In  both  the  New  York  City  outbreaks,  transmis- 
sion occurred  among  individuals  sharing  a common 
Thai  nationality  and  eating  a traditional  Thai  dish 
prepared  by  a member  of  a closely  knit  group  of 
friends.  The  infected  meat  was  not  eaten  by  all  the 
individuals  either  at  the  same  time  or  in  the  same 
place,  but  was,  rather,  distributed  among  them  and 
then  eaten  at  a later  time. 

Schistosomiasis 

Schistosomiasis  is  not  rare  in  New  York  City. 
During  the  14-year  period  from  1960  through  1973 
a total  of  3,643  cases  wrere  reported  to  the  City  of  New 
York  Department  of  Health.  Given  the  chronic 
nature  of  many  infections  and  the  frequent  absence 
of  major  symptoms,  it  is  probable  that  significant 
numbers  of  cases  are  not  detected.  In  addition, 
many  detected  cases  are  not  reported.  Hence,  the 
true  number  of  cases  is  undoubtedly  much  greater 
than  the  statistics  indicate. 

Between  1960  and  1973,  the  number  of  cases  re- 


ported declined  by  66.4  per  cent  (Fig.  3).  Because 
the  majority  of  the  infections  in  the  city  have  been 
diagnosed  among  recent  immigrants  from  the  Ca- 
ribbean, particularly  from  Puerto  Rico,  the  reasons 
for  the  decline  are  closely  tied  to  changing  immi- 
gration patterns  and  to  programs  for  the  control  and 
treatment  of  schistosomiasis  in  Puerto  Rico  itself. 
Whereas  the  immediate  postwar  years  and  the  1950s 
witnessed  a large  immigration  from  Puerto  Rico  into 
New  York  City,  the  last  decade  has  been  character- 
ized by  a sharp  decline  in  new  immigrants. 

The  rise  in  reported  cases  from  Brooklyn  begin- 
ning in  1970  can  be  explained  by  infections  among 
the  growing  number  of  recent  Yemenite  immigrants 
who  have  settled  in  the  Bushwick  area.  Virtually  all 
these  cases  have  been  diagnosed  at  the  tropical-dis- 
ease clinic  operated  by  the  department  of  health  at 
the  Bushwick  Health  Center. 

The  majority  of  cases  of  schistosomiasis  have  been 
reported  from  the  boroughs  of  Brooklyn,  Manhattan, 
and  The  Bronx;  these  are  the  areas  that  harbor  most 
recent  immigrants  from  endemic  areas.  In  addition, 
the  department  of  health  operates  tropical-disease 
clinics  in  these  boroughs,  providing  diagnostic,  con- 
sultative, and  treatment  services.  These  clinics  re- 
ceive 8,000  patients  and  33,000  visits  per  year.  Many 
of  the  patients  are  travelers  recently  returned  from 
endemic  areas  and  are  referred  by  private  physicians. 
Thus,  because  of  their  location  in  areas  of  the  city 
inhabited  by  recent  immigrants  from  the  tropics  and 
their  role  as  a referral  resource,  these  clinics  account 
for  the  vast  majority  of  reported  cases. 

An  analysis  of  surnames  between  1970  and  1973 
revealed  that  patients  with  Spanish  surnames  have 
comprised  approximately  90  per  cent  of  all  cases  in 
The  Bronx.  In  Manhattan,  the  proportion  with 
Spanish  surnames  declined  from  92.3  per  cent  in  1970 
to  77.2  per  cent  in  1973.  The  decline  in  Manhattan 
is  accounted  for  by  a falloff  in  the  number  of  cases 
diagnosed  among  immigrants  from  the  Caribbean 
and  a steady  level  of  cases  reported  among  recently 
returned  travelers  referred  to  the  department’s  lower 
east  side  tropical  disease  clinic.  In  Brooklyn,  as  in 
Manhattan  and  The  Bronx,  there  has  been  a steady 
decline  in  the  annually  reported  total  number  of 
patients  with  Spanish  surnames.  However,  the  total 
number  of  cases  in  Brooklyn  has  increased  steadily 
because  of  infections  diagnosed  among  Yemenite 
immigrants,  who  in  1973  accounted  for  65.7  per  cent 
of  all  reported  cases  in  the  borough  and  40.3  per  cent 
in  the  entire  city. 

The  vast  majority  of  cases  of  schistosomiasis  re- 
ported in  New  York  City  during  the  period  of  this 
study  were  Schistosoma  mansoni  infections.  Sev- 
eral cases  of  Schistosoma  haematobium  were  re- 
ported and  none  of  Schistosoma  japonicum. 

Other  infections 

As  mentioned  earlier,  most  parasitic  infections  are 
not  reportable.  The  City  of  New  Y ork  Department 
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of  Health  operated  four  tropical  disease  clinics  until 
1975  which  handled  about  8,000  patients  and  33,000 
patient  visits  annually.  Because  of  the  city’s  fiscal 
crisis,  one  of  these  clinics  has  already  closed,  and 
another  is  slated  for  closure  this  year. 

The  data  gathered  in  these  clinics  provide  insight 
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FIGURE  4.  Annually  diagnosed  infections,  tropical  disease 
clinics,  City  of  New  York  Department  of  Health,  1966  to  1975. 
(A)  Hookworm.  (B)  Trichuriasis.  (C)  Taeniasis.  (D) 

Strongyloidiasis.  (E)  Enterobiasis.  (F)  Ascariasis.  (G) 
Giardiasis. 


into  the  magnitude  and  types  of  parasitic  infections 
encountered  in  New  York  City.  The  trends  of  some 
parasitic  infections  are  as  follows: 

Hookworm.  There  has  been  a steady  decline  in 
hookworm  infections  from  a high  of  782  cases  in  1967 
to  189  in  1975  (Fig.  4A). 

Trichuriasis.  There  has  been  a steady  decline  in 
trichuriasis  from  a high  of  2,201  in  1967  to  641  in  1975 
(Fig.  4B). 

Taeniasis.  Infections  with  intestinal  taenia  re- 
mained at  a rather  steady  level  between  1967  and  1970, 
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rose  in  1971  and  sharply  in  1973,  and  fell  off  in  1974 
and  1975  (Fig.  4C). 

Strongyloidiasis.  The  number  of  cases  of  strongy- 
loidiasis fell  precipitously  in  1968,  rose  slightly  in  1970, 
and  gradually  fell  thereafter  (Fig.  4D).  There  were 
107  cases  in  1975,  ten  months. 

Knterobiasis.  Enterobiasis  infections  have  gradu- 
ally declined  in  numbers  from  a high  of  660  in  1967  to 
166  in  1975,  ten  months  (Fig.  4E). 

Ascariasis.  Infections  with  ascaris  have  declined 
also  from  a high  of  512  in  1967  to  179  in  1975,  10 
months  (Fig.  4F). 

Giardiasis.  Giardia  infections  have  fluctuated, 
from  a low  of  455  for  the  first  ten  months  of  1975  to  a 
high  of  843  in  1967.  Since  1970,  peak  levels  have  oc- 
curred for  two  consecutive  years  followed  by  a fall  (Fig. 
4G). 

Comment 

Parasitic  infections  are  not  uncommon  in  New 
York  City.  The  epidemiology  of  malaria  has  re- 
flected overseas  travel  trends,  immigration  patterns, 
and  the  return  of  military  personnel  from  abroad. 
Cases  of  congenital  malaria  and  transfusion  malaria 
have  also  occurred,  but  with  relative  infrequency  in 
recent  years. 

Malaria  among  drug  addicts  has  not  been  reported 
in  New  York  City  in  the  past  three  decades,  probably 
because  quinine  is  used  to  cut  heroin  in  this  part  of 
the  United  States.  At  the  present  time,  malaria 
primarily  occurs  in  New  York  City  among  Americans 
who  travel  abroad  or  on  business  and  among  for- 
eigners coming  from  malaria-endemic  areas.  In 
1975,  the  majority  of  cases  among  Americans,  12  of 
16,  occurred  among  individuals  who  had  visited  Af- 
rica. Although  the  number  of  cases  of  malaria  re- 
ported fell  dramatically  in  1973, 1974,  and  1975,  both 
witnessed  an  appreciable  rise  (Fig.  1).  This  is  re- 
flective of  the  increasingly  greater  number  of  tourists 
now  visiting  Africa. 

Amebiasis  continues  to  be  a major  problem  in  New 
York  City.  At  the  present  time  the  largest  number 
of  cases  reported  are  being  found  among  immigrants 
from  the  Dominican  Republic.  Of  the  1,235  cases 
reported  in  New  York  City  in  1975, 713  cases,  57.7  per 
cent,  were  diagnosed  and  reported  by  the  City  of  New 
York  Department  of  Health  tropical  disease  clinics. 
New  York  City  reports  approximately  half  the  cases 
annually  reported  in  the  United  States.  There  are 
several  reasons  for  this.  New  York  City  has  a large 
population  of  recent  immigrants  from  tropical  areas 
where  amebiasis  is  common.  So  do  other  parts  of  the 
country.  But,  within  New  York  City  are  found  a 
relatively  large  number  of  specialized  diagnostic 
clinics  and  specialists  who  practice  tropical  medicine. 
The  former,  such  as  the  City  of  New  York  Depart- 
ment of  Health  tropical  disease  clinics,  are  often  lo- 
cated in  areas  of  recent  immigrant  settlement. 

Also,  like  many  of  the  private  physicians  who 
practice  tropical  medicine,  they  serve  tourists  re- 
turning from  abroad.  The  high  incidence  of  ame- 


biasis for  New  York  City  reflects  a high  level  of  di- 
agnosis and  reporting  compared  with  lower  levels  of 
such  in  other  parts  of  the  country  as  well  as  the 
presence  of  the  disease  in  recent  immigrants.  In 
spite  of  New  York  City’s  specialized  facilities  for 
diagnosing  amebiasis,  the  disease  is  probably  under 
reported.  Many  individuals  are  asymptomatic,  and 
as  a result  are  never  diagnosed  as  having  the  disease. 
The  disease  is  often  not  accurately  diagnosed  and 
reported  in  others  who  are  symptomatic. 

Although  a large  proportion  of  reported  cases,  47.4 
per  cent,  occurred  in  individuals  from  the  Dominican 
Republic  in  1975,  this  statistic  must  be  interpreted 
against  the  following  facts.  Most  of  these  cases  were 
diagnosed  at  the  department  of  health’s  Washington 
Heights  tropical  disease  clinic.  This  clinic  is  situated 
on  the  upper  west  side  of  Manhattan,  an  area  that 
now  has  a large  population  of  recent  immigrants  from 
the  Dominican  Republic.  Its  expert  services  are 
geographically  accessible  and  free  to  this  population. 
Amebiasis  may  well  be  just  as  prevalent  among  other 
recent  immigrant  groups  from  tropical  areas  who  do 
not  have  access  to  a free  and  specialized  diagnostic 
facility. 

In  recent  years,  trichinosis  has  been  a problem 
among  individuals  who  have  raised  their  own  pigs, 
or  who  have  purchased  home-bred  pigs,  and  among 
Thai  immigrants  who  have  eaten  raw-pork  dishes. 
In  general,  the  incidence  of  trichinosis  in  New  York 
City  has  gradually  fallen  over  the  past  four  decades. 
Annual  rises  are  accounted  for  by  outbreaks  and 
epidemics  among  individuals  eating  raw  or  improp- 
erly cooked  pork  and  pork  prepared  from  home- 
raised  pigs. 

The  epidemiology  of  schistosomiasis  in  New  York 
City  since  1962  has  been  characterized  by  a steady 
decline  in  the  number  of  cases  reported  each  year 
(Fig.  3).  Since  1960,  the  majority  of  cases  have  been 
reported  among  patients  with  Spanish  surnames, 
mostly  immigrants  from  Puerto  Rico.  Since  1970, 
immigrants  from  Yemen  have  accounted  for  a 
steadily  rising  number  of  cases  reported  in  Brook- 
lyn. 

In  general,  there  has  been  a gradual  decline  in  the 
number  of  annually  reported  cases  of  intestinal 
parasitic  infections  such  as  trichuriasis,  taeniasis, 
strongyloidiasis,  enterobiasis,  ascariasis,  and  hook- 
worm infections.  The  pattern  of  giardiasis  has  been 
characterized  by  peak  levels  for  two  years  followed 
by  a fall.  This  pattern  is  the  result  of  outbreaks 
diagnosed  among  groups  of  travelers  returning  from 
overseas.  The  gradual  decline  in  the  incidence  of  the 
other  intestinal  parasitic  infections  reflects  fewer 
infections  among  established  immigrant  groups  and 
a decline  in  the  number  of  new  immigrants  coming 
into  New  York  City  from  the  tropics,  especially  from 
Puerto  Rico. 

Summary 

Parasitic  infections  continue  to  be  a significant 
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cause  of  morbidity  in  New  York  City.  The  present 
epidemiology  of  most  of  these  infections  reflects 
overseas  travel  trends  and  immigration  patterns. 
Malaria  is  now  seen  primarily  among  American 
tourists  and  businessmen  who  have  visited  endemic 
areas  and  among  foreigners  coming  from  such  areas. 
The  majority  of  cases  of  amebiasis  have  occurred 
among  recent  immigrants  from  tropical  areas, 
whereas  most  cases  of  trichinosis  have  occurred 
among  residents  who  have  eaten  improperly  cooked 
pork  products  in  New  York  City.  In  recent  years 
trichinosis  outbreaks  have  occurred  among  Thais 
who  have  eaten  traditional  dishes  containing  raw 
pork. 

Giardiasis  continues  to  be  a problem  among  trav- 
elers. In  general,  there  has  been  a gradual  decline 
in  the  incidence  of  other  intestinal  parasitic  infec- 
tions. 

Acknowledgments.  The  authors  express  their  appreciation 
to  Mrs.  Susan  Riscica  for  preparing  the  typescript. 


Cortisone  discovery  brings  relief 
to  arthritis  sufferers 

Rheumatoid  arthritis  cannot  be  cured  yet.  But  in  1948 
two  men  made  a discovery  that  has  at  least  brought  a 
measure  of  relief  to  many  of  the  millions  of  Americans 
suffering  from  the  disease. 

At  first  the  study  of  the  various  forms  of  arthritis  pro- 
duced little  useful  information.  One  fact,  however,  re- 
mained clear.  Persons  suffering  from  arthritis  almost 
inevitably  showed  a marked  improvement  if  they  became 
afflicted  with  jaundice.  Too,  a woman  with  arthritis  would 
feel  her  condition  ease  if  she  became  pregnant. 

With  little  else  to  go  on,  Edward  C.  Kendall,  Ph.D.,  and 
Philip  Hench,  M.D.,  both  of  the  Mayo  Clinic,  made  the  first 
major  breakthrough  in  arthritis  research. 

Dr.  Hench  was  convinced  that  pregnant  women  secreted 
a cortical  hormone  that  temporarily  helped  relieve  symp- 
toms of  arthritis.  He  did  not,  however,  have  a hormone  to 
use.  Dr.  Kendall  had  succeeded  over  several  years  in  iso- 
lating six  steroids  or  hormones  secreted  by  the  adrenal 
glands,  designating  them  as  A through  F. 

Both  men  believe  the  answer  lay  in  the  fifth  of  these 
steroids,  compound  E. 
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On  September  21,  1948,  at  Mayo  Clinic  Dr.  Hench  ad- 
ministered compound  E (later  called  cortisone)  to  a 
twenty-nine-year-old  woman  bedridden  from  rheumatoid 
arthritis.  For  two  days,  she  showed  no  change,  but  on  the 
third  day  was  able  to  roll  over  in  bed  for  the  first  time  in 
weeks.  F our  days  later,  the  former  cripple  was  on  her  feet 
and  out  shopping.  Trials  of  cortisone  on  13  other  arthritic 
patients,  all  severely  incapacitated,  had  similar  effects. 

Meanwhile,  teams  of  biochemists  at  Yale  and  the  Uni- 
versity of  California  succeeded  in  extracting  ACTH,  the 
hormone  governing  activity  of  the  adrenal  cortex,  from  the 
pituitary  glands  of  livestock.  When  Dr.  Hench  tried 
ACTH  on  arthritic  patients,  the  same  dramatic  results 
followed. 

In  1950,  Philip  Hench,  Edward  Kendall,  and  Tadeus 
Reichstein,  a Swiss  scientist  who  isolated  the  first  pure 
adrenal  steroid,  were  awarded  the  Nobel  Prize  for  their 
work  on  the  treatment  of  rheumatoid  arthritis. 

Their  discovery  and  initial  testing  have  given  rise  to  a 
greater  understanding  of  the  disease,  long  thought  to  be 
connected  with  local  infections,  malfunctioning  tonsils  and 
even  teeth,  and  to  the  development  of  new  drugs,  such  as 
hydrocortisone  and  prednisone. 


56  New  York  State  Journal  of  Medicine/January  1977 


EAR 


ING  IS 


AS  PRECIOUS 


/ 


AS  SIGHT  HAV 


/ 


YOU  HAD  YOUR 


T' 


Hp  If/  Hearing  losses 
s are  among  the  most 


/ consistently  neglected 
/ health  problems.  Many 

mrOTrn  T n»rrT  V S CT  people  with  them  wont  even 

1 L u 1 L U JL  1 L L I r\  w 1/  admit  it  to  themselves,  let  alone 

others.  A little  encouragement  may 
/ start  them  thinking  about  themselves 

COMFORTABLE  HEARING/  That's  why'wrte  dfenng  you  the  poster 

/ shown  here.  You  can  hang  it  on  the  wall  or  stand 
✓ it  on  a small  table.  It  comes  with  booklets  called  "As 
INVESTMENT  OF  A FEW  MI  iy  precious  as  sight”  that  give  your  patients  some  basic 

s facts  about  auditory  testing  and  hearing  losses  and  how 
/ easy  they  are  to  correct  in  many  cases. 
s Write  to  us  for  your  free  poster  and  booklets.  They  just 

s might  help  you  to  help  some  patients  who  aren't  hearing  as  well 
y as  they  used  to.  Even  those  who  ordinarily  wouldn't  hear  of  it. 


Professional  Relations  Division,  Beltone  Electronics  Corporation 
4201  West  Victona  Street,  Chicago,  Illinois  60646,  an  Amencan  company 


Utilization  of 
Hospital  Resources 
by  Community 
Health  Programs 


To  determine  the  utilization  pattern  of  a major  mu- 
nicipal hospital  resources  by  community  health 
programs,  medical  records  of  patients  referred  to  the 
Pediatric  Ambulatory  Service  at  Kings  County 
Hospital  were  reviewed.  The  study  showed  that  not 
only  were  the  referrals  far  fewer,  both  in  quantity  and 
quality,  than  can  be  expected  from  the  large  popu- 
lation base  served  by  the  referring  programs  but  also 
were  more  often  than  not  inappropriate,  reflecting 
an  inadequacy  of  many  of  these  programs.  Surgical 
and  specialty  problems  constituted  a large  number 
of  appropriate  referrals. 
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Community-based  health  programs  need  hospital 
resources  to  supplement  their  efforts  in  the  delivery 
of  primary  care.  The  hospital  traditionally  provides 
medical  consultation,  special  investigations,  emer- 
gency care,  and  hospitalization.  A lack  of  an  effec- 
tive liaison  between  the  community  clinics  and  the 
hospital  very  often  results  in  duplication  and  frag- 
mentation of  care.  The  problem  assumes  a special 
dimension  in  socioeconomically  poorer  communities 
where  local  health  services  together  with  the  hospital 
must  provide  most  of  the  population’s  health  su- 
pervision. 

A preliminary  utilization  survey  of  health  pro- 
grams in  Brooklyn  revealed  that  a majority  of  them 
utilized  the  services  of  the  hospital  in  their  commu- 
nity on  a regular  basis,  but  hardly  any  one  of  them 
was  satisfied  with  the  haphazard  utilization  ar- 
rangement. A need  for  a better  coordination  of 
health  services  was  clearly  implied  by  the  results  of 
the  survey.  In  an  attempt  to  bring  about  this  coor- 
dination of  health  care  to  children  served  by  the 
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General  Hospital,  180  Somerset  Street,  New  Brunswick,  New 
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Kings  County  Hospital  in  Brooklyn,  a liaison  pro- 
gram was  established  in  the  PAS  (Pediatric  Ambu- 
latory Service)  of  the  Hospital.1  The  program  gave 
us  a unique  opportunity  to  examine  and  to  comment 
on  the  utilization  pattern  of  hospital  resources  by 
local  health  programs. 

Program  structure 

The  Hospital.  The  PAS  is  the  major  source  of 
pediatric  medical  care  to  the  population  in  the  so- 
cioeconomically poorer  section  of  north-central 
Brooklyn.  In  addition  to  providing  episodic  care,  24 
hours  a day,  7 days  a week,  the  PAS  offers  pediatric 
specialty  care  on  an  appointment  basis.  Approxi- 
mately 8 per  cent  of  more  than  150,000  total  yearly 
visits  are  made  for  these  specialty  services  while  the 
remaining  constitute  walk-in  visits.  In  addition  to 
being  the  main  source  of  back-up  and  supportive 
services  for  a number  of  primary  care  programs  in  the 
community,  the  PAS  also  engages  in  health  program 
supervision.  Between  100  to  150  children  are  re- 
ferred to  the  PAS  every  month  by  these  local  health 
programs. 

Community  Health  Programs.  Community 
health  programs  utilizing  hospital  services  fall  into 
3 categories:  (1)  those  initiated  by  the  hospital  as 
outreach  programs.  These  include  satellite  health 
centers,  mobile  van  projects,  and  other  community- 
based  services  designed  to  bring  health  care  closer  to 
the  neighborhood  and  also  to  relieve  the  pressure  on 
the  hospital’s  overcrowded  outpatient  facilities;  (2) 
programs  conducted  by  the  department  of  health. 
These  include  child  health  stations  and  school  and 
day-care  health  programs.  Part-time  medical  per- 
sonnel render  largely  preventive  services  in  these 
programs.  There  are  over  80  such  programs  in  the 
Kings  County  Hospital  community  that  depend  on 
the  hospital  for  consultative  and  other  supportive 
services;  and  (3)  health  services  provided  in  the  pri- 
vate sector.  The  vacuum  in  medical  services  created 
by  the  departure  of  older  practitioners  in  the  inner- 
city  community  has  been  partially  filled  by  younger 
physicians  whose  clientele  is  largely  composed  of 
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TABLE  I.  The  referring  program  and  total  referrals 


Number 

Source  of  Referrals  of  Referrals 


Child  health  stations 

498 

Public  schools 

232 

Private  medical  practitioners 

94 

Day-care  centers 

69 

Miscellaneous  programs 

107 

Total 

1,000 

TABLE  II.  Diagnostic  categories:  referral  versus 
final  diagnoses  (per  cent) 


Diagnostic  Category 

Referral 

Diagnosis 

Final 

Diagnosis 

Growth  and  development 

3.2 

3.1 

Behavior  and  learning 

1.9 

3.8 

Acute  infections 

7.4 

12.2 

Specialty 

16.6 

17.4 

Surgical 

24.0 

24.3 

Poisoning 

7.7 

4.6 

No  diagnosis 

36 

Well  children 

33 

Miscellaneous 

3.2 

1.6 

Medicaid-eligible  patients.  One  of  the  unfortunate 
aspects  of  many  of  these  practices  is  an  absence  of  a 
sufficiently  strong  ongoing,  provider-patient  rela- 
tionship so  that  very  often  patients  become  depen- 
dent on  hospital  services.  It  is  estimated  that  there 
are  over  50  “medicaid  practices”  in  the  hospital 
community  caring  for  pediatric  patients. 

The  Liaison  Service.  The  Liaison  Service,  es- 
tablished in  an  attempt  to  bring  about  a coordination 
of  health  care  of  children  referred  to  Kings  County 
Hospital  from  the  various  community  health  pro- 
grams, has  the  following  objectives:  (1)  to  facilitate 
a smooth  intrahospital  flow  of  referred  patients,  su- 
pervise the  care  being  rendered,  and,  finally,  arrange 
return  of  patients  to  the  referring  programs  with  the 
pertinent  hospital  data;  (2)  to  act  as  an  instrument 
in  integrating  resources  in  situations  where  health 
delivery  involves  multiple  agencies;  and  finally  (3) 
to  facilitate  a dialogue  between  the  providers  in  the 
community  and  the  hospital.  The  personnel  of  the 
Liaison  Service  includes  a full-time  attending  pedi- 
atrician, a PNP  (Pediatric  Nurse  Practitioner)  co- 
ordinator, and  a clerk.  Fellows  in  ambulatory  pe- 
diatrics work  in  the  service  on  a rotational  assign- 
ment. The  service  is  also  supported  by  staff  mem- 
bers of  the  social  work  department.  All  referred 
patients  are  directly  or  indirectly  processed  through 
the  Liaison  Service.  A periodic  progress  report  is 
transmitted  to  the  referring  service  in  cases  where 
patients  are  retained  in  the  hospital  clinics  for  more 
than  a few  weeks.  Once  the  work-up  and  consulta- 
tive services  are  completed,  patients  are  returned  to 
their  primary  program  along  with  an  abstract  of 
hospital  data  for  further  continuation  of  care. 


TABLE  III.  Diagnostic  category  and  referral  program 
(per  cent) 


Diagnostic 

Category 

(Referrals) 

Child 

Health 

Stations 

(498) 

Public 

Schools 

(232) 

Private 

Practice 

(94) 

Day- 

Care 

Centers 

(69) 

Miscel- 

laneous 

Pro- 

grams 

(107) 

Growth  and 
development 

4 

0.8 

5.3 

4.3 

2.1 

Behavior  and 
learning 

1.6 

2.1 

2.1 

4.2 

Acute 

infections 

9 

2.1 

14.8 

1.4 

9.5 

Specialty 

20.8 

8.6 

23.4 

7.2 

15.9 

Surgical 

32.7 

6.8 

34.0 

5.7 

21.2 

Poisoning 

13.8 

0.4 

6.3 

1.0 

No  diagnosis 

15.8 

76.2 

11.7 

75.3 

35.6 

Miscellaneous 

2 

2.5 

2.1 

5.7 

10.6 

Method 

Medical  records  of  all  children  processed  through 
the  Liaison  Service  during  a nine-month  period  were 
reviewed  by  the  Liaison  pediatricians.  Data  col- 
lected from  these  charts  included  the  nature  of  the 
referral,  the  referring  agency,  types  of  services  pro- 
vided at  the  hospital,  and  follow-up  information. 
The  referring  programs  were  classified  under  five 
groups:  (1)  child  health  stations,  (2)  public  school 
health  programs,  (3)  private  practice,  (4)  day  care 
health  programs,  and  (5)  miscellaneous.  Similarly 
the  referrals  were  grouped  under  eight  diagnostic 
categories  and  one  no-diagnosis  entity.  The  eight 
diagnostic  categories  were:  (1)  deviations  in  growth 
and  development,  (2)  behavior  and  learning  prob- 
lems, (3)  acute  infections,  (4)  specialty  problems,  (5) 
surgical  problems,  (6)  poisoning,  (7)  well  children, 
and  (8)  miscellaneous.  In  addition,  an  assessment 
of  the  appropriateness  of  each  referral  was  made. 
The  referral  was  considered  appropriate  if  consul- 
tative and/or  special  procedures  were  required  to 
establish  a diagnosis  on  that  referral.  These  data 
were  correlated  with  the  type  of  referring  agency. 
The  initial  referral  and  final  confirmatory  diagnoses 
were  compared  in  each  diagnostic  category. 

Results 

A total  of  1,000  referrals,  as  shown  in  Table  I,  were 
made  in  a period  of  nine  months.  The  largest  num- 
ber of  referrals,  498,  came  from  the  child  health  sta- 
tions while  those  from  public  schools,  232,  took  a 
distant  second  place.  The  percentage  of  children 
grouped  under  one  of  eight  referral  diagnostic  cate- 
gories, the  referring  programs,  and  the  final  diagnoses 
are  correlated  in  Table  II.  No  initial  diagnosis  was 
recorded  in  more  than  one  third  of  the  referrals. 
Table  III  correlates  the  diagnostic  categories  with  the 
referral  programs.  A majority  of  children  coming 
from  public  school  and  day-care  centers  had  no  re- 
ferral diagnosis.  Children  with  behavior  and 
learning  problems  constituted  only  a small  percent- 
age of  the  total  referrals  for  any  program.  The  types 
of  services  required  to  process  the  referred  patients 
are  indcated  in  Table  IV.  The  vast  majority,  63.4  per 
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TABLE  IV.  Hospital  services  utilized 


TABLE  V.  Follow-up  needs  of  referred  children 


Per  Cent  of 

Service  Patients 


General  pediatric  only 

63.4 

General  pediatric  plus 

pediatric  specialty,  such  as 

endocrinology,  cardiology 

5.9 

General  pediatric  plus 

nonpediatric,  such  as 

surgery,  ophthalmology 

24.0 

Inpatient 

6.7 

cent,  needed  a general  pediatric  consultation  only. 
A small  percentage  of  referrals,  6.7  per  cent,  needed 
hospitalization.  The  follow-up  needs  of  patients  are 
shown  in  Table  V.  More  than  one  third  of  the  pa- 
tients needed  only  the  initial  hospital  visit  for  com- 
pletion of  their  work-up  and  evaluation.  Of  the  re- 
maining, slightly  under  25  per  cent  of  children  re- 
quired a long-term  follow-up  period,  more  than  three 
weeks.  The  appropriateness  of  referrals  as  rated  for 
each  referring  program  is  shown  in  Table  VI.  Nearly 
50  per  cent  of  the  referrals  were  inappropriate;  the 
greatest  number  of  these  came  from  day-care- cen- 
ters. 

Comment 

The  number  of  children  being  referred  to  the 
hospital  from  the  various  local  health  programs  is 
surprisingly  small  compared  with  the  number  of 
children  registered  in  these  programs.  It  is  esti- 
mated that  approximately  1,600  children  per  month 
are  seen  in  child  health  stations  in  the  hospital 
catchment  area.  With  a total  referral  of  498,  the 
referral  rate  was  3.4  per  100  children  seen  at  health 
stations.  This  figure  was  even  lower  for  public 
schools;  it  was  closer  to  0.05  per  100  school  children 
enrolled  in  the  school  districts.  That  these  are  low 
referral  figures  for  the  population  is  clear  from  our 
own  data  compiled  in  connection  with  the  hospital- 
run  community  health  programs  serving  the  same 
population  base.2  Three  factors  can  be  cited  to  ex- 
plain the  low  referral  rate:  (1)  Some  referrals  might 
go  to  other  hospitals  in  the  community.  This  figure 
is  probably  small  considering  that  Kings  County 
Hospital  has  traditionally  been  the  major  source  of 
health  care  for  the  poor  in  the  borough  of  Brooklyn; 
(2)  Children  might  not  have  been  identified  as  re- 
ferrals from  health  programs  either  because  they 
were  sent  without  a referral  slip  or  they  simply  chose 
not  to  bring  it.  This  happens  occasionally,  as  ran- 
dom checks  with  agencies  have  shown,  because  while 
the  Liaison  Service  effectively  coordinates  with  local 
programs  after  the  patient  enters  the  service,  it  has 
yet  to  develop  mechanisms  that  would  ensure  the 
needed  dialogue  with  a potential  user  before  entry. 
Obviously,  more  initiative  from  referral  agencies  is 
very  important  in  this  regard;  and  (3)  the  weakness 
of  the  health  programs  themselves  in  being  unable 
to  adequately  screen  and  make  appropriate  referrals. 


Follow-Up  Procedure  Per  Cent 


No  follow-up  visit 

36.4 

Short-term 

(three  or  less  weeks) 

26.8 

Long-term 

(more  than  three  weeks) 

22.3 

Incomplete  follow-up 

14.4 

TABLE  VI.  Inappropriate  referrals  by  referring 


program 

Per  Cent  of 

Inappropriate 

Referring  Program 

Referral 

Child-health  station 

49 

Public  school 

53 

Private  practice 

41 

Day-care  center 

71 

Miscellaneous  programs 

48 

This  appears  to  be  the  most  likely  factor  in  view  of 
the  fact  that  these  programs  are  largely  conducted 
by  part-time  health  personnel,  not  infrequently 
without  a physician. 

Child  health  stations  are  the  biggest  users  of  the 
hospital  resource.  This  was  no  surprise  since  these 
health  programs  were  conceived  from  the  beginning 
to  provide  only  preventive,  well-baby  care  while  de- 
pending on  the  community  hospital  for  treatment 
services.3  What  is  surprising,  however,  is  that  there 
has  been  a lack  of  a well-established  relationship 
between  these  two  mutally  complementary  services. 
To  some  extent  this  deficiency  is  being  redressed  by 
the  health  department  not  only  with  the  addition  of 
treatment  services  to  child-health  stations  but  also 
by  the  development  of  a more  structured  relationship 
with  the  hospitals  in  the  community.4 

It  is  a disconcerting  feature  to  note  that  so  many 
referrals  were  inappropriate  by  our  criteria.  It  is 
especially  so  with  respect  to  children  coming  from 
public  school  systems  and  the  day-care  centers.  In 
most  of  these  instances,  a decision  to  refer  a child  to 
the  hospital  is  made  by  a person  other  than  the  school 
physician,  reflecting  a poor  and  uneven  physician 
coverage  at  these  programs.  At  a time  when  it  is 
increasingly  felt  that  nonhospital  settings  such  as 
schools  and  day-care  centers  offer  a more  ideal 
background  for  a meaningful  evaluation  of  child’s 
overall  health,  this  pattern  of  indiscriminate  referral 
to  overcrowded  hospital  outpatient  clinics  is  dis- 
turbing.5,6 Further,  the  resulting  school  absenteeism 
is  a matter  of  concern  too.  The  large  number  of 
unnecessary  referrals  from  local  practitioners  was 
due  to  the  nonavailability  of  these  practitioners  on 
a regular  basis,  reflecting  a less  than  satisfactory 
patient-physician  relationship  that  unfortunately 
exists  in  largely  Medicaid-type  practices. 

The  number  of  children  coming  for  service  without 
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an  initial  impression  of  a problem  is  another  matter 
for  comment.  The  large  percentage  of  school  and 
day-care  children  in  this  category  came  for  routine 
physical  examinations  required  for  camp  enrollment 
or  admission  to  schools  themselves.  With  better- 
structured  school  and  day-care  health  programs 
these  referrals  could  have  been  avoided  altogether. 
A lack  of  initial  impression  on  a referral  implies  a 
vagueness  of  thinking  on  the  part  of  the  referring 
person  and  often  results  in  duplication  of  services. 
That  this  happened  in  11.7  per  cent  of  the  cases  re- 
ferred by  a physician  is  especially  disturbing.  By 
and  large,  a great  majority  of  children  who  did  come 
with  an  initial  working  diagnosis  belonged  to  the 
surgical  and  pediatric  specialty  categories.  This  is 
as  it  should  be.  Further,  these  referrals  were  most 
often  appropriate  as  evidenced  by  an  excellent  rate 
of  correlation  between  the  initial  and  final  diagnosis 
in  these  categories  of  children.  Children  in  the  be- 
havioral and  learning  problem  category  were  few. 
This  is  inconsistent  with  our  data  on  the  incidence 
of  this  problem  among  children  in  our  population.  A 
few  children  not  referred  specifically  for  this  problem 
were  found  to  have  one.  Once  again  this  reflects  the 
lack  of  a vigorous  screening  mechanism  in  many  of 
these  health  programs.  The  majority  of  children  in 
the  poisoning  category  wrere  referred  to  rule  out  lead 
poisoning.  A final  confirmation  of  lead  poisoning 
was  made  in  fewer  than  50  per  cent  of  these  cases. 
Paradoxically,  a duplicated  test  was  responsible  for 
this.  The  initial  impression  of  lead  poisoning  was 
based  on  lead  levels  done  using  a micromethod,  while 
the  final  diagnosis  was  based  on  venous,  macro- 
method  levels  which  are  generally  higher.  This  un- 
necessary duplication  and  referral  can  conceivably 
be  avoided  if  one  uniform  method  of  blood-lead  es- 
timation is  adopted.  Further,  a lack  of  clear-cut 


Measles  still  serious 
disease  in  adults 

Despite  thirteen  years  of  an  effective  vaccine,  measles 
is  still  with  us.  And  sometimes  it  now  affects  older  chil- 
dren and  adults,  with  serious  consequences,  even  death. 

Kenneth  H.  Rand,  M.D.,  and  colleagues  of  Stanford 
University  School  of  Medicine,  California,  report  on  an 
outbreak  of  measles  last  year  in  the  San  Francisco  Bay  area 
in  which  4 adult  patients  had  severe  cases  and  2 died. 
These  two  were  individuals  taking  powerful  medications 
for  other  health  problems.  The  medications  suppressed 
their  natural  resistance  to  measles. 

Since  the  measles  vaccines  were  licensed  in  1963,  the 
number  of  reported  cases  nationally  has  fallen  from  458,083 
in  1964  to  approximately  22,000  to  32,000  per  year  in  1973 
and  1974,  Dr.  Rand  reports. 

As  a result,  many  young  physicians  have  never  seen  a 
case  of  measles,  he  points  out.  They  may  not  make  a di- 


definition of  what  constitutes  lead  poisoning  con- 
tributes to  this  discrepancy. 

The  majority  of  children  who  needed  consultations 
got  them  from  nonpediatric  clinics,  that  is,  ortho- 
pedic, ophthalmology,  and  so  forth.  Also,  many 
children  needed  to  stay  within  the  hospital  health- 
care system  for  more  than  several  weeks  for  com- 
pletion of  their  evaluation.  These  observations 
clearly  point  up  the  need  for  a coordinating  mecha- 
nism that  would  effectively  initiate  and  monitor  the 
health  supervision  of  the  referred  children.  This  is 
especially  important  in  large  hospitals  with  complex 
scheduling  requirements. 

In  summary,  the  following  conclusions  can  be 
drawn  from  our  present  study:  (1)  Referrals  from 
community  health  programs  are  far  fewer,  both  in 
quantity  and  quality,  than  can  be  expected  from  the 
large  population  base  served  by  these  programs;  (2) 
more  often  than  not  these  referrals  are  inappropriate, 
reflecting  an  inadequacy  of  the  primary  care  pro- 
gram; and  (3)  where  referrals  are  appropriate  they 
tend  to  be  either  surgical  or  pediatric  specialty 
problems. 
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agnosis  quickly,  especially  when  the  illness  occurs  in  older 
patients. 

Some  children  immunized  in  the  early  period  of  the 
vaccine  may  not  have  complete  protection,  because  of 
problems  of  improper  vaccine  storage  that  were  not  known 
at  that  time,  Dr.  Rand  says.  These  may  be  susceptible  to 
the  disease  in  later  years. 

Also,  there  still  are  some  children  and  young  people  who 
have  not  been  immunized,  despite  widespread  availability 
of  the  vaccine.  With  the  overall  reduction  in  the  preva- 
lence of  natural  measles  in  the  general  population,  some 
individuals  will  be  reaching  adulthood  without  solid  im- 
munity. 

“It  will  be  important  in  the  future  for  internists  as  well 
as  pediatricians  to  be  familiar  with  the  complications  of 
measles  and  to  consider  the  diagnosis  even  in  adults,  and 
especially  in  the  immunosupressed  patient,  in  whom  the 
manifestations  may  be  atypical.” 

The  report  is  in  the  August  30  issue  of  the  Journal  of  the 
American  Medical  Association. 
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Diabetes  is  probably  the  most  underrated  and 

unappreciated  disease  in  all  of  medicine.  This  is  a 
striking  paradox  underscored  by  the  fact  that  the  10 
million  people  afflicted  with  this  disease,  the  rapid 
explosive  growth  in  new  victims,  and  the  large 
number  of  serious  complications,  make  it  the  number 
one  health  problem  in  this  country.  To  understand 
the  basis  for  this,  diabetes  must  be  viewed  as  a dy- 
namic disease  entity  changing  dramatically  with 
fundamental  advances,  and  undergoing  revolution- 
ary processes  as  a consequence. 

Discovery  of  insulin 

A rewarding  approach  is  obtained  by  an  historic 
perspective  of  diabetes  beginning  before  the  dis- 
covery of  insulin  in  1921.  Prior  to  that  time,  diabetes 
was  considered  primarily  a disease  of  disordered 
carbohydrate  metabolism.  This  attitude  was  thor- 
oughly justified  by  the  fact  that  the  chief  cause  of 
death  then  was  diabetic  coma.  In  addition,  infec- 
tions were  remarkably  common  and  tuberculosis  was 
rampant.  Any  child  who  developed  diabetes  prior 
to  the  discovery  of  insulin  never  lived  to  become  an 
adult.  Fertility  in  the  diabetic  female  was  uncom- 
mon; if  she  did  become  pregnant  the  chances  were  50 
per  cent  that  she  would  die  during  the  course  of 
pregnancy,  and  the  fetal  mortality  was  close  to  100 
per  cent. 

This  dismal  picture  changed  dramatically  with  the 
discovery  of  insulin  by  Banting  and  Best  in  1921,  one 
of  the  outstanding  therapeutic  achievements  of  our 


century.  Death  from  diabetic  coma  has  become 
uncommon.  Infections,  including  tuberculosis,  have 
been  sharply  reduced.  Pregnancy  is  now  so  com- 
monplace that  all  large  hospitals  find  it  necessary  to 
maintain  a diabetic  clinic.  The  life  span  has  been 
prolonged  significantly  and  most  diabetics  may  now 
lead  a relatively  normal  existence  and  are  contrib- 
uting members  to  their  community. 

Diabetic  complications 

At  this  juncture  it  appeared  that  all  the  difficulties 
associated  with  diabetes  were  solved.  Nothing  could 
be  further  from  the  truth.  As  diabetics  lived  longer 
it  became  apparent  that  they  were  more  and  more  at 
risk  for  the  development  of  severe  complications. 
Indeed,  the  complications  are  now  the  chief  clinical 
challenge  in  treating  diabetes.  It  has  become  the 
number  one  cause  of  blindness  in  this  country.  Over 
half  the  heart  attacks  today  are  related  to  diabetes 
as  are  three-fourths  of  all  strokes.  Out  of  every  6 
amputations  performed  for  gangrene,  5 are  a result 
of  diabetes.  Diabetic  nephropathy,  a specific 
pathologic  involvement,  has  now  become  the  primary 
cause  of  death  among  juvenile  diabetics.  Neuro- 
pathic complications  abound,  including  severe 
painful  peripheral  neuropathy,  foot  ulcerations,  and 
a remarkably  high  incidence  of  impotence  in  the  di- 
abetic male.  Pregnancy,  although  more  common 
and  much  more  successful  than  in  the  preinsulin  era, 
still  carries  with  it  a high  fatality  rate  for  the  offspring 
and  a significantly  higher  incidence  of  congenital 
abnormalities.  Insulin,  which  is  neither  a cure  nor 
a preventative,  has  unfortunately  earned  the  desig- 
nation, “the  unfulfilled  promise.” 

It  must  not  be  assumed  that  every  diabetic  has  all 
of  these  serious  complications.  Quite  the  contrary. 
Many  do  not,  and  those  who  do  do  not  necessarily  go 
on  to  the  end  point;  for  example,  every  case  of  dia- 
betic retinopathy  does  not  culminate  in  blindness. 
Unfortunately,  too  many  do.  On  the  other  side  of  the 
coin,  there  are  diabetics  who  remain  active  after 
many  years  of  diabetes,  achieving  the  highest 
prominence  in  their  chosen  fields  including  states- 
manship, politics,  entertainment,  art,  and  sporting 
activities.  The  number  of  diabetics  who  have  re- 
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ceived  the  Victory  Medal,  given  to  those  who  have 
had  diabetes  for  more  than  fifty  years,  is  constantly 
growing. 

It  is  especially  significant  to  recognize  that  many 
of  these  complications  were  unpredicted,  unprece- 
dented, and  indeed  unknown.  For  example,  when 
1 was  a medical  student  there  was  virtually  nothing 
known  about  diabetic  retinopathy,  and  diabetic  ne- 
phropathy had  not  as  yet  even  been  described.  It  has 
taken  many  years  for  these  dire  complications  and 
their  frequency  to  impinge  themselves  on  the  medical 
consciousness.  Thus,  we  have  another  paradox 
whereby  diabetes  is  historically  one  of  the  oldest 
diseases  in  the  world  yet,  at  the  same  time,  is  one  of 
the  very  newest. 

Growth  of  diabetes 

Meanwhile,  since  the  introduction  of  insulin,  the 
incidence  of  diabetes  has  been  growing  explosively 
in  almost  epidemic  fashion.  There  are  many  reasons 
for  this:  diabetes  is  essentially  an  hereditary,  ge- 
netically transmitted  disease,  and  therefore  the  in- 
crease in  population  in  itself  is  a contributing  factor; 
this  large  increase  in  population  has  primarily  been 
in  the  older-age  group,  and  since  the  adult  matu- 
rity-onset diabetic  comprises  between  85  to  90  per 
cent  of  all  diabetics,  this  accounts  for  a huge  number; 
the  ability  to  diagnose  diabetes  has  become  much 
more  sophisticated;  numerous  detection  drives  are 
periodically  and  consistently  undertaken;  and  there 
is  a more  productive  approach  in  that  we  know  where 
to  look  for  the  greatest  yield,  specifically  siblings  of 
diabetics,  those  with  a family  history,  the  obese,  and 
women  who  have  had  large  babies,  that  is,  more  than 
10  pounds.  It  should  be  recalled  that  prior  to  the 
introduction  of  insulin  the  mortality  rate  in  the  fetus 
of  the  diabetic  female  wras  practically  100  per  cent. 
Today,  although  it  is  still  definitely  higher  than  in  the 
nondiabetic,  it  is  down  to  about  6 per  cent.  This 
considerable  salvage,  when  multiplied  by  the  re- 
markable increase  in  fertility,  becomes  significant. 
Finally,  as  already  mentioned,  prior  to  the  intro- 
duction of  insulin  no  child  who  developed  diabetes 
ever  lived  to  become  an  adult.  Today  they  become 
adults  and  marry  and  have  children  so  that  there  is 
now  a third  generation  of  diabetics  who  never  would 
have  lived  to  see  the  light  of  day  without  insulin.  All 
these  factors  combined  have  added  immeasurably  to 
the  explosive  rate  of  growth  of  diabetes  which,  cou- 
pled with  the  frequency  of  the  complications,  make 
it  the  number  one  health  problem  in  this  country. 

Education 

What  can  be  done  to  change  the  present  attitude 
and  generate  the  interest  in  this  disease  that  its  se- 
verity justifies?  The  approaches  must  include  public 
education,  professional  education,  patient  education, 
and  research.  In  spite  of  all  the  important  and  se- 
rious problems  that  occur  in  great  numbers,  the 


public  attitude  toward  diabetes  remains  one  of  ap- 
palling apathy.  To  the  average  man  it  is  a distur- 
bance of  sugar  metabolism  for  which  the  patient 
must  avoid  sugar  and  either  take  injections  of  insulin 
or  take  a pill,  and  this  solves  the  problem.  The 
public  must  be  alerted  to  the  gravity  of  this  condition 
because  only  by  arousing  interest  can  necessary  leg- 
islation be  produced  and  the  necessary  funds  to  carry 
on  research  be  obtained.  To  accomplish  this  one 
must  now  adopt  the  posture  of  presenting  a realistic 
picture  of  diabetes  as  it  is. 

It  must  be  recognized  that  research  in  diabetes  is 
still  at  a stage  of  relative  infancy  so  that  an  early  so- 
lution of  the  cause  and  course  of  this  disease  should 
not  be  anticipated  in  the  near  future.  Therefore,  it 
is  essential  that  the  diabetic  receive  optimum  care 
until  appropriate  therapy,  cure,  and  prevention  are 
available.  It  thus  becomes  essential  to  promote 
professional  education  so  that  the  practicing  physi- 
cian will  have  the  knowledge  and  access  to  newly 
developed  expertise  which  he  can  apply  to  his  pa- 
tient, and  thus  assure  optimum  care.  However,  one 
must  not  stop  with  educating  the  physician.  Dia- 
betes is  sufficiently  complex  that  it  requires  a team 
effort:  the  nurse,  nurse-clinician,  dietitian,  podia- 
trist, pharmacist,  optometrist,  and  all  the  others  who 
are  intimately  involved  in  the  care  of  the  patient. 
They  too  must  be  educated  to  best  fulfill  their  im- 
portant roles.  Nurses  and  dietitians  meet  the  pa- 
tient at  the  very  onset  of  the  disease  on  a one-to-one, 
face-to-face  basis,  to  help  instill  the  fundamentals  of 
this  disease.  F urther,  they  are  more  basically  trained 
in  this  type  of  approach  and  have  spent  more  time  in 
and  have  more  knowledge  of  the  nursing  and  dietary 
specifics. 

The  patient  too  must  be  educated  so  he  may  di- 
rectly apply  accumulated  knowledge.  He  must  know 
about  diet,  insulin,  or  oral  agents;  personal  hygiene, 
particularly  as  it  relates  to  diabetes;  foot  care;  and  the 
many  other  problems  one  faces  in  daily  life.  I insist 
that  my  patients  know  as  much  about  diabetes  from 
the  practical  management  aspect  as  I do.  One  must 
remember  that  the  diabetic  lives  with  this  disease 
twenty-four  hours  a day,  seven  days  a week,  fifty-two 
weeks  a year  for  the  rest  of  his  life,  and  so  it  is  es- 
sential that  he  not  only  know  all  the  details,  but  also 
know  when  he  is  in  trouble  and  when  to  call  for 
help. 

Research 

Research  is  the  avenue  that  will  lead  to  the  ulti- 
mate goal  of  achieving  proper  treatment  cure,  and 
prevention  of  this  baffling  disease.  The  remarkable 
minimal  variation  of  the  blood-sugar  levels  in  the 
nondiabetic  over  a twenty-four-hour  period  is  a goal 
that  the  diabetic  must  try  to  achieve.  Normalization 
of  the  blood  sugar  is,  unfortunately,  impossible  in  the 
diabetic  at  the  present  time.  At  our  stage  of 
knowledge,  no  matter  how  hard  the  diabetic  and  his 
physician  try,  it  is  impossible  to  mimic  the  sensitive 


January  1977/New  York  State  Journal  of  Medicine  63 


homeostatic  control  of  the  blood  sugar  as  it  exists  in 
the  nondiabetic.  Once  the  diabetic  takes  his  injec- 
tion of  insulin,  that  insulin  works  at  a predestined 
rate  whether  or  not  he  eats,  no  matter  what  he  eats, 
whether  or  not  he  has  an  infection,  if  he  exercises,  and 
so  forth.  In  other  words,  the  nondiabetic  pancreas 
adjusts  to  the  life  of  the  nondiabetic,  but  the  diabetic 
must  adjust  his  life  to  the  insulin  that  he  has  injected 
that  day. 

The  obvious  solution  is  to  provide  a source  of  in- 
sulin for  the  diabetic  that  will  simulate  a normal  se- 
cretory organ.  Since  many  diabetologists  are  con- 
vinced that  the  onset,  course,  severity,  and  incidence 
of  diabetic  complications,  particularly  microan- 
giopathy, are  conditioned  by,  if  indeed  not  caused  by, 
hyperglycemia,  then  there  would  be  an  added  bonus 
to  developing  some  means  whereby  the  diabetic  can 
maintain  perfectly  normal  blood  sugar.  Thus,  in 
addition  to  well-being  and  the  ability  to  avoid  the 
need  for  daily  insulin  injections,  one  would  hopefully 
prevent  the  development  of  many  of  the  diabetic 
complications. 

The  approach  to  this  problem  would  seem  simple 
and  obvious.  Since  the  diabetic  does  not  have  the 
capacity  to  produce  insulin,  the  most  logical  solution 
would  be  to  provide  a source  of  insulin  via  a new 
pancreas.  And  indeed  this  has  been  done.  Initiated 
in  Minneapolis,  a series  of  some  14  pancreas  trans- 
plants were  done,  most  of  which  were  successful,  but 
unfortunately  for  only  brief  periods.1  This  has  been 
advanced  so  that  there  are  2 patients  in  New  York 
City  who  received  pancreatic  transplants  and  who 
have  now  survived  more  than  a year,  and  one  of  them 
for  three  years.2  These  patients  have  had  no  need 
to  take  insulin  injections  during  this  period.  How- 
ever, the  procedure  poses  several  problems.  For  one 
thing,  there  are  not  enough  pancreases  to  take  care 
of  the  several  million  diabetics  who  'need  them;  of 
greater  importance  is  the  fact  that  as  with  other  or- 
gans, the  pancreas  is  rejected  by  the  body.  There- 
fore, when  the  pancreas  is  transplanted,  chemical 
immunosuppressive  agents  and  cortisone-type  drugs 
are  necessary  to  prevent  rejection.  These  drugs 
themselves  can  interfere  with  proper  sugar  metabo- 
lism as  well  as  introducing  other  features,  and  in  a 
sense,  a new  disease.  Therefore,  one  disease  is  being 
traded  for  another.  Until  the  phenomenon  of  tissue 
rejection  is  solved  this  procedure  must  be  approached 
very  cautiously. 

The  islets  of  the  pancreas  which  manufacture  in- 
sulin constitute  only  a very  small  part  of  the  whole 
pancreas,  between  1 and  2 per  cent.  Since  the  pan- 
creas is  rejected  as  an  organ,  why  use  the  whole 
pancreas?  It  was  reasoned  that  if  one  could  isolate 
the  islets  or  beta  cells,  grow  them  in  culture,  then 
inject  them  into  the  diabetic,  perhaps  this  could  serve 
the  same  purpose  as  transplanting  the  whole  pan- 
creas and  at  the  same  time  obviate  the  factor  of  tissue 
rejection.  This  has  been  accomplished.  At  the 
present  time  islets  are  being  successfully  separated 


from  the  rest  of  the  pancreatic  tissue  and  grown  in 
tissue  culture  where  they  maintain  the  ability  to  se- 
crete insulin.  They  are  then  transplanted  into  ani- 
mals where  they  function  remarkably  well.  It  is  now 
possible  to  not  only  separate  the  islets  but  the  beta 
cells  as  well.  As  a matter  of  fact,  in  several  labora- 
tories animals  that  have  been  made  diabetic  by  the 
use  of  various  drugs  such  as  alloxan  or  streptozotocin , 
have  been  cured  by  injecting  transplanted  cells.3’4 
Unfortunately,  there  is  a pitfall  here  too.  When 
these  cells  are  transplanted  into  animals  that  are 
closely  related  genetically,  virtually  brother  and 
sister,  the  islet  cells  and  beta  cell  transplants  take. 
Once  one  deviates  from  the  very  close  genetic  rela- 
tionship, tissue  rejection  occurs.  The  same  phe- 
nomenon of  tissue  rejection  applies  to  the  islet  and 
beta  cells  just  as  to  the  whole  pancreas.  Obviously, 
in  the  human  being  with  the  genes  so  thoroughly 
scrambled,  such  a feat  is  entirely  inconceivable  until 
the  phenomenon  of  rejection  is  solved. 

If  one  cannot  solve  the  problems  of  tissue  rejection 
why  not  use  an  artificial  pancreas  comparable  to  the 
artificial  heart?  This  project  is  in  progress  and  part 
of  it  is  already  accomplished.  There  has  been  de- 
veloped on  the  west  coast  and  in  Boston  an  instru- 
ment about  the  size  of  the  little  fingernail,  called  a 
glucose  sensor.5’6  This  is  capable  of  measuring 
fluctuations  in  blood  sugar  in  body  fluids.  It  can  be 
placed  in  virtually  any  part  of  the  body  but  most 
conveniently  below  the  skin  of  the  abdomen.  If  this 
is  then  connected  to  a transmitter  via  an  intervening 
battery,  radio  signals  can  be  made  strong  enough  to 
be  picked  up  by  a receiver  outside  the  body,  and  the 
blood  sugar  can  be  monitored.  This  is  currently 
available  and  has  already  been  used  in  the  laboratory 
experimental  animal  for  many  months.  It  is  of  value 
in  helping  detect  inordinately  high  blood  sugars  and, 
perhaps  even  more  important  from  a practical  point 
of  view,  very  low  blood  sugars.  The  rest  of  the  con- 
cept is  still  on  the  drawing  board.  It  is  contemplated 
that  there  will  be  developed  a miniature  computer 
which  will  respond  to  the  fluctuations  of  blood  sugar 
and  via  another  power  battery,  translate  this  infor- 
mation to  an  insulin  reservoir  which  can  then  eject 
as  much  or  as  little  insulin  as  necessary.  This  entire 
apparatus  would  be  very  small  and  located  under  the 
skin  of  the  abdomen.  The  insulin  reservoir  would 
have  a rubber  cap  so  that  insulin  could  be  readily 
injected  into  it  about  once  a week.  To  repeat,  the 
glucose  sensor  and  the  transmitter  are  available. 
The  rest  of  it  is  still  on  the  drawing  board  and  hope- 
fully will  be  completed.  There  are  two  points  that 
deserve  emphasis:  first,  that  it  is  not  yet  available 
in  the  human  being,  and  there  have  been  problems 
associated  with  producing  a uniform,  reliable  pre-l 
dictable  glucose  sensor;  and  second,  the  number  ol 
problems  related  to  and  associated  with  the  devel- 
opment of  the  computer  and  determination  of  how 
much  insulin  is  needed  is  quite  overwhelming,  and 
there  is  no  obvious  answer  in  immediate  sight. 
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Therefore,  one  can  say  that  pancreas  transplants, 
beta-cell  transplants,  and  the  artificial  sensor  have 
been  initiated.  Each  of  these  three  carries  with  it 
many  difficult  problems  yet  to  be  solved  and  pre- 
sumably will  take  a significant  period  of  time  and 
much  effort.  Furthermore,  it  should  be  pointed  out 
that  these  are  treatments;  they  are  not  cures  and  do 
not  get  down  to  the  fundamental  aspects  of  the  dia- 
betes problem.  Should  the  transplant  or  artificial 
beta  cell  come  to  fruition,  it  would  not  only  accom- 
plish normalization  of  the  aberrant  metabolism  and 
eliminate  the  need  for  insulin  injections,  but  it  could 
also  lead  to  the  settlement  of  the  controversial  issue 
of  the  relationship  between  hypoglycemia  and  the 
complications  of  diabetes. 

There  is  an  added  impetus  to  achieve  this  possi- 
bility in  that  recently  there  have  been  a number  of 
investigations  and  observations  strongly  suggesting 
the  deleterious  and  permissive  role  of  hyperglycemia 
in  the  pathogenesis  of  microangiopathy.  These  in- 
clude chemical,  animal,  and  clinical  studies. 
Chemically,  in  experimental  diabetes,  increased 
kidney  glycosyltransferase  activity  has  been  re- 
corded, which  is  reversed  by  insulin  treatment."  The 
accumulation  of  sorbitol  in  nerve,  renal,  and  vascular 
tissue  occurs  in  the  presence  of  hyperglycemia  and 
presumably  may  lead  to  intracellular  damage.  He- 
moglobin has  also  been  shown  to  undergo  modifica- 
tion in  man  and  animals  in  response  to  hyperglyce- 
mia.8-11 

In  animals,  many  studies  have  purported  to  dem- 
onstrate decrease  of  diabetic  lesions  in  eye,  kidney, 
and  nerve  with  control  of  the  hyperglycemia.12-15 

Perhaps  more  dramatic  are  the  exciting  observa- 
tions that  mesangial  glomerular  lesions  in  diabetic 
rats  regress  after  eliminating  the  diabetes  by  islet 
transplantation."  Clinically,  numerous  observations 
indicate  diminished  retinopathy  and  nephropathy 
with  better  control  in  the  insulin-dependent  dia- 
betic.16-18 Further,  in  kidney,  muscle,  and  skin,  the 
degree  of  capillary  basement  membrane  thickening 
has  been  clearly  related  to  the  knowm  duration  of  the 
diabetes,  thus  eliminating  any  entirely  carbohy- 
drate-independent factor.19-20  This  concept  is  also 
supported  by  a recently  published  insurance  study 
that  noted  a mortality  rate  two  and  one-half  times 
less  in  patients  with  good  control  in  a twenty-year 
study  encompassing  10,000  patients.21 

At  this  stage  of  knowledge,  these  facts  add  up  to 
the  need  for  good  control  of  the  insulin-dependent 
diabetic,  usually  with  two  daily  injections  of  insulin, 
to  affect  diabetic  complications  beneficially.  Un- 
fortunately, there  is  no  comparable  evidence  to  be- 
lieve macrovascular  complications  are  related  either 
to  severity  or  the  control  of  carbohydrate  metabolic 
abnormality.  This  statement  also  applies  to  many 
neurologic  complications.  However,  the  need  for 
good  control  in  the  adult  maturity-onset  diabetes  is 
emphasized  by  the  rewarding  increase  in  well-being 
experienced  by  this  group. 


Other  promising  developments  in  diabetes  are  on 
the  horizon,  and  one  of  the  most  exciting  today  is 
somatostatin.  Somatostatin  is  a new  hormone  that 
has  the  ability  to  interfere  with  the  release  of  growth 
hormone  from  the  pituitary. 

This  was  hailed  with  a great  deal  of  enthusiasm 
because  there  are  some  investigators  who  believe  that 
growth  hormones  play  a significant  role  in  the  de- 
velopment of  complications  of  diabetes.  Further 
investigation  of  somatostatin  indicated  that  its  effect 
in  animals  and  man  was  related  to  a reduction  not 
only  in  insulin  secretion,  but  also  in  glucagon  secre- 
tion.22 As  a net  result,  the  astounding  observation 
was  made  that  the  simultaneous  reduction  of  gluca- 
gon and  insulin  inhibited,  diminished,  or  delayed  the 
usual  metabolic  reactions  that  one  ordinarily  asso- 
ciates with  insulin  deprivation,  namely  severe  hy- 
perglycemia, ketosis,  and  so  forth.23  This  may 
eventually  help  institute  better  diabetic  control,  has 
opened  up  a new  vista,  and  has  intensified  the  in- 
terest in  glucagon.  Glucagon,  the  hormone  of  sugar 
need,  has  been  lying  dormant  for  many  years.  It 
received  an  impetus  in  investigation  when  a method 
for  assaying  it  by  radioimmunoassay,  similar  to  that 
used  for  insulin,  was  developed  and  became  thor- 
oughly reliable.24  Glucagon  was  then  brought  into 
focus,  and  a great  deal  has  been  learned  about  it. 
There  are  some  who  believe  sufficient  evidence  has 
accumulated  to  suggest  that  diabetes  is  really  a bi- 
hormonal  disease.25  This  was  greatly  influenced  by 
the  fact  that  in  juvenile  diabetics  who  have  little  to 
no  insulin,  there  is  paradoxically  an  elevated  gluca- 
gon, such  as.  hyperglucagonemia,  as  sharply  distin- 
guished from  what  occurs  in  the  nondiabetic.  In  the 
latter,  glucagon  is  secreted  in  large  quantities  in  re- 
sponse to  starvation,  exercise,  infection,  and  so  forth. 
When  the  blood  sugar  tends  to  rise  in  the  nondia- 
betic, the  glucagon  falls  sharply.  In  many  juvenile 
diabetics,  however,  there  is  a persistence  of  hyper- 
glucagonemia which  is  not  responsive  to  elevated 
blood  sugar  and  at  times  is  not  even  responsive  to 
large  amounts  of  insulin.26  These  observations  ac- 
centuate sharp  differences  between  the  diabetic  and 
the  nondiabetic. 

The  added  information  now  resulting  from  so- 
matostatin observations  adds  significant  support  to 
the  concept  of  diabetes  as  a bihormonal  disease  and 
leads  to  the  opening  of  a vast  area  of  further  inves- 
tigation and  perhaps  a new  era  in  diabetes.  It  is 
much  too  early  to  assess  the  potential  value  of  so- 
matostatin, but  there  is  already  sufficient  evidence 
to  indicate  that  it  will  be  an  excellent  experimental 
and  research  tool.  Its  therapeutic  implications  and 
uses  may  be  limited  by  reported  toxic  manifestations 
that  have  been  observed  in  baboons;  these  include 
platelet  impairments.27  In  addition,  somatostatin 
apparently  has  many  actions  other  than  on  the  pi- 
tuitary, insulin,  and  glucagon,  including  pancreatic 
external  secretion  and  general  intestinal  secretions, 
and  so  forth,  which  in  all  probability  will  preclude  its 
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use  in  the  human  being  as  a therapeutic  instru- 
ment. 

Comment 

Other  areas  of  progress  include  the  transmission 
and  heredity  of  diabetes.  Although  heredity  plays 
the  most  important  role  in  the  dissemination  of  di- 
abetes, sharp  differences  have  been  observed  in  the 
hereditary  patterns  of  juvenile  and  maturity-onset 
diabetes.  Specifically  the  maturity-onset  type  of 
diabetes  has  a significantly  higher  incidence  of  family 
history  including  parents,  siblings,  and  grandparents; 
contrariwise  insulin-dependent  diabetics  have  a 
significantly  diminished  family  history.28  Fur- 
thermore there  is  a marked  difference  in  the  fre- 
quency of  histocompatibility  antigens  in  insulin- 
dependent  and  noninsulin-dependent  diabetics. 
The  HL-A  antigens,  such  as  HL-A8  and  W15,  are  far 
more  commonly  found  in  the  juvenile  diabetic,  and 
the  simultaneous  presence  of  both  markedly  in- 
creases the  probability  of  the  development  of  dia- 
betes.29 A similar  situation  is  present  in  identical 
twins.  If  one  twin  develops  diabetes  prior  to  age 
forty,  then  53  per  cent  of  remaining  twins  will  de- 
velop diabetes.  However,  if  the  identical  twin  de- 
velops diabetes  after  age  forty,  then  92  per  cent  of 
remaining  twins  will  develop  diabetes.30 

These  provocative  data  clearly  suggest  that  in  the 
juvenile  diabetic  not  only  are  hereditary  patterns 
different  but  that  other  factors,  including  environ- 
ment, may  also  play  a conditioning  or  precipitating 
role.  There  is  clinical  evidence  that  indirectly 
suggests  the  possibility  of  infectious  agents,  probably 
viral  in  etiology.  This  attractive  hypothesis  relates 
susceptibility  of  beta-cell  damage  to  the  influence  of 
immune  responsive  genes  associated  with  HL-A8  and 
W15  antigens.29  In  support  of  this  concept  is  the  fact 
that  juvenile  diabetes  will  occasionally  develop  in 
clusters,  and  the  occurrence  of  lymphocytic  infil- 
tration of  the  islets  in  human  juvenile  diabetes.31'32 
Encephalomyocarditis  virus  has  induced  diabetes  in 
mice33;  and  coxsackie  B4  virus  prevalence  has  been 
shown  to  correlate  with  the  seasonal  variation  in  in- 
cidence of  juvenile-onset  diabetes34;  in  addition,  a 
higher  prevalence  of  neutralizing  antibody  titers  to 
the  coxsackie  B4  virus  inversely  related  to  the  dura- 
tion of  symptoms  has  been  described  in  pewly  diag- 
nosed juvenile  diabetics,  far  above  the  anticipated 
frequency.35  As  a damper  to  this,  one  must  point  to 
a recent  study  that  does  not  corroborate  this  find- 
ing.36 All  this  suggests  that  an  infectious  agent  could 
be  isolated  and  a specific  vaccine  developed.  This 
takes  on  even  greater  significance  since,  with  the 
presence  of  demonstrated  histocompatibility,  one 
could  inoculate  those  juveniles  who  would  appear  to 
have  a greater  prospect  of  developing  diabetes. 

Other  environmental  factors  apparently  influence 
the  occurrence  of  diabetes  as  well.  For  example,  the 
geographic  transplantation  of  large  groups  of  people 
from  rural  to  urban  areas  is  often  attended  by  a sharp 


increase  in  the  occurrence  of  diabetes.37  Factors  of 
relative  physical  inactivity,  and  changes  in  diet,  in- 
cluding fats  and  sugar,  have  all  been  implicated  and 
probably  each  has  some  input. 

Summary 

The  clinical  picture  of  diabetes  has  changed  dra- 
matically and  continues  in  a state  of  rapid  flux.  The 
early  promise  of  insulin  has  remained  unfulfilled  and 
its  beneficial  effects,  namely  prolonging  life,  have  led 
to  the  development  of  severe  complications  in  a dis- 
tressingly increasing  number  of  diabetics.  The 
present  research  thrust  is  encouraging  but  obviously 
requires  a determined,  aggressive  concerted  attack 
so  that  the  understanding  of  precisely  what  is  the 
diabetic  syndrome,  its  treatment,  cure,  and  preven- 
tion can  be  accomplished. 
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New  findings  reported 
in  heat  treatment  for  cancer 

New  research  into  the  use  of  heat  to  treat  cancer  is  re- 
ported in  the  May  17  issue  of  the  Journal  of  the  American 
Medical  Association. 

Heat  treatment  reduced  or  substantially  eliminated 
cancer  in  21  patients,  say  Harry  H.  LeVeen.  M.D.,  and 
colleagues,  of  Veterans  Administration  Hospital  and 
Downstate  Medical  Center  of  State  University  of  New 
York,  Brooklyn. 

The  heat  was  introduced  by  radiofrequency  radiation. 
Cancerous  tissue  became  considerably  hotter  than  sur- 
rounding tissue,  up  to  a temperature  of  118  degrees,  Dr. 
LeVeen  reports. 

The  technique  is  based  on  the  knowledge  that  blood  flow- 
through a tumor  is  very  sluggish,  less  than  2 to  15  per  cent 
of  flow  through  surrounding  normal  tissue.  Blood  flow- 
cools  tissue.  Cancerous  tissue  cools  much  slower,  thus 
allowing  a high  degree  of  heat  to  be  directed  into  the  tumor. 
The  heat  causes  destruction  of  cancerous  tiss  aes,  without 
destruction  of  normal  tissues. 

The  blood  flow  through  body  tissue  acts  like  a radiator, 
with  greater  cooling  occurring  when  the  ' low  is  rapid,  Dr. 
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LeVeen  explains. 

The  21  patients  had  a variety  of  different  types  of  cancer. 
Some  were  lung  cancer,  others  cancers  of  the  intestines,  and 
some  of  the  head  and  neck.  Treatment  was  with  a radio- 
frequency generator  constructed  specifically  for  the 
treatment  process. 

In  an  accompanying  editorial  in  the  same  issue  of  the 
Journal,  Joan  M.  Bull,  M.D.,  and  Paul  B.  Chretien,  M.D., 
of  the  National  Cancer  Institute  at  Bethesda,  Maryland, 
trace  earlier  studies  in  use  of  heat  to  treat  cancer,  and  de- 
clare that  the  results  of  the  LeVeen  studies  may  allow  a 
more  widespread  use  of  this  method  than  of  those  devel- 
oped by  earlier  researchers.  Drs.  Bull  and  Chretien  call 
for  more  human  trials  under  very  careful  controls. 

More  carefully  designed  and  controlled  studies  are  now 
needed  to  investigate  the  potential  of  heat  to  increase  the 
tumor-kill  achieved  with  radiotherapy  and  chemotherapy, 
in  view  of  increasing  evidence  of  the  superiority  of  mul- 
titypes of  therapy  in  cancer  treatment,  they  say. 

Future  clinical  trials  must  be  designed  with  precise  at- 
tention to  details  of  temperature  measurement  in  the 
tumor  and  normal  tissues  and  the  determination  of  the 
effects  on  all  vital  functions,  they  say. 
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Chronic  Gastrointestinal 
Bleeding  of  Unknown 
Cause 

Case  history 

Patricia  A.  Randall,  M.D.*:  A seventy-nine 
year-old  male  was  admitted  to  Upstate  Medical 
Center,  Syracuse,  New  York,  for  evaluation  of 
chronic  lower  gastrointestinal  bleeding.  Eleven 
months  prior  to  admission,  the  patient  experienced 
his  first  episode  of  painless  bleeding  and  passing 
bright  red  blood  per  rectum.  At  that  time,  a barium 
enema  and  an  upper  gastrointestinal  series  showed 
negative  results.  He  was  transfused  with  4 units  of 
blood  and  discharged.  In  spite  of  these  negative 
findings,  he  continued  to  bleed  and  underwent  an 
exploratory  laparotomy  one  month  later.  A carci- 
noid tumor  was  removed  from  the  small  intestine, 
and  this  was  thought  to  be  the  cause'of  his  bleeding. 
However,  the  patient  continued  to  bleed  per  rectum, 
necessitating  four  more  hospital  admissions,  and 
receiving  a total  of  26  units  of  blood.  Repeat  en- 
doscopy and  sigmoidoscopy  yielded  negative  results, 
but  the  patient  had  persistently  guaiac-positive 
stools. 

At  the  time  of  his  admission  to  this  hospital,  the 
patient  had  no  abdominal  pain,  nausea,  vomiting,  or 
diarrhea.  He  had  lost  approximately  40  pounds 
during  the  past  eleven  months. 

Physical  examination  demonstrated  a normal 
abdomen.  No  organomegaly,  masses,  tenderness,  or 
rebound  were  present.  Auscultation  of  the  chest 
revealed  a Grade  II/VI  systolic  ejection  murmur  at 
the  lower  sternal  border  which  radiated  to  the  cardiac 
base  and  to  both  carotid  arteries.  This  murmur  was 
thought  to  represent  aortic  stenosis. 

Results  of  laboratory  examinations  were  normal 
except  for  a hemoglobin  of  10.2  Gm.  per  100  ml.  and 
hematocrit  of  30.9. 

* finest  Editor,  Assistant  Professor,  Department  of  Radiolo- 

gy. 


FIGURE  1.  Posteroanterior  radiograph  from  barium  enema 
showing  filled  large  bowel.  Several  diverticulae  noted  in 
sigmoid  colon.  Cecum  fully  distended  and  demonstrates  no 
filling  defect. 

A barium  enema  and  abdominal  angiography  were 
performed. 

Gerald  Weinberger,  D.O.b  The  barium  enema 
was  performed  first.  Other  than  several  diverticulae 
of  the  sigmoid  colon,  no  significant  lesion  of  the  large 
bowel  is  demonstrated.  The  cecum  is  well  distended 
and  demonstrates  no  filling  defects  (Fig.  1). 

An  abdominal  aortogram  demonstrates  aneurys- 
mal dilatation  of  the  abdominal  aorta  in  conjunction 
with  irregularity  of  the  luminal  wall.  Atherosclerotic 
aneurysms,  tortuosity,  and  irregularity  of  both 
common  iliacs  are  present,  consistent  with  arteria 
magna  et  dolicho.  This  is  a unique  form  of  arterio- 
sclerosis with  dilated  and  tortuous  arteries  and  nu- 
merous aneurysms  seen  frequently  in  the  elderly.1 

f Assistant  Professor,  Department  of  Radiology. 
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FIGURE  2.  Selective  superior  mesenteric  arteriograms.  (A)  Early  arterial  phase  radiograph.  Large  ileocolic  branch  noted 
supplying  abnormal  collection  of  dilated  vessels  in  cecum.  (B)  Venous  phase  radiograph.  Enlarged  draining  vein  from  area 
of  cecum  demonstrated. 


Selective  injection  of  the  superior  mesenteric  ar- 
tery shows  multiple  atherosclerotic  plaques  and 
tortuosity  of  the  superior  mesenteric  artery  and  its 
branches.  A large  ileocolic  branch  supplies  an  ab- 
normal network  of  serpiginous  dilated  vessels  around 
the  cecum  (Fig.  2A).  From  this  area  an  enlarged 
early  draining  vein  drains  into  the  superior  mesen- 
teric vein  and  is  seen  to  persist  on  delayed  films  (Fig. 
2B).  No  tumor  neovascularity,  tumor  mass,  and/or 
tumor  blush  are  identified.  Retrospective  evaluation 
of  the  barium  enema  does  reveal  a linear  filling  defect 
in  the  cecum  which  may  in  fact  represent  a dilated 
vein. 

Dr.  Weinberger’s  diagnosis 

Arteriovenous  malformation  of  the  cecum 

Dr.  Randall:  The  lesion  was  surgically  re- 

moved. 

Pathologic  discussion 

Bedros  Markarian,  M.D.*:  The  operation  was 
a right  colectomy.  We  received  a fixed  specimen 
which  consisted  of  the  distal  3.5  cm.  of  ileum  with 
attached  15  cm.  of  proximal  ascending  colon.  Ex- 
ternally the  serosal  surface  of  the  bowel  was  smooth, 
and  the  appendix  was  normal.  On  opening  the 
specimen,  the  pertinent  gross  findings  were  limited 
to  the  cecal  region  where  there  were  several  irregu- 
larly shaped,  brown-colored  mucosal  patches  mea- 
suring up  to  1 cm.  in  greatest  dimension.  The  mu- 
cosal folds  had  the  usual  pattern.  There  were  two 
0.6-cm.  mucosal  nodules  in  the  cecum  and  a third 
0.8-cm.  mucosal  nodule  in  the  proximal  right  colon. 
The  small  bowel,  ileocecal  valve,  and  appendix  were 
free  of  pathologic  condition. 

* Associate  Professor,  Department  of  Radiology. 


Microscopic  examination  of  the  brown-colored 
area  of  the  cecum  revealed  the  presence  of  many 
telangiectatic  thin-  and  thick-walled  vessels  located 
in  the  mucosal  and  submucosal  regions  of  the  cecum 
(Fig.  3).  The  appearance  was  that  of  an  arteriove- 
nous malformation  of  the  cecum.  No  bleeding  point 
was  demonstrated  in  any  of  the  sections.  The  mu- 
cosal nodules  represented  small  adenomatous  pol- 
yps. 

Dr.  Randall:  The  case  history  presented  here  is 
classic  for  a cecal  arteriovenous  malformation. 
Many  of  the  patients  with  this  condition  give  a long 
history  of  repeated  episodes  of  gastrointestinal 
hemorrhage,  frequently  in  the  form  of  painless  he- 
matochezia.  Repeated  barium  studies  as  well  as 
endoscopy  and  colonoscopy  usually  yield  negative 
findings.  Many  patients  have  undergone  negative 
laparotomies  or  had  unnecessary  partial  gastrec- 
tomies performed.  The  most  important  single  test 
in  the  diagnosis  of  this  abnormality  is  selective  su- 
perior mesenteric  angiography.  All  of  the  recent 
reports  of  this  condition  reiterate  this  fact.2-13  In 
some  cases,  it  has  been  the  only  means  of  making  the 
proper  diagnosis.  The  vascular  malformation  is 
rarely  seen  on  barium  studies.  At  surgery,  the  ab- 
normality is  seldom  apparent,  and  surgeons  depend 
heavily  on  the  preoperative  angiographic  localiza- 
tion.6,7,11-13 Occasionally,  the  malformation  is  not 
apparent  on  routine  superior  mesenteric  arterio- 
grams, and  selected  magnification  views  have  made 
the  correct  diagnosis.4,5,10-13  Pathologists  have  had 
difficulty  with  this  entity  also.  Injection  of  the 
specimens  with  various  materials  such  as  silicone- 
rubber,  barium  solutions,  and  radiopaque  plastic,  has 
been  very  helpful  since  they  outline  the  area  of  ab- 
normality clearly  and  maintain  the  patency  of  the 
widely  dilated  vessels.3,5,8 
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FIGURE  3.  Photomicrograph  of  colon  demonstrating  dilated 
vessels  in  mucosa  and  submucosa.  (Hematoxylin  and  Eosin 
Stain). 


Angiographicallv,  these  lesions  are  clearly  evident. 
In  the  arterial  phase,  abnormally  dilated  and  tortu- 
ous vessels  are  demonstrated  with  or  without  a dense 
surrounding  capillary  blush.  The  early  and  pro- 
longed appearance  of  a large  draining  vein  or  veins 
is  fairly  characteristic.  Because  of  the  chronic  and 
recurrent  nature  of  the  patient’s  bleeding,  these 
studies  can  be  done  electively  because  the  vascular 
abnormality  can  be  demonstrated  even  in  the  ab- 
sence of  active  bleeding. 

An  increased  incidence  of  vascular  malformations 
of  the  right  colon  has  been  noted  as  cause  of  bleeding 
in  patients  v/ith  aortic  stenosis.4  The  etiology  of  this 
relationship,  whether  congenital  or  acquired,  is  un- 
certain. It  is  of  interest  that  our  patient  had  the 
characteristic  murmur  of  aortic  stenosis. 

Pathologically,  many  terms  have  been  applied  to 
these  vascular  malformations.  Hamartoma  and 
simple  telangiectasia  are  two  examples.  Genant  and 
Ranniger2  preferred  the  term  “vascular  dysplasias” 
to  encompass  all  various  congenital  vascular  mal- 
formations of  the  gastrointest  inal  tract.  They  were 
the  first  authors  to  suggest  that  vascular  dysplasias 
are  more  common  in  the  ascending  colon  than  pre- 
viously recognized.  They  recommended  special  at- 
tention to  this  area  during  angiographic  evaluation 
of  gastrointestinal  bleeding.  James  J.  Galdabini, 
M.D.,  in  a recent  New  England  Journal  of  Medicine 
clinicopathological  exercise,  advocated  the  term 
“angiodysplasia”  for  this  process  rather  than  “vas- 
cular malformation.”4  This  tends  to  avoid  evoking 
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a congenital  origin  and  has  considerable  merit. 

A recent  combined  surgical,  pathologic,  and  ra- 
diologic report  has  developed  a clinical  classification 
of  arteriovenous  malformations  based  on  angio- 
graphic characteristics,  localization,  age  of  patient, 
and  family  history.13 

Type  I arteriovenous  malformations  are  solitary, 
localized  lesions  within  the  right  colon  and  occur  in 
patients  fifty-five  years  of  age  or  older.  None  are 
palpable  or  visible  at  operation.  Our  case  would  be 
of  this  type. 

Type  II  arteriovenous  malformations  are  larger 
and  occasionally  visible,  most  commonly  in  the  small 
intestine  and  probably  of  congenital  origin.  Symp- 
toms in  these  cases  all  begin  before  age  fifty. 

Type  III  arteriovenous  malformations  are  punctate 
angiomas  causing  gastrointestinal  hemorrhage. 
They  are  seen  in  patients  with  the  classic  findings  of 
hereditary  hemorrhagic  telangiectasia. 

Final  diagnosis 

Arteriovenous  malformation  of  the  cecum 
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ALDOMET 


Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis;  if  previous 
methyldopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity. 
Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyldopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20%  of 
patients  develop  a positive  direct  Coombs  test, 
usually  between  6 and  12  months  of  therapy.  Lowest 
incidence  is  at  daily  dosage  of  1 g or  less.  This  on 
rare  occasions  may  be  associated  with  hemolytic 
anemia,  which  could  lead  to  potentially  fatal  com- 
plications. One  cannot  predict  which  patients  with  a 
positive  direct  Coombs  test  may  develop  hemolytic 
anemia.  Prior  existence  or  development  of  a positive 
direct  Coombs  test  is  not  in  itself  a contraindication 
to  use  of  methyldopa.  If  a positive  Coombs  test 
develops  during  methyldopa  therapy,  determine 
whether  hemolytic  anemia  exists  and  whether  the 
positive  Coombs  test  may  be  a problem.  For  exam- 
ple, in  addition  to  a positive  direct  Coombs  test 
there  is  less  often  a positive  indirect  Coombs  test 
which  may  interfere  with  cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable  to 
do  a blood  count  (hematocrit,  hemoglobin,  or  red 
cell  count)  for  a baseline  or  to  establish  whether 
there  is  anemia.  Periodic  blood  counts  should  be 
done  during  therapy  to  detect  hemolytic  anemia.  It 
may  be  useful  to  do  a direct  Coombs  test  before 
therapy  and  at  6 and  12  months  after  the  start  of 
therapy.  If  Coombs-positive  hemolytic  anemia  oc- 
curs, the  cause  may  be  methyldopa  and  the  drug 
should  be  discontinued.  Usually  the  anemia  remits 
promptly.  If  not,  corticosteroids  may  be  given  and 
other  causes  of  anemia  should  be  considered.  If  the 
hemolytic  anemia  is  related  to  methyldopa,  the  drug 
should  not  be  reinstituted  When  methyldopa  causes 
Coombs  positivity  alone  or  with  hemolytic  anemia, 
the  red  cell  is  usually  coated  with  gamma  globulin  of 
the  IgG  (gamma  G)  class  only.  The  positive  Coombs 
test  may  not  revert  to  normal  until  weeks  to  months 
after  methyldopa  is  stopped 
Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  direct 
Coombs  test  alone  will  not  interfere  with  typing  or 
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cross  matching.  If  the  indirect  Coombs  test  is  also 
positive,  problems  may  arise  in  the  maior  cross 
match  and  the  assistance  of  a hematologist  or 
transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  3 weeks  of  therapy, 
sometimes  with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SGOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to 
3 months  of  therapy.  In  some  patients  the  findings 
are  consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or 
jaundice  appear,  stop  therapy  with  methyldopa  If 
caused  by  methyldopa,  the  temperature  and  abnor- 
malities in  liver  function  characteristically  have 
reverted  to  normal  when  the  drug  was  discontinued. 
Methyldopa  should  not  be  reinstituted  in  such  pa- 
tients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely.  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur. 
Patients  should  be  followed  carefully  to  detect  side 
reactions  or  unusual  manifestations  of  drug  idio- 
syncrasy. 

Use  in  Pregnancy:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  requires  that  antici- 
pated benefits  be  weighed  against  possible  risks; 
possibility  of  fetal  injury  can  not  be  excluded. 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings).  May  interfere  with 
measurement  of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported. 
This  will  interfere  with  the  diagnosis  of  pheochro- 
mocytoma.  It  is  important  to  recognize  this 
phenomenon  before  a patient  with  a possible  pheo- 
chromocytoma  is  subjected  to  surgery  Methyldopa 
is  not  recommended  for  patients  with  pheochromo- 
cytoma.  Urine  exposed  to  air  after  voiding  may 
darken  because  of  breakdown  of  methyldopa  or  its 
metabolites. 


Stop  drug  if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascu- 
lar disease.  Patients  may  require  reduced  doses  of 
anesthetics;  hypotension  occurring  during  anes- 
thesia usually  can  be  controlled  with  vasopressors. 
Hypertension  has  recurred  after  dialysis  in  patients 
on  methyldopa  because  the  drug  is  removed  by  this 
procedure. 

Adverse  Reactions:  Central  nervous  system.- 
Sedation,  headache,  asthenia  or  weakness,  usually 
early  and  transient;  dizziness,  lightheadedness, 
symptoms  of  cerebrovascular  insufficiency, 
paresthesias,  parkinsonism,  Bell’s  palsy,  decreased 
mental  acuity,  involuntary  choreoathetotic  move- 
ments; psychic  disturbances,  including  nightmares 
and  reversible  mild  psychoses  or  depression. 
Cardiovascular:  Bradycardia,  aggravation  of  angina 
pectoris.  Orthostatic  hypotension  (decrease  daily 
dosage).  Edema  (and  weight  gain)  usually  relieved 
by  use  of  a diuretic.  (Discontinue  methyldopa  if 
edema  progresses  or  signs  of  heart  failure  appear.) 
Gastrointestinal:  Nausea,  vomiting,  distention,  con- 
stipation, flatus,  diarrhea,  mild  dryness  of  mouth,  sore 
or  "black”  tongue,  pancreatitis,  sialadenitis. 

Hepatic:  Abnormal  liver  function  tests,  jaundice, 
liver  disorders. 

Hematologic:  Positive  Coombs  test,  hemolytic 
anemia.  Leukopenia,  granulocytopenia,  throm- 
bocytopenia. 

Allergic:  Drug-related  fever,  myocarditis. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarge- 
ment, gynecomastia,  lactation,  impotence,  decreased 
libido,  dermatologic  reactions  including  eczema  and 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 

Note:  Initial  adult  dosage  should  be  limited  to 
500  mg  daily  when  given  with  antihypertensives 
other  than  thiazides.  Tolerance  may  occur,  usually 
between  second  and  third  month  of  therapy;  in- 
creased dosage  or  adding  a thiazide  frequently 
restores  effective  control.  Patients  with  impaired 
renal  function  may  respond  to  smaller  doses.  Syn- 
cope in  older  patients  may  be  related  to  increased 
sensitivity  and  advanced  arteriosclerotic  vascular 
disease;  this  may  be  avoided  by  lower  doses. 

How  Supplied:  Tablets,  containing  125  mg 
methyldopa  each,  in  bottles  of  100;  Tablets,  contain- 
ing 250  mg  methyldopa  each,  in  single-unit 
packages  of  100  and  bottles  of  100  and  1000: 
Tablets,  containing  500  mg  methyldopa  each,  in 
single-unit  packages  of  100  and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  informa 
tion.  Merck  Sharp  & Dohme.  Division  of  Merck  & 
Co.,  Inc.,  West  Point,  Pa.  19486  j6amo7<707) 
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The  Chairman  (Paul  A.  Radna.v,  M.D.):  I will 
open  the  meeting  of  the  Committee  on  Anesthesia 
Study  by  asking  Dr.  Shibutani  to  give  the  highlights 
of  the  case  he  is  presenting. 

Case  report 

Kinichi  Shibutani,  M.D.:  A fifty-two-year-old 
white  female  was  scheduled  for  resection  of  an  ab- 
dominal aortic  aneurysm  that  was  suspected  from 
x-ray  films.  It  could  not  be  confirmed  by  aortogram 
because  the  patient  was  allergic  to  the  dye.  She  had 
a history  of  hypertension  treated  for  the  past  two 
years  with  methyldopa  (Aldomet)  and  hydrochlo- 
rothiazide (HydroDiuril).  Because  of  urethral 
stricture  causing  frequent  infections,  intravenous 
urogram  was  attempted  but  abandoned  because  of 
severe  reaction  to  iodine. 

A short  systolic  murmur  was  heard  over  the  apex. 
Laboratory  report  findings  were  within  normal  lim- 
its, except  for  potassium  at  2.5,  chloride  at  91,  and 
carbon  dioxide  at  34.6.  Electrocardiogram  showed 
no  abnormality. 

Antihypertensive  medications  were  discontinued 
twenty-four  hours  before  the  contemplated  surgery. 
CVP  (central  venous  pressure)  was  5 to  6 cm.  water. 
The  day  before  surgery  80  mEq.  of  potassium  chlo- 
ride were  given  intravenously. 

Premedication  consisted  of  secobarbital  100  mg. 
and  atropine  0.4  mg.  intramuscularly  one  hour  before 
induction  time.  Blood  pressure  on  arrival  at  the 
operating  room  was  120/70  mm.  Hg  read  via  pressure 
transducer  connected  to  a monitor.  Anesthesia  was 
induced  with  250  mg.  of  sodium  thiopental  (Pento- 
thal)  followed  by  oxygen  and  80  mg.  of  succinvlcho- 


line  for  intubation.  The  patient  was  then  main- 
tained on  enflurane  (Ethrane)  0.4  to  0.9  per  cent,  and 
muscular  relaxation  was  provided  by  intermittent 
doses  of  pancuronium  bromide. 

Exploratory  laparotomy  revealed  a normal  aorta 
and  cholecystitis  with  cholelithiasis.  Cholecystec- 
tomy was  performed.  During  the  four-hour  surgery 
blood  pressure  ranged  between  1 10/70  and  90/50  mm. 
Hg;  pulse  rate  was  70  to  80.  Respirations  were  con- 
trolled. Blood  gases  indicated  moderate  hyperven- 
tilation. At  the  end  of  surgery  the  residual  neuro- 
muscular block  was  reversed  with  2.5  mg.  neostig- 
mine and  1.2  mg.  atropine.  Following  this  injection 
the  heart  rate  dropped  to  60  per  minute  with  occa- 
sional PVCs  (premature  ventricular  contractions). 

While  the  patient  appeared  conscious,  her  respi- 
ratory efforts  were  inadequate.  The  endotracheal 
tube  was  left  in  place,  and  in  the  recovery  room  she 
was  placed  on  a ventilator.  At  this  time  blood 
pressure  was  90/60  mm.  Hg,  and  the  heart  rate  was 
50  per  minute  and  irregular.  A dosage  of  0.4  mg. 
atropine  intravenously  raised  the  rate  to  60  and  the 
blood  pressure  to  110/70  mm.  Hg.  Irregularities  in 
the  form  of  PVCs  persisted.  Fifteen  minutes  later 
she  developed  bigeminal  rhythm  w'ith  a severe  drop 
in  systolic  pressure  to  60.  She  was  treated  first  with 
metaraminol,  then  writh  a bolus  of  lidocaine,  followed 
by  continuous  drip.  The  patient  shortly  thereafter 
lost  consciousness.  Lidocaine  was  promptly  dis- 
continued. About  fifteen  minutes  later  the  patient 
became  responsive  and  her  heart  iate  regular.  For 
further  observation  she  was  transferred  to  the  in- 
tensive care  unit. 

An  electrocardiogram  taken  the  day  after  surgery 
indicated  anterolateral  infarct  or  ischemia.  Enzyme 
studies  taken  daily  for  five  days  were  inconclusive  for 
myocardial  infarct. 

The  Chairman:  May  I ask  you,  how  much  lido- 
caine did  she  have,  and  how'  much  time  elapsed  be- 
fore she  became  unconscious? 

Dr.  Shibutani:  I cannot  give  you  the  exact 

amount.  She  first  received  a bolus  of  100  mg.,  fol- 
lowed by  a 0.4  per  cent  drip  for  less  than  ten  min- 
utes. 

David  C.  C.  Stark,  M.D,:  May  I just  have  clari- 
fication of  the  dates  of  the  electrocardiograms? 

Dr.  Shibutani:  They  were  taken  two  days  apart, 
the  first  on  the  day  before  surgery,  the  second  on  the 
first  postoperative  day. 
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Comment 

The  Chairman:  Dr.  Schonfeld,  would  you  com- 
ment? 

Daniel  G.  Schonfeld,  M.D.:  I would  restrict  my 
remarks  at  this  time  to  the  anesthetic  problems.  I 
want  to  call  attention  to  the  combined  use  of  depo- 
larizing and  nondepolarizing  muscle  relaxants  and 
the  influence  of  hypopotassemia  on  their  effect. 
Since  the  patient  had  a total  of  5 mg.  of  pancuronium 
in  the  presence  of  the  aformentioned  hypopotas- 
semia, the  dose  of  the  reversing  drug  might  have  been 
inadequate.1 

I would  consider  the  possibility,  however  remote, 
of  drug  interaction.  This  patient  received  a great 
variety  of  agents  and  drugs,  the  combination  of  which 
might  have  contributed  to  bradycardia  and  hypo- 
tension leading  to  insufficient  coronary  blood  flow 
and  ischemia. 

This  patient  required  vigorous  treatment  of  her 
hypertension  in  the  preoperative  period.  Her  hy- 
pertension resulted,  certainly,  in  contracted  blood 
volume.  General  anesthesia  by  causing  vasodilata- 
tion would  be  sufficient  to  precipitate  severe  hypo- 
tension and  reflex  bradycardia  in  these  cases. 

The  Chairman:  Dr.  Milliken. 

Ralph  A.  Milliken,  M.D.:  Well,  I am  fairly  con- 
vinced that  this  patient  suffered  a myocardial  in- 
farction. The  question  arises  in  my  mind  when  did 
it  occur  and  what  caused  it? 

Hypotension  may  precipitate  a myocardial  in- 
farction or  be  the  result  of  one.  In  this  instance  ei- 
ther of  them  could  be  valid.  The  two  electrocardi- 
ograms seem  to  be  the  proof.  A period  of  arrhythmia 
precipitated  by  the  neostigmine  injection  might  also 
have  been  responsible  for  an  infarct  despite  an  ade- 
quate dose  of  atropine.  This  adverse  effect  would 
be  even  more  likely,  had  the  partial  carbon  dioxide 
pressure  been  high  at  that  time. 

The  Chairman:  Dr.  Stark,  it  is  your  turn. 

Dr.  Stark:  I believe  that  the  preoperative  elec- 
trocardiogram reading  was  not  within  normal  limits, 
but  this  would  worry  me  less  than  operating  on  a 
patient  with  a potassium  of  2.5  mEq.  Merely  putting 
a certain  amount  of  potassium  into  a bottle  of  glucose 
will  not  correct  intracellular  potassium  deficiency. 
I am  not  too  sure  that  a combination  of  pancuronium 
and  enflurane  was  necessarily  the  best  choice  for  this 
patient.  Sodium  thiopental  as  an  induction  agent 
in  a patient  with  a bad  heart  or  one  on  antihyper- 
tensive therapy  is  dangerous  and  can  compromise 
coronary  blood  flow.  Dr.  Milliken’s  point  about  the 
acid-base  status  at  the  time  of  administration  of 
neostigmine  is  valid.  It  was  first  mentioned  by 
Riding  and  Robinson  in  Anaesthesia  in  1961. 2 They 
pointed  out  that  as  long  as  things  were  on  the  alkaline 
side  of  normal,  cardiac  irregularities  were  uncommon 
with  neostigmine  and  atropine.  It  would  be  inter- 
esting to  know  if  attempts  were  made  to  restore  any 
spontaneous  respiration  before  the  reversal  was  de- 
cided. 


Dr.  Shibutani:  Blood  gases  taken  thirty  minutes 
before  the  end  of  surgery  showed  a pH  of  7.57  and  a 
partial  carbon  dioxide  pressure  (pC02)  of  26.  We 
attempted  to  establish  spontaneous  respiration. 

The  Chairman:  Dr.  Keenan,  do  you  wish  to  ad- 
dress the  committee? 

Richard  E.  Keenan,  M.D.:  While  attempting  to 
reestablish  spontaneous  respiration  the  partial  car- 
bon dioxide  pressure  may  rise  rather  quickly,  and  an 
injection  of  neostigmine  at  this  stage  may  cause  se- 
rious problems  as  Dr.  Milliken  has  already  suggested. 
May  I inquire  how  one  would  conclude  from  enzymes 
taken  shortly  after  surgery  that  a myocardial  in- 
farction had  occurred? 

Dr.  Shibutani:  Creatine  phosphokinase  levels 
rose  from  241  on  the  day  of  surgery  to  439  on  the 
second  postoperative  day  and  then  returned  gradu- 
ally to  164. 

The  Chairman:  These  changes  could  always  be 
related  to  muscle  traction  during  surgery.  Did  you 
check  the  serum  glutamic  oxaloacetic  transaminase 
levels,  Dr.  Shibutani? 

Dr.  Shibutani:  They  were  inconclusive.  The 
electrocardiographic  changes,  the  behavior  of  the 
creatine  phosphokinase,  and  the  clinical  picture 
combined  made  me  reach  the  conclusion  that  this 
patient  suffered  an  infarct. 

The  Chairman:  Dr.  Stark,  you  asked  for  the 
floor. 

Dr.  Stark:  I would  not  be  worried  about  antihy- 
pertensive medication  when  I am  called  on  to 
administer  anesthesia.  I also  don’t  see  any  evidence 
here  presented  that  would  make  me  conclude  that 
this  patient  had  a serious  cardiac  disease  prior  to 
surgery.  Under  the  circumstances  of  this  case  I 
might  have  decided  to  keep  the  patient  ventilated 
overnight.  The  combination  of  hypotension  and 
alkalosis  might  have  reduced  the  coronary  blood  flow 
to  a level  critical  enough  to  cause  a myocardial  in- 
farction. The  50-per-minute  heart  rate  in  the  im- 
mediate postoperative  period  might  have  been  the 
first  manifestation  of  such  an  incident.  In  this  case 
before  treating  the  hypotension  I would  have  tried 
fluid  challenge  by  giving  200  ml.  of  normal  saline.  If 
this  did  not  work  I would  have  tried  a beta  stimulator 
rather  than  metaraminol. 

The  Chairman:  I would  have  been  very  much 
concerned  about  the  low  potassium  and  the  severe 
respiratory  alkalosis.3  The  latter  could  normally  be 
easily  corrected  by  decreasing  ventilation,  thus 
making  the  cardiac  function  optimal.  I am  very 
much  against  discontinuing  antihypertensive  med- 
ication before  any  major  operation,  since  hyperten- 
sive patients  tend  to  have  contracted  blood  volume. 
Normal  blood  volume  should  be  established,  if  pos- 
sible, before  elective  surgery  by  lowering  the  blood 
pressure  and  reopening  and  filling  the  contracted 
vessels.  This  patient  may  have  had  arteriosclerosis 
to  start  with,  as  indicated  by  a murmur  over  the  apex. 
I cannot  dismiss  this  murmur  as  unimportant. 
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There  has  been  no  proof  presented  here  that  it  was 
not  a sign  of  arteriosclerotic  and/or  coronary  heart 
disease.  I would  like  to  reiterate  the  remark  made 
by  Dr.  Stark  that  a 50  heart  rate  immediately  after 
surgery  could  have  been  caused  by  a myocardial  in- 
farction around  the  sinoatrial  node,  and  could  have 
spread  thereafter. 

As  a vasoactive  agent  I would  not  have  used  me- 
taraminol.  1 would  have  selected  dopamine,  as  it  is 
known  to  be  free  of  arrhythmias  in  small  doses  of  8 
to  10  micrograms  per  kilogram  per  minute. 

Dr.  Keenan:  I would  go  along  with  Dr.  Radnay’s 
choice  of  dopamine  as  a vasoactive  agent.  I would 
also  agree  with  his  suggestion  that  this  patient  had 
arteriosclerosis.  Thus  the  rather  prolonged  hypo- 
tension could  have  led  to  an  infarct. 

The  Chairman:  Dr.  Schonfeld,  do  you  have  any 
additional  remarks? 

Dr.  Schonfeld:  Making  the  diagnosis  of  coronary 
artery  disease  preoperatively  is  less  important  than 
correcting  electrolyte  imbalance.  It  is  obvious  that 
low'  potassium  might  cover  depleted  intracellular 
potassium  which  is  painstakingly  hard  to  replace.  It 
is  also  time  consuming. 

A normal  preoperative  electrocardiogram  cannot 
be  a guarantee  that  the  patient  does  not  have  coro- 
nary artery  disease,  since  there  are  symptom-free 
imminent  infarcts.  This  could  have  been  one  of 
those  cases. 

Dr.  Milliken:  I would  like  to  add  to  my  previous 
remarks  that  the  low  serum  potassium  was  probably 
detrimental  to  this  patient.  It  made  the  reversal  of 
the  residual  neuromuscular  block  more  difficult. 

The  Chairman:  I would  like  to  stress  that  the 
occurrence  of  a myocardial  infarct  during  anesthesia 
and  surgery  might  be  coincidental  and  independent 
of  our  activities.  Coronary  occlusion  occurs  once  in 
awhile  on  the  operating  room  table  before  anything 
is  done.  Should  one  start  anesthesia  at  this  stage,  the 
blame  would  be  on  the  anesthesiologist  despite  the 


Physicians  divided  on  issue 
of  compulsory  service 

Physicians  are  almost  evenly  divided  on  the  question  of 
whether  young  physicians  who  receive  government  loans 
or  direct  financial  assistance  to  pay  for  their  medical  edu- 
cation should  subsequently  be  required  to  serve  for  a period 
of  time  in  medical  shortage  areas. 

This  was  the  finding  of  an  American  Medical  Association 
poll  reported  in  the  May  24  issue  of  the  Impact  section  of 
American  Medical  News,  the  AMA’s  weekly  newspaper 
for  physicians. 

The  poll  found  that  49.8  per  cent  of  the  physicians  sur- 


fact that  he  could  do  nothing  to  predict  or  prevent 
it. 

In  a normotensive  patient  a systolic  blood  pressure 
of  70  to  90  is  usually  inconsequential.  In  a hyper- 
tensive one,  even  under  the  influence  of  antihyper 
tensive  drugs,  it  should  be  cause  of  concern,  and  one 
should  initiate  vigorous  treatment. 

In  summary,  this  was  a case  of  a misdiagnosed 
“abdominal  aortic  aneurysm”  that  could  not  be 
confirmed  because  of  the  patient’s  severe  reaction  to 
iodine  containing  dye  during  an  attempted  diagnostic 
test  at  an  earlier  date. 

The  monitoring  was  set  up  for  an  anticipated 
major  surgical  intervention,  and  it  was  proper  for  that 
purpose. 

It  is  the  consensus  of  the  members  of  this  com- 
mittee that  the  low  serum  potassium  as  well  as  cel- 
lular potassium  caused  by  prolonged  use  of  antidi- 
uretics changed  the  normal  course  of  events.  The 
committee  finds  it  necessary  to  stress  that  serum 
electrolyte  imbalance  should  be  properly  corrected 
preoperatively  in  any  elective  situation. 

Once  coronary  occlusion  is  suspected  or  has  oc- 
curred it  should  be  promptly  recognized  and  treated. 
Hypotension  is  a natural  consequence  of  such  an 
incident  and  is  tolerated  very  poorly  in  an  individual 
who  has  been  on  antihypertensive  therapy  for 
years. 

The  selection  of  drugs  for  the  treatment  of  hypo- 
tension is  optional,  but  it  should  be  aimed  at  the 
problem  without  any  delay. 
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veyed  are  opposed  to  such  mandatory  service  in  return  for 
financial  aid,  while  45.4  per  cent  favor  it.  The  others  were 
undecided. 

Among  the  physicians  who  voted  for  obligatory  service 
in  areas  of  medical  need,  older  physicians  (age  sixty-five 
and  over)  are  most  strongly  in  favor  (69.7  per  cent).  MDs 
in  the  thirty-five  to  forty-nine  age  bracket  are  least  in 
favor. 

When  asked  if  they  would  require  all  graduating  physi- 
cians— even  those  who  had  received  no  loans  or  financial 
assistance — to  serve  in  shortage  areas,  87  per  cent  of  the 
physicians  polled  said  no. 
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Increasing  emphasis  has  been  placed  in  recent 
years  on  the  problem  of  hypertension  as  a major  risk 
factor  of  strokes,  heart  attacks,  and  kidney  failure. 
Data  have  clearly  established  the  fact  that  elevated 
blood  pressure  at  any  age,  whether  systolic  or  dia- 
stolic, whether  casual  or  basal,  is  of  great  significance; 
the  higher  the  pressure  the  greater  the  risk.1  Based 
on  long-term  treatment  data,  it  has  also  been  estab- 
lished that  treatment  of  hypertension  delays  or 
prevents  end-stage  disease.2 

Possibly  as  a result  of  the  efforts  of  the  National 
High  Blood  Pressure  Education  Program  of  the 
National  Heart  and  Lung  Institute,  as  well  as  the 
pharmaceutical  industry  and  many  professional  and 
paraprofessional  groups,  a definite  increase  in  the 
number  of  patients  with  hypertension  who  were 
aware  of  their  disease  and  in  the  number  who  were 
under  adequate  therapy  was  noted  between  1971  and 
1973-1974  (Fig.  1).  In  1971  approximately  49  per 
cent  of  all  patients  with  hypertension  were  not  aware 
of  their  disease,  and  only  17  per  cent  were  receiving 
adequate  therapy.  In  1973-1974  only  29  per  cent  of 
people  with  elevated  blood  pressure  were  not  aware, 
and  29  per  cent  were  under  adequate  therapy.  A 
large  group  of  patients,  however,  23  per  cent,  knew 
they  had  high  blood  pressure  hut  were  not  receiving 
any  therapy,  and  19  per  cent  who  were  aware  of  their 
disease  were  being  inadequately  treated.  Thus,  42 


per  cent  of  all  hypertensives  with  a potentially  cor- 
rectable disease  were  still  not  being  effectively 
managed  in  1973-1974. 

Other  more  recent  data  regarding  treatment  pat- 
terns are  of  interest.  In  Westchester  County,  New 
York,  approximately  43  per  cent  of  over  11,000  pa- 
tients screened  during  a six-month  period  in  1975 
were  under  adequate  therapy,  a figure  higher  than 
the  national  average.  A recent  chart  review  of  pa- 
tients of  two  internists  in  the  Northeast  is  shown  in 
Table  I.  These  numbers  suggest  that  at  least  in  some 
areas  a further  improvement  in  patterns  of  care  of 
hypertension  is  occurring  but  that  much  remains  to 
be  done. 

Numerous  publications  have  outlined  specific 
methods  of  treating  hypertension.  Long-term 
management  with  antihypertensive  drugs  has  been 
and  should  be  effective  in  approximately  80  to  85  per 
cent  of  patients  regardless  of  the  initial  severity  of 
their  disease.3  Electrocardiographic  abnormalities 
of  left  ventricular  hypertrophy  can  be  reversed  in  a 
significantly  high  percentage  of  patients;  renal  failure 
can  be  delayed  or  prevented,  stroke  incidents  re- 
duced, and  pulmonary  edema  and  congestive  heart 
failure  prevented.2’4  Why  then  have  some  physi- 
cians delayed  treatment  and  others  treated  patients 
but  not  to  the  goal  of  normotensive  blood  pressure 
levels?  Why  are  many  patients  dropping  out  of 
therapy  or  not  adhering  to  treatment  programs? 

Reasons  and  suggested 
remedies  for  nonadherence 

Some  of  the  reasons  why  patients  discontinue 
therapy  are:  (1)  They  are  unaware  of  the  risk  of 
untreated  hypertension;  (2)  they  are  generally 
asymptomatic  and  do  not  usually  seek  out  medical 
care;  or  (3)  when  they  are  treated  and  begin  to  feel 
badly,  they  stop  medication. 

Suggested  remedy.  The  physician  must  assume 
the  role  of  a health  educator  and  acquaint  the  patient 
with  facts  about  hypertension  and  benefits  of  ther- 
apy. This  can  usually  be  done  in  a reasonably  short 
period  of  time  without  necessarily  resorting  to  fear 
techniques.  Information  about  complications  of 
hypertension  can  be  given  without  producing  a panic 
reaction.  For  the  past  twenty  years,  we  have  used  a 
booklet  entitled  How  to  Help  Your  Doctor  Treat 
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HEALTH  AND  NUTRITION 
EXAMINATION  SURVEY 
1971  (PRELIMINARY  DATA) 

(A) 


FOURTEEN  COMMUNITIES 
FEBRUARY,  1973  - JUNE,  1974 

(B) 


(\)  COMPUTED  FROM  UNPUBLISHED  PRELIMINARY  DATA  FURNISHED  BY  THE  NATIONAL  CENTER 
FOR  HEALTH  STATISTICS. 

(3)  HYPERTENSION  DETECTION  AND  FOLLOW-UP  STUDY,  NATIONAL  HEART  AND  LUNG  INSTITUTE 

FIGURE  1.  Per  cent  of  hypertensive  patients  aware,  treated,  and  controlled,  National  Health  Examination  Surveys,  1971, 
and  hypertension  detection  and  follow-up  study,  1973-1974. 


TABLE  I.  Patient  review 


Category 

Number 
of  Cases 

Per  Cent 

Cases  reviewed 

1,692 

100 

Number  of  hypertensive 
patients 

246 

14.5 

Number  controlled  on 
therapy 

133 

54 

Number  uncontrolled  on 
therapy 

68 

28 

Lost  to  follow-up  (on 
therapy,  no  visit  for 
one  year) 

45 

18 

Your  High  Blood  Pressure.  This  booklet  is  now 
available  through  local  heart  associations.  It  has 
been  an  effective  adjunct  to  a discussion  with  the 
patient.  Reinforcement  of  the  message  must  occur 
during  succeeding  office  or  clinic  visits.  Optimism 
and  a positive  approach  are  effective  motivating 
forces  that  help  to  keep  patients  on  therapy.  The 
physician  must  explain  to  the  patient  that  how  he 
feels  may  have  nothing  to  do  with  the  level  of  his 
blood  pressure  and  that  some  side-effects  of  treat- 
ment may  have  to  be  battled  through — that  the 
long-term  results  are  worth  it. 

Cost  and  complexity  of  care  is  often  a patient 
worry  and  another  cause  for  nonadherence. 

Possible  remedies.  Inform  the  patient  that  once 
blood  pressure  is  controlled,  he  need  only  be  seen 


three  to  four  times  a year;  visits  need  not  be  frequent. 
This  approach  has  produced  good  long-term  results 
in  our  experience.  More  important,  the  initial 
work-up  and  subsequent  testing  need  not  be  expen- 
sive, and  selection  of  drugs  can  be  made  in  a cost- 
effective  manner. 

How  to  implement  cost-effective 
good  medical  care  in  hypertension 

Medical  education  in  the  management  of  chronic 
illness,  especially  a disease  such  as  hypertension,  has 
failed  to  stress  certain  important  aspects  of  care. 
The  very  nature  of  our  training  experience  as  phy- 
sicians overemphasizes  the  institutional  approach  to 
care.  Our  training  programs  take  place  in  large  in- 
stitutions; we  deal  with  end-stage  disease,  drama,  and 
catastrophes.  Students  are  trained  to  be  testers; 
they  gain  the  strong  impression  from  their  role  model 
teachers  that  good  medical  care  means  a complete 
work-up — a checklist  approach  to  management. 
The  use  of  advanced  exciting  technology  may 
sometimes  take  precedence  over  judgment.  This 
emphasis  must  change.  F or  years  many  institutions 
trained  students  and  house  staff  alike  in  the  complete 
work-up  approach  to  hypertension;  an  expensive, 
time-consuming  endeavor.  This  approach  is  not 
only  “cost-ineffective”  but  is  not  usually  neces- 
sary. 

Only  1 to  3 per  cent  of  all  hypertensive  patients 
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have  a so-called  correctable  form  of  the  disease;  yet 
the  major  emphasis  in  the  management  of  hyper- 
tensive patients  has  centered  on  these  entities  until 
recent  years.  In  previous  publications,  we  have 
pointed  out  that  a simple,  effective  office  approach 
to  management  need  not  include  intravenous  pye- 
lography, renin  levels,  vanillyl-mandelic  acid  tests, 
and  so  forth,  and  that  by  careful  clinical  evaluation 
most  cases  of  secondary  hypertension  will  at  least  be 
suspected.5  Selective,  complicated  studies  need  be 
done  in  only  a small  percentage  of  patients,  and  even 
in  these  patients  most  of  the  tests  may  be  performed 
in  an  office  or  clinic  setting  in  one  or  two  visits. 

Hospitalization  of  the  patient  with  hypertension 
is  rarely  necessary.  The  arguments  for  hospitaliza- 
tion are:  (1)  that  the  cost  of  tests,  many  of  which 
need  not  be  done  in  the  first  place,  are  not  reim- 
bursable when  they  are  performed  on  outpatients;  or 
(2)  that  the  patient  should  be  hospitalized  for 
blood-pressure  control. 

Recent  recommendations  of  the  Joint  National 
Committee  on  Hypertension  of  the  National  Heart 
and  Lung  Institute  have  reemphasized  that  only  a 
few  simple  tests  are  necessary  in  the  evaluation  of  the 
vast  majority  of  patients  with  hypertension.  These 
include:  (1)  urinalysis;  (2)  serum  potassium;  (3) 

blood  urea  nitrogen  and/or  creatinine;  (4)  electro- 
cardiogram; and  (5)  and  (6),  for  purposes  of  detecting 
other  risk  factors,  a blood  glucose  and  serum  cho- 
lesterol; a chest  x-ray  film  and  uric  acid  level  exam- 
ination may  also  be  indicated.6  Hospitalization  is 
certainly  unnecessary  for  this  type  of  evaluation. 
Reimbursement  for  these  simple  outpatient  proce- 
dures might  save  third-party  payers  the  present 
enormous  cost  of  thousands  of  hospitalizations  for 
a work-up.  The  physician  need  not  worry  about 
being  accused  of  neglect  or  malpractice  if  he  does  not 
order  additional  tests.  If  response  to  subsequent 
therapy  is  unusual  or  specific  symptoms  or  physical 
findings  suggest  a possible  secondary  cause  of  hy- 
pertension, there  is  usually  adequate  time  for  further 
studies. 

Control  of  hypertension  in  the  hospital  is  usually 
a costly  waste  of  time  in  the  majority  of  patients. 
Most  will  require  a totally  different  regimen  of 
therapy  one  to  two  weeks  after  discharge.  Obviously, 
in  extremely  resistant  cases  or  in  the  rare  accelerated 
hypertensive,  hospitalization  may  be  necessary. 

If  we  are  to  increase  patient-physician  adherence 
to  management  of  a chronic  illness  such  as  hyper- 
tension, we  must  change  our  emphasis  in  physician 
training.  Early  in  a physician’s  experience  an  ap- 
preciation of  chronic  illness  must  be  encouraged. 
The  excitement  of  making  an  accurate  clinical  di- 
agnosis without  gadgetry  and  without  complicated, 
expensive  tests  must  be  emphasized. 

Cost  consciousness  must  also  carry  over  into  the 
choice  of  medications.  This  is  often  a neglected  area 
in  any  long-term  treatment  program.  The  1976 
Joint  National  Committee  on  Detection,  Evaluation 


TABLE  II. 

Outline  of  recommended  antihypertensive 
regimens* 

Step 
N umber 

Procedure 

1 

Thiazide  diuretics 

2 

Add  reserpine  or  methyldopa 

3 

or  add  or  substitute 
propranolol 
or  add  or  substitute 
clonidine 
Add  or  substitute 

4 

.hydralazine 
Add  or  substitute 

guanethidine 

* Modified  from  Joint  National  Committee  on  Detection,  Eval- 
uation and  Treatment  of  Hypertension,  National  Heart  and  Lung 
Institute,  1976. 6 


and  Treatment  of  High  Blood  Pressure  has  again 
emphasized  a “stepped-care”  cost-effective  method 
of  treatment.6  A diuretic  agent  is  strongly  advocated 
as  the  first  drug  of  choice  in  therapy  (Table  II).  Cost 
must  be  considered  in  the  choice  of  these  drugs  as 
well  as  in  the  choice  of  second-  or  third-step  drugs. 
For  example,  the  use  of  hydrochlorothiazide  or 
chlorthalidone,  one  to  two  tablets  a day,  might  cost 
between  10  and  20  cents  a day.  The  use  of  spirono- 
lactone, a less  potent  diuretic  which  is  not  usually  as 
effective,  in  a dosage  of  3 or  4 tablets  a day  might  cost 
as  much  as  60  or  70  cents  a day.  Despite  the  fact  that 
the  stepped-care  method  has  been  advocated  for 
several  years  and  is  successful,  approximately  25  to 
30  per  cent  of  all  patients  are  still  started  on  a sec- 
ond-line drug  such  as  alpha  methyldopa,  propranolol, 
Rauwolfia,  or  more  recently,  clonidine  hydrochlo- 
ride.7 

Patient  motivation  increases  if  they  understand 
their  disease,  if  management  is  not  too  costly,  if  life 
style  is  not  drastically  changed,  and  if  they  see  re- 
sults. The  physician  has  a key  role  in  producing  this 
motivation. 

Case  report.  An  example  of  how  a well-moti- 
vated patient  was  managed  is  that  of  a forty-two- 
year-old  asymptomatic  male  who  was  discovered  to 
be  hypertensive  in  1953  during  a routing  insurance 
examination  (Fig.  2).  Blood  pressures  of  between 
240  and  250  over  140  to  150  mm.  Hg  were  recorded, 
to  his  amazement.  Left  ventricular  hypertrophy  was 
noted;  funduscopic  examination  showed  grade  II 
retinopathy.  A blood  urea  nitrogen  of  13.6  mg.  per 
100  ml.  was  recorded.  The  patient  was  treated  with 
Rauwolfia,  50  mg.  per  day,  and  hydralazine  hydro- 
chloride in  increasing  dosages  up  to  600  mg.  per  day, 
doses  considerably  higher  than  are  now  recom- 
mended. Mecarnylamine  hydrochloride,  a ganglion 
blocker  no  longer  in  use  except  in  rare  cases,  was 
added  to  the  regimen,  and  blood  pressure  was  grad- 
ually reduced  as  noted.  The  patient  developed  a 
syndrome  of  fever,  pleuritic  pain,  and  abnormal  liver 
function  test  results  with  a positive  lupus  prepara- 
tion, and  hydralazine  was  discontinued.  He  was 
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42-YEAR-OLD  MALE  WITH  GRADE  II  HYPERTENSION 


BLOOD  PRESSURE 
mm.  Hg. 


FIGURE  2.  Graphic  progress  of  forty-two-year-old  male  with  grade  II  hypertension. 


maintained  on  steroid  therapy  for  approximately  six 
weeks  before  symptoms  cleared. 

When  effective  thiazide  diuretics  were  introduced 
in  1957,  the  patient  was  placed  on  chlorothiazide,  1 
Gm.  per  day.  Since  that  time  he  has  been  main- 
tained on  thiazide  therapy,  guanethidine  in  dosages 
between  10  and  30  mg.  per  day,  and  Rauwolfia,  50 
mg.  per  day.  He  has  remained  normotensive  for 
approximately  seventeen  years  and  is  asymptomatic. 
A marked  decrease  in  voltage  on  the  electrocardio- 
gram and  improvement  in  the  previously  abnormal 
S-T  and  T waves  has  occurred.  The  tracing  is  now 
normal.  Kidney  function  has  remained  within 
normal  limits. 

The  patient  demonstrates  an  excellent  long-term 
response  to  adequate  antihypertensive  therapy.  A 
mortality  rate  of  50  per  cent  within  five  years  would 
have  been  expected  in  a similar  patient  who  had  re- 
mained untreated.  This  patient  experienced  sig- 
nificant side-effects  but  was  able  to  battle  them 
through  because  of  a high  degree  of  motivation.  His 
prognosis  now  is  excellent. 

Other  reasons  for  poor 
statistical  results  of  therapy 

For  many  years  physicians  were  taught  that  high 


blood  pressure  was  merely  a symptom,  that  blood 
pressure  increased  with  age,  that  it  was  somehow 
related  to  arteriosclerosis,  and  that  unless  heart  en- 
largement, albuminuria,  or  funduscopic  findings  were 
present,  nothing  need  be  done  about  high  blood 
pressure.  This  “benign”  condition  was  also  ignored 
because  for  many  years  there  were  no  specific  treat- 
ments available. 

It  is  important  that  epidemiologic  data  re  the  risk 
and  complications  of  hypertension  be  widely  dis- 
tributed to  convince  more  physicians  that  asymp- 
tomatic elevated  blood  pressure  should  be  treated. 

Physicians  are  concerned  about  drug  side-effects 
and  appropriately  so.  None  of  us  likes  to  have  a 
patient  who  feels  well  become  ill  from  treatment. 
However,  we  must  balance  the  benefit  of  treatment 
against  its  risk  and  treat  hypertensive  patients  to  a 
goal  of  normotensive  or  near-normotensive  blood 
pressure  levels  if  at  all  possible.  In  the  management 
of  hypertension,  the  benefit  is  significant;  the  risk  is 
relatively  minimal. 

Case  report.  An  example  of  a patient  in  whom 
adequate  therapy  was  withheld  because  of  a reluc- 
tance to  cause  side-effects  such  as  gout  is  that  of  a 
fifty-eight-year-old  man  with  hypertension  of  ap- 
proximately five  years'  duration  who  was  placed  on 
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FIGURE  3.  Progress  of  fifty-eight-year-old  male  with  hypertension  of  five  years’  duration. 


varying  drugs  including  alpha  methyldopa,  1 Gm.  per 
day;  reserpine,  0.25  mg.  per  day;  guanethidine,  10  mg. 
per  day;  propranolol  in  dosages  up  to  80  mg.  per  day; 
and  furosemide  in  doses  of  40  mg.  per  day  after  hy- 
pertension was  discovered  in  1970  (Fig.  3).  Despite 
these  medications  over  a two-year  period,  the  blood 
pressure  continued  to  be  elevated;  diastolic  pressures 
actually  rose  to  levels  of  130  to  140  mm.  Hg.  He 
showed  left  ventricular  hypertrophy  with  ischemic 
changes,  grade  II  fundi,  with  a blood  urea  nitrogen 
of  18  mg.  per  100  ml.,  and  a uric  acid  of  11.2  mg.  per 
100  ml.  He  was  referred  because  of  continuing  in- 
ability to  control  his  blood  pressure.  On  a change  in 
medication,  which  included  an  increase  in  the  di- 
uretic dosage  to  100  mg.  of  hydrochlorothiazide  per 
day  and  later  100  mg.  per  day  of  chlorthalidone,  an 
increase  in  guanethidine  to  87.5  mg.  per  day,  and  the 
use  of  Rauwolfia  in  doses  of  100  mg.  per  day,  the 
patient’s  blood  pressure  promptly  fell.  He  devel- 
oped a depression  from  the  Rauwolfia,  which  was 
subsequently  discontinued,  and  an  episode  of  gout 
from  the  increasing  dose  of  the  diuretic;  this  has  been 
managed  successfully  with  the  use  of  allopurinol,  100 
mg.  per  day. 

On  therapy  over  the  last  thirty  months,  he  has 
been  relatively  normotensive.  Electrocardiograms 
show  a decrease  in  voltage  of  the  QRS  complexes;  the 
urine  test  results  are  now  negative  with  a normal 
blood  urea  nitrogen  and  normal  uric  acid.  This  is  an 
example  of  a patient  who  was  under  treatment,  going 
to  a physician,  and  taking  medication,  but  who  was 
poorly  controlled  with  obviously  progressive  disease. 


He  was  sufficiently  motivated  to  battle  through  the 
side-effects  of  drugs  until  he  achieved  a good  re- 
sult. 

Conclusion 

Patient-physician  adherence  to  treatment  pro- 
grams in  hypertension  will  improve  as  more  physi- 
cians become  convinced  that  therapy  is  beneficial 
and  apply  some  of  the  suggestions  regarding  sim- 
plicity of  approach,  and  so  forth  to  the  management 
of  their  patients.  The  challenge  of  treating  a serious 
disease  which  has  few  symptoms  can  be  met,  but  it 
requires  a continuing  effort. 

33  Davis  Avenue 
White  Plains,  New  York  10605 
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Aminoglycoside  antibiotics  are  widely  employed 
for  the  treatment  of  serious  gram-negative  bacillary 
infections  of  man.  In  addition,  these  agents  have 
been  used  in  combination  with  penicillins  to  treat 
enterococcal  infection  and  with  penicillinase-resis- 
tant penicillins  or  cephalosporins  for  staphylococcal 
infection.  Unlike  other  antibiotics,  such  as  penicil- 
lins, therapeutic  concentrations  of  aminoglycoside 
are  often  perilously  close  to  the  levels  at  which  toxic 
reactions  occur.  These  may  involve  the  kidney,  the 
principal  excretory  organ  for  the  aminoglycoside 
antibiotics,  the  peripheral  nervous  system,  or  the 
eighth  cranial  nerve.  In  addition,  the  widespread  use 
of  these  drugs  within  hospitals  has  resulted  in  the 
establishment  and  perpetuation  of  a microbial  flora 
which  is  highly  resistant  to  many  aminoglycosides 
and  is  most  likely  to  infect  severely  debilitated  pa- 
tients. Thus  the  clinician  may  be  forced  to  choose 
among  agents  which  may  adversely  affect  his  patients 
without  assurance  of  benefit  to  them.  In  recent 
months,  two  new  members  of  this  group  of  antibiot- 
ics, tobramycin  and  amikacin,  have  become  available 
for  general  use.  Two  additional  drugs,  sisomicin  and 
netilmicin,  have  proved  to  be  effective  in  vitro  and 
in  preliminary  clinical  trials.  Thus,  we  have  been 
prompted  to  review  selected  aspects  of  the  spectrum 
of  activity,  pharmacology,  and  toxicities  of  this  group 
of  antibiotics  in  relation  to  their  clinical  use. 

Spectrum  of  aminoglycosides 

Five  aminoglycoside  antibiotics  are  currently 
available  for  general  clinical  use,  streptomycin,  kan- 
amycin. gentamicin,  tobramycin,  and  amikacin,  and 
two  are  currently  available  on  an  experimental  basis 


only;  they  are  sisomicin  and  netilmicin  (Table  I). 
Streptomycin,  kanamycin,  and  tobramycin  are  de- 
rived from  Streptomyces  species  while  gentamicin 
and  sisomycin  are  products  of  Micromonosporum 
species.  Amikacin  and  netilmicin  are  semisynthetic 
derivatives  of  kanamycin  and  sisomicin  respective- 
ly. 

Enterococci  are  resistant  to  aminoglycoside  anti- 
biotics by  conventional  testing  methods.1  However, 
these  organisms  may  be  susceptible  to  high  concen- 
trations of  the  aminoglycosides  in  vitro  and  to  clini- 
cally attainable  concentrations  of  aminoglycosides 
plus  penicillins  or  cephalosporins.  It  has  been  shown 
that  enterococci  resistant  to  penicillin-streptomycin 
combinations  are  resistant  to  concentrations  of  5,000 
micrograms  per  milliliter  of  that  aminoglycoside 
alone.  Organisms  susceptible  to  the  combination  are 
sensitive  to  much  lesser  concentrations  of  strepto- 
mycin alone,  but  not  sufficiently  sensitive  for  clinical 
purposes  unless  penicillin  is  added  to  enhance 
streptomycin  penetration.2  Estimates  of  the  prev- 
alence of  high-level  resistance  to  aminoglycosides 
vary.  Standiford,  DeMaine,  and  Kirby5  found  that 
39  per  cent  of  enterococci  isolated  in  Seattle  were 
resistant  to  a penicillin-streptomycin  combination 
while  10  per  cent  were  resistant  to  penicillin-kan- 
amvcin.  In  Boston  40  per  cent  of  blood-urine  and 
80  per  cent  of  wound  enterococcal  isolates  showed 
high-level  resistance  to  streptomycin,  while  18  per 
cent  of  blood,  27  per  cent  of  urine,  and  77  per  cent  of 
wound  enterococci  were  highly  resistant  to  kan- 
amycin.4 The  combination  of  penicillin  and  genta- 
micin has  been  effective  against  all  enterococci.5,6 
Tobramycin  acts  synergistically  with  penicillin 
against  Streptococcus  faecalis,  one  of  the  species  of 
enterococci;  however,  it  has  not  been  active  against 
strains  of  Streptococcus  faecium,  the  other  major 
species  comprising  this  group.6 

Many  Staphylococcus  aureus  strains  are  suscep- 
tible in  vitro  to  gentamicin  and  tobramycin.  Fur- 
ther, these  antibiotics  have  speeded  the  sterilization 
of  blood  cultures  and  cardiac  vegetations  when  used 
in  combination  with  penicillin  or  semisynthetic 
penicillins  to  treat  experimental  staphylococcal  en- 
docarditis. 1 8 While  there  has  been  some  experience 
with  these  combinations  in  the  treatment  of  clinical 
staphylococcal  endocarditis,  controlled  studies  of  the 
efficacy  and  toxicity  of  this  combination  have  not  yet 
been  reported. 

The  antibiotics  differ  considerably  in  their  spec- 
trum of  activity  against  gram-negative  bacilli  (Table 
II).  Streptomycin  is  inactive  against  most  clinical 
isolates  and  is  rarely  employed  in  treatment  of  these 
infections.  Kanamycin  is  active  against  a large 
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TABLE  I.  Aminoglycoside  antibiotics — 1976 


Expected 

,■ Administration ^Peak  Level 

Dose*  Fre-  (micro- 

(mg.  per  quencyt  grams  per  r Toxicity  1—4+ 


Antibiotic 

kilogram) 

Route 

(Hours) 

milliliter) 

Renal 

Auditory 

Vestibular 

Available  for 
general  use 
Streptomycin 

7.5 

Intramuscularly 

12 

20 

2 + 

1 + 

3+ 

Kanamycin 

7.5 

Intramuscularly 

12 

20  to  25 

2+ 

2+ 

1 + 

Gentamicin 

1.66 

Intramuscularly 

8 

5 to  8 

2+ 

1 + 

2 + 

Tobramycin 

1.66 

or  intravenously 
Intramuscularly 

8 

5 to  8 

1 to  2+ 

1+ 

2+ 

Amikacin 

7.5 

or  intravenously 
Intramuscularly 

12 

25 

25 

2+ 

1 + 

Available  for 

experimental 

use 

Sisomicin 

1.3 

or  intravenously 
Intramuscularly 

8 

4 to  6 

3+ 

1 + 

2+ 

Netilmicin 

2.5 

or  intravenously 
Intramuscularly 

8 

6 to  12 

20  per  cent 

Much 

Much 

or  intravenously 

gentamicin 

less  than 
gentamicin 

less  than 
gentamicin 

* Doses  indicated  are  for  serious  (life-threatening)  systemic  infection  in  adults.  Smaller  doses  should  be  employed  for  less  serious  in- 
fection. 

TFrequencies  indicated  are  for  patients  with  normal  renal  function.  See  text  for  modification  of  dose  and/or  frequency  in  patients 
with  abnormal  renal  function. 


TABLE  II.  Activity  of  aminoglycoside  antibiotics 


r 


Escherichia  Entero- 

Antibiotic  coli  Klebsiella  bacter 

Available  for 
general  use 
Streptomycin 
Kanamycin 
Gentamicin 
Tobramycin 
Amikacin 
Available  for 

experimental  use 
Sisomicin 
Netilmicin 


Activity  1—4+ \ 

Gentamicin- 

Pseudo-  f — Resistant* — s, 
monas  Pseudo- 


Serratia 

Proteus 

aeruginosa  Enterics 

monas 

0 

1 + 

0 

1 + 

0 

1 + 

2+ 

0 

0 

0 

2-3  + 

3-4+ 

3+ 

0 

0 

1 + 

3-4+ 

4+ 

0 

0 

2-3  + 

3+ 

3 + 

3+ 

1 + 

2+ 

3-4+ 

3+ 

0 

0 

1-2  + 

4+ 

3+ 

3+ 

1+ 

3-4+  3+  3+ 

4+  4+  4+ 


2+ 

3+ 

3-4+ 

3-4+ 

4+ 


1 + 

2 + 
3+ 

2-3+ 

4+ 


1 + 
2+ 
3+ 

2-3+ 

4+ 


* Rare  in  outpatients  or  new  admissions.  May  be  found  in  more  than  20  per  cent  of  nosocomial  isolates. 


proportion  of  the  enteric  organisms  isolated  from 
outpatients  and  a smaller  number  of  nosocomial 
isolates.  It  is  inactive  against  Pseudomonas  aeru- 
ginosa. Thus,  its  usefulness  in  clinical  situations  is 
limited.  Gentamicin  is  active  against  most  enteric 
gram-negative  bacilli  isolated  from  outpatients,  pa- 
tients recently  admitted  to  the  hospital,  and  patients 
who  have  not  previously  received  antibiotics.  Fur- 
thermore, this  antibiotic  is  active  against  P.  aerugi- 
nosa. However,  hospitalized  patients  receiving  an- 
tibiotics may  be  colonized  and  infected  with  genta- 
micin-resistant bacterial  strains.910  Tobramycin  is 
highly  active  against  P.  aeruginosa  and  is  the  ami- 
noglycoside antibiotic  of  choice  for  most  systemic 
infections  caused  by  this  organism.11  However,  the 
antibiotic  is  somewhat  less  active  than  gentamicin 
against  some  enteric  bacilli  and  has  not  proved  to  be 


active  against  most  gentamicin-resistant  nosocomial 
isolates  with  the  exception  of  P.  aeruginosa.  Ap- 
proximately 50  per  cent  of  gentamicin-resistant 
Pseudomonas  strains  may  be  sensitive  to  tobramy- 
cin. Amikacin  has  been  active  against  most  enteric 
bacilli  including  many  gentamicin-resistant  noso- 
comial strains  and  P.  aeruginosa  in  vitro.12  It  has 
also  proved  to  be  effective  in  treatment  of  serious 
clinical  gram-negative  bacillary  infections.13,14 
Thus,  in  those  hospitals  where  gentamicin-resistant 
organisms  are  known  to  be  prevalent,  amikacin  would 
appear  to  be  an  excellent  agent  for  preliminary 
treatment  of  serious  hospital-acquired  infections, 
pending  results  of  cultures  and  sensitivities.  Siso- 
micin is  slightly  more  active  against  many  enteric 
bacteria  than  gentamicin.11  However,  it  is  inactive 
against  most  gentamicin-resistant  strains.  Netil- 
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micin  is  effective  against  most  enteric  bacteria  in 
vitro,  except  Serratia,  and  is  active  against  many 
gentamicin-resistant  organisms. l- 

Bacterial  resistance  to  aminoglycoside  antibiotics 
may  be  due  to  ( 1)  failure  of  the  antibiotic  to  penetrate 

!|  to  the  site  of  its  lethal  activity,  (2)  alteration  of  the 
antibiotic  binding  site,  or  (3)  enzymatic  alteration 

I and  inactivation  of  the  antibiotic.  In  most  clinical 
situations,  enteric  bacterial  resistance  to  aminogly- 
I cosides  can  be  related  to  the  latter  mechanism.  The 
I enzymes  inactivate  aminoglycosides  by  either 
phosphorylation,  acetylation,  or  adenylvlation  of  the 
I compound.  These  enzymes  are  products  of  extra- 
chromosomal  DNA  (deoxyribonucleic  acid)  plasmids 
called  “R  factors”  which  are  readily  transferred 
among  the  Enterobactericeae  by  bacterial  conjuga- 
tion.15 Several  aminoglycoside-inactivating  enzymes 
have  been  described,  and  they  vary  in  their  substate 
specifity.16  For  example,  neomycin-kanamycin 
phosphotransferase  1 (NPT-1)  will  modify  kan- 
amycin  but  not  gentamicin,  sisomicin,  or  amikacin, 
while  gentamicin  acetyltransferase  1 (GAC-1)  will 
modify  gentamicin,  sisomicin,  and  tobramycin  but 
not  amikacin.  Thus  bacteria  bearing  these  R factors 
vary  in  susceptibility  to  the  aminoglycoside  antibi- 
otics. R factors  frequently  confer  resistance  to  sev- 
eral unrelated  antibiotics  in  addition  to  one  or  more 
aminoglycosides.  Bacteria  containing  these  R fac- 
tors are  at  an  advantage  in  an  environment  where  any 
of  these  antibiotics  are  present.  Hospitalized  pa- 
tients receiving  antibiotics  are  frequently  colonized 
by  one  or  more  organisms  containing  R factors.  In 
this  circumstance,  the  antibiotic-resistant  organisms 
may  establish  clinical  infection,  transfer  the  R factor 
to  more  virulent  organisms,  or  simply  be  passed  on 
to  another  patient. 

Clinical  use  of  aminoglycosides 

Aminoglycoside  antibiotics  should  not  be  em- 
ployed in  situations  where  less  toxic  drugs  will  suffice, 
such  as  community-acquired  urinary  tract  infections. 
Further,  the  choice  of  aminoglycoside  can  best  be 
made  when  the  identity  of  the  infecting  pathogen  has 
been  confirmed  in  the  microbiology  laboratory  and 
its  antimicrobial  susceptibility  determined.  How- 
ever, in  situations  where  the  clinical  status  of  the 
patient  requires  broad-spectrum  treatment  before 
complete  microbiologic  information  is  available, 
preliminary  treatment  writh  an  aminoglycoside  may 
be  necessary.  A logical  choice  can  be  made  by  as- 
sessing the  likely  pathogens  and  their  susceptibility 
patterns.  Streptomycin  has  traditionally  been  used 
together  with  penicillin  to  treat  enterococcal  endo- 
carditis.17 However,  in  view  of  the  increased  num- 
bers of  enterococci  resistant  to  that  combination, 
blood  isolates  should  be  tested  for  synergy  in  vitro. 
Where  resistance  is  demonstrated,  gentamicin  should 
be  substituted.6  Experimental  studies  suggest  that 
gentamicin  should  be  added  to  a semisynthetic 
penicillinase-resistant  penicillin  for  optimal  treat- 


ment of  S.  aureus  endocarditis.7-8  However,  the 
benefits  of  combined  therapy  have  not  yet  been 
demonstrated  in  clinical  situations.  Gentamicin  is 
an  excellent  choice  for  patients  with  proved  or  sus- 
pected gram-negative  bacillary  infection  who  have 
not  yet  been  treated  with  antibiotics  in  the  hospital 
or  patients  in  facilities  where  gentamicin-resistant 
strains  have  not  become  predominant.  Tobramycin 
may  be  initially  employed  for  patients  in  whom  P. 
aeruginosa  sepsis  is  highly  suspect,  such  as  those 
with  third-degree  burns,  acute  myelogenous  leuke- 
mia, or  agranulocytosis.  Amikacin  may  be  employed 
in  situations  where  gentamicin  is  indicated.  In  ad- 
dition, this  drug  is  effective  against  most  of  the  gen- 
tamicin-resistant nosocomial  strains.  Thus,  it  is  the 
preferred  treatment  for  presumed  nosocomial 
gram-negative  sepsis  in  hospitals  where  significant 
gentamicin  resistance  exists. 

Doses  of  aminoglycoside  antibiotics  designed  to 
achieve  therapeutic  concentrations  in  blood  are 
shown  in  Table  I.  These  may  be  employed  initially 
irrespective  of  renal  function.  Patients  with  normal 
renal  function  should  be  treated  at  the  indicated 
intervals.  Elderly  patients  or  individuals  with  ab- 
normal or  unstable  renal  function  will  require  mod- 
ification of  the  frequency  and/or  dose  of  aminogly- 
coside after  initial  treatment,  as  will  be  indicated.  It 
is  important  to  recognize  that  doses  of  aminogly- 
cosides should  be  related  to  the  weight  of  the  patient 
and  the  expected  volume  of  distribution  of  the  drug 
to  achieve  desired  therapeutic  blood  levels.  Arbi- 
trary doses  of  aminoglycoside,  which  are  conveniently 
packaged  in  disposable  syringes  but  are  not  indi- 
vidualized to  the  patient’s  weight  and  renal  function, 
may  result  in  inadequate  or  toxic  serum  concentra- 
tions. 

Formulas  have  been  devised  to  modify  aminogly- 
coside doses  in  patients  with  impaired,  but  stable, 
renal  function.  These  are  based  on  demonstrated 
linear  relationships  between  the  half-lives  of  the 
drugs  and  serum  creatinine  or  creatinine  clearance. 
For  example,  the  half-life  of  kanamycin  and  amikacin 
may  be  estimated  by  multiplication  of  the  serum 
creatinine  by  3, 18,19  while  the  half-life  of  gentamicin 
is  the  product  of  serum  creatinine  times  4. 20  Tob- 
ramycin half-life  is  related  to  serum  creatinine  by  a 
factor  of  2. 7. 21,22  Two  regimens  have  been  employed 
to  maintain  appropriate  serum  aminoglycoside 
concentration  after  initial  injection  of  the  drug.  The 
first  varies  the  frequency  between  the  standard  an- 
tibiotic doses.  Gentamicin  is  given  every  second 
half-life  which  is  equivalent  to  intervals  of  8 times  the 
serum  creatinine  in  hours.  Tobramycin  is  given 
every  second  to  third  half-life,  or  at  intervals  of  6 
times  the  creatinine;  and  kanamycin  and  amikacin 
are  given  every  third  half-life  or  intervals  of  9 times 
the  serum  creatinine. 

It  is  evident  that  in  many  patients  with  advanced 
renal  insufficiency  there  will  be  prolonged  intervals 
between  antibiotic  doses.  Since  antibiotic  concen- 
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trations  will  fall  to  25  per  cent  or  less  of  their  peak 
levels  by  the  aforementioned  variable  frequency 
regimen,  the  seriously  ill  patient  may  be  inadequately 
treated  for  significant  periods.  Thus,  a variable  dose 
regimen  has  been  proposed.  This  treatment  is  de- 
signed to  give  desired  peak  concentrations  of  anti- 
biotic by  varying  the  dose  of  aminoglycoside  ad- 
ministered at  standard  intervals.  The  amount  ex- 
creted in  patients  with  varying  creatinine  clearance 
is  calculated.  In  most  situations  with  stable  renal 
function  creatinine  clearance  can  be  related  to  the 
patient’s  serum  creatinine,  body  weight,  and  age.23’24 
Nomograms  for  administration  of  gentamicin  by  this 
method  are  published.24’25  Although  the  trough 
levels  of  antibiotic  observed  with  the  variable  dose 
regimen  vary  widely,  no  increased  nephrotoxicity  has 
been  noted.26 

Assay  of  aminoglycoside  concentrations  in  sera  of 
all  patients,  including  those  with  stable  renal  func- 
tion, is  desirable  since  wide  variation  in  levels  have 
been  noted  in  patients  with  comparable  degrees  of 
renal  insufficiency.27  Monitoring  of  antibiotic  levels 
is  essential  in  patients  with  unstable  renal  function 
since  nomograms  are  not  applicable  in  these  cir- 
cumstances. Assay  is  also  very  desirable  in  elderly 
patients  in  whom  creatinine  clearance  may  be  sub- 
stantially reduced  despite  apparently  normal  serum 
creatinine  concentration.23’28 

Aminoglycosides  are  cleared  from  serum,  to  a 
moderate  degree,  by  hemodialysis.  Reduction  in 
predialysis  levels  by  50  to  60  per  cent  during  six-hour 
periods  of  hemodialysis  have  been  reported.29-31 
Since  some  excretion  may  also  occur  between  dialy- 
ses, 75  to  100  per  cent  of  the  initial  treatment  may  be 
given  following  hemodialysis  done  2 to  3 times  per 
week.  Alternatively,  50  per  cent  of  the  initial  dose 
may  be  given  at  the  start  and  50  per  cent  at  the  con- 
clusion of  hemodialysis.32  Assay  to  monitor  levels 
is  desirable  in  these  situations  and  would  be  required 
in  patients  dialyzed  more  or  less  frequently.  Ami- 
noglycoside antibiotics  are  poorly  transported  across 
the  uninflamed,  noncirrhotic  peritoneum.  However, 
in  situations  where  peritoneal  dialysis  is  to  be  un- 
dertaken for  prolonged  periods,  greater  than  12 
hours,  antibiotic  may  be  added  to  the  dialysis  fluid 
to  maintain  desired  serum  concentrations.  For  ex- 
ample, 10  mg.  of  gentamicin  is  added  to  each  liter  of 
peritoneal  dialysis  fluid  to  yield  a final  concentration 
of  10  micrograms  per  milliliter.33 

In  patients  with  marked  renal  insufficiency, 
chemical  inactivation  of  aminoglycosides  by  car- 
benicillin  may  reduce  their  serum  concentrations.34 
Chemical  interaction  between  these  antibiotics  will 
also  occur  in  vitro.34,35  Thus  these  antibiotics  should 
not  be  infused  via  the  same  apparatus  or  mixed  to- 
gether in  dialysis  fluids.  In  anuric  patients  the 
half-life  of  both  carbenicillin  and  gentamicin  is  suf- 
ficiently prolonged  to  allow  in  vivo  inactivation  of 
gentamicin.  In  such  circumstances,  additional  doses 
of  0.3  to  0.5  mg.  per  kilogram  of  gentamicin  should 


be  given  24  to  36  hours  after  dialysis  to  maintain 
therapeutic  concentrations  of  this  antibiotic.34 

Toxicity  of  aminoglycosides 

Neuromuscular  blockade,  nephrotoxicity,  and 
eighth  cranial  nerve  dysfunction  are  the  most  im- 
portant toxic  reactions  to  aminoglycosides.  Neu- 
romuscular blockade  is  potentially  the  most  serious 
of  these  reactions  since  it  may  lead  to  death  by  re- 
spiratory paralysis.36  Fortunately  it  occurs  very 
rarely  in  clinical  practice.  Patients  exhibiting  signs 
of  mechanical  respiratory  difficulty  should  be 
promptly  treated  by  intubation,  assisted  ventilation, 
and  calcium  salts  which  antagonize  this  effect. 

Nephrotoxic  reactions'  are  considerably  more 
common  and  are  frequently  clinically  significant. 
Assessment  of  these  reactions  is  complicated  by 
several  factors.  Many  of  the  patients  treated  with 
aminoglycosides  have  preexisting  renal  functional 
abnormalities.  Such  patients  frequently  are  treated 
with  other  potentially  nephrotoxic  agents  before, 
during,  or  after  aminoglycoside  therapy.  The  in- 
fections for  which  aminoglycosides  are  employed  may 
also  result  in  renal  damage.  Nonetheless,  it  is  ap- 
parent that  some  acute  renal  dysfunction  is  attrib- 
utable to  aminoglycoside  therapy.  For  example,  it 
has  been  estimated  that  changes  in  renal  function 
occur  in  about  8 per  cent  of  patients  treated  with 
gentamicin.37’38  Renal  dysfunction  appears  to  be 
more  likely  in  patients  with  elevated  trough  levels  of 
that  antibiotic.  The  precise  trough  level  at  which 
toxic  reactions  may  occur  is  controversial.26,38 
However,  it  is  apparent  that  efforts  should  be  made 
to  keep  trough  levels  of  gentamicin,  that  is,  the  lowest 
serum  concentration  of  antibiotic  or  the  level  ob- 
served just  prior  to  administration  of  parenteral 
medication,  well  under  4 micrograms  per  milliliter. 

The  relative  assessment  of  renal  toxicity  of  the 
various,  aminoglycosides  listed  on  Table  I is  subjec- 
tive. Controlled  randomized  studies  to  compare 
these  reactions  in  clinical  situations  have  not  been 
possible  because  of  the  differing  spectrum  of  the 
antibiotics.  Nonetheless,  it  is  apparent  that  all  of 
these  drugs  can  and  do  cause  damage  in  some  pa- 
tients. In  most  circumstances  this  appears  to  be 
reversible  following  discontinuation  of  the  offending 
drug.  However,  it  is  imperative  that  renal  function 
be  carefully  monitored  during  and  after  aminogly- 
coside treatment.  Urinalyses  and  measurement  of 
blood  urea  nitrogen  and  serum  creatinine  concen- 
trations two  to  three  times  per  week  are  appropriate. 
Monitoring  of  aminoglycoside  concentrations,  par- 
ticularly trough  levels,  is  also  desirable  to  detect  toxic 
accumulations  of  drugs  rapidly  and  limit  or  prevent 
nephrotoxic  disease. 

Studies  evaluating  the  toxicities  of  the  experi- 
mental antibiotics,  sisomicin  and  netilmicin,  are  thus 
far  quite  limited.  Sisomicin  appears  to  be  somewhat 
more  nephrotoxic  than  gentamicin  in  experimental 
animals  while  netilmicin  has  been  considerably  less 
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toxic.  Further  information  is  necessary  to  assess 
toxicities  of  these  aminoglycoside  antibiotics  in 
clinical  situations. 

Ototoxic  reactions  to  aminoglycosides  may  involve 
the  auditory  or  vestibular  apparatus.  They  appear 
to  be  dose-related  and  occur  more  frequently  in  el- 
derly patients,  subjects  with  renal  insufficiency,  or 
those  receiving  prolonged  treatment  with  amino- 
glycosides.39'40 Further,  they  may  become  apparent 
after  discontinuation  of  the  drugs.  The  incidence 
of  auditory  damage  may  be  underestimated  since 
initial  reactions  involve  high-frequency  hearing  loss 
and  are  undetectable  in  ordinary  conversation. 
Auditory  damage  may  be  potentiated  by  the  simul- 
taneous use  of  other  toxic  drugs  such  as  ethacrinic 
acid.39  Vestibular  reactions  are  more  common  than 
auditory  dysfunction  in  patients  treated  with 
streptomycin,  gentamicin,  and  tobramycin.  These 
are  frequently  reversible.  Increasing  use  of  elec- 
tronystagmometry  may  permit  earlier  detection  of 
these  reactions  as  audiometry  has  detected  subclin- 
ical  hearing  dysfunction.  It  remains  to  be  deter- 
mined whether  these  procedures  will  reduce  the  in- 
cidence of  subsequent  clinical  disease. 

Veterans  Administration  Hospital 
408  First  Avenue 
New  York,  N.Y.  10010 
(DR.  SIMBERKOFF) 
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Drug  Information* 


Questions  and  Answers 


In  response  to  numerous  daily  questions  concerning 
albuterol  ( Salbutamol , Ventolin),  the  following  infor- 
mation is  provided. 

During  the  past  decade,  albuterol,  a beta-adrenergic 
bronchodilator,  has  been  commercially  available  as  an  oral 
inhalation,  tablets,  syrup,  and  intravenous  injection  in 
Europe,  Canada,  South  America,  Australia,  and  Asia.  At 
the  present  time,  the  product  is  under  investigation  in  the 
forms  of  an  oral  inhalation,  tablets,  and  syrup  in  the  United 
States  by  Schering  Corporation. 

Albuterol  has  been  shown  to  be  as  effective  as  isoprote- 
renol (Isuprel)  for  rapid  relief  of  bronchospasm  with  a more 
prolonged  action  and  fewer  cardiac  effects.1  Albuterol  has 
also  been  shown  to  be  as  effective  a bronchodilator  as  ter- 
butaline  sulfate2  and  metaproterenol  sulfate.3 

Guleria  et  al. 1 conducted  a double-blind  study  to  in- 
vestigate the  effect  of  albuterol  in  15  patients  having 
moderately  severe  airway  obstruction  due  to  bronchial 
asthma.  On  the  first  day,  9 patients  (group  1)  received  a 
single  oral  dose  of  albuterol  (2  mg.),  and  the  remaining  6 
received  placebo  (group  2).  On  the  next  day,  all  the  pa- 
tients were  given  a standard  dose  of  10  mg.  sublingual 
isoproterenol.  The  authors  found  that  albuterol  produced 
significantly  greater  bronchodilatation  than  placebo,  and 
the  degree  of  bronchodilatation  was  comparable  to  that 
produced  by  10  mg.  isoproterenol  given  sublingually.  The 
effect  of  albuterol  started  within  half  an  hour  and  contin- 
ued for  up  to  six  hours.  The  effect  of  isoproterenol  starts 
within  fifteen  to  thirty  minutes  and  continues  up  to  two 
hours.4  Albuterol’s  cardiovascular  side-effects  were 
minimal  and,  unlike  some  conventional  bronchodilators, 
it  did  not  aggravate  existing  hypoxia.  The  authors  con- 
cluded that  albuterol  appeared  to  be  a superior  broncho- 
dilator when  compared  to  other  sympathomimetic 
drugs. 

Murray  et  al . 5 conducted  studies  to  determine  the  ef- 
fects of  albuterol  and  isoproterenol  in  58  children  with 
asthmatic  attacks.  Alternate  cases  received  two  puffs  ei- 
ther of  isoproterenol,  250  micrograms,  or  of  albuterol,  200 
micrograms.  In  34  of  these  examinations,  the  medication 
was  preceded  by  a control  inhalation  of  water.  After  giving 

* The  “Questions  and  Answers”  column  is  compiled  by  the 
Arnold  and  Marie  Schwartz  International  Pharmaceutic  and 
Therapeutic  Drug  Information  Center  of  Brooklyn  College  of 
Pharmacy,  Long  Island  University,  600  Lafayette  Avenue, 
Brooklyn,  New  York  11216.  The  purpose  of  the  Center  is  to 
provide  therapeutic  and  pharmaceutic  information  not  readily 
available  to  physicians,  pharmacists,  and  related  health  profes- 
sionals at  no  charge  and  with  minimal  time  involvement.  The 
( 'enter  is  staffed  by  specially  trained  pharmacists.  Walter  Model!, 
M.l )..  Emeritus  Professor  of  Pharmacology  at  Cornell  University 
Medical  College,  is  pharmacologist  consultant.  The  service  is 
available  from  9:00  A.M.  to  4:30  P.M.,  Mondav  through  Friday, 
at  (212)622-8989  or  636-7535. 


isoproterenol  there  was  a rise  in  heart  rate  which  appeared 
to  be  dose  related.  No  significant  change  in  heart  rate 
occurred  after  either  albuterol  or  water.  There  was  also 
a tendency  for  oxygen  tension  to  fall  as  isoproterenol- 
induced  bronchodilatation  occurred.  By  contrast,  the 
oxygen  tension  tended  to  rise  as  albuterol-induced  bron- 
chodilatation increased.  The  authors  concluded  that  al- 
buterol was  at  least  as  efficient  a bronchodilator  as  iso- 
proterenol and  appeared  to  have  few6r  side-effects. 

Choo-Kang  et  al.2  conducted  a clinical  study  in  21  pa- 
tients with  chronic  asthma  to  compare  the  efficacy  of  al- 
buterol and  terbutaline  sulfate.  The  patients  received 
inhalation  of  either  500  micrograms  of  terbutaline  or  200 
micrograms  of  albuterol  delivered  from  pressurized  me- 
tered-dose  dispensers.  The  order  of  drug  administration 
was  randomized.  The  data  indicated  that  these  two 
aerosols  were  equal  in  potency  and  duration.  Legge  et  al. 6 
also  found  that  the  side-effects  produced  by  albuterol  and 
terbutaline  were  similar. 

Tala  et  al.3  conducted  a double-blind  study  in  12  pa- 
tients suffering  from  asthma  to  investigate  the  broncho- 
dilating  activity  of  isoproterenol  (200  micrograms),  me- 
taproterenol (1,500  micrograms),  and  albuterol  (200  mi- 
crograms) as  compared  with  a placebo  containing  only  inert 
propellant.  The  comparison  consisted  of  testing  each 
patient  by  inhalation  of  one  of  the  drugs  on  each  of  four 
consecutive  days.  The  authors  found  that  the  responses 
to  metaproterenol  and  albuterol  were  almost  as  rapid  as 
to  isoproterenol,  but  their  bronchodilator  effects  were  of 
significantly  longer  duration.  The  bronchodilator  effects 
of  metaproterenol  and  albuterol  were  similar.  However, 
another  study  conducted  by  Kennedy  and  Simpson  showed 
that  albuterol  produced  a longer  duration  of  clinically  ef- 
fective bronchodilatation  than  did  metaproterenol.7 

Smith  and  Davies8  investigated  the  long-term  use  of 
albuterol  inhaler  in  14  patients  with  reversible  broncho- 
spasm to  determine  if  resistance  developed  to  the  bron- 
chodilator effect  of  the  drug.  Repeated  intrabronchial 
administration  of  albuterol  was  carried  out  under  normal 
uncontrolled  conditions.  No  diminution  in  the  effect  of 
albuterol  was  observed,  suggesting  that  under  clinical 
conditions,  resistance  to  the  drug  did  not  occur. 

In  conclusion,  albuterol  appears  to  be  as  effective  a 
beta-adrenergic  bronchodilator  as  isoproterenol,  me- 
taproterenol, and  terbutaline,  and  possibly  possesses  fewer 
side-effects  than  isoproterenol.  Its  length  of  action  ap- 
pears to  be  longer  than  isoproterenol  and  possibly  similar 
or  longer  than  metaproterenol.  Long-term  use  of  albuterol 
in  therapeutic  doses  does  not  appear  to  produce  resistance 
of  beta-adrenoreceptors. 

1.  Uuleria,  J.  S.,  et  al.:  Evaluation  of  orally  administered 
salbutamol  in  the  relief  of  bronchospasm  in  bronchial  asthma. 
South.  M.  4.  67:  1337  (Nov.)  1974. 

2.  Choo-Kang,  Y.  F.  J.,  et  al.:  Clinical  trials:  a comparison 
of  salbutamol  and  terbutaline  aerosols  in  bronchial  asthma. 
Practitioner  211: 801  (1973). 

3.  Tala,  E.,  et  al.:  Double-blind  comparison  of  isoprenaline, 
orciprenaline  and  salbutamol  aerosols  in  patients  with  asthma, 
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adrenergic  stimulant  drugs  in  bronchial  asthma.  Brit.  M.  J.  1: 637 
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7.  Salhutamol:  A review,  Drugs  1:  274  (1971). 
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Do  you  have  any  information  concerning  the  use  of 
colchicine  in  the  treatment  of  psoriasis? 

Psoriasis  is  characterized  by  a 12-fold  acceleration  in  the 
rate  of  cell  division. 1 Thus,  various  agents  which  affect  cell 
division  have  been  investigated  for  the  treatment  of  this 
condition. 

Our  files  contain  two  reports  in  which  colchicine,  a cy- 
totoxic plant  alkaloid,  was  used  to  treat  psoriasis.--3 

Kaidbey  et  al . 2 utilized  topical  colchicine  (not  available 
commercially  but  compounded  bv  incorporating  colchicine 
powder  in  a suitable  base)  to  treat  12  patients  with  resistant 
plaque-tvpe  psoriasis  refractory  to  treatment  with  topical 
steroids,  tars,  or  anthralin.  Once-daily  application  of  1 per 
cent  colchicine  in  hydrophylic  ointment  produced  sub- 
stantial resolut  ion  of  recalcitrant  psoriatic  plaques,  espe- 
cially those  on  the  trunk.  With  occlusion  lower  concen- 
trations of  the  drug  (0.25  and  0.5  per  cent)  were  usually 
effective.  A thick  viscous  base  ( hydrophylic  petrolatum ) 
was  more  effective  than  hydrophilic  cream  base  (hydro- 
philic ointment  ),  presumably  because  of  greater  occlusivity. 
Clearing  of  psoriasis  in  some  cases  took  from  six  to  twelve 
weeks.  Irritation  and  tenderness  were  the  main  side-ef- 
fects noted  and  usually  subsided  after  withholding  treat- 
ment for  three  to  four  days.  Hematalogic  or  other  systemic 
signs  of  colchicine  toxicity  did  not  occur. 

Plaques  which  underwent  complete  remission  remained 
clear  for  more  than  six  months.1  However,  in  partially 
cleared  up  plaques,  relapses  occurred  from  four  to  eight 
weeks  after  treatment  was  stopped. 

In  1959,  Van  Scott  and  Reinertson3  included  colchicine 
among  several  drugs  which  they  tested  for  the  treatment 
of  psoriasis.  One  patient  received  weekly  intravenous 
doses  of  colchicine,  and  involved  areas  of  skin  appeared  less 
erythematous  and  scaly  after  five  weeks  of  therapy.  These 
same  investigators  also  studied  5 patients  who  were  treated 
with  0.1  to  3.6  mg.  of  colchicine  in  2 cc.  of  70  to  90  per  cent 
alcohol  (0.005  to  0.18  per  cent)  applied  topically  under 
occlusive  dressing.  They  found  that  when  colchicine  as 
well  as  other  cytostatic  agents  are  used  in  psoriasis,  gross 
healing  of  lesions  observed  clinically  can  be  correlated  with 
histologic  alterations  in  the  epidermis. 

The  latest  edition  of  Goodman  and  Gilman4  lists  the 
following  pharmacologic  properties  of  colchicine.  The 
drug  is  known  to  have  both  antimitotic  and  anti-inflam- 
matory activity.  Colchicine  has  the  ability  to  bind  to  mi- 
cromolecular  protein,  and  thus  it  interferes  with  the 
function  of  the  mitotic  spindle  which  causes  depolymer- 
ization and  disappearance  of  the  fibrillar  microtubules  in 
granulocytes  and  other  motile  cells.  This  may  explain 
colchicine’s  ability  to  interfere  with  leukocyte  mobilization 
during  inflammation.  Colchicine  also  is  known  to  inhibit 
the  release  of  histamine  granules  from  mast  cells  and  the 
movement  of  melanin  granules  in  melanophores.  Col- 
chicine’s action  in  psoriasis  may  be  related  to  one  or  more 


of  these  cytotoxic  or  anti-inflammatory  mechanisms. 

In  conclusion,  studies  supporting  the  use  of  colchicine 
for  the  treatment  of  psoriasis  are  limited.  Its  use  is  ex- 
perimental, and  studies  are  needed  to  further  evaluate  its 
effectiveness  and  toxicity. 

1.  Voorhees,  J.  J.,  and  Duell,  E.  A.:  Psoriasis  as  a possible 
defect  of  (he  adenvl  cyclase-cyclic  AMP  cascade.  Arch.  Dermat. 
& Syph.  104:352  (1971). 

2.  Kaidbey,  K.  H.,  et  al.:  Topical  colchicine  therapy  for  re- 
calcitrant psoriasis,  ibid.  1 1 1:  33  (Jan.)  1975. 

3.  Van  Scott,  E.  J.,  and  Reinertson,  R.  P.:  Morphologic  and 
physiologic  effects  of  chemotherapeutic  agents  in  psoriasis,  J. 
Invest.  Dermat.  33:  357  (1959). 

4.  Goodman,  L.  S.,  and  Gilman,  A.,  Eds.:  The  Pharmaco- 
logical Basis  of  Therapeutics,  5th  ed.,  New  York,  The  Macmillan 
Co.,  p.  351,  1975. 

Please  supply  information  concerning  the  use  of  in- 
travenous fat  emulsion  ( Intralipid ) for  total  parenteral 
nutrition. 

Hyperalimentation  or  TPN  (total  parenteral  nutrition) 
has  become  an  accepted  means  of  achieving  an  anabolic 
state  in  patients  otherwise  unable  to  maintain  normal  ni- 
trogen balance.  The  standard  TPN  solution  used  to  date 
consists  of  50  per  cent  dextrose  combined  with  either  casein 
hydrolysate  (Amigen),  fibrin  hydrolysate  (Aminosol),  or 
crystalline  amino  acid  mixture  (FreAmine).  Because  of 
the  hvperosmolarity  of  this  solution,  it  must  be  adminis- 
tered by  a catheter  introduced  into  a central  vein  to  prevent 
sclerosis.  Other  major  complications  which  may  occur 
include  infection,  hyperglycemia,  hypoglycemia  after  the 
sudden  cessation  of  infusion,  and  hyperchloremic  meta- 
bolic acidosis.  Recently,  a 10  per  cent  IFE  (intravenous 
fat  emulsion),  which  may  be  administered  as  part  (no  more 
than  60  per  cent)  of  TPN  intravenously  via  a peripheral 
vein  as  well  as  by  central  venous  infusion  has  become 
available  in  the  United  States. 

IFE  consists  of  10  per  cent  soybean  oil,  1.2  per  cent  egg 
yolk  phospholipids,  2.25  per  cent  glycerin,  and  water  for 
injection.  The  soybean  oil  is  a refined  natural  product 
consisting  of  a mixture  of  neutral  triglycerides  of  pre- 
dominantly unsaturated  fatty  acids.  IFE  has  an  osmo- 
larity  of  approximately  280  mOsm.  per  liter  which  is  iso- 
tonic (as  compared  with  approximately  1,110  mOsm.  per 
liter  for  protein  hydrolysate  solution  with  50  per  cent 
dextrose),  and  a total  caloric  value  of  1.1  calories  per  mil- 
liliter. Because  of  stability  difficulties,  IFE  must  not  be 
mixed  with  electrolytes  or  other  nutrient  solutions,  but  it 
may  be  infused  into  the  same  peripheral  vein  as  a carbo- 
hydrate-amino  acid  solution  by  means  of  a Y-connector 
located  near  the  infusion  site.1 

Yeo  et  al.2  compared  two  groups  of  postsurgical  patients: 
one  group  of  12  patients  received  IFE,  glucose,  and  protein 
by  peripheral  vein,  while  the  other  group  of  4 patients  re- 
ceived the  more  traditional  TPN  solution  of  hypertonic 
glucose  and  protein  via  central  venous  infusion.  The  data 
indicated  that  the  two  modes  of  therapy  were  equally  ef- 
fective. The  authors  concluded  that,  since  IFE  does  not 
require  central  venous  administration  and  cannot  cause 
hypertonic  complications,  it  is  safer  and  easie  to  use  than 
traditional  TPN  solutions. 

Coran3  treated  31  infants  and  children  with  a peripheral 
infusate  consisting  of  two  separate  bottles:  one  contained 
IFE  while  the  other  contained  10  per  cent  glucose,  amine 
acids,  electrolytes,  and  vitamins.  All  patients  except  one 
demonstrated  a weight  gain  during  the  study  period,  and 
the  authors  stated  that  there  were  no  complications  related 
directly  to  the  hyperalimentation.  Although  a mild  to 
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moderate  eosinophilia  occurred  in  a large  number  of  the 
patients,  no  clinical  manifestations  were  noted.  In  addi- 
tion, one  child  developed  anemia,  but  it  was  considered 
secondary  to  iron  deficiency  since  no  iron  supplements 
were  administered  during  the  hyperalimentation  period. 

Puri  and  associates4  treated  14  infants  suffering  from 
congenital  abnormalities  of  the  gastrointestinal  tract  with 
a peripheral  infusate  consisting  of  three  basic  solutions: 
(1)  amino  acids,  fructose,  and  electrolytes;  (2)  20  per  cent 
intravenous  fat  emulsion;  and  (3)  10  per  cent  dextrose.  All 
patients  gained  weight  during  the  period  of  observation, 
and  no  cases  of  septicemia  were  noted. 

Lipson  and  coworkers5  reported  one  case  of  thrombo- 
cytopenia after  IFE  administration  in  a neonate,  and 
therefore  suggested  that  daily  platelet  counts  should  be 
performed  in  neonates  receiving  this  product. 

Caution  should  be  exercised  in  administering  IFE  to 
patients  with  severe  liver  damage,  pulmonary  disease, 
anemia,  or  blood  coagulation  disorders,  or  when  there  is 
danger  of  fat  embolism.  When  it  is  administered,  the 
patient’s  capacity  to  eliminate  the  infused  fat  from  the 
circulation  must  be  monitored.  The  lipemia  must  clear 
between  daily  infusions.  During  long-term  therapy,  liver 
function  tests  should  be  performed.  Adverse  reactions 
directly  related  to  IFE  are  (1)  immediate  or  early  adverse 
reactions,  each  of  which  has  been  reported  to  occur,  in 
clinical  trials,  with  an  incidence  of  less  than  1 per  cent: 
dyspnea,  cyanosis,  allergic  reactions,  hyperlipemia,  hy- 
percoagulability, nausea,  vomiting,  headache,  flushing, 
increase  in  temperature,  sweating,  sleepiness,  pain  in  the 
chest  and  back,  slight  pressure  over  the  eyes,  dizziness  and 
irritation  at  the  site  of  infusion,  and  rarely  thrombocyto- 
penia in  neonates;  (2)  delayed  adverse  reactions:  hepa- 
tomegaly, splenomegaly,  thrombocytopenia,  leukopenia, 
transient  increases  in  liver  function  test  results,  and 
overloading  syndrome  (focal  seizures,  fever,  leukocytosis, 
splenomegaly,  and  shock).1 

In  conclusion,  IFE  is  indicated  as  a source  of  calories  and 
essential  fatty  acids  for  patients  requiring  parenteral  nu- 
trition for  extended  periods  of  time  (usually  for  more  than 
five  days)  and  as  a source  of  essential  fatty  acids  when  a 
deficiency  occurs. 1 It  appears  to  offer  an  advancement  in 
the  area  of  TPN,  since  it  may  be  administered  in  a pe- 
ripheral vein. 

1.  Intralipid,  Cutter  Laboratories,  Berkeley,  California, 
package  insert. 
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106:  792  (1973). 
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children  without  the  use  of  a central  venous  catheter,  Ann.  Surg. 
179:  445  (Apr.)  1974. 
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Please  supply  information  concerning  the  use  ofhalo- 
peridol  for  the  treatment  of  choreiform  movements. 

Normal  striatal  function  depends  on  a balance  in  the 
influence  of  the  cholinergic  and  dopaminergic  systems. 
Alteration  of  one  system,  either  in  disease  or  by  drugs,  can 
alter  the  effects  of  the  other  system  in  the  striatum.  When 
the  cholinergic  influence  is  greater  than  the  dopaminergic 
influence,  Parkinson’s  disease  occurs.  When  the  dopa- 
minergic influence  is  greater  than  the  cholinergic  influence, 
choreiform  movements  occur.  Therefore,  therapy  of  either 
condition  should  be  directed  toward  restoring  the  balance 
between  these  two  systems.1  Parkinson’s  disease  is  often 


treated  with  levodopa  (Dopar,  Larodopa),  which  is  con- 
verted to  dopamine,  and/or  with  anticholinergic  agents 
which  reduce  the  cholinergic  influence.  On  the  other  hand, 
reports  in  the  literature  indicate  that  clinical  improvement 
of  choreiform  movements  sometimes  occur  following  ad- 
ministration of  drugs  such  as  reserpine,  that  deplete  dop- 
amine in  the  brain,  or  that  fully  block  central  dopamine 
receptor  sites,  such  as  haloperidol  (Haldol).2-3  Although 
the  currently  available  dopamine  depletors  may  be  effec- 
tive, dosage  needs  to  be  large,  and  significant  adverse  ef- 
fects essentially  prevent  their  use.1 

The  abnormal  involuntary  movements  characterized  as 
chorea  occur  in  a variety  of  clinical  syndromes  including 
Huntington’s  chorea.  Identical  movements  are  also  ob- 
served in  tardive  dyskinesia,  Sydenham’s  chorea,  hyper- 
thyroid chorea,  spontaneous  lingual-facial-buccal  dyski- 
nesia of  the  elderly,  the  dyskinesia  resulting  from  chronic 
levodopa  therapy,  and  the  choreiform  syndromes  seen 
during  chronic  abuse  of  amphetamines  and  similar 
agents.4 

Kazamatsuri  et  al.5  treated  7 of  13  patients  suffering 
from  tardive  dyskinesia  with  haloperidol  8 mg.  daily.  At 
the  end  of  the  second  week  oral  dyskinetic  movements  had 
completely  disappeared  in  5 out  of  7 patients  and  were 
reduced  in  the  other  2.  By  the  end  of  the  twelfth  week,  all 
patients  manifested  some  degree  of  oral  dyskinesia,  and 
thus  at  the  start  of  the  fifteenth  week,  the  haloperidol 
dosage  was  increased  to  16  mg.  daily.  Two  weeks  later,  3 
patients  showed  considerable  reduction  in  the  frequency 
of  oral  dyskinesia,  2 patients  developed  severe  malaise 
necessitating  drug  discontinuance,  and  2 patients  showed 
no  improvement  in  oral  dyskinesia.  Replacement  of 
haloperidol  by  a matched  placebo  in  the  nineteenth  week 
resulted  in  rapid  reappearance  of  oral  dyskinesia  to  the 
pretreatment  level. 

Siegel  and  Mones6  treated  a patient  with  generalized 
choreiform  movements  with  haloperidol  0.5  mg.  twice  a day 
with  gradual  increments  over  a week  until  the  level  of  2 mg. 
three  times  a day  was  reached.  At  this  dosage,  there  was 
a marked  reduction  in  the  frequency  and  amplitude  of  all 
the  involuntary  movements.  After  one  week,  therapy  with 
haloperidol  was  abruptly  discontinued  and  replaced  by 
placebo.  By  the  sixth  day  of  placebo  therapy,  the  severity 
of  the  choreiform  movements  equaled  the  pretreatment 
level.  Haloperidol  therapy  was  resumed,  and  the  patient 
was  quickly  stabilized  on  2 mg.  three  times  a day.  At  ex- 
amination, after  four  and  seven  months,  the  patient  con- 
tinued to  be  relatively  stable. 

In  conclusion,  pharmacologically,  haloperidol  should  be 
effective  for  the  treatment  of  dyskinesias,  but  relatively  few 
clinical  studies  have  confirmed  this.  Other  authors  have 
implicated  haloperidol  in  the  production  of  these  move- 
ments.7-9 Therefore,  additional  controlled  studies  will 
have  to  be  performed  before  this  therapy  can  be  recom- 
mended. A recent  study  by  Longstreth,  Go,  and  Malage- 
lada10  notes  considerable  benefit. 
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dyskinesia  with  haloperidol  and  tetrabenazine.  Am.  .1  Psychiat 
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Do  you  have  any  information  about  the  current  status 
of  drugs  utilized  systemically  as  male  antifertility 
agents ? 

Several  pharmacologic  approaches  appear  promising  for 
the  purpose  of  male  contraception.  Theoretically,  inhi- 
bition of  spermatogenesis  by  control  of  gonadotropins, 
alteration  of  sperm  formation,  interference  with  sperm 
maturation  in  the  epididymis,  interference  with  sperm 
transport  in  the  vas  deferens,  or  alteration  of  the  seminal 
fluid,  either  alone  or  in  combination,  are  potential  mech- 
anisms of  action  as  male  contraceptives.1 

Sperm  counts  as  high  as  20  million  per  milliliter  are 
thought  to  be  consistent  with  infertility2;  however,  some 
investigators  suggest  that  absolute  guarantees  of  infertility 
cannot  be  made  unless  consistently  azoospermic  semen 
specimens  are  found.3 

Mauss  et  al.3  administered  an  intramuscular  injection 
of  250  mg.  testosterone  enanthate  ( Delatestrvl)  once  a week 
for  twenty-one  weeks  to  7 healthy  young  males.  Mean 
sperm  counts  were  reduced  from  a pretreatment  value  of 
73  million  to  below  3 million  sperm  per  milliliter  within 
nine  weeks  of  testosterone  administration  and  remained 
at  this  level  for  the  entire  treatment  period.  Mean  semen 
volume,  libido,  potency,  and  secondary  sex  characteristics 
were  unaffected.  Not  until  thirteen  weeks  post-treatment 
did  sperm  counts  markedly  increase  to  a mean  sperm  count 
of  63  million  sperm  per  milliliter;  however,  sperm  counts 
in  3 males  remained  below  pretreatment  values  twenty-five 
to  twenty-eight  weeks  after  cessation  of  testosterone.  This 
makes  predictions  as  to  the  reversibility  of  this  treatment 
for  a given  patient  difficult. 

Brenner  et  al. 4 utilized  a progestin-androgen  combina- 
tion in  an  attempt  to  synergistically  suppress  spermato- 
genesis and  maintain  circulating  testosterone  at  normal 
levels  to  minimize  unwanted  effects  expected  if  each  agent 
were  given  individually.  Four  healthy  male  volunteers 
were  instructed  to  take  20  mg.  norethandrolone  orally  for 
ninety  days.  In  addition,  on  the  first  treatment  day,  either 
3 or  4 polydimethyl  siloxane  capsules  containing  20  mg.  of 
testosterone  (not  commercially  available)  were  subder- 
mally  placed  in  the  forearm(s)  of  each  volunteer.  The 
authors  found  that  20  mg.  of  norethandrolone  given  orally 
each  day  were  inadequate  for  inhibiting  spermatogenesis. 
Although  norethandrolone  did  suppress  endogenous  an- 
drogen levels,  it  had  little  effect  on  libido  or  potency,  and 
the  testosterone  administered  was  inadequate  for  main- 
taining normal  circulating  levels  of  testosterone.  The  four 
volunteers  demonstrated  considerable  variation  in  their 
sperm  counts  during  all  phases  of  the  study.  None 
achieved  azoospermia,  although  all  subjects  had  a lowering 
of  sperm  counts  sometime  during  the  treatment  period. 
All  hormone  levels  returned  to  normal  pretreatment  values 
within  three  months  of  discontinuation  of  the  medica- 
tions. 


Skoglund  and  Paulson’’  administered  danazol  (an  ana- 
logue of  ethinyl  testosterone,  under  investigation  by 
Sterling-Winthrop)  to  normal  male  volunteers  using  one 
of  three  treatment  regimens:  an  eight  to  twelve-week 

control  phase,  a twelve  to  sixteen-week  drug  phase,  and  a 
variable  recovery  phase.  Danazol  600  mg.  per  day  orally 
produced  a modest  reduction  in  sperm  counts,  but  danazol 
600  mg.  per  day  orally  plus  testosterone  propionate  (Oreton 
propionate)  10  mg.  intramuscularly  three  times  weekly, 
reduced  sperm  counts  below  2 million  per  milliliter  in  3 of 
4 men.  Danazol  600  mg.  per  day  orally  plus  testosterone 
enanthate  200  mg.  intramuscularly  once  per  month 
dropped  sperm  counts  to  less  than  1 million  per  milliliter 
in  3 of  3 men  in  eighteen  weeks.  The  authors  suggested 
that  the  combination  of  danazol  plus  testosterone  exerted 
its  major  action  directly  on  the  testis,  since  danazol  by  itself 
reversibly  inhibits  steroidogenesis  independent  of  its  effect 
on  gonadotropins.  They  also  suggested  that  the  addition 
of  relatively  small  doses  of  testosterone  propionate  or  en- 
anthate enhanced  the  depressive  effect  of  danazol  on 
spermatogenesis  and  removed  the  problem  of  impaired 
libido. 

Various  other  methods  are  just  being  investigated  in- 
cluding estrogen-androgen  combinations,  selective  alpha 
adrenergic  blockage,  the  use  of  5-thio-D-glucose  (a  sugar 
that  interferes  with  spermatogenesis  by  inhibiting  glucose 
transport  across  the  cell  membrane  of  maturing  sperma- 
tazoa),  and  also  post-testicular  antifertility  agents  related 
to  alpha-chlorohydrin.6 

Several  drugs  are  being  investigated  for  systemic  use  as 
male  contraceptives.  Much  more  research  is  needed,  and 
none  of  these  drugs  appears  to  be  near  marketing. 
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Please  provide  me  with  information  concerning  cime- 
tidine in  the  treatment  of  peptic  ulcer. 

The  physiologic  actions  of  histamine  are  mediated  by  at 
least  two  distinct  classes  of  receptors:  fT  and  H2.  Those 
receptors  which  respond  to  histamine  can  be  blocked  by 
conventional  antihistaminic  drugs  and  are  referred  to  as 
Hi  receptors.  Gastric  acid  secretion,  stimulated  by  his- 
tamine and  pentagastrin,  can  be  inhibited  by  a new  class 
of  drugs  referred  to  as  H2-receptor  antagonists.  The 
Ho-receptor  antagonist  most  extensively  studied  in  man 
has  been  metiamide.  which  has  as  part  of  its  structure,  a 
thiourea  group.  Thiourea-containing  drugs  are  known  to 
cause  agranulocytosis,  and,  in  fact,  transient  agranulocy- 
tosis developed  in  2 patients  receiving  metiamide.1 
Therefore,  another  H2-receptor  antagonist,  cimetidine, 
with  a cyanoguanidine  replacing  the  thiourea  portion  was 
synthesized.  This  agent  is  at  least  as  effective  as  meti- 
amide and  has  a longer  duration  of  action.2  (At  the  present 
time,  cimetidine  is  under  investigation  by  Smith  Kline  & 
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French  Laboratories  in  the  United  States.) 

Henn  et  al . 1 conducted  a study  of  cimetidine  in  7 pa- 
tients having  duodenal  ulcer.  Oral  doses  of  100,  200,  and 
300  mg.  of  cimetidine  or  an  optimal  effective  dose  of  pro- 
pantheline bromide  (Pro-Banthine)  were  tested.  Each 
dose  of  cimetidine  significantly  inhibited  basal  and  meal- 
stimulated  secretion.  After  300  mg.,  basal  acid  secretion 
was  essentially  zero  for  at  least  five  hours.  The  meal- 
stimulated  three-hour  acid  output  after  the  300 -mg.  dose 
was  reduced  by  67  per  cent.  Cimetidine,  300  mg.,  de- 
creased meal-stimulated  acid  secretion  significantly  more 
than  an  optimal  effective  dose  of  propantheline  bromide. 
Inhibition  of  meal-stimulated  gastric  acid  secretion  showed 
a significant  relation  to  peak  blood  cimetidine  concentra- 
tion. Cimetidine  did  not  affect  meal-stimulated  gastrin 
release.  No  toxicity  was  observed  after  serial  doses  given 
during  these  tests.  The  authors  concluded  that  cimetidine 
may  be  useful  in  the  treatment  of  acid-peptic  diseases 
provided  no  important  toxicity  appears  on  chronic  test- 
ing. 

Pounder  et  al ,3  treated  10  patients  with  benign  gastric 
ulcer  with  cimetidine  0.8  or  1.6  Gm.  per  day  for  six  weeks. 
Relief  of  symptoms  was  rapid,  and  endoscopy  at  the  end 
of  treatment  showed  that  all  the  ulcers  had  healed.  No 
untoward  clinical  or  laboratory  effects  were  reported. 

Richardson  et  al.2  studied  the  effect  of  cimetidine  on 
food-stimulated  acid  secretion  in  3 duodenal  ulcer  patients. 
Oral  doses  of  cimetidine  (50,  100,  200,  300,  and  400  mg.) 
were  given  immediately  before  meals,  and  acid  secretion 
was  measured  for  three  hours.  The  authors  found  that 
cimetidine  given  at  the  same  time  as  a meal  markedly  in- 
hibits food-stimulated  acid  secretion.  Onset  of  action 
occurred  during  the  first  thirty  minutes  with  maximal  in- 
hibition at  two  hours.  The  degree  of  inhibition  was 
dose-related;  with  400  mg.,  acid  secretion  was  completely 
abolished  during  the  period  of  maximum  effectiveness,  and 
even  with  50  mg.  acid  secretion  was  decreased  by  62  per 
cent. 

In  conclusion,  cimetidine  has  been  shown  to  be  a com- 
petitive histamine  Ho-receptor  antagonist  and  an  effective 
inhibitor  of  gastric  secretion.  Cimetidine  may  be  useful 
in  the  treatment  of  acid-peptic  diseases  provided  no  im- 
portant toxicity  appears  on  long-term  use. 
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I note  that  diazepam  ( Valium ) and  chlordiazepoxide 
( Librium ) are  recommended  to  be  initiated  at  a lower 
dosage  in  the  elderly.  At  what  age  should  these  reduced 
dosages  be  utilized ? 

It  is  not  uncommon  to  find  increased  sensitivity  to  cer- 
tain therapeutic  agents  in  the  elderly,  including  the  ben- 
zodiazepines: chlordiazepoxide,  diazepam,  flurazepam 

(Dalmane),  and  oxazepam  (Serax).  In  the  case  of  benzo- 
diazepines, this  increased  sensitivity  is  manifested  by 
greater  frequency  of  ataxia,  dizziness,  oversedation,  and 
confusion.  This  is  the  basis  for  the  lower  dosage  recom- 
mendations in  the  elderly. 

Flurazepam  has  been  associated  with  at  least  30  reports 
of  confusion,  mainly  in  elderly  and  debilitated  patients.1 


The  Boston  Collaborative  Surveillance  Program2  reported 
that  the  frequency  of  central  nervous  system  side-effects 
related  to  chronic  diazepam  administration  has  been  noted 
to  increase  significantly  between  the  ages  of  forty  and 
seventy. 

Klotz  et  al. 3 conducted  an  investigation  of  the  effect  of 
age  on  the  deposition  and  elimination  of  diazepam.  In 
normal  individuals,  the  plasma  half-life  of  this  drug  ex- 
hibited a striking  age  dependence;  at  twenty  years  of  age, 
the  half-life  was  about  twenty  hours,  but  it  increased  lin- 
early with  age  to  about  ninety  hours  at  eighty  years,  a four- 
to  fivefold  increase.  The  authors  suggested  that  the  pro- 
longation of  the  half-life  of  diazepam  with  age  is  primarily 
dependent  on  an  increase  in  the  initial  volume  of  distri- 
bution of  the  drug.  The  plasma  concentration-time  course 
of  the  active  metabolite  of  diazepam,  desmethyldiazepam, 
was  also  affected  by  age.  In  older  individuals,  the  initial 
presence  and  the  peak  values  of  desmethyldiazepam  were 
observed  later,  and  the  metabolite  was  present  in  lower 
concentrations.  Despite  the  prolonged  half-life  with  age, 
the  constancy  of  diazepam  clearance  indicated  that  the 
drug  plasma  concentration  will  not  accumulate  any  more 
in  the  elderly  than  in  the  young. 

To  minimize  increased  central  nervous  system  side- 
effects,  particularly  in  the  elderly,  the  dosage  of  the  ben- 
zodiazepines should  be  initiated  at  the  smallest  effective 
amount  and  increased  gradually  as  needed  and  tolerated.4 
Personal  communication  with  Roche  Laboratories  indi- 
cated that  the  following  initial  dosage  recommendations 
appear  to  be  indicated  in  patients  of  sixty  years  of  age  and 
older4:  flurazepam  15  mg.,5  chlordiazepoxide  5 mg.,  two 
to  four  times  daily,6  and  diazepam  2 to  2.5  mg.  once  or  twice 
daily.7  In  addition  the  recommended  dose  of  oxazepam 
in  the  elderly  is  10  mg.  three  times  daily.8 

In  conclusion,  although  the  mechanism  has  not  been 
clearly  established,  geriatric  patients  appear  to  be  more 
sensitive  to  benzodiazepine  derivatives  than  younger 
adults.  Chronologic  age  is  arbitrary  and  does  not  neces- 
sarily correspond  to  biologic  age.  However,  it  appears  that 
in  patients  sixty  years  of  age  and  older,  the  lower  dosage 
recommendation  for  elderly  patients  provided  in  the 
package  inserts  should  be  followed  to  minimize  ataxia, 
oversedation,  dizziness,  and  confusion. 

1.  Correia,  A.:  Medical  Communications  Associate,  Profes- 
sional Services,  Roche  Laboratories,  personal  correspondence  Oct. 
20,  1975,  to  author. 

2.  Boston  Collaborative  Surveillance  Program.  1973:  Clin- 
ical depression  of  the  central  nervous  system  due  to  diazepam  and 
chlordiazepoxide  in  relation  to  cigarette  smoking  and  age,  New 
England  J.  Med.  288:  277  (Feb.  8)  1973. 

3.  Klotz,  U.,  et  al. : The  effects  of  age  and  liver  disease  on  the 
disposition  and  elimination  of  diazepam  in  adult  man,  J.  Clin. 
Invest.  55:  347  (Feb.)  1975. 

4.  Roche  Laboratories  and  the  author:  Personal  communi- 
cation. 

5.  Physicians’  Desk  Reference,  Oradell,  New  Jersey,  Medical 
Economics  Company,  1976,  p.  1280. 

6.  Ibid.:  p.  1290. 

7.  Ibid.:,  p.  1307. 

8.  Ibid.:  p.  1700. 

Please  provide  information  concerning  thioridazine  as 
related  to  sexual  dysfunction  in  males. 

Several  case  reports  describe  the  absence  of  ejaculation, 
orgasm,  and  erection  during  coitus  or  masturbation  in 
males  receiving  thioridazine  (Mellaril)  for  the  treatment 
of  various  neurotic  or  psychotic  disorders.1-8  However 
in  most  of  the  cases,  the  ability  of  the  patients  to  have 
erection  and  orgasm  remained  intact,  but  not  ejaculation. 
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Singh4  reported  successful  use  of  thioridazine  in  the 
treatment  of  premature  ejaculation.  A few  patients  are 
also  described  who  had  reductions  in  nocturnal  emissions, 
and  an  occasional  patient  who  reported  failuffc  to  ejaculate 
experienced  the  occurrence  of  "white  urine.”2,3 

Recently  Kotin  et  al.H  reviewed  cases  of  87  sexually  ac- 
tive males;  23  (group  A)  were  receiving  thioridazine  alone, 
30  (group  B)  had  taken  other  major  tranquilizers,  and  the 
remaining  34  (group  C)  had  taken  both  thioridazine  and 
other  major  tranquilizers  at  different  times,  and  have  been 
included  in  the  data  analysis  of  groups  A and  B.  In  the 
thioridazine  groups  (A  and  C),  sexual  dysfunction  occurred 
in  60  per  cent  of  the  patients:  44  per  cent  had  trouble 
achieving  erection,  35  per  cent  had  difficulty  maintaining 
erection,  49  per  cent  reported  changes  in  ejaculation,  4 had 
changes  in  the  quality  of  orgasm,  and  2 had  pain  during 
orgasm.  In  the  other  tranquilizer  groups  (B  and  C),  25  per 
cent  had  sexual  dysfunction:  19  per  cent  had  difficulty 
achieving  erection,  1 1 per  cent  had  difficulty  maintaining 
erection,  2 had  changes  in  the  quality  of  orgasm,  and  none 
reported  changes  in  ejaculation  or  pain  during  orgasm.  Of 
the  34  patients  (group  C),  5 reported  difficulties  in  sexual 
functioning  associated  with  both  thioridazine  and  other 
major  tranquilizers,  20  reported  sexual  difficulties  asso- 
ciated with  thioridazine  but  not  with  other  tranquilizers, 
and  2 patients  reported  difficulties  with  other  major 
tranquilizers  but  not  with  thioridazine.  Seven  patients 
had  no  sexual  difficulties. 

In  most  of  the  case  reports  and  in  the  Kotin  et  al.H  study, 
the  most  common  sexual  problems  with  thioridazine  are 
associated  with  ejaculatory  dysfunction.  Failure  to  ejac- 
ulate has  been  reported  to  occur  as  early  as  four  hours  after 
a single  50-mg.  dose  of  thioridazine,  and  does  not  appear 
to  be  dose  related.2,8  These  problems  have  been  reversible 
soon  after  discontinuation  of  thioridazine.2  7 

A proposed  mechanism  for  ejaculatory  failure  is  due  to 
alpha-adrenergic  blockade  resulting  in  retrograde  ejacu- 
lation or  absence  of  contraction  of  the  seminal  vesicle, 
ampulla,  and  ductus  deferens.2,8,9 

Shader2  suggested  that  although  other  phenothiazines 
may  show  more  alpha-adrenergic  blocking  side-effects  than 
thioridazine  (nasal  congestion,  postural  hypotension,  mi- 
osis, and  gastrointestinal  disturbances),  the  latter  may  also 
exert  an  additional  action  at  peripheral  alpha-adrenergic 
sites  in  the  sexual  apparatus. 

In  conclusion,  current  information  suggests  that  sexual 
dysfunction  associated  with  thioridazine  may  be  more 
widespread  than  previously  believed.  Although  more  data 
are  needed  to  determine  the  true  incidence  of  this  problem, 
sexual  dysfunction  occurring  in  male  patients  treated  with 
thioridazine  must  not  be  considered  uncommon. 
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What  is  the  latest  recommended  treatment  for  syphi- 
lis? 

The  incidence  of  syphilis  is  increasing  sharply,  thus  it 
is  important  to  be  aware  of  the  latest  recommended  ther- 
apy for  this  condition. 

The  drug  regimen  of  choice  for  patients  with  early 
syphilis  (primary,  secondary,  or  latent  syphilis  of  less  than 
one  year’s  duration)  is  benzathine  penicillin  G (Bicillin, 
Permapen)  2.4  million  units  total  by  intramuscular  injec- 
tion at  a single  session,  or  aqueous  procaine  penicillin  G 
(Crysticillin.  Duracillin,  Wycillin)  600,000  units  by  intra- 
muscular injection  daily  for  eight  days.  Patients  allergic 
to  penicillin  should  receive  either  tetracycline  hydrochlo- 
ride or  erythromycin  (stearate,  ethylsuccinate,  or  base)  500 
mg.  four  times  a day  by  mouth  for  fifteen  days. 

Patients  with  syphilis  of  more  than  one  year’s  duration 
(latent  syphilis  of  indeterminate  or  more  than  one  year’s 
duration,  cardiovascular,  late  benign,  or  neurosyphilis) 
should  receive  benzathine  penicillin  G 2.4  million  units  by 
intramuscular  injection  weekly  for  three  consecutive  weeks, 
or  aqueous  procaine  penicillin  G 600,000  units  by  intra- 
muscular injection  daily  for  fifteen  days.  CSF  (cerebro- 
spinal fluid)  examination  is  mandatory  in  patients  with 
suspected  symptomatic  neurosyphilis.  It  should  also  be 
noted  that  some  clinicians  prefer  to  hospitalize  patients 
with  neurosyphilis,  particularly  if  they  are  symptomatic 
or  have  not  responded  to  initial  therapy.  In  these  in- 
stances, patients  are  treated  with  from  12  to  24  million 
units  of  aqueous  crystalline  penicillin  each  day  for  ten  days. 
Patients  allergic  to  penicillin  should  be  treated  with  either 
tetracycline  hydrochloride  or  erythromycin  (stearate, 
ethylsuccinate,  or  base)  500  mg.  four  times  a day  by  mouth 
for  thirty  days. 

Patients  at  all  stages  of  pregnancy  who  are  not  allergic 
to  penicillin,  should  receive  penicillin  in  dosage  schedules 
appropriate  for  the  stage  of  syphilis  as  recommended  for 
the  treatment  of  nonpregnant  patients,  while  pregnant 
patients  allergic  to  penicillin  should  receive  erythromycin 
(stearate,  ethylsuccinate,  or  base)  in  dosage  schedules 
appropriate  for  the  stage  of  syphilis  as  recommended  for 
the  treatment  of  nonpregnant  patients. 

Infants  suffering  from  congenital  syphilis,  and  having 
an  abnormal  CSF  should  receive  aqueous  crystalline  pen- 
icillin G,  50,000  units  per  kilogram  intramuscularly  or  in- 
travenously daily  in  two  divided  doses  for  a minimum  of 
ten  days,  or  aqueous  procaine  penicillin  G,  50,000  units  per 
kilogram  intramuscularly  daily  for  a minimum  of  ten  days. 
Infants  with  normal  CSF  should  receive  benzathine  peni- 
cillin G,  50,000  units  per  kilogram  intramuscularly  in  a 
single  dose.*  Although  benzathine  penicillin  has  been 
previously  recommended  and  widely  used,  published 
clinical  data  on  its  efficacy  in  congenital  neurosyphilis  are 
lacking.  If  neurosyphilis  cannot  be  excluded,  the  procaine 
or  aqueous  penicillin  regimen  is  recommended. 

Physicians  are  cautioned  to  use  no  less  than  the  recom- 
mended dosages  of  antibiotics. 

Please  supply  information  about  the  use  of  clonidine 
in  migraine. 

Clonidine  hydrochloride  (Catapres)  is  an  imidazoline 
derivative  used  for  the  treatment  of  hypertension.  Its  use 
in  the  prophylaxis  and  treatment  of  migraine  was  initiated 
after  the  observation  of  Zaimis  and  Haning+on1  that  con- 
tinuous low  doses  of  clonidine  in  cats  reduce  the  respon- 

* Syphilis — CDC  recommended  treatment  schedules,  1976, 
Morbid.  Mortal.  Weekly  Rep.  25:  101  (Apr.  9)  1976. 
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siveness  of  vascular  smooth  muscles  to  sympathetic  nerve 
activity,  circulating  catecholamines,  and  other  vasoactive 
substances. 

A number  of  clinical  studies  followed  where  results  from 
both  placebo-controlled  and  open  trials  were  reported. 
Sjaastad  and  Stensrud2  reported  significant  improvement 
in  migraine  condition  in  13  of  the  26  patients  who  were 
taking  75  micrograms  of  clonidine  daily.  Healthfield  and 
Raimam'1  treated  65  migraine  patients  with  75  to  150  mi- 
crograms of  clonidine  daily  for  fifteen  months.  Initial 
improvement  was  reported  in  67  per  cent  of  patients,  but 
sustained  relief  was  observed  in  only  49  per  cent. 

Shafer  et  al.A  studied  42  patients  who  experienced  1 to 
13  migraine  attacks  during  a twenty-eight-day  treat- 
ment-free pretrial  period.  They  reported  that  100  mi- 
crograms of  clonidine  administered  daily  for  eight  weeks 
was  better  than  placebo  in  57  per  cent,  and  placebo  was 
better  in  33  per  cent  of  patients.  Significant  improvement 
in  the  frequency  of  migraine  attacks  was  observed  in  37 
patients,  who  were  followed  up  to  one  year.  Recently, 
White5  reported  excellent  results  in  14  of  the  16  patients 
who  were  treated  with  clonidine  50  to  150  micrograms  daily 
for  two  to  three  months.  Munro6  found  clonidine  effective 
in  the  prophylaxis  of  migraine  in  general  practice  on  4 
patients  previously  on  other  drugs. 

Side-effects  like  drowsiness,  dryness  of  the  mouth,  and 
anxiety  or  depression  have  been  reported  in  various  studies. 
These  adverse  effects  tend  to  diminish  as  treatment  con- 
tinues. 

From  the  available  data  it  appears  that  low-dose  cloni- 
dine currently  indicated  for  hypertension  may  have  a sig- 
nificant effect  in  reducing  the  severity  and  frequency  of 
migraine  attacks.  Further,  well-controlled  studies  would 
ultimately  establish  the  clinical  usefulness  compared  with 
side-effects  of  clonidine  in  long-term  management  of  mi- 
graine. 

1.  Zaimis,  E.,  and  Hanington, E.:  A possible  pharmacological 
approach  to  migraine,  Lancet  2:  298  (1969). 

2.  Sjaastad,  O.,  and  Stensrud,  P.:  2(2.6-dichlorophenyla- 
mino)-2-imidazoline  hydrochloride  (ST  155  or  Catapresan)  as  a 
prophylactic  remedy  against  migraine,  Acta,  neurol.  scand.  47:  120 
(1971). 

3.  Healthfield,  D.  W.  G.,  and  Raiman,  J.  D.:  The  long-term 
management  of  migraine  with  clonidine,  Practitioner  208:  644 
(1972). 

4.  Shafer,  J.,  et  al.:  Evaluation  of  clonidine  in  prophylaxis 
of  migraine — double-blind  trial  and  follow  up,  Lancet  1:  403 
(1972). 

5.  White,  G.:  Clinical  evaluation  of  clonidine  in  the  treatment 
of  migraine,  M.  J.  Australia  1:  663  (May  24)  1975. 

6.  Munro,  J.:  Clonidine  in  the  treatment  of  migraine,  ibid. 
2:  108  (July  19)  1975. 

What  is  the  latest  information  concerning  the  associ- 
ation between  spironolactone  and  tumor  formation ? 

We  previously  reported  as  a “Question  and  Answer”  that 
a seventy-eight-week  rat-toxicity  study  conducted  by 
Searle  involving  high  dosages  of  spironolactone  (Aldactone, 
also  an  ingredient  of  Aldactazide)  disclosed  dose-related 
increases  in  the  incidence  of  benign  tumors  of  the  thyroid 
and  testes.  As  a consequence,  the  FDA  (Food  and  Drug 
Administration)  was  to  review  the  relevance  to  the  con- 
tinued marketing  and/or  labeling  of  spironolactone  and  to 
take  another  look  at  its  suggested  uses.1 

It  was  recently  reported  in  FDC  (Food,  Drug,  and  Cos- 
metics) reports2  that  despite  deficiencies,  rat  studies  in- 
volving chronic  spironolactone  administration  have  shown 
it  to  be  tumorigenic,  with  its  proliferative  effects  mani- 
fested on  endocrine  organs  and  the  liver. 
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They  further  reported  that  using  25,  75,  and  250  times 
the  usual  daily  human  dose  (2  mg.  per  kilogram)  there  was 
a statistically  significant  dose-related  increase  in  benign 
adenomas  of  the  thyroid  and  testes.  In  female  rats  there 
was  a statistically  significant  increase  in  malignant  mam- 
mary tumors  at  the  middose  only.  In  male  rats  there  was 
a dose-related  increase  in  proliferative  changes  in  the  liver. 
At  the  highest  dosage  level  (500  mg.  per  kilogram)  the  range 
of  effects  included  hepatocytomegaly,  hyperplastic  nod- 
ules, and  hepatocellular  carcinoma;  the  last  was  not  sta- 
tistically significant.2 

Therefore,  Searle  has  recently  agreed  to  a labeling  re- 
vision which  includes  the  following  boxed  warning: 
“Spironolactone  has  been  shown  to  be  a tumorigen  in 
chronic  toxicity  studies  in  rats.  Spironolactone  should  be 
used  only  in  those  conditions  described  under  Indications. 
Unnecessary  use  of  this  drug  should  be  avoided.”  In  ad- 
dition, they  have  included  a revised  warning  section  de- 
tailing the  results  of  animal  studies,  and  restricted  indi- 
cations for  use,  including  a limitation  on  use  in  essential 
hypertension  to  patients  who  cannot  be  treated  adequately 
with  other  agents  or  in  whom  other  agents  are  considered 
inappropriate. 

1.  G.  D.  Searle  says  panel  is  reviewing  safety  of  two  tension 
drugs,  Wall  Street  Journal,  June  5.  1975. 

2.  The  pink  sheet,  FDC  Rep.  38:  B-4  (Apr.  12)  1976. 

Compare  the  recently  introduced  nonsteroidal  anti- 
inflammatory agents  related  to  ibuprofen  [Motrin). 

Since  the  introduction  of  ibuprofen  in  October,  1974, 
three  more  drugs — naproxen  (Naprosyn),  fenoprofen 
(Nalfon),  and  tolmetin  (Tolectin) — have  been  introduced. 
Table  I summarizes  the  salient  features  of  these  drugs. 

All  these  drugs  are  related  chemically  and  exhibit  anti- 
inflammatory, analgesic,  and  antipyretic  properties. 
Three  of  these — naproxen,  fenoprofen,  and  tolmetin — 
have  been  approved  only  for  the  relief  of  signs  and  symp- 
toms of  rheumatoid  arthritis,  whereas  ibuprofen  is  also 
approved  for  use  in  osteoarthritis.  The  mode  of  action  of 
their  anti-inflammatory  activity  is  not  fully  known;  how- 
ever, involvement  of  pituitary-adrenal  stimulation  has  been 
ruled  out  in  all  the  four  drugs.  Naproxen,  fenoprofen,  and 
tolmetin  have  been  shown  to  inhibit  synthesis  of  prosta- 
glandins in  vitro.1  Possibly  this  property  may  be  involved 
in  some  manner,  in  their  anti-inflammatory  activity. 

All  these  drugs  are  well  absorbed  orally,  have  a strong 
affinity  to  bind  with  serum  albumin,  and  are  primarily 
eliminated  through  the  urine.  Naproxen  and  ibuprofen 
are  largely  eliminated  as  unaltered  drugs;  tolmetin  is  re- 
covered in  urine  as  an  inactive  oxidative  metabolite,  and 
fenoprofen  is  transformed  into  two  inactive  metabolites 
and  excreted  in  the  urine. 

Naproxen  has  a biologic  half-life  of  thirteen  hours, 
whereas  serum  half-life  of  the  others  ranges  from  one  to 
three  hours.  The  peak  serum  levels  are  obtained  in  from 
thirty  minutes  to  four  hours,  and  the  therapeutic  response 
is  observed  after  a few  days  to  a week.  However,  in  case 
of  naproxen,  the  symptomatic  improvement  usually  begins 
within  two  weeks. 

In  animal  studies,  some  of  these  agents  have  shown 
better  anti-inflammatory  activity  than  aspirin,  but  clini- 
cally the  response  in  rheumatoid  arthritis  was  comparable 
to  usual  doses  of  aspirin.2  6 However,  in  one  controlled 
double-blind  study,  tolmetin  was  shown  to  be  superior  to 
aspirin.7 

The  results  of  comparative  studies  with  indomethacin. 
although  few,  have  been  variable.  While  ibuprofen  (1,200 


TABLE  i.  Salient  features  of  drugs 


Serum  Peak 
Half-  Serum 
Daily  Life  Levels 
Dosage  (Hours)(Hours) 

Comparison  in  Rheumatoid 

Drug  Interactions 
and 

Adverse  Effects 

Approximate 
Daily 
Dosage 
Cost  (cents)* 

Product 

Therapeutic 

Response 

With  Aspirin 

With 

Indomethacin 

Ibuprofen 

300  to  2 

400  mg. 

(3  or  4) 

1 

Therapeutic  re- 
sponse seen 
in  few  days  to 
a week 

As  effective 
as  usual 
doses  of 
aspirin4 

As  effective 
(1,200  mg.) 
as  100  mg. 
of  indome- 
thacin* 

Reports  of  ambly- 
opia, interference 
with  oral  antico- 
agulants 

22  to  30 

Naproxen 

250  mg.  13 
(2) 

2 to  4 

Symptomatic 
improvement 
usually  begins 
within  two 
weeks 

As  effective 
as  usual 
doses  of 
aspirin5 

500  mg.  per 
day  have 
same  thera- 
peutic effi- 
cacy as  150 
mg.  per  day  of 
indometha- 
cin " 

Possible  interac- 
tion with  war- 
farin 

38 

Fenoprofen 

600  mg.  3 
(4) 

2 

Therapeutic  re- 
sponse may  be 
apparent  in  few 
days,  but  in  few 
patients  two  to 
three  weeks  may 
be  required  to 
gauge  full  bene- 
fit 

Similar 
therapeutic 
effects  to 
aspirin* 

Not  available 

Coadministration 
of  aspirin  reduces 
serum  half-life  of 
fenoprofen12 

62 

Tolmetin 

400  mg.  1 
(3) 

0.5  to  1 

Therapeutic 
response  ex- 
pected in  few 
days  to  a week 

Clinical  re- 
sponse com- 
pared to  as- 
pirin. How- 
ever, in  one 
study,  tol- 
metin shown 
superior  to 
aspirin7 

Clinical  re- 
sponse com- 
parable to 
indomethacin 
However,  in 
one  study  tol- 
metin showed 
marginal 
superiority9 

No  interaction 
with  warfarin  re- 
ported to  date 

71 

‘Based  on  the  wholesale  price  to  the  pharmacist. 


mg.  per  day)  was  shown  to  be  as  effective  as  100  mg.  of  in- 
domethacin,8  tolmetin  in  recommended  doses  exhibited 
marginally  superior  activity  to  indomethacin.9  Naproxen 
in  a daily  dosage  of  500  mg.  was  equal  in  effect  to  150  mg. 
of  indomethacin.10 

Comparative  evaluations  of  these  drugs  in  single  trials 
are  lacking;  however,  Reynolds  and  Whorwell11  reported 
a double-blind  study  comparing  the  antirheumatic  activity 
of  naproxen,  ibuprofen,  and  fenoprofen.  Naproxen  ex- 
hibited maximum  antirheumatic  activity  followed  by 
fenoprofen  and  ibuprofen. 

Although  each  one  of  these  agents  exhibited  gastroin- 
testinal and  other  side-effects,  these  have  been  of  lesser 
severity  and  incidence  when  compared  with  aspirin  and/or 
indomethacin.  Amblyopia,  interaction  with  warfarin,  has 
been  reported  with  ibuprofen.  Although  such  effects  have 
as  yet  not  been  observed  with  the  usage  of  other  agents,  it 
is  nevertheless  wise  to  exercise  caution  until  more  infor- 
mation is  available.  Concomitant  administration  of  as- 
pirin did  not  affect  the  blood  levels  of  ibuprofen,1  but  did 
decrease  the  half-life  of  fenoprofen,12  and  increased  the 
rate  of  excretion  of  naproxen.1  However,  we  have  found 
no  data  to  date  on  the  effects  of  aspirin  on  tolmetin. 

From  the  available  clinical  experience,  it  appears  that 
these  drugs  have  comparable  therapeutic  efficacy  in 
rheumatoid  arthritis  to  aspirin  and/or  indomethacin.  The 
advantage  appears  to  be  the  lower  incidence  and  severity 


of  gastrointestinal  side-reactions  associated  with  their 
use. 

1.  Package  inserts  of  Motrin,  Nalfon,  Naprosyn,  and  Tolec- 

tin. 

2.  Harrison,  I.  T.,  et  al .:  Naprosyn  in  the  treatment  of 
rheumatic  diseases;  proceedings  of  a symposium,  Syntex  Phar- 
maceuticals Limited,  Maidenhead,  Berkshire,  England,  1973,  p. 

6. 

3.  Moxley,  T.  E.,  et  al.:  Ibuprofen  vs.  buffered  phenylbu- 
tazone in  the  treatment  of  osteoarthritis:  Double-blind  trial,  J. 
Am  Geriatrics  Soc.  23:  343  (Aug.)  1975. 

4.  Dorman,  J.,  and  Reynolds,  W.  J.:  Comparison  of  ibu- 
profen and  acetylsalicyclic  acid  in  treatment  of  rheumatoid  ar- 
thritis, Canad.  M.  A.  J.  110: 1370  (1974). 

5.  Bowers,  D.  E.,etal.:  Naproxen  in  rheumatoid  arthritis — 
A controlled  trial,  Ann.  Int.  Med.  83:  470  (Oct.)  1975. 

6.  Anderson,  I.  F.:  Trial  of  a new  antirheumatic  agent,  South 
African  M.  J.  48:  899  (May)  1974. 

7.  Schneyer,  J.  J.:  Tolmetin  versus  aspirin  in  the  treatment 
of  rheumatoid  arthritis:  A controlled  double  blind  study,  in  Ex- 
cerpta  Medica  International  Congress  Series,  no.  372,  Washington, 
D.C.,  April,  1975,  p.  48. 

8.  Cosh,  J.  A.:  Anti-inflammatory  drugs  in  rheumatic  dis- 
eases, Practitioner  213:  519  (Oct.)  1974. 

9.  Caldwell,  J.,  et  al.:  A double-blind  comparison  of  the 
efficacy  and  side  effect  liability  of  tolmetin  and  indomethacin,  in 
Excerpta  Medica  International  Congress  Series,  nc.  372,  Wash- 
ington, D.C.,  April,  1975,  p.  71. 

10.  Kogstad,  O.:  A double-blind  crossover  study  of  naproxen 
and  indomethacin  in  patients  with  rheumatoid  arthritis,  Scand. 
J.  Rheumatol,  supp.  2: 159  (1973). 

11.  Reynolds,  P.  M.,  and  Whorwell,  P.  J.:  A single-blind 
crossover  comparison  of  fenoprofen,  ibuprofen  and  naproxen  in 
rheumatoid  arthritis,  Curr.  Med.  Res.  Opin.  2(8):  461  (1974). 

12.  Rubin,  A.,  et  al. : A profile  of  the  physiological  disposition 
and  gastro-intestinal  effects  of  fenoprofen  in  man,  ibid.  2(9):  529 
(1974). 
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Please  supply  information  about  the  use  of  heparin 
in  treating  retained  gallstones  in  the  common  bile  duct. 

Gallstones  in  the  common  bile  duct  or  hepatic  duct  may 
be  overlooked  during  biliary  tract  operations.  The  elim- 
ination of  these  retained  stones,  which  for  the  most  part 
contain  cholesterol  as  the  predominant  component,  poses 
a major  problem  for  the  surgeon.  Various  types  of  non- 
operative  techniques  have  been  sought  to  treat  these  re- 
tained stones.  Usually,  a T-shaped  tube  is  put  in  the 
common  bile  duct  and  bile  drained  out.  Various  irrigating 
fluids  like  warm  saline,  sodium  cholate,  cetylpyridinium 
chloride,  ether,  and  chloroform  have  been  used  with 
varying  degrees  of  success,  with  the  hope  of  solubilizing 
and/or  flushing  out  any  retained  stones.  More  recently 
chenodeoxycolic  acid  has  been  used  orally  to  dissolve  small 
gallstones.1  Heparin  has  also  been  tested  as  a chemical 
means  of  treating  gallstones,  since  it  has  been  postulated 
that  heparin  aids  in  the  dispersion  of  suspended  particles 
in  the  bile,  thus  preventing  their  agglomeration. 

Gardner  et  al. 2 reported  a case  of  retained  common  duct 
stones  treated  with  continuous  infusion  of  heparinized 
saline  (25,000  units  of  heparin  in  250  ml.  of  saline)  through 
a T-tube.  Disappearance  of  stones  was  seen  in  follow-up 
cholangiograms.  Subsequently  Gardner1  published  sim- 
ilar experiences  on  5 additional  patients.  Using  25,000 
units  of  heparin  in  250  ml.  of  saline  given  every  eight  hours 
in  a continuous  drip,  Gardner  and  his  group4  have  reported 
success  in  31  of  the  43  patients  thus  far  tested.  Neither 
cholangitis  nor  changes  in  clotting  time  occurred  in  any 
patient. 

From  another  center,  Patterson5 6 7 8  reported  success  in 
several  cases,  not  only  in  common  biliary  duct  stones  but 
also  in  hepatic  duct  calculi.  In  this  study,  20,000  units  of 
heparin  in  300  ml.  of  saline  were  given  every  six  hours. 
Choledochograms  showed  that  stones  disappear  in  an  av- 
erage time  of  nine  days. 

Attempts  to  dissolve  and/or  fragment  gallstones  in  vitro 
by  incubating  with  heparinized  saline  or  heparinized  bile 
have  been  unsuccessful  in  the  hands  of  certain  investiga- 
tors.67 However,  Lahana  et  al.b  found  heparin  to  have 
definite  effect  on  the  fragmentation  and/or  dissolution  of 
gallstones  in  vitro. 

Considering  the  present  data,  it  is  too  early  to  offer  any 
judgment  on  this  procedure.  Whether  the  success  in  vivo 
is  due  to  any  chemical  action  of  heparin  or  due  to  other 
factors  is  still  a matter  of  conjecture.  More  widespread, 
well -controlled  studies  are  needed  to  determine  the  ef- 
fectiveness of  heparin  in  treating  gallstones. 

1.  Iser,  J.  H .,etal.:  Chenodeoxycolic  acid  t reat  ment  of  gall- 
stones, New  Kngland  J.  Med.  293:  378  (Aug.)  1975. 

2.  Gardner,  B.,  et  al.:  Reappraisal  of  the  possible  role  of 

heparin  in  solution  of  gallstones:  a clinical  extension  of  laboratory 
studies  in  removal  of  retained  common  duct  stones,  Surgery  69: 
854  (1971). 

3.  Gardner,  B.:  Experiences  with  the  use  of  intracholedochal 
heparinized  saline  for  the  treatment  of  retained  common  duct 
stones,  Ann.  Surg.  177:  240  (1973). 

4.  Gardner,  B.,  et  al.:  Current  status  of  heparin  dissolution 
of  gallstones;  Experimental  and  clinical  observations,  Am.  J.  Surg. 
130:  293  (Sept.)  1975. 

5.  Patterson,  H.  C.:  Heparin  as  resolvent  agent  on  residual 
common  duct  stones,  Gastroenterology  A-98:  781  (1973). 

6.  McCombs,  P.  R.,  et  al.:  Heparin  treatment  of  common 
duct  stone,  New  England  -1.  Med.  289:  106  (1973). 

7.  Romero,  R.,  and  Butterfield,  W.  C.:  Heparin  and  gall- 

stones, Am.  •!.  Surg.  127:  6H7  (1974). 

8.  Lahana,  I).  A.,  et  al. : Gallstone  dissolution  in  vitro  by  bile 
acids,  heparin  and  quarternary  amines,  Surg.  Gvnec.  & Obst.  138: 
683(1974). 


Do  you  have  any  information  on  the  use  of  zinc  sulfate 
in  the  treatment  of  gastric  ulcers ? 


Based  on  the  evidence  that  zinc  sulfate  helps  in  wound 
healing,  Fraser  et  al. 1 used  zinc  sulfate  as  an  ancillary  in 
a study  involving  24  patients,  for  evaluating  the  effect  of 
a new  analogue  (BX24)  of  carbenoxolone*  on  gastric  ulcers. 

It  was  observed  that  ulcer  size  was  reduced  by  53.5  per  cent 
in  12  patients  who  received  both  BX24  and  zinc  sulfate, 
compared  with  only  21.9  per  cent  in  12  patients  who  re- 
ceived BX24  alone.  This  difference  was  not  statistically 
significant,  but  the  authors  concluded  that  zinc  sulfate 
might  contribute  to  the  healing  of  gastric  ulcer. 

Orr2 3  recently  reported  a case  of  a twenty-one-year-old 
patient  who  underwent  two  operations  for  hematemesis 
and  melena  without  any  relief.  Gastroscopy  twelve  days 
after  the  second  operation  revealed  a deep  lesser-curve 
gastric  ulcer,  and  four  days  later  two  large  melenas  oc- 
curred. The  patient  was  given  zinc  sulfate  220  mg.  three 
times  a day.  No  further  hematemesis  or  melena  occurred, 
and  the  patient  had  remained  “well”  for  at  least  three 
months  when  last  seen. 

Frommer1  conducted  a well-controlled  double-blind  trial 
on  18  patients  with  benign  gastric  ulcer  who  had  no  evi- 
dence of  zinc  deficiency.  Ten  patients  received  zinc  sulfate 
in  a dose  of  220  mg.  three  times  a day  for  three  weeks, 
whereas  8 of  the  remaining  received  a placebo  for  an 
equivalent  time.  The  author  found  that  patients  taking 
zinc  sulfate  had  an  ulcer-healing  rate  three  times  that  of 
patients  treated  with  placebo.  No  side-effects  due  zinc  | 
sulfate  were  noted  in  this  study.  However,  zinc  salts  when 
taken  internally  have  been  reported  to  irritate  gastric 
mucosa  and  cause  vomiting.4 

In  conclusion,  there  is  little  evidence  to  determine  the 
role  of  zinc  sulfate  in  the  treatment  of  gastric  ulcers. 


1.  Fraser,  P.  M.,  et  al.:  Clinical  trial  of  a new  carbenoxolone 
analogue  (BX24),  zinc  sulfate,  and  vitamin  A in  the  treatment  of 
gastric  ulcer,  Gut  13:  459  (1972). 

2.  Orr,  K.  B.:  Healing  of  gastric  ulcers  by  zinc  sulfate,  M.  J. 
Australia  1:  244  (Feb.  21)  1976. 

3.  Frommer,  D.  J.:  The  healing  of  gastric  ulcers  by  zinc  sul- 
fate, ibid.  2:  793  (Nov.)  1975. 

4.  Goodman.  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  5th  ed.,  The  Macmillan  Publishing  Com- 
pany, Inc.,  New  York,  1975,  p.  1000. 

Do  you  know  of  any  controlled  studies  concerning  the 
use  of  dexamethasone  in  acute  stroke ? 

Stroke,  the  third  leading  cause  of  death  in  the  United 
States,  is  pathologically  based  on  either  cerebral  vascular 
infarction  or  on  hemorrhage.1  Conflicting  reports  in  which 
corticosteroids  were  utilized  in  the  treatment  of  stroke  have 
appeared  since  the  early  1950s.2  However,  more  recently, 
several  controlled  studies  comparing  dexamethasone  so- 
dium phosphate  (Decadron  and  Hexadrol)  with  placebo 
in  the  treatment  of  acute  stroke  have  been  reported. 

The  rationale  for  using  steroids  in  acute  stroke  is  to 
lessen  the  sequelae  of  cerebral  edema,  increased  intracra-  | 
nial  pressure,  and  a disturbed  blood-brain  barrier,  as  well 
as  to  counteract  the  stress  factor  associated  with  acute 
cerebral  infarction,  hemorrhage,  or  trauma/1  Norris4  in 
a double-blind  study  treated  53  patients  with  stroke  due 
to  cerebral  infarction,  of  less  than  twenty-four  hours’  du- 
ration. Twenty-six  patients  received  140  mg.  of  dexa- 
methasone administered  as  an  8-mg.  bolus  initially,  fol- 
lowed by  4 mg.  every  six  hours.  The  dosage  was  gradually 

* Carbenoxolone  is  not  commercially  available  in  the  United 
States  but  is  widely  used  in  Europe  for  the  treatment  of  gastric 
ulcers. 
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decreased  over  a period  of  twelve  days.  Twenty-seven 
patients  received  matching  placebo.  Forty-one  of  the  53 
patients  survived  after  twenty-nine  days.  Five  patients 
died  in  the  placebo  group,  and  7 patients  died  in  the  steroid 
group.  The  author  failed  to  observe  any  beneficial  effect 
of  steroid  therapy  in  acute  cerebral  infarction. 

Hauer  and  Tellez  “ in  a prospective  double-blind  study 
compared  the  clinical  course  of  54  patients  with  acute  ce- 
rebral infarction.  Twenty-eight  patients  received  120  mg. 
of  dexamethasone  administered  parenterally  over  a ten 
day  period.  Twenty-six  patients  received  a placebo. 
Comparisons  between  the  two  groups  of  patients  with 
similar  degrees  of  consciousness  showed  no  appreciable 
differences. 

Tellez  and  Bauer'  treated  19  patients  having  intrace- 
rebral hemorrhage  with  120  mg.  of  dexamethasone  ad- 
ministered parenterally  over  a period  of  ten  days. 
Twenty-one  patients  received  a placebo.  Except  for  a few' 
parameters  of  the  neurologic  examination  which  showed 
improved  quality  of  survival  during  certain  days  of  the 
study  in  the  dexamethasone  group,  no  overall  statistically 
significant  difference  was  found  between  the  two 
groups. 

Patten  et  al conducted  a double-blind  study  and 
treated  31  patients  having  the  diagnosis  of  acute  stroke. 
Fourteen  patients  received  10  mg.  of  dexamethasone  in- 
travenously followed  by  4 mg.  intramuscularly  every  six 
hours  for  the  next  ten  days.  The  dosage  was  then  tapered 
to  zero  during  the  ensuing  seven  days.  Seventeen  patients 
were  similarly  treated  with  placebo.  Analysis  of  15  pa- 
tients who  were  most  severely  affected  by  stroke  showed 
that  the  patients  in  the  treated  group  improved  23  per  cent 
while  the  placebo  group  deteriorated  14  per  cent.  These 
results  were  statistically  significant.  The  authors  sug- 
gested that  dexamethasone  was  a useful  adjunct  to  the 
therapy  of  the  patient  with  severe  stroke. 

In  conclusion,  it  appears  that  the  use  of  dexamethasone 
in  acute  stroke  remains  at  best  questionable  in  value. 
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Could  you  provide  us  some  information  on  the  use  of 
bromocriptine  for  the  suppression  of  lactation ? 

Bromocriptine  is  a semisynthetic  derivative  of  ergot 
alkaloid,  devoid  of  cardiovascular  and  oxytocic  effects  qf 
its  precursor.  It  is  being  investigated  in  the  United  States 
by  Sandoz  for  its  possible  effects  in  parkinsonism,  acro- 
megaly. hypertension,  galactorrhea-amenorrhea  syndrome, 
and  suppression  of  postpartum  lactation.  In  the  United 
Kingdom,  bromocriptine  has  been  approved  (in  1976)  for 
the  inhibition  of  prolactin.  Bromocriptine  is  believed  to 
suppress  prolactin  secretion  by  a direct  action  on  the  pi- 
tuitary without  affecting  the  release  of  other  pituitary 
hormones.1  A number  of  articles  dealing  with  suppression 
of  lactation  by  bromocriptine  have  appeared  in  the  recent 
past. 


In  a double-blind  trial,  the  effect  of  bromocriptine  on 
lactation  was  compared  with  DES  (diethylstilbestrol)  in 
38  puerperal  women.-  Bromocriptine  was  given  5 mg.  per 
day  for  fourteen  days  and  DES  20  mg.  for  seven  days  fol- 
lowed by  a placebo  for  another  seven  days.  All  medica- 
tions were  given  orally.  It  was  observed  that  both  com- 
pounds had  an  inhibitory  effect  on  the  onset  of  lactation 
and  breast  engorgement.  The  degree  of  inhibition  was 
more  significantly  in  favor  of  bromocriptine,  and  there  were 
no  objective  side-effects  from  both  drugs  at  the  dosages 
utilized. 

In  another  study  38  women  were  given  bromocriptine 
2.5  mg.  or  chlorotrianisene  (TACE)  24  mg.  twice  daily 
orally  beginning  twelve  hours  after  delivery.1  Two  weeks 
after  therapy,  only  3 out  of  23  patients  treated  with  bro- 
mocriptine were  lactating  and  without  any  mammary 
congestion.  Ten  out  of  15  chlorotrianisene-treated  pa- 
tients continued  to  lactate  and  8 had  breast  engorgement. 
On  the  seventh  day  of  treatment,  serum  prolactin  had 
fallen  to  20.6  to  21.8  ng.  per  milliliter  in  the  bromocrip- 
tine-treated group  and  48.5  to  63.2  ng.  per  milliliter  in  the 
other  group  (normal  range  for  serum  prolactin  is  0 to  20  ng. 
per  milliliter).  No  side-effects  were  reported  in  either 
group. 

Walker  et  al . 1 compared  the  effect  of  bromocriptine, 
placebo,  and  quinestrol  (long-acting  estrogen  not  available 
in  the  United  States)  on  puerperal  lactation  and  pain  as- 
sociated with  mammary  congestion.  Bromocriptine  (2.5 
mg.  twice  daily  for  fourteen  days)  produced  a rapid  fall  in 
plasma  prolactin  in  32  women  and  was  reported  to  be  more 
effective  than  a 4-mg.  single  dose  of  quinestrol  in  28  pa- 
tients, administered  immediately  after  delivery,  or  placebo 
in  27  patients.  Pain  and  mammary  congestion  was  severe 
in  the  placebo  group,  moderate  in  the  quinestrol  group,  and 
mild  in  the  bromocriptine-treated  group. 

In  addition  to  suppression  of  puerperal  lactation,  bro- 
mocriptine has  shown  effectiveness  in  alleviating  galac- 
torrhea-amenorrhea syndrome,  the  persistence  of  lactation 
and  amenorrhea  for  long  periods  of  time.  Spark  et  al.  ’ 
studied  15  patients  before,  during,  and  after  treatment  with 
bromocriptine,  administered  in  a dose  of  2.5  mg.  three 
times  daily  for  twenty-four  weeks.  These  15  patients  had 
galactorrhea  and  amenorrhea  arising  out  of  different 
etiologies;  6 developed  the  syndrome  after  pregnancy,  5 
after  discontinuation  of  oral  contraceptive  therapy,  and 
4 in  association  with  pituitary  tumors  refractive  to  radio- 
therapy. Treatment  with  bromocriptine  produced  sig- 
nificant decrease  in  serum  prolactin  levels.  Lactation 
stopped  in  all  the  patients  in  from  four  to  eight  weeks  of 
treatment.  Menses  resumed  and  cyclical  function  re- 
mained while  the  patients  were  on  bromocriptine  therapy. 
Galactorrhea  and  amenorrhea  recurred  when  therapy  was 
discontinued,  with  an  increase  of  prolactin  to  pretreatment 
levels.  A further  twenty-four  week  therapy  brought  the 
same  results  as  in  the  first  trial.  The  authors  conclude  that 
bromocriptine  therapy  is  effective  for  the  forms  of  galac- 
torrhea-amenorrhea syndrome  studied. 

In  conclusion,  it  appears  that  the  investigational  drug 
bromocriptine  is  effective  in  suppressing  lactation  in  pu- 
erperal women  and  as  treatment  for  galactorrhea-amen- 
orrhea syndrome. 
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Patients  fail  to  keep  up 
treatment  for  high  blood  pressure 

Health  is,  to  a large  degree,  a matter  of  personal  re- 
sponsibility, declares  an  editorial  in  the  May  24  issue  of  the 
Journal  of  the  American  Medical  Association. 

Many  people  believe  that  health  care  is  synonymous  with 
medical  care,  but,  as  a general  rule,  medical  care  has  rela- 
tively little  impact  on  health,  says  William  R.  Barclay, 
M.D.,  JAMA  editor. 

Measurements  that  supposedly  reflect  health,  such  as 
illness,  longevity,  growth,  and  development,  are  not  mea- 
sures of  quality  of  medical  care  being  received,  Dr.  Barclay 
points  out. 

There  is  a notable  exception  to  this  premise,  however — 
high  blood  pressure.  Medical  care  can  detect  and  treat 
high  blood  pressure,  thus  reducing  a primary  cause  of  ill 
health  and  death  for  many  Americans,  he  says. 

Progress  has  been  made  in  informing  the  public  and  the 
health  professionals  that  high  blood  pressure  is  a serious 
problem  meriting  serious  attention.  And  progress  has 
been  made  in  creating  a system  of  mass  screening  of  the 
population. 

But  there  still  is  much  to  be  done  in  developing  follow-up 
and  effective  treatment  programs,  Dr.  Barclay  declares. 
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“Effective  drugs  are  available,  and  physicians  are 
knowledgeable  in  their  use,  but  the  problem  of  patient 
compliance  is  unsolved.  Most  people  are  reluctant  to  take 
a daily  medication  over  a period  of  years,  or  possibly  for  the 
rest  of  their  lives,  especially  if  they  have  no  symptoms.” 
Perhaps  the  social  and  behavioral  sciences  need  to  be 
brought  into  play  more  extensively,  and  the  solution  may 
lie  not  with  health  professionals  but  in  the  expertise  of 
other  professional  groups,  he  says. 

In  the  same  issue  of  JAMA,  Jeremiah  Stamler,  M.D.,  of 
Northwestern  University  Medical  School  in  Chicago,  and 
colleagues  reports  on  results  of  the  screening  of  more  than 
one  million  persons  in  the  nationwide  Community  Hy- 
pertension Evaluation  Clinic  (CHEC)  program. 

CHEC  confirmed  the  scope  of  the  problem  in  the  United 
States,  with  the  finding  that  of  those  screened  247  of  1,000 
had  elevated  blood  pressure.  The  survey  also  confirmed 
that  much  high  blood  pressure  is  untreated.  More  than 
half  of  those  with  elevated  pressure  were  not  being  treated 
effectively,  Dr.  Stamler  says. 

High  blood  pressure  is  also  a problem  in  children,  says 
Patricia  T.  Pazdral  and  colleagues  in  another  JAMA  arti- 
cle, urging  pediatricians  and  other  physicians  treating 
children  to  take  blood  pressure  readings. 
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QUESTION  211.  What  is  the  diagnosis?  The  patient  was  admitted  with  documented  bony  metastases. 


antHLi  ijFiji 

QUESTION  212.  What  is  the  rhythm?  Strip  A is  lead  II,  strip  B an  intra-atrial  lead. 
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Electro- 
cardiograms 
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ELUCIDATION 


Question  211.  The  rhythm  is  sinus  tachycardia 
with  a rate  of  110  beats  per  minute.  The  Q-T  in- 
terval is  0.27  seconds.  There  are  nonspecific  T-wave 
abnormalities  in  leads  I,  II,  III,  aVf,  and  V3  to  V6- 
The  relatively  short  QT  was  suspicious  of  hypercal- 
cemia in  a patient  not  receiving  digitalis.  Serum 


calcium  determinations  were  elevated  to  13  to  14  mg. 
per  100  ml. 

Question  212.  The  QRS  complexes  are  0.14  sec- 
ond in  duration.  The  ventricular  rate  is  regular  at 
a rate  of  138  per  minute.  Atrial  activity  can  be  seen 
in  lead  II  preceding  the  third  QRS  and  in  the  S-T 
segment  of  the  fourth.  The  intra-atrial  lead  clearly 
demonstrates  these  P waves  at  least  ten  times  larger 
than  in  lead  II.  Intra-atrial  leads  are  very  helpful  in 
identifying  atrial  activity  in  tachycardias  especially 
with  aberrant  ventricular  conduction. 

The  atrial  rate  is  85  per  minute;  the  ventricular 
rate  is  137  per  minute.  Both  are  regular.  The 
tachycardia  is  ventricular  in  origin. 


Effective  vaccines 
wipe  out  polio 

An  entire  generation  of  Americans  has  now  grown  up 
with  only  a faint  concept  of  the  meaning  of  the  word  “po- 
liomyelitis.” They’ve  seen  a brief  reference  in  a school 
history  book,  or  heard  their  elders  recall  the  polio  years. 

In  1916,  the  first  major  polio  epidemic  hit  the  United 
States.  That  year,  in  the  20  states  required  by  law  to  re- 
port incidence  of  the  disease,  there  were  27,363  cases  and 
7,179  deaths.  New  York  City  alone  had  9,023  cases  and 
2,448  deaths.  People  frantically  bought  up  frog-blood 
serum,  radium  water,  and  mustard  plasters — all  advertised 
as  promised  cures — while  the  scientific  world  sat  baffled 
at  the  magnitude  of  the  problem. 

As  late  as  1935  little  medical  progress  had  been  made. 
Many  virologists,  in  fact,  believed  that  vaccines  would  not 
be  effective  against  polio,  and  no  one  knew  yet  the  com- 
plexity of  the  problem. 

Medical  science  didn’t  know  it  then,  but  they  were 
fighting  three  distinct  types  or  strains  of  polio.  It  would 
take  many  years  and  at  least  two  unsuccessful  trials  of 
premature  vaccines  before  polio  could  be  prevented. 

In  the  big  epidemic  years  of  the  1940s  and  1950s  as  many 
as  50,000  or  more  cases  were  reported.  The  death  toll 
continued,  but  an  even  more  grim  aftermath  was  the 
thousands  of  children  and  young  adults  left  more  or  less 
severely  crippled.  At  one  time  some  2,000  individuals  were 
permanent  residents  of  the  “iron  lung”  respirators  as  a 
result  of  crippling  from  polio. 

The  big  breakthrough  came  in  1949  when  Nobel  Prize 
winners  John  F.  Enders,  Ph.D.,  Frederick  C.  Robbins, 
M.D.,  and  Thomas  H.  Weller,  M.D.,  demonstrated  that 


polio  virus  could  be  grown  in  cultures  of  different  tissues. 
The  way  was  cleared  for  Jonas  Salk,  M.D.,  and  Albert 
Sabin,  M.D.,  to  develop  two  very  different,  but  both  suc- 
cessful, polio  vaccines. 

Salk,  a Brooklyn-born  physician,  believed  that  a killed 
virus  vaccine  would  work.  Sabin,  who  immigrated  from 
Poland  at  the  age  of  fifteen,  opted  for  the  traditional  live- 
virus  approach,  and  had  the  backing  of  much  of  the  sci- 
entific community. 

The  Salk  vaccine  came  first,  in  1955,  and  within  a few 
short  years  polio  was  virtually  eliminated.  The  Sabin 
vaccine  came  several  years  later,  and  is  now  the  vaccine  of 
choice,  because  it  can  be  taken  orally  rather  than  injected, 
and  promises  a lifetime  immunity.  A series  of  booster 
shots  were  required  with  the  Salk  vaccine. 

On  March  28,  1953,  Salk  announced  that  he  had  suc- 
cessfully tested  his  “dead”  vaccine  on  more  than  100  chil- 
dren and  adults,  including  himself  and  his  own  family. 
After  more  tests,  involving  about  20,000  persons,  the  Na- 
tional Foundation  for  Infantile  Paralysis  agreed  to  furnish 
funds  for  the  manufacture  of  enough  vaccine  to  test  about 
half  a million  school  children  in  more  than  100  scattered 
areas  of  the  country.  According  to  a Gallup  Poll  taken  that 
year,  more  Americans  knew  about  the  polio  field  trial  than 
knew  the  President’s  full  name.  The  people  had  financed 
the  work  t hrough  contributions  to  the  March  of  Dimes. 

On  April  12,  1955,  they  got  their  reward  when  the  an- 
nouncement was  made  that  the  massive  tests  on  the  new 
polio  vaccine  proved  it  to  be  safe  and  effective  against  the 
three  known  types  of  polio. 

In  recent  years  public  health  authorities  have  expressed 
concern  that  many  families  are  neglecting  to  have  their 
small  children  vaccinated  against  polio,  and  that  the  pos- 
sibility of  outbreaks  of  the  disease  still  exists. 
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As  we  enter  the  last  quarter  of  the  twentieth  cen- 
tury, the  practice  of  medicine  is  being  increasingly 
defined  all  too  specifically  by  an  avalanche  of  insti- 
tutional, city,  state,  and  Federal  regulations.  It  was 
thus  deemed  appropriate  to  codify  some  of  the  rules 
and  principles  by  which  the  profession  has  survived 
and  operated  up  to  the  present  time.  This  effort  is 
still  preliminary  and  incomplete  and  owes  a major 
debt  to  Maurice  B.  Strauss,  M.D.,  whose  Familiar 
Medical  Quotations*  should  be  a required  reference 
work  for  all  physicians.  I must  add  that  I have  re- 
versed Dr.  Strauss'  suggestion  and  followed  Anatole 
France:  ‘‘When  a thing  has  been  said  and  well  said, 
have  no  scruple:  take  it  and  copy  it.  Give  refer- 
ences? Why  should  you?  Either  your  readers  know 
where  you  have  taken  the  passage  and  the  precaution 
is  needless,  or  they  do  not  know  and  vou  humiliate 
them.”  Or  to  put  it  in  simpler  terms,  plagiarism  is 
the  basis  of  civilization. 

Principles 

1.  Loeb’s  laws  of  medicine: 

A.  If  what  you’re  doing  is  working,  keep 
doing  it. 

B.  If  what  you're  doing  is  not  working,  stop 
doing  it. 

C.  If  you  don't  know  what  to  do,  don’t  do 
anything. 

D.  Above  all,  never  let  a surgeon  get  your 
patient. 

2.  Sutton’s  Law.  William  Dock,  M.D.,  on 
ward  rounds  when  he  discovered  that  every  test  had 
been  done  except  the  appropriate  one,  suggested  that 
the  student  follow  Sutton’s  Law,  which  he  defined 
as  follows:  Willy  Sutton,  the  bank  robber,  was  asked 
why  he  always  robbed  banks  rather  than  hotel  clerks, 
filling  stations,  or  other  easy  marks.  He  replied, 

. “Because  that’s  where  the  money  is.” 

* Strauss.  M.  B.:  Familiar  Medical  Quotations.  Boston.  Little 
Brown  and  Co.,  1968. 


3.  Medications: 

A.  Life  is  not  a drug-dependent  state. 

B.  Patients  can  get  well  without  antibiotics. 

4.  Homer  Smith’s  Law.  The  function  of  the 
heart  is  to  pump  blood  to  the  kidneys. 

5.  Murphy’s  Laws: 

A.  If  it  is  absolutely  impossible  for  anything 
to  go  wrong,  it  will  anyway.  Trying  to 
correct  it  will  only  make  matters  worse. 

B.  If  anything  can  go  wrong,  it  will. 

C.  When  anything  goes  wrong,  it  does  so  all 
at  once. 

D.  Any  error  that  can  creep  in,  will.  It  will 
always  be  in  the  direction  that  will  do  the 
most  harm. 

E.  When  left  to  themselves,  things  go  from 
bad  to  worse. 

F.  If  two  things  can  go  wrong,  the  worst  one 
will  happen. 

G.  If  something  goes  wrong,  it  will  be  at  the 
most  inconvenient  time. 

6.  If  everything  seems  to  be  going  well,  you 
have  overlooked  something. 

7.  If  everything  is  going  badly,  increased  efforts 
will  only  make  things  worse. 

8.  Under  carefully  controlled  conditions,  ma- 
chines and  organisms  behave  as  they  please. 

9.  Parkinson’s  First  Law.  Work  expands  to  fill 
the  time  available  for  its  completion. 

10.  The  Peter  Principle.  In  a hierarchy,  every 
employee  tends  to  rise  to  his  level  of  incompe- 
tence. 

The  Peter  Corollary.  In  time,  every  post  tends 
to  be  occupied  by  an  employee  who  is  incompetent 
to  carry  out  his  duties.  Thus:  Work  is  accomplished 
by  those  employees  who  have  not  yet  reached  their 
level  of  incompetence. 

11.  Gordon’s  Law.  If  a research  project  is  not 
worth  doing  at  all,  it  is  not  worth  doing  well. 

12.  Pardee’s  Law.  There  is  an  inverse  rela- 
tionship between  the  uniqueness  of  an  observation 
and  the  number  of  investigators  who  report  it  si- 
multaneously. 

13.  Kunin’s  Law.  Garbage  times  garbage 
equals  garbage  squared  (referring  to  a series  of  poorly 
done  tests). 

14.  Phineas  P.  Phineagle’s  Law.  The  more 
complicated  one  makes  a treatment,  the  more 
hopelessly  will  it  become  botched. 

15.  Rumple’s  Rule.  No  hospital  staff  physician 
is  totally  worthless;  he  can  always  be  used  as  a hor- 
rible example. 
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16.  Hawkin’s  Law  for  Surgeons.  The  lesser 
the  indication,  the  greater  the  complication. 

17.  Shum way’s  Law.  Bleeding  always  stops. 

18.  Law  of  Medical  Hysteria.  Inappropriate 
medical  activity  is  directly  proportional  to  the  gravity 
of  the  patient’s  illness  and  inversely  proportional  to 
the  likelihood  of  real  or  lasting  therapeutic  bene- 
fit. 

19.  Lord  Brock’s  Dictum.  If  a patient  has  had 
an  upper  abdominal  illness  or  upper  abdominal  op- 
eration and  then  has  an  illness  associated  with 
anomalous  features  at  the  base  of  one  side  of  the 
chest,  one  should  diagnose  a subphrenic  abscess  and 
go  on  diagnosing  it  until  it  has  been  excluded. 

20.  White’s  Law.  When  a patient  is  beyond 
fifty  years  of  age,  one  should  make  at  least  two 
diagnoses. 

21.  Merskey’s  Rules: 

A.  Do  a silly  test  and  you  get  a silly  answer. 

B.  In  the  hospital  more  deaths  occur  in  bed 
than  out  of  bed,  so  get  the  patient  out  of 
bed! 

C.  Any  drug  can  do  anything! 

22.  Danowski’s  Law.  There  are  no  brittle  di- 
abetics; only  brittle  physicians. 

23.  It  takes  two  years  to  learn  when  to  go  into  the 
abdomen  and  twenty  years  to  learn  when  to  stay  out. 

24.  A drug  is  that  substance  which  when  injected 
into  a rat  will  produce  a scientific  report. 

25.  Weinstein’s  Principle,  (on  the  cost  of 
treatments  for  possible  cases  of  subacute  bacterial 
endocarditis)  “It’s  still  cheaper  than  the  cheapest 
funeral.” 

26.  William  Dock,  M.D.,  on  the  use  of  penicillin 
to  treat  acute  bacterial  endocarditis  in  a patient  with 
penicillin  allergy:  “Better  red  than  dead.” 

27.  Luria’s  Law.  Three  antibiotics  equal  one 
fungal  infection. 

28.  There  is  no  subject,  however,  complex,  which 
if  studied  with  patience  and  intelligence,  will  not 
become  more  complex. 

29.  Furthermore: 

A.  Common  things  occur  commonly. 

B.  The  race  may  not  always  be  to  the  swift 
nor  the  battle  to  the  strong,  but  it’s  a 
good  idea  to  bet  that  way. 

C.  When  you  hear  hoofbeats  think  of 
horses,  not  zebras. 

D.  Place  your  bets  on  uncommon  mani- 
festations of  common  conditions  rather 
than  common  manifestations  of  un- 
common conditions. 

30.  Littman’s  Rule  (for  the  treatment  of  con- 
gestive heart  failure):  The  longer  it  took  for  failure 
to  develop,  the  more  time  I take  to  return  the  patient 
toward  normal. 

31.  A committee  is  a group  of  persons  who  having 
found  a common  objective  meet  periodically  to 
change  it. 

32.  Dock  (on  obstetrics):  The  proper  training 


for  obstetrics  consists  of  nine  months  of  internal 
medicine,  about  twenty  minutes  of  obstetrics  for 
multiparous  births  or  two  hours  for  primiparas,  a 
dash  of  surgery  for  the  occasional  cesarean,  and  forty 
minutes  of  pediatrics. 

33.  Spodick  (on  clinical  experience  and  the 
failure  of  growth  of  wisdom):  “One  is  reminded  of 
Napoleon’s  mules — they  had  seen  100  campaigns, 
but  they  were  still  mules.” 

34.  Only  God  can  make  a random  selection. 

35.  Barach’s  Rule.  An  alcoholic  is  a person  who 
drinks  more  than  his  own  physician. 

36.  Patient’s  Rule  (concerning  his  symptoms): 
It’s  not  a matter  of  life  or  death — it’s  much  more 
important  than  that. 

37.  Lord  Cohen’s  Aphorism.  The  feasibility 
of  an  operation  is  not  the  best  indication  for  its  per- 
formance. 

38.  Ambiguous  questions  lead  inevitably  to  am- 
biguous results.  The  computer  specialists  have  a 
phrase  for  the  problem:  “Garbage  in,  garbage  out.” 

39.  Hart’s  Inverse  Care  Law.  The  availability 
of  good  medical  care  tends  to  vary  inversely  with  the 
need  for  it  in  the  population. 

40.  The  Chief’s  Basic  Rules: 

A.  The  Chief  is  right. 

B.  In  the  impossible  hypothesis  that  a 
subordinate  may  be  right,  rule  A be- 
comes immediately  operative. 

41.  Fenagle’s  Laws  on  Information: 

A.  The  information  you  have  is  not  what 
you  want. 

B.  The  information  you  want  is  not  what 
you  need. 

C.  The  information  you  need  is  not  what 
you  can  obtain. 

42.  The  Golden  Rule  of  Academic  Advance- 
ment. Do  unto  others  as  they  would  do  unto  you; 
only  do  it  first. 

43.  Myth  of  the  Immaculate  Perception.  The 

belief  that  we,  at  least,  are  uniquely  discerning  in  the 
measurements  we  make. 

44.  If  it  looks  easy,  it  is  tough.  If  it  looks  tough, 
it’s  damn  near  impossible. 

45.  When  working  toward  the  solution  to  a 
problem,  it  always  helps  to  know  the  answer. 

46.  Minor  deviations  from  a sought  answer  may 
be  compensated  for  by  the  “credibility  factor”:  that 
quantity  which  when  multiplied  by,  divided  by, 
added  to,  or  subtracted  from  the  answer  you  get, 
gives  the  answer  you  know  you  should  have  gotten. 

47.  In  any  given  operation,  the  source  of  the  error 
will  never  be  determined  if  more  than  one  person  is 
involved. 

48.  Most  constants  are  variable. 

49.  To  err  is  human,  but  to  really  mess  things  up 
requires  a computer. 

50.  No  amount  of  genius  can  overcome  a preoc- 
cupation with  detail. 

51.  Good  intentions: 
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A.  Good  intentions  randomize  behavior  and 
are  far  more  difficult  to  cope  with  than 
malicious  behavior. 

B.  If  good  intentions  are  combined  with 
stupidity,  it  is  impossible  to  outthink 
them. 

52.  If  something  has  been  stated  in  such  a way 
that  nobody  can  misunderstand,  someone  will. 

53.  Democratic  principles: 

A.  Biologic  phenomena  cannot  be  deter- 
mined in  a democratic  manner. 

B.  The  decision  for  or  against  a given  mode 
of  therapy  cannot  be  made  by  plebi- 
scite. 

54.  The  more  questionable  the  indications  for 
requesting  a laboratory  test,  the  greater  the  problems 
the  answer  will  cause. 

55.  Nature  always  sides  with  the  hidden  Haw  in 
the  system. 

56.  Every  psychoneurotic  ultimately  dies  of  or- 
ganic disease. 

57.  Curing: 

A.  The  leaving  of  an  order  never  cured  a 
patient. 

B.  No  patient  was  ever  cured  by  a labora- 
tory determination. 


Portable  unit  measures 
heart  irregularities 

Most  of  us  in  the  course  of  the  periodic  physical  exami- 
nation have  had  an  electrocardiogram  (ECG)  taken.  We 
stretch  out  on  an  examining  table,  leads  are  attached  to  the 
body,  and  the  instrument  beside  the  bed  turns  out  a taped 
report  of  our  heart  activity. 

For  most  of  us  this  is  enough  to  determine  whether  we 
might  have  heart  problems.  But  sometimes  more  is 
needed. 

For  those  individuals  with  puzzling  symptoms  that 
might  be  heart  irregularities,  but  who  show  normal  ECGs, 
a continuous  monitoring  device  is  available  that  is  “worn” 
for  perhaps  twenty-four  hours,  constantly  recording  heart 
action  under  all  conditions — exercising,  at  rest,  eating, 
sleeping,  times  of  mental  calm,  times  of  emotional 
stress. 

More  than  five  years  of  successful  use  of  the  portable 
heart  monitors  at  Stanford  University  Hospital  is  reported 
in  the  August  2 issue  of  the  Journal  of  the  American 
Medical  Association  by  John  S.  Schroeder,  M.D. 


58.  A good  heart  and  kidneys  can  surmount  all 
but  the  most  willfully  incompetent  fluid  regimen. 

59.  Beware  of  the  physician  who  is  great  at  get- 
ting out  of  trouble. 

60.  A physician’s  life  is  a constant  and  losing 
battle  against  obsolescense. 

61.  The  problem  with  calling  in  a consultant  is 
that  you  may  feel  obligated  to  take  his  advice. 

62.  If  you  cannot  figure  out  a patient’s  problem, 
perhaps  someone  else  can. 

63.  If  a particular  treatment  cannot  help  a pa- 
tient, the  fact  that  nothing  else  can  does  not  consti- 
tute an  indication  for  that  therapy. 

64.  You  cannot  diagnose  a condition  if  you  do  not 
think  of  it. 

65.  The  quality  of  survival  is  as  much  the  phy- 
sician’s responsibility  as  the  facts  of  survival. 

66.  Textbooks  of  a previous  generation  were  as 
large  as  the  textbooks  of  today,  but,  contained  a 
different  body  of  misinformation. 

67.  New  equipment  and  new  procedures  may 
improve  medical  care,  but  seldom  decrease  the 
cost. 

168th  Street  and  Gerard  Avenue 
The  Bronx,  New  York  10452 


The  brevity  of  the  standard  ECG  (about  thirty  seconds) 
while  resting  prone  seriously  limits  its  value  in  the  detec- 
tion of  potentially  life-threatening  heart  problems,  or  in 
measuring  the  effectiveness  of  heart  disease  treatment 
programs,  says  Dr.  Schroeder. 

Not  only  does  the  continuous  ambulatory  ECG  provide 
a better  overall  estimate  of  a patient’s  heart  irregularities, 
but  also  it  can  detect  problems  that  only  occur  at  particular 
times  of  the  day  or  in  response  to  stress  such  as  physical 
exertion  or  emotional  excitement,  he  points  out. 

The  process  requires  a small  portable  tape  recorder  and 
a specially  designed  unit  for  high-speed  playback  of  the 
tape  for  the  later  review.  It  provides  six  to  twenty-four 
hours  of  continuous  data.  The  instrument  is  attached  to 
standard  chest  leads,  and  the  patient  can  carry  it  unob- 
trusively bv  an  over-the-shoulder  strap  during  normal 
activities  at  home,  at  work,  and  even  during  most  recrea- 
tional activities. 

At  Stanford,  computers  are  used  to  process  the  long 
tapes,  seeking  out  any  irregularities. 

Continuous  monitoring  also  provides  an  excellent 
measure  of  the  lev  el  of  effectiveness  for  a drug  being  taken 
for  heart  trouble. 
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Fewer  than  25  per  cent  of  the  urine  cultures  per- 
formed by  our  laboratory  yield  bacteriologically 
positive  results.  The  survey  to  be  described  was 
performed  at  a time  of  financial  stress.  The  pur- 
poses of  the  survey  were  to  discover  the  reasons  for 
the  low  yield  of  positive  results  and  to  help  us  de- 
termine what  requests  might  reasonably  be  made  of 
the  hospital  staff  should  curtailment  of  services  be 
necessary. 

Methods 

The  Bronx  Municipal  Hospital  Center,  at  which 
this  survey  was  conducted,  is  a two-hospital  complex 
owned  by  the  City  of  New  York  and  staffed  primarily 
by  physicians  associated  with  training  programs  of 
the  Albert  Einstein  College  of  Medicine.  Informa- 
tion was  sought  about  all  inpatient  urine  cultures 
submitted  to  the  Jacobi  Hospital  bacteriology  labo- 
ratory between  June  3 and  June  10, 1975,  at  the  end 
of  a house  staff  training  year.  In  all  cases,  one  of  us 
visited  the  ward  from  which  the  specimen  was  sent 
within  twenty-four  hours  of  its  receipt.  The  pa- 
tients’ charts  were  reviewed  for  documentation  of 
symptoms  of  urinary  tract  infection,  such  as  dysuria, 
frequency,  or  flank  pain;  fever;  signs  of  infection, 


(lower  abdominal  tenderness  and  flank  tenderness); 
pyuria  (5  or  more  white  blood  cells  per  high-power 
microscopic  field);  and  bacteriuria,  (moderate,  nu- 
merous, many,  or  heavy  bacteria  seen  in  the  urine 
sediment).  An  attempt  was  made  to  locate  and  in- 
terview the  physician  who  ordered  the  culture  for 
additional  information.  When  that  was  not  possible, 
at  least  one  other  medical  professional,  physician, 
nurse,  or  medical  student,  who  knew  the  patient  was 
interviewed.  The  information  thus  obtained  was 
supplemented  with  review  of  laboratory  records  of 
urinalysis  and  records  of  previous  culture  results. 
Laboratory  records  of  outpatients  who  had  urine 
cultures  during  the  same  period  were  also  re- 
viewed. 

Urine  was  plated  on  the  day  that  specimens  were 
obtained.  The  specimens  were  refrigerated  between 
the  time  of  collection  and  plating.  Cultures  were 
performed  by  the  streak-plate  method  on  sheep 
blood  agar  and  MacConkey  agar  using  a 1/1,000-ml. 
calibrated  loop.1  In  all  cases  the  primary  isolation 
plates  were  inspected  by  one  of  us. 

The  following  definitions  were  used  in  interpreting 
culture  results: 

Bacteriologically  positive:  10,000  or  more  colonies 
per  milliliter  of  a gram-negative  bacillus  in  pure  or 
nearly  pure  culture,  or  100,000  colonies  per  milliliter, 
or  more  of  at  least  one  species  of  gram-negative  ba- 
cillus in  mixed  culture,  or  100,000  colonies  per  mil- 
liliter, or  more  of  any  other  organism  in  pure  or  nearly 
pure  culture. 

Bacteriologically  negative:  any  other  culture  re- 
sult. 

Duplicate  result:  a bacteriologically  positive 

culture  with  a result  exactly  similar  to  the  result  of 
a culture  on  the  same  patient  done  seven  or  fewer 
days  previously,  or  a bacteriologically  negative  cul- 
ture from  a patient  who  had  had  a negative  culture 
seven  or  fewer  days  previously  and  had  not  under- 
gone catheterization  or  urinary  tract  instrumentation 
in  the  interim. 

Nonduplicate  results  were  said  to  be  “newly” 
positive  or  negative. 

Results 

The  overall  results  of  the  survey  are  shown  in 
Table  I.  Only  about  one  sixth  of  the  cultures  sub- 
mitted resulted  in  a new  positive  result.  Six  of  the 


TABLE  I.  Overall  results 


Culture  Result 

r\  i 

A 11  C 

r HipdllClltd 

Number  Per  Cent 

Number  Per  Cent 

Number  Per  Cent 

Positive 

New  result 

46 

19.4 

41 

16.0 

87 

17.6 

Duplicate 

17 

7.2 

1 

0.4 

18 

3.8 

Negative 

New  result 

116 

48.9 

202 

78.9 

318 

64.5 

Duplicate 

58 

24.5 

12 

4.7 

70 

14.3 

Totals 

237 

256 

493 
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TABLE  It.  Reasons  for  231  inpatient  urine  cultures 


Reasons 

Total 

Number 

Number 

Newly 

Positive 

Infection  clinically  suspected 

61 

22 

Routine  part  of  fever  or  sep- 

48 

2 

sis  workup 

Indwelling  catheter  check* 

37 

17 

Routine  admission  culture 

22 

1 

Routine  on  catheterization 

16 

0 

or  instrumentation 

Sent  by  error 

16 

0 

Followup  of  urinary  infec- 

13 

2 

tion  treatment 

Unknown 

9 

2 

Miscellaneous  t 

9 

0 

•Or  after  removal  of  inJwelling  catheter. 

+ Vaginitis-2  ; renal  failure-2 ; carcinoma  of  pros! ate  I ; anti- 
biotic change  - I ; eneuresis-  1 ; hematuria  I ; proteinuria  - I . 


237  inpatients  who  had  cultures  could  not  be  located, 
and  so  they  are  omitted  from  the  analysis  of  inpatient 
data  which  follows.  The  reasons  for  request  of  the 
remaining  231  cultures,  as  obtained  from  interview 
of  ward  personnel,  are  presented  in  Table  II.  Two 
of  these  reasons,  suspicion  of  urinary  tract  infection 
and  follow-up  of  indwelling  catheters,  while  ac- 
counting for  only  42  per  cent  of  the  cultures  done, 
were  associated  with  85  per  cent  of  the  new  positive 
results.  A total  of  95  cultures,  41  per  cent  of  the  231 
from  inpatients,  done  routinely  for  workup  of  fever 
or  sepsis,  on  hospital  admission,  at  the  time  of  in- 
strumentation of  catheterization,  or  for  miscella- 
neous reasons,  yielded  only  3 new  positive  results. 

In  the  majority  of  inpatient  cultures  (71  per  cent) 
microscopic  examination  of  the  urine  was  performed 
at  the  time  of  culture.  However,  sending  specimens 
to  the  laboratory  for  culture  and  routine  analysis  si- 
multaneously was  found  to  be  a common  practice  and 
thus  the  requesting  physician  was  aware  of  the  result 
of  a recent  microscopic  examination  in  only  53  per 
cent  of  cases.  As  shown  in  Table  III,  the  correlation 
between  culture  results  and  microscopic  examination 
performed  by  physicians  and  laboratory  technicians 
under  routine  conditions  was  quite  good.  The 
finding  of  both  pyuria  and  bacteriuria  on  examina- 
tion of  the  urine  sediment  correctly  predicted  a 
positive  culture  in  88  per  cent  of  43  cases,  while  the 
absence  of  both  correctly  predicted  a negative  result 
in  96  per  cent  of  148  cases.  Most  of  the  microscopic 
examinations  were  performed  by  the  hospital  labo- 
ratory, but  data  from  the  internal  medicine  service, 
where  all  inpatient  urinalysis  is  done  by  physicians, 
were  similar  to  the  overall  data. 

In  37  of  the  inpatient  cultures,  it  could  be  ascer- 
tained that  symptoms  and  signs  of  infection,  pyuria, 
and  bacteriuria  wTere  all  absent  at  the  time  specimens 
were  sent.  There  were  various  reasons  for  culture 
under  these  circumstances,  and  the  most  common 
were:  routine  workup  of  fever  or  sepsis  and  routine 
admission  culture.  All  37  cultures  were  bacteriolo- 
gicallv  negative. 


TABLE  III.  Microscopic  examination  of  urine  versus 
culture  results* 


/ Findings \ 

Culture 

Positive 

Negative 

Pyuria  +,  Bacteriuria  + 

38 

5 

Pyuria  +,  Bacteriuria  — 

14 

55 

Pyuria  — , Bacteriuria  + 

3 

6 

Pyuria  — , Bacteriuria  — 

6 

142 

•Data  include  tests  done  on  outpatients  as  well  as  inpatients. 
+ = positive;  — = negative. 


Comment 

Before  we  undertook  this  survey,  it  seemed  to  us 
that  there  were  only  a limited  number  of  valid  indi- 
cations for  urine  culture.  These  were:  (1)  clinical 
suspicion  of  urinary  tract  infection  based  on  symp- 
toms, signs,  and/or  microscopic  examination  of  the 
urine;  (2)  follow-up  of  treated  urinary  tract  infection; 
(3)  screening  of  certain  high-risk  patients,  for  ex- 
ample those  with  indwelling  catheters,  for  early  in- 
fection; and  (4)  screening  of  certain  patients  for 
asymptomatic  bacteriuria  who  are  at  high  risk  of 
developing  complications,  such  as  pregnant  women. 
We  were  surprised  by  the  number  and  variety  of 
different  justifications  that  we  were  given  for  or- 
dering urine  cultures.  We  were  impressed  to  find, 
nevertheless,  that  in  the  great  majority  of  cases  the 
test  was  actually  ordered  by  a physician  who  felt  valid 
indications  for  its  performance  were  present. 

Several  facts  seem  apparent  from  the  data  thus  far 
described.  Except  in  the  case  of  patients  with  in- 
dwelling catheters,  routine  cultures  ordered  with 
disregard  to  the  patient’s  clinical  status,  were  asso- 
ciated with  a very  low  yield  of  positive  findings. 
Urine  microscopic  examination,  even  as  performed 
by  inexperienced  observers,  was  an  excellent 
screening  device  for  urinary  tract  infection.  In  many 
cases,  however,  either  two  screening  methods  were 
used  simultaneously,  urine  microscopic  examination 
and  urine  culture,  or  microscopic  examination  was 
performed  first  and  then  disregarded. 

We  further  analyzed  the  results  of  the  survey  in  an 
attempt  to  determine  which  of  the  cultures  that  we 
had  performed  could  have  been  omitted  without 
detriment  to  patient  care  (Table  IV).  Seventy-four 
cultures  yielded  duplicate  results.  The  definition 
which  has  been  presented  of  duplicate  results  ex- 
cludes patients  who  underwent  urinary  tract  in- 
strumentation in  the  interval  between  cultures.  One 
possible  justification  for  ordering  more  than  one 
culture  within  one  week  on  an  individual  patient  is 
that  nationally  recognized  authorities  have  stated 
that  more  than  one  culture  is  necessary  to  establish 
the  diagnosis  of  urinary  tract  infection.2  This 
opinion  is  apparently  based  on  data  presented  ini- 
tially by  Kass3  and  later  further  elaborated  by  Nor- 
den  and  Kass4  that  when  a patient’s  urine  is  found 
to  contain  more  than  100,000  colonies  of  bacteria  per 
milliliter,  there  is  only  an  80  to  90  per  cent  chance 
that  a repeat  culture  will  yield  the  same  result. 
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TABLE  IV.  Possibly  unnecessary  cultures  among  231 
inpatient  specimens 


Reasons 

Number 

of 

cultures 

Duplicate  results 

74 

Additional  patients  known  not  to  have 
pyuria,  microscopic  bacteriuria, 
or  signs  or  symptoms  of  infection 

26 

Fever  or  sepsis  workups  without  clin- 
ical suspicion  of  infection 

24 

Routine  admission  cultures 

13 

Miscellaneous  reasons  without 
clinical  suspicion  of  infection 

3 

Routine  at  cystoscopy  or  insertion 
of  catheter 

7 

Follow-up  of  treatment  during  anti- 
biotic therapy 

6 

These  data  were  obtained  largely  from  patients  with 
asymptomatic  bacteriuria.  Information  is  lacking 
in  Norden  and  Kass’s4  studies  about  the  correlation 
between  the  finding  of  significant  bacteriuria  on  re- 
peated culturing  with  the  presence  or  absence  of 
pyuria,  the  presence  of  pure  as  opposed  to  mixed 
culture,  and  the  exact  species  isolated.  It  is  our 
opinion  that  certain  bacteriologic  findings,  for  ex- 
ample, more  than  100,000  colonies  per  milliliter  of  a 
pure  culture  of  an  Enterobacteriaceae  species,  when 
placed  in  an  appropriate  clinical  context,  are  in- 
variably associated  with  infection.  In  other  situa- 
tions, when  clinical  support  of  the  diagnosis  of  uri- 
nary tract  infection  is  lacking,  we  feel  that  a single 
negative  culture  is  sufficient  to  exclude  the  diagnosis 
of  infection.  Almost  all  of  the  patients  with  dupli- 
cate positive  cultures  had  strong  clinical  evidence  of 
infection,  and  most  of  those  with  duplicate  negative 
cultures  had  none.  The  great  majority  of  duplicate 
negative  cultures  were  therefore  unnecessary,  in  our 
opinion,  and  could  have  been  omitted  without  det- 
riment to  patient  care.  The  information  sought  by 
the  physicians  who  ordered  these  cultures  could  have 
been  obtained  by  consulting  their  patients’  medical 
and  laboratory  records. 

After  exclusion  of  the  preceding  74  patients,  26 
remain  who  had  culture  studies  for  various  reasons 
despite  the  fact  that  symptoms,  signs,  and  micro- 
scopic findings  of  infection  were  clearly  absent. 
Indications  for  culture  are  lacking  in  these  patients; 
bacteriuria  was  absent  in  all. 

Of  the  remaining  patients,  40  had  routine  cultures 
in  conjunction  with  workups  for  fever  or  sepsis,  in 
workup  of  various  other  disorders,  or  on  admission. 
Of  the  4 patients  who  had  positive  cultures  in  this 
group,  3 would  have  been  detected  had  microscopic 
urine  examination  been  used  as  a screening  device. 
Many  of  these  cultures  may  have  been  justified,  but 
others  might  have  been  eliminated  had  proper  at- 
tention been  paid  to  the  patient’s  history,  physical 
examination,  and  urine  microscopic  examination. 

In  7 cases  among  the  remaining  patients,  the  initial 


specimen  of  urine  obtained  on  cystoscopy  or  cathe- 
terization was  sent  for  culture.  In  all  7 cases  the 
microscopic  examination  of  this  urine  was  negative 
and  bacteriuria  was  absent  on  culture.  A specimen 
was  apparently  sent  for  culture  simply  because  it  was 
available. 

Of  the  remaining  patients,  6 had  cultures  while  on 
therapy  for  a previously  demonstrated  urinary  tract 
infection.  In  all  cases  the  results  were  exactly  as 
would  have  been  predicted  by  the  antibiotic  sensi- 
tivity test  results  done  on  the  original  specimen. 
Kunin5  has  recommended  that  follow-up  of  treated 
urinary  tract  infection  should  include  a routine  cul- 
ture on  the  second  day  of  therapy.  This  recom- 
mendation would  be  reasonable  if  no  other  clinical 
data  were  available  on  which  to  make  a decision 
about  whether  or  not  the  patient  was  responding  to 
treatment.  In  many  cases,  however,  a clear-cut  re- 
sponse to  treatment  is  apparent  and  antibiotic  sen- 
sitivity test  results  on  the  original  culture  confirm 
that  the  choice  of  antibiotic  was  appropriate.  It  is 
our  opinion  that  in  such  cases,  repeat  culture  may  be 
deferred  until  after  the  completion  of  therapy.  In 
other  cases,  the  original  culture  result  may  reveal 
antibiotic  resistance  which  explains  lack  of  response 
to  therapy,  and  early  repeat  culture  may  be  likewise 
unnecessary. 

We  conclude  that  were  it  necessary,  and  were  we 
able  to  obtain  the  cooperation  of  the  physicians  on 
our  hospital  staff,  as  many  as  half  of  the  inpatient 
cultures  that  we  currently  do  could  be  eliminated 
without  detriment  to  patient  care.  The  major  re- 
quests that  we  would  make  of  physicians  to  accom- 
plish this  would  be:  limit  indication  for  culture  to 
the  four  presented  at  the  beginning  of  this  discussion 
and  eliminate  routine  cultures. 

In  the  present  survey,  the  one  situation  in  which 
urine  culture  was  found  to  be  an  unequivocally  useful 
screening  procedure  for  the  detection  of  infection  was 
in  patients  with  indwelling  urinary  catheters.  The 
high  percentage  of  positive  cultures  that  we  observed 
in  this  setting  may  reflect  inadequacy  of  catheter  care 
at  our  medical  center.  It  should  be  possible  to 
greatly  reduce  the  number  of  catheter  associated 
infections  if  proper  procedures  are  followed.6  We 
agree  that  some  screening  procedure  should  be  per- 
formed frequently,  but  we  feel  that  urine  culture  two 
or  three  times  a week  should  be  sufficient. 

A logical  question  that  one  might  ask  is:  “If  urine 
microscopic  examination  is  a good  screening  proce- 
dure, why  not  use  it  in  the  microbiology  laboratory 
and  thereby  eliminate  unnecessary  cultures?”  We 
have  investigated  this  possibility  and  found  it  to  be 
ineffective  from  the  standpoint  of  cost.'  In  actuality,  . 
there  is  little  difference  in  cost  to  the  laboratory  be- 
tween routine  urinalysis  and  urine  culture.  The 
largest  elements  in  the  cost  are  secretarial  time  and 
technicians’  procedures.  In  our  hospital,  the  two 
tests  are  performed  by  different  independently 
functioning  laboratories.  The  common  practice  of 


104  New  York  State  Journal  of  Medicine/January  1977 


ordering  both  tests  simultaneously  under  routine 
circumstances  results  in  approximate  doubling  of 
costs. 

Conclusion 

Even  though  the  financial  crisis  at  our  institution 
has  not  yet  compelled  us  to  reduce  services,  we  feel 
that  this  survey  has  been  a useful  exercise.  We  have 
learned  that  even  at  a nonprofit  hospital  staffed  by 

I well-trained  and  well-motivated  physicians,  unnec- 
essary spending  for  laboratory  services  can  he  dem- 
onstrated easily.  Medical  textbooks  and  medical 
training  are  noticeably  lacking  in  emphasis  on  cost 
effectiveness.  If,  in  the  future,  a limit  is  imposed  on 
the  thus-far  relentless  expansion  of  medical  costs  in 
this  country,  physicians  may  eventually  he  forced  to 
confront  situations  similar  to  the  one  that  faces  us.8 
The  question  that  they  may  have  to  ask  themselves 
is  not:  "Has  a given  test  or  procedure  been  shown 
to  benefit  any  patient  at  any  time?”  hut  rather: 
“Given  that  there  is  a limit  on  spending,  what  is  im- 
portant enough  to  take  precedence?” 


Caution  urged  in  use  of  estrogens 
to  relieve  menopausal  symptoms 

Does  administration  of  estrogens  to  relieve  menopausal 
symptoms  in  women  increase  the  risk  of  acquiring  cancer 
of  the  uterus? 

Possibly,  says  a report  in  the  August  23  issue  of  the 
Journal  of  the  American  Medical  Association.  But  not 
positively,  and  estrogens  are  so  helpful  in  relieving  meno- 
pausal hot  flashes  and  sweats  that  their  cautious  use  in 
some  individuals  should  be  continued,  with  an  under- 
standing of  the  risk,  says  Carol  M.  Proudfit,  Ph.D.,  a senior 
scientist  in  the  AMA’s  Department  of  Drugs.  “The  esti- 
mated risk  of  endometrial  cancer  associated  with  estrogen 
treatment  is  similar  to  a pack-a-day  smoker’s  chance  of 
acquiring  lung  cancer,”  she  declares. 

Dr.  Proudfit  reviews  studies  which  have  shown  the  es- 
timated risk  of  acquiring  cancer  of  the  endometrium  (the 
mucous  membrane  lining  of  the  uterus)  is  up  to  seven  times 
greater  for  women  who  were  treated  with  estrogens.  But 
other  studies  have  not  agreed,  she  points  out. 


Jacobi  Hospital 
Room  6N22 
Bronx  Municipal  Hospital  Center 
Bronx,  New  York  10461 
(DR.  ROSENTHAL) 
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It  may  be  that  the  problem  is  just  beginning  to  surface. 
Use  of  estrogens  for  treatment  of  menopause  became 
widely  popular  in  the  early  1960s.  There  can  be  a time  lag 
of  around  ten  years  before  cancer  stimulated  by  a human 
carcinogen  develops. 

“It  is  possible  that  we  are  just  beginning  to  see  the 
manifestations  of  years  of  estrogen  treatment,”  says  Dr. 
Proudfit. 

At  this  time  it  is  impossible  to  say  with  assurance  what 
role,  if  any,  estrogens  play  in  causing  cancer  of  the  uterus. 
But  evidence  to  date  suggests  ? relationship,  and  there  is 
cause  for  concern  and  vigilance.  In  the  meantime,  use  of 
estrogens  for  specific  menopausal  symptoms  is  justified  if 
patients  are  adequately  monitored  and  are  informed  of  the 
possible  adverse  side  effects,  she  says. 

Automatic  administration  of  estrogen  to  all  menopausal 
women  “represents  overuse  of  these  drugs.”  Estrogens  are 
clearly  useful  for  the  alleviation  of  hot  flashes  and  sweating 
episodes.  Emotional  problems  of  menopause  are  better 
handled  by  counseling,  or  short-term  use  of  sedatives  or 
minor  tranquilizers. 
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THERE AREA 
LOT  OF  PEOPLE 
GETTING  BETWEEN 

YOU  AND  YOUR 
PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 
Drug  substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1 ,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 
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Problems  in  delivering  health  care  to  rural  com- 
munities and  in  developing  and  expanding  residency 
programs  in  family  medicine  present  opportunities 
for  program  development  that  could,  in  certain  parts 
of  the  United  States,  lead  to  solutions  of  both  kinds 
of  problems;  some  approaches  to  them  have  been 
considered  elsewhere.1-8  This  report  discusses  the 
development  of  a program  proposal  specifically  de- 
signed to  deal  with  identified  unmet  health-care 
needs  in  a particular  kind  of  rural  community  by 
expanding  a university-based  family  medicine  resi- 
dency program. 

A category  of  American  communities  in  semirural 
and  rural  areas  with  special  kinds  of  health-care  de- 
livery problems  are  ones  that,  for  one  reason  or  an- 
other, are  attractive  to  persons  who  wish  to  own 
second  homes.  These  include,  in  particular,  com- 
munities in  the  mountains  and  by  the  sea.  In  gen- 
eral, such  communities  have  a relatively  small  per- 
manent year-round  population  and  what  may  be  a 
rather  large  seasonal  population.  To  our  knowledge, 
there  is  no  census  of  such  communities  in  the  United 
States,  but  there  are  obviously  many  of  them  in  areas 
where  water  sports,  hunting,  fishing,  golf,  and  skiing 
are  to  be  found.  In  most  of  these  communities,  the 

* This  work  was  supported  in  part  by  the  local  government  of 
the  town  of  Shelter  Island. 

1 Present  affiliation:  Chairman,  Department  of  Family  Med- 
icine, Faculty  of  Medicine,  University  of  Ottawa,  Quebec,  Cana- 
da. 


socioeconomic  status  of  the  seasonal  residents  is 
quite  a bit  higher  than  that  of  the  year-round  resi- 
dents. 

In  Suffolk  County,  New  York,  there  are  a number 
of  such  communities.  One  of  them,  Shelter  Island, 
is  the  subject  of  this  report.  Shelter  Island,  11.2 
square  miles,  lies  between  the  north  and  south  forks 
of  the  eastern  end  of  Long  Island,  and  is  accessible 
to  both  forks  by  ferry.  Shelter  Island  forms  one  of 
ten  independent  townships  within  Suffolk  County 
and  has  its  own  local  government. 

For  some  time,  both  the  town  government  and 
various  citizens’  groups  on  the  island  have  been 
concerned  about  health  services  there.  In  the  spring 
of  1974,  the  town  government  approached  the  de- 
partments of  community  medicine  and  family  med- 
icine of  the  school  of  medicine  of  the  Health  Sciences 
Center  of  the  State  University  of  New  York  at  Stony 
Brook  with  a request  that  they  undertake  a formal 
study  of  the  situation  with  the  aim  of  producing 
program  recommendations.  The  study  was  supported 
by  F ederal  revenue-sharing  funds.  It  was  carried  out 
over  a six-month  period,  June  to  November,  1974. 

The  approach  used  was  a simple,  basic  planning 
one.  Existing  health-care  needs  and  resources  were 
identified.  The  resulting  gaps  in  health  care  were 
described.  A program  to  fill  those  gaps  was  designed, 
consistent  with  the  support  it  was  estimated  the 
community  could  muster.  After  gathering  and  an- 
alyzing our  data,  we  came  to  the  conclusion  that  the 
best  approach  to  meeting  the  community’s  health- 
care needs  would  be  to  expand  the  Stony  Brook 
Family  Medicine  Residency  Program.  The  process 
of  carrying  out  the  study,  as  well  as  the  conclusions, 
was  instructive.  An  extensive  report  containing  re- 
search findings  and  the  rationale  for  the  program 
recommendations  was  written  and  submitted  to  the 
town.  Herein  is  a brief  summary  of  that  report. 

Method 

A variety  of  measures  were  used  to  describe  the 
situation,  as  we  found  it.  Existing  census  data  were 
analyzed.  (Health  data  by  township  are  not  avail- 
able in  Suffolk  County.)  The  existing  health-care 
resources  were  identified,  visited,  and  described.  A 
health-services  utilization  questionnaire  modeled  on 
the  National  Center  for  Health  Statistics’  National 
Health  Survey  was  mailed  to  every  household, 
year-round  and  seasonal,  on  the  island.  A series  of 
about  80  personal  interviews  were  conducted  with 
local  government  and  community  leaders.  The  in- 
formation obtained  from  all  these  sources  enabled  us 
to  identify  the  unmet  health-care  needs  of  the  com- 
munity and  to  develop  a program  design  we  consid- 
ered both  feasible  and  suitable. 

Several  points  should  be  made  about  the  mailed 
questionnaire.  The  return  rate  was  about  52  per 
cent,  which  we  regarded  as  good.  We  had  good 
publicity  in  the  local  newspaper,  and  both  the  town 
government  and  several  interested  community 
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groups  strongly  encouraged  cooperation.  We  were 
particularly  interested  in  finding  out  what  health 
services  were  being  used,  what  people  thought  of 
them,  whether  or  not  people  thought  that  new  ser- 
vices were  needed,  and  whether  or  not  they  would  use 
new  services  if  they  were  created.  Unfortunately,  we 
could  not  be  absolutely  certain  that  our  respondents 
were  similar  to  our  nonrespondents  demographically, 
because  all  we  had  for  the  mailing  list  was  a list  of 
addresses  supplied  by  the  town.  We  were  able  to 
determine  that  the  proportions  of  persons  over 
fifty-four  and  over  sixty-four  were  the  same  in  the 
respondent  group  as  they  were  in  the  permanent 
population  as  a whole.  However,  some  of  the  data 
were  rather  “dirty”  and  had  to  be  arbitrarily  “cleaned 
up”  in  the  data  processing  stage.  Thus,  we  are  not 
publishing  those  data  as  representing  a verifiable 
research  study.  However,  the  major  conclusions  one 
can  derive  from  an  analysis  of  health-care  needs  as 
perceived  by  the  questionnaire  respondents  are  the 
same  as  those  indicated  by  the  extensive  personal 
interviews  and  as  those  deduced  from  an  analysis  of 
the  census  data.  Thus,  we  feel  justified  in  using 
questionnaire  results  as  supportive  of  our  conclusions 
concerning  unmet  needs  and  attitudes  toward  new 
services,  even  if  they  cannot  stand  on  their  own. 

Results 

The  population  characteristics  data  are  from  the 
U.S.  Census  Bureau.  The  data  on  existing  resources 
and  perceived  needs  are  derived  from  the  personal 
interviews  and  the  mailed  questionnaire. 

Population  characteristics.  The  permanent 
population  was  1,312  in  1960,  and  1,644  in  1970.  In 
1974,  the  island  had  a projected  population  of  1,970 
for  1975,  an  increase  of  50  per  cent  in  just  fifteen 
years.  The  most  striking  feature  of  the  permanent 
population  is  its  age  structure.  In  1960,  those  fifty- 
five  or  over  accounted  for  33  per  cent  of  the  island’s 
population;  persons  sixty-five  and  over  accounted  for 
19.1  per  cent.  In  1970,  those  fifty-five  or  over  ac- 
counted for  42.6  per  cent;  those  sixty-five  and  over 
accounted  for  24.1  per  cent.  For  1975,  projections 
indicated  that  the  figures  would  be  48.8  and  27.4  per 
cent  respectively,  considerably  more  than  twice  the 
national  average.  At  the  same  time,  in  1970  fewer 
than  20  per  cent  of  the  population  were  in  the  zero  to 
fourteen  years  age  group. 

Plans  for  new  housing  could  almost  double  the 
number  of  housing  units  available,  from  1,483  to 
approximately  2,700  by  1980.  Depending  on  the 
family  composition  of  the  purchasers,  the  average  age 
of  the  population  could  increase  or  decrease.  Al- 
though an  increase  in  population  alone  would  bring 
with  it  a demand  for  increased  health  services,  special 
demands  would  of  course  be  created  by  particular 
increases  in  the  pediatric  or  geriatric  age  groups. 

No  definite  figures  existed  for  the  part-time  pop- 
ulation. Based  on  available  information,  we  esti- 
mated that  it  peaks  at  4 to  6 times  the  year-round 


population.  Some  of  the  part-time  residents  who 
own  second  homes  on  the  island  are  there  only  in  the 
summer;  others  visit  weekends  all  year  round  and 
spend  a great  deal  of  time  on  the  island  in  the  sum- 
mer as  well.  Thus,  we  estimated  that  the  effective 
full-time  population  in  1974,  based  on  fractional 
equivalents  for  part-time  and  transient  populations, 
was  in  excess  of  3,500  persons. 

About  1 per  cent  of  the  permanent  population  in 
1970  was  nonwhite.  For  permanent  residents,  the 
town  had  a lower  median  annual  income  ($10,690) 
than  did  Suffolk  County  as  a whole,  ($12,084).  Some 
of  the  permanent  population  is  very  poorly  off.  The 
pari -time,  second-home  owners  have  significantly 
higher  incomes  than  do  the  permanent  residents,  but 
figures  were  not  available.  The  island  had  a lower 
number  of  persons  per  household  (2.5)  than  did  ei- 
ther Suffolk  County,  (4.2),  or  New  York  State,  (3). 
The  overall  population  density  is  1/8  that  of  Suffolk 
County,  2/5  that  of  the  State.  In  summary,  the 
permanent  population  of  Shelter  Island  is  growing, 
aging,  white,  not  dense,  and  has  a median  annual 
income  lower  than  the  average  in  the  area. 

Existing  health-care  resources.  The  history 
of  organized  health  care  on  Shelter  Island  can  be 
traced  back  to  the  1930s.  At  that  time,  Shelter 
Island’s  first  known  permanent  physician  started  a 
private,  solo,  general  practice.  He  provided  virtually 
all  the  medical  care  any  of  the  regular  residents  re- 
quired over  a period  of  three  decades.  He  performed 
both  minor  and  major  surgery,  made  house  calls,  and 
was  available  twenty-four  hours  a day,  three  hundred 
and  sixty-five  days  a year.  He  died  in  the  mid-1960s. 

Since  his  death,  several  physicians  have  practiced 
on  the  island;  two  were  in  practice  in  1974.  One 
started  out  on  the  island  as  a general  practitioner, 
then  left  the  island  for  two  years  of  further  training 
and  came  back,  limiting  his  practice  to  internal 
medicine;  this  physician  has,  since  the  study  was 
completed,  left  the  island  for  the  village  of  Greenport, 
on  the  north  fork.  A pediatrician-family  practitioner 
moved  to  the  island  in  1975.  The  other  physician 
had  been  a summer  resident  on  the  island  for  many 
years,  and  chose  to  retire  on  Shelter  Island  in  the 
1960s.  However,  in  an  attempt  to  help  meet  the 
medical  needs  of  the  island’s  residents,  he  carries  on 
a limited  practice  in  general  medicine.  Island  resi- 
dents do,  of  course,  have  access  via  ferry  to  physicians 
on  the  north  and  south  forks.  However,  the  overall 
physician-patient  ratio  in  Suffolk  County  is  about 
one-half  the  national  average,  and  these  physicians 
are  obviously  not  readily  accessible.  Their  mean  age 
is  above  the  national  average,  particularly  for  those 
in  primary-care  practice. 

There  are  3 hospitals  in  the  five  eastern  townships 
of  Suffolk  County,  of  which  Shelter  Island  is  one, 
while  there  are  11  in  the  five  western  townships.  The 
hospital  most  frequently  used  by  Shelter  Islanders, 
Eastern  Long  Island  Hospital  (ELIH);  is  right  across 
the  water  on  the  North  Ferry,  in  Greenport;  the 
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hospital  was  then  expanding  to  90  beds,  and  had  24 
physicians  on  its  staff.  The  two  other  hospitals  in 
the  region,  in  Southampton  and  Riverhead,  are  less 
accessible,  and  although  used  occasionally  they  do 
not  represent  significant  community  resources. 
There  are  significant  shortages  of  voluntary  agency 
programs,  public  health,  and  social  service  programs 
easily  available  to  island  residents. 

Some  island  residents  appear  to  be  using  the 
emergency  room  of  the  Eastern  Long  Island  Hospital 
as  their  primary  or  a major  source  of  care.  Serious 
problems  in  reaching  it,  however,  were  cited  by  many 
interviewees  and  questionnaire  respondents.  Travel 
time  is  significant,  as  is  the  cost  of  the  ferry  ride: 
$2.50  round  trip  during  working  hours,  $32  after 
shutdown.  The  local  volunteer  ambulance  service, 
held  in  high  regard  by  all  islanders,  also  is  dependent 
on  the  ferry  to  reach  emergency  medical  services, 
thereby  creating  time  and  cost  problems;  these  can 
be  aggravated  by  weather  problems.  However,  the 
ferry  is  always  available,  at  any  time  of  day  or  night, 
for  an  emergency. 

The  evaluation  of  existing  resources  reported  in 
the  mail  questionnaire,  which  may  or  may  not  validly 
reflect  the  feelings  of  the  island’s  population  as  a 
whole,  is  revealing.  Thirty-one  per  cent  of  respon- 
dents felt  they  were  receiving  good  or  very  good  care 
on  the  whole,  while  about  60  per  cent  felt  that  care 
received  was  bad  or  very  bad;  the  balance  had  no 
opinion.  These  ratings  were  for  care  regardless  of 
location. 

In  short,  the  existing,  major  resources  were:  one 
internist  with  a limited  practice,  effectively  replaced 
now  by  one  pediatrician-family  practitioner;  one 
part-time,  aging  general  practitioner;  and  one  small 
community  hospital  a ferry  ride  away.  For  a variety 
of  reasons,  these  services  were  considered  to  be  in- 
adequate by  a majority  of  the  respondents  to  both  the 
mailed  questionnaire  and  the  personal  interviews. 

Need  for  new  health  services.  The  rating  of  the 
quality  of  care  on  the  island  cited  here  was  reflected 
by  the  fact  that  when  asked  in  the  mailed  question- 
naire if  a new  physician,  in  a health-care  center,  came 
to  the  island,  would  they  use  him  or  her,  60  per  cent 
of  respondents  said  they  would,  and  20  per  cent  were 
unsure  of  what  they  would  do.  Furthermore,  a 
positive  attitude  was  expressed  toward  the  use  of  a 
physician’s  associate  working  under  medical  super- 
vision in  an  organized  setting. 

A great  deal  of  the  information  concerning  the 
details  of  needed  services  was  obtained  in  the  per- 
sonal interviews.  Most  of  those  interviewed  agreed 
that  additional  services  are  necessary.  As  might  be 
expected,  there  was  no  complete  agreement  on  what 
those  additional  services  should  consist  of.  There 
was  general  agreement  that  twenty-four-hour-a-day, 
seven-day-a-week  primary  care  physician  service  on 
the  island  is  the  highest  community  priority.  It  is 
not  that  there  is  at  present  a very  high  volume  of 
out-of-hours  activity  going  on;  it  is  that  there  is  a 


strong  expressed  need  to  know  that  a physician  is 
there  if  needed.  Primary-care  physician  service  was 
defined  for  respondents  as  first-instance  and  con- 
tinuing care  for  the  common  health  problems.  Al- 
though there  are  not  so  many  children  on  the  island, 
they  do  require  service.  The  internist  did  not  see 
children,  the  general  practitioner  is  part  time,  and 
there  was  only  one  pediatrician  on  the  whole  of  the 
north  fork.  The  lack  of  even  the  simplest  laboratory 
and  radiologic  services  on  the  island  was  noted  by 
many,  as  was  the  lack  of  any  services,  either  direct, 
or  on  a referral  basis,  for  mental,  emotional,  and  so- 
cial problems.  Several  interviewees  mentioned  the 
need  for  house  calls  as  important.  The  general 
consensus  among  interviewees  was  that  a full-time, 
primary-care  health  center  with  a broad  range  of 
direct  and  referral  services  is  highly  desirable  and 
that  it  would  be  necessary  if  all  residents  of  Shelter 
Island  are  to  be  able  to  receive  the  good  care  now 
available  to  some. 

One  very  important  aspect  of  the  planning  process 
is  tailoring  the  plan  to  the  financial  resources  of  the 
community.  Information  gathered  in  the  course  of 
the  personal  interviews  indicated  that  the  local 
prospects  for  raising  capital  funds  for  construction 
of  a facility  and  for  raising  funds  on  an  annual  basis 
to  meet  possible  program  deficits  are  good.  Third- 
party,  health-care  payment  resources,  such  as  Med- 
icaid and  Medicare,  are  available  to  certain  residents. 
Furthermore,  it  was  generally  felt  that  many  people 
could  afford  to  use  a health  center  on  a fee-for-service 
basis,  and  would  do  so. 

Utilization  of  services.  An  important  element 
in  the  planning  for  additional  services  is  present 
utilization  levels.  Information  gathered  from  the 
questionnaire  was  not  entirely  reliable  because  of 
respondent  errors,  that  is,  many  respondents  an- 
swered the  question,  “How  many  physicians  visits 
did  you  make  in  the  last  year?”  by  putting  a check  or 
an  “X”  in  the  appropriate  space.  Thus,  while 
keeping  in  mind  the  statistical  data  from  the  ques- 
tionnaire, we  resorted  to  national  averages  to  project 
total  present  physician  service  utilization.  There  are 
approximately  2,000  year-round  residents.  In  1973, 
the  most  recent  year  for  which  data  are  available,  the 
average  annual  physician  visit  rate  for  the  U.S. 
population  was  5.9  Since  the  island’s  population  is 
older  than  the  U.S.  population,  they  probably  make 
more  visits,  but  lack  of  ready  availability  of  service 
may  decrease  the  visits.  Nevertheless,  with  the  aging 
population,  we  estimated  the  average  annual  physi- 
cian visit  rate  at  5.5,  for  a total  of  1 1,000  visits.  There 
are  about  2,000  other  persons  who  spend  a significant 
part  of  their  time  on  the  island  who  might  make,  we 
estimated,  on  the  average,  1 visit  a year  to  a health 
service  on  or  near  the  island.  Other,  short-time 
visitors  might  together  contribute  another  500  visits, 
for  an  estimated  total  of  13,500  visits  per  year. 

In  project  ing  possible  utilization  of  a new  service, 
the  mailed  questionnaire  responses  did  show  that  60 
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per  cent  of  persons  responding  would  use  a new  re- 
source while  20  per  cent  were  not  sure.  If  these  are 
valid  figures,  and  if  half  the  not-sure  persons  used  the 
service,  applying  these  percentages  to  the  present 
estimated  annual  visit  total  produces  a projected 
total  of  9,450  visits  per  year  available  to  use  a new 
service.  Interestingly  enough,  analyzing  the  ques- 
tionnaire responses  and  projecting  them  to  the  entire 
population  showed  that  families  indicating  willing- 
ness to  use  a new  physician  actually  made  approxi- 
mately 9,100  visits  to  physicians  in  the  previous  year; 
this  is  very  close  to  the  figure  obtained  by  applying 
the  percentages  to  the  total  visits  estimated  from 
national  averages.  Since  there  is  general  dissatis- 
faction with  presently  available  care,  we  feel  it  is 
quite  likely  that  a new  facility  could  generate  9,000 
visits  annually.  Most  important,  these  estimates  do 
not  at  all  take  into  account  general  population  growth 
or  particular  increases  in  the  pediatric  or  geriatric  age 
groups  which  might  come  with  new  housing.  Fur- 
thermore, analysis  of  the  capability  of  the  then-cur- 
rent  physicians  to  provide  visits  indicated  that  this 
was  a safe  estimate.  The  general  practitioner,  in  his 
mid-seventies,  is  in  semi-retirement;  the  internist 
limits  his  practice.  Important  also,  the  two  physi- 
cians were  not  able,  between  them,  to  guarantee 
around-the-clock  coverage  for  island  residents.  In 
addition,  although  the  replies  to  the  questionnaire 
did  not  enable  us  to  quantify  precisely  the  proportion 
of  physician  visits  made  by  location,  we  felt  that 
based  on  questionnaire  and  interview  responses,  it 
was  fair  to  assume  that  more  than  one-half  the  esti- 
mated annual  total  of  13,500  visits  are  currently 
made  off  the  island.  This  is  a situation  many 
islanders  would  like  to  change.  Thus,  once  again,  we 
felt  that  9,000  visits  could  well  be  made  to  a new, 
attractive  service  of  good  quality. 

Unmet  needs.  Based  on  the  analysis  of  all  the 
data  we  assembled,  we  were  able  to  identify  the  fol- 
lowing unmet  needs  and  gaps  in  service. 

1.  Lack  of  sufficient  volume  of  physician  time  on 
the  island  to  provide  the  needed  volume  of  medical 
service  to  residents  without  requiring  travel  off  the 
island.  The  limitations  on  service  available  to  chil- 
dren, although  there  are  not  too  many  of  them,  are  par- 
ticularly severe. 

2.  Lack  of  twenty-four-hour-a-day,  seven-day-a- 
week  primary-care  physician  coverage. 

3.  Lack  of  any  emergency  medical  treatment  ser- 
vices in  the  island,  requiring  that  all  patients  with 
emergency  problems  go  to  Eastern  Long  Island  Hospi- 
tal. 

4.  Difficulty  of  physically  reaching  the  hospital  in 
terms  of  time,  distance,  and  expense,  particularly  out- 
side of  regular  ferry  services  hours. 

5.  Lack  of  basic  laboratory,  x-ray,  and  other  diag- 
nostic services  on  the  island. 

6.  Lack  of  mental  health  services. 

7.  Lack  of  home  visits  by  physicians  and/or  other 
health  care  providers. 

8.  Lack  of  any  special  services  for  the  elderly  who 


form  such  a large  and  growing  proportion  of  the  popu- 
lation. 

9.  Lack  of  provision  for  the  general  population 

growth  that  will  probably  take  place  over  the  next  five 

years. 

We  then  proceeded  to  design  a program  intended 
to  meet  these  needs. 

Program  design 

Alternatives.  In  the  course  of  our  study,  dis- 
cussions, and  thinking,  a number  of  program  alter- 
natives came  to  mind.  We  had  hoped  to  be  able  to 
present  to  the  town  board  several  different  program 
alternatives,  all  of  which  would  be  feasible,  from 
which  a choice  could  be  made.  However,  in  the  end 
we  came  to  the  conclusion  that  there  is  only  one 
particular  program  proposal  we  could  make  that 
would  be  sensible.  That  alternative  was  the  ex- 
pansion of  the  Stony  Brook  family  medicine  program 
in  an  organized  setting  on  Shelter  Island.  Before 
describing  this  proposal  in  detail,  we  will  briefly 
outline  the  discarded  alternatives  and  give  the  rea- 
sons why  we  discarded  them. 

One  possible  solution  would  be  to  recruit  another 
individual  private  physician,  preferably  a family 
physician.  A major  objection  to  this  was  that  it  had 
been  tried  several  times  over  a number  of  years,  and 
it  had  not  yet  been  possible  to  recruit  an  additional 
satisfactory  physician.  (Note,  however,  that  a new 
physician  was  recruited  shortly  after  completion  of 
the  study.)  Furthermore,  the  recruitment  of  an 
additional  private  physician  would  not  necessarily 
deal  with  the  problems  of  round-the-clock  coverage, 
availability  of  basic  emergency  services,  the  lack  of 
basic  diagnostic  services,  and  the  lack  of  at  least  re- 
ferral services  for  mental,  emotional,  and  social 
problems. 

Another  possible  proposal  was  to  establish  a pro- 
gram built  around  physicians’  associates  and/or  nurse 
practitioners  under  distant  supervision,  possibly 
involving  constant  two-way  audiovisual  contact  as 
had  been  advocated  in  some  quarters.  This  possi- 
bility, assuming  that  the  physicians’  associates  would 
be  working  essentially  on  their  own,  was  not  met  with 
much  enthusiasm  by  island  residents  although  they 
were  receptive  to  the  idea  of  physician  aides  and/or 
nurse  practitioners  working  under  the  direct  super- 
vision of  physicians. 

A third  possibility  would  be  to  improve  transpor- 
tation to  existing  resources.  This  has  several  draw- 
backs. Our  study  of  the  ambulance  services,  carried 
out  but  not  reported  in  detail  here,  and  the  ferry 
service  indicated  that  they  are  already  operating  at 
an  efficient  level.  As  long  as  patients  would  require 
transportation  to  Eastern  Long  Island  Hospital  for 
emergency  services,  the  amount  of  time  needed  could 
not  be  significantly  reduced.  The  economic  barriers 
would  still  remain.  Finally,  the  total  volume  of 
medical  service  on  the  island  would  not  be  increased 
by  such  an  arrangement. 
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Finally,  as  was  suggested  by  a few  persons,  the 
program  could  be  to  simply  do  nothing.  However, 
most  people  contacted  did  not  feel  that  that  would 
be  a good  approach.  Thus,  we  proceeded  with  our 
program  design. 

Basic  program  design  and  staffing.  Based  on 
our  findings  we  proposed  the  following  program.  A 
family  health  center  under  the  auspices  of  a new 
Shelter  Island- based  nonprofit  corporation  would  be 
created.  Two  additional  family  practice  residency 
positions  at  the  second-  and/or  third-year  level  of  the 
existing  three-year  program  would  be  added  to  the 
Stony  Brook  Health  Sciences  Center-affiliated 
family  practice  residency  programs;  both  residents 
would  be  fully  licensed  physicians.  The  two  newly 
created  positions  would  be  assigned  to  a family  health 
center  to  be  developed  on  Shelter  Island.  Supervi- 
sion for  the  residents  would  be  provided  by  a faculty 
member  from  the  Department  of  Family  Medicine, 
in  a new  faculty  position  which  would  be  created  for 
this  program.  Nursing,  clerical,  and  technical  staff 
support  would  be  provided. 

With  two  family  practice  residents,  rotating  on  an 
every-other-night,  every-other-weekend  schedule, 
twenty-four-hour  coverage  would  be  provided  by 
fully  licensed  physicians.  Since  night  calls  would  be 
very  limited  (in  the  year,  the  ambulance  service  made 
only  14  runs  between  midnight  and  8:00  A.M.),  we 
felt  that  we  could  justifiably  give  this  kind  of  sched- 
ule to  residents  for  the  three  to  six  months  they 
would  be  on  the  island.  Supervision,  teaching,  and 
backup  coverage  would  be  provided  by  the  full-time 
faculty  member;  this  person  would  also  function  as 
director  of  the  center.  It  was  hoped  that  the  existing 
physicians  on  the  island  and  on  the  north  fork  would 
agree  to  play  a formal  role  in  the  program,  particu- 
larly in  teaching,  as  appropriate  to  their  interest, 
experience,  and  skills.  Money  would  be  provided  in 
the  budget  to  pay  for  this  service. 

It  is  difficult  to  project  exact  utilization  figures  for 
the  service.  However,  as  mentioned  previously,  we 
did  come  up  with  an  estimate  of  about  9,000  visits  per 
year  which  would  be  available  to  the  center  from  the 
existing  population,  based  on  estimates  from  national 
averages,  responses  to  the  questionnaire,  and  inter- 
views. Furthermore,  the  population  is  both  in- 
creasing and  aging.  Thus,  we  projected  that  by  the 
second  year  of  operation,  utilization  would  be  at  the 
level  of  9,000  visits  annually,  scheduled  and  non- 
scheduled. 

Hours  of  service  would  be,  to  begin,  9:00  a.m.  to 
12:00  p.m.,  and  1:00  p.m.  to  4:00  p.m.  daily  for 
scheduled  appointments.  Emergency  service  would 
be  available  at  any  time.  If  demand  justified  it, 
scheduled  appointment  sessions  could  be  held  certain 
evenings  and  Saturday  mornings  by  the  respective 
residents  on  duty  at  those  times.  It  would  also  be 
possible  to  provide  physician  house  calls. 

We  proposed  that  a public  health  nurse,  hopefully 
to  be  provided  gratis  by  the  Suffolk  County  health 


department,  perhaps  on  a part-time  basis,  be  in- 
cluded. He/she,  along  with  the  center’s  director, 
would  provide  the  continuity  of  care  that  cannot  be 
provided  by  residents  who  would  be  assigned  on  a 
rotating  basis.  He/she  would  be  involved  in  indi- 
vidual and  group  health  education,  home  health 
visits,  long-term  follow-up  for  the  chronically  ill,  and 
could  develop  a referral  service  for  dealing  with  pa- 
tients’ emotional  and  mental  health  problems.  In 
this  regard,  we  proposed  that  the  addition  of  a social 
worker-counselor  be  considered  in  plans  for  future 
expansion,  if  demands  for  social  and  mental  health 
services  indeed  did  warrant  it.  The  full-time  faculty 
member  would  be  involved  primarily  in  teaching, 
center  operations,  and  research.  He/she  could  pro- 
vide some  direct  care  and  peak-period,  on-call,  di- 
rect-patient care  as  needed.  He/she  would  be  ex- 
pected to  live  on  the  island,  but  not  to  spend  all  of 
his/her  time  there,  having  teaching  and  committee 
responsibilities  at  the  medical  school  as  well. 

We  proposed  the  following  supporting  staff:  a 
licensed  practical  nurse  or  medical  assistant;  labo- 
ratory technician-receptionist;  administrative  as- 
sistant-medical records  clerk;  billing  clerk-book- 
keeper, part  time,  with  accounting  services  purchased 
under  contract;  and  a clerk-typist.  In  our  detailed 
program  proposal  to  the  island,  we  provided  job  de- 
scriptions for  these  positions.  We  proposed  that 
radiology  services  be  provided  on  a part-time  basis 
under  contract  with  Eastern  Long  Island  Hospital, 
to  be  described.  Thus,  a regular  technician  position 
for  x-ray  operation  would  not  be  needed. 

The  staffing  pattern  was  designed  to  allow  the 
center  to  operate  efficiently  in  terms  of  meeting  the 
projected  service  requirements.  If  twenty-four-hour, 
seven -day  service  with  basic  diagnostic  services  is  to 
be  provided,  a certain  minimum  staffing  level  is  re- 
quired, regardless  of  how  low  the  utilization  level 
might  be.  For  example,  one  cannot  provide 
around-the-clock  call  physician  services  with  fewer 
than  two  physicians;  we  did  not  propose  any  support 
staff  for  the  physicians  outside  of  regular  hours.  If 
the  volume  of  service  were  to  warrant  additional 
support  staff  for  evenings  and  weekends,  on  peak 
days,  or  during  peak  seasons,  they  would  be  added 
on  a part-time  basis,  at,  of  course,  additional  cost. 

The  question  of  facility  design  is  a complex  one;  we 
did  not  go  into  it  in  detail  in  the  report.  We  did 
provide  a list  of  basic  spaces  required,  and  estimated, 
on  the  basis  of  gross  square  footage,  a construction 
cost  of  $250,000  to  $300,000  for  a new  building.  A 
prefabricated  structure  such  as  Medi-Dome,  of  which 
several  are  on  the  market,  might  produce  consider- 
able cost  savings. 

Relationship  with  existing  practitioners  and 
institutions.  We  have  described  the  hoped-for  role 
to  be  played  by  the  existing  practitioners  on  the 
island.  With  the  estimated  total  patient-visit  load 
and  the  limitations  the  two  present  practitioners 
placed  on  themselves  by  reason  of  age  and  special- 
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ization,  there  was  plenty  of  work  to  go  around.  The 
highest  degree  of  success  would  be  achieved  if  the 
private  practitioners  were  to  become  an  integral  part 
of  the  program. 

We  projected  an  important  role  for  Eastern  Long 
Island  Hospital.  Arrangements  for  hospitalization 
of  center  patients  would  have  to  be  worked  out.  One 
approach  would  be  for  the  residents  in  family  medi- 
cine and  the  full-time  faculty  director  of  the  center 
to  be  granted  admitting  privileges  to  the  hospital  and 
be  directly  responsible  for  some  or  all  center  patients 
hospitalized  there.  Specialists  on  the  hospital  staff 
would  be  available  for  consultation,  with  these 
practitioners  being  reimbursed  on  a fee-for-service 
basis  by  third-party  insurance,  insofar  as  possible. 
The  Eastern  Long  Island  Hospital  emergency  service 
would,  of  course,  continue  to  be  the  source  of  care  for 
patients  with  emergency  problems  too  severe  to  be 
handled  at  the  center.  In  our  plan,  we  proposed  that 
the  center  have  x-ray  machine  capability  for  chest 
and  extremity  x-ray  examinations.  However,  since 
the  center  would  not  have  its  own  radiologist,  and 
since  x-ray  technicians  are  expensive,  particularly 
when  they  are  utilized  only  intermittently,  as  they 
would  be  in  this  relatively  low-volume  service,  it 
would  be  best,  we  felt,  to  arrange  for  part-time  ra- 
diologic services  at  the  center  to  be  provided  under 
contract  by  the  hospital,  if  possible. 

Transportation.  We  advised  that  the  ambulance 
service  be  integrated  with  the  center  to  the  greatest 
extent  possible.  During  the  period  July  1,  1973,  to 
June  30, 1974,  the  ambulance  service  made  a total  of 
121  runs.  Emergency  transportation  to  the  center 
would  be  required,  and,  of  course,  service  to  the 
hospital  for  the  seriously  ill  would  continue  to  be 
needed.  A new  service  for  the  ambulance  that  might 
be  explored  would  be  transportation  to  the  center  for 
regular  visits  of  patients  with  chronic  illnesses  unable 
to  arrange  for  their  own  transportation.  This  would 
be  of  particular  advantage  to  certain  elderly  patients, 
particularly  those  who  are  inadvertently  careless  or 
living  alone. 

Budget  and  methods  of  payment.  We  did  not 

present  a detailed,  item-by-item  budget  in  the  report, 
not  wanting  to  get  into  protracted  discussion  with  the 
community  over  individual  salary  levels  and  the  like, 
prior  to  a decision  to  go  ahead  with  the  plan.  How- 
ever, we  did  prepare  a detailed  line-term  budget  in 
the  event  of  such  an  occurrence.  In  our  proposal,  we 
projected  an  initial  overall  annual  operating  budget 
of  about  $180,000  by  the  second  year,  for  the  first 
year  of  full  operation,  depending  on  the  cost  of 
owning  and  operating  the  physical  facility.  The  total 
personnel  budget  came  to  approximately  $135,000 
annually,  including  fringe  benefits;  the  balance  was 
for  operating  expenses. 

We  projected  a deficit  operation,  although  if  uti- 
lization exceeded  our  projections  the  program  could 
be  self-supporting.  We  proposed  a fee-for-service 
system  of  payment,  with  all  monies  going  to  the 


center  and  all  full-time  physicians  being  paid  on  a 
salaried  basis.  It  should  be  possible  to  work  out  a 
sliding-fee  scale.  Certain  of  the  less-able-to-pay 
patients  would  be  covered  by  Medicare  and/or 
Medicaid.  Assuming  an  average  physician  visit  fee 
of  $10,  the  average  income  per  visit  would  probably 
be  in  the  neighborhood  of  $15,  taking  into  account 
extra  charges  for  laboratory  work,  immunizations 
and  other  injections,  x-ray  studies,  and  minor  sur- 
gery. At  the  $15  average  per-visit  income  rate,  9,000 
visits  per  year  would  produce  $135,000.  In  addition, 
in  New  York  State,  for  each  new  family  medicine 
resident  position  established,  the  State  government 
will  provide  an  annual  stipend  of  $10,000.  We  pro- 
posed that  the  faculty  positions  be  fully  funded 
within  the  center’s  budget.  However,  there  is  prec- 
edent for  having  the  State  university  pick  up  part  of 
this  cost.  Thus,  for  the  second,  fully  operational 
year,  we  projected  an  annual  operational  deficit  of 
approximately  $25,000.  The  deficit  in  the  first, 
start-up,  year  might  be  higher. 

We  felt  that  a prepayment  insurance  program 
would  be  neither  practical  nor  necessary.  The 
population  is  too  small.  The  hospitalization  ar- 
rangements would  be  complex.  Significant  use 
would  be  made  of  the  center  by  part-time  residents. 
The  use  of  residents  keeps  physician  costs  down. 
Thus,  fee-for-service  approach,  on  the  income  side, 
seemed  to  be  the  most  practical  one. 

Nonprofit  corporation.  It  seemed  to  us  that  the 
most  practical  way  of  establishing  this  program 
would  be  through  the  formation  of  a voluntary  non- 
profit corporation  on  the  island.  The  approach 
would  indeed  be  the  same  as  that  of  a community 
starting  a voluntary  hospital.  The  corporation  could 
own  property,  build  buildings,  employ  persons,  enter 
into  contracts,  collect  fees  and  receive  grants,  con- 
tributions, and  other  monies.  It  would  require  a 
group  of  dedicated  citizens,  including  two  or  three 
prepared  to  give  a great  deal  of  time  to  get  the  pro- 
gram started.  Shelter  Island  apparently  does  have 
the  potential  for  creating  such  an  organization.  It 
also  has,  according  to  interviewees,  the  small  but 
significant  number  of  locally  based  philanthropists 
who  would  be  necessary  to  provide  the  seed  money 
to  get  the  program  off  the  ground. 

Comment 

We  have  presented  a description  of  our  experience 
in  working  with  a local,  serr.irural  community  to  il- 
lustrate several  points.  First,  it  was  possible  to  es- 
tablish a successful  working  relationship  between  a 
small  town  government  and  members  of  a medical 
school  faculty.  There  were  points  of  friction  and 
misunderstanding,  to  be  sure.  But,  in  general,  the 
work  went  well,  the  report  came  in  on  time,  and  re- 
lationships w'ere  as  good  at  the  end  as  they  had  been 
in  the  beginning. 

Second,  we  were  able  to  do  a comprehensive  survey 
in  six  months  for  under  $17,000,  employing  one 
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full-time  staff  person,  with  consulting,  clerical,  and 
data  processing  help.  The  entire  project  was  run  on 
the  town  budget,  thus  avoiding  contracts  and  over- 
head. University  faculty  time  and  a small  amount 
of  space  and  materials  were  contributed  on  an  in- 
formal basis,  covered  by  departmental  budgets. 

Third,  we  have  developed  a plan  for  expansion  of 
family  medicine  residency  programs  which,  although 
surely  not  unique,  has  some  interesting  features.  It 
puts  the  residents  and  faculty  out  into  a semirural 
community,  an  approach  discussed  by  Estes,4  Lin- 
coln,6 and  Johnson  and  Haughton.8  The  approach 
allows  residents  to  learn  front-line  medicine  as  it 
really  happens,  in  a natural  setting.  Also,  placing 
them  in  a semirural  setting  may  encourage  them  to 
enter  rural  practice,  as  considered  by  Cooper,  Heald, 
and  Samuels,1  Mattson,  Stehr,  and  Will2  and  others. 

Fourth,  the  plan,  if  implemented,  would  result  in 
the  formation  of  a community-based  nonprofit 
health-care  corporation  for  a purpose  other  than 
building  and  operating  a hospital.  The  community 
would  actually  be  supplying  two  residency  positions, 
in  New  York  State  partially  subsidized,  and  a faculty 
position  to  the  health  sciences  center,  in  a situation 
in  which  the  faculty  member  would  have  responsi- 
bilities to  the  Stony  Brook  Health  Sciences  Center 
as  well  as  to  the  island,  in  return  for  Stony  Brook’s 
cooperation  in  establishing  the  program.  This,  if  it 
were  to  work,  would  be  an  outstanding  example  of 
university-community  cooperation  for  the  combined 
aims  of  education  and  service,  as  advocated  by  An- 
drus and  Fenley.7  It  should  be  noted  that  the  center 
could  provide  the  opportunity  for  training  of  health 
sciences  students  of  all  types,  for  community  health 
education,  and  for  research.  It  would  be  an  inter- 
esting prototype. 

However,  there  are  several  characteristics  of 
Shelter  Island  that  make  it  impossible  to  present  it 
as  the  completely  general  case.  Shelter  Island  is  only 
fifty-five  miles  from  Stony  Brook,  and  one  hundred 
and  ten  miles  from  New  York  City.  There  are  many 
similar  communities  more  remote  from  urban  and 
medical  centers,  which  would  make  the  logistics  for 
similar  programs  more  difficult.  Shelter  Island  is 
physically  close  to  a hospital,  although  separated 


Calcitonin  in  the  treatment  of  Paget’s  disease 

Early  attempts  to  suppress  Paget’s  disease  with  steroids, 
sodium  phosphate,  and  sodium  fluoride  have  given  way  to 
calcitonin,  etidronate,  and  mithramycin.  Of  the  3 only 
calcitonin  is  at  present  FDA-approved  for  use  in  moderate 
to  severe  Paget’s  disease;  the  other  2 are  still  classified  as 


from  it  by  water.  The  relative  proximity  to  a hos- 
pital is  a great  advantage  to  communities  wishing  to 
undertake  projects  of  this  type.  Shelter  Island  has 
a relatively  wealthy  part-time  population.  Thus  it 
is  feasible  for  the  community  to  consider  constructing 
a health  center  with  a planned  deficit.  The  island 
does  have  the  minimum  population  necessary  to  take 
on  a project  of  this  type.  Communities  too  much 
smaller  could  not  provide  the  minimum  number  of 
visits  necessary  to  keep  two  residents  busy  and  to 
provide  the  income  necessary  to  keep  fees  at  a rea- 
sonable level  and  deficits  within  reasonable  limits. 
As  we  noted  here,  two  residents  are  required  to  pro- 
vide the  around-the-clock  coverage  for  which  there 
is  an  important  psychologic  need. 

Summary 

We  have  presented  a description  of  a basic  exercise 
in  health-care  system  planning  and  have  discussed 
in  some  detail  the  plan  we  felt  was  indicated  by  the 
results  of  the  study.  We  think  that  both  the  plan- 
ning and  program  models  might  be  of  use  to  other 
rural  and  semirural  communities  with  health-care 
system  problems.  It  is  our  hope  that  in  the  not- 
too-distant  future  we  will  be  able  to  report  on  our 
experiences  in  implementation  of  this  program. 
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Munchausen  syndrome  is  the  name  applied  to  a 
patient  who  chronically  seeks  admission  to  a hospital 
with  an  apparent  acute  illness,  supported  by  a 
plausible  and  dramatic  history.  Usually,  his  story 
is  made  up  of  many  falsehoods.  He  nearly  always 
discharges  himself  against  advice,  after  quarrelling 
violently  with  both  physicians  and  nurses.  Some 
undergo  a number  of  operations.  Asher,  in  1951, 1 
named  this  syndrome  after  Baron  Munchausen, 
1720-1797,  a retired  German  cavalry  officer  who  lived 
in  Bodenwerder,  Brunswick,  Germany,  because  of 
the  similarity  between  the  wanderings  and  extraor- 
dinary histories  of  these  patients  and  the  fantastic 
anecdotes  related  by  the  Baron.  There,  the  simi- 
larity ceases.  Baron,  however,  was  an  imaginative 
teller  of  tales  and  a great  exaggerator  of  his  bravQ 
feats.  His  humor  was  expressed  in  the  serious  nar- 
ration of  palpable  absurdities.  Therefore,  the  name 
of  the  Baron  for  this  syndrome  is  inappropriate. 
Spiro  in  19682  noted  that  this  name  was  used  more 
for  color  than  for  clarity.  Frankel  in  19513  suggested 
that  by  giving  the  illness  this  name  one  might  be  in- 
duced to  regard  these  people  simply  as  tricksters, 
liars,  and  swindlers.  Other  names  have  been  sug- 
gested as  appropriate  alternatives:  hospital  hoboes, 
Clarke  and  Melnick  (1958), 4 hospital  addiction, 
Barker  (1962), 5 chronic  factitious  illness,  Spiro 
(1968), 2 Ahasuerus  syndrome,  Wingate  (1951), 6 and 
peregrinating  problem  patients  and  hospital  va- 
grants, Chapman  (1957).’  These  substitutes  are  as 
open  to  criticism  as  the  original  name.  The  term 
hospital  hoboes,  as  an  alternative,  offers  very  little 
descriptively,  whereas  the  term  hospital  addiction 
is  not  useful  since  the  disease  has  nothing  in  common 
with  addiction. 

This  syndrome  has  some  characteristic  features. 
The  entity  can  be  isolated  easily  from  conversion 
reactions  in  that  these  patients  do  have  an  organic 


illness,  while  patients  with  conversion  reactions  only 
simulate  the  sickness  and  do  not  have  any  organic 
illness.  Furthermore,  patients  with  conversion  re- 
action cooperate  as  well  as  continue  treatment, 
whereas  the  patients  with  Munchausen  syndrome 
leave  the  hospital  when  they  are  exposed.  Malin- 
gering often  is  situational.  Therefore,  an  over- 
whelmingly stressful  environmental  situation  which 
is  causally  related  to  the  onset  of  the  symptoms  can 
be  observed.  Furthermore,  a malingerer  is  satisfied 
with  hospitalization  and  less  painful  investigations, 
but  definitely  not  with  surgical  procedures.  Such  is 
not  the  case  with  Munchausen  patients.  The  po- 
lysurgical  addiction  syndrome  described  initially  by 
Menninger  in  1934, 8 and  later  by  Abram  in  1966, 9 
and  Chertok  in  1972, 10  is  very  similar  to  Munchau- 
sen’s syndrome.  However,  Abram’s9  patient,  in 
addition  to  undergoing  multiple  surgery,  attempted 
to  operate  on  his  own  ear,  unlike  Munchausen  pa- 
tients. 

Most  cases  reported  have  not  been  assessed  by  a 
psychiatrist  even  though  they  are  generally  believed 
to  be  psychiatric  manifestations.  The  patients  seen 
by  psychiatrists  have  the  following  diagnoses: 
schizophrenia,  Chapman  (1957), 7 Vail  (1962), 11 
Petersdorf  and  Bennett  (1957)12;  other  psychoses, 
Petersdorf  and  Bennett  (1957)12;  hysteria,  Chapman 
(1957),  Chapman  (1955), 13  Herndon  (1959), 14  Pet- 
ersdorf and  Bennett  (1957), 12  and  W illiams  (1961)15; 
and  psychopathic  personality,  Asher  (1951 1,1  Small 
(1955), 16  Vail  (1962), 11  Bursten  (1965), 17  and  Pet- 
ersdorf and  Bennett  (1957). 12 

Manifestations 

Clinical.  Asher  in  1951 1 described  3 main  vari- 
eties: the  acute  abdominal  type,  the  hemorrhagic 
type,  and  the  neurologic  type.  In  addition,  cuta- 
neous, Chapman  in  1957,'  cardiac,  and  endocri- 
nologic  types,  Gorman,  Wahner,  and  Tauxe  in  1970, 18 
have  also  been  described.  Even  though  all  these  are 
self-induced  diseases,  Atkinson  and  Earll,  in  1974, 19 
have  reported  a thirty-seven-year-old  white  woman 
with  renal  stones  as  well  as  Munchausen  syndrome. 
Such  cases  add  further  ethical  and  therapeutic  di- 
lemma in  the  management. 

Motivating  factors.  The  following  motivations 
are  documented  in  the  literature:  (1)  a desire  to  be 
the  center  of  interest  and  attention,  (2)  a grudge 
against  hospitals  and  physicians,  (3)  a desire  to  ob- 
tain drugs,  (4)  a desire  to  escape  from  the  police,  and 
(5)  a desire  to  get  free  board  and  lodgings  for  the 
night. 
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The  following  case  is  reported  because  of  the  rare 
manifestations  of  hematuria  in  a patient  with  one 
kidney,  to  emphasize  the  need  for  psychiatric  eval- 
uation and  treatment  and  also  to  highlight  the  legal, 
ethical,  and  management  problems. 

Case  report 

A thirty-seven-year-old  white  male  was  referred 
by  prison  authorities  for  the  treatment  of  severe 
hematuria.  The  patient  was  found  to  be  extremely 
anemic  and  was  in  a poor  physical  state.  Hence,  the 
patient  was  admitted  to  the  maximum  security  ward 
of  the  Vancouver  General  Hospital  in  the  year  1966. 

Findings.  On  examination,  the  patient  was  found 
to  be  physically  weak,  extremely  anemic,  and  was 
running  a continuous  mild  fever  ranging  from  100  to 
102°F.  He  also  had  gross  hematuria.  The  urine  was 
found  always  to  be  red  in  color  suggesting  fresh 
bleeding.  Laboratory  examination  revealed  hemo- 
globin, 5 Gm.  per  100  ml.,  hematocrit  18,  and  mic- 
rocytosis; urinalysis  revealed  plenty  of  red  blood  cells, 
and  urine  culture  indicated  infection.  Intravenous 
pyelogram  revealed  that  the  left  kidney  was  absent. 
Other  investigations  showed  normal  results.  The 
patient  was  treated  with  ampicillin  5 Gm.  three  times 
daily,  as  well  as  repeated  blood  transfusions  totaling 
17  pints.  In  spite  of  4 ten-day  courses  of  ampicillin, 
infection  recurred  periodically,  and  in  spite  of 
transfusions  the  hemoglobin  did  not  rise  signifi- 
cantly. Hematuria  continued  unabated,  and  no 
cause  for  this  symptom  could  be  found. 

The  patient  was  observed  closely,  and  after  two 
months  of  rather  unrewarding  therapy  psychiatric 
consultation  was  obtained. 

Psychiatric  examination.  The  patient  reluc- 
tantly accepted  psychiatric  help  since  he  did  not  have 
the  opportunity  of  leaving  the  hospital,  the  prospect 
of  going  back  to  the  jail  was  not  attractive  enough, 
and  his  physical  condition  was  so  poor  that  he  needed 
treatment.  He  gave  a history  of  being  born  in  New 
Brunswick,  the  only  son  of  a prosperous  geologist 
father  and  a warm-hearted  housewife  mother.  In  his 
early  days  he  was  adored  by  his  parents. 

In  school  he  excelled  in  both  academic  perfor- 
mance and  in  athletic  feats.  He  was  school  cham- 
pion in  hockey  and  ice-skating.  Uneventfully,  he 
graduated  from  the  university  with  a Bachelor’s  de- 
gree in  geology  and  has  worked  ever  since.  He  had 
traveled  all  across  Canada  and  the  United  States. 
He  was  operated  on  and  a kidney  was  removed  in  one 
of  the  hospitals  in  California.  Before  being  jailed, 
the  patient  was  drinking  excessively.  He  was  wor- 
ried, while  he  was  in  the  hospital,  about  his  wife  and 
two  children.  However,  he  failed  to  reveal  why  he 
was  in  jail,  when  he  married,  why  his  wife  would  not 
visit  him,  or  why  he  was  operated  on. 

During  the  interview  the  patient  was  quite  tense, 
and  he  was  only  superficially  cooperative.  When  his 
tenseness  and  inconsistencies,  as  well  as  incom- 
pleteness of  his  stories,  were  pointed  out  to  him,  he 


showed  belligerence  and  acted  out  by  breaking  an  ash 
tray  or  window  glass.  During  one  such  aggressive 
episode,  he  had  to  be  sedated  with  chlorpromazine 
100  mg.  intramuscularly  and  also  physically  re- 
strained. The  attending  nurse  found  a rubber 
catheter,  a wire  skillet,  and  a bottle  containing  anti- 
coagulant solution  with  him.  When  he  was  con- 
fronted with  these  findings,  he  became  more  bellig- 
erent, panicky,  and  aggressive.  However,  after  all 
these  were  taken  away,  the  hematuria,  as  well  as  the 
infection,  were  controlled,  and  he  responded  well  to 
antianemic  treatment.  In  the  meantime  his  file  from 
jail  revealed  that  the  patient  was  the  son  of  a railroad 
worker,  had  had  difficulties  in  school,  and  completed 
only  a few  grades.  He  had  wandered  all  over  the 
country  with  multiple  police  records  and  hospital 
admissions.  He  had  assumed  different  names  on 
different  occasions.  Confronting  the  patient  with 
this  information  elicited  more  anxiety. 

Gradually,  he  became  more  dependent  on  the 
psychiatrist  for  the  relief  of  anxiety  and  eagerly 
looked  forward  to  the  sessions.  He  became  very 
cooperative.  However,  he  did  continue  to  discuss 
fantastic  stories  rather  than  his  real  life.  He  was 
discharged  from  the  hospital  back  to  the  jail,  and  he 
visited  the  outpatient  department  twice  subsequent 
to  his  release  from  jail. 

Comments 

This  case  is  a typical  example  of  Munchausen 
syndrome  characterized  by  wandering  behavior, 
narration  of  unbelievable  false  stories,  and  hospital 
addiction.  For  a psychiatric  diagnosis,  this  person 
fits  well  as  a sociopathic  personality  with  the  colorful 
behavior  of  Munchausen  syndrome.  Therefore, 
Munchausen  syndrome  is  not  a primary  psychiatric 
diagnosis.  Patients  with  this  syndrome  need  to  be 
seen  by  a psychiatrist  for  assessment  and  proper  di- 
agnosis as  well  as  for  treatment.  Even  though  a cure 
is  not  always  possible,  amelioration  of  some  of  the 
symptoms  such  as  anxiety,  depression,  aggressive 
behavior,  and  uncooperativeness  can  temporarily  be 
attained. 

Such  cases  pose  very  interesting  ethical,  legal,  and 
social  problems.  Primarily,  they  deceive  the  phy- 
sicians and  break  the  premise  of  physician-patient 
relationship.  This  creates  a lot  of  difficulty  in 
treatment,  and  often  these  patients  are  turned  away 
without  any  therapy.  It  is  very  rare  that  a psychia- 
trist is  even  called  to  see  these  patients.  Physicians’ 
reactions  to  deceit  by  these  patients  have  proceeded 
to  such  an  extent  as  to  suggest  maintaining  blacklists 
to  prevent  their  entering  a hospital.  Therefore,  by 
their  deceit,  physician-patient  relationship  cannot 
develop,  and  treatment  is  actively  hampered.  So- 
cially, they  hop  from  hospital  to  hospital  causing 
waste  of  money  by  occupation  of  beds,  submission  to 
surgical  procedures,  and  by  the  elaborate  and  re- 
peated laboratory  investigations  for  the  detection  of 
the  elusive  etiology  of  their  symptoms. 
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Legally,  they  can  he  even  more  of  a problem. 
They  may  have  an  additional  legitimate  illness,  in 
addition  to  a fictitious  one.19  If  they  are  turned  away 
because  of  the  reaction  they  elicit,  they  can  be  a fer- 
tile source  of  legal  battle.  In  addition,  what  if  the 
relatives  would  like  to  sue  the  surgeon  who  innocently 
operated  on  a patient,  and  subsequently  that  patient 
turned  out  to  have  Munchausen  syndrome? 

The  legal,  ethical,  and  social  problems  can  be  cir- 
cumvented at  least  partially  by  dropping  the  syn- 
drome altogether  and  requesting  a psychiatric  eval- 
uation in  all  cases.  By  doing  so,  the  implication  that 
the  person  is  deceiving  and  does  not  have  the  disease 
denoted  by  the  name  is  removed,  prevents  some  legal 
battles,  and,  for  want  of  a label  or  knowledge,  the 
patient  is  more  thoroughly  assessed.  This  would 
prevent  turning  the  patient  away,  missing  coexisting 
disease,  and  would  probably  encourage  psychiatric 
consultation. 

Summary 

A case  of  Munchausen  syndrome  in  a thirty- 
seven-year-old  male  with  genitourinary  manifesta- 
tions including  hematuria  and  the  ensuing  anemia, 
as  well  as  underlying  psychopathology,  is  presented. 
The  literature  relevant  to  the  name  of  this  syndrome 
is  reviewed.  The  legal,  social,  and  ethical  issues  in- 
volved in  naming  and  treating  these  patients  are 
discussed.  It  is  suggested  that  the  name,  Mun- 
chausen syndrome,  be  dropped  so  that  the  precon- 
ceived implication  that  the  person  is  deceiving  and 
does  not  have  the  disease  denoted  bv  the  name  is 
removed.  This  may  prevent  some  legal  battles,  and 
for  want  of  a label  or  knowledge,  the  patient  is  more 
thoroughly  assessed,  which  prevents  turning  the 
patient  away,  missing  coexisting  disease,  and  prob- 


Acetaminophen: Safe  aspirin  substitute? 

Acetaminophen  may  be  substituted  for  aspirin  in  many 
cases,  but  it  is  not  entirely  innocuous  and  should  be  pre- 
scribed with  caution.  Overdoses  can  occur,  although  rarely 
during  routine  clinical  use;  as  reported  in  the  U.S.,  acute 
poisoning  due  to  overdose  is  uncommon,  whereas  in  En- 


ably encourages  psychiatric  consultation. 

St.  Mary’s  Hospital 
3830  Lacombe  Avenue 
Montreal,  Quebec  43T  1M5 
Canada 
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The  recent  comprehensive  review  of  familial  as- 
sociations in  sarcoidosis  by  The  British  Thoracic  and 
Tuberculosis  Association  records  174  instances  in  the 
world  literature  and  an  additional  62  instances  from 
their  survey.1  In  only  7 instances  were  husband-wife 
associations  recorded,  and  in  only  1 of  these  was  the 
onset  of  sarcoidosis  within  two  years. 

This  report  describes  acute  sarcoidosis  developing 
in  a husband  and  wife  in  close  temporal  relationship 
within  two  months  after  they  moved  from  an  apart- 
ment to  a house  in  Cortland,  New  York.  Both  had 
lived  most  of  their  lives  in  eastern  Upstate  New  York, 
with  the  exception  of  one  year  in  Kentucky. 

Case  reports 

Case  1.  The  wife  was  a twenty-four-year-old 
Caucasian,  employed  as  a secretary,  and  the  mother 
of  one  child  two  years  of  age.  She  first  contacted  her 
physician  in  late  June,  1973,  complaining  of  some 
chest  tightness  and  a periodic  mild  dyspnea. 

The  past  medical  history  revealed  rheumatic  fever 
at  age  five.  Family  history  was  noncontributory. 
She  had  had  no  known  contact  with  patients  having 
tuberculosis.  She  was  a smoker,  consuming  a pack 
of  cigarettes  a day  for  five  years.  Physical  exami- 
nation findings  were  normal  except  for  a grade  II/VI 
systolic  murmur  which  was  considered  functional  in 
spite  of  the  history  of  rheumatic  fever.  There  was 
no  fever  or  peripheral  adenopathy. 

Laboratory  investigations  revealed  normal  com- 
plete blood  count  and  urinalysis  findings.  Serum 
calcium  was  9.5  and  serum  phosphorus  2.5  mg.  per 
deciliter.  The  total  serum  protein  was  7.6  Gm.  per 


deciliter,  albumin  3.7,  and  globulin  3.9  Gm.  per 
deciliter.  Serum  electrophoresis  was  normal,  and 
pulmonary  function  test  findings  were  normal.  The 
chest  x-ray  film  is  illustrated  in  Figure  1A.  A 
mediastinal  lymph-node  biopsy  showed  typical 
changes  of  sarcoid.  Staining  and  culture  were  neg- 
ative for  acid-fast  organisms  and  fungi.  Examina- 
tion under  polarized  light  revealed  no  abnormalities. 

The  patient  was  not  given  any  therapy.  After  the 
initial  short  symptomatic  period,  she  became 
asymptomatic.  Her  chest  x-ray  film  findings  cleared 
and  were  normal  by  November,  1973. 

Case  2.  The  husband  was  a twenty-five-year-old 
Caucasian,  employed  as  an  office  manager  for  the 
U.S.  Department  of  Agriculture.  He  was  first  seen 
in  September,  1973,  for  a vague  periodic  discomfort 
in  the  left  mammary  region.  He  also  had  noted  mild 
exertional  dyspnea  when  climbing  stairs  over  the  past 
two  months. 

There  was  no  remarkable  past  medical  history. 
His  father  is  diabetic,  but  the  family  history  is  oth- 
erwise conventional.  There  was  no  known  contact 
with  tuberculosis.  He  had  smoked  one  pack  of  cig- 
arettes per  day  until  he  quit  nine  months  previously. 
Physical  examination  findings  were  entirely  normal. 
There  was  no  fever  or  peripheral  adenopathy.  The 
initial  chest  x-ray  film  is  shown  in  Figure  IB. 

Laboratory  investigations  revealed  normal  com,- 
plete  blood  count  and  urinalysis  findings.  The 
sedimentation  rate  was  normal.  Antinuclear  anti- 
bodies were  not  demonstrated  by  immunofluo- 
resence.  Serum  calcium  was  10.1  and  serum  phos- 
phorous 3.1  mg.  per  deciliter.  Alkaline  phosphatase 
was  2 Bessey-Lowry  units.  The  monospot  test  result 
for  mononucleosis  was  normal.  Serum  total  protein 
was  7.9,  albumin  5.1,  and  globulin  2.8  Gm.  per  deci- 
liter. Serum  electrophoresis  was  normal;  tuberculin 
intermediate-strength  skin  test  results  were  negative. 
A scalene  lymph-node  biopsy  showed  typical  non- 
caseating  granuloma.  Culture  was  negative  for  tu- 
berculosis and  fungi.  Examination  under  polarized 
light  revealed  no  abnormalities,  and  acid-fast  and 
silver  methenamine  stains  did  not  demonstrate  mi- 
croorganisms. 

The  mild  exertional  dyspnea  and  vague  chest 
discomfort  disappeared.  The  last  chest  radiographic 
examination,  made  in  April,  1974,  showed  diminished 
adenopathy,  but  residual  interstitial  infiltrate  in  the 
lungs. 

Comment 

Sibling  or  parent-child  familial  sarcoidosis  has  led 
to  the  suggestion  that  genetic  factors  play  a role.1 
Husband-wife  familial  sarcoidosis,  however,  simply 
constitutes  suspicion  for  exposure  to  a common  in- 
citing agent.  The  likelihood  of  this  presenting  a 
fortuitous  instance  of  simultaneous  sarcoidosis  or  the 
likelihood  of  genetic  factors  playing  a significant  role 
seems  remote. 
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FIGURE  1.  Initial  chest  radiographs  (A)  of  wife  and  (B)  husband.  Both  show  hilar  and  predominantly  right  paratracheal 
lymphadenopathy  and  pulmonary  parenchymal  infiltrate,  considered  classic  radiograph  presentation  for  sarcoidosis.2 


The  similarity  of  pulmonary  radiographic  pre- 
sentation is  of  interest.  Similarity  of  clinical  pre- 
sentation has  also  been  noted  in  other  cases  of  fa- 
milial sarcoidosis. 

The  etiology  of  sarcoidosis  remains  obscure.4,5  An 
unidentified  single  agent  may  be  responsible,  but 
many  known  agents  that  are  generally  distinguish- 
able by  careful  investigation  can  cause  a sarcoid-like 
pathologic  response.3  4 

Genetic  and  hypersensitivity  factors  may  be  in- 
volved. 


Intestinal  bypass  in  morbid  obesity: 

Long-term  metabolic  sequele 

Of  51  patients  submitting  to  jejunal  bypass  for  morbid 
obesity,  2 died  postoperatively.  Five-year  follow-up  (33 
for  over  three  years)  on  the  49  survivors  shows  that  weight 
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loss  has  been  acceptable  and  that,  for  the  most  part,  com- 
plications have  been  transient.  Kish,  G.  F.,  Parker,  F.  W., 
and  Joseph,  W.  L.,  in  Am.  Surg.  41:  786  (Dec.)  1975,  con- 
clude that  in  carefully  selected  cases,  jejunal  bypass  is  a 
useful  stratagem  in  managing  morbid  obesity. 
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Mondor’s  Disease 
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Mondor’s  disease,  pathologically  defined  in  1939 
as  thrombophlebitis  of  the  superficial  veins  of  the 
anterior  thorax,  is  universally  considered  a benign 
process  that  involves  the  lateral  thoracic  and/or  the 
superior  epigastric  (thoracoepigastric)  veins.  Mi- 
croscopic examination  reveals  sclerosing  phlebitis 
with  periphlebitis.  The  upper  inner  quadrant  of  the 
breast  drained  by  the  external  jugular  and  internal 
mammary  veins  is  not  known  to  be  involved  in  a 
similar  process.  The  disease  is  rarely  bilateral.1,2 

Clinically  the  patient  presents  a 3 to  5-mm.  sub- 
dermal  cord  in  the  axilla  or  over  the  breast.  Spon- 
taneous improvement  occurs  within  months  and  re- 
sults in  a fibrous  cord  or  groove.  Joint  restriction 
may  require  division  of  the  axillary  cord. 

Mondor’s  disease  is  usually  a solitary  finding. 
Abramson3  concludes  that  it  should  be  recognized  as 
a benign  and  self-limited  lesion  and  not  as  an  indi- 
cation of  neoplasia.  Regional  infections  or  previous 
surgery  may  be  associated.  Cases  have  sporadically 
been  found  concurrent  with  lymphoma,  lupus  er- 
ythematosus, rheumatic  arthritis,  and  appendicitis.2 
No  relationship  has  been  established  with  diabetes 
mellitus,  tuberculosis,  lues,  or  cardiovascular  dis- 
eases. 

The  following  report  describes  a patient  with 
Mondor’s  disease  and  simultaneous  preoperative 
carcinoma  of  the  breast.  With  one  reported  excep- 
tion, Mondor's  disease  associated  with  breast  carci- 
noma has  been  discovered  only  postoperatively. 

Case  report 

A fifty-two-year-old  menstruating  woman  was 
admitted  to  Lenox  Hill  Hospital  on  May  30,  1970, 
with  a one-year  history  of  disease  related  to  the  right 
breast.  During  the  previous  ten  months  she  had  had 
a painless  swelling  near  the  axillary  tail  which  re- 
gressed without  treatment.  She  had  been  treated 
previously  for  bursitis  of  the  right  shoulder  with  local 
steroid  injections.  In  the  two  months  prior  to  the 
initial  admission  she  had  noted  another  painless 
swelling  in  the  upper  quadrant  of  the  right  breast 
located  approximately  halfway  from  the  nipple  to  the 
midaxilla.  Clinically,  there  was  a nontender,  deep, 
firm,  poorly  defined  mass,  3 by  4 cm.  in  size.  On  el- 


FIGURE  1.  Axillary  cord  of  Mondor’s  disease  and  palpable 
tumor  mass  (encircled). 


evation  and  extension  of  the  right  shoulder  there  was 
a distinct,  5-mm.,  nontender,  subcutaneous  cord 
which  followed  along  the  lateral  aspect  of  the  pec- 
toralis  major  muscle  (Fig.  1).  Low  in  the  axilla,  there 
were  two  hard,  freely  mobile,  1-cm.  lymph  nodes. 
The  right  nipple  was  slightly  retracted  with  no  nipple 
discharge  or  distinct  subareolar  masses.  The  skin 
of  the  breast  was  unfixed  and  did  not  exhibit  signs  of 
lymphatic  obstruction.  History,  physical  exami- 
nation, radiographic,  and  laboratory  work-up  find- 
ings revealed  no  evidence  of  distant  metastatic  or 
cardiovascular  disease. 

Biopsy  of  the  breast  mass  and  of  the  axillary  cord 
was  followed  by  a radical  mastectomy  for  undiffer- 
entiated adenocarcinoma  (Fig.  2A).  Microscopic 
tumor  invasion  was  extensive  in  the  upper  outer  and 
lower  inner  quadrants  proceeding  into  the  adipose 
tissue  and  frequently  forming  venous  and  lymphatic 
emboli.  Stromal  reaction  was  lymphocytic.  All  of 
34  lymph  nodes  representing  axillary  and  lateral 
mammary  groups  were  involved.  The  excised,  un- 
involved axillary  cord  was  a partially  thrombosed 
vein  with  recanalization  and  diffuse  proliferation  of 
fibrous  tissue  (Fig.  2B).  The  patient  was  discharged 
from  the  hospital  on  the  tenth  postoperative  day  and 
received  7,000  rads  of  cobalt  60  to  right  axilla,  in- 
ternal mammary,  and  supraclavicular  nodes,  plus 
1,500  rads  to  the  pelvis  for  castration.  Within  six 
months,  left  axillary  metastases  were  noted  and 
treated  with  3,000  rads  to  the  left  axilla  and  supra- 


120  New  York  State  Journal  of  Medicine/January  1977 


f.T.src  *- 

-V’-  ’i*'^’  '**«jK'^V>  >*gt 


, S^jL*  ' _J  - __ 

■ *®  //.'  ■ --J. 


— ' It 


* *<  ^ 

>'*  • - sTm.  e --4 

^;r^^fV... 

'tf  »*  " ^r} 

? *►»  ZM.  - rmt.  'V-  _/♦ 

clavicular  areas.  Erythema  due  to  inflammatory 
carcinoma  spread  from  the  right  wall  of  the  chest  over 
the  left  breast  despite  fluoxymesterone  (Halotestin) 
therapy,  and  multiple  osteoblastic  lesions  to  the  axial 
skeleton  occurred.  Bilateral  adrenalectomy  and 
oophorectomy  were  unavailing.  Minimal  palliation 
occurred  with  subsequent  combined  5-fluorouracil 
and  methotrexate  therapy.  She  continued  to  dete- 
riorate and  expired  in  April  of  1972. 


FIGURE  2.  Biopsy.  (A)  Adenocarcinoma  of  upper  outer 
quadrant  of  right  breast.  (B)  Phlebitic  axillary  cord  benign 
process. 


eighteen  months  after  radical  mastectomy  on  the 
contralateral  breast.  Lunn  and  Potter7  briefly  de- 
scribed a case  of  Mondor’s  disease  similar  to  ours  but 
associated  with  advanced  carcinoma.  Pathologic 
description  and  follow-up  are  incomplete  but  the 
axillary  cord  was  not  involved  directly  in  tumor. 

This  presentation  describes  the  occurrence  of 
Mondor’s  disease  and  clinically  operable  carcinoma. 
Although  microscopic  tumor  is  present  in  the  upper 
outer  and  lower  inner  quadrants  of  the  breast  which 
are  drained  by  the  lateral  thoracic  and  thoracoepi- 
gastric veins,  tumor  was  not  found  directly  respon- 
sible for  axillary  phlebitis.  However,  the  virulence 
and  inflammatory  transformation  of  this  neoplasm 
implies  an  etiologic  relationship.  If  a causal  se- 
quence exists,  the  lack  of  direct  tumor  invasion  in  the 
main  phlebitic  vein  indicates  that  the  process  may 
have  been  initiated  within  the  smaller  mammary 
vessels. 


Comment 

Mondor’s  disease  is  said  to  be  a benign  self-limiting 
process.  It  must  be  distinguished  from  the  linear 
occurrence  of  lvmphangitic  tumor  related  to 
lymph-node  disease  in  advanced  breast  cancer. 
However,  as  demonstrated  here,  when  a cord  is 
identified  as  representing  Mondor’s  disease,  one 
should  not  assume  that  malignant  disease  is  absent. 
In  the  few  cases  previously  discussed  in  the  literature 
in  relation  to  carcinoma,  the  phlebitic  cord  occurred 
after  an  operative  manipulation.  Leger4  described 
one  patient  who  developed  a cord  three  weeks  after 
local  excision  of  a small  breast  mass  found  to  contain 
a microscopic  focus  of  carinoma.  Hughes’s0  review 
of  39  cases  did  not  discuss  an  association  with  carci- 
noma. Farrow6  described  3 other  postoperative 
Cases  in  a study  of  his  series  of  43  patients.  One  oc- 
curred in  the  lower  margin  of  a radical  mastectomy 
incision  three  weeks  after  surgery.  Another  hap- 
pened two  weeks  after  local  excision  of  a small  car- 
cinoma. Subsequent  radical  mastectomy  revealed 
no  residual  cancer.  A third  case  had  a cord  develop 


Summary 

The  generally  benign  course  of  Mondor’s  disease 
is  discussed  emphasizing  that  its  presence  does  not 
rule  out  malignant  neoplasia.  A case  is  presented 
demonstrating  simultaneous  preoperative  presence 
of  virulent  carcinoma  of  the  breast  and  Mondor’s 
disease. 
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A patient  with  sarcoidosis  and  Candida  albicans 
infection  was  treated  with  amphotericin  B.  The 
dramatic  resolution  of  signs  and  symptoms  attrib- 
uted to  the  sarcoidosis  suggests  a relationship  be- 
tween the  latter  and  the  Candida  infection. 

Presented  at  the  Medical-Surgical  Training  Conference  of  the 
United  States  Army  Reserves  in  Europe  and  the  7th  Army,  Gar- 
misch,  Germany,  1970.  Presentation  awarded  Outstanding 
Contribution  Certificate.  This  material  has  been  reviewed  by  The 
Office  of  the  Surgeon  General,  Department  of  the  Army,  and  there 
is  no  objection  to  its  publication  and/or  presentation.  This  view 
does  not  imply  any  endorsement  of  the  opinions  advanced  or  any 
recommendation  of  such  products  as  may  be  named. 


Case  report 

A twenty-seven-year-old  black  housewife  arrived 
in  Belgium  in  good  health  from  Pennsylvania  and 
Indiana  in  February,  1969;  at  that  time,  a chest  x-ray 
film  indicated  no  abnormalities  (Fig.  1A).  In  May, 
she  developed  fatigue,  dyspnea  at  rest,  night  sweats, 
a nonproductive  cough,  and  a 12-pound  weight  loss. 
Physical  examination  findings  were  completely 
normal.  Hematologic  studies,  aside  from  elevation 
of  the  gamma  globulin  levels,  and  urinalyses  dis- 
closed normal  findings.  Skin  testing  with  histo- 
plasmin  produced  12  mm.  of  induration,  and,  with 
purified  protein  derivative,  250  units,  no  induration 
was  noted.  Complement  fixation  tests  identified  no 
antibodies  to  histoplasmosis,  coccidioidomycosis,  or 
blastomycosis. 

Chest  x-ray  films  revealed  mild  hilar  adenopathy 
with  diffuse  miliary  infiltrates  which  coalesced,  and 
changes  which  increased  through  October,  1969  (Fig. 
IB).  Findings  of  radiographic  studies  of  the  gas- 
trointestinal and  genitourinary  tract,  skull,  and  si- 
nuses were  normal. 

Sputum  smears  and  cultures  were  negative  for 
acid-fast  bacilli  (AFB).  Similar  smears  for  fungi 
showed  pseudohyphae  and  yeast  cells.  Sputum 
cultures  for  fungi  on  19  samples  yielded  abundant 
growth  of  Candida  albicans.  Fourteen  urine  and 
three  blood  cultures  failed  to  grow  fungi. 

Pulmonary  function  studies  (PFS)  showed  prin- 
cipally restrictive  defects  which  progressed  through 
October,  1969  (Fig.  2).  Noncaseating  granulomata 
with  giant  cells  were  seen  in  biopsy  samples  of  scalene 
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FIGURE  1.  (A)  Normal  chest  roentgenogram  findings  on  patient’s  arrival  in  Belgium.  (B)  Several  months  after  patient's  arrival, 

chest  x-ray  films  reveal  mild  hilar  adenopathy  with  diffuse  miliary  infiltrates. 
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FIGURE  2.  Pulmonary  function  studies  illustrate  principally 
restrictive  defects. 


node,  liver,  and  site  of  Kveim-test  application. 
Smears  and  cultures  of  liver  and  lymph  node  were 
negative  for  acid-fast  bacilli  and  fungi. 

A course  of  oral  nystatin  (Mycostatin)  failed  to 
eradicate  the  Candida  from  the  sputum.  In  view  of 
progression  of  her  signs  and  symptoms,  a lung  biopsy 
was  performed  in  November,  1969.  Noncaseating 
granulomas  with  giant  cells,  without  fibrosis,  were 
noted  in  lung  tissue.  Cultures  and  smears  were 
negative  for  acid-fast  bacilli  and  fungi. 

Seven-hundred  and  fifty  mg.  of  amphotericin  B 
were  administered  intravenously  over  a three-month 
period.  Therapy  was  complicated  by  fever,  chills, 
azotemia,  hypokalemia,  and  anemia.  Within  two 
weeks  of  therapy,  the  patient  developed  an  increased 
sense  of  well-being,  and  her  cough  disappeared.  She 
no  longer  experienced  night  sweats,  malaise,  or 
weight  loss.  Cultures  of  sputum  for  fungi  were  free 
of  growth.  Although  pulmonary  function  studies  did 
not  show  change  (Fig.  2),  chest  x-ray  films  demon- 
strated clearing  of  the  infiltrates,  with  hilar  ade- 
nopathy the  only  abnormality  left  (Fig.  3).  She  re- 
mained free  of  symptoms  and  regained  18  pounds  in 
weight. 

Comment 

The  illness  described  may  have  represented  sys- 
temic histoplasmosis,  as  suggested  by  the  positive 
histoplasmin  skin  test  and  the  response  to  ampho- 
tericin B.  However,  (1)  the  mild  nature  of  our  pa- 
tient’s symptoms,  (2)  the  failure  to  grow  histoplas- 
mosis organisms  from  sputum,  lymph  node,  lung, 
liver,  blood,  or  urine,  and  (3)  the  negative  comple- 
ment-fixation test  results  all  weigh  against  this 
possibility.  Smears  and  cultures  of  liver  and  lymph 


FIGURE  3.  Lungs  clearing  of  infiltrates,  with  hilar  adenop- 
athy only  abnormality  left. 


nodes  are  rewarding  in  the  demonstration  of  infec- 
tion with  histoplasmosis.1 

Our  patient  may  have  had  disseminated  candidi- 
asis. However,  her  course  was  not  consistent  with 
usual  clinical  manifestations  of  this  entity.  Candida 
was  only  recovered  in  the  sputum  and  not  in  tissue 
samples,  urine,  or  blood.  Despite  her  systemic 
symptoms,  our  patient  did  not  appear  toxic.  Indeed, 
her  pulmonary  function  studies  changes  and  chest 
x-ray  films  that  revealed  abnormalities  belied  her 
clinical  appearance.  Most  patients  with  dissemi- 
nated candidiasis  die,  although  a few  patients  have 
survived  after  amphotericin  B treatment.2  Candida 
skin  testing  was  not  done  since  it  is  not  considered  to 
be  useful  in  determining  the  presence  of  infection.3 

The  diagnosis  of  sarcoidosis  could  be  clearly  es- 
tablished since  our  patient  met  the  following  criteria: 
her  clinical  course  was  compatible,  she  had  a Kveim 
test  positive  for  sarcoidosis,  and  typical  histologic 
changes  were  evident  in  lymph  node,  liver,  and  lung.4 
Because  of  her  progressive  symptoms,  corticosteroid 
therapy  was  considered.  We  were  reluctant  to  use 
these  agents  with  the  persistent  growth  of  Candida 
in  her  sputum.  Although  Candida  infection  is  gen- 
erally considered  saprophytic  and  of  no  clinical  sig- 
nificance in  the  absence  of  clinical  symptoms,2  its 
pathogenicity  is  greatly  enhanced  in  the  presence  of 
numerous  factors,  including  the  immunologic  alter- 
ations induced  by  corticosteroids.5-'  We  therefore 
felt  obligated  to  first  eradicate  the  fungal  infection. 
The  normal  examination  of  the  oro-  and  nasophar- 


January  1977/New  York  State  Journal  of  Medicine  123 


ynx,  along  with  negative  cultures  of  pulmonary  tis- 
sue, suggest  that  the  infection  originated  in  the  tra- 
cheobronchial tree.  Since  Candida  is  known  to  in- 
vade the  human  host  most  commonly  at  mucosa) 
sites  of  the  oropharynx,  esophagus,  and  intestine,8’9 
a course  of  oral  nystatin  was  administered.  Others 
have  used  this  apparoch  effectively  in  treating  pa- 
tients with  Candida  septicemia.10  The  failure  of 
nystatin  therapy  forced  our  use  of  amphotericin  B. 
The  dramatic  and  unexpected  defervescence,  sub- 
sidence of  night  sweats,  clearance  of  malaise,  arrest 
of  weight  loss,  and  subsequent  weight  gain,  con- 
comitant with  reversion  of  the  sputum  cultures  and 
the  disappearance  of  the  pulmonary  infiltrates,  en- 
abled us  to  avoid  entirely  the  use  of  corticosteroids. 

Conclusion 

The  possibility  exists  that  the  sarcoidosis  under- 
went spontaneous  remission  coincident  with  the  use 
of  antifungal  treatment.  Militating  against  this  are 
both  the  rapid  clinical  and  chest  x-ray  film  findings 
of  improvement  in  a patient  with  this  stage  of  sar- 
coidosis and  the  direct  temporal  correlation  of  im- 
provement with  amphotericin  B administration.11 

Resolution  of  the  sarcoidosis  following  the  eradi- 
cation of  Candida  albicans  infection  suggests  more 
than  a casual  association  between  the  two  and  may 
provide  a clue  in  the  etiology  of  the  syndrome  termed 
sarcoidosis. 

Summary 

This  patient’s  illness  fulfilled  the  diagnostic  cri- 
teria for  sarcoidosis.  Sputum  cultures  revealed 
persistent  growth  of  Candida  albicans;  progressive 
restrictive  infiltrative  pulmonary  disease  ensued. 


Further  studies  in  allergenic  identity 
between  house  dust  and  house  dust  mite 

While  numerous  investigators  have  accepted  the  view 
by  Morita,  Y.,  et  al.,  in  Ann.  Allergy  35:  361  (Dec.)  1975, 
that  the  house  dust  mite,  Dermatophagoides  farinae, 
Hughes,  1961 , is  the  major  allergen  in  house  dusts,  several 
have  reported  other  views.  Development  of  the  radioal- 
lergosorbent  test  (RAST),  which  measures  the  level  of 
specific  IgE  ant  ibody  semiquantitatively,  makes  it  possible 
to  study  the  allergenic  similarity  between  dust  and  the 


Amphotericin  B therapy  effected  the  elimination  of 
the  fungal  organism  from  the  sputum,  and  also  the 
resolution  of  the  clinical  signs  and  symptoms  at- 
tributed to  the  sarcoidosis.  Further  studies  should 
be  undertaken  to  define  the  extrinsic  agents  that  may 
precipitate  or  alter  the  clinical  syndrome  of  sarcoi- 
dosis. 

Mary  Imogene  Bassett  Hospital 
Cooperstown,  New  York  13326 
(DR.  FRANCK) 
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house  dust  mite.  A close  correlation  (0.92,  P <0.01)  was 
obtained  between  house  dust  and  the  mite  with  the  test. 
This  was  not  noted  between  the  house  dust  and  other  al- 
lergens such  as  the  smokey  brown  cockroach,  P.  fulginosa, 
Aspergillus,  book  lice,  L.  bostricophilus,  C.  malaccensis, 
and  others.  IgE  antibody  to  the  mite  reduced  significantly 
after  the  incubation  of  the  sera  with  house  dust,  and  IgE 
antibody  to  the  house  dust  reduced  markedly  after  the 
incubation  of  the  sera  with  the  mite.  These  results,  say  the 
authors,  further  support  the  view  that  the  mite  is  the  most 
important  allergenic  component  in  house  dust. 
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If  your  angina  patient 
isn't  having  3 out  of  4 
better  days  than  usual 

try  Cardilate 

J (ERYTHRITYL  TETRANITRATE) 


• •• 


INDICATIONS  For  the  prophylaxis  and 
long  term  treatment  of  patients  with  fre 
quent  or  recurrent  anginal  pain  and  re 
duced  exercise  tolerance  associated  with 
angina  pectoris  rather  than  for  the  treat 
ment  of  the  acute  attack  of  angina  pec 
tons,  since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates  some  fall  in  blood  pressure  may 
occur  with  large  doses. 

Caution  should  be  observed  in  admin 
istering  the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage,  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  [like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable,  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets  bot- 
tle of  100  Also  5.  10  and  15  mg  scored 
tablets  in  bottles  of  100  10  mg  scored 
.tablets  also  supplied  in  bottle  of  1 ,000 
Also  available  Cardilate-  P brand 
Erythrityl  Tetramtrate  with  Phenobarbital* 
(’Warning:  may  be  habit-forming) 

1 Russek  HI  AM  J M Sc  239  478  1960 

/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


unstable  ingina  patients  may  be  refractory  to  all  long  acting  nitrates 


Pain  days  significantly  re- 
duced with  Cardilate  (eryth- 
rityl tetramtrate)  in  48-patient 
study.1  Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 compared  to  1 day  out  of  4 
while  on  Cardilate 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticjpated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours  Sublingual  tablets  also 
available 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance. Serious  side  effects 
have  not  been  reported  in  20 
years  clinical  use. 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon,  also  helps  re- 
duce need  for  nitroglycerin 
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History  of  Medicine 


Hodgkin’s  Disease 


Historical  notes 


WILLIAM  B.  OBER,  M.D. 

New  York  City 

Attending  Pathologist,  Beth  Israel  Hospital;  Professor  of 
Pathology,  The  Mount  Sinai  School  of  Medicine  of  the  City 
University  of  New  York 


Writing  about  the  history  of  Hodgkin’s  disease 
at  present  gives  one  the  advantage  of  being  able  to 
divide  its  chronology  into  two  equal  periods  of  sev- 
enty years  each:  one  period  from  Hodgkin’s  original 
description  of  the  disease  as  an  entity  in  1832  to 
Dorothy  Reed’s  accurate  description  of  its  single 
most  diagnostic  histopathologic  feature  in  1902,  and 
the  other  from  1902  to  the  present  day.  Happily, 
these  two  periods  almost  precisely  coincide  with  the 
change  from  the  nineteenth  century  to  the  twentieth 
century,  and  what  historian  could  fail  to  take  ad- 
vantage of  the  neat  dichotomy  the  calendar  has 
provided.  Unfortunately  for  neatness,  advances  in 
our  understanding  of  any  disease  do  not  progress  by 
fixed  steps  or  measured  intervals.  Many  of  the 
problems  posed  in  the  nineteenth  century  remain 
unresolved  in  the  twentieth  century;  our  modern 
approach  to  them  takes  advantage  of  technologic 
improvements  in  addition  to  the  mere  accumulation 
of  data  and  the  accretion  of  anecdotal  material.  By 
coincidence,  1902  is  also  the  date  of  Pusey’s  first 
treatment  of  Hodgkin’s  disease  by  x-irradiation. 
Ergo,  it  is  safe  to  say  that  the  foundation  for  twenti- 
eth-century diagnosis  and  treatment  of  Hodgkin’s 
disease  was  laid  in  that  year. 

Hodgkin’s  contribution 

The  classic  report  by  Hodgkin1*  was  read  before 

* Thomas  Hodgkin  (1798-1866)  was  born  in  Middlesex,  En- 
gland, into  a well-educated  Quaker  family.  Debarred  bv  non- 
conformity from  education  at  Oxford  or  Cambridge,  he  was  edu- 
cated privately  and  acquired  a sound  knowledge  of  the  classics  as 
well  as  natural  science  and  modern  languages.  He  began  his 
medical  studies  at  Guy’s  Hospital,  continued  them  in  Paris,  and 
finally  took  his  M.D.  degree  at  Edinburgh  in  1823.  He  returned 
to  London,  began  practice  in  Bloomsbury,  and  worked  at  Guy’s 
Hospital,  where  he  was  appointed  curator  of  the  museum  and 
demonstrator  of  morbid  anatomy  in  1825.  He  improved  the  or- 
ganization of  the  museum,  arranging  it  according  to  a systematic 
plan  designed  to  show  diseases  as  they  occurred  in  different  organs 


the  Medico-Chirurgical  Society  of  London  on  Jan- 
uary 10  and  January  24,  1832,  and  published  in  its 
Transactions  later  that  year.  At  the  time,  Hodgkin 
was  curator  of  the  museum  and  demonstrator  of 
morbid  anatomy  at  Guy’s  Hospital,  London,  and  his 
forte  was  the  correlation  of  clinical  disease  with  gross 
observations  at  autopsy.  It  was  not  then  customary 
to  support  gross  observations  with  microscopic 
analysis,  and  indeed  morbid  anatomy  was  not  then 
a separate  discipline  from  clinical  medicine. 
Hodgkin  described  6 cases  from  the  museum  at  Guy’s 
Hospital  and  added  a handsomely  illustrated  case 
given  him  by  Robert  Carswell,  M.D.,*  of  University 
College  Hospital  (Fig.  1).  Hodgkin1  advanced  the 
opinion  that  the  “enlargement  of  the  glands  (or 
lymph  nodes)  appeared  to  be  a primitive  (or  primary) 
affection  of  those  bodies,  rather  than  the  result  of  an 
irritation  propagated  to  them  from  some  ulcerated 
surface  or  other  inflamed  texture.”  Concepts  of 
neoplasia  were  not  well  developed  in  1832,  and 
Hodgkin  did  not  assert  in  so  many  words  that  the 

and  tissues.  His  catalog  of  specimens  and  preparations  was 
published  in  1832,  the  same  year  as  his  article  on  the  disease  that 
now  bears  his  name.  Two  earlier  reports  may  now  be  considered 
classics:  “On  the  Object  of  Post  Mortem  Examination”  (Load. 
Med.  'Gaz.  2:  423  (1828)),  which  shows  what  pathologists  in  the 
years  between  Morgagni  and  Virchow  regarded  as  diagnostic  clues 
and  how  they  explained  the  mechanisms  of  disease,  and  "On  the 
Retroversion  of  the  Valves  of  the  Aorta”  (Load.  Med.  Gaz.  3:  433 
(1829))  in  which  he  described  aortic  insufficiency  five  years  before 
Corrigan. 

In  1837,  when  James  Cholmeley  died  and  Addison  was  pro- 
moted to  full  physician,  Hodgkin  was  a candidate  for  the  post  of 
assistant  physician,  but  the  choice  fell  on  James  Babington. 
Failing  to  obtain  a staff  appointment,  “he  gradually  fell  out  of 
practice”  and  devoted  his  energies  to  philanthropic  activities. 
Hodgkin  had  not  confined  his  interests  to  medicine.  He  was  active 
in  the  affairs  of  the  University  of  London  and  was  a member  of  its 
senate  from  1837  until  his  death.  One  reason  for  his  interest  was 
that  the  university  was  founded  to  provide  education  and  grant 
degrees  to  candidates  who  were  not  permitted  to  take  degrees  at 
Oxford  or  Cambridge  because  they  were  not  members  of  the 
Church  of  England,  a qualification  that  excluded  Quakers,  other 
Protestant  nonconformists,  Roman  Catholics,  and  Jews.  Hodgkin 
had  an  abiding  interest  in  the  welfare  of  the  underdog;  he  was  a 
founder  of  the  Aborigines’  Protection  Society  in  1838,  and  through 
it  and  other  agencies  worked  hard  for  oppressed  savages,  perse- 
cuted Jews,  and  the  ill-housed  poor.  He  was  interested  in  the 
then-developing  discipline  of  ethnology  and  wrote  several  articles 
on  topics  then  of  interest  in  that  field.  Such  diversity  of  interests 
and  radical  ideas  rarely  recommend  their  holder  to  those  whose 
hands  are  on  the  levers  of  power  and  hold  the  key  to  preferment. 
There  may  have  been  substance  to  the  charge  made  by  Hodgkin's 
friends  that  Benjamin  Harrison,  the  treasurer  of  Guy’s  Hospital, 
blocked  Hodgkin’s  appointment,  but  Hodgkin  himself  seems  to 
have  remained  discreetly  silent  on  the  point.  In  any  case,  it  was 
easy  for  Hodgkin  gradually  to  discontinue  medical  work.  His  1 
practice  had  never  been  large  and,  having  some  private  means,  he 
had  never  been  interested  in  fees;  his  idealistic  nature  placed 
higher  value  on  other  satisfactions.  Most  of  the  last  twenty  years 
of  his  life  were  devoted  to  ethnologic  studies  and  philanthropy. 
He  died  of  a sudden  attack  of  dysentery  at  Jaffa  while  visiting  t he 
Holy  Land  with  Sir  Moses  Montefiore,  his  friend  and  patient;  he 
was  buried  in  Jerusalem. 
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entity  he  described  was  malignant  in  the  same  sense 
we  use  the  word  today,  but  he  did  discount  the  idea 
of  its  being  an  inflammatory  process:  “Unless  the 
word  inflammation  be  allowed  to  have  a more  in- 
definite and  loose  meaning,  this  affection  . . . can 
hardly  be  attributed  to  that  cause.” 

Were  it  not  for  the  later  publications  by  Sir  Samuel 
Wilks,  M.D.  * one  of  Hodgkin’s  successors  in  morbid 

* Sir  Robert  Carswell  (1793-1857)  was  born  at  Paisley,  Scotland, 
and  studied  medicine  at  Glasgow.  He  had  an  aptitude  for  draw- 
ing, and  while  still  a student  was  asked  by  John  Thompson,  M.D., 
of  Edinburgh  to  make  a collection  of  drawings  illustrating  morbid 
anatomy.  To  carry  out  this  plan,  Carswell  went  to  the  Continent 
for  two  years  ( 1822-1823),  making  drawings  of  specimens  at  Paris 
and  Lyons.  He  returned  to  Scotland,  took  his  M.D.  degree  at 
Aberdeen  in  1826,  and  then  returned  to  Paris  to  continue  studies 
in  morbid  anatomy  under  Pierre  Louis.  Nominated  professor  of 
pathologic  anatomy  at  University  College,  London,  in  1828, 
Carswell  stayed  in  Paris  until  1831  to  complete  his  collection  of 
over  2,000  water-color  drawings  illustrating  gross  evidence  of 
disease.  From  this  collection  he  selected  items  for  the  plates  of 
his  handsome  folio.  Illustrations  of  the  Elementary  Forms  of 
Disease  (18(17).  It  is  on  this  one  volume  that  Carswell’s  reputation 
rests,  and  it  has  been  lauded  as  follows:  “The  illustrations  have, 
for  artistic  merit  and  for  fidelity,  never  been  surpassed,  while  the 
matter  represents  the  highest  point  which  the  science  of  morbid 
anatomy  had  reached  before  the  introduction  of  the  microscope.” 
Never  in  strong  health,  Carswell  resigned  his  chair  in  1840  to  be- 
come physician  to  Leopold,  king  of  the  Belgians,  and  spent  the  rest 
of  his  life  at  Laeken,  near  Brussels,  interrupting  his  attendance 
by  journeys  to  the  south  in  search  of  health.  He  was  knighted  bv 
Queen  Victoria  in  1850  for  his  services  to  her  uncle  Leopold  and 
to  Louis-Phillipe  when  in  exile. 

The  bulk  of  Carswell’s  watercolor  drawings  have  not  been 
published  and  they  remain  at  University  College.  London.  The 
drawing  of  cervical  and  axillary  lympadenopathy  reproduced  here 
was  made  from  a dissection  at  Dr.  Lugol’s  clinic  at  Paris.  It  was 
first  published  in  1898  in  the  New  Sydenham  Society’s  Atlas  of 
Illustrations  of  Pathology  and  has  been  the  subject  of  recent 
comment  by  Peter  Dawson  {Arch.  Int.  Med  121:  288  (1968)). 

* Sir  Samuel  Wilks  (1824-1911)  was  born  at  Camberwell  and 
entered  Guy’s  Hospital  as  a student  in  1842  after  a year  at  Uni- 
versity College.  London.  At  first  he  was  drawn  to  surgery  and 
became  a member  of  the  Royal  College  of  Surgeons  in  1847,  but 
he  had  a real  flair  for  pathology  and  medicine  and  decided  to  take 
his  M.D.  degree  at  the  University  of  London  in  1850.  He  was 
appointed  assistant  physician  at  Guy’s  Hospital  in  1856,  promoted 
to  physician  in  1866,  a post  which  he  held  until  1885.  He  also  held 
successively  the  posts  of  curator  of  the  museum,  lecturer  on  pa- 
thology, and  lecturer  on  medicine.  He  served  as  editor  of  Guy’s 
Hospital  Reports  from  1854  to  1865.  Wilks  earned  a great  rep- 
utation in  research  and  teaching,  published  widely  and  well,  and 
had  a range  of  medical  knowledge  equaled  by  few.  His  devotion 
and  loyalty  to  Guy’s  Hospital  during  an  association  of  almost  seven 
decades  was  embodied  in  A Biographical  History  of  Guy’s  Hos- 
pital (1892),  which  he  wrote  with  G.  T.  Bettany,  an  historical 
source  book  which  is  rich  in  personal  recollections  and  which  il- 
luminates the  relationship  between  a great  institution  and  the 
successive  generations  of  the  men  whose  individual  contributions 
contribute  to  that  greatness  so  that  the  tradition  is  finally  greater 
than  the  sum  of  its  components. 

W ilks  is  generally  credited  with  scrupulous  scientific  accuracy 
and  generosity  of  spirit  in  assigning  credit  for  the  discovery  of 
Hodgkin's  disease  to  Thomas  Hodgkin,  and  it  is  true  that  he  was 
accurate  and  generous.  It  is  likewise  true  that  by  1856,  w:hen 
VV  ilks-’  published  his  account  of  lardaceous  disease  many  physi- 
cians had  forgotten  Hodgkin's  report  of  1832,  and  certainly  re- 
trieval of  library  information  was  by  no  means  easy  in  the  mid- 
nineteenth century.  But  Wilks  was  working  in  the  same  museum 
that  Hodgkin  had  reformed  a quarter  of  a century  before,  and 
Hodgkin  as  well  as  Addison,  Bright,  and  other  physicians  of  their 
generation  were  still  alive  and  active  in  London  at  the  time.  Nor 
had  Hodgkin's  study  been  entirely  forgotten.  It  was  mentioned 
in  Richard  Bright's  monograph  on  abdominal  tumors,  in  an  im- 
portant article  by  Herbert  Mayo  of  Middlesex  Hospital,  and  in 
ot  her  writings  of  the  1840s  and  1850s.  It  seems  that  Wilks’s  search 
ot  the  literature  was  somewhat  superficial  and  that  his  librarian- 
ship  was  weak  at  this  stage  of  his  career;  a dedicated  bookman 
would  not  have  found  Hodgkin’s  original  article  a challenge  to 
locate.  However,  once  Wilks  did  find  out  about  Hodgkin’s  work, 


FIGURE  1.  Robert  Carswell’s  drawing  (circa  1830)  of  dis- 
section of  neck  and  axilla  from  case  of  Hodgkin’s  disease. 
Drawing  was  made  at  Paris  but  not  published  until  1898  in 
New  Sydenham  Society’s  Atlas  of  Illustrations  of  Pathology 
(Dawson,  P.  J.:  The  original  illustrations  of  Hodgkin’s  dis- 
ease, Arch.  Int.  Med.  121:  288  (1968)). 

anatomy  at  Guy’s  Hospital,  Hodgkin’s  contribution 
might  have  been  forgotten.  In  1856,  Wilks2  had 
written  his  own  report,  actually  using  4 of  the  cases 
Hodgkin  had  reported  after  he  came  across  the  work 
of  his  predecessor.  Wilks’s2  study  was  ready  for 
publication,  but  he  added  a few  sentences  at  the  end. 
He  gave  Hodgkin  full  credit  for  the  discovery,  com- 
menting that,  “It  is  only  to  be  lamented  that  Dr. 
Hodgkin  did  not  affix  a distinct  name  to  the  disease, 
for  by  so  doing,  I should  not  have  experienced  so  long 
an  ignorance  ...  of  a very  remarkable  class  of  cases 
...  .”  In  his  next  two  reports  on  the  subject,  Wilks3’4 
did  decide  on  a distinctive  name,  Hodgkin’s  disease, 
neither  descriptive  nor  defining;  the  second  of  these 
reports  bore  the  eponym  in  its  title,  and  so  it  is  called 
Hodgkin’s  disease  today.4 

Hodgkin  did  not  have  the  advantage  of  tissue 
sections  and  the  microscope,  but  when  Fox5  exam- 
ined tissue  from  3 of  Hodgkin’s  cases  in  1926,  he  was 
able  to  confirm  the  diagnosis  in  2 of  them  by  finding 
well-preserved  Dorothy  Reed  cells.  The  specimens 
are  preserved  in  the  Gordon  Museum  of  Guy’s  Hos- 
pital and  can  be  seen  there  to  this  day.  Some  debate 
has  arisen  about  the  diagnosis  in  3 of  Hodgkin’s  7 
cases.  One  of  them  seems  to  have  been  a lympho- 

his  sense  of  fair  play  and  his  devotion  to  Guy’s  Hospital  and  its 
men  made  it  easy  for  him  to  publish  one  of  the  most  gracious  “You 
first,  Alphonse”  acts  of  the  century.  In  his  later  years  Wilks  de- 
veloped his  grasp  of  the  literature,  and  his  knowledge  of  reported 
cases  of  unusual  diseases  was  legendary. 
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sarcoma;  the  remaining  2 were  known  to  have  had 
syphilis  and  tuberculosis,  respectively,  yet  Hodgkin 
felt  that  the  gross  appearance  of  the  lymphade- 
nopathic  condition  was  distinctively  different  from 
those  2 granulomatous  infections.  Tissue  from  them 
has  not  been  preserved,  and  the  question  cannot  be 
resolved.  That  tuberculosis  was  present  in  at  least 
1 case  merits  notice,  because  the  relationship  be- 
tween Hodgkin’s  disease  and  tuberculosis  remained 
a point  of  controversy  for  several  decades,  a problem 
that  created  more  heat  than  light. 

Defining  Hodgkin’s  disease 

Hodgkin’s  disease  was  the  first  of  the  leukemia- 
lymphoma  group  of  diseases  to  be  segregated  as  an 
entity,  but  in  1845  Virchow  published  what  is  gen- 
erally taken  as  the  first  adequate  description  of  leu- 
kemia. He  distinguished  between  leukemic  and 
aleukemic  forms  of  the  disease,  and  the  latter  was 
renamed  pseudoleukemia  by  Cohnheim  in  1865. 
Another  generation  was  to  pass  until  Dreschfeld  in 
1892  and  Kundrat  in  1893  developed  the  concept  of 
lymphosarcoma,  either  confined  to  the  lymphatic 
system  or  else  extranodal,  as  the  equivalent  of  Vir- 
chow’s aleukemic  variety.  It  was  only  in  the  twen- 
tieth century  that  Brill,  Baehr,  and  Rosenthal  in 
19256  and  Symmers  in  19277  first  described  giant- 
follicle  lymphoma,  now  renamed  nodular  lymphoma. 
Reticulum-cell  sarcoma  was  separated  from  the 
larger  group  of  lymphomas  by  Roulet  in  1930,  and 
only  as  recently  as  1958  did  Burkitt  describe  the 
distinctive  variety  of  lymphoma  that  bears  his  name. 
However,  these  developments  are  separate  from  the 
history  of  Hodgkin’s  disease  as  such,  and  they  are 
mentioned  en  passant  to  suggest  the  diagnostic 
hazards  early  reporters  must  have  encountered  in 
selecting  and  labeling  their  case  material. 

Acceptable  cases  of  Hodgkin’s  disease  do  not  seem 
to  have  been  reported  until  after  Wilks  resurrected 
Hodgkin’s  work;  however,  in  the  years  following 
Wilk’s  second  report,  numerous  accounts  of  it  ap- 
peared, including  a fine  chronicle  by  Ogle,8  morbid 
anatomist  to  St.  George’s  Hospital,  and  one  by 
Trousseau  in  1865  under  the  name  l’adenie.  As  case 
reports  proliferated  so  did  synonyms,  for  example, 
lymphadenoma,  lymphogranuloma,  lymphoblasto- 
ma, lymphomatosis  granulomatosa,  granuloma 
malignum,  and  so  forth.  An  early  and  influential 
review  in  the  American  literature  was  published  by 
Hutchinson9  under  the  label  of  “Adenoid  (Hodg- 
kin’s) Disease,”  combining  a translation  of  l’adenie 
with  the  eponym.  A convenient  survey  of  the  liter- 
ature of  this  period  can  be  found  in  Wallhauser’s10 
review  of  1933,  but  it  seems  profitless  to  pursue  these 
“cunning  passages,  contrived  corridors  and  issues” 
in  this  essay. 

Suffice  it  to  say  that  by  the  turn  of  the  century 
Hodgkin’s  disease  was  definable  as  a disease  char- 
acterized by  a gradual,  progressive  enlargement  of 
the  lymphatic  glands,  beginning  usually  in  the  cer- 


vical region  and  spreading  throughout  the  lymphoid 
tissue  of  the  body,  forming  nodular  deposits  in 
parenchymatous  organs,  and  resulting  in  anemia  and 
a fatal  cachexia.  A striking  observation  was  the 
absence  of  leukocytosis  or,  more  accurately,  absence 
of  immature  cells  in  the  peripheral  blood.  Elevation 
of  the  white  blood-cell  count  is  present  in  about  half 
the  patients  with  Hodgkin’s  disease,  but  it  is  the 
absence  of  immature  or  primitive  cells  that  enables 
one  to  distinguish  it  from  the  usual  leukemia.  The 
dominant  question  in  the  minds  of  most  clinicians, 
pathologists,  and  other  investigators  was  whether 
Hodgkin’s  disease  was  an  atypical  form  of  tubercu- 
losis or  whether  the  tuberculosis  commonly  found  at 
autopsy  in  such  patients  was  a superimposed  infec- 
tion. Also  unsettled  was  the  question  whether 
Hodgkin’s  disease  was  basically  an  infectious  or  a 
neoplastic  process. 

Greenfield11  had  written  in  1878  that  Hodgkin’s 
disease  began  as  a local  lesion,  spread  first  to  adjacent 
lymph  nodes,  and  then  to  distant  sites;  he  summa- 
rized his  argument  with  the  statement  that,  “Clini- 
cally and  anatomically,  there  is  little  distinction  at 
this  stage  from  cancer,  and  it  may  be  regarded  as 
lymphatic  cancer.”  However,  this  opinion  was  not 
universally  accepted,  and  even  well  into  the  twentieth 
century  serious  efforts  were  made  to  identify  an  in- 
fectious agent  as  the  cause  of  Hodgkin’s  disease.  To 
be  sure,  it  was  a minority  view  but  one  not  without 
a rational  basis  and  some  merit.  Evidence  for  an 
infective  agent  as  the  prime  mover  in  Hodgkin’s 
disease  continues  to  be  adduced  up  to  the  present 
time. 

Dorothy  Reed  cells 

The  idea  that  Mycobacterium  tuberculosis  was  the 
cause  of  Hodgkin’s  disease  was  seriously  advanced 
by  Sternberg12  who  found  it  in  8 of  his  13  cases,  but 
the  idea  was  effectively  scotched  by  the  classical 
study  of  Reed13  from  Welch’s  laboratory  at  the  Johns 
Hopkins  Hospital,  and  by  later  reports  by 
Longcope,14’15  then  working  at  the  Ayer  Laboratory 
in  Philadelphia.  However,  Reed  did  not  advance  the 
view  that  Hodgkin’s  disease  was  neoplastic;  rather, 
she  held  the  opinion  that  it  was  an  unusual  inflam- 
matory process  because,  as  she  put  it,  “Hodgkin’s 
disease  seems  not  to  metastasize  by  cellular  trans- 
plantation but  by  causing  a proliferation  in  pre-ex- 
isting lymphoid  tissue,  apparently  anywhere  in  the 
body.13  Vascular  invasion  by  Hodgkin’s  tissue  was 
not  appreciated  until  1970  when  it  was  described  by 
Rappaport  and  Strum,111  and  it  is  not  yet  certain  that 
this  is  the  only  mode  of  spread  of  the  disease;  as  in 
almost  all  lymphomas,  multicentric  origin  cannot  be 
excluded. 

The  name  of  Dorothy  Reed,  M.D.,*  will  forever  be 

* Dorothy  Reed  (1874-1964)  received  her  A.B.  degree  at  Smith 
College  in  1895  and  her  M.D.  degree  from  Johns  Hopkins  in  1900 
She  wanted  a residency  in  pediatrics,  but  none  was  available. 
Nevertheless,  William  H.  Welch,  M.D.,  offered  her  an  appoint- 
ment in  pathology,  set  her  to  work  on  cases  of  Hodgkin’s  disease, 
and  the  result  was  quite  gratifying.  However,  Dorothy  Reed  was 
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FIGURE  2.  (A)  Two  drawings  of  tissue  in  lymph  nodes  by 

Dorothy  Reed  (1902)  showing  characteristic  cells  associated 
with  her  name.  Note  that  large  atypical  cell  in  left-hand 
drawing  contains  only  single  nucleus  with  its  typical  large 
nucleolus,  whereas  drawing  on  right  shows  both  binucleate 
and  mononuclear  forms.13  (B)  Drawings  of  individual  atypical 
cells  by  Dorothy  Reed  (1902)  showing  range  of  variation. 
Classical  binucleate,  mirror-image  cell  is  shown,  but  so  are 
abnormal  cells  with  one  nucleus  and  one  with  six  nuclei.13 


associated  with  the  distinctive  cell  she  described  and 
illustrated  as  characteristically  present  in  the  proli- 
ferated tissue  of  Hodgkin’s  disease  (Fig.  2).  A recent 
review  of  the  history  of  the  published  descriptions  of 
this  type  of  cell  by  Rather17  indicates  that  “the  large 
cells  pathognomonic  of  Hodgkin’s  disease  (as  we 
know  it  today)  were  described  by  a large  number  of 
observers,  from  Virchow  onward,  with  hardly  an  in- 
crease in  precision  until  Sternberg’s  paper  of  1898, 
and  without  adequate  illustration  until  Reed’s  of 
1902.”  The  list  of  names  of  those  observers  whom 
Rather17  cites  as  having  described  large  or  multinu- 
cleated  cells  in  Hodgkin’s  disease  before  1898  to  1902 
is  impressive:  Virchow,  Langhans,  Greenfield, 

Coupland,  Sutton  and  Turner,  Cornil  and  Ranvier, 
Tuckwell,  Andrewes,  Glockner,  de  la  Hausse,  and 
Goldman,  as  well  as  Sternberg12  and  Reed.13  But 
Rather17  does  not  mention  the  drawings  of  Ogle  in 

a woman  of  great  determination  and  force  of  character.  Success 
at  a difficult  problem  in  pathology  did  not  cause  her  to  swerve  from 
her  idea  of  becoming  a pediatrician,  and  she  did  secure  a residency 
in  that  young  specialty  at  Babies  Hospital.  New  York  City.  She 
married  Charles  E.  Mendenhall  and  moved  with  him  to  Madison. 
Wisconsin,  where  he  became  professor  of  physics  and  she  taught 
pediatrics  at  the  medical  school.  Soon  she  became  interested  in 
the  public  health  aspects  of  pediatrics,  established  programs  for 
prenatal  care,  and  set  up  outpatient  clinics  sponsored  by  the  state. 
During  World  War  I she  worked  for  the  Children’s  Bureau  and 
wrote  for  them  a useful  book.  Child  Care  and  Child  Welfare.  Her 
son,  Thomas  C.  Mendenhall,  became  president  of  Smith  College, 
and  her  other  son,  John  C.  Mendenhall,  practiced  medicine 
in  Madison.  Wisconsin.  She  was  a cousin  of  the  distinguished 
critic  Edmund  Wilson,  and  a few  unusual  insights  into  her  per- 
sonalitv  are  to  be  found  in  his  recollections  published  as  Upstate 
(1972). 


1859H  in  which  large  dots  resembling  nucleoli  are 
shown  within  the  nuclei  of  multinucleated  cells. 
Goldmann18  was  the  first  to  notice  nucleolar  eosin- 
ophilia,  and  Sternberg’s12  description  of  “an  abun- 
dance of  peculiar  mononuclear  or  multinuclear  cells 
rich  in  protoplasm  and  with  large,  round  to  oval,  or 
multiform,  indented,  lobate,  deeply  stained  nuclei 
in  which  nucleoli  or  well-preserved  mitotic  figures 
were  often  visible”  is  creditable.12  But  Sternberg’s12 
illustrations  are  not  convincing,  and  the  microscopist 
of  today  would  have  to  stretch  his  imagination 
somewhat  to  make  them  fit.  To  Reed13  belongs  the 
credit  for  an  accurate  description  of  these  cells  and 
illustrations  that  made  them  recognizable  by  histo- 
pathologists. 

The  importance  of  the  Dorothy  Reed  cell  can 
scarcely  be  overstated.  It  is,  within  reasonable 
limits,  pathognomonic,  and  it  is  a sine  qua  non  for 
histopathologic  diagnosis.  Her  article  enabled  pa- 
thologists to  draw  a sharp  line  between  Hodgkin’s 
disease  and  other  lymphoproliferative  disorders 
which  resemble  it  in  one  feature  or  another.  One 
may  safely  say  that  any  lymphoid  proliferation 
without  Dorothy  Reed  cells  ought  not  be  classified 
as  Hodgkin’s  disease.  A few  minor  caveats  exist: 
First,  the  cells  must  be  present  in  an  appropriate 
context;  an  isolated  cell  of  this  appearance  in  an 
otherwise  normal  lymph  node  or  spleen  will  not 
suffice.  Second,  comparable  cells  may  be  found  in 
lymph  nodes  removed  from  patients  with  infectious 
mononucleosis,  but  this  is  extremely  uncommon,  and 
other  histopathologic  features  are  usually  decisive.19 
Strum,  Park,  and  Rappaport20  have  described  and 
illustrated  binucleated  and  multinucleated  cells  re- 
sembling to  some  extent  Dorothy  Reed  cells  in  such 
diverse  conditions  as  carcinoma  of  the  breast,  ade- 
nocarcinoma of  the  lung,  malignant  melanoma,  ma- 
lignant fibroxanthoma,  multiple  myeloma,  mycosis 
fungoides,  and  rare  cases  of  malignant  lymphoma,  as 
well  as  in  such  benign  lesions  as  rubeola,  thymoma, 
and  infectious  mononucleosis.  The  chance  for  con- 
fusion and  misdiagnosis  is  slender  in  most  instances, 
but  in  malignant  lymphoma,  mycosis  fungoides,  and 
infectious  mononucleosis  there  may  be  a pitfall  for 
the  unwary.  Third,  in  occasional  cases  of  dyspro- 
teinemia,  such  as  Waldenstrom’s  macroglobulinemia 
and  other  gammopathies,  mononuclear  and  binuclear 
cells  that  satisfy  the  visual  criteria  for  Dorothy  Reed 
cells  may  be  identified;  such  cases  were  reluctantly 
squeezed  into  the  category  of  atypical  Hodgkin’s 
disease  before  the  days  of  electrophoresis. 

Custom  has  more  or  less  decreed  that  it  is  the  bi- 
nucleated, mirror-image  form  of  the  Dorothy  Reed 
cell  that  is  considered  diagnostic.  However,  this  cell, 
as  well  as  its  less  frequently  encountered  variants 
with  three,  four,  or  even  more  nuclei,  is  an  end-stage, 
nonproliferating  cell;  contrary  to  Sternberg,12  mitotic 
figures  are  rarely  seen  within  them.  The  progenitor 
of  the  binucleated  form  is,  of  course,  the  mononuclear 
form  that  presumably  undergoes  amitotic  division, 
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much  like  the  nuclei  in  syncytiotrophoblast.  At  this 
point  the  light  microscopist  can  find  himself  on 
treacherous  ground;  a variety  of  viral  infections  can 
be  characterized  by  gradually  evolving  lymphade- 
nopathy,  and  biopsies  can  disclose  tissue  with 
mononuclear  cells  that  cannot  always  be  distin- 
guished from  the  mononuclear  form  of  the  Dorothy 
Reed  cell.  For  this  as  well  as  for  other  reasons,  it  is 
not  possible  to  deny  categorically  that  an  infectious 
agent  may  play  a facultative  role  in  the  pathogenetic 
sequence  that  culminates  in  Hodgkin’s  disease. 

Etiology 

A number  of  investigations  were  carried  out  be- 
tween 1902  and  1946  attempting  to  incriminate  one 
or  another  type  of  bacterium  as  the  etiologic  agent. 
Diphtheroids,  members  of  the  Brucella  genus,  and 
even  avian  tuberculosis  were  studied,  but  the  most 
that  could  be  proved  was  that  the  bacteria  recovered 
were  secondary  invaders.  Elaborate  studies  by 
Gordon21  succeeded  in  producing  encephalitis  in 
rabbits  injected  with  a cell-free  homogenate  from 
lymph  nodes  of  Hodgkin’s  disease,  but  attempts  to 
transmit  the  brain  lesions  into  other  rabbits  failed. 
Further  investigation  showed  that  the  encephalitis 
was  probably  the  result  of  a substance  within  the 
eosinophils,  long  known  to  be  present  in  increased 
number  in  lymph  nodes  of  Hodgkin’s  disease.  At- 
tempts by  Grand22  to  demonstrate  an  etiologic  virus 
in  tissue  culture  of  lymph  nodes  from  patients  with 
Hodgkin’s  disease  also  failed;  nor  could  the  hypoth- 
esis that  the  metachromatic  nucleolus  in  Dorothy 
Reed  cells  was  an  inclusion  body  be  substantiated. 

Classification 

The  only  notable  advance  in  the  study  of  Hodg- 
kin’s disease  during  the  period  between  World  War 
I and  World  War  II  was  the  segregation  by  Jackson 
and  Parker23  of  the  variety  known  as  Hodgkin’s 
paragranuloma  and  their  subsequent  taxonomy  of 
the  disease  into  three  morphologically  distinct 
groups:  paragranuloma,  granuloma,  and  sarcoma. 
The  relatively  benign,  prolonged  course  of  the  par- 
agranuloma type  contrasted  sharply  with  the  ag- 
gressive, rapidly  fatal  cotirse  of  the  sarcoma  type. 
However,  this  classification  was  of  limited  value; 
about  five-sixths  of  the  cases  fell  into  the  granuloma 
group,  and  the  two  other  suhtypes  merely  displayed 
the  extremes  of  a normal  distribution  curve.  Later 
efforts  to  establish  a more  useful  taxonomy  were 
spurred  by  the  partial  success  of  these  two  distin- 
guished Boston  observers. 

Treatment 

Until  1 902  the  treatment  of  Hodgkin’s  disease  was 
entirely  supportive,  and  the  prognosis  was  invariably 
unfavorable.  The  introduction  of  x-ray  therapy  by 
Pusey24  in  that  year  was  the  initial  step,  but  he  did 
achieve  tumor  regression  and  palliation  in  3 cases. 


The  following  year  Senn25  reported  similar  results 
in  2 patients,  and  gradually  radiotherapy  became  a 
usable  method  of  treatment.  But  the  technical 
limitations  of  radiotherapists’  equipment  precluded 
more  than  temporary  palliation,  and  the  prognosis 
was  still  unfavorable.  It  was  not  until  the  1950s 
when  megavoltage  apparatus  was  developed  that 
radiation  therapy  could  be  considered  curative  in  any 
meaningful  sense  for  patients  with  Hodgkin’s  disease 
and  other  lymphomas.  Inadequacy  of  radiothera- 
peutic  equipment  coupled  with  advances  in  surgical 
technique  made  it  possible  for  attempts  at  cure  by 
radical  surgery  during  the  period  from  1920  to  1950. 
Many  patients  underwent  extensive  lymph-node 
dissection,  and  every  large  series  of  reported  cases 
had  a few  long-term  survivors,  even  some  apparent 
cures  in  patients  whose  disease  was  limited  to  one 
regional  group  of  nodes.  But  most  of  the  patients  so 
treated  received  x-ray  therapy  postoperatively,  and, 
to  put  it  euphemistically,  controls  were  lacking. 
Survey  of  the  literature  for  the  four  decades  between 
1902  and  1942  indicates  that  no  important  advances 
were  made,  although  the  disease  was  diagnosable  and 
partly  treatable.  This  does  not  imply  a laissez-faire 
attitude;  on  the  contrary,  considerable  work  was 
done,  and  the  published  literature  is  voluminous. 
But  the  techniques  needed  had  not  been  developed, 
and  in  terms  of  progress  it  was  a fallow  period. 

The  modern  history  of  Hodgkin’s  disease  begins 
'after  the  end  of  World  War  II  when  advances  along 
several  lines  happened  to  coincide  in  time.  Mega- 
voltage equipment  for  radiotherapy  replaced  kilo- 
voltage  equipment,  and  it  was  possible  to  deliver 
tumoricidal  doses  without  compromising  the  pa- 
tient’s survival.  An  important  advance  was  the  de- 
velopment of  the  “mantle”  technique  by  Peters  et 
a/  26-28  jn  which  one  area  of  overt  lymph-node  in- 
volvement is  treated  by  encompassing  the  major 
uninvolved  adjacent  nodal  sites  on  the  same  side  of 
the  diaphragm.  It  took  a number  of  years  for  ra- 
diotherapists from  divers  institutions  to  accumulate 
sufficient  cases  of  long-term  survival,  pool  and  ana- 
lyze their  data,  and  disseminate  the  information  that 
radiotherapy  in  Hodgkin’s  disease  could  be  curative 
rather  than  palliative. 

Competing  with  radiotherapy  was  the  newly  de- 
veloping method  of  cancer  chemotherapy.  Nitrogen 
mustard  was  the  first  compound  to  achieve  any  rec- 
ognition as  a usable  therapeutic  drug  in  Hodgkin’s 
disease  and  other  lymphomas.  Its  development  and 
use  were  followed  swiftly  by  other  antitumor  drugs, 
notably  alkylating  agents  and  antifolic  compounds. 
An  important  step  was  made  by  Skipper,  Schabel, 
and  Wilcox29  using  murine  leukemia  L-1210  as  a 
model  and  treating  the  disease  with  chemothera- 
peutic agents  singly,  in  succession,  and  in  combina- 
tion. Studying  cell  kinetics,  they  found  that  a con- 
stant fraction,  rather  than  an  absolute  number,  of 
cells  is  destroyed  by  a given  dose  of  a drug  and  that 
the  response  is  dose-related.  The  effects  of  a drug 
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in  this  model  were  shown  to  depend  also  on  the 
spacing  between  doses  and  on  the  rate  of  prolifera- 
tion of  the  surviving  cell  population.  It  is  important 
to  recognize  that  Skipper,  Schabel,  and  Wilcox29  did 
not  transfer  data  from  animal  experiments  directly 
to  human  material.  Rather,  from  observations  on 
animal-cell  kinetics  they  were  able  to  construct  a 
general  biologic  theory  which  could  then  be  applied 
to  human  disease  mutatis  mutandis.  Clinical  trials 
of  combination  chemotherapy  soon  followed,  such  as 
the  use  of  chlorambucil  and  vinblastine  by  Lacher 
and  Durant20  with  satisfactory  therapeutic  results 
and  low  toxicity;  the  regimen  of  cyclophosphamide, 
vincristine,  methotrexate,  and  prednisone  by  Moxley 
et  al .31  who  followed  chemotherapy  with  x-irradia- 
tion;  and  the  various  combinations  tested  by  Frei  and 
Gamble32  who  emphasized  that  combination  che- 
motherapy has  an  additive  effect  and  that  continued 
treatment  during  remission,  that  is,  maintenance 
medication,  prolongs  the  duration  of  remission. 
These  recent  developments  will  be  considered  in 
detail  elsewhere  and  need  not  be  particularized  here. 
Suffice  it  to  say  that  during  the  1950s  and  1960s  the 
advantages  of  radiation  therapy  in  Coutard’s  dose 
fractionation  over  chemotherapy,  and  conversely, 
were  debated  extensively.  The  valuable  outcome  of 
the  debate  is  that  most  major  clinics  have  settled  on 
a regimen  combining  both  modalities  advanta- 
geously. At  present  the  most  popular  chemothera- 
peutic combination  is  known  as  MOPP,*33  an  acro- 
nym derived  from  M for  mustard,  0 for  vincristine 
sulfate  (Oncovin),  P for  procarbazine  hydrochloride, 
and  P for  prednisone.  But  even  more  important 
than  the  specific  techniques  of  radiotherapy  or  reg- 
imens of  chemotherapy  is  the  awareness  that  Hodg- 
kin’s disease,  as  well  as  leukemias,  lymphomas,  and 
gammaglobulinopathies,  exerts  its  systemic  effects 
by  altering  the  immune  responses  of  the  entire 
body. 

Recent  advances 

Classification.  Equally  important  as  the  thera- 
peutic advances,  at  least  from  the  standpoint  of  a 
morbid  anatomist,  have  been  advances  in  the  past 
decade  with  respect  to  histopathologic  classification, 
anatomicoclinical  staging,  and  the  development  of 
more  refined  diagnostic  procedures.  Making  the 
most  notable  single  advance  since  Reed,13  Lukes  and 
his  associates34-36  subclassified  Hodgkin’s  disease 
into  six  distinct  histopathologic  varieties.  The 
schema  was  modified  in  1966  at  a conference  held  at 
Rye,  New  York,  and  was  then  reduced  to  four  sub- 
classes: (1)  lymphocytic  predominance,  (2)  nodular 
sclerosis,  (3)  mixed  cellularity,  and  (4)  lymphocyte 
depletion.37  The  Rye  classification  can  be  related 
to  the  Jackson  and  Parker23  classification  as  follows: 
lymphocytic  predominance  includes  the  paragran- 
uloma cases  plus  a few  granuloma  cases  with  abun- 

* Had  the  inventors  of  this  acronym  used  a sense  of  wit,  they 
would  have  rearranged  the  letters  to  form  POMP,  because  the 
recipe  is  bound  to  change  with  circumstance. 


dant  lymphocytes;  nodular  sclerosis  represents 
granuloma  cases  with  prominent  coarse  collageni- 
zation;  mixed  cellularity  denotes  granuloma  cases  in 
which  the  cell  population  is  a mixture  of  lymphocytes 
and  histiocytes  minus  the  collagen  bands;  and  lym- 
phocyte depletion  includes  the  sarcoma  cases  plus 
those  granuloma  cases  with  reduced  lymphocytes  and 
increased  Dorothy  Reed  cells.  The  biologic  impor- 
tance of  the  Rye  classification  is  its  implicit  recog- 
nition that  depletion  of  lymphocytes,  the  cells  which 
mediate  the  principal  immune  mechanisms,  is  asso- 
ciated with  aggressive  behavior  and  rapid  dissemi- 
nation of  disease,  and  conversely;  using  the  term  in 
its  broadest  sense,  fibrosis  is  an  indicator  of  “heal- 
ing.” Keller  et  al.,3S  as  well  as  other  observers,  were 
able  to  demonstrate  that  the  Rye  classification  cor- 
related well  with  other  indicators  of  disease,  espe- 
cially with  prognosis. 

Anatomic  staging.  If  the  Rye  classification  can 
be  compared  with  histopathologic  grading  of  epi- 
thelial tumors,  then  the  next  logical  step  would  be 
anatomic  staging,  and  this,  too,  was  developed  ex- 
tensively in  the  1960s  by  a number  of  observers,  and 
a considerable  degree  of  uniformity  was  agreed  on.39 
The  need  for  anatomic  staging  in  Hodgkin’s  disease 
became  pressing  when  such  newly  developing  tech- 
niques as  arteriography,  lymphangiography,  and 
radioisotope  scanning  were  being  applied  to  large 
numbers  of  patients,  and  when  evidence  of  disease 
was  discovered  in  sites  previously  inaccessible  to 
examination.  At  the  same  time,  a number  of  clinics 
began  to  employ  laparotomy  accompanied,  as  indi- 
cated, by  splenectomy,  liver  biopsy,  and/or  biopsy  of 
abdominal  or  retroperitoneal  lymph  nodes.  Histo- 
pathologic study  of  such  material  often  yielded  de- 
cisive information  about  the  anatomic  extent  and 
distribution  of  disease,  a considerable  advantage  over 
the  mere  palpation  of  superficial  lymph-node  chains 
and  a chest  x-ray  film.  Decisions  about  which  sites 
to  irradiate  and  whether  to  employ  local  or  systemic 
therapy  are  now  predicated  on  such  information. 
Accompanying  the  idea  of  anatomic  staging  was  the 
thought  of  adding  some  method  of  denoting  whether 
or  not  the  disease  was  clinically  active.  Hence,  in  the 
most  commonly  used  system,  Roman  numerals  I 
through  IV  denote  anatomic  extent,  and  the  letters 
A or  B denote  clinical  inactivity  or  activity,  respec- 
tively. Widespread  adoption  of  the  Rye  classifica- 
tion, anatomic  and  clinical  staging,  and  the  use  of 
more  refined  diagnostic  procedures  has  made  it 
possible  for  teams  of  physicians  at  different  clinics 
to  institute  reasonably  well-standardized  systems  for 
diagnosis  and  evaluation  of  patients,  to  select  ap- 
propriate radiotherapeutic  and  chemotherapeutic 
methods,  and  to  report  their  results,  toxicity,  com- 
plications, remissions  and  relapses,  and  deaths  and 
survivals  in  a coherent  manner  that  makes  it  possible 
to  compare  data. 

Diagnostic  procedures.  Implicit  in  the  notion 
of  histopathologic  classification  and  anatomic  staging 
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is  the  acceptance  of  the  theory  that  Hodgkin’s  disease 
is  a true  neoplasm.  Support  for  the  theory  has  come 
from  recent  studies  on  the  chromosomes  of  cells 
cultured  from  lymph  nodes  containing  Hodgkin’s 
tissue.  The  detection  of  clones  with  aneuploidy  and 
near-tetraploidy40  is  consistent  with  the  idea  that  the 
disease  is  transmitted  vertically  to  succeeding  gen- 
erations of  cells  by  a genetic  mechanism.  Also, 
Rappaport  and  Strum16  have  demonstrated  vascular 
invasion  by  Hodgkin’s  tissue,  one  of  the  traditional 
and  unimpeachable  evidences  of  neoplasia.  Efforts 
to  incriminate  rickettsia,  bacteria,  fungi,  or  protozoa 
as  a cause  for  Hodgkin’s  disease  have  repeatedly 
failed;  nor  have  electron  microscope  studies  revealed 
a virus.  But  viral  oncogenesis,  almost  a heresy  a 
generation  ago,  has  been  clothed  with  new  respect- 
ability during  the  past  decade,  chiefly  because  it  has 
been  shown  that  a fair  number  of  animal  cancers, 
including  lymphoproliferative  lesions,  can  be  induced 
by  viruses. 

Origin 

Recent  observations  by  Vianna  and  associates41^44 
suggest  the  possibility  of  lateral  transmission  of 
Hodgkin’s  disease.  Taking  note  of  a slight  increase 
in  incidence  of  Hodgkin’s  disease  after  appendecto- 
my or  tonsillectomy  has  ablated  a natural  lymphoid 
barrier,  and  having  detected  and  analyzed  an  epi- , 
demic  of  31  cases  of  the  disease  linked  to  a high- 
school  group  in  Albany,  New  York,  they  have  devel- 
oped a theory  that  Hodgkin’s  disease  may  be  caused, 
that  is,  initiated,  by  a virus  of  low  virulence  and  low 
infectivity  which  may  reside  in  the  female  birth  canal, 
exposing  the  newborn  at  the  time  of  birth  and  gaining 
access  via  the  oral  and  respiratory  passages.  They 
further  postulate  that  the  virus  may  be  held  there  for 
a long  period  and  may  even  be  lost  in  many  individ- 
uals, but  in  others,  perhaps  those  especially  suscep- 
tible, it  manifests  its  effects  when  the  tonsillar  barrier 
is  diminished  by  involution  or  surgery.  Vianna  et 
al.44  go  on  to  hypothesize  that  the  virus  is  held  at  the 
lymphoid  barrier  and  that  weakening  of  the  barrier 
merely  permits  an  immune  complex  to  pass  to  re- 
gional lymph  nodes;  it  is  the  immune  complex  that 
initiates  the  cellular  responses,  namely,  eosinophilia, 
and  so  forth,  that  characterize  Hodgkin’s  tissue. 
And,  “the  agent,  not  being  present  in  the  nodes,  will 
not  be  identified  there.”  The  hypothesis  is  inge- 
nious, and  it  does  reconcile  lateral  transmission  of  a 
virus  as  an  initiating  agent  with  vertical  transmission 
within  a given  organism  as  the  result  of  the  host  re- 
action to  the  virus.  However,  the  hypothesis  must 
be  tested:  the  inferred  virus  must  be  recovered  from 
the  sites  in  which  it  is  supposed  to  reside;  the  immune 
complex  must  be  produced  in  response  to  it;  injection 
of  the  virus-free  immune  complex  must  elicit  the 
typical  tissue  response  of  Hodgkin’s  disease,  all  this 
at  the  very  least. 

But  the  lesson  of  history  is  that  one  cannot  dismiss 
such  hypotheses  out  of  hand. 


Survival  progress 

The  net  product  of  the  vast  amount  of  work  on 
Hodgkin’s  disease  during  the  past  quarter  of  a cen- 
tury has  been  a considerable  improvement  in  sur- 
vival. In  1958,  Osgood45  analyzed  several  collected 
series  of  cases  treated  in  the  1930s  and  1940s  and 
found  that  84  per  cent  of  patients  with  Hodgkin’s 
disease  were  dead  seven  years  after  either  the  onset 
of  symptoms  or  the  time  of  diagnosis.  But  shortly 
before  this,  Hynes46  had  ventured  a comment  about 
malignant  lymphomas  in  general:  “Those  patients 
who  remain  well  with  periodic  therapy  must  be 
considered  as  ‘survivors’;  but  those  who  remain  well 
for  many  years  after  a single  course  of  treatment 
should  be  considered  as  possible  cures.”  “Cure”  was 
not  considered  a sound  “scientific”  word  in  the  1950s, 
but  Hynes’s  position  was  reinforced  by  Easson  and 
Russell47  who  advanced  the  pragmatic  concept  that 
after  treatment  “there  remains  a group  of  disease- 
free  survivors  whose  annual  death  rate  from  all 
causes  is  similar  to  that  of  a normal  population  group 
of  the  same  age  and  sex  distribution.” 

Applying  these  ideas,  Jelliffe48  was  able  to  report 
in  1965  a 36  per  cent,  ten-year  survival  rate  in  an  es- 
sentially unselected  group  of  patients  in  whom  the 
disease  was  limited  to  lymph-node  involvement  ei- 
ther above  or  below  the  diaphragm  and  without 
systemic  manifestations.  Progress  has  been  so  rapid 
that  less  than  a decade  later  Jelliffe’s  staging  and 
therapy  would  not  be  considered  adequate  by  today’s 
standards.  Only  three  years  later,  Kaplan49  pro- 
jected a five-year,  relapse-free  rate  of  about  50  per 
cent  in  patients  whose  disease  was  in  Stages  I and  II, 
and  about  40  per  cent  in  Stages  III  and  IV.  This 
prognosis  was  made  irrespective  of  histopathologic 
type,  and  it  advanced  the  further  extrapolation  that 
relapse-free  at  five  years  offered  a 95  per  cent  chance 
of  being  free  from  evidence  of  disease  at  ten  years. 
Presumably,  the  prognosis  would  be  even  more  fa- 
vorable in  patients  with  lymphocytic  predominance 
or  nodular  sclerosis  varieties.  The  most  recent  sur- 
vival figures  are  from  Peters,  Brown,  and  Rideout50 
who  depict  a trend:  One-  to  five-year  survival  in  the 
period  1931  to  1949  was  less  than  40  per  cent,  from 
1950  to  1959  slightly  more  than  40  per  cent,  from 
1960  to  1964  about  50  per  cent,  and  from  1965  to  1969 
projected  to  slightly  over  60  per  cent. 

Conclusion 

Possibly  the  events  described  in  the  preceding 
paragraphs  are  too  recent  to  be  considered  history  by 
some  readers.  But  it  is  in  the  context  of  these  recent 
developments  that  future  progress*  will  be  made. 
Historians  take  a position  at  their  hazard,  but  in  1976 
it  seems  safe  to  assert  that  the  advances  over  the  last 
decade  and  a half  in  Hodgkin’s  disease  have  been 

* Unlike  other  special  disciplines  in  history,  such  as  economic 
history  or  diplomatic  history,  medical  history  consists  largely  of 
“advances”  and  “progress”  in  a wholesome,  optimistic,  even 
Victorian  sense.  This  may  not  be  fashionable  but  it  is  pleas- 
ant. 
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such  that  the  diagnosis  and  anatomic  extent  can  be 
made  with  more  refinement,  that  patients  can  be 
evaluated  for  management  with  greater  skill,  that 
megavoltage  radiation  can  be  given  with  greater 
precision,  that  chemotherapy  can  be  administered 
with  less  risk,  and  that  the  prognosis  for  most  pa- 
tients is  better.  We  can  also  number  Hodgkin’s 
disease  as  a type  of  malignant  condition  that  is  cur- 
able, and  it  is  not  too  much  to  expect  that  in  another 
decade  over  50  per  cent  of  the  patients  with  this 
disease,  regardless  of  histopathologic  type  or  ana- 
tomic extent,  will  be  considered  five-year  or  even 
ten-year  cures. 

Beth  Israel  Medical  Center 
10  Nathan  D.  Perlman  Place 
New  York,  New  York  10003 
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Obituaries 


Morris  A.  Bogart,  M.D.,  of  New  York  City,  died  on  Oc- 
tober 6 at  the  age  of  seventy-three.  Dr.  Bogart  graduated 
in  1930  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Breitman,  M.D.,  of  Miami  Beach,  Florida,  for- 
merly of  Brooklyn,  died  on  September  11  in  his  eighty-fifth 
year.  Dr.  Breitman  graduated  in  1910  from  Cornell  Uni- 
versity Medical  College.  Retired,  he  had  been  an  at- 
tending otolaryngologist  at  Jewish  Hospital  and  Medical 
Center  of  Brooklyn.  Dr.  Breitman  was  a Diplomate  of  the 
American  Board  of  Otolaryngology  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Sidney  Bert  Burke,  M.D.,  of  The  Bronx,  died  on  October 
10  at  the  age  of  sixty-five.  Dr.  Burke  graduated  in  1938 
from  the  University  of  Dalhousie  Faculty  of  Medicine.  He 
was  an  adjunct  physician  at  Bronx-Lebanon  Hospital 
Center  and  an  attending  physician  in  general  practice  at 
Mount  Eden  General  Hospital.  Dr.  Burke  was  a member 
of  the  American  Academy  of  Family  Physicians,  the  New 
York  Cardiological  Society,  the  New  York  State  Society 
of  Internal  Medicine,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frederick  Castrovinci,  M.D.,  of  Durham,  North  Carolina 
and  Flushing,  died  on  October  12.  Dr.  Castrovinci  grad- 
uated in  1930  from  Columbia  University  College  of  Phy- 
sicians and  Surgeons. 

Gabriel  Francis  Cucolo,  M.D.,  of  Brooklyn,  died  on 
October  3 at  the  age  of  fifty-eight.  Dr.  Cucolo  graduated 
in  1943  from  Long  Island  College  of  Medicine.  He  was 
director  of  surgery  at  Lutheran  Medical  Center  and  a vis- 
iting surgeon  at  Kings  County  Hospital  Center.  Dr.  Cucolo 
was  a Diplomate  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Academy  of  Compensation  Medicine,  Inc., 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Israel  Henry  Egelman,  M.D.,  of  Malverne,  died  on  June 
12  at  the  age  of  seventy-two.  Dr.  Egelman  graduated  in 
1932  from  the  University  of  Edinburgh  Faculty  of  Medi- 
cine. He  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Henry  M.  Ellen,  M.D.,  of  Hallandale,  Florida,  formerly 
of  Brooklyn,  died  on  October  2 in  his  seventy-eighth  year. 
Dr.  Ellen  graduated  in  1923  from  Long  Island  College 
Hospital.  Retired,  he  had  been  a general  practitioner  on 


the  medical  staff  of  Lefferts  General  Hospital.  Dr.  Ellen 
was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Norris  Clarence  Elvin,  M.D.,  of  Garden  City  and  Lev- 
ittown,  died  on  September  16  in  his  seventy-fifth  year.  Dr. 
Elvin  graduated  in  1927  from  Tufts  University  School  of 
Medicine.  He  was  a Diplomate  of  the  American  Board  of 
Ophthalmology,  a Fellow  of  the  International  College  of 
Surgeons,  and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association.' 

Greta  Frankley,  M.D.,  of  New  York  City,  died  on  Sep- 
tember 6 at  the  age  of  eighty-seven.  Dr.  Frankley  received 
her  medical  degree  from  the  University  of  Munich  in  1919. 
She  was  a member  of  the  American  Psychoanalytic  Asso- 
ciation, the  American  Psychiatric  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  Golomb,  M.D.,  of  The  Bronx,  died  on  October  7 
at  the  age  of  eighty-one.  Dr.  Golomb  graduated  in  1917 
from  Long  Island  College  Hospital.  He  was  an  honorary 
pediatrician  at  Westchester  Square  Hospital.  Dr.  Golomb 
was  a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Robert  Stone  Grinnell,  M.D.,  of  New  York  City,  died  on 
October  3 at  the  age  of  eighty-four.  Dr.  Grinnell  graduated 
in  1921  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  associate  attending  surgeon  at 
Vanderbilt  Clinic.  Dr.  Grinnell  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Surgical  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Nathan  T.  Guttman,  M.D.,  of  Brooklyn,  died  on  April  8 
at  the  age  of  seventy-three.  Dr.  Guttman  graduated  in 
1926  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Academy  of  Psychosomatic  Med- 
icine, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Walter  Gifford  Hayward,  M.D.,  of  Cocoa  Beach,  Florida, 
formerly  of  Jamestown,  died  on  June  13  at  the  age  of 
eighty-four.  Dr.  Hayward  graduated  in  1915  from  the 
University  of  Buffalo  School  of  Medicine.  Retired,  he  had 
been  an  attending  urologist  at  Woman’s  Christian  Asso- 
ciation Hospital.  Dr.  Hayward  was  a Diplomate  of  the 
American  Board  of  Urology,  a Fellow  of  the  American 
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College  of  Surgeons,  and  a member  of  the  American  Uro- 
logical Association  and  the  Buffalo  Academy  of  Medi- 
cine. 

Theodore  George  Holzager,  M.D.,  of  Brooklyn  and 
Great  Neck,  died  on  September  30  in  his  seventy-third 
year.  Dr.  Holzager  graduated  in  1926  from  Cornell  Uni- 
versity Medical  College.  He  was  a consulting  pediatric 
neurologist  at  North  Shore  University  Hospital  and  a 
consulting  pediatrician  there  and  at  Jewish  Hospital  and 
Medical  Center  of  Brooklyn  as  well  as  a consulting  pedi- 
atric neurologist  there,  and  a consulting  pediatrician  at 
Brooklyn-Cumberland  Medical  Center.  Dr.  Holzager  was 
a Diplomate  of  the  American  Board  of  Pediatrics  and  a 
member  of  the  American  Academy  of  Pediatrics,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Edward  C.  Hughes,  M.D.,  of  Syracuse,  died  on  November 
6 at  the  age  of  seventy-five.  Dr.  Hughes  graduated  in  1924 
from  Syracuse  University  College  of  Medicine.  He  was  a 
senior  obstetrician  and  gynecologist  at  Crouse-Irving 
Memorial  Hospital  and  a consulting  obstetrician  and 
gynecologist  at  Community-General  Hospital  of  Greater 
Syracuse.  Dr.  Hughes  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology  (and  a former  presi- 
dent), a Fellow  of  the  American  College  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Surgeons, 
a Fellow  of  the  International  College  of  Surgeons,  and  a 
member  of  the  American  Association  of  Obstetricians  and 
Gynecologists,  the  American  Gynecological  Society,  the 
American  Fertility  Society,  the  Syracuse  Academy  of 
Medicine,  the  Onondaga  County  Medical  Society  (and  a 
Delegate  from  there  to  the  Medical  Society  of  the  State  of 
New  York),  the  Medical  Society  of  the  State  of  New  York 
(a  past-president,  a former  chairman  of  the  Board  of 
Trustees,  a councilor,  and  a Delegate  to  the  American 
Medical  Association),  and  the  American  Medical  Associ- 
ation. 

Harry  D.  Italiener,  M.D.,  of  Syosset,  died  on  August  9 at 
the  age  of  seventy-six.  Dr.  Italiener  received  his  medical 
degree  from  the  University  of  Berlin  in  1925.  He  was  a 
senior  clinical  assistant  off  service  in  urology  at  The  Mount 
Sinai  Hospital.  Dr.  Italiener  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New'  York,  and  the  American  Medical  Associa- 
tion. 

Manasseh  Kamen,  M.D.,  of  Brooklyn,  died  on  October 
4 at  the  age  of  seventy-one.  Dr.  Kamen  graduated  in  1929 
from  Long  Island  College  Hospital.  He  was  a general 
practitioner  on  the  medical  staff  at  Kings  Highway  Hos- 
pital. Dr.  Kamen  was  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

William  Siddon  Langford,  M.D.,  of  New  York  City,  died 
on  October  5 at  the  age  of  sixty-nine.  Dr.  Langford  grad- 
uated in  1931  from  Columbia  University  College  of  Phy- 
sicians and  Surgeons.  He  was  a consulting  pediatrician 
at  The  Presbyterian  Hospital  and  a consulting  psychiatrist 
at  the  Psychiatric  Institute.  Dr.  Langford  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology 
(Psychiatry  and  Child  Psychiatry)  and  a member  of  the 
American  Pediatric  Society,  the  American  Academy  of 
Pediatrics,  the  American  Psychiatric  Association,  the 
American  Academy  of  Child  Psychiatry,  and  the  New  York 
Academy  of  Medicine. 


Oswald  John  McKendree,  M.D.,  of  Whitesboro,  died  on 
October  16  at  the  age  of  seventy-two.  Dr.  McKendree 
graduated  in  1929  from  Tufts  University  School  of  Medi- 
cine. He  was  a Diplomate  of  the  American  Board  of  Psy- 
chiatry and  Neurology  (Neurology)  and  a member  of  the 
American  Psychiatric  Association,  the  Utica  Academy  of 
Medicine,  the  Oneida  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Anthony  M.  Panzone,  M.D.,  of  Utica,  died  on  October  16 
at  the  age  of  eighty.  Dr.  Panzone  graduated  in  1921  from 
Syracuse  University  College  of  Medicine.  He  was  a 
member  of  the  Utica  Academy  of  Medicine,  the  Oneida 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Jordan  P.  Pesarov,  M.D.,  of  Long  Island  City  and  Astoria, 
died  on  September  27  at  the  age  of  fifty-nine.  Dr.  Pesarov 
received  his  medical  degree  from  the  University  of  Cluj  in 
1943.  He  was  an  assistant  physician  at  Trafalgar  Hospital. 
Dr.  Pesarov  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frank  G.  Pettengill,  M.D.,  of  New  York  City,  died  on 
September  17  at  the  age  of  eighty-one.  Dr.  Pettengill 
graduated  in  1918  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  an  attending  physician 
at  Midtown  Hospital  and  a consulting  physician  at  the 
Hospital  for  Special  Surgery.  Dr.  Pettengill  was  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Rosof,  M.D.,  of  Ridgewood  and  Brooklyn,  died 
on  October  20  at  the  age  of  seventy.  Dr.  Rosof  graduated 
in  1936  from  the  University  of  London  Faculty  of  Medicine 
as  a Member  of  the  Royal  College  of  Physicans  of  London 
and  a Member  of  the  Royal  College  of  Surgeons  of  England. 
He  was  an  assistant  family  practitioner  at  Wyckoff  Heights 
Hospital.  Dr.  Rosof  was  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Alvin  Joseph  Schweitzer,  M.D.,  of  Tonawanda,  died  on 
September  15  at  the  age  of  sixty-six.  Dr.  Schweitzer 
graduated  in  1934  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  a member  of  the  American  School 
Health  Association,  the  American  Public  Health  Associa- 
tion, the  Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Anthony  C.  Scinta,  M.D.,  of  Rochester,  died  on  Sep- 
tember 22  at  the  age  of  eighty-seven.  Dr.  Scinta  graduated 
in  191 1 from  the  University  of  Buffalo  School  of  Medicine. 
He  was  a member  of  the  Rochester  Academy  cf  Medicine, 
the  Monroe  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

A.  Albert  Wax,  M.D.,  of  Bayside,  died  on  September  20. 
Dr.  Wax  graduated  in  1924  from  General  Medical  College 
of  Chicago.  He  was  an  adjunct  in  internal  medicine  at 
Kingsbrook  Jewish  Medical  Center,  a member  of  the 
medical  staff  in  ambulatory  care  at  Peninsula  Hospital 
Center,  and  an  affiliate  in  medicine  at  Coney  Island  Hos- 
pital. 
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years  with  the  military  medical  academy  in  Bethesda, 
Maryland,  also  has  taken  a position  with  the  Veterans 
Administration’s  Middleton  Memorial  Hospital  in  Madi- 
son. 

A search  is  on  for  a replacement  for  Dr.  Curreri. 
Meantime,  David  Packard,  chairman  of  the  military 
medical  school’s  Board  of  Regents,  will  act  as  president. 
The  post  is  one  of  the  most  attractive  in  government  for  a 
physician,  paying  $70,000  annually,  third  highest  pay  in 
Federal  government  for  anyone. 

The  school  opened  its  first  class  this  year. 

* * * 

That  medicine  has  had  little  to  do  with  the  improvement 
in  mankind’s  health  over  the  past  several  hundred  years 
was  the  attention  getting  gist  of  the  opening  address  theme 
of  the  annual  meeting  of  the  Institute  of  Medicine  here. 

There  was  some  sharp  disagreement  with  the  speech  by 
Thomas  McKeown,  M.D.,  professor  of  medicine  at  the 
University  of  Birmingham,  England,  but  Dr.  McKeown 
insisted  that  “human  health  is  determined  mainly  by  way 
of  life,”  not  medical  advances. 

According  to  Dr.  McKeown,  the  decline  of  mortality  and 
growth  of  population  started  at  the  end  of  the  1600’s  when 
farmers  began  a more  scientific  and  diligent  approach  to 
producing  crops.  “This  increase  in  food  supplies  between 
the  end  of  the  17th  century  and  the  mid-1800’s  coincided 
with  a substantial  reduction  of  mortality  from  infectious 
diseases — and,  it  is  suggested,  was  the  main  reason  for 
it.” 

Powerfully  supporting  this  progress  was  improved  hy- 
giene affecting  the  quality  of  food  and  water  in  the  late 
1800’s,  Dr.  McKeown  said.  “The  contribution  of  immu- 
nization and  therapy  has  been  recent  and,  over  the  whole 
period,  relatively  small.” 

The  English  physician  said  “that  what  is  true  for  other 
living  organisms  is  also  true  for  man.  Namely  that  health 
depends  essentially  on  control  of  environmental  influences, 
including  those,  which  by  his  own  behavior,  the  individual 
makes  for  himself.” 

Some  institute  members  contended  that  Dr.  McKeown 
was  shortchanging  the  effect  that  immunizations  and  the 
post-1935  development  of  antibiotics,  and  so  forth,  have 
had  on  health.  The  speaker  conceded  that  these  have  had 
a significant  impact,  but  he  said  that  in  viewing  huge 
population  masses  the  new  treatments  do  not  loom  large 
statistically  in  comparison  with  the  general  improvements 
in  living  conditions. 

An  analysis  of  the  current  burden  of  various  illnesses  in 
the  U.S.  based  on  use  of  medical  services  and  facilities,  loss 
of  life  and  work  time,  was  presented  by  Dorothy  P.  Rice, 
director  of  the  National  Center  for  Health  Statistics. 

The  rank  order  of  categories  of  disease  according  to 
burden  were:  mental  illness  and  handicap,  respiratory 
diseases,  ischemic  heart  disease,  bone  and  joint  disease, 
accidents  and  suicide,  and  neoplasms. 

The  annual  meeting  concentrated  on  the  state  of  treat- 
ment of  schizophrenia,  hypertension,  and  smoking  and 
disease. 

* * * 

“Airplane  pilots  need  stricter  physician  examinations 
because  medically  unfit  airmen  continue  to  endanger 
themselves  and  the  public,”  claims  the  General  Accounting 
Office  (GAO)  in  a report  to  Congress. 


Most  of  the  criticism  was  directed  at  private  pilot 
screening  but  the  GAO  said  that  even  commercial  pilot 
tests  are  often  less  thorough  than  those  for  military  pilots, 
air  traffic  controllers,  and  foreign  civilian  pilots. 

Better  medical  examination  requirements  would  be 
especially  helpful  in  singling  out  pilots  with  heart  trouble, 
alcoholism,  and  high  blood  pressure,  the  GAO  said. 

The  report  suggested  there  are  some  23,000  private  pilots 
“who  may  represent  potential  safety  problems,  including 
about  12,500  with  records  of  driving  (autos)  while  intoxi- 
cated and  200  with  physical  disabilities  which  prevent  them 
from  driving  an  automobile,”  said  the  GAO. 

The  GAO,  an  investigative  agency  for  Congress,  pro- 
posed that  the  Federal  Aviation  Administration  be  allowed 
to  review  data  of  the  National  Highway  Administration  on 
withdrawal  or  denial  of  drivers’  licenses  for  pilots. 

Most  scheduled  U.S.  airlines  have  tougher  medical 
checks  than  required  by  Federal  law,  but  there  is  no  re- 
quirement that  the  airlines  notify  the  government  when 
pilots  with  FAA  medical  certificates  flunk  their  airline 
physicals,  according  to  the  GAO. 

The  GAO  report  and  the  recent  publication  of  several 
books  questioning  airline  safety  and  pilot  reliability  may 
lead  to  Congressional  hearings  in  1977. 

♦ ♦ ♦ 

Moving  to  carry  out  a new  Federal  law,  HEW  has  made 
appointments  designed  to  give  higher  priority  to  health 
education,  health  promotion,  and  disease  prevention  ac- 
tivities. 

The  new  law,  the  National  Consumer  Health  Informa- 
tion and  Promotion  Act,  was  approved  by  the  Congress  last 
summer. 

Assistant  Secretary  for  Health,  Theodore  Cooper,  M.D., 
announced  that  Roger  O.  Egeberg,  M.D.,  special  assistant 
to  the  secretary  for  Health  Policy,  will  serve  as  his  special 
assistant  for  health  education. 

A staff  office — the  Office  of  Health  Information  and 
Health  Promotion — will  be  set  up  in  the  office  of  the  as- 
sistant secretary  for  Health.  Named  as  interim  director 
of  that  office  was  Ms.  Jane  Fullarton. 

Dr.  Egeberg  will  have  overall  responsibility  for  health 
education  policy  and  for  developing  better  working  rela- 
tionships with  outside  organizations  engaged  in  health 
education  activities. 

The  new  law  directs  the  office  of  health  information  and 
health  promotion  to: 

* Coordinate  health  information; 

* Coordinate  such  activities  with  the  private  sector; 

**facilitate  coordination  with  other  Federal  agencies, 

and  professional  organizations,  citizens  organizations, 
and  public  interest  groups; 

**and,  coordinate  the  operation  of  a national  clearing- 
house on  health  information,  promotion,  and  pre- 
vention activities. 

Ms.  Fullarton  is  currently  the  director  of  the  Division 
of  Health  Research,  Office  of  Policy  Development  and 
Planning,  Office  of  the  Assistant  Secretary  for  Health. 

* * * 

A National  Academy  of  Sciences  panel  has  called  for  a 
10  per  cent  decrease  in  the  ratio  of  hospital  beds  to  popu- 
lation, claiming  that  a surplus  of  short-term  general  care 
beds  is  contributing  to  higher  medical  costs.  The  panel 
said  a national  health  planning  goal  should  be  to  reduce  the 
present  ratio  of  4.4  beds  per  1,000  persons  to  4.0  by 
1981. 
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This  would  be  accomplished  by  curtailing  hospital 
construction  and  closing  down  some  existing  hospital  fa- 
cilities. 

Panel  member  John  D.  Thompson,  M.S.,  of  Yale  Uni- 
versity, estimates  that  about  50,000  hospital  beds  which 
are  now  either  in  use  or  slated  for  construction  would  have 
to  be  eliminated.  He  and  the  panel  stressed  the  need  for 
waiting  periods  for  elective  surgery  as  a way  to  increase 
hospital  efficiency  and  occupancy  rates. 

The  report  sponsored  by  the  Academy’s  Institute  of 
Medicine  also  recommends  shifting  from  the  present  sys- 


Diphtheria  fades  as  American  physicians 
apply  new  scientific  knowledge 

Diphtheria  is  almost  gone  in  North  America  today. 
Immunization  has  virtually  wiped  out  the  disease  that  in 
the  nineteenth  and  early  twentieth  centuries  was  the  dread 
killer  of  thousands  of  young  children  each  year. 

Diphtheria  is  an  acute,  contagious,  and  infectious  disease 
caused  by  the  diphtheria  bacillus.  It  affects  the  throat 
primarily,  but  spreads  through  the  body.  The  illness  is 
severe  and,  in  the  preimmunization  years,  was  often  fatal. 
Today,  there  are  less  than  300  cases  a year  in  the  United 
States,  almost  all  in  unprotected  children.  And  modern 
treatment  techniques  save  most  of  those  few  remaining 
children  who  contract  the  disease. 

The  first  description  of  what  was  likely  diphtheria  is 
found  in  writings  shortly  after  the  birth  of  Christ,  but  the 
first  full  description  appeared  in  England  in  the  eighteenth 
century. 

The  early  laboratory  work  that  pointed  the  way  to 
treatment  and  prevention  of  the  disease  was  done  in  Eu- 
rope. The  bacillus  was  first  isolated  in  Germany  in  the 
1880s  and  a German  discovered  the  diphtheria  antitoxin 
in  the  1890s.  American  physicians  promptly  picked  up  the 
discovery  and  began  producing  the  antitoxin  in  quantity 
and  protecting  children  who  had  been  exposed. 

In  fact,  American  physicians  in  the  big  cities  pointed  the 
way  for  the  Europeans.  The  diphtheria  chart  death  line 
turns  down  abruptly  in  New  York  about  1929-30.  In 
England  and  Wales  the  turndown  came  in  1941-42. 

The  antitoxin  was  an  important  discovery  and  saved 
many  lives,  but  the  real  possibility  of  prevention  came  in 
1923  when  a toxoid  that  produced  longer  lasting  immunity 
with  fewer  adverse  reactions  became  available.  This  fol- 
lowed by  a few  years  the  important  development  of  the 
Schick  Test,  a skin  reaction  observation  that  determined 
individual  immunity. 

An  important  adjunct  to  solving  the  problem  of  diph- 
theria in  children  was  the  life  of  physicians  and  nurses  who 


tern  of  retrospective  cost  reimbursement  to  a prospective 
rate-setting  system.  The  report  states  the  present  third- 
party  system  “virtually  guarantees  the  widespread  devel- 
opment of  excess  bed  capacity  and  encourages  unnecessary 
and  inappropriate  treatment.” 

Three  of  the  11  panel  members  dissented  from  some  or 
all  of  the  report’s  conclusions.  The  major  dissent  came 
from  Donald  G.  Shropshire,  administrator  of  the  Tucson 
Medical  Center  and  a representative  of  the  American 
Hospital  Association,  who  wrote  “too  much  of  the  blame 
for  costs  is  being  put  on  beds  . . . the  recommended  arbi- 
trary formula  . . . has  no  real  basis  in  fact.” 


cared  for  the  young  patients  in  the  early  epidemics.  Dr. 
William  Osier  wrote  that  “few  diseases  have  proved  more 
fatal  to  physicians  and  nurses  in  the  past.” 

In  150  cities  of  the  United  States  before  the  general  use 
of  antitoxin,  the  mortality  rate  in  183,000  cases  was  38.4 
per  cent.  But  after  antitoxin,  the  death  rate  dropped  to 
2.3  per  100,000.  Diphtheria  cases  continued  to  decline 
through  the  1940s,  50s,  and  60s.  In  the  four  years  of 
1970-74  the  median  was  224  cases  a year,  with  virtually  no 
deaths. 

However,  control  of  diphtheria  depends  heavily  on  the 
nation  keeping  up  its  immunization  program.  This  was 
illustrated  in  1970  with  a flareup  in  a city  in  Texas  after 
slackening  of  the  toxoid  immunization. 

An  early  American  pioneer  in  making  and  using  the 
diphtheria  antitoxin  was  William  H.  Park,  M.D.,  of  the 
New  York  City  Health  Department.  Herman  Biggs,  M.D., 
of  the  same  office,  was  in  Europe  in  1894  when  the  first 
public  announcement  was  made  of  the  development  of  the 
antitoxin.  Dr.  Biggs  at  once  advised  Dr.  Park,  who 
promptly  began  work  to  make  it  in  New  York.  There  were 
at  the  outset  no  funds.  The  New  York  Herald  made  a 
public  appeal,  which  brought  in  $7,000  to  get  the  program 
started.  The  antitoxin  was  first  used  in  the  United  States 
in  1895  in  a serious  outbreak  of  the  disease  in  the  Mount 
Vernon  Branch  of  the  New  York  City  Infant  Asylum.  It 
stopped  the  epidemic. 

The  antitoxin  was  used  for  a quarter  of  a century,  until 
it  was  replaced  by  the  much  more  effective  toxoid  for  im- 
munization. 

In  addition  to  the  preventive  products,  modern  antibi- 
otics are  effective  in  treating  diphtheria,  and  are  an  im- 
portant factor  in  reducing  the  death  rates  for  those  few 
children  who  do  become  ill. 

One  medical  authority  estimates  that  in  Britain  and  the 
U.S.  alone  about  20,000  children  survive  each  year  who,  in 
the  absence  of  immunization,  would  have  died  from 
diphtheria. 

(Highlights  of  200  years  of  American  medicine — prepared 
by  the  American  Medical  Association) 
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continued  from  page  7 

Adachi,  A.,  Wilson,  L.,  and  Herzig,  N.:  Prostaglandin 
F 2aipha>  hypertonic  saline,  and  oxytocin  in  midtrimester 
abortion,  New  York  State  J.  Med.  77:  46  (Jan.)  1977. 

Midtrimester  abortion  was  accomplished  in  309  cases 
by  the  combined  intra-amniotic  injection  of  20  mg.  of 
PGF2aipha  (prostaglandin  F2aipha)  and  of  hypertonic  saline. 
Intravenous  oxytocin  was  administered  routinely  imme- 
diately following  the  injection.  Patients  were  divided 
randomly  into  four  groups  depending  on  the  concentration 
and  volume  of  saline  used.  The  mean  injection-abortion 
time  ranged  from  15.52  (standard  deviation  = 7.55)  to  22.15 
(standard  deviation  = 13.96)  hours,  99.5  per  cent  of  pa- 
tients aborted  after  a single  injection,  and  only  2 required 
a second  injection.  Coagulation  factors  remained  within 
normal  limits.  Complications  included  drug-related 
side-effects,  hemorrhage,  retained  placentae,  fever,  and  one 
death. 

Imperato,  P.  J.,  Shookhoff,  H.  B.,  Marr,  J.  S.,  Fried- 
man, S.,  and  Hwa,  C.  L.:  Parasitic  infections  in  New  York 
City;  Incidence  and  epidemiology,  New  York  State  J. 
Med.  77:  50  (Jan.)  1977. 

Parasitic  infections  are  still  a significant  cause  of  mor- 
bidity in  New  York  City.  Over  the  past  several  years  there 
has  been  a gradual  decline  in  the  incidence  of  many  intes- 
tinal infections.  This  trend  is  reflective  of  overseas  travel 
trends  and  changes  in  immigration  patterns.  Amebiasis 
has  occurred  primarily  among  recent  immigrants  from 


tropical  areas  whereas  giardiasis  has  been  a problem  among 
American  tourists  and  travelers.  In  the  past  few  years 
malaria  has  been  seen  among  American  tourists  and 
businessmen  who  have  visited  endemic  areas  and  among 
foreigners  from  such  areas.  The  gradual  decline  in  the 
incidence  of  most  intestinal  parasites  reflects  fewer  in- 
fections among  established  immigrant  groups  and  a decline 
in  the  number  of  new  legal  immigrants  coming  into  New 
York  City  from  the  tropics.  It  must  be  remembered  that 
the  large  numbers  of  illegal  new  immigrants  in  New  York 
City  from  Central  and  South  America  and  the  Caribbean 
do  not  often  seek  medical  treatment  at  public  facilities  for 
fear  of  being  detected  and  deported. 

Gururaj,  V.  J.,  Russo,  R.  M.,  Johnson,  R.  M.,  and  Unti, 

B.  M.:  Utilization  of  hospital  resources  by  community 
health  programs,  New  York  State  J.  Med.  77:  58  (Jan.) 
1977. 

To  determine  the  utilization  pattern  of  a major  munic- 
ipal hospital  resources  by  community  health  programs, 
medical  records  of  patients  referred  to  the  Pediatric  Am- 
bulatory Service  at  Kings  County  Hospital  were  reviewed. 
The  study  showed  that  not  only  were  the  referrals  far  fewer, 
both  in  quantity  and  quality,  than  can  be  expected  from 
the  large  population  base  served  by  referring  programs  but 
also  were  more  often  than  not  inappropriate,  reflecting  an 
inadequacy  of  many  of  these  programs.  Surgical  and 
specialty  problems  constituted  a large  number  of  appro- 
priate referrals. 
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Han,  T.,  e Dadey,  B.:  Lymphocytos  T e B del  sanguine 
human  peripheric;  responsa  blastogenic  al  mitogenos  e 
antigenos,  New  York  State  J.  Med.  77:  19  (Januario) 
1977. 

Le  rosetas  EH  e EAC  del  fractiones  T o B enriquecite 
monstra  que  approximemente  60  pro  cento  del  cellulas  de 
fractiones  enriquecite-T  esseva  lymphocytos  T,  e ap- 
proximemente 80  pro  cento  del  cellulas  de  fractiones  en- 
riquecite-B  esseva  lymphocytos  B.  Como  esseva  expec- 
tate,  le  responsa  del  lymphocytos  T al  phytohemagglu- 
tinina  (“PHA”)  esseva  excellente;  in  cambio,  le  responsa 
al  lipopolysaccharide  (“LPS”)  de  iste  cellulas  T esseva 
nulle.  Le  responsa  del  lymphocytos  B al  LPS,  in  cambio, 
esseva  basse,  mais  significative.  Un  responsa  leve  al  PHA 
esseva  observate  in  le  fractiones  enriquecite-B,  lo  que 
suggere  que  le  cellulas  B esseva  levemente  contaminate  con 
cellulas  T,  nonobstante  que  le  possibilitate  de  que  le  PHA 
pote  haber  un  leve  activitate  blastogenic  supra  le  lym- 
phocytos B non  pote  esser  eliminate  completemente.  Le 
lymphocytos  de  subjectos  sensitisate  esseva  capabile  de 
proliferar  quando  esseva  exposite  al  antigeno  cutanee  de 
prova  respective — derivative  proteinic  purificate,  strep- 
todornasa,  Monilia,  material  de  parotiditis — in  vitro. 
Nonobstante,  le  lymphocytos  B del  mesme  donantes  non 
respondeva  al  antigenos  de  appellation.  Le  cellulas  B es- 
seva, etiam,  incapabile  de  responder  al  antigenos  de  ap- 


pellation, mesme  quando  iste  cellulas  esseva  culturate 
juncto  con  cellulas  T autologous  sensitisate  e inactivate  per 
radiation.  Le  responsa  del  lymphocytos  T al  PHA  esseva 
refortiate  per  cellulas  obtenite  del  fractiones  enriquecite-B. 
Non  es  sapete  que  typo  de  cellulas — lymphocytos  B o 
Monocytos — actua  como  cellulas  procesante  mitogenic — 
“cellulas  adjutante” — in  le  processo  de  refortiar  le  responsa 
al  PHA  del  cellulas  T perque  nos  non  separate,  in  iste 
studio,  le  monocytos  del  fractiones  enriquecite-B. 

Fulop,  M.,  e Hoberman,  H.  D.:  Es  “spontanee”  le  acid 
lactic?  New  York  State  J.  Med.  77:  24  (Januario) 

1977. 

Pro  determinar  le  frequentia  del  acidosis  lactic  acute 
“spontanee”  nos  ha  revistite  le  trovatos  clinic  e biochemic 
de  180  adultos  con  morbos  acid-basic  acute  viste  in  un 
periodo  de  3 annos,  e in  le  qual  le  concentration  de  lactato 
esseva  determinate  in  le  plasma  obtenite  al  admission  o 
pauc  depost  le  admission.  In  omne  53  patientes  esseva 
trovate  que  le  lactato  plasmatic  esseva  plus  que  7 mmol  per 
liter,  al  minus  un  causa  cognoscite  o fortemente  suspectate, 
quando  le  monstra  de  sanguine  esseva  obtenite,  de  un  as- 
sociation obvie  de  acidosis  lactic.  Isto  esseva  particular- 
mente  impressive  perque  durante  iste  studio  le  plus  parte 
del  patientes  hospitalisate  principalmente  per  insuffi- 
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cer  Institute,  and  the  University  of  Maryland  School  of 
Medicine,  Baltimore,  Maryland,  will  present  a compre- 
hensive symposium  designed  to  review  current  concepts 
of  the  natural  history  and  management  of  a variety  of 
neoplastic  diseases  on  March  24-26,  1977.  This  sympo- 
sium, designed  by  Charles  Schiffer,  M.D.,  and  Stephen 
Schimpff,  M.D.  will  include  sessions  dealing  with  envi- 
ronmental and  viral  oncogenesis,  regulation  of  cell  growth, 
pharmacokinetics  of  common  chemotherapeutic  agents, 
reviews  of  concepts  of  supportive  care  and  the  complica- 


tions of  cancer  treatment,  a critical  appraisal  of  immu- 
notherapy as  a treatment  modality  as  well  as  in  depth 
discussions  on  the  management  of  selected  tumors  in- 
cluding breast  carcinoma,  multiple  myeloma,  testicular 
carcinoma,  small  cell  carcinoma  of  the  lung,  and  prostatic 
carcinoma.  The  guest  faculty  will  include  many  interna- 
tionally renowned  speakers. 

For  further  information,  please  contact  the  Program  of 
Continuing  Education,  University  of  Maryland  School  of 
Medicine,  655  W.  Baltimore  Street,  Rm.  14-016,  Baltimore, 
Maryland  21201. 


Medical  News 


Public  television  station 
receives  two  awards 

WLIW/Channel  21,  the  Long  Island  public  television 
station,  was  honored  recently  with  two  awards  from  the 
American  Heart  Association.  The  WLIW-produced 
program  L.I.WORLD:  CPR  (cardiopulmonary  resusci- 
tation) was  named  the  “best  television  feature  on  cardio- 
vascular disease”  by  the  judges  for  the  New  York  State 
affiliate’s  statewide  Second  Annual  Best  Heart  Awards 
competition.  The  other  Heart  Association  award  for 
WLIW/Channel  21,  conferred  by  the  Nassau  Heart  Asso- 
ciation, was  for  “outstanding  public  service”  through  the 
Long  Island  station’s  program  and  promotional  aid,  which 
has  contributed  to  greater  public  awareness  of  the  pre- 
vention and  treatment  of  heart  disease. 

The  L.I.WORLD  program  featured  WLIW/21  reporter 
Joan  May  in  a 30-minute  overview  of  cardiopulmonary 
resuscitation  techniques  and  applications.  It  was  pro- 
duced by  Robert  J.  Civiello  and  aired  originally  on  April 
4,  1976. 

L.I.WORLD:  CPR  and  HELLO,  L.I.:  IT’S  YOUR 
HEART  were  two  WLIW/21  programs  singled  out  by  the 
Nassau  Heart  Association  in  the  “outstanding  public  ser- 
vice” award.  IT’S  YOUR  HEART  presented  cardiologist 
Abraham  Azulay,  M.D.,  and  Costas  Lambrew,  M.D.,  of 
Nassau  County  Medical  Center  discussing  the  prevention 
and  treatment  of  heart  attacks,  after  which  the  two  phy- 
sicians gave  on-air  answers  to  questions  phoned  in  by 
viewers.  The  program,  aired  April  22,  was  hosted  by  Joan 
May,  was  produced  by  Gloria  Gross,  and  was  underwritten 
by  Hempstead  Bank. 

The  “best  television  feature”  award  was  presented  Oc- 
tober 28  in  Niagara  Falls  at  the  New  York  State  affiliate’s 
Annual  Meeting,  with  Ruth  Gillick,  special  projects  coor- 
dinator for  WLIW/21,  accepting  on  behalf  of  the  station. 
The  public  service  award  was  presented  October  14  at  the 
Nassau  Association’s  Annual  Meeting  and  Dinner  and  was 
accepted  on  behalf  of  WLIW/21  by  Edith  C.  Ialeggio,  Di- 
rector of  Public  Relations. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


Record  number  pass 

1976  spring  certification  examinations 

A total  of  1,815  certificates — the  highest  number  in 
history — were  earned  in  June,  1976,  by  those  taking  the 
spring  Certification  Examinations,  a credentialing  mech- 
anism administered  under  the  authority  of  the  Certifying 
Board  of  the  American  Association  of  Medical  Assis- 
tants. 

This  record  includes  1,085  who  passed  the  basic  Certi- 
fication Examination,  entitling  them  to  use  the  initials 
CMA  (Certified  Medical  Assistant)  after  their  names. 
Specialty  certification  (Administrative,  Clinical  or  Pedi- 
atric) was  awarded  to  730  candidates. 

The  basic  Certification  Examination  and  all  three  spe- 
cialty examinations  are  given  each  year  on  the  first  Friday 
in  June  at  more  than  100  approved  test  centers  throughout 
the  country.  In  addition,  the  basic  Certification  Exami- 
nation alone  is  administered  each  fall  in  the  convention  city 
on  the  Saturday  immediately  prior  to  AAMA’s  Annual 
Meeting. 

The  American  Association  of  Medical  Assistants,  a na- 
tional organization  of  more  than  18,000  individuals  em- 
ployed by  physicians  in  their  offices,  hospitals  and  other 
medical  settings,  offers  ihese  examinations  as  a service  to 
both  member  and  nonmember  medical  assistants.  Med- 
ical assisting  instructors  and  students  in  AMA/AAMA  or 
AMA/AAP/AAMA  accredited  medical  assisting  programs 
are  also  eligible  to  apply.  Information  may  be  obtained 
by  writing  the  Certifying  Board,  AAMA,  One  East  Wacker 
Drive,  Suite  1510,  Chicago,  Illinois  60601. 

Social  Security  question  box 

Question:  I have  a wife  and  three  children.  My  physical 
condition  is  getting  progressively  worse,  and  I was  thinking 
of  applying  for  social  security  disability  benefits.  About 
how  much  can  we  get? 

Answer:  The  monthly  benefit  amount  is  based  on  a 
worker’s  average  earnings  over  a period  of  years.  The 
average  social  security  disability  payment  to  a disabled 

continued  on  page  142 
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cientia  grave  cardiac  o circulatori,  que  sin  dubita  etiam 
habeva  acidosis  lactic,  le  lactato  del  plasma  non  esseva 
determinate  e,  per  isto,  esseva  excludite  del  series.  De  iste 
modo,  le  acidosis  lactic  acute,  in  adultos,  raremente  pare 
esser  “spontanee.” 

Cameron,  A.,  Kemp,  H.  G.,  Shimomura,  S.,  Santilli,  S., 
Green,  G.  E.,  e Hutchinson,  J.  E.:  Chirurgia  anastomotic 
coronari;  observation  ulterior  prolongate  de  411  patientes 
operate  consecutivemente,  New  York  State  J.  Med.  77: 
27  (Januario)  1977. 

Un  gruppo  de  411  patientes  operate  consecutivemente 
de  anastomosis  coronari  esseva  observate  durante  un 
tempore  medie  de  22  menses.  Es  important^  notar  que  in 
le  secunde  anno,  le  mortalitate  operatori  esseva  0.8  pro 
cento,  con  6.5  pro  cento  de  infarcto  myocardial  intraoper- 
atori.  Iste  infarctos  occurreva  tardivemente  in  le  pro- 
portion de  1.5  pro  cento  al  anno.  Le  anastomosis  chirurgic 
del  coronaria  non  meliorava  le  arrhythmias,  excepto  le 
tachycardia  ventricular  que  esseva  meliorate  in  3 patientes. 
Le  re-studios  non  monstrava  cambios  in  le  rendimento  del 
ventriculo  sinestre  in  90  pro  cento  del  casos,  e monstrava 
progression  del  morbo  coronari  in  38  pro  cento  del  casos. 
Iste  incidentia  non  esseva  differente  del  reportate  in  pa- 
tientes non  operate.  Le  patientes  con  progression  del 
morbo  coronari  habeva  un  incidentia  plus  elevate  de  fumar, 
obesitate  e hyperlipidemia.  Habeva  1.25  pro  cento  de 
mortalitate  tardive  al  anno,  con  differentia  non  significa- 
tive del  mortalitate  inter  le  patientes  con  un,  duple  o triple 
anastomosis. 


New  York  State 
Journal  of  Medicine 

• 

Thoracic  Surgery 
Mononuclear  Phagocyte 

Implementation  of  Medical  Record  and  Data  System 
for  Correctional  Facilities 
Hypertension 


Rees,  J.  R.,  Subramanian,  V.  A.,  Holswade,  G.  R.,  e 
Lillehei,  C.  W.:  Reimplaciamento  valvulari  aortic  utili- 
sante  le  prosthesis  Magovern-Cromie;  observation  ulterior 
tardive,  New  York  State  J.  Med.  77:  34  (Januario) 
1977. 

Inter  Decembre  de  1963  e April  de  1968,  77  patientes 
habeva  reimplaciamento,  aislate,  del  valvula  aortic  usante 
le  prosthesis  Magovern-Cromie.  Dece-cinque  (15)  pa- 
tientes moreva  intra  le  30  dies  de)  operation,  e altere  43, 
patientes  moreva  durante  le  periodo  de  observation  post- 
operatori.  Le  fallimento  del  fixation  mechanic  del  valvula 
esseva  documentate  in  7 patientes;  variation  del  bolla,  in 
6,  e thrombosis  del  prosthesis  in  9.  Le  incidentia  total  del 
thromboembolismo  esseva  37  pro  cento.  Dece-quatro  (14) 
patientes  continua  mantenente  un  stato  clinic  meliorate 
inter  7 e 11  annos  depost  le  implantation  del  valvula 
Magovern-Cromie. 

Smulewicz,  J.  J.,  Tafreshi,  M.,  Epstein,  B.,  e Pillari,  G.: 
Pancreatographia;  observation  ulterior,  New  York  State 
J.  Med.  77:  41  (Januario)  1977. 

Un  methodo  combinate  de  arteriographia,  aer  e sub- 
traction es  discutite.  Iste  methodo,  de  accordo  al  opinion 
del  autores,  permite  un  visualisation  melior  del  pancreas 
que  ille  proportionate  per  le  methodos  angiographic  exis- 
tente. 

Korenyi,  C.,  e Whittier,  J.  R.:  Morbo  de  Huntington 
(Chorea)  in  le  Stato  de  Nove  York,  New  York  State  J. 
Med.  77:  44  (Januario)  1977. 

Le  antecedentes  de  90  patientes  con  morbo  de  Hun- 

continued  on  page  143 
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worker  and  family  is  $475  a month.  The  average  payment 
to  a disabled  worker  alone  is  $242  a month. 

Question:  I understand  my  27-year-old  mentally  re- 
tarded son  who  lives  with  me  may  get  monthly  social  se- 
curity checks  on  my  record  when  I die  or  start  getting  re- 
tirement or  disability  benefits.  Can’t  he  get  some  kind  of 
payments  now? 

Answer:  He  may  be  eligible  for  supplemental  security 
income  (SSI)  payments,  depending  on  his  income  and  re- 
sources. Since  he  is  an  adult,  any  income  you  or  other 
family  members  have  will  not  affect  his  eligibility.  How- 
ever, his  SSI  payment  may  be  reduced  by  one  third  since 
he  lives  at  home. 

Question:  I feel  Medicare  should  have  paid  more  of  my 
medical  insurance  bills  than  it  did.  What  can  I do  about 

it? 

Answer:  First,  you  can  ask  the  office  that  made  the 
decision  to  review  all  the  facts  in  the  case.  Then,  if  you  still 
disagree  with  the  decision  and  the  amount  in  question  is 
$100  or  more,  you  can  ask  for  a hearing.  The  people  in  any 
social  security  office  will  be  glad  to  help  you  file  an  appeal. 
The  local  office  for  Nassau  County  is  at  One  Station  Plaza 
North,  Mineola,  NY  11501.  The  phone  number  is  PI  7- 
5470. 

American  Retired  Physicians  Association 

Recently  Alton  Ochsner,  M.D.,  F.A.C.S.,  of  New  Orleans 
and  past  president,  American  College  of  Surgeons,  became 
the  2,000th  member  of  the  American  Retired  Physicians 
Association. 

ARPA  was  formed  as  a not-for-profit  organization  in  late 
1975  to  provide  programs  and  services  for  physicians 
considering  retirement,  semiretired,  retired  physicians  and 
their  spouses.  Physicians’  widows  are  also  eligible  for 
membership. 

The  ARPA  Board  of  Directors  recently  approved  a 
comprehensive  medical  insurance  program  that  became 
effective  January  1,  1977.  The  policy  which  will  supple- 
ment Medicare  benefits,  will  apply  to  physicians  (spouses 
and  widows)  who  are  past  the  age  of  65. 

The  Association  publishes  a bimonthly  Newsletter  which 
includes  articles  on  sale  and  disposition  of  a practice,  fi- 
nancial investments,  estate  planning,  current  medical  news, 
employment  and  volunteer  opportunities,  discount  bene- 
fits, and  other  timely  items  of  special  interest  to  ARPA 
members. 

As  time  and  staff  permit,  ARPA  will  explore  the  social, 
economic,  physical,  and  psychological  aspects  of  retirement 
and  will  support  the  rights  of  retired  physicians. 

Present  members  of  the  Board  of  Directors  are:  H. 
Close  Hesseltine,  M.D.,  Chairman;  Huberta  M.  Living- 
stone, M.D.,  Vice  Chairman;  Harold  A.  Sofield,  M.D., 
Secretary-Treasurer;  and  Foster  McMillan,  M.D.,  and 
Ralph  Creer. 

For  further  information  write:  American  Retired 

Physicians  Association,  536  North  State  Street,  Chicago, 
Illinois  60610.  Telephone:  (312)  644-3092. 


Material  sought  for  biography 

For  a biography  of  Dr.  Alton  Ochsner  of  Ochsner  Clinic, 
New  Orleans,  opinions,  evaluations,  anecdotes,  reminis- 
cences, photographs  are  needed.  Photographs  will  be 
carefully  handled  and  returned.  All  material  will  be 
gratefully  received  by  Ira  Harkey,  Ph.D.,  401  Metairie 
Road,  706,  Metairie,  Louisiana  70005. 

Here  and  there 

Appointments:  Robert  Cancro,  M.D.,  has  been  appointed 
Lucius  N.  Littauer  Professor  and  chairman,  Department 
of  Psychiatry,  New  York  University  School  of  Medicine, 
and  director,  Psychiatry  Services,  University  Hospital  and 
Bellevue  Hospital  Center  . . . Rodolfo  Llinas,  M.D.,  Ph.D., 
has  been  appointed  professor  and  chairman,  Department 
of  Physiology  and  Biophysics,  New  York  University  School 
of  Medicine  . . . James  S.  Bailey  has  been  appointed  di- 
rector, Division  of  Fraud  and  Abuse  Control  in  the  Medical 
Services  Administration  of  HEW’s  Social  and  Rehabili- 
tation Service  . . . Ms.  Elizabeth  S.  Kutzke  has  been  ap- 
pointed chief  of  the  National  Institute  of  Mental  Health’s 
National  Center  for  the  Prevention  and  Control  of  Rape 
. . . Arnold  I.  Freeman,  M.D.,  has  been  appointed  chief, 
Department  of  Pediatrics,  Roswell  Park  Memorial  Insti- 
tute. 

Awarded:  Yehuda  Ben-Yishay,  Ph.D.,  senior  psycholo- 
gist, Institute  of  Rehabilitation  Medicine,  the  1976  Howard 
A.  Rusk  Award  for  his  unique  and  pioneering  work  in  the 
rehabilitation  of  brain-injured  persons  . . . Boguslaw 
Stanczewski,  M.D.,  assistant  professor  of  surgery,  Down- 
state  Medical  Center,  the  Copernicus  Medal — the  Polish 
equivalent  of  the  Nobel  Prize. 

Elected:  Joseph  Goodgold,  M.D.,  director  of  research  and 
education,  New  York  University  Medical  Center’s  De- 
partment of  Rehabilitation  Medicine,  president-elect  of 
the  American  Academy  of  Physical  Medicine  and  Reha- 
bilitation . . . Wallace  B.  Lehman,  M.D.,  has  been  elected 
president  of  the  medical  board  of  Franklin  General  Hos- 
pital for  a two  year  term  and  Sidney  Gellman,  M.D.,  a pa- 
thologist and  director  of  laboratories  and  president  of  the 
medical  staff  as  well  as  secretary  of  the  medical  board 
there. 

Promoted:  Four  faculty  members  at  New  York  Univer- 
sity School  of  Medicine’s  Department  of  Dermatology  have 
been  promoted — A.  Bernard  Ackerman,  M.D.,  professor 
of  dermatology  and  pathology;  Sheldon  Brodie,  M.D., 
professor  of  clinical  dermatology;  Josef  E.  Jelinek,  M.D., 
clinical  professor  of  dermatology;  and  Marie-Louise 
Johnson,  M.D.,  professor  of  dermatology. 

Grant:  The  New  York  Academy  of  Medicine  has  received 
a grant  to  create  an  annual  lectureship  honoring  Harold 
Lamport,  M.D.,  late  distinguished  professor  of  physiology 
and  biophysics,  Mount  Sinai  School  of  Medicine  (CUNY), 
it  was  announced  by  S.  B.  Gusberg,  M.D.,  president  of  the 
Academy. 
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tington  (Chorea)  esseva  revistite.  Omne  patientes  resideva 
in  le  distritos  del  Citate  de  Nove  York  e in  2 contatos  de 
Long  Island.  Le  revision  includeva  815  individuos.  Iste 
morbo  es  hereditari  e dominante;  50  per  cento  de  iste  per- 
sonas portava  le  gene  e disveloppera  le  morbo.  Le  prev- 
alentia  hypothetic  del  gene  esseva  determinate  in  cata  un 
del  7 areas  geographic.  Le  cifras  obtenite  indicava  que  in 
le  contatos  de  Long  Island,  Nassau  e Suffolk,  le  prevalentia 
del  gene  responsible  de  iste  morbo  es  plus  elevate  que  ille 
reportate  previemente  in  le  litteratura  pro  altere  areas  del 
Statos  Unite  e Europa. 

Adachi,  A.,  Wilson,  L.,  e Herzig,  N.:  Prostaglandina 
F^aipha.  solution  saline  hypertonic  e oxytocina  in  le  abortion 
in  le  secunde  trimester  del  gestation.  New  York  State  J. 
Med.  77:  46  (Januario)  1977. 

Le  abortion  in  le  secunde  trimester  del  pregnantia  esseva 
facite  in  309  casos  mediante  le  injection  intra-amniotic 
combinate  de  20  mg  de  prostaglandina  F^aipha  con  solution 
saline  hypertonic.  Immediatemente  depost  de  iste  injec- 
tion, un  injection  intravenose  rutinari  de  oxytocina  esseva 
administrate.  Le  patientes  esseva  dividite,  al  hazardo,  in 
2 gruppos,  dependente  del  concentration  e volumen  del 
solution  saline  usate.  Le  promedio  del  tempore  injec- 
tion-abortion variava  inter  15.52  (D.  St.  7.55)  e 22.15  (D. 
St.  13.96)  horas.  Le  99.5  pro  cento  del  patientes  abortava 
depost  un  sol  injection;  solmente  2 patientes  requireva  un 
secunde  injection.  Le  factores  de  coagulation  permaneva 
intra  limites  normal.  Le  complicationes  includeva  effectos 
secundari  del  drogas,  hernorrhagia,  retention  placentari 
e febre;  un  caso  esseva  fatal. 

Imperato,  P.  J.,  Shookhoff,  H.  B.,  Marr,  J.  S.,  Fried- 
man, S.,  e Hwa,  C.  L.:  Infectiones  parasitari  in  le  Citate 
de  Nove  York;  incidentia  e epidemiologia,  New  York 
State  J.  Med.  77:  50  (Januario)  1977. 


Clinical  evaluation 

of  a new  measles-mumps-rubella 

trivalent  vaccine 

Studies  involving  1,481  children  treated,  249  placebo) 
indicate  excellent  seroconversion  rates  after  administration 
of  a combination  vaccine  for  measles,  mumps,  and  rubella 
(Lirutrin,  Dow  Chemicals).  The  vaccine  did  not  cause  any 


Le  infectiones  parasitari  totevia  es  un  causa  significative 
de  morbiditate  in  le  Citate  de  Nove  York.  Durante  le  ul- 
time  annos  ha  un  declination  gradual  del  frequentia  de 
multe  infectiones  intestinal.  Isto  reflecta  le  tendentia  del 
viages  intercontinental  e le  cambios  immigrational.  Le 
amebiasis  es  primemente  observate  inter  le  immigrantes 
recente  desde  areas  tropical;  le  giardiasis,  in  cambio,  es  un 
problema  inter  le  touristas  American  e le  viageros.  In  le 
ultime  annos,  le  malaria  ha  essite  observate  intra  le  tour- 
istas American  e commerciantes  visitante  de  areas  en- 
demic, e etiam  intra  le  estranieros  de  iste  areas.  Le  dec- 
lination grande  del  incidentia  del  major  parte  del  parasi- 
tosis intestinal  reflecta  minus  infectiones  intra  le  gruppos 
de  immigrantes  establite,  e un  declination  del  numero  de 
immigrantes  legal  recente  que  arriva  al  Citate  de  Nove 
York  desde  areas  tropical.  Debe  remorar  se  que  le  num- 
erose  e recente  immigration  illegal  al  Citate  de  Nove  York 
desde  America  Central  e del  Sud  e areas  del  Caribe,  con 
frequentia  non  demanda  tractamento  medic  in  le  servicios 
public  per  timor  de  esser  discoperite  e deportate. 

Gururaj,  V.  J.,  Russo,  R.  M.,  Johnson,  R.  M.,  e Unti,  B. 

M.:  Utilisation  de  ressources  hospitalari  per  le  programas 
sanitari  del  communitates,  New  York  State  J.  Med.  77: 
58  (Januario)  1977. 

Pro  determinar  le  typo  de  utilisation  del  ressources  de 
un  hospital  principal  pro  le  programas  communitari  de 
sanitate,  le  records  medic  del  patientes  referite  al  Servicio 
Pediatric  Ambulatori  del  Hospital  Kings  County  esseva 
revistite.  Le  studio  demonstrava  que  non  solmente  le  re- 
ferentias  esseva  plus  reducite,  tanto  in  quantitate  como  en 
qualitate,  que  lo  que  esseva  expectate  de  un  population 
grande  e basic  servite  per  le  programas  de  referentia,  mais 
etiam  esseva  plus  frequentemente  que  inapropriate,  re- 
flectante  un  inadequacitate  de  multe  de  iste  programas. 
Le  problemas  chirurgic  e de  specialitates  representava  un 
grande  numero  de  referentias  appropriate. 


significant  reactions.  The  occurrence  of  mild,  transient 
fever  or  rash  after  administration  of  the  trivalent  vaccine 
was  similar  to  that  after  use  of  Schwartz  strain  measles 
vaccine  alone.  Measles,  mumps,  and  rubella  seroconver- 
sion rates  in  triple-susceptible  vaccines  ranged  from  95  to 
100  per  cent.  Geometric  mean  antibody  titers  were  as  high 
as  those  that  usually  result  from  the  use  of  these  same  virus 
strains  as  monovalent  vaccines.  Schwartz,  A.  J.  F.:  Am. 
J.  Dis.  Child.  129: 1408  (Dec.)  1975 
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material  in  the  Medical  Directory  of 
New  York  State  Volume  LV  1976-77  are  listed  below. 


* AVILA,  Ben)amln  Cotas.  One  Riverview  Dr.  Potsdam.  13676.  Tel  265-4400. 
Santo  Tomas  62.  SG  Am  Fertil. 


★ BERGLAS,  Peter  Henry.  150  E 58  St.  Manhattan.  10021  Tel  752-8030.  NY 
Med  70.  E Asst  Oph  Sur  Man  EE&T. 


★ BLANCHET,  Harvey  J.  Jr.  100  Ohio  St  Medina  14103.  Tel  798-3333  Roch 
47  SA  PAMA  NY  Sur.  Staff  Sur  Medina  Meml. 


★ BOGDAN,  Peter  N.  47  Jefferson  Oval.  Yorktown  Heights.  10598.  Tel  245- 
5400.  NY  Med  64.  D-IM  SJ  Am  Thor.  Asst  Phy  Westch  Co  Med  Cent.  Phy  Int 
Med  Peekskill  Com. 


★ BOTWIN,  Nathan.  281  E Broadway  Manhattan  10002.  Tel  964-0360  Univ 
Glasgow  36.  X.  Am  Ger.  NY  Cardiol.  Phy  Beekman-Down 


★ BRANDON,  Harvey.  1 62  E 63  St.  Manhattan.  10021.  Tel  838-1666  Also  Port 
Jefferson.  Hamburg  35  SJ.  FCCP.  NY  Cardiol.  Emerit  Phy  Misericor.  Asso 
Med  Park  East. 


★ BRANDON,  Harvey.  1 14  Grant  St.  Port  Jefferson  11777  Tel  473-7474.  See 
Manhattan. 


★ CARON,  Arthur  S.  137  E 36  St.  Manhattan.  10016  Tel  686-9297.  Lausanne 
56  D-S.  SAC.  FACS  Ewing  Soc  Clin  Asst  Breast  Sur  Meml.  Sur  Doctors. 
Asst  CA  Detect  NY  Inf. 


★ CORBO,  Paschal  Anthony.  233  Rose  Ave.  Staten  Island  10306  Tel  351  - 
1203.  Georgetown  48.  D-P.  Am  Ac  Ped.  Ped  Staten  Isl.  Cons  Ped  Richmond 
Meml. 


★ DACHARY,  Juan  Bautista.  10  Whited  St.  Little  Falls  13365.  Tel.  823-4310. 
Zaragoza  59.  D-OG.  SL.  O&G  Little  Falls. 


A DE  RISIO,  Vincent  J.  351  College  Ave.  Elmira.  14901.  Tel  733-5086  Also 
Corning.  Roch  49  D-AI.  SH-1-M-12.  FACA1.  Am  Ac  Alg.  Alg  Arnot-Ogden. 
Alg  St.  Jos  Elmira. 


DICKER,  Ralph  Leslie.  245  E 63  St.  Manhattan.  10021.  Tel  486-0398.  St. 
Louis  38.  D-OL  FICS.  Am  Ac  Fac  Plast  & Recon.  Am  Ac  O&O  PAMA. 


★ DREYFUSS,  Eric  Martin.  300  S.  Goodman  St.  Rochester  14607.  Tel  271- 
2755.  Chgo  Med  57.  D-P.  D-AI  SM-12.  FACA1 . Am  Ac  Alg.  Am  Ac  Ped  Ac. 
Med.  Asso  Ped  Strong  Meml.  Cons  Ped  Rochester  Genl  Ped  Genesee 


★ DRUSS,  Richard  George.  345  E 86  St.  Manhattan.  10028.  Tel  427-4747 
P&S  NY  59.  D-PN(P)  QP.  Am  Psych.  Am  Psychoan.  Asst  Attd  Psych  Presby. 


★ DUBLIN,  Robert.  268  Woodward  Ave  Staten  Island.  10314  Tel  698-5100 
Lausanne  61.  SJ. 


★ FASTMAN,  Norman  Spencer.  2291  Hylan  Blvd  Staten  Island  10306  Tel 
351-3515.  Leiden  56.  D-P.  D-AI.  SM-12.  FACA1 . Am  Ac  Ped.  Am  Ac  Alg. 
Chief  & Asst  Alg  Sea  View.  Alg  Staten  Isl  OPD 


* FRANKLIN,  Herbert  L.  1015  Grand  Concourse.  Bronx.  10452  Tel  538-9006. 
Also  Yonkers  Geneva  36.  D-AI.  SM-12.  FACA1.  Am  Ac  Alg.  Phy  Alg  Bx-Leb. 
Cons  Ped  Alg  Harlem.  Asst  Phy  F&F  Ave 


* FREIBERG,  Andrew.  41-02  31  Ave  Astoria  11103.  Tel  726-6220.  Charles 
Univ  Prague  34.  D-PA(PA)  D-PA(CLP).  SK.  FCAP  Asst  Path  Methodist. 


* GELB,  Ira  J.  140  Lockwood  Ave.  New  Rochelle.  10801  Tel  636-5110  NYU 
51  D-IM(CD).  SJM-4.  FACC.  FACP  FCCP  PAMA.  Asso  Cardiol  Mt  Sinai. 
Cardiol  New  Rochelle.  Cardiol  Bx  VAH.  Cons  Cardiol  Jewish  H&H. 


★ GOEL  Brl)  Gopal.  St  Clares  Hospital  Schenectady  12304  Tel  382-2312 
1 381  Philomena  Dr  Schenectady  1 2309  Tel  372-6351 . Lucknow  65  SJM-4 
Phy  St  Clares. 


★ GOMBOS,  George  M.  450  Clarkson  Ave.  Brooklyn  11203.  Tel  270- 171 4 He- 
brew Univ  Jerusalem  59.  D-O.  SE  FACS  Am  Ac  O&O.  Chief  & Attd  Oph  Bkln- 
Cumber  Staff  Oph  Bkln  VAH  Active  Attd  Oph  Kings  Co.  Oph  S U Downstate. 
Cons  Oph  LIC. 


* GREENBERG,  Morrle  Erwin.  7005  Shore  Rd  Brooklyn.  11209  Tel  745- 
5280  NY  Med  34  D-IM  SJM-2  Am  Rheum  Asso  Phy  Int  Med  Jewish. 


■k  GROSSMAN,  James  Ira.  3201  Grand  Concourse.  Bronx.  10468.  Tel  933- 
2244  Chgo  Med  62.  D-IM(CVD).  SJM-4.  FACC  Adj  Phy  Cardiol  Monte.  Asst 
Phy  Cardiol  Morrisania. 


★ KASPER,  William  Stephen,  222  Front  St  Mineola.  11501.  Tel  248-5773 
Louvain  67.  D-O.  SE  Am  Oph  Asst  Oph  Sur  Nassau  Co  Med  Ctr.  Clin  Asst 
Oph  Sur  Mercy  Rockville  Ctr.  Oph  Sur  So  Nas  Com.  Oph  Sur  Hempstead 
Clin  Asst  Oph  Sur  Nassau 


★ KLEIN,  Richard  Stephen.  Yorktown  Medical  Bldg.  Yorktown  Heights.  10598. 
Tel  962-5577.  N.Y.  Med  67.  SJ  Adj  Med  No  Westch.  Asst  Attd  Phy  F&F  Ave. 


★ KOTLEWSKI,  Marlon  Keith.  3060  Avenue  X.  Brooklyn.  11235  Tel  332- 
1234.  Prague  34.  XJ.  Am  Ac  FP.  Affil  Med  Coney  Isl.  Staff  GP  Kings  Hgwy. 


★ KRIVO,  James  M.  828  Hempstead  Tpke.  Franklin  Square.  11010  Tel  488- 
4011  Univ  Chgo  66.  D-D.  SH-1.  Am  Ac  Derm.  Invest  Derm  PAMA.  Jr  Derm 
Nassau  Co  Med  Ctr.  Clin  Asst  Phy  Nassau. 


* LANDOWSKI,  Jules.  170  E.  78  St.  Manhattan.  10021.  Tel  288-9820.  339  E. 
116  St.  Manhattan  10029.  Tel  534-4727.  Paris  40.  D-O.  SE.  FACS.  Am  Ac 
O&O.  PAAO  Ac  Med.  NY  Clin  Oph.  Oph  Sur  Man  EE&T.  Asst  Oph  French 
Poly. 


* LEVINE,  Leo  Howard.  4489  Broadway  Manhattan  10040  Tel  567-9708 
West  Ont.  37.  D-IM.  SJ.  FACP  Phy  Cardiol  Jewish  Hon  Phy  Morrisania.  Adj 
Phy  Monte. 


* MAC  LEOD,  Norman  William.  172  E 71  St.  Manhattan.  10021.  Tel  288- 
5440.  Cornell  37.  Ac  Med.  Phy  Roosevelt  Phy  Roosevelt  OPD 


* MOSKOWITZ,  Eugene.  212  N.  Columbus  Ave.  Mount  Vernon.  10552.  Tel 
667-4189  Basel  37.  D-PMR  SM-1.  Am  Ac  PMR  Ac  Med.  Dir  PM&R  Westch 
Co  Med  Cent.  Dir  PM&R  Lawrence  Phy  PM&R  Met.  Cons  PM&R  Mt  Vernon. 
Cons  PM&R  White  Plains. 


★ NESIS,  Leon.  1228  Wantagh  Ave.  Wantagh.  11793.  Tel  826-3588.  Buenos 
Aires  62.  SA.  FACS.  Sur  Central  Genl.  Sur  Mid-lsl.  Asso  Sur  Brunwsick. 


★ NOLAN,  Richard  B.  170  William  St.  Manhattan.  10038.  Tel  233-5300.  NYU 
45  D-S  D-TS.  SAC  FACS.  NY  C V Sur.  NY  Thor  Sur.  NY  Sur.  Chief  Sur  Beek- 
man-Down. Cons  Cardiovas  Sur  NY  E&E  Inf.  Cons  Thor  Sur  French  Poly. 
Cons  Cardiovas  Sur  St.  Agnes 


★ PRATT,  Gerald  Hilary.  St  Clares  Hospital  Manhattan  10019.  Tel  586-1500 
la  28  D-S  SAM-1 7.  FACS.  FCCP  FICS  Am  Ac  Comp  Med.  PAMA.  Am  Ger 
Ac  Med  NY  CV  Sur  NY  Sur  Sr  Attd  Sur  St.  Clares  Hon  Sr  Sur  St  Vin. 


★ RAINER,  John  D.  9 Innisfree  PI  Eastchester  10707  Tel  961-5515.  Also 
Manhattan  P&S  NY  51.  D-PN(P).  QP  Am  Psych.  Am  Psychoan.  Res  Nerv  & 
Ment  Dis.  Psych  Presby.  Chief  Med  Genetics  Psych  Inst. 


★ REICHGUT,  Lawrence.  7 Fox  St.  Poughkeepsie.  12601.  Tel  454-0820.  Penn 
66  SE  Asso  Adj  Oph  Sur  NY  E&E  Inf.  Asst  Oph  Sur  St  Fran  Poughkeepsie. 
Clin  Asst  Oph  Sur  Vassar  Bros 


★ REYNOLDS,  Brian  Gore.  515  E.  14  St.  Manhattan.  10009  Tel  228-5010. 
Also  Rye  Univ  Lond  50  SAC  Asst  Sur  Cabrini  Hlth  Cent. 


★ ROGERS,  Sherry  Anne.  2800  W Genesee  St.  Syracuse.  13204.  Tel  488- 
2856.  Also  Moravia  State  Univ  Syr  69  D-FP.  X.  Am  Ac  FP  NYS  Derm.  Asso 
FP  Com-Genl. 


★ ROSENTHAL  David  Stanley.  4277  Hempstead  Tnpke  Bethpage.  11714 
Tel  731-7770.  NYU  63  D-IM(END).  SJM-14  FACP.  Ac  Med.  Phy  Int  Med 
Mid-lsl.  Phy  Endocr.  Nassau  Co  Med  Ctr. 


★ ROSOF,  Bernard  Melvin.  23  Green  St  Huntington  11743.  Tel  421-0020. 
NYU  57.  D-IM.  SJ.  FACP  FACG  Am  Gastroent.  NYS  Int  Med.  Phy  Hunt- 
ington. Phy  VAH  Northport.  Asst  Phy  No.  Shore  Univ. 


* ROTHSCHILD,  Marcus  A.  Veterans  Administration  Hospital  Manhattan 
1 001 0.  Tel  686-7500.  NYU  49  D-IM.  D-NUM.  FACP.  Exp  Biol  & Med  Am  Clin 
Invest.  Nuclear  Med  Am  Physiol.  Ac  Med.  Phy  Bell.  Chief  & Attd  Nuclear  Med 
NYC  VAH. 
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* RUBENSTEIN,  Allan  Earl.  1212  Fifth  Ave  Manhattan  10029  Tel  876-6323 
Tufts  70  Am  Ac  Neur  Asst  Neur  Mt  Sinai  Asst  Neur  Beth  Israel  Stall  Neur 
BX  VAH 

* RUDAVSKY.  Amlel  Zachary  1020  Park  Ave  Manhattan  10028  Tel  737- 
4111  Also  Bronx  NYU  60  D-NUM  SJ  Nuclear  Med  Phy  Morrisama  Head 
Nuclear  Med  Morrisama  Asst  Phy  Endocr  Monte 

A SCAL,  David  R.  823  Park  Ave  Manhattan  10021  Tel  744-3940  Lausanne 
62  D-U  SG  FACS  Am  Urol  Am  Fertil  Ac  Med  Asso  Urol  Beth  Israel  Asst 
Urol  Beekman-Down 

* SCHNEE.  Jack.  85-15  Mam  St  Bearwood  1 1435  Tel  297-5600  Also  Man- 
hasset  Hills  Chgo  Med  56  QP  Am  Psych  Am  Ac  Psychoan 


* SCHREIBER,  Sidneys.  122  E 36  St  Manhattan  10016  Tel  697-5584  Also 
Scarsdale  NYU  49  D-IM  SJ  FACP  Am  Physiol  Exp  Biol  & Med  Phy  Univ 
Phy  Nuclear  Med  NYC  VAH 


★ SCHWARTZ,  Albert  Martin.  1148  Fifth  Ave  Manhattan  10028  Tel  289- 
2866  NYU  31  D-S  SAM-16  FACS  Am  Ger  Ac  Med  Vas  Sur  Beth  Israel 
Sur  Beekman-Down  Cons  Vas  Sur  Gracie  Sq  Hon  Cons  Sur  Morrisama 


* SHELLEY,  John  Howland.  161  Ashland  PI  Brooklyn  11201  Tel  858-7200 
NYU  44  D-P  Am  Ac  Ped  Ped  Bkln  Hosp  Ped  Cumber  Vis  Ped  Kings  Co 


* STEINBACH,  Sheldon  Harvey.  370  E 76  St  Manhattan.  10021.  Tel  737- 
9469  NY  Med  68  D-A.  SM-6.  FACA  n Am  Anest,  NYS  Anest.  NY  Cardiol  Adj 
Anest  Lenox  Hill. 


* STRICKER,  Jenny.  950  Park  Ave  Manhattan  10028  Tel  737-9069  Vienna 
37  XJ  Asst  Phy  Mt  Sinai. 


* TERRIS.  Robert  Sidney.  332  E Main  St.  Mount  Kisco  10549  Tel  666-4477 
State  Univ  Bkln  32  SJM-4  FACA.  Ac  Med  NYS  Int  Med.  Int  Med  No  Westch. 


* VERDERAME,  Vincent.  428  Ovington  Ave  Brooklyn.  11209  Tel  748-8585. 
Bologna  51  D-U  SG  FACS  Asso  Urol  Coney  1st  Asso  Urol  Luth  Med  Cent. 
Asso  Urol  Victory  Meml.  Urol  Bay  Ridge 


* WAN,  Llvla  Shang-Yu.  320  E 30  St.  Manhattan  10016.  Tel  683-8111  550 
First  Ave  Manhattan.  10016  Tel  679-3200.  Taiwan  58.  D-OG  FACOG  Am 
Fertil  Asst  Attd  O&G  Univ  Asso  O&G  Bell 


A WARREN,  Allan  Richard.  251  E Oakland  Ave  Port  Jefferson  Tel  928-3343 
Albany  62  D-S  SA  FACS  Asst  Gen  Sur  St  Chas  Pt  Jeff  Asso  Gen  Sur  Math- 
er 


A WEISS.  Alex.  41-07  Bowne  St  Flushing  11355  Tel  353-6333.  LRCP&S 
Edin,  LFP&S  Glas  39  D-IM(GE)  SJM-3.  FACG  FACP.  NYS  Int  Med.  Asso 
Med  City  Elmhurst.  Asso  Gastroent  Flushing.  Staft  Gastroent  Booth  Meml. 
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Letters  to  the  Editor 


Potential  hazards  of  hertzian 
radiation  and  tumors 

To  the  Editor:  As  we  are  all  well  aware,  many  societal 
benefits  have  been  derived  from  the  electronic  revolution. 
What  has  not  yet  been  established  are  the  risks  associated 
with  exposure  to  stray  radiation.1’2  In  this  context,  my 
purpose  in  writing  is  to  call  attention  to  one  largely  over- 
looked possibility,  that  nonionizing  radiation  as  an  atmo- 
spheric pollutant  may  be  carcinogenic. 

Until  recently,  the  principal  concern  exhibited  by  the 
prime  users  of  nonionizing  radiation  generators,  especially 
devices  emitting  hertzian  radiation,  has  been  limited  to 
interference  and  compatibility  with  other  electronic  de- 
vices. On  the  other  hand,  now  many  physicians  are  be- 
coming familiar  with  such  established  human  dangers  as 
hertzian  radiation  cataracts,3  interference  with  cardiac 
pacemaker  function,4  and  death  from  hemolysis  of  trans- 
fused blood  warmed  by  microwaves.5  Some  may  even 
know  about  reported  adverse  effects  on  behavior  such  as 
alterations  in  mentation6  and  development  of  asthenopic 
symptoms  associated  with  effects  on  the  cardiovascular 
system.7  A lesser  number  has  had  access  to  the  study  de- 
scribing human  experiments  where  9 out  of  10  healthy 
young  adult  men  exposed  to  weak  electromagnetic  fields 
under  controlled  test  conditions  developed  elevation  of 
serum  triglycerides  to  abnormal  levels.8  But,  few  are  yet 
privy  to  the  potentially  disturbing  accounts  which  allegedly 
incriminate  electronic  “smog”  as  a carcinogenic  factor. 

A principal  reason  our  profession  is  uninformed  about 
this  possible  relationship  to  cancer  is  that  no  user  of  these 
radiations  has  been  forthcoming  with  detailed  case  reports, 
maybe  because  of  the  economic,  legal,  and  political  rami- 
fications. Nevertheless,  not  having  direct  access  to  specific 
data  about  individual  cases  does  not  preclude  our  hy- 
pothecating a chance  for  such  a relationship.  In  this,  I will 
restrict  my  discussion  to  incidents  where  multiple  cases 
have  occurred  which,  on  balance,  is  not  necessarily  of  lesser 
value  than  evaluating  a solitary  case  because  finding  a 
cluster  diminishes  the  inherent  vagaries  encountered  when 
analyzing  the  isolated  individual  case. 

Despite  the  paucity  of  published  information,  a number 
of  clusters,  each  by  definition  consisting  of  2 or  more  cases, 
are  known  to  exist.  In  all  the  instances,  except  for  the 
Finnish  problem,  the  possible  relationship  between 
hertzian  radiation  exposure  and  cancer  was  proposed 
originally  by  others  who  were  more  closely  involved  with 
the  incidents,  and  I was  consulted  about  them  later. 
However,  regarding  the  cancer  problem  at  Koitsanlahti/ 
Parikkala,  the  postulation  was  formulated  by  me  and  the 
interested  reader  can  gain  an  insight  into  the  ratiocinate 
hertzian  radiation  considerations  by  referring  to  my  hy- 
pothesis about  the  recent  increased  incidence  of  cardio- 
vascular disease  and  the  emergence  of  a cancer  problem  in 
North  Karelia,  Finland.9 

This  region  of  Finland  borders  the  Soviet  Union  at 
Koitsanlahti/Parikkala  which  lies  in  the  path  of  high  power 


Soviet  radar  beams  and  where  an  otherwise  unexplained 
and  sudden  increased  incidence  of  cancer  was  first  noted 
in  1973. 

Regarding  the  clusters  of  our  immediate  concern,  one 
instance  of  brain  tumors  (2  cases  of  astrocytoma)  appeared 
in  a small  group  of  workers  (about  18)  servicing  microwave 
communication  equipment.  In  another  instance,  5 from 
a group  of  17  men  who  worked  on  an  experimental  system 
generating  EMP  (giant  pulses  of  nonionizing  electromag- 
netic radiation)  developed  cancer  (2  cases  of  leukemia,  2 
of  skin  cancer,  and  1 of  genitourinary  tract  cancer)  during 
the  ensuing  7 years. 

The  most  recent  instance  about  which  I have  gained 
personal  knowledge  is  a cluster  of  3 out  of  8 men  working 
at  a common  site  as  TACAN  (Tactical  Airborne  Navigation 
Equipment)  repairmen.  One  aspect  of  the  TACAN  cluster 
is  most  interesting.  Two  of  these  men  worked  together  for 
many  years  servicing  the  same  systems.  Both  developed 
pancreatic  cancer:  1 died  recently  of  this  disease  at  age  31 
and  the  other,  who  is  still  alive  but  has  widespread  me- 
tastasis, is  34  years  old.  Consider  the  following:  pancre- 
atic cancer  is  relatively  rare;  it  is  unusual  to  occur  at  age  30; 
no  other  cluster  of  pancreatic  cancer  occurring  at  the  same 
point  in  space  and  time  has  been  reported.  The  TACAN 
radiation  wavelength  would  penetrate  the  body  readily  to 
the  depth  at  the  pancreas. 

Naturally,  no  single  one  of  these  clusters  constitutes 
scientific  proof.  Of  necessity,  the  information  provided 
is  anecdotal.  Nevertheless,  in  toto,  it  suggests  the  possible 
existence  of  a relationship  between  nonionizing  radiations 
and  cancer,  at  least  more  than  was  suspected  formerly  and 
indicates  a need  for  intensive  investigation  into  the  mat- 
ter. 

Space  limitations  do  not  permit  my  developing  a ratio- 
nale here  nor  citing  the  large  number  of  supportive  refer- 
ences already  at  hand,  beginning  with  Heller  and  Teixe- 
ira-Pinto10  in  1959,  which  demonstrate  that  nonionizing 
radiation  can  induce  mutagenesis.  Nevertheless,  it  ap- 
pears to  me  to  be  desirable,  and  even  essential,  to  alert  our 
colleagues  to  the  need  for  evaluating  fully  the  role  of 
nonionizing  radiation  in  the  multifactored  enigma  that  we 
know  cancer  to  be,  but  about  which  we  really  understand 
so  little  of  fundamental  importance.  Otherwise,  we  may 
continue  to  look  in  our  search  in  wrong  directions. 

MILTON  M.  ZARET,  M.D. 

1230  Post  Road 
Scarsdale,  N.Y.  10583 
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Impact  of  government 
on  the  practice  of  medicine 

To  the  Editor:  The  power  of  physicians  to  make  decisions 

both  of  a professional  and  nonprofessional  nature  is  be- 
coming more  constrained  every  day.  He  must  answer  to 
various  governmental  authorities  for  his  medical  and 
nonmedical  decisions.  He  must  now  meet  the  require- 
ments of  Blue  Cross,  Blue  Shield,  Medicare,  Medicaid, 
P.S.R.O.,  Tissue  Committees,  Utilization  and  Hospital 
Stay  Committees,  and  so  forth,  all  of  whom  require  him  to 
document  all  of  his  paper  work.  He  must  comply  with  an 
array  of  regulations  of  an  imposing  magnitude  by  his  own 
hospital  authorities.  He  is  restricted  as  to  what  he  can 
prescribe;  where  he  can  park.  He  is  forced  to  pay  exor- 
bitant malpractice  fees,  and  the  list  of  health  department 
and  other  government  agency  regulations  is  almost  endless. 
The  paper  work  required  to  meet  these  demands  is  over- 
whelming. I estimate  that  the  enforcement  of  these  reg- 
ulations must  cost  the  taxpayer  billions  of  dollars. 

Can  the  practicing  physician  survive  this  onslaught? 
The  spectacular  growth  of  the  practice  of  medicine  and  its 


contribution  to  human  welfare  in  the  past  200  years  has 
been  most  remarkable.  Will  the  government  interference 
negate  this  progress  and  will  this  be  of  concern  to  the 
public? 

I see  no  force  that  is  likely  to  curb  the  gradual  en- 
croachment of  government  into  medical  practice.  I believe 
that  our  progress  will  be  stymied  not  because  of  lack  of 
enthusiasm  or  energy  or  other  factors  but  because  gov- 
ernment interference  is  destroying  individual  incentive  and 
regimenting  the  medical  profession.  The  private  practice 
of  medicine  is  one  of  the  casualities  of  this  encroachment 
by  the  political  sector. 

Individual  physicians  have  displayed  surprising  inge- 
nuity in  adjusting  to  changes  in  the  rules  of  the  game  in  the 
past.  They  have  achieved  incredible  progress  in  the  face 
of  the  constraints.  Uncertainty  in  the  structure  of  the  rules 
of  the  game  will  change  the  behavior  patterns  of  the  phy- 
sicians. The  erosion  will  show  up  in  a decline  of  humani- 
tarian principles  as  physicians  become  government  robots. 
The  more  readily  the  political  sector  controls  the  practice 
of  medicine  the  more  opportunity  they  have  to  derive  their 
personal  benefits  and  enhance  their  own  roles  in  society. 

Politicians  as  entrepreneurs  themselves  create  crises  for 
the  medical  profession  with  scandals  about  drug  enforce- 
ment and  Medicaid  mills  and  then  magnanimously  coming 
to  the  public  rescue.  They  have  access  to  the  press  and 
other  media  which  does  not  exist  for  the  physician.  Phy- 
sicians are  a particular  vulnerable  target  for  campaigning 
politicians;  bear  witness  the  sensational  appeal  of  the 
senator  dressed  in  old  pants  exposing  a Medicaid  fraud. 

As  for  the  future,  can  the  election  of  the  “right  people” 
check  the  process?  I doubt  it.  We  would  have  to  change 
the  basic  political  structure  radically  and  it  is  hard  to  see 
how  such  a radical  change  can  be  brought  about.  Bringing 
the  problem  to  the  attention  of  the  public  through  the 
media  may  generate  a solution.  Humanity  has  gone 
through  crises  for  thousands  of  years  and  we  may  assume 
that  this  is  the  natural  state  of  affairs  for  man.  Historians 
may  look  back  on  our  generation  of  physicians  as  those  for 
whom  freedom  from  Government  control  of  medical 
practice  last  existed. 

DANIEL  H.  MANFREDI,  M.D. 

642  Park  Avenue 
New  Yrrk.N.Y.  10021 


IMPORTANT 
YOUR  NEXT  MEETING 
THE  171ST  ANNUAL  CONVENTION  OF  THE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW 
YORK  WILL  BE  HELD  AT  THE  AMERICANA 
HOTEL,  NEW  YORK  CITY  . . . 
OCTOBER  2-6,  1977 


January  1977/New  York  State  Journal  of  Medicine 


147 


LEASE 

: FOR 

LESS 

any  of  the  following  1977 

A Cutlass 

VrUI  ^ 

# T-Bird 

Supreme 

$137.00 

• Monte 

• Buick 

per  mo. 

Carlo 

Regal 

Coupe 

V-8  auto,  trans 

.,  power  steering,  power 

brakes,  air-cond.,  radio,  w/w  radial  tires, 

tinted  glass,  bodyside  mldg.,  vinyl  roof. 

defroster. 

37  months  closed  end  lease.  Security  deposit  $250 

CARANN  LEASING  CORP. 

Phone 

Roosevelt  Raceway,  Westbury,  N.Y. 

(516)222-9041 

Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician  Call  or  write  for  further  details. 


Index  to  Advertised  Products 


Analgesics 

Darvon/Darvocet  (Eli  Lilly  & Company)  12 

Antibiotics 

Neosporin  (Burroughs  Wellcome  Company)  1 

Antibiotic  injectables 

Garamvcin  (Schering  Corp.)  17,18 

Antihypertensives 

Aldomet  (Merck  Sharp  & Dohme)  71,72 

Antipyretic  analgesics 

Empirin  with  Codeine/Empracet  with 

Codeine  (Burroughs  Wellcome  Company)  33 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Coronary  vasodilators 

Cardilate  (Burroughs  Wellcome  Company)  125 

Financial  services 

First  Pennsylvania  Bank  23 

Hearing  aides 

Beltone  Electronics  57 

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories)  3rd  & 4th  covers 

Tranquilizers 

Librium  (Roche  Laboratories)  8,9 

Valium  (Roche  Laboratories) 3 

Tranquilizer  antispasmotics 

Llbrax  (Roche  Laboratories)  38,  39,  40 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 138,  139 

Cevi-Bid  (Geriatric  Pharmaceutical  Corp.)  5 


American  researchers  learn 
how  to  grow  penicillin 

As  every  schoolboy  and  girl  knows,  penicillin  was  dis- 
covered by  accident  in  1928  by  Alexander  Fleming,  a 
British  bacteriologist,  when  he  noticed  a strange  mold 
growing  on  a dish  of  bacteria  in  his  lab. 

Fleming  saw  that  the  mold  was  destroying  the  bacteria, 
a dish  of  streptococci  that  can  cause  scarlet  fever,  strep 
throat,  and  rheumatic  fever.  He  tried  it  with  the  bacteria 
that  cause  pneumonia,  diphtheria  and  serious  throat  in- 
fections. It  destroyed  them,  also. 

And  that  same  schoolboy  or  girl  likely  knows  that 
Fleming  reported  his  discovery,  only  to  find  the  scientific 
community  wasn’t  interested.  It  was  put  aside  until  World 
War  II  and  its  acute  need  of  something  to  fight  infection 
in  wounds  when  the  supply  of  sulfa  drugs  from  Germany 
was  cut  off. 

The  next  phase  of  the  story  of  penicillin  is  less  well 
known  to  that  schoolboy  or  to  the  American  public. 

In  1940  an  Australian  pathologist  and  a German  refugee 
chemist,  working  in  England,  succeeded  in  extracting  pure 
penicillin  from  the  mold.  But  the  supply  of  penicillin  was 
severely  limited,  and  the  job  of  finding  either  a mold  or  a 
broth  that  could  produce  penicillin  rapidly  and  in  huge 
quantity  was  handed  to  America. 

Scientists  in  a U.S.  Department  of  Agriculture  lab  in 
Peoria,  111.,  went  to  work.  One  of  the  first  people  hired  for 
the  project  was  a young  girl  whose  assignment  was  the 
purchase  of  rotten  foods  at  local  markets.  One  day 
Mouldy  Mary,  as  she  was  called,  came  back  with  a rotten 
cantaloupe  that  provided  the  answer.  The  mold  growing 
on  the  melon  produced  50  times  as  much  penicillin  as  the 
original  Fleming  strain. 

In  1945  the  Nobel  Prize  went  to  Fleming,  Howard  Florey, 
the  pathologist,  and  Ernest  B.  Chain,  the  chemist. 
Fleming  was  knighted  by  the  Queen  of  England. 

The  age  of  the  antibiotic  had  arrived. 

When  Fleming  died,  flags  on  the  most  remote  Greek 
islands  flew  at  half  mast,  and  the  flower  vendors  of  Bar- 
celona emptied  their  baskets  before  the  tablet  that  had 
marked  his  visit  to  their  city. 

(Highlights  of  200  years  of  American  medicine — prepared 
by  the  American  Medical  Association) 


Oral  disopyramide  in  prophylaxis 
of  arrhythmias  following  myocardial  infarction 

Jennings,  G.,  et  al.,  report  the  first  controlled  double- 
blind trial  of  disopyramide  to  prevent  arrhythmias  after 
myocardial  infarction.  They  found  that  it  appears  to  be 
a safe  and  effective  oral  agent  for  preventing  potentially 
serious  arrhythmias  and  atrioventricular  conduction  de- 
fects following  myocardial  infarction.  The  Lancet  1:  51 
(Jan. 10) 1976 
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The  University  of  Rochester  Medical  Center 
Department  of  Orthopaedics,  announces  a 
POSTGRADUATE  COURSE  IN  ORTHOPAEDIC  MEDICINE 

th  James  H Cyriax,  M D , Visiting  Professor  of  Orthopaedic  Medicine 

APRIL  18TH  THRU  23RD,  1977 

For  further  information  please  contact:  P-G  Course,  Box  665, 
Department  of  Orthopaedics,  University  of  Rochester  Medical  Center. 
601  Elmwood  Ave  . Rochester,  N Y 14642  (716)  275-5411.  Mrs  Wendy  Keck 


KCTICES  WANTED 


..TED:  OPHTHALMOLOGY  PRACTICE  I AM  INTERESTED  IN 

irchasing  an  ophthalmology  practice  located  in  Manhattan  or  the  Metro- 
1 itan  New  York  City  area.  \Vrite  Dept.  562,  c/o  NYSJM. 


..’TED  TO  BUY  an  active  medical  practice  of  internal  medicine  immediately 
the  Upstate  N.Y.  region,  or  N.Y.  Metropolitan  area.  Dept.  565,  c/o 
: SJM. 


. JTED:  OPHTHALMOLOGY  PRACTICE.  I am  Board  certified  and  in- 
ested  in  purchasing  an  ophthalmology  practice  located  in  Manhattan.  Dept. 
.1.  c/o  NYSJM. 


(JIPMENT 


H YEAR  OLD  BLUE  AND  BROWN  LATERAL  FILING  CABINETS, 
I e wall  cabinets,  blue  tables  and  scales,  small  refrigerator,  and  misc.  for  sale 
In  internist's  office.  Call  (212)  731-5151. 


IjITIONS  WANTED 


ISICIAN'S  ASSISTANT,  N.B.M.E.— CERTIFIED,  N.Y.S.  registered,  7 yrs. 
• lerience  Int.  Med.,  earnestly  seeks  rural  community  practitioner  Energetic, 
npetent,  and  available  in  January.  For  resume,  write  R.  Hannum,  63 
andview  Ave.,  White  Plains,  N.Y.  10605. 


i 1ATRICIAN,  CERTIFIED.  20  YRS.  EXPERIENCE,  American  graduate, 
i king  part  time  in  hospital  (can  teach),  clinic,  school  system  or  an  association 
' h pediatrician,  in  N.Y.C.  area,  Staten  Island.  Hours  adjustable.  Dept.  570, 
. NYSJM. 


1 STHESIOLOGIST  AVAILABLE  FOR  LOCUM  TENENS  work,  U.S. 
ined.  U.S.  Citizen,  lie.  N.Y.,  Conn..  N.H.  & Michigan.  E.R.  orG.P.  alsocon- 
: ered.  Patrick  J.  Greene,  M.D.,  61  Mespil  Rd..  Dublin  4,  Ireland. 

TOR'S  OFFICE  NLIRSE.  medical  technician,  medical  assistant:  Experienced 
iSKG's,  venipuncture,  lab  work,  B.P.’s,  billing,  forms,  typing,  receptionist. 
Uellent  nurse/patient  rapport;  excellent  references.  Call  eves  (516)  HA1- 


KCTICES  AVAILABLE 


: SALE:  G.P  RETIRING.  ESTABLISHED  SINCE  1938  in  Manhattan, 
•ge  volume,  well  equipped.  9 treatment  rooms.  Ranch  type  street  entrance 
! busy  thorofare.  Office  practice  only  10  a.m.  to  5 p.m.  Excellent  income. 
:eptional  growth  opportunity.  Will  introduce.  Call  (212)  289-5795. 


' ERAL  PRACTICE  ESTABLISHED  20  YEARS  and  home-office  combina- 
’ ’•  or  for  2 doctors  to  share,  available  from  February  1, 1977,  New  York  Eastside 
I me  location.  (212)  LE  5-0490. 


INFECTIOUS  DISEASES  1977 
TREATMENT  AND  PREVENTION 

March  3 and  4,  1977 


FACULTY: 

MERLE  SANDE,  M.D.,  Charlottesville,  Va. 

PHILLIP  LERNER,  M.D.,  Cleveland,  0. 

THOMAS  HOFFMAN,  M.D.,  Miami,  FI. 

ROBERT  REIS,  M.D.,  Miami,  FI. 

TOPICS: 

Antibiotic  Selection  and  Usage: 
bacteremia,  endocarditis,  meningitis, 
intra-abdominal  sepsis,  infection  associated 
with  malignant  disease. 

SPONSORED  BY: 

SOUTH  FLORIDA  HOSPITAL  CONSORTIUM  FOR 
INFECTION  CONTROL,  at  Cedars  of  Lebanon 
Hospital  Seminar  Center,  1295  NW  14  Street, 

Miami,  FI.,  33136. 

INFORMATION: 

Write  or  call  Thelma  Mac  Gregor,  Seminar  Coordinator, 
P.0.  Box  520793,  Miami,  FI.  33136,  Ph.  (305)  325-5850. 

Accredited  by 

American  Medical  Association 
for  7 Mandatory  Hours 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for  de- 
tails. Crane  Discount  Corp.,  251  W.  42nd  St.,  New'  York,  N.  Y.  10036.  LO  5- 
2943. 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York,  New  Jersey,  Connecticut/permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited.  For  further  infa  contact: 
Karrey  Associates,  agency  for  Execu-Med,  23-25  East  26th  St.,  New  York, 
N.Y.  10010.  Telephone:  (212)  532-7625. 

PEDIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPU- 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
air,  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr.  J.  A. 
Colaizzi,  Administrator,  Grove  City  Hospital,  Grove  City,  Pa.  16127.  Phone 
(412)  458-7132. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U.S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group.  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary.  Free  service  to  candidates. 

85  East  End  Ave,  NY  1 0028  (2 1 2)  RH  4-36 1 5-3466 
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ASSISTANT  MEDICAL 
DIRECTOR 

Full  time  position  in  administrative 
medicine  with  Blue  Cross  in  Eastern 
urban  location. 

Background  desired  in  general 
surgery  or  anesthesiology. 

Develop,  direct,  and  monitor  med- 
ical cost  containment  program.  Rep- 
resent Blue  Cross  in  contacts  with 
hospitals,  regulatory  agencies  and 
professional  societies. 

Attractive  salary  and  fringe  ben- 
efit program.  Send  curriculum  vitae 
in  confidence  to:  Mr.  James  P. 
McKenna,  Vice  President. 


\ 


SAMPSON  • NEILL 
ASSOCIATES,  INC. 


First  in  Executive  Search  For  The  Flealth  Industries 

1 543  VALLEY  RD.  UPPER  MONTCLAIR,  NEW  JERSEY  07043 

(201)  783-9600 


✓ 


PHYSICIANS  WANTED— CONT  D 


LICENSED  PHYSICIANS  NEEDED  FOR  ASSIGNMENT  TO  58  WORLD- 
wide  Army  hospitals.  Excellent  salaries  and  unexcelled  benefits.  Contact 
Captain  Hal!  for  complete  details.  (609)  562-4556/4271. 


FLORIDA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPORTUNI- 
ties  and  hospital  staff  memberships  immediately  available  in  Tampa-St. 
Petersburg,  the  State's  fastest-growing  metropolitan  area.  Florida’s  largest 
community  hospital  development  and  management  firm  seeks  curriculum 
vitae  from  primary  care  physicians — family  medicine,  general  practice,  inter- 
nal medicine — and  specialists  in  plastic  surgery,  otolaryngology,  neurosurgery, 
gynecology,  anesthesiology,  ENT,  and  physical  & rehabilitative  medicine. 
Call  collect  (813)  381-8000,  or  write  to  Medical  Affairs  Department.  Medfield 
Corporation,  P.O.  Box  15207,  1609  Pasadena  Avenue  South,  St.  Petersburg, 
Florida  33733. 


PHYSICIANS  WANTED— CONT  D 


INTERNIST,  BOARD  CERT/ELIG.  UNUSUAL  OPPORTUNITY  TC 
velop  practice  in  White  Plains,  N.Y.  Offer  part  time  guaranteed  work, 
space  (fully  furnished  with  new  diagnostic  equipment)  in  new  profes 
building  with  laboratory  and  X-ray  facilities.  Near  hospitals.  Co’ 
available.  Send  CV.  Dept.  558,  c/o NYSJM. 


PRIMARY  CARE  PHYSICIAN.  COLLEGE  COMMUNITY  IN  CATSK  j 
Attractive  guarantee  available.  Contact  Richard  Dewey,  Administrate: ) 
746-6406. 


EMERGENCY  ROOM,  OUTPATIENT  DEPARTMENT  PHYS 
needed  immediately;  320  bed,  modern,  general  hospital  with  complete 
ties;  good  salary,  excellent  fringe  benefits;  population  area  150, OOC 
modern  town,  excellent  schools  and  college;  near  Finger  Lakes.  Chai 
Kinley,  M.D.,  Director,  Emergency/Outpatient  Department,  Arnot- 
Memorial  Hospital,  Elmira,  N.Y.  14901.  (607)  737-4256. 


GENERAL  PRACTITIONER  NEEDED:  Annual  salary  paid  in  excess  of  di  .r' 
private  practice.  Health  Center  available  to  the  doctor  furnished  by  the  a 
of  Wells,  located  on  Lake  Algonquin.  Three  new  hospitals  within  a 30  n h 
drive.  New  Central  High  School.  Summer  and  winter  vacation  area,  i 
famous  ski  areas,  one  in  our  town,  rest  in  neighboring  towns.  Advanta  j 
Present  doctor  retired.  Call  John  A.  Orr,  Jr.,  Wells,  N.Y.  12190.  (518  !f 
2093. 


WANTED:  GENERAL  INTERNIST  with  or  without  sub  specialty  to  joir  n 
other  general  internists.  First  year  salary,  full  partnership  from  the  secom  a 
Generous  time  off  for  vacations  and  meetings.  Affiliation  to  a most  progi  iv 
hospital  in  St.  Lawrence  County.  Picturesque  countryside  on  the  St.  La\  ii 
River.  Driving  distance  to  many  large  Canadian  and  American  cities,  u 
apply  to:  Ogdensburg  Medical  Group,  P.C.,  215  Rensselaer  Ave.,  Ogden  15 
N.Y.  13669. 


INTERNIST/ENDOCRINOLOGIST,  BROOKLYN,  N.Y.  Gratifying  an 
cessful  private  practice  in  excellent,  upper  middle  income  area;  teaching  hi 
affiliation  arranged.  Association  first  year  with  partnership  possible  ther 
Curriculum  vitae  and  salary  requirements  to  Dept.  569,  c/o  NYSJM. 


FELLOWSHIP  IN  CLINICAL  INVESTIGATION:  A one-year  fellowsh  ;i- 
perience  in  clinical  investigative  studies  is  available  at  the  Clinical  Re:  ™ 
Center  of  Montefiore  Hospital  & Medical  Center.  The  major  foci  of  ci  :nt 
studies  are:  endocrine  regulatory  factors  in  cancer  and  coronary  heart  di  sen 
neuroendocrinology,  psychiatric  disease  and  experimental  cancer  chemoth  py.: 
The  fellow  will  participate  in  planning,  conducting,  monitoring  and  ana  ing 
all  studies  that  are  carried  out  and  will  be  encouraged  to  initiate  studies  his 
or  her  own.  He  or  she  will  also  be  responsible  for  the  clinical  care  of  stu  ta 
tients  on  the  Clinical  Research  Center.  The  position  is  available  immed  :ly. 
Contact:  Barnett  Zumoff,  M.D.,  Director,  Clinical  Research  Center,  Mon  on 
Hospital  & Medical  Center,  Bronx,  N.Y.  10467.  Tel:  (212)  920-4941.  1 

GENERAL  SURGEON,  BOARD  CERTIFIED,  for  60-bed  rural  hospital,  1 tedj 
30  miles  east  of  Rochester,  N.Y.  Subsidy  or  guarantee  available.  Contact  hu.1 
F.  Fisher,  M.D.,  Myers  Community  Hospital,  Sodus,  N.Y.  (315)  483-916  1 

PHYSICIAN,  PART-TIME  (sat.,  Sun.  and/or  after  5 p.m.)  for  psychiatric  rt  rot 
in  mid-Manhattan  and/or  White  Plains.  Some  psychiatric  training.  Wri  LCj 
Box  1,  Rosedale,  N.Y.  11422. 


COMMISSIONER  OF  HEALTH,  Dutchess  County,  New  York;  rural  c Ityj 
population  240,000.  Upstate,  1 hour  45  minutes  north  of  New  York  City,  lusi 
have  license  to  practice  medicine  in  N.Y.  State  and  Master’s  Degree  bli» 
Health.  Excellent  salary.  (An  Equal  Opportunity/Affirmative  Actio  5»j 
ployer.)  Submit  resume  to:  Commissioner  of  Personnel,  28  Mark  S 1 

Poughkeepsie,  N.Y.  12601. 


BOY  do  we  have  a girl  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  11552 

516-483-0577 


REAL  ESTATE  FOR  SALE  OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.,  N.Y.C.  LEX'NT1 
Professional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psydtti 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  recep 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  N<ia*‘l 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 
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; L ESTATE  FOR  SALE  OR  RENT— CONT'D 



ITORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFICIENT  SERVICE 
enting  or  subletting  a Manhattan.  NYC  professional  office,  or  to  buy,  sell 
uppraise  a co-op.  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Gibbons 
i.es,  Inc..  745  Fifth  Ave„  N.Y..  N.Y  (212)  832-5571. 


(rE  PLAINS.  N.Y.  FULLY  FURNISHED  WITH  NEW  DIAGNOSTIC 
liipment.  Space  available  in  new  professional  building  near  hospitals.  By 
: nth,  week,  day  or  hour;  secretary/ technician  provided  if  desired.  Lab  and 
1 ay  facility  in  building.  Dept.  557,  c/o  NYSJM. 


ITORS  OFFICES  AVAILABLE  IN  A MODERN  OUT-PATIENT  MEDI- 
i center.  Rent  bv  the  hour  or  month.  Parking  available.  42-78  Main  St., 
shing.N.Y.  (212)539-8800. 


iERLY,  N.Y.,  SOUTHERN  TIER:  GENERAL  PRACTITIONER  RE- 

d from  active  practice.  Five  room  furnished  office  available  for  rent. 
!at  potential  to  carry  on  with  doctor's  practice.  Possible  guaranteed  in 
lie.  Two  hospitals  in  immediate  vicinity.  Contact  A Boroff,  M.D.,  474 
linsvlvania  Ave.,  VVaverlv,  N.Y.  14892,  or  call  (607)  565-8360. 


LY  EQUIPPED  INTERNIST  S OFFICE,  OFF  LOBBY  WITH  X-RAY,  10 
it  waiting  room,  2 examining  rooms,  extension  phone  and  intercom  in  every 
<m  on  Grand  Concourse  corner  of  177th  St.,  Bronx.  Call  (212)  731-5150. 


flLY  PRACTITIONER  OR  INTERNIST:  OUTSTANDING  OPPORTUN- 
1 to  rent  custom-built,  6 room  office  in  beautiful  Georgian  home,  formerly 
upied  by  deceased  G.P.  in  practice  28  years  in  thriving  Nassau  County 
amunity.  Prime  location,  near  all  transportation.  Partially  furnished, 

. luding  a large  variety  of  professional  equipment,  air  conditioned,  newly 
: orated.  Dept.  561,  c/o  NYSJM. 

iHING  NORTH  FOR  SALE.  ONE  FAMILY,  BRICK  COLONIAL.  4 
ilrooms,  2^  baths,  2 enclosed  porches,  living  room  with  fireplace.  English 
i em  replica  finished  basement:  beautifully  landscaped  72  x 100  plot.  Room 
l expansion;  2-car  garage  plus  off  street  parking  Near  Parsons  Blvd.  & 
vside  Ave.,  11  miles  to  Midtown  & 5 miles  to  Bronx  Exceptional  value, 
.duced  839,500.  Retired  owner.  For  appointment  (212)  539-8942. 

! T HAMPTON,  L.I.  N.Y.  Must  sell  or  lease  in  30  days!  Will  accept  best  offer, 
(ihitect’s  award-winning  contemporary  home,  5 bedrooms.  3 baths,  decks, 
jvate  entrance  to  two  bedrooms  and  studio  which  could  be  used  as  office  and 
teption  room.  I would  not  sell  if  I were  not  moving  West.  (516)  324-5388. 


JERSEY-BASKING  RIDGE,  SOMERSET  COUNTY  OFFICE  SPACE 
lilable  in  new.  modern  professional  building.  Home  of  AT&T  Corporate 
lidquarters.  Growing  area,  good  location.  Idea!  for  specialist.  Available 
i mediately.  Phone  (201)  766-0111,  or  (201)  273-2372. 


?OLK  CO.,  NORTH  BRENTWOOD,  N.Y.  405  Washington  Ave.,  in  presti- 
fus  professional  block,  physician  office  and/or  house,  with  parking  lot,  within 
fe  miles  radius  of  three  major  general  hospitals  and  three  psychiatric  institutes, 
r sale  with  available  second  mortgage  or  rent  at  a nominal  fee.  Call  (516) 

: 1-8444. 


! r PALM  BEACH,  FLORIDA:  New  two-story  medical-dental  building.  Now 
-ing  for  immediate  occupancy  located  between  two  hospitals.  Butler  Medicai 
liter.  200  Butler  St.  Write:  Butler  Investments.  200  Butler  St..  West  Palm 
!ich,  Fla.  33407  or  phone  (305)  569-1510. 


the  ideal 
location  for  a 
prestigious 
medical  practice 

979  Madison  Ave. 

the  corner  of  76th  st . , Manhattan 

Opposite  the  Carlyle  Hotel  in  the  exclusive 
Madison  Ave.  residential  district,  this  handsome 
16  story  building,  the  former  Madison  Avenue 
Hospital,  is  being  converted  to  the  Medical 
Center,  established  for  elegance  and  conve- 
nience of  selected  professionals.  Each  office  will 
be  custom  designed  by  an  architect  to  ensure 
your  specialized  need.  Because  of  the  unique 
location,  some  areas  have  already  been  rented. 
To  secure  a desirable  suite,  contact: 

Edward  Soufer,  M.D. 

73-11  210  St., 

Bayside,  N.Y.  11364 

or  call  Mr.  Allen  Feinberg 

212-261-8333 

Occupancy  Spring  of  1977 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


AVAILABLE  JANUARY  1,  1977:  Medical  suite  fully  furnished  in  Yorktown 
Medical-Dental  building  (upper  Westchester).  Rent  may  be  deferred  for  first 
six  months  of  lease.  Contact:  Yorktown  Medical  Building  Associates,  Box  412, 
Yorktown  Heights,  N.Y.  10598,  or  call  after  6 p.m.  (914)  241-1049. 


FOR  RENT:  JERICHO,  LONG  ISLAND  medical  building.  Approx.  750  sq.  ft. 
S362.50  per  month.  Previous  professional  office  tastefully  decorated,  electric 
and  plumbing  installed,  ability  to  control  heating  and  air  conditioning.  Ample 
parking  facilities.  Right  off  Long  Island  Expressway  and  Northern  State 
Parkway  and  Jericho  Tpke.  Tel:  (516)364-1040. 


MASSAPEQUA  PARK.  NASSAU  COUNTY,  BAR  HARBOUR:  Exceptional 
4 bedroom,  corner  home;  oversized  rooms,  cathedral  ceiling,  28  ft.  panelled  den 
plus  beautiful  5 room  panelled  office  on  1/4  acre.  Best  professional  location  this 
high-income,  stable  area.  Adjacent  library,  elementary  and  high  schools. 
Residence  completely  separate  from  office  assuring  utmost  privacy.  $87,900. 
(516)  541-6135. 


: SALE  IN  THE  FINGER  LAKES.  N.Y.  Unique,  one  of  a kind.  Point  jutting 
. into  Seneca  Lake  with  800  ft.  of  beach.  Well  preserved  Victorian  house  and 
i mbrel  barn  on  8 acres  with  a 90  ft.  waterfall  and  natural  pool,  running  stream. 
!ar  airport.  80  additional  lakefront  acres  available.  Call  owner  (607)  243- 
SI4. 


-AT  NECK.  LAKE  SUCCESS,  N.Y.:  Golf,  pool,  tennis.  Bright,  rambling, 
i landed  ranch;  4-5  bedrooms.  3 baths,  stunning  country  den,  entire  upstairs 
jnelled.  One  fireplace  in  living  room,  1 fireplace  in  kitchen.  C/AC,  automatic 
n sprinkler,  automatic  2-car  garage.  % acre  beautifully  landscaped.  Taxes 
Jer  $3,000.  Call  for  more  information  (516)  487-9059. 


TIERCEL 

j.  Vacations  Ashore  and/or  Afloat 

>4  V 

VIRGIN  ISLANDS 

CREWED  CHARTER  YACHT  and/or 

VILLA  RENTAL 

CARL  & SUMI  POWELL 

20  Tracy  Way,  Cowpel  Bay,  SI.  Thomas,  U.S.V.I.,  00801 
(809)  774-8282  or  775-2514 

January  1977/New  York  State  Journal  of  Medicine  1 51 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

4-20  LAKEVILLE  ROAD,  LAKE  SUCCESS,  N.  V.  1104-0  (516)  488-6100 


HENRY  I.  FINEBERG.  M U. 
EXECUTIVE  VICE-PRESIDENT 


Dear  Fellow  Member: 

The  U.  S0  Savings  Bonds  program  merits  our  support  now 
more  than  ever  before,  From-  a patriotic  standpoint  we  make 
a minimum  contribution  indeed  when  we  help  here.  We  thus 
promote  the  sound  management  of  the  public  debt.  It  also 
helps  families  to  build  financial  security  through  systematic 
saving.  The  Bond  program  deserves  our  enthusiastic  personal 
participation  from  the  standpoint  of  individual  self-interest. 

For  one  thing,  today's  Series  E Bonds  are  more  attractive 
than  ever  before.  They  offer  an  interest  rate  of  67.  when 
held  to  maturity  of  5 years.  They  are  backed  by  the  govern- 
ment and  fully  protected  against  loss,  theft,  or  destruction. 

In  addition,  they  have  important  tax  advantages:  interest 

is  exempt  from  State  or  local  income  taxes,  and  the  Federal 
tax  can  be  deferred  until  redemption. 

Because  of  their  safety  and  guaranteed  value,  buying 
Savings  Bonds  is  an  ideal  way  to  achieve  long-range  savings 
goals  such  as  for  education,  home  ownership,  travel,  and  re- 
tirement. Obviously  the  best  way  to  buy  them  is  the  automatic 
way  --  either  through  the  Payroll  Savings  Plan  where  you  work 
or  the  Bond-a-Month  Plan  at  your  bank. 

If  you  haven't  thought  about  U.  S.  Savings  Bonds  lately, 
this  is  the  time  you  did.  They  help  the  country  and  our  economy 
but  more  important  and  to  the  point,  they  help  you! 


Sincere ly , 


Henry  I.  Fineberg,  M.D. 
Executive  Vice-President 
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New  York  Hospital 


NEW  YORK  CITY 

Monthly  course  listing  for  Wyckoff  Heights 
Hospital 

374  Stockholm  Street 
Brooklyn 

February  1,  9:00- 10:00  a.m. 

NUCLEAR  MEDICINE 
February  1,  10:00-11:00  a.m. 

RENAL  TUBULAR  ACIDOSIS 
February  2,  10:00-1 1:00  a.m. 

USE  OF  INVASIVE  TECHNIQUES  IN  THE  MANAGEMENT 
OF  THE  CRITICALLY  ILL  PATIENT 

February  8,  9:00- 10:00  a.m. 

DERMATOLOGY 
February  8,  10:00- 1 1:00  a.m. 

ENDOCRINOLOGY 
February  15,  9:00- 10:00  a.m. 

HEAD  TRAUMA 
February  15,  10:00-1 1:00  a.m. 

PRESENTATION  G.l.  CASE 
February  16,  10:00-1 1:00  a.m. 

ONCOLOGY 

February  22,  9:00- 10:00  a.m. 

DERMATOLOGY 
February  22,  10:00-1 1:00  a.m. 

MEGALOBLASTIC  ANEMIA 
February  23,  10:00- 1 1:00  a.m. 

MEDICAL  C.P.C. 

For  further  information  on  the  above  listings  contact  Dr.  V.  J. 
Adams,  Director  of  Medical  Education,  Wyckoff  Heights  Hos- 
pital, 374  Stockholm  Street,  Brooklyn  11237.  Tel:  212/ 

963-7272 

Monthly  course  listing  for  the  New  York 
Academy  of  Medicine 

2 East  103rd  Street 

February  1,  Tuesday  1:00-6:00  p.m. 

Section  on  Biomedical  Engineering  with 
Columbia  University 

* at  Columbia  University 
630  W.  168th  Street 

The  Effect  of  Structural  Inhomogeneity 
on  Modeling  of  Whole  Organ  Tracer 
Studies 


February  1,  Tuesday  7:00  p.m. 

Section  on  Dermatology  and  Syphilology 

I.  PRESENTATION  OF  CASES: 

Members:  7:00-7:45  p.m. 

Non-Members:  7:45-8:15 

FROM  THE  DEPARTMENTS  OF  DERMATOLOGY  OF: 
Bellevue  Hospital 

New  York  University  School  of  Medicine 
Manhattan  V.A.  Hospital 

154  New  York  State  Journal  of  Medicine/January  1977 

WGO-2 


II.  BUSINESS  MEETING:  7:45-8:15 

III.  DISCUSSION  OF  CASES:  8:15-9:45 


February  7,  Monday  8:00  p.m. 

Section  on  Ophthalmology  with  the  New  York 
Society  for  Clinical  Ophthalmology 

SYMPOSIUM  ON  PLASTIC  SURGERY  OF 
THE  EYE 

1.  Cerclage:  A New  and  Effective  Treatment  for  Orbicularis 
Paralysis 

2.  The  Current  Status  of  Subcutaneous  Silicone  Injection 

3.  A New  Treatment  for  Arteriovenous  Orbital  Masses 

4.  Choice  of  Lid  Reconstructive  Procedures  for  Best 
Cosmesis 

5.  Monitored  Ptosis  Surgery 
CREDIT:  AMA  Cat.  1 (2%  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 


February  10,  Thursday  8:30  p.m. 

Section  on  Psychiatry  with  the  New  York 
Council  on  Child  Psychiatry 

Developmental  Considerations  in  the 
Psychotherapy  of  the  Latency  Age  Child 

CREDIT:  AMA  Cat.  1(1%  hrs.) 


February  23,  Wednesday  5:30  p.m. 

Section  on  Occupational  Medicine  with  the 
Section  on  Biomedical  Engineering  New  York 
State  Society  of  Industrial  Medicine  and  The 
Greater  New  York  Association  of  Industrial 
Nurses 


The  Prevention  of  Musculo- skeletal 
Disabilities  in  the  Industrial  Environment 


Reception  6:30  p.m. — Subscription  Dinner  7:30  p.m. 


February  23,  Wednesday  8: 15  p.m. 

Section  on  Historical  Medicine 

Frederic  Francois  Chopin:  Virtuoso 
Pianist-composer 

His  Ultimately  Tuberculous  Death 

Reception  6:15  p.m. — Subscription  Dinner  7:15  p.m. 


February  28,  Monday  4:30  p.m. 

Section  on  Radiology  with  The  New  York 
Roentgen  Society 


1.  Arthritis 

2.  Osteophytes,  Syndesmophytes,  and  other  "Syghtes" 

3.  Resident's  Presentation  of  Original  Research 
4 Section  on  Radiology 


Monthly  program  for  the  Page  and  William 
Black  Post-Graduate  School  of  Medicine  of  the 
Mount  Sinai  School  of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

February  1 -March  29 
Tuesdays  1:30-3:00  p.m. 

Psychopharmacology  for  Psychiatrists 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (13'/2  hrs.) 

February  3,  4,  5 Thursday,  Friday  & Saturday 
9:00  a. m. -5:00  p.m. 

Neuropharmacology 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (21  hrs.) 

February  4-5 

9:00  a m. -5:00  p.m.  Friday 
9:00  a.m.- 12  Noon  Saturday 

Recent  Advances  in  Gastrointestinal 
Surgery 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (10  hrs.) 

February  24-April  28 

1 Thursdays  4:00  p.m. -5:30  p.m. 

Hypnosis  for  the  Physician  and  Dentist 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (15  hrs.) 

February  28-March  4 
Monday-Friday 
9:30  a.m. -5:00  p.m. 

Clinical  Neurology 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (32 V2  hrs.) 

SUBSCRIPTION  " “ 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 

Monthly  program  for  the  Westchester  Square 
Hospital  in  collaboration  with  the  Albert 
Einstein  College  of  Medicine 

4:00-5:30  p.m. 

1625  St.  Peters  Avenue 
Bronx 

February  2 

Office  Ent  Problems:  Otitis  Media, 

Hearing  Loss 

NO  FEE  CREDIT:  AAFP  V/2 

February  16 


Lupus:  Current  Conditions 

NO  FEE  CREDIT:  AAFP  1 % 


Monthly  program  for  the  Beth  Abraham 
Hospital 

1 1:00  a.m.- 12:00  noon 

612  Allerton  Avenue 
Bronx 

February  3 

Nutrition  in  the  Elderly 

February  10 

Mechanisms  of  Drug  Interactions 

February  17 

Hepato-Biliary  Disease  in  the  Elderly 

February  24 

Thrombosis 

For  further  information  contact  the  Beth  Abraham  Hospital, 
612  Allerton  Avenue,  Bronx,  10467.  Tel:  212/920-6013. 


February  4 

10:30- 1 1:30  a.m. 

Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

Acid-Base  Balance  (I)  ( Pediatrics ) 

For  further  information  contact  Alvin  N.  Eden,  M.D.,  Director 
Department  of  Pediatrics,  Wyckoff  Heights  Hospital,  374 
Stockholm  Street,  Brooklyn  11237.  Tel:  212/963-7272. 


Monthly  program  for  Memorial  Hospital  for 
Cancer  and  Allied  Diseases 

10:00  a m.- 12:00  noon 
1275  York  Avenue 
February  7 

1.  Tongue  Cancer 

2.  Surgery:  Radical  Neck  Dissection;  Commando  Operation 
February  14 

1.  Cancer  of  the  Buccal  Mucosa,  Gum  and  Palate:  Surgical 
Treatment 

2.  Cancer  of  the  Paranasal  Sinuses;  Maxillectomy  with  and 
without  Orbital  Exenteration 

February  2 1 

1.  Carotid  Body  Tumor,  Schwanoma. 

Esophageal  Diverticulum 

2.  Endoscopy.  Cancer  of  the  Larynx:  Partial 
Laryngectomy;  Total  Laryngectomy;  Radical  Neck 
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Dissection  Plus  Larynx;  Tracheal  Stoma  Construction; 
Statistics. 

February  28 

1.  Benign  Parotid  Tumors;  Superficial  Parotidectomy  with 
Facial  Nerve  Dissection. 

2.  Cancer  of  the  Parotid:  Total  Parotidectomy  with  and 
without  Neck  Dissection. 

3.  Pre-operative  X-ray  Therapy  Keratoacanthoma. 

Desmoid,  Lymphangioma 

4.  Median  Labiomandibular  Glossotomy. 

For  further  information  contact  H.  Randall  Tollefsen,  M.D., 
737  Park  Avenue,  New  York  10021.  Tel:  212/RE  7-0042. 


February  16 

8:30- 10:00  p.m. 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 

The  Experience  of  the  Waking  Dream 

NO  FEE  CREDIT:  AMA  Cat.  1 (1  % hrs.) 

For  further  information  contact  David  Shainberg,  M.D.,  Dean, 
Specialty  Training  Program  in  Psychoanalytic  Medicine,  124 
East  28th  Street,  New  York  10016.  Tel:  212/MU  9-7700. 


February  17-19 

New  York  Medical  College  Department  of 
Ophthalmology 

1249  Fifth  Avenue 

Intracameral  Lenses 

* Course  is  limited  to  4 participants.  Extra  courses  will  be 
scheduled  according  to  number  of  applicants. 

FEE:  $1,500. 

For  further  information  contact  New  York  Ophthalmological 
Foundation,  Inc.,  Department  of  Ophthalmology,  New  York 
Medical  College,  1249  Fifth  Avenue,  New  York  10029.  Tel: 
212/860-8030. 


February  28  / March  4 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

Symposium  on  Advanced  Rheumatology 


FEE:  $285.  CREDIT:  AMA  Cat.  1 (32  hrs  ) 

For  further  information  contact  Office  of  the  Associate  Dean, 
Registration  Department,  NYU  Post-Graduate  Medical  School, 
550  First  Avenue,  N.Y.,  10016.  Tel:  212/679-3200,  ext. 
4207. 


QUEENS  COUNTY 


February  2-April  20 
8:00- 10:00  p.m. 

Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  State  U.  of  NY  (Stony 
Brook) 

Teaching  Center  Auditorium 

Long  Island  Jewish-Flillside  Medical  Center 

7th  Annual  Pediatric  Board  Review 
Course 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (26  hrs.) 

AAFP  applied  for. 

For  further  information  contact  Office  of  the  Dean  of  the 
Clinical  Campus,  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park,  11040.  Tel:  212/470-2111. 


NASSAU  COUNTY 


Monthly  program  for  St.  Francis  Hospital 

100  Port  Washington  Blvd. 

Roslyn 

February  10-11 

* with  Nassau-Suffolk  Heart  Association 

In  Intra-Aortic  Balloon  Counter 
Pulsation 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

February  17-18 

' with  American  Thoracic  Society  Medical  Section  of  the 
American  Lung  Association 

Seminar  and  Workshop  on  Flexible 
Fiberoptic  Bronchoscopy 

FEE:  $225.  CREDIT:  AMA  Cat.  1 (16  hrs.) 

For  further  information  contact  The  Dept,  of  Continuing 
Medical  Education,  St.  Francis  Hospital,  100  Port  Washington 
Blvd.,  Roslyn,  11576.  Tel:  516/627-6200,  ext.  1936. 


Monthly  program  for  Franklin  General  Hospital 
& Tufts  University  School  of  Medicine 

February  17,  Thursday,  1 1:00  a. m. -1:00  p.m. 

Franklin  General  Hospital 
900  Franklin  Avenue 
Valley  Stream 

Coronary  Artery  Disease 
Medical  Diagnosis  and  Therapy 
Balloon,  Indications  for  Surgery 

FEE:  $25.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Harold  S.  Sandhaus,  M.D., 
Franklin  General  Hospital,  900  Franklin  Avenue,  Valley 
Stream,  11580.  Tel:  516/825-8800,  ext.  368. 


WESTCHESTER  COUNTY 
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February  16 

9:00  a.m.-5:00  p.m. 

The  New  York  Hospital-Cornell  Medical  Center 

The  New  York  Hospital-Westchester  Division 
White  Plains 

Clinical  Problems  In  Perinatology 

For  Obstetricians.  Pediatricians  & Nurses 

For  further  information  contact  Dr.  Peter  A.  M.  Auld,  Tel: 
212/472-6874. 


POUGHKEEPSIE 


February  11-13 

The  New  York  Intraocular  Lens  Seminar,  Inc. 
Co-sponsored  by  the  American  Society  of 
Contemporary  Ophthalmology 

9 Fulton  Avenue 
Poughkeepsie 

Intraocular  Lens  Implantation  Course 


CREDIT:  AMA  Cat.  1 (22  hrs.) 

For  further  information  contact  Mrs.  Terri  Rose,  R.N.,  New 
York  Intraocular  Lens  Seminar,  Inc.,  9 Fulton  Avenue, 
Poughkeepsie  12603.  Tel:  914/454-2510. 


ROCHESTER 


February  17 

American  Cancer  Society 
New  York  State  Division,  Inc. 

State  University  of  New  York  at  Buffalo 

Sheraton  Gatehouse  Motor  Inn 
Rochester 

Symposium  on  Dentistry  and  Cancer 


general  internists,  and  family  practice  physicians. 

For  further  information  write  to  Frank  M.  Woolsey,  Jr„  M.D., 
Department  of  Postgraduate  Medicine,  Albany  Medical 
College,  Albany  12208. 


CHARTER  TO  NASSAU,  BAHAMAS 


March  9- 13 

North  Shore  University  Hospital 
Cornell  University  Medical  College 

South  Ocean  Beach  Hotel 
Nassau,  Bahamas 

1.  Carbohydrate  Problems  in  Childhood 

2.  Recent  Advances  in  Pediatrics  Allergy 

3.  Current  Concepts  in  Infectious  Diseases 

Deadline  for  registration  for  this  course  is  February  1,  1977. 
For  further  information  contact  Ms.  Jean  Burton,  Course 
Coordinator,  Dept,  of  Peds.,  North  Shore  University  Hospital, 
Manhasset,  11030.  Tel:  516/562-2216. 


FUTURE  EVENT— OUT  OF  STATE 


April  1 1-22 

The  Johns  Hopkins  University  School  of 
Medicine  and  The  Johns  Hopkins  Hospital 
Baltimore,  Maryland 

Clinical  Cytopathology  for  Pathologists 

CREDIT:  AMA  Cat.  1 (120  hrs.) 

For  further  details  write  John  K.  Frost,  M.D.,  610  Pathology 
Building,  The  Johns  Hopkins  Hospital,  Baltimore,  Md.  21205. 


ALBANY— (PHYSICIANS’  ASSISTANTS 
MEETING) 


For  further  information  write  to  American  Cancer  Society, 
New  York  State  Division,  6725  Lyons  St.,  Box  7,  East 
Syracuse,  13057. 


CRUISE  FROM  MIAMI 


February  7- 18 

Albany  Medical  College 
Albany,  New  York 

Postgraduate  Medical  Seminar  Eleven-Day 
Cruise  from  Miami,  Florida 

The  program  emphasizes  topics  of  particular  interest  to 


February  26-27 

The  New  York  State  Society  of  Physicians’ 
Assistants 

Albany  Hyatt  House 
Albany 

Second  Annual  Conference 

For  further  information  contact  New  York  State  Society  of 
Physicians'  Assistants,  111  East  210th  Street,  Bronx  10467. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  are  being  offered  at  less 
than  cost  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 
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ALLERGIST 

AUBURN.  N.Y.,  Cayuga  County  needs  an  Allergist.  Contact  Mr. 
Charles  D.  Hicks.  Director,  Physicians'  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/ 
253-3388. 

PLAINVIEW.  N.Y.,  Nassau  County  needs  an  Allergist  and  ENT 
physician.  Contact  Julian  Kirchick,  M.D.,  3 Ridge  Drive,  Old 
Westbury.  Tel:  516/248-7396. 

ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O'Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkwy.,  Buffalo,  14208.  Tel: 
716/886-4400,  ext.  447. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Anesthesiologist 
and  Ob/Gyn  physician.  Contact  Jose  Galinso,  M.D..  Tri-County 
Memorial  Hospital,  100  Memorial  Drive.  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Anesthesiologist. 
For  further  information  contact  Irving  Cramer,  M.D.,  St  Luke's 
Hospital  Center,  Box  479  Champlln  Rd.,  Utica,  13502. 

DERMATOLOGIST 

ALBURN,  N.Y.  Cayuga  County  needs  a Dermatologist.  For  further 
information  contact  Mr.  Charles  D.  Hicks,  Director,  Physicians' 
Procurement  Committee,  157  Ross  Street,  Auburn  13021.  Tel: 
315/253-3388. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Group, 
Olean,  14760.  Tel:  716/372-0141. 

EMERGENCY  ROOM 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency  Room 
physician.  Position  offers  excellent  benefits.  Contact  Irving 
Cramer,  M.D.,  St.  Luke's  Hospital  Center,  Box  479  Champlin  Rd., 
Utica,  13502. 

ENT 

CEDARHURST,  N.Y.  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Barrett  Road, 
Cedarhurst  11559.  Tel:  516/239-0880. 

PLAINVIEW,  N.Y.,  Nassau  County  needs  an  ENT  physician  and 
Allergist.  Contact  Julian  Kirchick,  M.D.,  3 Ridge  Drive,  Old 
Westbury.  Tel:  516/248-7396. 

FAMILY  PHYSICIAN 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Ms.  Emily  Dinkelacker,  Village  of  Athens. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center,  Bergen  14416.  Tel:  716/494-1621. 

BRONX,  N.Y.,  needs  a Family  Physician,  Internist,  Pediatrician. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

BRONX,  N.Y.  needs  a General  Physician  to  work  mornings.  Contact 
Mr.  Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis 
Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

CANTON,  N.Y.,  St.  Lawrence  County,  needs  a doctor  for  Student 
Health  Services.  Contact  Stuart  A.  Winning,  M.D.,  St. 
Lawrence  University,  Canton,  13617.  Tel:  1-315/379-5392. 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 

CORNING,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  James  M.  Clifford,  Corning  Medical  & Surgical  Asso- 
ciates, Medical  Arts  Building,  201  E First  Street,  Corning  14830. 
Tel:  607/936-9971. 

FREEPORT,  N.Y.,  Nassau  County  needs  a Family  Physician. 
Contact  Bernard  Ross,  M.D.,  121  South  Ocean  Avenue,  Free- 
port. 


HAMILTON,  N.Y.,  Madison  County  needs  a Family  Physician. 
Contact  Ms.  N.  Cara  Ackerman,  Director,  Mid-York  Family 
Health  Center,  150  Broad  Street,  Hamilton,  13346.  Tel: 
315/824-0850. 

HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of  Webb  Health 
Center,  Old  Forge  13420.  Tel:  315/369-3464. 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  Watson  L.  Walden,  Business  Manager,  Karl  Medical 
(Voup,  P.C.,  20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

HORSEHEADS,  N.Y.,  Chemung  Co.,  needs  a Family  Physician  and 
Surgeon.  Contact  Horseheads  Medical  and  Surgical  Associates, 
P.C.,  301  West  Broad  Street,  Horseheads,  14845.  Tel:  607/RE 
9-3644. 

HUNTER,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
David  Jacobs,  Sec.,  Mountain  Top  Medical  Building  Inc.,  Hunter, 
12442. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director,  Family 
Health  Center,  51  Glasgow  Avenue,  Jamestown  14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street,  Johns- 
town, 12095. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician. 

Contact  George  F.  Einters,  M.D.,  143  Green  Street,  Kingston, 
12401.  Tel:  914/338-4034. 

KINGSTON,  N.Y.,  Ulster  County  needs  an  Ophthalmologist  and 
Family  Physician.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 

LOCKPORT,  N.Y.,  Niagara  County  needs  several  Family  Physicians. 
Contact  N.  Donald  Peifer,  Lock  port  Memorial  Hospital,  Lockport, 
14094.  Tel:  716/433-3831. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Family  Physician.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22 
Putnam  Professional  Park,  Mahopac,  10541.  Tel:  914/628- 
3474 

MEDINA,  N.Y.  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.  needs  a part-time  Family  Physician  or  In- 
ternist for  a two  day  week.  Contact  George  Friedman,  M.D.,  415 
Central  Park  W,  New  York,  10025.  Tel:  212/222-4763. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/754-6227 
days,  315/754-6663  evenings. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

TROY,  N.Y.,  Rensselaer  County,  needs  a General  Physician  with 
interest  in  alcoholism.  Contact  David  Kadish,  Assistant  Adm., 
Samaritan  Hospital,  2215  Burdett  Avenue,  Troy,  12180.  Tel: 
518/274-3000,  ext.  201. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan,  Waddington  13694.  Tel:  315/ 
388-4446  or  315/388-5908. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Alexander  Boroff,  M.D.,  474  Pennsylvania  Avenue  Waverly, 
14892.  Tel:  607/565-8360. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WEBSTER,  N.Y.  Monore  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  12  miles  east  of  Rochester. 
Contact  Jason  O.  Cook,  M.D.,  193  West  Main  Street,  We bster 
14580. 

WELLSVILlE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hosiptal  of  William  F. 
& Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville,  14895. 
Tel:  716/593-1100. 
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WILLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Robert 
Arnold,  Willsboro,  12996. 

INTERNISTS 

BRONX,  N.Y.,  needs  an  Internist.  Contact  Benjamin  Dvosin,  Adm., 
Northern  City  Medical  Group  (H.I.P.),  1 15  Dreiser  Loop,  CO-OP 
City,  Bronx,  10475. 

BRONX,  N.Y.  needs  an  Internist  for  2 day  week.  Contact  Mr.  Ro- 
senfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.  needs  an  Internist.  Family  Physician,  Pediatrician. 
Contact  Marvin  Boris,  M.D.,  37  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  interested 
in  health  care  delivery  and  community  medicine.  For  further 
information  contact  W.  H.  Stevenson,  Ass’t  Director  of  Personnel, 
the  Buffalo  General  Hospital,  100  High  Street,  14203.  TEL: 
716/845-7490. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

DELHI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Internist, 

Psychiatrist,  Pediatrician.  Contact  Mr.  Pegalis,  54  Main 
Street,  Medical  Bldg.,  Hempstead,  1 1550.  Tel:  516/538- 
4531/4532. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420.  Tel: 
315/369-2464. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Cardiologist.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac,  10541.  Tel:  914/628-3474. 

MARGARETVILLE,  N.Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  available. 
For  further  information  contact  Margaretville  Memorial  Hospital 
Administrator  at  Tel:  914/586-2631  or  914/586-4807. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J.  McDonald,  Adm.,  Schuyler 
Hospital,  Montour  Falls,  14865.  Tel:  607/535-7121. 

NEWARK,  N.Y.,  Wayne  County  needs  an  Internist.  Contact  W. 

L.  Fredricksen,  Admin.,  Newark  Medical  Center,  Newark 
14513.  Tel:  315/331-3310. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians,  f-'or  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

WOODMERE,  N.Y.,  Nassau  County  needs  a part-time  physician  to 
assist  an  Internist.  Contact  Mrs.  Rhoda  Adler,  863  Central  Av- 
enue, Woodmere,  11598. 

GENERAL  SURGEON 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

HORSEHEADS,  N.Y.,  Chemung  Co.,  needs  a Surgeon  and  Family 
Physician.  Contact  Horseheads  Medical  and  Surgical  Asso- 
ciates, P.C.,  301  West  Broad  Street,  Horseheads,  14845.  Tel: 
607/RE  9-3644. 

ORTHOPEDIC  SURGEON 

COMMACK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Surgeon. 
Contact  Stuart  B.  Polisner,  M.D.,  F.A.C.S.,  160  Commack  Road, 
Commack,  11725.  Tel:  516/543-6677. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Orthopedic  Surgeon, 
ENT,  Psychiatrist  and  General  Physician.  Contact  George 
Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena,  13662. 
Tel:  315/769-9991. 


MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

DIRECTOR 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Director 
for  St.  Mary's  Hospital,  89  Genesee  Street,  Rochester, 
14611. 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Surgeon. 
Contact  A.  J.  Graziani,  M.D.,  St.  Mary’s  Hospital,  89  Genesee 
Street,  Rochester,  14611. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Orthopedic  Surgeon. 
Contact  Charles  F.  Ryan,  M.D.,  Tioga  General  Hospital,  Waverly, 
14892.  Tel:  607/565-2861. 

PART-TIME 

NEW  YORK  CITY,  N.Y.,  needs  an  Orthopedist  for  part-time  4-6 
hours  weekly.  Contact  F.  P.  Guidotti,  M.D.,  Medical  Director, 
Health  Center  Family  Medical  Office,  321  W.  44th  Street,  New 
York  10036.  Tel:  212/586-1550. 

OBSTETRICIAN/GYNECOLOGIST 

BATAVIA,  N.Y.,  Genesee  County  needs  an  Ob/Gyn  physician. 
Contact  Louis  E.  Green,  Jr.,  M.D.  and  John  T.  Chua,  M.D., 

P.C.,  215  Summit  Street,  Batavia  14020.  Tel:  716/343- 
6076. 

GOWANDA,  N.Y.,  Cattaragus  County  needs  an  Ob/Gyn  physician 
and  an  Anesthesiologist.  Contact  Jose  Galindo,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1  111. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Ob/Gyn  physician. 
Contact  Mr.  Pegalis,  54  Main  Street,  Medical  Building, 
Hempstead  1 1550.  Tel:  516/538-4531/2 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  Contact  Gorden  Stenhouse,  M.D.,  Hornell  Medical 
Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  an  Ob/Gyn  physician.  Contact  Ms. 
Anne  Squire,  c/o  Storch,  44  Gramercy  Park  North,  New  York 
10010.  Tel:  212/254-0700. 

ROCKVILLE  CENTRE,  N.Y.,  Nassau  County  needs  an  Ob/Gyn  phy- 
sician. Contact  Dr.  Erwin  T.  Michaelson  or  Dr.  Donald  S.  Cohen, 
165  N.  Village  Ave.,  Rockville  Centre,  11570.  Tel:  516/ 

766-5851. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr.  Stewart  Redman, 
Adm.,  Community  Hospital,  Harper  Street,  Stamford  12167.  Tel: 
607/652-7521. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician  and 
Ophthalmologist.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 

PATHOLOGIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Pathologist.  Contact 
Sanford  M.  Farrer,  M.D.,  Brooklyn  Hospital,  121  DeKalb 
Avenue,  Brooklyn,  11201. 

PEDIATRICIAN 

BRONX,  N.Y.  needs  a Pediatrician  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Am.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

BRONX.  N.Y.,  needs  a Pediatrician,  Family  Physician,  Internist. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 
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BROOKLYN,  N.Y.,  Kings  County  needs  a Pediatrician.  Contact 
Dr  Veronica  Santilli,  7000  Bay  Parkway,  Brooklyn.  Tel: 
212/331-8400. 

CAMBRIDGE.  N Y.,  Washington  County  needs  a Pediatrician. 
Contact  Eugene  A.  Merecki,  M.D..  Mary  McClella  Hospital, 
Cambridge,  12816.  Tel:  518/677-261 1,  ext.  261. 

| HEMPSTEAD,  N Y.,  Nassau  County  needs  a Pediatrician, 

Internist,  Psychiatrist.  Contact  Mr  Pegalis,  54  Main  Street, 
Medical  Bldg  , Hempstead,  1 1550.  Tel:  516/538-4531/ 
4532. 

jf  LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Pediatrician.  Con- 
tact Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Pediatrician.  Contact  Bernad  M.  Poritzky,  D M D.,  22  Putnam 
Professional  Park,  Mahopac  10541.  Tel:  914/628-3474. 

MARGARETVILLE,  Delaware  County  needs  a Pediatrician. 

Contact  Joseph  Kehoe.  Adm.,  Margaretville  Memorial 
Hospital,  Margaretville,  12455.  Tel:  914/586-2631. 

MIDOLETOWN,  N.Y.,  Orange  County  needs  a Pediatrician.  Contact 
David  Zylberman,  M.D.,  10  Benton  Avenue,  Middletown, 
10940. 

MIDDLE  VILLAGE,  N Y.,  Queens  County  needs  a Pediatrician. 
Contact  Dr.  R.  Bell,  75-26  Furmanville  Avenue,  Middle 
Village  11379.  Tel:  212/326-0100. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  41865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  a Pediatrician.  Contact  Clarence  Fowe, 
M.D.,  346  Broadway  6th  Floor,  New  York  10013.  Tel:  212/ 
433-7854. 

I YONKERS,  N.Y.,  Westchester  County  needs  a pediatrician  Contact 
Dr.  L.  Kauffman,  Lewis  Rd.,  Irvington.  10533. 

PSYCHIATRIST 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph  D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 


RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County,  needs  a Radiologist.  Contact 
Dr.  Bernard  Suster,  Chief,  Radiology  Service,  Brooklyn 
Veterans  Administration,  800  Poly  Place,  Brooklyn,  11209. 

Tel:  212/836-6600,  ext.  341/342. 

UTICA,  N.Y.  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  including 
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Medical  News 


Researchers  in  field  of  diabetes  mellitus 
and  related  endocrine  and  metabolic  diseases 

The  National  Institute  of  Arthritis,  Metabolic  and  Di- 
gestive Diseases  of  the  National  Institute  of  Health  has 
invited  applications  for  research  grants  in  the  field  of  Di- 
abetes Mellitus  and  related  endocrine  and  metabolic  dis- 
eases. 

This  program  announcement  is  for  a single  competition 
with  a specified  DEADLINE  of  MARCH  1, 1977  for  receipt 
of  the  application.  All  applications  will  progress  through 
customary  N.I.H.  peer  review  process  and  those  funded  will 
be  supported  through  the  usual  grant  and  aid. 

Detailed  information  and  copies  of  the  requests  for  ap- 
plication can  be  obtained  from:  Diabetes  Program  Di- 
rector: N.I.A.M.D.D.  NIH;  Bethesda,  MD  20014. 

The  Juvenile  Diabetes  Foundation  would  like  to  do 
whatever  is  possible  to  expedite  notification  to  researchers 
who  may  be  interested  in  the  availability  of  these  grants. 

Family  practice  residencies 
now  top  300 

More  than  300  family  practice  residencies  now  are  op- 
erating in  university  medical  centers  and  other  teaching 
hospitals  throughout  the  United  States.  Sixteen  new 
family  practice  programs,  from  New  York  to  Colorado, 
recently  were  approved  by  the  Liaison  Committee  on 
Graduate  Medical  Education,  bringing  the  total  to  303. 

Family  practice  residencies  are  three-year  training 
programs  designed  to  give  the  family  physician-to-be 
training  in  his  new  specialty.  Though  in  many  ways  these 
residencies  are  similar  to  other  specialty  residencies,  they 
do  differ  significantly  in  the  amount  of  ambulatory  expe- 
rience the  resident  receives.  This  ambulatory  training  is 
achieved  in  model  family  practice  centers,  which  approx- 
imate the  conditions  of  actual  practice.  In  them,  residents 
care  for  patient-families  on  a continuing  basis  over  the 
three-year  period. 

The  303  residencies  currently  are  training  more  than 
4,600  residents,  with  the  U.S.  graduate  first  year  fill-rate 
running  at  more  than  90  per  cent.  The  American  Academy 
of  Family  Physicians,  national  association  of  family  phy- 
sicians, projects  that  more  than  340  such  training  programs 
will  be  in  operation  by  the  end  of  1977.  The  goal  is  to  have 
one  fourth  of  all  medical  school  graduates  entering  family 
practice  residencies  by  1980. 

Heart  disease  in  the  U.S.  and  USSR 

Heart  disease,  a major  health  problem  in  the  U.S.,  is  of 
equal  magnitude  in  the  Soviet  Union,  reports  a cardiologist 
at  the  State  University  at  Buffalo  who  recently  visited  the 
USSR  under  the  two  nations’ joint  program  in  cardiovas- 
cular diseases. 

Francis  J.  Klocke,  M.D.,  professor  of  medicine  and  head 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


of  the  Division  of  Cardiology  at  U/B,  was  one  of  seven  U.S. 
heart  specialists  invited  to  participate  in  the  symposia  and 
clinical  tours  in  Moscow  and  Leningrad.  Some  of  the 
group  also  toured  facilities  in  Siberia. 

Although  the  USSR  has  several  institutes  for  study  and 
treatment  of  ischemic  (coronary  artery)  disease,  only  now 
is  an  institute  and  treatment  center  being  built  outside 
Moscow  which  incorporates  cardiology  and  heart  sur- 
gery. 

“The  internists  and  surgeons  haven’t  ‘grown  up’  together 
there,  but  with  the  development  of  this  new  center,  both 
disciplines  involving  treatment  of  heart  diseases  will  be 
integrated  under  one  roof,”  Dr.  Klocke  said. 

After  three  days  at  the  Myasnikov  Institute  in  Moscow 
and  a tour  of  facilities  in  Leningrad,  the  U/B  physician 
believes  there  are  more  similarities  than  differences  in  care 
given  to  heart  patients  in  the  two  countries. 

“Like  their  U.S.  counterparts,  the  Russian  heart  spe- 
cialists include  control  of  risk  factors  as  part  of  the  treat- 
ment plan,  focusing  on  control  of  diet,  liquids,  hypertension 
and  smoking.  Drugs  of  the  nitrate  family  and  propranolol 
are  major  drugs  of  choice  there  as  they  are  here,”  he 
added. 

In  the  U.S.  as  well  as  the  USSR,  the  rate  of  interest  and 
information  about  ischemic  heart  disease  has  quickened. 
The  application  of  angiography  came  into  use  for  ischemic 
heart  disease  in  the  early  1960’s  and  the  bypass  operation 
has  become  widespread  since  its  appearance  on  the  medical 
scene  in  the  early  1970’s. 

Dr.  Klocke  believes  there  is  more  emphasis  on  preven- 
tion of  heart  disease  in  the  U.S.  than  in  the  USSR.  Noting 
an  encouraging  decline  last  year  in  U.S.  deaths  from  heart 
disease,  the  heart  specialist  says  it  indicates  that  we  may 
be  caring  better  for  the  consequences  of  coronary  artery 
disease  and  delaying  its  clinical  manifestations  in  many 
people. 

He  believes  the  public  education  program  regarding 
heart  disease  in  the  U.S.  has  been  emphasized  more  than 
any  in  Russia.  “Hypertension  screenings  and  other  similar 
programs  here  have  also  been  an  important  part  of  our 
education  program,”  he  notes. 

Chronic  myelogenous  leukemia 
linked  to  radiation  exposure 

The  association  between  exposure  to  radiation  early  in 
life  and  the  later  occurrence  of  acute  lymphocytic  leukemia 
is  well  established. 

Now  a survey  of  327  patients  treated  for  chronic  my- 
elogenous leukemia  (CML)  at  Roswell  Park  Memorial 
Institute  between  1914  and  1975,  suggests  ar  association 
also  between  this  disease  and  radiation  exposure. 

Twenty-nine  of  these  patients  had  a history  of  radiation 
exposure,  according  to  Katsutaro  Shimaoka,  M.D.,  the 
Department  of  Medicine  B at  the  New  York  State  De- 
partment of  Health’s  comprehensive  cancer  center  in 

continued  on  page  170 
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Buffalo. 

Dr.  Shimaoka  interviewed  or  sent  questionnaires  to  all 
CML  patients  treated  after  1968  who  were  still  available 
in  1973  and  interviewed  all  new  patients  admitted  after 
1973  who  had  been  born  after  1925.  He  reviewed  the 
medical  records  of  pre-1968  patients. 

Sixteen  patients  had  received  radiation  treatment  for 
various  malignant  diseases:  radium  therapy  (4),  radio- 
isotope therapy  (2)  and  conventional  radiation  therapy 
(10).  Among  those  treated  for  malignant  disease,  the  sites 
were:  uterus  (4),  skin  (3),  breast  (2)  and  lip,  thyroid,  kid- 
ney, bladder,  ovary,  testis  and  Hodgkin’s  disease  (one 
each). 

Of  the  13  patients  who  had  had  radiation  exposure  for 
nonmalignant  conditions,  7 had  received  it  in  utero  or  in 
infancy:  treatment  of  thymic  enlargement  in  2,  pelvimetry 
in  3,  and  diagnostic  purposes  in  2.  Of  the  other  6,  5 were 
treated  for  benign  conditions  and  one  was  an  x-ray  tech- 
nician occupationally  exposed. 

The  mean  interval  between  radiation  exposure  and  di- 
agnosis of  CML  in  these  29  patients  was  14.6  years. 

He  observes:  “Our  results  appear  to  indicate  CML  may 
develop  after  the  usual  leukemia  latency  period  and  also 
many  years  after  radiation  exposure  . . . the  incubation 
periods  for  radiation-induced  CML  may  be  longer  than 
those  usually  reported.”  He  also  notes  that  excess  cases 
of  CML  are  still  being  reported  in  Japan  25  years  after  the 
atomic  bomb  explosions. 

Radiation-induced  CML  cases  in  children  and  young 
adults  have  been  rarely  observed  in  previous  studies.  Dr. 
Shimaoka  believes  this  is  so  because  persons  irradiated  in 
utero  or  in  infancy  have  not  been  observed  long  enough 
(beyond  childhood)  to  uncover  CML  cases  among  them 
that  could  have  been  caused  by  radiation. 

He  concludes  that  “It  is  important  to  obtain  an  accurate 
history  of  radiation  exposure  in  all  cases  of  leukemia  except 
chronic  lymphocytic  leukemia.” 

His  survey  was  prompted  by  a case  of  CML  at  Roswell 
Park,  a young  adult  who  developed  a thyroid  nodule  in  the 
course  of  his  disease  and  who  had  received  thymic  irra- 
diation during  infancy.  The  association  between  irra- 
diation and  benign  and  malignant  thyroid  nodules  is  well 
established. 

275  physicians  honored 

by  fellowship  in  medical  specialty  college 

The  names  of  physicians  honored  this  fall  by  admission 
to  the  Membership  category  of  Fellowship  have  been  an- 
nounced by  the  American  College  of  Physicians,  national 
medical  specialty  society  representing  internists  and  spe- 
cialists in  related  fields.  The  275  new  Fellows  were  elected 
at  a recent  meeting  of  the  College’s  Board  of  Regents  in 
Philadelphia. 

Jack  D.  Myers,  M.D.,  F.A.C.P.,  Pittsburgh,  Pa.,  Presi- 
dent of  the  61 -year-old  American  College  of  Physicians  and 
University  Professor  of  Medicine  at  the  University  of 
Pittsburgh,  said  the  honorees  have  earned  the  medical 
organization’s  membership  rank  of  Fellowship  through 
scientific  accomplishments  and  by  acceptance  as  leaders 
in  their  specialty  as  determined  by  fellow  practitioners. 

The  36,000-member  ACP  dedicates  itself  to  upgrading 
medical  care,  teaching,  and  research  through  stringent 
membership  requirements  and  programs  of  continuing 
medical  education.  It  was  the  first  medical  group  to  offer 
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I periodic  self-assessment  examinations  to  physicians,  en- 
?i  abling  practitioners  to  judge  their  competence  in  specific 

> medical  areas  and  to  determine  their  need  for  postgraduate 
; educational  programs. 

College  officers,  in  addition  to  Dr.  Mvers,  include: 
t President-elect  James  A.  Clifton,  M.D.,  F.A.C.P.,  Iowa 
I City,  la.;  Vice  President,  Lawrence  E.  Young,  M.D., 
, M.A.C.P.,  Rochester,  N.Y.;  Treasurer,  Edward  J. 

> Stemmier,  M.D.,  F.A.C.P.,  Philadelphia,  Pa.;  and  Secre- 
{ tarv-General,  Richard  W.  Vilter,  M.D.,  F.A.C.P.,  Cincin- 
} nati,  Ohio.  Edward  C.  Rosenow,  Jr.,  M.D.,  M.A.C.P., 

Philadelphia,  Pa.,  is  ACP  Executive  Vice  President. 

The  American  College  of  Physicians  new  Fellows  elected 
I November,  1976,  from  New  York  Downstate  II  are: 
, Flushing:  Tapan  K.  Sarkar,  M.D.;  Great  Neck:  Moossa 
[ Nejat,  M.D.;  Greenvale:  Jeffrey  H.  Gordon,  M.D.;  Kew 
[ Gardens:  Ezra  Sharon,  M.D.;  New  Hyde  Park:  Robert 
I A.  Greenwald,  M.D.;  Northport:  Gollapudi  G.  Murthy, 
I M.D.;  Fort  Washington:  ,Joel  E.  Sherlock.  M.D.;  Rockville 
[i  Centre:  Gary  R.  Joachim,  M.D.:  Roslyn:  Alan  S. 

Rosenberg,  M.D. 


Announcement 

The  combined  meeting  of  the  New  York  Downstate 
I and  II  Regions  of  the  American  College  of  Physicians  will 
be  held  on  Tuesday,  March  1, 1977,  in  the  Caspary  Audi- 
torium of  the  Rockefeller  University,  York  Avenue  and 
East  66th  Street,  New  York,  New  York. 

The  topic  of  this  year’s  meeting  is  Immunology  and  the 
Rheumatic  Diseases.  Charles  L.  Christian,  M.D.,  F.A.C.P., 
Chairman  of  the  Scientific  Program  Committee,  has  as- 
sembled an  exciting  program  that  will  cover  many  of  the 
newer  concepts  in  this  rapidly  expanding  field. 

The  program  will  include  the  Julia  M.  Jones  Memorial 
Lecture  which  will  be  delivered  by  Herbert  Y.  Reynolds, 
M.D.,  F.A.C.P.,  of  the  Yale  University  School  of  Medicine. 
He  will  discuss  “Unraveling  Immunologic  Mechanisms  in 
Hypersensitivity  Lung  Disease.”  John  B.  Zabriskie,  M.D., 
of  Rockefeller  University  will  deliver  the  Annual  American 
College  of  Physicians  Lecture.  His  topic  will  be  “Immu- 
nology of  Poststreptococcal  States.” 

The  meeting  will  be  attended  by  Edward  C.  Rosenow, 
M.D.,  M.A.C.P.,  and  Robert  H.  Moser,  M.D.,  F.A.C.P.,  as 
official  College  representatives.  Dr.  Rosenow  will  be  the 
luncheon  speaker  and  discuss  up-to-date  College  affairs. 

All  physicians  who  attend  this  meeting  may  apply  for 
credit  toward  the  American  Medical  Association  Physi- 
cians’ Recognition  Award  in  Category  1 by  stating  the 
number  of  hours  in  attendance  at  the  planned  scientific 
program.  Five  and  one-half  credit  hours  are  scheduled. 
Regional  Meeting  Registration  Certification  cards  will  be 
available,  on  request,  at  the  registration  desk.  For  addi- 
tional information  and  reservations  write  to:  Arthur  W. 
Feinberg,  M.D.,  F.A.C.P.,  Department  of  Medicine,  North 
Shore  University  Hospital,  Manhasset,  N.Y.  11030. 
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Editorials 


1 

Become  an  active  member  of  organized  medicine 


In  the  face  of  a changing  White  House  whose  at- 
I titude  toward  our  profession  is  ambiguous  and  wor- 
risome, we  need  unity  as  never  before.  And  this 
means  having  an  American  Medical  Association  that 
is  buttressed  by  unified  membership.  Only  the  AM  A 
has  the  expertise  and  the  experience  to  fight  for  our 
i joint  objective.  This  can  continue  solely  if  the  AMA 
has  great  numerical  strength.  And  that’s  where 
every  physician  comes  into  the  picture,  you  as  indi - 
I viduals  and  as  component  societies. 

Calling  for  unity  against  the  dangers  to  our  pro- 
> fession  is  not  a case  of  the  boy  crying  “Wolf!”  against 
make-believe  wolves.  The  wolves  are  all  too  real. 
Consider  some  of  them.  President  Carter  has  made 
it  pretty  clear  that  he  will  take  an  activist  stance  on 
health  issues.  The  sociologically  oriented  freshman 
of  the  last  Congress  will  be  back  in  force,  and  without 
fear  of  presidential  vetoes.  A heavily  federalized 
form  of  National  Health  Insurance,  with  the  Social 
Security  Administration  as  its  mismanager,  can  be 
expected. 

You  can  expect  a drive  for  an  even  more  arbitrary 
Health  Planning  Act  (which  comes  up  for  renewal  in 
1977),  provided  this  act  survives  the  joint  lawsuit  of 
the  AMA  and  the  State  of  North  Carolina.  The 
drive  could  include  an  amendment  mandating  all 
states  to  regulate  health-care  rates.  You  can  expect 
a move  to  expand  Medicare-Medicaid  benefits 
without  increasing  the  cost.  This  sleight  of  hand  will 
be  attempted  and  can  be  achieved  by  reliance  on  al- 


lied health  professionals.  Intensified  efforts  to 
federalize  the  standards  for  medical  licensure  is  in  the 
offing,  as  well  as  a tilt  toward  generics. 

How  effectively  can  the  AMA  resist  all  the  threats? 
Well  just  ponder  what  the  AMA  achieved  in  the  last 
Congress.  As  the  objective  National  Journal  stated, 
the  AMA  got  the  fangs  taken  out  of  health-manpower 
legislation.  It  got  the  PSRO  law  amended  to  permit 
statewide  PSROs  and  affirm  the  limitation  of  review 
to  samples.  It  got  the  HMO  Act  amended,  so  that 
individual  employees  (including  union  members)  can 
decide  on  their  own  whether  to  enroll  in  an  HMO.  It 
helped  hold  the  line  on  national  health  insurance. 

The  AMA  did  all  of  this  while  forging  ahead  on 
many  local  and  other  programs — such  as  improving 
the  skills  of  component  societies  in  negotiating  with 
third  parties;  strengthening  and  expanding  the  pro- 
gram of  continuing  education;  pressing  its  suit 
against  the  MAC  (maximum  allowable  costs  for 
prescriptions)  rules;  pressing  for  action  against  the 
w idely  publicized  alleged  widespread  Medicaid  fraud 
that  some  politicians  are  using  to  smear  our  whole 
profession;  establishing  a firm  (AMACO)  to  reinsure 
physician-controlled  professional-liability  pro- 
grams. 

The  AMA’s  achievements  have  been  your  advan- 
tages. Its  future  and  yours  are  one  and  inseparable. 
Your  membership  in  the  AMA  is  a paving  block  in 
the  road  to  a good  tomorrow. 

A.A.A. 


MSSNY  can  be  proud  of  having  picked  a Nobel  Prize  winner-to-be 


Seven  years  ago  MSSNY  presented  Baruch  S. 
Blumberg,  M.D.,  Ph.D.,  with  its  Albion  O.  Bernstein, 
M.D.  Award.  Dr.  Blumberg  was  honored  then  for  his 
discovery  of  (Au  a.)  the  Australia  antigen  and  its  re- 
lationship to  viral  hepatitis.  His  research  led  to  a 
valuable  test  to  prevent  hepatitis-infected  blood  from 


being  used  in  transfusions.  * Dr.  Blumberg  received 
this  year’s  Nobel  Prize  for  Medicine  for  this  work. 
The  Au  a.  (Australia  antigen)  has  since  been  related 
to  viral  particles  and  visualized  by  the  electron  mi- 
croscope and  by  special  stains. 

A.A.A. 


1976  Albion  0.  Bernstein,  M.D.  Award 


On  Tuesday,  November  9,  1976,  Manfred  M. 
Mayer,  Ph.D.,  received  the  1976  Bernstein  Award 
before  the  House  of  Delegates  which  was  sitting  in  its 
170th  session.  The  Albion  0.  Bernstein,  M.D.  Award 
is  presented  to  a physician  or  scientist  who  has  made 
an  important  beneficial  contribution  to  medicine. 


Dr.  Mayer  is  professor  of  microbiology  at  the  Johns 
Hopkins  University  School  of  Medicine.  The  aw^ard 
was  presented  for  his  outstanding  contributions  in 
advancing  the  understanding  of  the  complement 
system  and  its  intricate  enzymatic  relationships  in 
the  role  of  serologic  and  cellular  immunity.  His  work 
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has  helped  to  clarify  the  esoteric  details  of  this 
complex  system  and  its  important  functions  in  many 
disease  processes.  The  award  is  presented  under  the 
auspices  of  the  Medical  Society  of  the  State  of  New 
York  and  was  established  by  the  late  Morris  J. 
Bernstein,  M.D.,  to  perpetuate  the  memory  of  his 
son,  a physician,  who  tragically  lost  his  life  when  re- 
sponding to  a medical  call  while  on  the  medical  staff 
of  Beth  Israel  Hospital. 

The  Award  was  presented  by  Ralph  S.  Emerson, 
M.D.,  the  president  of  the  Medical  Society. 

The  discovery  of  complement  came  between  1880 
and  1890  from  studies  of  the  capacity  of  blood  serum 
to  kill  certain  microorganisms.  Antibodies  had  been 
discovered  a short  time  earlier,  but  it  was  found  that 
their  capacity  to  kill  bacteria  depended  on  the  col- 
laboration of  another  constituent  of  serum:  “alexin” 
or  complement.  The  names  were  intended  to  indi- 
cate that  the  agent  helps  antibody  to  perform  its 
function.  As  knowledge  of  complement  has  unfolded 
in  the  intervening  85  years,  it  has  become  evident 
that  the  relation  between  antibody  and  complement 
is  actually  the  reverse  of  what  it  was  originally 
thought  to  be.  It  is  now  recognized  that  the  invading 
cells  are  attacked  by  complement  and  that  the 
function  of  antibody  often  is  to  identify  the  invading 
cell  or  a foreign  organism  or  substance  and  to  activate 
the  complement  attack. 

Dr.  Mayer  is  a member  of  the  American  Society  of 
Biological  Chemists,  the  American  Association  for 
the  Advancement  of  Science,  the  Society  for  Exper- 
imental Biology  and  Medicine,  and  the  Biochemical 
Society. 

He  received  his  Ph.D.  degree  from  Columbia 


Clinical  Clues 

— For  three  days  before  performing  a glucose  tolerance 
test,  the  patient’s  diet  should  provide  150  Gm.  of  car- 
bohydrate per  day.  If  carbohydrate  intake  is  inade- 
quate, the  glucose  tolerance  test  is  not  standard  and 
probably  is  valueless  except  for  screening.  The  patient 
should  fast  for  the  eight  hours  immediately  preceding 
the  test.  During  the  first  hour  of  the  test,  the  patient 
should  be  allowed  water  to  satisfy  thirst  only;  water  can 
be  allowed  freely  after  the  second  specimen  has  been 
collected. 

— The  glucose  tolerance  test  should  be  performed  only  on 
ambulatory  patients,  since  physical  inactivity  decreases 
glucose  tolerance.  During  the  test,  limited  activity  can 
be  allowed. 

— Numerous  medications  may  interfere  with  the  glucose 
interpretation.  These  include  hydralazine,  methyldopa, 
propylthiouracil,  and  ascorbic  acid  which  falsely  elevate 
glucose  concentration. 

— There  appears  to  be  a relationship  between  diabetes 
mellitus  and  percussion-induced  pain  or  sensitivity  of 


Leni  Studio 


Manfred  M.  Mayer,  Ph.D.,  receiving  the  1976  Albion  0. 
Bernstein,  M.D.  Award  from  Ralph  S.  Emerson,  M.D.,  presi- 
dent. 

University  and  is  the  author  of  more  than  100  sci- 
entific papers.  This  year  he  will  receive  the  Land- 
steiner  Award  from  the  American  Association  of 
Blood  Banks;  many  other  distinguished  awards  re- 
ceived by  him  include  the  Kimble  Award  for  Meth- 
odology, the  Selman  Waksman  Award,  and  an 
Honorary  Doctor  of  Medical  Science  from  Johannes 
Gutenberg  University,  Mainz,  Germany. 

A.A.A. 


the  teeth  (J.A.M.A.  231:  23  (Jan.  6)  1975). 

— Certain  bizarre  symptoms  occur  in  diabetic  patients  and 
are  a manifestation  of  autonomic  nervous  system  neu- 
ropathy. This  includes  weakness  and  fainting  spells, 
exotic  gastrointestinal  disturbances,  distressing  geni- 
tourinary symptoms,  and  bladder  and  bowel  abnor-  j ' 
malities.  The  gastrointestinal  syndromes  consist  of 
chronic,  stubborn  constipation,  nocturnal  diarrhea,  orjl 
alternating  periods  of  both.  The  syndrome  of  intoler- I 
ance  to  heat,  accompanied  by  hyperhidrosis,  is  also  a sign  I 
of  diabetic  neuropathy  and  may  mimic  hyperthyroidism.  I 
The  discomfort  associated  with  heat  intolerance  is  mostB 
distressing  to  patients  in  warm  weather  and  particularly  H 
at  night  when  their  sleep  is  seriously  disturbed.  TheB 
patient  complains  of  excessive  sweating  over  the  head,  II 
face,  neck,  axillae  around  and  under  the  breasts  (in  fe-B 
males),  and  the  upper  part  of  the  back. 


NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospital. s 
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Geigy 


Tofranil-PM* 

imipramine  pamoate 

As  symptoms  are  relieved,  mood 
and  motivation  may  be  markedly 
improved. 

Patients  are  usually  alert  and 
capable  of  functioning  at  more 
normal  levels  of  behavior. 

Good  results  are  usually  seen  at 
the  starting  dose  of  one  75-mg 
capsule  h.s. 


For  many  patients,  dosage  can  be 
safely  increased  to  150  mg  daily. 

As  with  all  tricyclics,  sedation 
may  occur;  please  caution  patients 
against  driving  or  operating 
dangerous  machinery. 

Before  prescribing  Tofranil-PM, 
please  review  the  prescribing 
information  summarized  below. 


r~\ 
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75  mg  100  mg 
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125  mg 


N Each  capsule  contains  imipramine  pamoate 
equivalent  to  75.  100,  125  or  150  mg  of 
imipramine  hydrochloride. 


150  mg 


Tofranil-PM" 

brand  of  imipramine  pamoate 


Indications:  For  the  relief  of  symptoms  of  depression 
Endogenous  depression  is  more  likely  to  be  alleviated 
than  other  depressive  states 

Contraindications:  The  concomitant  use  of  monoamine 
oxidase  inhibiting  compounds  is  contraindicated  Hyper- 
pyretic  crises  or  severe  convulsive  seizures  may  occur  in 
patients  receiving  such  combinations  The  potentiation  of 
adverse  effects  can  be  serious,  or  even  fatal.  When  it  is 
desired  to  substitute  Tofranil-PM,  brand  of  imipramine 
pamoate,  in  patients  receiving  a monoamine  oxidase  in- 
hibitor, as  long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days.  Initial 
dosage  should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed  The  drug  is  contraindicated 
during  the  acute  recovery  period  after  a myocardial  infarc- 
tion. Patients  with  a known  hypersensitivity  to  this  com- 
pound should  not  be  given  the  drug.  The  possibility  of 
cross-sensitivity  to  other  dibenzazepme  compounds 
should  be  kept  in  mind 

Warnings:  Usage  in  Pregnancy  Safe  use  of  imipramine 
during  pregnancy  and  lactation  has  not  been  established: 
therefore,  in  administering  the  drug  to  pregnant  patients, 
nursing  mothers,  or  women  of  childbearing  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards  Animal  reproduction  studies  have  yielded  incon- 
clusive results  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
but  a causal  relationship  has  not  been  confirmed 
Extreme  caution  should  be  used  when  this  drug  is  given 
to: 

— patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia: 

—patients  with  increased  intraocular  pressure,  history  of 
urinary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug  s anticholinergic  properties: 

— hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity; 

— patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold; 

— patients  receiving  guanethidine  or  similar  agents  since 
imipramine  may  block  the  pharmacologic  effects  of 
these  drugs. 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  operating  an  automobile  or 
machinery,  the  patient  should  be  cautioned  accordingly. 
Usage  in  Children:  Tofranil-PM,  brand  of  imipramine 
pamoate,  should  not  be  used  in  children  of  any  age  be- 
cause of  the  increased  potential  for  acute  overdosage 
due  to  the  high  unit  potency  (75  mg.,  100  mg.,  125  mg. 
and  150  mg.;.  Each  capsule  contains  imipramine 
pamoate  equivalent  to  75  mg.,  100  mg.,  125  mg.  or  150 
mg.  imipramine  hydrochloride. 

Precautions:  It  should  be  kept  in  mind  that  the  possibility 
of  suicide  in  seriously  depressed  patients  is  Inherent  in 


the  illness  and  may  persist  until  significant  remission  oc- 
curs. Such  patients  should  be  carefully  supervised  during 
the  early  phase  of  treatment  with  Tofranil-PM,  brand  of 
imipramine  pamoate,  and  may  require  hospitalization 
Prescriptions  should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur,  particularly  in 
patients  with  cyclic  disorders  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug.  If  needed,  Tofranil-PM 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow. 

An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazine 
In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropine-like  effects  may  become  more 
pronounced  (e  g.,  paralytic  ileus).  Close  supervision  and 
careful  adjustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomime- 
tic amine  (e  g.,  adrenalin,  noradrenalin),  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines. 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  reported 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards:  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered. 

Cardiovascular  Hypotension,  hypertension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  heart  block, 
stroke,  falls 

Psychiatric  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions;  anxiety, 
restlessness,  agitation,  insomnia  and  nightmares; 
hypomania.  exacerbation  of  psychosis 
Neurological:  Numbness,  tingling,  paresthesias  of  ex- 
tremities; incoordination,  ataxia,  tremors;  peripheral 
neuropathy;  extrapyramidal  symptoms;  seizures,  altera- 
tions in  EEG  patterns;  tinnitus. 

Anticholinergic  Dry  mouth,  and.  rarely,  associated  sub- 
lingual adenitis;  blurred  vision,  disturbances  of  accommo- 
dation, mydriasis;  constipation,  paralytic  ileus;  urinary  re- 
tention, delayed  micturition,  dilation  of  the  urinary  tract 
Allergic  Skin  rash  petechiae,  urticaria,  itching,  photosen- 


sitization (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  of  face  and  tongue);  drug  fever;  cross- 
sensitivity  with  desipramine 

Hematologic:  Bone  marrow  depression  including  agran- 
ulocytosis; eosmophilia;  purpura;  thrombocytopenia 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression 
Gastrointestinal:  Nausea  and  vomiting,  anorexia,  epigas- 
tric distress,  diarrhea;  peculiar  taste,  stomatitis,  abdominal 
cramps,  black  tongue 

Endocrine  Gynecomastia  in  the  male,  breast  enlarge- 
ment and  galactorrhea  in  the  female;  increased  or  de- 
creased libido,  impotence;  testicular-  swelling,  elevation  or 
depression  of  blood  sugar  levels. 

Other:  Jaundice  (simulating  obstructive);  altered  liver 
function;  weight  gain  or  loss;  perspiration;  flushing;  uri- 
nary frequency:  drowsiness,  dizziness,  weakness  and 
fatigue,  headache;  parotid  swelling,  alopecia 
Withdrawal  Symptoms.  Though  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise. 

Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with  75 
mg  day  This  may  be  increased  to  150  mg  day  which  is 
the  dose  level  which  usually  obtains  optimum  response.  If 
necessary,  dosage  may  be  increased  to  200  mg.  day. 
Dosage  should  be  modified  as  necessary  by  clinical  re- 
sponse and  any  evidence  of  intolerance.  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divided 
daily  doses 

Hospitalized  patients  should  be  started  on  a once-a-day 
basis  with  100-150  mg. /day  and  may  be  increased  to  200 
mg./day.  Dosage  should  be  increased  to  250-300  mg./day 
if  there  is  no  response  after  two  weeks 
Following  remission,  maintenance  medication  may  be  re- 
quired for  a longer  period  of  time  at  the  lowest  dose  that 
will  maintain  remission  The  usual  adult  maintenance 
dosage  is  75-150  mg./day  on  a once-a-day  basis,  prefer- 
ably at  bedtime 

In  adolescent  and  geriatric  patients,  capsules  of  Tofranil- 
PM,  brand  of  imipramine  pamoate,  may  be  used  when 
total  daily  dosage  is  established  at  75  mg.  or  higher.  It  is 
generally  unnecessary  to  exceed  100  mg./day  in  these 
patients.  This  dosage  may  be  given  once  a day  at  bed- 
time or,  if  needed,  in  divided  daily  doses. 

How  Supplied:  Tofranil-PM,  brand  of  imipramine 
pamoate:  Capsules  of  75,  100,  125  and  150  mg.  (Each 
capsule  contains  imipramine  pamoate  equivalent  to  75, 
100,  125  or  150  mg  of  imipramine  hydrochloride.) 

(B)  98-146-840-A(9/75)  667120 

For  complete  details,  Including  dosage  and  adminis- 
tration, please  refer  to  the  full  prescribing  Information. 
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High  information  yield  in  minimally 
invasive  technique* 
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In  the  presence  of  proper  indications,  an  initial 
consultation  request  to  the  radiologist  for  combined 
cavography  and  pyelography  conserves  time  in  the 
patient’s  overall  work-up.  In  our  experience,  which 
describes  the  yield  in  105  consecutive  studies,  this 
examination  clearly  contributes  to  earlier  diagnosis 
and  staging  of  lymphoma  and  metastatic  disease.  A 
preliminary  report  of  our  observations  is  submitted 
with  this  report.  The  more  invasive  procedures  of 
lymphography1-2  and  exploratory  laparotomy  can 
frequently  be  avoided. 

This  report  describes  a broad  overview  of  the  ap- 
plication and  utility  of  combined  I VC  (inferior  vena 
cavography)  and  IVP  (intravenous  pyelography),  a 
less  invasive  procedure  for  the  evaluation  of  the  re- 
troperitoneum. 

Clinical  model 

A 54-year-old  male  was  referred  to  the  x-ray  department 
for  evaluation  and  staging  of  Hodgkin’s  disease  diagnosed 
by  prior  supraclavicular  nodal  biopsy.  Combined  ca- 
vography and  IVP  were  performed  as  the  initial  exami- 
nation. and  the  biplane  study,  shown  in  Figure  1,  illustrates 
extensive  encroachment  on  the  lumen  of  the  opacified  cava 
with  marked  curvilinear  posterior  indentations  and  ele- 

*  Supported  in  part  by  grants  from  the  Helena  Rubinstein 
Foundation.  Inc.,  National  Leukemia  Fund,  Inc.,  and  the  United 
Leukemia  Fund,  Inc. 


The  simple  technique  of  inferior  vena  cavography 
and  simultaneous  intravenous  urography  is  a non- 
invasive  procedure  for  the  evaluation  of  retroperi- 
toneal pathologic  condition.  This  combined  study 
finds  its  greatest  application  in  the  diagnosis  and 
staging  of  lymphoma  and  metastatic  disease.  One 
hundred  and  five  consecutive  examinations  are  an- 
alyzed; a variety  of  proper  indications  for  study  are 
noted,  but  particularly  evident  is  the  effectiveness  of 
this  examination  in  cases  of  non-Hodgkin’s  lym- 
phoma and  more  precisely  in  histiocytic  lymphoma. 
Of  16  cases  of  histiocytic  lymphoma  studied,  12  were 
positive  for  the  presence  of  retro-  and  paracaval 
nodal  enlargement,  an  incidence  of  75  per  cent;  his- 
tiocytic lymphoma  has  a predilection  for  lymph  node 
groups  at  and  above  the  level  of  the  second  lumbar 
including  the  high  paracaval  and  retrocaval  groups, 
as  well  as  the  region  of  the  portahepatis  and  para- 
duodenum — nodal  groups  not  visualized  on  lym- 
phography. Technique  of  study  and  criteria  for  in- 
terpretation are  presented;  base  line  cavography  and 
intravenous  pyelography  and  follow-up  study  are 
strongly  recommended  as  guidelines  to  the  effec- 
tiveness of  chemotherapy  and/or  radiotherapy.  In 
the  presence  of  proper  indications,  an  initial  con- 
sultation request  to  the  radiologist  for  combined 
study  conserves  time  in  the  patient's  overall  work- 
up. 


vation  of  the  contrast  column.  The  patient  was  appro- 
priately staged  and  referred  for  radiation  therapy  and 
chemotherapy. 

One  year  following  treatment,  the  patient  was  again  re- 
ferred for  follow-up  study  by  means  of  inferior  vena  cavo- 
gram  (Fig.  2).  The  cava  at  this  time  was  uncompromised 
in  its  lumenal  volume  and  rested  almost  completely  on  the 
anterior  margins  of  the  vertebral  segments  in  the  lumbar 
region,  consistent  with  a dramatic  reduction  in  the  size  of 
the  retroperitoneal  nodes. 

Comment.  Follow-up  cavography  represents  an 
objective  modality  for  the  follow-up,  monitoring, 
evaluation  of  lymphoma  patients  after  chemotherapy 
and/or  radiotherapy.  Base  line  study  by  means  of 
inferior  vena  cavogram  is  to  be  strongly  recom- 
mended in  all  lymphoma  patients. 

Early  diagnosis,  staging,  and  effective  chemo- 
therapy and  radiotherapy  have  presented  us  with  a 
better  prognosis  for  patients  with  lymphoma. 
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However,  the  quiescent  hut  insidiously  aggressive 
character  of  this  disease  demands  an  ordered  ap- 
proach of  continuing  evaluation.  Interim  and  fol- 
low-up combined  cavography  and  IVP  is  a minimally 
invasive  procedure  which  provides  a visible  index  of 
the  effectiveness  of  therapy  and  the  condition  of  the 
retroperitoneal  nodes. 

Technique  and  interpretation 

Percutaneous  puncture  of  the  right  femoral  vein 
under  local  anesthesia  is  followed  by  cannulation  of 
the  vein  with  an  8-inch  end-hole  Teflon  catheter. 
Subsequently,  a bolus  of  60  cc.  of  sodium  diatrizoate 
(Hypaque)  60  per  cent  is  introduced  at  the  rate  of  12 
cc.  per  second  for  five  seconds.  A biplane  rapid 
filming  sequence,  involving  anteroposterior  and 
lateral  films,  follows  a two-second  x-ray  delay;  films 
are  then  taken  at  one  film  per  second  for  four  seconds 
and  one  film  every  two  seconds  for  four  seconds. 
The  delayed  films  at  the  end  of  the  sequence  allow 
for  visualization  of  cava  emptying  and  frequently 
permit  visualization  of  the  abdominal  aorta.  On 
occasion,  displacement  of  the  aorta  has  been  dem- 


onstrated secondary  to  encroachment  by  enlarged 
lymph  nodes. 

In  the  adult  patient,  this  volume  and  rate  of  in- 
jection satisfactorily  opacifies  and  distends  the  in- 
ferior vena  cava  throughout  its  abdominal  course. 
For  the  pediatric  patient,  the  volume  and  rate  of  in- 
jection are  reduced  appropriately;  that  is,  patients 
under  age  five  receive  3 to  5 cc.  per  second  for  five 
seconds;  the  filming  sequence  remains  the  same. 

At  the  completion  of  contrast  injection  and  filming 
for  cavography,  the  intravenous  urogram  is  per- 
formed immediately. 

Recently,  we  have  employed  photographic  sub- 
traction techniques  to  improve  interpretation  of  the 
inferior  vena  cavogram.  This  method  permits  better 
evaluation  of  the  posterior  wall  of  the  cava  in  its  re- 
lationship to  the  anterior  margins  of  the  lumbar 
vertebral  bodies  in  the  lateral  projection.  Similarly, 
the  medial  wall  of  the  cava  seen  on  the  frontal  pro- 
jection is  more  precisely  defined  in  its  relationship 
to  the  spine,  left  renal  vein,  and  the  midlumbar 
lymph-node  chain.  Artefactual  encroachments  on 
the  opaque  column,  such  as  spondylotic  bony  spurs, 
gas-filled  bowel,  and  renal  vein  washout,  are  more 
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FIGURE  2.  Follow-up  IVC  study.  (A)  Anteroposterior  view.  (B)  Lateral  view. 


recognizable  with  the  subtraction  technique.  Cur- 
vilinear indentation  into  the  contrast  column  sec- 
ondary to  true  nodal  enlargement  becomes  more 
measurable  in  terms  of  depth  and  contour  distortion 
of  the  lumen  of  the  inferior  vena  cava. 

Early  experience  with  subtraction  techniques  in 
a limited  number  of  cases  is  encouraging.  This 
method  may  allow  the  development  of  a more  ob- 
jective standard  and  quantitative  index  for  the  in- 
terpretation of  the  inferior  vena  cavogram. 

Interpretation.  For  the  present  report  the  cri- 
teria for  positive  inferior  vena  cavogram  are: 

1.  Curvilinear  indentations  into  the  posterior,  me- 
dial, or  lateral  walls  of  the  full  opacified  cava.  These 
are  contour  distortions  of  the  symmetrical  lumen  of 
the  cava,  as  well  as  loss  of  the  normal  anatomic  rela- 
tionship of  the  inferior  vena  cava  and  the  dorsolumbar 
vertebral  bodies. 

2.  Incomplete  or  complete  obstruction  to  flow  of 
contrast  material  secondary  to  extrinsic  nodal  pressure 
on  the  inferior  vena  cava.  Obstruction  was  evaluated 
by  the  presence  of  reflux  into  the  hypogastric  veins 


and  into  the  renal  and  hepatic  veins;  impaired  rate  of 
contrast  flow  through  the  cava  is  demonstrated  by  the 
lack  of  caval  emptying  on  the  fifth  and  sixth  films  in 
the  study  in  8 to  10  seconds.  Sequential  rapid  filming 
provides  a dynamic  examination. 

3.  Elevation  of  the  inferior  vena  cava  off  the  ante- 
rior margins  of  the  lumbar  and  dorsal  vertebral  bodies, 
the  most  consistent  criterion  in  positive  cases. 

4.  Lack  of  distensibility  or  rigidity  and  frank  en- 
casement. The  lumen  of  the  cava  fails  to  expand  fol- 
lowing the  volume-pressure  injection  of  contrast. 

Intravenous  urogram  findings  were  considered 
positive  in  the  presence  of: 

1.  Definitive  changes  in  the  axis  of  the  kidney  with 
lateral  displacement. 

2.  Lateral  displacement  of  the  proximal  third  of 
the  ureter. 

3.  Evident  notching  of  the  ureters. 

4.  Obstruction  in  association  with  lateral  displace- 
ment. 

5.  Medial  displacement  of  the  distal  third  of  the 
ureter. 
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Anterior  displacements  of  the  ureter  were  found 
to  be  unreliable  in  a large  number  of  cases. 

In  the  present  analysis  of  cases,  only  those  cases 
which  were  definitely  positive  in  accordance  with  the 
aforementioned  criteria  are  included  as  positive 
cases;  cavograms  and  IVP’s  which  were  felt  to  be 
“suspicious”  or  “not  absolutely  diagnostic”  are 
considered  to  show  negative  results. 

Confirmation  of  radiologic  interpretation  was 
obtainable  by  biopsies  at  exploratory  laparotomy, 
particularly  in  Hodgkin’s  disease.3-4  However,  in 
non-Hodgkin’s  lymphoma  radiologic  interpretation 
was  confirmed  in  this  manner  only  in  a small  number 
of  patients,  since  current  treatment  and  staging 
protocols  do  not  demand  laparotomy  in  most  cases. 
Other  modes  of  confirmation  included  three-  to  six- 
month  follow-up  films  demonstrating  an  interval 
change  in  the  position  of  the  cava.  Clinical  response 
to  treatment  by  radiation  and/or  chemotherapy  may 
be  dramatic;  such  positive  response  is  considered 
confirmatory.  Likewise,  a lack  of  response  to 
treatment  and  rapid  deterioration  and  demise  of  the 
patient  also  affirm  the  findings  on  cavography  and 
IVP.  Involvement  of  multiple  organ  systems  is  also 
a satisfactory  indicator  of  diffuse  lymph-node  in- 
volvement and  is  considered  to  be  relatively  confir- 
matory of  positive  I VC  interpretation. 

Preliminary  report 

Results  of  combined  cavography  and  IVP. 

The  results  of  105  consecutive  cases  studied  by 
combined  IVC  and  IVP  are  analyzed.  Indications 
for  study  other  than  lymphoma  included  the  fol- 
lowing: tumors  of  the  testicle,  prostate,  kidney,  in- 
cluding Wilms’  tumor  and  hypernephroma,  adrenal 
gland,  uterus,  cervix,  colon,  pancreas,  breast,  lung, 
and  so  forth.  Additionally,  cases  of  constrictive 
pericarditis,  fever  of  undetermined  origin,  pulmonary 
emboli,  and  caval  plication  and  ligation  were  evalu- 
ated successfully. 

Of  the  105  cases  studied,  54  had  IVCs  showing 
positive  results  for  a yield  of  51  per  cent.  Of  the  55 
cases  of  lymphoma  studied,  29  had  IVCs  showing 
positive  findings,  and  6 of  those  29  had  IVPs  giving 
positive  findings.  Two  lymphosarcoma  cases  had 
positive  IVP  and  negative  IVC  findings,  increasing 
the  number  of  positive  combined-result  studies  to  31; 
thus  of  all  lymphomas  studied,  the  yield  was  31  of  55, 
or  56  per  cent.  Of  the  17  cases  of  Hodgkin’s  lym- 
phoma, 5 had  positive  IVC  results,  and  of  those  5, 1 
had  positive  IVP  results,  for  a yield  of  29  per  cent. 
Of  the  38  non-Hodgkin’s  lymphoma  cases  studied, 
21  had  IVCs  giving  positive  findings,  and  of  those  21, 
6 had  IVPs  giving  positive  findings;  additionally,  2 
cases  of  lymphosarcoma  had  positive  IVP  and  neg- 
ative IVC  results;  thus  the  yield  for  non-Hodgkin’s 
lymphoma  was  23  of  38,  or  61  per  cent.  Of  the  16 
cases  of  histiocytic  lymphoma  or  reticulum-cell  sar- 
coma, 12  had  positive  IVC  findings,  and  1 of  those 
had  positive  IVP  findings,  for  a yield  of  12  of  16,  or 


75  per  cent. 

Results  of  simultaneous  lymphography.2  In 

the  present  group  of  patients  under  review,  22  lym- 
phograms  were  performed.  Findings  on  six  cases 
were  positive,  an  incidence  of  27  per  cent,  and  on  16 
cases  were  negative,  for  an  incidence  of  73  per  cent. 
Three  of  the  six  positive  cases  were  Hodgkin’s  disease 
with  previously  negative  IVC  and  IVP  findings.  The 
remaining  three  were  non-Hodgkin’s  lymphoma;  two 
had  distinctly  positive  cavogram  results,  and  one  had 
a suspicious  cavogram. 

Of  the  16  negative  lymphograms,  6 or  38  per  cent, 
had  positive  cavogram  findings.  Four  of  the  six  cases 
with  positive  cavography  and  negative  lymphography 
results  had  histiocytic  lymphoma. 

Conclusion 

Lymphography  has  definitely  been  complemen- 
tary and  diagnostic  in  Hodgkin’s  disease  and  con- 
firmatory in  negative  cases  of  non-Hodgkin’s  lym- 
phoma. 

In  non-Hodgkin’s  lymphoma,  particularly  histio- 
cytic lymphoma,  this  limited  series  suggests  that 
approximately  38  per  cent  of  patients  with  retro- 
peritoneal nodal  enlargement  will  be  missed  with 
lymphography  alone. 

Histiocytic  lymphoma  and  to  a lesser  extent  other 
non-Hodgkin’s  lymphomas  have  a predilection  for 
involvement  of  nodal  groups  which  are  often  not 
visualized  on  lymphography.  These  lymph-node 
groups  include  those  nodes  at  and  above  the  level  of 
the  second  lumbar  including  the  high  paracaval  and 
retrocaval  groups,  as  well  as  the  region  of  the  porta 
hepatis  and  paraduodenum. 

The  important  diagnostic  role  of  lymphography 
is  in  no  way  diminished  by  the  high  yield  of  combined 
cavography  and  IVP.  What  is  diminished  is  the  • 
number  of  unnecessary  lymphograms. 

Summary 

Early  indications  are  that  the  less  invasive  proce- 
dure of  combined  inferior  vena  cavography  and  in- 
travenous pyelography  will  demonstrate  retroperi- 
toneal nodal  enlargement  in  a high  percentage  of 
patients  with  non-Hodgkin’s  lymphoma,  particularly 
histiocytic  lymphoma.  The  more  invasive  and  haz- 
ardous procedures  of  lymphography1  and  exploratory 
laparotomy  may  thereby  frequently  be  avoided.  It 
is  suggested  that  lymphography  may  be  overused  in 
lymphoma  and  underutilized  in  metastatic  disease 
such  as  prostate,  renal,  and  bladder  tumors, 
gynecologic  tumors,  and  testicular  carcinoma. 

The  technique  of  study  is  discussed;  base-line  and 
follow-up  cavography  are  recommended  as  a guide 
to  effective  therapy. 

A broad  range  of  clinical  situations  are  noted  in 
which  combined  cavography  and  pyelography  is 
useful. 
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need  more  red  tape 


THERE ARE A 

LOT  OF  PEOPLE 
GETTING  BETWEEN 

YOU  AND  YOUR 

PATIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  Substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1 ,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N. W,  Washington,  D.C.  20005 
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Recent  studies  have  suggested  that  there  may  be 
occupational  health  hazards  associated  with  working 
in  the  operating  room.1-3  Circumstantial  evidence 
points  to  waste  anesthetic  gases  as  the  toxic  agent: 
(1)  detectable  levels  of  anesthetic  can  be  found  in 
operating-room  air  and  in  the  bodies  of  operating- 
room  personnel  after  routine  occupational  expo- 
sure,1 ; and  (2)  long-term  exposure  to  subanesthetic 
concentrations  of  anesthetic  gases  has  toxic  effects 
on  animals.1'4,5  Furthermore,  short-term  exposure 
to  trace-anesthetic  concentrations  impairs  psy- 
chologic functioning  in  human  beings.6’7  However, 
the  nature  and  existence  of  an  occupational  health 
hazard  are  still  somewhat  controversial.  The  re- 
trospective studies  have  been  criticized  on  metho- 
dologic  and  statistical  grounds,8  and  a recent  four- 
year  prospective  study  of  anesthesiologists  found  no 
increase  in  death  rates  from  any  cause  except  sui- 
cide.9 

To  minimize  potential  occupational  health  haz- 
ards, the  American  Society  of  Anesthesiologists’  ad 
hoc  committee  on  the  effect  of  trace  anesthetics  on 
the  health  of  operating  room  personnel  recom- 
mended in  1974  that  “scavenging  facilities  for  waste 
anesthetic  gases  be  provided  in  all  anesthetizing 
locations.”  1 An  accompanying  editorial  in  the  so- 
ciety’s official  journal  stressed  that  “effective  exhaust 
systems  must  be  present ...  in  all  areas  in  which  in- 
halation anesthetics  are  administered  ....  Failure 
to  install  exhaust  systems  . . . represents  ...  an  un- 
conscionable practice.”  10  The  ad  hoc  committee  has 

At  present,  Intern  in  Internal  Medicine,  Wadsworth  Veterans 
Hospital,  I Jniversity  of  ( California  at  Los  Angeles. 


In  view  of  evidence  indicating  possible  occupational 
health  hazards  of  working  in  an  operating  room,  the 
American  Society  of  Anesthesiologists’  Ad  Hoc 
Committee  recommended  in  1974  that  “scavenging 
facilities,  for  waste  anesthetic  gases,  be  provided  in 
all  anesthetizing  locations’’  and  that  “efforts  should 
be  made  to  monitor  concentrations  of  waste  anes- 
thetic gases.’’  Thirty-three  Manhattan  hospitals 
were  surveyed  for  compliance  with  these  recom- 
mendations. Of  26  responding  hospitals,  14,  54  per 
cent,  had  installed  a scavenging  system,  two,  8 per 
cent,  were  in  the  process  of  installing  a system,  seven, 
27  per  cent,  were  planning  to  install  a system,  and 
three,  12  per  cent,  reported  no  current  plans  to  install 
any.  Ten  of  the  hospitals  with  a scavenging  system 
used  an  effective  disposal  route  for  scavenged  gases, 
into  the  wall  suction,  air  conditioning,  or  a separate 
exhaust  system,  but  four  used  a floor  level  route 
specifically  not  recommended  by  the  American  So- 
ciety of  Anesthesiologists.  Scavenging  systems  were 
significantly  less  common  in  hospitals  with  four  or 
fewer  operating  rooms,  performing  2,500  or  fewer 
operations  yearly,  or  with  fewer  than  four  full-time 
anesthesiologists  on  staff.  Number  of  hospital  beds, 
medical-school  affiliation,  or  anesthesiology  resi- 
dency program  did  not  distinguish  between  hospitals 
with  or  without  a scavenging  system.  Only  one  hos- 
pital was  following  the  recommendation  to  regularly 
monitor  anesthetic  gas  concentrations  in  operating 
room  air. 


also  recommended  that  “efforts  should  be  made  to 
monitor  concentrations  of  waste  anesthetic 
gases.”  11 

Scavenging  systems  for  anesthetic  gases  have  two 
components:  a scavenging  trap  at  the  site  of 

waste-gas  emission  and  a disposal  system  for  venting 
the  scavenged  gases.  There  are  several  possible 
disposal  routes,  including  the  air-conditioning  sys- 
tem, the  central  vacuum  system  (wall  suction),  a 
separate  duct  system,  absorption  onto  activated 
charcoal,  and  venting  back  into  the  operating  room 
at  floor  level.  The  first  three  routes  are  all  effective 
and  provisionally  recommended  by  the  American 
Society  of  Anesthesiologists.11  Absorption  onto 
activated  charcoal  does  not  work  for  nitrous  oxide  or 
for  cyclopropane,  and  the  last  route  is  specifically  not 
recommended  by  the  society.11 

The  present  report  has  three  purposes:  (1)  to 

determine  the  extent  to  which  Manhattan  hospitals 
have  followed  the  recommendations  of  the  ad  hoc 
committee,  (2)  to  determine  what  types  of  disposal 
systems  they  have  installed,  and  (3)  to  identify 
characteristics  that  might  distinguish  hospitals  with 
scavenging  systems  from  those  without. 

A questionnaire  on  operating-room  scavenging 
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systems  was  mailed  to  the  director  of  anesthesiology 
at  39  of  the  42  acute-care  general  hospitals  in  Man- 
hattan listed  in  the  latest  edition  of  the  American 
Hospital  Association’s  Guide  to  the  Health  Care 
Field. 12  Hospitals  not  responding  within  two  weeks 
were  followed  up  by  telephone,  and,  if  necessary,  a 
second  copy  of  the  same  questionnaire  was  mailed. 
Data  on  hospital  size  (number  of  beds,  operating 
rooms,  operations  performed  yearly,  and  full-time 
anesthesiologists  on  staff),  as  well  as  on  scavenging 
systems  and  monitoring  programs,  were  obtained 
from  the  questionnaire.  Data  on  hospital  control 
(municipal,  voluntary,  or  proprietary)  were  obtained 
from  the  American  Hospital  Association  study. 12 
Data  on  medical-school  affiliation  and  anesthesiology 
residencies  were  obtained  from  the  latest  edition  of 
the  AM  A Directory  of  Approved  Residencies . 1 ! 

Because  of  the  small  sample  size  and  consequent 
small  expected  frequency  per  cell,  all  statistical 
comparisons  were  done  on  dichotomous  bivariate 
frequency  distributions  using  Fisher’s  exact  proba- 
bility test.14  All  tests  were  two-tailed,  with  the  ac- 
ceptable level  of  significance  set  at  0.05. 

Results 

The  survey  population  was  reduced  from  39  to  33 
hospitals  by  6 exclusions:  3 hospitals  had  closed  and 
3 had  no  operating  rooms.  Of  the  remaining  33 
hospitals,  13  replied  to  the  initial  mailing  and  13  to 
the  follow-up  telephone  call  or  second  mailing,  giving 
a total  response  rate  of  79  per  cent.  The  responding 
group  appeared  to  be  an  adequate  cross  section  of  the 
survey  population,  containing  all  4 municipal  hos- 
pitals in  the  survey  population,  19  of  25  (76  per  cent) 
voluntary  hospitals,  and  3 of  4 (75  per  cent)  propri- 
etary hospitals,  as  well  as  11  of  12  (92  per  cent) 
medical-school  major  affiliates  and  14  of  16  (87  per 
cent)  hospitals  offering  an  anesthesiology  residency. 
The  hospitals  responding  ranged  in  size  from  58  to 
1,500  beds. 

Fourteen  responding  hospitals  (54  per  cent)  had 
installed  a scavenging  system  for  waste  anesthetic 
gases  in  the  operating  room,  two  (8  per  cent)  were  in 
the  process  of  installing  a system,  and  seven  (27  per 
cent)  were  currently  planning  to  install  a system. 
Three  hospitals  (12  per  cent)  reported  no  current 
plans  to  install  a scavenging  system.  Eight  of  the 
systems  had  been  installed  in  1975,  three  in  1974,  and 
three  in  1973  or  earlier.  Seven  systems  (50  per  cent) 
vented  their  scavenged  gases  into  the  wall  suction, 
two  (14  per  cent)  into  the  air  conditioning,  one  (7  per 
cent)  into  a separate  exhaust  system,  and  four  (29  per 
cent)  into  the  operating  room  at  floor  level. 

The  characteristics  distinguishing  hospitals  with 
a scavenging  system  from  those  without  were  those 
reflecting  the  extent  of  anesthesia  use  and  hospital 
control  (Table  1).  Hospitals  with  four  or  fewer  op- 
erating rooms  were  significantly  less  likely  to  have  a 
scavenging  system  than  were  those  with  more  than 
four  operating  rooms  (1  of  6 versus  13  of  20,  P < 0.02), 


TABLE  I.  Scavenging  systems  as  a function  of 
hospital  characteristics 


Hospital 

Characteristics 

(Totals) 

Number 
With  a 
System 

Number 
Installing 
or  Plan- 
ning a 
System 

Number 
Not  Plan- 
ning a 
System 

Medical  school 

affiliation 

Yes (11) 

8 

3 

0 

No (15) 

6 

6 

3 

Anesthesiology 

residency 

Yes (14) 

9 

3 

2 

No  (12) 

5 

6 

1 

Hospital  control 

Municipal  (4 ) 

2 

2 

0 

Voluntary  (19) 

12 

4 

3 

Proprietary  (3) 

0 

3 

0 

Number  of  operat- 
ing rooms 

1 to  4 (6) 

1 

4 

1 

5 to  8 (6) 

3 

1 

2 

9 to  12 (7) 

4 

3 

0 

>12(7) 

6 

1 

0 

Number  of  opera- 
tions yearly 

1 to  2500  (7) 

1 

5 

1 

2501  to  5000  (6) 

4 

0 

2 

5001  to  7500  (3) 

1 

2 

0 

7501  to  10,000  (5) 

4 

1 

0 

>10,000  (5) 

4 

1 

0 

Number  of  full-time 
anesthesiologists 
on  staff 

1 to  3 (6) 

0 

5 

1 

4 to  6 (11) 

7 

2 

2 

7 to  10  (3) 

2 

1 

0 

>10  (6) 

3 

3 

0 

Number  of 

hospital  beds 

1 to  200  (6) 

2 

3 

1 

201  to  400  (7) 

3 

2 

2 

401  to  600  (2) 

2 

0 

0 

601  to  800  (5) 

4 

1 

0 

>800  (6) 

3 

3 

0 

and  hospitals  with  more  than  12  operating  rooms 
were  significantly  more  likely  to  have  a scavenging 
system  than  were  those  with  12  or  fewer  operating 
rooms  (6  of  7 versus  8 of  19,  P < 0.05).  Scavenging 
systems  were  significantly  less  common  in  hospitals 
performing  2,500  or  fewer  operations  yearly  (1  of  7 
versus  13  of  19,  P < 0.01)  and  in  hospitals  with  less 
than  four  full-time  anesthesiologists  on  staff  (0  of  6 
versus  14  of  20,  P < 0.05).  None  of  the  proprietary 
hospitals  had  a scavenging  system  (0  of  3 versus  14 
of  23,  P < 0.01),  but  this  may  have  been  a reflection 
of  their  anesthesia  use  rather  than  type  of  control. 
All  three  proprietary  hospitals  had  four  or  fewer 
operating  rooms,  performed  2,500  or  fewer  operations 
yearly,  and  had  only  one  or  two  full-time  anesthesi- 
ologists on  staff.  Number  of  beds,  medical  school 
major  affiliation,  or  presence  of  an  anesthesiology 
residency  program  did  not  significantly  distinguish 
between  hospitals  with  or  without  a scavenging  sys- 
tem. 


February  1977/New  York  State  Journal  of  Medicine  187 


Only  one  hospital,  a large  (more  than  800  beds) 
medical  school  major  affiliate,  had  a formal  program 
for  monitoring  anesthetic  gas  concentrations  in  op- 
erating-room air.  Another  hospital  made  occasional 
informal  measurements  because  of  the  research  in- 
terests of  its  staff. 

Comment 

In  the  two  years  since  the  strong  recommendation 
made  by  the  ad  hoc  committee  of  the  American  So- 
ciety of  Anesthesiologists,  11  Manhattan  hospitals 
have  installed  a scavenging  system  for  waste  anes- 
thetic gases  in  the  operating  room;  3 hospitals  already 
had  such  a system.  This  brings  the  proportion  with 
scavenging  systems  to  54  per  cent,  as  compared  with 
the  approximately  20  per  cent  nationwide  estimated 
by  the  ad  hoc  committee  in  1974  and  the  almost  full 
compliance  predicted  by  1978.1  An  additional  nine 
Manhattan  hospitals,  35  per  cent,  are  currently  in- 
stalling or  planning  to  install  a system,  which  will 
bring  the  proportion  up  to  89  per  cent.  Despite  the 
proved  effectiveness  of  available,  relatively  inex- 
pensive systems,  which  can  reduce  anesthetic  con- 
centrations by  85  to  95  per  cent,15-18  three  hospitals 
reported  no  current  plans  to  install  a scavenging 
system.  These  were  small  (under  400  beds)  volun- 
tary hospitals  without  medical-school  major  affilia- 
tion, although  two  offer  anesthesiology  residencies, 
and  one  was  considering  closing  in  the  near  future. 

The  majority  of  hospitals  with  a scavenging  sys- 
tem, 10  or  71  per  cent,  used  an  effective  disposal 
route,  venting  their  scavenged  gases  into  the  wall 
suction,  air  conditioning,  or  a separate  exhaust  sys- 
tem. However,  four  hospitals,  29  per  cent,  including 
two  of  the  larger  medical-school  major  affiliates, 
vented  back  into  the  operating  room  at  floor  level. 
This  method  is  specifically  not  recommended  by  the 
American  Society  of  Anesthesiologists,  since  its  ef- 
fectiveness depends  on  the  tendency  of  denser- 
than-air  anesthetics  to  remain  near  the  floor, 
whereas,  in  fact,  turbulence  caused  by  air  condi- 
tioning easily  overcomes  this  tendency.11  Actual 
measurements  of  halothane  and  nitrous  oxide  both 
with  and  without  a scavenging  system  show  little 
stratification,  but  show  rather  similar  concentrations 
regardless  of  height  above  the  floor.17-20 

Despite  the  recommendation  of  the  ad  hoc  com- 
mittee,11 only  one  hospital  had  a formal  program  for 
monitoring  anesthetic  gas  concentrations  in  oper- 
ating room  air.  This  situation  may  be  related  to  the 
technical  difficulties  and  periodic  expense  involved 
in  a monitoring  program,  which  would  probably  re- 
quire the  assistance  of  outside  analytical  laboratories. 
Also,  in  view  of  the  absence  of  established  safe- 
threshold  limit  values  for  most  anesthetics,  except 
for  diethyl  ether  and  trichloroethylene,  hospitals  may 
be  content  to  assume  that  their  scavenging  system 
is  working  adequately,  without  going  to  the  trouble 
of  measuring  actual  concentrations  in  operating  room 
air. 
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Summary 

Of  the  26  Manhattan  hospitals  responding  to  the 
present  survey,  54  per  cent  had  installed  a scavenging 
system  for  anesthetic  gases  in  the  operating  room, 
thus  complying  with  the  1974  recommendation  of  the 
American  Society  of  Anesthesiologists’  ad  hoc  com- 
mittee.1 An  additional  35  per  cent  were  planning  to 
install  a system,  and  12  per  cent  reported  no  plans  to 
do  so.  Only  one  hospital  was  following  the  recom- 
mendation to  regularly  monitor  anesthetic  gas  con- 
centrations in  operating  room  air.  Of  the  14  hospi- 
tals with  a scavenging  system,  71  per  cent  used  an 
effective  disposal  route;  29  per  cent  vented  scavenged 
gases  back  into  the  operating  room  at  floor  level,  a 
method  specifically  not  recommended  by  the 
American  Society  of  Anesthesiologists.11  Charac- 
teristics reflecting  extent  of  anesthesia  use  and  type 
of  control  distinguished  hospitals  with  a scavenging 
system  from  those  without.  Hospitals  with  four  or 
fewer  operating  rooms,  performing  2,500  or  fewer 
operations  yearly,  with  less  than  four  full-time  an- 
esthesiologists on  staff,  and  proprietary  hospitals 
were  all  significantly  less  likely  to  have  a scavenging 
system  than  were  other  hospitals.  Number  of  beds, 
medical-school  affiliation,  or  the  presence  of  an  an- 
esthesiology residency  program  did  not  distinguish 
between  hospitals  with  or  without  a scavenging  sys- 
tem. 

1433  Veteran  Avenue 
Los  Angeles,  California 
(MS.  FELDMAN) 
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Quality  physician  education 
pioneered  by  Flexner  report 

The  education  and  training  of  medical  doctors  in  the 
United  States  is  widely  recognized  as  equal  or  superior  to 
physician  training  anywhere  else  in  the  world. 

But  this  was  not  always  so. 

Prior  to  1910  the  training  of  physicians  in  America  was 
often  poor  and  haphazard  and  virtually  unregulated. 
There  were  some  very  good  schools,  but  there  also  were 
many  poor  ones.  Schools  that  operated  on  budgets  of  less 
than  $10,000  a year;  that  admitted  students  without  even 
high  school  preparation;  that  were  formed  primarily  to 
make  money  for  the  proprietors. 

In  1910  came  the  famed  Flexner  Report.  Actually,  it 
was  Bulletin  Number  Four  of  the  Carnegie  Foundation  for 
the  Advancement  of  Teaching,  prepared  by  a former  school 
teacher  turned  educational  philosopher,  Abraham  Flexner. 
And  it  revolutionized  medical  education. 

The  report  was  developed  because  the  American  Medical 
Association’s  Council  on  Medical  Education  requested  the 
Carnegie  Foundation  to  undertake  an  objective  study  of 
American  medical  education.  Much  of  the  spadework  had 
already  been  done  by  the  AMA  staff  under  the  direction 
of  the  Council. 

Flexner  began  w’ith  this  background  information  which 
pointed  out  deficiencies  in  many  medical  schools,  and  he 
subsequently  prepared  a report  that  became  the  basis  for 
extensive  reform. 

Immediately  on  publication  of  the  Flexner  Report,  the 
AMA’s  Council  on  Medical  Education  instituted  a formal 
process  of  survey  and  accreditation,  in  chronological 
rotation,  of  all  U.S.  medical  schools.  Some  of  the  poorest 
schools  closed  rather  than  face  evaluation  by  impartial 
outsiders.  By  1928  the  155  schools,  many  of  them  mere 
diploma  mills,  had  been  reduced  to  76  that  met  the  basic 
requirements  for  proper  teaching. 
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Through  the  intervening  years  the  number  of  schools  has 
gradually  built  up  to  today’s  115,  all  carefully  structured 
to  meet  rigid  accreditation  requirements.  And  more  are 
on  the  boards. 

In  1910  only  two  medical  schools  required  a college  de- 
gree for  entrance,  most  required  no  college  experience  at 
all,  and  many  failed  to  require  even  a high  school  diploma. 
Students  entered  medical  school  grossly  deficient  in  basic 
science  and  math,  now  considered  absolutely  fundamental 
preparation  for  the  study  of  medicine.  Fltxner’s  proposal 
that  two  years  of  college  science  training  be  required  for 
entrance  soon  became  universally  accepted.  Today  few 
enter  medical  school  without  an  undergraduate  degree. 

Flexner  also  recommended  the  study  program  for  a 
medical  course  of  four  years  that  is  now  widely  followed — 
two  years  of  basic  training  in  life  sciences  and  two  more 
years  of  training  in  actually  treating  patients — the  clinical 
years.  And  today  advanced  training  beyond  the  four-year 
course  is  now  accepted  everywhere. 

It  would  be  difficult  to  overestimate  the  impact  of  the 
Flexner  report  of  1910,  one  medical  historian  has  written. 
By  exposing  the  deplorable  truth  about  commercially 
dominated  medical  schools,  his  report,  together  with  the 
financial  support  given  by  the  then  newly-founded  Rock- 
efeller and  Carnegie  Foundations  to  medical  colleges,  in- 
spired the  reformation  that  produced  an  entirely  new  age 
of  quality  in  American  medicine. 

Abraham  Flexner  served  as  the  catalyst  to  bring  to  fru- 
ition the  objective  sought  since  its  founding  in  1847  by  the 
American  Medical  Association — improvement  of  medical 
school  standards,  methods,  and  facilities. 

Flexner  continued  his  studies  of  medical  education  in 
Europe,  and  later  served  as  the  founding  head  of  the  In- 
stitute for  Advanced  Study  at  Princeton.  He  died  in  1959 
at  the  age  of  ninety-three. 

(Highlights  of  200  years  of  American  Medicine — prepared 
by  the  American  Medical  Association) 
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LTS  (laparoscopic  tubal  sterilization)  is  a surgical 
procedure  now  being  performed  in  large  numbers  in 
many  hospitals,  free-standing  clinics,  and  even  in 
physicians’  offices.  Although  generally  thought  to 
be  a relatively  safe  and  simple  procedure,  LTS  in- 
volves some  definitive  risks  due  to  the  use  of  RF 
(radiofrequency)  currents.1  In  the  literature,  well- 
documented  reports  of  RF  burns  during  LTS  are 
mainly  of  two  varieties:  (1)  external  burns  to  skin 
and  subcutaneous  tissues,2-5  and  (2)  internal  burns 
to  the  abdominal  and  pelvic  viscera.6-10  The  latter 
can  be  further  subdivided  as  those  occurring  without 
the  knowledge  of  the  physician,  inadvertent  burns, 
and  those  which  occur  with  his  full  knowledge,  ad- 
vertent or  compulsive  burns,  usually  of  the  fallopian 
tubes  and  the  mesosalpinx  for  the  purpose  of  in- 
creasing efficacy  of  the  procedure.8  Examples  of 
inadvertent  burns  include  burns  on  the  uterus  and 
its  supporting  ligaments  such  as  the  round  ligaments, 
utero-ovarian  ligaments,  infundibulopelvic  liga- 
ments, or  folds  of  broad  ligaments.  More  serious  are 
inadvertent  burns  of  the  bowel,  bladder,  or  ureter, 
since  they  result  in  high  morbidity  and  may  even  be 
fatal. 

Bowel  burns  during  LTS  most  commonly  occur  in 
the  distal  ileal  loop,  although  rectosigmoid  burns 
have  also  been  reported.  The  thermal  trauma  to  the 
bowel  is  usually  due  to  an  inadvertent  contact  of  the 
active  electrode,  or  to  the  laparoscope  which  has  been 
activated  by  the  electrode,  or  both,  depending  on  the 
technique  of  laparoscopy.  Predisposing  factors  in- 
clude an  extremely  mobile  ileum  during  laparoscopy; 
sudden  change  in  a patient’s  posture,  movements,  or 
straining  as  under  local  anesthesia;  inadequate 
pneumoperitoneum  or  sudden  loss  of  gas  due  to 


Possible  mechanisms  of  abdominal  visceral  burns 
including  the  bowel  which  occur  during  laparoscopic 
tubal  sterilization  are  discussed,  and  the  current 
literature  reviewed.  It  is  frustrating  to  note  that 
these  complications  occur  despite  recent  modifica- 
tions of  instrumentation.  The  diagnosis  of  minor 
superficial  bowel  burn  may  be  overlooked  since  it  is 
mainly  based  on  circumstantial  and  indirect  evi- 
dence. When  acute  symptoms  in  the  abdomen  de- 
velop in  the  immediate  postoperative  period,  careful 
consideration  must  be  given  for  all  possible  causes  as 
illustrated  by  a case  presentation.  It  is  urged  that 
surgeons  take  all  precautionary  and  preventive 
measures  and  that  they  also  keep  an  accurate  record 
of  various  instruments  used  as  well  as  a detailed  de- 
scription of  the  procedure. 


leakage  and  absorption;  extreme  obesity;  previous 
abdominal  operations;  inexperienced  operator;  faulty 
techniques;  and  defective  instruments. 

Previous  case  reports  have  demonstrated  that  the 
bowel  may  be  so  extensively  damaged  as  to  result  in 
perforation  with  a clinical  picture  resembling  pelvic 
inflammatory  disease  during  the  first  postoperative 
week;  these  patients  require  appropriate  corrective 
surgery.8  The  less  conspicuous  are  the  superficial 
bowel  burns  which  may  be  mistaken  for  a normal 
postoperative  course  because  of  their  nonspecific 
symptoms  and  findings  and  usually  benign  outcome.2 
In  certain  circumstances  as  presented  in  the  case 
reported  here,  a presumptive  diagnosis  can  only  be 
made  when  there  is  a strong  index  of  suspicion  at  the 
time  of  surgery,  and  when  other  causes  of  postoper- 
ative abdominal  pain  are  carefully  ruled  out.  It  is 
interesting  to  note  that  this  complication  occurred 
during  the  use  of  a recently  improved  laparoscope 
and  ancillary  instruments  for  tubal  sterilization.  It 
is  also  our  only  case  of  morbidity  requiring  read- 
mission during  our  four-year  experience  with  the 
single-incision  technique  involving  more  than  1,000 
patients.11’12 

Case  report 

A twenty-eight-year-old  married  woman  gravida  7,  para 
2-0-3-2,  was  admitted  for  an  elective  tubal  sterilization  by 
laparoscopy.  Prior  to  this  admission  on  April  7, 1975,  she 
had  tried  an  intrauterine  device  unsuccessfully  and  was 
currently  taking  birth-control  pills  for  contraception.  Her 
last  menstrual  period  was  on  March  24, 1975,  and  the  past 
few  menstrual  periods  were  described  as  heavy  and  pro- 
longed while  she  was  on  pill  therapy.  Past  medical  history 
included  uneventful  dilatation  and  curettage  on  two  dif- 
ferent occasions  subsequent  to  spontaneous  abortions. 
Physical  examination  including  pelvic  and  rectal  exami- 
nations, routine  laboratory  tests,  chest  roentgenograms, 
electrocardiogram,  VDRL  test,  endocervical  gonococcus 
(GC)  cultures,  and  Papanicolaou  smears  gave  normal 
findings. 
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On  April  8,  1975,  laparoscopy  was  performed  under 
■ general  anesthesia  with  endotracheal  intubation  and 
I controlled  respiration.  Pelvic  examination  under  anes- 
I thesia  as  well  as  inspection  of  internal  genitalia  during 
I laparoscopy  showed  normal  findings.  The  patient  un- 
derwent bilateral  tubal  sterilization  using  a single-puncture 
push-pull  technique  in  which  each  fallopian  tube  was 
I grasped  about  one  inch  lateral  to  the  cornual  end.  mini- 
1 mally  coagulated  for  about  six  seconds,  and  then  me- 
I chanically  severed  with  the  same  grasping  forceps.  The 
basic  instruments  used*  during  the  procedure  were:  ( 1 ) 

' Palmer-Jacobs  laparoscope  with  insulated  operating 
k channel,  (2)  an  insulated  trocar  and  cannula,  (3)  a 3-mm. 
I insulated  grasping  forceps,  and  (4)  the  Semm  uterine 
probe.  After  tubal  electrosurgery  was  completed,  the  unit 
was  turned  off.  A routine  inspection  of  the  pelvic  contents 
was  then  made  in  order  to  confirm  tubal  coagulation  and 
i severing.  As  done  routinely,  any  inadvertent  burns,  pos- 
sible traumas,  and  other  complications  of  surgery  were  also 
I ruled  out  by  careful  inspection.  While  removing  the  la- 
i paroscope  toward  the  end  of  the  procedure,  the  surgeon 
and  his  assistant  both  heard  an  unexpected  sizzling  noise 
in  the  abdomen.  The  laparoscope  was  reinserted  to  visu- 
alize the  abdominal  and  pelvic  viscera  for  possible  internal 
RF  burns  but,  again,  nothing  unusual  was  noted.  The 
noise  was  thought  to  have  come  from  the  piston  valve  of  the 
cannula  which  on  subsequent  testing  was  found  to  be  in 
good  condition.  Since  the  electrosurgical  unit  had  already 
been  turned  off  earlier,  no  further  explanation  for  this 
unprecedented  phenomenon  was  evident  at  that  time. 

The  electrosurgical  machine  used  was  a 3M  model  300t 
at  a previously  determined  optimal  control  setting  of  40  in 
the  coagulation  mode.  This  particular  unit  has  a floating 
RF  output  and  a visual  alarm  system  for  monitoring  con- 
tinuity of  the  patient’s  plate  and  its  cable.  According  to 
the  manufacturer’s  specifications,  the  machine  in  the 
coagulation  mode  transmits  square  waves  containing  si- 
nusoidal waves  at  a frequency  of  600  kHz  ± 100  kHz  with 
automatic  “on”  and  “off’  cycles  (10  microseconds  “on”  and 
57  microseconds  “off,”  ± 20  per  cent).  The  power  is  con- 
tinuously variable  in  all  modes  of  operation.  The  voltage 
output  is  stated  to  be  1,200  Vp.p  ± 5 per  cent  at  the  control 
setting  of  50  into  a 500-ohm  pure  resistive  load,  in  the 
coagulation  mode,  in  which  it  was  used  in  this  particular 
patient.  The  leakage  currents  and  inspection  tests  per- 
formed periodically  in  our  laboratory  showed  results  within 
acceptable  limits.  This  unit  has  been  exclusively  used  for 
laparoscopic  sterilizations  and  has  performed  well  without 
any  incidents  or  malfunctions  during  the  last  two  years. 
The  large  stainless  steel  ungrounded  (to  chassis)  patient 
plate  supplied  with  3M  model  300  was  smeared  with  liberal 
amounts  of  a conductive  cream  and  had  been  in  place  be- 
hind the  patient’s  left  buttock  throughout  the  proce- 
dure. 

During  surgery,  a battery-operated  solid-state  electro- 
cardiogram machine  (Tektronics)  continuously  monitored 
the  patient’s  cardiac  rate  and  rhythm  except  during  the 
brief  period,  12  seconds,  of  electrocoagulation  of  both  fal- 
lopian tubes  when  the  tracings  were  blurred  owing  to 
floating  RF  output  from  the  electrosurgical  unit.  Two 
disposable  microelectrodes  for  electrocardiogram  record- 
ings were  placed  on  the  patient’s  chest  just  below  her 
clavicles. 

Because  of  her  history  of  menorrhagia  during  the  past 

* Wolf  Instruments  Company,  Chicago,  Illinois. 

’ Minnesota  Mining  and  Manufacturing  Company,  St.  Paul, 
Minnesota. 


few  cycles,  a diagnostic  hysteroscopy  was  also  performed 
immediately  following  laparoscopic  sterilization  which 
revealed  normal  findings  in  the  uterine  cavity.  The  pa- 
tient had  an  uneventful  postoperative  course  and  was 
discharged  a few  hours  after  surgery  with  routine  instruc- 
tions regarding  care  of  wound  and  possible  side-effects 
from  anesthesia  and  surgery.  However,  a close  telephone 
contact  with  her  was  maintained. 

On  April  9,  1975,  approximately  28  hours  after  surgery, 
the  patient  was  again  admitted  with  a history  of  persistent 
abdominal  pain  in  the  right  lower  quadrant,  anorexia,  and 
generalized  weakness.  She  denied  nausea,  vomiting, 
constipation,  or  obstipation,  but  admitted  increasing  se- 
verity of  abdominal  pain  since  surgery  a day  earlier.  She 
also  denied  any  sexual  relations  subsequent  to  surgery. 
Physical  examination  revealed  a pale  individual  with  ex- 
treme anxiety  and  mild  dehydration,  but  with  normal 
temperature  readings  and  vital  signs.  She  had  marked 
right  lower  quadrant  pain  associated  with  local  and  re- 
bound tenderness,  but  no  rigidity  or  guarding.  Pelvic  and 
rectal  examination  showed  minimal  adnexal  tenderness 
as  expected  soon  after  a laparoscopic  tubal  sterilization. 

After  consultations  with  medical  and  surgical  colleagues, 
appropriate  investigations  were  ordered  and  included  a 
complete  blood  count,  urinalysis,  erythrocyte  sedimenta- 
tion rate,  electrolytes,  blood  urea  nitrogen,  glucose,  as  well 
as  a liver-enzyme  profile,  bilirubin,  and  thyroid  panel. 
Chest  x-ray  films,  serial  abdominal  films,  and  a repeat 
electrocardiogram  were  also  ordered.  All  test  findings  were 
normal. 

As  in  any  patient  with  acute  abdomen  occurring  soon 
after  a LTS,  the  differential  diagnoses  that  were  considered 
included:  (1)  wound  infection  and  cellulitis,  (2)  Richter’s 
and  omental  hernias,  (3)  subcutaneous,  periperitoneal,  and 
retroperitoneal  emphysema,  (4)  abdominal  wall  and  pelvic 
hematomas,  (5)  pelvic  cellulitis  and  thrombophlebitis, 
secondary  to  excessive  RF  burns,  (6)  flare-up  of  unsus- 
pected pelvic  inflammatory  disease,  (7)  instrumental  injury 
to  bowel  and  other  viscera,  (8)  superficial  or  deep  bowel 
burns,  and  (9)  acute  abdominal  condition  due  to  medical 
and  surgical  causes  unrelated  to  LTS.  However,  the  pre- 
sumptive diagnosis  of  superficial  intestinal  burn  in  this 
particular  patient,  first  strongly  suspected  when  a sizzling 
noise  was  heard  during  the  operation,  was  made  only  after 
carefully  excluding  all  possible  causes  of  an  acute  abdom- 
inal condition. 

During  subsequent  two  days  of  hospitalization,  she  was 
given  parenteral  fluids,  sedatives,  and  tranquilizers  as  re- 
quired, while  abdominal  films  were  repeated  daily.  These 
films  showed  usual  radiologic  signs  of  paralytic  ileus 
without  any  evidence  of  bowel  obstruction,  and  minimal 
amount  of  free  air  under  the  diaphragm  consistent  with  the 
operative  procedure  during  her  first  admission.  On  the 
third  day  of  this  admission,  she  had  improved  considerably 
clinically,  as  well  as  radiologically,  and  was  tolerating  full, 
regular  diet.  She  was  discharged  a day  later,  and  on  fol- 
low-up examination  one  week  subsequently  had  no  com- 
plaints and  no  tenderness  in  the  abdomen. 

Comment 

The  case  presented  here  represents  an  iatrogenic 
but  preventable  injury  during  laparoscopic  tubal 
sterilization.  The  RF  burn  in  this  patient  apparently 
was  due  to  capacitive  coupling  where  the  operating 
laparoscope  became  charged  with  RF  voltages  and 
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discharged  itself  during  an  accidental  contact  with 
the  bowel.  During  laparoscopic  tubal  sterilization 
where  relatively  high  RF  voltages  may  be  used,  due 
to  low  capacitive  reactance,  considerable  RF  leakage 
can  occur  under  certain  circumstances.  The  use  of 
an  insulated  cannula  prevents  the  escape  of  RF 
currents  in  the  surrounding  tissues  of  the  abdominal 
wall,  and  helps  to  build  up  a large  current  density  on 
the  laparoscope  which  has  become  a capacitor  due  to 
its  well-insulated  operating  channel.  When  a metal 
cannula  is  used  instead,  or  when  a universal 
grounding  device  is  used,  large  current  densities  may 
be  avoided.  The  use  of  low-voltage  electrosurgical 
devices  and  bipolar  forceps  as  suggested  by  several 
authors  would  require  considerable  modifications  in 
certain  well-known  and  clinically  tested  techniques 
of  laparoscopic  tubal  sterilization.  A simple  method 
of  deactivating  capacitively  charged  operating  lap- 
aroscope is  to  touch  adjoining  unburned  areas  of  the 
fallopian  tube  after  each  electrocoagulation  to  ef- 
fectively ground  the  forceps  and  laparoscope. 
Open-circuit  activation  of  electrosurgical  units, 
especially  the  spark-gap  type,  should  never  be  at- 
tempted. 

Conclusion 

The  exact  incidence  of  RF  burns  during  laparos- 
copy remains  unknown  and  somewhat  underesti- 
mated, since  not  many  surgeons  may  be  willing  to 
report  such  cases  because  of  possible  malpractice 
litigation,  insufficient  knowledge  of  applied  elec- 
tronics, or  simply  owing  to  a lack  of  personal  inter- 
est.13 Incomplete  reporting,  together  with  inaccu- 
racy in  data  and  possible  misinterpretations,  seems 
inevitable  because  considerable  time  may  elapse 
between  the  diagnosis  and  occurrence  of  this  injury, 
so  that,  in  the  absence  of  a standardized  protocol  and 
technique,  a vivid  recollection  of  every  detail  may  be 
impossible.  To  decrease  or  eliminate  the  dangers  of 
RF  burns,  a great  deal  of  interest  and  effort  has  been 
shown  recently  by  responsible  physicians  and  elec- 
tronic and  design  engineers,  as  well  as  various  man- 
ufacturers of  endoscopic  instruments.  This  has 
become  largely  evident  by  availability,  within  a short 


Medical  versus  surgical  therapy 
for  acute  coronary  insufficiency 

After  a study  of  40  patients  with  acute  coronary  insuf- 
ficiency, 19  of  whom  were  treated  medically  and  21  surgi- 
cally, Selden,  R.,  et  ai,  conclude  that  initial  medical 
management  followed  by  elective  coronary  bypass  is  a 
reasonable  alternative  to  emergency  bypass  in  continued 
disabling  angina  pectoris.  In  four  months  there  were  no 
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period  of  time,  of  numerous  improved  instruments 
and  new  techniques  for  performing  LTS  with  in- 
creased safety.  Surgeons  attempting  endoscopic 
electrosurgery  must  understand  the  basic  principles 
and  must  have  a knowledge  of  possible  hazards  from 
the  use  of  electrosurgical  units.  Alternatively,  me- 
chanical methods  and  endosurgical  techniques  not 
requiring  electrosurgery  have  been  developed  and 
may  be  used  for  laparoscopic  tubal  sterilization,  thus 
eliminating  all  RF  burns.14’15 
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deaths  and  2 myocardial  infarctions  in  the  19  medical  pa- 
tients and  1 death  and  3 myocardial  infarctions  among  the 
21  treated  surgically.  Left  ventricular  ejection  fraction  did 
not  change  significantly  in  either  group.  The  surgical 
patients  had  significantly  higher  functional  capacities  at 
four  months  as  judged  by  lower  symptomatic  functional 
class  (P  <0.01),  higher  exercise  angina  threshold  (P 
<0.001),  higher  pacing  angina  threshold  (P  <0.0001).  New 
England  J.  Med.  293: 1330  (Dec.  25)  1975. 


i 


introducing  B-C-BID 

B-complex  with  C 


an  improved  delivery  system 

sustained  release  by  micro-dialysis  diffusion 


New  B-C-BID  provides  a smooth,  continuous,  predictable  rate  of  release 
of  water-soluble  B-complex  and  C vitamins.  Your  patient  can  now 
retain  more  of  these  vitamins  because  higher  tissue  levels  can  be  sustained 
much  longer  than  is  possible  with  ordinary  formulations. 

Wherever  B-complex  with  C is  indicated  . . . prescribe  the  product  that 
delivers  most  efficiently  . . . new  B-C-BID. 


EACH  B-C-BID  CAPSULE  CONTAINS: 

Vitamin  B-1  (Thiamine  Mononitrate)  15  mg 

Vitamin  B-2  (Riboflavin)  10  mg 

Vitamin  B-6  (Pyridoxine)  5 mg 

Niacinamide  50  mg 

Calcium  Pantothenate  10  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B-12  (Cyanocobalamin)  5 meg 

DOSAGE:  FOR  CONTINUOUS  24  HOUR  THERAPY, 

ONE  CAPSULE  AFTER  BREAKFAST  AND  ONE  AFTER 
SUPPER.  SAMPLES  ON  REQUEST. 

Formula  developed  and  distributed  by 

GERIATRIC  PHARMACEUTICAL  CORP. 

BOX  68,  FLORAL  PARK,  N2W  YORK  11001 

PIONEERS  IN  GERIATRIC  RESEARCH 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GER-O-FOAM  • TESTAND-B 


193 


Tubal  Sterilization 
by  Laparoscopy 

Simplified  technique 


KRISHNA  B.  SINGH,  M.D.,  M.S., 

F.R.C.S.(C),  F.A.C.O.G. 

Syracuse,  New  York 

Associate  Professor,  Department  of  Obstetrics  and  Gynecology, 
and  Director  of  Gynecologic  Endoscopy  Unit,  State  University 
of  New  York  Upstate  Medical  Center 


It  has  been  pointed  out  that  tubal  sterilizations 
by  laparoscopy  are  associated  with  a significantly 
higher  incidence  of  morbidity  as  compared  with  tubal 
sterilizations  by  the  classic  abdominal  and  vaginal 
methods.1'2  As  a matter  of  fact,  a recent  survey  by 
the  AAGL  (American  Association  of  Gynecologic 
Laparoscopists)  involving  600  members,  of  whom 
96  per  cent  were  specialists  in  obstetrics  and  gyne- 
cology, has  revealed  that  there  were  at  least  15  types 
of  complications  that  occurred  during  laparoscopy. 
The  incidence  of  these  complications  among  the 
physicians  varied  from  1 per  cent  for  operative 
mortality  to  42  per  cent  for  subcutaneous  emphyse- 
ma. Merely  6 per  cent  of  the  physicians  surveyed 
had  reported  that  there  were  no  complications  during 
the  procedure.3  More  recent  data  from  AAGL  have 
shown  definite  improvements  in  morbidity  rates  with 
increased  experience. 

Laparoscopic  tubal  sterilization  is  associated  with 
problems  and  complications  that  are  unique  to  a 
relatively  new  field  of  endoscopic  surgery.  The 
complications  are  mainly  due  to  instrumental  trauma 
of  the  abdomen  or  abdominal  viscera,  although  skin 
and  bowel  burns  from  RF  (radiofrequency)  current 
which  has  been  used  for  electrocoagulation  of  the 
fallopian  tubes  have  been  encountered  on  several 
occasions. 3-7  Some  complications  are  believed  to 
occur  due  to  a relative  lack  of  experience  of  an  aver- 
age gynecologist  in  endoscopic  and  electrosurgical 
techniques;  others  are  definitely  related  to  innate 
problems  of  endoscopy.  Considering  that  laparo- 
scopic tubal  sterilization  provides  several  unique 
advantages  over  the  classic  abdominal  and  vaginal 
methods,  further  improvements  in  techniques  as  well 
as  instruments  for  minimizing  complications  of 
laparoscopy  are  certainly  desirable.  In  fact,  a variety 
of  new  instruments  and  alternative  techniques  have 


A simplified  technique  of  tubal  sterilization  by 
laparoscopy  is  described.  The  technique  is  based  on 
(1)  the  use  of  coagulation-mode  radiofrequency 
current  to  produce  a single,  focal  burn  of  the  fallopian 
tube.  (2)  Using  push-pull  leverage  rather  than 
shearing  and  twisting  of  the  coagulated  segment  of 
the  fallopian  tube  minimizes  mesosalpingeal  bleed- 
ing. Several  advantages  of  the  technique  are  men- 
tioned; results  have  been  published  in  the  September 
issue  of  this  Journal. 


already  been  described  in  the  past  few  years  to 
overcome  some  of  the  drawbacks  of  laparoscopy. 
However,  at  the  present  time,  some  of  these  methods 
are  purely  experimental,  carrying  high  failure  rates, 
and  others  are  too  highly  technical  to  be  used  by  an 
average  gynecologist.8-12 

The  purpose  of  this  article  is  to  describe  a method 
of  laparoscopic  tubal  sterilization  which  has  been 
clinically  proved  to  be  simple,  safe,  and  effective  in 
over  1,000  patients  during  the  past  five  years  at  our 
institution.13  Some  advantages  of  the  procedure  will 
be  mentioned  briefly;  other  technical  considerations 
have  been  described  in  detail  elsewhere.14 

Material  and  methods 

The  surgery  is  performed  in  the  operating  room, 
usually  under  general  anesthesia,  but  local  anesthesia 
may  be  used  in  selected  patients.  The  patient  is 
placed  in  a lithotomy  position  with  her  buttocks 
hanging  over  the  edge  of  the  table.  The  table  may 
be  tilted  only  15  to  30  degrees,  Trendelenburg  posi- 
tion. Following  standard  antiseptic  and  aseptic 
precautions,  the  bladder  is  catheterized  and  a bi- 
manual pelvic  examination  is  performed.  A Semm 
uterine  probe  connected  to  80  to  100  mm.  Hg  suction 
is  thereafter  inserted  into  the  uterus  for  subsequent 
elevation  and  manipulation  of  this  organ  during  tubal 
sterilization. 

A Veress  insufflation  needle  is  inserted  into  the 
abdomen  through  the  umbilicus.  This  needle  is 
connected  to  a Semm  carbon  dioxide  insufflator  by 
means  of  a polyvinyl  tubing,  and  about  2 to  3 L.  of 
carbon  dioxide  gas  are  initially  insufflated  into  the 
abdomen.  Rate  of  flow,  insufflation  pressure,  and 
the  amount  of  carbon  dioxide  gas  from  the  insufflator 
are  noted  during  the  procedure. 

A cresentic  intraumbilical  incision  about  8 mm. 
in  size  is  made  to  provide  air-tight  insertion  of  trocar 
and  cannula.  A pyramidal  trocar  and  cannula  with 
the  carbon  dioxide  input  tubing  now  transferred  from 
the  Veress  needle  is  inserted  through  this  incision 
after  elevating  the  abdominal  wall  from  both  sides. 
Muscle  relaxants  used  in  conjunction  with  general 
anesthesia  help  to  relax  the  abdominal  wall.  As  soon 
as  the  abdominal  wall  is  felt  penetrated,  the  pointed 
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FIGURE  1.  (A)  Adequate  focal  electrocoagulation  of  about  10-mm.  segment  of  fallopian  tube  (arrow)  before  mechanical 

severing.  (B)  Technique  of  mechanical  severing  of  fallopian  tube  by  push-pull  leverage. 


end  of  the  trocar  is  partially  withdrawn  into  the 
cannula.  The  cannula  is  further  advanced  toward 
the  pelvis,  and  the  trocar  is  then  completely  removed. 
The  170-degree,  10-mm.  Palmer-Jacobs  operating 
laparoscope*  with  5.5-mm.  fiberoptic  bundle,  con- 
nected to  a high-intensitv  light  source,  is  inserted  into 
the  cannula  under  direct  vision.  A routine  and  sys- 
tematic survey  of  the  pelvic  organs  is  first  made. 

Using  the  Semm  probe  from  below,  the  uterus  is 
elevated  and  moved  anteriorly  to  one  side  of  the 
pelvic  cavity  to  stretch  the  adnexa  and  bring  the 
fallopian  tube  into  view.  The  uterine  probe  is  then 
held  in  this  position  by  an  assistant.  A 3-mm.  outer 
diameter  by  45-cm.  long  insulated  grasping  forceps, 
having  3-mm.  jaws  as  active  electrode,  is  finally  in- 
troduced into  the  operating  channel  of  the  laparo- 
scope. The  fallopian  tube  is  identified  by  its  ana- 
tomic position  relative  to  the  round  ligament  and  the 
utero-ovarian  ligament,  and  no  attempt  is  made  to 
expose  its  fimbrial  end.  Once  identified,  the  tube  is 
firmly  grasped  between  2 and  5 cm.  from  the  cornual 
end  and  gently  lifted  upward  from  the  mesosalpinx. 
Any  prominent  blood  vessels  or  varicosities  in  the 
mesosalpinx  directly  below  the  jaws  of  the  coagu- 
lating forceps  should  always  be  avoided.  Using 
coagulating-mode  RF  current  of  moderate-peak  in- 
tensity for  a short  duration  of  about  four  to  six  sec- 
onds only,  adequate  but  focal  tissue  coagulation  of 
a small  segment  of  the  fallopian  tube,  8 to  10  mm., 
can  be  expected  (Fig.  1A).  Electrocoagulation  ex- 
tending into  the  mesosalpinx  must  be  avoided. 

The  severing  of  the  fallopian  tube  is  always  per- 
formed mechanically,  using  a push-pull  technique. 
For  this  purpose,  the  laparoscope  is  first  lowered  to 
the  coagulated  tubal  segment  while  holding  this  area 
ot  the  fallopian  tube  with  the  grasping  forceps.  A 
gentle  traction  is  applied  on  the  forceps  which  is  then 

* Richard  Wolf  Instruments  Company,  Chicago,  Illinois. 


firmly  and  slowly  withdrawn  into  the  operating 
channel  of  the  laparoscope  (Fig.  IB).  This  maneuver 
will  sever  the  fallopian  tube  completely,  and  may  also 
provide  a small  tissue  sample  satisfactory  for  histo- 
pathologic.study.13 

Comment 

The  push-pull  technique  of  laparoscopic  tubal 
sterilization  has  been  practiced  routinely  at  our  in- 
stitution in  the  past  five  years.  Over  1,000  patients 
have  been  operated  on  successfully  without  any  sig- 
nificant morbidity  or  true  failure.13  Our  clinical 
experience  to  date  indicates  that  the  technique  is 
highly  effective,  safe,  and  relatively  simple.  This 
technique  can  be  learned  by  an  average  gynecologist. 
The  procedure  can  generally  be  performed  in  about 
ten  minutes  in  an  average  situation.  The  estimated 
blood  loss  is  minimal,  exclusively  from  the  trocar 
puncture,  and  averages  less  than  5 ml.  The  push- 
pull  technique  can  be  performed  as  an  interval  pro- 
cedure, immediately  after  suction  curettage  for 
abortion,  or  in  the  late  postpartum  period  when  the 
uterus  has  become  well  involuted.  The  surgery  can 
be  performed  under  general  anesthesia  as  well  as  with 
local  anesthesia. 

In  contrast  to  the  two-incision  technique,  in  sin- 
gle-incision laparoscopy  the  laparoscope  and  all  op- 
erating ancillary  instruments  must  be  introduced 
through  a single  abdominal  incision.  The  optimal 
site  for  this  incision  should  be  selected  depending  on 
the  patient  profile.  In  most  patients,  a small  in- 
traumbilical  incision  about  8 mm.  in  size  is  preferable 
for  insertion  of  both  the  insufflation  needle  as  well 
as  the  laparoscope  cannula.  A small  incision  pro- 
duces less  tissue  trauma  and  minimizes  bleeding  from 
the  wound.  Also,  the  cannula  remains  positioned 
firmly  on  the  abdominal  wall  throughout  the  proce- 
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dure  without  causing  significant  gas  leakage  from  the 
abdomen.  Wound  healing  is  so  satisfactory  that  no 
scar  is  grossly  visible  postoperatively.  Chances  of 
umbilical  hernia  are  also  minimized.  In  obese  pa- 
tients weighing  between  200  to  300  pounds,  a su- 
prapubic route  may  be  selected  with  some  advantage. 
Extreme  obesity,  a body  weight  of  more  than  300 
pounds,  is  a contraindication  for  laparoscopy. 

The  primary  purpose  of  the  push-pull  technique 
is  to  produce  tubal  interruption  by  mechanical  le- 
verage after  a satisfactory  but  focal  coagulation  by 
RF  current  has  been  achieved.  Thus,  an  important 
element  is  avoidance  of  extensive  and  often  multiple 
sites  of  coagulation  necrosis  of  the  fallopian  tubes  and 
mesosalpingeal  tissue.  Since  only  a small  area  of  the 
fallopian  tube  is  coagulated,  postoperative  morbidity 
is  considerably  reduced.  Further,  chances  of  inad- 
vertent bowel  burns  are  minimized  due  to  short  du- 
ration during  which  RF  current  is  utilized  for  elec- 
trocoagulation. 

The  importance  of  maintaining  an  adequate  length 
and  caliber  of  the  fallopian  tubes  in  young  patients 
undergoing  elective  tubal  sterilizations  by  laparos- 
copy was  apparent  early  in  our  clinical  experience. 
Avoidance  of  tension,  angulation,  or  axial  rotation, 
as  well  as  possible  extensive  damage  to  the  rich  vas- 
cular supply  of  the  fallopian  tubes  after  electroco- 
agulation, were  other  considerations  taken  into  ac- 
count in  developing  this  new  technique.  Extensive 
thermal  damage,  of  the  fallopian  tubes  and  meso- 
salpinx were  routine  findings  rather  than  exceptions 
during  the  two-incision  laparoscopy  technique  that 
was  performed  earlier  at  our  institution. 

Although  the  basic  steps  of  single-incision  lapa- 
roscopy are  essentially  similar,  the  push-pull  tech- 
nique described  here  differs  in  the  following  impor- 
tant technical  considerations  from  those  described 
by  other  investigators:  (1)  use  of  coagulation-mode 
RF-current  and  a forceps  with  smaller,  3-mm.  jaws, 
to  produce  single  focal  burn  of  the  fallopian  tube,  (2) 
use  of  push-pull  leverage  rather  than  shearing  and 
twisting  of  the  coagulated  segment  of  the  tube  to 
minimize  mesosalpingeal  bleeding,  and  (3)  avoidance 
of  extensive  coagulation  of  the  fallopian  tube  so  as  to 
leave  a long,  unburned  segment  on  each  side  and  to 
eliminate  postoperative  morbidity  from  excessive  RF 
burns.1517  The  deeper  and  extensive  RF  burns  of 
the  tubal  and  parametrial  tissues  usually  present 
clinical  features  of  pelvic  inflammatory  disease  (PID) 
in  the  immediate  postoperative  period.  These  so- 
called  flare-ups  of  pelvic  inflammatory  disease  are 
commonly  seen  because  of  extensive  tissue  damage 
from  RF  currents.  It  should  also  be  kept  in  mind 
that  where  extensive  RF  currents  are  primarily  em- 
ployed for  coagulation,  cutting,  and/or  severing  of  the 
fallopian  tubes,  as  in  most  techniques  of  laparoscopic 
tubal  sterilization,  the  blood  supply  of  the  fallopian 
tubes  as  well  as  the  ovaries  may  be  so  compromised 
as  to  adversely  affect  their  physiologic  functions  ei- 
ther temporarily  or  permanently  and  irreversibly. 

In  our  experience,15  the  technique  of  complete 


severing  of  the  fallopian  tubes  from  mechanical  le- 
verage, apart  from  being  a simple,  safe,  fast,  and  ac- 
curate procedure  for  tubal  sterilization,  has  the  fol- 
lowing additional  advantages. 

1.  Because  there  is  clear-cut  and  complete  inter- 
ruption of  tubal  continuity  at  the  time  of  surgery,  con- 
traceptive methods  are  discontinued  quickly,  and 
tubal  patency  tests  or  hysterosalpingograms  are  not  in- 
dicated in  the  postoperative  period. 

2.  Tubal  tissue  specimens  showing  excellent  mor- 
phologic details  can  usually  be  obtained. 

3.  Chances  of  subsequent  tubal  ectopic  pregnan- 
cies are  eliminated. 

4.  The  separated  segments  of  the  fallopian  tubes 
also  remain  protected  from  mucosal  spread  of  any  in- 
fection from  the  endometrium  which  the  patient  may 
acquire  after  tubal  sterilization. 

5.  Owing  to  the  availability  of  long  undistorted 
segments  of  the  fallopian  tubes,  appropriate  tubal  re- 
constructive surgery  may  be  considered  in  selected  pa- 
tients, if  so  desired,  for  possible  restoration  of  fertili- 
ty. 
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Forty  cases  of  dismembered  pyeloplasties  using  ne- 
phrostomy drainage  and  ureteral  splint  are  reviewed. 
No  failures  were  encountered,  and  no  significant 
complications  were  noted. 


Dismembered 

Pyeloplasties 
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A review  of  40  consecutive  dismembered  pyelo- 
plasties performed  at  St.  Luke’s  Hospital  Center  is 
presented.  The  operative  technique  is  similar  to  that 
described  by  Anderson  and  Hynes.1  The  follow-up 
ranges  from  1 to  14  years.  A nephrostomy  and  a 
splinting  catheter  in  the  ureter  were  used  in  all 
cases. 

Twenty-one  female  and  19  male  cases  are  re- 
viewed. The  presenting  symptoms  and  signs  were 
usually  flank  pain  and  urinary  tract  infection. 

The  right  kidney  was  more  commonly  the  site  of 
obstruction  in  the  female,  whereas  the  left  kidney  was 
obstructed  more  often  in  the  male.  Only  four  cases 
presented  aberrant  vessels  as  the  cause  of  obstruc- 
tion. 

The  patients  ranged  in  age  from  newborn  to  70 
years;  five  were  6 years  of  age  and  under. 

There  were  three  complications  noted.  One  was 
wound  infection,  which  responded  to  appropriate 
antibiotics.  One  case  of  urinary  tract  infection  as- 
sociated with  pyelonephritis,  which  resolved  after 
vesicoureteral  reflux,  was  corrected,  and  there  was 
one  case  of  incisional  hernia. 

All  cases  had  an  uneventful  postoperative  recov- 
ery. There  was  no  evidence  of  further  renal  damage 
on  follow-up  intravenous  urogram,  and  all  cases  have 
remained  symptom  free  with  sterile  urine. 

Comment 

In  all  40  cases,  the  ureteropelvic  junction  ob- 
struction was  corrected,  and  no  further  damage  was 
encountered. 

We  feel  that  a watertight  closure  of  the  anasto- 


mosis and  the  use  of  a nephrostomy  tube  and  ureteral 
splint  does  not  introduce  a high  risk  of  infection.  It 
prevents  urinary  leakage  at  the  anastomotic  site  and 
allows  natural  return  of  motility  in  the  renal  pelvis. 
Other  authors  have  reported  stricture  of  the  anas- 
tomosis with  prolonged  urinary  leakage  when  a ne- 
phrostomy tube  was  not  used.-  4 Creevy5  reported 
no  ureteral  strictures  when  a splint  was  used.  The 
dynamics  and  physiology  of  ureteropelvic  junction 
obstruction  were  reviewed  recently  by  Notley  and 
Beaugie.46  The  dismembered  pyeloplasty  effec- 
tively removed  the  diseased  ureteropelvic  junction 
if  stenosis  per  se  was  not  found.7  David  and  La- 
vengood  reported  a significant  incidence  of  ureter- 
opelvic junction  obstruction  in  patients  with 
nephrolithiasis. 

In  our  series,  we  found  that  females  had  a higher 
incidence  of  right  ureteropelvic  junction  obstruc- 
tions, and  in  males  the  left  kidney  was  more  often 
involved.  We  found  only  5 out  of  40  where  aberrant 
renal  vessels  were  causing  obstruction  of  uretero- 
pelvic junction,  and  they  were  all  in  the  right  kid- 
ney. 

Summary 

Forty  cases  of  dismembered  pyeloplasty  using 
nephrostomy  drainage  and  ureteral  splint  are  re- 
viewed. Follow-up  on  all  cases  is  presented.  No 
failures  were  encountered,  and  no  significant  com- 
plications were  noted.  By  using  nephrostomy 
drainage,  urinary  leakage  was  not  encountered. 
Renal  function  improved  or  remained  the  same  in  all 
cases  as  evaluated  by  follow-up  urography. 
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Letters  to  the  Editor 


Mammography  in  detecting 
breast  cancer 

To  the  Editor:  It  was  with  great  dismay  that  I learned 
of  the  decision  of  the  National  Cancer  Institute  and  the 
American  Cancer  Society  to  terminate  the  routine  use  of 
x-ray  mammography  for  women  under  age  50  who  are  en- 
rolled in  a five  year  joint  NCI-ACS  nationwide  project- 
aimed  at  early  detection  of  breast  cancer.  To  me,  there  is 
a problem  in  logic  in  limiting  examination  to  women  age 
50  or  over,  when  breast  cancer  is  the  leading  cause  of  death 
in  women  ages  40  to  44. 

At  present,  the  key  to  controlling  cancer  is  prevention 
or  preclinical  detection.  Breast  cancer,  as  yet,  cannot  be 
prevented,  but  it  can  be  detected  preclinically  by  mam- 
mography, or  detected  presymptomatically  by  clinical 
examination  which  should  always  accompany  mam- 
mography. 

Recently,  there  was  a report  that  radiation  exposure 
from  low  dose  mammography  yearly  may  induce  breast 
cancer.1  I know  of  no  established  proof  of  such  a causal 
relationship.  To  complicate  the  problem  further,  radiation 
does  not  produce  unique  cancers  of  the  breast  that  are 
identifiable  as  being  radiation  induced.2 

The  supposition  that  mammography  may  induce  breast 
cancer  conflicts  with  one  of  the  prime  factors  of  carcino- 
genesis. Essentially,  radiation  carcinogenesis  depends  on 
both  the  radiation  dosage  and  the  sensitivity  of  the  re- 
spective target  organ.  The  latter  has  the  biological  at- 
tribute of  individual  variation,  variability  in  time,  and  is 
dependent  on  differentiation  and  functional  activity.  As 
to  the  breast,  there  are  three  periods  of  functional  activity 
when  the  genetic  material  is  particularly  susceptible:  fetal, 
prepuberty,  and  during  pregnancy.3  In  the  middle  and 
later  years  of  life,  somatic  cells  are  stable  and  react  indo- 
lently to  cancer  producing  agents.4  Generally,  when  a 
cancer  appears  in  later  life,  the  causative  process  began 
much  earlier  in  life,  as  much  as  10  to  50  years  earlier.  If  low 
dose  irradiation  exposure  does  cause  breast  cancer,  the 
latent  period  of  carcinogenesis  may  exceed  the  remaining 
life  expectancy.  For  this  reason,  until  a practical  threshold 
is  determined  for  radiation  carcinogenesis  of  the  breast, 
low  dose  mammography  screening  should  be  continued  for 
women  over  35  years  in  the  high-risk  group,  particularly 
if  the  breasts  are  not  too  dense  for  visualization  of  minimal 
cancers. 

Most  women  are  in  the  high-risk  group.  The  exceptions 
are  those  who  do  not  have  a family  history  of  breast  cancer 
and  have  had  their  first  child  before  the  age  of  21;  who  have 
had  four  or  more  children;  or  have  had  their  menopause 
before  the  age  of  37. 

In  my  years  of  experience  in  the  radiation  field  since 
1933,  neither  my  associates  nor  I have  seen  a breast  cancer 
initiated  by  irradiation.  During  this  period  several  thou- 
sands of  patients  with  breast  cancers  were  examined  and 
a good  number  of  them  were  treated  with  irradiation.  The 

continued  on  page  280 
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Oral  contraceptives,  “the  pill,”  were  introduced 
to  the  public  in  1 960.  Since  then,  the  pill  has  gained 
widespread  acceptance  and  is  currently  the  most 
commonly  used  method  of  birth  control  in  the  United 
States.  Due  to  its  effects  on  the  endocrine  system, 
the  pill  has  been  of  interest  to  cancer  epidemiologists 
as  a possible  agent  in  the  etiology  of  breast  and 
gynecologic  cancers.  The  purpose  of  this  report,  part 
of  a retrospective  study  investigating  the  relationship 
between  oral  contraceptives  and  breast  and 
gynecologic  disease,  is  to  examine  the  prevalence  and 
duration  of  pill  use  and  selected  epidemiologic 
characteristics  associated  with  its  use  among  women 
who  have  never  had  a history  of  either  breast  or 
gynecologic  disease. 

Methods 

Data  for  this  study  were  obtained  between  1970 
and  1974  in  New  York  City  on  1,032  hospitalized 
women  interviewed  as  control  patients  for  an  ongoing 
retrospective  study  of  breast  and  gynecologic  cancers. 
Controls  were  designated  as  women  with  conditions 
other  than  a breast  or  gynecologic  disease  diagnosed 
within  five  years  of  the  interview  date.  Data  on  all 
patients  included  the  time  period  up  to  the  current 
diagnosis  date. 

Trained  interviewers  used  a structured  question- 
naire for  data  collection.  Data  obtained  were  prin- 
cipally demographic  and  socioeconomic,  with  historic 

7'his  study  was  supported  in  part  by  National  Cancer  Institute 
Grant  CA 12376  and  in  part  by  American  Cancer  Society  Grant 
Cl  115. 


Half  the  women  in  this  study  of  oral  contraceptive 
users  started  and  terminated  use  of  pill  between 
the  ages  of  21  and  29;  57  per  cent  used  the  pill  for  two 
years  or  less.  Long-term  use  was  a relatively  rare 
occurrence;  only  20  per  cent  of  the  women  aged  30  to 
34  had  used  the  pill  for  five  years  or  more.  Implica- 
tions of  the  study’s  findings  for  future  cancer  epide- 
miologic research  of  endocrine-related  sites  are  dis- 
cussed. 


data  on  oral  contraceptive  use  by  brand,  dosage,  and 
duration  of  administration.  In  addition,  histories 
of  pregnancy,  menstruation,  hormone  use,  disease, 
surgery,  familial  breast  cancer,  smoking,  drinking, 
and  tranquilizer  and  antidepressant  use  were  col- 
lected. Laboratory  data,  when  available,  were  ob- 
tained for  each  respondent  from  the  patient  chart. 
Patients  whose  laboratory  data  were  not  available 
were  not  included  in  the  final  analysis,  accounting  for 
the  differences  in  totals  for  each  table  of  analysis. 

Results 

Demographic  characteristics  of  the  sample. 

Subjects  in  this  study  ranged  in  age  from  18  to  52 
years.  More  than  half,  56  per  cent,  were  interviewed 
in  two  large  voluntary  hospitals;  30  per  cent  were  seen 
in  city  hospitals.  The  majority,  54  per  cent,  were 
ward  patients,  37.5  per  cent  were  semiprivate,  and 
8 per  cent  private-status  patients.  For  analysis, 
semiprivate  and  private  were  combined. 

Roughly  half  the  sample  comprised  Caucasian  (55 
per  cent),  Catholic  (47  per  cent),  well-educated  (>12 
years  education)  (48  per  cent),  and  married  (58  per 
cent)  women  who  were  currently  employed  (53  per 
cent).  Two-thirds  (60  per  cent)  of  them  held 
white-collar  positions.  Of  the  47  per  cent  unem- 
ployed, 82  per  cent  claimed  to  be  “housewives.” 
Blacks  made  up  29  per  cent  of  the  study  and  Puerto 
Ricans  17  per  cent.  Other  religious  groups  repre- 
sented were  Protestant  (41  per  cent)  and  Jewish  (12 
per  cent).  Thirty-eight  per  cent  had  under  12  years 
of  education,  and  15  per  cent  had  over  16  years. 
Widowed,  separated,  or  divorced  women  comprised 
42  per  cent  of  the  sample. 

Demographic  characteristics  of  oral  contra- 
ceptive users.  The  prevalence  of  pill  use  peaked 
between  ages  27  to  29,  and  declined  steadily  with 
older-age  groups.  It  was  most  used  by  currently 
married  women  and  least  used  by  those  never  mar- 
ried. 

Significant  racial  differences  in  the  prevalence  of 
pill  use  were  apparent  only  in  the  oldest-age  group 
(p  < 0.01)  where  13  per  cent  of  the  Caucasians  had 
ever  used  the  pill  compared  with  only  3 per  cent  of 
the  black  and  2 per  cent  of  the  Puerto  Rican  women. 
By  religion,  older  Catholic  women  had  the  lowest  rate 
of  pill  use  (6  per  cent),  compared  with  Protestants  (12 
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TABLE  I.  Current  and  former  pill  users,  by  age  group 


r ■ 

— User  Status— 

A 

Cur- 

For- 

Age 

rent 

mer 

Total 

Groups 

Num- 

(Per 

Num- 

(Per 

Num- 

(Per 

(Years) 

ber 

Cent) 

ber 

Cent) 

ber 

Cent) 

18  to  24 

18 

(27) 

49 

(73) 

67 

08) 

25  to  34 

40 

(21) 

147 

(79) 

187 

(50) 

35  to  44 

6 

(7) 

79 

(93) 

85 

(23) 

45  to  54 

3 

(9) 

32 

(91) 

35 

(10) 

Total 

67 

(18) 

307 

(82) 

374 

(100) 

per  cent)  and  Jews  (16  per  cent)  (p  < 0.05),  in  all  age 
groups,  although  the  differences  below  age  45  were 
not  statistically  significant. 

No  statistically  significant  association  was  found 
between  higher  educational  attainment  and  an  in- 
creased prevalence  of  pill  use.  The  highest  rate  of 
oral  contraceptive  use  (83  per  cent)  occurred  in 
women  aged  25  to  34  who  attended  schooling  beyond 
college.  Occupational  status  was  reflected  by  edu- 
cational attainment,  since  women  who  were  em- 
ployed in  white-collar  jobs  (professional  and  tech- 
nical) had  higher  rates  of  pill  use  than  did  women 
employed  in  blue-collar  jobs  (primarily  semi- 
skilled). 

Epidemiologic  characteristics  of  oral  contra- 
ceptive users.  Only  18  per  cent  of  the  women  who 
had  ever  used  oral  contraceptives  were  still  taking 
them  at  the  time  of  their  interview.  More  women 
under  34  years  of  age  were  current  pill  users  than 
were  women  over  age  34  (Table  I).  In  all  age  groups 
except  the  18  to  20-year  age  group,  more  than  50  per 
cent  of  the  pill  users  discontinued  use  in  the  same 
five-year  interval  in  which  they  began.  There  was 
a trend  toward  a positive  association  between  long 
duration  of  pill  use  and  older  ages.  Women  in  the 
oldest-age  group  had  used  the  pill  about  three  times 
longer  than  had  the  youngest  women,  31.7  months 
versus  9.6  months.  The  experience  of  adverse  side- 
effects  was  the  reason  most  frequently  given  (55  per 
cent)  for  terminating  pill  use,  particularly  by  the 
oldest-age  group  (66  per  cent).  A physician’s  advice 
was  the  next  most  frequent  reason  given.  The  desire 
to  conceive  caused  8 per  cent  of  the  women  aged  25 
to  44  to  stop  pill  use.  Other  reasons  which  were 
unspecified  occurred  most  frequently  among  women 
aged  18  to  24. 

Sixty-eight  per  cent  of  all  pill  users  reported  at 
least  one  major  side-effect.  The  symptoms  and  their 
proportion  were  similar  to  those  found  by  others1’2: 
disturbances  in  menstrual  flow  (52  per  cent),  in- 
creased breast  swelling  and  tenderness  (22  per  cent), 
severe  abdominal  bloating  (20  per  cent),  and  more 
severe  cramps  during  menstruation  (8  per  cent). 

Among  patients  who  reported  previous  sexual 
experience  (95.7  per  cent),  the  highest  prevalence  of 
pill  use  in  the  18  to  24  age  group  was  observed  in 
those  who  had  their  first  sexual  experience  between 
the  ages  of  16  and  18  (76  per  cent).  For  women  aged 
25  to  34,  pill  use  was  highest  among  those  who  re- 
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FIGURE  1.  Median  age  of  females  at  first  sexual  inter- 
course. first  marriage,  and  first  pregnancy,  by  age  groups. 
Selected  New  York  hospitals,  1970  to  1974. 


ported  that  their  first  sexual  intercourse  occurred 
between  ages  22  to  24  (85  per  cent).  The  same  pat- 
tern was  observed  for  women  aged  25  to  44  years. 
Pill  use  was  reported  most  frequently  by  those  who 
had  had  their  first  sexual  intercourse  between  ages 
22  to  24  (47  per  cent).  Among  the  oldest  women  of 
this  sample,  the  highest  proportion  of  pill  users  was 
observed  in  women  whose  first  sexual  intercourse 
occurred  between  ages  25  to  30  (18  per  cent). 

The  median  ages  at  which  pill  users  first  experi- 
enced sexual  intercourse,  marriage,  and  pregnancy 
were  compared  with  the  corresponding  median  ages 
in  all  women  by  age  group  (Fig.  1).  Except  for  first 
sexual  intercourse  in  the  youngest  women,  these 
events  occurred  to  pill  users  at  younger  ages  than 
they  did  to  the  average  woman  in  the  sample  within 
their  age  group.  For  all  three  events,  these  differ- 
ences were  most  discernible  in  the  women  aged  45  to 
54. 

Comment 

A marked  characteristic  of  this  study’s  control 
sample  was  the  exceedingly  high  prevalence  but  short 
duration  (<  two  years)  of  oral  contraceptive  use 
among  women  in  their  late  20s  and  the  infrequency 
of  long-term  users  (>  four  years)  in  any  age  group. 
Since  only  19.7  per  cent  of  the  women  had  used  the 
pill  for  four  years  or  more,  and  59  per  cent  of  the  en- 
tire sample  had  used  the  pill  for  less  than  two  years, 
it  would  appear  that  any  significant  epidemiologic 
differences  occurring  between  cancer  patients  and 
matched  controls  would  most  likely  appear  in  the 
duration  of  pill  use.  Differences  might  be  found 
among  older  women,  where  duration  of  use,  as  found 
in  this  study,  tended  to  be  longer  than  among  youn- 
ger women.  Until  this  is  shown,  it  would  appear  that 
if  this  study’s  control  sample  is  at  all  representative 
of  other  samples,  the  possible  oncologic  effects  of  oral 
contraceptive  use  would  have  to  be  great,  given  that 
most  pill  use  in  this  sample  was  of  less  than  two  years’ 
duration. 

Other  demographic  and  epidemiologic  findings  in 
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this  study  confirm  those  of  other  reports.1’3-7  Two 
variables,  education  and  religion,  that  have  tradi- 
tionally distinguished  oral  contraceptive  users  from 
nonusers  were  found  to  be  less  discriminating  than 
reported  in  earlier  surveys.3’4’8 

Contraceptive  use  and  occupational  experience  in 
this  study  showed  that  women  over  age  24  and  of 
higher  occupational  status  were  more  likely  to  use 
oral  contraceptives  than  were  women  of  lower  job 
status.  The  1970  National  Fertility  Study  reported 
by  Westoff,6  however,  showed  that  lower-income 
(therefore,  lower  occupational  status)  women  had 
almost  reached  the  level  of  oral  contraceptive  use 
typical  of  higher-income  women;  data  from  this  study 
on  women  under  age  24  showed  the  same  trend.  An 
inverse  relationship  found  between  pill  use  and  ed- 
ucation for  women  aged  24  or  less  was  probably  due 
to  incompletion  of  education  by  women  in  this  age 
group.  Women  age  25  and  over  showed  an  increased 
prevalence  of  use  with  higher  education.  However, 
no  statistically  significant  differences  were  found  by 
level  of  education  and  pill  use  in  each  age  group,  95 
per  cent  confidence  limits.  This  pattern  supports 
Ryder  and  Westoff’s3’9  findings  that  the  proportion 
of  women  using  contraception  has  traditionally 
varied  directly  with  educational  attainment.  How- 
ever, the  most  recent  data  from  the  National  Fertility 
Survey  reported  by  Rindfuss  and  Westoff5  indicates 
that  differences  in  pill  use  by  education  are  negligi- 
ble, a fact  probably  due  to  the  widespread  availability 
of  family-planning  information  that  would  cut  across 
educational  barriers. 

Differentiating  variables  in  this  study  were  marital 
status,  child-bearing  characteristics,  and  smoking 
habits.  Currently  married  women  were  most  likely 
to  have  used  oral  contraceptives;  never-married 
women  were  least  likely  to  have  used  them.  A higher 
proportion  of  oral  contraceptive  users  was  found 
among  young,  married  women  (<  24  years),  com- 
pared with  other  age  groups,  a tendency  associated 
with  postponement  of  child  bearing  among  American 
women  (1969  to  1973)  beyond  the  first  few  years  of 
marriage. 

By  smoking  status,  the  data  showed  a positive 
trend  between  pill  use  and  tobacco  use,  for  all  ages. 
A greater  proportion  of  women  who  were  never 
married  and  had  used  oral  contraception  were  also 
smokers,  compared  with  all  other  women,  regardless 
of  age.  Similar  findings  were  reported  by  oth- 


Summary 

There  are  two  basic  implications  generated  by  this 


study.  First,  oral  contraceptive  users  do  not  appear 
to  be  significantly  differentiated  by  education  and 
religion;  therefore,  epidemiologic  studies  involving 
oral  contraceptive  analysis  should  not  be  designed 
around  these  variables  traditionally  associated  with 
the  user/nonuser  distinction. 

Second,  and  most  important,  duration  of  use 
among  pill  users  in  this  study  was  short.  Long-term 
use  (four  plus  years)  accounted  for  only  19.7  per  cent 
of  the  user  sample. 

The  measurable  potential  effects  due  to  long-term 
use  of  oral  contraceptives  and  tumorogenesis  would 
therefore  be  subject  to  the  problems  of  obtaining  a 
sample  size  large  enough  to  make  a significant  anal- 
ysis in  a case-control  study.  If  discontinuation 
patterns  remain  as  described,  efforts  to  implicate  the 
pill  or  its  constituent  hormones  as  carcinogens  re- 
quire a reexamination  of  its  effects  given  short  du- 
ration of  use  and  the  interval  between  cessation  and 
cancer  incidence. 
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Varicose  Veins 


Over  the  last  decade  reports  have  appeared  on  the 
applicability  of  sclerosing  agents  as  a treatment  of 
varicose  veins.  The  acute  alteration  of  venous  cir- 
culation following  the  introduction  of  a sclerosant  has 
not  been  described.  In  this  report,  we  describe  the 
effects  of  sclerosing  agents  on  venous  blood  flow  by 
venography  prior  to  and  following  the  injection  of 
sodium  tetradecyl  sulfate  (Sotradecol)  into  varicose 
veins. 
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Over  the  last  decade  reports  have  appeared  on  the 
applicability  of  sclerosing  agents  as  a treatment  of 
varicose  veins.  The  acute  alteration  of  venous  cir- 
culation following  the  introduction  of  a sclerosant  has 
not  been  described.  In  this  report,  we  describe  the 
effects  of  sclerosing  agents  on  venous  blood  flow  by 
venography  prior  to  and  following  the  injection  of 
sodium  tetradecyl  sulfate  (Sotradecol)  into  varicose 
veins. 


Materials  and  methods 

Twelve  patients,  eight  female  and  four  male,  be- 
tween the  ages  of  25  and  65,  suffering  from  varicosi- 
ties were  studied.  Two  of  the  patients  had  experi- 
enced recurrences  of  their  varicose  veins  after  sur- 
gery. The  majority  of  patients  complained  of 
tiredness,  nocturnal  leg  cramps,  and  the  unsightly 
appearance  of  their  legs.  Most  had  large,  bulging 
varicosities  with  varying  degrees  of  chronic  venous 
insufficiency  and  no  evidence  of  peripheral  arterial 
disease. 


A venogram  was  performed  in  each  case  by  in- 
jecting 50  per  cent  meglumine  diatrizoate  (Hypaque) 
into  a varicosity  or  foot  vein  using  a hand-held  sy- 
ringe. Following  the  injection  of  the  contrast  ma- 
terial, the  vein  was  flushed  with  normal  saline.  With 
the  leg  elevated  45  degrees,  the  varix  was  emptied  of 
blood  employing  a syringe  and  needle  and  then  in- 
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jected  with  0.5  ml.  of  1 per  cent  sodium  tetradecyl 
sulfate  by  a method  previously  described.1  The  in- 
jection was  completed  over  a period  of  one  to  three 
minutes,  and  manual  compression  was  maintained 
over  the  vein  for  three  more  minutes.  This  maneu- 
ver has  been  reported  to  prevent  leakage  of  sclerosing 
solution  into  the  deep  veins  and  prevent  possible 
deep  venous  thrombosis.2,3  The  treated  vessel  was 
flushed  with  saline  immediately  after  injection  of  the 
sclerosant.  All  successfully  treated  patients  dem- 
onstrated redness,  induration,  and  some  mild  dis- 
comfort over  the  sclerosed  vessel.  The  needle  was 
maintained  in  its  original  position,  and  a post-ther- 
apy venogram  was  done  6 to  14  minutes  later. 

Results 

Venography  performed  prior  to  the  injection  of  the 


FIGURE  1.  Left  leg.  (A)  Prior  to  the  injection  of  sodium 
tetradecyl  sulfate  shows  marked  multiple  varicosities  of  long 
saphenous  vein.  No  evidence  of  deep  venous  flow.  (B) 
After  14  minutes  there  is  diminution  of  caliber  of  distal  varices 
with  narrowing  of  proximal  varices.  Significant  shunting  to 
deep  veins  seen. 


sclerosing  agent  demonstrated  varicosities  of  the 
superficial  veins  with  no  visualization  of  the  deep 
veins  in  1 1 of  our  patients.  Following  injection  there 
was  immediate  spasm  of  the  treated  varicosity  and 
the  proximal  veins.  Secondarily,  blood  was  shunted 
from  the  superficial  varicosities  to  the  deep  venous 
system.  In  Figure  1,  large  multiple  varicose  veins  of 
the  long  saphenous  system  are  evident,  with  no  sign 
of  deep  venous  flow  before  the  use  of  sodium  tetra- 
decyl sulfate.  After  14  minutes  the  caliber  of  the 
distal  and  proximal  varices  was  significantly  reduced; 


FIGURE  2.  Venograms  of  left  lower  extremity.  (A)  Prior 
to  sclerosing  injection.  Shows  some  visualization  of  deep 
venous  system  with  great  abundance  of  superficial  vari- 
cosities. (B)  Fourteen  minutes  postsclerotherapy  there  is 
complete  obliteration  of  varices  with  markedly  increased 
venous  shunting. 


February  1977/New  York  State  Journal  of  Medicine  205 


rosing  therapy  with  needle.  Large  varicosity  seen  with  aneurysmal  dilatation  of  proximal  portion  of  long  saphenous  vein.  No 
shunting  observed.  (B)  Twelve  minutes  postinjection  shows  marked  narrowing  of  entire  segment  distally  and  proximally 
with  sharp  decease  in  size  of  the  aneurysm.  (C)  Fourteen  minutes  later  there  is  progression  of  narrowing  with  shunting 
to  deep  veins. 


shunting  to  the  deep  veins  is  clearly  seen.  Some  vi- 
sualization of  the  deep  veins  is  present  in  Figure  2, 
before  therapy.  Within  14  minutes  increased  venous 
shunting  is  apparent.  The  widespread  obliteration 
of  the  superficial  varices  is  particularly  impressive. 
The  needle  is  in  the  varix  in  Figure  3,  and  a large 
varicosity  is  observed  with  aneurysmal  dilatation  of 
the  proximal  portion  of  the  long  saphenous  vein. 
The  deep  veins  are  not  visualized.  Twelve  minutes 
after  injection  of  the  sclerosant  there  is  marked 
narrowing  of  the  varix  distally  with  a reduction  in  the 
size  of  the  aneurysm. 

In  Figure  4,  only  6 minutes  after  the  introduction 
of  sodium  tetradecyl  sulfate,  significant  narrowing 
of  the  varicosities  and  shunting  of  blood  to  the  deep 
veins  is  obvious. 


Comment  and  clinical  implications 

Quill  and  Fegan4  conducted  venograms  on  11  pa- 
tients with  varicosities  of  the  long  saphenous  system 
prior  to  and  following  the  completion  of  compression 
sclerotherapy.  In  nine  patients  narrowing  of  the 
proximal  untreated  portion  of  the  long  saphenous 
vein  occurred.  They  concluded  that  dilatation  and 
incompetence  of  the  long  saphenous  vein  and  its 
valves  could  be  overcome  by  injection  treatment,  but 
they  did  not  demonstrate  the  acute  shunting  of  blood 
from  the  superficial  to  the  deep  venous  system  or 
immediate  venous  spasm. 

After  the  injection  of  sodium  tetradecyl  sulfate  in 
this  study,  marked  spasm  occurred  in  distal  and 
proximal  varices  that  resulted  in  shunting  of  blood 
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into  the  deep  system;  blood  diverted  into  the  deep 
veins  is  aided  by  muscular  contraction  in  its  flow  back 
to  the  heart.  The  initial  spasm  is  followed  by  oblit- 
eration of  the  varices.  The  long-term  efficacy  of 
sclerosant  therapy  was  not  evaluated  in  this  project 
but  is  under  study. 

Figure  5A  demonstrates  huge,  winding  varicosities 
of  the  right  leg  and  thigh  of  a 58-year-old  man.  His 
presenting  complaints  were  pain  and  swelling  of  the 
extremity  on  prolonged  standing.  In  addition,  he 
was  disturbed  by  the  appearance  of  his  leg.  One-half 
ml.  of  1 per  cent  sodium  tetradecyl  sulfate  was  in- 
jected into  the  lowermost  varicosity  employing  the 
method  previously  described.1  One  hour  later  the 
vein  was  indurated  and  red.  A large  varicosity  im- 
mediately above  the  treated  vein  was  then  injected 
in  the  same  manner  with  0.5  ml.  of  3 per  cent  sodium 
tetradecyl  sulfate.  Postinjection  manual  compres- 
sion was  exerted  for  approximately  five  minutes. 


FIGURE  4.  Venograms.  (A)  Needle  in  varix.  Shows 
varices  of  long  saphenous  system.  (B)  Six  minutes  after 
sclerotherapy  there  is  marked  narrowing  of  varicosities, 
distally  and  proximally,  over  wide  area  with  substantial 
shunting  to  deep  veins. 


The  patient  complained  of  mild  discomfort  in  the 
injected  leg.  Examination  of  the  patient  in  the 
standing  position  revealed  the  veins  in  the  leg  to  be 
red  and  still  enlarged.  The  huge  thigh  veins  had 
completely  collapsed  and  were  no  longer  visible,  but 
within  15  minutes  they  began  to  reappear.  An  ad- 
ditional 0.25  ml.  of  3 per  cent  of  the  sclerosant  was 
injected  into  the  same  varicosity  with  the  leg  elevated 
at  about  a 45-degree  angle,  postinjection  manual 
compression  was  again  applied  for  five  minutes,  and 
the  patient  was  discharged.  Twenty-four  hours  later 
the  varicosities  in  the  lower  extremity  were  no  longer 
present  (Fig.  5B).  In  less  than  a week,  the  patient’s 
original  symptoms  of  pain  and  swelling  on  prolonged 
standing  had  improved  significantly. 

The  sequence  of  events  that  took  place  in  this  pa- 
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FIGURE  5.  Photographs  of  right  leg  and  thigh.  (A)  Bulging 
varicosities  shown  with  skin  changes  due  to  stasis  anoxia. 
Note  particularly  deep  discoloration  surrounding  internal 
malleolus.  (B)  Twenty-four  hours  iater  no  varicosities  visible. 
Unmistakable  evidence  of  reduced  discoloration  in  vicinity 
of  the  internal  malleolus.  This  could  be  due  to  increased 
velocity  of  blood  flow  secondary  to  shunting  of  blood  to  deep 
veins. 


tient  are  easily  appreciated,  in  light  of  our  veno- 
graphic  studies.  Injection  of  the  sclerosant  into  the 
varicose  veins  caused  intense  local  irritation  ac- 
companied by  diffuse  spasm  of  the  proximal  un- 
treated section  of  the  long  saphenous  vein.  Secon- 
dary to  spasm,  obliteration  of  the  lumen  subse- 
quently occurred. 

Deep  venous  thrombosis  has  rarely  resulted  from 
the  injection  of  sclerosant  into  superficial  varicosities. 
The  combination  of  spasm,  slow  flow,  and  dilution 
of  the  therapeutic  agent  in  the  high  flow  deep  venous 
system  very  likely  prevents  this  complication. 

The  shunting  of  blood  into  the  deep  venous  system 
acts  to  lower  the  hydrostatic  pressure  in  the  saphe- 
nous veins,  reducing  further  dilatation  and  valvular 
damage.  The  symptomatic  relief  and  improved 
clinical  appearance  following  venosclerotherapy  and 
a clearer  understanding  of  the  physiologic  basis  of 
treatment  indicate  that  favorable  results  can  be  ex- 
pected from  this  form  of  therapy. 

Summary 

In  an  attempt  to  define  the  acute  alterations  fol- 
lowing venosclerotherapy,  phlehographic  studies 
were  conducted  on  12  patients.  Within  six  minutes 
after  the  injection  of  sodium  tetradecyl  sulfate,  a 
diffuse  spasm  of  the  distal  and  proximal  varicose 
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veins  occurs.  Blood  is  shunted  from  the  superficial 
varices  to  the  deep  veins.  The  widespread  spasm  of 
the  varicosities  leads  to  their  obliteration.  It  is 
suggested  that  the  shunting  of  blood  into  the  deep 
venous  system  helps  to  prevent  progressive  dilatation 
and  valvular  damage  of  the  saphenous  veins.  The 
results  of  venography  clarify  the  acute  effects  of 
sclerosants  on  superficial  veins  and  on  blood  flow. 
When  properly  applied,  the  injection  treatment  of 
varicose  veins  is  simple  and  efficacious. 

2135  79th  Street 
Brooklyn,  New  York  11214 
' (DR.  PERCHUK) 
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The  health  status  of  people  entering  correctional 
tacilities  and  the  health  problems  they  develop  while 
incarcerated  are  for  the  most  part  unknown.  A re- 
view of  prison  health  literature  reveals  studies  of 
inmates’  dental  problems,1,2  several  isolated  injury 
reports,’-4  some  anecdotal  reports  by  surgeons,5,6  and 
several  articles  concerned  with  psychiatric  inter- 
ventions. ‘ 10  Only  two  surveys  of  medical  problems 
of  prisoners  could  be  located.  In  both  surveys,  the 
subjects  were  in  a county  jail,1112  and  they  were 
primarily  vagrant,  alcoholic  males  convicted  of  minor 
offenses.  In  one  of  these  studies,  the  authors  con- 
cluded that  the  tuberculosis  and  diabetes  case  finding 
was  worthwhile  and  recommended  that  psychiatric 
service  be  made  available.11  In  the  other,  a class- 
action  suit  against  the  city  brought  contract  medicine 
to  the  jail.12 

The  paucity  of  prison  health  literature  may  be 
ascribed  partly  to  insufficient  prison  health  care  and 


The  inadequacy  of  prison  health  care  has  been  doc- 
umented in  several  recent  evaluations  of  United 
States'  correctional  facilities.  However,  data  on  the 
magnitude  and  specifics  of  health  needs  and  services 
in  these  facilities  remain  scarce.  This  article  reports 
recent  work  by  a medical  group  in  New  York  State 
who  designed  and  began  to  implement  a medical 
record  and  health  data  system  for  the  State  correc- 
tional facilities.  Although  diverse  in  inmate  popu- 
lation, health  personnel,  and  prior  organization,  each 
correctional  facility  reported  a high  utilization  of  the 
medical  care  facilities.  In  the  initial  phase  of  the 
project  described  here,  efforts  have  been  concen- 
trated in  twoareas:  (1)  maximizing  appropriate  use 
of  existing  personnel,  and  (2)  introducing  a uniform 
medical  record  system.  Specific  modifications  for 
appropriate  personnel  use  include  nurse  screening 
of  those  who  come  to  sick  call.  A related  modification 
to  rationalize  personnel  use  is  the  introduction  of  a 
nonprescription  pharmacy,  where  inmates  may  ob- 
tain certain  medications  without  a nurse  of  physician 
contact.  The  major  features  of  the  new  medical 
record  and  data  collection  system  are  the  problem- 
oriented  medical  record  and  a computer-based  data 
system.  Facilities’  health  personnel  have  been 
trained  to  enter  appropriate  disease  and  provide  code 
numbers  when  recording  sick  call  problems  or  taking 
medical  histories.  The  resulting  computer-gener- 
ated aggregate  data,  on  the  behavior  of  health  pro- 
viders as  well  as  the  complaints  and  chronic  condi- 
tions of  inmates,  should  be  useful  in  planning  further 
improvements  in  the  delivery  of  health  services  to  the 
institutionalized  population  in  New  York  State  and 
elsewhere. 


partly  to  inadequate  medical  records.  An  American 
Medical  Association  survey  of  the  nation’s  correc- 
tional facilities  concerned  with  the  availability  of 
medical  resources  to  prisoners  reported  that  in  1973 
“65.5  per  cent  of  responding  jails  had  only  first  aid 
facilities,  while  16.7  per  cent  had  no  internal  medical 
facilities.”13  Many  prisons  use  community  medical 
facilities  but  access  is  markedly  restricted.  The  rea- 
sons for  inadequate  medical  care  to  prisoners  are 
multiple  and  include  overall  scarcity  of  medical 
personnel,  security  problems,  insufficient  financial 
resources,  and  societal  attitudes  toward  prisoners. 

There  are  indications  that  official  attitudes  toward 
prisoners  may  be  changing.  The  Massachusetts 
Prison  Health  Project,  which  sought  to  upgrade  care, 
establish  standards,  and  establish  a separate  prison 
medical  service,  and  a contract  between  the  Monte- 
fiore  Hospital  and  the  New  York  City  prisons  to 
provide  comprehensive  medical  care  for  their  in- 
mates are  examples  of  attempts  to  upgrade  the 
medical  care  given  to  prisoners.14,15  The  establish- 
ment of  guidelines  to  govern  research  on  prisoners 
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is  additional  evidence  of  increased  attention  to  the 
welfare  of  inmates.16 

If  the  quality  and  scope  of  health  services  in  cor- 
rectional facilities  are  to  be  changed,  it  will  first  be 
necessary  to  assess  accurately  the  medical  care  that 
is  currently  being  delivered.  The  previously  men- 
tioned American  Medical  Association  survey  is  an 
excellent  initial  endeavor.  Additionally,  information 
on  the  health  status  of  entering  prisoners  and  on 
morbidity  patterns  of  inmates  within  various  facili- 
ties is  needed  to  establish  measurement  criteria  for 
setting  standards  of  care.  Once  standards  are  de- 
veloped, these  data  will  provide  health  planners  and 
legislators  with  the  information  they  require  to  assess 
the  magnitude  of  the  problem  and  to  permit  esti- 
mates of  the  resources  necessary  to  correct  existing 
deficiencies.  To  collect  this  information,  standar- 
dized health  rec.ords  and  a health  data  system  are 
required. 

As  part  of  a program  to  upgrade  medical  services, 
the  Department  of  Health  Services  of  the  State  of 
New  York  Department  of  Correctional  Services 
contracted  with  the  University  of  Rochester-Family 
Medicine  Program  to  design  a medical  record  and 
medical  data  system  for  their  health  facilities.  The 
goals  of  the  project  were  as  follows: 

1.  Evaluation  of  health-care  delivery  and  use  of 
professional  and  ancillary  personnel. 

2.  Evaluation  of  existing  medical  records. 

3.  Design  of  medical  records  that  permit  retrieval 
of  medical  information  to  maximize  the  quality  of 
health  care  given. 

4.  Design  of  a data  system  to  provide  information 
to  administrators  for  planning  purposes,  to  health-care 
providers  for  patient  management,  and  to  both  groups 
for  audit  of  quality  of  care. 

5.  Instruction  of  health  care  providers  in  the  use  of 
the  new  system. 

Initially,  three  diverse  correctional  facilities  were 
evaluated  and  enrolled  in  the  project.  Currently,  the 
program  is  being  expanded  to  include  all  New  York 
State  correctional  facilities.  This  is  a report  of  our 
experience  with  the  initial  phase  of  the  project. 

Method 

Health-care  delivery  was  evaluated  in  three  New 
York  State  correctional  facilities.  These  facilities 
were  Attica,  Elmira,  and  Green  Haven.  A multi- 
disciplinary team  of  physician,  research  coordinator, 
sociologist,  and  two  health  care  administrator/ 
evaluators  made  site  visits  to  each  of  these  facilities. 
Ambulatory  health-care  delivery  systems  or  sick  call, 
pharmacies,  laboratory  and  x-ray  facilities,  dental 
care  facilities,  inpatient  facilities,  consultation  ser- 
vices, and  medical  records  were  assessed  by  the 
team. 

Following  each  site  visit,  detailed  reports  were 
prepared  with  recommendations  covering  three 
major  areas: 


1.  Delivery  of  health  care. 

2.  Medical  records,  including  forms  used,  methods 
of  recording  data,  organization  of  the  medical  chart, 
and  classification  and  coding  of  medical  problems. 

3.  Techniques  for  transmission  of  medical  data  to 
a central  office  for  processing  and  preparation  of  re- 
ports. 

The  initial  phase  of  the  project  included  imple- 
menting changes  in  these  three  areas. 

Following  the  initial  site  visit,  new  medical  record 
forms  were  designed,  and  a series  of  two-day  semi- 
nars was  given  which  provided  instruction  for  facil- 
ities’ medical  personnel  in  the  use  of  these  new  sys- 
tems. Providers  from  each  of  the  three  facilities  were 
present  at  these  seminars. 

Results 

Observations  of  preexisting  systems.  Overview 
of  the  organization  of  ambulatory  health-care  de- 
livery. The  system  for  delivering  ambulatory  health 
care  differed  among  the  several  correctional  facilities 
and  was  influenced  by  availability  and  skills  of 
medical  personnel,  perception  of  security  needs,  and 
the  structure  and  tradition  of  the  particular  medical 
care. 

The  relationship  of  the  medical  provider  to  the 
inmate  was  affected  by  the  high  utilization  of  medical 
care  which  is  characteristic  of  prison  populations. 
Prison  health-care  facilities  are  utilized  daily  by  up 
to  10  per  cent  of  the  prison  population  for  both 
medical  and  nonmedical  purposes.  Therefore,  in 
Attica,  for  instance,  with  a population  at  times  ex- 
ceeding 2,000,  more  than  200  inmates  may  request 
some  form  of  medical  care  in  a single  day.  The  range 
of  problems  varies  from  requests  for  simple  medi- 
cations such  as  aspirin,  foot  powder,  or  Vaseline,  to 
the  presentation  of  serious  illnesses. 

The  consequences  of  this  volume  and  type  of  uti- 
lization in  the  prison  settings  relate  to  the  approaches 
taken  to  handle  the  day-to-day  delivery  of  medical 
care.  These  approaches  differed  somewhat  among 
the  institutions  visited.  At  both  Elmira  and  Green 
Haven,  some  use  was  made  of  nonphysician  person- 
nel to  supplement  physicians  and  to  act  as  triage 
agents.  At  Elmira,  patients  were  routinely  screened 
by  nurses.  In  Green  Haven,  some  medications  were 
available  directly  from  the  pharmacy  on  request  by 
an  inmate.  At  Attica,  the  physicians  saw  every  in- 
mate, regardless  of  the  problem.  At  the  latter  fa- 
cility, medications  were  dispensed  by  the  physicians 
during  sick  call  from  a cart  containing  commonly 
used  pharmacy  items. 

Health  records.  As  part  of  the  intake  process, 
each  incoming  prisoner  receives  a complete  medical 
examination  at  a reception  center.  A copy  of  the 
examination  findings  accompanies  the  inmate  to  a 
classification  center  and  finally  to  the  facility  to 
which  he  is  permanently  assigned.  During  our  site 
visits,  it  was  noted  that  these  examination  forms  and 
the  old  medical  records  from  any  prior  incarcerations 
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FIGURE  2.  Physical  examination. 


were  filed  in  a medical  folder  which  was  stored  in  a 
location  apart  from  the  site  of  medical  care  delivery 
and  as  a result  were  rarely  consulted.  Ambulatory 
medical  data  collected  subsequently  were  recorded 
on  an  8.5  by  11 -inch  heavy  stock  paper  sick  call  card. 
Recording  was  minimal,  consisting  of  the  date  and 
usually  a word  or  two  about  the  condition  or  medi- 
cation given.  Examples  are  “headache — aspirin,” 
or  simply  “cold  tablets.” 

Changes  in  organization  and  records.  The 

major  changes  in  the  delivery  of  health  care  were 
designed  to  utilize  the  available  physician  manpower 
more  effectively.  The  initial  contact  of  the  inmate 
with  the  medical  care  system  may  now7  occur  at  a 
nonprescription  pharmacy.  The  health  director  at 
each  correctional  facility  is  asked  to  list  those  medi- 
cations that  he  is  willing  to  dispense  to  inmates  at 
their  request.  Included  may  be  such  items  as  foot 
powder,  hair  tonic,  and  aspirin.  Inmates  are  per- 
mitted to  obtain  these  items  without  a nurse  or 
physician  contact. 

All  inmates  whose  medical  needs  cannot  be  met  at 
the  nonprescription  pharmacy  are  screened  by  a 
nurse,  who  handles  simple  problems  such  as  upper 
respiratory  infections,  minor  skin  rashes,  or  minor 
trauma.  Patients  may  see  the  physician  on  request 
or  will  be  referred  to  the  physician  if  the  level  or  care 
required  is  beyond  the  capability  of  the  nurse.  The 
physician  is  encouraged  to  negotiate  with  each  nurse 
the  types  of  problems  that  he  or  she  will  care  for 


based  on  the  particular  experience  and  skills  of  the 
nurse  and  the  willingness  of  the  physician  to  delegate 
tasks  and  responsibilities. 

As  a result  of  these  modifications  in  the  organiza- 
tion of  care  delivery,  patients  who  are  referred  to 
physicians  or  who  request  physician  care  now  num- 
ber only  about  10  per  cent  of  the  total  sick  call.  For 
a facility  like  Attica,  this  represents  20  patients  per 
day,  rather  than  the  150  to  200  per  day  previously 
coming  to  the  attention  of  the  physician.  All  pa- 
tients seeking  care  still  have  encounters  with  the 
system  but  at  appropriate  levels  of  health-care  pro- 
vider.17 It  also  provides  the  most  seriously  ill  in- 
mates with  an  amount  of  the  physician’s  time  and 
attention  that  was  not  previously  available. 

Health  records.  New  history  and  intake  physical 
forms,  as  shown  in  Figures  1 and  2,  were  designed  and 
introduced.  They  are  three-part,  no-carbon-re- 
quired forms.  On  completion  of  the  form  at  the  re- 
ception center,  one  copy  is  sent  to  the  Central  Office 
in  Albany  for  analysis,  one  retained  in  the  cnart,  and 
the  third  used  for  administrative  purposes. 

The  examiner  at  the  reception  center  initiates  a 
problem  sheet  by  listing  all  of  the  health  problems 
identified  (Fig.  3).  When  the  inmate  reaches  the 
facility  to  which  he  is  permanently  assigned,  the  chief 
medical  officer  reviews  all  of  the  available  medical 
records  and  completes  the  problems  list  with  an  ap- 
propriate plan  for  each  problem. 

The  new  ambulatory  health  record  is  a problem- 
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FIGURE  3.  Problem  list. 


oriented  progress  note  sheet,  shown  in  Figure  4, 
which  replaces  the  sick  call  card.  This  form,  too,  is 
a three-part,  no-carbon-required  form.  The  top 
portion  is  used  by  the  pharmacy  to  fill  prescriptions, 
the  second  part  is  used  for  data  entry,  and  the  third 
part  remains  as  the  permanent  record.  Flow  sheets, 
shown  in  Figure  5,  have  been  designed  for  use  in  cases 
characterized  by  complex  medical  problems.  They 
are  constructed  separately  for  each  inmate  who  re- 
quires one. 

Chart  organization.  All  active  charts  contain  the 
problem  sheet,  the  ambulatory  health  record  for 
progress  notes,  the  history  and  physical  examination 
forms,  pertinent  laboratory  and  x-ray  data,  and 
consultation  letters.  This  active  chart  is  now  avail- 
able at  each  encounter,  with  the  only  exception  being 
those  contacts  with  the  nonprescription  pharmacy. 
These  pharmacy  encounters  are  recorded  on  a daily 
pharmacy  list  (Fig.  6).  All  other  medical  data  in- 
cluding hospital  records,  old  records  from  other 
medical  facilities,  and  other  medical  data  generally 
not  needed  for  the  day-to-day  health  care  of  the  in- 
mate are  filed  in  an  inactive  medical  folder. 

Medical  care  data  system.  The  computer-based 
data  system  consists  of  a file  of  each  inmate’s  medical 
record  containing  demographic  data,  problems 
identified  at  the  time  of  the  intake  examination, 
problems  identified  on  sick  call  with  date  and 
health-care  provider,  and  contacts  with  the  non- 
prescription pharmacy.  All  health  problems  are 
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TABLE  I.  Daily  encounters  and  pharmacy  visits  by 
facility  (partial  report) 


Facility  (Per  Cent) Totals 


Day 

11 

18 

21 

(Per  Cent) 

1 

131(4.3) 

102(3.4) 

108(6) 

341(4.3) 

2 

127(4.1) 

123(4.1) 

79(4.4) 

329(4.2) 

3 

161(5.2) 

119(4) 

95(5.3) 

375(4.8) 

4 

132(4.3) 

98(3.3) 

96(5.3) 

326(4.1) 

5 

130(4.2) 

100(3.3) 

104(5.8) 

334(4.2) 

6 

55(1.8) 

54(1.8) 

7(0.4) 

116(1.5) 

7 

44(1.4) 

92(3.1) 

8(0.4) 

144(1.8) 

8 

193(6.3) 

101(3.4) 

90(5) 

384(4.9) 

9 

139(4.5) 

105(3.5) 

114(6.3) 

358(4.5) 

10 

108(3.5) 

103(3.4) 

85(4.7) 

296(3.8) 

11 

112(3.6) 

108(3.6) 

103(5.7) 

323(4.1) 

12 

112(3.6) 

95(3.2) 

120(6.7) 

327(4.1) 

13 

48(1.6) 

84(2.8) 

0(0) 

132(1.7) 

14 

27(0.9) 

49(1.6) 

0(0) 

76(1) 

15 

137(4.5) 

88(2.9) 

109(6.1) 

334(4.2) 

16 

125(4.1) 

116(3.9) 

113(6.3) 

354(4.5) 

17 

116(3.8) 

95(3.2) 

81(4.5) 

292(3.7) 

18 

122(4) 

80(2.7) 

90(5) 

292(3.7) 

19 

87(2.8) 

102(3.4) 

71(3.9) 

260(3.3) 

20 

30(1) 

99(3.3) 

6(0.3) 

135(1.7) 

21 

21(0.7) 

113(3.8) 

6(0.3) 

140(1.8) 

22 

141(4.6) 

89(3) 

50(2.8) 

280(3.6) 

Totals  3,078 

3,009 

1,798 

7,885 

coded  by  the  health-care  provider  using  the  Inter- 
national Classification  of  Health  Problems  for  Pri- 
mary Care  (ICHPPC),18  which  is  based  on  the  In- 
ternational Classification  of  Diseases.19  Health-care 
providers  are  given  three-digit  identifying  code 


TABLE  II.  Chronic  disease  report  by  facility-,  partial 
report,  December,  1975 


Diagnosis  and  Case 
Numbers 

Visits  This 
Period  for  This 
Diagnosis 

Uncomplicated  hypertension 

1 

2 

2 

1 

3 

2 

4 

3 

5 

3 

6 

2 

7 

1 

8 

1 

9 

1 

10 

1 

11 

1 

12 

1 

13 

3 

14 

1 

15 

1 

16 

2 

17 

1 

18 

7 

19 

4 

20 

1 

Asthma 

21 

1 

22 

1 

23 

1 

24 

3 

25 

1 

26 

1 

27 

3 

28 

5 

29 

1 

30 

1 

31 

1 

32 

1 

33 

3 

34 

1 

35 

2 

numbers  in  which  the  first  digit  identifies  the  level 
of  provider,  such  as  physician,  physician’s  assistant, 
nurse,  and  so  forth. 

Initially,  a central  office  entered  all  of  the  data 
directly  from  copies  of  the  source  documents,  such 
as  inmate’s  name,  and  so  forth,  which  were  mailed 
daily  from  each  facility.  At  present,  data  are  entered 
by  cathode-ray  terminal  at  each  facility.  These 
terminals  are  on  line  with  a computer  in  Albany,  New 
York.  Currently,  there  are  several  types  of  reports 
generated  from  the  data  that  are  collected.  One  re- 
port, shown  in  Table  I,  lists  daily  encounters  by  fa- 
cility. This  report  is  useful  to  assess  workloads  and 
plan  appropriate  coverage  for  them.  The  second 
report,  shown  in  Table  II,  lists  daily  contacts  for 
specified  diseases  by  inmates  of  each  facility.  This 
information  can  help  physicians  assess  underutili- 
zation of  medical  care  by  those  inmates  who  need 
treatment  and  observation  for  serious  illnesses. 
Although  these  patients  cannot  and  should  not  be 
forced  to  accept  care,  they  may  be  encouraged  to  do 
so. 
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TABLE  III.  Category  of  diagnoses  by  facility  and 
number  of  patients 


Sec- 

tion 

Totals 

Num- 

- Nature  of 

(Per 

ber 

Diagnosis 

n 

18 

21 

Cent) 

1 

Infective 

91(3.5) 

48(3.6) 

24(4.1) 

163(3.6) 

2 

Neoplasm 

1(0.03) 

0(0) 

0(0) 

1(0.02) 

3 

Endocrine 

29(1.1) 

6(0.5) 

4(0.7) 

39(0.9) 

4 

Blood 

2(0.1) 

1(0.1) 

0(0) 

3(0.1) 

diseases 

5 

Mental 

35(1.3) 

127(9.6) 

51(8.7) 

213(4.7) 

disorders 

6 

Nervous 

68(2.6) 

69(5.2) 

72(12.3) 

209(4.6) 

system 

7 

Circulatory 

78(3) 

65(4.9) 

8(1.4) 

151(3.3) 

system 

8 

Respiratory 

546(21) 

340(25.7) 

64(11) 

950(21.1) 

system 

9 

Digestive 

170(6.5) 

81(6.1) 

13(2.2) 

264(5.8) 

system 

10 

Urinary 

6(0.2) 

21(1.6) 

10(1.7) 

37(0.8) 

system 

12 

Skin /Sub- 

127(4.9) 

114(8.6) 

32(5.5) 

273(6) 

cutaneous 

13 

Musculo- 

40(1.5) 

91(6.9) 

13(2.2) 

144(3.2) 

skeletal 

16 

Physical 

333(12.8) 

172(13) 

23(3.9) 

528(11.7) 

signs 

and  symp- 
toms 

17 

Accidents, 

262(10.1) 

154(11.6) 

155(26.6) 

571(12.7) 

and  so 

on 

18 

Supple- 

mentary 

817(31.4) 

36(2.6) 

114(19.6) 

967(21.4) 

2,605 

1,325 

583 

4,513 

Totals 

One  computer-generated  report,  which  is  produced 
monthly  and  quarterly,  is  a profile  of  diagnostic  be- 
havior of  the  health-care  providers  of  each  correc- 
tional facility  (Table  III).  Differences  in  the  rates 
of  diagnosis  of  mental  disorders,  Section  5,  between 
the  three  facilities  is  striking  and  needs  further  in- 
vestigation. Also  of  interest  is  the  difference  in  the 
rates  of  diagnosis  made  on  a symptom  level,  Section 
16.  It  is  not  possible  and  perhaps  not  even  desirable 
to  draw  any  conclusions  about  quality  or  adequacy 
of  medical  care  from  these  profiles.  However,  the 
profile  can  point  to  areas  that  require  further  study 
by  audit  of  individual  patient  charts,  perhaps  using 
explicit  criteria  developed  jointly  by  prison  health- 
care providers  and  consultants. 

Comment 

Health-care  delivery.  The  high  level  of  utili- 
zation of  health  services  in  the  prison  setting  creates 
the  need  to  stratify  these  services,  using  providers 
appropriate  for  each  level  of  service  required.  At 
some  facilities,  the  physician’s  associate  is  being  in- 
troduced, and  this  provider  creates  another  level  of 
care  which  is  interposed  between  the  nurse  and  the 
physician.  The  purpose  of  the  different  levels  of 
health  care  is  not  to  discourage  use  of  health-care 
services  but  rather  to  provide  care  appropriate  for  the 
several  types  of  problems.  Especially  important  is 
the  creation  of  a system  in  which  sufficient  physician 
time  is  available  for  serious  health  problems.  In 
addition,  efficient  health-care  delivery  at  appropriate 


levels  is  expected  to  increase  consumer  satisfac- 
tion. 

Medical  records.  Correctional  facility  health- 
care providers  are  not  the  only  ones  who  keep  poor 
medical  records.  Weed20  has  commented  exten- 
sively on  the  need  to  revise  our  methods  of  recording 
medical  data.  Deficiencies  in  recording  are  probably 
greater  in  the  ambulatory  setting  than  in  the  hospital 
because  ambulatory  services  often  involve  a high 
volume  of  services  given  with  limited  resources.  In 
the  correctional  facilities,  the  changes  that  were  in- 
troduced in  the  methods  of  health-care  delivery 
produced  more  appropriate  use  of  health-care  pro- 
viders, each  of  whom  was  then  able  to  record  more 
information  about  his  or  her  contribution  to  solving 
the  inmate  health  problem. 

The  problem-oriented  approach  to  record  keeping 
was  adopted  because  the  method  is  particularly 
useful  when  services  are  given  by  multiple  providers. 
The  problem  list  permits  rapid  assessment  of  the 
inmate’s  existing  health  problems,  and  the  progress 
notes  indicate  the  current  status  of  each  problem. 
Because  of  the  ability  to  assess  the  rational  basis  for 
diagnosis  and  management,  the  system  is  more 
amenable  to  rational  medical  audit. 

Data  system.  The  data  system  is  useful  for  sev- 
eral reasons.  The  volume  and  type  of  services  pro- 
vided must  be  known  before  a rational  allocation  of 
resources  is  possible.  The  monthly  visits,  broken 
down  by  facility  and  by  level  of  health-care  provider, 
is  a necessary  part  of  this  required  information. 
Planning  within  each  facility  is  also  enhanced  by  this 
kind  of  information. 

The  chronic  disease  report,  which  lists  inmates 
with  important  chronic  conditions  such  as  hyper- 
tension and  diabetes  and  their  monthly  encounters 
with  the  health-care  system,  facilitates  physician 
awareness  of  those  prisoners  who  are  neglecting  to 
participate  in  the  management  of  their  health-care 
problems. 

Audit  of  quality  of  care  is  possible  using  explicit 
criteria  for  assessment  and  management  of  specific 
diseases  because  lists  of  all  inmates  with  those  dis- 
eases are  available  by  computer  printout,  and  each 
individual  medical  record  can  be  located  and  exam- 
ined. 

Future 

Currently,  plans  are  being  made  to  add  dental  and 
inpatient  data  to  the  newly  implemented  information 
system.  These  data  will  facilitate  assessment  of 
changes  in  both  medical  and  dental  status  which  have 
occurred  during  the  period  of  imprisonment.  Thus 
far,  the  program  has  generally  been  received  with 
enthusiasm  by  all  participants.  It  is  hoped  that  this 
increased  enthusiasm  plus  the  additional  capabilities 
which  result  from  these  new  systems  will  permit  an 
expanded  scope  and  quality  of  health  services  to  be 
provided  under  improved  conditions  to  an  institu- 
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tionalized,  and  often  neglected,  patient  popula- 
tion. 

The  Family  Medicine  Program 
885  South  Avenue 
Rochester,  New  York  14620 
(DR.  FROOM) 

Acknowledgments.  The  authors  are  grateful  to  Ian  T.  Lou- 
don, M.  D.,  Assistant  Commissioner  for  Health  Services;  William 
A.  Clermont,  F.A.C.H.A.,  Associate  Director  for  Health  Services; 
and  Gail  S.  Chase.  Health  Data  Analyst,  for  the  encouragement, 
enthusiasm,  and  help  in  the  implementation  of  this  project. 

References 

1.  Shapiro,  S.,  Gallant,  R.  A.,  and  Pollack,  B.  R.:  Compar- 

ison of  dental  health  profiles  of  two  women's  prisons,  J.  Baltimore 
Coll.  Dent.  Surg.  26:  52  (1971). 

2.  Colon,  P.  G.,  and  Raynor,  S.:  Dental  status  of  La  Tuna 

prisoners.  Dent.  Hvg.  (Assist.)  46:  266  ( 1972). 

2.  Grisolia,  A.,  Graham,  K.  L.,  and  McKee,  R.  S.:  Self-in- 

flicted division  of  the  Achilles  tendon.  Experience  with  70  patients, 
Clin.  Orthop.  87:  206  ( 1972). 

4.  Wray,  G.  A.,  and  Eldridge,  H.  W.:  A knife  swallowed  in 

prison  retrieved  at  oesophagoscopy,  M.  Sc.  Law  10:  85  (1970). 

5.  Carlson,  H.  E.:  Urologic  problems  in  a penitentiary, 

South.  M.  J.  61:  1196  (1968). 

6.  Lewison,  E.:  20  years  of  prison  surgery:  an  evaluat  ion, 

Canad.  J.  Otolarnyngol.  3:  42  (1974). 

7.  Lawson,  R.  B.,  et  al.:  Token  economy  program  in  a 

maximum  security  correctional  system,  J.  Nerv.  & Ment.  Dis.  152: 


Testing  the  physician’s  knowledge 
of  antibiotic  use 

Scores  were  analyzed  for  the  first  4,513  physicians 
viewing  the  National  Antibiotic  Therapy  Test,  a nationally 
televised  self-assessment  test  on  diagnosis  and  treatment 
of  infectious  diseases.  Answers  to  questions  indicated 
deficiencies  of  knowledge  and  the  need  for  further  post- 
graduate education  in  antibiotic  use.  The  seventy-five- 


199  (1971). 

8.  Musante,  G.,  and  Gallemore,  J.  L.:  Utilization  of  a staff 

development  group  in  prison  consultation,  Community  Ment. 
Health  4.  9:  224  (1972). 

9.  Jew,  C.  C.,  Clanon,  T.  L.,  and  Mattocks,  A.  L.:  The  ef- 
fectiveness of  group  psychotherapy  in  a correctional  institution, 
Am.  J.  Psychiat.  129:  602  (1972). 

10.  Arnold,  W.  R.,  and  Stiles  B.:  A summary  of  increasing 

use  of  “group  methods”  in  correctional  institutions,  Internat.  J. 
Group  Psychother.  22:  77  (1972). 

1 1 . Walen,  R.  P.,  and  Lyons,  J.  J.:  Medical  problems  of  500 

prisoners  on  admission  to  a countv  jail,  Pub.  Health  Rep.  77: 497 
(1962). 

12.  Goldsmith,  S.  B.:  Jailhouse  medicine — travesty  of  jus- 

tice?, Health  Service  Rep.  87:  767  (1972). 

13.  Medical  Care  in  U.  S.  Jails,  Center  for  Health  Services, 
Chicago,  Illinois,  American  Medical  Association,  1973. 

14.  Prison  health  project,  Commonhealth  2:  1 ( 1973). 

15.  Brecher,  E.  M.,  and  Della  Penna,  R.  D.:  Health  Care  in 

Correctional  Institutions,  Washington,  D.  C.,  National  Institute 
of  Law  Enforcement  and  Criminal  Justice,  1975. 

16.  Prison  health  services,  Massachusetts  Department  of 
Public  Health,  New  England  J.  Med.  290:  856  (1974). 

17.  Waitzkin,  H.:  Latent  functions  of  the  sick  role  in  various 

institutional  settings,  Soc.  Sc.  Med.  5:  45  (1971). 

18.  International  Classification  of  Health  Problems  in  Primary 
Care,  Chicago,  Illinois,  American  Hospital  Association,  1975. 

19.  Manual  of  the  International  Statistical  Classification  of 
Diseases.  Injuries  and  Causes  of  Death.  Geneva,  World  Health 
Organization,  1976. 

20.  Weed  L.  L.-  Medical  Records,  Medical  Education  and 
Patient  Care, -Cleveland,  The  Press  of  Case  Western  Reserve 
University,  1969. 


minute  videotape  test  had  3 sections:  a 10-question  pre- 
test; a 25-question  teaching  test;  and  a 15-question  post- 
test. Scores  were  tabulated  according  to  specialty,  years 
in  practice,  and  volume  of  patients  seen.  The  mean  correct 
score  was  68  per  cent  for  all  50  questions;  55  per  cent  for  the 
10  pretest  questions;  and  71  per  cent  for  the  15  post-test 
questions.  Those  physicians  who  had  been  in  practice  for 
one  to  five  years,  residents,  and  internists  scored  better 
than  the  other  subgroups.  Neu,  H.  C.,  and  Howrey,  S.  P.: 
New  England  J.  Med.  293:  1291  (Dec.  18)  1975 
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One  of  the  most  troublesome  complaints  encoun- 
tered during  short-term  fasting,  24  hours,  is  headache 
caused  by  the  abrupt  withdrawal  of  caffeine.  The 
high  incidence  of  coffee  consumption  in  Western 
countries  is  certainly  a contributing  factor  to  the 
frequency  with  which  the  caffeine-withdrawal 
headache  is  seen.  Undoubtedly,  there  are  other 
contributing  causes  to  the  headache  of  short-term 
fasting,  since  it  may  occur  in  people  who  do  not  ha- 
bitually use  coffee,  and  may  not  always  appear  in 
those  who  are  heavy  users  of  coffee. 

Holy  Day  fasting 

There  are  a number  of  fast  days  in  the  Jewish 
calendar,  and  fasting  is  a regular  practice  among 
Jews.  Yom  Kippur,  the  Day  of  Atonement,  is  the 
best  known  and  the  most  frequently  observed  of 
these  days  and  should  be  a 25-hour  fast.  During  this 
time  a headache  can  be  a problem.  Mortification  is 
not  part  of  the  normative  Jewish  religion,  and  the 
headache  as  such  has  no  religious  expiatory  benefit. 
Should  the  headache  interfere  with  devotion  that 
ought  to  accompany  prayer,  it  would  vitiate  one  of 
the  central  purposes  of  the  fast.  The  headache 
during  brief  fasting  can  be  attributed  to  caffeine 
withdrawal  and  should  not  necessarily  have  any 
psychosomatic  implications.  It  is  the  purpose  of  this 
article  to  suggest  two  ways  to  avoid  or  at  least  to  al- 
leviate the  anticipated  headache  that  the  habitual 
coffee  drinker  may  encounter  during  his,  or  her,  brief 
fast. 

Coffee  effects 

Many  people  attribute  an  occasional  headache  to 
lack  of  their  morning  coffee.  Although  we  usually 
think  of  caffeine  in  relation  to  coffee,  it  is  also  found 
in  tea  and  cola  drinks. 


Headache  caused  by  the  abrupt  withdrawal  of  caf- 
feine frequently  occurs  during  short-term  fasting  and 
may  be  prevented  or  aborted  by  gradual  weaning 
prior  to  the  fast  or  by  the  use  of  a caffeine  supposi- 
tory. 


An  ordinary  cup  of  coffee  contains  100  mg.  of  caf- 
feine. The  physiologic  effects  of  caffeine  on  the 
central  nervous  system,  cardiovascular  system,  and 
gastric  secretion  may  be  produced  by  as  little  as  50 
mg.1  Therapeutic  dosages  vary  from  100  to  200 
mg. 

Caffeine  stimulates  the  central  nervous  system  at 
all  levels  and  is  believed  to  constrict  the  cerebral 
blood  vessels.  In  a recent  study  to  investigate  the 
relationship,  if  any,  between  coffee  drinking  and 
death  from  coronary  heart  disease,  the  findings 
suggest  that  the  risk,  if  any,  is  small.2  The  increase 
in  gastric  acid  secretion  has  been  found  to  occur  with 
decaffeinated  as  well  as  with  regular  coffee.3  Caf- 
feine, a xanthine  alkaloid,  is  diuretic,  rapidly  me- 
tabolized with  a half  life  of  three  to  five  hours,  and 
excreted.  The  time  of  onset  of  dysphoric  symptoms 
that  characterize  the  caffeine  withdrawal  syndrome 
is  approximately  12  to  16  hours  after  the  last  dose  of 
caffeine. 

The  headache  produced  by  the  sudden  withdrawal 
of  caffeine  was  studied  by  Dreisbach  and  Pfeiffer.4 
In  their  experiments,  the  symptomatology  of  the 
headache  was  quite  constant.  The  subjects  experi- 
enced lethargy  in  the  morning  of  the  day  of  with- 
drawal. By  noon,  there  was  fullness  in  the  head. 
Headache  usually  began  early  in  the  afternoon  and 
reached  a peak  three  to  six  hours  later.  Nausea  oc- 
curred in  some  and  vomiting  was  also  reported. 
Mental  depression,  drowsiness,  yawning,  and  disin- 
clination to  work  were  also  noted.  The  full-blown 
headache  was  intensified  by  bending  over.  Relaxa- 
tion and  napping  made  the  headache  worse. 
Headache  produced  by  caffeine-withdrawal  was 
found  to  respond  to  treatment  by  caffeine  or  salicy- 
lates, and,  if  given  early  enough  in  the  course  of  the 
headache,  the  most  effective  treatment  was  caf- 
feine. 

Goldstein  and  Kaizer5  obtained  information  by 
questionnaire  from  239  housewives  living  in  a hous- 
ing unit  for  married  graduate  students.  Heavy  users, 
who  drank  five  or  more  cups  of  coffee  daily,  experi- 
enced irritability,  inability  to  work  effectively,  ner- 
vousness, restlessness,  lethargy,  and  headache  if  they 
omitted  coffee  in  the  morning.  A special  analysis  of 
11  women  who  stated  that  omission  of  morning  coffee 
would  cause  headache  revealed  that  they  were 
moderate  (three  to  four  cups  per  day)  or  heavy  (five 
or  more  cups  per  day)  users.  In  their  natural  home 
setting  these  women  also  reported  an  apparent  rec- 
ognition of  incipient  withdrawal  symptoms,  such  as 
irritability,  which  could  be  relieved  by  coffee. 
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Caffeine  stimulus 

It  is  unlikely  that  hypoglycemia  is  responsible  for 
the  headache  seen  in  short-term  fasting.  The  adult 
human  being  is  capable  of  maintaining  a normal 
blood-sugar  level  during  total  caloric  deprivation  for 
weeks.  The  initial  response  to  fasting  is  concerned 
with  the  maintenance  of  glucose  production  to  meet 
the  needs  of  the  brain  (gluconeogenesis).6  Carbo- 
hydrate stores  are  limited  and  consist  primarily  in 
liver  glycogen,  which  is  not  enough  to  support  even 
a day’s  fast.  The  stimulus  initiating  the  adaptive 
response  to  brief  starvation  is  a small  decrease  in 
blood  glucose  utilization,  particularly  in  the  brain. 
As  a result  of  the  lowered  glucose  level,  insulin  levels 
fall  and  glucagon  levels  rise.  The  lowered  insulin 
levels  enable  the  outpouring  of  fatty  acids  from  fat 
stores  to  meet  the  energy  requirements  of  the  body. 
Amino  acids  from  muscle  under  the  influence  of 
glucagon  participate  in  the  gluconeogenic  phase  by 
providing  substrate  for  the  liver  to  produce  enough 
glucose  for  utilization  in  the  brain. 

In  contrast  to  the  adult  human  being,  who  can 
maintain  a normal  blood-sugar  level  during  fasting, 
the  young  child  will  have  a progressive  fall  in  blood 
sugar  to  hypoglycemic  levels  when  fasting  for  even 
brief  periods  of  time  (24  to  48  hours),  and  is  unable 
to  produce  sufficient  glucose  to  meet  the  necessary 
demands  for  this  sugar.  7 The  initial  symptoms  of 
the  rapid  fall  in  blood  glucose  is  probably  due  to  a rise 
in  epinephrine  secretion:  sweating,  weakness, 

tachycardia,  nervousness,  and  hunger.  This  is  fol- 
lowed by  symptoms  of  cerebral  dysfunction,  such  as 
headache,  irritability,  and  mental  confusion.  These 
manifestations  of  hypoglycemia  that  occur  in  chil- 
dren but  not  in  the  adult  may  have  been  recognized 
during  early  times,  for  the  Jewish  child  is  absolved 
from  fasting  until  the  age  of  13  years  for  a boy  and  12 
for  a girl. 

Treatment 

The  treatment  of  the  anticipated  caffeine-with- 
drawal headache  in  moderate  to  heavy  users  of  coffee 
who  will  fast  is  twofold.  First,  a weaning  period  of 


about  one  week  prior  to  the  fast  is  found  to  be  effec- 
tive in  preventing  the  headache.  During  this  time, 
the  number  of  cups  of  coffee  is  reduced  so  that  by  one 
to  two  days  before  the  fast,  no  coffee  is  consumed. 
The  use  of  a suppository  containing  150  mg.  of  caf- 
feine (300  mg.  of  citrated  caffeine)  can  be  used  as  an 
alternative  method  to  abort  the  attack.  This  may  be 
taken  on  the  morning  of  the  fast  and  may  be  effective 
in  alleviating  or  aborting  an  attack.  Goldstein8 
found  that  in  some  of  his  subjects  the  morning 
headache  was  prevented  by  a single  dose  of  150  mg. 
of  caffeine  given  the  previous  evening.  He  also  noted 
that  caffeine  produced  less  wakefulness  in  subjects 
who  were  habitual  heavy  users  of  coffee. 

It  is  recommended  that  moderate  to  heavy  habit- 
ual coffee  users  gradually  eliminate  coffee  over  a 
one-week  period  and/or  use  a suppository  containing 
150  mg.  of  caffeine  taken  on  the  morning  of  the  fast 
to  decrease  or  abort  the  headache  associated  with 
caffeine  withdrawal. 

Acknowledgment.  The  authors  wish  to  acknowledge  the 
suggestion  of  Rabbi  Irving  Rosenbaum  of  Chicago  who  recom- 
mended the  weaning  period  prior  to  the  fast. 
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From  the  Harlem  Hospital  Center 

Intraspinai  extension  with  spinal  cord  compression 
is  a potentially  serious  complication  of  all  intratho- 
racic tumors  arising  in  the  costovertebral  angle  ad- 
jacent to  an  intervertebral  foramen.  Statistically, 
neurogenic  tumors  are  the  most  common  tumors  in 
this  location  and  have  a tendency  for  intraspinai 
extension  assuming  a typical  “dumbbell”  or  “hour- 
glass” configuration.  However,  the  possibility  of 
similar  intraspinai  extension  must  be  considered 
even  with  tumors  that  would  seem  unlikely  to  behave 
in  this  manner,  that  is,  primary  rib  tumors. 

A case  of  osteochondroma  of  the  rib  with  intra- 
spinai extension  and  thoracic  cord  compression  has 
been  encountered  and  will  be  presented.  The  pau- 
city of  neurologic  symptoms  in  relation  to  the  marked 
degree  of  spinal  cord  displacement  serves  to  em- 
phasize the  importance  of  a thorough  preoperative 
evaluation  including  myelography  in  all  patients  with 
paravertebral  lesions.  Once  a “dumbbell”  lesion  has 

* By  invitation. 


Thoracic  Surgery  was  held  on  May  13,  1976,  at  Me- 
morial Hospital  for  Cancer  and  Allied  Diseases,  New 
York  City. 

The  following  article  is  abstracted. 


been  identified  in  which  there  is  a major  intraspinai 
component,  a combined  thoracic  and  neurosurgical 
approach  is  indicated.  Such  a combined  surgical 
approach  will  be  discussed,  stressing  the  possible 
surgical  pitfalls  that  may  be  inherent  in  the  treat- 
ment of  this  type  of  lesion. 

Discussion 

Dr.  Hughes:  I certainly  second  the  idea  of  doing 
the  neurosurgical  procedure  first.  If  you  are  in  the 
chest  and  the  diagnosis  of  intraspinai  extension  was 
not  made  preoperatively,  tag  the  tumor  and  close.  A 
myelogram  and  a neurosurgical  approach  can  follow 
as  a second  procedure.  If  we  are  operating  intra- 
spinally  and  find  a tumor  extending  into  the  chest  we 
do  the  same  thing.  When  should  the  patient  be 
mvelogrammed?  If  there  are  no  neurologic  signs  or 
symptoms,  look  for  x-ray  film  changes.  However, 
you  almost  invariably  need  tomograms  of  the  spine 
to  rule  out  extension.  I have  seen  some  infants  who 
had  completely  normal  spines  radiographically  with 
tremendous  extensions  of  neurogenic  tumors  so  that 
in  those  cases  you  have  to  be  very  suspicious.  I 
wanted  to  say  a word  or  two  about  the  blood  supply 
of  the  cord.  Each  intercostal  artery  gives  off  a ra- 
dicular artery  in  the  vertebral  foramen.  This  ra- 
dicular artery  eventually  bifurcates  and  supplies  the 
single  anterior  spinal  artery  ventrally  and  two  pos- 
terior spinal  arteries  dorsally.  Every  radicular  artery 
supplies  the  posterior  spinal  arteries.  The  radicular 
supply  to  the  anterior  spinal  artery  is  quite  different. 
There  are  usually  only  three  segmental  intercostal 
arteries  that  supply  the  whole  spinal  cord.  Without 
preoperative  angiography  you  cannot  tell  which 
radicular  artery  is  the  major  blood  supply  to  that 
portion  of  the  cord. 

In  the  area  of  the  intervertebral  foramen  there  are 
many  anastomosing  branches  that  supply  the  par- 
aspinal  muscles,  the  laminae,  the  spinous  processes, 
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and  the  chest  wall.  On  spinal  angiography  when  the 
catheter  is  placed  in  a single  intercostal  artery,  a 
single  injection  fills  two  or  three  intraspinal  arteries. 
There  are  rich  rostral-caudal  anastomoses.  The 
place  not  to  cauterize  blood  vessels  is  in  the  intra- 
vertebral  foramen.  If  you  want  to  take  an  intercostal 
artery  take  it  proximal  or  distal  to  the  intravertebral 
foramen.  In  doing  transthoracic  spinal  surgery, 
mainly  for  Pott’s  disease  and  thoracic  disks,  we  have 
to  take  three,  four,  and  sometimes  five  intercostal 
arteries.  Hodgson,  who  has  done  well  over  1,000  of 
these  in  Hong  Kong,  claims  that  he  has  never  had  a 
neurologic  complication  due  to  taking  intercostal 
arteries  proximal  to  the  intervertebral  foramen.  The 
other  point  that  I want  to  make  is  about  the  ques- 
tionable spinal  fluid  leak.  If  it  was  spinal  fluid,  it  was 
a technical  error  on  our  part.  When  operating  in  the 
chest,  paraspinaily,  if  the  dura  is  torn,  it  is  best  to 
close  it  under  direct  visualization.  This  usually  re- 
quires more  exposure.  As  Dr.  Wells  mentioned 
earlier  you  certainly  can  plug  these  leaks  with  muscle, 
gel-foam,  and  so  forth,  if  you  have  to.  The  scoliosis 
is  difficult  to  explain  in  this  young  woman.  Although 
I have  not  had  a lot  of  personal  experiences  with  it, 
it’s  my  understanding  that  in  younger  individuals, 
if  you  take  out  three  ribs  and  their  attachments  to  the 
spine  you  may  get  a scoliosis  with  a concavity  at  the 
apex  of  the  rib  resection.  My  orthopedic  colleague, 
Hud  Wilson,  is  not  too  concerned  unless  there  are 
symptoms  of  pain  or  a progressive  curvature  which 
decompensates.  When  the  patient  stops  growing 
and  the  epiphyses  have  closed  in  the  early  20s,  the 
scoliosis  supposedly  will  stop,  and  the  pain  will  re- 
cede. Initial  treatment  would  be  bracing,  but  fusion 
would  be  done  early.  However,  this  case  cannot  be 
explained  because  the  scoliosis  is  at  a distance  from 
the  rib  resection,  and  the  concavity  is  in  the  opposite 
direction.  From  what  I have  been  told  it  is  unusu- 
al. 

Dr.  Bloomberg:  I enjoyed  the  report  very  much. 
I did  have  an  opportunity  to  operate  on  two  dumb- 
bell-shaped tumors  with  Leo  Davidoff,  M.D.,  some 
years  ago,  and  we  approached  this  very  much  the 
same  way,  but  with  the  patient  in  a face-down  posi- 
tion. Dr.  Davidoff  performed  the  intraspinal  pro- 
cedure, and  then  incision  was  made  laterally  over  the 
rib  and  in  through  the  chest;  the  intrathoracic  por- 
tion of  the  tumor  was  resected  without  changing  the 
position  of  the  patient  and  without  doing  the  thoracic 
portion  of  the  tumor  as  a second  stage.  I think  it  is 
something  worth  considering,  and  certainly  I think 
that  exposure  would  have  been  adequate  in  this  case 
too.  If  you  don’t  close  the  leak  in  the  dura,  does 
plugging  that  hole  as  you  suggested  without  giving 
access  to  the  pleural  cavity  allow  a buildup  of  spinal 
fluid  extradurally  and  cause  trouble  by  collecting  a 
large  amount  of  fluid  in  that  area? 

Dr.  Hughes:  Actually,  our  major  concern  with  a 
spinal  fluid  leak  is  patient  discomfort  or  headache. 
This  is  the  ultimate  in  lumbar  puncture  headache. 


Most  of  these  just  close  spontaneously. 

Adrian  Lambert,  M.D.,  New  York  City.  I had 
the  privilege  of  going  over  this  with  Dr.  Carberry,  and 
I want  to  congratulate  the  authors  on  a fine  presen- 
tation. The  only  aspect  I should  like  to  discuss  is  the 
secondary  scoliosis.  At  Bellevue  in  the  1930s,  the 
treatment  for  unsuccessful  pneumothorax  therapy 
of  tuberculosis  was  usually  thoracoplasty.  We  soon 
found  that  young  adults  under  18  invariably  devel- 
oped a scoliosis  so  that  a thoracoplasty  in  young 
adults  of  17  or  under  was  definitely  contraindicated. 
The  concavity  of  the  scoliosis  occurred  away  from  the 
removed  ribs,  as  took  place  in  the  present  case. 

On  analyzing  the  mechanism  of  the  scoliosis  in 
these  younger  patients,  we  felt  that  the  spinal  mus- 
cles which  were  not  injured  on  the  other  side  con- 
tracted, producing  a scoliosis,  possibly  because  the 
epiphyses  of  the  transverse  process  of  the  ribs  had 
not  ossified,  resulting  in  a lack  of  stability.  We  never 
really  proved  why  scoliosis  developed  in  these  people 
but  I think  our  reasoning  was  correct.  I have  two 
questions  I would  like  to  ask.  The  first  is:  how  are 
you  planning  to  handle  the  scoliosis?  According  to 
my  orthopedic  confreres  one  cannot  rely  on  hardware 
per  se  to  overcome  scoliosis,  so  if  you  put  in  a Har- 
rington bar  would  you  want  to  do  a fusion  at  the  same 
time,  and  if  so,  would  you  wait  until  the  patient  was 
older  so  that  the  transverse  processes  on  the  other 
side,  being  more  adult,  would  be  able  to  stand  the 
operation,  or  would  you  like  to  have  them  ossify  along 
with  the  bone  transplant?  The  second  question  that 
has  always  fascinated  me  is  why  a tumor  in  a rib  is 
accompanied  by  an  enlargement  of  the  rib  with  hy- 
pertrophy of  it  lateral  to  the  tumor.  On  looking  at 
these  x-ray  films,  it  is  difficult  to  see  whether  this 
tumor  arose  from  the  transverse  process  or  from  the 
rib  itself  but  it  certainly  involves  the  proximal  part 
of  the  rib  that  is  next  to  the  vertebrae,  so  I would  like 
to  ask  the  authors  what  their  feeling  is  as  to  why  a 
tumor  involving  rib  develops  hypertrophy  periph- 
erally, that  is,  lateral  to  the  tumor. 

Emil  A.  Naclerio,  M.D.,  New  York  City.  At  the 
Overholt  Thoracic  Clinic  in  Boston  during  the  late 
1940s  we  performed  approximately  20  staged  tho- 
racoplasties each  week  for  tuberculous  cavitary  dis- 
ease, and  rarely  did  scoliosis  develop  in  these  patients 
to  a significantly  noticeable  degree  clinically. 

The  reason  for  this  was  that  every  patient,  often 
confined  to  bed  for  weeks  or  months  following  op- 
eration, was  forced  to  lie  on  the  thoracoplasty  side  on 
a rolled  pillow  placed  in  the  axilla  caudad  to  the  apex 
of  the  anticipated  scoliotic  curve.  This  corrective 
measure  was  maintained  until  the  resultant  scar 
tissue  and  return  of  good  muscular  function  pro- 
duced a permanent  stability  of  the  spine. 

In  these  patients  a scoliotic  curve,  with  convexity 
toward  the  side  of  thoracoplasty,  developed  because 
of  disruption  of  spine  support  incident  to  resected 
ribs  and  alterations  in  the  tonicity  and  strength  of  the 
intercostal,  sacrospinalis,  and  the  extracostal  mus- 
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cles.  We  did  not,  in  those  days,  resort  to  surgical 
measures  to  correct  the  scoliosis.  However,  I’m 
certain  that  some  situations  are  such  that  specialized 
orthopedic  procedures  are  indicated. 

Irving  Sarot,  M.D.,  New  York  City.  I,  also,  en- 
joyed this  excellent  presentation,  the  careful  work- 
up, and  fine  operation.  However,  my  experience  has 
been  different.  I don’t  know  when  Dr.  Bloomberg 
had  his  cases  with  Dr.  Davidoff,  but  about  1955,  we 
saw  a little  girl  from  South  America  with  a dumbbell 
ganglioneuroma.  I disagreed  with  Dr.  Davidoff  when 
he  insisted  on  doing  a two-stage  procedure.  Just 
about  a month  later,  I had  a man,  who  was  then  about 
60,  who  had  a dumbbell  neurofibroma,  and  Sidney 
Gross,  M.D.,  and  I operated  on  him  successfully  in 
a one-stage  operation  through  the  chest.  We  ron- 
geured  away  some  of  the  bone  around  the  interver- 
tebral foramen  and  were  able  to  remove  the  dumbbell 
neurofibroma  completely.  More  recently,  1 have 
helped  neurosurgeons  with  the  anterior  transthoracic 
approach  for  disks.  Those  of  you  who  have  operated 
on  Pott’s  disease  know  that  there  is  obliteration  of 
blood  vessels  in  the  inflammatory  area  and  that  there 
is  collateral  circulation.  In  the  early  days  of  surgery 
for  thoracic  aortic  aneurysms  we  freed  diffuse  arte- 
riosclerotic aneurysms  and  wrapped  them  in  cello- 
phane. I remember  cutting  across  a number  of  the 
intercostal  arteries  and  wrapping  a long  length  of 
thoracic  aorta  without  any  trouble  with  the  spinal 
cord,  probably  because  of  established  collateral  cir- 
culation. 

With  reference  to  the  thoracoplasty,  those  who  did 
tuberculosis  surgery  will  recall  that  if  one  resected 
the  transverse  processes  and  cut  the  muscle  attach- 
ments after  disarticulating  the  ribs  it  caused  a sco- 
liosis with  a convexity  toward  the  diseased  side  de- 
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signed  to  stretch  the  adherent  lung  against  the  spine 
in  the  hope  of  closing  the  cavity. 

The  case  presented  is  unusual  because  of  the  ex- 
tent of  the  intraspinal  portion.  It  was  extremely  well 
handled. 

Dr.  Hughes:  The  approach  to  this  type  of  scoli- 
osis is  to  prevent  it.  This  woman  was  very  unco- 
operative, making  it  difficult.  The  initial  treatment 
is  bracing. 

Paul  A.  Kirschner,  M.D.,  New  York  City.  At 
this  point  I would  like  to  interrupt  the  scientific 
session  and  ask  Edward  Beattie,  M.D.,  to  introduce 
some  very  special  and  honored  guests. 

Edward  Beattie,  Jr.,  M.D.,  New  York  City.  I 
would  just  like  to  introduce  to  the  members  and 
friends  of  the  New  York  Society  for  Thoracic  Surgery 
eleven  Japanese  surgeons  and  physicians  who  have 
been  visiting  New  York  and  traveling  the  United 
States:  Yoshio  Okada,  M.D.,  Director,  Department 
of  Surgery,  Aichi  Cancer  Center  Hospital. 

Yoshio  Okada,  M.D.,  Aichi,  Japan.  It  is  a plea- 
sure to  be  here  at  a meeting  of  the  oldest  society  for 
thoracic  surgery  in  this  country.  We  are  very  pleased 
at  the  opportunity  at  being  present.  Thank  you  very 
much. 

Dr.  Kirschner:  Thank  you  very  much,  sir.  If 
you  or  your  colleagues  have  any  comments  on  the 
presentations,  please  feel  free  to  make  them. 

James  R.  Malm,  M.D.,  New  York  City.  I would 
like  to  introduce  Hogne  Engedal,  M.D.,  cardiac  sur- 
geon from  Bergen,  Norway,  who  has  been  visiting 
here  also. 

Dr.  Kirschner:  It  is  a pleasure  to  have  you  here 
also,  and  I extend  to  you  the  courtesy  of  the  floor. 

The  following  report  will  be  given  in  its  entire- 
ty- 


mural  contractions,  associated  clinically  with  varying 
degrees  of  chest  pain  and  dysphagia.  The  cause  is 
unknown;  degenerative  changes  have  been  noted  in 
afferent  vagal  fibers,  and  vagal  lesions  are  thought 
to  be  important  in  the  genesis  of  this  disease.1  Hy- 
pertrophy of  the  muscular  coat  of  the  esophagus  is 
generally  noted  at  surgery. 

The  purpose  of  this  communication  is  to  report  the 
clinical  features,  diagnostic  evaluation,  and  thera- 
peutic response  in  14  cases. 

Clinical  features 

Age  and  sex.  The  patients  ranged  in  age  from  19 
to  62  years.  Eight  of  the  14  were  in  the  third  and 
fourth  decades;  8 of  the  14  were  female. 

Symptoms.  Twelve  patients  complained  of  chest 
pain;  in  six  the  pain  occurred  during  swallowing. 
Eleven  patients  noted  dysphagia;  in  nine  of  these  the 
dysphagia  was  intermittent,  not  specifically  related 
to  solid  foods,  and  did  not  progress  in  severity.  In 
only  two  cases  did  the  dysphagia  become  progres- 
sively more  severe.  Seven  patients  had  varying 
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FIGURE  1.  Esophagram  demonstrating  tertiary  contractions 
in  case  of  diffuse  esophageal  spasm  (corkscrew  esopha- 
gus). 


combinations  of  chest  pain  and  dysphagia.  No  pa- 
tients had  symptoms  related  to  reflux  esophagitis  or 
aspiration. 

Methods 

All  14  patients  were  studied  roentgenographically, 
endoscopically,  and  by  means  of  esophageal  ma- 
nometry. Radiologic  examination  consisted  of 
routine  and  16-mm.  cine  esophagrams.  In  the  last 
half  of  the  study  period  the  12-mm.  barium  pellet  was 
also  used  to  evaluate  esophageal  motility  and  lumen 
size. 

Manometric  studies  were  performed  by  the  closed 
technique,  using  a triple  lumen  polyvinyl  catheter 
having  an  internal  diameter  of  1.2  mm.  with  aper- 


tures 5 cm.  apart.  Normal  saline  was  perfused  at  the 
rate  of  1.2  cc.  per  minute.  Esophageal  pressure  re- 
cordings were  made  by  using  Statham  transducers 
connected  to  a Sanborn  recorder,  at  a paper  speed  of 
2.5  cm.  per  second.  Respiratory  excursions  were 
simultaneously  recorded  by  belt  pneumograph.  The 
manometric  response  to  the  subcutaneous  adminis- 
tration of  7.5  mg.  of  methacholine  chloride  (Mecho- 
lyl)  was  studied  in  eight  patients.  All  patients  were 
examined  in  the  supine  position. 

Most  endoscopies  were  performed  with  the  flexible 
fiberoptic  endoscope  under  topical  anaesthesia. 

Results  of  studies 

Roentgenologic  appearance.  The  esophagram 
was  abnormal  in  10  of  14  cases;  the  most  frequently 
noted  abnormality  was  tertiary  contractions.  In 
eight  cases  these  appeared  ringlike;  in  two  cases  with 
more  severe  spasm,  the  esophagram  assumed  a 
corkscrew  appearance,  as  shown  in  Figure  1,  or  sug- 
gested the  presence  of  diverticula.  The  barium  pill 
often  showed  delayed  passage  in  the  upright  position 
in  the  absence  of  any  localized  narrowing.  Two  pa- 
tients had  coexisting  hiatal  hernia  without  evidence 
of  reflux  or  stricture. 

Four  patients  had  a normal  esophagram.  In  this 
series,  cine  studies  did  not  yield  information  addi- 
tional to  that  obtained  via  the  conventional 
esophagram. 

Esophagoscopy.  Except  for  three  cases  in  whom 
synchronous  ring-like  contractions  were  noted,  there 
were  no  abnormal  endoscopic  findings. 

Esophageal  manometry.  All  14  patients  had 
abnormal  motility  study  findings.  In  nine  instances 
aperistaltic  contractions  involving  the  entire  length 
of  the  esophagus  occurred  in  one  half  of  the  swal- 
lowing waves.  Four  patients  had  repetitive  high- 
amplitude  contractions  during  swallowing,  and  one 
patient  had  spontaneous  contractions  at  rest  (Fig.  2). 
The  lower  esophageal  sphincter  pressure  was  normal 
in  all  cases,  and  the  sphincter  relaxed  normally. 

A positive  methacholine  chloride  response  was 
noted  in  four  of  eight  patients  in  whom  this  test  was 
performed.  In  no  case  was  there  complete  esopha- 
geal aperistalsis. 

Treatment  and  results 

Eight  of  the  14  patients  were  initially  treated 
medically.  Two  are  symptom-free  on  anticholinergic 
medication,  one  has  intermittent  symptoms  of  lesser 
severity,  and  five  failed  to  respond  to  anticholener- 
gics.  These  five  patients  subsequently  received  a 
single  pneumatic  dilatation;  one  became  symptom- 
free,  and  the  others  experienced  some  amelioration 
of  symptoms. 

Six  patients  had  long  esophageal  myotomy,  ex- 
tending from  the  cardioesophageal  junction  to  the 
aortic  arch  level.  They  are  all  symptom-free,  without 
evidence  of  reflux  esophagitis.  Postoperative 
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FIGURE  2.  Manometry.  (A)  Left  side  demonstrates  normal  sequential  peristalsis.  Upper  channel  on  right  side  is  at  crico- 
pharyngeal sphincter  and  shows  relaxation  of  sphincter  with  swallowing  and  sequential  peristalsis  in  lower  two  channels. 
(B)  Repetitive  high  amplitude  contractions  noted  in  diffuse  esophageal  spasm. 


esophageal  manometric  studies  performed  in  two  of 
these  cases  demonstrated  a decrease  in  amplitude  of 
contractions,  with  no  significant  change  in  the  fre- 
quency of  repetitive  contractions. 

Comment 

Although  diffuse  esophageal  spasm  was  described 
in  1889  by  Osgood2  and  its  clinical  and  roentgeno- 
graphic  manifestations  clearly  delineated  by  Moersch 
and  Camp  in  1934, 3 little  clinical  interest  was  di- 
rected to  this  disease  until  the  esophageal  motility 
studies  published  by  Creamer,  Donoghue,  Code,  and 
others.4-5  This  perhaps  is  related  to  the  fact  that 
conventional  esophagrams  in  asymptomatic,  often 
elderly  patients  may  demonstrate  tertiary  contrac- 
tions identical  to  those  seen  in  patients  with  diffuse 
esophageal  spasm. 

The  age  distribution,  predominantly  the  third  to 
sixth  decade,  lack  of  sex  predilection,  and  absence  of 
significant  endoscopic  findings  noted  in  the  presently 
reported  series  is  similar  to  the  findings  of  previous 
authors.6-7 

The  application  of  esophageal  motility  studies 
clearly  differentiates  cases  of  diffuse  esophageal 
spasm  from  asymptomatic  patients  with  identical 
radiologic  findings. 

Although  esophageal  manometry  has  served  to 
differentiate  hypomotility  states,  such  as  achalasia, 
from  hypermotility  disorders,  such  as  diffuse 
esophageal  spasm  and  hypertonic  lower  esophageal 
sphincter,  anatomic  studies  have  demonstrated  vagal 
lesions  in  both  groups,  and  the  clinical  transition 
between  diffuse  esophageal  spasm  and  achalasia  has 
been  well  documented  by  manometric  and  radiologic 
studies.8 

Esophageal  sensitivity  to  anticholinergic  agents, 
a characteristic  of  achalasia,  has  been  noted  to  occur 
in  some  patients  with  diffuse  esophageal  spasm,9  and 
it  was  observed  in  four  cases  in  this  series. 

The  spectrum  of  manometric  findings  in  cases  of 
diffuse  esophageal  spasm  include  failure  of  peristaltic 


wave  transmission  in  approximately  50  per  cent  of 
swallows,  spontaneous  aperistaltic  contractions  in 
the  absence  of  swallowing,  and  repetitive  aperistaltic 
high-amplitude  contractions,  greater  than  100  mm. 
Hg.  These  findings  are  generally  more  severe  in  the 
lower  two  thirds  of  the  esophagus.  The  lower 
esophageal  sphincter  usually  has  a normal  resting 
pressure  and  normal  relaxation  response  to  degluti- 
tion.4 In  some  cases,  the  lower  esophageal  sphincter 
may  be  hypertonic,  with  or  without  impaired  relax- 
ation on  swallowing.10 

Occasionally,  patients  with  the  clinical  and  ra- 
diographic manifestations  of  achalasia  may  be 
studied  who  have  the  manometric  findings  of  high- 
amplitude  aperistaltic  contractions  of  the  esophagus 
associated  with  a lower  esophageal  sphincter  that 
does  not  relax  on  deglutition.  The  manometric 
findings  of  total  aperistalsis  in  the  lower  two  thirds 
of  the  esophagus  characterize  these  cases  as  “vigorous 
achalasia.”11  Patients  with  diffuse  esophageal 
spasm  have  at  least  50  per  cent  transmission  of 
peristaltic  waves.  The  clinical  and  manometric  ob- 
servations, as  noted  here,  may  merge. 

Treatment  of  diffuse  esophageal  spasm  has  been 
to  reduce  the  magnitude  and  frequency  of  the 
esophageal  mural  contractions.  Anticholenergics 
and  nitrates  may  be  efficacious  in  patients  with  mild 
or  intermittent  symptoms.5 

Pneumatic  dilatation,  if  successful,  disrupts  the 
lower  esophageal  sphincter  and  relieves  dysphagia. 
Spontaneous  chest  pain  may  be  relieved  without 
change  in  the  manometric  findings.  The  reason  for 
this  is  not  apparent.  Rider  et  al.12  reported  suc- 
cessful results  employing  pneumatic  dilatation  al- 
though as  many  as  22  dilatations  were  required,  and 
the  course  of  treatment  extended  to  several  years  in 
some  cases  In  this  series,  multiple  dilatation  was 
not  employed. 

Long  esophageal  myotomy,  first  performed  by 
Lortat-Jacob,13  has  been  popularized  in  this  country 
by  Ellis  et  al.14  The  procedure  can  be  performed 
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with  little  risk;  in  Ellis’  series  of  46  cases,  improve- 
ment was  noted  in  78  per  cent. 

Postoperative  manometric  findings  have  demon- 
strated a decrease  in  the  amplitude,  duration,  and 
repetitiveness  of  the  esophageal  mural  contrac- 
tions.15 

The  six  patients  treated  by  long  esophagomyotomy 
reported  in  this  series  all  had  excellent  results; 
postoperative  manometries  were  performed  in  two 
patients,  and  improvement  was  noted. 

Recent  reports  suggest  that  Belsey-Collis  gastro- 
plasty be  performed  in  addition  to  the  long  esopha- 
geal myotomy  to  prevent  reflux  esophagitis  and 
stricture,  and  that  the  myotomy  be  extended  above 
the  aortic  arch.16  Ellis17  has  suggested  that  if  the 
usually  normal  lower  esophageal  sphincter  noted  in 
this  disease  is  preserved,  postoperative  reflux  should 
be  avoided,  and  since  the  most  severe  manometric 
abnormalities  are  found  in  the  infra-aortic  esopha- 
gus, retroaortic  and  supra-aortic  myotomy  are  not 
required  to  give  symptomatic  relief.  The  experience 
noted  with  this  small  series  of  surgically  treated  cases 
is  in  agreement. 

Conclusions 

Diffuse  esophageal  spasm  should  be  suspected  in 
patients  with  obscure  chest  pain,  often  associated 
with  varying  degrees  of  dysphagia. 

The  esophagram  findings  may  be  normal;  esoph- 
ageal manometry  is  required  to  establish  the  diag- 
nosis. 

In  mild  or  intermittent  cases,  anticholinergics  or 
pneumatic  dilatation  may  afford  symptomatic  relief. 
Prolonged  courses  of  dilatation  are  not  indicated. 
Patients  not  responding  to  these  measures  and  more 
severe  cases  should  be  treated  by  long  esophageal 
myotomy. 
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Discussion 

Walter  Wichern,  M.D.,  New  York  City.  I am 
privileged  to  discuss  Dr.  Bloomberg’s  report.  He 
always  seems  to  remind  us  of  things  we  have  forgot- 
ten and  brings  us  up-to-date,  in  modern  context. 

Despite  the  fact  that  diffuse  esophageal  spasm  was 
described  by  Osgood  in  18892  and  that  the  entity  has 
been  characterized  variably  in  the  interval  as  curling 
or  corkscrew  or  rosary  esophagus,  pseudodiverticu- 
losis,  nonsphincter  spasm,  or  segmental  spasm,  or 
giant  muscular  hypertrophy  of  the  esophagus,  its 
cause  remains  poorly  understood. 

Little  is  known  about  the  cause  of  this  condition, 
and  all  suggested  theories  lack  proof.  Many  patients 
without  dysphagia  show  some  degree  of  esophageal 
incoordination.  However,  if  the  disease  progresses 
to  dilatation  and  diverticulum  formation,  symptoms 
always  occur.  Once  symptoms  begin,  associated 
disease  such  as  sliding  hiatus  hernia  should  be  re- 
paired. With  failure  of  medical  management,  at- 
tention should  be  given  to  esophagomyotomy. 

Dr.  Bloomberg’s  text  says  it  all.  One  would  won- 
der whether  the  entity  isn’t  much  more  common  than 
14  patients  in  ten  years  at  a major  hospital  would 
seem  to  indicate,  recognizing  that  the  symptoms  are 
comparable  to  angina  pectoris  and  relieved  by  ni- 
troglycerin. I have  one  such  patient  who  added 
dysphagia  to  his  symptom  complex,  became  resistant 
to  antispasmodics,  and  who  was  belatedly  found  to 
have  diffuse  spasm  of  the  esophagus  relieved  by 
myotomy. 

The  disorder  usually  does  not  progress  to  serious 
complications;  therefore,  in  selecting  patients  for 
operation,  the  most  important  consideration  is  the 
severity  of  symptoms.  Certainly,  those  patients  with 
severe  and  progressive  or  persistant  dysphagia  and 
those  patients  who  present  symptomatic  diverticulae 
warrant  surgery.  These  may  look  forward  to  nearly 
complete  relief  of  their  symptoms. 

Myotomy  does  not  restore  normal  peristalsis  to  the 
esophagus.  It  does  prevent  a great  increase  in 
esophageal  pressure  initiated  by  swallowing  or  other 
stimuli,  thus  reducing  pain  and  permitting  more 
ready  emptying.  Therefore,  total  relief  may  not  al- 
ways be  achieved.  We  should  be  grateful  to  Dr. 
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Joomberg  for  an  innovative  presentation  of  an  en- 
ty  probably  often  overlooked. 

Robert  Frater,  M.D.,  The  Bronx,  New  York.  I 
njoved  vour  presentation,  Dr.  Bloomberg.  I would 
ke  to  ask  one  question.  It  seemed  to  me  from  your 
reservation  that  you  very  clearly  separated  acha- 
isia  from  diffuse  spasm  whereas  in  fact  there  can  be 
n overlap.  1 am  happy  to  show  you  at  least  one 
atient  who  had  manometrically  documented  diffuse 
jasm,  with,  at  the  time,  a sphincter  that  relaxed 
ormally,  who  had  a long  myotomy  excluding  the 
jhincter  because  that  shouldn’t  he  part  of  the  op- 
ration  for  diffuse  spasm,  and  who  subsequently 
pveloped  unequivocal  achalasia  and  had  to  have  the 
.wer  sphincter  dealt  with  as  well.  I recall  from  my 
lavo  Clinic  days  that  we  did  indeed  have  patients 
i those  days  with  some  overlap.  Its  nice  to  define 
lem  separately,  but  I think  it  is  a less  clear-cut 
-ndrome  than  you  describe.  By  the  way,  in  view  of 
re  point  made  about  distinguishing  cardiac  from 
iophageal  disease,  those  of  you  who  don’t  know  what 
lgina  is  like  can  find  out  very  easily  by  having  an 
iophageal  balloon  blown  up  in  your  esophagus, 
eople  who  have  angina  who  have  a balloon  blown  up 
i their  esophagus  cannot  distinguish  between  these 
vo  pains.  If  you  ever  sw  allowed  a Swedish  meatball 
id  allowed  it  to  go  down  intact,  you  will  know  what 
lgina  is  like.  This  is  the  reason  why  it  is  extraor- 
inarily  difficult  to  distinguish  between  angina  and 
iffuse  spasm,  and  I suspect  the  reason  why  this 
mdition  is  seldom  encountered  by  us  is  that  a large 
amber  of  patients  are  on  medical  therapy  for  angi- 
a. 

Dr.  Naclerio:  I rise  to  make  one  point  relative  to 
rcumstances  in  which  the  surgeon  wishes  to  make 
"rtain  that  no  esophageal  perforation  has  occurred 
i the  performance  of  what  may  be  a difficult  e- 
iphagomyotomy.  In  these  situations,  a test  which 
refer  to  as  the  “bubble  test”  will  rule  out,  in  prac- 
cally  all  situations,  the  presence  or  absence  of  an 
iophageal  leak. 

The  test  is  performed  by  introducing  a tube  into 
le  upper  esophagus  and  applying  a rubber  shod 
amp  to  the  lower  esophagus  at  the  esophagogastric 
inction.  Positive  air  pressure  is  then  administered 


through  the  esophageal  tube,  and  saline  solution  in 
copious  amounts  is  poured  over  the  entire  length  of 
the  esophagus;  if  a perforation  is  present,  air  bubbles 
w ill  be  immediately  demonstrated  in  the  region  of  the 
perforation. 

This  test  is  simple,  quickly  performed,  and  will 
help  detect  the  exact  site  and  extent  of  esophageal 
injury.  The  use  of  methylene  blue  which  discolors 
tissue  and  other  less  reliable  and  time-consuming 
searohing  methods  are  thereby  not  necessary. 

I)r.  Bloomberg:  I don’t  really  want  to  close  the 
discussion;  I think  Dr.  Fell  may  have  something  to 
say.  In  answer  to  Dr.  Naclerio,  I don’t  know  where 
you  dig  up  these  complications;  we  never  seem  to 
have  them.  As  far  as  Dr.  Frater  is  concerned,  I can- 
not resist  saying,  “Sam,  you  made  the  myotomy  too 
long.” 

Dr.  Fell:  I enjoyed  the  discussion.  As  was  stated, 
this  disease  was  described  before  1900.  The  devel- 
opment of  esophageal  manometry  in  the  1950s  de- 
lineated the  problem.  At  the  January  meeting  of  the 
Society  of  Thoracic  Surgeons  in  Washington,  the 
Toronto  group  advocated  the  addition  of  a Collis- 
Belsey  gastroplasty  to  the  long  esophageal  myotomy 
promulgated  by  Ellis  and  associates.  We  have  been 
happy  with  myotomy  alone  and  have  had  no  prob- 
lems. After  myotomy,  you  can  see  the  marked  sep- 
aration of  the  muscle;  approximately  one  half  of  the 
circumference  of  the  esophagus  and  all  of  the  mu- 
cosal layer  is  exposed  from  the  cardioesophageal 
junction  upward.  You  can  see  the  circular  fibers 
which  we  are  careful  to  leave  to  prevent  reflux 
esophagitis  and  obviate  the  need  for  a Collis-Belsey 
procedure.  As  stated,  the  disease  is  predominantly 
in  the  lower  two  thirds  of  the  esophagus,  and  we  have 
not  found  the  need  to  extend  the  procedure  above  the 
aortic  arch.  To  answer  Dr.  Frater ’s  comment,  on  the 
overlap  with  achalasia,  we  have  had  one  case  of  this 
type.  The  first  case  was  well  described  in  Gut,  where 
a patient  after  ten  years  with  diffuse  esophageal 
spasm  proved  by  x-ray  film  and  manometry  devel- 
oped classic  achalasia.  We  have  had  a similar  case. 
We  have  been  happy  with  the  myotomy  without 
embellishments. 

The  following  article  is  abstracted. 
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A large’common  septal  perforating  coronary  artery 
arises  from  the  proximal  left  anterior  descending  in 
80  per  cent  of  the  cases.  This  artery  is  often  com- 
promised by  proximal  lesions  in  the  left  mainstem 
(LM)  or  LAD  (left  anterior  descending)  coronary 
artery.  Revascularization  of  the  distal  LAD  and 
circumflex  coronary  arteries  fail  to  provide  circula- 
tion to  this  vital  septal  branch.  A retrospective  re- 
view of  100  cases  of  aortocoronary  bypass  (ACB)  to 
the  LAD  revealed  that  endarterectomy  of  the  prox- 
imal LAD  and  left  mainstem  would  have  been  fea- 
sible. 

Endarterectomy  of  this  segment  was  performed  in 
16  patients.  Pre-  and  early  postoperative  arterio- 
grams were  available  on  10  of  these  patients.  In  all 
10  the  endarterectomy  site  remained  patent,  and 
circulation  to  the  septal  perforators  was  restored. 
There  were  two  deaths  in  the  series,  both  in  patients 
with  extensive  disease  of  the  left  ventricle.  One 
patient  had  extension  of  an  acute  myocardial  in- 
farction after  having  been  treated  preoperatively 
with  an  intra-aortic  balloon  for  five  days.  The  other 
patient  died  of  bilateral  bronchial  pneumonia  at  four 
weeks.  The  autopsy  revealed  patency  of  the  bypass 
grafts. 

Several  techniques  are  available  for  performing 
satisfactory  endarterectomy,  including  primary 
closure  of  the  endarterectomized  vessel,  ligation  of 
the  proximal  third  of  the  endarterectomized  LAD 
and  distal  vein  bypass,  and  endarterectomy  and  by- 
pass to  the  endarterectomized  segment.  The  tech- 
nique and  the  results  will  be  demonstrated.  We  have 
concluded  that  this  procedure  is  an  important 
modification  of  coronary  artery  bypass  surgery  and 
endarterectomy,  and  should  be  used  with  increasing 
frequency. 

Discussion 

John  E.  Hutchinson,  III,  M.D.,  New  York  City. 
I wish  to  congratulate  the  authors  for  their  presen- 

* By  invitation. 


tation.  I do  have  significant  reservations  about  the 
concept  of  endarterectomy  of  the  left  main  and 
proximal  anterior  descending  coronary  arteries.  At 
St.  Luke’s  Hospital,  my  colleagues  and  I have  now 
operated  on  over  2,500  patients  with  an  operative 
mortality  rate  that  has  been  consistently  in  the  1 to 
2 per  cent  range  each  year.  These  patients  had  by- 
pass grafts  alone.  Included  are  all  comers,  including 
those  with  severely  impaired  left  ventricular  func- 
tion, the  threatened  myocardial  infarction  group, 
those  with  very  diffuse  disease,  and  patients  with 
severe  main  and  high-proximal  anterior  descending 
lesions.  The  best  long-term  results  have  been  seen 
in  that  category  of  patients  discussed  by  the  authors, 
namely,  those  with  proximal  disease.  With  the  by- 
pass techniques  these  are  the  ideal  patients.  It  is  in 
this  category  of  patients  that  the  probability  of 
long-term  patency  is  greatest.  We  have  followed 
these  patients  for  four  or  five  years,  and  they  con- 
tinue to  do  extremely  well. 

The  proximal  endarterectomy  concept,  in  my 
opinion,  takes  away  the  major  safety  factor  of  bypass 
surgery.  One  of  the  prime  dicta  in  the  bypass  con- 
cept is  that  one  first  does  no  harm.  Even  if  the  by- 
pass conduit  fails,  usually  the  patient  returns  to  his 
preoperative  state  and  may  simply  have  recurrence 
of  angina.  If,  however,  one  performs  an  endarter- 
ectomy of  a proximal  vessel  and  that  fails  this  more 
commonly  is  associated  with  a death.  I therefore 
wonder  if  thrombosis  of  the  endarterectomized 
proximal  artery  contributes  to  the  cause  of  an  oper- 
ative mortality  rate  in  the  12  and  13  per  cent  range. 
At  postmortem  examination  in  these  patients,  was 
there,  in  fact,  obstruction  of  the  endarterectomized 
segment?  Also,  I wonder  what  the  incidence  of 
postoperative  myocardial  infarction  is  in  patients 
who  had  proximal  endarterectomies  performed.  In 
our  patients  in  whom  we  have  done  simple  bypass 
conduits,  using  the  mammary  artery  preferably  for 
the  anterior  descending  and  vein  grafts  for  other 
arteries,  our  incidence  of  operatively  associated  Q- 
wave  myocardial  infarctions  has  been  in  the  range  of 
4 to  5 per  cent.  In  many  of  the  patients  who  have 
developed  electrocardiographic  evidence  of  myo- 
cardial infarction,  their  clinical  courses  have  been 
benign  tending  to  indicate  only  minimal  damage  to 
heart  muscle.  In  the  authors’  patients  in  which  both 
endarterectomy  and  bypass  grafts  were  done,  is  there 
any  postoperative  hemodynamic  information  avail- 
able as  it  relates  to  competitive  flow  through  the 
bypass  conduit  and  through  the  endarterectomized 
native  artery? 

In  summary,  I feel  that,  in  the  present  state  of  the 
art,  the  bypass  concept  has  an  established  excellent 
track  record  for  patients  with  proximal  left  disease 
and  the  endarterectomy  concept  deserves  further 
cogitation. 

Dr.  Parsonnet:  Dr.  Hutchinson,  you  have  raised 
important  questions  that  are  not  easy  to  answer.  In 
the  first  place,  a comparison  of  one  group  of  patients 
to  another  is  impossible  unless  the  patients  are  se- 
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lected  in  a controlled  manner.  Also,  we  cannot  dis- 
cuss a patient  series  from  anecdotes  alone,  and  it 
would  be  helpful  if  1 had  more  details  of  your  cases, 
such  as  the  average  number  of  bypasses  per  patient, 
and  so  forth.  For  example,  you  may  consider  some 
of  the  arteries  in  our  cases  to  be  completely  inop- 
erable. But  because  one  cannot  put  a bypass  into  the 
mid-LAD  when  the  mid-LAD  is  not  there,  one  must 
either  extract  the  atheromatous  plug  or  put  the  graft 
into  the  distal  LAD  where  the  flow  and  distribution 
will  be  too  small.  The  thrust  of  my  presentation  was 
to  show  two  groups  of  patients,  selected  sequentially, 
who  had  similar  mortality  rates  and  operative  risk 
and  a similar  number  of  poor-risk  patients.  The 
incidence  of  postoperative  acute  myocardial  infarc- 
tion in  our  overall  experience  is  higher  than  yours, 
about  10  per  cent,  but  not  in  this  group.  In  this  series 
there  was  1 intraoperative  acute  myocardial  infarc- 
tion in  the  45  cases  of  the  study  group,  and  2 in  the 
45  cases  of  the  control  group.  The  patients  who 
survived,  and  that  is  most  of  them,  are  well.  There 
was  only  one  postoperative  coronary  incident;  one  of 
the  patients  in  the  study  group  died  suddenly  about 
six  months  postoperatively.  I would  like  to  stress 
that  this  operation  should  only  be  done  when  by- 
passes cannot  be  done.  There  is  no  evidence  that  we 
have  done  any  harm.  The  mortality  rates  in  both 
series  of  poor-risk  patients  was  identical.  In  our 
more  routine  cases  the  mortality  rates  are  similar  to 
yours. 

George  Robinson,  M.D.,  The  Bronx,  New  York. 
Is  it  too  late  to  ask  a question?  One  of  the  continuing 
and  unresolved  problems  in  vein  grafting  is  the  pos- 
sible competitive  flow  from  two  sources.  As  I visu- 
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alized  some  of  your  end  results  one  would  have  a di- 
rect conduit  from  the  aorta  into  the  LAD  in  compe- 
tition with  a vein  graft.  Am  I correct  about  that? 

Dr.  Parsonnet:  Yes. 

Dr.  Robinson:  How  are  they  turning  out?  Are 
you  able  to  say  with  confidence  that  there  is  contin- 
ued patency  in  two  competitive  systems? 

Dr.  Parsonnet:  I can’t  answer  those  questions 
yet,  Dr.  Robinson.  Competition  between  a graft  and 
an  endarterectomized  vessel  is  an  old  problem  to  the 
vascular  surgeon,  and  I am  familiar  with  the  theory 
that  the  bypass  graft  and  the  host  must  share  the  flow 
to  the  same  distribution  to  the  periphery,  and 
therefore  one  of  the  two  parallel  channels  may  close. 
The  coronary  system,  however,  is  a little  different, 
because  it  is  the  only  system  in  the  body  where  there 
is  significant  retrograde  as  well  as  antegrade  flow.  It 
may  be  a self-washing  effect  here  that  helps  keep 
ihese  vessels  patent.  For  that  matter,  may  I ask  how 
often  can  one  put  a 3-mm.  graft  in  a leg  and  expect 
it  to  stay  open?  The  answer  is,  not  very  often. 
There  is  a high  incidence  of  closure.  Why,  then,  will 
a 3-mm.  vein  graft  or  a 2-mm.  internal  mammary 
artery  remain  patent  in  the  heart?  There  is  clearly 
something  different  about  the  coronary  artery  cir- 
culation. 

As  for  our  long-term  experience,  we  have  only 
studied  three  patients  so  far,  and  all  eight  grafts  in 
these  patients  are  patent,  although  in  two  the  main 
stem  have  closed.  I must  remind  you  that  this  is  a 
preliminary  report,  and  I hope  that  the  next  time  I 
have  a chance  to  present  this  material  I will  have 
more  long-range  information. 

The  following  report  will  appear  in  its  entirety. 


Over  the  past  20  years  425  patients  with  COPD 
(chronic  obstructive  pulmonary  disease)  were  sub- 
mitted to  lung  drainage  procedures.  A manipulative 
and  an  operative  procedure  were  utilized.  The 
manipulative  procedure,  termed  selective  systematic 
tracheobronchial  drainage,1-2  is  hereinafter  referred 
as  SSTBD.  This  consists  of  intubation  and  repeated 
insertion  of  specially  designed  catheters  (Rockey- 
Thompson  bronchial  suction  catheters)*  for  aspi- 
ration of  the  tracheobronchial  tree.3 

The  operative  procedure  is  termed  tracheal  fen- 
estration,4-8 hereinafter  designated  as  T.F.  This 
consists  of  a surgically  created  skin-lined  shortcut 
entrance  to  the  trachea  above  the  manubrum  sterni 
and  is  airtight  and  leakproof  for  all  practical  pur- 
poses. It  does  not  interfere  with  phonation.  This 
communication  provides  the  patient  with  a route  for 
insertion  of  the  aspiration  catheters. 

Of  the  425  patients  96  were  submitted  to  T.F.  The 
first  60  were  submitted  to  T.F.  without  preceding 
SSTBD.  The  remaining  36  patients  received 
SSTBD  treatment  prior  to  the  T.F.  operation.  Of 
the  total  365  were  treated  with  serial  SSTBD.  Six- 

* C.  R.  Bard,  Inc.,  Murray  Hill,  New  Jersey  07974. 
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teen  of  the  96  patients  who  received  T.F.  were  ac- 
cepted in  this  study  with  preoperative  pulmonary 
function  tests  demonstrating  a forced  expiratory 
volume  in  one  second  less  than  1 L.,  a maximum 
midexpiratory  flow  rate  less  than  0.5  L.  per  second, 
and  at  least  one  pulmonary  function  test  per  year 
after  T.F.  This  study  is  a clinical  and  functional 
evaluation  of  these  16  patients. 

Materials  and  methods 

Patient  evaluation.  The  16  patients  were  ini- 
tially evaluated,  and  the  T.F.  operation  was  per- 
formed between  the  years  1966  and  1970.  A per- 
formance grade  was  designed  for  the  study  retro- 
spectively: 

1.  Able  to  walk  three  blocks  or  more  or  climb  one 
flight  of  stairs  or  more  without  dyspnea.  Can  partici- 
pate in  or  is  capable  of  full-time  gainful  employment. 

2.  No  dyspnea  when  caring  for  personal  needs  such 
as  eating  and  dressing.  Can  participate  in  or  is  capa- 
ble of  part-time  gainful  employment.  Dyspnea  occurs 
when  walking  more  than  two  blocks  or  when  climbing 
one  flight  of  stairs. 

3.  No  dyspnea  when  talking,  eating,  or  dressing. 
Dyspnea  occurs  when  walking  one  block  or  less. 

4.  No  dyspnea  with  eating,  talking,  or  resting. 
Dyspnea  occurs  while  dressing. 

5.  Dyspnea  with  eating,  talking,  and  resting. 

6.  Unable  to  eat  or  dress  oneself. 

7.  Impending  or  actual  carbon  dioxide  narcosis. 

Characteristics  of  the  patients  at  the  time  of  the 
initial  evaluation  is  summarized  in  Table  I.  Most  of 
the  patients  were  in  Grade  V with  a range  of  IV  to 
VII.  Of  the  16  patients,  3 were  nonsmokers,  and  13 
were  smokers.  Of  the  13  smokers,  2 stopped  smoking 
at  least  one  year  prior  to  their  initial  evaluation.  One 
patient  stopped  smoking  at  the  initial  visit.  One 
patient  stopped  smoking  14  months  after  the  T.F. 
operation,  and  one  patient  continued  to  smoke  after 
T.F. 

Treatment.  A series  of  SSTBD  treatments  con- 
sisted of  daily  consecutive  week-day  treatments 
numbering  3 to  15.  Beneficial  effect  from  a series  of 
treatments  included  improvement  in  performance 
grade  and/or  pulmonary  function. 

Most  patients  were  continued  on  medications  such 
as  oral,  rectal,  and  aerosol  bronchodilators,  expec- 
torants, and  antibiotics  as  needed  for  infection. 
Corticosteroids  were  usually  weaned  but  continued 
if  necessary.  Also,  the  patients  were  instructed  in 
breathing  exercises  and  maintained  on  other  medi- 
cations as  medically  indicated. 

Tracheal  fenestration.  Indications  for  tracheal 
fenestration  were:  (1)  far-advanced  COPD;  (2) 

beneficial  effect  from  serial  SSTBD  treatment;  and 
(3)  evidence  that  the  beneficial  effect  could  be 
maintained  only  by  daily  SSTBD  treatments.  The 
patients  were  considered  to  have  far-advanced 
COPD  when  they  had  compatible  clinical  features  of 
the  disease  and  pulmonary  function  studies  that 


TABLE  I.  Characteristics  of  patients  at  initial 
evaluation 


Category 

Number 

Age  in  years; 

mean  (S.D.  )* 

58  (8) 

Sex  (M,F)  (N)t 
Performance  grade; 

13,3 

mean  (S.D. ) 

5 (0.6) 

Cough  and  sputum  (N) 

14 

Peripheral  edema  (N) 

12 

Smoke 

13 

Dose  (cigarettes  per  day); 

mean  (S.D) 

Duration  in  years; 

36  (17) 

mean  (S.D. ) 

44  (9) 

Corticosteroids,  long-term  (N) 

10 

*S.D.  = standard  deviation. 
tN  = number  of  patients. 


showed  an  FEVi  (forced  expiratory  volume  in  one 
second)  to  be  less  than  1 L.  and  an  MMF  (maximum 
midexpiratory  flow  rate)  to  be  less  than  0.5  L.  per 
second. 

Pulmonary  function  tests.  Detailed  pulmonary 
function  tests  were  performed  at  the  laboratories  at 
St.  Barnabas  Hospital,  St.  Anthony’s  Hospital,  and 
the  Flower  and  Fifth  Avenue  Hospitals.  Office 
pulmonary  function  tests  were  performed  with  a 
Jones  pulmonor. 

The  following  pulmonary  function  tests  were 
performed:  VC  (vital  capacity),  FVC  (forced  vital 
capacity),  FEVi,  MMF  (maximum  midexpiratory 
flow  rate  25  to  75  per  cent),  MW  (maximum  vol- 
untary ventilation),  RV  (residual  volume),  TLC 
(total  lung  capacity),  and  RV/TLC  (residual  volume 
to  total  lung  capacity  ratio  expressed  as  a per 
cent). 

The  16  patients  had  pulmonary  function  tests  an 
average  of  three  and  one-half  weeks  before  the  T.F. 
operation.  A postoperative  pulmonary  function  test 
was  performed  an  average  of  eleven  weeks  after  T.F. 
The  before-and-after  function  studies  were  evaluated 
for  significance  by  using  the  standard  T test. 

The  initial  pulmonary  function  test  after  T.F.  was 
utilized  as  a base  line  for  subsequent  tests  that  were 
performed  over  one  to  six  and  one-half  years.  Actual 
function  values  were  plotted  by  time  and  showed  no 
curvilinear  change.  Linear  regression  analysis  was 
selected  for  application  to  all  functions.  The  rate  of 
change  of  each  function  was  compared  to  the  pre- 
dicted rate  of  change  of  the  population  tested.  These 
were  determined  from  standard  prediction  formulas: 
Kory  et  al.9  for  VC,  FVC,  FEVi,  and  MW;  Morris, 
Koski,  and  Johnson10  for  MMF;  and  Baldwin, 
Cournand,  and  Richards11  for  the  RV,  TLC,  and 
RV/TLC  ratio. 

Results 

As  a result  of  T.F.  the  patients  were  able  to  per- 
form lung  drainage  by  self-aspiration.  Each  drain- 
age session  would  take  30  minutes  when  done  prop- 
erly, and  most  patients  were  advised  self-aspiration 


228  New  York  State  Journal  of  Medicine/February  1977 


TABLE  II.  Changes  by  treatment  including  T.F.  and 
self-aspiration 


Changing  Factor 

Before 

After 

Performance  grade 

Mean  time  in  years 

1.5 

4.9 

Mean 

5 

2 

Range 

4.5  to  7 

1 to  7 

Corticosteroids 

Mean  time  in  years 

2.8 

0.75 

Number  of  patients 

10 

6 weaned 

TABLE  III.  Pulmonary  function  before  and  after 
tracheal  fenestration  operation  in  16  patients 


Number 

of 

Patients 

Evaluated 

in 

Test 

Test 

Before 

Level 

of 

Signif- 

icance 

After 

5 

CVC*  (L.) 
Mean 

2.48 

2.81 

S.D.t 

0.71 

0.99 

P 

<0.2 

13 

FVC**  (L.) 
Mean 

1.62 

1.85 

S.D. 

0.48 

0.69 

P . . 

<0.2 

9 

FEV.T+  (L.) 
Mean 

0.64 

0.74 

S.D. 

0.27 

0.48 

P 

<0.5 

13 

MMF***  (L.  per  second) 
Mean 

0.30 

0.39 

S.D. 

0.14 

0.28 

P 

<0.3 

14 

MVVTTT  (L.  per  minute) 
Mean 

30.5 

26.7 

S.D. 

17.1 

13.4 

P 

<0.5 

5 

RV****  (L.) 
Mean 

5.18 

4.1 

S.D. 

2.16 

1.66 

5 

P 

TLC++++  (L.) 
Mean 

7.67 

<0.2 

7.32 

S.D. 

2.09 

1.61 

P 

<0.3 

5 

RV/TLC*****  (per  cent) 
Mean 

65.5 

60.9 

S.D. 

11.9 

13.8 

P 

<0.2 

* CVC  = calculated  vital  capacity  (summation  of  inspiratory  ca- 
pacity and  expiratory  reserve  volume. 

T S.D.  = standard  deviation. 

* * FVC  = forced  vital  capacity. 

Tt  fEVj  = one  second  forced  expiratory  volume. 

= maximum  midexpiratory  flowrate  25  to  75  per 

cent. 

’I"!”*' MW  = maximum  voluntary  ventilation. 

* * * * RV  = residual  volume. 

TLC  = total  lung  capacity. 

*****  RV/TLC  per  cent  = ratio  of  residual  volume  to  total 
lung  capacity. 


once  or  twice  a day.  Prescribed  medications  were 
continued.  Within  weeks  to  two  months  postoper- 
atively  the  patients  had  recovered  from  surgery  and 
were  capable  of  self-care. 

When  stabilized,  a retrospective  evaluation  of  their 
clinical  performance  by  the  grading  system  before  as 
compared  to  after  T.F.  is  summarized  in  Table  II. 
There  was  a significant  improvement  (p  < 0.001) 
from  the  mean  Grade  V to  the  mean  Grade  II.  This 
improvement  was  maintained  for  most  of  each  pa- 
tient's life  with  occasional  relapses. 

Ten  patients  were  receiving  corticosteroids  to  treat 
their  lung  disease  at  the  time  of  initial  evaluation 
(Table  II).  The  mean  duration  was  2.8  years  with  a 


E23  ACTUAL 
□ PREDICTED 


01% 


* SIGNIFICANCE  P<  05 

FIGURE  1.  Annual  change  in  pulmonary  function  of  16 
patients  after  tracheal  fenestration  determined  from  re- 
gression analysis.  Each  function  has  actual  and  predicted 
change  per  year.  The  actual  change  represented  as  per  cent 
(bar  height)  and  as  unit  (volume,  rate,  or  ratio),  expressed  as 
number  adjacent  to  bar.  Predicted  annual  change  for  group 
were  they  not  to  have  disease  represented  as  per  cent. 
There  is  significant  difference  between  actual  and  predicted 
regression  of  RV,  TLC,  and  RV/TLC. 


standard  deviation  of  2.9  and  a range  of  8 months  to 
10  years.  After  T.F.  and  with  self-aspiration  and 
other  medications,  corticosteroids  were  weaned  and 
discontinued  in  six  patients  over  a period  of  from  6 
to  12  months.  Of  the  four  patients  continued  on 
corticosteroids,  one  had  asthma  as  well  as  severe 
COPD  and  required  a maintenance  dose  of  from  5 to 
20  mg.  of  prednisone  daily,  and  the  other  three  pa- 
tients required  periodic  use  of  corticosteroids  for 
episodes  of  asthmatic  bronchitis  or  respiratory  in- 
sufficiency. 

Unusual  complications  may  include  narrowing  of 
the  stoma  of  the  healed  and  functioning  T.F.  rem- 
edied by  dilatation.  After  time,  lack  of  skin  turgor 
may  result  in  some  air  loss  through  the  stoma.  This 
is  corrected  by  minor  surgical  intervention. 

Physiologic  data  of  the  16  patients  before  and  after 
T.F.  were  compared  (Table  III).  Lung  function  tests 
were  performed  before  surgery  an  average  of  27  days 
with  a range  from  3 to  69  days.  Function  tests  were 
performed  after  surgery  an  average  of  81  days  with 
a range  from  27  to  107  days.  There  was  specific  data 
improvement  in  all  functions  evaluated  but  not  to  the 
0.05  level  of  statistical  significance. 

Figure  1 shows  the  pulmonary  function  change 
performed  annually  after  T.F.  with  self-aspiration 
treatment  compared  to  the  predicted  rate  of  change. 
Seven  patients  had  a total  of  45  tests  done  at  intervals 
of  months  to  years  for  this  regression  analysis.  The 
annual  change  of  the  residual  volume,  total  lung  ca- 
pacity and  RV  TLC  ratio  correlated  significantly 
with  time  and  are  significantly  different  from  the 
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TABLE  IV.  Prognosis  after  T.F. 


TABLE  V.  Causes  of  death 


Result 

Number 
of  Patients 

Duration 
in  Years 

Survivors 

2 

9 and  11 

Nonsurvivors 

14 

Mean 

4.3 

Standard  deviation 

1.8 

Range 

0.9  to  7 

predicted  regressions  for  these  functions.  Other 
functions  were  not  significantly  different  from  pre- 
dicted regressions. 

The  prognosis  of  the  T.F.  patients  is  summarized 
in  Table  IV.  Two  patients  are  still  living  9 and  11 
years  after  operation.  The  14  nonsurvivors  lived  an 
average  of  4.3  years  with  a range  of  11.5  months  to  7 
years.  The  cause  of  death  is  summarized  in  Table 
V.  One  half  of  those  who  died  had  autopsies.  Five 
of  the  deaths  were  sudden  and  unexplained,  two  were 
due  to  acute  myocardial  infarction,  two  were  due  to 
cor  pulmonale,  and  one  each  was  due  to  the  condi- 
tions as  listed. 

Comment 

McLean12  demonstrated  the  presence  of  mucous 
plugging  in  peripheral  airways  from  histologic  sec- 
tions of  emphysematous  lungs  in  studies  beginning 
in  the  early  1950s  and  summarized  in  an  article  in 
1958.  At  about  the  same  time,  Rockey  et  al.4’6 
demonstrated  the  presence  of  colorless,  thick,  tena- 
cious mucus  in  peripheral  airways  of  patients  with 
emphysema  who  had  no  cough  or  expectoration  by 
removing  the  material  by  aspiration.  Since  then 
others  have  demonstrated  the  presence  of  peripheral 
mucous  plugging  in  COPD.1213  Thus,  for  two  dec- 
ades, there  are  reports  of  mucous  secretions  in  small 
airways  in  patients  with  emphysema,  exaggerated  in 
patients  with  bronchitis  and  emphysema.  Some 
authors  have  considered  that  lung  destruction  had 
resulted  from  mucous  plugging. 41416  Others  dem- 
onstrated functional  impairment12’13  or  disability6 
from  peripheral  mucous  plugging. 

The  patient  with  severe  COPD  has  a less  effective 
cough17  and  diminished  tracheobronchial  clearing 
mechanisms.18  Thus,  various  modalities  of  treat- 
ment are  directed  toward  enhancing  expectoration 
and  evacuation  of  tracheobronchial  secretions. 
These  include  the  use  of  bronchodilators,  expecto- 
rants, corticosteroids,  aerosolized  solutions,  me- 
chanical ventilation,  and  chest  physical  therapy. 

In  addition  to  these  therapeutic  measures, 
SSTBD,  when  done  daily  on  consecutive  days,  has 
been  shown  to  he  effective  in  the  COPD  patients 
during  episodes  of  respiratory  insufficiency.2  This 
study  suggests  that  there  may  he  benefit  from 
SSTBD  for  the  COPD  patient  in  remission  (Table 
III).  When  worsening  of  symptoms  occurs  with  the 
cessation  of  SSTBD,  the  patient  is  considered  a 
candidate  for  T.F.  operation.  This  study  suggests 


Cause 

Number 
of  Patients 

Autopsy 

Sudden  death 

5 

1 

Myocardial  infarction 

2 

2 

Cor  pulmonale 

2 

1 

Cardiac  arrythmia 

1 

1 

Pneumonia 

1 

1 

Gastrointestinal  hemorrhage, 
aspiration 

1 

1 

Lung  cancer 

1 

Amyotrophic  lateral  sclerosis 

1 

Totals 

14 

7 

that  the  self-aspiration  after  T.F.,  in  addition  to  other 
therapeutic  modalities,  offers  some  patients  clinical 
stability  and  may  reduce  functional  hyperinfla- 
tion. 

During  the  first  eight  years  of  the  use  of  the  T.F. 
operation  beginning  1956, 60  patients  were  submitted 
to  the  procedure  without  preceding  SSTBD  treat- 
ments. In  the  subsequent  12  years,  36  patients  were 
submitted  to  T.F.  after  a series  of  treatments  with 
SSTBD.  This  enabled  a better  selection  of  cases  for 
the  operation.  Only  patients  who  demonstrated 
improvement  with  SSTBD  but  relapsed  in  spite  of 
periodic  SSTBD  treatments  were  submitted  to  T.F. 
This  indicated  that  they  needed  more  frequent  tra- 
cheobronchial aspiration  to  maintain  their  state  of 
improvement. 

Catheter  lung  drainage  was  performed  by  SSTBD 
treatments  once  daily  on  consecutive  week  days. 
After  T.F.  during  the  early  postoperative  period 
catheter  aspiration  was  performed  three  or  four  times 
a day.  When  the  patient  was  stabilized  and  trained 
in  the  technique  of  self-aspiration,  the  procedure  was 
done  once  or  twice  a day.  The  mean  functional  im- 
provement after  as  compared  with  before  T.F.  is 
considered  a result  of  the  greater  frequency  of  cath- 
eter aspiration  made  possible  by  T.F.  (Table  III). 

By  review  of  clinical  records  the  patients  were 
placed  into  performance  grade  1 to  7 devised  for  this 
study  and  previously  indicated.  The  performance 
grade  of  most  patients  improved  as  a result  of  daily 
lung  catheter  aspirations  after  T.F.,  other  treatments 
remaining  essentially  the  same.  Their  self-care  and 
personal  needs  were  better  attended  to.  Some  pa- 
tients were  able  to  return  to  part-time  or  full-time 
employment,  having  been  unable  to  work  for  months 
or  years  prior  to  T.F. 

Six  of  the  10  patients  receiving  long-term  corti- 
costeroids were  weaned  because  of  potential  side- 
effects  of  this  medication.  Since  other  medications 
for  COPD  were  essentially  unchanged,  it  is  suggested 
that  daily  self-aspiration  may  have  effected  sufficient 
improvement  to  allow  cessation  of  perhaps  unnec- 
essary prescription  of  corticosteroids. 

In  this  study  the  annual  pulmonary  function 
change  after  T.F.  showed  lessening  of  hyperinflation 
which  may  have  resulted  from  the  unplugging  of  se- 
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cretions  from  peripheral  airways  by  repeated  daily 
catheter  aspirations  for  months  and  years.  However, 
the  meaningfulness  of  these  results  must  be  inter- 
preted in  view  of  this  being  a retrospective  study  of 
a small  group  of  patients  and  that  the  data  was  ac- 
cumulated from  tests  of  several  pulmonary  function 
laboratories. 

Only  1 of  the  13  patients,  7.7  per  cent,  had  respi- 
ratory infection  as  the  cause  of  death.  The  mean 
incidence  of  respiratory  infection  as  the  cause  of 
death  in  COPD  patients  treated  by  other  methods 
is  22.7  per  cent  with  a range  of  3.8  to  43  per  cent.19  22 
It  is  suggested  that  the  repeated  aspirations  of  tra- 
cheobronchial secretions  made  possible  by  T.F.  may 
prevent  severe  respiratory  infections.  In  addition, 
T.F.  is  a ready  route  for  catheter  insertion,  and  it 
provides  a method  for  clearing  secretions  of  infec- 
tions when  they  may  occur. 

Summary 

Tracheal  fenestration  is  an  operative  procedure 
that  provides  a shortcut  entrance  to  the  trachea  for 
the  purpose  of  catheter  aspiration.  Within  days  to 
weeks  after  the  operation  the  patient  is  able  to  do 
self-aspiration  effectively. 

Sixteen  patients  with  severe  COPD  are  evaluated. 
After  T.F.  the  significant  findings  were  an  improve- 
ment in  performance  grade  and  functional  changes 
suggesting  less  hyperinflation.  In  addition,  most 
patients  were  weaned  from  long-term  corticoste- 
roids. 

It  is  suggested  that  daily  catheter  aspiration  made 
possible  by  T.F.  may  be  an  effective  modality  for 
some  patients  with  severe  COPD. 

1249  Fifth  Avenue 
New  York.  N.Y.  11029 
(DR.  GLUCK) 
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Discussion 

Dr.  Rockey:  Both  SSTBD  treatments  and  tra- 
cheal fenestration  utilize  the  Rockey-Thompson 
bronchial  suction  catheters.  In  the  manipulative 
procedure,  the  aspiration  is  performed  by  a physi- 
cian, nurse,  or  paramedical  personnel.  After  tracheal 
fenestration,  the  patient  aspirates  himself.  All  the 
patients  with  diffuse  obstructive  emphysema  whom 
we  treated  had  retained  secretions,  even  those  who 
were  not  coughing  and  not  expectorating.  The  ef- 
fective elimination  of  the  thick  and  tenacious  mucus 
could  not  have  been  done  without  catheters  which 
could  be  directed  to  various  lobes. 

Roy  Clauss,  M.D.,  New  York  City.  I would  like 
to  compliment  Dr.  Giuck  on  a nice  presentation. 
There  has  been  an  interesting  swing  from  tracheal 
fenestration  to  SSTBD,  serial  selective  bronchial 
drainage,  and  back  to  tracheal  fenestration  again. 
We  are  hearing  about  this  procedure  in  patients  who 
are  so  ill  that  they  need  their  treatment  daily,  and  in 
addition  we  are  hearing  something  of  biologic  sig- 
nificance. 

When  we  deal  with  cardiac  patients  we  speak  in 
terms  of  improvement.  Class  III  goes  to  Class  I,  for 
example.  Dr.  Gluck  and  Dr.  Rockey  have  staged  the 
improvement  in  much  the  same  way,  showing  how 
people  who  can  hardly  breathe  are  able  to  improve 
to  a stage  where  they  are  comfortable.  We  have  seen 
improvement  in  the  quality  of  life;  removing  the 
significant  risk  of  living  on  steroids  is  a definite  plus. 

I would  like  some  comment  about  the  direction  of  life 
in  these  patients. 

Dr.  Sarot:  During  many  years  I have  taken  an 
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interest  in  Dr.  Rockey’s  work  and  have  observed  his 
patients.  I think  it  is  fantastic  to  see  a patient  with 
carbon  dioxide  narcosis  made  comfortable  and  finally 
able  to  take  care  of  himself  and  to  live  again,  for 
whatever  period.  The  secretions  in  these  cases  are 
so  thick  and  so  firmly  lodged  in  the  branch  bronchi 
that  it  is  almost  impossible  to  get  them  out  by  suction 
through  an  ordinary  bronchoscope  or  a flexible  fi- 
beroptic one.  By  using  his  selective  rubber  catheters 
through  an  endotracheal  tube  Dr.  Rockey  suctions 
these  people  repeatedly,  for  as  long  as  25  minutes, 
and  really  cleans  them  out  including  sometimes  re- 
moving casts  of  the  bronchi.  I must  say  that  it  is  his 
diligence,  his  devotion,  and  his  concerned  care  for 
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Surgical  management  of  the  infant  with  ventric- 
ular septal  defect  is  indicated  in  the  presence  of 
congestive  heart  failure  unresponsive  to  maximal 
medical  therapy.  Choice  of  treatment  depends  on 
the  risk  of  primary  total  correction  as  compared  to 
the  accumulated  mortality  and  morbidity  of  the 
two-stage  approach  of  pulmonary  artery  banding  and 
subsequent  total  correction. 

Between  1961  and  1975  12  infants  with  ventricular 
septal  defect  and  normal  relationship  of  the  great 
vessels  have  undergone  pulmonary  artery  banding 
at  Columbia- Presbyterian  Medical  Center  Babies 
Hospital.  Ventricular  septal  defect  occurred  as  an 
isolated  lesion  in  three  patients,  and  nine  patients 
had  ventricular  septal  defect  with  associated  cardiac 
malformations.  There  were  two  operative  deaths  in 
this  group  and  two  late  deaths,  therefore,  a 16  per 
cent  operative  mortality  rate  and  an  overall  of  30  per 
cent.  Three  of  the  surviving  patients  subsequently 
developed  cyanosis,  and  four  patients  had  lesions 
secondary  to  the  placement  of  pulmonary  artery 
bands. 

Thirty-seven  patients  with  ventricular  septal  de- 
fect underwent  pulmonary  artery  dehanding  and 
definitive  repair  at  this  center  between  1966  and 
1975.  Twenty-seven  of  these  patients  had  isolated 
ventricular  septal  defect.  There  were  three  operative 
deaths  in  this  group,  yielding  an  8.1  per  cent  mor- 
tality rate.  Pulmonary  artery  patch  angioplasty  was 
required  in  all  but  four  cases.  Infundibular  stenosis 


these  people  that  makes  it  possible  for  him  to  get 
these  results.  I think  the  main  reason  that  this 
procedure  of  selective  systematic  transbronchial 
drainage  has  not  become  more  popular  is  that  there 
are  very  few  men  who  are  willing  to  spend  the  time,  1 
day  and  night,  that  Dr.  Rockey  spends  with  these  j 
very  ill  people.  I think  he  is  to  be  congratulated  for  ; 
the  excellent  work  that  he  has  done  and  for  his  pi-  < 
oneer  efforts  in  behalf  of  these  severe  chronic  em-  ( 
physema  and  bronchitic  cases.  I am  delighted  that 
Dr.  Gluck  has  come  to  work  with  him  so  that  we  may  j 
have  some  figures  to  show  skeptics  the  good  effect  of  ! 
Dr.  Rockey’s  work. 

The  following  article  is  abstracted. 


necessitating  resection  was  present  in  nine  pa-  i 
tients. 

Thirty-one  infants  have  undergone  closure  of  j 
ventricular  septal  defect  at  this  institution  to  date  I 
with  an  operative  mortality  rate  of  25  per  cent.  In 
24  patients  wifh  isolated  ventricular  septal  defect,  >. 
there  was  a 16.6  per  cent  operative  mortality  rate  and 
no  late  deaths. 

In  view  of  the  results  obtained  here,  it  is  felt  that  ; 
total  correction  of  isolated  ventricular  septal  defect  1 
is  the  treatment  of  choice,  reserving  pulmonary  ar- 
tery banding  for  those  infants  with  defects  best  cor-  ^ 
rected  at  an  older  age. 

Discussion 

Dr.  Malm:  I would  first  like  to  say  that  Dr.  i 

McNicholas,  our  resident  in  surgery,  is  planning  a 
career  in  thoracic  surgery.  She  has  been  a house 
officer  at  The  Hospital  for  Sick  Children  during  the 
last  six  months,  and  has  had  the  opportunity  to  re- 
view the  past  experience  of  Mr.  Eoin  Aberdeen  and 
Mr.  D.  J.  Waterston  and  the  more  recent  experience 
of  Mr.  J.  Stark  and  Mr.  M.  de  Leval;  she  will  discuss 
their  views  on  the  management  of  VSD  (ventricular 
septal  defect)  in  infancy. 

Dr.  McNicholas:  Between  1971  and  1975  21 
patients  have  had  pulmonary  artery  banding  at  The 
Hospital  for  Sick  Children,  Great  Ormond  Street, 
London.  There  were  three  deaths  in  this  group,  an 
operative  mortality  rate  of  14.2  per  cent.  In  eight 
cases  pulmonary  artery  banding  was  ineffective  in 
controlling  congestive  heart  failure.  One  of  these 
patients  died  10  weeks  postoperatively,  and  another 
was  successfully  rebanded.  Six  of  these  patients, 
almost  30  per  cent  of  the  total,  needed  early,  first  year 
of  life  VSD  closure  as  well  as  pulmonary  artery  de- 
banding and  did  well  following  that  procedure. 
During  the  same  period  of  time  VSD  closure  with 
pulmonary  artery  debanding  was  done  in  50  patients 
with  4 hospital  deaths  and  an  operative  mortality 
rate  of  8 per  cent.  Morbidity  in  this  group  was  sig- 
nificant, with  23  of  the  50  patients  having  cyanosis 
prior  to  debanding.  In  six  patients  the  pulmonary 
resistance  to  systemic  resistance  ratio  was  greater 
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han  or  equal  to  0.5.  Infundibular  stenosis  was 
jresent  in  six  patients,  while  peripheral  pulmonary 
;tenosis  requiring  reconstruction  was  present  in  six 
)atients.  In  contrast,  34  patients  have  undergone 
jrimarv  VSD  closure  in  infancy  with  1 hospital 
leath,  a hospital  mortality  rate  of  2.9  per  cent.  This 
;eries  is,  of  course,  not  randomized.  Primary  closure 


nsomnia  often  is  symptom 
>f  emotional  problem 

Have  trouble  falling  asleep?  Or.  go  to  sleep  on  schedule, 
■nly  to  wake  up  in  the  wee  hours  and  lie  there  trying  to  go 
lack  to  sleep? 

Many  of  us  have  these  problems.  And  a new  research 
tudy  finds  that  very  often  the  real  cause  is  a basic  emo- 
ional  disturbance  that  isn’t  known  to  the  sufferer  and  is 
ften  missed  by  his  physician. 

Insomnia  often  is  a symptom  of  some  underlying  emo- 
ional  disturbance  that  the  sufferer  has  succeeded  in 
eeping  bottled  up  during  waking  hours,  says  a report  in 
he  September  issue  of  Archives  of  General  Psychiatry, 
publication  of  the  American  Medical  Association. 

In  a research  project  on  insomnia,  Anthony  Kales,  M.D., 
f the  Sleep  Research  and  Treatment  Center,  Milton  S. 
lershey  Medical  Center,  Hershey,  Pa.,  and  colleagues,  128 
ndividuals  who  complained  of  insomnia  were  evaluated. 


is  the  treatment  of  choice  for  single  high  VSDs. 
Pulmonary  artery  banding  was  done  on  the  average 
in  smaller  and  younger  infants.  The  incidence  of 
multiple  VSDs  was  higher  in  the  banded  group,  re- 
flecting the  preference  for  palliation  in  this  group. 
The  policy  for  management  at  Great  Ormond  Street 
is  very  similar  to  our  own. 


Eighty-five  per  cent  of  them  had  some  emotional  problem. 
Depression  headed  the  list. 

All  of  the  subjects  had  become  patients  at  the  Sleep 
Research  and  Treatment  Center  at  the  University  of  Cal- 
ifornia at  Los  Angeles  Neuropsychiatric  Institute.  Some 
had  difficulty  falling  asleep.  Some  slept  a few  hours,  then 
awakened  for  the  rest  of  the  night. 

Insomnia  is  frequently  viewed  by  physicians  as  simply 
a “hypochondriacal”  complaint,  and  thus  its  treatment  is 
often  minimized  or  neglected.  Dr.  Kales  says.  But  the  kind 
of  excessive  preoccupation  about  physical  health  of 
hypochondriacal  patients  was  clearly  not  predominant 
among  those  studied.  They  actually  did  have  emotional 
problems. 

Patients  with  chronic  insomnia  are  in  a state  of  constant 
emotional  arousal,  Dr.  Kales  concludes.  Insomnia  patients 
most  typically  are  unable  to  react  outwardly  to  discharge 
their  feelings.  Patients  who  discharge  their  emotional 
problems,  such  as  aggressive,  paranoid,  and  acting-out 
individuals,  are  less  likely  to  have  sleep  problems. 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodilator 


(POSTERIOR  VIEW  OF  PANCREAS) 


no  interference  in  the  management  of  the  diabetic  patient  has  been  reported  with 


VASODILAN 

(ISOXSIPRINEHCI) 

the  compatible  vasodilator  TABLETS,  20  mg. 


‘Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences 
National  Research  Council  and/or  other  information,  the  FDA  has  classified  the  indi- 
cations as  follows 
Possibly  Effective 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  thromboangiitis 
obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprme  HCI,  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprme  HCI,  5 mg.,  per  ml 


Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily 
Intramuscular:  5 to  10  mg.(l  or  2 ml.)  two  or  three  times  daily.  Intramuscular  adminis- 
tration may  be  used  initially  in  severe  or  acute  conditions. 

Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral  use 
when  administered  in  recommended  doses.  Should  not  be  given  immediately  postpartum 
or  in  the  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood  of  side 
effects. 


Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has  been  asso- 
ciated in  time  with  the  occurrence  of  hypotension,  tachycardia,  nausea,  vomiting, 
dizziness,  abdominal  distress,  and  severe  rash.  If  rash  appears  the  drug  should  be 
discontinued 


Although  available  evidence  suggests  a temporal  association  of  these  reactions  with 
isoxsuprme,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 

Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypotension  and 
tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses.  For  these  reasons 
single  intramuscular  doses  exceeding  10  mg.  are  not  recommended  Repeated  adminis- 
tration of  5 to  10  mg.  intramuscularly  at  suitable  intervals  may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose,  Tablets.  20  mg , 
bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg  per  2 ml.  ampul,  box  of 
SIX  2 ml.  ampuls.  _ _ ■ i_i  i U S Pat  No  3.056,836 
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A series  of  articles  dealing  with  problems 

in  aging 


Care  of  Patient 
with  Stroke 

Role  of  primary  physician* 


RVING  S.  WRIGHT,  M.D. 

New  York  City 

rom  Cornell  University  Medical  College 


i during  the  past  two  decades,  remarkable  ad- 
1 ancement  has  been  achieved  in  understanding  the 
( pathogenesis,  diagnosis,  and  localization  of  stroke. 
Preventive  measures  including  the  control  of  hy- 
pertension and  of  thromboembolic  states,  especially 
n hearts  with  arrhythmia  and/or  valvular  disease  or 
eplacement,  and  atherothrombotic  carotid  arteries 
lave  been  effective,  but  not  to  the  degree  we  seek  to 
ichieve.  Both  antihypertensive  and  anticoagulant 
Irugs  require  skillful  administration  and  frequent 
nonitoring  to  obtain  optimal  results.  They  are  ca- 
pable of  producing  iatrogenic  problems  unless  they 
ire  carefully  followed,  and  this  means  supervision  by 
i qualified  physician. 

The  surgical  repair  of  the  carotid  arteries  and  the 
eplacement  of  defective  heart  valves  with  prostheses 
ollowed  by  anticoagulation  represents  a major  step 
n the  reduction  of  risk  for  the  appropriate  patients, 
^he  importance  of  the  skilled  neurologist  and  neu- 
oradiologist  for  patients  with  stroke  is  well  estab- 
ished.  However,  in  our  enthusiasm  for  all  of  the  new 
echnical  developments  we  must  not  ignore  the  im- 
>ortant  role  which  should  be  played  by  the  primary 
•hysician  in  the  care  of  these  patients.  His  role 
hould  be  preventive,  therapeutic,  psychologically 
upportive,  and  in  many  ways  crucial  to  the  patient 
nd  his  family.  By  knowing  the  medical  history  of 
he  patient  and  his  family,  the  primary  physician  is 
i a favored  position  to  analyze  all  aspects  of  the  case, 
le  can  then  focus  on  preventive  aspects  of  the 

* Presented  as  an  introductory  statement  of  a symposium 
uring  the  meeting  of  the  Pan  American  Medical  Association, 
'ollywood,  Florida,  October  27, 1976. 


Geriatrics 


IRVING  S.  WRIGHT  M.D.,  Editor 


high-risk  factors  whether  these  be  heredity,  family 
or  personal  life  style,  acquired  disease,  or  habits  such 
as  smoking,  overeating,  and  inadequate  rest. 

The  primary  physician  should  be  alert  to  early 
warning  signals  such  as  transient  ischemic  attacks 
with  their  myriad  manifestations  including  tempo- 
rary or  even  fleeting  visual  changes  such  as  blurring, 
bright  lights,  or  sectional  blindness;  weakness  of  the 
muscles  of  the  face,  arm,  hand,  leg,  or  foot;  and  sen- 
sory changes  including  numbness,  paraesthesias, 
dizziness,  unsteadiness,  and  syncope.  Most  of  these 
symptoms  can  be  duplicated  by  conditions  other 
than  cerebral  ischemia  thus  creating  diagnostic 
problems,  but  they  serve  notice  that  investigation 
and  determination  as  to  their  significance  must  be 
coordinated.  To  ignore  them  entails  considerable 
risk. 

Functions  of  primary  physician 

The  primary  physician  is  likely  to  be  informed  of 
these  signals  early  in  the  course  of  their  occurrence, 
and  he  should  then  analyze  and  treat  them  or  refer 
the  patient  to  the  appropriate  specialist.  Especially 
pertinent  to  stroke  are  the  following  functions  of  the 
primary  physician. 

1.  Detection  and  control  of  hypertension.  De- 
tection and  control  includes  routine  and  bilateral 
blood  pressure  measurements  to  detect  a possible  sub- 
clavian steal  syndrome  and  palpation  for  pulses,  blood 
pressure,  or  oscillometric  readings  of  the  legs  to  detect 
any  stenotic  lesions  of  the  aorta  or  peripheral  arteries. 
More  sophisticated  techniques  such  as  the  Doppler  or 
arteriographic  films  should  be  used  if  the  simpler  tests 
indicate  stenosis.  The  multiple  new  drug  therapy  for 
the  control  of  hypertension  is  now  well  established. 

2.  The  control  of  heart  disease.  Control  espe- 
cially involves  arrhythmias,  congestive  failure,  and  hy- 
potension. 

3.  The  control  of  thromboembolic  tendencies. 

Thromboembolic  tendencies  include  polycythemia 
vera  and  multiple  cardiac  embolization  to  the  periph- 
eral vessels,  lungs,  and  in  this  case  the  brain.  In  such 
cases  anticoagulant  therapy  may  be  required  for  pre- 
ventive or  therapeutic  effects,  and  the  primary  physi- 
cian should  be  able  to  monitor  it  safely. 

4.  Influencing  stressful  and  dangerous  life 
patterns.  Frequently,  the  primary  physician  can,  if 
he  will  take  the  time,  influence  the  life  pattern  of  a pa- 
tient to  a greater  degree  than  any  other  single  person. 
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It  is  well  known  that  spouses  and  other  close  family 
members  often  have  little  or  no  influence  on  the  be- 
havior patterns  of  their  adult  relatives.  In  fact  their 
nagging  often  aggravates  the  situation.  The  primary 
physician  is  in  a strong  position  to  help  if  he  is  sympa- 
thetic, interested,  and  firm.  He  acts  as  an  impartial 
authority,  with  special  knowledge  of  these  problems. 
The  patient  looks  to  him  for  advice.  He  may  use  the 
additional  leverage  of  understanding  and  explaining 
the  risks  involved  in  various  life  patterns.  Despite  fre- 
quently expressed  cynicism  in  this  regard,  it  has  been 
within  my  own  experience  to  see  highly  frenetic,  driv- 
ing, heavy-smoking  business  men,  the  so-called  type  A 
category,  change  their  life  patterns.  This  has  resulted 
in  less  travel,  more  rest,  more  vacations,  stopping 
smoking,  and  more  time  for  thinking.  Some  of  them 
have  told  me  that  with  their  new  schedules  they  have 
had  more  time  for  planning,  they  are  less  fatigued, 
have  controlled  their  diet  and  smoking,  and  that  both 
their  work  and  their  family  life  have  benefited  by  this. 
Often  their  blood  pressure  is  lower,  they  have  lost 
weight,  and  have  fewer  arrhythmic  attacks.  By  reduc- 
ing these  multiple-risk  factors  the  risk  of  stroke  may 
be  reduced.  Unfortunately,  many  patients  cannot  be 
influenced  even  by  the  primary  physician,  but  if  not, 
he  is  at  least  alerted  to  the  cerebral  and  cardiovascular 
problems  which  may  be  expected  with  the  passage  of 
time  in  this  type  of  person. 

5.  The  recognition  of  transient  ischemic  at- 
tacks and  their  significance.  Neurologic  consulta- 
tion studies  including  aortic  arch  angiograms  should 
be  initiated  for  ischemic  attacks  and  the  surgery,  such 
as  a carotid  thromboendarterectomy,  considered. 

6.  Directing  the  patient  to  a neurologist  inter- 
ested in  this  field.  It  is  of  historic  interest  that  when 
we  started  to  organize  the  First  Princeton  Conference 
on  Cerebral  Vascular  Disease  held  in  1954,  fewer  than 
a dozen  neurologists  in  this  country  could  be  found 
who  were  interested  in  stroke  as  a major  problem.  Pa- 
tients with  strokes  were  not  admitted  to  many  leading 
neurologic  services,  since  they  were  considered  to  be  of 
less  interest  than  tumors  and  the  more  esoteric  neuro- 
logic diseases.  As  a result  of  the  Princeton  Confer- 
ences, the  support  of  the  National  Institute  for  Neuro- 
logical Diseases  and  the  National  Heart  and  Lung  In- 
stitute, and  a general  awakening  to  the  fact  that  stroke 
is  the  third  leading  cause  of  death  and  one  of  the  great- 
est cripplers  of  man,  this  situation  has  changed  strik- 
ingly. Today  most  leading  neurologists  are  interested 
and  competent  in  this  field.  Nevertheless,  it  is  still 
well  to  make  certain  that  this  is  true  in  each  case  before 
referring  the  patient. 

7.  To  provide  psychological  support.  Psycho- 
logical support  is  important  during  the  anxious  days 
when  both  the  patient  and  the  family  are  justifiably 
alarmed  and  wondering  what  fate  has  in  store  for 
them.  While  the  patient  is  being  shuttled  about  from 


skull  x-ray  to  arteriography,  CTT  (computerized 
trans-axial  tomogram)  studies,  electroencephalogra- 
phy, ultrasound,  and  scans,  almost  ad  infinitum,  the 
primary  physician  can  help  to  clarify  the  under- 
standing and  keep  the  panic  reactions  stabilized.  He 
can  do  this  by  translating  the  results  of  these  proce- 
dures into  language  the  patient  and  the  family  can  un- 
derstand. This  most  important  function  is  often  ne- 
glected but  greatly  appreciated  when  given. 

8.  Being  certain  that  the  rehabilitation  pro- 
gram is  started  promptly.  A rehabilitation  program 
should  start  preferably  within  a few  days  and  be  pur- 
sued throughout  the  patient’s  stay  and  thereafter  as 
indicated. 

9.  The  continuation  of  follow-up  treatment. 

Once  the  patient  is  discharged  from  the  hospital,  neu- 
rologic, or  rehabilitation  service,  someone  must  as- 
sume the  responsibility  for  a continuing  therapeutic 
regimen  based  on  the  indications.  This  may  include 
antihypertensive,  antihyperlipidemic,  anticoagulant, 
antismoking,  and  antistress  programs  for  which  the 
primary  physician  should  be  responsible. 

Conclusion 

While  the  neurologist,  radiologist,  nuclear  physi- 
cist, lipid  chemist,  neurosurgeon,  and  many  other 
disciplines  now  contribute  greatly  to  the  resolution 
of  the  specific  problems  of  the  patient  with  stroke, 
many  patients  fail  to  receive  the  desirable  continuity 
of  long-term  care  because  no  single  physician  as- 
sumes the  coordinating  responsibility.  One  physi- 
cian cannot,  however,  be  expected  to  carry  out  all  of 
the  details  of  the  various  programs  which  may  be 
needed  for  optimal  care.  Therefore  he  must  call  on 
the  invaluable  services  of  the  social  service  worker  or 
the  newly  developing  nurse  clinical  practitioner,  and, 
most  important,  the  rehabilitation  services.  It  is 
essential  that  the  primary  physician  not  abdicate  his 
responsibilities  because  these  patients  have  such  a 
high  rate  of  complications  including  multiple  diseases 
both  acute  and  chronic,  with  poor  resistance  often 
increased  by  poor  respiratory  capacity.  These  dis- 
eases in  turn  require  multiple  drugs  with  increased 
risk  of  interactions,  a new  field  of  discipline  for 
physicians.  During  the  acute  phases  the  full  re- 
sponsibility should  be  shared  by  the  neurologist  and 
the  primary  physician,  but  during  the  preventive  and 
early  warning  phases,  and  afterwards  during  the 
convalescent  phase,  these  patients  need  a primary 
physician  to  shepherd  them  through  their  stroke  and 
any  other  complicating  serious  illness. 
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QUESTION  214.  What  is  the  rhythm,  lead  II? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  213.  In  the  first  tracing,  the  QRS  is 
aberrantly  conducted  and  widened.  There  is  marked 
left-axis  deviation.  Note  that  the  QRS  varies  in 
duration.  This  is  especially  visible  in  V6,  where  the 
more  rapid  ventricular  complexes  are  more  aberrant. 
The  rhythm  in  the  first  record  is  atrial  fibrillation 
with  aberrant  ventricular  conduction  of  the  left 
bundle  branch  block  variety.  The  last  beats  in  lead 
V6  resemble  ventricular  tachycardia,  but  the  gross 
irregularity  makes  this  diagnosis  less  likely. 

In  the  second  tracing,  the  rhythm  is  sinus  rhythm 
with  notched  P waves  and  biphasic  P waves  in  Vi. 


The  QRS  is  0.1 1 second  with  Q waves  in  lead  I.  The 
mean  electrical  axis  in  the  frontal  plane  is  still  minus 
60  degrees;  clockwise  rotation  is  present  in  the  hori- 
zontal plane.  The  patient  has  an  intraventricular 
conduction  delay  with  block  of  the  superior  ramus  of 
the  left  bundle  (left  anterior  hemiblock).  When  the 
rate  accelerates,  as  in  the  first  tracing,  left  bundle 
branch  block  occurs,  with  persistent  left-axis  devia- 
tion. 

Question  214.  The  rhythm  is  irregular  and  no  P 
waves  are  seen;  f waves  are  visible.  The  underlying 
rhythm  is  atrial  fibrillation.  Beats  3 to  7 are  aber- 
rantly conducted,  are  precisely  regular,  and  at  a rate 
of  approximately  110  beats  per  minute.  Beat  9 is  a 
ventricular  premature  contraction.  The  ensuing  I 
beats  are  irregular.  Beats  3 to  7 represent  acceler- 
ated idioventricular  rhythm.  In  a patient  receiving 
digitalis,  this  would  represent  digitalis  toxicity. 


Sailors  were  healthy 
on  Columbus’  voyage 

The  crews  of  Christopher  Columbus’  three  small  ships 
on  his  first  voyage  to  America  were  a healthy  lot  and  the 
medical  men  aboard  had  little  to  do,  says  a report  in  the 
October  4 issue  of  the  Journal  of  the  American  Medical 
Association. 

Cesar  A.  Lopez,  M.D.,  of  Martin  Army  Hospital,  Fort 
Henning,  Ga.,  reports  that  in  Columbus’  time  there  were 
several  kinds  of  medical  professionals,  among  which  uni- 
versity-trained physicians,  surgeons,  barbers,  and  apoth- 
ecaries were  the  most  commonly  known. 

Each  of  the  three  ships  had  a medical  professional  a- 
board,  probably  one  surgeon,  one  university-trained  phy- 
sician, and  one  apothecary,  Dr.  Lopez  says.  The  surgeon 
and  the  university-trained  physician  were  among  the  group 
that  Columbus  left  behind  at  Navidad.  All  died  before  his 
return  on  the  second  voyage. 
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Despite  the  Spartan  conditions  that  the  crew  must  have 
experienced,  it  is  known  that  the  trip  was  uneventful  from 
a medical  point  of  view,  that  the  crew  were  healthy,  and 
that  the  physicians  had  little  to  do,  says  Dr.  Lopez. 

Columbus’  journal  has  only  two  entries  in  which  medical 
problems  are  mentioned,  including  reference  to  the  pure 
water  available  in  the  rivers  of  the  New  World.  The  ex- 
plorer notes  that  on  the  return  voyage  he  himself  suffered 
from  severe  leg  pains  after  three  days  of  remaining  con- 
stantly on  bridge  during  a storm.  This  may  have  been  the 
beginning  of  the  arthritis  that  plagued  Columbus  for  the 
remainder  of  his  life. 

The  discovery  of  America  marks  the  finding  of  two  other 
items  of  medical  significance,  Dr.  Lopez  points  out.  The 
first  is  tobacco,  found  by  Columbus  in  Cuba  on  his  first  trip. 
The  second  is  syphilis.  Although  some  historians  disagree, 
many  believe  the  disease  was  taken  from  America  to  Eu- 
rope by  Columbus’  sailors  on  their  return  trip. 


Special  Articles 
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Public  Weal* 

NICHOLAS  E.  DAVIES,  M.D. 
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Delphi,  the  seat  of  the  most  famous  oracle  of  ancient 
Greece,  was  located  on  a rocky  declivity  on  the 
southern  side  of  Parnassus.  There,  questions  were 
asked  about  future  events,  and  answers  were  received 
that  were  always  equivocal  and  obscure.  To  assure 
an  answer,  questions  were  accompanied  by  gifts, 
often  magnificent  offerings  whose  value  was  in  direct 
proportion  to  the  importance  of  the  question.  The 
answers  were  given  as  murmurings  by  the  oracle,  and 
the  murmurings  were  interpreted  by  nameless 
priests,  undoubtedly  contemporary  bureaucrats, 
whose  answers  tended  to  uphold  and  lend  support  to 
the  religious,  political,  and  civil  structures  of  the 
time. 

Delphi  method 

Man  has  always  wanted  to  predict  the  future. 
Toward  this  end,  the  Rand  Corporation,  during  the 
last  decade,  devised  an  interesting  experimental 
device  that  under  certain  circumstances  may  be 
successful  in  doing  just  that.1  This  device  is  called 
the  Delphi  method.  Using  this  method,  experiments 
or  probes  are  conducted  that  are  based  on  the  theory 
that  the  collected  wisdom  of  a group  of  experts  pre- 
dicting what  will  happen  should  be  more  accurate 
than  the  predictions  of  a single  expert  . 

In  essence,  these  probes  seek  anonymous  answers 
from  a group  of  known  experts  to  a set  of  hypotheti- 
cal questions.  Anonymity  of  the  answers  is  essential 
to  prevent  weighting  the  answers  of  a dominant 
participant.  The  answers  are  sorted,  collated,  and 
returned  to  each  participant  in  the  experiment  or 
probe.  The  participant  then  reviews  all  the  answers, 

* Reprinted  with  permission  from  the  Journal  of  the  American 
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knowing  that  they  have  come  from  other  experts  in 
the  field,  compares  them  with  his  answers,  and 
readjusts  his  opinions  in  light  of  his  new  information. 
The  process  is  then  repeated.  The  experiment 
proceeds  until  a consensus  is  reached  or  until  sta- 
tistical groups  are  formed. 

An  article  in  the  Journal  of  Medical  Education, 
the  publication  of  the  AAMC  (American  Association 
of  Medical  Colleges),  describes  a Delphi  experiment 
that  will  hold  great  interest  for  medical  educators.2 
The  probe  was  conducted  by  the  AAMC.  It  asked 
the  deans  of  the  nation’s  medical  schools  to  “list  five 
facets  of  the  totality  of  medical  education  that  will 
change  during  the  next  twenty  years.”  Three  rounds 
of  requestioning  refined  the  answers.  The  experi- 
ment reached  conclusions  on  the  following:  12 

changes  most  likely  to  occur;  12  changes  least  likely 
to  occur;  14  changes  considered  most  desirable  by  the 
deans;  and  9 changes  considered  least  desirable.  For 
the  purposes  of  this  essay,  the  least  desirable  and  the 
least  likely  changes  will  not  be  considered  further. 

Ranking  first  as  the  change  most  likely  to  occur  in 
the  nexty  twenty  years  was  the  enactment  of  a 
mandatory,  comprehensive  national  health  insurance 
program.  Ranking  second  was  the  opinion  that  al- 
most all  graduate  medical  education  (internship, 
residency,  and  fellowship  programs)  would  come 
under  the  aegis  of  academic  centers,  an  opinion  that 
might  give  pause  to  directors  of  the  burgeoning, 
free-standing,  family-practice  residency  programs 
about  the  country.  Several  subsequent  opinions 
dealt  with  enrollment,  funding,  and  composition  of 
medical  school  student  bodies.  In  seventh  place  was 
the  opinion  that  continuing  medical  education  would 
become  a medical  center  mission  equal  in  importance 
to  present  missions,  presumably  these  being  medical 
school  education,  postgraduate  education,  research, 
and  community  service.  In  ninth  place  was  the 
opinion  that  public  education  in  the  use  of  the  health 
system  would  be  increased  and  formalized. 

The  changes  that  the  88  deans  thought  “most  de- 
sirable” for  the  next  two  decades  were  equally  in- 
teresting. In  first  place  was  “medical  profession  to 
involve  itself  more  with  public  health,  preventive 
medicine.”  In  second  place  was  “public  education 
in  use  of  health  system  to  be  increased  and  formal- 
ized.” In  sixth  and  seventh  places  on  the  most  de- 
sirable question  were  the  same  opinions  that  had 
been  in  the  seventh  and  second  places  of  the  most 
likely  poll,  dealing  with  continuing  education  in 
medical  centers  and  graduate  medical  education 
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under  the  aegis  of  medical  centers. 

Public  education 

It  is  of  particular  interest  to  note  the  emphasis  that 
the  88  deans  placed  on  public  education,  especially 
as  it  relates  to  the  use  of  our  health-care  system. 
Oddly  enough,  this  has  been  a long-neglected  area  by 
health  professions  in  general  and  the  medical  pro- 
fession in  particular,  despite  the  fact  that  it  is  the 
area  holding  the  public’s  highest  concern.  People 
want  answers  to  the  deceptively  simple  questions, 
“How  do  I find  a good  doctor?”  or  “How  do  I find  the 
best  care  for  my  particular  problem?” 

Educating  the  public  is  not  to  be  confused  with 
informing  the  public.  Informing  the  public  means 
making  facts  available  in  one  form  or  another. 
Health  education  means  providing  both  information 
and  the  motivation  to  use  the  information  to  improve 
health.  Some  of  our  most  successful  and  some  of  our 
least  successful  public  education  efforts  have  been 
in  the  health  field.  The  “Sabin  Vaccine  Sundays” 
were  models  for  successful  health  education.  The 
antismoking  campaigns  have  been  abysmally  un- 
successful, not  only  in  motivating  people  to  break  the 
smoking  habit,  but  in  preventing  nonsmokers  from 
beginning. 

One  of  the  major  problems  with  the  health  edu- 
cation of  the  public  is  that  no  one  has  taken  the  re- 
sponsibility to  see  that  it  is  done.  With  its  unprec- 
edented expansion  into  the  health  industry,  the 
Federal  government  has  been  lackadaisical  indeed 
toward  educating  the  public  about  health.  For  ex- 
ample, in  1972,  of  the  $80  billion  spent  on  health  in 
the  United  States,  92  per  cent  went  for  health  care; 
about  4 per  cent  went  for  research;  3 per  cent  went 
for  public  health  programs  such  as  sewerage,  im- 
munizations, water  supplies,  and  other  programs;  and 
less  than  0.5  per  cent  was  used  to  obtain  and  dispense 
health  information.  According  to  Steinfeld,3 
“During  the  year  I was  Surgeon  General,  the  United 
States  Government  Office  of  Education  did  not  have 
a single  program  in  health  education  that  it  could 
identify.” 

If  there  has  been  little  direction  to  teaching  the 
public  about  health  access  mechanisms,  and  if  there 
has  been  little  success  in  changing  the  public’s  bad 
health  habits,  then  there  has  also  been  a notable 
failure  in  an  equally  important  area  of  health  edu- 
cation, the  area  dealing  with  the  education  of  our 
elected  officials  and  Federal  employees  who  plan  and 
supervise  the  federally  funded  health  programs. 
Physicians  wonder,  often  incredulously,  where  these 
people  get  the  information  on  which  they  base  such 
important  and  far-reaching  decisions.  Like  Page,4 
many  physicians  ask,  “Do  our  critics  really  under- 
stand medical  practice?  Many  of  their  ideas  seem 
so  dissociated  from  reality  that  I wonder.”  Does 
Senator  Kennedy  have  some  arcane  information, 
perhaps  shared  with  a few  key  legislators,  by  which 
he  justifies  drastically  altering  or  destroying  our 


present  health  system  that  has  worked  reasonably 
well  for  most  of  our  citizens  for  so  long? 

Educating  politicians  and  bureaucrats  is  more 
difficult  than  educating  the  general  public.  Politi- 
cians have  limited  terms  in  office.  During  this  pe- 
riod, many  demands  are  placed  on  them.  They  do 
not  have  the  time  to  go  into  a complex  system  in  de- 
tail and,  therefore,  must  depend  on  others  for  much 
of  their  information.  Both  politicians  and  bureau- 
crats, being  representatives  of  the  people,  must  be 
available  to  their  constituents  and  must  listen  to  the 
opinions  of  all:  professors  of  medicine  and  chiro- 
practors; food  faddists  and  nutritionists;  specialists 
and  generalists;  conservative  physicians  and  liberal 
physicians;  and  those  in  between.  Determining  the 
best  course  for  a complex  health-care  system  to  take 
is,  at  best,  problematical  even  for  a professional.  It 
should  be  no  surprise,  then,  when  a medically  naive 
politician  makes  a medically  naive  decision. 

Somehow,  organized  medicine  must  educate  our 
politicians  and  bureaucrats  to  the  fact  that  more 
money  poured  into  health  care  does  not  necessarily 
equal  better  care  for  all  our  citizens.  A good  point 
could  be  made  for  spending  more  money  on  ele- 
mentary and  secondary  education  that  would  include 
strong  programs  for  health  education  to  improve  the 
health  of  the  nation.  Our  citizens  must  be  educated 
to  the  fact  that  our  financial  resources,  as  our  energy 
resources,  are  finite.  There  is  a limit  to  how  much 
we  should  spend  on  health.  It  is  an  interesting  fact 
that  most  physicians  do  not  rank  health  spending  as 
a top  national  priority. 

Education  of  the  public  on  health  matters,  pub- 
lic-health education  such  as  venereal  disease  and 
other  communicable  disease  programs,  public  rela-  I 
tions,  public  information,  lobbying,  and  similar  ; 
functions  intermesh  closely.  Often  the  same  people 
are  involved  in  these  functions;  it  is  hard  to  tell  where  ! 
one  stops  and  another  begins.  Unfortunately,  most  i 
medical  organizations,  with  the  notable  exception  of  1 
our  voluntary  health  agencies,  have  ignored  the  ed- 
ucation of  the  public.  This  has  not  been  a top  pri- 
ority for  national,  state,  or  local  medical  societies. 
We  let  coaches  teach  hygiene  to  our  children  and 
then  wonder  why,  when  they  become  adults,  they 
understand  so  little  about  normal  physiology. 

If  physicians  do  not  lead  the  way  in  promoting 
health  education  for  the  public,  who  should?  In-  1 
deed,  should  anyone?  Is  the  U.S.  Department  of 
Health,  Education,  and  Welfare  to  decide?  We  have 
certainly  let  them  decide  a great  deal  already.  The 
point  is,  until  the  public  is  more  sophisticated  about 
health  matters,  and  this  includes  politicians,  they  will 
never  have  the  wisdom  to  make  rational  decisions. 
The  absence  of  education  is  self-defeating.  Poor  ! 
health  education  begets  poor  health. 

New  solutions 

One  of  the  solutions  to  this  dilemma  is  for  orga- 
nized medicine  at  all  levels  to  look  at  our  country’s 
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collective  health  problems  in  their  broadest  sense,  list 
our  priorities  in  order  of  importance  and  attainabil- 
ity, and  set  our  goals  to  resolve  these  problems.  1 feel 
sure  that  one  of  the  major  goals  that  would  come  from 
such  a study  would  be  the  elevation  of  health  edu- 
cation to  a high  priority.  Perhaps  the  American 
Medical  Association  should  conduct  a Delphian 
probe  similar  to  that  of  the  AAMC,  involving  the 
presidents  of  all  state  medical  societies,  to  determine 
the  directions  for  organized  medicine  during  the  re- 
mainder of  this  century. 

Another  solution  to  medicine’s  dilemma  may  be 
provided  by  our  philanthropic  institutions  that  ap- 
pear to  be  assuming  a leadership  role  in  seeking  an- 
swers. Blendon ' states, 

. . . there  is  much  to  suggest  the  public  interest  will  be 
best  served  if  philanthropic  institutions  come  to  see,  as 
one  of  their  responsibilities,  the  external  assessment  of 
public-sector  performance,  and  the  education  of  the 
public  about  important  issues  on  health.  Increasingly, 
with  so  many  different  governmental  programs  in  exis- 
tence, the  public  at  large  will  know  little  about  govern- 
mental activities  in  special  fields  of  interest.  Philan- 
thropic health  organizations,  because  of  their  financial 
independence  from  the  government,  can  serve  as  the 
ombudsman  for  the  public  by  supporting  studies  and 
special  commissions  to  examine  how  well  the  public- 
sector  programs  are  meeting  national  objectives  and 
how  their  performance  might  be  improved. 


U.S.  medical  schools  enroll 
record  total  of  students 

A total  of  57,236  medical  students  were  enrolled  in  116 
medical  schools  across  the  country  this  fall,  including 
15,349  first-year  students — a record  number,  the  American 
Medical  Association  reported. 

The  rate  of  increase  of  enrollment  tapered  off  this  fall, 
increasing  only  slightly  over  last  year.  The  nation’s 
medical  school  enrollments  are  leveling  off,  at  least  tem- 
porarily, the  AMA  said.  Total  enrollment  this  fall  is  about 
9. 7 per  cent  greater  than  last  year’s  the  first-year  enroll- 
ment is  about  9.4  per  cent  greater  than  last  year. 

This  year  two  new  medical  schools  accepted  their  charter 


It  is  interesting  that  physicians,  most  of  whom 
have  been  studying  to  varying  extents  since  they  were 
four  or  five  years  old,  should  have  ignored  the  health 
education  of  the  general  population  for  so  long.  Now 
that  our  citizens  are  making  naive  decisions  based  on 
“soft  data”  in  an  attempt  to  reach  unrealistic  health 
care  goals,  we  realize  that  we  may  be  too  late.  It  may 
take  years  to  teach  the  public  what  physicians  al- 
ready know  by  gestalt:  more  than  money  is  needed 
to  stop  the  public  from  smoking,  drinking,  eating  too 
much,  and  driving  too  fast;  although  our  national 
resources  are  finite,  there  is  no  limit  to  the  amount 
of  money  that  could  be  spent  on  health;  there  is  not 
now,  nor  will  there  ever  be,  a medical  Utopia. 
Somehow,  we  must  make  this  clear  to  the  citizens  of 
our  country,  but  gently,  very  gently. 

35  Collier  Road  N.W. 

Atlanta,  Georgia  30309 
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classes:  Wright  State  University  College  of  Medicine, 
Dayton,  Ohio,  and  the  University  of  Health  Sciences  of  the 
Uniformed  Services,  in  Bethesda,  Md. 

Women  students  accounted  for  20.4  per  cent  of  total 
enrollment  in  the  medical  schools  this  year,  about  the  same 
percentage  as  last  year.  Minority  students  represented 
8.2  per  cent  of  total  enrollment,  and  9.3  per  cent  of  the 
freshman  class,  about  the  same  as  last  year. 

The  preliminary  enrollment  figures  were  gathered  in  the 
annual  survey  of  medical  schools  conducted  jointly  by  the 
AMA  and  the  Association  of  American  Medical  Col- 
leges. 

This  fall’s  first-year  enrollment  was  24  per  cent  greater 
than  five  years  ago,  and  total  enrollment  is  nearly  29  per 
cent  greater  than  five  years  ago. 
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A recent  article  called  the  American  Medical  As- 
sociation Internship  Review  Committee  a moribund 
body,  because  the  3,000  or  so  free-standing  intern- 
ships it  services  are  scheduled  to  fade  into  residency.1 
As  a matter  of  fact,  the  specialty  boards,  one  after  the 
other,  are  dropping  the  requirement  of  one  year  of 
internship  as  a prerequisite  to  becoming  board  eli- 
gible.2 

In  reaching  such  an  important  decision  few  people 
seem  to  have  been  consulted.  At  a time  when  med- 
ical leaders  always  preach  about  peer  representation 
and  review,  practicing  physicians  were  not  queried 
as  to  whether  they  felt  that  their  year  of  internship 
had  represented  a unique,  valuable,  and  maybe  in- 
dispensable professional  experience.  Similarly, 
neither  the  American  Association  of  Directors  of 
Psychiatric  Residency  Training  nor  the  district 
branches  of  the  APA  (American  Psychiatric  Associ- 
ation) were  consulted  before  the  American  Board  of 
Psychiatry  and  Neurology  decided  that  the  intern- 
ship should  no  longer  be  required  for  board  eligibility. 
The  former  association  represents  nearly  two  thirds 
of  the  psychiatric  residency  training  programs  in  the 
United  States,  and  their  membership  is  still  growing. 
There  is  no  need  to  describe  the  APA  which  repre- 
sents the  majority  of  practicing  psychiatrists. 

Members  of  the  association  of  chairmen  of  de- 
partments of  psychiatry  have  deplored  the  new  sit- 
uation. One  of  them  expresses  publicly  his  dissat- 
isfaction with  the  psychiatric  resident  who  has  not 
had  an  internship.3  Another  observes  that  the 
elimination  of  internship  will  have  a detrimental 
influence  on  the  future  of  psychiatric  education.4  A 
chairman  of  the  division  of  medicine  at  a prominent 
medical  school  feels  that  it  is  a disservice  to  medical 
students,  because  it  will  limit  the  breadth  and  depth 
of  their  experience.5 
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Importance  of  the  internship 

At  present  approximately  one-third  of  all  new  li-  I 
censes  in  the  United  States  are  issued  to  foreign 
medical  graduates,  and  their  number  continues  to 
grow  year  after  year.6  For  them  the  year  of  rotating  i 
internship  represented  one  essential  year  of  accli- 
matization and  acculturation  to  the  American  way  | 
of  life,  one  year  of  medical  and  surgical  supervision 
on  the  American  medical  scene.  The  twelve  months 
of  rotating  internship  also  gave  opportunity  to  the 
new  physician,  whether  American  graduate  or  not, 
to  reflect  on  and  select  wisely  his  field  of  specializa- 
tion. He  had  a unique  opportunity  to  learn  firsthand 
about  the  different  specialists  with  whom  he  could 
easily  communicate.  In  medical  school  he  might 
have  been  attracted  to  a specific  specialty,  yet  while 
on  that  particular  rotation  he  may  have  come  to  the 
conclusion  that  the  field  was  not  as  appealing  as  he 
originally  thought.  Indeed,  because  of  a too-hasty 
specialty  choice,  we  may  well  see  more  residents 
changing  their  minds  during  the  first  year  of  resi- 
dency and  switching  to  another  field  of  medicine.  In 
fact,  the  medical  school  will  have  to  provide  addi- 
tional help  and  counseling  to  the  medical  student  so 
that  he  can  more  wisely  select  his  field  of  specializa- 
tion. If  this  additional  counseling  is  not  provided, 
the  lack  of  an  internship  may,  in  the  long  run,  in- 
crease the  total  number  of  years  of  postdoctoral 
training,  whereas  the  purpose  of  abolishing  the  in- 
ternship had  been  allegedly  to  shorten  the  curriculum 
and  accelerate  the  training  to  produce  more  physi- 
cians. 

For  psychiatrists  the  year  of  rotating  internship 
represented  a common  clinical  denominator  with  all 
other  specialties.  It  gave  the  psychiatrist-to-be, 
caring  for  a broad  variety  of  patients,  firsthand  ex- 
perience in  clinical  medicine  as  well  as  in  surgery.  By 
missing  the  clinical  experience  of  an  internship  some 
psychiatrists  may  become  alienated  from,  or  even 
abandon,  the  medical  model.  Without  the  experi- 
ence of  an  internship,  one  may  wonder  if  tomorrow’s 
psychiatrists  will  have  sufficiently  broad  knowledge 
and  experience  to  provide  their  patients  with  com- 
petent, comprehensive  care.7 

Twenty  years  ago  the  prescription  of  the  few 
then-available  psychotropic  “miracle”  drugs  was  felt 
to  be  an  easy  task.  With  the  perspective  of  time, 
however,  we  have  learned,  the  hard  way,  that  there 
are  many  pitfalls  in  the  pharmacologic  treatment  of 
mental  illnesses.  Only  now  do  we  more  fully  realize 
the  severity  of  some  side-effects  and  of  long-term,  at 
times  irreversible,  sequels  caused  by  these  drugs, 
such  as  tardive  dyskinesia.  Psychiatrists  thus,  more 
than  ever,  need  a sound  clinical  background,  and  now 
the  valuable  and  indispensable  clinical  experience 
of  the  internship  is  being  discarded. 

Alternative  to  internship 

Much  as  we  deplore  the  imminent  passing  of  the 
internship  we  must,  however,  accept  the  fact  that  it 


will  disappear,  and  plan  for  the  future.  Positive 
steps  must  therefore  be  taken  to  insure  the  continuity 
of  a high  level  of  medical  sophistication  among  resi- 
dents. One  solution  would  be  to  achieve  an  earlier 
and  higher  level  of  patient  responsibility  for  the 
student  at  the  medical  school  level.  This  therapeutic 
relationship  must  be  extensive,  well  supervised,  and 
should  teach  the  student  to  become  medically  com- 
petent before  completing  medical  school. 

Many  medical  schools  may  not  be  easily  persuaded 
to  change  their  curricula.  Individual  departments 
of  psychiatry,  therefore,  may  have  to  shoulder  the 
responsibility  of  training  their  residents  in  the  field 
of  clinical  medicine.  In  such  case,  the  psychiatric 
resident  may  be  expected  to  spend  six  months  in  a 
medical  service.  The  selected  program  of  this  se- 
mester should  be  specifically  geared  to  meet  the 
medical  needs  of  future  psychiatrists;  it  should  not 
consist  of  a routine  rotation  on  a medical  ward. 

The  next  question  is:  when  should  this  medical 
service  take  place?  If  it  takes  place  during  the  first 
six  months,  at  the  immediate  start  of  his  residency, 
the  resident  will,  of  course,  begin  his  psychiatric 
training  with  an  improved  basic  knowledge  of  med- 
icine. But,  if  his  medical  rotation  takes  place  at  a 
later  date,  he  will  have  had  time  to  identify  himself 
as  a psychiatrist,  will  see  this  medical  training  in  a 
different  light,  and  may  be  able  to  draw  more  selec- 
tively from  it.  In  any  event,  if  psychiatry  is  to  be 
taught  within  two  and  one-half  years,  in  lieu  of  the 
previous,  three  years,  this  will  call  for  a reevaluation 
of  priorities.  An  “all  inclusive”  four-year  residency 
program,  however,  would  be  a far  better  alterna- 
tive. 

Moreover,  psychiatry  should  be  more  closely  in- 
tegrated with  the  other  medical  specialties.  The 
psychiatric  resident  should  be  present  when  a med- 
ical consultant  sees  his  patient;  he  should  not  simply 
glance  at  the  summary  of  the  requested  consultation, 
but  be  thoroughly  familiar  with  the  whole  report.  He 
should  be  continuously  exposed  to  the  other  medical 
disciplines  at  lectures,  meetings,  and  case  presenta- 
tions. Thus,  he  will  not  forget  that  his  patient  has 
a body  as  well  as  a mind. 

Conclusion 

Internship  programs  are  being  phased  out 
throughout  the  hospitals  of  the  United  States.  Since 
1975,  the  medical  school  graduate  has  entered  di- 
rectly into  residency  training  without  the  broad 
clinical  experience  of  a required  year  of  internship. 

Nevertheless,  a good  theoretical  and  clinical 


background  in  medicine  remains  indispensable  for 
the  proper  practice  of  psychiatry.  It  may,  therefore, 
be  necessary  to  provide  a more  thorough  clinical  ex- 
perience at  the  medical  school  level.  However,  this 
may  not  always  be  possible.  In  such  cases  depart- 
ments of  psychiatry  should  incorporate  a period  of 
broad  medical  experience  into  the  three-  or  four-year 
curriculum  of  their  residency  program.  This  can  be 
done  by  rotating  the  resident  through  a medical 
service  for  an  approximate  six-month  period. 

In  any  event,  it  is  even  more  important  that  de- 
partments of  psychiatry,  if  this  has  not  yet  been  done, 
closely  integrate  with  the  other  departments  of  the 
medical  school.  In  this  way  a high  level  of  medical 
sophistication  as  well  as  continued  adherence  to  the 
medical  model  can  be  expected  from  tomorrow’s 
psychiatrist. 

Summary 

The  demise  of  the  internship  is  within  sight.  This 
coupled  with  the  increased  number  of  medical 
schools  switching  to  the  three-year  curriculum,  may 
create  a serious  lack  of  medical  sophistication  in  the 
next  generation  of  psychiatrists.  As  a result  of  their 
medical  insufficiency,  an  increasing  number  of  them 
may  in  time  turn  away  from  the  medical  model  of 
psychiatry. 

Confronted  with  such  an  important  issue  it  is 
suggested  that  medical  schools  intensify  the  clinical 
training  of  students.  Departments  of  psychiatry, 
moreover,  should  provide  their  residents  with  ex- 
tended experience  in  internal  medicine  and  integrate 
even  more  closely  with  the  other  departments  in  the 
context  of  the  medical  school. 


Box  A 

Kings  Park,  New  York  11754 
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Who  Ever  Heard 
of  Doctor  Keats? 

RUSSELL  BARTON,  M.D. 

Rochester,  New  York 

Director,  Rochester  Psychiatric  Center,  State  of  New  York 
Department  of  Mental  Hygiene 

On  July  25,  1816,  John  Keats  successfully  passed 
the  four  parts  of  the  examination  for  qualification  in 
medicine,  held  by  the  Society  of  Apothecaries,  Lon- 
don. The  subjects  were:  translation  of  the  Phar- 
macopoeia and  physicians’  prescriptions,  the  theory 
and  practice  of  medicine,  pharmaceutical  chemistry, 
and  materia  medica. 

Medical  career 

To  be  admitted  to  the  society’s  examinations, 
Keats  had  served  five  years’  apprenticeship  to 
Thomas  Hammond,  a well-qualified  surgeon  in 
practice  in  Edmonton,  London,  and  ten  months  at 
Guy’s  Hospital  starting  October  1,  1815.  He  was  a 
good  student.  His  notes  were  exemplary,  although 
poetry  commanded  his  attention  from  time  to  time. 
He  said  to  Cowden  Clark,  his  former  headmaster, 
“The  other  day,  for  instance,  during  a lecture  there 
came  a sunbeam  into  the  room,  and  with  it  a whole 
troop  of  creatures  floating  in  the  ray;  and  I was  off 
with  them  to  Oberon  and  fairyland.” 

With  his  success  in  the  examinations,  Keats  be- 
came a licentiate  of  the  Society  of  Apothecaries 
(L.S.A.),  fully  licensed  to  practice  medicine.  His 
roommate,  Henry  Stephens,  who  later  invented 
Stephen’s  ink,  failed  the  examination,  and  a few 
weeks  later  his  other  roommate,  George  Makereth, 
also  failed.  They  played  down  the  value  of  the  So- 
ciety of  Apothecaries’  certificate  and  Dr.  Keats’s 
success,  presumably  sour  grapes,  to  ease  their  own 
sense  of  failure,  a self-excusatory  ploy  used  to  this 
day  by  students  who  plough  examinations.  Their 
disparagements  of  Keats’s  achievement,  together 
with  the  obscure  function  of  the  Society  of  Apothe- 
caries and  the  misleading  term,  “apothecary,”  led  to 
Keats’s  qualification  going  unappreciated.  Who  ever 
heard  of  Doctor  John  Keats? 

On  March  3,  1816,  Keats  registered  as  dresser  to 
William  Lucas,  a surgeon  on  the  staff  of  Guy’s  Hos- 
pital, for  one  year.  He  was  proposing  to  do  yet  a 


further  year  of  hospital  training  to  become  a member 
of  the  Royal  College  of  Surgeons  (M.R.C.S.).  Three 
years  later  he  toyed  with  the  idea  of  obtaining  an 
additional  physician’s  qualification  by  sitting  the 
examinations  for  licentiate  of  the  Royal  College  of 
Physicians  (L.R.C.P.)  Edinburgh.  Thus  he  intended 
to  equip  himself  with  both  competence  and  qualifi- 
cations for  the  practice  of  medicine  and  surgery,  well 
above  average  and  the  standards  required  at  that 
time. 

Keats,  who  was  short  of  money,  took  the  apothe-  i 
caries’  examination  as  the  quickest  and  surest 
method  of  obtaining  a medical  qualification.  He  had 
no  intention  of  being  a pharmacist,  chemist,  or 
apothecary.  Medical  students  in  Britain  sometimes 
do  the  same  today.  They  can  take  the  four  parts — 
now  pathology,  medicine,  surgery,  and  gynecology 
and  obstetrics — of  the  Society  of  Apothecaries’  ex- 
amination one  at  a time,  and  if  they  fail  their  uni- 
versity degree,  M.B.  (Bachelor  of  Medicine)  B.S. 
(Bachelor  of  Surgery),  in  which  they  have  to  take  and 
pass  all  four  examinations  at  the  same  time,  they  still 
have  a qualification  to  practice  medicine.  Further- 
more, once  qualified,  it  is  permissible  to  fail  subjects 
in  the  M.B.,  B.S.  degree  examinations  and  retain 
credit  for  any  passed  so  that  the  examination  can  be 
taken  piecemeal. 

Apothecaries  were  not  distinguished  from  grocers;  ■' 
groceries  and  drugs  were  sold  in  the  same  shops  until 
1617,  when  they  were  established  into  two  different  i 
corporations.  In  America  the  wheel  has  now  turned  i 
full  circle;  pharmaceuticals  are  again  sold  in  grocery  | 
supermarkets.  Until  the  nineteenth  century,  j 
apothecaries  kept  a shop  and  sold  drugs  and  herbs, 
made  up  medical  prescriptions,  and  attended  sick  i 
persons,  but  only  charged  them  for  the  medicines  i 
supplied.  Some  pretended  to  a knowledge  of  medi-  ! 
cine,  and  it  was  clear  that  their  unqualified  efforts  : 
could  be  dangerous. 

A statute  of  July  12,  1815,  was  pushed  by  G.  M. 
Burrows,  M.D.  (St.  Andrews)  1771-1846,  England’s  i 
Simon  Flexner,  who  kept  a private  asylum  at  Clap-  | 
ham.  It  enacted  that  no  person  should  practice  as 
an  apothecary  in  any  part  of  England  or  Wales  unless 
he  had  been  examined  by  a court  of  examiners  and 
received  therefrom  a certificate.  From  August  1, 
1815,  to  be  admitted  to  the  examination,  a candidate  j 
had  to  have  served  five  years’  apprenticeship  and  at 
least  six  months  of  hospital  training. 

This  requirement  clearly  distinguished  licentiates  i 
of  the  Society  of  Apothecaries  from  chemists  and  : 
druggists.  The  former  were  physicians,  qualified  to  - 
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practice  medicine;  the  latter  were  pharmacists  li- 
censed to  dispense  physicians’  prescriptions  and  to 
sell  drugs. 

Few  accounts  appreciate  Dr.  Keats’s  medical 
achievement;  a notable  exception  is  that  of  Robert 
Gittings  whose  book,  John  Keats,  was  published  by 
Heinemann  in  London,  1968.  Some  biographical 
notes  peremptorily  mention  that  Keats  was  a medical 
student  and  others  pass  him  off  as  an  apothecary, 
suggesting  he  worked  as  an  assistant  in  a chemist  or 
druggist’s  shop. 

This  attitude  to  Keats’s  medical  accomplishments 
was  verbalized  in  a scathing  criticism  of  his  poetry  in 
Blackwood’s  Edinburgh  magazine,  August,  1818, 
which  concluded,  “It  is  a better  and  wiser  thing  to  be 
a starved  apothecary  than  a starved  poet;  so  back  to 
the  Shop,  Mr.  John,  back  to  the  'plasters,  pills  and 
ointment  boxes,’  & c.  But  for  heaven’s  sake,  young 
Sangrado,  be  a little  more  sparing  of  extenuatives  and 
soporifics  in  your  practice  than  you  have  been  in  your 
poetry.” 

Personal  life 

Just  how  offensive  and  deflating  this  gibe  would 
have  been  to  Keats  can  only  be  understood  by 
someone  aware  of  the  dreadful  class  snobery  in  En- 
gland. Tradesmen  were  looked  down  on  by  those 
socially  superior  to  them,  or  who  felt  they  ought  to 
be  but  were  not  too  sure.  Keats  was  being  told:  “get 
back  to  the  class  of  your  humble  origins,  stop  your 
social  pretension  to  being  something  better  than  you 
are."  It  is  not  really  a criticism  of  his  poetry,  but  a 
petty  and  mean-spirited  attack  on  him  as  a person 
and  his  professional  status  as  a physician. 

When  John  Keats  was  eight  years  old,  his  father, 
Thomas  Keats,  was  found  in  the  city  road  lying  un- 
conscious with  a deep  wound  on  the  right  side  of  his 
head  in  the  early  hours  of  Sunday  morning,  April  15, 
1804.  He  was  brought  home  to  the  Swan  and  Hoop, 
the  inn  and  stables,  of  which  he  was  manager  at 
twenty-four,  The  Pavement,  Moorgate,  London,  and 
died  within  a few  hours  without  regaining  con- 
sciousness. His  mother,  Frances,  mysteriously  dis- 
appeared for  a few  weeks  and  then  remarried  a Mr. 
William  Rawlings  just  two  months  after  her  first 
husband’s  funeral. 

Sometime  in  1805,  the  Keats  children  moved,  or 
were  moved,  from  the  care  of  their  mother  to  their 
maternal  grandmother’s  (Mrs.  Jenning’s)  home. 
The  mother’s  second  marriage  broke  up,  and  after 
living  with  a Mr.  Abraham  in  Edmonton,  she  was 
reconciled  to  her  mother  and  came  to  live  with  her 
and  her  children  toward  the  end  of  1808.  She  was 
already  suffering  from  fibrocaseous  pulmonary  tu- 
berculosis, and  during  his  school  holidays,  John 
cooked  for  her  and  gave  her  her  medicines,  but  she 
died  in  March  1810.  Keats  was  told  the  news  at 
school  and  gave  way  to  impassioned  and  prolonged 
grief. 

Later,  Keats  nursed  his  younger  brother,  Tom, 


from  the  same  illness,  without  avail,  for  he  too  died, 
on  December  1,  1818.  Early  in  1819  Keats  himself 
developed  the  condition  which  progressively  wors- 
ened. Almost  certainly  he  had  caught  the  infection 
from  Tom. 

In  the  brief  period  of  four  years  from  1816  to  1820, 
mainly  from  September,  1818,  to  September,  1819, 
Keats  wrote  his  great  contribution  to  English  liter- 
ature, but  his  poetry  was  not  widely  read  nor  appre- 
ciated until  twenty  or  thirty  years  later. 

In  November  1818,  Dr.  Keats  had  fallen  deeply  in 
love  with  Fanny  Brawne  but  the  uncertainty  of  his 
financial  position  and  his  ill  health  deterred  him  from 
consumating  his  passion  or  marriage.  His  love  let- 
ters to  her  are  surely  some  of  the  most  exquisite  ever 
written. 

...  at  night,  when  the  lonely  day  has  closed,  and  the 
lonely,  silent,  unmusical  chamber  is  waiting  to  receive 
me  as  into  a sepulchre,  then  believe  me  my  passion  gets 
entirely  into  the  sway,  then  I would  not  have  you  see 
those  rhapsodies  ...  for  fear  you  should  think  me  un- 
happy or  perhaps  a little  mad  . . . 

Conclusion 

Despairing  and  knowing  he  was  destined  to  die  like 
his  mother  and  brother,  he  made  a last  courageous 
but  terrible  attempt  to  regain  his  health.  On  Sun- 
day, September  17, 1820,  he  sailed  from  Tower  Dock, 
London  for  Rome,  with  Joseph  Severn,  the  painter, 
as  a companion,  leaving  his  beloved  Fanny  Brawne 
behind  in  Hampstead.  A combination  of  bad 
weather,  poor  winds,  and  quarantine  delayed  their 
landing  in  Naples  until  October  31,  1820,  his  birth- 
day. They  arrived  in  Rome  on  November  15  and 
lived  in  rooms  in  a house  by  the  Spanish  Steps. 

Keats’  condition  deteriorated  progressively.  On 
December  10  he  became  deluded,  presumably  an 
anoxic-toxic  delirious  state,  that  there  was  a con- 
spiracy to  starve  him  and  that  poison  had  been  ad- 
ministered to  him  by  someone  in  London.  On  Fri- 
day, February  23,  1821,  he  called  to  his  devoted 
friend;  “Severn,  Severn — lift  me  up  for  I am  dying — I 
shall  die  easy — don’t  be  frightened,  be  firm — thank 
God  it  has  come.”  A few  hours  later,  lying  in  Sev- 
ern’s arms,  he  broke  out  into  a sweat  and  said  to  his 
friend,  ‘'Don’t  breathe  on  me,  it  comes  like  ice.” 
These  were  his  last  words.  It  seems  likely  his  friend’s 
breath  was  disturbing  a pleasant  drowsiness  rather 
than  a tactile  hypersensitivity.  He  died  at  11:00 
P.M.,  quietly  and  peacefully,  as  if  he  were  falling 
asleep.  An  autopsy  revealed  that  his  normal  lung 
tissue  was  almost  completely  destroyed.  His  body 
is  buried  in  the  Protestant  Cemetery  in  Rome  and  his 
tombstone  bears  the  inscription  he  had  requested  a 
few  days  earlier.  “Here  lies  one  whose  name  was  writ 
in  water.” 

Maybe  he  vaguely  remembered  lines  written  by 
Catullus: 

Sed  Mulier  cupido  quod  dicit  amanti 
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In  vento  et  rapida  scribere  oportet  aqua 
(But  a woman’s  sayings  to  her  lover 
Should  be  in  wind  and  running  water  writ) 

He  wished  to  be  remembered  by  the  most  pre- 
cious part  of  his  life,  the  excitement  of  loving  and 
being  loved  by  Fanny  Brawne.  He  asked  that  her 
letters  and  a lock  of  her  hair,  her  parting  gift,  be 


Scientific  discoveries 
curtail  tuberculosis 

Tuberculosis — “The  White  Plague” — was  the  scourge 
of  mankind  through  the  ages.  In  1923,  TB  killed  an  esti- 
mated 102,000  people  in  the  United  States  alone.  By  1949 
it  was  the  world’s  leading  cause  of  childhood  death. 

Selman  A.  Waksman,  Ph.D.,  a Russian-born  microbi- 
ologist who  came  to  the  United  States  in  1910,  devoted 
most  of  his  life  to  searching  for  a cure  for  tuberculosis.  For 
almost  a quarter  of  a century  he  and  his  associates  studied 
soil  samples  from  cemeteries,  farms,  forest — any  place  they 
could  get  them — isolating  more  than  10,000  cultures  of  soil 
organisms. 

In  1940  they  found  their  first  germ  killer,  but  it  was  so 
potent  that  it  destroyed  the  host  animal  as  well  as  the 
disease.  Finally,  on  August  23,  1943,  Waksman  found  a 
clod  of  dirt  taken  from  the  neck  of  a chicken  that  had  a 
strange  mold  growing  on  it.  When  Waksman  tested  the 
mold  against  the  tough-coated  tubercle  bacilli,  they  were 
destroyed. 

Not  a physician  himself,  Waksman  turned  his  new  an- 
tibiotic, called  streptomycin,  over  to  William  A.  Feldman, 
a doctor  of  veterinary  medicine,  and  H.  Corwin  Hinshaw, 
M.D.,  at  the  Mayo  Clinic,  for  tests  on  living  organisms: 
first  guinea  pigs,  then  human  patients.  The  results  were 
positive. 

Within  a decade,  deaths  from  all  forms  of  tuberculosis 
dropped  from  42  to  less  than  10  per  100,000  people.  But 


buried  with  him,  and  that  his  epitaph  obey  the  poet’s 
injunction,  his  name  “should  be  in  . . . water  writ.” 
For  at  the  end,  all  that  really  mattered  was  that  he 
should  be  her  lover  and  she  should  say  his  name.  He 
was  twenty-five. 

1600  South  Avenue 
Rochester,  New  York  14620 


the  fight  was  not  over.  Even  before  Waksman  received  the 
Nobel  Prize  in  1952  for  discovery  of  streptomycin,  the 
bacteria  were  developing  a resistance  to  the  antibiotic. 

In  1948,  a chemotherapeutic  agent  was  combined  with 
the  streptomycin.  Then  in  1952,  another  more  effective 
combination  drug,  isoniazid,  was  introduced. 

Along  with  drugs  to  treat  tuberculosis  came,  beginning 
in  the  early  20th  century,  the  pasteurization  of  milk.  It 
started  in  1909  with  a bulletin  from  the  U.S.  Public  Health 
Service  reporting  many  outbreaks  of  milkborne  disease. 
Chicago  and  New  York  City  passed  early  pasteurization 
laws  and  other  cities  followed.  It  was  many  years  before 
the  process  of  killing  germs  in  milk  by  heating  was  uni- 
versally accepted.  Tuberculosis  was  one  of  the  major 
diseases  affected  by  this  process. 

The  fight  against  tuberculosis  still  isn’t  over.  There 
were  33,500  cases  of  the  disease  in  the  United  States  in 
1975.  The  death  rate  dropped  from  240  per  100,000  people 
to  less  than  2 per  100,000  last  year.  Studies  are  still  under 
way  to  find  better  combinations  of  drugs,  and  treatment 
today  often  combines  two  different  products. 

Another  tool  in  the  TB  war  is  vaccination  with  BCG, 
which  can  reduce  new  cases  sharply  in  high  risk  groups. 

The  time  of  tuberculosis  as  one  of  the  great  killers  has 
passed  in  the  United  States,  but  the  fight  must  con- 
tinue. 

(Highlights  of  200  years  of  American  medicine— Prepared 
by  the  American  Medical  Association) 


246  New  York  State  Journal  of  Medicine/February  1977 


If  your  angina  patient 
isn't  having  3 out  of  4 
better  days  than  usual 
try  Cardilate 

J (ERYTHRITYL  TETRANITRATE) 


• •• 


INDICATIONS  For  the  prophylaxis  and 
long  term  treatment  of  patients  with  f re 
quent  or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat 
ment  of  the  acute  attack  of  angina  pec 
tons  since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage,  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable,  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  100  Also  5.  10  and  15  mg  scored 
tablets  in  bottles  of  100  10  mg  scored 
tablets  also  supplied  in  bottle  of  1 .000 
Also  available  Cardilate-  P brand 
Erythntyl  Tetramtrate  with  Phenobarbital* 
(‘Warning  may  be  habit-forming). 
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lease  note  unstable  angina  patients  may  be  refractory  to  all  long-acting  nitrates 


Pain  days  significantly  re- 
duced with  Cardilate  (eryth- 
rityl  tetramtrate)  in  48-patient 
study.1  Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 compared  to  1 day  out  of  4 
while  on  Cardilate 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours.  Sublingual  tablets  also 
available. 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance. Serious  side  effects 
have  not  been  reported  in  20 
years  clinical  use 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon,  also  helps  re- 
duce need  for  nitroglycerin. 
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The  limited  and  often  confusing  data  regarding 
what  the  ancients  called  melas,  melasma,  vitiligo 
nigra,  morphea  nigra,  and  so  forth,  as  well  as  the 
various  interpretations  often  given  to  the  same  term 
by  different  ancient  authors,  render  these  terms 
unclassifiable  by  present  standards.1  The  same 
limitations  cast  serious  doubts  on  the  assertion  that 
the  condition  mentioned  in  the  Talmud  under  the 
name  enabta  may  represent  malignant  melanoma.2 

The  disease  was  thoroughly  described  for  the  first 
time  in  1806  by  Laennec  and  Dupuytren  separately; 
however,  it  was  Laennec’s  exhaustive  study  during 
the  ensuing  years  that  led  to  its  recognition  as  a 
separate  entity.3’4  He  perceived  its  true  character 
as  an  accidental  production,  a morbid  growth,  related 
to  but  different  from  cancer,  and  named  it  melanosis. 
He  emphasized  its  rarity,  particularly  in  the  lung,  and 
clearly  distinguished  it  from  the  common  black 
pulmonary  matter,  anthracosis,  a distinction  over- 
looked by  many  subsequent  writers,  thus  causing 
unnecessary  confusion  for  years. 

Laennec4  recorded  typical  cases  of  melanotic  tu- 
mors of  the  skin  with  pigmented  deposits  in  lym- 
phatic glands,  liver,  and  lungs,  and  he  accurately 
described  their  progress  from  the  onset  to  the  irre- 
vocably fatal  termination,  without  overlooking  the 


diffuse  pigmentation  of  the  normal  tissues  occa- 
sionally seen  in  this  disease.  Through  a painstaking 
study  of  postmortem  specimens  he  elucidated  the 
pathologic  changes  of  melanoma,  and  clearly  dis- 
tinguished it  from  his  pigment-free  encephaloid,  or 
what  his  contemporaries  called  medullary  or  soft 
cancer. 

During  most  of  the  nineteenth  century  the  disease 
was  called  melanosis,  after  Laennec,  or  melanotic 
tumor.  Johnston5  traces  the  origin  of  the  term 
melanoma  to  the  first  edition  of  Virchow’s  book  on 
tumors,  Die  Krankhaften  Geschwuelste,  in  1863; 
Pemberton,3  Cooper,6  Forbes,7  and  most  recent  au- 
thors8 trace  it  to  the  work  of  Carswell  in  1834.9 
However,  a few  years  before,  in  1826,  the  fourth 
American  edition  of  the  Lexicon  Medicum  had  al- 
ready replaced  the  term  melanosis  by  melanoma,  so 
that  its  author,  Hooper,10  should  be  credited  with 
popularizing,  if  not  actually  introducing,  the  modern 
name  for  the  disease. 

This  name,  however,  was  not  immediately  adopted 
by  most  writers  who  for  years  continued  to  report 
these  tumors  as  melanotic  cancer  or  melanotic  sar- 
coma, a distinction  initially  based  on  gross  mor- 
phology. The  distinction  between  a cancerous  and 
a sarcomatous  form  was  later  supported  by  micro- 
scopic findings,  the  epithelioid  and  spindle  forms  of 
the  disease  generally  matching  the  fine  structure  of 
cancer  and  sarcoma,  respectively.  As  late  as  the 
mid-nineteenth  century,  many  prominent  authors, 
although  distinguishing  between  the  carcinomatous 
and  sarcomatous  varieties,  still  attached  little  im- 
portance to  the  pigmentation  of  these  tumors,  at- 
tributing it  to  a pigmental  degeneration  of  carcinoma 
or  sarcoma,  respectively.11-13 

Histogenesis 

The  distinction  between  melanocarcinoma  and 
melanosarcoma  acquired  a new  meaning  as  a result 
of  the  controversy  surrounding  the  histogenesis  of 
this  tumor,  a controversy  nearly  a century  old  and 
still  unresolved.14’15  That  all  these  lesions,  although 
varying  in  gross  and  microscopic  morphology,  may 
have  a common  histogenesis  was  not  realized  until 
some  light  was  shed  on  the  origin  of  their  benign 
counterpart,  the  pigmented  mole.  The  fleshy  mole, 
as  distinguished  from  the  nevus  maternus  or  vascular 
nevus,  was  first  attributed  to  an  endothelial  origin  by 
Demieville  in  1880.5  Two  years  later  von  Reckling- 
hausen16 presented  evidence  to  support  the  lvm- 
phangiofibromatous  character  of  these  benign  le- 
sions; this  view  persisted  until  Unna,17  by  studying 
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their  early  stages  in  infants  and  children,  in  whom 
early  changes  are  clearly  displayed,  was  able  to 
demonstrate  their  origin  from  the  deep  layers  of  the 
epidermis.  This  so-called  epidermic  theory  has  been 
cited  by  Gilchrist,15  Fox,14  Dawson,18  and,  more  re- 
cently, by  Allen  and  Spitz,19  to  explain  the  origin  of 
both  the  pigmented  nevus  and  malignant  melanoma. 
In  harmony  with  this  view,  Allen  and  Spitz19  refer  to 
the  latter  tumors  as  melanocarcinomas.  There  is  no 
longer  any  support  for  the  original  endothelial5  and 
mesenchymal  theories,  and  the  term  melanosarcoma 
is  falling  into  disuse. 

The  epidermic  theory  is  opposed  by  those  who 
trace  the  origin  of  the  pigmented  mole  to  specialized 
cells  derived  from  the  peripheral  sensory  nerve 
endings.  This  so-called  neural  theory  actually  an- 
tedates the  epidermal  one,  having  its  origin  in  the 
work  of  Soldan,20  but  it  was  not  widely  known  until 
the  publications  of  Masson,21  its  foremost  champion. 
Originally  conceived  on  the  basis  of  histopathologic 
findings,  it  has  received  independent  support  from 
the  demonstration  that  the  pigment  cells  of  certain 
fish  migrate  from  the  neural-tube  region  to  their  final 
destination  in  the  pigmented  tissues.22  Although  a 
similar  migration  has  been  demonstrated  in  am- 
phibians23 and  in  the  mouse,24  the  failure  to  do  so  in 
man  to  the  satisfaction  of  everyone  has  perpetuated 
the  controversy  regarding  the  origin  of  the  human 
melanoblast. 

The  first  microscopic  description  of  this  cell  was 
made  by  Schwann,25  the  coauthor  of  the  cellular 
theory.  He  described  its  peculiar  shape,  observing 
the  fine  granules  of  pigmentum  nigrum  in  its  den- 
dritic ramifications,  and  designated  it  as  a stellate 
cell;  however,  the  nature  of  the  coloration  remained 
unknown  for  years.  As  late  as  1888  the  pigment  was 
considered  as  being  probably  a derivative  of  hematin 
by  some  authors,26  despite  the  failure  to  demonstrate 
iron  in  it. 

The  first  significant  step  in  the  elucidation  of  the 
chemistry  of  melanin  came  in  1895,  when  Bourquelot 
and  Bertrand,27  after  studying  the  color  changes  that 
take  place  in  certain  mushroom  tissues  when  exposed 
to  air,  concluded  that  the  pigmentation  resulted  from 
the  oxidation  of  a colorless  substance  by  atmospheric 
oxygen  with  the  help  of  a heat-labile  oxidating  fer- 
ment. The  following  year  Bertrand28  identified  the 
colorless  precursor  of  the  pigment  as  tyrosine  and 
named  the  ferment  tyrosinase. 

Perhaps  more  significant  from  the  clinician’s 
viewpoint  was  the  work  of  Bloch29  of  the  University 
of  Zurich  in  1917,  demonstrating  that  the  naturally 
occurring  amino  acid,  3,4-dihydroxyphenyl-L-ala- 
nine,  abbreviated  DOPA  by  him,  from  the  German 
name  (di-oxy-phenyl-alanine),  was  converted  by 
certain  basal  cells  of  the  epidermis,  which  he  called 
melanoblasts,  into  melanin.  Although  it  is  now  be- 
lieved that  tyrosine,  not  DOPA,  as  Bloch  believed, 
represents  the  original  substrate  from  which  melanin 
is  normally  manufactured,  DOPA  being  only  an  in- 
termediate product,  the  so-called  DOPA  reaction  has 


been,  nevertheless,  very  useful  in  identifying  cells 
capable  of  forming  melanin. 

Thus,  the  cells  of  amelanotic  melanoma,  having  the 
capacity  to  form  melanin,  give  a positive  DOPA  re- 
action, even  though  they  do  not  contain  visible 
quantities  of  intracellular  melanin.  Although  cells 
carrying  this  pigment,  but  lacking  the  metabolic 
equipment  to  form  it,  that  is,  melanin-laden  macro- 
phages, react  negatively,  the  true  melanoblasts,  both 
normal  and  neoplastic,  are  characterized  by  a positive 
reaction.  Thus,  neoplastic  melanoblasts,  whether 
benign  or  malignant,  pigmented  or  amelanotic,  pri- 
mary or  metastatic,  may  be  identified  by  the  DOPA 
reaction. 

Most  of  the  early  nineteenth-century  investigators 
did  not  even  mention  the  distinction  between  pri- 
mary and  secondary  melanoma,  and  those  who  did 
were  often  led  astray  by  their  macroscopic  observa- 
tions. In  1834,  Carswell9  voiced  the  contemporary 
notion  that  the  disease  originated  mostly  in  the  cel- 
lular and  adipose  tissues  and  that  the  skin  was  in- 
vaded secondarily;  but  he  himself  recognized  that  it 
could  be  primary  in  the  skin,  particularly  in  hors- 
es. 

In  10  of  25  cases  of  melanotic  tumors  reviewed  by 
Paget  in  1853, 12  the  lesion  originated  in  relation  to 
a congenital  pigmentary  nevus.  That  those  10  rep- 
resented primary  malignant  melanomas  is  a rea- 
sonable assumption,  but  in  many  of  the  others  the 
presenting  lesion  may  have  been  metastatic.  The 
only  criterion,  a microscopic  one,  by  which  the  2 may 
be  confidently  distinguished  was  not  to  be  recognized 
for  almost  one  hundred  years. 

It  was  in  1949  that  Allen19  described  the  altered 
appearance  of  the  melanoblasts  at  the  dermoepi- 
dermal  junction  and  their  subsequent  infiltration  of 
the  various  layers  of  the  epidermis  in  the  form  of 
atypical  clear  cells  as  heralding  the  inception  of  a 
malignant  melanoma.  This  epidermal  change  occurs 
just  prior  to,  and  is  later  concurrent  with,  the  actual 
invasion  of  the  dermis  by  the  malignant  melano- 
blasts. Thus,  the  origin  of  malignant  melanoma  can 
be  traced  to  this  so-called  junctional  activity,  and  the 
primary  and  secondary  lesions  may  be  distinguished 
by  the  presence  or  absence  of  the  junctional  compo- 
nent. 

The  realization  that  it  is  the  junctional  nevus,  or 
the  junctional  component  of  a compound  nevus,  that 
is  responsible  for  the  malignant  change  explained  the 
innocent  behavior  of  the  common  mole,  which,  being 
purely  intradermal  and  thus  lacking  a junctional 
component,  is  never  the  source  of  malignant  mela- 
noma. On  the  other  hand,  it  had  been  known  for  a 
long  time  that  nevi  in  certain  locations,  such  as  the 
sole  of  the  foot,  palm  of  the  hand,  and  the  female 
external  genitalia,  had  a tendency  to  develop  malig- 
nant melanoma,  and  the  role  of  trauma  in  this  ma- 
lignant transformation  had  been  debated  for  as  long. 
Once  the  significance  of  junctional  activity  was  rec- 
ognized, it  became  clear  that  trauma  will  not  trans- 
form a purely  intradermal  nevus  into  a malignant 
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melanoma,30  although  it  is  conceivable  that  it  may 
contribute  to  such  a transformation  in  a junctional 
or  compound  nevus.  Be  that  as  it  may,  the  relative 
frequency  with  which  nevi  of  the  female  genitalia 
undergo  malignant  change  is  due  not  to  trauma,  but 
to  the  high  incidence  of  junctional  activity  in 
them.30 


Vulvar  melanoma 

Fifteen  years  after  Laennec’s  pioneer  work  on 
melanoma,  Professor  Meckel  and  M.  Breschet  ex- 
amined the  body  of  a woman  who  had  been  brought 
to  the  pavilions  of  the  Medical  School  in  Paris  suf- 
fering from  black  tumors  in  the  right  groin,  labia 
pudendi,  and  nymphae.31  The  case  .was  reported  as 
one  of  melanosis  that  same  year  by  Cullen  and  Car- 
swell31  who  had  witnessed  the  autopsy,  and  this  is 
probably  the  earliest  reliable  record  of  a vulvar 
melanoma  in  the  literature.  The  earliest  case  cited 
by  Pemberton3  appeared  in  the  treatise  on  pathologic 
anatomy  by  Cruveilhier32  in  1855,  that  of  a sixty- 
year-old  woman  admitted  to  La  Salpetriere  Hospital 
with  a pigmented  lesion  of  the  labia  interna,  bilateral 
involvement  of  the  groins,  and  equally  pigmented 
bone  lesions. 

Most  surgical,6  pathologic,12  gynecologic,33  and 
neoplastic11  treatises  published  during  the  first  half 
of  the  nineteenth  century  are  silent  regarding  this 
vulvar  lesion.  On  the  other  hand,  black  tumors  in 
horses  (melanoma)  had  been  recognized  since  the 
eighteenth  century,34  and  among  these  animals  the 
vulva  was  mentioned  as  a frequent  site  by  Gross  in 
1845. 35  Significantly,  this  same  book  makes  no 
reference  to  vulvar  melanoma  in  human  beings. 

Although  the  vulvar  skin  makes  up  only  1 per  cent 
of  the  entire  body  surface,  7 to  10  per  cent  of  malig- 
nant melanomas  in  women  occur  in  this  region.36 
Why,  then,  was  this  lesion,  despite  its  relative  fre- 
quency, unique  appearance,  and  accessible  location, 
almost  unknown  half  a century  after  the  disease  had 
been  recognized  in  the  lung?  The  answer  is  traceable 
to  the  restrictions  imposed  by  prudery  on  the  ex- 
amination of  females  up  to  the  present  century. 

Throughout  the  middle  ages  the  practicing  phy- 
sician was  restrained  from  examining  the  sexual  or- 
gans of  female  patients;  obstetrics  was  in  the  hands 
of  midwives,  and  gynecologic  complaints  were  either 
neglected  or  poorly  cared  for.  Change  came  slowly 
and  was  denounced  and  opposed  by  the  defenders  of 
public  morals  as  late  as  the  1 840s.37  But  even  after 
the  cessation  of  organized  opposition  the  examina- 
tion was  performed  only  when  absolutely  necessary; 
even  the  gynecologist  omitted  it  whenever  the  patient 
objected.38  To  spare  her  modesty,  it  was  sometimes 
limited  to  a vaginal  touch  with  the  patient  fully 
dressed  and  standing,  or  under  the  cover  of  a sheet. 
These  practices  help  explain  the  late  recognition  of 
vulvar  melanomas. 

Lesions  of  the  urethral  meatus,39’40  labia  majora,41 
labia  minora,  and  clitoris42  have  been  separately  re- 


ported by  some  authors;  others  include  all  these 
under  the  term  melanoma  of  the  vulva.43’44  In  the 
urethral  meatus  the  lesion  was  first  reported  by  Reed 
in  1896.45  Discovered  on  self-examination  by  a 
sixty-four  year-old  virgin  who  was  suffering  from  a 
vulvar  discharge,  this  periurethral  tumor  was  cu- 
retted by  her  physician,  but  it  promptly  recurred. 
The  bulk  of  the  recurrence  surrounded  the  meatus; 
the  rest  of  it  extended  up  the  urethra  to  within  a 
slight  distance  from  the  bladder.  It  was  removed  by 
urethrectomy,  which  controlled  the  local  disease,  but 
seven  months  later  the  patient  developed  persistent 
vomiting,  a large  epigastric  mass,  and  died  of  ex- 
haustion within  a few  days.  This  rapidly  fated  course 
has  been  observed  in  most  reported  cases,  usually 
preceded  by  lymphatic  and/or  blood-borne  metas- 
tases.46  Despite  the  periurethral  location,  and 
contrary  to  urethral  carcinoma,  urinary  obstruction 
is  unusual  in  this  lesion.39-44 

Although  the  clitoris  is  often  involved  secondari- 
ly,47 primary  melanoma  in  it  is  rare.42  This  lesion 
shares  with  those  of  the  labia  minora,  urethra,  and 
vagina  the  dismal  prognosis  of  mucosal  melanomas. 
The  lack  of  deep  invasion,  which  may  be  seen  in  up 
to  35  per  cent  of  female  genital  melanomas,  does  not 
diminish  the  virulence  of  the  disease  in  the  genital 
mucous  membranes.30’48  This  is  in  contrast  to  the 
cutaneous  lesion  in  which  the  superficial  type  carries 
a better  prognosis. 

Melanoma  of  vagina,  cervix,  and  ovary 

Although  the  first  2 recorded  cases  of  vaginal 
melanoma  have  been  attributed  to  Parona  in  188749 
and  to  Matthews  in  1898, 50  the  book  on  surgical  pa- 
thology by  Paget,12  published  in  1853,  contains  a 
series  of  25  melanoid  cancers,  1 of  which  was  located 
in  the  vagina.  The  difficulties  in  assigning  priority, 
however,  multiply  as  the  diagnostic  criteria  improve. 
We  could  today,  perhaps  with  good  reasons,  insist  on 
the  demonstration  of  junctional  activity  before  ac- 
cepting a case  as  primary  vaginal  melanoma.  This 
would  make  Mullaney’s51  case,  reported  in  1961,  the 
first  undoubted  case  to  be  recorded. 

In  this  location  the  clinical  features  are  not  likely 
to  be  as  characteristic  as  those  of  the  vulvar  mela- 
noma. Approximately  half  these  mucosal  lesions 
lack  the  telltale  pigmentation.30  Vaginal  melanomas 
are  still  overlooked  clinically,  on  pelvic  examina- 
tion,52 and  misinterpreted  histologically,  the  lesion 
being  confused  with  something  else.53  Not  only  is 
the  clinical  demonstration  of  benign  precursors  of 
melanoma  rare  in  the  vagina,52  but  even  the  presence 
of  melanin  and  melanoblasts  is  unusual  in  this  loca- 
tion. The  basal  layer  of  the  normal  vaginal  mucosa 
has  been  found  to  contain  melanin  in  only  1 per 
cent52  and  nonneoplastic  melanoblasts  in  3 per  cent 
of  the  cases.54  On  the  other  hand,  Bland-Sutton55 
has  called  attention  to  the  melanotic  discoloration 
of  the  cervix  occurring  in  black  women  with  total 
uterine  prolapse,  and  we  have  seen  a spotty  pig- 
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mentation  of  the  vaginal  mucosa  associated  with 
procidentia  in  these  women. 

Thus,  melanoblasts  may  occur  in  the  normal  va- 
ginal mucosa  and  may  form  pigment  in  some  cases. 
They  may  also  give  rise  to  a malignant  melanoma 
anywhere  from  the  hymen  to  the  cervix,56-57  although 
the  lower  third  of  the  vagina  is  more  frequently  af- 
fected.53,58 This  lesion  is  very  malignant,  and  the 
first  five-year  cure  after  surgery  was  only  recently 
reported.56  Compared  with  vulvar  melanoma,  the 
vaginal  lesion  is  rare,  but  it  is  far  more  common  than 
the  extremely  rare  melanoma  of  the  uterine  cer- 
vix.59 

If  a melanoma  arising  in  an  ovarian  teratoma  is 
acceptable  as  a primary  ovarian  lesion,  then  the 
disease  has  been  known  to  arise  in  the  ovary  since  the 
case  reported  by  Amann  in  1903, 60  and  several  cases 
have  been  reported  since  then.  These  melanomas 
usually  arise  in  relation  to  squamous  epithelium  in 
the  teratoma,  and  the  demonstration  of  junctional 
change  has  confirmed  their  primary  nature. 

In  some  bird  species  the  ovary,  along  with  other 
internal  organs,  contains  pigment  and  pigment- 
forming cells,61  but  these  cells  are  foreign  to  the 
human  gonad.  Therefore,  the  rare  cases  reported  as 
primary  melanoma  of  the  ovary  raise  doubts  on  this 
count.62  Furthermore,  the  frequency  with  which  an 
undetected  primary  cutaneous  or  choroidal  mela- 
noma causes  visceral  metastases  far  exceeds  that  of 
the  improbable  ovarian  melanoma.30  Before  this 
diagnosis  can  be  accepted,  the  possibility  of  a primary- 
lesion  elsewhere  must  be  excluded.63,64  Similar 
doubts  exist  regarding  the  occurrence  of  primary 
uterine,  tubal,  and  placental  melanoma. 

Conclusion 

Despite  its  unique  features,  melanoma  eluded  the 
ancient  clinicians  and  the  pathologic  anatomists  of 
the  renaissance  alike,  being  finally  recognized  as  an 
entity  by  Laennec4  in  1806.  In  the  female  genitalia, 
protected  no  doubt  by  the  misguided  modesty  of  the 
patient  and  by  the  general  attitude  toward  gyneco- 
logic examinations,  the  lesion  was  virtually  unknown 
for  another  half  a century.  And,  even  today,  clini- 
cians still  miss  vulvovaginal  melanomas  on  pelvic 
examinations,  and  some  pathologists  misinterpret 
them  histologically. 

A higher  index  of  suspicion  on  the  part  of  the 
physician  should  help  correct  this  age-old  failure.  As 
Allen  has  pointed  out,  in  referring  to  mucosal  mela- 
nomas, if  reliance  is  placed  on  finding  melanin  to 
make  a diagnosis,  then  about  half  of  them  will  con- 
tinue to  be  missed. 

U.  S.  Air  Force  Hospital 
Offutt  Air  Force  Base 
Omaha,  Nebraska  68113 
(DR.  PANTOJA) 
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Physicians  urge  improvement 
of  nursing  home  medical  care 

The  quality  of  medical  care  provided  in  American 
nursing  homes  is  good,  but  it  could  be  better. 

This  is  the  finding  of  a poll  of  850  physicians  whose 
practices  deal  with  older  patients,  published  in  the  Sep- 
tember 27  issue  of  the  Impact  section  of  American  Medical 
News,  the  weekly  newspaper  for  physicians  published  by 
the  American  Medical  Association. 

The  physicians  polled  were  those  who  indicate  a primary, 
secondary,  or  tertiary  specialty  interest  in  geriatrics,  the 
medical  specialty  dealing  with  older  people. 

Underscoring  some  deficiencies  in  the  nursing  homes 
themselves  and  in  the  funding  of  care  for  these  patients, 
the  majority  of  physicians  responding  to  the  poll  admitted 
that  many  physicians  generally  have  shunned  their  re- 
sponsibilities to  nursing  home  patients. 

Quality  of  medical  care  in  nursing  homes  is  rated  good 
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to  excellent  by  76  per  cent  of  the  respondents,  while  21  pe; 
cent  say  it  is  only  fair,  and  4 per  cent  say  poor.  The  leadinj 
criticism  of  nursing  homes  voiced  by  the  physicians  is  lacl 
of  adequate  medical  personnel,  followed  by  lack  of  ade 
quate  medical  supervision,  short-comings  in  the  physica 
plant  and  amenities,  and  poor  attitude  on  the  part  o 
employees. 

The  newspaper  points  out  that  the  AMA,  long  concernec 
with  the  plight  of  the  nursing  home  patient  and  the  prob 
lems  of  the  nursing  home  owners  and  administrators,  re 
cently  has  campaigned  to  encourage  more  physicians  tc 
move  into  the  medical  void  in  these  facilities,  serving  as 
either  full-  or  part-time  medical  directors.  In  the  last  twc 
years  the  AMA  has  sponsored  training  programs  to  help 
physicians  understand  the  role  of  the  medical  director  ir 
the  skilled  nursing  home  and  suggest  ways  in  which  phy- 
sicians, administrators  and  nursing  service  directors  car 
improve  patient  care.  Some  4,000  individuals  have  par- 
ticipated in  the  courses,  including  1,200  medical  doctors, 
and  six  more  such  sessions  were  scheduled  for  fall. 
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The  twentieth  century  retinal  image  of  the  death 
of  Socrates  is  conditioned  by  Jacques  Louis  David’s 
famous  depiction  (1787)  of  the  scene  (Fig.  1).  We  are 
familiar  with  it  because  it  was  reproduced  in  so  many 
textbooks  we  studied  in  our  youth,  but  probably  few 
of  us  have  tried  to  reconcile  its  content  with  the  ac- 
count given  by  Plato  in  the  Phaedo . 1 To  be  sure, 
David’s  neoclassical  approach  to  painting  historic 
scenes  did  not  pretend  to  verisimilitude.  What  he 
chose  to  dramatize  is  the  moment  when  the  jailer,  his 
eyes  averted,  is  handing  Socrates  the  kylix  with  the 
lethal  draught.  Socrates  is  shown  in  midsentence, 
his  left  arm  raised  with  the  hand  in  an  oratorical 
gesture,  his  right  hand  reaching  for  the  cup.  The 
prison  cell  seems  quite  spacious.  There  is  room  for 
six  of  Socrates’  friends  to  stand  in  various  attitudes 
of  grief  at  the  head  of  his  couch  while  another  sits  in 
dejection  at  the  foot  and  yet  an  eighth  stands  sobbing 
against  the  wall  of  the  passageway  leading  to  the  cell. 
Seen  in  the  background  are  three  more  friends  de- 
parting in  sorrow  before  the  final  moment. 

Whether  David  had  read  the  Phaedo  closely  we  do 
not  know,  but  Plato  lists  14  of  Socrates’  disciples  as 
being  present;  David  had  room  for  only  11  in  his 
composition.  One  also  observes  that  the  kylix  is 
without  the  customary  two  handles,  but  perhaps  a 
simpler  utensil  was  used  when  prisoners  were  put  to 
death.  But  the  disturbing  feature  of  David's 
painting  is  its  sense  of  space.  To  be  sure,  we  do  not 
have  floor  plans  of  the  jail  at  Athens,  but  as  a general 
rule  rooms  in  Greek  buildings  and  houses  were 
smaller  than  rooms  used  for  similar  functions  today, 
and  there  is  no  reason  to  believe  that  the  ancient 
Greeks  offered  spacious  and  gracious  quarters  to 
their  convicted  felons.  It  is  difficult  for  anyone  fa- 
miliar with  prisons  in  any  period  to  imagine  a cell 
commodious  enough  to  hold  the  prisoner,  the  jailer, 
and  11  or  14  witnesses.  A possible  solution  is  that 
the  execution  took  place  in  a special  chamber,  one  in 
which  there  would  be  room  for  such  an  assembly  and 
for  the  condemned  man  to  walk  around  to  hasten  the 
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effects  of  the  toxin,  as  we  are  told  Socrates  did.  Be 
we  are  not  told  that  there  was  such  a chamber,  an 
indeed,  when  we  examine  Plato’s  account,  we  wi 
discover  that  several  items  of  information  are  nc 
given. 


Background 


Plato  is  careful  to  let  us  know  that  he  was  nc 
present  at  the  execution.  He  was  sick.  Whether  thi 
was  a diplomatic  illness  or  not,  we  shall  never  know 
But  if  we  consider  the  nature  of  Socrates’  trial  an 
the  temper  of  the  times,  there  is  good  reason  why 
prudent  man  might  not  wish  to  seem  too  closely  as 
sociated  with  him.  The  important  facts  in  the  cas 
are  known,  not  only  from  Plato’s  account  but  fror 
Xenophon’s  independently  written  version  supple 
mented  by  our  general  information  about  the  ante 
cedent  political  events  and  the  Athenian  code  c 
justice.  But  Xenophon’s  evidence  is  based  o 
hearsay;  absent  in  Asia  at  the  time,  he  wrote  his  ac 
count  many  years  later. 

Socrates  was  indicted  and  tried  in  399  B.C.  whe 
he  was  seventy  years  old.  Athens  had  finally  lost  th 
Peloponessian  war  in  404  B.C.  One  major  event  ha 
been  the  loss  of  a naval  battle  at  Notium  in  407  fo 
which  Alcibiades,  who  had  not  even  been  preserJ 
was  unjustly  blamed.  He  felt  public  disgrace  keenl 
and  retired  to  a castle  on  the  Hellespont.  Socratei 
his  tutor  and  friend,  incurred  only  transient  un 
popularity;  he  was  still  held  in  sufficient  esteem  i 
404  to  be  elected  one  of  the  proedri  of  the  Senate.  H 
had  the  ill  luck  to  be  chosen  by  rota  to  be  epistates 
that  is,  presiding  officer  of  the  Prytaneis,  the  Senate’ 
leading  committee,  election  to  which  was  by  lot,  oi 
the  day  a motion  was  brought  to  condemn  to  deatl 
the  eight  commanders  blamed  for  losing  the  nava 
battle  off  Aegospotami  in  the  summer  of  405  afte 
which  Athens  was  invested.  Socrates  opposed  th 
motion  on  grounds  of  conscience  and  incurred  publi 
disfavor  thereby.  It  was  an  empty  gesture,  for  th 
eight  hapless  naval  officers  were  condemned  an< 
executed.  Later  in  404  the  Spartans  led  by  Lysande 
demolished  fortifications  at  Piraeus,  and  reductioi 
of  Athens’s  power  was  complete. 

Following  this  debacle  Athens  was  governed  by  ai 
oligarchy  of  30  led  by  Critias,  another  of  Socrates 
former  pupils.  The  period  proved  to  be  a reign  o 
terror.  Even  though  Socrates  had  not  publicly  de 
nounced  the  political  murders  committed  by  Critia 
and  his  henchmen,  Athenians  who  had  been  willinj 
to  overlook  his  influence  on  Alcibiades  began  to  fee 
that  his  political  teachings  did  not  produce  the  sor 
of  democratic  leadership  they  wanted.  The  unjus 
satire  in  Aristophanes’  Clouds  (425  B.C.)  was  revivet 
and  took  effect. 

We  are  not  told  how  sentiment  hostile  to  Socrale; 
developed  during  the  five  years  from  404  to  399  B.C. 
but  by  the  latter  date  his  enemy  Anytus,  who  hac 
gained  considerable  political  influence  from  hi; 
sufferings  under  the  oligarchy  and  zeal  for  democ 


FIGURE  1.  J.  L.  David;  The  Death  of  Socrates  (1787).  (Reproduced  by  courtesy  of  the  Metropolitan  Museum  of  Art) 


acy,  felt  he  could  muster  enough  votes  against  him. 
Charges  were  officially  brought  by  Meletus,  an  ob- 
scure poet,  and  seconded  by  Lycon,  a rhetorician. 
The  nature  of  the  charge  is  familiar:  not  believing  in 
he  gods  of  the  city,  introducing  new  gods,  and  cor- 
fupting  the  youth.  One  can  trace  them  back  to  Ar- 
;stophanes’  Clouds.  Atheism  and  worship  of  strange 
Sods  formed  a stock  accusation  against  the  physical 
philosophers,  and  corrupt  ing  the  minds  of  the  young 
vas  likewise  a stock  accusation  against  the  Sophists. 
The  indictment  was  general;  it  alleged  no  specific 
elonious  act  by  Socrates.  In  effect  it  was  like  an 
recusation  of  sedition,  which  can  mean  anything  the 
party  in  power  wants. 

We  are  not  given  the  details  of  Meletus’s  speech 
pefore  the  501  dicasts  (jurymen);  we  can  only  infer 
ts  substance  from  Plato’s  Apology.  But  the  Apology, 
vritten  some  years  after  the  trial,  is  not  a complete 
recount  of  the  judicial  proceedings.  However,  So- 
rates’  uncompromising  defense  was  not  designed  to 
ivin  sympathy  from  a jury.  He  refused  to  appeal  to 
heir  compassion,  urging  them  to  decide  the  case  on 
ts  merits  and  according  to  law.  As  legal  strategy  in 
idversary  proceedings,  this  was  not  prudent,  and 
Socrates  was  condemned  by  a vote  of  281  to  220. 
This  did  not  mean  that  a majority  of  his  fellow  citi- 
:ens  desired  his  execution.  In  all  likelihood  they 
iewed  him  not  so  much  as  a danger  to  the  security 


of  the  state  but  as  a tiresome  and  argumentative  old 
man  who  would  never  admit  that  he  was  wrong.  He 
was  also  in  the  habit  of  giving  his  neighbors  infor- 
mation they  did  not  wish  to  hear.  All  too  often  cases 
are  decided  not  on  the  issues  of  law  but  as  popularity 
contests.  The  dicasts  probably  felt  that  when  So- 
crates proposed  an  alternative  sentence,  as  was  his 
right,  the  mandatory  death  sentence  would  be  miti- 
gated to  exile,  from  which  point  they  would  no  longer 
have  to  listen  to  him. 

The  foregoing  summary  of  the  familiar  sequence 
of  events  makes  it  plain  that  Socrates  was  con- 
demned in  a period  of  Athenian  history  characterized 
by  political  and  civil  unrest.  A crushing  military 
defeat  had  been  followed  by  a tyrannical  oligarchy 
that  ruled  by  terror,  and  which  was  replaced  by  a 
government  with  only  superficial  pretenses  to  de- 
mocracy. As  one  follows  Greek  history  from  that 
time  to  the  present,  the  risks  of  political  life  seem  not 
to  have  changed  materially.  During  recent  decades 
similar  trials  have  been  held  in  Athens;  the  choice  of 
individuals  to  suffer  exile,  imprisonment,  or  execu- 
tion depends  on  which  faction  has  most  latterly 
managed  to  seize  power.  Although  we  pay  homage 
to  Athens  as  the  cradle  of  democracy,  despite  its 
valued  unique  word  parresia,  when  it  came  to  prac- 
tice, that  city  never  was  nor  is  it  now  the  cradle  of  free 
speech  and  expression. 
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Plato’s  Dialogues  were  written  many  years  after 
the  fact.  It  is  universally  accepted  that  they  do  not 
contain  Socrates’  ipsissima  verba  but  that  they  do 
embody  the  substance  of  his  ideas  and  his  way  of 
arriving  at  them  by  question  and  answer.  Later 
readers  are  willing  to  accept  Plato’s  reconstruction 
as  real  when  the  dialogues  deal  with  philosophical 
ideas,  but  there  is  also  a tendency  to  consider  them 
factual  when  they  deal  with  actual  events,  notably 
the  trial  and  death  of  Socrates.  We  have  already 
seen  that  Plato  was  not  present  at  the  execution.  His 
account  is  second  hand,  based  on  hearsay  from  men 
whose  emotional  involvement  was  intense.  Any 
critical  reading  must  put  cautionary  value  on  the 
details  in  such  depositions,  even  though  they  were 
given  with  the  best  intentions.  Another  limitation 
is  that  the  Dialogues  are  written  in  a literary  form 
tantamount  in  its  day  to  a philosophical  novel,  the 
tension  of  each  dialogue  mounting  to  a climax.  So- 
crates is  the  hero  and  never  loses  an  argument.  We 
are  reminded  of  a popular  television  series  in  which 
a clever  lawyer  always  outwits  a bumbling  prosecu- 
tion by  adroit  cross-examination  of  witnesses.  The 
conventions  of  the  literary  form  of  the  Dialogues 
were  tacitly  understood  by  Plato  and  his  contempo- 
rary readers.  Omissions,  interpolations,  and  em- 
bellishments by  the  writer  were  permissible.  No  one 
mistook  them  for  reportage,  nor  was  Plato’s  intention 
to  represent  events  wie  eigentlich  gewesen.  The 
death  scene  is,  perhaps,  the  best  case  in  point. 

We  can,  however,  accept  as  fact  the  denial  of  So- 
crates’ plea  for  mitigation  of  sentence.  At  no  point 
did  he  appear  contrite  or  apologetic.  His  first  pro- 
posal that  he  be  given  free  lodging  and  board  at  the 
town  hall  and  his  later  offer  to  pay  a fine  of  one  mina 
(raised  by  his  friends  to  39  minae)  were  insults  to  the 
dignity  of  the  court.  Such  behavior  hardened  the 
attitude  of  those  who  might  have  settled  for  a lesser 
sentence.  We  may  also  accept  as  fact  that  Socrates 
was  not  executed  on  the  day  following  the  verdict,  as 
was  the  custom.  He  was  kept  in  prison  awaiting 
execution  until  the  sacred  ship  returned  from  its 
ritual  journey  to  Delos,  a period  in  the  calendar 
during  which  many  civil  functions  were  prorogued. 

Last  day 

But  the  inevitable  hour  drew  near,  and  the  Phaedo 
describes  Socrates’  last  day  on  earth.  It  is  an  elo- 
quent and  moving  account  of  his  resolute  attitude 
and  serene  approach  to  death.  Much  of  the  dialogue 
is  given  over  to  a discussion  of  what  death  means,  and 
Socrates  expresses  his  conviction  that  it  is  merely  the 
separation  of  the  soul  (psyche)  from  the  body. 
Plato’s  prose,  at  least  as  we  read  it  in  translation  (and 
few  of  us  can  do  more),  is  so  beguiling  that  it  is  easy 
for  us  to  suspend  our  disbelief  and  not  examine 
carefully  his  description  of  the  final  moments. 
Perhaps  one  reason  why  Socrates  is  so  much  more 
popular  in  the  Christian  era  than  any  other  Greek 
philosopher  is  that  he  faced  death  firmly  and  calmly 


rather  than  renounce  his  principles,  thereby  pre 
figuring  the  death  of  Christ,  his  disciples,  and  man 
generations  of  Christian  martyrs.  But  the  analog  • 
is  not  exact.  Socrates  submitted  to  the  exaction  o 
the  law  surrounded  by  his  friends;  when  Christ  wa 
arrested,  his  disciples  went  underground.  Socrate  ! 
had  an  opportunity  to  bargain  his  sentence;  once  tb  j 
Christian  martyrs  fell  into  the  hands  of  civil  authorit;  ! 
they  had  no  more  options  than  the  Marrano  Jew  ' 
who  fell  into  the  clutches  of  the  Inquisition.  And  w<  j 
are  told  that  Christian  martyrdom  is  never  an  acci 
dent;  it  is  not  the  will  of  man  but  the  design  of  God  j 
We  also  recall  that  Galileo  recanted,  but  his  reputa  i 
tion  has  not  suffered  therefore. 

Toward  sunset  of  the  appointed  day  the  jaile  ; 
brought  Socrates  the  cup  of  hemlock.  Socrate 
asked  him  for  instructions  how  best  to  proceed.  Th  ! 
jailer  advised  him  to  walk  about  until  his  legs  fel  | 
heavy,  then  to  lie  down,  and  the  poison  would  act 
Socrates  took  the  cup  and  asked  whether  he  migh  j 
make  a libation  to  any  god.  One  construes  the  re 
mark  to  indicate  that  his  mind  was  set  to  observe  th<  ' 
proprieties  of  the  solemn  occasion  and  that  his  statec 
desire  to  make  such  a ritual  gesture  would  suppor 
his  claim  to  innocence  of  the  charge  of  atheism.  Thi  I 
jailer  informed  him  that  the  cup  held  just  enough  t<  j 
constitute  a lethal  dose.  Socrates  asked  the  gods  t< 
prosper  his  journey  to  the  other  world,  and  thei 
“raising  the  cup  to  his  lips,  quite  readily  and  cheer 
fully  drank  off  the  poison.”  1 

At  this  juncture  we  must  ask  ourselves  just  wha 
was  in  that  kylix.  Presumably  it  was  an  infusion  o 
the  leaves  and  possibly  the  root  of  the  umbelliferou: 
plant  Conium  maculatum  which  looks  somethin) 
like  a carrot  but  has  a white  root.  Its  leaves  havi 
been  mistaken  for  parsnip,  parsley,  or  celery.  Bu 
it  is  not  to  be  confused  with  fool’s  parsley,  Aethusi 
cynapium,  nor,  of  course,  with  the  familiar  ever 
greens  of  the  genus  Tsuga.  Conium  maculatum  i:  I 
most  commonly  known  as  spotted  hemlock  becausi 
of  the  purple  spots  on  its  stem,  but  a number  of  re 
gional  synonyms  exist.  It  contains  the  neurotoxf 
alkaloid  coniine,  2-propyl-piperidine,  which  is  mon 
highly  concentrated  in  the  root  than  in  the  leaves. 

Hemlock  symptoms 

Nicander2  was  the  first  to  record  the  symptoms  o 
hemlock  poisoning.  As  expected,  he  mention: 
numbness  in  the  legs,  but  he  also  records  rolling  eyes 
choking  in  the  throat  and  trachea,  the  gasping  res  j 
piration  of  asphyxia,  such  as  “the  victim  draws  hi:  : 
breath  like  one  swooning,”  and  disturbed  con 
sciousness.  More  modern  writers  report  that  th<  ! 
toxin  acts  rapidly,  and,  depending  on  dosage,  deatl  , 
occurs  in  a matter  of  minutes  to  less  than  thre<  j 
hours.3’4  Thienes  and  Haley5  give  the  toxic  dose  a:  ; 
60  mg.  and  the  fatal  dose  as  150  to  300  mg.  (2  to  5 gr.)  J 
All  authorities  agree  that  ascending  motor  paralysi: 
is  the  most  prominent  feature  of  coniine  poisoninj  j 
and  that  death  is  due  to  asphyxia  when  the  muscle: 
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of  respiration  and  the  medullary  centers  are  in- 
volved.:!'7  This  coincides  with  the  account  of  So- 
crates walking  around  his  cell  until  his  legs  began  to 
fail.  But  when  we  are  told  that  the  jailer  pressed  his 
foot  hard  and  could  elicit  no  sensation,  we  search  in 
vain  for  reports  of  coniine  producing  peripheral  an- 
esthesia. Yet  the  text  of  the  Phaedo  emphasizes  the 
point:  “. . . and  then  his  leg,  so  upwards  and  upwards, 
and  showed  us  that  he  was  cold  and  stiff.”  1 This 
certainly  does  not  resemble  the  flaccid  paralysis  for 
coniine  acting  on  motor  nerve  ends.  ’ However,  we 
ought  not  take  literally  the  next  statement  that 
“When  the  poison  reaches  the  heart,  that  will  he  the 
end.”  1 The  Greeks  did  not  know  about  neural 
control  of  respiration,  and  we  must  reinterpret  the 
sentence  as  a description  of  the  sense  of  oppression 
in  the  chest  that  accompanies  asphyxia. 

But  there  is  more  to  coniine  poisoning  than  simple 
ascending  motor  paralysis.  Smith  and  FiddesK  de- 
scribe . . first  a burning  pain  in  the  mouth  and 
abdomen  with  nausea  and  vomiting  due  to  local  ir- 
ritant action  ...  . Sometimes  convulsions  occur, 
but  dyspnoea  with  cyanosis  and  progressive  muscular 
weakness  are  the  prominent  features.”  The  most 
recent  description  is  by  von  Oettingen9  and  is  more 
detailed: 

Coniine  poisoning  usually  takes  a very  rapid  course. 
During  the  first  half-hour  the  symptoms  consist  main- 
ly of  salivation,  nausea,  vomiting,  and  irritation  of  the 
pharynx.  Later  the  mouth  becomes  dry,  the  patient 
suffers  from  thirst,  and  he  is  unable  to  swallow.  These 
symptoms  are  followed  by  convulsion,  weakening  of 
the  lower  extremities,  and  paralysis  of  the  skeletal 
muscles,  those  regulating  the  respiratory  movements 
being  the  last  to  be  affected.  The  pupils  are  nearly  al- 
ways dilated,  and  the  patient  may  suffer  from  diplopia 
and  amblyopia  and  impaired  hearing  . . . but  con- 
sciousness is  preserved  up  to  the  end. 

It  is  difficult  to  reconcile  such  description  with 
the  serene  and  peaceful  death  Plato  describes  thus: 
“. . . he  uncovered  his  face,  for  he  had  covered  himself 
up,  and  said — they  were  his  last  words — ‘Crito,  I owe 
a cock  to  Aesculapius;  will  you  remember  to  pay  the 
debt?’ ...  in  a minute  or  two  a movement  was  heard, 
and  the  attendants  uncovered  him;  his  eyes  were  set, 
and  Crito  closed  his  eyes  and  mouth.”  1 Plato  did 
not  describe  the  burning  sensation  in  the  mouth  and 
stomach,  nor  diplopia  and  amblyopia,  thirst  and  in- 
ability to  swallow;  these,  after  all,  are  subjective 
sensations,  and  Socrates  may  not  have  complained 
of  them  aloud.  But  Plato  does  not  mention  saliva- 
tion, nausea,  retching,  or  vomiting.  Nor  is  there  any 
mention  of  tremors,  clonic  movements  of  a limb,  let 
alone  a generalized  convulsion.  Nor  is  there  any 
description  of  cyanosis  or  the  dyspnea  and  gasping 
respiration  of  terminal  asphyxia.  We  can  only  con- 
clude that  the  witnesses  did  not  give  Plato  an  accu- 
rate description  or  that  Plato  chose  to  omit  such 
details  as  he  felt  were  unpleasant  or  would  detract 
from  the  image  of  Socrates  facing  death  bravely  and 


dying  peacefully.  It  is  unlikely  that  the  witnesses 
were  inaccurate;  enough  of  their  contemporaries  had 
been  given  hemlock  for  them  to  be  familiar  with  the 
more  gruesome  aspects  of  death  by  that  means.  It 
is  almost  certain  that  Plato,  relating  the  event  some 
years  after  it  took  place,  chose  to  edit  the  facts  and 
present  a literary  version  which  was  in  harmony  with 
Socrates’  philosophical  ideas. 

When  one  tampers  with  the  facts,  ambiguities  are 
bound  to  arise  for  later  readers.  For  example, 
scholarly  tradition  requires  us  to  interpret  Socrates’ 
last  words,  “Crito,  I owe  a cock  to  Aesculapius”  as 
ironic,  suggesting  that  death  was  about  to  cure  him 
of  the  sickness  of  life.  Why  indeed  should  a man  who 
has  already  swallowed  poison  ask  a friend  to  make  a 
sacrifice  in  his  name  to  the  god  of  health?  But  the 
second  part  of  the  sentence  suggests  a different  in- 
terpretation: “Will  you  remember  to  pay  the  debt?” 
Surely,  even  if  Crito  was  known  to  be  absent-minded, 
this  was  no  occasion  to  tease  him.  More  likely,  So- 
crates, then  seventy  years  old,  had  suffered  from 
some  minor,  undisclosed  ailment,  had  prayed  to  the 
god,  but  because  of  his  trial  and  imprisonment  had 
not  had  time  to  fulfill  his  vow.  If  we  interpret  his 
offer  to  pour  a libation  as  evidence  that  he  wanted  to 
play  his  last  scene  with  strict  adherence  to  form, 
surely  his  exit  line  ought  to  be  interpreted  in  the  same 
way.  But,  understanding  that  Plato  has  doctored 
the  story,  can  we  be  sure  that  these  really  were  So- 
crates’ last  words?  Could  they  have  been  supplied 
for  rhetorical  effect?  Perhaps  David’s  neoclassical 
rendition  of  the  scene  is  no  farther  from  the  truth 
than  Plato’s  account. 

What  could  have  been  Plato’s  motive  for  such  a 
suppressio  veri?  The  simplest  answer  is  that  he 
wanted  to  preserve  the  noble  image  of  his  friend  and 
teacher,  “the  wisest  and  justest  and  best,”  and  that 
• he  wanted  no  undignified  details  to  obscure  the  he- 
roic manner  of  his  death.  He  was  writing  literature, 
not  an  historical  annal.  He  was  also  writing  philos- 
ophy, and  Gill,10  who  has  examined  the  question 
from  a philosopher’s  point  of  view,  interprets  Plato’s 
free  rendering  of  the  death  scene  as  an  elaboration 
of  the  theme  of  the  purification  of  the  psyche  from 
the  body: 

The  final  movement  of  Socrates’  body  is  the  last 
index  of  the  psyche’s  presence,  perhaps  the  movement 
of  its  actual  departure.  The  quietness,  the  calmness, 
the  regularity  of  the  effects  of  the  penetration  of  poi- 
son into  Socrates’  body  (so  different  from  the  chaos, 
squalor,  and  collapse  described  by  Nicander  and  mod- 
ern toxicologists)  is  the  quietness  of  a ritual,  the  ka- 
tharmos  or  purification  of  the  soul  from  the  prison  of 
the  body. 

Plato’s  treatment  of  the  scene,  transforming  an 
historical  event  into  a philosophical  idea,  has  proved 
effective  as  mythopoesis,  so  much  so  that  the  received 
account  is  generally  taken  for  fact.  When  we  return 
to  the  question  put  in  the  title  of  this  essay,  Did  So- 
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crates  die  of  hemlock  poisoning?,  the  answer  must  be 
yes.  But  we  know  this  more  from  our  acquaintance 
with  the  practices  of  the  ancient  Greeks  and  their 
penal  code  than  from  Plato’s  description  of  Socrates’ 
signs  and  symptoms.  Yet  who  would  change  a word 
of  the  Phaedo  in  the  name  of  accuracy? 

Beth  Israel  Medical  Center 
10  Nathan  D.  Perlman  Place 
New  York,  New  York  10003 
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Physicians  warned  of  risk 
of  dropping  liability  insurance 

The  medical  doctor  who  risks  “going  bare” — practicing 
without  malpractice  insurance — runs  the  risk  of  complete 
financial  ruin,  says  a report  in  the  September  27  issue  of 
the  Impact  section  of  American  Medical  News,  the  weekly 
newspaper  for  physicians  of  the  American  Medical  Asso- 
ciation. 

A recent  survey  by  Impact  found  that  35  per  cent  of 
physician  respondents  said  they  are  thinking  of  dropping 
malpractice  coverage,  while  13  per  cent  say  they  are  cur- 
rently without  any  malpractice  insurance.  The  insurance 
rates  have  skyrocketed  in  recent  years. 

“Going  hare”  is  a good  idea  “only  for  the  very  few  tough 
minded  individuals  who  can  live  with  the  possibility  of 
losing  everything  they’ve  acquired  in  a lifetime  of  practice, 
plus  a good  chunk  of  their  future  earnings,”  W.  Fred 
Manga n,  head  of  a Michigan  management  consultant  firm, 
told  the  newspaper. 
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If  the  physician  drops  his  malpractice  insurance,  the  only 
way  he  can  keep  from  losing  his  assets  in  a future  mal- 
practice action  is  not  to  have  any  assets  to  lose.  He  has  to 
give  them  away,  Mangan  pointed  out.  And  the  give-away 
must  be  complete  and  irrevocable,  with  the  physician  re- 
taining no  control  over  the  assets. 

Some  physicians  have  considered  putting  all  property 
in  their  wife’s  name,  but,  says  Mangan,  the  chances  of 
losing  everything  through  divorce  are  much  greater  than 
any  risk  from  malpractice.  He  points  out  that  the  Amer- 
ican divorce  rate  is  now  43  per  cent  of  marriages. 

If  the  physician  has  no  insurance  and  few  assets  to  pay 
a malpractice  judgment,  the  plaintiffs  lawyer  likely  will 
obtain  a court  order  attaching  future  earnings.  Medicare, 
Medicaid,  Blue  Shield,  and  insurance  companies  could  be 
ordered  to  send  checks  to  the  plaintiff  rather  than  the 
physician,  the  physician’s  bank  accounts  could  be  attached, 
and  the  plaintiff  even  could  have  someone  sit  in  the  phy- 
sician’s office  and  collect  all  money  paid  by  patients. 

The  physician  who  “goes  bare”  may  end  up  exactly 
that — bare,  the  consultant  declared. 
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It  is  well  known  that  Charles  Darwin’s  visit  to  the 
Galapagos  Islands,  one  hundred  and  forty-one  years 
ago,  influenced  him  to  believe  in  evolution.  There 
are,  however,  disagreements  as  to  exactly  how  and 
when  he  experienced  this  influence.  Most  maintain 
that  when  he  was  on  the  Galapagos  he  was  so  im- 
pressed by  what  he  saw  that  he  “took  the  first  step 
out  of  the  fairyland  of  creationism”  and  “became 
fully  convinced  . . . that  evolution  is  a fact.”1  Some, 
from  a study  of  his  on-the-spot  Galapagos  writings, 
hold  that  he  did  not  think  about  evolution,  and 
minimize  the  observations  that  he  did  make.2  Then, 
there  are  disagreements  about  the  nature  and  se- 
quence of  his  thoughts  about  the  Galapagos  after  he 
left  the  islands.2  How  then  did  the  Galapagos  affect 
Darwin? 

What  follows,  based  on  Darwin’s  published  and 
unpublished  writings,  is  a history  of  his  Galapagos 
thoughts.  It  is  a history  that  is  of  interest  because 
it  is  about  the  genesis  of  a great  scientific  discovery; 
and  that,  because  of  its  progressive  and  cumulative 
complex  and  variform  nature,  possesses  an  inherent 
fascination. 

Visit  to  Galapagos  Islands 

In  July,  1835,  H.  M.  S.  Beagle  stopped  at  the  Pe- 
ruvian port  of  Callao  and  Darwin,  anticipating  the 
future,  wrote:  “I  look  forward  to  the  Galapagos  with 
more  interest  than  any  other  part  of  the  voyage. 
They  abound  with  active  volcanoes,  and  I should 
hope  contain  Tertiary  strata.”  3 At  this  time,  Darwin 
was  twenty-six  and  one-half  years  old,  and  for  the 
past  three  and  one-half  years  of  the  Beagle  cruise, 
while  he  had  worked  at  zoology  and  botany,  his  main 
work  had  been  to  elucidate  the  geology  of  the 
countries  he  had  visited.  Now  he  anticipated  the 
Galapagos  because  they  were  volcanic  islands,  with 
an  interesting  geological  history,  and  active  volca- 
noes, which  he  had  never  seen. 

On  September  7, 1835,  the  Beagle  left  Peru,  sailed 
westward  across  the  Pacific,  and  on  September  15 


reached  the  Galapagos.  For  the  next  five  weeks, 
until  October  19,  Darwin  surveyed  the  different  i 
Galapagos  Islands  from  the  sea,  and  sojourned  on 
four  of  them:  Chatham,  Charles,  Albemarle,  and 
then  James.  During  these  weeks  his  main  preoccu-  : 
pation  was  geologic.  In  his  Geological  Notes,  which 
were  twice  as  copious  as  his  Zoological  Notes,  he 
speculated  on  how  volcanic  action  had  formed  the 
islands;  he  was,  no  doubt,  disappointed  at  not  seeing 
an  active  volcano  and  on  the  absence  of  corals.  At 
this  time  he  had,  probably,  formed  his  own  strikingly 
original  theory  as  to  the  origin  of  corals.4 

He  also  observed  and  collected  the  Galapagos 
plants  and  animals.  In  his  Beagle  Diary,  on  Sep- 
tember 26  and  27,  1835,  he  wrote:  “It  will  be  very 
interesting  to  find  from  future  comparison  to  what 
district  or  ‘centre  of  creation’  the  organised  beings 
of  this  archipelago  must  be  attached.”  5 He  thus 
indicates  that,  at  this  time,  he  does  not  believe  in 
evolution,  but  in  the  separate  creations  of  organic 
beings.  He  did,  however,  make  several  observations 
which,  in  his  future  thoughts,  would  take  on  an  evo- 
lutionary significance. 

Three  days  after  arriving  in  the  Galapagos  he 
noted  in  his  pocket  notebook,  as  a memorandum  to 
himself,  that  the  birds  he  saw  were  similar  to  the 
birds  of  South  America.6  He  then  entered  this  ob- 
servation in  his  Zoological  Notes. 

Like  many  collectors  of  natural  history  he  had 
developed  the  compulsion  of  immediately  recording 
the  exact  locality  of  each  object  he  procured.7  In  the 
course  of  collecting  the  Galapagos  plants  he  noted 
that  the  plants  on  the  summits  and  bases  of  the 
islands  appeared  different,  and  he  kept  the  plants  ! 
from  each  of  the  four  islands  that  he  visited  sepa- 
rated. But  he  did  not  realize  that  the  plants  differed 
on  different  islands.8  He  then  came  to  realize  that  i 
some  animals  differed  on  different  islands;  he  de-  | 
veloped  this  realization.  In  the  future  it  would  be-  | 
come  his  most  important  Galapagos  observation, 
after  some  difficulty  and  in  a manner  which  will  now 
be  described.  At  first,  a day  or  so  after  coming  to 
Charles  Island  from  Chatham  Island,  for  some  un- 
determined reason,  he  did  not  follow  his  collector’s  i 
compulsion,  and  he  mixed  his  collection  of  birds  from 
each  island.  Then,  on  September  25,  two  days  after 
he  had  come  to  Charles  Island,  he  met  Mr.  Nicholas 
Lawson,  an  Englishman  who  was  vice  governor  of  the 
Galapagos.  Mr.  Lawson  told  him  about  the  200  to  j 
300  convicts  on  Charles  Island,  imprisoned  there  j 
because  of  political  crimes  against  the  state  of  j 
Equador  (Equador  owned  the  Galapagos)  and  about 
the  distribution  of  the  Galapagos  tortoises.  Darwin 
recorded  this  latter  in  his  Zoological  Notes  as  follows: 

“ Tortoise . This  animal  is,  I believe,  found  in  all  the 
islands  of  the  Archipelago,  certainly  in  the  greater 
number  ...  It  is  said  that  slight  variations  in  the 
form  of  the  shell  are  constant  according  to  the  island  : 
which  they  inhabit.  Also  the  average  largest  size 
appears  equally  to  vary  (‘according  to  the  locality,  j 
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written  in  above).  Mr.  Lawson  states  he  can  on 
seeing  a Tortoise  pronounce  (‘with  certainty’  written 
in  above)  from  which  island  it  has  been  brought 
»» 9 

Although  Darwin  was  a keen  observer  it  is  unlikely 
that,  visting  the  Galapagos  for  only  five  weeks  and 
only  exploring  four  Islands,  he  could  have  noted  the 
tortoise  differences  by  himself.10  * After  Mr.  Law- 
son  impressed  him  with  these  differences  he  seems 
to  have  extended  them  to  the  Galapagos  birds,  for  he 
stopped  mixing  his  ornithological  collections,  and  was 
especially  careful  to  keep  distinct  the  collections  of 
mockingbirds  and  finches  from  different  islands.  He 
was  then  able  to  obtain,  from  Captain  FitzRoy  of  the 
Beagle  and  Mr.  Bynoe,  the  Beagle’s  surgeon,  col- 
lections of  birds  from  the  Galapagos  Islands  he  had 
not  visited,  and  separate  collections  from  Chatham 
and  Charles  Islands.  Thus,  despite  his  first  mixing 
of  birds  and  the  paucity  of  islands  that  he  visited,  he 
could  write  in  his  Zoological  Notes:  “I  believe  the 
collection  of  birds  formed  by  Mr.  Bynoe,  Capt. 
FitzRoy  and  myself  will  (‘show’  crossed  out)  give  a 
nearly  perfect  series  for  the  birds.”  11 

In  his  Zoological  Notes,  several  pages  after  he  had 
noted  the  differences  in  the  tortoises,  he  wrote  about 
the  Galapagos  mockingbird:  “This  bird,  which  is  so 
closely  allied  to  the  Thenca  of  Chili  (Callandra  of 
Buenos  Ayres)  is  singular  form  existing  as  varieties 
or  distinct  species  in  the  different  Isd.  I have  four 
specimens  from  so  many  Isd.  These  will  be  found  to 
be  2 or  3 varieties.  Each  variety  is  constant  in  its  own 
island.  This  is  a parallel  fact  to  the  one  mentioned 
about  the  tortoises.”  11  Here,  as  he  first  notes  the 
island  differences  of  the  Galapagos  birds,  he  is  un- 
certain about  their  significance.  Are  these  differ- 
ences those  of  varieties,  which,  according  to  pre- 
vailing belief,  are  constantly  and  naturally  occurring; 
or  are  they  the  differences  of  species,  which,  again 
according  to  prevailing  belief,  are  only  mysteriously, 
or  divinely,  created?  This  was  a question  which 
would  be  answered  when  expert  ornithologists  ex- 
amined his  Galapagos  birds. 

In  January,  1836,  the  Beagle  arrived  in  Australia. 
At  this  time,  about  three  months  after  leaving  the 
Galapagos,  Darwin  anticipated  the  future  examina- 
tion of  his  Galapagos  collections  and  wrote  his  old 
teacher  Henslow:  “I  shall  be  very  curious  to  know 
whether  the  flora  belongs  to  America,  or  is  peculiar. 
I paid  also  much  attention  to  the  birds  which  I sus- 
pect are  very  curious.”  12 

Then,  in  his  Ornithological  Notes,  which  were 

* This  is  the  opinion  of  Lack  who  comments  that  Darwin’s 
Galapagos  “visit  was  short  and  the  differences  between  the  tor- 
toises are  not  striking.” 

f Barlow  here  gives  evidences  which  strongly  suggest  that  this 
passage  was  written  during  the  last  year  of  the  Beagle  voyage.  Her 
arguments  answer  the  contention  of  Himmelfarb2  that  this  passage 
was  written  after  the  Beagle  voyage.  The  dating  of  this  passage 
is  further  discussed  in  Herbert.  S.:  The  Place  of  Man  in  the  De- 
velopment of  Darwin’s  Theory  of  Transmutation:  Part  I,  to  July 
1837,  and  in  Grinnell,  G.:  The  Rise  and  Fall  of  Darwin’s  First 
Theory  of  Transmutation,  both  published  in  Journal  of  the  His- 
tory of  Biology  7:  217  (Fall)  1974. 


probably  written  during  the  last  year  of  the  Beagle 
cruise,13  1 he  wrote  about  the  Galapagos  mocking  bird 
as  follows: 

1 have  specimens  from  four  of  the  larger  Islands  . . . 
The  specimens  from  Chatham  & Albemarle  Isd.  ap- 
pear to  be  the  same;  but  the  other  two  are  different. 

In  each  Isld.  each  kind  is  exclusively  found:  habits  of 
all  are  indistinguishable.  When  I recollect  the  fact 
that  the  form  of  the  body,  shape  of  scales  & general 
size,  the  Spaniards  can  at  once  pronounce,  from  which 
Island  any  Tortoise  may  have  been  brought.  When  I 
see  these  Islands  in  sight  of  each  other,  & (“but”  del.) 
possessed  of  but  a scanty  stock  of  animals,  tenanted  by 
these  birds,  but  slightly  differing  in  structure  & filling 
the  same  place  in  Nature,  I must  suspect  they  are  only 
varieties.  The  only  fact  of  a similar  kind  of  which  I am 
aware,  is  the  constant  asserted  difference,  between  the 
wolf-like  Fox  of  East  & West  Falkland  Islds.  If  there 
is  the  slightest  foundation  for  these  remarks  the  zoolo- 
gy of  Archipelagoes,  will  be  well  worth  examining;  for 
such  facts  (“would”  inserted)  undermine  the  stability 
of  Species.13 

Here,  as  in  his  previous  Zoological  Notes,  Darwin 
compares  the  island  differences  of  the  tortoises, 
which  for  some  unknown  reason  he  credits  to  “the 
Spaniards”  instead  of  Mr.  Lawson,  and  mocking- 
birds; and  he  is,  again,  uncertain  as  to  whether  these 
differences  are  varieties  or  species.  His  uncertainty 
reveals  what  he  will  later  call  “a  sort  of  fatality  in  my 
mind  leading  me  to  put  at  first  my  statement  or 
proposition  in  a wrong  or  awkward  form.”  14  For 
what  he  here  calls  varieties  describe  constant  dif- 
ferences and,  hence,  would  be  called  by  a taxonomist, 
species.  Although  he  here  suggests  that  species 
change,  he  does  not  suggest  that  one  species  evolves 
into  another. 

Despite  these  reflections  his  thoughts  continued 
to  be,  mainly,  geologic.  As  the  Beagle  neared  En- 
gland the  place  he  remembered  most  forcefully  and 
frequently  was  not  the  Galapagos  but  the  plains  of 
Patagonia,  which,  because  of  their  unknown  past  and 
apparently  limitless  future,  gave  free  scope  to  his 
geologic  imagination.15 

First  thoughts  on  evolution  and 
theory  of  natural  selection 

The  Beagle  returned  to  England  on  October  6, 
1836.  In  the  following  months,  Darwin,  while 
working  largely  in  geology,  showed  an  increasing  in- 
terest in  the  problem  of  the  origin  of  species,  and 
began  to  develop  an  increasing  belief  in  the  possi- 
bility of  organic  evolution.  This  occurred  because 
of  what  two  experts  informed  him  about  some  of  the 
Beagle  animals  he  had  collected.  Richard  Owen,  a 
leading  anatomist,  elucidated  the  close  anatomic 
relationship  between  his  extinct  South  American 
fossils  and  some  of  the  present-day  South  American 
mammals.  John  Gould,  a leading  ornithologist, 
showed  how  some  closely  related  species  of  birds 
succeeded  one  another  in  adjacent  areas  of  South 
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America.  Facts  such  as  these,  Darwin  reasoned, 
formed  pictures  of  evolution  in  time  and  in  space. 

Gould  also  studied  Darwin’s  collection  of  Galap- 
agos finches  and  mockingbirds,  which,  including  the 
birds  shot  by  FitzRoy  and  Bynoe,  comprised  speci- 
mens from  all  of  the  Galapagos  Islands.  At  a Janu- 
ary 10,  1837,  meeting  of  the  London  Zoological  So- 
ciety, Gould  announced  that  the  Galapagos  finches 
had  never  been  described;  that  they  formed  an  en- 
tirely new  group,  containing  12  species;  and  that  their 
bills  presented  three  distinct  modifications  of  form, 
which  were  characterized  under  the  separate  generic 
appellations  of  Geospiza,  Camarhynqhus,  and 
Cactornis.16  Several  months  later  Gould  discovered 
2 additional  species  of  finches,  so  that  this  group  of 
birds  came  to  contain  14  new  species,  and  a new  bill 
modification  which  was  described  under  the  generic 
appellation  of  Certhidae. 17  Darwin  closely  followed 
Gould’s  work,  and  by  the  spring  of  1837  he  had  come 
to  very  much  suspect  that  these  different  species  of 
finches  were  confined  to  different  Galapagos 
Islands.18  About  this  time,  with  Gould’s  aid,  he  was 
able  to  ascertain  that  in  his  collection  of  Galapagos 
mockingbirds,  one  species  was  found  exclusively  on 
Charles  Island,  a second  on  Albemarle  Island,  a third 
species  was  common  to  James  and  Chatham  Islands, 
and  that  the  other  islands  each  contained  distinct 
species  of  birds.18  He  was  disappointed  to  find  that 
his  collection  of  Galapagos  tortoises  was  too  small  to 
institute  a comparison  of  tortoise  species  on  different 
islands.18 

He  interpreted  these  facts  about  the  finches  and 
mockingbirds  as  showing  that  in  the  isolated  world 
of  the  Galapagos  Archipelago  one  bird  species  had 
evolved  from  another  bird  species.  Here,  in  addition 
to  evolution  in  time  and  space,  was  a third  picture  of 
evolution  occurring  in  isolated  populations. 

He  was,  however,  aware  that  Owen,  Gould,  and 
other  prominent  scientific  men,  did  not  believe  in 
evolution,  and  that  evolutionary  ideas  were  fre- 
quently regarded  as  theologically  subversive. 
Fearful  of  being  exposed  to  what  he  described  as 
persecution,  he  then  divided  his  Galapagos  thoughts 
into  public  and  secret  categories.19 

In  his  Journal  of  Researches  into  the  Natural 
History  and  Geology  of  the  countries  visited  during 
the  Voyage  of  H.M.S.  Beagle,  under  the  command 
of  Captain  FitzRoy,  R.N.  from  1832  to  1836,  his 
public  narrative  of  his  Beagle  voyage,  which  he 
mainly  wrote  in  March  to  July,  1837,  he  observed, 
scattering  his  observations  on  different  pages, 
Gould’s  discovery  of  the  different  species  of  finches; 
Mr.  Lawson’s  comment  that  he  could  at  once  tell 
from  which  island  any  tortoise  had  come;  the  simi- 
larity of  Galapagos  plants  and  birds  with  those  of 
South  America;  then  the  island  differences  of  the 
mockingbirds  and  his  suspicion  that  the  finch  species 
were  also  confined  to  different  islands.20  Referring 
to  the  island  differences  of  plants  and  tortoises  he 
wrote:  “Unfortunately,  I was  not  aware  of  these  facts 


till  my  collection  was  nearly  completed:  it  never 
occurred  to  me,  that  the  productions  of  islands  only 
a few  miles  apart,  and  placed  under  the  same  physical 
conditions,  would  be  dissimilar.  I therefore  did  not 
attempt  to  make  a series  of  specimens  from  the  sep- 
arate islands.”  20  This  is,  for  some  unknown  reason, 
an  exaggeration.  As  has  been  seen  Darwin  only 
mixed  his  bird  collection  on  two  islands,  and  never 
mixed  his  plants.  He  noted  this  latter  in  an  “Ad- 
denda” to  his  Journal  of  Researches.20  Then,  after 
referring  to  the  island  differences  of  finches,  he 
pointedly  stops  further  discussion  by  writing:  “But 
there  is  not  space  in  this  work,  to  enter  on  this  curious 
subject.”  20  Here,  and  throughout  his  Journal  of 
Researches,  he  thus,  publicly,  notes  the  evidences  for 
evolution  while  refusing  to  speculatively  enter  on  the 
subject  of  evolution. 

After  writing  his  Journal  he  edited,  for  publication 
in  The  Zoology  of  the  Voyage  of  H.M.S.  Beagle,  the 
descriptions  of  his  Beagle  animal  collections  made 
by  Owen,  Gould,  and  others.  Here  is  a hitherto  un- 
published letter  about  the  Zoology’s  colored  illus- 
trations, which  he  wrote  to  Gould  in  February, 
1838. 

My  dear  Sir 

I have  just  seen  my  publisher.  We  have  fixed  to 
have  fifty  plates  of  birds  so  will  you  (“at  once"  insert- 
ed) take  into  consideration  which  are  most  worthy 
being  done  . . . 

Will  you,  also  oblige  me  by  the  favour  of  seeing  Bay- 
field  & (“on”  crossed  out)  see  whether  he  will  under- 
take the  birds  (which  are  chiefly  small  ones)  at  some- 
thing less  than  5p  a piece,  as  it  is  rather  more  than  our 
estimate  calculated  upon  . . . 

If  he  would  also  undertake  (“the”  crossed  out)  my 
quadrupeds  I should  be  very  glad  . . . There  will  be 
about  28  plates,  chiefly  small  animals  . . . see  if  you 
cannot  make  for  me  some  kind  of  agreement  to  take 
the  whole  at  something  under  5p.  It  will  be  rendering 
me  a very  great  assistance  if  you  can  effect  this. 

Yours  most  truly 
Chas  Darwin21 

Bayfield  was  an  artist  who  had  aided  Gould  in  his 
ornithological  works  by  coloring  in  pictures  of  birds 
which  Gould  had  drawn  in  outline.22  One  reason 
Darwin  was  anxious  to  secure  Gould’s  services  at  once 
was  that  the  latter  was  preparing  to  leave  for  Aus- 
tralia. Darwin  was  always  eager  to  save  small  sums 
of  money,  and  he  was  possessive  about  his  Beagle 
collections,  hence  he  changes  “the”  to  “my”  quad- 
rupeds. When  the  Zoology  was  published  it  con- 
tained 50  bird  illustrations,  4 of  these  depicting  four 
different  species  of  Galapagos  finches  with  their 
different  characteristics.  In  his  Zoology’s  account 
of  these  finches  Darwin  stated  that  in  some  cases  the 
separate  islands  possess  their  own  representatives  of 
the  different  species,  and  this  almost  necessarily 
would  cause  a fine  gradation  in  their  characters.23 
He  again  exaggerated  his  failure  to  first  note  the 
island  differences  of  the  birds,  and  again  abstained 
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from  drawing  any  evolutionary  conclusions  from  his 
Galapagos  observations.'23 

At  the  same  time  he  was  working  on  his  Journal 
and  Zoology  he  was  developing  some  secret  private 
speculations  about  the  Galapagos  picture  of  evolu- 
tion. This  had  especially  impressed  him,24  more 
than  the  pictures  of  evolution  in  time  and  space, 
because  it  was  surprising  and  unanticipated,  and  gave 
a sense  of  viewing  evolution  close  up;  and,  above  all, 
because  it  suggested  a paradigm  for  how  evolution 
could  occur.  He  reasoned  that  since  evolution  had 
occurred  in  the  physically  isolated  population  of  the 
Galapagos,  it  must  have  taken  place  in  other  isolated 
populations.  It  was  probably  in  March  to  July,  1837, 
that  he  formed  the  theory  that  he  called  “my  theory” 
of  evolution:  in  species  there  are  always  variations 
which  are  inherited  and  accumulated  over  genera- 
tions; these  variations  which  are  useful  in  helping  the 
species  adapt  to  its  environment  are  preserved;  in 
time,  as  enough  of  these  adaptive  variations  are  ac- 
cumulated, a new  species  will  be  formed. 

In  July,  1837,  he  began  to  write  secretly  what  he 
would  call  his  first  notebook  on  Transmutation  of 
Species.24  In  this,  while  noting  the  most  diverse 
facts  and  ideas  about  species,  he  struggled  to  further 
develop  his  theory  of  evolution.  At  first  he  was  able 
to  reaffirm  his  theory.  “Countries  longest  separated, 
greatest  differences,  if  separated  from  immense  ages, 
possibly  two  distinct  type(s),  but  each  having  its 
representatives.”  25  “As  I have  before  said,  isolate 
species,  especially  with  some  change,  probably  vary 
quicker.25  Reading  Leopold  von  Buch’s  account  of 
the  populations  of  the  Canary  Islands  he  commented: 
“Von  Buch  distinctly  states  that  permanent  varieties 
become  species,  p.  147-150,  not  being  crossed  with 
others.”  25,28  It  was  an  essential  part  of  his  theory 
that  different  species  be  prevented  from  crossing  for, 
according  to  the  prevailing  concept  of  blending  in- 
heritance, crossing  would  diminish  differences. 
Then  he  began  to  become  aware  of  difficulties. 
Toward  the  end  of  his  first,  and  in  his  second  Note- 
books on  Transmutation  of  Species,  he  noted  ex- 
amples where  inbreeding  in  domestic  animals  and 
human  populations  led  to  species  degeneration  and 
debility.25  He  tried  to  find  cases  where  domestic 
animals,  separated  and  long  interbred,  showed  a 
great  tendency  to  vary,  and  he  was  not  able  to  report 
any  of  these  cases.25  He  went  on  to  speculate  that 
in  inbreeding  in  natural  populations  a new  principle 
is  brought  to  bear,  but  he  does  not  delineate  what  this 
principle  is.25 

Another  essential  part  of  his  theory  was  to  show 
that  species  in  geologically  newer  lands,  such  as  the 
Galapagos,  had  not  originated  there  but  had  mi- 
grated from  older  lands.  When  he,  then,  tried  to 
imagine  ways  by  which  different  species  could  cross 
oceans,  new  difficulties  arose.  He  could,  plausibly, 
imagine  seeds  transported  by  winds,  on  floating  trees, 
or  in  the  stomachs  of  birds,  and  the  Galapagos  mouse 
transported  by  man.25  But  for  the  Galapagos  lizard 


and  tortoise  he  was  not  able  to  think  of  a really 
plausible  means  of  transport.  For  a time  he  thought 
of  lizard  eggs  being  carried  by  the  ocean,  and  both 
lizard  and  tortoise  reaching  the  Galapagos  by  way  of 
a hypothetically  once-existent  “continent  of  Pacif- 
ic.” 25  He  was  especially  perplexed  about  how 
quadrupeds  reached  islands.  He  again,  for  a time, 
thought  that  this  took  place  by  means  of  rising  and 
then  subsiding  land  bridges.25 

Confronting  these  difficulties,  Darwin  put  his 
Galapagos  theory  of  evolution  to  one  side,  he  did  not 
repudiate  it,  and  in  his  second  and  third  Notebooks 
on  Transmutation  of  Species,  written  February  to 
October,  1838,  he  searched  for  other  causes  of 
changes.25  In  the  fall  of  1838,  he  originated  what  he 
would  later  call  his  theory  of  natural  selection:  that, 
in  nature’s  war  between  organic  beings,  those  ill 
adapted  would  perish,  and  those  favorably  adapted 
would  survive  and  form  new  species. 

Evolution  of  new  species 

In  the  years  that  followed  the  discovery  of  natural 
selection  he  expressed  the  following  thoughts  about 
the  Galapagos. 

At  First  the  theory  of  natural  selection  enabled  him 
to  reaffirm  his  original  Galapagos  theory  of  evolution 
in  an  isolated  population.  “Isolation,”  he  wrote  a 
friend  in  1844,  “is  the  chief  concomitant  or  cause  of 
the  appearance  of  new  forms  (I  well  know  there  are 
some  staring  exceptions).”  26 

In  the  additions  and  revisions  to  the  second,  1845, 
edition  of  his  Journal  of  Researches,  although  he 
made  no  mention  of  evolution  or  natural  selection, 
he  vividly  hinted  at  the  evolutionary  significance  of 
the  Galapagos:  “The  archipelago  is  a little  world 
within  itself  . . . and  has  received  the  general  char- 
acter of  its  indigenous  productions  . . . both  in  space 
and  time,  we  seem  to  be  brought  somewhat  near  to 
that  great  fact — that  mystery  of  mysteries — the  first 
appearance  of  new  beings  on  this  earth.”  27  Dis- 
cussing with  the  aid  of  woodcut  illustrations,  which 
had  been  absent  in  the  first  edition,  the  different 
species  of  finches,  he  commented:  “Seeing  this 

gradation  and  diversity  of  structure  in  one  small, 
intimately  related  group  of  birds,  one  might  readily 
fancy  that  from  an  original  paucity  of  birds  in  this 
archipelago,  one  species  had  been  taken  and  modified 
for  different  ends.”  27  For  the  first  time  he  accu- 
rately recollected  how  he  became  aware  of  different 
species  inhabiting  different  islands: 

My  attention  was  called  to  this  fact  by  the  Vice-Gov- 
ernor, Mr.  Lawson,  declaring  that  the  tortoises  dif- 
fered from  the  different  islands,  and  that  he  could  with 
certainty  tell  from  which  island  any  one  was  brought. 

I did  not  for  some  time  pay  sufficient  attention  to  this 
statement,  and  had  already  partially  mingled  together 
the  collections  from  two  of  the  islands.  I never 
dreamed  that  islands,  about  50  or  60  miles  apart,  and 
most  of  them  in  sight  of  each  other,  formed  precisely 
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the  same  rocks,  placed  under  a quite  similar  climate 
. . . would  have  been  differently  tenanted  ...  I ought, 
perhaps,  to  be  thankful  that  I obtained  sufficient  ma- 
terials to  establish  this  most  remarkable  fact  in  the  dis- 
tribution of  organic  beings.27 

In  the  new  edition  of  Journal  of  Researches  he 
reported  that  the  botanist,  Joseph  Hooker,  was 
classifying  his  Galapagos  plants,  and  had  found  that 
different  plant  species  were  confined  to  four  of  the 
Galapagos  Islands.  At  this  time  Hooker  had  become 
his  confidant,  the  first  person  he  had  informed  of  the 
details  of  natural  selection.  Yet  friendship  and 
knowledge  of  the  island  distribution  of  the  Galapagos 
species  did  not  at  this  time  convert  Hooker  to  a belief 
in  evolution,  just  as  knowledge  of  the  Galapagos  bird 
distribution  had  not,  presumably,  previously  con- 
verted Gould.  Darwin,  we  surmise,  was  inspired  by 
the  Galapagos  because  of  its  unusual  facts,  because 
of  his  faith  in  evolution,  and  then  in  evolution  by 
means  of  natural  selection.  Others  did  not  possess 
these  faiths. 

In  1856  to  1858,  when  Darwin  was  writing  his  big 
book  on  evolution,  which  would  be  interrupted  when 
Wallace  discovered  natural  selection,  he  began  to 
change  his  ideas  about  the  importance  of  geographic 
isolation  for  evolution.28  * Then,  in  his  1859  Origin 
of  Species,  he  wrote:  “An  oceanic  island  at  first  sight 
seems  to  have  been  highly  favourable  for  the  pro- 
duction of  new  species.  But  we  may  thus  greatly 
deceive  ourselves,  for  to  ascertain  whether  a small 
isolated  area,  or  a large  open  area  like  a continent,  has 
been  most  favourable  for  the  production  of  new  or- 
ganic forms,  we  ought  to  make  this  comparison 
within  equal  times;  and  this  we  are  incapable  of 
doing.”  29  Comparing  the  evolutionary  effectiveness 
of  small  and  large  areas  he  wrote: 

Although  I do  not  doubt  that  isolation  is  of  consider- 
able importance  in  the  production  of  new  species,  on 
the  v/hole  I am  inclined  to  believe  that  largeness  of  area 
is  of  more  importance,  more  especially  in  the  produc- 
tion of  species,  which  will  prove  capable  of  enduring 
for  a long  period,  and  of  spreading  widely.  Through- 
out a great  and  open  area,  not  only  will  there  be  a bet- 
ter chance  of  favourable  variations  arising  from  the 
large  number  of  individuals  of  the  same  species  there 
supported,  but  the  conditions  of  life  are  infinitely  com- 
plex from  the  large  number  of  already  existing  species; 
and  if  some  of  these  many  species  become  modified 
and  improved,  others  will  have  to  be  improved  in  a cor- 
responding degree  . . . Finally,  I conclude  that,  al- 
though small  isolated  areas  probably  have  been  in 
some  respects  highly  favourable  for  the  production  of 
new  species,  yet  that  the  course  of  modification  will 
generally  have  been  more  rapid  on  large  areas;  and  . . . 
the  new  forms  produced  . . . which  already  have  been 
victorious  over  many  competitors,  will  be  those  that 
will  spread  most  widely,  will  give  rise  to  most  new  vari- 

*Since  the  author  completed  this  article  Darwin’s  1856-58 
manuscript  has  been  published,  Stauffer,  It.  C.,  Ed.:  Charles 
Darwin’s  Natural  Selection.  Being  the  Second  Part  of  His  Big 
Species  Book  written  from  1856  to  1858,  New  York, Cambridge 
University  Press,  1975. 


eties  and  species,  and  will  thus  play  an  important  part 
in  the  changing  history  of  the  organic  world.29 

In  these  Origin  passages  Darwin  had,  after  al- 
most twenty-five  years  of  changing  thoughts,  reached 
the  final  view  that  situations  like  the  Galapagos,  and 
of  geographic  isolation  in  general,  were  not  essential 
situations  for  the  evolution  of  new  species. 

When  he  was  fifty-nine,  Darwin  recollected  how 
the  Galapagos  had  influenced  him  to  believe  in  evo- 
lution: 

When  I visited,  during  the  voyage  of  H.M.S.  Beagle, 
the  Galapagos  Archipelago  ...  I found  myself  sur- 
rounded by  peculiar  species  of  birds,  reptiles  and 
plants  . . . they  nearly  all  bore  an  American  stamp  . . . 
most  of  the  inhabitants  of  each  separate  island  . . . 
were  specifically  different,  though  . . . closely  related 
...  I fancied  myself  brought  near  to  the  very  act  of  cre- 
ation. I often  asked  myself  how  these  many  peculiar 
animals  and  plants  had  been  produced:  the  simplest 
answer  seems  to  be  that  the  inhabitants  of  the  several 
islands  had  descended  from  each  other,  undergoing 
modification  in  the  course  of  their  descent.30 
When  he  was  sixty-seven  he  again  recollected: 
During  the  voyage  of  the  Beagle  I had  been  deeply 
impressed  by  the  South  America  character  of  most  of 
the  productions  of  the  Galapagos  archipelago  . . . espe- 
cially by  the  manner  in  which  they  differ  slightly  on 
each  island  of  the  group  ...  It  was  evident  that  such 
facts  as  these,  as  well  as  many  others,  could  be  ex- 
plained on  the  supposition  that  species  gradually  be- 
came modified.31 

Conclusion 

In  both  of  these  old-age  memories  he  infers  that 
the  Galapagos  impact  had  been  felt,  mainly,  during 
the  Beagle  voyage,  and  he  avoids  remembering  his 
decades  of  hard  and  intricate  reasonings,  and  imag- 
inings, from  the  Galapagos  facts. 

993  Park  Avenue 
New  York,  N.Y.  10028 

Acknowledgements.  The  author  wishes  to  thank  Mr.  Peter 
J.  Gautrey  of  the  Cambridge  University  Library  for  sending  him 
a microfilm  of  Darwin’s  Beagle  “Geological  Notes”  and  “Zoological 
Notes”  9;  and  to  the  Syndics  of  the  Cambridge  University  Library 
for  permission  to  publish  extracts  from  these  “Notes.”  The  author 
also  wishes  to  thank  Mr.  Fish  of  the  Zoological  Society  for  sending 
a copy  of  the  manuscript  minutes  of  the  Zoological  Society  of 
London,  dated  January  10, 1837. 16 

References 

1.  Huxley,  J.:  Charles  Darwin:  Galapagos  and  after,  in 
Bowman,  R.  I.,  Ed.:  Proc.  Symp.  Galapagos  int.  scient.  Project, 
Berkeley  and  Los  Angeles,  California,  University  of  California 
Press,  1966,  p.  3. 

2.  Gruber,  H.  E.,  and  Gruber,  V.:  The  eye  of  reason:  Dar- 
win’s development  during  the  Beagle  voyage,  Isis  53:  192  (1962). 
Also  Himmelfarb,  G.:  Darwin  and  the  Darwinian  Revolution, 
Garden  City,  New  York,  Doubleday  Anchor  Books,  1959,  p.  115; 
note  25,  p.  437. 

3.  Darwin,  F„  Ed.:  Life  and  Letters  of  Charles  Darwin,  New 
York,  D.  Appleton  and  Company,  vol.  1,  p.  234. 

4.  Darwin  Papers,  Notes  on  the  Geology  of  the  Places  Visited, 
Cambridge  University  Library,  vol.  37.2,  pp.  746-795.  Hereafter 
cited  as  Geological  Notes. 

5.  Barlow,  N.,  Ed.:  Charles  Darwin’s  Diary  of  the  Voyage 


266  New  York  Stale  Journal  of  Medicine/February  1977 


of  H.M.S.  Beagle,  England,  Cambridge  University  Press,  1933,  p. 
337. 

6.  Idem:  Charles  Darwin  and  the  Voyage  of  the  Beagle,  New 
York,  Philosophical  Library,  1946,  p.  247. 

7.  Darwin,  C.:  Journal  of  Researches  into  the  Geology  and 
Natural  History  of  the  Various  Countries  Visited  by  H.M.S. 
Beagle,  Under  the  Command  of  Captain  FitzRoy,  R.N.,  from  1832 
to  1836,  London,  Henry  Colburn,  1839,  p.  598. 

8.  Ibid.  p.  629;  Seward  and  Darwin,  F.,  Eds.:  More  letters 
of  Charles  Darwin,  New  York,  D.  Appleton  and  Company,  1903, 
vol.  1,  p.  402. 

9.  Darwin  Papers,  Diary  of  observations  on  zoology  of  the 
places  visited  during  the  voyage  (of  H.M.S.  Beagle),  Cambridge 
University  Library,  Oct.  1835,  vol.  31.2,  p.  328. 

10.  Lack,  D.:  Mr.  Lawson  of  Charles,  The  American  Scientist, 
1963,  vol.  51,  p.  13. 

11.  Darwin  Papers,  Diary  of  observations  on  zoology  of  the 
places  visited  during  the  voyage  of  H.M.S.  Beagle,  Cambridge 
University  Library,  1835,  vol.  31.2,  p.  340. 

12.  Barlow,  N„  Ed.:  Darwin  and  Henslow,  London,  John 
Murray,  1967,  p.  113. 

13.  Idem:  Darwin’s  ornithological  Notes,  London,  Bulletin 
of  the  British  Museum  (Natural  History)  Historical  Series,  1963, 
vol.  2,  no.  7,  pp.  203,  262. 

14.  Idem:  The  Autobiography  of  Charles  Darwin,  London, 
Collins,  1958,  p.  137. 

15.  Idem:  Charles  Darwin’s  Diary  of  the  Voyage  of  H.M.S. 
Beagle,  Cambridge,  The  University  Press,  1933,  p.  427. 

16.  Proceedings  of  the  Zoological  Society  of  London  1837; 
manuscript  minutes  for  January  10,  1837. 

17.  Ibid.  : Published  version,  1837,  pt.  5,  p.  4. 

18.  Darwin,  C.:  Journal  of  Researches  into  the  Geology  and 
Natural  History  of  the  Various  Countries  Visited  by  H.M.S. 
Beagle,  Under  the  Command  of  Captain  FitzRoy,  R.N.,  from  1832 
to  1836,  London,  Henry  Colburn,  1839,  pp.  475,  465. 

19.  DeBeer,  G.,  Ed.:  Darwin’s  Notebooks  on  Transmutation 
of  Species,  Part  ii,  London,  Bulletin  of  the  British  Museum 
(Natural  History)  Historical  Series,  1960,  vol.  2,  no.  3,  p.  123. 


Diagnostic  significance 

of  pain  in  lower  gastrointestinal  tract  disorders 

In  a study  of  642  patients  with  a variety  of  lower  gas- 
trointestinal disorders,  the  precise  sites  of  abdominal  pain 
and  tenderness  were  shown  to  carry  a high  level  of  diag- 
nostic discrimination  between  the  various  disorders  en- 
countered. In  addition  to  pain  Staniland,  J.  R.,  Ditchburn, 
J.,  and  De  Dombal,  F.  T.,  analyze  the  significant  upper 
gastrointestinal  tract  symptoms  relating  to  the  large  bowel, 
the  past  medical  history  of  the  patient,  the  physical  ex- 
amination, rectal  examination,  and  sigmoidoscopy.  The 
patients  suffered  from  colonic  and  rectal  cancer,  divertic- 
ulosis,  Crohn’s  disease,  and  ulcerative  colitis.  From  the 


20.  Darwin,  C.:  Journal  of  Researches  into  the  Geology  and 
Natural  History  of  the  Various  Countries  Visited  by  H.M.S. 
Beagle,  Linder  the  Command  of  Captain  FitzRoy,  R.N.,  from  1832 
to  1836,  London,  Henry  Colburn,  1839,  pp.  462,  465,  460, 474, 475, 
629. 

21.  Letter  in  private  possession. 

22.  Gould,  J.:  The  Birds  of  Europe,  London,  1837,  vol.  1, 
preface,  p.  viii;  and  The  Birds  of  Australia,  London,  1848,  vol.  1, 
preface,  p.  x. 

23.  Darwin,  C.,  Ed.:  The  Zoology  of  the  Voyage  of  H.M.S. 
Beagle,  Part  III,  Birds,  London,  Smith,  Elder  and  Co.,  1838,  p. 
98. 

24.  De  Beer,  G.,  Ed.:  Darwin’s  Journal,  Bulletin  of  the  British 
Museum  (Natural  History)  Historical  Series,  London,  1959,  vol. 

2,  no.  1,  p.  7. 

25.  Idem  Darwin’s  Notebooks  on  Transmutation  of  Species, 
Part  II,  London  Bulletin  of  the  British  Museum  (Natural  History) 
Historical  Series,  1960,  2: 15;  1: 17;  1: 158;  1: 196;  2: 4, 120, 133;  1: 
50;  2:  53;  1:  192;  1:82,  220;  3:  65;  1:  248;  1: 11;  1:82,  219;  1:  227. 

26.  Darwin,  F.,  Ed.:  Life  and  Letters  of  Charles  Darwin,  New 
York,  D.  Appleton  and  Company,  vol.  1,  p.  388. 

27.  Darwin,  C.:  Journal  of  Researches  Into  the  Natural  His- 
tory and  Geology  of  the  Countries  Visited  During  the  Voyage  of 

H. M.S.  Beagle  Round  the  World,  Under  the  Command  of  Captain 
FitzRoy,  R.N.,  2nd.  ed.,  London,  John  Murray,  1845,  pp.  378, 
393. 

28.  Limoges,  C.:  La  Selection  Naturelle,  Paris,  Presses  Uni- 
versitaires  De  France,  1970,  pp.  24,  49,  125.  Also  Vorzimmer,  P.: 
Darwin's  ecology  and  its  influence  upon  his  theory,  Isis  56:  150 
(1965). 

29.  Darwin,  C.:  On  the  Origin  of  Species,  A Facsimile  of  the 
First  Edition,  Cambridge,  Massachusetts,  Harvard  University 
Press,  1964,  p.  105. 

30.  Darwin,  C.:  Introduction,  in  The  Variation  of  Animals 
and  Plants  under  Domestication,  London,  John  Murray,  1868,  vol. 

I,  p.  9. 

31.  Idem:  The  Autobiography  of  Charles  Darwin,  1958,  p. 
118. 


computerized  data,  say  the  authors,  some  surprising  fea- 
tures emerged.  Almost  half  of  the  patients  with  lower 
gastrointestinal  tract  disease  complained  of  symptoms 
referable  to  the  upper  gastrointestinal  tract,  such  as  nausea 
and  vomiting  or  anorexia.  It  is  suggested  that  the  provi- 
sion of  such  data  to  junior  staff  may  benefit  them  both  in 
diagnostic  ability  and  decision  making.  As  an  incidental 
finding,  just  under  40  per  cent  of  the  patients  with  large 
bowel  cancer  had  undergone  previous  (unrelated)  ab- 
dominal surgery — the  significance  of  which,  say  the  au- 
thors, is  unclear.  Clinical  presentation  of  diseases  of  the 
large  bowel:  Detailed  study  of  642  patients  Gastroent.  70: 
22  (Jan.)  1976 
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JOHN  ADAMS 


Fears , depressions , and  ailments 


ABRAHAM  BLINDERMAN,  Ph.D. 

Levittown,  New  York 


I believe  I must  make  a Phisician  of  you.  There 
seems  to  be  a Propriety  in  your  studying  Physick,  be- 
cause your  Great  Great  Grandfather  after  whom  you 
were  named,  was  of  that  Profession.  Would  it  not 
please  you  to  study  Nature,  in  all  her  wonderful  Op- 
erations, and  to  relieve  your  Fellow  Creatures  under 
the  severest  Pains  and  Distresses  to  which  human 
Nature  is  liable.  Is  not  this  better  than  to  be  de- 
stroying Mankind  by  Thousands?  If  you  are  of  this 
Opinion,  you  will  change  your  Title  from  General  to 
Doctor. — John  Adams  to  Thomas  B.  Adams,  March 
16,  1777. 1 

Because  of  his  scholarly  excellence  at  Harvard 
College,  his  teachers  recommended  him  for  the  post 
of  schoolmaster  in  Worcester,  Massachusetts. 
Young  John  Adams  accepted  the  position  as  a step- 
ping stone  to  more  lucrative  and  more  prestigious 
professions,  biding  his  time  until  he  could  make  up 
his  mind  whether  or  not  to  study  “Divinity,  Law,  or 
Physik.”  Lodging  with  Nahum  Willard,  M.D.,  who 
possessed  a library  of  standard  medical  works, 
Adams  read  many  of  them  and  thought  seriously  of 
becoming  a “Physician  and  a Surgeon.”2  Finally,  he 
chose  to  read  the  law,  explaining  his  decision  to  his 
friend,  Peter  Chardon,  in  January,  1761: 

Why  the  minute  Arteries  and  Tendons  of  the  human 
body,  the  organization  of  the  human  voice  and  mouth, 
and  numberless  other  subjects  of  the  like  sort  should 
be  thought  worthy  of  the  attention  of  a liberal  Mind, 
and  the  no  less  Wonderful  and  much  more  important 
combinations  of  Passions,  Appetites,  Affections,  in  the 
Human  Breast  that  operate  in  human  society,  too  fu- 
tile, or  too  disagreeable  for  a wise  Man’s  examination, 
I cannot  imagine.  . . . Nothing  less  than  the  preser- 
vation of  the  Health  and  Properties  of  the  human 
species  is  the  object  and  Design  of  the  Law,  and  a Com- 
parison of  Several  Constitutions  of  Government,  in- 
vented for  those  purposes,  and  Examination  of  the 
great  Causes  of  their  Danger,  as  well  as  those  of  their 
safety,  must  be  as  Agreeable  an  Employment  as  can 
exercise  the  mind. 1 

Perhaps  it  was  a boon  to  the  nation  that  John 


Adams  followed  the  law  instead  of  medicine.  Al- 
though Benjamin  Rush,  M.D.,  served  brilliantly  both 
as  statesman  and  physician,  it  is  unlikely  that  Adams’ 
temperament  would  have  permitted  him  to  emulate 
his  lifelong  friend.  His  contemporaries  questioned 
his  rationality,  not  his  dedication  and  honesty.  “He 
is  always  honest,  sometimes  great,  but  often  mad  . . . 
as  far  as  a man  excessively  vain  and  jealous  and 
ignobly  attached  to  place  can  be,”  wrote  Alexander 
Hamilton;4  this  criticism  was  seconded  by  Benjamin 
Franklin  who  saw  Adams  as  a man  of  integrity,  fre- 
quently wise,  “but  sometimes  and  in  some  things, 
absolutely  out  of  his  senses.”5  He  could  not  lose 
graciously;  after  he  was  defeated  for  a seat  in  the 
provincial  assembly,  he  wrote  that  he  would  leave 
politics  after  the  issue  with  Great  Britain  was  settled 
since  he  had  “neither  fortune,  leisure,  health,  nor 
genius”  for  politics.6  George  Washington’s  ap- 
pointment as  commander-in-chief  of  the  Continental 
Army  rankled  him  sorely.  After  accompanying 
Washington  on  his  start  to  Boston  in  June,  1775, 
Adams  wrote:  “Such  is  the  pride  and  pomp  of  war, 
I,  poor  creature,  worn  out  with  scribbling  for  my 
bread  and  for  my  liberty,  low  in  spirits  and  weak  in 
health,  must  leave  others  to  wear  the  laurels  which 
I have  sown;  others  to  eat  the  bread  which  I have 
earned;  a common  case.”7 

John  Adams’  biographers  and  critics  see  him  as  an 
impatient  man,  frequently  in  deep  depression,  and 
made  ill-tempered  by  gnawing  doubt.8  In  addition, 
he  was  vain,  opinionated,  tactless,  and  soured  by  a 
deep-rooted  persecution  complex.9  Before  he  wed 
his  beloved  Abigail,  the  poor  lad  was  afflicted  with 
corrosive  anxieties,  hostilities,  and  truculent,  self- 
destructive passions.  His  inferiority  complex,  hy- 
pochondriasis, and  somewhat  paranoid  personality, 
a heady  trio  of  mental  visitations,  indeed,  might  have 
eliminated  him  from  presidential  aspirations,  had  it 
not  been  for  his  patient  spouse  Abigail  who,  hy- 
pothesizes one  lugubrious  biographer,  “assured  his 
sanity.”10  Herself  a victim  of  chronic  migraine  and 
persistent  insomnia,  Abigail  Adams  subordinated  her 
woes  to  sustain  John,  a food  faddist  resigned  to  early 
death.10 

In  his  diary,  Adams  wrote  of  his  fear  of  thunder 
and  lightning.  After  observing  his  infant  brother 
tremble  and  twitch  during  a thunder  storm,  Adams 
wondered  why  the  storm  turned  the  child’s  face  and 
nails  black.  The  child  would  recover  from  these  ef- 
fects momentarily,  only  to  suffer  them  again  when 
another  thunder  gust  roared  its  evil.  Adams  asked: 
“What  effluvia,  what  Physical  Virtue,  can  a Cloud  or 
Thunder  or  Lightning,  diffuse  to  the  Earth  that 
should  convulse  that  Child  (or  make  Mrs.  Eunice 
vomit)?  Imagination  prompted  by  Hystericks  and 
fear  might  possibly  occasion  Mrs.  Eunice’s  sickness, 
but  no  such  habits  had  been  formed  in  the  child’s 
mind.”11 

In  1768,  John  and  Abigail  lost  their  one-year-old 
daughter  Susanna,  after  which  the  distraught  father 
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would  not  speak  of  her  for  years.12  Two  years  later, 
when  he  was  elected  to  the  general  court  of  Massa- 
chusetts, he  viewed  his  election  as  a death  sentence 
because  his  health  was  feeble.13  In  a letter  to  Abigail 
in  the  summer  of  1774,  he  mentions  his  infirmities; 
oddly,  in  the  same  letter  he  notes  that  he  rises  at  5:00 
A.M.,  walks  three  miles,  and  resumes  his  walks  in  the 
afternoon,  hardly  a regimen  for  an  enfeebled  man.14 
James  Truslow  Adams  questions  his  ancestor’s  in- 
firmities; in  Philadelphia,  the  constant  complainer 
“throve  well  on  turtle,  jellies,  varied  sweetmeats, 
whipped  syllabubs,  floating  islands,  fruits,  raisins, 
almonds,  peaches,  wines,  especially  Madeira.”13 

When  he  was  only  thirty-seven,  Adams  called 
himself  an  infirm  man.  He  feared  to  live  in  Boston, 
a city  of  15,000,  because  of  the  diseases  one  might 
contract  there.  During  the  War,  he  wrote  from 
Yorktown:  “I  am  wearied  with  the  life  I lead  and 
long  for  the  joy  of  my  family  . . . Peace  is  my  dear 
delight.  War  has  no  charm  for  me.”15  In  Septem- 
ber, 1777,  he  wrote  more  positively  of  his  mental 
state:  “I  have  enjoyed  better  health  this  session  than 
the  last  and  have  suffered  less  from  certain  Fidgets, 
Pidlings,  and  Irritabilities  which  have  become  so 
famous.”16  As  President,  his  frame  of  mind  was 
usually  dour.  Although  Abigail  and  he  were  in  good 
health  in  the  winter  of  1798,  she  wrote  that  “the 
constant  care,  application,  and  anxiety  will  wear  out 
the  firmest  constitution.”17  Yet,  Adams,  one  of  the 
most  frustrated  and  unhappiest  of  presidents,  lived 
to  age  ninety,18  two  years  before  Andrew  Jackson 
would  defeat  his  son,  John  Quincy  Adams,  for  the 
presidency,  an  event  that,  had  he  lived  to  witness  it, 
would  have  dispatched  him  with  apoplexy. 

The  House  of  Adams  was  a brilliant  but  pessi- 
mistic house.  James  Truslow  Adams  suggests  that 
“much  of  the  story  of  the  Adams  family  probably 
stems  from  mysteries  in  the  nervous  system  of  which 
as  yet  we  know  little  or  nothing13;”  this  hypothesis 
holds  for  all  men,  and  contemporary  neurologists  and 
psychiatrists  will  not  accept  at  face  value  an  opinion 
that  reduces  all  their  knowledge  of  human  behavior 
to  biologic  superficiality. 

Making  of  an  aristocrat 

Until  the  ascension  of  John  Adams  to  prominence 
in  the  affairs  of  the  young  republic,  the  Adams  family 
had  revealed  no  evidence  of  the  talents  that  were  to 
mark  the  later  Adamses  as  a family  of  genius.  The 
history  of  the  Adamses  commences  with  the  arrival 
of  Henry  Adams,  his  wife,  and  9 children  at  Brain- 
tree, Massachusetts,  in  1636.  His  youngest  son, 
Joseph,  married  Abigail  Baxter,  who  bore  him  12 
children.  A farmer  like  his  father,  he  established  a 
brewery  on  his  farm,  probably  to  supplement  his 
inadequate  income  from  farming.  His  second  child, 
Joseph  II,  married  thrice,  and  sired  11  children. 
Joseph  II’s  second  son,  John,  practiced  shoemaking 
in  addition  to  farming;  he  served  also  as  a constable, 
a selectman,  and  a lieutenant  in  the  militia.  His 


union  with  Susanna  Boylston,  descended  from  a 
family  prominent  in  the  medical  history  of  the  colo- 
ny, gave  them  3 children.  John,  the  eldest,  was  sent 
to  Harvard,  ostensibly  to  prepare  himself  for  the 
ministry.  Thus  it  was  that  the  fifth  generation  of 
Adamses  produced  its  most  renowned  son;  future 
Adamses  would  be  brilliant  statesmen  and  historians 
but  John  Adams,  destined  to  be  the  second  President 
of  the  United  States,  appeared  on  the  scene  when  the 
gestating  republic  needed  skillful  and  courageous 
midwives  to  give  it  birth. 

Adams’  sobriquets,  “Colossus  of  Independence,” 
“President  of  Three  Votes,”  and  “Machiavelli  of 
Massachusetts,”  illustrate  some  of  the  public  attitude 
toward  him.  Although  he  supported  the  Revolution 
unstintingly,  he  distrusted  democracy  throughout  his 
life,  possibly  because  of  his  abhorrence  for  the  bloody 
destruction  of  the  French  aristocracy  by  the  im- 
passioned zealots  piloting  the  course  of  the  French 
Revolution.  Yet,  at  the  height  of  his  party’s  clamor 
for  war  with  France,  he  confounded  his  fellow 
Federalists  by  unilaterally  sending  a minister  to 
France  to  attempt  to  quiet  the  war  fever  that  the 
quasi-naval  war  with  France  was  fomenting. 

Adams  saw  inequality  as  God’s  will,  an  undisguised 
Calvinistic  premise:  “God  establishes  physical  and 
intellectual  inequality;  society  may  introduce  other 
inequalities  as  it  may  see  fit.  Man  is  by  nature  cor- 
rupt and  is  good  only  through  necessity.  Men  are 
motivated  by  the  desire  for  goods  and  sex  expression. 
Democracy  is  unworkable.”19  Since  “human  pas- 
sions are  insatiable,”  desire  leads  to  evil.  Power 
grows  when  it  is  “already  too  late;  that  which  is  un- 
checked; that  which  has  no  equal  power  to  restrain 
it.”20  Believing  unchecked  democracy  to  be  the 
“most  ignoble,  unjust,  and  destestable  form  of  gov- 
ernment,”21 he  proposed  in  his  Defence  of  the  Con- 
stitutions of  Government  of  the  United  States,  a 
work  highly  praised  by  Dr.  Rush,  a house  for  aris- 
tocracy and  a house  for  democracy.22  But,  in  a letter 
to  his  friend  John  Taylor,  he  wrote  ominously  on  the 
future  of  democracy:  “Remember,  democracy  never 
lasts  long.  It  soon  wastes,  exhausts,  and  murders 
itself.  There  never  was  a democracy  yet  that  did  not 
commit  suicide.”23 

As  a young  man,  Adams  believed  that  education 
would  liberate  man  from  his  baser  passions  and  lead 
him  to  dwell  in  the  sweet  abode  of  reason.  But  in  old 
age  he  wrote  skeptically  of  education’s  value: 

You  may  read  the  history  of  all  the  universities, 
academies,  monasteries  of  the  world,  and  see  whether 
education  extinguishes  human  passion  or  corrects 
human  vice.  You  will  find  in  them  as  many  parties 
and  factions,  as  much  jealously  and  envy,  hatred  and 
malice,  revenge  and  intrigue,  as  you  will  find  in  any 
legislative  assembly  or  executive  council,  the  most  ig- 
norant city  or  village  ...  . Knowledge,  therefore,  as 
well  as  genius,  strength,  activity,  industry,  beauty,  and 
twenty  other  things,  will  forever  be  a natural  cause  of 
aristocracy.24 
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Many  Americans  who  have  been  taught  that  the 
Boston  Massacre  was  a heinous  crime,  perpetrated 
by  villainous  British  troops  on  heroic  American  pa- 
triots, might  not  believe  that  John  Adams,  one  of  the 
judges  appointed  to  try  the  indicated  troopers,  called 
the  patriots  “a  motley  mob  of  saucy  boys,  Negroes, 
mullatoes,  Irish  Teagues,  and  outlandish  jacktars.”25 
Historian  Merle  Curti  sees  the  influence  of  the  Italian 
criminologist  Cesare  Beccaria  in  Adams’  vote  to  ac- 
quit Captain  Preston,  commander  of  the  British  unit 
that  fired  on  the  Bostonians.  Beccaria,  father  of  the 
modern  science  of  penology,  opposed  capital  pun- 
ishment in  Crimes  and  Punishment,  and  Adams 
cited  Beccaria  during  the  trial.26  But  it  is  probable 
that  his  views  on  the  death  penalty  were  influenced 
also  by  Abigail  who  proposed  such  revolutionary 
notions  as  enfranchisement  for  women,  abolition  of 
slavery,  expanded  education,  and  an  excise  tax  on 
liquor.27 

Perhaps  one  of  the  blights  on  Adams’s  record  was 
his  refusal  to  veto  the  infamous  Alien  and  Sedition 
Acts  introduced  by  the  Federalists  in  Congress  to 
deter  foreign  subversion,  allegedly  fostered  by  the 
radicals  controlling  France.  He  even  refused  a visa 
for  a group  of  French  intellectuals  desiring  to  visit  the 
United  States,  stating  “we  have  too  many  French 
philosophers  already,  and  I really  begin  to  think,  or 
rather  to  suspect,  that  learned  academies  have  dis- 
organized the  world  and  are  incompatible  with  social 
order.”28  Adams  feared  social  change,  a fear  to  be 
professed  by  his  great-grandson,  Henry  Adams,  who 
viewed  Washington  as  a cesspool  of  political  cor- 
ruption occasioned  by  the  usurpation  of  power  from 
the  aristocracy  by  the  materialistic  businessman. 
Henry  Adams  has  been  called  a medievalist  by  his- 
torians; perhaps  his  great-grandfather,  too,  longed 
for  the  order  supposedly  inherent  in  the  unity  of  the 
medieval  world.  Perhaps  social  change  was  too  up- 
setting for  his  peace  of  mind,  but  he  dwelled  with  his 
phobias  and  regrets  for  almost  ninety-one  years. 

Adams  and  medical  profession 

John  Adams  was  a lifelong  friend  of  Dr.  Rush, 
corresponded  frequently  with  Benjamin  Waterhouse, 
M.D.,  and  commented  from  time  to  time  on  medical 
practice  and  ethics.  While  lodging  with  Dr.  Willard 
of  Worcester,  Massachusetts,  in  1756,  Adams’s 
fondness  for  tobacco  chewing  offended  Mrs.  Willard 
who  tried  to  cure  him  of  this  vice.  He  wagered  “a 
pair  of  gloves  with  Mrs.  Willard  that  she  would  not 
see  me  chew  tobacco  this  month,”29  but  Adams  loved 
tobacco  too  much  to  give  up  the  weed.  In  1805,  Dr. 
Waterhouse  sent  him  a copy  of  his  lecture,  “Caution 
to  a Young  Person  Concerning  Health  . . . showing 
the  Evil  Tendency  of  the  Use  of  Tobacco,”  a paper 
that  Adams  read  seriously  and  evidently  enjoyed.  In 
his  reply  to  Dr.  Waterhouse,  he  stated  that  he  re- 
gretted his  intermittent  practice  of  smoking  since  his 
eighth  year,  admitting  that  smoking  troubled  him 
occasionally.30  Undoubtedly,  Adams  continued  to 
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smoke  for  the  remaining  two  decades  of  his  life. 

Adams  deplored  commercialism  in  medicine.  A 
young  idealist,  he  was  disappointed  in  the  business 
enterprise  of  Elisha  Savel,  M.D.,  of  Braintree,  Mas- 
sachusetts, who  had  married  his  cousin  Ann  Adams. 
Besides  practicing  medicine,  Dr.  Savel  engaged  in  the 
hardware,  sugar,  and  loansharking  trade  of  the  town, 
prompting  Adams  to  record  in  his  diary  that  “by  this 
comtemptible  Dissipation  of  mind  among  Pins, 
Needles,  Tea,  Snuff,  Boxes,  Vendues,  Loads  of  Wood, 
day  labor  etc.,  he  is  negligent  of  the  Theory  of  his 
profession  and  will  live  and  die  unknown.”31  In 
1764,  Adams  met  Nathaniel  Perkins,  M.D.,  whom  he 
characterized  as  “a  short,  thick  sett  dark  Complex- 
ioned,  yet  pale  faced  Man, . . . who  gives  himself  the 
alert,  chearful  air  and  Behavior  of  a Physician,  not 
forgetting  the  solemn,  important,  and  wise.”  Adams 
perhaps  anticipated  the  physiognomic-type  theory 
of  the  Italian  physician,  Cesare  Lombroso,  M.D.,  in 
his  approval  of  Dr.  Perkins’s  pale  visage  since  he  had 
“a  great  regard  for  a Pale  Face  in  any  Gentlemen  of 
Physick,  Divinity  or  Law.  It  indicates  search  and 
study.”32 

Medical  curiosities  fascinated  Adams,  possibly 
because  of  his  constant  preoccupation  with  his 
health.  In  1771,  he  visited  the  “Physick  Room”  of 
Eliot  Rawson,  M.D.,  where  he  marvelled  at  odd,  long 
slender  worms  preserved  in  spirits.  Dr.  Rawson  had 
successfully  removed  such  worms,  each  several  yards 
long,  from  at  least  25  patients;  some  of  the  worms  had 
attained  a growth  of  several  rods.  Dr.  Rawson  am- 
putated fingers,  removed  wens,  and,  in  his  Physick 
drawer,  had  a machine  to  pound  drugs  with  a pes- 
tle.33 Three  years  later,  Adams  visited  the  anatomic 
museum  of  Abraham  Chovet,  M.D.,  an  English 
anatomist  who  had  fled  to  Philadelphia  during  the 
slave  insurrection  in  Jamaica.  In  London,  Dr. 
Chovet  had  been  a demonstrator  to  barber-surgeons 
and  had  written  A Syllabus  or  Index  of  the  Parts 
that  Enter  into  the  Composition  of  the  Human  Body 
in  1732.  The  specimens  must  have  interested 
Adams,  for  he  recorded  what  he  had  seen  in  his  diary 
in  October,  1774,  as  follows:  “Four  complete  skele- 
tons; a leg  with  all  the  nerves,  veins,  and  arteries  in- 
jected with  wax,  two  complete  bodies  in  wax,  full 
grown;  waxen  representations  of  all  the  muscles, 
tendons,  etc.;  of  the  head,  lungs,  livers,  stomach,  etc. 
The  Doctor  reads  lectures  for  two  half  joes  a course, 
which  takes  up  four  months.”34 

Several  of  Adams’  favorite  physicians  who  served 
in  the  military  forces  had  tragic  careers.  He  had 
chosen  Joseph  Warren,  M.D.,  as  his  family’s  physi- 
cian, but  the  brilliant  patriot  was  slain  at  Bunker  Hill 
in  his  thirty-fourth  year,  one  of  the  11  surgeons  or 
surgeons’  mates  among  the  400  casualties  at  Bunker 
Hill.35  In  the  same  year,  1775,  the  treason  of  Ben- 
jamin Church,  M.D.,  a respected  patriot,  deepl> 
disturbed  both  John  and  Abigail  Adams.  Already 
under  investigation  by  the  government  at  the  order 
of  General  Washington  for  alleged  mismanagement 
of  the  medical  department  of  the  Army,  Dr.  Church 


vas  arrested  for  allegedly  communicating  with  the 
British.  He  protested  that  the  letter  delivered  by  his 
distress  to  his  loyalist  brother-in-law  in  Boston 
contained  nothing  criminal,  but  a council  of  war 
leaded  by  George  Washington  declared  him  guilty 
if  treason;  Dr.  Chruch  had  pleaded  vainly  that  he 
had  written  to  the  British  to  bring  about  peace  be- 
tween the  warring  nations.  The  Continental  Con- 
gress was  never  certain  about  his  guilt,  but  Dr. 
Church  was  sentenced  to  solitary  confinement  and 
released  after  a year  for  reasons  of  health.  He  left 
the  colonies  for  the  West  Indies  only  to  be  lost  at  sea 
when  the  ship  went  down  in  1776.  A sad  sequel  to 
this  already  tragic  story  was  the  discovery  in  1932  by 
Allen  French  of  unimpeachable  evidence  of  Church’s 
?uilt  in  the  Gage  papers  at  the  Clement  Library.36 

Dr.  Church’s  successor,  John  Morgan,  M.D.,  was 
praised  highly  by  John  Adams  in  1775.  After  six 
vears  apprenticeship  with  John  Redman,  M.D.,  study 
at  the  College  of  Philadelphia,  and  five  years  of  study 
in  Europe  under  the  greatest  masters  in  every  branch 
of  medicine,  Dr.  Morgan  became  one  of  the  most 
brilliant  physicians  in  America.  He  taught  the 
theory  and  practice  of  medicine  course  at  the  College 
of  Philadelphia,  was  a Fellow  of  the  Royal  Society  of 
London,  a correspondent  of  the  Royal  Society  of 
Surgery  of  Paris,  member  of  the  Arcadian  Belles 
Lettres  Society  of  Rome,  and  a licentiate  of  the  Royal 
Colleges  of  Physicians,  London,  and  Edinburgh. 
Unfortunately,  his  tenure  as  director-general  of  the 
medical  department  of  the  Army  was  undermined  by 
his  colleagues,  especially  by  William  Shippen,  Jr., 
M.D.,  who  had  strong  political  influence  in  Congress. 
Dr.  Shippen  led  a whispering  campaign  against 
Morgan  which  led  to  Morgan’s  abrupt  dismissal  in 
January,  1777.  Undaunted,  he  insisted  that  Con- 
gress investigate  the  charges  secretly  made  against 
his  stewardship  of  the  medical  department.  Con- 
gress did  not  comply  until  June  12,  1779;  then  a 
committee  vindicated  his  management  of  the  de- 
partment, but  Morgan  never  recovered  from  his 
disgrace  and  died  a broken  man  at  the  age  of  fifty- 
four.  Adams  wrote  of  the  cabal  against  Dr.  Morgan 
succinctly:  “Jealousy  and  Envy  spare  nobody. 

Some  have  whispered  that  the  Dr.  is  a little  Visionary 
in  Theory  and  Practice.”36 

Of  all  the  physicians  Adams  knew,  he  admired  Dr. 
Rush  the  most.  In  1966,  the  dialogues  of  John 
Adams  from  1805  to  1813  were  edited  by  John  A. 
Schutz  and  Douglas  Adair  in  The  Spur  of  Fame. 37 
After  Rush’s  death  in  1813,  Adams  wrote  feelingly 
about  his  old  friend:  “There  is  not  a man  out  of  my 
own  family  remaining  in  the  world  in  whom  I had  so 
much  confidence,  for  whom  I had  so  tender  an  af- 
fection, and  whose  friendship  was  so  essential  to  my 
happiness.”3,  Adams  believed  in  Dr.  Rush’s  greatness 
as  a physician.  Had  not  Congressmen  under  his  care 
come  out,  “almost  without  an  alteration  of  counte- 
nance?”38 Unfortunately,  Dr.  Rush  did  not  escape 
calumny  as  a medical  officer  under  Dr.  Shippen,  Dr. 


Morgan’s  replacement  as  director-general  of  the 
American  hospitals.  Dr.  Rush,  in  his  early  thirties, 
had  signed  the  Declaration  of  Independence,  as  a 
member  of  Congress,  and  chairman  of  its  medical 
committee.  But  Dr.  Rush  had  sympathized  with  Dr. 
Morgan  and  therefore  opposed  Dr.  Shippen’s  lead- 
ership. He  had  seen  shameful  practices  in  American 
military  hospitals  in  the  summer  of  1777,  including 
waste,  corruption,  and  drunkenness,  details  of  which 
he  included  in  a letter  of  complaint  to  General 
Washington.  A court-martial  verdict  in  1780  ac- 
quitted Dr.  Shippen  on  most  counts,  but  the  court 
lashed  him  for  speculating  in  hospital  supplies. 
Dismissed  from  his  post,  Dr.  Shippen  was  reap- 
pointed in  deference  to  his  powerful  friends  in  Con- 
gress, but  the  shrewd  physician  resigned  voluntarily 
in  1781  and  was  succeeded  by  John  Cochran,  M.D., 
whose  integrity  spared  him  the  fate  of  his  predeces- 
sors.39 

Dr.  Rush  had  praise  for  British  military  hospitals. 
They  were  clean,  their  staffs  were  conscious  of  the 
need  to  aid  the  wounded,  there  was  order  and  con- 
tentment in  the  wards,  and  they  cared  for  wounded 
Continentals  as  well  as  for  their  own  casualties.40  In 
1812,  his  memories  of  Dr.  Shippen’s  perfidies  still 
rankled  him,  for  in  a letter  to  Adams  he  wrote  bitterly 
of  Dr.  Shippen’s  alleged  malpractices:  The  hospitals 
were  short  of  blankets,  food,  water,  and  fuel;  Dr. 
Shippen  feasted  with  the  general  officers  and  bar- 
gained with  tavern  keepers  for  the  sale  of  Madeira 
wine  bought  for  the  ailing;  soldiers  sold  muskets, 
blankets,  and  clothes  for  necessities,  and  General 
Washington  was  partly  to  blame  for  these  conditions 
because  he  sent  no  officers  to  discipline  the  hospital 
staffs  and  their  directors.41  Adams  admired  Dr. 
Rush’s  pioneering  manual  on  military  hygiene,  “Di- 
rections for  preserving  the  Health  of  Soldiers,”  a book 
that  was  in  use  until  1908.  He  sent  a copy  of  it  to 
Abigail,  but  what  use  she  made  of  it  is  conjectural. 
Once,  when  Dr.  Rush  complained  of  revising  proof 
sheets  of  Works  by  Thomas  Sydenham,  M.D.,  Adams 
replied:  “Oh!  What  would  I not  give  to  be  a Sy- 
denham or  a Rush  in  preference  to  being  a newspaper 
writer,”  but  he  was  probably  indulging  in  sentimental 
rhetoric  to  please  his  friend.42 

In  The  Story  of  Medicine,  Robinson43  writes  that 
Dr.  Rush  was  never  a first-rate  physician;  he 
overbled,  over-drugged,  and  held  back  medicine’s 
advance  by  insisting  on  medication  as  the  arch 
agency  in  therapy.43  Yet,  Dr.  Rush  himself  was  ac- 
cused by  his  contemporaries  of  innovating  a new 
system  of  medicine;  in  his  defense  in  a letter  to 
Adams,  he  speculated  on  what  his  teacher,  William 
Cullen,  M.D.,  would  have  said  to  him:  “Go  on  my 
son.  Continue  to  exercise  the  freedom  of  inquiry 
with  which  it  was  my  pride  and  pleasure  to  inspire  my 
pupils.  If  the  empire  of  death  has  been  lessened  in 
a single  instance  by  your  rejection  of  any  part  of  my 
principles  of  medicine,  I shall  rejoice  in  the  successful 
issue  of  your  labors.”44  Dr.  Rush  spoke  in  the  true 
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spirit  of  science.  He  always  felt  that  he  had  imparted 
a zeal  for  truth  in  the  minds  and  hearts  of  his  stu- 
dents. 

Adams  corresponded  frequently  with  Dr.  Water- 
house,  Hersey  Professor  of  the  Theory  and  Practice 
of  Physic  at  Harvard,  1783  to  1812.  Apparently,  Dr. 
Waterhouse  was  more  interested  in  practice  than  in 
theory,  for  he  confessed  to  Adams  in  1821  that  he  had 
not  looked  at  a medical  book  since  leaving  college.45 
While  in  Paris  in  1784,  Adams  wrote  to  Dr.  Water- 
house  about  the  stir  that  Friederich  Anton  Mesmer 
was  stirring  up  in  the  European  scientific  world:  “A 
German  Empirick  by  the  name  of  Mesmer,  has 
turned  the  Heads  of  a Multitude  of  People.  He 
pretends  that  his  Art  is  an  Universal  cure,  and  wholly 
supersedes  the  Practice  of  Physick  and  consequently 
your  Professorship,  so  that  you  will  not,  I hope,  be- 
come his  Disciple.”46  The  King  of  F ranee  Appointed 
Benjamin  Franklin  and  academicians  to  investigate 
Mesmer’s  work.  The  learned  group  concluded  that 
Magnetism  cannot  work  because  it  does  not  exist.4' 
Dr.  Waterhouse  did  not  embrace  Mesmerism,  but  in 
later  years  he  lamented  to  Adams  that  the  Army  had 
deprived  him  unjustly  of  his  post,  that  he  had  been 
deprived  of  his  per  annum  income  of  $1,200,  that  he 
was  nearing  age  seventy  with  no  visible  means  of 
support,  and  that  President  Monroe,  oddly,  thought 
him  to  be  wealthy.  Thomas  Jefferson  had  shown  his 
appreciation  of  Dr.  Waterhouses’s  work  in  vaccina- 
tion by  giving  him  an  annual  income  of  $1,500.  The 
Revolutionary  forces  had  lost  10,000  men  to  small- 
pox, a calamity  that  would  never  again  be  repeated 
because  of  Dr.  Waterhouse’s  work,  said  Jefferson. 
Now  destitute,  Dr.  Waterhouse  asked  Adams  to  write 
to  President  Monroe  to  reinstate  his  salary.48 

John  Adams  on  health 

Adams  wrote  frequently  on  health  in  his  diaries. 
An  early  entry,  December  21,  1758,  celebrates  the 
reading  aloud  of  Cicero  as  a noble  exercise  which 
exercises  the  lungs,  raises  the  spirits,  opens  the  pores, 
quickens  the  circulation,  and  “so  contributes  much 
to  health.”49  University  students  lose  their  health 
by  imbibing  wine  and  spirits  instead  of  cider.  Since 
Harvard  students  drink  cider  freely,  there  were  no 
deaths  there  in  his  undergraduate  years  at  Cam- 
bridge. Inveterate  cider  drinkers  live  long  lives;  for 
example,  Pastor  Samuel  Niles  of  Braintree,  his  son 
Samuel  Niles,  and  the  Reverend  G.  Hitchcock  of 
Pembroke  lived  to  be  eighty-eight,  ninety-six,  and 
eighty-four  years,  respectively.50 

The  proper  role  of  a physician  is  to  strengthen  the 
patient’s  constitution  by  advising  him  on  what  to  eat 
and  drink;  when  and  to  what  extent  to  sleep,  rest,  and 
exercise;  and  with  what  medicines  and  in  what  air 
and  weather  to  improve.51  “Exercises,”  he  advises, 
“invigorate  and  enliven  the  Faculties  of  Body  and 
Mind.”  and  also  arouse  the  animal  spirits  which 
disperse  melancholy.52  Taverns  are  the  Devil’s 
haunts  “where  the  time,  the  money,  the  health,  and 


the  modesty  of  most  that  are  young  and  of  many  old 
are  wasted;  here  diseases,  vicious  habits,  bastards 
and  legislators,  are  frequently  begotten.”53  Bastard 
and  legislators!  Why  his  quarrel  with  bastards* 
Unwittingly,  young  Adams  was  writing  ironii 
humor. 

He  was  rarely  droll.  But  in  1764,  he  admonishec 
Abigail  not  to  sit  “with  Leggs  across — ruins  the  fig 
ure.”  Also,  he  cautioned  her  not  to  walk  toes  bendec 
inward — she  might  become  parrot-toed.54  In  re 
sponse,  the  sprightly  Abigail  wrote:  “You  know 
think  that  a gentleman  has  no  business  to  concen 
himself  about  the  Leggs  of  a lady,  for  my  part  I do  no 
apprehend  any  bad  effects  from  the  practice.”55 
In  1766  Adams  was  more  metaphysical  than  drol 
in  his  medical  thinking.  The  phenomenon  of  lif< 
perplexed  him.  He  answered  his  own  rhetorica 
questions  in  his  diary: 

What  do  we  mean  by  the  human  Constitution?  Th< 
Constitution  of  the  human  Body?  What  by  a strong 
and  robust,  or  a weak  and  feeble  Constitution?  Do  w< 
mean  a certain  Contexture  of  Nerves,  Fibres,  Muscles 
or  certain  qualities  of  the  Blood  and  Juice,  as  sizy  oj 
watery,  flegmatic  or  fiery  acid  or  alkaline?  . . . And  tht 
Physician  shall  tell  one  Man,  that  certain  kinds  of  Ex 
ercise  or  Dyet,  or  medicine  are  not  adapted  or  consis 
tent  with  his  Constitution,  that  is,  not  compatible  witl 
that  Man’s  Health,  which  he  would  say  are  the  best 
adapted  to  Health  in  another.56 

Adams  had  a more  practical  attitude  towarc 
health  when  in  September,  1776,  he  shared  a roon 
with  Benjamin  Franklin  in  Brunswick,  New  Jersey 
There  was  no  chimney  in  the  room  and  the  smal 
window  was  shut.  Franklin  protested  “We  shall  be 
suffocated.”  Franklin  theorized  that  cold  air  does 
not  cause  colds.  Fortunately  for  Adams,  Franklin’s  i 
oration  on  colds  put  him  to  sleep.  In  brief,  Franklir 
argued  that  human  respiration  and  perspiratior 
destroy  a gallon  of  air  a minute.  Two  persons  in  the 
same  room  would  consume  all  the  air  in  an  hour  oi 
two,  and  people  breathing  bad  air  imbibe  the  un 
known  causes  of  colds.  But  Adams  disagreed.  Cole 
air,  he  insisted  before  falling  off  into  sleep,  is  the 
obvious  cause  of  colds.  John  Jones,  M.D.,  Franklin’s 
physician,  was  of  Adams’s  opinion.  He  recalled  thai 
“Franklin  fell  victim  to  a violent  cold  which  chokee 
him  by  sitting  some  hours  at  a Window,  with  cool  ai 
blowing  upon.”57  In  1783,  Adams  modified  his  view: 
on  the  origin  of  colds.  Inspiration  draws  salubrious 
particles  into  the  lungs  and  expiration  expels  noxious 
particles.  Air  once  breathed  is  altered  and  unfit  t( 
be  breathed  again.  Therefore,  he  reasoned,  it  is 
healthful  to  air  all  rooms.58  His  experiences  in  Bil 
boa,  Spain,  in  1780,  probably  influenced  his  rea 
soning  on  colds.  He  contracted  violent  colds  ir 
Bilboa’s  dwelling  places  that  lacked  windows  anc 
chimneys,  whereas  in  France  which  boasted  hygienic 
houses,  he  was  less  susceptible  to  colds.59 

In  1788,  aboard  the  frigate  Boston  en  route  tc 
France,  Adams  noted  the  unsanitary  conditions 
prevailing.  He  urged  Captain  Samuel  Tucker  tc 
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>rder  the  men  to  wash,  sweep  their  quarters,  and 
>urify  their  clothing.  Also,  he  recommended  that 
neals  be  provided  regularly  to  sustain  the  sailors’ 
lealth  and  spirits.60  During  this  passage,  Adams 
lad  occasion  to  hold  down  Lieutenant  William 
iarron  while  the  ship’s  surgeon  amputated  the  off- 
er's right  leg  below  the  knee;  the  unfortunate  lieu- 
enant  had  had  a gun  burst  on  him  while  he  fired  a 
varning  shot  to  halt  a French  brig.  The  operation 
vas  too  much  for  Lieutenant  Barron  to  bear;  he  died 
i few  days  later,  the  physician’s  efforts  to  save  him 
lotwithstanding.61 

As  President,  the  conservative  Mr.  Adams  signed 
in  act  establishing  the  Marine  Hospital  Service  for 
the  relief  of  sick  and  disabled  seamen.”  Sailors 
locking  in  American  ports  paid  20  cents  a month  for 
lealth  services.  This  act  provided  for  the  first  pre- 
>aid  medical-care  program  in  the  United  States,  a 
ittle-known  forerunner  of  the  giant  health  plans  now 
xtant  in  our  nation.62 

Health  of  President  John  Adams 

Although  he  lived  to  be  more  than  ninety  years  of 
ige,  Adams  feared  imminent  death  frequently.  He 
lad  his  share  of  colds,  agues,  alimentary  disorders, 
md  nervous  afflictions.  Early  in  life,  while  he 
ooarded  with  Dr.  Willard  in  Worcester,  he  caught  a 
iad  cold  en  route  to  Joshua  W’illard’s  wedding.  His 
riend  diagnosed  the  cause  of  his  ailment  as  “too  close 
ipplication  to  a school  and  studies  which  corrupted 
lis  whole  mass  of  blood  and  juices.”  To  restore 
larmony  to  Adams’s  “corrupted”  secretions,  Dr. 
-Villard  prescribed  a diet  of  bread,  milk,  vegetables, 
ind  water  for  his  patient.  The  regimen  relieved  the 
/oung  teacher  of  his  headaches  but  his  severe 
leartburns  persisted;  only  large  drafts  of  tea  could 
elieve  him.  Adams  followed  Dr.  Willard’s  advice  for 
/ears.63  Sometimes  Adams  would  purge  himself  by 
aking  a vomit  of  tartar  emetic  and  turpeth  mineral, 
i cathartic  prepared  from  East  Indian  jalap.  This 
^reparation,  wrote  poor  Adams,  “worked  seven  times 
ind  wrecked  me  much.64  In  1760  he  complained  of 
in  ugly  cold,  phlegmatic  stomach,  and  cholicky  pain 
n his  bowels65;  in  1764,  he  left  home  for  Plymouth 
‘with  a [fowl]  disordered  stomach,  a pale  face,  an 
iching  head,  and  an  anxious  heart66”;  in  1771, 
veakened  by  his  diet,  the  unhealthy  air  of  Boston,  the 
igors  of  public  duties,  aches  and  pains  in  back,  chest, 
md  head,  and  depressed  by  the  apathy  of  Bostonians 
x>  the  patriot  cause,  he  left  Boston  for  a sojourn  at  his 
arm,  enjoying  the  fine  air,  exercises,  and  his  family 
ife.  Later,  inspired  by  the  testimony  of  David  Or- 
■utt  that  the  springs  had  cured  him  of  his  chronic 
heumatism,  Adams  journeyed  from  Boston  to 
Stafford,  enjoying  his  travels  and  looking  forward  to 
Irinking  of  the  clean  and  limpid  water  which  had  a 
aint  and  not  unpleasant  metallic  taste.  There, 
oined  by  the  scrofulous,  the  halt,  the  lame,  and  the 
lypochondriac,  he  drank  of  the  water,  plunged  into 
t,  and  awaited  its  supposed  panaceas.  But  Adams 


never  knew  whether  the  waters  had  relieved  him  of 
his  pains  or  anxieties  or  whether  his  well-tempered 
travels  had  improved  his  health.67  68 

While  serving  with  the  Continental  Congress  in 
Philadelphia,  Adams  complained  of  sore,  inflamed 
eyes,  and  long,  melancholy-inducing  colds69;  his  eyes 
troubled  him  again  while  aboard  the  frigate  Boston 
in  1778.  Nicholas  Noel,  M.D.,  treated  him  with  phial 
balsamum  fioraventi,  very  much  compounded. 
Adams  described  this  preparation  as  a very  subtle 
and  penetrating  medicine  which  should  be  admin- 
istered as  follows:  “Pour  a few  drops  into  the  Palms 
of  your  hands,  rub  it  over  the  Palm  and  the  Fingers, 
and  then  hold  the  insides  of  your  hands  before  your 
eyes,  and  the  Steam  which  evaporates  enters  the  eyes 
and  works  them  clear.”70 

In  1781,  Adams  served  as  a minister  to  Holland, 
hoping  to  entice  the  Dutch  into  an  alliance  with  the 
United  States,  but  a fever  he  contracted  there  un- 
nerved him.  He  thought  he  would  die  there,  a 
martyr  to  the  Dutch  alliance.71  His  illness  was  se- 
vere; in  a coma  for  five  days,  he  was  brought  through 
a crisis  by  a devoted  Dutch  physician.72  In  1783,  he 
had  the  Dutch  fever  again.  After  being  bled  by  Sir 
James  Jay,  M.D.,  the  brother  of  John  Jay,  Adams 
recovered.73  From  October  to  December  1790, 
Adams  endured  nervous  ills.  He  used  Jesuit’s  or 
Peruvian  bark  to  relieve  his  headaches.  In  Decem- 
ber, 1791,  he  wrote  less  of  his  nervous  ills,  but  com- 
plained of  a great  cold.74  His  Dutch  fever  returned 
again  in  1791,  weakening  him  to  the  extent  that  he 
could  barely  attend  Congressional  sessions.  As 
President,  he  acquired  a “great  cold”  in  Trenton, 
New  Jersey.  Fussed  over  by  maiden  ladies,  the 
Misses  Barnes,  Adams  was  well  dosed  by  them  with 
calomel,  rhubarb,  and  a private  remedy  that  cured 
him.  Abigail  was  vexed  that  their  remedy  was  better 
than  hers,  so  proud  was  she  of  her  special  pharma- 
copia.75 

The  presidency  wore  out  Adams.  His  eyes  weak- 
ened so  that  he  could  barely  read  or  write,  he  lost  his 
hair  and  his  teeth,  and  he  lisped  because  he  refused 
to  wear  false  teeth.76 

Although  Philadelphia  was  a very  healthful  city  in 
November,  1797,  Adams  was  confined  to  his  bed  for 
ten  days  after  contracting  a severe  cold  on  a very  raw 
day.  Fortunately,  commented  Abigail,  “good  nurs- 
ing got  the  better  of  it.”77  In  May,  1798,  Abigail 
feared  that  the  office  would  wear  Adams  down:  “He 
needs  a respite — or  he’ll  succumb.”  Later  that 
month  she  was  still  worried;  “Mr.  Adams  looks  very 
pale,  he  falls  away.”78  But  Adams  persevered. 
Perhaps  Jefferson’s  victory  in  the  next  election  added 
years  to  his  life. 

Rheumatism  stalked  him  in  his  later  years.  Dr. 
Waterhouse  advised  him  to  avoid  volatile  tincture  of 
guaiacum  for  rheumatism,  instead,  he  instructed  the 
ex-President  to  apply  a coarse  cloth  called  krosh  by 
the  Russians  “to  the  limb  that  is  affected  and  to  the 
region  of  the  hip  and  loins,  beginning  of  leg,  and  so 
rubbing  upward.  This  should  be  done  by  some 


February  1977/New  York  State  Journal  of  Medicine  273 


prudent  man,  who  will  be  careful  not  to  rub  off  the 
skin.”  If  this  cloth  was  unavailable,  Dr.  Waterhouse 
recommended  using  a stiff,  short  brush.  He  attrib- 
uted Adams’  pain  to  “a  diminished  tone  in  the  fibres 
of  the  investing  membranes,  hence  they  require  ex- 
citement by  friction,  or  by  blistering  with  mustard 
or  cantherides,  an  infallible  remedy.”  Oddly,  Dr. 
Waterhouse  added  that  the  philosophy  of  currying 
a horse  is  to  prevent  rheumatism.79 

In  1811,  Adams  wrote  to  Dr.  Rush  that  he  had  a 
good  appetite,  slept  well,  and  read  better  since  he  had 
spectacles  prescribed  for  him.  But  his  organs  of 
speech  were  gone.  When  he  tried  to  converse  with 
Robert  Treat  Paine,  the  affair  was  ludicrous.  “He 
is  above  80.  I cannot  speak,  and  he  cannot  hear.  Yet 
we  converse  . . .”80 

Adams,  like  his  one-time  enemy  and  reconciled 
friend,  Thomas  Jefferson,  died  on  July  4, 1826,  fifty 
years  after  they  had  signed  the  Declaration  of  Inde- 
pendence. Adams  murmured,  ‘“It  is  a great  day.  It 
is  a good  day.”  About  one  in  the  afternoon  he  said, 
“Thomas  Jefferson  survives,”  but  the  last  word  was 
indistinct  and  imperfectly  uttered.  He  spoke  no 
more.  So  did  his  son,  John  Quincy,  write  about  his 
father’s  passing,  a death  which  James  Truslow 
Adams  characterized  as  “merely  the  cessation  of  the 
functions  of  a body  worn  out  by  age.”81 

John  Adams  and  smallpox 

In  1721,  Cotton  Mather  encouraged  the  intro- 
duction of  inoculation  for  variola.  He  was  thanked 
for  his  humanitarianism  by  having  his  house  bombed 
by  an  ill-informed  bigot  who  disliked  his  advanced 
medical  thinking.  It  was  Adams’s  great-great- 
grandfather,  Zabdiel  Boylston,  M.D.,  who  actually 
introduced  smallpox  inoculation  into  the  British 
Empire.82  Physicians  in  the  early  eighteenth  cen- 
tury had  a difficult  time  convincing  the  public  that 
inoculation  was  less  dangerous  than  “smallpox  taken 
in  a natural  way.”  Laws  were  passed  against  inoc- 
ulation, and  in  Boston  the  respected  William  Doug- 
lass, M.D.,  led  a physicians’  movement  against  in- 
oculation; but  Dr.  Boylston,  encouraged  by  Mather, 
successfully  inoculated  his  six-year-old  son  Thomas 
and  two  of  his  Negro  slaves.  But  the  public  raged 
against  Dr.  Boylston’s  daring  practice,  a reaction 
noted  by  Cotton  Mather  in  his  diary  for  July  16  and 
18,  1721: 

I have  instructed  one  physician  (Boylston)  in  the 
New  Method  used  hy  the  Africans  and  Asiatics,  to 
prevent  and  abate  the  Dangers  of  Small-Pox,  and  in- 
fallibly save  the  Lives  of  those  that  have  it  wisely  man- 
aged upon  them.  The  Destroyer,  being  enraged  at  the 
proposal  of  any  Thing,  that  may  rescue  the  Lives  of  our 
poor  People  from  him,  has  taken  a strange  Possession 
of  the  People  on  this  Occasion.  They  rave,  rail,  they 
blaspheme;  they  talk  not  only  like  Ideots  but  also  like 
Frantics.  And  not  only  the  Physician  who  began  the 
Kxperiment  but  I also  am  an  object  of  Their  Fury;  their 
furious  Obloquies  and  Invectives. 

The  cursed  Clamour  of  the  People  strangely  pos- 
< si  d by  the  Devil  wili  probably  prevent  my  saving 


the  Lives  of  my  Two  Children  from  the  Smallpox  in  I 
the  way  of  Transplantation.83 

Interestingly,  Dr.  Boylston  received  more  sup- 
port from  the  ministry  than  from  his  own  profession 
Reprimanded  by  the  selectmen  and  justices  of  Bos-  ! 
ton  for  spreading  smallpox,  Dr.  Boylston  was  vigor- 
ously defended  by  ministers  Cotton  Mather,  Increase 
Mather,  Benjamin  Colman,  Thomas  Prince,  John 
Webb,  and  William  Cooper.  In  1722,  Dr.  Boylston 
proved  to  all  the  efficacy  of  his  technique;  of  286 
persons  inoculated  (247  by  Dr.  Boylston)  only  6 died. 
But  of  7,590  Bostonians  afflicted  with  the  disease 
844  died.  Now  Dr.  Douglass  was  willing  to  admit  the 
merit  of  Boylston’s  method.84 

During  the  smallpox  epidemic  of  1764  in  Massa- 
chusetts, John  Adams  decided  to  have  himself  in- 
oculated. His  physicians,  Dr.  Warren  and  Dr.  Per- 
kins, believed  in  Adam  Thompson,  M.D.’s,  regimen 
for  patients  awaiting  inoculation  as  set  forth  in  his 
Discourse  on  the  Preparation  of  the  Body  for  the 
Small-Pox,  Philadelphia,  1750.85  As  prescribed  in 
Dr.  Thompson’s  book,  Adams’s  treatment  began  with 
a “vomit”  followed  hy  a severe  cathartic.  His  diet, 
bread,  milk,  pudding,  and  rice,  was  adequate,  al- 
though he  missed  condiments  and  butter.  The 
medicines  were  neither  nauseating  nor  painful: 
“Physick  and  abstinence  agree.”86  Adams  describes 
the  inoculation  procedure  in  quaint  rhetoric: 

Dr.  Perkins  demanded  my  left  arm  and  Dr.  Warren  my 
brother’s.  They  took  their  Launcetts  and  with  their 
Points  divided  the  skin  about  a Quarter  of  an  inch  and 
just  suffering  the  blood  to  appear,  buried  a thread  (in- 
fected) about  a Quarter  of  an  inch  long  in  the  Channell. 

A little  lint  was  then  laid  over  the  scratch  and  a Piece 
of  Ragg  pressed  on,  and  then  a Bandage  bound  over  all, 
and  I was  bid  to  go  where  and  do  what  I pleased.  The 
Doctors  left  us  Pills  red  and  black  to  take  Night  and  1 
Morning,  and  ordered  my  Brother,  larger  Doses  than 
me,  on  Account  of  the  Differences  in  our  Constitu- 
tions.87 

Adams  and  9 other  patients  were  confined  to  tht 
hospital  for  three  weeks.  Although  he  writes  o: 
headaches,  backaches,  kneeaches,  gagging  fever,  anc 
eruptions,  his  spirits  were  good  after  the  pock  marks 
erupted.  In  a letter  to  Abigail,  April  26,  1764,  h( 
summed  up  his  reaction  to  inoculation: 

Do  not  conclude  from  any  Thing  I have  written  that 
I think  Inoculation  a light  matter — A long  and  total 
abstinence  from  everything  in  Nature  that  has  any 
Taste;  two  long  heavy  Vomits,  one  heavy  Cathartick,  1 1 
four  and  twenty  Mercurial  and  Antimonial  Pills,  and. 
Three  weeks  of  Close  Confinement  to  an  House,  are.  1 
according  to  my  Estimatiom,  no  small  matters.88 

Poor  John  Adams;  he  seemed  always  to  demand 
sympathy.  Might  he  not  have  spared  Abigail  anxi- , 
ety,  for  all  during  their  wedded  life  she  had  to  manage 
things  alone  as  Adams  attended  Congress  in  Phila- 
delphia and  traveled  to  France,  Spain,  Holland,  and 
England  on  government  business. 

In  1775  Abigail  had  her  children  and  herself  inoc- 
ulated. After  three  weeks  Charles  got  the  pox.  He 
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was  unconscious  and  delirious  for  forty-eight  hours, 
occasioning  Abigail  to  write  “He  is  not  mine,  but 
conditionally,  and  subject  to  the  will  of  a Superior 
whose  will  be  done.”89 

Adams  fretted  that  the  smallpox  epidemic  of  1766 
overburdened  the  attending  physicians,  none  of 
whom,  he  feared,  could  attend  1,000  patients  and  yet 
insure  that  “the  Matter  is  good,  the  thread  covered 
with  it,  . . . nor  the  incision  properly  made.”90  In 
1777,  small  pox  was  still  thick  in  the  country,  com- 
pelling General  Washington  to  have  the  entire  army 
inoculated.91  The  retreat  of  the  Army  from  Quebec 
was  precipitated  by  the  high  incidence  of  smallpox 
among  the  American  invaders.  The  American 
Army’s  number  of  smallpox  cases  was  ten  times 
worse  than  the  “Britons.”92  Dr.  Waterhouse,  who 
mailed  Adams  a copy  of  his  paper,  “Prospect  of  ex- 
terminating the  Small-Pox:  History  of  the  Variolae 
vaccinae  or  Kine  Pox,”  receives  but  one  sentence, 
although  a significant  one,  in  Castigliani’s94  A His- 
tory of  Medicine:  “In  the  United  States  vaccination 
was  performed  by  Benjamin  Waterhouse  (1754— 
1846)  who  in  July  1800  vaccinated,  with  serum  re- 
ceived from  London,  his  own  children,  who  later 
failed  to  take  smallpox  when  exposed  to  it.”93-94 

Conclusion 

Although  he  was  not  in  tune  with  American  leaders 
who  championed  popular  democracy  for  the  United 
States,  Adams’  spirited  defense  of  constitutional 
government,  education,  and  science  helped  formulate 
and  perpetuate  American  idealism  that  rises  above 
factional  interests.  A skeptical  aristocrat,  he  helped 
keep  his  nation  from  adventuring  unprofitably  in 
foreign  wars  at  a critical  period  of  its  history.  A 
friend  of  physicians,  he  gave  encouragement  to 
medical  science  and  its  leaders.  Somewhat  pessi- 
mistic and  hypochondriacal,  he  was  sustained  in 
many  of  his  trials  by  his  devoted  and  talented  wife, 
Abigail.  He  gave  his  country  its  sixth  President,  his 
son  John  Quincy,  the  father  of  the  statesman  and 
historian,  Charles  Francis  Adams,  who  in  turn  sired 
two  brilliant  historians,  Henry  Adams  and  Brooks 
Adams.  Later  Adamses  have  continued  to  add  to 
America’s  cultural  greatness. 

Adams  lived  an  active  intellectual  life  from  his 
Harvard  days  until  his  death.  Fortunately,  his  fears 
of  early  infirmity  never  came  to  pass. 

47  Tanager  Lane 
Levittown,  New  York  11756 
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Tests  of  unborn  child 
reveal  potential  defects 

All  pregnant  women  past  the  age  of  thirty-five  should 
he  offered  a test  to  determine  whether  their  child  will  be 
normal,  declares  a research  report  in  the  September  27 
Journal  of  the  American  Medical  Association. 

The  older  mothers  have  an  increased  risk  of  giving  birth 
to  mongoloid  infants,  the  report  points  out.  The  test  also 
should  be  given  to  expectant  mothers  of  all  ages  who  are 
Rh-negative,  diabetic,  have  high  blood  pressure,  or  have 
a family  history  of  defective  children. 

The  test,  known  as  amniocentesis,  is  a highly  accurate 
and  safe  procedure,  for  both  the  mother  and  the  unborn 
hild  says  the  report  from  the  National  Institute  of  Child 
' ml  H .man  Development,  Bethesda,  Md.,  following  a 
five-year  study. 

' ■ a ' c ds  means  the  extraction  and  analysis  of  fluid 
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from  the  sac  surrounding  the  baby  inside  the  pregnant 
woman.  It  can  predict  many  potential  abnormalities.  It 
also  can  detect  the  sex  of  the  baby  some  months  before 
birth. 

Of  the  1,040  women  undergoing  the  test  in  the  NICHD 
study,  more  than  95  per  cent  were  reassured  of  no  abnor- 
mality in  the  fetus  and  their  pregnancies  continued,  the 
report  says. 

“Amniocentesis  served  to  provide  reassurance,  assistance 
in  having  normal  children,  and,  in  numerous  instances, 
avoidance  of  abortion,”  the  NICHD  says. 

Some  39  of  the  women  learned  from  the  tests  that  their 
child  would  be  seriously  deformed,  and  elected  to  have 
abortions. 

There  was  no  indication  that  amniocentesis  injured  ei- 
ther the  mother  or  the  unborn  child,  the  report  says.  Di- 
agnostic accuracy  was  99.4  per  cent. 
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Obituaries 


Fred  Frank  Albright,  M.D.,  of  Troy,  died  on  October 
19  at  the  age  of  sixty-six.  Dr.  Albright  graduated  in  1936 
from  Albany  Medical  College.  He  was  an  attending  oto- 
laryngologist at  The  Leonard  Hospital.  Dr.  Albright  was 
a member  of  the  Rensselaer  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Arthur  Harold  Aufses,  M.D.,  of  New  York  City,  died  on 
November  4 at  the  age  of  seventy-eight.  Dr.  Aufses 
graduated  in  1921  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting  surgeon  at 
The  Mount  Sinai  Hospital.  Dr.  Aufses  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Diplomate  of  the 
American  Board  of  Thoracic  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the  American 
College  of  Chest  Physicians,  and  a member  of  the  American 
Association  for  Thoracic  Surgery,  the  New  York  Academy 
of  Medicine,  the  New  York  Society  for  Thoracic  Surgery, 
the  New  York  Surgical  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Howard  Beach,  M.D.,  of  Fort  Myers,  Florida,  formerly 
of  Sylvan  Beach,  died  on  October  31  at  the  age  of  sev- 
enty-eight. Dr.  Beach  graduated  in  1924  from  Syracuse 
University  College  of  Medicine.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Madison,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Frank  Brown  Berry,  M.D.,  of  New  York  City,  died  on 
October  14  at  the  age  of  eighty-four.  Dr.  Berry  graduated 
in  1917  from  Harvard  University  Medical  School.  He  was 
a consulting  thoracic  surgeon  at  The  Roosevelt  Hospital. 
Dr.  Berry  was  a Diplomate  of  the  American  Board  of  Sur- 
gery, a Diplomate  of  the  American  Board  of  Thoracic 
Surgery,  a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Surgical  Association,  the 
American  Association  for  Thoracic  Surgery,  the  American 
Association  for  Surgery  of  Trauma,  the  Society  for  Ex- 
perimental Biology7  and  Medicine,  the  New  York  Academy 
of  Medicine,  the  New  York  Surgical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Ernest  Buffone,  M.D.,  of  Brooklyn,  died  on  August  23  in 
his  seventy-sixth  year.  Dr.  Buffone  graduated  in  1926 
from  Eclectic  College  of  Medicine  and  Surgery,  Cincinnati. 
He  had  been  an  associate  physician  in  general  practice  at 
Community  Hospital  of  Brooklyn.  Dr.  Buffone  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  Medical  Sciety  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Carl  G.  Candiloro,  M.D.,  of  Queens  Village,  died  on 
September  1 at  the  age  of  seventy-two.  Dr.  Candiloro 


graduated  in  1929  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  He  was  a Fellow  of  the  In- 
ternational College  of  Surgeons  and  a member  of  the 
American  Geriatrics  Society,  the  Pan  American  Medical 
Association,  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Giachino  Chianchiano,  M.D.,  of  Pompano  Beach,  Flor- 
ida, formerly  of  Maspeth,  died  on  June  21  at  the  age  of 
seventy-nine.  Dr.  Chianchiano  graduated  in  1920  from 
University  and  Bellevue  Hospital  Medical  College.  Before 
his  retirement  he  had  been  an  associate  surgeon  at  Wil- 
liamsburgh  General  Hospital.  Dr.  Chianchiano  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Donald  Michael  Frey,  M.D.,  of  Niagara  Falls,  died  on 
October  16  at  the  age  of  forty-seven.  Dr.  Frey  graduated 
in  1956  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  associate  chief  of  radiology  at  Niagara  Falls 
Memorial  Center.  Dr.  Frey  was  a Diplomate  of  the 
American  Board  of  Radiology  and  a member  of  the  Niagara 
Falls  Academy  of  Medicine,  the  Niagara  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Emil  Elmer  Fried,  M.D.,  of  Long  Island  City  and  Astoria, 
died  on  October  23  at  the  age  of  sixty-two.  Dr.  Fried  re- 
ceived his  medical  degree  from  the  University  of  Szeged 
in  1939.  He  was  a member  of  the  medical  staff  in  general 
practice  at  Boulevard  Hospital.  Dr.  Fried  was  a member 
of  the  American  Academy  of  Family  Physicians,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Anatole  Gourin,  M.D.,  of  Brooklyn,  died  on  June  8 at  the 
age  of  fifty-two.  Dr.  Gourin  graduated  in  1957  from  the 
University  of  Queensland  Medical  School,  Brisbane.  He 
was  an  active  attending  thoracic  surgeon  at  Kings  County 
Hospital  Center,  an  attending  surgeon  at  State  University 
Downstate  Medical  Center,  an  assistant  surgeon  at  Coney 
Island  Hospital,  and  an  associate  surgeon  at  Caledonian 
Hospital.  Dr.  Gourin  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Diplomate  of  the  American  Board  of 
Thoracic  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  American  College  of  Chest  Phy- 
sicians, and  a member  of  the  New  York  Society  for  Tho- 
racic Surgery,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

David  N.  Graubert,  M.D.,  of  Middle  Neck  and  Great 
Neck,  died  on  October  10  at  the  age  of  sixty-four.  Dr. 
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Graubf  ■.  received  his  medical  degree  from  the  University 
of  I den  in  1936.  He  was  an  attending  psychiatrist  at 
C ney  Island  Hospital  and  director  of  neurology  and  psy- 
.. hiatry  at  St.  John’s  Episcopal  Hospital.  Dr.  Graubert  was 
a Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the  American 
Psychiatric  Association,  the  American  Academy  of  Psy- 
choanalysis, the  Association  for  Research  in  Nervous  and 
Mental  Disease,  the  Nassau  Academy  of  Medicine,  the 
Nassau  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Archie  M.  Harris,  M.D.,  of  Rockville  Centre,  died  on 
November  8 at  the  age  of  seventy.  Dr.  Harris  graduated 
in  1933  from  New  York  Homeopathic  Medical  School  and 
Flower  Hospital.  He  was  a member  of  the  medical  staff 
in  family  medicine  at  South  Nassau  Communities  hospital 
and  an  honorary  general  practitioner  at  Mercy  Hospital, 
Rockville  Centre.  Dr.  Harris  was  a member  of  the  Amer- 
ican Academy  of  Family  Physicians,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Jean  Fuller  Huddleston,  M.D.,  of  New  York  City,  died 
on  October  15  at  the  age  of  seventy-one.  Dr.  Huddleston 
graduated  in  1933  from  Columbia  University  College  of 
Physicians  and  Surgeons.  She  was  an  attending  physician 
in  chest  diseases  at  Bellevue  Hospital.  Dr.  Huddleston  was 
a member  of  the  American  Thoracic  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Paul  Charles  Johnson,  M.D.,  of  Penn  Yan,  died  on 
September  22  at  the  age  of  sixty-four.  Dr.  Johnson  grad- 
uated in  1938  from  the  University  of  Rochester  School  of 
Medicine.  He  was  a senior  member  of  the  medical  staff 
at  Soldiers  and  Sailors  Memorial  Hospital.  Dr.  Johnson 
was  a member  of  the  Academy  of  Medicine,  the  Yates 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

William  Cambell  Johnstone,  M.D.,  of  Lynbrook,  died 
on  July  23  at  the  age  of  sixty-eight.  Dr.  Johnstone  grad- 
uated in  1943  from  McGill  University  Faculty  of  Medicine. 
He  was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Edmund  Kahan,  M.D.,  of  New  York  City  and  Mamaro- 
neck,  died  on  October  26  at  the  age  of  sixty-three.  Dr. 
Kahan  received  his  medical  degree  from  the  University  of 
Vienna  in  1937.  He  was  an  ophthalmologic  surgeon  at  the 
New  York  Eye  and  Ear  Infirmary.  Dr.  Kahan  was  aDip- 
iomate  of  the  American  Board  of  Ophthalmology,  a Fel- 
low of  the  American  Coliege  of  Surgeons,  and  a member  of 
the  American  Academy  of  Ophthalmology  and  Otolaryn- 
gology, The  Pan  American  Association  of  Ophthalmology, 
the  New  York  Academy  of  Medicine,  the  New  York  Society 
for  Clinical  Ophthalmology,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Jessie  Labanowski,  M.I)  , of  Roslyn  Heights,  died  on 
Sepi ember  25  at  the  age  of  seventy-three.  Dr.  Labanowski 


graduated  in  1926  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  She  was  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists  and 
a member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harris  Julius  Levine,  M.D.,  of  New  York  City,  died  on 
November  2 at  the  age  of  seventy-nine.  Dr.  Levine  grad- 
uated in  1921  from  Long  Island  College  Hospital.  He  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Isaac  Liberman,  M.D.,  of  Brooklyn,  died  on  November 
13  at  the  age  of  fifty-six.  Dr.  Liberman  received  his 
medical  degree  from  the  University  of  Heidelberg  in  1960. 
He  was  an  adjunct,  off  service,  obstetrician  and  gynecolo- 
gist at  Unity  Hospital,  an  adjunct  obstetrician  and 
gynecologist  at  Lefferts  General  Hospital,  and  an  associate 
obstetrician  and  gynecologist  at  Brooklyn  Women’s  Hos- 
pital. Dr.  Liberman  was  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists. 

Erna  Lyon,  M.D.,  of  Flushing  and  Forest  Hills,  died  on 
October  12  at  the  age  of  eighty-one.  Dr.  Lyon  graduated 
in  1923  from  the  University  of  Berlin.  Dr.  Lyon  was  a 
member  of  the  American  Thoracic  Society,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Walter  Meeler,  M.D.,  of  West  Sand  Lake,  died  on  August 
22  at  the  age  of  eighty-four.  Dr.  Meeler  received  his 
medical  degree  from  the  University  of  Munich  in  1920.  He 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  American  Geriatrics  Society,  the  Rensselaer 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Irving  L.  Moskowitz,  M.D.,  of  Rockaway  Park,  died  on 
May  23  at  the  age  of  sixty-seven.  Dr.  Moskowitz  gradu- 
ated in  1934  from  New  York  Homeopathic  Medical  College 
and  Flower  Hospital.  He  was  an  assistant  physician  in 
internal  medicine  at  Jewish  Hospital  and  Medical  Center 
of  Brooklyn  and  an  associate  physician  in  internal  medicine 
at  Kingsbrook  Jewish  Medical  Center.  Dr.  Moskowitz  was 
a member  of  the  American  Geriatrics  Society,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Charles  A.  Ragan,  Jr.,  M.D.,  of  New  York  City,  died  on 
October  26  at  the  age  of  sixty-five.  Dr.  Ragan  graduated 
in  1936  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  former  director  of  and  an  attending 
physician  in  medicine  at  The  Presbyterian  Hospital.  Dr. 
Ragan  was  a Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Master  of  the  American  College  of  Physicians, 
and  a member  of  the  American  Rheumatism  Association, 
The  American  Physiological  Society,  the  American  Society 
for  Clinical  Investigation,  and  the  New  York  Academy  of 
Medicine. 

Boris  M.  Raskin,  M.D.,  of  Brooklyn,  died  on  June  24  in 
his  ninety-fourth  year.  Dr.  Raskin  received  his  medical 
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degree  from  the  University  of  Moscow  in  1920.  He  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Herman  Harvey  Sawicky,  M.D.,  of  New  Rochelle,  died 
on  November  4 in  his  seventy-first  year.  Dr.  Sawicky 
graduated  in  1931  from  the  University  of  Edinburgh  Fac- 
ulty of  Medicine.  He  was  an  emeritus  dermatologist  at 
New  Rochelle  Hospital  Medical  Center.  Dr.  Sawicky  was 
a Diplomate  of  the  American  Board  of  Dermatology,  Inc., 
and  a member  of  the  American  Academy  of  Dermatology, 
the  Society  for  Investigative  Dermatology,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Arthur  Elsworth  Soper,  M.D.,  of  Pitman,  New  Jersey, 
formerly  of  Northport,  died  on  October  30  in  his  ninety- 
fourth  year.  Dr.  Soper  graduated  in  1907  from  Columbia 
University  College  of  Physicians  and  Surgeons.  He  was 
a member  of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Herman  William  Taylor,  M.D.,  of  Miami,  Florida,  for- 
merly of  Freeport,  died  on  May  22  in  his  seventy-fifth  year. 
Dr.  Taylor  graduated  in  1924  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 


Association. 

Alexander  S.  Wiener,  M.D.,  of  Brooklyn  and  New  York 
City,  died  on  November  6 in  his  seventieth  year.  Dr. 
Wiener  graduated  in  1930  from  Long  Island  College  Hos- 
pital. He  was  a consulting  hematologist  and  immunologist 
at  Jewish  Hospital  and  Medical  Center  of  Brooklyn, 
Kingsbrook  Jewish  Medical  Center,  and  Brooklyn  Psy- 
chiatric Center.  Dr.  Wiener  was  a Diplomate  of  the 
American  Board  of  Pathology  (Clinical  Pathology),  a 
Fellow  of  the  American  College  of  Physicians,  a Fellow  of 
the  College  of  American  Pathologists,  and  a member  of  the 
American  Association  of  Immunologists,  the  International 
Society  of  Hematology,  the  American  Society  of  Clinical 
Pathologists,  the  New  York  Academy  of  Medicine,  the  New 
York  State  Society  of  Pathologists,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Joseph  Wilder,  M.D.,  of  Tannersville,  died  on  October  31 
at  the  age  of  eighty-one.  Dr.  Wilder  received  his  medical 
degree  from  the  University  of  Vienna  in  1919.  Retired,  he 
was  an  associate  neurologist  (affiliate)  at  Bird  S.  Coler 
Memorial  Hospital,  a consulting  neuropsychiatrist  at 
Goldwater  Memorial  Hospital,  and  an  emeritus  neurologist 
at  Flower  and  Fifth  Avenue  Hospitals.  Dr.  Wilder  was  a 
member  of  the  American  Psychiatric  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


CORRECTION 

In  the  September,  1976,  Convention  Issue,  of  th e Journal  on  page  1709,  left  column,  in  paragraph  beginning  “Committee  members 
...”  the  word  "adequately”  should  have  been  “inadequately”  to  read:  “As  of  the  date  of  this  report  the  committee  still  feels  that 
in  most  areas  the  practicing  physician  is  inadequately  represented  in  planning  the  operational  phases.” 
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continued  from  page  198 

irradiation  varied  in  type,  dosage,  and  time  periods. 

The  potential  risk  of  mammography  is  hypothetical 
while  the  benefit  is  substantial,  as  shown  by  a recent  study 
in  44  women  with  cancers  found  by  mammography  alone, 
only  one  has  died  from  breast  cancer  in  seven  years  of  fol- 
low-up.5 

LEONARD  B.  GOLDMAN,  M.D.,  F.A.C.R. 

80-20  Broadway 
Elmhurst,  N.Y.  11373 
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Granulomatous  peritonitis 

To  the  Editor:  Without  belaboring  a point,  I question  the 
diagnosis  in  the  article  by  Krumerman  and  Pouliot*  in  the 
New  York  State  Journal  of  Medicine,  October,  1976. 

1 his  seems  to  be  a classical  case  of  granulomatous  per- 
itonitis caused  by  starch  glove  powder.  Was  this  diagnosis 
ruled  out?  An  article  on  this  subject  was  published  in  the 

* Krumerman,  M S.,  and  Pouliot,  G.  J.:  Maternal  vernix 
eax'osa  pfo'onitis;  rare  complication  of  cesarean  section,  New 
York  State  J Med  76:  1879  (Oct.)  1976. 


Archives  of  Surgery.1 

JULIUS  ROCK,  M.D. 

The  University  of  Rochester 
University  Health  Service  I 
250  Crittenden  Boulevard  1 

Rochester,  N.Y.  14642  1 

f Coder,  D.  M.,  and  Olander,  G.  A.:  Granulomatous  peritonitis  ^ 
caused  by  starch  glove  powder,  A.M.A.  Arch.  Surg.  105:  83  1 
(1972). 

Dr.  Krumerman’s  reply 

To  the  Editor:  In  reference  to  Dr.  Rock’s  diagnosis  of  ' 
“a  classical  case  of  granulomatous  peritonitis  caused  by  I 
starch  glove  powder,”  I believe  our  photomicrographs 
clearly  illustrate  the  anucleate  squames  characteristic  of 
vernix  caseosa  of  the  newborn.  One  might  argue,  however, 
that  the  vernix  present  (in  both  intracellular  and  extra- 
cellular location)  is  a finding  incidental  to  a primary 
granulomatous  reaction  to  starch  granules.  As  regard  the  ' 
latter  consideration,  such  granules  (readily  recognizable 
by  their  maltese  cross  pattern  of  birefringence  in  polarized  l 
light)  were  sought  in  our  case.  They  were  clearly  ab- 
sent. 

Parenthetically  may  I add  that  an  excellent  review  of  j . 
starch  granule  peritonitis  may  be  found  in  last  year’s  New  11 
England  Journal  of  Medicine  (Scully,  R.  E.,  etal.:  Weekly  a | 
clinicopathological  exercises;  case  report,  New  England  J.  H 
Med.  293:  394  (Aug.  21)  1975. 

MARTIN  S.  KRUMERMAN,  M.D. 

The  Roosevelt  Hospital  I 
428  West  59th  Street  | 

New  York,  N.Y.  10019 

continued  on  page  281  1 
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[ontinued  from  page  280 

te: 

iovernment  health  care 

ITo  the  Editor:  One  candidate  cries  “much  spending  on 
>xpensive  bills  in  hospitals  could  be  avoided  by  catching 
5 lilments  before  they  become  acute.”  Now,  who  ever  really 
t ieard  of  a cheap  bill.  The  very  word  connotes  furrowed 
Drows  and  peeling  checks. 

Sure,  spotting  of  some  problems  early  can  be  helpful: 
Don’t  smoke — your  lungs  can’t  function,  don’t  drink — your 
iver  is  bad,  change  lifestyle  and/or  habits  for  stress  re- 
luction,  but  to  spot  a problem  doesn’t  insure  a correction, 
jfdow  about  government-paid  transcendental  meditation, 
md/or  psychiatry,  and/or  hypnosis  to  assist  those  who 
:annot  follow  advice. 

Rheumatic  fever  and  glomerulonephritis  may  be  pre- 
/ented  by  treatment  for  the  “strep"  throat  that  often  ini- 
iates  these  diseases.  A physician  can  do  a throat  culture 
ind,  if  positive,  treat  “strep”  . . . but  by  what  means  does 
me  get  the  person  to  have  his  sore  throat  cultured?  If 
\ done,  will  that  person  continue  the  medication  for  all  the 
! * lays  prescribed?  Okay  government,  how? 

If  “hospitalization  amounts  to  about  40  per  cent  of 
health  care  costs”  (The  Times-Union,  [Sept.  28]  1976,  p. 
4A)  and  is  avoidable  by  preventive  maintenance,  shall  one 
S je  guilty  or  cheated  or  angry  if  flu  led  to  pneumonia,  ex- 
pressive uterine  bleeding  to  a dilatation  and  curettage,  or 
'lomerulonephritis  to  hemodialysis  by  artificial  kidney? 
Vlay  one  sue  the  politicians  who  let  us  believe  that  ailments 


can  be  “caught”  early,  like  a pop-fly  baseball?  Also  if 
politicians  claim  preventive  care  may  mean  less  illness,  will 
we  be  relieved  of  catastrophic  cancers  and  crippling  dis- 
eases, since  fewer  people  should  get  them  with  govern- 
ment-controlled health? 

Funny,  my  automobile  has  preventive  checkups,  tune 
ups,  and  so  forth,  yet  the  radiator  hose  broke,  the  generator 
quit,  a tire  blew,  the  battery  failed,  and  a tie  rod  loosened 
in  between  visits  to  the  shop.  Well,  I guess  people  are  less 
complicated  than  machines!  If  the  government  took  cars 
in  tow,  there ’d  be  no  need  to  tow.  (Like  the  pun?) 

We'll  all  feel  safe  when  the  government  makes  medicine 
social.  It  was  great  in  the  armed  services  having  an  OB- 
GYN  specialist  check  a male’s  prostate.  The  regular  hours 
one  was  permitted  to  be  ill  were  easier  to  handle.  A body 
just  knew  it  had  to  have  its  sickness  from  9 to  5.  Medicine 
was  social,  that  is  person-to-person  interaction  in  the  halls 
waiting. . . . 

Government  health  care  will  make  the  few  operations 
that  are  not  preventable  less  traumatic.  At  birth,  shall  we 
schedule  a tonsillectomy,  appendectomy,  hysterectomy, 
gallbladder,  prostatectomy  for  the  average  age  expected 
for  removal?  Elective  surgery  could  take  that  long  for 
arranging!  It  will  be  a load  off  the  mind  to  have  a set  date. 
Cancellation  is  simpler  than  booking. 

“London — In  Clitheroe,  a town  in  Lancashire,  there  is 
an  unhappy  Englishwoman  who  has  been  waiting  since 
September,  1957,  for  Britain’s  National  Health  Service  to 

continued  on  page  290 
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Pillari,  G.:  Cavographia  e pyelographia  intravenose 

combinate;  abundante  information  proportionate  per  un 
technica  minimamente  invasive,  New  York  State  J.  Med. 
77:  179  (Februario)  1977. 

Le  simple  technica  cavographic  del  vena  cava  inferior 
e le  simultanee  urographia  intravenose  es  un  procedi  men  to 
non  invasive  per  le  evalutat.ion  de  morbos  retroperitoneal. 
Iste  studio  combinate  ha  su  melior  application  in  le  diag- 
nose e classification  (phases)  del  lymphoma  e morbos 
metastatic.  Es  analisate  125  examinationes  consecutive. 
Un  variatate  de  indicationes  adequate  pro  iste  studio  es 
trovate,  mais  su  efficatia  es  particularmente  evidente  pro 
le  examination  de  casos  de  lymphoma  non-Hodgkin,  e plus 
exactemente  in  le  lymphoma  histiocytic.  De  16  casos  de 
iste  lymphoma  (histiocytic)  studiate,  12  esseva  positive  per 
le  presentia  de  aggrandimento  de  nodulos  retro  e paracaval 
(incidentia  de  75  pro  cento).  Le  lymphoma  histiocytic  ha 
predilection  per  le  gruppos  lymphatic  nodal  al  nivello  e 
supra  ille  del  seconde  gruppo  lumbari,  includente  le 
gruppos  para  e retrocaval  superior,  e etiam  le  regiones 
portahepatic  e paraduodenal — iste  gruppos  non  es  visu- 
alisate  con  le  lymphographia.  Le  technica  de  iste  studio 
e criteria  interpretative  es  presentate.  Le  cavographia  e 
le  pyelographia  intravenose  basic  e le  studios  ulteriori  es 
fortiemente  recommendate  coipo  guidas  del  efficatia  del 
chimiotherapia  e/o  le  radiotherapia.  In  presentia  del  in- 
dicationes appropiate,  un  consultation  initial  con  le  ra- 
diologista  per  facer  le  studio  combinate  economisa  tempore 
durante  le  studio  complete  del  patiente. 

Feldman,  N.  R.,  e Gorelick,  D.  A.:  Systemas  collector 
de  gases  anesthetic  in  hospitales  de  Manhattan,  New  York 
State  J.  Med.  77:  186  (Februario)  1977. 

In  vista  de  proyas  indicatori  de  possibile  pericolos  san- 
itari  occupational  al  laborar  in  salas  operatori,  le  Societate 
American  de  Anesthesiologistas,  mediante  un  Committee 
Ad-Hoc,  recommendava,  in  1974,  que  “dispositivos  col- 
lectori  pro  gases  anesthetic  perdite  (non  usate)  sia  pro- 
portionate in  omne  sitos  pro  anesthesiar,”  e que  “debe  facer 
se  effortios  pro  verificar  (‘monitorar’)  le  concentration  del 
gases  anesthetic  perdite”.  Trenta-tres  (33)  hospitales  de 
Manhattan  esseva  investigate  pro  confirmar  si  iste  rec- 
ommendation esseva  satisfacite.  De  26  hospitales  que 
respondite,  14  (54  pro  cento)  habeva  installate  un  systema 
collector  de  gases  anesthetic;  2 (8  pro  cento)  esseva  in- 
stallante  un  systema  de  iste  typo;  7 (27  pro  cento)  esseva 
programante  le  installation  de  un  systema,  e 3 (12  pro 
cento)  reportate  que  non  habeva  planes  pro  iste  installa- 
tion. Dece  ( 1 0)  del  hospitales  con  systema  collector  habeva 
un  via  effective  de  eliminar  los  gases  perdite — mediante 
suction  intramural,  le  aer  conditionate  o un  systema  ex- 
haustive separate.  Quatro  (4)  hospitales  usava  un  via 
specificmente  non  recommendate  per  la  Societate  de  An- 
esthesiologistas. Le  systemas  collector  esseva  significa- 
tivemente  minus  commun  in  hospitales  con  quatro  (4)  o 
minus  alas  operatori,  practicante  2500  o minus  opera- 
iione-  al  anno,  o con  minus  de  quatro  anesthesiologistas 


de  tempore  complete.  Le  numero  de  lectos  del  hospitales, 
le  affiliation  de  scolas  medic  o le  programmas  de  residentias 
in  anesthesiologia  non  differentia  le  hospitales  con  o sin 
systema  collector.  Solmente  un  hospital  seguiva  le  rec- 
ommendation de  verificar  regularmente  le  concentrationes 
del  gases  anesthetic  in  le  aer  del  sala  operatori. 

Singh,  K.  B.:  Sterilisation  tubal  laparoscopic;  ardituras 
per  radiofrequentia,  New  York  State  J.  Med.  77:  190 
(Februario)  1977. 

Le  mechanismos  -possibile  del  ardituras  viscero-ab- 
dominal,  includente  le  intestino  como  occurre  durante  le 
sterilisation  tubari  mediante  le  laparoscopia,  es  discutite, 
e le  literatura  currente  es  revistite.  Es  frustrante  notar  que 
iste  complicationes  occurre  nonobstante  le  modificationes 
recente  del  instrumentation.  Le  diagnose  del  arditura 
intestinal  leve  e superficial  pote  esser  ignorate  perque  es 
basate  in  provas  circumstantial  e indirecte.  Quando  existe 
symptomas  acute  durante  le  periodo  postoperatori  im- 
mediate, debe  dar  se  attentive  consideration  a omne  causas 
possibile,  como  es  illustrate  in  le  casos  describite  in  iste 
presentation.  Es  urgite  que  le  chirurgos  tome  omne 
mensuras,  preventive  e precautori,  e que  etiam  prepare  un 
record  accurate  del  diverse  instrumentos  usate,  como  etiam 
un  description  detaliate  del  procedimento  usate. 

Singh,  K.  B.:  Sterilisation  tubari  mediante  laparoscopia; 
technica  simplificate,  New  York  State  J.  Med.  77:  194 
(Februario)  1977. 

Un  technica  simplificate  per  le  sterilisation  tubari  me- 
diante laparoscopia,  es  describite.  Iste  es  basate  in  (1)  le 
uso  del  currente  coagulante  de  radio-frequentia  per  pro- 
ducer un  sol  arditura  local  in  le  tubos  de  Fallopio,  e (2)  le 
levation  “pulsar-tirar”  (“push-pull  leverage”)  plus  que 
tander  e torquer  le  segmento  coagulate  del  tubos  de  Fal- 
lopio, con  le  consequente  reduction  del  hemorrhagia  del 
mesosalpynx. 

Cea,  P.  C.,  e Lavengood,  R.  W.:  Revista  del  pyeloplastias 
desmembresate,  New  York  State  J.  Med.  77:  197  (Fe- 
bruario) 1977. 

Quaranta  (40)  casos  de  pyeloplastias  desmembresate 
usante  le  drenage  nephrostomic  e le  fixation  (“splint”) 
ureteral  es  revistite.  Non  fallimentos  esseva  trovate  e non 
complicationes  significative  esseva  observate. 

MacCornack,  F.  A.,  Nathan,  J.  K.,  Covey,  L.  S.,  e 
Wynder,  E.  L.:  Uso  de  contraceptivos  oral;  epidemiologia, 
New  York  State  J.  Med.  77:  200  (Februario)  1977. 

Cinquanta  (50)  pro  cento  del  feminas  in  iste  studio  supra 
le  uso  del  contraceptivos  oral  initiava  e terminava  su  uso 
inter  le  etates  de  21  a 29  annos.  Cinquanta-septe  (57)  pro 
cento  usava  le  “pill”  durante  2 annos  o minus.  Le  uso 
prolongate  esseva  un  facto  relativemente  rare;  solmente 
20  pro  cento  del  feminas  inter  30  e 34  annos  habeva  usate 
le  “pill"  durante  5 annos  o plus.  Le  implicationes  del 
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trovatos  in  iste  studio  per  future  investigations  epide- 
miologic del  cancer  in  sitos  endocrinologicmente  rela- 
tionate,  es  discutite. 

Perchuk,  E.,  Tafreshi,  M.,  Radow,  A.,  e Smulewicz,  J. 

J.:  Therapia  sclerosante  del  venas  varicose;  demonstration 
phlebographic  del  spasmo  venose  immediate,  New  York 
State  J.  Med.  77:  204  (Februario)  1977. 

Durante  le  ultime  decade  ha  parite  reportos  supra  le 
applicabilitate  del  agentes  sclerosante  per  le  tractamento 
del  venas  varicose.  Le  alteration  acute  del  circulation 
venose  depost  le  injection  de  un  agente  sclerosante  non  ha 
essite  describite.  In  iste  reporto  nos  describe  le  effectos 
del  agentes  sclerosante  supra  le  circulation  sanguine  in  le 
venas  mediante  le  venographia  facite  ante  e depost  le  in- 
jection del  sulfato  tetradecyl  sodic  (Sotradecol)  intra  le 
venas  varicose. 

Froom,  J.,  Warren,  P.  S.,  Mangone,  D.,  Swearingen,  C., 
e Howe,  B.:  Implementation  del  record  medic  e del  sys- 
tema  informative  per  institutiones  correctional;  systema 
informative  supra  le  sanitate  in  carceres.  New  York  State 
J.  Med.  77:  209  (Februario)  1977. 

Le  inadequatia  del  attention  sanitari  in  prisiones  ha 
essite  documentate  in  varie  evalutationes  recente  del  in- 
stitutiones corrective  del  Statos  Unite.  Nonobstante,  le 
information  supra  le  magnitude  e le  necessitates  e servicios 
sanitari  in  iste  institutiones  permanece  insufficiente.  In 
iste  studio  es  reportate  le  trovatos  recente  de  un  gruppo 
medic  del  Stato  de  Nove  York  que  concebite  e initiate  le 
implementation  del  records  medic  e de  un  systema  infor- 
mative sanitari  per  le  institutiones  corrective  del  Stato. 
Ben  que  diverse  in  le  population  admitite,  le  personal  sa- 
nitari e le  organisation  previe,  cata  institution  correctional 
reportate  un  elevate  utilisation  del  servicios  medic.  In  le 


Clinical  Clues 

— Howell-Jolly  bodies  are  small,  round  nuclear  rem- 
nants, 0.5  to  1 micron  in  diameter,  usually  located  ec- 
centrically in  the  red  blood  cells.  They  are  found  in 
peripheral  blood  films  following  splenectomy  and  may 
also  be  found  in  patients  with  leukemia,  megaloblastic 
anemia,  thalassemia,  and  a variety  of  hemolytic  ane- 
mias. Their  appearance  in  adults  with  sickle-cell  dis- 
ease has  been  attributed  not  only  to  the  hemolytic  ane- 
mia but  also  “autosplenectomy”  secondary  to  repeated 
splenic  thrombosis.  The  normal-functioning  spleen 
Has  the  ability  to  “pit  out”  cytoplasmic  inclusions  such 
as  Howell-Jolly  bodies  from  red  blood  cells  while  leav- 
ing the  remainder  of  the  cell  intact. 

— The  skin  manifestations  of  thyroid  disease  are  often 
overlooked.  Purpura  and  ecchymosis  may  be  promi- 
nent features  of  hypothyroidism.  In  hyperthyroidism, 
localized  pretibial  myxedema  is  the  most  distinctive 
feature.  This  resembles  erysipelas  or  cellulitis  and 
should  be  biopsied.  An  increase  in  long-acting  thy- 
roid-stimulating hormone  often  accompanies  this  sign. 
Itching  may  be  a more  important  diagnostic  clue  of  hy- 
perthyroidism than  is  realized  and  may  be  the  pa- 
tient’s chief  complaint.  Other  skin  manifestations  of 
hyperthyroidism  include  chronic  urticaria,  vitiligo, 
malar  erythema,  telangiectasia,  generalized  hyperpig- 
mentation not  affecting  the  buccal  mucosa,  and  ony- 


phase initial  del  projecto  describite  qui,  le  effortios  ha  essite 
concentrate  en  2 areas:  (1)  uso  appropriate  maxime  del 
personal  existente,  e (2)  introduction  de  un  systema  de 
record  o registro  medic  uniforme.  Le  modificationes 
specific  pro  usar  un  personal  appropriate  include  le  selec- 
tion per  nurses  del  individuos  malate.  Un  modification 
relationate  pro  le  rationalisation  del  uso  del  personal  es  le 
introduction  de  un  pharmacia  de  medicamentos  non  re- 
cetabile  donde  le  prisioneros  pote  obtener  cada  medication 
sin  le  necessitate  de  contacto  con  le  medicos  o nurses.  Le 
characteristicas  principal  del  nove  systemas  de  registros 
medic  orientate  al  problemas  e al  adoption  de  un  systema 
de  information  computerisate.  Le  personal  sanitari  del 
institution  ha  essite  inseniate  pro  registar  appropria- 
temente  le  morbo  pertinente  e pro  proportionar  numeros 
codice  indicatori  quando  le  morbos  registrate  e le  historias 
medic  ha  de  esser  registrate.  Le  information  complete 
obtenite  mediante  le  computation  supra  le  activitate  del 
personal  sanitari  como  etiam  le  symptomas  e le  morbos 
chronic  del  prisioneros  debe  esser  utile  pro  programmar 
plus  melioramentos  del  attention  sanitari  al  population  del 
institutiones  correctional  in  le  Stato  de  Nove  York  e altere 
Statos. 

Shorofsky,  M.  A.,  e Lamm,  N.:  Suppression  del  caffeina; 
cephalalgia  e non  alimentation.  New  York  State  J.  Med. 
77:217  (Februario)  1977. 

Le  dolor  del  capita  causate  per  le  suppression  abrupte 
del  caffeina  presenta  se  con  frequentia  durante  un  breve 
periodo  sin  alimentos,  e pote  esser  prevenite  o abortate 
mediante  le  suppression  gradual  de  iste  periodo  sin  ali- 
mentation o con  le  administration  de  un  suppositorio  de 
caffeina. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


cholysis,  especially  of  the  fourth  nail.  Soft-tissue 
thickening  is  also  an  important  diagnostic  feature. 

— During  normal  pregnancy  there  is  a fall  in  hemoglobin 
concentration  which  is  often  referred  to  as  “the  physi- 
ologic anemia  of  pregnancy.”  This  occurs  because  the 
red-cell  volume  expands  by  at  least  18  per  cent,  reach- 
ing a maximum  at  term,  but  the  plasma  volume  ex- 
pands much  more,  by  about  half,  reaching  a plateau  at 
around  34  weeks  in  the  primigravida  but  continuing  to 
rise  until  term  in  the  multigravida.  Hence  the  fall  in 
hemoglobin  concentration  does  not  signify  “anemia”; 
it  is  a normal  physiologic  event  and  does  not  require 
treatment. 

— Iron  deficiency  is  by  far  the  most  common  cause  of 
anemia  of  pregnancy,  occurring  in  15  to  30  per  cent  of 
women  depending  on  the  diagnostic  criteria  used. 
Morphologic  changes  in  the  red  cell,  hypochromia  and 
microcytosis,  together  with  a fall  in  the  mean  corpus- 
cular hemoglobin  concentration,  are  the  best  guides  to 
a diagnosis  of  anemia. 

— Pregnant  women  often  follow  dietary  fads,  and  defi- 
ciency of  iron  or  folate  may  result. 

— Megaloblastic  anemia  in  pregnancy  is  virtually  always 
due  to  folic-acid  deficiency,  since  pregnancy  does  not 
occur  in  untreated  pernicious  anemia. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Medical  Meetings 


Seminar  on  handicapped  children 

“The  Handicapped  Child:  Practical  Aspects  of  Diag- 
nosis and  Management,”  a seminar  for  pediatricians  and 
family  practitioners,  will  be  presented  on  Saturday,  Feb- 
ruary 26  by  Moss  Rehabilitation  Hospital,  Philadelphia. 

Two-day  conference 

Help  for  parents  of  hearing-handicapped  children  is  the 
subject  of  a two-day  conference  to  be  held  March  4 and  5 
at  the  Lexington  School  for  the  Deaf,  Queens,  N.Y. 

The  meeting  is  sponsored  by  the  Alexander  Graham  Bell 
Association  for  the  Deaf,  New  York  State  Parents  of 
Hearing  Impaired  Children,  and  Lexington  School  for  the 
Deaf.  Several  hundred  parents  are  expected  to  attend,  as 
well  as  educators,  clinicians,  legislators,  and  others  who 
work  with  deaf  children  and  their  families. 

Topics  include  current  and  proposed  legislations,  the 
role  of  parents  as  advocates,  and  the  responsibility  of 
concerned  parents  with  regard  to  education,  clinical,  and 
other  services.  A workshop  will  be  held  on  the  role  of 
parents  in  the  speech  and  language  development  of  their 
children. 

Information  about  exhibits,  participation,  and  regis- 
tration can  be  obtained  from  Dr.  Leo  E.  Connor,  executive 
director,  Lexington  School  for  the  Deaf,  30  Avenue  and  75 
Street,  Queens,  N.Y.  11370. 

Emergency  medicine: 
clinical-radiological  correlation 

This  interspecialty  postgraduate  seminar  will  be  pre- 
sented March  18  to  20,  1977,  at  Pointe  West  Resort  in 
Phoenix,  Arizona.  Content  will  be  directed  to  radiologists 
and  emergency  room  physicians.  The  course  is  approved 
for  14  hours  of  category  I,  American  Medical  Association 
credit. 

For  further  information  write  to  Program  Director, 
Austin  R.  Sandrock,  M.D.,  Chairman,  Department  of  Ra- 
diology, Maricopa  County  General  Hospital,  2601  East 
Roosevelt,  Phoenix,  Arizona  85008. 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 


First  scientific  assembly 

The  American  Congress  of  Allergy  and  Immunology,  the 
first  scientific  assembly  to  be  sponsored  jointly  by  the  four 
national  organizations  of  clinical,  research,  and  academic 
allergists,  will  be  held  in  New  York  City,  March  26  to  31, 
1977. 

For  additional  information,  contact:  Edward  B.  Hauck, 
Revere  Associates,  515  Madison  Avenue,  New  York,  New 
York  10022;  telephone  (212)  751-1996 

Tenth  anniversary  symposium 

The  New  York  State  Kidney  Disease  Institute’s  tenth 
anniversary  symposium  will  be  held  March  31  to  April  1, 
in  Albany,  New  York.  For  further  information  write  to 
New  York  State  Disease  Institute,  120  New  Scotland  Av- 
enue, Albany,  New  York  12208. 

Seminar  date  change 

There  will  be  a seminar  on  “Management  of  Central 
Nervous  System  Malignancies,”  on  April  22,  1977,  at  the 
Roswell  Park  Memorial  Institute.  Chairman:  Dr.  C. 
West.  For  further  information,  contact:  Professional 
Education  Office,  Roswell  Park  Memorial  Institute,  666 
Elm  Street,  Buffalo,  New  York,  14263. 

Annual  convention 

The  New  York  State  Academy  of  Family  Physicians  will 
hold  its  Annual  Convention  from  May  21  to  25, 1977,  at  the 
Tamiment  Resort  and  Country  Club,  Tamiment,  Penn- 
sylvania. The  Congress  of  Delegates  will  convene  on  May 
21  and  May  22,  and  the  Scientific  Assembly  will  be  held  on 
May  23,  24  and  25, 1977. 

Fifth  summer  school 
in  methods  of  immunologic 
research  and  diagnosis 

The  fifth  biennial  course  on  current  methods  of  immu- 
nologic research  and  diagnosis  will  be  offered  by  The 
Center  for  Immunology  of  the  State  University  of  New 
York  at  Buffalo  in  June,  1977.  The  deadline  for  applica- 
tions is  April  15,  1977. 

Further  information  may  be  obtained  from  James  F. 
Mohn,  M.D.,  Director,  The  Center  for  Immunology,  State 
University  of  New  York  at  Buffalo,  210  Sherman  Hall, 
Buffalo,  New  York  14214. 
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Abstracts 


Piliari,  G.:  Combined  cavography  and  intravenous  pye- 
lography; high  information  yield  in  minimally  invasive 
technique,  New  York  State  J.  Med.  77:  179  (Feb.) 
1977. 

The  simple  technique  of  inferior  vena  cavography  and 
simultaneous  intravenous  urography  is  a noninvasive 
procedure  for  the  evaluation  of  retroperitoneal  pathologic 
condition.  This  combined  study  finds  its  greatest  appli- 
cation in  the  diagnosis  and  staging  of  lymphoma  and 
metastatic  disease.  One  hundred  and  five  consecutive 
examinations  are  analyzed;  a variety  of  proper  indications 
for  study  are  noted,  but  particularly  evident  is  the  effec- 
tiveness of  this  examination  in  cases  of  non-Hodgkin’s 
lymphoma  and  more  precisely  in  histiocytic  lymphoma. 
Of  16  cases  of  histiocytic  lymphoma  studied,  12  were  pos- 
itive for  the  presence  of  retro-  and  paracaval  nodal  en- 
largement, an  incidence  of  75  per  cent;  histiocytic  lym- 
phoma has  a predilection  for  lymph  node  groups  at  and 
above  the  level  of  the  second  lumbar  including  the  high 
paracaval  and  retrocaval  groups,  as  well  as  the  region  of  the 
portahepatis  and  paraduodenum — nodal  groups  not 
visualized  on  lymphography.  Technique  of  study  and 
criteria  for  interpretation  are  presented;  base  line 
cavography  and  intravenous  pyelography  and  follow-up 
study  are  strongly  recommended  as  guidelines  to  the  ef- 
fectiveness of  chemotherapy  and/or  radiotherapy.  In  the 
presence  of  proper  indications,  an  initial  consultation  re- 
quest to  the  radiologist  for  combined  study  conserves  time 
in  the  patient’s  overall  work-up. 

Feldman,  N.  R.,  and  Gorelick,  D.  A.:  Scavenging  sys- 
tems for  anesthetic  gases  in  Manhattan  hospitals,  New 
York  State  J.  Med.  77:  186  (Feb.)  1977. 

In  view  of  evidence  indicating  possible  occupational 
health  hazards  of  working  in  an  operating  room,  the 
American  Society  of  Anesthesiologists’  Ad  Hoc  Committee 
recommended  in  1974  that  “scavenging  facilities,  for  waste 
anesthetic  gases,  be  provided  in  all  anesthetizing  locations” 
and  that  “efforts  should  be  made  to  monitor  concentrations 
of  waste  anesthetic  gases.”  Thirty-three  Manhattan 
hospitals  were  surveyed  for  compliance  with  these  rec- 
ommendations. Of  26  responding  hospitals,  14,  54  per 
cent,  had  instalied  a scavenging  system,  two,  8 per  cent, 
were  in  the  process  of  installing  a system,  seven,  27  per  cent, 
were  planning  to  install  a system,  and  three,  12  per  cent, 
reported  no  current  plans  to  install  any.  Ten  of  the  hos- 
pitals with  a scavenging  system  used  an  effective  disposal 
route  for  scavenged  gases  into  the  wall  suction,  air  condi- 
1 ioning  or  a separate  exhaust  system,  but  four  used  a floor 
lf  ' ! route  specifically  not  recommended  by  the  American 
Society  of  Anesthesiologists.  Scavenging  systems  were 
no  1 oi  ly  less  common  in  hospitals  with  four  or  fewer 
ming  2,500  or  fewer  operations 
' ’ mI  b (ewer  I ho n four  full-time  anesthesiologists 
mber  of  hospn  a)  beds,  medical -school  affili- 
■ i ■ 'i  r ; iic-i.hi  oology  r idency  program  did  not  dis- 


tinguish between  hospitals  with  or  without  a scavenging 
system.  Only  one  hospital  was  following  the  recommen- 
dation to  regularly  monitor  anesthetic  gas  concentrations 
in  operating  room  air. 

Singh,  K.  B.:  Laparoscopic  tubal  sterilization;  radiofre- 
quency burns,  New  York  State  J.  Med.  77:  190  (Feb.) 

1976. 

Possible  mechanisms  of  abdominal  visceral  burns  in- 
cluding the  bowel  which  occur  during  laparoscopic  tubal 
sterilization  are  discussed,  and  the  current  literature  re- 
viewed. It  is  frustrating  to  note  that  these  complications 
occur  despite  recent  modifications  of  instrumentation. 
The  diagnosis  of  minor  superficial  bowel  burn  may  be 
overlooked  since  it  is  mainly  based  on  circumstantial  and 
indirect  evidence.  When  acute  symptoms  in  the  abdomen 
develop  in  the  immediate  postoperative  period,  careful 
consideration  must  be  given  for  all  possible  causes  as  il- 
lustrated by  a case  presentation.  It  is  urged  that  surgeons 
take  all  precautionary  and  preventive  measures  and  that 
they  also  keep  an  accurate  record  of  various  instruments 
used  as  well  as  a detailed  description  of  the  procedure. 

Singh,  K.  B:  Tubal  sterilization  by  laparoscopy;  sim- 

plified technique,  New  York  State  J.  Med.  77: 194  (Feb.) 

1977. 

A simplified  technique  of  tubal  sterilization  by  lapa- 
roscopy is  described.  The  technique  is  based  on  (1)  the  use 
of  coagulation-mode  radiofrequency  current  to  produce 
a single,  focal  burn  of  the  fallopian  tube.  (2)  Using  push- 
pull  leverage  rather  than  shearing  and  twisting  of  the 
coagulated  segment  of  the  fallopian  tube  minimizes 
mesosalpingeal  bleeding.  Several  advantages  of  the 
technique  are  mentioned;  results  have  been  published  in 
the  September  issue  of  this  Journal. 

Cea,  P.  C.,  and  Lavengood,  R.  W.:  Review  of  dismem- 
bered pyeloplasties,  New  York  State  J.  Med.  77:  197 
(Feb.)  1977. 

Forty  cases  of  dismembered  pyeloplasties  using  ne- 
phrostomy drainage  and  ureteral  splint  are  reviewed.  No 
failures  were  encountered,  and  no  significant  complications 
were  noted. 


MacCornack,  F.  A.,  Nathan,  J.  K.,  Covey,  L.  S.,  and 
Wynder,  E.  L.:  Oral  contraceptive  use;  epidemiology, 
New  York  State  J.  Med.  77:  200  (Feb.)  1977. 

Half  the  women  in  this  study  of  oral  contraceptive  users 
started  and  terminated  use  of  pill  between  the  ages  of  21 
and  29;  57  per  cent  used  the  pill  for  two  years  or  less. 
Long-term  use  was  a relatively  rare  occurrence;  only  20  per 
cent  of  the  women  aged  30  to  34  had  used  the  pill  for  five 
years  or  more.  Implications  of  the  study’s  findings  for 
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future  cancer  epidemiologic  research  of  endocrine-related 
sites  are  discussed. 

Perchuk,  E.t  Tafreshi,  M.,  Radow,  A.,  and  Smulewicz, 

J.  J.:  Sclerotherapy  of  varicose  veins;  phlebographic 
demonstration  of  immediate  venous  spasm,  New  York 
State  J.  Med.  77:  204  (Feb.)  1977. 

Over  the  last  decade  reports  have  appeared  on  the  ap- 
plicability of  sclerosing  agents  as  a treatment  of  varicose 
veins.  The  acute  alteration  of  venous  circulation  following 
the  introduction  of  a sclerosant  has  not  been  described.  In 
this  report,  we  describe  the  effects  of  sclerosing  agents  on 
venous  blood  flow  by  venography  prior  to  and  following  the 
injection  of  sodium  tetradecyl  sulfate  (Sotradecol)  into 
varicose  veins. 

Froom,  J.,  Warren,  P.  S.,  Mangone,  D.,  Swearingen,  C., 
and  Howe,  B.:  Implementation  of  medical  record  and 
data  system  for  correctional  facilities;  prison  health  data 
system,  New  York  State  J.  Med.  77:  209  (Feb.)  1977. 

The  inadequacy  of  prison  health  care  has  been  docu- 
mented in  several  recent  evaluations  of  United  States’ 
correctional  facilities.  However,  data  on  the  magnitude 
and  specifics  of  health  needs  and  services  in  these  facilities 
remain  scarce.  This  article  reports  recent  work  by  a 
medical  group  in  New  York  State  who  designed  and  began 
to  implement  a medical  record  and  health  data  system  for 
the  State  correctional  facilities.  Although  diverse  in  in- 
mate population,  health  personnel,  and  prior  organization, 
each  correctional  facility  reported  a high  utilization  of  the 
medical  care  facilities.  In  the  initial  phase  of  the  project 
described  here,  efforts  have  been  concentrated  in  two  areas: 

(1)  maximizing  appropriate  use  of  existing  personnel;  and 

(2)  introducing  a uniform  medical  record  system  in  the 
facilities.  Specific  modifications  for  more  appropriate 
personnel  use  include  nurse  screening  of  those  who  come 
to  sick  call.  A related  modification  to  rationalize  per- 
sonnel use  is  the  introduction  of  a nonprescription  phar- 
macy, where  inmates  may  obtain  certain  medications 
without  a nurse  or  physician  contact.  The  major  features 
of  the  new  medical  record  and  data  collection  system  are 
the  problem-oriented  medical  record  and  a computer- 
based  data  system.  Facilities’  health  personnel  have  been 
trained  to  enter  appropriate  disease  and  provider  code 
numbers  when  recording  sick  call  problems  or  taking 
medical  histories.  The  resulting  computer-generated 
aggregate  data,  on  the  behavior  of  health  providers  as  well 
as  the  complaints  and  chronic  conditions  of  inmates, 
should  be  useful  in  planning  further  improvements  in  the 
delivery  of  health  services  to  the  institutionalized  popu- 
lation in  New  York  State  and  elsewhere. 

Shorofsky,  M.  A.,  and  Lamm,  N.:  Caffeine-withdrawal 
fasting  and  headache,  New  York  State  J.  Med.  77:  217 
(Feb.)  1977. 

Headache  caused  by  the  abrupt  withdrawal  of  caffeine 
frequently  occurs  during  short  term  fasting  and  may  be 
prevented  or  aborted  by  gradual  weaning  prior  to  the  fast 
or  by  the  use  of  a caffeine  suppository. 
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Month  in  Washington 


Washington  lawyer,  Joseph  Califano,  Jr.,  one  of  Lyndon 
Johnson’s  top  “Great  Society”  architects,  has  been  named 
Secretary  of  the  Health,  Education,  and  Welfare  Depart- 
ment. 

The  45-year-old  native  of  Brooklyn  is  regarded  as  one 
of  the  Capitol’s  brightest  men.  He  knows  the  workings  of 
government  inside  out.  He  knows  most  of  tbe  Congress- 
men of  importance  to  HEW.  And  he  knows  most  of  the 
programs — many  of  them  established  during  the  “Great 
Society”  days — that  he  will  now  administer. 

The  appointment  of  Califano  to  the  politically  sensitive 
position  was  the  final  cabinet  selection  by  Carter,  and  was 
one  of  the  best  received.  Liberals,  including  Ralph  Nader, 
saw  in  Califano’s  “Great  Society”  background  a promise 
of  a bigger  and  better  “Great  Society”;  conservatives  found 
reassurance  in  Califano’s  reputation  as  a steady  political 
veteran  who  is  interested  in  cutting  down  on  waste  and 
inefficiency. 

Most  of  Califano’s  efforts  on  behalf  of  Johnson  as  the 
President’s  chief  domestic  adviser  in  the  mid-1960s  was  in 
the  welfare  and  education  areas  rather  than  health  where 
he  doesn’t  have  much  of  a track  record. 

He  knows  what  he  is  up  against  at  HEW.  In  a speech 
last  summer,  Califano  said  a new  President  will  have  a 
tough  time  coping  with  the  entrenched  bureaucracy.  “The 
departments  and  agencies  of  the  Federal  executive  are  a 
minefield  of  bureaucratic  interests  jealous  of  their  juris- 
dictional turf,”  he  said.  The  programs  and  their  con- 
stituencies outside  government  “will  be  poised  to  oppose 
any  change  in  the  status  quo.” 

Califano  carved  a reputation  as  an  exceptionally  able 
lawyer  during  the  out-in-the-cold  eight  years  of  Republican 
administration.  It  isn’t  unusual  for  top  officials  of 
outgoing  administrations  to  land  plushy  jobs  with  Wash- 
ington law  firms,  but  Califano  demonstrated  that  he  was 
far  more  than  a contact  man.  He  was  with  the  famous 
Arnold  and  Porter  firm  here,  then  he  teamed  with  the 
equally  prestigious  Williams  (Edward  Bennett)  and 
Conolly  firm  where  he  served  as  counsel  to  the  Democratic 
Party  for  two  and  a half  years.  After  Harvard  Law  School 
he  joined  a New  York  law  firm  which  once  was  headed  by 
Thomas  E.  Dewey. 

Califano  was  first  attracted  to  Washington  with  the 
election  of  John  Kennedy.  He  joined  the  Defense  De- 
partment where  he  quickly  became  one  of  Defense  Secre- 
tary Robert  McNamara’s  “Whiz  Kids.”  Lyndon  Johnson 
asked  him  to  come  to  the  White  House  to  serve  as  his  do- 
mestic aide.  There  he  was  known  as  a driving,  tough  ne- 
gotiator between  labor  and  management  over  wage-price 
uidelines.  He  was  interested  in  a systems-analysis  ap- 
ch  to  budgeting  Federal  agencies  which  should  mesh 
Carter’s  enthusiasm  for  “zero-based”  budgeting. 

• 1 e r carries  out  his  promise  to  give  his  department 
■nty  of  rein  in  policy  matters,  Califano  might 
Ik  chief  policy  architect  in  health  affairs. 
" will  rely  heavily  on  him  for  advice.  After 
Vashington,  D.C.,  office  of  the  American 

Medical  Association. 


years  as  a behind-the-scenes  power,  Califano  will  now  be 
in  the  limelight. 

* * * 

A concerted  and  united  effort  by  industry  and  labor  to 
control  medical  costs  is  needed  to  avert  a Federal  takeover 
of  health  which  would  “result  in  national  expenditures  of 
truly  astronomical  proportions,”  contends  the  President’s 
Council  on  Wage  and  Price  Stability. 

Asserting  that  the  day  is  coming  fast  when  the  people 
discover  “how  much  they  must  increasingly  sacrifice  simply 
in  order  to  maintain  the  status  quo  in  health  care  services,” 
the  Council  said  the  public’s  response  would  be  to  turn  to 
the  government  for  a solution. 

“Absent  any  major  changes  in  the  structure  of  the 
medical  care  system  between  now  and  then,  the  Federal 
government  will  step  in,  and  when  that  happens,  we  are 
going  to  be  faced  with  a permanent  problem  which  will  defy 
solution,”  said  William  Lilley,  acting  Council  Director,  and 
his  deputy  James  Hedlund. 

In  a lengthy  report  on  rising  health  care  costs,  the 
Council  said  “cost  control  incentives  proposed  by  the  pri- 
vate sector — that  is,  by  industry  and  labor — promise  to  be 
more  effective  than  those  imposed  by  the  multitude  of 
government  agencies  which  have  attempted  to  tackle  the 
problem  . . . the  private  sector  is  motivated  by  an  economic 
incentive  which  the  government  will  simply  never 
share.” 

The  report  said  the  government,  in  its  Medicare  and 
Medicaid  programs  has  a poor  record  of  controlling  costs. 
“The  blizzard  of  rules  and  regulations  which  would  ac- 
company full  Federal  financing  and  administration  of  the 
health  industry  would  add  to  costs  and  reduce  the  limited 
incentives  that  now  exist  for  efficiency  and  cost  contain- 
ment,” the  Council  said. 

The  report  pointed  to  company  programs  which  en- 
courage a second  opinion  before  elective  surgery.  Some 
corporations  have  set  up  inhouse  medical  facilities  because 
they  have  learned  that  this  is  a less  expensive  way  of  pro- 
viding their  employees  with  health  care,  says  the  Council. 
“Health  maintenance  units  with  salaried  physicians  have 
reduced  costs,  according  to  the  report.  In  other  localities, 
corporations  and  unions  have  become  involved  on  hospital 
boards  and  areawide  planning  bodies  to  eliminate  dupli- 
cation of  facilities  and  introduce  other  cost-saving  ef- 
ficiencies.” 

The  Council  said  “the  private  sector  must  step  up  its 
efforts  many  fold — it  must  apply  the  full  measure  of  in- 
genuity and  management  skills  which  are  so  characteristic 
of  the  American  system.  In  short,  the  private  sector  must 
start  doing  more,  a lot  more.” 

The  report  mentioned  “strong  opposition  from  a highly 
respected,  well-organized  medical  establishment.  Private 
efforts  at  cost-control  are  difficult  to  undertake  in  the  face 
of  this  opposition,  and  difficult  to  achieve,  but  we  remain 
convinced  that  the  goal  of  quality  health  care,  at  reasonable 
costs,  is  attainable  within  the  context  of  a largely  privately 
disciplined  system.  Indeed,  we  feel  it  is  only  within  the 
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context  of  the  private  system  that  it  is  attainable.” 

* * * 

The  American  Medical  Association  and  state  and  local 
medical  associations  “have  played  a central  role”  in  helping 
the  Senate  spotlight  Medicaid  fraud  and  abuse.  The  credit 
was  given  by  Sen.  Frank  Moss  (D.,  Utah),  Chairman  of  the 
Senate  Aging  Subcommittee  that  conducted  the  well- 
publicized  investigations  of  “Medicaid  Mills”  earlier  this 
year. 

The  Senator  also  said  “the  number  of  physicians  who 
cheat”  is  very  small. 

In  a letter  to  Richard  E.  Palmer,  M.D.,  President  of  the 
AMA,  Moss  said  "The  Illinois  Medical  Society,  the  Chicago 
Medical  Society,  and  the  Illinois  Physicians’  Union  were 
directly  responsible  for  my  subcommittee’s  exposure  to  the 
problem  of  Medicaid  ‘Mills.’  ” 

The  abuses  highlighted  in  the  subcommittee’s  report 
"exist  for  many  reasons  but  AMA  inaction  isn’t  one  of 
them,”  said  Moss. 

The  Senator  said  the  subcommittee’s  criticism  “was  not 
directed  at  contemporary  medical  practice.” 

“It  was  directed  at  a growing  aberration  in  our  urban 
ghettos  called  the  Medicaid  ‘Mill.’  The  culprits  we  iden- 
tified are  greedy  businessmen  and  real  estate  speculators. 
The  same  people  we  found  pyramiding  nursing  home 
mortgages  in  New  York.  Now  they  have  found  a new  gravy’ 
train.  They  hire  foreign-trained  physicians  (we  include 
podiatrists  and  chiropractors  in  the  definition)  and  pres- 
sure them  to  see  more  and  more  patients  in  less  and  less 
time.  The  entrepreneurs  keep  from  50  to  70  per  cent  of  the 
money  Medicaid  pays  to  the  foreign  practitioner ...  .” 

Poor  quality  care  results.  Moss  said.  “It  could  hardly 
be  otherwise  given  the  low  Medicaid  rates,  the  great  delays 
in  payments,  the  often  and  arbitrary  denials  of  payment, 
as  well  as  the  all-encompassing  pressure  exerted  on  mill 
practitioners  to  grind  patients  through  the  mill.  Little 
wonder  reputable  physicians  avoid  Medicaid  practice. 
Even  the  best  intentioned  physician  would  have  difficulty 
functioning  in  this  kind  of  environment.” 

In  Medicaid,  the  “ripoffs"  are  taken  by  the  clinic  owners 
who  more  often  than  not  are  not  physicians,  said  Moss. 

The  number  of  providers  who  abuse  the  Medicaid  sys- 
tem may  be  four  per  cent  of  total  Medicaid  participating 
physicians  (including  chiropractors  and  podiatrists)  or  less 
than  two  per  cent  of  all  physicians  in  the  United  States,  he 
said.  This  is  hardly  a blanket  indictment. 

Moss  endorsed  a statement  by  Dr.  Palmer  that  other 
providers  have  a far  worse  track  record  as  far  as  cheating 
the  system.  “I  would  include,  for  example,  nursing  homes, 
pharmacies  that  specialize  in  welfare  clientel,  and  clinical 
laboratories  that  do  a high  volume  of  Medicaid  busi- 
ness.” 

The  lawmaker  wrote  that  “only  with  the  assistance  of  the 
Medical  profession  can  we  seek  to  end  the  fraud  and  abuse 
which  now  haunts  our  government  health  care  programs. 
W e can  bring  providers  who  bill  for  services  not  rendered 
to  the  bar  of  justice  but  a more  complicated  scheme  inev- 
itably involves  questions  of  medical  judgment  which  only 
physicians  are  capable  of  rendering.” 

* * * 

A commission  to  study  prescription  drug  usage  and  ad- 
verse reactions  has  been  formed  with  the  blessings  of 
Senator  Edward  Kennedy  (D.,  Mass.)  and  the  funding  of 
the  Pharmaceutical  Manufacturers  Association  (PMA). 

PMA  answered  a challenge  by  Kennedy  that  the  drug 


makers  confront  the  problem  by  agreeing  to  fund  an  in- 
dependent study  commission  for  three  years  at  $250,000 
annually. 

“The  problem  of  adverse  drug  reactions  is  definitely  a 
problem,”  stressed  PMA’s  Chairman  Robert  R.  Clark. 

Both  Clark  and  Kennedy  hope  the  commission  will  be 
able  to  design  a system  for  post-marketing  surveillance  of 
drugs  by  the  Food  and  Drug  Administration  so  that  both 
adverse  reactions  as  well  as  new  drug  indications  become 
known  more  quickly.  Such  a system,  termed  “Phase  IV” 
by  Kennedy,  could  shorten  the  wait  for  premarket  approval 
of  new  drugs. 

The  18  members  of  the  Joint  Commission  on  Prescrip- 
tion Drug  Use  were  nominated  by  pharmaceutical  and 
medical  groups  including  the  AMA. 

* * * 

Drug  abuse  remains  a “chronic,  persistent  problem”  in 
the  United  States  with  no  simple  solutions  in  sight  in  the 
opinion  of  a joint  annual  report  by  Federal  agencies  in- 
volved with  drugs.  The  report  proposed  no  basic  shift  in 
Federal  policy  toward  drug  abuse,  but  suggested  the  pos- 
sibility of  lifting  or  easing  criminal  penalties  for  smoking 
marijuana. 

The  Strategy  Council  on  Drug  Abuse  declared  the  gov- 
ernment “ought  to  strongly  discourage  the  use”  of  mari- 
juana. “The  question,  however,  is  how  do  we  most  effec- 
tively accomplish  this  with  the  least  cost  to  society.” 

President-elect  Jimmy  Carter  said  during  his  campaign 
that  he  favored  decriminalization  of  possession  of  small 
amounts  of  the  product,  but  he  supported  continued 
crackdowns  on  sale  and  distribution. 

According  to  the  report,  marijuana  carries  a “relatively 
low  social  cost.”  Some  22  million  Americans  smoked 
marijuana  last  year,  a “saturation”  total  that  should  prod 
the  Federal  government  into  a decision  on  whether  to 
continue  to  approach  its  use  on  a criminal  basis. 

The  Council  is  composed  of  the  Drug  Enforcement  Ad- 
ministration (DEA),  the  National  Institute  on  Drug  Abuse, 
the  State  Department,  and  the  White  House. 

* * * 

Congress  is  showing  increased  interest  in  the  problems 
of  maintaining  confidentiality  of  medical  records  in  the  age 
of  computers  and  vast  Federal  medical  programs.  The 
House  Commerce  Subcommittee  on  Oversight  and  In- 
vestigations is  considering  hearings  on  the  issue  next 
year. 

The  most  serious  evidence  of  abuse  so  far  came  with  state 
grand  jury  indictments  in  Denver,  Colorado,  of  an  inves- 
tigative company — Factual  Service  Bureau,  Inc. — on 
charges  of  selling  confidential  records  to  large  insurance 
firms.  Factual  was  alleged  to  have  had  agents  who  were 
able  to  penetrate  the  records  of  the  F ederal  Bureau  of  In- 
vestigation and  the  Internal  Revenue  Service,  among 
others.  Twenty  defendents,  including  three  insurance 
companies,  have  been  indicted  so  far  in  the  investigation 
launched  by  Colorado  District  Attorney  Dale  Tooley,  who 
claims  the  evidence  so  far  “is  really  the  tip  of  a nationwide 
iceberg.”  Federal  agencies  are  also  pursuing  the  case. 

The  House  Oversight  Subcomittee,  headed  by  Rep.  John 
Moss  (D.,  Calif.),  is  carrying  on  a running  dispute  with  the 
Social  Security  Administration  over  the  privacy  of  medical 
records  in  the  Medicare  program.  “We  believe  very  serious 
questions  remain  about  privacy  of  records  concerning  in- 
dividuals in  custody  of  the  Social  Security  Administration, 
especially  in  light  of  future  plans,”  said  Moss  in  a letter  to 

continued  on  page  291 
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provide  her  with  an  orthopedic  operation.”  . .there  is 
a large  group  of  urological  patients  for  whom  resources  are 
especially  inadequate.  Many  of  these  people  have  visible 
blood  in  their  urine  but  cannot  be  properly  examined  or 
treated  for  months,  unless  their  condition  deteriorates 
visibly  and  dramatically.”  (Schwartz,  H.:  The  New  York 
Times  Sept.  21, 1976,  p.  37.) 

And  I thought  only  in  the  old  days  did  people  think 
hospitals  were  a place  to  go  and  die!  Will  a pathologist 
perform  an  entrance  examination?  Should  we  have  Re- 
publican only,  Democrat  only? 

LOIS  GREEN  STONE 
5 Wide  Waters  Lane 
Pittsford,  N.Y.  14534 


Clinical  Clues 

— “Simple”  obesity  in  young  adults  is  often  associated  with 
the  presence  of  pink  striae  which  may  raise  a suspicion 
of  the  presence  of  an  underlying  Cushing’s  syndrome. 
However,  in  the  latter  the  striae  have  a typical  appear- 
ance. They  are  characteristically  broad,  or  purplish  in 
color,  and  with  an  atrophic  epidermis.  They  are  most 
frequently  found  on  the  flanks  and  the  lower  abdominal 
wall.  In  “simple”  obesity  they,  in  addition,  are  seen 
about  the  axillae,  upper  arms  and  breasts,  and  occa- 
sionally on  the  buttocks.  In  a given  area  they  are  usually 
more  numerous  than  those  in  Cushing’s  syndrome  and, 
unlike  the  latter,  are  neither  purple  nor  associated  with 
thinning  of  the  skin,  their  color  being  of  a typical  light 
pink  nature  (Gogate,  A.N.:  J.  Clin.  Endocrinol.  23:  747 
(1963). 

— The  frequent  association  of  candidiasis  with  endocri- 
nologic  disorders  is  somewhat  surprising.  In  recent 
years,  candidiasis  has  been  seen  in  Addison’s  disease, 
diabetes  mellitus,  hypoparathyroidism,  Hashimoto’s 
disease,  and  pernicious  anemia. 

— Addison’s  disease  can  occur  with  a number  of  other  en- 
docrine abnormalities,  including  hypothyroidism,  hy- 
poparathyroidism, hyperthroidism,  and  thyroid  goi- 
ter. 

— Pneumomediastinum  has  been  noted  with  increasing 
frequency  in  diabetic  ketoacidosis.  The  exact  cause  of 
pneumomediastinum  is  unknown,  but  the  hypothesis 
advanced  is  that  there  is  an  increased  alveolar  pressure 
which  leads  to  dissection  along  the  vascular  sheaths  into 
the  mediastimum  (McNicholl,  B.,  et  al.:  Brit.  M.  J.  4: 
493  (1968). 


NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Social  Security  Chief  James  Cardwell. 

Social  Security  operates  three  data  transmission  systems 
which  link  private  Medicare  intermediaries  with  the  Social 
Security  Health  Insurance  Data  Bank.  The  two  less  so- 
phisticated computer  systems,  the  Advanced  Record 
System  (ARS)  used  by  private  Medicare  intermediaries  in 
16  locations,  and  the  Programmable  Magnetic  Tape  Ter- 
minals (PMTT)  used  by  Blue  Cross,  Blue  Shield,  and  all 
but  two  other  private  intermediaries,  use  record  retrieval 
systems  “which  cannot  be  abused  by  any  employee  of  a 
private  contractor  either  in  an  authorized  or  unauthorized 
manner,”  said  Moss. 

* * * 

The  HEW  Department  has  published  final  regulations 
under  which  Medicare  providers  may  obtain  judicial  review 
of  any  final  decision  of  the  Provider  Reimbursement  Re- 
view Board,  or  of  any  reversal,  affirmance,  or  modification 
by  the  Secretary. 

The  five-member  Provider  Reimbursement  Review 
Board  under  Medicare  hears  Medicare  appeals  by  insti- 
tutional health  care  providers  who  disagree  with  the  cost 
determinations  made  by  health  insurance  organizations 
acting  as  fiscal  intermediaries  in  Medicare  hospital  in- 
surance. 

Under  the  regulations,  a Medicare  provider  may  file  for 
judicial  review  by  a Federal  court  after  the  final  decision 
of  the  Provider  Reimbursement  Board,  or  the  HEW  Sec- 
retary, but  must  do  so  within  60  days  of  the  final  deci- 
sion. 

HEW  can  review  any  decision  of  the  Board  but  must  do 
so  within  60  days  after  the  provider  has  been  notified  of  the 
Board’s  decision. 

* * * 

The  Medical  Screening  Program  for  children  of  poor 
parents  has  come  under  new  attack.  The  Southern  Re- 
gional Council,  a private  research  group,  said  a study  of  23 
southern  communities  revealed  “evidence  of  bureaucratic 
and  political  resistence  to  meeting  the  health  needs  of  the 
program’s  relatively  small  target  population — those  under 
21  years  of  age  who  are  eligible  for  Medicaid.” 

Rep.  John  Moss  (D.,  Calif.),  Chairman  of  the  House 
Commerce  Subcommittee  on  Oversight  and  Investigations, 


has  been  a severe  critic  of  HEW’s  operation  of  the  early  and 
periodic  screening,  diagnosis,  and  treatment  program. 
The  Regional  Council's  report  supported  the  Moss  Sub- 
committee’s earlier  findings  of  lack  of  progress  in  the 
program. 

The  criticism  is  expected  to  be  used  to  advance  the  cause 
of  proposals  in  Congress  to  federalize  Medicaid  and  to  in- 
stall new  Federal  benefits  for  children  and  mothers. 

* * ♦ 

The  American  Association  of  Ophthalmology  (AAO)  has 
endorsed  the  national  health  insurance  plan  backed  by  the 
AMA  in  a position  paper  distributed  to  all  members  of 
Congress. 

The  Association  said  Ophthalmologists  support  the 
concept  of  legislation  proposed  by  the  AMA  which  “fed- 
eralizes Medicaid,  makes  available  variable  tax  allowances 
toward  the  purchase  of  health  insurance  depending  on  the 
taxpayers’  taxable  income,  and  offers  catastrophic  insur- 
ance to  all.” 

The  AAO  said  its  membership  “is  aware  that  improve- 
ments are  needed  in  care  and  financing  of  care  in  under- 
served  areas  which  include  the  inner  city,  some  remote 
rural  areas,  and  for  certain  under  privileged  population 
groups.  Also  that  provision  for  expensive  catastrophic 
illness  is  necessary.  It  is  also  aware  that  fiscal  limits  are 
dictated  lest  this  nation  err  as  have  other  countries  that 
have  overburdened  their  taxpayers  with  excessive  program 
costs.” 

* * * 

Harley  M.  Dirks,  former  chief  staff  member  of  the  Sen- 
ate Appropriations  Subcommittee  on  Labor  and  Health, 
Education,  and  Welfare,  has  joined  the  AMA’s  Washington 
Office  as  an  assistant  director  in  the  Congressional  Rela- 
tions Department. 

The  48-year-old  Dirks,  a native  of  the  State  of  Wash- 
ington, is  one  of  the  best-known  figures  in  the  Nation’s 
Capitol  in  the  health  field.  As  chief  staff  man  on  the 
Senate  Subcommittee,  he  developed  a thorough  knowledge 
of  the  workings  of  health  both  in  the  executive  and  legis- 
lative fields.  A book  on  Congress  entitled  “The  Dance  of 
Legislation,”  published  several  years  ago,  referred  to  Dirks 
as  "an  almost  legendary  figure  on  Capitol  Hill”  due  to  his 
influence  and  expertise  in  the  health  funding  arena. 


Books  Reviewed 


Cost-effectiveness  of  Primary  and  Team  Nursing. 

By  Gwen  Marram,  R.N.,  Ph.D.,  et  al.  Wakefield,  Massa- 
chusetts, Comtemporary  Publishing,  Inc.,  1976.  Paper- 
back, 91  pages.  Price,  $6.95. 

The  concept  of  primary  nursing — the  old-new  philoso- 
phy and  model  of  the  utilization  of  nursing  manpower  to 


deliver  nursing  care  to  the  hospitalized  patient  has,  without 
doubt,  captured  the  hearts  and  minds  of  the  nursing 
community  across  this  country.  It  has  done  so  because 
primary  nursing  brings  back  the  professional  nurse  to 
the  patient’s  bedside  in  a therapeutic  relationship. 
Translating  this  concept  to  the  reality  situation,  the  cost 
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to  be  incurred  in  the  change  from  the  traditional  to  primary 
is  crucial,  especially  in  today’s  economy.  Therefore,  this 
publication  is  for  all  practical  purposes  the  same  as  func- 
tional nursing  and  is  expected  no  doubt  to  do  the  same  in 
the  market  as  the  concept  of  primary  nursing  did  to  many 
of  us:  it  may  capture  it. 

Unfortunately,  there  is  a catch  in  this  book.  The  catch 
is  that  the  title  does  not  match  the  contents.  In  plain 
English:  it  is  deceptive.  Out  of  91  pages,  only  six  pages, 
or  the  seventh  chapter,  are  filled  with  rationalization  and 
figures  which  are  supposed  to  prove  that  it  is  cheaper  to 
operate  a primary  nurse  patient  unit  than  a team. 

Two  patient  units  in  the  same  hospital  are  compared: 
the  primary  with  27  beds,  the  team  with  24  beds.  The 
number  and  composition  of  staff  being  almost  the  same, 
calculations  regarding  hours  of  nursing  care  are  made  in 
relationship  to  beds  on  the  unit,  disregarding  the  most  el- 
ementary principle  of  budgeting  and  staffing,  occupancy 
rate  and  not  beds.  Usually  budgets  are  calculated  on 
forecasted  occupancy  rate  and  staffing  modified  according 
to  peaks  and  valleys. 

I am  sure  that  most  directors  of  nursing  are  too  sophis- 
ticated to  base  their  approach  to  cost-effectiveness  on  the 
contents  and  the  rationale  of  the  six  pages  in  this  publi- 
cation. As  to  hospital  administration  and  their  fiscal  of- 
ficers, I hope  they  don’t  get  hold  of  this  book.  Many  of 
them  already  think  of  us  directors  of  nursing  as  incapable 
of  understanding  figures.  In  reading  chapter  seven,  they 
may  think  they  have  now  discovered  the  source  of  our  ig- 
norance— our  educators. 

In  summing  up,  I want  to  assure  my  colleagues  that  from 
my  seven  years  experience  with  primary  nursing,  it  is  not 
only  a better  model  for  providing  quality  nursing  care,  but 
it  can  be  done  with  fewer  nursirfg  manhours,  thus  at  a lower 
cost.  There  are,  however,  many  ifs. 

A careful  and  valid  research  study  in  which  no  holes  can 
be  punched  will  prove  very  useful  to  directors  of  nursing 
and  to  the  profession  as  a whole.  Rachel  Rotkovitch 

Traction  and  Orthopaedic  Appliances.  By  John  D.  M. 
Stewart,  M.A.,  F.R.C.S.  New  York,  Churchill  Livingstone, 
1975.  Illustrated,  206  pages.  Hard  cover,  $19. 

This  unique  book  fills  a much-needed  gap  in  the  subject 
of  traction  and  orthopedic  appliances  in  general,  and  of 
bracing  in  particular.  With  few  frills  or  excess  information, 
it  gives  extensive  (although  not  comprehensive)  coverage 
of  the  major  orthopedic  appliances  in  use  today. 

The  strength  of  this  volume  lies  in  its  practicality  and 
direct  applicability  to  everyday  practice.  It  is  a “how-to” 
manual,  a basic  specific  guide  to  traction  and  appliances. 
The  majority  of  its  illustrations  are  to  the  point,  supple- 
menting a clearly  written  text.  Important,  too,  are  the 
quality  bibliography  and  the  brief  but  informative  his- 
torical notes  that  accompany  each  important  piece  of  ap- 
paratus, such  as  the  Thomas  splint  and  the  Bohler-Braun 
frame. 

The  book’s  few  faults  include  some  illustrations  without 
appropriate  detail — such  as  the  series  on  the  Milwaukee 
brace — and  the  omission  of  certain  relevant  appliances,  like 


the  halo.  But  none  of  these  omissions  detracts  from  its 
value.  Written  in  a way  that  permits  reading  from  cover 
to  cover,  or  by  section,  as  the  reader  might  require,  it  is  a 
must  for  all  orthopedic  and  physical  medicine  residents 
and  attending  physicians,  as  well  as  for  physical  therapists. 

In  short,  it  belongs  on  the  shelf  of  everyone  involved  in 
using  orthopedic  appliances.  Stanley  Hoppenfeld, 
M.D. 

Physical  Examination  of  the  Spine  and  Extremities. 

By  Stanley  Hoppenfeld,  M.D.  New  York,  Appleton- 
Century-Crofts,  1976.  Illustrated,  276  pages.  Hard  cover, 
$16.50 

This  is  a carefully  executed,  beautifully  organized  book. 

It  gives  physical  examination  of  the  spine  and  extremities 
a much-needed  structure,  guiding  the  reader  through  each 
step  necessary  for  a thorough,  successful  examination.  Its 
major  emphasis  concerns  the  laying  on  of  hands,  the  nuts 
and  bolts  of  physical  examination.  Examination  is  pre- 
sented from  the  examiner’s  point  of  view,  and  is  written  in 
such  a way  that  it  demands  the  active  participation  of  the 
reader. 

The  book  is  divided  into  nine  chapters.  Eight  of  them 
examine  a single  joint  or  musculoskeletal  area:  shoulder, 
elbow,  wrist  and  hand,  cervical  spine,  hip,  knee,  foot  and 
ankle,  lumbar  spine.  In  addition,  the  two  chapters  on  the 
spine  discuss  the  neurology  of  their  respective  extremities,  I 
following  each  neural  pathway  from  its  origin  and  ex- 
plaining the  manifestations  that  neurological  trauma  might 
cause.  The  ninth  chapter  provides  a concise  analysis  of 
normal  and  abnormal  gait,  again  bringing  a sharply  orga- 
nized focus  to  the  subject. 

Within  each  chapter  the  book  carefully  follows  the 
course  of  a typical  physical  examination.  Evaluation  be- 
gins with  inspection,  continues  with  bony  and  soft  tissue 
palpation,  and  concludes  with  tests  of  range  of  motion, 
neurological  integrity,  and  special  problems.  Although 
additional  special  tests  could  have  been  included  in  many 
areas,  such  as  Slocum’s  test  and  Hughston’s  “jerk”  in  the 
knee,  there  must  be  a practical  limit  to  the  size  of  such  a 
manual.  In  any  case,  all  the  relevant  major  tests  are  pre- 
sented. 

This  book’s  strengths  do  not  simply  end  with  its  orga- 
nization. An  extensive  collection  of  handsome,  clinically 
accurate  drawings,  most  done  from  the  examiner’s  point 
of  view,  illustrate  the  course  of  the  examination  and  make 
the  process  simple  to  understand  and  perform.  And  the 
spare,  precise  style  of  writing,  so  in  keeping  with  the  effi- 
cient tone  of  the  work,  clarifies  any  problems  the  drawings 
do  not  cover.  In  all,  this  is  a complete  work,  worthwhile 
for  the  physician,  medical  student,  physical  therapist, 
resident,  and  paraprofessional  alike.  It  signals  an  end  to 
the  unorganized  way  in  which  this  subject  has  been  taught 
in  the  past  and  gives  the  physical  examination  of  the 
musculoskeletal  system  the  same  kind  of  structure  that  has 
long  known  in  examination  of  other  corporal  systems.  It 
is  destined  to  become  a classic  in  its  field.  David  M. 
Hirsh,  M.D. 
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1 larch  Project  In: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

A doctor  who  can  refer  trigeminal  neuralgia  patients  tor  whom  medications  or  surgery 
h ' Brought  no  significant  Improvement,  please  contact: 

Ling  Sun  Chu,  M.O. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

f tments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
p ician  Call  or  write  for  further  details 

| 


1CTICES  AVAILABLE 


L UTIVE,  FAMILY  & INDUSTRIAL  PRACTICE  available  immediately. 
I dem  home,  many  extras.  Separate  7-room  office  fully  equipped.  X-ray, 
I oratory.  Luxury  conveniences  Will  introduce.  Unlimited  potential, 
j -ellent  location,  suburban  Rutherford,  New  Jersey  within  easy  access  to  many 
I pitals.  (201)  438-4791. 

iSALE.  ACTIVE  PRACTICE  (G.P.)  50  miles  New  York  City.  Building  fully 
i tipped  for  1 or  2 physicians.  Private  car  park.  12  cars.  200  milh-amp  x-ray 
j chine.  Lab.  250  bed  modern  hospital  15  minutes  by  car.  Dept.  572,  c/o 
: SJM. 

iROLOGICAL  PRACTICE  AVAILABLE  JUNE  1977.  M.D.  retiring.  Office 
tv  equipped,  including  E.E.G.  machine  and  usual  office  furnishings.  Located 
Central  Nassau  County  in  newly  erected  professional  building  housing  all 
dical  specialties.  Local  hospitals  within  few  minutes  driving  time.  Call  (516) 
>-4776. 

[CTICE  AVAILABLE.  FOR  SALE  OR  RENT,  medical  facility:  Populated 
: a Brooklyn,  N.Y.  with  X-ray:  dental;  pharmacy  on  premises.  Perfect  for  one 
more  physicians.  Medicaid-Medicare,  unions,  private.  Also  for  sale:  X-ray 
ker  200  M.A.,  two  tubes,  rotating  anode.  Call  or  write:  Thomas  T.  Forschner. 
D.,  P.C.,  2833  Ocean  Pkway,  Brooklyn,  N.Y.  11235.  (212)  332-4654. 


Index  to  Advertised  Products 


Analgesics 

Darvon  (Eli  Lilly  & Company  172 

Analgesic  sedatives 

Fiorinal  (Sandoz  Pharmaceuticals)  4th  cover 

Antibiotics 

Bactrim  (Roche  Laboratories)  167 

Antidiabetic  agents 

Tolinase  (Upjohn  Company) 216 

Antidiarrheal  antispasmotics 

Donnagel  (A.  H.  Robins  Company) 259 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Robitussin  (A.  H.  Robins  Company)  260,  261 

Coronary  vasodilators 

Cardilate  (Burroughs  Wellcome  Company)  247 

Diagnostic  laboratory  tests 

Bio-Science  Laboratories  203 

Hearing  aids 

Beltone  Electronics  253 

Mood  elevators 

Tofranil  PM  (Geigy  Pharmaceuticals) 177,  178 

Multivitamins 

B-C-Bid  (Geriatric  Pharmaceutical  Corp.)  193 

Potassium  sparing  diurectics 

Dyazide  (Smith  Kline  & French  Laboratories) 165 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  234 

Tranquilizers 

Librium  (Roche  Laboratories)  198,  199 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 280,  281 


LEASE  FOR  LESS 
any  of  the  fojjowing  1977 

• Cutlass 
Supreme 

• Buick 
Regal 

V-8  auto,  trans.,  power  steering,  power 
brakes,  air-cond.,  radio,  w/w  radial  tires, 
tinted  glass,  bodyside  mldg.,  vinyl  roof, 
defroster. 

37  months  closed  end  lease.  Security  deposit  $250 

CARANN  LEASING  CORP.  Phone 

Roosevelt  Raceway,  Westbury,  N.Y.  (516)  222-9041 


cars 


$137.00 
per  mo. 


> T-Bird 

> Monte 
Carlo 
Coupe 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for  de- 
tails. Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036.  LO  5- 
2943. 

MARCH  3-5,  1977.  THIRD  ANNUAL  MEETING  of  the  Eastern  Association 
for  Sex  Therapy,  The  Plaza  Hotel,  New  York,  N.Y.  Write:  Lawrence  Sharp, 
M.D.,  145  East  35th  Street,  New  York,  N.Y.  10016. 

READ  DR.  SAMUEL  KAHN’S  BOOKS:  How  to  Study,  Effective  Studying  and 
Learning.  How  to  Learn  and  Advance,  Psychodrama  Explained,  Inferiorities  and 
Superiorities.  Public  Speaking,  Psychology  of  Love,  Rorschach  and  T.A.T., 
Master  Your  Mind,  each  $5.00.  Essays  on  Longevity,  Essays  on  Freudian  Psy- 
choanalysis, Introduction  to  Parapsychology,  Why  and  How  We  Laugh,  Origins 
of  Prejudice,  Anxieties,  each  $10.00.  S.  Kahn,  M.D.,  P.O.  Box  361,  Croton,  N.Y. 
10520. 


PRACTICES  WANTED 


WANTED  TO  BUY  an  active  medical  practice  of  internal  medicine  immediately 
in  the  Upstate  N.Y.  region,  or  N.Y.  Metropolitan  area.  Dept.  565,  c/o 
NYSJM. 

WANTED:  OPHTHALMOLOGY  PRACTICE.  I am  Board  certified  and  in- 
terested in  purchasing  an  ophthalmology  practice  located  in  Manhattan.  Dept. 
571,  c/o  NYSJM. 


PHYSICIANS  WANTEO 


PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York,  New  Jersey,  Connecticut  permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
Karrey  Associates,  agency  for  Execu-Med,  23-25  East  26th  St.,  New  York, 
N.Y.  10010.  Telephone:  (212)  532-7625. 

PEDIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPU- 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
air,  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr.  J.  A. 
Colaizzi,  Administrator,  Grove  City  Hospital,  Grove  City,  Pa.  16127.  Phone 
(412)  458-7132. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U.S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group.  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary.  Free  service  to  candidates. 

85  East  End  Ave,  NY  1 0028  (2 1 2)  RH  4-36 1 5-3466 
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VACANCIES  AVAILABLE  IN  THE 
U.S.  ARMY  RESERVE  MEDICAL  CORPS 

The  U.S.  Army  Reserve  has  numerous  vacancies  for  physicians, 
male  and  female,  anywhere  within  New  York  State,  and  espe- 
cially in  the  New  York  City  area.  Positions  are  available  in  all 
military  ranks  up  to  lieutenant  colonel.  Female  physicians  are 
particularly  encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  complete  20  years  service  by  age 
60  can  be  accepted  if  they  are  willing  to  waive  their  pension 
benefits.  Individuals  with  no  prior  military  service  are  urged  to 
apply  as  are  those  who  have  previously  served  in  the  armed 
forces  (Army,  Navy  or  Air  Force). 

The  pay  is  up  to  $4,000  annually  for  a lieutenant  colonel  with  20 
years  service  of  part-time  (i.e.,  one  weekend  a month)  duty  with 
the  Medical  Army  Reserve.  These  vacancies  exist  in  virtually 
all  specialties. 

For  additional  information  on  your  hometown  Medical  Army 
Reserve  unit,  all  sent  to  you  without  any  obligation,  please  write 
to: 

Colonel  Joseph  P.  Cillo,  M.D. 

8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  New  York  11252  . 

THE  MEDICAL  ARMY  RESERVE . . . 

PART  OF  WHAT  YOU  EARN  IS  PRIDE! 


PHYSICIANS  WANTED— CONT'D 


FLORIDA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPORTUNI- 
ties  and  hospital  staff  memberships  immediately  available  in  Tampa-St. 
Petersburg,  the  State's  fastest -growing  metropolitan  area.  Florida’s  largest 
community  hospital  development  and  management  firm  seeks  curriculum 
vitae  from  primary  care  physicians — family  medicine,  general  practice,  inter- 
nal medicine — and  specialists  in  plastic  surgery,  otolaryngology,  neurosurgery, 
gynecology',  anesthesiology,  ENT,  and  physical  & rehabilitative  medicine. 
Call  collect  (813  ) 381-8000.  or  write  to  Medical  Affairs  Department.  Medfield' 
Corporation.  P.O.  Box  15207,  1609  Pasadena  Avenue  South,  St.  Petersburg, 
Florida  33733. 


GENERAL  PRACTITIONER  NEEDED:  Annual  salary  paid  in  excess  of  doctor’s 
private  practice.  Health  Center  available  to  the  doctor  furnished  by  the  Town 
of  Wells,  located  on  Lake  Algonquin.  Three  new  hospitals  within  a 30  minute 
drive.  New  Central  High  School.  Summer  and  winter  vacation  area.  Three 
famous  ski  areas,  one  in  our  town,  rest  in  neighboring  towns.  Advantageous. 
Present  doctor  retired  Call  John  A.  Orr,  Jr.,  Wells,  N.Y.  12190.  (518)  924- 
2093. 


GENERAI . SURGEON,  BOARD  CERTIFIED,  for  60-bed  rural  hospital,  located 
•30  miles  east  of  Rochester,  N.Y.  Subsidy  or  guarantee  available.  Contact  Arthur 
F.  Fisher,  M.D.,  Myers  Community  Hospital,  Sodus,  N.Y.  (315)  483-9161. 


BOY  do  we  have  a girl  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

90  Hempstead  Turnpike.  West  Hempstead,  N.  Y.  11552 

516  483-0577 


PHYSICIANS  WANTED  — CONT  D 


WANTED:  GENERAL  INTERNIST  with  or  without  sub  specialty  to  join 
other  general  internists.  First  year  salary,  full  partnership  from  the  second 
Generous  time  off  for  vacations  and  meetings.  Affiliation  to  a most  progre 
hospital  in  St.  Lawrence  County.  Picturesque  countryside  on  the  St.  Law: 
River.  Driving  distance  to  many  large  Canadian  and  American  cities.  P 
apply  to:  Ogdensburg  Medical  Group,  P.C.,  215  Rensselaer  Ave.,  Ogdens 
N.Y.  13669. 


GENERAL  PRACTITIONERS  AND  SPECIALISTS  IN  INTERNAL  IV 
cine  and  family  practice  needed  with  current  license  to  practice  medic: 
New  York  State.  Excellent  salaries  with  outstanding  benefits  at  Cent 
retardation  and  other  developmental  disabilities.  Center  located  in  to 
50,000  with  outstanding  recreational  and  cultural  facilities  available  ii 
than  one  hour  travel  time.  Salaries  depend  upon  qualifications  an 
perient’e.  Please  contact  Herbert  F.  Trapl,  M.D.,  Deputy  Director  Cli 
or  Mr.  Cornelius  R.  Walsh,  Director,  Rome  Developmental  Center,  Boi 
Rome,  N.Y.  13440.  Call  (315)  336-2300. 

UPSTATE  NEW  YORK.  E.  R.  PHYSICIAN,  4 M.D.’s  Fee  for  service  g 
practice,  looking  for  fifth  M.D.,  25,000  visits,  new  facility  opened  6/76,  n. 
western  Catskills,  University  town,  excellent  schools  and  recreation.  Frar 
Isbell,  Administrator,  A.  O.  Fox  Memorial  Hospital,  1 Norton  Avenue,  One 
New  York  13820.  (607)  432-2000. 


WANTED:  BOARD  CERTIFIED  OR  ELIGIBLE  Ophthalmoligist  to  shar 
state  New  York  established  practice.  College  community.  Assuming  red 
work  load.  No  investment  required.  Modern  hospital.  100,000  popul 
service  area.  Write — Physician  Recruitment,  Oswego  Hospital,  Oswego, 
York  13126. 


OTOLARYNGOLOGY  RESIDENCY,  fully  approved:  1st  year  opening  July 
Requirements  are  1 year  of  surgery  training  post  M.D.  and  successful  comp 
of  Part  I and  II  of  National  Board  Examination.  An  Equal  OpportunitN 
ployer.  Contact  Allan  Abramson,  M.D.,  Division  of  Otolaryngology,  Long  1 
Jewish-Hillside  Medical  Center,  New  Hvde  Park,  N.Y.  11040.  (212) 
2779. 


OXFORD,  N.Y.  The  New  York  State  Veterans’  Home,  small  N.Y.S.  De 
Health-operated  skilled  nursing  facility  outside  pleasant  rural  community  8 
south  of  Norwich,  N.Y.,  seeks  a physician  interested  in  geriatric  medicine 
N.Y.S.  Civil  Service  title  “Clinical  Physician  I"  (SG-32)  joining  the  other  C 
Physician  I now  on  the  staff.  Excellent  salary  with  N.Y.S.  fringe  benefits 
attractive  residence  is  available  at  a modest  rate  as  part  of  overall  remunei 
plan.  Contact  Mr.  Joseph  L.  Marso,  Administrator,  New  York  State  Veti 
Home,  Oxford,  N.Y.  13830.  Tel:  (607)  843-2781,  ext.  21. 


HOUSE  PHYSICIAN  POR  JULY  1977.  Internal  medicine  or  Obs/Gvn  prel 
Completion  of  residency  required  and  ECFMG  if  foreign  graduate.  34 
hospital  located  Mid-Hudson  V’alley.  Excellent  salary  and  benefits.  Se 
quiries  and  curriculum  vitae  to  Employment  Manager,  Vassar  Brothers  Ho 
Poughkeepsie,  N.Y.  12601. 


DIRECTOR  OF  STUDENT  HEALTH  SERVICES,  State  University  Coll  j 
Buffalo.  The  State  University  College  at  Buffalo  invites  applications  f i 
position  of  Director  of  Student  Health  Services.  We  seek  a physician  ( 1 
who  is  Board  FJigible  or  Board  Certified.  Experience  in  the  administrat  i 
health  care  delivery  facilities  or  experience  working  on  a college  campus 
be  beneficial.  An  Equal  Employment  Opportunity/Affirmative  Actioi 
ployer.  Send  resume  by  February  25, 1977  to:  Joseph  M.  Stetar,  Search 
mittee  Secretary,  516  Grover  Cleveland  Hall,  State  University  College  at  B 
1300  Elmwood  Ave.,  Buffalo,  N.Y.  14222. 


FAMILY  PRACTICE  PHYSICIAN  for  expanding  comprehensive  health  c 1 
cility  in  Suffolk  County.  Send  resume  to  South  Brookhaven  Health  CJ 
Bayview  Drive,  Mastic  Beach,  N.Y.  11951. 


BRONX,  NEW  YORK:  DEPARTMENT  OF  PSYCHIATRY,  MontefiorJ 
pilal  and  Medical  Center  of  Albert  Einstein  College  of  Medicine,  is  planr  j 
establish  a special  track  for  residents  wanting  training  on  a half-time  d<  j 
length  basis  because  of  parental  commitment.  Position  to  be  available  at  >1 
or  third  year  residency  level  on  July  1,  1977.  For  further  information,  col 
•lack  Katz,  M.D.,  Director  of  Training  in  Psychiatry  (212)  920-4948,  4(  4( 


DERMATOLOGIST  WITH  NEW  YORK  CITY  DELUXE  17-room  office  wi 
associate.  Percentage  with  drawing  account.  Partnership  possible  later.  J<j 
J.  Eller,  M.D.,  745  Fifth  Ave.,  New  York,  N.Y.  10022.  (212)  753-6033. 
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Il  estate  for  sale  or  rent 


llATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.,  N’.Y.C.  LEXINGTON 
fssional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
i?  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist 
1 service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
fjsary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


S ORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
■nting  or  subletting  a Manhattan.  NYC  professional  office,  or  to  buy,  sell 
fcopraise  a co-op,  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Gibbons 
| es,  Inc.,  745  Fifth  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 


|0RS  OFFICES  AVAILABLE  IN  A MODERN  Ol'T-PATIENT  MEDI- 

I enter.  Rent  bv  the  hour  or  month.  Parking  available.  42-78  Main  St., 
hing,  N.Y.  (212)539-8800. 


r.Y  PRACTITIONER  OR  INTERNIST:  OUTSTANDING  OPPORTUN- 
o rent  custom-built,  6 room  office  in  beautiful  Georgian  home,  formerly 
fpied  by  deceased  G.P.  in  practice  28  years  in  thriving  Nassau  County 
munity.  Prime  location,  near  all  transportation  Partially  furnished, 
iding  a large  variety  of  professional  equipment,  air  conditioned,  newly 
rated.  Dept.  561,  c/o NYSJM. 


IERSEY-BASKING  RIDGE.  SOMERSET  COUNTY.  OFFICE  SPACE 
* table  in  new,  modern  professional  building.  Home  of  AT&T  Corporate 
■ (quarters.  Growing  area,  good  location,  fdc^i  for  specialist.  Available 
i ediately.  Phone  (201 ) 766-01 1 1,  or  (201 ) 273-2372. 


■ 3LK  CO.,  NORTH  BRENTWOOD,  N.Y.  405  Washington  Ave.,  in  presti- 
s professional  block,  physician  office  and/or  house,  with  parking  lot,  within 
miles  radius  of  three  major  general  hospitals  and  three  psychiatric  institutes, 
sale  with  available  second  mortgage  or  rent  at  a nominal  fee.  Call  (516) 

8444. 


’ PALM  BEACH,  FLORIDA:  New  two-story  medical-dental  building.  Now 
;.ng  for  immediate  occupancy  located  between  two  hospitals.  Butler  Medical 
ter,  200  Butler  St.  Write:  Butler  Investments,  200  Butler  St.,  West  Palm 
ch,  Fla.  33407  or  phone  (305)  569-1510. 


I (ALE  IN  THE  FINGER  LAKES,  N.Y.  Unique,  one  of  a kind.  Point  jutting 
a into  Seneca  Lake  with  800  ft.  of  beach.  Well  preserved  Victorian  house  and 
C ribrel  barn  on  8 acres  with  a 90  ft.  waterfall  and  natural  pool,  running  stream, 
t r airport.  80  additional  lakefront  acres  available.  Call  owner  (607)  243- 

■i. 


/ LABLE  .JANUARY  1,  1977:  Medical  suite  fully  furnished  in  Yorktown 
> lical-Dental  building  (upper  Westchester).  Rent  may  be  deferred  for  first 
5 nonths  of  lease.  Contact:  Yorktown  Medical  Building  Associates,  Box  412, 
\ ktown  Heights,  N.Y.  10598,  or  call  after  6 p.m.  (914)  241-1049. 


3 PET  BAY,  ST.  THOMAS:  Luxury  resort  villa,  right  on  virgin  white  beach 
8 .*  for  children.  All  aquatic  sports,  private  tennis  club  with  pro.  Beautiful 
v as.  A/C,  fully  furnished  and  equipped.  2 bedrooms,  2 baths.  Ideal  family 
( wo  couples  Also  60  ft.  cutter/crew  for  charter.  Brochure.  G.C.  Norton, 
13.,  Box  134,  Endicott,  N.Y.  13760.  (607)  ST  5-5810. 


C -YN  HEIGHTS.  L.I.,  N.Y.  CHOICE  LOCATION.  Space  available,  for  rent, 
inedical  building.  Beautifully  decorated.  X-ray  view  box  and  intercom  in 
( sultation  rooms.  300  MA  X-ray  and  lab.  available.  (516)621-1501. 

C SALE:  ONE  YEAR  OLD  OFFICE  and  medical  equipment.  Call  (516) 
' -6611. 

(KLAND  AND  ORANGE  COUNTIES — choice  location.  Fully  furnished 
: dical  suite.  Ideal  for  family  practitioner,  medical  or  surgical  specialist.  Share 
t and  utilities.  Hours  to  suit.  Opportunity  to  purchase  part  of  building  if 
shelter  is  desired.  Opportunity  also  to  purchase  % interest  in  office.  Please 
•1(914)  354-5101. 


The  University  of  Rochester  Medical  Center 
Department  of  Orthopaedics,  announces  a 
POSTGRADUATE  COURSE  IN  ORTHOPAEDIC  MEDICINE 

With  James  H.  Cyriax,  M.D.,  Visiting  Professor  of  Orthopaedic  Medicine 

APRIL  18TH  THRU  23RD,  1977 

For  further  information  please  contact:  P G Course,  Box  665, 
Department  of  Orthopaedics,  University  of  Rochester  Medical  Center, 
601  Elmwood  Ave . Rochester.  N.Y.  14642.  (7161  275-5411,  Mrs.  Wendy  Keck 


REAL  ESTATE  FOR  SALE  OR  RENT— CONTD 


MIDDLE  VILLAGE.  QUEENS  COUNTY.  Doctor's  Office  for  Rent.  Prime 
location  Corner  of  79th  Street  and  Eliot  Avenue.  Has  been  doctor’s  office  for 
over  15  years.  Landlord  will  renovate  to  suit,  terms  negotiable.  Only  minutes 
away  from  several  Queens  hospitals.  Call  Mr.  Phillips — (212)  426-6000. 


SCHENECTADY.  NEW  YORK.  MODERN  OFFICE  to  share;  1,030  sq.  ft.,  4 
treatment  rms;  one  room  used  by  dentist.  Phone  (518)  372-3039,  or  eves  (518) 
346-0853. 


NORTHEAST  BRONX,  N.Y.  Two  family  detached,  brick  Colonial  home  near 
hospitals  and  public  transportation.  First:  seven  rooms,  l*/j  baths,  enclosed 
porch.  Second:  seven  rooms,  1 bath  Two  finished  basement  rooms,  \ bath. 
Three-car  garage,  oil  heat,  220  wiring,  50  X 114  plot.  Principals  only.  Call  7-9 
p.m.  MWF  (212)  654-3230. 


RIVERDALE:  OFFICE  SPACE  AVAILABLE  in  modern,  A/C,  one-story  pro- 
fessional building,  6011  Riverdale  Avenue.  Call  (212)  546-5707. 


FOR  LEASE:  YONKERS,  NEW  YORK.  Physician’s  office,  spacious  with  private 
entrance.  Furnishings  available;  X-ray  equipment  and  automatic  processor 
available.  North  Broadway  location.  Convenient  to  all  hospitals.  Call:  (914) 
963-7911. 


WEST  END  AVE.,  NYC  1 64-65  Sts):  Well  populated  residential  area.  Ideal  for 
group  practice  and/or  services  in  new,  fully  sold,  186  family  co-op  hi-rise  building. 
One  unit  6,630  sq.  ft.  plus  basement  3,910  sq.  ft.  Second  unit  2,210  sq.  ft.  plus 
basement  890  sq.  ft.  Basement  lends  itself  to  additional  office,  consultation  or 
storage.  Realistic  rentals.  Contact  Mrs.  Edison:  Hanfield,  Callen,  Ruland  & 
Benjamin,  Inc.  (212)  354-9400. 


LAKE  SUCCESS,  N.Y.  NEW  BUILDING  adjoining  Long  Island  Jewish  Hospital. 
19,000  sq.  ft.  Completion  late  1977.  Space  available.  (516)  354-0100. 


DOCTOR’S  OFFICE  AVAILABLE,  with  2 internists,  in  professional  building, 
Syosset,  Long  Island,  N.Y.  Call  after  5 p.m.  (516)921-1501. 


AMSTERDAM.  N.Y.  PROFESSIONAL  BUILDING  & Georgian  Colonial  home 
situated  in  area  with  need  for  any  type  physician.  Building  includes  modern 
offices,  six  examining  rooms,  large  office  & lovely  Apt.,  plus  large  waiting  room. 
Home  features  seventeen  rooms  and  three  fireplaces.  $95,000.  Real  Estate  28, 
Fultonville.  N.Y.  12072.  Call  (518)  853-3528,  or  (518)  843-0412. 


OFFICE  SPACE  AVAILABLE.  FRESH  MEADOW  VICINITY,  189th  Street, 
Union  Turnpike.  Any  evening  and  Tuesday  & Thursday  afternoon.  Ideal  for 
psychiatrist,  psychotherapist,  surgeon.  Call  (212)  464-2885. 


® . 

TIERCEL 

Vacations  Ashore  and/or  Afloat 

VIRGIN  ISLANDS 

CREWED  CHARTER  YACHT  and/or 
VILLA  RENTAL 
CARL  & SUMI  POWELL 

20  Tracy  Way,  Cowpet  Bay,  SI.  Thomas,  U.S.V.I.,  00801 
(809)  774-8282  or  775-2514 

I T JEFFERSON  STA..  L.I.  Buy  beautiful  medical  building.  Income  plus 
ce  for  you,  or  rent  it.  Owner.  Posner,  Box  95,  Centerport,  N.Y.  11721.  (212) 
’-3770,  or  (516)  673-0660. 
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AMA  Expands  Continuing  Medical 
Education  Opportunities  in  1977. 


i 


Now  you  can  choose  from  15  regional  CME  meetings! 


Recognizing  the  importance  of  continuing  medical  educa- 
tion to  its  members,  the  AMA  hefs  greatly  expanded  its 
CME  programs.  During  1977,  the  AMA  will  offer  15  reg- 
ional CME  meetings  around  the  country  in  addition  to  its 
scientific  programs  at  both  the  Annual  Convention  and 
Winter  Meeting. 

The  purpose  of  the  regional  programs  is  to  make  it 
easier  and  more  convenient  for  you  to  continue  your 
medical  education  by  bringing  the  meetings  closer  to  your 
hometown  and  by  scheduling  them  on  the  weekends  to 


1977  Regional  Schedule 

Tulsa,  Oklahoma 
Birmingham,  Alabama 
*Lake  Tahoe,  Nevada 
Denver,  Colorado 
*Tarpori  Springs,  Florida 
Detroit  (Southfield),  Michigan 
New  York  (Westchester),  New  York 
Houston,  Texas 
Hartford,  Connecticut 
*Lake  of  the  Ozarks,  Missouri 
Chicago,  Illinois 

'"Hot  Springs  (Homestead),  Virginia 

* Huron,  Ohio 


avoid  interference  with  your  practice. 

All  courses  are  approved  by  the  AMA  Council  on  Con- 
tinuing Physician  Education  for  Category  1 credit  toward 
an  AMA  Physician’s  Recognition  Award.  A syllabi  written 
by  medical  school  faculties  is  provided  with  every  course. 

Specific  information  on  course  location,  fees,  academic  program, 
faculty,  and  hotel  reservations  will  be  available  approximately  2 
months  before  each  course  date.  Please  write  to  address  below  ai 
that  time  stating  your  selection  (s).  Print  name,  address,  and  office 
phone  number. 


* Honolulu,  Hawaii  Oct.  30-Nov.  4 

Hershey,  Pennsylvania  November  18-19 

AMA’s  126th  Annual  Convention 

San  Francisco,  California  June  18-22 

AMA’s  Winter  Scientific  Meeting 

Miami  Beach,  Florida  December  10-13 

AMA  Spokesmanship  Seminars 

Chicago,  Illinois  August  13-14 

(Marriott  O’Hare  Hotel)  November  12-13 



*Courses  end  at  midday  for  recreation  activities 


January  22-23 
February  5-6 
February  11-13 
February  19-20 
March  4-6 
March  26-27 
April  16-17 
May  15 

September  10-1 1 
September  16-18 
September  24-25 
Sept.  30-Oct.  2 
October  7-9 


AMA  Department  of  Meeting  Services 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
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420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 


Urology 2 


SUBSCRIPTION 

Subscriptions  to  “WHAT  GOES  ON"  are  being  offered  at  less  than 
cost.  The  $3.00  one-year  subscription  rate  guarantees  you  12 
issues  mailed  first  class  in  advance  of  the  New  York  State  Journal 
of  Medicine. 
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WGO-1 


NEW  YORK  CITY 


Monthly  program  for  Beth  Israel  Medical 
Center  with  The  Page  & William  Black  Post- 
Graduate  School  of  Medicine  of  the  Mt.  Sinai 
School  of  Medicine 

10  Nathan  D.  Perlman  Place 
March  1,  8:00  a. m. -4:00  p.m. 

Controversy  in  Diabetes  Mellitus 

Gerald  J.  Friedman,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

March  30,  8:30  a. m.  -4:00  p.m. 

* Co-sponsored  by  the  American  Cancer  Society,  N.Y.C. 
Division,  Inc. 

Recent  Advances  in  Diagnostic  Modalities 
and  Therapy  for  Breast  Cancer 

Louis  Venet,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Post-Graduate  Medical  Education 
Office,  Beth  Israel  Medical  Center,  10  Nathan  D.  Perlman  Place, 
New  York  10003.  Tel:  212/673-3000  ext.  2135. 


Monthly  program  for  The  New  York  Academy 
of  Medicine 

2 East  1 03rd  Street 
March  1,  7:00  p.m.,  Tuesday 

Section  on  Dermatology  and  Syphilology 

1.  PRESENTATION  OF  CASES 

Peter  Burk,  M.D.,  Michael  Fisher,  M.D.,  Leonard  V. 
Kornblee,  M.D.,  Harry  Shatin,  M.D.,  Jesse  A.  Tolmach, 
M.D. 

2.  BUSINESS  MEETING:  7:45-8: 15  p.m. 

3.  DISCUSSION  OF  CASES:  8:15-9:45  p.m. 

CREDIT:  AMA  Cat.  1 (2%  hrs.) 


March  2,  7:15  p.m.,  Wednesday 

Section  on  Anesthesiology  and  Resuscitation 
Symposium  on  Pediatric  Cardiac  Surgery 

Mary  Ellen  Engle,  M.D.,  William  A.  Gay,  M.D.,  Nicholas  T. 
Kouchoukos,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  6:30  p.m. 


March  7,  7:30  p.m.,  Monday 

Section  on  Orthopedic  Surgery 

NEW  APPROACHES  TO  PERIPHERAL  NERVE  LESIONS 


1.  NEW  CONCEPTS  IN  THE  PATHOLOGY  OF 
PERIPHERAL  NERVE  INJURIES 

Alan  R.  Hudson,  M.D. 

2.  ADVANCES  IN  PERIPHERAL  NERVE  SURGERY. 
DECOMPRESSION  AND  REPAIR  IN  TRAUMA,  CARPAL 
TUNNEL  SYNDROME  AND  ULNAR  NEUROPATHIES 
Arthur  F.  Battista,  M.D. 

3.  RECONSTRUCTION  AFTER  TRAUMA  TO  THE 
BRACHIAL  PLEXIS 

Ralph  Lusskin,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m.-Subscription  Dinner  6:30  p.m. 


March'8,  4:00  p.m.,  Tuesday 

Section  on  Biomedical  Engineering  with  The 
Mount  Sinai  School  of  Medicine 

* The  Mount  Sinai  School  of  Medicine 

Annenberg  Bldg.,  Rm.  25-83 
5th  Avenue  and  100th  Street 

1.  TECHNICON  HEMALOG  D— ITS  DESIGN  AND 
PERFORMANCE 

Leonard  Ornstein,  M.D. 

2.  ON-LINE  ANALYSIS  OF  THE  EXPIRED  CARBON 
DIOXIDE  CONCENTRATION:  ITS  PREDICTIVE  VALUE 
IN  WEANING  FROM  MECHANICAL  VENTILATORY 
ASSISTANCE 

Richard  A.  deAsla,  M.D.,  Roy  A.  Jurado,  M.D.,  Hillard  L. 
Fitzkee,  M.D.,  Raymond  A.  Christiansen,  M.D.,  Salvador  B. 
Lukban,  M.D.,  Robert  S.  Litwak,  M.D. 

3.  REDUCTION  OF  UNEXPECTED,  LIFE-THREATENING 
EVENTS  IN  POST-OPERATIVE  CARDIAC  SURGICAL 
PATIENTS:  THE  ROLE  OF  COMPUTERIZED 
SURVEILLANCE 

Roy  A.  Jurado,  M.D.,  Hillard  L.  Fitzkee,  M.D.,  Richard  A. 
deAsla,  M.D.,  Salvador  B.  Lukban,  M.D.,  Robert  S.  Litwak, 
M.D.,  John  J.  Osborn,  M.D. 

4.  BEAT-TO-BEAT  ESTIMATION  OF  STROKE  VOLUME 
BY  PULSE  CONTOUR  METHODS 

Hillard  L.  Fitzkee,  M.D.,  Roy  A.  Jurado,  M.D.,  Bruce 
Mindich,  M.D.,  Richard  A.  deAsla,  M.D.,  Raymond  A. 
Christiansen,  M.D.,  Salvador  B.  Lukban,  M.D.,  Robert  S. 
Litwak,  M.D. 


March  16,  8:30  p.m.,  Wednesday 

Section  on  Urology 

1.  THE  SIXTEENTH  FERDINAND  C.  VALENTINE 
MEMORIAL  LECTURE 

Elliot  Leiter,  M.D. 

2.  TOPIC  TO  BE  ANNOUNCED 
Eugene  M.  Bricker,  M.D. 

Reception  6:30  p.m.-Subscription  Dinner  7:30  p.m. 


March  21.  8:00  p.m.,  Monday 

Section  on  Ophthalmology 

1.  MANAGEMENT  OF  CATARACT  AND  GLAUCOMA 
B.  Thomas  Hutchison,  M.D. 

2.  ORBITAL  PSEUDOTUMORS  IN  CHILDREN 
Frederick  A.  Jakobiec,  M.D. 

3.  IMMUNOLOGY  AND  FUNDUS  INFECTION 
Carl  L.  Fetkenhour,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m.-Subscription  Dinner  7:00  p.m. 
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March  21,  4:30  p.m.,  Monday 

Section  on  Radiology  with  The  New  York 
Roentgen  Society 

1.  CURRENT  PEDIATRIC  RADIOLOGY 

Walter  E.  Berdon,  M.D.,  Patricia  Winchester,  M.D.,  Harold 
Goldman,  M.D.,  Bernard  Reilly,  M.D. 

* Reception  and  Dinner — 6:00  p.m. 

2.  THE  IMPACT  OF  C.T.  SCANNING  ON  PEDIATRIC 
RADIOLOGY 

Bernard  J.  Reilly,  M.D, 

3.  IMMUNOLOGICAL  APPROACH  TO  CANCER 
B.  Bloom,  M.D. 


March  23,  8:00p.m.,  Wednesday 

Section  on  Psychiatry  with  Section  on 
Historical  Medicine,  Section  on  Occupational 
Medicine 

Franz  Kafka:  The  Struggle  to  Survive 

Stephen  Nordlicht,  M.D. 

Reception  6:00  p.m. -Subscription  Dinner  7:00  p.m. 


Monthly  program  for  the  Westchester  Square 
Hospital  in  collaboration  with  the  Albert 
Einstein  College  of  Medicine 

4:00-5:30  p.m. 

1625  St.  Peters  Avenue 
Bronx 

March  2 

Newer  Medical  and  Surgical  Therapy  of 
Stroke 

Jack  Fein,  M.D. 

NO  FEE  CREDIT:  AAFP  lV2 

March  16 

Respiratory  Viral  Infections:  Immunologic 
Aspects 

Arye  Rubinstein,  M.D. 

NO  FEE  CREDIT:  AAFP  lV2 


Monthly  program  for  the  Page  and  William 
Black  Post-Graduate  School  of  Medicine  of  the 
Mount  Sinai  School  of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

March  1,  8,  15,  22,  29,  April  5,  Tuesdays,  4:00-5:30  p.m. 

Recent  Advances  in  Clinical  Cardiology 

Michael  V.  Herman,  M.D.,  Richard  Gorlin,  M.D.,  Louis  E. 
Teichholz,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (9  hrs.) 

March  10,  17,  24,  31,  April  7,  Thursdays,  5:00-6:30  p.m. 


Recent  Advances  in  Kidney  Disease  and 
Acid  Base  Balance 

Marvin  F.  Levitt,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (7’/2  hrs.) 

March  11,  Friday,  9:00  a. m. -5:00  p.m. 

March  12,  Saturday,  9:00  a. m. -1:00  p.m. 

Indirect  Ophthalmoscopy  and  Peripheral 
Retinal  Disorders 

Keith  M.  Zinn,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (1 1 hrs.) 

March  18,  Friday,  8:45  a. m. -4:45  p.m. 

Communication  Disorders 

Asher  Bar,  Ph  D. 

FEE:  $15.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

March  2 1,  22,  23,  24,  25,  Monday  through  Friday, 

9:00  a. m. -5:00  p.m. 

Laboratory  Methods  in  Immunohematology 
and  Blood  Banking 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (35  hrs.) 

March  2 1,  22,  23,  ‘24,  25,  Monday  through  Friday, 

9:00  a m. -6:00  p.m. 

Temporal  Bone  Surgery 

Simon  C.  Parisier,  M.D. 

FEE:  $425.  CREDIT:  AMA  Cat.  1 (40  hrs.) 


March  5 

District  I,  N.Y.S.  Society  of  Anesthesiologists 
Co-sponsored  by  N.Y.S.  Society  of 
Anesthesiologists 

Downstate  SUNY 
Lecture  Hall 
Brooklyn 

1.  CIRCULATION  AND  ORGAN  PERFUSION 
C.  Alexander,  M.D. 

2.  HYPOTENSIVE  TECHNIQUES 
N.  Fahmy,  M.D. 

3.  HYPERTENSION  AS  A COMPLICATION  OF 
ANESTHESIA  AND  SURGERY 

J.  Viljoen,  M.D. 

For  further  information  contact  Laurence  E.  Balfus,  M.D.,  79 
Fernwood  Lane,  Roslyn,  1 1576.  TeL  516/627-7560. 


March  7 
8:00  p.m. 

New  York  Society  for  Clinical  Ophthalmology 

New  York  Academy  of  Medicine 
2 East  103rd  Street 

Intraocular  Tumors 

1.  IMMUNOLOGIC  ASPECTS  OF  OCULAR  MELANOMAS 
Jay  Federman,  M.D. 
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2.  EYEBALL  RESECTION  FOR  TREATMENT  OF 
CHOROIDAL  MELANOMA 
Gholam  Peyman,  M.D. 

CREDIT:  AMA  Cat.  1(1  % hrs.) 

Dinner  to  precede  meeting  6:00  p.m.,  for  reservations  call 
Donald  Morris  212/687-3886  before  March  3rd. 

For  further  information  contact  Jack  M.  Dodick,  M.D.,  531  Park 
Avenue,  10021. 


March  16 

8:30- 10:00  p.m. 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 

Specialty  Training  Program  in 
Psychoanalytic  Medicine 

The  Supervisor’s  Experience  of  Supervision 

Joseph  W.  Vollmerhausen,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 

For  further  information  contact  David  Shainberg,  M.D.,  Dean, 
at  the  above  address,  New  York  10016.  Tel:  212/MU  9- 
7700. 


Course  listing  for  the  New  York  University 
Post-Graduate  Medical  School 

550  First  Avenue 
March  14-25 

Environmental  Health 

FEE:  $600.  CREDIT:  AMA  Cat.  1 

March  16-April  27 

Clinical  Neurotology 

FEE:  $275.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  the  Office  of  the  Associate  Dean, 
New  York  University  Post-Graduate  Medical  School,  550  First 
Avenue,  New  York  10016.  Tel:  212/679-3200  ext.  4037. 

March  1 7 -June  2 

* Co-sponsor  Brookdale  Hospital  Medical  Center 

Current  Concepts  in  Pediatric  Surgery 

Ascher  L.  Mestel,  M.D. 

FEE:  $75.  CREDIT:  AMA  Cat.  1 

These  seminars  are  directed  to  general  surgeons, 
pediatricians,  and  general  and  family  physicians. 

For  details,  write  or  phone  Dr.  William  Mackler,  Brookdale 
Hospital  Medical  Center,  Linden  Boulevard  and  Brookdale  Plaza, 
Brooklyn.  Tel:  212/240-5317. 

* 550  First  Avenue 
March  23-25 


Symposium  on  Forensic  Medicine  and 
Science 

FEE:  $150.  CREDIT:  AMA  Cat.  1 

March  24-26 

Advances  in  Cardiology  for  Practicing 
Physicians 

Kenneth  R.  Krauss,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 

March  24 

* Co-sponsor  Brookdale  Hospital  Medical  Center 

Basic  Colposcopy  for  Obstetricians  and 
Gynecologists 

Norma  Veridiano,  M.D.,  and  Alexander  Sedlis,  M.D. 
FEE:  $100.  CREDIT:  AMA  Cat.  1 

* 550  First  Avenue 
March  28-April  1 

Forensic  Odontology 

Dominick  J.  DiMaio,  M.D. 

FEE:  $375.  CREDIT:  AMA  Cat.  1 

March  3 1-April  2 

Current  Concepts  in  the  Management  of 
Diabetes  and  the  Hyperlipidemias 

Edwin  E.  Gordon,  M.D.  and  Norton  Spritz,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 


March  23 

Health  Projects  International  Inc. 

* Sponsored  by  The  University  of  Iowa  College  of  Medicine  in  co- 
operation with  the  National  Heart,  Lung  and  Blood  Institute;  the 
National  Kidney  Foundation;  the  Committee  on  Atherosclerosis  and 
Hypertension  in  Childhood,  Council  on  Cardiovascular  Disease  in 
the  Young  of  the  American  Heart  Association;  and  the  Canadian 
Pediatric  Society 

Live  Television  Symposium 

Infant  Nutrition:  A Foundation  for  Lasting 
Health 

For  further  information  contact  Pat  Coleine,  Health  Learning 
Systems  Inc.,  c/o  Health  Projects  International,  Inc.,  200  Madison 
Avenue,  New  York  10016.  Tel:  212/683-7620. 


March  23 

Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  & Center 

329  East  62nd  Street 
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* Carnegie  International  Center 

345  East  46  Street 

Twenty-fifth  Annual  Karen  Horney  Lecture 

The  Psychoanalyst  as  a Person 

Judd  Marmor,  M.D. 

(For  further  information  contact  the  Karen  Horney  Clinic,  329  Eas* 
62nd  Street.  New  York  10021.  Tel:  212/PL  2-5267. 


Monthly  course  listing  for  The  Brookdale  Hospital 
Medical  Center  co-sponsored  by  the  New  York 
University  Post-Graduate  Medical  School 

Brookdale  Hospital  Medical  Center 
Brooklyn 

Current  Concepts  in  Pediatric  Surgery 

March  17 — 4:00  p.m. 

Ascher  L.  Mestel,  M.D. 

FEE:  $100.  Residents  $50.  CREDIT:  AMA  Cat.  1 

March  17-June  9 — 4:00  p.m. 

Timing  in  Pediatric  Surgery 

R.  W.  P.  Mellish.  M.D. 

March  24 

The  Child  Is  Not  a Little  Adult 

R.  J.  Touloukian,  M.D. 

March  3 1 

Historical  Perspectives 

L.  K.  Pickett,  M.D. 

April  7 

Anesthesia  For  Infant  & Child 

R.  M.  Filler,  M.D. 

April  14 

Neonatal  Intestinal  Obstruction 

R.  M.  Filler,  M.D. 

April  28 

Developments  in  Pediatric  Cardiovascular 
Surgery 

O.  W.  Isom,  M.D. 

May  5 

Urologic  Pediatric  Problems 

S.  B.  Levitt,  M.D. 

May  12 

Congenital  Malformations  & Neonatal 
Problems  of  Respiratory  Tract 

B.  S.  Levowitz,  M.D. 


May  19 

The  Perforated  Viscus  in  Infancy  & 
Childhood 

A.  L.  Mestel,  M.D. 

May  26 

The  Umbilical  Region  & Its  Problems 

S.  R.  Schuster,  M.D. 

June  2 

Pediatric  Trauma 

P.  K.  Kottmeier,  M.D, 

June  9 

Tumors  in  Childhood 

P.  R.  Exelby,  M.D. 


March  24 — 8:30  a.  m.  -5:00  p.m. 

Basic  Colposcopy  for  Obstetricians  & 
Gynecologists 

Norma  Veridiano,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

March  26 — 8:30  a. m. -5:00  p.m. 

March  27 — 9:00  a m.- 1:00  p.m. 

Neuro-Urodynamics 

Sandor  H.  Wax,  M.D. 

1.  Anatomy  & Physiology  of  Micturition 
William  Bradley,  M.D. 

2.  Neuropharmacology  of  Micturition 
Sandor  Wax,  M.D. 

3.  Cystometry  with  EMG 
William  Bradley,  M.D. 

4.  Uroflometry 
Hong  Kim,  M.D. 

5.  Urethral  Profile 
William  Bradley,  M.D. 

6.  Enuresis  & Daytime  Wetting  in  Children 
Hong  Kim,  M.D. 

7.  Incontinence  in  Adults 
Jordan  Brown,  M.D. 

8.  Retention  in  Adults 
Sandor  Wax,  M.D. 

9.  Retention  & Incontinence — Mixed  Type 

How  to  Set  Up  a Urodynamic  Laboratory  Faculty 
William  Bradley,  M.D. 

FEE:  $125.  Residents  $60.  CREDIT:  AMA  Cat.  1 

(10  hrs) 

For  further  information  contact  William  Mackler,  M.D.,  Brookdale 
Hospital  Medical  Center,  Linden  Boulevard  and  Brookdale  Plaza, 
Brooklyn,  11211.  Tel:  212/240-5317. 


Columbia  University  College  of  P & S and  St. 
Luke’s  Hospital  Center 

630  West  168th  Street 
March  3 1 
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Hysteroscopy 

FEE:  $110.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  on  the  above  contact  Jose  M.  Ferrer, 
M.D.,  Associate  Dean,  630  West  168th  Street,  New  York  10032. 

Tel:  212/694-3682. 

QUEENS  COUNTY 

Monthly  program  for  Deepdale  General 
Hospital  with  SUNY,  Stony  Brook 

9:00-10:00  a. m.,  Tuesdays 

Deepdale  General  Hospital 

55-15  Little  Neck  Parkway 
Little  Neck 

March  1 

Renal  Failure 

March  8 

Management  of  Common  Rheumatological 
Problems 

March  15 

Low  Back  Problems 

March  22 

Seizures  in  Children 

March  29 

Overview  of  Liver  Disease 

For  further  information  contact  Deepdale  General  Hospital,  55-15 
Little  Neck  Parkway,  Little  Neck,  11362.  Tel:  212/428- 

3000. 

NASSAU  COUNTY 

March  3 

Long  Island  Jewish-Hillside  Medical  Center  & 
State  U.  of  NY  (Stony  Brook) 

Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 

Pituitary  Adenomas — 1977,  A One-Day 
Symposium 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Office  of  the  Clinical  Campus, 
Long  Island  Jewish-Hillside  Medical  Center,  New  Hyde  Park, 
11040.  Tel:  212/470-2111. 

Monthly  program  for  Mercy  Hospital — Co- 
sponsored by  Fordham  University  Graduate 
School  of  Social  Services 

9:00  a.  m.  -5:00  p.m. 

1000  North  Village  Avenue 
Rockville  Centre 
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March  19/20 

Symposium  on  a Systems  Approach  to 
Family  Therapy  and  Community  Psychiatry 

FEE:  $50.  per  session 

CREDIT:  AMA  Cat.  1,  A.P.A,  A.N.A. 

For  further  information  contact  Mrs.  Dorothy  Marck,  Merc> 
Hospital  Medical  Education  Department,  1000  North  Village 
Avenue,  Rockville  Center,  11570.  Tel.  516/255-2331. 


ROCHESTER 

March  17,  18,  19,  1977 

University  of  Rochester  School  of  Medicine  & 
Highland  Hospital 

335  Mt.  Vernon  Avenue 
Rochester 

A Basic  Colposcopy  Course 

For  further  information  contact  Dr.  George  C.  Trombetta,  High 
land  Hospital,  Rochester,  14620. 


BUFFALO 


March  26 

8:15  a.m.-4:15  p.m. 

State  University  of  New  York  at  Buffalo 
sponsored  by  The  American  Cancer  Society 
Erie  County  Unit 

Sheraton  Inn 
Buffalo  East 

Adjuvant  Therapy  for  Cancer  Patients 

FEE:  $45.  Physicians  in  practice 

CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  State  University  of  New  York  a 
Buffalo,  2211  Main  Street,  Buffalo,  14214.  Tel:  716/831 
5526. 


OUT-OF-STATE 


SAN  FRANCISCO,  CALIFORNIA 

March  19-20 

University  of  California 
San  Francisco,  California 

Self-Care 

FEE!  $60. 

$35.  For  Full-Time  Students 

For  further  information  contact  Continuing  Education  in  Healtt 
Sciences,  1308 — 3rd  Avenue,  University  of  California,  Sar 
Francisco  94143.  Tel:  415/666-2894. 


MIAMI,  FLORIDA 


Monthly  program  for  University  of  Miami 
Miami,  Florida 

March  19-22 

' Sponsored  by  the  Department  of  Radiology  Mt.  Sinai  Medical 
Center  (Miami  Beach)  in  collaboration  with  the  Department  of  Ra- 
jiology  at  the  University  of  Miami/Jackson  Memorial  Medical 
Center 

* Konover  Hotel 
Miami  Beach 

Seventh  Annual  Special  Radiological 
Procedures  Seminar 

FEE:  $250. — General 

$120. — Residents  and  Fellows 

March  22-26 

Advances  in  Cancer  Diagnosis  (Non- 
invasive  and  Invasive  Techniques) 

FEE:  $215. — General 

$105. — Residents  and  Fellows 

March  26-29 

* Caribbean  Cruise 

Pathologic-Radiologic  Correlations 

Fee  and  place  to  be  determined.  Fee  will  include  registration 
fee  ($80.) 

For  further  information  contact  Mrs.  Lucy  R.  Kelley,  Department 
of  Radiology,  University  of  Miami/Jackson  Memorial  Medical 
Center.  Miami,  Florida,  33136. 


NEW  ORLEANS,  LOUISIANA 

March  28/3 1 

The  New  Orleans  Graduate  Medical  Assembly 

1430  Tulane  Avenue 
New  Orleans,  Louisiana 

* The  Fairmont 


EVENTS  RECEIVED  AFTER  DEADLINE 


The  Fortieth  Annual  New  Orleans  Graduate 
Medical  Assembly 

FEE:  $125. 

$62.50  Military  Courtesy  Registration 
Complimentary  for  Students,  Residents,  Interns  and 
Fellows 

For  further  information  contact  The  Nogma,  Room  1538,  1430 
Tulane  Avenue,  New  Orleans,  La.,  70112.  Tel:  504/525- 
9930. 


OUT-OF-USA 


CANADA 

March  15-19 

International  Academy  of  Pathology 
Toronto,  Ontario 

* Sheraton  Centre  Hotel 

Sixty-Sixth  Annual  Meeting 
Long  Course  on  Recent  Advances  in 
Pulmonary  Pathology 

For  further  information  contact  Leland  Stoddard,  M.D.,  Interna- 
tional Academy  of  Pathology,  Medical  College  of  Georgia,  Au- 
gusta, Ga„  30902.  Tel:  404/724-2973. 


March  30 

McMaster  University  Medical  Centre 

1200  Main  Street  West 
Hamilton,  Ontario 

Day  in  Epilepsy 

For  further  information  contact  Dr.  A.R.M.  Upton,  Department 
of  Medicine,  McMaster  University  Medical  Centre,  1200  Main 
Street  West,  Hamilton,  Ontario,  Canada,  L8S  4J9. 


Monthly  program  for  Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

March  1,  10:00- 1 1:00  a.m. 

VASCULITIS  AND  KIDNEY 
March  2,  10:00- 1 1:00  a.m. 

THYROID  CANCER 
March  8.  10:00- 1 1:00  a.m. 

DRUG  INTERACTIONS  ON  ENDOCRINE  DISORDERS 
March  9,  10:00- 1 1:00  a.m. 

G.  I.  HARMONS 
March  15,  10:00-11:00  a.m. 

PRESENTATION  G.l.  CASE 
March  16,  10:00-1 1:00  a.m. 

BRONCOSCOPY 
March  23,  10:00- 1 1:00  a.m. 

BRONCOSCOPY 
March  29,  10:00- 1 1:00  a.m. 

MULTIPLE  MYELOMA 
March  30,  10:00- 1 1:00  a.m. 

MEDICAL  C.P.C. 


NEW  YORK  CITY 


Events  Received  After  Deadline 
Monthly  schedule  for  Doctors  Hospital 

170  East  End  Avenue 
March  3,  4:00-5:00  p.m. 

Hemodynamic  Basis  of  Atherosclerosis 

Meyer  Texon,  M.D. 

March  12,  8:30  a.m.-12:30  p.m. 

Contemporary  Management  of  Lung  Cancer 

Carl  J.  Muschenheim,  M.D.,  Paul  Kirschner,  M.D., 

William  Cahan,  M.D.,  Norman  Simon,  M.D., 

David  Molander,  M.D. 

For  further  information  contact  Clifford  L.  Spingarn,  M.D., 
170  East  End  Avenue,  New  York  10028.  Tel:  212/535-3000 
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ALLERGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Allergist.  Contact  Mr. 
Charles  D.  Hicks,  Director,  Physicians'  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/ 
253-3388 

PLAINVIEW,  N.Y.,  Nassau  County  needs  an  Allergist  and  ENT 
physician.  Contact  Julian  Kirchick,  M.D.,  3 Ridge  Drive,  Old 
Westbury.  Tel:  516/248-7396. 

ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O'Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkwy.,  Buffalo,  14208.  Tel: 
716/886-4400.  ext.  447. 

• GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Anesthesiologist 
and  Ob/Gyn  physician.  Contact  Jose  Galinso,  M D , Tri-County 
Memorial  Hospital,  100  Memorial  Drive.  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

POTSDAM,  N.Y.,  St.  lawrence  County,  needs  an  Anesthesiologist. 
Contact  C.  Edward 'Stevens,  Executive  Director,  Central  St. 
Lawrence  Health  Services,  50  Leroy  Street,  Potsdam,  13676. 
Tel:  315/265-3300 
DERMATOLOGIST 

AUBURN,  NiY.  Cayuga  County  needs  a Dermatologist.  For  further 
information  contact  Mr.  Charles  D.  Hicks,  Director,  Physicians' 
Procurement  Committee,  157  Ross  Street,  Auburn  13021.  Tel: 
315/253-3388. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Group, 
Olean,  14760.  Tel:  716/372-0141. 

EMERGENCY  ROOM 

NEW  HARTFORD,  N Y.  Oneida  County  needs  an  Emergency  Room 
physician.  Position  offers  excellent  benefits.  Contact  Irving 
Cramer,  M.D.,  St.  Luke's  Hospital  Center,  Box  479  Champlin  Rd., 
Utica,  13502. 

ENT 

CEDARHURST,  N.Y.  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Barrett  Road, 
Cedarhurst  1 1559.  Tel:  516/239-0880. 

PLAINVIEW,  N.Y.,  Nassau  County  needs  an  ENT  physician  and 
Allergist.  Contact  Julian  Kirchick,  M.D.,  3 Ridge  Drive,  Old 
Westbury.  Tel:  516/248-7396. 

FAMILY  PHYSICIAN 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Ms.  Emily  Dirtkelacker,  Village  of  Athens. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center,  Bergen  14416.  Tel:  716/494-1621. 

BRONX,  N.Y.,  needs  a Family  Physician,  Internist,  Pediatrician. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

BRONX,  N.Y.  needs  a General  Physician  to  work  mornings.  Contact 
Mr.  Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis 
Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

CANTON,  N.Y.,  St.  Lawrence  County,  needs  a doctor  for  Student 
Health  Services.  Contact  Stuart  A.  Winning,  M.D.,  St. 

1 Lawrence  University,  Canton,  13617.  Tel:  1-315/379-5392. 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 

CORNING,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  James  M.  Clifford,  Corning  Medical  & Surgical  Asso- 
ciates, Medical  Arts  Building,  201  E First  Street,  Corning  14830. 
Tel:  607/936-9971. 

FREEPORT,  N.Y.,  Nassau  County  needs  a Family  Physician. 
Contact  Bernard  Ross,  M.D.,  121  South  Ocean  Avenue,  Free- 
port. 


HAMILTON,  N.Y.,  Madison  County  needs  a Family  Physician. 
Contact  Ms.  N.  Cara  Ackerman,  Director,  Mid-York  Family 
Health  Center,  150  Broad  Street,  Hamilton,  13346.  Tel: 
315/824-0850. 

HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of  Webb  Health 
Center,  Old  Forge  13420.  Tel:  315/369-3464. 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  Watson  L.  Walden,  Business  Manager,  Karl  Medical 
Group,  P.C.,  20  Elm  Street.  Hornell,  14843.  Tel:  607/324-1571. 

HORSEHEADS,  N.Y.,  Chemung  Co.,  needs  a Family  Physician  and 
Surgeon  Contact  Horseheads  Medical  and  Surgical  Associates, 

P C.,  301  West  Broad  Street,  Horseheads,  14845.  Tel:  607/RE 
9-3644. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director,  Family 
Health  Center,  51  Glasgow  Avenue,  Jamestown  14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street,  Johns- 
town, 12095. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician. 

Contact  George  F.  Einters,  M.D.,  143  Green  Street,  Kingston, 
12401.  Tel:  914/338-4034. 

KINGSTON.  N.Y.,  Ulster  County  needs  an  Ophthalmologist  and 
Family  Physician  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 

LOCKPORT,  N.Y.,  Niagara  County  needs  several  Family  Physicians. 
Contact  N.  Donald  Peifer,  Lockport  Memorial  Hospital,  Lockport, 
14094.  Tel:  716/433-3831. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Family  Physician.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22 
Putnam  Professional  Park,  Mahopac,  10541.  Tel:  914/628- 
3474 

MEDINA,  N.Y.  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital,  Me- 
dina. 14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.  needs  a part-time  Family  Physician  or  In- 
ternist for  a two  day  week.  Contact  George  Friedman,  M.D.,  415 
Central  Park  W,  New  York,  10025.  Tel:  212/222-4763. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/754-6227 
days,  315/754-6663  evenings. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

TROY,  N.Y.,  Rensselaer  County,  needs  a General  Physician  with 
interest  in  alcoholism.  Contact  David  Kadish,  Assistant  Adm., 
Samaritan  Hospital,  2215  Burdett  Avenue,  Troy,  12180.  Tel: 
518/274-3000,  ext.  201. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan,  Waddington  13694.  Tel:  315/ 
388-4446  or  315/388-5908. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Alexander  Boroff,  M.D.,  474  Pennsylvania  Avenue,  Waverly, 
14892.  Tel:  607/565-8360. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WEBSTER,  N.Y.  Monore  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  12  miles  east  of  Rochester. 
Contact  Jason  O.  Cook,  M.D.,  193  West  Main  Street,  Webster 
14580. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hosiptal  of  William  F. 
& Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville,  14895. 
Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Robert 
Arnold,  Willsboro,  12996. 
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INTERNISTS 

BRONX,  N.Y.,  needs  an  Internist.  Contact  Benjamin  Dvosin,  Adm,, 
Northern  City  Medical  Group  (H.I.P.),  115  Dreiser  Loop,  CO-OP 

City,  Bronx,  10475. 

BRONX,  N.Y.  needs  an  Internist  for  2 day  week.  Contact  Mr.  Ro- 
senfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.  needs  an  Internist,  Famiiy  Physician,  Pediatrician. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  interested 
in  health  care  delivery  and  community  medicine.  For  further 
information  contact  W.  H.  Stevenson,  Ass’t  Director  of  Personnel, 
the  Buffalo  General  Hospital,  100  High  Street,  14203.  TEL: 
716/845-7490. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

DELHI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Internist, 

Psychiatrist,  Pediatrician.  Contact  Mr.  Pegalis,  54  Main 
Street,  Medical  Bldg.,  Hempstead,  1 1550.  Tel:  516/538- 
4531/4532. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420.  Tel: 
315/369-2464. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Cardiologist.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  FYjtnam 
Professional  Park,  Mahopac,  10541.  Tel:  914/628-3474. 

MARGARETVILLE,  N.Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  available. 
For  further  information  contact  Margaretville  Memorial  Hospital 
Administrator  at  Tel:  914/586-2631  or  914/586-4807. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J.  McDonald,  Adm.,  Schuyler 
Hospital,  Montour  Fails,  14865.  Tel:  607/535-7121. 

NEWARK,  N.Y.,  Wayne  County  needs  an  Internist.  Contact  W. 

L.  Fredricksen,  Admin.,  Newark  Medical  Center,  Newark 
14513.  Tel:  315/331-3310. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  F:or  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  1477  9. 

WOODMERE,  N.Y.,  Nassau  County  needs  a part-time  physician  to 
assist  an  Internist.  Contact  Mrs.  Rhoda  Adler,  863  Central  Av- 
enue, Woodmere,  11598. 

GENERAL  SURGEON 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

HORSEHEADS,  N Y.,  Chemung  Co.,  needs  a Surgeon  and  Family 
Physician.  Contact  Horseheads  Medical  and  Surgical  Asso- 
ciates, P C.,  301  West  Broad  Street,  Horseheads,  14845.  Tel: 
607/RE  9-3644. 

ORTHOPEDIC  SURGEON 

MASSENA,  N Y.,  St.  Lawrence  County  needs  a Orthopedic  Surgeon, 
ENT,  Psychiatrist  and  General  Physician  Contact  George 
Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena,  13662. 
Tel:  315/769-9991. 

MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital,  Me- 
dina. 14103.  Tel:  716/798-2000. 

DIRECTOR 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Director 
for  St.  Mary's  Hospital,  89  Genesee  Street,  Rochester, 

14611. 


ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Surgeon. 
Contact  A.  J.  Graziani,  M.D.,  St.  Mary's  Hospital,  89  Genesee 
Street,  Rochester,  14611. 

WAVERLY,  N Y.,  Tioga  County  needs  an  Orthopedic  Surgeon. 
Contact  Charles  F.  Ryan,  M.D.,  Tioga  General  Hospital,  Waverly, 
14892.  Tel:  607/565-2861. 


PART-TIME 

NEW  YORK  CITY,  N.Y.,  needs  an  Orthopedist  for  part-time  4-6 
hours  weekly.  Contact  F.  P.  Guidotti,  M.D.,  Medical  Director, 
Health  Center  Family  Medical  Office,  321  W.  44th  Street,  New 
York  10036.  Tel:  212/586-1550. 


OBSTETRICIAN/GYNECOLOGIST 

BATAVIA,  N.Y.,  Genesee  County  needs  an  Ob/Gyn  physician. 
Contact  Louis  E.  Green,  Jr.,  M.D.  and  John  T.  Chua,  M.D., 

P C.,  215  Summit  Street,  Batavia  14020.  Tel:  716/343- 
6076. 

GOWANDA,  N.Y.,  Cattaragus  County  needs  an  Ob/Gyn  physician 
and  an  Anesthesiologist.  Contact  Jose  Galindo,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 

7 1 6/532-3377  or  7 1 6/366- 1111. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Ob/Gyn  physician. 
Contact  Mr.  Pegalis,  54  Main  Street,  Medical  Building, 
Hempstead  1 1550.  Tel:  516/538-4531/2 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  Contact  Gorden  Stenhouse,  M.D.,  Hornell  Medical 
Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

MONTOUR  FALLS,  N.Y.  Schuyler  County. needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  an  Ob/Gyn  physician.  Contact  Ms. 

Anne  Squire,  c/o  Storch,  44  Gramercy  Park  North,  New  York 
10010.  Tel:  212/254-0700. 

ROCKVILLE  CENTRE,  N.Y.,  Nassau  County  needs  an  Ob/Gyn  phy-  ' 
sician.  Contact  Dr.  Erwin  T.  Michaelson  or  Dr.  Donald  S.  Cohen,  s 
165  N.  Village  Ave.,  Rockville  Centre,  11570.  Tel:  516/  r 

766-5851. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr.  Stewart  Redman,  i 
Adm.,  Community  Hospital,  Harper  Street,  Stamford  12167.  Tel: 
607/652-7521. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician  am 
Ophthalmologist.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Streel 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Ophthalmologis' 
Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  14 
Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ex' 
261  04  262. 

PATHOLOGIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Pathologist.  Contact 
Sanford  M.  Farrer,  M.D.,  Brooklyn  Hospital,  121  DeKalb 
Avenue,  Brooklyn,  11201. 

PEDIATRICIAN 

BRONX,  N.Y.  needs  a Pediatrician  for  2 day  week.  Contact  Mr 
Rosenfeld,  Am.,  South  Bronx  Health  Services,  272  Willis  Avenue 
Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.,  needs  a Pediatrician,  Family  Physician,  Internist. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 
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BROOKLYN.  N Y..  Kings  County  needs  a Pediatrician.  Contact 
Dr  Veronica  Santilli,  7000  Bay  Parkway,  Brooklyn  Tel: 
212/331-8400. 

CAMBRIDGE.  N Y.,  Washington  County  needs  a Pediatrician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClella  Hospital. 
Cambridge.  12816.  Tel:  518/677-261 1.  ext.  261. 

HEMPSTEAD,  N Y.,  Nassau  County  needs  a Pediatrician, 

Internist,  Psychiatrist.  Contact  Mr.  Pegalis,  54  Main  Street, 
Medical  Bldg  , Hempstead,  1 1550.  Tel:  516/538-4531/ 
4532. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Pediatrician.  Con- 
tact Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street.  Little  Falls.  13365  Tel:  315/823-1000,  ext.  261  or 
262. 

MAHOPAC,  N Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Pediatrician.  Contact  Bemad  M Poritzky.  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac  10541.  Tel:  914/628-3474 

MARGARETVILLE,  Delaware  County  needs  a Pediatrician. 

Contact  Joseph  Kehoe,  Adm.,  Margaretville  Memorial 
Hospital,  Margaretville,  12455.  Tel:  914/586-2631. 

MIDDLETOWN,  N.Y.,  Orange  County  needs  a Pediatrician.  Contact 
David  Zylberman,  M.D.,  10  Benton  Avenue,  Middletown. 
10940. 

MIDDLE  VILLAGE,  N Y.,  Queens  County  needs  a Pediatrician 
Contact  Dr.  R Bell.  75-26  Furmanville  Avenue.  Middle 
Village  11379  Tel:  212/326-0100. 

MONTOUR  FALLS,  N Y.  Schuyler  County  needs  an  Ob/Gyn 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  41865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  a Pediatrician.  Contact  Clarence  Fowe, 
M.D.,  346  Broadway  6th  Floor,  New  York  10013.  Tel:  212/ 
433-7854. 

YONKERS,  N.Y.,  Westchester  County  needs  a pediatrician.  Contact 
Dr  L.  Kauffman.  Lewis  Rd  , Irvington.  10533. 

PSYCHIATRIST 
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Four  key  lawmakers,  representing  both  political  parties, 
have  introduced  into  the  new  Congress  an  American 
Medical  Association  proposal  for  national  health  insur- 
ance. 

Association  President  Richard  E.  Palmer,  M.D.,  urged 
the  95th  Congress  and  the  Carter  Administration  to  con- 
sider carefully  “this  forthright  approach  to  national  health 
insurance.  This  bill  would  extend  health  insurance  to 
every  American  at  a cost  the  nation  could  afford.  It  is  a 
viable  solution  to  the  problem  of  providing  quality  health 
and  medical  care  to  everyone.” 

The  Comprehensive  Health  Care  Insurance  Act  of  1977 
was  introduced  into  the  Senate  by  Senator  Clifford  P. 
Hansen  (R.,  Wyo.)  and  in  the  House  by  Representatives 
Tim  Lee  Carter  (R.,  Ky.),  John  M.  Murphy  (D.,  N.Y.),  and 
John  J.  Duncan  (R.,  Tenn.). 

The  medical  profession’s  NHI  plan  would  build  on  the 
structure  of  the  present  system  of  employer-employee 
group  health  insurance  plans,  mandating  each  employer 
to  provide  comprehensive  and  catastrophic  benefit  cov- 
erage with  the  employer  picking  up  at  least  65  percent  of 
the  cost.  Employees  would  not  be  compelled  to  partici- 
pate. 

The  self-employed  as  well  as  the  nonemployed  could 
purchase  qualified  private  health  insurance,  through  pools 
if  needed,  at  a cost  not  more  than  125  percent  of  the  cost 
of  group  plans  They  would  have  all  or  part  of  the  premium 
paid  for  by  the  Federal  government  depending  on  their 
income  tax  liability. 

Small  businesses  that  found  the  mandated  plan  an 
added  financial  burden  would  receive  Federal  assis- 
tance. 

Medicare  beneficiaries  could  purchase  supplemental 
insurance  to  bring  Medicare  benefits  to  a par  with  those 
offered  elsewhere,  with  the  government  assisting  people 
with  limited  resources.  Medicaid  would,  for  the  most  part, 
be  supplanted  under  the  program. 

After  a certain  level  of  coinsurance  was  reached,  de- 
pending on  income,  insurance  would  cover  all  remaining 
expenses  as  a complete  protection  against  catastrophic 
costs. 

The  coinsurance  factor  would  deprive  no  one  of  needed 
care,  the  sponsors  said.  The  absolute  maximum  that  any 
individual  would  have  to  pay  would  be  $1,500;  the  absolute 
maximum  for  any  family  would  be  $2,000  in  any  given 
year. 

Senator  Hansen,  a member  of  the  Senate  Finance 
Committee,  said: 

“The  bill  we  are  introducing  today  would  solve  the 
problem  of  financing  for  every  American.  It  would  guar- 
antee quality  medical  care  to  everybody.  It  would  cover 
the  cost  of  catastrophic  illness.  It  would  be  fully  com- 
prehensive in  terms  of  benefits.  It  would  build  on  our 
present  system,  rather  than  dismantling  it  and  replacing 
it  from  scratch  with  a new  one  requiring  the  creation  of  a 
giant  bureaucracy.  It  would  allow  everyone  to  choose  his 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
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or  her  own  physician,  dentist,  and  health  insurance  plan. 
And  it  would  be  a plan  we  can  afford. 

“This  legislation  would  cover  the  poor  by  paying  all  of 
their  insurance  premiums,”  Hansen  said.  “Those  better 
able  to  afford  to  pay  those  premiums  would  be  assisted  in 
a fashion  commensurate  to  their  need  by  lesser  degrees  of 
government  help.  The  affluent  would  even  be  encouraged 
to  buy  health  insurance  by  a tax  subsidy  of  ten  percent  of 
the  premium  cost. 

“As  the  principal  (Senate)  sponsor,  I am  confident  that 
this  measure  can  meet  our  needs  at  a cost,  in  new  dollars, 
that  will  not  be  burdensome,”  the  Senator  from  Wyoming 
said. 

Representative  Carter,  ranking  minority  member  of  the 
House  Health  Subcommittee,  said  that  . . as  a member 
of  the  House  Subcommittee  on  Health  and  Environment 
for  12  years,  I have  devoted  much  of  my  legislative  effort 
to  issues  concerning  our  country’s  health  care  system.  And 
as  a physician,  I have  made  a personal  commitment  to  do 
what  I can  to  help  improve  the  health  care  of  our  people. 

“As  a cosponsor  of  the  Comprehensive  Health  Care  In- 
surance Act  of  1977,”  Carter  continued,  “I  believe  this 
measure  offers  a workable  approach  to  extending  health 
insurance  to  every  American.  In  large  measure,  this  pro-  j 
posal  retains  the  expertise  and  experience  of  our  existing 
private  health  care  sector  in  both  its  administration  and 
financing. 

“It  is  these  proven  skills  and  resources  of  the  private 
sector  which  I believe  we  should  build  upon  in  developing 
a national  health  insurance  program,  and  which  should  be 
supplemented  only  when  necessary  by  government. 

“This  proposal  would  provide  coverage  to  the  great  bulk 
of  the  American  population  through  employer-employee 
financial  arrangements  in  which  not  less  than  65  percent 
of  the  premium  would  be  paid  by  the  employer,”  Carter 
said. 

“For  those  who  are  self-employed  or  unemployed,  health 
insurance  would  be  provided  through  an  income-tax  credit 
or  Federal  certificate  of  entitlement  system  Thus  this  plan 
would  correct  one  of  the  major  weaknesses  of  our  present 
system  by  removing  the  financial  barriers  that  in  the  past 
have  denied  some  Americans  access  to  high  quality 
care.” 

Representative  Murphy,  with  Carter  a member  of  the 
House  Interstate  and  Foreign  Commerce  Committee,  said 
the  proposed  legislation  would  provide  “. . . more  com- 
prehensive benefits  than  any  other  (proposal)  previously 
considered  by  Congress;  and  it  would  deliver  quality  health 
care  to  everyone — including  the  poor,  and  the  elderly — 
without  bankrupting  the  nation. 

“For  those  unemployed,  or  of  low  or  fixed  income,  and 
the  elderly,  premium  costs  would  be  paid  by  the  govern- 
ment on  an  equitable  sliding  scale,”  Mr.  Murphy  said. 

“By  building  the  private  sector  and  helping  those  who 
need  help  the  most,  this  approach  avoids  many  of  the 
problems  inherent  in  other  proposals  before  the  Con- 
gress. 

“Further,  it  would  avoid  additional  burdens  on  an  al- 
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ready  beleaguered  social  security  system,  the  preservation 
of  which  must  be  one  of  our  highest  national  priorities,” 
according  to  Mr.  Murphy. 

Representative  Duncan,  a member  of  the  House  Ways 
and  Means  Committee,  questioning  how  Congress  could 
write  a national  health  insurance  plan  while  preserving  at 
the  same  time  the  fiscal  integrity  of  the  Treasury,  said  in 
prepared  remarks: 

“The  Comprehensive  Health  Care  Insurance  Act  of 
1977. . .controls  costs  by  limiting  Federal  help  to  those  in 
need  by  determining  that  level  of  need  from  income  tax 
liability.  Additional  cost  controls  are  found  in  its  coin- 
surance factor,  except  for  the  poor;  its  provision  of  pre- 
ventive care;  and  its  promotion  of  competition  among 
health  insurance  carriers.” 

* * * 

The  Carter  Administration  has  announced  through  its 
new  Secretary  of  Health,  Education,  and  Welfare  that  a 
“well-thought  through"  national  health  insurance  proposal 
cannot  be  submitted  to  the  Congress  this  year. 

Joseph  Califano,  at  his  first  press  conference  after  con- 
firmation as  HEW  Secretary,  predicted  that  the  Admin- 
istration would  first  concentrate  on  health  care  cost  con- 
trols and  better  utilization  of  existing  Federal  programs. 

“Quite  frankly,”  he  said,  ‘I’m  not  sure  that  we  know 
enough  about  the  larger  problems  to  move  faster.”  In 
addition,  he  said,  there  are  other  more  pressing  problems 
such  as  reorganization,  energy,  welfare  reform,  and  un- 
employment that  will  occupy  much  of  the  Administration 
and  Congress’s  time. 

“There’s  a limit  on  how  much  work  can  be  handled  in- 
telligently in  the  time  span,”  Califano  said. 

The  new  HEW  Secretary  also  said  the  crucial  appoint- 
ment of  an  Assistant  HEW  Secretary  for  Health  probably 
would  not  be  made  for  a week  or  ten  days.  He  stressed  the 
importance  of  such  appointments,  saying  his  choices  could 
be  the  most  important  decisions  he  makes,  since  they  will 
affect  the  source  of  HEW  operations  over  the  next  four 
years. 

Califano  added  that  most  of  the  policy-making  officials 
at  HEW  under  the  Ford  Administration  are  being  replaced. 
This  is  what  the  American  people  expect  of  a new  admin- 
istration, he  added. 

Asked  about  reorganization  of  the  HEW  Department 
and  the  campaign  proposal  to  make  education  a cabinet 
department,  Califano  predicted  there  would  be  no  major 
reorganization  proposal  for  his  department  that  would  be 
ready  for  submission  to  Congress  this  year. 

He  said  he  intends  to  “end  politicization”  of  the  National 
Institutes  of  Health,  especially  on  the  advisory  committees, 
but  did  not  go  into  any  detail. 

The  major  announcement  at  the  conference  was  a com- 
prehensive study  of  welfare  reform  bringing  in  all  areas  of 
government  and  the  private  sector  for  consultation.  Cal- 
ifano said  it  is  clear  there  is  national  support  for  an  income 
security  system,  but  that  the  public  also  is  “impatient  with 
the  inability  of  our  government  to  remove  from  the  welfare 
rolls  those  persons  improperly  on  them.”  He  foresaw  a 
“great  national  debate”  on  the  issue. 

Asked  whether  groups  such  as  the  American  Medical 
Association  and  the  Pharmaceutical  Manufacturers  As- 
sociation groups  with  interest  in  the  Medicaid  side  of 
welfare  would  be  consulted,  Califano  said  they  will  be 
consulted  as  well  as  all  other  groups  involved  in  welfare 
programs. 


Califano  took  a couple  of  swipes  at  the  former  HEW 
Administration,  saying  he  found  a “substantial  entourage” 
of  143  officials  at  the  level  of  the  Secretary’s  Office.  He 
said  he  plans  to  cut  this  substantially  and  transfer  these 
functions  to  the  responsible  agencies,  at  a savings  of  more 
than  $500,000. 

* * * 

Medicare  and  Medicaid  spending  next  fiscal  year  is 
predicted  to  top  $35  billion,  up  more  than  $5  billion  for  the 
estimate  of  the  current  fiscal  year.  The  Ford  Adminis- 
tration’s final,  and  somewhat  academic,  budget  proposal 
to  Congress  for  financing  the  Federal  government  next 
fiscal  year  set  overall  health,  education,  and  welfare 
spending  in  fiscal  1978  at  $159  billion,  an  increase  of  $1 1 
billion.  More  than  $100  billion  of  this,  however,  is  in  Social 
Security  Trust  Fund  outlays. 

There  was  little  new  in  the  budget  plans  for  health 
compared  with  last  year’s  budget  except  for  the  steady 
creep  upward  (19  percent)  of  costs  for  Medicare  and 
Medicaid.  Budget  requests  for  most  HEW  health  activi- 
ties were  kept  to  about  this  year’s  level.  The  Carter  Ad- 
ministration is  slated  to  submit  its  own  Federal  spending 
plans  about  mid-February.  These  are  certain  to  include 
hefty  proposed  boosts  in  some  health  areas. 

HEW  spending  on  health  has  jumped  from  $9.7  billion 
in  1968  to  a predicted  $42.2  billion.  It  will  rise  another  $3 
billion  next  year,  according  to  budget  charts. 

♦ * * 

Tightening  Medicare-Medicaid  fraud  provisions  is  one 
of  the  first  orders  of  business  before  Congress.  Legislation 
has  been  introduced  in  House  and  Senate  by  key  health 
lawmakers  who  pledged  speedy  action. 

The  bill,  sponsored  by  Senator  Herman  Talmadge  (D., 
Ga.)  and  Representatives  Paul  Rogers  (D.,  Fla.)  and  Dan 
Rostenkowski  (D.,  111.),  makes  provider  fraud  a felony 
rather  than  a misdemeanor,  arms  Professional  Standards 
Review  Organizations  (PSROs)  with  power  to  review 
“Medicaid  Mills,”  require  certain  financial  disclosures  by 
nonphysician  providers,  and  require  PSROs  to  turn  over 
information  to  state  and  Federal  agencies  investigating 
fraud  and  abuse  as  well  as  health  planning  agencies. 

Representative  Dan  Rostenkowski  (D.,  111.),  chairman 
of  the  House  Ways  and  Means  Subcommittee  on  Health, 
said  in  a House  floor  speech  that  “strong  efforts  must  now 
be  made  both  legislatively  and  administratively  through 
a renewed  commitment  to  interdepartmental  cooperation 
to  bring  a sense  of  morality  back  into  our  Federal  health 
payment  programs.” 

Representative  Paul  Rogers  (D.,  Fla.),  chairman  of  the 
House  Commerce  Subcommittee  on  Health,  said  the 
honest,  hard-working  provider  suffers  from  instances  of 
fraud  and  abuse  because  his  reputation  is  damaged.  “We 
have  an  obligation  to  all  concerned  to  improve  the  ad- 
ministration and  management  of  our  medical  care  pro- 
grams.” 

Joint  hearings  will  be  held  shortly  by  the  two  subcom- 
mittees on  the  legislation. 

The  measure  was  considered  by  Congress  during  the  last 
session  but  time  ran  out  before  action  could  be  taken. 

More  sweeping  changes  in  Medicare  and  Medicaid,  in- 
cluding changes  in  reimbursement  methods,  are  expected 
to  be  considered  later. 

* * * 

The  Supreme  Court  has  refused  to  review  a 1975  Florida 
law  designed  to  substitute  mediation  for  professional  lia- 
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bility  litigation.  Left  standing  was  a decision  last  May  by 
the  Florida  Supreme  Court,  which  upheld  the  state’s 
Medical  Malpractice  Reform  Act.  The  law  makes  it 
mandatory  for  a complainant  to  submit  to  mediation  before 
filing  a lawsuit.  The  three-member  mediation  panel  is 
composed  of  a circuit  judge,  who  is  the  referee,  plus  a 
physician  and  a lawyer,  the  panel’s  conclusion  as  to  liability 
may  be  admitted  as  evidence  at  a later  trial. 

* * * 

A congressional  budget  office  study  declares  financing 
of  catastrophic  medical  costs  “does  not  appear  to  be  a se- 
rious national  problem  for  the  103  million  persons  esti- 
mated to  be  covered  by  major  medical  insurance.” 
According  to  the  report,  “major  medical  insurance  has 
improved  so  significantly  over  the  last  five  years  that  per- 
sons holding  such  coverage  are  adequately  protected 
against  high  expenses,  especially  when  such  costs  are  as- 
sociated with  a hospital  stay.” 

The  report  states  that  “serious  coverage  problems”  exist 
for  both  routine  and  catastrophic  expenses  incurred  by 
low-income  families.  An  estimated  40  million  persons  with 
projected  incomes  of  less  than  $10,000  are  either  uninsured 
and  not  eligible  for  Medicaid  or  hold  individual  (nongroup) 
insurance  policies.  “Coverage  under  such  insurance  is 
generally  very  poor.”  And  an  estimated  5.6  million  fami- 
lies with  projected  1978  incomes  of  less  than  $10,000  will 
have  out-of-pocket  expenses  for  medical  care  which  exceed 
15  percent  of  their  income,  the  report  said. 

In  addition,  a major  coverage  problem  continues  in 
providing  protection  against  the  cost  of  long-term  care. 
“Neither  public  insurance  programs,  such  as  Medicare,  nor 
private  insurance  plans  provide  meaningful  protection 
against  the  cost  of  long-term  care,”  the  report  noted. 
“Mental  health  services  are  also  frequently  excluded  from 
coverage.”  The  study  said  even  people  with  otherwise 
good  insurance  can  experience  catastrophically  high  ex- 
penses for  these  services. 

A Doctor’s  “abc"  & More  of  Utilization 
Review* 

THE  ABC  AND  MORE  OF  UTILIZATION  RE- 
VIEW or  Your  Stake  in  Utilization  Review. 

If  you  permit  an  inappropriate  hospital  stay,  it  may 
appear  that  you  as  the  doctor,  lose  nothing — but  consider 
that: 

A.  You  are  depriving  a patient  who  has  a legitimate  need 
for  a hospital  bed. 

B.  You  are  interfering  with  the  freedom  of  practice  of  a 
colleague  and  when  you  are  the  one  with  a patient 
needing  a bed,  your  freedom  of  practice  is  curtailed. 

C.  You  call  into  question  your  ethical  standards.  Those 
agencies  who  judge  us,  do  not  hesitate  to  label  inap- 
propriate hospital  stays  that  way. 

D.  The  hospital  is  not  reimbursed  for  those  inappropriate 
days  of  hospitalization. 

E.  The  economic  deficit  resulting  from  this  reduces  the 
ability  of  the  hospital  to  pay  for  improvement  in  pa- 
tient care. 

F.  HEW  has  stated  repeatedly  that  if  voluntary  re- 
straints on  over-utilization  are  not  self  imposed — fines 

* Reprinted  by  permission  of  Kingsbrook  Jewish  Medical 
Center,  Rutland  Road  & East  49th  Street,  Brooklyn,  New  York 

11203,  (212)  756-9700. 
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LIBRIUM9 

(chlordiazepoxideHCI) 

5 mg, 10  mg,  25  mg  capsules 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  admin- 
istering to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 
the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido- 
all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  oc- 
casionally, making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 
mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 
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CONCOMITANT  USE? 
MINIMAL  INTERFERENCE  WITH 
MANY  PRIMARY  MEDICATIONS. 


Roche  Laboratories  has  learned 
a lot  about  the  specific  antianxiety 
action  of  Librium . By  itself.  And  in  the 
presence  of  other  agents. 

With  more  patients  today  taking 
multiple  medications,  this  time-acquired 
knowledge  can  be  an  important  factor  in 
choosing  an  antianxiety  adjunct. 

You  should  know,  for  example, 


that  Librium  is  often  used  concomitantly 
with  many  primary7  medications.  Among 
these  are  cardiac  glycosides,  antihyper- 
tensive  agents,  diuretics,  anticholinergics, 
antacids  and  anticoagulants. 

You  should  also  be  aware  that — 
although  no  causal  relationship  has  been 
established — variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  taking  oral  anticoagu- 
lants and  Librium.  Patients  should  be 
cautioned  about  possible  combined  effects 
w'ith  alcohol  and  other  CNS  depressants. 

Of  course,  the  specific  calming 
effect  of  Librium  has  been  demonstrated 
in  millions  of  patients  around  the  world. 
And  documented  in  thousands  of  pub- 
lished clinical  papers. 

Doing  one  thing  well.  Usually 
without  interfering  with  other  medications. 

That’s  basically  what  Librium 
is  all  about. 
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Clinical  Clues 


— Among  the  more  frequent  food  products  which  may 
cause  bronchial  asthma  are  the  cereals  (wheat,  rye, 
corn,  oats,  barley,  and  rice)  and  dairy  products  (eggs, 
milk,  and  cheese).  In  general,  fruits  play  a relatively 
minor  role  in  asthmatic  adults. 

— It  has  been  estimated  that  from  25  to  90  percent  of 
persons  with  asthma  have  sinusitis,  usually  of  a hy- 
perplastic variety,  the  mucosa  being  heaped  up  into 
polypoid  growths.  Some  believe  that  these  changes 
play  a part  in  the  asthmatic  syndrome,  but  in  certain 
cases  they  may  be  the  initiating  or  underlying  precipi- 
tating stimulus. 

— In  evaluating  the  asthmatic  patient  for  precipitating 
or  provocative  factors,  an  intelligent  use  of  the  pa- 
tient’s history  may  be  more  rewarding  than  skin  test- 
ing. 

— Orthopnea,  which  is  often  a characteristic  of  conges- 
tive heart  failure,  is  also  seen  in  bronchial  asthma. 
The  patient  with  asthma  frequently  has  increased 
symptoms  at  night  and  does  obtain  some  relief  by  sit- 
ting up  in  bed. 

— Certain  patients  with  psychosomatic  disturbances  may 
learn  to  wheeze  and  simulate  bronchial  asthma.  This 
wheezing  may  be  indistinguishable  from  the  spontane- 
ous wheezing  during  asthmatic  attacks. 

— Bronchial  asthma  which  develops  in  a middle-aged 
person  may  be  the  first  evidence  of  polyarteritis  no- 
dosa. Suggestive  clues  are  the  presence  of  leukocyto- 
sis, eosinophilia,  and  an  extremely  high  sedimentation 
rate. 

— The  sputum  of  the  allergic  or  asthmatic  patient  may 
appear  quite  purulent  yet  not  indicate  the  presence  of 
infection;  it  is  found  to  be  composed  of  a conglomera- 
tion of  eosinophils,  granulocytes,  and  lymphocytes, 
but  without  pyogenic  organisms. 

— There  is  much  concern  over  contamination  of  sputum 
by  oral  flora.  Bronchoscopy  or  transtracheal  cathe- 
terization has  been  advocated  for  purest  specimen 
collection,  but  this  is  controversial  and  probably  not 
necessary  for  routine  use  in  simple  exacerbations  of 
asthma  or  bronchitis. 

— Eosinophils  may  be  identified  in  a sputum  specimen 
with  the  aid  of  buffered  crystal  violet  or  a Wright’s 
stain.  However,  the  absence  of  eosinophils  does  not 
rule  out  allergy,  and  the  presence  of  eosinophilia  does 
not  absolutely  rule  out  infection  since  the  two  condi- 
tions often  coexist. 

— If  an  infection  is  thought  to  be  present,  a gram  stain 
may  be  of  great  assistance  in  the  initial  selection  of 
antibiotics. 

— The  presence  of  a cough  in  a cigarette  smoker 
suggests  the  presence  of  chronic  obstructive  lung  dis- 
ease and  is  usually  associated  with  spirographic  evi- 
dence of  airway  obstruction  even  when  the  subject  is 
without  dyspnea. 

— The  observation  of  wheezes  only  at  the  very  end  of  a total 
expiration,  sometimes  best  heard  over  the  trachea, 
implies  involvement  of  small  airways.  In  general,  the 
coarser  the  sounds,  the  larger  the  airways  involved,  and, 
generally  speaking,  the  more  secretions  are  present. 

— Four  chest  x-ray  film  findings  which  correlate  very 
well  with  the  anatomic  findings  of  emphysema  are 
flattened  diaphragm,  increased  anterior  clear  space 

continued  on  page  424 
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Editorials 


Postgraduate  training  programs  are  changing 


Radical  changes  in  our  postgraduate  medical  ed- 
ucation training  programs  are  about  to  take  place  and 
it  is  apparent  that  we  can  no  longer  afford  the  luxury 
of  a large  staff  of  house  officers.  Hospitals,  especially 
those  in  urban  and  disadvantaged  areas,  should  begin 
at  once  to  plan  for  the  changes  which  I believe  will 
occur  before  July,  1978. 

At  the  end  of  World  War  II  (1946)  a large  number 
of  physicians  returning  from  active  duty  were  added 
suddenly — like  an  intravenous  bolus — to  the  number 
of  medical  school  graduates  vying  for  postgraduate 
training  positions.  The  increased  supply  of  physi- 
cians to  correct  the  “shortage”;  the  output  from 
larger  classes;  the  construction  of  new  medical 
schools;  the  educational  requirement  which  limited 
the  number  of  beds  per  intern  to  25  or  less;  the  full 
time  physician  boom;  and  the  residency  review 
committee  requirements;  all  tended  to  inflate  the 
number  of  house  officers  per  total  bed  complement 
in  all  of  our  hospitals.  For  example:  In  1942,  in  a 
hospital  in  Brooklyn,  two  interns  covered  more  than 
70  patients  on  the  male  wards.  In  1977  they  use 
four  for  40  beds. 

In  35  years,  the  demand  for  house  officers  in- 
creased so  much  that  many  municipal  and  commu- 
nity hospitals  had  to  supplement  the  staff  by  ap- 
pointing foreign  medical  graduates.  The  percentage 
of  foreign  graduates  increased  progressively  until  it 
has  exceeded  50  per  cent  in  many  hospitals  and  100 
per  cent  in  some.  The  effect  on  hospital  costs  has 
been  dramatic.  In  the  1930s  the  average  house  of- 
ficer’s salary  was  zero.  At  the  present  time  it  aver- 
ages $16,000.  Large  medical  centers  recruit  several 
hundred  interns  and  residents,  and  the  amount 
budgeted  for  them  may  exceed  five  million  dollars 
annually.  The  discontinuance  of  the  preferential 
immigration  status  for  foreign  medical  graduates,  the 
health  professions  educational  assistance  act  of  1976 
(Health  Manpower),  the  requirements  of  residency 
review  committees  and  national  accrediting  bodies, 
as  well  as  the  demands  of  the  public,  permit  the  fol- 
lowing projections  beginning  before  1978: 

(1 ) The  supply  of  foreign  medical  graduates 
will  drop  sharply  after  January,  1977,  and  then 
continue  to  shrink  progressively. 

(2)  The  number  of  United  States  Nationals 
in  foreign  medical  schools  also  will  decline  stead- 
ily but  at  a slightly  slower  rate. 

(3)  The  number  of  applicants  for  postgradu- 
ate training  positions  probably  will  increase  for 


the  so-called  “primary  care”  specialties,  particu- 
larly family  practice  and  internal  medicine. 

(4)  Social  changes  such  as  the  desire  for 
small  families,  easily  obtained  abortions,  and  the 
use  of  contraceptives  will  lower  the  birth  rate  and 
create  less  demand  for  training  positions  in  pedi- 
atrics and  obstetrics. 

(5)  Radiology  due  to  the  development  of  fas- 
cinating new  diagnostic  equipment  will  attract 
more  trainees. 

(6)  Without  more  data  it  is  difficult  to  pre- 
dict the  future  of  the  remaining  specialties  and 
subspecialties. 

(7)  Increasing  costs  and  the  changes  in  reim- 
bursement formulas  also  will  force  administra- 
tors and  governing  bodies  to  recruit  a smaller 
number  of  house  officers. 

It  might  be  wise  to  assign  a member  of  adminis- 
tration in  each  medical  school  and  hospital  to  mon- 
itor the  changes  taking  place  in  the  national  scene, 
using  the  services  of  the  American  Medical  Associa- 
tion, the  Association  of  American  Medical  Colleges, 
the  Liaison  Committee  on  Graduate  Medical  Edu- 
cation, and  the  American  Hospital  Association.  The 
information  garnered  will  help  the  planning  pro- 
cess. 

After  considering  the  evidence,  the  author  finds 
it  difficult  but  deems  it  necessary  to  recommend  a 
series  of  unpopular  actions.  We  must  prepare  our 
hospitals  for  the  anticipated  changes  by  taking  one 
or  more  of  the  following  steps: 

(1)  Reduce  the  number  of  house  staff  posi- 
tions in  pediatrics,  obstetrics,  and  surgery  begin- 
ning July  1,  1978;  (2)  increase  the  number  of  po- 
sitions in  family  practice  and  general  internal 
medicine;  (3)  adjust  staff  positions  to  meet  in- 
creased needs  in  radiology  and  other  expanding 
specialty  needs  and  in  new  fields.  This  must  be 
done  carefully  and  with  special  local  situations 
ever  in  mind.  For  example,  there  are  hospitals 
which  still  have  active  pediatric  services  and  ob- 
stetrics departments  that  deliver  a significant 
number  of  babies  annually. 

(4)  Consideration  should  be  given  now  to  the 
establishment  of  central  house  staff  recruiting 
office  to  serve  a predetermined  group  of  hospi- 
tals. 

(5)  Plan  now  for  a rotation  of  house  officers 
through  cooperating  hospitals  with  proration  of 
the  cost.  This  should  work  well  in  closely  affili- 
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ated  institutions.  Attractive  programs  must  be 
devised  using  the  strengths  and  avoiding  the 
weaknesses  of  the  hospitals  in  each  consortium. 

(6)  Seek  the  cooperation  of  the  community 
and  the  local  government  in  a determined  at- 
tempt to  correct  the  social  ills  in  the  area  sur- 
rounding all  hospitals.  Expensive  housing,  high 
taxes,  sparse  parking  space,  inadequate  educa- 
tional facilities,  lack  of  recreational  areas,  preva- 
lent street  crime,  and  insufficient  houses  of  wor- 
ship are  all  important  factors.  The  house  officer 
who  has  a choice  will,  of  course,  select  the  most 
desirable  community  as  his  living  and  working 
site.  Often,  successful  recruitment  is  directly 
proportional  to  the  attractiveness  of  the  commu- 
nity to  the  new  graduate  and  his  spouse. 

(7)  Plan  now  for  alternate  methods  for  caring 
for  patients  if  the  number  of  house  officers 
should  shrink  suddenly.  This  may  require  the 


use  of  allied  health  professionals  and  for  the  as- 
signment of  members  of  the  attending  staff  to 
perform  the  duties  of  house  officers  no  longer 
available.  (8)  It  may  even  become  necessary  to 
deploy  patients  according  to  their  specific  needs 
for  special  attention  or  the  severity  of  their  ill- 
ness in  order  to  render  good  medical  care. 

Each  medical  school  and  hospital  should  form  a 
small  and  knowledgeable  task  force,  immediately,  to 
prepare  for  the  imminent  changes  in  the  postgradu- 
ate training  programs,  and  include  the  president  of 
the  governing  body,  the  chief  administrative  officer, 
and  at  least  six  members  of  the  active  medical  staff. 
The  latter  should  represent  the  major  departments 
and/or  those  services  most  affected  by  the  expected 
changes. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 


Redway  Medal  and  Award  and  Distinguished  Service  Award 


The  Redway  Medal  and  Award  was  presented 
on  November  7,  1976,  to  Rudolf  Deibel,  M.D., 
Thomas  D.  Flanagan,  Ph.D.,  and  Victoria  Smith, 
M.D.,  for  their  scientific  article  on  the  etiologic  and 
epidemiologic  observations  and  studies  of  viral  ner- 
vous system  infections  in  New  York  State  in  1974 
which  was  published  in  the  November,  1975,  issue  of 
the  New  York  State  Journal  of  Medicine.  The  ar- 
ticle noted  the  predominance  of  enteric  and  in- 
fluenzal viruses  and  the  unusually  high  incidence  of 
influenza  B infection  in  Reye’s  syndrome.  The  fre- 
quency of  Echo  4 and  lymphocytic  choriomeningitis 
viruses  in  patients  with  meningitis  and  encephalitis 
was  noted. 

Also  presented  was  the  William  Hammond  Award 


Lem  Studio 


Rudolf  Deibel,  M.D.,  and  Victoria  Smith,  M.D.,  receiving  the 
Redway  Medal  and  Award  from  Ralph  S.  Emerson,  M.D., 
president. 


for  Distinguished  Service  to  James  R.  Jones,  M.D., 
who  has  served  for  more  than  six  years  as  a member 
of  the  associate  editorial  board  of  the  New  York  State 
Journal  of  Medicine.  Dr.  Jones  has  helped  mate- 
rially in  reviewing,  selecting,  and  recommending 
improvements  of  the  manuscripts  submitted  for 
publication  in  his  field  of  expertise — obstetrics  and 
gynecology. 

A.A.A. 


Lerii  Studio 


James  P.  Jones,  M.D.,  accepting  the  William  Hammond 
Award  for  Distinguished  Service  from  Ralph  S.  Emerson, 
M.D.,  president. 
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A memorial 


Samuel  Z.  Freedman,  M.D.,  long  an  active  mem- 
ber, officer,  and  member  of  the  staff  of  the  Medical 
Society  of  the  State  of  New  York,  died  on  December 
22,  1976.  Dr.  Freedman  was  one  of  the  elder 
statesmen  in  organized  medicine  and  made  con- 
tinuing important  contributions  for  the  benefit  of  the 
physicians  of  New  York  State. 

He  was  a graduate  of  Bellevue  Hospital  and 
Medical  College  and  practiced  as  a general  physician 
for  many  years.  He  then  studied  urology  in  Buda- 
pest and  Vienna  and  thereafter  specialized  in  this 
field.  He  was  an  urologist  at  Beth  Israel  Hospital 
from  1921  and  an  attending  urologist  at  French  and 
Polyclinic  Medical  School  and  Health  Center  for 
more  than  35  years. 

Dr.  Freedman  consistently  opposed  the  en- 
croachment of  government  bureaucracy  in  medicine 
and  some  of  his  prophecies  have  proved  to  be  all  too 
true.  He  was  a consultant  in  community  health 
services  for  the  Federal  Department  of  Health,  Ed- 


Postgraduate course 

New  York  University  Post-Graduate  Medical  School 
will  offer  Prevention,  Diagnosis,  and  Treatment  of  Clinical 
Disorders  of  Hemorrhage  and  Thrombosis  May  19  through 
May  21,  1977. 

For  information,  write  or  phone:  Office  of  the  Associate 
Dean,  Registration  Department,  LHB,  4-20-0,  NYU 


ucation,  and  Welfare.  A former  president  of  New 
York  County  Medical  Society,  he  was  also  a member 
of  the  board  and  of  the  finance  committee  of  Blue 
Shield  of  New  York,  then  president  for  two  years 
until  it  merged  with  Blue  Cross. 

For  many  years  he  was  treasurer  of  the  Medical 
Society  of  the  State  of  New  York  (1963  to  1967)  after 
having  served  as  assistant  treasurer  from  1955  to 
1963.  He  is  best  remembered,  probably,  by  the 
members  of  the  House  of  Delegates  as  the  tenacious 
defender  of  a positive  balance  in  the  accounts  of  the 
Medical  Society  of  the  State  of  New  York;  caring  for 
each  asset  and  dollar  as  if  it  were  his  own.  He  always 
refused  to  compromise  when  he  felt  he  was  doing  his 
duty,  always  doing  so  with  good  humor. 

The  membership  of  the  Medical  Society  has  lost 
an  articulate,  effective  proponent.  The  entire 
membership  is  indebted  to  him. 

A.A.A. 


Post-Graduate  Medical  School,  550  First  Avenue,  New 
York  City,  New  York  10016;  212-679-3200,  Ext.  4038. 

This  Continuing  Medical  Education  offering  meets  the 
criteria  for  credit  in  Category  I for  the  Physician’s  Recog- 
nition Award  of  the  American  Medical  Association. 
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Scientific  Articles 


Mononuclear 
Phagocyte 

Development , structure , function , and 
involvement  in  immune  response* 

NEIL  E.  KAY,  M.D.a 

Minneapolis,  Minnesota 

STEVEN  D.  DOUGLAS,  M.D.b 

Minneapolis,  Minnesota 

From  the  University  of  Minnesota  Medical  School. 
a Assistant  Professor  of  Medicine. 
b Professor  of  Medicine  and  Microbiology. 

The  monocyte-macrophage  or  MNP  (mononuclear 
phagocyte)  has  until  recently  been  characterized  as 
a cell  dedicated  to  the  ingestion  of  debris.  Investi- 
gation of  this  cell’s  development,  metabolism,  mor- 
phology, circulatory  kinetics,  and  function  permitted 
the  recognition  of  the  MNP  as  a multipotential  cell 
capable  of  performing  various  functions  at  different 
tissue  sites.  It  is  the  intent  of  this  review  to  outline 
and  highlight  the  pertinent  aspects  related  to  the 
MNP  evolution  from  a primitive  stem  cell  to  a ma- 
ture cell  which  carries  out  diverse  functions.  Par- 
ticular emphasis  will  be  placed  on  the  role  of  the 
MNP  in  the  immune  response. 

Production  site,  cell  precursors 

The  major  site  of  monocyte  production  is  in  the 
medullary  space  of  the  bone  marrow.1-7  A stem-cell 
pool  gives  rise  to  a monoblast  which  undergoes  mi- 
tosis and  differentiates  into  a promonocyte.8’9  The 
monoblast  has  been  well  characterized  by  morphol- 
ogy. cytochemistry,  function,  and  proliferative  at- 
tributes using  the  technique  of  liquid  culture  of  bone 
marrow  cells.  The  monoblast  has  active  thymidine 
incorporation  indicating  rapid  DNA  (deoxyribonu- 
cleic acid)  synthesis;  it  is  a small  round  cell  lacking 
pseudopods,  is  esterase-,  peroxidase-,  and  lyso- 
zyme-positive, and  has  both  complement  and  Ig 

, * Supported  by  the  National  Institutes  of  Health,  USPHS  grant 

AI  12478,  the  National  Leukemia  Association,  Inc.,  grants-in-aid 
from  the  Graduate  School  of  the  University  of  Minnesota,  and  an 
American  Cancer  Society  Institutional  Research  Grant  ACS 
13-0-8. 


The  MNP  (mononuclear  phagocyte)  has  well  defined 
plasma  membrane  receptors  for  the  Fc  portion  of  IgG 
and  for  complement  C3;  in  addition,  it  is  capable  of 
nonspecific  phagocytosis.  The  MNP  possesses  var- 
ious lysosomal  enzymes  important  in  bactericidal 
and  cytocidal  functions.  In  addition,  there  are  a 
number  of  secretory  products  which  include  some 
complement  components.  The  MNP  has  an  impor- 
tant role  in  antigen  processing  and  the  inductive 
phase  of  the  immune  response.  Studies  of  altered 
MNP  functions  in  disease  is  a current  area  of  im- 
munologic investigation  and  will  certainly  yield  in- 
formation of  direct  pathophysiologic  relevance. 


(immunoglobulin)  G receptors.4’10-13  The  pro- 
monocyte has  thus  been  clearly  characterized  as  a 
monocyte  precursor  by  the  presence  of  specific 
monocytic  enzymes,  phagocytic  ability,  cytoplasmic 
morphology,  and  membrane  surface  markers  C3 
(third  component  of  complement)  and  IgG.  In 
contrast  to  the  more  mature  macrophages,  the  pro- 
monocytes are  radiosensitive,  the  major  MNP  cell 
type  which  undergoes  active  cell  division. 

Monocyte  production  kinetics.  The  modula- 
tion of  monocyte  production  is  complex  and  pri- 
marily involves  the  monoblast  and  promono- 
cyte.11’14-18 The  number  of  promonocytes  is  deter- 
mined by  cell  number  and  rate  of  mitosis  of  the 
monoblast.  The  number  of  circulating  blood 
monocytes  produced  depends  on  the  number  of  ac- 
tively dividing  promonocytes  and  their  cell  cycle 
time.  Since  the  duration  of  pre-  and  postsynthetic 
and  mitosis  phases  of  the  cell  cycle  are  constant,  it 
appears  that  the  DNA  synthesis  time,  the  S phase  of 
the  cell  cycle,  is  the  determinant  factor  in  pro- 
monocyte cell-cycle  time  and  consequent  monocyte 
production.  Humoral  mediation  of  monocyte  pro- 
duction is  possible;  it  has  beer,  observed  that  a pe- 
ripheral inflammatory  lesion  may  cause  increased 
bone  marrow  monocyte  production.19  Recently,  a 
specific  thermolabile  serum  factor  in  mice  with  in- 
flammatory lesions  has  been  implicated  in  the  in- 
duction of  monocytosis.3  The  origin  of  some  tissue 
macrophages  is  in  dispute,  and  there  is  some  evidence 
which  suggests  that  local  proliferation  may  be  im- 
portant.20 The  autoradiographic  studies  of  para- 
biotic mice  are  also  consistent  with  local  macrophage 
proliferation. 

Studies  using  tritiated  thymidine  have  made 


March  1977/New  York  State  Journal  of  Medicine  327 


possible  estimates  of  monocyte  kinetics.14’18’21’22 
Maturation  and  cell  division  in  the  bone  marrow  for 
approximately  24  to  48  hours  is  followed  by  egress  to 
the  intravascular  compartment.  The  last  intra- 
marrow division  precedes  monocytes  leaving  the 
bone  marrow  by  13  to  24  hours.  Peripheral  circula- 
tion of  this  cell,  the  blood  monocyte,  for  one  and  a 
half  to  four  days  is  then  followed  by  a random  mi- 
gration to  the  tissues. 

Monocyte  distribution  and  fate.  The  blood 

monocyte  level  is  285  to  500  cells  per  microliter  in 
adults  and  750  to  800  cells  per  microliter  in  chil- 
dren.23 Deviations  from  the  normal  state  usually 
denote  a peripheral  monocytosis.24  The  factors  in- 
volved in  the  etiology  of  blood  monocytosis  are  listed 
in  the  following  outline: 

I.  Infections 

a.  Tuberculosis 

b.  Subacute  bacterial  endocarditis 

c.  Syphilis 

d.  Protozoal  and  rickettsial  infections,  that  is, 

malaria,  Rocky  Mountain  spotted  fever 

II.  Malignant  conditions 

a.  Solid  tumors,  such  as  carcinoma  of  the  ovary, 

breast,  and  so  forth 

b.  Hematologic,  such  as  Hodgkin’s  disease, 

lymphoma,  leukemia,  myeloma 

III.  Collagen  vascular  disease,  such  as  rheumatoid 

arthritis,  systemic  lupus 

IV.  Granulomatous  or  inflammatory  disease 

a.  Sarcoidosis 

b.  Ulcerative  colitis 

c.  Regional  enteritis 

d.  Sprue 

V.  • Miscellaneous 

a.  Neutropenia 

b.  Postsplenectomy 

c.  Tetrachloroethane  poisoning 

Rarely  a monocytopenia  may  be  present;  it  may 
appear  during  endotoxin  administration,25  steroid 
administration,26  and  involving  antibody-coated 
erythrocytes.27  Enhancement  of  monocyte  pro- 
duction has  been  well  established  during  acute  in- 
flammatory responses.19,28  It  is  still  not  certain 
whether  this  is  secondary  to  an  increase  in  the 
number  of  promonocytes  or  an  alteration  in  the 
cell-cycle  time.  Blood  monocytes  are  capable  of 
vessel  margination  and  diapedesis.  The  marginating 
pool  represents  approximately  75  per  cent  of  the  total 
intravascular  monocyte  pool.14  Circulating  mono- 
cytes can  actively  penetrate  the  endothelial  system. 
Chemotactic  and  other  stimuli  will  direct  these  cells 
to  migrate  to  appropriate  foci,  such  as  an  inflam- 
matory or  various  tissue  sites.  Disappearance  of 
blood  monocytes  from  the  intravascular  site  is  ex- 
ponential, the  time  .5  or  8.4  hours.22  On  its  arrival 
in  these  sites,  the  blood  monocyte  is  called  a tissue 
macrophage.  There  appears  to  be  a transient  time 
during  which  the  monocyte  may  return  to  the  pe- 
ripheral circulation. 

The  distribution  of  the  tissue  macrophage  can  be 


FIGURE  1.  Diagram  of  mammalian  lymph  node  showing 
locations  of  functionally  distinct  populations  of  macrophages. 
Site  1,  subcapsular,  outer  cortical,  sinus.  Macrophages  that 
phagocytize  antigen  predominantly  associated  with  inner 
lining  of  sinus  and  do  not  appear  to  be  fixed.  Antigen  re- 
tention transitory  in  this  site.  Site  2,  cortical,  trabecular, 
sinuses.  Macrophages  which  appear  to  be  fixed  occur  along 
sinuses  and  phagocytize  both  antigen  and  nonantigenic 
particles.  They  appear  to  be  similar  to  macrophages  in  site 
3,  medullary  sinuses.  Macrophages  appear  to  be  fixed,  line 
sinuses,  and  avidly  phagocytize  both  antigen  and  nonantigenic 
particles.  This  is  main  site  of  intracellular  retention  of  antigen 
and  nonantigenic  particles  and  of  intracellular  retention  of 
antigen  over  long  periods.  Site  4,  diffuse  cortex,  both  non- 
thymus-dependent and  thymus-dependent  (TDA).  Scattered 
macrophages  present  but  show  little  evidence  of  antigen 
capture  or  sequestration.  Site  5,  dendritic  follicular  cell 
network  of  both  primary  and  secondary  lymphoid  follicles. 
These  cells  (asterisks)  are  not  typical  macrophages  but  are 
included  because  of  their  antigen-retaining  properties.  This 
is  major  site  of  long-term  membrane-associated  display  of 
antigen.  Site  6,  germinal  center  of  secondary  lymphoid 
follicle.  Tangible  body  macrophages  scattered  throughout 
germinal  centers  do  not  usually  phagocytize  antigen,  although 
they  engulf  nonantigenic  particles  and  lymphocytes.30 

subdivided  into  fixed  anatomic  and  free  areas. 
These  macrophages  are  replaced  by  blood  monocytes 
in  a continual  random  fashion.29  The  free  macro- 
phage is  found  primarily  in  pleural,  synovial,  peri- 
toneal, alveolar  spaces,  and  inflammatory  sites. 
Tissue  sites  for  the  more  permanent,  less  motile 
macrophage  are  the  splenic  sinusoids,  liver  or 
Kupffer  cells,  reticulum  cells  of  the  bone  marrow,  and 
lamina  propria  of  the  gastrointestinal  tract.  In  ad- 
dition, lymph  nodes  are  abundantly  populated  with 
macrophages  in  specific  nodal  sites  (Fig.  I).30  Tissue 
macrophages  may  also  undergo  cell  fusion  and  form 
multinucleated  giant  cells.  These  cells  are  the  source 
of  epitheloid  cells  found  in  chronic  granulomata.31,32 
There  is  a further  maturation  and  specialized  dif- 
ferentiation of  the  tissue  MNP  that  appears  to  de- 
pend in  part  on  its  location.33  Tissue  macrophage 
may  vary  both  morphologically  and  metabolically. 
For  example,  the  alveolar  macrophages  have  three 
distinct  morphologic  types  and  unique  biochemical 
properties,  such  as  an  aerobic  metabolism.34  The 
active  phagocytosis  of  tissue  macrophage  may  also 
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TABLE  1. 

Lysosomal  enzymes 

Type 

Typical  Substrate 

Acid  phosphatase” 

Glycerol-3-phosphate,  A.M.P. 
(adenosine  monophosphate), 
p-nitrophenyl  phosphate 

Lysozyme3* ,39 

N-acetyl  muramyl  mucopep- 
tide 

Beta  glucuronidase40 

B-D-glucuronidase  and  phenol- 
phthalein 

Lipase41 

Cleaves  fatty  acid  moiety 

BPN-hydrolase” 

Hydrolyzes  oligopeptides  and 
N-benzoyl  DH-phenyl- 
alanine-beta  naphthol  esters 

Hyaluronidase43 

Hyaluronic  acid  split  by  disrupt 
ing  glucosaminidic  linkage 

Myeloperoxidase* 

Benzidine  O-dianisidine,  pro- 
teins, and  hydrogen  peroxide 

contribute  to  morphologic  variation  dependent  on 
anatomic  sites,  that  is,  active  erythrophagocytosis  in 
spleen  or  iron  storage  in  bone  marrow. 

Tissue  macrophage,  while  metabolically  active, 
does  not  usually  undergo  division  and  has  a long  life 
span.  This  has  been  estimated  to  be  from  60  days  to 
several  years.3,35  The  macrophage  does  not  return 
to  the  peripheral  circulation.  The  ultimate  fate  of 
the  tissue  macrophage  is  not  precisely  known. 

Morphology  (monocyte-macrophage) 

Since  Metchinkoff s studies  of  the  properties  of 
phagocytes,  the  importance  of  monocyte-macro- 
phages  in  host  defense  mechanisms  has  been  ap- 
parent. Based  on  studies  of  the  uptake  of  vital  dyes 
from  the  circulation  into  intracellular  vacuoles  of 
certain  cells,  Aschoff  in  192436  designated  these  cells 
as  comprising  the  reticuloendothelial  system.  Re- 
cent studies  of  the  morphology,  cytochemistry,  sur- 
face markers,  and  in  vivo  and  in  vitro  cell  properties 
have  led  to  the  definition  of  a cell  system  now  known 
as  the  mononuclear  phagocyte  system.  The  mono- 
nuclear phagocytes  include  the  circulating  peripheral 
blood  monocytes,  promonocytes,  precursor  cells  in 
the  bone  marrow,  and  tissue  macrophages.  The 
tissue  macrophages  are  present  in  numerous  tissues, 
organs,  and  serous  cavities.  In  general,  the  MNP 
system  is  comprised  of  cells  which  contain  organelle 
systems  which  are  extensively  developed  to  function 
in  phagocytosis  and  endocytosis. 

Morphology  of  the  circulating  monocyte.  The 
monocyte  is  a 12  to  15-micron  diameter  cell  in  smears 
and  monocytes  comprising  3 to  8 per  cent  of  the  cir- 
culating leukocyte  population.  As  examined  by  light 
microscopy  with  Romanovsky  stains,  the  monocyte 
has  an  indented  nucleus  and  a bluish-gray  cytoplasm 
containing  azurophilic  granules.  Examination  by 
phase  contrast  microscopy  of  living  monocytes  re- 
veals locomotion  via  undulating  cytoplasmic  veils. 
The  monocyte  also  avidly  adheres  to  glass  surfaces 
and  demonstrates  cytoplasmic  spreading.  By  elec- 
tron microscopy  the  monocyte  is  characterized  by 
numerous  mitochondria,  a well-developed  Golgi 


complex,  and  numerous  lysosomes  (Table  I).  There 
are  many  microtubules  and  perinuclear  bundles  of 
microfilaments.  The  rough-surfaced  endoplasmic 
reticulum  is  often  well  developed.  Recent  studies 
by  Nichols,  Bainton  and  Farquhar43,44  have  defined 
two  granule  populations,  peroxidase  positive  and 
peroxidase  negative. 

Morphology  of  macrophages.  The  general 
morphologic  features  of  tissue  and  serous  cavity 
macrophages  bear  resemblance  to  the  blood  mono- 
cyte. These  cells,  however,  are  frequently  larger  and 
may  differ  in  granule  content.  Recent  studies  have 
shown  localization  of  several  lysosomal  enzymes  in- 
cluding peroxidase,  acid  phosphatase,  and  sulfatase, 
within  digestive  vacuoles  and  rough-surfaced  endo- 
plasmic reticulum.  In  chronic  inflammatory  states, 
granulomas,  and  in  certain  types  of  infection  such  as 
Listeria,  macrophages  develop  an  increase  in  lyso- 
somal enzymes,  increased  ruffling  of  the  plasma 
membrane,  and  hypertrophy  of  the  Golgi  zone. 
These  cells  are  often  referred  to  as  “activated” 
macrophages.  The  activated  macrophage  has  en- 
hanced bactericidal  capacity. 

Recently  a novel  cell  type  has  been  identified  in 
mouse  spleen  which  is  adherent,  bears  numerous  cell 
processes,  contains  spherical  mitochondria,  and  has 
little  evidence  of  endocytic  activity.45  This  cell  type, 
in  contrast  to  the  MNP,  occurs  only  in  peripheral 
lymphoid  organs.  This  dendritic  cell  is  sensitive  to 
hydrocortisone  and  irradiation. 

Monocyte-macrophage  metabolism 

The  intracellular  metabolic  activity  of  the  mono- 
nuclear phagocyte  is  dependent  on  several  factors, 
each  of  which  will  be  considered:  (1)  stage  of  cellular 
maturation;  (2)  specific  tissue  location;  (3)  “acti- 
vated” MNP,  and  (4)  endocytosis.  In  general,  the 
major  metabolic  pathways  in  the  monocyte  are  sim- 
ilar to  those  in  neutrophils;  glycolysis,  hexose  mon- 
ophosphate shunt,  and  aerobic  metabolism  provide 
the  major  energy  sources  (Table  II). 

Cellular  maturation.  The  monocyte  precursor 
present  in  the  bone  marrow  has  an  active  glycolytic 
pathway.46,47  The  rate  of  glucose  consumption  and 
lactic  acid  production  is  increased  in  the  mature 
mononuclear  phagocytes,  blood  monocytes,  and 
tissue  macrophages.48  Hexosemonophosphate  shunt 
and  cellular  respiration  are  present  but  much  less 
prominent  in  these  cells.49  With  increased  devel- 
opment of  intracellular  organelles,  there  is  enhanced 
capacity  to  perform  specialized  metabolic  functions. 
This  is  accomplished  in  part  by  a general  increase  in 
protein  synthesis  and  corresponding  elevation  in 
lysosomal  enzyme  activities  (Table  II).  The  meta- 
bolic events  increased  in  the  macrophage  during 
endocytosis  are  summarized  in  the  following  out- 
line: 

I.  Phagocytosis:  glycolysis 

II.  Postphagocytosis 
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TABLE  II.  Relative  metabolic  activity  in  monocyte-macrophage  system 


Type  of  Cell 

Glycolytic 

Activity 

Hexosemono- 
phosphate 
Shunt  Activity 

Aerobic 

Metabolism 

Protein 

Synthesis 

Promonocyte 

+ + 

+ 

+ 

+ 

Blood  monocyte 

+ + + 

+ 

+ 

+ + 

Tissue  macrophage,  that  is, 

+ + + 

+ 

+ 

+ + + 

peritoneal 

Alveolar  macrophage 

+ 

+ 

+ + + 

+ + 

“Activated”  macrophage 

+ + + + 

+ + 

+ + 

+ + 

Postphagocytic  macrophage 

+ + + + 

+ + 

+ + 

+ + 

A.  Oxygen  consumption 

B.  Hexosemonophosphate  shunt 

C.  Hydrogen  peroxide 

D.  Phospholipid  turnover 

III.  Pinocytosis 

A.  Glycolysis 

B.  Aerobic  metabolism 

C.  RNA  synthesis 

D.  Protein  synthesis 

IV.  Postpinocytosis:  phospholipid  turnover 

Tissue  location.  A unique  microenvironment 
may  dramatically  affect  tissue  macrophage  metab- 
olism. The  outstanding  example  of  this  is  the  ma- 
ture pulmonary  alveolar  macrophage.34,50  The 
chronic  exposure  to  higher  oxygen  levels  and  other 
external  stimuli  may  have  effected  a reversal  of  the 
usual  reliance  on  the  glycolytic  pathway  for  energy 
production.  In  the  alveolar  macrophage,  oxidative 
phosphorylation  is  the  primary  energy  source  and  is 
requisite  for  both  phagocytosis  and  glucose  utiliza- 
tion. In  addition,  alveolar  macrophages  do  not  have 
the  usual  increase  in  oxygen  consumption  following 
a phagocytic  event.  A partial  oxygen  pressure  of  25 
or  lower  does  not  usually  prevent  most  tissue  mac- 
rophages from  performing  cellular  functions,  whereas 
alveolar  macrophages  are  unable  to  function  at  this 
oxygen  tension.34  To  some  extent,  the  surrounding 
cellular  and  chemical  elements  may  also  affect  the 
metabolism  of  the  tissue  macrophage.  For  example, 
bone  marrow  macrophages,  involved  in  transport  of 
transferrin  to  immature  erythrocytes,  or  hepatic 
macrophages  exposed  to  a multitude  of  serum  pro- 
tein, lipid,  carbohydrates,  drugs,  microorganisms, 
and  toxins,  develop  selective  functions  that  may  re- 
quire augmentation  of  individual  metabolic  path- 
ways. 

Activated  macrophage.  Activation  of  a mac- 
rophage is  a phenomenon  which  results  in  an  in- 
crease in  cell  size  and  enhanced  phagocytic,  digestive, 
and  microbicidal  activity.51-63  There  is  marked  in- 
crease in  acid  hydrolases  and  glucose  oxidation  ac- 
tivity. The  activated  macrophage  is  characterized 
morphologically  by  increase  in  the  size  and  number 
of  lysosomes,  an  enlarged  Golgi  zone,  and  increased 
ruffling  of  the  plasma  membrane.  Activation  can 
occur  through  a variety  of  manipulations  which  in- 
clude in  vitro  cultivation,  exposure  to  facultative 
intracellular  bacteria,  thioglycollate  exposure,  anti- 
gen contact,  immune  complexes,  bacterial  lipo- 

330  New  York  State  Journal  of  Medicine/March  1977 


polysaccharide,  polynucleotides,  and  lymphokine 
interaction.  It  has  been  postulated  that  this  acti- 
vation is  nonspecific  in  that  this  process  does  not 
have  enhancement  directed  at  the  inciting  agent 
alone.  Recently,  “activated”  human  macrophages 
with  increased  IgG  receptor  activity  have  been  de- 
scribed in  patients  with  sarcoidosis,  Crohn’s  disease, 
and  tuberculosis.  The  agents  and  altered  functions 
involved  in  the  activation  of  macrophages  are  listed 
in  the  following: 

I.  Agent 

A.  Facultative  intracellular  parasites 

B.  Certain  antigens 

C.  Immune  complexes 

D.  Bacterial  lipopolysaccharide 

E.  Lymphokines 

F.  In  vitro  culture 

G.  Thioglycollate 

H.  Multistranded  polynucleotides 

I.  Human  granulomatous  diseases 
II.  Functions  altered  or  increased 

A.  Cell  size 

B.  Adherence 

C.  Glass  spreading 

D.  Acid  hydrolases 

E.  Glucose  oxidation 

F.  Microbicidal  activity 

G.  Phagocytic  ability 

H.  Membrane  receptors  IgG,  C3 

Endocytosis.  The  process  by  which  a cell  inter- 
nalizes extracellular  material  by  enclosing 'it  via  in- 
vagination of  its  plasma  membrane  is  known  as  en- 
docytosis. Endocytosis  can  be  further  subdivided 
into  phagocytosis,  or  uptake  of  particles  greater  than 
or  equal  to  1 micrometer  in  diameter,  and  pinocy- 
tosis.64 This  latter  process  involves  uptake  of 
smaller  particles  and  can  be  subdivided  into  macro- 
or  micropinocytosis,  seen  only  by  electron  micros- 
copy. These  functions  require  production  of  energy 
in  the  form  of  ATP  (adenosine  triphosphate),  and 
consequently,  there  is  a dependence  on  the  rate  of 
anaerobic  metabolism,  or  glycolytic  pathway.65 
Alveolar  macrophages  are  an  exception  because  of 
their  high  base  level  of  oxidative  metabolism.  The 
metabolic  events  during  pinocytosis  differ  from 
phagocytosis  in  that  interference  with  oxidative 
metabolism  hampers  the  former.  In  addition,  active 
RNA  (ribonucleic  acid)  and  protein  synthesis  appear 
to  be  necessary  for  pinocytosis.66 


Kinetic  evaluation  of  macrophage  metabolic 
change  has  revealed  that  seconds  after  their  in  vitro 

1 exposure  to  bacteria,  there  is  an  increase  in  oxygen 
uptake  and  glucose  oxidation.  The  hexose  mono- 
phosphate shunt  is  the  major  pathway  involved  in 
stimulation  of  glucose  oxidation. 

Postphagocytic  metabolism  in  the  human  mono- 
cytes is  marked  by  a sharp  increase  in  oxygen  con- 
sumption, hexose  monophosphate  shunt  stimulation, 
and  hydrogen  peroxide  production.67  The  acceler- 
ated oxidative  metabolism  which  occurs  postphag- 
ocytosis is  concomitant  with  bactericidal  mecha- 
nisms. Bactericidal  activity  is  further  facilitated  bv 
an  increase  in  hydrogen  peroxide  production,  a po- 
tent oxidizing  agent  which  has  the  capacity  to  kill 
ingested  bacteria.  Metabolic  investigations  of  mouse 
peritoneal  macrophages  studied  during  phagocytosis 
and  digestion  of  coated-IgG  and  uncoated  sheep 
erythrocytes  revealed  differences  in  effect  of  antigen 
and  antigen-antibody  complexes.68  The  initial  in- 
creases in  metabolic  pathway,  aerobic  glycolysis,  and 
glycolytic  enzymes  were  proportional  to  the  amount 
of  antigen.  In  the  digestive  phase,  however,  anti- 
gen-antibody complexes  induced  more  dramatic 
changes  in  macrophage  metabolism.  In  the  alveolar 
macrophage  there  is  little  postphagocytic  elevation 
in  oxygen  consumption.  The  characteristic  meta- 
bolic changes  seen  in  the  immediate  post  phagocytosis 
period  do  not  occur  postpinocytosis. 

Macrophage  membrane  metabolism  is  altered 
following  endocytosis,  primarily  by  elevated  phos- 
pholipid turnover  required  for  new  membrane  syn- 
thesis.67 Following  the  ingestion  of  large  numbers 
of  particles,  approximately  50  per  cent  of  the  plasma 
membrane  is  interiorized.  This  is  accompanied  by 
a marked  increase  in  the  rate  of  RNA  and  protein 
synthesis  as  new  membrane  is  snythesized. 

Other  metabolic  processes 

Nucleic  acid.  DNA  synthesis.  Nuclei  of 
monoblasts  and  promonocytes  demonstrate  active 
DNA  synthesis.  In  contrast,  the  more  mature  ma- 
crophage is  relatively  inactive  in  DNA  synthesis.69 
The  repair  process  of  damaged  DNA  has  been  dem- 
onstrated in  the  macrophage.  Increased  DNA  syn- 
thesis is  produced  by  bone  marrow  monocytes  stim- 
ulated with  either  antigen  or  appropriate  circulating 
substances.70  Viral-induced  fusion  to  produce  het- 
erokaryons  have  demonstrated  that  macrophage 
nuclei  do  have  the  capacity  to  synthesize  DNA.4 

RNA  synthesis.  In  contrast  to  DNA  synthetic 
activity,  all  MNP  activity  synthesize  RNA.45  RNA 
synthesis  may  be  particularly  important  in  the  in- 
duction of  lymphocyte  antibody  production,  as  will 
be  seen  when  antigen  processing  is  discussed.  In- 
terference with  RNA  synthesis  inhibits  the  pinocytic 
process. 

Protein  synthesis.  Functional  proteins  synthe- 
sized by  and  secreted  by  the  macrophage  include 
pyrogen,  second  and  fourth  complement  compo- 


nents, transferrin,  colony  stimulating  factor,  inter- 
feron, and  plasminogen  activator.71  75  Continued 
analysis  of  secreted  macrophage  products  will  cer- 
tainly reveal  other  potentially  important  secretory 
products. 

The  more  mature  the  macrophage,  the  greater  the 
rate  of  protein  synthesis.  This  is  associated  with 
intracellular  morphologic  changes  which  include 
development  of  plentiful  endoplasmic  reticulum, 
well-developed  Golgi  zones,  and  numerous  mito- 
chondria. The  active  protein  synthesis  generates  an 
increase  in  enzymes  of  the  lysosome  fraction. 
Blockade  of  protein  synthesis  does  not  affect  ma- 
crophage phagocytosis.55  Moreover,  if  prior  protein 
synthesis  has  occurred,  there  is  minimal  effect  on 
bactericidal  efficiency. 

Lipid  metabolism.  Membrane  cholesterol. 
Membrane  cholesterol  is  distributed  in  a one-third 
proportion  to  the  lysosomal  membranes  and  two- 
thirds  to  the  plasma  membrane.  There  is  no  active 
cholesterol  synthesis  by  the  macrophage,  and  con- 
sequently the  diffusion  of  serum  cholesterol  into  the 
membrane  is  the  prime  source  of  cholesterol  for 
macrophages.76-77  The  cholesterol  flow  is  unaffected 
by  inhibitors  of  cell  metabolism.  It  is  believed  that 
membrane  exchange  rates  for  cholesterol  are  much 
faster  than  that  of  membrane  protein. 

Phospholipid  synthesis.  There  is  a spectrum  of 
phospholipids  present  in  the  macrophage  membrane. 
Phosphatidylcholine,  ethanolamine,  and  sphin- 
gomyelin comprise  approximately  80  per  cent  of  the 
total  macrophage  phospholipid.78  Phagocytosis  is 
accompanied  by  a slight  increase  in  phospholipid 
synthesis.  This  is  distinct  from  the  increase  in 
phospholipid  synthesis  which  is  seen  some  six  hours 
postphagocytosis;  the  latter  is  related  to  new  mem- 
brane synthesis.  Phospholipids  are  exchanged  be- 
tween the  cell  surface  and  lysosome  membranes  by 
specific  cytoplasmic  protein. 

Fatty  acid  metabolism.  Macrophages  are  ca- 
pable of  synthesis  of  fatty  acids  which  include  pal- 
mitic, oleic,  and  linoleic  acid.79’80  These  fatty  acids 
may  then  be  esterified  and  incorporated,  either  free 
or  bound,  into  triglycerides  by  intracellular  en- 
zymes. 

Macrophage-monocyte  plasma 
membrane  receptors 

The  monocyte-macrophage  has  plasma  mem- 
brane-binding sites  for  the  Fc  portion  of  immuno- 
globulin, for  the  third  component  of  complement, 
C3b,  and  for  lymphocyte  attachment.81  The  binding 
site  of  IgG,  IgGi  and  IgG3,  has  been  localized  to  the 
CH3  domain  and  more  recently  to  a decapeptide 
derived  from  the  CH3  region.70’82  The  role  of  these 
receptors  in  phagocytic  events  has  been  studied  by 
Griffin  et  al.83  These  studies  indicate  that  fewer 
binding  sites  are  required  for  attachment  than  for 
ingestion.  They  have  been  interpreted  as  support 
for  the  so-called  “zipper”  of  phagocytosis,  that  in- 
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gestion  requires  the  “sequential,  circumferential 
interaction  of  particle-bound  ligands  with  specific 
plasma  membrane  receptors  not  involved  in  the  ini- 
tial attachment.”  Studies  of  cytoplasmic  spreading 
of  human  blood  monocytes  demonstrate  that  when 
cells  are  induced  to  spread  on  antigen-antibody 
complexes,  Fc  receptor  activity  disappears,  whereas 
C3  binding  is  unaltered.84  These  changes  in  Fc 
binding  do  not  occur  during  cytoplasmic  spreading 
on  plain  glass  or  when  induced  by  subtilisin.85  We 
have  also  demonstrated  disappearance  of  human 
monocyte  Fc  receptor  activity  with  little  effect  on  C3 
binding  following  phagocytosis  of  latex  particles.86 
Studies  of  rabbit  and  human  pulmonary  alveolar 
macrophages  also  demonstrates  differences  between 
Fc  and  C3  receptors.87  Recent  studies  suggest  that 
the  relationships  between  changes  in  cell  shape, 
membrane  topography,  and  perhaps  receptors  may 
be  related  to  alterations  in  actin  and  myosin-like 
components  and  their  binding  proteins.88  During 
phagocytosis  of  polystyrene  particles,  oriented  mi- 
crofilaments have  been  demonstrated  to  surround 
the  ingested  particles.61 

A detailed  analysis  of  the  functional  role  of  the 
MNP  in  antigen  processing,  lymphocyte  interaction, 
and  bactericidal  and  cytotoxic  functions  is  not  within 
the  scope  of  this  article  and  has  been  recently  re- 
viewed by  others.89  Although  there  is  considerable 
heterogeneity  of  macrophages  in  morphology,  surface 
receptors,  and  functional  capabilities,  it  is  not  yet 
possible  to  identify  specific  MNP  subpopula- 
tions.90 

Chemotaxis.  Blood  monocytes  and  certain  tissue 
macrophages  are  capable  of  directed  cell  movement 
or  chemotaxis.91  Chemotaxis  follows  a gradient 
which  is  established  by  a chemical  factor  or  chemo- 
tactic  agent.  Chemotaxis  differs  from  nondirec- 
tional,  random,  spontaneous  motility  and  from 
movement  from  one  place  to  another  or  locomotion. 
The  regulation  of  chemotactic  factors  is  complex,  and 
there  are  direct  inhibitors  and  inactivators  of  che- 
motactic factors.  A CFI  (chemotactic  factor  inac- 
tivator) and  CDI  (cell-directed  inhibition)  are  both 
found  in  human  serum.92  93  CFI  interacts  with  the 
complement  chemotactic  factors  and  the  migratory 
inhibitory  factor  produced  by  lymphocytes.  CDI 
appears  to  interact  directly  with  the  neutrophil  or 
monocyte  in  suppressing  chemotaxis.  Chemotactic 
mediators  in  man  are  generated  in  vivo  from  inactive 
circulating  substances  and  include:  complement 
components  C3  and  C4;  kallikrein,  a fibrinolytic 
component;  and  chemotactic  lymphokines.94 
Lymphokines  are  biologically  active  products  of 
differentiated  lymphocyte  activity.  They  have  been 
partially  characterized  as  anionic  proteins  or  glyco- 
proteins. A Corynebacterium  factor  also  attracts 
macrophages  and  may  be  separate  from  the  others 
because  it  is  macrophage-specific. 

Assessment  of  monocyte  chemotaxis  is  relevant  in 
establishing  the  cell’s  ability  to  migrate  to  these  areas 


of  inflammation  or  infection.  Presumably,  this  is  an 
important  initial  phase  of  monocyte-macrophage 
antigen  processing.  Methods  used  to  establish  and 
quantitate  chemotaxis  include  Boyden  chambers 
with  micropore  filters,  capillary  tube  migration,  and 
migration  through  agarose  medium.91  These  in  vitro 
systems,  while  helpful,  must  be  analyzed  in  relation 
to  relevance  in  vivo,  reproducibility,  and  reliability 
of  measurements.  Since  there  is  no  technique  at 
present  to  measure  chemotactic  factors  in  vivo,  such 
comparisons  are  crude. 

The  mechanisms  involved  in  monocyte-macro- 
phage  random  or  directional  mobility  is  not  well 
understood.  The  locomotion  of  neutrophil  and 
monocyte  is  believed  to  result  from  sol-gel  transfor- 
mation, or  from  intracellular  alteration  of  micro- 
filaments via  contractile  proteins.88,95-97  These 
microfilaments  are  the  major  constituents  of  this 
actomyosin-like  system.  These  two  intracellular 
proteins  may  be  subjected  to  a process  of  directed 
assembly  that  permits  a nonrandom  locomotion. 
Factors  that  may  influence  this  assembly  include 
cytoplasmic  calcium,  cyclic  AMP  (adenosine  mono- 
phosphate), GTP  (guanosine  triphosphate),  and 
GMP  (guanine  monophosphate).98  Microtubules, 
a second  contractile  system  in  the  macrophage,  are 
believed  to  form  a cytoskeletal  system  which  is  nec- 
essary to  maintain  the  polarized  shape  of  a cell. 

Cell-associated  enzymes  of  both  the  neutrophil  and 
monocyte  have  been  implicated  in  initiating  che- 
motaxis.99 Two  subsets  of  esterases  may  be  neces- 
sary for  chemotaxis;  one  of  these,  the  “activatable” 
serine  esterase  is  present  in  a precursor  state,  and  the 
second  is  an  “activated”  esterase.  Recently,  differ- 
ences have  been  established  in  the  “activatable” 
serine  esterases  of  rabbit  neutrophil  and  monocytes. 
Chemotactic  activation  may  vary  for  different  cell 
types. 

Extensive  studies  of  directed  locomotion  of  both 
neutrophil  and  monocyte  locomotion  in  Chediak- 
Higashi  syndrome  and  hypogammaglobulinemia 
have  revealed  comparably  normal  chemotaxis.99 
Defects  in  monocyte  chemotaxis  have  been  reported 
for  individuals  with  neoplastic  disease.  This  defect 
is  believed  to  be  a direct  effect  of  the  tumor,  since 
surgical  removal  often  results  in  enhancement  of 
monocyte  locomotion.  Recently,  a low  molecular 
weight  factor  derived  from  various  tumors  has  been 
shown  to  depress  animal  monocyte  chemotaxis  in 
vivo  and  in  vitro.100  Pharmacologic  manipulation 
of  human  monocyte  chemotaxis  by  stereoisomers  of 
the  anthelmintic  drug,  levamisole  hydrochloride,  has 
been  performed.101  The  ability  of  (— ) L-tetramisole 
to  promote  directed  locomotion  of  human  monocytes 
may  be  a useful  pharmacologic  tool  in  studies  of 
monocyte  chemotaxis. 

Mononuclear  phagocytes  in  immune  response 

Antigen  processing.  Macrophages  have  an  im- 
portant role  in  the  inductive,  afferent  phase  of  the 
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TABLE  III.  Evidence  for  macrophage  function  in  inductive  phase  of  immune  response 


Nature  of  Evidence 

Characteristics 

Anatomic5-1  0J.' 05 

Macrophage  present  in  lymph  node;  macrophage-lymphocyte 
contact;  lymph  node,  cortical  reticular,  and  medullary  macro- 
phage have  radiolabeled  antigen 

Antibody  production1*-5  ■»,' °V  06.' 1 V 1 4 

Macrophage-depleted  lymphocyte  suspension — decreased  anti- 
body response  ; subsequent  addition  of  macrophage — en- 
hanced antibody  response 

Antigen  processing5 9’‘ 1 1 •’ 1 5-1 20 

Antigen-exposed  macrophage  can  induce  separate  nonimmune 
lymphocytes  to  respond  in  vitro;  addition  of  antigen-contain- 
ing macrophage  and  nonimmune  lymphocyte  can  restore  im- 

mune  response  to  irradiated  animal ; extract  RNA-antigen  from 
macrophage  may  induce  lymphocyte  immune  response; 
macrophage  interaction  with  lymphocyte  requires  histocom- 
patibility 

immune  response.  Macrophages  have  the  capacity 
to  interact  with  antigen  through  membrane  attach- 
ment and  ingestion.  Antigen  then  either  remains 
bound  to  the  macrophage  membrane,  or  is  “pro- 
cessed” and  degraded  intracellularly  in  a fashion  that 
permits  lymphocyte  stimulation.  The  minimal  role 
of  the  macrophage  in  the  immune  response  is, 
therefore,  the  capacity  to  bind  and  focus  antigen, 
leading  to  some  type  of  macrophage-lymphocyte 
interaction.  The  detailed  experimental  evidence  for 
these  types  of  interaction  are  not  within  the  scope  of 
this  section  and  will  be  considered  only  briefly. 

Antigen  recognition.  Critical  to  the  role  of  the 
MNP  is  the  handling  of  particulate  antigens.  Tissue 
macrophages  are  well  suited  to  interact  with  and 
process  extracellular  antigen.  Their  anatomic  dis- 
tribution in  the  spleen,  liver,  and  lymph  nodes  places 
them  at  optimal  sites  for  such  interaction.  Dendritic 
follicular  and  connective  tissue  cells  are  also  involved 
in  concentrating  antigen  for  lymphocvtes,  although 
probably  to  a lesser  degree  than  MNP.  The  dem- 
onstration of  primary  macrophage-antigen  interac- 
tion as  an  initiating  factor  required  for  appropriate 
and  maximal  lymphocyte  response  to  antigen  was  a 
result  of  several  key  observations.13’102-112  The  ev- 
idence for  macrophage  function  in  the  inductive 
phase  of  immune  response  is  shown  in  Table  III. 
These  series  of  observations  and  subsequent  exper- 
iments have  revealed  that  macrophage  antigen  in- 
teraction is  complex  and  varies  with  the  type  of  an- 
tigen.'0’105’112’113 These  variables  include  the  bio- 
chemical nature,  solubility,  size,  presence  or  absence 
of  aggregation  of  the  antigen,  and  attachment  to 
antibody,  or  adherence  to  macrophage  membrane 
receptor  IgG.  Thus,  a well-solubilized,  small  protein, 
such  as  albumin,  would  be  poorly  taken  up  by  the 
macrophage  and  have  little  immunogenicity.  A 
polymerized,  large  amount  of  foreign  protein,  anti- 
body-coated erythrocytes,  or  bacteria  will  be  more 
rapidly  interiorized  by  the  macrophage,  and  these 
substances  are  also  more  immunogenic.89 

The  macrophage  metabolism  of  antigen  has  been 
partially  characterized. 111  It  is  evident  that  antigen 
binds  to  macrophage  membrane  at  both  nonspecific 
and  specific  sites.  The  latter  are  presumably  anti- 
gen-antibody complexes  recognized  by  the  Fc  re- 


ceptor. The  nature  and  mechanism  of  the  nonspe- 
cific sites  are  unclear.  Uptake  of  antigen  can  occur 
at  4°C.  or  37°C.,  and  once  membrane  bound,  antigen 
is  quickly  and  almost  totally  ingested.  It  has  been 
postulated  that  the  major  regulatory  role  of  the 
macrophage  in  the  immune  response  is  dependent 
on  this  removal  of  antigen.  Using  radiolabeled 
hemocyanin  and  albumin  incubated  with  peritoneal 
macrophages  it  has  been  shown  that  intracellular 
handling  and  secretion  of  antigen  may  be  com- 
plex.89111 KLH  (keyhole  limpet  hemocyanin)  had 
varying  rates  of  catabolism;  one  phase  is  early  and 
rapid,  and  the  second  phase  is  a slow  and  later  phase. 
Sequential  studies  of  cultured  macrophages  incu- 
bated with  various  antigens  have  suggested  that 
antigen  is  processed  in  intracellular  vesicles  prior  to 
secretion;  these  interiorized  antigens  are  smaller  and 
lack  the  native  configuration  of  previously  undi- 
gested antigen.115  Depending  on  the  antigen,  in- 
tracellular release  appears  to  correlate  with  the  total 
uptake  of  antigen.  The  degradation  of  interiorized 
antigen  is  extensive.  It  has  been  estimated  that  97 
per  cent  of  KLH  molecules  may  be  interiorized,  and 
only  approximately  3 per  cent  of  these  molecules  are 
released.89  However,  a certain  small  percentage  of 
previously  interiorized  antigen  may  be  released 
largely  intact. 

Intracellular  modification  of  antigen  by  the 
macrophage  may  allow  some  antigens  to  become 
highly  immunogenic.116’117*119’121’122  Specifically, 
this  appears  to  be  mediated  by  attachment  of  small 
4S  molecular  weight  RNA  to  minute  amounts  of 
antigen.  For  example,  human  gamma  globulin  ex- 
posed to  mouse  macrophages,  with  subsequent  cel- 
lular extraction  of  4S  RNA  fraction  may  contain  less 
than  a nanogram  of  antigen  and  yet  retain  potent 
immunogenicity.123  Both  the  RNA  and  antigen  are 
required  to  induce  antibody  formation,  indicating 
that  RNA  acts  as  an  adjuvant  for  the  antigen.123  In 
addition,  the  macrophage  RNA-rich  compound  was 
able  to  directly  stimulate  B lymphocytes.  This  is 
equivalent  to  the  conversion  of  a thymus-dependent 
antigen  to  a thymus-independent  antigen.  The 
importance  of  this  antigenic  moiety,  RNA-antigen, 
in  the  overall  immune  response  is  not  known. 

Fate  of  surface-bound  antigen.  The  immuno- 
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genic  antigen  available  for  lymphocyte  stimulation, 
postmacrophage  processing,  is  either  membrane- 
associated  or  secreted  antigen  that  retains  most  of  its 
native  antigenic  determinants.  Surface-bound  an- 
tigen has  immunogenic  capability.  Indeed,  antigen 
bound  to  macrophages  may  stimulate  immune  re- 
sponse to  a greater  degree  than  in  the  soluble  form.89 
Antigen  bound  to  membrane  may  have  to  be  avail- 
able in  critical  amounts  or  configuration  to  effect 
lymphocyte  stimulation.111  Electron  microscopic 
examination  of  the  distribution  of  KLH  on  the  ma- 
crophage membrane  has  revealed  that  while  the 
majority  of  KLH  molecules  are  evenly  distributed, 
there  are  occasional  packets  or  aggregations  of  KLH 
molecules.  The  extent  to  which  the  macrophage 
may  either  retain  on  its  surface  or  ingest  and  cata- 
bolize  various  antigens  is  not  completely  known. 

Macrophage-associated  antigen  and  lympho- 
cyte stimulation.  Macrophage  and  antigen  inter- 
action must  occur  prior  to  thymic  lymphocyte  ex- 
posure if  immune  stimulation  is  to  occur.111’124’125 
There  is  no  thymic  lymphocyte  proliferation  if  an- 
tigen is  exposed  to  a purified  population  of  nonim- 
munized  thymic  lymphocytes.  If  macrophages  ex- 
posed to  antigen  are  subsequently  mixed  with  thymic 
lymphocytes,  a marked  lymphocyte  proliferation  is 
seen.120’126  The  manner  of  presentation  of  antigen 
to  immunocompetent  lymphoid  cells  is  crucial.  This 
is  supported  by  the  observation  that  addition  of 
soluble  antigen  can  reduce  the  immunogenic  poten- 
tial of  macrophage-bound  antigen.89  This  suggests 
that  for  maximal  immunogenicity  the  immune  sys- 
tem requires  antigen  bound  to  fixed  cells  without 
soluble  antigen  present. 

An  additional  complexity  in  cell-cell  cooperation 
is  that  antigen  presentation  by  the  macrophage  to  the 
thymic  lymphocyte  may  require  identity  at  the  major 
histocompatibility  complex.127  Thus,  in  the  guinea 
pig  syngeneic  lymphocytes  are  more  effectively 
stimulated  by  macrophages  than  allogeneic  lym- 
phocytes. 

It  has  been  demonstrated  recently  that  a close 
physical  relationship  to  macrophage-antigen  recog- 
nition sites  and  macrophage-lymphocyte  interaction 
sites  on  the  plasma  membrane  may  be  a factor  in 
immune  stimulation.120’128  By  examining  the 
magnitude  of  stimulation  of  lymphocytes  with  guinea 
pig  macrophages  lacking  various  immune  response 
genes,  it  was  shown  that  if  a macrophage  lacks  an 
immune  response  gene  to  a specific  antigen,  it  poorly 
stimulates  the  thymic  lymphocyte.  Genetic  com- 
patibility factors  have  thus  far  been  well  character- 
ized only  in  the  guinea  pig  and  not  in  rodents  or  in 
man. 

Physical  interaction  between  macrophages  and 
lymphocytes  may  also  be  antigen-independent.129 
These  binding  sites  have  been  distinguished  from 
previously  described  macrophage  receptors  by 
trypsin  sensitivity,  requirement  for  cations,  Ca+  + 
(calcium)  and  Mg  (magnesium),  reliance  on  metab- 


olism, and  species  specificity.  It  has  been  postulated 
that  this  antigen-independent  binding  will  concen- 
trate thymic  and  bone  marrow-derived  lymphocytes 
on  the  macrophage  surface.120  This  initial  cell 
linkage  may  then  be  followed  by  antigen-mediated 
binding  between  macrophage  and  lymphocyte,  with 
subsequent  initiation  of  an  immune  response. 

Macrophage  collaboration  with  thymic-dependent 
antigen  is  not  sufficient  to  stimulate  isolated  B (bone 
marrow)  lymphocytes.  DNP(2-4-dinitrophenyl)- 
protein  conjugates,  T-dependent  antigen,  will  initiate 
immune  response  only  if  both  B and  T lymphocytes, 
that  is,  hapten  and  carrier  reactive  cells,  respectively, 
are  intimately  present.125,128  This  prototype  is  often 
used  to  describe  T-B  cell  cooperation  required  for 
thymic-dependent  antigens. 

In  summary,  macrophage  processing  of  circulating 
antigen  is  a mechanism  for  the  removal  of  certain 
circulating  antigens.  This  antigen  is  either  retained 
at  the  membrane  surface  or  ingested  with  a small 
proportion  excreted  in  modified  form.  Antigen  is 
then  presented  in  a specific  fashion  to  thymic  and  B 
lymphocytes.  These  lymphocytes  may  then  interact 
to  produce  antibody  specific  to  the  particular  anti- 
gen. 

Cytotoxicity 

Cell-mediated  cytotoxicity  is  target  cell  destruc- 
tion that  is  mediated  by  lymphocytes  or  macro- 
phages.57’58’114’130-133 The  cell  types  recognized  to 
date  in  the  mediation  of  this  type  of  cytotoxicity 
are  the  thymic-lymphocyte  and  the  macro- 
phage.130’134,135 The  lymphocytes  involved  in  cell- 
mediated  cytotoxicity  may  produce  lysis  by  direct 
interaction  with  membrane-associated  antigens  or 
may  require  IgG  antibody  on  the  target  cell,  anti- 
body-dependent  cytotoxicity.130  Macrophage  cy- 
totoxicity is  obtained  in  a specific  or  nonspecific 
fashion  by  macrophages  carrying  cytophilic  anti- 
bodies or  through  specific  factors  produced  by  sen- 
sitized T cells.  The  use  of  target-cell  labeling  with 
radioactive  chromium  (51Cr)  and  its  release  following 
incubation  with  cytotoxic  effector  cells  has  been  the 
major  research  tool  used  to  investigate  this  phe- 
nomenon. The  precise  elucidation  of  the  mechanism 
and  role  of  cells  in  the  immune  system  to  cell-me- 
diated cytotoxicity  is  relevant  because  of  its  corre- 
lation with  in  vivo  immune  reactions  such  as  allograft 
rejection  and  tumor  immunity. 

Macrophage  participation  in  cytotoxicity  has  been 
subdivided  into  two  effector-cell  categories;  the  first 
is  an  “armed”  macrophage  that  is  actively  cytotoxic 
against  a specific  target  cell,  and  the  second  is  the 
nonspecific  “activated”  macrophage  with  broader, 
less  discriminatory  cytotoxic  activity  already  out- 
lined.134 

Cytotoxicity  of  armed  macrophages.  In  vitro 
observations  of  tumor-cell  destruction  by  macro- 
phages from  mice  immunized  by  injection  of  syn- 
geneic tumor  cells,  and  not  by  macrophages  from 
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mice  injected  by  allogeneic  tumors,  initially  sug- 
gested target-cell  specificity.136- 14;’  This  target-cell 
destruction  was  also  shown  to  depend  on  cell-cell,  or 
macrophage-tumor  cell,  contact,  and  to  be  inde- 
pendent of  the  presence  of  lymphocytes. 143,146 

The  initial  specific  arming  of  a macrophage  does 
appear,  however,  to  depend  on  the  production  of 
sensitized  thymic  lymphocytes  of  an  arming  factor 
called  SMAF  (specific  macrophage-arming  fac- 
tor).147 151  This  moiety  is  complex,  consisting  of  two 
components:  a cytophilic  site  for  the  macrophage 
and  a recognition  site  for  the  target  cell  involved. 
The  molecular  anlaysis  of  SMAF  revealed  two  frac- 
tions: a large  one  with 3 by  105  molecular  weight  and 
a smaller  one  approximately  5 by  104  daltons.  Due 
to  the  antigen  specificity  in  the  SMAF,  there  has 
been  speculation  that  this  factor  may,  in  part,  be 
related  to  release  of  T-cell  receptors  during  incuba- 
tion of  immune  cells  with  antigen. 

The  presence  of  cytophilic  antibody  on  membranes 
of  armed  macrophages  suggested  a possible  role  for 
these  receptors  in  cytotoxicity.63,144,152,153  However, 
the  contribution  of  cytophilic  antibody  to  cell  de- 
struction is  unclear  since  anti-Ig  serum  does  not  block 
cytotoxicity.154,155  The  exact  mechanism  of  cell 
destruction  by  the  armed  macrophage  is  un- 
known.19,103,132,156-158 The  target-cell  death  is  not 
mediated  through  phagocytosis.  In  addition,  no 
definite  toxin  or  secretion  of  other  potentially  lytic 
factors  has  been  found.159-161  An  in  vitro  system  in 
which  normal  human,  or  rodent,  macrophages  are 
incubated  with  mouse  erythrocytes  has  suggested 
that  macrophages  can  elaborate  a lytic  substance.162 
The  macrophage  does  require  cell-cell  contact  for 
tumor-cell  lysis.  Recently,  the  destructive  effect  of 
the  armed  macrophage  has  been  shown  to  involve 
lysis  and/or  stasis.163  The  interrelationship  between 
cell  lysis  and  stasis  is  also  unclear.  These  may  be 
expressions  of  the  same  pathway  or  involve  different 
cell-mediated  effects. 

A dramatic  observation  of  the  specific  “armed” 
macrophage  was  its  ability  to  become  a nonspecific 
effector  cell.164  That  is,  a specifically  sensitized 
macrophage  to  a particular  tumor  cell  line  can  begin 
to  destroy  unrelated  target  cells.  This  nonspecific 
activation  appears  to  follow  the  specific  immunologic 
reaction  between  macrophage  and  target  cell.  The 
nondiscrimination  of  initially  specifically  sensitized 
macrophage  is  also  seen  in  resistance  to  bac- 
teria.134,164,165 

Cytotoxicity  by  “activated”  macrophages.  An 
acquired  capacity  to  inhibit  growth  of  related  target 
cells  by  armed  macrophages  was  found.145,163  This 
observation  has  resulted  in  the  suggestion  that 
nonspecific  cytotoxicity  will  occur  following  exposure 
of  a specifically  armed  macrophage  to  a specific  tar- 
get cell. 

There  is  a parallel  conversion  of  specific  to  non- 
specific macrophage  cytotoxicity  in  cellular  resis- 
tance to  microorganisms.  This  analogy  is  not  total 


in  that  participation  of  lymphoid  soluble  factors  after 
antigen  interaction  is  required  for  in  vitro  activation 
of  macrophages  involved  in  resistance  to  intracellular 
organisms.  Nonspecific  cytotoxic  activation  may 
occur  following  in  vitro  incubation  of  macrophages 
with  various  molecular  preparations  including  en- 
dotoxin, double-stranded  RNA,  poly  I-poly  C,  or 
Freund’s  adjuvant.134 

Interestingly,  these  activated  macrophages  may 
also  discriminate  between  normal  and  abnormal  cells. 
This  may  be  attributable  in  part  to  abnormal  growth 
kinetics.166 

Conclusion 

An  understanding  of  the  ability  of  the  mononu- 
clear phagocyte  to  develop  an  extensive  repertoire  of 
functions  in  many  tissue  areas  requires  that  contin- 
ued evaluation  of  this  cell  be  performed.  The 
membrane  receptors  for  the  Fc  portion  of  IgG  and 
complement,  C3,  as  well  as  its  nonspecific  phagocytic 
capacity  permit  this  cell  to  interact  with  many  cir- 
culating particulate  and  nonparticulate  materials. 
Since  the  immune  response  is  dependent,  in  part,  on 
initial  antigen  processing  by  MNP,  any  evaluation 
of  disease  syndromes  with  autoantibody  or  dys- 
gammaglobulinemic  responses,  that  is,  hypogam- 
maglobulinemia, requires  evaluation  of  the  role  of  the 
MNP  in  addition  to  the  lymphocyte  subpopulations. 
The  identification  of  the  role  of  the  MNP  in  various 
disease  processes,  presumably  as  a defense  mecha- 
nism, such  as  phagocytosis  and  antigen  processing, 
is  now  well  recognized.  More  recently,  we  and  others 
have  delineated  the  presence  of  “activated”  macro- 
phages in  human  disease,  that  is,  sarcoidosis,  Crohn’s 
disease,  and  tuberculosis.  It  remains  to  be  deter- 
mined whether  these  cells  are  detrimental  or  bene- 
ficial in  these  diseases.  Investigation  of  MNP  re- 
ceptor activity  and  recognition  of  immunoprotein- 
coated  erythrocytes  in  patients  with  autoimmune 
hemolytic  anemia  has  suggested  that  patients’  MNPs 
interact  more  with  their  homologous  erythrocytes 
than  MNPs  from  normal  controls.167  In  this  in- 
stance “activated”  MNPs  may  contribute  excessively 
to  erythrocyte  destruction.  Similar  analysis  of 
MNPs  in  other  illnesses  may  assist  in  further  un- 
derstanding the  pathophysiology  and  therapy  of 
certain  diseases. 

The  further  precise  characterization  of  MNP  re- 
ceptor structure  and  function,  metabolic  and 
phagocytic  capacity,  mechanisms  of  homing  to  var- 
ious tissue  sites,  with  subsequent  maturation  and 
involvement  in  the  immune  response  should  permit 
more  complete  understanding  of  the  role  of  the  MNP 
in  health  and  disease. 
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A line  drawing  of  the  cover,  an  electron  micrograph  of  a freeze  fracture  replica  of  the  monocytes 

described , appears  as  Figure  2. 
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FIGURE  2.  Line  drawing  of  cover;  electron  micrograph  of  freeze  fracture  replica  of  monocytes  described.  Original  mag- 
nification X 36,250. 


340  New  York  State  Journal  of  Medicine/March  1977 


mg/100  ml 


u a more  so 

■ ■ ■ 


viTAj*111 

SSS"“ 

Rtlt*?APSULES 


+0.1- 

0- 

-0.1- 

-0.2 


.O 

& 


o 

a. 

o 


500  m9 


,age  lor  m0?  ^d''pea''s 

cev,b,o 

l°nsa*r;«d\cetab»W  o'  ®>-nc”pC|eC°Pr.0Vlitfn i'S*:. tteal”?ni,°v,S 


\ 

I 

I 

» 

I 

\ 

\ 

\ 

\ 


Is  v endless  ‘^tpd  V\tauin«  - r 5yu 

jiili|^l^s*'5 

•This  mti\r\ng  &m\n\stration  cEVl-BlD. 

ders  requiring,  prescnbeCtv 

nail  am°-+am\n  C is  indicated 

When  vitamin 


SOLID  LINE:  Vitamin  C blood  levels  obtained  with 

sustained-medication  capsules  (CEVI-BID). 
BROKEN  LINE:  Vitamin  C blood  levels  obtained  with  tablets. 


Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

Box  68,  Floral  Park,  N.Y.  1 1001 
Pioneers  in  Geriatric  Research 


012345678  hours 
Comparison  of  ascorbic  acid  blood  levels  after 
administration  of  1 gram  of  ascorbic  acid  in 
effervescent  tablet  form  and  1 gram  of 
CEVI-BID  (2  capsules).  -Adaptation 

DEVELOPERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


’ Riccitelli,  M.  L.:  Vitamin  C Therapy  in  Geriatric  Practice, 
J.  Arne”.  Geriatrics  Soc.  20:  34,  1972. 


Tumor  Marker  in 
Ovarian  Cancer 

Tumor-associated  antigen 


JOSEPH  J.  BARLOW,  M.D. 

Buffalo,  New  York 

MALAYA  BHATTACHARYA,  M.D. 

Buffalo,  New  York 

From  the  Department  of  Gynecology,  Roswell  Park  Memorial 
Institute,  State  of  New  York  Department  of  Health 


Ovarian  cancer  is  an  insidious  disease  in  a deep- 
seated  organ  and  usually  does  not  cause  symptoms 
until  the  advanced  stages  pf  the  disease.  It  is  cur- 
rently the  most  lethal  of  the  gynecologic  cancers, 
claiming  11,000  lives  annually  of  the  17,000  women 
who  annually  develop  this  disease. 

The  epithelial  ovarian  cancers,  of  which  serous  and 
mucinous  cystadenocarcinomas  predominate,  com- 
prise the  vast  majority  of  all  ovarian  cancers.  In  its 
earliest  stages  epithelial  ovarian  cancer  has  a cure 
rate  which  approaches  90  per  cent,  but  a less  than  10 
per  cent  cure  rate  when  treated  in  the  advanced 
stages  when,  unfortunately,  most  patients  are  diag- 
nosed. There  is  no  reliable  means  of  early  diagnosis. 
There  is  therefore  a desperate  need  for  an  early  di- 
agnostic test. 

Our  efforts  over  the  past  several  years  have  been 
to  detect,  purify,  and  measure  a circulating  tumor- 
specific  associated  antigen  in  patients  with  ovarian 
carcinoma.  If  a specific  tumor  antigen  could  be 
found  and  a sensitive  assay  developed,  it  could  serve 
as  an  extremely  important  tumor  marker  for  the  di- 
agnosis and  surveillance  of  women  with  ovarian 
cancer. 

Although  the  concept  of  tumor-specific  antigens 
for  human  neoplasms  was  presented  and  investigated 
as  early  as  1930,'  it  is  only  during  the  past  decade  that 
it  has  become  increasingly  apparent  that  some  can- 
cers are  associated  with  demonstrable  antigens  which 
are  either  newly  acquired  during  the  process  of  neo- 
plastic transformation  or  reflect  an  augmentation  of 
certain,  usually  undetectable,  normal  cell  antigens. 
Examples  of  tumor  antigens  are  CEA  (carci- 


Ovarian  cancer  is  an  insidious  disease  which  defies 
early  diagnosis.  Since  early-stage  ovarian  cancer  has 
a good  prognosis  whereas  advanced-stage  disease  has 
a poor  prognosis,  a means  of  early  diagnosis  is  des- 
perately needed.  The  present  report  summarizes  our 
efforts  in  the  detection  and  isolation  of  a tumor- 
associated  antigen  for  ovarian  cystadenocarcinomas. 
The  current  immunodiagnostic  applications  of  the 
ovarian  cystadenocarcinoma  antigen  are  presented 
and  discussed. 


nomembrvonic  antigen)  detected  in  the  sera  of  pa- 
tients with  cancer  of  the  colon  and  rectum,2  and  al- 
pha-fp  (alpha-fetoprotein)  which  was  first  found  in 
the  sera  of  patients  with  primary  liver  cancer.3  Al- 
though these  antigens  have  not  proved  to  be  specific 
for  colonic  and  primary  liver  cancers,  respectively, 
they  continue  to  be  useful  tumor  markers  as  aids  in 
diagnosis,  in  following  response  to  therapy,  and  in 
detecting  early  tumor  recurrence. 

We  have  reported  evidence  for  at  least  one 
tumor-associated  antigen  which  has  been  found  to 
be  common  to  all  serous  and  mucinous  cystadeno- 
carcinomas of  the  ovary  thus  far  tested.4’5  This  an- 
tigen is  immunologically  unrelated  to  blood  group 
substances,  nonspecific  serum  and  tissue  antigens, 
CEA,  alpha-fp,  histocompatability  antigens,  and 
human  fibrin.  The  antigen,  which  we  have  termed 
OCAA  (ovarian  cystadenocarcinoma  associated  an- 
tigen), is  apparently  absent  from  normal  tissues  and 
benign  ovarian  tumors.  Also,  it  has  not  been  found 
in  any  other  gynecologic  or  nongynecologic  malignant 
conditions  thus  far  tested.6 

OCAA  was  detected  by  antitumor  antisera  raised 
in  rabbits  against  saline  extracts  of  surgical  speci- 
mens of  serous  or  mucinous  cystadenocarcinomas. 
The  antitumor  antisera  was  first  absorbed  to  remove 
antibodies  against  normal  ovaries,  blood  group  sub- 
stances, nonspecific  serum  proteins,  tissue  antigens, 
and  fibrin.  The  absorbed  antitumor  antiserum  was 
then  tested  by  the  classic  immunologic  techniques 
of  immunodiffusion,  immunoelectrophoresis,  and 
immunofluorescence  against  extracts  of  normal  and 
various  tumor  tissues.  OCAA  was  detected  only  in 
the  extracts  of  serous  and  mucinous  cystadenocar- 
cinomas of  the  ovary. 

OCAA  has  been  purified  by  gel  filtration  and 
solubilization  in  perchloric  acid  to  the  point  where 
it  appears  to  be  monovalent  when  tested  with  either 
absorbed  or  unabsorbed  tumor  antiserum  and  travels 
as  a single  band  in  analytical  disk  electrophoresis. 
OCAA  is  a high  molecular  weight  glycoprotein  with 
a beta-electrophoretic  mobility.  It  consists,  based 
on  dry  weight,  of  about  50  to  60  per  cent  protein  and 
30  to  40  per  cent  carbohydrate.  The  amino  acid 
composition  is  characterized  by  a high  percentage  of 
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threonine,  serine,  proline,  and  valine.  Galactose  and 
. N-acetylglucosamine  are  the  principal  carbohydrate 
constituents.7 

Utilization  of  OCAA  as  tumor  marker 

Taking  advantage  of  the  lack  of  OCAA  in  non- 
gynecologic  cancers,  we  have  utilized  immunologic 
testing  for  the  presence  of  OCAA  as  an  aid  in  deter- 
mining the  primary  site  of  origin  of  widely  metas- 
tasizing intra-abdominal  tumors.  Since  the  ovaries 
are  a frequent  metastatic  site  for  gastrointestinal  and 
breast  carcinomas,  it  is  sometimes  difficult,  especially 
when  the  ovaries  are  extensively  involved,  to  deter- 
mine by  laparotomy  and  even  histopathologv  the 
primary  site  of  tumor  origin.  By  simultaneously 
setting  up  immunodiffusion  reactions  between 
anti-OCAA  serum,  anti-CEA  serum,  and  extracts  of 
tumor  biopsy  specimens  we  have  been  able,  with  near 
total  success,  to  distinguish  between  primary  ovarian 
malignant  conditions  and  various-site  gastrointes- 
tinal and  breast  primary  tumors  metastatic  to  the 
ovaries.0,8 

The  ultimate  goal  of  our  work  with  OCAA  has  been 
to  develop  an  immunodiagnostic  serologic  screening 
test  for  early  ovarian  cancer.  Using  standard  ra- 
dioimmunoassay inhibition  techniques  we  have  de- 
veloped a radioimmunoassay  for  the  detection  of 
circulating  OCAA  in  ovarian  cancer  patients.  The 
radioimmunoassay  does  demonstrate  circulating 
OCAA  in  the  sera  of  patients  with  serous  and  muci- 
nous cystadenocarcinomas  of  the  ovary.  We  have 
followed  15  patients  with  initially  advanced-stage 
ovarian  cancer  with  serial  serum  OCAA  determina- 
tions. High  levels  of  circulating  OCAA  were  detected 
in  preoperative  and  pretreatment  sera  of  these  pa- 
tients. Serial  measurements  of  circulating  OCAA 
appeared  to  correlate  with  tumor  volume  as  well  as 


Virulence  for  man  of  a human  influenza-A  virus 
antigenically  similar  to  “classical”  swine 
viruses 

An  influenza-A  virus  antigenically  related  to  “classical” 
swine  viruses  was  isolated  from  recruits  at  Fort  Dix,  New 
Jersey,  in  an  outbreak  reaching  its  peak  from  January  20 
to  February  20,  1976.  The  isolate  was  injected  into  6 
human  volunteers  at  this  facility.  Clinical  reactions  were 
mild  although  all  volunteers  contracted  the  disease.  The 
longest  period  for  which  the  virus  was  excreted  was  eight 
days;  shortest,  three  days.  In  its  virulence  for  man,  the 
New  Jersey  strain  was  intermediate  between  human  and 
animal  virus,  and  was  quite  clearly  more  virulent  than 
known  swine  viruses.  With  certain  reservations  necessary 


the  clinical  response  of  the  patient.  However,  the 
sensitivity  of  the  current  radioimmunoassay  is  in- 
adequate at  low  antigen  levels.  The  impaired  sen- 
sitivity of  this  potentially  very  sensitive  assay  is  as- 
cribable  to  some  cross-reactivity  between  part  of  the 
large  OCAA  molecule,  which  has  its  own  unique  an- 
tigenic determinant,  and  some  normal  serum  protein 
or  proteins.  Although  the  present  OCAA  antigen 
assay  appears  very  promising  for  the  follow-up  sur- 
veillance of  ovarian  cancer  patients,  it  is  currently 
inadequate  for  early  immunodiagnosis.8  Present 
studies  are  underway  to  improve  the  sensitivity  and 
specificity  of  the  radioimmunoassay  so  that  it  can  be 
successfully  used  for  early  immunodiagnostic  pur- 
poses. 
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in  experiments  of  this  kind,  the  authors  nevertheless  found 
it  possible  to  draw  a few  tentative  deductions  about  the 
potential  importance  of  the  virus.  Although  increase  in 
virulence  through  many  passages  through  man  is  a possi- 
bility, this  is  not  known  to  occur  under  natural  conditions 
even  though  it  can  be  done  artificially.  As  far  as  can  be 
judged,  the  virus  was  not  specially  predisposed  to  spread 
among  people,  failing  to  displace  A/Victoria/75  in  a closed 
community  of  young  people  when  it  had  a considerable 
competitive  advantage  in  regard  to  the  frequency  of  pro- 
tective antibody,  and  it  did  not  gain  an  appreciable  foot- 
hold in  the  U.S.  population.  Nevertheless,  misgivings  are 
justified,  and  efforts  should  be  redoubled  to  discover  how 
the  virus  was  transformed.  Beare,  A.  S.,  and  Craig,  J.  W.: 
Lancet  1:  4 (July  3)  1976 
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Although  PAEDP  (pulmonary  artery  end-diastolic 
pressure)  and  pulmonary  artery  wedge  pressure 
(PAw)  are  utilized  extensively  to  monitor  acutely  ill 
patients,  there  is  still  considerable  controversy  as  to 
whether  these  measurements  reflect  left  ventricular 
filling  pressure  accurately.  An  early  report  by 
Kaltman  et  al.1  suggested  that  normally  there  is  no 
gradient  at  end-diastole  across  the  PVB  (pulmonary 
vascular  bed).  Their  study  dealt  primarily  with 
patients  with  congenital  heart  disease  and  did  not 
test  sufficiently  the  effect  of  heart  rate  (HR)  on  dy- 
namics across  the  PVB.  They  did  acknowledge  that 
PVD  (pulmonary  vascular  disease)  obscured  the  re- 
flection of  left  atrial  events  and  that  their  observa- 
tions were  no  longer  accurate  when  mean  left  atrial 
pressures  rose  beyond  17  mm.  Hg.  Jenkins,  Bradley 
and  Branthwaite2  reported  a close  correlation  be- 
tween mean  left  atrial  pressure  and  PAEDP  when 
pulmonary  vascular  resistance  (PVR)  was  normal. 
Falicov  and  Resnekov3  while  in  concurrence  reported 
an  even  closer  correlation  when  an  “a”  wave  observed 
in  the  pulmonary  artery  trace  was  related  to  LVEDP 
(left  ventricular  end-diastolic  pressure).  This  was 
noted  specifically  in  patients  with  left  ventricular 
disease.  Bouchard,  Gault,  and  Ross4  concluded  that 
the  PAEDP  did  not  provide  an  accurate  reflection  of 
LVEDP  in  their  study  of  50  patients,  half  with  and 
half  without  left  ventricular  disease.  They  noted 
that  patients  with  left  ventricular  disease  manifested 
an  RG  (reverse  pressure  gradient)  across  the  PVB. 
That  is,  they  noted  that  LVEDP  was  higher  than 

' Supported  by  a grant  from  the  Westchester  Heart  Associa- 
tion. 


There  is  as  yet  no  unanimity  as  to  the  efficacy  of  the 
use  of  the  pulmonary  artery  end-diastolic  pressure 
and  wedge  pressure  as  an  accurate  reflection  of  left 
ventricular  end-diastolic  pressure.  Since  the  reports 
with  poor  correlations  included  patients  with  left 
ventricular  disease,  a further  assessment  of  pulmo- 
nary artery-left  ventricular  dynamics  in  such  pa- 
tients was  made.  This  study  demonstrated  that 
many  of  these  patients  manifested  a reverse  pressure 
gradient  across  the  pulmonary  vascular  bed;  that  is, 
at  end-diastole,  left  ventricular  end-diastolic  pres- 
sure was  higher  than  pulmonary  artery  end-diastolic 
pressure.  This  reverse  gradient  was  related  signifi- 
cantly to  left  ventricular  end-diastolic  pressure  (p  < 
0.001).  These  findings  were  correlated  to  the  es- 
tablished reduction  in  left  ventricular  compliance 
observed  in  patients  with  coronary  artery  disease 
and/or  myocardial  infarction.  Since  many  patients 
requiring  left  ventricular  filling  pressure  assessment 
are  being  monitored  specifically  for  these  problems, 
it  is  important  to  appreciate  the  frequent  failure  of 
the  pulmonary  artery  end-diastolic  pressure  to  re- 
flect the  left  ventricle  in  this  group. 


PAEDP  and  determined  that  a comparison  of  the 
pre-“a”  wave  point  on  the  left  ventricular  trace  cor- 
related more  closely  with  PAEDP. 

There  are  many  factors  which  affect  the  accuracy 
of  a pulmonary  artery  catheter  used  to  reflect  left 
atrial  events.1'7  Important  among  these  are  PVD,1’3’6 
mitral  or  pulmonary  venous  obstruction,  aortic  in- 
sufficiency,6 and  conduction  disturbances  of  the 
right-side.5  6 In  addition,  it  became  apparent  that 
when  patients  with  left  ventricular  disease  were 
studied,2,4-7  PAEDP  correlations  with  LVEDP  were 
also  poor.  Rahimtoola  et  al.7  noted  specifically  that 
following  myocardial  infarction,  PAEDP  no  longer 
reflects  LVEDP.  The  basis  for  the  discrepant 
readings,  in  the  absence  of  the  other  well-recognized 
factors,  appears  to  be  left  ventricular  disease  or  more 
specifically  reduced  left  ventricular  compliance. 
This  is  consistent  with  the  knowledge  that  compli- 
ance is  a major  determinant  of  LVEDP8  and  that 
coronary  artery  disease  (CAD)  and  specifically 
myocardial  infarction  (MI)  reduces  left  ventricular 
compliance.9-11  Since  a high  percentage  of  patients 
requiring  acute  hemodynamic  monitoring  have  cor- 
onary artery  disease  with  or  without  myocardial  in- 
farction, an  effort  to  define  further  the  limitations 
of  current  monitoring  techniques  in  such  patients 
would  appear  warranted. 

Methods 

Thirty-four  patients,  27  males  and  7 females  ages 
14  to  75  years,  mean  48.5  years,  were  selected  solely 
because  they  manifested  an  RG  greater  than  2 mm. 
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TABLE  I:  Patient  data 


Patient 

Number 

Age/Sex 

Heart 

Rate 

RVEDP 

Pressures  (mm 
Pulmonary  Artery 
Systolic  Diastolic 

• Hg) 
LVEDP 

Reverse 

Gradient 

Diagnosis 

1 

14/M 

60 

22 

8 

12 

4 

IHSS* 

2 

60/F 

62 

3 

21 

8 

11 

3 

IHSS 

3 

35/M 

58  - 

4 

18 

8 

12 

4 

Myopathy,  VD,t  severe 

4 

48/M 

66 

7 

23 

10 

14 

4 

ASHD,**  VD,  moderate 

5 

59/F 

60 

10 

29 

13 

19 

6 

No  heart  disease 

6 

44/M 

63 

7 

21 

13 

17 

4 

ASHD,  VD,  moderate 

7 

28/M 

70 

10 

22 

9 

12 

3 

ASHD,  VD,  moderate 

8 

75/F 

93 

2 

24 

7 

14 

7 

ASHD,  mild;  AS,tt  severe 

9 

26/M 

78 

5 

24 

9 

12 

3 

IHSS 

10 

53/M 

50 

4 

21 

8 

13 

5 

ASHD,  severe 

11 

58/F 

55 

9 

29 

12 

15 

3 

AS,  mild;  AI,***  moderate 

12 

56/M 

84 

9 

31 

15 

22 

7 

AS,  severe;  MI,tt+  moderate 

13 

38/M 

85 

7 

20 

10 

13 

3 

ASHD,  moderate 

14 

55/M 

70 

8 

22 

12 

15 

3 

ASHD,  moderate 

15 

71/M 

53 

9 

33 

11 

15 

4 

ASHD,  VD,  moderate 

16 

47/F 

73 

10 

42 

23 

30 

7 

ASHD,  VD,  moderate 

17 

51/M 

78 

8 

22 

12 

20 

8 

ASHD,  VD,  moderate 

18 

55/M 

50 

6 

19 

7 

11 

4 

ASHD,  VD,  mild 

19 

51/M 

72 

7 

26 

11 

19 

8 

ASHD,  VD,  moderate 

20 

54/M 

65 

20 

9 

14 

5 

No  heart  disease 

21 

35/M 

95 

4 

21 

11 

19 

8 

ASHD,  mild 

22 

46/F 

70 

3 

28 

11 

19 

8 

No  heart  disease 

23 

59/M 

72 

5 

20 

8 

15 

7 

ASHD,  VD,  moderate 

24 

42/M 

82 

2 

17 

8 

12 

4 

ASHD,  VD,  severe 

25 

48/M 

80 

3 

16 

5 

10 

5 

Myopathy,  VD,  severe 

26 

53/M 

72 

4 

22 

8 

20 

12 

ASHD,  VD,  severe 

27 

46/M 

55 

4 

17 

4 

13 

9 

ASHD,  VD,  mild 

28 

56/F 

55 

8 

19 

8 

13 

5 

ASHD,  moderate 

29 

37/M 

60 

6 

25 

11 

18 

7 

ASHD,  VD,  moderate 

30 

47/M 

83 

10 

37 

17 

20 

3 

ASHD,  VD,  moderate 

31 

34/M 

65 

10 

24 

11 

17 

6 

ASHD,  VD,  severe 

32 

67 /M 

75 

10 

31 

14 

21 

7 

ASHD,  moderate 

33 

55/M 

70 

7 

27 

12 

20 

8 

ASHD,  VD,  mild 

34 

46/M 

65 

3 

24 

9 

17 

8 

ASHD,  VD,  severe 

* IHSS  = idiopathic  hypertrophic  subaortic  stenosis. 
T VD  = ventricular  dysfunction. 

**  ASHD  = arteriosclerotic  heart  disease. 

' ’ AS  = aortic  stenosis. 

***  AI  = aortic  insufficiency. 

TT'i"  MI  = mitral  insufficiency. 


Hg.  Although  there  were  many  additional  patients 
with  a 1-  or  2-mm.  Hg  RG,  they  were  specifically 
excluded  in  an  effort  to  reduce  the  potential  for  errors 
related  to  measurement  and  recording  techniques. 

All  patients  underwent  right  and  left  catheter- 
ization of  the  heart  with  coronary  arteriography  and 
left  ventriculography  by  the  Sones  and  Shirey  ap- 
proach.12 

Measurement  techniques  to  enable  accurate  and 
simultaneous  pressure  recordings  across  the  PVB 
have  been  reported  previously.5 

Upper  limits  of  normal  in  this  laboratory  are: 

RVEDP  (right  ventricular  end-diastolic  pres- 
sure)— 5 mm.  Hg 
LVEDP — 12  mm.  Hg 
PAEDP — 12  mm.  Hg 

Results 

Patient  diagnoses  are  shown  in  Table  I;  by  angi- 
ography 24  patients  had  demonstrable  coronary  ar- 
tery disease  with  varying  degrees  of  ventricular 


dysfunction.  Five  patients  had  a diagnosis  of  car- 
diomyopathy, three  had  hypertrophic  subaortic 
stenosis,  and  two  had  severe  congestive  myopathy. 
Two  patients  had  valvular  disease,  and  three  had  no 
demonstrable  heart  disease. 

With  respect  to  pulmonary  artery  pressures,  sys- 
tolic pressures  ranged  from  16  to  42  mm.  Hg,  with  a 
mean  of  24  mm.  Hg.  Diastolic  pressures  ranged  from 
4 to  23  mm.  Hg,  with  a mean  of  10.4.  The  LVEDP 
ranged  from  10  to  30  mm.  Hg,  with  a mean  of  16  mm. 
Hg.  The  RVEDP  ranged  from  2 to  10  mm.  Hg,  with 
a mean  of  6.4  mm.  Hg.  The  heart  rate  ranged  from 
50  to  95  beats  per  minute,  mean  68.9,  and  the  RG 
ranged  from  3 to  12  mm.  Hg,  the  mean  being  5.6  mm. 
Hg. 

The  statistical  relationships  between  the  measured 
parameters  appear  in  Table  II.  LVEDP  was  related 
to  PAEDP  (p  <0.001)  and  to  RVEDP  (p  = 0.01  to 
0.005).  The  RG  bore  a significant  relationship  only 
to  the  LVEDP  (p  <0.001). 

Figure  1 reveals  the  highly  significant  relationship 
between  LVEDP  and  PAEDP.  It  demonstrates 
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TABLE  II.  Statistical  relationships:  p values 


30 


Charac- 

teristic 

LVEDP 

Heart 

Rate 

Reverse 

Gradient 

RVEDP 

PAEDP 

0.001 

0.9 

LVEDP 

0.2  to  0.1 

0.001 

0.01  to  0.005 

Heart  rate 

0.3 

0.4  to  0.5 

RG 

0.25  to  0.3 

R=.54 

P<O.OOI 


further  that  the  regression  line  is  displaced  upward 
from  the  line  of  identity  because  the  majority  of  the 
patients,  26  of  34,  had  elevated  LVEDPs  in  spite  of 
normal  PAEDPs,  present  in  25  of-34  patients.  Fig- 
ure 2 graphs  the  direct  relationship  of  LVEDP  to  RG, 
and  Figure  3 demonstrates  the  RG  in  patient  number 
10.  The  LVEDP  averages  5 mm.  Hg  higher  than  the 
PAEDP.  The  pre-“a”  wave  left  ventricular  pressure 
is  similar  to  the  PAEDP. 

Comment 

The  patients  in  this  study  were  selected  because 
they  manifested  at  least  a 3-mm.  Hg  RG.  The  ma- 
jority had  angiographic  coronary  artery  disease  with 
left  ventricular  dysfunction.  A mean  LVEDP  of  16 
mm.  Hg  was  further  evidence  of  left  ventricular  dis- 
ease. These  characteristics  are  also  those  of  much 


PAEDP  mmHg 

FIGURE  1 . Relationship  between  LVEDP  and  PAEDP  highly 

significant  (p  <0.001).  Regression  line  ( ) displaced 

upward  from  line  of  identity  ( — ) since  majority  of  patients, 
26  of  34,  had  elevated  left  ventricular  end-diastolic  pressures, 
with  normal  pulmonary  artery  end-diastolic  pressure  in  25 
of  34  patients. 


24 


22 


. / 

/ 


LVEDP  iQ 
mmHg 

16 

14 

12 


/ 

0 • / 

/ 

/ * 

/ 

/•  • © 

© © 


1 6 


2 4 6 8 IO  — 12 


RG 

FIGURE  2.  Direct  and  significant  (p  <0.001)  relationship 
between  LVEDP  and  RG 


of  the  population  requiring  critical  monitoring  in 
coronary  care  units  and  are  similar  to  those  of  pa- 
tients in  the  cited  studies.2,4 

Those  workers  who  reported  a poor  correlation 
between  PAEDP  and  left  ventricular  filling  pressure 
owed  their  results  to  the  inclusion  of  patients  with 
left  ventricular  disease.3,4  They  found  that  PAEDP 
did  not  reflect  the  numerical  value  of  LVEDP  and 
that  the  correlations  were  improved  by  utilizing 
pre-“a”  wave  values  on  the  left  ventricular  trace,4  or 
an  “a”  in  the  pulmonary  artery  pressure  wave.3  The 
measured  differences  between  the  pre-  and  post-“a” 
wave  levels,  or  the  height  of  the  “a”  wave,  on  the 
ventricular  pressure  wave  are  essentially  the  same  as 
the  RGs  recorded  (Fig.  3). 

Normally  there  is  an  equilibration  of  pressure 
across  the  PVB  so  that  at  end-diastole  no  significant 
difference  exists.1,12  This  equilibration  must  reflect 
the  relative  compliances  of  the  entire  PVB,  pulmo- 
nary venous  system,  left  atrium,  and  left  ventricle. 
It  is  apparent  that  normal  cardiopulmonary  archi- 
tecture is  such  that  these  structures  permit  equili- 
bration within  a wide  range  of  heart  rates.  However, 
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mmHg 


FIGURE  3.  Simultaneous  LVEDP  and  PAEDP  traces  re- 
corded from  patient  number  10  demonstrate  reverse  gradient 
of  5 mm.  Hg.  LVEDP  5 mm.  Hg  higher  than  PAEDP. 

the  patients  under  consideration  have  suffered  a loss 
in  ventricular  compliance, 7,9,11  with  no  evidence  of 
an  effect  on  the  compliance  of  the  PVB.  The  now 
relatively  more  compliant  PVB  will  permit  pulmo- 
nary artery  pressures  to  fall  as  before,  whereas  the 
stiffer  left  ventricle  no  longer  does  so.  The  dis- 
crepancy between  PAEDP  and  LVEDP,  the  RG,  is 
due  to  this  decrease  in  left  ventricular  compliance. 

These  data  support  the  contention  that  the  pre-“a” 
wave  point  on  the  left  ventricular  pressure  curve 
correlates  more  closely  with  the  PAEDP.  Unfortu- 
nately it  is  the  actual  LVEDP  that  reflects  the  re- 
quired left  ventricular  filling  pressure  and  is  there- 
fore the  necessary  level  to  be  derived.  In  essence,  the 
RG  represents  the  “a”  wave  that  is  not  transmitted 
back  into  the  PVB.  In  our  study  the  RG  ranged  from 
3 to  12  mm.  Hg  with  a magnitude  not  predictable 
from  the  pulmonary  artery  pressure  trace  alone.  It 
is  apparent,  therefore,  that  a critical  observer,  mon- 
itoring a patient’s  PAEDP,  in  the  absence  of  all  the 


other  modifying  parameters  discussed  previous- 
ly,1,1,5,6 can  assume  only  that  the  LVEDP  is  at  the 
same  level  or  higher.  Patient  number  26,  when  as- 
sessed in  terms  of  his  PAEDP  of  8 mm.  Hg,  would 
appear  to  have  a left  ventricular  filling  pressure  well 
within  normal  values.  The  recorded  LVEDP  was  20 
mm.  Hg. 

Although  the  recorded  PAEDP  did  not  reflect  the 
true  LVEDP,  the  correlation  between  them  was  ex- 
cellent. This  finding  would  encourage  an  observer 
to  utilize  PAEDP  for  trend  analysis.  While  this  may 
prove  helpful  in  some  or  even  most  patients,  the  ef- 
ficacy of  using  the  pressure  in  one  compliant  system, 
PVB,  to  reflect  that  of  another,  left  ventricle,  is  still 
questionable. 

The  elevation  in  RVEDP  may  be  related  to  two 
factors.  First,  there  may  be  a reduction  of  right 
ventricular  compliance  as  well  as  that  of  the  left. 
This  observation  is  consistent  with  the  reports  of 
Wartman  and  Hellerstein,13  demonstrating  right 
ventricular  involvement  secondary  to  coronary  artery 
disease.  Second,  a stiffening  of  left  ventricular 
muscle,  particularly  if  circumferential,  has  been 
shown  to  cause  a reduction  in  right  ventricular 
compliance.14  Since  RVEDP  and  LVEDP  eleva- 
tions have  been  reported  solely  on  the  basis  of 
bradycardia,15  it  was  important  to  determine 
whether  bradycardia  might  be  responsible  for  the 
pressure  levels  observed.  There  was  no  statistical 
relationship,  and  bradycardia  was  rare,  occurring  in 
7 of  34  patients. 

A substantial  elevation  in  LVEDP  due  to  reduced 
compliance  may  be  found  in  many  patients  with 
coronary  artery  disease.  However,  it  is  apparent  that 
the  measurements  of  PAEDP  in  these  patients  may 
be  entirely  normal,  and  if  utilized  as  a direct  reflec- 
tion of  LVEDP  such  readings  may  give  the  erroneous 
impression  of  a normal  left  ventricular  filling  pres- 
sure. Although  PAEDP  changes  may  accurately 
reflect  the  direction  of  change  of  LVEDP,  such  data 
will  frequently  prove  insufficient  for  patient  man- 
agement. 
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This  is  the  finding  of  an  American  Medical  Association 
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opinion  on  why  medical  costs  are  rising  and  how  costs  can 
be  contained.  Results  were  published  in  the  Impact  sec- 
tion of  November  22  American  Medical  News,  the  AMA’s 
weekly  newspaper  for  physicians. 

Physicians  also  believe  government  programs,  such  as 
Medicare  and  Medicaid,  and  expensive  new  technology  are 
forcing  costs  of  providing  medical  care  higher,  the  poll  in- 
dicates. 

Nine  out  of  ten  M.D.s  responding  to  the  survey  say  that 
their  practice  overhead  costs  have  increased  in  the  last 
three  years,  with  44  per  cent  estimating  increases  ranging 
between  26  per  cent  and  50  per  cent.  Some  42  per  cent  had 
increases  of  25  per  cent  or  less,  while  the  remainder  found 
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their  costs  going  up  more  than  50  per  cent. 

Overwhelmingly,  physicians  (85  per  cent)  believe  that, 
taking  all  health  services  costs  into  account,  the  greatest 
savings  can  be  effected  in  hospitals.  Only  6.4  per  cent 
think  substantial  cost  savings  could  be  effected  in  medical 
office  practice. 

The  single  most  important  step  the  physician  can  take 
in  his  own  practice  to  contain  costs  is  related  to  reducing 
malpractice  premiums  or  decreasing  the  incidence  of 
claims,  poll  respondents  declare.  Other  suggestions  for 
savings  include  more  use  of  support  personnel,  increased 
patient  volume  handled  more  efficiently,  more  attention 
to  budgets,  reduction  of  overhead,  and  more  careful  pur- 
chasing of  supplies. 

Many  physicians  say  the  main  way  to  reduce  costs  for 
patients  is  to  order  fewer  tests,  but  they  point  out  that 
malpractice  is  forcing  them  to  practice  more  defensive 
medicine. 

Government  controls  are  not  the  answer,  the  physicians 
believe.  “Experience  has  decreed  that  when  the  govern- 
ment gets  involved,  costs  go  up,”  one  physician  writes. 
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WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
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burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section) 
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The  pathology,12  etiology,3-5  and  pathophysiolo- 
gy67 of  severe  asthma  have  been  described  in  con- 
siderable detail.  Various  approaches  to  therapy  have 
been  discussed,8-13  but  there  is  no  recent  review  of 
patients  hospitalized  for  severe  asthma.  This  is  a 
study  of  such  a group  of  consecutive  admissions  to  a 
large  municipal  hospital  designed  to  document  the 
nature  and  course  of  severe  asthma  when  treated  in 
a standardized  fashion. 

Methods 

The  hospital  course  of  all  severely  asthmatic  pa- 
tients admitted  to  the  chest  service  of  the  Bronx 
Municipal  Hospital  Center  from  January,  1974, 
through  December,  1974,  was  reviewed.  The  diag- 
nosis of  asthma  was  based  on  documented  episodic 
reversible  airways  obstruction.  The  criterion  for 
hospitalization  was  a PEFR  (peak  expiratory  flow 
rate)  less  than  100  L.  per  minute  when  measured  by 
the  Wright  Peak  Flow  Meter*  despite  several  hours 
of  intensive  emergency  room  therapy  or  hypercapnia, 
where  arterial  pCCB  (partial  carbon  dioxide  pressure) 
was  greater  than  45  mm.  Hg.  Severe  asthma  was  the 
only  reason  for  admission,  although  some  patients 
had  concomitant  medical  problems. 

Special  attention  was  paid  to  the  allergic  history, 
type  and  severity  of  psychologic  difficulty,  family 
history,  presence  and  nature  of  antecedent  respira- 
tory infection,  and  the  duration  of  asthma  in  each 
patient.  The  admission  chest  x-ray  films,  electro- 
cardiogram, arterial  blood  gas  measurement,  sputum 
Gram  stain,  white  blood  count,  and  serial  PEFR 
measurements  were  reviewed.  PEFR  measurements 
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The  course  of  127  patients  hospitalized  with  severe 
asthma  was  reviewed.  Patients  hospitalized  for  the 
first  time  had  a prior  history  of  asthma  for  at  least 
one  year.  Viral  upper  respiratory  infections  were  felt 
to  have  precipitated  the  acute  attack  in  46  per  cent 
of  our  patients;  allergic  and  psychologic  factors  were 
not  specific  precipitants  of  acute  asthma  despite 
their  high  prevalence  among  our  patients.  PEFR 
(peak  expiratory  flow  rate)  was  utilized  as  the  guide 
to  therapy  and  provided  documentation  of  the  clin- 
ical course.  A gradual  improvement  of  PEFR  over 
five  days  indicated  that  intensive  therapy  must  be 
continued  over  this  period  despite  initial  improve- 
ment. Hypercapnia  was  present  in  21  per  cent  of  the 
patients  on  admission;  only  15  per  cent  of  these  pa- 
tients, 3.2  per  cent  of  the  entire  series,  required  in- 
tubation. Intubation  was  only  necessary  for  those 
whose  general  condition  of  fatigue  and  somnolence 
suggested  impending  apnea.  Patients  with  hyper- 
capnia treated  ivithout  intubation  revealed  the  same 
rate  of  improvement  as  nonhypercapnic  patients. 
Hypercapnia  never  developed  unless  the  PEFR  was 
less  than  130  L.  per  minute.  A rise  in  PEFR  was  not 
associated  with  the  development  of  hypercapnia  in 
a eucapnic  patient.  Twenty-nine  per  cent  of  our 
patients  had  electrocardiographic  evidence  of  cor 
pulmonale.  This  did  not  correlate  with  the  length 
or  severity  of  asthma.  The  overall  mortality  rate  was 
2 per  cent;  only  one  of  these  deaths  was  due  to  asth- 
ma. 


were  obtained  by  having  the  patient  inspire  maxi- 
mally and  then  expire  as  forcefully  as  possible  into 
the  flow  meter.  Measurements  were  made  serially 
to  follow  each  patient’s  course  and  treatment.  For 
this  analysis,  the  per  cent  change  of  PEFR  one,  two, 
three,  four,  and  five  days  after  admission  was  calcu- 
lated. 

All  patients  were  initially  treated  with  epinephrine 
0.3  cc.  subcutaneously  every  20  minutes  as  necessary; 
isoproterenol  (Isuprel  mistometer)  1 to  2 puffs  every 
hour  or  by  IPPB  (intermediate  positive  pressure 
breathing),  0.5  cc.  of  1:200  dilution  in  4.5  cc.  normal 
saline,  four  to  six  times  per  day;  intravenous  amino- 
phylline  0.9  mg.  per  kilogram  per  hour;  intravenous 
fluids;  oxygen,  if  the  pCE  (oxygen  pressure)  was  less 
than  70  mm.  Hg;  and  unless  there  was  a sustained 
significant  response  to  the  aforementioned,  intra- 
venous steroids.  For  patients  previously  untreated 
with  steroids,  hydrocortisone  300  mg.  per  day  was 
administered.  High-dose  steroid  therapy  was  not 
employed  since  a double-blind  trial  had  revealed  no 
benefit  from  treatment  with  three  times  this  dose.14 
If  the  patient  was  already  on  steroids,  double  the 
equivalent  dose  of  hydrocortisone  was  given.  Tet- 
racycline or  erythromycin  was  used  if  the  possibility 
of  a mycoplasma  infection  existed. 
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TABLE  I Hospitalized  asthmatic  patients 


Statistics 

Total  Males  Females 

(Per  Cent)  (Per  Cent)  (Per  Cent) 

Population 

127 

50(39) 

77(61) 

Average  age  (years) 

39 

39 

39 

Average  length  of 

8.6 

- 8.32 

8.78 

stay  (days) 

Allergic  history 

74(58) 

30(60) 

44(57) 

History  of  psychiatry 

67(53) 

25(50) 

42(55) 

difficulty 

Antecedent  upper 

59(46) 

23(46) 

36(46) 

respiratory  infection 

Cor  pulmonale  (elec- 

37(29) 

17(34) 

20(26) 

trocardiogram) 

Family  history 

68(54) 

29(58) 

39(51) 

White  blood  count 

13.48 

14 

13.15 

(x  103) 


TABLE  II.  Electrocardiogram  evidence  of 
cor  pulmonale 


With 

Without 

Electro- 

Electro- 

cardiogram  cardiogram 

Statistics 

Evidence 

Evidence 

Total  patients 

37 

90 

Length  of  asthma 

20 

18 

history  (years) 
Admission  PEFR 

88 

90 

(L.  per  minute) 
Admission  pC02  mm.  Hg 

54 

54 

(hypercapnic  patients) 
Admission  pCO,  mm.  Hg 

39 

34 

(nonhypercapnic  patients) 
Hypercapnic  patients 

10 

27 

(number) 


All  patients  were  closely  observed.  Hypercapnia 
per  se  was  not  an  indication  for  endotracheal  intu- 
bation. Intubation  with  assisted  ventilation  was 
employed  only  for  hypercapnic  patients  whose  fa- 
tigue and  somnolence  suggested  impending  apnea. 

Results 

During  the  period  under  study,  127  patients  with 
severe  asthma  were  admitted  (Table  I).  Of  these,  28 
had  never  been  previously  hospitalized  for  asthma 
but,  like  the  majority  of  patients,  they  all  had  a prior 
history  of  asthma  for  at  least  one  year. 

The  most  common  precipitating  factor  appeared 
to  be  upper-respiratory  infection.  Of  59  patients 
with  such  a history,  only  3 had  sputum  containing 
bacteria,  and  none  of  them  were  febrile  or  had  infil- 
trates on  x-ray  film  of  the  chest;  it  was  felt  that  this 
represented  viral  or  mycoplasma  rather  than  bacte- 
rial infection.  There  was  a high  prevalence  of  psy- 
chologic difficulty  among  our  patients,  but  the  acute 
onset  of  the  asthma  requiring  hospitalization  could 
not  be  solely  attributed  to  psychologic  difficulty  in 
any  patient.  Likewise  there  was  a high  prevalence 
of  allergic  history,  but  only  one  patient  had  acute 
asthma  specifically  precipitated  by  an  allergen. 
Three  patients  had  a history  of  aspirin  sensitivity, 
but  none  of  their  admissions  were  related  to  the  in- 
gestion of  aspirin. 

Only  six  patients,  4.7  per  cent,  revealed  an  infil- 
trate on  chest  x-ray  films.  Three  of  these  cleared 
spontaneously  and  were  attributed  to  mucous  plug- 
ging. One  patient  had  aspiration  pneumonia,  and 
two  had  bacterial  pneumonia  which  responded  well 
to  antibiotics. 

Of  the  patients  29  per  cent  had  electrocardio- 
graphic evidence  of  cor  pulmonale,15  but  there  was 
no  difference  in  the  duration  or  the  severity  of  asth- 
ma in  those  with  or  without  these  changes  (Table 

II). 

The  average  hospital  stay  was  8.6  days,  and  im- 
provement, reflected  in  an  increase  of  PEFR,  was 
gradual  over  the  first  five  days  of  hospitalization  (Fig. 


FIGURE  1.  Rate  of  improvement  in  PEFR  during  hospitali- 
zation for  severe  asthma. 


1).  There  was  no  difference  between  the  nonhy- 
percapnic  and  hypercapnic  patients,  and  the  more 
marked  rise  of  PEFR  among  intubated  patients  re- 
flected their  more  severe  impairment  on  admis- 
sion. 

Hypercapnia  was  common,  but  intubation  was 
rarely  needed.  Twenty-seven  patients  had  a high 
pCCL  on  admission,  and  in  each  instance  the  PEFR 
was  less  than  130  L.  per  minute.  Of  these  patients, 
23  were  treated  successfully  without  intubation. 
Four  of  them  did  not  respond  to  intensive  therapy, 
remained  hypercapnic,  became  fatigued,  and  re- 
quired intubation  for  from  4 to  48  hours,  an  average 
of  15  hours.  The  average  pCO?  on  admission  in  this 
group  was  75  mm.  Hg  as  compared  with  55  mm.  Hg 
in  the  group  that  was  not  intubated,  but  five  of  the 
latter  had  an  admission  pC02  higher  than  60  mm. 
Hg.  Carbon  dioxide  retention  did  not  develop  unless 
the  PEFR  fell.  The  two  patients  that  became  hy- 
percapnic after  admission  had  worsening  airway 
obstruction  as  reflected  in  decreased  PEFR,  and  they 
both  responded  well  tc  medical  therapy  without  in- 
tubation. 

There  were  a number  of  additional  complications 
noted  among  these  patients.  One  patient  developed 
recurrent  asthma  14  days  after  admission  and  re- 
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quired  intubation  for  24  hours,  and  another  patient 
with  advanced  carcinoma  of  the  lung  and  chronic 
obstructive  pulmonary  disease  required  intubation 
and  oxygen  therapy  after  the  improvement  of  acute 
asthma.  One  patient  developed  bacterial  pneumonia 
which  was  not  associated  with  worsening  asthma  and 
fall  of  PEFR,  one  developed  pneumomediastinum 
which  cleared  spontaneously,  and  another  developed 
subcutaneous  emphysema  early  in  the  hospital 
course.  Neither  of  the  two  latter  patients  developed 
hypercapnia.  There  were  three  deaths,  only  one  of 
which  was  due  to  asthma.  One  patient  had  carci- 
noma of  the  lung,  one  was  an  alcoholic  who  died  of 
massive  hematemesis  48  hours  after  admission,  and 
the  third  was  a patient  with  chronic  asthma  who 
developed  rapid  worsening  and  fatal  airway  ob- 
struction after  cessation  of  steroid  therapy. 

Comment 

The  vast  majority  of  acute  asthmatic  attacks  re- 
spond quickly  to  therapy  and  do  not  require  hospi- 
talization.8 In  contrast,  the  gradual  improvement 
of  PEFR  over  five  days  in  hospitalized  asthmatic 
individuals  indicates  that  the  severe  asthmatic  attack 
is  not  an  episodic  event  that  responds  with  complete 
reversal  in  a matter  of  hours;  instead,  intensive 
therapy  over  several  days  is  required.  Diffuse  mu- 
cous plugging  has  been  found  on  pathologic  exami- 
nation of  the  lung  from  patients  dying  of  severe 
asthma  and  is  presumably  present  in  the  airways  of 
hospitalized  patients.  The  gradual  recovery  from  a 
severe  attack  is  probably  related  to  slow  clearance  of 
these  mucous  plugs. 

McFadden,  Jr.,  and  Lyons16  have  shown  that  most 
patients  with  acute  asthma  have  hypoxia,  nypocar- 
bia,  and  respiratory  alkalosis.  Hypercapnia  with 
acidosis  represents  severe  obstruction,  and  a level  of 
pC02  greater  than  55  mm.  Hg17  or  60  mm.  Hg10  has 
been  considered  to  be  an  indication  for  intubation 
and  assisted  ventilation.  However,  85  per  cent  of  our 
patients  admitted  with  hypercapnia  responded  well 
without  intubation  to  the  same  intensive  therapy 
given  the  nonhypercapnic  patients.  Eleven  patients 
with  pC02  levels  greater  than  55  mm.  Hg  and  six 
patients  with  pC02  levels  greater  than  60  mm.  Hg 
were  managed  without  intubation.  The  rate  of  im- 
provement of  nonintubated  hypercapnic  patients  was 
similar  to  that  of  the  nonhypercapnic  group.  Intu- 
bation is  obviously  necessary  for  the  hypercapnic 
patient  whose  fatigue  suggests  impending  apnea;  this 
was  the  case  in  only  15  per  cent  of  our  hypercapnic 
patients.  The  15  hours’  average  length  of  intubation 
was  less  than  reported  by  others.10  Even  patients 
who  became  hypercapnic  after  therapy  was  initiated 
in  the  hospital  were  managed  successfully  without 
intubation.  Hence,  as  long  as  the  hypercapnic  pa- 
tient is  not  fatigued  and  is  intensively  treated  and 
observed,  intubation  is  not  mandatory. 

I’he  pC02  level  has  been  used  as  a guide  for  ther- 
17  It  is  often  difficult  and  painful  to  obtain 
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an  arterial  blood  specimen  in  an  acutely  ill  patient, 
and  there  can  be  delay  in  reporting  results.  The 
PEFR,  a simple,  fast,  and  reliable  test,  was  an  ade- 
quate guide  to  the  clinical  course.  A PEFR  of  less 
than  130  L.  per  minute  was  associated  with  a wide 
range  of  pC02  levels;  however,  no  patient  with  a 
PEFR  greater  than  130  L.  per  minute  had  a pC02 
greater  than  50  mm.  Hg.  A rise  in  PEFR  in  the 
nonhypercapnic  patient,  even  if  the  initial  level  was 
less  than  130  L.  per  minute,  was  not  associated  with 
hypercapnia.  All  patients,  therefore,  should  have  an 
arterial  blood  gas  determination  on  admission.  If  a 
subsequent  PEFR  of  greater  than  130  L.  per  minute 
is  measured,  or  the  PEFR  level  rises  in  the  initially 
nonhypercapnic  patient,  the  need  to  obtain  a speci- 
men of  arterial  blood  to  determine  if  hypercapnia 
exists  is  obviated. 

Our  overall  mortality  rate  of  2 per  cent  parallels 
the  rate  in  other  published  series13;  only  one  of  the 
three  deaths,  however,  was  attributed  directly  to 
asthma.  None  of  our  27  patients  who  were  intubated 
or  hypercapnic  on  admission  died  from  asthma. 

Although  electrocardiographic  evidence  for  cor 
pulmonale  has  been  known  to  occur  in  asthma,  the 
actual  prevalence,  29  per  cent  of  our  patients,  has  not 
been  previously  noted.  We  found  that  it  did  not 
correlate  with  length  or  severity  of  asthma.  Further 
study  is  warranted  to  determine  its  significance  and 
whether  it  is  transiently  related  to  the  acute  at- 
tack. 

Of  our  patients  49  per  cent  had  an  antecedent  viral 
upper  respiratory  infection  which  correlates  well  with 
recent  evidence  that  viral  infection  can  precipitate 
asthma.3-5  The  elevated  white  blood  count  was  not 
due  to  a bacterial  infection,  since  only  two  of  our 
patients  had  evidence  of  bacterial  pneumonia;  in- 
stead, it  is  related  to  the  stress,  hypoxia,  and  epi- 
nephrine therapy  associated  with  the  acute  attack. 
Therefore,  when  patients  with  asthma  develop 
symptoms  of  a viral  infection,  vigorous  treatment  of 
asthma,  involving  bronchodilators,  fluids,  and  ste- 
roids, if  necessary,  should  be  instituted.  However, 
unless  a mycoplasma  infection  is  considered,  there 
is  no  need  for  antibiotics. 

It  is  of  interest  that  all  of  our  patients  who  were 
hospitalized  for  the  first  time  with  severe  asthma  had 
at  least  a one-year  previous  history  of  asthma.  Thus, 
in  the  natural  history  of  asthma,  the  first  acute  attack 
which  a patient  develops  is  not  likely  at  that  time  to 
result  in  hospitalization. 

Albert  Einstein  College  of  Medicine 
Van  Etten  Hospital,  Room  612 
Pelham  Parkway  and  Eastchester  Road 
The  Bronx,  New  York  10461 
(DR.  WILLIAMS) 
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Medical  future  foresees 
control  of  many  diseases 

American  medicine  has  come  a long  way  since  the  colo- 
nies declared  their  independence  in  1776.  The  simple 
horse-and-buggy  medicine  has  given  way  to  sophisticated 
medical  care  that  often  can  prevent  or  cure  diseases  that 
baffled  the  physician  of  an  early  time. 

The  painting  of  the  kindly  family  physician  at  the  bed- 
side of  the  sick  child  is  an  American  classic.  Unfortunately 
that  kindly  physician  often  could  do  little  except  hold  the 
child’s  hand  and  watch  him  die.  With  the  knowledge  and 
drugs  and  tools  at  the  command  of  today’s  physician,  the 
sick  child  most  often  gets  well. 

Unique  contributions  of  America  to  medicine  have  in- 
cluded anesthesia  to  control  pain.  American  physicians 
led  the  way  in  the  conquest  of  yellow  fever,  and  American 
research  solved  the  perplexing  problem  of  pellagra,  a nu- 
tritional disease  that  was  the  scourge  of  much  of  the  nation 
in  the  past.  American  physicians  utilized  a European  re- 
search finding  to  prevent  diphtheria,  the  great  killer  of 
children.  Penicillin,  discovered  in  England,  was  first 
produced  in  usable  quantities  through  the  studies  of  a 
laboratory  in  Illinois.  Cortisone  to  relieve  the  pains  of 
arthritis  was  the  work  of  American  physicians.  Polio  is 
now  just  a word,  due  to  the  efforts  of  American  researchers 
at  mid-century.  Streptomycin  and  other  drugs  have 
greatly  reduced  the  ravages  of  tuberculosis. 

All  of  these  and  many  others  were  unique  contributions 
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of  American  medicine  to  the  health  of  the  world. 

What  of  the  future?  There’s  no  doubt  about  it— prog- 
ress will  continue. 

Writing  in  a publication  of  the  AMA  several  years  ago, 
Alton  Ochsner,  M.D.,  famed  New  Orleans  surgeon  and 
teacher,  made  some  predictions. 

Among  other  goals,  we  will  in  the  next  half  century,  said 
Dr.  Ochsner  . . . 

* Control  all  forms  of  cancer. 

* Routinely  transplant  lungs,  livers,  and  other  body  or- 
gans. 

* Effectively  mobilize  the  body’s  own  resources  to  fight 
most  infectious  diseases. 

* Take  preventive  measures  to  save  millions  of  future 
victims  of  cardiovascular  disease. 

* Diagnose  genetic  and  congenital  disorders  in  the  fetus 
and  correct  them  before  the  baby  is  born. 

* Extend  many  thousands  of  useful  lives  with  artificial 
hearts  and  other  long-lasting  prosthetic  devices. 

* Reduce  mental  illness  with  fewer  drugs  and  psycho- 
therapy. 

“All  these  major  advances  in  medicine  and  surgery  are 
predictable,  I believe,  because  the  basic  work  from  which 
they  are  likely  to  spring  already  has  been  done.  I am 
confident  that  there  will  be  many  other  great  achievements, 
too,  but  like  Sir  Alexander  Fleming’s  discovery  of  penicil- 
lin, no  one  can  accurately  forecast  what  they  will  be  or  when 
they  will  occur,”  Dr.  Ochsner  said. 
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“I’m  just  a 
shadow  of  what 

I used  to  be.” 

That  is  what 
depressed 
individuals  may 
feel  is  the 
substance  of 
their  being. 
There  is 
no  pleasure, 
no  joy— 

nothing  grows— 
and  in  the 
cold  shadow  of 
depression 
their  activities 
- are  inhibited, 
while  initiative 
may  be  eroded 
or  destroyed. 
The  tragedy 
is  that  they  can 
see  that  others 
are  able  to  live 
on  the  brighter 
side  but  they, 
themselves, 
cannot  reach 
it  on  their  own. 

Your  experience 
in  treating 
depression,  and 


Tofranil-PM 

imipramine  pamoate 
can  help  light  the  way. 


Unsurpassed  effectiveness  Geigy 

among  tricyclics  in  relieving  symptoms 
of  depression. 


Before  prescribing  Tofranil-PM.  please  review  a summary  of  the 
prescribing  information  on  the  back  of  this  page 
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Tofranil-RIVT 

imipramine  pamoate 

As  sleep  disturbances,  fatigue, 
and  other  depressive  symp- 
toms are  relieved,  mood  and 
motivation  may  be  markedly 
improved. 

Patients  are  usually  alert  and 
capable  of  functioning  at  more 
normal  levels  of  behavior. 


Tofranil-PMs 

brand  of  imipramine  pamoate 


Indications:  For  the  relief  of  symptoms  of  depression 
Endogenous  depression  is  more  likely  to  be  alleviated 
than  other  depressive  states 

Contraindications:  The  concomitant  use  of  monoamine 
oxidase  inhibiting  compounds  is  contraindicated  Hyper- 
pyretic  crises  or  severe  convulsive  seizures  may  occur  in 
patients  receiving  such  combinations  The  potentiation  of 
adverse  effects  can  be  serious,  or  even  fatal  When  it  is 
desired  to  substitute  Tofranil- PM.  brand  of  imipramine 
pamoate,  in  patients  receiving  a monoamine  oxidase  in- 
hibitor, as  long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days  Initial 
dosage  snould  be  low  and  increases  should  be  gradual 
ana  cautiously  prescnbed  The  drug  is  contraindicated 
dunng  the  acute  recovery  period  after  a myocardial  infarc- 
tion. Patients  with  a known  hypersensitivity  to  this  com- 
pound should  not  be  given  the  drug.  The  possibility  of 
cross-sensitivity  to  other  dibenzazepine  compounds 
should  be  kept  in  mind. 

Warnings:  Usage  in  Pregnancy  Safe  use  of  imipramine 
during  pregnancy  and  lactation  has  not  been  established; 
therefore,  in  administering  the  drug  to  pregnant  patients, 
nursing  mothers.  O'  women  of  childbearing  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards  Animal  reproduction  studies  have  yielded  incon- 
clusive results  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
but  a causal  relationship  has  not  been  confirmed 
Extreme  caution  should  be  used  when  this  drug  is  given 
to: 

— patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia, 

— patients  with  increased  intraocular  pressure,  history  of 
urinary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug  s anticholinergic  properties, 

— hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity; 

— patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold, 

— patients  receiving  guanethidine  dr  similar  agents  since 
imipramine  may  block  the  pharmacologic  effects  of 
these  drugs 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  operating  an  automobile  or 
machinery,  the  patient  should  be  cautioned  accordingly. 
Usage  in  Children  Tofranil-PM.  brand  of  imipramine 
pamoate,  should  not  be  used  in  children  of  any  age  De- 
cause of  the  increased  potential  for  acute  overdosage 
due  to  the  high  unit  potency  (75  mg.,  100  mg.,  125  mg. 
and  150  mg  ) Each  capsule  contains  imipramine 
pamoate  equivalent  to  75  mg.,  100  mg  , 125  mg.  or  150 
mg,  imipramine  hydrochloride 

Precautions:  It  should  oe  kept  in  mind  that  the  possibility 
of  suicide  in  seriously  depressed  patients  is  inherent  in 
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sule lasts  from  bedtime  to 
bedtime. 

Good  results  are  usually  seen 
at  the  starting  dose  of  one 
75-mg  capsule  h.s. 

For  many  patients,  dosage  can 
be  safely  increased  to  150mq 
daily. 


the  illness  and  may  persist  until  significant  remission  oc- 
curs Such  patients  should  be  carefully  supervised  during 
the  early  phase  of  treatment  with  Tofranil-PM,  brand  of 
imipramine  pamoate,  and  may  require  hospitalization 
Prescriptions  should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur,  particularly  in 
patients  with  cyclic  disorders  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug  If  needed.  Tofranil-PM, 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes. 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow 
An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazme 
In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropine-like  effects  may  become  more 
pronounced  (e  g , paralytic  ileus)  Close  supervision  and 
careful  adjustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomime- 
tic amine  (e  g . adrenalin,  noradrenalin).  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines. 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  rqported. 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards;  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered. 

Cardiovascular  Hypotension,  hypertension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  heart  block, 
stroke,  falls 

Psychiatric  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions,  anxiety, 
restlessness,  agitation,  insomnia  and  nightmares, 
hypomania;  exacerbation  of  psychosis 
Neurological  Numbness,  tingling,  paresthesias  of  ex- 
tremities; incoordination,  ataxia,  tremors:  peripheral 
neuropathy,  extrapyramidal  symptoms,  seizures,  altera- 
tions in  EEG  patterns;  tinnitus 

Anticholinergic  Dry  mouth,  and.  rarely,  associated  sub- 
lingual adenitis,  blurred  vision,  disturbances  ol  accommo- 
dation, mydriasis,  Cdnstipation,  paralytic  ileus;  urinary  re- 
tention, delayed  micturition,  dilation  of  the  urinary  tract 
Allergic  Skin  rash,  petechiae.  urticaria,  itching,  photosen- 
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sitization  (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  of  face  and  tongue),  drug  fever,  cross- 
sensiti vity  with  desipramine 

Hematologic  Bone  marrow  depression  including  agran- 
ulocytosis. eosmophilia.  purpura,  thrombocytopenia 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression 
Gastrointestinal  Nausea  and  vomiting,  anorexia,  epigas- 
tric distress,  diarrhea;  peculiar  taste,  stomatitis,  abdominal 
cramps,  black  tongue 

Endocrine  Gynecomastia  in  the  male,  breast  enlarge- 
ment and  galactorrhea  in  the  female;  increased  or  de- 
creased libido,  impotence;  testicular  swelling,  elevation  or 
depression  of  blood  sugar  levels 
Other  Jaundice  (simulating  obstructive);  altered  liver 
function;  weight  gain  or  loss;  perspiration;  flushing,  uri- 
nary frequency,  drowsiness,  dizziness,  weakness  and 
fatigue,  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms  Though  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise 
Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with  75 
mg  day  This  may  be  increased  to  150  mg  , 'day  which  is 
the  dose  level  which  usually  obtains  optimum  response  If 
necessary,  dosage  may  be  increased  to  200  mg  /day 
Dosage  should  be  modified  as  necessary  by  clinical  re- 
sponse and  any  evidence  of  intolerance.  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divided 
daily  doses 

Hospitalized  patients  should  be  started  on  a once-a-day 
basis  with  100-150  mg. /day  and  may  be  increased  to  200 
mg./day  Dosage  should  be  increased  to  250-300  mg. /day 
if  there  is  no  response  after  two  weeks 
Following  remission  maintenance  medication  may  be  re- 
quired for  a longer  period  of  time  at  the  lowest  dose  that 
will  maintain  remission  The  usual  adult  maintenance 
dosage  is  75-150  mg./day  on  a once-a-day  basis,  prefer- 
ably at  bedtime 

In  adolescent  and  geriatric  patients,  capsules  df  Tofranil- 
PM.  brand  of  imipramine  pamoate,  may  be  used  when 
total  daily  dosage  is  established  at  75  mg  or  higher  It  is 
generally  unnecessary  to  exceed  100  mg./day  in  these 
patients  This  dosage  may  be  given  once  a day  at  bed- 
time or.  if  needed,  in  divided  daily  doses. 

How  Supplied:  Tofranil-PM,  brand  of  imipramine 
pamoate  Capsules  of  75,  100,  125  and  150  mg  (Each 
capsule  contains  imipramine  pamoate  equivalent  to  75, 
100,  125  or  150  mg  of  imipramine  hydrochloride.) 
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Widows  and 
Widowhood 

RICHARD  C.  CONROY,  M.D. 

Mount  Kisco,  New  York 

Director  of  Psychiatry,  Northern  Westchester  Hospital  Center; 
former  Director  of  Community  Psychiatry,  St.  Luke's  Hospital 
Center,  New  York  City;  and  Consultant  to  the  Widows 
Consultation  Center 


Until  relatively  recently,  problems  of  widowhood 
have  been  neglected  by  mental  health  professionals 
in  general.  However,  Freud’s  classic  study  of  Anna 
0.,  published  over  50  years  ago,  involved  a grief  re- 
action. So  too,  in  the  early  1940s,  Erik  Linderman 
published  a landmark  study  of  the  survivors  of  the 
Coconut  Grove  fire,  in  which  many  lives  were  lost. 
The  report  was  titled  Symptomatology  and  Man- 
agement of  Acute  Grief. 

Parkes1  has  said,  “I  know  of  only  one  functional 
psychiatric  disorder  whose  cause  is  knowm,  whose 
features  are  distinctive  and  whose  course  is  usually 
predictable.  And  that  is  grief,  the  reaction  to  loss. 
And  yet  this  disorder  is  not  even  touched  on  by  most 
of  the  best  known  general  textbooks  in  psychia- 
try.” 

Difficulties  of  widowhood 

Despite  the  fact  that  most  widows  do  go  through 
the  grief  work  without  serious  psychiatric  problems, 
widows,  as  a group,  are  a high-risk  population  for 
mental  illness.  The  loss  of  a spouse  has  been  referred 
to  as  the  single  greatest  stress  the  individual  faces  in 
the  course  of  a lifetime.  This  impression  is  true  not 
only  for  our  culture,  but  throughout  the  world. 
Thomas  Holmes,  M.D.,  has  attempted  to  rate  43 
events  or  crises  that  people  may  expect  to  experience 
throughout  their  lives  in  terms  of  stress.  He  calls 
these  ratings  “life  change  units.”  Death  of  a spouse 
is  rated  at  100  units — the  most  stressful  experience 
in  life.  Along  with  this  original  stress,  widows  may 
experience  the  added  difficulties  of  changes  in  fi- 
nancial status,  living  conditions,  personal  habits, 
residence,  social  activity,  and  sleeping  habits. 
Holmes  theorized  that  if  a person  experienced  over 
200  life  change  units  in  a given  period  of  time,  the 
stress  might  exceed  the  ability  of  the  average  person 
to  cope.  Certainly,  for  many  widows,  life  change 
units  total  more  than  200. 


Statistics  indicate  that  the  problem  of  widowhood 
is  enormous.  There  are  currently  10  million  widows 
in  the  United  States.  Three  out  of  every  four  women 
who  are  now  married  will  eventually  be  a widow,  and 
one  person  out  of  20  in  the  total  population  is  either 
a widow  or  a widower. 

Financially,  the  average  widow  is  left  in  a situation 
where  she  is  unfamiliar  with  the  management  of 
money  and  inadequately  provided  for  by  her  spouse. 
Fewer  than  three  out  of  ten  husbands  leave  wills. 
The  average  benefits  amount  to  $12,000  while  the 
average  cost  of  death  expenses  amounts  to  $4,000.  If 
accidental  death  is  excluded,  the  average  cost  of  a 
medical  death  amounts  to  $8,000.  Social  Security 
checks  can  take  as  long  as  three  or  four  months  to 
arrive.  Although  life  insurance  may  ease  the  prob- 
lem for  some,  insurance  companies  tend  to  stress 
protection  for  the  young  family  with  little  emphasis 
on  protection  of  the  older  male  whose  family  is  most 
likely  to  need  it.2 

Grief 

Despite  these  obstacles,  the  average  widow  goes 
through  a period  of  bereavement  with  eventual  res- 
olution of  her  grief.  It  should  be  emphasized  that 
grief  is  a normal  response  to  the  loss.  Grief  is  un- 
pleasant, and  like  an  illness,  it  generally  disturbs 
function.  As  a society,  we  treat  the  bereaved  person 
as  though  she  were  recuperating  from  an  illness.  She 
is  expected  to  miss  work  and  remain  at  home.  She 
speaks  of  the  shock  of  death,  and  we  are  careful  of 
what  we  say  in  her  presence.  Friends  and  relatives 
provide  meals  and  offer  to  stay  with  the  widow  if  she 
is  alone.  If  the  period  of  bereavement  is  prolonged, 
the  widow  may  later  say  that  she  did  not  know  how 
she  lived  through  it. 

Despite  individual  variations,  however,  grief  has 
distinctive  features,  and  its  course  is  more  clearly 
predictable  than  most  psychiatric  syndromes.  As 
psychiatrists,  we  tend  to  lump  the  problems  of 
widowhood  under  the  category  of  reactive  depression, 
yet  our  patients  complain  more  of  anxiety,  the  so- 
called  pangs  of  grief.  Despite  the  elements  of  a re- 
active depression,  separation  anxiety  is  a more 
prominent  feature  of  widowhood.  The  difficulty  of 
fitting  grief  into  a diagnostic  category  is  due  to  the 
fact  that  grief  is  a process  and  not  a state.  It  involves 
a succession  of  clinical  pictures  which  blend  into  and 
replace  one  another.  The  first  stage  is  numbness,  the 
second  pining,  followed  by  depression  and  eventual 
recovery.  At  any  particular  time,  a person  could 
show  one  of  three  different  clinical  pictures.  There 
is  considerable  variation  from  one  person  to  another 
regarding  both  the  duration  and  the  form  of  each 
stage.  People  may  vary  tremendously  in  their  ability 
to  undergo  the  correct  bereaving  process. 

The  period  of  bereavement  represents  a time  of 
major  change  within  the  self.  The  patients  need 
protection,  reassurance,  and  time  to  recoup,  coupled 
with  help  in  developing  blueprints  for  the  future.  At 
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the  same  time,  widows  are  liable  to  be  sensitive,  de- 
fensive, vulnerable,  and  utterly  unreasonable  in 
dealing  with  those  in  the  helping  profession  as  well 
as  the  family.  Crisis  intervention  theory  stresses  the 
importance  of  help  at  this  time.  Help  given  at  the 
time  of  transition  is  more  effective  than  when  given 
at  other  times  and,  in  the  long  run,  more  apprecia- 
ted. . ' 

When  one  considers  the  loss  of  a spouse,  one  must 
consider  the  many  roles  that  individuals  play  with 
one  another.  The  husband  is  obviously  a sexual 
partner,  a companion,  the  family  accountant,  a ba- 
byminder,  an  audience,  and,  most  important, 
someone  who  holds  and  provides  comfort.  In  addi- 
tion to  the  loss  of  these  roles,  often  a widow  experi- 
ences a drop  in  income.  She  may  have  to  move.  She 
may  have  to  develop  new  roles,  particularly  regarding 
defining  her  financial  support,  and  there  may,  with 
younger  widows,  be  a need  to  find  support  for  youn- 
ger children.  This  sets  up  conflicting  situations. 
While  the  children  may  represent  a purpose  in  life, 
they  may  also  be  resented  because  they  prevent  the 
young  widow  from  going  back  to  single  life  and  can 
be  a factor  in  preventing  her  remarriage.  Keeping 
up  appearances  for  the  children’s  sake  may  also 
prevent  the  proper  mourning  process  from  occurring. 
Children  require  a great  deal  of  giving,  and  the  widow 
may  be  prepared  only  to  receive.  Widowhood  also 
represents  change,  to  which  we  are  all  resistant. 
There  is  some  reluctance  to  give  up  possessions, 
people,  status,  and  expectations. 

The  grief  feels  like  fear;  it  is  a sensation,  like  being 
afraid.  To  some  it  may  be  represented  by  fluttering 
in  the  stomach,  for  others  by  restlessness,  yawning, 
and  frequent  swallowing.  Most  characteristically, 
depression  is  not  prolonged,  but  one  experiences 
acute  and  episodic  pangs  of  grief.  At  such  times,  the 
lost  person  is  strongly  missed,  and  the  survivor  sobs 
or  cries  aloud  for  him.  These  pangs  of  grief  may 
begin  within  a few  hours  of  death  or  in  the  days  of 
bereavement.  They  generally  reach  a peak  of  se- 
verity in  5 to  17  days.  At  first  they  are  frequent  and 
appear  to  be  spontaneous.  As  time  passes,  however, 
they  appear  to  be  less  frequent  and  finally  only  occur 
when  something  brings  the  loss  to  mind.  Examples 
of  such  reminders  would  be  finding  a photograph 
that  was  unexpected,  meeting  a mutual  friend  who 
was  quite  close  to  the  husband,  or  perhaps  simply 
waking  up  alone  in  a double  bed. 

Numbness  may  serve  as  an  opportunity  for  the 
patient  to  function  throughout  the  funeral  period 
without  really  experiencing  the  loss.  Women  in  this 
stage  frequently  exaggerate  personality  traits  that 
are  characteristic.  Jacqueline  Kennedy  comes  to 
mind. 

Pining  is  the  subjective  and  emotional  urge  to 
search  for  a lost  object.  During  this  period,  the  pa- 
tient acts  alarmed,  and  there  will  be  tension  and  a 
high  state  of  arousal.  This  stage  is  characterized  by 
restless  movement  and  preoccupation  with  thoughts 


The  process  of  grief  and  the  problems  of  widowhood 
are  described.  The  importance  of  the  experience  of 
grief  is  stressed  as  well  as  the  avoidance  of  the  use  of 
medication  if  possible.  The  family  physician  is  in  a 
unique  position  to  advise  the  patient  and  the  family 
during  this  life  crisis. 


of  the  lost  person  as  well  as  events  specifically  sur- 
rounding the  death.  This  often  results  in  disinterest 
in  personal  appearance  and  other  matters  which 
usually  occupy  attention.  The  new  direction  of  at- 
tention may  go  toward  those  parts  of  the  environ- 
ment where  the  lost  person  would  likely  be  found. 
The  individual  finds  himself  calling  out  for  the  lost 
spouse.  This,  however,  is  a course  doomed  to  failure, 
since  one  cannot  find  what  one  wishes.  During  this 
period,  there  will  also  be  expressions  of  anger:  “Why 
did  he  desert  me?”  “He  knows  the  way  I am.  I can’t 
function  in  this  state.”  Vivid  memories  of  the  de- 
ceased are  common  during  this  period.  Similarly, 
later,  as  the  anniversary  approaches,  memories  of  the 
death  and  the  events  leading  up  to  it  frequently 
occur.  Some  widows  feel  their  husbands’  presence 
with  them  all  the  time  during  these  periods.  Illu- 
sions are  common  at  these  times  and  do  not  mean 
that  the  widow  is  suffering  from  psychological 
problems.  In  this  stage,  denial  of  the  event  may  also 
occur.  As  time  passes,  the  grief  diminishes.  Nega- 
tive aspects  decrease,  and  frequently  the  lost  person 
is  idealized. 

There  is  a temptation  on  the  part  of  physicians  to 
prescribe  tranquilizers  and  antidepressants  during 
the  period  of  bereavement.  Although  such  treat- 
ment may  be  necessary  in  extreme  cases,  it  should  be 
avoided  if  at  all  possible.  If  anything,  medication 
tends  to  delay  and  prolong  the  grief  work. 

Health  problems 

It  has  been  found  that  widows  have  a higher  mor- 
tality rate  than  married  people  of  the  same  age.  This 
may  be  due  to  the  fact  that  the  healthier  people  may 
remarry,  which  introduces  a bias  into  the  statistics. 
However,  a variety  of  physical  symptoms  frequently 
accompany  bereavement.  Palpitations  or  feelings 
of  fullness  in  the  chest  are  normal  grief  reactions. 
They  are  frequently  accompanied  by  anxiety,  for  the 
bereaved  often  feel  that  they  are  developing  heart 
disease  as  a result  of  these  pains.  Feelings  of  help- 
lessness and  hopelessness  that  accompany  the  loss 
are  responsible  for  the  physical  symptoms.  Head- 
aches, digestive  upsets,  rheumatism,  and  asthma  are 
frequent  complaints  of  the  bereaved.  A London 
study  indicated  that  anger  and  irritability  were  ac- 
companied by  subjective  feelings  of  ill  health  and 
were  not  reflected  in  any  particular  symptoms.3  The 
newly  bereaved,  however,  do  consult  physicians  more 
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than  before  their  loss.  In  the  London  study,  there 
was  a 63  per  cent  increase  in  the  number  of  consul- 
tations, with  anxiety,  depression,  and  insomnia  being 
most  common  in  the  under-65  group.  Over  65,  there 
was  no  increase  in  physician  visits;  however,  it  was 
felt  that  arthritic  conditions  were  the  main  com- 
plaint, and  aggravation  of  already  existing  conditions 
frequently  took  place. 

A study  at  Harvard  which  matched  the  bereaved 
against  a control  group  indicated  that  the  bereaved 
showed  evidence  of  depression  and  general  emotional 
disturbance  characterized  by  restlessness,  insomnia, 
and  difficulty  making  decisions.  As  a group,  they 
took  more  tranquilizers,  more  alcohol,  and  more  to- 
bacco than  previously,  and  the  younger  bereaved 
showed  increased  anxiety  and  tension.  In  the  older 
group,  there  was  an  increase  in  physical  ailments. 
Similarly,  among  t^t  bereaved,  four  times  as  many 
spent  time  in  the  hospital  during  the  year  following 
the  death  of  the  spouse.  They  sought  help  from 
ministers,  social  workers,  and  psychiatrists.  Many 
avoided  physicians  because  of  lack  of  funds.  Sur- 
prisingly, a group  of  widows  at  the  Widows  Consul- 
tation Center  in  New  York  City  reported  that  they 
received  little  help  from  the  clergy. 

In  a London  study  of  3,245  patients,  there  was  a 3 
per  cent  onset  of  emotional  distress  within  six 
months  after  the  death  of  parents,  spouse,  or  sibling. 
There  were  an  abnormal  number  of  bereaved  among 
i first  admissions  to  psychiatric  institutions,  with  a 
I variety  of  diagnoses.  The  most  common  was  reactive 
• neurotic  depression.  Studies  also  indicated  that 
| there  were  a large  number  of  widows  and  widowers 
t among  those  receiving  psychiatric  care  for  the  first 
! time  in  their  lives;  many  of  these  were  recently  be- 
reaved individuals.  Alcoholism  may  represent  an- 
other complication  of  bereavement;  however,  it  is 
difficult  to  obtain  statistics. 

It  must  be  emphasized  that  depression  in  and  of 
itself  is  not  a pathologic  sign  in  the  bereaved  indi- 
vidual. In  fact,  the  absence  of  depression  is  more 
abnormal  than  its  presence.  In  the  psychiatric 
group,  ideas  of  guilt  or  self-reproach  are  markedly 
more  frequent.  This  group  is  also  characterized  by 
the  fact  that  their  grief  tends  to  be  prolonged,  and 
there  is  a tendency  for  their  reaction  to  bereavement 
to  be  delayed.  In  a large  sample,  11  per  cent  were 
still  feeling  depressed  one  year  following  the  death 
of  their  spouse.  Most  of  these  became  very  solitary. 
Many  widows  expressed  feelings  of  guilt  and  self- 
blame around  the  circumstances  of  the  death.  There 
was  also  marked  hostility  toward  others,  such  as 
physicians,  nurses,  and  clergymen  who  were  at- 
tending the  spouse.  Guilt  and  to  a lesser  extent 
anger  were  most  commonly  expressed  in  the  psy- 
chiatric group  and  were  seen  as  major  problems. 
Identification  symptoms  are  also  common.  The 
patient  develops  symptomatology  resembling  that 
which  the  spouse  had  prior  to  death. 


Social  problems 

Social  changes  which  the  widow  must  undergo 
following  the  initial  mourning  represent  major 
problems  for  her.  In  this  country  there  seems  to  be 
a stigma  attached  to  the  family  of  a dead  spouse. 
Much  to  her  surprise,  the  widow  may  find  herself 
ostracized  by  her  female  friends.  She  is  no  longer 
included  in  the  couple-oriented  society.  She  may  be 
seen  as  a rival  for  a husband  in  situations  where  she 
was  quite  friendly  with  the  couple.  This  means  that 
she  has  to  develop  a new  social  matrix  which  may  be 
difficult  for  her  during  the  period  of  bereavement. 
Circumstances  of  the  death  itself  may  arouse  feelings 
of  guilt  in  her,  and  she  has  lost  essential  supports,  not 
only  in  terms  of  money,  but  also  in  terms  of  comfort, 
sex,  security,  and  resistance  to  change. 

The  family  and  friends  are  quite  tolerant  to  the 
initial  bereavement  response,  but  if  prolonged,  they 
quickly  tire  of  it  and,  consciously  or  unconsciously, 
isolate  the  individual. 

The  husband  is  frequently  spoken  of  in  glowing 
terms  and  has,  in  effect,  been  elevated  to  instant 
knighthood.  Friends  and  relatives  speak  of  him  only 
in  the  highest  terms,  and  the  widow,  herself,  tends  to 
glorify  him  and  the  marriage. 

For  the  typical  widow,  the  single  world  may  be  a 
very  difficult  place  in  which  to  adapt.  Sexual  mores 
have  changed  over  the  last  10  or  15  years,  and  sexual 
liberties  will  be  very  difficult  for  a previously  married 
person  to  accept.  Widows  are  frequently  ap- 
proached by  the  husband’s  friends  who  consider 
them  fair  game.  Sexual  problems  may  complicate 
relationships  which  widows  are  able  to  develop,  and 
tremendous  conflict  may  arise  in  these  situations 
because  frequently  they  still  consider  themselves 
married  to  their  husbands. 

It  is  hoped  that  the  women’s  liberation  movement 
will  give  women  an  identity  and  a place  in  the  world 
aside  from  that  which  they  have  with  their  husbands. 
If  this  occurred,  the  loss  would  be  more  easily  dealt 
with,  and  the  woman  would  have  her  own  identity  as 
a person  in  our  society.4 

Conclusion 

Recently,  there  have  been  many  attempts  to  con- 
tact widows  and  involve  them  in  group  work  and  so- 
cial activities.  At  Harvard,  Silverman5  has  organized 
widow-to-widow  programs  throughout  the  country 
which  have  been  quite  successful.  Her  feeling  is  that 
widows  are  best  equipped  to  help  each  other  since 
they  understand  what  an  individual  is  going  through. 
Other  programs  have  used  professional  personnel  in 
outreach  programs.  These,  too,  have  been  successful 
where  they  were  well  publicized.  Initially,  the  be- 
reaved widow  may  not  be  anxious  to  receive  this  kind 
of  support;  however,  as  the  period  of  bereavement 
increases  and  the  family  support  withers,  the  op- 
portunity offered  by  a mental  health  program  de- 
signed to  help  widows  can  make  a tremendous  con- 
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tribution. 

The  family  physician  is  the  first  member  of  the 
community  outside  the  family  to  whom  the  widow 
turns.  If  he  is  aware  of  the  process  of  grief,  he  can  he 
of  great  help  in  advising  the  widow  and  the  family. 
He  is  also  aware  of  the  community  agencies  which  can 
be  of  help  to  the  widow.  This  is  a situation  where 
timely  intervention  can  prevent  future  difficulties. 

Director  of  Psychiatry 
Northern  Westchester  Hospital  Center 
Mount  Kisco,  New  York  10549 


Clinical  Clues 

— It  is  now  clear  that  in  5 to  10  per  cent  of  patients  with 
Sjogren’s  syndrome,  keratoconjunctivitis  sicca,  a 
major  disorder  of  the  lymphoid  system  will  develop. 

— There  is  an  increase  of  approximately  three  times  the 
normal  incidence  of  Hodgkin’s  disease  in  siblings, 
parents,  and  children  of  patients  with  the  disorder. 

— It  has  been  suggested  that  black  marks  that  develop 
on  those  individuals  wearing  gold  rings,  bracelets,  or 
other  jewelry  may  be  due  to  a chemical  reaction  be- 
tween the  jewelry  and  fatty  acids  of  the  skin  and  may 
be  an  early  clue  to  diabetes. 

— Carbon  tetrachloride  is  the  commonest  cause  of  toxic 
anuria  in  France  at  the  present  time  (Nephrology, 
Hamburger). 

— Many  patients  on  diuretics  develop  asymptomatic  hy- 
peruricemia. Few  develop  gout.  This  can  happen 
after  prolonged  diuretic  therapy  but  sometimes  hap- 
pens within  the  first  two  weeks  after  starting  the  di- 
uretic therapy  or  after  increasing  the  dose.  The 
serum  uric  acid  level  typically  rises  sharply  at  first, 
then  falls  somewhat.  The  risk  of  gout  is  greatest 
when  uric  acid  levels  are  highest. 

—The  differential  diagnosis  between  manic-depressive 
and  schizophrenic  psychosis  can  be  difficult  at  times. 
It  has  been  documented  that  10  to  20  per  cent  of  the 
patients  diagnosed  as  schizophrenic  in  the  United 
States  are  considered  manic-depressive  on  the  conti- 
nent. 

— A reduction  of  ionized  calcium  lowers  the  threshhold  to 
phenothiazine  dystonia.  Since  glucocorticoids  can 
contribute  to  the  reduction  of  serum  calcium  levels,  these 
drugs  might  increase  sensitivity  to  the  extrapyramidal 
effects  of  phenothiazine  drugs  (J.A.M.A.  224:889  (May 
7)  1973). 

— IPH  (idiopathic  pulmonary  hemosiderosis)  is  a disor- 
der of  unknown  etiology  and  unclear  pathogenesis 
characterized  by  recurrent  episodes  of  intrapulmona- 
ry  hemorrhage.  Clinically,  the  triad  of  hemoptysis, 
diffuse  parenchymal  infiltrates  on  chest  roentgeno- 
gram, and  iron-deficiency  anemia  is  sufficiently  com- 
mon in  patients  with  IPH  to  suggest  the  diagnosis, 
but  it  is  not  specific  since  other  diseases  can  present 
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themselves  in  the  same  manner. 

— Bacteria  in  urine  divide  approximately  every  forty-five 
minutes,  and  spuriously  high  bacterial  counts  may  result 
if  a specimen  is  permitted  to  remain  at  room  tempera- 
ture. The  urine  specimen  must  be  cultured  within  thirty 
minutes  of  collection;  otherwise  it  must  be  refrigerated 
immediately.  In  the  refrigerator  at  4°  C.  the  bacterial 
count  remains  fairly  constant  up  to  forty-eight  hours. 

— It  has  been  well  established  that  counts  of  100,000 
bacteria  or  more  per  milliliter  are  regularly  associated 
with  infection  and  are  significant.  Counts  of  1,000 
bacteria  or  less  per  milliliter  usually  represent  con- 
tamination of  the  bladder  urine  with  urethral  flora 
during  voiding  and  are  not  significant.  Specimens 
yielding  between  1,000  and  100,000  bacteria  per  milli- 
liter may  be  repeated  and  usually  fall  one  way  or  the 
other. 

—The  simplest,  and  perhaps  best,  screening  test  for  uri- 
nary infection  is  microscopic  examination  of  a urine 
slide  prepared  from  an  unspun  specimen,  that  is,  a 
drop  of  midstream  urine.  The  demonstration  of  bac- 
teria on  a slide  prepared  in  this  manner  suggests  a 
bacterial  count  in  excess  of  100,000  per  cubic  millime- 
ter. 

— Extra-articular  lesions  of  rheumatoid  arthritis  seem 
to  be  especially  frequent  in  patients  treated  with  cor- 
ticosteroids, in  strongly  seropositive  cases,  and  in 
cases  of  severe  and  long-standing  disease. 

— In  one  review  of  undoubted  or  classical  rheumatoid 
arthritis  76  per  cent  had  one  or  more  extra-articular 
lesions,  such  as  nodules,  digital  vasculitis,  pulmonary 
fibrosis,  lymphadenopathy,  noncompressive  neuropa- 
thy, episcleritis,  pericarditis,  or  skin  ulceration  (Gor- 
don, D.  A.,  et  al:  Am.  J.  Med.  54:445  (1973). 

— The  mortality  rate  is  twice  as  great  in  those  with  extra- 
articular  manifestations  as  in  those  without. 

— As  many  as  25  to  30  per  cent  of  patients  with  recurring 
renal  stones  and  with  a subsequently  proved  parathyroid 
adenoma  never  display  unequivocal  hypercalcemia, 
despite  frequent  measurements  (Paloyan,  E.,  et  al.- 
Hyperparathyroidism,  New  York,  Grune  and  Stratton 
1973). 

NATHANIEL  SHAFER,  M.D 
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The  acutely  comatose  patient  with  rapid  deterio- 
ration of  brain  function  demands  prompt  diagnosis, 
I especially  regarding  a surgically  remediable  lesion. 

Ideally  we  need  a diagnostic  procedure  which  is  rapid, 
j does  not  require  specialized  personnel  or  complicated 
equipment,  and  is  minimally  disturbing  to  the  pa- 
| tient,  but  at  the  same  time  is  informative  and  accu- 
rate. Moreover,  the  test  results  must  be  unambig- 
uous. 

Available  diagnostic  modalities  include  echoen- 
cephalography,  angiography,  diagnostic  burr  holes, 
air  contrast  studies,  the  CT  (computerized  tomo- 
graphic) scan,  or  clinical  grounds  alone.  Measured 
against  the  aforementioned  criteria,  they  all  have 
significant  shortcomings.  Echoencephalography  can 
be  ambiguous,  cannot  detect  balancing  lesions,  and 
is  minimally  informative.  Air  studies  are  slow  and 
invasive;  filling  is  often  inadequate,  and  they  disturb 
intracranial  dynamics  adversely.  Diagnostic  burr 
holes  must  be  done  serially,  so  delays  result,  certain 
lesions  may  still  be  missed,  and  some  patients  will  be 
operated  on  unnecessarily.  Computerized  axial  to- 
mography is  a good  solution  to  the  evaluation  of  the 
brain-injured  patient  when  the  modality  is  available, 
but  the  equipment  is  very  expensive  and  complex 
and  is  available  only  at  a very  few  centers.  Specially 
trained  personnel  must  operate  the  CT  scan  equip- 
ment, and  prolonged  periods  of  nonfunction  of  the 
CT  scan  are  frequent  and  unpredictable.  The  first 
generation  scans  require  the  immobility  of  the  pa- 
tient for  up  to  30  minutes.  This  immobility  is  diffi- 
cult to  obtain  in  many  patients. 


This  report  presents  the  authors’  experience  with  a 
rapid  and  reliable  method  of  doing  emergency  carotid 
angiograms,  requiring  no  special  equipment  or  per- 
sonnel. It  produces  diagnostic  studies  quite  ade- 
quate for  identifying  an  acute  neurosurgical  emer- 
gency with  minimal  delay  or  risk  of  failure. 


Angiography  is  the  most  informative  of  the  tests, 
since  it  readily  reveals  masses  of  surgical  significance 
and  gives  additional  information  on  cerebral  blood 
flow,  the  state  of  the  blood  vessels  themselves,  and, 
indirectly,  the  size  and  location  of  the  ventricles.  Its 
major  drawbacks  are  the  need  for  specialized 
equipment  such  as  seriographs  and  power  injectors, 
which  may  balk  or  fail,  and  specialized  personnel, 
such  as  special  procedures  x-ray  technicians  and 
experienced  clinicians,  who  may  not  be  instantly 
available.  These  factors  make  the  time  required  for 
the  angiogram  unpredictable;  indeed,  it  occasionally 
fails  altogether.  The  surgeon  must  thus  balance  in 
his  own  judgment  the  value  of  the  diagnostic  infor- 
mation to  be  gained  versus  the  price  to  be  paid  in 
possible  time  lost  while  the  clinical  deterioration  of 
the  patient  continues. 

Ideally,  one  would  like  to  be  able  to  complete  the 
angiogram  in  30  to  40  minutes,  approximately  the 
time  that  it  takes  to  set  up  the  operating  room,  and 
then  proceed  at  once  to  definitive  surgical  therapy 
if  indicated.  Therefore  it  should  be  possible  to  begin 
the  angiogram  immediately,  no  unforseen  delays 
should  arise,  and  a successful  study  should  be  more 
or  less  assured. 

Many  of  the  problems  inherent  in  standard  angi- 
ography, such  as  delays  and  unreliability,  may  be 
minimized  by  the  technique  of  single- shot,  long- 
exposure  carotid  angiography.  No  seriograph  or 
power-injection  apparatus  is  required;  indeed, 
nothing  more  in  equipment,  experience,  or  personnel 
is  required  than  what  is  needed  to  take  plain  skull 
films  and  cannulate  a carotid  artery.  It  thus  lends 
itself  well  to  the  problem  of  rapid  evaluation  of  the 
patient  who  may  be  harboring  a rapidly  expanding 
intracranial  mass  and  whose  salvation  depends  more 
than  anything  else  on  prompt  therapy. 

The  principal  technical  problem  of  the  single- 
exposure angiogram  is  to  time  the  exposure  in  rela- 
tionship to  the  injection  so  that  a midarterial  phase 
of  injection  is  registered.  The  single  x-ray  exposure, 
with  each  injection  using  a conventional  0.2-  to 
0.5-second  exposure  as  recommended  by  Taveras  and 
Wood1  for  seriography,  is  often  unsatisfactory  be- 
cause the  timing  and  response  of  2 crucial  team 
members,  the  injector  and  the  technician  who  is 
taking  the  film,  must  be  correct  within  narrow  limits. 
If  coordination  fails  for  any  reason,  then  the  vessel 
visualization  is  inadequate  or  lost.  Moreover,  the 
cerebral  circulation  time  is  prolonged  under  condi- 
tions of  increased  intracranial  pressure,  as  shown  by 
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Greitz,2  Leeds  and  Taveras,3  and  Jacobson4;  this 
adds  an  unknown  time  variable.  To  circumvent  this 
technical  problem,  we  have  resorted  to  the  long- 
exposure  single-shot  angiogram,  which  has  the  ad- 
vantage of  technical  adequacy,  but  does  not  require 
critical  timing.  Compared  with  the  short-exposure, 
serial  angiogram,  less  information  is  provided,  but 
it  is  nonetheless  adequate  for  these  emergency  sur- 
gical decisions,  and  it  has  proved  reliable  and  ser- 
viceable in  our  hands. 

Method 

The  method  developed  for  long-exposure  single- 
shot angiography  is  simple  and  similar  to  the  tech- 
nique of  Dyes.5  It  requires  only  the  conventional 
x-ray  equipment  found  in  every  radiology  depart- 
ment and  the  usual  carotid  angiogram  tray.  The 
major  change  from  conventional  single-shot  angi- 
ography is  that  a long  x-ray  exposure  is  used.  The 
x-ray  exposure  time  is  varied  from  one  to  three  sec- 
onds depending  on  what  the  circulation  time  through 
the  brain  is  estimated  to  be.  Since  these  patients  are 
almost  always  deeply  comatose  they  are  assumed  to 
have  large  lesions  producing  a prolonged  circulation 


FIGURE  1.  Long-exposure  carotid  angiograms.  (A)  Ante- 
roposterior view  with  bilateral  intracranial  filling  due  to 
contralateral  internal  carotid  artery  compression.  There  is 
blurring  of  arteries  due  to  movement,  but  midline  anterior 
cerebral  arteries  easily  seen  with  both  middle  cerebral  ar- 
teries in  normal  position  and  no  extracerebral  filling  defect 
on  right.  (B)  Lateral  view  shows  filling  of  middle  cerebral 
artery  with  elevation  due  to  temporal  lobe  contusion. 


TABLE  I.  Exposure  data,  with  grid  cassette  or  Bucky 


View 

Kilovolts 

Seconds 

Milli- 

amperes 

Anteroposterior 

75  to  85 

3 

30  to  50 

Anteroposterior 

75  to  85 

1 

100  to  150 

Lateral 

70  to  80 

3 

30  to  50 

Lateral 

70  to  80 

1 

100  to  150 

time,  and  the  three-second  exposure  is  usually  cho- 
sen. If  the  resulting  films  show  predominantly  the 
unwanted  late-phase  venous  structures,  indicating 
a more  normal  circulation  time,  the  study  is  repeated 
using  a one-second  exposure. 

The  initial  step  of  the  procedure  is  to  set  the  pa- 
rameters of  x-ray  exposure  so  that  the  same  amount 
of  x-radiation  is  delivered  to  the  film  as  in  the  con- 
ventional skull  x-ray.  This  is  done  by  taking  pre- 
liminary anteroposterior  and  lateral  films  using  the 
same  kilovoltage  as  in  a conventional  x-ray  but  re- 
ducing the  milliamperage  to  compensate  for  the 
greater  exposure  time  so  that  a clear  picture  of  the 
skull  is  still  obtained  (Fig.  1).  This  calibration  need 
be  done  only  once,  the  first  time  a long-exposure 
angiogram  is  done  with  a particular  set  of  x-ray 
equipment.  Table  I shows  the  exposure  factors  that 
we  are  using  at  the  present  time. 

Once  the  exposure  data  are  set,  one  carotid  artery  i 
is  punctured  with  a Cournand  arterial  number  18- 
gauge  thin-wall  needle  in  the  usual  manner.  The 
needle  insertion  may  be  done  in  the  emergency  room 
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TABLE  II.  Conditions  found  by  single  long-exposure 
carotid  angiography 


Number 


of 

Conditions  Cases 


Acute  subdural  hematoma  15 

Subdural  hydromas  2 

Diffuse  cerebral  contusions  5 

Normal  angiogram  4 

Acute  epidural  hematoma  5 

Brain  death  with  no  cerebral  perfusion  3 

Occlusive  lesion  of  the  carotid  artery  2 

Fat  embolism  on  basis  of  normal 
angiogram,  long  bone  fractures,  and 
confirmed  by  laboratory  studies  1 

Posterior  communicating  artery 
aneurysm  1 

Intracerebral  hematoma  1 

Stab  wound  of  brain,  misdiagnosed  as 
temporal  contusion  1 


or  on  the  ward  to  reduce  the  time  the  x-ray  room  is 
occupied.  Ten  to  15  ml.  of  meglumine  diatrizoate 
and  sodium  diatrizoate  injection  (Renografin-60)  or 
sodium  diatrizoate  (Hypaque)  50  per  cent  are  in- 
jected at  a time  by  hand.  The  x-ray  tube  and  cas- 
sette are  positioned  for  an  anteroposterior  view  first. 
The  injection  and  the  exposure  are  started  at  the 
same  time.  It  is  advisable  to  use  a plastic  syringe  for 
the  injection,  since  a glass  syringe  may  break  and 
lacerate  the  hand.  A head  holder  (Head-Aide*)  is 
advisable  for  head  immobilization.  The  central  ray 
beam  should  be  12  to  15  degrees  caudad  to  Reid’s 
base  line.  If  there  is  no  intracranial  filling  then  the 
procedure  is  repeated  with  a second  exposure  begun 
three  seconds  after  the  injection  has  started,  with  a 
three-second  exposure  time  and  the  patient  posi- 
tioned so  that  the  tip  of  the  needle  in  the  carotid  ar- 
tery is  visualized  on  the  film.  If  the  patient  moves, 
1.5  to  2.5  mg.  of  diazepam  (Valium)  intravenously 
two  to  five  minutes  before  the  injection  will  give  a 
short  period  of  immobility  safely. 

Often  the  anteroposterior  view  film  is  enough  to 
make  the  necessary  diagnosis  and  decision,  and  no 
further  studies  need  be  done.  At  other  times  a lat- 
eral view  must  be  made.  Our  average  total  time  for 
performing  the  study  is  approximately  30  minutes. 

Clinical  material 

Our  clinical  experience  has  been  obtained  over  a 
several-year  period  at  Metropolitan  Hospital  in  New 
York  City,  a 1,000-bed  institution  supplying  emer- 
gency care  to  approximately  one-quarter  of  a million 
inhabitants  of  the  East  Harlem  community  of  New 
York  City.  There  is  a considerable  number  of  acute 
neurosurgical  patients,  many  of  whom  require 
emergency  brain  angiography.  We  are  reporting  on 
the  first  40  patients  studied  by  this  method. 

Results 

Of  this  series  of  40  consecutive  examinations,  an 
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immediate  correct  diagnosis  indicating  the  presence 
or  absence  of  a surgically  remediable  lesion  was  made 
in  39;  in  one  instance,  detailed  in  the  following,  the 
diagnosis  was  made  later  by  conventional  angiogra- 
phy. There  were  no  technical  failures,  and  no  ex- 
amination took  more  than  one  hour;  the  average  was 
30  minutes.  No  complications  attributable  to  the 
procedure  were  seen.  They  are  summarized  in  Table 
II,  and  four  illustrative  cases  follow. 

Case  reports 

Case  1.  A 22-year-old  man  had  been  previously  hos- 
pitalized in  a mental  disease  facility  with  a diagnosis  of 
schizophrenia  and  was  on  a weekend  pass.  On  June  18, 
1972,  after  taking  an  unknown  quantity  of  LSD  (lysergic 
acid  diethylamide),  he  jumped  from  a third  story  window 
and  suffered  fractures  of  both  tibias  and  fibulas.  Two 
hours  after  the  injury  he  became  irritable  and  by  the  next 
morning  had  become  unresponsive  following  two  gener- 
alized seizures.  At  this  time  he  was  found  to  have  flaccid 
extremities  and  was  responsive  only  to  noxious  stimuli, 
with  decerebrate  posturing  of  the  left  limbs.  The  pupils 
were  pinpoint,  but  ciliospinal  reflexes  were  intact  bilater- 
ally. There  was  a somewhat  greater  biceps  and  knee  jerk 
on  the  left  with  bilateral  Babinski  signs. 

A right  long-exposure  anteroposterior  carotid  angiogram 
was  done  with  cross  compression,  producing  bilateral  fill- 
ing. The  angiogram  was  normal,  and  a diagnosis  of  fat 
embolism  was  thought  to  be  the  most  likely  diagnosis. 
Shortly  thereafter,  petechial  lesions  in  the  conjunctivas 
were  found.  The  patient  improved  after  treatment  with 
dexamethasone  sodium  phosphate  (Decadron),  mannitol, 
and  heparin. 

Comment.  This  case  demonstrates  the  ability  of  the 
long-exposure  angiogram  to  resolve  quickly  and  ac- 
curately the  question  of  surgery  versus  no  surgery  in 
a rapidly  deteriorating  patient  and  to  direct  thinking 
toward  the  correct  diagnosis. 

Case  2.  A 40-year-old  male  with  a past  history  of  epi- 
lepsy and  alcoholism  was  admitted  to  the  emergency  room 
at  8:34  P.M.  on  July  23, 1974,  with  a history  of  head  trauma. 
He  was  alert  and  able  to  speak,  but  by  2:00  A.M.  he  was 
found  to  be  unresponsive  to  verbal  stimulation,  and  at  3:00 
A.M.  he  was  unresponsive  even  to  painful  stimulation. 
Oculocephalic  responses  were  present;  the  right  pupil  was 

3 mm.  and  poorly  reactive  to  light,  and  the  left  pupil  was 

4 mm.  and  unreactive  to  light.  Spontaneous  respirations 
were  present. 

A bilateral  long-exposure  carotid  angiogram  was  done. 
It  was  interpreted  as  showing  bilateral  epidural  hemato- 
mas; the  anterior  cerebral  artery  was  midline. 

Bilateral  craniotomies  followed  immediately,  and  bi- 
lateral epidural  hematomas  were  removed,  the  left  of  ap- 
proximately 110  cc.,  and  the  right,  90  cc.  Immediately 
postoperative,  the  patient  improved  and  was  obeying 
verbal  commands  and  making  spontaneous  movements  of 
the  extremities,  the  left  side  greater  than  the  right. 
However,  he  subsequently  deteriorated  with  evidence  of 
respiratory  insufficiency  and  died  on  July  27,  1974.  At 
autopsy  in  the  medical  examiner’s  office,  there  was  no  re- 
bleeding  intracranially  and  only  a few  small  cortical  con- 
tusions. The  bleeding  appeared  to  have  arisen  from  dural 
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venous  lakes  parasagittally  in  the  parietal  area  which  had 
been  torn  by  a biparietal  wicket  fracture.  There  was 
minimal  uncal  herniation  and  no  tonsillar  herniation. 
However,  the  patient  did  have  consolidation  of  the  whole 
left  lung  and  the  right  lower  lobe.  The  primary  cause  of 
death  was  bilateral  lobar  pneumonia. 

Comment.  In  this  particular  case  any  diagnostic 
test  other  than  an  angiogram  might  have  proved 
misleading  or  dangerous.  This  patient  had  the  un- 
usual condition  of  almost  symmetrical  massive  epi- 
dural hematomas  without  shift  of  the  midline 
structures.  Echoencephalogram  would  have  shown 
an  unshifted  midline,  and  a surgical  lesion  might 
have  been  ruled  out.  Exploratory  burr  holes  would 
have  revealed  the  correct  diagnosis  only  if  bilateral 
and  fortuitously  located,  whereas  a unilateral  cra- 
niotomy could  have  produced  a deleterious  shift  of 
the  midline. 

Case  3.  A 23-year-old  man  was  admitted  on  April  28, 
1974  with  multiple  lacerations  of  face,  body,  and  ex- 
tremities due  to  a knife  attack.  He  was  moving  the  left 
extremities  spontaneously  but  not  speaking  or  obeying 
commands.  He  could  be  roused  to  full  consciousness  but 
was  mute.  There  was  a right  hemiplegia  with  a right  Ba- 
binski  sign.  Pupils  were  3 mm.  and  reactive,  and  there  was 
a left  lid  ptosis. 

A left  carotid  long-exposure  anteroposterior  angiogram 
was  done  on  April  28.  It  showed  a midline  anterior  cere- 
bral artery  and  slight  elevation  of  the  left  middle  cerebral 
artery.  The  patient’s  state  of  consciousness  deteriorated 
with  the  development  of  a dilated  left  pupil,  and  on  May 
4,  1974,  a conventional  left  carotid  angiogram  was  done, 
which  showed  a 1-cm.  shift  of  the  anterior  cerebral  artery 
from  left  to  right  and  a marked  elevation  of  the  middle 
cerebral  artery. 

At  craniotomy  a left  intracerebral  temporal  hematoma 
due  to  a stab  wound  was  found.  Evidently  the  knife  blade 
had  entered  the  face  just  anterior  to  the  ear  and  was  di- 
rected under  the  zygoma  and  through  the  temporal  squama 
into  the  brain.  The  patient  improved  following  surgery 
and  left  the  hospital  walking  with  a mild  right  hemipare- 
sis. 

Comment.  This  case  is  presented  because  it  is  the 
only  case  in  which  the  correct  surgical  diagnosis  was 
not  made  at  the  time  of  the  initial  angiogram.  De- 
spite a technically  successful  angiogram  initially,  the 
case  was  not  correctly  diagnosed  because  the  lesion 
was  in  evolution  and  too  small  to  be  surgically  sig- 
nificant at  the  time  of  the  initial  angiogram.  Other 
diagnostic  approaches  would  have  been  equally  un- 
rewarding. 

Case  4.  A 39-year-old  man  was  brought  to  the  emer- 
gency room  at  9:00  P.M.  on  May  9, 1974,  after  striking  and 
lacerating  his  head  and  face.  There  was  a questionable  loss 
of  consciousness.  On  admission  he  was  obtunded,  at- 
tributed to  prior  alcohol  intake.  The  following  morning 
the  patient  was  found  to  be  neurologically  intact  and  was 
discharged. 

The  patient  was  found  in  the  street  on  May  10, 1974  and 
readmitted  at  5:00  P.M.  At  that  time  he  was  comatose 
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with  pupils  fixed,  the  left  5 mm.,  the  right  3 mm.  There 
were  bilateral  Babinski  signs,  and  the  patient  had  de- 
cerebrate posturing  to  deep  pain.  There  were  no  oculo- 
cephalic  responses. 

A left  carotid  long-exposure  angiogram  was  done,  which 
on  the  anteroposterior  view  showed  a separation  of  the 
arteries  of  the  brain  from  the  inner  table  of  the  skull,  with 
2.5  cm.  of  midline  shift. 

A craniotomy  revealed  a large  acute  subdural  hematoma 
with  two  arterial  cortical  bleeders  and  collection  of  100  cc. 
of  clotted  blood  in  the  subdural  space.  Postoperatively 
the  patient  improved  only  slightly  and  was  finally  dis- 
charged to  a chronic  care  facility  on  September  30,  1974. 

Comment.  This  patient’s  clinical  history  was  con- 
fused by  an  unreliable  story,  at  least  one  and  proba- 
bly two  episodes  of  trauma,  and  compounded  by  al- 
cohol intake,  so  that  it  tended  to  be  misleading.  The 
dominating  clinical  need  here  was  to  rule  in  or  out 
immediately  the  presence  of  a surgically  remediable 
lesion  as  the  cause  of  coma,  which  this  study  is  emi- 
nently qualified  to  do.  Regrettably  the  quality  of  his 
neurologic  recovery  was  disappointing,  as  is  so  often 
the  case  with  acute  subdural  hematomas,  but  at  least 
there  was  no  reason  to  attribute  it  to  diagnostic  delay, 
since  diagnosis  and  treatment  were  instituted 
promptly. 

Comment 

Indications.  We  have  used  the  long  single-ex- 
posure angiogram  in  patients  with  a rapidly  deteri- 
orating neurologic  status,  particularly  those  with  a 
quick  fall  in  level  of  consciousness,  progressive  and 
asymmetric  neurologic  state,  and  changes  in  vital 
signs.  Good  use  can  be  made  of  the  relatively  short 
time  required  for  the  procedure  to  set  up  the  oper- 
ating room.  We  have  even  used  the  technique  in 
patients  admitted  in  deep  coma  of  unknown  origin, 
in  whom  toxic  and  metabolic  causes  have  been  ruled 
unlikely;  occasionally  unsuspected  post-traumatic 
lesions  were  found. 

In  those  cases  with  known  trauma  and  who  pre- 
sented prolonged  unconsciousness  primarily  or 
neurologic  deficits  or  asymmetries  which  were  not 
progressing  rapidly,  conventional  seriographic  an- 
giograms were  carried  out.  We  prefer  to  do  a seri- 
ographic angiogram  electively  because  of  the  higher 
quality  films  and  the  greater  information  provid- 
ed. 

The  patient  should  not  have  this  study  unless  and 
until  an  adequate  airway  and  ventilation,  assisted  if 
necessary,  are  assured.  The  angiography  must  be 
done  under  the  supervision  of  a person  who  is  expe- 
rienced in  the  technique  and  interpretation  of  carotid 
angiograms.  We  feel  that  the  high  level  of  accuracy 
in  our  series  was  largely  due  to  the  sophistication  of 
the  neurosurgeons  responsible  for  the  evaluation  of 
the  studies. 

Technique.  Like  the  conventional  carotid  an- 
giogram, the  long-exposure  carotid  angiogram  must 


be  done  with  adequate  attention  to  the  details  of  the 
procedure.  Of  prime  importance  is  positioning  of  the 
head.  A true  anterior-posterior  projection  without 
rotation  is  necessary  to  decide  whether  or  not  the 
anterior  cerebral  artery  is  in  the  midline  position. 
The  central  axis  of  the  x-ray  beam  must  be  15  degrees 
cephalad  to  Reid’s  base  line  on  the  anteroposterior 
view  to  visualize  the  middle  cerebral  artery  ade- 
quately. The  usual  error  is  to  allow  the  head  to  ex- 
tend. The  middle  cerebral  artery  is  seen  along  its 
long  axis,  and  it  is  difficult  to  make  a valid  decision 
regarding  its  distortion  or  displacement.  The  lateral 
view  is  often  flawed  by  a lateral  flexion  of  the  head 
and  neck  which  will  change  the  position  of  the  middle 
cerebral  artery.  Usually  the  middle  cerebral  artery 
is  spuriously  thrown  up.  At  other  times,  because  the 
head  is  bent  to  the  other  side,  an  elevated  middle 
cerebral  artery  is  considered  to  be  normal  and  the 
midline  shift  attributed  incorrectly  to  malposition. 

A very  slow  or  absent  brain  circulation  can  be 
confusing.  If  there  is  little  or  no  intracranial  filling, 
consideration  must  be  given  to  the  presence  of 
intracranial  pressure  so  high  that  the  brain  cannot 
be  perfused.  However,  occlusive  carotid  disease, 
subintimal  or  extra-arterial  contrast  medium  injec- 
tion, or  even  the  substitution  of  another  radiolucent 
solution  for  the  contrast  medium  can  also  account  for 
it.  The  presence  of  extracranial  arterial  contrast 
filling  indicates  absent  or  severely  reduced  perfusion 
of  the  brain.  Markedly  slowed  brain  circulation  in- 
dicates a grave  prognosis,  and  absent  brain  perfusion 
is  diagnostic  of  brain  death.  No  intracranial  filling 
six  seconds  after  the  start  of  a technically  satisfactory 
intracarotid  injection  on  a bilateral  carotid  angio- 
gram is  considered  by  us  to  be  pathognomonic  of 
brain  death. 

To  display  radiopaque  filling  of  the  arteries  on  the 
film,  the  filling  must  coincide  with  the  production  of 
the  x-ray  films.  With  a short  exposure,  there  is  only 
a short  period,  usually  0.1  to  0.2  second,  that  will 
show  the  opacified  blood  vessels.  However,  if  a long 
exposure  of  one  to  three  seconds  is  used,  there  is  a 
period  of  one  to  three  seconds  during  which  the 
passage  of  opaque  medium  through  the  arteries  will 
show  on  the  x-ray  film.  Thus  one  has  a much  better 
chance  of  hitting  on  the  correct  time  of  passage  of  the 
opaque  medium  through  the  arteries.  This  is  espe- 
cially important  in  acutely  increased  intracranial 
pressure  where  the  time  of  passage  of  opaque  medi- 
um can  be  increased  from  a few  seconds  to  an  infi- 
nitely long  time.  With  this  technique,  it  does  not 
matter  when  the  arterial  passage  of  the  medium  oc- 
curs, as  long  as  the  passage  is  during  the  immediate 
or  delayed  three-second  exposure  period. 

Value.  This  technique  provides  a very  rapid  and 
reliable  study  and  one  which  can  be  done  anywhere 
an  x-ray  unit  exists,  including  the  emergency  room, 


where  we  have  done  them  in  many  instances.  We 
have  even  been  able  to  obtain  satisfactory  angio- 
grams using  a portable  x-ray  unit  at  the  bedside.  We 
have  yet  to  have  a technical  failure,  even  in  the  hands 
of  relatively  inexperienced  personnel. 

One  disadvantage  of  the  technique  is  that  move- 
ment artifact  is  maximized,  making  it  even  less  sat- 
isfactory to  use  on  an  uncooperative  patient  than  the 
seriograph  and  also  requiring  that  more  attention  be 
taken  to  rigid  immobilization  of  the  head.  Move- 
ment can  be  stopped,  however,  by  using  a small 
amount  of  rapidly  acting  sedative  such  as  diazepam 
intravenously.  Another  is  that  the  film  quality  and 
amount  of  information  are  not  comparable  to  the 
conventional  serial-film  angiogram;  indeed,  it  will 
display  only  one  phase  of  the  angiogram  distinctly. 
However,  it  is  usually  adequate  for  making  a quick 
decision  at  the  bedside  or  in  the  emergency  room  on 
the  need  for  surgery,  and  a standard  serial-film  an- 
giogram can  always  be  performed  subsequently  for 
more  definitive  information. 

Other  disadvantages  include  the  occasional  need 
for  repeat  studies  or  timing  corrections,  and  the  fact 
that  it  requires  a carotid  cannulation,  the  hand  in- 
jection being  unsuitable  for  the  brachial  or  femoral 
artery  routes. 

Summary 

A rapid,  simple  technique  for  carotid  angiography 
is  presented  which  offers  a practical  solution  to  the 
problem  of  quickly  recognizing  neurosurgical  emer- 
gency situations.  For  this  purpose,  its  advantages 
far  outweigh  its  drawbacks,  and  we  consider  it  the 
diagnostic  method  of  choice. 

It  is  the  strong  feeling  of  the  authors  that  nonin- 
vasive  techniques  should  be  used  to  make  the  diag- 
nosis whenever  possible.  The  computer  axial  to- 
mograph is  particularly  valuable.  If  the  seriographic 
angiogram  is  available,  then  the  seriographic  angio- 
gram should  be  done,  not  the  long-exposure  single- 
shot angiogram.  The  long-exposure  single-shot 
angiogram  should  be  reserved  for  those  times  and 
places  when  a neurosurgeon  is  available,  and  only  the 
long-exposure  single-shot  angiogram  is  available  for 
making  the  diagnosis. 

References 

1.  Taveras,  J.  M.,  and  Wood,  E.  H.:  Diagnostic  Neurora- 

diology, Baltimore,  Williams  and  Wilkins,  1964,  p.  485. 

2.  Greitz,  T.:  A radiologic  study  of  the  brain  circulation  by 

rapid  serial  angiography  of  the  carotid  artery,  Acta  radiol.  supp. 
140:  1 (1956). 

3.  Leeds,  N.,  and  Taveras,  J.  M.:  Dynamic  Factors  in  Diag- 

nosis of  Supratentorial  Brain  Tumors,  Philadelphia,  W.  B. 
Saunders  Co.,  1969,  p.  39. 

4.  Jacobson,  S.  A.:  Estimation  of  arterial  blood  velocity  from 

cerebral  angiography,  abstracted,  Acta  neurol.  scandinav.  49:  255 
(1973). 

5.  Dyes,  0.:  Angiographie,  Fortschr.  Geb.  Rontgenstrahlen 

63:  63  (1941). 


March  1977/New  York  State  Journal  of  Medicine  365 


Letters  to  the  Editor 


Cancer  and  hair  dyes 

To  the  Editor:  We  would  appreciate  the  opportunity 
to  comment  on  the  article  by  Shafer  and  Shafer  in  your 
March  issue,  entitled  "‘Potential  of  Carcinogenic  Effect  of 
Hair  Dyes.”  * 

We  do  not  propose  to  address  the  experimental  obser- 
vations reported;  their  validity  needs  to  be  judged  by  an 
epidemiologist.  However,  had  they  general  significance, 
one  would  expect  to  find  a catastrophic  rise  in  the  incidence 
of  breast  cancer  during  the  last  20  years,  following  the 
many-fold  increase  in  hair  color  usage  between  1935  and 
1955. 

About  35  per  cent  of  the  ‘Comments’  section  of  the  paper 
is  devoted  to  a discourse  on  the  carcinogenicity  of  polycy- 
clic hydrocarbons,  metals,  alkylating  agents,  nitrosamines, 
aflatoxins,  steroid  hormones,  and  gentamycin.  None  of 
the  oxidative  hair  dye  intermediates,  or  the  direct  dyes 
used  in  semipermanent  hair  coloring,  have  any  structural 
relationship  to  any  of  these  elements  or  compounds.1'2 

Some  hair  dye  intermediates  are,  indeed,  aromatic 
amines,  but  the  class  as  a whole  can  hardly  be  indicted. 
For  example,  one  may  cite  the  two  position  isomers,  2-  and 
4-acetylaminofluorene;  the  first  of  these  is  a strong  car- 
cinogen, and  the  second  a noncarcinogen.3 

Some  specific  statements  call  for  analysis;  “Hair  dyes 
are  aniline  dyes  composed  of  polycyclic  hydrocarbons  de- 
rived from  coal  tar.”  (p.  395)  As  already  noted,  no  hair 
dyes  are  hydrocarbons  of  any  kind.  Some  of  them  are  in 
fact  ‘aniline  dyes’ — an  old-fashioned  term  for  compounds 
consisting  of  a benzene  ring  with  an  attached  amino 
group — and  they  indeed  may  be  derived  from  coal  tar,  as 
may  all  synthetic  drugs,  hormones,  vitamins,  fragrances, 
food  additives,  plastics,  and  other  organic  chemicals, 
though  the  starting  materials  for  the  manufacture  of  all 
these  materials  (including  hair  dyes)  today  is  most  com- 
monly petroleum  or  natural  gas.  (“Coal  tar  materials”  is 
a 19th  century  term  to  describe  what  are  called  today 
synthetic  organic  materials.  The  law,  with  proper  con- 
servatism, continues  to  employ  a term  once  it  is  introduced, 
even  though  it  has  become  archaic.  Hence  the  use  of  “coal 
tar  dye”  in  the  present  Food,  Drug,  and  Cosmetic  Act). 

“P-phenylenediamine,  a common  hydrocarbon  com- 
ponent of  hair  dyes,  undergoes  metabolic  conversion  or 
activation  as  do  many  other  polycyclic  hydrocarbons 
. . . . In  the  case  of  the  polycyclic  hydrocarbons  the 

metabolic  products  are  the  actual  carcinogens.”  (p.  395) 
P-phenylene-diamine  (not  a hydrocarbon,  polycyclic  or 
otherwise)  has  been  the  subject  of  lifetime  animal  skin- 
painting studies,  alone  and  in  combination  with  other  hair 
dyes;  no  evidence  of  carcinogenicity  has  emerged  for  it  or 
for  the  other  oxidative  intermediates.4'5 

“Surely  the  chemical  components  of  hair  dyes  are  not 
harmless  agents.  The  manufacturer  warns  that  hair  dyes 
may  be  irritating  to  the  skin  and  cause  blindness  if  allowed 
to  contact  the  eyes.”  The  skin  portion  of  the  statutory 
caution  statement,  required  since  the  passage  of  the  1938 
* New  York  State  J.  Med.  76:  394  (Mar.)  1976. 


Food,  Drug,  and  Cosmetic  Act,  is  concerned  with  allergic 
sensitization.  The  history  leading  to  the  eye  portion  of  the 
warning  is  unclear;  however,  (a)  there  is  no  record  of 
blindness  resulting  from  the  use  of  hair  coloring  products 
through  the  hundreds  of  millions  of  uses  of  these  products 
in  the  intervening  40  years;  and  (b)  animal  tests  show  them 
to  be  relatively  mild  and  transitory  eye  irritants. 

“Bruce16  (p.  395)  of  the  University  of  Toronto  found  an 
80  percent  incidence  of  hair  bleaching  in  his  patients  with 
cancer  of  the  uterus.”  Dr.  Bruce  informs  us  that  a causal 
relationship  has  not  been  established;  he  will  report  on  his 
studies  in  due  course.  (Incidentally,  the  incidence  of 
uterine  cancer  decreased  by  37  percent  between  1947  and 
1969.6) 

“Ames  et  a/.1718  (p.  395)  are  currently  researching  the 
effects  of  hair  dyes  on  cells  in  tissue  culture.  Their  pre- 
liminary results  indicate  that  hair  dyes  contain  chemicals 
that  are  carcinogenic.”  The  references  cited  do  not  men- 
tion hair  dyes  at  all;  Ames’s  later  papers  do  not  make  the 
flat  assertion  attributed  to  them  here.  “The  question  re- 
mains as  to  whether  the  chemicals  in  hair  dye  can  be  ab- 
sorbed into  the  general  circulation  and  produce  systemic 
effects.  That  they  can  has  been  well  documented.  15>19-22” 
(p.  395)  Reference  19  is  a personal  communication.  None 
of  the  other  4 mention  hair  dyes,  or  their  systemic  ef- 
fects. 

“We  have  shown  that  hair  dyes  contain  many  of  the  same 
compounds  that  are  known  to  cause  cancer.”  (p.  396) 
There  is  no  support  for  this  statement  in  the  paper.  No 
compound  known  to  cause  cancer  is  shown  to  be  contained 
in  hair  dyes. 
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To  the  Editor:  In  responding  to  the  comments  of  Drs. 
Lanman  and  Menkart  on  our  article  “Potential  of  Carci- 
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There  is  a controversy  about  the  dose  of  steroids 
used  in  the  treatment  of  polymyalgia  rheumatica.1-3 
Recent  studies  show  that  larger  steroid  doses  may  be 
indicated  initially.1 

In  1972,  it  was  decided  to  treat  all  our  patients, 
diagnosed  as  polymyalgia  rheumatica  or  giant-cell 
arteritis,  with  the  same  regimen.  The  purpose  of  this 
report  is  to  analyze  the  findings  in  an  attempt  to 
elucidate  the  optimal  dose  of  steroids. 

Patients  and  methods 

Since  1972  38  patients  have  been  diagnosed  as 
having  polymyalgia  rheumatica  or  giant-cell  arteritis. 
Temporal  artery  biopsy  was  performed  in  all  patients 
and  showed  positive  results  in  31.  In  the  remaining 
7 patients,  a clinical  diagnosis  of  polymyalgia  rheu- 
matica was  made. 

All  patients  were  started  on  prednisone  20  mg. 
daily  for  three  weeks  and  reduced  to  15  mg.  daily  for 
eight  weeks.  Then  the  dosage  was  regulated  ac- 
cording to  the  symptoms  and  ESR  (erythrocyte 
sedimentation  rate).  The  therapy  has  not  been 
discontinued  with  24  months  of  treatment. 

Results 

Within  a few  days  from  commencement  of  treat- 
ment there  was  a rapid  relief  of  symptoms,  and  the 
sedimentation  rate  fell  to  normal,  with  an  average  of 
1 5 mm.  per  hour  after  an  average  of  41  days.  There 
were  seven  relapses  of  symptoms  and  three  instances 
of  asymptomatic  reelevation  of  ESR.  The  average 
daily  dose  of  steroids  at  recurrence  was  equivalent 


The  syndrome  of  polymyalgia  rheumatica  and  its 
association  with  giant-cell  arteritis  is  well  recognized. 
Corticosteroids  are  dramatically  effective  in  sup- 
pressing the  active  arteritic  process.  There  is  a 
controversy  in  the  literature  about  the  starting  dose 
of  prednisone.  Thirty-eight  patients  with  polymy- 
algia rheumatica  or  giant-cell  arteritis  were  treated 
with  a starting  dose  of  20  mg.  prednisone  daily  for 
three  weeks,  continued  with  15  mg.  for  eight  weeks. 
All  patients  responded  to  this  treatment.  After- 
wards the  steroid  dose  was  regulated  according  to  the 
clinical  symptoms  and  erythrocyte  sedimentation 
rate,  the  aim  being  to  keep  the  patient  symptom-free 
and  the  erythrocyte  sedimentation  rate  below  25  mm. 
per  hour.  Complications  of  treatment  were  infre- 
quent and  did  not  cause  disability. 


to  7.5  mg.  prednisone.  The  average  time  of  recur- 
rence was  9.3  months  after  commencement  of  treat- 
ment, and  the  range  was  4 to  26  months.  Three  pa- 
tients had  a second  recurrence.  Steroids  were  dis- 
continued after  24  months  in  19  patients,  but  they 
had  to  be  resumed  in  3 because  symptoms  recurred, 
and  the  ESR  rose.  Side-effects  attributable  to  ste- 
roid therapy  were  noticed  in  four  patients.  Spinal 
osteoporosis  occurred  in  three,  aggravation  of  dia- 
betes in  one. 

Comment 

Polymyalgia  rheumatica  is  a well-known  disease 
and  occurs  mainly  in  the  elderly.  Corticosteroids  in 
various  dosages  are  recognized  to  be  the  treatment 
of  choice.  Because  of  the  complications  of  prolonged 
steroid  therapy  which  occur  in  up  to  60  per  cent  in 
elderly  cases,4  it  is  important  to  establish  the  minimal 
effective  dose  used  in  the  treatment  of  the  disease. 
In  recent  series  the  initial  dose  was  relatively  high.1 
Our  results  are  similar  to  those  published  by  Myles.3 
The  influence  of  low  dosage  is  less  dramatic  and  takes 
several  days  and  sometimes  weeks  before  the  patient 
becomes  symptom-free.  In  none  of  the  patients  was 
steroid  therapy  discontinued  within  two  years,  and 
it  is  our  impression  that  some  of  them  will  need 
permanent  steroid  treatment.  Recurrence  of 
symptoms  occurred  with  reelevation  of  ESR.  In 
three  patients  the  ESR  increased  without  clinical 
recurrence.  In  both  groups  of  patients  the  steroid 
dose  was  adjusted  immediately.  No  correlation 
between  clinical  symptoms,  laboratory  investigation, 
biopsy  findings,  and  the  duration  of  treatment  was 
found.  The  treatment  did  not  cause  any  serious 
complications.  The  results  of  this  study  suggest  that 
a starting  dose  of  20  mg.  prednisone  per  day  is  ade- 
quate for  almost  all  patients. 

Summary 

Thirty-eight  patients  with  polymyalgia  rheumatica 
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or  giant-cell  arteritis  were  studied  over  a period  of 
four  years.  All  patients  were  treated  with  prednisone 
20  mg.  daily  for  three  weeks,  continued  with  15  mg. 
for  eight  weeks,  and  then  the  dose  was  adjusted  to 
clinical  symptoms  and  ESR  (erythrocyte  sedimen- 
tation rate). 

There  was  a rapid  relief  of  symptoms  in  all  pa- 
tients. Complications  of  the  therapy  were  rare.  It 
is  concluded  that  20  mg.  prednisone  daily  is  adequate 
for  almost  all  patients. 


Clinical  Clues 

— The  complications  of  diverticulitis  such  as  bleeding, 
perforation,  and  obstruction  may  occur  even  though 
very  few  diverticula  are  demonstrable  on  the  barium- 
enema  examination. 

— Cancer  will  develop  in  18  per  cent  of  the  patients 
who  have  ulcerative  colitis  for  ten  years  or  more,  and  in 
children  the  frequency  is  as  high  as  43  per  cent  on  a 
careful  follow-up  study  for  up  to  35  years  (Devroede, 
G.  J.,  et  al.:  Cancer  risk  and  life  expectancy  in  chil- 
dren with  ulcerative  colitis,  New  England  J.  Med.  285: 
17  (1971). 

— Varicoceles  of  the  right  side  are  extremely  rare  and 
should  be  investigated  immediately  because  they 
suggest  obstruction  of  the  inferior  vena  cava. 

— In  1959  Prinzmetal  described  the  variant  form  of  an- 
gina pectoris  which  differed  from  Heberden’s  classic 
angina  pectoris  because  the  chest  pain  occurred  at  rest 
or  during  ordinary  activity  and  because  the  S-T  seg- 
ments were  transiently  and  often  markedly  elevated 
during  the  attack.  Coronary  arterial  spasm,  particu- 
larly of  the  larger  branches  of  the  coronary  arteries  is 
thought  to  be  the  responsible  mechanism. 

— Reduction  of  the  blood  pressure  in  hypertensive  pa- 
tients undergoing  an  acute  myocardial  infarction  may 
limit  the  size  of  the  infarct,  resulting  in  improved  ven- 
tricular performance  as  well  as  considerable  salvage  of 
myocardium. 

— The  coccidioidin  skin  test  is  a valuable  screen  for  se- 
rologic testing  since  hypersensitivity  precedes  the  de- 
velopment of  antibodies.  Conversion  from  a negative 
to  positive  skin  test  reaction  is  the  earliest  immunolog- 
ic response  to  infection.  A skin  test  may  also  be  of 
prognostic  value.  For  example,  a reversion  to  negative 
indicates  a state  of  anergy  and  a poor  prognosis. 

— Tuberculosis  should  be  suspected  in  patients  with 
lower  lung-field  pneumonia  who  do  not  seem  acutely  ill 
or  who  have  had  symptoms  for  more  than  several  days 
or,  particularly,  several  weeks. 

— Temporal  arteritis  may  mimic  the  temporomandib- 
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ular  syndrome  because  of  the  pain  on  opening  and 
closing  the  jaw. 

— Scleroderma  may  mimic  rheumatoid  arthritis,  but  in 
the  former  the  swelling  of  the  fingers  usually  involves 
the  entire  digit  rather  than  the  proximal  interphalan- 
geal  joint  and  metacarpophalangeal  joints. 

— In  certain  patients  with  multiple  myeloma  there 
may  be  a monoclonal  peak  in  the  urine  but  not  in  the 
serum  (25  per  cent).  Some  consider  this  a variant  of 
myeloma  light-chain  disease. 

—Renal  involvement  is  very  frequent  in  multiple  mye- 
loma with  proteinuria  occurring  in  60  to  80  per  cent  of 
the  patients.  The  proteinuria  may  be  the  only  renal 
manifestation  of  myeloma  and  sometimes  may  ante- 
date the  other  clinical  signs  of  this  disease  by  months 
or  even  years. 

— The  most  frequent  and  typical  finding  of  a myeloma 
kidney  is  the  tubular  lesion.  In  contrast,  in  macro- 
globulinemia  of  Waldenstrom  the  glomeruli  are  fre- 
quently involved. 

— Laryngeal  involvement  may  be  the  first  sign  of  rheu- 
matoid arthritis  and  may  be  the  cause  of  unexplained, 
sudden  death  in  patients  with  this  disease. 

—Central  nervous  system  disease  causes  10  per  cent  of 
all  paralysis  of  the  vocal  cords. 

— Late  onset  of  Raynaud’s  phenomenon  and  digital 
ischemia  have  long  been  regarded  as  cutaneous  mark- 
ers of  internal  disease,  but  the  need  to  search  carefully 
for  a neoplasm  is  not  generally  appreciated.  Possible 
mechanisms  include  increased  coagulability,  immune 
aggregates  producing  inflammatory  response,  cryo- 
globulinemia, and  vasculitis. 

— The  syndrome  of  hypothermia  in  the  aged  closely  re- 
sembles myxedema.  These  patients  also  exhibit  facial 
puffiness,  hoarseness,  and,  of  course,  like  myxedema- 
tous patients,  also  have  a low  body  temperature. 
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Antibiotic  susceptibility  testing  by  the  disk  dif- 
fusion technique  is  a routine  procedure  in  clinical 
bacteriology  laboratories.  To  evaluate  the  perfor- 
mance of  this  test  by  clinical  laboratories  under 
permit  in  New  York  State  exclusive  of  New  York 
City,  three  standard  control  strains  were  included 
among  the  specimens  in  a recent  series  of  proficiency 
tests,  and  the  reported  results  were  statistically  an- 
alyzed. 

Materials  and  methods 

Three  stock  cultures  of  the  ATCC  (American  Type 
Culture  Collection),  Staphylococcus  aureus  (ATCC 
25923),  Escherichia  coli  (ATCC  25922),  and  Pseu- 
domonas aeruginosa  (ATCC  27853),  were  used  for 
this  study.  These  strains  are  recommended  by  the 
FDA  (Food  and  Drug  Administration)  and  the 
NCCLS  (National  Committee  for  Clinical  Labora- 
tory Standards)  as  controls  for  monitoring  precision 
and  accuracy  in  the  antibiotic  disk  susceptibility 
procedure.  These  cultures  were  submitted  as  un- 
knowns to  clinical  laboratories  participating  in  the 

* Permit  laboratories  are  the  clinical  laboratories  regulated 
under  New  York  State  Public  Health  Law,  Article  5,  Title  5. 
These  laboratories  are  required  to  obtain  permits  to  perform  tests 
in  specific  categories.  State  laboratories  may  voluntarily  seek 
approval  under  the  same  conditions,  but  they  are  given  certificates 
of  approval  rather  than  permits.  Only  the  permit  laboratories  are 
discussed  in  this  article. 


1975-1976  New  York  State  proficiency  testing  pro- 
gram. The  laboratories  were  requested  to  identify 
the  cultures  and  determine  their  antibiotic  suscep- 
tibility patterns  for  a specific  battery  of  antibiotics, 
as  shown  in  Table  I.  The  participants  were  asked  to 
report  the  inhibition  zone  diameter  for  each  antibi- 
otic, as  well  as  the  laboratory’s  interpretation,  either 
susceptible,  intermediate,  or  resistant.  The  standard 
procedure  and  the  antimicrobial  agents  and  con- 
centrations have  been  described  by  the  FDA  and 
NCCLS.1-2 

Results 

Depending  on  the  combination  of  bacterium  and 
antibiotic  tested,  91.3  to  99.7  per  cent  of  the  labora- 
tories reported  correct  interpretations,  susceptible 
or  resistant,  in  all  but  three  cases  (Table  I).  In  those 
three,  the  susceptibility  of  E.  coli  to  cephalothin  and 
of  P.  aeruginosa  to  polymyxin  B and  the  resistance 
of  P.  aeruginosa  to  tetracycline,  the  resulting  zone 
diameters  neared  the  intermediate  interpretation 
range,  and  therefore  the  results  shifted  somewhat  to 
an  intermediate  interpretation. 

The  inhibition  zone  diameters  reported  by  the 
laboratories  are  shown  in  Figure  1.  Sharp  peaks 
indicate  reproducible  results.  For  S.  aureus  and  E. 
coli  all  the  peaks  are  within  the  zone  diameter  ranges 
determined  for  these  control  strains  by  the  FDA  and 
NCCLS.12  Ranges  for  P.  aeruginosa  have  not  yet 
been  determined  with  all  these  antibiotics. 

For  each  bacterium/antibiotic  combination  a zone 
range,  mean  plus  or  minus  1 S.D.  (standard  devia- 
tion), was  calculated  from  the  reported  results 
These  zone  ranges  and  those  of  the  FDA  and  NCCLS 
standards  are  similar  in  a majority  of  cases  (Table  II) 
Of  the  15  determined  ranges  that  could  be  compared 
with  the  standards,  5 are  in  close  agreement,  7 art 
similar  in  width  but  are  shifted  1 or  2 mm.  higher  oi 
lower,  2 are  narrower  but  within  the  standard  ranges 
and  only  one  is  wider,  that  being  S.  aureus/methi 
cillin. 

Comment 

Information  on  the  in  vitro  susceptibility  of  ar 
organism  is  important  to  the  physician  who  musi 
prescribe  antibiotic  treatment  for  a specific  isolate 
particularly  when  a commonly  used  antibiotic  ha; 
proved  ineffective.  To  maintain  accuracy  and  uni 
formity  in  the  antimicrobial  disk  susceptibility  test 
the  FDA1  and  NCCLS2  developed  a standard  pro 
cedure  based  on  the  method  of  Bauer  et  al.3 

Isenberg4  5 compared  the  performance  of  microbia 
susceptibility  tests  in  1964  in  66  institutions  in  2( 
states  and  again  in  1965  in  88  laboratories  in  11 
countries  on  4 continents.  Each  laboratory  was 
supplied  with  antibiotic  disks  but  was  instructed  t< 
use  its  own  procedure  and  recently  isolated  orga 
nisms.  He  concluded  that  the  susceptibility  result: 
are  duplicated  in  reliable  laboratories  at  a nationa 
level  and  that  there  is  a striking  consistency  betweer 
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overall  results  in  the  United  States  and  the  12  other 
countries.  Since  then  a standardized  susceptibility 
test  has  been  developed,  and  as  it  becomes  more 
uniformly  adopted,  this  procedure  should  result  in 
further  precision. 

In  1975  Brown  and  Kothari'5  of  England  compared 
antibiotic  disks  from  different  sources  in  England, 
the  United  States,  and  Sweden  and  concluded  that 
the  zone  sizes  produced  by  about  one  half  of  the  an- 
tibiotic disks  showed  no  significant  difference  by 


Three  standard  cultures  of  bacteria  were  sent  to 
permit  clinical  laboratories  in  New  York  State  ex- 
clusive of  New  York  City  for  antibiotic  susceptibility 
testing.  Analyses  of  the  interpretations  and  the 
zones  of  inhibition  reported  by  the  participating 
laboratories  indicate  overall  reliable  and  reproducible 
performances. 


TABLE  I.  Interpretations  of  antibiotic  susceptibility  reported  by  the  participating  laboratori 


Organism  and  Antibiotic  (Micrograms) 

Staphylococcus  aureus  (ATCC  25923) 
Cephalothin  (30) 

Clindamycin  (2) 

Erythromycin  (15) 

Methicillin  (5) 

Penicillin  G (10  U.) 

Tetracycline  (30) 

Escherichia  coli  (ATCC  25922) 
Ampicillin  (10) 

Cephalothin  (30) 

Chloramphenicol  (30) 

Gentamicin  (10) 

Kanamycin  (30) 

Polymyxin  B (300  U.) 

Tetracycline  (30) 

Pseudomonas  aeruginosa  (ATCC  27853) 
Carbenicillin  (100) 

Chloramphenicol  (30) 

Gentamicin  (10) 

Kanamycin  (30) 

Polymyxin  B (300  U.) 

Tetracycline  (30) 


Number  of 
Laboratories 
Reporting 


294 

246 

292 

231 

292 

291 

273 

271 

262 

268 

262 

172 

270 

253 

262 

267 
260 
176 

268 


Susceptible 


-Interpretation  (Per  Cent)- 
Intermediate 


293  (99.7) 
237  (96.3) 
288  (98.6) 
211  (91.3) 
269  (92.2) 
287  (98.6) 

250  (91.6) 
203  (74.9) 
259  (98.8) 
267  (99.6) 
257  (98.1) 
160  (93) 
253  (93.7) 

232  (91.7) 
3 (1.1) 
264  (98.9) 
257  (98.8) 
155  (88.1) 
11  (4.1) 


0 (0) 

4 (1.7) 

3 (1) 

8 (3.5) 
13  (4.4) 
3(1) 

12  (4.4) 
54  (19.9) 

1 (0.4) 

0 (0) 

5 (1.9) 

9 (5.2) 

13  (4.8) 

13  (5.1) 

1 (0.4) 

2 (0.7) 

3 (1.2) 
15  (8.5) 
21  (7.8) 


Resistant 


1 (0.3) 

5 (2) 

1 (0.4) 
12  (5.2) 

10  (3.4) 

1 (0.4) 

11  (4) 

14  (5.2) 

2 (0.8) 

1 (0.4) 
0(0) 
3(1.8) 

4 (1.5) 

8 (3.2) 
258  (98.5) 
1 (0.4) 

0 (0) 

6 (3.4) 
236  (88.1) 


*S.  aureus  cultures  were  submitted  to  314  laboratories  in  September, 1 975. 
atories  in  November,  1 975. 


E.  coli  and  P.  aeruginosa  cultures  were  sent  to  277  labor- 


FIGURE  1.  Diameters  of  inhibition  zones  in  antibiotic  disk  susceptibility  tests  reported  by  participating  laboratories.  Antibiotic 
concentrations  shown  on  Table  I. 


March  1977/New  York  State  Journal  of  Medicine  371 


TABLE  II.  Range  of  inhibition  zones  (diameter  in  millimeters)  for  Staphylococcus  aureus  (AT CC  25923) 
Escherichia  coli  (ATCC  25922),  and  Pseudomonas  aeruginosa  (ATCC  27853) 


Organism  and  Antibiotic* 


r Participants’  Findings 

, In  Range 

Number  Zone  Range  Per 

Reporting  (Mean±  1 S.D.)  Number  Cent 


rFDA  and  NCCLS  Standards^ 

Zone  Range  r — -In  Range 

(Mean  + Per 

1 S.D.)  Number  Cent 


Staphylococcus  aureus  (ATCC  25923) 


Cephalothin 

261 

26.6  to  37 

195 

74.7 

25  to  37 

215 

82.4 

Clindamycin 

225 

19.5  to  27.7 

187 

83.1 

23  to  29 

133 

59.1 

Erythromycin 

257 

20  to  28.4 

219 

85.2 

22  to  30 

189 

73.5 

Methicillin 

205 

13.5  to  22.3 

163 

79.5 

17  to  22 

115 

56.1 

Penicillin  G 

256 

26.1  to  38.3 

202 

78.9 

26  to  37 

196 

76.6 

Tetracycline 

258 

21.1  to  29.5 

210 

81.4 

1 9 to  28 

209 

81 

Escherichia  coli  (ATCC  25922) 

Ampicillin 

248 

14.8  to  20.8 

204 

82.3 

15  to  20 

187 

75.4 

Cephalothin 

248 

15.3  to  21.3 

200 

80.6 

18  to  23 

161 

64.9 

Chloramphenicol 

237 

21  to  27.8 

189 

79.7 

21  to  27 

173 

73 

Gentamicin 

246 

18.6  to  25.6 

192 

78 

19  to  26 

192 

78 

Kanamycin 

239 

18.9  to  24.9 

204 

85.4 

17  to  25 

214 

89.5 

Polymyxin  B 

160 

11.8  to  16.6 

138 

86.3 

12  to  16 

133 

83.1 

Tetracycline 

247 

18.5  to  25.7 

199 

80.6 

18  to  25 

193 

78.1 

Pseudomonas  aeruginosa  (ATCC  27853) 

Carbenicillin 

220 

16.5  to  23.7 

174 

79.1 

20  to  24 

130 

59.1 

Chloramphenicol 

230 

5.2  to  8.6 

217 

94.3 

Gentamicin 

245 

15.3  to  21.3 

207 

84.5 

16  to  21 

188 

72.7 

Kanamycin 

239 

20.4  to  26 

198 

82.8 

Polymyxin  B 

161 

11.6  to  16.8 

135 

83.9 

Tetracycline 

241 

7.7  to  13.7 

182 

75.5 

* Concentrations  shown  on  Table  I 


manufacturer.  With  the  antibiotic  disks  that  dif- 
fered, the  British  sources  gave  wider  zones  than  the 
American  and  Swedish  disks.  As  Brown  and  Kothari 
stated,  the  United  States  is  the  only  country  that  has 
statutory  limits  for  acceptable  variations  in  the  an- 
tibiotic contents  of  disks.  Because  this  regulation 
greatly  improves  the  quality  and  uniformity  of  the 
sensitivity  disks,  participants  in  the  present  study 
were  not  asked  to  use  a specific  manufacturer’s  disk. 
Instead,  each  employed  whatever  disk  it  uses  rou- 
tinely. 

In  1975,  in  Wright’s7  partial  evaluation  of  sus- 
ceptibility testing  by  40  U.S.  laboratories,  coded 
antibiotic  disks  were  sent  to  participants,  but  the 
laboratories  used  their  own  S.  aureus  and  E.  coli 
reference  cultures.  The  zone  ranges  reported  by  him 
for  those  antibiotics  used  in  our  study  agreed  with 
those  reported  by  the  FDA  and  NCCLS,  except  that 
E.  coli  tested  with  ampicillin  seems  to  have  shifted 
upward. 

The  number  of  laboratories  in  our  study  reporting 
zone  sizes  was  less  than  the  number  reporting  the 
interpretation,  probably  because  a clinical  suscep- 
tibility report  to  the  physician  gives  the  interpreta- 
tion rather  than  the  zone  size.  Despite  this,  the  re- 
sults of  this  study  reveal  a remarkably  high  repro- 
ducibility in  susceptibility  reporting  among  the 
participating  laboratories.  Wright7  reported  an 
upward  shift  of  the  E.  co/i/ampicillin  range,  and  we 


observed  slight  shifts  in  more  than  a third  of  the 
ranges  we  determined  that  could  be  compared  with 
the  standards.  It  is  possible  that  the  inhibition  zone 
diameter  ranges  for  test  control  strains  have  shifted 
slightly  since  they  were  determined  by  the  FDA  and 
NCCLS. 

This  study  also  provides  information  on  the  zone 
ranges  to  be  expected  for  the  new  P.  aeruginosa 
standard  culture  with  six  antibiotics. 
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Diagnostic  Vacuum 
Aspiration  Curettage 


TABLE  I.  Age  distribution  of  all  patients 
/ — Number  of  Patients- 


Age 

(years) 

Pre- 

meno- 

pausal 

Post- 

menopausal 

10  to  19 

3 

20  to  29 

18 

30  to  39 

40 

40  to  49 

86 

9 

50  to  59 

57 

62 

60  to  69 

15 

70  to  79 

8 

80  to  89 

2 

Totals 

204 

96 
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In  1925  Kelly1  reported  on  his  experience  with  office 
curettage  of  the  endometrial  cavity  on  unanesthe- 
tized patients.  A method  for  diagnostic  aspiration 
curettage  was  described  by  Novak  in  1935.2  Since 
then,  a multitude  of  methods  have  been  devised  to 
sample  the  endometrium.3-5  Jensen  and  Jensen,  in 
1968, h introduced  the  use  of  a vacuum  pump  for  en- 
dometrial aspiration  curettage.  This  was  followed 
by  other  reports  of  successful  experiences  with  in- 
office vacuum  curettage.7-14 

Vacuum  aspiration  curettage,  with  the  currently 
available  apparatus  (Vabra*),  finds  an  ever-in- 
creasing  applicability  in  gynecologic  practice.  This 
procedure  is  convenient  for  the  outpatient,  safer  than 
conventional  dilatation  and  curettage  utilizing  gen- 
eral anesthesia,  avoids  prolonged  recuperation,  and 
is  less  costly  than  other  methods.  A tissue  diagnosis 
is  readily  available,  and  patients  debilitated  by  age 
and  medical  complications  can  often  be  spared  hos- 
pitalization and  general  anesthesia  with  its  attendant 
risks.  In  addition,  therapy  can  be  instituted  and 
followed  with  repeated  sampling.  We  would, 
therefore,  like  to  add  our  experience  with  this  rela- 
tively new  diagnostic  tool. 

* Cooper  Laboratories,  Inc.,  Wayne,  New  Jersey  07470. 


Materials  and  methods 

1'his  study  was  performed  during  the  period  from 
January,  1973,  to  September,  1975,  on  300  patients 
from  the  Bellevue  Hospital  Center  Clinic,  New  York 
University  Medical  Center,  and  Booth  Memorial 
Medical  Center.  The  patients  were  both  clinic  and 
private  patients.  The  procedures  were  performed 
by  supervised  house  staff  or  attending  physicians. 
All  patients  on  whom  the  procedure  was  performed 
diagnostically  are  included  in  the  study. 

Patients  were  seen  in  consultation  for  a vaginal 
bleeding  abnormality.  The  patients  were  completely 
evaluated  for  all  possible  causes  of  bleeding.  If  the 
situation  was  not  considered  to  be  an  emergency,  the 
procedure  was  performed  as  soon  as  mutually  con- 
venient. After  a thorough  vaginal  examination,  a 
bivalve  speculum  was  inserted,  the  cervix  and  vagina 
cleaned  with  povidone-iodine  (Betadine)  solution, 
and  the  anterior  lip  of  the  cervix  grasped  with  a 
tenaculum.  The  aspiration  cannula  was  then  gently 
passed  through  the  cervical  os  without  prior  dilata- 
tion. If  necessary,  paracervical  anesthesia  was  em- 
ployed. The  pressure-equalizing  holes  were  then 
occluded  after  the  pump  had  been  activated.  A 
gentle  up  and  down  and  slowly  rotating  motion  was 
employed.  After  every  few  strokes,  the  cannula  was 
withdrawn  to  allow  the  specimen  to  be  drawn  into  the 
catch  chamber.  After  the  procedure,  the  specimen 
was  fixed  with  4 per  cent  formaldehyde  in  the  same 
catch  chamber,  and  the  patient  was  allowed  to  rest 
on  the  table  until  she  felt  comfortable.  Patients  all 
went  home  within  40  minutes  after  the  procedure  and 
were  advised  to  notify  the  physician  if  they  experi- 
enced increased  bleeding,  abdominal  pain,  or 
fever. 

Results 

Patients  are  divided  into  premenopausal  and 
postmenopausal  categories.  The  age  distribution  of 
patients  under  study  is  shown  in  Table  I.  Most  pa- 
tients reported  a sensation  of  pelvic  discomfort 
during  the  course  of  the  procedure,  but  only  28  pa- 
tients required  paracervical  anesthesia  to  complete 
the  procedure.  In  general,  patients  requiring  para- 
cervical anesthesia  were  nulliparous  or  many  years 
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TABLE  II.  Concurrent  gynecologic  and 
medical  problems 


Condition 

Number  of 
Patients 

Hypertension 

38 

Diabetes 

18 

Cardiac  disease 

22 

Respiratory  disease 

8 

Hyperthyroidism 

6 

Brain  tumor 

1 

Leiomyomata  uteri 

52 

Total 

145 

TABLE  III.  Indications  for  vacuum  curettage 

Number  of 

Condition 

Patients 

Postmenopausal  bleeding 

96 

Menometrorrhagia 

86 

Menorrhagia 

35 

Perimenopausal  bleeding 

30 

Metrorrhagia 

23 

Infertility 

12 

Dysfunctional  uterine  bleeding 

10 

Persistent  breakthrough  bleeding 

4 

Amenorrhea 

2 

Polymenorrhea 

1 

Severe  dysmenorrhea 

1 

Total 

300 

postmenopausal  with  a stenotic  external  cervical  os. 
There  were  no  immediate  complications  of  the  pro- 
cedure noted.  Indeed,  only  one  complication  was 
described,  and  this  was  an  unrecognized  perforation 
of  the  uterus  in  a premenopausal  patient.  It  was  only 
after  the  pathology  report  of  “adipose  tissue”  was 
received  that  the  complication  was  appreciated. 
Careful  observation  of  this  patient  was  uneventful. 
As  demonstrated  in  Table  II,  145  patients,  or  31  per 
cent  of  patients  in  the  study,  had  concurrent 
gynecologic  or  medical  problems.  Many  of  these 
patients  were  significant  surgical  risks;  74  patients 
in  the  study  had  had  a previous  dilatation  and  cu- 
rettage within  five  years  for  abnormal  vaginal 
bleeding. 

The  indications  for  vacuum  curettage  are  listed  in 
Table  III;  Table  IV  summarizes  the  pathologic 
findings.  Of  note  are  26,  8.7  per  cent,  cases  of  hy- 
perplasia and  10,  3.3  per  cent,  carcinomas  diagnosed 
by  vacuum  aspiration  curettage.  Among  the  pre- 
menopausal patients,  eight  3.9  per  cent,  conventional 
dilatations  and  curettages  were  performed  for  per- 
sistent bleeding,  all  of  which  yielded  the  same 
pathologic  findings  as  the  vacuum  apparatus  speci- 
men. Hormonal  therapy  was  instituted  in  23  pa- 
tients to  regulate  the  bleeding.  Fifteen  hysterec- 
tomies, with  or  without  removal  of  the  adnexa,  were 
performed  for  concurrent  gynecologic  problems  such 
as  leiomyoma  uteri  or  stress-urinary  incontinence, 
and  in  none  of  these  was  the  pathologic  condition 
more  serious  than  in  that  of  the  aspiration  speci- 
men. 

In  the  premenopausal  patients,  glandular  hyper- 


A series  of  300  cases  of  diagnostic  outpatient  vacuum 
aspiration  curettage  is  presented.  The  efficacy  of 
this  relatively  new  tool  is  explored,  with  particular 
reference  to  its  usefulness  in  the  diagnosis  and 
management  of  endometrial  tumors.  Indications 
and  contraindications  for  this  method  of  endometrial 
sampling  are  discussed. 


TABLE  IV. 

Pathologic  diagnoses 

''Number  of  Patients  ^ 

Pre- 

Post- 

meno- 

meno- 

Pathologic  Diagnosis 

pausal 

pausal 

Proliferative 

114 

26 

Secretory 

37 

3 

Endometritis 

acute 

3 

1 

chronic 

2 

Inactive 

11 

21 

Menstrual 

11 

1 

Polyp 

endocervical 

1 

endometrial 

4 

5 

Decidua 

6 

Senile 

5 

Mixed 

2 

Hyperplasia 

glandular 

9 

12 

adenomatous 

3 

atypical 

2 

Adenocarcinoma 

2 

7 

Carcinoma  of  cervix 

1 

Insufficient  tissue 

2 

8 

Miscellaneous 

1 

Totals 

204 

96 

plasia  was  followed  with  observation  and  repeat  en- 
dometrial sampling  as  deemed  necessary.  When  a 
diagnosis  of  adenocarcinoma  was  made,  the  patient 
was  notified  immediately;  an  office  endocervical 
curettage  and  cervical  biopsies  were  performed,  and 
the  patient  was  admitted  to  the  hospital  for  surgery. 
In  this  series,  after  essential  laboratory  data  had  been 
obtained,  two  total  abdominal  hysterectomies  with 
bilateral  salpingo-oophorectomy  were  performed  for 
adenocarcinoma  in  the  premenopausal  group.  One 
case  was  a Stage  IIA  adenocarcinoma  with  endocer- 
vical extension  that  was  first  diagnosed  as  a case  of 
menorrhagia;  the  other  was  a Stage  IA  adenocarci- 
noma that  was  originally  considered  menometror- 
rhagia.  Both  patients  received  external  beam  col- 
balt-60  radiotherapy  and  a vaginal  radium  applica- 
tion subsequent  to  surgery,  and  are  both  alive  and 
well,  postoperatively. 

In  the  postmenopausal  group  only  two,  2 per  cent, 
subsequent  dilatations  and  curettages  were  per- 
formed for  recurrent  symptoms,  again  with  the  same 
benign  pathologic  diagnosis  as  the  aspiration  speci- 
men. Only  three  hysterectomies  were  performed  for 
concurrent  gynecologic  disease,  with  benign  diag- 
noses. A total  of  25  patients  were  receiving  meno- 
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pausal  estrogen-replacement  therapy  in  this  group. 
Of  these  patients  seven,  28  per  cent,  had  glandular 
hyperplasia  and  two,  8 per  cent,  adenomatous  hy- 
perplasia; there  was  no  carcinoma  in  this  group. 
Estrogen  replacement  was  discontinued  in  those 
patients  with  glandular  hyperplasia,  and  a repeat 
endometrial  sampling  was  performed  as  necessary. 
In  all  postmenopausal  patients,  3 vaginal  hysterec- 
tomies and  2 abdominal  hysterectomies  with  bilateral 
adnexectomy  were  performed  for  adenomatous  or 
atypical  hyperplasia.  One  patient  with  severe  atyp- 
ical adenomatous  hyperplasia  was  found  to  have  a 
small  superficial  focus  of  adenocarcinoma  at  the 
uterine  fundus  in  the  hysterectomy  specimen.  This 
was  the  only  incident  where  the  aspiration  specimen 
was  of  a lesser  diagnosis  than  was  the  final  pathologic 
finding. 

Of  the  eight  patients  with  carcinoma  in  this  group, 
six  had  total  abdominal  hysterectomies  with  bilateral 
adnexectomies,  after  an  office  endocervical  curettage, 
within  10  days  of  the  aspiration  diagnosis.  Five  were 
shown  to  have  Stage  IA  adenocarcinomas  with  su- 
perficial invasion,  and  one  had  invasion  of  one  third 
the  thickness  of  the  myometrium.  All  patients  are 
alive  and  well  subsequent  to  radiotherapy  six  months 
to  one  year  postoperatively.  One  patient  was  too 
medically  debilitated  for  surgical  intervention  and 
received  radiotherapy.  Two  repeat  aspiration 
biopsies  were  performed  in  this  patient  with  pa- 
thology reports  consistent  with  radiation  changes. 
Invasive  carcinoma  of  the  cervix  was  diagnosed  in  one 
severely  debilitated  patient  who  subsequently  died 
of  metastatic  disease. 

Advantages  of  cannula 

Endometrial  biopsies  have  been  done  in  an  am- 
bulatory setting  for  many  years.  Until  the  devel- 
opment of  the  suction  apparatus  its  use  was  confined 
mainly  to  the  acquisition  of  an  endometrial  sample 
as  part  of  an  infertility  work-up,  and  before  admis- 
sion to  the  hospital  to  establish  a diagnosis  of  carci- 
noma of  the  endometrium  in  those  women  in  whom 
the  clinical  history  and  physical  findings  were  suffi- 
ciently suggestive.  Hofmeister15  reported  on  a large 
series  of  routine  endometrial  samplings  as  an  office 
procedure.  The  specific  advantages  of  the  vacuum 
apparatus  cannula  are  severalfold:  (1)  its  small  di- 
ameter precludes  the  necessity  for  dilating  the  cervix 
and  thereby  eliminates  the  necessity  for  anesthesia, 
even  in  older  women  with  stenosis  of  the  cervical 
canal,  (2)  by  aspiration,  somew'hat  more  tissue  be- 
comes available  than  with  the  conventional  tech- 
niques, (3)  the  procedure  is  most  useful  for  the  aged 
or  medically  debilitated  patient  who  constitutes  a 
poor  surgical  risk,  (4)  it  is  a useful  procedure  for  fol- 
lowing response  to  hormonal  or  radiation  therapy,  (5) 
repeated  specimens  may  be  obtained  from  patients 
with  endometrial  hyperplasia  where  progression  of 
the  disease  may  be  anticipated,  and  (6)  a low  com- 
plication rate,  only  1 per  300,  0.3  per  cent,  in  this 


study.  Before  opening  the  individually  wrapped, 
disposable  vacuum  apparatus  unit,  one  should  at- 
tempt to  pass  an  oridinary  uterine  sound  or  probe 
into  the  endometrial  cavity  to  establish  that  patency 
exists. 

Disadvantages  of  cannula 

There  are  three  principal  disadvantages  of  an 
ambulatory  vacuum  apparatus  aspiration  when 
compared  with  diagnostic  dilatation  and  curettage 
carried  out  in  the  operating  room  under  general  an- 
esthesia. These  are:  (1)  patient  discomfort,  which 
is  present  to  some  degree  in  almost  every  case  and  is 
intolerable  in  very  few,  (2)  the  inability  to  assess  the 
pelvic  organs  under  general  anesthesia  and  to  dis- 
cover occult  adnexal  masses  in  moderately  obese 
women,  and  (3)  the  inability  to  dilate  the  cervix  fully 
and  attempt  to  remove  polyps  or  pedunculated 
submucous  myomas,  especially  today  when  these 
may  be  visualized  by  hysteroscopy.  The  contrain- 
dications to  the  use  of  vacuum  curettage  that  we 
recognized  in  this  series  are:  (1)  profuse  uterine 
bleeding;  (2)  cervical  obstruction,  for  example,  from 
tumor,  leiomyoma,  or  trauma;  (3)  presence  of  known 
active  pelvic  infection;  (4)  presence  of  a known  in- 
trauterine gestation;  and  (5)  an  anxious  patient  un- 
able to  remain  quietly  on  the  examining  table. 

Over  two  thirds  of  the  patients  in  this  study  were 
between  40  to  65  years  of  age,  with  various  menstrual 
bleeding  abnormalities,  that  is,  acyclic  bleeding, 
prolonged  menses,  postcoital  bleeding,  intermen- 
strual  staining,  spontaneous  postmenopausal 
bleeding,  or  bleeding  associated  with  the  adminis- 
tration of  estrogenic  hormones. 

Problems  encountered 

The  principal  concern  was  to  rule  out  the  presence 
of  an  occult  tumor  of  the  uterus,  either  endometrial 
or  endocervical.  The  effectiveness  of  the  procedure 
is  only  partly  revealed  by  the  histologic  summaries. 
As  shown,  only  one  patient  was  found  to  have  ade- 
nocarcinoma of  the  endometrium,  whose  initial  as- 
piration specimen  showed  a lesser  diagnosis,  that  is, 
severe  atypical  adenomatous  hyperplasia.  Although 
the  majority  of  these  patients  have  been  seen  in  fol- 
low-up, we  cannot  state  with  absolute  certainty  at 
this  time  that  every  woman  whose  endometrial  bi- 
opsy findings  were  within  normal  limits  did,  indeed, 
not  have  an  occult  tumor.  These  disadvantages 
seemed  to  be  outweighed  by  the  compelling  factors 
of  convenience  and  economics,  which  makes  it  so 
much  more  desirable  to  transpose  this  diagnostic 
procedure  into  an  ambulatory  setting.  In  those  cases 
in  which  the  patient  persists  in  having  vaginal 
bleeding  despite  normal  histologic  findings  obtained 
by  aspiration  curettage,  the  gynecologist  should  not 
hesitate  to  arrange  for  diagnostic  curettage  under 
general  anesthesia  to  procure  the  aforementioned 
advantage.  In  this  study,  2 to  4 per  cent  of  post- 
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menopausal  and  premenopausal  patients,  respec- 
tively, have  required  diagnostic  curettage. 

Other  problems  that  may  be  encountered  are  cases 
in  which  only  fragments  of  polyps  are  removed.  Due 
to  the  low  malignant  potential  of  such  tissue,  we  have 
observed  these  patients  and  either  repeated  the  as- 
piration curettage  or  performed  a conventional  cu- 
rettage if  the  symptoms  recurred.  -In  those  post- 
menopausal patients,  in  whom  a pathologic  diagnosis 
of  insufficient  tissue  or  senile  endometrium  is  en- 
countered, we  have  observed  for  recurrent  bleeding 
and  have  repeated  the  vacuum  curettage  or  per- 
formed a dilatation  and  curettage  as  the  case  war- 
ranted. Our  overall  satisfaction  with  the  general 
quality  of  the  vacuum  sample  has  afforded  some  se- 
curity in  observing  individual  patients  for  recurrence 
of  symptoms. 

There  are  several  technical  points:  (1)  Sounding 
of  the  uterus  or  the  insertion  of  any  instrument 
through  a tight  internal  cervical  sphincter  has  been 
known  to  produce  autonomic  reactions  associated 
with  bradycardia,  and  in  some  cases  seizures  and 
shock.  Although  one  should  be  prepared  for  this 
complication,  the  severity  of  the  reaction  is  usually 
much  worse  in  younger  women.  (2)  Perforation  of 
the  uterus  is  an  ever-present  hazard  with  the  inser- 
tion of  any  instrument  into  the  cervical  canal.  The 
application  of  suction  through  a small  sharp  instru- 
ment such  as  the  vacuum  apparatus  creates  a very 
serious  potential  for  injury  to  the  bowel,  which  should 
not  be  underestimated.  (31)  If  the  vacuum  apparatus 
aspiration  is  to  be  used  prior  to  performing  hyster- 
ectomy for  otherwise  benign  disease  in  women  with 
normal  menses,  this  aspiration  should  be  done  more 
than  a week  prior  to  the  anticipated  surgery,  to  avoid 
a low-grade  endometritis  that  might  follow  the  as- 
piration biopsy  and  might  contribute  to  more  serious 
morbidity  following  hysterectomy.  (4)  In  women 
with  persistent  abnormal  bleeding,  whose  endo- 
metrial biopsy  findings  revealed  normal  histologic 
conditions,  one  should  not  overlook  the  possible 


Fetal  alcohol  syndrome: 

Experience  with  41  patients 

The  findings  of  Hanson,  Smith,  and  Jones  in  41  children 
with  fetal  malformations  born  to  alcoholic  mothers  agree 
with  the  pattern  of  abnormalities  independently  reported 


presence  of  polyps  or  submucous  myomas,  and  these 
may  be  identified  best  either  by  hysterosalping- 
ography  or  hysteroscopy. 

Summary 

This  series  is  comprised  mainly  of  women  with 
abnormal  bleeding  near  the  menopause,  in  whom  the 
physician  wished  to  rule  out  carcinoma  as  rapidly  and 
efficiently  as  possible.  Toward  this  end,  the  vacuum 
apparatus  aspiration  procedure  has  proved  itself 
adequate  to  the  task. 
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from  France  in  127  offspring  of  chronic  alcoholics.  The 
pattern  of  defects  includes  prenatal  and  postnatal  growth 
deficiency,  small  head  size  with  mental  subnormality,  and 
facial  abnormalities  allowing  for  recognition  of  the  disorder 
in  infancy.  J.A.M.A.  235:  1458  (Apr.  5)  1976 
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Hr1  ff/  Hearing  losses 
XJ  y are  among  the  most 


/ consistently  neglected 
y health  problems.  Many 

Tr  o m rn  T n m n t V A OT  T\^  people  with  them  won't  even 

Xj  O 1 Xj  Ls  i_i  1 L L I D 1/  admit  it  to  themselves,  let  alone 

/ others.  A little  encouragement  may 
y start  them  thinking  about  themselves 

COMFORTABLE  HEARING/  Thais  Xywhe  offenng  you  the  poster 

y shown  here.  You  can  hang  it  on  the  wall  or  stand 
✓ it  on  a small  table.  It  comes  with  booklets  called  "As 
INVESTMENT  OF  A FEW  MI  ty  precious  as  sight"  that  give  your  patients  some  basic 

y lacts  about  auditory  testing  and  hearing  losses  and  how 
y easy  they  are  to  correct  in  many  cases. 
y Wnte  to  us  for  your  free  poster  and  booklets.  They  just 

y might  help  you  to  help  some  patients  who  aren't  hearing  as  well 
y as  they  used  to.  Even  those  who  ordinarily  wouldn't  hear  of  it. 
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Chloramphenicol  was  first  isolated  in  1947  from 
a species  of  Streptomyces  derived  from  a soil  sample 
and  used  later  that  year  against  an  outbreak  of  epi- 
demic typhus  in  Bolivia  with  great  success.1  Initial 
enthusiasm  for  the  drug  following  its  commercial 
release  in  1949  was  soon  tempered  by  reports  of  he- 
matopoietic toxicity  in  the  early  1950s  and  later  by 
a number  of  nation  and  statewide  surveys  which 
documented  the  nature  and  frequency  of  chloram- 
phenicol-associated blood  dyscrasias.2-6  The 
availability  of  ampicillin,  which  provided  broad- 
spectrum  coverage  without  major  toxicity,  also  con- 
tributed to  chloramphenicol’s  fall  from  grace.  Yet 
the  value  of  chloramphenicol  in  the  management  of 
certain  life-threatening  infections,  notably  menin- 
gitis and  salmonellosis,  was  not  questioned.  Thus, 
in  one  memorable  “grand  rounds”  confrontation  in 
1960  attended  by  one  of  the  authors  (MEP),  a re- 
spected hematologist,  William  Dameshek,  M.D., 
denounced  chloramphenicol  as  a poison,  while  an 
equally  reknowned  infectious  disease  expert,  Louis 
Weinstein,  M.D.,  shook  his  head  in  obvious  dis- 
agreement. Over  a period  of  years,  neither  expert 
was  observed  to  alter  his  opinion. 

However,  as  improved  technology  in  the  1970s 
made  possible  the  growth  in  laboratory  media  of 
fastidious  anaerobes,  recognition  of  their  pathogenic 
role  in  human  disease  led  to  a reevaluation  of  then- 
current  antibiotics  and  a resurgence  of  interest  in 
chloramphenicol.7  Today,  chloramphenicol,  or 
clindamycin,  are  considered  the  major  drugs  for 
treatment  of  anaerobic  infections  in  organs  and  sites 
below  the  diaphragm.8  Initial  treatment  of  bacterial 
meningitis  in  children  with  chloramphenicol  is  again 


recommended,9  and  chloramphenicol  has  reassumed 
a major  role  in  the  chemotherapy  of  infection. 

Characteristics 

Mechanism  of  action  and  spectrum.  Chlor- 
amphenicol inhibits  protein  synthesis  in  bacteria  by 
suppressing  peptidyl  transferase  activity  on  the 
larger,  50  S,  subunit  of  the  bacterial  ribosome,  the 
organelle  factory  for  the  production  of  proteins.  It 
is  primarily  a bacteriostatic  agent,  effective  in  vitro 
against  a variety  of  gram-negative  aerobes  except 
Serratia  and  Pseudomonas  strains.  Pneumococci, 
many  streptococci,  and  most  staphylococci  are  sup- 
pressed by  the  agent.  Chloramphenicol  is  effective 
against  Actinomyces  species,  Bacillus  anthracis, 
Corynebacterium  diphtheriae,  and  strains  of  Clos- 
tridia, Listeria,  Bartonella,  Leptospira,  Chlamydia, 
Mycoplasma,  and  Rickettsiae.  It  is  one  of  a limited 
number  of  available  drugs  that  inhibit  Bacteroides 
fragilis,  an  important  anaerobic  bacterial  pathogen. 
Although  truly  a broad-spectrum  antimicrobial 
agent,  chloramphenicol  is  the  drug  of  choice  in  only 
selected  infections. 

Absorption,  excretion,  and  interaction  with 
other  drugs.  Intramuscular  administration  is  not 
recommended  because  plasma  levels  of  the  active 
drug  are  less  adequate  than  those  achieved  with  the 
same  dose  given  by  the  oral  or  intravenous  routes.1 
After  an  oral  dose,  peak  plasma  levels  are  achieved 
in  about  two  hours.  Chloramphenicol’s  half-life  is 
one  and  one-half  to  three  and  one-half  hours,  with 
virtually  no  drug  detectable  in  the  plasma  approxi- 
mately 18  hours  after  a single  dose.  Since  the  drug 
is  inactivated  primarily  by  the  transformation  to  its 
glucuronide  in  the  liver,  its  half-life  correlates  well 
with  the  plasma  bilirubin  concentration.  Penetra- 
tion of  body  fluids,  including  CSF  (cerebrospinal 
fluid)  and  bile,  is  excellent,  yet  only  5 to  10  per  cent 
is  excreted  in  the  active  form  by  the  kidney.  These 
attributes  account  for  the  drug’s  value  in  treating 
bacterial  meningitis  and  its  relative  safety  in  patients 
with  reduced  renal  function.  Chloramphenicol  in  2- 
Gm.  daily  doses  has  been  shown  to  prolong  the  half- 
lives  of  tolbutamide,  diphenylhydantoin,  and 
bishydroxycoumarin  two-  and  threefold.10 

Dosage.  The  usual  dosing  regimen  is  50  to  100 
mg.  per  kilogram  per  day  intravenously  or  orally  in 
four  doses  given  at  six-hour  intervals.  In  premature 
and  newborn  infants,  doses  of  25  mg.  per  kilogram 
should  not  be  exceeded  because  higher  doses  may  be 
quickly  lethal1  l;  other  side-effects  are  discussed  later. 
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Moderate  adjustments  are  required  in  patients  with 
hepatic  and  renal  disease.12 

Usage  and  bacterial  resistance.  Chloram- 
phenicol availability  and  usage  varies  widely 
throughout  the  world.  In  Egypt,  Greece,  Thailand, 
and  Turkey,  the  drug  may  be  purchased  without  a 
prescription;  yet  in  New  Zealand,  chloramphenicol 
may  be  prescribed  only  by  specialists.13  A recent 
study  in  the  United  States  reports  the  astonishing 
fact  that  in  1973  to  1974,  approximately  half  the 
chloramphenicol  prescribed  for  outpatients  in  the 
Tennessee  Medicaid  program  was  directed  against 
upper  respirator’  infections.14  Because  of  such 
worldwide  indiscriminate  use  of  the  antibiotic,  many 
nonpathogenic  intestinal  bacteria  now  carry  R factors 
for  chloramphenicol,  and  chloramphenicol-resistant 
typhoid  bacilli  have  been  noted  with  increasing  fre- 
quency in  Mexico,  India,  Vietnam,  and  Thailand.15-17 
Equally  alarming  is  the  emergence  of  chloram- 
phenicol resistance  in  Hemophilus  influenzae,  with 
three  infections  due  to  resistant  organisms  recently 
reported  from  three  separate  countries.18 

Side-effects.  Following  oral  administration, 
adverse  manifestations  including  nausea,  vomiting, 
unpleasant  taste,  diarrhea,  and  perineal  irritation 
may  be  observed.  Simple  diarrhea,  however,  must 
be  differentiated  from  enterocolitis  due  to  resistant 
bacteria,  notably  Staphylococcus  aureus,  a dan- 
gerous superinfection.  Optic  neuritis  has  been  ob- 
served to  occur  in  3 to  5 per  cent  of  patients  with 
cystic  fibrosis.  The  “gray  syndrome”  may  occur  in 
neonates  from  two  to  nine  days  after  initiation  of 
chloramphenicol,  with  listlessness  and  disturbed 
respiration  leading  to  flaccidity,  an  ashen-gray  color, 
and  hypothermia.  The  gray  syndrome  is  presumably 
caused  by  failure  of  the  immature  liver  and  kidney 
to  metabolize  chloramphenicol  and  results  in  a fa- 
tality rate  of  up  to  40  per  cent.  This  may  be  avoided 
by  restricting  drug  doses  to  25  mg.  per  kilogram  or 
less  in  children  one  month  of  age  or  younger.1 

Hematologic  toxicity 

The  most  important  of  the  adverse  reactions  due 
to  chloramphenicol  are  those  of  the  hematologic 
system.  Chloramphenicol  has  been  associated  with 
two  types  of  blood  dyscrasia.19  The  first,  common 
and  apparently  reversible,  manifests  itself  as  matu- 
ration arrest  in  the  marrow,  vacuolization  of  eryth- 
roid  and  myeloid  precursors,  and  reticulocytopenia.20 
Anemia,  leukopenia,  or  thrombocytopenia  may  re- 
sult. Anemia  may  be  preceded  by  abnormalities  of 
iron  metabolism  with  an  increase  in  both  plasma  and 
iron  transferrin  saturation  with  time.21  A dose  re- 
lationship has  been  documented  by  Scott  et  al.,22  who 
demonstrated  that  changes  in  reticulocyte  count, 
plasma  o9Fe  (radioactive  isotope  of  iron)  clearance, 
serum  iron,  and  platelet  counts  in  patients  receiving 
2 Gm.  per  day  did  not  differ  significantly  from  con- 
trols. At  doses  of  4 Gm.  per  day,  however,  anemia 
occurs  commonly.1  Electronmicroscope  studies  of 


bone-marrow  samples  from  patients  receiving 
chloramphenicol  have  demonstrated  a direct  corre- 
lation between  the  severity  of  mitochondrial  ultra- 
structural  changes,  the  degree  of  IBG  (iron  binding 
globulin)  saturation,  and  serum  levels  of  free  chlor- 
amphenicol.23 All  bone-marrow  cells  were  affected, 
with  ultrastructural  changes  present  at  the  same  time 
that  therapeutic  concentrations  of  the  drug  were 
present  in  plasma.  These  observations  may  account 
for  the  chloramphenicol-induced  inhibition  of  mi- 
tochondrial protein  synthesis  noted  by  others.24,25 

The  second  type  of  blood  dyscrasia,  aplastic  ane- 
mia, is  irreversible,  fatal  in  50  per  cent  or  more  of 
affected  patients,26,27  not  necessarily  dose-related, 
and  characterized  by  pancytopenia,  with  a hypo-  to 
hypercellular  marrow.28  A latent  period  of  2 weeks 
to  12  months  between  discontinuance  of  the  antibi- 
otic and  the  development  of  pancytopenia  has  been 
reported.19,26-30  The  poorest  prognosis  is  seen  in 
patients  who  developed  aplastic  anemia  two  months 
or  more  after  stopping  the  drug.30  Acute  leukemia 
following  aplastic  anemia  is  a rare  complication.28,31 
The  risk  of  developing  aplastic  anemia  after  chlor- 
amphenicol administration  has  been  estimated  at  1 
in  40,800  for  a 4.5-Gm.  total  dose  and  1 in  24,500 
following  a 7.5-Gm.  dose,  the  latter  a risk  thirteen 
times  greater  than  predicted  for  a randomly  selected 
population  group.26 

The  pathogenesis  of  chloramphenicol-associated 
aplastic  anemia  is  unclear.  The  occurrence  of 
bone-marrow  aplasia  in  identical  twins  has  suggested 
a congenital  defect  in  marrow-cell  handling  of  the 
antibiotic  or  one  of  its  metabolites.32,33  Yunis34  has 
postulated  that  the  para-nitrosulfathiazole  group  of 
the  drug  may  inhibit  DNA  (deoxyribonucleic  acid) 
synthesis  in  bone-marrow  stem  cells  in  certain  ndi- 
viduals.  He  and  others  have  reported  that  thiam- 
phenicol,  a chloramphenicol  analogue  lacking  the 
para-nitrosulfathiazole  group,  regularly  causes 
erythroid  suppression  but  has  not  yet  been  shown  to 
cause  a case  of  fatal  aplastic  anemia.35  In  another 
study  Morley,  Trainor,  and  Remes36  ascribed  idi- 
osyncratic reactions  to  chloramphenicol  to  preex- 
isting marrow  damage.  Of  particular  interest  is  an 
observation  reported  by  Holt  in  196737  that  paren- 
terally  administered  chloramphenicol  has  not  been 
documented  to  have  caused  a single  case  of  aplastic 
anemia.  He  postulated  that  fatal  bone-marrow  de- 
pression resulted  when  colonic  bacteria  degraded 
chloramphenicol  to  toxic  metabolites.  In  a letter 
sent  out  to  many  U.S.  hospitals  in  1975,  Pai  ke,  Davis 
and  Company  reported  that  five  cases  of  aplastic 
anemia  attributed  to  parenteral  chloramphenicol  had 
appeared  in  the  medical  literature  since  Holt’s  orig- 
inal statement.38  Analysis  of  these  cases  by  the 
manufacturer  of  the  antibiotic  revealed  that  one 
patient  was  also  receiving  the  oral  form  of  the  drug, 
two  had  received  other  drugs  frequently  associated 
with  aplastic  anemia,  the  fourth  had  influenza,  and 
the  last  occurred  in  an  elderly  patient  statistically  at 
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risk  for  idiopathic  aplastic  anemia  by  virtue  of  her 
age.  No  subsequent  cases  of  aplastic  anemia  fol- 
lowing parenteral  chloramphenicol  have  been  re- 
ported to  the  company. 

The  relationship  of  the  reversible  to  the  irrevers- 
ible form  of  hematopoietic  toxicity  associated  with 
chloramphenicol  is  a matter  of  considerable  clinical 
importance  and  sharp  controversy.  Yunis  and 
Bloomberg19  argue  that  the  two  effects  are  unrelated, 
that  reversible  marrow  depression  is  a pharmacologic 
and  predictable  action  of  the  drug,  and  thus  contin- 
ued administration  of  the  drug'does  not  lead  to  fatal 
aplasia,  nor  does  early  discontinuation  prevent  it. 

Best26  studied  408  cases  of  chloramphenicol-as- 
sociated blood  dyscrasia  reported  to  the  AMA  Reg- 
istry on  Blood  Dyscrasias.  In  his  analysis,  a number 
of  the  cases  appeared  to  overlap  the  two  classifica- 
tions of  Yunis  and  Bloomberg.19  As  such,  a single 
pathogenic  mechanism  could  not  be  ruled  out.26 
Weisberger,  Wessler,  and  Avioli39  warned  against 
continuing  chloramphenicol  administration  when 
serum  iron  and  transferrin  saturation  rose  and  cited 
a case  of  aplastic  anemia  in  a young  man  after  treat- 
ment for  acne  with  2 Gm.  per  day  of  chloramphenicol 
for  18  months.  Weinstein40  stated  that  in  his  expe- 
rience aplastic  anemia  did  not  occur  if  chloram- 
phenicol therapy  was  discontinued  before  the  pe- 
ripheral white  blood  count  fell  below  4,000  per  cubic 
millimeter  or  the  number  of  granulocytes  below  40 
per  cent.  However,  this  clinical  point  was  omitted 
from  his  review  of  the  same  subject  in  a later  edition 
of  the  same  textbook.1  None  of  these  authors  make 
reference  to  route  of  administration  in  cases  studied 
as  a risk  factor  for  the  development  of  aplastic  ane- 
mia. 

Morley,  Trainor,  and  Remes36  recently  reported 
experimental  evidence  that  marrow  aplasia  following 
treatment  with  chloramphenicol  may  be  due  to 
preexisting  yet  clinically  undetectable  marrow 
damage.  For  their  study,  mice  with  residual  marrow 
damage  due  to  busulfan  had  a progressive  fall  in  the 
number  of  pleuripoter.tial  stem  cells  and  granulocytic 
progenitor  cells  following  exposure  to  low  levels  of 
chloramphenicol  succinate,  while  control  animals 
showed  no  evidence  of  toxicity.  More  than  half  of 
the  mice  with  residual  marrow  damage  had  entirely 
normal  hemograms  before  chloramphenicol  feeding 
was  begun.  The  authors  concluded  that  individual 
predisposition  to  marrow  effects  in  animals,  and,  by 
extrapolation,  in  man,  might  be  a consequence  of 
unrecognized  underlying  marrow  damage,  congenital 
or  acquired.  Yunis  and  Bloomberg19  might  thus 
have  studied  two  ends  of  a spectrum  and  not  two 
fixed  categories  of  adverse  response  to  chloram- 
phenicol. 

Available  data,  although  conflicting,  suggest  that 
chloramphenicol  toxicity  of  the  life-threatening  type 
is  less  likely  to  occur  during  or  after  parenteral  use 
of  the  drug  than  after  oral  use.  No  clear  evidence 
supports  the  commonly  held  belief  that  stopping  the 


drug  decreases  the  risk  of  fatal  bone-marrow  apla- 
sia. 

Chloramphenicol  versus  clindamycin 

Like  chloramphenicol,  clindamycin  is  effective 
against  anaerobes  when  administered  by  either  the 
oral  or  parenteral  route.  Because  clindamycin  does 
not  cross  the  blood-brain  barrier,  it  is  unsuitable  for 
the  treatment  of  brain  abscesses  or  as  an  adjunct  to 
surgery  in  the  management  of  suppurative  CNS 
(central  nervous  system)  infections,8  a disadvantage 
not  shared  with  chloramphenicol.  Failure  to  achieve 
a clinical  cure  has  been  documented  with  each  drug, 
however,  and  in  some  cases,  either  clindamycin  or 
chloramphenicol  was  effective  after  the  other  had 
failed.41-44 

Chloramphenicol  appears  to  be  generally  more 
effective  against  some  strains  of  Fusobacterium 
uarium  and  Clostridium  species,  particularly  Clos- 
tridium sporogenes,  Clostridium  tertium,  and 
Clostridium  ramosum. ' Although  associated  with 
mild  abnormalities  of  liver  function,  clindamycin  is 
relatively  free  of  serious  hepato-,  hemato-,  and  ne- 
phrotoxicity.45 Diarrhea  and  pseudomembranous 
colitis,  seen  more  often  with  the  oral  preparation,46 
causes  considerable  morbidity  but  has  not  apparently 
resulted  in  fatalities  in  recent  series.46-47  An  advi- 
sory committee  of  the  Food  and  Drug  Administration 
reviewed  data  on  clindamycin-associated  pseu- 
domembranous colitis  through  June,  1975,  and 
concluded  that  the  minimum  fatality  rate  was  one  to 
five  per  million  courses  given.48  A recent  report 
summarizing  data  from  26  investigators  offers  no 
answers  to  the  questions  of  the  incidence  of  clinda- 
mycin-colitis, its  pathogenesis,  nor  the  fatality  rate.49 
When  considering  fatal  side-effects  of  chloram- 
phenicol or  clindamycin,  the  clinician  may  wish  to 
recall  that  fatal  reactions  to  penicillin  in  the  United 
States  are  estimated  at  300  to  500  cases  per  year.50 

Indications  and  conclusion 

Chloramphenicol  is  the  drug  of  choice  for  typhoid 
fever  and  invasive  salmonellosis  when  caused  by 
susceptible  strains,  for  presumptive  bacterial  men- 
ingitis in  children,  for  bacterial  meningitis  caused  by 
ampicillin-resistant  H.  influenzae,  and  for  Strep- 
tococcus pneumoniae,  the  pneumococcus,  Neisseria 
meningitidis,  and  H.  influenzae  meningitis  in  pen- 
icillin-allergic patients.  In  addition,  it  is  an  adjunct 
to  definitive  surgery  in  brain  abscess  and  an  alter- 
native to  clindamycin  in  the  treatment  of  serious 
infections  of  the  abdominal  and  pelvic  organs  caused 
by  Bacillus  fragilis.bx~b 4 

At  doses  of  2 Gm.  per  day  reversible  bone-marrow 
depression  is  uncommon.  If  possible,  the  drug 
should  be  given  by  the  intravenous  route,  repeated 
or  prolonged  courses  should  be  avoided,  and  patients 
suspected  of  having  preexisting  marrow  damage 
should  be  treated  with  another  agent.  A significant 
drop  in  the  red  cell,  white  cell,  or  platelet  counts  calls 
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for  withdrawal  of  this  agent,  although  subsequent 
toxicity  may  not  be  avoided  bv  this  maneuver. 
Clindamycin  is  an  effective  alternative  agent  for 
anaerobic  infections  with  a demonstrable  risk  of 
gastrointestinal  toxicity  but  possibly  less  risk  to 
life. 

If  chloramphenicol  is  used  wisely,  by  the  intrave- 
nous route  only,  its  unique  and  often  fatal  form  of 
toxicity,  aplastic  anemia,  is  reportably  rare.  Over- 
prescribed  for  oral  use,  the  drug,  a valuable  antimi- 
crobial agent,  is  likely  to  regain  its  unenviable  status 
as  a noxious,  not  to  say  poisonous,  antibiotic. 

100  High  Street 
Buffalo,  New  York  14203 
(DR.  PLAUT) 
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This  is  a case  report  of  a disseminated  fungal  in- 
fection in  a centenarian,  which  was  not  suspected 
clinically  during  her  lifetime. 

Case  report 

A 102-year-old  female  had  been  a patient  at  The 
Jewish  Home  and  Hospital  for  Aged  in  New  York 
City  for  four  years;  she  was  admitted  July  20,  1971, 
and  died  June  14, 1975.  During  her  stay,  there  were 
three  operations,  two  for  cataract  extractions  in  1971 
and  1972  and  a third  for  cholecystectomy  in  May, 
1973.  There  was  another  hospital  admission  on 
April  30,  1975,  to  Mount  Sinai  Hospital  for  fecal 
impaction  and  large-bowel  obstruction.  She  stayed 
there  two  weeks  and  received  medical  therapy  but  no 
surgery.  Shortly  thereafter  she  developed  acute 
coronary  insufficiency  at  the  Home,  followed  by  left 
hemiplegia  and  shock.  Her  condition  deteriorated 
in  spite  of  treatment.  She  developed  aspiration 
pneumonia  and  expired  June  14,  1975. 

The  clinical  diagnoses  were: 

1.  Aspiration  pneumonia 

2.  Urinary  tract  infection 

3.  Arteriosclerotic  heart  disease  with  coronary  in- 

* Supported  in  part  by  a grant  from  the  National  Eye  Institute 
KOI  EY  00533-07  of  the  National  Institutes  of  Health,  Bethesda, 
Maryland,  by  the  Eye  Research  Fund  of  The  Jewish  Home  and 
Hospital  for  Aged,  and  by  the  Fanton  Foundation. 


FIGURE  1.  Inflammatory  focus  in  retina  extending  into  vit- 
reous space  (large  arrow).  Small  arrow  points  to  internal 
limiting  membrane  of  retina  showing  numerous  inflammatory 
cells  (hemotoxylin  and  eosin  stain). 

sufficiency  and  myocardial  infarction 

4.  Status  post  cholecystectomy,  post  cataract  ex- 
traction, post  intestinal  obstruction,  and  post  cerebro- 
vascular accident  with  left  hemiplegia. 

A postmortem  examination  was  performed,  in- 
cluding removal  of  the  eyeballs.  This  was  performed 
eight  hours  after  death.  The  essential  findings  were 
as  follows:  severe  coronary  and  aortic  atherosclerosis 
and  recent  posteroseptal  myocardial  infarction; 
patchy  bronchopneumonia,  lower  lobes,  and  recent 
pulmonary  emboli;  a constricting  carcinoma  of  the 
transverse  colon  measuring  3.5  by  2 cm.;  and  acute 
and  moderate  pyelonephritis,  pale  cortex,  and  me- 
dulla with  small  areas  filled  with  pus.  The  cause  of 
death  was  considered  to  be  bronchopneumonia  and 
pulmonary  emboli. 

The  postmortem  histologic  examination  of  the  eyes 
showed  numerous  foci  of  infection  in  the  ciliary  body, 
retina,  and  choroid,  with  involvement  of  the  vitreous 
body  (Fig.  1).  Two  of  these  foci  had  small  calcified 
bodies  indicating  a chronic  infection.  These  findings 
were  unexpected,  since  the  clinical  history  gave  no 
indication  of  such  infections.  The  calcified  nodules 
excited  curiosity  and  led  to  a consultation  with  An- 
drew Ferry,  M.D.,  eye  pathologist  at  Mount  Sinai 
Hospital.  He  was  interested  and  advised  cutting 
more  sections  and  staining  with  PAS  (periodic  acid 
and  Schiffs  reagent),  silver  stains,  and  tubercle  ba 
cilli  stains.  The  PAS  and  silver  stains  showed  the 
presence  of  fungi  in  several  of  the  inflammatory  foci 
in  the  retina  and  choroid  (Fig.  2).  These  fungi  were 
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FIGURE  2.  Fungi  in  budding  phase  and  some  isolated  spores 
in  focus  of  inflammatory  ceils  in  retina  (arrow)  extending  into 
vitreous.  3lack  line  is  internal  limiting  membrane  of  retina 
(PAS  stain,  original  magnification  X 160). 

either  small  isolated  spherical  bodies  or  spores  and 
in  the  budding  state.  No  hyphae  or  pseudohyphae 
were  seen.  They  stained  intensely  red  with  the  PAS 
stain  and  intensely  black  with  the  silver  stain. 

The  suggestion  was  then  made  to  reexamine  the 
internal  organs  of  the  body,  the  heart,  lungs,  liver, 
kidneys,  spleen,  and  gastrointestinal  tract.  In  all  of 
these  tissues  inflammatory  foci  of  cells  and  some 
abscesses  were  seen,  especially  in  the  kidneys.  Nu- 
merous fungi  were  present  in  the  kidney  abscesses 
(Fig.  3).  They  were  not  found  in  the  other  organs 
even  though  several  additional  sections  were  exam- 
ined. 

Comment 

An  eye  research  laboratory  had  been  established 
at  the  Jewish  Home  and  Hospital  for  Aged  in  1945. 
Removal  of  eyes  for  postmortem  examination  was 
routine  whenever  permission  was  obtained.  It  was 
a routine  examination  of  this  102-year-old  patient 
that  led  to  the  discovery  of  the  fungal  infection  in  the 
eyes  and  then  to  the  finding  of  a generalized  fungal 
infection  in  the  internal  organs  of  the  body.  The 
specific  fungus  was  found  only  in  the  eyes  and  kid- 


FIGURE  3.  Section  through  abscess  of  kidney.  Numerous 
budding  fungi  and  some  spores  seen.  Inflammatory  cells 
degenerated  (silver  stain,  original  magnification  X 160). 


neys,  but  the  numerous  inflammatory  foci  and  ab- 
scesses in  the  lungs,  liver,  heart,  and  intestines  would 
indicate  that  further  sectioning  may  eventually  un- 
cover more  positive  sections. 

Where  did  the  fungal  infection,  which  was  appar- 
ently chronic  as  indicated  by  the  calcified  foci  in  the 
eyes,  come  from,  and  why  was  it  not  observed  clini- 
cally? The  patient  had  several  operations  for  re- 
moval of  cataracts  in  1971  and  1972,  at  the  ages  of  98 
and  99.  The  following  year,  age  100,  a gallbladder 
was  removed.  The  later  operation  required  intra- 
venous feeding  and  antibiotic  therapy.  The  intra- 
venous needle  or  catheter  could  have  been  the  portal 
of  entry.  Also  during  this  same  postoperative  period, 
the  patient  required  a Foley  catheter  because  of 
urinary  retention.  This  is  another  possible  source, 
both  of  which  have  been  shown  by  several  reports  in 
the  literature.1’2  Fungal  infection  in  the  eye  fol- 
lowing cataract  surgery,  while  very  rare,  has  also  been 
reported.3-4  These  are  usually  severe  infections  often 
resulting  in  loss  of  an  eye.  This  apparently  did  not 
happen  here.  The  inflammatory  condition  of  the 
eyes  was  not  sufficiently  severe  to  draw  the  attention 
of  the  ophthalmologists.  Fungal  infections  in  the 
eyes  as  part  of  a generalized  fungemia  have,  on  the 
other  hand,  been  rather  frequent.  In  one  report  by 
Griffin  et  ah, 5 15  out  of  20  cases  studied  clinically  and 
pathologically  showed  pseudomycilia  or  budding 
yeast  forms  in  PAS-prepared  sections  of  the  eyes.  In 
another  report  by  Meyers,  Lieoerman,  and  Ferry,6 
seven  additional  cases  are  reported  of  Candida 
ophthalmitis  complicating  candidemia. 

Another  possibility  could  be  that  the  fungal  in- 
fection came  from  an  endogenous  source  in  an  aged 
and  sick  patient.  An  infiltrating  carcinoma  of  the 
transverse  colon  at  the  hepatic  flexure  was  found  at 
postmortem,  at  the  base  of  which  there  was  a small 
abscess.  The  generalized  fungal  infection,  while 
contributing  to  the  morbidity  of  the  patient,  did  not 
cause  septicemia  and  was  not  sufficiently  severe  to 
excite  clinical  attention. 
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The  morphology  of  the  fungus  resembles  that  of 
the  Candida  species.  No  further  evaluation  of 
specificity  was  possible  under  the  circumstances. 

This  case  is  another  illustration  of  the  capacity  for 
an  aged  patient  to  undergo  surgical  procedures  suc- 
cessfully. 

Summary 

A disseminated  fungal  infection  was  discovered  at 
the  postmortem  examination  of  a 102-year-old 
woman.  The  initial  discovery  was  made  on  the 
postmortem  histologic  study  of  the  eyes,  where  nu- 
merous foci  of  infection  were  found  in  the  choroid, 
retina,  and  ciliary  body.  The  specific  fungus  was 
seen  in  sections  stained  by  PAS  (periodic  acid-Schiff 
reagent)  and  silver  stains.  Reexamination  of  inter- 
nal organs  showed  foci  of  infection  and  abscesses  in 
the  lungs,  liver,  kidneys,  and  gastrointestinal  tract. 
The  specific  fungus  was  seen  in  the  kidney  abscesses. 
Possible  points  of  entry  of  the  fungus  are  discussed 
from  the  medical  and  surgical  history.  The  specific 
fungus  had  the  morphology  of  the  Candida  species. 


Canadian  scientists 
discover  insulin 

The  United  States  regularly  pays  tribute  to  its  neighbor 
to  the  North  for  a medical  discovery  that  has  opened  a 
whole  new  world  of  life  and  hope  to  several  million  Amer- 
icans. 

Before  the  1920s,  less  than  one  out  of  five  persons  suf- 
fering from  diabetes  could  expect  to  live  more  than  ten 
years  after  a diagnosis  was  made.  The  only  weapon  against 
the  disease  was  a dramatically  reduced  diet.  Today,  dia- 
betics can  lead  a relatively  normal  life — thanks  to  insu- 
lin. 

For  many  years,  medical  scientists  knew  that  diabetes 
mellitus  resulted  from  the  failure  of  the  body  to  metabolize 
sugar  and  other  food  materials,  and  they  had  long  sus- 
pected a relationship  between  the  pancreas  and  the  dis- 
ease. 

As  early  as  1889,  scientists  had  found  that  removing  the 
pancreas  from  dogs  quickly  brought  on  the  disease,  with 
death  following  a few  days  afterward. 

The  goal  of  medicine  then  was  to  identify  the  active 
principle  in  the  pancreas  that  controlled  sugar  metabolism. 
Not  until  Frederick  Grant  Banting,  M.D.,  entered  the 
picture  was  the  search  successful. 

In  1920  Dr.  Banting,  an  orthopedic  surgeon,  was  moon- 
lighting as  a lecturer  on  anatomy  and  physiology  at  the 
Western  Ontario  Medical  School  of  Canada.  One  day, 
while  preparing  a lecture  on  the  relationship  between  the 
pancreas  and  diabetes,  he  realized  that  he  could  tell  his 
students  what  happened,  but  could  not  explain  why. 
Medical  science  simply  didn’t  have  the  answer. 
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Dr.  Banting  shortly  thereafter  found  the  answer  in  one 
of  the  most  dramatic  episodes  in  medical  history.  His 
mind  filled  with  thoughts  of  hormone  secretions  and 
pancreas  cells,  he  awakened  at  two  o’clock  one  morning  and 
wrote  three  sentences  in  his  notebook:  “Ligate  pancreatic 
duct  of  dog.  Wait  6 to  8 weeks  for  degeneration.  Remove 
the  residue  and  extract.” 

In  May,  1921,  Dr.  Banting  and  Charles  Best,  a medical 
student  assigned  as  his  assistant,  went  to  work.  Two 
months  later,  they  performed  their  decisive  experiment, 
removing  the  pancreas  from  ten  dogs  and  preparing  a sol- 
vent from  the  gland.  Banting  had  spent  nearly  all  his 
money  on  the  experiments.  He  sold  his  car,  loaned  some 
of  the  money  to  Best,  who  was  receiving  no  salary,  and  used 
the  rest  to  buy  dogs,  dog  food,  and  supplies.  It  was  already 
July  30,  and  they  had  permission  to  use  the  laboratory  only 
for  the  summer. 

By  the  time  the  two  men  finished  removing  the  gland, 
the  dog  was  sinking  into  a diabetic  coma,  its  blood  and 
urine  filled  with  sugar.  The  animal  was  nearly  dead  before 
the  solvent  was  ready.  Banting,  later  a Nobel  Prize  winner, 
injected  the  solution  (insulin)  into  the  dog’s  veins,  and 
within  hours  the  animal  began  to  regain  its  strength.  For 
the  first  time  in  history,  a diabetic  animal  was  brought  out 
of  a coma. 

They  had  found  the  secret  that  could  literally  bring  a 
living  creature  back  from  sure  death.  Eight  months  later, 
Banting  and  Best  performed  their  first  human  test,  on  a 
14-year-old  boy  who  was  dying  from  diabetes.  The  insulin 
worked. 

(Highlights  of  200  years  of  American  medicine.  Prepared  by  the 
American  Medical  Association) 
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QUESTION  215.  What  is  the  rhythm? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  215.  The  first  four  beats  are  sinus. 
Beats  4 to  7 are  followed  by  nonconducted  atrial 
premature  contractions  producing  bradycardia. 
Sinus  rhythm  then  resumes. 

Question  216.  Regular  P waves  are  present  at  a 
rate  of  154  beats  per  minute.  The  first  P-R  interval 
is  0.13  second,  and  the  QRS  is  normal  (0.06  second). 
The  second  P-R  interval  is  identical,  but  the  QRS  is 


aberrant  measuring  0.12  second.  The  third  P wave 
is  blocked.  This  sequence  is  repeated  three  times. 

The  rhythm  is  either  sinus  or  atrial  tachycardia 
with  3:2  atrioventricular  block.  The  second  QRS  is 
aberrantly  conducted  because  of  a rate-related  in- 
traventricular conduction  defect. 

In  the  last  group  of  three  QRS  complexes  the  first 
two  P to  R relations  remain  the  same.  However,  the 
third  P wave  is  conducted  with  a prolonged  P-R  in- 
terval, and  the  QRS  is  normal  in  width.  This  con- 
firms that  the  QRS  abnormality  is  rate  related.  The 
fourth  P wave  of  this  sequence  is  blocked.  This  se- 
quence of  increasing  P-R  interval  followed  by  a 
blocked  P wave  suggests  Wenckebach-type  block  in 
the  atrioventricular  node. 


300th  plus  anniversary  of  midwifery  in  America 

In  the  bicentennial  year,  it  was  interesting  to  note  that 
midwifery  began  when  the  first  midwife  arrived  in  this 
country  on  the  Mayflower.  The  earliest  colonial  records 
tell  us  that  the  midwife  was  a very  important  person  in  the 
newly  settled  territories.  In  1641,  the  General  Court  of 
Massachusetts  showed  its  respect  and  esteem  for  midwives 
by  ordering  that  they,  along  with  physicians  and  surgeons, 
should  have  transportation  first  on  all  ferry  boats  in  the 
colony. 

The  “Granny  Midwife”  continued  to  be  accepted  as  the 
alter  ego  to  the  legendary  stork  throughout  the  following 
centuries.  But,  since  1908,  the  New  York  City  Health 
Department  began  licensing  midwives  and  incorporating 
the  modern  practice  of  midwifery  into  today’s  medical 
healch  teams.  As  of  1972,  nurse-midwives  have  been  li- 
censed by  the  New  York  State  Health  Department. 

According  to  Jean  Pakter,  M.D.,  Director  of  the  Health 
Department’s  Bureau  of  Maternity  Services  approximately 
32,000  babies  have  been  delivered  in  hospitals  by  certified 
nurse-midwives  in  New  York  City  during  the  past  ten 
years.  Dr.  Pakter  said,  “The  nurse-midwife  is  a very 
valuable  member  of  the  hospital  obstetrical  team.” 

The  American  College  of  Nurse-Midwives  certifies  all 
midwives  in  the  United  States.  There  are  an  estimated 
1,500  certified  nurse-midwives  in  this  country  at  present. 
Prerequisites  for  enrollment  at  one  of  the  16  A. C. N.M.’s 
accredited  schools  are  a registered  nurse  degree  and  one 
year’s  experience  in  obstertrics.  There  are  two  certifica- 
tion programs:  the  basic  certificate  which  requires  a nine 
to  12  month  course,  or  a master’s  degree  program  for  those 
registered  nurses  with  a bachelor’s  degree.  It  is  a one  to 
two-year  course.  Both  programs  require  the  successful 
completion  of  a national  certification  examination.  Those 
who  pass  are  awarded  the  Certified  Nurse-Midwife  degree 
(C.N.M.).  This  title  allows  the  midwife  to  deliver  babies 
in  all  the  50  states  with  the  exception  of  Massachusetts. 

In  cooperation  with  the  Health  Department,  11  Mater- 
nity Infant  Care-Family  Planning  Project  (MIC-FPP) 
clinics  of  the  Medical  and  Health  Research  Association  of 
New  York,  Inc.,  employs  16  nurse-midwives,  whose  pa- 
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tients  deliver  at  any  of  the  nine  MIC-FPP  affiliated  hos- 
pitals. 

Dorothea  M.  Lang,  Director  of  the  MIC-FP  Project’s 
Midwifery  Program  and  President  of  the  American  College 
of  Nurse-Midwives  said,  “The  uniqueness  of  the  midwife 
program  is  that  the  midwife  provides  each  woman  with 
preventive  and  personalized  health  care,  which  includes 
direct  supervision  during  pregnancy,  labor,  and  the  post- 
partum period.  She  cares  for  the  newborn  and  provides 
guidance  on  family  planning.  In  addition,  the  midwives 
incorporate  guidance  for  women  to  help  them  understand 
their  own  functions  as  a woman,  mate,  and  mother.  They 
also  provide  classes  to  prepare  parents  for  childbirth  and 
parenting.”  She  further  added,  “In  the  United  States,  the 
nurse-midwife  always  functions  within  the  framework  of 
a medically  directed  health  service;  the  nurse-midwife 
handles  only  normal  deliveries.” 

Ms.  Lang  said,  “The  profession  of  midwifery  is  now  re- 
ceiving the  recognition  it  deserves  from  the  medical  pro- 
fession and  from  the  public  it  serves.  The  time  and  psy- 
chological support  the  midwife  gives  a woman  before,  and 
especially  during  delivery,  is  recognized  as  a positive  ap- 
proach to  the  process  of  giving  birth,  and  is  evidenced  by 
the  increasing  number  of  mothers  who  request  that  their 
babies  be  delivered  by  a midwife.  Nurse-midwives  de- 
livered 3,489  babies  in  1974  and  4,172  babies  in  1975.” 

Dr.  Pakter  said,  “The  nurse-midwives  have  been  inval- 
uable in  a variety  of  ways.  For  example,  Mary  V.  Wid- 
halm,  M.S.,  C.N.M.,  is  Assistant  Director  of  MIC-FPP’s 
Midwifery  Program  and  has  delivered  600  babies  since  she 
joined  the  program  in  1970.  She  is  currently  involved  in 
Lincoln  Hospital’s  Teen-Age  Evening  Clinics  program, 
partially  sponsored  by  MIC.”  Mrs.  Widhalm  said,  “During 
the  year  that  the  clinic  has  been  in  operation,  there  appears 
to  be  an  improvement  in  the  health  patterns  of  the  young 
mothers  who  attend  the  clinic  sessions.  The  babies  they 
deliver  are  healthier  too.”  She  further  added,  “The  high 
rate  of  return  of  these  patients  to  the  Postpartum  Family 
Planning  Teen-Age  Clinic  is  an  indication  of  the  success 
of  the  program.  We  have  treated  approximately  200 
teen-agers  ranging  in  age  from  12-19  during  the  past 
year.” 


consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodilator 


(POSTERIOR  VIEW  OF  PANCREAS) 


no  interference  in  the  management  of  the  diabetic  patient  has  been  reported  with 


VASODILAN 

(ISOXSUPRINEUCI) 

the  compatible  vasodilator  TABLETS,  20  mg. 


‘Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences- 
National  Research  Council  and/or  other  information,  the  FDA  has  classified  the  indi- 
cations as  follows: 

Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  thromboangiitis 
obliterans  (Buerger's  Disease)  and  Raynaud's  disease 

Final  classification  of  the  less-than-effective  indications  requires  further  investigation 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg 
Vasoailan  injection,  isoxsuprine  HCI,  5 mg  per  ml. 


Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily 
Intramuscular:  5 to  10  mg.(l  or  2 ml.)  two  or  three  times  daily.  Intramuscular  adminis- 
tration may  be  used  initially  in  severe  or  acute  conditions. 

Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral  use 
when  administered  in  recommended  doses.  Should  not  be  given  immediately  postpartum 
or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood  of  side 
effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has  been  asso- 
ciated in  time  with  the  occurrence  of  hypotension,  tachycardia,  nausea,  vomiting, 
dizziness,  abdominal  distress,  and  severe  rash.  If  rash  appears  the  drug  should  be 
discontinued. 


Although  available  evidence  suggests  a temporal  association  of  these  reactions  with 
isoxsuprine.  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypotension  and 
tachycardia  These  symptoms  are  more  pronounced  in  higher  doses  For  these  reasons 
single  intramuscular  doses  exceeding  10  mg.  are  not  recommended  Repeated  adminis- 
tration of  5 to  10  mg.  intramuscularly  at  suitable  intervals  may  be  employed 
Supplied:  Tablets,  10  mg„  bottles  of  iOO.  1000,  5000  and  Unit  Dose,  Tablets,  20  mg., 
bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg  per  2 ml.  ampul,  box  of 
SIX  2 ml  ampuls  _ _ , , , . U S Pat  No  3.056.836 
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With  the  recent  increase  in  emphasis  on  the  im- 
portance of  hypertension  screening  and  treatment 
in  the  medical  and  lay  literature,  the  practicing 
physician  has  been  confronted  with  the  task  of 
evaluating  a potentially  large  number  of  people  who 
may  have  a life-shortening  disease.  The  physician 
is  caught  between  the  resistance  of  the  indifferent 
patient  who  is  without  obvious  symptoms  and  the 
pressure  brought  to  bear  by  some  noted  investigators 
to  do  elaborate  and  expensive  testing  in  the  bur- 
geoning controversy  over  the  necessity  for  specific 
treatment.  Despite  this  dilemma  it  is  possible  for 
the  physician  to  do  a careful  evaluation  in  the  office 
without  alienating  the  patient  with  a lengthy  work- 
up. Although  the  omission  of  sophisticated  and 
expensive  testing  in  the  routine  work-up  may  result 
in  a rare  syndrome  being  missed  on  first  analysis,  it 
should  be  uncovered  subsequently  when  the  hyper- 
tension cannot  easily  be  treated  with  simple  therapy. 
As  simple  and  inexpensive  tests  for  specifically 
treatable  causes  of  hypertension  become  available, 
they  can  be  added  to  this  outline. 

Objectives 

Most  of  the  emphasis  in  the  initial  evaluation  of 
the  hypertensive  patient  has  been  on  detecting  a 
definable  cause  for  the  hypertension.  While  this  is 
certainly  a prime  objective,  much  more  than  this  can 
be  accomplished  with  little  extra  effort.  Other  im- 
portant objectives  of  the  office  evaluation  include 
confirming  the  level  of  hypertension,  staging  the 
extent  of  target  organ  involvement,  assessing  other 
risk  factors  for  cardiovascular  disease,  planning  the 
approach  to  therapy,  and  setting  the  tone  for  patient 


compliance.  A careful  medical  history  and  physical 
examination  especially  oriented  toward  the  cardio- 
vascular system,  together  with  some  simple  labora- 
tory tests,  should  contribute  greatly  to  satisfying 
these  objectives.  We  shall  examine  how  this  can  be 
done. 

Medical  history 

Detecting  a definable  cause.  In  the  search  for 
the  patient  with  an  underlying  cause  for  hyperten- 
sion attention  should  be  paid  to  the  age  of  onset. 
The  history  of  a “normal”  physical  examination  ten 
years  ago,  for  example,  cannot  be  accepted  as  indi- 
cating a normal  blood  pressure  at  that  time  without 
knowledge  of  the  actual  level.  One  does  not  know 
what  the  physician  then  might  have  accepted  as 
“normal.”  If  one  is  able  to  elicit  a history  of  onset  of 
hypertension  before  age  30  or  after  age  50,  however, 
further  testing  is  in  order,  especially  if  the  family 
history  is  negative  for  hypertension.  On  the  other 
hand,  a 40-year-old  man  with  recent  onset  of  hy- 
pertension and  a strong  family  history  is  most  likely 
to  have  “essential”  hypertension. 

Using  the  history,  one  can  rule  out  most  cases  of 
pheochromocytoma.  Routine  testing  for  this  disease 
is,  therefore,  probably  unnecessary.  In  the  absence 
of  a history  of  definite  symptoms,  testing  is  indicated 
only  if  there  is  failure  of  simple  antihypertensive 
treatment.  On  the  other  hand,  weakness  and  muscle 
cramps,  especially  while  taking  low  doses  of  a di- 
uretic, may  suggest  hyperaldosteronism,  but  a neg- 
ative history  does  not  rule  it  out.  A history  sugges- 
tive of  diabetes,  Cushing’s  disease,  hyperthyroidism, 
renal  disease,  and  so  forth,  also  deserves  further 
work-up. 

Confirming  the  level  of  hypertension.  Prior 
to  the  first  visit  with  the  physician,  the  patient  may 
have  had  several  blood  pressure  readings  already. 
This  may  give  a clue  to  labile  versus  sustained  hy- 
pertension. It  does  not  eliminate  the  need  to  re- 
confirm the  level  of  blood  pressure  oneself,  however, 
since  there  may  have  been  variations  in  technique 
among  different  observers. 

Staging  the  extent  of  target-organ  involve- 
ment. Staging  organ  involvement  can  be  helpful  in 
establishing  the  duration  of  disease  and,  therefore, 
its  cause.  It  can  also  help  in  determining  the  urgency 
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with  which  effective  treatment  must  be  implemen- 
ted. A person  with  moderate  levels  of  blood  pressure 
elevation  who,  nonetheless,  has  multiple-target  organ 
involvement  has  probably  had  long-standing  disease. 
A person  with  severe  hypertension  and  target-organ 
involvement  deserves  immediate  attention. 

Target-organ  systems  include  the  brain,  eyes,  heart 
and  peripheral  circulation,  and  kidneys.  A history 
of  premature  cerebral  transient  ischemic  episodes 
without  obvious  cause  suggests  involvement  from 
hypertension,  as  does  sudden  loss  of  vision.  A his- 
tory of  chest  pain  or  even  congestive  heart  failure  or 
claudication  may  suggest  advanced  cardiovascular 
involvement.  While  renal  involvement  from  hy- 
pertension is  uncommon,  a history  of  proteinuria  or 
abnormal  renal  function  may  suggest  a cause  rather 
than  an  effect  of  hypertension. 

Assessing  other  risk  factors.  Hypertension  may 
be  viewed  as  a disease,  but  it  is  also  one  of  a series  of 
risk  factors  which  may  lead  to  cardiovascular  disease. 
A complete  evaluation,  then,  should  include  assess- 
ment of  other  risk  factors  and  alteration  of  them  as 
well,  if  possible.  These  include  family  history,  obe- 
sity, smoking,  abnormal  blood  lipids,  stress,  and  lack 
of  exercise.  As  with  target-organ  involvement,  the 
presence  of  other  positive  risk  factors  increases  the 
urgency  for  evaluation  and  treatment  of  hyperten- 
sion. Except  for  abnormal  lipids  these  factors  can 
be  assessed  by  simple  history. 

Planning  the  approach  to  therapy.  Assuming 
that  an  underlying  cause  for  the  hypertension  is  not 
to  be  found  and  that  the  patient  is  likely  to  have  es- 
sential hypertension,  during  the  initial  office  evalu- 
ation one  can  begin  to  formulate  a therapeutic  plan 
which  is  still  specific  for  the  patient.  A wide  range 
of  medications  and  other  therapies  is  available  today, 
and  selection  need  not  be  random.  Here  the  history 
may  be  of  great  value.  For  example,  if  the  patient 
has  had  prior  therapy,  a knowledge  of  its  effects  or 
side-effects  may  determine  whether  or  not  it  is  to  be 
tried  again.  Perhaps  the  dosage  was  insufficient.  A 
policeman  might  not  do  as  well  with  guanethidine  as 
a lawyer.  A patient  with  a history  of  depression 
should  not  receive  reserpine,  but  a hyperkinetic  in- 
dividual might  do  well  with  propranolol,  methyldopa, 
or  clonidine,  rather  than  hydralazine. 

Setting  the  tone  for  patient  compliance.  One 
of  the  most  difficult  and  frustrating  areas  of  hyper- 
tension treatment  is  patient  compliance.  A history 
of  noncompliance  with  drug  therapy  may  lead  the 
physician  to  a more  vigorous  search  for  a surgically 
correctable  cause  for  the  hypertension.  Also  not  to 
be  underestimated  is  the  message  of  concern  con- 
veyed to  the  patient  by  the  physician  who  takes  a 
careful  history,  thus  increasing  the  likelihood  that  the 
patient  will  take  a symptomless  problem  seriously. 

Physical  examination 

Detecting  a definable  cause.  Looking  once 
again  for  an  underlying  cause  for  the  hypertension, 


the  blood  pressure  and  pulses  should  be  evaluated 
initially  in  all  extremities.  Coarctation  of  the  aorta 
in  the  recently  diagnosed  young  hypertensive  patient 
should  not  be  missed.  In  the  pregnant  woman  ex- 
amination of  the  fundi  may  differentiate  essential 
hypertension  from  toxemia  by  the  finding  of  long- 
standing arteriolar  changes  and  the  absence  of  a 
retinal  sheen.  Physical  examination  may  also  dis- 
close the  stigmata  of  Cushing’s  disease.  Listening 
for  abdominal  bruits  to  suggest  renovascular  hy- 
pertension gives  important  evidence  in  deciding 
whether  to  do  further  studies.  Early  polycystic 
kidney  disease  may  be  disclosed  only  by  history  and 
careful  abdominal  examination  if  screening  pyelo- 
grams  are  not  to  be  done  on  everybody. 

Confirming  the  level  of  hypertension.  In  ad- 
dition to  eliciting  a history  of  hypertension,  it  is  im- 
portant to  check  the  blood  pressure  oneself  several 
times  with  the  patient  standing,  sitting,  and  supine 
before  deciding  whether  or  not  he  has  sustained  hy- 
pertension. The  patient  with  a labile  blood  pressure 
should  be  followed  with  periodic  measurements  but 
may  not  require  further  testing.  Before  the  young 
or  elderly  patient  undergoes  elaborate  evaluation, 
several  visits  with  blood  pressure  measurements  may 
be  indicated. 

Staging  the  extent  of  target-organ  involve- 
ment. Probably  the  most  rewarding  function  of  the 
physical  examination  of  the  hypertensive  patient  is 
to  evaluate  the  extent  of  target-organ  involvement 
to  stage  the  disease.  Careful  fundoscopic  examina- 
tion provides  an  index  of  severity  of  disease.  Pap- 
illedema is  generally  accompanied  by  severely  ele- 
vated levels  of  blood  pressure  and  conveys  a message 
for  urgent  treatment.  Retinal  hemorrhages  and 
exudates  are  also  clues  to  the  severity  of  the  disease. 
Arteriovenous  “nicking”  is  a reflection  of  severe, 
long-standing  hypertension,  too.  Severe  vasocon- 
striction suggests  high  peripheral  resistance  accom- 
panying the  hypertension.  Loss  of  visual  acuity 
secondary  to  vascular  disease  is  also  cause  for  insti- 
tution of  immediate  therapy.  Examination  of  the 
heart  and  blood  vessels  also  yields  information  about 
the  extent  and  duration  of  the  hypertension  which 
is  important  in  deciding  on  therapy  One  may  find 
an  enlarged  heart  with  congestive  heart  failure  or  a 
strong  left  ventricular  impulse.  A murmur  of 
papillary  muscle  dysfunction  indicates  coronary 
atherosclerosis.  Diminished  pulses  in  the  extremi- 
ties or  carotids  reflect  advanced  atherosclerosis,  as 
does  evidence  of  small-vessel  disease.  If  this  occurs 
at  a premature  age  and  there  is  no  other  predisposing 
factor,  the  hypertension  is  long-standing  or  severe 
and  must  be  treated  vigorously.  Likewise,  the 
finding  on  neurologic  examination  of  residues  of 
small  strokes  is  an  important  and  ominous  sign.  The 
presence  of  renal  artery  bruits  may,  as  noted  pre- 
viously, give  a clue  about  the  underlying  cause  of  the 
hypertension.  It  may  also  reflect  advanced  athero- 
sclerosis secondary  to  long-standing  hypertension. 
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Assessing  other  risk  factors.  In  assessing  other 
factors  the  physical  examination  is  of  lesser  impor- 
tance than  the  careful  medical  history.  Evaluation 
for  obesity  and  overall  physical  condition  as  a re- 
flection of  adequacy  of  exercise,  however,  is  possi- 
ble. 

Planning  the  approach  to  therapy.  With  the 

variety  of  medications  now  available  for  the  treat- 
ment of  hypertension,  care  must  be  taken  in  weighing 
indications  and  contraindications.  The  physical 
examination  helps  here,  too.  The  finding  of  con- 
gestive heart  failure  leads  the  physician  away  from 
propranolol,  for  example,  while  the  tense  individual 
with  a hyperdynamic  heart  and  resting  tachycardia 
may  benefit  from  it.  Hydralazine  would  not  be  se- 
lected in  initiating  therapy  in  a patient  with  the  ev- 
idence of  coronary  atherosclerosis  noted  previous- 
ly- 

Setting  the  tone  for  patient  compliance.  Once 
again,  a careful  physical  examination  conveys  con- 
cern to  the  patient  and  may  enhance  compliance 
later.  If  no  drug  therapy  is  prescribed  initially, 
motivating  the  patient  to  return  regularly  for  ex- 
amination is  more  difficult.  A carefully  performed 
initial  physical  examination,  however,  emphasizes 
that  the  role  of  the  physician  is  more  than  merely  to 
dispense  medication  and  stresses  the  need  for  return 
visits. 


Laboratory  testing 

Recommended  tests  for  the  routine  office  evalu- 
ation of  the  hypertensive  patient  are  listed  in  the 
following  outline: 

Blood  tests 

CBC  (complete  blood  count) 

Sugar 

Creatinine  and/or  BUN  (blood  urea  nitrogen) 

Uric  acid 
Calcium 
Cholesterol 
Potassium 

Urinalysis  with  microscopic  exam 
Chest  x-ray 
Electrocardiogram 

Further  testing  should,  of  course,  be  performed 
as  indicated  by  clues  to  be  found  in  the  history  and 
physical  examination  or  in  the  routine  testing. 

Detecting  a definable  cause.  By  using  these 
tests  as  a screen,  the  physician  can  identify  with 
confidence  the  vast  majority  of  patients  who  are  apt 
to  have  definable  and  treatable  causes  of  hyperten- 
sion by  current  standards.  They  are  relatively  in- 
expensive and  require  only  a single  office  visit  rather 
than  hospitalization.  A blood  sugar  test,  especially 
if  properly  timed,  together  with  the  urinalysis,  can 
identify  diabetes  mellitus  as  the  cause.  The  uri- 
nalysis itself  correlates  very  well  with  the  presence 
of  renal  parenchymal  disease.  The  presence  of 
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proteinuria  in  less  than  severe  hypertension  indicates 
a renal  problem,  but  more  than  a dipstick  urinalysis 
should  be  done.  Microscopic  examination  of  the 
urine  for  cells  and  casts  should  not  be  overlooked, 
since  this  can  indicate  renal  disease  such  as  nephritis 
before  elevations  of  the  BUN  or  serum  creatinine.  If 
either  the  urinalysis  or  the  BUN  and/or  creatinine 
is  abnormal,  an  intravenous  pyelogram  should  be 
performed.  The  serum  potassium,  especially  when 
drawn  on  a high-salt  diet  or  on  a mild  diuretic,  is  a 
useful  screening  test  for  hyperaldosteronism  secon- 
dary to  adrenal  adenoma.  A chest  x-ray  film  can 
identify  coarctation  of  the  aorta,  as  well  as  tumors. 

Staging  the  extent  of  target-organ  involve- 
ment. Laboratory  testing  can  also  measure  the  ex- 
tent of  target-organ  involvement  and  thereby  give  the 
physician  an  idea  of  the  severity  and  duration  of  the 
disease.  While  renal  insufficiency  is  unusual  as  a 
direct  consequence  of  hypertension,  the  creatinine 
or  BUN  can  simply  rule  this  out.  Hyperuricemia  is 
commonly  seen  together  with  hypertension  and 
therefore  should  be  sought.  In  a patient  with 
marked  blood  pressure  elevation,  the  finding  of  red 
cells  or  more  than  a small  amount  of  protein  alerts 
the  physician  to  the  necessity  for  prompt  and  vigor- 
ous treatment.  The  chest  x-ray  film  can  disclose 
cardiomegaly,  particularly  left  ventricular  hyper- 
trophy. The  electrocardiogram  also  may  indicate 
left  ventricular  hypertrophy  or  coronary  artery  dis- 
ease. 

Assessing  other  risk  factors.  As  previously 
noted,  most  risk  factors  for  cardiovascular  disease 
can  be  identified  easily  by  the  history  and  physical 
examination.  Measurement  of  the  serum  cholesterol 
and  possibly  triglycerides  can  also  help  in  assessing 
the  patient’s  overall  risk. 

Planning  the  approach  to  therapy.  Almost  all 
of  the  suggested  tests  are  helpful  in  planning  therapy. 
The  white  blood  cell  count  is  a useful  base  line  before 
beginning  any  drug  therapy.  The  hematocrit  should 
be  measured  before  beginning  methyldopa  therapy 
because  of  the  possibility  of  hemolytic  anemia.  The 
sugar,  uric  acid,  and  calcium  levels  may  be  affected 
significantly  by  diuretic  therapy.  Measurement  of 
the  potassium  before  beginning  diuretic  therapy  is 
also  important  because  of  potentially  significant 
potassium  loss  with  these  agents.  The  chest  x-ray 
film  and  electrocardiogram  can  identify  patients  who 
should  not  receive  hydralazine,  for  example,  as  an 
initial  drug.  So  both  to  have  a base  line  and  select 
specific  drugs,  simple  laboratory  tests  are  essential. 
Patient  compliance  may  be  enhanced  if  the  physician 
can  explain  how  these  tests  are  helping  him  to  select 
therapy  and  to  exclude  easily  remediable  prob- 
lems. 

Summary 

Evaluation  of  the  average,  uncomplicated  hyper 
tensive  patient  can  be  done  efficiently  and  econom 
ically  in  the  office.  The  patient  with  severe  hyper 


tension  or  an  atypical  history  requires  more  detailed 
consideration.  The  physician  must  be  alert  for  clues 
in  the  medical  history,  physical  examination,  or 
laboratory  testing  that  may  point  to  unusual  prob- 
lems. 

Thorough  evaluation  requires  the  physician  to  be 
interested  in  more  than  identifying  underlying  causes 
for  hypertension.  Reducing  the  risk  of  cardiovas- 
cular disease  and  enhancing  the  likelihood  of  having 
the  patient  comply  with  well-chosen  therapy  are  also 
important  goals  of  the  office  examination.  The 
availability  of  sophisticated  and  costly  tests  does  not 
release  the  physician  from  the  responsibility  for 
doing  a careful  initial  evaluation.  Much  effort  today 
is  being  expended  on  developing  better  testing  to 
provide  the  patient  with  more  specific  antihyper- 
tensive therapy.  This  specificity  can  also  be 
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achieved  for  most  patients  with  a proper  basic  eval- 
uation, saving  the  more  elaborate  tests  for  those  pa- 
tients in  whom  they  are  indicated. 
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Just  over  twenty  years  ago  Sisson  and  Prior1  re- 
viewed the  clinical  and  pathologic  characteristics  of 
a variety  of  connective-tissue  tumors  from  a large 
medical  center  with  an  active  surgical/pathology 
service.  We  acknowledged  the  existing  confusion  in 
nomenclature,  pointing  out  that  the  pathologist 
could  not  accept  full  responsibility  for  this.  Rather, 
clinicians,  on  the  basis  of  anatomic  location  alone, 
have  dignified  connective-tissue  tumors  with  such 
terms  as  Peyronie’s  disease  when  restricted  to  dorsal 
penile  fascia,  fibromatosis  colli  referring  to  congenital 
wry  neck,  Dupuytren’s  contracture  with  palmar 
fascia,  fibromatosis  of  plantar  fascia,  and  desmoid 
tumor  when  confined  to  the  musculoaponeurotic 
tissue  of  the  anterior  abdominal  wall.  With  what 
now  seems  naivete  we  attempted  to  categorize  these 
soft-tissue  lesions  and  concluded  that  despite  their 
sometimes  unpredictable  behavior,  we  could  separate 
them  into  six  distinct  entities.  Over  the  years,  in- 
terest in  these  disorders  has  not  waned  and  one  ob- 
serves a continuing  struggle  with  terminology  as  well 
as  with  the  addition  of  several  new  members  into  this 
neoplastic  connective-tissue  morass. 

Recently  we  encountered  a pure  fibrous-tissue 
tumor  in  the  lower  extremity  of  a child.  The  short 
duration  of  the  symptoms,  coupled  with  the  massive 
size  of  the  lesion,  made  a preoperative  diagnosis  of 
sarcoma  likely.  Since  we  are  not  aware  of  a similar 
example  of  this  tumor  in  the  literature,  we  felt  the 
reporting  of  this  case  along  with  a short  differential 
diagnosis  to  be  worthwhile. 

Case  report 

A fifteen-year-old  obese  girl  was  seen  because  of 
a mass  in  the  right  thigh  of  two  to  three  months’  du- 
ration On  careful  questioning  the  patient  admitted 
to  a gradual  increase  in  fullness  of  the  thigh  over  the 
past  year,  but  said  that  a mass  had  been  palpable  for 


FIGURE  1.  (A)  Encapsulated  bosselated  mass  with  pseu-  i 

dopodium  projection  on  left  margin.  (B)  Bulging  glistening  \ 
white  cut  surface  of  tumor  mass. 


only  two  to  three  months.  The  girl  denied  previous  1 
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f FIGURE  2.  (A)  Sparsely  cellular  connective  tissue  with  prominent  blood  vessel  (hematoxylin  and  eosin  stain,  original  mag- 

nification X 120).  Mixture  of  fine  elastic  fibers  and  thick  collagen  bundles.  Coarse  elastic  fibers  are  noted  about  blood 
vessels  (Gomori's  aldehyde  fuchsin  stain,  original  magnification  X 300). 


trauma  to  the  area.  Physical  examination  revealed 
marked  fullness  along  the  posterior  lateral  aspect  of 
the  right  thigh.  This  thigh  measured  27%  inches  in 
circumference  compared  with  24  Yt  inches  on  the  left 
side.  These  measurements  were  taken  at  the  equator 
of  the  lesion,  7 inches  above  the  patella.  The  cov- 
ering skin  was  smooth  and  semifixed,  and  a slight 
edema  was  present.  The  results  of  the  remainder  of 
her  physical  examination  were  negative.  The  labo- 
ratory data  were  unremarkable,  and  roentgenograms 
of  the  thighs  revealed  a soft-tissue  mass  in  the  mid- 
portion of  the  right  thigh.  The  chest  roentgenogram 
findings  revealed  no  abnormalities. 

Surgical  exploration  of  the  lesion  disclosed  a 
football-shaped  mass  in  the  posterior  thigh  area. 
The  longitudinal  axis  of  the  tumor  was  attached  at 
its  extremities  to  a fascial  plane  between  the  muscles. 
No  muscular  attachment  was  identified,  but  the  mass 
was  wrapped  about  the  sciatic  nerve  which  was  dis- 
sected free  without  difficulty.  She  was  well  with  no 
evidence  of  recurrence  two  and  one-half  years  fol- 
lowing surgery. 

The  surgical  specimen  weighed  1,600  Gm.  and 
measured  20  by  15  by  13  cm.  (Fig.  1A).  It  was 
somewhat  bosselated  externally,  and  an  occasional 
nodule  projected  in  pseudopodium  fashion  from  the 


main  encapsulated  mass.  The  cut  surface  was  white, 
moist,  glistening,  and  bulging,  and  occasional  minute 
areas  of  cystic  degeneration  were  identified  (Fig.  IB). 
Microscopic  examination  showed  a rather  uniform 
growth  of  bland,  loose,  generally  acellular  fibrous 
connective  tissue  (Fig.  2A).  A Masson  trichrome 
stain  revealed  a moderate  number  of  collagen  bun- 
dles which  were  coarse,  short,  and  thick.  Gomori’s 
aldehyde  fuchsin  stain  disclosed  lightly  stained  fine 
elastic  fibrils  throughout  the  tumor  matrix,  with 
thicker  fibrils  in  the  vicinity  of  blood  vessels  (Fig. 
2B).  Reticulin  fibers  could  not  be  demonstrated 
utilizing  Wilder’s  technique.  The  tumor  was  mod- 
erately vascular,  with  the  majority  of  the  vessels 
being  capillary  in  type.  Most  cf  the  fibrocytes  were 
slender,  spindle-shaped,  and  had  prominent  bipolar 
processes.  Rare  fibrocytes  had  more  plump  nuclei 
with  prominent  nucleoli.  Prolonged  search  of  the 
tumor  failed  to  disclose  mitotic  activity.  No  in- 
flammatory cells  were  present,  although  rare  zones 
of  mucoid  degeneration  were  recognized. 

Comment 

Connective  tissue  is  the  most  widely  distributed 
of  all  tissue  elements  within  the  body  and  is  involved 
in  most  of  its  functional  activities.  It  is  continuous 
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throughout  the  body  and  represents  about  30  per 
cent  of  the  body’s  bulk.  The  ubiquitous  fibroblast, 
which  retains  its  ability  to  proliferate  throughout  life, 
is  a multipotential  cell  which  can  be  transformed  into 
other  mesenchymal  types,  that  is,  chondroblast,  os- 
teoblast, and  lipoblast.  It  is  somewhat  surprising, 
therefore,  that  tumors  of  pure  connective  tissue  are 
not  far  more  common  in  our  surgical  material.  Fi- 
bromas, for  example,  are  rather  unusual  with  the 
exception  of  those  located  in  the  nasopharynx,  bone, 
ovary,  and  skin.  Anderson2  questions  whether  or  not 
benign  tumors  of  fibroblasts' occur  anywhere  in  the 
body  as  a pure  form.  He  states  that  it  is  difficult  to 
make  precise  structural  distinctions  between  true 
tumors  and  tumor-like  fibromatoid  masses  repre- 
senting inflammatory  and  reparative  hyperplasias, 
regressive  metaplasias,  and  nonneoplastic  over- 
growths. He  indicates  that  because  of  the  problems 
of  histogenesis  and  terminology,  usage  of  the  term 
fibroma  is  not  uniform;  it  is  loosely  applicable  to  the 
majority  of  localized  predominantly  fibrous  lesions 
that  are  without  sharply  separable  patterns.  Tra- 
ditional usage  has  been  restricted  to  encapsulated 
fibrous  nodules  that  arise  spontaneously,  have  lim- 
ited growth  potential,  seldom  obtain  a size  of  more 
than  a few  centimeters  in  diameter,  and  do  not  recur 
after  removal.  Anderson2  states  that  in  the  soft 
tissues  a number  of  forms  have  been  called  fibromas, 
but  in  nearly  all  instances  they  include  dermatofi- 
broma, nodular  fasciitis,  and  cicatrices.  Neurofi- 
bromas, leiomyomas,  and  tendon-sheath  tumors  may 
be  overrun  by  fibrosis,  obscuring  their  basic  nature 
and  thus  mimicking  fibromas.  Some  terms,  such  as 
fibroma  durum  and  fibroma  molle,  are  arbitrary  in 
nature  but  have  the  sanction  of  usage. 

Enzinger3  has  stated  that  fibrous  proliferations  of 
childhood  can  be  divided  into  two  large  groups:  (1) 
Those  corresponding  in  location,  morphologic  state, 
and  behavior  to  similar  lesions  in  adults,  such  as 
fascial  fibromatosis  and  desmoid  tumors,  and  (2) 
those  having  no  clinical  or  morphologic  counterpart 
in  adult  life.  He  adds  that  the  latter  group  are  rare, 
occur  principally  during  the  years  of  infancy,  and 
that  they  pose  special  problems  in  diagnosis  because 
of  their  unusual  features.  Enzinger3  described  30 
cases  of  what  he  termed  “fibrous  hamartoma  of  in- 
fancy.” Characteristically  these  tumors  showed  a 
male  sex  prevalence  and  affected  the  subcutaneous 
tissue  of  the  shoulder,  axilla,  and  upper  arm.  The 
lesion  was  generally  discovered  during  the  first  twelve 
months  of  life;  it  was  rarely  noted  at  birth.  From  a 
morphologic  standpoint,  the  lesion  consisted  of  3 
distinct  types  of  tissue:  (1)  traversing  bundles  of 

fibrocollagenous  tissue,  (2)  immature-appearing 
loose-textured  cellular  areas,  and  (3)  mature  fat  in- 
terposed between  the  other  2 components.  Although 
we  cannot  recall  having  encountered  a fibrous  ha- 
martoma of  infancy  in  our  own  material,  the  lesion 
we  have  reported  here  bears  no  clinical  or  pathologic 
resemblance  to  the  lesion  described  by  Enzinger.3 
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We  did,  however,  consider  the  so-called  juvenile 
aponeurotic  fibroma  in  our  differential,  largely  be- 
cause of  the  patient’s  age.4  This  is  a distinctive  be- 
nign neoplasm  composed  of  fibroblasts,  which  has  a 
tendency  to  recur  and  occurs  almost  exclusively  in 
childhood  or  adolescence.  The  lesion  lacks  cir- 
cumscription, has  a predilection  for  the  hand,  and  is 
characterized  by  connective-tissue  proliferation,  foci 
of  calcification,  and  varying  degrees  of  chondroid 
differentiation.  Despite  the  fact  that  there  are  few 
reported  cases  of  this  entity  in  the  literature,  we  have 
numerous  examples  of  the  lesion  in  our  personal  files, 
and  see  no  similarity  either  grossly  or  microscopically 
to  the  fibroma  herein  reported. 

Jarvi  and  Saxen5  reported  a previously  undes- 
cribed connective-tissue  tumor  in  1961  and  coined 
the  term  “elastofibroma  dorse”  for  the  lesion. 
Originally  considered  to  occur  only  in  the  sub- 
scapular region,  a recent  case  in  the  region  of  the 
greater  trochanter  has  been  reported.6  These  are 
nonencapsulated  tumors,  and  microscopy  reveals 
them  to  be  composed  of  broad  bands  of  rather  acel- 
lular fibrous  connective  tissue  separated  by  lobules 
of  mature  fat.  The  striking  feature  is  the  presence 
of  numerous  branching  eosinophilic  fibers  with 
scattered  granules  and  globular  structures  that  stain 
similarly,  all  these  fibers  exhibiting  a striking  affinity 
for  elastic  tissue  stains.  Since  the  fibroma  herein 
reported  contained  only  fine  elastic  positive  fibers, 
we  eliminated  this  lesion  from  consideration  in  the 
differential  diagnosis. 

Finally,  in  any  lesion  composed  of  mature  fibro- 
blasts and  collagen,  one  must  seriously  consider  both 
extra-abdominal  desmoids  and  also  nodular  fasciitis. 
The  extra-abdominal  desmoid,  arising  from  muscu- 
loaponeurotic  structures,  has  a characteristic  gross 
appearance.  It  is  frequently  large  in  size,  and  al- 
though occurring  most  frequently  in  the  upper  ex- 
tremities, it  has  been  reported  in  the  buttocks,  leg, 
and  foot  muscles.  Microscopically  it  consists  of  in- 
terweaving trabeculae  of  mature  fibrous  tissue  with 
an  abundant  collagen  matrix.  The  cellularity  of 
these  frequently  recurring  tumors  often  approaches 
that  of  a fibrosarcoma;  mitotic  figures  are  numerous, 
and  muscular  invasion  is  a sine  qua  non  for  the  di- 
agnosis. 

Although  the  fibroma  in  this  child  had  no  resem- 
blance to  the  desmoid  pattern,  the  loose  myxoid 
microscopic  appearance  suggested  the  pattern  of 
nodular  fasciitis.  This  lesion  can  occur  in  fascia 
anywhere  in  the  body,  is  circumscribed,  nonencap- 
sulated, and  rarely  exceeds  4 cm.  in  diameter.  Mi- 
croscopically the  large  active  fibroblasts  in  nodular 
fasciitis  are  accompanied  by  a vascular  component 
of  well-formed  capillaries  and  a variable  number  of 
inflammatory  and  giant  cells.  Nodular  fasciitis,  a 
benign  condition  cured  by  simple  excision,  is  a 
common  lesion  in  our  surgical  material  and  we 
readily  separated  this  process  from  the  fibroma  al- 
ready described. 


Summary 

A giant  benign  connective-tissue  neoplasm  in  the 
lower  extremity  of  an  adolescent  has  been  described. 
The  lesion  was  encapsulated,  solid,  and  bulged  on 
section.  Microscopically  it  was  composed  of  loose 
connective  tissue  with  large  numbers  of  fine  elastic 
fibers  and  coarse  collagen  bundles.  The  extant 
confusion  regarding  the  term  fibroma  is  reviewed, 
and  the  differentiating  features  from  other  lesions 
with  which  this  lesion  may  be  confused  are  presented. 

Community  General  Hospital 
Broad  Road 
Syracuse.  New  York  13215 


AMA  publishes  new  edition 
of  mental  retardation  manual 

Mental  retardation  is  the  most  handicapping  of  all 
childhood  disorders,  declares  the  new  third  edition  of  the 
American  Medical  Association’s  handbook  for  physicians 
on  mental  retardation. 

The  United  States  includes  more  than  six  million  indi- 
viduals who  are  retarded.  Some  one  hundred  thousand 
more  are  born  each  year.  Probably  a much  larger  number, 
never  identified,  function  ineffectively  throughout  life,  says 
the  AMA  book. 

The  new  edition  was  prepared  under  direction  of  a board 
of  three  editors:  Julius  B.  Richmond,  M.D.,  chairman,  and 
George  Tarjan,  M.D.,  and  Robert  S.  Mendelsohn,  M.D. 

The  editors  declare: 

“The  responsibility  for  the  optimal  use  of  the  accumu- 
lated skill  and  information  (about  retardation)  will  fall 
upon  the  practicing  physician,  especially  the  one  who 
makes  first  contact  with  the  retarded  individual  and  his 
family.” 

If  physicians  are  to  increase  their  effectiveness  in  behalf 
of  the  mentally  retarded,  the  organized  medical  profession 
must  assume  a leadership  role,  the  editors  say.  The  AMA 
incorporated  a concern  for  mental  retardation  in  1961,  and 
the  first  edition  of  the  handbook  appeared  in  1965. 


(DR.  PRIOR) 
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The  physician  in  practice  is  faced  first  with  the  diag- 
nostic problem,  and  the  initial  chapters  of  the  book  tell  how 
to  determine  whether  an  individual  is  retarded.  This  is 
followed  by  chapters  on  how  to  manage  the  patient,  in- 
cluding use  of  all  available  community  resources,  public 
and  private. 

Improved  methods  of  infant  salvage  now  permit  survival 
of  many  handicapped  infants  who  once  would  have  suc- 
cumbed at  birth,  presenting  the  physician  with  an  in- 
creasing number  of  families  who  need  his  guidance  in 
managing  a handicapped  child,  the  book  points  out. 

The  physician  also  is  likely  to  see  more  retarded  patients 
because  of  the  increased  emphasis  on  keeping  them  in  the 
community  and  the  family,  rather  than  sending  them  to 
institutions.  By  aiding  the  retarded  to  remain  in  the 
community,  the  physician  helps  to  increase  the  status  of 
the  retarded  person  as  a “more  human”  and  therefore  less 
threatening  member  of  society. 

The  book  concludes: 

“We  are  optimistic  about  the  future  of  mental  retarda- 
tion programs.  We  believe  that  they  will  continue  to  im- 
prove and  that  from  the  advances  will  come  benefits  not 
only  for  the  retarded,  but  also  for  generations  of  all  chil- 
dren.” 

The  book  is  available  from  the  Order  Department, 
American  Medical  Association.  535  N.  Dearborn  St.,  Chi- 
cago, 111.  60610. 


March  1977/New  York  State  Journal  of  Medicine  395 


Schistosomiasis 
Japonica  of  Liver 


SAMUEL  D.  J.  YEH,  M.D.,  Sc.D.a 

New  York  City 

JAMES  McSWEENEY,  M.D.b 

New  York  City 

MAN  HEI  SHIU,  M.D.C 

New  York  City 

From  Memorial  Hospital  and  Cornell  University  Medical  College. 
a Associate  Attending  Physician,  Nuclear  Medicine  Service; 
Assistant  Professor  of  Medicine. 

b Assistant  Attending  Radiologist;  Assistant  Professor  of 
Radiology. 

c Assistant  Attending  Surgeon,  Gastric  and  Mixed  Tumor 
Service;  Assistant  Professor  of  Surgery. 


A diagnostic  dilemma  may  occasionally  be  en- 
countered in  the  metropolitan  areas  of  the  United 
States  in  the  evaluation  work-up  of  patients  who 
have  immigrated  from  other  parts  of  the  world.  This 
is  particularly  true  in  the  Chinatown  area  due  to  our 
relative  unfamiliarity  with  many  parasitic,  infectious, 
or  neoplastic  diseases  common  in  the  Chinese  but 
rare  in  the  Caucasians.  It  was  found  that  15.5  per 
cent  of  the  new  immigrants  from  south  China  are 
infested  with  Clonorchis  sinensis,1  the  liver  fluke 
found  related  to  the  development  of  carcinoma  of  the 
biliary  tract.2  Immigrants  from  south  China  also 
have  a high  incidence  of  nasopharyngeal  carcinoma 
and  hepatoma  but  a low  incidence  in  other  types  of 
neoplastic  diseases  frequently  seen  in  our  daily 
medical  practice.3  Infectious  hepatitis  and  other 
forms  of  chronic  liver  diseases  are  also  quite  common 
among  the  Chinese  regardless  of  the  area.  When  the 
liver  is  involved,  differential  diagnosis  among  par- 
asitic infestation,  infectious  process,  or  neoplastic 
disease  has  been  emphasized.4  With  respect  to 
parasitic  infestation,  kala-azar  was  considered  more 
common  along  the  Yellow  River  and  schistosomiasis 
south  of  the  Yangtze  River.  Place  of  birth  and  his- 
tory of  past  residences  have  been  found  to  be  very 
useful  clues  for  establishing  the  final  diagnosis. 
Recently  we  took  care  of  a patient  originally  from  the 
south  coastal  province  of  Fukien,  China,  an  area 
somewhat  away  from  the  endemic  area  of  schistoso- 
miasis, presenting  classic  clinical  manifestations  of 
hepatoma  but  proving  to  have  schistosomiasis  and 
liver  cirrhosis  with  a rare  form  of  spontaneous  por- 
tacaval shunt. 
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FIGURE  1.  Selective  celiac  arteriogram  showing  marked 
splenomegaly  and  stretching  of  vessels  in  left  lobe  of  liver 
without  any  neovascularity. 


Case  report 

A sixty-three-year-old  Chinese  cook  appeared  with 
epigastric  pain,  anorexia,  weight  loss,  and  general 
malaise  for  about  one  month.  His  bowel  movements 
were  regular,  and  he  gave  no  history  of  any  abdominal 
discomfort  and  diarrhea.  The  patient  was  born  and 
brought  up  in  his  native  province,  Fukien,  and  trav- 
eled very  little  in  China.  He  came  to  the  United 
States  in  1944.  Shortly  after  his  arrival,  he  was  in- 
stitutionalized for  bilateral  pulmonary  tuberculosis 
for  fourteen  months.  A Billroth  II  operation  was 
performed  in  1960  for  upper  gastrointestinal  bleed- 
ing. Three  months  before  admission,  he  developed 
polyuria,  polydipsia,  and  nocturia.  Hyperglycemia 
and  glycosuria  were  found.  In  the  last  few  years,  he 
had  irregular  but  modest  consumption  of  whiskey, 
and  his  dietary  intake  was  poor. 

Physical  examination  revealed  a pale,  slightly 
emaciated,  chronically  ill-looking  man  in  moderate 
distress  because  of  his  abdominal  discomfort.  Head, 
neck,  heart,  lungs,  and  extremities  showed  no  gross 
abnormalities  except  for  evidence  of  recent  weight 
loss.  He  had  no  spider  angiomata,  caput  medusae, 
or  liver  palms.  The  abdomen  was  flat  with  a 
transverse  upper  abdominal  surgical  scar  and  a large 
tender  nodular  mass  in  the  epigastrium.  There  was 
no  bruit  in  the  abdomen.  There  was  no  evidence  of 
ascites.  The  spleen  was  moderately  enlarged. 

Chest  x-ray  films  showed  nodular  calcification  and 
pleural  thickening  at  both  apices  consistent  with  old 
tuberculous  involvement.  Abdominal  films  showed 
calcification  in  the  wall  of  the  splenic  artery.  So- 
nogram showed  an  increased  number  of  echoes  in  the 
left  lobe  but  failed  to  show  any  focal  mass  lesion. 
Selective  celiac  arteriogram  showed  ectasia  of  the 
celiac  axis  vessels  (Fig.  1).  The  right  lobe  of  the  liver 
was  small.  The  spleen  was  enlarged.  There  was  no 
tumor  stain  or  neovascularity  in  the  left  lobe  of  the 
liver.  The  splenic  and  superior  mesenteric  veins 
were  found  converging  into  a very  much  dilated 
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FIGURE  2.  Venous  phase  of  superior  mesenteric  arterio- 
gram showing  hepatofugal  flow  with  large  varices  which 
empty  into  inferior  vena  cava  via  left  renal  vein. 


FIGURE  3.  Barium  enema  showing  elevated  hepatic  flexure 
secondary  loss  of  substance  of  right  lobe. 


portal  vein.  No  portal  blood  was  seen  entering  the 
liver.  All  of  the  mesenteric  venous  blood  flowed  into 
the  inferior  vena  cava  via  hugely  dilated  veins  in  the 
left  upper  quadrant  which  eventually  emptied  into 
the  left  renal  vein  (Fig.  2).  A barium  enema  showed 
elevated  hepatic  flexure  (Fig.  3).  An  upper  gas- 
trointestinal series  showed  postsubtotal  gastrectomy 
changes  with  a gastrojejunostomy  but  no  evidence  of 
esophageal  varices. 

A liver  scan  with  "mTc  (technetium)  sulfur  colloid, 
as  shown  in  Figure  4,  showed  irregular  uptake  and  a 


FIGURE  4.  "mTc  sulfur  colloid  liver  scan  showing  small 
right  lobe,  hypertrophy  of  left  lobe,  and  increased  uptakes 
in  lungs,  bone  marrow,  and  spleen. 


FIGURE  5.  Anterior  views  of  67Ga  citrate  and  1 1 1ln  bleo- 
mycin scans  showing  small  right  lobe  but  no  focal  increased 
uptakes  in  liver  region  suggesting  hepatoma. 


small  right  lobe.  The  liver  measured  20  cm.  long  and 
20  cm.  wide  with  marked  hypertrophy  of  the  left  lobe. 
The  functional  liver  tissue  extended  5 cm.  below  the 
xyphoid  process  and  corresponded  to  the  lower 
margin  of  the  palpable  mass.  The  spleen  was  en- 
larged and  measured  18  cm.  long  and  7 cm.  wide. 
Marked  increase  of  radionuclide  uptake  was  noted 
in  the  lungs,  bone  marrow,  and  spleen,  consistent 
w'ith  decreased  reticuloendothelial  function  of  the 
liver.  The  gallium  and  bleomycin  scans  failed  to 
reveal  any  tumor  uptake  but  confirmed  the  presence 
of  a shrunken  right  lobe  and  expanded  left  lobe  (Fig. 
5). 

The  white  count  was  7,600  with  3 per  cent  eosino- 
phils and  32  per  cent  lymphocytes;  the  platelet  count 
was  202,000,  and  hematocrit  was  32.5.  The  reticu- 
locyte count  was  1.2  per  cent,  serum  iron  was  45  mi- 
crograms, and  iron  binding  capacity  was  349  micro- 
grams. Bone  marrow  aspirates  showed  moderate 
erythyroid  hyperplasia  and  absence  of  stainable  iron. 
The  hemoglobin  electrophoresis  showed  98.5  per  cent 
hemoglobin  A and  1.5  per  cent  hemoglobin  A2.  The 
serum  protein  was  6.9  Gm.,  the  albumin  2.9  Gm., 
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FIGURE  6.  Livery  biopsy  showing  fibrosis  around  portal 
space  and  deposits  of  Schistosoma  ovae  (trichrome  stain, 
original  magnification  X 320). 


bilirubin  1.59  mg.,  blood  urea  nitrogen  8 mg.,  and 
fasting  blood  glucose  214  to  256  mg.  per  100  ml.  The 
alkaline  phosphatase  was  199  international  units, 
lactic  dehydrogenase  132  units,  serum  glutamic  ox- 
aloacetic transaminase  76  units,  and  5'  nucleotidase 
12  units.  The  urine  test  result  was  moderately  pos- 
itive for  sugar  but  negative  for  albumin,  casts,  and 
cells.  Stool  occult  blood  test  result  was  negative. 
Ovae  and  parasites  were  not  found  in  the  stool. 
Repeated  examination  results  of  alpha  1 -fetoprotein 
and  SH  antigen  were  negative.  The  sputum  exam- 
inations were  repeatedly  negative  for  acid-fast  or- 
ganisms. 

Exploratory  laparotomy  was  performed  to  estab- 
lish a tissue  diagnosis  on  the  epigastric  mass.  The 
right  lobe  of  the  liver  was  found  to  be  markedly 
shrunken  and  cirrhotic.  A large  multilobulated  mass 
was  found  to  be  arising  from  the  undersurface  of  the 
medial  segment  of  the  left  lobe  protruding  into  the 
epigastric  region.  Multiple  needle  and  wedge 
biopsies  of  the  large  mass  were  obtained.  No  tumor 
was  found.  The  specimens  showed  white  fibrous 
tissue  containing  some  purple  and  soft  yellowish-tan 
nodules.  Microscopic  examination  revealed  cirrhosis 
of  the  liver  with  multiple  ovae  of  Schistosoma  japo- 
nicum  in  the  fibrous  stroma  of  the  portal  spaces  (Fig. 
6). 

Comment 

Schistosomiasis  japonica  was  a widespread  and 
quite  serious  parasitic  disease  in  China  before  1949 
with  the  estimated  number  of  cases  over  10  million, 
threatening  the  health  of  100  million  persons  over  a 
territory  of  3,000  square  miles.5  High  endemicity 
was  found  in  the  central  and  lower  Yangtze  Valley  in 
the  provinces  of  Kiangsu,  Chekiang,  Anhwei,  Ki- 
angsi,  Hupeh,  and  Hunan,  hut  was  also  found  in  the 
southwest  plains  of  Szechuan,  Kwangsi,  and  Yunnan, 
and  the  coastal  provinces  of  Kwangtung  and  Fukien 
where  the  intermediate,  the  snail  Oncomelania  hu- 
pensis,  was  present/’  Because  of  the  campaign 


against  the  snails  and  the  early  detection  and  proper 
treatment  of  patients,  epidemics  of  schistosomiasis 
in  China  were  effectively  controlled.7’8  Cases  of 
schistosomiasis  with  remote  infection  many  years 
earlier  may  eventually  be  the  only  type  of  patients  we 
will  encounter. 

It  has  been  shown  that  cercariae  penetrate  skin 
and  mucous  membrane  and  enter  the  lymphatics, 
then  the  right  heart,  and  finally  the  lungs  and  liver. 
In  two  to  eight  weeks,  the  adult.worms  mature  and 
descend  to  the  portal  vein  against  the  stream, 
reaching  the  mesenteric  veins  of  the  intestinal  wall. 
A characteristic  of  the  adult  worms  of  S.  japonicum 
is  their  habitation  in  the  superior  mesenteric  vein 
causing  disease  of  the  small  intestine  and  the  as- 
cending colon.  The  liver  damage  is  due  to  the  egg 
deposits  and  consequent  reactive  fibrosis,  showing 
acute  and  chronic  hepatitis  and  piecemeal  necrosis.9 
Portal  hypertension  is  invariably  present.10  Cir- 
rhosis, ascites,  leg  edema,  anemia,  intestinal  ob- 
struction, and  development  of  caput  medusae  and 
esophageal  varicosities  may  occur  from  in  three  to 
five  years.  In  the  200  cases  studied  by  Ling,  Cheng, 
and  Chung,11  the  liver  was  by  far  the  most  frequently 
involved  organ,  showing  hepatomegaly  in  48.6  per 
cent  of  the  cases,  and  splenomegaly  was  present  in 
71.6  per  cent  of  the  cases. 

The  findings  of  the  selective  celiac  arteriography 
in  our  patients  are  quite  similar  to  those  found  in 
patients  with  schistosomiasis  mansoni,  the  main 
cause  of  chronic  liver  disease  in  areas  such  as  Brazil 
and  Venezuela.  In  schistosomiasis  mansoni,  one 
often  finds  moderate  lengthening  and  increase  in 
caliber  of  the  splenic  and  portal  veins  with  reversal 
of  blood  flow  and  development  of  collateral  circula- 
tion, usually  esophageal  and  gastric  varices.12  In- 
trasplenic  and  direct  portal  venous  pressures  are 
often  elevated.  Splenoportography  may  show  nor- 
mal to  severe  alterations  in  the  intra-  and  extrahe- 
patic  venous  systems.13 

Our  patient  developed  a rare  form  of  spontaneous 
portacaval  shunt  to  relieve  his  portal  hypertension. 
This  pathway  from  the  portal  system  to  the  retro- 
peritoneal and  adrenal  and  renal  veins  has  been 
demonstrated  by  cadaver  injections.14  For  some 
reason  the  more  usual  spontaneous  splenorenal  shunt 
did  not  develop. 

Hepatoma  is  the  third  most  common  malignant 
condition  in  Fukien,  the  home  province  of  our  pa- 
tient, representing  12  per  cent  of  all  autopsy  cases.15 
No  one  can  explain  why  the  Chinese  from  the  south 
are  more  prone  to  develop  hepatocellular  carcinoma. 
While  C.  sinensis  was  present  in  approximately  60 
per  cent  of  cholangiocarcinoma,16  there  was  abso- 
lutely no  relationship  between  this  parasitic  infes- 
tation and  the  development  of  hepatoma.  The 
protean  and  nonspecific  manifestations  of  hepatoma 
would  make  such  diagnosis  very  difficult,  particularly 
in  the  early  stage.17  More  recently,  selective  celiac 
arteriography  has  been  found  to  be  very  helpful  in 
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hepatoma.  Dilation  of  hepatic  artery,  increased 
vascularity,  and  presence  of  tumor  vessels  or  stains 
with  displacement  or  stretching  of  intrahepatic  ar- 
teries are  the  common  findings.18  Increased  '’'Ga 
(gallium)  citrate  uptake  in  the  filling  defects  dem- 
onstrated on  "mTc  sulfur  colloid  liver  scans  has  been 
shown  in  many  patients  with  hepatoma.19  A similar 
increase  was  also  found  in  the  bleomycin  scan.20  Our 
patient  was  subjected  to  all  of  these  studies,  and  his 
tests  showed  negative  results. 

Findings  in  liver  scans  of  schistosomiasis  are  not 
specific  and  are  in  general  typical  for  postnecrotic 
cirrhosis  with  mottled  uptake  in  the  liver,  shrunken 
right  lobe,  relatively  large  left  lobe,  splenomegaly, 
and  increased  uptakes  in  the  lungs,  marrow,  and 
spleen.  In  S.  mansoni  infestation,  28  per  cent  of  the 
early  cases  had  irregular  uptakes  and  33  per  cent  vi- 
sualization of  the  spleen,  whereas  91  per  cent  of  late 
cases  had  irregular  uptake  and  57  per  cent  spleen 
visualization  and  shrunken  liver  on  198Au  (gold) 
colloid  scans.21  In  patients  with  schistosomiasis 
japonica,22  thinning  or  disappearance  of  density  in 
the  inferolateral  segment  of  the  right  lobe  was 
present  in  48  per  cent  of  27  cases.  Rounding  of  the 
entire  liver  and  appearance  of  an  inverted  triangle 
are  relatively  common.  The  spleen  was  visualized 
in  85  per  cent  of  patients,  a figure  slightly  higher  than 
the  nonschistosomal  cirrhosis,  which  had  an  inci- 
dence of  76.8  per  cent,  hepatoma,  which  had  an  in- 
cidence of  50.9  per  cent,  metastatic  diseases  in  the 
liver,  with  an  incidence  of  21.9  per  cent,  and  chronic 
hepatitis,  with  an  incidence  of  30.2  per  cent.  Both 
gallium  and  niIn  (indium)  bleomycin  scans  in  our 
patient  failed  to  show  any  increase  of  uptake  in  the 
regenerative  nodules  or  reactive  granuloma. 

Schistosomiasis  japonica  should  always  be  con- 
sidered in  the  differential  diagnosis  of  a hepatic  mass 
in  a Chinese  immigrant  from  south  China,  especially 
when  significant  portal  hypertension  is  manifes- 
ted. 

Summary 

A sixty-three-year-old  Chinese  cook  born  and 
brought  up  in  an  area  with  a high  incidence  of  hep- 
atoma but  a relatively  low  incidence  of  schistosomi- 
asis japonica  appeared  with  a clinical  picture 
suggesting  hepatoma.  Extensive  work-up  with 
multiple  radionuclide  imaging  procedures  and  ar- 
teriography failed  to  show  any  evidence  of  hepatoma 
but  confirmed  a hepatic  mass  and  also  revealed  a rare 
form  of  spontaneous  portacaval  shunt.  Exploratory 


laparotomy  established  the  diagnosis  of  schistoso- 
miasis japonica.  The  significance  of  inclusion  of  this 
disease  in  the  differential  diagnosis  of  liver  masses 
in  the  Chinese  immigrants  from  south  China  is 
stressed. 
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Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 
Drug  substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
! medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 


The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow'  of  new 
drugs  to  your  patients:  The  cost  of  the  research  is  more 
than  ten  times  w'hat  it  wras,  per  product,  in  1962;  and 
w'hereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  w'hy  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 
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Gallium-67  citrate  and  indium-111  chloride  are 

frequently  reported  of  value  in  scanning  malignant 
and  inflammatory  lesions.1-6  Indium  has  the  ad- 
vantage among  others,  of  not  being  excreted  through 
the  bowel  and,  therefore,  abnormal  localization  below 
the  diaphragm  can  be  easily  recognized.  Gallium  is 
excreted  through  the  howel  and,  therefore,  it  should 
be  cleaned  with  laxatives  and  enemas  after  the  in- 
jection and  before  doing  the  scan.  Gallium  has  the 
advantage  of  being  more  specific  in  visualizing  lesions 
that  are  sometimes  missed  on  the  indium  scans.6  We 
are  carrying  a comparative  study  on  both  isotopes  to 
determine  their  clinical  values.  Some  patients  are 
scanned  with  both  isotopes.  This  case  presented  is 
one  of  them.  It  shows  the  appearance  of  Hodgkin’s 
disease  of  the  mesenteric  and  retroperitoneal  lymph 
nodes. 

Case  report 

A seventy -nine-year-old  man  was  admitted  on 
June  8, 1974,  with  the  complaint  of  loss  of  appetite, 
loss  of  weight,  abdominal  discomfort,  diarrhea,  in- 
somnia, and  intermittent  night  sweats.  The  symp- 
toms were  gradually  progressive  over  the  last  six 
months.  On  examination,  the  abdomen  was  soft, 
slightly  distended,  liver  and  spleen  were  not  enlarged, 
and  no  abdominal  masses  could  be  felt.  No  enlarged 
lymph  nodes  were  found  in  the  groins,  axillas,  or  su- 
praclavicular regions.  Hemoglobin  was  12  Gm., 
hematocrit  35.6,  and  white  blood  count  6,200  with  64 
per  cent  segmented  neutrophils,  23  per  cent  lym- 
phocytes, and  5 per  cent  monocytes.  Erythrocyte 


sedimentation  rate  was  110,  blood  urea  nitrogen  11, 
and  serum  creatinine  0.9  mg.;  serum  electrolytes  were 
normal,  serum  calcium  8.6  mg.,  and  phosphorus  3.8 
mg.  Liver  function  test  results  were  normal.  Serum 
albumin  was  2.4  Gm.  and  globulin  4.5  Gm.  Serum 
electrophoresis  showed  diffuse  increase  in  gamma 
globulin.  Serum  immunoelectrophoresis  showed 
polyclonal  increase  in  immunoglobulin  G,  A,  and  M. 
D-xylose  and  carotene  test  results  were  both  low  in- 
dicating malabsorption.  Stools  were  positive  for 
occult  blood.  Sigmoidoscopy  showed  only  internal 
hemorrhoids  that  were  not  bleeding.  Barium  enema 
and  barium  meal  findings  were  normal,  and  followup 
tests  of  the  small  intestine  did  not  reveal  any  ab- 
normality. Chest  x-ray  film  showed  diffuse  increase 
in  bronchovascular  markings,  no  mediastinal  en- 
larged shadows,  and  no  parenchymal  infiltrates. 

The  patient  was  referred  for  a gallium  scan  to  look 
for  undetected  malignant  or  inflammatory  disease. 
Seventy-two  hours  after  the  intravenous  injection  of 
3 me.  gallium-67  citrate,  whole-trunk  scan  showed 
increased  uptake  in  multifocal  conglomerate  areas 
in  the  middle  and  right  side  of  the  abdomen  (Fig.  1 A). 


V 


A 

FIGURE  1.  Anterior  view  whole-trunk  scans.  (A)  Gal- 
lium-67 showing  increased  uptake  in  middle  and  right  side 
of  abdomen.  (B)  Indium-111  showing  area  of  increasing 
uptake  in  middle  and  left  side  of  abdomen.  (C)  Indium-1 1 1 
after  forty-eight  hours  showing  same  appearance  as  (B). 
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Would  this  be  due  to  a real  neoplastic  lesion  or  to 
bowel  excretion?  It  did  not  appear  to  be  of  bowel 
origin.  In  addition,  an  observation  that  we  find  al- 
ways helpful  in  these  cases  is  to  compare  the  intensity 
of  uptake  of  gallium  in  the  liver  and  in  the  area  of 
interest.  If  it  is  diminished  in  the  liver,  as  in  this 
case,  and  most  of  the  radioactivity  is  in  the  lesion,  this 
indicates  pathologic  disease  in  the  abdomen.  In 
other  cases,  if  the  uptake  in  the  liver  area  is  of  normal 
intensity,  the  uptake  in  the  abdomen  has  to  be  dif- 
ferentiated from  bowel  excretion. 

Following  the  gallium  scan,  a technetium-99m 
sulphur  colloid  flow  study  for  the  upper  abdomen 
and  the  liver  was  performed.  Polaroid  pictures  were 
taken  with  the  Anger  gamma  camera  in  the  anterior 
projection  every  four  seconds  from  the  time  of  in- 
jection of  an  intravenous  bolus  of  5 me.  techne- 
tium-99m  sulphur  colloid  (Fig.  2).  It  demonstrated 
increased  vascularity  in  the  middle  of  the  abdomen. 
This  area  of  increased  flow  stayed  until  the  end  of  the 
study  at  forty  seconds.  Therefore,  the  possibility  of 
having  a vascular  neoplastic  lesion  in  the  middle  of 
the  abdomen  was  favored,  although  no  mass  was  felt 
by  abdominal  examination.  An  abdominal  aorto- 
gram  was  performed  and,  astonishingly,  showed  no 
abnormal  vascularity:  only  a dilated  and  tor- 

tuous aorta  could  be  seen  (Fig.  3).  Was  the  gallium 
scan  and  the  flow  study  done  before  unreliable?  A 


repeated  scan  of  the  whole  trunk  was  done  forty-eight 
hours  after  the  intravenous  injection  of  1.5  me.  of 
indium-111  chloride.  Indium,  in  our  experience,  is 
more  reliable  for  subdiaphragmatic  lesions  since  its 
excretion  through  the  bowel  is  minimal.  The  area 
of  increased  uptake,  this  time,  moved  to  the  middle 
and  left  side  of  the  abdomen  (Fig.  IB).  The  patient 
was  rescanned  forty-eight  hours  later  without  in- 
jecting another  dose.  It  showed  the  same  appearance 
(Fig.  1C).  Our  conclusion  was  that  there  was  a vas- 
cular mass  in  the  abdomen  that  was  mobile,  probably 
involving  the  small  intestines  and  the  mesenteric 
lymph  nodes. 

A duodenal  biopsy  showed  obliteration,  blunting, 
fusion,  and  shortening  of  the  villi.  The  superficial 
epithelium  was  partially  absent.  The  lamina  propria 
showed  a large  number  of  plasma  cells  and  lympho- 
cytes. The  picture  was  mostly  consistent  micro- 
scopically with  sprue. 

Exploratory  laparotomy  was  performed  on  July  29, 
1974.  Innumerable  firm  lymph  nodes  were  scattered 
through  the  mesentery  and  up  and  down  the  verte- 
bral column  and  retroperitoneum.  The  size  of  the 
lymph  nodes  varied  from  1 by  1 cm.  to  5 by  3 and  6 by 
4 cm.  F rozen  sections  of  one  of  the  mesenteric  nodes 
showed  hyperplasia  of  lymphoid  tissue.  The  patient 
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FIGURE  2.  Technetium-99m  sulphur  colloid  flow  study  showing  increased  vascularity  in  middle  of  abdomen  staying  until  end 
of  study. 


expired  the  next  day  from  postoperative  complica- 
tions. F urther  nodes  after  fixation  and  staining  were 
interpreted  as  Hodgkin’s  disease,  nodular  sclerotic 
type.  Autopsy  was  performed  and  confirmed  the 
previous  findings. 

Comment 

The  data  in  this  interesting  case,  studied  by  dif- 
ferent approaches,  show  the  reliability  of  tumor- 
scanning radionuclides  over  other  procedures  in 
discovering  pathologic  lesions  in  the  mesenteric  and 
para-aortic  lymph  nodes.  The  patient  was  losing 
weight,  the  D-xylose  and  carotene  absorption  test 
results  denoted  malabsorption,  duodenal  biopsy  was 
reported  as  consistent  with  sprue,  and  gallium  and 
indium  scans  showed  a mobile  mass  in  the  middle  of 
the  abdomen  that  shifted  from  the  right  to  the  left 
side  on  repeated  scanning.  The  technetium-99m 


sulphur  colloid  flow  study  showed  increased  vascu- 
larity in  the  lesion.  The  abdominal  aortogram  did 
not  reveal  the  site  of  the  increased  vascularity.  Only 
at  laparotomy  were  the  enlarged  mesenteric  and 
para-aortic  lymph  nodes  discovered.  Another  ob- 
servation in  gallium  scan  is  to  compare  the  uptake  in 
the  liver  to  that  in  the  area  of  interest.  When  there 
is  a malignant  or  inflammatory  lesion  of  a relatively 
big  size,  it  will  take  most  of  the  radionuclide,  and 
minimal  radioactivity  remains  for  the  liver  and  the 
reticuloendothelial  system  in  the  rest  of  the  body. 
Therefore,  the  ratio  of  uptake  in  the  liver  to  the  lesion 
discovered  is  sometimes  helpful  in  gallium-scan  in- 
terpretation in  differentiating  pathologic.disease  in 
ihe  abdomen  from  bowel  excretion.  A third  obser- 
vation in  this  case  is  that  if  a mobile  mass  is  detected 
by  chance  on  repeated  scanning,  this  should  raise  the 
possibility  of  small  intestinal  or  mesenteric  lymph- 
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FIGURE  3.  Abdominal  aortogram  showing  dilated  and  tor- 
tuous aorta.  No  abnormal  vascularity  detected. 


node  involvement. 

The  technetium-99m  sulphur  colloid  flow  study 
was  previously  reported  by  Waxman,  Apau,  and 
Siesmen'  to  be  helpful  in  demonstrating  the  vascu- 
larity of  the  liver  and  of  any  space-occupying  lesions 


Increasing  incidence  of  endometrial  cancer 
in  the  United  States 

The  rising  incidence  of  endometrial  cancer  in  the  U.S. 
is  discussed  in  relation  to  its  possible  association  with  the 
use  of  estrogens  by  menopausal  women.  Data  from  8 areas 
served  by  population-based  cancer  reporting  systems  in- 
dicate that  after  years  of  relative  stability,  endometrial 
cancer  incidence  rates  have  risen  sharply  in  the  1970s.  In 
some  areas  the  increase  has  exceeded  10  per  cent  per  year. 
The  incidence  among  middle-aged  women  has  changed 
most  (by  40  to  150  per  cent)  between  1969  and  1973,  (de- 
pending on  the  area)  but  rates  have  also  increased  in  the 


detected  on  the  routine  liver  scan.  It  has  also  been 
of  help  in  this  case  as  well  as  in  other  cases  in  our 
practice  in  detecting  intraabdominal  extrahepatic 
masses. 

Summary 

The  high  reliability  of  gallium-67  and  indium-111 
chloride  scans  and  technetium-99m  sulphur  colloid 
flow  studies  is  presented  in  this  case  of  Hodgkin’s 
disease  of  the  retroperitoneal  and  mesenteric  nodes. 
The  glands  were  not  detected  on  clinical  examination 
nor  was  the  diagnosis  reached  on  abdominal  aorto- 
gram and  jejunal  biopsy. 

Department  of  Radiology  and  Nuclear  Medicine 
Edward  J Meyer  Memorial  Hospital 
State  University  of  New  York  at  Buffalo 
462  Grider  Street 
Buffalo,  New  York  14215 
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Hypernephroma  has  been  recognized  for  several 
years  as  a relatively  common  cause  of  paraneoplastic 
syndromes.  Fever,  polycythemia,  hypercalcemia, 
amyloidosis,  abnormal  liver  function,  Cushing’s 
syndrome,  and  neuropathy  have  been  most  fre- 
quently reported  in  association  with  renal-cell  car- 
cinoma.1-6 Leukemoid  reactions  have  been  noted 
only  rarely  with  this  tumor,  and  hypoglycemia,  to  our 
knowledge,  has  not  been  reported.7-9  The  present 
case  demonstrates  both  of  these  rare  syndromes. 

Case  report 

A fifty-eight-year-old,  single,  white  domestic  was 
admitted  to  Highland  Hospital  on  May  21,  1974, 
after  transfer  from  another  hospital.  She  had  been 
well  until  one  month  previously,  when  she  noted  low 
back  pain  and  fatigue.  Anemia  and  a high  white 
blood  cell  count  were  discovered  and  prompted  ad- 
mission to  a local  hospital,  where  she  was  transfused 
with  4 units  of  blood.  White  blood  cell  counts  ranged 
from  56,560  to  1 01,000  per  cubic  millimeter.  She  was 
then  transferred  for  evaluation  of  suspected  leuke- 
mia. 

The  patient  complained  of  anorexia,  weight  loss, 
and  painless  hematuria.  She  had  a long-standing, 
nonspecific  seizure  disorder,  hut  she  had  had  no 
seizures  during  the  last  few  years.  She  denied  taking 
any  medications  in  recent  months. 

Physical  examination  revealed  a thin,  pale,  alert 
woman  who  appeared  chronically  ill.  The  temper- 
ature was  38.2°C.,  blood  pressure  120/60  mm.  Hg, 
pulse  1 10  per  minute  and  regular,  and  respirations 
1 6 per  minute.  The  head  and  neck  were  unremark- 


able. The  cardiovascular  and  respiratory  examina- 
tions were  normal.  The  total  liver  span  was  17  cm. 
with  a firm,  irregular  edge.  A hard,  nontender  mass 
was  palpated  in  the  left  upper  quadrant,  the  lower 
border  being  8 cm.  below  the  left  costal  margin.  This 
was  thought  to  be  an  enlarged  spleen. 

The  hematocrit  was  29.2  per  cent,  hemoglobin  8.3 
Gm.  per  100  ml.,  and  the  white  blood  cell  count  was 
68,000  per  cubic  millimeter  with  94  per  cent  seg- 
mented neutrophils,  5 per  cent  band  neutrophils,  and 
1 per  cent  eosinophils.  The  white  cell  count  subse- 
quently rose  to  165,000  per  cubic  millimeter  with  93 
per  cent  segmented  neutrophils,  5 per  cent  band 
neutrophils,  1 per  cent  myelocytes,  and  1 per  cent 
monocytes.  The  platelet  count  was  515,000  per  cubic 
millimeter.  Blood  glucose  was  48  mg.  per  100  ml., 
and  alkaline  phosphatase  was  531  international  units. 
Values  for  serum  glutamic  oxaloacetic  transaminase, 
bilirubin,  blood  urea  nitrogen,  creatinine,  serum 
cortisol,  thyroxin,  electrolytes,  calcium,  and  phos- 
phorus were  within  normal  units. 

A bone  marrow  aspiration  and  biopsy  revealed 
myeloid  hyperplasia,  with  no  increase  in  myeloblasts 
or  progranulocytes.  Examination  result  for  the 
Philadelphia  chromosome  was  negative,  and  the 
leukocyte  alkaline  phosphatase  score  was  304,  normal 
40  to  100.  Because  of  the  hematuria,  an  intravenous 
pyelogram  was  performed  and  revealed  a large  non- 
functioning left  renal  mass.  A metastatic  series  gave 
negative  results,  and  liver-spleen  scan  showed  mild 
hepatosplenomegaly  without  filling  defects.  A renal 
arteriogram  performed  on  the  ninth  hospital  day 
confirmed  a large  vascular  mass  in  the  left  kidney. 

Following  admission,  the  patient  continued  to  be 
febrile,  and  urine  cultures  grew  Escherichia  coli. 
Subsequent  cultures,  after  a course  of  nitrofurantoin 
macrocrystals  (Macrodantin),  as  well  as  numerous 
blood  cultures,  were  sterile.  Numerous  fasting  blood 
samples  revealed  glucose  levels  less  than  30  mg.  per 
100  ml.,  the  lowest  being  22  mg.  per  100  ml.,  at  which 
time  the  patient  remained  asymptomatic.  Insulin 
levels  drawn  during  a glucose  tolerance  test  and  from 
various  sites  during  the  renal  arteriogram  showed  low 
values  (Fig.  1).  While  awaiting  surgery,  the  patient 
remained  lethargic,  but  alert,  and  continued  to  be 
febrile.  A fasting  blood  sugar  of  24  mg.  per  100  ml. 
on  the  sixteenth  hospital  day,  was  unassociated  with 
symptoms,  but  the  next  day  she  fell  and  hit  her  head 
on  the  floor.  She  gradually  became  stuporous,  and 
a right  hemiparesis  was  suspected.  A left  cerebral 
arteriogram  and  brain  scan  showed  no  abnormalities, 
but  a lumbar  puncture  revealed  xanthochromic  spi- 
nal fluid  under  normal  pressure.  Despite  vigorous 
treatment  with  steroids,  antibiotics,  and  supportive 
measures,  the  patient  gradually  deteriorated  and 
died  on  the  twenty-second  hospital  day. 

Autopsy,  performed  three  hours  after  death,  re- 
vealed a slight,  diffuse  subarachnoid  hemorrhage 
with  no  apparent  source  for  the  bleeding.  No 
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FIGURE  1.  Insulin  levels  during  glucose  tolerance  test. 


intracerebral  metastases  were  found.  The  lungs 
were  congested,  with  multiple  metastatic  tumor  de- 
posits in  both  lower  lobes.  The  esophagus  showed 
diffuse  softening  and  mucosal  erosion,  and  there  were 
numerous  areas  of  superficial  erosive  gastritis. 
Discrete  ulcerations  were  found  in  the  pyloric  region 
and  duodenum.  The  pancreas  appeared  normal 
except  for  some  chalky,  white  material  in  the  adja- 
cent adipose  tissue.  The  liver  weighed  2,650  Gm. 
and  was  extensively  infiltrated  by  tumor  nodules 
from  several  millimeters  up  to  3.5  cm.  in  diameter 
(Fig.  2).  The  right  adrenal  gland  was  normal;  the  left 
was  compressed  and  stretched  over  the  enlarged  left 
kidney.  The  left  kidney  weighed  1,100  Gm.,  and  the 
right  kidney  weighed  180  Gm.  The  lower  two-thirds 
of  the  left  kidney  was  replaced  by  a friable,  yellowish 
mass  with  central  necrosis  (Fig.  3).  The  tumor  ex- 


FIGURE  2.  Section  through  liver  showing  multiple  meta 
static  deposits. 


tended  into  the  renal  vein.  There  were  numerous 
enlarged  abdominal,  periaortic,  portahepatic,  and 
mediastinal  lymph  nodes  which  were  extensively 
replaced  by  tumor.  The  heart  weighed  270  Gm., 
revealed  mild  atherosclerosis  of  the  coronary  arteries, 
and  had  a single  vegetation  on  the  atrial  surface  of 
the  anterior  mitral  leaflet. 

Microscopic  examination  of  the  tumor  revealed  a 
pleomorphic  renal  cell  carcinoma  with  extensive 
necrosis  and  tubule  formation  in  some  areas.  In  the 
fairly  well-differentiated  areas,  the  cells  had  a bright 
eosinophilic  cytoplasm.  Sections  of  rib,  sternum, 
and  vertebral  bodies  showed  large  areas  of  metastatic 
carcinoma  replacing  the  marrow  space.  A moderate 
diffuse  pancreatitis  was  noted,  but  the  islets  were 
normal  in  number  and  appearance. 

Comment 

The  initial  presentation  of  this  patient  created  an 
interesting  diagnostic  problem.  The  extreme  leu- 
kocytosis, thrombocytosis,  anemia,  and  left  upper 
quadrant  mass  led  to  an  initial  impression  of  chronic 
myelogenous  leukemia.  Against  this  diagnosis  was 
the  maturity  of  the  granulocyte  population,  elevated 
leukocyte  alkaline  phosphatase,  and  absence  of  the 


FIGURE  3.  Left  kidney.  (A)  Large,  irregular  mass.  (B)  Section  through  renal  tumor  revealing  extensive  necrosis. 
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Philadelphia  chromosome.  Nevertheless,  10  to  15 
per  cent  of  patients  with  chronic  granulocytic  leu- 
kemia lack  the  Philadelphia  chromosome,  and  pre- 
dominantly mature  neutrophilic  leukemia  has  been 
reported.10’11  In  addition,  the  leukocyte  alkaline 
phosphatase  can  be  elevated  in  chronic  granulocytic 
leukemia,  especially  in  the  presence  of  associated 
inflammatory  or  neoplastic  diseases.12  The  benign 
nature  of  the  bone  marrow,  as  well  as  the  discovery 
of  the  true  nature  of  the  abdominal  mass,  eventually 
eliminated  leukemia  as  a diagnostic  possibility. 

Leukemoid  reactions  have  been  frequently  docu- 
mented in  association  with  malignant  tumors,  and, 
although  rare,  renal-cell  carcinoma  can  invoke  this 
response. 7-9,13-16  Mechanisms  proposed  to  explain 
this  phenomenon  include:  (1)  metastases  to  bone 
marrow  with  irritation  or  replacement  with  subse- 
quent myeloid  metaplasia;  (2)  tumor  necrosis,  in- 
flammation, or  infection;  and  (3)  a humoral  sub- 
stance from  the  tumor  causing  increased  myelo- 
poiesis.1.  The  pathologic  findings  in  this  case  are 
compatible  with  either  of  the  first  two  mechanisms, 
while  the  third  possibility  remains  purely  speculative. 

Hypoglycemia  is  another  known  nonmetastatic 
complication  of  cancer.  Most  of  these  nonpanereatic 
tumors  have  been  retroperitoneal  sarcomas,  adre- 
nocortical carcinomas,  or  hepatomas  with  isolated 
cases  of  gastric,  lung,  ovarian,  and  Wilms’  tumors.18 
A review  of  over  100  cases  from  the  world’s  literature 
did  not  include  a single  case  of  renal-cell  carcinoma.19 
Similarly,  several  recent  reviews  of  the  systemic 
manifestations  of  renal  carcinoma  fail  to  mention 
hypoglycemia  as  an  associated  feature.5,6,20 

Other  possibilities  must  be  considered  in  the 
pathogenesis  of  our  patient’s  fasting  hypoglycemia. 
Hypofunction  of  the  pituitary,  thyroid,  or  adrenal 
gland  is  unlikely  with  normal  serum  thyroxin  and 
cortisol  levels.  There  was  no  evidence  of  severe 
malnutrition  or  malabsorption,  and  pathologic  ex- 
amination of  the  pancreas  revealed  no  tumor  or  areas 
of  hyperplasia.  Although  the  extensive  metastatic 
infiltration  of  the  liver  may  have  impaired  glycoge- 
nolysis,  hypoglycemia  solely  on  this  basis  usually 
occurs  only  with  massive  hepatic  necrosis  on  a toxic 
or  posthepatitic  basis. 

This  is  ruled  out  by  the  relatively  normal  liver 
function  test  findings  in  the  present  case.  Therefore, 
we  assume  that  the  renal  tumor  and  hypoglycemia 
were  causally  related. 

Many  hypotheses  have  been  suggested  to  explain 
the  phenomenon  of  tumor-induced  hypoglycemia, 
since  its  recognition  as  a syndrome  in  1942.21  In  1966 
Unger22  presented  evidence  in  favor  of  tumor  secre- 
tion of  insulin-like  activity  or  an  insulin  potentiator 
as  the  most  likely  explanation.  Overutilization  of 
glucose  by  the  tumor,  and  deficient  hepatic  glyco- 
genolysis  or  gluconeogenesis,  were  also  considered 
possible  contributing  factors.  Rioassayable  insu- 
lin-like activity  in  serum  and  tumor  tissue  has  been 
reported  frequently,  but  high  levels  of  immuno- 
reactive  insulin  have  rarely  been  found.23-28  In  our 


patient  very  little  immunoreactive  insulin  could  be 
demonstrated  during  a glucose  tolerance  test  and 
when  blood  samples  were  taken  from  various  sites 
during  angiography. 

More  recently,  stress  has  shifted  toward  a multi- 
factorial etiology  of  tumor  hypoglycemia.  Nissan, 
Bar-Maor,  and  Shafrir29  found  excessive  glucose 
uptake  by  tumor  in  vitro,  and  suggested  deficient 
hepatic  glucose  release  as  a secondary  cause.  Blocks 
in  hepatic  glucose  release  and  tissue  lipolysis  have 
been  documented  in  one  case,30  and  depressed  levels 
of  gluconeogenic  enzymes  in  another.31  Chandalia 
and  Boshell32  felt  that  excessive  utilization  of  glucose 
by  tumor  plus  impaired  gluconeogenesis  was  re- 
sponsible, in  one  patient,  while  excessive  utilization 
alone  accounted  for  another.  Chowdhury  and 
Bleicher33  found  no  evidence  for  defective  glucone- 
ogenesis and  ascribed  hypoglycemia  in  their  case  to 
excessive  glucose  uptake  by  the  tumor.  In  addition, 
they  suggested  a failure  of  counter-regulatory 
mechanisms,  such  as  release  of  growth  hormone, 
catecholamines,  cortisol,  and  glucagon.  In  most  of 
these  more  recent  reports,  neither  serum  nor  tumor 
tissue  contained  excessive  amounts  of  insulin-like 
activity  or  immunoreactive  insulin. 

We  can  only  speculate  on  the  mechanism  of  hy- 
poglycemia in  our  patient,  since  detailed  metabolic 
studies  were  not  carried  out,  and  tumor  tissue  was  not 
analyzed  for  insulin  activity.  It  is  not  surprising  that 
serum  levels  of  immunoreactive  insulin  were  low,  in 
view  of  previous  experience,  and  this  is  quite  con- 
sistent with  any  one  or  several  of  the  possible  mech- 
anisms previously  mentioned.  Unfortunately,  the 
patient  did  not  survive  long  enough  to  assess  the  ef- 
fect of  removing  the  tumor  on  the  blood  sugar  or  the 
white  blood  cell  count.  The  simultaneous  occurrence 
in  this  patient  of  two  unusual  paraneoplastic  syn- 
dromes emphasizes  the  protean  manifestations  of 
renal-cell  carcinoma,  which  is  already  considered  one 
of  the  great  imitators  of  clinical  medicine. 

Summary 

A case  of  renal  cell  carcinoma  in  a fifty-eight- 
year-old  woman  is  described.  She  presented  painless 
hematuria,  extreme  leukocytosis,  and  fasting  hypo- 
glycemia. Leukemia  was  ruled  out  by  appropriate 
studies.  Immunoreactive  insulin  levels  from  various 
sites  during  arteriography  and  during  a glucose  tol- 
erance test  were  consistently  low.  Autopsy  revealed 
widespread  metastases  from  a large  hypernephroma, 
but  no  evidence  of  pancreatic  tumor  or  hyperplasia. 
Evidence  supporting  a causal  relationship  between 
the  tumor  and  hypoglycemia  is  presented,  and  a brief 
summary  of  present  concepts  of  tumor  hypoglycemia 
is  discussed.  This  is  believed  to  be  the  first  reported 
case  of  tumor-induced  hypoglycemia  associated  with 
renal  cell  carcinoma. 

Highland  Hospital 
South  Avenue  at  Bellevue  Drive 
Rochester,  New  York  14620 
(DR.  WAKEM) 
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Artificial  knee  benefits 
many  with  arthritis 

The  artificial  knee  works  reasonably  well,  especially  in 
relief  of  severe  pain,  but  there  are  problems,  and  long-term 
results  still  are  unknown,  says  a communication  in  the 
November  22  Journal  of  the  American  Medical  Associa- 
tion. 

Many  patients  with  arthritis  of  the  knee  can  be  managed 
by  conservative  means.  However,  some  knees  are  so  se- 
verely affected  that  an  artificial  knee  seems  the  best  solu- 
tion. It  was  success  with  the  artificial  hip  that  started 
surgeons  searching  for  a similar  solution  for  knees.  But 
the  knee  motion  is  more  complex  and  the  solution  is  more 
difficult. 

Paul  A.  Lotke,  M.D.,  and  colleagues  from  the  Hospital 
of  the  University  of  Pennsylvania,  Philadelphia,  report  on 
their  experience  with  placements  of  76  artificial  knees  in 
66  patients  over  a period  of  two  years,  with  follow-up  of 
results  for  one  to  three  years. 

Although  called  a total  knee  replacement,  the  procedure 
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actually  replaces  only  some  parts  of  the  knee  with  a metal 
component,  fixed  to  the  bone  with  a special  cement. 

Forty-eight  of  the  operations  were  for  osteoarthritis  in 
42  patients,  with  an  average  age  of  71.4  years.  Twenty- 
seven  replacements  were  performed  in  23  patients  with 
rheumatoid  arthritis,  with  an  average  age  of  57.5  years. 

A rating  chart  was  developed,  with  100  points  being  a 
normal  knee.  Average  score  before  the  knee  replacement 
in  the  patients  was  48  points.  After  the  operation  the  av- 
erage score  climbed  to  81  points. 

More  than  half  of  the  patients  gained  complete  relief 
from  pain  through  the  procedure,  and  most  of  the  others 
gained  some  relief  from  pain. 

Twelve  of  the  new  knees  scored  90  points  or  more,  “ex- 
cellent.” Twenty-four  scored  80  to  89,  “good.”  Twelve 
ranked  70  to  79,  “satisfactory.”  Others  were  less  suc- 
cessful. 

There  is  a limit  to  the  deformity  that  may  be  corrected 
with  the  artificial  knee,  Dr.  Lotke  adds,  and  careful  eval- 
uation of  the  patient  is  mandatory. 
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It  is  well  recognized  that  bronchial  asthma  may 
be  complicated  by  unusual  pulmonary  sequelae  in- 
cluding pneumothorax,-  mediastinal  emphysema,2 
atelectasis,1  mucus  plugging,1  bronchopulmonary 
aspergillosis,3  eosinophilic  pneumonia,4  and  vascu- 
litis.5 

Another  complication  is  acute  diffuse  pneumonia 
of  asthmatic  patients  described  by  Felson  and  Felson 
in  19556  with  19  episodes  in  16  patients  seen  at  the 
Cincinnati  General  Hospital  between  1946  and  1952. 
Roentgenograms  revealed  disseminated  infiltration 
with  either  a miliary  or  peribronchial  pattern  clearing 
within  two  to  four  weeks  after  onset.  At  least  2 cases 
have  been  reported  subsequently,  but  etiologic  agents 
have  not  been  identified.7’8 

The  asthmatic  patient  presented  in  this  report 
appears  to  have  developed  acute  diffuse  pneumonia 
in  association  with  an  adenoviral  infection. 

Case  report 

A forty-three-year-old  Hispanic  female  was  ad- 
mitted for  the  first  time  to  The  Roosevelt  Hospital 
on  December  11,  1973,  with  cough  and  fever  of  two 
weeks’  duration.  She  had  a history  of  perennial 
asthma  with  approximately  three  exacerbations 
monthly,  usually  controlled  with  oral  bronchodila- 
t.ors.  She  had  been  addicted  previously  to  heroin  for 
five  years,  and  for  the  three  years  before  admission 


had  been  enrolled  in  a methadone  maintenance 
program  requiring  a daily  dose  of  120  mg. 

The  patient  was  well  until  thirteen  days  before 
admission,  when  she  developed  a cough  followed  by 
hoarseness,  increasing  temperature,  chills,  sweating, 
wheezing,  and  shortness  of  breath.  Six  days  before 
admission,  treatment  was  instituted  with  erythro- 
mycin, 250  mg.,  four  times  daily.  Symptoms  per- 
sisted and  she  was  referred  to  the  hospital  for  ad- 
mission. 

Physical  examination  revealed  blood  pressure  of 
140/80  mm.  Hg,  pulse  95  per  minute  and  regular, 
temperature  100.2°F.,  and  respirations  18  per  min- 
ute. Ear,  nose,  and  throat  examination  findings  were 
within  normal  limits.  On  auscultation,  wheezing  was 
heard  throughout  both  lung  fields,  and  scattered 
inspiratory  rales  were  present  over  both  bases. 
There  were  no  murmurs  or  abnormal  heart  sounds. 
The  abdominal  examination  disclosed  normal  find- 
ings. 

Laboratory  studies  disclosed  a hemoglobin  of  13.5 
Gm.  per  100  ml.,  white  blood  cells  22,300  per  cubic 
millimeter  with  80  per  cent  polymorphonuclear 
leukocytes,  4 per  cent  bands,  13  per  cent  lympho- 
cytes, 2 per  cent  monocytes,  and  1 per  cent  basophils. 
The  platelet  count  was  360,000  per  cubic  millimeter, 
and  the  reticulocyte  count  was  2.9  per  cent.  Uri- 
nalysis findings  were  within  normal  limits  except  for 
the  presence  of  glycosuria  and  7 white  blood  cells  per 
high-power  field.  Plasma  glucose  was  175  mg.  per 
100  ml.  while  receiving  intravenous  glucose;  blood 
urea  nitrogen  level  was  6 mg.  per  100  ml.,  calcium  9 
mg.  per  100  ml.,  total  protein  8 Gm.  per  100  ml.,  al- 
bumin 3.6  Gm.  per  100  ml.,  bilirubin  0.6  mg.  per  100 
ml.,  alkaline  phosphatase  80  mU.  per  milliliter,  and 
serum  glutamic  oxaloacetic  transaminase  50  mU.  per 
milliliter.  A two-hour  postprandial  blood  sugar  was 
313  mg.  per  100  ml.  Measurement  of  arterial  blood 
gases  on  admission  disclosed  an  oxygen  pressure  of 
51  mm.  Hg,  oxygen  saturation  of  84.2  per  cent,  carbon 
dioxide  pressure  of  43  mm.  Hg,  and  a pH  of  7.36.  A 
later  blood-gas  study  three  days  after  admission  re- 
vealed an  oxygen  pressure  of  38.5  mm.  Hg,  oxygen 
saturation  of  78  per  cent,  carbon  dioxide  pressure  of 
38.7  mm.  Hg,  and  a pH  of  7.46.  VDRL  test  results 
were  weakly  reactive,  the  fluorescent  treponemal 
antibody-absorption  test  revealed  positive  findings, 
and  the  rheumatoid  latex  fixation  titer  was  1 to  320. 
Routine  sputum  cultures  revealed  the  presence  ol 
Hemophilus  influenzae,  Klebsiella  pneumoniae,  and 
Candida  albicans.  Cold  agglutinins  were  detected 
in  a titer  of  1 to  64,  increased  to  1 to  512  within  six 
days,  and  decreased  to  1 to  32  on  January  18,  1974. 
Semiquantitative  immunoglobulin  studies  revealed 
immunoglobulin  A 245  mg.,  IgG  2,700  mg.,  and  IgM 
380  mg.  per  100  ml.  The  chest  roentgenogram  on  the 
day  before  admission  demonstrated  diffuse  inter- 
stitial increase  in  density  with  a fine  reticulonodular 
pattern  (Fig.  I).  There  was  no  evidence  of  pleural 
effusion  or  hilar  lymphadenopathy.  The  cardiac 
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FIGURE  1.  Roentgenograms  of  chest  on  admission  re- 
vealing diffuse  interstitial  infiltration  with  fine  reticulonodular 
pattern  suggestive  of  miliary  lesions.  (A)  Posteroanterior. 
(B)  Lateral. 


silhouette  was  within  normal  limits.  Repeat  chest 
roentgenograms,  three  and  eleven  days  after  ad- 
mission, showed  progressive  clearing  of  the  diffuse 
interstitial  infiltrate,  and  a follow-up  film  showed 
that  resolution  was  complete  four  weeks  after  ad- 
mission. 

After  admission,  treatment  was  started  with 
aerosol  bronchodilators,  intravenous  aminophylline, 
and  oral  tetracycline,  250  mg.  four  times  a day,  in 
addition  to  continued  oral  methadone.  Regular  in- 
sulin was  used  to  control  mild  hyperglycemia  initially 
followed  by  oral  tolbutamide,  500  mg.  daily,  before 
discharge.  She  became  afebrile  on  the  sixth  hospital 
day,  in  association  with  decreased  hoarseness,  cough, 
and  sputum  production.  Progressive  but  incomplete 
clearing  of  the  chest  was  disclosed  on  x-ray  film  at  the 
time  of  discharge. 

The  results  of  viral  serologic  studies  are  presented 
in  Table  I.  The  adenoviral  complement-fixation 
titer  was  1 to  128  on  December  13,  subsequently  de- 
creased to  1 to  64  on  December  27,  and  to  less  than 
1 to  4 by  April,  1974.  These  results  were  consistent 
with  recent  infection  by  an  organism  within  this  virus 
group. 

Comment 

It  is  well  recognized  that  patients  with  bronchial 
asthma  are  more  susceptible  than  are  normal  subjects 
to  both  bacterial  and  viral  localized  pulmonary  in- 
fections.1 It  was  not  until  1955  that  acute  diffuse 
pneumonia  was  adequately  described  by  Felson  and 


TABLE  I.  Results  of  viral  and  mycoplasma  serologic 
complement-fixation  studies* 


Agent 

December 
13,  1973 

ocmiYi  x i ter 
December 
27, 1973 

April  9, 
1974 

Influenza  A 

<4 

<4 

Influenza  B 

<4 

<4 

Parainfluenza  1 

<4 

<4 

Parainfluenza  2 

<4 

<4 

Parainfluenza  3 

<4 

<4 

Adenovirus 

Respiratory 

128 

64 

<4 

syncytial  virus 
Mycoplasma 

4 

4 

pneumoniae 

<4 

<4 

Cytomegalovirus 

8 

8 

'Kindly  performed  by  Marilyn  Menegus,  Ph.D.,  Diagnostic  Vir- 
ology Laboratory,  Department  of  Pathology,  St.  Luke’s  Hospital 
Center,  New  York,  New  York. 


Felson.6  They  reported  a syndrome  occurring  in 
asthmatics  of  any  age,  manifested  by  fever,  cough, 
purulent  sputum,  leukocytosis  without  eosinophilia, 
and  diffuse  unilateral  or  bilateral  pulmonary  infil- 
tration in  a miliary  or  peribronchial  pattern.  All  the 
16  patients  were  encountered  on  the  medical  service 
of  the  Cincinnati  General  Hospital  between  1946  and 
1952.  In  13  cases  the  past  history  revealed  bronchial 
asthma  characterized  by  frequent  paroxysmal  at- 
tacks of  dyspnea  and  wheezing,  usually  of  many 
years’  duration;  in  3 patients  the  history  of  asthma 
was  less  definite.  The  acute  symptoms  were  de- 
scribed as  persisting  for  about  two  weeks  from  the 
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time  of  onset,  although  complete  clearing  of  the  in- 
filtrate on  roentgenogram  lagged  almost  a week  be- 
hind clinical  recovery.  Sputum  cultures  revealed 
pneumococci  in  11  patients  and  H.  influenzae  and 
staphylococci  in  2 patients  each.  Two  patients  died 
during  the  acute  episode,  but  postmortem  exami- 
nations were  not  performed.  However,  an  autopsy 
was  obtained  in  1 of  the  other  patients  who  had  re- 
covered from  the  original  attack  but  returned  to  the 
hospital  with  a terminal  similar  illness  one  year  later. 
Autopsy  showed  innumerable  nodular  foci  1 to  2.5 
mm.  in  diameter,  distributed- throughout  both  lungs. 
Microscopically,  these  nodules  proved  to  be  foci  of 
acute  suppurative  bronchitis  and  peribronchiolar 
lobular  pneumonia. 

A similar  pattern  was  described  by  Spotnitz, 
Goodman,  and  Lucman8  in  a sixty-five-year-old 
asthmatic  woman.  After  intensive  therapy  con- 
sisting of  tracheostomy,  antibiotics,  and  installation 
of  mucolytic  agent  into  the  trachea,  there  was  rapid 
clinical  and  roentgenographic  improvement  associ- 
ated with  expulsion  of  mucus  plugs  from  the  trachea. 
The  authors  suggested  that  the  clinical  picture  of 
acute  diffuse  pneumonia  of  asthmatics  could  be 
caused  by  bronchiolar  mucus  plugs  with  infection 
occurring  distal  from  the  obstructed  areas.  Sputum 
cultures  were  reported  as  positive  for  Pseudomonas 
aeruginosa  but  negative  for  fungi  and  Mycobacter- 
ium tuberculosis.  Cold  agglutinins  were  reported  to 
be  present  in  a titer  of  1 1©  8. 

It  appears  that  acute  diffuse  pneumonia  of  asth- 
matics is  a peculiar  reaction  of  some  patients  with 
asthma  to  pulmonary  infection  with  a variety  of  in- 
fectious agents.  In  the  cases  reported  by  Felson  and 
Felson,6  pneumococcal  organisms  predominated  but 
some  patients  had  H.  influenzae,  staphylococci,  or 
no  pathogenic  organisms.  Tillotson  and  Lerner9 
have  described  a diffuse  miliary  bronchopneumonia 
affecting  middle-aged  to  elderly  persons  with  chronic 
lung  disease  infected  with  H.  influenzae.  Miliary 
mucus  plugging  associated  with  suppurative  bron- 
chiolitis is  probably  responsible  for  this  syndrome. 
The  patient  presented  in  this  report  probably  had  a 
self-limited  adenoviral  respiratory  infection  which 
led  to  a diffuse  miliary  pattern  on  x-ray  film  due  to 
mucus  plugging  associated  with  underlying  bronchial 
asthma. 


Adenovirus  has  been  associated  previously  with 
illnesses  such  as  pharyngitis,  conjunctivitis,  acute 
respiratory  disease,  intussusception,  the  pertussis 
syndrome,  acute  hemorrhagic  cystitis,  and  sinusitis.10 
Ellenbogen  et  al. 11  have  reported  an  association  of 
adenoviral  and  bacterial  pneumonia;  therefore,  im- 
plication of  this  virus  does  not  exclude  concomitant 
bacterial  infection. 

Summary 

Acute  diffuse  pneumonia  is  described  in  a forty- 
three-year-old  female  with  underlying  bronchial 
asthma.  The  rise  and  fall  of  cold  agglutinin  titers 
and  decreasing  titers  of  adenoviral  complement- 
fixing antibodies  suggested  recent  infection  with  an 
adenovirus. 

It  appears  that  acute  diffuse  pneumonia  of  asth- 
matics is  a peculiar  reaction  of  some  patients  with 
asthma  to  a variety  of  infectious  agents,  including  the 
adenovirus  group. 
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Chyluria,  a condition  characterized  by  the  passage 
of  chylomicrons  in  the  urine  due  to  an  abnormal 
communication  between  the  abdominal  lymphatics 
and  the  urinary  tract,  has  a long  history  in  medicine. 
Indeed,  historically,  it  can  be  said  that  Hippocrates 
first  described  this  unique  condition.1  In  the  era  of 
modern  medicine,  however,  the  thought  concerning 
the  cause  of  chyluria  was  first  deduced  by  Carter  in 
1862,  who  felt  that  this  represented  a blockage  of  the 
thoracic  duct  with  resultant  back  pressure  and  rup- 
ture of  the  dilated  lymphatics  into  the  urinary  col- 
lecting system.2 

There  are  several  well-known  reviews  of  chylu- 
ria.3-5 However,  the  following  case  represents  an 
unusual  manner  of  presentation:  chyluria  following 
vaginal  delivery  with  an  occult  history  of  apparent 
filarial  infestation 

Case  report 

A twenty-six-year-old  gravida  1,  para  0 non-En- 
glish-speaking Chinese  female  born  in  Hong  Kong, 
was  admitted  in  active  labor  to  Lenox  Hill  Hospital 
on  April  11,  1968.  The  patient  had  attended  pre- 
natal clinic  with  an  essentially  uneventful  four- 
month  course.  Laboratory  findings  during  ante- 
partum course  showed  a hematocrit  of  88.  Urinalysis 
showed  1 plus  albumin  X 1,  negative  findings  for 
sugar  and  acetone;  red  blood  count  was  1 to  2.  The 
chest  x-ray  film  findings  were  normal  with  no  calci- 
fications noted. 

Following  a desultory  first  stage,  pelvimetry  was 
ordered  which  showed  slight  midpelvic  contraction. 
The  patient  then  received  intravenous  oxytocin 
(Pitocin)  and  delivered  a 7-pound  male  infant  via 
elective  outlet  forceps  with  right  paramedian  episi- 
otomy.  Total  labor  lasted  eighteen  hours. 

The  day  following  delivery,  the  patient  was  unable 
to  void  and  was  catheterized  of  600  ml.  urine  de- 
scribed as  milk-like  (Fig.  1).  An  indwelling  Foley 
cat  heter  was  inserted;  urine  remained  grossly  white 
over  the  next  seventy-two  hours. 


FIGURE  1.  Photo  demonstrating  normal  clear  urine  (right) 
contrasted  with  catheterized  chylous  specimen  obtained  from 
patient  (left). 

Physical  examination  showed  a well-developed, 
Oriental  female  patient,  5 feet,  2 inches  in  height,  in 
no  acute  distress.  All  vital  signs  were  within  normal 
limits.  There  was  no  peripheral  edema,  nor  palpable 
lymphadenopathy.  The  fundus  was  firm  with  only 
a minimal  amount  of  serosanguineous  vaginal  dis- 
charge. 

Laboratory  reports.  A complete  blood  count 
showed  a hematocrit  of  41  and  a white  blood  count 
of  16,000  with  polymorphonuclear  leukocytes  91, 
lymphocytes  3,  monocytes  5,  and  eosinophils  1. 
Urinalysis  showed  milky,  cloudy  urine,  with  a specific 
gravity  of  1.016,  a pH  of  6,  an  albumin  of  1 plus, 
negative  sugar  and  acetone,  a white  blood  count  of 
4 to  6,  and  a red  blood  count  of  10  to  15.  Blood  urea 
nitrogen  was  14;  total  protein  was  4.9.  Albumin  was 
1.9,  globulin  3,  total  lipids  813,  phospholipids  205, 
and  cholesterol  229.  First-strength  purified  protein 
derivative  result  was  negative.  A skin  screening  test 
using  Dirofilaria  immitis  antigen  for  filariasis  yielded 
positive  results.  Sudan  red  III  test  of  urine  was 
considered  to  show  positive  results,  with  the  urine 
lipids  being  extractable  with  ether. 

An  intravenous  pyelogram  performed  on  April  15, | 
1968,  showed  prompt  excretion  without  sign  of  fis- 
tulas and  was  considered  compatible  with  the  im- 
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FIGURE  2.  Radiographic  demonstration  of  bilateral  para- 
vertebral calcified  densities.  Arrows  outline  more  prominent 
areas  of  involvement. 


mediate  postpartum  period  except  for  calcified 
densities  noted  on  both  sides  of  the  vertebral  column 
(Fig.  2).  Cystoscopy  on  April  17,  1968,  showed  a 
stream  of  chylous-appearing  material,  along  with 
clots  of  protein,  flowing  from  the  left  ureteral  orifice. 
Catheterization  of  the  left  ureter  obtained  white 
cloudy  urine.  The  right  ureter  was  within  normal 
limits.  Bilateral  retrograde  pyelograms  yielded  re- 
sults which  were  considered  normal. 

Urine  examination,  both  nocturnal  and  by  day, 
showed  no  evidence  of  microfilaria,  but  on  exami- 
nation of  the  left  ureteral  catheterized  specimen, 
microfilariae  of  the  parasite  Wuchereria  bancrofti 
were  found.  Blood  specimens,  nocturnal  only, 
showed  microfilaria  to  be  present  also. 

On  review  of  past  history,  the  patient  had  lived  in 
Hong  Kong  until  arriving  in  the  United  States  six 
months  prior  to  delivery.  Approximately  two  years 
prior  to  present  admission,  she  had  been  hospitalized 
for  painless  hematuria.  Evaluation  allegedly  re- 
vealed no  abnormality.  She  received  no  treatment 
at  that  time.  In  addition,  the  patient  denied  any 
episode  of  chyluria  either  prior  to  or  following  first 
hospitalization.  With  the  diagnosis  of  W.  bancrofti 
infestation  being  made,  the  patient  was  placed  on 
diethylcarbamazine,  50  mg.  by  mouth  3 times  daily 
for  four  weeks;  a low-fat  diet;  and  restricted  activity. 
She,  at  the  time  of  discharge,  had  no  urinary  abnor- 
mality. Follow-up  has  shown  normal  complete  blood 
count,  blood  urea  nitrogen,  urinalysis,  and  albu- 


TABLE  I.  Age  of  onset  of  chyluria  in  females1 1 

Number  of 

Age  of  Onset  Cases 

(Years)  Recorded 

15  to  20 
21  to  30 
31  to  40 
41  to  50 
51  to  60 


min/globulin  ratio,  with  no  recurrence  of  chyluria  or 
presence  of  microfilaria. 

Comment 

Etiology.  Chyluria,  a condition  well-known  in 
tropical  regions,  is  relatively  unusual  in  the  mainland 
United  States.  The  majority  of  cases  in  the  world 
literature  result  from  a parasitic  infestation  with  the 
microfilarial  organism  W.  bancrofti.6  Chyluria  has 
also  been  associated  with  Brugia  malayi,  Echino- 
coccus, Cysticercus  cellulosae,  Ascaris  lumbricoides, 
and  malaria. ' Further,  other  nonparasitic  conditions 
including  syphilis,  perineal  abscess,  tuberculosis, 
pregnancy,  abdominal  or  thoracic  trauma,  and  neo- 
plasm have  been  implicated.7 

Finally,  in  certain  cases,  the  cause  remains  obscure 
and  as  such  must  be  classified  as  “idiopathic.”2 

Pathologic  condition.  The  infection  of  W. 
bancrofti  is  introduced  by  a vector,  an  infected 
mosquito  of  the  species  Culex,  Aedes,  or  Anopheles, 
which,  itself,  has  been  exposed  to  a person  having 
clinically  active  disease,  that  is,  harboring  microfi- 
laria, in  his  blood.  Once  penetrating  through  the 
epidermis,  the  motile  filariform  larvae  enter  lym- 
phatics located  in  the  dermis  and  ascend  to  regional 
lymph  nodes.  Maturity  is  attained  within  the  large 
lymphatic  vessels  in  the  neighborhood  of  the  lymph 
nodes  or  within  the  nodes  themselves. 

The  main  damage  is  brought  about  by  an  allergic 
reaction  to  the  dead  adult  filaria.  As  long  as  the 
parasite  remains  alive,  most  probably  no  serious 
damage  is  induced.8  The  lymphatics  exhibit  local- 
ized inflammatory  reaction  but  without  obstruction. 
However,  with  death,  a granulomatous  inflammatory 
reaction  occurs,  followed  by  central  necrosis  and 
ultimately  obliteration  of  the  lymphatics  by  fibrosis 
and  retrograde  sclerosis  of  the  dependent  lymph 
channels. 

The  clinical  expression  will  depend  on  the  degree 
and  localization  of  the  infestation.  Should  there  be 
involvement  and  eventual  stenosis  of  the  thoracic 
duct,  dilatation  of  retroperitoneal  lymphatic  chan- 
nels and  development  of  anastomosis  with  the  renal 
lymphatics  about  the  vascular  pedicle  ensues.  Cahill 
and  Kaiser9  have  demonstrated  direct,  fistulous 
tracts  between  the  para-aortic  and  paravertebral 
lymphatics  with  the  perirenal  system  through  a series 
of  lymphangiograms.  Support  for  this  viewpoint  has 
come  from  such  sources  as:  (1)  pyelolymphatic  re- 
flux on  retrograde  pyelogram;  (2)  results  of  surgical 
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TABLE  II.  Urinary  tract  involvement' 2 


Study 

Left 

Right 

Bilateral 

Yamanonchi4’11 

3 

8 

2 

Kitagawa'*’11 

28 

6 

9 

Yamanonchi4’1 1 

3 

5 

14 

Totals 

34 

19 

25 

removal  of  all  lymphatics  around  the  renal  vascular 
pedicle  by  perirenal  lymph  shunt;  and  (3)  histologic- 
finding  of  extirpated  kidneys.10 

Incidence.  There  is  an  apparent  sexual  dis- 
crepancy in  the  literature,  whereby  Yamuchi11  re- 
ports an  almost  equal  distribution  of  the  disease  in 
males  and  females  while  Ray  and  Rao4  observed  a 
male  to  female  ratio  of  9:1.  The  age  onset  is  earlier 
in  the  female  and  is  more  common  in  the  childbearing 
years  (Table  I).11  Pregnancy,  external  stress,  and 
menstruation  have  been  revealed  as  initiating  the 
onset  of  chyluria.  The  first  shows  the  greater  total 
number,  but  interestingly  enough  there  have  been 
only  2 documented  reports  of  chyluria  initially  oc- 
curring in  the  puerpera  of  a primigravida. 

Evidently  it  often  requires  the  insults  of  repeated 
delivery  to  initiate  chyluria  under  these  condi- 
tions. 

There  appears  to  be  a slight  preference  for  uni- 
lateral involvement  of  the  left  side  (Table  II).12  The 
explanation  of  this  is  not  clear. 

Diagnosis.  Sudan  red  III,  administered  by 
mouth,  stains  chylous  particles  in  the  urine  a bright 
orange  color.  The  dve-stained  chylous  lipid  particles 
can  then  be  extracted  with  ether.  Filarial  skin  and 
complement  fixation  tests,  with  the  latter  using  D. 
immitis  as  an  antigen,  give  results  highly  suggestive 
of  Bancroft’s  filariasis.  However,  it  must  be  re- 
membered that  cross-sensitivity  can  occur,  giving 
positive  results  in  the  presence  of  onchocerciasis  and 
loiasis  also.  Soluble  antigen  fluorescent  antibody 
testing  may  be  used  but,  as  yet,  is  not  in  general  use. 

A positive  microscopic  smear  for  microfilaria  in 
urine  obtained  either  by  ureteral  catheterization  or 
by  voiding  is  confirmatory  evidence  of  filarial  urinary 
tract  infestation. 

Therapy.  Therapy  is  best  discussed  under  four 
headings:  (1)  pharmacologic  treatment;  (2)  surgical; 
(3)  dietary;  and  (4)  supportive. 

Pharmacologic  treatment.  A specific  antifilarial 
drug,  diethylcarbamazine,  sensitizes  the  microfilariae 
so  that  they  become  susceptible  to  phagocytosis  by 
the  fixed  macrophages  of  the  reticuloendothelial 
system  and  are  eliminated  from  the  blood.  In  ad- 
dition, the  drug  may  destroy  or  sterilize  the  adult 
female  by  interfering  with  her  ability  to  reproduce.1,1 

The  recommended  dosage  is  2 mg.  per  kilogram 
three  times  daily  for  at  least  three  weeks.  For 
practical  purposes,  72  mg.  per  kilogram  of  body 
weight  seems  to  be  an  adequate  total  dose.14  Re- 
currences are  common,  necessitating  repeat  courses 
of  therapy. 
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Severe  allergic  reactions  may  occur  after  the  onset 
of  therapy,  probably  secondary  to  body  response  with 
the  destruction  of  the  filariae  and  microfilariae. 
These  can  be  alleviated  to  a degree  with  the  use  of 
aspirin,  antihistamines,  or,  in  some  cases,  cortico- 
steroid administration. 

Surgical.  If  direct  fistulous  openings  can  be  ob- 
served with  cystoscopy,  fulguration  is  often  effective.3 
Decapsulation  and  removal  of  perirenal  lymph 
channels  and  nodes  has  been  met  with  success  by 
some510  and  strongly  condemned  by  others.3  Ne- 
phrectomy, performed  when  the  disease  is  unilateral, 
is  probably  not  recommended,3’7  although  Kishimoto 
et  al.10  have  reported  a successful  outcome  following 
this  procedure. 

Dietary.  Numerous  authors  are  in  agreement 
concerning  a greatly  reduced  fat  intake.6,12,15  Un- 
fortunately, it  is  difficult  for  the  patient  to  continue 
using  ordinary  foods  with  a low-fat  diet  and  at  the 
same  time  to  remain  in  metabolic  balance.  Hashim 
et  al. 12,16  have  suggested  administration  of  synthetic 
triglycerides  containing  fatty  acids  with  a chain 
length  lower  than  laurate,  that  is,  medium-chain 
triglycerides.  These  are  absorbed  through  the  portal 
system  and  not  via  the  lymphatics.  This  has  resulted 
in  a prompt  clearance  of  the  chyluria.  Apparently 
long-term  administration  is  possible  in  man  and 
provides  a valuable  adjunct  in  the  clinical  manage- 
ment of  the  patient  with  chyluria.15,16 

Supportive  therapy.  Supportive  therapy  consists 
essentially  of  bed  rest,  recumbent  posture,  and  the 
wearing  of  an  abdominal  binder  when  erect.  In  ex- 
planation of  the  latter  measure,  it  is  suggested  that 
with  the  resulting  increased  intra-abdominal  pres- 
sure, occlusion  of  either  the  involved  lymphatic 
pathways  or  the  fistula  itself  has  occurred. 

Conclusion 

Filarial  infestations,  until  now  relatively  rare  in  the 
Northern  United  States,  may  well  be  expected  to 
become  more  prevalent.  With  the  increasing  mo- 
bility of  populations,  and  especially  of  individuals 
traveling  from  tropical  and  subtropical  areas  where 
W.  bancrofti  are  endemic,  filariasis  must  be  thought 
of  in  the  presence  of  chyluria.  Diagnosis  may  be 
made  as  long  as  it  is  considered,  using  a series  of  rel- 
atively easy  laboratory  studies. 

Childbirth,  with  its  associated  trauma  to  the  pelvic 
region,  may  be  the  precipitating  incident  in  the  ap- 
pearance of  chylous  urine. 

Treatment,  while  most  satisfactory  in  the  acute 
stage,  may  well  revolve  about  long-term  dietary 
control  in  limitation  of  certain  fatty  acids.  Frequent 
intermittent  usage  of  diethylcarbamazine  may  be 
often  necessary  in  the  face  of  recurrent  episodes  of 
chyluria  secondary  to  Bancroft’s  filariasis. 

Summary 

A twenty-six-year-old  Oriental  primigravida  de- 


veloped  chyluria  in  the  immediate  postpartum  pe- 
riod. Evaluation  showed  there  was  microfilaria  of 
W.  bancrofti  present  in  urine  and  blood  respectively. 
Cause,  diagnosis,  and  therapy  are  discussed. 

Women’s  Medical  Center 
260  Western  Avenue 
South  Portland,  Maine  04106 
(DR.  ZERNER) 
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Heart  disease  prevention 
must  begin  in  childhood 

American  physicians  who  deal  primarily  with  children 
(pediatricians)  are  called  on  to  devote  more  effort  with 
their  young  patients  toward  prevention  of  the  chronic 
diseases  that  strike  later  in  life — heart  disease,  cancer,  and 
stroke — in  a communication  in  the  November  8 Journal 
of  the  American  Medical  Association. 

Children  should  be  trained  at  an  early  age  on  the  health 
impact  of  smoking,  lack  of  exercise,  overweight,  and  high 
cholesterol  levels,  say  Christine  W.  Williams,  M.D.,  and 
Ernst  L.  Wynder,  M.D.,  of  the  American  Health  Founda- 
tion, New  York  City. 

There  seems  little  doubt  that  the  primary  prevention  of 
atherosclerosis  is,  indeed,  a pediatric  problem,  say  Drs. 
Williams  and  Wynder.  Atherosclerosis  means  the 
forming  of  fatty  plaques  inside  the  arteries,  thus  reducing 
the  blood  flow  space,  and  leading  to  heart  disease  and 
stroke. 

Almost  everyone  agrees  that  smoking,  lack  of  exercise, 
and  overweight  are  bad  for  health,  they  point  out.  There 
is  still  considerable  discussion  as  to  whether  diet  modifi- 
cation to  cut  down  on  saturated  fats  is  desirable  or  neces- 
sary for  everyone. 

The  cholesterol  level  of  the  average  American  child  at 
age  3 years  is  equal  to  that  of  a middle-age  man  in  countries 
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such  as  Japan,  where  coronary  heart  disease  mortality  is 
low,  they  point  out. 

“With  40  per  cent  of  caloric  consumption  made  up  by  fat, 
a three-to-one  ratio  of  saturated  fat  tc  unsaturated  fats, 
and  a high  intake  of  cholesterol  and  calories  from  ‘junk’ 
foods,  our  children  have  higher  cholesterol  levels  and 
greater  risks  of  having  coronary  artery  disease  in  adult  life 
than  children  in  almost  any  other  country  in  the  world,” 
say  the  researchers. 

Some  say  that  children  will  eat  what  they  want  to  eat, 
but  actually  they  will  eat  what  is  readily  available,  Drs. 
Williams  and  Wynder  point  out. 

“And  what  is  available  to  them  is  disturbing,  particularly 
when  one  does  a quick  survey  of  school  cafeteria 
menus.” 

In  an  accompanying  editorial,  James  J.  Nora,  M.D.,  and 
Audrey  H.  Nora,  M.D.,  of  the  University  of  Colorado 
Medical  Center,  Denver,  call  for  a three-point  program  of 
research,  education,  and  special  intervention  to  prevent 
heart  disease. 

The  Noras  call  on  pediatricians  to  add  several  steps  to 
their  traditional  examination  of  children  on  their  first 
birthday.  These  include  recording  family  history  of  early 
heart  disease,  recording  blood  pressure,  and  ordering  a 
blood  test  for  cholesterol  and  other  blood  fats.  If  the  child 
is  found  to  be  at  increased  ri  sk  of  heart  disease  in  later  life, 
preventive  measures  can  then  be  instituted  early. 
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Chagas’  disease,  the  chronic  visceral  form  of  infec- 
tion due  to  Trypanosoma  cruzi,  causes  cardiomy- 
opathy in  over  20  per  cent  of  cases.  At  necropsy 
mural  thrombosis  is  often  found  in  the  atria  and 
ventricles,  with  embolic  infarction  of  lungs,  kidneys, 
spleen,  and  brain.1-4  Symptoms  from  the  embolic 
accidents  are  unusual,  and  hemiplegia,  which  may  be 
the  presenting  symptom  of  Chagas’  disease,1,2  has 
rarely  been  reported,  even  in  the  endemic  areas. 
There  is  increasing  immigration  to  the  United  States 
from  Argentina  and  the  area  from  Bolivia  to  northern 
Mexico.  A recent  case  of  hemiplegia  in  Brooklyn 
made  us  aware  of  the  need  to  consider  Chagas’  dis- 
ease in  the  differential  diagnosis  of  embolic  cerebral 
or  retinal  accidents. 

Case  report 

A forty-nine-year-old  woman  came  to  the  Lu- 
theran Medical  Center  in  May,  1975,  because  of 
hemiplegia  of  the  left  side  which  occurred  during  a 
hot  bath.  She  had  no  prior  symptoms  of  vascular 
disease  and  no  illness  of  any  kind  in  recent  years. 
She  had  lived  in  coastal  Ecuador  until  1967.  The 


FIGURE  1.  Electrocardiograms  showing  positive  T.  (A) 

V5.  (B)AVr. 


FIGURE  2.  Electrocardiograms  at  V6.  (A)  Shows  positive 
T.  (B)  Show  no  change  in  QRS-T  interval. 


patient  was  153  cm.  tall  and  weighed  72  Kg.  During 
her  hospital  stay  she  was  afebrile,  but  her  pulse  rate 
persisted  over  120  per  minute.  Her  blood  pressure 
was  120/70  mm.  Hg,  and  she  had  a flaccid  hemiplegia 
of  the  left  side  with  a defect  in  her  left  visual  field. 
Except  for  frequent  ectopic  beats,  the  chest  exami- 
nation findings  were  normal,  as  were  the  roentgen 
studies  of  her  heart,  lungs,  and  esophagus.  A routine 
study  of  her  blood  and  spinal  fluid  showed  normal 
findings;  there  was  no  eosinophilia,  and  thyroid 
function  test  and  creatine  phosphokinase  results 
were  also  normal.  The  electrocardiogram  readings 
were  bizarre,  but  the  P-R  interval  and  QRS  duration 
were  normal.  Ectopic  beats  were  frequent  and 
multifocal,  with  QRS  over  0.15  second  with  usually 
a right-axis  deviation  and  rarely  left-axis  deviation. 
The  QRS  of  the  sinus  beats  was  of  low  voltage  in  the 
limb  leads,  normal  only  in  Vx  and  V2  (first  and  second 
unipolar  chest  leads),  and  decreased  R and  S height 
was  progressive  from  V3  to  V6,  where  total  R-S  am- 
plitude was  0.2  millivolt.  There  was  no  S-T  dis- 
placement, and  T was  positive  in  I, II, a VI,  and  from 
V3  to  V6  (Figs.  1 and  2A).  The  electroencephalogram 
and  isotopic  brain  scan  findings  were  normal.  After 
studying  the  electrocardiogram  and  in  spite  of  the 
normal  heart  size,2  the  diagnosis  of  cardiomyopathy 
was  made.  Since  the  patient  had  lived  most  of  her 
life  in  a part  of  Ecuador  where  armadillos,  the  usual 
animal  host  for  T.  cruzi,  thrive,2,4-6  Chagas’  disease 
seemed  the  most  likely  cause.  Serum  was  submitted 
twice  for  immunologic  tests.5,7,8  Complement  fixa- 
tion was  positive  in  titers  up  to  1:125,  the  lowest  di- 
agnostic titer  being  1:8.  Hemagglutination  was 
positive  up  to  1:256;  diagnostic  was  over  1:32.  Since 
both  esophageal  and  colonic  involvement  occur  in 
Chagas’  disease,9-11  a barium  enema  was  done  and 
showed  normal  findings.  Thus,  the  final  diagnosis 
was  early  cardiopathy  with  embolism  to  a small  ar- 
tery in  the  right  cerebrum  and  minimal  necrosis,  with 
negative  brain  scan  findings,  affecting  motor  and 
optic  tracts. 

She  received  heparin  for  two  weeks.  Her  hemi- 
paresis  and  visual  defects  cleared  rapidly  but  not 
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completely.  Propranolol,  80  mg.  daily,  kept  her 
resting  sinus  rate  below  70  per  minute,  but  the  ec- 
topic beats  recurred  with  exercise.2  There  was  no 
change  in  the  pattern  of  QRS-T  (Fig.  2B). 

Comment 

The  insect  vector  of  T.  cruzi  has  been  reported  in 
large  areas  of  South  and  Central  America  extending 
from  the  United  States  to  Argentina  with  the  ex- 
ception of  Canada,  Honduras,  and  British  and  Dutch 
Guiana.2-5  The  life  cycle  of  T.  cruzi  and  the  patho- 
genesis of  the  lesion  in  man  have  been  thoroughly 
documented.1-2-5  Transmission  of  the  disease  is  ef- 
fected through  contamination  of  the  mucosa  or  skin 
with  feces  of  reduvid  insects  excreting  trypanosomes. 
The  reduvid  insects  draw  blood  near  the  mucocuta- 
neous borders  of  the  face,  and  the  parasites  multiply 
rapidly  at  the  site  of  inoculation,  where  an  inflam- 
matory reaction  is  induced.  This  episode  usually  is 
forgotten  when  systemic  lesions  cause  symptoms 
years  or  even  decades  later.  Some  patients  do  recall 
an  illness  with  orbital  or  facial  swelling,  or  brief  epi- 
sode of  fever,  muscular  pain,  nausea,  and  diarrhea. 
The  asymptomatic  period,  between  the  end  of  the 
acute  stage  and  symptoms  or  signs  of  cardiomyopa- 
thy, can  be  as  long  as  ten  to  twenty  years.2  In  the 
early  stages  of  chronic  myocardial  damage,  the  pa- 
tient, as  in  our  case,  may  have  no  symptoms.1-2 
Cardiomyopathy  with  cardiac  arrhythmias  may  be 
detected  long  before  symptoms  are  experienced  or 
the  x-ray  film  findings  of  the  heart  become  abnor- 
mal.2 The  diagnosis  must  be  confirmed  by  posi- 
tive complement  fixation  or  other  immunologic 
tests.5-7-8-12-15  Colonic  or  esophageal  symptoms  may 
not  occur,  and  the  disease  when  present  is  detected 
by  barium  studies.  Several  types  of  electrocardio- 
graphic changes  occur  in  chronic  Chagas’  dis- 
ease.1-2-16-17  Premature  ventricular  beats  are  com- 
mon, and  ventricular  paroxysmal  tachycardia  may 
appear  spontaneously  or  during  effort.2  Healed 
myocardial  infarction  is  usually  the  initial  diagnosis 
made  in  such  patients  in  the  United  States. 

Summary 

Cardiomyopathy  due  to  Trypanosoma  cruzi, 
Chagas’  disease,  with  resulting  hemiplegia,  occurred 
in  a forty-nine-year-old  Ecuadorian  female,  resident 
in  eastern  United  States  for  only  eight  years.  This 
complication  seems  rare  even  in  the  endemic  areas,1-2 
and  confusion  with  healed  myocardial  infarction  may 
precede  the  correct  diagnosis.2  Since  management 


is  the  same  in  all  such  forms  of  cardiomyopathy,  ex- 
cept resectable  aneurysms  of  the  left  ventricle,  the 
exclusion  of  that  diagnosis  is  vital.  Patients  with 
Chagas’  disease  have  no  immunity  to  coronary  oc- 
clusion,-’ although  this  condition  occurs  less  fre- 
quently in  the  endemic  areas  than  in  North  Ameri- 
ca. 
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With  the  current  widespread  use  of  anti-D  gamma 
globulin  and  the  resultant  decrease  in  the  overall 
incidence  of  severe  hemolytic  disease  of  the  newborn, 
nonimmunologic  factors  are  becoming  progressively 
more  significant  in  the  etiology  of  hydrops  fetalis. 
Macafee,  Fortune,  and  Beischer1  reported  an  inci- 
dence of  nonimmunologic  hydrops  of  1 in  3,538  de- 
liveries in  a Caucasian  population;  Driscoll'2  has  listed 
over  20  conditions  associated  with  fetal  hydrops, 
stressing  that  in  many  instances  the  exact  mechanism 
is  not  clearly  understood.  We  report  here  an  addi- 
tional cause  of  nonimmunologic  hydrops — intra- 
uterine thrombosis  and  occlusion  of  the  inferior  vena 
cava. 

Case  report 

A female  infant  was  delivered  to  a twenty-three- 
year-old  para  0-1 -0-0  Caucasian  female  after  ap- 
proximately thirty-two  weeks  of  gestation.  The 
mother's  blood  type  was  A,  Rh  positive,  and  her 
YDRL  test  disclosed  normal  findings.  One  year 
previously  she  had  delivered  a 1,470-Gm.  premature 
stillborn  infant.  Her  present  pregnancy  had  been 
relatively  normal  until  two  to  three  weeks  prior  to 
admission  when  her  abdomen  became  markedly 
distended  over  a short  period  of  time. 

She  went  into  spontaneous  labor  and  was  delivered 
of  a 2,810-Gm.  female  infant  by  total  breech  extrac- 
tion. The  volume  of  amniotic  fluid  was  estimated 
at  approximately  2,000  ml. 

The  infant  was  depressed  at  birth  and  required 
resuscitation  with  positive  pressure.  She  was  noted 
to  be  grossly  hydropic,  without  obvious  jaundice  or 
pallor.  Three  umbilical  vessels  were  present,  there 
were  no  overt  external  congenital  anomalies,  and  the 
heart  rate  was  140  per  minute,  with  a normal  rhythm 
and  no  murmurs.  No  bruits  were  heard  in  the  head, 


chest,  or  abdomen.  The  abdomen  was  markedly 
distended,  with  gross  edema  of  the  subcutaneous 
tissues,  and  a fluid  thrill  and  shifting  dullness  were 
elicited.  The  liver  was  palpable  3 to  4 cm.  below  the 
costal  margin.  Both  femoral  pulses  were  present. 
Venous  pressure  measured  via  the  umbilical  vein  was 
5.5  cm.;  aortic  pressure  measured  through  an  um- 
bilical artery  catheter  was  50/36  mm.  Hg.  An  elec- 
trocardiogram tracing  disclosed  normal  findings. 

The  baby’s  blood  type  was  A,  Rh  positive,  and  the 
direct  and  indirect  Coombs’  test  findings  were  nor- 
mal. The  cord  serum  bilirubin  level  was  1.5  mg.  per 
100  ml.,  and  the  cord  hematocrit  was  48,  with  a he- 
moglobin of  16  Gm.  per  100  ml.  The  white  cell  and 
platelet  counts  were  normal,  as  were  findings  for  the 
serum  electrolytes,  blood  gases,  blood  glucose,  serum 
calcium  and  phosphorus,  and  blood  urea  nitrogen 
and  creatinine  levels.  The  total  serum  protein  on  the 
third  day  of  life  was  5Gm.  per  100  ml.,  with  an  albu- 
min level  of  3.2  Gm,  and  a serum  cholesterol  level  of 
225  mg.  per  100  ml.  Routine  urinalyses  showed  re- 
peatedly normal  findings;  no  proteinuria  or  hema- 
turia was  detectable.  The  serum  immunoglobulin 
G level  was  200  mg.  per  100  ml.,  and  the  immuno- 
globulin M and  A levels  were  each  less  than  5 mg. 
The  VDRL  test  finding  was  normal,  as  was  the  in- 
direct fluorescent  antibody  test  result  for  toxoplas- 
mosis. Agglutination  test  findings  for  cytomegalo- 
virus and  for  herpes  simplex  were  normal.  Histologic 
examination  of  the  cord  and  placenta  showed  fea- 
tures characteristic  of  hydrops  fetalis,  but  nothing 
else  of  significance. 

During  the  first  week  of  life  the  infant  showed 
progressive  improvement  with  almost  complete 
disappearance  of  the  anasarca  following  antidiuretic 
therapy,  but  with  persistence  of  some  ascites.  At 
sixteen  days  of  age,  200  ml.  of  clear,  straw-colored 
sterile  transudate  were  removed  by  paracentesis. 

Slow  clinical  improvement  continued  with  no  re- 
currence of  the  ascites,  but  hepatosplenomegaly 
became  apparent  by  the  fourth  to  fifth  week. 

At  about  eight  weeks  of  age,  a plain  radiographic 
film  of  the  abdomen  revealed  an  oval  area  of  calcifi- 
cation to  the  right  of  the  spinal  column  at  the  level 
of  about  the  tenth  to  the  twelfth  thoracic  vertebrae, 
considered  to  represent  a calcified  thrombus  in  the 
inferior  vena  cava  (Fig.  1).  Reexamination  of  the 
abdominal  films  taken  shortly  after  birth  demon- 
strated that  early  calcification  was  already  present 
at  that  time,  suggesting  that  the  pathologic  process 
had  commenced  in  utero.  A venogram,  performed 
through  the  right  saphenous  vein,  was  interpreted  as 
indicating  an  obstruction  in  the  inferior  vena  cava, 
with  an  azygous  continuation  of  the  latter  into  the 
superior  vena  cava.  The  liver  and  spleen  continued 
to  increase  in  size  and  became  progressively  firmer. 
An  open-liver  biopsy  was  performed  at  ten  weeks  of 
age.  The  liver  was  described  as  being  very  friable, 
and  histologic  studies  showed  only  fatty  changes  with 
vacuolation  of  liver  cells.  Sphingomyelinase  activ- 
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FIGURE  1.  Radiographs  of  abdomen  at  eight  weeks  of  age  demonstrating  calcified  thrombus  in  inferior  cava.  (A)  Plain 
anteroposterior  (B)  -lateral. 


ity*  of  the  liver  was  reported  as  normal.  The  infant 
remained  hypotonic,  appeared  to  have  some  devel- 
opmental retardation,  and  fed  slowly.  She  gained 
weight  gradually  and  was  discharged  from  the  hos- 
pital at  eleven  weeks  of  age.  Several  days  after  dis- 
charge she  died  suddenly  at  home. 

On  postmortem  examination,  a portion  of  the  su- 
prarenal segment  of  the  inferior  vena  cava  was  found 
to  he  obliterated  by  a calcified  thrombus  measuring 
1.5  by  0.6  cm.,  with  partial  occlusion  of  the  left  renal 
and  suprarenal  veins.  The  inferior  portion  of  the 
vena  cava  could  be  followed  as  an  azygous  contin- 
uation joining  the  superior  vena  cava.  The  liver  and 
spleen  were  enlarged  and  firm;  on  histologic  exami- 
nation, large  numbers  of  foamy  cells  were  seen  and 
were  also  noted  in  smaller  numbers  in  bone  marrow, 
lymph  nodes,  thymus,  and  brain.  Staining  of  liver 
cells  with  Sudan  IV,  Oil  Red  O,  and  periodic  acid- 
Schiff  (FAS)  disclosed  normal  findings;  however, 
some  of  the  foam  cells  in  the  lymph  nodes,  under 
periodic  acid-Schiff  stain,  disclosed  positive  findings. 
Staining  for  glycogen  produced  nothing  unusual. 

I he  pathologic  picture  was  thought  to  represent  a 

Kindly  performed  by  B.  Volk,  M.D.,  at  Kingsbrook  Medical 
Center,  Brooklyn,  New  York. 


storage  syndrome  with  generalized  histiocytosis,  al- 
though the  precise  nature  of  the  latter  could  not  be 
determined. 


Comment 


This  case  report  illustrates  yet  another  example 
of  nonimmunologic  hydrops  fetalis.  The  exact 
mechanism  whereby  a thrombus  in  the  inferior  seg- 
ment of  the  inferior  vena  cava  could  cause  general 
fetal  hydrops  is  not  apparent,  since  the  venous  return 
from  the  head  and  from  the  placenta  would  not  have 
been  completely  obstructed.  Although  the  renal 
vessels  were  partially  occluded  by  the  thrombus, 
there  was  no  clinical  evidence  at  any  time  after  birth 
of  a nephrotic  syndrome.  It  is  possible,  however,' 
that  thrombus  formation  in  utero  was  more  exten- 
sive, involving  the  superior  segment  of  the  vena  cava 
as  well,  and  that  the  calcified  area  represented  the 
remnants  of  widespread  thrombosis  within  the  latter 
vessel.  Althoughcasesof  idiopathic  thrombosis  of  the 
vena  cava  have  been  reported  previously  during  early 
infancy,  there  was  no  indication  in  those  instances 
that  the  process  had  commenced  during  intrauterine 
life,  nor  was  fetal  hydrops  noted.3,4 
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The  underlying  cause  of  the  intrauterine  thrombus 
formation,  as  well  as  a possible  relationship  of  the 
latter  to  a storage  syndrome  in  our  patient,  is  not 
clear.  Some  facial  and  peripheral  edema  has  often 
been  noted  in  newborn  infants  with  generalized 
gangliosidosis,  but  gross  anasarca  and  ascites  have 
not  been  reported.5  Unfortunately  beta-galacto- 
sidase  assays  were  not  performed  in  our  patient,  so 
that  we  could  not  exclude  the  possibility  of  the  latter 
syndrome,  even  though  the  histologic  findings  were 
not  characteristic.  In  any  case  it  is  unlikely  that  the 
hydropic  state  of  the  fetus  could  have  been  caused 
directly  by  gangliosidosis,  since  the  infant  showed 
rapid  improvement  after  birth,  without  retrogression 
of  the  edema.  Hydrops  fetalis  has  also  been  reported 
in  a newborn  infant  with  Gaucher’s  disease/'  but  in 
that  case  could  be  ascribed  to  the  associated  ane- 
mia. 

We  conclude  that  there  was  an  etiologic  relation- 
ship between  the  occurrence  of  fetal  caval  vein 
thrombosis  and  hydrops  fetalis,  although  the  pre- 
cipitating factors  and  mechanism  remain  obscure. 

Summary 

A premature  newborn  infant  with  marked 
nonimmunologic  hydrops  fetalis,  in  whom  the  fluid 


Travelers’  diarrhea  in  Mexico 

Travelers’  diarrhea  developed  in  59  (49  per  cent)  of  121 
people  attending  a medical  congress  in  Mexico  City  in 
October,  1974.  The  median  duration  of  illness  was  five 
days;  onset  was  a median  of  six  days  after  arrival.  An 
etiologic  agent  was  found  in  63  per  cent  of  all  study  par- 
ticipants. The  most  common  cause  was  enterotoxigenic 
Escherichia  coli  of  different,  non-  “enterotoxigenic”  ser- 


accumulation appeared  to  be  the  result  of  intra- 
uterine thrombus  formation  within  the  inferior  vena 
cava  of  the  fetus,  is  discussed.  The  infant  subse- 
quently developed  a “storage  syndrome”  of  unde- 
termined origin,  although  no  clear  relationship  be- 
tween the  latter  and  the  thrombus  formation  was 
apparent. 

Department  of  Pediatrics 
Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn,  New  York  11203 
(DR.  RUDOLPH) 
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otypes.  Other  causative  pathogens  were  salmonella,  in- 
vasive E.  coli,  shigellae,  Vibrio  parahaemolyticus,  Guardia 
lamblia,  and  the  human  reovirus-like  agent.  Eating  salads 
containing  raw  vegetables  was  associated  with  E.  coli  in- 
fection (P  = 0.014).  Travelers’  diarrhea  in  Mexico  is  a 
syndrome  caused  by  a variety  of  pathogens,  with  Esche- 
richia coli  the  most  common.  Merson,  M.  H.,  et  al.:  New 
England  J.  Med.  294:  1299  (June  10)  1976 
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continued  from  page  318 

over  3 cm.,  increase  in  the  angle  between  the  sternum 
and  diaphragm  to  over  90  degrees,  and  localized  areas 
of  hyperlucency.  Other  signs  of  importance  are 
markedly  decreased  vascular  markings  in  the  periph- 
ery of  the  lungs,  a small  heart  with  fairly  prominent 
proximal  pulmonary  artery  shadows,  and  the  finding 
of  distinctive  curvilinear  shadows  representing  the 
wall  of  the  bullae. 

— The  chest  x-ray  film  of  the  asthmatic  patient  usually 
shows  normal  findings  if  the  course  is  uncomplicated 
and  emphysema  has  not  developed. 

— Chronic  bronchitis  is  generally  diagnosed  by  the  pres- 
ence of  a cough  for  most  days  for  at  least  three 
months  of  the  year  for  a minimum  of  two  to  three 
years.  Production  of  sputum,  either  mucoid  or  puru- 
lent, for  a similar  period  of  time  is  a key  point. 

— Bronchial  asthma  cannot  and  should  not  be  diagnosed 
unless  upper-airway  obstruction  has  been  definitely 
excluded.  Such  conditions  as  tracheal  tumor,  vascu- 
lar lesions,  laryngeal  stenosis,  endobronchial  lesions, 
and  endotracheal  lesions  have  been  known  to  mas- 
querade as  asthma  for  many  years.  Most  of  these  le- 
sions are  potentially  curable. 

— In  many  occupational  lung  diseases,  the  severity  of  ra- 
diologic changes  bears  little  or  no  relationship  to  the 
intensity  of  symptoms,  physiologic  disturbances,  or 
the  severity  of  pathologic  lesions.  Sometimes  there  is 
a simple  explanation  for  this  discrepancy.  For  exam- 
ple, in  byssinosis,  toluene  toxicity,  or  acute  chemical 
bronchitis,  dramatic  changes  in  airway  resistance  may 
occur  without  any  abnormality  shown  on  the  chest 
x-ray  film.  Conversely,  inert  metallic  dust  of  high 
atomic  weight  such  as  iron,  tin,  or  barium,  may  dis- 
play striking  lung  densities  without  any  detectable 
clinical  or  functional  abnormalities. 

— In  the  common  pneumoconioses  the  number  of  small, 
rounded  densities  correlate  poorly  with  lung  function. 
There  is  some  suggestion  that  the  smallest  or  “pin- 
head” nodules  may  be  associated  with  more  impair- 
ment than  the  larger  densities  of  3 to  10-mm.  diame- 
ter. 

— Radiologic  abnormalities  consisting  of  irregular,  lin- 
ear, or  reticular  densities  correlate  better  with  func- 
tional changes,  but  there  is  much  individual  variation. 

— Prolonged  use  of  marihuana  may  produce  airway  ob- 
struction. This  may  be  reversed  by  not  smoking.  A 
bronchodilator  effect  of  marihuana  has  been  demon- 
strated, and  this  is  presently  being  investigated. 

— Alkaline  therapy  is  said  to  have  a special  beneficial  ef- 
fect on  ventilation  in  severe  asthma  by  restoring  bron- 
chial muscle  responsiveness  to  epinephrine. 

— In  uncomplicated,  chronic  respiratory  acidosis,  accel- 
erated renal  bicarbonate  reabsorption  increases  plas- 
ma bicarbonate  by  approximately  3 to  4 mEq.  per 
liter  for  each  increment  in  carbon  dioxide  tension  of 
10  mm.  Hg. 

— Complicating  metabolic  alkalosis  induced  by  diuretics 
or  vomiting  may  also  impede  ventilatory  drive  and  ex- 
acerbate hypercapnia. 

— Hypercapnia  may  also  be  exacerbated  when  oxygen 
therapy  suppresses  ventilation  in  patients  whose  only 
drive  to  respiration  is  hypoxemia. 

— Although  it  is  usually  true  that  patients  with  marked 
hypercapnia  (carbon  dioxide  tension  of  55  to  60  mm. 
Hg)  and  severe  metabolic  alkalosis  (plasma  bicarbon- 
ate of  55  to  60  mEq.  per  liter  and  blood  pH  of  7.55  to 


7.60)  are  suffering  from  primary,  chronic  respiratory 
acidosis  with  superimposed  metabolic  alkalosis,  im- 
portant exceptions  occur.  Some  patients  with  these 
acid-base  findings  can  be  shown  to  have  primary  met- 
abolic alkalosis  with  an  unusual  degree  of  respiratory 
compensation. 

— There  is  often  a temptation  to  administer  alkali  to  pa- 
tients with  acute  hypercapnia  because  of  the  severity 
of  the  acidosis,  but  the  value  of  this  approach  is  un- 
proved. Sodium  bicarbonate  is  likely  to  have  only  a 
transient  effect  on  pH  because  administered  bicar- 
bonate is  excreted  promptly. 

— Hypoxia  occurs  in  hypoventilation  well  in  advance  of 
hypercapnia  and  is  of  more  significance  in  the  devel- 
opment of  symptoms  than  the  elevated  carbon  diox- 
ide levels. 

—Only  when  a subject  is  breathing  a high  concentration 
of  oxygen  will  hypoventilation  lead  to  hypercapnia 
without  hypoxia. 

— Respiratory  acidosis  can  result  in  increase  in  the  air- 
way resistance  and/or  depression  of  the  central  ner- 
vous system  and  further  impair  ventilation  and  estab- 
lish a vicious  cycle. 

— Respiratory  acidosis  as  well  as  its  overcorrection  and 
resulting  alkylosis  may  have  deleterious  cardiac  ef- 
fects with  decreased  cardiac  output  and  cardiac  ar- 
rhythmia. 

— A clinical  diagnosis  of  respiratory  failure  may  be 
made  when  the  patient  shows  severe  inspiratory  re- 
tractions, barely  audible  breath  sounds,  minimal  tho- 
racic movement  with  hyperinflation,  depressed  level 
of  consciousness  and  response  to  painful  stimuli,  oi 
cyanosis  in  40  percent  inspired  oxygen.  This  clinical 
picture  correlates  well  with  a carbon  dioxide  pressure 
of  65  mm.  Hg  or  more. 

— A few  patients  with  status  asthmaticus  may  maintain  a 
low  carbon  dioxide  pressure  never  exceeding  40  mm.  Hg. 
suggesting  that  alveolar  hyperventilation  rather  than 
hypoventilation  may  be  a component  of  this  condition. 
Metabolic  alkylosis  may  also  be  present  in  the  asthmatic 
patient,  resulting  from  potassium  depletion  due  to  de- 
creased potassium  intake,  diuretics,  or  nausea  and 
vomiting.  A clue  to  this  condition  is  that  the  urine  is 
acid,  indicating  that  the  patient  has  the  paradoxic  aci- 
duria of  severe  potassium  depletion. 

— Since  it  is  known  that  respiratory  acidosis  does  no 
normally  occur  to  any  significant  degree  as  a compen 
satory  response  to  metabolic  alkalosis,  respiratory  aci 
dosis  must  be  considered  a primary  disturbance. 

— Although  not  necessary  in  the  evaluation  of  the  mil< 
to  moderate  asthmatic  attack,  the  frequent  monitor 
ing  of  arterial  blood  gases  in  very  severe  asthma  i 
helpful  and  may  avert  episodes  of  severe  respirator 
failure  and  death. 

— Although  significant  elevations  in  the  carbon  dioxid 
pressure  are  associated  with  normal  levels  of  con 
sciousness  in  a stable  but  severely  ill  patient  with  em 
physema,  similar  elevations  in  the  asthmatic  patien 
denote  a far  more  severe  situation.  Occurrence  of  h> 
percapnia  of  even  a mild  degree  in  many  patients  suf 
fering  from  asthma  should  be  taken  as  a danger  sig 
nal. 

— In  the  usual  attack  of  mild  to  moderate  asthma,  respi 
ratory  alkalosis  is  the  more  common  finding  with  th 
carbon  dioxide  pressure  below  35  and  often  as  low  as  2 

continued  on  page  4i> 
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Obituaries 


John  Battista  Ansalone,  M.D.,  of  Valhalla,  died  on  De- 
cember 1 at  the  age  of  81.  Dr.  Ansalone  received  his 
medical  degree  from  the  University  of  Palermo  in  1919. 
He  was  an  honorary  member  of  the  medical  staff  at  Tra- 
falgar Hospital.  Dr.  Ansalone  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Vernon  Alexander  Ayer,  M.D.,  of  New  York  City,  died 
on  April  8 at  the  age  of  84.  Dr.  Aver  graduated  in  1919 
from  Harvard  University  Medical  School.  He  was  a 
Diplomate  of  the  American  Board  of  Preventive  Medicine, 
Inc.  (Public  Health),  a Fellow  of  the  American  College  of 
Preventive  Medicine,  and  a member  of  the  Americ&n 
Public  Health  Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Henry  Banzer,  M.D.,  of  Hollis,  died  on  November 
18  at  the  age  of  68.  Dr.  Banzer  graduated  in  1937  from 
Georgetown  University  School  of  Medicine.  He  was  an 
assistant  physician  at  Mary  Immaculate  Hospital.  Dr. 
Banzer  was  a member  of  the  Medical  Society  of  the  County 
i of  Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Paul  Myron  Berkson,  M.D.,  of  Jamaica,  died  on  October 
26  at  the  age  of  43.  Dr.  Berkson  graduated  in  1958  from 
the  University  of  Buffalo  School  of  Medicine.  He  was  an 
i attending  pathologist  at  Mary  Immaculate  Hospital.  Dr. 
Berkson  was  a Diplomate  of  the  American  Board  of  Pa- 
thology (Pathologic  Anatomy  and  Clinical  Pathology),  a 
Fellow  of  the  College  of  American  Pathologists,  and  a 
member  of  the  American  Society  of  Clinical  Pathologists, 
the  New  York  Pathological  Society,  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society  of  the  State 
of  New'  York,  and  the  American  Medical  Association. 

John  J.  Bottone,  M.D.,  of  Brooklyn,  died  on  December 
i .7  at  the  age  of  72.  Dr.  Bottone  graduated  in  1928  from 
Long  Island  College  Hospital.  He  was  a consulting  urol- 
ogist at  Kings  County  Hospital  Center  and  Brooklyn  Eye 
and  Ear  Hospital,  and  an  attending  urologist  at  the  Hos- 
pital of  the  Holy  Family,  Long  Island  College  and  Bay 
Ridge  Hospitals.  Dr.  Bottone  was  a Diplomate  of  the 
American  Board  of  Urology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  American  Uro- 
logical Association,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Richard  M.  Carey,  M.D.,  of  New  York  City,  died  on  No- 
vember 30  at  the  age  of  72.  Dr.  Carey  graduated  in  1932 
from  the  State  University  of  Iowa  College  of  Medicine.  He 
was  an  attending  physician  at  Harlem  Hospital  Center  and 
an  associate  physician  at  French  and  Polyclinic  Medical 
School  and  Health  Center  and  Sydenham  Hospital.  Dr. 


Carey  was  a Diplomate  of  the  American  Board  of  Internal 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Henry  H.  Chezar,  M.D.,  of  The  Bronx,  died  on  October 
20  at  the  age  of  70.  Dr.  Chezar  graduated  in  1933  from 
Yale  University  School  of  Medicine.  He  was  a clinical 
assistant  (off  service)  physician  in  medicine  at  Bronx- 
Lebanon  Hospital  Center.  Dr.  Chezar  was  a member  of 
the  American  Academy  of  Family  Physicians,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Jonathan  R.  C.  Cook,  M.D.,  of  New  York  City,  died  on 
December  10  at  the  age  of  83.  Dr.  Cook  graduated  in  1919 
from  Howard  University  College  of  Medicine.  He  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  Dorsey  Craig,  M.D.,  of  New  York  City,  died  on 
November  27  at  the  age  of  75.  Dr.  Craig  graduated  in  1925 
from  the  University  of  Louisville  School  of  Medicine.  He 
was  an  honorary  senior  pediatrician  at  St.  Vincent’s  Hos- 
pital and  Medical  Center  of  New  York.  Dr.  Craig  was  a 
Diplomate  of  the  American  Board  of  Pediatrics  and  a 
member  of  the  American  Academy  of  Pediatrics,  the  New 
York  Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Samuel  Dubin,  M.D.,  of  Hallandale,  Florida,  formerly  of 
Brooklyn,  died  on  December  3 in  his  75th  year.  Dr.  Dubin 
graduated  in  1925  from  Tufts  University  School  of  Medi- 
cine. He  was  an  emeritus  orthopedic  surgeon  at  Mai- 
monides  Medical  Center  and  an  orthopedist  on  the  medical 
staff  at  Flatbush  General  Hospital.  Dr.  Dubin  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Ralph  Ephraim  Dwork,  M.D.,  of  Albany,  died  on  No- 
vember 19  at  the  age  of  61.  Dr.  Dwork  became  a Licentiate 
of  the  Royal  College  of  Physicians  and  Surgeons  of  Edin- 
burgh and  a Licentiate  of  the  Royal  Faculty  of  Physicians 
and  Surgeons  of  Glasgow  in  1946.  He  was  a Diplomate  of 
the  American  Board  of  Preventive  Medicine,  Inc.,  a Fellow 
of  the  American  College  of  Preventive  Medicine,  and  a 
member  of  the  American  Public  Health  Association. 

Mihran  H.  Exerjian,  M.D.,  of  Astoria,  died  on  November 
9 at  the  age  of  87.  Dr.  Exerjian  received  his  medical  degree 
from  the  University  of  Constantinople  in  1914.  He  was  a 
member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Botho  F.  Felden,  M.D.,  of  New  York  City,  died  on  March 
26, 1976,  at  the  age  of  85.  Dr.  Botho  received  his  medical 
degree  from  the  University  of  Berlin  in  1913.  He  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Leon  E.  Fineman,  M.D.,  of  The  Bronx,  died  on  November 
16  at  the  age  of  71.  Dr.  Fineman  graduated  in  1919  from 
the  University  of  Toronto  Faculty  of  Medicine.  He  was 
a member  of  the  American  Psychiatric  Association,  the 
American  Academy  of  Dermatology,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Samuel  Z.  Freedman,  M.D.,  of  New  York  City,  died  on 
December  22  at  the  age  of  80.  Dr.  Freedman  graduated 
in  1918  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a consulting  urologist  at  Beth  Israel 
Hospital.  Dr.  F reedman  was  a Diplomate  of  The  Ameri- 
can Board  of  Urology  and  a member  of  the  American 
Urological  Association,  the  New  York  County  Medical 
Society  (and  a past  president),  the  Medical  Society  of  the 
State  of  New  York  (former  treasurer  1963  to  1967  and  di- 
rector of  the  Commission  on  Standards  of  Medical  Care 
from  1966  to  1971),  and  the  American  Medical  Associa- 
tion. 

Frank  A.  Robert  Gallo,  M.D.,  of  Brooklyn,  died  on  No- 
vember 24  at  the  age  of  67.  Dr.  Gallo  graduated  in  1934 
from  New  York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  associate  physician  at  Bay  Ridge 
Hospital.  Dr.  Gallo  was  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Henry  Gann,  M.D.,  of  New  Rochelle,  died  on  November 
21  at  the  age  of  72.  Dr.  Gann  graduated  in  1927  from  the 
University  of  Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a member  of  the 
Westchester  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Michael  Garofalo,  M.D.,  of  Long  Island  City,  died  on 
November  23  at  the  age  of  77.  Dr.  Garofalo  graduated  in 
1926  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  George  Gladston,  M.D.,  of  Elmira,  died  on  Oc- 
tober 16  at  the  age  of  68.  Dr.  Gladston  became  a Licentiate 
and  Member  of  the  Royal  College  of  Physicians  of  London 
and  a Member  of  the  Royal  College  of  Surgeons  of  England 
in  1935.  He  was  an  honorary  surgeon  at  St.  Joseph’s 
Hospital  and  an  affiliate  surgeon  at  the  Arnot-Ogden 
Memorial  Hospital.  Dr.  Gladston  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
American  Fertility  Society,  the  New  York  Surgical  Society, 
the  Chemung  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Philip  Goldstein,  M.D.,  of  Snyder  and  Buffalo,  died  on 


November  27  at  the  age  of  68.  Dr.  Goldstein  graduated  in 
1931  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  associate  physician  at  Millard  Fillmore  Hospital. 
Dr.  Goldstein  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

David  Gordon,  M.D.,  of  Brooklyn,  died  on  August  28.  Dr. 
Gordon  received  his  medical  degree  from  the  University 
of  Paris  in  1936. 

Saul  Gordon,  M.D.,  of  Asheville,  North  Carolina,  formerly 
of  New  York  City,  died  on  November  11  at  the  age  of  68. 
Dr.  Gordon  graduated  in  1932  from  New  York  Homeopa- 
thic Medical  College  and  Flower  Hospital.  He  was  a Fel- 
low of  the  American  College  of  Chest  Physicians  and  a 
member  of  the  American  Thoracic  Society,  the  American 
Geriatrics  Society,  and  the  New  York  Cardiological  Soci- 
ety. 

Charles  Andrews  Gwynn,  M.D.,  of  Syracuse,  died  on 
August  10  at  the  age  of  70.  Dr.  Gwynn  graduated  in  1930 
from  Syracuse  University  College  of  Medicine.  He  was  a 
senior  obstetrician  and  gynecologist  at  Community-Gen- 
eral Hospital  of  Greater  Syracuse  and  at  Crouse-Irving 
Memorial  Hospital.  Dr.  Gwynn  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecolo- 
gists, and  a member  of  the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Harold  Herman,  M.D.,  of  New  York  City,  died  on  No- 
vember 11  at  the  age  of  81.  Dr.  Herman  graduated  in  1917 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  American  Academy  of 
Pediatrics,  the  American  Public  Health  Association,  the 
New  York  Academy  of  Medicine,  the  New  York  Pediatric 
Society,  the  New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jack  Vincent  Lobel,  M.D.,  of  Deerfield  Beach,  Florida 
formerly  of  Brooklyn,  died  on  October  22  in  his  77th  year 
Dr.  Lobel  graduated  in  1924  from  Tufts  University  Schoo 
of  Medicine.  He  was  a member  of  the  Medical  Society  ol 
the  County  of  Kings,  the  Medical  Society  of  the  State  ol 
New  York,  and  the  American  Medical  Association. 

Edward  Taylor  Mulligan,  M.D.,  of  Rochester,  died  or 
November  12  at  the  age  of  55.  Dr.  Mulligan  graduated  ir 
1946  from  the  University  of  Rochester  School  of  Medicine 
He  was  an  attending  surgeon  at  Genesee,  Rochester  Gen 
eral,  and  Park  Avenue  Hospitals.  Dr.  Mulligan  was  i 
Diplomate  of  the  American  Board  of  Surgery,  a Fellow  o 
the  American  College  of  Surgeons,  and  a member  of  thi 
Rochester  Academy  of  Medicine,  the  Monroe  Count' 
Medical  Society,  the  Medical  Society  of  the  State  of  Nev 
York,  and  the  American  Medical  Association. 

Richard  Searles  Osenkop,  M.D.,  of  Norristown,  Penn 
sylvania,  formerly  of  New  York  City,  died  on  July  15  at  th< 
age  of  58.  Dr.  Osenkop  graduated  in  1943  from  Cornel 
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University  Medical  College. 

Stuart  Jacob  Polle,  M.D.,  of  New  York  City,  died  on 
November  11  at  the  age  of  65.  Dr.  Polle  received  his 
medical  degree  in  1937  from  the  University  of  Geneva.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Willi  Riese,  M.D.,  of  New  York  City,  died  on  August  16 
at  the  age  of  80.  Dr.  Riese  received  his  medical  degree  from 
the  University  of  Berlin  in  1920.  He  was  a member  of  the 
American  Psychiatric  Association. 

James  Gerard  Robilotti,  M.D.,  of  New  York  City,  died 
on  December  4 at  the  age  of  77.  Dr.  Robilotti  graduated 
in  1926  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  honorary  senior  member  of  the 
medical  staff  at  St.  Vincent’s  Hospital  and  Medical  Center 
of  New  York.  Dr.  Robilotti  was  a Diplomate  of  the 
American  Board  of  Radiology  (Diagnostic  Roentgenology), 
a Fellow  of  the  American  College  of  Gastroenterology,  and 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Alan  Dennis  Robson,  M.D.,  of  Lindenhurst  and  Massa- 
pequa  Park,  died  on  December  17  at  the  age  of  54.  Dr. 
Robson  graduated  in  1957  from  Queen’s  University  Faculty 
of  Medicine.  He  was  an  attending  radiologist  at  Bruns- 
wick Hospital  Center  (Amityville).  Dr.  Robson  was  a 
Diplomate  of  the  American  Board  of  Radiology  and  a 
member  of  the  Radiological  Society  of  New  York  State,  the 
Nassau  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  Frederick  Rogers,  M.D.,  of  Poughkeepsie,  died  on 
October  3 at  the  age  of  79.  Dr.  Rogers  graduated  in  1928 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  honorary  obstetrician  and  gynecol- 
ogist on  the  medical  staff  at  St.  Francis  and  Vassar 
Brothers  Hospitals.  For  many  years  Dr.  Rogers  served  as 
a member  of  the  Associate  Editorial  Board  of  the  Journal. 
Dr.  Rogers  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  International  College 
of  Surgeons,  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists,  and  a member  of  the  Dutchess 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Alfred  M.  Rosier,  M.D.,  of  Lynbrook,  died  on  December 
5 at  the  age  of  75.  Dr.  Rosier  graduated  in  1924  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
an  attending  physician  in  family  medicine  at  South  Nassau 
Communities  Hospital.  Dr.  Rosier  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Rudolph  Ruedemann,  Jr.,  M.D.,  of  Albany,  died  on 
November  30  at  the  age  of  83.  Dr.  Ruedemann  graduated 
in  1917  from  the  University  of  Michigan  School  of  Medi- 
cine. He  was  an  attending  dermatologist  at  Albany 
Medical  Center  and  an  attending  physician  there,  also.  Dr. 
Ruedemann  was  a Diplomate  of  the  American  Board  of 


Dermatology,  Inc.,  and  a member  of  the  American  Acad- 
emy of  Dermatology,  the  American  Public  Health  Associ- 
ation, the  Society  for  Investigative  Dermatology,  the  Al- 
bany Academy  of  Medicine,  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Kenneth  W.  Ruppel,  M.D.,  of  Syracuse,  died  on  October 
9 at  the  age  of  59.  Dr.  Ruppel  became  a Licentiate  and 
Member  of  the  Royal  College  of  Physicians  of  London  and 
a Member  of  the  Royal  College  of  Surgeons  of  England  in 
1944.  He  was  an  assistant  pediatrician  at  Community- 
General  Hospital  of  Greater  Syracuse.  Dr.  Ruppel  was  a 
member  of  the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  Scudder,  M.D.,  of  New  York  City,  died  on  December 
6 at  the  age  of  76.  Dr.  Scudder  graduated  in  1927  from 
Harvard  University  Medical  School.  Among  his  many 
services  and  activities,  he  had  served  as  director  of  surgical 
services  at  The  Presbyterian  Hospital;  in  1939  he  estab- 
lished the  first  blood  bank  at  Presbyterian;  during  World 
War  II  he  established  the  Blood  for  Britain  program  under 
the  auspices  of  the  American  Red  Cross;  and  was  the 
founder  of  the  Gibson  Lecture  at  the  Columbia  University’s 
College  of  Physicians  and  Surgeons.  At  his  death  he  was 
an  associate  (inactive)  surgeon  at  The  Presbyterian  Hos- 
pital. Dr.  Scudder  was  a Diplomate  of  the  American  Board 
of  Surgery,  a F ellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  New  York  Academy  of  Medicine. 

Abraham  Victor  Shapiro,  M.D.,  of  Flushing  and 
Whitestone,  died  on  October  7 at  the  age  of  72.  Dr.  Sha- 
piro graduated  in  1929  from  Long  Island  College  Hospital. 
He  was  director  of  radiology  at  Physicians  Hospital  and  a 
consulting  radiologist  at  Queens  Hospital  Center  and  Sea 
View  Hospital  and  Home.  Dr.  Shapiro  was  a Diplomate 
of  the  American  Board  of  Radiology  and  a member  of  the 
Radiological  Society  of  North  America,  Inc.,  the  New  York 
Roentgen  Society,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  C.  Sherman,  M.D.,  of  Schenectady,  died  on  No- 
vember 7 at  the  age  of  61.  Dr.  Sherman  graduated  in  1952 
from  Albany  Medical  College.  He  was  an  attending  phy- 
sician in  rehabilitation  medicine  at  Sunnyview  Hospital 
and  Rehabilitation  Center  and  a consulting  physiatrist  at 
Ellis  Hospital.  Dr.  Sherman  was  a Diplomate  of  the 
American  Board  of  Physical  Medicine  and  Rehabilitation 
and  a member  of  the  American  Academy  of  Physical 
Medicine  and  Rehabilitation,  the  Schenectady  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Alvin  J,  Spire,  M.D.,  of  Central  Square,  died  on  Novem- 
ber 10  at  the  age  of  91.  Dr.  Spire  graduated  in  1908  from 
Syracuse  University  College  of  Medicine.  He  was  a 
member  of  the  Syracuse  Academy  of  Medicine,  the  On- 
ondaga County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Bryan  Michael  Unti,  M.D.,  of  New  York  City,  died  on 
December  4.  Dr.  Unti  graduated  in  1971  from  Wayne 
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University  College  of  Medicine.  He  was  an  assistant  ad- 
junct pediatrician  at  Lenox  Hill  Hospital. 

Gaetano  Visco,  M.D.,  of  Syracuse,  died  on  December  9 at 
the  age  of  43.  Dr.  Visco  received  his  medical  degree  from 
the  University  of  Naples  in  1963.  He  was  an  assistant 
pediatrician  at  St.  Joseph’s  Hospital,  an  associate  pedia- 
trician at  Crouse-Irving  Memorial  Hospital,  and  a junior 
assistant  pediatrician  at  State  University  Hospital  of  the 
Upstate  Medical  Center.  Dr.  Visco  was  a member  of  the 
Onondaga  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

William  A.  Wall,  M.D.,  of  Cortland,  died  on  November 
17  at  the  age  of  81.  Dr.  Wall  graduated  in  1928  from  Syr- 
acuse University  College  of  Medicine.  He  was  a Diplomate 
of  the  American  Board  of  Pathology,  the  Cortland  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Samson  Weingeist,  M.D.,  of  Long  Island  City  and  Astoria, 
died  on  December  26  at  the  age  of  66.  Dr.  Weingeist  re- 
ceived his  medical  degree  from  the  University  of  Vienna 
in  1933.  He  was  an  attending  ophthalmologist  at  Bronx 
Municipal  Hospital  Center  and  an  honorary  attending 
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^CORRECTION 

In  the  article  by  Ellenberg,  M.:  Diabetes;  Current  Status  of  an  evolving  disease,  that  appeared  in  the  January  Journal, 
the  author  notes  a correction  on  page  65,  first  paragraph,  line  14.  The  word  should  be  hyperglycemia  and  not  hypo- 
glycemia. 


v CORRECTION 


In  the  article  by  Adachi,  A.,  Wilson,  L.,  and  Herzig,  N.:  Prostaglandin  alpha)  Hypertonic  Saline,  and  Oxytocin  ir 
Midtrimester  Abortion,  in  the  January  Journal,  page  49,  an  error  is  noted  by  the  authors.  The  last  paragraph  shoulc 
read  September,  1975,  instead  of  1976. 


ophthalmologic  surgeon  at  New  York  Eye  and  Ear  Infir- 
mary. Dr.  Weingeist  was  a Diplomate  of  the  American 
Board  of  Ophthalmology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the  Pan 
American  Association  of  Ophthalmology,  the  New  York 
Academy  of  Medicine,  the  New  York  Society  for  Clinical 
Ophthalmology,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Mark  H.  Williams,  M.D.,  of  Binghamton,  died  on  De- 
cember 10  at  the  age  of  71.  Dr.  Williams  graduated  in  1928 
from  Indiana  University  School  of  Medicine.  He  was  a 
thoracic  surgeon  at  the  Charles  S.  Wilson  Memorial  Hos- 
pital, a consulting  thoracic  surgeon  at  Liberty-Loomis 
Hospital,  and  a senior  surgeon  on  the  medical  staff  at  Our 
Lady  of  Lourdes  Memorial  Hospital.  Dr.  Williams  was  a 
Diplomate  of  the  American  Board  of  Thoracic  Surgery  (an 
Affiliate  of  the  American  Board  of  Surgery),  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the  American 
College  of  Chest  Physicians,  and  a member  of  the  American 
Thoracic  Society,  the  American  Association  for  Thoracic 
Surgery,  the  American  Broncho-Esophagological  Associ- 
ation, the  Binghamton  Academy  of  Medicine,  the  Broome 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 
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without 
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TABLETS:  250  mg,  500  mg,  and  125  mg 


ALDOMET (METHYLDOFA I MSD) 


helps  lower  blood  pressure  effectively... 
usually  with  no  direct  effect  on 
cardiac  function- cardiac  output 
is  usually  maintained 

ALDOMET  is  contraindicated  in  active  hepatic  disease,  hypersensitivity  to  the  drug,  and  if 
previous  methyldopa  therapy  has  been  associated  with  liver  disorders. 

It  is  important  to  recognize  that  a positive  Coombs  test,  hemolytic  anemia,  and  liver  disorders 
may  occur  with  methyldopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  or  I iver  disorders 
could  lead  to  potentially  fatal  complications  unless  properly  recognized  and  managed.  For  more 
details  see  the  brief  summary  of  prescribing  information. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 


MSD 
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Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis;  if  previous 
methyldopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity 
Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyldopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions 
With  prolonged  methyldopa  therapy,  10%  to  20%  of 
patients  develop  a positive  direct  Coombs  test, 
usually  between  6 and  12  months  of  therapy  Lowest 
incidence  is  at  daily  dosage  of  1 g or  less.  This  on 
rare  occasions  may  be  associated  with  hemolytic 
anemia,  which  could  lead  to  potentially  fatal  com- 
plications. One  cannot  predict  which  patients  with  a 
positive  direct  Coombs  test  may  develop  hemolytic 
anemia  Prior  existence  or  development  of  a positive 
direct  Coombs  test  is  not  in  itself  a contraindication 
to  use  of  methyldopa  If  a positive  Coombs  test 
develops  during  methyldopa  therapy,  determine 
whether  hemolytic  anemia  exists  and  whether  the 
positive  Coombs  test  may  be  a problem  For  exam- 
ple, in  addition  to  a positive  direct  Coombs  test 
there  is  less  often  a positive  indirect  Coombs  test 
which  may  interfere  with  cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable  to 
do  a blood  count  (hematocrit,  hemoglobin,  or  red 
cell  count)  for  a baseline  or  to  establish  whether 
there  is  anemia  Periodic  blood  counts  should  be 
done  during  therapy  to  detect  hemolytic  anemia.  It 
may  be  useful  to  do  a direct  Coombs  test  before 
therapy  and  at  6 and  12  months  after  the  start  of 
therapy  If  Coombs-positive  hemolytic  anemia  oc- 
curs, the  cause  may  be  methyldopa  and  the  drug 
should  be  discontinued  Usually  the  anemia  remits 
promptly  If  not.  corticosteroids  may  be  given  and 
other  causes  of  anemia  should  be  considered  If  the 
hemolytic  anemia  is  related  to  methyldopa,  the  drug 
should  not  be  reinstituted  When  methyldopa  causes 
Coombs  positivity  alone  or  with  hemolytic  anemia, 
the  red  cell  is  usually  coated  with  gamma  globulin  of 
the  IgG  (gamma  G)  class  only  The  positive  Coombs 
test  may  not  revert  to  normal  until  weeks  to  months 
after  methyldopa  is  stopped 
Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive  A positive  direct 
Coombs  test  alone  will  not  interfere  with  typing  or 
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helps  lower 
blood  pressure 
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usually  with  no 
direct  effect  on 
cardiac  function- 
cardiac  output  is 
usually  maintained 


cross  matching.  If  the  indirect  Coombs  test  is  also 
positive,  problems  may  arise  in  the  major  cross 
match  and  the  assistance  of  a hematologist  or 
transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  3 weeks  of  therapy, 
sometimes  with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SGOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to 
3 months  of  therapy.  In  some  patients  the  findings 
are  consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or 
jaundice  appear,  stop  therapy  with  methyldopa.  If 
caused  by  methyldopa,  the  temperature  and  abnor- 
malities in  liver  function  characteristically  have 
reverted  to  normal  when  the  drug  was  discontinued 
Methyldopa  should  not  be  reinstituted  in  such  pa- 
tients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely.  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur 
Patients  should  be  followed  carefully  to  detect  side 
reactions  or  unusual  manifestations  of  drug  idio- 
syncrasy. 

Use  in  Pregnancy:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  requires  that  antici- 
pated benefits  be  weighed  against  possible  risks; 
possibility  of  fetal  injury  can  not  be  excluded. 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings).  May  interfere  with 
measurement  of  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported 
This  will  interfere  with  the  diagnosis  of  pheochro- 
mocytoma.  It  is  important  to  recognize  this 
phenomenon  before  a patient  with  a possible  pheo- 
chromocytoma  is  subjected  to  surgery  Methyldopa 
is  not  recommended  for  patients  with  pheochromo- 
cytoma.  Urine  exposed  to  air  after  voiding  may 
darken  because  of  breakdown  of  methyldopa  or  its 
metabolites. 

M5D  MERCK  SHARP  & DOHMI 


Stop  drug  if  involuntary  choreoathetotic  movement 
occur  in  patients  with  severe  bilateral  cerebrovasci 
lar  disease  Patients  may  require  reduced  doses  t 
anesthetics;  hypotension  occurring  during  ane: 
thesia  usually  can  be  controlled  with  vasopressor1 
Hypertension  has  recurred  after  dialysis  in  patient 
on  methyldopa  because  the  drug  is  removed  by  thi 
procedure 

Adverse  Reactions:  Central  nervous  syster. 
Sedation,  headache,  asthenia  or  weakness,  usual 
early  and  transient;  dizziness,  lightheadednes 
symptoms  of  cerebrovascular  insufficienc 
paresthesias,  parkinsonism,  Bell's  palsy,  decrease 
mental  acuity,  involuntary  choreoathetotic  mov 
ments;  psychic  disturbances,  including  nightman 
and  reversible  mild  psychoses  or  depression. 
Cardiovascular:  Bradycardia,  aggravation  of  angir 
pectoris.  Orthostatic  hypotension  (decrease  dai 
dosage)  Edema  (and  weight  gain)  usually  relieve 
by  use  of  a diuretic.  (Discontinue  methyldopa 
edema  progresses  or  signs  of  heart  failure  appea 
Gastrointestinal:  Nausea,  vomiting,  distention,  co  t 
stipation,  flatus,  diarrhea,  mild  dryness  of  mouth,  sc  1 
or  "black"  tongue,  pancreatitis,  sialadenitis. 

Hepatic:  Abnormal  liver  function  tests,  jaundic  I 
liver  disorders. 

Hematologic:  Positive  Coombs  test,  hemolyl  ’ 
anemia.  Leukopenia,  granulocytopenia,  thror  I 
bocytopema. 

Allergic:  Drug-related  fever,  myocarditis. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarg  - 
ment,  gynecomastia,  lactation,  impotence,  decreas  j 
libido,  dermatologic  reactions  including  eczema  a 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 

Note:  Initial  adult  dosage  should  be  limited 
500  mg  daily  when  given  with  antihypertensiv  ' 
other  than  thiazides.  Tolerance  may  occur,  usua 
between  second  and  third  month  of  therapy;  i*i 
creased  dosage  or  adding  a thiazide  frequen 
restores  effective  control.  Patients  with  impair 
renal  function  may  respond  to  smaller  doses. 
cope  in  older  patients  may  be  related  to  increas 
sensitivity  and  advanced  arteriosclerotic  vascu  iv 
disease;  this  may  be  avoided  by  lower  doses. 

How  Supplied:  Tablets,  containing  125  r 
methyldopa  each,  in  bottles  of  100;  Tablets,  conta 
ing  250  mg  methyldopa  each,  in  single-ui 
packages  of  100  and  bottles  of  100  and  10C 
Tablets,  containing  500  mg  methyldopa  each, 
single-unit  packages  of  100  and  bottles  of  100.  ; 
For  more  detailed  information,  consult  your  M 
representative  or  see  full  prescribing  infortr, 
tion.  Merck  Sharp  & Dohme,  Division  of  Merc! 
Co.,  Inc.,  West  Point,  Pa.  19486  jbamozizc 
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Abstracts  in  Interlingua 


Kay,  N.  E.,  e Douglas,  S.  D.:  Phagocytos  mononucleari; 
disveloppamento,  structura,  function  e compromise  del 
responsa  immunitari.  New  York  State  J.  Med.  77:  327 
(Martio)  1977. 

Le  phagocytos  mononucleari  ("MNP”  per  “mononuclear 
phagocyte”)  ha  receptores  ben  definite  in  le  membrana 
plasmatic  per  le  fraction  Fc  del  IgG  e per  le  complemento 
C3;  in  plus,  iste  phagocytos  es  capabile  de  phagocytosis 
nonspecific.  Le  MNP  ha  varie  enzymos  lysosomic  de  im- 
portantia  per  le  functiones  bactericide  e cytocide.  In  plus, 
etiam  ha  un  numero  de  productos  secretori  que  include 
alicun  componente  complementari.  Iste  MNP  ha  un  rolo 
importante  in  le  processo  antigenic  e la  phase  inductive  del 
responsa  immunitari.  Le  studios  del  functiones  alterate 
del  MNP  in  morbos  es  un  area  currente  de  investigationes 
immunologic,  e certemente  proporcionara  informationes 
de  importantia  in  le  processos  physiopathologic. 

Barlow,  J.  J.,  e Bhattacharya,  M.:  Marcator  tumoral 
in  cancer  del  ovario;  antigeno  associate  al  tumor.  New 
York  State  J.  Med.  77:  342  (Martio)  1977. 

Le  cancer  del  ovario  es  un  morbo  insidiose  que  disface 
le  diagnose  temprane.  Ben  que  le  cancer  del  ovario  in  su 
phase  temprane  ha  un  bon  prognose,  contrarimente  le 
morbo  in  su  phase  avanciate  ha  un  prognose  povre.  Un 
medio  pro  un  diagnose  temprane  es  desperatemente  ne- 
cessitate. In  iste  reporto,  nostre  effortios  es  summarisate 
pro  le  detection  e isolamento  de  un  tumor  con  un  antigeno 
associate  in  relation  con  le  cystoadenocarcinoma  ovaric. 
Le  applicationes  immunodiagnostic  currente  de  iste  anti- 
geno del  cystoadenocarcinoma  ovaric  es  presentate  e dis- 
cutite. 

Herbert,  W.  H.:  Submission  del  ventriculo  sinestre  e 
pression  diastolic  final  del  arteria  pulmonari,  New  York 
State  J.  Med.  77:  344  (Martio)  1977. 

Totavia  non  ha  unanimitate  supra  le  efficatia  del  uso  del 
pression  diastolic  final  del  arteria  pulmonari  e del  pression 
cuneal  como  reflection  exacte  del  pression  diastolic  final 
del  ventriculo  sinestre.  Desde  que  le  reportos  supra  un 
correlation  deficiente  includeva  patientes  con  morbo  del 
ventriculo  sinestre,  un  nove  evalutation  del  dynamismo  del 
arteria  pulmonar-ventriculo  sinestre,  in  iste  patientes, 
esseva  facite.  In  iste  studio  es  demonstrate  que  multe  de 
iste  patientes  habeva  un  gradients  tensional  revertite  trans 
le  lecto  vasculari  pulmonari,  es  dicer  que  al  final  del  dias- 
tole, le  pression  diastolic  final  del  ventriculo  sinestre  esseva 
plus  elevate  que  le  pression  diastolic  final  del  arteria  pul- 
monari. Iste  gradiente  revertite  esseva  relationate  signi- 
ficativemente  con  le  pression  diastolic  final  del  ventriculo 
sinestre  (P  minus  que  0.001).  Iste  trovatos  esseva  correlate 
con  le  reduction  establite  del  submission  del  ventriculo 
sinestre  observate  in  patientes  con  morbo  del  arterias  co- 
ronari  e/o  infarction  del  myocardium.  Desde  que  multe 
patientes  que  require  un  evalutation  del  pression  diastolic 
del  ventriculo  sinestre  es  monitorisate  specificmente  debite 


a iste  problemas,  es  importante  evalutar  le  descendimento 
frequente  del  pression  diastolic  final  del  arteria  pulmonari 
pro  reflectar,  in  iste  gruppo,  le  pression  diastolic  final  del 
ventriculo  sinestre. 

Bondi,  E.,  e Williams,  M.  H.:  Asthma  brave;  curso  e 
tractamento  in  le  hospital,  New  York  State  J.  Med.  77: 
350  (Martio)  1977. 

Le  curso  de  127  patientes  hospitalisate  per  asthma  grave 
es  revistite.  Le  patientes  hospitalisate  per  prime  vice 
habeva  un  historia  previe  de  asthma  per  al  minus  de  un 
anno.  Esseva  sentite  que  le  infectiones  viral  del  vias 
respiratori  superior  precipitate  le  attaccos  acute  in  le  46  pro 
cento  de  nostre  patientes.  Le  factores  allergic  e psy- 
chologic non  esseva  precipitantes  specific  del  asthma  acute, 
nonobstante  le  elevate  prevalentia  de  iste  in  nostre  pa- 
tientes. Le  plus  elevate  flucto  expiratori  (“PEFR”  per 
“peak  expiratory  flow  rate”)  esseva  utilisate  como  guida 
del  therapia  e per  proportionar  documentation  supra  le 
curso  clinic  del  morbo.  Un  melioramento  gradual  del 
PEFR  durante  5 dies  indicava  que  le  therapia  intensive 
debeva  esser  mantenite  durante  iste  periodo,  nonobstante 
le  melioramento  initial.  Le  hypercapnia  esseva  presente 
in  21  pro  cento  del  patientes  al  momento  del  hospitalisa- 
tion; solmente  15  pro  cento  de  iste  patientes — le  3.2  pro 
cento  de  tote  le  serie — requireva  intubation.  Iste  intu- 
bation esseva  necessari  solmente  pro  le  patientes  cuje 
condition  general  de  fatiga  e somnolentia  suggereva  apnea 
imminente.  Le  patientes  con  hypercapnia  tractate  sin 
intubation  experimentava  le  mesme  grado  de  melioram- 
ento que  le  patientes  sin  hypercapnia.  Le  hypercapnia 
nunc  disveloppava,  al  minus  que  le  PEFR  esseva  minus  que 
130  litros  per  minute.  Un  elevation  del  PEFR  non  esseva 
associate  con  le  disveloppamento  del  hypercapnia  in  le 
patientes  eucapneic.  Vinte-nove  (29)  pro  cento  del  nostre 
patientes  habeva  electrocardiogrammas  indicative  de  cor 
pulmonale.  Iste  non  esseva  correiationate  con  le  duration 
o gravitate  del  asthma.  Le  mortalitate  total  esseva  del  2 
pro  cento;  solmente  un  de  iste  fatalitate  esseva  debite  al 
asthma. 

Conroy,  R.  C.:  Viduas  e viduage,  New  York  State  J. 
Med.  77:  357  (Martio)  1977. 

Le  processo  afflictive  e le  proulemas  del  viduage  es 
describite.  Le  importantia  del  experimentar  iste  suf- 
fremento  es  emphasite,  como  etiam  del  evitamento  de 
administrar  medication,  si  iste  es  possibile.  Le  medico  del 
familia  ha  un  position  unic  pro  adjutar  al  patiente  e su 
familia  durante  iste  crisis  vital. 

Jacobson,  S.,  e Rothballer,  A.  B.:  Angiographia  cerebral 
de  emergentia;  technica  simple,  de  confidentia,  que  sol- 
mente require  un  radiographia  del  cranio,  New  York  State 
J.  Med.  77:  361  (Martio)  1977. 

In  iste  reporte  es  describite  le  experientia  del  autores 

continued  on  page  433 
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Medical  Meetings 


Course  on  Masochistic  Narcissism 

A course  on  “Masochistic  Narcissism”  will  be  held  on 
Saturday,  March  19  in  the  Teaching  Center  Auditorium 
at  Long  Island  Jewish-Hillside  Medical  Center,  New  Hyde 
Park,  New  York  1 1040.  For  further  information  contact: 
Office  of  the  Dean  of  the  Clinical  Campus,  Long  Island 
Jewish-Hillside  Medical  Center,  New  Hyde  Park,  New 
York  11040. 

Advanced  Cardiac  Life  Support  course 

“Advanced  Cardiac  Life  Support  Course”  for  physicians 
will  be  presented  by  the  Institute  of  Emergency  Medicine 
on  March  25  and  26  at  Albert  Einstein  College  of  Medi- 
cine/Bronx Municipal  Hospital  Center.  For  further  in- 
formation and  application  contact  the  Institute  of  Emer- 
gency Medicine,  Jacobi  1W-20,  Bronx  Municipal  Hospital 
Center,  The  Bronx,  New  York  10461;  telephone  (212) 
430-8211/2. 

Symposium 

A symposium  on  “Education  of  the  Medical  Student  in 
Thanatology”  will  be  held  on  April  22  and  23  at  the  Co- 
lumbia-Presbyterian  Medical  Center  in  New  York  City. 
The  symposium  carries  credit  in  category  1 A.M.A.  Award. 
I or  the  registration  form  and  additional  information  write 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  r>'<  l ived  eight  weeks  prior  to  publication  date. 


to:  The  Foundation  of  Thanatology,  c/o  Dr.  Austin  H. 
Kutscher,  630  West  168th  Street,  New  York,  New  York 
10032. 

New  York  State 
Society  of  Dermatology 

The  annual  meeting  of  the  New  York  State  Society  of 
Dermatology  will  be  held  on  April  25,  8 p.m.,  in  the  Empire 
Room  of  the  Waldorf-Astoria  Hotel,  Park  Avenue  at  50th 
Street.  The  guest  speaker  will  be  Kevin  M.  Cahill,  M.D., 
special  assistant  to  Governor  Carey  for  Health  Affairs.  Dr. 
Cahill  will  discuss  “The  Dermatologist  and  Health  Care 
Issues.” 

International  Conference  on  Pediatric 
Oncology  and  Leukemia 

Physicians  Associated  for  Continuing  Education  will 
present  an  International  Conference  on  Pediatric  Oncology 
and  Leukemia  in  cooperation  with  the  Medical  College  of 
Virginia  and  Memorial  Sloan-Kettering  Hospital  on  May 
2,  3,  4,  and  5,  at  the  Americana  Hotel,  New  York  City. 

Free  communications  are  invited  and  an  abstract  should 
he  sent  to  E.  Witkin,  M.D.,  and  for  additional  information 
and  registration  forms  (registration  is  limited),  to  Physi- 
cians Associated  for  Continuing  Education,  The  Uptown 
Federal  Building,  Suite  208,  6609  Reisterstown  Road, 
Baltimore,  Maryland  21215,  USA. 


Ij  onrinued  from  page  431 

upra  le  uso  de  un  methodo  rapide  e de  confident ia  pro 
acer  angiogrammas  carotide  de  emergentia  que  non  re- 
luire  un  equipamento  o personal  special.  Le  methodo 
jroportiona  information  diagnostic  ben  adequate  pro 
dentificar  le  emergentia  neuro-chirurgic  acute  con  un  re- 
ardo  minimo  e etiam  con  un  risco  minimo  de  fallimen- 

i °- 

• 

Icharf,  J.,  e Nahir,  M.:  Tractamento  steroide  a dose 
>asse  del  polymyalgia  rheumatic.  New  York  State  J. 
>led.  77:  368  (Martio)  1977. 

Le  syndrome  polymyalgia  rheumatic  e su  association  con 
e arteritis  a cellulas  gigante  es  ben  recognoscite.  Le  cor- 
icosteroides  es  dramaticmente  effective  pro  supprimer  le 
>rocesso  arteritic  active.  Ha  un  controversia  in  le  litter- 
itura  supra  le  dose  initial  del  prednisona.  Trenta-octo  (38) 
tatientes  con  polymyalgia  rheumatic  o arteritis  a cellulas 
igante  esseva  tractate  con  un  dose  initial  de  20  mg  de 
irednisona  quotidian,  durante  3 septimanas,  sequite  de  15 
ng  quotidian  durante  altere  8 septimanas.  Omne  pa- 
ientes  respondeva  a iste  tractamento.  Posteriormente, 
e dose  steroidal  esseva  adjustate  de  accordo  al  symptomas 
linic  e le  velocitate  de  sedimentation  erythrocytic 
rv.s.e.”),  con  le  objectivo  de  mantener  al  patiente  libere 
lie  symptomas  e con  le  v.s.e.  inferior  a 25  mm/hora.  Le 
omplicationes  de  iste  tractamento  esseva  pauc  frequente 

I 

1 
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e non  causava  disbilitate. 

Shayegani,  M.,  Parsons,  L.  M.,  e Maupin,  P.  S.:  Tests 
de  sensitivitate  antibiotic  bacterial;  evalutation  de  tests 
facite  per  laboratories  clinic  authorisate  in  le  Stato  de  Nove 
York,  excludente  le  Citate  de  Nove  York,  New  York  State 
J.  Med.  77:  373  (Martio)  1977. 

Tres  (3)  culturas  bacterial  standard  esseva  enviate  a 
laboratories  clinic  authorisate  in  le  Stato  de  Nove  York, 
excludente  dies  del  Citate  de  Nove  York,  per  le  tests  de 
sensitivitate  antibiotic.  Le  analyse  del  interpretation  de 
iste  tests  e del  zonas  de  inhibition  reportate  per  le  labora- 
tories participants  indicava  resultatos  de  confidentia  e 
reproducibile. 

Weinstein,  H.,  Shenker,  L.,  e Porges,  R.  F.:  Aspira- 
tion-curettage al  vacuum  pro  diagnose;  evaluation  in  le 
consultorio  medic,  New  York  State  J.  Med.  77:  373 
(Martio)  1977. 

Un  serie  de  300  casos  ambulatori  pro  diagnose  con  le 
aspiration -curettage  al  vacuum  es  presentate.  Le  efficatia 
de  iste  methodo  relativemente  nove  es  explorate,  con 
particular  referenda  a su  utilitate  pro  le  diagnose  e trac- 
tamento del  tumores  endometrial.  Le  indicationes  e 
contraindicationes  de  iste  methodo  pro  obtener  biopsias 
endometrial  es  discutite. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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in  association  with  an  oxygen  pressure  that  is  also  low. 
This  common  finding  is  due  to  hyperventilation  in  which 
areas  of  the  lung  are  being  overventilated  and  carbon 
dioxide  is  being  blown  off  at  a rapid  rate,  while  in  other 
areas  underventilation  due  to  spasm  or  mucus  plugging 
results  in  hypoxia. 

— Another  way  of  looking  at  it  is  that  when  blood  gas 
changes  indicate  that  the  oxygen  and  the  carbon  diox- 
ide pressures  are  rapidly  approaching  each  other  in 
value,  respiratory  failure  is  imminent  and  appropriate 
measures  must  be  taken  immediately  to  assist  the  pa- 
tient’s ventilation. 

— Metabolic  acidosis  is  usually  related  to  the  level  of  hy- 
poxemia. Tissue  hypoxia  causes  cells  to  shift  from 
aerobic  (carbon  dioxide-producing)  to  anaerobic  (lactate 
acid-producing)  metabolism.  It  is  difficult  to  find  evi- 
dence of  anaerobic  metabolism  or  tissue  damage  at  ar- 
terial oxygen  tensions  greater  than  40  mm.  Hg  unless 
peripheral  circulation  is  decreased  as  well.  While  oxy- 
gen tensions  below  20  mm.  Hg  do  not  allow  life  beyond 
a few  minutes,  between  these  oxygen  limitations, of  20 
to  40  mm.  Hg,  accumulating  levels  of  lactate  acid  do 
provide  the  additional  hydrogen  ion  for  the  shift  of  pH 
below  7.2. 

— In  most  patients  correction  of  hypoxemia  results  in 
some  increase  in  arterial  carbon  dioxide  pressure 
since  the  ventilatory  drive  seems  to  be  additive. 
However,  actual  practice  reveals  that  the  increase  in 
carbon  dioxide  pressure  is  rarely  greater  than  15  mm. 
Hg  if  small  amounts  of  supplemental  oxygen  are  used. 
This  increment  of  carbon  dioxide  pressure  is  rarely  of 
clinical  importance. 

— There  is  a hazard  to  intermittent  oxygen  therapy.  In 
some  patients,  removal  of  the  supplemental  oxygen 
therapy  results  in  hypoxemia  and  hypercapnia  at 
worse  than  pretreatment  levels. 

— Mental  alertness  is  a good  indication  of  adequate  ce- 
rebral oxygenation  and  provides  a handy  guide. 

— A nasal  cannula  is  preferred  to  deliver  oxygen  since  it 
need  not  be  removed  for  talking  or  eating,  and  is  least 
likely  to  result  in  the  syndrome  which  follows  inter- 
mittent oxygen  therapy. 

— Hypokalemic  hypochloremic  alkalosis  frequently  ap- 
pears following  the  treatment  of  acute  ventilatory 
failure.  Most  patients  with  chronic  hypercapnia  have 
a preexisting  total  body  potassium  deficit  which  is  ex- 
aggerated by  the  movement  of  potassium  from  cells  as 
hydrogen  increases  during  the  acute  episode  of  venti- 
latory failure.  As  therapy  progresses  and  diuresis  oc- 
curs, potassium  intake  is  usually  inadequate. 

— Asterixis  and  papilledema  may  be  associated  with  hy- 
percapnia and  hypoxemia. 

— Hypoxemia  and  acidosis  rather  than  the  increased 
quantity  of  carbon  dioxide  are  the  major  determi- 
nants of  the  symptoms,  signs  of  altered  physiology  of 
ventilatory  failure. 

It  is  unusual  for  loss  of  consciousness  to  occur  during 
an  asthmatic  attack  under  ordinary  circumstances,  so 
that  a history  of  syncope  during  an  attack  should  alert 
the  physician  to  the  possibility  of  aspirin  sensitivity. 
The  coexistence  of  asthma,  aspirin  sensitivity,  and 
nasal  polyps  in  the  same  patient  has  been  called  a 
triad. 
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— Food  allergy  has  been  implicated  as  a significant  factor 
in  5 to  10  percent  of  cases  of  asthma. 

— Patients  with  asthma  being  treated  with  corticosteroids 
should  also  be  taking  bronchodilators. 

— Gastroesophageal  reflux  can  cause  chronic,  recurrent 
respiratory  tract  inflammation  extending  from  the  lar- 
ynx and  pharynx  to  the  alveoli.  About  40  percent  of 
patients  with  gastroesophageal  reflux  will  have  signifi- 
cant bronchopulmonary  problems,  and  about  10  percent 
will  have  a clinical  picture  almost  identical  with  that  of 
bronchial  asthma. 

— Diagnostic  clues  as  to  the  presence  of  gastroesophageal 
reflux  include  a history  of  indigestion,  nocturnal  regur- 
gitation and  strangling,  recurrent  nocturnal  dys- 
pnea, postprandial  distress,  heartburn,  and  cough  on 
recumbency. 

— However,  in  a certain  percentage  of  cases,  gastro- 
esophageal reflux  will  not  produce  gastrointestinal 
symptoms  but  may  present  respiratory  symptoms: 
“quiet  reflux,”  or  “occult  reflux.”  Gastroesophageal 
reflux  may  exist  without  demonstrating  hiatal  hernia 
on  x-ray  film. 

— In  the  patient  with  obscure  lung  disease,  don’t  over- 
look the  possibility  of  intravenous  use  of  heroin  and 
other  illicit  drugs.  These  drugs  may  cause  acute  and 
chronic  lung  complications  such  as  heroin-induced 
pulmonary  edema  and  septic  embolism,  talc  pneumo- 
coniosis, foreign  body  pulmonary  embolism,  intravas- 
cular granuloma  formation,  diffuse  miliary  pulmonary 
infiltrations,  and  pulmonary  hypertension. 

— A common  pitfall  in  the  treatment  of  asthma  is  not  to 
give  sufficient  medication.  That  is,  the  patient  takes 
medication  only  to  obtain  relief.  When  the  asthmatic 
patient  has  a moderately  severe  episode  of  asthma, 
medication  should  be  taken  around  the  clock,  rathei 
than  as  needed,  and  in  sufficient  dosage. 

— Medication  for  the  asthmatic  patient  should  be  indi- 
vidualized since  there  is  great  variability  in  the  dosage 
of  the  beta  adrenergics  and  in  the  theophylline  deriv 
atives  which  will  cause  improvement.  Patients  giver 
equal  dosages  of  the  same  drug  will  have  widely  dif 
fering  blood  levels. 

— Dehydration  is  a common  problem  in  status  asthmati- 
cus  because  of  the  diuretic  effect  of  xanthines,  theo- 
phylline and  aminophylline,  due  to  the  hypermetabo- 
lism produced  by  the  sympathominetic  amines,  to  in 
adequate  intake  of  fluids,  to  hyperventilation,  and  tc 
fever.  As  a result,  inspissated  viscid  bronchial  mucus 
secretions  and  mucus  “plugs”  are  very  commonly  asso 
ciated  with  episodes  of  status  asthmaticus. 

— In  the  case  of  so-called  intrinsic  asthma,  infectioi 
anywhere  in  the  body  should  be  carefully  sought.  Si 
nuses,  tonsils,  teeth,  gallbladder,  and  kidneys  shouli 
be  studied  for  the  presence  of  chronic  infection  am 
treated  appropriately. 

— A common  error  is  to  underestimate  the  severity  of  ai 
asthmatic  attack. 

—In  the  dehydrated  patient  pneumonia  may  be  presen 
without  showing  an  infiltrate.  Such  infiltrate  wil 
frequently  appear  after  adequate  hydration. 

NATHANIEL  SHAFER,  M.D 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospital 
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will  be  levied  upon  individual  doctors.  The  surest  way 
of  bringing  this  about  is  the  failure  to  observe  utiliza- 
tion standards.  Every  restriction  on  the  practice  of 
medicine  came  about  in  the  same  way  . . . THE 
FAILURE  TO  SELF-REGULATE! 

A Decalogue  of  Commandments  in  Utilization  Review 

I You  must  write  an  admission  diagnosis  which  re- 
flects the  actual  and  proximate  reason  for  hospi- 
talization, and  your  subsequent  notes  and  orders 
must  reflect  this. 

II-  You  must  not  admit  a patient  who  could  be  treated 
on  an  out-patient  or  ambulatory  basis  unless  you  can 
justify  the  reason  that  your  patient  requires  a hos- 
pital bed. 

HI  You  must  consider  the  length  of  stay  assigned  to 
your  admission  diagnosis — (this  is  based  on  State 
and  Federal  mandated  standards  and  is  necessary 
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so  that  two  days  before  the  end  of  the  standard  stay 
you  will  be  permitted  by  regulation  to  request  and 
receive  an  extension,  if  you  can  justify  it)! 

IV.  You  must  consider  and  record  in  your  notes  your 
patient’s  need  for  alternate  care  at  the  time  of  ad- 
mission or  as  soon  as  your  patient’s  improved  con- 
dition warrants  it. 

V.  You  must  fill  out  the  alternate  care  certification  on 
the  certification  sheet  and  give  the  probable  date  of 
discharge — 10  days  to  2 weeks  in  advance  . . . and 
discharge  before  11  AM  please! 

VI.  You  must  complete  the  social  service  referral  form 
or  call  home  care  and  give  the  probable  date  of  dis- 
charge— 10  days  to  2 weeks  before  probable  dis- 
charge . . . and  before  11  am  please! 

VII.  You  must  document  all  of  the  above  in  your  progress 
notes. 

continued  on  page  443 
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Grant 

The  State  University  at  Buffalo’s  Health  Sciences  Li- 
brary has  been  awarded  a $67,7-24  grant  from  the  National 
Library  of  Medicine  to  establish  a Health  Media  Resources 
Center  (HMRC)  to  increase  audiovisual  resources  and 
make  them  available  to  60  hospitals  and  health  agencies 
in  addition  to  the  U/B  Health  Sciences  Faculty. 

Cancer  Facts 

Cancer  Facts,  tape  recorded  cancer  information,  is 
available  through  your  telephone  CAN-DIAL.  In  Erie 
County  call  845-3380,  toll  free  for  the  rest  of  the  State,  1- 
800-462-1884,  Monday  to  Sunday,  8 a.m.  to  12  midnight. 
This  is  a public  service  of  Roswell  Park  Memorial  Institute, 
666  Elm  Street,  Buffalo,  New  York  14263,  and  the  Amer- 
ican Cancer  Society  New  York  State  Division,  6725  Lyons 
Street,  P.O.  Box  7,  Syracuse,  New  York  13057.  Some  of 
the  messages  are  available  also  in  Spanish. 

New  wing  officially  opened 

A comprehensive  Surgical  Research  Wing  designed  to 
dramatically  increase  the^  research  capabilities  of  the 
SUNY  Upstate  Medical  Center  was  officially  opened  on 
January  14. 

New  department  formed 

A new  Epidemiology  and  Preventive  Medicine  Service 
within  the  Department  of  Medicine  has  been  formed  at 
Memorial  Hospital  for  Cancer  and  Allied  Diseases,  and 
David  Schottenfeld,  M.D.,  has  been  appointed  chief. 

ABFP  names  new 
officers,  directors 

The  American  Board  of  Family  Practice  has  named  new 
officers  and  directors.  The  Board  is  the  certifying  body 
in  the  medical  specialty  of  family  practice. 

Elected  at  the  January  annual  meeting:  President — 
James  L.  Grobe,  M.D.,  Phoenix,  Arizona;  Vice  President — 
Robert  E.  Rakel,  M.D.,  Iowa  City,  Iowa;  Secretary — 
Nicholas  J.  Pisacano,  M.D.,  Lexington,  Ky.  (renamed); 
Treasurer — E.  Chester  Bone,  M.D.  (reelected),  Jackson- 
ville, 111.;  Directors — Robert  M.  Blake,  M.D.,  Maysville,  Ky. 
(from  the  American  Academy  of  Family  Physicians),  Al- 
lison L.  Burdick,  Jr.,  M.D.,  Chicago,  111.  (from  AMA  Section 
on  Family/General  Practice),  John  E.  Jesseph,  M.D.,  In- 
dianapolis, Ind.  (from  the  American  Board  of  Surgery  and 
elected  to  full  five-year  term;  had  served  one  and  one-half 
years  as  replacement  for  Dr.  Theodore  Drapanas,  who  was 
killed  in  an  airplane  accident). 

Officers  will  serve  one-year  terms.  The  new  directors, 
who  will  serve  five-year  terms,  join  12  others  on  the  15- 
person  Board  who  were  not  up  for  reelection. 

Herbert  Holden  of  San  Leandro,  California,  a Board 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  lo  publication  date. 


member  representing  the  AMA  Section,  was  elected  to  the 
ABFP’s  Executive  Committee.  The  Executive  Committee 
is  composed  of  the  ABFP  president,  vice-president,  trea- 
surer, executive  director,  and  one  other  Board  member 
elected  annually  by  the  Board. 

Because  family  practice  embraces  other  disciplines,  its 
certifying  board  is  unique  in  that  five  of  its  members  rep- 
resent these  other  related  specialty  boards:  internal 

medicine,  surgery,  pediatrics,  obstetrics  and  gynecology, 
and  psychiatry  and  neurology. 

The  Board  of  Family  Practice  was  established  in  1969, 
following  its  approval  as  a certifying  board  by  the  AMA  and 
the  American  Board  of  Medical  Specialties.  Family 
practice,  an  outgrowth  of  general  medical  practice  but 
developed  to  incorporate  “comprehensive  and  continuing 
care  of  patient-families,”  thus  became  the  20th  primary 
medical  specialty. 

The  role  of  the  Board  of  Family  Practice  is  to  set  stan- 
dards and  provide  and  administer  a certifying  examination 
in  the  specialty.  Seven  such  examinations  have  been  held 
and  more  than  10,000  physicians  have  been  certified. 
Those  passing  the  two-day  examination  are  called  “Dip- 
lomates.”  The  specialty  of  family  practice  is  the  only  one 
requiring  recertification.  Diplomates  must  be  recertified 
every  six  years.  The  first  group  of  recertification  candi- 
dates took  the  recertification  examination  October  29. 

AAMA  to  offer 

continuing  education  credits 

The  Continuing  Education  Committee  of  the  American 
Association  of  Medical  Assistants  has  announced  that  its 
program  for  awarding  Continuing  Education  Unit  (CEU) 
credit  for  qualified  educational  programs  is  now  underway. 
This  program  has  been  established  in  response  to  the  tre- 
mendous interest  in  self-improvement  on  the  part  of 
medical  assistants  in  the  areas  of  education  and  profes- 
sionalism. Also  of  considerable  bearing  are  the  pressures 
of  increasing  malpractice  claims,  the  demand  for  high- 
quality  health  care  and  government  interest  in  the  fields 
of  medicine  and  allied  health. 

To  be  considered  for  CEU  credit,  a medical  assisting 
educational  program  must  conform  to  the  following  crite- 
ria: 

1.  The  content  of  the  program  must  pertain  to  the 
practice  of  medical  assisting;  2.  the  program  must  be  at 
least  one  hour  in  length  (60  minutes  of  contact),  and  must 
be  presented  in  an  organized,  effective  learning  format;  3. 
the  learning  objectives  must  be  defined  in  specific  behav- 
ioral terms;  4.  the  instructor(s)  must  be  well-qualified;  5. 
participant  learning  must  be  assessed;  and  6.  the  program 
must  be  evaluated  by  participants. 

Continuing  Education  Units  have  been  defined  as  one 
unit  of  credit  for  ten  contact  hours.  Therefore,  for  qual  - 
fied  programs,  .1  unit  is  awarded  for  each  contact  hour. 
Time  for  business  functions,  coffee  and  lunch  breaks  can- 
not be  included.  In  order  to  receive  CEU  credit,  partici- 

continued  on  page  439 1 
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Dear  Doctor: 


In  order  to  provide  you  with  the  most  meaningful  membership  benefits  possible, 
we  would  like  to  determine  your  needs.  We  have  an  opportunity  to  provide  you  with 
various  practice  management  materials  for  your  office  from  the  largest  medical  print- 
ing company  in  America.  Such  items  as  medical  printing  and  stationery,  bookkeeping 
systems,  etc.,  will  be  offered  and  we  would  appreciate  a moment  of  your  time  to 
simply  check  off  the  categories  of  products  you  would  prefer  to  purchase. 
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pants  must  attend  at  least  80  per  cent  of  the  class  session(s) 
and  meet  the  minimum  learning  requirements  established 
by  the  instructor. 

Program  planners  wishing  to  seek  CEU  credit  must 
submit  a completed  “Approval  Request  Form”  at  least  one 
month  in  advance  of  the  program  being  considered.  CEU 
credit  cannot  be  awarded  if  the  program  has  been  held  in 
the  past,  has  already  begun,  or  if  academic  credit  is  being 
awarded. 

The  American  Association  of  Medical  Assistants  is  a 
national  organization  of  more  than  18,500  individuals 
employed  by  physicians  in  their  offices  and  in  other  med- 
ical settings.  The  association  is  dedicated  to  the  continued 
educational  advancement  of  medical  assistants,  and  this 
important  new  program  is  expected  to  greatly  enhance  the 
professionalism  of  these  allied  health  practitioners.  For 
more  information  about  the  program,  write  The  Continu- 
ing Education  Department,  AAMA,  One  East  Wacker 
Drive,  Suite  1510,  Chicago,  Illinois  60601. 

Nutrition  update  newsletters 

The  Nutrition  Department  of  General  Mills,  Inc.,  has 
implemented  a series  of  “nutrition  update”  newsletters 
specifically  for  health  professionals.  Concise,  well-docu- 
mented, “balanced”  literature  reviews  are  prepared  by 
national  experts. 

The  newsletters,  entitled  Contemporary  Nutrition,  will 
be  distributed  to  dietitians,  dentists,  physicians,  educators, 
nurses,  and  other  health  professionals  on  a monthly 
basis — free  of  charge. 

The  editor  of  Contemporary  Nutrition  is  A.  Elizabeth 
Sloan,  Ph.D.,  and  her  address  is:  General  Mills,  Inc., 
General  Offices,  Post  Office  Box  1113,  Minneapolis, 
Minnesota  55440. 

Dedication  of  new  library 

On  October  6, 1976,  Columbia  University’s  Health  Sci- 
ences Library  celebrated  the  dedication  of  the  new  Au- 
gustus Long  Health  Sciences  Library.  As  a special  event 
of  the  day  a symposium  was  convened  “The  National 
Health  Planning  Act:  Potential  for  Information  Service 
Activities.”  The  contributions  to  the  symposium  were  of 
such  a high  quality  that  it  was  clear  that  the  proceedings 
had  to  be  published.  The  Upjohn  Company  and  a gener- 
ous member  of  the  faculty  of  Columbia’s  College  of  Phy- 
sicians and  Surgeons  have  made  possible  the  publication 
of  the  Proceedings  of  the  symposium. 

Included  is  a lucid  examination  of  the  Act  itself  by  the 
Director  of  the  Division  of  Resource  Development  in  the 
Public  Health  Service’s  Region  Two  Ms.  Florence  Fiori. 
Lowell  E.  Beilin,  M.D.,  Commissioner  of  Health  of  the  City 
of  New  York  examines  the  implications  of  the  Act  for 
health  providers  and  health  consumers.  Dr.  Donald 
Hendricks,  Director  of  the  South  Central  Regional  Medical 
Library  Program — Dallas,  considers  what  the  impact  of 
this  legislation  may  be  for  health  science  libraries  and  li- 
brarians. 

Responding  to  these  three  major  papers  are  three  equally 
distinguished  members  of  the  academic  community;  Dr. 
Harold  M.  Schoolman,  Assistant  Director  of  the  National 
Library  of  Medicine  responds  from  NLM’s  point  of  view; 
Mr.  Erich  Meyerhoff,  Librarian,  Cornell  University 
Medical  Center,  concentrates  on  the  librarian’s  response, 
while  Dr.  Bruce  Vladeck,  assistant  professor  of  public 


health  in  Health  Administration  at  Columbia  University 
zeroes  in  on  the  political  implications  of  the  three  major 
papers  and  the  Act  itself.  Dr.  Lucie  Young  Kelly,  also  of 
Columbia’s  School  of  Public  Health,  as  the  moderator  of 
the  symposium,  places  the  Act  in  its  historical  perspective 
and  throughout  the  proceedings  asks  penetrating  and  re- 
vealing questions  of  the  participants. 

These  proceedings  present  a superb  overview  of  this 
timely  and  important  topic.  Appended  to  the  Proceedings 
is  a “Selective  Bibliography  on  the  National  Health 
Planning  Act”  prepared  by  Ellen  Nagle,  Data  Base  Services 
Librarian  at  Columbia’s  Health  Sciences  Library. 

The  Proceedings  of  the  Symposium  on  the  National 
Health  Planning  Act  is  published  by  the  Columbia  Uni- 
versity Health  Sciences  Library  and  edited  by  C.  Lee  Jones, 
Health  Sciences  Librarian  at  Columbia. 

To  purchase  the  proceedings,  send  check  for  $6  made  out 
to  Columbia  University  Health  Sciences  Library,  and  en- 
close with  order  and  send  to:  C.  Lee  Jones,  Health  Sci- 
ences Librarian,  Columbia  University  Health  Sciences 
Library,  701  West  168th  Street,  New  York,  New  York 
10032. 

ACCP  confers  new  Fellowships 

The  American  College  of  Chest  Physicians  recently  in- 
ducted 250  physicians  and  surgeons  as  new  Fellows  of  the 
College.  Those  physicians  receiving  ACCP  Fellowship 
from  New  York  State  are:  Jose  F.  Alvares,  M.D.,  Roslyn; 
Lawrence  B.  Annes,  M.D.,  The  Bronx;  William  B.  Ayers, 
M.D.,  Glen  Cove;  Norma  M.  T.  Braun,  M.D.,  New  York 
City;  Sidney  dayman,  M.D.,  Buffalo;  Howard  S.  Fried- 
man, M.D.,  New  York  City;  Steven  L.  Goldman,  M.D., 
Northport;  Richard  H.  Hamilton,  M.D.,  James  C.  Hirschy, 
M.D.,  and  Thomas  K.  C.  King,  M.D.,  New  York  City;  John 
A.  Manzari,  M.D.,  Johnson  City;  Ralph  J.  Marilley,  Jr., 
M.D.,  Watertown;  Robert  I.  Nacht,  M.D.,  Brooklyn;  Mi- 
chael V.  O’Reilly,  M.D.,  Larchmont;  Robert  H.  Poe,  M.D., 
Rochester;  Robert  J.  Reza,  M.D.,  Bayport;  Anthony  Ro- 
manelli,  M.D.,  New  York  City;  Nathan  S.  Seriff,  M.D., 
Jamaica;  Peter  R.  Smith,  M.D.,  Brooklyn;  Jack  Sokolow, 
M.D.,  New  York  City;  Richard  A.  Stein,  M.D.,  Brooklyn; 
Richard  F.  Walker,  M.D.,  Middleton;  Alan  R.  Winterber- 
ger,  M.D.,  Clarence;  and  Michael  J.  Wolk,  M.D.,  New  York 
City. 

Examination  survey  to  be  made 

The  U.S.  Public  Health  Service  is  preparing  to  visit  New 
York  County  (Manhattan)  and  Bronx  County  to  conduct 
the  Health  and  Nutrition  Examination  Survey  of  persons 
aged  six  months  through  74  years.  The  initial  phase  in 
Manhattan  will  begin  on  March  28, 1977,  with  interviewers 
from  the  U.S.  Bureau  of  the  Census  calling  on  selected 
households  to  obtain  certain  demographic  information  to 
identify  and  select  about  600  persons  for  the  examination. 
Examinations  will  be  conducted  from  April  7 through  May 
19, 1977,  in  one  of  the  survey’s  mobile  examination  centers. 
In  The  Bronx,  interviewing  will  begin  on  April  11,  1977, 
with  examinations  being  conducted  from  April  21  through 
June  6,  1977,  in  another  of  our  mobile  examination  cen- 
ters. 

AMA  NHI  Bill  introduced 

On  January  13  three  key  members  of  Congress  intro- 
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duced  AMA’s  proposed  program  of  national  health  insur- 
ance, the  Comprehensive  Health  Care  Insurance  Act  of 
1977.  Sponsoring  the  AMA  bill  (H.R.  1818)  were  Repre- 
sentatives Tim  Lee  Carter  (R,  Ky.),  John  J.  Duncan  (R, 
Tenn.)  and  John  M.  Murphy  (D,  NY).  Sen  Clifford  P. 
Hansen  (R,  Wyo.)  will  introduce  this  legislation  in  the 
Senate. 

Sponsored  by  the  American  Medical  Association,  the 
new  bill  seeks  to  build  on  strengths  of  the  present  system 
of  health  care  and  is  designed  to  make  available,  through 
coverage  of  the  entire  population,  comprehensive  private 
health  insurance  that  will  protect  against  both  ordinary 
and  catastrophic  expenses  of  illness.  Broad  range  benefits 
would  provide  total  hospital  needs  and  full  physician  care 
(including  preventive  care)  in  and  out  of  the  hospital. 
Skilled  nursing  facility  care,  home  health  services,  labo- 
ratory and  x-ray,  and  other  services  are  also  included  in  the 
benefit  package. 

Federal  cost  would  be  limited  primarily  to  premium 
assistance  for  individuals  and  families  with  little  income. 
No  special  taxes  to  finance  the  program  are  called  for. 

The  large  majority  of  the  population  would  continue  to 
be  protected  as  they  are  today  by  insurance  provided 
through  employment.  Under  the  bill,  the  employer  would 
pay  the  major  portion  of  the  premium,  with  the  employee 
paying  any  balance.  For  any  employer  experiencing 
specified  increased  costs  for  providing  insurance,  special 
tax  assistance  would  be  provided  under  a five-year  pro- 
gram. 

Federal  payment  of  full  premium  for  the  poor,  and 
contribution  toward  premium  for  others  related  to  their 
income,  would  assure  the  same  broad  coverage  for  all  per- 
sons. Premium  assistance  would  also  enable  the  elderly 
to  obtain  coverage  to  build  their  Medicare  benefits  to  the 


level  provided  for  the  other  population  groups. 

An  individual  would  select  the  type  of  insurance  or  plan 
through  which  he  would  receive  his  health  care  benefits. 
In  addition,  the  individual  would  retain  his  right  to  choose 
his  own  physician. 

No  deductible  is  required  for  any  person.  A coinsurance 
would  be  applicable,  but  the  amount  would  be  scaled  to 
income,  with  a fixed  upper  limit  for  all  persons.  However, 
individuals  below  certain  income  levels  would  not  pay  any 
coinsurance. 

Commenting  at  the  press  conference  which  followed  the 
introduction  of  this  legislation,  AMA  President  Richard 
E.  Palmer,  M.D.,  urged  the  95th  Congress  and  the  Carter 
Administration  to  consider  carefully  “this  forthright  ap- 
proach to  national  health  insurance.  This  bill  would  ex- 
tend health  insurance  to  every  American  at  a cost  the  na- 
tion could  afford.  It  is  a viable  solution  to  the  problem  of 
providing  quality  health  and  medical  care  to  everyone.” — 
Legislative  Roundup,  January  14,  1977,  vol.  XVIII — LR 
2 

Here  and  there 

Appointed:  Donald  A.  Fischman,  M.D.,  has  been  ap- 
pointed professor  and  chairman,  Department  of  Anatomy 
and  Cell  Biology,  Downstate  Medical  Center  at  Brook- 
lyn. 

Elected:  Edward  J.  Beattie,  Jr.,  M.D.,  New  York  City,  as 
vice-president,  New  York  State  Chapter  of  the  American 
College  of  Chest  Physicians  . . . Marie-Louise  T.  Johnson, 
M.D.,  New  York  City  and  Kingston,  to  the  14-member 
Board  of  Directors  of  the  American  Academy  of  Derma- 
tology . . . Steven  Jonas,  M.D.,  M.P.H.,  associate  professor 
of  community  medicine,  School  of  Medicine,  Health  Sci- 
ences Center,  State  University  of  New  York  at  Stony 
Brook,  as  president  of  the  Association  of  Teachers  of  Pre- 
ventive Medicine  (ATPM). 
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nogenic  Effects  of  Hair  Dyes,”  appearing  in  the  March, 
1976,  issue  of  your  Journal,  we  should  like  to  point  out 
that  before  submitting  it  for  publication  we  spent  several 
hours  with  Doctor  Lanman  and  his  associate,  who  came  to 
the  office  of  the  senior  author  at  our  invitation  to  discuss 
and  review  our  observations  and  experimental  laboratory 
procedures.  Neither  of  the  gentlemen  then  raised  the 
objections  expressed  in  their  letter  to  the  Journal. 

The  terms  aniline  dyes  and  coal  tar  derivatives  are  well 
understood  and  in  current  use  not  only  by  the  FDA  but  also 
by  current  medical  publications.  Recently  a New  York 
Times  headline  read  “U.S.  Banned  11  Coal-Tar  Deriva- 
tives Since  1919.”1  Regardless  of  the  lack  of  sophistication 
of  the  term,  coal  tar  substances  have  been  shown  to  be 
carcinogenic.2’3 

Since  our  paper  was  published  a report  by  Toghill  and 
Wilcox,4  described  aplastic  anemia  following  hair  dye 
usage.  They  state  “paraphenylenediamine  dyes  possess 
both  carcinogenic  and  mutagenic  properties.  Appreciable 
quantities  of  hair  dye  may  be  absorbed  through  the  skin 
even  if  the  dye  is  used  only  once.”  There  is  evidence  to 
prove  the  carcinogenic  properties  of  many  of  the  ingredi- 
ents of  hair  dyes. 

Saruta  et  al.5  found  that  the  aromatic  diamines,  ami- 
nophenols,  and  phenols  commonly  included  in  prepara- 
tions used  for  dyeing  human  hair  induced  tumors  in  ex- 
perimental animals  by  various  routes  of  administration. 


Ito  et  al.6  reported  the  formation  of  hepatic  carcinomas  ir 
rats  fed  diets  containing  m-toluenediamine.  Searle  et  al. 
found  tumors  of  the  lymphoid  system  in  mice  that  were 
topically  treated  with  nitrophenylenediamine.  Under 
standably  the  hair  dye  industry  would  like  to  believe  this 
isn’t  so.  Their  attitude  can  be  compared  with  that  of  th< 
tobacco  and  dairy  industries.  In  spite  of  overwhelmin; 
evidence  that  cigarette  smoking  is  a cause  of  lung  and  othe 
cancers,  the  former  disavows  the  facts,  while  the  latte 
denies  the  significance  of  cholesterol  in  cardiovascula 
disease. 

Dr.  Lanman  questions  our  statement  concerning  th 
absorption  of  hair  dyes  into  the  circulation.  In  his  owi 
work8  he  acknowledges  that  15  pg.  of  one  of  the  dyes  h 
studied  (N4,  N4,-bis-2-Hydroxyethyl  N1-methyl-2-nitro 
p-phenylenediamine)  is  excreted  in  the  urine  followin 
topical  application  of  30  mg.  per  kg.  of  the  dye  in  a hai 
color  base  vehicle.  Unquestionably  hair  dyes  are  absorbe 
into  the  skin  and  enter  directly  into  the  circulation.  Unlilt 
other  foreign  substances  that  are  ingested,  hair  dyes  are  nc 
altered  or  detoxified  by  the  digestive  system  or  liver.  T 
quote  Frenkel  and  Brody,9  “The  absorption,  excretion,  an 
metabolic  fate  of  a water  soluble,  small  molecular  weigh 
aromatic  hair  dye  (HC  Blue  No.  1,  a nitrophenylenedU 
mine  derivative)  was  studied.  Percutaneous  absorptio 
in  rats  and  rabbits  was  demonstrated.  The  dye  was  e> 
creted  in  both  the  urine  and  bile.  Chromatographi,  | 
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If  your  angina  patient 
isn't  having  3 out  of  4 
better  days  than  usual 
try  Cardilate 

*'  (ERYTHRITYL  TETRANITRATE) 


• •• 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec- 
toris. since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  obiectionable.  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch.  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  100  Also  5.  10  and  15  mg  scored 
tablets  in  bottles  of  100.  10  mg  scored 
tablets  also  supplied  in  bottle  of  1 .000 
Also  available  Cardilate-  P brand 
Erythrityl  Tetranitrate  with  Phenobarbital* 
(‘Warning  may  be  habit-forming). 

1.  Russek  HI:  AM  J M Sc  239  478  1960 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


'Please  note  unstable  angina  patients  may  be  refractory  to  all  long-acting  nitrates 


Pain  days  significantly  re- 
duced with  Cardilate"  (eryth- 
rityl  tetranitrate)  in  48-patient 
study 1 Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 compared  to  1 day  out  of  4 
while  on'Cardilate 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours  Sublingual  tablets  also 
available 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance. Serious  side  effects 
have  not  been  reported  in  20 
years  clinical  use. 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon,  also  helps  re- 
duce need  tor  nitroglycerin. 
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Abstracts 


Kay,  N.  E.,  and  Douglas,  S.  D.:  Mononuclear  phagocyte; 
development,  structure,  function,  and  involvement  in 
immune  response,  New  York  State  J.  Med.  77: 327  (Mar.) 
1977. 

The  MNP  (mononuclear  phagocyte)  has  well  defined 
plasma  membrane  receptors  for  the  Fc  portion  of  IgG  and 
for  complement  C3;  in  addition,  it  is  capable  of  nonspecific 
phagocytosis.  The  MNP  possesses  various  lysosomal 
enzymes  important  in  bactericidal  and  cytocidal  functions. 
In  addition,  there  are  a number  of  secretory  products  which 
include  some  complement  components.  The  MNP  has  an 
important  role  in  antigen  processing  and  the  inductive 
phase  of  the  immune  response.  Studies  of  altered  MNP 
functions  in  disease  is  a current  area  of  immunologic  in- 
vestigation and  will  certainly  yield  information  of  direct 
pathophysiologic  relevance. 

Barlow,  J.  J.,  and  Bhattacharya,  M.:  Tumor  marker 
in  ovarian  cancer;  tumor-associated  antigen,  New  York 
State  J.  Med.  77:  342  (Mar.)  1977. 

Ovarian  cancer  is  an  insidious  disease  which  defies  early 
diagnosis.  Since  early-stage  ovarian  cancer  has  a good 
prognosis  whereas  advanced-stage  disease  has  a poor 
prognosis,  a means  of  early  diagnosis  is  desperately  needed. 
The  present  report  summarizes  our  efforts  in  the  detection 
and  isolation  of  a tumor-associated  antigen  for  ovarian 
cystadenocarcinomas.  The  current  immunodiagnostic 
applications  of  the  ovarian  cystadenocarcinoma  antigen 
are  presented  and  discussed. 

Herbert,  W.  H.:  Left  ventricular  compliance  and  pul- 
monary artery  end-diastolic  pressure,  New  York  State  J. 
Med.  77:  344  (Mar.)  1977. 

There  is  as  yet  no  unanimity  as  to  the  efficacy  of  the  use 
of  the  pulmonary  artery  end-diastolic  pressure  and  wedge 
pressure  as  an  accurate  reflection  of  left  ventricular  end- 
diastolic  pressure.  Since  the  reports  with  poor  correlations 
included  patients  with  left  ventricular  disease,  a further 
assessment  of  pulmonary  artery-left  ventricular  dynamics 
in  such  patients  was  made.  This  study  demonstrated  that 
many  of  these  patients  manifested  a reverse  pressure  gra- 
dient across  the  pulmonary  vascular  bed;  that  is,  at  end- 
diastole,  left  ventricular  end-diastolic  pressure  was  higher 
than  pulmonary  artery  end-diastolic  pressure.  This  re- 
verse gradient  was  related  significantly  to  left  ventricular 
end-diastolic  pressure  (P  < 0.001).  These  findings  were 
correlated  to  the  established  reduction  in  left  ventricular 
compliance  observed  in  patients  with  coronary  artery 
disease  and/or  myocardial  infarction.  Since  many  patients 
requiring  left  ventricular  filling  pressure  assessment  are 
being  monitored  specifically  for  these  problems,  it  is  im- 
portant to  appreciate  the  frequent  failure  of  the  pulmonary 
artery  end-diastolic  pressure  to  reflect  the  left  ventricle  in 
this  group. 

Bondi,  E.,  and  Williams,  M.  H.,  Jr.:  Severe  asthma; 


course  and  treatment  in  hospital,  New  York  State  J.  Med. 
77:  350  (Mar.)  1977. 

The  course  of  127  patients  hospitalized  with  severe 
asthma  was  reviewed.  Patients  hospitalized  for  the  first 
time  had  a prior  history  of  asthma  for  at  least  one  year. 
Viral  upper  respiratory  infections  were  felt  to  have  pre- 
cipitated the  acute  attack  in  46  percent  of  our  patients; 
allergic  and  psychologic  factors  were  not  specific  precipi- 
tants  of  acute  asthma  despite  their  high  prevalence  among 
our  patients.  PEFR  (peak  expiratory  flow  rate)  was  uti- 
lized as  the  guide  to  therapy  and  provided  documentation 
of  the  clinical  course.  A gradual  improvement  of  PEFR 
over  five  days  indicated  that  intensive  therapy  must  be 
continued  over  tiiis  period  despite  initial  improvement. 
Hypercapnia  was  present  in  21  percent  of  the  patients  on 
admission;  only  15  percent  of  these  patients,  3.2  percent 
of  the  entire  series,  required  intubation.  Intubation  was 
only  necessary  for  those  whose  general  condition  of  fatigue 
and  somnolence  suggested  impending  apnea.  Patients 
with  hypercapnia  treated  without  intubation  revealed  the 
same  rate  of  improvement  as  nonhypercapnic  patients. 
Hypercapnia  never  developed  unless  the  PEFR  was  less 
than  130  L.  per  minute.  A rise  in  PEFR  was  not  associated 
with  the  development  of  hypercapnia  in  a eucapnic  patient. 
Twenty-nine  percent  of  our  patients^  had  electrocardio- 
gram evidence  of  cor  pulmonale.  This  did  not  correlate 
with  the  length  or  severity  of  asthma.  The  overall  mor- 
tality rate  was  2 percent;  only  one  of  these  three  deaths  was 
due  to  asthma. 


Conroy,  R.  C.:  Widows  and  widowhood,  New  York  Stat< 
J.  Med.  77:  357  (Mar.)  1977. 

The  process  of  grief  and  the  problems  of  widowhood  an 
described.  The  importance  of  the  experience  of  grief  i: 
stressed  as  well  as  the  avoidance  of  the  use  of  medicatioi 
if  possible.  The  family  physician  is  in  a unique  positioi 
to  advise  the  patient  and  the  family  during  this  life  cri 
sis. 

Jacobson,  S.,  and  Rothballer,  A.  B.:  Emergency  brai) 
angiography;  simple,  reliable  technique  requiring  onl; 
plain  skull  film  technique,  New  York  State  J.  Med.  77 
361  (Mar.)  1977. 

This  report  presents  the  authors’  experience  with  a rapl 
and  reliable  method  of  doing  emergency  carotid  angio 
grams,  requiring  no  special  equipment  or  personnel.  I 
produces  diagnostic  studies  quite  adequate  for  identifyin 
an  acute  neurosurgical  emergency  with  minimal  delay  o 
risk  of  failure. 

Scharf,  J.,  and  Nahir,  M.:  Low-dose  steroid  treatmen 
in  polymyalgia  rheumatica,  New  York  State  J.  Med.  71 
368  (Mar.)  1977. 

The  syndrome  of  polymyalgia  rheumatica  and  its  assc 
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| ciation  with  giant-cell  arteritis  is  well  recognized.  Corti- 
costeroids are  dramatically  effective  in  suppressing  the 
active  arteritic  process.  There  is  a controversy  in  the  lit- 
erature about  the  starting  dose  of  prednisone.  Thirty- 
eight  patients  with  polymyalgia  rheumatica  or  giant-cell 
arteritis  were  treated  with  a starting  dose  of  20  mg.  pred- 
nisone daily  for  three  weeks,  continued  with  15  mg.  for 
eight  weeks.  All  patients  responded  to  this  treatment. 
Afterwards  the  steroid  dose  was  regulated  according  to  the 
clinical  symptoms  and  erythrocyte  sedimentation  rate,  the 
aim  being  to  keep  the  patient  symptom-free  and  the 
erythrocyte  sedimentation  rate  below  25  mm.  per  hour. 
I Complications  of  treatment  were  infrequent  and  did  not 
cause  disability. 

Shayegani,  M.,  Parsons,  L.  M.,  and  Maupin,  P.  S.: 
Bacterial  antibiotic  susceptibility  tests;  evaluation  of  tests 
performed  by  permit  clinical  laboratories  in  New  York 
State  exclusive  of  New  York  City,  New  York  State  J. 
Med.  77:  370  (Mar.)  1977. 

Three  standard  cultures  of  bacteria  were  sent  to  permit 
j clinical  laboratories  in  New  York  State  exclusive  of  New 
York  City  for  antibiotic  susceptibility  testing.  Analyses 
of  the  interpretations  and  the  zones  of  inhibition  reported 
l by  the  participating  laboratories  indicate  overall  reliable 
and  reproducible  performances. 

Weinstein,  H.,  Shenker,  L.,  and  Porges,  R.  F.:  Diag- 
. nostic  vacuum  aspiration  curettage;  evaluation  in  office 
practice,  New  York  State  J.  Med.  77:  373  (Mar.)  1977. 

A series  of  300  cases  of  diagnostic  outpatient  vacuum 
aspiration  curettage  is  presented.  The  efficacy  of  this 
relatively  new  tool  is  explored,  with  particular  reference 
to  it’s  usefulness  in  the  diagnosis  and  management  of  en- 
dometrial tumors.  Indications  and  contraindications  for 
this  method  of  endometrial  sampling  are  discussed. 
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VIII.  You  must  complete  an  application  form  in  advance, 
if  you  wish  your  patient  to  be  transferred  to  our 
SNF,  in  order  to  meet  the  once  a week  meeting  times 
of  our  SNF  Admissions  Screening  Committee. 

IX.  You  must  explain  to  your  patient  and  your  patient’s 
family  that  there  are  constraints  and  specific  limi- 
tations on  the  lengths  of  hospital  stays  imposed  by 
law. 

X.  You  must  be  certain  that  during  the  entire  hospital 
stay  your  notes  and  treatment  conforms  to  stan- 
dards and  criteria  of  care  that  are  appropriate  and 
necessary  for  the  treatment  of  your  patients’  con- 
dition. The  preparation  of  these  criteria  are  a 
continuous  and  ongoing  process  in  your  department 
and  you  are  urged  to  take  an  active  part  in  devel- 
oping them  so  that  they  become  your  criteria  for 
excellence  in  patient  care. 
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studies  of  urine  and  bile  demonstrated  identity  with  the 
original  dye,  suggesting  that  no  metabolic  alteration  of  the 
dye  occurred  during  in  vivo  transit.”  Numerous  other 
studies  have  documented  absorption  of  hair  dyes  through 
the  skin.10-12 

Dr.  Lanman  is  splitting  hairs  when  he  states  that  the 
paper  by  Ames,  Kammen,  and  Yamasaki18  does  not 
“mention  hair  dyes  at  all.”  Although  it  does  not  specifi- 
cally mention  hair  dyes  in  the  paper  on  mutagenicity  they 
do  state  that  two  components  of  hair  dyes,  4-nitro-o-phe- 
nylenediamine  and  2-nitro-p-phenylenediamine  are  mu- 
tagenic and  carcinogenic.  Doctor  Ames  takes  a more  as- 
sertive position  in  two  recently  published  papers13’14  which 
specifically  implicates  hair  dyes  as  carcinogens  and  mu- 
tagens. 

The  statement  that  breast  cancer  has  not  increased 
through  the  years,  whereas  the  use  of  hair  dyes  has,  thereby 
implying  that  the  dyes  are  not  implicated,  is  specious 
reasoning  and  poor  epidemiology.  By  the  same  “logic”  all 
of  the  environmental  factors — air  and  water  pollutants, 
food  additives,  industrial  chemicals — all  proved  carcino- 
genic, could  be  dismissed  summarily.  In  addition,  the 
effects  of  the  hair  dyes  may  take  20  to  30  years  before  their 
adverse  effects  become  manifest. 

Now  we  should  like  to  congratulate  the  hair  dye  industry 
for  finally  listing  on  some  of  the  . packages  of  its  products 
the  ingredients  contained  therein.  When  we  became  in- 
terested in  the  possible  carcinogenic  properties  of  hair 
coloring  agents,  we  wrote  to  the  leading  manufacturers  to 
inquire  about  the  ingredients.  None  of  the  products  of- 
fered for  sale  carried  this  information.  In  each  case,  we 
received  a courteous  reply  that  this  information  would  not 
be  made  available.  In  other  words  it  was  a trade  secret. 
Under  FDA  pressure  this  policy  has  finally  been 
changed. 

We  appreciate  the  opportunity  you  have  given  us  to  re- 
spond to  the  comments  of  Drs.  Lanman  and  Menkart. 

NATHANIEL  SHAFER,  M.D. 

ROBERT  SHAFER 
10  East  85th  Street 
New  York , N.  Y.  10028 
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Reply  to  Dr.  Shafer’s  letter 

To  the  Editor:  We  much  appreciate  the  opportunity  to 
offer  a rebuttal  to  Dr.  Shafer’s  letter.  For  the  sake  of 
brevity,  we  will  confine  ourselves  to  a few  key  issues. 

The  visit  to  Dr.  Shafer  was  initiated  by  us.  The  dis- 
cussion centered  on  his  assertions  as  to  the  correlation 
between  hair  dye  usage  and  breast  cancer,  as  reported  in 
the  New  York  Times  on  March  18, 1975.  We  had  no  op- 
portunity to  review  either  any  observations  or  procedures, 
or  the  contents  of  his  article. 

There  is  no  evidence  that  hair  dyes  cause  cancer  in 
human  beings  or,  for  that  matter,  in  appropriate  tests,  in 
animals.  None  of  the  numerous  studies  carried  out  during 
the  last  several  years  by  methods  of  administration  based 
on  the  route  of  human  exposure,  the  mode  recommended 
by  the  recently  published  National  Cancer  Institute 
Guidelines,  indicated  any  carcinogenic,  teratological,  or 
reproductive  effects. 

It  is  not  “specious  reasoning  and  poor  epidemiology”  to 
discuss  hair  dye  usage  and  breast  cancer  on  a population 
basis.  Forty  years  ago  hair  dye  usage  was  close  to  zero.  By 
1946  about  5 percent  of  American  women  were  coloring 
their  hair,  and  by  1956, 8 to  10  percent.  Thus,  if  1 percent 
of  this  group  had  developed  breast  cancer  20  to  30  years 
later,  there  would  have  been  at  least  an  additional  50  cases 
per  100,000  population  in  recent  years.  Yet,  the  incidence 
of  female  breast  cancer  has  remained  unchanged  at  about 
70  cases  per  100,000  since  the  thirties. 

Members  of  the  medical  profession  should  also  know 
that  it  has  been  our  long-term  policy  to  make  information 
on  product  ingredients  available  when  requested  by 
qualified  people.  In  the  case  of  Dr.  Ames,  for  example,  we 
even  provided  him  with  materials  for  his  experiments. 

J.  MENKART,  PH.D. 

Clairol  Inc. 

2 Blachley  Road 
Stamford,  Conn.  06902 

B.  M.  LANMAN,  M.D. 

Bristol-Myers  Products  Division 
345  Park  Avenue 
New  York,  N.Y.  10022 
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’hysicians  Associated  for  Continuing  Education  proudly 
jresents  two  distinguished  International  Conferences  in  May 
)f  1977. 

nternatlonal  Conference  on  Pediatric  Oncology  and 
.eukemia  in  cooperation  with  the  Medical  College  of  Vir- 
ginia and  Memorial  Sloan  Kettering  Cancer  Center. 
\mericana  Hotel,  New  York  City,  May  2-5,  1977. 

nternatlonal  Symposium  on  New  Frontiers  in  Advance 
rfedical  and  Surgical  Technology.  Berne,  Switzerland, 
.lay  9-13,  1977. 

Continuing  Education  credits  available.  For  information 
ind  registrations  contact:  Erwin  Wltkin,  M.D.,  P.A.C.E., 
>609  Relsterstown  Road,  Suite  208,  Baltimore,  Maryland 
*1215.  Phone:  (301)358-1541. 
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Vitamin  supplements 
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Cevi-Bid  (Geriatric  Pharmaceutical  Corp.)  341 


■ larch  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

J doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
' s brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

1 tments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
f ician  Call  or  write  for  further  details. 
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The  University  of  Rochester  Medical  Center 
Department  of  Orthopaedics,  announces  a 
POSTGRADUATE  COURSE  IN  ORTHOPAEDIC  MEDICINl 

With  James  H.  Cyriax,  M D . Visiting  Professor  of  Orthopaedic  Medicine 

APRIL  18TH  THRU  23RD,  1977 

For  further  information  please  contact:  P G Course,  Box  665, 
Department  of  Orthopaedics.  University  of  Rochester  Medical  Center, 
601  Elmwood  Ave  Rochester.  N Y 14642.  (716)  275-5411.  Mrs  Wendy  Keck 


POSITIONS  WANTED 


INTERNIST,  28,  BOARD  CERTIFIED,  SEEKS  POSITION  permitting  him  to 
practice  his  specialty,  grow  professionally,  maintain  peer  contacts,  and  devote 
adequate  time  to  family  and  personal  pursuits.  Prefers  primary  internal  med- 
icine group  in  or  within  easy  access  to  Manhattan.  Please  contact  Ira  S.  Addes, 
M.D..  158  State  St.,  Amherst,  MA  01002. 


PATHOLOGIST.  AP-CP,  certified,  university  trained,  experienced,  seeking  part 
time  position.  New  York  or  New  Jersey.  Dept.  575,  c/o  NYSJM. 
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BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for  de- 
tails. Crane  Discount  Corp.,  251  VV.  42nd  St.,  New  York,  N.  Y.  10036.  LO  5- 
2943. 


READ  THESE  BOOKS:  1)  EFFECTIVE  STUDYING.  21  LONGEVITY.  3) 
Why  We  Laugh.  4)  Freud  Simplified.  5)  Origins  of  Prejudice.  6)  Psychology 
of  Love.  7)  TAT  Testing.  8)  Inferiorities  & Superiorities.  9)  Introduction  to 
ESP.  10)  Anxieties  in  All.  $5.00  & $10.00  books.  Write  Samuel  Kahn,  M.D., 
Box  361,  Croton,  N.Y.  10520. 
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Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  11552 

516-483-0577 
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VACANCIES  AVAILABLE  IN  THE 
U.S.  ARMY  BESERVE  MEDICAL  CORPS 

The  U.S.  Army  Reserve  has  numerous  vacancies  for  physicians, 
male  and  female,  anywhere  within  New  York  State,  and  espe- 
cially in  the  New  York  City  area.  Positions  are  available  in  all 
military  ranks  up  to  lieutenant  colonel.  Female  physicians  are 
particularly  encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  comple'te  20  years  service  by  age 
60  can  be  accepted  if  they  are  willing  to  waive  their  pension 
benefits.  Individuals  with  no  prior  military  service  are  urged  to 
apply  as  are  those  who  have  previously  served  in  the  armed 
forces  (Army,  Navy  or  Air  Force). 

The  pay  is  up  to  $4,000  annually  for  a lieutenant  colonel  with  20 
years  service  of  part-time  (i.e.,  one  weekend  a month)  duty  with 
the  Medical  Army  Reserve.  These  vacancies  exist  in  virtually 
all  specialties. 

For  additional  information  on  your  hometown  Medical  Army 
Reserve  unit,  all  sent  to  you  without  any  obligation,  please  write 
to: 

Colonel  Joseph  P.  Cillo,  M.D. 

8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  New  York  11252 

THE  MEDICAL  ARMY  RESERVE . . . 

PART  OF  WHAT  YOU  EARN  IS  PRIDE! 


PRACTICES  AVAILABLE 


FOR  SALE.  ACTIVE  PRACTICE  (G.P.)  50  miles  New  York  City.  Building  fully 
equipped  for  1 or  2 physicians.  Private  car  park.  12  cars.  200  milli-amp  x-ray 
machine.  Lab.  250  bed  modern  hospital  15  minutes  bv  car.  Dept.  572,  c/o 
NYSJM. 

INTERNIST-ONCOLOGIST  PRACTICE  AVAILABLE  at  very  low  cost  to  right 
person.  Practice  established,  successful.  Located  central  Nassau  County,  near 
hospitals,  beaches,  golf  courses.  Present  owner  taking  university  teaching  po- 
sition. Full  office  equipment  including  ECG,  200  M.A.  X-ray,  and  office  lease 
included.  Available  now  to  June  15th.  (516)  742-5426. 

GROWING  FAMILY  PRACTICE  AVAILABLE,  N.  Shore,  L.I.,  Suffolk  County. 
Includes  newly  appointed  1,000  sq.  ft.  fully  equipped  office  with  waiting,  con- 
sultation and  three  examining  rooms,  and  a small  lab.  Two  hospitals  in  prox- 
imity. Reasonable  terms.  Call  (516)  928-5252. 


EQUIPMENT 


ENTIRE  CONTENTS  OF  NEWLY  APPOINTED  MEDICAL  OFFICE  available. 
Includes  medical  equipment  and  furnishings  for  three  examining  rooms,  a small 
lab  and  the  business-reception  area  equipment  and  furnishings.  Excellent  op- 
portunity for  new  physician  going  into  practice.  Terms  reasonable.  Call  (516) 
928-5252. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

"SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U.S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group.  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 


PRACTICES  WANTED 


GP-FP,  EXPERIENCED,  WANTS  PRACTICE  OR  POSITION,  Manhatt  * 
Metropolitan  area.  Please  write  details  Dept.  576,  c/o  NYSJM. 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  9 

York,  New  Jersey,  Connecticut/permanent  full-half  time  as  well  as  tern  * 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  ciV 
Karrey  Associates,  agency  for  Execu-Med,  23-25  East  26th  St.,  New  m 
N.Y.  10010.  Telephone:  (212)  532-7625. 

PEDIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  « 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area  s. 
air,  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  M 
Colaizzi,  Administrator,  Grove  City  Hospital,  Grove  City,  Pa.  16127.  ft 
(412)458-7132. 

■ 

FLORIDA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPOR  » 
ties  and  hospital  staff  memberships  immediately  available  in  Tan  -5 
Petersburg,  the  State’s  fastest-growing  metropolitan  area.  Florida’s  A 
community  hospital  development  and  management  firm  seeks  curr  X 
vitae  from  primary  care  physicians — family  medicine,  general  practice  a 
nal  medicine — and  specialists  in  plastic  surgery,  otolaryngology,  neuros  jX 
gynecology,  anesthesiology,  ENT,  and  physical  & rehabilitative  ms  A 
Call  collect  (813)  381-8000,  or  write  to  Medical  Affairs  Department,  M 9 
Corporation,  P.O.  Box  15207,  1609  Pasadena  Avenue  South,  St.  Pete  ij 
Florida  33733. 


GENERAL  SURGEON,  BOARD  CERTIFIED,  for  60-bed  rural  hospital,  1 t* 
30  miles  east  of  Rochester,  N.Y.  Subsidy  or  guarantee  available.  Contact  9 
F.  Fisher,  M.D.,  Myers  Community  Hospital,  Sodus,  N.Y.  (315)  483-916  ® 

W’ANTED:  GENERAL  INTERNIST  with  or  without  sub  specialty  to  joi  iuj| 
other  general  internists.  First  year  salary,  full  partnership  from  the  secor  in 
Generous  time  off  for  vacations  and  meetings.  Affiliation  to  a most  prog  ta 
hospital  in  St.  Lawrence  County.  Picturesque  countryside  on  the  St.  La  ;w 
River.  Driving  distance  to  many  large  Canadian  and  American  cities.  )■ 
apply  to:  Ogdensburg  Medical  Group,  P.C.,  215  Rensselaer  Ave.,  Ogdei  ur. 
N.Y.  13669. 

UPSTATE  NEW  YORK.  E.  R.  PHYSICIAN,  4 M.D.’s  Fee  for  service  * 
practice,  looking  for  fifth  M.D.,  25,000  visits,  new  facility  opened  6/76,  9 
western  Catskills,  University  town,  excellent  schools  and  recreation.  Fr  ci 
Isbell,  Administrator,  A.  O.  Fox  Memorial  Hospital,  1 Norton  Avenue,  0 nt 
New  York  13820.  (607)  432-2000. 

OTOLARYNGOLOGY  RESIDENCY,  fully  approved:  1st  year  opening  Ju  :S 
Requirements  are  1 year  of  surgery  training  post  M.D.  and  successful  con  -tii* 
of  Part  I and  II  of  National  Board  Examination.  An  Equal  Opportun  En 
plover.  Contact  Allan  Abramson,  M.D.,  Division  of  Otolaryngology,  Lon  Jm 
Jewish-Hillside  Medical  Center,  New  Hvde  Park,  N.Y.  11040.  (21  4* 

2779. 

BRONX,  NEW  YORK:  DEPARTMENT  OF  PSYCHIATRY,  Montefic H* 
pital  and  Medical  Center  of  Albert  Einstein  College  of  Medicine,  is  plat  ad 
establish  a special  track  for  residents  wanting  training  on  a half-time,  iBh 
length  basis  because  of  parental  commitment.  Position  to  be  available  a'  to# 
or  third  year  residency  level  on  July  1, 1977.  For  further  information,  i ta» 
Jack  Katz,  M.D.,  Director  of  Training  in  Psychiatry  (212)  920-4948,  40 

CAMP  PHYSICIAN  FOR  CO-ED  resident  summer  camp  near  Woodstoi  Nil 
for  June  26-July  24,  or  July  24-August  20.  New  York  State  license.  I til' 
accommodated.  J.  M.  Saphir,  62  Howard  Ave.,  Tuckahoe,  N.Y.  10707(91: 
961-3786. 

IMMEDIATE  OPENING:  EXECUTIVE  DIRECTOR  of  community  IBW 
health  services.  Board  eligible  psychiatrist  with  prior  experience  in  'Op# 
hensive  mental  health  programs  required.  Primary  function,  clinical 
of  county  mental  health  center  and  contract  agencies.  Finger  Lake;)®® 
Salary  negotiable.  Send  credentials  to  Stuart  Gillim,  M.D.,  29  Mad  la™ 
Cortland,  NY  13045. 

CONSCIENTIOUS  FAMILY  M.D.  OR  INTERNIST,  Board  certified  or  Ml 
Thriving  2-man  practice,  Hallandale,  Fla.,  1 block  from  beach,  choice  1 JtM 
Full  partnership  2 years.  Terms  negotiable.  Call  (305)  921-7700,  or  wri’  Hn® 
Medical,  2518  E.  Hallandale  Beach  Blvd.,  Hallandale.  Florida  33009.  I 

PSYCHIATRIST,  MANHATTAN.  STATE  QUALIFIED.  Part  time 
patient  mental  health  clinic.  Excellent  salary.  Stevens  Psychiatric  Ceil ; f 1 
60  Sutton  Place  So.,  New  York,  N.Y.  10022.  Tel:  (212)  371-3555. 
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>Y  SICIANS  WANTED— CONT  D 


r 


For  Sale 

East  55  St.  off  1st  Ave.,  Now  York  City 


HilCIAN  WANTED:  CAMP  WEEQUAHIC,  prestige  Pa.  coed  camp  approx. 
1 mi.  from  NYC.  Modern,  well  equipped,  heated  infirmary.  Private  living 
c rters.  2 RN's.  Camp  season  July  1 to  August  25,  July,  August  or  full  season. 
(1  collect  (201)  887-7267,  or  write:  Mrs.  Kelly  Lustig,  9 Cherbourg  Rd., 
-isippany,  N.J.  07054. 

* JATOLOGIST  WITH  NEW  YORK  CITY  DELUXE  17-room  office  wishes 
a iciate,  percentage  with  drawing  account.  Send  resume.  Joseph  J.  Eller,  M.D., 
7 Fifth  Ave.,  New  York,  N Y.  10022.  (212)  753-6033. 


L LY  MEDICINE  RESIDENTS:  Openings  for  July  1977  for  2nd  year  post- 
M iuate  level  in  AMA  approved  3 year  residency.  350  bed  voluntary  general 
epital  on  Long  Island.  Program  affiliated  with  the  Department  of  Family 
Micine  S.U.N.Y.  at  Stony  Brook.  Direct  c.v.  and  requests  for  information  to: 
Alton  Jagust,  M.D.,  Director  Family  Medicine  Residency,  Brookhaven  Me- 
B'ial  Hospital,  101  Hospital  Rd.,  Patchogue,  N.Y.  11772. 


ILL  ESTATE  FOR  SALE  OR  RENT 


22'  x 100'  — 4 story 

Possession  • 1 of  4 units 

Ken  Hovland  212-239-7404  • Earle  Altman  212-687-6400 

^ HELMSLEY-SPEAR,  INC. 60  East  42d  St,  NYC  10017  j 


OLDFIELD,  LONG  ISLAND 

WATERVIEW  — 9 ACRES 

HEAVILY  WOODED 

For  details  — phone  any  a.m. 

516-482-1365 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


■RATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.,  N.Y.C.  LEXINGTON 

Sessional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
:e  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist. 
1 service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
;ssary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


CTORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
i enting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell 
< ppraise  a co-op,  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Gibbons 
(i-'es,  Inc.,  745  Fifth  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 

O’ORS  OFFICES  AVAILABLE  IN  A MODERN  OUT-PATIENT  MEDI- 
c center.  Rent  by  the  hour  or  month.  Parking  available.  42-78  Main  St., 
I siting,  N.Y.  (212)539-8800. 


E JERSEY-BASKING  RIDGE,  SOMERSET  COUNTY.  Office  space 

?|ilable  in  new,  modern  professional  building.  Home  of  AT&T  Corporate 
dquarters.  Growing  area,  good  location.  Ideal  for  specialist.  Available 
i aediately.  Phone  (201)  766-0111,  or  (201)  273-2372. 


FLUSHING  NORTH.  FOR  SALE,  ONE  FAMILY,  BRICK  COLONIAL,  4 
bedrooms,  2Hi  baths.  2 enclosed  porches,  living  room  with  fireplace.  English 
tavern  replica  finished  basement;  beautifully  landscaped  72  x 100  plot.  Room 
for  expansion;  2-car  garage  plus  off  street  parking.  Near  Parsons  Blvd.  & 
Bayside  Ave.,  11  miles  to  Midtown  & 5 miles  to  Bronx.  Exceptional  value. 
Reduced  $89,500.  Retired  owner.  For  appointment  (212)  539-8942. 

ROCKVILLE  CENTRE,  L.I.,  N.Y.  Any  professional.  Dutch  Colonial,  center  hall, 
4 bedrooms  & 2Hz  baths.  Plus,  completely  separate  suite  of  offices  of  4%  rooms 
and  lavatory.  Top  location.  10  minutes  from  4 major  hospitals  (15  min.  from 
Nassau  Med.  Ctr.),  walk  to  churches,  synagogues,  RR.  station,  buses,  shopping. 
Drastic  price  cut.  Owner  (516)  RO  6-4821. 

FOR  SALE:  HOME-OFFICE  COMBINATION,  SMITHTOWN,  L.I.  Ten  room 
split,  3 bedrooms.  1%  baths,  full  basement,  fully  carpeted,  professionally  deco- 
rated; landscaped,  fenced,  corner  % acre  opposite  Smithtown  General  Hospital. 
3%  room  air  conditioned  office  with  bath,  room  for  expansion.  Suitable  G.P., 
any  specialty.  High  40’s.  Owner  (516)  265-4244. 


■ OLK  CO..  NORTH  BRENTWOOD,  N.Y.  405  Washington  Ave.,  in  presti- 
I is  professional  block,  physician  office  and/or  house,  with  parking  lot,  within 
I miles  radius  of  three  major  general  hospitals  and  three  psychiatric  institutes. 
I sale  with  available  second  mortgage  or  rent  at  a nominal  fee.  Call  (516) 
I -8444. 


1 T PALM  BEACH,  FLORIDA:  New  two-story  medical-dental  building.  Now 
1 :ing  for  immediate  occupancy  located  between  two  hospitals.  Butler  Medical 
H iter,  200  Butler  St.  Write:  Butler  Investments,  200  Butler  St.,  West  Palm 
1 ich,  Fla.  33407  or  phone  (305)  569-1510. 

V LABLE  JANUARY  1,  1977:  Medical  suite  fully  furnished  in  Yorktown 
I dical-Dental  building  (upper  Westchester).  Rent  may  be  deferred  for  first 
s months  of  lease.  Contact:  Yorktown  Medical  Building  Associates,  Box  412, 
’ ktowm  Heights,  N.Y.  10598,  or  call  after  6 p.m.  (914)  241-1049. 

0 PET  BAY,  ST.  THOMAS:  Luxury  resort  villa,  right  on  virgin  white  beach 
si  for  children.  All  aquatic  sports,  private  tennis  club  with  pro.  Beautiful 
' as.  A/C,  fully  furnished  and  equipped,  2 bedrooms,  2 baths.  Ideal  family 
t wo  couples.  Also  60  ft.  cutter/crew  for  charter.  Brochure.  G.C.  Norton, 
1 3.,  Box  134,  Endicott,  N.Y.  13760.  (607)  ST  5-5810. 

3 ,YN  HEIGHTS,  L.I.,  N.Y.  CHOICE  LOCATION.  Space  available,  for  rent, 
t nedical  building.  Beautifully  decorated.  X-ray  view  box  and  intercom  in 
1 sultation  rooms.  300  MA  X-ray  and  lab.  available.  (516)621-1501. 

CCLAND  AND  ORANGE  COUNTIES — choice  location.  Fully  furnished 
: lical  suite.  Ideal  for  family  practitioner,  medical  or  surgical  specialist.  Share 
t and  utilities.  Hours  to  suit.  Opportunity  to  purchase  part  of  building  if 

1 shelter  is  desired.  Opportunity  also  to  purchase  Hi  interest  in  office.  Please 
(914)  354-5101. 

I THEAST  BRONX,  N.Y.  Two  family  detached,  brick  Colonial  home  near 
I pitals  and  public  transportation.  First:  seven  rooms,  1%  baths,  enclosed 
J ch.  Second:  seven  rooms,  1 bath.  Two  finished  basement  rooms,  Hi  bath. 

ee-car  garage,  oil  heat,  220  wiring,  50  X 114  plot.  Principals  only.  Call  7-9 
I MWF  (212)  654-3230. 


GREAT  NECK,  WATERFRONT,  LONG  ISLANDS  exclusive  North  Shore 
community  between  two  large  teaching  hospitals.  1)  Magnificent  waterfront 
contemporary,  breathtaking  views  of  L.I.  Sound  and  N.Y.  skyline.  4 bedrooms, 
maids  quarters,  4%  glamorous  baths,  den-study  w/fireplace,  gameroom,  central 
A/C.  plus  extras.  Private  pool,  tennis  & dock  area.  Excellent  schools.  Asking 
$279,500.  2)  English  Tudor,  slate  roof,  4 bedrooms,  plus  maids.  Fireplaces  in 
master  bedroom  and  living  room.  3 lovely  baths.  New  modern  kitchen.  The 
inviting  warmth  of  this  lovely  home  must  be  experienced.  Priced  right  at 
$110,000.  William  Erskine,  Jr.,  639  Middle  Neck  Rd.,  Great  Neck,  N.Y.  11023. 
(516)  HU  2-7460. 

FOR  SALE:  CHARMING,  COUNTRY  HOME  with  5 bedrooms.  Catskill  Forest 
Preserve.  Township  of  Shandaken.  Over  100  acres  of  fields  and  timber  lands. 
Cold,  clear  trout  stream.  Lake.  Peaceful  and  private.  Priced  at  $137,000.  Full 
description  will  be  mailed  to  you.  Write:  Nott  Co.,  Pleasant  Valley,  N.Y.  12569. 
(914)  635-3243. 

FARMINGDALE:  FANTASTIC  PROFESSIONAL  CORNER  on  Main  St.,  treed 
grounds,  short  walk  shopping,  school.  Bus  stop  on  corner.  Beautiful  brick  and 
shingle,  center  hall  Colonial.  Family  room  off  entry,  suitable  for  office  or  con- 
version. Attached  garage.  3 bedrooms,  IHi  baths,  2-zone  oil  heat;  extras  galore. 
Exceptional  value.  $44,990.  Owner  (516)  293-5235. 

LAKE  SUCCESS,  L.I.,  N.Y.  Magnificent  stone  & shingle  Colonial  topped  by  slate 
roof,  features  5 bedrms.,  3 baths,  living  room  w/fireplace,  banquet  dining  room, 
den,  finished  basement,  eat-in-kitchen,  C/A,  2-car  electric  garage  and  meadow 
woods  area.  Low  taxes.  Asking  $150,000.  Call  a.m.  (516)  482-1365. 


TIERCEL 

Vacations  Ashore  and/or  Afloat 

VIRGIN  ISLANDS 

CREWED  CHARTER  YACHT  and/or 
VILLA  RENTAL 
CARL  & SUMI  POWELL 

20  Tracy  Wa;,  Cowpet  Bay,  St.  Thomas,  U.S.V.I.,  00801 
(809)  774-8282  or  775-2514 
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Plan  Now  to  Attend  the 

AMA  CME  Meeting  in  the  New  York  Arei 

April  16  -17, 1977  ======! 

CME  Courses  Offered  at  N.Y.  Meeting 


Recognizing  the  importance  of  continuing  medical  edu- 
cation to  its  members,  the  AMA  has  greatly  expanded  its 
CME  programs.  In  addition  to  the  Annual  Convention  and 
the  Winter  Scientific  Meeting,  the  AMA  has  scheduled  a 
regional  CME  meeting  at  the  Rye  Town  Hilton  Inn  in 
Port  Chester,  New  York.  Non-AMA  members  are  also 
welcome. 

All  of  the  New  York  area  medical  schools  have  agreed 
to  contribute  to  this  regional  program.  The  purpose  of 
regional  programs  is  to  make  it  easier  and  more  con- 
venient for  you  by  bringing  the  meeting  close  to  your 
hometown. 

All  courses  are  approved  by  the  AMA  Council  on  Con- 
tinuing Physician  Education  for  Category  1 credit  toward 
an  AMA  Physician’s  Recognition  Award.  A syllabus  writ- 
ten by  medical  school  faculties  is  provided  with  every 
course.  Specific  information  on  the  New  York  regional 
CME  meeting  is  available  from  the  AMA  Department  of 
Meeting  Services,  address  below: 


SATURDAY,  APRIL  16 

G-1.  Human  Sexuality  (6  hours) 

G-2.  Use  of  Psychotropic  Drugs  with  Special 
Emphasis  on  Depression  (6  hours) 

G-3.  Hypertension  (6  hours) 

G-4.  Thyroid  Disease:  Recognition,  Interpretat  l 
of  Laboratory  Tests,  & Management  (6  hoc  ■) 
G-5.  Public  Speaking  Seminar  (1 1 hours,  2 day: 

SUNDAY,  APRIL  17 

G-6.  Dermatology  for  the  Practitioner  (6  hours) 
G-7.  Key  Aspects  of  Minor  Surgery  for  Emerge'  y 
Room  Physicians  (6  hours) 

G-8.  Diagnosis  & Treatment  of  Arrhythmias  & 
Management  of  Coronary  Artery  Disease 
(6  hours) 

G-9.  Diabetes  Mellitus:  Office  & Hospital 
Management  (6  hours) 

G-10.  Practice  Management  Seminar  (6  hours) 
G-11.  Clinical  Cardiology  Conferences  (4  hours, 
repeated  4 times) 

AMA’s  126th  Annual  Convention 

San  Francisco,  California  June  18-22, 1977 


AMA  Department  of  Meeting  Services 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


AMA’s  Winter  Scientific  Meeting 

Miami  Beach,  Florida  December  10-13, 1977 
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NEW  YORK  CITY 


Monthly  program  for  Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

April  1,  10:30-11:30  a.m. 

MALABSORPTION  SYNDROME 
Arnold  Schussheim,  M.D. 

April  5,  10:00- 1 1:00  a.m. 

RENAL  CALCULI 
T.  K.  S.  Rao,  M.D. 

April  6,  10:00- 1 1:00  a.m. 

ORIGINAL  REHABILITATION— DEVISE,  DISCUSSION  & 

DEMONSTRATION 

Max  Weinstein,  M.D. 

April  12,  10:00-1 1:00  a.m. 

TOPIC  TO  BE  ANNOUNCED 
Walter  Essman,  M.D. 

April  13,  10:00-11:00  a.m. 

CURRENT  CONCEPTS  IN  MANAGEMENT  OF  SHOCK 
April  19,  10:00-1 1:00  a.m. 

PRESENTATION  OF  G.l.  CASE 
Yashpal  Arya,  M.D. 

April  20,  10:00-1 1:00  a.m. 

INFECTIOUS  DISEASE 
April  26,  10:00- 1 1:00  a.m. 

HODGKINS  DISEASE 
Harvey  Dosik,  M.D. 

April  27,  10:00- 1 1:00  a.m. 

MEDICAL  C.P.C. 

For  further  information  contact  V.  J.  Adams,  M.D.,  Wyckoff 
Heights  Hospital,  374  Stockhom  Street,  Brooklyn,  11237. 
Tel:  212/963-7587.  ' 


April  2 

The  Long  Island  College  Hospital  Co-sponsored 
by  The  New  York  Society  of  Nephrology  and 
The  New  York  State  Kidney  Disease  Institute 

8:00  a.m. -4:15  p.m.,  Saturday 
The  Long  Island  College  Hospital 
340  Henry  Street 
Brooklyn 

Genesis  of  Uremia 

1.  PHYSIOLOGICAL  ADJUSTMENTS  TO  COMPROMISED 
RENAL  FUNCTION:  Bricker,  M.D. 

2.  FACTORS  CONTRIBUTING  TO  NEPHRON  LOSS: 
Heptinstall,  M.D. 

3.  THE  RIDDLE  OF  INTERSTITIAL  NEPHRITIDES: 

Goldberg,  M.D. 

4.  QUESTIONS  AND  ANSWERS 

5.  IS  CHRONIC  GLOMERULONEPHRITIS  POST 
STREPTOCOCCAL:  Baldwin,  M.D. 

6.  THE  IMMUNOLOGIC  AND  PATHOLOGIC  SPECTRUM  OF 
CHRONIC  GLOMERULONEPHRITIS:  Glassock,  M.D. 

7.  PANEL  DISCUSSION: 

8.  REACTION  PANEL:  WHY  ARE  UREMIC  PATIENTS 
SICK? 

9.  CLINICAL  EXPRESSION  OF  UREMIA:  Friedman,  M.D. 

10.  SIGNIFICANCE  OF  PROTEINURIA:  Schreiner,  M.D. 

11.  IMPORTANCE  OF  RESIDUAL  RENAL  FUNCTION: 
Scribner,  M.D. 

12.  THE  CHALLENGE  OF  THE  DIABETIC  WITH  RENAL 
DISEASE:  Avram,  M.D. 

13.  QUESTIONS  AND  PANEL: 

14.  TREATING  THE  UREMIC  PATIENT:  Avram,  M.D. 

15.  OBVIOUSLY  BY  TRANSPLANTATION:  Kountz,  M.D. 

16.  TRANSPLANTING  THE  DIABETIC:  Najarian,  M.D. 

17.  FITTING  PATIENT  TO  THERAPY:  Merrill,  M.D. 

18.  CAN  UREMIA  BE  MANAGED  WITHOUT  DIALYSIS  OR 
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TRANSPLANTATION:  Friedman,  M.D. 

19.  PANEL  DISCUSSION: 

FEE:  $30. 

$15.  House  Staff 

For  further  information  contact  Division  of  Nephrology,  Long 
Island  Coilege  Hospital,  340  Henry  Street,  Brooklyn  11201. 


April  2-3 

The  Institute  for  the  Study  of  Human 
Knowledge  Co-sponsored  by  Albert  Einstein 
College  of  Medicine 

Americana  Hotel 

HEALTH  AND  HEALING:  ANCIENT  AND  MODERN 
Rene  Dubos,  Ph.D.,  Herbert  Benson,  M.D.,  Jerome  Frank, 
M.D.,  Mr.  Peter  Brent,  Donald  Sandner,  M.D.,  Arthur  J. 
Kleinman,  M.D.,  Mr.  David  S.  Sobel 
FEE:  $75.00  CREDIT:  AMA  Cat.  1 (12  hrs.) 

$85.00  (with  credit) 

$35.00  Full  time  students 

For  further  information  contact  Dr.  Mel  Roman,  Department 
of  Psychiatry,  Albert  Einstein  College  of  Medicine,  1165 
Morris  Park  Avenue,  Bronx,  10461.  Tel:  212/430-0620. 


April  4 

8:00  p.m.,  Monday 

New  York  Society  for  Clinical  Ophthalmology 

New  York  Academy  of  Medicine 
2 East  103rd  Street 

New  Concepts  in  Metabolic  Diseases 

1.  INBORN  ERRORS  OF  METABOLISM  AND  THE  EYE 
Edward  Cotlier,  M.D. 

2.  OCULAR  MANIFESTATIONS  AND  PATHOLOGY  OF 
INHERITED  METABOLIC  DISEASE 

Kenneth  R.  Kenyon,  M.D. 

3.  ALDOSE  REDUCTASE  IN  DIABETES 
Jin  H.  Kinoshita,  M.D. 

CREDIT:  AMA  Cat.  1(1%  hrs.) 

Cocktails  and  Dinner  to  Precede  Meeting  6:00  p.m.  For 
reservations  call  Donald  Morris  212/687-3886  before  March 
31,  1977. 

For  further  information  contact  Jack  M.  Dodick,  M.D.,  531 
Park  Avenue,  New  York  10021.  Tel:  212/288-7638. 

- 

Course  listing  for  the  New  York  University 

Post-Graduate  Medical  School 

550  First  Avenue 
April  4-8 

STRUCTURED  INTERVIEWING  FOR  PSYCHOLOGICAL 
EVALUATION 

FEE:  $300.  CREDIT:  AMA  Cat.  1 

April  4-8 

CLINICAL  SURGERY  1977 

Drs.  Frank  C.  Spencer,  Kenneth  Eng,  Joseph  N.  Cunningharr 
FEE:  $335.  CREDIT:  AMA  Cat.  1 

April  6-8 

NEW  DEVELOPMENTS  IN  THE  DIAGNOSIS  AND 
TREATMENT  OF  GASTROINTESTINAL  DISEASE  FOR 
INTERNISTS  AND  PRIMARY  CARE  PHYSICIANS 
Arthur  E.  Lindner,  M.D. 

FEE:  $180.  CREDIT:  AMA  Cat.  1 

April  6-8 

ADVANCES  IN  GASTROENTEROLOGY  FOR  THE 
PRACTICING  PHYSICIAN 
FEE:  $150.  CREDIT:  AMA  Cat.  1 

April  7-8 

NEW  APPROACHES  TO  OFFICE  DIAGNOSIS  AND 
MANAGEMENT  OF  COMMON  ENDOCRINE  DISORDERS 
FEE:  $120.  CREDIT:  AMA  Cat.  1 

April  14-16 

MANAGEMENT  OF  TRAUMA  FOR  THE  PRIMARY 


i 


PHYSICIAN 

Melvin  Worth,  Jr.,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 

April  20-22 

ELECTROCARDIOGRAPHY 
FEE:  $180.  CREDIT:  AMA  Cat.  1 

April  20-22 

INTERPRETATION  OF  CLINICAL  LABORATORY  DATA 
FOR  PRIMARY  CARE  PHYSICIANS 
Harold  S.  Kaplan,  M.D.,  Paul  P.  Sher,  M.D. 

FEE:  $180.  CREDIT:  AMA  Cat.  1 (22  hrs.) 

AAFP 

April  20-22 

COGNITIVE  AND  PERCEPTUAL  REMEDIATION  IN  BRAIN 
DAMAGE 

FEE:  $195.  CREDIT:  AMA  Cat.  1 

April  21-22 

CONCEPTION  CONTROL  AND  HUMAN  REPRODUCTION 

SEMINAR  FOR  PHYSICIANS 

Gordon  W.  Douglas.  M.D.,  Livia  S.  Wan,  M.D. 

FEE:  $120.  CREDIT:  AMA  Cat.  1 & AAFP 

$ 90.  For  Alumni,  former  residents  and  fellows  of 
NUNYU  School  of  Medicine,  Physicians-in-training. 

April  21 -May  19 

PREVENTION,  DIAGNOSIS,  AND  TREATMENT  OF 

CLINICAL  DISORDERS  OF  HEMORRHAGE  AND 

THROMBOSIS 

Michael  L.  Freedman,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 

April  22 

TROPICAL  AND  PARASITIC  DISEASES  ENCOUNTERED 
IN  THE  UNITED  STATES:  RECOGNITION  AND 
MANAGEMENT 

FEE:  $60.  CREDIT:  AMA  Cat.  1 

April  25 -May  6 

A REVIEW  OF  REHABILITATIVE  MEDICINE 
Howard  A.  Rusk,  M.D.,  Edward  J.  Lorenze,  M.D.,  Joseph 
Goodgold,  M.D. 

FEE:  $350.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Office  of  the  Dean,  New  York 
University  Post  Graduate  Medical  School,  550  First  Avenue, 
New  York  10016.  Tel:  212/679-3200. 


April  19 

New  York  University  Post-Graduate  Medical 
School  and  Brookdale  Hospital  Medical  Center 

MANAGEMENT  OF  OCULAR  TRAUMA 
Irwin  Kanarek,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 

April  27-May  25 

MANAGEMENT  OF  COMMON  ORTHOPEDIC  PROBLEMS 
FEE:  $60.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Dr.  William  Mackler, 
Brookdale  Hospital  Medical  Center,  Linden  Boulevard  and 
Brookdale  Plaza,  Brooklyn,  11211. 

Monthly  program  for  The  Jewish  Hospital  and 
Medical  Center  of  Brooklyn  and  State 
University  of  New  York  at  Brooklyn 

4:00-5:00  p.m.,  Mondays 

The  Jewish  Hospital  and  Medical  Center  of  Brooklyn 
555  Prospect  Place 
Brooklyn 
April  4 

CYTOMORPHOLOGICAL  DETERMINANTS  IN  PROGNOSIS 
OF  CHILDHOOD  A.L.L. 

Stanley  L.  Lee,  M.D. 

April  11 

HEME  SYNTHESIS  AND  ITS  REGULATION 
Richard  Levere,  M.D. 

April  18 


THE  MOLECULAR  PATHOLOGY  OF  THALASSEMIA 
Arthur  Bank,  M.D. 

April  25 

LABORATORY  DIAGNOSIS  OF  HEMOGLOBINOPATHY 
Basil  Tatsis,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

AAFP 

For  further  information  contact  The  Jewish  Hospital  and 
Medical  Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn. 
Tel:  212/240-1281. 


Monthly  program  for  the  New  York  Academy  of 
Medicine 

2 East  103rd  Street 
April  5,  Tuesday,  7:00  p.m. 

Section  on  Dermatology  and  Syphilology 

I.  Members:  7:00-7:45  p.m. 

Non-Members:  7:45-8:15  p.m. 

Departments  of  Dermatology: 

Columbia-Presbyterian  Medical  Center 
Leonard  Harber,  M.D. 

Roosevelt  Hospital 
Wilbur  Hurlbut,  M.D. 

St.  Luke's  Hospital  Center 
Alex  W.  Young,  Jr.,  M.D. 

U.S.P.H.S.  Hospital,  Staten  Island 
James  Fields,  M.D. 

St.  Vincent’s  Hospital 
Jeremy  Zizmor,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 


April  6,  Wednesday,  7:30  p.m. 

Section  on  Anesthesiology  and  Resuscitation 

OCCUPATIONAL  HAZARDS  OF  ANESTHETIC  GASES 
Jacqueline  Messite,  M.D. 

CREDIT:  AMA  Cat.  1(1%  hrs.) 

Reception  6:00  p.m.-Subscription  Dinner  6:30  p.m. 

April  6,  Wednesday,  8:00  p.m. 

Section  on  Physical  Medicine  and 
Rehabilitation  with  Section  on  Psychiatry 

SEXUALITY— ITS  PROBLEMS  AND  TREATMENT  IN  THE 
DISABLED 

Mai-Britt  Rosenbaum,  M.D.,  Victor  Cummings,  M.D.,  Joan  L. 
Bardach,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m.-Subscription  Dinner  7:00  p.m. 


April  1 1,  Monday,  8:00  p.m. 

Section  on  Orthopedic  Surgery  with  Section  on 
Plastic  and  Reconstructive  Surgery  and  the 
New  York  Society  for  Surgery  of  the  Hand 

1.  IN  HONOR  OF  EMANUEL  KAPLAN,  M.D. 

Robert  McFarland,  MD 

2.  THE  MAN  AND  HIS  WORKS 
J.  William  Littler,  MD 

3.  SPONTANEOUS  HIGH  RADIAL  NERVE  COMPRESSION 
Morton  Spinner,  M.D. 

4.  THE  VASCULAR  SUPPLY  TO  THE  FLEXOR  TENDONS 
OF  THE  HAND 

James  Hunter,  M.D. 

5.  THE  TREATMENT  OF  THE  THUMB  IN  PALM 
DEFORMITY 

Richard  Smith,  M.D. 

CREDIT:  AMA  Cat.  1(1%  hrs.) 

Reception  6:00  p.m.-Subscription  Dinner  7:00  p.m. 

April  14,  Thursday,  5:00  p.m. 

Committee  on  Medical  Education 
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PRIMARY  CARE  PROJECTS  IN  DEVELOPING  COUNTRIES 
Charles  M.  Plotz,  M.D. 


April  18,  Monday,  8:00  p.m. 

Section  on  Ophthalmology 

1.  SURGICAL  DECOMPRESSION  OF  THYROID 
EXOPHTHALMOS 

William  C.  Cooper,  M.D. 

2.  MANAGEMENT  OF  RETINOBLASTOMA— PRESENT 
STATUS 

Robert  M.  Ellsworth,  M.D. 

3.  LIMITATIONS  IN  KERATOPLASTY 
Claes  H.  Dohlman,  M.D.  • 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m.-Subscription  Dinner  7:00  p.m. 


April  20,  Wednesday  4:00  p.m. 

Section  on  Otolaryngology  with  The  College  of 
Physicians  of  Philadelphia 

1.  MIDDLE  EAR  EFFUSIONS 

THE  THIN  AND  THE  THICK  OF  IT 
William  P.  Potsic,  M.D.,  Allan  McCall,  M.D. 

Mitchell  Litt,  M.D.,  Robert  J.  Ruben,  M.D. 

2.  HEARING  AID  EVALUATION  BY  SOUND  PRESSURE 
MEASUREMENT 

Lindsay  L.  Pratt,  M.D.,- Kenneth  H.  Brookler,  M.D. 

3.  FIBEROPTIC  BRONCHOSCOPY 

Alvin  Tierstein,  M.D.,  Joseph  Atkins,  Jr.,  M.D. 

4.  ASSESSMENT  OF  C-T  SCANNING  IN 
OTOLARYNGOLOGY 

Simon  C.  Parisier,  M.D.,  Dale  Lowry,  M.D. 

CREDIT:  AMA  Cat.  1 

Reception  6:00  p.m.-Subscription  Dinner  6:30  p.m. 


April  27,  Wednesday  8:15  p.m. 

Section  on  Historical  Medicine 

A FEAST  IN  TIME:  RENAISSANCE  MEDICAL 
MALPRACTICE 

Reception  6:15  p.m.-Subscription  Dinner  7:15  p.m. 


April  28,  Thursday  8:30  a. m. -4:30  p.m. 

April  29,  Friday  9:00  a. m. -4:30  p.m. 

Health  Policy:  Reasonable  Priorities  and 
Realistic  Expectations 

1.  IDEOLOGY  OF  HEALTH  POLICY 
Duncan  W.  Clark,  M.D. 

2.  EPIDEMIOLOGICAL  PRIORITIES  AS  A BASIS  FOR 
HEALTH  POLICY 

Amasa  B.  Ford,  M.D. 

3.  PRIORITIES  IN  THE  ORGANIZATION  OF  MEDICAL 
PRACTICE 

John  G.  Freymann,  M.D. 

4.  PRIORITIES  IN  THE  EDUCATION  OF  THE  PUBLIC  IN 
HEALTH 

Anne  R.  Somers,  M.D. 

5.  PRIORITIES  IN  ENVIRONMENTAL  PROTECTION 
Roy  Albert,  M.D. 

6.  ETIOLOGY  OF  HEALTH  POLICY 
Joseph  V.  Terenzio,  M.D. 

7.  HOW  HEALTH  POLICY  IS  FORMULATED 

8.  THE  LINKAGE  BETWEEN  HEALTH  POLICY  MAKING 
AND  PLANNING 

9.  THE  NATIONAL  HEALTH  PLANNING  LEGISLATION 
Lee  S.  Hyde,  M.D. 

10.  LOCAL  TECHNICAL  ASSISTANCE  IMPLEMENTATION 
James  R.  Kimmey,  M.D. 

11.  ISSUES  IN  RISING  COSTS  OF  HEALTH  CARE 
August  H.  Groeschel,  M.D. 

12.  THE  POTENTIAL  OF  HEALTH  REGULATION 
Uwe  Reinhardt,  M.D. 
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13.  LESSONS  FROM  CANADA 
R.  A.  Armstrong,  M.D. 

14.  NATIONAL  HEALTH  INSURANCE  AS  AN  AGENT 
FOR  CONTAINING  COSTS 

15.  DILEMMAS  IN  HEALTH  CARE 

16.  MEDICAL  PRIORITIES  AND  THE  CONTROL  OF 
TECHNOLOGY 

H.  David  Banta,  M.D. 

17.  OVER-UTILIZATION  OF  HEALTH  CARE 
William  R.  Roy,  M.D.,  Jack  R.  Meyers,  M.D. 

18.  CONFERENCE  SUMMARY 
Duncan  W.  Clark,  M.D. 

FEE:  $25.  for  Fellows  of  the  New  York  Academy  of 

Medicine 

$40.  for  Others.  Fee  includes  2 luncheons  and  a 
copy  of  the  conference  proceedings. 

Registration:  Call  the  Committee  on  Medicine  in  Society  at 
212/876-8200. 

Monthly  program  for  Albert  Einstein  College  of 
Medicine  in  collaboration  with  Westchester 
Square  Hospital 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m. 

April  6 

GLOMERULO  NEPHRITIS  IN  AMBULATORY  PRACTICE 
Chaim  Charytan,  M.D. 

NO  FEE  CREDIT:  AAFP  V/2 

April  20 

CLINICAL  GENETICS  IN  FAMILY  PRACTICE 
Harold  Nitowsky,  M.D. 

NO  FEE  CREDIT:  AAFP  1% 

Monthly  program  for  the  Albert  Einstein 
College  of  Medicine  in  collaboration  with  Union 
Hospital 

Union  Hospital 
260  E.  188th  Street 
Bronx 

April  12,  8:00- 10:00  p.m.,  Tuesday 

REHABILITATION  PROGRAMS  FOR  CARDIAC  PATIENTS 
William  Frishman,  M.D. 

CREDIT:  AMA  Cat.  1 

AAFP  Applied  For 

For  further  information  contact  Mr.  Daniel  S.  Fruchter,  Union 
Hospital,  260  E.  188th  Street,  Bronx,  10458. 


GRACE  SQUARE  HOSPITAL 

420  East  76th  Street 

April  6,  8:00p.m.,  Wednesday 

SOME  CLINICAL  DEVELOPMENTS  IN  THE 
SCHIZOPHRENIC  SYNDROME 
Robert  Cancro,  M.D. 

For  further  information  contact  Mrs.  Cynthia  Zirinsky,  420 
East  76th  Street,  New  York,  10021.  Tel:  212/988-4400. 

Monthly  lecture  schedule  for  Doctors  Hospital 

170  East  End  Avenue 
April  7,  4:00-5:00  p.m. 

SHOCK-MECHANISMS  AND  MANAGEMENT 
Leslie  A.  Kuhn,  M.D. 

For  further  information  contact  Clifford  L.  Spingarn,  M.D., 
170  East  End  Avenue,  New  York  10028.  Tel:  212/535- 
3000. 


COLUMBIA  UNIVERSITY  COLLEGE  OF  P & S 
630  West  168th  Street 
April  1 1- 13 

HEAD  AND  NECK  SURGERY 
John  Conley,  M.D. 


i 


FEE:  $330.  CREDIT:  AMA  Cat.  1 (21  hrs.) 

For  further  information  contact  Jose  M Ferrer,  M.D., 
Associate  Dean,  630  West  168th  Street,  New  York  10032. 


Monthly  program  for  the  Beth  Abraham 
Hospital 

612  Allerton  Avenue 
Bronx 

1 1:00  a.m.-12:00  noon,  Thursdays 
April  14 

RHEUMATOID  DISEASES  IN  THE  ELDERLY 
Peter  Barland,  M.D. 

April  2 1 

RATIONAL  USE  OF  ANTIBIOTIC  THERAPY  IN  THE 
ELDERLY 

James  J.  Rahal,  Jr.,  M.D. 

April  28 

PSYCHOSOMATIC  ASPECTS  OF  DISEASES  IN  THE  AGED 
Herbert  Weiner,  M.D. 

For  further  information  contact  the  Beth  Abraham  Hospital, 
612  Allerton  Avenue,  Bronx  10467.  Tel:  212/920-6013. 

Monthly  course  listing  for  the  Page  and  William 
Black  Post-Graduate  School  of  Medicine  of  the 
Mount  Sinai  School  of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  & 100th  Street 
April  16.  Saturday,  9:00  a. m. -5:00  p.m. 

RECENT  ADVANCES  IN  THE  MANAGEMENT  OF  BREAST 
CANCER 

Gerson  J.  Lesnick,  M.D.  / 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (14  hrs.) 


April  19,  Tuesday 

Brookdale  Hospital  Medical  Center  with  the 
New  York  University  Post-Graduate  Medical 
School 

Brookdale  Hospital  Medical  Center 
Linden  Blvd.  at  Brookdale  Plaza 
Brooklyn 

SYMPOSIUM  ON  OCULAR  TRAUMA 

1.  INITIAL  EVALUATION  OF  THE  INJURED  EYE 
Irwin  Kanarek,  M.D. 

2.  MANAGEMENT  OF  CORNEAL  BURNS  AND 
LACERATIONS 

A.  Benedict  Rizzuti,  M.D. 

3.  LOCALIZATION  OF  INTRAOCULAR  FOREIGN  BODIES 
Stephen  L.  Trokel,  M.D. 

4.  RECONSTRUCTION  OF  THE  TRAUMATIZED  LID 
Martin  Bodian,  M.D. 

5.  MANAGEMENT  OF  BLOW  OUT  FRACTURES  OF  THE 
ORBIT 

Albert  Hornblass,  M.D. 

6.  MANAGEMENT  OF  TRAUMATIC  SIX  NERVE  PALSY 
Joseph  H.  Goldstein,  M.D. 

7.  NEURO-OPHTHALMOLOGIC  ASPECTS  OF  TRAUMA 
Arthur  H.  Wolintz,  M.D. 

8.  TENNIS  BALL  INJURIES  OF  THE  EYE 
Morton  H.  Seelenfreund,  M.D. 

9.  TRAUMATIC  GLAUCOMA 
Raymond  Harrison,  M.D. 

10.  TRAUMATIC  POSTERIOR  POLE  LESIONS  OF  THE 
EYE 

Lawrence  A.  Yannuzzi,  M.D. 

11.  CRITERIA  OF  COMPENSABILITY  IN  TRAUMATIC 
RETINAL  DETACHMENT 

Fred  Gottlieb,  M.D. 

12.  THE  ROLE  OF  SAFETY  LENSES  IN  PREVENTION 
OF  OCULAR  TRAUMA 

Leon  A.  Reich,  O.D. 

13.  MEDICAL  LEGAL  ASPECTS  OF  OCULAR  TRAUMA 


Stanley  Stern,  Esq. 

14.  RECONSTRUCTION  OF  THE  ANTERIOR  SEGMENT 
Herbert  Katzin,  M.D. 

FEE:  $75.  Lunch  included  CREDIT:  AMA  Cat.  1 (7 hrs.) 

$25.  for  Physicians  in  Training 
For  further  information  contact  Dr.  William  Mackler, 
Brookdale  Hospital  Medical  Center,  Linden  Boulevard  and 
Brookdale  Plaza,  Brooklyn,  11212. 


April  20,  8:30  p.m. 

New  York  Council  on  Child  Psychiatry,  Inc. 

N.Y.U.  School  of  Medicine 
550  First  Avenue 

BORDERLINE  CONDITIONS: 

CHILDHOOD  AND  ADOLESCENT  ASPECTS 
Manuel  Furer,  M.D. 

Edgar  A.  Levenson.  M.D. 

NO  FEE 

For  further  information  contact  New  York  Council  on  Child 
Psychiatry,  Inc.,  88-77  Elderts  Lane,  Woodhaven,  11421. 

Tel:  212/296-7007. 

April  20,  8:30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

INCEST  PROHIBITION:  FROM  NATURE  TO  CULTURE 
Norman  Kelman,  M.D. 

For  further  information  contact  the  Association  for  the 
Advancement  of  Psychoanalysis,  329  East  62nd  Street,  New 
York  10021.  Tel:  212/PL  2-5267. 

April  20,  8:30- 10:00  p.m. 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 

THE  EXPERIENCE  OF  THE  TRANSITIONAL  MOMENT  IN 

PSYCHOTHERAPY 

David  Shainberg,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (V/2  hrs.) 

For  further  information  contact  David  Shainberg,  M.D.,  Dean, 
Specialty  Training  Program  in  Psychoanalytic  Medicine  at 
above  address.  New  York  10016.  Tel:  212/MU  9-7700. 


Monthly  program  for  the  Page  and  William 
Black  Post-Graduate  School  of  Medicine  of  the 
Mount  Sinai  School  of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
April  22-26,  9:00  a.m.-5:00  p.m. 

CELL  PATHOLOGY  AND  SYSTEMIC  NUCLEAR 
MALIGNANCY 

ASSOCIATED  CHANGES  (MAC)  IN  TISSUES  AND 
SMEARS 

Herbert  E.  Nieburgs,  M.D. 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (35  hrs.) 

April  28-29,  9:00  a.m. -5:00  p.m. 

RETINAL  DETACHMENT  AND  VITREOUS  SURGERY 
David  B.  Karlin,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

Monthly  program  for  Beth  Israel  Medical 
Center  affiliated  with  Mount  Sinai  School  of 
Medicine 

Podell  Auditorium 
Beth  Israel  Medical  Center 
10  Nathan  D.  Perlman  Place 
April  27,  8:45  a.m. -4:00  p.m. 

ADVANCES  IN  CLINICAL  IMMUNOLOGY  AND  ASTHMA 
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James  M.  Rubin,  M.D.,  Stuart  Young,  M.D.  and  Faculty 

FEE:  $50.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Beth  Israel  Medical  Center, 

10  Nathan  D.  Perlman  Place,  New  York  10003.  Tel:  212/ 

673-3000: 


April  27 

5:30-6:30  p.m 

Brooklyn  Neurological  Society 

Lecture  Flail  #1 

The  Basic  Science  Building 

Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

BEHAVIORAL  RECOVERY  FROM  FOCAL  BRAIN  INJURY 
Hans  Luka  Teuber,  M.D. 

* Reception  & Dinner  6:30-8:30  p.m.  (For  members  only) 
April  29 

New  York  Allergy  Society  with  Cornell 
University  Medical  College 

Cornell  University  Medical  College 
5th  Avenue  & 1 06th  Street 

CLINICAL  IMMUNOLOGY  AND  ALLERGY 

Frank  Austen,  M.D.,  Henry  Claman,  M.D.,  Bernard  Levine, 

M.D.,  Gregory  Siskind,  M.D. 

The  program  will  cover  immunological  aspects  of  genetic 
control,  immune  suppression,  mediators  of  hypersensitivity 
(prostaglandins)  and  different  aspects  of  drug  allergies. 

For  program  and  registration  contact  David  M.  Zolov,  M.D., 
83  West  Street,  Danbury,  Connecticut,  06810. 


QUEENS  COUNTY 


April  17 

9:00  a.m.- 12:00  noon 

Monthly  program  for  Peninsula  Hospital  Center 
with  Queens  County  Academy  of  Medicine 

51-15  Beach  Channel  Drive 
Far  Rockaway 

SEXUAL  PROBLEMS— IMPOTENCE,  PREMATURE 
EJACULATION,  FRIGIDITY,  DYSPAREUNIA 
R.  Dickes,  M.D. 

CREDIT:  AMA  & AAFP  (applied  for) 

For  further  information  contact  Edward  H.  Davis,  M.D., 
Peninsula  Hospital  Center,  51-15  Beach  Channel  Drive,  Far 
Rockaway,  11691.  Tel:  212/945-7100. 


NASSAU  COUNTY 


Monthly  program  for  Franklin  General  Hospital 
& Tufts  University  School  of  Medicine 

April  21,  Thursday,  1 1:00  a.m. -1:00  p.m. 

Franklin  General  Hospital 
900  Franklin  Avenue 
Valley  Stream 

ARTHRITIS:  DIFFERENTIAL  DIAGNOSIS  AND  THERAPY 
INCLUDING  INDICATIONS  FOR  SURGERY 
Raymond  Partridge,  M.D. 

FEE:  $25.  CREDIT:  AMA  & AAFP  (applied  for) 

For  further  information  contact  Harold  S.  Sandhaus,  M.D., 
Franklin  General  Hospital,  Valley  Stream,  1 1580.  Tel: 
516/825-8800. 


Monthly  program  for  Mercy  Hospital-in  liaison 
with  Harvard  Medical  School 

9:00  a.m.-l  1:00  a.m. 

1000  North  Village  Avenue 
Rockville  Centre 
April  13 

COLPOSCOPY 
Louis  Burke,  M.D. 

April  20 

1.  INFLAMMATORY  BOWEL  DISEASE 

2.  BILE  SALTS  AND  THEIR  ROLE  IN  GALLSTONE 
FORMATION 

Robert  M.  Glickman,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Mercy  Hospital  Medical 
Education  Department,  1000  North  Village  Avenue,  Rockville 
Center,  11570.  Tel:  516/255-2260. 


SUFFOLK 

April  27,  8:30  p.m.- 10:00  p.m. 

Suffolk  Academy  of  Medicine  sponsored  by  the 
Suffolk  County  Pediatric  Society 

850  Veterans  Memorial  Highway 
Hauppauge 

EMOTIONAL  PROBLEMS  DURING  ADOLESCENT 
Thornton  Vandersall,  M.D. 

FEE:  $50.  CREDIT:  AAFP 

Make  checks  payable  to  the  Suffolk  Pediatric  Society  and 
mail  to:  Albert  Adler,  M.D.,  Chairman,  Continuing  Education 
Committee,  Teapot  Lane,  Smithtown,  11787. 


Monthly  program  for  Brookhaven  Memorial 
Hospital 

101  Hospital  Road 
Patchogue 
8:00-9:00  a.m. 

April  1 

HIGH  RISK  PREGNANCY 
April  15 

PROSTAGLANDINS 
April  22 

ANEMIA  IN  CHILDREN 
April  29 

ANEMIA  IN  ADULTS 

For  further  information  contact  Dorothy  S.  Lane,  M.D., 
Brookhaven  Memorial  Hospital,  101  Hospital  Road, 
Patchogue,  11772.  Tel:  516/654-7095. 


KINGSTON 

April  7,  7:30-9:30  p.m. 

Mid-Hudson  Consortium  for  Advancement  of 
Medical  Education  in  collaboration  with  New 
York  Medical  College 

State  University  College 
New  Paltz 

CARDIAC  ARRHYTHIMAS 
John  A.  Kastor,  M.D. 

FEE:  $20.  CREDIT:  AMA  Cat.  1 & 

AAFP 

For  further  information  contact  Conference  Desk,  Center  foi 
Continuing  Education,  State  University  of  N.Y.  College,  New 
Paltz,  12561. 
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BUFFALO 


April  14 

Roswell  Park  Memorial  Institute 
American  Cancer  Society,  New  York  State 
Division,  Inc., 

SUNYAB  Medical  School 

666  Elm  Street 
Buffalo 

MANAGEMENT  OF  CENTRAL  NERVOUS  SYSTEM 

MALIGNANCIES 

Charles  West,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Professional  Education  Office, 
Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo, 
14263.  Tel:  716/845-5944 


April  16 

8:00  a. m. -4:30  p.m.,  Saturday 

State  University  of  New  York  at  Buffalo  and 
The  Department  of  Anesthesiology  School  of 
Medicine 

The  Sheraton  Inn-Buffalo  East 
2040  Walden  Avenue 

1.  PATHOPHYSIOLOGY  OF  GAS  EXCHANGE 
Ross  Markello,  M.D. 

2.  EFFECTS  of  ANESTHESIA  ON  GAS  EXCHANGE 
Alison  B.  Froese,  M.D. 

3.  MANAGEMENT  OF  THE  OPEN  CHEST 
Ross  Markello,  M.D. 

4.  MANAGEMENT  OF  THE  PULMONARY  CRIPPLE 
Alan  R.  Saltzman,  M.D. 

5.  MANAGEMENT  OF  THE  TRAUMA  PATIENT 
Timothy  S.  Sievenpiper,  M.D. 

6.  ASPIRATION-PATHOPHYSIOLOGY  AND  TREATMENT 
Robert  Lawrence,  M.D. 

FEE:  $50.  Physicians  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  CME,  SUNYAB,  2211  Main 

Street,  Buffalo,  14214.  Tel:  716/831-5526. 


April  21-23 

State  University  of  New  York  at  Buffalo  and 
The  Division  of  Gastroenterology,  The 
Children’s  Hospital  of  Buffalo 

The  Niagara  Hilton 
Niagara  Falls 

April  2 1,  Thursday  5:00  p.m.-l  1:00  p.m. 

1.  PROLONGED  CHOLESTATIS  IN  INFECTIOUS 
MONONUCLEOSIS 

2.  CHOLESTATIS  ASSOCIATED  WITH  VITAMIN  D. 
RESISTANT  RICKETS 

3.  ULCERATIVE  COLITIS  PRESENTING  AS  PROLONGED 
ATONIC  ILEUS 

4.  SUCRASE-ISOMALT ASE  DEFICIENCY 

5.  LYMPHOID  NODULAR  HYPERPLASIA  OF  THE  SMALL 
INTESTINE  WITH  T CELL  DEFICIENCY 

April  22.  Friday  7:30  a.m.-6:30  p.m. 

1.  CHRONIC  DIARRHEA  IN  INFANCY 
Norman  Kretchmer,  M.D. 

2.  MILK  PROTEIN  ALLERGY:  FACTOR  FICTION 
Emanuel  Lebenthal,  M.D. 

3.  LACTOSE  INTOLERANCE:  MODERN  CONCEPTS 
Norman  Kretschmer,  M.D. 

4.  MANAGEMENT  OF  INTRACTABLE  DIARRHEA  IN 
INFANCY 

Philip  Sunshine,  M.D. 

5.  GENERAL  GASTROENTEROLOGY 


Leonard  A.  Katz,  M.D. 

6.  ADVANCES  IN  PEDIATRIC  GASTROINTESTINAL 
SURGERY 

Theodore  C.  Jewett,  Jr.,  M.D. 

7.  PEPTIC  ULCER  IN  CHILDREN 
Marvin  E.  Ament,  M.D. 

8.  INFLAMMATORY  BOWEL  DISEASE  IN  CHILDHOOD 
Richard  J.  Grand,  M.D. 

9.  PERSPECTIVES  IN  HUMAN  NUTRITION 
Norman  Kretchmer,  M.D. 

10.  ADVANCES  IN  DIAGNOSTIC  PROCEDURES 
Philip  Sunshine,  M.D. 

11.  ENDOSCOPY  IN  CHILDREN 
Marvin  Ament,  M.D. 

12.  PANCREATIC  EXOCRINE  TESTS  IN  INFANTS  AND 
CHILDREN 

Emanuel  Lebenthal,  M.D. 

13.  NEWER  TECHNIQUES  IN  X-RAY  EVALUATION 

a.  Radio-Isotopes 

b.  Echograms 
Jerald  P.  Kuhn,  M.D. 

14.  COMPUTERIZED  AXIAL  TOMOGRAPHY  (CAT  SCAN) 
OF  THE  GASTROINTESTINAL  TRACT 

Paul  E.  Berger,  M.D. 

15.  NEW  DIMENSIONS  IN  PREMATURE  FEEDING 
Philip  Sunshine,  M.D. 

April  23,  Saturday  8:30  a. m. -5:35  p.m. 

1.  THE  LIVER:  PART  I 
James  P.  Nolan,  M.D. 

2.  BILIRUBIN  METABOLISM  IN  NEWBORN 
Joseph  Krasner,  M.D. 

3.  SPECTRUM  OF  NEONATAL  HEPATITIS 
William  Schubert,  M.D. 

4.  1 ANTI-TRYPSIN  DEFICIENCY 
Harvey  Sharp,  M.D. 

5.  THE  LIVER:  PART  II 
William  Schubert,  M.D. 

6.  ENDOTOXINS  AND  LIVER  DISEASE 
James  P.  Nolan,  M.D. 

7.  METABOLIC  LIVER  DISEASE 
Harvey  Sharp,  M.D. 

8.  REYE'S  SYNDROME:  WHAT'S  NEW? 

William  Schubert,  M.D. 

9.  CYSTIC  FIBROSIS:  PERSPECTIVES  FOR  THE 
FUTURE 

Harry  Shwachman,  M.D. 

10.  PHARMACOLOGY  AND  DEFENSE  MECHANISMS  OF 
THE  GASTROINTESTINAL  TRACT 

Erwin  Neter,  M.D. 

11.  THE  ECOSYSTEM  OF  THE  GASTROINTESTINAL 
TRACT 

Erwin  Neter,  M.D. 

12.  BIO-AVAILABILITY  OF  DRUGS  IN  THE 
GASTROINTESTINAL  TRACT 
Gerhard  Levy,  M.D. 

13.  THE  IMMUNOLOGY  OF  THE  GASTROINTESTINAL 
TRACT 

Pearay  L.  Ogra,  M.D. 

14.  ANTIBIOTICS  AND  THE  GASTROINTESTINAL  TRACT 
Howard  Faden,  M.D. 

FEE:  $125.  Physicians  CREDIT:  AMA  Cat.  1 (14  hrs.) 

$60.  Residents  AAFP14hrs. 

For  further  information  contact  CME,  SUNYAB,  2211  Main 
Street,  Buffalo,  14214.  Tel:  716/831-5526. 


April  23 

9:00  a.m.- 12:30  p.m.,  Saturday 

State  University  of  New  York  at  Buffalo  and 
The  Leukemia  Society  of  America,  Inc., 
Western  New  York  Chapter 

Hilleboe  Auditorium 
Roswell  Park  Memorial  Institute 
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666  Elm  Street 
Buffalo 

1.  DIAGNOSIS:  MORPHOLOGY  AND  CYTOCHEMISTRY 
Maurice  Barcos,  M.D. 

2.  DIAGNOSIS:  RADIOLOGICAL 
Ehsan  Afshani,  M.D. 

3.  PATHOPHYSIOLOGY:  CELL  REGULATRY 
MECHANISMS 

Gary  Lyman,  M.D. 

4.  TREATMENT:  ADULT  ACUTE  LEUKEMIA 
Harvey  D.  Preisler,  M.D. 

5.  TREATMENT:  BIOCHEMICAL  DETERMINANTS  OF 
DRUG  ACTIVITY 

Yung-Chi  Cheng,  M.D. 

6.  TREATMENT:  CHILDHOOD  LEUKEMIA 
Arnold  I.  Freeman,  M.D. 

CREDIT:  AMA  Cat.  1 (3  hrs.) 

AAFP  3 hrs. 

For  further  information  contact  State  University  of  New  York 
at  Buffalo,  2211  Main  Street,  Buffalo  14214.  Tel:  716/ 
831-5526. 


April  23-24 

State  University  of  New  York  at  Buffalo  and 
Veterans  Administration  Hospital,  Buffalo 

Veterans  Hospital 

3495  Bailey  Avenue 

April  23,  8:15  a.m.  -4:30  p.m. 

1.  BODY  FLUIDS  AND  EDEMA 
John  W.  Boylan,  M.D. 

2.  HYPONATREMIC  STATES  AND  SIADH 
Carl  J.  Bentzel,  M.D. 

3.  EDEMA  AND  THE  USE  OF  DIURETICS 
Basab  K.  Mookerjee,  M.D. 

4.  COMMON  ACID-BASE  PROBLEMS 
Barry  B.  Kirschbaum,  M.D. 

5.  PROBLEM  SOLVING  AND  CLINICAL  PROBLEMS 
John  W.  Boylan,  M.D.,  Carl  J.  Bentzel,  M.D.,  Barry  B. 
Kirschbaum,  M.D.,  Basab  K.  Mookerjee,  M.D. 

6.  GLOMERULONEPHRITIS  IN  CHILDREN 
Tadla  Baliah,  M.D. 

7.  GLOMERULONEPHRITIS  IN  ADULTS 
Johannes  R.  Brentjens,  M.D. 

8.  INTERSTITIAL  AND  PYELONEPHRITIS 
Daphne  K.  Hare,  M.D. 

9.  RENAL  STONES  AND  MEDICAL  MANAGEMENT 
Theodore  S.  Herman,  M.D. 

10.  COMMON  UROLOGIC  PROBLEMS 
Ruben  Cartagena,  M.D. 

11.  OBSTRUCTIVE  AND  LOWER  URINARY  TRACT 
PROBLEMS;  PROBLEM  CASES 

Maurice  J.  Gonder,  M.D.,  Ruben  Cartagena,  M.D., 
Theodore  S.  Herman,  M.D. 

April  24,  9:00  a.m.- 12:00  noon 

1.  INVESTIGATION  OF  THE  HYPERTENSIVE  PATIENT 
Rocco  C.  Venuto,  M.D. 

2.  MANAGEMENT  OF  THE  HYPERTENSIVE  PATIENT 
Morris  Tobin,  M.D. 

3.  RADIONUCLEIDE  STUDIES  OF  THE  KIDNEY  IN 
HYPERTENSION  AND  RENAL  DISEASE 
Jehuda  J.  Steinbach,  M.D. 

4.  PANEL  ON  HYPERTENSION  PROBLEM  CASES 
James  B.  Lee,  M.D.,  Morris  Tobin,  M.D.,  Jehuda  J. 
Steinbach,  M.D 

5.  ACUTE  RENAL  FAILURE  AND  MANAGEMENT 
Charles  M.  Elwood,  M.D. 

6.  CHRONIC  RENAL  FAILURE:  DIALYSIS  VS. 
TRANSPLANT 

H.  Evan  Strong,  M.D. 

7.  RENAL  FAILURE;  PROBLEM  CASES 

Carl  J.  Bentzel,  M.D.,  Charles  M.  Elwood,  M.D.,  H.  Evan 

Strong,  M.D. 

FEE  $50.  CREDIT:  AMA  Cat.  1 (8  hrs.)  AAFP  8 hrs. 
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For  further  information  contact  State  University  of  New  York 
at  Buffalo,  2211  Main  Street,  Buffalo,  14214.  Tel:  716/ 
831-5526. 


April  29,  8:15  a.m.-4:00  p.m.,  Friday 

State  University  of  New  York  at  Buffalo  and 
The  Buffalo  General  Hospital 

The  Executive  Motor  Inn 

1.  PROPHYLAXIS  AND  MANAGEMENT  OF  SURGICAL 
INFECTIONS 

Robert  E.  Condon,  M.D. 

2.  HOST  DEFENSE  MECHANISMS  IN  SURGICAL 
INFECTIONS 

J.  Wesley  Alexander,  M.D. 

3.  IMMUNOLOGIC  AND  METABOLIC  FACTORS  IN 
SEPTIC  SHOCK  AND  THE  ROLE  OF  STEROIDS 
William  Schumer,  M.D. 

4.  PULMONARY  INSUFFICIENCY  IN  SEPSIS  AND 
SEPTIC  SHOCK 

Samuel  R.  Powers,  Jr.,  M.D. 

5.  PATTERNS  OF  CARDIOVASCULAR  ABNORMALITY  IN 
SEPSIS  AND  SEPTIC  SHOCK 

John  H.  Siegel,  M.D. 

6.  METABOLIC  ABNORMALITIES  AND  THE  ROLE  OF 
METABOLIC  THERAPY  IN  SEPSIS  AND  SEPTIC 
SHOCK 

Frank  E.  Gump,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

$25.  Residents  AAFP  6 hrs. 

For  further  information  contact  State  University  of  New  York 
at  Buffalo,  2211  Main  Street,  Buffalo,  14214.  Tel:  716/ 
831-5526. 

Roswell  Park  Memorial  Institute 

666  Elm  Street 
Buffalo 
April  22 

MANAGEMENT  OF  CENTRAL  NERVOUS  SYSTEM 

MALIGNANCIES 

C.  West,  M.D. 

For  further  information  contact  Professional  Education  Office 
Roswell  Park  Memorial  institute,  666  Elm  Street,  Buffalo, 
14263.  Tel:  716/845-5944. 


ROCHESTER 


April  7 

The  Rochester  Ophthalmological  Society 

University  of  Rochester  Medical  Center 
Rochester 

SOME  ASPECTS  OF  CHOROIDAL  MELANOMA 
Frederick  C.  Blodi,  M.D. 

* luncheon 

afternoon  clinical  session  at  University  of  Rochester  Medic? 
Center 

* dinner 

For  further  information  contact  Program  Chairman,  Eugene 
A.  Cimino,  M.D.,  20  N.  Goodman  Street,  Rochester,  14607. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  are  being  offered  at  less  thi 
cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
issues  mailed  first  class  in  advance  of  the  New  York  State  Journ 
of  Medicine. 


OUT-OF-STATE 


BALTIMORE,  MARYLAND 


April  1 1-22 


The  Johns  Hopkins  University  School  of 
Medicine 

The  Johns  Hopkins  Hospital 
Baltimore,  Maryland 

CLINICAL  CYTOPATHOLOGY  FOR  PATHOLOGISTS 
CREDIT:  AMA  Cat.  1 (120  hrs.) 

For  details  write:  John  K.  Frost,  M.D.,  610  Pathology 
Building,  The  Johns  Hopkins  Hospital,  Baltimore,  21205. 


LEXINGTON,  KENTUCKY 


April  15-16 

University  of  Kentucky 

University  of  Kentucky  Medical  Center 

Lexington,  Kentucky 

ENDOCRINOLOGY  FOR  THE  PRACTICING  PHYSICIAN 
FEE:  $75. 


April  21-22 

Hyatt  Regency  Lexington 
Lexington,  Kentucky 

The  Menopausal  Syndrome:  Physiology  and  Therapy 
FEE:  $100. 

For  further  information  contact  Frank  R.  Lemon,  M.D., 
Continuing  Education,  College  of  Medicine,  University  of 
Kentucky,  Lexington  40506.  Tel:  606/233-5161. 


SAN  FRANCISCO,  CALIFORNIA 

University  of  California 

Stanford  Court  Hotel 
Nob  Hill 
San  Francisco 
April  28-29 

Current  Problems  in  Intensive  Care  Mechanical 
Ventilation 

FEE:  $125.  CREDIT:  AMA  Cat.  1 (9  hrs.) 

CMA  Cat.  1 (9  hrs.) 

For  further  information  contact  Extended  Programs  in  Medical 
Education,  Room  569-U,  University  of  California,  San 
Francisco,  94143.  Tel:  415/666-4251. 


FUTURE  EVENTS 


May  9- 13 

New  York  University  Post-Graduate  Medical 
School  and  Brookdale  Hospital  Medical  Center 

Brookdale  Hospital  Medical  Center 
Brooklyn 

TYMPANOPLASTY 

FEE:  $400.  CREDIT:  AMA  Cat.  1 (37  hrs.) 

For  further  information  contact  William  Mackler,  M.D.,  Office 
of  Continuing  Education,  The  Brookdale  Hospital  Medical 
Center,  Linden  Blvd.  & Brookdale  Plaza,  Brooklyn  11212. 

Monthly  program  for  Beth  Israel  Medical 
Center  affiliated  with  The  Page  and  William 
Black  Post-Graduate  School  of  Medicine  of  the 
Mount  Sinai  School  of  Medicine 

Podel  Auditorium 
Dazian  Pavilion 
10  Nathan  D.  Perlman  Place 
May  12 

9:00  a. m. -5:00  p.m.,  Thursday 

CONSEQUENCES  OF  NARCOTIC  ADDICTION  DURING 

PREGNANCY 

Stephen  R.  Kandall,  M.D. 

FEE:  $40.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Beth  Israel  Medical  Center, 

10  Nathan  D.  Perlman  Place,  New  York  10003.  Tel:  212/ 
673-3000. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 


"WHAT  GOES  ON'' 

SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 

$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
"What  Goes  On" 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address  

City,  State 

(zip) 
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ALLERGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Allergist.  Contact  Mr. 
Charles  D.  Hicks.  Director,  Physicians'  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/ 
253-3388. 

PLAINVIEW,  N.Y.,  Nassau  County  needs  an  Allergist  and  ENT 
physician.  Contact  Julian  Kirchick,  M.D.,  3 Ridge  Drive,  Old 
Westbury.  Tel:  516/248-7396. 

ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O'Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkwy.,  Buffalo,  14208.  Tel: 
716/886-4400,  ext.  447. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Anesthesiologist 
and  Ob/Gyn  physician.  Contact  Jose  Galinso,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

POTSDAM,  N.Y.,  St.  lawrence  County,  needs  an  Anesthesiologist. 
Contact  C.  Edward  Stevens,  Executive  Director,  Central  St. 
Lawrence  Health  Services,  50  Leroy  Street,  Potsdam,  13676. 
Tel:  315/265-3300. 

DERMATOLOGIST 

AUBURN,  N Y.  Cayuga  County  needs  a Dermatologist.  For  further 
information  contact  Mr.  Charles  D.  Hicks,  Director,  Physicians' 
Procurement  Committee,  157  Ross  Street,  Auburn  13021.  Tel: 
315/253-3388. 

EAST  AMHERST,  N.Y.,  Erie  County  needs  a dermatologist. 
Contact  Joseph  T.  Lucas,  M.D.,  6745  Transit  Road,  East 
Amherst,  14051.  Tel:  716/688-6766  After  6 P.M  , 716/ 
634-7332. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Grout 
Olean,  14760.  Tel:  716/372-0141. 

EMERGENCY  ROOM 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency  Room 
physician.  Position  offers  excellent  benefits.  Contact  Irving 
Cramer,  M.D.,  St.  Luke’s  Hospital  Center,  Box  479  Champlin  Rd.. 
Utica,  13502. 

ENT 

CEDARHURST,  N.Y.  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Barrett  Road, 
Cedarhurst  11559.  Tel:  516/239-0880. 

PLAINVIEW,  N.Y.,  Nassau  County  needs  an  ENT  physician  and 
Allergist.  Contact  Julian  Kirchick,  M.D.,  3 Ridge  Drive,  Old 
Westbury.  Tel:  516/248-7396. 

FAMILY  PHYSICIAN 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Ms.  Emily  Dinkelacker,  Village  of  Athens. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center,  Bergen  14416.  Tel:  716/494-1621. 

BRONX,  N.Y.,  needs  a Family  Physician,  Internist,  Pediatrician. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

BRONX,  N.Y.  needs  a General  Physician  to  work  mornings.  Contact 
Mr.  Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis 
Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds.  East  Chatham 
12060.  Tel:  518/781-4434. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

CANTON,  N.Y.,  St.  Lawrence  County,  needs  a doctor  for  Student 
Health  Services.  Contact  Stuart  A.  Winning,  M.D.,  St. 
Lawrence  University,  Canton,  13617.  Tel:  1-315/379-5392. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel-  315/626-2127. 


COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 

CORNING,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  James  M.  Clifford,  Corning  Medical  & Surgical  Asso- 
ciates, Medical  Arts  Building,  201  E First  Street,  Corning  14830. 
Tel:  607/936-9971. 

FREEPORT,  N.Y.,  Nassau  County  needs  a Family  Physician. 
Contact  Bernard  Ross,  M.D.,  121  South  Ocean  Avenue,  Free- 
port. 

HAMILTON,  N.Y.,  Madison  County  needs  a Family  Physician. 
Contact  Ms.  N.  Cara  Ackerman,  Director,  Mid-York  Family 
Health  Center,  150  Broad  Street,  Hamilton,  13346  Tel: 
315/824-0850. 

HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of  Webb  Health 
Center.  Old  Forge  13420.  Tel:  315/369-3464. 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  Watson  L.  Walden,  Business  Manager,  Karl  Medical 
(*oup,  P.C.,  20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

HORSEHEADS,  N.Y.,  Chemung  Co.,  needs  a Family  Physician  and 
Surgeon.  Contact  Horseheads  Medical  and  Surgical  Associates, 
P.C.,  301  West  Broad  Street,  Horseheads,  14845.  Tel:  607/RE 
9-3644. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director,  Family 
Health  Center,  51  Glasgow  Avenue,  Jamestown  14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street,  Johns- 
town, 12095. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician. 

Contact  George  F.  Einters,  M.D.,  143  Green  Street,  Kingston, 
12401.  Tel:  914/338-4034. 

KINGSTON,  N.Y.,  Ulster  County  needs  an  Ophthalmologist  and 
Family  Physician.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 

LOCKPORT,  N.Y.,  Niagara  County  needs  several  Family  Physicians. 
Contact  N.  Donald  Peifer,  Lockport  Memorial  Hospital,  Lockport, 
14094.  Tel:  716/433-3831. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Family  Physician.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22 
Putnam  Professional  Park,  Mahopac,  10541.  Tel:  914/628- 
3474 

MEDINA,  N.Y.  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.  needs  a part-time  Family  Physician  or  In- 
ternist for  a two  day  week.  Contact  George  Friedman,  M.D.,  415 
Central  Park  W,  New  York,  10025.  Tel:  212/222-4763. 

PENN  YAN,  N.Y.,  Yates  County  needs  a Family  Physician, 
Ophthalmologist  and  Internist.  Contact  Daniel  J.  Clements, 

1 13  Chapel  Street,  Penn  Yan,  14527.  Tel:  315/536-3973  or 
536-4431. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/754-6227 
days,  315/754-6663  evenings. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

TROY,  N.Y.,  Rensselaer  County,  needs  a General  Physician  with 
interest  in  alcoholism.  Contact  David  Kadish,  Assistant  Adm., 
Samaritan  Hospital,  2215  Burdett  Avenue,  Troy,  12180.  Tel: 
518/274-3000,  ext.  201. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan,  Waddington  13694.  Tel:  315/ 
388-4446  or  315/388-5908. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
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Alexander  Boroff,  M.D.,  474  Pennsylvania  Avenue,  Waverly, 
14892.  Tel:  607/565-8360. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung" Street,  Waverly  14892.  Tel:  607/565-2861. 

WEBSTER,  N.Y.  Monore  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  12  miles  east  of  Rochester. 
Contact  Jason  O.  Cook,  M.D.,  193  West  Main  Street,  Webster 
14580. 

WELLSVILLE.  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hosiptal  of  William  F. 
& Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville,  14895 
Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Robert 
Arnold,  Willsboro,  12996. 

INTERNISTS 

BRONX,  N.Y.,  needs  an  Internist.  Contact  Benjamin  Dvosin,  Adm., 
Northern  City  Medical  Group  (H.I.P.),  115  Dreiser  Loop,  CO-OP 
City,  Bronx,  10475. 

BRONX,  N.Y.  needs  an  Internist  for  2 day  week.  Contact  Mr.  Ro- 
senfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.  needs  an  Internist,  Family  Physician,  Pediatrician. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  interested 
in  health  care  delivery  and  community  medicine.  For  further 
information  contact  W.  H.  Stevenson,  Ass't  Director  of  Personnel, 
the  Buffalo  General  Hospital,  100  High  Street,  14203.  TEL: 
716/845-7490. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

DELHI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

FAR  ROCKAWAY,  N.Y.  Queens  County  needs  an  Internist  with 
Gastroenterology  or  Pulmonary  Disease  subspecialty. 

Contact  Mrs.  Moore,  Seagirth  Health  Care  Service,  1731 
Seagirth  Blvd.,  Far  Rockaway,  1 1691 . Tel:  212/471-5400. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Internist, 

Psychiatrist,  Pediatrician.  Contact  Mr.  Pegalis,  54  Main 
Street,  Medical  Bldg.,  Hempstead,  1 1550.  Tel:  516/538- 
4531/4532. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420.  Tel: 
315/369-2464 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Cardiologist.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac,  10541.  Tel:  914/628-3474. 

MARGARETVILLE,  N.Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  available. 
For  further  information  contact  Margaretville  Memorial  Hospital 
Administrator  at  Tel:  914/586-2631  or  914/586-4807. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J.  McDonald,  Adm.,  Schuyler 
Hospital,  Montour  Falls,  14865.  Tel:  607/535-7121. 

NEWARK,  N.Y.,  Wayne  County  needs  an  Internist.  Contact  W. 

L.  Fredricksen,  Admin.,  Newark  Medical  Center,  Newark 
14513.  Tel:  315/331-3310. 

PENN  YAN,  N.Y.,  Yates  County  needs  an  Ophthalmologist, 
Internist  and  Family  Physician.  Contact  Daniel  J.  Clements, 

1 13  Chapel  Street,  Penn  Yan,  14527.  Tel:  315/536-3973  or 
536-4431. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  F-'or  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Internist  with  a sub- 


specialty in  Cardiology.  Contact  John  W.  Sands,  Adm.,  The 
Hospital,  Pearl  Street,  Sidney,  13838.  Tel:  607/563-9934. 


GENERAL  SURGEON 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

HORSEHEADS,  N.Y.,  Chemung  Co.,  needs  a Surgeon  and  Family 
Physician.  Contact  Horseheads  Medical  and  Surgical  Asso- 
ciates, P.C.,  301  West  Broad  Street,  Horseheads,  14845.  Tel: 
607/RE  9-3644. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a General 
Surgeon.  Contact  George  Skomsky,  Adm.,  Massena 
Memorial  Hospital,  Massena,  13662.  Tel:  316/769-9991. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General 
Surgeon,  Family  Physician  and  an  Internist.  Contact  Ms.  B.  J. 
Sommerville.  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

ORTHOPEDIC  SURGEON 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Orthopedic  Surgeon, 
ENT,  Psychiatrist  and  General  Physician.  Contact  George 
Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena,  13662. 
Tel:  315/769-9991. 

MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

DIRECTOR 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Director 
for  St.  Mary's  Hospital,  89  Genesee  Street,  Rochester, 
14611. 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Surgeon. 
Contact  A.  J.  Graziani,  M.D.,  St.  Mary's  Hospital,  89  Genesee 
Street,  Rochester,  14611. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Orthopedic  Surgeon. 
Contact  Charles  F.  Ryan,  M.D.,  Tioga  General  Hospital,  Waverly, 
14892.  Tel:  607/565-2861. 

NEW  YORK  CITY,  N.Y.,  needs  an  Orthopedist  for  part-time  4-6 
hours  weekly.  Contact  F.  P.  Guidotti,  M.D.,  Medical  Director, 
Health  Center  Family  Medical  Office,  321  W.  44th  Street,  New 
York  10036.  Tel:  212/586-1550. 

OBSTETRICIAN/GYNECOLOGIST 

BATAVIA,  N.Y.,  Genesee  County  needs  an  Ob/Gyn  physician. 
Contact  Louis  E.  Green,  Jr.,  M.D.  and  John  T.  Chua,  M.D., 

P.C.,  215  Summit  Street,  Batavia  14020.  Tel:  716/343- 
6076. 

GOWANDA,  N.Y.,  Catiaragus  County  needs  an  Ob/Gyn  physiciar 
and  an  Anesthesiologist.  Contact  Jose  Galindo,  M.D.,  Tri-Count; 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel 
716/532-3377  or  716/366-1  111. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Ob/Gyn  physician. 
Contact  Mr.  Pegalis,  54  Main  Street,  Medical  Building, 
Hempstead  11550.  Tel:  516/538-4531/2 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a grou 
practice.  Contact  Gorden  Stenhouse,  M.D.,  Hornell  Medict 
Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.  Orange  County  needs  an  Ob/Gyn  physiciar 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Te 
914/782-7277. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montoi 
Falls,  14865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  an  Ob/Gyn  physician.  Contact  Ms. 
Anne  Squire,  c/o  Storch,  44  Gramercy  Park  North,  New  Yort 
10010.  Tel:  212/254-0700 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street, 
Norwich,  13815.  Tel:  607/334-9229. 

ROCKVILLE  CENTRE,  N.Y.,  Nassau  County  needs  an  Ob/Gyn  ph; 
sician.  Contact  Dr.  Erwin  T.  Michaelson  or  Dr.  Donald  S.  Cohei 
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165  N Village  Ave.,  Rockville  Centre,  11570.  Tel:  516/ 

766-5851. 

5TAMFORD,  N Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr  Stewart  Redman, 
Adm  , Community  Hospital,  Harper  Street,  Stamford  12167.  Tel: 
607/652-7521. 

ONCOLOGIST 

; HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534 

OPHTHALMOLOGIST 

4.  KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician  and 
Ophthalmologist.  Contact  Mr  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853 
» little  FALLS,  N.Y.,  Herkimer  County  needs  an  Ophthalmologist. 
Contact  Nicholas  A.  Prisco,  Adm  , Little  Falls  Hospital,  140 
Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext. 
261  04  262. 

PENN  YAN,  N.Y.,  Yates  County  needs  an  Internist,  Family 
Physician  and  Ophthalmologist.  Contact  Daniel  J.  Clements, 

1 13  Chapel  Street,  Penn  Yan  14527.  Tel:  315/536-3973  or 
536-4431. 

PATHOLOGIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Pathologist.  Contact 
Sanford  M.  Farrer,  M.D.,  Brooklyn  Hospital.  121  DeKalb 
Avenue,  Brooklyn,  11201. 

PEDIATRICIAN 

BRONX,  N.Y.  needs  a Pediatrician  for  2 day  week  Contact  Mr 
Rosenfeld.  Am.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.,  needs  a Pediatrician,  Family  Physician,  Internist. 
Contact  Marvin  Boris,  M.D  , 87  Cold  Spring  Road,  Syosset. 
11791.  Tel:  516/921-5000. 

BROOKLYN,  N.Y.,  Kings  County  needs  a Pediatrician.  Contact 
Dr.  Veronica  Santilli,  7000  Bay  Parkway,  Brooklyn.  Tel: 
212/331-8400. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  a Pediatrician, 

Internist,  Psychiatrist.  Contact  Mr.  Pegalis,  54  Main  Street, 
Medical  Bldg.,  Hempstead,  1 1550.  Tel:  516/538-4531/ 
4532. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Pediatrician.  Con- 
tact Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Pediatrician.  Contact  Bernad  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac  10541.  Tel:  914/628-3474. 

MIDOLETOWN,  N.Y.,  Orange  County  needs  a Pediatrician.  Contact 
David  Zylberman,  M.D.,  10  Benton  Avenue,  Middletown, 
10940. 


MIDDLE  VILLAGE,  N.Y.,  Queens  County  needs  a Pediatrician. 
Contact  Dr.  R Bell,  75-26  Furmanville  Avenue,  Middle 
Village  11379.  Tel:  212/326-0100. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  41865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  a Pediatrician.  Contact  Clarence  Fowe, 
M.D.,  346  Broadway  6th  Floor,  New  York  10013.  Tel:  212/ 
433-7854 

YONKERS.  N.Y.,  Westchester  County  needs  a pediatrician.  Contact 
Dr.  L.  Kauffman,  Lewis  Rd.,  Irvington.  10533. 

PSYCHIATRIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Psychiatrist.  Contact 
Gerald  M.  Blum,  M.D.,  Chief,  Psychiatry  Clinic,  Jewish 
Hospital  and  Medical  Center  of  Brooklyn,  555  Prospect  Place, 
Brooklyn,  11238.  Tel:  212/240-1701. 

CORTLAND,  N.Y  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County,  needs  a Radiologist.  Contact 
Dr.  Bernard  Suster,  Chief,  Radiology  Service,  Brooklyn 
Veterans  Administration,  800  Poly  Place,  Brooklyn,  1 1209. 

Tel:  21 2/836-6600,  ext.  34 1 /342. 

UTICA,  N.Y.  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  including 
special  procedures,  ultrasound  and  nuclear  medicine.  Contact 
B.  H.  Johnson.  M.D.,  Dept,  of  Radiology,  St.  Luke’s  Memorial 
Hospital  Center,  Box  479,  Utica,  15303. 

AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  The  Journal  of  the  AMA. 


Physicians  who  wish  to  apply  to  the  MSSNY's  Physicians'  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians'  Placement  Bureau,  420 
Lakeville  Road.  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100  ext.  241 

FOR  APPLICATION  FORM 
SEE  FOLLOWING  PAGE 


”WHAT  GOES  ON’’ 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 

$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
"What  Goes  On" 


□ I enclose  payment  Please  enter  my  subscription  for  one  year 
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City,  State 

(zip) 


March  1977/New  York  State  Journal  of  Medicine  461 

WGO-13 
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(Zip  code  number) 

Date  of  Birth  Place  of  Birth 

(Telephone  Number) 

Citizenship  Status 

Marital  Status 

Medical  School 

Year  Graduated 
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Residency 
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Specialty 
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Medical  Society  of  the  State  of  New  York 


House  of  Delegates 


Minutes  of  the  Annual  Meeting  * 


November  7 through  11,  1976 

The  170th  Annual  Meeting  of  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York  was  con- 
vened at  tHr  Americana  Hotel,  Seventh  Avenue  and 
52nd  Street,  New  York  City,  on  Sunday,  November  7 at 
2:00  p.m.;  on  Tuesday,  November  9 at  2:00  p.m.;  on 
Wednesday,  November  10  at  8:00  a.m.  and  2:00  p.m.; 
and  on  Thursday,  November  11  at  8:45  a.m.;  George  T. 
C.  Way,  M.D.,  Speaker;  Joseph  F.  Shanaphy,  M.D., 
Vice-Speaker;  Carl  Goldmark,  Jr.,  M.D.,  Secretary;  Jo- 
seph G.  Zimring,  M.D.,  Assistant  Secretary. 


OPENING  PROCEEDINGS 

INVOCA  TION  AND  NA  TIONAL  ANTHEM 

. . . Speaker  Way  introduced  the  Reverend  M.  Lawrence 
Snow,  Ph.D.,  of  the  Community  United  Methodist  Church 
of  Poughkeepsie,  who  gave  the  invocation.  This  was  fol- 
lowed by  the  National  Anthem.  . . 

REPORT  OF  REFERENCE  COMMITTEE  ON 
CREDENTIALS 

. . . Henry  B.  Marshall,  M.D.,  chairman  of  the  Committee 
on  Credentials,  reported  that  213  delegates  were  registered; 
Secretary  Goldmark  reported  that  a quorum  was  present. 
Speaker  Way  then  declared  the  170th  session  of  the  House 
of  Delegates  open  for  the  transaction  of  business.  . . 

MEMORIAL  TRIBUTE 

■ . . Speaker  Way  read  the  names  of  the  deceased  mem- 
bers of  the  House  of  Delegates  as  follows: 

Bronx  County:  Frederick  W.  Williams , county  del- 
egate 1943  to  1951;  vice-speaker  1952  to  1957;  speaker 
1958. 


Cortland  County:  Fred  A.  Jordan,  county  delegate 
1950. 

Dutchess  County:  Aaron  Sobel,  county  delegate  1918, 
1922,  1927  to  1936,  1938,  1939,  1942, 1944; assistant  trea- 
surer 1937;  vice-president  1940;  John  F.  Rogers,  county 
delegate  1954-1956,  1960-1961,  1963-1965;  Councilor 
1956-1959. 

Erie  County:  Abraham  H.  Aaron,  county  delegate, 
1946,  1947,  1949  to  1954,  and  1957;  vice-president  1958; 
Oscar  J.  Oberkircher,  county  delegate  1955;  Carlton  E. 
Wertz,  county  delegate  1940  to  1943;  councilor  1944  to 
1949;  president-elect  1950;  president  1951. 

Herkimer  County:  H.  Dan  Vickers,  district  delegate 
1947  and  1948. 

Kings  County:  E.  Jefferson  Browder,  county  dele- 
gate 1943,;  section  delegate  1947;  Louis  Pellman,  county 
delegate  1961  to  1973;  Thurman  B.  Givan,  county  dele- 
gate, 1944  to  1948,  1950,  1958;  councilor  1952  to  1956; 
president-elect  1957;  president  1958;  trustee  1962  to 
1966. 

Monroe  County:  Henry  Baker  Crawford,  county 

delegate  1955  and  1956;  Donovan  M.  Jenkins,  county 
delegate  1954  to  1957,  1962,  1963. 


* A verbatim  copy  of  the  proceedings  of  the  House  of  Delegates 
is  on  file  at  the  Headquarters  Office  of  the  Medical  Society  of  the 
State  of  New  York,  420  Lakeville  Road,  Lake  Success,  New  York 
11040. 
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Nassau  County:  E.  Kenneth  Horton,  county  delegate 
1949,  1950, 1953  to  1967;  Reginald  R.  Steen,  county  del- 
egate 1962  to  1970;  Paul  H.  Sullivan,  county  delegate  1956 

to  1973.  • 

New  York  County:  J.  Sydney  Ritter,  section  delegate 
1944;  Edward  F.  Stanton,  county  delegate  1949. 

Onondaga  County:  William  A.  Buecheler,  county 

delegate  1953;  Edward  C.  Hughes,  councilor  1957  to  1966; 
president-elect  1967-1968;  president  1968-1969;  trustee 
1969-1974. 

Ontario  County:  James  S.  Allen,  county  delegate  1945 
and  1946. 

Orange  County:  Harold  F.  Morrison,  district  delegate 

1949. 

Queens  County:  James  R.  Reuling,  county  delegate 
1925, 1927, 1932  to  1939;  assistant  treasurer  1942  to  1946; 
treasurer  1947  to  1950;  trustee  1951  to  1959. 

Saint  Lawrence  County:  William  R.  Carson,  county 
delegate  1962  to  1968. 

Schuyler  County:  Fritz  Landsberg,  county  delegate 

1950,  1953,  1959  to  1970. 

Steuben  County:  Thomas  S.  Cotton,  county  delegate 
1955  to  1973. 

Tioga  County:  George  F.  Pritchard,  county  delegate 
1966  to  1969. 

Westchester  County:  George  C.  Adie,  county  delegate 
1945  to  1948;  councilor  1950  and  1951;  John  N.  Dill, 
county  delegate  1956  to  1971;  William  P.  Reed,  county 
delegate  1956  to  1959. 

. . .The  House  rose  and  stood  for  a moment  of  si- 
lence. . . 

. . . The  following  memorial  resolutions  were  unani- 
mously adopted  by  the  House  . . . 

Resolution  76-49,  John  F.  Rogers,  M.D. 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  Individu- 
al 

Whereas,  Almighty  God  has  seen  fit  to  accept  our  col- 
league and  friend,  John  F.  Rogers,  M.D.;  and 

Whereas,  John  F.  Rogers  was  a leader  among  men,  both 
within  and  outside  the  profession  of  medicine;  and 

Whereas,  He  served  his  patients  as  a compassionate  and 
an  understanding  physician;  and 

Whereas,  He  served  his  fellow  phyicians  as  a County 
Society  President,  Delegate  to  the  Medical  Society  of  the 
State  of  New  York,  and  Council  Member  of  the  State  So- 
ciety; and 

Whereas,  He  served  his  Hospital  as  Department  Chief 
and  Medical  Staff  President;  and 

Whereas,  He  served  his  community  as  a good  citizen 
with  a sense  of  civic  responsibility  by  being  Surgeon  to  the 
Fire  Department,  Secretary  of  the  County  Republican 
Party,  President  of  the  Chamber  of  Commerce,  President 
of  the  Board  of  Health,  Director  of  the  Rotary  Club,  to- 
gether with  active  participation  in  many  other  community 
projects;  and 

Whereas,  He  served  his  Country,  both  in  World  War  I 
as  a Navy  aviator  and  in  World  War  II  as  a Colonel  in  the 
Medical  Corps;  and 

Whereas,  Above  all,  he  served  his  family  as  a loving  and 
responsible  husband  and  father;  therefore  be  it 

Resolved,  That  we,  his  friends  and  colleagues,  thank 
Almighty  God  for  sending  among  us  a man  of  his  stature; 
and  be  it  further 


Resolved,  That  this  resolution  be  spread  upon  the 
Minutes  of  his  beloved  County  Society,  and  be  introduced 
into  the  House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York,  and  that  a copy  be  transmitted  to  his 
wife,  Kathryn  Rogers. 

Resolution  76-87,  Edward  C.  Hughes,  M.D. 
Introduced  by  Onondaga  County  Medical  Society 

Whereas,  Edward  C.  Hughes,  M.D.,  died  in  Syracuse  on 
Saturday,  November  6,  1976;  and 

Whereas,  Dr.  Hughes  is  remembered  for  his  many  years 
of  devoted  service  to  his  community  as  an  obstetrician  and 
gynecologist  in  private  practice  and  in  teaching  as  Professor 
of  Obstetrics  and  Gynecology  at  State  University  of  New 
York  Upstate  Medical  Center  in  Syracuse;  and 

Whereas,  He  was  president  of  the  American  College  of 
Obstetrics  and  Gynecology  and  the  American  Association 
of  Obstetricians  and  Gynecologists;  and 

Whereas,  Dr.  Hughes  was  the  recipient  of  the  Distin- 
guished Alumni  Award  of  Syracuse  University;  and 
Whereas,  He  served  his  profession,  and  will  be  remem- 
bered by  this  House,  as  Councilor,  President,  Trustee,  and 
Delegate  to  the  American  Medical  Association;  therefore 
be  it 

Resolved,  That  this  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  express  its  sorrow  at  the 
loss  of  Edward  C.  Hughes,  M.D.;  and  be  it  further 

Resolved,  That  the  sympathy  of  his  colleagues  in  this 
House  of  Delegates  be  extended  to  his  family  and  that  this 
resolution  be  made  a part  of  the  official  minutes  of  this 
1976  meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York. 

INTRODUCTION  OF  NEW  DELEG  A TES 

. . . Speaker  Way  introduced  the  following  new  delegates 
who  were  applauded  by  the  House: 

County  Delegates: 

John  W.  Abbuhl,  Albany 
Nicholas  Anastasiu,  Schuyler 
Charles  N.  Aswad,  Broome 
Melvin  H.  Becker,  New  York 
Daniel  Berson,  Rockland 
Charles  A.  Bertrand,  Westchester 
William  H.  Bloom,  Suffolk 
William  E.  Brady,  Westchester 
Barry  R.  Buhler,  Oswego 
Stanley  B.  Chapman,  Steuben 
Stephen  R.  Chernay,  Dutchess 
Frank  R.  Collier,  Suffolk 
James  H.  Cosgriff,  Jr.,  Erie 
Alexander  M.  De  la  Garza,  Queens 
Fred  N.  Flatau,  Queens 
Samuel  M.  Gelfand,  Nassau 
John  J.  Giardino,  Erie 
Elizabeth  A.  Goessel,  New  York 
John  P.  Grant,  Jr.,  New  York 
Leo  Arthur  Green,  Queens 
John  C.  Herrman,  Lewis 
Nathaniel  J.  Hurst,  Monroe 
George  Hyams,  New  York 
Robert  0.  Jensen,  Yates 
Bernard  F.  Kalina,  Sullivan 
Eleanor  C.  Kane,  Dutchess 
Stephen  A.  Katz,  Dutchess 
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John  F.  Keegan,  Monroe 
Manuel  F.  Kirschtein,  Bronx 
Dattatraya  G.  Lanjewar,  Bronx 
Alvin  M.  Lashinsky,  Queens 
Michael  N.  Lavacca,  Bronx 
Antonio  V.  Lim,  Cortland 
George  Lim,  Oneida 
Gerald  J.  Lustig,  Richmond 
Ansel  R.  Marks,  Orange 
Verne  M.  Marshall,  Ontario 
Klaus  Mayer,  New  York 
John  Riley  McNulty,  Montgomery 
Joseph  H.  Mintzer,  Saratoga 
Antoine  A.  Nassar,  Orleans 
Neil  F.  O’Donohue,  Chautauqua 
William  O’Dwyer,  Albany 
Barry  P.  Pariser,  Orange 
John  M.  Patrissi,  Bronx 
Andrew  H.  Patterson,  New  York 
Robert  J.  Peartree,  Monroe 
Robert  S.  Perry,  Tompkins 
Joseph  A.  Prezio,  Erie 
John  T.  Prior,  Onondaga 
John  A.  Ramsdell,  Westchester 
Felix  R.  Rosenhain,  Queens 
Paul  B.  Ross,  Queens 
Charles  R.  Salamone,  Monroe 
James  L.  Schiuma,  Kings 
David  A.  Sherman,  Monroe 
Patricia  G.  Squillace,  Nassau 
Seymour  R.  Stall,  Dutchess 
George  H.  Stechel,  Kings 
Stanley  A.  Steckler,  Suffolk 
Frederic  A.  Stone,  Jefferson 
Edward  D.  Sugarman,  Onondaga 
Philip  C.  Suriano,  Bronx 
Marvin  L.  Teich,  Bronx 
Nicholas  P.  Teresi,  Albany 
Alexander  I.  Thomashow,  Kings 
Martin  C.  Ushkow,  Onondaga 
Betty  L.  Voelker,  W’arren 
John  A.  Vosburgh,  Jr.,  Greene 
A.  Burton  White,  Nassau 
District  Delegates 
James  K.  Keeley,  Dutchess 
Paul  W.  Sum,  Cattaraugus 
Section  Delegates 
Robert  J.  Campbell,  III,  New  York 
Edward  W.  Gilmore,  Broome 
Hugo  W.  N.  Mancini,  Kings 
Edward  C.  Sinnott,  Nassau 
John  D.  States,  Monroe 
Jules  W’arren  Toff,  Bronx 
Medical  School  Delegates 
Joseph  Theobald  Doyle,  Albany 
Jose  M.  Ferrer,  Jr.,  New  York 
John  Bernard  Henry,  Onondaga 
Leonard  A.  Katz,  Erie 
W’illiam  Mackler,  Kings 

APPROVAL  OF  MINUTES  OF  1975  MEETING 

. . . The  minutes  of  the  March  and  April  1975  sessions 
were  approved  as  published  in  the  September  1975  issue 
(Volume  75,  Number  11)  of  the  New  York  State  Journal 
of  Medicine. 


REFERENCE  COMMITTEES 
Credentials 

Henry  B.  Marshall,  Chemung,  Chairman 
John  P.  Albanese,  Bronx 
Irwin  J.  Cohen,  New  York 
William  A.  Schwarz,  Richmond 

Reports  of  Officers 

President 

President-Elect 

Secretary 

Treasurer 

Executive  Vice-President 
Board  of  Trustees 
Budget  and  Finance 
New  York  Delegation  to  AM  A 
Jeff  J.  Coletti,  Nassau,  Chairman 
Stephen  W'.  Blatchly,  Tompkins 
William  P.  Clark,  Westchester 
Harold  T.  Golden,  Herkimer 
William  M.  Hewlett,  Queens 

Scientific  Activities,  Publications  and  Miscellaneous 

Journal 

What  Goes  On 

Archives 

Bicentennial 

Convention 

Physicians'  Placement 

General  Insurance 

Membership  Benefits 

District  Branches 

Publications 

Library 

Public  and  Professional  Relations 
Research  and  Planning 
Membership 
Student  Affairs 

New  York  Chapter,  American  Medical  Assistants  Associa- 
tion 

Gerald  J.  Lustig,  Richmond,  Chairman 
Francis  J.  Gilroy,  Broome 
James  A.  Holleran,  Suffolk 
Russel  H.  Patterson,  Jr.,  New  York 
Seymour  R.  Stall,  Dutchess 

Public  Health 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 

Child  Abuse 

Disaster  Medical  Care 

Drug  Abuse 

Emergency  Medicine 

Environmental  Quality 

Health  Manpower 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Rural  Medical  Service 

School  Health 

Leonard  L.  Heimoff,  Bronx,  Chairman 
Stanley  B.  Chapman,  Steuben 
Joseph  R.  Fontanetta,  Kings 
Oma  H.  Price,  New  York 
Boris  A.  Vanadzin,  Rockland 
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Educa  tien 

Continuing  Medical  Education 

Data  Processing  in  Medicine 

Forensic  Medicine 

Health  Manpower 

Medical  School  Relationships 

Quackery 

Robert  C.  Webster,  Monroe,  Chairman 
Katharine  L.  Friedmann,  Westchester 
A.  W.  Martin  Marino,  Jr.,  Kings 
Julius  E.  Stolfi,  Kings 
Theodore  J.  Prowda,  Oneida 
Medical  Services 
Medical  Care  Insurance 

Workmen's  Compensation  and  Occupational  Health 

Socioeconomics 

Health  Systems  Agencies 

Hospital  and  Professional  Relations 

Interspecialty 

Leonard  S.  Weiss,  Orange,  Chairman 
Frank  J.  Bolgan,  Erie 
Franz  L.  Ebstein,  Queens 
John  A.  Finkbeiner,  New  York 
James  K.  Keeley,  Dutchess 
Governmental  Affairs  and  Legal  Matters 
Federal  Legislation 
State  Legislation 
PSRO 
Ethics 

Professional  Medical  Liability  Insurance 
Constitutions  and  Bylaws  (Council  Committee) 


Foundations 
■Judicial  Council 

New  York  State  Association  of  the  Professions 
Supervise  Future  Malpractice  Program 
Robert  J.  O’Connor,  Richmond,  Chairman 
Morton  Kurtz,  Queens 
George  Lim,  Oneida 
Meyer  Texon,  New  York 
Thomas  S.  Bumbalo,  Erie 
Tellers 

Vernal  G.  Cave,  Kings,  Chairman 
Robert  B.  Bryant,  Onondaga 
Joseph  T.  Doyle,  Albany 
Robert  A.  Mayers,  Westchester 
James  R.  Nunn,  Erie 
Sergeant  at  Arms 

Armand  J.  D’Errico,  Fulton,  Chairman 
Bernard  J.  Hartnett,  Cayuga 
David  B.  McDowell,  Clinton 
William  F.  Mitty,  Jr.,  New  York 
Wayne  C.  Templer,  Steuben 

REFERRAL  OF  REPORTS,  SUPPLEMENTARY 
REPORTS,  AND  RESOLUTIONS 

...  On  motion  of  Secretary  Goldmark,  the  reports  and 
supplementary  reports  of  officers,  trustees,  commissions, 
committees,  and  district  branches,  both  published  and 
distributed,  and  resolutions  as  distributed  were  referred 
to  the  appropriate  reference  committees  without  read- 
ing. 


ADDRESSES  TO  THE  HOUSE 


PRESIDENT  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION* 

. . . Speaker  Way  recognized  President  Emerson,  who 
introduced  Richard  E.  Palmer,  M.D.,  President  of  the 
American  Medical  Association,  who  addressed  the  House 
as  follows: 

Dr.  Emerson,  Dr.  Callin,  Mr.  Speaker,  delegates,  ladies 
and  gentlemen,  you  know  I have  the  very  distinct  feeling 
that  I’m  the  last  person  you  want  to  listen  to  at  this  point 
in  time. 

American  medicine  is  faced  with  great  adversity.  In 
recent  history  we  can  trace  that  adversity  back  a few  years, 
and  I think  the  laws  have  caused  our  adverse  situation  such 
as  when,  during  the  clinical  session  in  Portland,  we  had  the 
misfortune  perhaps,  certainly  the  unpleasantness,  of  telling 
the  House  of  Delegates  that  we  needed  a dues  increase  of 
$90  a year.  The  fact  was  that  we  were  broke.  We  had 
borrowed  $3  million.  We  had  borrowed  $1  million  a month 
just  to  pay  our  payroll.  The  House  at  that  time  said  no 
dues  increase,  but  they  did  grant  a $60  assessment.  I’m 
pleased  at  this  time  to  report  to  you  that  that  assessment 
has  been  paid  by  virtually  every  physician  who  was  a 
member  of  the  American  Medical  Association;  just  a few 
thousand  have  not  paid  that  $60.  From  that  money  we 


raised  $9  million  and  promptly  paid  back  the  banks  in  short 
term  notes  of  $3  million.  You  may  wonder  why  an  orga- 
nization can  find  itself  in  these  straits.  I think  it  is  very 
simple  if  you  stop  and  look  at  the  times.  You  remember 
that  wage  price  controls  had  been  on,  that  we  were  in 
double-digit  inflation,  that  your  stock  portfolios  took  a dive 
as  did  the  American  Medical  Association’s.  The  cost  of 
printing  alone  rose  about  33%  to  35%,  and  the  budget  for 
printing  by  the  American  Medical  Association  at  that  time 
was  $15  million.  We  had  1,034  employees.  We  tightened 
our  belts.  We  cut  that  number  down  to  slightly  over  800 
but  all  functions  were  carried  out  with  existing  staff,  not 
as  well  as  we  would  like  to  see  it  being  done,  but  it  was  done 
nevertheless. 

Following  that,  the  American  Medical  Association  be- 
came a lot  leaner  but  a lot  stronger.  Because  when  we 
came  back  to  Atlantic  City  for  the  annual  meeting  a special 
committee,  appointed  by  the  speaker,  reported  to  the 
House  that  indeed  the  American  Medical  Association  had 
been  prudently  run,  and  that  indeed  additional  monies 
were  necessary  to  carry  out  the  mission  of  American 
medicine.  By  that  report  they  recommended  that  dues  be 
raised  from  $1 10  to  $278.  In  the  meantime,  the  House  of 
Delegates  had  come  back  and  recommended  that  dues  be 
raised  to  $250.  Well,  needless  to  say,  the  House  took  the 
lower  figure,  and  when  that  vote  was  taken  I knew  then  that 


* I)r.  Palmer  addressed  the  House  at  the  Tuesday  afternoon 
session. 
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American  medicine  was  strong,  and  would  remain  strong, 
because  I saw  a reaffirmation  of  faith.  I saw  those  dele- 
gates stand  up  and  applaude  the  action  that  they  had 
taken.  They  gave  themselves  a sustained  round  of  ap- 
plause, and  it  was  richly  deserved. 

Shakespeare  said,  "The  sweeter  the  uses  of  adversity,” 
and  I think  we  have  made  sweet  use  of  adversity.  We  have 
been  plagued  with  countless  probes  in  recent  months,  re- 
cent years.  It  was  only  in  February  of  this  past  year  that 
your  newspaper  of  record  on  successive  days  carried  front 
page  stories  on  unnecessary  surgery  and  drug  abuse.  You 
know  that  we  prepared  a forty-three  page  critique  and  gave 
it  to  that  newspaper  of  record  and  asked  them  to  redraft 
that  story  and  publish  the  truth.  Of  course,  what  they 
published  was  not  the  truth.  What  they  published  was 
based  on  erroneous  information.  That  newspaper  of  rec- 
ord has  yet  to  retract  a single  word  of  that  story. 

This  morning  1 picked  up  the  New  York  Times,  and 
there  three  stories  about  medicine.  One,  Social  Security 
had  released  twenty-five  hundred  names  of  physicians  or 
providers  around  the  country.  I do  not  know  whether  they 
were  all  physicians.  They  probably  were  not ....  who  had 
received  over  $100,000  in  the  last  year  in  Medicaid  funds. 
Another  story  was  about  nursing  homes’  refusing  to  take 
Medicaid  patients  because  of  the  lower  feesfhat  the  State 
has  put  forth.  A third  story  having  to  do  with  psychiatric 
patients’  and  Medicaid  patients’,  leaving  the  hospital  over 
the  weekend.  All  of  these  are  hurting  us,  and  then  you 
recall  of  course  the  stories  that  came  out  of  Senator  Frank 
E.  Moss’s  subcommittee  relative  to  Medicaid  mills.  Sen- 
ator Moss  was  one  of  those  who  was  defeated  last  week,  but 
the  fact  remains  that  irreparable  damage  was  done. 

You  know  that  when  physicians  engage  in  crooked  ac- 
tivities and  are  involved  in  fraud  or  drug  abuse,  it  is  our  job 
to  get  rid  of  the  rascals.  We  do  not  want  them. 

We  firmly  believe  this.  We  have  model  legislation  on 
the  sick  doctor,  the  impaired  physician  I hope  it  is  en- 
acted in  every  state.  I would  like  to  see  the  state  boards 
of  medical  examiners  have  the  power  to  remove  a license 
and  make  it  stick. 

In  the  128th  year  of  our  existence,  we  went  to  the  Federal 
courts  last  year  over  the  published  utilization  review  reg- 
ulations. We  went  to  the  courts  because  we  felt  that  these 
regulations  were  unconstitutional  and  may  deprive  our 
patients  of  their  rights,  and  Judge  Julius  Hoffman  who 
attained  great  fame  when  he  tried  the  infamous  Chicago 
Seven  listened  to  our  pleas.  And  he  agreed.  He  said,  in 
his  decision,  that  if  these  regulations  were  enacted  per- 
ceptible harm  could  accrue  to  patients  who  were  poor, 
because  the  regulations  applied  only  to  Medicaid,  Medi- 
care, and  those  over  65.  It  would  apply  only  to  a group 
which  the  government  had  contracted  to  take  care  of,  and 
had  copped  out  on.  The  government  appealed  that  case. 

It  went  to  the  Federal  Court  of  Appeals,  and  the  Federal 
Court  of  Appeals  sustained  Judge  Hoffman.  I think  we 
have  reason  to  rejoice  in  this  because  here  we  see  positive 
proof  for  the  first  time  in  a long  time  of  our  system  of 
checks  and  balances  where  the  Congress  passed  a law,  the 
Executive  branch  wrote  the  regulations  and  were  about  to 
enforce  them,  and  the  judiciary  said  no,  you  cannot  do 
that. 

We  are  going  to  court  again  regarding  the  maximum  al- 
lowable cost  of  drugs,  because  here  again  the  government 
is  interested  not  in  quality  medical  care,  but  in  cost.  They 
say  you  get  the  cheapest  drug  by  the  same  name  irrespec- 
tive of  the  quality  control  that  is  so  necessary.  We  asked 


the  Secretary  of  Health,  Education  and  Welfare  to  provide 
us  with  his  information  relative  to  buyer  availability,  the 
bioequivalents  and  the  therapeutic  equivalents.  The  then 
Secretary  Weinberger  said  yes,  you  can  have  that,  but  we 
never  got  it.  We  never  got  it,  because  they  do  not  have  it, 
and  when  that  case  is  heard  our  lawyer  thinks  that  we  will 
again  prevail. 

The  Federal  Trade  Commission  came  out  only  recently 
and  said,  you  are  in  restraint  of  trade  in  that  you  will  not 
under  your  principles  of  medical  ethics  permit  advertising. 
Well,  let  me  tell  you  nothing  could  be  further  from  the 
truth,  because  those  principles  of  medical  ethics  do  not 
proscribe  advertising.  As  a matter  of  fact,  each  and  every 
one  of  us  advertises.  We  are  listed  in  the  yellow  pages  of 
the  phone  book.  When  we  get  a new  associate,  we  send  out 
a dignified  announcement.  We  use  a calling  card.  Our 
names  can  be  published  in  any  dignified  directory.  So  that 
we  do  not  have  a ban  against  advertising  but  we  do  pro- 
scribe the  solicitation  of  patients.  This  is  not  profession- 
alism. This  is  a throw  back  to  the  snake  oil  doctor.  This 
is  hucksterism  in  its  worse  form. 

Then  the  Federal  Trade  Commission  came  out  and  ac- 
cused us  of  restriction  or  restraint  of  trade  because  they 
maintained  that  we  control  medical  education,  that  we 
control  admissions  to  medical  schools,  that  we  control  the 
numbers  admitted,  that  we  control  the  paramedics  because 
we  define  their  activities.  Well,  I will  tell  you,  there  are 
many  of  us  in  this  room  who  wish  we  did  control  the  med- 
ical schools  because  then  we  would  get  our  children  in. 

Well,  we  are  going  to  go  to  court  on  these  issues.  In  fact 
we  are  in  the  courts  already  on  them.  When  you  fool  with 
a regulatory  agency,  you  have  to  go  through  administrative 
remedies  first.  We  have  been  through  some  of  these  ad- 
ministrative remedies.  Our  next  step  will  be  into  the 
Federal  court  system,  and  again  our  lawyers  tell  us  that  we 
have  a pretty  good  chance.  We  think  we  have  an  excellent 
chance. 

You  know,  it  was  only  last  week  during  the  chiropractors’ 
suits  that  the  chiropractors  said  that  we  will  not  cooperate 
with  them.  They  say  we  will  not  allow  them  to  bring  pa- 
tients into  our  hospitals.  They  say  we  will  not  allow  them 
on  our  medical  staffs  in  hospitals.  They  say  there  is  no 
common  lexicon  between  chiropractors  and  medicine,  and 
they’re  right.  We  do  not  want  them  in  the  hospitals.  We 
do  not  want  to  cooperate  with  them.  They  are  charlatans 
of  the  first  order.  We  will  fight  this  because  it  is  a crime 
to  turn  the  American  people  over  to  charlatans. 

I was  out  in  South  Dakota  recently,  a little  state  with  515 
doctors.  They  have  within  their  state  484  members  of  the 
American  Medical  Association.  They  have  275  members 
of  the  State  PAC.  They  have  175  members  who  are  sus- 
taining members  wearing  the  little  tricolor  99  plus  which 
indicates  you  have  given  $100  or  more  to  AMPAC.  I was 
interested  as  to  why  there  was  such  a response.  It  was 
readily  apparent.  There  are  50  chiropractors  in  that  state, 
and  every  year  when  the  state  legislature  meets  the  chiro- 
practors are  called  upon  to  give  $1,000  apiece  and  they  do 
it.  They  go  in  there  with  awards  up  to  $50,000  in  every 
session,  and  I arn  going  to  tell  you  too  that  they  frequently 
prevail.  I think,  if  you  do  not  know,  you  should  know  that 
the  American  Medical  Association  is  unequivocably  too 
much  involved  in  partisan  political  medicine,  and  we  plan 
to  stay  involved  in  it. 

The  PAC  movement  this  year  raised  in  the  neighborhood 
of  $3  million,  and  every  penny  of  that  money  was  spent  in 
an  attempt  to  defeat  our  enemies  and  elect  our  friends. 
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This  is  absolutely  essent  ial  if  we  are  to  survive  as  an  hon- 
ored profession.  Look  what  Congress  is  doing  with  legis- 
lation enacted  and  legislation  proposed.  Look  what  they 
have  tried  to  do  to  help  manpower.  Look  what  they  are 
doing  with  the  bill  that  Senator  Herman  E.  Talmage  has 
proposed  in  the  Senate.  Here  is  a bill  which  initially  os- 
tensibly is  going  to  affect  only  the  radiologists,  the  pa- 
thologists, the  anesthesiologists  but  ultimately  it  is  going 
to  affect  the  physiatrist,  the  electroencephalographers,  and 
the  electrocartiographers.  It  is  going  to  affect  everyone 
who  has  a hospital  affiliation.  This  bill  is  designed  to 
control  the  course  of  Medicare  and  Medicaid,  primarily  the 
latter. 

Senator  Talmage,  in  his  speech  before  the  United  States 
Senate,  pointed  out  that  last  year  the  Medicaid  bill  and  the 
Medicare  bill  to  the  United  States  government  was  $33 
billion.  He  said  at  that  time  that  this  program  could  ab- 
sorb every  dollar  that  the  Federal  government  put  in;  that 
it  was  a bottomless  pit.  He  has  a couple  of  hookers  in 
there.  One,  if  you  take  so  much  as  one  single  solitary  as- 
signment, you  take  all  assignments  from  then  on  with  no 
choice.  Well,  the  bill  has  a lot  more  in  it.  We  will  not  go 
into  it  at  this  time,  but  I think  you  should  look  at  the  events 
of  the  past  week,  and  look  at  the  health  plank  of  the 
Democratic  platform  and  listen  and  read  the  statements 
that  have  been  issued  by  people  close  to  Governor  Carter. 
The  indication  is  that  as  soon  as  possible  there  will  be  a 
national  health  service.  I am  not  saying  national  health 
insurance.  I am  speaking  of  the  full  bag,  the  British  type, 
the  Swedish  type,  of  national  health  services.  I do  not 
think  it  will  happen  immediately  for  the  very  simple  reason 
that  this  country  cannot  afford  it.  Right  now,  the  health 
bill  is  taking  up  8.3%  of  the  gross  national  product.  The 
bill  is  pretty  close  to  $140  billion  a year,  and  good  heavens 
our  defense  budget  is  less  than  $100  billion.  You  know  we 
never  had  $100  billion  budget  in  this  country  until  about 
six  years  ago;  health  alone  almost  $140  billion.  If  that  is 
absorbed  by  the  Federal  government,  there  is  no  way  that 
the  American  people  can  pay  the  taxes.  They  would  be 
doubled.  The  Director  of  Budget  Management  announced 
just  recently  that  if  even  six  of  the  programs  that  Carter 
has  recommended,  including  health  care,  were  enacted  it 
would  necessitate  a 1978  tax  increase  of  100%. 

Well,  I think  that  the  hour  is  late.  We  could  go  on  for 
a lengthy  period  of  time.  I appreciate  the  courtesy  at  this 
late  hour  that  you  have  shown  me.  I wish  you  God’s  speed 
and  good  luck  with  the  remainder  of  your  deliberations. 
Thank  you. 

. . . The  House  rose  and  applauded  as  Dr.  Palmer  left  the 
podium  . . . 


PRESIDENT-ELECT* 

. . . President  Emerson  recognized  George  L.  Collins,  Jr., 
M.D.,  President-Elect,  who  addressed  the  House  as  fol- 
lows: 

Mr.  Speaker,  Dr.  Emerson,  fellow  officers,  members  of 
this  House,  and  guests.  In  the  last  20  months,  I have 
served  an  apprenticeship  under  one  of  the  most  dedicated, 
hardworking  presidents  this  Society  has  ever  had  the  good 


fortune  to  serve.  Dr.  Emerson,  I hope  I learned  my  lessons 
well.  During  that  period,  I have  had  plenty  of  time  to  mull 
over  the  multitude  of  problems  that  organized  medicine 
faces  these  days. 

Someone,  I cannot  recall  who  it  was,  said  something  to 
the  effect  that  the  value  of  the  study  of  history  is  that  if  one 
knows  where  one  has  been,  one  may  more  easily  determine 
where  one  is  going.  There  is  something  to  be  said  for  that, 
and  I would  like  to  discuss  with  you  today  some  of  my  ideas 
as  to  how  you  and  I in  organized  medicine  arrived  at  where 
we  are  today  and  just  where  that  is.  If  we  can  identify  that, 
perhaps  we  will  be  better  able  to  know  in  what  direction  we 
should  move  in  the  future. 

Almost  150  years  ago,  the  citizens  of  this  State  came  to 
the  conclusion  that  every  young  person  was  entitled  to  an 
education  and  that  it  is  the  duty  of  our  government  to 
provide  it.  At  the  present  time,  education  through  high 
school  level  is  freely  provided.  Over  the  years,  not  many 
of  us  have  quarreled  with  this  concept. 

It  was  not  until  many  years  later  that  our  people  em- 
braced the  concept  that  health  care  is  a basic  human  right 
and  that  that  right  is  one  which  our  government  must  see 
is  honored  in  one  way  or  another. 

Prior  to  these  concepts  in  education,  young  people  were 
educated  privately  at  home  by  their  parents  or  in  private 
institutions  by  tutors.  In  medicine  patients  obtained  their 
care  by  paying  doctors  as  independent  practitioners  for 
their  services.  They  did  the  same  to  hospitals.  It  was  not 
until  about  35  or  40  years  ago  that  this  arrangement  began 
to  change.  In  the  late  ’30s  and  ’40s  private  insurance 
companies  and  blue  plans  made  their  appearance.  With 
the  advent  of  these  plans,  which  in  many  instances  were 
funded  by  employers,  the  door  was  open  to  unlimited  ac- 
cess to  the  medical  care  system.  This,  in  effect,  removed 
the  usual  marketplace  factors  from  control  over  utilization 
of  the  system. 

Within  the  next  few  years  this  approach  was  broadened 
with  the  arrival  on  the  medical  scene  of  care  for  veterans 
and  for  the  dependents  of  military  personnel.  Following 
soon  after  came  Medicare  and  Medicaid;  and  as  a result, 
an  overwhelming  proportion  of  the  people  in  this  country 
are  now  covered  by  one  of  these  modalities. 

Private  plans,  blue  plans,  glove  government  plans  all 
share  the  common  feature  of  being  weekly  influenced  by 
marketplace  restraints.  In  the  case  of  private  and  blue 
plans,  as  utilization  and  costs  due  to  increasingly  sophis- 
ticated costly  methods  of  diagnosis  and  treatment  continue 
to  rise,  the  carriers  simply  apply  for  premium  increases  and 
these  are  granted,  if  sometimes  begrudgingly.  In  the  case 
of  government  plans,  the  legislators  who  are  committed  to 
the  concepts  embodied  in  these  schemes  and  who  also, 
theoretically  at  least,  represent  the  peoples’  wishes  have 
little  choice  but  to  provide  more  budget  dollars. 

This  chain  of  events  has  created  an  open-ended  medical 
care  system,  the  total  cost  of  which  has  risen  in  the  ten 
years  between  1965  and  '75  from  $38.9  billion  to  $118.5 
billion  and  will  probably  approach  the  figure  of  $130  billion 
this  year  as  Dr.  Palmer  pointed  out  to  us.  This  represents 
a 300  per  cent  increase  in  ten  years.  The  proportion  of  the 
gross  national  product  spent  on  health  during  the  same 
period  has  risen  from  5.9  per  cent  to  8.3  per  cent. 


* Dr.  Collins  addressed  the  House  on  Thursday  morning  during 
the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New 
York. 
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I might  parenthetically  add  here  that  of  the  $2.3  billion 
expended  in  this  State  last  year  on  Medicaid  only  5.6  per 
cent  of  that  was  expended  for  doctors’  fees.  That  is  a point 
I wish  the  press  would  pick  up.  I sort  of  doubt  they  will, 
however.  It  might  confuse  the  public. 

While  we  are  on  the  subject,  I would  like  to  know  what 
the  administrative  costs  of  Medicare  are.  I will  bet  they 
are  greater  than  5.6  per  cent.  But  we  are  told  that  the 
accounting  system  in  the  State  is  such  that  this  figure 
cannot  he  retrieved.  Many  of  us  in  this  House  served  in 
World  War  11,  and  I think  we  will  recall  the  word  snafu  and 
we  will  remember  what  it  stood  for. 

The  majority  of  the  American  people  now  have  a credit 
card  to  pay  for  their  medical  care.  The  difference  between 
that  credit  card  and  the  ordinary  credit  card  is  that  they 
do  not  have  to  pay  the  credit  company  at  the  end  of  the 
month;  and.  therefore,  they  use  the  card  without  re- 
straint. 

Faced  with  rapidly  escalating  costs  with  no  evidence  of 
the  cost  cresting.  Federal  and  State  legislators  are  now 
realizing  that  it  is  both  politically  and  mathematically 
impossible  to  do  all  that  is  medically  and  scientifically 
possible  for  everyone  everywhere.  As  a physician  and  a 
former  Congressman,  William  Roy  has  pointed  «it  that 
four  prominent  forces  cause  the  medical  system  to  be 
characterized  by  him  as  a vast  vacuum  cleaner  that  sucks 
up  all  the  dollars  made  available  to  it. 

These  factors  are,  first,  the  expectation  of  patients; 
second,  the  scientific  and  technological  revolution;  third, 
the  physician  ethic  that  he  must  provide  all  health  care  for 
each  of  his  patients;  and  fourth,  and  most  important,  the 
openended  third  party  payment  system.  Faced  with  this 
dilemma,  the  legislators  and  health  planners  are  at- 
tempting to  cope  with  the  situation  by  arbitrarily  imposing 
restrictions  on  the  system  to  replace  the  marketplace  fac- 
tors no  longer  operative. 

Though  this  may  be  an  overly  simplistic  and  brief 
analysis,  this  is  about  where  we  stand  today  in  terms  of  our 
health  care  delivery  system. 

Over  the  past  20  months,  I have  seen  a great  deal  of 
business  come  across  the  Council  table.  It  impresses  me. 
that  almost  all  of  these  matters  have  been  related  in  one 
way  or  another  to  the  problems  we  have  just  been  talking 
about  or  to  the  responsibility  of  government  to  see  that  the 
services  for  which  it  provides  funds  are  of  good  quality. 

Even  the  obscene  malpractice  mess  is  related  to  the  cost 
of  medical  care.  The  AMA  has  recently  come  out  with 
Figures  indicating  that  8 per  cent  of  doctors’  fees  are  charged 
to  cover  the  cost  of  malpractice  insurance. 

Continuing  medical  education,  PSRO,  and  the  clamor 
for  relicensure  are  related  to  the  fact  that  government 
wants  the  service  it  provides  to  be  of  the  highest  possible 
quality  and  at  the  lowest  possible  cost.  Utilization  review 
is  designed  to  contain  costs,  so  is  Chapter  76  in  the  laws  of 
New  York  State.  As  you  know,  the  intent  of  Chapter  76 
is  to  limit  hospital  stays,  postpone  elective  surgery,  and 
introduce  the  concept  of  mandatory  second  opinions  on 
surgical  procedures;  all  of  these  to  reduce  costs. 

Health  Systems  Agencies  are  other  systems  to  attempt 
to  contain  costs.  They  should  also  suggest  a more  work- 
able plan  for  the  delivery  of  health  care  on  a regional 
basis. 

I cannot  quarrel  with  these  things,  by  the  way.  I am  in 
favor  of  HSAs.  I very  strongly  support  them,  if  75  per  cent 
of  the  members  of  the  HSAs  could  be  practicing  physi- 
cians. 


Unfortunately,  these  agencies  are  dominated  by  lay 
people  rather  than  health  professionals  who  spent  their 
entire  productive  lives  providing  medical  care  and  who  are 
most  familiar  with  the  problems  and,  therefore,  best 
equipped  to  find  solutions  to  them. 

1 can  go  on  and  on  mentioning  other  problems  that  have 
been  of  concern  to  the  medical  profession  and  to  the 
Council,  but  by  far  the  greatest  number  of  these  are  related 
to  the  basic  problem  that  I outlined  for  you  at  the  begin- 
ning of  this  talk.  Where  do  we  go  from  here?  I’m  not  sure 
I can  answer  that  question  for  you — George  Way  has  lim- 
ited me  to  15  minutes.  But  there  are  some  things  that  we 
must  do  if  as  representatives  of  organized  medicine  we  are 
to  play  a responsible  role  in  cleaning  up  the  mess  in  which 
the  national  health  care  system  finds  itself  today. 

It  is  our  responsibility  to  see  that  any  restructuring 
makes  high  quality  care  available  to  all  at  a cost  that  is 
affordable  while  at  the  same  time  preserving  the  concept 
of  fee  for  service.  Only  by  some  method  of  preserving  the 
latter  can  we  perpetuate  the  traditional  doctor/patient 
relationship. 

A university  has  been  defined  as  Mark  Hopkins  sitting 
at  one  end  of  a log  and  a student  sitting  at  the  other.  A 
person  who  has  not  sat  across  the  desk  from  a patient  or  sat 
at  the  bedside  of  a patient  can  never  understand  how  es- 
sential is  the  doctor/patient  relationship  to  quality  medical 
care.  It  is  the  very  essence  of  it  That  relationship  should 
never  be  tampered  with,  especially  by  those  who  do  not 
understand  it. 

A method  must  also  be  found  which  places  some  re- 
straint on  the  uncontrolled  utilization  of  health  services. 
This  can  only  be  achieved  by  having  a majority  of  patients 
at  least  be  partially  responsible  for  their  own  medical 
costs. 

We  as  health  professionals  must  have  major  input  into 
the  process  of  restructuring  this  system  if  we  are  to  carry 
out  the  purposes  to  which  this  Society  is  dedicated.  There 
is  no  question  that  we  have  the  expertise  in  this  area. 
There  is  no  lack  of  leadership,  no  lack  of  ability  to  carry  out 
the  job.  The  organization  is  there.  However,  we  cannot 
be  effective  if  we  do  not  have  the  total  support  of  the  pro- 
fession and  if  we  do  not  have  strong  financial  resources. 

By  this  I do  not  mean  dues  increases  or  assessments.  I 
mean  that  each  and  every  physician  in  this  State,  whether 
he  be  an  independent  practitioner,  a full  time  teacher,  or 
researcher,  or  a doctor  in  industry,  he  should  be  a member 
of  this  Society — a loyal  and  dues-paving  member.  If  that 
were  the  case,  we  would  have  the  moral  and  financial 
support  of  the  entire  profession  and  we  would  have  suffi- 
cient funds  to  carry  out  our  essential  program  without  in- 
creases in  dues. 

Each  physician  must  be  a member  not  only  of  his  county 
and  state  societies  but  he  must  also  be  a member  of  the 
AMA.  Many  of  the  problems  we  have  been  talking  about 
today  can  only  be  addressed  at  a National  level.  Others 
are  best  handled  at  a State  or  local  level.  We  must  be 
strong  at  all  levels  if  we  are  to  be  effective,  and  that  means 
membership  in  the  county,  state  societies  and  the  AMA. 

At  a time  when  we  need  unity  in  the  profession  most,  it 
is  very  discouraging  to  examine  some  of  the  figures  and 
participation  in  these  organizations  by  the  doctors  in  New 
York  State.  Comparing  the  years  1974  and  1976,  we  can 
note  an  increasing  number  of  licensed  physicians  living  in 
this  State.  In  1974  this  figure  was  39,509.  In  1976  it  was 
40,442.  27,638,  including  life  members,  were  members  of 
this  Society  in  1974.  Despite  an  increasing  total  number 
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of  physicians,  by  1976  the  membership  had  fallen  to  25,361. 
Life  members  had  increased  from  3,581  to  3,935,  thus  de- 
creasing the  total  number  of  dues  paying  members  by  an- 
other 354.  The  total  falloff  has  been  2,631  physicians  over 
those  two  years. 

The  AMA  membership  statistics  are  even  more  dis- 
couraging. In  1974, 14,137  of  our  members  were  also  AMA 
members.  In  1976  this  figure  had  fallen  to  9,702  members, 
a loss  over  the  two  years  of  4,435  members.  Of  the  50 
states,  we  and  another  are  the  only  two  whose  membership 
in  the  AMA  has  fallen  during  the  last  year. 

Doctors  sometimes  ask,  “-What  does  the  AMA  do  for 
me?”  Let  me  try  to  answer  that  question  by  posing  an- 
other question — where  would  we  be  if  there  were  no  AMA? 
We  would  have  utilization  review  regulations  promulgated 
by  HEW.  We  would  have  Federal  control  over  the  number 
and  kinds  of  residencies  available.  We  would  have  no 
Keogh  legislation.  We  would  have  a Federal  program  of 
national  standards  for  model  state  laws  for  licensure  and 
relicensure  of  physicians.  We  would  have  forced  loans 
requiring  students  to  repay  the  Federal  government  capi- 
tation allowance  given  to  medical  schools.  A medical 
school  would  be  required  to  set  a certain  percentage  of  its 
enrollment  for  National  Health  Service  Corps  scholarships 
requiring  service  in  physician  shortage  areas. 

I could  go  on  and  on  about  what  the  AMA  has  done  for 
us,  but  let  me  say  something  about  our  own  Society. 
Among  our  many  other  accomplishments,  we  have  formed 
under  Dr.  Emerson’s  guidance  our  own  insurance  company. 
Without  it,  we  would  be  paying  even  more  excessive  pre- 
miums than  we  are  now. 

One  of  the  things  that  bothers  me  the  most  is  the  fact 
that  only  half  the  physicians  in  this  State  have  contributed 
to  our  efforts  by  being  dues  paying  members  of  the  State 
Society,  while  the  other  half,  who  are  not,  are  getting  a free 
ride.  Only  one  out  of  five  physicians  in  this  State  is  a 
member  of  the  AMA.  The  other  four  enjoy  the  benefits 
of  the  AMA’s  activities  without  contributing  one  cent  in 
dues  or  personal  effort.  The  very  individuals  who  are 
reaping  these  rewards  not  only  do  not  pay  their  share,  they 
continually  criticize  organized  medicine  for  not  doing 
more. 

Others  suggest  that  the  functions  which  county,  state, 
and  national  organizations  now  perform  could  be  better 
handled  by  our  specialty  societies.  How,  I ask  you,  could 
25  or  30  separate  organizations  possibly  deal  with  2,500  or 
more  health  related  bills  presented  during  every  year  in  the 
Congress,  to  say  nothing  of  200  or  300  more  in  the  legisla- 
tures of  50  different  states?  Spokesmen  for  organized 
medicine  testified  41  times  on  various  bills  and  hearings 
in  Washington  alone.  How  could  these  committees  pos- 
sibly deal  with  25  or  30  specialty  societies? 

1 believe  that  a medical  practitioner  is  a doctor  first  and 
a specialist  second.  We  have  had  far  too  much  bickering 
between  surgeons  and  internists,  internists  and  family 
practitioners,  surgeons  and  plastic  surgeons.  We  must 
maintain  our  unified  large  strong  organization  of  doctors 
to  effectively  speak  and  represent  the  medical  profes- 
sion. 

Our  own  James  Blake,  past-president  of  this  Society  and 
now  a trustee  of  the  AMA,  has  recently  returned  from 
England  where  he  took  part  in  an  exhaustive  AMA  spon- 
sored study  of  the  national  health  service  in  Britain.  He 
asked  some  of  our  British  colleagues  what  is  the  most  im- 
portant thing  we  should  do  or  we  should  avoid  doing  to 
prevent  a system  so  catastrophic  as  theirs  from  being  im- 


posed on  the  American  people.  Their  advice  was  not  to 
allow  organized  medicine  in  our  country  to  become  frag- 
mented as  it  had  in  theirs  by  bickering  and  narrow-minded 
self-interests  of  various  groups  within  medicine  such  as  the 
Royal  College  of  Surgeons  and  the  Royal  College  of  Phy- 
sicians and  others.  It  was  their  feeling  that  if  this  frag- 
mentation had  not  existed  in  Britain  and  the  British 
Medical  Association  had  been  able  to  speak  with  a strong 
and  unified  voice  the  monster  which  we  know  as  the  na- 
tional health  service  in  Britain  would  never  have  come  into 
being.  I expect  that,  as  in  the  past,  the  various  specialty 
societies  will  continue  to  play  a major  role  in  our  deliber- 
ations and  activities  through  the  interspecialty  committees 
and  through  the  specialties  sections  at  State  and  national 
levels. 

We  all  hear  that  the  level  of  dues  is  a factor  in  the  dis- 
appointing membership  figures.  I ask  you,  cannot  a 
physician  who  works  for  the  first  six  months  of  each  year 
to  pay  Federal,  State,  and  local  taxes  mostly  for  govern- 
ment programs  which  he  neither  wants  nor  needs  afford 
to  work  just  one  day  to  belong  to  his  medical  society? 
More  important,  can  he  afford  not  to? 

I intend  during  the  next  year  to  do  all  that  I can  do  to  see 
that  the  membership  in  the  county,  State  and  American 
Medical  Associations  is  increased.  I feel  strongly  at  this 
time  that  falling  membership  is  really  our  most  pressing 
problem. 

With  a new  president  in  the  White  House  dedicated  to 
the  concept  of  national  health  insurance  and  with  an 
overwhelming  majority  of  the  House  and  Senate  members 
of  his  own  party,  the  private  practice  of  medicine  is  in 
jeopardy  in  this  country  as  it  never  has  been  before.  At  a 
time  of  crisis  such  as  this,  we  can  no  longer  effectively  op- 
erate without  the  moral  and  financial  support  of  every 
physician  in  this  State — and  for  that  matter,  in  this  Na- 
tion. 

I have  some  strong  opinions  as  to  how  our  membership 
can  be  increased.  As  I see  it,  any  drive  for  new  members 
must  be  a local  effort  done  at  a local  society  level.  In  some 
of  our  larger  counties,  perhaps  this  might  be  exerted  at  a 
hospital  staff  level.  Just  as  in  a political  party’s  prepara- 
tion for  an  election  campaign  or  in  a fund  raising  effort, 
convincing  the  perspective  member  to  join  our  organization 
must  be  done  on  a person-to-person,  eyeball-to-eyeball 
basis.  I hope  all  of  you  will  return  to  your  respective  local 
societies  and  encourage  membership  drives,  these  to  in- 
clude AMA  membership. 

I intend  to  beef-up  and  activate  our  State  Membership 
Committee  and  see  that  it  becomes  one  of  our  most  active 
committees,  if  not  the  most  active.  At  a local  level  you  will 
be  bombarded  with  letters  and  other  materials  to  stimulate 
you  and  aid  you  in  such  efforts.  I believe  with  our  com- 
puter capabilities,  we  will  be  able  to  locate  and  write  to  all 
non  member  licensed  physicians  in  this  State  encouraging 
them  to  join  our  Society.  News  of  New  York  and  Ad  Rem 
will  devote  large  amounts  of  space  to  this  campaign.  In 
speaking  around  the  State,  many  of  my  remarks  will  be  on 
this  subject. 

As  the  experienced  old  priest  said  to  the  young  one  when 
they  were  discussing  sermons,  “Not  many  converts  are 
made  after  the  first  15  minutes.”  My  goal  and  my  hope  is 
that  at  the  end  of  next  year  the  Medical  Society  of  the  State 
of  New  York  will  be  a larger,  stronger,  more  united,  more 
militant,  and  more  financially  sound  society  than  it  is 
today. 

I hope  many  more  of  our  members  will  become  members 
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of  the  AM  A.  It  is  only  with  your  dedication,  your  enthu- 
siasm, and  your  hard  work  that  we  can,  working  together, 
reach  this  goal. 

Thank  you  very  much. 

. . . The  House  rose  and  applauded  as  Dr.  Collins  left  the 
podium  . . . 


PHYSICIANS'  HOME* 

. . . Speaker  Way  recognized  Hilton  H.  Stothers,  M.D., 
President  of  Physicians’  Home,  who  addressed  the  House 
as  follows: 

Dr.  Way  and  Delegates,  thank  you  again  for  giving  the 
Physicians'  Home  the  privilege  of  presenting  its  annual 
report  to  the  House  of  Delegates.  This  organization,  as 
most  of  you  know,  was  formed  in  1919  for  the  purpose  of 
providing  aid  to  indigent  physicians  of  New  York  State  and 
their  dependents.  It  was  never  a physical  home  as  origi- 
nally planned,  but  it  is  a charitable  fund  assisting  the 
beneficiaries  in  their  own  familiar  surroundings,  and  has 
functioned  in  this  manner  continuously  since  its  founding. 
It  has  always  been  an  institution  of  physicians  to  help  less 
fortunate  physicians.  Administrative  expenses  have  been 
held  to  a minimum.  The  officers,  trustees,  and  directors 
receive  no  financial  remuneration.  In  the  last  fiscal  year 
ended  September  30  1976,  we  extended  help  to  96  persons, 
22  doctors,  9 wives,  41  widows  and  24  dependents  of  phy- 
sicians. The  amount  of  aid  was  $175,650  as  compared  with 
$173,600  distributed  in  the  previous  year.  The  income 
from  contributions  from  all  sources  during  the  year  was 
$135,200,  a significant  increase  over  the  $107,700  collected 
the  year  before.  This  favorable  response  reduced  our 
annual  deficit  from  $65,900  to  $40,400,  a gap  however 
which  must  be  made  up  from  the  general  reserve  fund 
created  by  legacies  and  income  from  the  corporation’s 
capital  investment.  We  hope  this  income  growth  may 
point  to  a reversal  of  the  trend  in  recent  years  for  deficit 
operating.  It  is  unthinkable  that  the  Physicians’  Home 
would  ever  be  compelled  to  curtail  its  philanthropy  for  lack 
of  adequate  resources.  Membership  contributions  of 
$25.00  or  more  received  annually  from  physicians  of  New 
York  State  is  our  largest  source  of  income,  while  the  vol- 
untary assessment  collected  by  the  component  county 
societies  of  the  State  provides  some  additional  support. 
The  fine  women’s  auxiliary  continues  to  donate  increasing 
sums  annually  for  the  cause,  up  18%  to  pass  the  $6,000  for 
the  past  year.  The  Physicians’  Home  also  wishes  to  ac- 
knowledge the  receipt  in  August  of  this  year  of  a generous 
gift  of  over  $12,000  from  the  medical  staff  of  the  Swedish 
Hospital  in  Brooklyn,  New  York,  representing  money  re- 
maining in  their  fund  when  the  hospital  closed.  We  are 
grateful  to  the  staff  and  its  present  treasurer.  Dr.  Sidney 
Kreinin,  for  their  gracious  action. 

We  regret  to  announce  that  since  our  last  report  the 
Physicians’  Home  has  lost  its  legal  counsel,  Mr.  J.  Miller 
Walker  by  death.  He  had  served  the  organization  with 
skill,  devotion,  and  untiring  effort  for  many  years,  and  will 
be  greatly  missed.  Mr.  Martin  Heller,  a former  associate 
of  Mr.  Walker,  has  been  appointed  his  successor.  We  also 
regret  the  retirement  of  our  managing  director,  Miss  Be- 

*  Dr.  Stothers  address  the  House  at  the  Sunday  session. 


atrice  Hoyt,  who  had  always  performed  her  manifold  duties 
with  precision,  and  above  all  with  understanding  and 
compassion  for  our  guests  and  their  adversity.  Happily 
she  has  consented  to  remain  as  a consulting  advisor  to  our 
new  administrative  secretary,  Mrs.  Grace  Thornton.  Both 
of  our  new  staff  members  have  had  prior  experience  with 
Physicians’  Home,  and  we  are  confident  that  the  institu- 
tion will  carry  on  effectively  with  our  cooperation. 

Like  many  annual  reports,  this  one  may  appear  to  be  a 
fiat  recitation  of  facts  and  statistics.  I only  wish  time  and 
the  occasion  permitted  me  to  relate  a few  of  the  pathetic 
stories  of  cases  helped  by  the  home,  or  to  read  some  of  the 
touching  letters  of  gratitude  received  from  our  benefi- 
ciaries. You  would  be  amply  convinced  that  your  assis- 
tance freely  given  to  your  less  fortunate  colleagues  has  not 
been  in  vain.  In  short,  I am  taking  advantage  of  this  op- 
portunity to  tender  not  merely  another  routine  report,  but 
to  express  to  the  members  of  the  Medical  Society  of  the 
State  of  New  York  a genuine  thank  you  for  your  liberal  help 
in  the  past,  and  to  appeal  for  your  continued  generous 
support  in  the  future. 

. . . The  House  applauded  as  Dr.  Stothers  left  the  podium 


PRESIDENT  OF  THE  HOSPITAL 
ASSOCIATION  OF  NEW  YORK  STATE* 

. . . Speaker  Way  recognized  Mr.  George  Allen,  President 
of  the  Hospital  Association  of  New  York  State,  who  ad- 
dressed the  House  as  follows: 

Thank  you  very  much.  I suppose  that  this  is  a historic 
moment.  I have  not  had  the  privilege  of  addressing  this 
House  before,  nor  has  a representative  of  the  State  Hos- 
pital Association.  I was  a little  bit  surprised  to  find  that 
I was  addressing  the  seat  of  power.  I assure  you  however 
that  the  seat  of  power  in  New  York  Stale  these  days  is  in 
the  Governor’s  office,  and  resides  also  with  his  personal 
physician  which  I will  get  to  in  a few  moments. 

I would  be  remiss  if  I did  not  remind  this  House  of  the 
close  cooperation  which  has  existed  in  recent  years  between 
the  State  Medical  Society  and  our  association  on  problems 
that  beset  us  both.  There  have  been  a couple  of  major 
problems,  not  the  least  of  which  are  malpractice  and 
PSRO’s.  I remind  the  President  of  the  Maine  Medical 
Society  that  Governor  Longlv  is  an  insurance  salesman 
which  may  account  for  some  of  his  ventures  in  the  subject 
of  Maine.  We  do  share,  as  two  organizations,  many  other 
problems  besides  malpractice  and  PSRO’s.  I would  like 
to  enunciate  a few  because  they  are  recent.  They  will  de- 
velop. and  they  will  require  our  cooperation.  Certainly 
P.L.  93-641  with  HSA’s  is  going  to  be  a problem.  I think 
if  Commissioner  Whalen  were  here  he  would  discuss  with 
you  the  matter  of  the  actual  closure  of  hospitals,  not  only 
in  the  City  of  New  York,  where  he  has  ordered  about  a 
dozen  closed,  but  in  Upstate  New  York  where  eight  or  nine 
were  summoned  to  Albany  last  week  to  appear  before  Dr. 
George  T.  C.  Way’s  Committee  to  discuss  their  continuance 
in  the  system.  But  Dr.  Whalen  proposes  to  go  much  fur- 
ther than  that,  and  proposes  to  actually  take  beds  out  of 
the  system  as  a way  to  shrink  the  increasing  costs  of  med- 
ical care.  So  we  have  that  as  a problem. 

* Mr.  Allen  addressed  the  House  on  Tuesday  afternoon. 
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Malpractice  is  not  going  to  disappear.  We  are  going  to 
have  to  work  together  for  further  reform  in  the  legislature 
in  1977.  We  are  going  to  have  problems  with  privileges  of 
physicians.  I think  Dr.  Ralph  S.  Emerson  will  address  this 
or  has  addressed  it  already.  It  was  brought  to  the  floor  by 
the  increasing  use  of  CAT  scanners  in  hospitals  across  the 
State.  We  have  unionization  of  professionals.  Certainly, 
the  Committee  on  Interns  and  Residents  is  a problem  that 
hospitals  and  the  State  Medical  Society  must  face  together, 
as  well  as  the  increasing  aspiration  of  nurses  for  recognition 
and  independence.  As  you  know,  they  have  introduced  a 
study  bill  in  the  legislature  requiring  every  nurse  to  have 
her  baccalaureate  degree  by  1980.  These  are  some  of  the 
problems  that  hospitals  and  physicians  face  together.  But 
there  is  one  that  we  all  should  be  acutely  aware  of  that  gives 
me  cause  for  great  concern,  and  that  is  the  incursion  of 
government  in  our  activities.  Hospitals  in  New  York  State, 
even  though  we  are  considered  I suppose  the  citadel  of 
power — the  citadel  of  advanced  medicine  where  you  can 
get  the  best  quality  of  care,  are,  on  the  other  hand,  the  most 
regulated  underreimbursed  and  most  criticized  in  the 
country.  Government  controls  are  relevant.  Government 
controls  what  services  we  render  and  what  we  do  not  ren- 
der. Government  constantly  surveys  hospitals.  These 
institutions  have  to  band  together  with  the  public,  with  the 
physician  and  government  itself  in  order  to  limit  this  in- 
cursion of  government.  Why  do  I bring  this  message  to 
you?  Because  physicians  and  hospitals  are  linked  for  three 
reasons  I think.  First,  if  you  look  at  the  statistics,  almost 
35%  of  physicians  today  are  either  fully  employed  or 
quasi-employed  by  hospitals.  The  remaining  65%  or  so 
have  a very  basic  function  and  relationship  with  the  hos- 
pital, because  that’s  where  they  practice  and  that’s  where 
their  finances  come  from.  The  third  factor,  in  which  we 
are  linked,  is  this  matter  of  government  incursion.  Instead 
of  improving  and  strengthening  the  patient-physician  re- 
lationship I think  it  is  being  eroded  by  government  rules 
and  regulations.  Some  of  these  are  direct,  such  as  Part  85 
which  is  being  challenged  and  correctly  so  by  this  Society; 
some  more  indirect  such  as  government  asking  hospitals 
to  be  your  policemen,  and  if  we  look  over  the  rules  and 
regulations  that  are  on  the  administrator’s  desk  many  of 
them  affect  your  performance  and  your  ability  to  perform 
in  the  hospital.  We  think  that  this  is  a very  sad  mistake. 
It  is  a turn  that  society  and  government  should  not  take, 
and  we  must  resist  it.  The  hospitals  cannot  be  the  pol- 
icemen of  the  physicians.  We  cannot  be  your  controller. 
I might  add  that  the  State  Hospital  Association  will  resist 
this  on  the  very  basic  premise  that  the  responsibility  for 
physicians  and  their  behavior,  as  well  as  their  quality  of 
care,  rests  with  their  peers. 

We  are  deeply  threatened,  gentlemen  and  ladies,  by  a 
dilemma  of  government  in  New  York  that  has  never  been 
faced  before.  I am  sure,  again,  that  Dr.  Whalen  will  ad- 
dress this.  The  Fiscal  crisis  in  New  York  State  during  1976 
literally  was  a disaster.  Predictions  are  that  in  1977  they 
will  be  worse.  New  areas  must  be  found  in  which  to  curtail 
expenditures.  It  has  been  suggested  to  us  in  no  uncertain 
terms  that  Medicaid  and  Blue  Cross  are  the  two  areas  that 
they  are  going  to  cut.  They  are  going  to  cut  Medicaid  be- 
cause they  do  not  wish  to  raise  tax  funds.  They  are  going 
to  cut  Blue  Cross  because  they  feel  that  increased  sub- 
scriber premiums  will  drive  industry  from  the  State.  In 
doing  so,  they  are  going  to  further  curtail  reimbursement 
to  hospitals  in  which  case  hospitals  are  going  to  find  it  more 


difficult  to  provide  the  support  services  that  you  need  to 
pursue  your  very  fine  profession. 

The  State  is  not  wrong  in  the  fact  that  we  have  a fiscal 
crisis.  We  may  disagree  on  the  extent  of  it,  but  I think  few 
can  disagree  on  the  facts.  We  expect  that  we  are  going  to 
have  more  beds  removed  from  the  system.  We  are  going 
to  have  more  hospitals  closed.  We  are  going  to  have  more 
regulation.  We  are  going  to  have  less  reimbursement,  and 
we  believe  Medicaid  eligibility  and  benefits  are  going  to  be 
reduced  in  the  coming  year.  As  a matter  of  fact,  I think  it 
would  be  a rather  safe  prediction  to  say  that  the  1977  leg- 
islature will  be  devoted  primarily  to  welfare  and  Medicaid 
reform.  I hope  of  course,  it  is  devoted  to  reform  of  the 
malpractice  system,  but  that  may  end  up  second  on  the 
agenda. 

I am  supposed  to  end  on  a high  note  to  a rather  bleak 
message  that  I bring  you.  It  is  that  the  challenge  we  have 
is  to  cooperate  with  government  in  seeking  to  solve  this 
crisis  without  sacrificing  the  quality  of  care  or  our  ability 
to  deliver  that  care,  and  when  I say  us  I am  talking  about 
physicians  and  hospitals  alike.  We  need  to  sit  down  with 
government  and  come  up  with  solutions  in  such  a way  that 
we  minimize  government  intervention,  continue  to  coop- 
erate together,  and  avoid  a situation  which  I think  is  going 
to  be  untenable — a statement  to  the  citizen  of  this  State 
that  quality  of  care  is  going  to  have  to  be  reduced.  I pro- 
pose that  this  is  a very  significant  issue,  and  that  the  boards 
and  trustees  of  the  State  Hospital  Association  and  the 
Council  of  the  State  Medical  Society,  its  Executive  Com- 
mittee and  respective  officers  should  get  together  to  ex- 
plore these  problems,  join  with  government  in  seeking  a 
solution,  and  continue  to  provide  the  quality  of  care  that 
we  have.  I am  honored,  of  course,  to  have  been  given  this 
opportunity  to  address  this  session  of  the  world’s  most 
truly  humanitarian  profession,  and  I do  pledge  sincerely 
and  positively  continued  cooperation  of  our  association  and 
its  member  hospitals.  I thank  you. 

. . . The  House  applauded  as  Mr.  Allen  left  the  podium 


DEPUTY  COMMISSIONER  OF  THE  HEALTH 
DEPARTMENT  OF  NEW  YORK  STATE* 

. . . Speaker  Way  recognized  President  Emerson,  who 
introduced  Frank  T.  Cicero,  M.D.,  Second  Deputy  Com- 
missioner of  the  Department  of  Health  of  New  York  State. 
Dr.  Cicero  addressed  the  House  as  follows: 

Thank  you  very  much.  Mr.  Speaker,  fellow  physicans, 
just  to  warm  you  up  and  get  you  on  my  side,  ladies  and 
gentlemen,  thank  you  very  much  for  inviting  me  here 
today.  I think,  before  I launch  into  the  few  words  that  I 
do  have  to  say,  I would  be  remiss  if  I did  not  take  this  op- 
portunity to  apprise  all  of  you  here  about  the  very  special 
work  on  behalf  of  the  State  Health  Department  and  the 
State,  three  of  your  members  have  been  performing  over 
the  last  few  years.  I specifically  refer  to  Dr.  Ralph  S. 
Emerson,  Dr.  George  T.  C.  Way  and  Dr.  G.  Rehmi  Denton. 
Their  contributions  to  the  State  Hospital  Review  and 
Planning  Council  have  been  really  magnificent. 

I am  pleased  to  address  you  today,  as  the  spokesman  for 
the  most  appealing  agency  in  State  government.  Why, 

* Dr.  Cicero  addressed  the  House  at  the  Wednesday  afternoon 
session. 
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hardly  a day  goes  by  that  we  in  the  State  Health  Depart- 
ment do  not  issue  a directive  which  some  judge  enjoins  and 
we  appeal.  Despite  the  litigiousness  atmosphere,  which 
prevades  the  health  field  these  days,  and  the  adversary 
relationships  that  come  about  as  a result  of  some  of  our 
programs  and  regulations,  I am  sure  we  all  want  the  same 
thing  for  the  eighteen  million  people  who  live  in  this  State, 
high  quality  care,  accessible  to  all  at  a reasonable  cost.  Our 
differences,  I suggest,  are  largely  adjectival,  or  as  Mark 
Twain  once  said,  and  I quote,  “It  were  not  best  that  we 
should  all  think  alike.  It  is  difference  of  opinion  that 
makes  horse  races.”  Which  brings  me  to  my  subject,  im- 
portant problems  facing  the  State  Health  Department  and 
the  State  as  a whole,  at  the  present  time.  Believe  me,  these 
problems  are  many  and  varied.  Let  me  begin  by  outlining 
the  departmental  areas  and  close  with  an  unfortunately 
rather  grim  State  perspective. 

The  Department  of  Health,  as  many  of  you  know,  has 
a legislative  mandate,  referred  to  as  Chapter  76  or  the  Laws 
of  76.  In  this  mandate,  among  other  things,  we  have  to 
implement,  and  are  trying  to,  a second  opinion  on  surgery, 
a twenty  day  spell  of  illness,  and  a one  day  preaperative 
admission  requirement.  We  have  to  maximize  Medicare 
reimbursement  to  the  State  in  favor  of  Medicaid,  and  we 
have  to  place  outside  survey  teams  in  hospitals  throughout 
the  State  to  monitor  admissions,  length  of  stays,  and  so 
forth.  From  the  legislative  mandate  in  Chapter  76,  we 
have  recently  been  given  the  role  of  cleaning  up  the  prob- 
lem of  Medicaid  mills.  Medicaid  mills  are  a scandal. 
They  are  a scandal  in  the  State,  the  State  government,  the 
City  government,  the  medical  profession,  and  other  related 
professions.  Since  we  started  our  Medicaid  mills  offensive, 
if  you  will,  five  weeks  ago,  we  have  had  eight  hundred  and 
seventy-five  investigations  of  providers.  We  have  closed 
three  mills  with  more  to  come.  We  have  censored  six 
providers.  We  have  suspended  seventy-eight  providers 
and  we  have  completely  disqualified  from  participation  in 
the  Medicaid  program,  ninety-two  additional  providers. 
We  are  averaging  fifteen  inspections  a week  in  the  Medi- 
caid mill  program. 

From  Medicaid  mills  let  us  move  on  to  our  rate  setting 
authority  in  Chapter  76.  The  only  way  to  describe  our  rate 
setting  authority  is  that  nobody,  but  nobody,  is  happy. 
You  heard  from  Mr.  George  Allen  yesterday,  and  I assume 
he  alluded  to  that.  We  have  hospitals  throughout  the 
State  either  threatening  to  withdraw  or  withdrawing  from 
the  Blue  Cross  Plans.  We  have  nursing  homes  which  have 
put  us  on  notice  that  they  no  longer  will  participate  in  the 
Medicaid  program.  We  have  a boycott  by  pharmacies  in 
the  State  of  New  Y ork.  All  related  to  the  Health  Depart- 
ment’s rate  setting  authority.  In  the  area  of  health  eco- 
nomics, per  se,  I should  like  to  call  to  your  attention  to  the 
fact  that  half  of  all  health  dollars  spent  in  New  York  State 
comes  from  public  sources,  and  that  we  now  spend  seven 
hundred  and  fifty-eight  dollars  per  year  for  health  for  every 
man,  woman,  and  child  in  New  York  State.  That  is  one 
and  a half  times  the  national  average. 

We  have  a situation  where  most  counties  in  this  State 
clearly  are  on  the  verge  of  bankruptcy  and  ascribing  it  to 
the  welfare  and  Medicaid  programs.  We  have  been  asked 
to  check,  or  to  attempt  to  check,  Medicaid  costs.  And  what 
does  that  mean?  That  means  we  have  to  audit  institutions 
and  providers.  We  have  to  get  involved  in  utilization  re- 
view. We  have  to  make  sure  everybody  reports  in  an  ap- 
propriate accounting  fashion.  We  have  to  set  standards 
which  go  against  this  State’s  tradition,  that  is,  we  have  to 


adopt  mini  standards,  as  well  as  maxi  standards.  And  I 
know  the  members  of  the  State  Council  will  recall  the  de- 
liberation of  that. 

What  else  does  the  State  Health  Department  get  in- 
volved in?  Well,  we  are  getting  to  be  quite  expert  in  the 
whole  arena  of  strikes.  We  have  had  strikes  by  the  vol- 
untary hospital  system  in  New  York  City,  by  the  municipal 
hospital  system  in  New  York  City,  by  interns  and  residents, 
and  by  nursing  homes.  And  I would  like  you  to  know  that 
personally  in  each  one  of  those  strikes,  I ended  up  staying 
in  hospitals  in  this  city  until  one  and  two  in  the  morning, 
and  this  just  is  not  a pleasant  thing  to  be  involved  in.  It 
is  a very  difficult  area  with  pros  and  cons  on  both  sides. 

Next  we  move  into  some  areas  of  the  report  of  the  Hos- 
pital Association  of  New  York  State.  Mr.  Allen,  I am  sure, 
pointed  out  that  there  is  an  overlapping  of  governmental 
regulation.  Possibly,  to  some  extent,  that  is  true.  But,  I 
would  like  to  tell  you  that  there  are  some  other  facets  you 
should  be  mindful  of,  with  regard  to  whether  you  are  over 
regulated  or  not.  The  facts  of  the  matter  are  that  despite 
the  department’s  closing  of  two-thousand  hospital  beds  in 
the  last  twelve  months,  we  have,  in  this  State,  ten  thousand 
excess  hospital  beds,  with  nobody  rushing  to  close  them. 
Ten  thousand.  Most  of  these  are  occupied.  We  happen 
to  have  the  highest  occupancy  rate  in  the  country.  Fur- 
thermore, the  length  of  stay  in  the  hospitals  in  New  York 
State  is  two  days  longer  than  the  national  average.  And 
one  day  translates  to  a hundred  million  dollars  in  Medicaid 
cost.  So,  if  there  is  over  regulation,  there  is  something  else 
on  the  other  side  as  well. 

Let  us  move  on  to  lawsuits.  We  presently  have  pending 
against  the  department  over  one  hundred  and  fifty  law- 
suits, and  interestingly  enough,  these  are  mainly  against 
our  rate  setting  authority.  I might  point  out  something 
which  you  all  know,  that  one  of  those  lawsuits  is  your 
lawsuit  against  our  twenty-day  hospital  stay,  our  second 
surgical  opinion,  and  so  forth. 

I am  going  to  attempt  later  on  to  develop  that  a little  bit 
and  tell  you  why  I think,  as  a citizen,  I would  hope  that  you 
would  not  be  successful  in  that.  And  if  you  give  me  an 
opportunity  I will  tell  you  why.  The  alternatives  are  ten 
times  more  disastrous. 

We  have  in  this  City  of  New  York  something  that  we 
have  to  deal  with  on  a daily  basis,  the  Health  and  Hospital 
Corporation.  Many  of  you  are  familiar  with  it.  We  spend 
a great  deal  of  time  with  the  North  Central  Bronx  Hospital 
and  whether  it  should  open  or  not.  And  the  peculiar  thing, 
to  me,  was  that  for  three  months  in  the  City  of  New  York, 
we  had  over  fourteen  hundred  people;  doctors,  nurses,  aides, 
sitting  in  a hospital  with  no  patients  in  it,  doing  absolutely 
nothing,  in  an  area  where  a hospital  is  supposed  to  serve 
the  poor,  yet  that  area  only  had  a Medicaid  population, 
tributary  population,  of  thirteen  per  cent.  Two  miles  to 
the  south,  people  were  dying  in  another  hospital  with  a 
seventy  per  cent  Medicaid  tributary  population,  and  no 
staff  to  take  care  of  them.  If  you  can  figure  that  one  out, 
we  would  all  like  to  know  the  answer.  That  is  what  we  are 
dealing  with.  There  still  remains  a fiscal  crisis  in  the  City 
of  New  York  and  it  is  going  to  be  worse  next  year  than  it 
was  this  year. 

Next,  the  department  has  responsibilities  in  the  arena 
of  professional  medical  conduct.  As  many  of  you  know, 
the  review  of  complaints  against  physicians  was  transferred 
from  the  Board  of  Regents  to  the  State  Health  Depart- 
ment. Without  going  into  too  much  detail  on  that,  I would 
like  you  to  know  that  in  the  past  year  we  have  received  just 


Minutes,  House  of  Delegates/March,  1977/New  York  State  Journal  of  Medicine  475 


about  a thousand  complaints  of  which  about  half  have  been 
completed.  I do  not  think  it  is  important  to  go  into  what 
has  happened  with  each  and  every  complaint,  except  that 
we  have  the  feeling  that  the  complaints  are  accelerating 
and  since  they  are  against  physicians,  you  should  know 
about  them. 

Next,  let  us  move  on  to  the  department’s  intense  in- 
volvement with  the  Federal  Government,  concerning 
PSRO’s,  National  Health  Planning,  Resources  and  De- 
velopment Act  of  1974,  the  Health  Systems  Agency 
structure,  and  such  planning  problems.  We  are  also  in- 
volved with  the  National  Safe  Drinking  Water  Act  and  the 
whole  question  of  occupat  ional  and  industrial  health  is  now 
a matter  that  resides  in  the  State  Health  Department. 
F rom  there,  since  we  are  physicians  and  interested,  I would 
like  to  remind  us  all  that  in  addition  to  these,  the  depart- 
ment gets  very  much  involved  in  this  whole  question  of 
chemical  contamination  of  our  environment.  Somebody 
made  up  a chart  recently,  and  I will  just  read  off  some  of 
the  names:  Freon,  Mercury,  Nitrites,  PCB’s,  radio  active 
iodine,  and  there  is  a big  question  to  what  is  next. 

Finally,  and  in  a more  traditional  vein,  the  State  Health 
Department,  of  course,  is  involved  in  communicable  dis- 
eases, Rocky  Mountain  Spotted  Fever  in  Suffolk  County 
here;  the  whole  question  of  measles,  since  still  in  this  State 
we  have  teenagers  dying  from  measles,  which  is  a tragedy, 
an  outrage.  We  have  the  whole  question  of  St.  Louis  en- 
cephalitis, equine  encephalitis  in  the  Onondaga  area.  We 
have  the  recent  outbreak  of  urocyanosis  in  Oneida  County 
from  contaminated  milk.  That  is  the  case  where  many 
children  had  operations  for  appendicitis  and  it  turned  out 
they  had  normal  appendixes.  The  person  who  provided 
the  contaminated  milk,  it  turned  out,  had,  after  drinking 
his  own  milk,  an  operation  on  his  appendix  one  month 
before  the  children’s  operations,  and  his  was  also  normal. 
So,  I guess  turn  about  is  fair  play.  Finally,  in  regard  to 
communicable  diseases,  of  course,  we  are  very  much  in- 
volved, as  you  are,  in  the  whole  swine  flu  and  A Victoria  Flu 
campaigns. 

Well,  in  a very  broad  outline,  1 have  attempted  to  tell  you 
a little  bit  about  what  the  State  Health  Department  is  in- 
volved in,  some  of  our  everyday  activities,  and  believe  it  or 
not,  the  Commissioner’s  desk  is  the  repository  for  all  these. 
Sometimes  you  can  get  four  or  five  or  six  of  these  going 
across  his  desk  all  of  an  emergency  crisis  nature,  and  all  in 
the  course  of  a morning  or  an  afternoon.  It  really  is 
something. 

Let  me  turn  for  a minute  to  the  other  question,  the  other 
side,  and  that  is  the  State’s  problem.  The  State’s  problem 
can  clearly  be  boiled  down  to  the  lack  of  money.  The 
estimated  budget  deficit  for  this  year,  in  this  State,  exceeds 
a hundred  and  fifty  million  dollars..  Most  observers  and 
most  reports  in  the  newspapers,  all  ascribe  this  deficit 
primarily  to  welfare  and  Medicaid,  with  a little  bit  on  ed- 
ucation, now  starting  to  come  out.  The  question  of  raising 
taxes  is  out  of  the  question,  especially  in  view  of  its  effect 
on  the  business  climate  of  this  State.  There  is  only  one 
acceptable  alternative,  in  my  view,  and  that  is  expenditure 
reduction.  Cut  costs.  Everybody  wants  to  do  it,  and  in 
particular,  local  government.  Local  government  is  saying 
cut  costs  and  cut  costs  now. 

Now  a return  to  Chapter  76.  I view  Chapter  76,  as  much 
as  it  is  distasteful  to  you,  as  the  better  of  two  alternatives. 
The  alternative  chosen  attempted  to  save  dollars  by  fo- 
cusing on  better  planning  by  closing  unnecessary  hospitals, 
by  avoiding  over  utilization,  and  by  getting  rid  of  fraud  and 


abuse.  That  is  what  Chapter  76  was  all  about.  What  we 
found  out  was  this.  That  we  are  not  winning  in  imple- 
menting Chapter  76,  that  we  have  lawsuits  galore  and  we 
now  have  an  axiom  that  any  time  you  cut  payment  to  a 
provider,  you  are  guaranteed  a lawsuit.  Fine,  we  have  lost, 
now  what  is  going  to  be  coming  up.  What  is  the  alterna- 
tive? The  alternative  is  something  we  fought  very  hard 
against  last  year  as  a health  agency.  We  think  the  alter- 
native is  much  more  socially  undesirable.  And  the  two 
alternatives  that  will  be  turned  to  and  will  be  enacted,  by 
this  next  legislature,  are  something  that  I just  do  not  as- 
cribe to.  It  is  going  to  happen.  It  has  to  happen.  The  first 
is  that  you  reduce  the  basic  public  assistance  benefit.  For 
some  of  you  people  who  know  about  tuberculosis  and  why 
we  really  had  tuberculosis  in  those  days,  you  know  that  it 
relates  to  food,  clothing,  shelter,  and  that  sort  of  thing. 
Reducing  the  public  assistance  benefit  is,  to  me,  less  so- 
cially attractive  than  holding  down  a hospital’s  rate.  It  is 
better,  socially,  to  hold  a hospital’s  rate  than  to  reduce 
somebody’s  three  or  four  thousand  dollars  a year  benefit, 
with  two  or  three  children  in  that  family. 

The  second  alternative  is  that,  although  we  appear  to  be 
losing  on  second  opinions,  stifled  in  the  courts,  that  the 
Federal  government,  although  they  won’t  allow  you  to  do 
these  things  and  although  the  courts  uphold  you,  they  will 
allow  you  to  put  maximum  upper  level  of  limits  on  certain 
procedures  such  as  say  a ten-day  total  limit  of  stay  in 
hospitals,  without  a contest  in  the  court  or  by  the  Federal 
government.  Now,  if  that  is  more  socially  desirable,  then 
a twenty-day  limit  with  the  possibility  of  a waiver,  I do  not 
understand  it.  I would  rather  have  that  and  have  the  good 
doctors  survive,  the  good  hospital  survive  in  this  State  than 
what  is  coming,  an  absolute  cap  on  how  long  you  can  stay 
in  the  hospital.  And  if  payment  ceases,  how  far  better  off 
are  the  hospitals  going  to  be  then?  Well,  they  will  not  be 
better  off.  I guess  what  I am  saying  in  finality,  is  that  all 
of  this  makes  it  clear,  at  least  to  us  in  the  Health  Depart- 
ment, that  we  have  a major  health  care  crisis  coming  right 
at  us  and  it  is  all  related  to  our  inability  to  control  cost  or 
dollar  output.  Thank  you  very  much. 

. . . The  House  applauded  as  Dr.  Cicero  left  the  podium 


PRESIDENT  OF  WOMAN’S  AUXILIARY  TO 
THE  MEDICAL  SOCIETY  OF  THE  STATE  OF 
NEW  YORK  * 

. . . Speaker  Way  recognized  Dr.  Joseph  G.  Zimring, 
who  escorted  Mrs.  Jesse  J.  Kaye,  President  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State  of  New  York, 
to  the  podium.  Mrs.  Kaye  addressed  the  House  as  fol- 
lows: 

Thank  you,  Dr.  Way.  Ladies  and  gentlemen,  it  is  always 
a pleasure  to  address  the  spouses  of  the  wives  of  members 
of  the  Medical  Society  of  the  State  of  New  York,  and  I say 
wives  because  up  until  now  we  have  been  a woman’s  orga- 
nization, but  our  recent  House  of  Delegates  entertained  a 
Bylaws  revision  to  admit  the  spouses  of  all  members  of  the 
Medical  Society  of  the  State  of  New  York.  So  we  are  going 


* Mrs.  Kaye  addressed  the  House  at  the  Sunday  afternoon  ses- 
sion. 


476  New  York  State  Journal  of  Medicine/March,  1977/House  of  Delegates,  Minutes 


to  have  some  men  in  our  auxiliary,  I hope,  beginning  next 
year. 

I want  to  share  with  you  a few  highly  personal  thoughts 
about  the  auxiliary’s  relationship  with  you  as  a group  over 
the  past  twenty  months,  during  this,  our  spotlight  year  and 
our  40th  year  as  your  auxiliary.  Initially  as  auxiliary 
president,  I felt,  as  many  of  the  women  have  felt  before  me, 
that  the  State  Medical  Society  is  related  to  the  auxiliary 
essentially  in  a paternalistic  fashion,  more  father  to 
daughter,  than  man  to  woman,  or  equal  to  equal.  Some 
of  you  still  continue  in  that  old  pattern,  but  most  of  you 
have  come  to  understand  the  auxiliary,  and  many  of  the 
women  I represent  as  truly  your  partners  and  comrades 
struggling  together  to  form  a network  of  combined  strength 
against  unnecessary  governmental  intervention  in  the 
private  practice  of  medicine. 

In  a nutshell,  devoid  of  hundreds  of  bits  of  fascinating 
trivia,  this  is  what  has  been  done  in  the  past  twenty  months 
by  auxilians  throughout  New  York  State  on  your  behalf. 
I,  as  auxiliary  president,  travelled  about  50,000  miles,  61 
visits  to  29  counties,  conveying  State  Medical  Society  in- 
formation re  the  malpractice  insurance  program,  voluntary 
contractual  binding  arbitration,  continuing  medical  edu- 
cation, and  swine  flu  immunization.  $39,500  was  awarded 
136  recipients  in  the  area  of  loans  and  scholarships  not 
including  the  AMA-ERF  funds.  Almost  20,000  pounds  of 
drugs,  medical  books,  and  supplies  were  shipped  to  needy 
countries.  More  than  $6,000  was  raised  for  the  Physicians’ 
Home.  That  is  bv  the  women  alone.  For  AMA-ERF  we 
raised  $21,000.  The  auxiliary  now  has  36  affiliated 
counties,  the  last  joined  two  weeks  ago.  We  are  growing 
in  membership  by  1,883,  and  I think  that  is  rather  unique 
in  a time  when  membership  is  really  going  not  up  but  down. 
We  have  almost  6,000  members  now.  We  have  thirty-five 
counties  involved  in  malpractice  legislative  activity.  We 
have  thirty-five  counties  embarked  on  an  EMPAC  mem- 
bership campaign.  We  have  done  thousands  of  volunteer 
hours  at  blood  banks,  eye  and  ear  screening  services,  and 
safety  programs. 

All  of  the  above  mentioned  projects,  as  well  as  the  State 
auxiliary  president  and  board’s  activities  are  done  on  a 
voluntary  basis  without  any  professional  assistance.  We 
are  now  so  active  that  consideration  must  be  given  to  hiring 
some  part-time  help  to  aid  us  in  areas  of  prevention,  con- 
ferences, membership  card  files,  dues  collection,  just  to 
mention  a few.  This  will  require  approval  of  the  Medical 
Society  of  the  State  of  New  York,  according  to  our  By- 
laws. 

The  auxiliary  now  has  the  capacity  to  motivate  itself  to 
goal-oriented  projects  which  complement  the  needs  of  the 
State  Medical  Society  because  of  our  improved  liaison  re- 
lationship. The  county  societies  are  following  your  fine 
example.  Through  participation  at  the  executive  level, 
sitting  in  on  council  and  commission  meetings,  it  is  now 
possible  to  know  and  understand  more  rapidly,  and  with 
greater  accuracy,  those  areas  where  an  auxiliary  can 
function  in  a complementary  manner  to  the  needs  of  the 
medical  society  it  serves.  This  process  will  doubtless 
continue  as  it  has  proven  so  effective  in  recent  times  of 
stress,  most  notably  through  the  malpractice  insurance 
crisis.  Perhaps  the  next  most  significant  area  of  applying 
thoughtful  introspection  is  the  very  interpersonal  rela- 
tionship between  the  physician  and  his  spouse,  the  very 
people  who  compose  both  organizations.  The  ability  to 
work  together  harmoniously  and  with  the  maximum  ef- 
fective output  can  only  be  achieved  when  the  personal  re- 


lationships are  in  harmony.  Now  is  the  time  to  develop 
more  programs  inclusive  of  both  the  State  Medical  Society 
and  the  Auxiliary;  unified  programs  that  will  allow  for 
spirited  participation  by  husband  and  wife.  In  my  opinion 
these  goals  can  best  be  accomplished  through  the  following 
process.  Encourage  your  spouse’s  participation  in  auxil- 
iary activities  if  you  want  her  to  be  a part  of  where  the  ac- 
tion is.  She  will  give  serious  consideration  to  it.  Pay  your 
spouse’s  dues  through  your  office.  Believe  it  or  not  they 
amount  to  $4.00  for  the  State,  $7.00  for  the  national,  and 
a very  small  amount  for  the  county.  This  will  help  to 
strengthen  the  State  Auxiliary’s  financial  base  as  well  as 
prove  your  interest  in  her  activities.  This  process  is  known 
as  duel  billing.  Plan  no  less  than  two  joint  meetings  with 
a common  significant  program,  not  just  a social  function. 
Encourage  your  spouses  to  become  experts,  through  study, 
in  those  areas  of  medical  politics  and  medical  economics 
for  w hich  some  of  you  have  neither  the  stomach  nor  the 
time.  Share  with  your  spouse  your  appreciation  and  ad- 
miration of  her  as  a total  person,  and  remind  her  of  your 
special  gratitude  for  what  she  is  doing  to  further  your 
profession.  Remember,  doctor,  that  you  frequently  receive 
appreciation  from  your  patients.  Your  spouse,  too,  will 
require  that  kind  of  heartfelt  stimulation  to  maintain  her 
high  level  of  function  in  the  face  of  mounting  responsibil- 
ities. 

I hope  that  the  spirit  of  cooperation  between  husband 
and  wife,  county  medical  society,  and  county  medical 
auxiliary,  State  Medical  Society,  and  State  Medical  Aux- 
iliary will  continue  unabated  through  the  forthcoming 
turbulent  year.  I hope  you  will  afford  your  wives,  your 
county  auxiliary  president  and  at  the  State  level  my  suc- 
cessor, Anne  Radice,  who  is  a much  less  vociferous  woman 
than  I.  It  has  been  my  very,  very  personal  pleasure  to 
share  the  spotlight  with  all  of  you.  Thank  you. 

. . . The  House  applauded  as  Mrs.  Kaye  left  the  podium 


PRESIDENT  OF  THE  AMERICAN 
ASSOCIATION  OF  MEDICAL  ASSISTANTS, 
NEW  YORK  STATE  SOCIETY* 

. . . Speaker  Way  recognized  Dr.  Edward  Siegel,  Deputy 
Executive  Vice-  President,  who  escorted  Mrs.  Dolores 
Bartolotta,  President  of  the  American  Association  of 
Medical  Assistants,  New  York  State  Society,  to  the  podi- 
um. Mrs.  Bartolotta  addressed  the  House  as  follows: 
Thank  you,  Mr.  Speaker,  thank  you,  members  of  this 
assembly  for  the  privilege  once  again  to  bring  you  greetings 
from  the  American  Association  of  Medical  Assistants,  New 
York  State  Society  Incorporated.  Our  profession  is  not 
a new  one,  but  being  known  as  professional  medical  assis- 
tants is  relatively  new.  We  are  usually  referred  to  as  the 
girl  in  the  doctor’s  office  or  the  lady  in  that  doctor’s  place, 
and  we  are  usually  an  untrained  individual  whom  the 
doctor  personally  trained.  Through  the  efforts  and  ded- 
ication of  many  individuals  involved  in  the  American  As- 
sociation of  Medical  Assistants  these  past  twenty  years,  our 
profession  is  becoming  a highly  specialized  one.  We  are 


* Mrs.  Bartolotta  addressed  the  House  on  Wednesday  after- 
noon. 
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devoted  to  the  continuing  education  of  the  medical  assis- 
tants. Our  parent  organization,  the  American  Association 
of  Medical  Assistants,  realizing  the  need  for  a standard  of 
education,  established  a Certifying  Board  in  1959.  And 
we  are  proud  to  report  as  of  September,  1976,  one  hundred 
and  sixteen  programs  in  one  hundred  and  seven  institu- 
tions in  twenty-eight  states  have  been  granted  accredita- 
tion for  their  medical  assistants  programs  by  the  Council 
on  Medical  Education  of  the  American  Medical  Association 
in  collaboration  with  the  Curriculum  Review  Board  of  the 
American  Association  of  Medical  Assistants.  The  ac- 
credited post  secondary  level  programs  provide  a basic 
knowledge  of  administrative,  laboratory  and  clinical  pro- 
cedures. Subject  studies  include  anatomy,  physiology, 
medical  terminology,  medical  law  and  ethics,  human 
relations,  insurance,  and  bookkeeping.  This  past  Sep- 
tember at  our  national  convention  in  Chicago,  one  thou- 
sand eight  hundred  and  fifteen  medical  assistants  earned 
their  certification,  seventy  were  from  the  State  of  New 
York.  Doctors,  our  medical  assistants’  professional  values 
are  basically  the  same  as  yours;  one,  strong  desire  for  con- 
tinuing education;  two,  a pride  in  our  profession  with  a 
deep  interest  to  upgrade  it;  three,  a desire  to  provide  better 
patient  care;  and  four,  to  become  more  proficient  and 
dedicated  members  of  the  medical  care  team. 

At  this  point  in  time,  it  is  not  unreasonable  to  think  that 
in  the  future  the  government  may  require  licensure  of  the 
medical  assistant,  just  as  the  x-ray  technician  is  required 
to  be  licensed.  We  want  to  be  there  ahead  of  the  govern- 
ment and  so  we  are  urging  you  to  encourage  your  medical 
assistant  to  join  the  local  chapter  of  the  American  Medical 
Assistants  in  her  area.  There  are  over  one  thousand 
sixty-five  members  in  the  State  of  New  York  with 
twenty-five  local  chapters  and  we  have  qualified  physicians 
serving  as  advisors  on  all  three  levels  of  our  association. 
Without  your  encouragement  and  assistance  we  could  not 
have  come  this  far.  And  with  your  continued  support,  the 
New  York  State  Society  will  become  your  most  valuable 
resource.  We  have  shown  dedication  in  the  past  and  can 
and  will  continue  to  provide  sincere  support  to  organized 
medicine  in  the  future. 

In  closing,  the  New  York  State  Society  of  the  American 
Association  of  Medical  Assistants  wishes  to  express  its  deep 
appreciation  to  the  entire  staff  of  the  Medical  Society  for 
their  enthusiastic  assistance.  We  are  grateful  and  we 
thank  you,  Dr.  Fineberg,  Guy  Beaumont  and  every  member 
of  your  staff  who  have  been  most  cordial  and  helpful  over 
the  years.  We  also  wish  to  thank  your  three  excellent  ad- 
visors, Dr.  Edward  C.  Rozek,  Dr.  Anthony  Fragola,  Dr.  Carl 
C.  Sansocie.  They  have  given  unselfishly  of  their  time  and 
their  talent  to  make  the  workings  of  our  State  association 
run  smoothly.  And  at  this  time.  I would  also  like  to  thank 
Blue  Cross  and  Blue  Shield  of  Greater  New*York  and  the 
six  Blue  Shield  Plans  through  the  State  of  New  York  for 
their  continued  support  of  our  publication  reflex.  We  are 
most  appreciative  of  their  assistance.  And  thank  you 
again,  for  the  privilege  of  speaking  to  this  distinguished 
delegation. 

. . . The  House  applauded  as  Mrs.  Bartolotta  left  the 
podium  . . . 


EMPIRE  MEDICAL  POLITICAL  ACTION 
COMMITTEE* 

. . . Speaker  Way  recognized  William  C.  Stein,  M.D., 
Chairman  of  the  Empire  Medical  Political  Action  Com- 
mittee, who  addressed  the  House  as  follows: 

Thank  you,  Dr.  Way,  and  fellow  delegates,  for  allowing 
me  to  give  you  this  report  from  the  floor  of  the  House  of 
Delegates.  I hope  that  all  of  you  will  read  the  message 
from  EMPAC,  which,  has  been  distributed  to  you.  It  tells 
you  where  we  have  been,  where  we  are,  and  where  we  want 
to  go. 

I would  also  like  at  this  time  to  thank  the  members  of  the 
Woman’s  Auxiliary,  whose  help  is  responsible  for  ap- 
proximately 461  members  in  EMPAC. 

Now  that  the  citizens  have  spoken  and  the  vote  is  in,  I 
am  sure  the  Republic  will  survive.  How  did  EMPAC  fare 
in  those  contests  it  supported?  EMPAC  expended  a total 
of  $16,000  in  the  recent  election  campaign.  Because  of  our 
meager  resources,  our  action  was  limited  to  Congressional 
campaigns  only. 

The  candidates  whom  EMPAC  supported  were  chosen 
in  the  following  manner:  the  requests  for  support  of  a 
candidate  were  submitted  in  writing  to  EMPAC.  These 
requests  were  then  turned  over  to  the  candidate  evaluation 
committee.  This  committee,  chaired  by  Dr.  George  Lim, 
consisted  of  five  members  of  the  Board  of  Governors,  who 
were  chosen  to  give  as  broad  geographic  representation 
across  the  State  as  possible.  Each  request  was  evaluated 
from  the  following  parameters:  the  candidate’s  overall 
chance  of  winning,  the  attitude  of  local  physicians  towards 
the  candidate,  the  candidate’s  attitude  towards  the  phy- 
sicians in  his  area,  the  candidate’s  overall  political  phi- 
losophy, his  receptiveness  towards  giving  medicine’s  views 
a fair  and  reasonable  hearing,  and,  if  an  incumbent,  an 
evaluation  of  his  past  record.  This  was  obtained  from  his 
local  positions  as  well  as  from  his  own  voting  record. 

EMPAC  would  like  to  have  taken  a position  in  every 
Congressional  campaign  in  New  York  State;  but  with  the 
resources  at  our  disposal  we  took  a position  in  approxi- 
mately 18  Congressional  races.  We  were  successful  in 
approximately  50%.  I am  sure  our  success  rate  would  have 
been  considerably  higher,  but  several  I am  sure  rode  in  on 
Carter’s  coattails. 

Now  during  the  past  several  months  it  has  come  to  my 
attention  that  several  county  societies,  as  well  as  specialty 
societies,  have  embarked  on  the  formation  of  their  own 
organizations.  This  has  both  encouraged  and  discouraged 
me;  it  encourages  me  because  finally  physicians  are  be- 
ginning to  realize  that  they  must  become  involved  in  po- 
litical action  if  quality  medical  care  is  to  be  preserved;  I am 
discouraged  because  the  formation  of  such  groups  can  only 
further  fragment  coordinated  action  in  our  already  small 
minority  of  27,000  votes.  Events  of  the  past  week  have 
shown  us  that  this  is  what  it  is  all  about. 

There  is  no  doubt  in  my  mind  that  quality  medical  care 
at  the  lowest  possible  cost  is  dependent  on  private  enter- 


* Dr.  Stein  addressed  the  House  at  the  Wednesday  morning  ses- 
sion. 
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prise.  I do  not  think  I have  to  remind  you  of  the  critical 
problems  which  are  upon  us.  If  we  are  to  have  any  say  in 
the  solution  of  these  problems,  we  must  become  citizens 
first,  physicians  second,  and  specialists  third.  And  we  have 
to  close  ranks. 

It  is  imperative  that  we  speak  with  one  voice.  It  is 
EMPAC’s  role  to  convert  capable  candidates  to  competent 
legislators,  so  that  when  our  one  voice — MSSNY — ap- 
proaches them,  they  will  give  our  views  a fair  and  reason- 
able hearing.  Our  problems  are  many  and  the  solutions 
are  not  easy.  But  of  one  thing  I am  certain,  the  first  step 


in  the  solution  has  to  be  one  voice.  Nowhere  is  this  more 
imperative  than  at  the  medical-political  interface. 

MSSNY  is  the  official  legislative  contact  of  organized 
medicine  in  New  York  State;  therefore,  that  one  voice  has 
got  to  be  MSSNY.  To  do  otherwise  will  not  only  jeopar- 
dize the  quality  medical  care  which  we  can  all  be  so  proud 
of,  but  will  threaten  the  very  economic  stability  of  our 
Republic,  which  presently  is  in  a very  precarious  position. 
Thank  you. 

. . . The  House  applauded  as  Dr.  Stein  left  the  podium 


AWARD  PRESENTATIONS* 


. . . Speaker  Way  recognized  President  Emerson,  who 
made  the  following  presentations: 

PRESIDENT’S  CITATION  FOR  DISTIN- 
GUISHED COMMUNITY  SERVICE 

President  Emerson  recognized  William  F.  Fivaz,  M.D. 

Dr.  Emerson;  Mr.  Speaker,  members  of  the  House,  it  is 
a great  privilege  to  be  able  to  make  two  President’s  Citation 
presentations. 

Believing  that  civic  responsibility  is  an  important  part 
of  every  physician’s  life,  the  Medical  Society  of  the  State 
of  New  York  in  1961  established  the  President’s  Citation 
to  be  awarded  by  the  current  president  to  a physician  or 
physicians,  who,  in  the  opinion  of  the  president  and  of  his 
own  county  medical  society,  had  excelled  in  community 


service,  above  and  beyond  the  call  of  his  profession.  In 
choosing  a recipient  for  this  award,  the  important  criteria 
considered  is  his  prolonged  service  to  his  community  as  a 
citizen,  no  matter  how  great  his  activities  may  have  been 
in  the  field  of  medicine.  For  the  purpose  of  this  award, 
they  are  subordinated  in  making  the  selection  of  a recipi- 
ent. These  criteria  are  frequently  misunderstood  and  too 
often  a nomination  will  overemphasize  a member’s  medical 
accomplishment  and  present  too  little  of  his  civic  en- 
deavors. So,  each  year,  it  is  the  president’s  privilege  to 
honor  one  or  more  of  his  colleagues  for  outstanding  and 
continuous  service  to  his  community  and  fellow  citizens, 
service  entirely  beyond  the  scope  of  his  medical  practice. 
This  year  from  fifteen  nominations  received,  I have  se- 
lected two  physicians  who  were  so  outstanding  in  com- 
munity service  that  it  was  my  decision  that  both  were 


*The  Redway  Award, the  Hammond  Award  and  theVice-Pres- 
ident's  Medal  were  presented  on  Sunday  at  the  opening  session; 
The  Bernstein  Award  was  presented  at  the  Tuesday  afternoon 
session;  the  Scientific  Exhibit  Awards  were  presented  at  the 
Wednesday  morning  session;  and  the  President’s  Citation  Awards 
and  the  50- Year  Awards  were  presented  at  the  Wednesday  af- 
ternoon session. 
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equally  deserving  of  this  citation.  One  recipient  is  William 
F.  Fivaz,  M.D.,  of  Fulton  in  Oswego  County,  who  was 
nominated  by  Ravindra  F.  Shaw,  M.D..  president  of  the 
Oswego  County  Medical  Society,  who  said  in  making  the 
nomination,  “I  have  never  seen  a physician  so  gentle  or  a 
more  perfect  gentleman.” 

Dr.  Fivaz’s  public  service  activities  include  the  following: 
For  thirty-five  years  he  has  participated  in  the  local 
YMCA,  providing  them  with  land  for  a summer  camp  and 
playground;  he  has  been  a teacher  for  many  years  of  his 
brotherhood  class  and  the  lay  leader  of  his  church;  he  works 
with  the  young  men  of  his  community  as  a member  of  the 
Council  of  Bov  Scout  Troup  13;  he  is  a past  president  of  his 
local  Rotary  Club  and  has  been  an  active  member  for 
thirty-five  years  and  has  received  the  Club’s  highest  award, 
“The  Fulton  Service  Community  Award”;  he  supports, 
through  his  active  participation  all  sports  involved  with  the 
Youth  Program  of  his  community;  he  has  actively  served 
the  Historical  Society  of  Oswego  County  for  the  past 
twenty  years;  with  the  assistance  of  his  wife,  Dr.  Fivaz  or- 
ganized and  supports  the  Fulton  Kindergarden  Pro- 
gram. 

Not  considered  in  the  selection  for  the  citation,  but  of 
interest,  Dr.  Fivaz  played  center  on  the  famous  Syracuse 
University  Football  Team  that  went  to  the  Rose  Bowl  in 
1924. 

In  further  recognition  of  Dr.  Fivaz’s  long  and  devoted 
service  to  his  community,  and  as  testimony  to  the  high 
esteem  in  which  he  is  held  by  his  colleagues,  four  of  them 
have  accompanied  him  to  this  State  Medical  Society 
Convention  to  be  on  hand  for  the  presentation  of  this 
award.  They  are  Ravindra  F-  Shaw,  M.D.,  president  of  the 
Oswego  County  Medical  Society,  Marvin  J.  Dexter,  M.D., 
the  county  society’s  secretary-treasurer,  Joseph  Guarrera, 
M.D.,  past-president  of  the  society  and  Kenneth  A.  Kurtz, 
M.D. 

Dr.  Fivaz,  it  is  a real  honor  to  present  this  President’s 
Citation  to  you  in  honor  of  the  tremendous  public  service 
you  have  rendered. 

. . . The  House  applauded  Doctors  Shaw , Dexter,  Gu- 
arrera,  and  Kurtz  as  they  were  introduced  . . . 

. . . The  House  rose  and  applauded  Dr.  Fivaz  as  he  left 
the  podium  . . . 

President  Emerson  recognized  H.  Dunham  Hunt,  M.D., 
and  Mrs.  Hunt. 

Dr.  Emerson:  My  second  selection  was  that  of  H. 

Dunham  Hunt,  M.D.  of  Saratoga  Springs,  Saratoga 
County.  He  was  nominated  by  Fred  A.  Phillips,  Jr.,  M.D., 
president  of  the  Saratoga  County  Medical  Society. 

Dr.  Hunt  has  been  a friend  of  the  Saratoga  Springs 
Public  Library  from  the  beginning  when  he  headed  a group 
of  public  spirited  citizens  who  decided  Saratoga  Springs 
should  have  a public  library.  He  directed  the  efforts  of  the 
community  until  a library  was  financed  and  built,  and  has 
been  on  its  Board  of  Trustees  since  it  was  chartered  in 
1950. 

Dr.  Hunt  has  been  a member  of  the  Board  of  Trustees 
of  the  Charleton  School  for  Girls,  an  institution  for  the 
exceptional  training  of  youthful  females  in  Saratoga 
County,  since  1971.  He  has  conscientiously  attended  all 
meetings,  offered  his  services  to  conduct  physical  exami- 
nation clinics  for  the  adolescent  girls  in  the  care  of  the 
school  and  has  brought  several  other  outstanding  members 
of  the  community  onto  the  board.  He  has  been  a member, 


vice-president,  and  director  of  the  Historical  Society  of 
Saratoga  Springs. 

The  community  gave  him  its  highest,  and  well  deserved, 
honor  in  naming  him  to  the  Pillar’s  Society,  which  was 
founded  by  the  City  of  Saratoga  Springs  to  show  appre- 
ciation to  City  leaders.  At  the  time  of  this  award  his  ex- 
tensive participation  in  the  rehabilitation  of  the  historic 
North  Milton  Baptist  Church,  built  in  1793,  and  located 
on  property  owned  by  Dr.  Hunt  was  cited. 

In  1947  Dr.  Hunt  was  elected  to  the  office  of  Ruling  Elder 
in  his  church  and  was  also  elected  a trustee  and  served  as 
the  Board’s  president  in  1952,  1958,  and  1964.  He  also 
chaired  the  planning  of  the  church’s  150th  celebration.  He 
chaired  the  building  committee  of  the  church  education 
addition  which  was  erected  in  1959  and  was  cochairman  of 
the  Site  Selection  Committee  in  January,  1976,  after  a 
tragic  fire  which  destroyed  the  entire  church  building. 

Dr.  Hunt  was  from  1970  to  1972  a member  of  the  board 
of  directors  of  the  church’s  Home  for  Retired  Persons  and 
was  chairman  of  the  Health  Standards  Committee  of  its 
Board  of  Directors. 

He  is  one  of  the  few  remaining  physicians  who  makes 
house  calls.  He  walks  with  two  canes  having  sustained  a 
fractured  hip  in  1931  when  he  was  thrown  from  a horse. 

Dr.  Hunt  is  a past-president  of  the  local  Rotary  Club. 
He  has  shown  his  concern  for  the  elderly  of  his  community 
by  helping  to  establish  the  Senior  Citizens  Center  of  Sar- 
atoga Springs. 

Dr.  Hunt,  it  is  a real  privilege  and  an  honor  to  present 
this  President’s  Citation  for  your  wonderful  service  and 
your  devotion  to  your  community.  Congratulations  to  you 
and  Mrs.  Hunt. 

. . . The  House  rose  and  applauded  as  Dr.  and  Mrs. 
Hunt  left  the  podium  . . . 


ALBION  O.  BERNSTEIN,  M.D.  AWARD 

. . . President  Emerson  recognized  Manfred  M.  Mayer, 
Ph.D.,  who  was  escorted  to  the  podium  by  Dr.  Alfred  A. 
Angrist . . . 

Dr.  Emerson:  The  Albion  0.  Bernstein,  M.D.  Award  is 
awarded  annually  to  a physician  or  scientist  for  out- 
standing scientific  achievement  in  medicine.  This  award, 
presented  under  the  auspices  of  the  Medical  Society  of  the 
State  of  New  York,  was  established  by  the  late  Morris  J. 
Bernstein  to  perpetuate  the  memory  of  his  son,  a physician, 
who  tragically  lost  his  life  while  responding  to  a medical 
call.  The  recipient  of  the  1976  award  is  Manfred  M. 
Mayer,  Ph.D.  of  the  Department  of  Microbiology  of  Johns 
Hopkins  University  School  of  Medicine  for  his  outstanding 
contributions  and  the  understanding  of  the  complement 
system  and  its  intricate  active  enzymatic  relationships  in 
the  role  of  serologic  and  cellular  immunity.  Dr.  Mayer  has 
done  much  to  clarify  the  esoteric  details  of  this  complex 
system,  and  its  important  function  in  many  disease  pro- 
cesses. 

Now,  while  this  is  not  recorded  in  the  actual  award  I just 
want  to  let  you  know  Dr.  Alfred  A.  Angrist  has  predicted 
that  we  have  another  Nobel  Prize  winner  among  the  re- 
cipients of  this  award.  Seriously,  we  have  had  a number 
of  Nobel  Prize  winners  who  have  been  recipients  of  previ- 
ous awards.  We  predict  that  Dr.  Mayer  will  be  among 
them  in  the  years  to  come. 


480  New  York  State  Journal  of  Medicine/March,  1977/House  of  Delegates,  Minutes 


Dr.  Mayer,  we  appreciate  your  coming  here  today  to 
accept  this  high  award  and  accompanying  check  for  $2,000. 
We  extend  our  congratulations. 

. . . The  House  rose  and  applauded  as  Dr.  Mayer  left  the 
podium  . . . 


VICE-PRESIDENT'S  MEDA L 

. . . President  Emerson  recognized  Bernard  J.  Pisani. 
M.D.,  Vice-President . . . 

Dr.  Emerson:  This  is  a real  pleasure.  Barney  has  been 
my  backup  man  during  these  past  twenty  months.  As 
vice-president  he  steps  into  the  chair  when  anything  hap- 
pens to  the  president.  When  I think  things  are  getting 
tough  I just  excuse  myself  and  call  on  Barney  because  I 
know  he’s  equal  to  any  situation.  It  is  my  pleasure  to 
present  you  with  the  Vice-President’s  Medal  for  unusual 
outstanding  service,  and  for  keeping  us  on  an  even  keel. 
I’m  very  grateful  to  you. 

. . . The  House  rose  and  applauded  as  Dr.  Pisani  left  the 
podium  . . . 


SCIENTIFIC  EXHIBITS  AWARDS 

. . . Speaker  Way  recognized  Thomas  S.  Bumbalo,  M.D., 
chairman  of  the  Scientific  Exhibits  Subcommittee,  who 
presented  the  following  report  of  the  scientific  Awards 
Subcommittee: 

The  members  of  the  Scientific  Awards  Subcommittee 


are: 

Julius  E.  Stolfi,  M.D.,  Chairman Kings 

Leonard  F.  Ciner,  M.D New  York 

John  H.  Morton,  M.D Monroe 

Albert  H.  Douglas,  M.D.,  Consultant Queens 


The  scientific  exhibits  awards  are  given  in  two  categories: 
Group  1 awards  are  made  for  exhibits  of  individual  inves- 
tigation which  are  judged  on  the  basis  of  originality  and 
excellence  of  presentation.  Group  II  awards  are  made  for 
exhibits  which  do  not  exemplify  purely  experimental 
studies  and  which  are  judged  on  the  basis  of  presentation 
and  correlation  of  data. 

The  awards  in  Group  I,  Scientific  Research  are  as  fol- 
lows: 

First:  “Carcinoembryonic  Antigen  (CEA)  in  Manage- 
ment of  Colon  Cancer,"  James  T.  Evans,  M.D..  T.  M.  Chu, 
Ph.D.,  E.  D.  Holyoke,  M.  D.,  Roswell  Park  Memorial  In- 
stitute, Buffalo,  New  York. 

Second:  “Exploring  Electrode  Needle  for  Selection  of 
Optimal  Implantation  Site  for  Permanent  Epicardial 
Pacing,"  Philip  Varriale,  M.D.,  Emil  A.  Naclerio,  M.D., 
Joseph  Niznik,  M.D.,  Cabrini  Health  Care  Center,  New 
York  City. 

Honorable  Mention:  “The  Development  of  Arthros- 
copy and  Its  Current  Applications,”  Serge  Parisien,  M.D., 
Michael  H.  Gordon.  M.D.,  Michael  Neuwirth.  M.D.,  Hos- 
pital for  Joint  Diseases,  New  York  City. 

The  awards  in  Group  II,  Clinical  Research,  are  as  fol- 
lows: 

First:  “Pathogenesis  of  Bleeding  Colonic  Diverticulosis: 
New  Observations,”  Morton  A.  Meyers,  M.D,  Cornell 
University  Medical  College  New  York  City. 

Second:  “Information  Yield  High  in  Minimally  In- 
vasive Technique  of  Combined  Cavography  and  IVP  (In- 


travenous Pyelogram),”  George  Pillare,  M.D.,  Long  Island 
Jewish-Hillside  Medical  Center,  New  Hyde  Park. 

Honorable  Mention:  “Diabetic  Retinopathy,”  Robert 
A.  D’Amico,  M.D.,  Ruth  Stoddard  Long,  M.D.,  St.  Vin- 
cent’s Hospital  and  Medical  Center,  New  York  City. 

Upjohn:  “House  Fire  Smoke  Inhalation:  Gross  and 
Microcirculatory  Effects  on  the  Lung,”  William  R.  Clark, 
M.D.,  Stennis  D.  Wax,  M.D.,  Watts  R.  Webb,  M.D.,  State 
University  of  New  York  Upstate  Medical  Center,  Syracuse, 
New  York. 

. . . The  House  applauded  as  Dr.  Bumbalo  left  the  po- 
dium . . . 

REDWAY  AWARD 

. . . President  Emerson  recognized  Rudolph  Deibel, 
M.D.,  Thomas  Flanagan,  Ph.D.,  and  Victoria  Smith, 
M.D.  ... 

President  Emerson:  The  Laurance  D.  Redway  Medal 
_^jnd  Award  is  given  in  memory  of  Dr.  Redway,  a former 
editor  of  the  New  York  State  Journal  of  Medicine  who 
helped  to  build  up  its  strong  structure.  This  14th  annual 
award  is  given  today  to  Rudolph  Deibel,  M.D.,  Thomas 
Flanagan,  Ph.D.,  and  Victoria  Smith,  M.D.,  for  their  sci- 
entific article  on  the  etiologic  and  epidemiologic  observa- 
tions and  studies  of  viral  nervous  system  infections  in  New 
York  State  in  1974.  Their  findings,  published  in  the  No- 
vember 1975  Journal,  noted  the  predominance  of  enteric 
and  influenzal  viruses,  and  the  unusually  high  incidence 
of  influenza  B infection  in  Reye’s  syndrome.  Dr.  Deibel 
is  the  Director  of  Virus  Laboratories,  New  York  State 
Department  of  Health  and  is  associate  professor  of  mi- 
crobiology and  pediatrics  at  Albany  Medical  College. 

Dr.  Flanagan  is  professor  of  microbiology  at  the  De- 
partment of  Microbiology,  State  University  of  New  York 
at  Buffalo  School  of  Medicine,  and  Director  of  the  Erie 
County  Virology  Laboratory. 

Dr.  Smith  is  presently  with  the  Civil  Service  Depart- 
ment, Employee’s  Health  Service  of  the  staff  of  the  Albany 
Medical  College,  and  a specialist  in  preventive  medicine. 
It  is  a pleasure  to  present  this  Laurance  D.  Redway  Award 
for  Medical  Writing,  the  Gold  Medal,  and  a check  for  $500 
to  you  in  recognition  of  your  article  “Central  Nervous 
System  Infections  in  New  York  State  Etiologic  and  Epi- 
demiologic Observations  in  1974.”  Congratulations. 

. . . The  House  rose  and  applauded  as  Dr.  Smith  and  Dr. 
Deibel  left  the  podium.  Dr.  Flanagan  was  unable  to  be 
present  . . . 

WILLIAM  HAMMOND  AWARD  FOR  DISTIN- 
G UISHED  SER  VICE 

. . . President  Emerson  recognized  James  R.  Jones,  M.D., 
who  was  escorted  by  Dr.  Alfred  A.  Angrist . . . 

Dr.  Emerson:  The  annual  William  Hammond  Award 
for  Distinguished  Service  is  given  this  year  to  James  R. 
Jones,  M.D.,  Associate  Professor  of  Obstetrics  and  Gyne- 
cology at  the  State  University  of  New  York,  Downstate 
Medical  Center,  for  his  more  than  six  years  of  outstanding 
service  on  the  Associate  Editorial  Board  of  the  New  York 
State  Journal  of  Medicine.  Dr.  Jones  has  reviewed,  se- 
lected, and  recommended  improvements  in  manuscripts 
for  publication  in  his  particular  field  of  expertise,  obstetrics 
and  gynecology.  It  is  a pleasure,  Dr.  Jones,  to  present  this 
award  to  you. 

. . .The  House  rose  and  applauded  as  Dr.  Jones  left  the 
podium  . . . 
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FIFTY-YEAR  CITATIONS 
President  Emerson:  In  keeping  with  the  pleasant  and 
long  established  tradition,  The  president  of  your  Society 
now  recognizes  our  colleagues  who  are  celebrating  their 
golden  anniversary  in  the  practice  of  medicine.  This  year 
we  are  proud  to  honor  two  hundred  and  eighty-seven 
physicians  enjoying  this  distinction. 

Time  does  not  permit  us  to  present  all  two  hundred  and 
eighty-seven  citations  at  this  session.  We  therefore,  will 
present  one  Fifty-Year  Service  Citation  now,  and  the  re- 
maining engraved  citations  recognizing  their  fiftieth  year 
since  graduation  from  medical  school  will  be  mailed  to  each 
recipient  soon  after  this  convention. 

Accepting  his  citation  on  behalf  of  the  entire  class  of  1926 
is  Joseph  Herszkorn,  M.D.,  formerly  of  The  Bronx,  New 
York,  who  now  resides  in  Encino,  California  and  traveled 
three  thousand  miles  to  accept  this  Citation  on  behalf  of 
his  two  hundred  and  eighty-six  fellow  physicians.  Dr. 
Herszkorn  lives  in  Los  Angeles.  He  received  his  degree  in 
Warsaw  and  came  to  the  United  States  in  1937.  For 
twenty-five  years  he  was  active  in  the  Bronx  County 
Medical  Society,  and  his  wife,  Eida  was  a Woman’s  Aux- 
iliary Board  member,  both  on  the  county  and  State  levels. 
Although  Dr.  Kerszkorn  lives  in  California,  he  returns 
frequently  to  the  New  York  City  area  to  find  out  what  is 
transpiring  in  medicine.  Maybe  that  is  why  he  keeps  going 
back  to  California.  But  anyway,  Dr.  Herszkorn,  we  con- 
gratulate you  and  we  are  very  proud  to  present  this  Citation 
for  Fifty  Years  of  dedicated  service  to  your  profession. 

. . . The  House  rose  and  applauded  as  Dr.  Herszkorn  left 
the  podium  . . . 

The  list  of  recipients  follows: 

Albany 

Edward  P.  McDonald 
Philip  S.  Van  Orden 

Allegany 

Samuel  Burke  Scott 
Bronx 

Benjamin  Arbor 
Joachim  Beutel 
Irving  B.  Blumenfeld 
Philip  Brown 
Hillel  Elias  Diamond 
Harry  Epstein 
Paul  Fagin 
Edward  Paul  Feder 
Abel  Albert  Goodman 
Nora  Gottschalk 
Joseph  Herszkorn 
Alfons  Abraham  Hillel 
Max  Kliger 
Herman  Kristal 
Auguste  Kron 
Joseph  H.  Lapin 
Julius  K.  Littman 
Charles  Mandel 
Abraham  Perlin  Matusow 
Charles  R.  Messeloff 
Joseph  Mucelli 
Max  Bernard  Nathanson 
Edward  A.  Pfeiffer 
Angelo  Procario 
Samuel  J.  Schneierson 
Louis  Tannenbaum 


Philip  Toker 
Oscar  Weiger 
Harry  Zimmerman 

Broome 

Norman  W.  Elton 
Maxwell  Conrad  Snider 
John  M.  Touhey 
Walter  K.  Van  Alstyne 
Cattaraugus 
Joseph  L.  Mountain 
Chenango 

Mat  Gibbon  Boname 
Clinton 

Kenneth  Mead  Clough 
Cortland 

Louis  John  Iacovino 

Dutchess 
Steven  Dobo 
Maxwell  Gosse 
Walter  W.  Wicks 

Erie 

Evelyn  Ethel  Alpern 
Harold  E.  A.  Cavanagh 
Max  Cheplove 
Walter  E.  Constantine 
Martin  Friedland 
Joseph  J.  Pisa 
David  Rivo 
Werner  J.  Rose 
Sigmund  B.  Silverberg 
Emil  Sternberg 
Eugene  M.  Sullivan 
Irving  Yellen 

Jefferson 

Wendell  Dow  George 
Harlow  Earl  Ralph 

Kings 

Jacob  M.  Ain 
Leon  Akselrad 
George  Hudson  Batson 
Benjamin  A.  Bloom 
Ernest  Buffone 
Henry  Cohen 
George  B.  Dorff 
William  Engler 
Janina  Gidynski 
Harry  Ginsberg 
Martin  Gerhard  Goldner 
Herman  S.  Goodman 
Max  Grolnick 
Stanley  Cheney  Hall 
Theodore  George  Holzsager 
Sidney  Immergut 
Michael  Interrante 
Hyman  Kozak 
David  Kuritzkes 
Nagla  M.  Laf  Loofy 
Arthur  Edward  Lamh 
Mortimer  A.  Lasky 
Mortimer  Lefkowitz 
Charles  D.  Levein 
David  J.  Levin 
Hyman  Lieberman 
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Louis  Lostfogel 
Paul  K.  Maloney 
Emanuel  Mendelson 
Sonya  Arina  Monen 
Irving  Nachamie 
Raymond  King  Pendleton 
Marie  Soloff'Quasha 
Milton  J.  Rader 
Nathaniel  S.  Reimer 
Josephine  Rera 
Benjamin  Rubinstein 
William  Alex  Schwartz 
Bernard  Shermer 
Edward  Singer 
Arnold  A.  Spiegler 
Maurice  Louis  Teitelbaum 
Michael  F.  Volpe 
Hugo  Weinberger 
Samuel  Weinstein 
Louis  Leo  Weiss 
Louis  J.  Weseley 
Maurice  C.  Whitehill 
Samuel  Zaldin 

Monroe 

Francis  Hess 
George  A.  Hilleman 
William  Addison  MacVay 
James  M.  Markin 
Walter  Shifton 

Montgomery 

Edward  Andrew  Bogdan 
Martin  Francis  Geruso 

Nassau 

Louis  B.  Chmielewski 
William  P.  Corriero 
Leo  Thomas  Flood 
Sidney  Frank 
Edward  Calisch  Held 
Otho  C.  Hudson 
Emil  F.  Klein 
Harry  S.  Rosenberg 
Martin  Frederic  Stein 
I.  Jackson  Tartakow 

New  York 

Abram  J.  Abeloff 
Alexandra  Adler 
Farrow  Robert  Allen 
Richard  Berczeller 
Herbert  Blau 
Samuel  Blinder 
Alexander  Borota 
Bruce  E.  Bradley 
Roswell  K.  Brown 
George  Edgar  Burford 
Victor  Carabba 
Thomas  Ciaccio  Case 
Julius  Chasnoff 
May  Edward  Chinn 
Fritz  J.  Cramer 
Arthur  F.  Donofrio 
Paul  Frederick  DeGara 
Emil  J.  Delli  Bovi 
Louis  Bennett  Dunn 
Wilhelm  Eilbott 
Emanuel  Z.  Epstein 


Joseph  Dominic  Ferrara 
Claude  Ellis  Forkner 
William  Fox 
Herwald  Beecher  Geiger 
Isadore  Earle  Gerber 
Isadore  Givner 
Bernard  M.  Goertzel 
Irving  P.  Graef 
Harry  Gross 
Isaak  Grunstein 
Nathan  T.  Guttman 
Milton  Helpern 
Hugh  Mason  Hicks 
Norman  L.  Higinbotham 
Thea  M.  Herman 
Louis  Iacueo 
Oswald  A.  Igel 
Martin  Israel 
Anthony  M.  Kasich 
John  H.  Kilgus 
Arthur  A.  Knapp 
Erna  Konig 
Philip  Krainin 
Hans  Kuehn 
Bernard  D.  Kulick 
Paul  W.  Lapidus 
John  Bart  Lauricella 
Sidney  D.  Leader 
Ellen  Fook  Len  Leong 
Betsy  P.  Lidsky 
Eva  Klein  Lipshutz 
Ruth  Loveland 
Samuel  Lowy 
Arthur  Lucas 
Kenneth  S.  MacLean 
Locke  Litton  MacKenzie 
Milton  R.  Malev 
Irving  Edward  Marks 
Aubre  de  L.  Maynard 
Duncan  R.  McCuaig 
Helen  Lovena  Miller 
Lilly  Ottenheimer 
Nellie  Pelecovich 
Theodore  Pick 
Frances  Pizitz 
Lucia  Radi 
Antoinette  Raia 
Peter-Cyrus  L.  Rizzo 
George  Porter  Robb 
James  Gerard  Robilotti 
Abraham  S.  Rothberg 
Pierre  A.  Rube 
Samuel  Leon  Saltzman 
William  Schick 
Thomas  Newton  Sheen 
Samuel  R.  Shielcrawt 
Irwin  P.  Sobel 
Robert  Folger  Solley 
Anni  Sonnenfeld 
Jonas  Stiehl 

Marion  Baldur  Sulzberger 
Leonard  Tarr 
Felix  Terner 
Max  Trubek 
Louis  War  dell 
Benjamin  W.  Warner 
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Joseph  Weiss 
Rudolf  Wittmann 
Asta  J.  Wittner 
Abner  Wolf 
Mary  A.  Wolf 
Irving  S.  Wright 
Niagara 

Edwin  Wilder  Gates 
William  Edward  Mathews 
Oneida 

Louis  Dantzig 
Anna  Josephine  Gosline 
James  B.  Lawler 
Onondaga 

Clarence  Jost  Gabel 
Joseph  Bernard  Naselli 
John  Podiuk 
Philip  H.  Rakov 
Francis  William  Rosenberger 
Howard  H.  Volan 
Ontario 

Robert  Edwin  Doran 
Orange 

Benno  J.  Troidle 
Queens 

Alfred  Alvin  Angrist 
Adolph  Frederick  Bien 
Daniel  Ignac  Chillag 
Michael  Garofalo 
Richard  Grimes 
Sidney  Hirsch 
Alfred  Hirv 
Hans  J.  Joseph 
Lansing  H.  Keeler 
Jessie  C.  Labanowski 
Alfred  Lang 
Rudolf  Nurnberger 
Daniel  Porte 
Elia  Rabinovici 
Franciska  Radocsay 
David  Rothstein 
Mitchell  Jay  Rubinow 
Benjamin  Silberg 
Abraham  Gilbert  Silver 
Herman  Slass 
Franklin  V.  Sunderland 

Introduction  of  Guests 

. . . Speaker  Way  introduced  the  following  guests  who 
addressed  the  House  and  were  applauded: 

Hilliard  Spitz,  M.D.,  Official  Delegate,  Connecticut 
State  Medical  Society. 

Euclid  M.  Hanbury,  M.D.,  Immediate  Past  President, 
Maine  Medical  Association. 

Thomas  F.  Foley,  M.D.,  Official  Delegate,  New  Hamp- 
shire Medical  Society. 

John  V.  Blady,  M.D.,  President-Elect,  Pennsylvania 
Medical  Society. 

Steven  D.  Douglas,  M.D.,  University  of  Minnesota, 
Minneapolis,  Minnesota. 


Ludwig  Auerbach 
Arthur  Douglas  Redmond 
Stuart  A.  Winning 
Schenectady 

George  C.  Von  Borstel 
Schoharie 

Roy  George  Stewart  Dougall 
Steuben 

James  Johnson  Sanford 
Suffolk 

Cologero  John  Bonadio 
Cyril  Ellis  Drysdale 
Morris  R.  Keen 
Kate  Freeman  Miller 
Gabriel  Schein 
Tompkins 

Joseph  Bryant  Mathewson 
Norman  Slawson  Moore 
Ulster 

Carl  Foster  Meekins 
Wayne 

Frank  Reuben  Henne 
Westchester 
Mitchell  M.  Benedict 
Frederick  William  Birkman 
Irving  Caine 
Peter  K.  Cobin 
Abraham  L.  Feldman 
Francis  Giammattei 
Max  Joseph  Goldberg 
Julius  Caulkins  Gray 
Edwina  Kittredge 
H.  Houston  Merritt 
Hyman  Millman 
William  Alexander  Newlands 
Clarence  Quinton  Pair 
Louis  J.  Polimeni 
Maurice  C.  Rosenkrantz 
Bernard  M.  Scholder 
Willard  H.  Sweet 
Elias  Weiner 
Max  Weiner 
Richmond 

Wolfgang  A.  S.  Casper 
St.  Lawrence 

Hugh  P.  Hermann,  M.D.,  President,  Vermont  State 
Medical  Society. 

H.  Peter  Brauer,  M.D.,  Head  of  International  Depart- 
ment of  the  West  German  Medical  Society. 

R.  Haellmayr,  M.D.,  German  Medical  Association  of 
Cologne,  West  Germany. 

Introduction  of  Past  Presidents 

. . . Speaker  Way  introduced  the  following  Past  Presi- 
dents who  were  in  the  House:  James  M.  Blake,  Lynn  R. 
Callin,  Henry  I.  Fineberg,  Walter  T.  Heldmann,  George 
Himler,  Thomas  F.  McCarthy,  Edward  Siegel,  and  Walter 
Scott  Walls. 
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HOUSE  COMMITTEE  ON 
BYLAWS  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  House  Committee  on  Bylaws  consists  of  the  fol- 
lowing members: 

Richard  D.  Eberle,  M.D.,  Chairman  . . . .Onondaga 

Clarke  T.  Case,  M.D Oneida 

John  L.  Clowe,  M.D Schenectady 

G.  Rehmi  Denton,  M.D Albany 

James  M.  Flanagan,  M.D Wayne 

Joseph  R.  Fontanetta,  M.D Kings 

Allison  B.  Landolt,  M.D Westchester 

Henry  B.  Marshall,  M.D Chemung 

James  R.  Nunn,  M.D Erie  » 

(■P 

Milton  Rosenberg,  M.D Suffolk 

Ralph  S.  Emerson,  M.D.,  President,  ex  officio  .... 

Nassau 

Carl  Goldmark,  Jr.,  M.D.,  Secretary,  ex  officio  .... 

New  York 

George  T.  C.  Way,  M.D.,  Speaker,  ex  officio 

Dutchess 

Joseph  F.  Shanaphy,  M.D.,  Vice-Speaker,  ex  officio 

Richmond 

The  House  Committee  on  Bylaws  has  met  on  two  occa- 
sions since  the  1975  session  of  the  House  of  Delegates;  on 
March  26,  1976  and  again  on  May  27,  1976. 

Basically  this  committee  was  charged  with  consideration 
of  two  general  areas;  the  resolutions  referred  to  this  com- 
mittee bv  the  1975  House  of  Delegates  as  well  as  the 
changes  proposed  by  the  Hughes  Report.  Although  the 
Hughes  Report  was  in  fact  Resolution  74-1,  the  changes 
envisioned  were  of  so  great  a magnitude  that  the  report  was 
considered  as  a separate  entity. 

Both  the  resolutions  and  the  report  were  studied  in  great 
detail.  With  respect  to  the  resolutions  referred  to  this 
committee,  the  following  actions  were  taken: 

Resolution  75-1,  Submission  of  Resolutions 
(Introduced  by  Edward  Siegel,  M.D.,  as  an  Individual). 
Whereas,  In  the  past  there  has  been  much  confusion 
with  respect  to  the  method  by  which  resolutions  may 
be  submitted  for  consideration  by  the  House  of  Dele- 
gates; and 

Whereas,  The  present  Bylaws  of  the  Medical  Soci- 
ety of  the  State  of  New  York  do  not  explicitly  state  the 
method  by  which  such  resolutions  may  be  submitted; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Bylaws  by  the  insertion  of  a new 
paragraph  following  paragraph  two  of  Article  X,  Sec- 
tion 1,  to  read  as  follows: 

Resolutions  may  be  introduced  at  the  House  of 
Delegates  only  by  members  of  the  House  of  Dele- 
gates as  individuals,  or  as  representatives  of  the 
component  county  medical  societies,  district 
branches  and  scientific  sections. 


The  committee  voted  to  AMEND  the  resolved  por- 
tion of  resolution  75-1  as  follows: 

“Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Bylaws  by  the  insertion  of  a new 


paragraph  following  paragraph  three  of  Article  III, 
Section  3,  to  read  as  follows:  (deletions  in  brackets; 
additions  in  italics) 


“Resolutions  may  be  (introduced  by]  submitted  to 
the  House  of  Delegates  only  by  members  of  the 
House  of  Delegates  as  individuals,  or  as  [representa- 
tives of  the]  delegates  representing  component 
county  medical  societies,  district  branches,  and  sci- 
entific sections,  or  by  component  county  medical 
societies,  district  branches,  and  scientific  sec- 
tions. ” 


It  was  felt  that  there  has  been  a great  deal  of  confusion 
in  the  past  concerning  the  method  by  which  resolutions 
may  be  submitted  for  consideration  and  this  resolution 
clearly  delineates  the  method  which  should  be  followed. 


The  committee  voted  to  recommend  APPROVAL  of 
Resolution  75-1  as  AMENDED. 


. . . The  House  voted  to  ADOPT  Resolution  75-1 
as  amended  . . . 


Resolution  75-2,  Fixed  Date  for  Election  of  Offi- 
cers 


Introduced  by  Thomas  F.  McCarthy,  M.D.,  as  an  Individ- 
ual. 


Whereas,  Elected  officers  of  the  Medical  Society  of 
the  State  of  New  York  take  office  after  the  termination 
of  the  Annual  Meeting  of  the  House  of  Delegates  at 
which  they  are  elected;  and 

Whereas,  Marked  changes  in  the  date  of  the  meet- 
ings of  the  House  of  Delegates  may  be  anticipated; 
and 

Whereas,  Continued  use  of  such  a method  will  cause 
a disparity  in  the  length  of  service  of  these  officers; 
and 

Whereas,  The  establishment  of  a predetermined 
fixed  date  for  the  assumption  of  office  would  correct 
this  injustice;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  January  1st  of  the  year  fol- 
lowing the  meeting  of  the  House  of  Delegates  at  which 
such  officers  are  elected  shall  be  the  date  upon  which 
such  officers  shall  assume  their  office;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Bylaws  by  deleting  the  second 
sentence  of  Article  V of  the  present  Bylaws  of  the  Med- 
ical Society  of  the  State  of  New  York  and  substitute 
the  following: 

They  shall  take  office  on  the  1st  day  of  January 
next  following  the  annual  meeting  at  which  they  are 
elected  and  shall  serve  for  one  year  or  until  their  suc- 
cessors are  elected. 
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It  was  the  unanimous  decision  of  the  committee  that 
by  having  the  officers  assume  their  office  on  January  1st, 
there  would  be  a “lame  duck”  officer  sitting  for  the  period 
between  the  closing  of  the  House  of  Delegates  and  January 
1st,  and  this  would  not  be  in  the  best  interests  of  the  So- 
ciety. 

The  committee  voted  to  recommend 
DISAPPROVAL  of  Resolution  75-2. 


. . . The  House  voted  to  NOT  ADOPT  Resolution 
75-2  . . . 

Resolution  75-8,  Determination  of  Number  of 
County  Medical  Society  Delegates  to  House  of  Dele- 
gates of  Medical  Society  of  the  State  of  New  York 

Introduced  by  the  Suffolk  County  Medical  Society. 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York,  Article  III,  Section  1(b)  state  that 
the  numerical  number  of  delegates  which  a county 
medical  society  is  entitled  to  send  to  the  House  of  Del- 
egates shall  be  “ . . . according  to  the  rolls  of  the  Medi- 
cal Society  of  the  State  of  New  York  on  May  1 of  the 
previous  calendar  year  . . . ”;  and 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York,  Article  II,  Section  2 state  that 
“State  Society  dues  and  assessments  of  a member 
elected  after  October  1 shall  be  credited  to  the  suc- 
ceeding year”;  and 

Whereas,  Any  member  who  joins  the  State  and 
County  Societies  between  May  2 and  September  30th 
of  any  year  pays  dues  for  that  year;  and 

Whereas,  This  creates  the  situation  where  there  are 
current  members  who  may  not  have  proper  represen- 
tation in  the  House  of  Delegates  due  to  the  difference 
in  these  two  dates;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  any  member  of  a County  Med- 
ical Society  who  has  paid  dues  for  the  current  calendar 
year  be  included  in  the  number  of  County  Society 
members  when  determining  the  number  of  delegates 
that  Society  is  entitled  to  have  at  the  annual  meeting; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  III,  Section  1 (b),  paragraph  1 be  amended  as 
follows,  substitute  the  words  “September  30”  for  the 
words  “May  1”  in  line  3 thereof. 

The  committee  noted  that  the  present  method  of  de- 
termining the  number  of  delegates  to  which  a county 
medical  society  is  entitled  disenfranchises  those  members 
who  have  paid  their  annual  dues  and  this  resolution  would 
correct  this  situation. 


The  committee  voted  to  recommend  APPROVAL 
of  Resolution  75-8. 

. . . The  House,  after  discussion,  voted  to  AMEND 
the  second  Resolved  by  deletion  of  the  words  “Sep- 
tember 30”  and  the  substitution  of  the  words  “two 
months  prior  to  the  annual  meeting." 

. . . The  House  voted  to  ADOPT  Resolution  75-8  as 
amended  . . . 


Resolution  75-47,  One  Doctor-One  Vote  at  Medical 
Society  of  the  State  of  New  York  House  of  Dele- 
gates 

Introduced  by  the  Bronx  County  Medical  Society. 

Whereas,  The  disparity  of  voting  members  in  the 
House  of  Delegates  does  not  represent  the  membership 
of  the  component  county  medical  societies  in  any  rep- 
resentative way;  and 

Whereas,  The  Specialty  Societies,  District  Branches 
and  former  officers  are  entitled  to  a vote  while  not 
truly  representing  the  membership  of  their  respective 
societies;  and 

Whereas,  The  only  representatives  of  our  members 
are  elected  delegates  on  a county  level;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  establish  a one-doctor,  one-vote  system  for 
county  society  delegates  to  be  the  only  voting  members 
in  the  House  of  Delegates;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  III,  Section  1,  paragraph  1:  omit  entire 
paragraph  after  the  word  “societies”  in  line  3; 

Article  III,  Section  1,  paragraph  2:  Substitute  the 
words  “in  the  following  manner”  for  the  words  “by 
one  of  the  two  following  optional  methods”  in  lines  3 
and  4;  omit  subparagraph  (a)  entirely;  omit  the  ref- 
erence “(b)”  from  this  subparagraph. 

Article  III,  Section  1,  paragraph  4:  omit  the 

words  “district  branch”  in  line  2;  omit  the  words 
“scientific  section,  or  medical  school”  in  line  3. 

Article  III,  Section  1,  paragraph  6:  add  the  word 
“and”  after  the  word  “vice-chairman”  in  line  10; 
omit  the  words  “delegate  and  alternate  delegate”  in 
line  11;  omit  all  that  follows  the  word  ‘.‘meeting”  in 
line  14. 

Article  XII,  Section  1,  paragraph  1:  add  the  word 
“and”  after  the  word  “vice-chairman”  and  add  a pe- 
riod after  the  word  “secretary”  in  lines  4 and  5;  omit 
the  words,  “and  a delegate  to  the  House  of  Dele- 
gates” in  lines  5 and  6;  add  the  word  “and”  after  the 
word  "chairman”  in  line  6;  omit  the  words,  “and  the 
delegate”  in  lines  6 and  7. 

Article  XII,  Section  1,  paragraph  3,  omit  this  en- 
tire paragraph. 

Article  XVI,  paragraph  4,  omit  this  paragraph  en- 
tirely. 

Article  XVII,  Section  3,  paragraph  1,  omit  the 
words  “and  a delegate  to  the  House  of  Delegates  for 
two  years,”  in  lines  2 and  3. 

Article  XVII,  Section  3,  paragraph  3,  omit  this 
paragraph  entirely. 

After  much  discussion,  the  committee  agreed  that  the 
effect  of  this  resolution  would  be  to  disenfranchise  specialty 
societies,  district  branches,  councilors,  trustees,  past- 
presidents,  and  many  of  the  individuals  and  groups  whose 
expertise  is  greatly  needed  in  the  operation  of  the  State 
Society. 

The  committee  voted  to  recommend 
DISAPPROVAL  of  Resolution  75-47. 


. . . The  House  voted  to  NOT  ADOPT  Resolution 
75-47  . . . 
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Resolution  75-53,  Recommendation  for  Nominat- 
ing Committee — Two  Candidates  for  Each  Office 
Introduced  by  the  Bronx  County  Medical  Society. 

Whereas,  The  Nominating  Committee  of  the  Medi 
cal  Society  of  the  State  of  New  York  has  heretofore 
designated  only  a single  slate  of  candidates  for  office 
annually;  and 

Whereas,  Duly  elected  delegates  representing  their 
membership  consequently  do  not  have  a democratic 
choice  of  candidates  at  the  time  voting  takes  place; 
and 

Whereas,  The  views  of  the  respective  candidates  on 
each  slate  of  officers  will  be  made  available  to  the  dele- 
gates in  a public  forum  where  the  views,  opinions  and 
attitudes  of  each  such  candidate  will  be  made  known  to 
the  duly  elected  delegates  on  all  matters  affecting  the 
medical  profession;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  the  Nominating  Committee 
consider  the  possibility  of  presenting  two  candidates 
for  each  position  except  that  of  President  so  that  a true 
choice  can  be  made  by  the  delegates  for  the  officers  of 
the  Medical  Society  of  the  State  of  New  York. 

The  committee  questioned  the  wisdom  of  this  resolu- 
tion since  the  present  language  of  the  Bylaws  now  permits 
the  presenting  of  two  candidates  for  each  position,  except 
that  of  president.  The  members  also  felt  that  this  change 
could  possibly  result  in  the  elimination  of  good  candidates 
in  the  future.  Therefore,  it  was  the  committee’s  belief  that 
this  change  was  not  necessary. 


The  committee  voted  to  recommend 
DISAPPROVAL  of  Resolution  75-53. 


. . . The  House  voted  to  NOT  ADOPT  Resolution 
75-53 . . . 


Resolution  75-56,  State  Society  President  and 
President-Elect  as  Delegates  to  the  American  Medical 
Association 

Introduced  by  the  Bronx  County  Medical  Society. 

Whereas,  The  President  and  President-Elect  of  the 
Medical  Society  of  the  State  of  New  York  are  knowl- 
edgeable concerning  the  needs  of  our  State  in  matters 
of  legislation  and  delivery  of  health  care;  and 

Whereas,  In  the  past  neither  of  these  officers  has 
been  officially  represented  in  the  New  York  State  Del- 
egation to  the  American  Medical  Association  despite 
their  knowledge  in  medical  and  other  fields;  and 

Whereas,  Due  to  this  deficiency,  the  Medical  Soci- 
ety of  the  State  of  New  York  has  not  been  represented 
with  the  physicians  often  most  best  qualified  to  speak 
for  it;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  \ork  designate  the  President  and  President- 
Elect  of  the  Medical  Society  of  the  State  of  New  York 
as  official  delegates  to  the  American  Medical  Associa- 
tion in  order  to  serve  the  best  interests  of  MSSNY. 

By  virtue  of  the  reduction  in  the  number  of  delegates 
from  the  State  to  the  AMA  meetings,  the  committee  agreed 
that  by  designating  the  president  and  president-elect  of 


the  State  Society  as  official  delegates,  the  State  Society 
would  actually  be  losing  input  at  the  delegation  caucuses. 
At  the  present  time,  the  president  and  president-elect  have 
a voice  at  these  meetings  and  contribute  their  experience 
in  the  presentation  of  the  needs  of  our  State.  By  approving 
this  resolution,  the  committee  feels  that  we  would  be  losing 
the  input  of  two  delegates. 

The  committee  voted  to  recommend 
disapproval  of  Resolution  75-56. 

. . . The  House  voted  to  NOT  ADOPT  Resolution 
75-56  . . . 

Resolution  75-61,  Assessments  on  the  Medical  So- 
ciety of  the  State  of  New  York  Members, 

'€  Introduced  by  the  Medical  Society  of  the  County  of  Ul- 
ster. 

Whereas,  The  Constitution  of  the  Medical  Society 
of  the  State  of  New  York,  in  Article  XIV,  (Funds) 
states,  “Funds  shall  be  raised  by  annual  dues  levied  on 
each  active  member  at  a uniform  per  capita  rate 
throughout  the  State.  Funds  may  also  be  raised  in  any 
other  manner  approved  by  the  House  of  Delegates  or 
by  the  Council  when  the  said  House  of  Delegates  shall 
not  be  in  session”;  and 

Whereas,  The  above  provision  empowers  a relative- 
ly small  group  of  physicians  to  assess  the  membership 
limitless  amounts  without  affording  the  membership 
any  voice  in  the  decision  for  such  assessments;  and 
Whereas,  Such  power  to  assess  the  membership  is 
reinforced  by  the  threat  of  loss  of  membership,  there- 
fore liability  insurance  coverage,  and  other  important 
benefits  of  said  membership;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  to  require  that,  after  ap- 
propriate and  full  communication  to  the  membership 
regarding  the  need  for  any  given  assessment,  such  as- 
sessment may  not  be  levied  without  a referendum  of 
the  entire  active  membership  of  the  Medical  Society  of 
the  State  of  New  York;  as  follows: 

Article  XV,  paragraph  2: 

Assessments  can  be  levied  by  the  House  of  Dele- 
gates and  shall  be  payable  within  a period  of  time 
specified  by  it.  Assessments  may  also  be  levied  by 
the  Council  upon  communication  to  the  member- 
ship at  large  and  after  a referendum  vote  authorizes 
such  levy.  Such  referendum  shall  be  held  in  accor- 
dance with  the  provisions  of  Article  IX  of  these  By- 
laws. 

The  committee  agreed  that  a referendum  would  be 
very  unwieldy  and  not  necessary  in  the  levying  of  assess- 
ments because  the  Council  represents  the  House  of  Dele- 
gates in  the  interim  between  sessions  of  the  House  and  is 
authorized  to  make  decisions.  The  committee  also  agreed 
that  good  public  relations  is  important  in  conveying  our 
ideas  on  assessments  to  the  membership. 

The  committee  voted  to  recommend 
DISAPPROVAL  of  Resolution  75-61. 

. . . The  House  voted  to  NOT  ADOPT  Resolution 
75-61  . . . 
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Resolution  75-123,  Vice-President  as  Member  of 
Medical  Society  of  the  State  of  New  York  Executive 
Committee 

Introduced  by  Joseph  F.  Shanaphy,  M.D.,  Chairman, 
Committee  on  Bylaws. 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  NewT  York  were  recently  amended  so  as  to  pro- 
vide that  the  vice-president  shall  succeed  the  presi- 
dent upon  the  president’s  death,  resignation,  removal, 
permanent  incapacity,  or  refusal  to  act;  and 

Whereas,  The  necessary  changes  in  Article  IV,  Sec- 
tion 4 to  make  the  vice-president  a member  of  the  Ex- 
ecutive Committee  was  inadvertently  not  made;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  IV,  Section  4:  insert  the  words  “vice-pres- 
ident” immediately  following  the  word  “president” 
in  the  first  sentence  thereof. 

The  committee  noted  that  the  vice-president,  by  cus- 
tom, now  sits  with  the  Executive  Committee  and  his 
omission  from  the  list  of  members  in  the  Bylaws  was  in- 
advertent. This  change  will  formalize  what  is  already  in 
effect. 


The  committee  voted  to  recommend  APPROVAL 
of  Resolution  75-123. 

. . . The  House  voted  to  ADOPT  Resolution  75-123 


Resolution  75-64,  Substitution  of  the  Term  ‘Mem- 
bers in  Training”  for  Term  ‘‘Junior  Members”  in 
Bylaws  of  The  Medical  Society  of  the  State  of  New 
York  and  the  Granting  of  Full  Rights  of  Active 
Members 

Introduced  by  Abraham  W.  Freireich,  M.D.,  as  an  Indi- 
vidual- 

Whereas,  Many  of  our  intern  and  resident  members 
consider  the  term  “junior  member”  to  be  both  patron- 
izing and  inappropriate;  and 

Whereas,  The  best  interests  of  organized  medicine 
would  be  served  if  the  members  who  currently  make  up 
the  class  of  “junior  members”  were  permitted  both 
voice  and  vote;  therefore  be  it 

Resolved,  That  the  category  “junior  members”  be 
changed  to  “members  in  training”;  and  be  it  further 
Resolved,  That  such  members  be  accorded  all  the 
rights  and  privileges  of  active  members;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  II,  Section  1,  paragraph  1:  substitute  the 
words  “member  in  training”  for  the  word  “junior”  in 
line  3. 

Article  II,  Section  1,  paragraph  2;  substitute  the 
words  “membership  and  members  in  training”  for 
the  words  “and  junior  membership”  in  line  1. 

Article  II,  Section  1,  paragraph  3:  substitute  the 
words  “members  in  training”  for  the  words  “junior 
members”  in  line  1;  substitute  the  words  “member 
in  training”  for  the  word  “junior”  in  line  7. 


Article  II,  Section  1,  paragraph  4:  substitute  the 
words  “members  and  members  in  training”  for  the 
words  “and  junior  members”  in  lines  1 and  2. 

Article  II,  Section  1,  paragraph  5:  substitute  the 
words  “members  in  training”  for  the  words  “junior 
members”  in  line  1,  Article  II,  Section  1,  paragraph 
6;  substitute  the  words  “member  in  training”  for  the 
words  “junior  member”  in  line  1. 

Article  II,  Section  2,  paragraph  1:  add  the  words 
“and  members  in  training”  after  the  “members”  in 
line  1. 

Article  II,  Section  2,  paragraph  3:  delete  this  : 

paragraph  entirely. 


Since  the  committee  was  aware  of  the  fact  that  a num- 
ber of  members  of  the  class  of  “Junior  Members”  were  not 
now  in  training,  it  felt  that  the  classification  of  “Members 
in  Training”  was  inappropriate. 

The  committee  voted  to  recommend 
DISAPPROVAL  of  Resolution  75-64. 

. . . The  House  voted  to  NOT  ADOPT  Resolution 
75-64  . . . 

Resolution  75-3,  Designation  of  Junior  Members 
To  Affiliate  Members 

Introduced  by  the  Medical  Society  of  the  County  of  New 
York. 

Whereas,  The  membership  policy  of  the  Medical 
Society  of  the  State  of  New  York  is  to  encourage  par- 
ticipation of  all  licensed  physicians;  and 

Whereas,  The  present  designation  of  Junior  Mem- 
ber has  been  found  offensive  to  many  younger  physi- 
cians as  implying  less  than  full  status  as  colleagues  in 
our  Society;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Bylaws  striking  out  the  category 
of  Junior  Member  and  substituting  the  designation  of  i 
“Affiliate”  Member;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  ' 
New  York  amend  its  Bylaws  as  follows: 

Article  II,  Section  1,  paragraph  1:  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  line  3. 

Article  II,  Section  1,  paragraph  2:  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  line  1. 

Article  II,  Section  1,  paragraph  3:  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  lines  1 and 
7. 

Article  II,  Section  1,  paragraph  4:  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  lines  1 and 
2. 

Article  II,  Section  1,  paragraph  5:  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  line  1. 

Article  II,  Section  1,  paragraph  6:  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  line  1. 

Article  II,  Section  2,  paragraph  3:  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  line  1. 

The  committee  struggled  with  the  problem  of  what  to 
call  those  members  who  now  fall  into  the  class  of  “Junior 
Members”  since  it  did  not  feel  that  the  classification  of 
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“Affiliate  Members"  was  appropriate.  After  much  dis- 
cussion the  committee  voted  to  recommend  that  such 
members  be  designated  as  “active  members”  with  the 
proviso  that  those  who  would  fall  into  the  former  classifi- 
cation of  “Junior  Members”  would  have  their  dues  set  at 
one-third  of  the  amount  levied  against  all  other  active 
members.  It  was  felt  that  such  members  are  indeed  active 
members  with  all  the  rights  thereto  and  that  they  should 
be  so  designated.  The  reduced  dues  schedule  is  recom- 
mended in  order  to  stimulate  active  participation  by  intern 
and  resident  physicians  and  not  to  have  financial  problems 
a deterrent  to  membership. 

The  committee  therefore  AMENDED  the  Resolved 
portion  of  Resolution  75-3  as  follows:  (deletion  in 

brackets;  addition  in  italics) 

Article  II;  Section  1,  paragraph  1:  The  member- 
ship in  the  Medical  Society  of  the  State  of  New  York 
shall  be  divided  into  [five]  four  classes:  (a)  active, 
[(b)  junior]  (6)  life,  (c)  honorary,  and  (d)  student. 
Article  II,  Section  1,  paragraph  2:  omit  the  words 
“and  junior”  in  line  1. 

Article  II.  Section  1,  paragraph  3:  omit  entire 

paragraph 

Article  II.  Section  1,  paragraph  4:  omit  the  words 
“and  junior”  and  the  word  "and”  in  line  1;  omit  the 
word  "junior”  in  line  2. 

Article  II,  Section  1,  paragraph  5:  omit  this  para- 
graph entirely 

Article  II,  Section  1 , paragraph  6:  omit  this  para- 
graph entirely 

Article  II,  Section  2,  paragraph  3:  omit  this  para- 
graph entirely 

Article  XIV,  paragraph  1:  This  last  sentence 

should  be  AMENDED  to  read  as  follows: 

“The  dues  and  assessments  of  those  active 
members  who  have  been  graduated  from  medical 
or  osteopathic  college  not  more  than  five  calendar 
years,  not  counting  active  service  in  the  armed 
forces  of  the  United  States  or  in  the  United  States 
Public  Health  Service,  or  who  have  not  completed 
their  continuous  residency  training  shall  be  one- 
third  the  amount  levied  on  all  other  active  mem- 
bers. In  no  case  may  an  active  physician  continue 
to  pay  such  reduced  dues  more  than  seven  years 
after  the  date  of  graduation  from  medical  or  os- 
teopathic school.” 

Article  XV;  paragraph  8:  omit  the  word  “junior" 
in  line  1 thereof. 

Article  XVIII;  Section  2,  paragraph  1:  omit  the 
words  “or  junior”  in  line  4. 

Article  XVIII;  Section  2,  paragraph  2:  omit  the 
words  “or  junior”  in  line  1. 

Article  XVIII;  Section  2,  paragraph  3:  omit  the 
words  “or  junior”  in  line  1. 

Article  XVIII;  Section  5,  paragraph  1:  omit  the 
word  “junior”  in  line  1. 


The  committee  voted  to  recommend  APPROVAL 
of  Resolution  75-3  as  AMENDED. 


■ . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  75-3  as  AMENDED . . . 


Resolution  75-5,  Election  of  AM  A Delegates  by 
District  Branch 

Introduced  by  Broome  County  Medical  Society 
and 

Resolution  75-6,  Election  of  AM  A Delegates  by 
District  Branch 

Introduced  by  Onondaga  County  Medical  Society. 

Whereas,  It  is  necessary  to  restore  more  direct  re- 
sponsibility of  the  AMA  delegates  to  the  area  and  re- 
gion which  they  serve;  and 

Whereas,  The  problems  which  concern  the  AMA 
differ  in  various  areas  of  the  State;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
Ne^  York  approve  the  election  of  the  Delegates  from 
the  Medical  Society  of  the  State  of  New  York  to  the 
AMA  House  of  Delegates  from  and  by  each  district 
branch  in  direct  relation  to  the  number  of  physicians 
in  that  district  branch  with  a maximum  of  five  allow- 
able Delegates  for  any  one  district  branch;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  VIII  of  the  Bylaws  as  fol- 
lows: 

Paragraph  1 should  be  amended  to  delete  the 
words  “and  the  delegates  to  the  American  Medical 
Association.” 

Paragraph  2 thereof  should  be  amended  so  as  to 
read  as  follows: 

A member  of  the  Medical  Society  of  the  State  of 
New  York  who  is  in  arrears  for  component  county 
medical  society  dues  or  State  Society  dues  or  as- 
sessments shall  not  be  eligible  for  nomination  to 
any  office,  the  Council  or  the  Board  of  Trustees  or 
entitled  to  vote  for  any  officer,  councilor  or 
trustee. 

Paragraph  3 should  be  amended  to  read  as  fol- 
lows: 

The  delegates  to  the  American  Medical  Associ- 
ation shall  be  elected  by  the  physician  members  in 
each  district  branch  in  direct  proportion  to  the 
number  of  AMA  physicians  in  such  district 
branch.  Such  delegates  shall  be  elected  in  the 
calendar  year  preceding  the  meeting  of  the  House 
of  Delegates  of  the  American  Medical  Association 
to  which  they  are  elected  One  half  of  the  allotted 
number  of  delegates  and  alternate  delegates  shall 
be  elected  each  year. 

Article  VII,  Section  1,  paragraph  1 should  be 
amended  as  follows:  delete  the  word  “and”  in  line  7; 
delete  line  8 entirely. 

Article  VIII,  Section  1,  paragraph  2 should  be 
amended  as  follows:  delete  the  word  “and"  in  line  1; 
delete  line  2 entirely;  delete  line  10  entirely;  delete 
the  words  “American  Medical  Association,”  from 
line  11. 

Article  VII,  Section  1,  paragraphs  3,  4,  5 and  6 
should  be  omitted  entirely. 


The  committee  considered  identical  Resolutions  75-5 
and  75-6  together.  A number  of  members  of  the  commit- 
tee expressed  the  opinion  that  not  all  of  the  district 
branches  are  equally  active,  and  it  was  pointed  out  that  at 
least  one  is  practically  moribund.  The  committee  there- 
fore felt  that  the  proposals  ?ould  not  be  universally  im- 
plemented and  thus,  wich  the  exception  of  Clarke  T.  Case, 
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M.D.,  who  voted  in  favor  of  the  resolution,  did  not  favor 
these. 

The  committee  voted  to  recommend 
DISAPPROVAL  of  Resolutions  75-5  and  75-6. 


American  Medical  Association.  The  membership  at  large 
should  be  made  aware  that,  if  these  resolutions  are 
adopted,  only  State  Society  Delegates  who  are  members 
of  the  AMA  will  be  permitted  to  vote  for  delegates  to  the 
AMA  House  of  Delegates  and  that  they  should  keep  this 
fact  in  mind  when  voting  for  delegates  to  this  House. 


. . . The  House,  after  discussion,  voted  to  NOT 
ADOPT  Resolutions  75-5  and  75-6  . . . 


The  committee  voted  to  recommend  APPROVAL 
of  Resolutions  75-71  and  75-91. 


Resolution  75-71,  Election  of  AMA  Delegates 

Introduced  by  Carl  Goldmark,  Jr.,  M.D.,  as  an  Individu- 
al. 

Whereas,  Under  the  present  system  all  delegates  to 
the  Medical  Society  of  the  State  of  New  York  may  vote 
for  delegates  to  the  American  Medical  Association; 
and 

Whereas,  It  is  inappropriate  to  permit  those  physi- 
cians who  do  not  choose  to  belong  to  the  AMA  to  have 
a voice  and  vote  in  the  selection  of  those  physicians 
who  will  represent  New  York  State  at  the  meeting  of 
the  House  of  Delegates  of  the  American  Medical  Asso- 
ciation; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  VIII,  Section  1,  paragraph  2:  delete  the 
words  “and  delegates  to  the  American  Medical  Asso- 
ciation” in  lines  1 and  2;  delete  the  words  “with  the 
exception  of  that  of  delegate  to  the  American  Medi- 
cal Association,”  in  lines  9,  10  and  11. 

Article  VIII,  Section  1,  paragraph  3:  shall  be 

amended  to  read  as  follows: 

For  the  election  of  delegates  to  the  American 
Medical  Association  only  those  members  of  the 
House  of  Delegates  who  are  also  members  of  the 
American  Medical  Association  shall  be  eligible  to 
cast  a ballot.  The  delegates  shall  be  declared 
elected  in  the  order  of  the  highest  number  of  votes 
cast  until  the  allotted  number  shall  have  been 
chosen;  a corresponding  number  in  the  next  high- 
est order  of  votes  cast  shall  be  declared  alternate 
delegates. 

Resolution  75-91,  Election  of  AMA  Delegates 

Introduced  by  Samuel  Cytryn,  M.D.,  as  an  Individual. 
Whereas,  The  members  of  the  American  Medical 
Association  delegation  are  elected  to  represent  those 
members  of  the  Medical  Society  of  the  State  of  New 
York  who  are  AMA  members;  and 

Whereas,  The  delegation  to  the  AMA  is  based  upon 
the  AMA  evaluation  of  members  of  the  Medical  Soci- 
ety of  the  State  of  New  York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  to  read  that  only  members 
of  the  AMA  who  are  delegates  to  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New  York 
be  permitted  to  vote  for  delegates  to  the  American 
Medical  Association. 


The  committee  decided  to  consider  Resolutions  75-71 
and  75-91  together.  It  agreed  with  the  assertion  that  it  is 
inappropriate  to  permit  those  physicians  who  do  not  choose 
to  belong  to  the  AMA  to  have  a voice  and  vote  in  the  se- 
lection of  those  physicians  who  will  represent  New  York 
State  at  the  meeting  of  the  House  of  Delegates  of  the 


. . . The  House,  after  discussion,  voted  to  NOT 
ADOPT  Resolutions  75-71  and  75-91  . . . 

Resolution  75-95,  Expenditure  of  Funds  by  the 
Medical  Society  of  the  State  of  New  York 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  Individual. 
Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  state  that  funds  of  the  Society  can 
be  spent  only  with  the  approval  of  the  Board  of  Trust- 
ees; and 

Whereas,  The  Board  of  Trustees  is  composed  of  ex- 
perienced leaders  of  the  Medical  Society  of  the  State  of 
New  York;  and 

Whereas,  Such  Board  of  Trustees  has  the  responsi- 
bility of  seeing  that  such  funds  are  not  expended  in  a 
frivolous  manner;  and 

Whereas,  In  actuality  such  a mechanism  gives  the 
Board  of  Trustees  a major  role  in  the  policy  executions 
of  the  Medical  Society  of  the  State  of  New  York  in  a 
negative  manner;  and 

Whereas,  Presently  such  a negative  policy  ruling  de- 
cision is  irreversible  as  far  as  the  House  of  Delegates 
and  Council  are  concerned;  and 

Whereas,  In  certain  circumstances  such  a negating 
policy  making  action  might  be  entirely  inconsistent 
with  the  will  of  the  Society;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  develop  a mechanism  whereby  an  adverse 
financial  decision  by  the  Board  of  Trustees  be  not  ab- 
solute; and  be  it  further 

Resolved,  That  when  the  decision  to  expend  funds 
by  the  Medical  Society  of  the  State  of  New  York  is  de- 
cided by  a wide  margin  of  either  the  Council  or  the 
House  of  Delegates,  then  the  veto  power  of  the  Board 
of  Trustees  can  be  overridden;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  VI,  Section  2,  paragraph  2:  Add  the  fol- 
lowing language  at  the  end  thereof: 

Should  the  Board  of  Trustees  disapprove  of  the 
expenditure  of  any  funds  voted  for  by  the  House 
of  Delegates  or  the  Council,  then  and  in  that 
event,  the  Board  of  Trustees  shall  return  the  mat- 
ter to  either  the  House  of  Delegates  or  the  Council 
if  the  House  of  Delegates  is  not  in  session,  which 
may  override  such  disapproval  by  a three-fourths 
vote  and  direct  the  expenditure  of  such  funds. 
After  much  discussion,  the  committee  voted  to 
AMEND  the  third  resolved  so  that  it  would  read  as  fol- 
lows: 

Article  VI,  Section  2,  paragraph  2:  Add  the  fol 
lowing  language  at  the  end  thereof: 

“Should  the  Board  of  Trustees  disapprove  of 
the  expenditure  of  any  funds  voted  for  by  the 
House  of  Delegates  or  the  Council,  then  and  in 
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that  event,  the  Board  of  Trustees  shall  return  the 
matter  to  either  the  House  of  Delegates  or  the 
Council,  if  the  House  of  Delegates  is  not  in  ses- 
sion, which  may  override  such  disapproval  by  a 
unanimous  vote  and  direct  the  expenditure  of 
such  funds.  The  Board  of  Trustees  shall  not  vote 
on  this  issue  at  a meeting  of  the  House  of  Dele- 
gates and  the  chairman  of  the  Board  of  Trustees 
shall  not  vote  on  this  issue  at  the  Council.” 

The  committee  voted  to  recommend  APPROVAL 
of  Resolution  75-95  as  AMENDED. 

. . . The  House,  after  discussion,  voted  to  AMEND 
the  amended  third  Resolved  by  deletion  of  the  word 
“ unanimous ” and  the  insertion  of  the  words  “three- 
quarters.  ” 

. . . The  House  then  voted  to  ADOPT  Resolution 
75-95  as  AMENDED  by  the  Bylaws  Committee  and 
the  House  . . . 

Resolution  75-96,  Appointments,  Reappointments, 
Expenditure  of  Funds  and  Contracts  to  be  approved 
by  the  Council 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  Individual. 

Whereas,  The  current  Bylaws  call  for  the  original  ap- 
pointment of  the  Executive  Vice-President  to  be  made  by 
the  Council  with  the  approval  of  the  Board  of  Trustees; 
and 

Whereas,  The  current  Bylaws  call  for  the  appointment 
of  the  Deputy  Executive  Vice-President  to  be  made  by  the 
Executive  Vice-President  with  the  approval  of  the  Council; 

and 

Whereas,  No  mention  is  made  of  the  role  of  the  Council 
in  the  area  of  reappointment;  and 

Whereas,  The  Council  must  approve  the  annual  budget 
before  it  is  submitted  to  the  Board  of  Trustees  for  their 
approval;  and 

Whereas,  No  mention  of  the  Council  is  made  as  to  its 
role  in  the  expenditure  of  interim  funds;  and 

Whereas,  The  Bylaws  state  that  all  contracts  are  exe- 
cuted by  the  Board  of  Trustees  without  any  role  of  the 
Council  or  House  of  Delegates;  therefore  be  it 

Resolved,  That  all  appointments,  reappointments, 
expenditures  of  funds,  and  contracts  must  be  subject  to 
bicameral  approval  of  both  the  Board  of  T rustees  and  the 
Council;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  its  Bylaws  as  follows: 

Article  IV,  Section  2,  paragraph  7:  Insert  the 

words  “and  reappoint”  following  the  word  “ap- 
point” in  line  2;  insert  the  words  “and  may  reap- 
point” after  the  word  “appoint”  in  line  10. 

Article  VI,  Section  2,  paragraph  2:  Insert  the 

word  “Council”  after  the  words  “approved  by  the” 
in  line  3 thereof. 

It  was  the  opinion  of  the  committee  that  it  was  not  nec- 
essary that  the  Council  approve  of  all  routine  contracts 
since  this  would  be  very  cumbersome  and  inefficient.  This 
properly  lies  within  the  purview  of  the  Board  of  Trustees 
and  the  Chief  Administrator,  i.e.,  Executive  Vice-President 
as  the  fiscally  responsible  parties.  When  the  contract 
implies  a major  policy  change  the  Council  would  be  directly 
involved.  The  committee  did  feel  that  the  positions  of 
Executive  Vice-President  and  Deputy  Executive  Vice- 


President  were  important  enough  to  require  approval  of 
their  appointment  and  reappointment  by  the  Council, 
which  is  the  Executive  Committee  of  the  House  of  Dele- 
gates and  therefore  represents  the  membership  at  large, 
in  addition  to  such  approval  by  the  Board  of  Trustees. 
The  committee  therefore  AMENDED  the  first  resolved  to 
read  as  follows; 

“Resolved,  That  all  appointments,  reappoint- 
ments, and  expenditures  of  funds  must  be  subject  to 
bicameral  approval  of  both  the  Board  of  Trustees  and 
the  Council.” 

The  committee  also  voted  to  amend  the  second  re- 
solved by  striking  out  the  reference  to  Article  VI,  Section 
2,  paragraph  2. 

The  second  resolved  now  reads  as  follows:  (additions  in 
italics) 

Resolved,  that  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  as  follows: 

Article  IV,  Section  2,  paragraph  7:  insert  the 

words  “and  reappoint”  after  the  word  “appoint”  in 
line  2 thereof.  The  sentence  to  now  read  as  follows; 

“The  Council  shall,  with  the  approval  of  the 
Board  of  Trustees,  appoint  and  reappoint  an  ex- 
ecutive vice-president,  who  shall  be  the  chief  ex- 
ecutive officer  of  the  Medical  Society  of  the  State 
of  New  York  . . .” 

Article  IV,  Section  2,  paragraph  7:  insert  the 
words  “and  reappoint”  after  the  word  “appoint”  in 
line  9 thereof.  The  sentence  to  now  read  as  follows: 
“The  executive  vice-president  shall  appoint  and 
reappoint  a deputy  executive  vice-president 
subject  to  the  approval  of  the  Council.” 

The  committee  voted  to  recommend  APPROVAL 
of  Resolution  75-96  as  AMENDED. 

. . . The  House,  after  discussion,  voted  to  AMEND 
Resolution  75-96  by  the  addition  of  the  following  after 
the  word  “Council’’  in  the  amended  second  Resolved, 
“utilizing  a search  committee  which  will  consider  all 
qualified  candidates.”  The  Resolved  would  then 
read  as  follows:  The  Council,  utilizing  a search  com- 
mittee, which  will  consider  all  qualified  candidates, 
shall,  with  the  approval  of  the  Board  of  Trustees,  ap- 
point and  reappoint  an  executive  vice-president,  who 
shall  be  the  chief  executive  officer  of  the  Medical  So- 
ciety of  the  State  of  New  York. 

. . . The  House  then  voted  to  ADOPT  Resolution 
75-96  as  AMENDED  . . 

Resolution  75-62,  Specialty  Society  Representa- 
tion in  the  Sections 

Introduced  by  Edward  Siegel,  M.D.,  as  an  Individual. 
Whereas,  A situation  presently  exists  wherein  a 
physician  member  of  the  Society  may  register  for  more 
than  one  section;  and 

Whereas,  In  many  instances  this  could  result  in  the 
formulation  of  policy  by  those  physicians  whose  inter- 
ests might  be  adverse  to  those  of  the  particular  section; 
and 

Whereas,  The  purpose  of  such  specialty  sections  is 
to  permit  the  physician  community  at  large  to  benefit 
from  the  expertise  of  those  most  intimately  involved 
with  the  particular  specialty;  therefore  be  it 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  the  appropriate  steps  to  secure  a 
change  in  the  Bylaws  so  as  to  permit  only  those  most 
interested  in  the  particular  specialty  section  to  have  a 
voice  in  determining  the  policies  to  be  advanced  by 
that  section;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  XII,  Section  1,  paragraph  1 shall  be 
amended  to  read  as  follows: 

The  House  of  Delegates  shall  designate  those 
scientific  sections  entitled  to  representation  in 
the  Medical  Society  of  the  State  of  New  York. 
Such  sections  shall  correspond  to  the  Statewide 
specialty  societies  recognized  by  the  Council  of 
the  Medical  Society  of  the  State  of  New  York. 
These  scientific  sections  designated  by  the  House 
of  Delegates  shall  organize  at  their  annual  meet- 
ing by  the  election  of  officers.  Officers  to  be 
elected  shall  include  a chairman,  a vice-chairman, 
a secretary,  and  a delegate  to  the  House  of  Dele- 
gates. The  chairman,  vice-chairman  and  dele- 
gate must  be  members  of  both  the  Statewide  spe- 
cialty societies  and  the  Medical  Society  of  the 
State  of  New  York  and  shall  be  elected  for  one 
year  terms.  The  secretary  shall  be  elected  for 
such  term  as  the  section  may  deem  desirable. 
Article  XII,  Section  1,  paragraph  2 should  be 
amended  to  read  as  follows: 

The  presidents  of  each  of  the  Statewide  spe- 
cialty societies  recognized  by  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  shall  be 
requested  to  submit  to  the  office  of  the  Executive 
Vice-President  the  names  of  not  less  than  three 
nor  more  than  five  nominees  for  the  officers  of 
their  corresponding  sections  not  less  than  ninety 
days  prior  to  the  section’s  annual  business  meet- 
ing. Such  nominees  shall  be  voted  on,  together 
with  all  other  nominees  submitted,  at  the  annual 
business  meeting  of  the  section.  All  such  nom- 
inees must  be  members  of  the  Medical  Society  of 
the  State  of  New  York.  To  participate  in  the 
election  of  any  section,  a member  of  the  Medical 
Society  of  the  State  of  New  York  must  be  regis- 
tered with  such  section. 

Active  members  shall  designate  that  scientific 
section  for  which  they  desire  to  be  registered  at 
the  time  their  dues  are  remitted  for  the  year. 
Life  members  shall  notify  the  Medical  Society  of 
the  State  of  New  York  with  respect  to  their 
choice  of  a section  not  less  than  ninety  days  prior 
to  the  annual  business  meeting  of  such  section. 
(new  material  is  in  italics) 

The  committee  after  discussion  and  consideration  of 
the  effect  of  this  resolution  voted  to  AMEND  the  second 
resolved  to  read  as  follows: 

“Article  XII,  Section  1,  paragraph  2 should  be 
amended  to  read  as  follows:  (deletion  bracketed) 

[The  presidents  of)  Each  of  the  Statewide  specialty 
societies  recognized  by  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York  shall  be  requested  to 
submit  to  the  office  of  the  Executive  Vice-President 
the  names  of  not  less  than  three  nor  more  than  five 
nominees  for  the  officers  of  their  corresponding  sec- 
tions not  less  than  ninety  days  prior  to  the  section’s  an- 
nual business  meeting.  Such  nominees  shall  be  voted 


on,  together  with  all  other  nominees  submitted,  at  the 
annual  business  meeting  of  the  section.  All  such  nom- 
inees must  be  members  of  the  Medical  Society  of  the 
State  of  New  York.  To  participate  in  the  election  of 
any  section,  a member  of  the  Medical  Society  of  the 
State  of  New  York  must  be  registered  with  such  sec- 
tion.” 

The  committee  voted  to  recommend  APPROVAL 
of  Resolution  75-62  as  AMENDED. 

. . . The  House,  after  discussion,  voted  to  AMEND 
the  second  Resolved  by  the  deletion  of  the  words  “ the 
names  of  not  less  than  three  or  more  than  five  nom- 
inees for  the  offices”  and  the  insertion  of  the  following 
‘‘the  name  of  one  nominee  for  each  office.  ” 

The  second  Resolved  would  then  read  as  follows: 

Article  XII,  Section  1,  paragraph  2 should  be 
amended  to  read  as  follows: 

Each  of  the  Statewide  specialty  societies  recog- 
nized by  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  requested  to  submit  to 
the  office  of  the  Executive  Vice-President  the  name 
of  one  nominee  for  each  office  of  their  corresponding 
sections  not  less  than  ninety  days  prior  to  the  sec- 
tion’s annual  business  meeting.  Such  nominees 
shall  be  voted  on,  together  with  all  other  nominees 
submitted,  at  the  annual  business  meeting.  All 
such  nominees  must  be  members  of  the  Medical  So- 
ciety of  the  State  of  New  York.  To  participate  in 
the  election  of  any  section,  a member  of  the  Medical 
Society  of  the  State  of  New  York  must  be  registered 
with  such  section. 

. . . The  House,  after  further  discussion,  voted  to 
ADOPT  Resolution  75-62  as  AMENDED  . . . 


Resolution  73-30,  Continuing  Education 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester. 

Whereas,  Advances  in  medicine  take  place  at  an 
ever-increasing  pace  and  a variety  of  educational 
modalities  are  now  available  for  every  branch  of  medi- 
cine; and 

Whereas,  Only  an  informed  physician  can  give  the 
highest  quality  care  to  his  patients;  and 

Whereas,  Only  through  continuing  education  can 
the  physician  avoid  intellectual  obsolescence;  and 
Whereas,  Many  medical  societies,  medical  specialty 
societies  and  State  licensing  authorities  have  made  pol- 
icy decisions  which  require  continuing  education  as  a 
condition  for  membership;  therefore  belt 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  the  concept  of  requiring  evidence  of 
continuing  education  for  continuing  membership  in 
the  Society. 

On  the  recommendation  of  the  Reference  Committee 
on  Public  Health  and  Education,  The  House,  in  1973, 
adopted  the  following  amended  Resolved  portion  of  Res- 
olution 73-30. 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  change  its  Bylaws  to  mandate  continu- 
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ing  education  for  continuing  membership  in  the  So- 
ciety; and  be  it  further 

Resolved,  That  this  resolution  be  referred  to  the 
Committee  on  Bylaws. 

The  reference  committee  recommends  the  adop- 
tion of  this  resolution  as  amended. 

The  House  voted  to  ADOPT  Resolution  73-30  as 

AMENDED. 

The  committee  listened  to  several  parties  interested  in 
continuing  medical  education  and  voted  to  AMEND  this 
resolution  by  substituting  the  following  resolved  for  the 
present  resolved  portion  of  Resolution  73-30. 

"Article  11;  Section  3:  An  active  member  who  fails  to 
fulfill  the  requirements  for  continuing  medical  education 
established  by  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  shall  not  be  in  good  standing.  This 
section  shall  become  effective  on  March  1,  1981." 

The  committee,  mindful  of  the  fact  that  this  subject  is 
still  only  in  its  embryonic  stages,  discussed  only  the  intent 
of  the  resolution  and  the  effective  date  of  implementation. 
The  means  whereby  this  would  best  be  accomplished  must 
be  decided  at  the  appropriate  time  and  the  committee 
therefore  felt  that  such  means  should  be  decided  upon  by 
the  Council  when  it  becomes  necessary. 


The  committee  voted  to  recommend  approval 

of  Resolution  73-30  as  amended. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  73-30  as  AMENDED  by  the  Bylaws  Com- 
mittee . . . 

HUGHES  REPORT— BYLAWS  CHANGES 
RULINGS  BY  THE  SPEAKER 

I wish  to  make  a few  preliminary  remarks.  The  purpose 
of  parliamentary  procedure  is  to  add  some  sanity  and 
reason  to  the  way  we  proceed.  It’s  not  to  stifle  speech;  it’s- 
not  to  accomplish  your  own  personal  ends;  and  I ask  each 
of  you  to  keep  this  in  mind. 

Sunday  night  I directed  the  Chairman  of  the  House 
Committee  on  Bylaws  to  formulate  the  wording  for  possible 
bylaw  changes  in  all  areas  where  the  original  report  was 
deficient.  He  has  done  this,  and  he  has  submitted  a sup- 
plemental report.  In  the  Speaker’s  opinion  this  meets  the 
objections  of  the  first  paper  and  report  which  was  sub- 
mitted to  this  House  in  the  form  of  parliamentary  inquiry 
on  Sunday. 

At  this  time,  the  Speaker  takes  the  following  position 
that  none  of  the  proposed  and  much  discussed  changes  in 
Resolution  74-1,  report  of  the  ad  hoc  Hughes  committee, 
the  minority  report  of  the  same  committee,  and  the  sup- 
plementary report  of  the  House  Committee  on  Bylaws, 
presented  in  1975,  were  enacted  into  the  Bylaws.  It  is  now 
quite  proper  for  the  House  Committee  on  Bylaws  1976  to 
present  these  matters  to  this  House.  It  is  now  quite  proper 
for  the  1976  House  Committee  on  Bylaws  to  comment  on 
each  and  every  aspect  of  these  reports  with  the  exception 
of  those  recommendations  which  do  not  require  a Bylaws 
change,  and  we  will  point  these  out  as  we  proceed.  It  is 
now  quite  proper  for  this  House  of  Delegates  to  discuss 
each  and  every  aspect  of  these  reports.  And  lastly,  it  is  now 
quite  proper  for  this  House  to  take  definitive  action  on  each 


and  every  aspect  of  these  reports.  Is  there  any  question 
about  this?  If  not,  we  will  proceed. 

Now,  t here  is  going  to  be  a rule  of  procedure  here  which 
is  a bit  unusual  but  so  is  the  situation  unusual.  We  have 
before  us  the  original  report  of  our  Committee  on  Bylaws, 
and  we  have  the  Supplementary  Report.  I cannot  see  how 
these  can  be  given  in  sequence  as  we  normally  would  do, 
and  I have  suggested  to  the  chairman  of  this  committee, 
Dr.  Kberle,  and  he  agrees  that  as  we  proceed  down  we  are 
going  to  have  to  consider  both  the  original  report  and  in 
those  areas  where  the  original  report  is  deficient  refer  to 
the  Supplementary  Report  and  that  portion  thereof  that 
pertains  to  the  item  under  discussion. 

At  th|  suggestion  of  a delegate,  the  Speaker  ruled  that 
when  the  question  of  direct  election  of  councilors  from  the 
districts  came  up,  there  would  be  a closed  ballot  on  the 
issue. 

. . . The  members  of  the  House  made  no  objection  to 
the  above  rulings  of  the  Speaker  and  since  no  one 
questioned  these  rulings,  everyone  was  in  agreement 
regarding  the  rulings  . . . 


Resolution  74-1  (HUGHES  REPORT) 

RECOMMENDATION  I 

"It  is  recommended  that,  beginning  in  1976,  the  pro- 
gression of  officers  should  be  as  follows:  vice-president  to 
president-elect;  president-elect  to  the  office  of  presi- 
dent.” 

This  recommendation  will  necessitate  a change  in  the 
Bylaws  as  follows; 

Article  V — Section  I:  Vacancies  and  Succession 

It  is  recommended  that  the  following  changes  be 
made  so  that  Paragraph  3 of  this  section  will  read 
“In  the  event  of  the  president’s  death,  resignation, 
removal,  permanent  incapacity,  or  refusal  to  act,  the 
president-elect  shall  succeed  him  and  shall  serve  for 
the  remainder  of  the  unexpired  term.  An  unexpired 
term  of  6 or  less  months  shall  not  be  construed  as 
unexpired  term. 

Paragraph  4 will  read  “If  the  president  is  tempo- 
rarily incapacitated  for  service  by  injury,  ill  health  of 
himself  or  his  family,  important  professional  duties, 
or  any  other  mandatory  absence,  the  president-elect 
shall  become  the  acting  president  for  the  duration  of 
such  incapacity  of  the  president.  The  president 
shall  promptly  notify  the  president-elect  of  his  inca- 
pacity and  request  his  attention  to  the  duties  of  the 
office  and  shall  also  promptly  notify  the  president- 
elect of  the  end  of  the  period  of  temporary  incapac- 
ity before  resuming  the  office  of  the  presidency.  An 
unexpired  term  of  six  months  or  less  shall  not  be 
construed  as  a term  of  office.” 

Paragraph  5:  “If  the  office  of  the  president-elect 
or  vice-president  becomes  vacant  for  any  reason 
whatsoever,  the  Council  shall  elect  a successor  to  ei- 
ther office  for  the  unexpired  term.” 

Paragraph  6:  Omit  the  following  sentence:  “If  the 
office  of  president-elect  becomes  vacant,  it  shall  re- 
main so  until  the  next  annual  meeting  of  the  House 
of  Delegates,  at  which  an  eligible  member  shall  be 
elected  to  become  president.” 
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Article  V — Section  2:  Duties — Vice-President 

It  is  recommended  that  the  duties  of  the  vice- 
president  be  as  follows: 

“The  vice-president  shall  perform  the  duties  of 
the  president-elect  in  his  absence  and  the  duties 
of  the  president  in  the  absence  of  both  the  presi- 
dent-elect and  the  president.” 

It  is  recommended  that  the  second  sentence  under 
the  duties  of  the  vice-president  be  omitted. 

The  unwritten  custom  of  rotation  of  these  offices  be- 
tween Upstate  and  Downstate  was  then  considered.  In 
making  the  recommendations,  the  marked  demographic 
changes  which  have  taken  place  in  our  State  were  renewed. 
It  is  a fact  that  there  has  been  an  unusual  shift  of  popula- 
tion from  the  Central  City  of  New  York  to  suburban  areas. 
Along  with  this  shift  there  has  occurred  a migration  of 
physicians  to  suburban  areas  surrounding  New  York  City. 
It  is  predicted  by  demographers  that  this  trend  will  in- 
crease during  the  next  decade.  The  following  illustration 
demonstrates  this  shift. 

Central  City  of  New  York — District  1 

7,895,563  population 

13,895  - physicians 

Mid  Hudson  & Long  Island — Districts  2 and  9 

4,180,825  population 

6,104 physicians 

Upstate — Districts  3 through  8 

6,164,878  population 

7,392  physicians 


The  House  Committee  on  Bylaws  discussed  the  prob- 
lems associated  with  Recommendation  I of  Resolution 
74-1.  It  felt  that  to  follow  this  recommendation  would  lock 
the  Society  into  automatic  successors  who  may  not  have 
the  qualifications  for  the  new  office  and  that  this  would  not 
be  in  the  best  interests  of  the  Society. 

The  committee  voted  to  recommend 
DISAPPROVAL  of  Recommendation  I of  Resolution 
74-1. 

( see  Supplementary  Report,  page  499) 

. . . The  House  voted  to  NOT  ADOPT  Recommen- 
dation I . . . 

RECOMMENDATION  II 

“.  • • [T]o  establish  a fair  adjustment  of  representation 
among  the  Central  City,  Mid  Hudson-Long  Island,  and 
Upstate  areas  that  a three  tier  rotation  for  election  of 
vice-president,  president-elect,  and  president  become 
an  unwritten  but  customary  method  of  election.  This 
does  not  need  constitutional  change.  Specialty  soci- 
ety sections  and  academies  within  the  Society  may 
present  names  of  candidates  from  these  areas.  By  this 
method,  each  part  of  the  State  would  have  representa- 
tion in  these  offices  at  all  times.” 

The  Bylaws  Committee  felt  that  Recommendation  II 
would  lock  the  Society  into  a system  of  automatic  succes- 
sion of  officers  in  much  the  same  manner  as  did  Recom- 
mendation I to  the  detriment  of  the  Society. 


The  committee  voted  to  recommend 
DISAPPROVAL  of  Recommendation  II  of 
Resolution  74-1. 

(see  Supplementary  Report , page  499 ) 


. . . The  House  took  NO  ACTION  on  this  since  it 
had  been  APPROVED  by  the  House  in  1975  and  re- 
quires no  change  in  the  Bylaws  . . . 

RECOMMENDATION  III 

“.  . . [T]he  secretary  be  elected  from  the  New  York  area 
to  be  in  close  proximity  to  the  Society’s  headquarters 
and  the  remaining  positions  of  assistant  secretary,  as- 
sistant treasurer,  and  treasurer  have  no  geographic  re- 
strictions and  will  not  be  subject  to  automatic  succes- 
sion.” 

The  committee  voted  to  recommend  APPROVAL 
of  Recommendation  III  of  Resolution  74-1. 

(see  Supplementary  Report,  page  499 ) 

. . . The  House  took  NO  ACTION  on  Recommen- 
dation II  since  it  had  been  APPROVED  by  the 
House  in  1975  and  requires  no  change  in  the  Bylaws 

RECOMMENDATION  IV 

“.  . . [T]he  speaker  and  vice-speaker  not  be  subject  to 
automatic  succession  or  geographic  restriction  and 
these  officers  be  elected  by  the  House  of  Delegates  as 
in  the  past.” 

The  committee  voted  to  recommend  APPROVAL 
of  Recommendation  IV  of  Resolution  74-1. 

(see  Supplementary  Report,  page  499 ) 

. . . The  House  took  NO  ACTION  on  Recommen- 
dation IV  since  it  had  been  APPROVED  by  the 
House  in  1975  and  requires  no  change  in  the  Bylaws 

RECOMMENDATION  V 

“.  . . [T ] he  Medical  Society  of  the  State  of  New  York 
support  the  representative  principle  of  having  each  of 
the  councilors  elected  by  the  members  of  the  District 
branch  he  represents  . . .” 

In  connection  with  Recommendation  V,  the  following 

resolutions  were  also  considered: 

Resolution  75-4;  Election  of  Councilors  to 
MSSNY  by  District  Branch 
Introduced  by  Broome  County  Medical  Society. 

Whereas,  More  direct  responsibility  and  represen- 
tation to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  is  important;  and 

Whereas,  This  would  improve  two-way  communica- 
tion and  responsiveness  between  the  State  and  County 
Medical  Societies;  and 

Whereas,  This  would  strengthen  and  improve  the 
importance  of  the  individual  districts  of  the  Medical 
Society  of  the  State  of  New  York;  therefore  be  it 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  election  of  the  members  of  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  by  each  district;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  in  order  to  effectuate  this 
purpose  as  follows: 

Article  IV,  Section  1,  paragraph  1:  amend  last 
line  to  read  as  follows:  . . elected  by  the  District 

Branches” . . . 

Article  IV,  Section  1,  paragraph  3:  amend  entire 
section  to  read  as  follows: 

Four  councilors  shall  be  elected  annually  by  the 
District  Branches,  each  for  a term  of  three  years. 
In  the  event  of  a vacancy,  a councilor  shall  be 
elected  by  the  District  Branch  to  fill  the  unex- 
pired term. 


Resolution  75-7;  Election  of  Council  of  MSSNY  by 
Districts 

Introduced  by  Onondaga  County  Medical  Society. 

Whereas,  More  direct  responsibility  and  represen- 
tation to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  is  important;  and 

Whereas,  This  would  improve  two-way  communica- 
tion and  responsiveness  between  the  State  and  County 
Medical  Societies;  and 

Whereas,  This  would  strengthen  and  improve  the 
importance  of  the  individual  districts  of  the  Medical 
Society  of  the  State  of  New  York;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  principle  that  the  members  of 
the  Council  be  elected  by  each  district;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaw's  as  follows: 

Article  IV,  Section  1,  paragraph  1,  amend  last  line 
to  read  as  follows:  “elected  by  the  District  Branch- 
es.” 

Article  IV,  Section  1,  paragraph  3,  amend  entire 
section  to  read  as  follows: 

Four  councilors  shall  be  elected  annually  by  the 
District  Branches,  each  for  a term  of  three  years. 
In  the  event  of  a vacancy,  a councilor  shall  be 
elected  by  the  District  Branch  to  fill  the  unex- 
pired term. 

Article  VIII,  paragraph  1,  shall  be  amended  as  fol- 
lows, the  word  “councilors”  shall  be  deleted  in  line 
3. 

Article  VIII,  paragraph  2,  shall  be  amended  as  fol- 
lows: 

The  words  “the  Council”  shall  be  deleted  in  line 
5.  The  word  “councilor”  shall  be  deleted  in  lines  7 
and  8. 

Resolution  75-84;  Direct  Election 
Introduced  by  Nassau  County  Medical  Society. 

Whereas,  Medicine  is  being  drawn  into  the  political 
arena;  and 

Whereas,  Many  fundamental  decisions  of  a politico- 
medical  nature  have  to  be  made  now  by  the  profession; 
and 

Whereas,  In  our  democratic  nature  it  is  imperative 
that  the  will  of  the  membership  prevail;  therefore  be 
it 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  to  provide  for  the  direct 
election  of  the  officers  and  councilors  of  the  respective 
organizations  by  the  membership;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  to  read  that  each  Council- 
or be  elected  on  a proportionate  basis;  and  be  it  fur- 
ther 

Resolved,  That  if  there  is  any  resistance  to  this  evo- 
lution towards  this  more  democratic  structure  by  the 
delegates  from  the  other  areas  of  the  State,  our  dele- 
gates support  a referendum  of  the  membership  of  the 
Medical  Society  of  the  State  of  New  York;  and  be  it 
furthei# 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  introduce  a resolution  at  the  annual  meeting 
of  the  American  Medical  Association  to  provide  for  the 
direct  election  of  the  officers  and  councilors  of  the  re- 
spective organizations  by  the  membership. 


Resolution  75-94;  District  Branches 
Introduced  by  Samuel  Cytryn,  M.D.,  as  an  Individual. 

Whereas,  In  some  areas  of  the  State,  it  is  necessary 
to  have  district  branches;  and 

Whereas,  The  district  branches  as  they  are  present- 
ly set  up  in  no  way  follow  the  demographic  lines  of  the 
State  of  New  York;  and 

Whereas,  The  delegation  of  Upstate  and  Downstate 
is  not  only  an  anachronism,  but  also  devisive  in  charac- 
ter; and 

Whereas,  The  Councilors  of  the  Medical  Society  of 
the  State  of  New  York  should  reflect  the  opinions  of 
their  constituents;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  so  that  the  district 
branches  of  the  Medical  Society  of  the  State  of  New 
York  be  made  to  conform  with  the  17  district  areas  as 
promulgated  by  the  PSRO  and  HEW  in  an  unbiased 
fashion;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  so  that  the  Councilors  of 
the  Medical  Society  of  the  State  of  New  York  be  elect- 
ed from  each  one  of  these  district  branches  by  their 
constituent  members. 


The  committee  considered  Resolutions  75-4,  75-7,  75- 
84,  75-94  and  Recommendation  V of  Resolution  74-1  to- 
gether since  the  subject  of  all  of  these  was  the  principle  of 
direct  election  of  councilors.  This  principle  was  thor- 
oughly discussed  pro  and  con  and  the  minutes  of  previous 
meetings  of  the  House  of  Delegates,  the  entire  report  of 
the  Ad  Hoc  Committee  (Hughes  Report),  and  the  Minority 
Report  were  also  reviewed.  It  was  the  opinion  of  the 
committee  that  direct  election  of  councilors  by  the  mem- 
bership at  large  was  inappropriate  since  the  Council  is 
actually  the  Executive  Committee  of  the  House  of  Dele- 
gates, which  is  the  policy  making  body  of  the  Society.  It 
was  also  felt  that  the  election  of  councilors  by  the  delegates 
from  an  individual  district  would  not  be  a truly  democratic 
process  since  the  officers,  trustees,  section  delegates  and 
past- presidents  would  not  be  a part  of  such  electionand 
therefore  would  be  disenfranchised.  Again,  the  Council 
is  the  Executive  Committee  of  the  House  of  Delegates  as 
a whole. 
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Representation  of  each  district  by  a specific  Councilor 
can  be  obtained  without  direct  election.  Upon  reviewing 
the  representation  of  the  Councils  of  the  past,  it  was  found 
that  all  districts  have  been  well  represented  over  a long 
period  of  time.  By  assigning  a Councilor  to  a district  and 
charging  him  with  specific  duties,  the  concepts  of  ac- 
countability and  representation  can  be  made  a fact. 


Therefore,  after  thorough  discussion,  the  commit- 
tee: 

1.  Unanimously  voted  to  recommend 
DISAPPROVAL  of  Recommendation  V of  Resolu- 
tion 74-1. 

2.  Voted  to  recommend  DISAPPROVAL  of  Reso- 
lutions 75-4,  75-7,  75-84  and  75-94. 


( see  Supplementary  Report,  page  499) 


. . . The  House,  after  considerable  discussion,  voted 
BY  CLOSED  BALLOT  and  by  roll  call,  to  NOT 
ADOPT  Recommendation  V and  Resolution  75-7, 
which  was  presented  in  lieu  of  Resolutions  75-4,  75- 
84,  and  75-94.  (see  page  499)  ( 226  votes  cast;  151  re- 
quired to  pass;  137,  Yes;  89,  No)  . . . 

RECOMMENDATION  VI: 

“.  . . [T]hat  the  number -of  councilors  of  the  Council  of 
the  Medical  Society  of  the  State  of  New  York  be  in- 
creased from  12  to  16  members.” 

The  committee  voted  to  AMEND  Recommendation  VI 
of  Resolution  74-1  so  that  it  now  reads  as  follows: 

“That  the  number  of  Councilors  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  be  increased 
from  12  to  15  members.” 

This  will  require  a Bylaw  change  to  read  as  follows: 
“Article  IV;  Section  1;  paragraph  1 

The  Council  shall  be  composed  of  the  president, 
president-elect,  vice-president,  immediate  past- 
president,  secretary,  assistant  secretary,  treasurer, 
assistant  treasurer,  speaker,  vice-speaker,  chairman 
of  the  Board  of  Trustees,  and  15  councilors  elected 
by  the  House  of  Delegates.” 


The  committee  voted  to  recommend  APPROVAL 
of  Recommendation  VI  of  Resolution  74-1  as 
AMENDED. 

(see  Supplementary  Report,  page  499) 

. . . The  House,  after  discussion,  voted  to  NOT 
ADOPT  Recommendation  VI.  (198  Voting:  132  re- 
quired to  pass;  112,  Yes;  86,  No)  . . . 

RECOMMENDATION  VII: 

“.  . . [T|hat  District  2 through  9 should  each  be  repre- 
sented on  the  Council  by  one  Councilor  designated  as 
District  Councilor  . . .” 


RECOMMENDATION  VIII: 

“.  . . (T)hat  District  1 be  represented  on  the  Council 
by:  3 councilors  representing  New  York  and  Rich- 
mond Counties;  1 councilor  representing  Kings  Coun- 
ty; 1 councilor  representing  Queens  County;  1 council- 
or representing  Bronx  County.  These  councilors 
should  be  designated  as  District  Councilors. 


The  Bylaws  Committee  considered  Recommendations 
VII  and  VIII  together.  In  order  to  correspond  with  the 
feeling  that  councilors  should  represent  their  areas  of 
membership  and  in  order  to  give  more  reasonable  repre- 
sentation to  the  counties  of  District  I,  the  committee  rec- 
ommends that  Recommendations  VII  and  VIII  be 
AMENDED  to  read  as  follows: 

“4  Councilors  shall  be  elected  from  District  I;  1 Coun- 
cilor shall  be  elected  from  each  of  the  other  Districts  II 
through  IX;  3 Councilors  at  large.” 

In  order  to  effectuate  these  changes  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  should  be 
AMENDED  as  follows: 

Article  IV;  Section  1;' paragraph  3:  Omit  the  first  sen- 
tence of  the  present  paragraph  and  substitute  the  fol- 
lowing language: 

“Five  councilors  shall  be  elected  annually  by  the 
House  of  Delegates,  each  for  a term  of  three  years. 
In  1977,  two  additional  councilors  shall  be  elected; 
one  for  a two  year  term  and  one  for  a one  year 
term.” 

Article  IV;  Section  1;  paragraph  4:  Add  a new  sen- 
tence at  the  end  thereof  to  read  as  follows: 

“A  term  of  less  than  three  years  shall  not  be  con- 
strued as  a term  of  office.” 

The  committee  recommends  that  Recommenda- 
tions VII  and  VIII  be  APPROVED  as  AMENDED. 

( see  Supplementary  Report  pages  499  and  500) 

. . . The  House  took  NO  ACTION  on  Recommen- 
dations VII  and  VIII  since  Recommendation  VI  was 
not  adopted  and  the  Recommendations  were  no  long- 
er pertinent  . . . 

RECOMMENDATION  IX 

“.  . . [Tjhat  Districts  2 through  9 design  methods  of 
election  according  to  their  bylaws  and  that  each  Coun- 
ty Medical  Society  in  District  1 also  complete  the  same 
task  . . .” 

The  Bylaws  Committee  voted  that  since  Recommen- 
dation V of  the  Hughes  Report,  which  called  for  the  direct 
election  of  councilors  by  members  of  the  district  branches, 
was  disapproved,  there  is  no  reason  to  consider  Recom- 
mendation IX.  Recommendation  IX  deals  with  the 
method  to  be  employed  if  the  concept  of  direct  election  of 
councilors  were  to  be  adopted.  Consequently,  it  is  patently 
evident  that  if  the  direct  election  concept  is  disapproved, 
there  is  no  reason  to  consider  a method  whereby  such  a 
complement  could  be  implemented. 

The  committee  recommends  DISAPPROVAL  of 
Recommendation  IX  of  Resolution  74-1. 
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( see  Supplementary  Report  page  500) 

. . . The  House  took  NO  ACTION  on  Recommen- 
dation IX  since  Recommendation  VI  u>as  not  adopted 
and  Recommendation  IX  was  no  longer  pertinent  . . . 

RECOMMENDATION  X: 

. . [T]he  Councilors,  designated  as  District  Council- 
ors, assume  the  responsibility  of  instituting  a system  of 
communication  between  the  State  Council,  the  County 
Societies  and  the  membership  by  convening  four  or 
more  meetings  during  the  year  with  the  president  of 
the  County  Societies  in  their  Districts.  . . ” 

The  committee  voted  to  amend  Recommendation  X 
of  Resolution  74-1  to  read  as  follows: 

“The  committee  recommends  that  the  councilors, 
designated  bv  the  president,  assume  the  responsibility 
of  instituting  a system  of  communication  between  the 
State  Council,  the  county  societies,  and  the  member- 
ship by  convening  four  or  more  meetings  during  the 
year  with  the  president  of  the  county  societies  of  their 
district.” 

The  committee  recommends  that  Recommenda- 
tion X of  Resolution  74-1  be  APPROVED  as 
AMENDED. 

(see  Supplementary  Report  page  500) 

. . . The  House  voted  to  ADOPT  Recommendation 
X as  amended  . . . 

Resolution  75-63,  Councilor  Assignment  to  County 

Societies 

Introduction  by  Edward  Siegel,  M.D.,  as  an  Individual. 
Whereas,  The  Council  is  the  governing  body  of  the 
Society  when  the  House  of  Delegates  is  not  in  session; 
and 

Whereas,  It  is  the  responsibility  of  the  Council  to  re- 
flect the  sense  of  the  membership;  and 

Whereas,  Credibility  remains  an  important  issue 
between  the  Society  and  its  Council;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  IV,  Section  1,  A new  paragraph  shall  be  in- 
serted following  paragraph  5 therein  to  read  as  fol- 
lows: 

Councilors  shall  be  assigned  to  specific  county 
societies  as  liaison  for  the  Council  in  accordance 
with  the  provisions  of  Article  V,  Section  2.  Coun- 
cilors shall  be  required  to  disseminate  informa- 
tion of  Council  activity  as  well  as  returning  infor- 
mation to  the  Council,  and  shall  report  regularly 
to  the  Council  on  their  activity. 

Article  IV,  Section  2,  A new  paragraph  shall  be  in- 
serted following  paragraph  7 therein  to  read  as  fol- 
lows: 

The  Council  shall,  by  written  notice,  inform  the 
component  county  medical  societies  of  the  specif- 
ic Councilor  assigned  to  it  as  liaison  with  the 
Council. 

Article  V,  Section  2,  A new  paragraph  shall  be  in- 


serted following  paragraph  7 under  “President”  to 
read  as  follows: 

He  shall  assign  Councilors  as  liaison  between 
the  Council  and  specific  county  medical  societies 
for  the  purpose  of  the  dissemination  of  informa- 
tion to  such  societies. 

(See  following  memorandum) 

The  aforementioned  addition  to  the  Bylaws  is  sug- 
gested in  the  hope  that  there  will  be  an  improvement 
in  communication  between  the  Council  and  our  county 
societies.  This  is  offered  as  a possible  remedy  to  the 
present  criticism  that  Councilors  do  not  actually  rep- 
resent friern.  I personally  think  the  suggestion  that  we 
have  district  branches  elect  councilors  is  a catastrophe 
considering  the  state  of  the  district  branches  and  their 
history  of  poor  meeting  attendance. 

If  one  takes  the  time  to  look  over  the  way  councilors 
have  been  chosen  to  date,  it  is  evident  that  they  have 
been  remarkably  representative  of  district  branches. 
To  further  attenuate  the  House  of  Delegates  would 
seem  to  me  to  be  counterproductive.  Having  been  a 
Councilor,  I know  from  experience  that  we  are  not  al- 
ways as  effective  as  we  could  be.  Sometimes  there  is 
such  a divergence  between  the  Council  and  the  mem- 
bership that  one  wonders  how  this  is  possible.  Inas- 
much as  Councilors  are  elected  by  the  House  of  Dele- 
gates, the  majority  of  whom  in  turn  represent  county 
societies,  then  it  follows  that  the  Councilors  should 
represent  as  much  as  possible  the  feelings  of  the  coun- 
ty societies.  The  only  way  this  can  be  done  is  to  main- 
tain and  improve  communication  between  societies 
and  Councilors  and  in  my  opinion  that  has  not  really 
been  effective.  The  following  suggests  a means  of  im- 
proving that  communication  without  effecting  a major 
upheaval  in  our  system  of  elections.  I feel  alternates 
are  made  from  time-tested  methods.  Perhaps  Coun- 
cilors should  get  per  diem  reimbursement  in  addition 
to  their  expenses  to  make  them  more  effective  in  the 
roles.  I do  feel  that  something  definitive  must  be  done 
and  soon. 

The  committee  considered  Resolution  75-63  in  con- 
junction with  Recommendation  X of  Resolution  74-1. 
Although  Recommendation  X goes  a little  further  than 
Resolution  75-63,  they  both  involve  the  same  subject 
matter. 

The  committee  recommended  APPROVAL  of 
Resolution  75-63. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  75-63  (182  voting;  124  required  to  pass; 
128,  Yes;  54,  No.) 

RECOMMENDATION  XI  OF  RESOLUTION  74-1 

“. . . [N]o  change  be  made  in  the  present  process  of 
election  of  Delegates  to  the  AMA  . . .” 

In  view  of  the  recommendation  made  regarding  Resolu- 
tions 75-71  and  75-91  (page  490)  the  committee  took  NO 
ACTION  on  this  recommendaton. 

( see  Supplementary  Report,  page  500) 

. . . The  House  took  NO  ACTION  on  Recommen- 
dation XI  since  the  recommendation  was  approved  by 
the  House  in  1975  . . . 
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RECOMMENDATION  XII. 

. . [T]hat  the  State  Nominating  Committee  of  the 
Medical  Society  of  the  State  of  New  York  be  enlarged 
from  11  to  15  members  including  the  chairman.  This 
committee  will  be  comprised  of  one  member  from  each 
of  the  Districts  2 through  9;  one  member  from  Queens 
County;  one  member  from  Kings  County;  one  member 
from  New  York,  Bronx,  and  Richmond  Counties  . . 
The  following  recommendation  is  suggested  as  a Bylaw 
amendment 

Article  XI,  Section  2,  Paragraph  1:  The  second  sen- 
tence should  be  changed  to  read — “it  shall  consist  of  15 
members  one  from  each  Districts  2 through  9;  one  from 
Queens  County;  one  from  Kings  County;  one  from 
Bronx  County,  and  three  from  New  York  and  Rich- 
mond Counties.” 

The  Bylaws  Committee  voted  to  AMEND  this  recom- 
mendation to  read  as  follows: 

“Increase  Nominating  Committee  to  15  members, 
including  the  past-president,  who  is  chairman;  one 
each  from  Districts  2 through  9;  four  from  District  1 
and  three  at  large,  selected  by  the  president  of  the  So- 
ciety.” 

This  requires  that  the  Bylaws  be  amended  to  read  as 
follows: 

Article  XI,  Section  2,  paragraph  1: 

The  second  sentence  shall  be  changed  to  read  as  fol- 
lows: 

“It  shall  consist  of  15  members,  i.e.,  the  past-presi- 
dent, one  each  from  Districts  2 through  9,  three  from 
District  1 and  three  at  large  selected  by  the  presi- 
dent of  the  Society.” 

The  committee  voted  to  recommend  approval 
of  Recommendation  XII  of  Resolution  74-1  as 
AMENDED. 

(see  Supplementary  Report,  page  500 ) 

. . . The  House,  after  considerable  discussion,  voted 
to  NOT  ADOPT  Recommendation  XII.  ( 200  voting; 
133  required  to  pass;  123,  Yes;  77,  No.) 


Finally,  the  committee  considered  the  problem 
brought  to  it  by  the  Council  Committee  on  Constitutions 
and  Bylaws  relative  to  those  county  medical  society  con- 
stitutions and  bylaws  which  presently  require  licensure  as 
a condition  of  membership,  in  light  of  the  fact  that  the 
State  Society  does  not  so  require  it.  The  committee  rec- 
ommends that  those  county  medical  societies  having  li- 
censure as  a requirement  for  membership  reconsider  it  in 
light  of  the  uncertain  political  climate  concerning  legisla- 
tion requiring  continuing  education  as  a prerequisite  to 
reregistration  of  licenses.  They  also  recommend  that  li- 
censing not  be  a requirement  for  membership  in  county 
societies,  so  as  to  conform  with  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  but  suggest  giving  those 
counties  having  this  requirement  a two  year  period  to 
change  their  bylaws. 


. . . The  House,  after  discussion,  voted  to  TABLE 
this  matter,  sine  die  . . . 


In  addition  to  the  members  of  this  committee  who  have 
contributed  a considerable  amount  of  their  time  and  en- 
ergy, your  Chairman  would  like  to  thank  those  members 
of  the  staff  who  have  greatly  contributed  to  the  work  of  this 
committee;  J.  Richard  Burns,  J.D.,  General  Counsel  and 
Francis  J.  McKee,  J.D.,  Staff  Attorney,  Mrs.  Joan  Grimm 
and  Mrs.  Marion  Lee  who  acted  as  secretaries  to  this 
committee. 

Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 


. . . The  House  voted  to  ADOPT  the  Report  of  the 
House  Bylaws  Committee  as  AMENDED . . . 


SUPPLEMENTARY  REPORT 
HOUSE  COMMITTEE  ON 
BYLAWS 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Subject:  Resolution  74-1  (Hughes  Report) 

At  the  direction  of  the  Speaker,  the  House  Committee 
on  Bylaws  met  on  Tuesday,  November  9, 1976  to  formulate 
appropriate  Bylaw  language  which  would  implement  the 
recommendations  contained  in  Resolution  74-1  if  the 
House  should  decide  not  to  follow  the  recommendations 
of  this  committee. 

At  this  point,  we  believe  that  it  would  be  helpful  to 
provide  this  House  with  some  background  information 


which  will  help  to  explain  why  this  committee  acted  the 
way  it  did. 

Resolution  74-1  was  submitted  at  the  1974  meeting  of 
the  House  of  Delegates  and,  as  is  customary,  was  auto- 
matically referred  to  the  House  Committee  on  Bylaws. 
The  House  Committee  voted  to  defer  action  on  this  reso- 
lution pending  the  report  of  the  Ad  Hoc  Committee  of  the 
House  to  Study  Methods  of  Election  of  Council  Members 
and  AMA  Delegates.  Since  the  report  of  the  House 
Committee  on  Bylaws  is  the  first  report  to  be  given  at  the 
annual  meeting,  the  report  of  the  Ad  Hoc  Committee  had 
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not  yet  been  received  when  its  report  was  made  to  the 
House. 

When  the  Ad  Hoc  Committee  presented  its  report,  in 
1975,  the  House  voted  on  each  of  the  twelve  recommen- 
dations separately  in  the  following  fashion: 

Recommendation  1.  The  House  voted  to  approve 
and  refer  Recommendation  I to  the  House  Committee 
on  Bylaws  for  formulation. 

Recommendation  II.  The  House  voted  to  approve 
Recommendation  II. 

Recommendation  III.  The  House  voted  to  ap- 
prove Recommendation  III. 

Recommendation  IV.  The  House  voted  to  ap- 
prove Recommendation  IV. 

Recommendation  V.  The  House  voted  to  refer 
Recommendation  V to  the  House  Committee  on  By- 
laws. 

Recommendation  VI.  The  House  voted  to  refer 
Recommendation  VI  to  the  House  Committee  on  By- 
laws. 

Recommendation  VII.  The  House  voted  to  ap- 
prove and  refer  Recommendation  VII,  as  amended  to 
the  House  Committee  on  Bylaws. 

Recommendation  VIII.  The  House  voted  to  ap- 
prove and  refer  Recommendation  VIII  as  amended  to 
the  House  Committee  on  Bylaws. 

Recommendation  IX.  The  House  voted  to  ap- 
prove Recommendation  IX. 

Recommendation  X.  The  House  voted  to  approve 
Recommendation  X. 

Recommendation  XI.  The  House  voted  to  ap- 
prove and  refer  Recommendation  XI  to  the  House 
Committee  on  Bylaws. 

Recommendation  XII.  The  House  voted  to  ap- 
prove Recommendation  XII. 

In  addition,  the  minority  report  of  this  Ad  Hoc  Com- 
mittee was  received  by  the  1975  House  of  Delegates.  The 
signatories  to  this  minority  report  requested  that  their 
report  as  well  as  the  majority  report  “be  referred  for  further 
study  and  evaluation.”  The  House  agreed  and  voted  to 
refer  this  report  to  the  House  Committee  on  Bylaws  for 
evaluation.  It  was  the  final  decision  of  the  House  to  “refer 
Resolution  74-1,  the  report  of  the  Ad  Hoc  Committee,  the 
minority  report  and  the  supplementary  report  of  the  House 
Committee  on  Bylaws  to  the  House  Committee  on  By- 
laws.” 

With  that  history  in  mind,  it  was  the  judgment  of  this 
committee  that  the  committee  had  the  full  range  of  options 
open  to  it  with  respect  to  Resolution  74-1  as  it  would  have 
with  any  other  matters  referred  to  it  and  as  described  in 
paragraph  2 of  Article  X,  Section  2 of  the  Bylaws.  This 
was  the  manner  in  which  the  committee  proceeded  and  the 
final  result  is  the  report  which  is  presently  before  you. 

The  purpose  of  this  report  is  to  outline  the  Bylaws  re- 
quirements which  would  require  approval  by  this  House 
in  the  event  that  the  recommendations  of  this  committee 
are  not  upheld.  Consequently,  set  out  below  are  the 
changes  which  would  be  required  to  be  enacted  and  which 
have  not  been  proposed  in  the  body  of  Resolution  74-1. 

Recommendation  I.  Although  the  Hughes  Com- 
mittee has  suggested  Bylaw  changes  for  vacancies  and 
succession  in  the  event  that  automatic  succession  is 
approved,  the  appropriate  Bylaw  change  needed  to  es- 
tablish such  automatic  succession  has  not  been  pro- 
posed. The  following  amendment  is  suggested: 


A new  paragraph  should  be  added  immediately  fol- 
lowing paragraph  I in  Article  V to  read  as  follows: 

“The  progression  of  officers  should  be  from  vice- 
president  to  president-elect  to  president.” 

Recommendation  II.  This  recommendation  does 
not  require  a Bylaw  change. 

Recommendation  III.  This  recommendation  does 
not  require  a Bylaw  change. 

Recommendation  IV.  This  recommendation  does 
not  require  a Bylaw  change. 

Recommendation  V.  Recommendation  V was 
considered  in  conjunction  with  Resolutions  75-4,  75-7, 
75-84,*nd  75-94.  It  was  the  feeling  of  the  members  of 
this  committee  that  Resolution  75-7  was  most  appro- 
priate to  effectuate  the  purposes  of  Resolution  with 
one  exception.  Your  committee  amended  Resolution 
75-7  in  such  a manner  as  to  show  that  these  councilors 
are  to  be  elected  by  the  members  of  the  district  branch. 
As  amended,  the  second  resolved  of  Resolution  75-7 
would  now  read  as  follows: 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  IV,  Section  1,  paragraph  1,  amend  last  line 
to  read  as  follows:  ‘elected  by  the  members  of  the 
district  branches.’ 

Article  IV,  Section  1,  paragraph  3,  amend  entire 
section  to  read  as  follows: 

Four  councilors  shall  be  elected  annually  by  the 
members  of  the  District  Branches,  each  for  a term  of 
three  years.  In  the  event  of  a vacancy,  a councilor 
shall  be  elected  by  the  members  of  the  District 
Branch  to  fill  the  unexpired  term. 

Article  VIII,  paragraph  1,  shall  be  amended  as  fol- 
lows; the  word  ‘councilors’  shall  be  deleted  in  line  3. 

Article  VIII,  paragraph  2,  shall  be  amended  as  fol- 
lows: 

The  words  ‘the  Council’  shall  be  deleted  in  line  5. 
The  word  ‘councilor’  shall  be  deleted  in  lines  7 and  8.” 
Recommendation  VI.  As  printed  the  report  is  in 
error.  The  report  should  show  the  increase  in  council- 
ors to  be  from  12  to  16  rather  than  from  12  to  14  as  the 
last  lines.  The  following  Bylaws  amendment  is  re- 
quired. 

The  last  two  lines  of  Article  IV,  Section  1,  para- 
graph 1 should  be  amended  to  read  as  follows: 

Trustees,  and  16  Councilors  elected  by  the  mem- 
bers of  the  District  Branches. 

Recommendation  VII  and  Recommendation 
VIII.  These  two  recommendations  must  be  consid- 
ered together.  If  this  House  overrules  the  House 
Committee  on  Bylaws  and  adopts  the  concept  of  direct 
election  of  councilors,  it  may  either  accept  the  original 
concept  of  the  Hughes’  Committee  or  the  concept  of 
the  1975  House  of  Delegates  which  amended  these  two 
Recommendations.  Unfortunately,  the  original 
Hughes’  Report  recommendations  only  provide  for  14 
councilors.  The  House  amendment  provides  for  16 
councilors  and  we  believe  that  is  the  one  which  should 
be  acted  upon. 

The  House  amendment  calls  for  one  councilor  to  be 
elected  from  each  district  3 through  8 for  a total  of  six. 
It  also  provides  for  three  to  be  elected  by  the  counties 
of  New  York  and  Richmond,  one  each  from  the  Bronx, 
Kings  and  Queens  and  four  between  districts  2 and  9 
for  a total  of  sixteen. 
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If  this  is  acceptable  to  the  House,  the  method  be- 
comes a problem.  In  order  to  solve  this,  the  following 
is  suggested  if  we  predicate  the  fact  that  we  wish  to 
bring  the  Council  up  to  full  strength  immediately.  F or 
the  election  to  be  held  in  1977,  eight  new  Councilors 
should  be  elected  of  which  two  shall  be  elected  by  the 
counties  of  New  York  and  Richmond,  one  from  the 
Bronx,  one  from  Queens,  one  from  the  Third  District 
Branch  and  three  from  the  Second  and  Ninth  District 
Branches.  One  of  the  two  Councilors  elected  from  the 
counties  of  New  York  and  Richmond  shall  be  elected 
for  a two-year  term,  the  other  for  a term  of  three  years. 
One  of  the  Councilors  elected  from  the  Second  and 
Ninth  District  Branches  shall  be  elected  for  a one-year 
term,  the  other  two  for  three-year  terms.  In  the  elec- 
tion of  1978,  five  Councilors  are  elected;  one  from  the 
Fifth  District  Branch,  one  from  the  Seventh  District 
Branch,  one  from  Kings  County  and  two  from  the 
counties  of  New  York  and  Richmond.  Thereafter,  as 
many  Councilors  are  elected  as  the  terms  of  present 
Councilors  expire. 

The  Bylaw  changes  required  are  therefore  as  follows: 
Paragraph  3 of  Article  IV,  Section  1 shall  be  amend- 
ed to  read  as  follows: 

In  1977,  eight  new  Councilors  shall  be  elected  of 
which  two  shall  be  elected  by  the  counties  of  New 
York  and  Richmond,  one  from  Bronx  County,  one 
from  Queens  County,  one  from  the  Third  District 
Branch  and  three  from  the  Second  and  Ninth  Dis- 
trict Branches  combined.  One  of  the  two  Council- 
ors elected  by  the  counties  of  New  York  and  Rich- 
mond shall  be  elected  for  a two-year  term.  One  of 
the  Councilors  elected  by  the  Second  and  Ninth  Dis- 
trict Branches  combined  shall  be  for  a one-year 
term.  In  1978,  five  Councilors  shall  be  elected;  one 


from  the  Fifth  District  Branch,  one  from  the  Sev- 
enth District  Branch,  one  from  Kings  County  and 
two  from  the  counties  of  New  York  and  Richmond. 
Thereafter,  Councilors  shall  be  elected  by  the  mem- 
bers of  the  District  Branches  as  the  terms  of  their 
Councilors  expire.  In  the  event  of  a vacancy,  a 
Councilor  shall  be  elected  by  the  Members  of  the 
District  Branch  which  he  represents. 

Paragraph  4 of  Article  IV,  Section  1 shall  be  amend- 
ed to  add  a new  sentence  at  the  end  thereof  to  read  as 
follows: 

A term  of  office  of  less  than  three  years  shall  not  be 
construed  as  a term  of  office. 

Recommendation  IX.  Recommendation  IX  does 
not  call  for  action  by  the  State  Society  and  thus  no 
Bylaw  changes  are  required. 

Recommendation  X.  Recommendation  X of  the 
Hughes’  Committee  report  speaks  of  Councilor  re- 
sponsibility and  envisions  Bylaw  changes.  However, 
the  Bylaw  changes  submitted  do  not  accomplish  what 
they  intend.  However,  since  Councilors  will  now  be 
elected  by  their  District  Branches  this  recommenda- 
tion is  no  longer  needed. 

Recommendation  XI.  Any  changes  in  the  election 
of  AMA  delegates  will  be  decided  when  the  House  con- 
siders Resolution  75-71  and  75-91  and  in  this  respect 
Resolution  75-71  has  the  necessary  Bylaw  changes  in- 
corporated in  its  provisions  which  would  be  necessary 
to  effectuate  the  desired  result. 

Recommendation  XII.  If  Recommendation  XII  of 
the  Hughes’  Committee  report  is  approved,  the  sug- 
gested Bylaws  amendments  proposed  therein  could  be 
enacted  to  cover  the  situation. 

Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 
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REPORTS  OF  OFFICERS 


PRESIDENT  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

As  I approach  the  end  of  a long  and  arduous  twenty 
months  as  your  president,  my  report  will  capsulize  the 
major  issues  and  the  highlights  of  activities  during  my 
stewardship.  At  the  November  1975  Special  Meeting  of 
the  House  of  Delegates,  an  interim  report  was  presented 
outlining  the  malpractice  and  associated  activities.  One 
year  later  these  same  issues  confront  us,  except  that  we  are 
one  year  closer  to  a complete  breakdown  of  the  malpractice 
system. 

Malpractice.  In  January  1976  the  long  awaited  McGill 
Commission  Report  was  published.  Its  recommendations 
reflected  the  seriousness  of  the  malpractice  crisis  and 
echoed  what  we  had  been  saying  all  along.  Since  this  was 
a nonpolitical  body  appointed  by  the  Governor  to  inves- 
tigate all  aspects  of  malpractice  and  make  recommenda- 
tions, we  had  high  hopes  that  the  Governor  and  Legislature 
would  respond  with  legislative  implementation. 

Our  public  relations  program  was  projected  at  the  local 
levels  with  coordination  at  the  headquarters  of  the  Medical 
Society  of  the  State  of  New  York,  thereby  fulfilling  the 
suggestions  of  the  House  of  Delegates.  When  programs 
were  not  forthcoming,  it  became  obvious  that  public  rela- 
tions could  not  be  done  primarily  at  the  local  county  society 
level.  Therefore,  the  Council  authorized  employing  the 
firm  of  Lobsenz-Stevens  Inc.  to  spearhead  the  program  and 
to  assist  county  societies  at  the  local  level.  A Sunday 
supplement  in  seven  major  New  York  newspapers  was 
developed  reaching  an  estimated  readership  of  five  million 
people.  Some  five  hundred  newspapers  and  magazine 
articles  on  malpractice  followed.  An  estimated  total  of  two 
hundred  and  twenty  five  broadcasts  and  news  shows  were 
arranged.  Thirty-nine  physicians  were  interviewed  by  the 
news  media.  News  films  were  sent  to  forty-four  stations 
and  recordings  transmitted  to  some  two  hundred  and  fifty 
radio  stations.  In  my  opinion,  Lobsenz-Stevens  did  a re- 
markable job  in  a crash  program  to  alert  the  public  and 
Legislature  of  the  deplorable  malpractice  crisis. 

The  Governor  responded  with  piecemeal  legislative 
proposals  but  did  include  a limitation  of  contingency  fees. 
The  Senate  passed  a more  responsive  legislative  program, 
while  the  Assembly  proceeded  to  emasculate  any  legislative 
reform  in  both  packages.  The  Legislature  recessed  and 
then  decided  not  to  reconvene  but  to  attend  to  their  cam- 
paigns for  reelection.  Their  insensitivity  to  malpractice 
reform  legislation,  especially  the  hospital  malpractice  crisis, 
was  chided  in  numerous  news  media. 

It  is  obvious  that  some  legislators  will  drag  their  feet  with 
obfuscating  arguments  to  avoid  enacting  reform  legislation 
which  will  affect  their  colleague’s  pocketbook.  Battles  will 
be  won  piecemeal.  The  war  will  not  be  won  until  the  public 
demands  and  obtains  public  accountability  of  our  elected 
officials.  As  litigation  increases  in  product  liability, 
business  and  the  public  will  also  demand  a change  in  the 
inefficient  and  expensive  malpractice  system.  The 
American  Bar  Association  and  other  prestigious  bar  asso- 
ciations recognize  that  the  legal  profession  is  on  trial  and 
are  attempting  to  correct  the  inequities  and  abuses  which 
have  emerged.  Chief  Justice  of  the  Supreme  Court, 
Warren  Burger,  stated  recently  in  his  famous  St.  Paul, 
Minn,  address  on  malpractice: 

“New  ways  must  be  found  to  provide  reasonable 


compensation  for  injuries  resulting  from  negligence  of 
hospitals  and  doctors,  without  the  distortion  in  the 
cost  of  medical  and  hospital  care  witnessed  in  the  past 
few  years.  This  is  a high  priority.” 

While  we  are  engaging  in  battles  with  our  legislators, 
we  must  use  every  other  means  to  win  the  war  within  the 
democratic  process.  To  this  end  we  have  appointed  an  Ad 
Hoc  Committee  to  explore  the  feasibility  of  countersuits 
in  frivolous  and  malicious  suits.  We  expect  to  report  on 
this  subject  at  the  House  of  Delegates  meeting. 

Duri{y;  the  past  year  we  have  developed  the  program  on 
Voluntary  Contractual  Binding  Arbitration.  Our  latest 
version  of  the  Office  Edition  and  Guidelines  was  published 
in  July  1976.  These  new  booklets  were  revised  to  meet  the 
objections  of  the  consumers  and  legal  profession  to  avoid 
future  court  tests.  In  spite  of  repeated  memos  and  pre- 
sentations throughout  the  State,  there  are  many  knowl- 
edgeable physicians  who  do  not  understand  the  merits  of 
Voluntary  Contractual  Binding  Arbitration  and  equate  it 
with  the  pretrial  screening  panels.  A Guideline  for  Phy- 
sicians and  Hospitals  explaining  Voluntary  Contractual 
Binding  Arbitration  will  be  sent  with  each  order  of  the 
Office  Edition.  The  McGill  Commission  Recommenda- 
tion # 14  was: 

“Encourage  the  pilot  project  in  voluntary  arbitra- 
tion of  the  Medical  Society  of  the  State  of  New  York 
and  the  Hospital  Association  of  New  York  State  as  an 
innovative  experiment  in  new  procedures  for  prompt 
and  fair  disposition  of  malpractice  claims.” 

Again,  Warren  Burger  recently  commenting  on  the 
need  for  court  reform  stated  that: 

“As  the  work  of  the  courts  increases,  delays  and  cost 
will  rise  and  the  well  developed  forms  of  arbitration 
should  have  wider  use.” 

With  encouragement  from  such  authorities  and  with 
the  cooperation  of  the  prestigious  American  Arbitration 
Association,  we  believe  our  program  is  sound,  in  the  public 
interest  and  will  expand  in  the  coming  years.  It  is  no  so- 
lution to  the  malpractice  problem,  as  we  also  need  drastic 
court  reform,  expanded  injury  prevention  programs  and 
effective  peer  review  of  physician  activities.  A recent  poll 
of  MSSNY  members  responding  found  80%  favoring  ar- 
bitration in  hospitals  and  58%  in  their  offices. 

Government  Relations.  It  is  becoming  increasingly 
evident  that  as  the  Federal  and  State  governments  assume 
a greater  percentage  of  the  health  care  dollar,  medicine  will 
be  subjected  to  increasing  government  regulations  and 
greater  consumer  control.  This  is  a fact  of  life  whether  we 
like  it  or  not,  or  whether  the  end  product  is  a deterioration 
in  personalized  quality  of  care.  The  Health  Systems 
Agencies  (HSA)  are  being  implemented  with  much  con- 
troversy and  minimum  physician  representation.  The 
agencies  will  have  tremendous  power  over  the  health  purse 
strings  and  replace  the  Comprehensive  Health  Planning 
Councils  and  the  Regional  Medical  Programs.  In  spite  of 
our  miniscule  representation,  in  my  opinion,  we  should 
actively  participate  and  guide  the  programs  as  long  as  they 
serve  the  public  interest. 

Our  State  Support  Center  has  been  assisting  the  PSROs 
and  coordinating  their  activities.  There  are  real  conflicts 
between  the  PSROs  and  the  State  Department  of  Health. 
Until  the  basic  conflicts  are  resolved  between  the  various 
agencies  of  HEW — at  the  Federal  level,  we  can  expect  a 
continued  jockeying  for  power.  In  the  meantime.  PSROs 
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must  establish  a credible  track  record  and  perform  their 
assigned  duties. 

The  recently  enacted  Chapter  76  of  the  New  York  State 
Laws  of  1976  establishes  an  important  new  scope  of  bene- 
fits provisions  for  inpatient  surgery,  for  length  of  hospital 
stay  and  for  non -prescription  drugs  in  the  Medicaid  pro- 
gram. The  utilization  requirements  are  especially  onerous 
and  conflict  with  the  Federal  regulations  relating  to  PSRO 
activities.  The  new  Section  2803.1  (d)  of  the  Public  Health 
Law  referring  to  “a  person  designated  by  the  Commissioner 
of  Health”  was  so  worded  to  enable  designation  of  hospital 
utilization  review  committee  members,  PSRO  members, 
etc.  MSSNY  will  contest  some  of  these  regulations  in  the 
courts,  as  they  conflict  with  Federal  regulations. 

Our  State  Hospital  Code  is  being  revised  by  regulations. 
For  example,  the  requirements  for  an  institution  to  obtain 
a CAT  Scan  (brain  scan)  or  CT  (total  body  scan)  are  so 
restrictive  that  only  a few  large  institutions  would  qualify. 
How  many  institutions  can  meet  the  requirement  of  “ten 
Board-certified  thoracic,  cardiac,  abdominal,  gynecological 
or  genito-urinary  surgeons?”  Unless  these  requirements 
are  relaxed,  these  issues  may  also  have  to  be  resolved  in  the 
courts. 

The  Professional  Disciplinary  Board  established  by 
statute  in  1975  has  good  representation  by  qualified  phy- 
sicians. Incidences  may  be  reported  directly  or  via  the 
county  medical  society.  Donald  C.  Walker,  M.D.,  is 
submitting  a report  on  the  first  year’s  activity  which  offers 
guidelines  for  county  medical  societies. 

Medicare  has  functioned  well  throughout  the  years. 
However,  the  profiles  have  been  gradually  cut  back  in  an 
inflationary  economy  with  rising  professional  overhead, 
leaving  the  patient  with  a larger  dollar  outlay.  Medicaid 
continues  to  be  a disaster  and  is  hopeless  in  New  York  City. 
The  recent  Medicaid  cutbacks  in  elective  surgery,  one  day 
preoperative  and  limited  stay  is  in  violation  of  the  original 
intent  of  the  Federal  law. 

MSSNY  Commission  Highlights.  Each  commission 
chairman  will  be  submitting  a detailed  report  of  their 
activities.  Commendations  are  in  order  for  the  chairmen 
and  the  members  of  their  committees:  G.  Rehmi  Denton, 
M.D.,  Commission  on  Medical  Services;  Richard  D.  Eberle, 
M.D.,  Commission  on  Governmental  Affairs;  Keith  O. 
Guthrie,  Jr.,  M.D.,  Commission  on  Public  Health;  Bernard 
J.  Pisani,  M.D.,  Commission  on  Continuing  Medical  Ed- 
ucation; and  Milton  Rosenberg,  M.D.,  Commission  on 
Insurance  and  Membership  Benefits. 

It  is  my  hope  that  everyone  will  study  the  monumental 
report  on  Maternal  and  Perinatal  Mortality  by  Edward  C. 
Hughes,  M.D.  and  the  excellent  program  for  the  sick 
physician,  chaired  by  LeClair  Bissell,  M.D.  John  H. 
Carter,  M.D.,  again  merits  special  accolades  for  his  con- 
tinued efforts  on  the  Albany  scene. 

Continuing  Medical  Education.  After  many  years 
of  research  and  development  Dr.  Marvin  Bloom’s  Com- 
mittee has  launched  its  Council  representing  MSSNY, 
Specialty  Societies,  Medical  Schools,  State  Department 
of  Health  and  State  Education  Department.  All  of  the 
organizations  have  signed  an  application  for  a charter  as 
a tax  exempt  organization.  Each  specialty  society  is  re- 
quested to  draft  its  specific  criteria  for  continuing  medical 
education.  MSSNY  has  been  designated  by  the  AMA  as 
the  accrediting  agency  in  New  York  State.  In  the  interim, 
MSSNY  will  proceed  to  implement  its  program,  and 
mandatory  continuing  medical  education,  as  a requirement 


for  membership,  will  be  voted  on  at  the  House  of  Delegates 
Meeting  in  November  1976. 

Woman’s  Auxiliary.  The  Auxiliary  is  our  secret 
weapon.  I have  never  seen  a more  dedicated  group  of 
women.  They  responded  during  the  malpractice  crisis  by 
forming  pools  to  cover  the  railroad  stations  handing  out  our 
circulars,  engaged  in  letter  writing,  telegrams,  and  tele- 
phone call  programs  to  educate  the  public.  Their  legis  - 
lative program  was  very  successful.  Their  meetings  were 
well  attended  and  sophisticated.  Their  officers  were 
present  at  every  Council  meeting  and  willingly  responded 
to  our  calls  for  help. 

EMPAC.  It  should  be  evident  that  legislative  activity 
is  most  sensitive  to  political  action.  EMPAC  membership 
increased  considerably  this  past  year,  but  still  has  a long 
way  to  go.  It  has  the  complete  backing  of  MSSNY.  Every 
physician  should  become  a member  of  EMPAC  and  exert 
his  influence  through  the  candidate  of  his  choice. 

News  Media.  Our  Public  Relations  Department  under 
Guy  D.  Beaumont  has  responded  to  our  requests  and  has 
been  most  helpful  in  developing  the  arbitration  materi- 
al. 

While  they  were  not  the  primary  PR  in  our  crash  pro- 
grams, they  were  the  back  up  force  and  did  much  of  the 
nuts  and  bolts  work.  Our  future  programs  will  probably 
be  geared  more  to  inhouse  activity. 

One  of  the  most  pleasant  surprises  was  our  relations  with 
the  news  media.  Many  have  said  the  press  is  against  or- 
ganized medicine.  My  experience  was  just  the  opposite. 
The  press  and  news  media  were  magnificent  during  our 
crises.  They  were  fair  and  presented  a battle  page  ap- 
proach which  is  their  job.  Aside  from  the  overreaction  to 
the  misinformation  on  “unnecessary  surgery,”  which 
emanated  from  Washington,  their  motives  were  to  present 
factual  information  rather  than  sensationalism.  To 
counteract  this  overreaction  the  news  media  went  out  of 
their  way  to  make  time  available  for  rebuttal.  The  ex- 
planation is  simply  stated — Never  take  a public  position 
on  an  issue  unless  the  preponderance  of  evidence  is  in  the 
public  interest.  This  was  our  basic  premise  and  probably 
explains  our  news  media  support.  My  sincere  thanks  to 
the  news  media — they  have  convinced  me  that  freedom  of 
the  press  should  be  preserved  as  a precious  safeguard  in  a 
democratic  society. 

Assessment  of  Activities.  On  assuming  office  in 
March  1975  our  State  Society  was  divided  over  malprac- 
tice. Crisis  committees  were  forming  among  the  high  risk 
malpractice  premium  specialists,  and  their  action  was 
understandable.  We  have  tried  hard  to  resolve  our  dif- 
ferences, and  believe  we  are  now  united  on  the  same  wave 
length. 

While  our  Medical  Liability  Mutual  Insurance  Company 
is  not  a State  Medical  Society  function,  it  is  our  baby.  We 
conceived,  nurtured,  and  financed  it.  MLMIC  is  now  a full 
fledged  insurance  company  of  almost  one  hundred  million 
dollars.  Every  insurance  company  is  vulnerable  in  the 
present  malpractice  climate.  Our  physician  representa- 
tives on  the  Board  of  Directors  and  those  who  are  officers 
deserve  our  gratitude  and  are  carefully  observing  sound 
business  and  insurance  principles.  If  we  had  not  organized 
MLMIC,  our  malpractice  premiums  would  be  twice  the 
present  exhorbitant  rate. 

Our  departments  functioned  smoothly.  Richard  Burns, 
J.D.,  and  Francis  McKee,  J.D.,  responded  to  requests  for 
legal  opinions  and  maintained  a continual  flow  of  pertinent 
legal  articles.  Ernest  Mattison  of  Research  and  Planning 


502  New  York  State  Journal  of  Medicine/March,  1977/House  of  Delegates,  Minutes 


conducted  the  computerized  opinion  polls  and  developed 
studies  on  data  processing  services  and  public  relations, 
tieorge  J.  Lawrence,  Jr.,  M.D.  kept  a tight  rein  on  the 
public  health  and  continuing  education  programs.  Morton 
N.  Chalet  and  Charles  Aswad,  M.D.  coordinated  the  State 
Support  Center  for  PSROs  and  tried  to  decipher  HEW’s 
mysterious  regulations.  Max  N.  Howard,  M.D.  deserves 
a special  bouquet  by  acting  as  arbiter  for  the  specialty  so- 
cieties and  government  agencies. 

Our  Quality  Criteria  Predictors  of  Hospital  Care  were 
the  basic  manual  used  by  the  Brooklyn-Long  Island 
Chapter  of  the  American  College  of  Surgeons  in  their  study 
on  unjustified  surgery.  It  was  the  only  quantified  study 
available  to  statistically  refute  the  unscientific  and  highly 
publicized  24%  unnecessary  surgery  released  from  the  Moss 
Committee  on  Oversight  and  Investigation  of  the  House 
of  Representatives. 

We  are  pleased  that  the  Continuing  Medical  Education 
program  is  off  the  ground,  and  that  the  Physicians  Com- 
mittee for  the  sick  physician  is  available  to  aid  our  physi- 
cians. 

We  are  disappointed  that  the  malpractice  crisis  is  not 
solved  and  that  the  continued  spiralling  costs  have  not  been 
interrupted.  It  is  not  because  we  did  not  try,  but  because 
of  weaknesses  in  our  democratic  process  which  will  require 
mobilization  of  a larger  segment  of  the  population  to  force 
changes  on  some  of  our  reluctant  legislators. 

The  barrage  of  legislation  and  regulations  emanating 
from  Washington  and  Albany  requires  constant  monitoring 
and  assessment  of  its  effect  on  patient  care  and  the  prac- 
ticing physician.  Martin  J.  Tracey,  J.D.,  of  MSSNY  and 
Gerard  Conway,  J.D.,  of  our  Albany  law  firm  performed 
above  and  beyond  the  call  of  duty  by  keeping  us  appraised 
of  current  activities. 

We  are  disappointed  that  our  Empire  State  Medical, 
Scientific  and  Educational  Foundation  did  not  respond  to 
opportunities  to  serve  our  colleagues.  We  hope  the 
Foundation  will  be  stimulated  to  increased  activities  in  the 
future. 

President's  Activities.  During  my  stewardship  it  was 
my  privilege  to  visit  county  and  district  medical  societies, 
other  state  medical  societies,  medical  schools.  American 
Bar  Association  “think  sessions,”  woman's  auxiliary  and 
community  groups.  It  has  been  an  exciting  challenge. 
Radio,  television,  and  press  conferences  were  part  of  the 
daily  routine  during  the  many  crisis  periods.  Weekends 
were  spent  reading  and  writing  reports.  Social  activities 


were  replaced  by  “think  sessions.”  It  has  been  strenuous 
mental  exercise  and  has  kept  my  reflexes  alert  in  con- 
ducting my  surgical  practice.  It  has  been  an  opportunity 
to  see  a good  cross  section  of  American  medicine,  to  meet 
the  very  fine,  dedicated  men  in  medicine,  and  to  make 
many  new  friends.  It  has  been  a rewarding  experience  to 
serve  as  your  steward  during  these  many  months. 

Observations.  May  I take  a moment  to  make  a few 
observations.  There  are  times  when  policy  decisions  must 
be  made,  and  I have  often  thought  how  reassuring  it  would 
be  to  have  a President’s  Advisory  Committee  to  call  on  to 
obtain  a consensus  of  opinion.  The  Council  agenda  is 
heavy  At  times  we  are  unable  to  complete  the  scheduled 
work  and  scarcely  an  appropriate  time  for  a think  ses- 
sion. 

From  my  vantage  point,  MSSNY  and  the  AMA  are 
doing  an  incredible  amount  of  work  on  the  physician’s 
hehalf.  We  need  them  in  these  troubled  times,  otherwise, 
we  would  be  overwhelmed  by  the  maze  of  government 
legislation  and  regulations. 

Furthermore,  I would  like  to  reassure  you  that  MSSNY 
has  a great  staff.  Everyone  has  been  courteous,  eager  to 
help  and  efficient  in  performing  their  functions.  Henry 
Fineberg,  M.D.  and  Edward  Siegel,  M.D.  and  the  staff  are 
a great  team  and  render  tremendous  service  to  our  mem- 
bers. Words  cannot  express  my  respect  and  deep  appre- 
ciation to  our  girls  Clara  Wald  and  Dorothy  Zoltowski  who 
made  work  such  a pleasure  at  MSSNY  Headquarters. 

MSSNY  made  an  excellent  choice  in  selecting  George 
L.  Collins,  Jr.,  M.D.,  to  be  the  incoming  President.  He  is 
a leader  and  dedicated  to  serving  his  profession.  He  is  one 
of  the  most  knowledgeable  physicians  in  the  State,  is  an 
articulate  speaker,  an  arduous  worker  and  will  represent 
the  profession  in  a forceful  manner.  His  support  during 
my  term  of  office  has  been  a source  of  great  strength.  It 
has  been  a pleasure  to  work  with  him.  We  all  wish  him  well 
and  extend  our  congratulations  and  support. 

In  closing,  if  my  administration  has  met  the  many 
challenges  of  the  times,  it  has  been  accomplished  by 
stand  ing  on  the  shoulders  of  the  dedicated  men  in  medicine 
who  have  provided  the  expertise  for  inductive  reasoning, 
judgmental  decisions,  and  structural  visualization  to  pre- 
ceive  future  events.  May  I again  express  my  deep  appre- 
ciation for  your  cooperation  and  confidence  and  the  priv- 
ilege of  serving  you. 

Respectfully  submitted 

Ralph  S.  Emerson,  M.D.,  President 
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PRESIDENT  ( SUPPLEMENTARY) 

JVIr.  Speaker,  members  of  the  House  and  guests,  this  is 
my  supplementary  report.  In  my  annual  report  I capsulize 
some  of  the  major  events  during  my  term  of  office.  During 
the  past  few  months,  many  issues  have  emerged  or  resur- 
faced. These  items  are  reviewed  to  update  the  House  of 
Delegates  in  the  area  of  new  and  unfinished  business. 

I.  MALPRACTICE 

A.  Countersuits 

Countersuit  procedures  are  being  instituted  throughout 
the  country  on  carefully  selected  mischievous  suits  against 
the  plaintiffs  and  the  plaintiffs  lawyer.  An  ad  hoc  com- 
mittee to  investigate  the  entire  subject  reported  to  the 
Council  at  the  September  meeting.  It  is  my  recommen- 
dation that  a portion  of  the  residual  malpractice  assess- 
ment fund  be  utilized  for  this  specific  purpose,  and  the 
remainder  be  allocated  to  solving  the  malpractice  crisis  at 
the  discretion  of  the  Council.  It  should  be  emphasized  that 
such  suits  be  carefully  selected  by  a medical  liability  de- 
fense board,  or  a subcommittee,  to  determine  that  the  suits 
were  either  mischievous  or  the  plaintiffs  attorney  had 
brought  suit  without  adequate  preparation. 

B.  Voluntary  Contractual  Binding  Arbitration. 

Voluntary  contractual  binding  arbitration  is  being  uti- 
lized by  some  of  our  high  risk  specialists  and  a few  hospi- 
tals. Eighty-three  hospitals  had  demonstrated  their  in- 
terest in  the  arbitration  project.  Seven  hospitals  have 
formally  agreed  to  implement  the  program,  and  twenty- 
three  hospitals  are  reviewing  the  program.  The  hospitals 
must  have  an  agreement  with  their  insurance  companies. 
The  Medical  Malpractice  Insurance  Association  and  the 
Medical  Liability  Mutual  Insurance  Company  are  man- 
dated to  insure  hospitals  at  rates  they  consider  inadequate, 
and  are  therefore  reluctant  to  sign  any  agreement  which 
locks  them  into  an  extended  contract. 

The  next  paragraph  is  a quote  from  the  Hospital  Asso- 
ciation of  New  York  State  (HANYS):  “HANYS  is  in  the 
process  of  setting  up  an  insurance  company  to  insure  its 
member  hospitals  against  malpractice  liability.  Hospital 
Underwriters  Mutual  (HUM)  should  be  licensed  to  do 
business  within  the  next  month.  The  potential  market  for 
HUM  will  approximate  the  MMIA’s  insured  hospitals. 
There  is  a strong  probability  that  HUM’s  board  of  directors 
will  endorse  the  arbitration  program.  Therefore,  once 
HUM  begins  to  write  the  insurance  for  hospitals,  estimated 
as  of  January  1,  1977,  the  impediment  created  by  MMIA 
should  be  removed.” 

The  voluntary  contractual  binding  arbitration  in  hos- 
pitals will  include  injury  prevention  programs  and  a 
mechanism  for  settling  most  disputes  before  the  patient 
leaves  the  hospital.  Although  unresolved  disputes  will 
proceed  to  arbitration,  it  is  anticipated  that  this  percentage 
will  be  small.  A nationwide  survey  published  by  the  Na- 
tional Association  of  Insurance  Commissioners  shows  that 
the  arbitration  experience  has  been  very  favorable  to  date. 
Although  injured  persons  have  received  their  awards,  the 
average  indemnity  given  has  been  less  than  that  awarded 
by  a court  or  a review  panel.  The  plaintiffs  receive  a 
greater  percentage  of  substantial  arbitration  awards  be- 
cause of  the  saving  in  court  costs  and  attorneys’  fees.  The 
fact  that  the  trial  lawyers  lobby  attempted  to  outlaw 
medical  arbitration  in  the  1976  legislative  session  is  in  itself 
a very  cogent  reason  to  pursue  this  means  of  settling  dis- 
putes. 


C.  Legislation 

A legislative  package  was  developed  in  Syracuse  on  Oc- 
tober 13  and  14  by  your  Legislation  Committee,  and  will 
be  presented  in  detail  for  the  House  of  Delegates. 

II.  CONTINUING  MEDICAL  EDUCATION. 

The  CME  proposal  received  a setback  in  September, 
1976,  when  the  legal  counsel  of  the  State  Education  De- 
partment stated  that  the  State  Department  of  Education 
and  the  New  York  State  Department  of  Health  would  not 
sign  and  should  not  sign  the  application  for  a charter  be- 
cause of  a possible  conflict  of  interests.  This  reduces  the 
five  organizations  of  the  proposed  council  to  three  member 
organizations,  the  Medical  Society  of  the  State  of  New 
York,  the  specialty  societies,  and  the  medical  schools.  The 
House  of  Delegates  authorized  MSSNY  to  participate  in 
the  five  member  council  in  November,  1975,  and  $100,000 
was  allocated.  None  of  the  other  organizations  have  been 
able  to  pledge  any  financial  support.  Therefore,  MSSNY 
will  be  the  sole  support  for  the  time  being.  The  council 
must  also  obtain  a tax  exempt  charter  which  may  be  a 
stumbling  block.  This  information  was  received  about  five 
weeks  ago,  and  since  our  delegates  were  to  meet  within  a 
short  period  of  time,  it  was  felt  that  the  important  decision 
as  to  whether  to  proceed  with  the  council  concept  should 
be  referred  to  the  House  of  Delegates.  We  hope  that  this 
concept  is  approved,  or  approval  given  for  MSSNY  to  as- 
sume responsibility  in  continuing  education,  or  to  go  both 
routes. 

III.  MSSNY  LAWSUIT  RE  CHAPTER  76 

MSSNY’s  lawsuit  against  the  New  York  State  Depart- 
ment of  Health  regarding  the  constitutionality  of  Chapter 
76  of  the  New  York  State  Laws  of  1976  is  in  the  process  of 
adjudication.  There  is  no  new  news  on  this. 

IV.  PSRO 

PSRO’s  and  our  State  Department  of  Social  Services 
have  been  at  loggerheads  over  the  responsibility  for  mon- 
itoring Medicaid  cases  due  to  dual  responsibility  in  the 
Social  Security  amendments  of  1974.  This  dichotomy  has 
been  clarified  in  favor  of  the  PSRO’s  by  Social  Rehabili- 
tation Services’  SRS-At-76-141  (MSA)  September  3, 1976 
as  follows:  “States  are  bound  by  final  PSRO  decisions 
made  with  respect  to  Medicaid  recipients  and  that  they 
(States)  are  not  held  responsible  under  the  plan  for  a 
function  for  which  final  authority  has  been  given  to 
PSRO’s.  When  a conditional  PSRO  has  been  found  in- 
competent, the  PSRO  would  exercise  final  authority  on 
issues  of  medical  necessity,  quality,  and  appropriateness 
of  care  for  purposes  of  claims  payment  in  the  Medicaid 
program.”  At  the  present  time,  the  states  remain  re- 
sponsible for  the  “physician  plan  of  care  in  long-term  care 
institutions,  medical  review,  and  independent  professional 
review.” 

This  memorandum  clarifies  at  least  partially  the  conflict 
and  provides  an  impetus  and  incentive  for  the  PSROs.  It 
delineates  the  authority,  but  also  carries  a great  responsi- 
bility on  the  part  of  the  physicians  to  make  the  PSRO 
system  work. 

V.  MEDICAID  MILLS 

Medicaid  mills,  and  alleged  fraud,  have  been  widely 
publicized  the  past  few  months.  MSSNY  deplores  fraud 
of  any  kind.  The  Coordinating  Council  of  the  City  of  New 
York  (the  five  county  medical  societies)  and  MSSNY  have 
worked  with  government  agencies  in  an  attempt  to  control 
abuses  in  the  Medicaid  system.  We  simply  do  not  have  the 
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authority  to  control  the  health  care  providers.  Many  are 
nonphysicians,  and  many  physicians  are  not  members  of 
our  medical  societies.  If  the  allegations  are  true,  the  law 
must  take  its  course.  However,  we  must  remember  that 
allegations  in  the  past  on  investigation  have  been  unsub- 
stantiated. 

The  Medicaid  system  is  a mess,  and  in  the  opinion  of 
most  astute  health  authorities  should  be  washed  out  and 
replaced  by  a viable  system.  When  Medicaid  becomes 
inundated  with  excessive  paper  work,  poor  administration, 
inadequate  fees,  slow  payment  of  bills  or  no  payment  at  all, 
the  system  invites  fraud.  Perhaps  the  lesson  to  be  learned 
by  the  Medicaid  debacle  is:  1)  that  government  is  a very 
inefficient  administrator;  2)  that  the  Medicaid  dilemma 
is  the  harbinger  of  a potential  disaster  in  quality  medical 
care  under  a Federalized,  structured,  national  health  in- 
surance program. 

VI.  AMERICAN  MEDICAL  ASSOCIATION. 

Dr.  Henry  Fineberg  and  your  President  attended  a 
meeting  in  Boston,  Massachusetts  on  October  2,  1976. 
Representatives  from  the  six  New  England  States  and  New 
Jersey  were  also  present.  The  purpose  was  to  develop  a 
Northeast  consortium  for  presentation  of  socioeconomic 
problems,  and  to  move  the  AMA  closer  to  the  mainstream 
of  medical  practice.  We  have  many  problems  in  the 
northeast  that  do  not  flow  over  the  Alleghenies  for  three 
to  four  years.  They  are  not  aware  of  these  problems,  and 
we  want  to  have  a stronger  voice  in  the  AMA.  Additional 
states  have  declared  an  interest  and  will  be  invited  to  at- 
tend the  next  meeting  at  the  AMA  convention  in  Phila- 
delphia. 

Your  President  served  on  a panel  at  Harvard,  Tufts  and 
Boston  University  Medical  Schools,  and  affiliated  hospitals 
on  November  2 to  6, 1976.  The  seminars  were  conducted 
with  the  cooperation  of  the  deans  of  the  three  medical 
schools,  and  I want  to  elaborate  just  for  a minute  if  my 
voice  can  hold  out  to  tell  you  a litt  le  about  this,  because  this 
was  really  an  unusual  meeting.  It  was  set  up  by  the  Mas- 
sachusetts Medical  Society  in  cooperation  with  the  deans. 
I was  asked  to  come  up  there  with  Tom  Nesbitt,  Speaker 
of  the  House  of  the  AMA  by  Claude  Welch  and  his  asso- 
ciate, Dr.  C.  Nason  Burden,  who  will  be  here  joining  us.  He 
is  President  of  the  Massachusetts  Medical  Society.  He 
also  participated  in  it.  We  had  a three-day  tour  of  the 
major  hospitals  in  Boston  including  the  medical  schools. 
We  gave  fifteen  talks  in  these  three  days — at  the  Massa- 
chusetts General  Hospital  before  what  they  call  their  super 
bowl,  all  their  surgical  and  medical  services  as  well  as  all 
their  departments;  at  Boston  University  Hospital  where 
the  men  of  Tufts  came  over;  at  Boston  Children’s  Hospital; 
at  Peter  Bent  Brigham  Hospital;  and  Mt.  Auburn  Hospital, 
all  affiliated  hospitals  with  the  three  medical  schools. 
Then  at  night  and  early  in  the  morning,  we  went  out  into 
the  suburbs.  The  programs  out  at  Danvers  where  they  had 
a tremendous  crowd  went  on  for  three  hours.  The  next 
morning  we  headed  out  to  Stoneham  at  7:30  in  the  morn- 
ing. Paul  Revere,  two  hundred  years  ago,  rode  on  a horse 
for  one  night,  but  I tell  you  I know  he  was  not  any  more 
tired  than  we  were  because  we  felt  we  had  been  on  a horse 
for  three  days,  particularly,  if  you  are  sitting  in  the  back 
seat  in  the  middle.  It  was  quite  a trip  zigzagging  through 
the  streets  of  Boston.  But  the  cooperation  was  really 
amazing.  The  deans  of  the  medical  schools  came  to  the 
meetings,  and  at  the  Peter  Bent  Brigham  Hospital  the  di- 
rectors said  that  they  had  never  heard  anything  like  it  be- 


fore and  asked  us  to  come  back  and  tell  some  more.  I think 
this  is  a real  breakthrough  in  the  melting  of  this  ice  between 
academia,  the  medical  societies,  and  the  practicing  phy- 
sicians, because  we  are  all  in  the  same  boat. 

VII.  SECOND  SURGICAL  OPINION. 

The  second  surgical  opinion  publicity  has  been  surfacing 
in  many  periodicals.  The  MSSNY  position  is  that  we  do 
not  quarrel  with  the  philosophy  of  a second  surgical  opin- 
ion, if  the  patient  or  the  physician  is  in  doubt  about  the 
diagnosis  or  the  indication  for  surgery.  This  has  been  good 
medical  practice  for  centuries,  and  is  inherent  in  the 
training  process  of  a physician. 

Y.andating  a second  surgical  opinion  for  all  surgical 
procedures  is  nonproductive  in  terms  of  cost,  and  as  an 
additional  duplication  of  hospital,  PSRO,  insurance  car- 
riers and  HEW  reviews.  In  Medicaid  cases  the  paper  work 
is  a great  deterrent  to  the  qualified  ethical  physician’s  ac- 
ceptance of  the  case.  In  addition,  the  McCarthy  study  on 
second  surgical  opinion  was  based  on  the  false  premise  that 
a difference  of  opinion  was  the  criteria  for  unnecessary 
surgery.  This  concept  was  exploded  many  years  ago  by  a 
study  by  the  New  York  State  Department  of  Health. 

Blue  Cross-Blue  Shield  in  the  Southern  New  York  area 
has  offered  consultation  coverage  to  about  500,000  sub- 
scribers, and  has  had  about  200  requests  for  consultations 
in  the  first  six  months.  This  is  a small  fraction  of  1%,  and 
is  about  as  expected,  but  a consultation  is  available  for  the 
rare  individual  who  requests  it.  We  reiterate  that  we  favor 
a voluntary  consultation  but  oppose  a mandatory  consul- 
tation as  being  impractical. 

VIII.  UNJUSTIFIED  SURGERY 

Publicity  regarding  unjustified  surgery  has  been  a great 
disservice  to  the  medical  profession,  and  misinformation 
to  the  public.  As  mentioned  above,  a false  premise  leads 
to  a false  conclusion.  This  is  a recognized  dictum  of 
logic. 

Our  study  published  in  the  New  York  State  Journal  of 
Medicine  (March  of  1976)  indicated  less  than  1%  unjusti- 
fied surgery  in  participating  hospitals.  A study  by  the 
Brooklyn-Long  Island  Chapter  of  the  American  College  of 
Surgeons  is  in  progress  reviewing  three  operative  proce- 
dures (cholecystectomy,  hysterectomy,  meniscectomy) 
which  were  singled  out  in  the  McCarthy  studies  as  having 
a high  incidence  of  unnecessary  surgery.  A preliminary 
review  to  date  shows  an  incidence  of  unjustified  surgery  will 
be  in  the  same  range  as  our  original  study.  This  will  in- 
clude over  3,000  operative  procedures.  It  involves  some- 
where in  the  area  between  twenty-two  and  twenty-five 
hospitals.  The  study  is  being  conducted  by  measuring  the 
indications  for  surgery  against  preset  criteria,  which  is  a 
much  more  scientific  method  than  relying  on  a difference 
of  opinion. 

Incidentally,  the  Moss  Subcommittee  on  Oversight  and 
Investigation,  which  initiated  this  confusion  in  the  press, 
is  now  in  the  process  of  developing  preset  criteria  and  has 
asked  for  assistance.  The  New  York  State  Society  of 
Surgeons  voted  recently  to  continue  our  study  on  a State- 
wide basis  which  will  give  us  a good  picture  of  unjustified 
surgery  in  New  York  State.  It  will  also  give  us  statistics 
to  refute  the  often  quoted  fallacious  McCarthy  report. 

IX.  MAMMOGRAPHY 

Mammography  press  releases  have  resulted  in  scare 
tactics  and  have  discouraged  many  women  from  seeking 
justified  mammogram  studies.  It  is  a very  valuable  tool 
for  diagnosing  early  cancer  of  the  breast.  Experience  in 
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well-run  mammogram  programs  have  shown  a greatly  re- 
duced incidence  of  lymph  node  metastases  on  those  that 
go  to  surgery,  which  indicates  earlier  detection.  The 
higher  the  incidence  of  localized  disease  usually  indicates 
a more  favorable  survival  time. 

Routine  yearly  screening  in  the  young  age  group  has  not 
been  advocated.  Mammography  in  the  young  age  group 
should  be  reserved  for  the  high  risk  patient.  The  American 
Cancer  Society  will  be  distributing  suggested  risk  factors 
for  physicians  in  the  near  future.  We  hope  that  the  mass 
fear  and  hysteria  will  subside,  and  that  those  patients  who 
should  have  mammography  will  be  advised  to  use  this 
important  diagnostic  tool  for  detection  of  breast  cancer. 

X.  THE  CIR 

The  Committee  on  Interns  and  Residents  has  requested 
assistance  from  MSSNY  in  its  disagreement  with  hospitals. 
The  National  Labor  Relations  Board,  has  ruled  that  in- 
terns and  residents  are  students  rather  than  employees. 
Since  this  decision  is  being  appealed  in  the  courts,  we  did 
not  believe  it  prudent  at  this  time  to  take  sides.  We  do  not 
believe  precipitous  action  by  either  party  in  the  current 
dispute  will  serve  any  useful  purpose. 

My  term  of  office  began  during  a period  of  turmoil  and 
dissent,  comparable  to  putting  out  to  sea  in  a storm,  and 
I can  assure  you  that  the  daily  challenges  have  required 
constant  attention  in  steering  our  ship  of  state.  The 
voyage  has  been  rough  at  times,  and  challenging  up  to  the 


final  hour  as  illustrated  by  some  of  the  above  items  of  new 
and  unfinished  business.  We  are  united,  and  will  meet 
these  challenges.  You  have  selected  a fine  skipper  in  Dr. 
George  Collins.  If  we  all  pull  our  oars  in  unison  in  the  same 
direction  these  turbulent  seas  will  be  behind  us.  We  will 
reach  our  destination  and  accomplish  our  mission.  We 
must  continue  to  pursue  the  policy  of  highest  integrity  of 
our  members  with  our  constant  goal  of  service  to  meet  so- 
ciety’s needs. 

I want  to  say  in  closing  that  these  will  be  twenty  months 
that  I can  assure  you  I will  never  forget,  and  I am  most 
appreciative.  I never  lost  one  night’s  sleep  because  I felt 
my  conscience  was  clear.  The  job  we  were  trying  to  do  was 
in  the  Society’s  interest.  We  have  had  a lot  of  problems, 
and  I can  understand  the  unrest  that  was  going  on,  but  I 
think  we  are  on  the  right  track,  and  I do  want  to  pay  a 
compliment  to  the  news  media,  because  they  were  abso- 
lutely terrific  during  the  malpractice  crisis.  I think  that 
the  reason  that  they  were  is  the  fact  that  we  said  we  would 
not  make  any  public  statement.  It  was  selfserving.  It 
would  always  be  in  the  Society’s  interest.  I am  a firm  be- 
liever in  freedom  of  the  press. 

I thank  you  very  much  for  the  privilege  of  serving  you 
during  these  past  twenty  months.  I am  going  to  have  to 
go  back  to  private  practice.  Thank  you  very  much. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  President 


Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Jeff  J.  Coletti,  M.D., 
Chairman. 

During  his  term  of  office  the  President  was  involved  in 
many  activities,  including  the  development  of  PSRO,  a 
crisis  in  medical  malpractice,  increasing  liaison  with  an 
expanding  Woman’s  Auxiliary,  the  relative  value  scale, 
criteria  predictors  and  the  recent  Committee  to  Help  the 
Sick  Physician.  His  enthusiastic  support  of  EMPAC  is 
also  noted. 

The  committee  would  like  to  point  out  that  our  president 
has  served  an  extended  term  of  20  months,  which  is  prob- 
ably the  longest  term  any  president  in  the  history  of  the 
Medical  Society  of  the  State  of  New  York.  This  was  also 
a period  in  which  the  Society  was  faced  with  some  of  the 
greatest  crises  in  our  history;  to  wit:  malpractice,  the  at- 
tempt to  institute  legislative  changes  before  and  after  the 
McGill  Commission  Report,  and  the  establishment  of  our 
malpractice  company. 

While  he  has  waged  the  battle  in  an  exemplary  manner, 
he  knows  the  battle  has  not  yet  been  won.  Particular  note 
should  be  made  of  his  cordial  relations  with  the  news 
media,  and  his  great  success  in  presenting  the  malpractice 
story  to  the  public. 

The  House  voted  to  ADOPT  this  portion  of  the  ref- 
erence committee  report. 
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SECRETARY  ( ANNUAL ) 

I To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  secretary  reports  as  follows  for  the  year  1975- 

1 1976. 

House  of  Delegates.  An  edited  version  of  the  minutes 
I of  the  1975  House  of  Delegates’  meeting  was  transmitted 
L to  the  New  York  State  Journal  of  Medicine  and  was  pub- 
i lished  in  the  September  1975  issue,  Vol.  75,  No.  1 1.  Ver- 
j batim  minutes  of  the  1975  annual  meeting  of  the  House, 
including  the  reconvened  session  in  April,  are  on  tile  at  the 
headquarters  office.  Matters  referred  by  the  House  of 
H Delegates  to  the  Council  were  reported  to  the  Council  by 
i the  secretary  in  April  1975.  Instructions  of  the  House  of 
I Delegates  were  referred  by  the  executive  vice-president  to 
the  appropriate  officers,  committee  chairmen,  division 
directors,  and  other  persons.  A “Resume  of  Instructions 
of  the  House  of  Delegates  and  Actions  Thereon  by  the 
Council,  Board  of  Trustees,  Officers,  and  Committee 
Chairmen”  is  being  prepared.  It  will  record  the  final  dis- 
| position  of  the  instructions  of  the  House  as  reported  at  the 
j time  of  publication  of  the  annual  reports. 

Council,  Executive  Committee,  Board  of  Trustees, 
and  Judicial  Council.  The  Secretary  has  sent  notices  of 
the  meetings  of  the  Council,  the  Board  of  Trustees,  and  the 
Executive  Committee  and  has  also  reported  Executive 
Committee  actions  to  the  Council.  The  office  of  the  gen- 
eral counsel  has  sent  notices  in  the  secretary’s  name  of 
meetings  of  the  Judicial  Council  held  in  April  1976  and 
June  1976.  If  it  is  necessary  to  send  notices  of  any  further 
Judicial  Council  meetings,  that  fact  will  be  recorded  in  the 
secretary’s  supplementary  report. 

Membership.  At  its  meetings  in  April,  June,  Sep- 
tember, October,  and  December  1975  and  in  February, 
March.  April,  and  May  1976,  the  Council  approved  re- 
quests by  county  medical  societies,  presented  by  the  Sec- 
retary, for  remission  of  dues  of  243  members  (236  active 
and  7 junior)  because  of  illness,  financial  hardship,  or 
military  service.  Membership  figures  for  the  period  ending 
October  31, 1976  will  be  presented  in  a supplementary  re- 
port. They  will  reflect  any  additional  dues  remissions 
approved  by  the  Council  in  June,  September,  and  October 
1976,  as  well  as  the  243  mentioned  above. 

From  April  1975  through  May  1976,  the  county  medical 
societies  submitted  and  the  Secretary  presented  to  the 
Council  the  names  of  594  applicants  for  election  to  life 
membership,  and  the  Council  elected  them  at  the  meetings 
of  April,  June,  September,  October  and  December  1975 
and  of  February,  March,  April  and  May  1976.  The  list  of 
life  members  elected  during  the  above  stated  period  fol- 
lows. 

Michael  G.  Abbott,  Buffalo 
Louis  A.  Abelson,  Yonkers 
Neuman  Aberfeld,  New  York  City 
David  Abisch,  Newfield 
Cecil  Abraham,  Pelham  Manor 
Kurt  A.  Adler,  New  York  City 
Sidney  Aiken,  Massena 
Samuel  Allentuck,  New  York  City 
Jacob  Altman,  New  York  City 
Rudolph  Amyot,  Waterford 
Theodore  A.  Atlas,  Staten  Island 
Gustave  Aufricht,  New  York  City 
George  F.  Auwarter,  Woodhaven 
Charles  T.  Azzara,  Floral  Park 


Michael  John  Badeen,  Millerton 

Lauchlin  J.  Baker,  Ogdensburg 

Hyman  S.  Barahal,  Brightwaters 

Anthony  J.  Barranco,  Brooklyn 

Sara  Bass,  New  York  City 

Edward  Bastiks,  Poughkeepsie 

Edgar  H.  Bates,  Douglaston 

Harry  A.  Beckenstein,  Brooklyn 

Leonard  William  Benedetto,  Sloatsburg 

Bernard  Benjamin,  Brooklyn 

William  Louis  Bennett,  Cold  Spring  Harbor 

Catharine  D.  Bentley,  Syracuse 

Albert  T.  Berg,  Staten  Island 

David  Bergstein,  Miami  Beach,  Florida 

Melvin  Berlind,  Brooklyn 

Duivan  L.  Best  Middleburgh 

Alexander  Birkle,  New  York  City 

David  Birnbaum,  Brooklyn 

Roger  W.  Blaisdell,  Wellsville 

Harris  Blinder,  The  Bronx 

Hyman  Blume,  The  Bronx 

Margaret  Blumenfeld,  Brooklyn 

Fred  Bock,  Jamaica 

Vincent  I.  Bonafede,  Mt.  Morris 

Frank  J.  Borrelli,  Yonkers 

Frederick  William  Bowers,  New  Rochelle 

Warner  F.  Bowers,  Huntington 

Max  Brahms,  Brooklyn 

Manfred  Braun,  New  York  City 

Burtis  B.  Breese,  Rochester 

Charles  Edward  Brennan,  Brooklyn 

Frederick  D.  Bridge,  New  York  City 

Henry  Briggin,  Staten  Island 

Henry  J.  Brock,  Buffalo 

Thelma  Brock,  Buffalo 

Nathan  Brodie,  Brooklyn 

Keeve  Brodman,  New  York  City 

Winifred  Bronson,  The  Bronx 

Abraham  Brookner,  The  Bronx 

Wilbur  Starr  Brooks,  Syracuse 

DeWitt  C.  Brown,  Stony  Brook 

Howard  G.  Bruenn,  New  York  City 

Saul  Brustein,  Brooklyn 

Loftus  Laramour  Bryan,  Clinton 

Joseph  J.  Bryla,  Utica 

Murray  W.  Buchbinder,  Jamaica 

Samuel  H.  Bumble,  Brooklyn 

Thomas  L.  Burns,  Sebring,  Florida 

William  H.  Button,  Jr.,  New  York  City 

Ignatius  M.  Byrner,  Brooklyn 

Stanley  M.  Bysshe,  Southbury,  Connecticut 

James  A.  Carleo,  Brooklyn 

Mark  Carpati,  New  York  City 

Alvin  R.  Carpenter,  Binghamton 

Thomas  C.  Case,  New  York  City 

Ramon  Castroviejo,  New  York  City 

John  P.  Cava,  Valley  Stream 

Joseph  F.  Cavaliere,  Brooklyn 

Michael  Chaplik,  New  York  City 

Andrew  J.  Charters,  Buffalo 

Herbert  Chasis,  New  York  City 

Morris  J.  Chernak,  The  Bronx 

Abraham  J.  Cheron,  Brooklyn 

Morris  P.  Chester,  New  York  City 

Harold  M.  Childress,  Jamestown 

Edward  Patterson  Childs,  Edgartown,  Massachusetts 

Isaac  Chomski,  New  York  City 

John  A.  Cinelli,  New  York  City 

Paul  C.  Clark,  Fayetteville 

Orris  W.  Clinger,  Penfield 

Herbert  S.  Coe,  Cheektowaga 

Samuel  R.  Cohan,  Lawrence 

Fred  Cohen,  Brooklyn 
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Henry  Cohen,  Brooklyn 

James  P.  Cole,  Buffalo 

Joseph  G.  Cole,  Mt.  Vernon 

Stuart  V.  Collins,  Elmira 

Crispin  Cooke,  Huntington 

Ruth  F.  Copeland,  Peru 

Martin  J.  Coyne,  Geneva 

Lawrence  Q.  Crawley,  New  York  City 

Joseph  V.  Cresci,  Brooklyn 

John  P.  Crosby,  Lockport 

James  L.  Crossley,  Watertown 

Edward  D.  Dake,  Rome 

John  Nicol  Daly,  Rochester 

Sylvester  R.  Daly,  Pearl  River 

Michael  W.  Damato,  Malverne 

Andrew  J.  Damin,  Yonkers 

Elliot  Danforth,  Sidney 

Harold  Dangerfield,  Staten  Island 

Dante  P.  Dapalonia,  New  York  City 

C.  Douglas  Darling,  Ithaca 

Jeff  Davis,  New  York  City 

Patrick  H.  DeCanio,  Long  Island  City 

Frank  L.  DeFurio,  Auburn 

John  E.  Deitrick,  Bronxville 

Louis  S.  Del  Bello,  Hamburg 

Ralph  Edward  Delbridge,  Rochester 

Angelo  S.  D’Eloia,  Penfield 

Dominic  R.  DeLorenzo,  Yonkers 

Vincent  A.  Delvecchio,  Whiting,  New  Jersey 

Robert  W,  Dennis,  Herkimer 

Anthony  W.  DeVito,  Brooklyn 

Peter  P.  H.  Di  Brienza,  Brooklyn 

John  Nelson  Dill,  Yonkers 

Ralph  T.  DiPace,  Tarrytown 

William  Director,  New  York'City 

Edward  I.  D’Orsogna,  Binghamton 

Roy  G.  S.  Dougall,  Cobleskill 

Albert  H.  Douglas,  Jamaica 

Edwin  H.  Douglass,  Jr.,  Newburgh 

Richard  A.  Downey,  Buffalo 

Joseph  J.  Drago,  Long  Island  City 

Ralph  C.  Drews,  Pelham 

Irving  Durk,  New  York  City 

Dag  Egede-  Nissen,  White  Plains 
Harry  Ehrlich,  Brooklyn 
Joseph  C.  Ehrlich,  The  Bronx 
Jacob  Eisenberg,  Malverne 
Emanuel  Z.  Epstein,  New  York  City 

Matthew  E.  Fairbank,  Honeoye  Falls 
Joseph  G.  Falk,  Flushing 
Charles  R.  Feingold,  Brooklyn 
Isidore  S.  Feinstein,  The  Bronx 
Fred  Feldman,  Oneida 
Philip  M.  Feldman,  Middletown 
Gerhard  K.  Feldmann,  Rochester 
Ernest  Feldmar,  New  York  City 
Julius  C.  Felicetti,  Glen  Head 
Nathan  M.  Fenichel,  Brooklyn 
Joseph  D.  Ferrara,  New  York  City 
Louis  R.  Ferraro,  Garden  City 
Julia  Fischler,  The  Bronx 
Wilbur  J.  Fisher,  Kenmore 
Wilmer  Price  Fitch,  Mamaroneck 
Milton  E.  Flax,  White  Plains 
Charles  H.  Fliegelman,  New  York  City 
Joseph  Fogel,  Long  Island  City 
Edwin  J.  Foley,  New  York  City 
Margot  L.  Forbes,  Herkimer 
Morris  J.  Frank,  Beacon 
Arthur  N.  FranKel,  New  York  City 
Bernard  Fread,  New  York  City 
Robert  P.  Freeman,  Brooklyn 


Emanuel  Freund,  Haverstraw 
Meyer  Friedenson,  New  York  City 
Harry  S.  Friedlander,  Rego  Park 
Harry  M.  Friedman,  Utica 
Joseph  J.  Friedman,  New  York  City 
Max  Friedman,  Forest  Hills 

Jacob  H.  Gabbay,  New  York  City 

Joseph  A.  C.  Gabriels,  Albany 

Irvine  E.  Gage,  Albany 

Julius  P.  Gale,  Lindenhurst 

J.  Savin  Garber,  Jamaica 

Hyman  I.  Gardner,  Brooklyn 

Henry  T.  Gaynin,  New  York  City 

Sidney  S.  Gaynor,  New  York  City 

Anthony  B.  Gedroiz,  Saranac  Lake 

Robert  H.  Gelder,  Sidney 

Maxwell  L.  Gelfand,  New  York  City 

Victor  Genco,  Centerport 

Samuel  J.  Gerace,  Batavia 

Frederick  J.  Gerstel,  New  York  City 

Alice  L.  A.  Gilbert,  New  York  City 

Benjamin  Ginsberg,  Brooklyn 

Jacob  R.  Ginsberg,  Brooklyn 

Joseph  R.  Giunta,  Olean 

Herman  Glassman,  Jackson  Heights 

Oscar  S.  Glatt,  Long  Beach 

Arthur  W.  Glick,  New  York  City 

Richard  H.  Godwin,  Garden  City 

Leon  Goldberg,  New  York  City 

Max  Goldberg,  Ozone  Park 

Morris  A.  Goldberg,  The  Bronx 

Maurice  F.  Goldfinger,  Brooklyn 

George  S.  Goldman,  New  York  City 

Jacob  Goldsmith,  New  York  City 

Bernard  Goldstein,  The  Bronx 

Stuart  A.  Good,  Buffalo 

Louis  Goodkin,  New  York  City 

Ricardo  L.  Gorbea,  New  York  City 

Harry  Gordimer,  The  Bronx 

Arthur  Gordon,  Woodside 

Benjamin  S.  Gordon,  Whitestone 

Ernest  F.  Gordon,  Yonkers 

Meyer  Gorin,  Rochester 

Goulaz  B.  Goulazian,  Fort  Lee,  New  Jersey 

John  F.  Grady,  New  York  City 

Charles  M.  Graney,  Batavia 

Henry  Greenberg,  Lindenhurst 

Sideny  M.  Greenberg,  Old  Westbury 

Irving  Greenfield,  Woodmere 

Nathan  S.  Grosof,  Brooklyn 

William  S.  Grosof,  Brooklyn 

John  G.  Grozine,  White  Plains 

Anna  Grudzinsky,  Midland  Park,  New  Jersey 

Fred  S.  Grunwald,  Bayside 

John  E.  Gundy,  Rye 

Max  J.  Halperin,  Flushing 
Nathaniel  P.  Halpern,  The  Bronx 
Kenneth  0.  Hamlin,  DeRuyter 
Irving  L.  Handin,  Elmira 
Elmore  G.  Harkness,  Wellsville 
Archie  M.  Harris,  Rockville  Centre 
Milton  S.  Hartman,  Jamaica 
David  Hauptman,  Brooklyn 
Hyman  A.  Hauptman,  Brooklyn 
Emeline  Place  Hayward,  Kingston 
Stuart  C.  Heaton,  New  York  City 
Bernard  C.  Hecht,  White  Plains 
Norman  Heilbrun,  Buffalo 
Albert  E.  Held,  Brooklyn 
Saul  I.  Heller,  New  York  City 
Milton  Helpern,  New  York  City 
Gordon  M.  Hemmett,  Rochester 
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Joseph  Herman,  Poughkeepsie 
Robert  A.  C.  Herron,  Delmar 
Henry  J.  Herzog,  Lockport 
John  Mark  Hiebert,  New  York  City 
Augustus  H.  Hillman,  Elmira 
Eva  Ho,  New  York  City 
Thomas  C.  Hobbie,  Sodus 
Louis  Hoffner,  Lawrence 
Frederick  Hollenberg,  Middletown 
Joseph  D.  Hoppin,  New  York  City 
Timothy  J.  Howard,  Newport 
Nusyn  Huberman,  Brooklyn 
Edward  C.  Hughes,  Jamesville 
Arthur  B.  Hyman,  New  York  City 

Louis  John  Iacovino,  Cortland 
Jed  Hotchkiss  Irvine,  New  York  City 

Morton  A.  Jacobson,  Hastings-on-Hudson 
Kenneth  C.  Jahraus,  Sun  City,  Arizona 
George  A.  Jervis,  Thiells 
George  Jaspin,  Manhasset 
R.  Kenneth  Johnson,  Williamsville 
Harold  T.  Joyce,  Brooklyn 

Paul  Kahn,  New  York  City 
Arthur  Kalish,  Richmond  Hill 
Nolan  L.  Kaltreider,  Rochester 
Manasseh  Kamen,  Brooklyn 
Sanford  Kaminester,  Kew  Gardens 
James  G.  Kanski,  Sr.,  Buffalo 
William  W.  Kaplan,  Greenport 
Alexander  Karetzky,  Brooklyn 
Abraham  Karger,  The  Bronx 

I.  Herbert  Katz,  Syracuse 
Hans  Kaunitz,  New  York  City 
Charles  Kavovit,  The  Bronx 
Martin  L.  Kaye,  New  York  City 
Joseph  Kazak,  Rome 

John  J.  Keefe,  Middletown 
Lansing  H.  Keeler,  Jamaica 
Robert  J.  Keenan,  New  Rochelle 
LeMoyne  C.  Kelly,  New  York  City 
Michael  Kenney,  Brooklyn 

J.  Frederick  Kenzie,  Hammondsport 
Norvin  C.  Kiefer,  The  Bronx 
Gustin  T.  Kiffney,  Laurelton 

John  C.  Kinzly,  North  Tonawanda 

Irving  Kittell,  Big  Spring,  Texas 

Broino  Kiveloff,  New  York  City 

Elmer  A.  Kleefield,  Forest  Hills 

Alfred  D.  Klein,  Hallandale,  Florida 

Leonard  Klein,  Rego  Park 

Samuel  H.  Klein,  West  Redding,  Connecticut 

Sidney  J.  Kohle,  Lehighton,  Pennsylvania 

Harry  Konterwitz,  Long  Island  City 

Aaron  Kramer,  Brooklyn 

Alexander  Krasnitz,  Newburgh 

Hans  Kraus,  New  York  City 

Murray  Krone,  Brooklyn 

Nathaniel  T.  Kwit,  New  York  City 

G.  Charles  LaBelle,  Rome 
Arnold  Lam,  New  York  City 
Peter  LaMariana,  Muttontown 
John  Lanzkron,  Albany 
E.  Alan  Larkin,  Amenia 
Jaun  Larralde,  New  York  City 
Anthony  LaRusso,  Binghamton 
Mortimer  A.  Lasky,  Forest  Hills 
William  LaVine,  Teaneck,  New  Jersey 
Vera  H.  Layton,  Jamaica 
Phillip  E.  Lear,  New  Hyde  Park 
Vito  S.  Lee,  Utica 

Arthur  Lee-Roy,  Pompano  Beach,  Florida 


Jack  Lehner,  Kingston 

Wilhelmina  Lendl-Varady,  Canastota 

David  L.  Lerner,  Syosset 

Charles  D.  Levein,  Brooklyn 

David  J.  Levin,  Brooklyn 

Leroy  Levinson,  Rego  Park 

Louis  Levinstim,  Brooklyn 

Harry  Levitt,  Syracuse 

David  M.  Levy,  New  York  City 

Matthew  Z.  Levy,  Brooklyn 

Tadeusz  J.  Lewandowski,  Snyder 

Anoch  H.  Lewert,  Jamaica 

Frances  Lewis,  Jamaica 

Abraham  Liberthson,  Buffalo 

Edwiifft.  Linwood,  Rockville  Centre 

Ping  P.  Liu,  Elmira 

Saul  Livant,  The  Bronx 

Carmyn  J.  Lombardo,  New  York  City 

George  F.  Long,  Little  Neck 

Karl  Lowy.  Webster 

Irwin  I.  Lubowe,  New  York  City 

Jean  A.  Luke,  New  York  City 

Charles  Lovejoy  Lumb,  New  York  City 

Donald  R.  Lyon,  Middleburgh 

Ernst  F.  Lyon,  Forest  Hills 

Hyman  C.  Lyons,  Ridgewood 


Daniel  P.  Mahoney,  Troy 

Stephen  Major,  Binghamton 

Paul  K.  Maloney,  Brooklyn 

William  A.  E.  Maloney,  Brooklyn 

Cyril  H.  March,  New  York  City 

George  H.  Marcy,  Buffalo 

Harry  L.  Margulies,  The  Bronx 

Armand  A.  Marinelli,  Yonkers 

Rocco  J.  Martoccio,  Utica 

Frederick  N.  Marty,  Syracuse 

Joseph  R.  Mascaro,  Utica 

Charles  E.  May,  Kenmore 

Helene  D.  Mayer,  New  York  City 

Ludwig  Mayer,  Canandaigua 

Raymond  J.  McCarthy,  Buffalo 

A.  Parks  McCombs,  Sarasota,  Florida 

George  C.  McEachern,  Forest  Hills 

John  N.  McEachren,  Fairport 

Agnes  Irene  McFaul,  New  York  City 

Harold  F.  McGovern,  Fulton 

Oswald  J.  McKendree,  Whitesboro 

DeWitt  C.  Mead,  Fulton 

Charles  Lowell  Medd,  Manhasset 

Edward  Meister,  Franklin  Square 

Carmine  Melore,  Brooklyn 

Emanuel  Mendelson,  Brooklyn 

John  W.  Messineo,  Brooklyn 

Frank  Meyers,  Tonawanda 

Israel  Miller,  Brooklyn 

M.  Edward  Miller,  Jeffersonville 

Saul  M.  Miller,  Flushing 

Reuben  H.  Minars,  Woodmere 

George  Norris  Miner,  North  Tonawanda 

Bernard  E.  Mishuris,  Ft.  Lauderdale,  Florida 

I.  Edward  Mistretta,  Baldwin 

Michal  Mitchell,  Beechhurst 

James  Russell  Montgomery,  Scarsdale 

Anthony  J.  Morreale,  Middletown 

Samuel  Morrock,  Brooklyn 

Robert  F.  Moseley,  Jr.,  Kingston 

John  F.  Mosher,  Albany 

Melvin  D.  Moskowitz,  Islip 

William  Moskowitz,  Brooklyn 

Ignatius  Joseph  Murnane,  Albany 

John  G.  Mussio,  Brooklyn 
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J.  Ernest  Nadler,  Kew  Gardens 
Griswold  P.  D.  Nammack,  Locust  Valley 
Rosa  Lee  Nemir,  Brooklyn 
Roland  P.  Nesi,  Brooklyn 
Henry  Newfield,  The  Bronx 
Paul  V.  Newland,  Norwich 
Albert  B.  Newman,  Woodmere 
Nathan  W.  Newman,  Massapequa 
Ellen  M.  Nicholson,  New  York  City 
Leonard  M.  Niesen,  Hudson 
James  E.  Noonan,  Yonkers 
Bela  A.  Nyari,  New  York  City 

Frank  H.  O’Brien,  Green  Island 
Bernard  Osiek,  Port  Chester 
Felix  Ottaviano,  Canastota 

Carl  Ravnold  Palmer,  New  York  City 
Vaclovas  Paprockas,  Richmond  Hill 
Nicholas  F.  Parise,  Brooklyn 
Thomas  J.  Parks,  New  York  City 
Meyer  J.  Pasekoff,  The  Bronx 
Warren  James  Pashley,  Cortland 
Sewall  M.  Pastor,  Huntington 
Howard  A.  Patterson,  New  York  City 
Louis  Pellegrino,  Patchogue 
Patrick  F.  Pender,  Barneveld 
Luis  Perelman,  New  York  City 
Abraham  H.  Perman,  The  Bronx 
Harmon  H.  Perry,  Port  Chester 
Andrew  Peto,  New  York  City 
Nicholas  N.  Petrochko,  Endwell 
Eufelia  Pingitore,  Tenafly,  New  Jersey 
Frances  Pizitz,  New  York  City 
Harold  J.  Platz,  Minoa 
Aaron  Pliss,  Buffalo 
Philip  Polatin,  New  York  City 
Julius  H.  Pollock,  The  Bronx 
Adolph  Posner,  New  York  City 
George  J.  Primavera,  Brooklyn 
Theodore  R.  Proper,  Newburgh 
Joseph  R.  Provenzano,  Hewlett 

Frank  A.  Quattromani,  The  Bronx 

Jacob  Rabinovich,  Brooklyn 

Rudolf  Radna,  The  Bronx 

Victor  H.  Raisman,  Kew  Gardens 

Henry  Rapaport,  Whitney  Point 

Emanuel  M.  Rappaport,  Jamaica 

S.  Jerome  Rauch,  The  Bronx 

Bronson  S.  Ray,  New  York  City 

Paul  M.  Read  Adams 

Herbert  R.  Reitz,  Venice,  Florida 

R.  Virginia  Richter,  Lancaster 

Charles  W.  Rieber,  Roslyn 

Anthony  F.  Rizzo,  Rochester 

John  F.  Rogers,  Poughkeepsie 

John  J.  Rooney,  Jr.,  Nyack 

Charles  A.  Rose,  Hornell 

Joseph  Rosenberg,  Buffalo 

David  R.  Rosendale,  Chadwicks 

Hyman  S.  Rosenfeld,  Brooklyn 

Alexander  H.  Rosenthal,  Great  Neck 

Dominick  F.  Rossi,  Babylon 

Philip  Rossman,  Port  Chester 

Edward  C.  Rozek,  Eggertsville 

Valeska  R.  Roziskev,  East  Rochester 

Albert  A.  Rubell,  New  York  City 

Herman  Rubinstein,  Long  Island  City 

James  Rudel,  Elmhurst 

Julius  Rudnick,  Valley  Stream 

Henry  A.  Rusch,  Jr.,  New  York  City 

Jeremiah  E.  Ryan,  Binghamton 

William  J.  Ryan,  New  Smyrna  Beach,  Florida 


Francisca  Federica  Sales,  New  City 

Nina  Samilov,  New  York  City 

I Peter  Sanders,  New  York  City 

Esterino  E.  Santemma,  Hempstead 

Edward  Santora,  Jackson  Heights 

Isidore  Sarner,  Long  Island  City 

Herman  H.  Sawicky,  New  Rochelle 

Aron  A.  Schlachter,  New  York  City 

Frederick  G.  Schnabel,  Henrietta 

Max  Schoenberg,  The  Bronx 

Lewis  E.  Schottenfeld,  Brooklyn 

Daniel  P.  Schultz,  Port  Jervis 

Paul  Schultze,  Jr.,  Albany 

Joseph  H.  Schwab,  Woodhaven 

Joseph  Schwartzman,  Brooklyn 

Eugene  E.  Schwarz,  New  York  City 

Simon  Schwarz,  New  York  City 

Adolph  G.  Scileppi,  Glendale 

Samuel  B.  Scott,  South  Chatham,  Massachusetts 

Herman  J.  Segaul,  Tamarac,  Florida 

Jacob  M.  Seibel,  Tamarac,  Florida 

Jesse  Louis  Serby,  Dewitt 

Myron  F.  Sesit,  New  York  City 

Harry  Shapiro,  Vestal 

Lester  Shapiro,  New  York  City 

Henry  C.  Shaw,  Rocnester 

William  I.  Sheinfeld,  Jamaica 

Israel  H.  L.  Shlefenstein,  Brooklyn 

Charles  Shornstein,  The  Bronx 

Hyman  M.  Siegle,  Brooklyn 

Irmgard  Siemund,  New  York  City 

Leo  Sigal,  Bayside 

W.  Beryl  Silberblatt,  New  York  Ctiy 

Joseph  S.  Silverberg,  Brooklyn 

Reuben  B.  Silverstein,  South  Ozone  Park 

James  Q.  Simmons,  Jr.,  New  York  City 

Henry  M.  Singer,  New  York  City 

Augusta  Skodnick,  Savannah,  Georgia 

Samuel  G.  Smartt,  Jamaica 

Dean  D.  Smith,  Binghamton 

Warren  S.  Smith,  Kenmore 

Raymond  D.  Snyder,  Corinth 

Ward  A.  Soanes,  Kenmore 

Ben  Sobel,  Binghamton 

David  I.  Solomon,  The  Bronx 

Saul  Solomon,  New  York  City 

George  Soloway,  Brooklyn 

Harry  Sonnenschein,  Old  Bridge,  New  Jersey 

Frank  A.  Spellman,  White  Plains 

Alton  J.  Spencer,  Amsterdam 

Anna  R.  Spiegelman,  New  York  City 

Harry  Spiegelman,  Kenmore 

William  C.  Spitz,  Brooklyn 

John  F.  Spranz,  Au  Sable  Forks 

Alfred  Stallmeister,  Forest  Hills 

Arnold  Stanton,  Richmond  Hill 

William  Stark,  Jamaica 

Emanuel  Stein,  New  York  City 

Morris  Steiner,  Brooklyn 

Arthur  B.  Stern,  Brooklyn 

Charles  Stern,  Jamaica 

Edward  A.  Stern,  Valley  Center,  California 

George  S.  Stern,  The  Bronx 

Kaethe  D.  Stern,  Ridgewood 

Seymour  H.  Stern,  Brooklyn 

Abraham  A.  Sternbach,  Eastchester 

John  B.  Stevens,  Syracuse 

Edward  D.  Stevenson,  Newark 

William  N.  Stok,  Flushing 

Elizabeth  D.  Strauss,  New  York  City 

J.  Raymond  Strauss,  Woodside 

George  J.  Strully,  West  Islip 

Charles  J'.  Sullivan,  Rochester 

Andrew  J.  Summa,  Watertown 
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Succorso  A.  Suriano,  The  Bronx 
David  J.  Surrey.  Smithtown 
Harry  Sussman,  Staten  Island 
Charles  J.  Sutro,  New  York  City 
Samuel  W.  Sweet,  Utica 
Alexander  Z.  Swiss,  South  Ozone  Park 
Gustawa  Szper,  New  York  City 

Herman  Tannenbaum,  New  York  City 

Edward  F.  Tartaglione,  Long  Island  City 

Abraham  J.  Tatelbaum,  Miami,  Florida 

Maurice  I.  Teicher,  Brooklyn 

Rosario  A.  Terranova,  The  Bronx 

Nathan  Thaler,  Brooklyn 

Alton  B.  Thompson,  Pulaski 

Errol  A.  Thompson,  New  York  City 

Charles  E.  Tilley,  Kings  Park 

Martin  B.  Tinker,  Jr.,  Brooktondale 

Irwin  P.  Train,  Forest  Hills 

Robert  E.  Tschorn,  Katonah 

Morris  Turell,  Pompano  Beach.  Florida 

Gertrude  Silverman  Turkell,  Jamaica 

James  D.  Tyner,  Newark 

Claude  H.  Vadney,  Utica 
Maurice  Vaisberg,  Long  Beach 
Philip  S.  Van  Orden,  Albany 
Stewart  A.  Vernooy,  Cortland 
Janis  W.  Vieze,  Voorheesville 
Arthur  Vigdor,  New  York  City 
Anthony  J.  Virgo,  Hallandale.  Florida 
Henry  E.  Vogel,  Buffalo 
Joseph  Vogel,  New  York  City 

Samuel  VVagreich,  The  Bronx 
Walter  Scott  Walls,  Buffalo 
Edward  Stephen  Wally,  New  York  City 
Matthew  Walzer.  Brooklyn 
Raymond  L.  Warn,  Oakfield 
Ralph  VV.  Watson,  New  Rochelle 
Hyla  S.  Watters,  Tupper  Lake 
Lloyd  E.  Watts,  Camillus 
Cecile  Wechsler,  New  York  City 
Karl  N.  Wechtel.  Woodmere 
Max  J.  Weinstein,  The  Bronx 
Harry  Weinstock,  The  Bronx 
Philip  S.  Weisberg,  New  York  City 
Carl  Weiss,  New  York  City 
David  Weiss,  New  York  City 
Hans  D.  Weiss,  Newtonville 
David  Weisselberger,  New  York  City 
C.  Stewart  Welch,  Albany 
Abraham  Wenger.  Brooklyn 
Irving  G.  Werner,  Binghamton 
Harry  B.  Weseley,  Brooklyn 
Stephen  White,  Dobbs  Ferry 
Daniel  A.  Wilcox,  Mt.  Kisco 
Byard  Williams,  The  Bronx 
Kent  D.  Williams,  Middleport 
Michael  J.  Williams,  The  Bronx 
Abraham  S.  Wilner,  New  York  City 
John  F.  Wiltberger,  Ithaca 


William  M.  Witherspoon,  Williamson 
Asta  J.  Wittner,  Hollywood,  Florida 
Lewis  R.  Wolberg,  New  York  City 
Marshall  E.  Wood,  Ossining 
Blandina  Worcester,  New  York  City 

Harry  Yarnis,  New  York  City 

Alvin  D.  Yasuna,  Englewood  Cliffs,  New  Jersey 

Sigmund  A.  Zawadski,  Buffalo 
Eugene  Zele,  New  York  City 
Otto  Zelezny,  The  Bronx 
Alexander  Zimany,  Jackson  Heights 
Ralph  R.  Zimet,  Scarsdale 
William  Zimmerman,  Brooklyn 
Joel  I-.  Ziprin,  The  Bronx 
Peteris  Zirnis,  Wassaic 
I.  Charles  Zuckerman,  Brooklyn 
Bernard  Zuger,  New  York  City 

The  secretary’s  supplementary  report  will  list  life 
members  elected  in  June,  September,  and  October  1976. 

Meetings.  The  secretary  has  attended  meetings  of  the 
Council,  the  Executive  Committee,  the  Board  of  Trustees, 
and  the  Judicial  Council  as  well  as  all  meetings  of  the 
Professional  Medical  Liability  Insurance  and  Defense 
Board  and  of  the  Medical  Liability  Mutual  Insurance 
Company,  of  which  he  is  a director  and  secretary.  As  an 
ex  officio  member  of  all  committees,  he  has  attended  most 
committee  meetings  throughout  the  period  as  well  as  the 
Conference  of  County  Legislation  Representatives  in 
Syracuse  in  October  1975  and  five  meetings  of  the  New 
York  State  Association  of  the  Professions,  of  which  he  is 
a director.  He  has  also  represented  the  Medical  Society 
of  the  State  of  New  York  as  a director  of  Group  Health 
Insurance,  as  a director  of  the  Physicians’  Home,  and  as  a 
member  of  the  National  Conference  of  Representatives  of 
the  American  Bar  Association — American  Medical  Asso- 
ciation. He  has  attended  all  annual  and  clinical  meetings 
of  the  American  Medical  Association  House  of  Delegates 
and  meetings  of  the  New  York  delegation  to  the  American 
Medical  Association. 

Other  Matters.  As  required  by  the  Bylaws,  the  Sec- 
retary has  kept  minutes  of  the  House  of  Delegates,  the 
Council,  the  Board  of  Trustees,  and  the  Judicial  Council, 
including  verbatim  records  of  the  proceedings  of  the  House 
of  Delegates  and  the  Judicial  Council  and  a tape  recording 
of  the  proceedings  of  the  Council  and  has  also  kept  files  of 
the  correspondence  resulting  from  the  meetings  of  the 
House  of  Delegates,  the  Council,  the  Executive  Committee, 
and  the  Board  of  Trustees.  Records  and  correspondence 
relating  to  actions  of  the  Judicial  Council  are  kept  in  the 
Office  of  the  general  counsel.  The  secretary  is  custodian 
of  the  seal  of  the  Society  and  has  had  it  affixed  to  appro- 
priate documents. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.  Secretary 
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SECRETARY  (SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

At  the  June  and  September,  1976  Council  meetings  re- 
mission of  1976  dues  was  granted  to  forty-seven  active 
members  because  of  illness,  financial  hardship,  and 
military  service. 

The  following  55  persons  were  elected  by  the  Council  as 
life  members  in  actions  taken  at  the  Council  meetings 
in’June  and  September, 1976. 

Harold  S.  Bard,  Brooklyn 
Hugh  G.  Bell,  New  York  City 
Morris  B.  Bender,  New  York  City 
Morris  J.  Bloom,  Flushing 
Malcolm  G.  Bourne,  Lakewood 
George  J.  Brancato,  Brooklyn 
Robert  H.  Broad,  Fayetteville 
Elliot  T.  Bush,  Jr.,  Elmira 
Vincent  P.  Casey,  New  Rochelle 
Ward  V.  Ceilly,  Brooklyn 
Irving  Cohen,  Great  Neck 
Jacob  Y.  Cohen,  New  York  City 
Sidney  Cohen,  Flushing 
Alexander  Conway,  Hempstead 
Alexander  Cooper,  New  York  City 
James  A.  DelVecchio,  Brooklyn 
Henry  Dlugi,  New  York  City 
Harold  Lyal  Edgehill,  New  York  City 
Gasper  J.  Fatta,  Minetto 
Maria  Z.  Fuchs,  New  York  City 
Hyman  Geller,  East  Hampton 
Maurice  Gershman,  Lawrence 
Pelham  Glasier,  Loudonville 
Coleman  A.  Glenn,  Bath 
Louis  D.  Goldberg,  Poughkeepsie 
Izidore  Gottlieb,  North  Merrick 
Vincent  J.  Governale,  Long  Beach 
Jacob  Grunbaum,  Massena 
Albert  Hall  Harris,  Slingerlands 
Trude  T.  Hirsch,  New  York  City 
Daniel  H.  Kamen,  New  York  City 
Marguerite  Kingsbury,  Saranac  Lake 
Alexander  Koevesdi,  Elmhurst 
F.  Robert  Levy,  The  Bronx 

Seymour  H.  Livingston,  West  Palm  Beach,  Florida 
Anthony  E.  Loscalzo,  New  York  City 


Henry  Mason,  Brooklyn 
Morris  Moskowitz,  Astoria 
Anton  Notey,  Merrick 
Francis  V.  Oderkirk,  Victor 
Ulrich  Ollendorff,  New  York  City 
Leo  L.  Orenstein,  New  York  City 
Hugo  R.  Paganelli,  New  York  City 
Samuel  J.  Prigal,  New  York  City 
Edward  K.  Reid,  Rome 
George  Rose,  Brooklyn 
Jose  Saez,  New  York  City 
Charles  F.  Schnee,  Setauket 
Eugene  Sole,  Brooklyn 
George  Szecsey,  Brooklyn 
Joseph  Tauber,  New  York  City 
Nicholas  F.  Teracino,  Flushing 
Maksymilian  Wasserman,  Brooklyn 
Carl  L.  Wertheimer,  Brooklyn 
Herbert  R.  Woodel,  Glendale 

Our  Membership  Department  has  supplied  the  fol- 
lowing year-end  figures. 


1974  Membership  (12/31/74) 

27,638 

1975  New  Members 

1,341 

1975  Reinstated  and  Reelected 

145 

29,124 

Members 

1975  Deaths 

420 

1975  Resignations 

749 

-1,169 

1975  Delinquent  Members  (Dues) 

430 

27,955 

1975  Delinquent  Members  ($100 

239 

-669 

Assessment) 

1975  Total  Membership  (12/31/75) 

27,286 

Remission  of  1975  dues  was  voted  for  175  members  due 
to  illness,  financial  hardship,  or  temporary  military  ser- 
vice. 

Membership  totals  for  the  years  since  1974  have  been 


as  follows: 
1965 

25,915 

1971 

27,032 

1966 

26,127 

1972 

27,245 

1967 

26,468 

1973 

27,221 

1968 

27,002 

1974 

27,638 

1969 

27,164 

1975 

27,286. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Secretary 


Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Jeff  J.  Coletti,  M.D., 
Chairman 

The  total  membership  decreased  by  352  in  1975,  and 
1180  in  1976,  to  a present  total  of  26,215  members.  It 
should  be  noted  that  this  number  includes  3,920  life 
members,  approximately  15%  of  our  total  membership,  who 
are  not  obliged  to  pay  dues.  We  commend  the  secretary 
for  his  continuous  diligence  in  the  performance  of  his 
duties. 

The  House  voted  to  ADOPT  this  portion  of  the  ref- 
erence committee  report. 
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TREASURER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

As  projected  in  the  estimated  budget  for  the  calendar 
year  1975,  it  was  anticipated  that  the  operational  deficit 
would  be  $185,373.  Because  of  the  usual  enforced  eco- 
nomic measures,  the  actual  deficit  for  1975  was  $100,216. 
The  unrestricted  general  fund  surplus,  therefore,  totaled 
$572,662  at  December  31,  1975.  As  reported  in  the  annual 
accounting  by  the  Board  of  Trustees,  it  was  pointed  out 
that  this  small  surplus  would  be  insufficient  to  carry  on  the 
financial  affairs  of  the  State  Medical  Society  in  1976.  The 
House  of  Delegates,  at  the  special  meeting  in  November 
1975  in  Rochester,  N.Y.,  voted  to  increase  the  dues  struc- 
ture from  $100  to  $150.  It  was  expected  that  this  incre- 
ment would  take  care  of  the  cost  of  increased  activities  in 
the  area  of  membership  benefits,  set  up  a reserve  for  con- 
tingent legal  fees,  take  care  of  expected  economic  increases, 
and  set  up  a more  adequate  surplus  reserve. 

At  the  May  27,  1976  meeting  of  the  Council,  it  was  re- 
ported that  the  excess  income  over  expenditures  for  the 
four  months  ended,  April  30,  1976  was  $277,312  as  con- 
trasted to  the  projected  excess  of  $411,684  for  the  entire 
calendar  year  of  1976.  It  was  pointed  out  that,  as  of  this 
period,  $2,892,716  out  of  $3,495,000  was  collected  in  dues. 
This  approximates  83%  of  the  total  dues  paying  member- 
ship and  puts  us  about  8%  behind  the  prior  year's  collection. 
It  was  not  known  whether  this  lag  in  collections  was  due  to 
a loss  in  membership  or  whether  county  societies  were 
collecting  State  and  AMA  dues  and  investing  them  in 
shortterm  securities,  thereby  earning  interest  to  which  they 
were  not  entitled.  It  was  suspected  that  the  latter  was  the 
reason  for  slow  dues  collection  from  counties  because  many 
inquiries  from  our  membership  were  in  the  form  of,  “I  paid 
my  county,  State  and  AMA  dues,  where  are  my  member- 
ship cards? — where  are  my  journals?”  Something  must 
be  done  to  solve  the  problem. 

In  the  early  part  of  1975,  a special  assessment  was  levied 
on  the  membership  to  promulgate  a campaign  to  resolve 
the  malpractice  problem.  As  reported  by  our  auditors, 
Elmer  Fox,  Westheimer  & Co.,  the  first  part  of  the  cam-, 
paign  took  place  in  1975.  Out  of  the  $2,549,975.00  col- 
lected from  the  assessment,  contributions  and  interest  on 
investments — $1,299,500.00  was  spent.  This  left  a balance 
of  $1,250,475.00  in  the  special  fund  at  December  31, 
1975. 

The  malpractice  campaign  was  continued  in  1976. 
Additional  revenues  totaling  $16,987.67  were  received. 
The  expenditures  up  to  June  2,  1976,  amounted  to 
$617,837.67.  This  left  a balance  in  the  fund  at  June  2, 1976 
of  $649,625.00. 

The  treasurer  wishes  to  express  his  thanks  to  Henry  I. 
Fineberg,  M.D.,  Executive  Vice  President  and  Eugene  S. 
Dombrowski,  Director,  Business  Division  (Comptroller) 
for  their  prudent  management  of  the  daily  fiscal  affairs. 

Respectfully  submitted, 

Albert  M.  Schwartz,  M.D.  Treasurer 


Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Jeff  J.  Coletti,  M.D., 
Chairman. 

The  committee  examined  the  report  of  the  treasurer  and 
it  was  noted  that  the  anticipated  operational  deficit  of 
$185,373  in  1975  was  reduced  to  $100,216,  by  very  strict 


cost  control  measures.  The  committee  shares  the  concern 
of  the  treasurer  about  the  low  general  funds  surplus  which 
is  approximately  25%  of  the  recommended  figure.  Al- 
though the  dues  increase,  voted  at  the  meeting  of  the  House 
of  Delegates,  November  1975,  in  Rochester,  will  result  in 
an  excess  of  income  over  expenditures  in  1976,  the  reality 
of  the  progressive  annual  increase  in  expenditures  due  to 
the  inflationary  economy  will  result  in  a progressive 
shrinkage  of  the  reserve  fund. 

This  figure,  already  critically  low,  will  continue  to  di- 
minish in  the  face  of  a relatively  fixed  income.  This 
problem  will  have  to  be  faced  by  the  House  and  the  Council 
in  th-  very  near  future.  The  treasurer  is  to  be  compli- 
mented for  the  excellent  fulfillment  of  his  responsibili- 
ties. 

The  House,  after  discussion,  voted  to  ADOPT  this 
portion  of  the  reference  committee  report. 

HOARD  OF  TRUSTEES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Board  of  Trustees  consists  of  the  following  mem- 


bers: 

Joseph  J.  Kaufman,  M.D.,  Chairman Wayne 

James  M.  Blake,  M.D Schenectady 

Milton  Helpern,  M.D New  York 

Walter  Scott  Walls,  M.D Erie 

Reid  R.  Heffner,  M.D Westchester 

John  Edward  Lowry,  M.D Queens 

David  Kershner,  M.D Kings 


The  Board  of  Trustees,  as  dictated  by  the  Bylaws,  is 
responsible  for  the  fiscal  affairs  of  the  State  Medical  So- 
ciety. Annual  budget  estimates  prepared  by  the  Com- 
mittee on  Budget  and  Finance  and  later  approved  by  the 
Council,  are  sent  to  the  Board  of  Trustees  for  final  action. 
All  resolutions  or  recommendations  of  the  House  of  Dele- 
gates or  Council,  pertaining  to  expenditures  of  money, 
must  be  approved  by  the  Board  of  Trustees  before  the  same 
shall  become  effective. 

To  fulfill  their  responsibilities,  the  Trustees  met  fre- 
quently to  adjudicate  the  many  financial  matters  which 
came  before  them  during  the  course  of  the  year.  Esti- 
mated budgets  were  scrutinized  carefully  on  a quarterly 
basis  and  revisions  made  where  necessary.  The  Board 
continued  to  properly  manage  the  monies  of  the  special 
malpractice  fund.  All  expenditures  from  this  fund  had  to 
be  clearly  justified. 

The  annual  audit  of  the  financial  records  of  the  State 
Medical  Society,  for  the  calendar  year  1975,  has  been 
completed  by  the  certified  public  accounting  firm  of  Elmer 
Fox,  Westheimer  & Co.  Their  report  is  an  integral  part  of 
this  report  of  the  Board  of  Trustees  to  the  House  of  Dele- 
gates (page  498).  The  significant  part  of  this  report  is  that 
the  net  operating  deficit  for  the  year  1975  was  $100,216,  as 
contrasted  to  a projected  budget  deficit  of  $185,373.  Al- 
though we  had  done  better  than  anticipated,  this  deficit 
left  our  unrestricted  general  fund  surplus  with  only 
$572,662.  The  Committee  on  Budget  and  Finance  had 
estimated  that  for  the  calendar  year  1976,  this  surplus 
would  be  insufficient  to  carry  on  the  activities  of  the  State 
Medical  Society.  It  would  put  the  Society  in  a deficit  po- 
sition (in  the  red).  With  this  negative  position  in  mind, 
the  House  of  Delegates  discussed  finances  at  the  special 
meeting  of  the  House,  November  14-15,  1975.  At  this 
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meeting,  it  was  pointed  out  that  additional  funds  would  be 
necessary  for  the  operation  of  MSSNY  in  1976.  Activities 
in  litigation;  programs  of  MSSNY  on  behalf  of  its  members; 
general  increases  in  economic  cost  were  stated  as  the  main 
reasons  for  lack  of  funds.  It  was  also  indicated  that  we  do 
not  have  an  adequate  surplus  reserve  as  dictated  by  good 
business  practice. 

With  these  facts  in  mind,  the  House  of  Delegates  wisely 
.approved  a dues  increase  from  $100  to  $150,  effective 
January  1,  1976.  The  Board  of  Trustees  intend  to  use  the 
new  revenues  judiciously. 

Some  of  the  activities  of  the  Board  of  Trustees  since 
March,  1975  to  the  present  were  as  follows: 

Investment  Committee.  This  committee  continued 
to  invest  surplus  monies  in  short-term  securities  of  a high 
quality  to  earn  the  highest  possible  rate  of  return  consistent 
with  sound  investment  guidelines. 

War  Memorial  Committee.  The  activity  of  the  War 
Memorial  Committee  has  not  as  yet  terminated.  As  of  the 
moment,  there  is  still  one  (1)  known  recipient  who  is  re- 
ceiving assistance  from  the  fund.  This  will  continue 
through  1978.  At  that  time,  unless  we  are  made  aware  of 
new  eligible  beneficiaries,  we  shall  have  a surplus  of  over 
$80,000.  The  Board  of  Trustees,  at  that  time,  will  rec- 
ommend to  the  House  of  Delegates  a plan  for  further  use 
of  the  fund  with  final  adjudication  being  made  by  the 
House. 

Employee  Benefits  Committee.  The  Pension  Reform 
Law  of  1974  still  has  not  been  fully  interpreted.  Deadlines 
for  implementation  of  certain  provisions  of  the  law  have 
been  postponed  to  future  dates.  All  in  all,  the  State  So- 
ciety is  already  in  compliance  with  most  of  the  new  regu- 
lations. Some  minor  amendments  to  the  employees  re- 
tirement plan  will  be  made  shortly. 

Action  on  Various  Financial  Matters.  During  the 
course  of  the  year,  the  Board  of  Trustees  took  action  on 
various  financial  matters.  Some  of  the  important  matters 
are  as  follows: 

a. )  Approved  a contract  between  MSSNY  and 
Manning,  Selvage  & Lee,  the  latter  to  initiate  a public 
relations  program  re:  Malpractice  insurance. 

b. )  Allocated  up  to  $25,000  for  the  initiation  of  a 
suit  to  stop  implementation  of  the  New  York  State 
Hospital  Utilization  Review  Program. 

c. )  Allocated  up  to  $50,000  from  the  assessment 
fund  for  the  purpose  of  carrying  on  voluntary  arbitra- 
tion, pending  approval  by  the  Council.  The  actual 
cost  totaled  $53,325.  This  payment  was  approved  by 
the  Trustees. 

d. )  Approved  a contract  between  MSSNY  and  the 
U.S.  Department  of  Health,  Education,  and  Welfare 
for  the  continuation  through  June  30,  1976,  of  the 
PSRO  support  center. 

e. )  Approved  the  concept  of  allowing  alternate  del- 
egates to  attend  those  meetings  of  the  AMA,  which 
were  not  too  distant  from  New  York,  was  accepted. 

f. )  Approved  the  granting  of  administrative  assis- 
tance to  EMPAC  in  its  program  to  enlarge  member- 
ship. 

g. )  Approved  the  expenditure  of  $34,000  for  legal 
fees  regarding  sec.’s  2 and  6 of  the  NYSHUR  regula- 
tions which  were  discontinued  without  prejudice. 

h. )  Approved  in  principle,  the  reimbursement  to 
county  medical  societies  and  district  branches  for  their 
advertising  costs  regarding  the  malpractice  program. 
Directed  that  the  allocation  of  monies  be  made  from 


the  assessment  fund,  upon  approval  of  a program  and 
an  estimated  budget  being  presented. 

i.)  Approved  contract  between  MSSNY  and  Lob- 
senz-Stevens,  Inc.,  in  which  the  latter  would  produce 
the  public  relations  program  for  the  continuing  mal- 
practice problem. 

Since  we  shall  be  late  into  1976  when  the  financial  re- 
ports for  the  calendar  year  1975  are  reported,  it  is  planned 
to  prepare  a supplementary  report  from  the  Board  of 
Trustees  detailing  our  financial  status  in  1976. 

Respectfully  submitted, 

Joseph  J.  Kaufman,  M.D.,  Chairman 

Report  of  Certified  Public  Accountants 

To  the  Board  of  Trustees 
Medical  Society  of  the 
State  of  New  York 
Lake  Success,  New  York 

We  have  examined  the  balance  sheet  of  the  general 
fund,  special  fund  and  other  funds  of  the  Medical  Soci- 
ety of  the  State  of  New  York  as  of  December  31,  1975 
and  the  related  statements  of  operating  income  and 
expense — general  fund,  and  income  and  expense — 
special  fund,  and  of  changes  in  fund  balances  for  the 
year  then  ended.  Our  examination  was  made  in  accor- 
dance with  generally  accepted  auditing  standards,  and 
accordingly  included  such  tests  of  the  accounting  rec- 
ords and  such  other  auditing  procedures  as  we  consid- 
ered necessary  in  the  circumstances. 

The  Society  does  not  follow  the  generally  accepted 
accounting  principle  of  depreciating  fixed  assets. 

In  our  opinion,  except  for  the  matter  referred  to  in 
the  preceding  paragraph,  the  financial  statements  des- 
ignated above  present  fairly  the  financial  position  of 
the  Medical  Society  of  the  State  of  New  York  at  De- 
cember 31, 1975  and  the  results  of  its  operations  for  the 
year  then  ended,  in  conformity  with  generally  accepted 
accounting  principles  applied  on  a basis  consistent 
with  that  of  the  preceding  year. 

The  accompanying  supplementary  information, 
while  not  necessary  for  a fair  presentation  of  financial 
position,  results  of  operations  or  changes  in  fund  bal- 
ances, has  been  examined  and,  in  our  opinion,  is  fairly 
stated  in  all  material  respects  in  relation  to  the  finan- 
cial statements  taken  as  a whole. 

Elmer  Fox,  Westheimer  & Co. 

Hempstead,  New  York 
March  15,  1976 


Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Jeff  J.  Coletti,  M.D., 
Chairman 

The  Board  of  Trustees.  The  Board  of  Trustees  report 
was  reviewed  by  the  Committee.  It  is  noted  that  the  cer- 
tified public  accountants  Elmer  Fox,  Westheimer  & Co., 
have  approved  the  financial  report.  The  Board  continues 
to  guide  the  financial  activities  of  the  Society  responsibly, 
and  is  commended  for  its  careful  management  of  fiscal 
affairs. 

The  House  voted  to  ADOPT  this  portion  of  the  ref- 
erence committee  report. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Balance  Sheet — General  Fund,  December  31,  1975 

^ 

Assets 

Current  assets: 


Cash  in  bank — checking  and  investment  accounts 

$ 155,656 

Cash  in  bank — savings  accounts 

48,497 

Cash  on  hand 

900 

$ 205,053 

Investments,  short-term  commercial  paper,  at 

cost,  which  approximates  market 

426,000 

Accounts  receivable,  net  of  reserve  for 

doubtful  accounts  of  $852 

61,197 

Accrued  interest  receivable 

432 

Due  from  other  funds 

40,823 

Inventories 

38,417 

Prepaid  expenses 

35,155 

Total  current  assets 

807,077 

Other  assets: 

Deposits 

5,741 

Advances  to  employees 

6,248 

11,989 

Property  and  equipment: 

Land  and  building 

4,314,197 

Furniture  and  equipment 

347,140 

4,661,337 

Liabilities  and  Fund  Balance 

$5,480,403 

Current  liabilities: 

Accounts  payable 

$ 106,383 

Taxes  payable 

1,154 

Sundry  accruals 

88,496 

Due  to  other  funds 

1,465 

Total  current  liabilities 

197,498 

Deferred  credits: 

Prepaid  membership  dues,  1976 

$ 44,965 

Scientific  exhibit,  annual  convention 

3,941 

48,906 

Fund  balance: 

Restricted 

4,661,337 

Unrestricted 

572,662 

5,233,999 

$5,480,403 


The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (page  505). 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Statement  of  Operating  Income  and  Expense — General  Fund,  Year  ended  December  31,  1975 


Operating  income: 


Dues  income 

$2,381,799 

Less: 

Allocated  to  Journal  circulation 

$ 83,330 

Allocated  to  Newsletter 

47,600 

130,930 

Journal  circulation 

3,544 

2,250,869 

Add  allocated  from  dues  income 

83,330 

86,874 

Newsletter — allocated  from  dues  income 

47,600 

Advertising  income: 
Journal 

263,468 

Newsletter 

57,630 

321,098 

Other  income: 

Annual  meeting  booth  rental 
Directory  circulation 
Interest 
Miscellaneous 

Bernstein  Memorial  library  reimbursement 

Reprint  income — Journal 

Income — Relative  value  study 

Criteria  Predictor 

P.S.R.O. — State  Support  Center 

Dues  collection  income  from  A.M.A. 

Total  operating  income 


Operating  expense: 


Office  of  Executive  Vice-President 

261,863 

General  counsel 

99,285 

Governmental  affairs: 

Governmental  relations 

110,550 

P.S.R.O.  and  related  activities 

52,501 

163,051 

Insurance  and  membership  benefits 

41,362 

Scientific  activities  division: 

Public  health  and  education 

87,932 

Scientific  program  at  annual  convention 

10,553 

98,485 

Scientific  publications 

481,856 

Medical  services  division: 

Medical  services 

137,540 

District  branches 

5,901 

143,441 

Business  division: 

Comptroller  (Director  of  Business) 

Purchasing 
Medical  directory 
Membership 

Advertising  sales — Journal 
Advertising  sales — Technical  exhibit 

Management  services  division: 

Personnel  and  office  services  116,960 

Building  services  9,072 


Mail  and  reproduction  54,879  180,911 

Public  and  professional  affairs  332,874 

Annual  meeting  69,290 

Continuation  of  annual  meeting  10,971 

Special  meeting,  November — Rochester  21,051  101,312 


Officers,  Board  of  Trustees  and  A.M.A. 

delegation  104,345 

House  of  Delegates  (Special  Committees)  290 

Research  and  planning  39,121 

Council  committees — including  public 

health  and  education  44,229 

Legislative  counsel  22,500 

Nondivisional  452,971 

Total  operating  expense  3,041,928 

Excess  of  expense  over  income  $ (100,216) 


128,893 

14,385 

134,388 

86,412 

90,089 

19,865  474,032 


41,598 

26,019 

62,507 

1,387 

6,000 

17,492 

10,823 

9,807 

52,774 

6,864  235,271 


2,941,712 


The  accompying  notes  are  an  integral  part  of  the  financial  statements  (page  505). 
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The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (page  SOS). 


Analysis  of  investments  held 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Statement  of  Income  and  Expense — Special  Fund,  Year  ended  December  31, 

1975 

Income: 

Special  assessment  (Note  4) 

$2,298,700 

Contributions 

19,541 

Interest  on  investments 

55,986 

Reimbursement  from  Mutual  Insurance  Company 

171,558 

Binding  arbitration  booklets 

4,190 

2,549,975 

Expense: 

Manning,  Selvage  & Lee 

Total  time  for  Manning,  Selvage  & Lee  executives 

$140,833 

Total  time  charges  for  writers  placement 
specialists,  research /press  monitors,  regional 

coordinator,  and  clerical  staff 

65,601 

Total  time  charges  for  six  affiliate  officers 

103,018 

Total  charges  for  speaker  training  of  sixty 

physician /speakers 

13,251 

Advertising  media  and  production  costs  for  Muller 

300,000 

Attitude  and  opinion  study  of  public  and  legislators 

12,000 

Design  services  for  mailing  material,  booklets, 

brochures,  etc. 

1,700 

Out-of-pocket  expenses 

63,855 

Printing 

91,765 

792,023 

Mutual  Insurance  Company  (reimbursed  above) 

171,558 

Continuing  public  relations  on  malpractice  program 

preparation  of  presentation  to  council 

2,349 

American  Arbitration  Association — The  New  York  State 

Medical  Arbitration  program — half  share 

53,325 

Other  expenses: 

Assessment  notices 

15,945 

Opinion  questions — postage  and  printing 

12,589 

Questionnaire— News  of  New  York 

2,101 

Payroll  and  payroll  taxes 

7,487 

Telephone  and  mailgrams 

12,328 

Miscellaneous  travel 

911 

Special  meetings 

10,702 

Dr.  Emerson’s  letter 

3,341 

Malpractice  flyers 

5,864 

Stationery  and  supplies 

1,655 

Public  relations — special  materials 

265 

Advertising — County  Medical  Society 

13,061 

Messenger  service 

1,220 

Hotline — printing  and  postage 

13,606 

Television  coverage 

1,604 

Task  Force 

193 

Reprints — Readers  Digest  articles 

71,630 

Dr.  Emerson’s  arbitration  letters  and  booklets 

20,589 

Promotional  materials — layout  and  printing 

of  brochures 

22,945 

Legal  fees 

60,000 

Investment  advisory  fee 

2,209 

280,245 

$1,299,500 

Excess  of  income  over  expense 

$1,250,475 

The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (page  505). 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Balance  Sheet — Special  Fund,  December  31,  1975 

Assets 

Cash  in  bank — checking  and  investment  accounts  $ 47  825 

Investments,  short  term  commercial  paper 
and  U.S.  Government  Securities,  at  cost, 

which  approximates  market  1,190,000 

Accrued  interest  receivable  40  954 

$1,254,779 


Liabilities  and  Unexpended  Special  Assessment  Balance 
Liabilities:  ® 

Accounts  payable 
Due  to  other  funds 

Total  liabilities 

Unexpended  special  assessment  balance  (Note  4) 


$ 632 

3,672 


4,304 

1,250,475 


$1,254,779 


The  accompanying  notes  are  an  integral  part  of  the  financial  statements 


Notes  to  Financial  Statements 
December  31,  1975 

1.  SUMMARY  OF  SIGNIFICANT  ACCOUNTING 
POLICIES 

Federal  income  taxes 

The  Society  is  a non-profit  organization  as  defined 
in  Section  501(c)  (6)  of  the  Internal  Revenue  Code  and 
is  exempt  from  Federal  income  taxes  except  on  unre- 
lated business  income. 

Investments 

Investments  are  valued  at  cost.  Gains  or  losses  are 
recognized  when  the  investment  is  sold.  Income  is  re- 
corded on  the  accrual  basis. 

Inventories 

Inventories  consisting  of  paper  for  printing  of  publi- 
cations and  supplies  are  valued  at  cost. 

Property  and  equipment 

Land,  building  and  equipment  are  reported  in  the 
general  fund  at  cost.  Major  additions  and  improve- 
ments are  purchased  by  the  repair  and  replacement 
fund  during  the  period  and  transferred  to  the  general 
fund  at  the  year  end.  Maintenance  and  repairs  that 
do  not  improve  or  extend  the  life  of  the  assets  are  writ- 
ten off  currently. 

The  Society  does  not  depreciate  the  building,  furni- 
ture or  equipment. 

Dues  income 

Dues  income  includes  the  current  years  dues  collect- 
ed and  dues  in  arrears  collected. 

Employee  retirement  plan 

The  Society  has  a noncontributory  employee  retire- 
ment plan  which  covers  substantially  all  employees. 
Pension  costs  charged  to  operations  represent  actuar- 
ially  estimated  amounts  necessary  to  fund  the  current 
service  costs  of  pensions  and  prior  service  obligations 
over  approximately  30  years. 

2.  TAXES 

The  Society  is  required  to  pay  Federal  and  New 
York  State  income  taxes  on  unrelated  business  in- 
come. In  1971  the  Society  was  assessed  $46,134  by  the 


Internal  Revenue  Service  as  the  result  of  an  audit  of 
unrelated  business  income  for  the  year  1968.  The  as- 
sessment was  charged  to  operations  in  that  year.  The 
Society  is  currently  in  conference  with  the  Internal 
Revenue  Service  regarding  a claim  for  refund  of  the  as- 
sessment. The  Society  has  had  no  taxable  unrelated 
business  income  since  1968. 

The  Society  is  also  liable  for  New  York  State  tax  on 
unrelated  business  income  and  is  required  to  pay  the 
current  minimum  New  York  State  tax  levied  of  $300  a 
year. 

The  Society  has  been  assessed  by  the  Village  of  Lake 
Success,  New  York  for  real  estate  taxes  since  June  1, 

1972.  The  amount  of  $25,974  was  paid  in  1975.  The 
County  of  Nassau  and  the  Town  of  North  Hempstead 
have  not  assessed  the  Society  for  real  estate  taxes. 

3.  EMPLOYEE  RETIREMENT  PLAN 

The  Society  adopted  a retirement  plan  on  January  1, 
1966  for  the  benefit  of  its  employees.  To  be  eligible  to 
participate,  employees  must  be  25  years  of  age  but  less 
than  65  and  have  had  completed  12  months  of  continu- 
ous employment  with  the  Society.  As  of  January  1, 

1973,  the  plan  is  noncontributory.  The  annual  charge 
to  operations  should  include  the  normal  cost  of  the 
plan  (the  amount  to  be  contributed  during  a year  to 
fund  the  estimated  cost  of  the  plan  attributable  to  op- 
erations of  that  year)  plus  an  annual  installment  pay- 
ment required  to  amortize  prior  service  costs  over  the 
remaining  21  years  of  an  original  30  year  period.  In 
1975,  $56,186  was  charged  to  operations  and  $64,814 
was  charged  to  the  Employee  Benefit  Fund.  The  esti- 
mated unfunded  prior  service  cost  at  the  last  valuation 
date  (December  31,  1974)  was  $613,000. 

4.  SPECIAL  FUND 

A special  fund  was  created  on  January  23,  1975  to 
pursue  an  equitable  malpractice  program.  The  fund 
was  financed  by  assessing  each  active  member  of  the 
Society  $100. 

The  Council  of  the  Medical  Society  of  the  State  of 
New  York  appointed  a subcommittee  to  plan  and  im- 
plement the  program.  The  special  assessment  is  kept 
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in  a separate  Fund  and  expenditures  are  approved  by 
the  Board  of  Trustees  of  the  Society.  Any  unexpend- 
ed balance  is  to  be  returned  to  the  contributing  mem- 
bers. 

The  Council  plans  to  continue  the  program  com- 
menced in  1975  and  will  use  the  unexpended  special 
assessment  balance  for  this  purpose. 


BUDGET  AND  FINANCE  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  committee  on  Budget  and  Finance  consists  of  the 


following  members: 

Walter  T.  Heldmann,  M.D.,  Chairman  . . .Richmond 

Milton  Gordon,  M.D Suffolk 

Joseph  J.  Kaufman,  M.D Wayne 

Warren  A.  Lapp,  M.D Kings 

Thomas  F.  McCarthy,  M.D Bronx 

Albert  M.  Schwartz,  M.D New  York 


The  committee,  as  usual,  met  on  a quarterly  basis  to 
review  the  fiscal  activities  of  the  State  Medical  Society  for 
the  preceding  three  month  period.  A thorough  analysis 
was  made  of  income  and  expenditures  on  a line  by  line  item 
basis.  Adjustments  and  revisions  were  made  where  nec- 
essary. 

The  estimated  budget  'versus  the  actual  income  and 
expenditures  for  1975,  is  shown  in  Table  I (page  523). 
This  table  also  contains  the  estimated  budget  for  the  cal- 
endar year  1976.  Although  the  anticipated  deficit  for  1975 
was  projected  at  -$185,373,  through  strong  economic 
measures  this  figure  actually  was  reduced  to  —$100,216. 
The  estimated  budget  for  the  calendar  year  1976  projects 
an  excess  of  income  over  expenditures  of  $411,684.  This 


figure  will  only  come  to  pass  if  the  dues  collections  equal 
the  anticipated  amount.  At  this  writing  the  dues  receipts 
are  lagging  about  5%  behind  prior  years’  collections. 
Should  this  trend  continue,  our  financial  picture  may  be 
of  a gloomy  nature. 

The  committee  expects  to  meet  before  the  House  of 
Delegates  meeting  in  November.  It  can  be  expected  that 
some  version  of  the  estimated  budget  for  1977  will  be  pre- 
sented to  the  next  House. 

On  behalf  of  the  committee,  the  chairman  wishes  to 
thank  Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 
and  Eugene  S.  Dombrowski,  Director — Business  Division 
(Comptroller)  for  their  assistance  in  carrying  out  the  duties 
of  this  committee. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 

BUDGET  AND  FINANCE  (SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Attached  is  additional  financial  information  as  requested 
during  the  meeting  of  the  House  of  Delegates  in  November, 
1975.  (see  pgs  507-510) 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Jeff  J.  Coletti,  M.D., 
Chairman. 

We  are  pleased  to  report  that  the  format  of  the  budget 
for  reporting  income  and  expenditures  was  improved  in 
line  with  the  suggestion  of  this  reference  committee  in  1975. 
Dr.  Heldmann  and  his  committee  should  be  complimented 
on  the  performance  of  their  duties. 

The  House  voted  to  ADOPT  this  portion  of  the  ref- 
erence committee  report. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
TABLE  I — Comparative  Estimated  Budgets  for  the  Calendar  Years  1975  and  1976 


Estimated 

Received 

Estimated 

Budget 

to 

Budget 

Income 

1975 

12/31/75 

1976 

Dues 

2, 3¥fc,  000 

2,381,799 

3,495,000 

Journal  Advertising 

250,000 

263,468 

200,000 

Journal  Circulation 

3,200 

3,544 

3,200 

Journal  Reprints 

15,000 

17,492 

15,000 

News  of  New  York — advertising 

57,630 

57,630 

61,668 

Medical  Directory — sales 

23,000 

26,019 

90,000 

Annual  Convention — exhibit  rentals 

41,598 

41,598 

35,000 

Interest  on  Investments — General  Fund 

65,000 

62,507 

75,000 

Library  Fund — Investment  Income 

6,000 

6,000 

-0- 

Relative  Value  Study 

29,000 

10,823 

-0- 

What  Goes  On — subscriptions 

200 

434 

200 

PSRO  Support  Center  Net  Reimbursement 

33,797 

52,774 

30,000 

Criteria  Predictors 

10,000 

9,807 

500 

Dues  Collection  Fee — A M. A. 

15,070 

6,864 

35,000 

Miscellaneous  Income 

300 

953 

750 

Total  Income 

2,867,795 

2,941,712 

4,041,318 

Estimated 

Expended 

Estimated 

Budget 

to 

Budget 

Expenditures 

1975 

12/31/75 

1976 

Office  of  Executive  Vice-President 

265,347 

261,863 

312,141 

General  Counsel 

101,297 

99,285 

107,931 

Governmental  Affairs 

165,266 

163,051 

179,758 

Insurance  and  Membership  Benefits 

42,132 

41,362 

44,557 

Scientific  Activities  Division 

99,369 

98,485 

109,105 

Scientific  Publications  Division 

502,264 

481,856 

550,502 

Medical  Services  Division 

148,636 

143,441 

111,669 

Reserach  and  Planning  Division 

38,999 

39,121 

50,918 

Business  Division 

480,367 

474,032 

512,125 

Management  Services  Division 

181,323 

180,911 

200,407 

Public  and  Professional  Affairs  Division 

332,011 

332,874 

376,266 

Annual  Convention 

69,282 

69,290 

77,625 

Annual  Convention — continuation  4/27/75 

10,972 

10,971 

-0- 

House  of  Delegates  Meeting — November 

-0- 

21,051 

-0- 

Continuing  Medical  Education 

-0- 

-0- 

100,000 

Officers,  Board,  A.M.A.  Delegation 

105,150 

104,345 

96,150 

House  of  Delegates — Special  Committees 

400 

290 

600 

Council  Committees 

59,742 

44,229 

75,050 

Legislative  Counsel 

22,500 

22,500 

60,000 

Nondivisional 

428,111 

452,971 

664,830 

Total  Expenditures 

Excess  of  Income  over  Expenditures 


3,053,168  3,041,928  3,629,634 

-185,373  -100,216  411,684 
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Henry  I.  Fineberg,  M.D. 


EXECUTIVE  VICE-PRESIDENT  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  past  year  has  been  a very  hectic  one — filled  with 
disappointments  and  frustrations. 

As  usual,  we  continue  to  conduct  our  important  business, 
especially  in  matters  concerned  with  legislation,  by  crises. 
The  very  nature  of  the  legislative  process  in  Albany  forces 
this  unfair  situation  upon  us.  Too  often,  the  powers- 
that  be  in  our  capital  still  refuse  to  recognize  the  view- 
points of  the  doctors  of  medicine — despite  the  fact  that 
physicians  are  the  only  people  truly  qualified  to  render  high 
quality  general  medical  care. 

Unfortunately,  what  we  see  today  is  an  attempt  on  the 
part  of  government  and  persons  untrained  in  medicine  to 
completely  dominate  and  take  over  our  practices.  The 
legislators,  by  law  and  edict  are  not  only  unwisely  inter- 
fering with  our  profession;  but  they  are  also  opening  the 
road  to  those  who  have  not  had  the  proper  and  adequate 
background  to  engage  in  medical  practice.  There  is  no 
doubt  that  people  are  entering  our  calling  through  the 
“back  door.” 

The  physician  is  maligned,  castigated,  and  taken  to  task, 
for  the  most  part  unjustifiably.  Actually,  we  have  become 
the  whipping  boys  of  the  "do-gooders”  of  our  society. 

Once  my  qualifications  as  a doctor  of  medicine  have  been 
established,  I should  be  permitted  to  practice  within  the 
area  of  my  capabilities,  without  the  sword  of  Damocles 
hanging  over  my  head.  I should  be  given  my  earned 
privilege  of  pursuing  the  art  and  science  of  medicine  un- 
fettered. 

As  a physician,  I am  willing  to  be  judged  solely  by  my 
peers  (according  to  the  standard  dictionaries,  the  definition 
of  peer  is  clear — "One  of  equal  standing").  However,  I will 
fight  the  mechinations  of  legislators  and  other  totally  un- 
qualified individuals,  as  far  as  medical  education  is  con- 
cerned, to  judge  what  is  right  and  wrong  in  medicine.  I 
resent  deeply  being  told  by  those  who  know  little  or  nothing 
how  I am  to  conduct  my  profession.  I resent  being  told 
how  to  write  a prescription,  when  to  write  it,  and  what  to 
put  into  it.  I am  tired  of  being  told  when  to  admit  a patient 
to  a hospital  and  when  to  discharge  him.  I am  tired  of 
being  forced  by  law  to  seek  consulation  whether  or  not 
there  are  indications  for  this  course.  I resent  being  told 
exactly  what  my  fees  should  be  no  matter  in  w^hat  area  and 
how  I practice.  In  other  words,  I detest  the  fact  that  those 
without  any  expertise  are  trying  to  regiment  a noble  and 
honored  discipline.  They  are  taking  over  w'hat  rightfully 
belongs  to  the  doctor  of  medicine — by  education,  experi- 
ence and  training. 

No  other  profession  has  been  subjected  to  this  type  of 
harassment.  The  bodies  which  enact  the  laws  of  our  State 
are  composed  mainly  of  lawyers  who  know  nothing  or  little 


about  the  true  practice  of  medicine;  and  still  have  the  un- 
mitigated gall  to  interfere  in  my  field  in  which  I have  spent 
a lifetime. 

1 cannot  visualize  a situation  where  any  Appellate  Di- 
vision of  the  Supreme  Court  of  the  State  of  New  York, 
which  is  concerned  wit h the  discipline  of  lawyers,  would 
permit  me,  a layman,  to  enter  its  inner  sanctum  sanctorum, 
and  play  a role  in  the  determination  of  what  the  equitable 
practice  of  law  should  be.  Even  the  courts  of  this  land  have 
declared  that  this  is  improper. 

I do  not  wish  to  be  supervised  and  totally  controlled  by 
* w^°  have  no  right  to  do  so  because  they  do  not  have 

the  Know-how. 

Despite  what  some  people  say,  American  medicine  is  the 
best  in  the  world.  We  have  more  to  offer  than  anyone  else. 
In  a recent  editorial  written  by  Alfred  A.  Angrist,  M.D.,  the 
editor  of  our  Journal,  he  had  this  to  say: — 

In  the  face  of  the  existing  very  apparent  “open  sea- 
son on  physicians  by  some  legislators,  government 
regulatory  agencies,  Ralph  Nadar,  Max  Fine,  and  the 
New  York  Times,  the  patient’s  opinion  of  the  physi- 
cian is  still  high  as  given  by  the  public  at  large  and  by 
individual  patients.  Manifestly  the  physician  “has  ev- 
erybody against  him  but  the  people.” 

According  to  the  American  Medical  Association  this 
is  borne  out  by  several  recent  surveys.  The  last  survey 
by  Harris  showed  that  medical  specialists  topped  all  15 
categories  of  medical  care  personnel  covered  in  the 
study,  with  83  per  cent  favorable  and  only  9 per  cent  of 
those  surveyed  offering  unfavorable  opinions.  Gener- 
al practitioners,  too,  have  had  a vote  of  confidence  in 
their  ministrations;  approval  in  this  instance  increased 
from  72  per  cent  in  favor  of  their  general  physicians 
with  only  19  per  cent  unfavorable  opinions  expressed 
in  1968  as  compared  to  81  per  cent  and  16  per  cent  re- 
spectively in  this  recent  survey. 

The  survey  shows  that  the  public  has  a high  regard 
for  physicians,  much  higher  than  active  critics  try  to 
indicate.  Also,  we  can  be  proud  that  physicians  are 
rated  most  trustworthy  of  occupations  in  the  Chilton 
Research  Service  survey  and  in  the  Roper  Reports; 
both  found  that  people  were  very  satisfied,  or  fairly 
well  satisfied,  with  both  the  quality  and  availability  of 
their  medical  care  services. 

Apparently  the  physician  is  highly  regarded  where  it 
counts,  where  he  does  his  particular  good — with  the 
patient.  The  attitude  of  the  patient  is  the  basis  of  our 
strength.  The  opinion  of  our  patients  is  our  weapon,  a 
most  powerful  secret  wTeapon;  let  us  promote  it,  nur- 
ture it,  and  take  care  of  our  patients  with  this  in 
mind. 

Of  course,  the  most  urgent  dilemma  which  we  are  fac- 
ing is  concerned  with  medical  malpractice.  The  situation 
here  has  been  intolerable.  The  legislators,  mainly  lawyers, 
some  of  w'hom  definitely  have  conflicts  of  interest,  have 
seen  fit  to  ignore  our  pleas  which  we  believe  are  equitable 
and  in  accordance  with  the  facts.  We  have  tried  to  point 
out  that  the  fight  against  malpractice  inequities  is  actually 
a battle  for  our  people,  not  the  physicians  alone.  We  be- 
lieve that  too  many  assemblymen  and  senators  have  been 
negligent  in  not  taking  the  problem  to  heart  and  making 
definite  moves  towards  a solution. 

We  still  insist  that  the  only  answer  is  a complete  re- 
structuring of  the  system.  Only  in  this  way  will  we  arrive 
at  probity  and  truth. 

Governor  Carey  appointed  a fine  commission  to  study 
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the  situation.  This  group  recommended  certain  con- 
structive changes  which,  of  course,  are  not  a complete  cure 
.but  at  least  would  alleviate  adverse  conditions  to  a great 
degree.  Thus  far,  the  commission’s  report  has,  in  the  main, 
been  neglected.  We  believe  that  the  time  has  come  for  our 
people  to  attack  the  problem  head  on,  without  prejudice; 
or  else  dire  consequences  could  be  the  result. 

Physicians  cannot  continue  to  practice  high  quality 
medicine  under  threatening  skies. 

With  the  idea  of  informing  and  educating  the  people  and 
our  Legislature,  MSSNY  appropriated  a considerable 
amount  of  money  and  engaged  the  services  of  two  public 
relations  firms  so  that  true  facts  could  be  presented  to  ev- 
eryone. The  doctors  themselves  supplied  the  funds  for  this 
cause. 

In  1975  the  firm  of  Manning,  Selvage  & Lee,  Inc.  con- 
ducted a 90-day  public  relations  program  for  this  purpose. 
Primarily,  the  specific  objectives  of  this  outfit  were 
these: 

1.  Change  fundamental  laws  for  trial  and  settle- 
ment of  claims  in  accord  with  a legislative  of  proposals 
advanced  by  MSSNY; 

2.  Stop  escalating  costs  to  patients  arising  from  ex- 
ponentially increasing  premiums,  and  charges  for  un- 
necessary diagnostic  services; 

3.  Discharge  frivolous  suits  for  medical  malprac- 
tice; 

4.  Adjudicate  malpractice  claims  quickly  and  fair- 
ly; 

5.  Prevent  physicians  from  leaving  the  state  (be- 
cause of  high  insurance  costs)  and  remove  economic 
barriers  to  establishment  of  new  doctors; 

6.  Create  broad  public  understanding  that  MSSNY 
was  responsible  and  responsive  to  needs  of  citizens. 
They  used  the  following  methods  in  order  to  bring 

about  a proper  atmosphere: 

METHODS 

1.  Create  broad  public  understanding  of,  and  sup- 
port for  the  issues  through  statewide  publicity  and  ad- 
vertising; 

2.  Frame  all  publicity  and  advertising  to  self-inter- 
ests of  public(s)  to  be  reached; 

3.  Assess  public’s  knowledge  of  and  feelings  toward 
problems  through  public  attitude  study; 

4.  Identify  and  enlist  support  from  “ally”  groups, 
which  would  also  be  concerned  with  keeping  medical 
costs  down  and  whose  members  would  also  need  readi- 
ly available  medical  care; 

5.  Identify  arguments  and  positions  of  groups  likely 
to  oppose  the  Society’s  program  and  prepare  quick  re- 
buttals; 

6.  Concentrate  publicity  and  advertising  messages 
on  home  districts  of  Senate  and  Assembly  leaders  and 
of  members  of  committees  on  health  and  insurance; 

7.  Send  publicity  results,  advertising,  and  position 
papers  to  physicians  to  use  to  communicate  with  pa- 
tients, community  thought  leaders,  key  legislators,  and 
the  Governor; 

8.  Emphasize  that  the  Society  was  better  prepared 
to  discipline  incompetent  physicians  than  the  State 
Board  of  Regents; 

9.  Stress  that  the  pending  bill  to  create  a pool  of  in- 
surance carriers  did  not  address  underlying  problems; 

10.  Make  clear  that  the  Society  was  not  attacking 
the  legal  profession,  and  did  not  intend  to  deny  redress 
for  legitimate  claims; 


11.  Coordinate  publicity  and  advertising  messages 
through  the  Society’s  legislative  counsel. 

During  the  year  1976,  Lobsenz-Stevens  Inc.,  conduct- 
ed a two-month  public  information  program.  Following 
is  a capsule  summary  of  their  work: 

Total  estimated  number  of  newspaper 

and  magazine  articles:  500 

Estimated  total  of  broadcast  interviews 

and  news  shows:  225 

Number  of  doctors  for  whom 

we  obtained  interviews:  39 

Number  of  radio  stations 

receiving  custom  record:  250 

Number  of  TV  stations  receiving  news  film:  44 

Total  circulation  of  Sunday  supplement  2,300,000 
Estimated  readership  of  papers 

carrying  supplement:  < 5,000,000 

Estimated  media  contacts  made  by 
Lobsenz-Stevens  for  the  Medical  Society 
of  the  State  of  New  York:  300 


What  results  were  accomplished  by  our  two  public 
campaigns  is  very  difficult  to  measure.  All  that  we  can  say 
is  that,  despite  all  our  efforts  and  despite  the  fact  that  we 
believe  that  right  is  on  our  side,  justice  has  not 
triumphed. 

The  Governor  has  started  the  ball  rolling  in  the  right 
direction.  It  is  only  proper  and  fitting  that  the  Legislature 
continue  to  work  along  with  him  towards  a proper  solu- 
tion. 

The  Staff 

We  have  a new  Table  of  Organization  (T.O.)  of  the  Staff 
which  appears  on  page  542.  There  have  been  a few 
changes  during  the  year. 

Again,  we  have  assigned  our  staff  to  commissions  and 
committees.  You  will  remember  that  we  have  often  re- 
peated that  if  a commission  or  a committee  chairman  re- 
quires secretarial  or  other  assistance,  the  designated  divi- 
sion director  should  be  consulted. 

Following  is  a list  of  commissions  and  committees  and 
their  counterparts — Staff  Divisions: 

Office  of  the  Executive  Vice-President 

(including  Executive  Associate) 

House  of  Delegates 

Council 

Executive  Committee  of  Council 

Board  of  Tustees  and  Committees 

Nominating 

Professional  Medical  Liability  Insurance  and  Defense 
Board 

Ad  Hoc  Committee  (House)  to  study  Election  of  Council 
and  AMA  Delegates 

Division  of  Scientific  Activities 

Commission  on  Public  Health 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Child  Abuse 
Disaster  Medical  Care 
Drug  Abuse 
Emergency  Medicine 
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Environmental  Quality 

Health  Manpower 

Home  Health  Care 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Rural  Medical  Service 

School  Health 

Physicians 

Commission  on  Education 
Accreditation 

Continuing  Medical  Education 

Data  Processing  in  Medicine 

Forensic  Medicine 

Medical  School  Relationships 

Quackery 

Surveys 

Archives 

Convention 

Scientific  Awards 

Scientific  Exhibits 

Scientific  Motion  Pictures 

Scientific  Programs 

Division  of  Scientific  Publications 

Publications 

Library 

Division  of  Medical  Services 

Commission  on  Medical  Services 
Hospital  and  Professional  Relations 
Socioeconomics 

Workmen’s  Compensation  and  Occupational 
Health 

Medical  Care  Insurance 

Interspecialty 

Health  Systems  Agency 

Division  of  Governmental  Affairs 

Commission  on  Governmental  Affairs 

Governmental  Relations 
State  Legislation 
Federal  Legislation 

New  York  State  Association  of  the  Professions 

PSRO  and  Related  Activities 

PSRO 

Foundations 

General  Counsel 

Constitutions  and  Bylaws  (Council) 

Bylaws  (House) 

Ethics 

Judicial  Council 

Consultant  to  Professional  Medical  Liability  Insurance 
and  Defense  Board 

Business  Division 

Budget  and  Finance 
Convention 
Technical  Exhibits 

Division  of  Research  and  Planning 

Research  and  Planning 

Division  of  Public  and  Professional  Affairs 

Public  and  Professional  Affairs 

Advisory  to  New  York  State  Medical  Assistants  Asso- 
ciation 


Membership 

Advisory,  to  Woman’s  Auxiliary 
New  York  Delegation  to  the  AM  A 

Division  of  Insurance  and  Membership  Benefits 
Commission  on  Insurance  and  Membership 
Benefits 

General  Insurance 
Membership  Benefits 

Division  of  Management  Services 

Convention — Dinner 


Divisions 

Scientific  Activities 

Since  the  Fall  of  1974  when  the  last  report  of  the  Division 
was  written,  revisions  have  been  made  in  the  organizational 
setup  of  the  division.  Increased  responsibilities  have  ne- 
cessitated the  addition  of  one  person  to  the  staff.  The 
format  of  the  annual  meeting  of  the  old  Commission  on 
Public  Health  and  Education  has  been  changed. 

The  action  of  the  House  of  Delegates  in  November  1975 
which  mandated  participation  in  Continuing  Medical 
Education  for  ail  members  of  MSSNY  necessitated 
changes  in  the  table  of  committee  organization  which  di- 
vided the  Commission  on  Public  Health  and  Education 
into  a Commission  on  Public  Health  with  Keith  O.  Guthrie, 
Jr.,  M.D.  as  its  chairman,  and  a Commission  on  Education 
with  Bernard  J.  Pisani,  M.D.,  chairman.  The  committee 
structure  of  the  two  commissions  is  described  elsewhere. 

We  were  saddened  by  the  unexpected  death  of  Bruce  P. 
W’ebster,  M.D.,  chairman  of  the  Committee  on  Venereal 
Disease.  Because  of  the  loss  of  his  expertise  the  committee 
has  been  discontinued  and  its  functions  absorbed  by  the 
Committee  on  Preventive  Medicine.  The  committee  on 
Family  Physicians  was  discontinued  because  the  Family 
Physicians  are  represented  on  the  Interspecialty  Com- 
mittee and  the  Committee  on  Chronic  Pulmonary  Diseases 
was  discontinued  because  of  its  inactivity.  The  addition 
is  the  Committee  on  Child  Abuse,  with  Vincent  J.  Fontana, 
M.D.  as  its  chairman. 

Some  explanation  of  the  functions  of  the  two  new  com- 
mittees in  the  Commission  on  Education  is  probably  nec- 
essary. The  Committee  on  Surveys  is  charged  with  the 
task  of  surveying  those  institutions  requesting  accredita- 
tion to  designate  their  Continuing  Medical  Education 
(CME)  activities  for  Category  1 credits  in  the  Physicians 
Recognition  Award  Program  of  the  AMA.  In  September 
1975,  MSSNY  was  designated  by  the  AMA  as  the  accred- 
iting agency  in  New  York  State  for  those  institutions  with 
locally  oriented  CME  programs  which  request  this  ac- 
creditation. As  quoted  from  the  Information  Booklet  on 
the  AMA  Physicians’  Recognition  Award  (pg.  6)  “an  ac- 
credited organization  must  be  sufficiently  involved  in  the 
planning  development,  administration,  and  evaluation  of 
the  program  to  assure  that  it  meets  the  definition  of  a 
planned  program  of  CME,  and  must  accept  full  responsi- 
bility for  its  educational  value.”  The  Survey  Committee 
will  report  to  the  Accreditation  Committee  which  will  make 
the  final  recommendation  to  the  Council  of  MSSNY. 

The  Annual  Meeting  of  the  Commission  on  Public 
Health  and  Education  was  held  in  Albany  on  July  18th  and 
19th,  1975.  It  will  be  noted  that  this  was  a two-day 
meeting  for  the  first  time.  Details  are  included  in  Dr. 
Guthrie’s  report.  This  year  the  format  will  be  changed. 
It  will  be  a two  day  meeting  of  the  two  commissions. 
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An  interesting  event  in  1975  was  the  establishment  by 
MSSNY  and  the  New  York  State  Nurses  Association 
(NYSNA)  of  a Joint  Practice  Commission,  the  New  York 
State  counterpart  of  the  National  Joint  Practice  Com- 
mission established  by  the  AMA  and  the  ANA  “to  make 
recommendations  concerning  the  congruent  roles  of  the 
physician  and  the  nurse  in  providing  quality  health  care 
to  the  American  People.”  This  commission  has  met  at 
MSSNY  headquarters  three  times  and  its  operations  have 
been  assigned  to  the  Division  of  Scientific  Activities  for 
staffing  purposes.  It  has  accomplished  the  compilation 
of  a Joint  Position  Statement  which  was  approved  by  the 
MSSNY  Council  in  September  1975.  The  position 
statement  follows: 

In  recent  months  various  groups  have  proposed 
amendments  to  the  Nurse  Practice  Act  and  Medical 
Practice  Act  authorizing  qualified  persons  to  perform 
“Medical  Acts.”  In  response  to  those  suggestions  and 
other  questions  relative  to  interdisciplinary  practice  of 
nurses  and  physicians  this  position  statement  has  been 
formulated  and  approved  by  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  and  Board  of  Directors 
of  the  New  York  State  Nurses  Association. 

Both  societies  recognize  the  increasing  knowledge, 
expertise,  and  responsibility  of  the  medical  and  nursing 
professions.  As  health  science  and  technology  have 
advanced,  practitioners  of  both  disciplines  have  incor- 
porated new  tools,  techniques  and  therapeutic  measures 
into  their  practices.  The  utilization  of  particular  diag- 
nostic and  therapeutic  tools  by  nurses  and  physicians 
is  determined  by  the  distinctive  education  and  scope  of 
practice  of  the  respective  professions. 

Although  it  is  obvious  that  patients  have  distinct 
medical  and  nursing  needs  it  must  be  recognized  that 
there  are  areas  of  practice  common  to  both  professions. 
It  is  essential  that  the  traditional  cooperative  relation- 
ship of  the  physician  and  nurse  be  maintained  to  assure 
this  principle.  The  parameters  of  overlapping  or  com- 
mon areas  of  practice  must  continue  to  be  determined 
by  the  medical  and  nursing  professions. 

Both  societies  agree  that  there  is  no  need  for  amend- 
ments to  either  the  Nurse  Practice  Act  or  the  Medical 
Practice  Act.  Such  action  is  unnecessary  for  the  fol- 
lowing reasons: 

1.  The  promulgation  of  a list  of  “Medical  Acts” 
would  be  totally  impractical.  Creation  of  such  a list 
would  ignore  differences  in  various  areas  of  the  State 
and  various  types  of  institutions.  Any  additions  or 
deletions  would  require  separate  legislative  acts. 

2.  The  medical  profession  has  established 
methods  for  setting  standards  in  the  various  special- 
ties. Physicians  must  be  qualified  in  respect  to 
training,  experience  and  capability  before  being  rec- 
ognized as  specialists.  The  nursing  profession  has 
also  developed  and  continues  to  strengthen  mecha- 
nisms for  regulating  the  preparation  and  practice  of 
nurses.  Such  systems  have  functioned  as  efficient 
safeguards  for  the  public  and  have  not,  in  the  past, 
required  legislative  action. 

3.  The  State  Education  Department  already 
has  statutory  responsibility  to  promulgate  regula- 
tions required  to  implement  articles  of  the  Educa- 
tion Law  for  each  profession.  Such  regulations 
could  he  more  effectively  accomplished  through  ad- 
vice from  the  appropriate  professional  organizations 
than  through  restrictive  legislation. 


Therefore,  the  two  societies  have  established  a Joint 
Practice  Commission,  composed  of  representatives  of 
the  Medical  Society  of  the  State  of  New  York  and  New 
York  State  Nurses  Association.  This  commission  is 
charged  with  defining  areas  of  practice  common  to  both 
professions  and  establishing  guidelines  for  interdisci- 
plinary practice  of  physicians  and  nurses.  Such  guide- 
lines are  similar  to  joint  position  statements  developed 
by  these  organizations  in  the  past  and  would  serve  to 
advise  and  assist  the  Commissioner  of  the  Department 
of  Education. 

The  commission  changes  and  the  increased  activities  in 
Continuing  Medical  Education  have  increased  the  re- 
sponsibilities and  the  work  load  of  the  Division  of  Scientific 
Activities  to  such  an  extent  that  an  addition  to  our  per- 
sonnel was  necessitated.  There  are  now  four  members  on 
the  staff  in  addition  to  the  director. 

In  addition  to  attending  all  Council  meetings  the  director 
has  attended  and  staffed  all  meetings  of  the  committees 
in  his  division.  He  also  attended  the  annual  convention 
in  March  1975  and  actively  assisted  the  reference  com- 
mittees on  Public  Health,  Education,  and  Scientific  Ac- 
tivities. In  the  course  of  his  duties  he  has  represented 
MSSNY  at  an  Ad  Hoc  Planning  Committee  meeting  on  PL 
93-641  on  March  17, 1975,  and  before  hearings  of  the  Board 
of  Regents  in  Albany  on  proposed  changes  in  the  Nurse 
Practice  Act  on  April  23, 1975.  He  also  attended  the  three 
special  meetings  of  the  House  of  Delegates  held  in  1975. 
On  several  occasions  he  has  also  met  with  a special  Task 
Force  of  HANYS  set  up  to  review  the  State  Hospital  Code. 
He  represented  MSSNY  in  October  at  a three  day  meeting 
on  School  Health  in  Chicago  and  at  a two  day  meeting  in 
December  in  Syracuse  on  Home  Care. 

In  January  1976,  the  director  joined  an  AMA  team  in 
Houston,  Texas,  to  survey  the  CME  program  of  the  M.D. 
Anderson  Hospital.  He  was  also  a member  of  the  MSSNY 
team  which  surveyed  the  CME  activities  of  the  New  York 
Academy  of  Medicine. 

The  activities  of  the  various  committees  in  the  Division 
of  Scientific  Activities  have  been  left  to  the  annual  reports 
of  the  chairmen.  All  members  of  MSSNY  are  urged  to 
read  these  reports  carefully  as  they  detail  a tremendous 
amount  of  work  and  study  given  to  MSSNY  by  these 
committees. 

The  Physicians’  Placement  Bureau  has  received  reports 
that  over  200  physicians  have  been  placed  through  its  ef- 
forts from  the  time  of  the  last  report  to  the  end  of  May 
1976.  An  accurate  picture  of  the  actual  number  of  physi- 
cians we  secured  positions  for  cannot  be  recorded  as  many 
of  the  hospitals  and  communities  do  not  notify  us  when  a 
physician  is  placed.  However,  with  the  Bureau’s  complete 
list  of  positions  available  to  physicians  being  published  in 
the  New  York  State  Journal  of  Medicine,  we  are  receiving 
reports  that  communications  between  physicians  and 
communities  are  apparently  meshing. 

The  bureau’s  records  reflect  a cross  section  of  New  York 
State  communities  that  have  been  successfully  assisted 
through  our  service.  Areas  such  as  Amsterdam,  Auburn, 
Albany,  Bath,  Brockport,  Bronx,  Brooklyn,  Buffalo,  Car- 
mel, Carthage,  Chestertown,  Corning,  Cortland,  Elmira, 
Hamilton,  Herkimer,  Ithaca,  Jamestown,  Mahopac, 
Margaretville,  Mastic  Beach,  Massena,  Mechanicsville, 
Medina,  New  York  City,  Northern  Dutchess,  Northern 
Oswego,  Oswego,  Oxford,  Patchogue,  Port  Jervis,  Potsdam, 
Rhinebeck,  Rochester,  Salamanca,  Scotia-Glenville,  Sid- 
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ney,  Smithtown,  Sodus,  Syracuse,  Walton,  Webster, 
Wellsville  have  reported  that  the  bureau  has  been  re- 
sponsible for  placing  physicians  in  their  communities.  We 
have  received  many  letters  of  appreciation  for  our  Physi- 
cians’ Placement  Service. 

MSSNY  maintained  a booth  at  the  annual  convention 
which  was  staffed  by  the  Physicians’  Placement  Bureau 
administrator.  Many  physicians  stopped  at  the  booth  to 
inquire  about  physicians’  opportunities.  MSSNY  litera- 
ture concerning  physicians’  placement  was  distributed 
along  with  brochures  published  by  the  AM  A relating  to 
group  practice. 

The  AMA  Physicians’  Placement  Service  has  referred 
over  2,000  resumes  of  physicians  seeking  placement  in  New 
York  State.  Although  the  AMA  physician  referral  service 
has  undergone  a six  month  computerization  process,  the 
referral  service  is  back  in  full  swing. 

“What  Goes  On”,  now  entitled  "What  Goes  On  in  Con- 
tinuing Medical  Education”  has  publicized  thousands  of 
medical  meetings  for  medical  schools,  hospitals,  academies 
of  medicine,  specialty  societies,  county  medical  societies, 
and  other  organizations  since  the  last  annual  report. 

In  recognizing  the  ever  increasing  demands  for  physi- 
cians attending  continuing  medical  education  programs, 
"What  Goes  On  in  CME”  is  working  toward  publicizing  as 
many  CME  programs  as  possible. 

Scientific  Publications 

The  New  York  State  Journal  of  Medicine  has  continued 
publication  on  a monthly  basis,  and  this  change  has  been 
successful.  It  results  in  better  scheduling  as  well  as  savings 
in  the  costs  of  paper,  printing,  other  incidentials,  and 
postage.  Also  much  material  is  published  in  a single 
monthly  issue  as  was  heretofore  contained  in  two  semi- 
monthly numbers. 

Included  in  1975  were  two  supplements — one  in  January 
for  the  program  of  the  Annual  Convention,  the  House  of 
Delegates  program,  and  annual  reports;  and  the  other  in 
September,  containing  the  Minutes  of  the  House  of  Dele- 
gates. The  revised  Bylaws  were  included  in  the  November 
issue.  These  special  issues  are  prepared  and  indexed 
under  the  direction  of  our  Executive  Associate.  Material 
appearing  in  the  Journal  is  indexed  in  the  two  semi-annual 
indexes. 

Advertisements  are  being  run  throughout  the  Journal 
pages.  However,  in  doing  this,  at  considerable  effort,  ar- 
ticles are  not  divided  and  broken  up.  The  advertising  is 
still  low,  but  compares  favorably  with  the  level  of  other 
journals. 

The  Publication  Committee  has  reviewed  matters  of 
policy,  particularly  in  reference  to  new  members  of  the 
Associate  Editorial  Board. 

The  Journal  continues  to  attract  an  increasing  number 
of  manuscripts  for  consideration.  An  effort  is  made  to  cut 
down  on  the  number  accepted,  to  include  only  the  best,  and 
to  reduce  our  backlog  of  material. 

During  1975,  a total  of  618  manuscripts  were  submitted, 
of  which  332  were  accepted  and  143  rejected;  265  were  sent 
to  consultants.  Of  a total  of  134  Annual  Convention  papers, 
only  31  were  received  and  20  accepted.  Malpractice  con- 
cerns are  reflected  in  Journal  pages,  with  many  news  items, 
special  articles,  and  editorials. 

Of  the  total  of  2,698  pages  published,  including  covers, 
2,085.5  were  editorial  pages,  devoted  to  scientific  and 
special  articles  and  the  special  sections  of  the  Journals. 

In  April,  awards  for  patriotic  service  were  given  by  the 
Department  of  the  Treasury,  U.S.  Savings  Bond  Program, 


to  our  people,  in  recognition  of  the  fact  that  the  Journal  has 
supported  the  savings  bond  program  since  1943. 

During  1975  plans  were  made  for  the  Bicentennial  Year. 
It  was  decided  to  have  special  covers  of  historic  interest. 
Also  July  is  to  be  the  Bicentennial  Issue,  reflecting  the 
history  of  medicine  in  its  various  aspects,  particularly  in 
New  York  State,  during  the  past  two  hundred  years. 

I here  have  been  the  inevitable  crises  and  changes;  but 
the  Journal  has  improved  steadily.  With  the  continued 
concern  of  all  members  of  the  Medical  Society,  the  publi- 
cation will  maintain  its  high  position  and  standards  and 
wil'  .continue  to  be  an  important  function  of  the  Medical 
Society  of  the  State  of  New  York  and  of  great  service  to  its 
members. 

Medical  Services 

The  report  of  the  activities  of  the  Division  of  Medical 
Services  is  best  made  by  reference  to  a specific  committee 
w'ithin  the  division  and  functions  related  thereto. 
WORKMEN’S  COMPENSATION  AND  OCCUPATIONAL 
HEALTH 

The  most  intensive  activity  in  this  field  has  been  devoted 
to  the  presently  ongoing  negotiations  in  the  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  of  the  Workmen’s  Compensation  Board  re- 
questing an  increase  of  20%  in  the  WC  fee  schedule  to  be- 
come effective  July  1,  1976.  This  has  entailed  the  accu- 
mulation of  a mass  of  economic  data,  comparison  of  fees 
with  other  states,  and  with  the  usual,  customary,  and  rea- 
sonable fee  patterns  established  by  the  Medicare  inter- 
mediaries from  physician  profiles.  The  advisory  com- 
mittee has  rejected  our  request  and  MSSNY  has  appealed 
directly  to  the  chairman,  whose  decision  is  pending  and  is 
expected  momentarily. 

The  last  increase  in  the  workmen’s  compensation  fee 
schedule  was  obtained  on  July  1,  1975.  The  negotiations 
at  that  time  also  required  the  gathering  of  material,  similar 
to  that  now  ongoing,  to  substantiate  our  request  and  we  did 
obtain  a satisfactory  compromise  agreement  of  an  overall 
12%  increase. 

The  director  has  attended  all  meetings  of  the  advisory 
committee  and  has  carried  the  weight  of  presenting  various 
MSSNY  requests  for  changes  in  the  Rules  and  Regulations, 
assembling  the  necessary  information  to  present  our  case. 
He  has  also  assisted  the  advisory  committee  in  responding 
to  complaints  by  physicians,  either  referring  the  matter  to 
the  MSSNY  Workmen’s  Compensation  Committee  or  re- 
sponding directly  to  the  physician  to  explain  the  situation. 
Matters  brought  to  the  attention  of  the  advisory  committee 
by  carriers  or  other  groups  represented  therein  are  likewise 
responded  to  directly  or  by  contact  with  the  respective 
county  medical  societies. 

In  May  1976  the  results  of  the  two-year  statistical  study 
of  workmen’s  compensation  practice  in  New  York  State 
became  available.  We  participated  actively  in  the  for- 
mulation of  the  study  and  the  early  instructional  period. 
We  will  be  analyzing  the  report  with  the  intention  of  pre- 
paring a summary  article  for  the  New  York  State  Journal 
of  Medicine. 

Podiatry  Fee  Schedule.  The  Podiatry  Fee  Schedule 
confrontation  was  finally  resolved  to  the  satisfaction  of  the 
MSSNY.  At  a meeting  convened  by  the  New  York  State 
Department  of  Education,  we  again  presented  arguments 
to  support  our  position.  The  resolution  of  this  dispute 
required  numerous  meetings  with  the  New  York  State 
Society  of  Podiatry,  the  New  York  State  Society  of  Or- 
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thopedic  Surgeons,  Inc.,  and  the  Workmen’s  Compensation 
.Board’s  Advisory  Committee. 

Legislation.  For  some  years  the  director  has  been  at- 
tempting to  effect  amendments  of  the  Workmen’s  Com- 
pensation Law  through  legislative  action  in  Albany,  to 
change  inequities  or  undue  burdensome  statutes.  This 
year,  in  conjunction  with  Mr.  Martin  J.  Tracey  and  his 
Legislation  Committee,  we  were  successful  in  having  two 
bills  introduced  that  would  correct  some  of  the  faults. 
Both  of  these  bills  have  been  reported  out  of  the  Senate  but 
as  of  this  moment,  are  still  in  Assembly  Committee. 
Through  personal  contacts  with  the  chairman  and  counsel 
of  the  Workmen’s  Compensation  Board,  their  support  of 
these  bills  has  been  obtained  as  well  as  their  assistance  in 
their  passage.  We  are  hopeful  that  both  will  be  enacted 
this  year.  Three  other  bills  whose  passage  we  sought  have 
thus  far  made  no  satisfactory  progress. 

Arbitrations.  The  director  has  attempted  to  attend  as 
many  workmen’s  compensation  board  arbitration  com- 
mittee meetings  as  possible  to  keep  abreast  of  problems 
and  to  assist  the  county  medical  society  representatives 
and  our  physician  members  to  receive  equitable  decisions. 
Although  the  director  has  no  vote,  he  has  been  extended 
the  courtesy  of  freely  voicing  his  opinions,  which  he  does 
effectively.  The  meetings  attended  have  been  in  the 
greater  New  York  area,  time  not  having  permitted  at- 
tending similar  meetings  in  other  parts  of  the  State.  We 
feel  that  efforts  should  be  made  to  attend  such  meetings 
in  other  parts  of  the  State,  both  for  the  purpose  of  deter- 
mining the  complaints  of  our  physicians  in  those  areas  as 
well  as  the  opportunity  for  discussion  with  the  adminis- 
trative staffs  of  the  county  medical  societies  that  deal  with 
workmen’s  compensation.  We  have  made  ourselves 
readily  available  to  county  medical  societies  by  telephone 
and  correspondence;  and  they  have  availed  themselves  of 
this  opportunity  to  discuss  problems  which  arise  and  that 
may  be  difficult  to  resolve  without  an  indepth  knowledge 
of  the  complexities  of  the  Workmen’s  Compensation 
Law. 

For  some  time  there  have  been  complaints  from  the 
Workmen’s  Compensation  Board  that  county  medical 
societies  have  not  been  acting  on  matters  referred  to  them 
for  investigation  and  recommendation.  The  numbers  of 
such  complaints  have  increased  considerably  of  late  and 
these  have  been  pursued  by  the  director  to  correct  the 
situation. 

Osteopaths.  When  the  Bylaws  of  MSSNY  were 
amended  to  permit  membership  by  Doctors  of  Osteopathy, 
there  resulted  an  anomalous  situation  since  the  W orkmen’s 
Compensation  Rules  and  Procedure  restricted  the  review 
of  all  Doctors  of  Osteopathy  to  the  purview  of  the  New 
York  State  Society  of  Osteopathy.  On  the  basis  that  this 
ruling  did  not  afford  those  osteopat  hs  who  elected  to  join 
our  Medical  Societies  the  rights  afforded  to  all  our  other 
members  and  thus  disenfranchized  them,  we  petitioned  the 
chairman  for  a change,  which  he  effected.  The  New  York 
State  Society  of  Osteopathy  appealed  this  decision  and  the 
Division  Director  appeared  to  plead  our  position  at  a 
hearing  before  the  Medical  Appeals  Unit  of  the  Workmen’s 
Compensation  Board.  The  Medical  Appeals  Unit  affirmed 
that  the  change  made  by  the  chairman  was  proper  and 
should  not  be  reversed. 

Failure  of  City  of  New  York  to  pay  for  WC  cases.  For 
some  years  our  members  have  been  complaining  about  the 
failure  of  the  City  of  New  York  to  process  compensation 
claims  for  treatment  of  their  employees  and  the  resulting 


inordinate  delays  were  indeed  disgraceful.  Communica- 
tion with  the  City  of  New  York  Administration  produced 
no  results,  and  when  a City  employee’s  union  filed  suit 
against  the  City  of  New  York,  we  offered  to  supply  sup- 
porting data  and  made  our  position  known  to  the  chairman 
of  the  Workmen’s  Compensation  Board.  The  latter  has 
secured  a promise  that  the  City  will  take  immediate  steps 
to  correct  the  situation. 

Federal  Employees.  We  supported  the  position  of  one 
of  our  physician  members  who  took  issue  with  the  ruling 
by  a fiscal  intermediary  that  the  payment  of  fees  for  the 
treatment  of  injured  Federal  employees  would  be  those  of 
the  State’s  workmen’s  compensation  fee  schedule.  We 
were  successful  in  obtaining  a ruling  that  this  State  law  is 
not  applicable  to  Federal  employees. 

Following  the  appointment  of  a new  chairman  of  the 
Workmen’s  Compensation  Board,  our  director  met  per-  | 
sonally  with  him  to  establish  rapport  and  to  offer  the  as- 
sistance of  MSSNY  in  the  application  of  the  law  for  the 
benefit  of  those  patients  covered  by  it.  Since  that  first 
meeting,  a relationship  with  the  chairman  has  developed 
very  amicably  and  we  do  have  ready  entree  to  present  our 
problems  and  our  views.  We  have  continued  to  maintain 
close  liaison  with  the  Administrative  agencies  of  the  Board, 
such  resulting  in  prompt  satisfactory  resolution  of  most  of 
the  difficulties  that  arise  in  this  area. 

The  division  receives  and  disposes  of  numerous  routine 
requests  for  assistance  in  the  application  of  the  Workmen’s 
Compensation  Law  from  our  members,  the  county  medical 
societies,  the  Board  and  carriers  which  are  dealt  with  ex- 
peditiously, frequently  avoiding  the  necessity  for  a more 
formal  action. 

INTERSPECIALTY  COMMITTEE 

The  Interspecialty  Committee  activities  have  continued 
to  increase  and  required  considerable  division  personnel 
time  in  the  accumulation  and  preparation  of  the  necessary 
materials  that  would  permit  thorough  briefing  of  the 
committee  members  so  that  considered  decisions  can  be 
made.  Materials  that  are  of  concern  to  the  Interspecialty 
Committee  but  overlapping  with  other  committees  have 
been  dealt  with  by  meetings  with  the  involved  committee 
chairmen  and  the  respective  division  heads. 

The  activities  of  the  committee  have  also  required  es- 
tablishing liaison  and  effective  communication  with  the 
various  specialty  societies,  and,  with  one  exception,  this 
relationship  has  been  working  very  well.  Whenever  mat- 
ters appear  or  arise  that  concern  a particular  specialty  so- 
ciety, as  in  the  Federal  Register,  State  governmental  an- 
nouncements or  regulations,  and  legislative  matters,  these 
are  forwarded  directly  to  the  individual  specialty  societies 
to  inform  them  and  to  determine  their  position  so  that  the 
latter  can  be  taken  into  account  when  MSSNY  deliberates 
on  its  stand.  W’hen  items  arise  that  involve  more  than  one 
specialty  society  we  attempt  to  correlate  all  the  groups 
involved.  The  meetings  of  the  full  committee,  the  Sub- 
committee on  Continuing  Medical  Education,  and  the 
Subcommittee  on  Peer  Review  have  been  lengthy  and  have 
dealt  with  matters  of  considerable  concern  to  the  physi- 
cians practicing  in  New  York  State. 

The  activities  of  this  committee  have  served  to 
strengt  hen  the  ties  between  the  specialty  societies  and 
MSSNY  and  thus  enhance  the  strength  of  all  the  organi- 
zations. 

HEALTH  SYSTEMS  AGENCIES  COORDINATING 
COMMITTEE 

The  urgency  to  constitute  the  HSA  Committee  due  to 
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the  rapid  developments  in  this  field  required  immediate 
consultations  with  the  officers  of  the  Society  as  well  as 
those  of  local  areas  to  assure  proper  representation  on  the 
committee.  The  massive  material  that  has  appeared  rel- 
ative to  HSAs  since  the  enactment  of  the  National  Health 
Planning  and  Resources  Development  Act  (P.L.  93-641) 
required  culling,  coordinating,  and  distribution  to  the 
members  of  the  committee  so  that  they  could  be  ade- 
quately informed  of  the  weighty  matters  they  had  to  con- 
sider and  act  upon.  The  committee  has  shown  itself  to  be 
responsible,  industrious,  and  aware  of  its  responsibilities, 
and  I believe  will  serve  very  effectively.  Liaison  has  been 
established  both  with  the  local  groups  and  the  govern- 
mental agencies  involved  in  the  administration  of  the 
HSA. 

MEDICAL  CARE  INSURANCE 

The  problems  associated  with  the  activities  that  fall 
within  the  province  of  this  committee  have  continued  to 
increase  immeasurably.  These  problems  are  directed  to 
us  by  physicians,  by  the  public,  and  by  insurance  carriers. 
Almost  all  of  these  are  dealt  with  by  the  staff,  advising 
those  involved  with  the  various  provisions  that  apply  in 
their  particular  instances.  When  required,  communication 
is  effected  with  third  parties  or  county  medical  societies 
to  resolve  the  problem.  Effective  liaison  has  been  estab- 
lished with  insurance  carriers  and  governmental  agencies 
so  that  we  can  expedite  the  handling  of  differences. 

The  constantly  increasing  involvement  of  the  practice 
of  medicine  with  medical  care  insurers  demands  corre- 
spondingly increasing  time  and  effort  to  be  know  ledgeable 
of  the  many  programs  offered,  and  other  changing  provi- 
sions. The  accumulation  of  background  material  to  ade- 
quately prepare  the  members  of  the  committee  for  a 
meaningful  discussion  of  the  items  to  be  presented  to  them 
requires  considerable  time  as  well.  Where,  as  so  frequently 
happens,  there  is  overlapping  jurisdiction  of  items,  whether 
within  this  division  or  another,  the  staff  sees  to  it  that 
proper  lines  are  maintained  by  interrelating  with  those 
involved. 


HOSPITAL  AND  PROFESSIONAL  RELATIONS 

The  revamping  of  the  Hospital  and  Professional  Rela- 
tions Committee  from  the  previous  Hospital-Based  Phy- 
sicians Committee  became  effective  during  the  past  year. 
The  division  staff  has  been  carefully  screening  various 
sources  to  select  those  topics  which  fall  within  the  purview 
of  this  committee  and  has  accumulated  and  distributed  the 
necessary  background  material  to  permit  thoughtful  con- 
sideration and  decision  making  by  the  committee. 

Effective  liaison  exists  between  our  staff  and  that  of  the 
professional  relations  division  of  Hospital  Association  of 
New  York  State  that  permits  of  ready  communication  and 
discussion  of  our  mutual  problems.  The  Division  Head 
attends  meetings  of  the  Professional  Relations  committee 
of  HANYS,  together  with  Dr.  Carl  Goldmark,  Jr.,  supplies 
the  latter  with  needed  material  and  relieves  him  of  the 
required  follow-up  staff  work. 

The  importance  of  this  committee  in  rendering  services 
to  physicians  in  their  relationships  with  their  hospitals 
cannot  be  overstressed.  There  has  been  an  increasing 
tendency  for  hospital  based  physicians  to  disassociate 
themselves  from  their  county  and  state  medical  societies. 
The  availability  of  this  committee  to  assist  both  hospital- 
based  and  hospital-affiliated  physicians  in  their  relation- 
ships with  their  institutions  should,  it  is  hoped,  draw  them 
back  into  the  fold.  We  can  anticipate  a growing  number 
of  differences  between  hospitals  and  their  professional 


staffs  where  our  interceding  may  be  welcome  and  beneficial 
to  all. 

The  most  recent  charge  to  this  committee  of  involvement 
with  intern-resident  problems  has  not  as  yet  been  consid- 
ered in  any  detail.  This  warrants  exploration  in  the 
coming  year. 

SOCIOECONOMICS 

MSSNY  and  this  committee  have  recognized  the  in- 
creasing importance  to  the  concern  of  our  membership  with 
the  impact  of  the  socioeconomic  factors  on  the  practice  of 
medicine.  The  importance  and  the  complexity  of  the 
matters  that  properly  fall  within  the  purview  of  this  com- 
mittee cannot  be  overemphasized.  The  staff  has  therefore 
concentrated  on  reviewing  literature,  the  abstraction  of 
material  relevant  to  the  purposes  of  the  committee  and  its 
distribution  to  the  members  of  the  committee  so  that  they 
can  have  ample  preparation  in  discussing  such  weighty 
topics  as  national  health  insurance,  government  reim- 
bursement schedules,  the  proposals  of  physician  unions 
and  alliances,  and  prepaid  health  insurance  plans. 

In  addition  to  the  formal  activities  of  the  division  in  this 
area,  efforts  have  been  made  to  establish  relationships  with 
the  various  groups,  both  medical  and  non-medical,  both 
governmental  and  non-governmental,  which  are  involved 
with  the  programs  cited. 

The  subject  matter  properly  falling  within  the  scope  of 
the  socioeconomics  of  medicine  continues  to  increase  at  a 
rapid  rate  and  it  is  likely  that  the  demands  of  this  activity 
will  increase  proportionately.  The  increasing  involvement 
of  the  physician  in  the  socioeconomics  of  the  community 
in  which  he  practices  warrants  the  assiduous  attention  of 
the  staff  so  that  the  Society  and  particularly  its  governing 
bodies  can  be  properly  informed  and  reach  considered 
decisions. 


General  Counsel 

Since  the  March  1975  meeting  of  the  House  of  Delegates, 
the  Office  of  the  General  Counsel  has  experienced  an  ex- 
tremely productive  year. 

The  general  counsel  and  his  associate  have  continued  to 
attend  the  recessed  sessions  of  the  House  of  Delegates  and 
all  meetings  of  the  Council  and  the  Board  of  Trustees,  as 
well  as  the  meetings  of  the  committees  assigned  to  it  for 
staff  support  and  research.  These  include  the  Professional 
Medical  Liability  Insurance  and  Defense  Board  to  Review 
All  Facets  of  the  Malpractice  Problem,  the  Judicial 
Council,  the  Committee  on  Ethics,  the  House  Committee 
on  Bylaws,  and  the  Council  Committee  on  Constitutions 
and  Bylaws. 

Also,  by  invitation,  the  general  counsel  attended  meet- 
ings of  the  Professional  Standards  Review  Organization 
Committee,  the  former  Peer  Review  Committee,  the 
Committee  on  Data  Processing  in  Medicine,  the  General 
Insurance  Committee,  the  Membership  Benefits  Com- 
mittee, the  Health  Manpower  Committee,  the  Continuing 
Medical  Education  Committee,  the  Committee  on  Aging 
and  Nursing  Homes,  and  the  Alcoholism  Committee. 

In  the  period  since  the  adjournment  of  the  House  of 
Delegates  in  March,  1975,  the  general  counsel  has  trans- 
mitted a number  of  memoranda  to  the  component  county 
medical  societies  dealing  with  a wide  variety  of  medical- 
legal  matters.  These  include  memoranda  concerning 
compulsory  assessments  mad"?  upon  members  of  hospital 
medical  staffs,  the  problems  associated  with  the  practice 
of  the  New  York  State  Health  Department  in  mandating 
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compliance  with  its  Utilization  Review  Program 
(NYSHUR),  the  heavy-handed  pressure  exerted  by  some 
“consumer  groups”  in  attempting  to  influence  physicians 
to  cooperate  with  their  surveys,  the  propriety  of  physicians 
listing  themselves  in  telephone  directories  by  specialty,  the 
possible  legal  implications  associated  with  the  publication 
of  relative  value  scales  and  conversion  factors,  the  bona 
fides  of  the  socalled  “International  Medical  Directory  of 
Physicians”  and  the  “U.S.  Medical  Directory”,  the  right 
of  hospitals  to  require  malpractice  insurance  of  its  staff 
physicians  and  many  others. 

Also,  the  Office  of  General  Counsel  has  received  nu- 
merous telephone  calls  and  written  communications  from 
members  dealing  with  an  almost  limitless  range  of  subjects. 
Among  these  are  questions  concerning  informed  consent; 
release,  retention,  and  ownership  of  patient  records;  the 
authority  of  hospital  boards  of  trustees  vis-a-vis  hospital 
medical  staffs;  the  legal  status  of  physician  assistants  and 
nurse  practitioners;  the  sale  of  a medical  practice;  liability 
of  emergency  service  physicians;  liability  of  hospital  staff 
committees  and  county  society  grievance  committees  for 
their  actions  and  recommendations;  treatment  of  minors 
whose  parents  object  to  blood  transfusions  on  religious 
grounds;  effect  of  the  new  abortion  decisions;  child  abuse; 
treatment  of  incompetents;  death  with  dignity;  effect  of 
the  present  law  and  regulations  on  physicians  who  withhold 
professional  services  and  only  provide  emergency  care; 
responsibility  of  physicians  to  sign  death  certificates;  ter- 
mination of  relationship  with  pat  ients  who  refuse  to  follow 
medical  orders;  practice  of  withholding  completion  of  in- 
surance forms  until  bill  is  paid;  liability  of  hospital  physi- 
cian-trustees; propriety  of  having  dentists  provide  coverage 
in  hospital  emergency  robms;  use  of  bank  credit  cards  by 
patients  in  payment  of  their  medical  bills;  sterilization 
consent  requirements;  status  of  podiatrists  in  hospitals; 
immunity  provisions  for  peer  review  committees;  effect  of 
section  of  Public  Health  Law  dealing  with  medical  direc- 
tors in  nursing  homes,  and  many,  many  others. 

There  has  been  a wide  distribution  of  the  brochure, 
“When  the  Doctor  Dies”,  prepared  by  the  Office  of  the 
General  Counsel,  to  the  Woman’s  Auxiliary  and  individual 
physicians,  their  wives  and  widows. 

The  general  counsel  and  his  associate  provide  legal  as- 
sistance to  all  of  the  divisions  within  the  staff  structure  as 
well  as  to  the  committees  under  their  jurisdiction.  In  this 
regard  the  programs  submitted  for  approval  by  the  In- 
surance Committee  and  the  Membership  Benefits  Com- 
mittee are  reviewed  from  a legal  standpoint  by  this  office. 
In  numerous  instances  the  subject  matter  of  bulletins  is- 
sued by  the  Public  and  Professional  Affairs  Department 
to  the  membership,  are  provided  by  this  office. 

Administration  has  also  established  a policy  which 
provides  that  all  contracts  which  are  entered  into  on  behalf 
of  this  Society  must  be  reviewed  by  the  general  counsel. 

One  of  the  most  time  consuming  activities  of  the  Office 
of  the  General  Counsel  has  been  the  review  of  the  consti- 
tutions and/or  bylaws  of  the  county  medical  societies  and 
district  branches  which  make  up  this  Society.  In  addition, 
they  have  been  asked,  on  occasion,  and  have  provided  as- 
sistance to  hospital  medical  staffs  in  connection  with  their 
medical  staff  bylaws.  To  date,  this  office  has  assisted  in 
either  updating,  obtaining  Council  approval  of  and  inter- 
preting the  constitutions  and/or  bylaws  of  the  counties  of 
Erie,  Monroe,  Kings,  Putnam,  Orange,  Dutchess,  Tomp- 
kins, Fulton,  New  York,  Queens,  Wayne,  Bronx,  Suffolk, 
Nassau,  Orleans,  Onondaga,  Essex  and  Broome  as  well  as 
the  Eighth  District  Branch.  They  have  also  provided  as- 


sistance to  those  societies  who  have  voted  to  become  in- 
corporated under  the  provisions  of  the  “Not-For-Profit 
Corporation  Law.” 

The  Office  of  the  General  Counsel  has  provided  assis- 
tance to  individual  physicians  and  local  societies  which 
have  experienced  problems  with  either  their  hospitals  or 
with  public  officials  or  agencies.  Several  instances  of 
where  this  type  of  assistance  paid  off  should  be  cited.  In 
one  case  a physician  was  criticized  for  failing  to  sign  a death 
certificate  on  behalf  of  a patient  who  expired  in  a hospital 
emergency  room,  although  he  was  unable  to  ascertain  the 
cause  of  death  since  he  was  not  present  at  the  time  of  death. 
The  efforts  on  his  behalf  resulted  in  a clarification  by  the 
State  Health  Department  of  the  requirement  that  the 
physician  must  only  certify  a death  in  which  he  knows  the 
cause.  In  other  cases  physicians  have  been  required  by 
their  hospitals  to  acquiesce  to  the  State  Health  Depart- 
ment’s Utilization  Review  Program  (NYSHUR),  not- 
withstanding the  fact  that  the  sections  to  which  we 
objected  have  been  withdrawn.  Our  complaints  to  the 
State  Health  Department  resulted  in  a cessation  of  this 
practice.  Finally,  the  Office  of  the  General  Counsel  in- 
terceded on  behalf  of  a physician  who  was  threatened  with 
legal  and  disciplinary  action  as  a result  of  a mix  up  with 
respect  to  his  narcotic  license.  The  result  was  that  this 
matter  was  finally  brought  to  a satisfactory  conclusion  for 
the  physician. 

The  Office  of  General  Counsel  also  provides  legal  assis- 
tance to  the  Judicial  Council.  Although  appeals  to  this 
body  have  not  traditionally  been  too  numerous  in  the  past, 
this  year  has  seen  a marked  change  in  the  membership’s 
desire  to  use  this  mechanism  of  appeal  from  actions  of  the 
county  medical  societies.  Since  the  last  meeting  of  the 
House  of  Delegates,  the  Judicial  Council  has  heard  two 
appeals  and  has  three  more  pending  at  the  time  of  the 
preparation  of  this  report. 

Finally,  this  office  has  the  responsibility  of  coordination 
of  the  institution  of  defense  of  legal  actions  brought  by  or 
against  this  Society. 

Governmental  Relations 

ALBANY  OPERATIONS.  During  the  regular  sessions 
of  the  New  York  State  Legislature  in  1975  and  1976,  the 
director  represented  the  State  Medical  Society  at  the  State 
Capitol  in  Albany.  His  activities  with  regard  to  the  Leg- 
islature included  communicating  the  position  of  the  Society 
on  a number  of  health  bills  considered  by  the  Senate  and 
Assembly,  contacting  key  legislators  and  their  staffs  to 
discuss  the  bills  of  interest  to  the  medical  profession,  and 
working  closely  with  the  Society’s  Legislative  counsel  in 
the  implementation  of  MSSNY’s  legislative  policy. 

While  the  Legislature  is  in  session,  the  director’s  tele- 
phone answering  service  has  been  operating  to  assist  him 
in  communication  with  the  legislators  and  their  staffs, 
county  medical  societies,  individual  members,  and  head- 
quarters. Since  its  inception,  this  service  has  proven  to  be 
a valuable  aid  in  reaching  the  director  at  the  Capitol. 

Capitol  News.  The  weekly  legislative  newsletter  of  our 
State  Medical  Society,  has  been  published  in  Albany 
during  both  the  1975  and  1976  sessions  of  the  Legislature. 
The  Capitol  News  is  distributed  to  members  of  the  legis- 
lature, county  medical  societies,  and  key  physicians  around 
the  State  to  keep  them  informed  of  developments  in  health 
legislation.  Twenty-four  issues  were  distributed  in  1975 
and  we  expect  that  approximately  twenty  issues  will  be 
published  this  year. 
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HEADQUARTERS  ACTIVITIES.  Under  the  su- 
pervision of  the  director,  the  division  staff  is  responsible 
for  the  review  of  State  and  Federal  legislation  and  regula 
tions  pertaining  to  health  and  practice  of  medicine.  Ex- 
tensive files  are  kept  on  bills  introduced  in  the  State  Leg- 
islature and  the  Congress,  and  their  progress  is  followed 
through  publications  subscribed  to  by  the  division.  During 
each  legislative  session,  the  director  and  his  staff  help 
prepare  letters  and  statements  for  dissemination  to  gov- 
ernmental officials.  The  director  also  cooperates  with 
other  MSSNY  Divisions  by  providing  them  with  necessary 
information  and  seeking  their  advice  and  recommendations 
on  pending  legislation  and  regulations. 

On  a number  of  occasions  in  recent  months,  the  division 
has  been  called  upon  to  research  and  prepare  materials  for 
public  hearings  and  the  special  meetings  of  the  House  of 
Delegates.  With  regard  to  public  hearings,  the  director 
and  his  assistant  have  helped  the  State  Medical  Society 
spokesmen  with  their  presentations  before  legislative 
committees  and  the  McGill  Commission.  They  have  also 
prepared  summaries  and  analyses  of  major  legislation  and 
statutes  which  have  been  utilized  by  the  House  of  Dele- 
gates. 

The  division  prepares  and  distributes  the  “Legislation 
Action  Bulletin”  (LAB)  to  county  medical  societies,  liaison 
physicians,  and  the  Woman’s  Auxiliary,  urging  their  as- 
sistance with  our  legislative  efforts.  These  LAB  bulletins 
from  the  director  contain  the  material  sent  by  the  executive 
vice-president  to  members  of  the  New  York  State  Legis- 
lature. 

The  division  also  prepares  a yearly  “Health  Legislation” 
brochure  detailing  information  on  the  major  bills  from  the 
previous  State  legislative  session.  Included  are  important 
laws  enacted,  bills  vetoed  by  the  Governor  and  measures 
not  passed  by  the  Legislature.  This  publication  is  dis- 
tributed to  the  county  medical  societies,  the  AMA,  and 
other  state  medical  societies  around  the  country. 

On  a quarterly  basis,  the  division  prepares  a report  on 
Federal  Health  Legislation  for  publication  in  the  News  of 
New  York. 

Through  our  Legislation  Information  Center  the  division 
provides  information  and  assistance  to  county  medical 
societies,  individual  physicians,  and  others.  This  material 
is  as  varied  as  the  interests  of  those  who  request  it. 

A new  and  most  valuable  tool  has  been  utilized  by  the 
division  since  the  start  of  the  1976  State  legislative  session. 
The  recently  installed  facsimile  transmitter,  which  receives 
and  transmits  typewritten  and  printed  materials  over  the 
telephone  system,  has  greatly  accelerated  communications 
between  Albany  and  headquarters.  Printed  bills,  type- 
written memos  and  other  urgently  needed  materials  have 
been  placed  on  the  telecopier  in  the  Legislative  Counsel’s 
Albany  office  and  received  at  the  division’s  office  at 
headquarters  within  minutes.  In  like  manner,  similar 
materials  have  been  transmitted  from  headquarters  to 
Albany.  As  a result,  much  valuable  time  has  been  saved 
in  arriving  at  important  decisions.  The  new  mechanism 
has  considerably  improved  written  communications  be- 
tween Albany  and  Lake  Success. 

During  the  full  calendar  year,  the  director  and  his  as- 
sistant attend  various  MSSNY  committee  meetings  and 
assist  the  committees  with  any  matters  relating  to  gov- 
ernmental activity.  The  Division  also  cooperates  with  the 
PSRO  Statewide  Support  Center  in  dealing  with  State  and 
Federal  legislation  and  regulations  on  utilization  review. 

STATE  LEGISLATION  COMMITTEE.  The  Divi- 
sion of  Governmental  Relations  provides  staff  support  to 


the  State  Legislation  Committee.  In  this  capacity,  the 
director  and  his  staff  work  closely  with  the  committee  and 
under  its  direction.  It  is  the  continuing  responsibility  of 
the  division  to  inform  the  committee  of  activities  at  the 
State  Capitol  and  to  prepare  materials  for  their  meetings. 
Since  March  1975,  the  State  Legislation  Committee  has 
held  the  following  two  meetings: 

October  29.  1975.  The  State  Legislation  Committee 
conducted  its  regular  Fall  meeting  at  the  Syracuse  Hil- 
ton Inn  on  October  29,  1975.  At  this  meeting,  the 
committee  focused  its  attention  on  the  legislative  pro- 
m of  the  State  Medical  Society  for  the  coming  year 
and  the  resolutions  referred  to  the  committee  by  the 
1975  House  of  Delegates.  In  developing  its  proposed 
legislative  program,  the  committee  divided  the  measures 
into  two  main  categories:  bills  on  malpractice;  and  bills 
on  other  matters.  Following  consideration  of  the  leg- 
islative program,  the  committee  made  final  preparations 
for  the  Annual  Conference  of  County  Medical  Society 
Legislation  representatives  held  the  following  day. 

January  29,  1976.  This  meeting  held  at  the  Fort 
Orange  Club,  Albany,  was  called  to  review  developments 
in  the  Legislature  during  the  first  weeks  of  the  legislative 
session,  and  to  reconsider  the  legislation  program  of  our 
State  Medical  Society  in  light  of  the  report  of  the  Gov- 
ernor’s Special  Advisory  Panel  on  Medical  Malpractice 
and  the  Council  response  thereto. 

FEDERAL  LEGISLATION  COMMITTEE.  In  ad- 
dition to  its  activities  regarding  State  legislation,  the  di- 
vision is  responsible  for  providing  staff  assistance  to  the 
Federal  Legislation  Committee.  The  director  and  his  staff 
work  closely  with  the  chairman  and  committee  members 
and  under  their  supervision.  The  division  supplies  the 
committee  with  information  on  Federal  health  bills  and 
prepares  materials  for  their  meetings.  On  October  2, 1975, 
the  Federal  Legislation  Committee  met  at  MSSNY  head- 
quarters to  review  major  health  bills  pending  in  Congress 
and  to  consider  related  matters.  The  committee  discussed 
its  role  within  the  Society  and  the  importance  of  Federal 
agency  regulations.  At  this  meeting,  the  committee  pro- 
posed publication  of  a quarterly  report  on  Federal  legis- 
lation which  has  since  been  implemented  by  the  divi- 
sion. 

ANNUAL  LEGISLATIVE  CONFERENCE.  On 
October  30,  1975,  the  State  Medical  Society  conducted  its 
Annual  Conference  of  County  Medical  Legislation  Rep- 
resentatives at  the  Syracuse  Hilton  Inn.  This  meeting  was 
devoted  exclusively  to  State  legislation  because  of  in- 
creased attention  to  State  matters  due  to  the  malpractice 
insurance  crisis.  The  director  and  his  staff  made  the  ar- 
rangements for  the  meeting  and  prepared  the  materials 
utilized  by  the  participants.  The  director  also  took  an 
active  part  in  the  presentations  and  discussion  periods.  At 
this  conference,  the  State  Legislation  Committee’s  legis- 
lative proposals  for  1976  were  presented  by  the  chairman 
and  discussed  in  detail  by  the  participants.  This  was  one 
of  the  best  attended  conferences  ever  held  by  MSSNY  with 
119  people  taking  part.  The  highlight  of  the  meeting  was 
a presentation  by  Senator  Tarky  Lombardi,  Chairman, 
Senate  Health  Committee.  As  mentioned  above,  this 
meeting  dealt  with  State  legislation  and  the  malpractice 
insurance  crisis. 

MSSNY  MALPRACTICE  BRIEFING  SESSION 
AND  LEGISLATOR  CONFERENCES.  On  April  12, 
1976,  MSSNY  conducted  a briefing  session  on  malpractice 
legislation  at  the  Sheraton  Inn  Towne  Motor  Inn,  Albany, 
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for  representatives  of  county  medical  societies  from  around 
the  State.  The  division,  in  cooperation  with  the  Office  of 
the  Executive  Vice-President,  handled  the  arrangements 
for  the  briefing  session  and  prepared  materials  for  use  by 
the  participants.  Following  this  meeting  the  county  so- 
ciety representatives  met  with  their  legislators  in  their 
offices  at  the  Capitol.  The  director  participated  in  the 
briefing  session,  and  with  county  society  representatives, 
visited  some  of  the  legislators.  He  also  joined  State  Society 
officials  and  our  Legislative  Counsel  in  conferences  with 
the  leaders  of  the  Legislature. 

NEW  YORK  STATE  ASSOCIATION  OF  THE 
PROFESSIONS.  The  director  has  staff  responsibility  for 
activities  with  regard  to  NYSAP,  the  New  York  State  As- 
sociation of  the  Professions.  He  represented  the  State 
Medical  Society  at  meetings  of  the  Association,  and  worked 
closely  with  their  officers  and  staff  on  governmental  mat- 
ters of  common  concern  to  both  organizations. 

PUBLIC  MEETINGS  AND  PRIVATE  CONFER- 
ENCES. In  addition  to  his  other  duties,  the  director  at- 
tends many  public  hearings,  county  medical  society 
meetings,  and  private  conferences  throughout  the  year. 
He  regularly  attends  legislative  committee  meetings  on 
health  matters  in  Albany  and  monitors  important  hearings 
at  the  Capitol  and  around  the  State.  He  and  other 
MSSNY  representatives  also  participate  in  important 
private  conferences  with  government  officials.  The  fol- 
lowing is  a list  of  some  of  the  key  meetings  attended  by  the 
director  since  March  1975: 


'1975 

March  22  — Meeting  on  malpractice  in  Albany 

March  28  — Meeting  on  malpractice  at  Sheraton 

LaGuardia  Inn 

April  3 — Meeting  on  malpractice  mediation 

panels  with  Judge  Richard  Bartlett 
in  New  York  City 

June  12  — Meeting  on  malpractice  with  Judge 

Bartlett  in  New  York  City.  At- 
tended with  Drs.  Emerson,  Siegel 
and  Fineberg  and  Messrs.  Rice  and 
Conway. 

September  10 — Board  of  Regents  meeting.  Statement 
presented  by  Dr.  Emerson. 

September  20 — New  York  Academy  of  Family  Practice, 
Legislators  Seminar,  Concord  Hotel, 
Kiamesha  Lake. 

December  17  —Public  Hearing  on  Definition  of  Death 
conducted  by  Assembly  Health 
Committee  in  New  York  City 
1976 

January  9 — Seminar  on  “Anatomy  of  Medical 

Malpractice”  in  Albany. 

January  14  — Public  Hearing  on  Patient  Evaluation 

Panels  conducted  by  Senate  Health 
Committee.  Dr.  Lawrence  present- 
ed MSSNY  statement. 

March  15  — Medical  School  Conference  in  Alba- 

ny. 


Public  and  Professional  Affairs 

The  Division  of  Public  and  Professional  Affairs  is  com- 
prised of  the  Department  of  Public  and  Professional 
Relations,  the  Department  of  Information,  the  Department 


of  Membership  News,  and  the  Field  Service,  which  consists 
of  four  regional  representatives. 

The  director,  in  addition  to  supervising  these  four 
components  of  the  division,  also  staffs  the  Council  Com- 
mittee on  Public  and  Professional  Relations,  the  Com- 
mittee on  Membership  and  the  New  York  Delegation  to 
the  American  Medical  Association. 

In  the  Spring  of  1976  the  director  was  assigned  to  assist 
the  Empire  Medical  Political  Action  Committee  in  orga- 
nizing an  effective  membership  campaign.  This  consisted 
of  not  only  the  selection  and  instruction  of  new  member 
solicitors  in  all  parts  of  the  State,  but  also  the  design  and 
production  of  the  necessary  brochures,  letters,  cards,  and 
badges.  Within  60  days  the  membership  had  grown  to 
twice  the  highest  previous  membership.  There  are  indi-  i 
cations  that  EMPAC  will  finally  succeed  in  becoming  a 
PAC  worthy  of  the  physicians  of  New  York  State. 

The  major  public  and  professional  relations  interest  and 
activity  during  1975  was,  of  course,  directed  toward  the 
malpractice  insurance  crisis  situation.  PR  effort  was 
handled  by  the  two  PR  agencies,  Manning,  Selvage  & Lee 
(1975)  and  Lobsenz-Stevens,  Inc.  (1976)  (described  else- 
where). 

During  1975  and  the  First  few  months  of  1976,  more  than 
400  contacts  with  members  of  the  news  media  resulted  in 
extensive  wire  service,  newspaper,  radio  and  TV  exposure. 
The  Public  and  Professional  Relations  staff  developed  and 
arranged  for  the  taping  and  placement  of  several  health 
education  public  service  TV  spots  on  WNBC-TV.  The 
spots  were  run  during  1976.  The  value  to  date  of  this  time 
granted  free  to  MSSNY  for  the  presentation  of  its  health 
messages,  is  over  $20,000. 

At  the  request  of  the  Public  and  Professional  Relations 
Committee,  the  staff  developed  and  administered  a survey 
to  determine  how  many  New  York  physicians  might  leave 
the  State  or  retire  sooner  than  planned  because  of  the 
malpractice  crisis.  There  was  an  exceptionally  good  return 
of  22%  of  the  questionnaires.  The  results  were  tabulated 
by  computer  for  PR  use. 

The  Public  and  Professional  Relations  Committee,  ex- 
pressing concern  that  MSSNY  is  losing  a substantial 
number  of  members  by  resignation  each  year,  also  re- 
quested staff  to  develop  and  administer  a survey  of  those 
who  had  resigned  in  1974  and  1975.  The  results  of  the 
survey  are  being  tabulated  at  the  time  this  report  is  being 
prepared. 

The  staff  made  the  arrangements  for  the  “Establishing 
Yourself  in  Medical  Practice”  workshop  which  was  held 
on  June  8-9,  1976  in  New  York  City. 

The  News  of  New  York  is  MSSNY’s  principal  means  of 
communicating  nontechnical  and  nonscientific  information 
to  our  membership.  The  News  has  won  wide  appreciation 
from  members,  particularly  since  changing  from  monthly 
to  semimonthly  frequency  in  late  1974. 

A survey  made  by  the  division  in  August  1975  showed 
that  89%  of  doctors  responding  read  the  News  with  regu- 
larity; 5%  read  it  moderately;  and  4%  infrequently.  Most 
of  the  physicians  said  they  found  the  News  to  be  “of  value 
to  their  practice.”  We  attribute  this  loyal  readership  not 
only  to  the  critical  times  the  profession  is  experiencing,  but 
also  to  the  fact  that  the  format  and  length  of  story — 
short — have  been  honed  to  acceptability  for  today’s  busy 
M.D.  News  covered  includes  succinct  reports  of  Council 
and  House  actions  and  medical,  legal,  and  economic  news. 
During  1976  there  have  been  frequent  “inserts” — adding 
two  pages  to  the  basic  (4-page)  format — which  have  been 
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devoted  to  such  important  information  as  reports  on  the 
Medical  Liability  Mutual  Insurance  Company  and  legis- 
lation coverage. 

Our  Ad  Rem  bulletins  have  also  experienced  innovation. 
More  regular  issuance  and  a distinct  policy  of  news  com- 
plementary to  the  News  of  New  York.  In  the  past  year  we 
have  expanded  the  number  of  bulletin  boards  we  have 
erected  in  hospitals,  and  requests  from  additional  hospitals 
for  participation  in  this  “quick  news”  communication 
program  continue  to  be  received. 

During  the  past  year,  we  prepared  and  mailed  nine 
HOTLINE  letters.  “Hotlines”  are  sent  by  first  class  mail 
to  every  member  of  the  Society.  Our  policy  of  using  the 
distinctive  red  and  white  striped  stationery  for  only  this 
priority  news  emphasizes  the  exceptional  importance  of 
all  communication  via  this  medium. 

The  Department  of  Information  continues  to  serve  as 
a vital  link  between  MSSNY  and  the  public,  physicians, 
allied  health  organizations,  the  Woman's  Auxiliary  to 
MSSNY,  and  the  New  York  State  Medical  Assistants  As- 
sociation. The  department  handles  several  hundred  in- 
quiries per  month.  As  an  example,  over  the  past  year  the 
public  showed  continued  concern  with  acupuncture,  its 
reliability,  and  sources  for  treatment.  Another  recurring 
request  was  from  patients  trying  to  locate  the  records  of 
physicians  no  longer  in  practice,  or  deceased,  in  regard  to 
the  drug  Diethylstilbestrol  (DES)  that  was  administered 
to  pregnant  woman  a generation  ago  and  is  now  cause  for 
concern  by  their  children. 

Many  licensed  physicians  requested  assistance  regarding 
medical  licensure  reciprocity  with  New  York  State.  Newly 
licensed  physicians  were  concerned  with  the  rudiments  of 
becoming  established  in  medical  practice.  The  greatest 
number  of  inquiries  from  medical  students  was  in  the  fol- 
lowing categories:  sources  for  financial  assistance,  data 
on  foreign  medical  schools,  methods  and  procedure  for 
American  students  attending  foreign  medical  schools  to 
return  to  the  U.S.  to  continue  their  education.  An  ever 
increasing  number  of  inquiries  is  received  regarding  allied 
health  careers,  centers  for  training,  entrance  requirements, 
and  sources  for  employment. 

A major  project  undertaken  by  the  Information  De- 
partment (as  a service  to  the  Woman’s  Auxiliary)  was  the 
sorting  and  classifying  of  all  Auxiliary  archives  stored  at 
MSSNY  headquarters  and  searching  for  the  minutes  of  all 
pre  and  post  convention  Board  of  Directors  meetings,  and 
the  House  of  Delegates  proceedings  for  the  period  1949  to 
the  present. 

With  the  change  of  the  date  of  the  MSSNY  annual 
convention,  a new  procedure  was  instituted  for  the  distri- 
bution of  the  50  Year  Service  Citations.  All  facets  of  this 
award  (350  annually)  as  well  as  the  President’s  Citation  and 
the  Albion  0.  Bernstein,  M.D.  Award  are  administered  by 
this  department. 

The  MSSNY  field  service  represents  the  Society’s  most 
effective  means  of  liaison  with  its  component  county 
medical  societies.  The  four  regional  representatives 
constantly  circulate  about  the  State  contacting  the  officers 
and  staff  of  all  local  societies,  gathering  and  disseminating 
current  information,  and  assisting  with  the  programs  of 
both  the  State  Society  and  the  local  societies.  They  attend 
the  majority  of  the  meetings  of  the  county  societies  to 
provide  and  interpret  State  Society  program  information. 
During  the  past  year,  these  men  were  involved  with  the 
conduct  of  several  surveys  and  gathered  needed  facts  where 
correspondence  failed.  This  service  also  conveys  the  “new 


member  kit”  of  MSSNY  material  with  a word  of  personal 
greeting  to  each  new  member. 

Research  and  Planning 

ADDRESS  VERIFICATION.  As  an  outgrowth  of 
coordinating  the  assessment  collection,  the  Division  of 
Research  and  Planning  found  that  the  return  on  billing  and 
mailings  to  the  membership  roster  had  a great  error  factor. 
It  was  therefore  felt  necessary  to  cross  check  each  name 
with  membership  list  and  each  address  with  the  AMA  file. 
It  Vas  found  that  in  many  cases  physicians  with  similar 
names  were  being  confused;  multiple  addresses  caused 
confusion!  There  were  problems  in  the  MSSNY  internal 
system  and  poor  communication  between  the  doctor  and 
the  Society.  All  contributed  to  the  calculated  22.3%  error 
factor. 

The  task  of  checking  and  subsequently  correcting  this 
problem  took  many  months  of  tedious  work  utilizing 
computer  technology  and  manpower.  It  was  done  with  the 
cooperation  of  several  divisions  and  employed  a great  many 
people  in  order  that  the  most  accurate  job  be  done.  Re- 
source information  was  gathered  from  mailings  that  are 
regularly  sent  by  the  society  with  reply  requested  for  ad- 
dress changes.  The  mail  room  kept  us  informed  at  all 
times  of  the  changes  reported  to  them  and  on  a daily 
ongoing  basis  the  lists  were  checked  and  rechecked. 

Once  this  task  was  accomplished  it  was  then  possible  to 
launch  the  concise  project  of  establishing  a record  trail  and 
type  of  audit  system  which  aided  the  Society  in  the  as- 
sessment file  correction  and  maintenance. 

ASSESSMENT.  In  April  of  1975  after  our  assessment 
had  been  initiated  and  had  been  coming  in,  it  was  deter- 
mined by  the  accounting  office  that  there  were  several 
problems  in  the  method  that  was  being  used  to  collect  the 
information  pertaining  to  who  had  paid  the  assessment. 
This  division  was  assigned  to  investigate  this  problem  and 
to  try  to  find  a solution  for  it.  After  extensive  work  and 
many  audits  a computerized  method  was  developed  to 
cross  check  the  assessment  roles  and  determine  who  had 
and  who  had  not  paid  the  assessment.  The  activity  on  the 
assessment  continued  through  October  when  the  final 
letter  went  out  to  all  county  medical  societies  stating  who 
had  been  dropped  because  of  nonpayment  of  the  assess- 
ment. At  this  point  there  are  still  doctors  on  this  list.  An 
active  list  is  being  maintained  of  all  those  who  have  paid 
the  assessment  and  all  those  who  have  not  paid. 

CENTRAL  FILE.  As  a result  of  studies  undertaken 
and  completed  in  1974,  the  central  file  was  implemented 
and  was  located  in  the  library  of  the  Medical  Society.  The 
purpose  was  to  have  the  minutes  of  all  committee  meetings 
within  the  library  to  be  used  as  a central  resource  center 
for  staff  and  committees. 

During  the  year  the  information  received  in  this  file  was 
analyzed  by  the  division.  At  this  time  the  file  is  up  to  date 
with  all  committee  reports  and  committee  meeting  minutes 
for  the  year  1975. 

COMMITTEE  STRUCTURE.  This  division  has  been 
concerned  with  the  internal  committee  structuring  and 
scope  of  activities  throughout  the  year.  It  has  been  noted 
many  committees  overlap  each  other  in  their  intent  thus 
creating  duplication  of  work  effort.  Further,  the  lack  of 
information  sharing  diminishes  each  comittee’s  effectivity. 
In  examining  the  minutes  of  all  committees,  it  was  found 
that  many  of  the  committees  do  not  have  regular  meetings. 
It  is  felt  that  a reorganization,  after  thorough  examination, 
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is  in  order  both  to  heighten  efficiency  and  to  better  ap- 
portion the  funding  for  the  individual  committee  setups. 

It  has  been  a tedious  task  compiling  these  committee 
structure  statements  with  much  more  to  be  done  in  order 
that  recommendations  may  be  made  to  the  Council  for 
approval  of  reorganizing  and/or  consolidating  individual 
committees. 

Computerization  of  MSSNY  Records.  During  the 

process  of  designing  the  accounting  methods  for  assess- 
ment, it  was  found  there  was  a 22.3%  error  factor  in  the 
address  files.  Upon  this  determination  it  was  decided  by 
the  administration  that  the  Division  of  Research  and 
Planning  should  try  to  find  solutions  for  this  problem. 
With  this  in  mind  this  division  undertook  the  task  of 
studying  the  process  being  used  in  the  membership  de- 
partment for  the  recording,  updating,  and  maintenance  of 
all  transactions  relating  to  doctors’  records.  Based  upon 
the  findings,  recommendations  were  sent  to  the  executive 
vice-president,  stating  that,  due  to  the  problems  within  the 
AMA  computer  systems  program,  which  is  better  known 
as  AM-CAP,  and  the  fact  that  we  found  that  there  would 
be  very  little  cooperation  from  the  AMA  in  correcting 
the  problems  which  we  deemed  necessary,  in  order  for  the 
Medical  Society  of  the  State  of  New  York  to  undertake 
development  of  an  internal  computerized  system  for 
maintaining  the  membership  files.  This  was  started  in  the 
first  week  of  November,  1975,  resulting  in  the  processing 
of  our  own  billing,  December  1,  1975.  All  bills  were  sent 
out  with  remarkable  results  and  proof  that  the  new  address 
correction  process  was  successful  inasmuch  as  after  3x/2 
weeks  of  mailing  there  were  only  102  returns  out  of  more 
than  20,000  mailings  sent  out.  These  returns  were  not 
necessarily  incorrect  addresses,  but  rather  many  of  them 
were  returned  because  people  had  moved  and  not  left 
forwarding  addresses  with  either  the  county  or  the  post 
office.  At  this  point  the  computerization  of  MSSNY 
membership  records  is  still  underway  with  complete 
transaction  processing  and  a complete  new  report  design 
being  developed  with  total  implementation  and  total  report 
generation  being  anticipated  by  the  first  of  March,  1976. 

In  addition  to  the  membership  file  records,  the  division 
has  also  investigated  the  possibility  and  probability  of 
having  a Medical  Society  of  the  State  of  New  York  con- 
trolled processing  for  the  directory  listings.  This  has  un- 
dergone preliminary  investigation  and  is  now  in  the  design 
state  for  the  Medical  Society  to  control  this  faction  of  the 
computerized  record  keeping  also.  In  addition  to  this  the 
accounting  department  is  now  in  the  preliminary  stages  of 
system  design  for  a complete  automation  of  all  accounting 
processes  in  the  Medical  Society,  including  payroll,  general 
ledger,  etc. 

CRIME  STATISTICS  STUDY.  It  was  called  to  the 
attention  of  the  Division  of  Research  and  Planning  that 
crime  related  to  medical  facilities  was  on  the  rise. 
Therefore,  this  division  is  undertaking  a statistical  study 
for  several  purposes:  gathering  together  statistical  evi- 
dence to  be  used  as  a base  for  public  education  programs, 
providing  doctors  with  information  that  may  guide  them 
in  their  decision  of  locations,  compiling  a resource  center 
for  members’  utilization  of  security  methods. 

So  that  an  effective  planning  effort  could  be  undertaken, 
background  information  on  criminal  activity  and  crime 
statistics  was  sought  from  the  New  York  State  Police  De- 
partment in  Albany  and  from  New  York  City  Police  De- 


partment. In  both  cases  it  was  found  that  statistics  are 
broken  down  by  type  of  crime  related  to  particular  areas 
of  the  State  and  the  City.  However,  statistics  that  would 
pinpoint  criminal  activity  relating  to  a type  of  business  is 
not  kept.  It  is  the  contention  of  the  division  that  statistics 
of  this  nature  for  the  State  of  New  York  would  be  valuable 
both  in  the  areas  of  promoting  news  media  to  release  in- 
formation regarding  the  facts  about  drugs  in  doctors’  of- 
fices and  the  amount  of  cash  in  doctors’  offices.  In  both 
cases  the  reward  for  the  crime  is  very  small. 

Each  county  president  received  a cover  letter  explaining 
the  intent  of  the  survey  and  requesting  the  individual  so- 
ciety’s cooperation.  Included  in  the  packet  was  a ques- 
tionnaire that  is  to  be  filled  out  and  returned  to  us  only  in 
case  of  crime  and  a letter  to  be  sent  to  the  individual 
county’s  membership  (also  with  explanation). 

FACSIMILE  TRANSMISSION.  The  division  un- 
dertook a study  of  facsimile  transmission  and  vendors  ; 
marketing  telecopying  equipment.  The  scope  of  the  study 
was  for  the  purpose  of  establishing  requirements  for  ex- 
pediting the  transfer  of  information  between  the  Lake 
Success  headquarters  and  the  Albany  office  of  the  legis- 
lative counsel  of  the  Medical  Society.  As  we  got  into  the 
study  it  was  apparent  that  other  areas  of  interest  were 
pertinent  to  the  study:  the  first  was  that  communication 
between  the  Medical  Society  and  the  newly  formed  Med- 
ical Liability  Mutual  Insurance  Company  would  be  flowing 
frequently  and  the  use  of  a facsimile  transmission  would 
greatly  aid  the  accuracy  and  the  intent.  Additionally,  I 
there  was  the  possibility  of  communication  between  our 
headquarters  and  the  individual  county  societies. 

With  all  of  these  possibilities  in  mind,  four  manufac- 
turers’  equipment  was  thoroughly  studied  . . . time  and  line 
charges  were  tabulated  with  each  machine  including  the 
initial  costs.  No  accurate  study  could  be  based  completely 
on  price  alone  so  the  quality  of  each  machine  and  benefits 
derived  thereof  came  into  judgment.  Figures  were  derived 
for  each  one  of  seven  test  areas  with  consultants  from  the 
telephone  company  contributing  information.  All  of  the 
Society’s  internal  phone  operations  were  evaluated  and  a 
study  of  the  plausible  use  of  a WATTS  service  line  at  a 
further  date  was  also  reported  upon. 

The  three  month  study  concluded  with  three  recom- 
mendations: (1)  there  is  substantial  need  for  facsimile 
transmission  between  Lake  Success  and  the  Albany  legis- 
lative office;  (2)  the  Medical  Liability  Mutual  Insurance 
Company  should  be  urged  to  rent  equipment  that  would 
be  compatible  with  the  one  eventually  to  be  used  by 
MSSNY  so  that  we  may  have  an  immediate  flow  of  infor- 
mation; (3)  planning  should  be  developed  and  county 
medical  societies  should  be  involved  and  should  house  their 
own  machines. 

As  a consequence  of  this  study  the  Medical  Society  of  the 
State  of  New  York  has  accepted  the  recommendation  of 
our  investigation  and  we  have  begun  the  first  stage  by 
renting  a Xerox  telecopier  to  be  used  for  transmission  be- 
tween our  headquarters  and  Albany. 

HISTOR  Y OF  THE  MEDICAL  SOCIETY.  A history 
of  the  Medical  Society  of  the  State  of  New  York  and  the 
individual  county  societies  was  undertaken  by  this  division 
resulting  from  an  inquiry  as  to  why  some  societies  were  not 
incorporated. 

The  research  was  gathered  from  the  historical  medical 
transcripts  and  information  dating  back  to  1794.  The 
growth  patterns,  medical  knowledge,  and  changing  societal 
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trends  all  were  traced  and  explained  much  of  the  Statewide 
patterns  existing  today. 

An  effort  is  now  being  made  to  pursue  the  individual 
county  societies’  history.  This  has  now  been  agreed  upon 
by  the  committee  and  it  has  been  suggested  that  each  so- 
ciety undertake  its  own  historical  study,  either  with  the 
cooperation  of  a person  from  within  the  society’s  mem- 
bership or  through  the  local  county  historical  society. 
After  this  has  been  accomplished  it  is  felt  that  it  will  be 
propitious  to  publish  a compilation  of  the  material  con- 
cerning all  the  societies.  There  has  been  a great  deal  of 
enthusiasm  expressed  and  generated  for  this  idea. 

MALPRACTICE  SURVEY  In  March  of  1975,  due  to 
the  imminent  health  care  crisis  resultant  from  the  mal- 
practice insurance  problem,  the  division  worked  with  the 
Division  of  Public  and  Professional  Affairs  in  devising  a 
confidential  questionnaire  to  be  answered  by  each  physi- 
cian receiving  the  News  of  New  York  (38,000). 

The  response  was  overwhelming  in  this  direct  mail  sur- 
vey since  22%  of  those  polled  responded.  This  is  an  out- 
standing percentage  since  3%  is  the  national  expected  re- 
turn. Within  10  days  of  the  mailing,  8,465  doctors  re- 
turned their  questionnaires.  These  were  opened  and  in- 
dividually keypunched  and  verified.  A computer  program 
was  then  written  which  gave  an  array  of  statistical  infor- 
mation such  as  percentages  regarding  physicians’  ages, 
specialties,  and  locations,  if  practicing.  These  variables 
were  then,  through  computer  process,  analyzed  against  the 
indicated  decision  to  remain  and  practice  medicine  in  this 
State  despite  the  malpractice  crisis. 

A lengthy  report  was  disseminated  including  the  actual 
statistics  and  the  conclusive  findings.  Returns  continued 
to  come  to  the  office  for  as  long  as  2V>  months  following  the 
original  survey,  pointing  out  the  importance  in  directly 
polling  the  feelings  of  the  physician  at  the  “grass  roots” 
level,  whose  needs  we  serve. 

PERSONNEL  POLICY  MANUAL.  Inasmuch  as  the 
personnel  policy  manual  for  all  MSSNY  employees  had  not 
been  revised  in  many  years  it  was  deemed  necessary  to 
rewrite  and  update  the  policies  in  the  manual.  This  as- 
signment was  given  to  the  Division  of  Research  and  Plan- 
ning in  August.  To  implement  this  process  the  existing 
policy  manual  was  studied  and  several  recommendations 
were  made  to  delete  policies  which  were  now  in  existence. 
In  addition  to  this,  the  medical  care  insurance  and  the 
benefit  package  was  studied  as  well  as  other  fringe  benefits 
such  as  holidays,  vacations,  etc.  The  study  which  involved 
contacting  several  industries  in  the  area  and  out  of  the  area 
provided  information.  The  industries  included  large 
corporations,  profit-making  corporations  of  the  size  of 
MSSNY  (staff  wise)  and  nonprofit  making  organizations 
such  as  the  Nursing  Association  and  the  Hospital  Associ- 
ation of  New  York.  After  all  materials  and  ideas  were 
gathered  this  infomation  was  correlated  and  brought  forth 
and  the  recommendations  for  policy  changes  and  imple- 
mentation were  introduced.  After  this  stage  of  the  process 
had  been  completed,  several  meetings  were  held  between 
this  division,  the  Executive  Vice-President  and  division 
directors  at  which  time  each  of  the  recommended  changes 
was  scrutinized  and  the  projected  impact  was  elaborated 
on.  This  process  took  almost  two  months  and  the  manual 
underwent  many  changes,  not  only  in  policy  but  editorially. 
The  end  result  of  this  complete  study  is  that  each  employee 
now  has  a new  policy  manual  which  defines  all  the  policies 
of  the  Medical  Society  of  the  State  of  New  York  as  they 


govern  the  employees  during  their  working  hours,  their 
rules  and  regulations. 

PHYSICIAN  DISTRIBUTION.  The  study  of  the 
distribution  of  physicians  continues  to  be  of  ongoing  con- 
cern to  this  division.  The  uneven  distribution  of  medical 
care  within  the  State  is  of  prime  importance  and  with  re- 
search statistics,  areas  in  need  of  health  care  could  be  made 
available.  This  would  greatly  aid  the  recent  medical 
graduate,  physicians  wishing  to  relocate,  and  medical 
groups;  would  serve  as  an  indicator  for  the  universities;  and, 
in  g .pneral  would  reshape  the  entire  health  services  picture 
Statewide. 

Our  information  will  be  reamed  for  the  individual  county 
societies  but  will  also  extend  into  the  needs  of  the  com- 
munity by  approaching  the  Chambers  of  Commerce,  hos- 
pitals, and  consumer  groups.  After  our  investigation  is 
completed,  the  findings  will  be  passed  along  to  the  Division 
of  Scientific  Activities  for  implementation  in  their  man- 
power placement. 

PSRO  AND  DATA  PROCESSING.  The  Division  of 
Research  and  Planning  has  been  actively  involved, 
throughout  the  entire  year,  in  concepts  of  data  processing 
and  in  working  as  a consultant  to  the  PSRO  State  Support 
Center  and  the  PSRO  Committee.  Some  of  the  detailed 
analysis  done  by  this  division  was  a comprehensive  analysis 
of  t he  N YSUR  system  given  at  the  time  that  N YSUR  was 
being  submitted  to  the  Health  Department  as  the  system 
to  be  used  in  New  York  State  for  PSRO  data  record  pro- 
cessing. Among  other  things  accomplished  through  the 
consulting  basis,  are  the  analysis  of  several  data  processing 
vendors  who  have  wished  to  pursue  the  sale  of  services  to 
PSROs  in  New  York,  and  the  preparation  of  a request  for 
proposed  data  processing  services  submitted  to  the  Health 
Department  in  Washington,  D.C.  for  review.  Inasmuch 
as  the  data  file  functions  in  the  processing  concepts,  used 
by  the  PSROs,  are  vital  and  since  confidentiality  cannot 
be  broken  in  the  dissemination  of  this,  information  must 
be  scrutinized  carefully  and  closely,  and  the  data  processing 
knowledge  held  within  the  Division  of  Research  and 
Planning  has  been  a vital  part  of  the  overall  concepts  of  the 
PSRO  State  Support  Center. 

Insurance  and  Membership  Benefits 

GENERAL  INSURANCE.  There  are  approximately 
5,000  participants  in  the  Medical  Society  of  the  State  of 
New  York  supplemental  insurance  programs.  Thus  far, 
a Group  Life,  Disability  Income,  and  Professional  Over- 
head Expense  programs  have  been  implemented.  Sup- 
plemental Inhospital  Indemnity  and  Accidental  Death  and 
Dismemberment  Insurance  programs  have  been  approved 
and  are  in  the  process  of  being  implemented.  The  un- 
derwriting company,  the  Continental  Insurance  Group,  has 
advised  us  that  a substantial  volume  of  insurance  has  been 
written  at  the  county  level.  In  part,  this  is  due  to  the 
supplemental  nature  of  the  State  programs.  Therefore, 
all  the  programs  should  be  stronger  because  of  the  large 
number  of  physicians  enrolled. 

Other  forms  of  insurance  for  the  personal  and  profes- 
sional needs  of  the  membership  are  being  studied.  Among 
these  are  major  medical  and  such  casualty  lines  as  Group 
Auto  and  Homeowners  Insurance.  At  the  present  moment 
in  time,  the  underwriting  market  for  casualty  and  liability 
insurance  is  extremely  limited. 

MEMBERSHIP  BENEFITS.  The  Committee  on 
Membership  Benefits  is  continuing  to  develop  the  theme 
“Membership  pays,  it  does  not  cost.” 
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This  past  year  the  following  new  membership  benefits 
were  introduced:  Avis  Car  Rental  and  Car  Leasing  with 
special  discounts  and  services  to  our  members;  Chemical 
Bank  set  up  a special  financial  program  for  members  of 
MSSNY;  a Physicians  Travel  Club  has  been  established 
for  assistance  to  our  group;  specially  negotiated  prices  with 
one  of  the  world’s  largest  distributors  of  Waterford  Crystal 
for  the  membership — imported  directly  from  Waterford, 
Ireland;  reduced  prices,  through  the  Society  Club  set  up 
for  physician  members,  at  leading  restaurants  in  New  York 
City,  theatres,  and  sporting  events;  substantial  discounts 
on  appliances,  furniture  and  major  items  (with  a lowest 
price  guarantee),  through  a large  wholesale  purchasing 
organization. 

Another  leasing  and  car  buying  company  was  approved 
by  the  Council  to  enable  our  membership  to  enjoy  com- 
petitive prices  on  leasing,  and  major  savings  on  the  pur- 
chase of  all  types  of  cars,  foreign  or  domestic,  at  substantial 
savings,  through  the  Carann  Leasing  Corporation  of 
Westbury,  New  York.  Prices  on  new  cars  are  close  to 
wholesale  and  are  delivered  anywhere  in  the  State. 

Special  discounts  ranging  up  to  45%  on  medical  texts  and 
general  interest  books  were  arranged  with  the  Macmillian 
Publishing  Company. 

The  Encyclopedia  Britannica  Company  has  agreed  to 
give  our  physician  members  bonus  features  and  additional 
consideration  when  they  apply  for  this  publication. 


Business  Division 

The  following  are  the  activities  undertaken  by  the 
Business  Division: 

ACCOUNTING  DEPARTMENT.  Established  an 
order  and  billing  subdepartment.  All  orders  for  any 
MSSNY  publications  must  now  filter  through  this  de- 
partment. This  closes  previous  loopholes  and  gives  control 
at  one  central  point. 

DATA  PROCESSING  DEPARTMENT,  (a)  Estab- 
lishment of  a new  department  which  now  is  exclusively 
working  on  data  processing  of  membership  records,  i.e., 
dues  billing,  dues  collection,  periodic  dues  paid,  and  unpaid 
reports  (This  program  was  previously  done  by  the  Ameri- 
can Medical  Association  called  AMCAP);  (b)  The  de- 
partment is  presently  working  on  automating  the  State 
Society’s  payroll  system  and  following  that,  the  automation 
of  the  financial  records  of  MSSNY.  (c)  Following  com- 
pletion of  2(b)  above,  the  department  will  work  on  com- 
puterization of  the  necessary  records  and  information  for 
production  of  future  editions  of  the  Medical  Directory  of 
New  York  State;  (d)  A further  longrange  project  is  the 
computerization  of  information  that  will  be  required  for 
keeping  of  physicians’  records  re  the  proposed  continuing 
medical  education  program. 


It  is  expected  that,  when  all  programs  are  implemented, 
there  will  be  a saving  to  the  State  Society  of  over 
$100,000.00. 

MEMBERSHIP  AND  MEDICAL  DIRECTORY  DE- 
PARTMENT. Production  of  the  1976-77  Medical  Di- 
rectory is  on  schedule  and  it  is  anticipated  that  it  will  be 
mailed  to  our  membership  in  June,  1976. 

PURCHASING  DEPARTMENT.  We  continued  the 
policy  of  requiring  requisitions  for  all  purchases  and 
competitive  bidding  on  certain  jobs  as  required. 

JOURNAL  ADVERTISING.  Journal  advertising  is 
experiencing  a loss  in  revenue  in  1976.  This  seems  to  be 
a trend  in  associations  of  our  type  because  of  tight  phar- 
maceutical house  budgets.  Our  loss  may  equal  20%  in  1976 
as  compared  to  1975.  However,  it  is  reported  that  other 
state  medical  societies  are  experiencing  up  to  a 50%  loss. 

TECHNICAL  EXHIBITS.  1975  exhibit  rentals  ex- 
perienced a slight  loss  in  revenue  as  compared  to  some  prior 
years.  It  is  expected  that  1976  will  compare  favorably  with 
1975.  New  Internal  Revenue  Service  regulations  pub- 
lished in  December  1975  make  it  incumbent  upon  us  to 
turn  down  a majority  of  technical  exhibit  applications  that 
are  unrelated  to  the  Society’s  primary  purposes.  These 
regulations  include  policing  the  exhibits  to  see  that  no 
“actual  selling”  of  products  is  taking  place. 

OTHER  ACTIVITIES,  (a)  Because  of  new  Internal 
Revenue  Service  Regulations  enacted  in  December  1975, 
the  director  attended  a meeting  of  the  “Big  Ten”  State 
Medical  Societies  in  Chicago,  Illinois  on  March  11,  1976, 
to  see  what  we  could  do  to  counteract  these  regulations;  (b) 
as  a result  of  (a)  above,  the  director  is  acting  as  liaison  be- 
tween the  “Big  Ten”  Medical  Societies  and  the  American 
Society  of  Association  Executives  (ASAE)  to  see  how  we 
can  best  attack  the  problem  of  unrelated  business  income. 
In  cooperation  with  the  “Big  Ten”  state  societies  and  the 
ASAE,  we  wrote  to  the  members  of  the  U.S.  Senate  Finance 
Committee  and  to  the  two  Senators  from  New  York  ex- 
pressing our  displeasure  with  the  new  I.R.S.  regulations 
and  requesting  that  the  proposed  tax  reform  act  of  1976  be 
amended  so  as  to  be  more  equitable  to  nonprofit  associa- 
tions. (c)  The  division  is  now  undergoing  I.R.S.  exami- 
nation of  financial  information  returns  for  the  years  1972, 
1973,  and  1974.  An  unfavorable  ruling  in  the  area  of  un- 
related business  income  tax  can  mean  an  assessment 
against  the  State  Society  in  the  area  of  more  than 
$100,000. 

The  director  is  presently  working  on  the  necessary 
amendments  and  other  requirements  as  called  for  by  the 
Employee  Retirement  Income  Security  Act  of  1974 
(ERISA).  This  law  requires  that  certain  changes  must 
take  place  within  our  pension  program  and  also  demands 
that  information  be  disseminated  to  our  employees,  in- 
forming them  of  the  contents  of  the  plan  and  their 
rights. 
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PSRO  and  Related  Activities 

Since  1973  when  the  Statewide  Support  Center  was  or- 
ganized, it  has  become  an  integral  part  of  the  Medical  So- 
ciety’s activities  to  assist  the  physician  groups  of  New  York 
State  to  organize  regional  PSRO  programs.  During  1975 
there  was  a considerable  amount  of  progress  made  by  the 
PSROs  with  the  able  assistance  of  our  Support  Center.  It 
was  during  this  year  that  the  Advisory  Council  to  PSRO 
which  had  one  physician  representative  was  expanded  to 
include  the  executive  directors  from  those  areas  which  have 
already  received  funds.  This  allowed  for  the  integration 
and  discussion  of  the  technical  and  professional  problems 
and  procedures  which  is  necessary  to  operate  a well-orga- 
nized program. 

Since  the  onset  of  the  program  which  was  promulgated 
under  PL  92-603  in  1973,  the  greatest  amount  of  progress 
was  made  this  last  year.  It  was  during  1975  that  9 desig- 
nated PSRO  regions  were  granted  conditional  status  by 
HEW.  There  are  4 organizations  that  have  submitted 
requests  and  are  awaiting  conditional  status  (ed.  note: 
they  will  be  operational  by  October  1,  1976)  and  4 of  the 
regions  have  submitted  application  for  planning  funding. 
This  was  accomplished  through  the  efforts  of  the  physician 
groups  in  the  various  regions  and  in  many  cases  with  the 
able  assistance  of  our  Support  Center  who  provided  tech- 
nical assistance. 

One  of  the  important  purposes  of  the  Support  Center  is 
to  provide  on-going  educational  programs.  In  1975,  a 26 


minute  videotape  entitled,  “PSRO:  A Discussion”  was  set 
up.  This  is  a panel  discussion  covering  legislation  history 
of  PL  92-603  including  issues  of  confidentiality,  estab- 
lishment of  norms,  criteria,  and  standards,  PSRO  and 
malpractice  and  membership  responsibility.  This  video- 
tape has  been  made  available  to  all  physician  groups  and 
other  health  services  at  no  cost. 

Early  in  1975  a handout  entitled,  “PSRO  Questions  and 
Answers”  was  sent  through  the  mail  and  distributed  at  the 
last  Annual  Convention.  The  members  of  the  Support 
Center  attended  meetings  and  spoke  to  both  the  physicians 
and+iealth  related  personnel  concerning  the  PSRO  pro- 
gram. 

The  director  of  the  division  has  represented  the  Medical 
Society  at  the  National  PSR  Council  meetings  in  Wash- 
ington, D.C.  where  he  has  testified  on  various  important 
matters  such  as  voicing  MSSNY’s  unalterable  opposition 
to  the  use  of  the  Social  Security  number  as  a national 
identifier  in  the  PSRO  program.  He  has  given  valuable 
assistance  to  the  Medical  Society  in  providing  and  dis- 
seminating information  concerning  the  program  on  the 
national  scene.  In  addition,  he  has  attended  meetings 
around  the  country  and  throughout  the  State  to  be  equally 
aware  of  what  is  occurring  with  regard  to  the  implemen- 
tation and  operation  of  the  PSRO  program. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D. 
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EX  EC  l ni  VE  VICE-PRESIDENT 
( SUPPLEMENTARY ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
Following  is  a report  of  the  activities  of  the  Divisions  of 
our  Society  since  our  last  account  in  late  August: 
DIVISIONS 

Scientific  Activities 

The  annual  meeting  of  the  Commissions  on  Public 
Health  and  Education  was  held  in  Albany  on  July  16th  and 
17th.  It  serves  as  a means  of  communication  between  the 
Medical  Society  of  the  State  of  New  York  and  the  New 
York  State  Health  Department  and  has  resulted  in  an  ex- 
cellent liaison  between  all  the  committees  in  the  division 
and  their  counterparts  in  the  Health  Department. 
Transcripts  of  the  proceedings  of  this  meeting  will  be 
available  for  distribution  to  interested  members  at  the 
Society’s  booth  in  Albert  Hall  during  the  Annual  Con- 
vention. 

Following  the  instructions  of  the  House  of  Delegates  at 
its  special  meeting  last  November,  the  Committee  on 
Continuing  Medical  Education  has  taken  the  leadership 
in  the  final  establishment  of  the  New  York  Council  on 
Continuing  Medical  Education.  The  first  organizational 
meeting  of  the  Council  will  have  been  held  by  the  time  this 
report  is  presented  to  the  House  of  Delegates.  The  Council 
is  sponsored  by  the  Medical  Society  of  the  State  of  New 
York,  the  Association  of  Specialty  Medical  Societies  of  New 
York,  and  the  Associated  Medical  Schools  of  New  York. 
The  New  York  State  Departments  of  Health  and  Educa- 
tion serve  the  Council  in  advisory  capacities.  The  purposes 
for  which  the  Council  has  been  formed  are  as  follows: 

To  foster  a statewide  approach  for  Continuing  Med- 
ical Education,  using  relevant  educational  means  to 
improve  the  quality  of  medical  care,  by: 

(a)  Making  periodic  determinations  of  the  needs 
for  continuing  medical  education. 

(b)  Encouraging  continuing  medical  education 
programs  for  New  York  State  physicians. 

(c)  Developing  procedures  for  documenting  physi-  . 
cian  participation  in  continuing  medical  education, 
and 

(d)  Maintaining  a registry  of  ongoing  continuing 
medical  education  programs. 

Also  pursuant  to  instructions  of  the  House  of  Dele- 
gates to  cooperate  with  the  American  Medical  Associa- 
tion— Physician’s  Recognition  Award  program,  the  divi- 
sion has  been  active  in  organizing  a Committee  on  Surveys 
in  the  Commission  on  Education.  Three  site  surveys  have 
already  been  completed  and  several  others  are  being 
planned  for  the  purpose  of  accrediting  institutions  in  New 
York  State  which  wish  to  participate  in  the  AMA  program. 
The  division  director  is  involved  in  the  planning  of  the 
surveys  and  has  participated  as  a member  of  the  survey 
team.  It  is  part  of  our  planning  that  all  physicians  in  New 
York  State  will  be  provided  with  many  opportunities  to 
fulfill  their  continuing  medical  education  needs  at  a min- 
imum of  expense  in  time  and  money. 

The  director  of  this  division  has  continued  to  staff  the 
numerous  committee  meetings  held  at  MSSNY  head- 
quarters and  has  traveled  throughout  the  State  and  to 
Chicago  in  order  to  keep  himself  abreast  of  the  times  in  the 
many  areas  in  which  the  division  is  involved. 


Scientific  Publications 

For  the  first  time,  the  Journal  is  in  the  peculiar  position 
of  having  considerable  material  set  in  type,  for  which 
publication  is  delayed  to  keep  balance  of  pages  between 
advertising  and  editorial  matter.  We  must  limit  published 
editorial  material  because  advertising  pages  have  fallen  off. 
We  trust  this  situation  will  improve.  It  is  unfortunate  to 
have  accepted  manuscripts  held  up  for  extensive  periods 
of  time. 

The  Journal  staff  has  been  busy  with  annual  convention 
material,  including  the  convention  program  prepared  for 
submission  to  the  Journal  by  the  Division  of  Scientific 
Activities  and  the  manager  of  technical  exhibits  from  which 
the  program  book  is  derived.  Also,  the  September  issue, 
Part  2,  includes  reports  to  the  House  of  Delegates  and  the 
resume  of  instructions  will  appear  in  the  October  Journal. 
These  reports  have  been  more  voluminous  this  year  than 
heretofore,  and  are  prepared  for  publication  in  the  Journal 
by  the  Office  of  the  Executive  Associate. 

Medical  Services 

WORKMEN’S  COMPENSATION  AND  OCCUPATIONAL 
HEALTH 

The  division  director  has  continued  to  attend  the 
monthly  meetings  of  the  Advisory  Committee  on  the 
Medical  Fee  Schedule  and  Allied  Problems  with  prior 
preparation  of  data  for  briefing  the  MSSNY  representa- 
tives. Of  note  are  recent  discussions  relative  to  the  Podi- 
atry and  Chiropractic  fee  schedules  and  their  relationship 
to  the  medical  fee  schedule.  Problems  involving  particular 
physicians  raised  by  the  other  members  of  the  Advisory 
Committee  have  been  followed  up  by  communications  with 
the  involved  physician  or  specialty  society  group.  The 
division  is  gathering  material  necessary  for  the  imminent 
negotiations  to  revise  the  medical  fee  schedule.  The  di- 
rector has  been  appointed  to  the  Economics  Committee 
constituted  by  the  Workmen’s  Compensation  Board 
Chairman  to  establish  a data  base  to  be  utilized  in  deter- 
mining justified  fee  increases. 

The  director  has  attended  a number  of  workmen’s 
compensation  arbitration  hearings,  noted  problems  that 
require  follow-up,  and  continued  to  represent  the  interests 
of  our  members  within  the  provisions  of  the  Workmen’s 
Compensation  Law. 

Another  episode  of  discord  between  the  Nassau  County 
Medical  Society  and  the  Workmen’s  Compensation  Board 
was  received  amicably  as  a result  of  a meeting  that  the  di- 
vision director  was  able  to  set  up  between  representatives 
of  the  two  groups. 

In  addition  to  formal  meetings,  the  division  director  has 
had  a number  of  informal  meetings  with  the  Chairman  of 
the  WCB,  members  of  his  executive  staff  and  Counsel’s 
office  to  resolve  or  clarify  situations  involving  the  practice 
of  medicine  under  the  WCL.  These  sessions  have  been 
harmonious,  cooperative,  and  productive. 

There  is  concern  whether  the  regulations  now  being 
developed  by  the  WCB  will  effect  the  intent  of  the  recently- 
enacted  WCL  amendment  authorizing  enforced  payment 
of  noncontroverted  bills;  and  the  director  is  meeting  with 
the  concerned  individuals  at  the  Board  to  see  to  it  that  the 
anticipated  end  result  is  attained. 

INTERSPECIALTY  COMMITTEE 

There  has  been  one  further  meeting  of  this  committee. 
In  addition  there  has  been  considerable  informal  activity 
involving  the  individual  members  of  the  committee  as  well 
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as  their  specialty  societies.  Another  meeting  is  scheduled 
for  November  7. 

The  director  was  invited  to  and  attended  the  annual 
meeting  of  the  New  York  State  Society  of  Internal  Medi- 
cine and  participated  in  its  workshops  and  deliberations. 
This  participation  was  worthwhile  both  in  affording  an 
opportunity  to  present  the  MSSNY  positions  on  the  vari- 
ous topics  discussed  as  well  as  having  these  positions  sup- 
ported by  and  correlated  with  those  taken  by  the  State 
Society  of  Internal  Medicine. 

Also,  the  director  has  attended  the  meetings  of  the 
MSSNY  Committee  on  Continuing  Medical  Education  and 
the  New  York  State  Council  on  Continuing  Medical  Edu- 
cation, interrelating  this  with  the  subcommittee  on  Con- 
tinuing Medical  Education  of  the  Interspecialty  Com- 
mittee. Appropriate  material  was  distributed  to  those 
involved  in  these  activities. 

HEALTH  SYSTEMS  AGENCIES  COORDINATING 
COMMITTEE 

This  committee  met  on  September  29, 1976  and  current 
materials  were  made  available  to  the  committee  members 
to  assist  them  in  their  deliberations.  Arrangements  are 
in  progress  for  a meeting  on  November  10,  1976  with  a 
panel  composed  of  representatives  from  the  State  and 
Federal  groups  as  well  as  representatives  of  the  American 
Medical  Association  and  the  State  Medical  Society. 

MEDICAL  CARE  INSURANCE  COMMITTEE 

The  division  has  continued  to  be  involved  on  a day-to- 
day  basis  in  responding  to  complaints  or  problems  pre- 
sented by  our  members  and  in  contacting  carriers  to  resolve 
these  problems.  Our  liaison  with  the  third  party  payors 
is,  overall,  very  satisfactory. 

The  director  has  attended  meetings  of  the  Medical 
Policy  Advisory  Committee  of  Blue  Cross — Blue  Shield  of 
Greater  New  York.  There  have  been  some  disturbing 
proposals  advanced  recently;  and  arrangements  have  been 
made  for  a representative  of  Blue  Cross — Blue  Shield  to 
present  the  new  programs  to  the  committee  on  October  21 
so  that  a MSSNY  position  can  be  considered. 

HOSPITAL  AND  PROFESSIONAL  RELATIONS 
COMMITTEE 

There  have  been  two  meetings  of  this  committee  since 
the  last  in  June.  There  have  been  major  issues  raised  and 
discussions  were  held  with  the  Vice  President  for  Medical 
Affairs  of  the  Hospital  Association  of  New  York  State. 

There  has  been  an  increasing  number  of  inquiries  ad- 
dressed to  this  division  that  involve  the  relationships  of 
physicians  with  their  hospitals,  and  it  is  probable  that  the 
number  of  such  issues  will  increase.  With  this  in  mind,  the 
director  is  exploring  the  possibility  of  district  branch  in- 
volvement to  deal  with  local  issues  so  that  we  can  concen- 
trate on  the  broader  Statewide  problems. 

SOCIOECONOMICS 

One  other  meeting  has  been  held  by  this  committee  since 
June.  The  problems  pertinent  to  this  committee  include 
national  health  insurance  programs,  cost  containment 
proposals,  and  the  many  plans  advanced  to  radically  alter 
the  health  care  delivery  system.  This  general  area  has 
required  and  will  continue  to  necessitate  considerable  time 
and  effort  to  review  the  literature,  the  assembling  and 
preparation  of  information  for  the  committee  to  keep  them 
well  informed  to  consider  and  act  on  ongoing  develop- 
ments. 

The  director  has  continued  to  meet  with  the  Depart- 
ment of  Social  Services,  Bureau  of  Disability  Determina- 


tions and  participate  in  its  deliberations.  When  the 
problem  of  possible  coverage  of  drug  addicts  under  this 
program  was  raised,  he  arranged  for  that  matter  to  be  re- 
ferred to  and  discussed  with  the  MSSNY  Drug  Abuse 
Committee. 

General  Counsel 

A great  deal  of  time  has  been  spent  on  researching  the 
various  legal  theories  on  which  a countersuit  could  be 
successfully  brought  by  a physician  who  had  been  unjustly 
subjected  to  a malpractice  action.  These  include  “abuse 
of  process,”  “malicious  prosecution,”  “attorney  miscon- 
duct,” “libel,”  and  “negligence.”  The  General  Counsel  has 
corresponded  with  his  counterparts  in  other  states  to  de- 
termine the  actions  taken  by  the  various  state  medical 
societies  in  support  of  their  members  desiring  to  counter- 
sue. A tremendous  volume  of  material  has  been  accumu- 
lated, analyzed,  and  made  available  to  the  Council  Ad  Hoc 
Committee  to  Study  the  Feasibility  of  Countersuits.  The 
Council’s  action  on  their  recommendations  will  be  reported 
elsewhere  to  the  House. 

The  General  Counsel  has  worked  with  trial  counsel  to 
prosecute  the  challenge  to  those  parts  of  Chapter  76  of  the 
Laws  of  1976  requiring,  among  other  objectionable  fea- 
tures, a second  opinion  for  nonlife  saving  or  nonemergency 
surgery  for  Medicaid  patients.  A petition  for  a preliminary 
injunction  staying  implementation  of  the  unacceptable 
regulations  has  been  filed  in  Federal  Court  pending  a trial 
on  the  constitutionality  of  Chapter  76.  At  the  time  of  the 
preparation  of  this  report,  a decision  had  not  been  is- 
sued. 

In  addition,  the  Office  of  the  General  Counsel  has  pre- 
pared legal  papers  in  opposition  to  a challenge  to  the  ju- 
risdiction of  the  Judicial  Council  to  hear  an  appeal  by  a 
member  whose  rights  and  priviliges  as  a member  have  al- 
legedly been  adversely  affected  by  his  county  medical  so- 
ciety. This  matter  is  pending  at  this  writing. 

The  General  Counsel  has  continued  to  supply  legal  ad- 
vice and  counseling  to  the  PSRO  Support  Center  at 
headquarters  with  particular  reference  to  HEW  contracts 
and  amendments  thereof,  and  legal  guidance  to  the  various 
staff  divisions  of  the  Society. 

Governmental  Relations 

ALBANY  OPERATIONS 

The  New  York  State  Legislature  recessed  on  June  29, 
1976,  and  did  not  return  to  formal  session  before  ad- 
journing for  the  year  on  July  30, 1976.  During  the  month 
of  June,  the  director  and  our  Legislative  Counsel  worked 
diligently  on  malpractice  legislation  and  our  MSSNY 
program  bills  on  other  matters.  Following  the  recess  on 
June  29,  they  followed  the  actions  taken  by  the  Governor, 
and  our  Legislative  Counsel  submitted  position  statements 
to  him  on  the  major  health  bills  awaiting  his  signature.  As 
a result  of  this  effort,  three  of  our  objectives  on  malpractice 
were  attained  with  the  enactment  of  Chapter  955  of  the 
Laws  of  1976. 

Capitol  News,  our  weekly  legislative  newsletter,  was 
published  each  week  during  the  regular  session,  with  two 
additional  issues  covering  the  final  actions  of  both  houses 
and  the  Governor’s  signing  period.  In  all,  twenty-three 
issues  were  distributed  from  Albany  this  year. 

Following  adjournment  of  the  regular  session,  the  Leg- 
islature met  in  special  session  to  consider  court  reform 
legislation.  Our  Albany  representatives  monitored  this 
session;  however,  no  matters  relating  to  health  or  the 
practice  of  medicine  were  taken  up  by  the  lawmakers. 
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HEADQUARTERS  ACTIVITIES 

With  regard  to  State  Legislation,  the  division  staff  as- 
sisted the  Director  and  our  Legislative  Counsel  during  the 
closing  weeks  of  the  session  and  followed  the  actions  of  the 
Governor  during  the  recess  period.  After  adjournment  of 
the  regular  session,  work  was  begun  on  the  “1976  Health 
Legislation  Brochure”  which  was  completed  and  distrib- 
uted in  early  September.  This  brochure  is  a concise 
compilation  of  the  major  health  bills  considered  by  the 
Legislature  this  year.  In  addition,  the  director  and  his  staff 
have  made  arrangements  for  meetings  of  the  State  Legis- 
lation Committee  and  the  Annual  Conference  of  County 
Medical  Society  Legislation  Representatives.  This  has 
included  solicitation  of  legislative  proposals  for  our  1977 
program,  and  preparation  of  all  materials  for  committee 
meetings  and  the  Conference. 

During  the  recent  session,  the  division  also  prepared  and 
distributed  the  Legislation  Action  Bulletin  (LAB)  to 
county  societies,  liaison  physicians  and  the  Woman’s 
Auxiliary.  These  LAB  bulletins  contained  MSSNY’s 
position  statements  and  memoranda  from  the  executive 
vice-president  to  members  of  the  Legislature.  This  year 
the  “Legislation  Action  Bulletin”  was  utilized  very  effec- 
tively. 

With  regard  to  Federal  legislation,  the  director  and  his 
assistant  have  continued  to  follow  developments  on  health 
legislation  in  Congress.  They  have  also  been  in  frequent 
contact  with  the  Washington  Office  of  the  AM  A on  several 
major  bills  of  importance  to  our  members.  Since  May,  the 
division  has  cooperated  with  the  office  of  executive  vice- 
president  on  the  preparation  of  letters  and  mailgrams  to 
key  Senators  and  Congressmen  on  these  bills.  In  addition, 
the  director  and  his  staff  prepared  materials  for  the  last 
meeting  of  the  Federal  Legislation  Committee  held  on  June 
17,  1976.  On  a quarterly  basis,  the  division  also  compiles 
a report  on  Federal  health  legislation  for  publication  in  the 
News  of  New  York. 

STATE  LEGISLATION  COMMITTEE 

On  September  16, 1976,  the  State  Legislation  Committee 
conducted  its  regular  Fall  meeting  at  MSSNY  Head- 
quarters. At  this  meeting,  the  committee  developed  the 
proposed  legislative  program  of  our  State  Medical  Society 
for  the  coming  year.  The  committee  reviewed  our  legis- 
lative program  from  1976  and  considered  new  proposals 
from  MSSNY  committees,  county  medical  societies,  spe- 
cialty societies,  individual  members  and  the  AMA.  The 
director  and  his  assistant  were  participants  at  the  meet- 
ing. 

On  October  13,  1976,  the  committee  met  at  the  Hilton 
Inn.  Syracuse,  to  review  those  items  remaining  from  its 
September  agenda,  and  to  finalize  arrangements  for  the 
Annual  Legislative  Conference  scheduled  for  the  following 
day.  The  director  and  assistant  attended  this  meeting. 

FEDERAL  LEGISLATION  COMMITTEE 

The  Federal  Legislation  Committee  met  on  June  17, 
1976  at  State  Medical  Society  Headquarters.  At  the 
meeting,  the  committee  received  a report  from  the  director 
on  the  activities  of  the  division,  reviewed  major  health 
legislation  pending  in  Congress,  and  considered  recom- 
mendations from  committee  members  regarding  future 
activities  of  the  committee.  The  committee  also  made  a 
number  of  recommendations  regarding  positions  on  key 
health  bills  which  were  reported  to  the  Council  in  June  and 
September.  The  director  and  his  assistant  also  partici- 
pated in  this  meeting. 


PUBLIC  HEARINGS 

On  July  22,  1976,  a joint  public  hearing  was  conducted 
by  the  Assembly  Committee  on  Social  Services  and  the 
Assembly  Subcommittee  on  Institutional  Care  in  regard 
to  legislative  proposals  on  Shared  Health  Facilities 
(Medicaid  Mills).  The  director  attended  this  hearing  held 
in  New  York  City,  and  submitted  a statement  on  behalf  of 
MSSNY.  This  statement  was  prepared  by  the  director  in 
consultation  with  other  staff  divisions  and  with  the  ap- 
proval of  the  executive  vice-president. 

On  September  29,  1976,  a joint  public  hearing  on  alter- 
natives to  institutionalization  was  conducted  in  New  York 
City  by  the  Senate  Committees  on  Health  and  Problems 
of  the  Aging  and  the  Assembly  Committee  on  Aging  and 
Subcommittee  on  Institutional  Care.  The  director  at- 
tended this  hearing  and  monitored  the  proceedings  for 
MSSNY. 

REGENTS  LEGISLATIVE  CONFERENCE 

On  September  10,  1976,  the  Board  of  Regents  held  its 
Annual  Legislative  Conference  at  Chancellor’s  Hall,  Al- 
bany. The  director  represented  our  president,  Ralph  S. 
Emerson,  M.D.,  and  presented  a statement  on  behalf  of  the 
State  Society.  In  consultation  with  the  president  and 
executive  vice-president  and  with  their  approval,  this 
statement  was  prepared  by  the  director  and  his  staff. 

ANNUAL  LEGISLATIVE  CONFERENCE 

The  Annual  Conference  of  County  Medical  Society 
Legislation  Representatives  of  our  State  Medical  Society 
was  conducted  on  October  14,  1976  at  the  Hilton  Inn, 
Syracuse.  At  this  gathering,  our  proposed  State  Legisla- 
tive program  for  1977  was  presented  by  the  chairman  of  the 
State  Legislation  Committee  and  analyzed  by  our  Legis- 
lative Counsel  and  director.  The  proposals  were  discussed 
by  the  participants,  and  there  was  general  agreement  on 
the  program  as  presented.  The  director  and  his  assistant 
handled  all  arrangements  in  Syracuse  and  participated  in 
the  activities  of  the  conference.  The  afternoon  session 
dealt  with  Federal  Legislation  and  methods  for  effectively 
communicating  with  our  lawmakers. 

PSRO  and  Related  Activities 

Since  January,  1976,  the  State  Support  Center  and  the 
PSRO  organizations  in  New  York  State  have  made  sig- 
nificant progress.  Three  additional  areas  have  been  no- 
tified that  they  have  attained  conditional  status.  They  are 
Area  3,  PSRO  of  Central  New  York,  Inc.;  Area  4,  Five- 
County  Organization  for  Medical  Care  and  Professional 
Standards  Review,  Inc.;  and  Area  12,  Richmond  County, 
New  York  PSRO,  Inc.  There  is  one  PSRO,  the  PSRO  of 
Queens  County  which  has  submitted  a request  for  condi- 
tional status  and  will  hopefully  attain  that  prior  to  the  end 
of  this  year.  At  the  present  time  of  the  17  PSROs  in  New 
York  State,  12  are  conditional,  1 is  in  planning  and  4 are 
unfunded.  The  State  Support  Center  has  been  actively 
involved  in  working  with  the  unfunded  areas  to  assist  them 
in  obtaining  planning  status  and  funding.  The  Support 
Center  staff  specifically  has  provided  assistance  in  the 
Albany  region,  Area  7,  which  is  the  PSRO  of  Eastern  New 
York  and  in  Area  8 has  met  with  physician  groups  in  Or- 
ange, Dutchess,  Ulster,  Sullivan,  and  Greene  Counties 
concerning  the  PSRO  for  their  region.  Additional  tech- 
nical assistance  was  provided  to  the  Staten  Island  PSRO 
and  the  Queens  County  PSRO  which  has  enabled  them  to 
obtain  their  present  status.  The  staff  of  the  Support 
Center  wrote  an  affirmative  action  program  which  was 
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adopted  for  universal  use  in  the  PSROs  in  New  York 
State. 

Early  in  1976  the  New  York  Legislature  passed  the 
’ Medicaid  Reform  Bill  which  included  Article  76,  man- 
dating the  State  to  set  up  a review  system  which  duplicates 
PSRO  for  Medicaid  recipients.  This  has  created  a serious 
problem  with  PSROs  since  Federal  law  mandates  that 
utilization  review  is  delegated  to  the  PSROs.  There  have 
been  many  conferences,  meetings,  and  communications 
with  the  PSROs,  the  New  York  State  Health  Department, 
New  York  State  Department  of  Social  Services,  and  Fed- 
eral representatives  concerning  the  role  of  the  PSRO  and 
the  State  regarding  this  legislation.  As  of  this  date,  there 
has  been  no  significant  resolution. 

Since  the  PSROs  in  the  States  of  New  York  and  Cali- 
fornia have  parallel  problems  with  their  State  Health  De- 
partments relative  to  the  review  mechanism  for  Title  XIX 
patients,  a staff  member  of  the  Support  Center  made  a site 
visit  to  discuss  this  problem  with  the  California  Health 
Department  and  various  PSROs. 

The  State  Support  Center  staff  has  actively  participated 
in  the  policy  setting  of  the  New  York  State  Study  For  a 
Unified  Hospital  Data  System,  Inc.  through  the  partici- 
pation of  the  director,  and  the  medical  director,  who  is  also 
a member  of  the  Executive  Committee  of  this  organiza- 
tion. 

The  State  Support  Center  has  begun  to  develop  a pro- 
gram to  do  private  reviews  of  hospital  patients.  These  are 
patients  who  are  covered  by  Blue  Cross  and  commercial 
type  insurance. 

The  staff  has  been  involved  in  discussions  concerning 
Health  Systems  Agencies  to  develop  the  responsibilities 
of  PSRO  to  the  Health  Systems  Agency. 

The  Support  Center  in  its  role  as  educator  has  completed 
development  of  a five-part  videotape  program.  This  series 
of  tapes  will  run  for  160  minutes  and  consist  of  discussions 
concerning  concurrent  review,  the  role  of  physician  advisor, 
the  review  coordinator  and  the  Criteria  Setting  Committee. 
The  tape  will  be  ready  for  viewing  at  the  Medical  Society 
of  the  State  of  New  York’s  Annual  Convention  at  the 
Americana. 

During  the  first  part  of  this  year  the  staffing  of  the 
Statewide  “PSRO  Council”  was  defined  and  the  State 
Medical  Society’s  Council  has  designated  Dr.  Richard  D. 
Eberle  and  Dr.  Charles  Aswad  as  our  representatives.  It 
is  hopeful  that  prior  to  the  MSSNY  meeting  we  will  receive 
notification  from  the  secretary  of  HEW  that  our  repre- 
sentatives have  been  formally  appointed  and  a definite 
date  has  been  established  with  the  PSRO  Council  to  begin 
functioning. 

Lastly,  the  staff  of  the  Support  Center  has  attended 
many  significant  meetings  concerning  the  PSRO  program 
including  the  National  AAPSRO.  regional  Mid-Atlantic 
and  the  National  PSR  Council  meetings. 


Public  and  Professional  Affairs 

During  the  past  five  months,  the  division  with  the  as- 
sistance of  the  Committee  on  Public  and  Professional 
Relations,  has  been  working  to  update  three  of  the  MSSNY 
pamphlets  which  are  contained  in  the  kit  presented  to  new 
members.  Each  of  the  professional  societies  which  co- 
produce and  distribute  the  pamphlets  has  this  year  decided 
its  pamphlet  must  be  extensively  revised. 

“The  Code  of  Understanding”  (for  pharmacists  and 
doctors  of  medicine)  requires  modification  according  to  the 
representatives  of  the  Pharmaceutical  Society  of  the  State 


of  New  York.  Final  agreement  on  changes  will  be  reached 
at  a second  meeting  on  November  17. 

The  Hospital  Association  of  New  York  State  has  referred 
the  pamphlet  “A  Guide  for  Cooperation”  (for  doctors, 
hospitals  and  reporters)  to  its  Executive  Committee  and 
to  its  Committee  on  Communication.  HANYS  reports  it 
is  unacceptable  without  revisions  which  they  will  recom- 
mend. 

“Standards  of  Practice  for  Doctors  and  Lawyers”  will 
be  discussed  on  October  29  by  a special  committee  of  the 
New  York  State  Bar  Association  and  representatives  of 
MSSNY. 

It  is  interesting  to  note  that  these  three  guides  which 
have  stood  the  test  of  20  years  of  usage  are  each  being  re- 
vised within  a single  year. 

Resolution  75-37,  adopted  by  the  House  in  1975,  is  being 
gradually  implemented.  The  first  20  reference  guides  or 
“position  papers”  of  MSSNY  are  to  receive  the  attention 
of  the  Council  on  October  28.  At  least  50  more  subjects  are 
being  given  attention;  and  it  would  appear  that  the  rec-  j 
ommendations  to  distribute  the  guidelines  to  county 
medical  societies  and  officers  in  the  form  of  a manual 
should  follow  soon  after  approval  of  these  additional 
guidelines. 

We  can  now  report  that  the  MSSNY  workshop,  “Es- 
tablishing Yourself  in  Medical  Practice,”  conducted  with 
the  cooperation  of  the  AMA  on  June  8 and  9 in  New  York 
City  was  a great  success.  Allowable  registration  was 
completely  filled  and  the  residents  and  the  physicians 
setting  up  new  practices  were  enthusiastic  in  their  partic- 
ipation. MSSNY  received  many  compliments  regarding 
this  benefit. 

Two  surveys  of  the  membership  were  conducted  during 
the  summer  months.  One  was  an  effort  to  determine  the 
reasons  for  members  resigning  in  1974,  1975,  and  1976. 
The  other  was  a questionnaire  of  new  members  to  evaluate 
the  new-member  program  kits.  Both  surveys  were  suc- 
cessful. We  learned  that  a great  percentage  of  the  resig- 
nations were  either  due  to  retirement  or  to  physicians 
leaving  the  State  of  New  York.  The  returns  from  the  new 
members  surveyed  encourage  us  to  continue  to  distribute 
kits  because  the  new  members  reported  the  material  to  be 
valuable  to  their  new  practice  in  New  York  State. 


Business  Division 

JOURNAL  ADVERTISING 

As  reported  previously,  journal  advertising  has  experi- 
enced losses  as  compared  to  1975.  Comparison  gross 

billings  for  the  nine  months  of  1976  vs.  1975  shows: 

9 months 

1976  $155,351 

1975  200,539 

LOSS $45,188 

TECHNICAL  EXHIBITS 

It  was  previously  reported  that  the  Internal  Revenue 
Service  regulations  of  December,  1975,  prohibited  the 
selling  of  products  at  our  technical  exhibit  area  of  the 
convention.  These  regulations  have  been  rescinded  via 
legislation  (Federal  Tax  Reform  Act  of  1976);  and  it  is  now 
permissible  for  exhibitors  to  sell  their  products.  Despite 
this  new  law,  we  must  be  on  guard  that  our  exhibits  do  not 
take  on  a “carnival”  atmosphere. 
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UNRELATED  BUSINESS  INCOME  TAX 

As  a result  of  this  year’s  IRS  examination  of  our  unre- 
lated business  income,  we  were  assessed  a total,  for  Federal 
and  State  income  taxes,  of  $173,017.00  for  the  years  1973, 
1974  and  1975.  We  have  paid  this  amount  “Under  Pro- 
test.” The  retroactive  assessment  for  1973  and  1974  was 
made  possible  by  new  IRS  regulations  of  December,  1975. 
In  addition,  the  IRS  is  seeking  retroactive  interest  pay- 
ments. The  question  of  legality  of  the  interest  factor  has 
been  turned  over  to  our  tax  attorneys,  Wilkie,  Farr  and 
Gallagher. 

Insurance  & Membership  Benefits 

We  have  implemented  the  following  supplemental  group 
insurance  programs  sponsored  by  the  Medical  Society  of 
the  State  of  New  York:  Group  Life  Insurance,  Disability 
Income,  Overhead  Expense,  Hospital  Indemnity  and 
Fulltime  Accident  Insurance.  Thus  far,  approximately 
7,000  participants  have  been  enrolled.  Currently  we  are 
researching  and  studying  State  supplemental  pension 
programs,  major  medical,  group  homeowners  and  auto 
insurance. 

The  September  1,  1976  issue  of  the  News  of  New  York, 
which  contained  a supplement  highlighting  the  various 
MSSNY  membership  benefits,  has  resulted  in  approxi- 
mately 3,000  physician  members’  responding  for  more  in- 
formation and  details. 


Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  reports  was  presented  by  Jeff  J.  Coletti, 
M.D.,  Chairman. 

Report  of  the  executive  vice-president.  Your  committee 
applauds  Dr.  Fineberg  for  his  expressed  opinion  that 
physicians  are  with  increasing  frequency  insinuating 
themselves  into  the  control  of  the  practice  of  medicine. 
Also,  that  we  are  being  criticized  by  people  who  are  not  our 
peers  in  professional  medical  matters. 

The  executive  vice-president  delineates  the  present  table 
of  organization  of  the  staff  of  the  Medical  Society  of  the 
State  of  New  York  and  clearly  outlines  responsibilities  of 
each  office,  division  and  commission.  We  are  pleased  to 
see  that  the  table  of  organization  is  continually  updated 
to  meet  needed  changes  as  they  occur. 

The  executive  vice-president’s  supplementary  report — 

So  many  crucial  issues  have  been  dealt  with  during  the 


Research  and  Planning 

Since  the  previous  report  was  compiled,  the  following 
projects  have  been  followed  through  by  the  Division  of 
Research  and  Planning: 

1.  The  continuing  concern  of  computerized  record 
keeping  has  culminated  in  an  extensive  proposal  for  the 
acquisition  of  an  in-house  data  computer  system.  It  has 
been  submitted  to  the  administration  and  is  pending  ac- 
tion. The  proposal  has  been  submitted  to  the  Council  and 
a supplementary  proposal  is  in  the  workings. 

2.  At  the  present  time  there  is  a wage  and  job  analysis 
being  undertaken.  This  will  allow  for  standardization  and 
mdre  defined  employment  practices  and  equitable  ad- 
vances for  staff.  It  will  provide  guidelines  and  definitions 
for  new  staff  hiring  procedures,  descriptions  of  jobs,  cate- 
gorizations of  job  title  levels  and  recommendations  for 
streamlining  management  policies. 

3.  The  dues  paid  analysis  as  of  September,  1976,  for 
the  past  year  and  projection  for  next  year  has  been  statis- 
tically computed.  This  projection  for  1977  allows  us  to 
forecast  trends;  pinpoint  problems  with  membership  re- 
cruitment and  therefore  assist  us  in  providing  solutions. 

4.  A breakdown  by  age  of  the  membership  Statewide 
is  available.  This  gives  us  a statistical  analysis  by  county 
of  physicians  by  age  and  sex.  This  is  of  great  value  for  all 
types  of  statistical  requests  and  health  care  manpower  and 
planning. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 


past  year  that  we  considered  it  especially  important  that 
the  supplementary  report  of  the  executive  vice-president 
be  read  carefully  by  members  of  the  House.  Of  particular 
importance  are  his  activities  in  continuing  medical  edu- 
cation, HSA,  Coordination  and  PSRO  activities.  Our 
committee  wishes  to  thank  the  executive  vice-president  for 
his  continuing  dedication  to  the  affairs  of  the  Medical 
Society  of  the  State  of  New  York. 

The  House,  after  discussion,  voted  to  amend  the  ref- 
erence committee  report  by  the  insertion  of  the  fol- 
lowing phrase  after  the  first  paragraph  “This  to  be  re- 
ferred to  the  Council  for  consideration  for  widespread 
publicity  to  public  relations  committees  of  county 
medical  societies.” 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  as  AMENDED. . . . 
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REPORT  OF  THE  SPEAKER  RE: 

RESOLUTION  75-48 

This  is  a report  on  Resolution  75-48  which  calls  upon  the 
Speaker  of  the  House  of  Delegates  to  accomplish  two 
things: 

1.  A study  as  to  the  effectiveness  in  total  of  the  reso- 
lutions of  the  House  in  recent  years, 

2.  Calls  upon  the  speaker  to  report  on  his  recommen- 
dations to  improve  the  performance  of  the  House  of  Del- 
egates. 

The  attention  of  the  House  is  drawn  to  the  January,  1974 
issue  of  the  New  York  State  Journal  of  Medicine  along  with 
the  Jan.  1975  and  October,  1976  issues.*  These  three 
issues  expressly  go  into  the  details  as  to  the  status  of  each 
resolution  which  has  been  passed  by  the  House  of  Delegates 
and  is  furnished  to  acquaint  the  delegates  of  the  activities 
of  the  House  and  the  resolutions  resulting  therefrom.  If 
one  studies  these  three  editions  of  the  Journal,  one  will  find 
that  there  is  a more  than  adequate  follow-up  of  the  in- 
structions of  the  House  of  Delegates  and  that  in  the  ma- 
jority of  cases,  most  resolutions  are  followed  to  their  ulti- 
mate disposition.  There  are  of  course  resolutions  which 
get  lost  in  the  process  but  by  and  large  the  administrative 
mechanism  of  the  Medical  Society  of  the  State  of  New 
York  is  quite  effective  in  carrying  out  the  mandates  of  the 
House  of  Delegates.  It  is  really  quite  difficult,  if  not  im- 
possible, to  judge  the  total  effectiveness  of  any  of  these 
resolutions  unless  this  determination  is  done  in  the  light 
of  comparing  the  end  results  with  the  resolved  portion  of 
each  resolution,  i.e.,  if  MSSNY  passed  a resolution  re- 
questing that  a certain  legislative  proposal  be  passed  and 
this  legislative  proposal  was  not  passed,  then  the  effec- 
tiveness of  this  resolution  would  be  nil.  However,  if 
MSSNY  did  indeed  do  all  in  its  power  to  seek  the  passage 
of  the  piece  of  legislation  in  question,  then  one  might 
consider  that  the  resolution  was  indeed  effective.  The 
point  the  Speaker  is  trying  to  make  is  that  effectiveness  is 
a relative  thing  and  must  be  judged  when  it’s  considered 
against  certain  objectives.  The  second  part  of  the  reso- 
lution calls  for  the  Speaker’s  recommendation  to  increase 
the  effectiveness  of  the  House  of  Delegates  and  the  Speaker 
respectively  lists  the  following: 

1.  Continuation  of  the  Orientation  Session  for 
County  Medical  Society  Officers  and  New  Delegates. 

2.  The  earlier  submission  of  resolutions  to  allow 
time  for  their  proper  phraseology  and  for  Legal  Coun- 
sel to  attend  to  the  legal  amenities. 

3.  Change  present  procedures  to  allow  county 
medical  societies  to  discuss  resolutions  submitted  to 
the  House  of  Delegates  in  order  that  delegates  to  their 
local  counties  would  be  more  responsive  to  the  wishes 
of  their  constituencies. 

4.  Copies  of  all  resolutions  pertaining  to  health  on 
a Federal  level  would  automatically  be  sent  with  a cov- 
ering letter  to  the  following: 

a.  The  two  Senators  and  all  Congressmen  repre- 
senting New  York  State; 

b.  All  members  of  the  various  Health  Com- 
mittees of  Congress; 

c.  The  secretary  and/or  director  of  whichever 
Federal  agency  which  might  be  concerned  with  the 
intent  of  the  resolution. 

* Instructions  from  House 

Jan.  1974,  Fart  II,  NYSJM,  page  188 
Jan.  1975,  Part  II,  MYSJM,  page  212 
Oct.  1976,  NYSJM,  page  1897 


5.  Introduction  into  the  House  of  Delegates  of  the 
American  Medical  Association  of  all  resolutions  per- 
taining to  health  matters  on  a Federal  level. 

6 A similar  mailing  list  should  be  created  and 
maintained  for  a program  to  alert  all  legislators  and 
agencies  involved  with  health  matters  on  a State  level. 

Respectfully  submitted, 

George  T.  C.  Way,  M.D.,  Speaker 

Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Jeff  J.  Coletti,  M.D.,  j 
Chairman. 

The  committee  reviewed  the  report  of  the  speaker.  ;; 
Resolution  75-48  requested  the  speaker  to  study  the  ef- 
fectiveness of  the  resolutions  adopted  at  each  Annual 
Meeting,  and  to  make  recommendations  for  improving  the 
performance  of  the  House  of  Delegates.  It  was  Dr.  Way’s 
opinion  that  although  it  is  quite  difficult  if  not  impossible 
to  judge  the  total  effectiveness  of  resolutions  passed  in 
general,  most  of  these  resolutions  are  implemented  in  the 
manner  directed  by  the  House. 

Dr.  Way  made  the  forthcoming  recommendations  for 
improving  the  performance  of  the  House,  and  the  com- 
mittee feels  that  they  should  be  implemented  without 
delay: 

1.  Continuing  of  the  orientation  session  for  county 
medical  society  officers  and  new  delegates. 

2.  The  early  submission  of  resolutions  to  allow  time  for 
their  proper  phraseology,  and  for  legal  counsel  to  attend 
to  the  legal  amenities. 

3.  A change  with  present  procedures  to  allow  county 
medical  societies  to  discuss  all  of  the  resolutions  submitted 
to  the  House  of  Delegates  in  order  that  delegates  would  be 
more  responsible  to  the  wishes  of  their  local  counties. 

4.  Copies  of  resolutions  pertaining  to  health  on  a 
Federal  level  would  automatically  be  sent  with  a covering 
letter  to  the  following: 

A.  The  two  Senators  and  all  Congressmen  representing 
New  York  State. 

B.  All  members  of  the  various  health  committees  of 

Congress. 

C.  The  secretary  and/or  directors  Federal  agency 
which  might  be  concerned  with  the  intent  of  the  resolu- 
tion. 

5.  Introduction  into  the  House  of  Delegates  of  the 
American  Medical  Association  of  all  resolutions  pertaining 
to  health  matters  on  a Federal  level. 

6.  A similar  mailing  list  should  be  created  and  main- 
tained for  a program  to  alert  all  legislators  and  agencies 
involved  with  health  matters  on  a State  level. 

The  committee  wishes  to  thank  Dr.  Way  for  his  com- 
prehensive attention  to  this  matter. 

. . . The  House  voted,  to  AMEND  Item  3 by  the  addi- 
tion of  the  following:  “All  resolutions  to  be  in  the 
hands  of  delegates  not  less  than  one  week  prior  to  the 
annual  meeting.”  The  House  also  voted  to  AMEND 
Item  4 to  make  the  first  part  read  “Copies  of  all  reso- 
lutions adopted  by  the  House  and  pertaining  to 

. . . The  House,  after  further  discussion,  voted  to 
ADOPT  this  portion  of  the  reference  committee  re- 
port as  AMENDED. . . 
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NEW  YOKE  DELEGATION  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

124TH  ANNUAL  CONVENTION,  ATLANTIC  CITY. 

JUNE  14  TO  19,  1975 

At  the  124th  Annual  Convention,  Atlantic  City,  June 
14  to  19,  1975  the  New  York  Delegation  included  the  fol- 
lowing: 

Delegates:  John  L.  Clowe,  Arthur  H.  Diedrick,  Richard 

D.  Eberle,  Ralph  S.  Emerson,  Henry  I.  Fineberg,  Carl 
Goldmark,  Jr.,  Milton  Gordon,  Walter  T.  Heldmann, 
Milton  Helpern,  George  Himler,  Edward  C.  Hughes,  Jo- 
seph J.  Kaufman,  Warren  A.  Lapp,  Herbert  A.  Laughlin, 
Bernard  J.  Pisani,  Ralph  M.  Schwartz,  Charles  D.  Sher- 
man, Jr.,  W'alter  Scott  W'alls,  and  George  T.  C.  W’ay. 

Alternate  Delegates:  Lawrence  Ames,  Edgar  P.  Berry, 
Thomas  S.  Bumbalo,  George  L.  Collins,  Jr.,  Paul  M.  De- 
Luca,  Albert  H.  Douglas,  John  A.  Finkbeiner,  Joseph  R. 
Fontanetta,  Abraham  W.  Freireich,  Daniel  Friedman, 
Walter  F.  Harrison,  Jr.,  Reid  R.  Heffner,  Francis  J.  Lo- 
perfido,  John  Edward  Lowry,  Thomas  F.  McCarthy,  and 
Joseph  F.  Shanaphy. 

Section  Delegates:  George  F.  Crikelair,  Ray  A.  Elliott, 
Jr.,  Russel  H.  Patterson,  Jr.,  Julius  E.  Stolfi,  and  Perrin  B. 
Snyder. 

Also:  James  M.  Blake,  Gerald  D.  Dorman,  Thomas  E. 
Cardillo,  Thurman  B.  Givan,  Coleman  Fineberg,  and 
Vincent  Zingaro. 

Staff:  Guy  D.  Beaumont  and  Gretchen  Wunsch. 

The  Delegation  held  a business  meeting  on  Saturday, 
June  13  at  4:30  and  breakfast  meetings  on  Sunday  through 
Thursday,  June  14-19.  At  these  meetings,  reports  and 
resolutions  coming  before  the  House  were  considered. 
Candidates  for  the  various  offices  in  the  AMA  appeared 
before  the  Delegation  at  its  breakfast  meetings. 

Dues  Increase.  The  delegation  voted  to  support  the 
minimum  increase  in  dues  (to  $200). 

Reference  Committee  Assignments.  Members  of  the 
New  York  Delegation  serving  on  reference  committees 
were: 

Constitution  and  Bylaws George  Himler 

A.  (Insurance  and  Medical  Service  PSRO)  

. . . Carl  Goldmark,  Jr. 

G.  Miscellaneous  Warren  A.  Lapp 

H.  Miscellaneous Ralph  M.  Schwartz 

(Professional  Medical  Liability  Insurance) 

Observers  at  reference  committee  designated  by  the 
Chairman  of  the  Delegation  were: 

Constitution  and  Bylaws  . . Drs.  Collins,  Crikelair  and 

Way 

A.  (Insurance,  Medical  Service,  PSRO)  ..Drs.  W'alls 

and  Shanaphy 

B.  (Legislation)  ....  Drs.  DeLuca,  Eberle,  Freireich, 

and  Fontanetta 

C.  (Medical  Education)  . . .Drs.  Friedman,  Hughes, 

Pisani,  Sherman,  Kaufman,  and  McCarthy 

D.  (Hospitals)  . .Drs.  Diedrick,  Finkbeiner,  Heffner 

E.  (Scientific  and  Public  Health)  . . Drs.  Elliott,  Hel- 

pern 

F.  (Board  of  Trustees)  . Drs.  Heldman  and  Harrison 

G.  (Miscellaneous) Drs.  Clowe  and  Laughlin 

H.  (Miscellaneous,  Professional 

Medical  Liability  Insurance)  . Drs.  Emerson, 

Gordon,  and  Lowry 


Hospitality.  The  Hospitality  Suite  was  open  Satur- 
day and  Sunday  evenings  for  MSSNY  delegates  and  their 
families;  Monday,  Tuesday,  and  Wednesday  at  noon  for 
MSSNY  delegates;  and  Monday  and  Tuesday  evenings  for 
all  delegates  to  the  AMA. 

Resolutions.  The  following  resolutions  were  introduced 
by  the  New  York  Delegation  and  were  acted  upon  as  indi- 
cated: 

Resolution:  5 (A-75),  Federally  Insured  Loan  Ceilings 

Whereas,  The  maximum  limit  on  Federally  insured 

1.  ians  which  can  be  borrowed  to  finance  graduate  edu- 
cation is  presently  limited  to  a total  sum  of  $10,000; 
and 

Whereas,  There  has  been  a continuous  decrease  of 
Federal  money  available  to  medical  students  in  the 
form  of  health  professional  loans  and  scholarships; 
and 

Whereas,  Tuition  costs  are  steadily  rising  to  over 
$5,000  per  year  at  several  medical  schools;  therefore  be 
it 

Resolved,  That  the  American  Medical  Association 
use  its  influence  to  encourage  the  Federal  government 
to  make  more  money  available  to  medical  students 
through  the  Health  Professional  Loans;  and  be  it  fur- 
ther 

Resolved,  That  the  American  Medical  Association 
seek  Federal  government  action  to  reinstitute  their 
professional  scholarship  grants;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
support  legislation  to  increase  the  maximum  limit  that 
a student  may  borrow  from  the  present  maximum  of 
$10,000. 

ACTION:  Adopted. 

Resolution:  6 (A-75),  Continuing  Voluntary  Educa- 
tion 

Whereas,  The  government  is  making  increasing  ef- 
forts to  control  medicine;  and 

Whereas,  Relicensure  and  recertification  are  being 
used  already  by  some  government  entities  to  effect  this 
control;  and 

Whereas,  All  indications  are  that  the  profession  it- 
self evaluates  that  better  patient  care  can  be  done  by  a 
free  profession  rather  than  one  regimented  by  govern- 
ment; therefore  be  it 

Resolved,  That  the  American  Medical  Association 
adopt  the  position  that  the  current  licensure  and  certi- 
fication practices  by  the  medical  profession  are  the 
best  methods  for  insuring  the  highest  quality  of  medi- 
cal care  through  a free  profession;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
urge  all  medical  organizations  and  institutions  to  pro- 
mote professional  advancement  through  continuing 
voluntary  education. 

ACTION:  Adopted. 

Resolution:  7 (A-75),  Deprivation  of  Aliens  Seeking 
American  Citizenship  of  their  Right  of  “Free  Choice  of 
Physician” 

Whereas,  About  two  years  ago  the  New  York  Dis- 
trict Office  of  the  United  States  Department  of  Jus- 
tice, Immigration  and  Naturalization  Service,  by  fiat, 
decreed  that  only  six  specified  installations  would  be 
recognized  for  physical  examination  of  aliens  seeking 
American  citizenship;  and 
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Whereas,  Two  years  of  correspondence  with  the 
New  York  District  Office  of  the  United  States  Depart- 
- ment  of  Justice,  Immigration  and  Naturalization  Ser- 
vice involving  virtually  all  New  York  State  representa- 
tives to  Congress,  have  shown  conclusively  that  the 
Immigration  Department  insists  upon  its  prerogative 
to  use  the  right  given  them  under  the  Immigration  De- 
partment’s directives  to  deprive  aliens  seeking  Ameri- 
can citizenship  of  their  right  of  “free  choice  of  physi- 
cian’’; and 

Whereas,  The  Medical  Society  of  the  County  of 
Kings  has  pursued  this  matter  in  every  respect  except 
for  legal  action;  and 

Whereas,  This  obviously  involves  a Federal  agency 
and  hence  has  national  implication;  therefore  be  it 
Resolved,  That  the  American  Medical  Association 
insist  on  the  right  of  “free  choice  of  physician”  for  al- 
iens seeking  American  citizenship. 

ACTION:  Referred  to  the  Board  of  Trustees  for 
study  and  report  back  at  the  Clinical  Session,  1975. 

Resolution:  8 (A-75J,  Health  Manpower  Legislation 
Whereas,  There  was  a recent  attempt  to  pass  a 
health  manpower  law  that  would  make  medicine,  in  es- 
sence, a public  utility;  and 

Whereas,  This  legislation  is  again  pending  before 
the  Congress  and  a provision  of  one  of  the  pending  bills 
may  require  25  percent  of  the  admitting  class  to  medi- 
cal schools  to  be  conscripted  to  serve  in  areas  designat- 
ed by  the  government;  and 

Whereas,  The  tactics  used  to  date  have  resulted  in 
an  increasing  rate  of  regimenting  and  socializing  the 
profession;  and 

Whereas,  This  indicates  the  clear  need  to  put  our 
foot  down  now  or  forever  hold  our  peace;  therefore  be 
it 

Resolved,  That  the  American  Medical  Association 
recommend  that  all  medical  schools  question  the 
health  manpower  legislation,  if  enacted,  that  would 
make  medicine,  in  essence,  a public  utility;  and  be  it 
further 

Resolved,  That  the  American  Medical  Association 
offer  to  all  medical  schools  support  in  any  legal  test 
they  may  choose  to  make  regarding  the  constitutional- 
ity of  this  conscription;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
disapprove  and  oppose  any  Federal  or  state  legislation 
which  is  a proposal  of  a “utility  type”  for  the  control  of 
the  practice  of  medicine. 

Fiscal  Note:  The  estimated  cost  of  providing  AMA 
support  to  legal  tests  of  the  proposed  health  manpower 
legislation  by  all  medical  schools  is  at  least  $500,000 

ACTION:  Withdrawn  by  New  York  Delegation. 

Resolution:  9 (A-75),  Distribution  of  CITATION 
Whereas,  The  medical  malpractice  crisis  is  national; 
and 

Whereas,  The  American  Medical  Association  has 
decided  to  remove  CITATION  from  the  list  of  free 
publications  to  its  membership;  and 

Whereas,  It  is  proposed  to  charge  $18.00  per  year  for 
this  bi-monthly  publication;  and 


Whereas,  CITATION  is  the  best  available  source 
for  happenings  in  the  malpractice  field;  and 

Whereas,  This  publication  has  tremendous  educa- 
tional value  to  the  membership;  and 

Whereas,  Its  widest  distribution  could  be  a factor  in 
lowering  the  incidence  of  malpractice  suits;  therefore 
be  it 

Resolved,  That  CITATION  be  returned  to  the  list 
of  free  publications  to  our  membership;  and  be  it  fur- 
ther 

Resolved,  That  the  Board  of  Trustees  look  into  the 
feasibility  of  enclosing  a copy  of  CITATION  in  the 
JAMA  on  alternate  weeks. 

Fiscal  Note:  The  fiscal  effect  of  this  Resolution 
could  not  be  developed  prior  to  the  mailing  of  the 
Delegates  Handbook.  Information  may  be  avail- 
able during  the  1975  Annual  Convention. 

ACTION:  Not  adopted. 

Resolution:  10  (A-75),  Recent  Recommendation  by  the 
Joint  Commission  on  Accreditation  of  Hospitals 

Whereas,  The  Joint  Commission  on  Accreditation 
of  Hospitals  has  recommended  to  each  hospital  that 
“The  periodic  reappraisal  of  each  medical  staff  mem- 
ber must  document  consideration  of  the  member’s 
physical  and  mental  capabilities”;  and 

Whereas,  Such  a comprehensive  physical  and  psy- 
chiatric examination  at  the  time  of  reappointment  to 
the  medical  staff,  would  create  an  unconscionable 
strain  on  our  overburdened  medical  facilities  and  phy- 
sicians, particularly  if  this  is  to  be  a universal  and  per- 
manent recommendation;  and 

Whereas,  Anything  less  than  such  a comprehensive 
examination  would  be  a mockery  and  fraught  with 
danger;  and 

Whereas,  The  concept  raises  possible  complex  med- 
ico-legal liability  considerations;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
disapprove  the  recommendation  of  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  that  “The  periodic 
reappraisal  of  each  medical  staff  member  must  docu- 
ment consideration  of  the  member’s  physical  and  men- 
tal capabilities”;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
support  the  principle  of  examination  of  staff  members' 
at  intervals  and  that  it  is  the  responsibility  and  prerog- 
ative of  individual  hospital  medical  boards  to  deter- 
mine the  necessity,  frequency  and  type  of  medical  ex- 
amination to  be  performed,  as  well  as  the  scope  of  the 
practice  of  each  staff  position. 

ACTION:  The  following  substitute  was  adopt- 
ed; 

Resolved,  That  the  American  Medical  Associa- 
tion support  the  principle  of  evaluation  of  mem- 
bers of  hospital  medical  staffs  on  a periodic  basis, 
and  that  it  is  the  responsibility  and  prerogative  of 
the  medical  staff  to  determine  the  necessity,  fre- 
quency, and  type  of  medical  examinations  to  be 
performed  and  to  establish  mechanisms  for  at- 
taining this  end,  as  well  as  to  recommend  to  the 
governing  board  the  extent  of  privileges  of  each 
member  of  the  medical  staff. 
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Resolution:  20  (A-75),  Voluntary  Malpractice  Arbitra- 
tion 

Whereas,  Malpractice  insurance  premium  costs  are 
becoming  prohibitive  and  malpractice  insurance  is  be- 
coming increasingly  unavailable;  and 

Whereas,  State  legislatures  have  frequently  exhib- 
ited reluctance  to  restructure  the  malpractice  system 
and  have  been  caught  in  the  suction  of  inactivity;  and 
Whereas,  The  public  interest  is  not  served  by  pass- 
on  increased  costs  or  a decrease  in  physicians’  services; 
therefore  be  it 

Resolved,  That  the  American  Medical  Association 
recommend  to  its  state  societies  that  they  urge  their 
members  to  institute  voluntary  arbitration  under  the 
auspices  of  the  American  Arbitration  Association;  and 
be  it  further 

Resolved,  That  the  American  Medical  Association, 
together  with  the  American  Arbitration  Association, 
recommend  prototype  agreements;  and  be  it  further 
Resolved,  That  the  American  Medical  Association 
urge  the  American  Hospital  Association  and  its  state 
associations  and  member  hospitals  to  develop  appro- 
priate voluntary  arbitration  agreements  with  the 
American  Arbitration  Association. 

Fiscal  Note:  Meeting  costs,  fees  to  the  American 
Arbitration  Association  and  support  costs  are  es- 
timated to  total  $10,000  for  a one-year  period 
ACTION:  The  following  substitute  was  adopt- 
ed: 

Resolved,  That  the  concept  of  voluntary  arbi- 
tration in  conjunction  with  the  American  Arbitra- 
tion Association  and  the  American  Hospital  Asso- 
ciation, or  other  appropriate  mechanism  consis- 
tent with  state  laws,  be  suggested  to  state  medical 
societies  as  one  of  many  tools  deserving  further 
consideration  for  proposed  professional  liability 
insurance  legislation  and  that  the  AMA  continue 
to  monitor  the  experience  of  arbitration  systems 
where  they  are  in  operation  and  that  this  data  be 
disseminated  to  all  state  medical  societies. 

The  following  is  a report  by  Charles  D.  Sherman,  Jr., 
M.D.,  Recorder. 

The  attached  report  is  my  analysis  of  the  most  signifi- 
cant aspects  of  the  Atlantic  City  meeting.  Obviously,  it 
is  not  comprehensive  nor  is  it  intended  to  be.  In  two  weeks 
or  so  you  will  receive  from  the  AMA  office  a brief  resume 
of  all  actions  taken  and  this  report  is  not  intended  to  du- 
plicate that  resume.  You  may  wish  to  use  sections  of  my 
report  or  the  AMA  resume,  add  your  own  comments  and 
publish  your  own  report  in  your  local  society  bulletin.  In 
fact,  I believe  it  imperative  that  you  take  every  means 
possible  to  communicate  to  all  your  society  members  the 
present  critical  status  of  the  AMA,  the  need  for  a strong 
national  organization,  and  our  responsibility  to  support  the 
AMA  in  every  way  including  Financially.  If  you  do  nothing 
else,  I would  urge  you  to  have  the  final  3 pages  of  the  Board 
of  Trustees,  Report  A reprinted  in  your  society  bulletin. 

The  New  York  Delegation  has  been  trying  to  take  a more 
responsive  role  in  AMA  affairs,  but  we  still  are  not  nearly 
as  effective  as  we  should  be.  We  need  to  devise  a better 
organizational  structure  of  our  delegation  for  year-round 
activity  and  responsibility  in  AMA  affairs.  At  the  next 
meeting  of  the  delegation  I have  some  suggestions  to  add 
to  those  from  other  delegates  as  to  how  we  can  accomplish 
this. 


If  the  New  York  Delegation  is  to  be  more  effective  in  the 
AMA,  we  probably  need  to  look  at  our  method  of  selecting 
delegates  and  alternates  more  carefully  and  developing 
them  into  more  knowledgeable  delegates.  We  have  a lot 
of  expertise  in  New  York  which  we  should  bring  to  the 
AMA  in  better  fashion. 

We  should  use  our  strength  to  make  sure  the  best  pos- 
sible men  are  nominated  and  elected.  We  had  a committee 
for  this  purpose  this  year  for  the  first  time,  but  it  needs  to 
do  a better  job.  If  New  York  does  the  outstanding  job  its 
capable  of  doing  in  the  nonpoliticai  area,  political  rewards 
to  olv  own  delegates  will  come  almost  automatically. 

Most  of  the  information  contained  in  the  attached  report 
is  being  disseminated  via  a letter  to  the  membership  from 
Dr.  Emerson. 

/ General  Comments: 

A.  Only  13,000  people  (5,200  doctors)  attended  this 
124th  Annual  Meeting.  A decade  ago  65,000  people  (in- 
cluding 24,000  doctors)  attended  the  1965  meeting  in  New 
York  City.  This  is  one  indication  that  the  focus  of  the 
scientific  aspects  of  organized  medicine  continues  to  shift 
away  from  the  AMA  to  the  specialty  societies  which  have 
grown  tremendously  in  strength,  prestige,  and  power  in  the 
last  three  decades.  The  AMA  recognizes  this  and  has  al- 
ready made  plans  to  work  more  closely  with  the  specialty 
societies  in  developing  future  scientific  meetings. 

B.  In  the  area  of  education  the  AMA  remains  pre- 
eminent with  a large  highly  qualified  staff  of  multiple 
councils  and  committees  setting  and  monitoring  standards 
at  all  levels  of  medical  education  as  well  as  for  the  education 
of  most  other  health  professions  and  allied  health  fields. 
Their  work  has  involved  representatives  of  the  medical 
schools,  the  specialty  societies,  residents  and  students.  In 
the  field  of  continuing  education  of  practicing  physicians, 
however,  the  special  societies  are  forging  ahead  on  their 
own  with  a variety  of  programs,  including  self-assessment 
tests,  and  starting  recertification  examinations. 

C.  In  the  field  of  malpractice  liability,  the  AMA  has 
developed  teams  of  specialists  to  help  the  individual  states, 
model  legislation  guidelines,  and  continues  to  devote  sig- 
nificant broad  efforts  to  help  contain  the  problems.  The 
AMA  has  not  felt  it  appropriate  to  initiate  its  own  insur- 
ance company  but  was  authorized  by  the  House  of  Dele- 
gates to  consider  backup  reinsurance  mechanisms  for 
those  states  which  do  set  up  their  own  company.  On  the 
other  hand,  at  least  one  specialty  society  (the  American 
College  of  Surgeons)  is  seriously  considering  forming  its 
own  company. 

D.  In  the  area  of  publications,  the  AMA  is  the  largest 
medical  publishing  house  in  the  world,  but  has  been  losing 
money  on  many  of  its  scientific  journals.  The  AMA  and 
the  specialty  societies  must  work  much  more  closely  to- 
gether to  avoid  competition  for  advertising,  to  avoid  du- 
plication, to  eliminate  or  merge  certain  journals  and  or- 
ganize an  improved  scientific  publishing  endeavor  for  the 
whole  profession  with  increased  quality  at  a lower  over-all 
cost.  The  AMA  is  already  moving  to  accomplish  these 
aims. 

E.  In  the  area  of  dues  and  membership  support  the 
AMA  again  is  beginning  to  have  problems  vis-a-vis  the 
specialty  societies.  With  the  AMA  dues  now  set  at  $250. 
and  the  county  and  state  society  dues  an  additional 
$200.-$300.,  the  total  dues  are  becoming  a burden  to  many 
members.  The  specialty  society  dues  also  continue  to 
escalate.  An  increasing  number  of  physician  are  won- 
dering whether  they  can  afford  to  support  both  their  spe- 
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cialty  organizations  and  the  AMA.  If,  eventually  they  are 
forced  to  choose,  a large  number  will  feel  a greater  loyalty 
to  their  specialty  society.  (The  last  meeting  of  the 
American  College  of  Surgeons  drew  18,000  doctors;  that 
of  the  American  College  of  Cardiology  drew  10,000.) 

F.  During  the  past  six  months  a special  committee  of 
the  House  of  Delegates  has  worked  extremely  hard  re- 
viewing the  Financial  aspects  of  the  AMA  and  the  programs 
which  are  dependent  on  these  finances.  This  committee 
was  set  up  because  the  House  was  unwilling  to  accept  at 
i^cs^alue  the  recommendations  of  the  Board  of  Trustees 
for  a major  dues  increase  and  for  severe  program  reductions 
resulting  in  elimination  of  jobs,  committees,  councils  and 
journals.  After  reviewing  all  available  materials,  the 
special  committee  agreed  with  the  need  to  increase  dues 
to  restore  the  financial  position  of  the  AMA  and  at  the 
same  time  concurred  in  significant  program  reductions. 
Over  200  people  have  been  discharged  this  past  year,  and, 
despite  anguished  cries  from  special  interests,  many  other 
economies  have  been  made.  The  House  of  Delegates  has 
given  notice  to  the  Board  of  Trustees,  that  it  will  watch  over 
the  finances  and  programs  of  the  AMA  very  closely.  Fol- 
lowing the  elections  last  June,  when  several  Trustees  failed 
in  their  bid  for  re-election,  the  House  has  been  more  mili- 
tant in  their  concerns. 

G.  In  short,  there  are  many  problems  facing  the  pro- 
fession today  in  its  efforts  to  give  high  quality  care  to  all  our 
people  at  a reasonable  cost.  While  one  or  another  of  the 
specialty  societies  can  respond  effectively  to  certain  issues 
(such  as  continuing  education  of  its  members),  there  must 
be  some  “umbrella”  organization  under  which  all  the  power 
centers  of  the  profession  can  work  together  vis-a-vis  the 
large  number  of  forces  confronting  us  from  outside  the 
profession.  The  AMA  remains  the  only  organization  ca- 
pable of  representing  the  entire  spectrum  of  the  profession, 
but  the  original  concept  of  a federation  of  state  medical 
societies  is  no  longer  valid.  Major  organizational  changes 
to  yield  significant  representation  and  power  to  the  spe- 
cialty societies  is  essential.  The  current  use  of  specialty 
sections  of  the  AMA  alloting  one  delegate  per  specialty  in 
the  AMA’s  250  member  House  of  Delegates  is  completely 
inadequate  to  the  legitimate  role  that  the  specialty  orga- 
nization’s power  now  deserves.  The  alternative  of  a fed- 
eration of  specialty  societies  leaving  out  the  state  societies 
and  the  AMA  would  be  divisive  and  counter  productive. 
The  AMA  must  become  a federation  of  state  societies  and 
specialty  societies  with  due  consideration  given  to  medical 
schools,  residents  and  medical  students.  This  is  the  only 
way  to  a revitalized  profession  capable  of  focusing  its 
considerable  power  in  the  health  care  arena  as  leaders 
rather  than  followers. 

II  Specific  Issues: 

Of  the  150  resolutions  submitted  (by  AMA  members, 
state  societies,  etc.)  and  some  60  reports  of  Trustees, 
Counsels,  and  Committees  and  of  the  reference  com- 
mittee’s evaluation  of  these  and  their  recommendations 
for  action  to  the  House  of  Delegates  only  a few  are  selected 
for  comment.  Again  the  quality  of  the  staff  work  in  put- 
ting together  ihe  various  reports  is  outstanding. 

A.  Board  of  Trustees,  Report  A.  38p.  This  is  an  ex- 
cellent review  of  the  Board’s  concept  of  some  16  issues 
facing  the  AMA  and  the  profession.  Its  three  page  sum- 
mary should  be  widely  reprinted. 

B.  Need  for  a negotiating  agent.  Resolution  53  and 
Bd.  Trustees  Report  A pp.  22-23  discuss  this.  Component 
societies  are  increasingly  being  put  in  the  position  of  having 


to  act  as  negotiating  agents  with  local  hospitals,  insurance 
plans,  and  governmental  bodies.  The  AMA  is  developing 
a staff  department  to  aid  such  local  societies  in  this  pro- 
cess. 

C.  HEW  has  abused  its  power  of  making  rules  and 
regulations  in  the  health  field  far  beyond  legislative  intent. 
The  AMA  has  initiated  a suit  on  the  utilization  issue  and 
is  drafting  legislation  to  curtail  further  abuse  of  such 
power. 

D.  Board  of  Trustees  Report  F deals  with  Resolutions 
37  and  41  from  the  1974  Clinical  Meeting  in  Portland.  It 
defines  the  role  of  “planned  patient  education”  programs, 
advocates  third  party  reimbursement,  notes  the  benefits, 
and  suggests  content  and  organization. 

E.  Report  EE  of  the  Board  of  Trustees  is  another  in  a 
series  of  reports  on  the  utilization  of  “physician  assistants” 
and  is  recommended  to  those  practicing  in  areas  where  they 
are  emerging.  While  endorsing  the  need  for  “PA’s”  the 
AMA  voices  concern  over  those  functioning  at  the  level 
termed  “Type  A”  by  the  National  Academy  of  Sciences; 
i.e.,  those  who  integrate  and  interpret  findings  on  the  basis 
of  general  medical  knowledge,  and  exercise  a degree  of  in- 
dependent judgment,  under  supervision  of  a physician,  in 
caring  for  patients. 

F.  The  Joint  Commission  on  Accreditation  of  Hospi- 
tals and  some  of  its  various  functions  was  the  subject  of 
Report  N of  the  Board  of  Trustees  (Due  Process)  and 
several  resolutions.  The  Commissioners,  who  set  policy, 
represent  four  organizations:  the  AMA  (6  Commission- 
ers), the  American  College  of  Surgeons  (3  Commissioners), 
the  American  College  of  Physicians  (3  Commissioners),  and 
the  American  Hospital  Association  (3  Commissioners). 
Thus,  the  setting  and  monitoring  of  hospital  standards  is 
primarily  a professional  concern.  However,  there  are  many 
pressures  now  being  applied  to  the  JCAH  from  outside 
forces  and  it  finds  itself  squeezed  from  both  directions. 
The  purpose  of  most  of  these  resolutions  was  to  urge  the 
AMA  and  state  societies  to  watch  that  JCAH  standards  are 
not  applied  arbitrarily  and  capriciously  without  regard  for 
local  circumstances. 

G.  Professional  liability.  Report  W of  the  Board  of 
Trustees,  6 pages,  outlines  AMA  activities,  including  a 
model  legislation  packet  and  investigation  re  an  AMA  re- 
insurance company. 

H.  Foreign  medical  graduates.  Board  of  Trustees 
Report  BB  (27  p.)  and  FMG  Task  Force  Report  (39  p.) 
Last  year  about  50%  of  newly  licensed  M.D.’s  in  the  U.S. 
were  FMG’s.  (Over  60%  in  New  York  State.)  Many  for- 
eign medical  schools  are  inferior  to  those  in  the  U.S.  Many 
well  qualified  Americans  find  no  places  in  American 
schools  and  are  hitter  that  many  foreigners  are  admitted 
to  practice  when  they  are  not  even  admitted  to  our  medical 
schools.  The  U.S.  has  been  accused  of  draining  some 
countries  of  their  doctors.  On  the  other  hand,  the  U.S.  has 
always  welcomed  immigrants.  Many  FMG’s  are  out- 
standing and  have  a variety  of  reasons  for  choosing  to 
emigrate.  They  fill  a gap  in  our  supply  of  physicians.  The 
problems  are  very  complex  and  answers  are  not  simple. 
These  two  reports  should  be  required  reading  for  all  of 
us. 

I.  PSRO  which  received  so  much  discussion  in  De- 
cember, 1973  received  much  less  at  this  meeting.  Many 
delegates  seemed  to  feel  it  would  never  become  a viable 
program  because  the  government  is  not  funding  it  sulti- 
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eiently.  Nevertheless,  Board  of  Trustees  Dept.  H and 
some  13  Resolutions  dealt  with  various  aspects  of 
PSRO. 


Ill  Conclusions  and  Suggestions: 

A.  While  perhaps  not  at  a crossroads,  the  AMA  seems 
to  be  in  a critical  state  of  flux.  It  needs  the  support  of  the 
entire  profession  and  of  the  specialty  societies.  Those  of 
us  in  the  specialty  societies  should  urge  them  to  work  out 
a new  and  improved  modus  vivendi  with  the  AMA.  Those 
of  us  closely  involved  with  the  AMA  should  stress  to  phy- 
sicians at  large  the  many  valuable  and  vital  functions  the 
AMA  performs  for  the  profession  and  the  public. 

B.  The  AMA  is  not  the  monolithic,  rigidly  conservative 
organization  it  has  been  reputed  to  be.  Several  older 
Trustees  were  defeated  a year  ago  and  the  House  of  Dele- 
gates has  reasserted  itself  vis-a-vis  the  Board  of  Trustees. 
The  House  itself  has  changed  rapidly  these  past  few  years, 
and  although  there  are  still  many  members  past  their 
prime,  there  are  also  many  dynamic  younger  men  actively 
involved.  Rex  Green,  from  the  Intern  and  Resident  Sec- 
tion, and  a vocal  young  critic  of  many  aspects  of  the  AMA, 
ran  for  Vice-President  of  the  AMA  at  this  convention  and 
received  50  of  the  240  votes  cast — a situation  unthinkable 
a few  years  ago. 

28TH  CLINICAL  MEETING,  HONOLULU,  HAWAII, 
NOVEMBER  29-DECEMBER  3,  1975 

The  New  York  Delegation  to  the  28th  Clinical  Meeting 
of  the  American  Medical  Association,  held  in  Honolulu, 
Hawaii,  November  29-December  3,  1975,  included: 

Delegates:  John  L.  Clowe,  Arthur  H.  Diedrick,  Richard 
D.  Eberle,  Ralph  S.  Emerson,  Henry  L Fineberg,  Carl 
Goldmark,  Jr.,  Milton  Gordon,  Walter  T.  Heldmann, 
Milton  Helpern,  George  Himler,  Edward  C.  Hughes,  Jo- 
seph J.  Kaufman,  Warren  A.  Lapp,  Herbert  A.  Laughlin, 
Bernard  J.  Pisani,  Ralph  M.  Schwartz,  Charles  D.  Sher- 
man, Jr.,  Walter  Scott  Walls,  and  George  T.  C.  Way. 


Alternate  Delegates:  Edgar  P.  Berry,  John  A.  Fink- 
beiner,  Francis  J.  Loperfido,  and  Samual  Wagreich. 

Section  Delegates:  Julius  E.  Stolfi,  George  F.  Crikelair, 
Ray  A.  Elliott,  Jr.,  and  Russel  H.  Patterson,  Jr. 

Also  present:  Gerald  D.  Dorman,  Past  President,  and 
Trustee  of  the  AMA;  James  M.  Blake,  Trustee  of  the  AMA; 
George  L.  Collins,  Jr.,  President-Elect,  MSSNY;  Thomas 
S.  Bumbalo,  Alternate  Delegate;  and  Walter  F.  Harrison, 
Jr.,  Alternate  Delegate. 


MSSNY  Staff:  Guy  D.  Beaumont  and  Gretchen 

Wunsch 


County  Medical  Society  Executives:  Richard  F. 
Treccase,  Ronald  J.  Krisinofski,  and  Norman  D. 
Steingraber. 

Meetings.  The  delegation  held  a business  meeting  on 
Saturday,  November  29  from  3:00  to  5:00  p.m.  Breakfast 
meetings  were  held  Sunday,  Monday,  Tuesday,  and 
Wednesday;  luncheon  meetings  were  held  on  Monday  and 
Wednesday. 

Matters  coming  before  the  House  were  discussed.  Each 
delegate  and  alternate  was  assigned  to  a reference  com- 
mittee as  follows: 


Reference  Committee  Assignments.  Members  of  the 
New  York  Delegation  serving  on  reference  committees 
were: 

A.  (Insurance  & Medical  Services)  

Richard  D.  Eberle 

D.  (Hospitals  & Medical)  Facilities  

George  T.  C.  Way 

F.  (Board  of  Trustees) John  L.  Clowe 

H.  (Miscellaneous)  Ralph  S.  Emerson 

Observers  were: 

Amendments  to  Constitution  and  Bylaws 

Drs.  Collins,  Berry,  and  Crikelair 

A.  (Insurance,  Medical  Service,  PSRO)  

Drs.  Walls  and  Himler 

B.  (Legislation)  Drs.  Patterson  and  Goldmark 

C.  (Medical  Education) Drs.  Hughes,  Pisani, 

Kaufman,  and  Sherman 

D.  (Hospitals  & Medical  Facilities)  . Drs.  Finkbeiner 

and  Diedrick 

E.  (Scientific  and  Public  Health  Drs.  Helpern, 

Elliott,  and  Schwartz 

F.  (Board  of  Trustees)  Dr.  Heldmann 

G.  (Miscellaneous)  Drs.  Lapp  and  Laughlin 

H.  (Miscellaneous)  Dr.  Gordon 

Committee  members  were: 

Hospitality  Room  John  L.  Clowe,  Chairman 

Candidates  Review  Bernard  J.  Pisani 

Specialties  . . .George  F.  Crikelair,  Ray  A.  Elliott,  Jr., 
and  Russel  H.  Patterson,  Jr. 

Recorder  Charles  D.  Sherman,  Jr. 

Hospitality.  The  Hospitality  Suite  was  open  for  New 
York  Delegates,  their  families,  and  the  staff,  Saturday, 
Sunday,  and  Monday  evenings. 

On  Tuesday  evening,  the  New  York  Delegation  joined 
with  delegates  from  the  New  England  States,  New  Jersey, 
and  Pennsylvania  as  co-hosts  for  a very  successful  recep- 
tion for  AMA  delegates  and  their  families. 

Condensation  of  report  on  AMA  meeting,  Hawaii,  De- 
cember, 1975  by  Charles  D.  Sherman,  Jr.,  M.D.,  Record- 
er 

Reorganization  of  AMA  Structure.  (Report  B of  the 
Council  on  Long  Range  Planning  and  Development)  This 
report  acknowledges  that  the  tremendously  increased 
power  of  the  specialty  societies  these  past  three  decades 
has  not  been  coordinated  with  that  of  the  AMA  and  that 
the  resulting  fragmentation  of  medicine’s  voice  and  action 
at  the  national  level  has  been  seriously  detrimental  to  al- 
most all  the  major  concerns  of  physicians. 

Report  B recommended  that  this  problem  be  rectified 
by  expanding  the  federation  structure  to  include  not  only 
the  state  medical  societies  but  also  the  specialty  societies. 
Many  of  the  delegates,  from  the  specialty  sections  and 
others,  felt  that  it  is  preferable  to  strengthen  the  present 
system  so  that  the  power  structure  of  the  specialty  societies 
has  much  more  direct  contact  with  and  involvement  in 
AMA  activities. 

The  House  voted  to  strengthen  the  present  system  and 
asked  the  Board  of  Trustees  to  develop  constructive  dia- 
logue with  the  specialty  societies. 

A Second  Major  Aspect  of  Reorganization  deals  with 
recommendations  to  pare  the  number  of  councils  and  their 
membership  to  a minimum  and  make  them  all  responsible 
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to  the  House  of  Delegates  through  the  Board  of  Trustees. 
These  recommendations  were  accepted.  The  House  also 
voted  to  use  ad  hoc  committees  instead  of  permanent 
committees,  when  possible,  for  specific  goals  and  projects. 
These  would  be  disbanded  upon  completion  of  the  ap- 
pointed task.  In  general,  these  changes  are  consistent  with 
the  recent  reassertion  by  the  House  of  Delegates  of  its 
privileges  and  responsibilities  vis-a-vis  the  Board  of 
Trustees  with  much  more  careful  review  of  the  Board’s 
activities  in  carrying  out  the  will  of  the  House. 

Malpractice.  Because  of  ever-rising  premiums — up  to 
$45,000  for  neurosurgeons  in  California — some  physicians 
are  practicing  without  coverage.  A resolution  was  even 
introduced  suggesting  that  all  physicians  refuse  to  buy 
insurance  and  practice  without  coverage.  The  resolution 
was  not  adopted,  but  the  fact  that  it  was  seriously  intro- 
duced— and  that  some  physicians  are  willing  to  expose 
themselves  to  potentially  devastating  losses — indicates  the 
extremes  to  which  physicians  are  being  driven.  Hospitals 
also  are  faced  with  exorbitantly  increasing  premiums. 

The  AM  A continues  to  oppose  any  uniform  Federal 
approach,  feeling  that  the  states  should  deal  with  the 
problem.  Arbitration  is  gaining  increasing  recognition 
from  the  delegates  as  a possible  means  of  avoiding  the  tort 
system,  which  many  felt  has  gotten  completely  out  of 
control,  not  only  for  medical  liability  but  for  all  kinds  of 
liability.  Many  expressed  doubt  that  the  bar  associations 
had  any  desire  to  help  change  the  system. 

Hospital  Review  Procedures.  The  House  instructed  the 
AMA’s  commissioners  on  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  to  urge  the  JCAH  to  develop 
procedures  to  avoid  the  duplication  of  hospital  inspections 
and  to  reduce  their  frequency. 

Federal  Regulations  and  Medical  Practice.  AMA 
members  are  urged  to  complain  to  their  Senators  and 
Representatives  about  the  multitude  of  rules  and  regula- 
tions promulgated  by  the  Federal  government  with  which 
physicians  are  confronted — and  which  are  often  instituted 
with  little  or  no  opportunity  for  reaction  by  those  most 
affected  by  them. 

Care  in  Rural  and  Ghetto  Areas.  The  AMA  opposes 
mechanisms  coercing  physicians  into  service  in  these  areas. 
Instead,  it  recommends  the  further  involvement  of  local 
and  state  medical  societies  in  cooperation  with  other 
agencies  to  develop  multispecialty  groups  as  the  core  of 
area-wide  health  systems. 

A Board  of  Trustees  report  (Report  A)  notes  that  many 
of  the  U.S.  counties  having  no  physicians  are  virtually 
without  population  as  well.  It  further  notes  that  medical 
students  from  rural  areas  are  those  most  likely  to  return 
to  practice  in  those  areas  and  that  some  medical  schools  are 
now  giving  some  preference  to  such  students.  The  report 
suggests  that  programs  should  focus  on  organizational 
changes  in  which  service  rather  than  physician  manpower 
is  the  central  focus. 

AMA  Backs  Physicians’  Right  to  Bargain  Collectively. 
The  House  of  Delegates  adopted  a strong  position  stating 
that  interns  and  residents,  even  though  they  are  students, 
are  still  hospital  employees  and  therefore  have  the  legal 
right  to  bargain  collectively  under  the  National  Labor 
Relations  Act.  Attending  physicians  were  also  declared 
to  have  this  right. 

The  House  said:  “The  responsibility  to  assist  and 

protect  junior  members  of  the  profession  against  economic 
exploitation  under  the  guise  of  medical  education  falls 
within  the  province  of  organized  medicine.” 


Also:  “It  is  appropriate  for  the  constituent  and  com- 
ponent medical  societies  to  aid,  assist  or  represent  interns 
and  residents,  and  attending  physicians  individually  and 
collectively,  in  resolving  disputes  with  hospitals  and  others 
. . . without  sacrificing  the  quality  of  graduate  medical 
education  or  patient  care.” 

National  Health  Planning  and  Resources  Development 
Act  (PL  93-641).  This  legislation  was  the  subject  of  great 
concern,  because  many  believe  it  is  the  groundwork  for 
Federal  takeover  of  medicine  with  regulation  in  the  manner 
of  a public  utility.  The  AMA  seeks  to  sue  the  Federal 
government  on  the  basis  that  the  law  interferes  with  the 
constitutional  rights  of  the  patient  and  the  physician  and 
with  the  sovereignty  of  the  individual  states. 

PSRO.  The  House  asked  the  AMA  Council  on  Medical 
Service  to  establish  formal  liaison  and  communication  with 
the  American  Association  of  Professional  Standard  Review 
Organizations. 

Confidentiality  of  Medical  Information:  Model  State 
Legislation.  Report  M of  the  Board  of  Trustees  on  this 
subject  was  referred  back  for  further  study  and  a report  to 
the  next  AMA  meeting.  It  was  urged  that  those  interested 
should  write  for  this  comprehensive  report  and  send  their 
comments  back. 

125TH  ANNUAL  CONVENTION,  DALLAS,  TEXAS, 
JUNE  26  TO  JULY  1, 1976 

The  New  York  Delegation  to  the  125  Annual  Meeting 
of  the  American  Medical  Association,  held  in  Dallas,  Texas, 
June  26-July  1,  1976,  included: 

Delegates:  John  L.  Clowe,  George  L.  Collins,  Jr.,  Paul 
M.  DeLuca,  Arthur  H.  Diedrick,  Richard  D.  Eberle,  Ralph 
S.  Emerson,  Henry  I.  Fineberg,  John  A.  Finkbeiner,  Carl 
Goldmark,  Jr.,  Milton  Gordon,  Milton  Helpern,  George 
Himler,  Joseph  J.  Kaufman,  Bernard  J.  Pisani,  Ralph  M. 
Schwartz,  Charles  D.  Sherman,  Jr.,  Walter  Scott  Walls,  and 
George  T.  C.  Way. 

Alternate  Delegates:  Edgar  P.  Berry,  G.  Rehmi  Den- 
ton, Francis  J.  Loperfido,  and  Samuel  Wagreich. 

Section  Delegates:  Julius  E.  Stolfi,  George  F.  Crikelair, 
Ray  A.  Elliott,  Jr.,  and  Russel  H.  Patterson,  Jr. 

Also  present:  Gerald  D.  Dorman,  Past  President  and 
Trustee  of  the  AMA;  James  M.  Blake,  Trustee  of  the  AMA; 
Thomas  S.  Bumbalo,  Alternate  Delegate;  and  Joseph  R. 
Fontanetta. 

MSSNY  Staff:  Guy  D.  Beaumont  and  Gretchen 

Wunsch 

County  Medical  Society  Executives:  Richard  F. 

Treccase,  Ronald  J.  Krizinofski,  Norman  D.  Steingraber, 
Coleman  M.  C.  Fineberg,  Thomas  E.  Cardillo,  M.D.,  Vin- 
cent R.  Zingaro,  Lester  J.  Candela,  M.D.,  Stephen  K. 
Leech. 

Meetings.  The  delegation  held  a preliminary  meeting 
on  April  29,  1976,  in  the  offices  of  the  State  Society.  At 
this  meeting,  Dr.  Emerson  was  elected  chairman  of  the 
delegation  for  two  years.  Dr.  Emerson  then  made  as- 
signments to  the  various  reference  committees  (see  page 
555).  The  delegation  considered  resolutions  referred  to 
it.  Resolutions  and  actions  of  the  AMA’s  House  of  Dele- 
gates appear  on  pages  555-557. 

The  delegation  held  a business  meeting  on  Saturday. 
June  26,  at  the  Fairmont  Hotel,  Dallas.  Breakfast  meet- 
ings were  held  on  Sunday,  Monday,  Tuesday,  Wednesday, 
and  Thursday.  25  candidates  for  office  appeared  before 
the  delegation  at  the  breakfast  meetings.  Luncheon 
meetings  were  held  on  Monday,  Tuesday  and  Wednesday. 
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Resolutions  and  reference  committee  reports  were  thor- 
L oughly  discussed  during  these  meetings.  The  delegation 
voted  not  to  adhere  to  the  unit  rule. 

! Serving  on  reference  committees  were  the  following: 

A.  (Insurance  and  Medical  Services)  

John  A.  Finkbeiner 

B.  (Legislation) John  H.  Carter 

F.  (Board  of  Trustees)  John  L.  Clowe 

G.  (Miscellaneous)  . .George  F.  Crikelair,  Chairman 

Credentials Paul  M.  DeLuca 

f Observers  were: 

Amendments  to  Constitution  and  Bylaws  . Drs.  Collins 
and  Berry 

A.  (Insurance  and  Medical  Services)  . . Drs.  Himler, 

Walls,  and  Wagreich 

B.  (Legislation) Drs.  Eberle  and  Schwartz 

C.  (Medical  Education)  . . . .Drs.  Denton,  Kaufman, 

and  Sherman 

D.  (Hospitals  and  Medical  Facilities)  . Drs.  Diedrick 

and  Way 

E.  (Scientific-Public  Health)  Drs.  Elliot 

and  Helpern 

F.  (Board  of  Trustees) Drs.  Loperfido  and 

Goldmark 

G.  (Miscellaneous)  Drs.  DeLuca  and  Gordon 

H.  (Miscellaneous)  ....  Drs.  Emerson  and  Fineberg. 
Committee  members  were: 

Hospitality  Committee  . . . .John  L.  Clowe,  Chairman 
Candidate  Review  Committee  ....  Bernard  J.  Pisani, 
Chairman 

Specialties George  F.  Crikelair.  Ray  A.  Elliot,  Jr., 

Russel  H.  Patterson,  Jr. 

Recorder  Charles  D.  Sherman,  Jr. 

Hospitality.  The  Hospitality  Suite  was  open  for  New 
York  Delegates,  their  families,  and  the  staff,  Saturday, 
Monday,  and  Tuesday  evenings. 

On  Sunday  evening,  the  New  York  Delegation  joined 
with  delegates  from  the  New  England  States,  New  Jersey, 
and  Pennsylvania  as  co-hosts  for  a very  successful  recep- 
tion for  AMA  delegates  and  their  families. 

MSSNY  Physicians  Elected.  Judicial  Council,  Henry 

I.  Fineberg,  re-elected;  Council  on  Medical  Education, 
Bernard  J.  Pisani,  re-elected;  Council  on  Medical  Services, 
Ralph  S.  Emerson. 

Resolutions.  The  following  resolutions  were  introduced 
by  the  delegation  and  were  acted  on  as  indicated. 

Resolution:  127  (A-76),  Establishment  of  a National 
Health  Systems  Agency  Coordinating  Committee 

Whereas,  The  National  Health  Planning  and  Re- 
sources Development  Act  (PL  93-641)  is  of  such  mag- 
nitude and  importance  to  the  health  care  of  the  citi- 
zens of  this  nation;  and 

Whereas,  The  Act  empowers  health  systems  agen- 
cies to  modify  and  alter  health  care  delivery  systems 
that  could  have  considerable  effect  on  the  medical  care 
available  to  the  public;  and 

Whereas,  Pending  the  outcome  of  the  suits  institut- 
ed or  being  filed,  challenging  the  constitutionality  of 
PL  93-641,  the  latter  is  the  law  of  the  land;  and 

Whereas,  It  is  important  that  all  state  medical  so- 
cieties and  their  component  groups  be  thoroughly  and 
accurately  informed  of  the  implications  of  and  ongoing 
activities  attending  the  implementation  of  PL  93-641; 
and 


Whereas,  The  organizations  composing  the  AMA 
should  coordinate  their  ideas  and  efforts  to  arrive  at  a 
consensus;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
establish,  with  an  appropriate  organizational  structure 
within  the  Association,  a National  Health  Systems 
Agency  Coordinating  Committee;  and  be  it  further 
Resolved,  That  the  American  Medical  Association 
encourage  all  state  medical  societies  to  establish  coor- 
dinating committees  and  a communications  network 
fcx«interrelating  such  committees. 

Fiscal  Note:  Up  to  $25,000 

ACTION:  Referred  to  the  Board  of  Trustees  for 
study. 

Resolution:  128  (A-76),  Definition  of  terms  “Provid- 
er” and  “Consumer” 

Whereas,  There  has  been  inadequate  representation 
of  the  physician  in  the  private  practice  of  medicine  on 
the  planning  and  operational  boards  of  the  Health 
Service  Agencies  established  or  being  established 
throughout  the  country;  and 

Whereas,  Such  lack  of  representation  has  resulted 
in  a defective  construction  of  the  HSA  boards  which 
defeats  the  stated  purpose  of  PL  93-641  which  reads, 
‘‘since  the  health  care  provider  is  one  of  the  most  im- 
portant participants  in  any  health  care  delivery  sys- 
tem, health  policy  must  address  the  legitimate  needs 
and  concerns  of  the  provider  if  it  is  to  achieve  mean- 
ingful results;  and,  thus  it  is  imperative  that  the  pro- 
vider be  encouraged  to  play  an  active  role  in  devel- 
oping health  policy  at  all  levels”;  and 

Whereas,  The  private  practicing  physician  is  the 
principal  participant  in  the  health  care  delivery  system 
with  the  most  intimate  contact  with  the  health  prob- 
lems of  the  public  and  hence  the  chief  “provider”;  and 
Whereas,  The  deficiency  noted  above  is  due  primar- 
ily to  a poor  definition  and  understanding  of  the  terms 
“provider”  and  “consumer”;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
urge  that  the  terms  “provider”  and  “consumer,”  as 
used  in  the  construction  of  Health  Systems  Agency 
Boards  to  carry  out  the  stated  purpose  of  PL  93-641, 
be  more  adequately  defined  to  insure  a more  realistic 
representation  on  HSA  Boards;  and  be  it  further 
Resolved,  That  the  American  Medical  Association 
inform  the  representatives  in  Congress,  the  pertinent 
Congressional  committee  and  involved  governmental 
agencies  of  this  action. 

ACTION:  Referred  to  the  Board  of  Trustees  for 
appropriate  action  (along  with  Resolutions  5,  84, 
95,  28,  and  104) 

Resolution:  129  (A-76),  Limitation  of  Physicians’ 

Fees 

Whereas,  The  American  Medical  Association  has 
expressed  its  objection  to  the  17.9  percent  limitation 
imposed  with  the  adoption  of  the  National  Economic 
Index;  and 

Whereas,  The  Congressional  committees  involved 
did  respond  with  an  amendment,  effective  when 
signed  by  President  Ford  on  December  31,  1975,  that 
in  no  instance  would  a physician’s  allowed  charges  be 
less  than  those  paid  to  him  in  1975;  and 

Whereas,  President  Ford  in  his  message  to  Congress 
covering  Medicare  recommended  a limitation  of  4 per- 
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cent  a year  in  both  1977  and  1978  on  physicians’  fee  in- 

■ creases;  and 

Whereas,  Such  a limitation  is  highly  discriminatory, 
singling  out  physicians  alone,  is  completely  unrealistic 
in  relation  to  the  general  inflationary  rate,  and,  in  par- 
ticular, ignores  the  tremendous  increases  in  malpractice 
liability  premiums;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
be  prepared  to  testify  and  to  present  a forceful  protest 
against  any  singling  out  of  the  medical  profession  in 
any  discussion  of  inflationary  pressures  as  well  as 
against  an  unrealistic  limitation  of  fee  increases;  and 
be  it  further 

Resolved,  That  the  American  Medical  Association 
have  informed  and  proficient  representatives  present 
its  viewpoints  in  testimony  before  any  and  ail  Congres- 
sional committees  that  would  be  considering  limita- 
tion of  fee  increases. 

ACTION:  The  following  substitute  Resolved 

portion  was  adopted. 

Resolved,  That  the  American  Medical  Associa- 
tion oppose  legislation  or  regulations  which  pro- 
vide for  unfair  or  discriminatory  limitations  on 
physician  fees. 

Resolution:  130  (A-76),  Child  Maltreatment  Syn- 

drome Diagnosis  for  Inclusion  in  ICD 

Whereas,  One  reason  for  the  lack  of  knowledge 
about  child  abuse  is  that  there  is  no  diagnosis  and  code 
number  in  the  International  Classification  of  Diseases 
for  the  Child  Maltreatment  Syndrome;  therefore  be  it 
Resolved,  That  the  American  Medical  Association 
recommend  that  the  Eighth  Edition  of  the  Interna- 
tional Classification  of  Diseases  be  amended  to  include 
the  qualifying  diagnosis  “Child  Maltreatment  Syn- 
drome”; and  be  it  further 

Resolved,  That  the  United  States  Department  of 
Health,  Education,  and  Welfare,  Public  Health  Ser- 
vice, National  Center  for  Health  Statistics,  which  pub- 
lishes the  International  Classification  of  Diseases,  be 
so  notified. 

ACTION:  Adopted  as  amended  (addition  in  ital- 
ics) 

Resolution:  131  (A-76),  Private  Patients  and  the  Re- 
sponsibility of  the  Attending  Physician  in  a Teaching 
Hospital  Setting 

Whereas,  In  certain  areas  of  some  teaching  hospitals 
the  personal  duty  for  the  diagnosis  and  treatment  of 
private  patients  has  been  taken  away  from  the  private 
attending  physician  and,  by  administrative  decree,  has 
been  placed  primarily  in  the  hands  of  housestaff  physi- 
cians; and 

Whereas,  The  use  of  private  patients  for  training 
under  these  circumstances  diminishes  the  role  of  the 
private  physician  without  in  any  way  diminishing  his 
moral,  ethical  or  legal  obligations  to  his  patient;  and 
Whereas,  This  is  being  done  without  either  the  ap- 
proval of  the  attending  physician  or  the  informed  con- 
sent of  the  patient;  therefore  be  it 

Resolved,  'I'hat  the  American  Medical  Association 
oppose  the  mandatory  delegation  of  the  diagnosis  and 
treatment  of  the  private  patient  primarily  to  house- 
staff  physicians  in  teaching  hospitals,  or  in  any  other 
hospital  setting,  without  the  consent  of  the  practition- 


er selected  by  the  patient  and  without  the  informed 
consent  of  the  private  patient;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
reaffirm  the  position  taken  by  the  House  of  Delegates 
that  there  shall  be  one  physician  responsible  for  the 
care  of  the  patient  in  the  hospital;  that  this  physician 
shall  be  the  patient’s  own  private  physician;  and  that 
this  rule  shall  be  carried  out  by  all  hospitals;  and  be  it 
further 

Resolved,  That  the  American  Medical  Association 
request  the  Joint  Commission  on  Accreditation  of 
Hospitals  to  be  certain  that  there  is  no  regulation  of 
hospitals  which  can  disenfranchise  private  practition- 
ers from  the  control  of  the  care  of  their  private  patients 
(suggested  wording  to  cover  this  could  be  “Where 
there  is  a medical  staff  policy  that  permits  charge  or- 
ders to  be  written  by  the  housestaff,  the  policy  must 
not  be  extended  to  prohibit  orders  being  written  by  the 
patient’s  private  physician.  This  should  be  made 
clear  in  the  medical  staff  bylaws,  rules  and  regula- 
tions.”); and  be  it  further 

Resolved,  That  the  Department  of  Health,  Educa- 
tion, and  Welfare  and  members  of  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  be  so  informed. 

ACTION:  The  following  substitute  resolution 

was  adopted  as  amended  (addition  in  italics). 

Resolved,  That  the  American  Medical  Association 
oppose  the  mandatory  delegation  of  the  diagnosis  and 
treatment  of  the  private  patient  primarily  to  house- 
staff  physicians  in  teaching  hospitals,  or  in  any  other 
hospital  setting;  and  be  it  further 

Resolved,  That  refusal  of  a physician  to  delegate 
the  care  of  his  private  patients  to  members  of  the 
housestaff  shall  not  be  grounds  for  the  reduction  or 
termination  of  his  privileges;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
reaffirms  the  position  taken  by  the  House  of  Delegates 
that  there  shall  be  one  physician  responsible  for  the 
care  of  the  patient  in  the  hospital  and  that  this  physi- 
cian shall  be  the  patient’s  own  private  physician;  and 
be  it  further 

Resolved,  That  the  American  Medical  Association 
strongly  urge  the  Joint  Commission  on  Accreditation 
of  Hospitals  to  assure  that  its  accreditation  standards 
maintain  the  right  of  free  choice  by  a patient  to  have 
the  care  provided  in  a hospital  ordered  and  controlled 
by  his  or  her  own  private  physician;  and  be  it  further 

Resolved,  That  the  Department  of  Health,  Educa- 
tion, and  Welfare  and  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  be  so  informed. 

Resolution:  132  (A-76),  Hospitals  and  Liability  In- 
surance 

Whereas,  There  exists  at  present  several  adversary 
actions  between  the  hospitals  and  members  of  their 
medical  staffs;  and 

Whereas,  Where  such  adversary  actions  exist,  or 
may  possibly  in  the  future,  an  atmosphere  of  mutual 
distrust  can  only  be  detrimental  for  the  quality  of 
medical  care  given  patients  in  the  hospital  setting,  and 
ultimately  result  in  increased  costs  to  the  insurer; 
therefore  be  it 

Resolved,  That  the  medical  staff  of  each  hospital 
and  the  insurers  of  the  hospital  reach  a working  agree- 
ment which  will  prevent  an  adversary  atmosphere;  and 
be  it  further 
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Resolved,  That  the  American  Medical  Association 
urge  hospitals  to  obtain  liability  insurance  in  the  same 
amount  as  that  carried  by  the  doctors  on  their  staffs. 
ACTION:  Referred  to  the  Board  of  Trustees  for 
further  study. 

The  following  two  Memorial  Resolutions  were  adopted 
unanimously: 

James  Risley  Reuling,  M.D. 

Introduced  by  New  York  Delegation 

Whereas,  James  Risley  Reuling,  M.D.,  passed  away 
on  Saturday,  December  27,  1975;  and 

Whereas,  He  was  a loyal  and  dedicated  member  of 
this  House  of  Delegates  from  1941  to  1949,  as  a dele- 
gate from  New  York;  and 

Whereas,  He  served  as  Speaker  of  this  House  of  Del- 
egates and  was  also  a Trustee  of  the  American  Medical 
Association;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the 
American  Medical  Association  express  its  sorrow  at 
the  death  of  James  Risley  Reuling,  M.D.;  and  be  it  fur- 
ther 

Resolved,  That  this  resolution  be  spread  upon  the 
minutes  of  this  session  of  the  House  of  Delegates,  and 
that  a copy  be  sent  to  his  family. 

Carlton  E.  Wertz,  M.D. 

Introduced  by  New  York  Delegation 

Whereas,  Carlton  E.  Wertz,  who  practiced  for  45 
years  in  Buffalo,  New  York,  died  on  December  17, 
1975,  in  Hartingen,  Texas;  and 

Whereas,  Dr.  Wertz  served  his  patients,  his  commu- 
nity, and  all  levels  of  organized  medicine  for  many 
years;  and 

Whereas,  He  was  a member  of  this  House  of  Dele- 
gates, as  a delegate  from  New  York,  from  1951  to  1970; 
and 

Whereas,  Dr.  Wertz  served  as  Vice  President  of  the 
American  Medical  Association  from  June  1964  to  June 
1965;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the 
American  Medical  Association  express  its  sorrow  at 
the  loss  of  Carlton  E.  Wertz,  M.D.;  and  be  it  further 


Resolved,  That  this  resolution  be  spread  upon  the 
minutes  of  this  session  of  the  House  and  that  a copy  be 
sent  to  his  family. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Jeff  J.  Coletti,  M.D., 
Chcifman. 

The  Annual  Report  of  the  New  York  Delegation  to  the 
AMA.  The  Report  of  the  New  York  Delegation  to  the 
American  Medical  Association  was  reviewed,  and  the  ref- 
erence committee  commends  the  dedicated  involvement 
of  our  delegates  at  the  national  level.  A number  of  sig- 
nificant resolutions  were  introduced  by  the  New  York  State 
delegation,  and  adopted  by  the  AMA  House. 

New  York  continues  to  enjoy  a position  of  leadership  at 
the  national  level.  The  decreasing  number  of  State  Society 
members  who  have  elected  to  belong  to  the  AMA  has  re- 
sulted in  a decrease  in  our  delegate  representation,  and 
there  is  no  indication  that  this  trend  will  not  continue. 
The  reference  committee  feels  it  is  imperative  that  the 
Medical  Society  of  the  State  of  New  York  and  every 
member  of  its  House  of  Delegates  make  a concerted  effort 
to  encourage  our  colleagues  to  join  or  rejoin  the  AMA. 

To  further  improve  the  efficiency  of  our  delegation  to 
the  AMA,  it  has  been  suggested  that  our  delegates  meet  on 
a regular  basis  throughout  the  year  to  acquaint  themselves 
with  medical  problems  of  national  importance.  The  staff 
of  the  Medical  Society  of  the  State  of  New  York  stands 
ready  to  keep  our  delegation  informed  on  a continuing  basis 
on  matters  that  will  come  to  its  attention  at  the  Annual 
Meetings  of  the  AMA. 

Your  Reference  Committee  feels  that  this  procedure 
should  be  instituted  without  delay.  The  reference  com- 
mittee found  the  personal  observations  of  Dr.  Charles  D. 
Sherman,  Jr.,  the  recorder,  to  be  of  great  value  in  its  de- 
liberations about  the  delegates’  activities. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report . . . 


SCIENTIFIC  ACTIVITIES, 
PUBLICATIONS,  MISCELLANEOUS 


ARCHIVES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Archives  are  as  fol- 


lows: 

Paul  S.  Striker,  M.D.,  Chairman  New  York 

Harriett  Northrup,  M.D Chautauqua 

Bernard  R.  Margolius,  M.D Greene 

Nathan  Roth,  M.D New  York 

Alfred  A.  Angrist,  M.D.,  ex  officio  Bronx 


The  Committee  on  Archives  of  the  Medical  Society  of 
the  State  of  New  York  culminates  its  activites  annually  at 
the  convention  of  the  Society  at  the  Americana  Hotel. 
This  past  year, a joint  meeting  was  held  on  March  9,1975, 
with  the  Woman’s  Auxiliary  of  the  Medical  Society  of  the 


State  of  New  York,  and  the  Medical  Archivists  of  New 
York. 

As  in  the  past,  over  70  archivists  heard  a distinguished 
panel  present  topics  of  historical  interest  centering  on  the 
medical  archives  of  New  York  State.  The  theme  of  the 
program  was  a salute  to  St.  Vincent’s  Hospital  on  the  oc- 
casion of  its  125th  anniversary.  The  program  for  the  next 
annual  meeting  will  be  in  keeping  with  the  Bicentennial 
celebration,  dealing  with  colonial  medicine  in  New  York 
State. 

For  the  past  number  of  years,  the  Committee  on  Ar- 
chives has  worked  in  collaboration  with  the  Medical  Ar- 
chivists of  New  York  founded  in  1960,  as  well  as  other  in- 
terested groups  including  the  United  Hospital  Fund,  a 
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special  committee  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York,  and  the  Committee  on 
Archives  on  Regional  History  of  the  Medical  Society  of  the 
County  of  New  York. 

In  this  Bicentennial  year,  the  committee  looks  forward 
to  an  ever  widening  interest  in  the  detection  and  preser- 
vation of  important  medical  archival  material  of  the  State 
of  New  York.  We  have  already  completed  the  microdu- 
plication of  the  priceless  museum  archives  of  the  Medical 
Society  of  the  County  of  New  York  from  1806  to  1878,  and 
hope  that  this  will  serve  as  an  example  for  other  county 
medical  societies  of  the  State  to  follow.  In  this  way,  pre- 
cious and  fragile  historical  archives  will  be  preserved  in- 
definitely, and  at  the  same  time  made  wholly  available  to 
scholars  and  historians  in  all  locations. 

Respectfully  submitted, 

Paul  S.  Striker,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scientific  Activities, 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Gerald  J.  Lustig,  M.D.,  Chairman. 

The  report  of  the  Committee  on  Archives  was  reviewed 
and  your  reference  committee  recommends  that  this  report 
be  filed. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report.  . . 


BICENTENNIAL 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Bicentennial  Committee  are  as 
follows: 

Arthur  H.  Diedrick,  M.D.,  Chairman  . . .Westchester 

James  M.  Blake,  M.D Schenectady 

Ralph  S.  Emerson,  M.D Nassau 

Henry  I.  Fineberg,  M.D Suffolk 

Walter  T.  Heldmann,  M.D Richmond 

George  Himler,  M.D New  York 

Edward  C.  Hughes,  M.D Onondaga 

Joseph  J.  Kaufman,  M.D , .Wayne 

Thomas  F McCarthy,  M.D Bronx 

Edward  Siegel,  M.D Clinton 

Walter  Scott  Walls,  M.D Erie 

George  T.  C.  Way,  M.D Dutchess 

The  committee  met  upon  several  occasions  and  at  the 
last  meeting  the  committee,  after  a general  discussion  on 
the  involvement  of  MSSNY  in  the  bicentennial  celebra- 
tion, decided  the  following: 

1.  Not  to  provide  the  membership  with  bumper 
stickers  and  window  stickers  mainly  because  doctors 
would  not  use  them. 

2.  To  concentrate  MSSNY  effort  on  a July  bicen- 
tennial issue  of  the  Journal,  releases  to  the  media  of 
the  medical  history  material  contained  in  the  Journal, 
and  to  finance  an  exhibit  for  the  Woman’3  Auxiliary 
for  use  at  State  and  County  Fairs. 

3.  To  proceed  with  the  imprinting  of  the  slogan 
AMERICA’S  HEALTH  200  YEARS  BETTER  on 
MSSNY  stationery  and  the  News  of  New  York  and 
order  the  new  insert  for  the  postage  meter  with  that 
slogan. 


4.  To  purchase  an  official  bicentennial  flag  and  a 
“Betsy  Ross”  flag  for  display  in  front  of  building,  and  a 
bicentennial  banner  for  display  in  lobby. 

5.  To  recommend  to  the  Council  a budget  for  the 
entire  bicentennial  project  not  to  exceed  $25,000. 

Respectfully  submitted, 

Arthur  H.  Diedrick,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Scientific  Activities, 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Gerald  J.  Lustig,  M.D.,  Chairman. 

The  report  of  the  Bicentennial  Committee  was  reviewed 
and  your  reference  committee  recommends  that  this  report 
be  filed. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report.  . . 


CONVENTION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  1975  Convention  Committee  consisted  of  the  fol- 


lowing: 

Bernard  J.  Pisani,  M.D.,  Chairman,  New  York 

Frank  LaGattuta,  M.D. , Bronx 

Stephen  Nordlicht,  M.D.,  New  York 

Joseph  G.  Zimring,  M.D. , Nassau 

George  J.  Lawrence,  Jr.,  M.D.,  ex  officio  . . . .Queens 


The  169th  Annual  Convention  of  the  Medical  Society 
of  the  State  of  New  York  was  held  March  9 through  13, 
1975,  at  the  Hotel  Americana  in  New  York  City.  The 
following  are  the  attendance  figures: 


Sun. 

Mon. 

Tues. 

Wed. 

Total 

Physicians* 

1,225 

360 

302 

286 

2,173 

Allied  Pro- 

fessions** 

186 

176 

95 

72 

529 

Guests 

263 

163 

111 

54 

591 

Totals 

1,674 

699 

508 

412 

3,293 

Technical  Ex- 

hibitors 

550 

Grand  Total 

3,843 

Comparative  figures: 

1972 

1973 

1974 

1975 

Physicians 

2,340 

2,713 

1,186 

2,173 

Allied  Professions 

492 

540 

599 

529 

Guests 

568 

529 

536 

591 

Totals 

3,400 

3,782 

3,321 

3,293 

* Includes  House  of  Delegates 

**  Includes:  Dentists,  Ph.D.s,  medical  students,  nurses, 

medical  technicians,  and  other  paramedical  personnel. 
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Scientific  Meetings 
ATTENDANCE 
GENERAL  SESSIONS 
Sunday  (Joint  meeting  with  Sections  on  Family 


and  General  Practice;  Obstetrics  and 
Gynecology;  Psychiatry;  Urology)  300 

Monday  125 

Tuesday  (Joint  meeting  with  Session  on 
Cardiovascular  Disease)  150 

Wednesday  250 

SECTIONS 

Allergy  and  Immunology  60 

Anesthesiology  65 

Chest  Diseases  75 

Data  Processing  in  Medicine  36 

Dermatology  and  Syphilology  125 

Family  and  General  Practice  (in  G.S.)  300 

Gastroenterology  and  Colon  and 
Rectal  Surgery  75 

(Joint  with  Pathology) 

Internal  Medicine  400 

Medical-Legal  and  Workmen’s  Comp.  65 

(with  Occupational  Medicine) 

Neurology  35 

Neurosurgery  50 

Obstetrics  and  Gynecology  (in  G.S.)  300 

Occupational  Medicine  (with  Medical-Legal)  65 

Ophthalmology  75 

Orthopedic  Surgery  (with  Radiology)  50 

Otolaryngology  (with  Pediatrics)  75 

Pathology,  Clinical  Pathology, 

and  Blood  Banking  75 

(Joint  with  Gastroenterology) 

Pediatrics  (with  Otolaryngology)  75 

Physical  Medicine  and  Rehabilitation  65 

Plastic  and  Reconstructive  Surgery  85 

Preventive  Medicine  and  Public  Health  50 

Psychiatry  (in  G.S.)  300 

Radiology  (with  Orthopedic  Surgery)  50 

School  Health  38 

Surgery  (Joint  meeting  with 
Emergency  Medicine)  157 

Urology  (in  G.S.)  300 

SESSIONS 

Archives  75 

Cardiovascular  Disease  (in  G.S.)  150 

Emergency  Medicine  (with  Surgery)  157 


Scientific  Program.  Bernard  J.  Pisani,  M.D.,  Chair- 
man, and  his  committee  find  that  gradually  more  of  our 
scientific  sections  are  combining  with  the  parallel  State 
specialty  societies  to  present  their  meetings.  This  ar- 
rangement proves  to  be  an  advantage  as  far  as  both 
speakers  and  audience  are  concerned.  Some  of  the  State 
specialty  societies  publicize  the  meetings  in  their  specialty 
journals. 

Four  of  our  sections  participated  jointly  in  the  Sunday 
General  Session,  which  resulted  in  a very  well  attended 
meeting.  Six  other  meetings  were  joint  efforts  of  two  or 
more  sections.  This  procedure  is  encouraged,  both  for  the 
diversified  nature  of  the  program,  and  for  the  fact  that 
there  would  not  otherwise  be  enough  meeting  rooms  in  the 
hotel  to  accommodate  individual  section  and  session 
meetings. 

The  annual  scientific  program  as  published,  is  arranged 
and  indexed  by  Miss  Mollie  Pesikoff,  as  are  all  details  of 
each  scientific  meeting. 


Scientific  Exhibits.  Thomas  S.  Bumbalo,  M.D., 
Chairman,  and  his  committee  chose  40  exhibits  from  about 
50  applications.  Since  there  has  been  a falling  off  of  ap- 
plications in  the  last  few  years,  an  intensive  effort  to  reach 
out  for  scientific  exhibits  was  made.  Hundreds  of  letters 
were  sent  to  directors  of  services  in  hospitals  in  New  York 
and  contiguous  states;  government  and  research  institu- 
tions were  approached;  and  requests  were  made  to  chair- 
men of  sections  asking  them  to  contact  their  speakers  for 
exhibits,  in  an  attempt  to  obtain  exhibits  of  merit.  Dr. 
HUmbalo  and  Dr.  Lawrence  personally  solicited  scientific 
exhibits  at  the  AMA  meetings  in  Chicago  and  Atlantic 
City. 

It  was  a source  of  satisfaction  that  the  exhibits  at  the 
1975  Convention,  although  not  as  numerous  as  we  would 
have  liked,  were  of  eminently  high  caliber. 

The  chairman  thanks  the  members  of  his  committee  for 
their  help  in  evaluating  and  selecting  the  exhibits.  He 
expresses  his  thanks  to  George  J.  Lawrence,  Jr.,  M.D.,  for 
his  valuable  support  and  to  Miss  Mollie  Pesikoff  for  her 
intelligent  assistance  in  organizing  and  arranging  the  ex- 
hibits. 

Scientific  Motion  Pictures.  Dr.  James  Quinlivan,  who 
had  been  the  chairman  of  the  Scientific  Motion  Picture 
Committee,  retired  from  the  New  York  State  Department 
of  Health.  However,  he  briefed  the  staff  before  he  left,  and 
an  excellent  motion  picture  program  was  arranged.  We 
are  grateful  to  the  State  Health  Department  for  presenting 
this  program  and  for  sending  personnel  to  the  convention 
to  man  it.  Sixty-one  motion  pictures  were  shown,  with  an 
approximate  attendance  of  1,000.  The  best  attended 
picture  was  “Beginning  of  Life”  by  Dr.  Rokura  Hiashi  of 
Tokyo,  Japan. 

Scientific  Exhibit  Awards.  Albert  H.  Douglas,  M.D., 
Chairman,  and  his  committee  viewed  and  chose  the 
award-winning  exhibits.  The  certificates  were  presented 
amidst  photographs  taken  by  our  Department  of  Public 
and  Professional  Affairs. 

The  names  of  the  award-winning  exhibitors  appear  on 
page  1876  of  the  New  York  State  Journal  of  Medicine, 
Volume  75,  No.  11. 

Technical  Exhibits.  Julius  E.  Stolfi,  M.D.,  Chairman, 
reports  that  Mrs.  Camille  M.  Cunningham,  Technical 
Exhibits  Manager,  was  successful  in  selling  all  of  the 
available  exhibit  space  with  an  increase  in  revenue  of  over 
$4,000  from  the  previous  year.  Income  from  exhibit  space 
has  steadily  increased  in  the  past  two  years.  Again  it 
should  be  repeated  that  the  technical  exhibitors  are 
charged  for  their  space  and  contribute  in  reducing  the  ex- 
penditures of  our  annual  convention.  All  members  and 
guests  should  be  urged  to  support  the  exhibits  by  visiting 
the  exhibit  area  during  the  annual  meeting. 

Dinner  Dance.  Arthur  H.  Deidrick,  M.D.,  Chairman, 
reports  that  approximately  300  members  and  guests  at- 
tended the  reception  and  dinner  dance  in  honor  of  Lynn 
R.  Callin,  M.D.,  outgoing  president  of  the  State  Society. 
Henry  I.  Fineberg,  M.D.,  served  as  master  of  ceremonies. 
The  Dinner  Dance  Committee  and  Mr.  George  Forrest  of 
our  staff  are  appreciated  for  arranging  the  successful  af- 
fair. 

House  of  Delegates.  The  House  of  Delegates  convened 
on  Sunday,  March  9 and  adjourned  Thursday,  March  13, 
1975.  One  hundred  and  forty-nine  resolutions  were  pre- 
sented for  consideration  and  action.  The  House  was 


Minutes,  House  of  Delegates/March,  1977/New  York  State  Journal  of  Medicine 


559 


honored  by  the  presence  of  Malcolm  C.  Todd,  M.D.,  AMA 
President.  (See  the  special  September  1975  issue  of  The 
New  York  State  Journal  of  Medicine  for  a full  report). 

1976  Convention.  The  Scientific  Program  Committee 
is  pleased  to  present  an  innovation  for  the  1976  Conven- 
tion. A series  of  “Meet  the  Professor”  luncheon  panels  is 
planned  for  Monday,  Tuesday,  and  Wednesday  of  Con- 
vention Week,  under  the  guidance  of  Maxwell  Spring, 
M.D.,  one  of  the  associate  chairmen.  He  has  arranged  for 
15  professors  each  lunch  period  to  sit  at  a table  with  nine 
physicians  and  informally  answer  questions  and  lead  dis- 
cussion on  specific  topics.  This  is  a pilot  project  that  we 
hope  will  be  successful  and  carried  over  into  future  con- 
ventions. The  cost  of  the  luncheons  will  be  partially 
subsidized  by  the  State  Society. 

Albert  H.  Douglas  M.D.,  who  has  been  the  very  capable 
chairman  of  the  Scientific  Exhibits  Committee,  was  ap- 
pointed by  President  Emerson  to  be  chairman  of  the  Sci- 
entific Program  Committee  and  the  Convention  Com- 
mittee for  1976.  Unfortunately,  because  of  illness,  he 
asked  to  be  released  from  his  duties.  The  State  Society  is 
grateful  to  him  for  his  many  years  of  outstanding  service 
and  for  his  ability  to  bring  fine  scientific  exhibits  to  the 
annual  conventions.  He  is  now  serving  as  consultant.  We 
wish  him  a speedy  and  complete  recovery. 

Joseph  G.  Zimring,  M.D.,  of  Long  Beach,  is  the  current 
Convention  chairman,  and  Stephen  Nordlicht,  M.D.,  of 
New  York  City,  the  Scientific  Program  chairman.  Plans 
for  the  1976  Convention  are  progressing  well  under  their 
respective  chairmenships. 

The  members  of  the  Convention  Committee,  Doctors 
LaGattuta,  Nordlicht,  and- Zimring  have  responded  with 
sage  advice  to  any  requests  and  have  been  a strong  support 
on  policy  and  procedure  in  staging  each  annual  meeting. 

The  retiring  chairman  wishes  to  thank  his  many  asso- 
ciate chairmen  of  the  scientific  programs  over  the  past 
years,  especially  Doctors  William  B.  Rawls,  Maxwell 
Spring,  Leo  J.  Swirsky,  Stephen  Nordlicht,  Albert  H. 
Douglas,  William  J.  Staubitz,  and  the  late  Doctors  Edward 
A.  Burkhardt  and  P.  F rederic  Metildi.  The  time  and  effort 
expended  by  Dr.  Norman  S.  Moore,  and  currently  by  Dr. 
George  J.  Lawrence,  Jr.,  the  directors  of  the  Division  of 
Scientific  Activities  covering  this  span  of  years,  were  es- 
sential ingredients  to  the  success  of  the  convention’s  sci- 
entific programs.  In  closing,  special  praise  must  be  given 
to  the  loyal  staff  who  untiringly  care  for  each  of  the  details 
that  make  for  a very  outstanding  convention  year  after 
year. 

It  has  been  a privilege  to  serve  as  your  convention 
chairman  and  an  honor  to  be  requested  to  further  continue 
as  advisor  to  this  committee. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scientific  Activities, 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Gerald  J.  Lustig,  M.D.,  Chairman. 

The  report  of  the  Convention  Committee  was  reviewed 
and  your  reference  committee  recommends  that  this  report 
be  filed. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report.  . . . 


Resolution  76-13,  The  Annual  Meeting  of  Medical 
Society  of  the  State  of  New  York  House  of  Dele- 
gates 

Introduced  by  Medical  Society  of  the  County  of  Orleans 

Whereas,  Physician  members  of  the  Medical  Society 
of  the  State  of  New  York  and  Upstate  New  York  find  it 
inconvenient  to  attend  the  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  held  in  New 
York  City;  and 

Whereas,  It  becomes  very  costly  to  attend  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
in  New  York  City,  due  to  cost  of  transportation,  plus 
high  prices  for  hotels  and  food  in  New  York  City;  and 

Whereas,  Holding  the  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  in  New  York  City  each 
year,  can  be  construed  as  disenfranchisement  of  Upstate 
physicians,  due  to  the  inconveniences  of  distance  and 
cost;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  adopt  an  al- 
ternating scheduling  of  future  Annual  Meetings  of  the 
Medical  Society  of  the  State  of  New  York,  to  one  year 
in  New  York  City,  and  the  following  year  in  an  Upstate 
location  of  sufficient  capability  in  terms  of  accommo- 
dations to  handle  the  meeting,  such  as  Buffalo,  Roch- 
ester and  Syracuse. 


Report  of  Reference  Committee  on  Scientific  Activities, 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Gerald  J.  Lustig,  M.D.,  Chairman. 

After  review  of  the  previous  experiences  of  the  Medical 
Society  of  the  State  of  New  York  in  regard  to  Upstate  at- 
tendance and  accommodations,  your  reference  committee 
recommends  that  Resolution  76-13  be  not  adopted. 

. . . The  House  voted  to  NOT  ADOPT  Resolution 
76-13.  . . . 


Resolution  76-79,  Date  of  Annual  Meeting  of  House 
of  Delega  tes 

Introduced  by  John  A.  Finkbeiner,  M.D.,  as  an  Individu- 
al 

Whereas,  Newly-installed  officers  of  component 
county  medical  societies  have  no  time  to  organize,  pre- 
pare and  present  an  effective  program  to  the  Medical 
Society  of  the  State  of  New  York  with  an  early  fall  An- 
nual Convention,  particularly  with  summer  vacations 
causing  further  interference;  and 

Whereas,  The  same  objections  exist  in  programs  that 
must  be  presented  from  MSSNY  to  the  American 
Medical  Association;  and 

Whereas,  Both  of  these  objections  force  MSSNY  to 
work  with  either  “lame  duck”  programs  or  with  embry- 
onic concepts  not  fully  matured;  and 

Whereas,  The  purpose  of  more  effective  legislative 
planning  has  not  materialized  or  been  realized;  therefore 
be  it 

Resolved,  That  the  Annual  Convention  of  the  House 
of  Delegates  of  the  Medical  Society  of  the  State  of  New 
York  resume  its  previous  late  winter  meeting,  rather 
than  a fall  meeting,  as  soon  as  it  is  feasible. 
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Report  of  Reference  Committee  on  Scientific  Activities, 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Gerald  J.  Lustig,  M.D.,  Chairman. 

Your  reference  committee  can  appreciate  the  sentiments 
of  the  resolution,  but  with  prior  commitments  and  planning 
and  the  intent  of  the  present  convention  dates,  the  com- 
mittee recommends  that  Resolution  76-79  be  not  adopt- 
ed. 

. . . The  House  voted  to  NOT  ADOPT  Resolution 

76-79  • • 

MEMBERSHIP 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Membership  are 
as  follows: 


Franz  L.  Ebstein,  M.D.,  Chairman Queens 

Abraham  W.  Freireich,  M.D Nassau 

Charles  T.  Tuke,  M.D Monroe 

Morton  Kurtz,  M.D Queens 

Donald  A.  Richter,  M.D Franklin 

Ravindra  F.  Shah,  M.D Oswego 

Wayne  C.  Templer,  M.D Steuben 

William  A.  Whyland,  M.D Rensselaer 

Auxiliary  Advisors: 

Cleo  Caddy  Nassau 

Shirley  J.  Kaye Albany 


The  Committee  on  Membership  has  held  five  meetings. 
At  its  meeting  in  July  of  1975,  the  committee  decided  to 
consider  the  following  basic  questions  in  preparation  for 
their  future  deliberations: 

(1)  What  do  we  consider  to  be  the  present  condi- 
tions regarding  MSSNY  membership? 

(2)  To  what  do  we  attribute  the  present  condi- 
tions? 

(3)  What  recommendations  for  improvements 
should  our  committee  present  to  the  Council? 
Statistics  from  the  years  1970  to  1974  were  studied. 

They  reflect  the  fact  that  MSSNY  membership  is  not 
keeping  pace  with  the  increased  number  of  physicians  li- 
censed to  practice  in  New  York  State. 

The  committee  decided  that  the  following  were  among 
the  most  important  deterrents  to  increased  membership  in 
MSSNY: 

(1)  Apparent  inability  of  the  Society  to  prevent 
continuing  government  inroads  of  the  profession. 

(2)  Insufficient  concrete  benefits  of  membership 
to  justify  the  cost. 

(3)  Lack  of  a definite  policy  to  attract  interns  and 
residents. 

(4)  Loss  of  control  of  the  malpractice  insurance. 
Though  it  was  recognized  that  medical  societies  cannot 

be  as  effective  as  unions  in  the  political  and  legislative 
arena,  it  was  the  opinion  of  the  committee  that  radical 
changes  must  be  made  within  the  State  Society  to  make  it 
a stronger  negotiator  in  the  interest  of  its  members. 
Therefore  the  committee  studied  the  Wisconsin  State 
Medical  Society’s  Physicians’  Alliance. 

After  studying  a section  of  the  AMA  Board  of  Trustees 
Report  to  the  AMA’s  House  of  Delegates  known  as  report 
“A”  and  the  information  received  on  the  Physicians’  Alli- 
ance, the  committee  at  its  meeting  on  September  11, 1975, 
submitted  the  following  resolution  to  the  Council  and 


recommended  that  it  be  brought  before  the  House  of  Del- 
egates at  its  special  meeting  in  November  of  1975. 

Whereas,  The  Committee  on  Membership  was 
created  by  the  Council  for  the  express  purpose  of  de- 
veloping the  ways  and  means  of  maintaining  and  in- 
creasing the  active  membership  in  order  to  strengthen 
the  effectiveness  of  the  Medical  Society  of  the  State  of 
New  York  for  the  benefit  of  its  members;  and 

Whereas,  The  Committee  on  Membership  believes 
a very  important  purpose  of  the  Medical  Society  of  the 
iState  of  New  York  is  to  assist  in  the  attainment  and 
maintenance  of  the  highest  possible  quality  in  health 
service,  a purpose  which  can  only  be  met  by  recogni- 
tion of  the  professional  autonomy  of  the  physician,  re- 
spect for  the  relationship  of  patient  to  physician,  and 
creation  of  a professional  and  socioeconomic  atmo- 
sphere conducive  to  quality  care;  and 

Whereas,  The  AMA  House  of  Delegates  at  the  1975 
Annual  Convention  adopted  the  Board  of  Trustees’ 
Report  “A”  which  recognized  a need  for  negotiating 
agencies  within  the  structure  of  organized  medicine; 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  establish  a 
Physicians’  Alliance  as  an  integral  part  of  its  structure 
with  the  following  goals,  objectives,  and  policies: 

The  Physicians’  Alliance  shall  be  concerned  with 
planning,  organizing  and  implementing  appropriate 
programs  to  protect,  promote  and  achieve  the  socio- 
economic interests  of  the  members  of  the  MSSNY. 

In  doing  so,  it  shall  undertake  aggressive  promo- 
tion of  Medicine’s  views  and  programs  regarding 
medical  and  health  care;  the  protection,  with  mili- 
tancy if  necessary,  of  the  physician-patient  relation- 
ship; the  advancement  of  the  socioeconomic  inter- 
ests of  physicians  as  identified  by  the  House  of  Dele- 
gates and  the  Council;  and  the  return  of  the  major 
responsibility  and  leadership  in  health  care  policy 
development  and  delivery  to  physicians  through  ag- 
gressive legislative,  political,  and  civic  activity. 

In  achieving  these  goals,  the  House  of  Delegates 
establishes  the  following  objectives  for  the  Physi- 
cians’ Alliance: 

1.  Seek  better  means  to  bring  together  all  mem- 
bers of  the  MSSNY  for  their  mutual  benefit  and 
protection. 

2.  Expend  effort  to  unite  the  membership  in 
order  to  obtain  or  preserve  the  individual  freedom  of 
judgment  and  action  essential  to  their  success  as 
professionals. 

3.  Assure  physicians  of  proper  representation  in 
every  aspect  of  health  care  delivery. 

4.  Advance  and  protect  the  rights  of  MSSNY 
members — as  citizens  first  and  physicians  second — 
in  economic  and  practice  matters,  including  deter- 
mination of  rates  of  compensation,  maintenance  of 
proper  practice  or  working  conditions,  provision  of 
adequate  equipment  and  facilities  in  both  public 
and  private  settings,  assurance  of  competent  and  re- 
liable nonmedical  aids  and  assistants,  and  protec- 
tion from  interference  with  the  physician-patient  re- 
lationship. 

5.  Undertake  measures  that  will  enhance  the 
dignity  and  regard  of  physicians  and  other  health 
care  personnel. 

6.  Engage  in  educational,  political,  legislative, 
social,  charitable,  legal,  civic  and  other  appropriate 
activities,  including  negotiation  or  collective  bar- 
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gaining  on  behalf  of  the  Society’s  members  to  ac- 
complish the  purposes  set  forth  above. 

The  Physicians’  Alliance  shall  be  an  integral  part 
of  the  MSSNY  and  as  such  its  activities  shall  be 
guided  by  and  supportive  of  Society  policy  as  ex- 
pressed by  the  Council  and  House  of  Delegates.  It 
shall  exercise  the  powers  delegated  to  it  within  its 
areas  of  program  responsibility  and  shall  make  rec- 
ommendations on  Society  policy  and  programs 
through  established  Society  mechanisms. 

In  the  event  of  any  questions  as  to  the  powers  or 
responsibilities  of  the  Physicians’  Alliance  or  its  re- 
lationship to  the  Society  or  any  of  the  Society's  func- 
tions, whether  integral  or  affiliated,  such  questions 
shall  be  submitted  to  the  Council  for  determina- 
tion. 

The  Alliance  shall  be  responsible  for  the  fol- 
lowing: 

1.  Resolution  of  differences  between  members 
and  third  parties  relative  to  payment  of  benefits, 
conditions  of  service,  and  fees. 

2.  The  pursuit  of  a satisfactory  program  of  pro- 
fessional liability  insurance  protection  for  the  physi- 
cians of  New  York. 

3.  Solutions  for  problems  of  interference  with 
physician-patient  relationships. 

4.  Satisfactory  resolution  of  disputes  between 
the  medical  staffs  of  hospitals  and  hospital  adminis- 
tration or  boards  of  directors. 

5.  Research  and  analysis  of  all  aspects  of  health 
care  costs,  delivery,  and  utilization,  especially  those 
related  to  physicians’  services. 

6.  Assistance  to  members  on  other  matters  of  so- 
cioeconomic concern. 

The  Alliance  shall  establish  local  Physicians’  Alli- 
ance committees  which  shall  seek  the  commitment, 
involvement,  and  participation  of  all  Society  mem- 
bers. 

It  shall  also  undertake  a thorough,  concentrated 
and  continuing  membership  education  program  to 
enlist  strong  membership  support  for  its  purposes. 

The  House  of  Delegates  will  delegate  to  the  Alli- 
ance all  necessary  independence  of  decision  and 
power  to  act  as  may  be  required  to  implement  the 
above  corporate  policies,  subject  to  the  following: 

1.  Execution  and  administration  within  the  poli- 
cy declarations  of  the  House  or  the  Council,  and  con- 
sistent with  the  corporate,  operational,  procedural, 
and  coordinative  policies  set  forth  in  this  statement, 
or  from  time  to  time  supplemented  by  the  House  or 
the  Council. 

2.  Monthly  reporting  to  the  Council  (or,  when  it 
is  not  meeting,  to  its  Executive  Committee),  and  an- 
nually to  the  House  of  Delegates. 

3.  Operation  within  the  budget  approved  annu- 
ally by  the  Board  of  Trustees  for  the  Alliance. 

The  Alliance  has  full  authority  on  procedural 
matters,  such  as  conduct  of  its  meetings,  dates  and 
places  for  meetings,  creation  of  continuing  or  ad  hoc 
committees  as  deemed  necessary  for  the  perfor- 
mance of  its  function,  so  long  as  these  are  consistent 
with  overall  Society  policy. 

The  Alliance  is  an  integral  part  of  the  State  Medi- 
cal Society  for  both  policy  and  administrative  pur- 
poses. Therefore,  coordination  of  its  affairs  with 
those  of  the  balance  of  the  Society  is  required  to  ef- 


fectively achieve  the  goals  and  purposes  of  the  total 

Society.  Final  authority  on  coordination  is  the 

Council  of  MSSNY. 

The  Council  in  its  wisdom  appointed  an  Ad  Hoc  Com- 
mittee to  Study  the  Physicians’  Alliance.  The  Ad  Hoc 
Committee  reported  to  the  Council  that  the  concept  of  a 
Physicians’  Alliance  is  unworkable  and  unnecessary  in 
MSSNY  and  recommended  that  further  study  be  under- 
taken by  the  Research  and  Planning  Committee  for  rec- 
ommendations. That  report  of  the  Ad  Hoc  Committee  was 
approved  by  the  Council. 

Respectfully  submitted, 

Franz  L.  Ebstein,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scientific  Activities, 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Gerald  J.  Lustig,  M.D.,  Chairman. 

The  report  of  the  Committee  on  Membership  was 
reviewed  and  your  reference  committee  recommends  that 
this  report  be  filed. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report.  . . . 

Resolution  76-39,  Benefits  for  Life  Members 
Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individ- 
ual 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  made  arrangements  for  certain  insurance 
benefits  to  be  made  available  to  its  members;  and 

Whereas,  These  benefits  generally  cease  to  apply  after 
a member  has  ceased  to  be  classified  as  an  active  mem- 
ber; and 

Whereas,  Many  of  these  insurance  benefits  are  valu- 
able and  should  continue  for  the  life  of  the  individual; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  permit  benefits  arranged  for  active  members 
by  the  Medical  Society  to  be  retained  with  reduced  rates 
and  benefit  by  all  persons  who  become  Life  Members  by 
virtue  of  attaining  the  predetermined  age;  and  be  it 
further 

Resolved,  That  if  such  physician  member  retires  to 
another  state,  his  Life  Membership  shall  be  retained  in 
the  Medical  Society  of  the  State  of  New  York  in  the  same 
manner  as  if  he  continued  to  reside  in  New  York  State 
and  that  all  benefits  accruing  to  Life  Members  shall  be 
continued  for  the  rest  of  his  life. 

Report  of  Reference  Committee  on  Scientific  Activities,  .! 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Gerald  J.  Lustig,  M.D.,  Chairman. 

Your  reference  committee  agrees  with  the  intent  of 
Resolution  76-39.  It  is  not  in  our  province  to  recommend 
reduced  rates  and  benefits  for  Life  Members.  Therefore, 
the  committee  recommends  that  theRrst  Resolved  be  re- 
ferred to  the  General  Insurance  Committee  for  further 
study. 

It  is  the  feeling  of  the  committee  that  the  second  Resolved 
is  already  in  effect  and  the  committee  recommends  that  i 
no  action  is  necessary. 

The  House,  after  discussion,  voted  to  REFER  the  j 
first  Resolved  of  Resolution  76-39  to  the  Council  and 
voted  to  not  adopt  the  second  resolved.  . . . 
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RESEARCH  AND  PLANNING  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Research 


and  Planning 

Paul  M.  DeLuea,  M.D.,  Chairman  Broome 

William  M.  Hewlett,  M.D Queens 

Henry  B.  Marshall,  M.D Chemung 

Charles  Weller,  M.D Westchester 

George  T.  C.  Way,  M.D Dutchess 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Walter  Scott  Walls,  M.D Erie 

G.  Rehmi  Denton,  M.D.,  Advisor  Albany 

Edward  C.  Hughes,  M.D.,  Advisor Onondaga 

Lynn  Callin,  M.D.,  Advisor  Monroe 


The  Committee  on  Research  and  Planning  held  meet- 
ings in  January,  March,  July,  September  and  December 
of  1975  and  to  date  in  March  and  June  of  1976. 

Functions  of  the  Research  and  Planning  Committee. 

The  functions  of  the  Research  and  Planning  Committee 
as  defined  by  Paul  M.  DeLuea,  M.D.,  chairman,  is  fourfold: 
first — a division  which  reflects  upon  itself  and  all  internal 
functions  of  the  Medical  Society  of  the  State  of  New'  York’s 
divisions  in  relation  to  each  other;  second — the  relationship 
of  the  Medical  Society  of  the  State  of  New  York  in  the 
context  of  the  social,  economic  and  scientific  trends  of  the 
times;  third — that  this  division  is  designed  to  produce  the 
necessary  plans  to  effect  the  changes  needed  to  accomplish 
the  goals  indicated  by  our  research;  fourth — the  initiation 
of  innovative  ideas  to  improve  the  Medical  Society’s  service 
to  its  membership  and  to  the  community.  In  the  past  year 
the  committee  has  been  committed  to  a number  of  tasks 
which  have  been  assigned  to  the  division.  The  following 
is  an  enumeration  of  same: 

1 —  Address  Verification:  As  an  outgrowth  of  coordi- 
nating the  assessment  collection,  the  Division  of  Research 
and  Planning  found  that  the  return  on  billing  and  mailings 
to  the  membership  roster  had  a great  error  factor.  It  was, 
therefore,  felt  necessary  to  cross-check  each  name  indi- 
cated as  a member  and  his  address  with  the  listing  in  the 
AMA  file.  It  was  found  that  in  many  cases  confusion  was 
caused  by  similar  names  of  physicians  and  multiple  ad- 
dresses. There  were  also  problems  in  MSSNY’s  internal 
system  and  poor  communication  between  the  doctor  and 
the  Society  as  far  as  changes  of  addresses  were  concerned. 
All  these  contributed  to  the  calculated  22.3%  error  fac- 
tor. 

The  task  of  checking  and  subsequently  correcting  this 
problem  took  many  months  of  tedious  work  utilizing 
computer  technology  and  manpower.  It  was  done  with  the 
cooperation  of  several  divisions  and  employed  a great  many 
people  in  order  that  the  most  accurate  job  be  done.  Re- 
source information  was  gathered  from  mailings  that  are 
regularly  sent  by  the  society  with  reply  requested  for  ad- 
dress changes.  Once  this  task  was  accomplished,  it  was 
then  possible  to  launch  the  concise  project  of  establishing 
a record  trail  and  type  of  audit  system  which  aided  the 
Society  in  the  assessment  file  correction  and  mainte- 
nance. 

2 —  Assessment:  In  January,  1975,  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  determined  that 
there  would  be  a one  hundred  dollar  assessment  levied 
against  all  members  of  the  Medical  Society  for  the  purpose 
of  medical  malpractice  insurance  actions  and  campaigns. 
In  April  of  1975  after  the  assessment  had  been  initiated  and 


had  been  coming  in,  it  was  determined  by  the  accounting 
office  that  there  were  several  problems  in  the  method  that 
was  being  used  to  collect  the  information  pertaining  to 
whom  had  paid  the  assessment.  The  Division  of  Research 
and  Planning  was  assigned  by  the  committee  to  investigate 
this  problem  and  try  to  find  a solution  for  it.  After  ex- 
tensive work  and  many  audits,  a computerized  method  was 
developed  to  cross-check  the  assessment  roles  and  to  de- 
termine who  had  not  paid  the  assessment.  The  activity 
concerning  the  assessment  continued  through  October 
vvflen  the  final  letter  was  sent  to  all  county  medical  societies 
listing  the  members  who  had  been  dropped  because  of 
nonpayment  of  the  assessment.  At  this  point  there  are  still 
doctors  on  this  list  and  an  active  list  is  being  maintained 
of  all  those  who  have  paid  the  assessment  and  of  all  those 
who  have  not  paid  the  assessment. 

If  in  the  future  the  Medical  Society  decides  to  reimburse 
the  doctors  who  have  paid  the  assessment  on  a prorated 
basis  against  the  amount  that  is  left  in  the  assessment  fund, 
the  Medical  Society  will  be  prepared  to  do  this  via  a com- 
puterized method  where  the  checks  would  be  cut  auto- 
matically and  addresses  applied  via  the  computer,  thus 
speeding  the  process  of  returning  this  money  and  taking 
it  out  of  a manual  function. 

3 —  Committee  Structure:  It  has  been  an  ongoing  con- 
cern of  this  division  to  streamline  the  committee  structure. 
It  has  been  noted  that  many  of  the  committees  overlap 
each  other  in  their  intent  thus  creating  duplication  of  work 
effort.  Further,  the  lack  of  sharing  information  diminishes 
each  committee’s  effectivity.  It  is  felt  that  a reorganization 
is  in  order  both  to  heighten  efficiency  and  to  better  ap- 
portion the  funding  for  the  individual  committee  setups. 
We  have  specifically  investigated  the  mechanics  of  each 
committee  by  reviewing  a current  statement  written  by  the 
division  head  stating  the  committee’s  scope  of  activities. 
In  this  manner  we  have  been  able  to  make  accurate  com- 
parisons between  the  committees  and  their  need  for  exis- 
tance,  based  on  their  effectiveness  and  accomplish- 
ments. 

4 —  Computerization  of  MSSNY  Records:  The  advent 
of  our  data  processing  knowledge  and  staffing  has  led  to 
more  than  internal  program  development  for  our  mem- 
bership, directory,  payroll  and  dues.  We  are  placing  great 
emphasis  on  the  investigation  of  the  expansion  of  our 
computer  techniques  with  the  possibility  of  helping  local 
societies  with  their  record  keeping.  The  ramifications  of 
this  system  are  unlimited  with  results  being  advantageous 
to  all  members;  trends  can  be  analyzed,  information  made 
ready  in  varying  areas,  continuing  education  records  de- 
veloped and  a myriad  of  essential  programs  developed. 

5 —  Corporate  Triage:  In  1974  the  committee  discussed 
the  possibility  of  forming  a corporate  triage  structure 
similar  to  that  of  the  California  Medical  Association. 
Preliminary  work  was  done  on  this  system  in  1975  and  we 
now  have  all  the  information  available  from  the  California 
Medical  Association  showing  the  exact  mechanism  now 
being  used  to  set  up  the  corporate  triage  that  is  in  existence 
out  there.  It  is  the  hope  of  the  committee  that  this  study 
be  continued  to  the  point  that  the  Medical  Society  of  the 
State  of  New  York  can  establish  a similar  corporate  triage 
which  we  feel  will  offset  many  of  the  expenses  which  are 
now  borne  by  the  membership. 

6 —  Crime  Statistics  Study:  During  1975  the  commit- 
tee assigned  the  division  to  undertake  a crime  survey  as  a 
result  of  the  increased  incidents  of  crime  in  medically  re- 
lated facilities.  It  was  hoped  that  the  statistics  of  this 
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survey  could  be  the  foundation  of  an  educational  campaign 
.for  the  public  and  a service  for  the  protection  of  the  phy- 
sicians. We  have  completed  our  studies  after  we  concluded 
that  the  reported  crimes  we  received  were  not  sufficient  to 
warrant  a continuing  evaluation  of  Statewide  medically 
related  crime.  We  have,  as  a result  of  this  study,  built  up 
a file  on  security  systems  which  is  available  for  physicians 
interested  in  knowing  more  about  specific  security  mea- 
sures geared  for  medical  facilities. 

7 —  Data  Processing-Confidentiality:  The  importance 
of  confidentiality  in  PSRO  record  keeping  is  being  studied. 
Mr.  Mattison,  of  the  Division  of  Research  and  Planning, 
has  been  assigned  as  consultant  to  the  Data  Processing 
Committee  to  aid  in  the  continuance  of  its  studies  and 
subsequent  necessity  for  confidentiality,  and  to  act  as  li- 
aison between  the  committee  and  other  concerned  com- 
mittees. 

8 —  Facsimile  Transmission:  The  committee  undertook 
a study  of  the  effectiveness  of  facsimile  transmission  and 
telecopying  equipment.  The  scope  of  the  study  was  for  the 
purpose  of  establishing  requirements  for  expediting  the 
transfer  of  information  between  the  Lake  Success  head- 
quarters and  the  Albany  office  of  the  legislative  counsel  of 
the  Medical  Society.  The  Xerox  facsimile  machine  which 
was  installed  in  the  Governmental  Affairs  office  in  January 
has  proven  successful  and  useful  in  implementation.  The 
service  it  has  rendered  has  saved  time  and  eliminated 
needless  functions.  It  has  expedited  the  transfer  of  in- 
formation not  only  from  the  Lake  Success  headquarters 
to  Albany  but  also  has  been  utilized  by  PSRO,  Professional 
Relations,  Research  and  Planning  and  the  executive  offices. 
The  Medical  Society  of  the  State  of  New  York  headquar- 
ters is  the  fixed  locale  for  this  machine;  however  it  can  send 
to  or  receive  information  from  any  area  having  a compat- 
ible machine.  We  recommend  continuing  the  use  of  the 
telecopier  and  investigating  the  possibility  of  expanding 
the  operation  to  county  societies  in  key  legislative  areas. 

9 —  History  of  the  Medical  Society:  A report  was  re- 
searched and  completed  documenting  the  historical 
medical  transcripts  and  information  dating  back  to  1794. 
The  growth  patterns,  medical  knowledge  and  changing 
societal  trends  all  were  traced  and  explained  much  of  the 
Statewide  patterns  which  exist  today. 

10 —  HSAs:  The  committee  made  a recommendation 
originally  suggesting  that  there  be  an  overall  coordinating 
committee  of  HSAs  set  up  regionally  and  that  the  coordi- 
nating committee  be  comprised  of  people  knowledgeable 
in  health  care  planning.  The  recommendation  was  de- 
veloped and  such  a group  is  functioning  under  the  aegis  of 
the  Division  of  Medical  Services.  The  Committee  of  Re- 
search and  Planning  will  be  available  on  a consulting  basis 
whenever  the  need  arises. 

11 —  Malpractice:  The  malpractice  insurance  crisis  has 
been  a continuing  concern  of  the  committee  and  we  have 
attempted  to  make  suggestions  and  offer  possible  remedies 
where  it  has  seemed  feasible.  Our  ideas  have  been  filtered 
through  the  ad  hoc  committee  on  malpractice  and  have 
ranged  from  position  papers  on  new  notions  of  adjudication 
to  computerized  processes  for  the  Medical  Liability  Mutual 
Insurance  Company.  We  have  been  of  service  to  other 
divisions  and  committees  that  have  been  directly  involved 
in  surveys  concerning  the  malpractice  issues  and  have  been 
able  to  statistically  analyze  results  for  the  Society. 

12 —  Paramedics:  A growing  concern  among  doctors 
and  consumers,  coupled  with  the  pros  and  cons,  of  utilizing 
the  services  of  paramedics,  nurse  practitioners  and  phy- 


sician assistants  has  led  to  a consensus  by  the  committee 
to  look  into  this  relatively  new  field.  The  intention  is  to 
explore  the  definitions  of  the  paramedic’s  role  in  order  to 
protect  the  consumer  and  physician.  While  the  services 
of  a paramedic  may  be  greatly  beneficial  to  the  individual 
physician’s  practice,  there  must  be  a well  defined  line  of 
demarcation  between  the  paramedic  and  physician  resul- 
tant from  their  differing  education  and  training.  Our 
study  does  not  attempt  to  discredit  this  field  of  health 
service  but  rather  to  take  an  objective  look  at  it  in  rela- 
tionship to  the  needs  of  the  consumer  and  physician,  to 
possibly  provide  an  additional  sphere  of  health  services  to 
the  community. 

13 —  Physician  Distribution:  The  study  of  the  distri- 
bution of  physicians  continues  to  be  of  ongoing  concern  to 
this  committee.  The  uneven  distribution  of  medical  care 
within  the  State  is  of  prime  importance  and  with  research 
statistics,  areas  in  need  of  health  care  could  be  made 
available.  This  would  greatly  aid  the  recent  medical 
graduate,  physicians  wishing  to  relocate,  medical  groups, 
serve  as  an  indicator  for  the  universities  and  in  general 
reshape  the  entire  Statewide  health  services  picture.  Past 
experience  and  information  coming  from  the  RMPs  and 
CHPs  have  indicated  completely  inaccurate  statistical 
information;  thus  there  is  a vital  need  for  a physician  dis- 
tribution study  based  on  both  geographic  and  demographic 
and  socioeconomic  indicators. 

14 —  Position  Policy  Manual:  At  the  insistence  of  the 
Committee  on  Research  and  Planning,  action  was  taken  by 
the  Council  to  establish  a position  policy  manual.  This  will 
afford  us  all  a clarity  of  thought  on  important  matters  and 
topical  issues.  At  this  time,  specialists  are  pooling  their 
knowledge  to  compile  the  manual  which  will  make  state- 
ments in  diverse  areas. 

15 —  Resource  List:  It  has  been  an  ongoing  interest  of 
the  Committee  on  Research  and  Planning  to  coordinate  all 
special  interest  groups  within  the  medical  community  so 
that  there  is  a more  comprehensive  and  cohesive  unit 
providing  better  health  service  to  the  general  public.  It 
is  felt  that  a contributing  factor  to  this  end  would  be  the 
inception  of  a resource  list  of  medical  specialists  who  have 
extensive  knowledge  on  special  subjects  and  special  issues. 
The  concept  of  a resource  list  would  be  to  use  the  resource 
people  with  this  knowledge  as  a pool  of  information  for  use 
by  various  committees  within  the  Medical  Society.  The 
knowledge  coming  from  this  group  would  help  to  clarify 
issues  and  would  increase  and  create  a wider  scope  of  un- 
derstanding from  which  decisions  could  be  made  and  also 
for  continuing  education  of  the  entire  membership.  This 
proposal  was  presented  to  the  Council  at  the  December 
18th  meeting  and  was  found  to  be  acceptable.  It  is  now 
awaiting  administrative  direction  and  implementation  by 
the  division. 

In  addition  to  the  above  projects  which  were  directives 
to  the  division  from  the  committee,  there  are  a number  of 
assignments  which  affect  the  internal  mechanics  of  the 
Society.  They  concern  personnel  in  areas  of  insurance 
benefits,  the  revamping  of  payroll  and  accounting  systems, 
tasks  which  have  been  undertaken  by  staff  in  regard  to 
computer  methods  which  deal  with  health  care  while  not 
directly  affecting  membership,  and  a myriad  of  other  re- 
sponsibilities. Due  to  limited  staff  and  pressing  needs  we 
are  always  in  a position  of  determining  priorities.  The 
committee’s  recommendation  for  these  priorities  are: 

1.  One  of  the  most  immediate  pursuits  is  that  of 


564  New  York  State  Journal  of  Medicine/March,  1977/House  of  Delegates,  Minutes 


MSSNY’s  own  inhouse  data  processing  facilities.  A 
report  substantiating  this  need  will  be  made  available 
for  release  soon.  The  demand  for  services  by  local  so- 
cieties has  necessitated  the  expansion  of  our  data  pro- 
cessing utilization.  The  establishment  of  a fast,  accu- 
rate record  keeping  system  would  be  of  equal  benefit 
on  both  a county  and  State  level.  The  possibilities  for 
sophisticated  information  being  made  available  at  a 
moments  notice  would  be  productive  for  membership, 
continuing  education,  statistical  records,  survey  infor- 
mation, resource  people,  and  much  more. 

2.  The  idea  of  the  corporate  triage  could  only  en- 
hance the  workings  of  the  State  Society  and  aid  the  in- 
dividual member.  The  establishment  of  subsidiary 
organizations  produces  greater  monetary  input  which 
affords  so  many  more  advantages  to  the  Society  in  the 
fields  of  research,  programs,  continuing  education,  and 
membership  benefits.  We  feel  the  implementation  of 
such  a venture  will  offset  many  of  the  expenses  that  are 
now  borne  by  the  membership. 

3.  Physician  Distribution  should  be  a vital  area  of 
concern  to  our  committee.  We  would  like  to  work  in 
concert  with  the  counties  but  will  also  gather  informa- 
tion from  the  community  regarding  its  needs.  After 
our  investigation  we  would  like  to  pass  our  findings 
along  to  the  Scientific  Activities  Division  for  imple- 
mentation in  their  manpower  placement.  We  need  to 
formulate  the  mechanics  of  a more  accurate  assess- 
ment of  health  care  in  this  State;  both  what  is  provided 
and  what  is  needed,  and  as  a committee,  we  wish  to 
pursue  this. 

Respectfully  submitted, 

Paul  M.  DeLuca,  M.D.,  Chairman 


RESEARCH  AND  PLANNING 
(SUPPLEMENTAR  Y) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  the  previous  annual  committee  report  was  com- 
piled, the  following  projects  have  been  followed  through 
by  the  Committee  on  Research  and  Planning: 

1.  The  continuing  concern  of  computerized  record 
keeping  has  culminated  in  an  extensive  proposal  for  the 
acquisition  of  an  in-house  data  computer  system.  It  has 
been  submitted  to  the  administration  and  is  pending  ac- 
tion. The  committee  has  directed  that  it  be  submitted  to 
the  Council  and  a supplementary  proposal  is  in  the  work- 
ings. 

2.  The  concept  of  a Physician’s  Alliance  is  of  prime 
concern  to  the  committee.  The  concept  of  a viable  for- 
mation has  been  discussed  and  is  to  incorporate  mediation, 
negotiation,  and  grievance  channels  for  member  physicians 
and  will  include  educational,  political,  legislative,  social, 
charitable,  legal  and  civic  concerns.  The  committee  has 
asked  that  after  a formal  analysis  has  been  prepared  the 
administration  be  requested  to  assign  staff  and  set  up  an 
office  for  this  purpose. 

Respectfully  submitted, 

Paul  M.  DeLuca,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scientific  Activities, 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Gerald  J.  Lustig,  M.D.,  Chairman. 


The  annual  and  supplementary  reports  of  the  Com- 
mittee on  Research  and  Planning  were  reviewed  and  your 
reference  committee  recommends  that  these  be  filed  and 
wishes  to  commend  the  Committee  on  Research  and 
Planning  for  its  work  in  reducing  the  22%  error  factor  in  the 
mailing  lists. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report.  . . . 

PUBLIC  AND  PROEESSIONAL  RELATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Public  and  Professional  Relations 


Committee  are: 

Richard  B.  Nolan,  M.D.,  Chairman New  York 

George  W.  Benninger,  M.D Orange 

Leonard  S.  Brahen,  M.D Nassau 

Robert  E.  Good,  M.D Chemung 

David  B.  McDowell,  M.D Clinton 

Jack  D.  O’Neil,  M.D Steuben 

Thomas  D.  Pemrick,  M.D Rensselaer 

John  A.  Root,  M.D Onondaga 

William  C.  Stein,  M.D Niagara 


During  the  year  of  1975  and  through  June,  1976,  the 
Public  and  Professional  Relations  Committee  continued 
to  serve  the  needs  of  the  membership  and  the  various  di- 
visions and  committees  of  the  Medical  Society  of  the  State 
of  New  York.  During  that  period,  the  committee  devel- 
oped the  basic  framework  for  the  MSSNY  Public  Service 
Health  Education  Radio  Series.  The  committee  approved 
the  first  set  of  tapes  and  distribution  began  to  radio  sta- 
tions across  the  State  during  June,  1976.  The  prime  mes- 
sage in  each  script  is  “how  the  public  can  maintain  its 
health  and  thus  reduce  its  medical  expenses.” 

During  1975,  the  Public  and  Professional  Relations  staff 
developed  and  arranged  for  the  taping  and  placement  of 
several  health  education  public  service  television  spots  on 
WNBC-TV.  The  spots  were  run  during  1975  and  were 
retained  by  the  station  and  used  again  in  1976.  The  cost 
of  this  time,  granted  free  to  MSSNY  for  the  presentation 
of  these  health  messages,  so  far  is  $21,725.00. 

Recognizing  the  need  of  “new”  doctors  for  information 
on  how  to  open  a practice,  the  committee  requested  and 
obtained  approval  from  the  Council  and  start-up  funding 
from  the  Board  of  Trustees  for  a workshop.  The  work- 
shop, “Establishing  Yourself  In  Medical  Practice,”  was 
held  on  June  8-9,  1976,  at  the  Beekman  Downtown  Hos- 
pital, New  York  City.  Twenty-three  physicians  attended 
the  highly  successful  workshop.  The  committee  plans  to 
hold  additional  workshops  in  several  areas  of  the  State  in 
1976  and  1977. 

During  the  1975  malpractice  insurance  crisis  the  com- 
mittee surveyed  the  membership  to  determine  how  many 
physicians  might  leave  the  State  or  retire  sooner  than 
planned.  The  Public  and  Professional  Relations  staff 
developed  and  administered  the  survey  which  had  an  ex- 
ceptional return  of  more  than  22  per  cent  of  the  physician 
population  of  New  York  State.  A direct  mail  response  of 
2-4  per  cent  is  considered  good.  The  results  of  the  survey 
were  tabulated  by  computer  and  provided  to  the  public 
relations  firm  of  Manning,  Selvage  & Lee.  Since  Manning, 
Selvage  & Lee  was  hired  to  run  the  MSSNY  public  rela- 
tions and  advertising  program  regarding  the  malpractice 
insurance  situation,  neither  the  committee  nor  the  Public 
and  Professional  Affairs  Division  was  involved. 


Minutes,  House  of  Delegates/March,  1977/New  York  State  Journal  of  Medicine  565 


The  committee  expressed  concern  that  MSSNY  is  losing 
a substantial  number  of  members  by  resignation  each  year. 
The  committee,  therefore,  charged  the  Public  and  Pro- 
fessional Relations  staff  with  developing  and  administering 
a survey  of  those  doctors  who  had  resigned  in  1974  and 
1975.  This  survey  resulted  in  a 37%  response. 

Plans  designed  to  reverse  this  trend  are  being  developed 
and  will  be  implemented  during  this  coming  year. 

Respectfully  submitted, 

Richard  B.  Nolan,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Scientific  Activities, 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Gerald  J.  Lustig,  M.D.,  Chairman. 

The  report  of  the  Committee  on  Public  and  Professional 
Relations  was  reviewed  and  your  reference  committee 
recommends  that  this  report  be  filed. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report.  . . . 


ADVISORY  COMMITTEE  TO  THE 
AMERICAN  ASSOCIATION  OF  MEDICAL 
ASSISTANTS,  NEW  YORK  STATE  SOCIETY, 
INC. 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Advisory  Committee  to  the  Amer- 
ican Association  of  Medical  Assistants,  New  York  State 


Society,  Inc.,  are  as  follows: 

Edward  C.  Rozek,  M.D.,  Chairman Erie 

Anthony  F.  Fragola,  M.D Suffolk 

Carl  C.  Sanscoie,  M.D Monroe 


The  1975  Annual  Meeting  of  the  Association  was  held 
in  April,  1975  in  Tarrytown,  New  York.  State  Senator 
Joseph  R.  Pisani  gave  a very  informative  resume  of  the 
malpractice  situation  in  New  York  State  and  Senator  John 
D.  Calandra,  as  well  as  George  T.  C.  Way,  M.D.,  spoke  to 
the  members. 

The  1976  meeting  was  held  in  April,  1976,  at  the  Inter- 
national Hotel  at  J.  F.  Kennedy  Airport.  At  the  April, 1976 
meeting,  Ralph  S.  Emerson,  M.D.,  spoke  to  the  medical 
assistants  about  malpractice  insurance  and  the  importance 
of  the  medical  assistants  getting  involved  in  all  aspects  of 
malpractice,  legislative  and  in  the  doctor-assistant-patient 
relationship.  Henry  I.  Fineberg,  M.D.,  also  addressed  the 
association,  speaking  primarily  on  the  importance  of  ed- 
ucation. 

As  education  is  one  of  the  prime  objectives  of  the  asso- 
ciation, both  on  the  National  and  State  level,  several  edu- 
cational seminars  were  held  in  the  past  two  years  in  addi- 
tion to  the  extensive  educational  program  presented  at  the 
Annual  National  Meeting  held  in  Louisville  in  October, 
1975. 

The  national  association  continues  to  grow  and  recog- 
nition of  the  association  is  spreading.  The  importance  of 
the  association  is  emphasized  by  its  acceptance  by  nu- 
merous schools  throughout  the  country  seeking  accredi- 
tation by  the  American  Association  of  Medical  Assistants. 
Also  significant  has  been  the  desirability  of  the  medical 
assistants  to  become  certified  with  over  3000  assistants 
taking  their  certification  examination  in  1976.  This  cer- 
tification is  becoming  more  important,  as  in  some  states 


physicians  will  not  hire  a medical  assistant  unless  the  as- 
sistant is  certified,  as  insurance  companies  are  asking  this 
as  a condition  for  malpractice  coverage.  In  view  of  this, 
a program  of  continued  education  in  the  clinical  and  ad- 
ministrative fields  is  now  being  prepared  nationally. 

For  these  reasons,  the  advisors  strongly  recommend  that 
physicians  not  only  encourage  and  even  insist  that  their 
medical  assistants  become  members  of  the  association  and, 
if  possible,  become  certified.  To  promote  this  concept,  the 
advisors  reiterate  their  recommendations  that  the  Medical 
Society  of  the  State  of  New  York  urge  its  members  to  pay 
all  or  part  of  the  medical  assistants  organization  dues  and 
further,  that  the  physicians  encourage  and  advise  their 
assistants  to  attend  the  meetings  and  educational  seminars 
throughout  the  State. 

The  advisors  also  strongly  recommend  that  the  Medical 
Society  of  the  State  of  New  York  continue  to  show  its  ex- 
cellent cooperation  with  American  Association  of  Medical 
Assistants,  to  provide  communication  facilities  for  the 
American  Association  of  Medical  Assistants  and  to  supply 
office  space  and  storage  space  for  the  association  as  here- 
tofore. 

Respectfully  submitted, 

Edward  C.  Rozek,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Scientific  Activities , 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Gerald  J.  Lustig,  M.D.,  Chairman. 

The  report  of  the  Advisory  Committee  to  the  American 
Association  of  Medical  Assistants,  New  York  State  Society, 
Inc.  was  reviewed  and  your  reference  committee  recom- 
mends that  this  report  be  filed. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report.  . . . 


DISTRICT  BRANCHES 


First  District  Branch 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  First  District  Branch,  through  its  Coordinating 
Council,  attempted  to  cope  with  the  myriad  and  evermore 
complicated  problems  facing  the  physician,  with  varying 
degrees  of  success.  Many  of  these  problems  are  typical  of 
those  challenging  organized  medicine  nationally,  such  as 
malpractice,  and  some  are  peculiar  to  the  New  York  City 
metropolitan  area  and  require  local  solutions.  However, 
the  purpose  of  my  report  is  not  to  discuss  these  details,  but, 
perhaps,  to  suggest  a more  effective  means  of  achieving 
solutions. 

Unfortunately,  and  for  various  reasons,  there  is  often 
great  difficulty  in  achieving  unanimity  of  effort,  due  pri- 
marily to  the  fact  that  the  component  medical  societies  are 
independent  entities,  and  their  individual  actions  in  sup- 
porting decisions  of  the  Coordinating  Council  are  unpre- 
dictable. They  are  not  bound  by  decisions  made,  and 
unless  a matter  is  uncontroversial  may  or  may  not  endorse 
them  at  the  local  level.  This  leads  to  intense  and  exciting 
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debates  which  are  regrettably  often  unproductive  in  terms 
of  meaningful  action. 

The  suggestion  at  this  time  would  be  for  the  component 
medical  societies  to  yield  some  of  their  independence  by 
delegating  authority  to  the  Coordinating  Council  and 
agreeing  to  abide  by  and  implement  the  decisions  of  the 
Council.  This  is  in  effect  the  relationship  of  the  compo- 
nent societies  to  MSSNY,  and  it  would  certainly  increase 
the  effectiveness  of  the  Coordinating  Council  if  a similar 
relationship  were  developed. 

Respectfully  submitted, 

Isaiah  Gross,  M.D.,  President 


Second  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

At  the  time  this  report  is  being  prepared,  it  is  anticipated 
that  the  Executive  Committee  of  the  Second  District 
Branch  will  make  every  effort  to  meet  immediately  prior 
to  or  during  the  MSSNY  Annual  Convention  (November 
7-11,  1976). 

The  agenda  for  the  meeting  will  consist  of  the  following 
items: 

I.  Possible  amendments  to  the  District  Bylaws  con- 
cerning election  of  Councilors  by  the  District. 

II.  Discuss  resolutions  submitted  to  MSSNY  for  the 
Annual  Convention. 

III.  Group  Travel. 

IV.  Scientific  Session 

V.  District  II — Annual  Meeting 
With  respect  to  the  last  agenda  item,  it  should  be  noted 
that  District  II  anticipates  holding  its  annual  meeting  prior 
to  or  shortly  after  the  first  of  the  year. 

Respectfully  submitted, 

Clement  J.  Boccalini,  M.D.,  President 

Third  District  Branch  and  Fourth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Third  and  Fourth  District  Branches  of  the  Medical 
Society  of  the  State  of  New  York  held  their  combined  an- 
nual meeting  at  the  Queen  Elizabeth  Hotel,  Montreal. 
Canada,  September  25-28,  1975,  with  Francis  A.  Stephens, 
M.D.,  President,  Third  District  Branch  and  Armand  J. 
D'Errico,  President,  Fourth  District  Branch  presiding. 

The  following  slate  of  officers  was  presented  and  since 
there  were  no  new  nominations  from  the  floor,  the  Secre- 
tary was  instructed  to  cast  one  ballot  for  their  election. 
Each  will  serve  a two  year  term. 

Third  District  Branch: 

President  Thomas  W.  Greenlees,  M.D. 

Vice-President Nicolas  P.  Teresi,  M.D. 

Secretary Joseph  G.  Schultz,  M.D. 

Treasurer Frances  E.  Vosburgh,  M.D. 

Fourth  District  Branch: 

President Richard  A.  Hughes,  M.D. 

Vice-President  Harold  J.  Luria,  M.D. 

Secretary  Michael  J.  Lynch,  M.D. 

Treasurer  Robert  A.  Breault,  M.D. 

The  Fourth  District  Branch  passed  the  following  reso- 
lutions: 


1.  To  protest  the  discriminatory  payments  of 
physicians  fees  in  Upstate  New  York,  because  of 
geographic  location. 

2.  To  protest  discriminatory  practices  against 
Blue  Shield  physicians  because  of  the  Blue  Cross 
Ambulatory  Care  Program  in  hospital  emergency 
rooms. 

3.  Recommend  increasing  rural  medical  fees  to 
attract  physicians  to  rural  areas. 

IDwas  suggested  that  MSSNY  be  made  aware  of  the 
above  resolutions  for  some  action  to  alleviate  the  problems 
facing  members  of  the  Third  and  Fourth  District 
Branches. 

Thomas  W.  Greenlees,  M.D.,  President,  Third  District 
Branch  and  Richard  A.  Hughes,  M.D.,  President,  Fourth 
District  Branch  have  been  active  ir.  gaining  District  Branch 
support,  protesting  the  lack  of  practicing  physician  rep- 
resentation to  both  governing  bodies  of  the  Health  Systems 
Agency  of  Northeastern  New  York.  The  result,  was  some 
minor  change  in  representation  on  the  Executive  Com- 
mittee, but  practicing  physicians  still  lack  sufficient  voice 
in  guiding  the  health  care  needs  of  their  patients  in  the 
Northeast. 

Both  presidents  were  active  in  support  of  local  County 
Medical  Society  resolutions  affecting  health  care  in  their 
respective  Districts  and  worked  hard  to  effect  adequate 
malpractice  legislation  in  New  York  State  to  stem  the  tide 
of  rapidly  rising  malpractice  insurance  premiums. 

They  also  urged  better  representation  at  the  District 
Branch  level  in  common  problems  for  strength,  unity  and 
effective  action. 

The  Third  District  Branch  will  meet  on  Monday,  No- 
vember 8,  1976  at  5 P.M.  at  the  Americana  Hotel,  New 
York  City  and  the  Fourth  District  Branch  will  meet  on 
Tuesday,  November  9,  1976  at  5 P.M.  at  the  Americana 
Hotel,  New  York  City. 

Plans  will  be  formulated  for  a combined  meeting  in 
1977. 

Respectfully  submitted, 

Thomas  W.  Greenlees,  M.D.,  President 
Third  District  Branch 
Richard  A.  Hughes,  M.D.,  President 
Fourth  District  Branch 


Seventh  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
Characteristic  of  all  district  branches  and  medical  so- 
cieties throughout  New  York  State,  the  malpractice  issue 
has  dominated  the  time  frame  of  this  report.  In  the  Spring 
of  1975,  physicians  faced  the  prospect  of  not  ha  ing  a car- 
rier to  renew  malpractice  policies  which  expired  on  July  1, 
1975.  Action  was  immediately  initiated  to  pressure  the 
legislature  for  reform  in  the  malpractice  law  and  eventu- 
ally, as  a result  of  legislative  changes,  a physician-sup- 
ported mutual  fund  was  formed  to  write  malpractice  in- 
surance. In  addition  to  the  State  Medical  Society’s  cam- 
paign, the  7th  District  Branch  implemented  a local  cam- 
paign to  bring  the  problem  of  malpractice  to  the  attention 
of  the  public — that  segment  of  society  which  comprises  the 
“voting  constituency”  and  the  “paying  patient.”  Posters 
and  informational  material  were  placed  in  doctor’s  offices, 
physicians  were  trained  to  speak  to  the  public;  ads  were 
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placed  in  local  weekly  newspapers,  and  the  public  was 
.asked  to  contact  their  State  legislators  to  press  for  further 
malpractice  reform  in  the  law.  Through  these  efforts,  we 
feel  that  a significant  impression  was  made  on  public 
opinion. 

The  advent  of  an  HSA  area  designation  involved  the 
active  participation  of  the  7th  District  Branch  in  placing 
practicing  physicians  on  the  committees  and  the  Board  of 
the  HSA  in  order  to  ensure  physician  input  in  the  decisions 
of  this  planning  agency.  This  particular  activity  is  an 
on-going  process  and  is  actively  being  pushed  by  the 
Branch.  These  efforts  have  resulted  in  25%  of  the  Exec- 
utive Committee  of  the  Area  II  HSA  being  represented  by 
private  practitioners. 

The  Genesee  Region  Area  II  PSRO  has  become  a very 
active  and  viable  organization.  Eighteen  of  the  twenty 
acute  care  hospitals  in  the  area  have  become  conditionally 
approved  and  physician  participation  on  its  committees 
and  in  its  activities  has  been  very  gratifying. 

The  joint  annual  meeting  of  the  7th  and  8th  District 
Branches  was  held  at  the  Granit  Hotel  in  the  Catskills  in 
November,  1975.  The  7th  District  Branch  portion  of  the 
program  was  devoted  to  the  professional  government  in- 
terface. The  New  York  State  Commissioner  of  Health,  Dr. 
Robert  P.  Whalen  and  Dr.  William  B.  Munier,  Acting  Di- 
rector of  the  Office  of  Professional  Standards  Review  in  the 
Department  of  Health,  Education,  and  Welfare  presented 
their  respective  views  on  the  future  relationship  between 
the  State  and  Federal  Government  with  the  private  sector 
of  medicine.  Both  addresses  were  informative  and  well 
received.  , 

Plans  are  presently  being  formulated  for  the  next  joint 
meeting  of  the  7th  and  8th  District  Branches  to  be  held  in 
St.  Maarten  in  March,  1977.  The  schedule  of  events  for 
this  week-long  trip  promises  to  be  both  productive  and 
enjoyable. 

As  a supplement  to  this  report,  the  following  is  a chro- 
nological recap  of  events  occurring  since  February,  1975. 
February.  1975 

University  of  Rochester  Cancer  Center — Support  re- 
quested from  7th  District  Branch  for  Cancer  Control 
Program  which  will  cover  a 10-county  area  and  is  repre- 
sentative of  a large  number  of  local  groups.  Referred  to 
Charles  Sherman,  M.D.,  chairman  of  7th  District  Branch 
Cancer  Committee. 

Blue  Cross — Letter  received  from  David  Stewart  stating 
that  he  plans  to  discontinue  the  7th  District  Branch  rep- 
resentative on  the  Advisory  Board  due  to  lack  of  atten- 
dance by  the  representative.  Council  objected  to  elimi- 
nation of  representative  and  recommended  that  a re- 
placement be  found  who  will  attend  the  Advisory  Board 
Meetings. 

Health  Systems  Agency  Legislation — Presidents  of  the 
County  Societies  wrote  letters  to  the  Department  of 
Health,  Education,  and  Welfare  requesting  that  the  7- 
county  area  representing  the  7th  District  Branch  and  the 
Genesee  Region  PSRO  be  designated  as  the  HSA  area. 

Malpractice — From  the  $100  assessment,  the  Medical 
Society  of  the  State  of  New  York  engaged  a public  relations 
firm,  Manning,  Selvage  & Lee,  to  coordinate  a campaign 
for  achieving  malpractice  reforms.  7th  District  Branch 
cooperated  fully  in  this  program  at  the  local  level. 

Health  Watch — 7th  District  Branch  continued  to  en- 
dorse the  program  that  was  under  negotiation. 

North  Livingston  Health  Center — 7th  District  Branch 
received  information  stating  that  the  Center  will  be  going 


out  of  business  because  they  have  been  unable  to  repay  loan 
and  interest. 

March,  1975 

Death  of  Donald  M.  Irish — on  March  31,  1975.  A 
Search  Committee  was  formed  to  find  a replacement. 
Miss  Evelyn  J.  Mickles  served  as  Acting  Executive  Direc- 
tor. In  June,  1975,  the  Search  Committee  recommended 
that  Thomas  E.  Cardillo,  M.D.,  be  appointed  Executive 
Director  of  the  7th  District  Branch.  He  was  able  to  serve 
in  this  capacity  on  a part-time  basis  until  April  1, 1976,  at 
which  time  he  became  able  to  serve  on  a full-time  basis. 
April,  1975 

Malpractice  Campaign — Manning,  Selvage  & Lee  and 
Rumrill  Hoyt 

7th  District  Branch  Delegates  Caucus.  Resolved  to: 

1.  Support  Medical  Liability  Mutual  Insurance 
Company  as  only  acceptable  alternative. 

2.  Continue  working  for  meaningful  legislative  re- 
forms. 

Medical  Society  State  of  New  York  House  of  Delegates 
Meeting.  Decided: 

1.  Endorse  MLMIC  if  meaningful  legislation  is  ob- 
tained. 

2.  Formulate  Disaster  Plan.  Formulation  of  a Di- 
saster Plan  is  more  urgent  in  rural  counties.  Each  hos- 
pital, based  on  its  own  insurance  setup,  is  preparing  for 
the  possibility  of  physicians  being  without  individual 
malpractice  insurance. 

Medical  Liability  Mutual  Insurance  Company — Es- 
tablishment of  physician’s  mutual  insurance  fund  (fi- 
nanced through  $1,750  contributions  from  physicians)  as 
alternative  to  State  Insurance  Fund. 

Health  Services  Agency — HSA  Task  Force  has  been 
working  trying  to  get  the  HSA  area  designated  to  coincide 
with  the  PSRO  area.  HSA  Board  of  Directors — Law  states 
that  Board  must  be  60%  consumer  and  the  rest  provid- 
ers— only  1 physician  may  be  on  the  Board. 

Blue  Cross — A 7th  District  Branch  representative  is  still 
being  sought  for  the  Blue  Cross  Advisory  Board. 

October,  1975 

7th  District  Branch  Annual  Meeting — Granit  Hotel 

7th  District  Branch  draws  up  written  agreement  with 
Monroe  County  Medical  Society  whereby  same  staff 
serves  both  the  7th  District  Branch  and  the  Monroe 
County  Medical  Society. 

Malpractice — Contractual  Binding  Arbitration — 
Effort  undertaken  to  educate  public  and  physicians. 
November,  1975 

Health  Systems  Agency — Anthony  Mott,  Executive 
Director  of  Genesee  Region  Health  Planing  Council  speaks 
at  7th  District  Branch  Advisory  Council  Meeting.  Ex- 
plains the  history  of  HSA  and  its  current  structure. 

Kenneth  Eckhert,  Board  Chairman  of  8th  District 
Comprehensive  Health  Planning.  His  feeling  was  that 
HSA  will  have  a significant  influence  on  health  care  de- 
livery, and  it  will  affect  private  practice. 

February,  1976 

Society  for  Total  Emergency  Programs,  Inc. — David  N. 
Kluge,  M.D.,  National  Director. 

Dr.  Kluge  outlined  the  history  of  STEP  from  its  local 
origin  to  its  growth  as  a national  organization.  Current 
projects  of  the  Genesee  Region  STEP  are  purchasing  mo- 
bile coronary  care  units  and  instituting  the  “911”  Tele- 
phone Emergency  Code  System.  The  7th  District  Branch 
endorsed  the  STEP  projects  with  a letter  of  support. 
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Continuing  Medical  Education  It  was  explained  at  the 
Advisory  Council  Meeting  why  CME  is  being  instituted, 
the  possible  ways  that  physicians  can  fulfill  CME  re- 
quirements and  the  roles  MSSNY  and  the  University  of 
Rochester  may  have  in  implementing  programs. 

March,  1976 

Malpractice — Survey  conducted  through  The  Bulletin 
to  find  out  which  of  3 plans  physicians  support;  i.e.  McGill 
Commission,  MSSNY  Legislative  Flan  or  Voluntary 
Binding  Arbitration.  Physicians  also  asked  what  changes 
are  most  important  to  achieve  in  the  malpractice  sys- 
tem. 

April,  1976 

“When  the  Doctor  Dies” — A booklet  bearing  this  name 
was  prepared  and  distributed  to  all  members  of  the  7th 
District  Branch.  It  contained  practical  suggestions  to  help 
a physician  and  his  family  place  their  financial  and  busi- 
ness affairs  in  order. 

Malpractice — 7th  District  Branch  received  $20,000  for 
a public  relations  campaign  which  is  being  organized  by  the 
Monroe  County  Medical  Society.  Included  in  this  cam- 
paign was  a do-it-yourself  instruction  kit  distributed  to  all 
members  of  the  7th  District  Branch,  and  newspaper  ads 
in  local  weeklv  papers. 

May,  1976 

Retirement  Plans — At  7th  District  Branch  Advisory 
Council  Meeting,  explanation  was  given  of  the  new  Em- 
ployee Retirement  Income  Security  Act  and  two  specific 
plans — The  PRO  Fund.  Inc.  Plan  and  the  Sellers  Program. 
The  7th  District  Branch  endorsed  the  Sellers  Program  and 
is  urging  MSSNY  to  adopt  it. 

PSRO/HSA — A memorandum  of  understanding  is  being 
developed  to  define  the  relationship  between  PSRO  and 
HSA.  Each  organization  will  maintain  its  own  identity. 
New  York  State  currently  faces  three  review  systems  with 
overlapping  guidelines:  (1)  PSRO,  (2)  Medicaid,  (3) 

HSA. 

August,  1976 

Malpractice — It  was  suggested  that  the  7th  District 
Branch  introduce  a resolution  at  the  MSSNY  Annual 
Meeting  in  November,  1976,  urging  that  the  malpractice 
public  relations  money  remaining  in  the  MSSNY  treasury 
be  put  into  a legal  fund  for  legislative  malpractice  re- 
forms. 

MSSNY  Officers — The  7th  District  Branch  should  en- 
deavor to  train  or  prepare  physicians  to  run  for  MSSNY 
offices.  Some  area  physicians  serve  ably  on  county  and 
State  society  committees  but  do  not  run  for  State  Society 
elective  offices.  This  has  presently  created  the  situation 
where  locally  we  have  almost  no  candidates  to  nominate. 

Workmen's  Compensation  Fees — Concerning  different 
fee  schedules  for  various  parts  of  New  York  State,  the  7th 
District  Branch  will  recommend  to  the  Workmen’s  Com- 
pensation Board  of  New  York  State  that  the  usual  and 
customary  fee  in  a given  location  be  used  as  the  basis  for 
Workmen’s  Compensation  fee  schedules. 

Relative  Value  Scale — Since  it  is  felt  that  the  Relative 
Value  Scale  has  value  in  terms  of  determining  usual  and 
customary  fee  schedules,  the  7th  District  Branch  will  urge 
MSSNY  to  complete  their  Relative  Value  Scale. 

HSA — John  Stoll,  M.D.,  of  Livingston  County  will 
represent  Area  II  on  the  MSSNY/HSA  Committee. 
October,  1976 

7th  District  Branch  Delegates  Caucus — prior  to  the 
MSSNY  Annual  Meeting  will  be  held  October  28th. 


In  addition  to  the  many  activities  of  the  Advisory 
Committee  of  the  Branch,  there  has  been  continual  contact 
with  the  county  societies  of  the  Branch  either  by  the  Ex- 
ecutive Secretary  or  by  me  to  ascertain  if  there  were 
problems  with  which  we  might  be  of  help  or  service  as  a 
Branch.  W7e  attended  the  annual  dinner  meetings  at 
Steuben  and  Wayne  Counties. 

At  each  Advisory  Committee  meeting,  each  Branch 
President  rendered  a brief  overview  of  the  condition  of  his 
respective  county  society.  Also,  during  the  course  of  the 
yearjf  have  had  frequent  contact  with  our  regional  repre- 
sentative for  current  update  and  advice  on  the  status  of 
each  county  society  in  the  District  Branch  to  make  sure 
that  the  county  societies  were  informed  and  kept  current 
on  all  of  the  problems  facing  medicine  and  to  make  sure 
that  all  county  medical  societies  in  the  7th  District  Branch 
understood  that  they  were  an  equal  partner  in  the  activities 
of  this  Branch. 

I wish  to  thank  all  of  the  of  ficers  of  the  county  societies 
who  comprise  the  Executive  Council,  for  their  devoted 
attention  at  meetings  and  interest  in  the  work  of  the 
Branch.  I also  wish  to  thank  Thomas  E.  Cardillo,  M.D., 
7th  District  Branch  Executive  Secretary  and  Miss  Evelyn 
Mickles,  Assistant  Executive  Secretary  of  the  Branch,  all 
members  of  the  Monroe  County  Medical  Society  staff  and 
Harry  Dexter,  our  regional  representative,  for  their  willing 
support  during  this  year. 

Respectfully  submitted, 

James  M.  Flanagan,  M.D.,  President 


Eighth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Annual  Meeting  of  the  8th  District  Branch  of  the 
Medical  Society  of  the  State  of  New  York,  1975,  was  held 
in  conjunction  with  the  Joint  Annual  Convention  of  the 
Seventh  & Eighth  District  Branches  held  this  year  at  the 
Granit  Hotel,  Kerhonkson,  New  York  on  October  2, 
1975. 

At  the  business  session,  the  1974  Annual  Report  was 
approved  as  published;  and  the  financial  report,  prepared 
by  the  auditing  firm  of  Lathan,  Lumsden,  McCormick  and 
Company  was  accepted. 

The  following  scientific  socioeconomics  sessions  were 
held: 

I.  The  Future  of  the  Private  Sector  of  Medicine  in 
the  Next  Decade — Robert  P.  Whalen,  M.D.,  Commis- 
sioner, New  York  State  Department  of  Health,  Alba- 
ny, New  York  and  William  Munier,  M.D.,  Acting  Di- 
rector, Office  of  Professional  Standards  Review,  U.S. 
Public  Health  Service. 

II.  Acupuncture — Fact  or  Fancy — Ross  Markello, 
M.D..  Professor  of  Anesthesiology,  State  University  of 
New  York  at  Buffalo;  Director,  Department  of  Anes- 
thesiology, E.  J.  Meyer  Memorial  Hospital,  Buffalo, 
New  York  and  Lillian  Lieber,  Ph.D.,  Qualified  Scien- 
tist in  Neuropsychology,  E.  J.  Meyer  Memorial  Hospi- 
tal, Buffalo,  New  York. 
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III.  PSRO  Update — Bernard  M.  Reen,  M.D., 
Chairman  of  Board  of  Directors,  Erie  Region  PSRO, 

' Inc.,  and  William  L.  Craver,  M.D.,  President,  Genesee 
Region  PSRO,  Inc. 

IV.  Report  on  the  Medical  Society  of  the  State  of 
New  York  by  Ralph  S.  Emerson,  M.D.,  President  of 
Medical  Society  of  the  State  of  New  York 

The  subject  matter  and  the  speakers  were  excellent 
and  we  are  looking  forward  to  continuing  joint  convoca- 
tions of  the  7th  and  8th  District  Branches  in  the  years 
ahead. 

Just  one  year  ago,  our  endorsed  insurance  administra- 
tors, the  Charles  J.  Sellers  Company  contacted  nearly  100 
insurance  companies  and  finally  succeeded  in  obtaining 
a replacement  carrier  to  insure  our  District  Branch  Pro- 
gram of  Umbrella  Liability  Protection.  Now,  one  year 
later  we  have  been  informed  of  the  withdrawal  from  the 
malpractice  insurance  market  of  the  current  reinsuring 
company.  Our  insurance  administrator  has  surveyed  the 
world’s  insurance  market  for  a replacement  carrier  and  to 
this  date  has  not  been  successful  in  locating  one.  This 
matter  has  been  brought  to  the  attention  of  the  Superin- 
tendent of  Insurance  of  the  State  of  New  York  and  we  are 
awaiting  further  developments. 

Our  district  delegate  attended  the  annual  meeting  of  the 
House  of  Delegates,  Medical  Society  of  the  State  of  New 
York  in  March,  and  the  two  special  meetings  held  there- 
after; and  we  were  represented  at  the  Special  Meeting  held 
in  Rochester,  New  York,  Ijlovember  14-16,  1975. 

Our  county  medical  societies  in  the  District  Branch  area 
have  worked  cooperatively  with  the  Medical  Society  of  the 
State  of  New  York  throughout  the  year  in  relation  to  the 
medical  malpractice  insurance  crisis.  We  stand  ready  to 
be  of  further  service  to  the  Medical  Society  of  the  State  of 
New  York  whenever  called  upon. 

Respectfully  submitted, 
Paul  Sum,  M.D.,  President 


NINTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  annual  meeting  of  the  Ninth  District  Branch  was 
held  on  March  10  and  11,  1975,  at  the  Americana  Hotel, 
New  York  City,  during  the  annual  convention  of  the 
Medical  Society  of  the  State  of  New  York.  Leonard  S. 
Weiss,  M.D.,  Second  Vice-President,  presided. 

It  was  reported  that  there  are  no  women  on  the  Council 
of  the  State  Medical  Society  and  George  T.  C.  Way,  M.D., 
nominated  Katharine  L.  Friedmann,  M.D. , as  a junior  of- 
ficer from  the  Ninth  District  Branch.  This  recommen- 
dation was  unanimously  seconded. 

Mr.  Stephen  Leighton,  medical  student,  presented  the 
following  three  resolutions  for  discussion: 

1.  Resolution  75-134.  Student  Organization  Needs 
Funds 

2.  Resolution  75-135,  Committee  to  Set  Up  a Pro- 
gram in  Preceptorships  Needs  Funding 

3.  Resolution  75-125,  Problem  of  conflicts  in 
scheduling  of  meetings. 


The  consensus  of  those  present  was  that  dues  for  medi- 
cal students  would  defeat  interest  in  the  State  Society  since 
students  cannot  afford  dues.  The  question  of  more 
meetings  between  students  and  the  district  branch  was 
discussed. 

Charles  Weller,  M.D.,  discussed  the  National  Health 
Planning  and  Resources  Development  Act  of  1974,  Public 
Law  93-64,  and  the  Health  Planning  Group  for  West- 
chester which  includes  the  six  neighboring  counties. 

Doctor  Way  discussed  the  effect  of  the  recommendations 
in  the  Hughes  Report  regarding  the  Ninth  District 
Branch. 

Samuel  Wagreich,  M.D.,  appeared  before  the  delegates 
and  spoke  regarding  his  election  as  vice-speaker. 

The  delegates  recommended  that  resolutions  prepared 
by  the  Medical  Society  of  the  State  of  New  York  for  the 
delegates  be  color-coded  for  easier  reference  and  filing. 

Respectfully  submitted, 

Burton  Allyn,  M.  D.,  President 

Report  of  Reference  Committee  on  Scientific  Activities, 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Gerald  J.  Lustig,  M.D.,  Chairman. 

The  reports  of  the  District  Branches  were  reviewed  with 
the  exception  of  the  Fifth  and  Sixth  District  Branches, 
which  did  not  submit  reports.  Your  reference  committee 
recommends  that  they  be  filed. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report . . . . 

PHYSICIANS’  PLACEMENT  BUREAU 

Report  of  Reference  Committee  on  Scientific  Activities, 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Gerald  J.  Lustig,  M.D.,  Chairman. 

Your  reference  committee  reviewed  the  Executive  Vice- 
President’s  report  on  the  Physicians  Placement  Bureau 
and  it  was  duly  noted.  No  action  is  felt  necessary 
inasmuch  as  it  is  covered  under  Reports  of  Officers. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report.  . . . 

SCIENTIFIC  PUBLICATIONS 

Report  of  Reference  Committee  on  Scientific  Activities, 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Gerald  J.  Lustig,  M.D.,  Chairman. 

Your  reference  committee,  after  review  of  the  Executive 
Vice-President’s  report  on  Scientific  Publications,  wishes 
to  commend  the  committee  and  editorial  staff  for  their 
efforts  in  improving  the  publication  of  the  New  York  State 
Journal  of  Medicine  and  other  publications  of  the  Medical 
Society  of  the  State  of  New  York,  and  it  is  hoped  that  the 
committee  will  continue  these  efforts  in  the  future. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report.  . . . 

Resolution  76-78,  Encyclopedia  of  the  Policies  of  the 
Medical  Society  of  the  State  of  New  York 
Introduced  by  Suffolk  County  Medical  Society 

Whereas,  This  House  has  resolved  that  the  Medical 
Society  of  the  State  of  New  York  publish  a reference 
guide  to  the  policies,  positions  and  statements  of  the 
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Medical  Society  of  the  State  of  New  York  in  regard  to 
key  health  issues,  (Resolution  75-37);  and 

Whereas,  A reasonable  period  of  time  has  passed  and 
this  reference  guide  still  has  not  been  published;  there- 
fore be  it 

Resolved,  That  this  House  of  Delegates  mandate  that 
the  reference  guide  to  policies,  issues  and  statements  of 
the  Medical  Society  of  the  State  of  New  York  in  regard 
to  key  health  issues  be  published  and  distributed  to  all 
constituent  county  medical  societies  no  later  than  six 
months  from  the  date  of  acceptance  of  this  resolution; 
and  be  it  further 

Resolved,  That  this  guide  be  loose-leaf  in  nature  so 
that  it  can  be  revised  periodically. 

Report  of  Reference  Committee  on  Scientific  Activities, 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Gerald  J.  Lustig,  M.D.,  Chairman. 

Your  reference  committee,  after  due  deliberation,  ap- 
proved Resolution  76-78  in  principle.  After  discussion 
with  the  staff  of  the  Medical  Society  of  the  State  of  New- 
York,  it  was  ascertained  that  20  policies  had  been  com- 
pleted, and  it  is  expected  that  75  to  100  will  be  completed 
in  a year.  Therefore,  the  committee  recommends  that  the 
first  resolved  be  amended  as  follows:  Substitute  the  word 
“twelve”  for  “six”  in  the  first  resolved. 

. . . The  House,  after  discussion,  voted  to  ADOPT  as 
AMENDED  Resolution  76-78.  . . 

GENERAL  INSURANCE  (Annual) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  General  Insurance  is  composed  of  the 


following  members: 

Bernard  J.  Hartnett,  M.D.,  Chairman Cayuga 

Leonard  J.  Barron,  M.D Broome 

Renzo  S.  Basili,  M.D Kings 

Daniel  Friedman,  M.D Suffolk 

John  G.  Hamilton,  M.D Monroe 

Herbert  E.  Joyce,  M.D Erie 

Jack  Lehman,  M.D Queens 

Robert  M.  George,  M.D Oneida 

John  Alan  Ramsdell,  M.D Westchester 

Thomas  J.  Sheehy,  Jr.,  M.D Nassau 


The  Committee  on  General  Insurance  is  pleased  to  an- 
nounce that  thus  far  a supplemental  Group  Life,  Disability 
Income  and  Professional  Overhead  Expense  Program  has 
been  successfully  implemented.  Approximately  5,000 
participants  have  enroled  in  the  programs  thus  far.  A 
supplemental  Inhospital  Indemnity  and  an  Accidental 
Death  and  Dismemberment  Insurance  Program  has  been 
approved  and  is  in  the  process  of  being  implemented. 
The  underwriting  company,  the  Continental  Insurance 
Group,  has  advised  us  that  a substantial  volume  of  insur- 
ance has  been  written  at  the  county  level.  In  part,  this  is 
due  to  the  supplemental  nature  of  the  State  programs. 
Therefore,  all  the  programs  should  be  stronger  because  of 
the  larger  number  of  physician  members  enrolled. 

The  committee  has  spent  much  time  researching  a 
Pension  Program  for  the  membership  and  has  made  their 
recommendation  to  the  Council  for  their  approval  which 
is  pending. 

The  committee  is  continuing  to  research  personal  and 
professional  forms  of  insurance  for  the  membership  in- 
cluding major  medical  and  such  casualty  lines  as  Group 


Auto  and  Homeowners  Insurance.  However,  at  this  time 
the  underwriting  market  for  casualty  and  liability  insur- 
ance is  extremely  limited. 

Your  chairman  would  like  to  thank  the  members  of  his 
committee  who  have  contributed  a considerable  amount 
of  their  time  and  energy  to  the  work  of  this  committee. 

Also,  I would  like  to  thank  Bernard  M.  Jackson,  C.L.U., 
and  his  secretary,  Mrs.  Sylvia  Frank,  for  their  assis- 
tance. 

Respectfully  submitted, 

Bernard  J.  Hartnett,  M.D.,  Chairman 


GENERAL  INSURANCE  (SUPPLEMENTARY)' 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  General  Insurance  is  pleased  to  an- 
nounce that  thus  far  a supplemental  Group  Life,  Disability 
Income,  Professional  Overhead  Expense,  Hospital  In- 
demnity Plan  and  Fulltime  Accident  Insurance  programs 
have  been  successfully  implemented.  Approximately 
7,000  participants  have  been  enroled  in  the  program  thus 
far. 

The  General  Insurance  Committee  is  researching  and 
studying  other  programs  such  as  a Pension  Program,  Major 
Medical  and  such  casualty  lines  as  Group  Auto  and 
Homeowners  Insurance. 

Respectfully  submitted, 

Bernard  J.  Hartrnett,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scientific  Activities, 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Gerald  J.  Lustig,  M.D.,  Chairman. 

The  annual  and  supplementary  reports  of  the  Com- 
mittee on  General  Insurance  were  reviewed  and  your  ref- 
erence committee  recommends  that  these  reports  be 
filed. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report.  . . 


GENERAL  INSURANCE  (SUPPLEMENTARY)2 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

In  an  effort  to  insure  the  supplementary  nature  of  State 
sponsored  insurance  programs,  the  General  Insurance 
Committee  at  its  meeting  on  October  5,  1976,  referred  a 
resolution  to  the  Council  for  action.  The  Council  at  its 
meeting  on  October  28,  1976,  decided  to  refer  the  following 
resolution  recommended  by  the  General  Insurance  Com- 
mittee to  the  House  of  Delegates  and  the  appropriate 
Reference  Committee  for  indepth  discussion: 
Resolution:  All  insurance  programs  sponsored  by 
MSSNY,  County  or  District  Medical  Societies  adhere 
to  the  following  principles; 

1.  State  programs  should  not  compete  at  the  primary 
level  with  identical  basic  coverage  of  County  or  District 
programs. 

2.  State  programs  should  be  limited  to  supplemental 
programs  above  and  beyond  the  identical  County  or 
District  programs,  where  such  programs  already  exist. 
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3.  Physicians  applying  for  supplemental  coverage 
be  notified  by  the  insurance  carrier  (of  the  State)  where 
the  county  markets  an  identical  insurance  program. 

All  the  involved  parties  should  be  invited  to  the  reference 
committee  including  the  chairman  of  the  commission,  the 
chairman  of  the  General  Insurance  Committee,  the  Med- 
ical Society  of  the  State  of  New  York  Endorsed  Adminis- 
trator and  the  administrators  of  the  county  programs  in- 
volved, staff  and  possibly  someone  in  authority  from  the 
Continental  Insurance  Companies. 

Respectfully  submitted, 

Bernard  J.  Hartnett,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scientific  Activities, 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Gerald  J.  Lustig,  M.D.,  Chairman. 

The  Supplementary  Report2  of  the  Committee  on 
General  Insurance  was  reviewed  with  extensive  testimony 
submitted  by  the  involved  parties  invited  by  the  reference 
committee,  as  noted  in  the  report.  Your  reference  com- 
mittee recommends  that  this  report  be  accepted  and 
adopted  as  published  with  the  resolution  contained 
therein. 

After  considerable  deliberation  and  discussion  by  the 
reference  committee,  it  appeared  that  much  of  the  conflict 
is  truly  one  of  communication  and  semantics  between  the 
involved  insurance  administrators  and  should  be  resolved 
by  them.  Perhaps  an  Agents  Committee,  as  recommended 
by  one  of  the  insurance  administrators,  might  be  helpful 
to  prevent  such  conflicts  in  the  future. 

. . . The  House,  after  discussion,  voted  to  ADOPT  the 
RESOLUTION  contained  in  the  Supplementary  Re- 
port2 of  the  Committee  on  General  Insurance.  . . . 

MEMBERSHIP  BENEFITS  ( Annual ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Membership  Benefits  is  composed 


of  the  following  members: 

Edward  T.  Mulligan,  M.D.,  Chairman  Monroe 

Vincent  Geraci,  M.D Kings 

J.  Conrad  Greenwald,  M.D Nassau 

Karl  Neumann,  M.D Queens 

Francis  Z.  Reinus,  M.D New  York 


The  Committee  on  Membership  Benefits  is  continually 
exploring  all  areas  and  means  to  supply  the  membership 
with  meaningful  programs  befitting  the  image  of  the 
Medical  Society  of  the  State  of  New  York,  consisting  of 
quality  goods  and  services,  at  specially  negotiated  prices 
and  fees. 

This  past  year  the  following  new  membership  benefits 
were  introduced: 

. . . Avis  Car  Rental  and  Car  Leasing  with  special  dis- 
counts and  services  to  our  members. 

. . . Chemical  Bank  set  up  a special  financial  program 
for  members  of  MSSNY. 

...  A Physicians  Travel  Club  has  been  established  for 
assistance  to  our  group. 

. . . Specially  negotiated  prices  with  one  of  the  world’s 
largest  distributors  of  Waterford  Crystal  for  the 
membership — imported  directly  from  Waterford, 
Ireland. 

. . . Reduced  prices,  through  the  Society  Club  set  up  for 
physician  members,  at  leading  restaurants  in  New 
York  City,  theaters  and  sporting  events. 


. . . Substantial  discounts  on  appliances,  furniture  and 
major  items  (with  a lowest  price  guarantee), 
through  a large  wholesale  purchasing  organiza- 
tion. 

. . . Another  leasing  and  car  buying  company  was  ap- 
proved by  Council  to  enable  our  membership  to 
enjoy  competitive  prices  on  leasing,  and  major 
savings  on  the  purchase  of  all  types  of  cars,  foreign 
or  domestic,  at  substantial  savings,  through  the 
Carann  Leasing  Corporation  of  Westbury,  New 
York.  Prices  on  new  cars  are  close  to  wholesale  and 
are  delivered  anywhere  in  the  State. 

. . . Special  discounts  ranging  up  to  45%  on  medical  texts 
and  general  interest  books  were  arranged  with  the 
Macmillan  Publishing  Company. 

. . . The  Encyclopedia  Britannica  Company  has  agreed 
to  give  our  physician  members  various  bonus  fea- 
tures and  additional  consideration  when  they  apply 
for  this  publication. 

Thousands  of  our  members  have  enthusiastically  re- 
sponded to  these  programs. 

The  committee  will  continue  to  develop  the  theme 
“Membership  Pays,  It  Does  Not  Cost.”  This  philosophy 
will  make  it  economically  feasible  for  a physician  to  belong 
to  the  Society.  In  addition,  these  programs  should  be  an 
aid  in  recruiting  new  members. 

Your  chairman  would  like  to  thank  the  members  of  his 
committee  for  the  time  and  energy  they  devoted  to  this 
committee. 

In  addition,  I would  like  to  thank  Bernard  M.  Jackson, 
C.L.U.,  and  his  secretary,  Mrs.  Sylvia  Frank,  for  their  staff 
assistance. 

Respectfully  submitted, 

Edward  T.  Mulligan,  M.D.,  Chairman 


MEMBERSHIP  BENEFITS 
( SUPPLEMENTAR  Y) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Membership  Benefits  Committee  is  pleased  to  re- 
port that  approximately  3,000  physician  members  have 
responded  to  the  September  1,  1976  issue  of  the  News  of 
New  York  which  contained  a supplement  highlighting  the 
various  Medical  Society  of  the  State  of  New  York  mem- 
bership benefits. 

The  committee  is  continuing  to  research  all  areas  in- 
cluding business  machines,  sporting  supplies  and  goods  and 
other  meaningful  programs  befitting  the  image  of  the 
Medical  Society  of  the  State  of  New  York. 

Respectfully  submitted, 

Edward  T.  Mulligan,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scientific  Activities, 
Publications  and  Miscellaneous:  The  following  report 
was  presented  by  Gerald  J.  Lustig,  M.D.,  Chairman. 

The  annual  and  supplementary  reports  of  the  Com- 
mittee on  Membership  Benefits  were  reviewed  and  your 
reference  committee  recommends  that  these  reports  be 
filed. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report .... 

. . . The  House  voted  to  ADOPT  the  reference  com- 
mittee report  as  a whole  as  AMENDED.  . . . 
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PUBLIC  HEALTH 


COMMISSION  ON  Pl'HLIC  HEALTH 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  membership  of  the  Commission  on  Public  Health 
is  as  follows: 


Keith  0.  Guthrie,  Jr.,  M.D.,  Chairman  ....  New  York 

Marcelle  T.  Bernard,  M.D Bronx 

Charles  A.  Bertrand,  M.D Westchester 

Stephen  W.  Blatchlv,  M.D Tompkins 

Roger  J.  Boulay,  M.D Monroe 

George  F.  Cunningham,  M.D Suffolk 

Arthur  H.  Dube,  M.D Onondaga 

Stanley  I.  Fishman,  M.D Kings 

Vincent  J.  Fontana,  M.D New  York 

Irving  G.  Frohman,  M.D Queens 

Stanley  E.  Gitlow,  M.D New  York 

Leonard  L.  Heimoff,  M.D Bronx 

Edward  C.  Hughes,  M.D Onondaga 

Donald  T.  Kasprzak,  M.D Clinton 

David  N.  Kluge,  M.D Monroe 

Allison  B.  Landolt,  M.D Westchester 

Harry  S.  Lichtman,  M.D Kings 

Edward  J.  Lorenze,  III,  M.D Westchester 

Charles  E.  Rogers,  M.D Nassau 

John  D.  States,  M.D Monroe 


The  nineteenth  annual  meeting  of  the  Commission  on 
Public  Health  and  Education  was  held  at  the  Americana 
Inn  in  Albany,  New  York  on  July  18th  and  19th,  1975.  The 
large  agenda  in  previous  years  had  demonstrated  the  need 
to  extend  this  meeting  to  two  days  and  the  changed  format 
was  a distinct  improvement.  The  two  day  agenda  allowed 
sufficient  time  for  all  committee  reports  to  be  discussed  in 
depth  and  because  of  this  thorough  treatment  several 
recommendations  to  the  Council  came  out  of  the  meeting. 
In  this  way  MSSNY  was  able  to  take  action  on  several 
issues  more  expeditiously  than  if  they  had  to  await  com- 
mittee meetings.  This  innovation  will  be  followed  again 
this  year. 

Because  of  the  increased  activities  of  MSSNY  in  Con- 
tinuing Medical  Education  the  Commission  was  this  year 
split  into  a Commission  on  Public  Health  and  a Commis- 
sion on  Education.  Several  committees  which  had  been 
inactive  were  discontinued.  The  Child  Abuse  Committee 
was  activated  under  the  chairmanship  of  Vincent  J.  Fon- 
tana, M.D.  Several  meetings  of  this  committee  have  al- 
ready been  held  and  its  actions  will  be  reported  in  its  an- 
nual report.  Many  important  committee  reports  will  be 
forthcoming  and  all,  especially  members  of  the  House  of 
Delegates,  are  urged  to  study  these  carefully.  Many  ac- 
tions of  the  House  are  dependent  upon  advice  from  these 
committees. 

The  commission  meeting  in  Albany  this  July,  with  the 
State  Health  Department,  will  be  a combined  meeting  of 
the  Commission  on  Public  Health  and  the  Commission  on 
Education. 

As  chairman  of  the  Commission  on  Public  Health  and 
on  behalf  of  the  committee  chairmen  I wish  to  express  our 
appreciation  for  the  assistance  to  us  by  the  staff  of  the 
Division  of  Scientific  Activities. 


Respectfully  submitted, 

Keith  0.  Guthrie,  Jr.,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Public  Health:  The 
following  report  was  presented  by  Leonard  L.  Heimoff, 
M.D.,  Chairman. 

Your  reference  committee  is  most  grateful  to  Keith  O. 
Guthrif,  Jr-,  M.D.,  Chairman  of  the  Commission  on  Public 
Health,  to  George  J.  Lawrence,  Jr.,  M.D.,  Director  of  the 
Division  of  Scientific  Activities,  and  to  Boris  A.  Vanadzin, 
M.D.,  Chairman  of  the  1975  Reference  Committee  for  their 
guidance  in  the  work  of  the  various  committees. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report . . . 

ACCIDENT  AND  INJURY  PREVENTION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen. 

The  following  are  the  members  of  the  Committee  on 


Accident  and  Injury  Prevention: 

John  D.  States,  M.D.,  Chairman  Monroe 

Gerald  Adams,  M.D Kings 

Harold  Brandaleone,  M.D New  York 

James  Cosgriff,  M.D Erie 

Francis  J.  Gilroy,  M.D Broome 

David  R.  Heller,  M.D Westchester 

James  E.  Holmblad,  M.D Schenectady 

Marshall  Lepidus,  M.D Suffolk 

George  Lim,  M.D Oneida 

William  D.  Wiley,  M.D Jefferson 

Robert  Huszar,  M.D.,  Advisor Albany 

Leslie  Fisher,  M.P.H.,  Advisor  Albany 


The  committee  met  on  April  27, 1976,  and  the  committee 
chairman  Dr.  John  D.  States  met  with  the  Committee  on 
Alcoholism  on  March  2,  1976. 

Alcohol  and  Driving.  Methods  of  identifying  dan- 
gerous drinking  drivers  were  discussed  by  the  committee 
and  with  the  Committee  on  Alcoholism.  The  committee 
concurs  with  the  Committee  on  Alcoholism  that  the  driver 
license  application  question  number  4,  “Have  you  been 
treated  for  alcoholism?”  should  be  deleted.  The  question 
deters  alcoholics  from  seeking  needed  treatment  and  en- 
courages false  statements  by  those  who  have  already  been 
treated.  Use  of  the  driver’s  violation  and  accident  records 
may  be  the  best  means  of  identifying  the  dangerous  driver 
and  is  worthy  of  further  investigation.  The  committee  will 
work  with  the  Committee  on  Alcoholism  to  devise  a better 
method  of  identification. 

State  Legislation.  A renewed  effort  by  a small  group 
of  motorcyclists  to  repeal  the  helmet  usage  law  has  been 
made.  Committee  members  have  been  urged  to  contact 
their  legislators  and  make  known  their  opposition  to  repeal 
of  the  helmet  usage  law. 

Seat  belt  usage  legislation  was  introduced  by  Senator 
John  Caemmerer  but  failed  to  pass  for  the  third  consecu- 
tive year.  The  Province  of  Ontario  has  decreased  the 
number  of  deaths  due  to  traffic  accidents  35%,  in  spite  of 
a 10%  increase  in  vehicle  mileage,  because  of  mandatory 
safety  belt  usage.  No  jurisdiction  in  the  United  States  has 
an  enforced  safety  belt  usage  law  in  effect  in  spite  of  the 
fact  that  virtually  every  other  country  in  the  world  with 
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advanced  motor  vehicle  highway  systems  have  such 
laws. 

Police  Injury  Scale.  Erratically  different  police  injury 
scales  were  introduced  in  1974  and  have  proved  to  be  far 
more  accurate  than  the  KABC  Scale.  Other  states  are 
examining  the  scale  and  may  adopt  it  because  of  its  in- 
creased accuracy. 

School  Bus  Safety.  Backing  up  school  busses  caused 
accidental  injuries  to  two  students  as  reported  by  Dr. 
George  Lim.  Verbal  backup  warning  systems  used  in 
several  other  states  on  commercial  vehicles  are  recom- 
mended for  school  busses  by  the  committee. 

Bicycle  Safety.  Construction  of  bicycle  paths  as  ex- 
tensions of  highway  shoulders  appears  to  be  a practical 
means  of  providing  increased  safety  by  segregation  from 
highway  traffic.  Federal  funds  are  available  for  such 
construction  programs. 

Physician  Guide  for  Driving  Disabilities.  A guide 
for  New  York  State  physicians,  “Should  Your  Patient 
Drive?”  is  nearing  completion  through  the  joint  efforts  of 
the  New  York  State  Department  of  Health  and  the  com- 
mittee. The  guide  will  provide  details  concerning  driving 
disabilities  as  they  relate  to  New  York  State  laws. 

Legal  Immunity  for  Physicians  Reporting  Medical 
Disabilities.  Immunity  from  lawsuits  for  physicians  re- 
porting medical  driving  disabilities  continues  to  be  desir- 
able in  the  opinion  of  the  committee.  The  American 
Medical  Association  has  sponsored  several  workshops  on 
the  subject.  The  experience  of  states  with  similar  laws 
(Maryland  and  Oregon)  remains  excellent.  The  committee 
will  consider  recommending  action  by  MSSNY  in  support 
of  New  York  State  legislation  at  the  November  ’76  com- 
mittee meeting. 

Visual  Disability  Due  to  Telescopic  Lenses.  Patients 
who  use  telescopic  lenses  for  correction  of  visual  defects 
should  not  be  allowed  to  drive  because  of  limited  and  dis- 
torted peripheral  vision.  The  New  York  State  Department 
of  Motor  Vehicles  has  allowed  their  use  following  a one- 
sided hearing  sponsored  by  the  optometrists, held  inl975. 
A second  hearing  supported  by  the  American  Medical 
Association,  June  11-12,  1976,  presented  concern  of  phy- 
sicians with  the  hazards  of  such  visually  handicapped 
drivers.  Physicians  remain  unanimously  opposed  to  the 
use  of  telescopic  lenses  by  the  drivers. 

Respectfully  submitted, 

John  D.  States,  M.D.,  Chairman 

AGING  AND  NURSING  HOMES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Aging  and  Nursing 


Homes  are  as  follows: 

Marcelle  T.  Bernard,  M.D.,  Chairman  Bronx 

Albert  F.  R.  Andresen,  Jr.,  M.D  Westchester 

Robert  Collins,  M.D Onondaga 

Eli  A.  Leven,  M.D Monroe 

Edward  J.  Lorenze,  III,  M.D Suffolk 

James  A.  Moore,  M.D Albany 

John  R.  Price,  M.D Jefferson 

Leon  M.  Rothman,  M.D Kings 

Garrett  W.  Vink,  M.D Putnam 

George  M.  Warner,  M.D.,  Advisor  Albany 


At  the  1975  meeting  of  the  Commission  on  Public  Health 
arid  Education,  we  discussed  the  presentation  (on  April  4, 
1975),  “The  Role  of  the  Medical  Director  in  the  Skilled 
Nursing  Facility”  and  noted  that  this  seminar  was  con- 


sidered a worthwhile  activity  for  the  Medical  Society  of  the 
State  of  New  York. 

With  the  approval  of  the  Council,  the  Committee  on 
Aging  and  Nursing  Homes  cooperated  with  the  New  York 
Academy  of  Medicine  in  a conference  on  long  term  care, 
entitled  “The  Medical  Director  Requirement  in  Nursing 
Homes.”  This  conference  was  held  at  the  New  York 
Academy  of  Medicine  on  September  17, 1975,  and  it  focused 
attention  on  the  issues  raised  by  recent  legislation.  The 
seminar  was  well  attended. 

On  December  4,  1975,  the  Monroe  County  Medical  So- 
ciety in  conjunction  with  MSSNY  presented  a seminar  on 
“Better  Patient  Care  in  the  Nursing  Home:  the  Role  of 
the  Medical  Director.”  This  meeting  was  held  at  the 
Rochester  Academy  of  Medicine. 


Some  of  the  points  made  by  the  participants  were: 

1.  The  key  to  good  relationships  in  the  Nursing 
Home  is  mutual  respect  of  all  health  care  personnel. 

2.  The  Medical  Director  is  needed  to  upgrade  the 
standards  for  quality  medical  care  and  it  was  felt  that 
the  New  York  State  Department  of  Health  should  see 
that  the  “cost”  of  a Medical  Director  is  reimbursable. 

3.  The  advantages  of  becoming  a Medical  Director 
are  the  challenge  of  a new  field,  the  chance  for  organi- 
zation of  private  life  and  a predictable  work  schedule. 

4.  Alternative  patterns  of  care  could  include: 

a.  Other  nearby  institutions  with  a Medical  Di- 
rector 

b.  H.M.O. 

c.  Community  Clinics  to  provide  coverage 

d.  Hospitals  with  Nursing  Home  Units — one  of 

whose  personnel  would  serve  as  Medical  Director. 

e.  Hospitals  affiliated  with  a Nursing  Home 

with  a good  interagency  transfer  agreement. 

f.  Independent  clinic  center 

5.  It  was  noted  that  a Medical  Director  must  be 
able  to  “inspire”  and  “teach”  other  physicians  in  the 
nursing  home. 

6.  There  is  a need  for  doctors  to  form  a group  of 
their  own  to  promote  interest  and  training.  A curricu- 
lum for  doctors  interested  in  geriatrics  would  include: 
internal  medicine,  overlooked  diseases,  chronic  diseas- 
es, pharmacology  and  teaching  the  individuality  of  the 
patient  and  his  illness. 

On  July  23,  1975,  the  committee  sent  a letter  to  the 
Commissioner  of  Social  Security,  J.  B.  Cardwell,  regarding 
the  proposed  rules  of  the  Department  of  HEW  about 
Federal  Health  Insurance  for  the  Aged  and  Disabled. 

The  committee  made  the  following  remarks  regarding 
the  said  proposed  rules: 

1.  The  proposals  for  actions  to  be  taken,  against 
the  physician  who  “with  some  frequency,  erroneous 
certificates,  and/or  inappropriate  plans  of  treatment 
completely  ignore  the  concept  of  peer  review.”  The 
judgment  in  such  instances  should  be  made  only  by  a 
physician’s  peers,  and  a statement  to  this  effect  should 
be  included  in  the  proposed  rules.  Such  peer  review 
mechanisms  should  be  acceptable  to  the  appropriate 
county  and/or  state  medical  societies. 

2.  The  committee  also  wishes  to  make  the  point 
that  it  is  fallacious  to  base  the  need  for  the  type  of  care 
and  the  duration  of  care  solely  on  the  clinical  diagno- 
sis. Many  other  factors  are  also  determinant  and 
must  be  considered. 
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3.  The  committee  is  of  the  opinion  that  sufficient 
time  has  not  elapsed  for  proper  evaluation  of  the  effec- 
tiveness of  Utilization  Review  in  the  facilities  under 
discussion  in  the  proposed  rules.  It  is,  therefore,  sug- 
gested that  the  proposed  rules  be  deferred  for  at  least 
18  months,  to  give  sufficient  time  for  this  evaluation. 
The  committee  hopes  that  these  comments  will  be  seri- 
ously considered. 

The  committee  recommended  that  the  rules  should  be 
deferred  for  at  least  18  months. 

The  committee  discussed  canvassing  the  curriculum  of 
medical  schools  in  New  York  State  regarding  courses  given 
in  geriatrics.  Plans  are  being  developed  for  such  a study. 
With  the  ever  increasing  geriatric  population,  we  feel  ger- 
iatrics should  be  taught  in  the  medical  schools. 

A special  meeting  was  held  on  December  4,  1975.  at  the 
Faculty  Club  of  the  University  of  Rochester.  The  purpose 
of  the  meeting  was  to  discuss  the  “Controlling  Persons  Act” 
(Laws  of  New  York,  Chapter  651,  # 28089) — an  act  to 
amend  the  Public  Health  Law  in  relation  to  liability  of 
controlling  persons  of  nursing  homes.  This  act  is  to  take 
effect  July  1, 1976.  It  was  felt  the  intent  of  the  law  and  the 
way  the  law  is  written  are  two  different  things.  It  was  felt 
the  law  should  be  repealed.  It  was  recommended  that  the 
Council  contact  the  writers  of  the  legislation  for  clarifica- 
tion. MSSNY  is  encouraging  physicians  to  become  med- 
ical directors  and  at  the  same  time  these  physicians  are  in 
jeopardy.  The  Council  did  take  the  necessary  steps  in  an 
attempt  to  amend  this  act. 

The  committee  discussed  correspondence  which  con- 
cerned the  refusal  by  a nursing  home  to  recognize  the  rights 
of  a physician’s  assistant  to  function  under  the  supervision 
of  his  physician  employer  in  a nursing  home.  This  corre- 
spondence was  referred  to  J.  Richard  Burns,  J.D.,  MSSNY 
general  counsel  for  his  opinion  and  to  Dr.  Julia  Freitag, 
Assistant  Commissioner  for  Health  Manpower  Develop- 
ment of  the  New  York  State  Department  of  Health,  for  her 
opinion. 

There  is  a new  rating  system  form  for  the  Residential 
Health  Care  Facility.  Our  committee  is  studying  this  at 
the  present  time. 

The  committee  is  also  obtaining  additional  information 
regarding  the  services  of  physicians'  assistants  in  Nursing 
Homes.  The  New  York  State  Department  of  Health  is 
responsible  for  promulgating  the  duties  which  may  be  as- 
signed to  physicians’  assistants  and  the  degree  of  super- 
vision required  by  their  supervising  physicians. 

With  the  help  of  our  advisor,  Dr.  George  M.  Warner,  we 
will  be  kept  aware  of  changes  in  regulations  regarding  long 
term  care  facilities  in  New  York  State  and  we  hope  to  keep 
our  physicians  knowledgeable  in  these  matters  and  to 
continue  to  give  good  quality  care. 

I extend  my  sincere  and  heartfelt  thank  you  to  all  our 
committee  members  and  especially  to  Dr.  Robert  Collins 
and  Dr.  Eli  Leven  and  our  most  helpful  advisor  Dr. George 
M.  Warner.  Our  secretary.  Miss  Dorothy  Smith,  has  our 
utmost  esteem  and  appreciation. 

Respectfully  submitted, 

Marcelle  T.  Bernard,  M.D.,  Chairman 

ALCOHOLISM 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Alcoholism  are  as 
follows: 


Stanley  E.  Gitlow,  M.I).,  Chairman  New  York 

LeClair  Bissell,  M.D New  York 

Sheila  B.  Blume,  M.D Suffolk 

Fasquale  A.  Carone,  M.D Suffolk 

Stephen  M.  Clement,  M.D Erie 

Luther  A.  Cloud,  M.D New  York 

Sidney  S.  Greenberg,  M.D New  York 

Susan  E.  Hanson,  M.D Monroe 

William  L.  Holt,  Jr.,  M.D Albany 

Brian  R.  Nagy,  M.D Chemung 

Arthur  G.  Baker,  M.D.,  Advisor  Albany 


During  the  previous  year,  the  Committee  on  Alcoholism 
has  concerned  itself  largely  with  the  problems  inherent  in 
establishing  the  Physicians  Committee.  Much  time  and 
attention  of  this  committee  was  concentrated  in  the  for- 
mation of  an  effective  program  for  dealing  with  the  dis- 
abled physician.  The  formation  of  the  Physicians  Com- 
mittee in  the  spring  of  1975  relieved  the  Committee  on 
Alcoholism  of  the  immediate  and  direct  responsibility  for 
dealing  with  these  particular  issues.  Nonetheless,  a close 
relationship  continues  to  exist  between  these  committees 
and,  in  fact,  the  members  of  the  Committee  on  Alcoholism 
will  man  the  exhibit  of  the  Physicians  Committee  sched- 
uled to  appear  at  the  annual  meeting  of  the  State  Medical 
Society  in  November  of  this  year. 

The  Committee  on  Alcoholism  also  prepared  a teaching 
program  to  be  presented  at  the  annual  meeting  of  the  State 
Medical  Society  on  the  morning  of  November  9, 1976.  The 
program  will  address  the  issues  of  the  need  for  and  dangers 
associated  with  the  use  of  drugs  in  the  treatment  of  alco- 
holism. The  chairman  is  scheduled  to  present  the  opening 
paper  entitled  “Drugs:  How  To  and  When  Not  To.”  Dr. 
Sheila  Blume  will  follow  with  the  subject  of  “The  Role  of 
the  Primary  Physician  in  Alcoholism  Rehabilitation,”  and 
Dr.  Herbert  Benson  will  discuss  “The  Relaxation  Re- 
sponse, a Non-drug  T ranquilizer.”  The  three  speakers  and 
Dr.  Brian  Nagy,  the  moderator,  will  then  join  together  in 
a panel  discussion. 

The  committee  continued  to  address  itself  to  the  issue 
of  Question  4 on  the  New  York  State  Motor  Vehicle  Drivers 
License  Application  Form  asking  “Have  you  ever  been 
treated  for  alcoholism?”  This  committee  has  long  main- 
tained that  there  is  no  evidence  that  there  exists  a problem 
in  driver  safety  for  the  alcoholic  patient  who  has  undergone 
treatment  as  opposed  to  the  controlled,  nonalcoholic 
population.  To  this  extent  an  editorial  was  published  in 
the  New  York  State  Journal  of  Medicine  in  January  of  1976 
strongly  recommending  that  Question  4 be  deleted  from 
the  State  Drivers  License  Application.  Substantiation  of 
the  accident  data  requiring  such  action  was  published  in 
an  article  by  Dr.  Frank  Seixas  in  the  same  journal  this  year. 
Dr.  John  D.  States,  chairman  of  the  Committee  on  Acci- 
dent and  Injury  Prevention,  joined  the  Committee  on  Al- 
coholism on  March  2,  1976,  in  order  to  evaluate  this  par- 
ticular problem.  His  committee  later  agreed  with  the 
Committee  on  Alcoholism  that  this  particular  question  on 
the  drivers  application  was  selfdefeating  and  unwise.  On 
this  basis  they  joined  this  committee  in  urging  the  removal 
of  the  question  as  it  now  stands.  Deletion  of  Question  4 
is  part  of  a legislative  program  of  the  Medical  Society  of  the 
State  of  New  York  at  the  present  time.  It  is  understood 
that  there  is  need  for  some  effective  program  to  combat  the 
incidence  of  injuries  taking  place  under  the  influence  of 
alcohol.  With  this  in  mind,  representatives  of  the  Com- 
mittee on  Alcoholism  plan  to  join  the  Committee  on  Ac- 
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cident  and  Injury  Prevention  in  their  efforts  to  formulate 
more  effective  techniques. 

The  committee  has  closely  followed  the  development  of 
the  concept  of  sobering-up  stations  in  the  State  of  New 
York.  Dr.  William  Holt  reported  in  detail  about  the 
functioning  of  one  such  station  in  Albany.  Concern  was 
expressed  over  not  only  the  effectiveness  of  such  treatment 
programs  but  the  legislative  mechanisms  whereby  these 
particular  facilities  will  function.  The  committee  con- 
tacted the  Division  of  Alcoholism  in  the  Department  of 
Mental  Hygiene  in  an  attempt  to  obtain  information  con- 
cerning implementation  of  the  new  legislation  about  public 
intoxicants.  The  designation  and  or  approval  process 
whereby  emergency  rooms  will  assume  responsibility  for 
rendering  such  services  apparently  required  considerable 
delineation.  Fear  had  been  expressed  concerning  the  li- 
ability of  such  institutions  for  either  holding  or  failing  to 
hold  a patient  who  later  experienced  some  untoward  event. 
It  is  hoped  that  the  Division  of  Alcoholism  will  clarify  these 
circumstances  in  the  near  future. 

The  committee  actively  supported  the  enactment  of  the 
Pisani  Bill  for  complete  coverage  for  alcoholism  in  all  group 
health  insurance  contracts  written  in  the  State  of  New 
York.  The  Council  approved  the  committee’s  recom- 
mendation for  passage  of  Bill  S02-A  in  October  of  1975. 

Issues  of  confidentiality  disturbed  the  Committee  on 
Alcoholism  during  much  of  the  past  year.  These  issues  led 
to  the  committee’s  taking  an  active  role  in  the  formulation 
of  the  rules  and  regulations  regarding  confidentiality  of  the 
records  of  alcohol  and  drug  abuse  patients  as  published  by 
the  Department  of  Health,  Education,  and  Welfare.  A 
member  of  this  committee,  Dr.  Sheila  Blume,  wrote  an 
editorial  for  the  New  York  State  Journal  of  Medicine  in 
December  of  1975  entitled  “Ethical  Considerations  for  the 
Physician  in  Completing  Insurance  Forms,”  in  which  she 
pointed  out  the  concern  which  a physician  must  demon- 
strate in  completing  those  numerous  forms  which  are  re- 
quired by  patients  in  order  to  obtain  reimbursement  under 
their  health  insurance  plans.  All  too  often  these  plans  are 
operated  by  their  employers  and  medical  data  may  be 
forwarded  to  nonmedical  personnel  employed  by  the  pa- 
tient’s employer.  This  would  be  in  direct  contradistinction 
to  such  medical  information  being  forwarded  directly  to 
the  medical  director’s  staff  at  the  insurance  carrier.  A 
similar  issue  was  raised  in  regard  to  the  availability  of 
confidential  medical  records  from  the  Motor  Vehicle  Bu- 
reau in  Albany.  Considerable  dialogue  was  expended  in 
order  to  attempt  resolution  of  this  problem.  Unfortu- 
nately we  cannot  report  a successful  conclusion  at  this 
particular  time. 

The  committee  requested  Dr.  Marvin  A.  Block  of  Buffalo 
to  represent  it  at  a meeting  held  at  the  Copley  Plaza  Hotel 
in  Boston,  Mass.,  in  which  PSRO  and  alcohol,  drug  abuse, 
and  mental  illness  were  discussed.  It  was  apparent  there 
was  a minimal  input  by  the  private  physician  sector  in  the 
establishment  of  criteria  of  adequacy  for  such  care.  The 
committee  plans  to  maintain  active  involvement  and  in- 
terest in  this  particular  field. 

In  July  of  1975,  Mr.  Bernard  M.  Jackson,  the  Director 
of  the  Division  of  Insurance  and  Membership  Benefits  of 
the  Medical  Society  of  the  State  of  New  York,  reported  to 
the  Committee  on  Alcoholism  on  a survey  of  various  county 
medical  societies  as  to  the  coverage  for  alcoholism  under 
their  medical  insurance  programs.  There  was  a fifty-nine 
per  cent  response  of  sixty-one  polled  county  societies. 
About  two  thirds  of  the  counties  indicated  that  they  had 


neither  a county-sponsored  medical  insurance  plan  nor 
coverage  for  alcoholism  if  such  a program  existed.  The 
majority  of  the  remainder  indicated  that  no  more  than 
partial  coverage  for  alcoholism  was  available  under  their 
county-sponsored  medical  insurance  plans.  Some,  such 
as  New  York  County,  indicated  that  there  was  specific 
exclusion  of  alcoholism  in  their  sponsored  programs.  It 
was  painfully  obvious  that  medical  coverage  for  this  disease 
for  the  physicians  of  the  State  of  New  York  was  not  an  issue 
that  had  been  successfully  addressed  by  the  county  or  State 
medical  societies.  This  circumstance  has  been  known  to 
seriously  complicate  and  compromise  the  treatment  of  a 
physician  disabled  with  such  an  illness.  At  the  very  time 
when  such  a disabled  physician  is  ofttimes  faced  with 
immense  financial  distress  and  vocational  compromise,  his 
health  insurance  coverage  proves  so  inadequate  as  to  al- 
most negate  the  availability  of  an  effective  treatment 
schedule.  With  the  aim  of  counteracting  these  inade- 
quacies, Mr.  Jackson  formulated  an  effective  program  for 
group  health  insurance  coverage  for  the  physicians  of  the 
State  of  New  York,  such  a program  to  include  adequate 
insurance  and  coverage  for  alcoholism  and  mental  disease. 
The  broad  adoption  of  this  new  program  is  believed  to 
represent  one  of  the  most  urgent  and  critical  responsibil- 
ities for  the  Committee  on  Alcoholism  during  this  ensuing 
year. 

Respectively  submitted, 

Stanley  Gitlow,  M.D.,  Chairman 

CARDIOVASCULAR  DISEASE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Cardiovascular 


Disease  are  as  follows: 

Charles  A.  Bertrand,  M.D.,  Chairman  . .Westchester 

Norman  S.  Amer,  M.D Nassau 

Charles  P.  Bailey,  M.D New  York 

Richard  R.  Banner,  M.D Monroe 

Joseph  T.  Doyle,  M.D Albany 

Abraham  Jezer,  M.D Bronx 

Jerome  A.  Schack,  M.D New  York 

Morris  A.  Shapiro,  M.D Schenectady 

Jay  Harris,  M.D. , Advisor  Albany 


The  status  of  the  Cardiovascular  Section  is  about  settled. 
The  annual  meeting  of  the  Medical  Society  of  the  State  of 
New  York  will  be  held  in  November  and  at  that  time  a 
cardiovascular  session  will  be  held.  With  this  will  be  the 
completion  of  the  requirements  for  the  establishment  of 
the  Cardiovascular  Section.  We  look  forward  to  early 
approval  by  the  Council  in  the  establishment  of  this  Sec- 
tion. 

The  members  proposed  at  the  present  time  are:  Dr. 
Frederick  J.  Flatley,  Vice-Chairman  of  the  Session,  rep- 
resenting the  American  Heart  Association,  New  York  State 
Affiliate;  and  Dr.  Joseph  Schluger,  Secretary,  representing 
the  New  York  Heart  Association. 

As  implied  by  the  above,  we  expect  to  have  these  two 
organizations  participate  on  an  equal  basis  in  organizing 
the  scientific  sessions.  Recently  we  received  a communi- 
cation from  Dr.  Charles  Bailey  in  his  position  as  President 
of  the  New  York  Cardiological  Society.  This  organization, 
too,  would  like  to  participate  and  it  is  proposed  therefore 
that  the  three  organizations  share  in  the  establishment  of 
scientific  sessions  on  a rotational  basis.  This  was  approved 
at  the  Cardiovascular  Committee  meeting  on  June  10, 
1976. 
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The  coming  scientific  meeting  in  November  1976,  at  the 
annual  meeting  of  the  Medical  Society  of  the  State  of  New 
York,  will  be  on  the  management  of  myocardial  infarction. 
The  first  speaker  will  be  Dr.  William  Dock,  Emeritus 
Professor  of  Medicine,  State  University  of  New  York,  and 
title  of  his  presentation  will  be  “Coronary  Obstruction  as 
Seen  by  Physicians  from  1775  to  1975.”  The  second 
speaker  will  be  Dr.  William  Grace,  Professor  of  Medicine 
at  New  York  University,  and  his  title  will  be  “Sudden 
Death  and  the  Pre-Hospital  Phase  of  Acute  Myocardial 
Infarction.”  The  third  speaker  will  be  Dr.  John  Morrison, 
Assistant  Professor  of  Medicine,  Cornell,  who  will  speak 
on  the  “Protection  of  the  Ischemic  Myocardium  in  Man.” 
The  fourth  and  final  speaker  will  be  Dr.  Frank  C.  Spencer, 
Professor  of  Surgery  at  New  York  University,  and  the  title 
of  his  talk  will  be  “Coronary  Bypass  and  Assisted  Circu- 
lation in  the  Management  of  Patients  with  Acute  Coronary 
Insufficiency  and  Myocardial  Infarction.” 

The  recent  report  of  the  Health  Systems  Agency  of  New 
York  City,  dated  May  21,  1976,  recommended  the  closing 
of  heart  surgery  at  a number  of  hospitals,  and  also  the 
closing  of  a number  of  cardiopulmonary  laboratories.  For 
example,  there  are  11  hospitals  licensed  to  perform  cardiac 
catheterizations  which  “should  terminate  this  service.” 
Five  hospitals  currently  performing  cardiac  surgery 
“should  stop  providing  this  service.  ” As  a result  the  matter 
was  referred  to  this  committee  for  study.  This  was  dis- 
cussed at  our  meeting  of  June  10, 1976,  and  the  following 
recommendations  were  made  with  regard  to  cardiopul- 
monary services: 

1.  It  was  suggested  that  any  hospital  400  beds  or 
larger  have  such  diagnostic  and  therapeutic  cardiopul- 
monary facilities  available  in  order  that  the  patient 
may  receive  adequate  quality  care. 

2.  That  there  be  a uniform  method  of  reporting 
procedures  and  a separate  delineation  of  bedside  pro- 
cedures as  opposed  to  those  invasive  procedures  per- 
formed in  a cardiopulmonary  laboratory.  It  was  rec- 
ommended that  each  procedure  be  listed  separately, 
such  as,  right  heart  catheterization,  left  heart  catheter- 
ization, His  bundle  studies,  coronary  arteriography,  . 
and  pacemaker  insertions — as  invasive  procedures 
done  in  the  cardiopulmonary  laboratory. 

3.  It  was  thought  that,  as  a minimum  number  of 
total  procedures  done  in  a cardiopulmonary  laborato- 
ry, approximately  150  would  represent  a reasonable 
number  for  a dense  population  area,  such  as  New  York 
City.  The  number  might  well  be  correspondingly  less 
in  other  more  remote  areas  of  the  State. 

As  far  as  heart  surgery  is  concerned,  the  committee 
recommended  that  a minimum  number  of  100  per  year  per 
approved  hospital  for  the  New  York  City  area,  and  a lesser 
number  in  other  regions  of  the  State,  depending  upon  the 
local  conditions.  In  certain  remote  areas,  for  example,  it 
is  not  possible  to  transport  acutely  ill  patients  great  dis- 
tances for  urgent  heart  surgery.  Therefore,  regional  plans 
are  required  and  these  may  differ  in  substantial  numbers 
from  areas  of  high  population  density. 

Respectfully  submitted, 

Charles  A.  Bertrand,  M.D.,  Chairman 

CHILD  ABUSE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Child  Abuse  are  as 
follows: 


Vincent  J.  Fontana,  M.D.,  Chairman  New  York 

Dominick  J.  DiMaio,  M.D New  York 

Fedor  A.  Kuritzkes,  M.D Queens 

Aaron  R.  Rausen,  M.D New  York 

Doris  L.  Wethers,  M.D New  York 

Marvin  L.  Blumberg,  M.D Queens 

Walter  J.  O’Connor,  M.D Suffolk 

Theodore  C.  Jewett,  Jr.,  M.D Erie 

Selig  Katz,  M.D.,  Advisor  Albany 

Mr.  James  Cameron,  Advisor  Albany 


Trffe  Committee  on  Child  Abuse  was  established  in 
September  1974,  in  response  to  a mounting  public  and 
medical  awareness  and  concern  over  the  problem  of  child 
maltreatment. 

Dr.  Vincent  J.  Fontana  was  asked  to  serve  as  chairman. 
The  committee  first  met  on  December  12,  1975.  The 
committee  membership  is  composed  of  experienced  pro- 
fessionals in  the  field  of  child  abuse  with  associated  ac- 
tivities on  the  Mayor’s  Task  Force  on  Child  Abuse  and 
Neglect,  the  New  York  State  Assembly  Select  Committee 
on  Child  Abuse,  the  Child  Welfare  Committee  of  the 
County  Medical  Society  and  the  New  York  State  Chapter 
2,  District  II  of  the  American  Academy  of  Pediatrics.  The 
type  of  representation  on  the  committee  enhances  com- 
munication and  productivity  when  dealing  with  the  many 
ramifications  of  the  child  abuse  problem  on  a State  level. 

The  chairman  distributed  to  the  membership  a com- 
prehensive newly  developed  working  manual  he  compiled 
for  use  at  the  New  York  Foundling  Hospital  Center  for 
Parent  and  Child  Development  for  the  “early  detection, 
intervention,  and  treatment  of  child  maltreatment.” 

The  aims  and  goals  of  the  committee  were  stated  to  in- 
clude: 

To  improve  information  dissemination,  under- 
standing and  responsibilities  about  the  problem  to  the 
medical  profession.  To  acquaint  physicians  with  their 
individual  responsibilities  and  the  seriousness  of  child 
abuse. 

To  monitor  and  make  recommendations  to  the  State 
legislators  toward  implementation  of  existing  child 
abuse  legislation. 

To  develop  educational  material  for  distribution  to 
hospitals  and  physicians  in  the  detection,  and  re- 
porting of  child  abuse  with  particular  emphasis  in  the 
areas  of  liability. 

To  act  as  advocates  in  finding  ways  of  assisting  and 
treating  the  victims  of  child  maltreatment  and  their 
families. 

To  recommend  to  the  Council  of  MSSNY  ways  in 
which  MSSNY  can  support  the  objectives  and  aims  of 
the  Committee  on  Child  Abuse. 

It  was  further  recommended  that  the  scope  of  the  com- 
mittee’s activities  be  wide  and  all  encompassing  when 
dealing  with  State  and  Federal  child  abuse  regulations  and 
to  transmit  this  knowledge  to  all  physicians  in  the  State. 
Recommendations  to  MSSNY,  following  discussions,  will 
hopefully  bring  about  a reduction  in  the  incidence  of  child 
abuse. 

Dr.  Aaron  Rausen  brought  to  the  committee’s  attention 
a poster  sent  to  physicians  and  hospitals  by  the  New  York 
County  Medical  Society  stating  the  procedure  for  reporting 
suspicious  abused  and  neglected  children.  This  poster  will 
be  considered  by  committee  for  distribution  on  a State 
level. 

The  committee  submitted  to  the  Council  of  MSSNY  a 
recommendation  that  HEW  include  in  its  8th  Edition  of 
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the  International  Classification  of  Diseases  a diagnosis  and 
code  number  for  “child  maltreatment  syndrome.”  The 
committee  feels  that  acceptance  of  this  proposal  would 
increase  medical  awareness  of  this  problem  and  improve 
the  system  of  gathering  more  valid  statistics  on  the  inci- 
dence of  child  abuse  and  neglect. 

Respectfully  submitted, 

Vincent  J.  Fontana,  M.D.,  Chairman 

DISASTER  MEDICAL  CARE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Disaster  Medical 


Care  are  as  follows: 

Irving  G.  Frohman,  M.D.,  Chairman  Queens 

William  G.  Abel,  M.D Suffolk 

Russell  Weaver  Greenhalgh,  M.D Onondaga 

Patrick  E.  O’Hara,  M.D Broome 

Hugh  W.  Smith,  M.D Richmond 

Robert  J.  Huszar,  M.D.,  Advisor Albany 


Your  Chairman  was  designated  to  attend  the  1975 
meeting  on  Airport/Community  Emergency  Medical 
Preparedness  of  the  Nat  ional  Health  Resources  Advisory 
Committee.  The  location  was  the  International  Hotel, 
Kennedy  International  Airport.  Conferences  were  to  be 
on  October  16—1 7th  with  a simulated  Disaster  Exercise  for 
October  18th.  Due  to  a torrential  downpour,  the  latter 
event  was  washed  out. 

The  program  essentially  involved  a number  of  view- 
points, including:  National  preparedness  and  the  role  of 
aviation;  the  investigator’s  viewpoint;  the  regulator’s 
viewpoint;  the  airport  management  viewpoint;  the  com- 
munity viewpoint;  the  airborne  viewpoint;  the  air  carrier 
viewpoint;  the  ground  support  viewpoint;  the  air  industry 
viewpoint;  also  the  lessons  learned  from  actual  or  simulated 
airport/community  emergencies. 

To  this  date,  the  promised  summary  of  the  program  has 
not  been  received.  From  the  medical  care  viewpoint,  the 
aspects  most  emphasized  were  communications,  training, 
drills,  triage,  evacuation  when  stabilized,  alerting  and 
preparation  of  facilities,  regulated  transport,  finally,  in- 
formation dissemination. 

It  was  reported  that  in  the  five  years  1970-74,  there  were 
1 20  crashes  with  728  deaths  and  13,142  injuries.  Most  of 
the  accidents  occurred  on  the  approach  landing,  such  as 
the  Kennedy  crash  of  an  Eastern  Airliner  on  June  24, 
1975. 

With  reference  to  that  incident  certain  items  recur,  such 
as  early  need  for  sufficient  body  bags  for  dismembered 
fragments;  portable  small  boat;  patient  evaluation,  where 
possible,  prior  to  evacuation;  and  deficient  communica- 
tions. With  reference  to  the  latter,  I suggested  that  be- 
cause of  the  many  facets  involved,  the  Federal  Government 
was  needed  to  establish  and  finance  systems. 

On  December  29th  a bomb  exploded  at  La  Guardia 
Airport.  35  of  more  than  70  injuries  were  removed  by 
ambulances  regulated  by  the  Emergency  Medical  Service 
of  New  York  City.  Most  patients  wound  up  at  one  hospi- 
tal, while  staffs  of  others  stood  by  and  private  hospitals 
complained  that,  while  they  are  required  to  stand  by,  no 
pat  ients  are  ever  sent  to  them,  with  resultant  waste  of  ef- 
fort, time  and  added  expense 

Once  again,  the  seriously  injured  were  transported 
without  evaluation  or  stabilization.  The  patients  were 


removed  prior  to  arrival  of  specially  equipped  Mobile  ER 
Vehicles. 

April  22nd,  an  Eastern  727  on  the  same  approach  as  the 
fatal  Eastern  crash  of  June  24th,  skidded  on  a wet  runway. 
Only  two  of  the  ninety-three  passengers  were  slightly  in- 
jured in  sliding  down  the  emergency  chutes. 

In  May  a major  disaster  drill  was  conducted  locally  on 
the  premises  of  Creedmore  State  Hospital,  involving  EMS, 
fire,  police,  Red  Cross,  helicopters,  and  75  volunteer 
“casualties”  of  presumed  normal  mentality.  Actual  in- 
volvement of  injured  inmates  would  present  many  addi- 
tional considerations  in  patient  management. 

Respectfully  submitted, 

Irving  G.  Frohman,  M.D.,  Chairman 

DRUG  ABUSE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Drug  Abuse  are  as 


follows: 

Leonard  L.  Heimoff,  M.D. . Chairman Bronx 

Richard  S.  Blum,  M.D Queens 

Matthew  Brody,  M.D Kings 

Douglas  Evans,  M.D Monroe 

Sidney  Greenberg,  M.D New  York 

Philip  K.  Kaufman,  M.D Queens 

Allison  B.  Landolt,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 

Arthur  G.  Baker,  M.D.,  Advisor Albany 


The  Committee  on  Drug  Abuse  has  continued  to  be  ac- 
tive in  the  field  of  Drug  Abuse. 

The  committee  met  on  October  24, 1975,  and  discussed 
subjects  concerning  its  field  of  interest. 

Dr.  Arthur  G.  Baker  rendered  a report  on  the  status  of 
the  triplicate  prescriptions  and  will  be  gathering  infor- 
mation as  to  what  type  of  useful  information  has  been 
gathered  and  what  effects,  if  any,  the  triplicate  prescrip- 
tions have  had  on  drug  abuse  statistics  and  whether  the  law 
is  worth  the  time  and  expense  entailed.  A report  on  this 
will  follow. 

The  committee  responded,  through  its  chairman,  to 
several  requests  of  the  State  Health  Department  on  fea- 
sibility of  adding  new  drugs  to  the  Class  4 list. 

The  committee  chairman  participated  and  cooperated 
with  the  Special  Narcotics  Prosecutor’s  Office  of  New  York 
City  in  determining  grand  jury  action  against  physicians 
who  are  abusing  their  prescription  writing  privileges. 

The  Drug  Abuse  Committee  has  also  been  active  and 
cooperating  with  the  Physicians’Committee  and  a great 
deal  of  time  and  effort  has  gone  into  this  most  productive 
area. 

The  chairman  appeared  at  the  New  York  City  Council 
Meeting  on  the  subject  of  whether  the  Addiction  Services 
Agency  of  New  York  City  should  be  taken  into  the  De- 
partment of  Health  of  New  York  City  and  recommended 
that  it  would  be  more  effective  under  the  Department  of 
Health  aegis. 

Due  to  the  tremendous  reductions  of  financing  for  drug 
treatment  programs  and  the  closing  of  many  methadone 
and  drug  free  program  clinics,  the  committee  will  be  asked 
to  evaluate  the  efficiency  of  these  various  programs  and  a 
report  will  be  rendered  later. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  Chairman 
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ENVIRONMENTAL  QUALITY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Environmental 


Quality  are  as  follows: 

Stanley  1.  Fishman,  M.D.,  Chairman  Kings 

William  H.  Becker,  M.D Kings 

Thaddeus  J.  Murawski,  M.D Albany 

Meredith  H.  Thompson,  M.D.,  Advisor Albany 


This  committee  continues  to  attempt  to  maintain  a 
reasoned  balance  between  concern  for  matters  affecting 
our  environmental  health  and  concern  for  the  practical 
economic  realities  facing  us,  since  the  latter  ultimately 
affect  our  overall  environmental  quality  as  well  as  the 
former. 

Nuclear  energy  plants  are  conceded  to  be  a practical 
approach  to  one  major  problem,  and  enough  hue  and  cry 
has  been  raised  by  many  lay  groups  to  indicate  that  ade- 
quate safeguards  against  possible  accidents  and  lowlevel 
emissions  will  be  legislated  by  responsible  public  offi- 
cials. 

On  the  other  hand,  the  committee  continues  to  regard 
as  inadequate  the  degree  of  protection  of  such  plants 
against  purposeful  sabotage  or  nuclear  theft.  Requiring 
only  the  ability  to  repel  or  delay  a force  of  up  to  12  men 
armed  only  with  handguns  seems  clearly  insufficient.  An 
inquiry  to  appropriate  governmental  officials  in  this  regard 
from  the  President  and  Council  of  MSSNY  may  serve  to 
stimulate  a “healthier”  attitude. 

Continued  opposition  to  the  landing  of  the  SST  in  its 
present  form  in  New  York  State  is  indicated.  The  noise 
level  produced  and  the  consequent  vibration  of  households 
along  the  flight  path  are  considered  a significant  hazard  to 
the  physical  and  mental  health  of  our  citizens.  Moreover, 
economic  factors  (such  as  are  considered  with  nuclear 
plants)  do  not  play  a part  in  this  inefficient  aircraft  which 
carries  a small  passenger  load  at  expensive  rates,  and  the 
present  controversy  is  apparently  due  solely  to  injured 
national  pride. 

By  contrast,  the  State  Council  on  Economy  has  recom- 
mended an  end  to  the  ban  against  drilling  for  natural  gas 
in  Lake  Erie.  The  State’s  Public  Service  Commission  has 
refused  to  connect  any  new  industrial  customers  for  gas  for 
several  years,  with  resultant  loss  of  possible  jobs  in  this 
State,  while  Canada  has  been  taking  gas  from  its  side  of  the 
lake  for  many  years  without  apparent  harmful  effects.  A 
cautious  endorsement  by  MSSNY  for  the  end  of  this  ban 
is  therefore  recommended. 

Respectfully  submitted, 

Stanley  I.  Fishman,  M.D.,  Chairman 

MENTAL  HEALTH  (Annual) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Mental  Health  are 


as  follows: 

Allison  B.  Landolt,  M.D.,  Chairman  . . . .Westchester 

Carole  Barry,  M.D Monroe 

Gurston  Goldin,  M.D New  York 

Edith  Jurka,  M.D New  York 

John  Lambert,  M.D Westchester 

Laurence  Loeb,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 

Donald  Schultz,  M.D Ulster 


Your  committee  continues  its  close  liaison  with  other 
mental  health  organizations. 

Our  only  formal  meeting  took  place  on  October  2, 1975, 
but  several  of  the  committee’s  members  participated  in  a 
number  of  conjoint  sessions  of  the  Committee  for  Disabled 
Physicians  with  fruitful  results. 

Several  areas  of  concern  have  been  brought  to  our  com- 
mittee’s attention  for  consideration. 

The  Malpractice  Law.  The  Statute  of  Limitations  as 
it  now  applies  to  incompetence  and  insanity  permits  a ten 
y&»r  period  for  the  initiation  of  a suit  (as  with  infants  and 
minors)  if  the  person  is  incompetent  at  the  time  of  the  in- 
cident. Should  this  he  changed  to  a shorter  time  limit 
particularly  if  the  incompetency  is  terminated?  There 
would  appear  to  be  a need  for  clarification  of  present  leg- 
islation  regarding  this  important  potentiality  for  adverse 
consequences  for  psychiatrists. 

Privileged  Communication.  Our  committee  has 
continued  to  work  for  the  passage  of  the  Landes-Burrows 
bill  A. 9675  pertaining  to  privileged  communication  be- 
tween a psychiatrist  and  the  patient.  There  is  a new 
wrinkle  to  this  bill  as  compared  to  last  years’  Pisani-Bur- 
rows  bill  in  that  this  legislation  would  forbid  disclosure  of 
information  rather  than  protect  against  testimony  being 
required. 

Coverage  of  Mental  Disorders  by  Insurance  Pro- 
grams. We  also  continue  to  encourage  any  legislation 
which  will  require  adequate  and  equal  coverage  of  mental 
disorder  by  insurance  programs  whether  governmental  or 
through  the  private  sector.  In  New  York  State  the  Wertz 
bill  A.  41(1975)  the  Pisani  bill  S.  21(1975)  and  the  Sullivan 
bill  A.  1582(1975)  would  implement  this  concept.  On  the 
National  level,  the  AMA  and  APA  are  working  to  include 
such  coverage  in  any  National  Health  Insurance  pro- 
gram. 

Amendment  of  Section  11.13,  Mental  Health  Law. 

At  the  request  of  our  committee,  the  Council  of  MSSNY 
approved  and  supported  a recommendation  to  amend 
Section  11.13  of  the  Mental  Hygiene  Law  to  require  ap- 
proval by  Community  Mental  Health  Boards  of  hospital 
construction  to  include  psychiatric  services  if  needed 
within  the  Boards’ jurisdiction. 

Acknowledgments.  As  your  committee  chairman,  my 
gratitude  to  my  colleagues  for  their  selfless  dedication  of 
their  time  and  ideas,  is  unstinting.  We  wish  to  thank 
George  J.  Lawrence,  Jr.,  M.D.,  Director  of  the  Division  of 
Scientific  Activities,  for  his  invaluable  assistance  and  wise 
counsel.  As  always,  we  are  deeply  grateful  to  Miss  Dorothy 
Smith  for  her  devotion  in  helping  us  function  effective- 
ly- 

Respectfully  submitted 

Allison  B.  Landolt,  M.D.,  Chairman 

MENTAL  HEALTH  ( SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Mental  Health  met  on  October  12, 
1976  to  discuss  several  important  topics. 

( 1 ) Privilege  and  Confidentiality. 

a.  When  third  party  payors  such  as  the  Blues,  com- 
mercial insurors  or  government  reimbursement  agencies, 
(Medicare,  Medicaid,  CHAMPUS,  etc.)  request  informa- 
tion, the  problem  confronting  the  psychiatrist  and  his 
patient  is  one  of  protecting  the  confidentiality  of  such  data 
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from  improper  distribution  and  misuse.  Recent  require- 
ments of  the  CHAMPUS  program  demand  detailed  doc- 
umentation of  diagnosis  and  symptomatology  which  es- 
sentially destroys  any  confidentiality.  Efforts  to  avoid 
specification  by  the  psychiatrist  leads  to  payment  denial 
which  works  to  the  patient’s  detriment.  Thus  the  entire 
matter  appears  to  require  careful  analysis  by  various 
committees  of  our  medical  society,  particularly  the  Medical 
Care  Insurance  Committee  and  the  Data  Processing 
Committee.  One  possible  solution  might  be  guaranteed 
deletion  of  the  patient’s  name  and  identifying  number  once 
reimbursement  was  completed. 

b.  Psychiatrist-patient  privilege  was  again  discussed 
and  the  committee  felt  that  continued  support  of  such 
legislation  as  the  Landes-Burrows  bill  9675A  was  valid  and 
should  be  encouraged. 

c.  The  Mental  Hygiene  Law  and  the  right  to  treatment 
and  the  right  to  refuse  treatment  was  evaluated  as  it  per- 
tained to  therapy  in  hospital  of  adolescent  minors.  There 
is  some  confusion  in  the  present  law  as  to  the  rights  of 
parents  and  the  role  of  a hospital  to  act  in  loco  parentis. 

A second  subject  which  has  enormous  ramifications  is 
the  problem  of  hospital  treatment  vs.  local  community 
mental  health  service  centers.  Many  experts  in  the  field 
feel  that  there  has  been  a downgrading  of  the  value  of  the 
“asylum  quality”  of  psychiatric  centers  and  a dispropor- 
tionate encouragement  of  community-oriented  outpatient 
units  permitting  patients  who  are  unable  to  properly  care 
for  themselves  to  wander  aimlessly  about  population 
centers  with  less  than  adequate  supervision  and  protection. 
The  ‘Long  Beach  Syndrojne’  may  be  re-enacted  in  other 
communities  to  the  distress  of  the  citizenry  and  the  harm 
of  the  emotionally  disordered.  Obviously,  much  careful 
documentation,  evaluation  and  recommendations  must  be 
made  by  numerous  involved  agencies  before  this  matter 
will  be  clarified.  Importantly,  let  us  not  forget  the  patient 
in  our  desire  to  achieve  a balance.  The  committee  felt  that 
a resolution  to  this  effect  be  presented  to  the  House  of 
Delegates. 

The  following  two  resolutions  will  be  introduced  at  the 
November,  1976  House  of  Delegates: 

Subject:  Hospital  Treatment  of  the  Emotionally  111  vs. 
Outpatient  Local  Community  Mental  Health 
Center  Treatment;  Enactment  of  a Public  Health 
Law  Authorizing  an  Individual  to  Execute  a 
Document  Directing  Discontinuance  of  Main- 
tenance Medical  Treatment  in  the  Event  of 
Terminal  Illness 

Respectfully  submitted, 

Allison  B.  Landolt,  M.D.,  Chairman 

PHYSICAL  MEDICINE  AND 
REHABILITA  TION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Members  of  the  Committee  on  Physical  Medicine  and 


Rehabilitation  are  as  follows: 

Edward  J.  Lorenze,  III,  M.D.,  Chairman  . . . .Suffolk 

William  H.  Georgi,  M.D Erie 

Milton  Lowenthal,  M.D Bronx 

Edward  W.  Lowman,  M.D New  York 

Leo  Rothman,  M.D Kings 

Asa  P.  Ruskin,  M.D Kings 

Samuel  S.  Sverdlik,  M.D New  York 

Frederick  A.  Groff,  Jr,  M.D.,  Advisor Albany 


The  full  committee  met  on  March  21, 1975,  and  January 
30,  1976,  and  had  subsequent  telephone  communications 
during  the  course  of  the  year.  The  following  items  were 
covered: 

1 . In  response  to  our  concerns  that  various  changes  in 
the  Hospital  and  Nursing  Home  Code  referrable  to  reha- 
bilitation medicine  were  made  without  prior  consultation 
with  the  Committee  on  Physical  Medicine  and  Rehabili- 
tation of  the  Medical  Society  of  the  State  of  New  York,  the 
New  York  State  Department  of  Health  has  established  an 
Ad  Hoc  Advisory  Committee  on  Physical  Medicine  and 
Rehabilitation  to  advise  the  Office  of  Rehabilitation 
Therapies.  The  group  has  been  appointed  and  includes 
representatives  from  physiatry,  orthopedic  surgery,  general 
practice,  otorhinolaryngology,  speech  pathology,  audiology, 
physical  therapy  and  occupational  therapy.  The  chairman 
of  the  committee  has  been  appointed  and  presumably  there 
will  be  communication  between  the  Department  of  Health 
and  the  Medical  Society  in  regard  to  these  matters. 

2.  Dr.  Frederick  A.  Groff,  Jr.,  from  the  New  York  State 
Department  of  Health,  has  attended  the  meetings  of  the 
Committee  and  we  hope  that  he  will  serve  as  a real  line  of 
communication  with  the  department,  even  though  his  area 
of  responsibility  is  specifically  children’s  rehabilitation 
programs  and  does  not  have  direct  connection  with  the 
Office  of  Rehabilitation  Therapies  or  other  parts  of  the 
Department  of  Health  which  are  relevant  to  our  concerns. 
The  committee  considered  the  possible  reorganization  of 
these  areas  of  the  Department  of  Health  so  that  rehabili- 
tation concerns  are  integrated  rather  than  disseminated 
throughout  the  department.  It  appears  that  there  is  no 
major  focus  on  rehabilitation  and  that  it  is  handled  in  a 
piecemeal  manner  under  other  categories  such  as  Reha- 
bilitation, et  cetera.  It  is  hoped  that  Dr.  Groff  will  facili- 
tate communications. 

3.  On  December  18,  1975,  the  Council  approved  the 
recommendation  regarding  the  creation  of  a category. 
“Chronic  Disease  Hospital.”  This  resolution  was  appar- 
ently approved  by  the  House  of  Delegates,  but  the  State 
Legislation  Committee  found  that  more  information  was 
necessary  before  any  action  could  be  taken.  The  resolution 
was  referred  to  Dr.  Fineberg  and  administration  for  study, 
clarification,  and  implementation.  It,  in  turn,  was  referred 
to  our  committee.  I reported  to  the  committee  that  this 
matter  had  been  discussed  extensively  by  the  Committee 
on  Aging  and  Nursing  Homes  and  that  the  general  nature 
of  the  discussion  did  not  appear  to  support  this  concept. 
It  was  particularly  noted  that  the  representative  of  the 
State  Health  Department  felt  that,  since  there  was  no  such 
Federal  category  for  reimbursement  purposes,  there  would 
be  considerable  financial  question  as  to  reimbursement. 
It  would  appear  that  changes  in  the  law  would  be  necessary 
on  the  Federal  level  first  to  commence  such  action.  The 
matter  was  discussed  extensively  by  the  Committee  on 
Physical  Medicine  and  Rehabilitation  and  included  pro- 
ponents of  the  concept.  Our  discussion  included  the 
specific  problems  of  Goldwater  Memorial  Hospital  and 
Bird  S.  Coler  Hospital,  which  are  involved  in  the  designa- 
tion of  skilled  nursing  facilities.  The  general  conclusion 
of  both  committees  indicated  that  the  majority  of  the 
committee  members  did  not  feel  that  there  were  a signifi- 
cant number  of  patients  who  required  permanent  long  term 
hospital  care  in  order  to  set  up  a separate  category.  It  was 
felt  that  consideration  should  be  given  to  keeping  the  small 
number  of  patients  who  required  long  term  care  in  our 
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general  hospitals.  It  is  important  not  to  confuse  acute 
rehabilitation  with  the  questionable  need  for  a long  term 
hospital  category.  The  concept  of  acute  hospital  level  of 
rehabilitation  should  not  be  confused  with  long  term  in- 
stitutional care.  It  was  the  opinion  of  the  majority  that 
patients  who  require  long  term  care  could  be  covered  ad- 
equately in  the  category  of  skilled  nursing  facility  as  long 
as  there  was  adequate  financial  support  to  maintain  an 
appropriate  level  of  care. 

4.  Discussion  was  held  in  regard  to  the  Governor’s 
recommendation  regarding  Medicaid  reductions.  Details 
were  not  available  at  that  time  and  therefore  no  specific 
recommendations  were  made.  Our  concern  is  only  that 
cutbacks  should  not  be  made  in  such  a way  as  to  interfere 
with  the  satisfactory  delivery  of  rehabilitation  medicine 
when  and  where  indicated.  Our  primary  concern  is  to  see 
that  well-supervised,  prescribed  rehabilitation  medicine 
is  provided  where  indicated  and  discontinued  when  no 
longer  needed.  In  this  connection,  we  are  strongly  against 
the  change  in  the  State  Education  Law  which  permits 
physical  therapy  to  be  given  on  the  basis  of  referral  and  not 
on  the  basis  of  prescription.  We  are  considering  steps  to 
be  taken  in  regard  to  correcting  this  change  in  the  law. 

Respectfully  submitted, 

Edward  J.  Lorenze,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public  Health:  The 
following  report  was  presented  by  Leonard  L.  Heimoff, 
M.D.,  Chairman. 

Your  reference  committee  discussed  the  reports  of  the 
above  committees  and  wishes  to  personally  thank  the 
chairmen  of  these  committees  on  the  excellence  of  their 
reports. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report . . . 

CANCER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
Members  of  the  Cancer  Committee  are  as  follows: 


Charles  E.  Rogers,  M.D.,  Chairman Nassau 

Daniel  Burdick,  M.D Onondaga 

Richard  G.  Cooper,  M.D Erie 

Thomas  P.  Hamilton,  Jr.,  M.D Jefferson 

John  W.  Hirshfeld,  M.D Tompkins 

Richard  H.  Lange,  M.D Schenectady 

Daniel  G.  Miller,  M.D New  York 

Arthur  A.  Stein,  M.D Albany 

Herbert  Volk,  M.D Bronx 

Nicholas  G.  Bottiglieri,  M.D.,  Advisor  . . . Connecticut 

Peter  Greenwald,  M.D.,  Advisor Albany 

Gerald  P.  Murphy,  M.D.,  Advisor  Erie 

Guy  F.  Robbins,  M.D.,  Advisor  New  York 

Charles  D.  Sherman,  Jr.,  M.D.,  Advisor  Monroe 


The  Committee  on  Cancer  reduced  its  number  of  formal 
meetings  to  two  during  the  past  year  and  has  continued  to 
carry  on  the  majority  of  its  work  by  telephone  and  by  cor- 
respondence. The  reasons  for  and  the  effectiveness  of  this 
methodology  may  be  of  interest  to  other  committees  of  this 
commission  and,  therefore,  are  herewith  detailed. 

Effecting  economies  was  the  moving  force  which  led  the 
committee  to  test  this  approach  several  years  ago.  The 
rapid  responses  by  the  members  to  correspondence  from 
Jfie  chairman  and  the  use  of  telephone  conferences  to  re- 
solve urgent  matters,  enabled  the  committee  to  accomplish 
its  goals  with  a saving  both  in  money  to  the  Medical  Society 
as  well  as  in  members’  time.  The  latter  is  certainly  of  no 
small  consequence  since  members  and  advisors  are  all  busy 
with  their  own  practices.  This  methodology  is  recom- 
mended to  other  committees  of  the  commission  for  con- 
sideration. 

Under  business  which  has  been  brought  to  this  august 
bodies'  attention  on  prior  occasions,  there  are  a number  of 
items. 

The  Committee  on  Cancer  continues  to  urge  the  Com- 
mission to  support  the  proposed  Cancer  Remedies  Act. 
(Appendix  A,  page  583).  This  act  should  be  brought  to  the 
attention  of  the  Legislative  Committee  and  to  our  law- 
makers in  order  that  the  citizens  of  the  State  of  New  York 
might  receive  proper  protection  from  the  cancer  quack  and, 
indeed,  all  quackery  in  medicine. 

The  feelings  of  the  committee  remain  strong  that  there 
does  not  exist  in  the  present  statutes,  adequate  punitive 
measures  to  deter  the  quack  from  practicing  his  deceit  and 
thereby  causing  unwarranted  deaths,  as  well  as  the  bilking 
of  anxious  patients  and  grief-stricken  relatives  of  untold 
amounts  of  money  with  which  they  frequently  can  ill  afford 
to  part. 

To  those  in  the  Department  of  Health  and  among  the 
legislators  who  feel  adequate  remedies  now  exist,  the 
committee  would  ask  that  they  cite  a single  case  in  the  past 
year,  or  even  five  years,  in  which  a cancer  quack  has  been 
prosecuted,  convicted,  and  punished.  Such  a record  in  a 
State  of  16  million  people  where  carrot  juice,  vegetable 
blender  extracts,  vitamins,  boxes  with  varied  colored  lights, 
and  innumerable  other  devices  and  nostrums  are  offered 
for  sale  as  cures  or  treatment  for  cancer  is,  to  our  mind, 
unthinkable  and  unconscionable. 

A second  bit  of  old  business  is  the  continued  failure  of 
responsible  parties  to  enforce  existing  legislation  in  respect 
to  health  education.  To  the  committee’s  knowledge, 
health  subjects  are  still  being  taught  by  teachers  without 
certification  in  health  education.  The  requirement  for 
appropriate  health  education  subjects  in  the  curriculum 
of  elementary  teachers  and  the  mandate  of  health  courses 
in  all  elementary  curricula  has  not  been  fully  implement- 
ed. 

In  the  interest  of  brevity,  reference  is  made  to  excerpts 
from  last  years  report  to  the  commission  on  ihe  matter  of 
health  education.  (Appendix  B,  page  586).  The  com- 
mittee’s recommendations  and  offers  of  assistance  con- 
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tained  therein  remain  extant.  Attached  as  well  are  ex- 
cerpts of  Chapter  674,  Laws  of  New  York  (Appendix  C, 
page  586)  and  Chapter  II,  Section  135.3,  Commissioner  of 
Education’s  Regulations.  (Appendix  D,  page  587). 

The  committee  noted,  with  pleasure,  the  actions  of  the 
legislature  and  particularly  the  efforts  of  Senator  Tarky 
Lombardi,  in  requiring  home  health  care  reimbursement 
provisions  to  be  included  in  contracts  for  health  insurance 
written  in  New  York  State.  This  requirement,  coupled 
with  mandatory  discharge  planning  and  home  health  care 
planning,  will  be  of  major  assistance  in  expanding  the  home 
care  of  the  cancer  patient. 

In  1975,  the  committee  recommended  that  a rectal  ex- 
amination (unless  medically  contraindicated  or  refused), 
with  the  results  recorded  in  the  chart,  be  included  in  the 
State  Health  Code  as  a requirement  to  be  performed  on  all 
hospitalized  patients.  This  recommendation  is  again 
presented,  plus  the  inclusion  of  a test  for  occult  blood  in 
the  stool.  The  five  year  survival  of  patients  afflicted  with 
colon  and  rectal  cancer  remains  a dismal  43%  even  when 
only  regional  extension  of  disease  is  present.  The  ten  year 
survival  data  of  20%  is  more  grim.  The  disease  commonly 
remains  asymptomatic  until  it  has  already  metastasized. 
Gross  blood  in  the  stool  is  one  of  the  earliest  symptoms  of 
colorectal  cancer  and  the  data  suggest  that  occult  blood 
is  present  for  a considerable  period  of  time  before  anemia 
or  gross  blood  leads  to  further  study.  Occult  blood  testing 
seems  to  be  the  only  presently  available  cost-effective 
method  for  the  early  detection  of  asymptomatic  lower 
bowel  cancer.  The  cost  for  occult  blood  testing  would 
probably  be  less  than  3$  per  day  for  hospitalized  pa- 
tients. 

Governor  Carey,  in  March  of  this  year,  saw  fit  to  appoint 
a Special  Committee  to  advise  and  assist  the  Commissioner 
of  Health  in  carrying  out  an  Executive  order.  This  order 
directed  the  Commissioner  to  “develop  a Statewide  com- 
prehensive plan  for  an  early  detection  system  for  breast 
cancer.”  The  Governor  honored  the  Committee  on  Cancer 
by  appointing  its  chairman  to  the  Special  Committee. 

Among  the  early  conclusions  reached  by  the  delibera- 
tions of  the  Special  Committee,  was  the  concept  that 
maximum  advantage  should  be  taken  of  the  presently 
available  methods  for  the  early  detection  of  breast  cancer. 
A resolution  was  drafted  with  the  intent  of  implementing 
this  concept.  (Appendix  E,  page  587).  It  was  unani- 
mously approved  by  the  membership  of  the  Committee  on 
Cancer  of  the  Medical  Society  of  the  State  of  New  York  and 
enthusiastically  supported  by  the  Governor’s  Special 
Committee.  It  is  earnestly  hoped  that  this  commission, 
in  its  wisdom,  will  strongly  support  the  resolveds  embodied 
in  the  document  and  that  the  resolution  will  find  favour 
with  the  Council  of  the  Medical  Society  of  the  State  of  New 
York.  With  apologies  for  its  presumptuousness,  the 
committee  urges  that  the  Commissioner  of  Health  proceed 


to  make  such  changes  as  are  needed  in  the  State  Health 
Code  to  implement  the  first  resolved  and  that  theMedical 
Society  of  the  State  of  New  York  press  forward,  in  all  haste, 
to  carry  out  the  last  three  resolveds. 

The  Committee  on  Cancer,  in  concert,  recommended  to 
the  Medical  Society  of  the  State  of  New  York  that  the 
Society  oppose  the  passage  of  S.7317  and  A. 9292  com- 
panion bills  relating  to  the  establishment  of  regional  breast 
cancer  detection  programs.  The  Governor  vetoed  similar 
legislation  enacted  last  year  and  in  his  reluctant  veto 
message,  the  tone  and  remarks  were  such  as  to  suggest  that 
perhaps  the  legislation  was  premature  and  that  the  matters 
required  further  study  and  planning.  To  accomplish  this 
end,  he  apointed  the  Special  Advisory  Committee  on 
Breast  Cancer.  It  thus  seemed  appropriate  to  permit  the 
Special  Committee  the  opportunity  to  carry  out  its  charge 
and  to  present  the  results  of  its  studies  to  the  Governor,  to 
the  Commissioner  of  Health  and  to  the  Legislature  prior 
to  the  enactment  of  legislation  almost  identical  to  the  1975 
proposal. 

The  Committee  on  Cancer  wishes  to  make  it  abundantly 
clear  that  it,  in  no  way,  is  suggesting  that  the  principal  of 
early  detection  is  not  of  the  highest  order  and  priority.  It 
is  suggesting  that  before  a mandate  is  issued,  that  the 
consequences  of  the  mandate,  medical  and  fiscal,  be 
thoroughly  studied  and  considered. 

The  matter  of  cost-effective  screening  for  cancer  con- 
tinues to  be  a matter  of  concern  to  the  committee  and  of 
even  greater  concern,  is  the  motivation  of  the  individual 
to  avail  themselves  of  screening  methods.  The  National 
Cancer  Institute  recently  published  data  indicating  that 
2.6  billion  dollars  will  be  spent  in  the  United  States  for 
hospitalization  costs  of  cancer  patients  diagnosed  in  1976 
over  the  period  of  the  next  two  years.  It  is  similarly  esti- 
mated that  this  figure  could  be  reduced  to  one  half  or 
one  third  if  cancer  could  be  treated  in  a curable  stage. 
Certain  projects,  such  as  the  National  Lung  Project,  are 
being  watched  by  the  committee. 

Two  projects  of  the  Department  of  Health  Cancer 
Control  Bureau  were  reviewed  by  the  committee  and 
commended  to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  for  its  approval.  One  concerned  a study 
of  ovarian  cancer  and  the  other  concerned  nervous  system 
tumors  in  children.  The  Council  approved  the  recom- 
mendation of  the  committee. 

In  closing,  the  committee  expresses  its  gratitude  to 
Dorothy  Smith  and  Dr.  George  J.  Lawrence,  Jr,  for  their 
assistance  and  guidance.  Dr.  Peter  Greenwald  and  the 
Bureau  of  Cancer  Control  of  the  Department  of  Health 
have  also  been  a continuing  source  of  help  to  the  Com- 
mittee on  Cancer. 

Respectfully  submitted, 

Charles  E.  Rogers,  M.D.,  Chairman 
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APPENDIX  “A" 

AMERICAN  CANCER  SOCIETY,  INC. 

219  East  42nd  Street 
New  York,  New  York  10017 
MEDICAL  AFFAIRS  DEPARTMENT 
(STATE)  CANCER  REMEDY  ACT 

I.  The  Need  for  Regulation  The  diagnosis,  care,  treatment, 
and  cure  of  persons  suffering  from  cancer  is  affected  with  a public 
interest.  Vital  statistics  indicate  that  cancer  is  the  second  most 
common  cause  of  death  in  the  United  States.  It  is  established  that 
accurate  and  early  diagnosis  of  many  forms  of  cancer,  followed  by 
prompt  application  of  methods  of  treatment  which  are  generally 
accepted  and  recognized  by  the  medical  profession,  either  mate- 
rially reduces  the  likelihood  of  death  from  cancer  or  materially 
prolongs  the  useful  life  of  individuals  suffering  therefrom. 

Members  of  the  public  lack  the  experience  and  the  medical  and 
scientific  knowledge  to  determine  which  of  the  various  cancer 
drugs  and  cancer  devices  offered  or  propounded  in  this  State  are 
safe  and  effective.  Various  persons  and  associations  in  this  State 
have  represented  and  continue  to  represent  themselves  as  pos- 
sessing efficacious  and  safe  cancer  drugs  and  cancer  devices  which, 
however,  are  neither  efficacious  nor  safe,  and  members  of  the 
public,  relying  on  such  representations,  needlessly  die  of  cancer, 
and  substantial  amounts  of  the  public’s  savings  are  needlessly 
expended. 

It  is.  therefore,  in  the  public  interest  that  every  cancer  drug  or 
cancer  device  offered  in  this  State  be  tested  and  approved  for  its 
safety  and  efficacy  for  its  intended  use  prior  to  its  being  so  of- 
fered. 

II.  Definitions.  For  the  purposes  of  this  Chapter,  the  following 
terms  shall  have  the  following  meanings  unless  the  context  of  the 
Chapter  indicates  otherwise: 

(1)  “Cancer"  means  all  malignant  neoplasms  regardless 
of  the  tissue  of  origin,  including  malignant  lymphoma  and 
leukemia. 

(2)  “ Person ” means  an  individual,  partnership,  corpora- 
tion, association  or  group  of  individuals,  however  organized  or 
constituted. 

(3)  “ Sponsor " means  anyone  introducing,  selling,  distrib- 
uting or  using  or  causing  to  be  introduced,  sold,  or  distributed, 
or  used  in  this  State  any  cancer  drug  or  cancer  device. 

(4)  “Cancer  drug"  means  (i)  any  article  used  or  intended 
for  use  in  the  diagnosis,  cure,  mitigation,  treatment  or  preven- 
tion of  cancer  in  man;  and  (ii)  any  article  used  or  intended  for 
use  as  a component  of  or  in  connection  with  any  of  the  articles 
specified  in  clause  (i). 

(5)  “ Cancer  device ” means  any  instrument,  apparatus,  or 
contrivance,  including  its  components,  parts  or  accessories, 
used  or  intended  for  use  in  the  diagnosis,  cure,  mitigation, 
treatment,  or  prevention  of  cancer  in  man,  notwithstanding 
any  other  use. 

(6)  "Substantial  evidence ” means  evidence  consisting  of 
adequate  and  well  controlled  investigations,  including  clinical 
investigations  by  experts  qualified  by  scientific  training  and 
experience  to  evaluate  effectiveness  of  the  cancer  drug  or  can- 
cer device  involved,  on  the  basis  of  which  it  could  fairly  and 
responsibly  be  concluded  by  such  experts  that  such  cancer 
drug  or  cancer  device  will  have  the  effect  it  purports  or  is  rep- 
resented to  have. 

(7)  “Applicable  Federal  legislation  or  regulation ” means 
(i)  the  Federal  Food,  Drug,  and  Cosmetic  Act  approved  June 
25, 1938  (52  Stat.  1040  et  seq.,  as  amended,  21  U.S.C.  301-392) 
and  (ii)  the  Public  Health  Service  Act,  approved  Aug.  14, 1912 
(37  Stat.  309  et  seq.,  as  amended;  42  U.S.C.  201-298)  and  any 
amendments  to  such  Acts,  and  (iii)  the  regulations  issued  pur- 
suant to  such  Acts. 

(8)  “Care  or  treatment  of  cancer ” means  the  alleviation, 
prevention,  diagnosis,  mitigation,  treatment,  or  cure  of  can- 
cer, or  rehabilitation  of  persons  so  affected. 

III.  Cancer  Bureau  and  Cancer  Advisory  Council — 
Composition. 


(1)  There  shall  be  a Cancer  Bureau  created  within  the  De- 
partment of  Health  to  administer  the  provisions  of  this  Chapter. 
The  Bureau  shall  be  headed  by  a Director  who  shall  be  appointed 
by  the  (Governor  or  Title  of  Head  of  Dept,  of  Health)  for  a term 
of  years.  The  Bureau  may  employ  such  additional  staff  and 
personnel  as  may  from  time  to  time  be  determined  by  the  Direc- 
tor. 

(2)  The  Cancer  Advisory  Council  shall  be  composed  of  ( ) 

persons  residing  in  this  State,  each  of  whom  shall  be  qualified  by 
scientific  training  and  experience  in  the  care  and  treatment  of 
r^-icer  or  in  cancer  research.  The  Commissioner  of  Health  shall 
be^n  ex  officio  member. 

The  members  of  the  Council  shall  be  appointed  by  the  Governor 
to  serve  for  terms  of  (4)  years,  except  that  they  shall  initially  be 
appointed  in  such  fashion  that  the  terms  of  one  quarter  of  the 
members  shall  expire  annually.  The  Chairman  of  the  Council 
shall  be  appointed  by  the  Governor  from  among  its  members  in 

of  each  year  to  serve  for  the  ensuing  year  and  thereafter  until 
the  appointment  of  his  successor. 

/V.  Responsibilities  and  Powers  of  the  Director  of  the 
Cancer  Bureau 

( 1 ) The  Cancer  Bureau  shall  be  a division  of  the  Department 
of  Health,  and  the  Director  of  The  Cancer  Bureau  shall  be  im- 
mediately responsible  to  the  (title  of  the  head  of  the  Department 
of  Health)  for  carrying  out  the  provisions  of  this  chapter  relating 

to: 

(a)  The  staffing  and  operation  of  the  Bureau. 

(b)  The  investigation  of  the  manufacture,  processing, 
packing,  promotion,  distribution,  and  use  of  articles  subject  to 
this  Act  and  the  safety  and  efficacy  of  any  cancer  drug  or  can- 
cer device. 

(c)  The  publication  of  the  results  of  all  investigations  car- 
ried out  by  the  Bureau. 

(2)  The  Director  shall  be  empowered: 

(a)  To  approve  for  use  within  this  State  those  cancer 
drugs  or  cancer  devices  which  have  been  tested  for  safety  and 
efficacy  in  the  care  or  treatment  of  cancer  and  which  the  Di- 
rector has  found  to  be  safe  and  effective  for  their  intended 
uses. 

(b)  To  deny  approval  to  and  to  suspend  or  revoke  his  prior 
approval  of  any  cancer  drug  or  cancer  device  on  a finding  that 
the  article  is  not  shown  to  be  safe  for  its  intended  use  or  that 
there  is  a lack  of  substantial  evidence  to  show  that  the  article 
will  have  the  effect  that  it  is  represented  or  purports  to  have. 

(c)  To  report  to  the  appropriate  enforcement  authority 
the  use  within  this  State  of  any  cancer  drug  or  cancer  device 
which  is  either  not  approved  or  for  which  approval  has  been 
suspended  or  revoked. 

(d)  To  publish  the  results  of  the  Bureau’s  investigations 
of  any  cancer  drug  or  cancer  device. 

(e)  To  seize  any  cancer  drug  or  cancer  device  the  use  or  in- 
tended use  of  which  is  not  in  accordance  with  the  approval  by 
the  United  States  Secretary  of  Health,  Education,  and  Wel- 
fare under  applicable  Federal  legislation  and  regulations  or 
with  an  approval  under  this  Act  and  regulations. 

(f)  To  hold  hearings  in  respect  of  matters  involving  com- 
pliance with  the  provisions  of  this  Chapter  and  to  issue  sub- 
poenas requiring  the  attendance  of  witnesses  and  the  produc- 
tion of  records  and  documents  thereat. 

(g)  To  conduct  and  secure  investigations  appropriate  to 
the  administration  of  this  Act.  To  promulgate  such  regula- 
tions as  are  reasonably  necessary  to  the  effectuation  of  the 
provisions  of  this  Chapter. 

V’.  Approval  Required  of  Any  Cancer  Drug  or  Cancer 
Device 

(1)  The  provisions  of  this  Chapter  requiring  approval  by  the 
Bureau  shall  not  apply  to  any  cancer  drug  or  cancer  device,  the  use 
of  which  has  been  approved  for  the  care  or  treatment  of  cancer 
patients  by  the  United  States  Secretary  of  Health,  Education,  and 
Welfare  under  applicable  Federal  legislation  or  regulation. 

(2)  No  person  shall  introduce,  deliver  for  introduction,  sell, 
manufacture,  distribute  or  use  in  this  State  any  cancer  device 
unless  there  is  in  effect  an  approval  of  an  application  pertaining 
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to  the  use  of  such  cancer  drug  or  cancer  device  by  the  United  States 
Department  of  Health,  Education,  and  Welfare  underapplicable 
Federal  legislation  or  unless  there  is  an  approval  of  the  use  thereof 
by  the  Cancer  Bureau,  or  unless  exempted  by  the  other  of  the 
Director  as  provided  for  in  paragraphs  10  and  11  hereof. 

(3)  Application  for  Approval — An  application  for  approval 
under  paragraph  (2)  above  by  the  Cancer  Bureau  shall  include: 

(a)  Full  reports  of  investigations  which  have  been  made  to 
establish  that  such  cancer  drug  or  cancer  device  is  safe  and  ef- 
fective for  use  in  the  care  or  treatment  of  cancer; 

(b)  a list  of  ail  articles  used  as  components  of  such  cancer 
drug  or  cancer  device; 

(c)  a full  statement  of  the  composition  of  such  cancer  drug 
or  cancer  device; 

(d)  a full  description  of  the  construction  and  operation  of 
such  cancer  device; 

(e)  a full  description  of  the  methods  used  in  and  the  facili- 
ties and  controls  used  for  the  manufacture,  processing  and 
packaging  of  such  cancer  drug  or  cancer  device; 

(f)  such  samples  of  such  cancer  drug  or  cancer  device  and 
of  the  articles  used  as  components  thereof  as  the  Director  may 
require; 

(g)  specimens  of  the  labeling  proposed  to  be  used  for  such 
cancer  drug  or  cancer  device; 

(h)  a copy  of  all  advertisements,  written  articles,  books, 
brochures  or  other  material  which  the  applicant  proposes  to 
use  in  this  State  in  connection  with  such  cancer  drug  or  cancer 
device;  and 

(i)  such  other  information  as  the  Director  by  regulation 
may  require. 

(4)  Action  on  Application  for  Approval — Within  180  days 
after  the  filing  of  an  application,  or  such  additional  period  as  may 
be  agreed  upon  by  the  Bureau  and  the  applicant,  the  Director  shall 
either: 

(a)  approve  the  application  if  he  finds  that  none  of  the 
grounds  for  denying  appfoval  in  subsections  (a)  through  (i)  of 
paragraph  (5)  herein-below  applies,  or 

(b)  give  the  applicant  written  notice  of  its  right  to  a hear- 
ing before  the  Bureau  on  whether  the  application  is  approva- 
ble.  On  the  applicant  filing  with  the  Bureau  written  request 
for  a hearing  within  30  days  after  receipt  of  the  aforesaid  no- 
tice, then,  on  not  less  than  14  days  notice  given  to  the  appli- 
cant, a hearing  shall  be  held  not  more  than  90  days  after  the 
date  of  applicant’s  request  for  such  hearing,  or  at  such  other 
time  as  the  Bureau  and  the  applicant  may  agree. 

(5)  Orders  Disapproving  Application  for  Approval — The 
Bureau’s  order  disapproving  an  application  shall  be  based  upon 
one  or  more  of  the  following  findings  which  shall  be  specified  in 
such  order: 

(a)  the  investigations,  reports  of  which  have  been  filed 
with  the  bureau  pursuant  to  subsection  3),  do  not  include  ade- 
quate tests  by  methods  reasonably  applicable  to  show  wheth- 
er or  not  such  cancer  drug  or  cancer  device  is  safe  for  use 
under  the  conditions  prescribed,  recommended,  or  suggested; 
or 

(b)  the  results  of  tests  submitted  bv  the  applicant  or  clini- 
cal experience  or  tests  conducted  by  the  Bureau  show  that 
such  cancer  drug  or  cancer  device  is  unsafe  or  do  not  show  that 
such  cancer  drug  or  cancer  device  is  safe  under  the  conditions 
prescribed,  recommended  or  suggested; 

(c)  there  is  a lack  of  substantial  evidence  that  such  cancer 
drug  or  cancer  device  will  have  the  effect  that  it  purports  or  is 
represented  to  have;  or 

(d)  the  methods  used  in,  and  the  facilities  and  controls 
used  for,  the  manufacturing,  processing,  packing,  or  delivery 
of  such  cancer  drug  or  cancer  device  are  inadequate  to  assure 
its  identity,  strength,  quality,  or  purity;  or 

(e)  the  application  for  approval  contains  any  untrue 
statement  of  material  fact;  or 

(f)  the  advertising,  written  articles,  books,  brochures,  la- 
beling or  other  material  used  in  connection  with  the  use  or 
sale  of  offering  for  use  or  sale  of  such  cancer  drug  or  such  can- 
cer device  is  false  or  misleading  in  any  particular,  and  the 
sponsor  of  such  cancer  drug  or  cancer  device,  after  due  notice 


from  the  Bureau  to  desist  from  the  making  or  circulation  of 
such  statement,  has  refused  to  do  so;  or 

(g)  the  failure  of  the  applicant  to  establish  and  maintain 
adequate  records  and  prepare  periodic  reports  as  may  be  re- 
quired by  regulation  with  respect  to  the  manufacture,  pro- 
cessing, packing,  or  use  of  such  cancer  drug  or  cancer  device  as 
the  Director  may  prescribe  by  regulation  or  the  refusal  by  the 
applicant  to  permit  inspection  of  such  records  and  reports;  or 

(h)  the  refusal  by  the  applicant  to  permit  officers  or 
employees  of  the  Cancer  Bureau  duly  designated  by  the  Di- 
rector, upon  presenting  appropriate  credentials  to  the  appli- 
cant, to  enter,  at  reasonable  times,  any  factory,  warehouse  or 
establishment  located  within  this  State  and  in  which  such 
cancer  drug  or  cancer  device  is  manufactured,  processed, 
packed  or  held  for  use  in  this  State  or  to  enter  any  vehicle  lo- 
cated in  this  State  being  used  to  transport  or  hold  such  cancer 
drug  or  cancer  device  for  use  within  this  State,  and  to  inspect 
such  factory,  warehouse,  establishment  or  vehicle  and  all  per- 
tinent equipment,  finished  and  unfinished  materials  and  con- 
tainers therein  within  reasonable  limits  and  in  a reasonable 
manner;  or 

(i)  the  refusal  by  the  applicant  to  permit  officers  or 
employees  of  the  Cancer  Bureau  duly  designated  by  the  Di- 
rector, upon  presenting  appropriate  credentials  to  the  appli- 
cant, to  examine  his  records  to  ascertain  the  identity  of  per- 
sons by  whom  or  upon  whom  such  cancer  drug  or  cancer  de- 
vice was  used  for  investigational  purposes  and  to  question  and 
examine  such  persons  in  a reasonable  manner  for  the  purpose 
of  determining  whether  such  cancer  drug  or  cancer  device  is 
safe  and  efficacious. 

(6)  Withdrawal  of  Prior  Orders  of  Approval — The  Director 
may  withdraw  the  Bureau’s  approval  of  any  previous  application 
with  respect  to  any  cancer  drug  or  cancer  device  following  the 
giving  of  due  notice  and  opportunity  for  hearing,  as  provided  in 
paragraph  4(b)  above,  to  its  sponsor.  Such  order  of  withdrawal 
of  a prior  approval  shall  be  based  upon  one  or  more  of  the  following 
findings  which  shall  be  specified  in  such  order: 

(a)  clinical  or  other  experience,  tests  or  scientific  data 
show  such  cancer  drug  or  cancer  device  is  not  shown  to  be  safe; 
or 

(b)  new  evidence  of  clinical  experience,  not  contained  in 
the  original  application  or  not  available  to  the  Director  until 
after  such  application  was  approved,  or  tests  by  new  methods, 
or  tests  by  methods  not  deemed  reasonably  applicable  when 
such  application  was  originally  approved  show  that  such  can- 
cer drug  or  cancer  device  is  not  shown  to  be  safe  for  use  under 
the  conditions  of  use  upon  the  basis  of  which  the  application 
was  approved;  or 

(c)  on  the  basis  of  new  information  before  the  Bureau 
with  respect  to  such  cancer  drug  or  cancer  device,  there  is  a 
lack  of  substantial  evidence  that  it  will  have  the  effect  it  is 
purported  or  represented  to  have;  or 

(d)  on  the  basis  of  new  information  before  the  Bureau 
with  respect  to  such  cancer  drug  or  cancer  device,  the  methods 
used  in,  or  the  facilities  and  controls  used  for  the  manufac- 
ture, processing,  packing  or  delivery  of  such  cancer  drug  or 
cancer  device  are  inadequate  to  assure  its  identity,  strength, 
quality,  or  purity;  or 

(e)  the  application  upon  which  approval  was  originally 
granted  contained  any  untrue  statement  of  material  fact;  or 

(f)  the  advertising,  written  articles,  books,  brochures,  la- 
beling or  other  material  used  in  connection  with  the  use  or 
sale  or  offering  for  use  or  sale  of  such  cancer  drug  or  cancer  de- 
vice is  false  or  misleading  in  any  particular,  and  the  sponsor  of 
such  cancer  drug  or  cancer  device,  after  due  notice  from  the 
Bureau  to  desist  from  the  further  making  or  circulation  of 
such  statement,  has  failed  to  do  so;  or 

(g)  the  failure  of  the  sponsor  to  establish  and  adequately 
maintain  records  and  prepare  periodic  reports  as  the  Director 
may  prescribe  by  regulation  and  the  refusal  of  the  sponsor  to 
permit  inspection  of  such  records  and  reports;  or 

(h)  refusal  to  permit  officers  or  employees  of  the  Cancer 
Bureau  duly  designated  hy  the  Director,  upon  presenting  ap- 
propriate credentials  to  the  sponsor,  to  enter,  at  reasonable 
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times,  any  factory,  warehouse  or  establishment  located  within 
this  State  and  in  which  such  cancer  drug  or  cancer  device  is 
manufactured,  processed,  packed  or  held  for  use  in  this  State 
or  to  enter  any  vehicle  located  in  this  State  being  used  to 
transport  or  hold  such  cancer  drug  or  cancer  device  for  use  in 
this  State,  and  to  inspect  such  factoryt  warehouse,  establish- 
ment or  vehicle  and  all  pertinent  equipment,  finished  and  un- 
finished materials  and  containers  therein  within  reasonable 
limits  and  in  a reasonable  manner;  or 

(i)  refusal  to  permit  officers  or  employees  of  the  Cancer 
Bureau  duly  designated  by  the  Director,  upon  presenting  ap- 
propriate credentials  to  the  sponsor,  to  examine  his  records  to 
ascertain  the  identity  of  the  persons  by  whom  or  upon  whom 
such  cancer  drug  or  cancer  device  was  used  for  investigational 
purposes  and  to  examine  or  question  such  persons  in  a reason- 
able manner  for  the  purpose  of  determining  whether  such 
cancer  drug  or  cancer  device  is  safe  and  efficacious. 

(7)  Council  Certification  of  Bureau  Orders — No  order  of 
disapproval  or  revocation  under  paragraphs  (5)  or  (6)  hereof  shall 
be  made  unless  there  shall  be  incorporated  therein  a certification 
signed  by  not  less  than  a majority  of  the  members  of  the  Cancer 
Advisory  Council  that  prior  to  the  issuance  of  such  order  the  record 
upon  which  it  was  made  was  reviewed  by  the  members  signing  such 
certification  and  that  the  findings  made  by  the  Director,  upon 
which  such  order  was  based,  are  concurred  in  by  them. 

(8)  Service  of  Bureau  Orders  and  Notices — Orders  and  no- 
tices issued  by  the  Bureau  under  paragraphs  (5)  or  (6)  shall  be 
served  by  mailing  by  registered  or  certified  mail  to  the  applicant 
or  sponsor  at  his  last  known  address  or  by  personal  service  on  the 
applicant  or  sponsor. 

(9)  Court  Review  of  Bureau  Orders — An  appeal  may  be  taken 
by  the  applicant  or  sponsor  from  an  order  of  the  Bureau  refusing 
approval  of  an  original  application  or  withdrawing  approval  of  a 
previously  approved  application.  Such  appeal  shall  be  filed  in 
the  (name  of  the  court)  within  (number)  days  of  the  order.  No 
objection  to  the  order  of  the  Bureau  shall  be  considered  on  such 
appeal  unless  the  same  was  previously  urged  before  the  Bureau 
or  unless  there  are  reasonable  grounds  for  the  failure  to  do  so.  The 
finding  of  the  Bureau  as  to  facts,  if  supported  by  substantial  evi- 
dence, shall  be  conclusive.  The  commencement  of  proceedings 
under  this  subsection  shall  not  operate  as  a stay  of  the  Bureau’s 
order,  unless  otherwise  ordered  by  the  court. 

(10)  Exemptions — The  Director  may  exempt  any  drug  or 
device  from  the  provisions  of  Section  V,  Paragraph  (3),  where,  on 
application  made  by  a sponsor  of  such  cancer  drug  or  cancer  de- 
vice, it  shall  be  shown  to  the  reasonable  satisfaction  of  the  Bureau 
that  such  cancer  drug  or  cancer  device  is  to  be  used  solely  for  in- 
vestigational use  to  determine  its  safety  and  effectiveness  in  the 
care  and  treatment  of  cancer  by  or  under  the  direction  of  persons 
qualified  by  scientific  training  and  experience  to  investigate  the 
safety  and  effectiveness  of  such  cancer  drug  or  cancer  device  in  the 
care  or  treatment  of  cancer;  and  that  humans  on  which  the  use 
thereof  is  practiced  are  advised  that  such  use  is  solely  for  investi- 
gational purposes  in  the  care  or  treatment  of  cancer  and  that  no 
representation  is  made  to  such  humans  that  the  safety  or  efficacy 
or  such  cancer  drug  or  cancer  device  in  the  care  or  treatment  of 
cancer  has  been  established. 

(a)  In  connection  with  the  granting  and  continuance  of 
such  exemption,  the  Director  may  by  regulation  require  that 
there  be  filed  with  the  Bureau  such  information  and  reports  as 
to  the  proposed  use  and  continued  use  of  such  cancer  drug  or 
cancer  device  for  investigational  purposes  as  may  be  reason- 
ably necessary  to  satisfy  the  Director  that  the  issuance  of  such 
exemption  and  continuance  thereof  is  justified. 

(b)  If  at  any  time  the  Director  shall  determine  that  a 
sponsor  to  whom  an  exemption  under  paragraph  (10)  above 
has  been  issued  is  not  using  the  cancer  drug  or  cancer  device 
so  exempted  for  investigational  purposes,  the  Director  may, 
on  due  notice,  require  the  sponsor  to  submit  an  application  for 
its  approval  under  Section  V,  Paragraph  (3)  hereof,  failing 
which  the  Director  shall  issue  an  order  withdrawing  its  previ- 
ous exemption  thereof  for  investigational  use  by  such  spon- 
sor. 

(11)  On  application  made  by  the  sponsor  thereof  the  Direc- 


tor may  exempt  from  the  provisions  of  Section  V,  Paragraph  (3), 
any  cancer  drug  or  cancer  device,  which  has  been  in  regular  public 
use  within  this  State  for  five  years  or  more,  when  it  appears  to  the 
satisfaction  of  the  Director  that  the  safety  and  efficacy  of  said 
cancer  drug  or  cancer  device  for  use  in  the  care  or  treatment  of 
cancer  is  generally  recognized  in  the  medical  or  scientific  com- 
munity. The  refusal  of  the  Director  to  issue  such  an  exemption 
shall  be  final  and  not  subject  to  review. 

(12)  The  Director  may  by  order  served  upon  the  user  thereof 
direct  suspension  of  use  of  any  cancer  drug  or  cancer  device 
ff  iding  action  by  the  Bureau  with  respect  thereto  under  para- 
graphs (4),  (6),  (10)  or  (11)  hereof. 

(13)  The  provisions  of  this  Section  V shall  become  effective 
180  days  after  the  effective  date  of  this  Chapter. 

VI.  Hearing  on  Unapproved  or  Exempted  Cancer  Drugs 
or  Cancer  Devices. 

Whenever  the  Director  shall  have  reason  to  believe  that  any 
cancer  drug  or  cancer  device  is  being  used  in  this  State  by  any 
person  in  respect  of  which  an  application  for  approval  under 
Section  V,  Paragraph  (3)  or  for  exemption  under  Section  V, 
Paragraphs  ( 10)  or  ( 1 1 ) is  required  but  without  such  an  application 
have  been  made,  the  Director  may,  on  good  cause  shown,  apply 
to  the  court  for  an  order  requiring  the  sponsor  or  sponsors  of 
such  cancer  drug  or  cancer  device  to  discontinue  further  use  of 
such  cancer  drug  or  cancer  device  pending  the  filing  of  an  appli- 
cation under  Paragraphs  (3),  (10)  or  (11)  of  Section  V with  respect 
thereto. 

VII.  Penalties  for  Unauthorized  Use. 

(1)  The  introduction,  delivery  for  introduction,  sale,  manu- 
facture, distribution  or  use  in  this  State  of  ar\v  cancer  drug  or 
cancer  device  unless  there  is  in  effect  an  approval  of  an  application 
pertaining  to  such  cancer  drug  or  cancer  device  as  required  by  this 
Act  unless  exempted  by  the  order  of  the  Director  as  provided  for 
in  Paragraphs  (10)  and  ( 1 1 ) or  Section  V shall  be  a misdemeanor 
punishable  by  a fine  of  not  more  than  $1,000.00,  or  imprisonment 
of  not  more  than  one  year,  or  both  such  fine  and  imprisonment; 
but  if  such  a misdemeanor  shall  have  been  committed  after  a prior 
conviction  of  such  person  under  this  section  has  become  final  such 
person  shall  be  subject  to  a fine  of  not  more  than  $10,000.00,  or 
imprisonment  for  not  more  than  three  years,  or  both  such  fine  and 
imprisonment. 

(2)  If  any  person  shall  violate  the  provisions  of  subsection  ( 1 ) 
of  this  section,  with  intent  to  defraud  or  mislead,  such  person,  in 
addition  to  the  penalties  prescribed  therein,  shall  be  subject  to  a 
fine  of  not  more  than  $10,000.00,  or  imprisonment  for  not  more 
than  three  years,  or  both  such  fine  and  imprisonment. 

VIII.  Advertising. 

(1)  No  person  engaged  in  the  manufacture,  processing, 
packing,  distribution  or  promotion  of  any  cancer  drug  or  cancer 
device,  or  in  the  diagnosis,  treatment  or  care  of  cancer  shall  invite 
or  induce  any  member  of  the  public  to  undergo  diagnosis,  care  or 
treatment  for  cancer  by  means  of  any  form  of  advertising  or  public 
appeal  unless  a copy  of  such  advertising  or  appeal  has  been  filed 
with  the  Cancer  Bureau  not  less  than  30  days  prior  to  its  first 
public  release. 

(2)  If,  in  the  opinion  of  the  Director,  any  such  advertising 
material  or  other  form  of  public  appeal  filed  with  the  Bureau  is 
false  or  misleading  in  any  particular,  either  by  reason  of  any  as- 
sertions of  claims  therein  or  by  reason  of  its  failure  to  set  forth 
essential  and  relevant  facts,  the  Director  shall  order  such  indi- 
vidual or  association  to  cease  and  desist  from  publication. 
Compliance  with  such  order  shall  be  enforced  by  the  Attorney 
General  in  injunction  proceedings  upon  request  of  the  Director. 

IX.  Reports  and  Publicity. 

The  Bureau  shall,  at  intervals  not  to  exceed  ( ) months, 

publish  reports  of  its  findings  with  respect  to  the  safety  and  ef- 
fectiveness of  cancer  drugs  and  cancer  devices  and  of  its  investi- 
gation of  any  cancer  drug  or  cancer  device,  provided,  however,  that 
no  such  report  or  any  of  the  contents  thereof  shall  be  admissible 
in  evidence  in  any  criminal  prosecution,  except  in  prosecutions 
provided  for  in  this  Chapter.  No  statement  contained  in  any  such 
report  may  be  used  or  offered  in  evidence  in  any  action  against  any 
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member  or  employee  of  the  Cancer  Bureau  or  of  the  Cancer  Ad- 
visory Council. 

X.  Use  of  Bureau  Records  in  Criminal  Proceedings. 

The  records  of  the  Bureau  shall  not  be  subject  to  subpoena,  nor 
shall  the  same  be  produced,  or  admitted  in  evidence  in  any  crim- 
inal prosecution,  except  those  provided  for  under  this  Chapter. 

XI.  Meetings  of  Cancer  Advisory  Council  and  Burea  u 
Director. 

The  Director  of  the  Cancer  Bureau  shall  meet  quarterly  with 
the  Cancer  Advisory  Council  for  the  purpose  of  reporting  on  the 
operations  of  the  Bureau  during  the  preceding  quarter  and  con- 
sulting with  the  Council  regarding  the  administration  and  exe- 
cution of  the  provisions  of  this  Act.  Special  meetings  of  the  Di- 
rector and  Council  may  be  called  by  either  the  Director  or  the 
Chairman  of  the  Council  on  five  days  written  notice. 

XII.  Annual  Reports  to  the  Legislature. 

The  Bureau  and  the  Cancer  Advisory  Council  shall  submit  to 
the  (appropriate  state  agency)  for  submission  to  the  Legislature, 
annually  in  of  each  year,  a joint  report  of  their  activities 
during  the  preceding  twelve  months,  together  with  accountings 
of  the  respective  expenditures  of  the  Bureau  and  the  Council 
during  such  periods.  Said  report  shall  include  operating  budgets 
for  the  Bureau  and  the  Council  for  the  ensuing  twelve  months. 
Within  thirty  days  of  the  submission  of  such  report  and  budgets, 
or  at  its  next  following  session,  the  Legislature  shall  appropriate 
funds  for  the  operation  of  the  Bureau  and  the  Council  for  the 
twelve  months  following  the  submission  of  their  operating  bud- 
gets. 

XIII.  Compensation,  Director  and  Staff. 

The  members  of  the  Council  shall  serve  without  compensation 
but  shall  be  entitled  to  reimbursement  for  expenses  incurred  in 
the  discharge  of  their  duties.  The  Director  of  the  Bureau  shall 
be  paid  an  annual  salary  not  to  exceed  $ 

XI V.  Sc  vera  bility  Cla  use. 

If  any  provision  of  this  Act,  or  the  application  thereof  to  any 
person  or  circumstances,  shall  be  held  invalid,  such  invalidity  shall 
not  affect  other  provisions  or  applications  of  the  Act  which  can  be 
given  effect  without  the  invalid  provision  or  application,  and  to 
this  end  the  provisions  of  this  Act  are  declared  to  be  severable. 

XV.  Effective  Date. 

This  Act  may  be  cited  as  Chapter  Laws  of  196  and  shall 

become  effective  on  , 196  . 

APPENDIX  “B” 

Appendix  B — Abstracted  from  Minutes  of  Annual  Meeting  of 
Commission  on  Public  Health  and  Education  of  the  Medical  So- 
ciety of  the  State  of  New  York,  July  18  and  19,  1975 

“The  second  important  conclusion  was  concerning  health  ed- 
ucation. Again,  this  topic  has  been  presented  here  before  and  no 
real  advances  have  been  made  to  the  committee’s  knowledge. 

“In  this  instance,  legislation  has  been  enacted  in  the  form  of  the 
1 970  amendment  to  Chapter  787.  The  mandate  in  the  Commis- 
sioner of  Education’s  Regulations  in  Chapter  II,  Section  135.3,  is 
clear  in  its  charges. 

“It  is  suggested  that  this  Commission  and  the  Department  of 
Health  put  forth  an  effort  to  secure  action  by  the  Commissioner 
of  Education  to: 

“1.  Require  appropriate  health  education  for  all  elemen- 
tary teachers  and  establish  a curriculum  with  a minimum  of 
six  semester  hours  work  for  all  such. 

“2.  Require  health  courses  to  be  taught  to  all  elementary 
pupils  with  a properly  designed  progressive  curriculum. 

“3.  Enforce  the  regulations,  calling  for  certification  of 
health  education  teachers  at  the  secondary  level. 

“4.  That  the  Commissioner  of  Education  seek  the  assis- 
tance of  the  Commissioner  of  Health  and  the  Medical  Society 
to  develop  curricula  for  both  the  education  of  the  would-be 
teachers  at  elementary  and  secondary  levels,  as  well  as  curric- 
ula for  teaching  the  pupils  in  these  categories. 

“Education  of  the  public  to  recognize  health  problems,  to  seek 
treatment  early  and  to  know  about  recognized  methods  of  treat- 


ment can  measurably  improve  the  health  of  our  citizens  and  aid 
in  combating  quackery.  Many  of  our  health  problems  are  edu- 
cation failures  rather  than  medical  failures.” 

APPENDIX  “C” 

LA  WS  OF  NEW  YORK— By  Authority 
CHAPTER  674 

AN  ACT  to  amend  chapter  seven  hundred  eighty-seven  of  the 
laws  of  nineteen  hundred  sixty-seven,  entitled  “An  act  directing 
the  commissioner  of  education  to  establish  a five  year  program  for 
critical  health  problems,  and  making  an  appropriation  therefor”, 
in  relation  to  the  continuing  of  such  program 

Became  a law  May  8, 1970,  with  the  approval  of  the  Governor. 
Passed  by  a majority  vote,  three  fifths  being  present 

The  People  of  the  State  of  New  York,  represented  in  Senate 
and  Assembly,  do  enact  as  follows:  ★ 

Section  1.  Section  two  of  chapter  seven  hundred  eighty-seven 
of  the  laws  of  nineteen  hundred  sixty-seven  entitled,  “An  act  di- 
recting the  commissioner  of  education  to  establish  a five  year 
program  for  critical  health  problems,  and  making  an  approDriation 
therefor”,  as  amended  by  chapter  nine  hundred  thirty-two  of  the 
laws  of  nineteen  hundred  sixty-nine,  is  hereby  amended  to  read 
as  follows: 

§ 2.  The  commissioner  of  education  is  hereby  directed  to  es- 
tablish a [five  year]  continuing  program  for  critical  health  prob- 
lems designed  to  educate  the  citizens  of  this  state  with  regard  to 
the  deleterious  effects  resulting  from  the  use  of  cigarettes,  drugs 
and  narcotics  and  excessive  use  of  alcohol  with  particular  emphasis 
to  be  placed  on  the  education  of  children  attending  schools  in  this 
state.  Such  program  shall  include,  but  shall  not  be  limited  to,  the 
following: 

(a)  organization  of  a task  force  to  conduct  a series  of  con- 
ferences to  which  will  be  invited  public,  private  and  parochial 
school  authorities,  for  the  development  of  programs  includ- 
ing: 

(1)  full  descriptions  of  the  stimulants,  depressants  and 
hallucinogenic  drugs  by  competent  authorities. 

(2)  presentation  of  experimental  misuse  of  such  drugs 
by  representatives  of  the  United  States  Food  and  Drug  Ad- 
ministration. 

(3)  presentation  of  the  narcotics  problems,  cigarette 
smoking  and  lung  disease,  and 

(4)  summaries  by  state  health  and  state  education  de- 
partment representatives. 

(b)  establishment  of  special  training  centers  to  provide 
health  training  for  teachers; 

(c)  development  of  a state-wide  in-training  health  pro- 
gram for  teachers  whereby  school  districts  in  the  state  may 
establish  local  health  training  programs  for  their  teachers 
leading  to  certification  by  the  department  of  education  as 
health  education  teachers; 

(d)  development  of  cooperative  health  training  pro- 
grams between  school  districts  and  institutions  of  higher 
education  whereby  the  qualified  health  personnel  of  such 
institutions  would  be  available  for  local  programs; 

(e)  ut  ilization  of  the  state  bureau  of  radio  and  television 
to  encourage  participation  in  the  program  established  by 
this  act  and  to  communicate  to  all  the  people  of  the  state 
the  objectives  of  such  programs; 

(f)  establish  new  health  curricula  for  use  in  the  schools 
of  this  state  relating  to  cigarettes,  drugs  and  narcotics  and 
alcohol; 

(g)  contract  with  commercial  agencies  for  the  develop- 
ment of  television  tapes,  kinescopes  and  films  showing  the 
evils  involved  in  the  use  of  cigarettes,  drugs  and  narcotics; 

(h)  contract  with  the  communications  media  of  this 
state  to  show  the  above  mentioned  films  during  regular 
television  hours; 

(i)  develop  a state  program  to  insure  that  the  appropri- 
ate above  mentioned  films  will  be  shown  in  all  the  elemen- 
tary and  secondary  schools  of  this  state; 

(j)  refine  the  health  syllabus  with  the  advice  and  coun- 
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sel  of  the  state  department  of  health  and  other  medical  au- 
thorities. 

§ 2.  This  act  shall  take  effect  immediately. 

State  ok  New  York! 

ss: 

Department  of  State  ) 

I have  compared  the  preceding  with  the  original  law  on  file  in 
this  office,  and  do  hereby  certify  that  the  same  is  a correct  tran- 
script therefrom  and  of  the  whole  of  said  original  law'. 

JOHN  P.  LOMENZO,  Secretary  of  State 

APPENDIX  • D" 

CHAPTER  II  COMMISSIONER’S  REGULATIONS 
135.3  Health  education,  (a)  Provisions  for  health  education. 
It  shall  be  the  duty  of  the  trustees  and  boards  of  education  to 
provide  a satisfactory  program  in  health  education  in  accordance 
with  the  needs  of  pupils  in  all  grades. 

(b)  Health  education  in  the  elementary  schools.  The  ele- 
mentary school  curriculum  shall  include  health  education  for 
all  pupils.  In  the  kindergarten  and  primary  grades,  the 
health  teaching  shall  be  largely  done  by  guiding  the  children 
in  developing  desirable  health  behavior,  attitudes  and  knowl- 
edge through  their  everyday  experiences  in  a healthful  envi- 
ronment. This  guidance  shall  include  systematic  practice  of 
health  habits  as  needed.  In  addition  to  continued  health 
guidance,  provision  shall  be  made  in  the  school  program  of 
grades  4,  5 and  6 for  planned  units  of  teaching  which  shall  in- 
clude health  instruction  through  which  pupils  may  become  in- 
creasingly self-reliant  in  solving  their  own  health  problems 
and  those  of  the  group.  Health  education  in  the  elementary 
school  grades  shall  be  carried  on  by  the  regular  classroom 
teachers. 

(c)  Health  education  in  the  secondary  schools.  The  sec- 
ondary school  curriculum  shall  include  health  education  as  a 
constant  for  all  pupils.  In  addition  to  continued  health  guid- 
ance in  the  junior  high  school  grades,  provision  shall  also  be 
made  for  a separate  one-half  year  course.  In  addition  to  con- 
tinued health  guidance  in  the  senior  high  school,  provision 
shall  also  be  made  for  an  approved  one-half  unit  course. 
Health  education  shall  be  required  for  all  pupils  in  the  junior 
and  senior  high  school  grades  and  shall  be  taught  by  teachers 
holding  a certificate  to  teach  health.  A member  of  each  facul- 
ty with  approved  preparation  shall  be  designated  as  health  co- 
ordinator, in  order  that  the  entire  faculty  may  cooperate  in 
realizing  the  potential  health-teaching  values  of  the  school 
program. 

APPENDIX  “E” 

Whereas,  Breast  cancer  has  been  shown  to  be  the  cause  of  sig 
nificant  loss  of  life  and, 

Whereas,  There  is  ample  evidence  that  early  detection  im- 
proved survival  of  those  afflicted  with  breast  cancer  and. 

Whereas,  A significant  number  of  breast  cancers  can  be  de- 
tected by  physical  examination  of  the  breasts  and, 

Whereas,  A recent  Gallup  survey  indicates  that  only  a small 
percentage  of  women  who  visit  physicians  and/or  who  are  hospi- 
talized have  an  annual  examination  of  their  breasts  and, 

Whereas,  the  breasts  are  a commonly  overlooked  area  in  the 
male;  therefore  be  it 

Resolved,  That  the  Committee  on  Cancer  recommend  to  the 
Council  of  the  Medical  Society  of  the  State  of  New  York,  that  it 
urge  changes  in  the  New  York  State  Hospital  Code  to  mandate 
palpation  of  the  breasts  as  part  of  the  physical  examination  on  all 
patients  admitted  to  a hospital  and  the  recording  of  the  results  in 
the  chart,  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New  York 
be  urged  to  undertake  a professional  education  program  to  en- 
courage its  membership  to  examine  the  breasts  of  all  patients  on 
an  annual  basis,  and  be  it  further 

Resolved,  That  the  Committee  on  Standards  of  Care  and  Cri- 
teria Predicators  be  requested  to  include  the  physical  examination 


ol  breasts  as  one  of  the  criteria  of  an  adequate  physical  examina- 
tion, and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New  York 
urge  all  PSRO  designees  in  the  State  to  require  the  inclusion  of 
a breast  examination  as  part  of  a routine  physical  examination. 

* Explanation — Matter  in  italics  is  new;  matter  in  brackets 
[ ] is  old  law  to  be  omitted. 

’* Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Leonard  L.  Heimoff, 
M.D.,  Chairman. 

Your  reference  committee  wishes  to  commend  Charles 
E.  Rogers,  M.D.,  Chairman  of  the  Committee  on  Cancer, 
for  the  comprehensive  and  informative  report  of  his  com- 
mittee. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 

EMERGENCY  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on 


Emergency  Medicine: 

David  L.  Kluge,  M.D.,  Chairman  Monroe 

Charles  N.  Aswad,  M.D Broome 

Edward  L.  McNeil,  M.D Westchester 

Alexander  E.  Messer,  M.D Otsego 

Walter  F.  Pizzi,  M.D New  York 

Gerald  W.  Shaftan,  M.D Kings 

Nicholas  Scors,  M.D St.  Lawrence 

Robert  Huszar,  M.D.,  Advisor Albany 


.4.  Report  on  Activities  and  Status  of  Emergency 
Health  Services  in  New  York  State 

1.  The  education  of  the  public  about  emergency  health 
services  is  poor.  People  must  be  better  informed  as  to 
what  is  available  to  them  and  how  to  act  appropriately  at 
the  time  of  a medical  emergency. 

2.  The  “911”  coordinated  emergency  answering  and 
response  system  is  now  operational  in  four  parts  of  New 
York  State.  The  inside  front  cover  of  most  telephone 
directories  lists  emergency  numbers.  In  the  Rochester 
telephone  directory  a list  of  all  ambulance,  police,  and  fire 
numbers  is  given  for  each  community  served  by  the  com- 
pany on  the  inside  back  cover.  In  addition,  a page  entitled 
“Emergency  Health  Procedures”  tells  how  to  act  and  whom 
to  call  for  various  emergency  problems. 

3.  Emergency  medical  technician  courses  are  being 
given  throughout  the  State  and  35,000  people  have  been 
tested  and  certified  since  1966  by  the  Emergency  Health 
Services  Bureau  of  the  New  York  State  Department  of 
Health. 

4.  Advanced  EMT  or  “paramedic”  or  “EMT-2” 
training  has  more  recently  begun  and  from  1970  to  date, 
1,640  people  have  been  certified.  Some  108  of  these  are 
certified  for  starting  intravenous  therapy,  39  are  certified 
for  using  the  endotracheal  airway,  and  the  remaining  are 
competent  to  institute  the  prehospital  coronary  care. 

5.  Prehospital  advanced  life  support  systems  are  now 
in  effect  in  21  of  62  counties  in  New  York  State,  an  exciting 
figure  to  report. 

6.  However,  proper  legislation  for  liability  protection 
does  not  exist  for  these  paramedics  nor  for  the  physicians 
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in  hospitals  giving  directions  about  drugs  and  defibrillation 
o'ver  the  radio  to  these  paramedics.  This  has  implications 
for  hospital  professional  liability  coverage.  There  is  a need 
for  such  legislation. 

7.  The  New  York  State  First  Aid  and  Rescue  Associ- 
ation is  becoming  the  responsible  voice  of  the  ambulance 
groups  in  various  official  functions  throughout  the 
State. 

8.  The  New  York  State  Lombardi  Bill  passed  in  1974 
or  1975  established  the  State  EMS  Council  which  is  now 
operational  and  is  establishing  rules  and  regulations  for 
ambulance  registration,  ambulance  equipment,  and  am- 
bulance training  through  the  EMT  training  program  and 
certification  of  proper  ambulance  corps.  Approximately 
1,000  volunteer  ambulance  companies  have  been  regis- 
tered, and  of  these,  700  have  indicated  a willingness  to 
comply  with  the  quality  of  care  established  to  enable  them 
to  become  certified  by  the  State  Health  Department;  a 
healthy  sign.  In  New  York  City,  the  ambulance  regulation 
has  now  been  transferred  from  the  city  to  State  responsi- 
bility under  the  Department  of  Health  and  to  date,  140 
ambulances  of  the  New  York  City  Health  and  Hospital 
Council  have  been  inspected.  Proprietary  and  hospital- 
based  ambulances  will  be  inspected  in  the  near  future. 

9.  The  Lombardi  legislation  also  provided  for  the  es- 
tablishment of  regional  emergency  medical  service  coun- 
cils, and  five  of  the  anticipated  15  have  been  designated  by 
State  authority.  These  include  the  Adirondack,  Appala- 
chia, Fingerlakes,  Monroe-Livingston,  New  York  City,  and 
the  Southern  Tier  Councils.  The  remaining  areas  are  to 
be  established  by  January  1978.  These  regional  EMS 
councils  must  be  coterminus  with  the  designated  HSA 
area. 

10.  The  hospital  emergency  department  volume  which 
experienced  exponential  growth  in  the  past  twenty  years 
has  leveled  off  so  that  requirements  have  become  easier  to 
plan  for.  There  are  now  approximately  5 million  emer- 
gency department  visits  per  year  in  New  York  State. 

11.  Hospital  union  strikes  are  in  effect  now  in  New 
York  City  and  have  serious  effects  on  emergency  care, 
especially  when  the  strikes  actively  prevent  the  flow  of 
patients,  personnel,  supplies,  and  equipment  to  and  from 
the  hospital  grounds.  Legislation  may  be  necessary  to 
prevent  tragedies  from  occurring. 

12.  A financial  crisis  in  hospitals  forcing  them  to  close 
down  (including  their  emergency  departments)  has  and  will 
cause  hardships  and  changing  patterns  in  emergency  care 
to  those  citizens  using  the  facilities.  The  changes  involved 
require  special  planning  and  consideration. 

13.  The  malpractice  crisis  in  New  York  State  in  June 
of  1975  required  sudden  consideration  and  planning  by  the 
Medical  Society  in  the  event  that  most  New  York  State 
physicians  would  not  be  available  for  emergency  care. 
Fortunately,  the  situation  did  not  develop  but  it  forced  the 
Medical  Society,  under  the  direction  of  George  T.  C.  Way, 
M.D.,  and  the  medical  communities  to  develop  gu'delines 
and  plans  for  action  in  anticipation  of  such  a crisis.  This 
planning  stimulated  emergency  communication  consid- 
erations. 

14.  The  Emergency  Department  Nurses  Association 
has  now  developed  a corps  curriculum  in  postgraduate 
nursing  and  more  chapters  throughout  the  State  are  being 
established. 

15.  The  American  College  of  Emergency  Physicians 
is  now  well  organized  in  the  State  and  its  residency  pro- 
grams are  being  established  under  the  AMA  guidelines. 


The  college  held  its  annual  meeting  in  Buffalo  in  May  of 
1976. 

1 6.  The  State  Medical  Society’s  Section  on  Emergency 
Medicine  has  now  been  established  and  will  sponsor  an 
excellent  program  at  the  annual  meeting  in  November 
1976. 

17.  The  New  York  State  and  New  York  City  Chapters 
of  the  Committee  on  Trauma  of  the  American  College  of 
Surgeons,  will  hold  a joint  meeting  at  the  same  annual 
convention  in  November. 

18.  The  Society  for  Total  Emergency  Programs,  com- 
monly referred  to  as  “STEP”  held  its  10th  Anniversary 
International  Forum  on  emergency  health  services  this  year 
in  Rochester,  New  York  in  May  of  1976.  Two  items  dis- 
cussed of  special  interest  were  the  news  media  interplay 
with  medical  emergencies  by  the  Gannet  newspaper  or- 
ganization suggesting  the  need  for  ethical  guidelines  for 
both  the  news  media  and  those  rendering  emergency  care. 
Also  there  was  a presentation  on  emergency  problems  of 
the  deaf  which  was  presented  by  the  National  Technical 
Institute  for  the  Deaf.  This  was  a very  interesting  meeting. 
It  demonstrated  the  frustrations  encountered  in  dealing 
with  the  deaf  by  ambulance  personnel  and  emergency  de- 
partment nurses.  It  opens  the  realm  of  emergency  care  to 
certain  specialized  problem  areas  in  the  community. 

B.  The  Goals  of  the  Committee 

The  goals  which  the  committee  will  work  on  will  be: 

1.  To  promote  public  education  in  emergency  health 
services  in  the  State. 

2.  To  encourage  the  development  of  911  telephone 
systems,  especially  in  rural  New  York  State  and  vacation 
areas. 

3.  To  promote  the  concept  of  the  third  vital  service  in 
the  minds  of  our  citizens  in  addition  to  the  police  and  fire 
services,  namely,  the  Emergency  Medical  Service. 

4.  To  establish  proper  liability  protection  for  the  ad- 
vanced life  support  system  in  the  State  through  proper 
State  legislation. 

5.  To  promote  courses  in  New  York  State  medical 
schools  for  first,  second,  and  third  year  medical  students 
on  emergency  medical  care. 

6.  To  have  at  the  1976  November  meeting  of  the  State 
Medical  Society  an  advance  life  support  unit  for  informa- 
tion, instruction,  self-testing,  and  for  use  at  the  annual 
convention  should  the  need  arise. 

I wish  to  thank  Dr.  Robert  Huszar  of  the  State  Health 
Department.  He  has  a great  input  in  these  activities. 

Respectfully  submitted, 

David  L.  Kluge,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Leonard  L.  Heimoff, 
M.D.,  Chairman. 

Your  reference  committee  recommends  that  this  portion 
of  the  reference  committee  report  be  filed. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report  . . . 

MATERNAL  AND  CHILD  WELFARE 

To  The  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Ma- 
ternal and  Child  Welfare: 
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Edward  C.  Hughes,  M.D.,  Chairman  Onondaga 

Roderick  McLean,  M.D.,  Cochairman  . . . .Onondaga 

Walter  L.  Freedman,  M.D Westchester 

Mvron  Gordon,  M.D New  York 

Donald  W.  Hall,  M.D Erie 

Jacqueline  Mauro,  M.D Albany 

Richard  E.  Murphy,  M.D Clinton 

Morton  A.  Schiffer,  M.D Kings 

Ralph  M.  Schwartz,  M.D Kings 

Donald  P.  Swartz,  M.D Albany 


As  chairman  of  the  Committee  on  Maternal  and  Child 
Welfare  of  the  Medical  Society  of  the  State  of  New  York, 
I submit  the  following  report: 

The  committee  has  been  engaged  in  many  activities 
during  the  past  year.  In  preparation  for  the  design  of  ob- 
stetric records,  the  staff  of  the  committee  reviewed  1,214 
completed  prenatal  and  hospital  obstetric  charts  from  13 
hospitals,  focusing  on  analysis  of  vital  medical  information 
with  particular  attention  given  to  utilization  of  the  various 
records.  Also,  the  staff  gained  added  insight  through  re- 
view of  134  maternal  mortality  case  reports,  which  in  most 
instances  included  prenatal  and  hospital  charts.  As  an 
added  dimension  to  the  review,  73  blank  records  were  ob- 
tained through  direct  correspondence  with  clinics,  hospi- 
tals, university  medical  centers,  insurance  companies, 
government  agencies,  private  record  companies,  and 
medical  associations. 

The  reason  for  this  project  was  the  development  of  a 
structured,  creative  instrument  that  would  assist  the 
physician  in  rendering  optimum,  comprehensive,  and 
highly  specialized  medical  care.  Such  a record  would  en- 
able investigation  of  trends  in  patient  care  and  would  serve 
as  a basis  for  statistical  reports,  studies,  and  research. 
Standardized  records  are  essential  for  use  in  computerized 
methods  of  data  collection. 

The  records  have  been  completed  and  distributed  to  all 
members  of  the  committee  for  review  and  comment  and 
to  State  authorities  who  may  be  instrumental  in  recom- 
mending such  a standardized  record  for  use  in  all  hospitals 
in  New  York  State. 

The  committee,  through  its  consultants  and  staff,  have 
reviewed  134  maternal  mortality  case  reports  (1970-1975). 
Reports  have  been  received  from  all  regions  except  Region 
12  and  efforts  are  being  made  to  obtain  and  analyze  records 
from  this  area. 

Analysis  indicates  that  cause  of  maternal  mortality 
differs  from  year  to  year  as  well  as  region  to  region.  For 
this  reason,  it  is  desirable  to  carry  out  maternal  mortality 
studies  on  a yearly  basis  to  determine  whether  improve- 
ment has  progressed  at  an  acceptable  rate,  and  which  major 
causes  of  maternal  death  deserve  special  study. 

There  have  been  proposed  changes  in  the  practice  of 
obstetrics  in  this  State  which  may  be  dangerous  to  the 
health  and  welfare  of  the  mother  and  infant.  The  com- 
mittee is  against  these  changes  and  recommended  to  the 
Council  of  the  Medical  Society  of  the  State  of  New  York 
that  legislative  action  be  taken  on  such  programs.  The 
Council  has  passed  the  following  recommendations: 

The  Council  of  the  Medical  Society  of  the  State  of 
New  York,  at  its  meeting  on  May  27,  1976,  approved 
the  following  recommendation  from  the  Council  Com- 
mittee on  Maternal  and  Child  Welfare: 

“The  committee  considered  the  letter  from  the  New 
York  State  Department  of  Health  on  laparoscopic 
sterilization  procedures  in  free-standing  clinics. 


The  committee  recommends  that  the  Medical  So- 
ciety of  the  State  of  New  York  adopt  the  policy  that 
all  laparoscopic  procedures  be  done  in  a hospi- 
tal.” 

The  Council,  at  its  meeting  on  May  27th,  approved 
the  resolution  submitted  by  the  Committee  on  Mater- 
nal and  Child  Welfare,  calling  for: 

* , 1.  Inhospital  delivery  service  vs.  out-of-hospital  de- 

livery service. 

2.  Position  paper  on  Out-of-Hospital  Care  of  the 
American  College  of  Obstetricians  and  Gynecolo- 
gists District  II. 

3.  Cooperation  with  District  II  of  The  American 
College  of  Obstetricians  and  Gynecologists  in 
meeting  with  the  Commissioners  of  Health  of  the 
State  and  City  of  New  York  for  the  purpose  of 
discussing  this  matter  and  preventing  such  re- 
gressive practices. 

In  addition,  this  past  year,  the  committee  has  provided 
consultation  on  the  following  topics  and  made  recom- 
mendations: 

Medical  Radiation  Exposure  on  Women  of  Child- 
bearing Age,  Proposed  Guidelines,  Department  of 
Health,  Education,  and  Welfare,  Food  and  Drug  Ad- 
ministration— The  committee  will  lend  support  to  the 
American  College  of  Radiology  regarding  their  recom- 
mendations to  HEW. 

Effect  of  Aspirin  on  Platelet  Function  During  Preg- 
nancy, Bureau  of  Maternal  and  Child  Health,  New 
York  State  Department  of  Health — The  committee 
recommends  that  the  excess  use  of  aspirin  during  preg- 
nancy be  avoided  as  it  changes  the  function  of  the 
platelets,  creating  abnormal  bleeding  in  the  fetus. 

Guide  to  Medical  Services  Following  Sexual  Assault, 
Hospital  Report — Suspected  Sexual  Assault,  Medical 
Society  of  the  State  of  New  York,  New  York  Universi- 
ty, School  of  Medicine,  Dept,  on  Urban  Health  Affairs — 
Approved  by  the  committee. 

"Motherhood  Bill,"  Medical  Society  of  the  State  of 
New  York,  New  York  State  Legislature — The  commit- 
tee continues  to  recommend  passage  of  this  bill  by  the 
New  York  State  Legislature. 

Abortion  Surveillance  System,  National  Center  for 
Disease  Control,  Atlanta,  Georgia — The  committee 
approves  cooperation  with  this  continuing  study. 

The  committee  presents  the  following  program  for  the 
coming  year: 

. . . the  Physician  and  Hospital  Records  will  be  field 
tested  prior  to  final  revision  through  the  cooperation 
of  selected  physicians  and  hospitals  in  New  York 
State. 

. . . results  of  the  field  test  will  be  analyzed  following 
personal  interviews  with  physicians  and  hospital 
personnel. 

. . . the  records  will  be  revised  and  redesigned  in  accor- 
dance with  the  results  of  the  field  test. 

...  a hospital  newborn  record  will  be  developed  to 
complement  the  hospital  obstetric  record.  This 
record  will  also  be  subject  to  field  testing. 

. . . the  maternal  mortality  reporting  form  will  be  revised 
to  include  data  elements  pertinent  to  current  ob- 
stetric and  perinatal  research.  The  consultant 
analysis  process  of  maternal  mortality  review  will 
continue  as  in  the  past. 
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...  in  conjunction  with  maternal  mortality  review,  ed- 
ucational articles  will  be  prepared  for  publication  on 
selected  cause  of  death  categories. 

. . the  ongoing  hospital  survey  will  be  updated  to  reflect 
current  trends  in  the  practice  of  obstetrics  and 
gynecology. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Leonard  L.  Heimoff, 
M.D.,  Chairman. 

Many  questions  were  asked  regarding  statistical  material 
on  prenatal  and  perinatal  care.  An  excellent  report  had 
been  submitted  by  the  late  Edward  C.  Hughes,  M.D.,  for- 
mer Chairman  of  the  Committee  on  Maternal  and  Child 
Welfare,  which  has  been  submitted  to  the  New  York  State 
Journal  of  Medicine  for  publication. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report . . . 

MEDICAL  ASPECTS  OF  SPORTS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  committee  on  Medical 


Aspects  of  Sports: 

Donald  T.  Kasprzak,  M.D.,  Chairman  Clinton 

John  L.  Marshall,  M.D.,  Vice-Chairman  . . . New  York 

Albert  B.  Accettola,  M.D Richmond 

Herbert  Bessen,  M.D Putnam 

John  L.  Butsch,  M.D Erie 

Joseph  T.  Findaro,  M.D Queens 

Louis  N.  Frankel,  M.D Nassau 

Frederick  H.  Grabo,  M.D Oneida 

Viola  F.  Anderson,  M.D .Westchester 

Kenneth  E.  DeHaven,  M.D Monroe 

Norman  R.  Loomis,  M.D Wayne 

Onslow  A.  Gordon,  III,  M.D.,  Advisor  Essex 

Mr.  Joseph  Abraham,  Advisor  Ontario 

Selig  Katz,  M.D.,  Advisor  Albany 


The  Ninth  Annual  Symposium  on  the  Medical  Aspects 
of  Sports  was  held  at  the  Concord  Hotel,  Kiamesha  Lake, 
New  York  on  January  22,  23  and  24th,  1976.  The  meeting 
once  again  was  held  in  conjunction  with  the  New  York 
State  Public  High  School  Athletic  Association  and  the  New 
York  State  Association  for  Health,  Physical  Education  and 
Recreation.  A variety  of  interesting  topics  were  presented 
by  speakers  including  Thomas  Shaffer,  M.D.,  James 
Nicholas,  M.D.,  John  Marshall,  M.D.,  and  Kenneth  De- 
Haven,  M.D.  The  featured  speaker  of  the  evening  was 
Tenley  Albright,  M.D.,  who  in  1956  was  the  first  American 
girl  to  win  an  Olympic  gold  medal  in  figure  skating.  Dr. 
Albright,  a practicing  general  surgeon,  spoke  on  knee  in- 
juries and  also  commented  on  her  Olympic  experiences. 
The  highlight  of  one  of  the  evening  sessions  was  the  pre- 
sentation of  the  Bernard  E.  Hughes  Recognition  Award  to 
Ralph  S.  Emerson,  M.D.,  the  President  of  the  Medical 
Society  of  the  State  of  New  York.  The  committees’  con- 
gratulations were  extended  to  Dr.  Emerson’s  team  and  are 
reemphasized  at  the  present  time. 

The  efforts  to  disseminate  information  regarding  the 
treatment  and  prevention  of  injuries  in  interscholastic 
athletics  continue.  In  order  to  pursue  this  further,  Viola 


F.  Anderson,  M.D.,  was  appointed  to  the  committee.  Dr. 
Anderson  is  the  President  of  the  New  York  State  School 
Physicians  Association,  and  it  is  hoped  that  through  her 
office  and  efforts,  more  school  physicians  will  be  kept 
better  informed  regarding  the  prevention  and  treatment 
of  injuries  in  the  high  school  athlete.  To  further  support 
the  effort,  a program  on  Sports  Medicine  will  be  presented 
at  the  Annual  Meeting  of  the  Medical  Society  of  the  State 
of  New  York  on  the  morning  of  November  9,  1976.  The 
program  has  already  been  formulated  and  should  be  of 
interest  to  all  physicians. 

Disqualifying  Factors.  At  the  recent  committee 
meeting  of  May  11,  1976,  considerable  time  was  spent  on 
disqualifying  factors  in  the  high  school  athlete.  The 
committee,  as  well  as  the  New  York  State  Education  De- 
partment, has  followed  the  guidelines  as  presented  by  the 
American  Medical  Association.  The  school  physician  has 
the  absolute  authority  to  determine  the  physical  capability 
of  a student  to  participate  in  a sport.  This  concept  has 
already  been  challenged  in  the  courts  on  numerous  occa- 
sions and  will  continue  to  be  so. 

On  March  2,1976,  Senator  John  R.  Dunne  introduced  a 
bill  to  amend  the  education  law  in  relation  to  the  student’s 
petition  to  participate  in  interscholastic  sports.  Under  the 
bill,  application  would  be  made  by  the  parent  or  guardian 
of  the  student.  The  petition  is  to  have  official  affidavits 
of  at  least  two  licensed  physicians  setting  forth  that  the 
student  is  physically  capable  of  participating  in  an  athletic 
program  and  that  participation  would  be  reasonably  safe, 
as  well  as  stating  any  special  or  preventative  measures  or 
devices  needed  to  protect  the  student.  The  court  shall 
grant  such  application  if  it  is  satisfied  that  it  is  in  the  best 
interest  of  the  student  to  participate  in  an  athletic  program 
and  that  it  is  reasonably  safe  for  him  to  do  so.  The  school 
district  shall  not  be  responsible  for,  or  bear  the  cost  of,  any 
special  preventive  measures  or  devices  needed  to  protect 
the  student.  The  committee  studied  the  bill  thoroughly 
and  asked  that  it  be  amended  so  as  to  protect  not  only  the 
school  district,  but  the  school  physician,  as  well  as  the  two 
medical  consultants.  Action  on  this  has  not  as  yet  been 
taken,  but  it  is  felt  that  in  this  way  litigation  will  be  elimi- 
nated or  reduced.  The  committee  is  in  complete  agree- 
ment with  the  use  of  two  medical  consultants  and  feels 
strongly  that  each  situation  should  be  individualized  and 
judged  on  its  merits.  School  physicians  are  being  urged 
to  encourage  a student  who  is  disqualified  in  one  sport  to 
participate  in  another,  where  it  is  safe  for  him  to  do  so. 

Selection  and  Classification.  The  experimental 
program  on  selection  and  classification  was  introduced  in 
1973  with  approximately  500  schools  involved.  The  pro- 
gram includes  students,  both  male  and  female,  grades  7 
through  12,  and  ages  12  through  19.  It  is  aimed  at  placing 
a youngster  in  the  proper  level  of  competition  so  as  to 
prevent  unnecessary  injury.  Classifying  a youngster  on 
a chronological  level  does  not  take  into  consideration  in- 
dividual variations  in  the  onset  of  adolescence  and  different 
rates  at  which  children  mature  and  develop  physically. 
The  individual  under  the  program  is  evaluated  from  the 
standpoint  of  a)  physical  maturity,  b)  physical  fitness,  c) 
degree  of  skill.  Proper  matching  of  the  adolescents  for 
physical  competition  requires  careful  appraisal  of  their 
growth,  maturation,  physical  fitness,  and  proficiency.  The 
program  as  outlined  by  Dr.  Shaffer  is  proving  quite  suc- 
cessful. Statistics  to  date  show  that  fewer  injuries  occur 
when  a youngster  is  placed  in  the  proper  level  of  competi- 
tion, be  it  up  or  down.  A bill  for  funding  the  program  on 
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a Federal  basis  was  recently  denied,  but  it  is  being  resub- 
mitted and  Federal  funds  are  hoped  for.  The  committee 
commends  the  efforts  of  all  who  participated  in  the  pro- 
gram and  recognizes  its  importance.  It  highly  recommends 
that  the  legislature  continue  funding  the  program. 

June  Physical  Examinations  (preseason).  The 
commit  tee  once  again  reviewed  the  feasibility  of  preseason 
physical  examinations.  This  was  recommended  last  year, 
but  has  not  been  implemented.  Considerable  physical 
defects  are  frequently  discovered  during  the  fall  exami- 
nation with  too  little  time  for  surgical  correction  and/or 
rehabilitation  programs  to  be  effective.  It  is  recommended 
that  preseason  physical  examinations  be  carried  out  in 
June,  with  a followup  screening  examination  by  the  school 
physician  in  the  fall. 

Flexibility  Testing  Program.  The  committee  rec- 
ommended the  Flexibility  Testing  Protocol  as  set  forth  by 
Dr.  Nicholas.  The  program  is  experimental  in  nature  and 
will  be  set  up  in  three  Junior  High  Schools  in  Westchester, 
Nassau,  and  New  York  City.  Students  in  grades  7 through 
10,  both  male  and  female,  will  be  tested  in  conjunction  with 
the  Standard  Physical  Fitness  Test  as  set  forth  by  the  New 
York  State  Department  of  Education.  The  test,  as  de- 
scribed, will  test  flexibility  as  set  forth  in  the  protocol  with 
the  hope  that  the  acquired  data  will  be  helpful  in  the  pre- 
vention of  injuries. 

Safety  Programs.  There  has  been  a growing  interest 
in  hockey  on  all  levels  and  with  it  an  increasing  number  of 
ocular  and  facial  injuries.  The  Canadian  Ophthalmolog- 
ical  Association  reported  that  in  just  two  seasons  57  young 
Canadians  were  blinded  in  one  eye.  Hockey  sticks  caused 
most  injuries,  with  pucks  coming  second.  The  committee, 
in  view  of  the  ever  increasing  number  of  facial  and  ocular 
injuries,  unanimously  recommended  the  mandatory  use 
of  facial  and  mouth  protection.  This  has  been  passed  on 
to  the  Safety  Committee  of  the  New  York  State  Public 
High  School  Athletic  Association.  It  is  anticipated  that 
facial  and  mouth  protection  will  be  mandatory  as  of  the 
coming  season. 

There  is  also  an  increase  in  interest  in  the  use  of  the 
trampoline.  Several  serious  injuries  have  been  reported, 
but  at  present  full  statistical  data  is  not  available.  The 
committee  recommends  that  all  instructors  be  highly 
qualified,  with  proper.training  and  background  in  tram- 
poline actions.  It  recommends  that  the  use  of  the  tram- 
poline be  allowed  by  students  under  proper  supervision 
only.  It  recommends  the  use  of  spotting  rigs  and  elimi- 
nation of  inverting  maneuvers  (flips)  until  the  student 
reaches  a proper  and  safe  level  of  maneuverability. 

Physically  Handicapped.  Several  meetings  were 
conducted  in  the  interest  of  the  handicapped  program  in- 
volving members  of  the  Advisory  Committee  concerned 
with  the  Health,  Physical  Education  and  Medical  Treat- 
ment of  Participants  in  the  Special  Olympics  Program. 
Consultants  for  the  Medical  Aspects  of  Sports  Committee 
and  personnel  from  the  Forum  Center  (B.O.C.E.S.  #1; 
Fairport,  N.Y.)  under  the  direction  of  Dr.  Neal  A.  McNabb, 
Deputy  Director  of  the  Monroe  Developmental  Services, 
in  Rochester,  New  York,  and  under  the  State  of  New  York 
Department  of  Mental  Hygiene  as  experimental  programs 
of  selection  and  classification  is  being  set  up  for  the 
handicapped  and  should  prove  to  be  of  great  benefit  as  the 
program  develops. 

National  Football  Head  and  Neck  Injury  Registry. 

Joseph  S.  Torg,  M.D.,  Director  of  the  Temple  University 
Center  for  Sports  Medicine  and  Science,  has  established 


a National  Football  Head  and  Neck  Injury  Registry,  be- 
cause of  an  inordinate  number  of  catastrophic  neck  injuries 
that  have  occurred.  He  has  requested  information  about 
injuries  which  have  occurred  in  New  York  State  through 
the  New  York  State  Public  High  School  Athletic  Associa- 
tion and  the  committee  has  agreed  that  participation  would 
be  an  excellent  idea.  It  is  hoped  that  more  can  be  learned 
from  this  study,  and  it  certainly  should  be  beneficial  in  the 
;yevention  of  head  and  neck  injuries. 

The  Use  of  Athletic  Trainers  in  Secondary  Schools. 
The  committee  continues  to  recommend  the  use  of  certified 
athletic  trainers.  Where  they  are  used  there  is  a definite 
decrease  in  sports  injuries,  and  a high  degree  of  sports 
safety.  The  committee  highly  recommends  the  use  of 
athletic  trainers  because  of  their  knowledge  of  anatomy, 
physical  therapy,  physiology,  nutrition,  athletic  safety,  and 
first  aid. 

The  committee  wishes  to  once  again  express  its  thanks 
to  the  officers  and  members  of  the  Medical  Society  of  the 
State  of  New  York  for  its  past  and  anticipated  support.  It 
has  been  an  honor  and  a privilege  for  me  to  act  as  the 
chairman. 

Respectfully  submitted, 

Donald  T.  Kasprzak,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Leonard  L.  Heimoff, 
M.D.,  Chairman. 

The  reference  committee  feels  that  more  adequate  data 
must  be  made  available  to  enable  school  physicians  to 
properly  select  and  classify  students  who  will  participate 
in  contact  sports,  especially  at  an  early  age. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report  . . . 

METABOLIC  DISEASES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Metabolic  Diseases 


are  as  follows: 

Arthur  H.  Dube,  M.D.,  Chairman  Onondaga 

Marshall  Clinton,  M.D Erie 

W'illiam  W.  Faloon,  M.D Monroe 

Harold  Zarowitz,  M.D Kings 

Bernard  Pollara,  M.D.,  Advisor  Albany 


The  committee  met  Thursday,  May  13, 1976.  First,  the 
problem  of  obesity  was  reviewed.  WTe  have  been  pleased 
with  the  success  of  diet  group  therapy  either  through  or- 
ganizations such  as  TOPS,  Weight  Watchers,  or  local 
hospital  programs.  The  results  of  intestinal  bypass  sur- 
gery were  reviewed.  The  Rochester  Group  has  done  70 
patients  with  a high  rate  of  success.  The  mechanism  for 
improvement  is  probably  reduced  food  intake  to  control 
the  diarrhea  which  develops  after  the  procedure.  At 
present,  the  program  is  experimental  and  should  be  re- 
stricted to  centers  capable  of  studying  the  procedure  as  a 
research  project.  As  for  the  use  of  anorexogenic  drugs,  we 
feel  they  have  no  place  in  the  management  of  obesity  and 
suggest  that  the  State  Society  establish  a position  against 
their  continuing  use. 

Second,  diabetes  detection  was  reviewed.  We  feel  that 
annual  drives  based  on  urine  tests  should  not  be  encour- 
aged. Blood  sugar  testing  as  a part  of  an  annual  detection 
drive  is  helpful,  but  we  recommend  a regular  program  of 


Minutes,  House  of  Delegates/March,  1977/New  York  State  Journal  of  Medicine  591 


detection  using  blood  sugars  either  through  local  hospitals 
or  health  departments.  If  possible,  screening  for  hyper- 
tension should  be  combined  with  diabetes  detection. 

Third,  and  last,  the  criteria  for  diagnosing  diabetes  were 
reviewed.  We  feel  that  the  use  of  fasting  blood  sugar  ele- 
vation alone  as  recommended  by  Siperstein  is  too  liberal 
and  will  miss  too  many  cases  of  diabetes.  The  point  system 
for  interpreting  the  glucose  tolerance  test  as  developed  by 
the  U.S.  Public  Health  Service  or  the  new  age  adjusted 
criteria  of  Fajans  and  Conn  remain  the  best  diagnostic 
tools.  The  use  of  blood  insulin  levels  in  interpreting  ab- 
normal tests  remains  a puzzle  but  hyperinsulinemia  may 
be  an  early  clue  to  the  presence  of  diabetes. 

Respectfully  submitted, 

Arthur  H.  Dube,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Leonard  L.  Heimoff, 
M.D.,  Chairman. 

The  report  of  the  Committee  on  Metabolic  Diseases  was 
read  with  interest.  Your  reference  committee  amended 
the  last  sentence  of  the  first  paragraph  of  the  report  to  read 
as  follows:  “As  for  the  use  of  anorexogenic  drugs,  we  feel 
they  have  little  place  in  the  management  of  obesity  and 
suggest  that  the  Medical  Society  of  the  State  of  New  York 
establish  a position  cautioning  against  their  long  term 
use.” 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report  as  amended. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report  as  AMENDED  . . . 


PREVENTIVE  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Preventive  Medicine 


are  as  follows: 

Harry  S.  Lichtman,  M.D.,  Chairman  Kings 

John  P.  Albanese,  M.D Bronx 

Vernal  G.  Cave,  M.D Kings 

Duncan  W.  Clark,  M.D Kings 

Gerald  J.  Duffner,  M.D Wayne 

Rudolf  H.  Steinharter,  M.D Nassau 

Thomas  S.  Bumbalo,  M.D Erie 

Leonard  L.  Heimoff,  M.D Bronx 

Howard  B.  Shookhoff,  M.D New  York 

Burton  Allyn,  M.D Rockland 

Louis  E.  Soscia,  M.D Westchester 

Harry  A.  Feldman,  M.D.,  Advisor  Onondaga 

Donald  0.  Lyman,  M.D.,  Advisor  Albany 

Yehudi  Felman,  M.D.,  Advisor  New  York 


The  Committee  on  Preventive  Medicine  has  held  two 
meetings  since  the  last  meeting  of  the  Commission  on 
Public  Health.  The  chairman  reported  that  an  editorial 
entitled  “Boost  Immunizations”  authored  by  him  was 
published  in  the  April  issue  of  the  New  York  State  Journal 
of  Medicine. 

Immunization  Action  Program.  There  was  extensive 
discussion  of  immunization  action  programs  in  New  York 
State.  The  committee  passed  a motion  recommending  to 
MSSNY  Council  that  each  county  medical  society  be 


requested  to  establish  an  immunization  action  committee. 
The  name  of  the  chairman  of  such  committee  shall  be 
submitted  to  George  J.  Lawrence,  Jr.,  M.D.,  Director  of  the 
Division  of  Scientific  Activities. 

A motion  directing  that  copies  of  all  minutes  of  this 
committee  be  sent  regularly  to  all  county  medical  societies 
was  also  approved.  (This  must  await  approval  by 
MSSNY’s  Council.) 

Influenza  Vaccination  Program.  The  nationwide 
program  for  mass  immunization  against  the  “Swine  Virus” 
was  discussed  and  the  following  resolution  passed  by  the 
committee: 

Resolved,  That  MSSNY  support  the  Influenza  Immu- 
nization Program  of  1976  and  encourages  the  Immuni- 
zation Programs  of  the  State  of  New  York  and  of  the 
City  of  New  York  to  make  the  free  vaccines  readily 
available  to  all  citizens;  and  be  it  further 
Resolved,  That  MSSNY  encourage  all  physicians  in 
the  State  of  New  York  to  support  this  program. 

Addendum:  MSSNY  advises  that  physicians  in 

private  practice  may  find  it  useful  to  set  up  special  im- 
munization hours  outside  of  their  regular  office  hours 
for  the  duration  of  this  program. 

Smallpox.  In  view  of  data  being  received  from  all 
over  the  world  indicating  that  the  incidence  of  smallpox 
continues  to  decline,  the  Committee  on  Preventive  Medi- 
cine voted  to  alter  its  previous  position.  It  now  does  not 
recommend  routine  mandatory  smallpox  vaccinations, 
whether  of  preschool  children  or  hospital  personnel. 
Under  special  circumstances  smallpox  vaccinations  may 
be  indicated,  subject  to  the  judgment  of  the  attending 
physician. 

Venereal  Diseases.  Dr.  Lichtman  informed  the 
committee  that  the  Committee  on  Venereal  Disease  had 
been  dissolved  and  reabsorbed  as  a subcommittee  of  the 
Committee  on  Preventive  Medicine. 

Dr.  Richard  Jackson  reported  for  Dr.  Lyman  on  the 
matter  of  recommending  serology  determinations  on 
women  in  the  third  trimester  of  pregnancy.  He  stated  that 
from  February  1972  up  to  the  present  there  have  been  only 
twelve  cases  of  congenital  syphilis  detected  in  New  York 
State  and  in  only  one  of  these  was  the  mother  not  pre- 
viously known  to  have  syphilis.  The  committee  therefore 
took  no  action. 

Hepa  this — B Study.  At  the  October  3 meeting  of  the 
committee  the  following  resolution  was  approved: 

Whereas,  Hepatitis  B is  recognized  as  a disease  of 
high  morbidity  and  mortality  among  adults,  with  a 
prostrating  illness  of  six  months  or  more  and  a death 
rate  of  1-2%  among  cases;  and 

Whereas,  Quantitation  of  the  exposure  risk  is  possi- 
ble with  new  serotechniques;  and 

Whereas,  Prophylactic  and  therapeutic  modalities 
are  being  developed  for  this  disease  (Anti  hepatitis  B 
gamma  globulin,  vaccine);  and 

Whereas,  Recent  publications  indicate  certain  sub- 
specialities of  physicians,  surgeons  and  dentists  are  at 
high  risk  in  acquiring  this  disease  from  their  patients 
or  laboratory  specimens;  and 

Whereas,  Distributors  of  medical,  surgical,  and  den- 
tal services  ill  with  hepatitis  B in  clinical  and  subclini- 
cal  phases  are  known  to  have  spread  the  disease  among 
their  patients;  and 

Whereas,  The  Council  on  Dental  Health  of  the  Den- 
tal Society  of  the  State  of  New  York  is  establishing  a 
questionnaire — and  serosurvey  of  its  membership  in 
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order  to  establish  risks  and  areas  of  possible  benefits  to 
its  members,  invites  the  Medical  Society  of  the  State  of 
New  York  to  join  with  it  in  such  a venture;  and 

Whereas,  the  Bureau  of  Disease  Control  of  the  New 
York  State  Department  of  Health  has  offered  active 
cooperation  in  the  establishment  and  execution  of  a 
study  protocol  and  laboratory  backup;  therefore  be  it 
Resolved,  To  seek  to  quantitate  the  risks  of  hepati- 
tis B among  physicians  and  surgeons  of  New  York 
State  in  order  to  protect  them  through  rational  appli- 
cation of  new  prophylactic  and  therapeutic  modalities 
as  they  are  developed;  and  be  it  further 

Resolved,  To  cooperate  with  the  Council  on  Dental 
Health  of  the  Dental  Society  of  the  State  of  New  York 
in  evaluation  of  that  risk;  and  be  it  further 

Resolved,  To  authorize  the  Chairman  of  the  Com- 
mittee on  Preventive  Medicine  of  the  Society  or  his 
representative  to  help  conduct  the  evaluation  in  coop- 
eration with  the  Dental  Society  of  the  State  of  New 
^ ork  and  the  New  York  State  Health  Department. 

The  Council  at  its  October  1975  meeting  approved  this 
resolution — no  funds  were  voted. 

Dr.  Jackson  reported  on  two  studies  now  in  progress  and 
supplied  the  committee  with  some  preliminary  statis- 
tics. 

a.  The  Study  on  New  York  State  Dentists — 20%  of 
dentists  had  identifiable  antibody  blood  levels;  2.3%  of 
dentists  contained  blood  antigens 

b.  Physicians  in  Broome  County — 18.8%  had  anti- 
body levels;  0.6%  had  antigens 

Dr.  John  S.  Marr  reported  that  there  are  reasons  to  ex- 
pect an  outbreak  of  St.  Louis  encephalitis  in  New  York 
State  this  summer.  The  committee  suggested  that  phy- 
sicians be  alerted  to  this  possibility  through  the  News  of 
New  York. 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Leonard  L.  Heimoff, 
M.D.,  Chairman. 

Your  reference  committee  regrets  the  death  of 
Bruce  P.  Webster,  M.D.,  Chairman  of  the  Committee  on 
\ enereal  Disease,  whose  committee  has  been  transferred 
back  to  the  Committee  on  Preventive  Medicine. 

\ our  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report . . . 

RURAL  MEDICAL  SERVICE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Rural 


Medical  Service: 

Edward  C.  Hughes,  M.D.,  Chairman  Onondaga 

Edward  A.  Barrett,  M.D Orleans 

Stephen  W . Blatchly,  M.D Tompkins 

Ernest  H.  Carhart,  M.D Onondaga 

Erich  Hirsch,  M.D Ontario 

Rudolph  F.  Hust,  M.D Otsego 

Ralph  C.  Parker,  Jr.,  M.D Monroe 

Donald  W.  Richie,  M.D Westchester 

Herbert  A.  Laughlin,  M.D Chautauqua 

Hugh  M.  McChesney,  M.D.,  Advisor Oswego 

Julia  Freitag,  M.D.,  Advisor  Albany 


As  chairman  of  the  Rural  Medical  Service  Committee 
of  the  Medical  Society  of  the  State  of  New  York,  I submit 
the  following  report: 

I he  activities  of  this  committee  have  been  centered 
around  planning,  writing,  and  submitting  to  government 
agencies  an  application  for  continued  improvement  of 
medical  care  in  rural  areas.  Last  year  the  committee  re- 
ported that  with  the  cooperation  of  the  Upstate  Medical 
fiyiter,  61  new  physicians  were  obtained  and  settled  in  the 
northern  part  of  New  York  State  to  practice  medicine. 
I he  committee  is  happy  to  report  that  as  far  as  can  be  de- 
termined, these  physicians  have  continued  to  practice 
medicine  in  these  rural  areas.  Also,  patient  referral  to  the 
Upstate  Medical  Center  and  physicians  in  the  area  indi- 
cates that  the  quality  of  medical  care  has  improved,  sub- 
stantiated by  the  fact  that  patient  workups  and  histories 
are  of  better  quality. 

The  committee  is  planning  to  study  the  counties  of  the 
Upstate  area  where  physician  population  has  not  increased 
or  where  physician  population  has  decreased  in  numbers, 
using  the  same  technic  as  used  in  previous  studies. 

Studies  indicate  that  American  society  has  undergone 
a transformation  in  that  the  once  predominantly  rural 
society  has  become  urbanized.  It  should  be  noted  that  in 
the  1960’s  there  was  a significant  increase  in  the  non- 
metropolitan population — the  farm  population  decreased 
hut  the  nonfarm  nonmetropolitan  was  augmented.  It  has 
been  noted  that  the  nonmetropolitan  areas  had  a 6.7%  in- 
crease in  population  during  the  1960’s.  This  was  the 
product  of  a 19.3%  rise  in  the  nonfarm  persons  heavily 
offset  by  a 36%  decline  in  farm  population.  It  indicates 
that  the  nonfarm  population  in  a nonmetropolitan  area  was 
actually  growing  faster  than  the  American  population  as 
a w'hole  (13.3%).  Schuyler  County  reflects  this  population 
modification.  Between  1960  and  1970,  there  was  an  in- 
crease of  11.3%  in  population  and  a 14.6%  augmentation 
in  rural  areas.  The  provisional  population  estimates  for 
1976  note  a 4 to  6 per  cent  increase  as  well. 

This  rapidity  of  growth  in  the  nonfarm  segment  of  the 
rural  areas  and  small  cities  and  towns  has  not  been  widely 
recognized.  Many  of  these  areas  face  more  serious  dif- 
ficulties in  terms  of  delivery  of  health  care  than  urban 
areas.  Physicians  for  the  most  part  do  not  follow  these 
patterns.  Whereas  many  areas  in  a hierarchical  ranking 
of  counties  in  New  York  State  were  considered  “under- 
doctored”  previously,  the  situation  is  becoming  even  worse. 
For  these  reasons,  the  plan  of  study  and  program  for  im- 
proving health  care  in  Upstate  New  York  should  and  will 
be  centered  about  those  counties  where  problems  have 
become  worse  in  the  past  few  years. 

The  same  technic  as  used  before  will  be  adopted,  namely 
surveying  the  counties  as  to  the  cooperation  and  willingness 
of  the  people  to  improve  their  health  care  and  to  investigate 
the  possibility  of  designing  a facility  which  will  attract 
physicians  and  provide  cooperative  arrangements  for 
physicians. 

Recent  studies  reveal  that  the  rural  population  is  desi- 
rous of  developing  an  emergency  medical  service  when 
planning  a general  medical  service  for  its  area.  This 
change  in  philosophy  creates  some  problems  and  will  ne- 
cessitate special  planning.  The  committee  is  planning  to 
study  and  develop  a mode!  of  emergency  medical  service 
which  can  be  set  up  in  the  rural  areas  while  the  physician 
program  is  developing.  The  committee  is  seeking  funds 
for  this  purpose  and  has  sent  an  application  to  the  Federal 
government  for  financial  support.  The  committee  is  also 
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developing  an  application  for  support  of  studies  for  starting 
the  promotion  of  planning  in  counties  where  medical  care 
is  badly  needed. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Leonard  L.  Heimoff, 
M.D.,  Chairman. 

Your  reference  committee  wishes  to  commend  the  ex- 
cellent report  rendered  by  the  late  Edward  C.  Hughes, 
M.D.,  former  Chairman  of  the  Committee  on  Rural  Med- 
ical Service,  and  to  express  their  sorrow  on  his  demise. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report . . . 

SCHOOL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  School 


Health: 

George  F.  Cunningham,  M.D.,  Chairman  . . . .Suffolk 

Richard  H.  Bennett,  M.D Onondaga 

Edward  M.  Di  Tolla,  M.D New  York 

Peter  C.  Pulrang,  M.D Clinton 

Norman  B.  Schell,  M.D Nassau 

Selig  Katz,  M.D.,  Advisor  Albany 


This  committee  held  two  meetings  during  the  year, 
1975-1976. 

At  the  first  meeting  held  on  December  3,  1975,  the 
committee  considered  the  question  of  abortions  being 
performed  on  pregnant  minors  without  the  knowledge  and 
consent  of  parents  or  legal  guardians. 

It  was  pointed  out  that  in  this  day  and  age  of  controversy 
and  worry  over  malpractice,  that  this  situation  was  exis- 
tent, and  that  this  was  a problem,  not  of  morality,  but 
rather  of  legality.  It  was  also  brought  out  that  physicians 
would  not  suture  a child  without  parents’  consent,  nor 
would  they  perform  a vaginal  examination,  or  an  immu- 
nization procedure  on  a minor  without  said  consent.  Yet, 
some  physicians  would  and  do  perform  abortions  on  these 
same  minors.  The  question  was  raised  as  to  whether  the 
concerned  parents  could  sue  a physician  in  this  situation 
for  assault,  if  not  for  malpractice. 

It  v/as  also  pointed  out  that  an  unemancipated  minor 
signing  a contract  cannot  be  held  legally  responsible,  yet, 
apparently,  minors  do  sign  for  abortions.  In  the  opinion 
of  the  chair,  this  is  a complete  flaunting  of  parental  au- 
thority— leading  to  further  breakdown  of  the  family  unit 
in  this  country. 

After  further  lively  discussion,  the  committee,  by  a 
majority  of  one  vote,  went  on  record  as  being  opposed  to 
any  abortion  on  unemancipated  minor  without  the  consent 
of  a parent  or  legal  guardian.  This  was  referred  to  the 
Council  with  the  request  that  it  be  incorporated  in  its  leg- 
islative report.  A minority  report  negating  this  point  was 
also  submitted  to  the  Council. 

The  committee  unanimously  approved  dissemination 
of  sex  education  and  birth  control  information  to  sexually 
active  minors. 

The  question  of  hacteriuria  studies  on  female  school 
children  was  also  discussed,  with  the  idea  of  isolating  pa- 
tients with  hidden  renal  disease  that  would  be  amenable 


to  treatment  at  an  early  age,  thus,  possibly  preventing  some 
of  the  kidney  damage  that  may  appear  later  in  life.  Since 
this  is  such  a vast  and  complex  subject,  it  was  decided  to 
table  it  for  the  next  few  meetings  in  order  to  give  the 
committee  time  to  think  out  a workable  program  for  effi- 
caciously solving  this  problem. 

After  discussion,  action  was  postponed  on  the  problem 
of  early  detection,  prevention  and  treatment  of  hyper- 
tension in  high  school  children,  particularly  in  the  Black 
population. 

On  the  meeting  on  May  5, 1976,  Melinda  McVicar,  M.D., 
chairman  of  the  Department  of  Pediatric  Nephrology,  at 
the  North  Shore  Hospital,  presented  a talk  on  urinary  tract 
infections  in  school  children.  She  stated  that  this  was  not 
as  serious  a problem  as  it  was  thought  to  be,  and  that  a 
mass  screening  program  as  suggested  by  the  committee 
might  be  rather  wasteful  and  inconclusive.  Dr.  McVicar 
was  amenable  to  the  program  of  mass  screening  for  hy- 
pertension, which  is  a much  simpler  procedure. 

Dr.  McVicar  also  brought  up  the  question  of  donations 
of  organs,  with  special  emphasis  on  the  kidney.  After  a 
lengthy  discussion,  the  committee  suggested  the  possibility 
of  devising  a request  which  could  be  recorded  on  an  indi- 
vidual’s license,  that  his  or  her  organs  could  be  removed  for 
future  transplantation  in  case  of  death. 

The  subject  of  health  education  was  discussed,  and  it  was 
recommended  that  local  physicians  could  volunteer  to 
cooperate  with  local  school  boards  by  giving  lectures  and 
discussions  on  various  health  problems,  thus  partially  re- 
moving the  ultimate  burden  from  the  school  physician  and 
school  nurse. 

Respectfully  submitted, 

George  F.  Cunningham,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Leonard  L.  Heimoff, 
M.D.,  Chairman. 

Your  reference  committee  feels  that  the  subject  of  health 
education  has  great  importance  in  the  field  of  public  health 
and  should  continue  to  be  stressed.  It  is  hoped  that  the 
Committee  on  School  Health  will  continue  to  study  and 
make  recommendations  on  this  very  important  subject. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report  . . . 


PHYSICIANS’  COMMITTEE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
From  its  inception  late  in  1974  through  June  1976,  the 
Medical  Society  of  the  State  of  New  York’s  Physicians' 
Committee  has  made  contact  with  53  physicians  identified 
hy  their  colleagues  as  appropriate  for  this  approach.  The 


problems  addressed  have  been  as  follows: 

Alcoholism  only  20 

Drug  Abuse  only  12 

Mental  Illness  only  15 

Combined  alcoholism  and  drug  abuse  4 

Combined  alcoholism  and  mental  health  2 

Total 53 


Information.  In  addition  to  the  above  activity,  the 
committee  has  been  widely  utilized  as  a source  of  general 
information.  Physicians  who  have  not  wished  to  identify 
another  physician  in  trouble  have  requested  advice  as  to 
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how  to  approach  a sick  colleague  and  how  to  evaluate 
treatment  resources  as  well  as  advice  on  the  mechanics  of 
arranging  such  referrals.  Some  requests  have  ostensibly 
been  for  information  concerning  addictive  disease  in  gen- 
eral. On  occasion,  a physician  has  called  spontaneously 
for  help  for  himself. 

Other  state  and  county  medical  societies  have  been 
aware  of  MSSNY’s  efforts  to  help  our  disabled  doctors  and 
have  written  asking  us  to  share  experiences  and  advice  with 
them  as  they  struggle  to  devise  similar  programs  for  their 
own  members.  A recent  request  from  Great  Britain  now 
makes  the  expressed  interest  international. 

Patterns  of  committee  utilization  are  markedly  uneven 
and  tend  to  reflect  press  coverage.  After  the  tragic  case 
widely  reported  late  in  1975  of  the  death  of  two  physicians 
allegedly  addicted  to  barbiturates  there  were  a series  of 
calls. 

While  the  total  number  of  calls  in  1976  makes  it  appear 
that  the  committee  will  be  better  utilized  this  year  than 
last,  there  still  appears  to  be  considerable  unawareness  of 
the  availability  of  help  and  some  confusion  as  to  the  com- 
mittee’s methods.  The  major  area  of  misunderstanding 
is  the  difficulty  in  realizing  that  the  Physicians'  Committee 
limits  itself  to  an  offer  of  help  but  does  not  police  or  coerce 
the  sick  doctor  in  any  way. 

In  an  attempt  to  increase  exposure  of  the  committee,  a 
Physicians’ Committee  exhibit  will  be  displayed  at  the 
MSSNY  Convention  in  the  Americana,  November  1976. 
It  will  be  manned  by  volunteers  from  other  committees 
since,  with  the  exception  of  the  chairman,  members  of  the 
Physicians’  Committee  have  agreed  to  remain  anony- 
mous. 

A Physicians’Committee  member  has  addressed  Wom- 
an’s Auxiliary  and  physician  audiences.  Several  county 
societies  have  publicized  the  committee  in  their  publica- 
tions and  reprints  of  the  original  article  in  the  New  York 
State  Journal  of  Medicine  describing  the  committee  were 
sent  to  hospital  administrators  throughout  the  State. 

The  committee  plans  to  continue  its  efforts  to  make 
other  physicians  familiar  with  its  availability  and  mode  of 
operation.  By  its  very  nature  and  the  reasons  inherent  in 
its  philosophy,  no  records  can  be  kept  by  which  its  success 
or  failure  can  be  evaluated.  It  appears  to  some  as  too  weak 
in  its  approach  because  it  fails  to  take  on  a disciplining 
posture.  To  others,  concerned  about  every  physician’s 
right  to  due  process,  the  committee’s  willingness  to  ap- 
proach a sick  colleague  without  telling  him  who  has  called 
for  help  for  him  appears  too  harsh.  The  strength  of  this 
approach  lies  in  its  very  weakness.  It  cannot  do  harm.  It 
can  fail  or  it  may  help  but  it  refuses  to  hurt.  That  more 
than  one  physician  contacted  by  members  of  the  committee 
has  successfully  completed  treatment  and  is  now  well  is 
a certainty.  How  many  such  cases  there  are  the  committee 
cannot  know. 

The  committee  wishes  to  express  its  thanks  to  the  offi- 
cers and  members  of  MSSNY  for  their  past  and  anticipated 
support,  for  their  trust,  confidence  and  courage  in  sup- 
porting an  untested  and  unorthodox  approach  to  a difficult 
problem. 

Respectfully  submitted, 

LeClair  Bissell,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Leonard  L.  Heimoff, 
M.D.,  Chairman. 

Your  reference  committee  wouid  like  to  call  to  the  at- 
tention of  the  House  the  annual  report  of  the  Physicians’ 
Committee,  and  commends  the  innovative  program.  The 
members  of  this  committee  are  to  be  congratulated  for  their 
voluntary  humane  efforts  to  help  their  fellow  physicians. 
The  House  is  invited  to  visit  the  booth  in  Albert  Hall, 
v)ifich  is  manned  by  members  of  the  Committee  on  Alco- 
holism, who  will  be  happy  to  answer  any  questions  per- 
taining to  this  subject. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report . . . 

Resolution  7(i-22,  Hospital  Treatment  of  the  Emo- 
tionally III  vs.  Outpatient  Local  Community  Health 
Center  Treatment 

Introduced  by  Allison  B.  Landolt,  M.D.,  as  an  Individu- 
al 

Whereas,  The  “asylum  concept”  has  been  shown  to 
have  valid  therapeutic  results  when  properly  con- 
ceived, and  whereas,  it  has  been  shown  that  patients 
may  have  better  responses  to  longer  periods  of  hospi- 
talization than  to  the  “revolving  door”  current  pat- 
terns; and 

Whereas,  Local  community  mental  health  services 
may  not  be  able  to  properly  supervise  and  guide  the 
welfare  and  rehabilitation  of  the  emotionally  ill  with 
maximum  efficiency  and  minimal  cost;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  approving  the  concept  of 
hospital  operated  “half-way  houses”  on  a much  larger 
scale  than  presently  envisioned,  with  all  rehabilitation 
services,  to  return  the  patient  to  the  community  when 
he/she  is  capable  of  self-sustaining  behavior;  and  be  it 
further 

Resolved,  That  local  community  services  be  recon- 
stituted to  serve  essentially  self-reliant  individuals 
who,  needing  supportive,  guiding  and  structured  ther- 
apy, can  function  appropriately  in  the  local  communi- 
ty without  becoming  a public  charge;  and  be  it  further 
Resolved,  That  hospitals  and  local  services  work  in 
conjunction  and  in  harmony  to  allocate  responsibilities 
for  the  best  interests  of  the  patient;  and  be  it  further 
Resolved,  That  the  above  recommendations  be 
transmitted  to  the  appropriate  State  agencies  for  in- 
formation and  action. 

Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presentea  by  Leonard  L.  Heimoff, 
M.D.,  Chairman. 

After  deliberation  your  reference  committee  amended 
the  first  and  second  Resolved  of  Resolution  76-22  by  de- 
leting the  words  “than  presently  envisioned,  with  all  re- 
habilitation services,  to  return  the  patient  to  the  commu- 
nity when  he/she  is  capable  of  self-sustaining  behavior,” 
inserting  the  words  “Patient  should  receive  all  rehabili- 
tative services  before  returning  to  the  community  when 
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he/she  is  capable  of  self-sustaining  behavior;”  and  by  de- 
leting the  word  “local”  and  inserting  the  words  “mental 

health.” 

The  first  and  second  Resolved  would  then  read  as  fol- 
lows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  approving  the  concept  of 
hospital-operated  “half-way  houses”  on  a much  larger 
scale.  The  patient  should  receive  all  rehabilitative 
services  before  returning  to  the  community,  when  he/ 
she  is  capable  of  self-sustaining  behavior;  and  be  it  fur- 
ther 

Resolved,  That  community  mental  health  services 
be  reconstituted  to  serve  essentially  self-reliant  indi- 
viduals who,  needing  supportive,  guiding  and  struc- 
tured therapy,  can  function  appropriately  in  the  local 
community  without  becoming  a public  charge;  and  be 
it  further 

Your  reference  committee  recommends  adoption  of 
Resolution  76-22  as  amended. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  76-22  as  AMENDED . . . 


Resolution  76-86,  Opposition  to  Repeal  of  New 
York  State  Motorcycle  Helmet  Usage  Law 

Introduced  by  John  D.  States,  M.D.,  Delegate,  Section  on 
Orthopedic  Surgery 

Whereas,  Studies'in  the  United  States  and  abroad 
have  proved  that  crash  helmets  reduce  the  death  rate 
40  to  55%  among  motorcycle  accident  victims;  and 


Whereas,  Fewer  than  10%  of  motorcyclists  escape 
injury  in  motorcycle  accidents;  and 

Whereas,  Crash  helmets  are  the  single  most  effec- 
tive safety  device  for  the  motorcyclist;  and 

Whereas,  Neck  injuries  are  not  caused  by  helmets, 
although  more  motorcycle  accident  victims  with  neck 
injuries  survive  because  helmets  prevent  most  fatal 
head  injuries;  and 

Whereas,  Helmets  do  not  restrict  vision  used  in  mo- 
torcycle operation;  and 

Whereas,  Motorcycling  is  an  enjoyable  form  of  rec- 
reation and  travel,  which  cannot  be  reasonably 
banned;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  vigorously  oppose  all  efforts  to  repeal  the 
New  York  State  law  requiring  motorcyclists  wear  hel- 
mets. 


Report  of  Reference  Committee  on  Public  Health: 
The  following  report  was  presented  by  Leonard  L.  Heimoff, 
M.D.,  Chairman. 

Your  reference  committee  recommends  adoption  of 
Resolution  76-86. 


. . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  76-86. 


. . . The  House  voted  to  ADOPT  the  reference  com- 
mittee report  as  a whole  as  AMENDED . . . 
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MEDICAL 

HEALTH  SYSTEMS  AGENCIES  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  the  report  of  the  Health  Systems 
Agencies  Coordinating  Committee. 

The  committee  members  are  as  follows: 


Leonard  S.  Weiss,  M.D.,  Chairman  Orange 

Kenneth  H.  Eckhert,  M.D Erie 

Samuel  M.  Gelfand,  M.D Nassau 

John  C.  Herrman,  M.D Lewis 

Morton  Kurtz,  M.D Queens 

William  K.  Nowill,  M.D Chemung 

Thomas  D.  Pemrick,  M.D Rensselaer 

Robert  J.  Weiss,  M.D Broome 

Charles  Weller,  M.D Westchester 


Since  the  establishment  of  the  committee  after  the 
Special  Meeting  of  the  House  of  Delegates  in  November 
1975,  the  committee  has  held  two  meetings.  Reported  on 
below  are  those  matters  which  were  of  major  concern  to  the 
committee. 

Prior  to  the  meeting  of  the  House  of  Delegates  in  No- 
vember 1975,  there  were  several  committees  of  the  Society 
occupied  with  the  provisions  of  the  National  Health 
Planning  and  Resources  Development  Act  (PL  93-641) 
and  the  possible  effects  of  the  establishment  of  Health 
Service  Agencies  (HSA)  on  the  health  care  delivery  systems 
and  the  existing  forms  of  the  practice  of  medicine.  The 
House,  recognizing  the  latitude  the  Act  afforded  HSAs  to 
control  and  modify  the  practice  of  medicine,  and  the  lim- 
ited voice  alloted  to  the  practicing  physician,  approved  a 
recommendation  that  a committee  be  established  to  con- 
cern itself  with  this  area.  This  committee  was  the  out- 
growth of  that  action  and  consists  of  a representative  from 
each  of  the  eight  HSA  areas  established  within  the 
State. 

It  has  been  the  primary  goal  of  this  committee  to  stim- 
ulate interest  by  physicians  in  HSAs,  to  make  them  more 
knowledgeable  regarding  the  provisions  of  the  Act  and  our 
concerns  related  thereto  and  to  encourage  more  active 
participation  by  physicians  in  the  planning  and  operating 
phases  of  HSAs  so  that  the  practicing  physician  will  have 
a greater  input  into  the  measures  that  vitally  affect  the 
welfare  of  his  patients  as  well  as  the  modes  of  practice. 
The  committee  is  aware  of  the  legal  challenge  recently  filed 
by  the  AMA,  together  with  several  states,  to  PL  93-641 
and  the  MSSNY  House  of  Delegates'  decision  to  support 
such  legal  challenge.  Pending  the  outcome  of  the  legal 
action,  however,  the  Law  exists  and  it  has  been  decided  to 
at  least  have  a voice  rather  than  none  at  all. 

Committee  members  have  reported  on  the  status  of  their 
individual  HSAs,  the  composition  of  the  Board  or  com- 
mittees formed  or  in  formation,  with  an  interchange  of 
ideas  and  suggestions.  As  of  the  date  of  this  report  the 
committee  still  feels  that  in  most  areas  the  practicing 
physician  is  still  inadequately  represented  in  planning  the 
operational  phases.  It  has  expressed  this  in  an  earlier 
resolution,  approved  by  the  Council  on  February  26, 1976, 
as  follows: 

Whereas,  There  has  been  inadequate  representation 
of  the  physician  in  the  private  practice  of  medicine  on 
the  planning  and  operational  boards  of  the  Health  Ser- 
vice Agencies  established  or  being  established  in  New 
York  State;  and 

Whereas,  Such  lack  of  representation  has  resulted 


SERVICES 

in  a defective  construction  of  the  HSA  boards  which 
defeats  the  stated  purpose  of  PL  93-641  which  reads, 
"since  the  health  care  provider  is  one  of  the  most  im- 
portant participants  in  any  health  care  delivery  sys- 
tem, health  policy  must  address  the  legitimate  needs 
and  concerns  of  the  provider  if  it  is  to  achieve  mean- 
ingful results;  and,  thus  it  is  imperative  that  the  pro- 
vider be  encouraged  to  play  an  active  role  in  devel- 
oping health  policy  at  all  levels”;  and 

Whereas,  The  private  practicing  physician  is  the 
principal  participant  in  the  health  care  delivery  system 
with  the  most  intimate  contact  with  the  health  prob- 
lems of  the  public  and  hence  the  chief  “provider”;  and 
Whereas,  The  deficiency  noted  above  is  due  primar- 
ily to  a poor  definition  and  understanding  of  the  terms 
“provider”  and  “consumer”;  now  therefore  be  it 
Resolved,  That  the  terms  “provider”  and  “consum- 
er” be  more  adequately  defined  to  insure  a more  realis- 
tic representation  on  the  HSA  boards;  and  be  it  fur- 
ther 

Resolved,  That  the  AMA  be  requested  to  join  in  ob- 
taining the  desired  correction;  and  be  it  further 

Resolved,  That  the  appropriate  New  York  State 
representatives  in  Washington,  the  pertinent  Congres- 
sional Committee  and  governmental  agencies  be  in- 
formed of  this  resolution  through  all  appropriate  chan- 
nels. 

Mr.  Clayton  Medeiros,  Regional  Consultant  for  Health 
Planning,  Department  of  Health,  Education , and  Welfare, 
Region  II,  attended  a meeting  with  the  committee  during 
which  there  was  a very  active  question  and  answer  ex- 
change. 

Among  the  actions  taken  by  the  committee  were  the 
following: 

It  was  unanimously  recommended  and  the  Council  ap- 
proved that  MSSNY  recommend  to  the  AMA  that  a Na- 
tional HSA  Coordinating  Committee  be  established,  with 
an  appropriate  organizational  structure  within  the  AMA, 
to  deal  effectively  with  this  subject,  and  that  the  AMA 
further  encourage  all  state  medical  societies  to  establish 
coordinating  committees  similar  to  that  of  MSSNY,  and 
that  a communications  network  be  established  for  inter- 
relating such  committees. 

The  committee  voted  unanimously  to  recommend  to  the 
Council  that  MSSNY  proceed  to  immediately  establish  an 
intrastate  network  for  communication  between  MSSNY 
and  its  component  groups  on  all  pertinent  matters  relating 
to  HSA  activities. 

The  recommendation  that  the  MSSNY  Council  explore 
the  desirability  of  engaging  knowledgeable  individuals  in 
the  field  of  health  economics  and  biostatistics  either  as  a 
staff  member  or  on  a consultant  basis  was  received  for  in- 
formation. 

It  was  recommended  to  and  passed  by  the  Council  that 
the  MSSNY  endeavor  to  be  represented  on  the  State 
Health  Planning  Coordinating  Council. 

It  was  unanimously  voted  to  recommend  to  the  Council 
that  MSSNY  seek  the  extension  of  funding  to  permit  the 
interim  continuation  of  the  Regional  Hospital  Review  and 
Planning  Councils  until  such  time  as  the  HSAs  can  assume 
the  responsibilities  of  the  Councils. 

The  committee  unanimously  passed  a recommendation, 
which  was  approved  by  the  Council,  that  MSSNY  recog- 
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nizing  the  effect  HSA  agencies  may  have  on  the  practice 
of  medicine,  the  need  for  more  physicians  to  become 
knowledgeable  of  the  details  of  the  HSA  law  and  regula- 
tions, and  the  need  for  strong  liaison  with  other  medical 
groups  involved  in  this  area,  recommend  that  each  county 
medical  society  establish  an  HSA  committee. 

A communication  from  the  New  York  State  Commis- 
sioner of  Health  dated  1/19/76  indicating  the  intention  to 
close  some  acute  care  hospitals  and  curtail  services  in  other 
hospitals,  led  to  the  following  resolution  which  was  ap- 
proved by  the  Council. 

Whereas,  The  State  Health  Department  and  the 
Comprehensive  Health  Planning  agencies  have  at- 
tempted to  make  decisions  on  closing  hospitals  and 
other  departments  of  various  health  delivery  services; 
and 

Whereas,  These  decisions  are  frequently  made  on  in- 
adequate data;  and 

Whereas,  Health  Service  Agencies  are  being  formed 
rapidly  to  fully  study  all  facets  of  these  issues  and 
make  proper  decisions  on  updated  data;  now  there- 
fore be  it 

Resolved,  That  the  State  Health  Department  and 
the  currently  existing  planning  agencies  be  enjoined 
from  precipitous  decisions  in  closing  hospitals  and  cur- 
tailing medical  services  until  the  newly  formed  Health 
Systems  Agencies  become  operational;  and  be  it  fur- 
ther 

Resolved,  That  this  resolution  be  conveyed  to  the 
New  York  State  Health  Department  through  appro- 
priate channels. 

The  committee  aware  of  the  enormous  potential  to  re- 
structure the  rendering  of  medical  care  has  evidenced  the 
concern  this  Act  merits  and  the  purpose  to  keep  abreast  of 
all  developments. 

The  Chairman  expresses  his  appreciation,  speaking  for 
himself  as  well  as  the  Society,  to  the  members  of  the  com- 
mittee who  have  devoted  their  time  and  effort  to  its  pur- 
poses. To  Max  N.  Howard,  M.D.,  Director  of  the  Division 
of  Medical  Services,  to  Mr.  William  D.  Brainin,  Associate 
Director,  and  to  Miss  Alice  E.  Wheeler,  Administrative 
Assistant,  go  our  thanks  for  their  efforts  and  their  indus- 
try. 

Respectfully  submitted, 

Leonard  S.  Weiss,  M.D.,  Chairman 


HEALTH  SYSTEMS  AGENCIES  ( SUPPLEMEN- 
TARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  the  submission  of  the  Annual  Report,  the  Health 
Systems  Agencies  Coordinating  Committee  met  on  Sep- 
tember 29,  1976  and  considered  the  following  subjects: 
The  Chairman  introduced  and  welcomed  Mr.  Nicholas 
Maginardo,  Associate  Director  of  the  NYS  Health  Plan- 
ning Commission,  thanked  him  for  attending  and  invited 
him  to  participate  freely  in  the  committee’s  discussions. 
Mr.  Maginardo  replied  that,  speaking  for  the  Executive 
Director,  Mr.  William  F.  Leavy,  they  welcomed  the  op- 
portunity to  develop  a liaison  with  the  Medical  Society  of 
the  State  of  New  York. 

HSA  Meeting  November  10,  1976 

It  was  agreed  that  an  open  meeting  by  this  committee 
held  during  the  annual  meeting  of  the  MSSNY  would  af- 
ford an  opportunity  for  a greater  number  of  physicians 


from  all  parts  of  the  State  to  voice  their  views  and  to  be 
informed  on  what  is  transpiring  in  regard  to  Health  Sys- 
tems Agencies  throughout  the  State.  Accordingly  the  next 
meeting  of  the  committee  is  scheduled  for  5 P.M.  on  No- 
vember 10,  1976,  in  the  Americana  Hotel,  Malmaison 
Rooms  7 & 8. 

The  program  for  the  meeting  was  discussed.  The  gen- 
eral topic  would  be  “Current  Status  and  Future  Plans  for 
the  Implementation  of  the  Provisions  of  the  National 
Health  Planning  and  Resources  Development  Act.”  It  was 
further  agreed  that  the  following  be  invited  as  panelists. 
Mr.  William  F.  Leavy,  Executive  Director 
NYS  Health  Planning  Commission 
Ms.  Florence  B.  Fiori,  Director 

Division  of  Resource  Development,  HEW 
Mr.  Gary  Schwartz,  Health  Planning  Coordinator 
American  Medical  Association 
Mr.  Thomas  Cranshaw,  Chairman  of  the  NYS 
Conference  of  Executive  Directors  of  HSAs. 

It  was  suggested  that  the  panelists  be  requested  to 
present  a short  summary  of  the  developments  in  their 
particular  area  so  that  adequate  time  would  be  available 
for  a question  and  answer  period.  It  is  hoped  that  as  many 
members  of  this  committee  as  possible  will  attend  the 
meeting  and  be  present  to  participate  actively  in  the  dis- 
cussion. 

AMA  House  of  Delegates  Resolution  #127.  Estab- 
lishment of  National  Health  Systems  Agency  Coor- 
dinating Committees 

Pursuant  to  the  recommendation  of  this  committee  the 
MSSNY  Council  introduced  a resolution  to  effect  the 
above  at  the  June  1976  AMA  meeting.  The  House  referred 
the  resolution  to  the  Board  of  Trustees  for  study  as  to  the 
feasibility  and  the  desirability  at  this  time  of  establishing 
a National  Health  Systems  Agency  Coordinating  Com- 
mittee and  instituting  other  actions  requested  in  the  res- 
olution. 

AMA  House  of  Delegates  Resolution  #128.  Definition 
of  Terms  ‘‘Provider”  and  “ Consumer ” 

This  resolution  was  also  introduced  at  the  AMA  June 
1976  meeting  to  implement  the  recommendation  by  this 
committee  and  approved  by  the  MSSNY  Council.  It  too 
was  referred  to  the  AMA  Board  of  Trustees  for  appropriate 
action. 

A report  from  the  AMA  Board  of  Trustees  on  the  above 
two  resolutions  should  be  forthcoming  in  the  December 
AMA  meeting.  It  was  stressed  that  our  delegates  to  the 
AMA  should  be  prepared  to  press  for  the  implementation 
of  the  intent  of  these  resolutions.  Dr.  Goldmark  stated 
that  he  would  see  to  it  that  the  MSSNY  position  is  fully 
presented  to  the  Reference  Committee  considering  these 
resolutions. 

Report  of  Developments  in  HSA  areas: 

Area  1 Dr.  Howard  reported  that  Dr.  Eckhert  had  in- 
formed him  that  there  is  adequate  physician  representation 
on  both  the  Executive  Committee  and  the  Governing 
Board  and  that  relations  are  very  satisfactory. 

Area  2 Dr.  Stoll:  An  Executive  Committee  of  25  mem- 
bers has  been  established.  There  are  five  physicians  on 
the  committee,  three  of  whom  are  in  private  practice.  A 
governing  board  of  eight  members  is  being  constituted  on 
which  they  have  inadequate  physician  representation  and 
efforts  are  being  made  to  increase  the  number  of  practicing 
physicians.  The  relationship  with  the  PSRO  is  not  satis- 
factory. 
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Area  3 Dr.  Herrman:  There  is  an  excellent  balance  both 
geographically  and  professionally  in  the  eleven  counties 
covered  and  the  various  committees  are  working  out  well. 
Subarea  councils  are  in  the  process  of  being  formed  and  it 
is  hoped  to  maintain  the  same  geographically  professional 
balance  attained  so  far.  The  main  problem  in  the  area  has 
been  the  differences  between  county  governmental 
groups. 

Area  4 No  report  available. 

Area  5 Dr.  Pemrick:  There  are  two  physicians  on  the 
executive  committee,  one  in  active  practice  and  the  other 
a hospital  administrator.  The  17  counties  encompassed 
in  the  area  have  a wide  geographical  dispersion.  Subarea 
councils  are  being  established  in  each  county  and  there  is 
some  difference  of  opinion  as  to  whether  some  of  the 
counties  should  be  grouped  together.  Overall  it  is  felt  that 
physicians  have  adequate  representation  with  good  input 
to  the  important  committees  and  good  relationships. 

Parenthetically  he  mentioned  that  several  obstetric - 
pediatric  departments  in  hospitals  have  been  closed  by 
action  of  the  State  Department  of  Health  and  the  recom- 
mendation of  the  HSA. 

Area  6 Dr.  Howard  reported  that  Dr.  Weller  informed 
him  that  in  this  area  an  excellent  rapport  has  been  estab- 
lished between  the  practicing  physicians  of  the  HSA  and 
that  physicians  have  adequate  representation  on  the  Ex- 
ecutive Committee,  the  governing  board  and  the  subarea 
councils. 

Area  7 Dr.  Kurtz:  There  is  great  dissatisfaction  with  the 
manner  in  which  the  HSA  in  this  area  is  conducting  its 
operations.  There  is  only  one  practicing  physician  on  the 
Executive  Committee,  and  one  nonofficial  M.D.  invited. 
The  percentages  work  out  to  8%  practicing  physicians  on 
the  Executive  Committee  and  5%  on  the  governing  board. 
Five  subcommittees  are  being  formed,  one  for  each  county, 
with  two  physicians  invited  to  sit  on  each  of  the  subcom- 
mittees. The  involved  counties  consider  this  number,  as 
well  as  the  interrelationships,  entirely  unsatisfactory. 

There  was  considerable  discussion  of  the  troubled  sit- 
uation in  New  York  City  with  the  comment  made  that  this 
area,  because  of  the  numbers  involved,  may  be  a bell- 
weather  that  other  areas  follow.  Dr.  Beilin,  then  NYC 
Commissioner  of  Health,  on  August  18,  1975,  stated  in  a 
communication  to  the  chairman  of  the  Coordinating 
Council  of  the  five  county  medical  societies.  “I  agree  with 
you  that  it  would  be  useful  if  all  proposals  with  potential 
impact  on  the  professional  activities  of  practicing  physi- 
cians routinely  be  referred  to  the  appropriate  county 
medical  society  for  its  study  and  suggestions.  I would 
support  such  a policy  for  the  Health  Systems  Agency  now 
in  the  process  of  formation.”  The  spirit  of  this  commu- 
nication has  been  totally  disregarded.  The  recent  news- 
paper release  by  the  Executive  Director  of  HSA  naming  30 
hospitals  to  be  closed,  without  any  referral  to  the  HSA 
Executive  Committee  or  Board  for  discussion  was  cited  as 
an  example  of  the  highhanded  manner  in  which  this  area 
HSA  has  been  operating.  This  creates  an  adversary  rela- 
tionship that  can  only  lead  to  confrontation.  It  is  hoped 
that  physicians  seize  every  opportunity  to  make  themselves 
heard  and  felt. 

Area  8 Dr.  Gelfand:  There  has  been  no  HSA  action  of 
note  to  date.  Subcouncils  have  been  formed  for  Nassau- 
Suffolk  respectively.  Sixteen  physicians  have  been  rec- 
ommended for  the  Nassau  subcouncil.  Further  subcom- 
mittees are  in  the  planning  stage. 


Alternate  Delegate  for  Physician-Members. 

The  demands  on  the  time  of  a practicing  physician  with 
unexpected  crises,  are  such  that  it  may  be  impossible  for 
the  designated  individual  to  attend  all  scheduled  meetings. 
Providing  for  an  alternate  delegate  has  therefore  been 
previously  discussed,  the  alternate  to  have  all  the  rights  and 
privileges  of  the  regular  member  including  a proxy  vote. 
Dr.  Herrman  stated  that  in  Area  3 provisions  for  an  alter- 
nate have  been  incorporated  into  the  Bylaws,  applying  not 
Offcly  to  physicians  but  to  all  members,  provided  the  alter- 
nate represents  the  same  group  as  the  member  for  whom 
he  is  substituting. 

PL  93-641  is  silent  on  the  question  of  alternates  but  it 
was  thought  unlikely  that  there  would  be  any  HEW 
objection.  It  was  noted  that  PSRO  provides  for  alternates. 
Mr.  Maginardo  felt  that  the  request  for  an  alternate  was 
reasonable  and  feasible.  He  suggested  that  this  matter 
might  be  brought  to  the  attention  of  the  chairman  of  the 
NYS  Conference  of  Executive  Directors  of  HSAs. 

Action:  It  was  moved,  seconded  and  unanimously 

passed  that  MSSNY  take  the  necessary  steps  to  provide 
for  an  alternate  delegate  on  HSA  bodies,  at  all  levels,  this 
delegate  to  serve  in  the  absence  of  the  designated  member 
with  the  right  to  vote,  and  to  receive  regularly  all  agency 
material  so  as  to  remain  knowledgeable  of  the  proceed- 
ings. 

Summary  of  Physician-HSA  Interrelationships. 

It  was  noted  that  the  interrelationships  as  reported 
above  range  from  the  tranquil  to  very  troubled,  with 
problems  more  noticeable  in  areas  with  denser  populations. 
MSSNY  could  and  should  play  a role  in  alleviating  some 
of  the  problems.  It  should  disseminate  pertinent  infor- 
mation to  the  county  medical  societies  for  the  knowledge 
and  indoctrination  of  their  HSA  representatives  so  that  the 
latter  would  be  fully  informed  and  prepared  to  properly 
present  the  position  of  the  practicing  physicians.  This 
would  be  a staff  function,  but  to  be  effectively  performed 
it  is  necessary  that  MSSNY  be  made  aware  promptly  of 
problems  and  the  members  of  this  committee  are  requested 
to  forward  to  the  attention  of  the  Division  Director  dif- 
ficulties within  their  areas  as  they  develop. 

Mr.  Maginardo  commented  that  the  Executive  Directors 
of  the  HSA  met  monthly  and  that  problems  of  the  type 
discussed  could  be  brought  to  those  meetings  for  discussion 
and  possible  solution.  He  suggested  that  a liaison  be  es- 
tablished between  that  group  and  MSSNY.  The  chairman 
suggested  that  a representative  of  the  HSA  Executive  Di- 
rectors Conference  be  invited  to  attend  a meeting  of  this 
committee. 

Mr.  Maginardo  further  suggested  that  MSSNY  establish 
interrelationships  with  the  various  committees  responsible 
for  health  services  in  New  York  State.  He  mentioned  the 
possibility  of  MSSNY  having  a representative  on  the  State 
Health  Coordinating  Council  as  well  as  the  Public  Health 
Council  since  these  two  committees  are  responsible  for  any 
action  taken  on  HSA  recommendations.  The  chairman 
commented  that  MSSNY  has  been  more  than  willing  to 
establish  the  suggested  relationships  but  has  run  into 
roadblocks  that  have  prevented  such  being  effected.  He 
stressed  that  a cooperative  rather  than  an  adversary  rela- 
tionship would  certainly  be  advantageous  to  all  and  par- 
ticularly to  the  welfare  of  the  Public. 

It  was  moved  and  unanimously  passed  that  the  chairman 
invite  the  representatives  of  the  NYS  Health  Planning 
Commission  and  the  chairman  of  the  Executive  Directors 
HSA  Conference  to  attend  a meeting  of  this  committee. 
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HSA  Position  Paper 

The  following  was  approved  as  a statement  of  the 
MSSNY’s  position  on  HSAs. 

“The  MSSNY  questions  the  constitutionality  of  PL 
93-641.  However,  as  it  is  the  law,  MSSNY  encourages 
its  component  county  medical  societies  to  establish  HSA 
committees,  to  become  knowledgeable  and  involved,  and 
to  make  themselves  available  to  the  Agencies  for  dis- 
cussion. It  also  endorses  the  AMA  action  in  its  legal 
challenge  of  the  law. 

“We  question  whether  PL  93-641  will  attain  its  stated 
goals  because  of  the  minimal  role  alloted  to  the  prac- 
ticing physician.  The  keystone  of  any  successful  health 
care  plan  is  the  practicing  physician.  Good  medical  care 
is  dependent  upon  individual  patient-physician  rela- 
tions. 

“The  introduction  to  PL  93-641  reads.  “.  . . it  is  im- 
perative that  the  provider  be  encouraged  to  play  an  ac- 
tive role  in  developing  health  policy  at  all  levels.”  The 
MSSNY  has  been  discouraged  to  observe  that  HSA  ac- 
tivity within  New  York  State  has  ignored  this  concept 
at  all  levels.  We  are  disturbed  that  a program  which  has 
the  potential  to  completely  alter  the  delivery  of  medical 
care  ignores  the  benefits  to  be  derived  from  the  expertise 
of  the  privately  practicing  physician. 

“The  PL  93-641  program  should  be  a cooperative  ef- 
fort, with  practicing  physicians  a prime  source  of  infor- 
mation to  be  utilized  by  HSA  at  all  levels.” 

It  was  moved,  seconded  and  unanimously  passed  that 
if  MSSNY  is  requested  to  designate  a representative  to  the 
NYS  Health  Coordinatfhg  Council  that  that  representative 
be  the  Chairman  of  the  MSSNY  HSA  Coordinating 
Committee. 

It  was  further  duly  moved  and  passed  that  the  county 
medical  societies  be  apprized  of  this  action  and  their  sup- 
port enlisted. 

Respectfully  submitted, 

Leonard  S.  Weiss,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

Your  reference  committee  reviewed  the  annual  and 
supplementary  reports  of  this  recently  constituted  com- 
mittee, noted  with  approval  that  the  committee  members 
each  represent  a specific  HSA  area  and  that  these  members 
have  been  most  diligent  in  determining  and  reporting  the 
status  of  events  within  their  respective  areas  to  the  full 
committee.  The  subject  matter  covered  in  the  reports 
reveals  a full  comprehension  of  the  importance  of  the 
Health  Systems  Agencies  as  provided  for  in  PL  93-641. 

Your  reference  committee  noted  the  position  paper 
contained  in  the  supplementary  report.  This  position 
paper  states  that,  pending  the  outcome  of  the  challenge  of 
the  constitutionality  of  PL  93-641,  physicians  should  be- 
come knowledgeable  of  and  involved  in  the  implementation 
of  PL  93-641 . The  reference  committee  concurs  with  the 
opinions  expressed  before  it  that  physicians  must  recognize 
the  significance  of  this  new  law  as  it  now  stands,  and  of  the 
major  impact  it  will  have  on  the  health  care  delivery  system 
of  the  future  and  its  continuing  effects  on  the  practice  of 
medicine.  Your  reference  committee  strongly  urges  that 
every  county  medical  society  establish  advisory  committees 
on  Health  System  Agencies  and  that  an  effective  system 
of  communications  between  their  county  medical  society, 


their  HSA  representatives,  MSSNY  and  AMA  be  estab- 
lished and  maintained.  Your  reference  committee  rec- 
ommends that  this  position  paper  be  approved  as  the  po- 
sition of  MSSNY. 

Your  reference  committee  calls  to  the  attention  of  the 
delegates,  a special  meeting  on  “The  Current  Status  and 
the  Future  Plans  of  the  Health  Systems  Agencies,”  which 
is  being  convened  at  five  P.M.  on  Wednesday,  November 
10  in  Malmaison  Rooms  seven  and  eight,  and  urges  that 
you  make  every  effort  to  attend.  The  level  of  the  sympo- 
sium participants  in  the  HSA  structure  affords  an  excellent 
opportunity  to  pose  the  problems  that  trouble  practicing 
physicians.  The  participants  are: 

Mr.  William  T.  Leavy,  Executive  Director,  New  York 
State  Health  Planning  Commission 
Ms.  Florence  B.  Fiori,  Director,  Division  of  Resources 
Development,  HEW 

Mr.  Gary  Schwartz,  Health  Planning  Coordinator, 
AMA 

Representative  from  the  New  York  State  Conference  of 
Executive  Directors  of  HSAs. 

Your  reference  committee  commends  the  efforts  of 
Leonard  S.  Weiss,  M.D.,  and  the  members  of  his  committee 
for  their  fine  efforts  during  the  past  year. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
this  portion  of  the  reference  committee  report  .... 

INTERSPECIALTY  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Interspecialty  Committee  is  composed  of  the  fol- 
lowing: 

Donald  H.  Stewart,  Jr.,  M.D.,  Chairman  


Onondaga 

Harold  E.  Berson,  M.D Kings 

Kenneth  H.  Brookler,  M.D New  York 

Irving  Cramer,  M.D Oneida 

Henry  Fleck,  M.D Bronx 

Irwin  Gribetz,  M.D New  York 

Donald  W.  Hall,  M.D Erie 

Herbert  Joyce,  M.D Erie 

Norman  B.  Kanof,  M.D New  York 

Herbert  Lansky,  M.D Erie 

Samuel  H.  Madell,  M.D New  York 

Andrew  J.  McGowan,  Jr.,  M.D New  York 

Robert  C.  Mickatavage,  M.D Westchester 

Howard  B.  Rasi,  M.D Kings 

William  J.  Rogers,  III,  M.D Erie 

Edward  C.  Sinnott,  M.D Nassau 

John  R.  Williams,  Jr.,  M.D Monroe 


Four  meetings  of  the  committee  were  held  during  the 
past  year. 

Resolution  75-62  (Specialty  Society  Representation 
in  the  Sections): 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  the  appropriate  steps  to  secure  a 
change  in  the  Bylaws  so  as  to  permit  only  those  most 
interested  in  the  particular  specialty  section  to  have  a 
voice  in  determining  the  policies  to  be  advanced  by 
that  section;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  XII,  Section  1 , paragraph  1 shall  be  amended 
to  read  as  follows: 
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* The  House  of  Delegates  shall  designate  those  sci- 
entific sections  entitled  to  representation  in  the 
Medical  Society  of  the  State  of  New  York.  Such 
sections  shall  correspond  to  the  Statewide  specialty 
societies  recognized  by  the  Council  of  the  Medical 
Society  of  the  State  of  New  York.  These  scientific 
sections  designated  by  the  House  of  Delegates  shall 
organize  at  their  annual  meeting  by  the  election  of 
officers.  Officers  to  be  elected  shall  include  a chair 
man,  a vice-chairman,  a secretary,  and  a delegate  to 
the  House  of  Delegates.  The  chairman,  vice-chair- 
man, and  delegate  must  be  members  of  both  the 
Statewide  specialty  societies  and  the  Medical  Soci- 
ety of  the  State  of  New  York  and  shall  be  elected  for 
one  year  terms.  The  secretary  shall  be  elected  for 
such  term  as  the  section  may  deem  desirable,  (ma- 
terial in  italics  is  new) 

Article  XII,  Section  1,  paragraph  2 should  be  amended 
to  read  as  follows: 

“ The  presidents  of  each  of  the  Statewide  specialty 
societies  recognized  by  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  shall  be  requested 
to  submit  to  the  office  of  the  Executive  Vice-Presi- 
dent the  names  of  not  less  than  three  nor  more  than 
five  nominees  for  the  officers  of  their  corresponding 
sections  not  less  than  ninety  days  prior  to  the  sec- 
tion’s annual  business  meeting.  Such  nominees 
shall  be  voted  on,  together  with  all  other  nominees 
submitted,  at  the  annual  business  meeting  of  the 
section.  All  such  nominees  must  be  members  of  the 
Medical  Society  of  the  State  of  New  York.  To  par- 
ticipate in  the  election  of  any  section,  a member  of 
the  Medical  Society  of  the  State  of  New  York  must 
be  registered  with  such  section. 

Active  members  shall  designate  that  scientific  sec- 
tion for  which  they  desire  to  be  registered  at  the 
time  their  dues  are  remitted  for  the  year.  Life 
members  shall  notify  the  Medical  Society  of  the 
State  of  New  York  with  respect  to  their  choice  of  a 
section  not  less  than  ninety  days  prior  to  the  annu-  . 
al  business  meeting  of  such  section.”  (material  in 
italics  is  new) 

This  resolution  was  introduced  in  the  1975  House 
without  reading  and  will  be  acted  upon  at  the  next  session 
of  the  House  of  Delegates  in  November  of  1976,  in  keeping 
with  the  constitutional  requirement.  In  the  interim  it  will 
be  under  consideration  by  MSSNY's  Committee  on  Bylaws 
and  any  recommendations  for  changes  can  and  should  be 
addressed  to  that  committee  for  its  consideration  and  final 
recommendation  to  the  House  of  Delegates  in  November 
1976. 

The  subcommittee,  chaired  by  Dr.  Samuel  Madell,  met 
twice  with  the  Council’s  Ad  Hoc  Committee  to  study  the 
Reorganization  of  the  Sections  to  present  the  viewpoints 
of  this  committee.  There  was  general  agreement  that  there 
should  be  changes  to  effect  greater  involvement  in  the  re- 
sponsibility for  the  sections  by  the  respective  specialty 
societies. 

It  was  agreed  that  for  clarification,  changes  in  the 
wording  of  the  resolution  were  warranted  to  attain  the 
desired  end  of  specialty  society  responsibility  for  Scientific 
Section  activities.  This  resolution  was  approved  in  prin- 
ciple with  a subcommittee  to  prepare  the  desired  changes 
for  forwarding  to  the  Committee  on  Bylaws.  Dr.  Madell, 
chairman  of  the  subcommittee,  will  present  the  views  of 
this  committee  to  the  Bylaws  Committee  when  it  meets  to 


consider  this  matter.  There  was  accord  that  the  wording 
in  the  Bylaws  should  assure: 

1.  That  the  policies  advanced  by  a specialty  sec- 
tion, reflect  the  consensus  of  a specialty  society,  orga- 
nized on  a Statewide  basis; 

2.  Provide  improved  and  more  effective  channels 
of  communication  and  interaction  between  the  Sec- 
tions and  the  Council  of  the  MSSNY  through  the  me- 
dium of  the  Interspecialty  Committee. 

» •Additional  considerations  to  be  presented  to  the  Com- 
mittee on  Bylaws  are: 

A.  Sections  be  designated  only  where  there  are 
specialty  societies,  organized  on  a Statewide  basis,  that 
includes  the  section  designation. 

B.  Restriction  of  voting  in  a section  to  those  who 
register  in  that  section  at  the  time  their  dues  is  paid. 

C.  The  process  for  the  nomination  and  election  of 
officers  of  a section. 

D.  The  provision  for  an  alternate  section  delegate. 

E.  The  payment  for  section  expenses. 

F.  Section  meetings  be  held  at  different  times  than 
the  business  meetings  and  that  they  may  be  held  in  dif- 
ferent locations  in  the  State. 

Resolution  75-65  ( Specialty  Recognition  of  Family 
Practice) 

Resolved,  That  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  instruct  the  Coun- 
cil to  use  every  available  means  to  bring  about  the  ap- 
propriate specialty  recognition  of  Family  Practice  by 
the  Department  of  Social  Services,  Workmen’s  Com- 
pensation Board,  Medicare,  and  all  other  interested 
third  parties  on  the  basis  equal  to  the  recognition  now 
given  to  all  other  medical  and  surgical  specialties. 
Discussion  noted  that  this  resolution  was  essentially  a 
repetition  of  similar  ones  approved  by  the  House  of  Dele- 
gates in  previous  years.  The  representative  of  the  Family 
Physicians  stated  that  his  organization  wanted  recognition 
equal  to  that  afforded  all  other  specialties,  and  that  as  to 
implementation  actions,  this  was  a “generality”  at  this 
time. 

The  resolution  was  referred  to  the  Council  for  appro- 
priate follow-up  action.  The  Council  did  mail  letters  to 
the  groups  mentioned  in  the  resolution  requesting  their 
acceptance  and  implementation. 

Resolution  75-67  ( Equal  Fee  for  Equal  Service) 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  as  policy  that  all  physicians  be 
reimbursed  by  all  New  York  State  Fee  Schedules  on 
the  basis  of  equal  fee  for  equal  service;  and  be  it  fur- 
ther 

Resolved,  That  in  regard  to  the  medical  section  of 
MSSNY’s  Relative  Value  Scale,  it  reflect  the  modes  of 
practice  in  all  specialties,  making  it  the  responsibility 
of  each  specialty  society  to  advise  its  membership  in 
the  proper  use  of  the  RVS  coding. 

The  committee  spent  considerable  time  in  the  discus- 
sion of  this  resolution  and  its  ramifications.  Background 
material  and  correspondence  relating  to  previous  com- 
mittee deliberations  of  these  matters  and  events  since  were 
distributed  beforehand. 

The  position  of  the  family  physicians,  the  problems  they 
were  faced  with  and  the  need  for  adequate  recognition  of 
the  specialty  of  Family  Practice  was  set  forth  by  their 
representative.  He  agreed  that  the  Workmen’s  Com- 
pensation Board  had  afforded  recognition  by  designating 
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a specific  Family  Practice  category  but  that  in  establishing 
the  fee  schedule  for  this  category  had  denied  it  equal  re- 
muneration with  other  specialists. 

Ii  was  felt  by  the  Interspecialty  Committee  that  the 
Workmen’s  Compensation  Fee  Schedule  was  not  within 
its  purview,  and  it  was  felt  that  it  would  be  inappropriate 
for  the  Interspecialty  Committee  to  act  on  a schedule  of 
fees  for  third  party  payors,  although  relativity  between 
specialists  was  a proper  topic  for  the  meeting. 

Dr.  Max  N.  Howard  called  the  committee’s  attention  to 
the  wording  of  resolution  75-67,  suggesting  that  the  com- 
mittee not  concern  itself  with  numerical  fees,  and  reported 
that  this  resolution  had  also  been  considered  by  the  So- 
cioeconomics Committee  which,  unable  to  define  “equal 
service,”  had  deferred  to  the  Interspecialty  Committee, 
since  a solution  would  involve  relationships  between  var- 
ious specialty  groups.  He  further  suggested  the  committee 
address  itself  to  the  problem  of  how  one  identifies  and 
evaluates  “equal  service”;  once  that  is  solved  the  “equal 
fee”  takes  care  of  itself. 

After  lengthy  discussion,  the  committee  felt  it  could  not, 
at  this  time,  resolve  the  issue.  It  was  moved  and  passed 
unanimously  that  MSSNY  be  urged  to  appropriate  the 
necessary  monies  to  conduct  the  Usually  Performed  Ser- 
vices Survey,  the  results  of  which  should  help  in  arriving 
at  a decision  regarding  the  resolution.  The  Council  ap- 
proved this  recommendation. 

It  was  voted  that  the  committee  recommend  to  the 
Council  that  the  principle  of  resolution  75-67  be  reaffirmed 
and  that  MSSNY  do  all  it  can  to  influence  the  Workmen’s 
Compensation  Board  £o  establish  adequate  fees  for  the 
specialty  of  Family  Practice.  This  was  passed  by  a vote 
of  five  ayes  with  four  abstentions.  The  Council  approved 
this  recommendation. 

Questionnaire  to  Determine  the  Usually  Performed 
Office  and  Hospital  Services  by  Specialty.  On  May  9, 
1975,  it  was  reported  that  only  a very  few  of  the  specialty 
societies  had  submitted  the  lists  of  the  most  commonly 
performed  office  services  as  approved  by  this  committee 
in  several  past  meetings.  Dr.  Donald  H.  Stewart,  Jr., 
commented  that  there  was  confusion  as  to  the  definition 
of  the  phrase  “most  common  office  visits.”  Dr.  John  R. 
Williams,  Jr.,  reviewed  the  problem  stressing  that  the 
previous  survey  had  indicated  there  were  differences  be- 
tween specialists  in  different  disciplines  of  the  usual  type 
of  office  procedures  performed  and  that  the  purpose  of  the 
survey  was  to  indicate  these  differences  so  that  the  RVS 
could  be  utilized  effectively  by  the  Workmen’s  Compen- 
sation Board  and  those  third  party  payors  that  would  use 
the  RVS  as  a basic  document.  President  Emerson  stated 
that  the  various  national  health  insurance  proposals  being 
considered  in  Washington  included  the  promulgating  of 
fee  schedules,  and  it  was  necessary  to  have  our  own  valid 
data  available  to  be  prepared  for  meaningful  dialogues  with 
governmental  agencies. 

It  was  decided  that  a questionnaire  that  would  clearly 
spell  out  the  information  desired,  and  would  be  the  same 
for  each  specialty  society,  be  prepared  to  include  both  office 
and  hospital  visits.  It  was  voted  unanimously  that  Dr. 
Williams  and  Dr.  Stewart  develop  a questionnaire  to  obtain 
the  needed  information  regarding  common  office  and 
hospital  visits  and  the  usual  charges  for  these;  that  this 
questionnaire  be  mailed  to  each  member  of  the  committee 
for  review  and  comment  and,  following  approval  by  the  full 
committee,  be  forwarded  to  each  specialty  society  for 


mailing  to  their  individual  members  with  a cut-off  date 
thirty  days  after  such  mailing;  and  the  results  then  to  be 
submitted  to  the  committee  for  correlation. 

On  June  22,  1975,  Dr.  Stewart  stated  he  had  received 
only  five  replies  to  his  letter  of  April  23,  1975,  addressed 
to  all  members  of  the  committee,  requesting  that  they 
consider  the  problem,  set  forth  the  purpose  the  information 
received  would  serve,  and  how  it  was  to  be  utilized,  and  list 
any  suggestions  for  modifying  the  questionnaire.  A 
comprehensive  reexploration  of  the  matter  followed.  The 
suggestion  that  the  RVS  code  numbers  be  used  was  dis- 
approved since  the  basic  problem  was  that  the  code  num- 
ber items  and  the  accompanying  terminology  were  applied 
differently  in  the  various  specialties,  a conclusion  that  was 
confirmed  by  the  original  questionnaires  when  the  RVS 
was  being  developed.  Doubts  were  raised  whether  the 
results  of  the  questionnaire  could  be  correlated  with  the 
RVS  codes.  It  was  also  pointed  out  there  were  not  only 
differences  in  the  application  of  the  codes  between 
specialties  but  also  within  a specialty.  The  suggestion  that 
the  questionnaire  be  sent  to  the  chairmen  of  the  Economic 
Committees  of  the  various  specialty  societies  for  their  re- 
view and  opinion  was  disapproved.  Attention  was  called 
to  the  committee’s  repeated  decision  that  guidelines  were 
necessary  to  assist  physicians  to  use  those  code  numbers 
that  would  reflect  the  services  or  procedures  they  were 
reporting  and  that  these  guidelines  were  to  be  made 
available  to  the  specialty  societies  and,  upon  request,  to 
third  parties. 

Several  changes  in  the  questionnaire  were  approved. 

A motion  was  made  and  passed,  with  two  nay  votes,  that 
the  amended  questionnaire  be  distributed  to  the  entire 
membership  of  MSSNY  and  returned  to  the  Director  of  the 
Division  of  Medical  Services  for  his  compilation  and 
analysis,  with  copies  of  each  return  forwarded  to  the  ap- 
propriate specialty  society  for  its  review  and  analysis,  and 
for  the  development  of  correlative  guidelines  to  enable  the 
meaningful  utilization  of  the  RVS.  This  was  approved  by 
the  Council  and  a budgetary  allotment  established  by  the 
Budget  and  Finance  Committee. 

On  May  21,  1976,  the  committee  considered  a letter 
addressed  to  the  President  of  MSSNY  and  forwarded  for 
its  attention  by  the  Council.  Dated  December  19,  1975, 
and  signed  by  Dr.  M.  Theodore  Tanenhaus,  President  of 
the  New  York  State  Academy  of  Family  Physicians,  it  re- 
quested that  the  Interspecialty  Committee  reevaluate 
whether  such  a survey  should  be  conducted.  Dr.  Tanen- 
haus discussed  his  letter  and  went  on  to  say  that  it  was 
probable  that  if  the  survey  was  conducted  the  Academy 
would  probably  not  cooperate  in  carrying  it  out.  The 
committee  voted  that  the  project  be  continued  and  that 
staff  was  to  develop  a methodology  to  be  presented  to  the 
committee  for  its  approval.  The  staff  is  in  the  process  of 
doing  so. 

Continuing  Medical  Education.  The  Interspecialty 
Committee  has  kept  abreast  of  the  activities  of  MSSNY’s 
Committee  on  Continuing  Medical  Education,  with  a rep- 
resentative attending  the  meetings  of  the  latter  committee 
and  reporting  thereon,  and  in  response  to  its  request 
reactivated  the  Subcommittee  on  Continuing  Medical 
Education  of  the  Interspecialty  Committee  in  June  1976, 
with  Dr.  John  R.  Williams,  Jr.,  as  chairman.  All  parties 
concerned  with  this  matter  are  convinced  that  the  specialty 
societies  must  play  an  important  role  in  the  program  if  the 
desired  goal  of  effective  continuing  medical  education  is 
to  be  attained.  There  has  been  lengthy  discussion,  both 
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at  the  subcommittee  and  the  full  committee  levels,  of  the 
various  facets  and  complexities  involved  in  such  pro- 
grams. 

The  effect  of  a mandatory  requirement  of  participation 
in  a continuing  medical  education  program  as  a requisite 
for  continued  membership  in  MSSNY,  and  the  probability 
of  a State  governmental  requirement  of  evidence  of  par- 
ticipation in  a continuing  medical  education  program  for 
relicensure,  received  particular  attention.  The  subject  of 
continuing  medical  education  being  on  the  agenda  for  the 
special  meeting  of  MSSNY’s  House  of  Delegates  in  No- 
vember, 1975,  the  delegates  of  the  specialty  sections  were 
advised  to  be  thoroughly  briefed  and  to  be  prepared  to 
present  their  respective  society’s  viewpoint  at  that  time. 
There  was  also  considerable  discussion  of  the  make-up  of 
the  proposed  Council  that  would  include  the  State  Edu- 
cation Department,  Department  of  Health  and  the  medical 
schools,  in  addition  to  the  MSSNY’s  and  specialty  societies’ 
representatives. 

The  following  motions  were  approved  for  presentation 
to  the  House  of  Delegates  in  November  1975: 

1.  That  the  Interspecialty  Committee  endorse  the 
action  of  the  Committee  on  Continuing  Medical  Edu- 
cation which  recommended  that  continued  member- 
ship in  MSSNY  require  proof  of  participation  in  a con- 
tinuing medical  education  program,  including  those  so 
recognized  by  specialty  societies  represented  on  the 
MSSNY  Interspecialty  Committee  and  designed  ac- 
cording to  the  criteria  established  by  and  acceptable  to 
MSSNY. 

2.  That  the  Interspecialty  Committee  recommend 
that  MSSNY  accept  the  concept  that  the  New  York 
State  Specialty  Societies  will  assume  the  responsibility 
to  assure  that  educational  programs  relative  to  their 
specialty  are  meaningful  and  effective,  and  will  per- 
form this  function  under  the  auspices  of  MSSNY  as 
the  AMA  accrediting  agent. 

3.  The  Interspecialty  Committee  recommends 
that  MSSNY  support  and  explore  the  concept  of  de- 
veloping an  acceptable  assessment  of  performance 
program  in  cooperation  with  the  specialty  societies. 

In  the  discussion  of  the  above  some  committee  mem- 
bers were  troubled  that  this  might  interfere  with  or 
disrupt  programs  already  established  by  their  national 
or  state  societies  which  the  AMA  has  recognized  as  ac- 
crediting agencies.  It  was  stated  that  the  MSSNY 
program  would  not  affect  national  organization-AMA 
relationships,  would  not  affect  intrastate  specialty 
programs  presently  approved  by  the  AMA,  but  that 
since  the  AMA  had  designated  MSSNY  as  the  accred- 
iting agent  within  New  York  State,  such  future  func- 
tions w'ould  be  carried  out  as  per  the  resolution. 

The  following  statement  was  also  approved  for  presen- 
tation with  the  above  motion  to  the  reference  committee 
that  would  consider  continuing  medical  education  at  the 
November  1975  House  of  Delegates  meeting: 

The  Interspecialty  Committee  supports  the  ac- 
tions of  the  MSSNY  Committee  on  Continuing 
Medical  Education  and  would  like  to  present  the  fol- 
lowing concepts  for  consideration  by  the  House  of 
Delegates:  The  Interspecialty  Committee  stands 

ready  to  implement  the  third  concept,  if  so  approved 
and  authorized  by  the  House  of  Delegates: 

(1)  That  MSSNY  endorse  the  action  of  the 
Committee  on  Continuing  Medical  Education  that 
continued  membership  in  MSSNY  require  proof  of 


participation  in  a continuing  medical  education  pro- 
gram, including  those  so  recognized  by  specialty  so- 
cieties represented  on  the  MSSNY  Interspecialty 
Committee  and  designed  according  to  the  criteria 
established  by  and  acceptable  to  MSSNY. 

(2)  That  MSSNY  accept  the  concept  that  the 
New  York  State  specialty  societies  will  assume  the 
responsibility  of  assuring  that  educational  programs 
relative  to  their  specialty  are  meaningful  and  effec- 
tive, and  will  perform  this  function  under  the  aus- 
pices of  MSSNY  as  the  AMA  accrediting  agent. 

(3)  That  MSSNY  support  and  explore  the  con- 
cept of  developing  an  acceptable  assessment  of  per- 
formance program  in  cooperation  with  the  specialty 
societies. 

The  House  of  Delegates  in  November  1975  passed  a 
resolution  that  the  Bylaws  of  our  Society  be  amended  to 
require  demonstration  of  participation  in  continuing 
medical  education  programs  for  continued  membership 
in  the  Society,  and  that  the  Committee  on  Bylaws  was  to 
present  to  the  House  of  Delegates  in  November  1976  ap- 
propriate recommendations  to  affect  this.  The  House  had 
further  agreed  that  the  Medical  Society  of  the  State  of  New 
York  should  sponsor  a coalition  for  continuing  medical 
education,  such  to  include,  in  addition  to  itself,  the  recog- 
nized specialty  societies  acting  together;  the  medical 
schools  of  the  State  acting  together,  the  Department  of 
Health;  and  the  Department  of  Education.  The  House 
went  on  record  as  being  unalterably  opposed  to  relicensing 
by  reexamination  in  any  form  by  any  agency  in  New  York 
State.  The  Interspecialty  Committee’s  report  on  Con- 
tinuing Medical  Education  was  accepted  by  the  House  of 
Delegates. 

Subcommittee  on  Continuing  Medical  Educa- 
tion 

Two  meetings  were  held  since  reactivation  in  June  1975. 
The  chairman  has  attended  all  meetings  of  MSSNY 
Committee  on  CME,  and  reported  on  the  latter’s  actions. 
The  activities  of  the  subcommittee  are  closely  correlated 
with  those  of  the  MSSNY  committee  so  that  there  was  no 
duplication  of  effort  and  a harmony  of  purpose.  In  keeping 
with  the  actions  taken  by  the  House  of  Delegates  it  is  now 
necessary  to  proceed  to  coordinate  the  programs  of  indi- 
vidual specialty  societies,  to  develop  particular  guidelines, 
and  to  afford  specialty  societies  that  require  and  request 
it  assistance  in  solving  encountered  problems. 

The  subcommittee  will  give  further  consideration  to  an 
assessment  of  performance  program  in  preparation  to  meet 
the  anticipated  challenge  by  public  and  legislative  groups 
to  the  effectiveness  of  the  CME  programs  instituted  by 
specialty  societies  and  the  Medical  Society  of  the  State  of 
New  York. 

New  York  State  Council  on  Continuing  Medical 
Education.  A “Steering  Committee”  has  met  several 
times  and  is  now  completing  a draft  for  the  application  for 
a charter.  The  Interspecialty  Committee  does  not  have 
any  direct  representation  on  the  Council,  but  the  New  York 
State  Association  of  Medical  Specialties,  as  one  of  the  five 
groups  constituting  the  Council,  had  been  asked  to,  and 
did,  send  three  representatives.  Questions  were  raised  as 
to  the  membership  of  the  Association  of  Medical  Special- 
ties and  its  relationship  to  MSSNY.  These  points  were 
clarified,  emphasizing  that  the  specialty  societies  have  two 
avenues  for  input,  an  indirect  one  through  MSSNY  and  a 
direct  one  through  the  Association  of  Medical  Specialties, 
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and  that  rather  than  this  arrangement  leading  to  frac- 
tionalization  it  should  lead  to  closer  cooperation  and 
coordination. 

At  the  last  meeting  of  the  Council  on  CME  it  was  learned 
that  a bill  had  been  introduced  in  Albany  that  would 
mandate  demonstration  of  participation  in  a continuing 
medical  education  program  for  reregistration.  It  was 
possible,  with  the  enactment  of  such  a bill,  that  a new 
agency  might  be  constituted  before  the  Council  on  CME 
has  had  an  opportunity  to  develop  its  recommendations, 
in  spite  of  working  intensively  on  this  problem. 

The  committee  unanimously  voted  to  recommend  the 
adoption  of  the  following  resolution: 

Resolved , That  the  Medical  Society  of  the  State  of 
New  York  reaffirm  the  action  of  the  House  of  Dele- 
gates in  opposing  reregistration  by  reexamination  in 
any  form  by  any  agency  in  New  York  State;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  the  mandating  of  Continuing  Medi- 
cal Education  participation  by  physicians  for  reregis- 
tration by  legal  statute  at  this  time,  citing  the  activities 
of  the  Medical  Society  of  the  State  of  New  York  in  this 
field. 

Peer  Review  Subcommittee 
The  Medical  Society  of  the  State  of  New  York  Com- 
mittee on  Peer  Review  having  been  abolished,  the  Presi- 
dent requested  that  the  Interspecialty  Committee  under- 
take this  function.  The  Subcommittee,  with  Dr.  E.  C. 
Sinnott  as  chairman,  was  formed  and  held  its  first  meeting 
on  May  23, 1976,  at  which  time  it  discussed  an  appropriate 
charge  as  to  its  activities,  decided  that  it  should  not  deal 
with  fee  problems  but  refer  them  to  the  county  medical 
societies,  and  that  its  primary  concern  should  be  the  quality 
of  medical  care  being  delivered  to  the  public.  The  minutes 
of  its  first  meeting  have  yet  to  be  approved  as  of  this  writing 
and  will  be  summarized  in  a supplementary  report. 

Relative  Value  Scale  Activities.  The  Interspecialty 
Committee,  along  with  the  Socioeconomics  Committee, 
continues  to  be  concerned  with  problems  related  to  the 
relativity  studies  conducted  under  its  aegis.  Following  the 
completion  of  the  analysis  of  the  survey  material,  the  re- 
sults were  published  in  the  Spring  of  1975,  at  which  time 
the  primary  effort  was  directed  toward  urging  all  involved 
in  any  type  of  medical  reporting  to  utilize  the  five  digit 
coding  and  terminology  (based  on  the  AMA’s  CPT— 3rd 
edition)  so  as  to  attain  uniformity  and  avoid  the  multiple 
other  systems  than  extant.  The  proposed  introduction  of 
yet  another  coding  system  by  HEW  was  objected  to  in  the 
following  communication: 

The  Medical  Society  of  the  State  of  New  York  is  in 
accord  with  the  thoughts  expressed  in  the  first  two 
paragraphs  of  the  proposals  “Department-Wide  Pro- 
cedural Terminology  and  Coding  System,  for  Depart- 
ment Programs”  as  printed  in  the  Federal  Register, 
40:106 — June  2,  1975,  which  find  it  necessary  to  estab- 
lish “a  single  uniform  and  accurate  means  of  reporting 
that  would  enable  providers  of  medical  care  to  accu- 
rately report  in  a clear,  efficient  and  economical  man- 
ner the  appropriate  information  needed  to  insure 
prompt  and  accurate  payment.”  We  disagree  com- 
pletely, however,  with  the  remainder  of  the  proposal  as 
a solution  for  the  above  need. 

The  MSSNY  has  long  been  aware  that  the  existence 
and  utilization  of  different  reporting  terminology  and 


coding  on  the  local,  State  and  national  levels  has  made 
it  difficult,  and  at  times  impossible,  to  correlate  and 
evaluate  the  health  care  provided  the  public  to  com- 
pare health  problems  and  medical  services  rendered. 
Our  concern  has  been  with  the  scientific  aspects  of  the 
problems  rather  than  the  monetary,  although  the  two 
would  interrelate  in  any  well  conceived  reporting  sys- 
tem. The  American  Medical  Association  has  been 
concerned  with  this  problem  for  some  time  and  has 
worked  towards  its  solution,  consulting  with  and  re- 
ceiving input  from  all  the  medical  specialty  societies. 
From  these  efforts  evolved  the  AM  A Current  Proce- 
dural Terminology  now  in  its  third  edition,  and  has 
provided  for  continuing  review  and  modification  as  ex- 
perience warrants.  MSSNY  has  endorsed  the  use  of 
the  AMA’s  CPT  and  has  urged  all  physicians  in  New 
York  State  to  use  the  above  for  reporting  and  billing 
purposes.  Material  crossing  our  desk  indicates  that 
all  state  medical  associations  are  adopting  the  AMA- 
CPT. 

It  is  therefore  most  puzzling  why  the  Department  of 
Health,  Education,  and  Welfare  would  ignore  the  avail- 
ability of  the  AMA’s  CPT  and  establish  yet  another 
coding  terminology  system.  Rather  than  leading  to 
the  goal  you  set  in  the  introduction  to  the  proposals,  it 
would  seem  that  you  are  adding  yet  another  layer  of 
confusion.  We  note  that  you  are  attempting  to  define 
the  extent  of  services  rendered  on  a time  basis.  We 
have  serious  reservations  as  to  the  justification  and 
practicality  of  defining  a service  on  a time  basis,  and 
our  deliberations  lead  to  a rejection  of  this  concept. 
MSSNY  has  developed  a methodology  for  distin- 
guishing the  varying  services  rendered  in  office,  home, 
hospital,  and  nursing  home  settings  which  we  believe 
addresses  itself  directly  to  the  problems  you  are  trying 
to  solve,  and  we  would  be  glad  to  discuss  this  if  you  so 
desire. 

A more  practical  and  already  available  system  of  re- 
porting the  services  you  have  in  mind  already  exists  in 
the  AMA’s  CPT  and  for  the  reasons  stated  above  urge 
its  usage  rather  than  establishing  yet  another  coding 
and  terminology  methodology. 

A methodology  for  ongoing  review  and  updating  of  the 
RVS  was  to  be  established.  The  institution  of  a suit 
against  the  RVS  of  the  American  Society  of  Anesthesiol- 
ogists by  the  Justice  Department,  led  the  Council  in  De- 
cember 1975  to  decide  to  cease  all  RVS  activities  pending 
disposition  of  the  suit.  This  was  modified  in  January  1976 
to  permit  the  use  of  the  MSSNY  RVS  when  so  requested 
by  a governmental  agency.  Because  of  the  pressure  of  the 
short  period  when  the  results  of  an  indepth  analysis  of 
Workmen’s  Compensation  became  available  and  the  ne- 
gotiations for  an  increase  in  the  Workmen’s  Compensation 
Fee  Schedule,  the  following  resolution  was  submitted  to 
and  approved  by  the  Council. 

Resolved,  That  in  negotiating  a new  fee  schedule  to 
become  effective  July  1,  1976,  MSSNY  utilize  the 
present  Workmen’s  Compensation  Schedule  and  seek 
an  appropriate  percentage  increase  at  this  time  defer- 
ring a request  for  a change  to  the  1975  MSSNY  Rela- 
tive Value  Scale  pending  further  analysis. 

After  discussion  there  was  a consensus  that  this  com 
mittee  should  continue  any  activities  required  to  accu- 
mulate, analyze,  and  refine  data  that  would  indicate  the 
patterns  of  practice  within  the  State,  so  that  such  infor- 
mation would  be  available  whenever  any  justified  need 
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arose.  It  was  pointed  out  that  since  the  Council  has  ap- 
proved the  use  of  the  RVS  in  specific  instances,  it  was 
necessary  to  continue  to  analyze  the  validity  of  the  RVS 
and  to  correct  errors  and  inequities  as  such  are  demon- 
strated. 

The  committee  voted  unanimously  to  recommend  that 
the  Council  authorize  this  committee,  in  cooperation  with 
the  Socioeconomics  Committee,  to  continue  to  study  the 
patterns  of  practice  in  New  York  State  and  to  evaluate 
whether  the  present  Relative  Value  Scale  reflects  these 
patterns.  This  was  approved  by  the  Council. 

National  Health  Planning  and  Resources  Devel- 
opment Act  (P.L.  93-641).  This  committee  devoted 
considerable  time  to  discussing  this  Act,  recognizing  the 
unlimited  power  to  regulate  the  health  care  available  to  the 
public  that  it  conferred  on  lay  bodies  with  minimal  input 
by  the  practicing  physician.  It  coordinated  its  viewpoint 
with  that  of  the  Socioeconomics  Committee  that  led  to  the 
formation  of  a MSSNY  Health  Systems  Agency  Commit- 
tee. 

Representation  of  Specialty  Societies  on  the  Com- 
mittee. At  present,  based  on  the  prerequisite  that  only 
those  specialty  societies  organized  on  a Statewide  basis  can 
be  represented  on  the  committee,  there  are  17  such  rep- 
resentatives. Recognizing  that  all  groups  should  be  af- 
forded adequate  input,  the  committee  has  been  considering 
how  to  accomplish  this.  In  view  of  the  large  number  of 
specialty  societies  and  their  component  subspecialties,  the 
size  of  such  a committee  might  make  it  unmanageable  and 
might  be  counter-productive.  There  should  be  adequate 
representat  ion  of  the  subspecialties  but  perhaps  this  could 
best  be  done  through  their  parent  specialty. 

Acknowledgment.  The  length  of  this  report,  which 
covers  only  the  more  salient  matters  considered  by  this 
committee,  indicates  the  industry  and  conscientiousness 
of  its  members.  The  chairman  hereby  expresses  the 
gratitude  of  MSSNY,  as  well  as  his  personal  appreciation, 
to  the  members  who  have  given  so  freely  ot  their  time.  To 
Dr.  Max  N.  Howard,  Division  Director,  to  his  associate  Mr. 
William  Brainin,  and  to  Mrs.  Imelda  Morrissey  go  our 
thanks  for  the  thoroughness  of  the  preparatory  work  and 
their  efforts  that  enabled  the  committee  to  fulfill  its  obli- 
gations. 

Respectfully  submitted, 

Donald  H.  Stewart,  Jr.,  M.D..  Chairman 

INTERSPECIAL TY  ( SUPPLEMENT AR Y) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Interspecialty  Committee  met  on  November  7, 1976 
and  discussed  numerous  items.  Dr.  Ralph  Emerson  was 
present  at  the  meeting,  as  he  has  been  on  many  occasions 
in  the  past.  The  committee  expressed  their  sincere  thanks 
to  him  for  the  many  hours  of  work  on  his  part  relating  to 
the  functioning  of  the  committee  and  their  thanks  to  him 
for  creating  a fine  spirit  of  cooperation  and  understanding 
between  the  Council  and  this  committee. 

The  matter  of  the  Patterns  of  Practice  Questionnaire 
was  referred  back  to  the  Council  for  further  discussion  as 
it  was  felt  by  the  committee  that  to  expend  the  funds  to 
complete  this  study  with  the  strictures  placed  upon  it  by 
the  Council  would  not  be  appropriate  as  the  information 
desired  under  the  suggested  format  of  the  questionnaire 
without  any  reference  to  fees  would  not  produce  the  results 
intended  originally  by  the  study. 


It  was  felt  by  the  committee  that  legal  counsel  should  be 
obtained  by  MSSNY  regarding  the  possible  legal  impli- 
cations to  those  members  of  the  committee  who  might 
engage  in  further  evaluation  and  revision  of  the  RVS.  This 
was  felt  to  be  necessary  in  view  of  the  recent  activities  of 
the  Federal  Trade  Commission. 

The  committee  passed  a motion  unanimously,  as  follows: 
“It  is  recommended  that  the  Medical  Society  of  the  State 
of  New  York  approve  in  principle  the  concept  that  mea- 
sures be  taken  to  insure  that  all  members  of  the  professions 
licensed  in  New  York  maintain  the>'r  professional  profi- 
ciency and  that  in  the  field  of  medicine  the  MSSNY  and 
the  New  York  State  Council  on  Continuing  Medical  Edu- 
cation play  a major  role  in  the  establishment  of  those 
measures  applicable  to  the  medical  profession. 

The  committee  noted  with  unanimous  appreciation  that 
John  R.  Williams,  Jr.,  M.D.,  had  served  many  years  on  the 
Interspecialty  Committee  as  a member  and  chairman  and 
wished  to  indicate  that  his  leadership  of  the  committee  has 
been  of  immense  value  to  the  MSSNY. 

Respectfully  submitted, 

Donald  H.  Stewart,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

The  annual  and  supplementary  reports  of  the  Inter- 
specialty Committee  were  noted  and  approved.  Your 
reference  committee  commends  the  efforts  of  Donald  H. 
Stewart,  Jr.,  M.D.,  and  his  committee  for  their  fine  efforts 
during  the  past  year. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report .... 

MEDICAL  CARE  INSURANCE  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Members  of  the  Committee  on  Medical  Care  Insurance 
are: 

Daniel  F.  O’Keeffe,  M.D.,  Chairman Warren 

Joseph  F.  Shanaphy.  M.D.,  Vice  Chairman 

Richmond 

Franz  L.  Ebstein,  M.D Queens 

Robert  D.  Fairchild,  M.D Onondaga 

Samuel  H.  Madell,  M.D New  York 

Monte  Malach,  M.D Kings 

Robert  J.  O’Connor,  M.D Richmond 

H.  Gregory  Thorsell,  M.D Chautaugua 

Daniel  H.  Webster,  M.D Clinton 

Two  formal  meetings  of  the  full  committee  were  held 

during  the  year. 

Resolution  75-34,  Correction  of  Inadequate  Blue 
Shield  Coverage  of  State  Employees. 

This  resolution  was  amended  to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  use  its  influence  and  support  local  efforts  to 
establish  realistic  fee  reimbursement  health  insurance 
coverage. 

The  amended  resolution  was  adopted  by  the  March 
1975  House  of  Delegates.  Appropriate  letters  were  sent 
to  the  Blue  Shield  of  Northeastern  New  York  and  the  Civil 
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Service  Employees  Association  requesting  that  the  nec- 
essary measures  be  taken. 

The  committee  considered  the  coverage  offered  by  the 
Blue  Shield  contract  purchased  by  the  Civilian  Service 
Employees  Association  (New  York  State  employees)  un- 
realistic in  relation  to  present  day  medical  costs  and  that 
such  leads  to  nonparticipation  by  physicians  in  this  con- 
tract with  resulting  dissatisfaction  by  the  subscriber  who 
has  to  meet  the  additional  out-of-pocket  expense.  The 
problem  created  by  this  situation  is  not  confined  to  the 
geographic  area  of  the  Blue  Shield  of  Northeastern  New 
York,  since  covered  State  employees  are  scattered 
throughout  the  State.  The  committee  recommended  that 
medical  care  insurance  reimbursement  schedules  should 
reflect  the  prevailing,  usual  and  customary  fees. 

A reply  from  the  Executive  Director  of  the  Blue  Shield 
of  Northeastern  New  York  pointed  out  that  since  the 
Taylor  Law  became  effective  in  1967,  no  changes  in  bene- 
fits or  fee  schedules  were  feasible  unless  negotiated  by  the 
Unions  in  bargaining  for  salary  and  fringe  benefits.  He 
pointed  out  that  physicians  can  bill  the  difference  between 
their  usual  charges  and  the  Blue  Shield  allowances  for 
those  whose  annual  income  is  over  $6,000  (there  are  very 
few,  if  any,  below  this  level),  and  the  difference  is  then 
subject  to  the  provisions  of  the  major  medical  coverage  of 
the  State  group  plan.  He  stated  that  physicians  involved 
in  the  care  of  these  patients  have  been  reluctant  to  bill  the 
patients  for  the  differences  involved,  “which  does  not 
strengthen  the  bargaining  position  of  the  Union,  nor  is  it 
any  great  concern  of  the  State  that  the  physicians  fail  to 
collect  the  fees  to  which  they  are  entitled  from  the  patient. 
Motivation  to  change  the  Blue  Shield  fee  schedules  in  the 
State  group  contract  must  come  from  the  covered  popu- 
lation through  their  Unions,  and  union  officials  must  have 
sufficient  evidence  that  their  constituents  are  suffering 
sufficient  out-of-pocket  uncovered  expenses  because  of  the 
inadequacies  of  the  Blue  Shield  fee  schedules.  Up  to  this 
point  such  evidence  has  been  lacking.  Blue  Shield  will 
continue  its  efforts  to  implement  a program  which  will 
provide  paid-in-full  benefits  to  a greater  number  of  sub- 
scribers in  the  State  program.  Your  office  can  be  of  great 
assistance  in  this  effort  by  informing  the  physicians  of  their 
right  to  charge  their  usual  fees  for  services  rendered  to 
State  group  subscribers  who  are  not  eligible  for  service 
benefits.  I will  be  glad  to  help  with  an  educational  pro- 
gram on  the  subject.”  The  substance  of  this  communi- 
cation was  publicized  to  the  County  Medical  Societies  and 
our  membership  through  the  MSSNY  publications.  No 
response  was  received  from  the  Union. 

Resolution  75-82 — Loyalty  Oath — Uniform  Health 
Insurance  Claim  Form 

Resolved,  That  the  MSSNY  urge  that  the  physi- 
cians of  this  County  (Nassau)  do  not  use  that  form 
until  the  “loyalty  oath”  is  expunged;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  entrust  its  Delegates  to  the  AM  A to  present 
this  motion  at  the  next  AMA  convention. 

The  House  of  Delegates  referred  Resolution  75-82  to 
the  Committee  on  Medical  Care  Insurance,  with  reference 
to  the  general  counsel  for  determination. 

Our  general  counsel  rendered  the  following  opinion: 
“The  requirement  that  a physician  sign  a certification 
that  he  has  actually  rendered  the  services  for  which  he  is 
requesting  payment  is  not  unusual,  is  not  illegal,  and  pre- 
sents rio  threat  to  our  physician  members.”  He  also  con- 


sidered the  phrase  “loyalty  oath”  to  be  “misleading  and 
prejorative.”  The  Council  filed  the  resolution. 

The  committee  felt  that  this  resolution  was  poorly 
worded  and  that  the  phrase  “loyalty  oath”  was  a misnomer. 
The  “loyalty  oath”  refers  to  the  certification  by  the  phy- 
sician that  the  services  rendered  were  necessary,  were 
personally  rendered,  that  Medicaid  payments  are  accepted 
as  full  reimbursement,  and  that  false  claims  may  lead  to 
prosecution.  It  was  noted  that  this  certification  is  required 
hy  Title  XIX  (Medicaid)  regulations,  and  that  were  it  to 
he  omitted  from  the  AMA  Health  Insurance  Claim  Form, 
the  objective  that  the  latter  serve  for  all  types  of  insurance 
claim  reporting  would  not  be  attained.  To  accomplish  the 
purpose  of  the  resolution  the  Medicaid  regulations  would 
have  to  be  changed  by  Federal  legislation. 

Since  the  MSSNY  House  of  Delegates  has  previously 
voted  (Resolution  74-59)  and  reaffirmed  in  Resolution 
75-82,  its  desire  that  the  certification  be  removed,  it  is 
recommended  that  MSSNY  so  instruct  its  delegates  and 
seek  the  necessary  changes  in  Title  XIX  through  the  AMA. 
In  effecting  this,  it  is  recommended  that  the  Council  re- 
word resolution  75-82,  to  properly  identify  the  certification 
and  to  state  our  objection,  as  expressed  in  Resolution  74-59, 
that  “the  affidavit  is  unacceptable  and  demeaning  to 
physicians.” 

The  Council  approved  the  committee’s  recommenda- 
tion. 

Resolution  75-86,  Health  Provider.  The  reference 
committee  amended  the  resolution  to  read: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  disapprove  the  use  of  the  term  “Health  Pro- 
vider” to  include  physicians;  and  be  it  further 

Resolved,  That  the  term  “physician”  be  used  to  de- 
note the  doctor  of  medicine  and  that  when  there  is  ref- 
erence to  a physician,  he  be  so  designated. 

The  House  of  Delegates  adopted  the  amended  resolu- 
tion. The  committee  strongly  endorsed  the  resolution  and 
urged  that  measures  be  taken  by  the  Council  for  its  im- 
plementation. 

Resolution  75-90-Insurance  Companies — Prevailing 
Fees 

The  following  amended  resolution  was  adopted  by  the 
House  of  Delegates: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  State  and  National  laws  prohibit 
third  party  payors  from  making  statements  about 
“over  charges,”  “prevailing  fees”  and  “reasonable 
fees”  and  confine  them  to  stating  that  the  physician’s 
fees  are  in  excess  of  the  coverage. 

In  the  consideration  of  Resolution  75-90,  the  commit- 
tee noted  that  the  issue  involved  has  been  a troublesome 
one  leading  to  much  misinterpretation  on  the  part  of  the 
public,  and  that  the  word  “excess”  in  the  resolve  might  still 
be  misunderstood.  It  therefore  recommended  to  the 
Council  the  following  amendment: 

That  MSSNY  urge  that  State  and  National  laws  pro- 
hibit third  payors  from  making  the  statements  about 
“usual  charges,”  “prevailing  fees,”  and  “reasonable  fees” 
and  confine  them  to  stating  that  the  physician’s  fees  are 
not  completely  covered  by  the  patient’s  insurance. 

Following  Council  approval  of  the  committee’s  change 
of  wording,  the  matter  was  considered  further.  It  was  felt 
that  the  phrase  “physician  fees  are  not  completely  covered 
by  the  patient’s  insurance,’’  would  be  suitable  as  an  ex- 
planation to  be  listed  on  the  back  of  a payment  form  along 
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with  other  explanations,  but  would  be  too  lengthy  as  a 
column  heading  as  appears  on  most  insurance  forms.  It 
therefore  recommended  that  the  Medical  Society  of  the 
State  of  New  York  request  carriers  that  when  a column 
heading  is  necessary  to  explain  differences  between  fees 
and  payments  the  phrase  “Insurance  Reimbursement”  be 
used  with  an  explanation  on  the  back  to  read  “the  physi- 
cians fees  are  not  completely  covered  by  your  insur- 
ance.” 

The  Council  approved  the  committee’s  recommenda- 
tions and  appropriate  letters  were  mailed  to  insurance 
carriers. 

Resolution  75-115 — Emergency  Health  Cost  Coverage 
of  Unemployed  People  by  Federal  Government. 

Resolved,  That  the  Medical  Society  of  the  State  of 

New  York  urge  the  Congress  to  create  an  Emergency 

Coverage  Plan  which  will  continue  such  prior  coverage 

until  the  present  economic  crisis  is  modified. 

This  resolution  was  referred  to  the  Medical  Care  In- 
surance Committee  by  the  House  of  Delegates. 

A letter  had  been  drafted  by  the  MSSNY  staff  to  be 
addressed  to  the  members  of  Congress.  Congressional 
action  on  this  matter,  however,  made  our  communication 
moot.  The  problem  was  dealt  with  in  several  Congres- 
sional committees,  but  unfortunately,  in  spite  of  the  ur- 
gency, disagreements  as  to  jurisdiction  and  methods  of  fi- 
nancing resulted  in  no  action.  Since  there  has  been  no 
disagreement  with  the  concept  of  emergency  health  in- 
surance coverage  for  the  unemployed,  the  delay  being  due 
to  the  development  of  methodology,  it  was  recommended 
to  and  accepted  by  the  Council  that  further  action  was 
unnecessary. 

Parallel  Coverage  by  Health  Insurance  Policies  for 
In-Patient  & Out-Patient  Services.  This  committee 
has  for  some  time  recommended  that  it  be  mandated  that 
all  insurance  providing  benefits  for  inhospital  services  offer 
the  same  coverage  when  these  services  are  rendered  on  an 
outpatient  basis,  w'hether  in  a hospital  or  doctor’s  office. 
We  have  been  partially  successful  in  that  Senator  Tarkv 
Lombardi  has  introduced  a bill  in  the  1975  legislature  that 
would  affect  the  above,  with  the  exception  of  radiotherapy. 
The  latter  deficiency  has  been  called  to  Senator  Lombardi’s 
attention.  A similar  bill  that  satisfied  some  of  our  objec- 
tives is  in  the  present  legislative  session. 

The  committee  voted  to  recommend  that  MSSNY  urge 
all  concerned  parties  to  observe  the  following  that  when 
a service  or  procedure  is  covered  by  a health  care  policy, 
there  be  no  restriction  as  to  location,  and  that  when  such 
coverage  is  mandated  for  one  type  of  health  insurance 
policy,  it  be  mandated  for  all  types.  This  was  approved 
by  the  Council. 

Health  Insurance  Coverage  for  Complete  Maternity 
and  Newborn.  The  House  of  Delegates  and  the  specialty 
societies  involved  have  been  pressing  for  some  time  for 
insurance  coverage  for  these  services.  This  committee  has 
previously  supported  the  efforts  to  obtain  the  coverage  and 
did  so  again.  Bills  to  affect  this  were  not  acted  upon  in  the 
1975  Albany  legislative  session.  Similar  bills  have  been 
introduced  in  the  1976  session  and  the  Council  has  taken 
the  necessary  steps  to  support  them. 

Inclusion  of  Coverage  for  Alcoholism  in  Health 
Coverage  Insurance.  The  recommendation  of  MSSNY’s 
Committee  on  Alcoholism  that  the  coverage  of  alcoholism 
be  included  in  all  health  insurance  policies  offered  in  New 
York  State  has  been  endorsed  by  the  Council. 

Attention  was  called  to  a recent  ruling  by  the  Iowa  Su- 


preme Court  that  “alcoholism  is  an  illness  and  that  the  cost 
of  its  treatment  must  be  paid  by  health  insurance  unless 
the  policy  specifically  excludes  it.”  Some  of  the  problems 
that  would  attend  such  mandatory  insurance  coverage  were 
discussed.  The  committee  endorsed  the  principle  that 
alcoholism  is  an  illness  and  should  be  covered  as  such  in 
health  insurance. 

Tangential  problems  such  as  the  coverage  of  obesity,  the 
effects  of  smoking,  and  other  conditions  resulting  from  a 
parent  “voluntarily”  ignoring  recognized  good  health 
practices  were  discussed. 

No- Fault  Fee  Problems.  Since  the  enactment  of  the 
No- Fault  insurance  coverage  which  states  that  physicians 
will  be  paid  “necessary  and  reasonable”  fees,  the  problems 
arising  when  carriers  challenge  submitted  fees  and  uni- 
laterally determine  what  a reasonable  fee  for  the  particular 
service  rendered  should  have  increased  considerably.  In 
those  instances  we  have  counseled  that  recourse  be  had  by 
the  carrier  to  the  local  county  medical  society  grievance 
committee  for  review. 

A more  difficult  aspect  of  the  problem  has  arisen  where, 
in  the  course  of  a patient’s  work  duties,  he  is  involved  in  an 
auto  accident.  The  Superintendent  of  Insurance  has  ruled 
that  in  these  cases  the  Workmen’s  Compensation  Fee 
Schedule  is  applicable.  We  believe  this  ruling  is  contrary 
to  the  law  and  intend  to  continue  to  press  our  view.  A 
meeting  with  the  Superintendent  of  Insurance  is  being 
requested  to  explore  this  further. 

Health  Insurance  Coverage  of  Second  Opinion  in 
Elective  Surgery.  Increasing  numbers  of  carriers  are 
offering  to  pay  for  such  “second  opinions”  and  are  en- 
couraging their  subscribers  to  take  advantage  of  this  pro- 
vision to  avoid  “unnecessary  surgery.”  Last  year,  when 
the  New  York  State  Senate  was  considering  a bill  that 
would  mandate  such  second  opinion,  we  objected  to  a 
conclusion  contained  therein,  i.e.  “If  such  second  opinion 
were  obtained,  it  is  estimated  that  in  excess  of  one-fifth  of 
such  surgery  would  be  adjudged  unnecessary.”  This 
conclusion  is  unsubstantiated  and  completely  misleading. 
MSSNY’s  president  has  addressed  himself  to  this,  ex- 
pressing through  various  media,  that  the  figures  are  erro- 
neous, the  extrapolations  invalid,  and  that  what  is  really 
being  discussed  are  “differences  of  opinion”  and  not  “un- 
necessary surgery.” 

The  committee  was  involved  with  this  matter  last  year, 
when  Blue  Shield  of  Northeastern  New  York  offered  its 
subscribers  coverage  for  a “second  surgical  opinion,”  if 
desired,  prior  to  having  elective  surgery.  The  issue,  at  that 
time,  revolved  around  Northeastern  establishing  its  own 
closed  panel  of  physicians  for  such  “second  opinions,”  to 
which  the  Albany  County  Medical  Society  objected.  The 
matter  was  resolved  when  the  Blue  Shield  Plan  agreed  that 
when  the  subscriber  desired  a “second  opinion”  as  to  the 
necessity  for  surgery,  the  Albany  County  Medical  Society 
w'ould  furnish  three  names  in  the  appropriate  specialty 
from  which  the  subscriber  would  select  one.  There  ap- 
parently has  been  very  little  call  for  such  “second  opinions” 
and  there  have  been  no  reported  problems  in  those  in- 
stances when  they  were  requested. 

The  committee  questions  whether  in  fact  the  use  of 
“second  opinions”  will  accomplish  any  meaningful  results; 
it  is  of  the  opinion  that  postponement  rather  than  cancel- 
lation will  be  the  effect.  A pilot  project,  properly  struc- 
tured for  qualitative  and  valid  analysis,  would  have  been 
preferable  to  the  hasty  illconsidered  response  to  the 
screaming  headlines.  In  view  of  the  spreading  insurance 
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coverage,  however,  the  committee  reconsidered  and  the 
Council  approved  the  following: 

That  the  Medical  Society  of  the  State  of  New  York 
oppose  the  principle  of  insurance  carriers  mandating  a 
second  opinion  and  basing  the  determination  whether 
fees  are  payable  on  that  opinion;  that  patients  have  the 
right  to  request  a second  opinion,  but  that  the  attend- 
ing physician  may,  with  the  patient’s  permission,  also 
request  a consultation  that  would  be  paid  for  by  the 
carrier;  and  that  coverage  include  primary  and  secon- 
dary consultations,  either  medical  or  surgical,  and  that 
such  coverage  should  be  offered  in  all  contracts  rather 
than  limited  to  those  covering  “inhospital  surgical 
care.” 

Blue  Cross-Blue  Shield  of  Greater  New  York — 
Effects  of  Merger.  Among  the  objections  MSSNY 
voiced  at  the  time  of  the  merger  of  the  two  organizations 
was  the  concern  that  the  interests  and  the  activities  of  the 
merged  corporation  would  be  patient-hospital  oriented 
with  lessened  consideration  of  patient-physician  rela- 
tionships. We  have  reason  to  believe  that  the  latter  has 
occurred.  The  presence  of  only  five  physicians  on  the 
Board  of  Directors  out  of  a total  of  44  (11%)  places  physi- 
cians in  a disadvantageous  position  in  presenting  their 
views.  Although  the  17  medical  counties  are  represented 
on  the  Medical  Policy  Advisory  Committee,  the  latter 
meets  infrequently  and  there  is  a question  whether  its 
viewpoints  are  given  adequate  weight  by  the  Board  of  Di- 
rectors. 

With  the  Council’s  approval,  the  committee  authorized 
the  division  director  to  canvas  the  17  County  Medical  So- 
cieties involved  on  the  desirability  of  MSSNY’s  calling  a 
meeting  of  their  representatives  to  ascertain  whether  the 
above  accurately  reflects  the  present  situation,  whether  the 
input  from  physicians  relative  to  the  functioning  of  the 
corporation  best  serves  the  interest  of  the  patients,  and 
what  action,  if  any,  is  desirable  at  this  time.  There  were 
only  four  responses,  of  which  only  two  felt  such  a meeting 
should  be  held.  Accordingly,  no  further  action  was 
taken. 

Council  Approval  of  Commission  on  Public  Health 
& Education  Recommendations.  On  October  23,  1975, 
approval  was  voted  that  the  MSSNY  support  legislation 
eliminating  the  requirement  of  prior  hospitalization  for 
home  health  care  payments  to  be  covered  by  fiscal  inter- 
mediaries, and  support  legislation  to  provide  that  if  no 
voluntary  agency  exists  or  is  unable  to  provide  home  health 
care  services  in  a locality,  and  proprietary  agency  services 
are  available,  third  party  reimbursement  for  home  health 
services  be  made  on  the  same  basis  as  if  the  services  were 
provided  by  a voluntary  agency.  The  committee  voiced 
its  support  for  the  Council’s  action. 

Resolution  74-81 — Mandatory  Assignment  of  Bene- 
fits 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  urge  and  encourage  the  Superin- 
tendent of  Insurance  in  this  State  to  mandate  that 
such  third  party  payors  permit  their  insureds  to  assign 
benefits  to  their  physicians,  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  and  encourage  third  party  payors  to 
continue  or  resume  assignment  of  benefits  to  treating 
physicians. 

Resolution  74-91 — Abrogation  of  Right  of  Assign- 
ment 

Resolved,  That  the  Medical  Society  of  the  State  of 


New  York  instruct  its  delegates  to  the  Medical  Society 
of  the  State  of  New  York  meeting  in  Annual  Conven- 
tion, to  introduce  and  support  resolutions  to  the  effect 
that  the  legal  authorities  in  this  State  be  strongly 
urged  to  mandate  that  such  third  party  payors  permit 
their  insureds  to  assign  benefits  to  their  physicians, 
and  that  legislation  to  this  effect  be  introduced  and  en- 
acted; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  be  urged  to  withdraw  its  support  and  con-  ; 
nections  from  any  third  party  payors  who  fail  to  re- 
scind actions  previously  taken  prohibiting  assignment 
of  benefits  to  treating  physicians. 

The  above  two  resolutions,  passed  in  1974  by  the 
House  of  Delegates  were  followed  up  by  requests  to  the 
Superintendent  of  Insurance  by  MSSNY’s  Executive 
Vice-President  that  they  be  implemented,  without  any 
demonstrable  effect.  Legislation  to  effect  the  same  end, 
introduced  in  the  1975  legislature  failed  to  pass,  and  bills 
to  attain  the  desired  end  are  being  considered  by  the 
present  session.  The  Dental  Society  of  the  State  of  New 
York  is  also  seeking  passage  of  the  Bills.  We  propose,  if 
the  bills  are  not  enacted,  to  request  a meeting  with  the 
Superintendent  of  Insurance  to  present  our  case  for  ap- 
propriate regulatory  action  to  attain  the  desired  goal. 

Obligation  of  Physicians  to  Complete  Insurance 
Claim  Forms.  The  MSSNY  has  received  many  requests 
from  our  members  as  well  as  the  public  and  lay  groups  on 
whether  it  is  proper  for  a physician  to  charge  a fee  for 
completing  a patient’s  health  insurance  claim  form.  Last 
year,  in  considering  this  same  issue,  the  committee  rec- 
ommended that  MSSNY  endorse  the  AMA  Judicial 
Council’s  recommendation  that  a physician  complete  one 
insurance  form  without  charge  and  consider  charging  for 
additional  forms  a sum  sufficient  to  cover  the  expenses 
involved;  this  was  approved  by  the  Council.  The  com- 
mittee reaffirmed  that  this  should  be  MSSNY’s  position. 
This  opinion  refers  to  the  completion  of  the  routine  health 
insurance  form;  when  a more  complex  or  specialized  report 
is  requested  that  would  require  a review  of  records  or  the 
furnishing  of  detailed  information,  it  is  deemed  proper  that 
a physician  charge  an  adequate  fee. 

The  committee  was  informed  that  there  was  a difference 
of  opinion  between  the  Ethics  Committee  and  the  Ad  Hoc 
Committee  regarding  whether  a physician  should  refuse 
to  complete  an  insurance  claim  form  until  his  bill  had  been 
paid.  The  Ethics  Committee,  in  1972,  had  submitted  to 
and  received  the  approval  of  the  Council  of  the  fol- 
lowing: 

“The  attending  physician  may  insist  upon  the  pay- 
ment of  his  fee  before  completing  insurance  claim 
forms  enabling  the  patient  to  receive  his  benefits  un- 
less an  assignment  is  executed  by  the  patient  in  favor 
of  the  physician. 

“This  opinion  is  a guideline  which  may  be  used  by 
the  county  medical  society  in  establishing  their  own 
policy  in  this  matter  in  conformity  with  local  custom.” 
The  Council  reaffirmed  its  support  of  the  1972  Ethics 
Committee  recommendation. 

Utilization  of  Relative  Value  Scale  in  Filing  In- 
surance Claim  Forms.  With  the  completion  and  dis- 
tribution of  the  MSSNY  Relative  Value  Scale  (RVS)  in 
1975,  we  urged  all  physicians  to  utilize  its  coding  and  ter- 
minology so  as  to  achieve  a uniformity  of  reporting  that 
would  permit  more  valid  comparisons  of  various  health 
care  delivery  systems  and  easier  clerical  work.  Some 
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carriers  insisted  that  all  reports  must  use  their  individual 
coding  systems,  to  which  we  took  strong  exception,  and  our 
stand  was  supported  by  the  Department  of  Insurance.  To 
date  the  only  system  that  we  have  not  been  able  to  move 
in  this  desired  direction  is  that  of  Medicaid,  although  we 
have  not  given  up  trying. 

The  committee  is  aware  that  the  Justice  Department  has 
challenged  the  anesthetists’  use  of  a relative  value  scale  as 
being  in  violation  of  the  antitrust  law,  and  that  the  MSSNY 
Council  has  moved  that  we  will  desist  distribution  of  the 
RVS  pending  the  outcome  of  the  Justice  Department  ac- 
tion. The  committee  does  not  feel,  however,  that  utilizing 
the  coding  and  terminology  without  relativity  is  contrary 
to  the  Council  action.  The  House  of  Delegates  has  readily 
endorsed  that  we  use  the  AMA  Current  Procedural  Ter- 
minology and  our  1975  RVS  is  based  on  that  document. 

Inclusion  of  Dental  Programs  and  Health  Insurance 
Coverage.  During  the  year  arrangements  were  made  to 
effect  liaison  with  the  New  York  State  Dental  Society  and 
Dr.  Leo  Taft  was  welcomed  as  a representative  of  that 
group.  With  the  growing  trend  to  include  coverage  for 
dental  services  and  procedures  in  health  insurance  pro- 
grams it  is  felt  that  the  establishment  of  liaison  should 
prove  beneficial  to  all  parties  concerned.  Dr.  Taft  pointed 
out  that  at  the  inception  of  a dental  program  the  costs  are 
apt  to  be  high  because  of  the  “catching  up”  on  neglected 
care.  Over  a period  of  years  this  should  lessen  as  the  pro- 
gram becomes  more  one  of  maintenance  rather  than  cor- 
rection. The  Dental  Society  has  felt  that  any  dental  plan 
should  include  the  coinsurance  feature  recommended  by 
the  MSSNY  for  medical  care  coverage  as  a control  mea- 
sure. 

The  committee,  responding  to  an  inquiry  from  a physi- 
cian as  to  why  dental  procedures  and  services  were  not 
included  in  MSSNY’s  RVS,  was  of  the  opinion  that  this 
was  not  a proper  area  for  the  medical  societies  and  was  the 
prerogative  of  another  professional  group.  Some  oral  and 
maxillofacial  surgical  procedures  that  are  the  province  of 
MDs  and  DDSs  were  included.  Dr.  Taft  reported  that  oral 
dental  surgeons  are  in  the  process  of  updating  their  relative 
value  guide. 

Group  Health  Insurance  (Inadequate  Payment 
Schedules ).  The  Society  has  continued  to  receive  com- 
plaints about  the  inadequate  payment  schedules.  The 
committee  notes  that  the  payment  schedule  applies  only 
to  those  physicians  who  volunteer  to  participate  in  GHI 
programs.  It  did  note  that  the  published  list  of  partici- 
pating physicians  is  updated  infrequently  so  that  it  con- 
tained the  names  of  many  physicians  who  had  resigned  as 
participants  because  of  their  dissatisfaction  with  the  pro- 
visions of  the  plan.  The  GHI  was  requested  to  correct  this 
and  it  responded  that  it  would  do  so. 

Northeastern  Blue  Shield’s  Plan  C (Full  Payment) 
Programs.  The  committee  was  informed  that  the 
Northeastern  Blue  Shield  had  approached  physicians  in 
the  area  it  covered  to  accept  as  full  payment  the  fees  es- 
tablished under  the  above  program  and  that  many  physi- 
cians did  agree  to  participate  with  the  understanding  that 
they  would  be  paid  the  fees  then  presented  to  them. 
Subsequently  it  developed  that  there  were  many  modifi- 
cations of  Plan  “C”  with  different  fee  schedules  for  dif- 
ferent groups.  Although  the  “fine  print”  of  the  contract 
signed  by  the  physicians  provides  that  the  plan  may  be 
modified,  and  that  participating  physicians  must  accept 
such  modifications,  there  was  a feeling  within  the  area 
covered  that  Northeastern  Blue  Shield  has  misled  the 


physicians.  The  committee  noted  the  importance  of 
reading  “fine  print”  and  also  that  physicians  can  resign 
from  participating.  The  staff  was  requested  to  keep 
abreast  of  developments  in  the  increasing  number  of  full 
payment  insurance  programs  being  offered  to  subscrib- 
ers. 

General  Subjects.  The  committee  also  considered  a 
number  of  topics  such  as  national  health  insurance, 
movements  towards  fixed  physician  fee  schedules,  deter- 
mination of  overhead  practice  expenses  which,  although 
not  within  its  strict  purview,  do  involve  issues  affecting 
medical  care  insurance  programs.  It  has  made  recom- 
mendations to  those  other  committees  that  are  primarily 
concerned  with  these  items. 

The  committee  considered  many  problems  associated 
with  Medicare,  Medicaid,  the  Blue  plans,  and  third  party 
payors.  It  alerted  members  of  the  committee  to  the  avail- 
ability of  the  Division  of  Medical  Services  to  assist  in 
problems  in  these  areas. 

The  committee  noted  the  voluntary  resignation  as 
chairman  of  Robert  D.  Fairchild,  M.D.,  who  had  served  six 
years  as  chairman  of  the  committee,  and  his  comment  that 
rotation  to  afford  an  opportunity  for  new  approaches  was 
desirable.  The  committee  was  pleased  that  he  had  agreed 
to  remain  a member  of  the  committee  and  that  we  could 
continue  to  draw  upon  his  expertise  and  extensive  knowl- 
edge. It  voted  to  record  the  appreciation  of  this  committee 
for  the  conscientiousness,  time,  and  effort  that  Dr.  Fair- 
child  had  devoted  to  the  Society’s  activities. 

The  chairman  wishes  to  express  on  his  own  behalf  and 
on  behalf  of  MSSNY  his  appreciation  of  the  extensive  time 
and  effort  that  the  members  of  the  committee  have  ex- 
pended in  the  interests  of  their  colleagues.  He  expresses 
for  the  committee  as  a whole  his  thanks  to  Max  N.  Howard, 
M.D.,  Division  Director,  William  Brainin,  his  Associate 
Director,  and  Mrs.  Imelda  Morrissey  for  the  preparatory 
and  followup  work  that  enabled  the  committee  to  fulfill  its 
obligations. 

Respectfully  submitted, 

Daniel  F.  O’Keeffe,  M.D.,  Chairman 

MEDICAL  CARE  INSURANCE  (SUPPLEMEN- 
TARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Maternity  Care  and  Newborn  Coverage — Mandatory 
Insurance 

The  Medical  Society  of  the  State  of  New  York  in  con- 
junction with  New  York  State  chapters  of  the  American 
College  of  Obstetrics  and  Gynecology  has  for  some  time 
sought  coverage  for  maternity  care  in  all  health  insurance 
policies.  These  efforts  were  successful  and  it  was  enacted, 
to  become  effective  January  1, 1977,  mandating  maternity 
care  coverage  for  a period  of  four  days  of  hospital  con- 
finement. 

Similar  efforts  for  newborn  care  coverage  were  unsuc- 
cessful, having  failed  of  passage  by  either  house  of  the 
legislature.  The  MSSNY  intends  to  continue  its  efforts 
to  have  this  coverage  written  into  health  care  policies  issued 
in  New  York  State. 

Insurance  Coverage  for  Alcoholism,  Drug  Abuse,  and 
Mental  Illness  Therapy 

MSSNY  has  recommended  that  its  own  and  the  County 
medical  societies  health  insurance  policies  include  coverage 
for  these  three  conditions.  It  was  observed  that  Blue  Cross 
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has  taken  a step  to  extend  full  coverage  to  subscribers  for 
comprehensive,  nonhospital  treatment  of  alcoholism.  It 
was  the  consensus  of  the  committee  that  MSSNY  recom- 
mended coverage  should  be  made  available  not  only  to 
physicians  but  to  the  public  at  large. 

The  committee  recommended  that  MSSNY  encourage 
health  insurance  policies  offered  within  New  York  State 
to  include  coverage  for  alcoholism,  drug  abuse,  and  mental 
illness  therapy,  and  request  the  appropriate  committees 
to  develop  criteria  to  define  reasonable  limits  of  cover- 
age. 

Counsel  Opinion  Regarding  Questionable  Use  of  IX-C 
Corporation  Funds 

At  a previous  meeting  the  question  had  been  raised 
whether  the  use  of  IX-C  Corporation  funds  collected  from 
their  subscribers  were  being  used  properly  to  establish  and 
operate  experimental  health  care  delivery  systems  such  as 
HMOs,  and  an  opinion  from  the  Society’s  general  counsel 
was  requested.  The  three  page  response  received  from  the 
counsel  was  noted.  Specifically  remarked  upon  was  that 
section  of  the  insurance  law  regulating  IX-C  carriers  which 
reads  “to  encourage  the  development  in  this  state  of  pre- 
paid comprehensive  health  care  plans  . . . superintendent 
may  modify  any  requirements  applicable  ...  to  make  fuller 
use  of  their  resources  in  development  of  such  plans  . . . 
subject  to  such  limitations  as  the  superintendent  shall 
deem  necessary  to  insure  the  performance  of  contracts  with 
subscribers  and  to  protect  the  interest  of  policy  holders.” 
It  was  the  counsel’s  conclusion  that  “it  is  our  judgment  that 
the  legislators  have  not  merely  made  the  use  of  subscriber 
funds  in  support  of  HMOs  legal,  but  also  have  gone  as  far 
as  they  could  go  in  declaring  that  the  use  of  such  funds 
would  be  in  the  best  interests  of  subscribers.” 
Ambulatory  Surgical  Center  Coverage 

Problems  have  arisen  in  regard  to  adequate  reimburse- 
ments for  surgery  performed  in  an  ambulatory  center,  both 
hospital  based  and  free  standing.  The  committee  feels 
that  the  use  of  such  centers  for  properly  selected  cases 
should  be  encouraged  as  an  alternative  to  unnecessary  and 
more  expensive  inpatient  hospitalization. 

However,  inadequate  reimbursement  formulas  serves 
to  discourage  the  use  of  such  facilities.  There  was  also  the 
question  of  whether  physicians’  offices  should  or  could 
qualify  as  ambulatory  surgical  centers.  A free  standing 
center  would  fall  within  the  category  of  a clinic  and  would 
be  subject  to  New  York  State  Department  of  Health  reg- 
ulatory control  and  licensure. 

The  division  director  was  requested  to  obtain  from  the 
IX-C  carriers  their  definition  of  ambulatory  surgical  cen- 
ters and  their  payment  formulas,  including  the  differen- 
tiation, if  any,  between  hospital  based  and  free  standing 
ambulatory  centers. 

Second  Opinion  Surgery  Program 

The  Blue  Cross-Blue  Shield  of  Greater  New  York  which 
originally  endorsed  this  program  on  an  experimental  basis 
available  to  a limited  number  of  subscriber  groups  is  ex- 
tending it  to  all  its  subscribers,  and  indications  are  that  this 
will  be  incorporated  by  the  other  Blue  Plans  in  their  poli- 
cies. The  reports  received  to  date  as  to  the  value  of  this 
program  are  too  meager  to  permit  the  drawing  of  conclu- 
sions. It  would  appear  that  to  date  only  a small  percentage 
of  subscribers  have  availed  themselves  of  this  provision. 
The  division  director  will  keep  abreast  of  developments. 
Medical  Society — Blue  Shield  Relationships 

'This  committee  had  recommended  that  we  survey  the 
1 7 I )ownstate  count  ies  as  to  their  interest  in  a joint  meeting 


of  representatives  to  evaluate  the  effect  on  the  Blue 
Cross — Blue  Shield  Merger  of  Greater  New  York.  Of  the 
17  counties  surveyed,  two  only  expressed  the  desire  to 
participate  in  such  a meeting  and  in  view  of  this  no  further 
action  was  taken. 

Overlapping  Medicare — Medicaid  Programs 

The  question  arose  as  to  which  provisions  are  applicable 
when  a patient  is  admitted  as  a Medicare  beneficiary  but 
exhausts  these  benefits  and  then  becomes  covered  by 
Medicaid.  We  have  been  informed  by  the  Department  of 
Social  Services  that  the  provisions  of  the  plan  under  which 
the  patient  is  first  admitted  are  paramount  and  that 
Medicaid  rulings  cannot  be  made  retroactively  to  the 
Medicare  covered  period. 

It  was  remarked  that  interpretations  such  as  the  above 
received  from  Albany  are  not  applied  uniformly  throughout 
the  State.  This  has  been  an  all  too  frequent  occurrence 
and  results  from  the  fact  that  although  the  Medicaid  plan 
involves  both  Federal  and  State  agencies,  there  is  consid- 
erable local  autonomy  since  25%  of  the  program  is  under- 
written by  the  counties  or  communities.  We  understand 
that  an  effort  is  being  made  by  the  State  Government  to 
have  more  uniform  applications,  a move  the  MSSNY  has 
previously  requested  on  several  occasions. 

No-Fault  Automobile  Insurance 

There  have  been  an  increasing  number  of  complaints  by 
carriers  of  “exhorbitant  fees”  charged  by  physicians  where 
the  no-fault  law  is  applicable.  There  has  also  been  in- 
creasing media  comment  blaming  physicians’  fees  as  the 
prime  cause  of  the  major  increases  in  automobile  insurance 
premiums.  In  the  past  we  have  been  able  to  refer  such 
complaints  of  unreasonable  fees  to  grievance  committees 
of  the  county  medical  societies,  but  because  of  the  recent 
action  by  the  Justice  Department  and  the  Federal  Trade 
Commission  against  the  involvement  of  medical  societies 
in  matters  of  fees  we  are  no  longer  able  to  do  so. 

A meeting  with  the  New  York  State  Superintendent  of 
Insurance  is  planned  and  we  will  request  any  data  that 
substantiates  the  charges  noted  above. 

Northeast  Blue  Shield  Plan-C  Fee  Schedules 

Early  this  year  this  Plan  was  forced  by  the  Superinten- 
dent of  Insurance  to  rescind  an  increase  in  fees  that  had 
been  instituted  as  of  July  1,  1975  under  the  Plan-C  fee 
schedule.  It  was  also  noted  that  there  are  five  different  fee 
schedules  under  Plan-C,  depending  on  which  plan  the 
subscribers  purchase.  It  is  within  the  province  of  the  Su- 
perintendent of  Insurance  to  rule  on  premiums  and  pay- 
ment schedules  for  any  health  insurance  coverage  that 
requires  his  approval. 

Respectfully  submitted, 

Daniel  F.  O’Keeffe,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Medical  Care  In- 
surance: The  following  report  was  presented  by  Leonard 
S.  Weiss,  M.D.,  Chairman. 

In  discussing  the  reports  of  the  Committee  on  Medical 
Care  Insurance,  particular  comment  was  addressed  to  the 
desirability  of  parallel  coverage  by  health  insurance  policies 
of  inpatient  and  outpatient  services.  It  was  noted  that 
there  had  been  no  movement  in  this  direction  in  the  last 
session  of  the  State  Legislature  and  that  deficiencies  still 
exist.  It  has  been  established  that  similar  services  when 
performed  in  physicians  offices  rather  than  in  hospital 
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outpatient  departments  not  only  afford  patients  more  in- 
dividualized and  continuous  care  than  is  usually  available 
in  outpatient  departments  but  are  also  less  costly. 

Your  reference  committee  recommends  that  the  Medical 
Society  of  the  State  of  New  York  continue  its  endeavors 
to  obtain  such  parallel  coverage. 

Your  reference  committee  commends  the  efforts  of 
Daniel  F.  O’Keeffe,  M.D.,  and  his  committee  for  their  un- 
tiring efforts  during  the  past  year. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
this  portion  of  the  reference  committee  report  .... 

SOCIOECONOMICS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Socioeconomics  is  composed  of  the 


following: 

Dallas  E.  Billman,  M.D.,  Chairman  Steuben 

John  VV.  Abbuhl,  M.D Albany 

Jeff  J.  Coletti,  M.D Nassau 

Alfred  L.  George,  M.D Genesee 

Francis  J.  Loperfido,  M.D Bronx 

Gerald  J.  Lustig,  M.D Richmond 

Robert  C.  McVeigh,  M.D Monroe 

Daniel  F.  O’Keeffe,  M.D Warren 

Jay  S.  Reibel,  M.D New  York 

Harold  N.  Schwinger,  M.D Kings 

Leonard  S.  Weiss,  M.D Orange 


Four  meetings  have  been  held  during  the  year  covered 
by  this  report.  The  increased  work  load  and  the  impor- 
tance of  the  matters  within  its  purv  iew  led  to  increasing  the 
membership  of  the  committee  from  8 to  10. 

Relative  Value  Scale.  This  committee  was  given  the 
original  charge  of  developing  a Relative  Value  Scale,  based 
on  a survey,  that  would  reflect  the  patterns  of  practice 
within  New  York  State.  The  survey  of  the  various 
specialties  was  delegated  to  the  Interspecialty  Committee. 
The  monumental  task  of  accumulating,  analyzing,  and 
tabulating  the  basic  data  was  completed  and  published  in 
March  1975.  The  Council  approved  the  committee’s 
recommendation  that  wherever  there  was  a need  for  a 
relativity  scale  in  any  area  within  the  State,  MSSNY’s  RVS 
should  be  the  one  used.  This  decision  was  made  known 
to  the  Superintendent  of  Insurance,  the  Blues,  and  other 
parties,  as  well  as  to  our  component  societies  and  mem- 
bership. Such  utilization  would  establish  a uniform  ter- 
minology to  replace  the  multiple  codes  that  existed,  permit 
more  accurate  identification  of  services  and  procedures, 
and  make  feasible  a more  accurate  comparison  of  health 
problems  and  health  care  delivery  systems.  The  com- 
mittee stressed  that  the  RVS  is  not  a fee  schedule,  for  each 
physician  sets  his  own  fees  in  keeping  with  the  character- 
istics of  his  particular  practice  and  the  geographic  varia- 
tions. 

In  the  Fall  of  1975,  the  Justice  Department  pressed  its 
antitrust  action  against  the  American  Society  of  Anes- 
thesiologists to  force  the  discontinuance  of  that  Society’s 
RVS.  The  MSSNY  Council  then  decided  to  discontinue 
the  distribution  of  our  RVS  pending  the  disposition  of  the 
suit,  but  did  authorize  its  use  where  a governmental  agency 
requested  negotiations  on  a relativity  scale  basis. 

The  committee  noted  that  relative  value  scales  are  used 
by  governmental  agencies  and  by  third  party  payors  of 


healt  h insurance  benefits.  Federal  bureaus  suggest  their 
use.  Various  national  health  insurance  programs  under 
consideration  by  Congress  propose  the  use  of  “fee  sched- 
ules,” and  the  availability  of  a valid  and  established  rela- 
tivity scale  widely  used  in  New  York  State  would  be  of 
great  value,  should  such  come  to  pass,  being  a more  accu- 
rate representation  of  the  practice  of  medicine  within  the 
State. 

This  committee,  as  did  the  Interspecialty  Committee, 
^greed  that  activities  required  to  accumulate,  analyze,  and 
refine  data  that  would  indicate  the  patterns  of  practice 
within  the  State  should  continue  so  that  such  information 
is  available  whenever  a justified  need  for  it  arose. 

It  was  recommended  to  and  approved  by  the  Council, 
that  this  committee,  in  cooperation  with  the  Interspecialty 
Committee,  continue  to  study  the  patterns  of  practice  in 
New  York  State  and  to  evaluate  whether  the  present  RVS 
accurately  reflects  these  patterns. 

The  committee  noted  that  the  Council  had  approved  the 
recommendation  of  the  Interspecialty  Committee  that,  due 
to  the  insufficient  time  from  May  1976  when  the  results  of 
an  indepth  study  of  Workmen’s  Compensation  became 
available  to  July  1,  1976,  when  an  increase  in  the  Work- 
men’s Compensation  Fee  Schedule  was  requested  by 
MSSNY,  the  use  of  the  1975  MSSNY  RVS  in  negotiations 
be  deferred  and  that  a percentage  increase  be  negotiated 
at  this  time. 

Resolution  75-67 — Equal  Fee  for  Equal  Service 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  as  policy  that  all  physicians  be 
reimbursed  by  all  New  York  State  Fee  Schedules  on 
the  basis  of  equal  fee  for  equal  service. 

Resolved,  That  in  regard  to  the  medical  section  of 
MSSNY’s  Relative  Value  Scale,  it  reflect  the  modes  of 
practice  in  all  specialties,  making  it  the  responsibility 
of  each  specialty  society  to  advise  its  membership  in 
the  proper  use  of  the  RVS  coding. 

The  committee  considered  the  many  facets  of  the  reso- 
lution and  decided  that  since  what  was  primarily  involved 
was  the  interrelationships  between  specialty  groups  the 
matter  should  be  referred  to  the  Interspecialty  Commit- 
tee. 

Resolution  75-115 — Emergency  Health  Cost  Coverage 
of  Unemployed  People  by  the  Federal  Government 

The  developments  in  Congress  were  reviewed  and  it  was 
decided  that  in  view  of  what  had  transpired  in  Congress 
since  the  House  of  Delegates  passed  the  resolution  in 
March  1975,  the  matter  was  moot  and  further  action  by 
MSSNY  academic. 

HEW  Regula  tions  No.  5 for  Determina  tion  of  (Physi- 
cians’) Reasonable  Charges  (Sec.  224(a)  P.L.  92-603) 
The  regulations  to  implement  a portion  of  P.L.  92-603 
were  published  in  the  Federal  Register  on  April  14, 1975, 
and  became  effective  after  30  days  in  spite  of  requests  for 
delay  by  the  AMA.  They  provide  that  beginning  with  the 
fiscal  year  1974,  increases  for  physicians’  services  will  be 
“tied  to  an  appropriate  national  economic  index,”  and 
“follow,  rather  than  lead,  any  inflationary  trends.” 
Reimbursement  would  continue  at  the  75th  percentile 
based  on  fiscal  1973  prevailing  charges.  Any  increase 
above  those  fees  would  have  to  be  justified  by  the  “eco- 
nomic index  data”  which  would  take  into  account  changes 
in  general  earning  levels  of  workers  and  changes  in  the 
expenses  of  physicians’  office  practice.  The  vagueness  of 
the  language  of  the  regulations,  the  lack  of  any  specifics  as 
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to  what  indices  will  be  incorporated  into  the  controlling 
formula  and  how  they  will  be  obtained,  and  the  incongruity 
of' relating  physicians’  incomes  to  those  of  workers,  were 
noted. 

The  following  recommendations  were  submitted  to  and 
approved  by  the  Council  with  appropriate  communications 
forwarded  to  HEW  and  members  of  Congress: 

1.  The  criteria  to  be  utilized  in  the  determination 
of  reasonable  charges  refers  to  a national  economic 
index  without  specifying  how  such  index  is  to  be  deter- 
mined, what  its  components  will  be  and  how  they  will 
be  arrived  at,  preventing  meaningful  consideration 
and  discussion  of  the  applicability  of  the  index;  and 

2.  A national  economic  index  would  not  reflect  the 
local  conditions  and  therefore  would  be  unacceptable 
to  the  very  high  cost  area  of  New  York  State,  in  com- 
parison with  other  regions,  unless  specific  provisions 
are  drawn  to  take  these  factors  into  account;  and 

3.  The  tying  of  physicians’  income  to  the  earning 
level  of  workers,  instead  of  physicians’  income,  is  in- 
comprehensible and  indefensible;  and 

4.  Medicare  fee  profiles  being  already  two  years 
behind  the  fees  prevailing  in  an  area  at  any  one  time, 
and  then  reimbursable  at  only  the  75  percentile,  would 
fall  even  further  behind  the  economic  times,  failing  as 
they  do  to  reflect  current  charges  and  expenses  (as  for 
example,  the  93.5%  increase  in  medical  liability  insur- 
ance premiums  in  New  York  State  on  July  1,  1974, 
which  are  not  yet  reflected  in  Medicare  allowed 
charges);  and 

5.  This  would  serve  to  further  increase  the  finan- 
cial burden  on  Medicare  recipients  for  their  share  of 
direct  health  care  payments  that  would  result  from  the 
proposed  changes,  augmenting  the  already  consider- 
able percentage  of  physicians  refusing  to  accept  Medi- 
care assignments  due  to  the  unrealistic  payment 
schedules;  and 

6.  To  assist  the  Medicare  beneficiaries  to  meet 
present  health  care  costs,  rather  than  widening  this 
gap,  what  is  needed  is  a method  to  adjust  allowances  to 
more  realistically  reflect  current  fees;  and 

7.  The  proposals  violate  that  portion  of  the  Social 
Security  Act  which  prohibits  Federal  supervision  or 
control  of  the  practice  of  medicine;  and 

8.  For  these  reasons,  the  proposed  regulations 
would  negate  the  very  essence  of  the  Medicare  law. 
The  components  of  the  “National  Economic  Index” 

were  spelled  out  in  a subsequent  release;  the  objections  to 
it  stated  above  were  found  still  to  be  valid.  The  Index 
imposed  a limitation  of  17.9%  increase  in  allowed  fees 
payable  to  physicians  over  the  prevailing  rates  of  1974. 
MSSNY  again  voiced  its  strong  objections,  pointing  out 
that  this  unrealistic  limitation  would  result  in  some  fees 
payable  in  fiscal  1976  being  lower  than  those  paid  in  1975 
and  so  force  more  physicians  not  to  accept  Medicare  as- 
signment, resulting  in  an  increased  financial  burden  falling 
on  the  elderly.  One  study  showed  that  in  fact  there  was 
an  increase  of  20  to  30%  of  physicians  not  accepting  as- 
signment. The  Congressional  Committee  did  amend  the 
17.9%  limitation  so  that  no  physicians’  allowed  charges 
would  be  less  than  those  paid  in  1975.  This  amendment 
became  effective  January  1,  1976. 

President  Ford,  in  his  annual  message  to  Congress, 
recommended  a 4%  a year  limitation  on  physicians’  fee 
increases  in  1977  and  1978.  The  committee  felt  that  such 
a limitation,  singling  out  physicians  alone,  was  highly 


discriminatory,  was  completely  unrealistic  in  relation  to 
the  general  inflationary  rate,  and,  in  particular,  ignored  the 
tremendous  increases  in  medical  liability  premiums. 

The  committee  recommended  that  the  Medical  Society 
of  the  State  of  New  York  be  prepared  to  testify  and  present 
a forceful  protest  against  any  singling  out  of  the  medical 
profession  and  against  an  unrealistic  limitation  of  fee  in- 
creases, and  that  MSSNY  have  informed  and  proficient 
representatives  present  its  viewpoints  in  testimony  before 
any  and  all  Congressional  Committees  that  would  be  con- 
sidering the  above  proposals. 

Development  of  Professional  Overhead  Expense 
Data.  The  lack  of  valid  statistical  data  to  establish  in- 
creases in  the  cost  of  practicing  medicine  in  New  York 
State  has  been  evident  for  years  and  has  been  particularly 
conspicuous  when  MSSNY  has  had  to  negotiate  fee 
schedules.  Three  years  ago,  this  committee,  anticipating 
that  the  Federal  government  was  moving  inexorably  to 
controlling  physicians’  fees  by  fiat,  had  recommended  that 
MSSNY  develop  a methodology  to  accumulate  profes- 
sional overhead  expense  data  for  New  York  State  prac- 
ticing physicians  so  that  we  would  have  factual  material 
with  which  to  challenge  government  regulations  and  edicts 
in  this  area.  A number  of  factors  have  prevented  any 
progress  in  this  direction,  although  a draft  of  the  proposed 
questionnaire  was  prepared. 

The  committee  has  recommended  that  it,  in  cooperation 
with  the  specialty  societies  through  the  Interspecialty 
Committee,  continue  to  explore  the  feasibility  of  such  a 
study. 

National  Health  Planning  & Resources  Develop- 
ment Act  of  1974  (P.L.  93-641).  The  Act,  which  became 
effective  on  January  1, 1975,  with  a June  30,  1976,  imple- 
mentation date  for  its  various  provisions,  is  drawn  in  such 
broad  terms  that  it  permits  governmental  agencies  to 
completely  restructure  health  care  at  all  levels.  It  estab- 
lishes new  bureaus  at  the  local,  state,  and  Federal  levels 
that  can  ignore  the  existing  patterns  of  medical  care  and 
establish  entirely  new  and  untried  health  care  delivery 
systems.  In  essence,  it  is  the  skeleton  frame  on  which  a 
national  health  insurance  program  is  to  be  structured. 

The  Act  lists,  among  its  purposes,  the  achievement  of 
“equal  access  to  quality  health  care  at  a reasonable  cost,” 
the  control  of  the  cost  of  health  care,  the  development  of 
multi-institutional  systems,  the  development  of  medical 
group  practices  and  HMOs,  the  increased  utilization  of 
physicians’  assistants,  the  improvement  in  the  quality  of 
health  services,  the  prevention  of  disease,  and  the  adoption 
of  simplified  reimbursement  mechanisms. 

Although  the  Act  states  that  “the  health  care  provider 
is  one  of  the  most  important  participants”  and  hence  the 
health  policy  must  address  the  legitimate  needs  and  con- 
cerns of  the  provider,  and  “that  the  provider  be  encouraged 
to  play  an  active  role  in  the  development  of  health  policy 
at  all  levels.”  in  fact,  as  concerns  the  practicing  physician, 
this  is  just  rhetoric  for  it  allots  a very  minor  voice  in  the 
governing  bodies  to  the  physician  who  is  actively  engaged 
in  caring  for  patients.  The  consumers  will  constitute  the 
majority,  with  physicians  (not  necessarily  in  practice), 
numbering  perhaps  one  to  three  in  a governing  body  of 
from  10  to  30  members.  Control  is  therefore  vested  in  a 
group  that  has  had  little  exposure,  training,  or  expertise 
in  the  complex  and  multifaceted  variables  involved  in 
health  care.  By  negating  the  concept  that  the  patient’s 
physician  is  the  “Captain”  of  the  health  team,  the  Act 
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splinters  and  divides  comprehensive  and  continuing  care. 
Whereas,  in  establishing  the  Medicare  program,  Congress 
declared  that  implementation  must  not  interfere  in  the 
traditional  patient-physician  relationships  that  exist  in 
private  practice,  this  Act  sets  out  as  its  purpose  the  com- 
plete changing  of  present  day  customary  patterns  of 
medical  practice  based  on  the  untenable  premise  that  the 
latter  have  failed  to  satisfy  the  health  needs  of  the  people. 
It  presumes  that  a health  crisis  exists  in  the  country  and 
that  the  radical  remedy  it  dictates  will  solve  the  crisis.  It 
denies  that  the  evolutionary  process,  in  which  patients’ 
selective  choices  operate,  can  be  effective  in  altering  modes 
of  medical  practice,  in  spite  of  the  fact  that  this  has  been 
taking  place  continuously.  The  Act  would  destroy  the 
pluralistic  system  now  available  to  a patient. 

The  Act  states  that  “the  massive  infusion  of  Federal 
funds  into  the  existing  health  care  system  has  contributed 
to  inflationary  increases  in  the  cost  of  health  care  and  failed 
to  produce  an  adequate  supply  or  distribution  of  health 
resources.”  In  spite  of  this  conclusion  that  its  previous 
programs,  such  as  CHPs  and  RMPs,  were  failures  and 
therefore  the  large  sums  expended  on  those  programs  were 
wasted.  Congress  proceeds  to  enact  yet  another  untried 
system  that  will  require  enormous  expenditures  for  acti- 
vation long  before  the  results  of  such  can  be  evaluated,  with 
money  expended  entirely  on  administrative  processes  and 
not  one  cent  on  actual  medical  care.  Presumably  the 
justification  is  the  anticipated  savings  that  governmental 
control  will  achieve,  an  anticipation  that  has  not  been  re- 
alized in  any  of  its  previously  imposed  programs. 

The  Act  spells  out  its  major  concern  with  the  control  of 
costs.  It  affords  the  governing  bodies  the  power  not  only 
to  control  the  professional  prerogatives  of  physicians  but 
also  their  remuneration. 

The  committee  recommended  that  the  Council  com- 
municate to  the  AMA  our  grave  concern  with  this  Act,  our 
doubts  as  to  its  constitutionality  in  abridging  patients’ 
rights  and  encourage  and  support  the  AMA  in  pursuing  any 
warranted  legal  action  to  revoke  or  suitably  modify  the  Act, 
and  to  seek  the  support  of  not  only  the  medical  profession 
but  also  of  other  groups  that  share  our  concern. 

It  further  recommended  that  MSSNY  place  this  item 
on  the  agenda  of  the  special  meeting  of  the  House  of  Del- 
egates in  Rochester  in  November  1975  and  that  the  House, 
at  that  time,  formulate  a position  that  would  serve  as  a 
guideline  to  the  county  medical  societies  in  their  rela- 
tionships with  the  groups  established  by  P.L.  93-641. 

In  accordance  with  the  recommendation  of  the  House 
of  Delegates,  a Health  Systems  Agencies  Coordinating 
Committee  was  established.  This  committee  has,  however, 
continued  to  consider  developments  in  this  area  and  has 
forwarded  recommendations  to  the  HSA  Committee. 

HMOs  and  Prepaid  Health  Plans.  The  recent 
amendments  removing  some  of  the  requirements  for  HMO 
recognition  were  considered  a direct  contradiction  of  the 
basic  concepts  that  were  originally  advanced  as  justifica- 
tion for,  and  the  establishment  of  HMOs.  The  expendi- 
ture of  the  great  sums  involved  in  yet  another  untried 
system  was  deplored,  with  the  opinion  expressed  that  it 
would  be  wiser  to  set  up  pilot  projects  incorporating  the 
original  requirements  to  test  both  the  efficacy,  and,  more 
importantly,  the  acceptance  by  the  public  of  such  systems. 
The  freedom  afforded  HMOs  to  solicit  gives  them  the  op- 
portunity to  present  only  the  favorable  side  of  a complex 
and  controversial  plan. 


The  committee  challenged  the  subsidization  of  HMOs 
by  the  Blue  Plans  as  a violation  of  their  charters.  Our 
general  counsel,  however,  found  that  their  charters  do 
permit  the  Blues  to  experiment  in  developing  alternative 
health  care  delivery  systems. 

It  was  recommended  that  MSSNY  consider  initiating 
or  supporting  a study  to  establish  and  compare  the  cost  of 
the  various  modes  of  delivering  medical  care. 

Physicians  Alliance.  The  Ad  Hoc  Committee  ap- 
pvjnted  by  the  Council  reported  that  the  objectives  of  a 
“Physicians  Alliance”  can  be  met  within  the  present 
structure  of  MSSNY ; that  the  stated  goals  of  such  an  alli- 
ance were  meritorious;  and  that  a study  should  be  con- 
ducted by  the  Research  and  Planning  Committee  as  to  how 
to  attain  these  aims. 

Mass  Purchasing  Cooperative.  The  committee  felt 
that  the  Pennsylvania  plan  merited  investigation.  It  noted 
that  the  Membership  Benefits  Committee  was  studying 
this  plan  and  invited  a representative  from  the  Pennsyl- 
vania State  Medical  Society  to  a meeting  and  concluded 
after  the  presentation  that  it  was  still  too  early  to  draw  any 
conclusions. 

The  committee  was  of  the  opinion  that  the  establish- 
ment of  a Mass  Purchasing  Cooperative  would  offer  ben- 
efits to  our  membership  and  hence  encourages  the  Mem- 
bership Benefits  Committee  to  continue  to  explore  this 
subject. 

Legislative  Proposal  for  Publication  of  True  Costs 
of  Governmental  Health  Care  Delivery  Systems. 

Cognizant  of  the  increasing  concern  by  all  parties  in  the 
escalating  costs  of  medical  care  delivery  and  the  promi- 
nence of  this  topic  in  the  communication  media,  and  noting 
that  a good  deal  of  the  opinions  expressed  were  based  on 
insufficient  or  erroneous  data,  the  committee  felt  that  an 
attempt  should  be  made  to  establish  valid  figures  so  that 
accurate  and  meaningful  comparisons  could  be  made.  The 
committee  felt  that  where  public  monies,  either  directly 
or  indirectly,  are  paid  for  any  part  of  a health  care  service, 
accounting  procedures  should  be  established  to  determine 
the  true  cost  of  such  services,  and  that  such  analysis  should 
be  made  part  of  the  annual  report,  assessing  costs  to  ben- 
efits obtained  and  relating  these  to  the  goals  of  the  par- 
ticular health  care  delivery  system.  In  those  instances 
where  the  benefits  are  intangible  and  do  not  lend  them- 
selves to  quantitative  measurement,  the  responsible  agency 
or  department  should  include  a reasonable  evaluation  ex- 
pressed monetarily.  It  was  also  felt  that  the  annual  review 
should  indicate  duplication  of  health  care  expenditures  by 
other  agencies  of  the  government. 

It  was  recommended  to  the  Council  that  the  legislation 
committee  draw  up  a suitably  worded  proposal  that  would 
require  the  annual  publication  of  a financial  report  indi- 
cating the  true  costs  of  all  government  supported  health 
care  delivery  systems  and  delineating  overhead,  adminis- 
trative, physician,  and  other  personnel  costs,  and  that  this 
proposal  receive  all  necessary  support  to  seek  its  passage 
in  the  1976  Albany  legislative  session. 

Retroactive  Reduction  of  Fees  Paid  Under  Medi- 
care to  Physicians  Treating  Prisoners.  Whereas  in  the 
past  local  physicians  treating  prisoners  were  paid  on  a 
“usual  and  customary”  fee  basis,  such  fees  have  been  ar- 
bitrarily and  unilaterally  reduced  to  the  Medicaid  reim- 
bursement level.  The  result  has  been  that  physicians  who 
have  previously  treated  the  prison  population  are  refusing 
to  do  so  because  of  the  unrealistic  payment  schedule.  This 
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has  led  to  the  necessity  of  transporting  prisoner  patients 
to  other  areas  to  secure  the  necessary  treatment  and  has 
thus  resulted  in  increased  rather  than  diminished  costs. 

The  committee  recommended  that  the  Council  send 
communications  to  the  appropriate  State  officials  calling 
attention  to  the  counter-productive  effect  of  reducing 
previous  payment  levels  to  those  physicians  treating  the 
prison  population,  resulting  in  increased  rather  than  di- 
minished costs. 

Na  tional  Health  Insurance.  The  staff  has  attempted 
to  keep  the  members  of  the  committee  abreast  of  devel- 
opments in  this  field.  Although  present  indications  are 
that  the  1976  Congress  is  unlikely  to  consider  the  passage 
of  any  comprehensive  bill,  the  topic  will  almost  surely  be 
a major  one  in  the  election  campaign.  There  appears  to 
be  likelihood  of  limited  action  this  year  to  pass  a cata- 
strophic disease  coverage.  The  previous  position  of 
MSSNY  in  1972,  affirmed  in  1975,  was  reaffirmed.  The 
committee  will  continue  to  carefully  monitor  future  de- 
velopments. 

In  addition  to  the  topics  covered  above,  the  committee 
also  concerned  itself  with  a number  of  items  such  as  med- 
ical liability  insurance,  availability  of  health  manpower, 
and  medical  care  insurance  programs,  which  although  not 
within  its  strict  purview  do  have  significant  socioeconomic 
consequences.  It  has,  when  appropriate,  made  recom- 
mendations to  the  Society’s  committees  which  are  pri- 
marily concerned  with  those  subjects. 

The  members  of  this  committee,  in  addition  to  the  time 
spent  at  the  meetings,  have  also  had  to  devote  time  to  the 
preliminary  review  of  the  material  distributed  relative  to 
the  agenda  topics.  The  chairman  expresses  his  personal 
thanks,  as  well  as  that  of  the  Society,  to  the  members  of  the 
committee  who  have  given  so  generously  of  their  time  and 
effort.  The  committee  also  commends  Dr.  Max  N.  How- 
ard, Director  of  the  Division  of  Medical  Services,  Mr. 
William  Brainin,  Associate  Director,  and  Mrs.  Imelda 
Morrissey,  Secretary,  for  the  excellent  staff  work  that 
permitted  the  efficient  functioning  of  the  committee. 

Respectfully  submitted, 

Dallas  E.  Billman,  M.D.,  Chairman 

SOCIOECONOMICS  ( SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
Questionable  Use  ofIX-C  Carrier  Funds  to  Subsidize 
Health  Care  Delivery  Systems 

This  committee,  on  February  12,  1976,  had  questioned 
the  legality  of  the  subsidization  of  experimental  delivery 
systems  by  Blue  Cross — Blue  Shield  subscribers’  funds. 
The  Council  referred  this  to  the  General  Counsel  for  in- 
vestigation. This  was  researched  by  our  General  Counsel 
and  the  opinion  dated  April  2,  1976,  read  to  the  committee, 
was  that  not  only  were  the  Blue  Plans  empowered  by  law 
“to  organize  and  manage  prepaid  comprehensive  health 
care  plans”  but  that  the  Superintendent  of  Insurance  could 
“modify  insurance  requirements  applicable  to  health  ser- 
vice corporations  to  enable  them  to  use  their  assets  to  or- 
ganize and  manage  prepaid  comprehensive  health  care 
plans.” 

It  was  remarked  that  although  the  use  of  such  funds  may 
be  legal,  it  is  questionable  whether  it  is  proper.  The  dif- 
ferences in  orientation  between  the  Blue  Cross  vs.  the  Blue 
Shield  Plans  were  noted.  The  Blue  Shield  Plans  are  at 
present  under  investigation  by  the  Federal  Trade  Com- 


mission to  determine  if  they  are  under  undue  physician 
control.  A new  health  insurance  plan  proposed  by  the 
BC-BS  of  Greater  New  York  under  review  by  the  Medical 
Care  Insurance  Committee  was  brought  to  the  attention 
of  this  committee  for  information. 

It  was  reported  that  an  Upstate  hospital  has  given  notice 
resigning  its  Blue  Cross  agreement.  The  division  director 
was  requested  to  present  the  viewpoint  of  this  committee 
to  the  Hospital  and  Professional  Relations  Committee  and 
to  ascertain  the  position  of  the  Hospital  Association  of  New 
York  (since  the  meeting  it  has  been  learned  that  the  hos- 
pital concerned  has  withdrawn  its  intention  to  resign). 

The  committee  recommended  that  MSSNY  request  the 
Medical  Care  Insurance  Committee  to  make  every  effort 
to  obtain  all  relevant  data  to  establish  the  true  costs  for 
rendering  services  under  various  health  care  delivery  sys- 
tems. 

Medicaid  Problems 

There  was  discussion  of  Senator  Moss’s  experiences  in 
“Medicaid  Mills,”  and  his  committee’s  subsequent  inves- 
tigation of  the  Medicaid  program.  The  hearings  were 
followed  by  a great  deal  of  publicity  with  some  critizing  the 
medical  profession  for  not  policing  the  physicians  involved 
in  abusing  the  program.  The  MSSNY  responded  to  the 
latter  charge  by  letters  to  the  Editor  of  the  New  York 
Times,  copies  of  which  were  distributed.  The  deficiencies 
in  the  Medicaid  program  that  led  to  nonparticipation  by 
the  ethical  physician,  leaving  the  field  to  the  entrepreneur, 
were  again  reviewed,  as  were  the  unsuccessful  attempts  by 
the  MSSNY  to  have  changes  made  that  would  further  the 
stated  aim  of  the  Medicaid  program,  namely,  to  reintro- 
duce the  medically  needy  back  into  the  mainstream  of  high 
quality  medical  care.  It  was  noted  that  the  MSSNY  had 
offered  years  ago  to  assist  in  a peer  review  of  situations 
which  the  Medicaid  administrators  thought  were  not  in 
keeping  with  the  accepted  practices  of  the  profession.  It 
was  noted  that  organized  medicine  has  only  limited  in- 
vestigative powers  and  no  disciplinary  power  to  control  the 
abusers.  The  greatest  criticism  was  leveled  against  the 
New  York  City  Medicaid  program. 

It  had  previously  been  suggested  that  the  committee 
invite  to  its  meeting  legislators  who  are  concerned  with  the 
failure  of  the  Medicaid  program  to  accomplish  its  designed 
purpose.  It  was  recommended  that  this  approach  be 
broadened  to  set  up  a meeting  with  a number  of  Congres- 
sional representatives  as  well  as  Albany  legislators.  The 
division  director  pointed  out  that  meetings  of  this  nature 
are  already  being  held  by  the  MSSNY  Legislative  Com- 
mittee and  the  viewpoints  of  this  committee  can  be  ex- 
pressed through  that  body  either  indirectly  or  by  direct 
representation.  It  was  left  that  the  division  director  would 
further  explore  this  matter  with  the  Chairman  of  the 
Legislative  Committee. 

It  was  suggested  that  an  attempt  be  made  to  determine 
the  administrative  costs  of  the  Medicaid  program.  (The 
division  director  has  since  met  with  the  New  York  State 
Deputy  Commissioner  of  the  Medical  Assistance  Depart- 
ment of  Social  Services  and  requested  this  information. 
He  was  informed  that  this  figure  was  not  obtainable  be- 
cause it  involved  local,  State,  and  Federal  agencies,  and 
that  many  of  the  costs  were  covered  in  other  agencies  not 
directly  concerned  with  the  Medicaid  program,  such  as  the 
Departments  of  Health,  and  it  would  be  impossible  to 
break  these  down). 

Practice  Management  Workshops 

The  AMA  has  embarked  upon  a project  of  workshops  to 
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inform  physicians  how  to  practice  most  efficiently.  In 
conjunction  with  state  medical  societies,  the  AMA  has 
organized  such  workshops  for  those  physicians  just  em- 
barking to  practice.  It  was  felt  that  such  workshops  would 
also  be  of  interest  and  value  to  physicians  already  in 
practice.  The  staff,  together  with  the  Public  Relations 
Division,  developed  a tentative  program  for  such  a work- 
shop for  consideration  by  the  committee.  The  draft  (at- 
tached) was  discussed. 

The  importance  of  a socioeconomic  orientation  at  the 
interne-resident  level  as  well  as  recognized  by  the  com- 
mittee. It  was  recommended  that  consideration  be  given 
to  office  management  indoctrination  conducted  at  the 
county  medical  society  and  district  branch  levels.  It  was 
further  recommended  that  this  committee  proceed  to  draw 
up  a protocol  for  such  a program. 

The  committee  recommended  to  MSSNY  that  one  ses- 
sion of  the  1977  annual  meeting  of  the  MSSNY  be  devoted 
to  a workshop  along  the  lines  of  the  draft  and  that  the  So- 
cioeconomics Committee  be  authorized  to  further  develop 
and  be  responsible  for  the  presentation  of  such  a pro- 
gram. 

Regionalization  of  Fees  In  Workmen's  Compensation 
Negotia  tions 

The  representatives  of  the  MSSNY  on  the  Workmen’s 
Compensation  Advisory  Committee  on  the  Medical  Fee 
Schedule  have,  in  the  course  of  their  negotiations,  been  told 
by  the  insurance  carriers  that  with  the  increases  in  the 
schedule  there  are  areas  of  the  State  where  these  fees  are 
higher  than  those  the  physicians  charge  their  private  pa- 
tients for  similar  services.  The  carriers  did  not  then  re- 
quest regionalization,  but  the  chairman  of  the  workmen’s 
compensation  board  recently  made  reference  to  this  pos- 
sibility. The  Workmen’s  Compensation  Law  provides  for 
such  differentiation  on  the  chairman’s  discretion. 

The  various  factors  that  constitute  the  expenses  of 
conducting  a practice  and  the  differences  between  regions 
were  explored.  The  absence  of  any  factual  data  and  the 
difficulty  in  collecting  such  were  commented  on.  There 
was  also  the  question  whether  any  MSSNY  activity  along 
this  line  outside  the  field  of  workmen’s  compensation 
would  be  contrary  to  the  decision  of  the  Council  of  MSSNY 
to  desist  from  any  participation  in  fee  discussions. 

The  question  relates  only  to  the  workmen’s  compensa- 
tion program  but  in  anticipation  that  the  subject  will  be 
raised,  and  since  it  does  involve  socioeconomic  factors,  it 
is  brought  to  the  attention  of  this  committee  for  it  to  con- 
sider whether  to  recommend  any  position  to  the  Council 
of  MSSNY.  The  chairman  of  the  Workmen's  Compen- 
sation Board  is  constituting  a committee  to  establish  an 
index  on  which  future  increases  in  the  workmen’s  com- 
pensation fee  schedule  can  be  based. 

It  was  moved,  passed  and  unanimously  approved  that 
at  this  time  the  consideration  of  regionalization  of  fees  by 
this  committee  be  deferred  pending  further  exploration 
and  more  specific  data  is  available,  or  the  committee  is 
requested  to  pursue  this  by  the  Council  of  MSSNY. 

Amendments  of  the  HMO  Law 

This  committee  had  previously  discussed  the  proposed 
amendments  that  reduce  the  benefits  HMOs  must  provide 
and  had  recommended  a position  to  MSSNY  which  the 
Council  had  approved.  However,  on  May  27,  1976  the 
Council  reconsidered  and  approved  the  following: 

That  MSSNY  and  the  New  York  State  delegation  to  the 
House  of  Delegates  of  the  AMA  support  the  principles  of 


the  enabeling  legislation  embodied  in  the  HMO  amend- 
ments. 

The  reimbursement  allowances  to  hospitals  for  sums 
expended  for  research  and  house  staff  training  pro- 
grams. 

The  committee  recommended  that  MSSNY  express  its 
strong  disapproval  of  any  move  to  reduce  hospital  reim- 
bursement formulas  that  now  provide  for  inclusion  of  sums 
expended  for  research  and  training  programs,  for  such 
reduction  will  have  a deleterious  effect  on  the  health  care 
available  to  the  public  both  in  the  present  and  in  the  fu- 
ture. 

Cost  Containment  Health  Care  Programs 

On  September  28, 1976,  the  Council  on  Wage  and  Price 
Stability  announced  additional  public  hearings  on  this 
topic,  emphasizing  its  particular  concern  with  the  increased 
costs  in  the  health  care  sector  and  inviting  the  views  of 
interested  parties.  It  particularly  invited  comments  on 
what  factors  are  responsible  for  the  rapid  rise  in  health  care 
costs,  what  could  and  is  being  done  by  groups,  including 
the  medical  care  industry,  to  stem  the  increase. 

MSSNY  did  not  respond  since  the  AMA  has  been  the 
spokesman  on  the  Federal  level.  In  a previous  hearing 
before  the  same  Council,  the  AMA  representative  regis- 
tered the  medical  professions’  deep  concern  with  rising 
health  care  costs  but  stressed  its  even  greater  concern  that 
arbitrary  cost  limitations  not  have  an  adverse  impact  in 
maintaining  the  standards  of  high  quality  and  accessibility 
of  medical  care.  The  AMA  position  encourages  voluntary 
mechanisms  to  restrain  health  care  cost  increases  and 
supports  pluralistic  health  care  delivery  systems  so  that 
alternative  and  competent  approaches  may  be  tested.  The 
AMA  also  supported  voluntary  peer  review  mechanisms 
to  assure  high  quality  and  appropriate  utilization  review. 
It  strongly  urged  against  any  discriminatory  government 
controls. 

The  arbitrary  and  unrealistic  approach  by  governmental 
agencies,  both  on  the  Federal  and  State  levels,  and  the  ef- 
fects resulting  therefrom  was  discussed.  The  difficulties 
that  had  arisen  with  the  national  economic  indices  estab- 
lished by  HEW  two  years  ago  were  noted. 

Most  recently  HEW  has  limited  the  increase  in  pre- 
vailing fees  that  its  fiscal  intermediaries  may  grant  for  the 
1977  fiscal  year  in  27.6%  above  that  of  the  base  fiscal  year 
of  7/1/72-6/30/73.  This  compares  with  the  17.9%  above 
the  1973  level  that  was  permitted  for  the  fiscal  year  1976. 
Thus  the  increase  this  fiscal  year  is  9.7%  over  last  year. 
The  difficulties  in  selecting  an  appropriate  indexing  device 
has  been  admitted  by  the  government  and  the  weakness 
recognized  in  indices  in  general  are  even  more  apparent  in 
developing  an  index  for  medical  fees.  In  MSSNY’s  original 
objection  to  the  national  economic  index  it  was  pointed  out 
that  the  enormous  increase  in  medical  liability  insurance 
premiums  had  not  been  taken  into  account.  HEW  in  its 
most  recent  adjustment  of  the  index  states  that  for  the  first 
time  this  has  been  taken  into  account.  In  addition  it  was 
admitted  that  there  is  a “lack  of  a sufficiently  defined  data 
base  of  physician’s  practice  costs,  (that)  precluded  . . . 
changes  . . . (for)  adjustment  for  regional  differences  in  cost 
increases  and  adjustments  for  differential  practice  costs 
among  specialists.” 

This  committee  in  conjunction  with  the  Interspecialty 
Committee  has  been  concerned  with  this  matter  and  as  one 
means  of  evaluating  fee  patterns  had  conducted  a survey 
of  the  medical  practice  in  New  York  State  based  on  which 
a relativity  scale  was  developed.  The  latter  could  assist 
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in  the  evaluation  of  the  reasonableness  of  fees.  However, 
the  actions  of  the  Justice  Department  and  the  Federal 
Trade  Commission  has  hamstrung  our  continued  reviews 
in  this  area.  Accordingly  the  MSSNY  has  desisted  from 
any  participation  in  the  evaluation  of  fees  at  this  time,  al- 
though the  Council  has  authorized  this  committee  and  the 
Interspecialty  Committee  to  continue  to  study  patterns  of 
practice  in  the  State  provided  there  is  no  reference  to  fees. 
The  difficulty  of  conducting  such  studies  without  reference 
to  fees  and  the  usefulness  of  data  accumulated  in  such 
fashion  was  noted.  It  was  further  noted  that  some  carriers 
are  phasing  in  the  discontinued  1975  MSSNY  RVS  without 
our  being  able  to  contribute  continuing  evaluation  and 
correction  of  recognized  inequities. 

The  following  points  were  made: 

Governmental  agencies  have  tended  to  pay  larger  sums 
for  services  rendered  in  one  setting  that  could  be 
provided  at  lesser  cost  in  another. 

There  is  a trend  to  pay  blanket  sums  for  poorly  defined 
or  unidentifiable  services. 

There  is  a failure  to  require  itemization  that  would 
identify  unnecessary  procedures  to  which  patients 
may  be  subjected. 

There  is  need  for  a methodology  that  would  enable 
PSROs  to  more  easily  identify  over  and  under-utili- 
zation in  assuring  quality  control. 

The  principle  of  providing  medical  services  at  the  lowest 
cost  consistent  with  quality  assurance  should  be 
stressed. 

The  following  resolution  was  approved  by  the  commit- 
tee, to  be  introduced  to  the  House  of  Delegates: 

Accurate  Cost  Accounting  of  Governmentally  Fi- 
nanced and  Governmentally  Regulated  Health  Care 
Programs 

Whereas,  The  cost  of  delivering  health  care  is  of  major 
concern  to  all  persons;  and 

Whereas,  The  government  is  paying  an  increasing 
proportion  of  these  costs,  financed  by  taxation;  and 
Whereas,  Governmental  Agencies,  by  regulation  of 
insurance  premiums  and  payment  schedules  control  the 
amount  of  money  that  can  be  collected  and  dispersed, 
including  health  coverage  insurance  entirely  financed 
privately;  therefore  be  it 

Resolved,  That  all  governmental  agencies  that  con- 
trol health  care  delivery  systems  be  required  to  maintain 
and  make  available  accurate  records  to  indicate  the  costs 
and  reimbursements  of  precisely  identified  services, 
insuring  that  government  policy  adhere  to  the  principle 


that  medical  services  provided  for  are  rendered  in  the 
least  costly  setting  consistent  with  Professional  Stan- 
dards Review  criteria. 

National  Health  Insurance 
The  report  of  the  Federal  Legislation  Committee  to  the 
Council  on  September  23,  1976  in  regard  to  this  topic  was 
read  and  it  was  noted  that  it  reiterated  support  of  the  15 
AMA  guidelines  and  the  6 MSSNY  criteria  as  the  con- 
ceptual basis  for  any  National  Health  Insurance  Program. 
This  is  in  keeping  with  the  recommendation  of  this  com- 
mittee. The  remark  by  the  Federal  Legislation  Committee 
“that  the  first  priority  should  be  catastrophic  coverage  for 
all  people,  with  a comprehensive  program  established 
later”  was  discussed  and  it  was  this  committee’s  consensus 
that  the  word  “simultaneously”  should  be  substituted  for 
“later.”  A contradiction  was  noted  to  the  above  en- 
dorsement of  the  AMA  guidelines  and  MSSNY  criteria 
when,  in  considering  Medicare  and  Medicaid,  the  Federal 
Legislation  Committee  opposed  coinsurance  under  Med- 
icare, and  this  opposition  was  approved  by  the  Council  on 
September  23,  1976.  It  was  the  consensus  of  this  com- 
mittee that  coinsurance  was  an  important  cost  containment 
measure,  as  applicable  in  Medicare  as  in  any  other  health 
insurance  coverage  other  than  Medicaid.  With  the  im- 
plementation of  catastrophic  coverage  there  would  be  a 
cut-off  level  above  which  the  coinsurance  feature  would  no 
longer  apply. 

The  committee  approved  Dr.  Emerson’s  suggestion  that 
this  committee  not  take  up  the  differences  discussed  above 
but  rather  recommend  that  at  this  time  the  MSSNY 
psoition  be  that  of  endorsing  the  AMA  position  on  National 
Health  Insurance. 

Respectfully  submitted, 

Dallas  E.  Billman,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

The  annual  and  supplementary  reports  ol'  the  Com- 
mittee on  Socioeconomics  were  noted  and  approved.  Your 
reference  committee  commends  the  efforts  of  Dallas  E. 
Billman,  M.D.,  and  the  members  of  his  committee  for  their 
efforts  during  the  past  year. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report .... 
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WORKMEN’S  COMPENSATION  AND 
OCCUPATIONAL  HEALTH  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  the  report  of  the  Council  Committee 
on  Workmen’s  Compensation  and  Occupational  Health  of 
the  Division  of  Medical  Services. 

The  committee  members  are  as  follows: 


John  H.  Morton,  M.D.,  Chairman Monroe 

Frederic  W.  Holcomb,  Jr.,  M.D.,  Vice-Chairman  ..  . 

Ulster 

Thomas  J.  Doyle,  M.D .New  York 

Walter  W.  Frederick,  M.D Essex 

Francis  J.  Haley,  M.D Erie 

Burton  P.  Hoffman,  M.D Westchester 

Robert  P.  Jessup,  M.D Nassau 

John  A.  Kalb,  M.D Broome 

Robert  Katz,  M.D New  York 

George  Lim,  M.D Oneida 

Nicholas  P.  Teresi,  M.D Albany 

Leonard  Weitzman,  M.D Suffolk 


Since  its  last  report  to  the  House  of  Delegates,  the 
committee  has  met  on  two  occasions  with  additional  con- 
sultations by  telephone  or  mail  to  deal  with  those  problems 
requiring  prompt  resolution.  Reported  on  below  are  those 
matters  which  were  of  major  concern. 

Resolutions.  The  committee  considered  the  following 
resolutions  which  were  referred  to  it  by  the  House  of  Del- 
egates: 

75-67,  Equal  Fee  for  Equal  Service 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  as  policy  that  all  physicians  be 
reimbursed  by  all  New  York  State  Fee  Schedules  on 
the  basis  of  equal  fee  for  equal  service;  and  be  it  fur- 
ther 

Resolved,  That  in  regard  to  the  medical  section  of 
the  MSSNY  Relative  Value  Scale,  it  reflect  the  modes 
of  practice  to  all  specialties,  making  it  the  responsibili- 
ty of  each  specialty  society  to  advise  its  membership  in 
the  proper  use  of  the  RVS  numbers. 

The  committee  was  in  accord  with  the  principle  but 
noted  the  difficulties  that  arise  in  defining  “equal  service.” 
On  a philosophical  basis  the  application  of  this  principle 
would  make  it  unnecessary  to  have  any  specialty  designa- 
tion for  once  the  “equal  service”  was  apparent  there  should 
be  no  difference  in  fees  paid  to  general  practitioners,  family 
physicians,  or  other  specialists.  There  was  a consensus 
that  the  issue  involved  relationships  among  specialties  and. 
since  this  resolution  was  on  the  agenda  for  the  Interspeci- 
alty Committee’s  consideration  that  no  action  be  taken 
pending  decision  by  the  Interspecialty  Committee. 

75-97  Charge  Profiles 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  its  members  take  no  part 
in  the  setting  up  of  “charge  profiles”  by  any  third 
party. 

The  Reference  Committee  recommended  disapproval 
of  the  resolution  based  on  the  fact  that  physicians  do  not 
take  any  part  in  setting  up  charge  profiles,  the  latter  being 
performed  by  third  party  payors  as  a unilateral  action, 
compiling  the  profiles  from  the  fees  actually  submitted  by 
physicians  who  presumably  are  billing  their  usual  and 
customary  fees. 

The  committee  voted  unanimously  to  recommend  that 
the  Council  disapprove  this  resolution  and  take  no  action 
on  it. 


The  Council  filed  this  resolution. 

Podiatry  Fee  Schedule.  In  August  of  1973,  in  con- 
formity with  the  Workmen’s  Compensation  Law,  the 
Chairman  of  the  Workmen’s  Compensation  Board  re- 
quested the  Podiatry  Practice  Committee  of  the  Board  to 
submit  a fee  schedule.  Upon  review  of  the  submitted 
schedule  by  MSSNY,  it  was  found  to  include  many  pro- 
cedures which  we  felt  were  outside  the  scope  of  podiatry 
a^fjefined  by  the  State  Education  Law.  MSSNY  decided 
to  resist  by  all  possible  means,  including  legal  action  if 
necessary,  the  promulgation  of  the  proposed  schedule. 
What  followed  was  an  intensive  two-year  confrontation 
involving  numerous  meetings  with  the  Advisory  Com- 
mittee on  the  Medical  Fee  Schedule  and  Allied  Problems, 
its  Subcommittee  on  the  Podiatry  Fee  Schedule,  and  the 
Podiatry  Society  of  the  State  of  New  York.  As  a result  of 
these  meetings  decisions  were  reached  satisfactory  to  all 
the  parties  concerned,  but  these  were  rejected  by  the  Po- 
diatry Practice  Committee,  which  in  March  of  1975  pre- 
sented a new  fee  schedule.  The  latter,  although  elimi- 
nating many  of  the  original  procedures  that  MSSNY  had 
objected  to,  still  contained  a number  that  MSSNY  con- 
sidered in  violation  of  the  Education  Law,  the  performance 
of  which  by  podiatrists  was  deemed  detrimental  to  the 
public  welfare.  The  impasse  that  resulted  led  to  our  in- 
forming the  Counsel  of  the  State  Education  Department 
that  we  would  seek  court  action  if  the  proposed  schedule 
was  implemented.  The  State  Education  Department 
convened  a meeting  of  representatives  of  the  State  Board 
for  Medicine,  State  Board  for  Podiatry,  the  Podiatry  So- 
ciety of  the  State  of  New  York  and  the  Medical  Society  of 
the  State  of  New  York.  At  the  invitation  of  MSSNY,  the 
President  of  the  New  York  State  Society  of  Orthopedic 
Surgeons,  Inc.,  also  attended  that  meeting.  The  outcome 
was  the  acceptance  of  the  proposals  submitted  by  MSSNY 
six  months  previously  and  acceptable  to  the  Podiatry  So- 
ciety of  the  State  of  New  York.  The  New  York  State  Ed- 
ucation Department  asked  that  MSSNY  and  the  Podiatry 
Society  of  the  State  of  New  York  meet  to  agree  upon  the 
formal  language.  This  was  done  and  the  document  sub- 
mitted to  the  Chairman  of  the  Workmen’s  Compensation 
Board.  The  latter,  in  turn,  referred  the  schedule  to  the 
Advisory  Committee  which  recommended  that  this 
schedule,  with  some  minor  changes,  acceptable  to  MSSNY, 
be  promulgated  by  the  Chairman  of  the  Workmen’s 
Compensation  Board,  in  preference  to  the  one  submitted 
by  the  Podiatry  Practice  Committee.  The  Chairman  of 
the  Workmen’s  Compensation  Board  accepted  this  rec- 
ommendation and  the  Podiatry  Fee  Schedule  became  ef- 
fective on  April  15,  1976. 

Evaluation  and  Review  of  Osteopaths.  In  February 
1974  membership  in  county  and  state  medical  associations 
was  opened  to  doctors  of  osteopathy.  At  that  time  the 
Rules  and  Procedure  under  the  Workmen’s  Compensation 
Law  provided  that  those  matters  involving  doctors  of  os- 
teopathy calling  for  review  by  a professional  society  could 
be  considered  only  by  the  New  York  State  Osteopathic 
Society.  MSSNY  requested  a change  in  the  Rules  and 
Procedures  to  permit  osteopathic  physicians  who  are 
members  of  the  county  and  state  medical  associations  to 
have  the  same  rights  as  all  other  members  of  those  societies. 
This  request  was  accepted  by  the  Chairman  of  the  Work- 
men’s Compensation  Board  and  the  Rules  and  Procedure 
were  changed  accordingly.  Subsequently  the  New  York 
State  Osteopathic  Society  requested  reversal  of  the 
Chairman’s  decision,  and  a hearing  was  held  before  the 
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Medical  Appeals  Unit  of  the  Workmen’s  Compensation 
Board,  with  the  division  director  representing  MSSNY. 
The  Medical  Appeals  Unit  recommended  that  the  Chair- 
man’s decision  not  be  reversed. 

Modification  of  C-4  Forms.  In  response  to  a number 
of  complaints  from  our  physician  members  of  the  C-4 
forms  used  in  reporting  the  findings  in  the  treatment  of 
workmen’s  compensation  claimants,  the  committee  peti- 
tioned the  Workmen’s  Compensation  Board  for  changes. 
As  a result  of  that  petition,  and  the  efforts  of  Burton  P. 
Hoffman,  M.D.,  the  Board  did  agree  to  reduce  the  size  of 
the  report  form  to  the  standard  8%  X 11  inches  and  to 
rearrange  the  spaces  to  facilitate  typewriting.  This 
modification  should  be  beneficial  to  physicians  both  in  the 
preparation  and  in  filing  of  the  forms. 

Payment  for  Copies  of  X-Ray  Films.  Since  original 
x-ray  films  are  an  integral  part  of  the  patient’s  record,  and 
it  is  the  opinion  of  MSSNY’s  General  Counsel  and  Counsel 
for  the  Medical  Liability  Mutual  Insurance  Company  that 
a physician  should  at  all  times  retain  the  original  of  a pa- 
tient’s records,  a request  was  made  to  the  Workmen’s 
Compensation  Board’s  Advisory  Committee  on  the  Med- 
ical Fee  Schedule  and  Allied  Problems  that  in  those  in- 
stances where  x-rays  are  requested  by  the  carriers  or  the 
Board,  copies  be  acceptable  and  that  payments  to  defray 
the  expenses  of  making  such  copies  be  covered.  This  re- 
quest was  rejected.  It  is  the  recommendation  of  this 
committee,  supported  by  Counsel,  that  original  x-rays  be 
retained  by  the  physician  as  part  of  his  office  record. 

Increase  in  Workmen’s  Compensation  Medical  Fee 
Schedule.  On  July  1,  1975,  after  intensive  negotiations 
the  Chairman  of  the  Workmen’s  Compensation  Board 
promulgated  an  increase  in  the  fee  schedule  averaging 
about  12%  on  an  overall  basis.  MSSNY  has,  through  its 
representation  on  the  Advisory  Committee,  been  actively 
engaged  in  seeking  an  overall  increase  of  20%  in  the  present 
fee  schedule  to  become  effective  July  1,  1976.  These  ne- 
gotiations have  necessitated,  during  the  past  five  months, 
the  accumulation  and  presentation  of  considerable  sup- 
porting data  which  we  feel  substantiates  the  reasonableness 
and  validity  of  our  request.  At  this  moment  the  negotia- 
tions are  at  an  impasse  and  await  resolution  by  the  Chair- 
man of  the  Board. 

Conclusion  of  Workmen  ’s  Compensation  Statistical 
Study.  In  May  1976  the  results  of  the  statistical  study, 
a two  year  effort  in  which  MSSNY’s  Director  of  the  Divi- 
sion of  Medical  Services  collaborated  with  the  Workmen’s 
Compensation  Board  and  the  carriers,  became  available. 
The  study  entailed  an  analysis  in  depth  of  30,864  individual 
files,  involving  76,030  bills,  including  geographic  area,  di- 
agnosis, type  of  treatment  and  by  whom  rendered,  hospital 
versus  physician  payments,  and  frequency.  It  is  planned 
to  summarize  the  findings  in  a forthcoming  article  in  the 
New  York  State  Journal  of  Medicine.  A preliminary  re- 
view indicates  a substantiation  of  the  results  of  two  pre- 
vious studies  conducted  solely  by  MSSNY’s  Division  of 
Medical  Services  Director.  The  study  should  provide  the 
factual  data  that  has  been  found  lacking  in  attempting  to 
resolve  some  of  the  problems  peculiar  to  workmen’s  com- 
pensation, and  permit  more  valid  projections  in  changing 
rules  and  fees. 

Inordinate  Delay  by  the  City  of  NY  in  Paying  Phy- 
sicians Fees  for  the  Treatment  of  Workmen’s  Com- 
pensation Cases.  The  failure  of  the  City  of  New  York  to 
process  claims  and  to  delay  for  years  payment  of  fees  due 
physicians  treating  its  employees  covered  under  the 


Workmen’s  Compensation  Law  has  been  disgraceful.  Our 
attempts  to  improve  this  situation  by  communication  with 
the  Mayor’s  office  were  unsuccessful.  District  37  of  the 
Union  of  City  Employees,  finding  that  physicians  were 
reluctant  to  accept  such  cases,  finally  filed  suit  to  force 
prompt  payment.  MSSNY  offered  to  present  supporting 
material  in  justification  of  the  complaint.  The  Chairman 
of  the  Board  intervened  and  secured  a promise  from  the 
New  York  City  administration  that  it  would  assign  addi- 
tional help  and  streamline  its  procedures  to  rectify  the 
situation.  It  is  too  early  to  determine  if  in  fact  the  City  has 
taken  the  necessary  measures.  Under  law,  the  City  of  New 
York,  as  other  municipalities,  are  not  subject  to  the  disci- 
plinary measures  that  are  applicable  to  other  compensation 
insurance  carriers.  The  Chairman  of  the  Board  has  indi- 
cated that  he  will  pursue  this  matter  vigorously  and  this 
committee  will  keep  abreast  of  developments.  The  suit 
mentioned  is  still  pending. 

Nassau  County  Medical  Society’s  Resolution  to 
Disband  its  “Workmen’s  Compensation  Board.”  The 

Executive  Committee  of  the  Medical  Society  of  the  County  i 
of  Nassau  on  November  11,  1975,  voted  to  disband  its 
“Workmen’s  Compensation  Board”  and  urged  MSSNY  to 
take  similar  action.  Our  committee  considered  the  above 
and,  although  recognizing  that  there  were  a number  of 
provisions  in  the  Workmen’s  Compensation  Law  that  were 
inequitable  and  onerous,  was  of  the  opinion  that  the  proper 
avenue  to  correct  such  was  through  legislative  changes  in 
Albany,  or  by  our  relationships  with  the  Chairman  of  the 
Workmen’s  Compensation  Board  and  his  various  admin- 
istrative departments.  We  are  active  both  in  Albany  and 
with  the  Chairman  to  produce  needed  changes  in  the  law 
and  regulations.  The  Workmen’s  Compensation  Law  now 
provides  that  in  matters  that  affect  physicians,  the 
Chairman  will  seek  the  advice  and  recommendation  of  the 
county  and/or.  State  Medical  Society.  At  one  time  the 
Medical  Practice  Committee  of  the  Workmen’s  Compen-  ;l 
sation  Board  had  the  sole  responsibility  of  evaluating  the 
qualifications  of  physicians,  authorizing  specialty  ratings 
and  hearing  complaints  against  physicians.  MSSNY 
found  this  unsatisfactory  and  felt  that  physicians  should 
have  such  functions  performed  by  their  peers  at  the  county 
medical  society  level.  In  1960  the  Society  was  successful 
in  having  the  Workmen’s  Compensation  Law  amended  to 
restore  the  review  function  to  the  county  medical  societies. 
Although  the  final  authority  rests  with  the  Workmen’s 
Compensation  Board,  the  recommendations  of  the  medical 
societies  are  given  great  weight  by  the  Board.  The  com- 
mittee felt  that  such  review  functions,  affording  physicians 
a hearing  through  the  appropriate  committee  of  the  county 
medical  society,  was  one  that  we  should  not  surrender  and 
accordingly  recommended  that  the  Council  disapprove  the 
Medical  Society  of  the  County  of  Nassau’s  request. 

The  recommendation  to  the  Council  of  MSSNY,  which 
it  adopted,  reads  as  follows: 

“That  the  Executive  Committee  of  the  Nassau 
County  Medical  Society  reconsider  its  decision  to  abol- 
ish its  Workmen’s  Compensation  Committee.  This  j, 
Committee  works  to  protect  the  public  and  the  profes-  i 
sion  in  compensation  matters. 

“Certain  remedies  can  only  be  effected  by  a change 
in  State  Law.  Where  appropriate,  efforts  have  been 
made  and  will  continue  to  be  made  to  have  the  Legisla- 
ture act.  Where  the  law  allows,  the  Chairman  of  the 
Workmen’s  Compensation  Board  has  changed  certain 
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administrative  procedures  and  has  further  changes 
under  consideration. 

“The  influence  of  the  medical  profession  in  these 
matters  will  be  best  served  by  a unified  approach 
through  the  Medical  Society  of  the  State  of  New  York 
rather  than  by  separate  action  from  county  medical  so- 
cieties or  specialty  societies.” 

The  Medical  Society  of  the  County  of  Nassau’s  Work- 
men’s Compensation  Board”  has  not  as  yet  implemented 
the  recommendation  of  its  executive  committee. 

Relationships  Between  County  Medical  Societies 
and  the  Workmen's  Compensation  Board.  The  com- 
mittee has  been  made  aware  of  an  increasing  number  of 
complaints  that  county  medical  societies  have  been  dila- 
tory in  responding  to  requests  by  the  Board  to  investigate 
situations  involving  physicians  treating  workmen’s  com- 
pensation claimants.  The  complaints  have  ranged  from 
no  action  to  inordinate  delays.  The  committee  recom- 
mended that  the  county  medical  societies  look  into  the 
matter  and  take  appropriate  steps  to  remedy  the  situation. 
Since  the  W'orkmen’s  Compensation  Board  operates  by 
law,  its  provisions  must  be  adhered  to,  seeking  to  correct 
faults  through  amendments  to  the  law.  It  is  the  opinion 
of  the  committee  that  we  can  best  serve  the  interest  of  our 
members  by  maintaining  and  enhancing  the  avenues  of 
communication  MSSNY  has  established  with  the  Work- 
men’s Compensation  Board,  the  insurance  carriers,  in- 
dustry and  labor. 

Amendments  to  the  Workmen’s  Compensation  Law. 
This  committee  has  recommended  and  sought  several 
amendments  to  the  Workmen’s  Compensation  Law  to 
correct  recognized  inequities  and  burdensome  provisions. 
Preoccupation  with  the  medical  liability  situation  has 
hindered  the  introduction  or  progression  of  the  desired 
amendments.  In  the  present  ongoing  session  of  the  Albany 
Legislature,  MSSNY  has  been  successful  in  having  bills 
introduced  in  both  the  Assembly  and  the  Senate  that 
would 

(1)  provide  the  Chairman  with  the  authority  to  en- 
force payment  of  bills  due  physicians  under  the  provi-  . 
sions  of  the  Law  without  the  physician  having  to  file 
suit  to  obtain  payment,  and 

(2)  to  remove  the  statutory  limitation  of  the  pay- 
ment of  $50.  to  physicians  when  they  serve  on  the  arbi- 
tration committee,  authorizing  the  Chairman  to  estab- 
lish an  equitable  fee  and  adjust  it  as  circumstances 
warrant.  W’e  have  obtained  the  endorsement  and  sup- 
port of  these  two  measures  from  the  Chairman  of  the 
Workmen’s  Compensation  Board  and  are  hopeful  that 
they  will  be  enacted  in  the  present  Legislature. 
Workmen’s  Compensation  and  the  No-Fault  (Auto- 
mobile) Law.  The  Superintendent  of  Insurance  has  ruled 
that  when  a patient  is  covered  under  both  the  Workmen’s 
Compensation  Law  and  the  No-Fault  Law  that  the  pay- 
ment due  physicians  for  services  they  rendered  to  such 
claimants  shall  be  those  of  the  Workmen’s  Compensation 
Medical  Fee  Schedule.  MSSNY  is  of  the  opinion  that  this 
is  contrary  to  the  intent  of  the  No-Fault  Law  and  is  seeking 
a reconsideration.  W’e  will  continue  to  press  this  matter 
in  keeping  with  the  wording  of  the  No-Fault  Law  which 
provides  for  “reasonable  and  necessary  expenses”  for 
medical  services. 

Injured  Federal  Employees  Covered  by  the  NYS 
Workmen ’s  Compensa  tion  La  w.  An  insurance  carrier, 
acting  as  the  fiscal  intermediary  for  Federal  Employee 
Compensation  coverage,  insisted  that  the  New  York  State 


Workmen’s  Compensation  Fee  Schedule  was  applicable 
to  physicians’  fees  for  rendering  care  to  injured  Federal 
employees.  The  committee  took  issue  with  this  inter- 
pretation and,  together  with  the  involved  physician,  pre- 
sented the  matter  to  the  involved  Federal  agency  and  ob- 
tained a ruling  that  the  NYS  Workmen’s  Compensation 
Law  does  not  apply  to  Federal  employees  and  that  fees 
therefore  should  be  based  on  “local,  usual  and  customary 
fees.” 

4 Workmen’s  Compensation  Coding  for  Hand  Sur- 
geons. A request  has  again  been  received  from  the  New 
York  Society  for  Surgery  of  the  Hand  that  a separate 
coding  for  hand  specialists  be  established.  The  committee 
noted  that  this  request  has  been  considered  several  times 
in  recent  years  and  that,  in  the  absence  of  a Specialty  Board 
for  Hand  Surgery,  and  in  view  of  the  conflicting  views  of 
plastic,  orthopedic,  and  general  surgeons,  it  had  been  de- 
cided not  to  recommend  the  establishment  of  a specialty 
category  until  these  issues  have  been  resolved. 

It  was  unanimously  voted  to  recommend  to  MSSNY  that 
at  this  time  a separate  designation  for  hand  surgeons, 
distinct  from  other  specialties,  not  be  established. 

The  Council  approved  this  recommendation. 

Advisory  Committee  on  the  Medical  Fee  Schedule 
and  Allied  Problems  of  the  Workmen’s  Compensation 
Board.  MSSNY  is  represented  on  this  advisory  com- 
mittee by  four  physicians  appointed  by  the  Chairman  of 
the  Workmen’s  Compensation  Board.  Although  this  is  not 
an  integral  part  of  our  Society,  three  of  the  present  repre- 
sentatives are  members  of  this  committee  which  has  been 
kept  fully  informed  of  the  matters  discussed  and  actions 
taken  by  the  Advisory  Committee.  The  MSSNY  repre- 
sentatives take  positions  that  reflect  the  viewpoints  and 
positions  of  this  committee  as  endorsed  by  the  Council. 

Conclusion.  The  above  report  reviews  the  more  im- 
portant topics  dealt  with  by  this  committee,  omitting  nu- 
merous other  items  that  were  dealt  with  since  the  last  re- 
port submitted  to  the  House  of  Delegates,  nor  is  reference 
made  of  the  frequent  requests  that  are  dealt  with  by  the 
Division  of  Medical  Services  to  secure  resolution  of  dif- 
ficulties arising  in  the  field  of  workmen’s  compensation. 
The  committee  calls  to  the  attention  of  members  of  our 
Society  the  availability  of  assistance  by  the  committee  and 
by  the  division  with  problems  within  the  purview  of 
workmen’s  compensation. 

The  committee  has  found  that  the  invitation  to  the 
chairmen  of  county  medical  society  workmen’s  compen- 
sation committees  to  an  annual  meeting  has  been  suc- 
cessful in  establishing  closer  liaison  and  understanding  and 
plans  to  continue  this  practice. 

The  chairman  takes  this  opportunity  to  express  on  his 
own  behalf  and  that  of  the  Medical  Society  of  the  State  of 
New  York  the  appreciation  due  the  members  of  the  com- 
mittee who  have  devoted  so  much  of  their  personal  time 
and  effort  to  the  problems,  the  solution  of  which  benefits 
their  colleagues,  and  to  thank  them.  He  also  expresses  his 
appreciation  to  the  Director  of  the  Division,  Max  N. 
Howard,  M.D.,  his  associate,  Mr.  William  D.  Brainin,  and 
to  the  committee  administrative  assistant,  Miss  Alice  E. 
Wheeler  for  their  industry  and  effectiveness.  The  com- 
mittee feels  that  Dr.  Howard,  Mr.  Brainin  and  Miss 
Wheeler  have  been  consistently  effective  in  dealing  with 
a series  of  important  and  difficult  issues. 

Respectfully  submitted 

John  H.  Morton,  M.D Chairman 
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WORKMEN’S  COMPENSATION  AND  OCCUPA- 
TIONAL HEALTH  ( SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  our  annual  report  to  the  House  of  Delegates,  our 
committee  met  on  October  7,  1976. 

Continued  Cooperation  by  County  Medical  Societies 
with  the  WCB. 

The  Council  reaffirmed  on  9/23/76  its  previous  opinion 
that  continued  MSSNY  and  county  medical  societies 
participation  in  WC  Board  activities,  in  conformity  with 
the  law  was  desirable,  affording  us  the  opportunity  to 
present  our  viewpoints  and  to  represent  and  support  our 
membership  in  workmen’s  compensation  activities  and 
problems. 

The  committee  was  informed  of  a more  recent  episode 
involving  the  Nassau  County  Medical  Society’s  failure  to 
respond  to  the  satisfaction  of  the  Chairman  of  t he  Work- 
men’s Compensation  Board,  to  his  request  for  hearings  to 
determine  the  validity  of  charges  against  four  physicians. 
The  division  director  reported  that  he  arranged  a meeting 
of  representatives  of  the  Nassau  County  Medical  Society 
with  the  Chairman  of  the  WCB  and  his  staff,  and  a satis- 
factory agreement  was  reached. 

Request  For  Changes  in  the  Family  Physician’s  Sec- 
tion of  the  WC  Medical  Fee  Schedule. 

This  subject  has  been  a very  difficult  one  for  MSSNY 
to  resolve  due  to  the  different  position  of  members  of  our 
Society.  Since  1970  the  Family  Physicians  were  seeking 
recognition  as  a specialty  in  the  WC  Medical  Fee  Schedule. 
In  rejecting  the  Family  Physicians  request  the  members 
of  the  Advisory  Committee  challenged  whether  the  practice 
of  a Family  Physician  in  the  field  of  workmen’s  compen- 
sation offered  any  particular  expertise  above  that  of  a 
general  practitioner  and  questioned  how  one  would  dis- 
tinguish “multispecialist”  from  others  who  specialize  in  one 
particular  field.  The  Family  Physicians  attempts  were 
unsuccessful  until,  strongly  supported  by  MSSNY,  such 
recognition  was  granted  in  May  1974.  As  part  of  that 
recognition,  the  Family  Physicians’  representatives  to  the 
Advisory  Committee  on  the  Medical  Fee  Schedule  and 
Allied  Problems,  agreed  that  the  specialty  services  would 
be  considered  solely  in  the  field  of  internal  medicine.  At 
the  same  time,  the  Family  Physicians’  representatives  were 
asked  to  recommend  what  they  considered  the  warranted 
reimbursement  for  services  rendered  by  Family  Physicians. 
They  did  not  address  themselves  to  this,  replying  they 
would  leave  this  for  decision  by  the  Advisory  Committee. 
The  Advisory  Committee  in  turn  referred  this  to  MSSNY 
for  a recommendation. 

This  committee  has  consistently  recommended  the  same 
relativity  for  services  rendered  by  Family  Physicians  since 
it  was  first  asked  to  consider  this  matter  in  1974.  The 
MSSNY  Council,  beset  by  strong  representations  from 
different  sources  has  waivered  in  its  stand.  Finally,  unable 
to  reach  a consensus  that  was  satisfactory  to  those  of  our 
members  most  concerned  with  this  matter,  it  referred  the 
problem  back  to  the  Chairman  of  the  Workmen’s  Com- 
pensation Board  with  no  recommendation.  This  was  un- 
acceptable to  the  chairman  who  insisted  on  a specific  re- 
sponse from  the  MSSNY.  At  the  last  meeting  of  this 
Council  committee  it  again  reaffirmed  by  a vote  of  seven 
to  one  its  original  recommendation. 

The  Council  reconsidered  on  9/23/76  the  request  by  the 
Academy  of  Family  Physicians  for  a change  in  that  portion 
of  the  WC  Medical  Fee  Schedule  that  affects  its  members. 


The  Council  approved  this  committee’s  recommendation 
that  the  FP  section  of  the  WC  Fee  Schedule  as  it  now 
stands  be  maintained  without  any  change  being  sought  by 
the  MSSNY  at  this  time. 

Dr.  Weitzman  reviewed  the  sequence  of  events  that  led 
to  the  Family  Physicians  submitting  in  May  1975  the  new 
fee  schedule  it  was  requesting,  noted  that  the  Academy 
would  be  meeting  within  the  next  few  days,  and  that  this 
matter  would  undoubtedly  be  discussed.  Dr.  Weitzman 
stated  that  he  was  aware  of  the  efforts  that  the  MSSNY 
members  had  exerted  on  behalf  of  the  Family  Physicians 
and  that  what  has  been  attained  to  date  would  not  have 
been  achieved  without  their  wholehearted  support.  It  was 
remarked  again  that  the  request  for  an  increase  in  the  fees 
established  by  the  Chairman  of  the  WCB  for  Family 
Physicians  so  soon  after  recognition  as  a specialty  group 
was  finally  granted  by  the  WCB  following  prolonged 
striving  and  with  our  major  argument  that  status  recog- 
nition rather  than  increased  monetary  remuneration  was 
sought,  has  generated  an  adverse  reaction  by  all  other 
parties  represented  on  the  Advisory  Committee,  and  it  was 
therefore  most  unlikely  that  any  favorable  action  on  the 
FP  request  can  be  anticipated  at  this  time.  It  is  quite 
possible,  as  voiced  by  one  member  of  the  Advisory  Com- 
mittee, that  an  attempt  might  be  made  to  rescind  the  FP 
category  designation. 

Request  for  Hand  Specialist  Coding  in  Workmen’s 
Compensation 

This  committee  discussed  this  issue  on  several  previous 
occasions  and  concluded  that  a specialist  category  coding 
was  not  practical  until  specific  criteria  to  define  a hand 
specialist  were  established,  preferably  by  AMA  Board 
certification.  The  inability  of  the  three  main  specialty 
groups  concerned  with  this  field  (Plastic,  Orthopedic  and 
General  Surgeons)  to  reach  an  agreement  was  remarked 
upon.  The  matter  is  again  on  the  agenda  at  the  request  of 
the  NY  Society  for  Surgery  of  the  Hand  with  Doctors 
Martin  Posner  and  Richard  Eaton  invited  and  present. 

Doctors  Posner  and  Eaton  presented  their  Society’s 
arguments  to  justify  establishment  of  a special  category  for 
hand  specialists.  The  NY  organization  is  a chapter  of  the 
American  Society  for  Surgery  of  the  Hand,  and  has  two 
categories  of  membership,  active  and  associate.  To  be- 
come a member  of  their  organization  an  applicant  must, 
in  addition  to  his  basic  training  in  a surgical  specialty,  have 
had  at  least  six  months  of  special  training  in  surgery  of  the 
hand,  but  the  remarks  indicated  that  there  was  no  formal 
definition  of  the  type  of  training  required.  The  primary 
reason  advanced  for  the  designation  of  hand  specialists  was 
to  improve  the  care  rendered  to  workmen’s  compensation 
patients  sustaining  hand  injuries.  Among  the  points  they 
raised  were  that  hand  injuries  occurred  frequently  in 
workmen’s  compensation  cases,  that  incompetent  or  in- 
adequate treatment  caused  unduly  prolonged  absence  from 
work  and  increased  residual  disability,  and  that  insurance 
carriers  were  not  aware  that  there  was  a special  field  in 
hand  surgery  and  would  be  aided  by  a designation  of  those 
physicians  who  were  specialists  in  this  area. 

The  committee  emphasized  that  it  was  aware  of  the 
particular  problem  attending  the  proper  management  of 
hand  injuries  and  was  in  sympathy  with  the  aim  of  the  NY 
Society  for  Surgery  of  the  Hand  to  afford  such  cases  the 
best  possible  care.  The  MSSNY  representatives  on  the 
Advisory  Committee  on  the  Medical  Fee  Schedule  and 
Allied  Problems  had  on  several  occasions  called  to  the  at- 
tention of  the  lay  members  on  that  committee  who  repre- 
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sent  the  WCB,  carriers,  labor  and  industry,  the  need  for 
proper  management  of  hand  injuries  if  maximum  func- 
tional results  in  the  shortest  possible  time  were  to  be  ob- 
tained. However,  the  designation  of  a category  for  hand 
specialists  presented  difficulties  in  that  a specific  definition 
of  a “hand  surgeon”  was  still  to  be  established.  As  a rule 
those  specializing  in  this  field  were  already  listed  as  spe- 
cialists in  plastic,  orthopaedic  or  general  surgery  and  the 
guidelines  for  coding  in  workmen’s  compensation  did  not 
permit  multiple  specialty  designations.  The  MSSNY  was 
well  aware  of  its  responsibilities  to  endeavor  to  have  proper 
medical  care  provided  to  patients  treated  under  the  WCL. 
To  fulfill  this  obligation  it  has  contributed  significantly  to 
the  guidelines  promulgated  by  the  Chairman  of  the  WCB 
for  the  granting  of  specialty  codings  to  physicians.  This 
committee  feels  that  insurance  carriers  are  well  aware  of 
the  problems  peculiar  to  hand  injuries  and  of  the  names  of 
those  physicians  who  specialize  in  hand  surgery.  The 
American  Academy  of  Compensation  Medicine,  which 
holds  its  annual  meeting  in  New  York  City,  has  held  ses- 
sions on  hand  injuries  on  several  occasions  and,  since  the 
majority  of  those  attending  these  meetings,  are  insurance 
carrier  personnel,  it  has  afforded  and  can  still  afford  an 
excellent  avenue  for  education.  The  larger  carriers  would 
probably  welcome  individual  lectures  on  this  subject  to 
their  staffs  by  members  of  the  NY  Society  for  Surgery  of 
the  Hand.  Recognizing  that  the  primary  care  rendered  a 
hand  injury  has  a major  influence  on  its  course  and  recov- 
ery, continued  educational  programs  for  physicians  are  a 
responsibility  for  those  physicians  particularly  concerned 
with  the  problem.  It  is  the  responsibility  of  the  Creden- 
tials Committees  of  Hospitals  to  define  the  criteria  for  the 
staff  members  permitted  to  treat  hand  injuries. 

The  provisions  of  the  WCL,  with  particular  reference  to 
the  right  of  a patient  to  freedom  of  choice  of  a physician, 
were  reviewed.  The  maze  of  procedural  steps  to  be  tra- 
versed to  transfer  a patient  from  one  physician’s  care  to 
another’s  against  a patient’s  wishes  was  outlined. 

The  committee  expressed  its  desire  to  assist  the  NY 
Society  for  Surgery  of  the  Hand  in  improving  the  care  of 
hand  injuries  but  questioned  whether  this  would  be  ac- 
complished by  establishing  a specialty  coding.  If  a Board 
was  constituted  by  the  AMA,  then  a specific  designation 
for  hand  surgeons  would  follow,  since  the  guidelines  now 
specify  that  specialist  ratings  would  be  granted  only  to 
those  who  are  Board  certified.  Pending  that  development, 
it  may  be  possible  to  establish  a suffix  designation,  pro- 
vided a practical  mechanism  can  be  developed  to  identify 
those  who  have  the  necessary  special  training  in  hand 
surgery.  It  was  suggested  that  if  creating  the  requirement 
for  and  the  granting  of  certificates  of  special  competence 
in  hand  surgery  could  be  effected,  this  could  serve  for  the 
according  of  a hand  surgery  specialty  suffix.  To  accom- 
plish this,  the  NY.  Society  for  Surgery  of  the  Hand  should 
consider  introducing  to  the  MSSNY  House  of  Delegates 
annual  meeting  on  November  7,  a resolution  that  the  AMA 
endeavor  to  have  one  or  more  of  the  Boards  involved  with 
hand  surgery  establish  such  a certificate  of  competence. 
If  approved,  the  MSSNY  delegates  to  the  AMA  could  in- 
troduce it  at  the  meeting  of  the  AMA  on  December  4.  It 
was  further  agreed  that  the  MSSNY  representatives  on  the 
Advisory  Committee  on  the  Medical  Fee  Schedule  and 
Allied  Problems  of  the  WCB  would  again  bring  this  matter 
to  the  attention  of  that  committee. 


Report  of  Advisory  Committee  on  the  Medical  Fee 
Schedule  and  Allied  Problems 

The  chairman  reviewed  the  matters  considered  by  the 
Advisory  Committee  since  the  last  report  to  this  commit- 
tee. There  is  pending  a review  of  the  relationship  of  the 
fees  for  podiatrists  and  chiropractors  to  the  physicians’ 
medical  fee  schedule.  It  is  the  position  of  the  physicians 
on  the  Advisory  Committee  that  fee  schedules  in  podiatry 
and  chiropractic  are  not  related  to  the  medical  schedule, 
s/.ould  be  arrived  at  independently.  There  has  been  fur- 
ther communication  from  the  Registered  Physiotherapists 
requesting  representation  on  the  Advisory  Committee  on 
the  basis  that  the  MSSNY  representatives  cannot  repre- 
sent them,  but  the  Advisory  Committee  has  sided  with  the 
position  previously  taken  by  MSSNY. 

Our  request  for  notification  to  be  mailed  directly  to  the 
last  attending  physician  when  a case  is  closed  or  where 
further  treatment  or  examination  is  ruled  necessary  was 
again  denied  because  of  the  involved  logistics;  we  still  be- 
lieve this  is  a justified  request  and  will  continue  to  press 
it. 

There  has  as  yet  been  no  noticeable  improvement  in  New 
York  City  correcting  its  delinquency  in  payment  of  phy- 
sicians’ fees  for  treating  its  employees  covered  by  the 
Workmen’s  Compensation  Law.  Further  meetings  have 
been  held  with  representatives  of  the  New  York  City  ad- 
ministration and  the  latter  is  to  submit  monthly  reports 
to  the  Board  Chairman  who  has  stated  he  would  pursue 
this  matter  vigorously. 

The  Board  Chairman  has  promulgated  a per  diem  fee  of 
$100.  for  physicians  serving  on  an  arbitration  committee, 
effective  July  28, 1976.  The  Chairman  is  in  the  process  of 
defining  regulations  to  enforce  the  payment  of  bills  not 
controverted  by  carriers  within  the  prescribed  30  days. 

It  was  noted  that  Mr.  Jacob  Schutzbank,  Director  of 
Claims  and  Chairman  of  the  Advisory  Committee  on  the 
Medical  Fee  Schedule  and  Allied  Problems  of  the  Work- 
men’s Compensation  Board,  is  retiring.  He  has  been  of 
considerable  assistance  to  the  Medical  Society  and  most 
cooperative  in  resolving  physicians’  problems.  It  was 
moved  and  seconded  that  this  committee  express  its  ap- 
preciation of  Mr.  Jacob  Schutzbank’s  assistance  and  co- 
operation, and  recommend  that  the  MSSNY  do  so  as 
well. 

Establishing  Regional  Fee  Schedule  Differentials 

In  past  negotiations  for  revising  the  medical  fee  schedule 
the  carriers  have  claimed,  supported  by  factual  data,  that 
as  the  fees  have  increased  there  are  areas  in  the  State  where 
fees  paid  to  physicians  for  the  treatment  of  workmen’s 
compensation  claimants  are  higher  than  the  usual  and 
customary  fees  charged  private  patients  for  similar  services. 
The  carriers  did  not  suggest  regionalization  but  rather  used 
this  as  argument  for  a lesser  overall  increase  in  fees 
throughout  the  State. 

We  shall  shortly  be  starting  discussions  within  the  Ad- 
visory Committee  looking  to  an  increase  in  the  medical  fee 
schedule  payments,  with  our  target  data  July  1, 1977.  The 
Board  Chairman  in  constituting  a special  economic  com- 
mittee to  develop  a factual  data  base  to  serve  as  a guide  to 
the  amount  of  increase  that  would  be  justified.  It  is  an- 
ticipated that  the  question  of  differential  fees  on  a regional 
basis  will  be  raised.  Section  13  of  the  WCL  states:  “The 
chairman  shall  prepare  and  establish  a schedule  for  the 
state,  or  schedules  limited  to  localities,  of  minimum  charges 
and  fees  for  each  medical  treatment  and  care,  to  be  deter- 
mined in  accordance  with  and  to  be  subject  to  change 
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pursuant  to  rules  promulgated  by  the  chairman.”  Thus 
the  chairman  has  the  authority  to  regionalize  fees  if  he  so 
deems  warranted.  In  anticipation  of  this  becoming  an 
issue  the  subject  was  placed  on  the  agenda  to  consider 
whether  or  not  the  MSSNY  should  formulate  a position. 

Medicare  does  regionalize  physicians’  fees  within  New 
York  State  and  this  has  been  a subject  of  complaint  by  a 
number  of  county  medical  societies  as  being  unjustified. 
Mention  was  made  that  the  differences  in  medical  liability 
insurance  premiums  between  the  Upstate  and  Downstate 
regions  is  considerable  and  probably  also  overhead  ex- 
penses in  general.  However,  there  is  the  other  side  to 
consider,  namely,  that  a financial  incentive  is  a means  to 
attract  physicians  to  rural  and  deprived  areas  Further, 
there  is  the  accepted  MSSNY  position  of  “equal  pay  for 
equal  services.” 

It  was  decided  that  no  action  be  taken  at  this  time 
pending  receipt  of  more  definitive  information  as  to  the 
basis  on  which  fees  might  be  differentiated  and/or  a spe- 
cific request  for  a MSSNY  opinion  on  this  subject  is  re- 
ceived from  the  WCB. 

The  chairman  requested  that  the  committee  members 
discuss  this  matter  with  their  respective  county  medical 
societies  and  its  appropriate  groups  to  ascertain  their 
viewpoints  and  present  them  to  the  committee  at  its  next 
meeting. 

Fee  Schedule  Negotiations:  In  the  forthcoming  nego- 
tiations for  revision  of  the  medical  fee  schedule,  the  deci- 
sion of  the  MSSNY  Council  to  discontinue  all  relative  value 
scale  activity  restricts  the  division  in  developing  needed 
data.  The  WCL  authorizes  negotiations  of  fees  by 
MSSNY  and  hence  the  Federal  antitrust  law  does  not 
apply.  The  present  medical  fee  schedule  is  based  on  a 
relativity  scale  which  we  had  hoped  to  update  by  utilizing 
the  more  recent  one  developed  by  the  MSSNY  and  which 
reflects  more  accurately  the  patterns  of  practice  in  New 
York  State.  It  had  been  planned,  prior  to  the  Council’s 
decision,  to  verify  portions  of  the  RVS  by  sampling  ques- 
tionnaires, an  activity  we  can  no  longer  perform.  This, 
plus  the  absence  of  any  solid  overhead  expense  data,  limits 
the  negotiating  capabilities  of  the  MSSNY  representatives, 
who  may  find  it  difficult  to  effectively  challenge  material 
presented  by  other  parties  in  the  negotiations. 

Respectfully  submitted: 

John  H.  Morton,  M.D.,  Chairman 
Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

The  annual  and  supplementary  reports  of  the  Com- 
mittee on  Workmen’s  Compensation  and  Occupational 
Health  were  noted  and  approved.  Your  reference  com- 
mittee commends  the  efforts  of  John  H.  Morton,  M.D.,  and 
his  committee  for  their  fine  efforts  during  the  past  year. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 

HOSPITAL  ANI)  PROFESSIONAL  RELATIONS 
( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  committee  has  held  two  meetings  as  of  this  date.  A 
supplementary  report  will  summarize  a forthcoming 
meeting. 


The  committee  members  are  as  follows: 


Jason  K.  Moyer,  M.D.,  Chairman  Broome 

Norman  S.  Blackman,  M.D Kings 

John  A.  Billows,  M.D Nassau 

Stanley  I.  Fishman,  M.D Kings 

John  A.  Garnish,  M.D Monroe 

Edward  W.  Mullin,  M.D Onondaga 

Ian  H.  Porter,  M.D Albany 

William  B.  Rawls,  M.D New  York 

Bernard  J.  Pisani,  M.D.,  Advisor New  York 


Resolution  74-45.  The  committee  had  considered 
this  resolution  previously  and  had  postponed  action 
pending  a revision  of  the  wording,  being  of  the  opinion  that 
the  original  was  so  broad  and  general  that  it  did  not  de- 
lineate sufficiently  the  problem.  There  was  a consensus 
that  one  physician  only  should  have  the  responsibility  for 
the  overall  care  of  a patient  as  the  “captain  of  the  ship”  and 
that  the  physician  should  be  the  patient’s  own  selection. 
That  the  physician  may  delegate  facets  of  the  care  of  the 
patient  to  others  but  the  coordination  and  responsibility 
must  remain  his. 

It  was  unanimously  voted  to  reword  the  Resolution  as 
follows: 

Subject:  Private  Patients  and  the  Responsibility 
of  the  Attending  Physician  in  a ( Teaching)  Hospi- 
tal Setting. 

Whereas,  In  certain  areas  of  some  teaching  hospitals 
the  personal  duty  for  the  diagnosis  and  treatment  of 
private  patients  has  been  taken  away  from  the  private 
attending  physician  and,  by  administrative  decree,  has 
been  placed  primarily  in  the  hands  of  house  staff  phy- 
sicians; and  , 

Whereas,  The  use  of  private  patients  for  training 
under  these  circumstances  diminishes  the  role  of  the 
private  physician  without  in  any  way  diminishing  his 
moral,  ethical,  or  legal  obligations  to  his  patient;  and 
Whereas,  This  is  being  done  without  either  the  ap- 
proval of  the  attending  physician  and  without  the  in- 
formed consent  of  the  patient;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  the  mandatory  delegation  for  the  di- 
agnosis and  treatment  of  the  private  patient  primarily 
to  the  house  staff  physicians  in  the  teaching  hospital, 
or  any  other  hospital  setting,  without  the  consent  of 
the  practitioner  selected  by  the  patient  and  without 
the  informed  consent  of  the  private  patient;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  position  taken  by  the  House  of 
Delegates  of  the  American  Medical  Association  that 
there  shall  be  one  physician  responsible  for  the  care  of 
the  patient  in  the  hospital;  that  this  physician  shall  be 
the  patient’s  own  private  physician;  and  that  this  rule 
shall  be  carried  out  by  all  hospitals;  and  be  it  further 
Resolved,  That  the  Commissioner  of  Health  of  the 
State  of  New  York  and  the  members  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  be  informed  of 
this  resolution  of  the  Medical  Society  of  the  State  of 
New  York;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  introduce  this  resolution  at  the  next  meet- 
ing of  the  House  of  Delegates  of  the  American  Medical 
Association. 

The  Council  accepted  the  rewording  of  the  Resolution 
and  approved  its  implementation.  The  Resolution  has 
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been  transmitted  to  the  Joint  Commission  on  the  Ac- 
creditation of  Hospitals,  the  New  York  State  Commis- 
sioner of  Health  and  will  be  introduced  at  the  next  meeting 
of  the  AMA’s  House  of  Delegates. 

NY'S  Department  of  Health  Patients’  “ Hill  of 
Rights”  (Hospital  Memorandum  75-90).  The  com- 
mittee discussed  particularly  paragraphs  4,  5 and  10  (see 
below)  which  affect  physician-patient-hospital  relation- 
ships. It  was  felt  that  these  paragraphs  relegate  to  the 
hospital  administrator  responsibilities  that  are  not  within 
his  province,  and  that  the  evaluation  of  compliance  with 
these  requirements  would  be  judged  by  non  professional 
Department  of  Health  personnel  whose  competency  in  this 
area  is  questionable.  The  broad  terminology,  such  as 
“informed  consent,”  makes  actual  implementation  a most 
difficult  task,  increases  hospital  costs,  requires  the  ex- 
penditure of  unnecessary  efforts,  and  opens  the  door  for 
“nuisance  claims.” 

Since  this  is  part  of  the  State  Hospital  Code  (Sections 
71.3)  it  is  binding  upon  physicians  and  the  hospital  to 
comply,  and  hospital  bylaws  will  have  to  be  modified  ac- 
cordingly. Among  other  requisites  of  the  Bill,  it  was 
questioned  how  any  physician  could  document  that  he 
advised  the  patient  “of  medically  significant  alternatives 
for  care  or  treatment,  if  any.” 

It  is  recommended  that  MSSNY  ask  to  have  the  lan- 
guage of  those  provisions  of  the  Bill  of  Rights  affecting 
physician-patient  relationships  redefined  and  amended, 
in  consultation  with  the  Department  of  Health  and  the 
Hospital  Association  of  New  York  State. 

The  committee’s  recommendation  was  approved  by  the 
Council  and  referred  for  followup  to  the  Hospital  Research 
and  Planning  Council.  The  matter  is  also  to  be  pursued 
with  the  State  Hospital  Code  Committee  of  the  Hospital 
Association  of  New  York  State,  on  which  MSSNY  has 
representation. 

It  was  noted  that  each  hospital  can  write  its  own  “Bill” 
provided  it  meets  the  stated  requirements  of  the  Depart- 
ment of  Health. 

Pa  tien  ts  ’ Bill  of  Righ  ts 
HOSPITALS 

New  Y'ork  State  Department  of  Health 

720.3  Patients’  Rights,  (a)  The  hospital  shall  es- 
tablish written  policies  regarding  the  rights  of  patients 
and  shall  develop  procedures  implementing  such  poli- 
cies. These  rights,  policies,  and  procedures  shall  af- 
ford patients  the  right  to: 

(1)  considerate  and  respectful  care, 

(2)  upon  request,  the  name  of  the  physician  re- 
sponsible for  coordinating  his  care, 

(3)  the  name  and  function  of  any  person  provid- 
ing health  care  services  to  the  patient, 

(4)  obtain  from  his  physician  complete  current 
information  concerning  his  diagnosis,  treatment, 
and  prognosis  in  terms  the  patient  can  be  reasonably 
expected  to  understand.  When  it  is  not  medically 
advisable  to  give  such  information  to  the  patient, 
the  information  shall  be  made  available  to  an  appro- 
priate person  in  his  behalf, 

(5)  receive  from  his  physician  information  nec- 
essary to  give  informed  consent  prior  to  the  start  of 
any  procedure  or  treatment  or  both  and  which,  ex- 
cept for  those  emergency  situations  not  requiring  an 
informed  consent,  shall  include  as  a minimum  the 
specific  procedure  or  treatment  or  both,  the  medi- 
cally significant  risks  involved,  and  the  probable  du- 


ration of  incapacitation,  if  any.  The  patient  shall  be 
advised  of  medically  significant  alternatives  for  care 
of  treatment  if  any, 

(6)  refuse  treatment  to  the  extent  permitted  by 
law  and  to  be  informed  of  the  medical  consequences 
of  his  action, 

(7)  privacy  to  the  extent  consistent  with  provid- 
ing adequate  medical  care  to  the  patient.  This  shall 
not  preclude  discrete  discussion  of  patient’s  case  or 

• • examination  of  a patient  by  appropriate  health  care 
personnel, 

(8)  privacy  and  confidentiality  of  all  records 
pertaining  to  the  patient’s  treatment,  except  as  oth- 
erwise provided  by  law  or  third  party  payment  con- 
tract, 

(9)  a response  by  the  hospital  in  a reasonable 
manner,  to  the  patient’s  request  for  services  custom- 
arily rendered  by  the  hospital  consistent  with  the 
patient’s  treatment, 

(10)  be  informed  by  his  physician  or  delegate  of 
the  physician  of  the  patient’s  continuing  health  care 
requirements  following  discharge  and  that  before 
transferring  a patient  to  another  facility  the  hospital 
first  informs  the  patient  of  the  need  for  and  alterna- 
tives to  such  a transfer, 

(11)  the  identity,  upon  request,  of  other  health 
care  and  educational  institutions  that  the  hospital 
has  authorized  to  participate  in  his  treatment, 

(12)  refuse  to  participate  in  research  and  that 
human  experimentation  affecting  care  or  treatment 
shall  be  performed  only  with  his  informed  effective 
consent, 

(13)  examine  and  receive  an  explanation  of  his 
bill,  regardless  of  source  of  payment, 

(14)  know  the  hospital  rules  and  regulations 
that  apply  to  his  conduct  as  a patient, 

(15)  treatment  without  discrimination  as  to 
race,  color,  religion,  sex,  national  origin  or  source  of 
payment. 

(b)  A copy  of  the  provisions  of  this  section  shall  be 
available  to  each  patient  or  patient’s  representatives 
upon  admission  and  posted  in  conspicuous  places 
within  the  hospital. 

Resolution  73-64  Committee  for  Collective  Repre- 
sentation, Action  and  Negotiation  on  Behalf  of  Hos- 
pital Staff  Physicians  (introduced  by  the  Medical 
Society  of  the  County  of  Kings) 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  change  the  name  of  the  present  Committee 
on  Hospital-Based  Physicians  to  the  Council  of  Hospi- 
tal Staff  Physicians,  and  henceforth  shall  concern  it- 
self with  the  professional  and  economic  problems  of  all 
hospital  staff  physicians;  and  be  it  further 

Resolved,  That  the  newly  designated  Council  of 
Hospital  Staff  Physicians  clarify  the  legal  status  of  this 
Council  as  a collective  bargaining  agent  for  both  sala- 
ried and  nonsalaried  hospital  staff  physicians. 

The  House  of  Delegates  in  1973  had  referred  this  reso- 
lution to  the  Council  for  further  study.  Upon  receipt  of 
a request  that  MSSNY  reconsider  the  resolution,  it  was 
referred  to  this  committee  for  study  and  recommendation. 
One  opinion  expressed  was  that  hospital  staff  physicians, 
whether  salaried  or  nonsalaried,  were  de  facto  employees 
of  the  hospital  and  therefore  could  be  represented  by  any 
group  they  selected,  and  that  consideration  should  be  given 


Minutes,  House  of  Delegates/March,  1977/New  York  State  Journal  of  Medicine  623 


to  MSSNY’s  making  itself  or  a county  medical  society 
available  to  act  as  a collective  negotiating  and  bargaining 
agent  for  hospital  staff  physicians.  It  was  noted  that  the 
AMA  has  stated  that  it  should,  and  has  taken  measures  to 
act,  as  a negotiating  body  for  physicians.  Recognizing  the 
importance  and  magnitude  of  the  requested  action,  the 
committee  decided  to  defer  further  consideration  of  the 
resolution  pending  advice  from  MSSNY’s  General  Counsel 
as  to  the  legality  of  MSSNY  becoming  a negotiating 
agent. 

The  Use  of  Hospital  Technicians  in  Hospital  Phar- 
macies. The  chairman  of  this  committee  was  invited  to 
a meeting  of  the  New  York  State  Council  of  Hospital 
Pharmacists,  at  which  time  it  requested  the  support  of 
MSSNY  in  its  dispute  with  the  Board  for  Pharmacy  rela- 
tive to  the  use  of  support  personnel  to  perform  certain 
pharmacological  procedures.  The  issue  apparently  in- 
volves the  use  of  nonpharmacists  in  performing  certain 
functions  that  by  law  can  be  performed  only  by  a registered 
pharmacist  and  primarily  in  the  hospital  outpatient  de- 
partment. The  executive  secretary  of  the  Board  for 
Pharmacy,  in  clarifying  the  issue,  indicated  that  the  broad 
charges  by  the  Council  of  Hospital  Pharmacists  were  not 
accurate  and  that  the  issue  involved  compliance  with  the 
law  as  it  now  stands.  For  there  to  be  any  latitude  in  the  use 
of  nonprofessional  personnel  for  these  stipulated  functions, 
the  law  would  have  to  be  amended.  Thus  the  question  is 
the  creation  of  a new  category  (pharmacists’  assistants) 
which  can  be  done  only  by  legislative  action. 

It  was  the  unanimous  decision  of  the  committee,  ap- 
proved by  the  Council,  that  this  issue  is  one  that  has  to  be 
resolved  within  the  profession  of  pharmacy  and  that 
MSSNY  should  not  take  any  action  at  this  time  but  keep 
abreast  of  developments. 

Hospital-Physician  Contract  Agreements.  MSSNY 
has  received  several  requests  from  different  sources  in  re- 
gard to  terms  or  provisions  that  should  apply  in  such 
agreements,  and  has  replied  that  the  arrangements  are  a 
matter  to  be  determined  between  the  physician  and  the 
hospital.  The  committee  was  asked  to  define  MSSNY’s 
position. 

The  committee  was  reminded  of  the  dispute  that  had 
arisen  between  MSSNY  and  the  State  Department  of 
Health  a few  years  back  when  the  latter  attempted, 
through  changes  in  Section  86.11,  to  regulate  the  amounts 
that  hospitals  could  pay  to  pathologists,  radiologists,  and 
anesthesiologists  in  particular,  but  which  would  also  affect 
all  hospital-physician  relationships.  Because  of  MSSNY’s 
objection,  that  portion  of  the  section  was  never  imple- 
mented, but  we  can  anticipate  further  governmental 
movement  in  this  direction. 

The  committee  recommended  that  MSSNY  reaffirm  its 
opposition  to  any  third  party  mandating  and  enforcing 
controls  on  hospital-physician  contractual  arrangements, 
with  the  opinion  that  the  latter  should  be  agreed  upon  by 
mutual  accord.  This  position  was  approved  by  the 
Council. 

Recently  a member  of  the  Governor’s  Health  Planning 
Commission  requested  MSSNY’s  opinion  regarding  reg- 
ulations pertaining  to  hospital  contracts  with  pathologists 
and  radiologists  which  would  spell  out  that  any  percentage 
arrangement  for  remuneration  to  the  physician  would  be 
based  on  actual  collections  rather  than  total  billing.  The 
intent  was  to  spread  the  bad  debts  proportionately  between 
both  the  hospital  and  the  involved  physicians.  The  inquiry 
was  referred  to  the  representatives  of  the  pathologists  and 


radiologists  on  MSSNY’s  Interspecialty  Committee  were 
reported  back  that  the  societies  felt  that  this  was  a rea- 
sonable regulation.  This  was  transmitted  with  the  com- 
ment that  the  regulations  should  pertain  to  all  hospital- 
physician  contracts  rather  than  singling  out  pathologists 
and  radiologists. 

Hospital-Physician  Liability  Relations.  The  fol- 
lowing resolution  passed  by  the  Kings  County  Medical 
Society  in  November  1974  was  considered. 

Whereas,  There  exists  at  present  several  adversary 
actions  between  the  hospitals  and  members  of  their 
medical  staffs;  and 

Whereas,  Where  such  adversary  actions  exist,  or  is 
possible  in  the  future,  an  atmosphere  of  mutual  dis- 
trust can  only  be  detrimental  to  the  quality  of  medical 
care  given  patients  in  the  hospital  setting,  and  ulti- 
mately resulting  in  increased  costs  to  the  malpractice 
insurer;  therefore  be  it 

Resolved,  That  each  Medical  staff,  Hospital  and 
their  Insurers  reach  a working  agreement  which  will 
prevent  an  adversary  atmosphere  from  developing. 
and  be  it  further 

Resolved,  That  the  Comitia  Minora  take  the  appro- 
priate steps  for  implementation  in  Brooklyn  and  rec- 
ommend similar  action  to  the  Coordinating  Council, 
Medical  Society  of  the  State  of  New  York  and  the 
American  Medical  Association. 

It  was  felt  that  there  have  been  considerable  changes 
since  November  1974  and  that  the  resolution  may  not  re- 
flect the  present  situation.  The  adversary  positions  that 
sometimes  developed  between  the  insurance  carriers  for 
the  physician  and  the  hbspital  were  recognized.  There 
were  instances  reported  of  hospitals  suing  their  staff  phy- 
sicians, claiming  negligence  and  incompetency  on  the  part 
of  those  physicians. 

The  committee  recommended,  and  the  Council  ap- 
proved, the  referral  of  this  matter  to  the  Subcommittee  to 
Review  all  Facets  of  the  Malpractice  Problem  of  the  Pro- 
fessional Medical  Liability  Insurance  and  Defense 
Board. 

Hospital  Obligations  for  Staff  Appointments.  The 

committee  noted  the  decision  by  the  New  York  State  Court 
of  Appeals  delineating  the  difference  between  the  rights 
of  a physician  in  a hospital  administrative  position  us  that 
of  a professional  appointment  and  the  due  process  proce- 
dure applicable  under  each. 

House  Staff  Relationships.  The  Council  has  dissolved 
the  Committee  on  Internes  and  Residents  established  last 
year  to  deal  with  the  problems  of  house  staff  which  func- 
tioned on  a crisis  issue  basis.  All  future  house  staff  matters 
will  be  the  concern  of  this  committee. 

The  Establishment  of  an  Interne  and  Resident 
Section.  The  AMA  House  of  Delegates  in  December  1975 
adopted  a resolution  that  the  AMA  recommend  to  state 
medical  associations  that  they  establish  interne  and  resi- 
dent business  sections.  The  committee  concurred  in  the 
AMA  stance  that  active  participation  by  the  house  staff  is 
vital  to  the  future  of  our  organizations.  It  was  further 
noted  that  the  AMA  considered  it  appropriate  for  state  and 
county  medical  societies  to  assist  and  represent  internes 
and  residents  and  attending  physicians,  individually  and 
collectively  in  resolving  disputes  with  hospitals  and  others. 
Attention  was  called  to  the  ruling  by  the  National  Labor 
Relations  Board  that  internes,  residents,  and  clinical  fel- 
lows are  primarily  engaged  in  graduate  educational  training 
and  are  therefore  considered  students  rather  than 
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employees  and  as  such  are  not  eligible  under  the  NLR  Act 
to  be  represented  bv  a union  for  collective  bargaining,  al- 
though a hospital  may  voluntarily  recognize  them  as 
i such. 

It  was  recommended  that  the  Council  act  to  implement 
the  AMA  resolution  by  establishing  an  interne  and  resident 
[ section. 

It  was  further  recommended  that  the  MSSNY  Council 
urge  hospital  medical  boards  to  appoint  members  of  their 
house  staffs  to  the  various  hospital  committees,  and  that 
this  be  forwarded  to  the  Hospital  Association  of  New  York 
State  with  the  request  that  it  so  inform  the  members  of  the 
Association  and  request  their  implementation  of  this  rec- 
ommendation. 

Reimbursement  of  Laboratory  Testing  Programs 
(Department  of  Health  Hospital  Memorandum  75- 
141).  The  effect  of  this  memorandum  would  be  to  pro- 
hibit inclusion  in  hospital  costs  under  the  Medicaid  and 
Blue  Cross  programs  of  sums  expended  for  participating 
in  voluntary  agency  proficiency  testing  programs.  Most 
hospital  pathology  laboratories,  in  addition  to  meeting  the 
requirements  of  the  New  York  State  Public  Health  Law, 
participate  in  quality  control  programs  conducted  by 
nongovernmental  agencies  such  as  the  American  College 
of  Pathology.  The  New  York  State  Society  of  Pathologists 
has  expressed  strong  opposition  to  the  proposed  limitation 
by  the  Department  of  Health  and  has  requested  support 
of  its  position  by  MSSNY.  The  Hospital  Association  of 
New  York  State  was  in  agreement  with  the  Society  of  Pa- 
thologists. 

The  Council  approved  the  committee’s  recommendation 
that  we  communicate  to  the  New  York  State  Department 
of  Health  our  support  of  the  position  of  the  New  York  State 
Society  of  Pathologists.  In  spite  of  the  opposition  voiced 
by  the  three  groups,  the  Department  of  Health  refused  to 
modify  its  stand. 

Lateral  Staff  Privileges  for  Hospital  Staffs.  The 
MSSNY  Council  had  considered  problems  arising  from  the 
decision  by  the  New  York  State  Department  of  Health, 
with  the  Hospital  Review  and  Planning  Commission  con- 
curring, that  COMPUTERIZED  AXIAL  TOMOGRAPHY 
(CAT)  scanners  would,  at  this  time,  be  approved  for  in- 
stallation in  hospitals  only  and  limited  to  one  hospital  only 
for  a geographic  area.  Installation  in  physicians’  offices 
would  not  be  approved.  At  this  time  the  limitations  would 
primarily  affect  neurosurgeons  in  the  care  of  their  patients, 
if  they  held  privileges  at  one  hospital  that  did  not  have  a 
scanner  and  the  condition  of  the  patient  under  their  care 
could  best  be  dealt  with  by  the  utilization  of  a scanner,  the 
lack  of  access  to  the  latter  could  be  detrimental  to  their 
patients.  The  situation  described  would  affect  primarily 
inhospital  patients,  but  could  involve  ambulatory  cases 
as  well.  The  Hospital  Review  and  Planning  Commission 
has  taken  the  stand  that  in  approving  a scanner  installation 
in  an  institution,  it  would  be  required  that  provision  be 
made  for  the  facility  to  be  available  to  all  qualified  physi- 
cians in  the  area. 

The  discussion  following  emphasized  that  although  the 
immediate  concern  was  with  the  use  of  scanners,  the  same 
type  of  problems  would  arise  in  the  availability  to  the 
community  at  large  of  other  facilities  that  may  be  re- 
stricted, such  as  contemplated  in  the  regionalization  of 
obstetrics  and  pediatric  services.  The  question  of  af- 
fording physicians  duly  accredited  to  render  specific  care 
levels  in  one  approved  hospital  the  same  privileges  in  an- 


other hospital  was  explored.  The  responsibilities  of  hos- 
pital boards  of  trustees,  the  problem  of  liability  coverage, 
the  duties  of  a hospital  medical  board,  and  the  duplication 
of  hospital  staff  appointment  requirements  in  a hospital 
(such  as  serving  on  committees,  attending  meetings,  and 
covering  emergency  rooms)  were  explored.  The  com- 
plexities of  transferring  the  privileges  of  a physician  from 
one  hospital  to  another  are  such  that  the  committee  de- 
cided it  would  require  considerably  more  investigation 
before  arriving  at  any  recommendations,  but  that  the 
subject  should  be  explored  at  a near  future  date  with  the 
aim  of  developing  broad  guidelines.  MSSNY  might  con- 
sider a survey  of  what  hospitals  are  currently  doing  to  meet 
such  situations. 

It  was  suggested  that  the  problem  of  making  the  limited 
number  of  scanners  available  to  all  qualified  physicians  and 
their  patients  could  be  dealt  with  by  requiring  that,  when 
applying  for  approval  of  a Certificate  of  Need,  the  appli- 
cation include  the  terms  under  which  the  scanner  would 
be  made  available  to  all  qualified  physicians  in  the  area 
serviced  by  the  hospital.  The  ultimate  decision  on  ap- 
proving the  Certificate  of  Need  rests  with  the  State  Re- 
gional Hospital  Review  and  Planning  Council.  It  was 
further  pointed  out  that  in  order  to  insure  availability  and 
to  justify  the  high  cost  of  a scanner  installation,  provision 
should  be  made  for  operating  the  scanner  longer  than  the 
customary  eight-hour  day  if  the  need  warranted  it. 

It  was  recommended  to  the  Council  that  MSSNY  re- 
quest the  Commissioner  of  Health  and  the  Hospital  Review 
and  Planning  Council  to  require,  when  approving  the  in- 
stallation of  a (CAT)  scanner,  that  the  hospital  receiving 
such  approval  agree  to  the  granting  of  temporary  privileges 
to  all  qualified  physicians  in  the  community,  such  privi- 
leges to  be  restricted  to  the  care  and  treatment  of  the 
conditions  that  require  the  use  of  the  scanners  and  to  in- 
clude all  necessary  corollary  care  required  by  those  con- 
ditions. 

The  committee  further  recommended  that  the  above  be 
extended  to  all  instances  where  there  are  facilities  that  are 
limited  to  one  institution  so  that  these  facilities  will  be 
available  to  the  community  at  large  and  to  the  physicians 
patients  select  to  care  for  them. 

Interceding  in  Hospital-Professional  Staff  Dif- 
ficulties. The  increasing  number  of  requests  for  MSSNY 
to  intervene  in  disputes  between  hospitals  and  their  pro- 
fessional staffs  warranted  consideration  by  this  committee 
to  decide  whether  it  should  make  recommendations  to  the 
Council  for  guidelines  that  could  be  utilized  in  addressing 
appropriate  requests.  Various  aspects  were  considered, 
such  as  differentiating  between  the  professional  and  ad- 
ministrative duties  of  a physician,  the  interrelationships 
between  the  attending  and  the  interne-resident  staff:  and 
whether  problems  of  this  nature  should  preferably  be  re- 
solved at  the  county  medical  society  level  and  if  so,  should 
MSSNY  establish  guidelines  for  the  county  medical  so- 
cieties; and  whether  or  not  to  determine  when  a matter  of 
this  nature  should  be  considered  at  the  State  level  if  a 
satisfactory  resolution  is  not  obtainable  at  the  county  level. 
The  magnitude  of  possible  involvement  by  MSSNY  and 
its  component  societies  demands  careful  thought  and  de- 
cision. Stressed  was  that  in  a hospital  action  against 
professional  personnel,  the  latter  be  afforded  due  process. 
Attention  was  called  to  the  Public  Health  Council  and 
Section  2801  of  the  Public  Health  Law  which  affords  an 
aggrieved  physician  the  opportunity  for  an  appeal  to  that 
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Council.  It  was  decided  that  the  staff  should  research  this 
problem  further. 

The  committee  expressed  its  willingness  to  involve  itself 
in  hospital-professional  relations  problems  if  so  requested 
by  either  the  physician(s)  or  the  hospital,  acting  as  an  in- 
vestigative and  reviewing,  intermediary,! if  the!  MSSNY 
Council  signifies  that  it  would  desire  this.  The  Council  did 
so  signify. 

The  Right  of  a Hospital  to  Request  a Staff  Physi- 
cian’s Malpractice  Experience  Involving  both  in- 
and-out  Patients.  MSSNY’s  General  Counsel  has  stated 
that  a hospital  has  the  right  to  request  such  information 
regarding  closed  cases  only  before  they  extend  staff  privi- 
leges to  a physician  and  that  this  has  been  supported  in 
court  tests.  It  was  the  consensus  of  the  committee  that  the 
information  requested  should  cover  only  settled  medical 
liability  cases  and  not  pending  cases. 

Russell  C.  Johnson,  M.D.,  Vice  President,  Professional 
Affairs,  Hospital  Association  of  New  York  State,  attends 
our  meetings,  and  in  turn  MSSNY  representatives  attend 
the  meetings  of  HANYS’  Professional  Affairs  Committee. 
This  relationship  has  proved  very  satisfactory  in  discussing 
and  resolving  mutual  problems. 

The  chairman  in  the  name  of  MSSNY,  as  well  as  per- 
sonally, extends  thanks  to  the  members  of  the  committee 
for  their  time  and  efforts  in  dealing  with  the  complex 
problems  the  committee  has  dealt  with.  Appreciation  is 
also  expressed  for  the  work  performed  by  Max  N.  Howard, 
M.D.,  Director  of  the  Division  of  Medical  Services,  Mr. 
William  D.  Brainin,  Associate  Director,  and  Miss  Alice 
Wheeler,  Administrative  Assistant. 

Respectfully  submitted, 

Jason  K.  Moyer,  M.D.,  Chairman 

HOSPITAL  AND  PROFESSIONAL  RELATIONS 
( SUPPLEMENT AR  Y) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  the  submission  of  the  Annual  Report,  the  Com- 
mittee on  Hospital  and  Professional  Relations  held  another 
meeting. 

Committee  on  Interns  and  Residents — League  of 
Voluntary  Hospitals  (New  York  City)  Dispute 

The  Committee  on  Interns  and  Residents  (CIR)  has,  for 
a number  of  years,  been  acting  as  the  bargaining  agent  for 
its  members  in  reaching  contract  terms  with  hospitals.  In 
1974  the  National  Labor  Relations  Board  (NLRB)  ruled 
that  voluntary  hospitals  were  under  its  jurisdiction  and  the 
CIR  negotiated  contracts  with  those  hospitals  in  New  York 
City.  In  March  1975  this  status  was  upset  when  the  NLRB 
ruled  that  interns  and  residents  were  students  and  not 
employees  of  a hospital  in  which  they  served,  and  therefore 
hospitals  did  not  have  to  deal  with  them  as  a union  al- 
though they  could  do  so  if  they  so  desired.  The  League  of 
Voluntary  Hospitals  has  taken  the  position  that  it  would 
not  represent  the  involved  hospitals  as  a group,  with  its 
member  hospitals  individually  deciding  the  course  it  wishes 
to  pursue. 

3600  interns  and  residents  of  the  house  staffs  of  23  vol- 
untary hospitals  in  New  York  City  are  members  of  the  CIR. 
1800  interns  and  residents  of  6 New  York  City  municipal 
hospitals  are  also  members  of  the  CIR,  but  they  are  not 
involved  in  the  present  dispute. 

Dr.  Jay  Dobkin,  President  of  the  CIR,  contacted  the 
Medical  Society  of  the  State  of  New  York  (MSSNY)  to 
seek  our  assistance  and  support.  He  was  invited  to  meet 


with  the  Hospital  and  Professional  Relations  Committee 
to  explore  the  situation. 

Dr.  Dobkin  related  that  his  committee  has  been  unable 
to  come  to  any  agreement  with  the  League  of  Voluntary 
Hospitals  or  with  individual  hospitals.  His  committee 
feels  that  it  must  retain  the  right  to  bargain  for  a house  staff 
with  any  individual  hospital,  the  former  lacking  the  ex- 
pertise to  negotiate  effectively,  and  that  in  view  of  the  re- 
fusal of  the  hospitals  or  the  league  to  deal  with  the  com- 
mittee, they  have  arrived  at  an  impasse  which,  if  not  re- 
solved, would  force  the  CIR  and  its  member  staff  to  take 
whatever  measures  are  necessary  to  attain  their  ends.  A 
few  hospitals  have  indicated  they  may  negotiate  with  the 
committee  but  to  date  none  have  as  yet  done  so.  The 
contracts  expire  September  30  and  the  CIR  is  considering 
actions  that  would  begin  on  October  1.  The  CIR  seeks  the 
support  of  MSSNY  to  maintain  the  status  quo  to  avoid  the 
necessity  of  job  actions. 

Dr.  Dobkin  stated  that  the  NLRB  decision  in  being 
challenged  in  the  Federal  courts  but  that  this  would 
probably  take  a considerable  length  of  time  for  decision. 

A court  challenge  has  also  been  instituted  in  New  York  to 
force  the  New  York  State  Labor  Board  to  recognize  the 
CIR  as  a bargaining  agent  since  it  had  done  so  prior  to  any 
NLRB  involvement. 

The  many  facets  of  the  problem  were  explored.  Various  < 
alternatives  were  discussed  with  the  suggestion  made  that 
each  hospital  negotiate  with  a committee  of  its  own  house 
staff,  with  the  latter  then  calling  on  the  CIR  for  assistance. 
Dr.  Dobkin  replied  that  this  would  be  unsatisfactory  unless 
whatever  contract  arrived  at  recognized  formally  that  the 
CIR  was  a party  to  the  agreement  reached.  The  CIR  felt 
that  it  could  not  settle  for  anything  less  than  a formal 
recognition  of  it  as  a bargaining  agent.  Approximately  90% 
of  the  house  staffs  involved  belong  to  the  CIR  and  the 
hospitals  in  the  past  have  established  a dues  checkoff. 

Dr.  Emerson  suggested  that  consideration  be  given  to 
submitting  disputes  to  arbitration.  Dr.  Dobkin  replied 
that  on  numerous  occasions  in  the  past  the  CIR  has  re-  i 
quested  that  differences  be  submitted  for  arbitration  but 
the  league  has  always  refused.  Dr.  Emerson  stated  that 
perhaps  MSSNY  and  the  Hospital  Association  of  New 
York  State  could  employ  their  good  offices  to  have  arbi- 
tration procedures  accepted. 

The  committee  members  pointed  out  that  what  was 
being  suggested  by  it  was  a deferral  of  any  action  until  the 
legal  challenges  have  been  resolved.  Dr.  Dobkin  stated 
that  this  would  not  be  acceptable  to  his  group. 

The  committee  then  went  into  executive  session  and 
after  further  discussion  the  following  resolution  was  passed  ■ 
unanimously: 

Whereas,  The  National  Labor  Relations  Board  has 
ruled  that  the  Committee  on  Interns  and  Residents 
(CIR)  is  a student  organization  and  therefore  not  enti- 
tled to  labor  union  status;  and 

Whereas,  This  ruling  has  led  to  an  impasse  with  the 
potential  for  creating  situations  which  are  not  in  the  best 
interests  of  the  community  for  continuing  high  quality 
medical  staff;  therefore  be  it 

Resolved , That  the  Medical  Society  of  the  State  of 
New  York  recognize  the  right  of  the  Committee  on  In-  ( 
terns  and  Residents  to  organize,  to  bargain  and  negotiate 
for  its  members;  and  be  it  further 

Resolved,  That  as  legal  actions  which  have  challenged 
the  ruling  of  the  National  Labor  Relations  Board  are 
pending,  that  the  Medical  Society  of  the  State  of  New 
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York  urge  that  no  precipitious  action  compromising 
medical  care  he  undertaken  by  either  the  CIR  or  the 
voluntary  hospitals  of  New  York  City;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  offer  its  good  offices  to  mediate,  arbitrate  or 
negotiate  hospital-house  staff  disputes. 

The  committee  recommended  to  the  MSSNY  Council 
that  the  above  resolution  be  adopted  and  implemented 
with  appropriate  transmission  to  the  parties  involved. 

(This  item  was  presented  to  the  Council  on  September 
23,  1976  as  an  urgent  matter.  The  first  and  third  resolveds 
were  disapproved;  the  second  resolved  was  approved.) 
Criteria  for  Extending  Lateral  or  Limited  Privileges 
to  Nonstaff  Physicians  for  Utilization  of  Geo- 
graphically or  Numerically  Restricted  Hospital  Fa- 
cilities, including  CAT  Scanners 
This  problem  was  considered  by  the  committee  at  its 
meeting  on  June  16,  and  recommendations  submitted  to 
the  Council  which  are  still  to  be  acted  upon.  It  was  the 
committee’s  opinion  that  any  guidelines  established  should 
insure  ready  availability  to  the  community,  and  to  the 
qualified  physicians  serving  the  community,  of  any  facili- 
ties that  are  limited  by  regulation.  This  opinion  was 
presented  to  the  Hospital  Association  of  New  York  State 
which  has  since  requested  the  MSSNY  to  recommend 
appropriate  language  that  would  attain  our  aim. 

The  committee  noted  again  the  adverse  effects  that  the 
limitations  of  both  brain  and  whole  body  scanners  instal- 
lations would  have  on  the  accessibility  by  the  community 
to  essential  medical  procedures. 

Dr.  Emerson  reported  that  a question  had  been  raised 
in  the  Hospital  Planning  and  Review  Council  as  to  the  le- 
gality of  some  of  the  contemplated  restrictions.  It  was  the 
consensus  that  there  should  be  flexible  guidelines  rather 
than  rigid  controls. 

The  committee  recommended  that  the  following  be 
approved  by  the  Council  for  inclusion  in  the  guidelines  by 
the  State  Hospital  Review  and  Planning  Council,  and  that 
the  Hospital  Association  of  New  York  State  be  requested 
to  endorse  the  suggested  addition  to  the  guidelines. 

Hospitals  possessing  facilities  which  are  restricted  by  law 
or  regulation  in  a medical  service  area  shall  make  provisions 
to  afford  properly  qualified  physicians  not  on  their  staff 
the  opportunity  to  utilize  such  facilities  in  warranted  sit- 
uations. It  will  be  the  responsibility  of  the  hospital  to 
promulgate  adequate  rules  and  procedures  to  insure  the 
competency  of  physicians  to  whom  temporary  or  limited 
privileges  are  granted  for  the  use  of  the  restricted  facilities. 
Physicians  will  apply  for  the  limited  privileges  by  sub- 
mitting the  customary  application  form  of  the  institution 
in  question,  subject  to  processing  and  approval  by  that 
hospital’s  credentials  committee,  and  such  application  will 
be  dealt  with  equitably  and  expeditiously.  Where  a phy- 
sician is  a staff  member  of  an  adjacent  accredited  hospital, 
he  may  submit  the  evaluation  of  the  credentials  committee 
of  that  hospital  as  part  of  his  application  for  the  limited 
privileges  involved.  The  limited  or  temporary  privileges 
granted  should  be  spelled  out,  with  appropriate  criteria 
established  by  the  hospital  possessing  a restricted  facility 
or  installation,  applicable  to  both  inpatient  and  outpatient 
care. 

This  was  approved  bv  the  Council  on  October  28, 
1976. 

Limitation  on  Reimbursement  for  CAT  Scanners 

Information  has  been  received  that  HEW  plans  to  refuse 


payment  under  Titles  XVIII  and  XIX  for  the  use  of  CAT 
scanners  if  the  installation  has  not  been  approved  by  the 
appropriate  governmental  body. 

There  was  unanimous  opinion  that  such  action  by  the 
HEW  was  an  unintended  and  probably  illegal,  application 
of  the  laws,  and  constituted  a grave  intrusion  into  the 
practice  of  medicine. 

The  committee  recommended  that  MSSNY  register  its 
opposition  to  any  limitation  by  HEW  regulation  of  the 
private  practice  of  medicine  by  denying  payment  to  phy- 
sicians for  services  that  are  deemed  necessary  by  the  latter 
for  the  proper  care  of  their  patients;  that  such  constitutes 
an  illegal  intrusion  into  the  practice  of  medicine,  and  that 
a resolution  to  this  effect  be  introduced  into  the  House  of 
Delegates  of  the  AM  A by  the  MSSNY  delegation. 

This  was  approved  by  the  Council  on  October  28, 
1976. 

Arbitrary  Closing  of  Hospitals  by  NYTC  Health  System 
Agency 

This  subject  was  discussed  by  this  committee  on  June 
16,  1976,  and  a protest  by  the  MSSNY  was  lodged  with 
NYC  HSA  on  its  disclosure  through  the  public  media  of  its 
intention  to  close  certain  hospitals  without  the  latter 
having  had  an  opportunity  to  respond  to  the  charges  of 
being  unnecessary,  and  prior  to  any  formal  consideration 
and  action  by  the  governing  board  of  the  HSA. 

Dr.  Fishman  reported  that  hospitals  were  still  being 
threatened  with  closure  without  being  afforded  due  pro- 
cess. He  related  an  incident  where  a proprietary  hospital 
in  Brooklyn  had  been  inspected,  and  the  lack  of  a central 
air  conditioning  system  for  the  operating  rooms  cited  as  a 
major  deficiency.  The  hospital  readily  agreed  to  the  in- 
stallation of  such  a system  and  applied  to  the  Department 
of  Hospitals  for  the  necessary  permit.  A second  inspection 
followed  and  the  hospital  was  now  cited  for  a dangerous 
situation  existing  in  that  a frame  building  abutted  on  the 
hospital  building,  constituting  a grave  fire  hazard.  When 
it  was  pointed  out  to  the  Department  of  Health  that  not 
only  was  there  no  abutting  frame  building,  but  that  none 
existed  in  the  block,  the  hospital  was  informed  unofficially 
that  it  was  deemed  an  unnecessary  facility. 

The  committee  recommended  that  MSSNY  request  its 
General  Counsel  to  study  the  legal  remedies  available 
under  Article  28  to  modify  or  reverse  arbitrary  and  dicta- 
torial powers  vested  in  the  Commissioner  of  Health  of  New 
York  State. 

Council  APPROVED  with  the  following  amend- 
ment: “Article  28”  amended  to  read  “CHAPTER  76 
of  the  Public  Health  Law.”  Chapter  76  was  enacted 
at  the  last  session  of  the  Legislature.  Being  tested  by 
suit  right  now. 

Certification  of  Mental  and  Physical  Capabilities  of 
Hospital  Attending  and  Staff  Physicians 

The  increasing  attention  both  by  the  MSSNY  and  gov- 
ernmental agencies  to  control  the  sick  or  incompetent 
physician  was  previously  discussed,  and  it  was  agreed  that 
measures  to  regulate  physicians  with  disabilities  with  the 
possibility  of  harm  to  patients  was  justified.  It  was  further 
agreed  that  guidelines  for  a proper  method  of  communi- 
cation to  guard  confidentiality  must  be  established. 

It  was  noted  that  when  a hospital  limits  a physician’s 
privileges  such  must  be  reported  to  the  Professional 
Medical  Conduct  Board.  It  is  probable  that  problems  will 
arise  when  such  limitations  are  to  become  a part  of  official 
records.  It  was  commented  tnat  when  a physician  whose 
privileges  in  a hospital  are  to  be  changed  and  the  physician 
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voluntarily  agrees  to  the  limitations  rather  than  having 
them  imposed  by  the  medical  board,  the  voluntary  sur- 
render of  privileges  need  not  be  reported  to  the  Profes- 
sional Medical  Conduct  Board.  A draft  of  suggested 
guidelines  was  endorsed  by  the  committee  follows. 

The  committee  recommends  to  the  MSSNY  Council 
that  it  endorse  these  guidelines  and  introduce  a resolution 
into  the  MSSNY  House  of  Delegates  for  their  implemen- 
tation. It  was  further  moved  and  passed  that  the  guide- 
lines be  referred  to  MSSNY  Physicians’  Committee. 

(COUNCIL  ACTION:  TABLED)  Guidelines  were 
inadvertently  omitted  from  the  mailing  to  the 
Council  Members;  therefore  it  was  TABLED  with 
the  understanding  it  will  give  Council  members 
opportunity  to  review. 

Respectfully  submitted, 

Jason  K.  Moyer,  M.D.,  Chairman 

SUGGESTED  GUIDELINES  FOR  BY-LAWS 
FOR  HELPING  THE  SICK  AND/OR 
INCOMPETENT  PHYSICIAN 

(For  Use  by  all  Hospital  and  Medical  Organizations) 

The  medical  staff  and  administration  of  each  hospital 
shall  designate  a contact  for  all  complaints  regarding  sick 
and  incompetent  physicians.  All  information  concerning 
such  physicians  should  be  submitted  to  this  contact. 
Those  submitting  complaints  should  be  willing  to  appear 
before  the  proper  committee  to  support  their  information. 
Both  the  names  of  those  supplying  information,  and  the 
information  given,  shall  be  held  privileged  and  confidential, 
being  restricted  in  transmission  to  the  committee  defined 
in  Step  1. 

Step  1.  A standing  committee  of  the  medical  staff  shall 
be  appointed,  to  include  no  less  than  two  uninvolved  In- 
ternists and  two  uninvolved  Psychiatrists.  The  committee 
will  elect  its  own  chairman. 

(a)  Upon  receipt  of  a complaint,  the  committee  will 
be  convened  within  three  working  days.  The  involved 
physician  will  subsequently  be  contacted  and  interviewed 
concerning  the  information  received.  Records  of  such 
meetings  are  kept;  procedures  should  be  instituted  to  limit 
access  of  this  information  strictly  to  those  with  a legitimate 
need  to  know. 

(b)  The  committee  shall  make  known  its  recom- 
mendations to  the  involved  physician.  Their  recommen- 
dations shall  consider  the  protection  of  patients  both  in  and 
outside  of  the  hospital. 

(c)  If  the  physician  accepts  and  acts  upon  the  rec- 
ommendation of  the  committee,  the  investigation  shall  be 
terminated. 

(d)  The  committee  shall  monitor  the  future  activity 
of  the  physician  in  a manner  which  is  appropriate  to  the 
complaint,  and  which  safeguards  the  physician  from 
prejudicial  or  harassing  supervision. 

Step  2.  Failure  of  the  involved  physician  to  act  upon  the 
recommendation  of  the  Standing  Committee  shall  cause 
the  problem  to  be  referred  without  delay  to  an  Appeals 
Committee  (made  up  of  three  members  of  the  Executive 
Committee)  which  will  hold  appropriate  hearings,  and  will 
make  recommendations  to  the  physician.  These  recom- 
mendations will  also  be  transmitted  to  the  chairman  of  the 
Standing  Committee,  who  will  be  responsible  for  moni- 
toring compliance. 

Step  3.  Failure  of  the  involved  physician  to  act  upon  the 
recommendations  of  the  investigating  and  Appeals  Com- 


mittee shall  be  cause  for  a hearing  before  the  hospital’s 
Executive  Committee. 

Members  of  the  initial  investigating  committee  shall  not 
vote  as  members  of  the  Executive  Committee  in  such  a 
hearing.  The  director  of  service  of  the  involved  physician 
shall  be  informed  of  accusations  against  any  member  of  his 
department,  and  shall  be  invited  to  appear  before  the 
committee.  Recommendations  of  the  Executive  Com- 
mittee should  be  referred  to  the  hospital  Board  of  Directors 
or  Trustees.  Failure  of  the  involved  physician  to  cooperate 
in  any  of  the  above  steps  shall  be  considered  grounds  for 
temporary  suspension  by  the  Board  of  Directors. 

At  each  step  of  the  investigation,  the  involved  physician 
shall  receive  notice,  and  shall  have  opportunity  to  be  heard. 
He  will  be  entitled  to  the  protection  of  due  process  as  re- 
quired by  the  Hospital  By-laws.  The  Board  of  Directors 
shall  communicate  any  corrective  action  taken  to  the  New 
York  State  Department  of  Public  Health  as  required  by 
Part  720  of  the  State  Hospital  Code.  In  addition,  infor- 
mation regarding  the  corrective  action  taken  by  the  Board 
should  be  made  available  to  other  hospitals  at  which  the 
involved  physician  is  affiliated  and  to  the  County  Medical 
Society. 

Emergency  Procedure 

In  the  event  that  the  involved  physician  refuses  to  accept 
the  recommendations  of  the  standing  committee,  and  the 
standing  committee  believes  any  delay  might  endanger  the 
welfare  of  the  patients  or  the  hospital  then  the  involved 
physician  may  bd  temporarily  suspended  according  to 
hospital  regulations.  This  temporary  suspension  does  not 
preclude  the  physician  from  exercising  his  rights  as  listed 
above. 

Other  Recommendations 

In  addition  to  the  above  formal  procedural  recommen- 
dations by  the  hospital,  the  MSSNY  and  its  County 
Medical  Societies  invite  utilization  of  informal  mechanisms 
of  cooperation  between  them  and  Hospital  Medical  Boards. 
Organized  Medical  Societies,  Medical  Boards  and  Hospital 
Administrations  have  in  the  past  tried  to  help  sick  or  im- 
paired physicians.  This  has  resulted  in  some  physicians 
agreeing  to  receive  remedial  treatment.  In  addition,  or- 
ganized Medical  Societies  have  been  able  to  act  as  a buffer 
or  informal  fact-finding  body  between  the  physician  and 
the  State  disciplinary  boards. 

Report  of  Reference  Committee  on  Medical  Services:  The 
following  report  was  presented  by  Leonard  S.  Weiss,  M.D., 
Chairman. 

The  annual  report  and  supplementary  report  of  the 
committee  on  Hospital  and  Professional  Relations  were 
reviewed.  Your  attention  is  directed  to  the  portion  of  that 
committee’s  report  concerning  the  action  requested  of  the 
AMA  by  MSSNY  House  of  Delegates,  which  in  fact  had 
been  carried  out.  This  applies  to  Resolution  74-45,  “The 
Professional  Ethics  and  the  Legality  of  Certain  Special 
Arrangements  for  the  Teaching  of  the  House  Staffs,”  and 
to  Resolution  75-31,  “Recent  Recommendations  by  the 
Joint  Commission  on  Accreditation  of  Hospitals”  on  the 
subject  of  The  Periodic  Reappraisal  of  the  Physical  and 
Mental  Capabilities  of  Hospital  Staff  Members.” 

Your  reference  committee  recommends  that  the 
MSSNY  staff  establish  methodology  to  ensure  that  the 
actions  of  its  delegates  to  the  AMA  are  transmitted  ex- 
peditiously to  the  division  directors  so  that  this  information 
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can  be  disseminated  to  our  members  as  soon  as  possible. 

Your  reference  committee  commends  Jason  K.  Moyer, 
M.D.,  chairman  of  the  committee  and  his  committee 
members  for  their  untiring  efforts. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report.  . . 


Resolution  76-37,  Legislative  Relief  Under  Compen- 
sation Law 

Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individual. 

Whereas,  The  Workmen’s  Compensation  Law  pro- 
vides for  subrogation  in  cases  of  third  party  liability 
claims  by  claimants  of  accidents  falling  within  the  pur- 
view of  the  Workmen’s  Compensation  Law;  and 

Whereas,  The  effect  of  the  subrogation  provision  of 
the  Law  is  to  deprive  the  workmen  of  part  of  the  rights 
guaranteed  to  them  under  Section  18  Article  I of  the 
Constitution  of  the  State  of  New  York;  and 

Whereas,  The  net  effect  of  the  subrogation  section  is 
that  the  lien  in  favor  of  the  Workmen’s  Compensation 
carrier  against  any  recovery  in  the  third  party  liability 
action  by  the  claimant  results  in  the  claimant  eventually 
becoming  self-insured  and  is  therefore  contrary  to  our 
State  Constitution;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  ask  the  Legislature  of  the  State 
of  New  York  to  alter  the  law  and  the  regulations  issued 
thereunder  to  eliminate  the  subrogation  privilege;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Workmen's  Compensation  Board 
and  the  Legislature  of  the  State  of  New  York  to  modify 
the  law  regarding  torts  in  such  a way  that  no  claim  for 
reimbursement  for  Medicare  and  other  charges  provided 
under  the  purview  of  the  Workmen’s  Compensation  Law 
can  be  entered  against  any  third  party  carrier  as  an  item 
of  damages  for  recovery  thereof;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen’s 
Compensation  Board  and  Legislature  of  the  State  of 
New  York  to  so  modify  its  regulations  and  the  law  of  the 
State  of  New  York  to  provide  that  recovery  for  torts 
arising  out  of  acts  performed  under  the  purview  of  the 
Workmen’s  Compensation  Act  shall  be  limited  to  dam- 
ages resulting  from  the  impaired  or  lost  function  of  one 
or  more  parts  of  the  body,  loss  of  use  or  loss  of  a member 
of  the  body,  loss  of  use  or  loss  of  one  or  more  eyes  of  the 
body,  loss  of  wages  in  excess  of  that  provided  in  the 
Workmen’s  Compensation  Law,  medical  and  other  ex- 
penses not  covered  by  the  Workmen’s  Compensation 
Board  in  full,  expense  necessary  to  hire  temporary 
worker  replacements  or  assistance  plus  provision  for 
damages  for  pain  and  suffering  and  for  the  cost  of  at- 
torneys fees  including  court  costs;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  the  Legislature  of  the  State  of 
New  York  enact  legislation  guaranteeing  the  right  of 


each  such  claimant  to  have  the  right  of  free  election  of 
No-Fault  Law  benefits  or  other  Insurance  Benefits  he 
has  until  all  such  benefits  are  exhausted  when  the 
claimant  shall  again  have  the  right  to  elect  further  care 
and  reimbursement  for  loss  of  any  kind  under  the 
Workmen’s  Compensation  Act,  or  not,  as  he  may  de- 
sire. 

Resolution  76-40,  Mechanism  for  Prompt  Evaluation 
of  Compensability  of  Injured  Worker 

Introduced  by  Leo  Arthur  Green, M.D.,  as  an  Individual. 

Whereas,  Physicians  who  treat  compensation  cases 
do  so  in  good  faith  upon  the  claimant’s  statement  of 
history,  accepting  his  statements  as  factual;  and 

Whereas,  It  is  not  the  intent  of  the  Workmen’s 
Compensation  Law  that  physicians  underwrite  the 
medical  expenses  of  claimants  or  act  as  carrier’s  inves- 
tigators; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen’s 
Compensation  Board  and  the  Legislature  of  the  State 
of  New  York  to  enact  rules  and  legislation  to  the  effect 
that  carriers  will  maintain  a 24  hour  a day  reporting 
service  by  telephone  within  the  office  of  the  Chairman 
of  the  Workmen’s  Compensation  Board;  and  be  it  fur- 
ther 

Resolved,  That  such  legislation  contain  a provision 
that  employers  and  physicians  must  immediately  report 
by  telephone  to  such  claim  receiving  service  directly  after 
each  accident  to  each  employee  that  will  come  under 
treatment;  and  be  it  further 

Resolved,  That  the  reporting  by  both  the  employer 
and  the  physician  shall  serve  to  establish  the  claim  of  any 
claimant  for  a period  of  72  hours  during  which  the  carrier 
shall  have  the  right  to  determine  the  compensability  of 
any  claim;  and  be  it  further 

Resolved,  That  such  legislation  referred  to  above 
shall  carry  the  provision  that  the  physician  shall  be  paid 
for  his  services  regardless  of  whether  the  case  is  subse- 
quently found  to  be  compensable  or  not  during  the  first 
72  hours;  and  be  it  further 

Resolved,  That  no  physician  shall  continue  to  treat 
such  patient  beyond  72  hours  unless  during  this  said  72 
hour  period  authorization  has  been  granted  to  the  phy- 
sician to  continue  to  treat  such  patient;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Commissioner  of  Insurance  and 
the  Legislature  of  the  State  of  New  York  to  modify  the 
Insurance  Regulations  and  to  support  and  sponsor 
changes  in  the  Insurance  Law  to  permit  all  insurance 
carriers  that  have  provisions  excluding  benefits  for 
Workmen’s  Compensation  claimants  to  permit  benefits 
to  Workmen’s  Compensation  claimants  subsequent  to 
the  72  hour  period  referred  to  above  when  a decision  has 
been  made  that  no  further  treatment  has  been  autho- 
rized under  Workmen’s  Compensation  Law  or  when  the 
facts  are  insufficient  to  warrant  a decision  as  to  com- 
pensability; and  be  it  further 

Resolved,  That  under  conditions  where  compensa- 
bility cannot  be  readily  determined  that  Workmen’s 
Compensation  Law  and  regulations  thereunder  shall  be 
changed  to  permit  physicians  and  others  treating 
Workmen’s  Compensation  claimants  to  charge  the  pa- 
tients directly  their  usual  and  customary  fees  until  such 
determination  shall  have  been  made  and  that  these  fees 


Minutes,  House  of  Delegates/March,  1977/New  York  State  Journal  of  Medicine  629 


shall  be  binding  during  such  period  of  investigation  and 
' pending  such  determination  of  liability. 

Resolution  76-41,  Impartial  Examination  of  Com- 
pensation Patients  by  an  Approved  Panel  of  Special- 
ists 

Introducedby  Leo  ArthurGreen,  M.D.,  as  an  Individual. 

Whereas,  The  Workmen’s  Compensation  Law  pro- 
vides carriers  with  an  opportunity  to  have  claimants 
examined  to  determine  their  medical  status,  and  eval- 
uation of  disability,  and  necessity  for  and  type  of  treat- 
ment; and 

Whereas,  Carriers  engage  physicians  to  make  these 
examinations  and  report  their  opinions  and  are  enabled 
to  pay  them  at  rates  higher  then  the  minimum  fees 
provided  in  the  minimum  fee  schedule;  and 

Whereas,  Many  of  these  physicians  make  determi- 
nations based  on  examinations  of  patients  that  are  under 
treatment  by  specialists  with  different  code  ratings  from 
theirs;  and 

Whereas,  There  appears  to  be  a tendency  for  several 
carriers  to  use  physicians  whose  practice  consists  mainly 
of  examining  for  carriers  and  they  therefore  may  be 
presumed  to  be  biased  in  favor  of  the  carrier  and  hence 
to  render  opinions  that  are  favorable  to  the  carrier  rather 
than  impartial  opinions;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  revise  the  Rules  of  the  Board  to 
forbid  this  practice,  and  be  it  further 

Resolved,  That  carriers  be  prohibited  from  retaining 
physicians  of  their  own  choice  for  examination  of  pa- 
tients followed  within  a particular  specialty;  and  be  it 
further 

Resolved,  That  the  Workmen’s  Compensation  Board 
shall  maintain  a list  of  each  physician  practicing  within 
each  specialty  that  is  designated  by  the  Board,  and  from 
this  list  will  be  provided,  on  a rotating  basis,  regionally, 
the  names  of  all  physicians  who  practice  their  specialty 
in  the  particular  area  to  be  used  for  examinations  of 
claimants  being  treated  under  the  Workmen’s  Com- 
pensation Act,  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  rules  shall  be  made  by  the 
Chairman  of  the  Workmen’s  Compensation  Board  that 
such  physicians  shall  be  permitted  to  charge  only  the 
minimum  specialist’s  fee  for  the  examination  of  the 
patient  plus  additional  fee  for  review  of  file  depending 
upon  the  size  of  the  file,  plus  additional  fee  for  review  of 
x-rays,  said  fees  to  be  set  forth  by  the  Chairman  of  the 
Workmen’s  Compensation  Board;  and  be  it  further 
Resolved,  That  the  Secretary  of  the  Workmen’s 
Compensation  Board  shall  keep  a roster  of  the  physi- 
cians specializing  in  each  field  and  the  order  in  which 
they  have  been  assigned  to  examine  Workmen’s  Com- 
pensation cases  requested  by  carriers  in  order  to  provide 
an  opportunity  for  each  specialist  to  participate  in  the 
examination  of  claimants  with  the  objective  of  providing 
a fair  and  equitable  method  of  assessment  of  the  extent 
of  disability,  and  necessity  for  frequency  and  type  of 
treatment. 


Resolution  76-42,  Specialist  Fees  Under  Compensation 
Law 

Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individual. 

Whereas,  Specialists  in  a particular  field  frequently 
examine  claimants  as  original  physicians  for  conditions 
failing  within  their  scope  of  practice;  and 

Whereas,  Certain  carriers  arbitrarily  decide  that  these 
specialists  are  only  entitled  to  general  practice  fees, 
which  is  manifestly  unfair,  against  the  law  and  regula- 
tions; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  issue  a specific  regulation  to  the 
effect  that  carriers  cannot  arbitrarily  decide  that  spe- 
cialists may  be  only  paid  general  practitioner  fees;  and 
be  it  further 

Resolved,  That  the  Chairman  of  the  Workmen’s 
Compensation  Board  issue  a specific  regulation  requiring 
that  all  services  rendered  by  a specialist  in  his  particular 
field  be  paid  at  the  appropriate  specialist  rates. 

Resolution  76-43,  Right  of  Medical  Specialist  to  In- 
terpret theX-Rays  Particular  to  his  Field  of  Practice 
as  an  X-Ray  Specialist 

Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individual. 

Whereas,  The  Workmen’s  Compensation  Minimum 
Fee  Schedule  provides  different  rates  of  payment  for  full 
and  partial  specialists  in  radiology  and  specialists  in 
other  field  interpreting  radiographs  in  their  fields; 
and 

Whereas,  The  skill  of  a specialist  in  a particular  field 
interpreting  radiographs  in  his  field  is  at  least  the 
equivalent  or  better  than  that  of  a general  radiologist 
interpreting  x-rays  in  a specialized  field;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  amend  the  Minimum  Fee 
Schedule  so  as  to  provide  that,  fees  for  a specialist  in  any 
field  interpreting  radiographs  in  his  field  be  equal  to  that 
paid  to  radiologists  interpreting  similar  radiographs. 

Resolution  76-44,  The  Use  of  Written  Interrogatories 
as  Evidence  in  Compensation  Hearings 
Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individual  • 

Whereas,  One  of  the  major  reasons  for  having  a phy- 
sician testify  at  a Workmen’s  Compensation  hearing  is 
to  enable  him  to  be  cross-examined;  and 

Whereas,  Physicians’  testimony  in  almost  all  in- 
stances coincides  with  their  written  reports;  and 

Whereas,  In  certain  states  interrogatories  are  per- 
mitted as  a matter  of  law  to  be  introduced  into  evidence 
to  obviate  the  need  for  a physician’s  personal  appearance 
at  a trial;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  to  permit 
written  interrogatories  to  be  used  in  place  of  personal 
appearance  claimants;  and  be  it  further 

Resolved,  That  physicians  shall  be  paid  a regular 
testifying  fee  for  completing  such  interrogatories;  and 
be  it  further 
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Resolved,  That  the  rules  shall  permit  the  summoning 
of  a physician  for  personal  cross-examination,  if  the 
answers  to  the  interrogatories  are  deemed  unsatisfactory 
after  a conference  by  the  referee  and  the  attorneys  for 
both  parties  or  all  parties,  if  more  than  two.  ^ 

Resolution  76-45,  Failure  of  Carriers  to  Follow  the  Fee 

Schedules  in  Compensation  Cases 

Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individual. 

Whereas,  Many  carriers  have  taken  the  position  that 
certain  treatments  rendered  by  specialists  are  the  same 
as  those  rendered  by  general  practitioners;  and 

Whereas,  As  a result  of  taking  this  stance  these  car- 
riers have  arbitrarily  cut  the  bills  of  the  specialist  to  that 
of  a generalist;  and 

Whereas,  This  is  contrary  to  law  which  clearly  states 
that  a carrier  who  objects  to  the  bill  of  a physician  should 
file  an  A-l  form  stating  such  objection  and  the  reason 
therefore;  and 

Whereas,  These  carriers  have  failed  to  do  so  and  in 
some  instances  have  even  modified  the  diagnosis  sub- 
mitted by  the  physicians;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  the  Workmen’s  Compensation 
Board  issue  regulations  that  certify  that  each  report 
containing  a diagnosis  and  each  bill  containing  an 
amount  for  services  rendered  constitutes  an  item  in  ev- 
idence; and  be  it  further 

Resolved,  That  no  carrier  shall  have  the  right  to 
modify  either  of  these  items;  and  be  it  further 

Resolved,  That  if  a carrier  objects  to  either  of  these 
items  he  shall  file  an  A-l  as  provided  by  law  and  not  take 
it  upon  himself  to  make  changes. 

Resolution  76-46,  Payment  for  Independent  Special 

Services  in  Compensation  Cases 

Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individual. 

Whereas,  The  treatment  of  fractures  includes  the 
reduction  of  the  fracture  and  the  period  of  aftercare  paid 
for  as  a unit  fee;  and 

Whereas,  X-rays  taken  during  the  course  of  such 
treatment  are  not  included  in  the  flat  rate  fee;  and 

Whereas,  Physiotherapy  services  rendered  by  a li- 
censed physiotherapist  working  under  the  direction  of 
a physiatrist  are  paid  for  separately  and  in  addition  to 
the  flat  rate  schedule,  as  indicated  in  the  regulations 
published  by  the  Chairman  of  the  Workman’s  Com- 
pensation Board;  and 

Whereas,  Certain  carriers  have  taken  it  upon  them- 
selves to  deduct  the  cost  of  such  treatment  from  the  flat 
rate  fee  allowed  to  treating  physicians  who  have  reduced 
the  fracture;  and 

Whereas,  This  is  contrary  to  the  rules  and  regulations 
promulgated  by  the  Chairman  of  the  Workmen’s  Com- 
pensation Board;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  vigorously  protest  this  type  of  activity  to  the 
Chairman  of  the  Workmen’s  Compensation  Board  with 
a request  that  he  order  its  immediate  cessation;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  would 
mandate  separate  fees  for  treatment  by  a licensed 
physiotherapist  whether  in  the  employ  of  a physiatrist 


or  of  the  treating  physician  during  the  aftercare  period 
of  fractures;  and  be  it  further 

Resolved,  That  such  fees  shall  be  in  accordance  with 
the  fee  schedule  and  not  part  of  the  trust  fee  allowed  for 
treatment  of  fractures. 

Resolution  76-47,  Compensation  Payments  in  No-Fault 

Insurance  Cases 

Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individual. 

Whereas,  The  No-fault  Insurance  Law  in  effect  since 
February  1,  1976  mandates  provision  for  payment  of 
medical  benefits  within  certain  specified  limits  and 
within  certain  specified  periods  of  time;  and 

Whereas,  Claimants  who  were  injured  while  working 
are  exempt  from  the  provisions  of  this  law;  and 

Whereas,  Compensation  insurance  carriers  have  a 
primary  lien  on  all  benefits  from  third  party  cases; 
and 

Whereas,  The  Workmen’s  Compensation  Fee 
Schedule  permitted  to  physicians  is  not  usual  and  cus- 
tomary but  is  a mandated  fee  schedule  which  in  generally 
less  than  usual  and  customary  fees;  and 

Whereas,  By  law  a physician  is  not  permitted  to 
charge  higher  than  the  minimum  fee  schedule  unless 
specially  authorized  to  do  so;  and 

Whereas,  Costs  disbursed  by  compensation  carriers 
are  fully  recoverable  from  the  third  party  carrier  under 
No-fault  Insurance;  therefore  be  it 

Resolved,  That  the  Medical  Scoiety  of  the  State  of 
New  York  support  and  sponsor  legislation  that  will 
permit  physicians  to  charge  their  usual  and  customary 
fees  in  these  cases;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  would 
stop  temporarily  the  working  of  the  Workmen’s  Com- 
pensation Law  regarding  fees  and  certain  other  expenses 
until  the  conclusion  of  the  No-fault  action;  and  be  it 
further 

Resolved,  That  legislation  be  supported  and  spon- 
sored by  the  Medical  Society  of  the  State  of  New  York 
that  would  provide  that  when  the  No-fault  benefits  have 
been  used  up  and  no  other  third  party  action  is  pending 
beyond  same,  that  the  case  shall  then  revert  to  the 
compensation  carrier  for  continued  payment  of  medical 
expenses  and  compensation  including  attorney’s  fees  for 
such  further  treatment  as  may  be  necessary. 

Resolution  76-48,  Medical  Examination  of  Compen- 
sation Claimants 

Introduced  by  Leo  Arthur  Green, M.D.,  as  an  Individual. 

Whereas,  The  law  permits  a compensation  insurance 
carrier  to  engage  physicians  to  examine  and  evaluate 
condition  of  claimants  who  are  under  treatment  by  an- 
other licensed  physician;  and 

Whereas,  Such  physicians  may  or  may  not  be  spe- 
cialists in  the  same  field  as  the  treating  physician;  and 
Whereas,  The  fees  paid  to  such  examining  physicians 
on  behalf  of  compensation  carriers  frequently  are  con- 
siderably in  excess  of  those  allowed  by  the  Workmen’s 
Compensation  fee  schedule,  thus  creating  an  inherent 
tendency  to  bias  these  physicians  to  report  in  favor  of 
the  insurance  carrier  as  against  the  claimant;  and 
Whereas,  This  is  patently  not  the  intent  of  the 
Workmen’s  Compensation  Law;  therefore  be  it 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  strongly  disapproving  this 
practice;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  sponsor  and  support  legislation  that  would 
mandate  that  all  physicians  examining  and  treating 
patients,  whether  on  behalf  of  the  claimant  or  on  behalf 
of  the  carrier,  be  paid  the  rates  established  within  the 
Workmen’s  Compensation  fee  schedule. 

Resolution  76-58,  Payment  for  Independent  Services 

in  Compensation  Cases 

Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individual. 

Whereas,  The  treatment  of  fractures  includes  the 
reduction  of  the  fracture  and  the  period  of  aftercare  paid 
for  as  a unit  fee;  and 

Whereas,  X-rays  taken  during  the  course  of  such 
treatment  are  not  included  in  the  flat  rate  fee;  and 

Whereas,  Physiotherapy  services  rendered  by  a li- 
censed physiotherapist  working  under  the  direction  of 
a physiatrist  are  paid  for  separately  and  in  addition  to 
the  flat  rate  schedule,  as  indicated  in  the  regulations 
published  by  the  Chairman  of  the  Workmen’s  Com- 
pensation Board;  and 

Whereas,  Certain  carriers  have  taken  it  upon  them- 
selves to  deduct  the  cost  of  such  treatment  from  the  flat 
rate  fee  allowed  to  treating  physicians  who  have  reduced 
the  fracture;  and 

Whereas,  This  is  contrary  to  the  rules  and  regulations 
promulgated  by  the  Chairman  of  the  Workmen’s  Com- 
pensation Board;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  vigorously  protest  this  type  of  activity  to  the 
Chairman  of  the  Workmen’s  Compensation  Board  with 
a request  that  he  order  its  immediate  cessation;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  would 
mandate  separate  fees  for  treatment  by  a licensed 
physiotherapist  whether  working  upon  the  referral  or 
prescription  of  a physiatrist  or  of  the  treating  physician 
during  the  aftercare  period  of  fractures  and  surgical 
operations;  and  be  it  further 

Resolved,  That  such  fees  shall  be  in  accordance  with 
the  fee  schedule  and  not  part  of  the  unit  fee  allowed  for 
treatment  of  fractures  or  surgical  operations. 

Resolution  76-59,  Controverted  Compensation 

Claims 

Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individual. 

Whereas,  In  many  compensation  cases  claims  are 
controverted  yet  the  claimant  requires  treatment;  and 

Whereas,  Final  determination  of  compensability  may 
take  years  yet  treatment  must  be  rendered;  and 

Whereas,  Doctors  and  hospitals  are  forced  by  existing 
law  to  underwrite  such  treatment  and  incur  expense  with 
no  provision  for  ultimate  payment  of  interest  for  moneys 
expended  during  the  time  that  the  issue  is  being  re- 
solved; and 

Whereas,  Present  law  prohibits  other  means  of  pay- 
ment in  such  cases  even  where  it  might  be  available  if 
permitted,  thus  working  much  hardship  on  all  parties 
concerned; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  will 
eliminate  this  problem  and  provide  permission  to  use 


alternate  methods  of  payment  during  such  controverted 
claim  periods  and  for  subsequent  repayment  and  fee 
adjustments  if  claim  is  later  found  valid,  including  in- 
terest as  indicated. 

Resolution  76-60,  Payment  for  Copies  of  X-Rays  in 

Compensation  Cases 

Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individual. 

Whereas,  The  Workmen’s  Compensation  Law  man- 
dates that  x-rays  be  available  to  the  carrier  for  pro- 
duction and  hearings  and  for  review  by  carrier’s  physi- 
cians; and 

Whereas,  The  malpractice  situation  in  New  York 
requires  that  physicians  retain  original  records  including 
x-rays  for  possible  defense  use,  should  the  occasion 
arise;  and 

Whereas,  There  is  now  no  provision  in  the  minimum 
fee  schedule  for  payment  for  copies  of  x-rays  for  review; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  to  the  effect 
that  carriers  will  be  ordered  to  pay  a reasonable  fee  for 
copies  of  x-rays  either  in  film  form,  Polaroid  form,  slide 
form,  or  other  approved  form  when  x-rays  are  requested 
by  carriers;  and  be  it  further 

Resolved,  That  when  requested  to  testify  at  hearings, 
physicians  may  bring  x-rays  to  be  reviewed  at  the 
hearings  and  to  be  retained  by  him  when  he  leaves  the 
hearing;  and  be  it  further 

Resolved,  That  the  Chairman  of  the  Workmen’s 
Compensation  Board  shall  be  requested  to  devise  a 
mechanism  whereby  payment  for  copies  of  x-ray  films 
and  the  use  of  copies  of  x-ray  films  can  be  incorporated 
in  the  regulations  promulgated  with  the  present  fee 
schedule. 


Resolution  76-61,  Payment  for  Services  Rendered 
Compensation  Claimants 

Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individual. 

Whereas,  Compensation  to  physicians  and  others 
providing  medical  services  to  compensation  claimants 
are  those  set  forth  in  the  Fee  Schedule  promulgated  by 
the  Chairman  of  the  Workmen’s  Compensation  Board; 
and 

Whereas,  Certain  National  Medical  Specialty  So- 
cieties have  recently  been  forced  to  sign  Consent  Decrees 
which  disavow  the  use  of  Relative  Value  Scales  by  the 
membership;  and 

Whereas,  The  Compensation  Fee  Schedule  is  actually 
a Relative  Value  Scale  and  is  therefore  morally  no  dif- 
ferent from  that  prescribed  by  the  U.S.  Department  of 
Justice;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  will 
outlaw  the  use  of  the  Fee  Schedule  in  Workmen’s 
Compensation;  and  be  it  further 

Resolved,  That  such  supported  and  sponsored  leg- 
islation will  mandate  that  all  fees  shall  be  at  usual  and 
customary  rates;  and  be  it  further 

Resolved,  That  fees  for  attendance  at  hearings  should 
include  allowances  for  travel  time,  travel  expense,  fees 
for  parking,  waiting  time  and  testifying  time  calculated 
at  usual  and  customary  charges  for  similar  services  when 
rendered  in  private  practice. 
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Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  t'hairman. 

The  lengthy  presentations  and  discussions  of  the  fore- 
going resolutions  revealed  that  the  matters  covered  t herein 
are  so  involved  and  complex  that  it  would  not  beieasible 
within  the  time  limits  of  this  meeting  to  explore  them  in 
the  depth  that  they  require.  With  the  approval  of  the 
sponsor  of  these  resolutions,  your  reference  committee 
recommends  that  they  be  referred  to  the  MSSNY  Com- 
mittee on  Workmen’s  Compensation  and  Occupational 
Health  for  the  thorough  analysis  they  deserve,  and  to  arrive 
at  considered  recommendations  to  the  Council  or  to  the 
next  session  of  the  House  of  Delegates,  as  may  be  war- 
ranted in  each  instance.  It  further  recommends  that  the 
sponsor  be  invited  to  participate  in  the  deliberations  of  the 
Committee  on  Workmen’s  Compensation  and  Occupa- 
tional Health  when  these  resolutions  are  placed  on  its 
agenda,  and  that  this  be  effected  as  soon  as  is  practica- 
ble. 

Your  reference  committee  recommends  approval  of  this 
summary  action. 


. . . The  House,  after  discussion,  voted  to  REFER 
Resolution  76-37,  Resolution  76-40,  Resolution  76-41, 
Resolution  76-42,  Resolution  76-43,  Resolution  76-44, 
Resolution  76-45,  Resolution  76-46,  Resolution  76-47, 
Resolution  76-48,  Resolution  76-58,  Resolution  76-59, 
Resolution  76-60  and  Resolution  76-61  to  the  Council  for 
referral  to  the  Committee  on  Workmen’s  Compensation 
and  Occupational  Health  .... 


Resolution  76-36,  Implementation  of  House  of  Dele- 
gates Resolutions  re:  Family  Practice 

Introduced  by  James  R.  Nunn,  M.D.,  Section  Delegate, 
Family  and  General  Practice. 

Whereas,  Repeated  resolutions  70-87,  71-40,  72-64, 
74-9,  and  75-65  have  been  passed  in  this  House  of  Del- 
egates for  recognition  of  the  specialty  of  family  practice 
as  accorded  to  other  specialties;  and 

Whereas,  The  Council  of  the  Medical  Society  of  the 
State  of  New  York  has  been  directed  to  carry  out 
promptly  the  actions  of  the  House  of  Delegates,  Reso- 
lution 75-9  entitled  “Compliance  with  Mandated 
Functions  of  the  Council”;  and 

Whereas,  A fee  schedule  was  requested  at  the  time  the 
S-FP  code  letters  were  ultimately  awarded;  and 

Whereas,  The  Council  initially  accepted  and  later 
rejected  the  Workmen’s  Compensation  Committee’s 
recommendation  for'a  fee  schedule  of  three-quarter  of 
that  of  another  specialty,  requesting  that  the  New  York 
State  Academy  of  Family  Physicians  develop  a free 
standing  fee  schedule;  and 

Whereas,  Such  a schedule  as  had  been  developed  has 
been  referred  from  committee  to  Council  to  Chairman 
of  the  Workmen’s  Compensation  Board  and  back  again 
with  reversal  of  decisions  on  many  occasions;  the  latest 
being  a refusal  to  submit  such  a schedule  for  the  con- 


sideration of  the  Workmen’s  Compensation  Chairman; 
and 

Whereas,  Discriminatory  actions  against  any  com- 
ponent discipline  of  medicine  are  divisive,  reducing  the 
total  strength  of  the  Medical  Society  of  the  State  of  New 
York;  therefore  be  it 

Resolved,  That  the  Council  be  hereby  directed  to 
implement  the  intent  and  directions  of  Resolution  75-65; 
and  be  it  further 

Resolved,  That  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  endorse  the  presenta- 
tion of  the  free  standing  family  practice  fee  schedule  and 
direct  the  Council  at  its  first  meeting  to  forward  this 
schedule  to  the  Workmen’s  Compensation  Chairman. 


Resolution  76-77,  Reaffirmation  of  Recognition  of 

Family  Practice  Specialty 

Introduced  by  Suffolk  County  Medical  Society. 

Whereas,  This  House  of  Delegates  has  repeatedly 
reaffirmed  its  position  that  the  specialty  of  family 
practice  is  to  be  treated  in  the  same  fashion  as  any  other 
recognized  specialty  in  medicine  (Resolutions  70-87, 
71-40,  72-64,  74-9,  and  75-65  have  been  passed  by  the 
Medical  Society  of  the  State  of  New  York  House  of 
Delegates  since  1970);  and 

Whereas,  The  Council  of  MSSNY  has  recommended 
to  the  Chairman  of  the  Workmen’s  Compensation  Board 
the  assignment  of  specialty  code  letters  for  family  phy- 
sicians, and  this  recommendation  was  accepted;  and 
Whereas,  The  Council  of  MSSNY  further  recom- 
mended a Workmen’s  Compensation  Board  fee  schedule 
for  family  physicians  approximately  three-quarter  that 
of  all  other  recognized  specialties,  and  this  was  accepted 
and  promulgated  by  the  Chairman  of  the  Workmen’s 
Compensation  Board;  and 

Whereas,  After  objections  raised  by  family  physician 
members  of  MSSNY  and  repeated  discussions  by  the 
Council  of  MSSNY,  the  Council  of  MSSNY  directed  in 
February  1975  that  the  New  York  State  Academy  of 
Family  Physicians  prepare  an  appropriate  fee  schedule 
to  be  transmitted  by  MSSNY,  as  required  by  law,  to  the 
Chairman  of  the  Workmen’s  Compensation  Board  for 
his  consideration;  and 

Whereas,  NYSAFP  in  full  compliance  with  the  re- 
quest from  the  Council  of  MSSNY,  did  prepare  such  a 
fee  schedule  and  forward  same  to  the  president  of 
MSSNY  in  May  1975;  and 

Whereas,  This  House  of  Delegates  reaffirmed  its  po- 
sition as  the  governing  and  policy  making  body  of 
MSSNY  in  overwhelmingly  passing  Resolution  75-9; 
and 

Whereas,  The  Council  of  MSSNY  now  declines  to 
forward  the  NYSAFP  prepared  Family  Practice  fee 
schedule  to  the  Chairman  of  the  Workmen’s  Compen- 
sation Board  for  his  consideration,  and  the  Council 
prefers  to  have  family  physicians  known  under  Work- 
men’s Compensation  Board  regulations  as  “three- 
quarter  specialists”;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  reaffirm  its 
position  that  the  specialty  of  family  practice  is  to  be 
treated  in  an  equal  fashion  to  all  other  specialties  in  any 
action  between  the  Medical  Society  of  the  State  of  New 
York  and  interested  “third  parties”;  and  be  it  further 
Resolved,  That  the  House  of  Delegates  reaffirm 
Resolution  75-65  and  instruct  the  Council  to  use  every 
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available  means  to  bring  about  the  appropriate  specialty 
recognition  of  family  practice  by  the  Workmen’s  Com- 
pensation Board  on  a basis  equal  to  the  recognition  now 
given  to  all  other  medical  and  surgical  specialties. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

Your  reference  committee  found  the  subject  matter  of 
Resolution  76-36  and  Resolution  76-77  closely  related  and 
considered  them  together.  Your  reference  committee,  in 
its  review  of  the  various  annual  and  supplimentary  reports, 
as  well  as  the  oral  reports  made  in  the  course  of  the  dis- 
cussion of  the  above  two  resolutions,  finds  that  the  Council 
of  the  Medical  Society  of  the  State  of  New  York  has  made 
every  possible  effort  to  carry  out  the  intent  of  the  resolu- 
tions passed  by  the  House  of  Delegates  in  previous  ses- 
sions. 

Your  reference  committee  further  finds  that  in  the  area 
of  Workmen’s  Compensation  the  Medical  Society  of  the 
State  of  New  York  has  been  successful,  after  lengthy  and 
arduous  efforts  to  gain  recognition  by  the  Workmen’s 
Compensation  Board  of  Family  Practice  as  a distinct 
specialty.  It  further  notes  that  the  present  Workmen’s 
Compensation  Medical  Fee  Schedule  does  have  a free 
standing  schedule  for  Family  Physicians.  However,  an 
evaluation  of  the  relativity  between  this  section  and  other 
sections  of  the  Workmen’s  Compensation  Fee  Schedule 
does  reveal  a differential  between  the  Family  Physician  and 
other  specialties.  Your  reference  committee  finds  that 
interrelationships  between  several  specialties  already  exist 
in  various  parts  of  the  schedule. 

Your  reference  committee  further  recommends  that  the 
following  resolution  be  substituted  for  Resolution  76-36 
and  76-77: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reaffirm  its  recognition  of  the  specialty  of 
Family  Practice  equivalent  to  all  other  recognized  spe- 
cialty societies;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  continue  its  efforts  to  have  all  groups  con- 
cerned with  the  practice  of  medicine  also  grant  such 
recognition. 

Your  reference  committee  further  recommends  that  the 
American  Academy  of  Family  Physicians  submit  its  re- 
quest for  the  changes  it  seeks  in  the  section  on  Family 
Physicians  in  the  present  Workmen’s  Compensation 
Medical  Fee  Schedule  to  MSSNY  for  consideration,  and 
that  the  Interspecialty  Committee  evaluate  the  interrela- 
tionships of  the  sought  changes  on  the  same  basis  that  it 
considers  interrelationships  between  all  other  specialty 
societies,  and  that  the  request  by  the  American  Academy 
of  Family  Physicians  be  dealt  with  as  expeditiously  as 
possible. 

Your  reference  committee  recommends  approval  of  the 
substitute  resolution  for  Resolution  76-36  and  Resolution 
76-77. 

. . . The  House,  after  discussion,  voted  to  ADOPT  the 
substitute  resolution  for  Resolution  76-36  and  Resolu- 
tion 76-77 . . . . 

Resolution  76-29,  Workmen’s  Compensation  Fee 
Schedule 

Introduced  by  Nassau  County  Medical  Society. 

Whereas,  The  Workmen’s  Compensation  system 


operates  under  a fee  schedule  that  is  inadequate  and 
unrealistic;  and 

Whereas,  This  is  apt  to  create  a Medicaid  type  of 
system  resulting  in  improprieties  and  scandals;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Workmen’s  Compensation  Board  to 
adopt  a usual  and  customary  fee  schedule  forthwith. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

Your  reference  committee  notes  that  the  representatives 
of  the  Medical  Society  of  the  State  of  New  York  on  the 
Advisory  Committee  on  the  Medical  Fee  Schedule  and 
Allied  Problems  of  the  Workmen’s  Compensation  Board 
have  repeatedly,  although  unsuccessfully,  requested  that 
workmen’s  compensation  fees  be  established  on  the  “usual 
and  customary”  basis.  However,  your  committee  was  also 
informed  that  the  law  requires  the  Chairman  of  the 
Workmen’s  Compensation  Board  to  establish  a minimum 
fee  schedule. 

Your  reference  committee  recommends  that  Resolution 
76-29  be  referred  to  the  Committee  on  Workmen’s  Com- 
pensation and  Occupational  Health  to  determine  the 
possible  implementation  of  this  resolution. 

. . . The  House,  after  discussion,  voted  to  REFER 
Resolution  76-29  to  the  Council  for  referral  to  the 
Committee  on  Workmen's  Compensation  and  Occu- 
pational Health  .... 

Resolution  76-6,  Propriety  of  County  Medical  Societies 
Providing  Insurance  Carriers  Relative  to  Usual 
Customary  or  Reasonable  Fees,  etc. 

Introduced  by  Medical  Society  of  the  County  of  New 
York- 

Whereas,  Recent  actions  of  the  Federal  Trade  Com- 
mission have  raised  doubts  concerning  the  propriety  of 
county  medical  societies  providing  insurance  carriers 
with  opinions  relative  to  usual,  customary  or  reasonable 
fees  for  medical  services;  and 

Whereas,  The  FTC  has  raised  questions  whether  any 
fee  schedule,  including  the  Relative  Value  Scale,  may 
restrain,  inhibit  or  impinge  on  free  competition  in  the 
rendering  of  professional  services;  and 

Whereas,  Any  question  of  the  propriety  of  fee 
schedules  is  in  direct  contradiction  to  efforts  of  local, 
State  and  Federal  government  to  establish  fee  schedules, 
for  instance  in  Workmen’s  Compensation,  etc.; and 

Whereas,  Such  activity  by  the  FTC  further  questions 
the  propriety  of  Peer  Review  activities  in  preventing  fee 
gouging  whether  of  individuals  or  insurance  carriers; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  the  New  York  Delegation  to  the 
American  Medical  Association  to  introduce  a resolution 
to  the  House  of  Delegates,  calling  for  the  American 
Medical  Association  to  request  an  advisory  opinion  from 
the  Department  of  Justice  concerning  recent  actions  of 
the  Federal  Trade  Commission,  which  have  raised 
doubts  about  the  propriety  of  fee  schedules  and  con- 
tradictions to  efforts  of  local,  State  and  Federal  gov- 
ernment to  establish  fee  schedules;  and  be  it  further 

Resolved,  That  the  AMA  also  request  an  advisory 
opinion  on  the  actions  of  the  FTC  which  question  the 
propriety  of  Peer  Review  activities  in  preventing  fee 
gouging  whether  of  individuals  or  insurance  carriers. 
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Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

Your  reference  committee  recommends  adoption  of 
Resolution  76-6.  A 

. . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  76-6 .... 

Resolution  76-16,  Relative  Value  Guides 

Introduced  by  Edward  C.  Sinnott,  M.D.,  Delegate,  Section 
on  Anesthesiology. 

Whereas,  The  House  of  Delegates  of  the  American 
Society  of  Anesthesiologists  has  voted  to  direct  counsel 
to  proceed  with  the  defense  of  the  anti-trust  suit  ini- 
tiated by  the  Department  of  Justice;  and 

Whereas,  The  Oregon  State  Medical  Association  is 
presenting  a resolution  to  the  House  of  Delegates  of  the 
American  Medical  Association  at  its  meeting  in  De- 
cember, 1976  which  would  direct  the  AMA  to  help  de- 
fend against  legal  attacks  on  the  use  of  relative  value 
studies  and  to  promote  legislative  support  for  relative 
value  studies;  therefore  be  it 

Resolved,  That  the  Delegation  of  the  Medical  Society 
of  the  State  of  New  York  to  the  American  Medical  As- 
sociation support  and  vote  for  the  resolution  of  the  Or- 
egon State  Medical  Association  regarding  relative  value 
studies. 

Resolution  76-30,  Relative  Value  Fee  Schedules 

Introduced  by  Medical  Society  of  the  County  of  Queens. 

Whereas,  The  Department  of  Justice  has  just  ac- 
cepted consent  decrees  from  the  American  Academy  of 
Orthopedic  Surgeons,  the  American  College  of  Obstet- 
rics and  Gynecology  and  the  American  Society  of  Ra- 
diology; and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  agreed  that  it  will  stop  the  use  of  relative  value 
fee  scales  and  recall  those  already  published;  and 

Whereas,  Governmental  agencies  are  still  permitted 
to  use  either  relative  value  scales  or  fee  schedules  which 
capability  is  not  permitted  to  any  private  enterprise; 
and 

Whereas,  It  is  obviously  contrary  to  the  spirit  of 
democratic  government  to  permit  a governmental 
agency  in  a nonenforcement  situation  to  violate  prac- 
tices which  are  not  permitted  to  other  segments  of  the 
public;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  affirm  its  position  that  relative  value  scales 
that  are  improper  or  illegal  for  one  segment  of  the  public 
are  also  improper  and  should  be  illegal  for  another  part 
of  the  public  even  if  promulgated  by  a governmental 
agency;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  consider  the  present  Workmen’s  Compensa- 
tion and  Medicaid  fee  schedules  to  be  a relative  value 
scale  with  expressed  fees  in  dollars  based  on  unit  fees  in 
the  same  way  that  the  relative  value  scale  of  the  Medical 
Society  of  the  State  of  New  York  was  originally  pro- 
mulgated; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  to  be  pre-filed 
for  the  1977-78  legislative  session  that  will  prohibit  the 


use  of  any  fee  schedule  in  the  State  of  New  York  by  any 
governmental  or  private  agency. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

Your  reference  committee  considered  Resolution  76-16 
and  Resolution  76-30  together,  as  they  concern  the  same 
issue. 

In  discussion  it  was  noted  that,  whereas  actions  have 
been  taken  by  the  U.S.  Justice  Department  and  the  Federal 
Trade  Commission  to  prevent  medical  societies  from  es- 
tablishing relativity  scales,  other  governmental  agencies 
have  encouraged  the  development  and  use  of  such  scales 
and  have  permitted  health  insurance  carriers  to  develop 
and  utilize  similar  scales.  It  was  also  noted  that  without 
the  accumulation  of  reference  data  it  is  impossible  to  re- 
spond to  the  considerable  number  of  requests  from  the 
public  to  evaluate  the  reasonableness  of  physicians’  fees. 

Your  reference  committee  is  of  the  opinion  that  the 
issues  raised  in  these  two  resolutions  should  be  clarified. 
It  finds  problems  in  both  resolutions  and  believes  that  the 
intent  of  all  would  be  achieved  by  the  following  substitute 
resolution: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  its  delegates  to  the  American  Medical 
Association  at  the  December  1976  session  to  introduce 
a resolution  that  the  AMA  be  requested  to  help  defend 
against  attacks  on  the  use  of  Relative  Value  studies,  and 
to  promote  legislation  support  ing  of  developing  relativity 
studies,  and  be  it  further 

Resolved,  That  the  AMA  be  requested  to  seek  the 
involvement  of  all  other  State  Medical  Societies  and 
Specialty  Societies  that  have  been  using  the  relative 
value  scale. 

Your  reference  committee  recommends  adoption  of  the 
substitute  resolution  for  Resolution  76-16  and  Resolution 
76-30. 

. . . The  House  voted  to  ADOPT  the  substitute  res- 
olution for  Resolution  76-16  and  Resolution  76-30 

Resolution  76-31,  Medicaid 

Introduced  by  Medical  Society  of  the  County  of  Queens. 

Whereas,  The  New  York  State  Department  of  Health 
annually  promulgates  a fee  schedule  for  hospitals  for 
inservice  reimbursements,  outpatient  clinic  reim- 
bursements, and  emergency  room  reimbursements,  as 
well  as  a Medicaid  fee  schedule  for  physician  services; 
and 

Whereas,  Fee  schedules  for  hospitals  are  based  on 
costs  in  all  three  categories  mentioned  above,  and  the  fee 
schedules  for  physicians  are  based  on  per  visit  fee 
without  regard  to  costs;  and 

Whereas,  Physician  rates  are  remarkably  lower  than 
the  rates  allowed  in  outpatient  clinics  and  in  emergency 
rooms;  and 

Whereas,  The  blame  for  the  increased  costs  of  Med- 
icaid paradoxically  has  been  laid  largely  at  the  physi- 
cians’ doors;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  affirm  its  opposition  to  the  continuing  two- 
tier  system  of  reimbursement  under  Medicaid;  and  be 
it  further 

Resolved,  That  the  legal  absence  of  medical  indigency 
in  New  York,  as  mandated  by  law  under  Title  XIX  of  the 
Social  Security  Act  requiring  access  to  private  care  to  be 
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available  to  all  indigents,  is  not  now  being  effected;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  the  current  practice  of  setting  physi- 
cians’ reimbursements  so  low  that  patients  are  forced  to 
go  to  expensive  outpatient  clinics  and  emergency  rooms 
where  they  are  treated  by  interns  and  residents  rather 
than  by  licensed  practicing  physicians;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  a two-tier  system  of  medicine  where 
those  who  are  able  to  afford  private  fees  receive  one  level 
of  care  and  those  who  are  paid  for  by  Medicaid  receive 
a substantially  inferior  level  of  medical  care;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  to  be  prefiled 
for  the  1977-78  legislative  session  that  is  designed  to  end 
these  practices  and  to  restore  the  care  of  these  patients 
to  the  private  sector  in  the  hospitals  and  in  doctors’  of- 
fices. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

Your  reference  committee  is  in  sympathy  with  the  intent 
of  this  resolution  and  the  comments  voiced  in  the  discus- 
sion to  support  this.  It  does,  however,  recommend  that  the 
following  be  substituted  for  the  five  resolveds  in  Resolution 
76-31: 

Resolved,  That  since  the  Medicaid  program,  as  now 
carried  out  in  New  York  State,  has  failed  to  attain  the 
expressed  goal  of  Title  XIX  to  reintroduce  the  Medicaid 
indigent  patient  into  the  mainstream  of  high  quality 
medical  care,  therefore,  the  Medical  Society  of  the  State 
of  New  York  must  continue  to  seek  correction  of  the 
deficiencies  that  have  led  to  the  acknowledged  failure 
of  the  Medicaid  program. 

Your  reference  committee  recommends  adoption  of  this 
substitute  Resolution  for  Resolution  76-31. 

. . . The  House,  after  discussion,  voted  to  ADOPT  the 
substitute  resolution  for  Resolution  76-31  .... 

Resolution  76-64,  Opposition  of  Chapter  76  of  the  Laws 
of  New  York — 1976 

Introduced  by  Nassau  County  Medical  Society. 

Whereas,  Chapter  76  of  the  Laws  of  New  York — 1976 
insists  upon  second  opinions  regarding  deferrable  sur- 
gery; and 

Whereas,  The  term  “maximum  medical  standards” 
has  been  substituted  for  “minimum  acceptable  stan- 
dards”; and 

Whereas,  Chapter  76  creates  a second  class  system  of 
medical  care;  and 

Whereas,  The  administration  of  the  program  as  a 
whole  has  increased  the  cost  of  the  program,  created 
duplication  of  efforts,  and  sacrificed  efficiency;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  the  implementation  of  Chapter  76  of 
the  Laws  of  New  York — 1976. 


Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 


Your  reference  committee  recommends  adoption  of 
Resolution  76-64. 

. . . The  House  voted  to  ADOPT  Resolution  76-64 


Resolution  76-83,  Change  of  the  Medicaid  Fiscal  In- 
termediary 

Introduced  by  Bronx  County  Medical  Society. 

Whereas,  There  has  been  a substantial  increase  in  the 
number  of  persons  in  the  community  receiving  medical 
treatment  under  the  Medicaid  program;  and 

Whereas,  The  fiscal  intermediary  supervising  and 
administrating  the  operation  of  the  Medicaid  system  in 
the  State  of  New  York  has  been  the  government  of  the 
State  of  New  York  acting  through  the  New  York  State 
Department  of  Health  and  various  local  agencies  of  the 
New  York  State  Department  of  Health;  and 

Whereas,  Said  administrative  bodies  have  shown 
an  increasing  difficulty  in  obtaining  adequate  funds, 
maintaining  proper  reimbursement  levels  for  services 
performed  and  the  general  regulation  and  policing  of 
both  Medicaid  recipients  and  providers;  and 

Whereas,  The  operation  and  administration  of  the 
Medicaid  Program  may  be  turned  over  to  other  types  of 
fiscal  intermediaries  in  the  private  sector;  and 

Whereas,  In  the  past,  through  its  adequate  and  ca- 
pable record  in  handling  the  administration  of  the 
Medicare  'program,  which  is  not  unlike  the  Medicaid 
program  in  essence,  Blue  Cross/Blue  Shield  of  Greater 
New  York  has  shown  that  handling  of  mass  govern- 
mental medical  insurance  programs  can  be  accomplished 
without  the  high  rate  of  abuse  and  fiscal  crisis  which 
plagues  the  present  Medicaid  administration  in  the  State 
of  New  York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  the  enactment  of  legislation  changing  the 
fiscal  intermediary  handling  the  Medicaid  program  to 
insurance  companies  in  the  private  sector  in  much  the 
same  way  that  Blue  Cross/Blue  Shield  of  Greater  New 
York  acts  as  fiscal  intermediary  for  the  Medicare  pro- 
gram in  various  local  regions  of  the  State  of  New 
York. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

Your  reference  committee  recommends  amending  the 
fifth  whereas  by  deleting  the  words  “Blue  Cross/Blue 
Shield  of  Greater  New  York  has”  and  inserting  the  words 
“fiscal  intermediaries  have.”  The  fifth  whereas  would  then 
read  as  follows: 

Whereas,  In  the  past,  through  its  adequate  and  ca- 
pable record  in  handling  the  administration  of  the 
Medicare  program,  which  is  not  unlike  the  Medicaid 
program  in  essence,  fiscal  intermediaries  have  shown 
that  handling  of  mass  governmental  medical  insurance 
programs  can  be  accomplished  without  the  high  rate  of 
abuse  and  fiscal  crisis  which  plagues  the  present  Medi- 
caid administration  in  the  State  of  New  York;  therefore 
be  it. 

Your  reference  committee  further  recommends 
amending  Resolution  76-83  by  substituting  the  following 
resolved: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  to  have  established  in  the  Medicaid 
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program  the  system  of  fiscal  intermediaries  similar  to 
that  operating  in  the  Medicare  program. 

Your  reference  committee  recommends  adoption  of 
Resolution  76-83  as  amended. 

. . . The  House,  after  discussion,  voted  to  A^IRND 
the  amended  resolved  portion  of  Resolution  76-83  so 
that  it  would  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  to  have  established  in  the  Medicaid 
program  the  system  of  having  the  private  insurance 
companies  serve  as  carriers  as  they  do  in  the  Medicare 
Title  XVIII  program.” 

. . . The  House,  after  further  discussion,  voted  to 
ADOPT  Resolution  76-83  as  amended  .... 

Resolution  76-8,  Staff  Appointments  for  Physician- 
Members  of  Hospitals  in  Hospital  Services  that  are 
Discontinued 

Introduced  by  Medical  Society  of  the  County  of  Erie. 

Whereas,  The  State  Health  Department  and  several 
planning  agencies  have  embarked  on  a program  of 
elimination  or  consolidation  of  medical  services  in  hos- 
pitals; and 

Whereas,  As  a result,  many  physicians  are  left  without 
a hospital  appointment  in  their  field  of  practice  and  are 
experiencing  trouble  in  securing  a replacement  ap- 
pointment; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  State  Health  Department  and  the 
several  planning  agencies  to  hold  up  on  any  further  such 
eliminations  or  consolidations  of  medical  services 
pending  the  working  out  of  arrangements  which  will 
assure  qualified  physicians,  so  deprived  of  their  hospital 
appointment,  a replacement  appointment;  and  be  it 
further 

Resolved,  That  this  resolution  be  conveyed  to  the 
State  Health  Department  through  appropriate  chan- 
nels. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

Your  reference  committee  is  in  agreement  with  the  in- 
tent sought  by  Resolution  76-8,  but  believes  it  would  best 
be  obtained  by  the  following  substitute  resolution: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New'  York  seek  no  hospital  or  hospital  departments  be 
closed  by  the  State  Health  Department  without  the 
process  afforded  those  involved  to  present  their  views; 
and  be  it  further 

Resolved,  That,  where  justified  deletions  of  service 
or  closures  of  hospitals  result  in  physicians  being  with- 
out any  hospital  appointments,  MSSNY  exert  every 
effort  to  achieve  appointments  for  the  affected  physician 
on  the  staff  of  vicinity  hospitals,  merged  hospitals  or 
merged  services;  and  be  it  further 

Resolved,  That  MSSNY  seek  the  cooperation  of  the 
State  Health  Department  to  implement  the  second  re- 
solved. 

Your  reference  committee  recommends  adoption  of  the 
substitute  resolution. 

. . . The  House,  after  considerable  discussion,  voted 
to  ADOPT  the  substitute  resolution  .... 


Resolution  76-14,  Waiver  of  Hospital  Occupancy 
Rates 

Introduced  by  Delaware  County  Medical  Society. 

Whereas,  The  establishment  of  minimal  occupancy 
rates  of  80%  on  medical-surgical  services  has  been 
mandated  into  law;  and 

Whereas,  This  is  unjust  and  discriminatory  against 
small  rural  community  hospitals;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  any  hospital  which  is  the  sole 
institution  within  a fifteen  (15)  mile  radius  should  be 
granted  a waiver  of  these  occupancy  rates. 

Resolution  76-82,  Protest  Against  Proposed  Closing 
of  Bethesda  Community  Hospital 

Introduced  by  Medical  Society  of  the  County  of  Alle- 
gany. 

Whereas,  The  New  York  State  Department  of  Health 
has  initiated  procedures  to  close  Bethesda  Community 
Hospital,  North  Hornell,  New  York;  and 

Whereas,  To  our  knowledge,  no  study  of  the  need  for 
said  institution  has  been  undertaken  by  the  Department 
of  Health  or  its  agents;  and 

Whereas,  This  Society  feels  that  the  Bethesda  Hos- 
pital facilities  are  needed  by  that  community  and  our 
own  county,  as  evidenced  by  the  fact  that  20%  of  their 
admissions  are  residents  of  Allegany  County;  and 

Whereas,  Medical-surgical  bed  occupancy  in  said 
hospital  averaged  81%  over  the  past  six  years;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  consider  that  this  attempt  of  the  New  York 
State  Department  of  Health  will  diminish  needed  health 
care  facilities  in  the  Allegany  County  area  and  will  result 
in  further  reduction  of  available  quality  medical  care; 
and  be  it  further 

Resolved , That  the  Medical  Society  of  the  State  of 
New  York  consider  this  action  of  the  New  York  State 
Department  of  Health  as  exhibiting  disinterest  in  pro- 
viding adequate  quality  medical  care  to  rural  cities  of  the 
State  of  New  York,  and  that  this  action  must  cease. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

Resolution  76-14  and  Resolution  76-82  were  considered 
together.  Your  reference  committee  believes  that  the  in- 
tent of  the  two  resolutions,  which  it  approves,  would  best 
be  accomplished  by  the  following  substitute  resolution. 

Resolved,  That  the  discontinuance  of  services  or  the 
closing  of  hospitals  in  New  York  State  should  not  be 
based  on  arbitrary  mathematical  formulae  but  take  into 
account  the  geographic  characteristics  of  the  region  to 
assure  that  there  is  ready  access  to  alternate  health  fa- 
cilities; and  be  it  further 

Resolved,  That  in  closing  hospitals  or  departments 
of  hospitals,  the  community  must  not  be  deprived  of 
needed  medical  facilities  by  virtue  of  distance  or  acces- 
sibility; and  be  it  further 

Resolved,  That  the  closing  of  hospitals  must  take  into 
account  whether  this  unduly  deprives  patients  of  a 
needed  health  resource  and  physicians  in  the  area  of  a 
major  center  for  continuing  medical  education  and  the 
maintenance  of  a physician’s  skills;  and  be  it  further 
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Resolved , That  the  Medical  Society  of  the  State  of 
New  York  convey  these  concerns  to  the  New  York  State 
Department  of  Health. 

Your  reference  committee  recommends  approval  of  the 
substitute  resolution. 

. . . The  House,  after  discussion,  voted  to  AMEND 
the  second  resolved  by  adding  the  following  words: 
“and  these  facilities  to  be  replaced  by  equal  or  better 
facilities.” 

The  second  resolved  would  then  read  as  follows: 

Resolved,  That  in  closing  hospitals  or  departments 
of  hospitals,  the  community  must  not  be  deprived  of 
needed  medical  facilities  by  virtue  of  distance  or  acces- 
sibility, and  these  facilities  to  be  replaced  by  equal  or 
better  facilities;  and  be  it  further 

. . . The  House  voted  to  ADOPT  the  substitute  res- 
olution as  AMENDED .... 

Resolution  76-12,  Duplicate  Copies  of  Health  Insur- 
ance Benefits  Paid  Directly  to  Patients 

Introduced  by  Medical  Society  of  the  County  of  Kings. 

Whereas,  Most  health  insurance  companies  in  New 
York  State,  as  a matter  of  policy,  send  to  the  physician 
a duplicate  copy  of  the  benefit  paid  to  the  patient; 
and 

Whereas,  Group  Health  Insurance,  Inc.  is  the  only 
health  insurance  company  in  this  State  which  does  not 
conform  to  this  policy;  and 

Whereas,  Group  Health  Insurance,  Inc.  ignores  the 
right  of  the  physician  to  be  informed  of  the  fee  paid  to 
his  patient;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  State  Insurance  Department  to 
mandate  Group  Health  Insurance,  Inc.  to  send  all  phy- 
sicians in  the  State  of  New  York  a duplicate  copy  of  the 
benefit  paid  to  patients. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

Your  reference  committee  recommends  the  following 
substitute  resolution. 

Whereas,  Most  health  insurance  companies  in  New 
York  State,  as  a matter  of  policy,  send  to  the  physicians 
a duplicate  copy  of  the  benefits  paid  to  their  patients; 
and 

Whereas,  Some  insurance  companies  in  this  State  do 
not  conform  to  this  policy;  and 

Whereas,  These  insurance  companies  ignore  the  right 
of  the  physician  to  be  informed  of  the  reimbursement 
paid  to  his  patient;  and 

Whereas,  Patients  may  not  possess  the  necessary 
knowledge  to  determine  if  the  reimbursement  is  accurate 
for  the  services  rendered  and  to  which  they  are  entitled; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  State  Insurance  Department  to 
mandate  that  all  insurance  companies  send  to  all  phy- 
sicians in  the  State  of  New  York  a duplicate  copy  of  the 
benefits  paid  to  their  patients  for  services  rendered  by 
the  physicians  to  their  patients. 

Your  reference  committee  recommends  adoption  of  this 
substitute  resolution  for  Resolution  76-12. 

. . . The  House  voted  to  ADOPT  the  substitute  res- 
olution .... 


Resolution  76-15,  Definition  of  Hospital-Based  Phy- 
sicians 

Introduced  by  Edward  C.  Sinnott,  M.D.,  Delegate,  Section 
on  Anesthesiology. 

Whereas,  The  American  Medical  Association  Board 
of  Trustees  has  approved  of  the  proper  use  of  the  phrase 
“Hospital-Based  Physicians”;  and 

Whereas,  The  phrase  “Hospital-Based  Physicians” 
is  still  incorrectly  used  at  all  levels  of  medical  corre- 
spondence in  the  State  of  New  York;  and 

Whereas,  Over  85%  of  the  anesthesiologists  in  the 
State  of  New  York  derive  a substantive  part  of  their  in- 
come from  fee-for-service  private  practice;  and 

Whereas,  The  definition  of  Hospital-Based  Physi- 
cians is  “a  physician  who  with  respect  to  his  practice  or 
other  professional  services  is  in  an  employment  rela- 
tionship with  one  or  more  hospitals.  Most  commonly, 
hospital-based  physicians  will  include  physicians  who 
are  paid  salaries  for  staffing  emergency  rooms  and  out- 
patient clinics,  or  for  performing  administrative  or  ed- 
ucational functions  as  a part  of  management  of  hospital 
affairs.”;  and 

Whereas,  The  term  is  on  occasion  erroneously  applied 
to  physicians — such  as  surgeons,  anesthesiologists,  or 
obstetricians — who  normally  have  no  employment  re- 
lationship with  a hospital,  but  render  the  predominant 
portion  of  their  medical  services  within  the  physical 
confines  of  a hospital  and  who  derive  a substantive  part 
of  their  income  from  fee-for-service  private  practice; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  adopt  the  above  definition;  and  be  it  fur- 
ther 

Resolved , That  the  use  of  the  phrase  “Hospital-Based 
Physicians”  by  the  Medical  Society  of  the  State  of  New 
York  be  in  strict  accordance  with  the  above  definition 
in  all  of  its  correspondence  and  that  its  component 
county  medical  societies  be  so  notified  of  this  action. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

The  sponsors  of  Resolution  76-15  agreed  to  the  following 
changes  in  the  resolution:  Deletion  of  the  third  whereas, 
insertion  of  the  word  “many”  and  deletion  of  the  words 
“ — such  as  surgeons,  anesthesiologists  and  obstetricians — ” 
in  the  fifth  whereas. 

The  fifth  whereas  would  then  read  as  follows: 

Whereas,  The  term  is  on  occasion  erroneously  applied 
to  many  physicians  who  normally  have  no  employment 
relationship  with  a hospital,  but  render  the  predominant 
portion  of  their  medical  services  within  the  physical 
confines  of  a hospital  and  who  derive  a substantive  part 
of  their  income  from  fee-for-service  private  practice; 
therefore  be  it. 

The  sponsors  of  Resolution  76-15  further  agreed  to 
amend  the  first  resolved  by  deleting  the  word  “above”  and 
adding  the  words  of  a “Hospital-Based  Physician”  as  “a 
physician  who,  with  respect  to  his  practice  or  other  pro- 
fessional services,  is  in  an  employment  relationship  with 
one  or  more  hospitals.  Most  commonly,  hospital  based 
physicians  will  include  physicians  who  are  paid  salaries  for 
staffing  emergency  rooms  and  outpatient  clinics  or  per- 
forming administrative  or  educational  functions  as  part  of 
management  of  hospital  affairs.” 
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The  first  resolved  would  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  adopt  the  definition  of  a “Hospital -Based 
Physician”  as  “a  physician  who,  with  respect  to  his 
practice  or  other  professional  services,  is  in  an  employ- 
ment relationship  with  one  or  more  hospitals.**  Most 
commonly,  hospital  based  physicians  will  include  phy- 
sicians who  are  paid  salaries  for  staffing  emergency 
rooms  and  outpatient  clinics  or  performing  adminis- 
trative or  educational  functions  as  part  of  management 
of  hospital  affairs;  and  be  it  further 
Your  reference  committee  recommends  adoption  of 
Resolution  76-15  as  amended. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  76-15  as  AMENDED 

Resolution  76-20,  Guidelines  for  Helping  the  Sick  or 
Impaired  Physician 

Introduced  by  Medical  Society  of  the  County  of  New 
York. 

Whereas,  The  problem  of  the  sick  physician  and/or 
impaired  physician  has  evoked  much  discussion;  and 
Whereas,  A set  of  guidelines  which  protects  the  pa- 
tient and  hospital  and  grants  due  process  to  the  physi- 
cians is  desirable;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  adopt  a set  of  guidelines  which  protects  the 
patient  and  hospital  and  grants  due  process  to  the  phy- 
sicians; and  be  it  further 

Resolved,  That  a copy  of  these  guidelines,  when  ap- 
proved, be  referred  to  the  Commissioner  of  Health  of  the 
State  of  New  York,  as  suggested  changes  in  the  New 
York  State  Hospital  Code;  and  be  it  further 

Resolved,  That  the  New  York  Delegation  to  the 
American  Medical  Association  introduce  these  guide- 
lines at  its  clinical  meeting  in  December,  1976. 
Guidelines  and  CHAPTER  V of  the  State  Hospital  Code 
Subchapter  C,  PART  720  follow  for  information. 

GUIDELINES  FOR  HELPING  THE  SICK 
OR  IMPAIRED  PHYSICIAN 

Each  hospital  will  assume  responsibility  for  the  pro- 
tection of  its  patients  from  sick  or  impaired  members  of 
its  professional  staff.  A Standing  Committee  shall  be 
appointed,  any  one  of  whose  members  may  be  contacted 
concerning  complaints  of  this  nature.  Those  submitting 
complaints  should  be  willing  to  appear  before  this 
committee  to  document  their  charges.  All  information, 
including  names,  shall  be  held  privileged  and  confi- 
dential, being  restricted  in  transmission  to  the  com- 
mittee defined  in  Step  1. 

STEP  1 

A Standing  Committee  of  the  medical  staff  shall  be 
appointed,  to  include  members  of  the  medical  staff 
and  psychiatrists.  The  committee  will  elect  its  own 
chairman. 

(a)  Upon  receipt  of  a complaint,  the  committee 
will  be  convened  within  three  working  days. 
The  involved  physician  will  subsequently  be 
contacted  and  interviewed  concerning  the 
information  received.  Records  of  such 
meetings  are  kept;  procedures  should  be  in- 
stituted to  limit  access  of  this  information 
strictly  to  those  with  a legitimate  need  to 
know. 


(b)  The  committee  shall  make  known  its  rec- 
ommendations to  the  involved  physician. 
Their  recommendations  shall  consider  the 
protection  of  patients  both  in  and  outside  of 
the  hospital. 

(c)  If  the  physician  accepts  and  acts  upon  the 
recommendation  of  the  committee,  the  in- 
vestigation shall  be  terminated. 

(d)  The  committee  shall  monitor  the  future  ac- 
tivity of  the  physician  in  a manner  which  is 
appropriate  to  the  complaint,  and  which 
safeguards  the  physician  from  prejudicial  or 
harassing  supervision. 

STEP  II 

Failure  of  the  involved  physician  to  act  upon  the 
recommendation  of  the  Standing  Committee  shall 
cause  the  problem  to  be  referred  without  delay  to  an 
Appeals  Committee  (made  up  of  three  members  of  the 
Executive  Committee)  which  will  hold  appropriate 
hearings,  and  will  make  recommendations  to  the 
physician.  These  recommendations  will  also  be 
transmitted  to  the  chairman  of  the  Standing  Com- 
mittee, who  will  be  responsible  for  monitoring  com- 
pliance. 

STEP  III 

Failure  of  the  involved  physician  to  act  upon  the 
recommendations  of  the  investigating  and  Appeals 
Committee  shall  be  cause  for  a hearing  before  the 
hospital’s  Executive  Committee. 

Members  of  the  initial  investigating  committee 
shall  not  vote  as  members  of  the  Executive  Committee 
in  such  a hearing.  The  Director  of  Service  of  the  in- 
volved physician  shall  be  informed  of  accusations 
against  any  member  of  his  department,  and  shall  be 
invited  to  appear  before  the  committee.  Recom- 
mendations of  the  Executive  Committee  should  be 
referred  to  the  hospital  Board  of  Directors  or  Trustees. 
Failure  of  the  involved  physician  to  cooperate  in  any 
of  the  above  steps  shall  be  considered  grounds  for 
temporary  suspension  by  the  Board  of  Directors. 

At  each  step  of  the  investigation,  the  involved 
physician  shall  receive  notice,  and  shall  have  oppor- 
tunity to  be  heard.  He  will  be  entitled  to  the  protec- 
tion of  due  process  as  required  by  the  hospital  by-laws. 
The  Board  of  Directors  shall  communicate  any  action 
resulting  in  curtailment,  termination  or  diminution 
of  privileges  to  the  Department  of  Health  of  the  State 
of  New  York  as  required  by  Part  720  of  the  State 
Hospital  Code.  In  addition,  information  regarding 
the  corrective  action  taken  by  the  board  should  be 
made  available  to  other  hospitals  with  which  the  in- 
volved physician  is  affiliated  and  to  his/her  county 
medical  society. 

EMERGENCY  PROCEDURE 

In  the  event  that  the  involved  physician  refuses  to 
accept  the  recommendations  of  the  Standing  Com- 
mittee, and  the  Standing  Committee  believes  any 
delay  might  endanger  the  welfare  of  the  patients  or 
the  hospital,  then  the  involved  physician  may  be 
temporarily  suspended  according  to  hospital  regula- 
tions. This  temporary  suspension  does  not  preclude 
the  physician  from  exercising  his  rights  as  listed 
above. 

REINSTATEMENT 

It  is  incumbent  upon  the  hospital  to  reinstate  the 
rehabilitated  professional  without  undue  delay. 


Minutes,  House  of  Delegates/March,  1977/New  York  State  Journal  of  Medicine  639 


Failure  to  comply  with  this  procedure  would  unfairly 
jeopardize  the  entire  process  and  would  unjustly  pe- 
nalize the  concerned  party.  This  reinstatement  could 
be  on  a conditional  basis  so  that  if,  indeed,  a relapse 
should  occur,  emergency  suspension  procedures  could 
be  invoked.  In  the  event  that  a physician’s  privileges 
are  suspended  and  later  he  wishes  to  have  the  privi- 
leges reinstated,  he  may  apply  directly  to  the  Standing 
Committee.  In  the  event  his  reinstatement  is  refused 
by  the  Standing  Committee,  he  may  use  the  same 
procedures  as  are  outlined  for  suspending  his  privi- 
leges— that  is,  he  may  go  to  the  Appeals  Committee, 
the  Executive  Committee,  etc. 

OTHER  RECOMMENDATIONS 
In  addition  to  the  above  formal  procedural  recom- 
mendations by  the  hospital,  the  county  medical  soci- 
ety should  invite  utilization  of  informal  mechanisms 
of  cooperation  between  hospital  medical  boards  and 
the  county  medical  society.  Members  of  the  Board 
of  Censors,  Medical  Boards  and  Hospital  Adminis- 
tration have  in  the  past  communicated  information 
regarding  impaired  physicians.  Such  communication 
has  resulted  in  some  physicians  agreeing  to  receive 
remedial  treatment.  In  addition,  the  Board  of  Cen- 
sors has  been  able  to  act  as  a buffer  or  informal  fact- 
finding body  between  the  physician  and  the  State 
disciplinary  Boards. 


CHAPTER  V 
State  Hospital  Code 
Subchapter C 
Hospital  Operation 
PART  720 

Organization  and  Administration 

(d)  The  hospital  shall  furnish  to  the  department  a report  of  denials 
or  withholding  from  a physician  of  staff  membership  or  profes- 
sional privileges  in  a hospital  or  of  the  curtailment,  termination 
or  diminution  of  a physician’s  professional  privileges  in  a hospital 
when  such  determination  was  in  any  way  based  on  considerations 
of  professional  conduct  or  performance.  The  report  shall  contain 
(1)  the  name  and  address  of  the  physician,  (2)  the  date  of  the 
hospital’s  action,  (3)  the  nature  of  the  action  taken  by  the  hospital, 
and  (4)  the  reason  for  the  hospital’s  action.  Such  report  shall  be 
submitted  only  for  purposes  of  professional  medical  conduct 
proceedings  under  Section  230  of  the  Public  Health  Law  and  shall 
be  confidential  under  that  section. 


Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

Your  reference  committee  recommends  that  an  addi- 
tional resolved  be  inserted  between  the  second  and  third 
resolveds  to  read  as  follows: 

Resolved,  That  a copy  of  the  Guidelines  also  be  dis- 
tributed to  County  Medical  Societies,  the  Hospital  As- 
sociation of  New  York  State  and  other  appropriate 
medical  professional  groups. 

Your  reference  committee  recommends  approval  of 
Resolution  76-20  as  amended. 


. . The  House  voted  to  ADOPT  Resolution  76-20  as 

AMENDED.... 


Resolution  76-21,  Cooperation  in  Providing  Adequate 
Blood  Supplies 

Introduced  by  Medical  Society  of  the  County  of  New 
York. 


Whereas,  The  first  goal  of  the  National  Blood  Policy 
as  published  in  the  Federal  Register  of  June,  1973  is  “a 
supply  of  blood  and  blood  products  adequate  to  meet  all 
of  the  treatment  and  diagnostic  needs  of  the  population 
of  the  country”;  and 

Whereas,  In  spite  of  impressive  improvement,  this 
goal  has  never  been  completely  achieved;  and 

Whereas,  Periods  of  severe  shortages  of  blood  and 
blood  components  continue  to  be  experienced  in  this  and 
other  areas;  and 

Whereas,  As  recently  as  September  21,  1976,  major 
surgery  had  to  be  postponed  in  New  York  City  because 
the  Greater  New  York  Blood  Program  was  unable  to 
supply  the  needs  of  its  affiliated  hospitals;  and 

Whereas,  At  this  time,  the  indigenous  blood  supply 
of  New  York  continues  to  be  supplemented  by  impor- 
tation of  146,000  units  from  as  far  as  Germany  and 
Switzerland;  and 

Whereas,  This  importation  continues  to  increase 
yearly;  and 

Whereas,  The  American  Association  of  Blood  Banks 
and  the  American  Red  Cross  have  had  an  effective 
agreement  for  borrowing  and  lending  of  blood  since  1960; 
and 

Whereas,  During  these  16  years  there  has  been  an 
exchange  of  3 million  blood  replacement  credits  and 
shipment  of  1,500,000  units;  and 

Whereas,  More  than  800  blood  facilities  utilize  this 
system  to  help  meet  patient  needs;  and 

Whereas,  The  reciprocity  agreement  between  the 
American  Red  Cross  and  the  American  Association  of 
Blood  Banks  has  been  cancelled  effective  October  19, 
1976;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  American  Blood  Commission  to  take 
immediate  steps  to  insure  the  continued  cooperation  of 
the  American  Red  Cross  and  the  Greater  New  York 
Blood  Program  with  the  Clearinghouse  of  the  American 
Association  of  Blood  Banks;  and  be  it  further 

Resolved,  That  the  credit  system  for  recruitment  of 
blood  be  continued  and  supported  at  least  until  the 
needs  for  blood  of  the  community  are  fully  met;  and  be 
it  further 

Resolved,  That  the  American  Red  Cross  and  the 
American  Association  of  Blood  Banks  make  no  changes 
in  their  well-functioning  reciprocity  arrangements  until 
an  adequate  supply  of  blood  and  blood  components  from 
indigenous  sources  becomes  available  from  within  the 
community;  and  be  it  further 

Resolved,  That  the  New  York  Delegation  to  the 
American  Medical  Association  introduce  this  resolution 
at  its  clinical  meeting  in  December,  1976  so  that  the 
AMA  representatives  to  the  American  Blood  Commis- 
sion can  convey  these  views  to  the  Board  of  Directors  of 
the  American  Blood  Commission. 


Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 
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Your  reference  committee  recommends  adoption  of 
Resolution  76-21. 

. . . The  House  voted  to  ADOPT  Resolution  76-21 


Resolution  76-17,  Hospital  Privileges  of  Nonphysician 
Providers  of  Health  Services 

Introduced  by  Howard  B.  Rasi,  M.D.,  Delegate,  Section  on 
Plastic,  Reconstructive  and  Maxillofacial  Surgery. 

Whereas,  There  are  indications  that  various  groups 
of  nonphysician  providers  of  health  services  are  re- 
questing expanded  hospital  use  privileges;  and 
Whereas,  The  health  and  safety  of  every  patient  en- 
tering a duly  accredited  hospital  for  treatment  is  the 
paramount  concern  and  responsibility  of  physicians; 
and 

Whereas,  Established  physician  accrediting  agencies 
such  as  the  American  Medical  Association,  the  American 
College  of  Surgeons  and  the  American  College  of  Phy- 
sicians and  the  American  Board  of  Medical  Specialties 
continually  review  the  guidelines  and  publish  listing  for 
all  medical  specialty  and  pre-specialty  training,  thus 
controlling  standards  of  care;  and 

Whereas,  No  such  controls  are  enforceable  over  the 
dissimilar  training  programs  of  nonphysicians,  thereby 
affecting  the  anticipated  level  of  competence  in  general 
patient  management;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  every  patient  admitted  to  a duly 
accredited  hospital  must  be  under  the  primary  desig- 
nated responsibility  and  continued  care  of  a physician 
who  is  qualified  by  training,  experience  and  demon- 
strated continuing  competence;  and  be  it  further 
Resolved,  That  these  adopted  policies  be  made 
known  to  the  Joint  Commission  on  Accreditation  for 
consideration  and  implementation;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  the  New  York  Delegation  to  the 
American  Medical  Association  to  introduce  a similar 
resolution  at  the  December  1976  meeting  of  the  House 
of  Delegates  in  Philadelphia. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

Your  reference  committee  recommends  adoption  of 
Resolution  76-17. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  76-17 . . . . 

Resolution  76-53,  Medical  Liability  in  the  Adminis- 
tration of  Swine  Flu  Vaccine 

Introduced  by  Medical  Society  of  the  County  of  Queens. 

Whereas,  Many  physicians  are  giving  swine  flu  vac- 
cine at  this  time;  and 

Whereas,  These  physicians  are  covered  for  liability 
by  the  Federal  Government,  provided  these  injections 
are  given  free  of  charge;  and 

Whereas,  Any  charge  for  these  injections  makes 
physicians  ineligible  for  Government  coverage,  and 
makes  our  own  insurance  company  liable  for  any  claims 
in  connection  with  these  services;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  recommend  that  the  swine  flu  in- 
jections be  given  free  of  charge. 


Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

Your  reference  committee  recommends  the  deletion  of 
the  word  “strongly”  and  the  addition  of  the  words  “when 
feasible”  in  the  resolved  portion  of  Resolution  76-53. 

The  resolved  portion  would  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  the  swine  flu  injections  be 
given  free  of  charge,  when  feasible. 

Your  reference  committee  recommends  adoption  of 
Resolution  76-53  as  amended. 

The  House  voted  to  ADOPT  Resolution  76-53  as 
AMENDED .... 

Resolution  76-54,  Coverage  of  Non-Functional  Con- 
genital Defects  Under  Accident  and  Health  Policies 
Issued  in  New  York  State 

Introduced  by  Howard  B.  Rasi,  M.D.,  Delegate,  Section  on 
Plastic,  Reconstructive  and  Maxillofacial  Surgery. 

Whereas,  In  11  New  York  Codes,  Rules  and  Regula- 
tions 52.16  (c)  (5),  the  fifth  amendment  to  Regulation 
No.  62  of  the  State  of  New  York  Insurance  Department, 
reconstructive  surgery  to  correct  non-functional  con- 
genital defects  is  excluded  and  is  therefore  considered 
cosmetic  surgery;  and 

Whereas,  The  American  Medical  Association  has 
stated  that  the  term  “cosmetic  surgery”  shall  be  taken 
to  mean  that  surgery  which  is  done  to  revise  or  change 
the  skin  texture,  configuration  or  relationship  with  other 
contiguous  structures  of  any  feature  of  the  human  form 
which  would  be  considered  by  the  average  prudent  ob- 
server to  be  within  the  broad  range  of  normal  and  ac- 
ceptable variation  for  age  and  ethnic  origin;  and  in  ad- 
dition which  condition  is  judged  by  competent  medical 
opinion  to  be  without  potential  jeopardy  to  physical  or 
mental  health;  and 

Whereas,  Under  this  definition,  reconstructive  sur- 
gery to  correct  such  non-functional  deformities  as  a 
congenitally  absent  nose  or  ear  or  the  nose,  lip  and 
dishface  deformities  of  a child  who  was  born  with  a cleft 
lip  and/or  palate  should  not  be  considered  cosmetic 
surgery;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Superintendent  of  Insurance  to 
delete  the  word  “functional”  from  Section  52.16  (c)  (5), 
so  that  it  will  include  reconstructive  surgery  to  correct 
such  non-functional  deformities  as  a congenitally  absent 
nose  or  ear  or  the  nose,  lip  and  dish  face  deformities  of 
a child  who  was  born  with  a cleft  lip  and/or  palate. 

Report  of  Reference  Committee  on  Medical  Services:  The 
following  report  was  presented  by  Leonard  S.  Weiss,  M.D., 
Chairman. 

The  discussion  of  the  resolution  emphasized  the  unlikeli- 
hood of  the  Superintendent  of  Insurance  agreeing  to  the 
removal  of  the  word  “functional”  vis-a-vis  “cosmetic” 
surgery  on  the  basis  that  such  action  would  force  the  cov- 
erage of  all  types  of  cosmetic  surgery  with  an  attendant 
increase  in  cost  of  insurance.  The  reference  committee 
disagrees  with  the  interpretation  by  the  Superintendent 
of  Insurance’s  office  that  in  the  instances  cited  cosmetic 
surgery  was  cosmetic  and  not  a functional  reconstructive 
procedure. 
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Your  reference  committee  was  informed  that  a meeting 
between  the  Superintendent  of  Insurance  and  MSSNY 
representatives  has  been  set  for  the  latter  part  of  Novem- 
ber, 1976. 

It,  therefore,  recommends  that  Resolution  76-54  be  ap- 
proved in  principle,  and  that  the  matter  be  placed  on  the 
agenda  of  that  meeting  to 

a)  seek  clarification  of  the  guidelines  of  “functioning” 
vis-a-vis  “cosmetic”  surgery, 

b)  request  acceptance  of  the  AMA  definition  of  the  item 
“cosmetic  surgery”  in  the  guidelines  for  health  insurance 
coverage  in  New  York  State,  and 

c)  requests  that,  in  doubtful  or  disputed  instances,  the 
Superintendent  of  Insurance  request  an  opinion  from  ap- 
propriate medical  authorities  through  the  county  or  state 
medical  societies. 

Your  reference  committee  recommends  that  Resolution 
76-54  be  accepted  for  information  and  that  the  proposal 
to  discuss  the  matter  with  the  Superintendent  of  Insurance 
be  approved. 

. . . The  House,  after  discussion,  VOTED  to  AC- 
CEPT Resolution  76-54  FOR  INFORMATION 


Resolution  76-66,  Accurate  Cost  Accounting  of  Qov- 
ernmentally  Financed  and  Governmentally  Regulated 
Health  Care  Programs 

Introduced  by  John  W.  Abbuhl,  M.D.,  as  an  Individual. 

Whereas,  The  cost  of  delivering  health  care  is  of  major 
concern  to  all  persons;  and 

Whereas,  The  government  is  paying  an  increasing 
proportion  of  these  costs,  financed  by  taxation;  and 
Whereas,  Governmental  agencies,  by  the  regulation 
of  insurance  premiums  and  payment  schedules,  control 
the  amount  of  money  that  can  be  collected  and  dis- 
persed, including  health  coverage  insurance  entirely  fi- 
nanced privately;  therefore  be  it 

Resolved,  That  all  governmental  agencies  that  con- 
trol health  care  delivery  systems  be  required  to  maintain 
and  make  available  accurate  records  to  indicate  the  costs 
and  reimbursements  of  precisely  identified  services, 
insuring  that  government  policy  adhere  to  the  principle 
that  medical  services  provided  for  are  rendered  in  the 
least  costly  setting  consistent  with  Professional  Stan- 
dards Review  criteria;  and  be  it  further 


Resolved,  That  this  resolution  be  introduced  at  the 
next  meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association. 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  Leonard  S.  Weiss, 
M.D.,  Chairman. 

The  sponsor  of  Resolution  76-66  requested  and  was  given 
permission  to  amend  this  resolution  as  follows: 

Delete  the  word  “taxation”  and  insert  the  words  “public 
funds”  in  the  second  whereas.  Delete  the  word  “coverage” 
before  insurance  and  insert  it  after  “insurance”  in  the  third 
whereas.  Add  the  words  “including  the  Veterans  Ad- 
ministration” after  “systems”  and  “thereby”;  between 
services  and  insuring  delete  the  word  “provided”  and  insert 
the  words  “for  which  they  provide”  in  the  first  resolved. 

The  second  whereas,  the  third  whereas  and  the  first  re- 
solved would  then  read  as  follows: 

Whereas,  The  government  is  paying  an  increasing 
proportion  of  these  costs,  financed  by  public  funds; 
and 

Whereas,  Governmental  agencies,  by  regulation  of 
insurance  premiums  and  payment  schedules,  control  the 
amount  of  money  that  can  be  collected  and  dispersed, 
including  health  insurance  coverage  entirely  financed 
privately;  therefore  be  it 

Resolved,  That  all  governmental  agencies  that  con- 
trol health  care  delivery  systems,  including  the  Veterans 
Administration,  be  required  to  maintain  and  make 
available  accurate  records  to  indicate  the  costs  and 
reimbursement  of  precisely  identified  services,  thereby 
insuring  that  government  policy  adhere  to  the  principle 
that  the  medical  services  for  which  they  provide  are 
rendered  in  less  costly  settings  consistent  with  Profes- 
sional Standards  Review  criteria;  and  be  it  further 
Your  reference  committee  recommends  adoption  of 
Resolution  76-66  as  amended. 


. . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  76-66  AS  AMENDED .... 


. . . The  House  voted  to  ADOPT  the  reference  com- 
mittee report  as  a whole  as  AMENDED  .... 
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GOVERNMENTAL  AFFAIRS 
AND  LEGAL  MATTERS 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Robert  J.  O’Connor,  M.D.,  Chairman 

This  Commission,  under  the  chairmanship  of  Richard 
D.  Eberle,  M.D.,  oversees  the  activities  of  our  State  Medical 
Society  in  regard  to  Federal  and  State  Legislation,  Pro- 
fessional Standards  Review  Organization  and  the  New 
York  State  Association  of  the  Professions.  Dr.  Eberle 
reported  orally  that  the  accomplishments  of  the  com- 
mittees handling  these  functions  were  set  forth  in  indi- 
vidual reports. 

Your  reference  committee  recommends  the  adoption  of 
this  portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 

CONSTITUTIONS  AND  BYLAWS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Council  Committee  on  Constitutions  and  Bylaws 


consists  of  the  following  members: 

Ralph  M.  Schwartz,  M.D.,  Chairman  Kings 

James  R.  Nunn,  M.D Erie 

Melville  G.  Rosen,  M.D Suffolk 

J.  Richard  Bums,  J.D.,  ex  officio 


Since  the  last  report  which  was  presented  to  this  body 
in  March  of  1975,  your  committee  has  reviewed  the  pro- 
posed amendments  or  revisions  of  the  bylaws  or  constitu- 
tions and  bylaws  of  numerous  county  medical  societies  and 
district  branches  in  order  to  insure  that  these  are  in  con- 
formity with  both  State  and  Federal  law  as  well  as  the  By- 
laws of  the  Medical  Society  of  the  State  of  New  York.  To 
date  your  committee  has  been  instrumental  in  securing 
Council  approval  of  changes  in  the  constitutions  and/or 
bylaws  of  the  medical  societies  of  the  counties  of  Erie, 
Monroe,  Kings,  Putnam,  Orange.  Dutchess,  Tompkins, 
Fulton,  New  York.  Queens,  Wayne,  Bronx,  Orleans,  On- 
ondaga, Essex  and  Broome  as  well  as  the  Eighth  District 
Branch. 

In  addition  to  the  review  of  these  documents  themselves, 
your  committee  also  assists  the  various  county  medical 
society  officials  in  interpreting  some  of  the  provisions  of 
their  bylaws  as  they  relate  to  State  and  Federal  law.  For 
example,  the  question  arose  in  several  counties  concerning 
whether  their  grievance  committee  procedures  would 
satisfy  the  legal  requirements  of  due  process.  Your  com- 
mittee has  responded  to  such  requests  for  assistance  and 
offered  suggestions  when  requested. 

The  committee  has  also  assisted  those  local  societies  who 
wished  to  become  incorporated  under  State  law.  Since 
March  of  1975  a number  of  local  societies  have  incorpo- 
rated themselves  at  our  suggestion. 

Finally,  your  committee  has,  in  its  review  of  county  so- 
ciety constitutions  and  bylaws,  discovered  instances  where 
confusion  exists  and  has  referred  such  problems  to  the 


Office  of  the  General  Counsel  and  the  House  Committee 
on  Bylaws  when  appropriate. 

Details  of  all  of  the  foregoing  revisions,  amendments,  and 
recommended  changes  are  on  file  and  available  for  perusal 
at  the  office  of  the  Medical  Society  of  the  State  of  New 
York. 

Your  chairman  is  grateful  to  the  members  of  the  com- 
mittee and  J.  Richard  Burns,  J.D.,  General  Counsel  and 
his  associate  Francis  J.  McKee,  J.D.,  for  their  assistance  and 
cooperation.  We  also  appreciate  the  able  assistance  of  our 
secretary,  Miss  Theresa  D’Oria. 

Respectfully  submitted, 

Ralph  M.  Schwartz,  M.D.,  Chairman 

ETHICS  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Ethics  consists  of  the  following 


members: 

Joseph  G.  Zimring,  M.D.,  Chairman  Nassau 

Charles  A.  Gwynn,  M.D Onondaga 

Frank  LaGattuta,  M.D Bronx 

Stephen  Nordlicht,  M.D New  York 

John  Sauer,  M.D New  York 


The  majority  of  letters  received  by  the  Committee  on 
Ethics  during  the  past  eighteen  months,  averaging  about 
three  a week,  involved  questions  on  one  of  the  three  fol- 
lowing subjects: 

1)  advertising  in  various  forms; 

2)  formation  of  various  types  of  medical  organi- 
zations involving  a variety  of  methods  of  fi- 
nancing them; 

3)  definition  of  death. 

Recently,  the  medical  profession  has  come  under  close 
scrutiny  by  various  Federal  departments.  The  immediate 
cause  of  all  this  attention,  not  only  to  the  medical  profes- 
sion, but  also  to  various  other  professional  groups,  is  a 
combination  of  several  factors.  First,  we  have  the  Supreme 
Court’s  “Goldfarb”  decision,  declaring  minimum  legal  fee 
schedules  a violation  of  the  antitrust  laws,  and  secondly, 
the  increased  activity  of  consumer  organizations,  i.e.,  Ralph 
Nader’s  Health  Research  Group,  in  seeking  to  vindicate 
the  consumer’s  “Right  to  Know.” 

Therefore,  national,  state  and  local  regulations  con- 
cerning advertising  were  put  under  the  microscope  by 
several  Federal  government  departments.  However,  it 
seems  to  us,  that  our  Committee  on  Ethics  has  been  re- 
ceiving many  requests  from  physicians,  clinics,  hospitals, 
and  various  other  agencies  concerning  the  type  of  adver- 
tising that  is  considered  ethical  by  the  Medical  Society  of 
the  State  of  New  York.  These  inquiries  started  months 
before  the  Federal  government  got  into  the  act. 

The  committee  has  been  asked  why  certain  clinics  were 
permitted  to  advertise  and  why  could  not  the  solo  or  group 
physician  do  likewise.  The  answer  here  was  that  the  clinics 
advertising,  either  through  the  news  media  or  through 
“throw-a-ways”  were  usually  governmental  clinics.  The 
advertisement  concerned  itself  with  either  an  attempt  to 
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get  people  in  “ghetto”  areas  to  see  a physician  for  the  first 
time,  or  they  were  concerned  with  some  phase  of  preventive 
medicine.  The  solo  physician  was  also  advised  that  these 
ads  did  not  use  the  names  of  any  physicians;  they  were  also 
advised  to  seek  more  information  about  advertising  from 
their  local  county  medical  society  which  was  responsible 
for  establishing  rules  for  advertising  in  their  locality. 

In  September,  1975,  we  submitted  the  following  policy 
statement  on  advertising  to  the  Council  of  MSSNY: 

Following  are  guidelines  to  be  used  by  local  county 
medical  societies  in  establishing  their  own  policies  on 
advertising  by: 

1.  a new  physician,  or  a group  of  physicians,  or  a rec- 
ognized medical  clinic;  2.  the  reestablishment  of  a 
medical  practice  by  a physician  who  has  been  away  for 
six  months  or  more  due  to:  a)  illness;  b)  change  of 
type  of  practice;  c)  being  in  governmental  service — 

(1)  A paid  advertisement  may  be  placed  in  a 
local  newspaper  of  the  city  or  town  in  which  the 
practice  is  being  established. 

(2)  This  paid  advertisement  in  the  local  newspa- 
per may  be  repeated  only  once  and  only  within  a pe- 
riod of  one  month  of  the  first  advertisement. 

(3)  The  advertisement  may  contain  the  fol- 
lowing only:  a)  name;  b)  address;  c)  telephone  num- 
ber; d)  office  hours;  e)  type  of  practice  or  specialty. 

(4)  Listing  in  the  Yellow  Pages  under  type  of 
practice. 

The  Council  disapproved  items  1,  2 and  3.  The  Coun- 
cil reaffirmed  item  4,  listing  in  the  Yellow  Pages  with 
specialties  determined  by  the  county  medical  society. 

The  above  was  only  an  attempt  to  update  our  previous 
opinion  on  advertising  that  might  be  helpful  in  the  future. 
During  the  past  few  years  we  have  seen  a slow  but  steady 
relaxation  of  the  traditional  standards  in  advertising  by 
many  county  and  state  medical  societies. 

The  Judicial  Council  of  the  American  Medical  Associ- 
ation in  reexamining  its  position  on  advertising,  has  felt 
that  a major  revision  of  the  profession’s  position  on  ad- 
vertising was  not  necessary  or  advisable,  but  that  an 
updating  of  its  previous  opinions  and  reports  on  advertising 
might  be  helpful  in  the  future.  The  Judicial  Council  be- 
lieves that  restrictions  on  advertising  by  professionals  have 
traditionally  been  aimed  at  circumventing  deceptive  trade 
practices.  This  was  and  remains  a worthwhile  and  legally 
permissive  objective. 

In  December,  1974,  the  House  of  Delegates  of  the  AMA, 
adopted  the  following:  “It  is  not  unethical  for  a physician 
to  authorize  the  listing  of  his  name  and  practice  for  pro- 
fessional or  lay  use  which  is  intended  to  list  all  physicians 
in  the  community  on  a uniform  and  non-discriminatory 
basis.  The  listing  shall  not  include  any  self-aggrandizing 
statement  or  qualitative  judgment  regarding  the  physi- 
cian’s skill  or  competence.” 

A complaint  was  received  from  a county  medical  society 
requesting  an  opinion  on  the  ethics  of  a private  clinic  which 
was  distributing  to  the  public  a brochure  advertising  the 
types  of  care  it  gives  in  its  clinic.  The  society  was  advised 
that  “The  Principles  of  Professional  Conduct”  applies  to 
doctors  of  medicine  as  individuals  or  as  members  of  clinics, 
partnerships,  corporations,  or  groups  and  that  the  brochure 
advertising  was  unfair  competition  to  the  private  practi- 
tioners in  the  community. 

We  have  found  that,  with  rare  exceptions,  doctors  do  not 
take  out  newspaper  advertisements  trying  to  solicit  pa- 
tients- although  very  recently  we  were  called  by  a psy- 


chiatrist who  stated  that  he  would  have  to  close  his  office 
if  he  could  not  place  an  advertisement  in  the  newspapers 
informing  the  community  that  he  was  available  to  give 
psychiatric  care  to  those  in  need. 

The  problem  of  forming  corporations  in  order  to  un- 
derwrite financially  the  purchase  of  rather  expensive 
medical  instruments,  with  rather  intricate  methods  of  di- 
viding the  profits  between  the  members  of  the  corpora- 
tions, was  brought  to  our  attention  by  members  of  the 
medical  profession,  by  attorneys  for  such  groups,  and  even 
by  the  District  Attorney  of  one  county. 

Our  answers  to  this  problem  usually  contained  the  fol- 
lowing opinions:  1)  It  is  considered  unethical  to  divide  fees 
or  profits  between  physicians  and  lay  people  since  this 
would  be  considered  fee  splitting;  2)  It  is  considered  un- 
ethical to  divide  profits  of  a corporation  according  to  the 
number  of  patients  referred  or  to  the  number  of  tests  or 
treatments  performed;  3)  It  is  unethical  for  a physician  to 
engage  in  a group  practice  with  lay  people;  4)  It  was  also 
recommended  that  patients  be  informed  that  the  physician 
is  a stockholder  in  the  corporation  before  sending  the  pa- 
tient to  the  medical  facility  involved;  5)  It  is  urged  that 
physicians  involved  in  these  companies  not  take  advantage 
of  the  patient  by  an  excessive  use  for  the  economic  ad- 
vantage to  them  rather  than  the  use  of  the  facility  in  the 
interest  of  the  welfare  of  the  patient. 

The  Committee  on  Ethics  has  received  requests  from 
many  physicians  and  lay  people  for  copies  of  our  policy 
statement  on  the  “Definition  of  Death.”  A copy  of  our 
policy  statement  was  sent  in  answer  to  all  requests, 
one  being  from  the  Research  Medical  Center  of  Kansas 
City,  Missouri,  as  well  as  a request  from  the  office  of 
Assemblyman  Herbert  Miller,  the  author  of  a bill  intro- 
duced in  the  Assembly  of  New  York  State  (A.7860-A  - H. 
J.  Miller). 

The  committee  has  also  received  requests  for  ethical 
opinions  from  medical  societies  outside  our  State — the 
Academy  of  Medicine  of  Cleveland,  Ohio,  requested  our 
opinion  on  the  problem  of  a “factoring”  service.  Another 
request  from  a medical  group  of  Cadillac,  Michigan,  asked 
for  a clarification  on  whether  compulsory  consultation  in 
CCU/ICU’s  was  ethical.  The  committee  stated  that  the 
local  hospital’s  bylaws  decide  the  management  of  its  de- 
partments. 

The  committee  also  received  many  requests  on  the 
question  of  whether  it  was  ethical  to  charge  interest  on  late 
payments  of  bills.  All  of  these  requests  were  answered  by 
stating  the  policy  statement  of  MSSNY  as  passed  by  the 
House  of  Delegates  in  1975.  The  main  provision  being  that 
a service  charge  may  be  added  to  the  bill  if  not  paid  within 
a reasonable  time,  provided  that  patients  have  been  noti- 
fied in  advance  of  the  existence  of  this  practice. 

A lay  organization  asked  this  committee  whether  it  was 
ethical  to  offer  a blood  pressure  machine  to  both  profes- 
sional and  nonprofessional  groups.  The  committee  an- 
swered that  the  indiscriminate  offering  of  a blood  pressure 
machine  would  be  dangerous  to  the  public  and  would  result 
at  times  in  a medical  diagnosis  being  made  by  a lay  person, 
with  possible  dire  results  to  the  person  whose  blood  pres- 
sure was  taken. 

A county  medical  society  has  requested  an  opinion  on 
the  following  matter:  A physician  intends  to  give  a card 
to  his  patients  on  which  is  stated:  “If  you  have  a medical 
problem  that  you  feel  requires  immediate  attention,  you 
may  call  me  at  any  time  at  one  of  the  following  numbers 
— . If  you  cannot  contact  me,  please  go  to  the  emer- 
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gency  room  of hospital, The  committee, 

after  much  discussion,  issued  the  following  opinion: 

The  committee  feels  that  it  is  morally  wrong  to  have 
no  other  physician  covering  the  physician  when  he  is 
unavailable,  and  it  also  believes  that  it  is  a sign  of  in- 
difference on  the  part  of  the  physician  for  his  patients. 
The  committee  also  believes  that  referring  patients  to 
the  emergency  room  is  putting  a heavy  burden  upon  a 
hospital  facility  which  is  already  overused  by  the  com- 
munity at  large. 

The  chairman  wishes  to  express  his  appreciation  to  the 
members  of  the  committee  for  their  cooperation;  my  deep 
appreciation  to  J.  Richard  Burns,  J.D.,  General  Counsel, 
for  his  assistance  and  guidance  in  dealing  with  many 
complicated  matters.  The  chairman  also  wishes  to  extend 
his  appreciation  to  F rancis  J.  McKee,  J.D.,  Staff  Attorney, 
for  his  cooperation  and  my  deep  appreciation  to  Mrs.  Joan 
Grimm  for  her  wonderful  secretarial  assistance. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

ETHICS  ( SUPPL  EM  ENT  A H il 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

In  May,  1974,  a letter  was  received  bv  the  Committee  on 
Ethics  complaining  about  a self-proclaimed,  world-re- 
nowned beauty  expert,  who  was  operating  an  illegal  med- 
ical referral  business  wherein  he  referred  customers  to 
physicians  for  plastic  surgery  or  hair  transplants  and  then 
charged  fees  w'hich  averaged  four  times  the  amount  he  paid 
the  physicians.  This  was  referred  to  the  State  Attorney 
General’s  Office  for  appropriate  action.  On  August  6, 1976 
(2  years  later),  the  Medical  Society  of  the  State  of  New' 
York  was  notified  by  the  Attorney  General’s  Office  that  a 
judgment  was  obtained  against  the  so-called  “beauty  ex- 
pert” and  the  case  was  being  referred  to  the  New  York 
State  Education  Department  for  further  investigation. 
And,  as  has  been  said:  “The  wheels  of  justice  grind  slowly, 
but  they  do  grind  fine.” 

In  answer  to  several  inquiries  by  both  attorneys  and 
physicians  as  to  an  appropriate  charge  for  reports  to  at- 
torneys, the  committee  answered  all  inquiries  as  follows: 
“The  charge  usually  varies  according  to  the  amount  of 
records  that  have  to  be  copied.  Although  it  is  the  option 
of  the  physician  to  charge  what  he  believes  to  be  a fair 
charge,  the  committee  has  found  that  the  majority  of 
physicians  charge  moderate  fees  for  their  reports.  It  is  also 
an  established  custom  in  many  counties  that  the  county 
bar  association  and  county  medical  society  have  agreed 
upon  appropriate  fees  for  various  types  of  reports.” 

One  of  the  counties  which  is  not  in  agreement  with  our 
guidelines  on  payment  of  bills  for  services  rendered  before 
filling  out  insurance  claim  forms,  sent  us  a copy  of  a letter 
they  received  from  the  Senior  Attorney  of  the  State  of  New 
York,  Department  of  Health.  The  following  is  quoted 
from  the  letter:  “The  completion  of  insurance  claim  forms 
is  considered  part  of  the  physician’s  treatment  of  a patient. 
The  claims  forms  must  be  completed  by  the  physician  even 
if  he  has  not  been  paid  unless  the  physician  advises  a per- 
son prior  to  accepting  him  as  a patient  that  he  will  not 
complete  any  insurance  claim  forms  until  he  has  been  paid 
in  full.  ...  It  should  be  noted  that  a physician  does  not 
have  to  wait  until  a patient  receives  payment  from  his  in- 


surance company  in  order  to  be  paid.  Payment  for  services 
rendered  is  due  at  the  time  they  are  rendered.” 

In  answer  to  an  inquiry  from  the  Board  for  Professional 
Medical  Conduct  of  the  State  of  New  York,  Department 
of  Health,  concerning  the  ethics  of  the  situation  involving 
full-time,  salaried,  hospital-based  physicians  and  monies 
received  from  the  patient  for  services  rendered  on  a fee- 
for-service  basis,  the  Committee  on  Ethics  asked  the 
Council  on  September  23, 1976,  to  reaffirm  the  guidelines 
(with  exception  of  Guideline  #5)  on  this  problem,  as 
passed  by  the  House  of  Delegates  in  February,  1971.  The 
Guidelines  are  as  follows: 

1.  The  primary  purpose  of  hospital-based  profes- 
sional medical  care  should  be  for  improving  and  fur- 
thering the  medical  care  and  services  provided  to  the 
patients  therein  and  for  the  educational  training  pro- 
gram of  the  medical  staff  of  the  hospital.  It  is  to  be 
emphasized  that  it  should  not  be  the  policy  of  the  hos- 
pital to  derive  direct  financial  support  or  profit  from 
such  professional  sources. 

2.  The  physicians  providing  such  professional  ser- 
vices to  private  patients  should  do  so  in  their  profes- 
sional capacity  and  right  as  physicians.  All  fees  col- 
lected for  such  professional  services  should  be  and  re- 
main the  property  of  the  physician  or  physicians. 

3.  The  provision  of  such  professional  service 
should  be  in  accordance  with  the  Principles  of  Profes- 
sional Conduct  of  the  medical  profession  as  deter- 
mined in  the  State  of  New  York  by  the  Medical  Society 
of  the  State  of  New  York,  and  nationally,  by  the  Amer- 
ican Medical  Association. 

4.  In  the  fiscal  arrangements  referable  to  profes- 
sional care,  there  should  be  a separation  of  charges  and 
monies  collected  for  (1)  hospital  technical  services,  and 
(2)  professional  medical  care.  Those  charges  and 
monies  received  for  hospital  technical  services  should 
be  returnable  to  the  hospital,  and  those  fees  charged 
and  collected  for  physician  professional  care  should  be 
returnable  to  the  physician  rendering  such  service  or 
to  the  group  of  which  he  is  a member. 

5.  The  duties  and  responsibilities  of  physicians 
employed  by  hospitals,  and  who  are  paid  a specific  sal- 
ary for  such  should  be  specifically  designated. 

Although  the  House  of  Delegates  passed  six  guidelines, 

the  guideline  which  was  formerly  “Guideline  #5”  has  been 
omitted,  because  the  use  of  the  Relative  Value  Scale  has 
been  discontinued  due  to  the  legal  implications  involved 
therewith. 

The  Council  approved  the  recommendation  of  the 
Committee  on  Ethics. 

In  answer  to  a request  by  a county  society  for  guidelines 
to  be  used  by  county  medical  societies  in  forwarding  names 
of  physicians  to  the  State  Board  for  Professional  Medical 
Conduct,  the  committee  brought  the  following  guidelines 
before  the  Council  on  September  23,  1976: 

Names  of  physicians  who  have  been  suspended  or 
removed  from  membership  or  had  their  professional 
privileges  curtailed,  diminished  or  terminated  for  the 
following  reasons: 

1)  Ethical  misconduct  under  the  Principles  of 
Professional  Conduct  of  MSSNY  or  the  Code 
of  Ethics  of  the  AMA,  following  due  process  of 
law; 

2)  Medical  incompetence  or  practicing  medicine 
beyond  the  scope  of  one’s  competence; 
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3)  Practicing  medicine  while  either  physically  or 
mentally  disabled. 

These  guidelines  were  approved  by  the  Council  and  are 
to  be  disseminated  to  the  county  medical  societies. 

Jackson  W.  Riddle,  M.D.,  Executive  Secretary,  State 
Board  for  Medicine  of  the  New  York  State  Department  of 
Health,  requested  acceptable  standards  for  physician 
listings  in  the  Yellow  Pages  that  they  may  recommend  to 
the  Board  of  Regents. 

The  committee  suggested  the  following  guidelines  to 

the  Council  for  their  approval: 

1)  Specialty  listing  should  be  limited  to  Board 
certified  and  Board  eligible  physicians; 

2)  Rueben  H.  Donnelly  Company,-  the  commercial 
firm  which  assembles  this  information  for  the 
Yellow  Pages,  should  verify  all  listings,  either 
with  the  county  medical  society  or  specialty 
society  involved. 

The  Council,  on  September  23,  1976,  recommended 
that  Item  #2  be  brought  to  the  Governor’s  attention  for 
possible  legislative  action.  It  was  also  recommended  that 
a letter  be  sent  to  the  State  Board  for  Medicine,  advising 
them  that  the  primary  concern  of  MSSNY  is  the  verifica- 
tion of  the  medical  specialties  as  listed  in  the  Yellow 
Pages. 

Your  chairman  once  again  wishes  to  express  his  gratitude 
to  all  the  members  of  his  committee  and  to  J.  Richard 
Burns,  J.D.,  our  General  Counsel,  to  Francis  J.  McKee, 
Staff  Attorney,  and  to  Mrs.  Joan  Grimm,  Secretary,  for 
their  wonderful  cooperation  and  assistance. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 
presented  by  Robert  J.  O’Connor,  M.D..  Chairman. 

Your  reference  committee  wishes  to  commend  Joseph 
G.  Zimring,  M.D.,  Chairman  of  the  Committee  on  Ethics, 
and  the  members  of  his  committee  for  their  exceptional 
efforts  in  dealing  with  problems  of  professional  ethics. 
They  have  dealt  with  numerous  individual  complaints,  and 
with  policy  matters  with  the  Board  for  Professional  Med- 
ical Conduct. 

The  committee  wishes  to  especially  thank  Dr.  Zimring 
for  his  many  years  of  outstanding  service  as  Chairman  of 
this  committee. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report . . . 


FEDERAL  LEGISLATION  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Federal  Legislation  is  composed 
of  the  following  members: 


Joseph  R.  Fontanetta,  M.D.,  Chairman Kings 

Jacob  H.  Buchbinder,  M.D Putnam 

Robert  P.  Coolidge,  M.D Schenectady 

Irwin  Felsen,  M.D Allegany 

Seymour  L.  Halpern,  M.D New  York 

FALL  MEETING 


The  Committee  on  Federal  Legislation  held  its  regular 
Fall  meeting  on  October  2,  1975,  at  State  Medical  Society 


headquarters.  At  this  meeting,  your  committee  discussed 
the  role  which  the  Federal  Legislation  Committee  has 
traditionally  played  within  the  State  Society,  and  consid- 
ered various  proposals  for  expanding  the  services  which  the 
committee  provides  to  the  Council,  House  of  Delegates,  and 
our  members.  Historically,  the  Federal  Legislation 
Committee  has  held  an  advisory  position  to  the  governing 
bodies  of  the  Society  and  has  been  a liaison  between  our 
State  Society  and  the  American  Medical  Association.  The 
committee  then  proceeded  to  a consideration  of  a number 
of  health  bills  in  Congress  and  the  resolutions  referred  to 
it  by  the  House  of  Delegates.  To  keep  our  members 
abreast  of  developments  in  Washington,  the  committee 
proposed,  and  the  Council  approved,  a recommendation 
that  the  State  Medical  Society  publish  a quarterly  report 
on  Federal  legislation  in  the  News  of  New  York.  The  Di- 
visions of  Governmental  Relations  and  Public  and  Pro- 
fessional Affairs  are  now  cooperating  in  the  publication  of 
these  reports. 


MAJOR  HEALTH  BILLS 

A number  of  maior  health  bills  were  reviewed  and  ana- 
lyzed by  the  committee: 

National  Health  Insurance.  The  committee  dis- 
cussed in  detail  national  health  insurance  proposals 
pending  in  Congress  at  the  time,  and  reviewed  AMA  and 
MSSNY  guidelines  and  criteria  for  such  legislation.  The 
committee  recommended  that  the  two  be  combined  and 
adopted  as  the  official  position  of  the  State  Medical  Society 
with  regard  to  national  health  insurance  legislation.  This 
recommendation  was  approved  by  the  Council  and  referred 
to  the  Socioeconomics  Committee  for  their  information. 

Malpractice.  At  the  time  of  our  meeting,  several  bills 
regarding  malpractice  had  been  introduced  in  Congress. 
They  proposed  various  programs  in  an  effort  to  deal  with 
the  problem  on  a national  basis.  In  almost  every  bill, 
participation  in  the  programs  would  be  dependent  on  ac- 
ceptance of  Federal  licensure  and  relicensure  requirements, 
review  of  all  physician  services  by  PSRO,  and  acceptance 
of  government  fee  schedules  under  Medicare.  Your 
committee  recommended  rejection  of  the  aforementioned 
provisions  and  support  of  the  principle  that  the  malprac- 
tice problem  be  resolved  through  enactment  of  remedial 
legislation  on  the  State  level.  Approval  was  voted  by  the 
Council. 

Health  Main  tenance  Organiza  tions.  During  the  1975 
session,  legislation  was  introduced  to  liberalize  the  quali- 
fication requirements  for  health  maintenance  organiza- 
tions. Following  established  State  Medical  Society  policy, 
the  committee  recommended  opposition  to  this  legislative 
proposal.  The  Council  approved  this  recommendation, 
and  appropriate  communications  were  sent  by  our  execu- 
tive vice-president  to  the  New  York  Congressional  Dele- 
gation. 

Health  Manpower  Education.  In  1975  major  bills  on 
health  manpower  education  were  introduced  in  the  House 
and  Senate.  The  House  passed  its  bill,  H.R.  5546  (Rogers), 
at  midyear  and  referred  it  to  the  Senate.  Two  items  in 
these  bills  caused  considerable  controversy  during  the  year. 
They  were  a requirement  that  students  repay  the  funds 
paid  to  medical  schools  for  their  education,  and  a provision 
for  Federal  government  control  of  the  type,  number,  and 
location  of  medical  residencies.  Your  committee  recom- 
mended that  MSSNY  oppose  the  payback  and  residency 
requirements,  and  the  Council  voted  approval  of  this  po- 
sition. The  committee  also  took  a position  against  gov- 
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ernmentally  mandated  service  in  medically  deprived  areas, 
and  the  Council  adopted  this  position  also. 

RESOLUTIONS  FROM  THE  1975  HOUSE  OF 
DELEGATES 

Substitute  Resolution  for  Resolution  75-132— Fed- 
erally Insured  Loan  Ceilings.  This  resolution  directs 
that  MSSNY  encourage  the  Federal  government  to  make 
more  money  available  to  medical  students  through  Health 
Professional  Loans  and  to  reinstitute  their  professional 
scholarship  grants.  MSSNY  delegates  presented  this 
resolution  at  the  AMA  Convention  as  directed  by  the  res- 
olution, and  it  was  adopted.  To  implement  this  resolution, 
your  committee  recommended  that  MSSNY  send  copies 
of  the  resolution  to  our  Congressional  Delegation  re- 
questing that  it  support  and  implement  its  provisions.  We 
also  recommended  that  copies  be  sent  to  all  New  York 
State  medical  schools  and  to  city  and  State  health  de- 
partments for  their  information  and  support.  These  rec- 
ommendations were  approved  by  the  Council  and  carried 
out  by  the  Administration  and  staff. 

Resolution  75-124 — Incentives  for  Undergraduate 
Medical  Programs  in  Medically  Indigent  Areas.  Your 
committee  reviewed  this  resolution  carefully,  and  recom- 
mended that  the  Council  reconsider  the  action  taken  by 
the  House  of  Delegates.  In  discussing  the  second 
WHEREAS  regarding  SAMA  data  indicating  that  many 
students  exposed  to  primary  care  practice  in  shortage  re- 
gions return  there  on  graduation,  your  committee  mem- 
bers, based  on  personal  observation,  were  of  the  opinion 
that  this  statement  was  not  true.  Your  committee  there- 
fore felt  that  subsection  one  of  the  resolved  regarding  loan 
forgiveness  would  permit  students  to  avoid  repayment  of 
loans  simply  by  serving  on  a regular  rotation  in  a hospital 
located  in  a deprived  area  during  their  undergraduate 
training.  Your  committee  did  not  think  that  our  State 
Medical  Society  should  support  this  approach  and, 
therefore,  referred  this  resolution  back  to  the  Council  for 
whatever  action  the  Council  wished  to  take.  Your  com- 
mittee recommended  that  the  Council  either  change  the 
wording  of  this  resolution  in  light  of  the  aforementioned 
objections  or  file  this  resolution  for  information.  The 
Council  voted  to  file  the  resolution. 

Resolution  75-90 — Insurance  Companies — Pre- 
vailing Fees.  This  resolution  called  for  MSSNY  to  urge 
that  State  and  National  laws  prohibit  third  party  payors 
from  making  certain  statements  about  physicians’  fees  and 
confine  them  to  stating  that  the  physician’s  fees  are  not 
completely  covered  by  the  patient’s  insurance.  Your 
committee  was  informed  that  this  resolution  could  be  im- 
plemented through  changes  in  the  regulations  promulgated 
by  the  State  Insurance  Department  and  the  Department 
of  Health,  Education,  and  Welfare.  The  State  Legislation 
Committee  reviewed  this  resolution  at  its  meeting  in  Oc- 
tober, 1975,  and  instructed  our  legislative  representatives 
to  pursue  this  matter  with  the  State  Insurance  Depart- 
ment. Your  committee,  therefore,  recommended  that 
MSSNY  forward  a copy  of  this  resolution  to  the  AMA  for 
implementation  with  the  Department  of  HEW.  This  ap- 
proach was  approved  by  the  Council,  and  the  appropriate 
action  was  taken  by  the  Administration. 

SPRING  MEETING 

The  Committee  on  Federal  Legislation  met  on  June  17, 
1976,  at  State  Medical  Society  headquarters.  The  com- 
mittee received  a report  from  the  director  on  the  activities 
of  the  Division  of  Governmental  Relations,  reviewed  major 


health  legislation  pending  in  Congress,  and  considered 
recommendations  from  the  committee  members  regarding 
future  activities  of  the  committee. 

Martin  J.  Tracey,  J.D.,  director  of  Governmental  Rela- 
tions, reported  that  the  division  has  been  working  closely 
with  the  Washington  Office  of  the  American  Medical  As- 
sociation on  Federal  health  legislation.  In  cooperation 
with  the  Office  of  Executive  Vice-President,  the  division 
has  prepared  communications  on  several  important  bills 
which  have  been  sent  to  our  Congressional  representatives. 
The  division  staff  has  also  researched  and  written  quarterly 
reports  on  Federal  legislation  which  have  been  used  in  ar- 
ticles for  the  News  of  New  York.  In  addition,  the  division 
has  been  monitoring  new  regulations  on  health  matters 
published  in  the  Federal  Register. 

The  committee  proceeded  to  a consideration  of  the  major 
health  legislation  in  Congress: 

PSRO  Amendments.  Two  bills  to  include  nonphysi- 
cian members  on  the  National  Professional  Standards 
Review  Council  were  reviewed  by  the  committee. 
H.R.  13990  (Roybal)  would  include  a registered  nurse 
on  the  Council,  and  H.R.  14007  (Perkins)  would  add  an 
optometrist  member.  The  committee  recommended 
opposition  to  these  and  any  similar  bills  because  the 
addition  of  nonphysician  members  would  dilute  the 
composition  of  the  Council  and  thereby  change  the 
original  intent  of  the  PSRO  program  as  a physician  re- 
view mechanism.  The  Council  of  our  State  Medical 
Society  voted  approval  of  this  position. 

Health  Manpower  Education.  The  committee  con- 
sidered S.  3239  (Kennedy),  the  Health  Professions  Ed- 
ucational Assistance  Act  of  1976,  as  reported  by  the 
Senate  Labor  and  Public  Welfare  Committee  in  May, 
1976.  While  your  committee  recognized  that  an  effort 
was  being  made  in  this  legislation  to  increase  the  num- 
ber of  primary  care  physicians  and  to  have  them  prac- 
tice in  underserved  areas  of  the  country,  the  members 
objected  to  the  approach  proposed  in  this  bill.  The 
committee  felt  that  voluntary  action  by  the  private 
sector  has  worked  well,  and  that  the  National  Health 
Service  Corps  does  provide  health  services  in  shortage 
areas.  On  a related  topic,  the  committee  also  reaf- 
firmed its  position  in  opposition  to  student  payback 
requirements  in  which  the  student  would  be  required 
to  repay  the  capitation  grants  paid  to  medical  schools. 
Health  Maintenance  Organizations.  The  commit- 
tee reviewed S.  1926  (Schweiker);  H.R.  9019 (Hastings), 
the  HMO  bills  to  liberalize  qualification  require- 
ments for  prepaid  plans  under  the  Federal  HMO  pro- 
gram. In  October,  1975,  the  committee  recommended 
a position  in  opposition  to  these  bills  because  the 
members  support  multiple  forms  of  health  care  deliv- 
ery and  oppose  government  action  favoring  one  form  of 
delivery  over  others.  The  Council  voted  approval  of 
this  position.  In  May,  1976,  the  Foundations  Com- 
mittee recommended  a change  in  position  because  this 
legislation  would  have  a positive  impact  on  the  Medi- 
cal Care  Foundation  mode  of  health  care  delivery. 
Based  on  this  recommendation,  the  Council  reversed 
its  original  position  and  voted  to  support  principles 
embodied  in  S.1926.  After  review  of  this  legislation, 
the  Federal  Legislation  Committee  reaffirmed  its 
stand  believing  that  this  legislation  would  have  a detri- 
mental effect  on  the  private  practice  of  medicine  and 
existing  health  insurance  programs.  The  committee 
requested  that  the  Council  reconsider  its  position,  and 
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in  June,  1976,  the  Council  voted  approval  of  the  Feder- 
al Legislation  Committee’s  recommendation. 
Medicare  and  Medicaid  Amendments.  The  com- 
mittee reviewed  three  major  legislative  proposals  in- 
tended to  control  the  rising  costs  of  the  Medicare  and 
Medicaid  programs: 

H.R.  12082  (Duncan).  This  bill,  proposed  by  the 
Ford  Administration,  would  provide  catastrophic 
coverage  for  Medicare  beneficiaries,  require  a coin- 
surance for  inpatient  hospital  charges,  medical,  and 
other  health  services,  place  a percentage  ceiling  on 
recognized  increases  in  reasonable  charges  and 
costs,  provide  a mechanism  for  automatic  adjust- 
ment in  Medicare  supplementary  insurance  deduct- 
ible, and  eliminate  the  trust  fund  financing  for  State 
review  activities.  While  the  Federal  Legislation 
Committee  strongly  favors  the  concept  of  cata- 
strophic insurance  coverage  and  the  insurance  de- 
ductible under  Medicare,  we  are  opposed  to  placing 
a coinsurance  provision  in  this  program.  The  com- 
mittee feels  that  the  coinsurance  would  place  an  un- 
justifiable financial  burden  on  fixed  income  people. 
H R.  12233  (Staggers).  This  bill,  also  initiated  by 
the  Administration,  would  allocate  $10  billion  for 
fiscal  year  1977  among  the  states  for  health  care  pro- 
grams based  on  a formula  which  would  reflect  the 
number  of  low  income  people  in  the  State,  the 
State’s  general  tax  effort,  and  the  average  income  in 
the  State  in  relation  to  national  statistics  for  these 
factors.  This  legislation  would  repeal  a number  of 
categorical  grant  programs  including  Medicaid,  ma- 
ternal and  child  health  programs,  and  the  HSA  stat- 
ute. The  Federal  Legislation  Committee  is  not 
against  the  block  grant  concept  but  is  concerned 
about  the  effect  this  particular  legislation  would 
have  on  health  care  programs  in  New  York  State 
The  committee  feels  that  Medicaid  should  be  re- 
placed by  a workable  health  insurance  program  for 
the  poor  run  by  established  fiscal  intermediaries. 

S.  3205  (Talmadge).  This  is  a comprehensive  mea- 
sure to  change  administrative  procedures  in  Medi- 
care and  Medicaid  programs  and  establish  a new 
system  of  reimbursement  for  physicians  and  institu- 
tional health  care  providers.  The  committee  views 
this  bill  as  an  attempt  at  controlling  fees  and  rate 
setting  which  it  opposes.  The  committee  believes 
that  this  legislation  discriminates  against  the  health 
care  sector  of  our  economy. 

Administrative  Procedure  Amendments.  H.R. 
10301  (Kindness);  S.  3358  ( Mathias ) is  the  AMA  bill 
to  reform  the  shortcomings  presently  existing  in  the 
Federal  rule  making  process.  This  bill  would  extend 
the  30-day  notice  period  for  proposed  regulations  to  60 
days,  require  the  agency  involved  to  respond  to  the 
recommendations  voiced  by  interested  parties,  and 
publish  any  amendments  to  the  original  proposed  reg- 
ulations as  new  proposed  regulations.  The  Federal 
Legislation  Committee  supports  this  measure. 
National  Health  Insurance.  A number  of  bills  have 
been  introduced  on  national  health  insurance;  how- 
ever, it  is  unlikely  that  action  will  be  taken  on  any  of 
them  this  year.  The  Federal  Legislation  Committee 
reiterated  its  support  of  the  15  AMA  guidelines  and 
the  6 MSSNY  criteria  as  the  conceptual  basis  for  any 
national  health  insurance  program.  The  committee 
feels  that  the  first  priority  should  be  catastrophic  cov- 


erage for  all  people,  with  a comprehensive  program  es- 
tablished later.  The  committee  also  believes  that  a 
national  health  insurance  program  should  encourage  a 
multiple  health  care  delivery  system  so  the  consumer 
has  a choice  regarding  form  of  insurance,  physician, 
and  health  care  facilities.  In  addition,  the  committee 
feels  that  national  health  insurance  should  include  a 
deductible  provision  to  give  some  financial  responsi- 
bility to  the  patient. 

Status  of  Health  Bills — June,  1976 

Health  Manpower  Education.  The  House  of  Repre- 
sentatives has  passed  H.R.  5546  (Rogers)  and  the  Sen- 
ate will  vote  on  S.  3239  (Kennedy)  in  June.  Since 
there  are  some  differences  in  the  two  versions,  a 
House-Senate  conference  committee  will  meet  to  con- 
sider the  provisions  which  are  different  in  the  two  bills. 
A compromise  bill  will  then  be  resubmitted  to  both 
Houses. 

Health  Maintenance  Organizations.  The  House  of 
Representatives  passed  H.R.  9019  (Hastings)  last  Fall, 
and  the  Senate  passed  its  bill,  S.  1926  (Schweiker)  in 
June.  The  differences  in  these  two  bills  will  be  ironed 
out  by  a House-Senate  conference  committee,  and  the 
compromise  bill  will  be  resubmitted  to  both  Houses. 
National  Health  Insurance.  A number  of  bills  have 
been  introduced  in  the  past  two  years  and  all  remain  in 
committee  at  this  writing.  Committee  hearings  were 
held  in  the  House  of  Representatives  earlier  in  the 
year,  but  no  further  action  is  scheduled  for  this  ses- 
sion. 

Medicare  Amendments — Catastrophic  Coverage. 
H.R.  12082  (Duncan),  proposed  by  the  Ford  Adminis- 
tration, has  been  referred  to  the  House  Interstate  and 
Foreign  Commerce  Committee  after  hearings  in  the 
Ways  and  Means  Committee. 

Health  Program  Block  Grants.  H.R.  12233  (Staggers) 
the  Administration  bill  proposing  block  grant  appro- 
priations to  the  states  for  health  programs,  has  been 
referred  to  the  House  Interstate  and  Foreign  Com- 
merce Committee. 

Medicare-Medicaid  Amendments.  S.  3205  (Tal- 
madge) to  restructure  the  Medicare  and  Medicaid  pro- 
grams has  been  referred  to  the  Senate  Finance  Com- 
mittee. 

Administrative  Procedure  Amendments.  H.R.  10301 
(Kindness);  S.  3385  (Mathias),  the  AMA  proposal  to 
reform  administrative  procedures,  are  in  committee  in 
their  respective  Houses.  H.R.  12048  (Flowers),  anoth- 
er bill  on  this  subject,  has  been  referred  to  the  House 
Rules  Committee.  The  Flowers  bill  would  require 
Federal  agencies  to  provide  longer  periods  of  time  for 
the  public  to  comment  on  proposed  regulations,  and 
would  permit  the  Congress  to  approve  ’or  disapprove 
administrative  regulations.  Constitutional  questions 
regarding  the  power  of  the  Congress  to  review  regula- 
tions have  stalled  action  on  this  bill.  The  Senate  Judi- 
ciary Committee  has  held  hearings  on  S.  3297  (Ken- 
nedy), the  Senate  version  of  this  proposal. 

Clinical  Laboratory  Improvement  Act.  The  Senate 
has  passed  S.  1737  (Javits,  Kennedy)  which  is  now  be- 
fore the  House  Interstate  and  Foreign  Commerce 
Committee  with  its  House  counterpart,  H.R.  11341 
(Rogers).  Under  this  legislation,  all  clinical  laborato- 
ries would  be  subject  to  licensure  by  the  Secretary  of 
HKW  or  by  the  state  government  in  those  cases  where 
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the  Secretary  has  delegated  such  licensure  authority. 
In  the  Senate  bill,  the  secretary  would  have  the  author- 
ity to  exempt  laboratories  of  physicians  who  perform 
laboratory  services  only  for  their  own  patients  and 
solely  as  an  adjunct  to  their  treatment.  It  is  likelVthat 
the  House  bill  will  contain  an  automatic  exemption 
from  licensing  for  the  laboratories  of  those  individual 
physicians  who  use  them  strictly  for  their  own  pa- 
tients. 

Department  of  Health.  The  AMA  has  proposed  legis- 
lation calling  for  the  creation  for  a separate  Federal 
Department  of  Health.  This  bill,  H.R.  13503  (Carter), 
has  been  referred  to  the  House  Governmental  Opera- 
tions Committee. 

Emergency  Medical  Services  Amendments.  This  leg- 
islation authorizes  appropriations  over  the  next  three 
years  for  assistance  programs  relating  to  emergency 
medical  services  systems,  training  for  emergency  medi- 
cal services  personnel,  and  regional  centers  for  burn  in- 
juries. Both  the  House  and  Senate  bills,  H.R.  12664 
(Florio)  and  S.  2548  (Cranston),  have  been  reported 
out  of  committee  in  their  respective  chambers. 
Medicare  Amendments.  H.R.  13501  (Rostenkowski) 
has  been  passed  by  the  House  of  Representatives  and 
has  been  referred  to  the  Senate  Finance  Committee. 
This  bill  would  prevent  a rollback  of  physicians'  rea- 
sonable charges  under  Medicare  below  the  recognized 
1975  level,  allow  Congress  one  additional  year  to  evalu- 
ate and  act  on  the  Institute  of  Medicine  study  regard- 
ing payment  for  services  of  teaching  physicians,  and 
continue  the  updating  of  physician  fee  screens  as  of 
July  1 of  each  year  rather  than  October  1. 

Commission  on  Human  Research.  S.  2515  (Kennedy) 
regarding  a presidential  commission  for  protection  of 
human  subjects  of  biomedical  and  behavior  research 
has  been  passed  by  the  Senate. 

Rural  Health  Care  Delivery.  The  AMA  has  proposed 
legislation  to  establish  an  office  of  rural  health  in  the 
Department  of  HEW  to  assist  in  the  development  of 
rural  health  care  delivery  systems.  H.R.  5236  (Carter) 
has  been  referred  to  the  House  Interstate  and  Foreign 
Commerce  Committee. 

Malpractice  Bills.  Precipitated  by  the  nationwide 
crisis  in  professional  medical  liability  insurance,  exten- 
sive hearings  were  held  last  year  on  Federal  legislative 
proposals  to  deal  with  this  problem.  However,  this 
year  there  has  been  limited  attention  to  this  matter  by 
the  Health  Subcommittees  of  the  two  Houses.  The 
only  bill  to  emerge  from  committee  is  H.R.  3954  (Gon- 
zalez) passed  by  the  House  of  Representatives  last 
year.  This  bill  would  make  suit  against  the  Federal 
Government  the  exclusive  remedy  for  medical  liability 
claims  against  active  duty  military  personnel.  This 
bill  is  now  in  the  Senate  Armed  Services  Committee. 
Alcoholism  Treatment  Act  Amendments.  H.R.  12677 
(Rogers)  has  been  passed  by  the  House  of  Representa- 
tives. 

Laws  Enacted — 94th  Congress.  As  this  report  is 
being  prepared  in  June,  1976,  the  following  major  bills 
have  been  enacted  by  the  94th  Congress  in  1975  and 
1976: 

Medicare  and  PSRO  Amendments.  This  statute  es- 
tablishes the  method  for  prevailing  charge  level  deter- 


minations for  the  fiscal  year  of  1976;  extends  for  three 
years  the  waiver  of  twenty-four-hour  nursing  service 
requirement  for  certain  rural  hospitals;  permits  Medi- 
care Part  B premium  increases  for  1976;  provides  for 
the  designation  of  a statewide  PSRO  in  certain  in- 
stances; requires  skilled  nursing  facilities  to  meet  fire 
safety  standards  as  a condition  of  participation  in 
Medicare  and  Medicaid;  grants  funds  for  payment  of 
costs  incurred  or  services  performed  prior  to  the  opera- 
tion of  a project  by  certain  individual  practice  associa- 
tions under  contract  to  the  state;  extends  to  1/1/78  the 
deadline  for  naming  professional  organizations  as 
PSRO’s;  requires  HEW  study  of  appropriateness  of 
reimbursement  under  Part  B for  provision  of  prosthet- 
ic lenses  for  patients  with  aphakia  by  optometrists; 
provides  for  a reduction  in  Federal  matching  funds  to 
states  under  Medicaid  for  certain  long-term  stay  cases 
unless  the  state  has  a utilization  review  program  con- 
taining elements  enumerated  in  the  bill;  requires 
states  to  consent  to  being  sued  as  part  of  the  state’s 
Medicaid  plan;  makes  provision  for  payment  by  hospi- 
tals for  utilization  review  provided  by  PSRO.  H.R. 
10284  (Rostenkowski);  P.L.  94-182. 

Swine  Influenza  Immunization.  This  resolution  ap- 
propriates $135  million  for  the  national  swine  flu  vac- 
cination program.  H.Res.  890,  P.L.  94-266. 

Medical  Device  Amendments.  Hereunder,  devices 
would  be  classified  into  three  catagories:  general  con- 
trol, performance  standards,  premarket  approval;  and 
the  Secretary  of  HEW  is  authorized  to  restrict  the  use, 
sale,  and  distribution  of  medical  devices  based  on  de- 
terminations of  safety  and  effectiveness,  with  exemp- 
tions for  devices  used  for  investigational  purposes  and 
custom  devices  ordered  by  a physician  or  dentist.  S. 
510  (Kennedy);  P.L.  94-295. 

Cooperation  with  AMA.  Continuing  the  past  prac- 
tice of  wholeheartedly  cooperating  with  the  AMA  in  fur- 
thering mutual  objectives,  your  committee,  in  conjunction 
with  MSSNY’s  administration,  responded  to  numerous 
requests  from  our  National  organization.  Special  com- 
munications in  the  form  of  telegrams,  mailgrams,  and  let- 
ters, were  sent  over  the  signature  of  our  executive  vice- 
president,  Henry  I.  Fineberg,  M.D.,  to  members  of  Con- 
gress and  the  United  States  Senate.  These  communica- 
tions were  timely  commentaries  setting  forth  our  State 
Medical  Society’s  views  on  major  issues,  such  as  Health 
Manpower.  HMO’s,  Resolution  on  Rural  Health  Week, 
HSA  legislation,  and  Administrative  Procedure  Amend- 
ments, and  were  directed  to  members  of  our  New  York 
State  Delegation  as  well  as  key  legislators  from  other  parts 
of  the  country. 
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FEDERAL  LEGISLATION 
( SUPPLEMENTAR  Y) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  our  Annual  Report  to  the  House  of  Delegates  in 
June,  the  Committee  on  Federal  Legislation  has  been  fol- 
lowing the  introduction  and  progress  of  major  health  bills 
in  Congress,  and  through  our  Division  of  Governmental 
Relations,  cooperating  with  the  American  Medical  Asso- 
ciation in  communicating  the  views  of  the  medical  pro- 
fession to  our  lawmakers.  At  this  session,  Congress  has 
concentrated  on  several  key  bills  of  importance  to  our 
members  and  the  people  of  our  State.  Your  committee 
conducted  a thorough  study  of  these  proposals  at  its  June 
meeting,  and  made  specific  recommendations  on  the  fol- 
lowing bills  to  the  Council  in  September: 

Administrative  Procedures  in  Medicare  and  Medicaid. 
The  committee  reviewed  S.  3205  ( Talmadge ),  a compre- 
hensive measure  to  change  administrative  procedures  in 
Medicare  and  Medicaid  programs  and  to  establish  a new 
system  of  reimbursement  for  physicians  and  institutional 
health  care  providers.  The  committee  viewed  this  bill  as 
an  attempt  at  controlling  fees  and  rate  setting  which  it 
opposed.  The  committee  also  felt  that  this  legislation 
discriminated  against  the  health  care  sector  of  our  econo- 
my. The  Federal  Legislation  Committee  therefore  rec- 
ommended that  the  Council  take  a position  in  opposition 
to  the  provisions  of  this  bill  which  would  control  fees  and 
set  rates  for  physicians  and  institutional  providers  of  health 
care,  and  this  position  was  adopted.  This  bill  died  in 
committee  at  adjournment;  however,  the  section  creating 
an  Office  of  Inspector  General  within  the  Department  of 
Health,  Education,  and  Welfare  was  excerpted  from  S.3205 
and  added  as  an  amendment  to  an  unrelated  bill,  H.R. 
11347. 

Medicare — Catastrophic  Coverage.  The  committee 
considered  H.R.  12082  (Duncan),  the  Administration  bill 
to  provide  catastrophic  coverage  for  Medicare  beneficiaries. 
In  addition  to  its  other  provisions,  this  measure  would  have 
required  a co-insurance  for  inpatient  hospital  charges, 
medical  and  other  health  services.  While  the  Federal 
Legislation  Committee  strongly  favors  the  concept  of 
catastrophic  insurance  coverage  and  the  insurance  de- 
ductible under  Medicare,  we  were  opposed  to  placing  a 
co-insurance  provision  in  this  program,  because  the  co- 
insurance  would  place  an  unjustifiable  Financial  burden  on 
elderly,  fixed  income  people.  The  committee  recom- 
mended opposition  to  this  co-insurance  provision,  and  the 
Council  approved  that  position.  This  bill  remained  in 
committee  when  Congress  adjourned. 

Administrative  Procedure  Amendments.  H.R.  10301 
(Kindness);  S.  3358  (Mathias),  was  the  AMA  bill  to  im- 
prove the  present  Federal  rule  making  process.  The 
Federal  Legislation  Committee  supports  the  concepts 
embodied  in  this  proposal,  and  recommended  that  the 
Council  adopt  a position  favoring  inclusion  of  the  AMA 
sponsored  reforms  in  any  bill  approved  by  the  Congress. 
This  position  was  approved  by  the  Council.  None  of  the 
various  proposals  to  reform  the  present  administrative 
procedures  were  voted  on  at  this  session. 


STATUS  REPORT  OF  MAJOR  BILLS 

The  following  bills  of  interest  to  the  medical  profession 
were  enacted  during  the  1976  session  of  the  Congress: 
Health  Manpower  Education.  The  Senate  passed  its 
version  of  H.R.5546  (Rogers),  the  Health  Professions  Ed- 
ucational Assistance  Act  of  1976,  on  July  1.  Subsequently, 
the  House  and  Senate  versions  went  to  a joint  conference 
committee  where  many  of  the  objectionable  provisions, 
including  student  payback  of  capitation  grants  to  medical 
schools,  acceptance  of  National  Health  Service  Corps 
scholarships,  percentage  requirements  for  medical  resi- 
dency programs,  and  creation  of  a national  model  licensing 
program,  were  either  amended  or  deleted.  The  conference 
committee  bill  was  repassed  by  both  Houses,  and  signed 
by  the  President.  It  is  now  referred  to  as  P.L. 94-484. 
Health  Maintenance  Organizations.  Following  Senate 
action  in  June,  the  House  and  Senate  versions  of  H.R.  9019 
(Hastings),  the  HMO  Amendments  of  1976,  went  to  a joint 
conference  committee  for  agreement  on  a common  bill. 
The  compromise  measure,  as  reported,  was  approved  by 
both  Houses  and  sent  to  the  President  for  his  approval. 
With  his  signature,  this  bill  is  now  P.L.94-460.  Briefly,  this 
statute  permits  HMO’s  to  include  supplemental  benefits 
within  their  basic  services  category;  eliminates  the  re- 
quirement that  HMO’s  offer  all  supplemental  services  to 
enrollees;  modifies  the  required  basic  benefit  package; 
changes  HMO  staffing  requirements;  modifies  existing 
open  enrollment  provisions;  allows  a four-year  delay  in  the 
community  rating  requirement;  and  increases  Federal  fi- 
nancial assistance. 

Swine  Flu  Program — Liability  Protection.  Due  to 

problems  regarding  the  availability  of  liability  insurance 
for  participants  in  the  swine  flu  inoculation  program,  the 
Congress  passed  and  the  President  signed  legislation  to 
provide  protection  against  this  risk.  P.L.  94-380  provides 
that  any  claim  arising  under  this  program  shall  be  asserted 
directly  against  the  United  States  so  long  as  the  manu- 
facturer, distributor,  public  and  private  entities  providing 
inoculations,  and  personnel  administrating  the  inocula- 
tions comply  with  the  conditions  regarding  charges  and 
informed  consent  forms.  The  participant  is  required  to 
cooperate  with  the  government  in  defense  of  any  claim  with 
failure  to  cooperate  resulting  in  substitution  of  the  par- 
ticipant as  defendant  in  place  of  the  government.  If  the 
government  is  required  to  pay  a claim,  it  has  the  right  to 
recover  from  the  participant  that  portion  of  the  damages 
resulting  from  the  failure  of  the  participant  to  carry  out 
contractual  obligations  or  responsibilities  under  the  pro- 
gram, or  attributable  to  negligent  conduct  on  the  part  of 
the  participant. 

“Sunshine  Act.”  This  statute  establishes  the  public’s 
right  to  the  fullest  practicable  information  concerning  the 
decision  making  processes  of  agencies  of  the  Federal  gov- 
ernment. P.L. 94-409  declares  that  with  specified  excep- 
tions, every  portion  of  every  meeting  of  an  agency  shall  be 
open  to  the  public.  An  agency  is  defined  as  “any  office 
headed  by  a collegial  body  composed  of  two  or  more 
members,  a majority  of  whom  are  appointed  by  the  Presi- 
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dent,  and  any  subdivision  of  such  an  agency.”  Public 
notice  of  each  meeting  must  be  given  at  least  one  week  in 
advance. 

Medicare  Amendments.  These  amendments,  n«  en- 
acted in  P.1,.  94-368,  prevent  a rollback  of  physicians’ 
reasonable  charges  under  Medicare  below  the  recognized 
1975  level,  allow  Congress  an  additional  year  to  evaluate 
and  act  on  the  Institute  of  Medicine  study  regarding  pay- 
ment for  services  of  teaching  physicians,  and  continue  the 
updating  of  physician  fee  screens  as  of  July  1 of  each  year 
rather  than  October  1. 

Malpractice — Protection  for  Military  Personnel. 

This  statute,  P.L.  94-464,  makes  an  action  instituted 
against  the  Federal  government  the  exclusive  remedy  for 
allegations  of  malpractice  arising  out  of  activities  of  phy- 
sicians, dentists  and  other  health  care  personnel  of  the 
armed  services  on  active  duty  acting  within  the  scope  of 
their  professional  duties.  Also  included  are  medical  per- 
sonnel of  the  CIA,  NASA  and  the  National  Guard. 

Emergency  Medical  Service  Amendments.  This  leg- 
islation was  approved  in  the  closing  days  of  the  session  after 
agreement  was  reached  between  the  House  and  Senate 
versions  of  the  bill.  Generally,  this  measure  extends  the 
authorization  of  appropriations  over  the  next  three  years 
for  assistance  programs  relating  to  emergency  medical 
services,  training  for  emergency  medical  services  personnel, 
and  regional  centers  for  burn  injuries.  Now  enacted,  this 
measure  is  referred  to  as  P.L.  94-573. 

HEW — Office  of  Inspector  General.  Prior  to  ad- 
journment, the  Congress  amended  an  unrelated  bill,  H.R. 
11347,  by  adding  a provision  for  the  establishment  of  an 
Office  of  Inspector  General  within  the  Department  of 
HEW.  As  enacted  in  P.L.  94-505,  the  Inspector  General 
will  be  primarily  responsible  for  auditing  and  investigative 
activities  regarding  programs  and  operations  of  the  de- 
partment. In  addition,  his  duties  will  include  promoting 
efficiency  in  relations  between  HEW  and  other  govern- 
mental and  nongovernmental  entities,  preventing  and 
detecting  fraud  and  abuse,  and  identifying  and  prosecuting 
those  participating  in  such  fraud  and  abuse.  The  In- 
spector General  will  also  inform  the  Secretary  and  Congress 
of  problem  areas  and  deficiencies  in  existing  programs,  and 
recommend  appropriate  changes. 

A number  of  other  legislative  proposals  were  considered 
by  Congress  in  1976,  but  were  not  enacted.  The  following 
are  key  bills  which  failed  to  receive  the  approval  of  both 
Houses: 

National  Health  Insurance.  Various  bills  were  intro- 
duced in  the  past  two  years  offering  different  approaches 
to  the  establishment  of  a system  of  national  health  insur- 
ance. Included  among  these  was  H.R. 6222  (Fulton),  et 
al.,  initiated  by  the  AMA,  which  would  provide  full  cov- 
erage for  all  through  private  insurers.  While  hearings  were 
held  in  both  Houses,  no  action  was  taken  on  any  of  the 
proposals. 


Health  Program  Block  Grants.  H.R.  12233  (Staggers), 
the  Administration  bill  proposing  block  grant  appropria- 
tions to  the  states  for  Medicaid  and  other  health  programs, 
was  not  acted  on  at  this  session. 


Clinical  Laboratory  Improvement  Act.  S.  1737  (davits, 
Kennedy)  was  passed  by  the  Senate,  but  failed  to  gain 
approval  in  the  House.  Under  this  measure,  all  clinical 
laboratories  would  have  been  subject  to  licensure  by  the 
Secretary  of  HEW  or  by  the  State  government  in  those 
cases  where  the  Secretary  has  delegated  such  licensure 
authority.  House  bills,  H.R.  11341  and  H.R.  14319,  dealing 
with  the  same  subject  matter  also  died  at  adjournment. 

Department  of  Health.  H.R.  13503  (Carter),  calling  for 
a separate  cabinet  level  Department  of  Health,  remained 
in  committee  at  the  close  of  the  session. 

Commission  of  Human  Research.  S.  2515  (Kennedy) 
was  passed  by  the  Senate,  but  was  not  voted  on  in  the 
House.  This  bill  would  have  created  a presidential  com- 
mission for  the  protection  of  human  subjects  of  bio-medical 
and  behavioral  research. 


Rural  Health  Care  Delivery.  The  AMA  bill,  H.R.  5236 
(Carter),  would  have  established  an  office  of  rural  health 
within  the  Department  of  HEW  to  assist  in  the  develop- 
ment of  rural  health  care  delivery  systems.  This  bill  re- 
mained in  committee  at  adjournment. 


Medicare — Medicaid  Anti-Fraud  Act.  This  bill,  S. 
3801  (Talmadge),  would  have  established  an  Office  of 
Central  Fraud  and  Abuse  Control  in  the  Department  of 
HEW  to  direct  and  coordinate  policies  regarding  programs 
to  deal  with  fraud  and  abuse  at  all  organizational  levels  in 
lederally  supported  medical  assistance  programs  under 
Social  Security  This  measure  was  eventually  added  as  an 
amendment  to  H.R.  12961,  another  Social  Security  bill 
passed  by  the  House;  however,  the  amendment  failed  to 
pass  in  the  Senate. 


ANNUAL  LEGISLATIVE  CONFERENCE 
On  October  14,  1976,  our  State  Medical  Society  con- 
ducted its  Annual  Conference  of  County  Medical  Legis- 
lation Representatives  at  the  Hilton  Inn,  Syracuse.  The 
afternoon  session  opened  with  a review  of  Federal  legisla- 
tion presented  by  your  chairman  and  John  F.  Mahoney, 
Assistant  Director,  Department  of  Congressional  Relations, 
American  Medical  Association.  Mr.  Mahoney  reviewed 
the  recently  concluded  Congressional  session,  and  dis- 
cussed legislative  issues  likely  to  be  considered  during  the 
coming  year. 

Respectfully  submitted, 

Joseph  R.  Fontanetta,  M.D.,  Chairman 
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Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Robert  J.  O’Connor,  M.D.,  Chairman. 


After  reviewing  the  annual  report  of  the  Committee  on 
Federal  Legislation,  chaired  by  Joseph  R.  Fontanetta, 
M.D.,  your  reference  committee  considered  this  a most 
commendable  report  of  accomplishments  on  the  Federal 
level  during  the  past  year,  and  commends  this  report  to  the 
membership  of  the  Medical  Society  of  the  State  of  New 
York. 

The  Committee  on  Federal  Legislation  reviewed  and 
analyzed  the  following  major  health  bills:  National  Health 
Insurance,  Malpractice,  Health  Maintenance  Organization, 
and  the  Health  Manpower  Education  Bill. 

The  committee  also  reported  on  the  following  major  bills 
enacted  by  the  94th  Congress  in  1975  and  1976:  Medicare 
and  PSRO  amendments,  the  Swine  Influenza  Immuniza- 
tion bill  with  an  appropriation  of  $135  million  for  a national 
swine  flu  vaccination  program,  and  the  Medical  Device 
amendments  which  restrict  the  use,  sale  and  distribution 
of  medical  devices  based  on  the  determination  of  safety  and 
effectiveness. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 

PROFESSIONAL  STANDARDS 
REVIEW  ORGANIZATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  PSRO  Commit- 


tee: 

Charles  N.  Aswad,  M.D.,  Chairman  Broome 

Irwin  Felsen,  M.D Allegany 

Wiliiam  Craver,  M.D Monroe 

John  T.  Prior,  M.D Onondaga 

George  Lim,  M.D Oneida 

Donald  A.  Richter,  M.D Franklin 

Gerald  Haines,  M.D Schenectady 

G.  Rehmi  Denton,  M.D Albany 

Gerald  Sitomer,  M.D Orange 

Daniel  A.  Sherber,  M.D Westchester 

Howard  B.  Goldstein,  M.D Rockland 

Jay  Reibel,  M.D New  York 

William  A.  Schwarz,  M.D Richmond 

Joseph  R.  Brennan,  M.D Kings 

Stanley  I.  Fishman,  M.D Kings 

Morton  Kurtz,  M.D Queens 

Joseph  F.  Chiaramente,  M.D Nassau 

Michael  A.  Walsh,  M.D Bronx 

Thomas  A.  Gellert,  M.D Suffolk 


The  PSRO  activities  at  the  Medical  Society  of  the  State 
of  New  York  during  the  year  1975  were  greatly  expanded 
through  the  efforts  of  the  PSRO  Statewide  Support  Center. 
Significantly,  the  Statewide  Support  Center’s  primary 
purposes  were  to  provide  technical  assistance  to  the  PSRO 
regions  applying  for  planning  and  conditional  grants,  to 
disseminate  information  received  and  seek  continued 
funding  from  HEW  for  the  fiscal  year  1975-76. 

It  was  during  this  year  that  the  Advisory  Council  on 
Professional  Standards  Review  Organizations  which  had 
one  physician  representative  from  each  PSRO  area  was 
expanded  to  include  the  executive  directors  from  each 
funded  region.  This  allowed  for  a more  comprehensive 
discussion  of  the  technical  and  professional  problems 
which  faced  the  PSROs.  In  addition,  because  the  meetings 
were  meaningful,  it  was  agreed  that  they  be  held  monthly 
and  necessary  funding  was  approved  by  HEW  for  this  ac- 
tivity. There  were  many  pressing  issues  which  faced  the 
organizing  PSROs  during  this  year  and  necessitated  the 
formation  of  various  subcommittees;  Memorandum  of 
Understanding,  Criteria  and  Standards  Development, 
HSA,  Insurance,  Pension  Plans,  Third  Party  Payors,  Af- 
firmative Action  Program,  Personnel  Policy  Development, 
New  York  State  Study  for  a Unified  Hospital  Data  System, 
Inc.,  Hospital  Relations,  Education,  and  Data  RFP.  Im- 
portant goals  were  reached  by  these  committees;  for  ex- 
ample,-A  Model  Memorandum  of  Understanding  was  de- 
veloped for  each  PSRO  to  use  both  for  the  State  of  New 
York  and  one  for  the  individual  hospital.  A Model  Per- 
sonnel Manual  was  developed  and  work  began  on  an  Af- 
firmative Action  Program  manual.  There  were  a number 
of  meetings  regarding  the  organization  and  development 
of  the  Uniform  Hospital  Data  System  Study  group  and  it 
is  expected  that  this  program  will  formally  begin  to  operate 
during  1976. 

The  organizational  work  done  by  the  local  PSRO  regions 
and,  in  some  cases,  with  technical  assistance  provided  by 
the  Statewide  Support  Center  proved  valuable  for  1975. 
During  this  year  nine  (9)  of  seventeen  (17)  PSROs  were 
granted  conditional  status  by  HEW. 

These  were:  Erie  Region  PSRO,  Inc.;  Genesee  Region 
PSRO,  Inc.;  Adirondack  PSRO,  Inc.;  Area  9 PSRO  of  New 
York  State;  PSRO  of  Rockland,  Inc.;  New  York  County 
Health  Services  Review  Org.  Inc.;  Kings  County  Health 
Care  Review  Org.  Inc.;  Nassau  Physicians  Review  Org.  Inc.; 
and  The  Bronx  Medical  Services  Foundation,  Inc. 

Three  of  the  organizations  have  submitted  requests  and 
are  waiting  for  conditional  status,  they  are:  PSRO  of 
Central  New  York,  Inc.;  Five-County  Organization  for 
Medical  Care  and  Professional  Standards  Review,  Inc.;  and 
Richmond  County,  New  York  PSRO,  Inc.  (One  region, 
Queens  County  PSRO,  Inc.,  received  their  planning  funds 
early  in  1976.) 

Four  regions,  Area  VI,  Professional  Services  Review  Org. 
(PSRO)  Planning  Board  (District  VI);  Area  VII,  PSRO  of 
Eastern  New  York,  Inc.;  Area  VIII,  PSRO  Area  VIII,  Inc.; 
Area  XVII,  Suffolk  Physicians  Review  Org.,  are  still 
waiting  to  submit  requests  for  planning  funds.  These  will 
be  the  target  areas  for  the  Statewide  Support  Center  to 
provide  technical  assistance. 
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A number  of  educat  ional  aids  were  developed  to  explain 
to  the  physicians  in  New  York  State  what  PSRO  is  all 
about.  A 26-minute  video  tape  entitled  “PSRO;  a Dis- 
cussion” which  is  a panel  discussion  covering  legislation 
history  of  P.L.  92-603  including  issues  of  confidentiality, 
establishment  of  norms,  criteria,  and  standards,  PSRO  and 
malpractice  and  membership  responsibility  was  developed 
and  made  available  to  all  physician  groups  and  other  health 
agencies  in  New  York  State.  Early  in  1975,  a handout 
“PSRO  Questions  and  Answers"  was  circulated  throughout 
the  State  bv  mail  and  given  to  the  physicians  who  attended 
the  MSSNY  convention  in  March.  In  addition,  members 
of  the  Statewide  Support  Center  staff  attended  and  spoke 
at  physician  group  meetings  and  other  related  health  or- 
ganizations concerning  the  PSRO  program. 

The  Statewide  Support  Center  was  involved  in  orga- 
nizing the  Mid-Atlantic  Regional  PSRO  conference  which 
included  the  PSRO  programs  from  New  York,  New  Jersey, 
Delaware,  Maryland,  Virginia,  West  Virginia,  District  of 
Columbia,  and  Pennsylvania.  The  purpose  of  this  meeting 
was  to  discuss  common  problems  and  concerns  relative  to 
PSRO.  The  first  meeting  was  held  at  MSSNY  head- 
quarters in  November.  A “White  Paper"  was  prepared 
during  the  conference  and  sent  to  Secretary  of  HEW,  Dr. 
F.  David  Mathews,  with  a request  for  a meeting.  This  was 
subsequently  fulfilled  since  early  in  1976,  the  Assistant 
Secretary  of  HEW’,  Theodore  Cooper,  M.D.,  met  with  the 
group  at  the  second  Mid-Atlantic  Regional  PSRO  Con- 
ference held  in  Alexandria,  Virginia. 

The  director  of  the  Division  of  PSRO  has  made  trips  to 
Washington,  D.C.,  to  attend  the  National  Professional 
Standards  Review  Council  meeting  and  has  also  attended 
meetings  in  various  places  around  the  country  and  in  New 
York  State  in  order  to  be  aware  of  the  changing  scenes  in 
the  PSRO  program. 

Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 

Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 
presented  by  Robert  J.  O’Connor,  M.D.,  Chairman. 

Since  January,  1976,  the  PSRO  Organizations  have 
continued  to  progress  and  increase.  Presently  there  are 
twelve  conditional  PSROs,  one  planning  PSRO  and  four 
unfunded  PSROs.  The  State  Support  Center  has  pro- 
vided ongoing  technical  assistance  in  the  establishment  of 
the  new  PSROs. 

In  addition,  its  activities  have  included  participation  or 
creation  of  an  affirmative  action  program,  participation 
in  the  New  York  State  study  for  a Unified  Hospital  Data 
System,  investigation  of  possible  private  review  programs 
of  hospital  patients  and  a study  of  the  relationships  of 
PSROs  to  the  Health  Systems  Agency. 

The  major  problem  confronting  PSROs  in  the  State  is 
the  new  Chapter  76  laws  of  1976,  mandating  the  State  to 
set  up  a review  system  which  duplicates  PSRO  procedures 
for  Medicaid  recipients.  An  obvious  conflict  exists  since 


Federal  Law  (P.L.  92-630)  mandates  that  Title  18,  19,  and 
5 Utilization  Review  is  delegated  to  PSRO.  This  serious 
conflict  has  not  been  resolved,  and  probably  will  not  be 
resolved  without  action  at  the  Federal  level. 

The  Statewide  PSRO  Council  has  finally  been  defined, 
and  Medical  Society  of  the  State  of  New  York  represen- 
tatives have  been  suggested  to  the  Secretary  of  HEW.  At 
this  time  a definite  starting  date  for  Council  functioning 
has  not  been  set. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report . . . 

STATE  LEGISLATION  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  State  Legislation  is  composed  of  the 


following  members: 

John  H.  Carter,  M.D.,  Chairman  Albany 

Edward  A.  Braunstein,  M.D Queens 

Allan  H.  Bruckheim,  M.D Westchester 

Robert  B.  Bryant,  M.D Onondaga 

Lester  J.  Candela,  M.D Queens 

Sears  E.  Edwards,  M.D Nassau 

John  A.  Finkbeiner,  M.D New  York 

James  M.  Flanagan,  M.D Wayne 

Gerald  L.  Glaser,  M.D Monroe 

Herbert  E.  Joyce,  M.D Erie 

Henry  W.  Kaessler,  M.D Westchester 

Edgar  0.  Mandeville,  M.D Queens 

Richard  E.  Murphy,  M.D Clinton 

Leo  J.  Rubin,  M.D Bronx 

Ralph  M.  Schwartz,  M.D Kings 

John  W.  Stoll,  M.D Livingston 

Richard  E.  Sullivan,  M.D Broome 

Milton  S.  W’einberg,  M.D Queens 


Since  its  last  Annual  Report  to  the  Hcuse  of  Delegates 
in  March  1975,  the  Committee  on  State  Legislation  has 
reported  to  two  interim  sessions  of  the  House  particularly 
in  regard  to  malpractice  legislation  acted  upon  in  1975. 
Therefore,  this  report  will  cover  the  1976  session  of  the 
State  Legislature  to  date  and  the  disposition  of  resolutions 
adopted  by  the  House  of  Delegates  in  March  1975  and  re- 
ferred to  the  State  Legislation  Committee  for  implemen- 
tation. 

At  the  time  this  report  is  being  prepared  in  mid-July  to 
meet  the  publication  deadline,  the  State  Legislature  is  in 
recess  until  the  end  of  July  when  it  is  scheduled  to  adjourn. 
A supplementary  report  setting  forth  the  final  actions  on 
the  bills  contained  herein  will  be  submitted  to  this  House 
in  November  1976. 

1976  LEGISLATIVE  PROGRAM 
In  accordance  with  the  directives  of  the  House  of  Dele- 
gates in  November  1975  and  with  the  subsequent  approval 
of  the  Council,  our  basic  State  Legislative  Program  for  1976 
consisted  of  two  major  parts: 
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A.  Bills  on  Malpractice 

B.  Bills  on  Other  Matters 

A.  Bills  on  Malpractice.  A program  embodying  nine 
fundamental  goals  was  approved.  As  the  session  opened, 
the  Governor’s  Special  Advisory  Panel  on  Medical  Mal- 
practice (the  McGill  Commission)  issued  its  report  which 
was  widely  circulated.  Several  weeks  later  the  Governor 
made  his  personal  recommendations  for  legislative  and 
executive  action.  In  due  time  numerous  specific  bills  were 
introduced,  and  the  following  program  was  sought  by  our 
State  Medical  Society: 

Limitation  of  Contigency  Legal  Fees  would  place 
limits  on  contingency  fee  arrangements  between  plain- 
tiffs and  their  attorneys  in  medical  malpractice  actions 
(S.  4786-A,  Lombardi,  et  al.) 

Collateral  Sources  of  Payment  would  require  that  a 
malpractice  award  be  reduced  by  the  amount  of  any 
collateral  payments  made  to  a successful  plaintiff  pur- 
suant to  certain  health  insurance  policies  which  such 
plaintiff  might  have  (S.  8751-A,  Lombardi,  et  al.) 

Limitation  of  Awards  for  Pain  and  Suffering  would 
place  a limit  of  $100,000  on  any  lump  sum  award  for 
pain  and  suffering  in  a medical  malpractice  action,  and 
would  require  that  awards  in  excess  of  that  amount  be 
invested  with  the  income  therefrom  paid  to  the  plain- 
tiff for  life  with  the  principal  reverting  to  the  insurance 
carrier  upon  the  death  of  the  plaintiff  (S.  8754-B,  Lom- 
bardi, et  al.) 

Constitutional  Amendment  would  remove  constitu- 
tional limitations  on  the  power  of  the  Legislature  to 
enact  laws  relating  to  compensation  for  personal  injury 
to  or  for  death  of  persons  resulting  from  malpractice 
by  health  care  providers,  with  or  without  trial  by  jury 
(S.  7858-A,  Lombardi,  et  al.) 

Itemization  of  Awards  would  require  that  if  it  finds 
a verdict  for  the  plaintiff  in  a malpractice  action,  the 
jury  shall  itemize  the  amount  awarded  for  special  and 
general  damages  as  directed  by  the  court  (S.  8753, 
Lombardi,  et  al.) 

Elimination  of  Ad  Damnum  Clause  would  provide 
that  no  specific  demand  for  damages  shall  be  con- 
tained in  the  plaintiff’s  complaint  or  any  other  affir- 
mative pleading  in  a malpractice  action  (S.  8752,  Lom- 
bardi, et  al.) 

Definition  of  Malpractice  and  Burden  of  Proof 
would  establish  a statutory  definition  of  medical  mal- 
practice, and  would  prescribe  the  manner  in  which  the 
plaintiff  must  prove  the  allegations  of  his  complaint 
(S.  8700,  Flynn) 

Immunity  in  Life  Threatening  Emergencies  would 
provide  immunity  from  liability  for  all  health  care  per- 
sonnel who  respond  to  life  threatening  emergencies  in 
the  hospital  setting  (A.  8779,  Rules  Com.  by  Flana- 
gan, O’Neil). 

Patients’  Indemnification  System  would  establish 
an  administrative  system  to  replace  the  jury  trial  in  de- 
termining liability  and  awarding  compensation  to 
claimants  injured  by  the  incompetent  treatment  of  a 
health  care  provider  (A.  1 1344,  Greco;  S.  10711,  Rules 
Com.). 

Because  of  the  climate  in  Albany  as  the  session  pro- 
gressed, your  committee,  as  a practical  matter,  concen- 
trated on  the  first  six  goals  with  the  hope  of  obtaining  all 
of  them. 

Governor  Carey  submitted  five  legislative  proposals 
dealing  with  malpractice  to  the  Legislature  in  April.  The 


Governor’s  program  included  bills  to  limit  contingency 
legal  fees,  require  itemization  of  awards,  eliminate  the  ad 
damnum  clause,  increase  hospital  coverage  provided  by  the 
Medical  Malpractice  Insurance  Association  and  require 
health  insurance  coverage  for  second  surgical  opinions. 
The  Governor  also  announced  a number  of  executive  ac- 
tions to  implement  other  of  the  McGill  Commission  rec- 
ommendations, principally  the  creation  of  an  Executive 
Committee  on  Medical  Malpractice.  The  committee  will 
study  other  legislative  proposals  of  the  McGill  Commission 
and  compile  information  for  continuing  review  and  study 
of  the  medical  malpractice  problem. 

Although  specific  bills  had  been  introduced  at  different 
times,  the  legislators  did  not  take  definitive  action  until 
very  late  in  the  session.  Each  house  finalized  its  proposals 
and  came  forth  with  its  own  omnibus  bill. 

The  Senate  acted  first  by  approving  S.  10474  (Lombardi, 
et  al.).  In  substance,  this  bill 

. . . would  allow  a captive  insurance  company  to  be  es- 
tablished by  hospitals 

. . . would  increase  MMIA  coverage  for  hospitals  from 
$l/$3  million  to  $1/$10  million 
. . . would  subject  the  MMIA  to  provisions  of  the  law 
applicable  to  property  and  casualty  insurers  in  order 
to  provide  for  fair  treatment  of  policy  holders  and 
claimants 

. . . would  expand  the  Board  of  Directors  of  the  MMIA 
to  include  two  representatives  of  the  public,  as  well  as 
the  Superintendent  of  Insurance  as  a nonvoting 
member 

. . . would  require  health  insurers  to  provide  coverage  for 
second  surgical  opinions 

. . . would  require  itemization  of  awards  in  malpractice 
actions 

. . . would  eliminate  the  ad  damnum  clause  from  affir-  | 
mative  pleadings  in  malpractice  actions 
. . . would  limit  lump  sum  awards  for  pain  and  suffering 
to  $100,000,  and  would  require  that  any  recovery  in 
excess  of  that  amount  be  placed  in  an  investment  fund 
for  the  benefit  of  the  plaintiff.  Upon  the  death  of  the 
plaintiff,  the  principal  sum  would  revert  to  the  party 
who  paid  on  behalf  of  the  defendant 
. . . would  create  a temporary  State  commission  to  ex- 
amine and  study  the  entire  medical  malpractice  sys- 
tem for  a period  of  two  years. 

In  addition,  the  Senate  passed  S.  7858-A  (Lombardi,  et 
al.),  the  bill  to  amend  the  State  Constitution. 

Shortly  after  the  Senate  acted,  the  Assembly  passed  its 
omnibus  bill,  A.  12245  (Silverman).  Briefly  this  mea- 
sure 

. . . would  allow  a captive  insurance  company  to  be  es-  ! 
tablished  by  hospitals 

. . . would  increase  MMIA  coverage  for  hospitals  from 
$l/$3  million  to  $ 1 /$  1 0 million 
. . . would  subject  the  MMIA  to  provisions  of  the  law 
applicable  to  property  and  casualty  insurers  in  order 
to  provide  for  fair  treatment  of  policy  holders  and 
claimants 

. . . would  expand  the  Board  of  Directors  of  the  MMIA 
to  include  two  representatives  of  the  public,  as  well  as 
the  Superintendent  of  Insurance  as  a nonvoting 
member 

. . . would  require  health  insurers  to  provide  coverage  for 
second  surgical  opinions 

. . . would  require  itemization  of  awards  in  malpractice 
actions 
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. . . would  eliminate  the  ad  damnum  clause  from  affir- 
mative pleadings  in  malpractice  actions 
. . . would  establish  two  schedules  of  cont  ingent  legal  fees 
either  of  which  may  be  used  by  the  plaintiff  a^  his 
attorney  in  medical  malpractice  actions. 

Despite  all-out  efforts  bv  our  State  Medical  Society 
through  your  committee,  legislative  counsel,  director,  and 
county  medical  societies,  the  two  houses  could  not  be 
brought  together  on  a common  bill.  As  a result,  the  Senate 
reluctantly  accepted  and  passed  A.  12245  (Silverman),  and 
sent  the  bill  to  the  Governor  for  expected  approval.  At  this 
writing,  the  Constitutional  Amendment  (S.  7858-A)  is  still 
alive  in  the  Assembly. 

In  brief,  three  goals  of  MSSNY  were  included  in  A.  12245 
(Silverman)  and  should  become  law  this  year.  They 
are: 

A.  Limitation  of  contingency  legal  fees; 

B.  Itemization  of  awards  to  plaintiffs;  and 

C.  Elimination  of  the  Ad  Damnum  Clause  which  sets 
forth  specific  monetary  demands  in  the  plaintiffs 
complaint. 

B.  Bills  on  Other  Matters.  The  second  portion  of 
our  State  Medical  Society’s  legislative  program  dealt  with 
a number  of  other  issues  of  importance  to  our  members  and 
the  public.  In  reviewing  these  measures  at  the  time  of  this 
report,  your  committee  feels  that  we  were  highly  successful 
in  achieving  many  of  our  goals.  Of  the  seven  bills  sought, 
three  have  passed  both  houses  and  been  sent  to  the  Gov- 
ernor. 

The  three  bills  awaiting  the  Governor’s  signature  are  as 
follows: 

Immunity  for  Review  Functions  amends  the  Educa- 
tion Law  to  provide  immunity  for  those  engaged  in  any 
formal  review  or  medical  audit  performed  at  the  re- 
quest of,  or  in  the  interest  of,  the  State  or  Federal  gov- 
ernment, and  would  strengthen  the  immunity  of  coun- 
ty medical  society  committees  while  investigating  and 
disciplining  members  (A.  11929,  Dwyer,  et  al.) 

Workmen’s  Compensation- Arbitration  Committee 
Fees  extends  the  powers  of  the  Workmen’s  Compensa- 
tion Board  Chairman  to  permit  him  to  regulate  the  fee 
of  members  of  the  Workmen’s  Compensation  Arbitra- 
tion Committee  to  reflect  the  economics  of  the  times 
(S.  10277,  Levy;  A.  11743,  Lill) 

Workmen’s  Compensation-Payment  of  Uncontest- 
ed Fees  permits  the  Workmen's  Compensation  Board 
Chairman  to  order  payment  of  physician  and  hospital 
bills  not  contested  by  the  insurance  carrier  within  the 
prescribed  30  day  period  (S.  10278,  Levy). 

In  addition  to  the  aforementioned  bills,  your  Society’s 
representatives  secured  the  introduction  of  four  other 
measures  which  have  not  been  acted  upon.  They  are  the 
following: 

Professional  Service  Corporation  Tax  Law  Amend- 
ments would  repeal  Tax  Law  provisions  permitting 
the  State  to  tax  pension  and  profit  sharing  funds  of 
professional  corporations  (S.  3987,  Pisani). 

Workmen’s  Compensation-Third  Party  Remedies 
would  amend  the  Workmen’s  Compensation  Law  to 
allow  a physician  to  recover  his  usual  and  customary 
fee  in  cases  where  the  employee  sued  a third  party  for 
damages  and  recovered  in  that  action  (A.  11728,  Frey) 
Physician’s  Assistants-Limitation  in  Hospital  Set- 
ting would  limit  the  number  of  physician’s  assistants 
and  specialist’s  assistants  under  the  supervision  of  a 


physician  to  two  per  physician,  whether  in  or  out  of  the 
hospital  setting  (A.  11973,  Ryan). 

Physician’s  Lien  would  provide  that  a physician 
who  renders  treatment  to  injured  persons,  except 
under  Workmen’s  Compensation,  shall  have  a lien 
upon  all  claims  and  causes  of  action  for  the  amount  of 
his  reasonable  charges  up  to  the  date  of  payment  of 
such  damages  (A.  11770,  Burrows). 

GENERAL  HEALTH  BILLS 

The  following  bills  of  interest  to  the  medical  profes- 
sion were  considered  by  the  Legislature  at  the  1976 

session: 

Nursing  Homes-Controlling  Persons  the  Public 
Health  Law  was  amended  this  year  to  redefine  the 
term  “controlling  persons”  in  the  nursing  home  reform 
measures  enacted  last  year.  Medical  directors  and 
other  health  personnel  with  no  ownership  interest  in 
the  nursing  home  are  now  excluded  from  liability  as 
controlling  persons  (S.  10282-A,  Paterson,  et  al.;  Chap- 
ter 472).  Strongly  supported  by  MSSNY. 

Maternity  Insurance  Coverage  would  amend  the 
Insurance  Law  to  require  that  specified  health  insur- 
ance policies  include  coverage  for  maternity  care  (S. 
10536,  Donovan).  Passed  by  both  houses,  this  bill  is 
expected  to  be  signed  by  the  Governor.  Also  actively 
supported  by  MSSNY. 

Newborn  Insurance  Coverage  would  require  speci- 
fied health  insurance  policies  to  provide  coverage  for 
newborn  care  (A.  12033,  Gorski,  passed  by  the  Assem- 
bly, is  in  committee  in  the  Senate  with  companion  bill, 
S.  9832,  Lombardi).  Supported  by  MSSNY. 

Generic  Drug  Substitution.  Two  separate  propos- 
als were  considered  simultaneously  in  the  Senate  and 
Assembly.  The  first  (A.  11383-D,  Strelzin,  et  al.  and 
S.  9563,  Giuffreda)  would  require  that  a prescriber 
write  his  prescriptions  first  by  generic  name,  but  if  the 
drug  contains  more  than  three  active  ingredients,  then 
by  brand  or  proprietary  name  alone  and  in  such  case 
indicate  whether  substitution  is  permitted.  The  pre- 
scriber after  writing  the  generic  name  could  mandate 
the  use  of  a particular  brand  name  or  manufacturer’s 
product.  A willful  violation  by  the  prescriber  would 
subject  him  to  a charge  of  professional  misconduct. 
MSSNY  vigorously  opposed  this  measure  which  re- 
mained in  committee  when  the  Legislature  recessed. 
The  second  bill  (A.  6885-E,  Fremming,  et  al.  and  S. 
10143-A,  Giuffreda,  et  al.)  calls  for  prescription  forms 
to  contain  two  lines  for  the  prescriber’s  signature. 
One  line  would  be  designated  “Dispense  as  Written” 
and  the  other  “Substitution  Permitted.”  The  Frem- 
ming bill,  A.  6885-E,  was  passed  by  the  Assembly,  and 
is  now  in  committee  in  the  Senate  with  S.  10143-A. 

Definition  of  Death.  Two  bills  received  attention 
at  this  session  of  the  Legislature.  A.  7860-D  (H.  J. 
Miller,  et  al.),  supported  by  MSSNY,  would  place  the 
determination  in  the  hands  of  the  physician  utilizing 
current  standards  of  medical  practice.  A person  could 
be  pronounced  dead  if  there  were  irreversible  cessation 
of  spontaneous  respiratory  and  circulatory  functions. 
If  artificial  means  precluded  such  determination,  brain 
death  could  be  used.  Late  in  the  session,  another  mea- 
sure was  introduced  in  both  houses,  S.  10759  (Ohren- 
stein);  A.  12248-A  (H.  J.  Miller,  et  al.).  This  proposal 
varied  from  A.  7860-D  with  regard  to  pronouncement 
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of  death  based  upon  cessation  of  brain  function 
Hereunder,  the  physician  would  be  precluded  from 
using  brain  death  if  he  receives  written  notice  that 
such  pronouncement  conflicts  with  the  person’s  reli- 
gious beliefs.  These  bills  remained  in  committee. 

Nursing  Practice  would  require  that  consideration 
be  given  to  certain  principles  in  determining  the  scope 
of  professional  nursing  practice  in  the  future  (A. 
12128-A,  Lipschutz;  S.  10273-A,  Giuffreda).  Based 
upon  a Council  determination  that  the  language  in  this 
bill  was  too  vague  and  could  disrupt  the  traditional  re- 
lationship between  the  medical  and  nursing  profes- 
sions, MSSNY  opposed  this  legislation.  The  bills  re- 
mained in  committee  in  their  respective  houses. 

Health  Maintenance  Organizations  would  encour- 
age expansion  of  health  services  options  available 
through  the  HMO  concept  and  provide  for  certificates 
of  authority,  powers  of  such  organizations,  contract 
regulation,  requirements  for  employers,  annual  disclo- 
sure, examinations  and  limited  exemption  (A.  9402-A, 
H.  J.  Miller,  et  al.).  This  bill  has  been  passed  by  both 
houses,  and  is  now  before  the  Governor. 

Insurance  Coverage  for  Pre-Admission  and  Emer- 
gency Services  would  require  that  specified  health  in- 
surance policies  providing  coverage  for  inpatient  care 
include  coverage  for  preadmission  tests  and  emergency 
medical  services,  and  make  available,  if  requested,  cov- 
erage for  residents,  nursing  home  care,  ambulatory 
care  in  hospital  outpatient  facilities  and  physicians’  of- 
fices (S.  7037,  Lombardi,  et  al.).  Passed  by  both 
houses,  this  bill  is  now  before  the  Governor  for  his  sig- 
nature. 

No-Fault  Automobile  Insurance  would  make  exten- 
sive changes  in  the  No-Fault  insurance  program,  in- 
cluding a provision  to  prohibit  overcharging  for  health 
care  services  (A.  12616-C,  Rules  Com.).  Opposed  by 
MSSNY.  The  bill  was  passed  by  the  Assembly  but  re- 
mained in  committee  in  the  Senate. 

Assignment  of  Insurance  Benefits  would  remove 
any  restriction  against  the  transfer  of  employee  dental 
care  benefits  to  the  provider  of  such  service  (S.  7353, 
Isabella;  A.  9369,  Silverman).  S.  7353  was  passed  by 
the  Senate,  and  is  presently  in  committee  in  the  As- 
sembly with  A.  9369.  Supported  by  MSSNY. 

RESOLUTIONS  FROM  1975  HOUSE  OF  DELEGATES 
At  our  committee  meeting  in  October  1975,  the  resolu- 
tions referred  from  the  House  of  Delegates  were  discussed 
and  acted  upon.  These  actions  were  reported  to  the 
Council  in  December  1975,  and  approved  at  that  time. 
The  following  is  a review  of  the  resolutions  and  the  actions 
of  your  committee: 

Resolution  75-10,  Creation  of  a Governor’s  Advisory 
Council  on  Health  Related  Matters.  This  resolution 
provides  that  MSSNY  recommend  that  the  Governor  es- 
tablish a Medical  Services  Advisory  Council.  The  State 
Society  would  submit  to  the  Governor  a list  of  eminently 
qualified  physicians  competent  in  specific  areas  of  medi- 
cine from  which  he  could  select  the  members  of  the 
Council.  The  purpose  of  the  Council  would  be  to  supply 
impartial  and  educated  evaluations  to  the  Governor  and 
all  areas  of  State  government,  both  administrative  and 
legislative.  By  Executive  order,  the  Governor  has  estab- 
lished within  the  Executive  Department  an  interdepart- 
mental health  planning  commission,  to  be  known  as  the 
Health  Planning  Commission.  This  Commission  will  have 
broad  advisory  and  review  powers  in  regard  to  health  care 


services.  Also  established  is  a Health  Planning  Advisory 
Council  to  consist  of  representatives  of  governmental  and 
nongovernmental  organizations  and  groups  concerned  with 
health,  both  providers  and  consumers,  to  advise  the  Health 
Planning  Commission.  In  addition  to  other  duties,  both 
the  Commission  and  the  Council  will  be  working  on  im- 
plementation of  P.L.  93-641,  the  National  Health  Planning 
and  Resources  Development  Act  of  1974.  Your  State 
Legislation  Committee  reported  that  the  intent  of  this 
resolution  has  been  satisfied  by  the  creation  of  these  two 
advisory  groups,  and  therefore,  recommended  that  this 
resolution  be  filed  for  information.  The  Council  voted  in 
favor  of  filing. 

Resolution  75-70,  Definition  of  the  Term  “ Chronic 
Disease  Hospital.”  This  resolution  provides  that 
MSSNY  do  all  in  its  power  to  promote  necessary  legislation 
to  effect  the  redesignation  of  the  special  category  of  hos- 
pitals previously  known  as  chronic  disease  hospitals  but 
now  called  Skilled  Nursing  Facilities,  as  either  Chronic 
Disease  Hospitals  or  a new  designation  such  as  Medical 
Rehabilitation  Hospitals.  Your  committee  did  not  feel 
that  it  had  sufficient  information  on  this  matter  to  un- 
dertake any  action.  We  therefore  recommended  that 
Resolution  75-70  be  referred  to  the  administration  for 
study,  clarification  and  implementation.  The  Council 
approved  this  referral. 

Resolution  75-21,  Eliminate  Triplicate  New  York 
Prescription  Form.  The  resolution  provides  that 
MSSNY  urge  the  Legislature  to  enact  a law  suspending  the 
use  of  a triplicate  form  for  prescription  narcotics.  It  also 
directs  that  MSSNY  requests  from  the  Health  Department 
data  on  the  effectiveness  of  the  Triplicate  Prescription  Law 
in  curbing  the  abuse  of  drugs.  The  United  States  District 
Court  for  the  Southern  District  of  New  York  has  declared 
that  §§3331(6),  3332(2)(a),  and  3333(4)  of  the  Public 
Health  Law,  insofar  as  they  require  the  disclosure  of  the 
identities  of  all  patients  receiving  prescriptions  for 
Schedule  II  drugs,  amount  to  an  unconstitutional  inter- 
ference with  the  right  of  privacy.  Your  committee  un- 
derstands that  this  case  is  being  appealed  to  the  United 
States  Supreme  Court  by  the  State  of  New  York.  The 
State  Legislation  Committee  therefore  recommended  that 
further  legislation  by  our  State  Medical  Society  await  the 
outcome  of  this  appeal.  This  approach  was  approved  by 
the  Council. 

Resolution  75-90,  Insurance  Companies — Prevailing 
Fees.  This  resolution  provides  that  MSSNY  urge  that 
state  and  national  laws  prohibit  third  party  payors  from 
making  the  statements  about  “usual  charges,”  “prevailing 
fees,”  and  “reasonable  fees”  and  confine  them  to  stating 
that  the  physician’s  fees  are  not  completely  covered  by  the 
patient’s  insurance.  This  resolution  was  referred  to  both 
the  State  and  Federal  Legislation  Committees  as  it  deals 
with  state  and  national  laws.  The  Federal  Legislation 
Committee  reported  to  the  Council  that  this  matter  could 
be  handled  administratively  with  the  Department  of 
Health,  Education,  and  Welfare.  Your  State  Legislation 
Committee  agreed  that  no  legislation  was  necessary,  and 
recommended  that  this  resolution  be  presented  to  the 
Superintendent  of  Insurance  for  implementation  on  the 
State  level.  The  Council  also  approved  this  recommen- 
dation. 

Resolution  75-132,  Federally  Insured  Loan  Ceilings. 

This  resolution  provides  that  MSSNY  seek  support  in  the 
New  York  State  Legislature  to  increase  the  maximum  limit 
that  a student  may  borrow  from  the  New  York  State 
Higher  Education  Assistance  Corporation  from  the  present 


656  New  York  State  Journal  of  Medicine/March,  1977/House  of  Delegates,  Minutes 


maximum  of  $10,000.  Before  any  legislation  was  prepared 
ontheState  level,  your  State  Legislation  Committee  rec- 
ommended that  yur  legislative  counsel  investigate  this 
matter  with  officials  of  the  New  York  State  Higher  Edu- 
cation  Assistance  Corporation.  Subsequently,  legislation 
was  introduced  which  would  carry  out  the  objectives  of  this 
resolution.  One  such  bill  is  S. 9039- A,  Present,  et  al. 

Resolution  75-Hl,  Use  of  Drugs  by  an  Optometrist. 
This  resolution  provides  that  MSSNY  actively  oppose  all 
legislation  that  would  allow  the  use  of  drugs  of  any  type  for 
diagnostic  or  other  purposes  by  nonmedical  practitioners 
except  under  the  supervision  of  a licensed  physician.  The 
State  Legislation  Committee  has  actively  opposed  such 
legislation. 

Resolution  75-25,  Use  of  Drugs  by  Optometrists  as 
Proposed  by  Assembly  Bill  1335.  This  resolution  pro- 
vides that  the  State  Medical  Society  oppose  all  legislation 
that  would  allow  the  use  of  drugs  of  any  type  for  diagnostic 
or  other  purposes  by  optometrists.  Your  committee  has 
opposed  A.1335;  S.2578  and  amendments  thereto,  and  will 
continue  to  do  so. 

Resolution  75-46,  Definition  of  Optometry.  This 
resolution  provides  that  MSSNY  oppose  any  legislation 
that  would  broaden  the  scope  of  the  definition  of  optom- 
etry under  New  York  State  Law.  MSSNY  has  tradi- 
tionally opposed  legislative  proposals  which  would  expand 
the  scope  of  practice  of  optometrists,  and  the  State  Leg- 
islation Committee  has  done  so  at  this  legislative  ses- 
sion. 

Resolution  75-73,  Require  Publication  of  Rules  and 
Regulations  Promulgated  by  the  New  York  State 
Administration.  This  resolution  provides  that  MSSNY 
urge  enactment  of  legislation  to  require  that  rules  and 
regulations  promulgated  by  New  York  State  administrative 
agencies  be  printed  and  distributed  to  county  and  state 
medical  societies  at  least  30  days  prior  to  implementation. 
In  addition,  county  and  state  medical  societies  should  be 
given  the  right  to  comment  on  such  rules  and  regulations 
and  the  heads  of  administrative  agencies  should  be  re- 
quired to  consider  such  comments  with  the  requirement 
that  public  hearings  and  judicial  review  be  allowed  if  so 
requested  by  petition  under  Article  78  of  the  CPLR.  En- 
acted last  year  was  S.1236  (Gordon),  Chapter  167,  Laws  of 
1975,  which  satisfies  the  intent  of  this  resolution.  This 
statute  will  take  effect  on  September  1,  1976. 

Resolution  75-117,  Equal  Status  of  Pension  Plans  of 
Incorporated  Professionals  as  Recognized  Under 
Federal  Income  Tax  Law.  This  resolution  provides  that 
MSSNY  propose  to  the  New  York  State  Legislature  that 
pension  plans  of  Incorporated  Professionals  (P.C.)  be  given 
equal  status  with  pension  plans  of  other  corporations  as 
recognized  and  treated  under  Federal  Income  Tax  Law. 
MSSNY  has  initiated  S.3987,  Pisani  to  repeal  the  Tax  Law 
provisions  dealing  with  pension  and  profit  sharing  funds 
of  professional  corporations. 

MEETING  WITH  SENATOR  LOMBARDI 

Following  the  established  practice  of  meeting  with  the 
Chairman  of  the  Senate  Health  Committee,  representa- 
tives of  our  State  Medical  Society  met  w'ith  the  counsel, 
executive  assistant  and  other  members  of  the  staff  of 
Senator  Tarky  J.  Lombardi  at  the  Fort  Orange  Club,  Al- 
bany, on  March  15,  1976.  Unfortunately,  Senator  Lom- 
bardi was  unable  to  attend  because  of  important  meetings 
at  the  Capitol  dealing  with  the  State  Budget  and  the 


Medicaid  program.  Your  chairman  participated  in  this 
meeting  along  with  Ralph  S.  Emerson,  M.D.,  Henry  I. 
Fineberg,  M.D.,  Executive  Vice-President,  Donald  J. 
Pager,  Esq.,  Indemnity  Representative,  our  legislative 
counsel  and  director.  The  main  topics  discussed  were  the 
malpractice  situation,  the  curtailment  of  Medicaid  services 
and  the  Governor’s  Health  Message.  Your  representatives 
felt  that  this  was  a very  productive  and  worthwhile  meet- 
ing. 

ALBANY  LEGISLATOR  CONFERENCES 

On  the  morning  of  April  12,  1976,  our  State  Medical 
Society  conducted  a meeting  of  county  medical  society 
representatives  at  the  Sheraton  Inn  Towne  Motor  Inn, 
Albany.  The  purpose  of  this  gathering  was  to  brief  these 
representatives  before  they  met  individually  with  the 
legislators  from  their  counties  to  urge  passage  of  vital 
malpractice  legislation.  Approximately  forty  people  at- 
tended this  meeting  representing  fourteen  county  medical 
societies.  While  this  number  was  less  than  expected,  many 
counties  not  represented  did  inform  us  that  they  had  al- 
ready met  with  their  legislators  on  the  malpractice  situa- 
tion, or  were  planning  to  do  so  in  the  very  near  future. 

This  briefing  session  was  presided  over  by  our  Executive 
Vice-President,  Henry  I.  Fineberg,  M.D.  The  program 
included  presentations  by  Ralph  S.  Emerson,  M.D.;  your 
chairman;  our  legislative  counsel  and  director  of  Govern- 
mental Relations;  and  Donald  J.  Fager,  Esq.  of  the  Medical 
Liability  Mutual  Insurance  Company.  At  this  meeting 
and  the  legislator  conference,  four  major  legislative  mea- 
sures were  stressed:  Collateral  Sources  of  Indemnification; 
Limitation  of  Contingency  Legal  Fees;  Limitations  of 
Awards — Pain  and  Suffering;  and  Constitutional 
Amendment. 

In  addition  to  these  four  bills  the  representatives  from 
our  county  medical  societies  supported  enactment  of  our 
other  malpractice  bills  in  discussions  with  their  legisla- 
tors. 

QUESTIONNAIRE  ON  MALPRACTICE  MATERIALS 

In  an  effort  to  determine  the  extent  of  activities  re- 
garding malpractice  legislation  at  the  county  level,  your 
chairman  distributed  a questionnaire  to  the  legislation 
committee  chairman  of  each  county  medical  society.  We 
were  attempting  to  find  out  what  use  had  been  made  of  the 
Question  and  Answer  Statement  drawn  up  by  the  Ad  Hoc 
Committee  on  Malpractice  and  adopted  by  the  Council. 
Only  22  replies  were  received;  however,  the  results  are 
encouraging.  We  have  found  that  most  of  the  counties 
responding  have  discussed  the  statement  at  county  society 
meetings,  and  more  than  half  have  used  this  material  in 
meetings  with  their  local  legislators. 

ALBANY  OPERATIONS 

Throughout  the  1976  legislative  session,  the  director 
represented  the  State  Medical  Society  in  Albany  as  he  has 
the  previous  four  years.  He  joined  with  our  legislative 
counsel  in  communicating  the  State  Society’s  views  on  the 
major  health  bills  considered  during  the  session.  This  was 
accomplished  through  personal  contact  with  the  legislators 
and  their  staffs.  The  director’s  telephone  answering  ser- 
vice was  in  operation  in  Albany  again  this  year.  This 
mechanism  proved  to  be  a valuable  aid  and  tool  for  the 
director  since  the  work  demands  that  he  and  our  legislative 
counsel  be  constantly  on  the  go  in  order  to  convey  our  views 
to  as  many  of  the  lawmakers  as  possible. 
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HEADQUARTERS  ACTIVITIES 

Literally  thousands  of  health  bills  were  followed  by  the 
division  staff  and  up-to-date  files  on  these  bills  were 
maintained  for  use  by  the  director  and  for  the  information 
of  our  members.  While  the  Legislature  was  in  session,  the 
director  coordinated  and  supervised  these  activities  via 
telephone  and  mail  from  the  State  Capitol.  Some  of  the 
principal  accomplishments  follow: 

During  the  1976  legislative  session,  the  Legislation  Ac- 
tion Bulletin  (LAB)  was  used  on  six  different  occasions  to 
alert  county  medical  society  legislation  chairmen  and  our 
panel  of  liaison  physicians  to  the  events  taking  place  in 
Albany,  and  to  enlist  their  aid  in  communicating  our  feel- 
ings to  the  legislators.  The  LAB  mailings  include  copies 
of  position  statements  developed  by  our  legislative  counsel 
which  assist  fhe  local  people  in  their  legislative  activities. 
Copies  are  also  sent  to  the  county  medical  society  presi- 
dents, secretaries  and  executive  secretaries  as  well  as  to 
officers  of  the  Woman’s  Auxiliary  for  their  information  and 
support. 

Over  the  signature  of  our  executive  vice-president,  three 
memoranda  were  mailed  directly  to  all  members  of  the 
State  Legislature.  Each  memorandum  served  as  a trans- 
mittal letter  for  position  statements  on  a variety  of  im- 
portant health  bills  which  were  pending  at  the  time  of 
mailing. 

When  time  was  a vital  factor,  mailgrams  were  sent  and 
special  memoranda  were  circulated  personally  by  our  di- 
rector and  legislative  counsel  to  the  lawmakers.  Certain 
county  medical  societies  whose  assemblymen  or  senators 
were  on  key  committees  were  contacted  by  telephone  and 
asked  to  call  or  telegraph  their  representatives  regarding 
important  legislation.  This  cooperative  effort  between  the 
State  and  local  organizations  proved  to  be  very  effective. 

At  the  close  of  the  1975  session,  the  director  and  his  staff 
prepared  a concise  report  entitled  “1975  Health  Legisla- 
tion.” This  brochure  was  a review  of  the  major  health  bills 
considered  by  the  Legislature  in  1975  giving  final  disposi- 
tion of  each.  Copies  were  distributed  to:  county  medical 
society  presidents,  secretaries,  executive  secretaries  and 
legislation  chairmen;  officers  of  Woman’s  Auxiliary;  the 
Council;  the  Board  of  Trustees;  MSSNY  division  heads  and 
regional  representatives;  executive  secretaries  of  state 
medical  societies  throughout  the  country;  and  the  AMA. 

A similar  brochure  is  planned  after  the  1976  session 
adjourns. 


LEGISLATIVE  COUNSEL 

During  the  1975  and  1976  sessions  a great  deal  of  time 
was  devoted  to  presenting  MSSNY’s  views  on  malpractice 
by  our  legislative  counsel  and  our  director. 

The  work  of  the  State  Medical  Society  in  Albany  is  the 
product  of  a combined  effort  by  our  division  and  our  leg- 
islative counsel,  the  law  firm  of  DeGraff,  Foy,  Conway  and 
Holt-Harris.  We  have  been  ably  represented  this  year  by 
three  members  of  the  firm:  John  E.  Holt-Harris,  Jr.,  Esq.; 
Gerard  L.  Conway,  Esq.  and  John  C.  Rice,  Esq. 

The  position  statements  which  express  the  views  of  our 
organization  on  important  health  legislation  are  drawn  up 
by  our  legislative  counsel.  The  statements  are  filed  with 
the  Governor,  the  leadership  in  both  chambers  of  the 
Legislature,  chairmen  and  members  of  committees  con- 
sidering health  bills,  the  sponsors  of  the  bills  and  the  other 
members  of  both  houses.  To  reinforce  these  written 
statements,  our  legislative  counsel  and  director  meet  the 
lawmakers  personally  to  discuss  the  bills  in  more  detail. 


Our  legislative  counsel  has  also  worked  closely  with  our 
director  and  other  State  Society  representatives  on  gov- 
ernment regulatory  matters. 


LEGISLATION  INFORMATION  CENTER 

. 

The  Legislation  Information  Center,  which  is  part  of  our 
Governmental  Relations  Division,  continues  to  supply 
valuable  information  to  individuals,  committees,  and  or- 
ganizations interested  in  State  and  Federal  legislation. 

This  center,  which  plays  a vital  role  in  the  work  of  your 
committee,  has  up-to-date  Files  on  all  the  important  health 
bills  on  both  State  and  Federal  levels.  Numerous  requests 
for  information  and  materials  are  received  each  week  by 
telephone  and  mail,  and  these  requests  are  answered 
promptly  and  efficiently  by  the  division  staff. 

The  center  also  received  and  processed  notices  of  public 
hearings.  Copies  of  the  notices  are  sent  to  key  State 
Medical  Society  representatives  so  they  can  take  appro- 
priate action.  As  the  situation  demands,  individual  phy- 
sicians who  are  expert  in  the  area  under  consideration  will 
be  contacted  and  assisted  in  the  preparation  of  their  pre- 
sentations. 

The  principal  purpose  of  the  center  is  to  help  individual 
physicians  and  county  medical  societies;  however,  infor- 
mation and  assistance  have  also  been  supplied  to  legisla- 
tors, administrative  officials,  hospitals,  allied  health  or- 
ganizations, and  other  state  and  county  medical  societies 
throughout  the  country.  Over  the  past  year  a tremendous 
amount  of  interest  has  been  generated  in  other  states  by 
the  passage  of  the  new  malpractice  law.  The  center  has 
supplied  copies  of  the  law  and  related  materials  to  those 
requesting  them. 


CAPITOL  NEWS 

During  1975  and  1976  our  legislative  newsletter,  Capitol 
News,  was  sent  out  weekly.  Two  additional  issues,  which 
highlighted  the  results  of  the  session  and  the  Governor’s 
signing  period  were  also  distributed  following  adjournment 
in  1975.  Capitol  News  has  generated  a great  deal  of  in- 
terest both  among  physicians  and  laymen,  and  the  number 
of  requests  for  mailings  grows  steadily  each  year.  Our 
State  Medical  Society  is  fortunate  in  having  William  W. 
Tyler,  a former  Associated  Press  correspondent  in  the 
capitol,  to  write  and  edit  the  copy  for  publication.  Mr. 
Tyler  worked  closely  with  our  director  who  supervised  the 
preparation  and  content  of  the  Capitol  News.  Twenty- 
four  issues  were  published  in  1975  and  twenty-two  to  date 
in  1976. 


P 
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PANEL  OF  LIAISON  PHYSICIANS 
Your  committee  has  continued  to  work  with  the  panel 
of  liaison  physicians.  This  group  is  composed  of  physicians 
recommended  by  their  county  medical  societies  who  are 
interested  in  legislation  and  personally  acquainted  with 
members  of  the  State  Legislature.  As  mentioned  above, 
the  panel  members  keep  informed  about  legislative  ac- 
tivities through  LAB  mailings  sent  by  our  director.  The 
LAB  material  includes  MSSNY  position  statements  which 
supply  the  panel  members  with  information  to  use  in  their 
contacts  with  the  legislators. 

PUBLIC  HEARINGS  AND  PRIVATE  CONFERENCES 
Your  committee  continued  to  pursue  State  Medical 
Society  goals  in  many  public  hearings  and  private  confer- 
ences. In  addition  to  meetings  with  individual  legislators, 
State  Medical  Society  representatives  have  held  meetings 
with  administrative  officials  on  a variety  of  important 
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subjects.  Your  committee  believes  that  participation  in 
such  meetings  is  very  worthwhile  for  it  allows  the  State 
Medical  Society  to  contribute  its  views  on  major  issues  and 
gain  valuable  insight  into  the  reasoning  behind  many 
government  decisions. 

MSSNY  COMMITTEES 

Continuing  a practice  started  several  years  ago,  your 
chairman  invited  the  chairmen  of  our  various  State  Med- 
ical Society  committees  to  submit  their  suggestions  re- 
garding the  initiation  of  bills  by  MSSNY,  as  well  as  their 
views  on  other  bills  which  might  come  before  the  State 
Legislature.  This  w'as  part  of  our  continuing  campaign 
over  the  years  to  develop  a program  of  State  Legislation 
which  will  be  responsive  to  all  the  varied  concerns  of  or- 
ganized medicine  in  this  State.  The  response  to  our 
memorandum  has  been  improving.  While  a number  of 
chairmen  answered  our  memorandum,  many  did  not  re- 
spond. There  is  room  for  more  improvement  in  this  area. 
Your  chairman  strongly  urges  all  committee  chairmen  of 
MSSNY  to  cooperate  in  our  State  Medical  Society’s  leg 
islative  endeavors  by  submitting  to  your  committee  any 
suggestions  they  may  have  concerning  State  legislation  at 
anytime. 

NEW  YORK  STATE  ASSOCIATION 
OF  THE  PROFESSIONS 

Through  our  director,  your  committee  worked  closely 
with  the  New  York  State  Association  of  the  Professions  on 
various  legislative  matters  of  common  interest.  Our  State 
Medical  Society  is  an  active  member  of  the  association  and 
as  a result  we  were  able  to  gain  NYSAP  support  of  our 
program  bills.  NYSAP  also  joined  our  efforts  in  support 
or  opposition  to  certain  measures  before  the  Legislature 
which  were  initiated  by  other  sources. 

COMMITTEE  MEETINGS 

Your  committee  conducted  its  regular  Fall  meeting  at 
the  Syracuse  Hilton  Inn  on  October  29,  1975.  At  this 
meeting,  the  committee  focused  its  attention  on  the  legis- 
lative program  of  the  State  Medical  Society  for  the  coming 
year  and  the  resolutions  referred  to  the  committee  by  the 
1975  House  of  Delegates.  In  developing  its  proposed  leg- 
islative program,  the  committee  divided  the  measures  into 
two  main  categories:  Bills  on  malpractice;  and  bills  on 
other  matters.  Following  consideration  of  the  legislative 
program,  the  committee  made  final  preparations  for  the 
Annual  Conference  of  County  Medical  Society  Legislation 
Representatives  held  the  following  day. 

The  winter  meeting,  held  at  the  Fort  Orange  Club,  Al- 
bany, was  called  to  review  developments  in  the  Legislature 
during  the  first  weeks  of  the  legislative  session,  and  to  re- 
consider the  legislation  program  of  our  State  Medical  So- 
ciety in  light  of  the  report  of  the  Governor’s  Special  Advi- 
sory Panel  on  Medical  Malpractice  and  the  Council  re- 
sponse thereto. 

Annual  Legislative  Conference.  On  October  30, 
1975,  the  State  Medical  Society  conducted  its  Annual 
Conference  of  County  Medical  Society  Legislation  Rep- 
resentatives at  the  Syracuse  Hilton  Inn.  This  meeting  was 
devoted  exclusively  to  State  legislation  because  of  in- 
creased attention  to  State  matters  due  to  the  malpractice 
insurance  crisis.  At  this  conference,  the  State  Legislation 
Committee’s  legislative  proposals  for  1976  were  presented 
by  the  chairman  and  discussed  in  detail  by  the  participants. 


This  was  one  of  the  best  attended  conferences  ever  held  by 
MSSNY  with  1 10  people  taking  part.  The  highlight  of  the 
meeting  was  a presentation  by  Senator  Tarky  Lombardi, 
Chairman,  Senate  Health  Committee. 

Planned  Functions.  Your  committee  has  planned  two 
important  activities  which  will  take  place  in  the  Fall  of 
1976.  On  September  16,  your  committee  will  meet  at 
MSSNY  Headquarters  to  formulate  our  1977  State  Leg- 
islation Program.  On  October  17,  your  committee  will 
conduct  the  Annual  Conference  of  County  Medical  Society 
Legislation  Representatives  at  the  Syracuse  Hilton  Inn. 
Both  functions  will  be  covered  in  our  supplementary  report 
to  this  House. 

GENERAL  COMMENTS 

During  1976,  as  in  the  previous  year,  most  of  our  efforts 
were  devoted  to  the  promotion  ot  malpractice  legislation. 
Although  early  in  this  session  the  Governor’s  Special  Ad- 
visory Panel  on  Medical  Malpractice  (McGill  Commission) 
issued  what  our  State  Medical  Society  termed  an  “excellent 
balanced  report”  and  urged  immediate  legislative  action, 
we  were  extremely  disappointed  when  the  Legislature 
passed  only  three  of  the  many  concepts  for  which  we  waged 
an  all-out  campaign.  The  passage  of  the  limitation  of 
lawyers’  contingency  fees;  the  itemization  of  awards;  and 
the  elimination  of  the  ad  damnum  clause  were  minor 
concessions  on  the  part  of  the  legislation  and  failed  to  deal 
with  the  substantive  core  problems  of  malpractice. 

With  the  passage  of  these  secondary  remedies,  the 
Legislature  is  running  out  of  patchwork  solutions.  In  the 
future,  therefore,  the  legislators  must  face  reality  and  ad- 
dress themselves  to  the  real  basic  issues.  With  this  en- 
couraging outlook,  we  must  wholeheartedly  continue  our 
fight  for  ourthree  major  goals—  ConstitutionalAmendment; 
limitation  of  awards  with  annuity;  and  collateral 
sources. 

In  1977,  we  will  work  with  a new  State  Legislature  with 
many  new  members.  Consequently  we  will  have  a new 
opportunity  to  advocate  strongly  the  enactment  of  sub- 
stantive statutory  amendments  before  a Legislature 
changed  by  the  elections.  In  the  hope  of  achieving 
meaningful  malpractice  legislation,  all  of  us — State  Medical 
Society,  county  medical  societies,  individual  physicians, 
wives,  families  and  friends — must  vigorously  review  and 
intensify  our  all-out  campaigns  of  the  past  two  years  so  that 
our  major  goals  will  be  achieved  in  1977. 

ACKNOWLEDGMENTS 

The  members  of  your  committee,  and  especially  your 
chairman,  express  deep  appreciation  to  all  who  have  co- 
operated with  us  during  the  1975  and  1976  sessions  of  the 
State  Legislature.  To  our  legislative  counsels,  John  E. 
Holt-Harris,  Jr.,  Esq.,  Gerard  L.  Conway,  Esq.,  and  John 
C.  Rice,  Esq.  we  are  especially  indebted  for  the  work  they 
did  in  furthering  our  program.  We  also  want  to  express 
our  gratitude  to  Henry  I.  Fineberg,  M.D.,  who  was  inti- 
mately and  continuously  involved  with  us  at  the  deci- 
sion-making level  and  to  Edward  Siegel,  M.D.  Thanks 
also  go  to  Richard  D.  Eberle,  M.D.,  Chairman,  Commission 
on  Governmental  Affairs;  Martin  J.  Tracey,  J.D.,  Director, 
Governmental  Relations;  Richard  M.  Berry,  J.D.,  Assistant 
to  our  Director;  and  to  members  of  the  secretarial  staff  of 
the  Division  of  Governmental  Relations. 

Respectfully  submitted, 

Johr  H.  Carter,  M.D.,  Chairman 


Minutes,  House  of  Delegates/March,  1977/New  York  State  Journal  of  Medicine  659 


STATE  LEGISLATION  ( SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

1976  STATE  LEGISLATIVE  SESSION 
Following  our  Annual  Report  to  the  House  of  Delegates 
in  mid-July,  the  New  York  State  Legislature  adjourned  for 
the  year  on  July  30,  1976  without  returning  to  formal  ses- 
sion. A special  session  was  conducted  in  early  August  to 
deal  with  court  reform;  however,  no  matters  relating  to 
health  care  or  the  practice  of  medicine  were  considered.  At 
the  close  of  the  regular  session,  a number  of  bills  were 
passed  and  sent  to  the  Governor  for  his  signature.  Among 
these  were  the  Assembly  omnibus  bill  on  malpractice  and 
three  of  our  program  bills  concerning  peer  review  immunity 
and  workmen’s  compensation.  The  following  is  a report 
of  the  final  action  on  the  major  health  bills  of  particular 
interest  to  our  State  Medical  Society. 

MSSNY  PROGRAM  AND  LEGISLATION  ENACTED 

A.  Malpractice.  After  the  Senate  and  Assembly 
passed  their  own  omnibus  malpractice  bills  as  previously 
reported  to  this  House,  agreement  could  not  be  reached  on 
a compromise  proposal.  Therefore,  the  Senate  reluctantly 
accepted  the  Assembly  version  which  was  signed  by  the 
Governor  and  became  Chapter  955  of  the  Laws  of  1976 
(Memo  55). 

Briefly,  the  new  statute  contains  the  following  provi- 
sions: 

. . . Establishes  a Statewide  schedule  of  contingency  legal 
fees 

. . . Requires  itemization  of  malpractice  awards 
. . . Eliminates  the  Ad  Damnum  Clause  from  malpractice 
complaints 

. . . Permits  the  hospitals  to  establish  a captive  insurance 
company 

. . . Increases  hospital  coverage  provided  by  the  MMIA 
to  $1/$10  million 

. . . Subjects  the  MMIA  to  provisions  of  the  law  regarding 
fair  treatment  of  policyholders  and  claimants 
. . . Expands  the  MMIA  Board  of  Directors  to  include 
two  members  of  the  public  and  the  Superintendent 
of  Insurance 

. . . Requires  health  insurers  to  provide  coverage  for 
second  surgical  opinions  (A.  12245,  Silverman). 

Of  the  nine  proposals  advocated  by  MSSNY,  the  new 
law  contains  only  three:  a Statewide  contingency  fee 

schedule,  itemization  of  awards,  and  elimination  of  the  Ad 
Damnum  Clause.  The  six  not  acted  upon  were: 

Limitation  of  awards  for  pain  and  suffering  (S.  8754-B, 
Lombardi) 

Reduction  of  awards  by  collateral  sources  of  payment 
(S.  8751-A.  Lombardi) 

Constitutional  amendment  regarding  jury  trials  (S. 
7858-A,  Lombardi) 

Definition  of  malpractice  (S.  8700,  Flynn) 

Patients’  Indemnification  System  (A.  11344-A,  Greco; 
S.  10711,  Rules  Com.) 

Immunity  in  life  threatening  emergencies  (A.  8779,  Rules 
Com.) 

B.  Program  Bills  on  Other  Matters.  In  areas  not 
involving  malpractice,  our  State  Medical  Society  was 
successful  in  obtaining  enactment  of  three  of  its  eight 
program  bills.  The  three  new  laws  are: 

Immunity — Review  Functions  provides  immunity 
from  liability  for  those  engaged  in  any  formal  review  or 
medical  audit,  including  PSRO,  performed  at  the  re- 
quest of,  or  in  the  interest  of,  the  State  or  Federal  gov- 


ernment; and  strengthens  the  immunity  of  committees 
of  the  State  and  county  medical  societies  while  investi- 
gating and  disciplining  members  (A.  11929,  Dwyer,  et 
al.;  Chapter  726). 

Workmen’s  Compensation — Payment  of  Fees  au- 
thorizes the  Workmen’s  Compensation  Board  to  order 
payment  of  physician  and  hospital  bills  by  the  insur- 
ance carrier  if  such  bills  are  not  contested  by  the  car- 
rier within  the  prescribed  30-day  period  (S. 10278, 
Levy;  Chapter  941). 

Workmen’s  Compensation  Arbitration  Committee 
Fees  removes  the  $50  fixed  fee,  and  permits  the  Chair- 
man of  the  Workmen’s  Compensation  Board  to  in- 
crease the  fee  of  members  of  Workmen’s  Compensa- 
tion Arbitration  Committees  according  to  the  econom- 
ics of  the  times  (S.  10277,  Levy;  Chapter  944). 

The  program  bills  not  acted  upon  were  the  following: 
Professional  Service  Corporation  Tax  Law 
Amendments  regarding  Pension  and  Profit  Shar- 
ing Funds  (S.  3987,  Pisani) 

Workmen’s  Compensation — Third  Party  Rem- 
edies (A.  11728,  Frey) 

Physician’s  Assistants — Limitation  in  Hospital 
Setting  (A.  11973,  Ryan) 

Physician’s  Lien  (A.  11770,  Burrows) 

Quorum  Requirements  for  Not-For-Profit  Corpo- 
rations (S.  5238,  Pisani;  A.  7311,  Mannix) 

Our  State  Medical  Society  also  worked  diligently  for 
the  passage  of  other  health  measures  which  were  enacted 
into  law.  Among  these  were: 

Insurance  Coverage  for  Maternity  Care  requires 
health  insurance  policies  to  include  coverage  for  ma- 
ternity care,  including  hospital,  surgical  or  medical 
care  to  the  same  extent  that  such  coverage  is  provided 
for  illness  or  disease  under  such  policies,  provided  that 
this  coverage  for  other  than  complications  of  pregnan- 
cy, may  be  limited  to  expenses  for  four  days  of  hospital 
confinement  (S.  10536,  Donovan;  Chapter  843). 

Nursing  Homes — Controlling  Persons  medical  di- 
rectors and  other  health  care  personnel  with  no  owner- 
ship interest  in  the  nursing  home  are  excluded  from  li- 
ability as  a controlling  person  (S.  10282- A,  Paterson,  et 
al.;  Chapter  472). 

Other  major  bills  enacted  at  this  session  included: 
Hearing  Aid  Recommendations  — Amendments 
the  recommendation  for  use  of  a hearing  aid  must  be 
written  by  an  otorhinolaryngologist  (instead  of  an  oto- 
laryngologist) or  licensed  audiologist.  However,  any 
licensed  physician  may  conduct  pure  tone  and  speech 
audiometry  and  issue  such  recommendation  if  neither 
an  otorhinolaryngologist  nor  licensed  audiologist  is 
available  or  if  the  patient  is  unable  to  reach  such  spe- 
cialists by  reason  of  physical  incapacity  (A.  12190-A, 
Strelzin,  et  al.;  Chapter  274). 

Health  Maintenance  Organizations  enacts  a new 
Article  44  of  the  Public  Health  Law  to  encourage  ex- 
pansion of  health  services  available  through  HMO’s 
(A.9402-A,  H.  J.  Miller,  et  al.;  Chapter  938). 

Insurance  Coverage  for  Ambulatory  Services  re- 
quires hospitals  with  outpatient  emergency  facilities  to 
provide  emergency  care  to  a person  who  in  the  opinion 
of  a physician  requires  such  care.  Mandates  health  in- 
surance carriers  providing  inpatient  care  to  include 
coverage  for  pre-admission  tests  and  emergency  medi- 
cal services,  and  to  make  available  coverage  for  nursing 
home  care,  ambulatory  care  in  hospital  outpatient  fa- 
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cilities  and  physicians’  offices  as  defined  by  the  statute 
(S.7037,  Lombardi,  et  al.;  Chapter  928,  as  amended  by 
S. 10713,  Lombardi,  et  al.;  Chapter  929).  Opposed  by 
MSSNY. 

Medical  Education — Additional  Loan  Funds*,  en- 
ables medical  and  dental  students  to  borrow  an  addi- 
tional $10,000  beyond  that  insured  through  the  Feder- 
al government  (A.  9807-B,  Landes,  et  al.;  Chapter  886). 
The  enactment  of  this  statute  satisfies  the  intent  of 
MSSNY  House  of  Delegates  Resolution  75-132  which 
called  for  an  increase  in  the  maximum  amount  which  a 
medical  student  may  borrow  from  the  New  York  State 
Higher  Education  Assistance  Corporation. 

OPPOSITION  TO  BILLS 

One  of  the  principal  functions  of  your  committee  and  our 
Albany  representatives  is  to  oppose  and  defeat  undesirable 
health  measures.  During  the  recent  session,  your  chair- 
man is  pleased  to  report  that  many  such  measures  went 
down  to  defeat  because  of  our  efforts.  The  more  important 
measures  that  failed  to  become  law  were  either  vetoed  by 
the  Governor,  or  not  passed  by  both  houses  of  the  Legis- 
lature. Notable  among  these  were  bills  pertaining  to 
generic  drugs,  breast  cancer  detection  centers,  nursing 
practice,  no-fault  insurance,  optometrist  use  of  drugs, 
Medicaid,  CAT  scanners  and  malpractice  arbitration 
ban. 


OTHER  BILLS  OF  INTEREST 
During  this  session,  several  other  bills  of  major  interest 
to  the  medical  profession  were  considered  by  the  State 
Legislature  but  not  enacted.  Legislation  to  require  com- 
plete health  insurance  coverage  for  newborns  was  passed 
by  the  Assembly  but  remained  in  committee  in  the  Senate. 
Two  bills  on  a statutory  definition  of  death  were  considered 
but  not  voted  on  by  either  house.  And  the  bill  to  remove 
any  restriction  against  assignment  of  employee  dental  care 
benefits  to  the  provider  was  passed  in  the  Senate  but  died 
in  committee  in  the  Assembly. 

ALBANY  OPERATIONS 

The  Legislature  recessed  on  June  29,  1976  and  did  not 
go  back  into  formal  session  before  adjourning  sine  die  on 
July  30.  During  this  period  our  Legislative  Counsel  sub- 
mitted position  statements  on  the  major  health  bills  before 
the  Governor  for  his  signature.  The  Capitol  News,  our 
weekly  legislative  newsletter,  reported  the  final  action  of 
the  legislature  on  June  30  and  the  Governor’s  signing  pe- 
riod on  August  2.  In  all,  twenty-three  issues  of  Capitol 
News  were  published  this  year. 


HEADQUARTERS  ACTIVITIES 
The  division  staff  followed  the  actions  taken  by  the 
Governor  during  the  signing  period  of  July.  Following 
adjournment  of  the  Legislature  on  July  30,  final  work  on 


the  Health  Legislation  Brochure  for  1976  was  commenced. 
This  publication  was  completed  during  the  month  of  Au- 
gust, and  distributed  to  county  medical  societies,  other 
state  medical  societies  and  the  AMA.  During  this  period, 
preparations  were  begun  for  the  State  Legislation  Com- 
mittee meeting  in  September  and  the  Annual  Legislative 
Conference  in  October. 


REGENTS  LEGISLATIVE  CONFERENCE 
On  September  10,  1976,  the  Board  of  Regents  conducted 
their  Annual  Legislative  Conference  in  Albany.  This 
meeting  offers  each  profession  regulated  by  the  Education 
Department  the  opportunity  to  present  legislative  pro- 
posals to  be  included  in  the  Regents  program  for  the 
coming  year.  Among  the  issues  which  our  State  Medical 
Society  discussed  were  the  malpractice  problem,  manda- 
tory continuing  education,  generic  drug  substitution  and 
the  expansion  of  practice  of  the  other  health  professions. 
Our  director  addressed  the  Regents  on  behalf  of  our 
President,  Ralph  S.  Emerson,  M.D. 


COMMITTEE  MEETINGS 

The  Committee  on  State  Legislation  met  on  September 
16,  1976  at  State  Medical  Society  Headquarters,  Lake 
Success.  This  meeting  was  held  to  develop  the  Legislative 
Program  of  the  Medical  Society  of  the  State  of  New  York 
for  the  1977  session  of  the  State  Legislature.  The  com- 
mittee reviewed  our  legislative  program  from  1976  and 
considered  new  proposals  from  MSSNY  committees, 
county  medical  societies,  individual  members,  the  AMA 
and  our  Legislative  Counsel.  From  these  proposals,  an 
initial  program  was  agreed  upon,  and  presented  to  the 
Council  on  September  23,  1976.  The  Council  approved 
these  recommendations  in  principle,  subject  to  modifica- 
tion by  the  committee  at  its  October  meeting  and  the  An- 
nual Legislative  Conference. 

On  October  13,  1976,  the  committee  met  at  the  Hilton 
Inn,  Syracuse  prior  to  the  Annual  Conference  of  County 
Medical  Society  Legislation  Representatives.  At  this 
meeting,  the  committee  reviewed  the  Council  action  of 
September  23,  considered  additional  legislation  proposed 
since  our  September  meeting,  received  an  update  on 
matters  being  investigated  by  the  administration  and  our 
director,  and  finalized  arrangements  for  the  Conference 
held  the  following  day.  The  final  recommendations  of 
your  committee  for  our  1977  State  Legislative  Program, 
as  approved  by  the  Council  on  October  28,  1976,  are  set 
forth  in  detail  immediately  after  our  commentary  on  our 
annual  legislative  conference. 

ANNUAL  LEGISLATIVE  CONFERENCE 

On  October  14,  1976,  the  Medical  Society  of  the  State 
of  New  York  conducted  its  Annual  Conference  of  County 
Medical  Society  Legislation  Representatives  at  the  Hilton 
Inn,  Syracuse.  Approximately  90  people  attended  the 
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Conference  representing  38  county  medical  societies,  9 
specialty  societies  and  the  Woman’s  Auxiliary.  The 
morning  session  opened  with  greetings  and  introductory 
remarks  from  our  President,  Ralph  S.  Emerson,  M.D.,  and 
our  President-Elect,  George  L.  Collins,  Jr..  M.D.  Your 
chairman  presided  at  this  session  which  was  devoted  to 
State  legislation  and  a discussion  of  our  program  for  1977. 
The  conferees  actively  participated  in  these  discussions, 
and  there  was  general  agreement  on  the  program  as  rec- 
ommended by  your  committee.  Following  consideration 
of  our  1977  program.  Senator  Tarky  J.  Lombardi,  Jr., 
Chairman,  Senate  Health  Committee,  and  Assemblyman 
James  R.  Tallon,  Jr.,  Member,  Assembly  Health  Com- 
mittee, addressed  the  conference  and  answered  questions 
from  the  audience.  From  comments  voiced  by  the  par- 
ticipants, your  committee  feels  that  this  meeting  was  an 
outstanding  success. 


1977  STATE  LEGISLATIVE  PROGRAM 
Based  upon  recommendations  from  your  Committee  on 
State  Legislation  and  approval  by  the  Council,  the  fol- 
lowing is  the  Proposed  State  Legislative  Program  of  our 
State  Medical  Society  for  1977: 

A.  Primary  Objectives.  The  primary  objectives  of 
our  proposed  program  deal  with  the  continuing  problem 
of  malpractice  litigation  and  professional  liability  insur- 
ance. With  the  exception  of  our  fifth  objective  regarding 
contingency  legal  fees,  the  thrust  of  this  program  is  toward 
all  personal  injury  negligence  cases  and  not  simply  medical 
malpractice.  As  the  House  of  Delegates  is  aware,  there  is 
a growing  problem  with  liability  insurance  in  almost  all 
areas  of  activity.  Therefore,  it  is  our  intention  to  initiate 
a general  reform  of  the  present  tort  law/liability  insurance 
system,  thereby  enlisting  broad  based  support  from  in- 
dustry and  labor,  as  well  as  other  professional  groups  and 
the  public. 

1.  Life  Structured  Awards  would  require  the  court 
to  st  ructure  the  payment  of  awards  in  all  persona)  inju- 
ry cases,  including  medical  malpractice,  where  long- 
term disabilities  are  anticipated.  This  system  of  pay- 
ment would  include  compensation  for  medical,  hospi- 
tal and  rehabilitation  expenses,  loss  of  income,  and 
pain  and  suffering.  There  would  be  a periodic  review 
to  determine  any  change  in  the  plaintiffs  condition, 
and  compensation  would  be  adjusted  in  accordance 
with  any  such  change. 

2.  Limitation  of  Pain  and  Suffering  Awards 
would  place  a $100,000  limit  on  any  lump  sum  award 
for  pain  and  suffering  with  amounts  in  excess  of 
$100,000  invested  for  the  benefit  of  the  plaintiff. 
Upon  the  death  of  the  plaintiff,  the  principal  invested 
would  revert  to  the  insurance  carrier  which  paid  on  be- 
half of  the  defendant. 


3.  Reduction  of  Awards  by  Collateral  Sources  of 
Payment  would  require  the  court  to  reduce  a personal 
injury  award  by  the  amount  of  any  collateral  payments 
made  to  a successful  plaintiff  pursuant  to  certain 
health  insurance  policies  which  such  plaintiff  might 
have. 


4.  Constitutional  Amendment  would  amend  the 
State  Constitution  to  provide  that  there  shall  be  no 
limit  on  the  power  of  the  Legislature  to  enact  laws  re- 
lating to  compensation  for  personal  injury  to  or  for 
death  of  persons,  with  or  without  trial  by  jury. 

5.  Contingency  Legal  Fees — McGill  Schedule 
would  amend  the  Judiciary  Law  to  replace  the  current 
statutory  fee  schedules  with  the  McGill  Commission 
recommendation,  as  follows:  40%  of  the  first  $25,000 
recovered;  25%  of  the  next  $75,000  recovered;  15%  of 
any  recovery  beyond  $100,000. 


B.  Additional  Objectives.  The  following  addition- 
al objectives  include  two  bills  concerning  medical  mal- 
practice and  six  dealing  with  other  matters  of  particular 
interest  to  our  members.  These  proposals  are  based  upon 
recommendations  from  State  Medical  Society  committees, 
county  medical  societies,  and  individual  members. 

1.  Bills  on  Malpractice 

a. .  Injury  Liability  Board  would  establish  an 
administrative  system  for  determining  liability  and 
awarding  compensation  to  claimants  injured  by  the 
incompetent  treatment  of  a health  care  provider 
(Patients’  Indemnification  System). 

b.  Immunity — Life  Threatening  Emergencies 
would  provide  immunity  from  liability  for  all  health 
care  personnel  who  respond  to  life  threatening 
emergencies  in  the  hospital  setting. 

2.  Bills  on  Other  Matters 

a.  Health  Insurance  Coverage  for  Newborns 
would  require  health  insurance  carriers  to  provide 
coverage  for  newborn  care  from  the  moment  of 
birth. 

b.  Physician’s  Assistants — Limitation  in  Hos- 
pital Setting  would  limit  the  number  of  physician’s 
assistants  and  specialist’s  assistants  under  the  su- 
pervision of  a physician  to  two  per  physician,  wheth- 
er in  or  out  of  the  hospital  setting. 

c. .  Cancer  Remedies  Act  would  establish  a Can- 
cer Bureau  and  Cancer  Advisory  Council  within  the 
State  Health  Department  to  protect  patients  with 
regard  to  cancer  drugs  and  devices. 

d. .  Triennial  Evaluation  of  State  Drug  Abuse 
Program  would  require  a legislative  review  every 
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three  years  of  the  effectiveness  of  the  State  Drug 
Abuse  Program,  especially  concerning  the  value  of 
methadone  and  drug  free  programs. 

The  following  bills  of  general  interest  to  licensed 
professionals  will  be  referred  to  the  New  York  St,Ye 
Association  of  the  Professions  for  introduction  in  the 
State  Legislature,  and  will  be  actively  supported  by 
MSSNY: 

e.  Professional  Service  Corporation  Tax  Law 
Amendments  would  repeal  Tax  Law  provisions 
dealing  with  pension  and  profit  sharing  funds  of 
professional  corporations. 

f. .  Professional  Lien  Law  would  provide  that  a 
practitioner  who  renders  services  to  injured  persons 
(except  under  Workmen’s  Compensation)  shall  have 
a lien  upon  all  claims  and  causes  of  action  for  the 
amount  of  his  reasonable  charges  up  to  the  date  of 
payment  of  such  damages. 


C.  Possible  Additional  Bill 

1.  Triplicate  Prescription  Law  Amendments 
would  remove  those  sections  of  the  law  which  require 
preseribers  to  use  triplicate  prescription  forms  for 
Schedule  II  drugs.  Upon  request  of  the  State  Legisla- 
tion Committee,  our  executive  vice-president  wrote  to 
the  Commissioner  of  Health  asking  for  data  demon- 
strating that  the  purposes  for  which  the  triplicate  pre- 
scription provisions  were  enacted  have  been  achieved, 
and  data  justifying  continuation  of  these  provisions. 
The  Commissioner’s  reply  was  presented  to  the  Coun- 
cil for  their  evaluation  on  October  28,  1976.  At  that 
time,  the  Council  approved  a motion  that  MSSNY  rec- 
ommend to  the  State  Legislature  that  an  investigation 
be  conducted  to  determine  the  cost  effectiveness  of  the 
Triplicate  Prescription  Law  in  achieving  the  purposes 
for  which  it  was  enacted,  and  to  justify  continuation  of 
the  program  in  view  of  the  costs  involved. 


The  Committee  on  State  Legislation  requests  House  of 
Delegates  approval  of  the  Primary  and  Additional  Objec- 
tives of  our  Legislative  Program  for  1977,  and  the  recom- 
mended action  concerning  triplicate  prescription. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Robert  J.  O’Connor,  M.D.,  Chairman. 

Your  reference  committee  wishes  to  commend  John  H. 
Carter,  M.D.,  chairman  of  the  State  Legislation  Commit- 
tee, and  the  members  of  his  committee  for  their  out- 
standing efforts  in  the  past  year. 

A number  of  bills  with  reference  to  malpractice  and  other 
areas  were  enacted  during  the  1976  session  of  the  State 
Legislature.  A State  Legislation  Program  for  the  1977 
session  has  been  drawn  up  and  approved  by  the  Council, 
which  we  wholeheartedly  endorse. 

During  the  past  year  many  requests  were  received  from 
standing  committees  of  the  New  York  State  Legislature 
requesting  assistance  in  drafting  important  legislation 
through  recommendations  presented  at  public  hearings, 
e.g.,  the  Definition  of  Death  and  the  “Living  Will.”  We 
hope  that  this  is  a portent  of  continuously  increasing  co- 
operative endeavors. 

We  also  wish  to  recognize  and  express  appreciation  for 
the  efforts  of  Martin  J.  Tracey,  J.D.,  Director,  Division  of 
Governmental  Relations,  and  his  staff,  and  to  the  members 
of  the  firm  of  DeGraff,  Foy,  Conway  and  Holt-Harris. 

Your  reference  committee  recommends  the  adoption  of 
this  portion  of  the  report. 

. . . The  House,  after  discussion,  voted  to  ADOPT 

this  portion  of  the  reference  committee  report  . . . 
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PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  AND  DEFENSE  BOARD 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Professional  Medical  Liability  In- 
surance and  Defense  Board  are  as  follows: 

Andrew  H.  Patterson,  M.D.,  Chairman  . . . New  York 
Harold  N.  Schwinger,  M.D.,  Vice  Chairman  . . .Kings 

Ronald  A.  Andree,  M.D New  York 

Robert  A.  Breault,  M.D Schenectady 

James  W.  Hanway,  M.D Westchester 

Robert  G.  Hicks,  M.D New  York 

Antonio  F.  LaSorte,  M.D Broome 

Herbert  Lourie,  M.D.  Onondaga 

M.  Theodore  Tanenhaus,  M.D Kings 

Carl  Goldmark,  Jr.,  M.D New  York 

J.  Richard  Burns,  J.D.,  General  Counsel,  ex  officio 

New  York 

Albert  M.  Schwartz,  M.D.,  ex  officio New  York 

Donald  J.  Fager,  J.D.,  Executive  Secretary,  ex  officio 

New  York 

In  his  Annual  Report  to  the  House,  dated  October  11, 
1974,  at  its  meeting  in  March  of  1975,  Robert  G.  Hicks, 
M.D.,  then  chairman,  stated: 

“The  Select  Subcommittee  to  Study  Malpractice 
Problems  is  also  actively  discussing  the  subject  of  a 
Medical  Society  of  the  State  of  New  York  captive  in- 
surance company.” 

We  did  not  foresee  at  the  time  the  importance  of  that 
investigation.  For,  on  December  16,  1974,  the  Argonaut 
Insurance  Company,  carrier  for  the  State  Society  Program, 
advised  the  Medical  Society  that  it  would  require  an  im- 
mediate rate  increase  in  the  amount  of  196.8%.  The  So- 
ciety immediately  advised  Argonaut  that  any  rate  increase 
was  unacceptable  and  that  they  would  be  expected  to  live 
up  to  their  commitment. 

Nevertheless,  on  December  19,  1974,  Mr.  Gerald  Jerome, 
the  new  President  of  Argonaut,  wrote  Henry  I.  Fineberg, 
M.D.,  indicating  an  increase  of  196.8%  in  the  premium  was 
absolutely  necessary.  The  letter  also  spelled  out  an  ap- 
proach to  a “claims-made”  policy  that  would  require  the 
purchase  of  an  additional  policy  at  a high  premium  after 
a physician’s  retirement  or  death.  Dr.  Fineberg  com- 
municated with  Mr.  Jerome  and  told  him  that  the  proposal 
set  forth  in  his  letter  was  unacceptable  and  subsequently, 
at  a special  meeting  of  the  Council,  that  position  was 
reaffirmed  and  the  Council  refused  to  accept  the  increase 
or  claims-made  approach. 

Extensive  negotiations  between  the  Medical  Society  and 
Argonaut  followed,  conducted  under  the  auspices  of  the 
New  York  State  Insurance  Department.  Following  these 
discussions,  Superintendent,  of  Insurance  Benjamin 
Schenck  entered  an  Order  on  January  6,  1975  providing 
that  Argonaut  would  withdraw  its  proposed  rate  increase 
and  maintain  the  rate  in  effect  since  July  1, 1974,  but  would 
not  be  required  to  provide  any  coverage  for  the  State  So- 
ciety Program  after  July  1,  1975. 

While  these  negotiations  were  taking  place,  the  Council 
of  the  Society  voted,  at  a telephone  conference  on  January 
2,  1 975,  to  investigate  the  concept  of  a doctor-owned  mal- 
practice insurance  company. 

The  activities  of  the  Select  Subcommittee  of  the  Board, 
of  which  I was  chairman,  at  this  juncture  were  greatly  ac- 
celerated. The  members  of  the  Select  Subcommittee 
were: 


Andrew  H.  Patterson,  M.D.,  Chairman 

Leonard  S.  Brahen,  M.D. 

George  L.  Collins,  Jr.,  M.D. 

Carl  Goldmark,  Jr.,  M.D. 

Herbert  Lourie,  M.D. 

Arthur  J.  Mannix,  Jr.,  M.D. 

Victor  J.  Tofany,  M.D. 

Martin  A.  Gruber,  M.D. 

Joel  E.  Mandel,  M.D. 

A.  Burton  White,  M.D. 

Milton  Rosenberg,  M.D. 

Donald  J.  Fager,  J.D.,  Advisor 

At  the  meeting  of  the  Select  Subcommittee  on  January 
15,  1975,  the  Bill  introduced  by  Senator  John  R.  Dunne 
providing  for  a joint  underwriting  association  was  consid- 
ered and  the  members  agreed  this  was  absolutely  no  solu- 
tion to  the  malpractice  crisis.  The  members  also  recog- 
nized that  there  appeared  to  be  little  hope  that  the  private 
sector  of  the  insurance  industry  would  offer  to  solve  the 
malpractice  crisis  on  a voluntary  basis. 

Accordingly,  Donald  J.  Fager,  J.D.,  Executive  Secretary 
of  the  Board,  discussed  at  considerable  length  the  possi- 
bility of  a captive  company,  pointing  out  the  very,  very 
strict  timetable  which  would  have  to  be  adhered  to  if  such 
a company  would  be  viable  and  ready  to  issue  policies  as 
of  July  1,  1975.  Despite  the  recognized  magnitude  of  the 
problems  involved,  most  particularly  the  full  and  complete 
recognition  by  the  Select  Subcommittee  that  the  mal- 
practice crisis  could  never  be  solved  without  affirmative 
legislative  action  mandating  a change  in  the  method  of 
disposition  of  malpractice  cases,  as  well  as  remedial  tort 
reform,  the  members  of  the  Select  Subcommittee  voted 
unanimously  to  ask  Mr.  Fager  to  pursue  the  investigation 
of  forming  a doctor-owned  malpractice  insurance  compa- 
ny. 

Thus,  I addressed  the  Council  of  the  Medical  Society  on 
January  23,  1975  and  presented  the  insurance  options 
available,  the  advantages  and  pitfalls  of  a malpractice  in- 
surance company  owned  by,  and  underwriting  and  claim 
policy  set  by,  the  physician  and  surgeon  policyholders  as 
well  as  the  recommendation  of  the  Select  Subcommittee 
that  the  investigation  into  the  formation  of  such  a company 
be  vigorously  continued.  Dr.  Robert  G.  Hicks,  then 
Chairman  of  the  Board,  spoke  in  support  of  this  recom- 
mendation and  the  Council  voted  approval.  At  this 
meeting,  both  Dr.  Hicks  and  I emphasized  that  tort  law 
changes  had  to  be  accomplished  since  the  creation  of  a new 
company  would  not  solve  the  malpractice  crisis. 

With  the  assistance  of  Mr.  Fager,  the  law  firm  of  Le- 
Boeuf,  Lamb,  Leiby  & MacRae,  highly  qualified  in  the 
insurance  field  and  conversant  with  many  of  the  problems 
involved  in  the  Medical  Society  captive  insurance  com- 
pany, was  selected.  The  accounting  firm  of  Coopers  & 
Lybrand  was  chosen  to  render  necessary  assistance  in  its 
fields  of  specialized  knowledge. 

Meanwhile,  many  doctors  involved  in  this  effort  were 
traveling  around  the  state,  addressing  county  medical  so- 
cieties, hospital  groups,  and  the  like,  with  respect  to  the 
concept  of  a Medical  Society  captive  insurance  company 
and  the  advantages  in  pledging  their  support  to  it  rather 
than  being  left  with  a State-mandated  insurance  mecha- 
nism. Included  among  the  doctors  making  this  effort  were 
members  of  this  Board  and  its  Select  Subcommittee,  as 
well  as  the  writer. 
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Following  the  reconvened  session  of  the  169th  Annual 
Meeting  of  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  on  April  27,  1975,  addressed  by 
Gerard  L.  Conway,  J.D.,  Legislative  Counsel;  Arthur  J. 
Mannix,  Jr.,  M.D.,  President  Pro  Tem  of  the  MedicaK'i- 
ability  Mutual  Insurance  Company;  Mr.  James  H.  Durkin, 
Actuary  from  the  firm  Peat,  Marwick,  Mitchell  & Co.;  and 
Mr.  Fager,  as  well  as  others,  the  following  resolution  was 
presented  and  adopted: 

"That  this  House  of  Delegates  endorse  the  Medical 
Society  Mutual  Insurance  Company  and  encourage  its 
support.” 

At  a Special  Session  of  the  House  of  Delegates  held  on 
May  25,  1975,  Messrs.  Gerard  L.  Conway,  Donald  C. 
Greene,  and  Donald  J.  Fager  addressed  the  House  and 
Messrs.  Fager  and  Greene  responded  to  questions,  fol- 
lowing which  this  resolution  was  approved: 

“That  the  Medical  Society  of  the  State  of  New  York 
authorize  the  Medical  Liability  Mutual  Insurance 
Company  to  proceed;  and  furthermore,  that  the  House 
of  Delegates  urge  all  of  our  physicians  to  become  poli- 
cyholders in  the  Medical  Liability  Mutual  Insurance 
Company  in  order  that  the  highest  capitalization  with 
the  lowest  malpractice  premium  can  be  assured.” 
Meanwhile,  the  work  of  the  Board  continued  at  an  un- 
abated pace.  At  its  meeting  in  April  of  1975,  Dr.  Hicks 
stepped  down  as  Chairman  after  years  of  faithful  and  de- 
voted service.  Dr.  Hicks  has  also  been  intimately  involved 
in  the  massive  undertaking  of  forming  our  captive  insur- 
ance company.  The  writer  was  elected  Chairman  to  follow 
Dr.  Hicks  and  has  presided  in  that  capacity  since  the 
meeting  of  May  of  1975. 

The  role  of  the  Board,  in  substantial  measure,  continues 
to  be  in  assisting  our  malpractice  insurance  carrier.  The 
loss  experience  and  medical  practice  of  numerous  physi- 
cians and  surgeons  are  regularly  being  reviewed,  very  often 
resulting  in  interviews,  ascertaining  as  accurately  as  pos- 
sible whether  they  present  to  the  Company  a greater  than 
normal  risk.  When  the  Board  determines  that  they  do, 
surcharged  coverage  is  recommended  to  the  Company. 
This  procedure  includes  doctors  then  insured  in  the 
Company,  as  well  as  new  applicants  for  coverage.  The 
Board  has  not  been  able  to  recommend  cancellation  of  a 
physician’s  coverage,  in  an  appropriate  case,  as  it  did  in  the 
past.  The  Board  feels  strongly,  as  recommended  in  the 
McGill  Report,  that  the  denial  or  cancellation  of  coverage 
of  incompetent  doctors  is  in  the  public  interest.  The 
Company  has  asked  the  Insurance  Department  to  give  it 
this  authority. 

Many  problems  of  proper  classification,  a number  of 
them  quite  complex  and  not  easily  answerable,  continue 
to  be  presented  for  consideration  and  resolved  in  what  the 
Board  considers  to  be  the  best  interests  of  the  doctors 
raising  the  questions  and  the  Company.  Some  problems 
of  classification  are  still  to  be  resolved  and  need  further 
actuarial  study. 

At  the  November,  1975  meeting  of  the  House  of  Dele- 
gates of  the  Medical  Society,  a resolution  was  passed  of- 
fering assistance  to  doctors  experiencing  difficulty  with  any 
former  malpractice  insurance  carriers.  These  requests  for 
assistance  primarily  involve  the  malpractice  claim  and  suit 


arena  and  the  Board  readily  agreed  to  implement  this 
resolution  and  has  considered  numerous  such  requests. 
The  requests  will  be  considered  whether  they  originate 
from  doctors  currently  insured  in  the  Company  or  from 
those  who  chose  to  cast  their  lot  with  the  Medical  Mal- 
practice Insurance  Association  (Joint  Underwriting  As- 
sociation), or  were  previously  insured  with  any  other  car- 
rier. 

The  Board  has  also  considered  the  subject  of  counter- 
suits. At  its  meeting  on  May  26,  1976,  the  members  of  the 
Board  voted  to  recommend  to  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  that  they  appoint  a 
Subcommittee  of  the  Council  to  investigate  thoroughly, 
with  legal  consultation,  the  possibility  of  countersuits 
against  plaintiffs  and  their  attorneys  and  what  part  the 
Medical  Society  of  the  State  of  New  York  and  the  Board 
should  play  in  such  suits.  The  Board  has  recommended 
to  the  Council  that  the  report  be  available  by  September 
30,  1976. 

Due  to  the  position  taken  by  Employers  Insurance  of 
Wausau,  detailed  claim  and  underwriting  information 
previously  available  to  the  Board  was  no  longer  forth- 
coming and  for  a period  of  time  the  activities  of  the  Spe- 
cialty Subcommittees  lay  dormant.  The  County  Mal- 
practice Advisory  Committees  have  also  not  had  available 
sufficient  information  with  which  to  operate  satisfactorily, 
although  preparations  are  under  way  to  reactivate  these 
Committees. 

Within  the  last  few  months,  most  of  the  Specialty  Sub- 
committees have  had  adequate  information  with  which  to 
review  files  and  interview  doctors,  both  for  the  purposes 
of  underwriting  and  making  a recommendation  with  re- 
spect to  the  merits  of  a particular  file  or  files.  We  feel  these 
efforts  on  the  part  of  the  Specialty  Subcommittees  are 
particularly  helpful  to  the  Board  in  making  appropriate 
recommendations  to  the  Company  and  are  of  inestimable 
value  to  our  overall  insurance  program. 

At  the  Annual  Meeting  of  Shareholders  in  April  of  1976, 
Arthur  J.  Mannix,  Jr.,  M.D.,  President,  reported.  He  was 
able  to  state  that  at  that  time  15,816  doctors  had  loaned  or 
contributed  $27,697,700  to  the  surplus  of  the  Company  and 
that  total  premiums  written  for  the  then  current  policy 
year  were  in  excess  of  $70,000,000.  He  concluded  with  a 
note  of  praise  for  all  who  had  joined  together  in  the  effort 
to  maintain  a voluntary  malpractice  insurance  mechanism 
in  this  State.  The  Board  and  its  Select  Subcommittee  are 
grateful  to  have  been  a part  of  that  effort. 

However,  let  us  not  be  complacent.  Even  though  we 
have  achieved  what  almost  all  of  the  professionals  said  we 
could  not,  and  have  our  own  malpractice  insurance  com- 
pany, the  Board  is  fully  aware  of  the  fact  that  the  mal- 
practice crisis  is  ongoing.  It  has  not  been  solved  and  we 
must  all  continue  our  most  diligent  efforts  to  press  for  the 
necessary  changes  in  our  tort  system  and  in  the  method  of 
disposition  of  cases.  The  Board  is  totally  committed  to  the 
success  of  our  program  and  will  do  its  utmost  to  accomplish 
our  mutual  goals. 

In  conclusion,  I would  like  to  thank  all  the  members  of 
the  Board  and  the  Select  Subcommittee  for  their  tireless 
and  enthusiastic  efforts. 

Respectfully  submitted, 

Andrew  H.  Patterson,  M.D.,  Chairman 
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Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 

presented  by  Robert  J.  O’Connor,  M.D.,  Chairman. 

The  activities  of  the  Professional  Medical  Liability  In- 
surance and  Defense  Board  have  been  reviewed  by  your 
reference  committee.  It  should  be  noted  that  the  Medical 
Liability  Mutual  Insurance  Company  has  not  had  any 
discussions  with  the  State  Insurance  Department  with 
reference  to  the  premium  rates  for  the  policy  year  July  1, 
1977-1978.  The  procedure  before  such  discussions  can 
take  place  is  as  follows:  Actuaries  for  the  company  must 
await  receipt  of  all  statistics  for  the  year  1976.  These 
statistics  are  not  readily  available  until  February  or  March 
of  the  following  year  (1977). 

The  actuary  must  then  review  and  collate  the  material 
to  predict  a suggested  rate  structure  for  the  coming  year. 
This  rate  structure  is  based  on  the  actuary’s  view  on  what 
the  ultimate  losses  for  the  policy  year  will  be.  Based  on  the 
studies  of  past  statistics,  and  with  the  recognition  of  trends 
manifested  by  these  statistics,  the  Board  of  Directors  of  the 
Company  must  then  decide  whether  they  will  accept  the 
actuary’s  recommendation.  If  so,  the  Company  will  sub- 
mit the  projected  rates  to  the  Superintendent  of  Insurance 
for  his  approval. 

Actuaries  of  our  Company  inform  us  that  the  data  of  the 
Medical  Liability  Mutual  Insurance  Company  is  much  too 
inadequate  to  play  any  significant  role  in  projecting  our 
rate  structure  at  this  time.  They  must  rely  for  the  most 
part  on  Employers  Mutual  of  Wausau  statistics,  although 
recognizing  that  this  carrier  has  accelerated  its  disposition 
of  cases.  In  fact,  even  the  Argonaut  statistics  have  been 
too  immature  to  affect  the  rate  projections. 

Overall  statistics  for  carriers  of  State  Society  programs 
indicate  that  loss  payments  and  new  cases  continue  to  in- 
crease. For  the  period  of  July  1, 1975  to  June  30, 1976,  620 
suits  and  294  new  claims  were  indexed  by  Employers  and 
Argonaut  for  a total  of  914  cases  From  January  1,  1976 
to  June  30,  1976  a comparable  period,  Employers  opened 
487  suits  and  290  claims.  Argonaut,  162  suits  and  44 
claims.  Medical  Liability  Mutual  Insurance  Company 
opened  95  suits  and  98  claims  for  a total  of  1,176  cases. 

The  Medical  Liability  Mutual  Insurance  Company  Li- 
ability Board  wishes  to  emphasize  that  it  has  not  been 
entering  into  any  discussions  with  the  Superintendent  of 
Insurance,  and  there  is  no  basis  in  fact  for  a rumor  spread 
projecting  another  20%  increase  as  of  July  1,  1977. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
this  portion  of  the  reference  committee  report  . . . 

JUDICIAL  COUNCIL 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Judicial  Council  are  as  follows: 


Theodore  J.  Prowda,  M.D.,  Chairman  Madison 

Walter  T.  Heldmann,  M.D Richmond 

James  M.  Rlake,  M.D Schenectady 

Reid  R.  Heffner,  M.D Westchester 

Joseph  G.  Zim.ing,  M.D Nassau 


Ralph  S.  Emerson,  M.D.,  President,  ex  officio 

Nassau 

Carl  Goldmark,  Jr.,  M.D.,  Secretary,  ex  officio 

New  York 

In  accordance  with  the  requirements  of  Article  VII, 


Section  3 of  the  Bylaws,  the  Judicial  Council  held  an  or- 
ganizational meeting  on  April  27,  1975,  immediately  fol- 
lowing the  close  of  the  annual  meeting  of  the  House  of 
Delegates.  Theodore  J.  Prowda,  M.D.,  was  elected 
chairman. 

On  April  8,  1976  and  on  June  17,  1976,  the  Judicial 
Council  met  to  hear  an  appeal  by  a physician  from  a deci- 
sion of  the  Medical  Society  of  the  County  of  Nassau  cen- 
suring said  physician  after  finding  him  guilty  of  certain 
charges  of  unprofessional  conduct. 

In  addition  to  the  voting  members  of  the  Judicial 
Council,  all  of  whom  were  present  at  said  meetings,  also 
present  were  Henry  I.  Fineberg,  M.D.,  Executive  Vice- 
President,  Edward  Siegel,  M.D.,  Deputy  Executive  Vice- 
President,  J.  Richard  Burns,  J.D.,  General  Counsel,  Francis 
J.  McKee,  J.D.,  Staff  Attorney  and  Mrs.  Joan  Grimm. 

The  Judicial  Council,  after  reading  all  of  the  written 
material  provided  to  it  and  after  hearing  extensive  oral 
argument  by  counsel  for  the  physician  and  counsel  for  the 
Nassau  County  Medical  Society,  voted  to  reverse  the  de- 
cision of  the  said  county  medical  society  on  the  ground  that 
the  physician  in  question  had  not  been  granted  due  process 
in  the  conduct  of  the  hearings  on  the  county  medical  soci- 
ety level.  Consequently,  since  the  merits  of  the  case  were 
never  considered,  the  entire  matter  was  referred  back  to 
the  Nassau  County  Medical  Society  for  such  further  pro- 
ceedings as  it  may  deem  appropriate. 

The  Judicial  Council  was  advised  by  Mr.  Burns  that  at 
the  present  time  there  are  three  more  appeals  pending 
which  will  require  consideration. 

The  Judicial  Council,  through  its  chairman,  wishes  to 
thank  J.  Richard  Burns,  J.D.,  and  Francis  J.  McKee,  J.D. 
for  their  legal  advice  and  administrative  assistance  in  the 
conduct  of  the  activities  of  the  Judicial  Council.  The 
committee  would  also  like  to  thank  Mrs.  Joan  Grimm  and 
Miss  Theresa  D’Oria  for  their  secretarial  assistance. 

Respectfully  submitted, 

Theodore  J.  Prowda,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Robert  J.  O’Connor,  M.D.,  Chairman. 

Your  reference  committee  notes  that  there  has  been 
increased  activity  by  the  Judicial  Council  since  our  last 
meeting,  perhaps  a sign  of  the  litigious  times  in  which  we 
live. 

Your  reference  committee  recommends  the  adoption  of 
this  portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report  . . . 

New  York  State  Association  of  Professions.  ( Oral 
report. ) 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Robert  J.  O’Connor,  M.D.,  Chairman. 

Your  reference  committee  has  reviewed  the  valuable 
assistance  rendered  by  NYSAP  to  the  Medical  Society  of 
the  State  of  New  York.  In  the  area  of  legislative  activities, 
NYSAP  supported  bills  beneficial  to  the  medical  profes- 
sion. Such  bills  as  the  State  Medical  Society’s  malpractice 
bills  and  the  Professional  Service  Corporation  bill  are  ex- 
amples. The  latter  bill  was  initiated  by  NYSAP  at  the 
request  of  MSSNY.  Conversely,  the  organization  opposed 
bills  which  were  detrimental  to  the  professions;  e.g.,  a 
mandatory  Statewide  unincorporated  business  tax,  con- 
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| sumer  representation  on  professional  licensing  boards,  and 
I other  proposals.  In  addition,  NYSAP  was  most  helpful 
I to  MSSNY  in  sending  out  a mass  mailing  of  a memoran- 
i dum  to  all  members  of  the  State  Assembly  strongly  sup- 
porting the  Senate  Omnibus  Malpractice  Bill  and  C&n- 
I)  stitutional  Amendment  proposals. 

It  is  noted  that  there  are  only  166  physicians  who  are 
members  of  this  organization.  We,  therefore,  urgently 
request  your  support  in  urging  your  fellow  physicians  to 
join  this  important  organization. 

Your  reference  committee  recommends  adoption  of  this 
, portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 

Resolution  76-9,  Right  of  Physician  to  Practice 
Without  Liability  Insurance 

Introduced  by  Stanley  A.  Steckler,  M.D.,  and  Leonard 
Weitzman,  M.D.,  as  Individuals 

Whereas,  There  is  no  New  York  State  law  mandat- 
ing a physician  to  have  malpractice  insurance  cover- 
age: and 

Whereas,  Each  physician  should  have  the  personal 
right  to  determine  the  method  of  protecting  his  per- 
sonal property;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recognize  and  protect  the  right  of  each  phy- 
sician to  make  a personal  decision  concerning  malprac- 
tice coverage  or  lack  of  same. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Robert  J.  O’Connor,  M.D.,  Chairman 

The  resolved  portion  of  Resolution  76-9  was  amended 
by  one  of  the  proposers,  Leonard  Weitzman,  M.D.,  as  fol- 
lows: 

Delete  the  words  “and  protect.” 

The  resolved  portion  of  Resolution  76-9  would  then  read 
as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recognize  the  right  of  each  physician  to 
make  a personal  decision  concerning  malpractice  cov- 
erage or  lack  of  same. 

In  view  of  the  fact  that  this  right  already  exists  and 
that,  in  the  opinion  of  the  reference  committee,  passage  of 
this  resolution  would  be  counterproductive  at  the  legisla- 
tive level,  your  reference  committee  recommends  that 
Resolution  76-9  as  amended  be  not  adopted. 

. . . The  House  voted  to  NOT  ADOPT  Resolution 
76-9  as  amended  . . . 

Resolution  76-10,  Physicians  as  Expert  Witnesses 
Introduced  by  Medical  Society  of  the  County  of  Kings 

Whereas,  The  spirit  of  justice  is  being  thwarted  by 
the  fact  that  some  doctors  pose  and  testify  as  experts 
in  medical  fields  in  which  they  lack  expertise;  and 
Whereas,  In  addition,  it  serves  as  a source  of  embar- 
rassment to  the  medical  profession  as  a whole;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  declaring  it  unethical  if  a 
doctor  testifies  as  an  expert  witness  outside  his  special- 
ty or  is  not  actively  engaged  in  the  practice  of  the  med- 
ical subject  under  discussion;  and  be  it  further 


Resolved,  That  the  penalty  for  so  testifying  would 
be  expulsion  from  his/her  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New  York;  and  be  it 
further 

Resolved,  That  any  physician  found  unethical  be 
referred  for  action  to  the  State  Board  for  Professional 
Conduct  and  to  the  specialty  board  of  which  he  may  be 
a member. 

Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 
presented  by  Robert  J.  O’Connor,  M.D.,  Chairman. 

Your  reference  committee  feels  that,  while  we  recognize 
the  problems  and  motives  behind  this  resolution  and  are 
in  sympathy  with  the  resolveds,  we  feel  to  approve  this 
resolution  would  infringe  on  the  province  of  the  Judicia- 
ry- 

Your  reference  committee  recommends  disapproval  of 
Resolution  76-10. 

. . . The  House,  after  discussion,  voted  to  REFER 
Resolution  76-10  to  the  House  Committee  on  Bylaws 


Resolution  76-33,  Malpractice 
Introduced  by  Medical  Society  of  the  County  of  Queens 

Whereas,  Court  decisions  regarding  malpractice 
cases  and  other  court  cases  have  the  net  effect  of  hold- 
ing providers  as  guarantors  even  if  no  fault  exists;  and 

Whereas,  Such  decisions  form  the  basis  for  future 
malpractice  actions,  the  defense  of  which  results  in 
raising  costs  to  the  individual  physician  and  ultimately 
to  society;  and 

Whereas,  It  is  reasonable  and  prudent  to  place  lim- 
its on  what  are  unpredictable  events  as  a basis  for  mal- 
practice action;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  the  impracticality  of  a physi- 
cian to  notify  a patient  of  every  conceivable  intercur- 
rent condition  not  directly  related  to  his  treatment 
cannot  be  construed  as  the  basis  for  a malpractice 
claim;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  to  be  pre- 
filed for  the  1977-78  Legislature  to  the  effect  that  pro- 
vision be  made  for  the  legal  recognition  of  unpredict- 
able events  in  or  out  of  the  course  of  treatment  by  a 
physician  or  other  provider  or  any  third  party  in  rela- 
tion to  medical  care  including  but  not  limited  to  such 
conditions  as  sudden  infant  death  syndrome,  cardiac 
arrest,  stroke,  and  other  intercurrent  unpredictable 
catastrophes. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Robert  J.  O’Connor,  M.D.,  Chairman. 

Since  we  are  informed  by  Legislative  Counsel  that 
Chapter  109  Laws  of  1975  specifically  limits  any  action  to 
nonemergency  situations,  passage  of  this  resolution  has  no 
practical  purpose. 

Your  reference  committee  recommends  disapproval  of 
Resolution  76-33. 

. . . The  House  voted  to  NOT  ADOPT  Resolution 
76-33  . . . 
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Resolution  76-38,  Malpractice 
Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individual 

Whereas,  Malpractice  claims  now  arise  by  the  serv- 
ing of  a summons,  frequently  without  a complaint 
upon  all  physicians  and  others  whose  names  appear  in 
a hospital  record  or  all  other  persons  who  are  in  any 
way  connected  with  the  case  to  permit  discovery  of 
pertinent  information;  and 

Whereas,  Each  such  summons  constitutes  an  expo- 
sure by  the  individual  to  a claim  and  thus  subjects  the 
malpractice  insurance  carrier  to  expense  for  investiga- 
tion and  defense  even  if  the  claim  proves  not  to  be  mer- 
itorious; and 

Whereas,  Malpractice  insurance  can  be  denied  or 
practitioners  uprated  on  the  basis  of  their  exposure  let 
alone  losses  incurred  in  settlement,  and  by  court 
award;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  sponsor  and  support  legislation  which  will 
mandate  that  no  summons  can  be  served  in  malprac- 
tice cases  as  a means  of  starting  the  case;  and  be  it  fur- 
ther 

Resolved,  That  such  legislation  shall  contain  lan- 
guage that  the  notice  of  claim  must  be  filed  within  the 
court,  and  that  such  court  shall  then  order  the  inquiry 
and  the  evaluation  of  the  data  to  be  assembled  for  later 
review  by  panels  now  hearing  malpractice  claims  to  as- 
certain if  the  claim  is  justified  or  not;  and  be  it  further 

Resolved,  That  the  court  can  then  turn  this  data 
over  to  the  plaintiff’s  attorney  for  study  and  further 
action;  and  be  it  further 

Resolved,  That  such  legislation  shall  provide  that 
any  claimant  whose  claim  is  adjudged  to  be  without 
merit  shall  still  retain  the  right,  via  his  attorney,  to 
issue  summonses  and  proceed  as  under  present  law, 
but  that  all  data  adduced  by  the  court  in  its  prelimi- 
nary inquiry  shall  be  admissible  as  evidence  in  any 
subsequent  action;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
N<“w  York,  by  means  of  such  legislation,  indicate  that 
its  intent  is  to  eliminate  the  tendency  to  absolute  lia- 
bility even  where  no  possibility  of  liability  exists,  as  is 
now  taking  place  under  judicial  rulings  from  several 
courts. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Robert  J.  O’Connor,  M.D.,  Chairman. 

In  view  of  the  fact  that  the  doctors  appearing  for  this 
resolution  did  not  have  enough  information  for  this  refer- 
ence committee,  and  specifically  stated  that  the  proposer, 
who  was  not  present,  had  supplementary  information  to 
present  and  was  not  available,  your  reference  committee 
recommends  no  action  at  this  time. 

Your  reference  committee  recommends  that  Resolution 
76-38  be  filed  for  information. 

. . . The  House,  after  discussion,  voted  to  REFER 
Resolution  76-38  to  the  Council . . . 

Resolution  76-55,  Expert  Medical  Testimony 
Should  Be  By  a Friend  of  the  Court 

Introduced  by  Howard  B.  Rasi,  M.D.,  Delegate,  Section  on 
Plastic,  Reconstructive  and  Maxillofacial  Surgery 

Whereas,  When  a physician  is  giving  expert  testi- 
mony in  a law  suit  there  may  be  a tendency  for  him  to 
be  biased  toward  the  side  that  hired  him;  and 


Whereas,  This  may  result  in  two  equally  competent 
physicians  giving  differing  testimony;  and 

Whereas,  There  is,  therefore,  a need  to  restructure 
the  testimony  of  expert  medical  witnesses  in  courts  of 
law  in  the  State  of  New  York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  expert  witnesses,  including  physi- 
cians, testify  as  unbiased  witnesses  reporting  to  the 
court  the  material  to  be  used  by  one  or  both  sides  as 
they  see  fit;  and  be  it  further 

Resolved,  That  this  be  not  only  in  connection  with 
medical  legal  work,  but  in  any  situation  where  a physi- 
cian is  called  upon  to  be  an  expert  witness;  and  be  it 
further 

Resolved,  That  MSSNY  send  this  resolution  to  the 
New  York  Bar  Association,  the  New  York  Trial  Law- 
yers Association,  and  the  New  York  Defense  Bar 
suggesting  their  implementation  of  this  resolution;  and 
be  it  further 

Resolved,  That  the  Delegation  of  the  Medical  Soci- 
ety of  the  State  of  New  York  to  the  American  Medical 
Association  introduce  a similar  resolution  at  the  Clini- 
cal Congress  in  Philadelphia  in  December  1976,  so  that 
this  resolution  can  be  transmitted  to  the  American  Bar 
Association,  the  American  Trial  Lawyers  Association, 
and  the  American  Defense  Bar. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Robert  J.  O’Connor,  M.D.,  Chairman. 

This  is  an  excellent  resolution,  not  only  from  the  public 
relations  point  of  view,  but  from  the  point  of  view  of 
bringing  scientific  truth  before  the  Judiciary. 

Your  reference  committee  recommends  approval  of 
Resolution  76-55. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  76-55  . . . 

Resolution  76-11,  Malpractice  Countersuits 

Introduced  by  Medical  Society  of  the  County  of  Kings 

Whereas,  The  New  York  State  Legislature  and  Gov- 
ernor Carey  have  done  little  to  alleviate  malpractice 
costs;  and 

Whereas,  A successful  countersuit  by  a physician  in 
the  State  of  Illinois  has  resulted  in  reducing  malprac- 
tice suits  filed  in  that  State  by  16%  in  May  and  24%  in 
June  of  1976  compared  with  similar  months  in  1975; 
and 

Whereas,  The  State  Medical  Societies  of  Florida, 
California  and  Illinois  have  undertaken  countersuits 
against  frivolous  and  nonmeritorious  malpractice 
claims;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  to  assist  and  pursue  carefully 
approved  meritorious  countersuits  and  that  this  assis- 
tance include  the  shouldering  of  costs  involved. 


Resolution  76-19,  Establishment  of  Advisory  Panel 
to  Challenge  Frivolous  Malpractice  Claims 

Introduced  by  Richmond  County  Medical  Society 

Whereas,  The  malpractice  litigation  climate  con- 
tinues to  deteriorate  in  both  the  number  of  suits  and  in 
the  size  of  the  awards;  and 

Whereas,  The  number  of  nuisance  suits  instituted 
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constitutes  a grave  challenge  to  the  professional,  emo- 
tional and  financial  stability  of  physicians;  and 

Whereas,  A precedent  has  been  established  in  other 
parts  of  the  country  to  successfully  challenge  frivolous 
actions,  which  may  be  through  the  use  of  counteracts; 
and 

Whereas,  It  is  time  that  physicians  in  New  York 
State  actively  fight  back  in  their  own  defense;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  establish  an  advisory  panel  and  program  to 
assist  all  physicians  seeking  redress  through  counter 
legal  actions  in  cases  where  true  medical  malpractice  is 
not  involved;  and  be  it  further 

Resolved,  That  this  be  accomplished  through  the 
Medical  Malpractice  Advisory  Committee  or  through 
this  committee  and  representatives  of  the  Medical  So- 
ciety of  the  State  of  New  York  Legal  Department;  and 
be  it  further 

Resolved,  That  a close  working  liaison  be  estab- 
lished between  the  Medical  Liability  Mutual  Insur- 
ance Company,  its  legal  defense  law  firms  and  the 
Medical  Society  of  the  State  of  New  York  to  assist  in 
identifying  frivolous  claims  and  to  further  assist  physi- 
cians willing  to  make  challenges  in  the  form  of  counter- 
suits. 

Resolution  76-27,  Insurance  for  Countersuits 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  A goodly  number  of  medical  malpractice 
actions  are  unworthy  of  prosecution;  and 

Whereas,  Medical  liability  premiums  continue  to 
increase;  and 

Whereas,  There  has  been  successful  prosecution  of 
an  attorney  in  Chicago,  Illinois,  for  a malicious  law- 
suit; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  the  Medical  Liability  Mutual 
Insurance  Company  offer  countersuit  insurance,  at  a 
small  premium  to  everyone;  and  be  it  further 

Resolved,  That  this  countersuit  insurance  in  force 
for  all  participants  of  the  Medical  Liability  Mutual  In- 
surance Program  and  the  costs  for  countersuing  would 
be  defrayed  by  the  cost  of  the  premium;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  send  this  recommendation  to  the  Board  of 
Directors  of  the  Medical  Liability  Mutual  Insurance 
Company. 


Resolution  76-52,  Countersuits 
Introduced  by  Milton  Rosenberg,  M.D.,  Chairman  of  the 
Ad  Hoc  Committee  to  Study  the  Feasibility  of  Countersuits 
with  Council  Endorsement 

Whereas,  The  tremendous  increase  in  malpractice 
suits  brought  against  physicians  in  the  last  ten  years 
shows  no  signs  of  abating  in  the  near  future;  and 

Whereas,  It  would  appear  that  such  non-meritori- 
ous  suits  might  be  sharply  curtailed  if  physician  coun- 
tersuits were  successful,  and  this  fact  was  made  known 
to  the  plaintiffs  bar;  and 

Whereas,  In  all  probability,  a successful  countersuit 
would  not  be  feasible  unless  there  had  been  a prior  de- 


termination in  favor  of  the  physician  in  the  first  action, 
whether  it  be  as  a result  of  a voluntary  discontinuance 
of  the  action  or  a dismissal,  therefore  be  it, 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  undertake  to  play  an  active  role  in  support 
of  those  physician  members  who,  after  a determination 
has  been  made  by  an  appropriate  body  that  they  have 
been  involved  in  an  unjustified  malpractice  action,  are 
willing  and  intent  upon  bringing  a countersuit  against 
either  or  both  the  plaintiff  in  the  malpractice  action 
and  his  attorney;  and  be  it  further 

Resolved,  That  in  furtherance  of  this  purpose  the 
House  of  Delegates  request  that  the  President  appoint 
a new  subcommittee  of  the  Professional  Medical  Lia- 
bility Insurance  and  Defense  Board,  commissioned  to 
review  the  facts  upon  which  a particular  countersuit  is 
based,  and  render  its  opinion  with  respect  to  the  medi- 
cal and  legal  merits  thereof;  and  be  it  further 

Resolved,  That  this  subcommittee  appoint  appro- 
priate legal  advisors  initially  with  the  intention  of  add- 
ing additional  legal  advisors  if  required;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  provide  the  necessary  medical  expertise  in 
order  to  assist  physician  plaintiffs  in  the  prosecution  of 
such  countersuits;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  advise  physicians  who  currently 
contemplate  the  institution  of  any  such  countersuit, 
that  the  decision  to  proceed  should  not  be  made  with- 
out first  submitting  the  facts  of  the  case  to  this  Society 
for  its  review;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  only  those  countersuits  which  the 
subcommittee  feels  have  merit;  and  be  it  further 

Resolved,  That  a portion  of  the  funds,  currently 
earmarked  for  purposes  having  to  do  with  the  attempt 
to  ameliorate  the  malpractice  problem,  be  utilized  in 
the  financing  of  the  activities  of  the  subcommittee  if 
feasible  and  in  part  of  the  actual  physician  counter- 
suits. 

Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 
presented  by  Robert  J.  O’Connor,  M.D.,  Chairman. 

Inasmuch  as  Resolution  76-52  expresses  in  essence  the 
intent  of  Resolutions  76-11,  76-19  and  76-27,  and  also  of 
the  Ad  Hoc  Committee  to  Study  the  Feasibility  of  Coun- 
tersuits, it  is  the  recommendation  of  this  reference  com- 
mittee that  Resolution  76-52  be  approved  in  lieu  of  Reso- 
lution 76-11,  Resolution  76-19  and  Resolution  76-27. 

. . . The  House,  after  considerable  discussion,  voted 
to  AMEND  Resolution  76-52  by  the  insertion  of  the 
following  resolved  between  the  sixth  and  seventh  re- 
solved: 

Resolved,  That  those  physicians,  whose  contem- 
plated countersuits  were  not  considered  as  ideal 
from  the  standpoint  of  the  State  Society’s  program, 
be  encouraged  not  to  countersue  until  the  Medical 
Society  of  the  State  of  New  York’s  program  is  well 
established. 

. . . The  House,  after  further  discussion,  voted  to 
ADOPT  Resolution  76-52  as  AMENDED  in  lieu  of 
Resolution  76-11,  Resolution  76-19  and  Resolution 
76-27  . . . 
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AD  HOC  COMMITTEE  TO  STUDY  THE  FEASI- 
BILITY OF  COUNTERSUITS  ( SPECIAL  RE- 
PORT) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Ad  Hoc  Committee  to  Study  The  Feasibility  of 
Countersuits  consists  of  the  following  members: 


Milton  Rosenberg,  M.D.,  Chairman  Suffolk 

Harold  N.  Schwinger,  M.D Kings 

Allison  B.  Landolt,  M.D Westchester 


The  Ad  Hoc  Committee  to  Study  The  Feasibility  of 
Countersuits  has  met  on  two  occasions  since  its  formulation 
in  order  to  determine  whether  the  countersuit  theory  was 
a viable  concept  and  what  support  could  and  would  be 
furnished  by  both  the  individual  physicians,  the  Medical 
Society  of  the  State  of  New  York  and  the  Medical  Liability 
Mutual  Insurance  Company  in  this  endeavor. 

At  the  committee’s  first  meeting  which  was  held  on 
Friday,  September  17,  1976,  it  went  on  record  as  recom- 
mending that  the  Medical  Society  become  actively  involved 
in  this  project  by  providing  as  much  support  as  possible. 
The  committee  was  also  advised  of  the  possible  legal 
theories  which  might  form  a basis  of  these  countersuits  as 
the  result  of  research  by  the  Office  of  the  General  Counsel, 
(a  copy  of  their  report  follows.)  In  this  regard  it  must  be 
noted  that  we  are  here  dealing  with  an  unexplored  area  of 
the  law  in  this  State.  Any  success  which  might  eventually 
result  would  constitute  a change  in  existing  law  in  New 
York  and  it  is  for  this  reason  that  the  committee  is  quite 
anxious  to  preclude  anything  less  than  a perfect  case  from 
becoming  the  precedent  in  this  area. 

The  committee  held  its  second  meeting  on  Friday,  Oc- 
tober 15, 1976  primarily  to  attempt  to  ascertain  the  support 
which  could  be  expected  from  both  the  Medical  Society  of 
the  State  of  New  York  and  the  Medical  Liability  Mutual 
Insurance  Company.  This  meeting  was  attended  by  rep- 
resentatives of  the  Medical  Liability  Mutual  Insurance 
Company. 

The  question  of  support  from  the  Insurance  Company 
was  first  discussed.  The  initial  question  put  to  their  rep- 
resentatives was  whether  there  was  any  legal  prohibition 
which  would  preclude  the  company  from  rendering  actual 
financial  assistance  in  the  conduct  of  physician  counter- 
suits. The  response  was  that  there  was  no  direct  legal 
prohibition  but  that  such  support  could  cause  legal  prob- 
lems. The  question  was  then  asked  whether,  in  light  of  the 
previous  response,  the  company  would  consider  rendering 
such  financial  support.  The  representatives  of  the  com- 
pany felt  that  they  could  not  answer  that  question  since  it 
concerned  a matter  of  policy  and  that  the  answen  could  only 
be  given  by  the  Board  of  Directors.  They  did  however, 
promise  to  put  the  question  to  the  Board  at  its  meeting 
scheduled  for  Sunday,  November  7,  1976  at  5:00  P.M. 

The  discussion  next  turned  to  what  help  the  company 
could  offer  short  of  direct  financial  involvement.  It  was 
agreed  that  the  company  could  certainly  make  its  records 
and  claim  files  available  for  this  purpose  and  was  willing 
to  do  so.  The  company  representatives  were  also  asked 
whether  the  company  would  have  a claim  on  a portion  of 
any  recovery  even  if  they  did  not  support  the  case  from  a 
financial  standpoint.  The  attorney  representing  the 
company  responded  that  it  was  his  opinion  that  the  com- 
pany would  have  such  a right  although  other  company 
representatives  stated  that  if  this  were  true,  they  would 
renounce  such  a claim  in  any  case.  The  company  repre- 
sentatives also  agreed  to  have  their  legal  firm  research  the 
entire  question  of  physician  countersuits  and  agreed  to 


make  the  results  of  such  research  available  to  this  com- 
mittee. 

Finally,  the  committee  turned  its  attention  to  how 
MSSNY  could  become  involved  in  this  matter.  After 
much  discussion,  the  committee  drew  up  a resolution  which 
was  subsequently  approved  by  the  Council  and  will  be 
presented  to  this  House.  Essentially,  this  resolution  called 
for  the  creation  of  a new  subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board  to  review 
the  medical  and  legal  merits  of  potential  countersuits.  In 
addition  to  the  physician  members  of  such  subcommittee, 
appropriate  legal  advisors  would  be  appointed  to  provide 
the  needed  expertise  necessary  to  determine  the  legal 
merits  of  such  suits.  In  addition,  the  resolution  recom- 
mended that  a portion  of  the  funds  currently  earmarked 
for  purposes  having  to  do  with  attempting  to  ameliorate 
the  malpractice  problem  be  utilized  in  the  financing  of  the 
activities  of  the  subcommittee  and  also,  if  feasible,  the 
countersuits  per  se.  Since  it  is  not  possible  to  estimate  at 
this  time  how  much  money  will  be  needed,  no  percentage 
or  dollar  amount  has  been  specified. 

Any  further  proceedings  of  this  committee,  if  any,  will 
await  the  pleasure  of  the  House  of  Delegates  since  its  de- 
cisions in  these  matters  will  have  a significant  impact  upon 
how  the  committee  will  operate  in  the  future  or  indeed  lead 
to  its  discharge. 

Respectfully  submitted, 

Milton  Rosenberg,  M.D.,  Chairman 

MEMORANDUM 

To:  Ad  Hoc  Committee  to  Study  The  Feasibility  of 
Countersuits 

From:  J.  Richard  Burns,  J.D.,  General  Counsel 
Francis  J.  McKee,  J.D.,  Staff  Attorney 

Subject:  Countersuits  and  separate  actions  by  physi- 
cians against  malpractice  plaintiffs  and/or  their  at- 
torneys 

Recently  there  has  been  considerable  interest  generat- 
ed relative  to  the  possibility  of  physician  defendants  in 
malpractice  actions  bringing  either  countersuits  or  separate 
actions  against  the  party  plaintiffs  in  these  malpractice 
actions  and/or  their  attorneys.  As  a result  this  committee 
was  appointed  by  the  President  to  study  the  question  and 
make  appropriate  recommendations  to  the  Council. 

Although  this  idea  is  certainly  an  attractive  one  from  the 
standpoint  of  the  physicians,  the  question  which  must  be 
answered  before  this  Society  gives  unqualified  support  for 
such  suits  is  whether  there  exists  any  real  possibility  that 
they  will  prove  successful.  In  our  judgment,  it  will  not  be 
any  easy  task  to  pursue  such  a suit  to  a successful  conclu- 
sion, absent  any  legislative  or  judicial  changes  in  the  law 
as  it  presently  exists. 

In  attempting  to  decide  whether  such  countersuits  or 
separate  actions  could  be  brought  at  all,  the  first  deter- 
mination which  must  be  made  is  the  basis  upon  which  the 
suit  would  be  predicated.  An  examination  of  the  possibly 
pertinent  sections  of  New  York  Law  would  appear  to  be 
limited  to  “abuse  of  process,”  “malicious  prosecution," 
“attorney  misconduct,”  “libel”  and  “negligence”  as  the  only 
viable  actions  which  could  serve  as  the  basis  of  a suit  or 
counterclaim  instituted  to  counteract  the  effects  of  a 
frivolous  malpractice  action. 

Of  course,  if  it  could  be  shown  that  either  the  plaintiff 
in  the  malpractice  action  or  his  attorney,  or  both  had  in- 
stituted a completely  specious  action  with  no  foundation 
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in  fact,  the  criminal  statutes  relating  to  “conspiracy,” 
“perjury,”,  “fraud  and  deceit,”  and  the  like  would  be 
available.  However,  only  the  aforementioned  five  civil 
suits,  in  our  judgment,  could  possibly  form  the  basis  for  a 
civil  recovery.  Accordingly,  we  will  endeavor  to  dis  hjss 
each  of  these  in  turn. 

“Abuse  of  Process”  has  been  suggested  as  a possible 
remedy  which  might  be  used  either  as  a separate  action  or 
as  a counterclaim  in  the  malpractice  action.  However,  this 
would  be  an  inappropriate  remedy  in  most  cases  since  by 
definition  it  only  lies  for  the  improper  use  of  process  after 
it  has  been  issued  not  for  maliciously  causing  process  to 
issue  in  the  first  place. 

An  action  for  “malicious  prosecution”  would  appear  to 
be  a possibility.  In  order  to  recover  in  such  an  action,  the 
plaintiff  physician  would  be  required  to  prove  that  his 
adversary  caused  or  aided  in  the  commencement  of  a ju- 
dicial proceeding  against  him,  without  probable  cause, 
with  malice,  resulting  in  injury  to  his  person  or  property 
and  that  the  malpractice  action  resulted  in  a verdict  in  his 
favor.  In  our  judgment  there  is  a possibility  that  an  action 
of  this  type  could  result  in  a victory  for  the  physician. 
However,  it  would  require  an  extremely  meritorious  case 
and  even  then  the  proof  which  would  be  required  would  be 
difficult  to  elicit. 

It  must  be  understood  that  an  action  for  “malicious 
prosecution”  could  not  be  instituted  as  a counterclaim  in 
the  malpractice  action  since  it  requires  that  the  first  action 
be  decided  in  the  physician’s  favor  as  a condition  precedent 
to  its  institution.  Therefore,  a priori,  if  the  suit  were 
dropped  because  the  insurance  company  settled  with  the 
plaintiff  in  the  malpractice  action,  no  action  for  malicious 
prosecution  would  lie. 

The  next  problem  which  arises  in  the  proof  of  this  type 
of  an  action  is  the  requirement  that  the  plaintiff  must  show 
that  the  prior  judicial  proceeding  was  instituted  without 
probable  cause  and  with  malice.  Although  case  law  has 
held  that  malice  may  be  inferred  if  the  action  was  instituted 
without  probable  cause,  it  is  extremely  difficult  to  prove 
that  the  defendant  did  not  have  probable  cause  to  bring  the 
prior  action  since  it  requires  a showing  to  the  effect  that  he 
subjectively  knew  or  should  have  known  that  there  was  no 
rational  basis  for  the  institution  of  suit.  The  burden  of 
showing  lack  of  probable  cause  is  on  the  plaintiff  physician 
and  the  defendant  is  not  obliged  to  affirmatively  prove  its 
existence.  It  is  therefore  very  similar  to  the  prosecution’s 
burden  of  proof  beyond  a reasonable  doubt  in  a criminal 
case  and  although  this  proof  can  be  met,  it  is  not  easy, 
especially  since  the  proof  requires  the  plaintiff  to  show  the 
subjective  state  of  the  defendant’s  mind  at  the  time  the 
original  action  was  commenced. 

Finally,  the  plaintiff  in  the  “malicious  prosecution”  ac- 
tion must  show  that  he  has  suffered  an  injury  to  either  his 
person  or  property.  This  is  the  most  serious  obstacle  which 
prospective  physician  plaintiff  will  be  required  to  over- 
come. Although  it  is  relatively  simple  for  him  to  show  that 
it  is  quite  possible  that  his  professional  standing  and  rep- 
utation has  been  sullied  and  that  he  has  expended  large 
sums  of  money  for  legal  counsel  in  defense  of  the  mal- 
practice suit  (although  the  money  is  paid  by  the  insurance 
company  an  effective  argument  can  be  made  that  eventu- 
ally it  is  the  physicians  who  pay  the  price),  the  damages 
which  must  be  shown  are  either  an  interference  with  his 
person  or  property  or  special  damages.  There  is  a long  line 
of  cases  which  hold  that  the  mere  institution  of  a civil  suit 
would  not  be  grounds  for  an  action  for  “malicious  prose- 


cution,” even  if  the  first  suit  were  brought  without  rea- 
sonable cause  and  with  malice,  unless  the  plaintiff  could 
show  special  damage  or  an  interference  with  his  person  or 
property.  The  rationale  has  always  been  that  people 
should  be  permitted  access  to  the  courts  for  redress  or 
wrongs  committed  against  them  without  the  fear  of  be- 
coming a defendant  in  a malicious  prosecution  action 
simply  because  the  jury  in  their  suit  held  for  the  defendant. 
It  was,  and  still  is.  the  feeling  of  the  courts  that  the  impo- 
sition of  costs  against  the  unsuccessful  plaintiff  is  sufficient 
to  compensate  the  defendant  who  has  been  successful  and 
this  remains  true  even  though  the  amount  of  money 
awarded  for  court  costs  in  no  way  compensates  an  indi- 
vidual for  the  amount  expended  in  the  defense  of  the  ac- 
tion. Consequently,  taking  all  of  these  factors  into  con- 
sideration, it  would  appear  that  an  action  for  malicious 
prosecution  would  have  a limited  chance  of  success. 
However,  if  the  plaintiff  were  successful  he  could  also  re- 
cover punitive  damages  from  the  defendants  held  liable. 

Although  the  charge  of  “attorney  misconduct”  which 
appears  in  section  487  of  the  Judiciary  Law  is  essentially 
criminal  in  nature  (it  was  formerly  section  173  of  the  Penal 
Law),  we  have  included  it  here  only  because  it  permits  a 
complaining  party  who  successfully  prosecutes  such  an 
action  to  recover  treble  damages.  In  all  of  the  other  three 
categories  of  suits  which  we  have  or  will  discuss,  the  party 
defendant  involved  is  the  plaintiff  in  the  malpractice  ac- 
tion, not  his  attorney.  However,  the  action  which  is  per- 
mitted by  this  section  only  relates  to  the  attorney  who  acts 
on  behalf  of  his  client  in  a professional  capacity.  However, 
in  order  to  benefit  by  this  statute,  the  physician  who  was 
injured  by  the  conduct  of  the  attorney  who  aids  and  abets 
his  client  in  the  institution  of  a frivolous  malpractice  suit, 
would  first  have  to  have  the  attorney  convicted  of  a mis- 
demeanor pursuant  to  this  section  and  then  would  be  re- 
quired to  bring  a civil  action  based  upon  this  conviction. 
Section  487  reads  in  part  as  follows: 

“An  attorney  or  counselor  who: 

1 . Is  guilty  of  any  deceit  or  collusion,  or  consents  to 
any  deceit  or  collusion,  with  intent  to  deceive  the  court 
or  any  party; . . . 

“Is  guilty  of  a misdemeanor,  and  in  addition  to  the 
punishment  prescribed  therefore  by  the  penal  law,  he 
forfeits  to  the  party  injured  treble  damages,  to  be  re- 
covered in  a civil  action.” 

In  our  judgment  this  suit  would  appear  to  have  a rea- 
sonable chance  of  success.  However,  it  too  is  not  without 
substantial  problems  since,  in  order  to  prove  the  criminal 
charge  upon  which  the  civil  action  must  be  predicated,  it 
must  be  shown  that  the  attorney  who  assisted  his  client  in 
the  institution  of  the  specious  malpractice  suit  knew  that 
the  action  was  completely  devoid  of  merit  and  nonetheless 
went  ahead  with  it  with  the  intent  of  deceiving  the  court 
with  respect  to  its  merits.  Thus,  we  are  again  faced  with 
the  problem  of  proving  the  defendant’s  subjective  state  of 
mind.  In  addition,  since  the  action  is  criminal  in  nature, 
the  proof  must  be  proof  beyond  a reasonable  doubt.  We 
simply  do  not  believe  that  this  can  be  done  in  all  but  the 
out  and  out  case  of  fraud. 

The  case  for  “libel”  can  be  disposed  of  quite  easily  since 
there  is  an  absolute  privilege  which  applies  to  judicial 
proceedings  and  which  is  extended  to  the  pleadings  which 
are  drawn  in  advance  of  the  action.  This  privilege  would 
therefore  bar  the  commencement  of  any  action  for  “libel” 
based  upon  any  allegations  contained  in  either  the  plead- 
ings or  testimony  of  a civil  action  for  malpractice. 
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Finally,  there  is  a possibility  that  a physician  who  feels 
himself  aggrieved  by  the  institution  of  a frivolous  mal- 
practice action  could  bring  either  a countersuit  or  an  in- 
dependent action  against  both  the  plaintiff  in  the  mal- 
practice action  and/or  his  attorney  in  “negligence”  or  in 
“prima  facie  tort.” 

The  classical  definition  of  “negligence”  is  the  failure  to 
employ  reasonable  care;  that  degree  of  care  which  a rea- 
sonably prudent  man  would  employ  under  similar  cir- 
cumstances. In  order  to  recover  under  this  theory,  the 
plaintiff  would  be  required  to  show  that  the  defendant  or 
defendants  owed  a duty  to  him,  that  they  failed  to  dis- 
charge this  duty,  and  this  failure  was  a proximate  cause  of 
his  injury. 

For  the  purposes  of  discussion  we  will  separate  the  ac- 
tions into  two  parts;  the  action  against  the  plaintiff  in  the 
malpractice  suit  and  the  action  against  the  attorneys  who 
assisted  the  plaintiff  in  the  malpractice  suit.  With  respect 
to  the  malpractice  plaintiff,  the  physician  should  have  little 
difficulty  in  showing  that  this  individual  owed  the  physi- 
cian a duty  not  to  bring  an  entirely  specious  claim  against 
him.  The  problem  comes  in  when  he  attempts  to  prove 
that  his  adversary  failed  to  discharge  this  duty.  In  order 
to  prove  such  a failure  it  must  be  proven  that  the  mal- 
practice plaintiff  failed  to  use  reasonable  care  to  insure  that 
his  claim  of  malpractice  was  meritorious.  The  validity  of 
the  institution  of  a malpractice  claim  must  be  judged  in  two 
spheres;  legal  validity  and  medical  validity.  If  the  mal- 
practice plaintiff  is  not  an  attorney,  it  would  be  almost 
impossible  to  prove  that  he  knew  or  should  have  known 
that  the  suit  had  no  legal  basis.  With  respect  to  the 
medical  validity  of  such  a suit,  one  would  almost  have  to 
show  that  the  plaintiff  had  subjective  knowledge  that  there 
was  either  no  injury  or  that  the  physician  defendant  had 
no  relationship  whatever  to  the  patient  which  would  lead 
one  to  suspect  that  he  might  possibly  be  liable,  even  re- 
motely. 

An  action  for  “negligence”  against  the  attorney  would 
seem  to  be  somewhat  more  simple  to  sustain.  However, 
even  here  the  physician  would  be  required  to  prove  that 
either  the  attorney  knew  or  should  have  known  that  there 
was  no  legal  basis  for  liability  but  decided  to  take  a flier 
since  the  possibility  of  a nuisance  settlement  was  available 
or  that  he  made  a particular  physician  a party  defendant 
in  the  action  although  reasonable  investigation  would  have 
shown  that  the  physician  had  no  involvement  whatever  in 
the  care  of  his  client. 

One  further  problem  remains  with  respect  to  damages. 
If,  the  physician  can  show  some  special  damages,  greatly 
in  excess  of  those  which  are  assumed  to  be  covered  by  the 
imposition  of  costs  in  the  first  action,  there  would  be  no  bar 
to  a recovery  in  a suit  of  this  type  and  punitive  damages  in 
excess  of  the  compensatory  damages  is  a possibility. 
However,  if  such  special  damages  cannot  be  shown  and  the 
action  is  brought  solely  for  the  imposition  of  punitive 
damages,  there  is  a question  whether  an  award  would  be 
forthcoming. 

Punitive  damages  exist  in  order  to  punish  the  wrongdoer 
and  restrain  him  and  others  from  the  commission  of  similar 
acts  in  the  future.  The  court  uses  the  particular  case  at  bar 
as  a means  of  protecting  the  public  at  large  from  similar 
activity.  Before  an  award  of  this  type  will  issue,  it  must 
be  shown  that  the  acts  of  the  party  to  be  charged  were  ei- 
ther willful  or  so  careless,  reckless  or  wanton  as  to  amount 
to  a willful  disregard  for  the  rights  of  others.  The  burden 
of  this  proof  would  be  on  the  physician.  However,  there 


is  a question  whether,  even  if  proof  would  be  on  the  phy- 
sician. However,  there  is  a question  whether,  even  if  proven, 
these  damages  can  be  awarded  in  the  absence  of  actual  or 
compensatory  damages.  Although  there  are  lower  court 
cases  which  hold  that  punitive  damages  may  be  assessed 
without  a showing  of  actual  damages,  the  Court  of  Appeals 
in  one  case  has  intimated  that  a claim  for  punitive  damages 
alone  would  not  be  a basis  for  a cause  of  action. 

Of  course,  there  is  always  the  possibility  that  an  action 
could  be  brought  in  “equity”  with  the  hope  that  since  no 
adequate  remedy  exists  at  law,  and  that  since  justice  re- 
quires that  the  physician  be  compensated,  that  the  court 
will  by  judicial  decision  grant  a new  remedy  which  might 
be  used  by  subsequent  physician  plaintiffs  in  similar  sit- 
uations. However,  the  possibility  also  exists  that  such  a 
suit  will  establish  firmly  the  fact  that  no  remedy  exists. 

Briefly,  an  action  in  “equity”  is  an  action  wherein  the 
plaintiff  attempts  to  prove  that  he  has  suffered  a wrong  for 
which  there  is  no  adequate  remedy  at  law  which  exists  to 
rectify  the  situation.  The  court  of  equity  has  discretion 
to  entertain  or  not  entertain  the  action;  to  grant  or  not 
grant  relief  as  it  sees  fit  and  if  it  does  decide  to  grant  relief, 
the  extent  of  the  relief  to  be  granted. 

The  physician  plaintiff  in  his  appeal  to  a court  of  equity 
for  relief  would  be  required  to  show  that  the  plaintiff  with 
the  assistance  of  his  attorney  brought  a malpractice  action 
of  noTnerit  against  him;  that  as  a result  he  was  required  to 
devote  time  and  effort  to  defend  the  action,  that  his  rep- 
utation as  a physician  was  impugned  all  to  his  detriment; 
that  although  his  defense  in  the  malpractice  case  was 
successful,  that  he  has  not  been  adequately  recompensed 
by  the  decision  in  that  action  and  that  there  exists  no  legal 
remedy  which  will  permit  him  to  bring  an  action  at  law  to 
obtain  the  appropriate  relief. 

The  problems  associated  with  an  action  of  this  type  are 
substantial.  The  physician  would  be  hard  pressed  to  prove 
to  the  Court  that  no  adequate  remedy  at  law  is  unavailable. 
(There  is  the  possibility  that  an  action  in  negligence  could 
be  brought  in  a legal  forum  although  its  propriety  is  ques- 
tionable. If  the  equity  court  was  of  the  opinion  that  such 
a course  of  action  was  available  to  the  physician  it  would 
decline  jurisdiction.  However,  when  there  is  a doubt  in 
this  respect  the  equity  court  may,  in  its  discretion  entertain 
the  suit.)  In  addition,  the  physician  would  be  required  to 
prove  that  his  damages  were  substantially  in  excess  of  the 
court  costs  awarded  in  the  preceding  action  since  the  legal 
principle  remains  that  the  imposition  of  costs  amounts  to 
sufficient  restitution. 

In  conclusion  therefore,  it  would  seem  that  there  is  a 
slight  possibility  the  physician  countersuits  or  independent 
actions  could  be  successful  if  prosecuted  in  one  of  several 
types  of  actions.  However,  the  obstacles  attendant  in  all 
of  the  aforementioned  theories  are  extensive  and  the 
chances  of  success  less  than  desirable.  Although  in  the 
particular  case,  it  might  be  advantageous  to  attempt  to 
secure  a recovery,  it  must  be  recognized  that  it  would  take 
an  excellent  case  to  justify  the  effort.  Any  case  which  is 
less  than  optimum  carries  with  it  the  possibility,  and  in- 
deed the  probability,  that  the  precedent  which  is  estab- 
lished will  close  the  door  for  similar  cases  in  the  future. 

Finally,  in  an  attempt  to  iron  out  some  of  the  problems 
associated  with  suits  of  this  type  prior  to  any  decision  as 
to  the  manner  in  which  they  should  be  handled,  Frank 
McKee  attended  a meeting  on  Friday,  July  16,  1976  with 
two  attorneys  in  Nassau  County,  Sheldon  Sanders,  Esq., 
attorney  for  the  Nassau  Physicians  Guild  and  the  New 
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York  State  Society  of  Orthopedic  Surgeons,  and  Anthony 
Cornachio,  Esq.,  an  attorney  with  the  firm  of  Hartman  and 
Alpert  who  have  been  asked  to  look  into  the  question  of 
countersuits. 

This  meeting  was  held  for  the  express  purpose  of  ypn- 
sidering  whether  or  not  these  actions  were  appropriate  and 
if  so,  on  what  grounds  a recovery  should  be  sought.  Con- 
trary to  what  has  been  expressed  in  some  quarters,  no  ac- 
tion has  as  yet  been  filed  and  in  fact  Mr.  Sanders  is  still 
researching  the  problem  and  feasibility  of  what  type  of  law 
suit  to  bring.  Mr.  Sanders  stated  that  before  one  is  filed, 
copies  of  the  papers  will  be  sent  to  this  office  for  our  advice 
and  counsel. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Robert  J.  O’Connor,  M.D.,  Chairman. 

The  special  report  of  this  committee,  chaired  by  Milton 
Rosenberg,  M.D.,  Suffolk  County,  was  discussed  at  great 
length  and  in  depth  by  your  reference  committee.  The 
reference  committee  wishes  to  commend  Dr.  Rosenberg 
and  his  committee  for  their  excellent  report  covering  a new 
aspect  in  our  malpractice  defense  efforts. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
this  portion  of  the  reference  committee  report  . . . 

Resolution  76-23,  Enactment  of  a Public  Health 
Law  Authorizing  an  Individual  to  Execute  a Docu- 
ment Directing  Discontinuance  of  Maintenance 
Medical  Treatment  in  the  Event  of  Terminal  Illness 

Introduced  by  Allison  B.  Landolt,  M.D.,  as  an  Individu- 
al 

Whereas,  Modern  medical  technology  has  made 
possible  continuation  of  physiological  processes,  and 
the  natural  expiration  of  life  is  prevented  by  such  de- 
vices of  maintenance  medical  treatment;  and 

Whereas,  Terminal  illness  means  an  illness  that  will 
result  in  natural  expiration  of  life,  regardless  of  the  use 
or  discontinuance  of  maintenance  medical  treatment; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  concept  that  an  individual  of 
sound  mind  and  eighteen  years  of  age  or  older  may  exe- 
cute a document  directing  that  no  maintenance  medi- 
cal treatment  be  utilized  for  the  prolongation  of  his/ 
her  life  at  such  time  as  he/she  is  suffering  from  a termi- 
nal illness;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  work  for  the  enactment  of  such  enabling  leg- 
islation and  direct  the  Committee  on  State  Legislation 
to  make  our  position  known  to  the  New  York  State 
Legislature. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Robert  J.  O’Connor,  M.D.,  Chairman. 

Your  reference  committee  amended  Resolution  76-23 
as  follows: 

Insert  the  words  “with  the  concurrence  of  his/her  phy- 
sician and  his/her  family”  in  the  first  resolved.  Delete  the 
words  “work  for  the  enactment  of  such  enabling  legisla- 
tion” in  the  second  resolved.  Add  a third  resolved. 

The  resolved  portion  of  Resolution  76-23  would  then 
read  as  follows: 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  concept  that  an  individual  of 
sound  mind  and  eighteen  years  of  age  or  older,  with  the 
concurrence  of  his/her  physician  and  his/her  family, 
may  execute  a document  directing  that  no  mainte- 
nance medical  treatment  be  utilized  for  the  prolonga- 
tion of  his/her  life  at  such  time  he/she  is  suffering  from 
a terminal  illness;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  direct  the  Committee  on  State  Legislation 
to  make  our  position  known  to  the  New  York  State 
Legislature;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  create  a special  committee  of  persons  which 
will  offer  its  professional  knowledge  and  experience  to 
the  appropriate  legislative  committee  in  an  ongoing 
creative  partnership  role. 

Your  reference  committee  recommends  approval  of 
Resolution  76-23  as  amended. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  76-23  as  amended  . . . 

Resolution  76-26,  No-Fault  Automobile  Insurance 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  current  no-fault  automobile  insur- 
ance law  has  been  remiss  in  stopping  the  escalating 
cost  of  automobile  insurance;  and 

Whereas,  The  law,  as  currently  written,  is  subject  to 
many  abuses  from  all  segments  of  society;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  urging  major  revisions  or 
possible  repeal  of  the  no-fault  automobile  insurance 
law. 

Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 
presented  by  Robert  J.  O’Connor,  M.D.,  Chairman. 

Your  reference  committee  agrees  with  the  intent  of  this 
resolution.  However,  we  feel  the  Medical  Society  of  the 
State  of  New  York  should  declare  itself  ready  and  available 
to  assist  in  revisions  and  implementations  of  the  law  to 
make  it  more  effective  and  responsive  to  public  need,  and 
should  so  inform  the  appropriate  agencies  and  bodies  in 
writing. 

Your  reference  committee  recommends  that  Resolution 
76-26  be  referred  to  the  Council. 

. . . The  House,  after  discussion,  voted  to  REFER 
Resolution  76-26  to  the  Council . . . 

Resolution  76-34,  Implementation  of  Resolution 
74-81 

Introduced  by  Medical  Society  of  the  County  of  Queens 

Whereas,  In  1974  the  House  of  Delegates  passed 
Resolution  74-81  as  follows:  “Mandatory  Assignment 
of  Benefits 

“Whereas,  certain  third  party  payors  have  taken 
away  from  their  policy  holders  the  right  to  assign 
benefits  legally  due  them;  and 

“Whereas,  this  action  has  resulted  in  two  types 
of  physicians,  namely,  those  who  participate  in  the 
plans  and  those  who  do  not;  and 

“Whereas,  a significant  number  of  claims  have 
been  paid  directly  to  patients  who  then  pocket  the 
money  and  do  not  pay  the  doctor;  and 
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“ Whereas , the  Judicial  Council  of  the  American 
Medical  Association  has  ruled  that  physicians  must 
sign  claim  forms  even  if  their  bills  have  not  been 
paid,  and  to  resort  to  legal  means  to  collect  their  un- 
paid bills  if  the  patient  does  not  turn  the  funds  over 
to  the  physicians;  and 

“Whereas,  this  usually  results  in  an  adversary 
proceeding  rapidly  increasing  the  costs  of  profes- 
sional liability  insurance;  and 

“ Whereas , this  places  the  physician  in  the  posi- 
tion of  not  being  able  to  receive  his  fee  without  a 
lawsuit,  with  the  insertion  of  a capricious  counter 
claim  by  the  patient  as  a defense;  therefore  be  it 
“Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  strongly  urge  and  encourage  the  Super- 
intendent of  Insurance  in  this  State  to  mandate  that 
such  third  party  payors  permit  their  insureds  to  as- 
sign benefits  to  their  physicians;  and  be  it  further 
“Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  urge  and  encourage  third  party  payors 
to  continue  or  resume  assignment  of  benefits  to 
treating  physicians.” 

Whereas,  Third  party  payors  who  do  not  give  their 
policyholders  the  right  to  assign  benefits  are  the  ones 
whose  rates  do  not  reflect  the  increased  costs  of  medi- 
cal practice,  including  malpractice  insurance  costs; 
and 

Whereas,  This  imposes  a financial  hardship  on  phy- 
sicians in  their  doctor-patient  relationship  regarding 
financial  matters;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  reiterate  its 
desire  to  carry  out  the  intent  of  Resolution  74-81;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  draw  up  the  necessary  legislative  proposals 
promptly  for  prefiling  before  the  onset  of  the  1977-78 
legislative  session,  if  such  be  necessary  upon  advice  of 
our  Counsel. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Robert  J.  O’Connor,  M.D.,  Chairman. 

Your  reference  committee  discussed  Resolution  76-34 
and  calls  the  attention  of  the  House  of  Delegates  to  the 
following  letter,  dated  April  19,  1974  from  Henry  Fineberg, 
M.D.,to  Benjamin  R.  Schenk,  Superintendent  of  Insurance, 
expressing  the  intent  of  Resolution  74-81,  namely,  Man- 
datory Assignment  of  Benefits: 

“Dear  Sir: 

“The  enclosed  Resolution  74-81,  “Mandatory  As- 
signment of  Benefits”,  was  adopted  by  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of  New 
York  at  its  annual  meeting  in  February. 

“In  accordance  with  the  instructions  of  the  House, 
we  would  urge  and  encourage  you  as  Superintendent  of 
Insurance  to  mandate  that  certain  third  party  payors, 
who  have  taken  away  from  their  policy  holders  the 
right  to  assign  benefits  legally  to  them,  permit  their  in- 
sureds to  assign  benefits  to  their  physicians. 

Your  cooperation  in  carrying  out  the  intent  of  this 
resolution  will  be  appreciated.” 

Your  reference  committee  requests  that  follow-up  let- 
ters be  written  to  the  current  Superintendent  of  Insurance 
reiterating  the  intent  of  this  resolution. 

Your  reference  committee  recommends  approval  of 
Resolution  76-34. 


. . . The  House,  after  discussion,  voted  to  AP- 
PROVE IN  PRINCIPLE  and  REFER  to  the  Coun- 
cil Resolution  76-34  . . . 

Resolution  76-35,  Proposed  Repeal  of  Triplicate 
Prescription  Law 

Introduced  by  Medical  Society  of  the  County  of  Queens 

Whereas,  The  Triplicate  Prescription  Law  was  per- 
petrated (without  due  regard  of  the  wishes  of,  or  the 
deleterious  effects  on  patients  and  practitioners)  by 
the  devious  expedient  of  attaching  it  to  another  bill — 
(the  Controlled  Substances  Act  of  1972);  and 

Whereas,  It  is  a meaningless  and  ineffectual  instru- 
ment, which,  despite  protestation  to  the  contrary,  has 
had  little  effect  on  drug  abuse  since  the  great  traffic  is 
in  underworld  control,  and,  in  fact,  during  the  United 
States  District  Court  trial  it  was  revealed  that  only  one 
case  of  drug  abuse  was  uncovered  by  this  law  since  it 
has  been  in  effect  (actually  it  has  been  less  effective 
than  the  conventional  prescription  surveillance);  and 

Whereas,  This  law  punishes  all  the  doctors  with  the 
hope  of  catching  an  occasional  culprit;  and 

Whereas,  This  law  did  not  prevent  theft  of  prescrip- 
tions— about  9,000  were  stolen  in  just  one  year  in  Illi- 
nois, and  in  New  York  there  have  been  about  574 
krTown  thefts  totaling  35,000  prescriptions, — and 
other  states  have  been  reluctant  to  release  the  extent 
of  their  thefts;  and 

Whereas,  We  were  led  to  believe  that  the  three  other 
states,  which  have  had  this  law  foisted  on  them,  had 
expressed  universal  acceptance — when  in  fact,  in  di- 
rect communication,  their  enthusiasm  was  less  than 
evident;  and 

Whereas,  The  divulging  of  the  patient’s  name  on  the 
Triplicate  Prescription,  for  computer  recording,  is  a 
breach  of  professional  confidentiality  and  has  already 
been  declared  unconstitutional  by  the  Supreme  Court, 
causing  the  patient’s  name  to  be  deleted  from  the  pre- 
scription; and 

Whereas,  This  law  is  an  interference  with  the  Doc- 
tor’s License  to  practice  his  profession  in  confidence, 
and  represents  the  intervention  of  the  State  in  the 
physician-patient  relationship;  and 

Whereas,  The  only  visible  reason  for  continuing  this 
bureaucratic  law,  which  was  foisted  on  the  public,  is 
the  obvious  threat  of  elimination  to  the  entrenched 
and  costly  bureaucracy  which  has  been  set  up — (the 
purchase  of  the  original  batch  of  prescriptions  alone 
was  said  to  be  about  $600,000,  plus  the  cost  of  ware- 
house storage)  to  which  is  now  added  computer  and 
other  equipment  costs;  personnel,  space  rental,  inves- 
tigative costs,  and  other  sinecures — all  adding  up  to 
too  great  an  amount  for  anyone  to  admit  as  a blunder; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  every  effort  to  repeal  this  infamous 
and  wasteful  Triplicate  Prescription  Law,  and  return 
to  the  conventional,  ethical  method  of  prescription 
which  will  yield  at  least  as  much  surveillance  of  the 
drug  situation  as  the  Triplicate  Prescription. 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Robert  J.  O’Connor,  M.D.,  Chairman. 
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The  reference  committee  recommends  that  the  sixth 
whereas  he  amended  by  the  addition  of  the  following  words 
“unanimously”  and  "a  five  judge  U.S.  Circuit  Court  of 
Appeals,”  deleting  the  words  “the  Supreme  Court"  and  the 
addition  of  the  phrase  “and  a final  decision  on  thisyssue 
is  expected  this  winter  by  the  U.S.  Supreme  Court.” 

The  sixth  whereas  would  then  read  as  follows: 

Whereas,  The  divulging  of  the  patient’s  name  on  the 
Triplicate  Prescription,  for  computer  recording,  is  a 
breach  of  professional  confidentiality  and  has  already 
been  unanimously  declared  unconstitutional  by  a five 
judge  U.S.  Circuit  Court  of  Appeals,  causing  the  pa- 
tient’s name  to  be  deleted  from  the  prescription;  and  a 
final  decision  on  this  issue  is  expected  this  winter  by 
the  U.S.  Supreme  Court. 

Resolution  76-35  was  discussed  in  detail  by  your  refer- 
ence committee.  In  view  of  the  supplemental  report  of  the 
Committee  on  State  Legislation,  which  requests  that 
MSSNY  recommend  to  the  State  Legislature  that  an  in- 
vestigation be  conducted  to  determine  the  cost  effective- 
ness of  a triplicate  prescription  law  in  achieving  the  pur- 
pose for  which  it  was  enacted,  and  to  justify  continuation 
of  the  program  in  view  of  the  costs  involved,  the  reference 
committee  recommends  that  Resolution  76-35  as  amended 
be  referred  to  the  Council. 


. . . The  House  voted  to  REFER  Resolution  76-35 
to  the  Council . . . 


Resolution  76-63,  Medical  Liability  Mutual  Insur- 
ance Company — Additional  Insurance 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  It  is  costly  for  a doctor  to  defend  himself 
when  he  is  involved  in  a trial  case;  and 

Whereas,  This  frequently  leads  to  a substantial  loss 
of  income  to  the  physician;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  the  Medical  Liability  Mutual 
Insurance  Company  offer  another  line  of  insurance 
that  will  pay  a doctor  a stipend  while  he  is  on  trial. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Robert  J.  O’Connor,  M.D.,  Chairman. 

Your  reference  committee  amended  the  resolved  portion 
of  Resolution  76-63  by  the  addition  of  the  word  “recom- 
mend” and  the  deletion  of  the  word  “approve.” 

The  resolved  portion  would  then  read  as  follows: 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  the  Medical  Liability  Mu- 
tual Insurance  Company  offer  another  line  of  insur- 
ance that  will  pay  a doctor  a stipend  while  he  is  on 
trial. 

This  resolution  was  discussed  by  the  reference  com- 
mittee and  we  are  informed  by  the  Medical  Liability  Mu- 
tual Insurance  Company  representatives  that  this  is  al- 
ready under  consideration.  Your  reference  committee, 
therefore,  recommends  approval  of  Resolution  76-63  as 
amended. 

. . . The  House  voted  to  ADOPT  Resolution  76-63 

as  AMENDED.  . . 


Resolution  76-65,  Guidelines  for  Second  Opinion 
in  Elective  Surgery 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  been  encouraged  to  oppose  the  implementa- 
tion of  Chapter  76  of  the  Laws  of  New  York— 1976; 
and 

Whereas,  The  Medical  Society  may  not  be  success- 
ful in  the  implementation  of  this  request;  and 

Whereas,  The  physicians  in  New  York  State  should 
receive  guidelines  with  respect  to  the  implementation 
of  Chapter  76;  and 

Whereas,  At  least  one  County  Medical  Society  has 
adopted  eight  (8)  essential  program  controls  regarding 
surgical  consultations;  therefore  be  it, 

Resolved,  That  the  following  guidelines  in  the  exe- 
cution of  such  a program  be  instituted: 

a.  The  program  must  be  completely  voluntary — a 
voluntary  right  of  the  patient. 

b.  It  must  include  the  written  opinion  of  the  first 
surgeon. 

c.  Patient  must  have  right  to  consultation,  even  if 
the  first  physician  advised  against  surgery. 

d.  Patient  must  have  free  choice  of  any  qualified 
physician — and  board-certified  specialist  of  his 
choice. 

e.  Follow-up  must  be  at  least  10  years. 

f.  Consultant  must  be  legally,  ethically,  and  morally 
responsible  for  the  results  of  any  adverse  opin- 
ion. 

g.  First  physician  must  not  make  any  recommen- 
dation as  to  who  the  second  consultant  should 
be. 

h.  Evaluation  of  results  should  not  be  handled  by 
“top-level”  management,  but  should  be  handled 
by  qualified  physicians  and  scientists  involved  in 
active  clinical  practice. 

and  be  it  further 

Resolved,  That  a copy  of  this  resolution  fie  trans- 
mitted to  the  Commissioner  of  Health  for  his  consider- 
ation in  modifying  the  Chapter  76  program. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Robert  J.  O’Connor,  M.D.,  Chairman. 

Your  reference  committee  amended  Resolution  76-65 
as  follows: 

Delete  the  words  “been  encouraged  to  oppose”  and  insert 
the  words  “brought  suit  to  prevent”  in  the  first  whereas. 
Delete  the  second  and  third  whereas. 

Delete  the  words  “in  the  execution  of  such  a program” 
in  the  first  resolved. 

Delete  the  words  “qualified  physician  and  board-certi- 
fied specialist  of  his  choice”  and  insert  the  w>  >rds  “physi- 
cian qualified  in  the  specialty  under  consideration”  in 
paragraph  d.  of  the  first  resolved. 

Delete  paragraphs  e.,  f.,  g.,  and  h.  in  the  first  resolved. 
Delete  the  words  “for  his  consideration  in  modifying  the 
Chapter  76  program”  in  the  second  resolved. 

Resolution  76-65  would  then  read  as  follows: 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  brought  suit  to  prevent  the  implementation 
of  the  objectionable  parts  of  Chapter  76  of  the  Laws  of 
New  York — 1976;  and 
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Whereas,  At  least  one  County  Medical  Society  has 
adopted  eight  (8)  essential  program  controls  regarding 
surgical  consultations;  therefore  be  it 

Resolved,  That  the  following  guidelines  be  institut- 
ed: 

a.  The  program  must  be  completely  voluntary — a 
voluntary  right  of  the  patient. 

b.  It  must  include  the  written  opinion  of  the  first 
surgeon. 

c.  Patient  must  have  right  to  consultation  even  in 
the  first  physician  advised  against  surgery. 

d.  Patient  must  have  free  choice  of  any  physician 
qualified  in  the  specialty  under  consideration. 

and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be  trans- 
mitted to  the  Commissioner  of  Health. 

Your  reference  committee  recommends  that  Resolu- 
tion 76-65  as  amended  be  referred  to  the  Council. 


. . . The  House,  after  discussion,  voted  to  REFER 
Resolution  76-65  as  AMENDED  to  the  Council  . . . 

Resolution  76-80,  Medical  Liability  Mutual  Insur- 
ance Company  (Premium  Increases) 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  Medical  Liability  Mutual  Insurance 
Company  is  a physician-owned  and  managed  compa- 
ny; and 

Whereas,  The  size  of  the  annual  malpractice  premi- 
um is  already  at  a near  catastrophic  level  for  most 
practitioners;  and 

Whereas,  The  Medical  Liability  Mutual  Insurance 
Company  is  purported  to  be  functioning  on  a com- 


pletely different  and  higher  level  of  performance  in  de- 
fending malpractice  claims  than  previous  companies; 
and 

Whereas,  Responsiveness  to  physician-policy  hold- 
er opinion  was  promised  by  the  officers  of  the  Compa- 
ny; therefore  be  it 

Resolved,  That  the  officers  and  Board  of  Directors 
of  the  Medical  Liability  Mutual  Insurance  Company 
be  carefully  questioned  before  the  House  of  Delegates 
and  be  asked  to  respond  in  no  uncertain  terms  as  to 
whether  or  not  there  have  been  discussions  concerning 
subsequent  premium  increases  with  the  Superinten- 
dent of  Insurance;  and  be  it  further, 

Resolved,  That  the  House  of  Delegates  request  that 
there  be  no  further  premium  increases  until  such  time 
as  the  Medical  Liability  Mutual  Insurance  Company’s 
own  performance  record  can  be  used  as  the  basis  for 
making  these  premium  adjustments. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  Robert  J.  O’Connor,  M.D.,  Chairman. 

In  view  of  the  fact  that  this  problem  was  discussed  in 
great  detail  with  the  officers  of  the  Medical  Liability  Mu- 
tual Insurance  Company,  the  reference  committee  rec- 
ommends disapproval  of  Resolution  76-80. 

. . . The  Speaker,  on  advice  of  General  Counsel, 
RULED  Resolution  76-80  to  be  OUT  OF  ORDER; 
since  the  insurance  company  is  a separate  legal  entity, 
the  State  Society  can  request  certain  action  but  cannot 
order  it. 

. . . The  House  voted  to  ADOPT  the  reference  com- 
mittee report  as  a whole  as  AMENDED  . . . 
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EDUCATION 


COMMISSION  ON  EDUCATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  membership  of  the  Commission  on  Education  is  as 


follows: 

Bernard  J.  Pisani,  M.D.,  Chairman New  York 

William  A.  Bauman,  M.D New  York 

Marvin  L.  Bloom,  M.D Erie 

Milton  Helpern,  M.D New  York 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Joseph  G.  Zimring,  M.D Nassau 


I In  January  1976  the  Commission  on  Education  was 
created  because  of  the  increased  demands  of  the  Medical 
Society  of  the  State  of  New  York’s  developing  activities  in 
Continuing  Medical  Education.  The  format  of  the  Com- 
mission and  its  committees  has  been  described  in  the  report 
of  the  executive  vice-president. 

The  Committee  on  Continuing  Medical  Education  has 
held  many  meetings  since  the  last  annual  meeting  of  the 
House  of  Delegates.  It  has  been  developing  a methodology 
for  assisting  New  York  physicians  to  fulfill  the  mandate 
requiring  continuing  medical  education,  and  it  has  coop- 
erated in  several  meetings  of  the  Steering  Committee  for 
the  projected  Statewide  Council  on  CME.  The  report  of 
this  committee,  written  by  its  chairman,  Marvin  L.  Bloom, 
M.D.,  should  be  read  and  absorbed  by  all  delegates  be- 
fore the  deliberations  of  the  House  begin. 

The  commission  is  also  involved  in  setting  up  a Com- 
mittee on  Surveys  and  a Committee  on  Accreditation. 
These  committees  will  be  involved  in  surveying  and  rec- 
ommending approval  of  those  institutions  throughout  New 
York  State  with  locally  oriented  CME  programs  which  wish 
to  be  able  to  designate  these  programs  under  the  American 
Medical  Association-Physician’s  Recognition  Award 
Program  as  meeting  the  criteria  for  category  1 credits. 
Surveys  have  already  been  completed  and  the  commission 
plans  to  provide  a listing  of  all  approved  institutions  in 
New  York  State  by  the  time  the  House  of  Delegates  meets 
in  November. 

Although  this  is  a newly  created  commission,  its  activi- 
ties are  ongoing  and  all  members  are  advised  to  read  the 
committee  reports  in  order  to  keep  themselves  informed 
of  these  important  MSSNY  activities. 

The  chairman  wishes  to  thank  all  the  chairmen  and 
members  of  the  committees  for  their  sterling  work  and 
contributions  to  MSSNY.  He  would  also  like  to  express 
his  thanks  to  the  staff  of  the  Division  of  Scientific  Activities 
for  the  many  instances  of  help  he  has  received. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman. 

Your  reference  committee  notes  that  since  the  last  an- 
nual meeting  of  the  Medical  Society  of  the  State  of  New 
York  in  February,  1975,  the  Commission  on  Education  and 
Public  Health  has  been  divided  into  two  commissions;  one 
on  Education  and  one  on  Public  Health. 

The  committee  calls  to  your  attention  the  Report  of  the 
Commission  on  Education  and  in  particular  the  activities 


of  the  Committee  on  Surveys  of  locally  oriented  Continuing 
Medical  Education  programs  throughout  New  York  State 
for  those  who  wish  to  be  designated  in  the  program  under 
the  American  Medical  Association — Physician’s  Recog- 
nition Award  Program  as  meeting  the  criteria  for  category 
1 credits. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report .... 

CONTINUING  MEDICAL  EDUCATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Continuing  Medical 


Education  are  as  follows: 

Marvin  L.  Bloom,  M.D.,  Chairman  Erie 

Louis  J.  Delli-Pizzi,  M.D Queens 

Peter  B.  Farnsworth,  M.D Westchester 

William  C.  Felch,  M.D Westchester 

George  Himler,  M.D New  York 

Philip  I.  Levitan,  M.D Suffolk 

William  P.  Nelson,  III,  M.D Albany 

Ward  L.  Oliver,  M.D Albany 

Robert  Lee  Patterson,  Jr.,  M.D New  York 

Theodore  J.  Prowda,  M.D Oneida 

Charles  D.  Sherman,  Jr.,  M.D Oneida 

Morris  Theodore  Tanenhaus,  M.D Kings 

Thomas  W.  Mou,  M.D.,  Advisor Albany 

Jackson  Riddle,  M.D.,  Advisor  Albany 

Julia  Freitag,  M.D.,  Advisor  Albany 


The  Past  Year:  General  Reflections.  During 

1975-1976,  the  committee  witnessed  more  major  changes 
in  continuing  education  than  occurred  in  a decade.  Some 
of  these  changes  came  about  because  of  the  committee’s 
recommendations;  others  originated  elsewhere  in  the  So- 
ciety; and  still  others  came  from  outside  medicine. 

The  committee’s  proposal,  to  create  a new  Statewide 
Continuing  Education  Council  in  partnership  with  the 
other  major  educational  sponsors,  has  been  endorsed  by 
actions  of  the  House  of  Delegates  and  the  Council. 

MSSNY  has  split  the  Commission  on  Public  Health  and 
Education  into  two  components.  The  new  Commission 
on  Education  is  headed  by  3ernard  J.  Pisani,  M.D. 
Therefore,  the  Committee  on  Continuing  Medical  Edu- 
cation reports  to  Dr.  Pisani,  with  staff  support  from  the 
Division  of  Scientific  Activities,  headed  by  George  J. 
Lawrence,  Jr.,  M.D.  MSSNY  has  authorized  significantly 
expanded  central  staff  activities  in  continuing  education, 
and  has  assigned  funds  accordingly.  One  new  assignment 
has  been  to  develop  procedures  to  implement  the  AMA- 
Physician’s  Recognition  Award  program  in  New  York 
State.  Another  committee  concern  has  been  to  work 
toward  the  design  of  central  operations  to  inform,  assist, 
and  monitor  the  membership,  when  the  CME  requirement 
is  initiated.  At  the  time  that  the  House  of  Delegates  voted 
to  require  CME,  various  details  and  the  effective  date  were 
not  set.  The  committee  was  asked  to  make  recommen- 
dations. 

Relationship  with  the  Interspecialty  Committee. 

The  committee  has  worked  closely  with  the  MSSNY  In- 
terspecialty Committee,  realizing  that  a process  must  be 
established  to  periodically  identify  CME  needs  along 
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specialty  lines.  In  order  to  clarify  the  administrative 
identity  of  this  relationship  between  these  two  committees, 
the  CME  Committee  was  asked  to  state  a formal  charge. 

as  follows: 

“The  Committee  on  Continuing  Medical  Education 
is  involved  in  the  development  and  implementation  of 
a Statewide  coordinated  system  of  effective  continuing 
medical  education.  The  committee,  in  its  delibera- 
tions, has  always  recognized  that  the  professional  spe- 
cialty societies  must  play  a crucial  role  if  the  goal  of 
meaningful  continuing  medical  education  programs  is 
to  be  attained. 

“The  Committee  on  Continuing  Medical  Education 
therefore  requests  that  the  MSSNY  Interspecialty 
Committee  accept  the  charge  of  involving  all  Statewide 
specialty  societies  in  this  effort;  stimulating  them  to 
design,  sponsor,  implement,  and  evaluate  programs 
tailored  specifically  to  the  needs  of  the  members  of 
each  particular  society;  to  establish  broad  guidelines 
applicable  to  all  specialty  societies  and  to  interrelate 
programs  where  necessary;  and  to  cooperate  with  the 
Committee  on  Continuing  Medical  Education  so  that 
a meaningful  overall  program  to  meet  determined  and 
differentiated  educational  needs  can  be  achieved.” 

Continuing  Education,  a Public  Issue.  Recent  po- 
litical and  public  discussions  have  made  CME  a public 
issue,  quite  ignoring  the  attention  it  has  had  within  the 
profession  for  so  long.  More  than  in  any  other  profession, 
this  obligation  has  been  honored  by  observance.  The  heat 
of  public  ferment  about  CME  has  been  reflected  from 
controversies  about  medical  care  costs  and  malpractice 
insurance.  The  right  to  challenge  CME  observations  has 
been  claimed  on  the  basis  that  when  government  pays  costs 
it  presumes  the  right  to  reassurance  about  the  competence 
of  those  who  provide  medical  care.  Therefore,  the  external 
clamor  for  periodic  CME  documentation. 

The  Response  of  the  Committee.  In  response,  the 
committee  has  proposed  reorganization  of  the  CME  system 
under  a new  Statewide  five-sponsor  council  operating 
under  the  purview  of  the  Regents.  It  would  provide  a 
method  of  diversified  education  responsive  to  identified 
CME  needs  as  related  to  clinical  practice.  Participation 
would  be  documented,  it  would  be  available  to  all  physi- 
cians, and  there  would  be  equitable  procedure  to  deal  with 
noncompliance.  The  five  sponsors  would  include  the 
MSSNY,  the  Associated  Medical  Schools  of  New  York,  the 
collective  specialty  societies,  the  Department  of  Health  and 
the  Department  of  Education  Under  the  new  council, 
there  would  be  organized  periodic  study  of  the  differen- 
tiated specialty  educational  needs,  promotion  of  relevant 
Statewide  programs,  documentation  of  individual  partic- 
ipation and  opportunity  for  evaluation  of  educational 
impact  on  health  care.  Thereby,  there  would  be  a single 
representative  and  accountable  voice  to  speak  for  con- 
tinuing medical  education. 

For  several  years,  on  invitation  from  the  MSSNY — CME 
Committee,  these  five  sponsors  have  been  meeting  to- 
gether. Currently,  there  is  a proposal  being  drafted  for  the 
Regents  which  has  been  approved  by  the  Department  of 
Health,  MSSNY,  and  the  Associated  Medical  Schools; 
awaiting  ratification  by  the  specialty  societies  and  the 
Department  of  Education. 

From  the  standpoint  of  continuing  medical  education, 
two  major  actions  were  taken  by  the  MSSNY’s  House  of 


Delegates  at  its  meeting  in  Rochester  in  the  Fall  of  1975. 
The  House  of  Delegates  passed  a resolution  making  con- 
tinuing medical  education  compulsory  for  membership  in 
MSSNY.  The  concept  to  join  with  the  other  four  sponsors 
in  a Statewide  system,  as  described  above,  was  approved. 

Act  // 1261.  Meanwhile,  we  have  been  confronted  with 
Act  # 11261,  which  was  proposed  to  the  Assembly  of  the 
State  of  New  York  at  the  request  of  the  State  Education 
Department.  This  came  about  because  of  a recommen- 
dation (to  the  Education  Department)  by  the  Board  of 
Medicine  of  the  State  of  New  York,  which  is  a body  com- 
posed of  approximately  23  physicians  (appointed  by  the 
State  Education  Department).  The  stated  purpose,  of  Act 

# 11261,  is  as  follows:  “To  provide  for  approved  programs 
of  education  in  medicine  and  to  require  practicing  physi- 
cians to  complete  such  programs  as  a condition  for  the  re- 
newal of  their  biennial  registration  and  right  to  continue 
to  practice  medicine.” 

The  expressed  motivation,  to  mandate  regulation  of 
continuing  medical  education  by  the  State  Education 
Department,  has  been  stated  to  be  based  on  the  premise 
that,  if  New  York  State  were  to  not  adopt  such  a regulation, 
it  would  be  vulnerable  to  Federal  intervention.  A second 
premise,  behind  urging  Act  #11261,  would  be  that  the 
State  Board  for  Medicine  feels  that  registered  attendance 
at  postgraduate  exercises  would  be  the  best  way  to  reassure 
the  public.  In  addition,  members  of  the  State  Board  for 
Medicine  have  stated  that  their  impetus  behind  urging  Act 

# 11261,  is  their  concern  about  possible  incompetence  on 
the  part  of  a minority  of  physicians  in  the  State  who  are 
believed  to  neglect  continuing  education. 

Proposed  Act  #11261  states:  “Each  applicant  for  re- 
newal of  biennial  registration,  pursuant  to  section  #6502 
of  the  Education  Law,  shall  present  satisfactory  evidence 
of  the  completion  of  the  requirement  of  continuing  edu- 
cation in  medicine  approved  by  the  Department  in  ac- 
cordance with  regulations  of  the  Commissioner  of  Edu- 
cation.”  Thereby  the  Commissioner  of  Education  would 
be  given  purview  over  the  content  and  conduct  of  con- 
tinuing medical  education  and  would  be  authorized  to 
enforce  compliance.  A new  paragraph,  Number  9,  would 
be  added  to  the  Education  Law,  Section  #6524:  “To 
authorize  the  Commissioner  of  Education  to  adopt  regu- 
lations, relating  to  approval  of  courses  in  continuing  edu- 
cation, and  to  require  completion  of  such  courses  as  a 
condition  to  the  renewal  of  the  biennial  registration  re- 
quired by  Section  #6502  of  the  Education  Law.” 

The  committee  has  serious  reservations  about  Act 

# 11261.  In  the  first  place,  ours  is  a time  when  there  has 
been  public  objection  to  excesses  of  regulation.  In  the 
future,  new  regulations  could  be  established,  and  altered 
at  any  time,  by  the  Commissioner  of  Education  as  autho- 
rized by  Act  # 1 1261.  Whereas  the  initial  draft  of  regu- 
lations, as  presented,  would  seem  to  be  very  flexible,  and 
well  suited  to  the  continuing  education  of  most  physicians, 
these  regulations  could  be  altered  at  any  time  by  the 
Commissioner.  Thereafter,  should  the  medical  profession 
or  the  Medical  Society  take  objection  to  regulations  of  the 
State  Education  Department,  recourse  would  be  difficult 
and  obtainable  only  through  the  courts  or  through  new 
legislation. 

The  committee  feels  that  the  present  system  and  the 
proposed  new  Statewide  CME  structure  provide  a healthy 
sharing  of  power  in  medicine,  wherein  the  universities 
control  medical  education  and  graduate  medical  education. 
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sharing  this  power  informally  but  effectively  with  the 
medical  specialties  and  with  organized  medicine  through 
the  AMA.  At  the  same  time,  the  practice  of  medicine  is 
overlooked  effectively  by  many  parties,  including  the 
specialty  boards,  the  AMA,  MSSNY,  the  State  health 
Department,  the  State  Education  Department,  the  county 
societies,  regional  hospitals,  and  medical  schools.  Should 
Act  # 11261  be  passed  by  the  Legislature,  there  would  be 
an  abrupt  and  formidable  change  in  the  power  structure. 
In  the  opinion  of  the  committee,  it  would  be  far  better  to 
preserve  checks  and  balances  of  the  present  system  through 
a Statewide  education  process  operated  cooperatively  by 
the  five  sponsors. 

A Precis  of  Activities  During  the  Past  Year.  Since 
the  Fall  of  1975  when  the  House  of  Delegates  decided  to 
require  continuing  education  for  MSSNY  membership,  the 
committee  has  been  working  with  George  J.  Lawrence,  Jr., 
M.D.,  the  Director  of  the  Division  of  Scientific  Activities, 
to  prepare  procedures  for  the  time  that  the  mandate  would 
be  put  into  effect. 

The  committee  voted  to  recommend  to  the  Bylaws 
Committee  and  the  House  of  Delegates  that  the  mandate 
for  participation  in  CME  become  effective  January  1,  1981. 
The  committee  also  will  recommend  to  the  House  of  Del- 
egates that  any  of  the  following  criteria  may  be  used  by 
physicians  to  demonstrate  this  participation: 

1.  By  attaining  AMA-PRA  during  the  previous 
three  years. 

2.  By  satisfying  the  continuing  education  require- 
ment of  a national  medical  specialty  organization  dur- 
ing the  previous  three  years. 

3.  By  successfully  completing  a formal  self-e\Talua- 
tion  examination  developed  by  one  of  the  recognized 
specialty  societies  during  the  previous  three  years. 

4.  By  successfully  passing  a certification  or  a recer- 
tification examination  offered  by  one  of  the  specialty 
boards  during  the  previous  three  years. 

5.  By  obtaining  a certificate  of  special  competence 
from  one  of  the  specialty  boards  during  the  previous 
three  years. 

6.  By  serving  as  a resident  during  the  previous 
three  years  in  an  approved  training  program. 

Now  that  MSSNY  has  activated  the  AMA  Physician’s 
Recognition  Award,  the  committee  has  been  at  work  to 
expedite  recruitment  of  ad  hoc  accreditation  survey  teams 
and  to  constitute  a small  accreditation  committee. 

Pursuant  to  the  establishment  of  the  five-sponsor 
Statewide  continuing  education  system,  a small  steering 
committee  has  been  drafting  a proposal  to  be  presented  to 
the  Regents.  This  would  require  ratification  by  all  five 
sponsors.  The  following  draft  (A)  has  already  been  ratified 
by  the  Department  of  Health  and  MSSNY.  Another  draft 
(B)  was  submitted  by  the  Associated  Medical  Schools  of 
New  York,  and  this  will  be  circulated.  It  may  be  noted  that 
we  are  very  close  to  final  agreement  about  the  wording  to 
be  submitted  to  the  Regents. 


DRAFT  A OF  CHARTER  FOR  NEW  YORK  STATE  CONTINUING  MEDICAL 
EDUCATION  COUNCIL 

We,  the  undersigned,  all  being  persons  of  full  age, 
and  at  least  two  thirds  of  our  number  being  citizens  of 
the  United  States  and  one  a resident  of  the  State  of 
New  York,  desiring  to  form  a corporation  under  the 


Education  Law,  do  hereby  apply  to  the  Regents  of  the 
University  of  the  State  of  New  York  for  a provisional 
charter  to  be  granted  pursuant  to  the  provision  of  sec- 
tion 216  of  such  law,  and  do  make,  sign,  and  acknowl- 
edge the  following  statement: 

First:  The  name  of  the  proposed  corporation  is  Con- 

tinuing Education  Council  of  the  State  of  New 
York,  in  which  there  would  be  representation 
from  the  collective  professional  medical  spe- 
cialty societies,  the  collective  medical  schools, 
the  New  York  State  Department  of  Health,  the 
New  York  State  Department  of  Education,  and 
the  Medical  Society  of  the  State  of  New  York. 
Second.  The  purposes  for  which  such  corporation  is  to 
be  formed  are: 

a.  To  encourage,  evaluate  and  coordinate 
continuing  medical  education  programs 
for  New  York  State  physicians. 

b.  To  identify  periodically  the  various  con- 
tinuing education  needs  of  all  physicians 
of  the  State. 

c.  To  develop  Statewide  documentation 
procedures,  for  physicians  participating 
in  continuing  medical  education  activi- 
ties. 

d.  To  foster  a Statewide, approach  for  Con- 
tinuing Medical  Education;  using  rele- 
vant educational  means  for  continuous 
improvement  of  the  quality  of  medical 
care. 

Third:  The  proposed  corporation  is  to  be  a nonstock 

corporation  organized  and  operated  exclusively 
for  educational  purposes,  and  no  part  of  the  net 
earnings  of  the  corporation  shall  inure  to  the 
benefit  of  any  individual;  and  no  officer, 
member,  or  employee  of  the  corporation  shall 
receive  or  be  entitled  to  receive  any  pecuniary 
profit  from  the  operations  thereof,  except  rea- 
sonable compensation  for  services. 

Fourth:  The  institution  to  be  maintained  by  the  pro- 
posed corporation  is  to  be  located  at  420 
Lakeville  Road,  Lake  Success,  New  York 
11040. 

Fifth:  The  number  of  Directors  is  intended  to  be  not 

more  than  25,  nor  less  than  5,  with  equal  repre- 
sentation of  each  of  the  5 sponsoring  groups. 

(DRAFT  B SUBMITTED  JUNE  9,  1976  BY  ASSOCIATED  MEDICAL 
SCHOOLS  OF  NEW  YORK) 

CHARTER  FOR  NEW  YORK  STATE  CONTINUING  MEDICAL 
EDUCATION  COUNCIL 

(The  Preamble,  First,  Third,  Fourth  and  Fifth  sections 
are  specified  and  identical) 

Second:  The  purpose  for  which  such  corporation  is  to 

be  formed  is  to  foster  a Statewide  approach  for 
Continuing  Medical  Education,  Using  relevant 
educational  means,  to  improve  the  quality  of 
medical  care,  by 

a.  making  periodic  determinations  of  the 

needs  for  continuing  medical  edu- 
cation, 

b.  encouraging  continuing  medical  edu- 

cational programs  for  New  York 
State  physicians, 

c.  developing  procedures  for  documenting 

physician  participation  in  con- 
tinuing medical  education,  and 
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d.  maintaining  a registry  of  ongoing  con- 
tinuing medical  educational  pro- 
grams. 

Future  Expectations  of  the  Committee.  The  com- 
mittee’s expectation  is  that  the  sponsors  will  have  ratified 
the  final  proposal  and  that  the  Regents  will  have  taken 
action  by  the  Fall  of  1976.  Meanwhile,  the  Division  of 
Scientific  Activities  of  MSSNY  will  have  assembled  a ca- 
pacity to  deal  with  increasing  responsibilities  in  Statewide 
accreditation  procedures  and  computer-oriented  data 
collection  of  continuing  education  activities.  Thereby,  the 
membership  would  have  a more  favorable  posture  to  ben- 
efit from  continuing  education  and  more  efficient  access 
to  medical  information  for  clinical  application. 

Respectfully  submitted, 

Marvin  L.  Bloom,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman. 

Your  reference  committee  heard  testimony  as  to  the 
activities  of  the  Committee  on  Continuing  Medical  Edu- 
cation  to  date.  We  wish  to  call  to  the  attention  of  the 
House  of  Delegates  the  response  of  this  committee  in 
proposing  the  reorganization  of  the  Continuing  Medical 
Education  system  under  a new  Statewide  five  sponsor 
council.  The  members  of  this  Council  will  be  the  Medical 
Society  of  the  State  of  New  York,  the  Association  of 
Medical  Specialty  Societies,  the  Associated  Medical 
Schools  of  New  York,  and  the  New  York  State  Department 
of  Health  and  the  New  Y ork  State  Department  of  Educa- 
tion. 

Representatives  from  these  five  bodies  have  held 
meetings  and  they  have  drafted  a charter  for  a New  York 
State  Continuing  Medical  Education  Council.  The  orig- 
inal draft  of  the  charter  for  the  New  York  State  Continuing 
Medical  Education  Council  was  drawn  up  and  signed  by 
these  five  bodies.  Subsequently,  legal  opinion  from  the 
State  Department  of  Education  was  that  the  signatures  of 
the  representatives  of  the  Department  of  Health  and  the 
Department  of  Education  had  to  be  withdrawn  because  of 
possible  conflicts  of  interest.  However,  these  two  de- 
partments still  actively  participate  in  the  activities  of  this 
Council;  and  in  testimony  brought  out  before  this  com- 
mittee, it  was  clear  that  it  was  the  intent  of  the  State  De- 
partment of  Education  and  the  State  Department  of 
Health  to  continue  their  activities  within  this  body. 

This  charter  application  was  signed  on  November  10, 
1976,  by  the  representatives  of  the  Medical  Society  of  the 
State  of  New  York,  the  Association  of  Medical  Specialty 
Societies,  and  the  Associated  Medical  Schools  of  New  York 
and  forwarded  to  the  New  York  State  Education  Depart- 
ment. 

Your  reference  committee  notes  that  the  Committee  on 
Continuing  Medical  Education  voted  to  recommend  to  the 
House  Committee  on  Bylaws  and  the  House  of  Delegates 
that  the  mandate  for  the  New  York  State  Continuing 
Medical  Education  Council  will  become  effective  March 
1,  1981.  This  committee  also  recommends  to  the  House 
of  Delegates  that  any  of  the  following  criteria  can  be  used 
by  physicians  to  demonstrate  this  participation: 

1.  By  obtaining  AMA-PRA  during  the  previous 

three  years. 


2.  By  satisfying  the  continuing  education  require- 
ments of  a national  medical  specialty  organization  dur- 
ing the  previous  three  years. 

3.  By  successfully  completing  a formal  self-evalua- 
tion examination  developed  by  one  of  the  recognized 
specialty  societies  during  the  previous  three  years. 

4.  By  successfully  passing  a certification  or  a recer- 
tification examination  offered  by  one  of  the  specialty 
boards  during  the  previous  three  years. 

5.  By  obtaining  a certificate  of  special  competence 
from  one  of  the  specialty  boards  during  the  previous 
three  years. 

6.  By  serving  as  a resident  during  the  previous 
three  years  in  an  approved  training  program. 

Your  reference  committee  recommends  adoption  of 
the  six  aforementioned  criteria  which  may  be  used  by 
physicians  to  demonstrate  their  participation  in  Con- 
tinuing Medical  Education. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
this  portion  of  the  reference  committee  report .... 

DATA  PROCESSING  IN  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Data  Processing  are 


as  follows: 

William  A.  Bauman,  M.D.,  Chairman New  York 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Alvin  H.  Freiman,  M.D New  York 

Elemer  R.  Gabrieli,  M.D Erie 

Robert  M.  Klein,  M.D Westchester 

Terence  W.  Murphy,  M.D Westchester 

Leon  Pordy,  M.D New  York 

Charles  T.  Ryder,  M.D New  York 

Edward  Vastola,  M.D Kings 

Sheldon  Zimberg,  M.D New  York 

Dr.  Philip  Aisen,  Advisor Bronx 

Mr.  Allan  C.  Anderson,  Advisor  Monroe 

Mr.  Thomas  C.  Gabriele,  Advisor Albany 

Dr.  Donald  M.  Shapiro,  Advisor  New  York 

Mr.  William  J.  Mueller,  Advisor  Onondaga 

Dr.  James  D.  Wharton,  Advisor  Albany 


The  committee  wishes  to  report  to  the  House  of  Dele- 
gates that  although  substitute  resolution  74-23  Ethical 
Health  Data  Centers,  and  resolution  74-26,  Initiation  of 
Effective  Public  Information  Effort  Explaining  Value  of 
Medical  Privacy,  were  passed  by  the  House  of  Delegates, 
it  sees  no  evidence  of  their  having  been  implemented.  The 
three  items  of  particular  concern  to  the  committee,  are: 

1.  that  the  MSSNY  support  the  creation  of  ethical 
health  data  centers; 

2.  that  the  MSSNY  in  cooperation  with  other  ap- 
propriate organizations,  create  an  agency  to  inspect, 
accredit,  and  regularly  visit  ethical  health  data  centers 
located  in  the  State  of  New  York; 

3.  that  the  MSSNY  initiate  an  effective  public  in- 
formation effort  explaining  the  value  of  medical  priva- 
cy, the  emerging  threat  to  medical  privacy,  and  the 
available  ways  to  conserve  privileged  medical  infor- 
mation. 

The  committee  continues  to  emphasize  the  need  for 
preserving  confidentiality  of  physician-patient  relation- 
ship. 
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The  committee  reviewed  computer  applications  of  cur- 
rent interest  to  the  medical  profession.  In  particular  it  was 
noted  that  computerized  axial  tomography  has  opened  a 
new  and  broad  aspect  for  diagnostic  evaluation.  The 
technique  publicized  in  medical  and  lay  publicatioit.-  will 
significantly  increase  specificity  of  diagnosis  and  will  alter 
management  of  disease.  A number  of  companies  have 
entered  the  market  to  produce  competitive  equipment 
which  could  lead  to  cost  reduction.  Unfortunately,  the 
high  cost  of  the  equipment  has  attracted  the  attention  of 
health  agencies  who  are  mandated  to  keep  health  expen- 
ditures down.  Injudicious  control  by  agencies  will  stifle 
development  and  impair  ultimate  cost  reduction  through 
limiting  the  competitive  market. 

Computer  based  hospital  information  systems  are  con- 
tinuing to  expand  in  both  complexity  and  numbers.  The 
strong  impetus  from  the  Professional  Service  Review  Or- 
ganizations underscores  the  need  for  a common  data  base 
within  hospitals  which  can  be  extracted  for  hospital  needs 
and  for  professional  review  purposes.  It  is  especially  im- 
portant that  information  entered  into  such  systems  be 
accurate  and  that  access  to  and  dissemination  of  infor- 
mation in  the  data  base  be  controlled  so  as  to  safeguard  the 
rights  of  the  patients  and  providers  of  health  services.  The 
committee  is  pledged  to  publicize  the  need  for  standards 
and  controls,  not  only  to  protect  the  public  but  also  to  en- 
courage the  growth  of  computer  based  information  han- 
dling in  an  ethical  manner. 

The  economics  and  improved  quality  of  computer  as- 
sisted electrocardiography  is  well  demonstrated.  Slow 
acceptance  of  this  diagnostic  modality  is  partially  ex- 
plained by  the  reluctance  of  practitioners  to  give  up  income 
generated  by  current  electrocardiographic  techniques.  In 
addition  comparative  studies  and  arrhythmia  analysis  have 
not  been  fully  developed.  Through  miniaturization  of 
electronics,  electrocardiography  is  being  refined  so  that  in 
the  future  selfcontained  computerized  electrocardiographic 
carts  will  replace  present  methods. 

Other  applications  of  computers,  including  patient 
management  with  computer  aid  (electrolytes,  fluids)  and 
fetal  monitoring,  are  becoming  essential  for  care  of  pa- 
tients. 

A major  problem  of  medical  information  processing  is 
related  to  our  present  haphazard  and  inconsistent  medical 
terminology.  Many  attempts  to  standardize  terminology 
have  been  made.  Some  methods  are  gaining  acceptance. 
(Dr.  Gabrieli  and  his  committee  in  Buffalo  are  heavily 
concerned  with  developing  an  acceptable  thesaurus  for 
medical  terminology.) 

The  committee  concurs  with  President  Emerson  that  the 
assumption  of  PSRO  functions  by  the  New  York  State 
Health  Department  may  seriously  impair  the  function  of 
the  Statewide  PSRO  organizations,  which  have  finally 
gained  acceptance  and  cooperation. 

Respectfully  submitted, 

William  A.  Bauman,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman. 

Your  reference  committee  notes  with  admiration  and 
approval  the  many  activities  of  the  Committee  on  Data 
Processing  as  outlined  in  their  report.  We  call  the  atten- 
tion of  the  House  of  Delegates  to  the  ever-increasing 
complexities  surrounding  data  processing  in  medicine  and 


the  area  surrounding  patients’  confidentiality.  We  urge 
the  members  of  the  House  to  study  this  report  and  to  be 
aware  of  the  potential  problems  that  can  emerge  from  this 
burgeoning  modality. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  .... 

FORENSIC  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Forensic  Medicine  are 


as  follows: 

Milton  Helpern,  M.D.,  Chairman  New  York 

Judith  M.  Lehotay,  M.D Erie 

Leslie  I.  Lukash,  M.D Nassau 

Arthur  A.  Stein,  M.D Albany 

Robert  L.  Sullivan,  M.D Schenectady 

Martin  F.  Hilfinger,  Jr.,  M.D Onondaga 

Sidney  B.  Weinberg,  M.D Suffolk 

William  Kaufmann,  M.D.,  Advisor Albany 


The  committee  did  not  meet  in  1976.  The  meeting 
was  scheduled  for  May  1976  but  a quorum  could  not  at- 
tend. 

The  chairman  testified  in  Albany  before  the  Assembly 
Legislative  Committee  as  the  representative  of  the  Med- 
ical Society  of  the  State  of  New  York  and  the  Health  and 
Hospitals  Corporation  of  New  York  City  on  April  21, 1975, 
at  which  time  he  pointed  out  that  it  was  never  intended 
that  medical  examiners  or  coroners  were  to  obstruct 
transplantation  of  human  organs  like  the  kidney  for  which 
consent  has  been  obtained  from  the  next  of  kin,  in  accor- 
dance with  the  provisions  of  the  Anatomical  Gift  Act;  also 
that  pronouncement  of  death  and  time  of  death  were  the 
responsibility  of  the  attending  physician  and  surgeon  and 
not  of  the  medical  examiner  and  coroner.  The  law  does 
not  require  these  officials  to  delay  removal  of  organs  for 
transplantation,  even  though  the  death  did  fall  under  their 
jurisdiction  for  investigation  and  certification.  There  is 
no  objection  to  statutory  criteria  including  brain  death 
where  necessary  in  a particular  case.  However,  the  pro- 
nouncement of  death  in  the  perimortem  period  is  a medical 
responsibility,  which  the  legislature  recognizes. 

The  chairman  pointed  out  that  prior  to  1974  the  Medical 
Examiner’s  Office  in  New  York  City  sent  a medical  ex- 
aminer to  the  hospital  after  death  of  the  donor  was  pro- 
nounced, to  observe  the  surgical  removal  of  the  kidneys  and 
thus  provide  continuous  official  scrutiny  before  and  during 
performance  of  the  autopsy  in  a medical  examiner’s  case. 
This  cooperation,  with  the  permission  of  the  appropriate 
district  attorney,  was  provided  in  some  homicidal  deaths 
in  which  the  fatal  wound  was  in  the  head,  and  organs  for 
transplantation  were  the  kidneys,  their  conditions  indi- 
cating that  they  did  not  contribute  to  the  cause  of  death. 
This  information  was  included  in  the  official  record.  This 
policy  was  considered  proper  and  desirable  by  the  chief 
medical  examiner,  your  committee  chairman. 

The  medical  examiner’s  system  was  established  in  1915 
for  New  York  City  by  an  Act  of  the  State  Legislature  later 
incorporated  in  the  Charter  of  New  York  City.  The  new 
law  first  abolished  the  coroner’s  offices  in  the  five  counties 
comprising  New  York  City  It  was  the  first  statute  that 
provided  that  a medical  examiner  had  to  be  not  only  a 
doctor  of  medicine  but  also  a skilled  pathologist  and  mi- 
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croscopist.  Subsequently,  the  system  was  established  for 
Nassau  County  in  1938,  for  Westchester  County  in  1948, 
for  Suffolk  County  in  1959,  for  Rockland  County  in  1969, 
and  more  recently  for  Erie  County.  The  New  York  State 
Law  is  now  permissive  for  any  county  with  a population  of 
200,000  to  establish  an  appointive  medical  examiner’s  of- 
fice to  replace  the  elected  coroner. 

In  the  early  1960’s,  in  order  to  encourage  and  help  defray 
the  expenses  of  Monroe  County  and  Onondaga  County,  the 
New  York  State  Public  Health  Law  was  amended  to 
reimburse  the  counties  up  to  50%  of  the  cost  of  a medical 
examiner’s  system  with  State  funds,  provided  the  medical 
examiner’s  office  would  be  under  the  jurisdiction  of  the 
local  Health  Department,  which  was  a branch  of  the  State 
Health  Department. 

In  1965  with  the  formation  of  the  Health  Services  Ad- 
ministration in  the  City  of  New  York,  the  New  York  State 
Health  Department  agreed  to  reimburse  the  City  of  New 
York  in  the  amount  of  50%  of  the  budget  of  its  Medical 
Examiner’s  Office.  This  was  done  because  the  Medical 
Examiner’s  Office  had  been  grouped  with  three  other  city 
agencies  in  the  Health  Services  Administration.  These 
other  agencies  were  the  Department  of  Health,  the  De- 
partment of  Hospitals,  and  the  Department  of  Mental 
Health.  The  Medical  Examiner’s  Office  in  New  York  City 
was  not  placed  in  the  Health  Department  but  remained  an 
independent  autonomous  agency  as  originally  established 
in  1915,  directly  responsible  to  the  Mayor.  At  that  time, 
the  relationship  to  the  City  Health  Department  was  mainly 
one  in  which  the  Medical  Examiner’s  Office  was  required 
to  file  certificates  of  death  and  vital  statistics  concerning 
causes  of  death  in  medical  examiner’s  cases.  Parallel  with 
this  responsibility  to  the  Health  Department,  the  statute 
also  established  corresponding  responsibility  to  the  District 
Attorney’s  Offices  in  the  five  counties  comprising  the 
Greater  City  and  to  the  Police  Department  and  other  State 
and  City  agencies  which  require  information  in  medical 
examiner’s  cases. 

The  responsibility  to  the  Health  Department  was  clearly 
defined.  There  has  always  been  very  close  rapport  and 
cooperation  but  with  the  Medical  Examiner’s  Office 
maintaining  its  autonomy,  because  essentially  it  is  an  in- 
vestigative agency  which  may  be  called  upon  to  investigate 
deaths  in  any  of  the  other  agencies;  the  same  relationships 
existed  between  the  Medical  Examiner’s  Office  and  other 
agencies  in  other  counties  provided  by  similar  acts  of  the 
legislature. 

The  domination  of  the  Health  Department  over  the 
Medical  Examiner’s  Office  arose  when  the  State,  in  order 
to  encourage  the  establishment  of  a medical  examiner’s 
system  in  Monroe  and  Onondaga  Counties,  generously 
provided  a fifty  per  cent  reimbursement  to  those  counties 
to  encourage  the  change  over  from  the  coroner’s  system, 
the  reimbursement  to  be  funneled  through  the  State 
Health  Department.  It  is  understandable  that  any  county 
agency  receiving  funds  through  another  agency  from  the 
State  should  be  accountable  for  them. 

There  was  never  any  idea  that  Medical  Examiner’s  Of- 
fices should  not  be  accountable  when  the  reimbursement, 
similar  to  what  Monroe  and  Onondaga  were  receiving,  was 
provided  by  the  State  to  the  City  of  New  York  through  the 
Health  Services  Administration,  the  funds  channelled 
through  the  State  Health  Department.  Such  account- 
ability to  the  State  was  not  meant  to  provide  absorption 
of  the  Medical  Examiner’s  Office  into  the  City  Health 
Department. 


This  interpretation  and  policy  are  entirely  wrong.  If 
money  is  available  from  the  State  of  New  York  to  the  City 
of  New  York  as  a reimbursement,  there  should  be  ac- 
countability of  the  Medical  Examiner’s  Office  to  both  City 
and  State,  but  accountability  to  the  State  should  not  in- 
clude domination  by  the  State  Health  Department  or  the 
New  York  City  Health  Department  even  though  the 
channeling  of  State  funds  is  carried  out  through  the  State 
Health  Department.  A medical  examiner’s  office,  to  re- 
main effective,  must  retain  its  autonomy  which  was  origi- 
nally provided  by  the  legislature.  An  instrument  for  the 
transmission  of  funds  should  not  become  a device  to  de- 
stroy the  autonomy  of  the  smaller  agency  of  government, 
which  is  what  is  taking  place  at  the  present  time. 

The  reimbursement  to  a city  or  a county  of  50%  of  the 
cost  of  a medical  examiner’s  system  with  State  funds,  with 
the  requirement  that  the  system  must  operate  under  the 
jurisdiction  of  the  local  health  department  or  local  health 
services  administrator  raises  serious  objections  and  dis- 
regards the  intended  autonomy  and  independence  of  a 
medical  examiner’s  office.  There  is  no  objection  to  the 
State  reimbursing  a municipality  or  a county  but  as  already 
stated,  this  should  not  bring  about  domination  of  the 
Medical  Examiner’s  Office  by  the  funding  instrument 
namely  the  State  or  local  health  department.  Health 
Department  functions  are  broad  and  clearly  defined  but 
by  training  and  experience  and  in  practice  do  not  include 
qualifications  for  the  operation  of  a medical  examiner’s 
office.  If  the  Medical  Examiner’s  Office,  for  example,  in 
New  York  City  were  to  be  placed  in  the  Health  Department 
under  the  Commissioner  of  Health,  the  results  would  be 
highly  undesirable  and  the  office  would  be  downgraded 
after  almost  60  years  of  outstanding  performance  that  has 
served  as  a model  and  prototype  for  jurisdictions 
throughout  the  country. 

The  Police  Department,  District  Attorney’s  Office  and 
other  agencies  in  New  York  City  prefer  to  have  the  Medical 
Examiner’s  Office  separate  and  independent  of  them  with 
the  responsibility  to  their  offices  now  contained  in  the 
medical  examiner’s  statute.  The  district  attorneys  of  the 
five  counties  of  the  City  are  opposed  to  incorporation  of  the 
Medical  Examiner’s  Office  into  the  Health  Department. 

From  being  an  agency  for  the  transmittance  of  assis- 
tance, health  departments  have  been  placed  in  a position 
of  domination  over  medical  examiner’s  offices  that  they  are 
not  qualified  to  hold  merely  because  they  have  more  money 
and  more  administrative  personnel.  Medical  examiner’s 
offices  should  have  their  own  adequate  quota  of  trained 
professional  personnel.  The  investigative  work  of  the 
medical  examiner’s  office  into  deaths  and  the  fact  that  it 
may  be  called  upon  to  investigate  deaths  for  which  a health 
department  may  be  considered  responsible  should  be 
enough  reason  why  a health  department  would  not  want 
to  include  a medical  examiner’s  office.  No  subordinate 
agency  can  properly  investigate  an  agency  of  which  it  is  a 
part  without  suspicion  of  collusion. 

It  is  understandable  why  city  and  county  jurisdictions 
in  order  to  qualify  for  reimbursement  of  50%  of  their  op- 
erating budget  are  willing  to  submerge  a medical  examin- 
er’s office  into  some  other  agency  like  the  health  depart- 
ment. There  is  no  objection  to  obtaining  reimbursement 
but  accountability  of  a medical  examiner’s  office  should 
be  to  the  higher  division  of  government  as  well  as  its  own 
and  not  to  the  instrument  which  funnels  the  reimburse- 
ment to  it. 
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Although  many  findings  resulting  from  investigations 
by  a medical  examiner’s  office  are  important  to  the  public 
health,  it  is  not  primarily  a public  health  agency.  It  works 
in  concert  with  the  police  department  and  district  attor- 
ney’s offices  as  well  as  having  responsibilities  to  the  h alth 
department.  Its  findings  are  of  paramount  importance  for 
the  administration  of  criminal  and  civil  justice.  It  is  es- 
sential that  a medical  examiner’s  office  remain  an  entirely 
independent  unit  of  government  with  a direct  line  of  re- 
sponsibility in  a municipality  to  the  mayor  who  should  not 
delegate  his  responsibility  to  the  appointee  of  another 
agency.  The  appointment  of  chief  medical  examiner  in 
New  York  City  is  made  by  the  Mayor  from  a list  promul- 
gated after  competitive  examination  held  by  the  Civil 
Service  Commission.  In  county  and  state  jurisdictions, 
an  appointive  commission  does  this.  The  medical  exam- 
iner enjoys  tenure  and  cannot  be  summarily  dismissed. 

A health  commissioner  is  appointed  by  and  serves  at  the 
pleasure  of  the  mayor  and  does  not  have  tenure,  and  his 
appointment  usually  does  not  outlast  the  mayor  or  chief 
executive  who  appointed  him.  It  is  not  desirable  to  place 
an  appointive  official  with  tenure  under  another  appointive 
official  without  tenure. 

The  three  chief  medical  examiners  in  New  York  City, 
who  have  served  successively  since  the  establishment  of  the 
office  in  1918,  through  many  mayorality  administrations 
have  been  entirely  free  from  political  pressures  and  inter- 
ference. If  the  Chief  Medical  Examiner  were  to  be  placed 
under  a health  commissioner,  the  latter  can  have  political 
pressures  thrust  upon  him  which  might  intentionally  or 
unintentionally  be  exerted  against  the  subordinate  agency 
head  and  this  would  be  very  undesirable. 

The  present  system  of  a 50%  reimbursement  of  the  cost 
of  the  Medical  Examiner’s  Office  in  New  York  City  with 
State  funds  through  exclusive  conduit  of  the  State  Health 
Department  to  the  City  Health  Department  with  incor- 
poration of  the  Medical  Examiner’s  Office  into  the  Health 
Department  is  an  unjustifiable  and  illogical  procedure.  An 
analogy  would  be  placing  the  municipal  or  county  police 
under  the  direct  control  of  the  district  attorney. 

All  members  of  the  Forensic  Medicine  Committee  agreed 
that  any  funding  for  medical  examiners’  offices  available 
from  the  State  should  be  paid  to  the  city  or  county  gov- 
ernment and  earmarked  for  the  medical  examiner’s  office 
and  not  diverted  to  other  agencies’  nonrelated  needs.  On 
May  16  1975,  the  Committee  on  Forensic  Medicine  of 
MSSNY  reaffirmed  the  principle  of  strict  autonomy  for 
medical  examiners’  offices  in  the  municipality  of  New  York 
City  and  in  counties  throughout  New  York  State.  The 
entire  committee  recommended  and  requested  that 
MSSNY  support  the  autonomous  position  of  these  offices 
and  remove  the  superstructure  of  the  health  departments 
from  its  operation.  This  is  not  meant  in  any  way  to  mini- 
mize or  dilute  the  present  clearly  delineated  responsibility 
of  medical  examiners  to  health  departments. 

The  Committee  on  Forensic  Medicine  went  on  record 
as  opposed  to  the  present  method  of  reimbursement  of 
medical  examiners’  offices  with  State  funds  administered 
through  county  and  municipal  health  departments.  It 
strongly  recommends  that  funds  for  reimbursement  pass 
through  the  State  Controller’s  Office  to  the  controllers 
offices  of  New  York  City  and  other  counties  with  estab- 
lished medical  examiners’  systems,  and  that  the  imple- 
mentation of  these  funds  be  carried  out  by  the  controller’s 
agencies.  The  committee  transmitted  its  recommenda- 
tions to  the  Council  of  MSSNY  for  approval  and  support 


which  were  granted  at  the  July  1975  meeting.  It  is  not 
opposed  to  reimbursement  but  to  the  present  system 
whereby  medical  examiners’  offices  receive  State  funds  by 
way  of  county  and  municipal  health  departments.  It 
strongly  recommends  that  all  such  funds  from  the  State 
be  used  for  improvement  of  medical  examiners’  offices  as 
intended. 

The  chairman  of  the  Committee  on  Forensic  Medicine 
who  is  also  the  retired  third  Chief  Medical  Examiner  of  the 
City  of  New  York,  testified  on  two  occasions  before  the 
New  \ ork  City  Council  opposing  the  bill  which  would  place 
the  Office  of  Chief  Medical  Examiner  in  the  Department 
of  Health. 

Respectfully  submitted 
Milton  Helpern,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman. 

Your  reference  committee  reviewed  the  report  of  the 
Committee  on  Forensic  Medicine. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report  .... 

MEDICAL  SCHOOL  RELATIONSHIPS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Medical  School  Relationships  con- 


sists of  the  following: 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman  . . . Monroe 

John  H.  Carter,  M.D Albany 

George  L.  Collins,  Jr.,  M.D.,  Erie 

Bernard  J.  Pisani,  M.D New  York 

George  J.  Lawrence,  Jr.,  M.D.,  ex  officio Queens 


Since  the  last  meeting  of  the  House  of  Delegates  in 
March  1975,  the  Council  changed  the  status  of  the  Ad  Hoc 
Committee  on  Student  Affairs  to  a regular  Council  Com- 
mittee and  renamed  it  the  Committee  on  Medical  School 
Relationships. 

The  committee  held  its  first  meeting  in  Albany  on  March 
15,  1976,  at  the  Fort  Orange  Club.  The  meeting  was  at- 
tended by  13  medical  school  representatives  and  six  med- 
ical school  faculty  representatives,  as  well  as  Doctors 
Charles  D.  Sherman,  Jr.,  John  H.  Carter,  George  J.  Law- 
rence, and  Messrs  Martin  Tracey,  Gerard  Conway,  and 
John  Mucci. 

The  morning  session  was  divided  into  a faculty  group 
and  a student  group  which  met  separately.  During  the 
afternoon  session,  the  groups  met  together.  A visit  to  the 
State  Capitol  was  made  in  the  afternoon  where  a session 
of  the  Assembly  was  observed. 

The  purposes  of  the  meeting  were: 

1.  To  determine  the  common  interests  of  the  Med- 
ical Society  of  the  State  of  New  York,  medical  stu- 
dents, and  faculty; 

2.  To  discuss  methods  by  which  our  common  inter- 
ests could  be  coordinated; 

3.  To  discuss  areas  where  particular  interests  of 
one  group  or  the  other  can  be  assisted  by  concerted  ef- 
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forts  of  all,  and  thereby  effecting  the  ultimate  benefit 

of  all. 

Many  subjects  were  discussed  during  the  course  of  the 
day.  The  following  are  those  which,  because  of  their  im- 
portance to  all,  seem  worthy  of  recording. 

Increased  Costs  of  Medical  Education.  This  is 
seen  as  a deterrent  to  the  recruitment  of  many  worthy 
students.  It  was  the  consensus  that  MSSNY  should 
use  its  influence  to  encourage  Federal  loans  to  medical 
students  and  to  reinstitute  Federal  professional  schol- 
arship programs.  It  was  also  agreed  that  MSSNY 
should  seek  support  in  Albany  for  an  increase  in  the 
maximum  limit  that  a student  can  borrow  from  the 
New  York  State  Higher  Education  Assistance  Corpo- 
ration. Loan  Forgiveness  Programs  for  students  who 
work  in  medically  indigent  areas  were  also  discussed. 
It  was  felt  that  the  MSSNY  should  play  an  active  pub- 
lic relations  and  legislative  role  in  the  effort  to  correct 
the  astronomical  increase  in  medical  school  tuitions. 

Legislation.  It  was  the  consensus  that  MSSNY  is 
effectively  furthering  its  legislative  programs  but  that 
faculty  and  student  involvement  is  minimal.  It  was 
suggested  that  each  student  body  should  have  a legis- 
lation committee  with  communications  from  MSSNY. 
It  was  also  suggested  that  a student  member  be  ap- 
pointed to  the  MSSNY  Committee  on  State  Legisla- 
tion. This  would  not  be  a great  hardship  if  the  assign- 
ment were  to  be  filled  by  a student  at  Albany  Medical 
College. 

Communications.  There  was  also  a consensus  that 
communications  between  MSSNY,  students,  and  fac- 
ulty members  should  be  improved.  Toward  this  end, 
there  were  several  suggestions,  e.g., 

a.  Capitol  News  and  LAB  should  be  mailed  to  the 
Associate  Deans  for  Student  Affairs,  the  Faculty 
Delegates,  and  the  two  student  representatives  from 
each  school, 

b.  A newsletter  be  considered  which  would  be  de- 
voted to  the  mutual  interests  of  MSSNY  and  medi- 
cal students, 

c.  Meetings  be  set  up  in  the  area  of  each  medical 
school  which  would  bring  together  students,  faculty, 
MSSNY,  and  county  medical  society  representa- 
tives. 

d.  A general  letter  from  MSSNY  to  all  students 
detailing  the  organization  of  the  Student  Section. 
The  Role  of  the  Student  Section.  There  was  gen- 
eral discussion  of  the  role  of  a Statewide  student  orga- 
nization. It  was  the  consensus  that  this  would  best  be 
achieved  through  a strong  student  section  in  MSSNY. 
Details  for  accomplishing  this  end  were  discussed. 
The  students  will  hold  meetings  at  which  two  repre- 
sentatives are  elected  from  each  school.  The  section 
will  meet  on  the  day  before  the  opening  of  the  MSSNY 
House  of  Delegates.  Officers  for  the  ensuing  year, 
plus  a delegate  and  alternate  delegate  to  the  House  of 
Delegates  will  be  elected.  Issues  and  resolutions  re- 
ferred by  the  various  student  bodies  will  be  discussed 
and  then  referred  to  the  House  of  Delegates.  The  stu- 
dents will  also  arrange  for  representation  at  the  refer- 
ence committee  meetings.  It  was  the  consensus  that 
MSSNY  should  set  up  a budget  to  defray  the  costs  of 
the  Student  Section,  the  Student  Delegate,  and  Alter- 
nate Delegate,  but  that  student  bodies  should  under- 
write the  costs  of  the  student  representatives. 


Student  Membership  on  MSSNY  Committees. 

The  students  are  desirous  of  participating  in  these  ac- 
tivities. They  plan  to  suggest  students  for  member- 
ship on  certain  committees  which  they  feel  are  impor- 
tant to  them.  They  also  plan  to  establish  similar  com- 
mittees in  their  own  student  bodies. 

Student  Preceptorship.  Preceptorship  and  ex- 
ternship programs  were  discussed.  Student  represen- 
tatives of  the  MECO  (Medical  Education  Community 
Orientation)  project  explained  its  operations  in  other 
states  and  in  New  York  State. 

Close  of  Meetings.  At  the  close  of  the  afternoon 
session,  the  group  was  addressed  briefly  by  Ralph  S. 
Emerson,  M.D.,  President,  Medical  Society  of  the 
State  of  New  York,  and  Henry  I.  Fineberg,  M.D.,  Exec- 
utive Vice-President. 

The  meeting  closed  with  dinner,  at  which  two  invit- 
ed guests  presented  their  ideas  on  future  problems  fac- 
ing the  medical  profession.  Senator  Jack  E.  Bronston, 
Queens,  who  was  a member  of  the  McGill  Commission, 
and  Frank  T.  Cicero,  M.D.,  Deputy  Commissioner  for 
Health  Standards  and  Enforcement,  Department  of 
Health,  State  of  New  York,  spoke  to  the  group  and  en- 
gaged in  a dialogue  which  lasted  for  about  two  hours,  j 
This  was  an  informative  and  revealing  session  that 
served  to  stress  the  importance  of  cooperation  among 
all  segments  of  the  medical  profession,  if  we  are  to  pre- 
serve for  our  country  a free  system  of  health  care  with 
minimal  governmental  interference. 

The  meeting  was  productive  and  all  were  in  agreement 
that  MSSNY  should  continue  its  endeavors  to  unite  all 
segments  of  the  medical  profession. 

Respectfully  submitted, 

Charles  D.  Sherman,  Jr.,  M.D. , Chairman 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman. 

Your  reference  committee  would  like  to  call  attention 
to  the  fact  that  the  Council  changed  the  status  of  the  Ad 
Hoc  Committee  on  Student  Affairs  to  the  Committee  on 
Medical  School  Relationships.  This  report  shows  an 
ever-increasing  interest  by  the  medical  schools  and  the 
medical  students  in  the  affairs  of  the  Medical  Society  of 
the  State  of  New  York,  which  is  to  be  applauded. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  .... 

HEALTH  MANPOWER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
Members  of  the  Committee  on  Health  Manpower  are  as 
follows: 

Stephen  W.  Blatchly,  M.D.,  Chairman  . . . .Tompkins 

Frank  A.  Baumann,  M.D Broome 

Donald  Bidwell,  M.D Seneca 

Lester  Candela,  M.D Queens 

Myron  E.  Carmer,  M.D Wayne 

Clarke  T.  Case,  M.D Oneida 

Katharine  L.  Friedmann,  M.D Westchester 

Frank  C.  Nichols,  M.D Nassau 

Morton  A.  Schiffer,  M.D Kings 
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Leo  J.  Swirsky,  M.D Kings 

Irving  J.  Thorne,  M.D New  York 

Leonard  Weitzman,  M.D Suffolk 

Russell  C.  Johnson,  M.D.,  Advisor  Albany 

Jackson  Riddle,  M.D.,  Advisor  Alh»  ny 

Julia  Freitag,  M.D.,  Advisor  Albany 


The  committee  has  held  two  meetings  since  the  last 
annual  meeting  of  the  Medical  Society  of  the  State  of  New 
York,  on  June  19,  1975,  and  June  3,  1976. 

1.  At  the  June  19, 1975,  meeting,  it  was  reported  to  the 
committee  that  the  term  “physician’s  associate"  had  been 
changed  to  “physician’s  assistant”  by  the  passage  of  a bill 
signed  into  law  by  Governor  Carey  on  that  same  day. 

2.  The  committee  voted  to  reiterate  to  the  Council  its 
previous  position  that  changes  in  the  Hospital  Code  should 
be  made  so  as  to  limit  the  number  of  physicians’  assistants 
and/or  specialists’  assistants  under  the  supervision  of  a 
physician  to  two  per  physician,  whether  in  or  out  of  the 
hospital  setting. 

This  recommendation  was  approved  by  the  Council. 

3.  The  committee  also  recommended  at  this  meeting 
that  the  MSSNY  position  paper  (Report  73-Z)  regarding 
Physicians’  Assistants  include  the  following  paragraph: 

“ Hospital  Privileges  for  Physicians'  Assistants. 
If  the  physician  wishes  to  have  his  assistant  function 
within  the  hospital,  he  should  take  appropriate  steps 
to  secure  hospital  privileges  for  him.  The  bylaws, 
rules  and  regulations  of  the  hospital  concerned  should 
prescribe  the  procedure  for  obtaining  such  privileges 
and  extend  to  which  the  physician  may  delegate  to  his 
assistant.  They  should  also  state  that  the  physician 's 
assistant  must  be  employed  by  and  responsible  to  the 
physician." 

This  was  later  approved  by  the  Council  with  the  dele- 
tion of  the  last  sentence. 

The  Committee  on  Health  Manpower  recommends  to 
this  House  of  Delegates  the  approval  of  the  supplementary 
report,  73-Z,  as  amended  by  the  committee.  The  amend- 
ment is  the  addition  to  the  section  on  Hospital  Privileges 
for  Physicians’  Assistants  of  the  sentence,  “This  should 
also  state  that  the  physician’s  assistant  must  be  employed 
by  and  responsible  to  the  physician.” 

Medical  Society  of  the  State  of  New  York  House  of 
Delegates,  1973 

Number  73-Z 

Referred  to  Reference  Committee 
on  Public  Health  and  Education 
SUPPLEMENTARY  REPORT 
COMMITTEE  ON  HEALTH  MANPOWER 

The  purpose  of  this  communication  is  to  inform  the 
membership  of  the  Society  of  the  position  of  the  Society 
relative  to  “physicians’  assistants.”  The  terms  used  in  the 
New  York  State  Education  and  Public  Health  Laws  are 
"Physician’s  Associate”  and  Specialist’s  Assistant”  to 
designate  special  categories  of  physicians’  assistants.  Our 
suggested  guidelines  for  employment  and  use  of  these  two 
categories  of  physicians’  assistants  is  in  accord  with  the 
present  wording  of  the  law.  Your  Society  is  presently 
studying  this  law  and  will  make  recommendations  for 
change  to  the  Legislature. 

We  subscribe  to  the  definition  of  the  term  physician’s 
assistant  as  recommended  by  the  Council  on  Health 
Manpower  of  the  American  Medical  Association  in  1970 
which  states: 


“The  physician’s  assistant  is  a skilled  person  quali- 
fied by  academic  and  practical  training  to  provide  pa- 
tient services  under  the  supervision  and  direction  of  a 
licensed  physician  who  is  responsible  for  the  perfor- 
mance of  that  assistant.” 

The  concept  of  the  “physician’s  assistant”  to  whom 
physician  functions  are  delegated  is  not  new.  Physicians 
have  been  delegating  medical  work  of  all  kinds  to  nurses 
and  other  office  assistants  for  years.  What  is  new  is  to 
legally  authorize  the  delegating  of  such  duties  to  a new 
category  of  health  personnel  whose  training  will  qualify 
them  to  perform  services  which  extend  the  physician’s 
capabilities  in  the  preventive,  diagnostic,  and  therapeutic 
management  of  his  patients. 

New  York  State  Legislation.  The  1971  Legislature 
amended  the  Education  Law  and  the  Public  Health  Law 
to: 

1.  Require  the  registration  of  “physician’s  asso- 
ciates” and  assistants.”  These  terms  have  been  fur- 
ther defined  by  regulation  of  the  State  Commissioner 
of  Health. 

2.  Permit  the  performance  of  medical  duties  by 
physicians’  assistants  but  only  when  under  the  super- 
vision of  a designated  licensed  physician  who  must  no- 
tify the  Education  Department  of  the  employment  or 
discharge  of  his  “physician’s  associate”  or  “specialist’s 
assistant.” 

3.  Approve  formal  training  programs  whose  gradu- 
ates will  be  eligible  for  registration  as  “physicians’  as- 
sociates” or  “specialists’  assistants.” 

4.  Stipulate  the  conditions  of  employment  and  su- 
pervision of  “physicians’  associates”  or  “specialists’  as- 
sistants.” 

Employment.  A physician  may  employ  no  more  than 
two  currently  registered  physician’s  associates  and  two 
specialist’s  assistants  in  his  private  practice.  The  physi- 
cian must  notify  the  Department  of  Education  of  the  em- 
ployment or  discharge  of  a physician’s  associate  or  “spe- 
cialist’s assistant. 

A hospital  may  employ  physician’s  assistants  but  must 
designate  the  physician  who  will  supervise  them.  Not 
more  than  6 hospital-employed  physician’s  assistants  may 
be  supervised  by  one  physician.  The  hospital  must  des- 
ignate in  writing  the  physician  responsible  for  supervising 
each  physician’s  associate  or  specialist’s  assistant. 

The  conditions  of  employment  is  a matter  of  contractual 
arrangement  between  employer  and  employee.  In  a hos- 
pital, the  contractual  agreement  is  between  the  hospital, 
as  employer,  and  the  physician’s  assistant  as  employee. 
The  supervising  physician  remains  medically  responsible 
for  duties  performed  by  his  assistant. 

It  is  recommended  that  physicians  make  formal  con- 
tractual agreements  including  terms  of  salary,  hours  of 
work,  fringe  benefits,  employer-employee  relationship, 
possession  of  records  and  reports,  and  professional  medical 
liability.  The  services  of  an  attorney  are  believed  neces- 
sary in  drawing  up  this  contract. 

Duties  Which  May  Be  Delegated  to  and  Performed 
by  the  Physician ’s  Assistant.  Any  clinical  act  which  the 
supervising  physician  can  legally  perform  can  be  delegated 
to  and  legally  performed  by  the  physician’s  assistant  BUT 
ONLY  INSOFAR  AS  THEY  ARE  WITHIN  THE  SCOPE 
OF  PRACTICE  OF  THE  SUPERVISING  PHYSICIAN. 
This  may  be  construed  to  mean  only  those  medical  acts 
which  he  himself  customarily  performs  in  his  practice. 
This  limitation  applies  whether  the  physician’s  assistant 
is  employed  by  a physician  or  by  a hospital. 
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A list  of  specific  duties  which  may  be  delegated  to  the 
physician’s  assistant  would  be  inappropriate  to  include  in 
this  communication.  A list  of  over  400  suggested  possible 
duties  is  being  drawn  up  by  the  American  Medical  Asso- 
ciation in  conjunction  with  the  National  Board  of  Medical 
Examiners  and  should  be  available  in  the  near  future.  It 
should  be  used  as  a guideline  only  with  specific  determi- 
nation to  be  made  by  the  supervising  physician  in  accor- 
dance with  his  desires  and  the  training  and  ability  of  his 
assistant. 

The  supervision  by  the  physician,  whether  in  the  hos- 
pital or  in  private  practice,  must  be  “continuous  but  shall 
not  be  construed  as  necessarily  requiring  the  physical 
presence  of  the  supervising  physician  at  the  time  and  place 
where  the  services  are  performed”  [Education  Law  Section 
6532  (3)].  The  closeness  of  such  supervision  is  a matter  of 
judgment  by  the  physician  concerned  and  will  undoubtedly 
be  developed  only  after  extended  contact  between  the 
physician  and  his  assistant. 

Hospital  Privileges  for  Physicians’  Assistants.  If 
the  physician  wishes  to  have  his  assistant  function  within 
the  hospital,  he  should  take  appropriate  steps  to  secure 
hospital  privileges  for  him.  The  bylaws,  rules  and  regu- 
lations of  the  hospital  concerned  should  prescribe  the 
procedure  for  obtaining  such  privileges  and  the  extent  to 
which  the  physician  may  delegate  to  his  assistant.  This 
should  also  state  that  the  physician’s  assistant  must  be 
employed  by  and  responsible  to  the  physician. 

Professional  Conduct.  The  physician,  his  assistant 
and  his  patients  should  all  clearly  understand  that  duties 
performed  by  the  assistant  are  the  responsibility  of  the 
supervising  physician.  The  assistant  should  be  clearly 
identified  as  such  and  wherever  possible  he  should  be  in- 
troduced to  the  patient  as  an  assistant  before  performing 
services  for  such  patient.  Services  should  not  be  per- 
formed by  the  assistant  when  the  patient  objects  to  such 
performance.  If  services  of  the  assistant  are  accepted  by 
the  patient,  consent  of  the  patient  may  be  inferred. 

It  has  been  the  experience  that  when  properly  intro- 
duced to  a physician’s  practice  the  patients  are  willing  to 
have  the  physician’s  assistant  perform  many  services  tra- 
ditionally performed  only  by  the  physician  himself.  In- 
dividual situations  will,  of  course,  vary  considerably. 


Professional  Medical  Liability.  The  insurance  carrier 
should  be  consulted  concerning  the  necessity  for  additional, 
professional  medical  liability  coverage  and  clarification  of 
the  liability  of  the  physician  for  acts  performed  by  his  as-  ■ 
sistant.  This  implies  a clear  understanding  between  the 
physician  and  his  assistant  as  to  the  scope  of  the  assistant’s  J 
duties  and  responsibilities. 

Compensation  for  Services  Performed  by  an  Assis- 
tant. The  American  Medical  Association  Principles  of  ; 
Medical  Ethics,  (Section  7)  provide: 

“. . . a physician  should  limit  the  source  of  his  pro-  | 
fessional  income  to  medical  services  actually  rendered 
by  him,  or  under  his  supervision,  to  his  patients  . . .” 
Neither  the  physician  nor  his  assistant  should  bill  sep- 
arately for  services  performed  by  the  assistant.  Charges 
for  such  services  should  be  included  in  the  bill  for  the  : 
physician’s  services. 

Interpersonal  Relations.  Not  every  physician  needs 
an  assistant.  Not  every  physician  who  needs  an  assistant 
wants  one.  Not  every  physician  who  needs  and  wants  an 
assistant  should  have  one.  Each  physician  must  make  his 
own  determination  whether  or  not  he  will  employ  one. 

For  those  who  do  employ  an  assistant  we  point  out  that 
success  in  use  of  a physician’s  assistant  is  a responsibility 
of  both  parties  and  the  greater  share  of  the  responsibility 
for  success  will  fall  on  the  physician,  for  he  is  in  charge. 

He  should  employ  only  an  adequately  trained  and  cur- 
rently registered  assistant.  He  should  determine  the  ex- 
tent to  which  he  can  delegate  and  to  which  he  must  su- 
pervise. He  needs  to  be  cautious  that  it’s  not  so  little  as 
to  be  frustrating  nor  so  much  as  to  be  overwhelming. 

He  should  provide  challenge  and  opportunity  for  self- 
improvement  and  continuing  education  which  will  be  a 
requirement  for  the  physician’s  assistant  reregistration. 

Above  all,  he  should  respect  and  treat  his  assistant  as 
another  human  being  and  be  worthy  of  and  demand  such 
respect  from  his  assistant. 

The  Society  believes  the  use  of  this  new  category  of 
health  personnel  in  the  extension  of  health  services  de- 
mands a fair  trial  and  urges  its  members  to  act  accordingly. 
The  Society  will  continue  to  review  the  implementation  of 
this  legislation  and  will  periodically  make  recommenda- 
tions. 


The  following  is  a report  regarding  Patient  Care  Physi- 
cian/Population Ratio  by  Region  and  by  County,  New  York 


State  1976. 


Physician  Shortage  Counties 
Patient  Care  Physician/1200  Population 


County 

Ratio 

County 

Ratio 

1. 

Allegany 

1:1700 

13.  Putnam 

1:1218 

2. 

Chenango 

1:1205 

14.  Rensselaer 

1:1232 

3. 

Cortland 

1:1295 

15.  St.  Lawrence 

1:1239 

4. 

Fulton 

1:1228 

16.  Saratoga 

1:2040 

5. 

Greene 

1:1629 

17.  Schoharie 

1:1300 

6. 

Herkimer 

1:1768 

18.  Schuyler 

1:1338 

7. 

Lewis 

1:2118 

19.  Tioga 

1:1800 

8. 

Livingston 

1:1608 

20.  Washington 

1:1465 

9. 

Madison 

1:1588 

21.  Wayne 

1:1329 

10. 

Niagara 

1:1363 

22.  Wyoming 

1:1430 

11. 

Orleans 

1:1548 

23.  Yates 

1:1231 

12. 

Oswego 
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Patient  Care  Physician/Population  Ratio  by  Region,  by  County,  N.V.S.,  1976 


Req.  Phys.  (2/76) 

Pt.  Care  Phys. 

Ratio 

(based  on  est.  Population) 

SYRACUSE  REGION 
Broome  County 

43V 

359 

1:602 

Cayuga  County 

86 

71 

1:1149 

Chenango  County 

47 

39 

1:1205 

Cortland  County 

45 

37 

1:1295 

Herkimer  County 

46 

38 

1:1768 

Jefferson  County 

125 

104 

1:835 

Lewis  County 

13 

11 

1:2118 

Madison  County 

51 

42 

1:1588 

Oneida  County 

390 

324 

1:851 

Onondaga  County 

1058 

878 

1:541 

Oswego  County 

77 

64 

1:1681 

St.  Lawrence  County 

107 

89 

1:1230 

Tioga  County 

32 

27 

1:1800 

Tompkins  County 

122 

101 

1:801 

WHITE  PLAINS  REGION 

Dutchess  County 

411 

358 

1:660 

Nassau  County 

3482 

3029 

1:472 

Orange  County 

327 

284 

1:886 

Putnam  County 

65 

57 

1:1218 

Rockland  County 

632 

550 

1:499 

Suffolk  County 

1806 

1571 

1:854 

Ulster  County 

183 

159 

1:948 

Westchester  County 

3040 

2645 

1:349 

NEW  YORK  CITY  REGION 

Bronx  County 

2033 

1606 

1:867 

Kings  County 

3866 

3054 

1:815 

New  York  County 

9955 

7864 

1:183 

Queens  County 

3625 

2864 

1:685 

Richmond  County 

584 

461 

1:700 

ALBANY  REGION 

Albany  County 

933 

737 

1:392 

Clinton  County 

86 

68 

1:1104 

Columbia  County 

64 

51 

1:1041 

Delaware  County 

51 

40 

1:1115 

Essex  County 

50 

40 

1:838 

Franklin  County 

53 

42 

1:1002 

Fulton  County 

55 

43 

1:1228 

Greene  County 

27 

21 

1:1629 

Hamilton  County 

6 

5 

1:960 

Montgomery  County 

67 

53 

1:1123 

Otsego  County 

112 

88 

1:635 

Rensselaer  County 

161 

127 

1:1232 

Saratoga  County 

92 

73 

1-2040 

Schenectady  County 

338 

267 

1:617 

Schoharie  County 

25 

20 

1:1300 

Sullivan  County 

67 

53 

1:1045 

Warren  County 

108 

85 

1:607 

Washington  County 

47 

37 

1:1465 

BUFFALO  REGION 

Allegany  County 

34 

28 

1:1700 

Cattaraugus  County 

99 

82 

1:983 

Chautauqua  County 

158 

131 

1:1105 

Erie  County 

2109 

1750 

1:640 

Genesee  County 

70 

58 

1:1045 

Niagara  County 

207 

172 

1:1363 

Wyoming  County 

32 

27 

1:1430 

ROCHESTER  REGION 

Chemung  County 

160 

130 

1:772 

Livingston  County 

44 

36 

1:1608 

Monroe  County 

1623 

1315 

1:584 

Ontario  County 

137 

111 

1:758 

Orleans  County 

24 

25 

1:1548 

Schuyler  County 

16 

13 

1:1338 

Seneca  County 

38 

31 

1:1135 

Steuben  County 

117 

95 

1:1042 

Wayne  County 

76 

62 

1:1329 

Yates  County 

20 

16 

1:1231 
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4.  Section  94.2 — Title  10  of  the  Hospital  Code  re- 
garding the  supervision  and  scope  of  duties  of  the  physi- 
cian’s assistant  was  discussed.  Pursuant  to  the  authority 
vested  in  the  Commissioner  of  Health  by  § 3701  of  the 
Public  Health  Law,  Part  94  of  the  Administrative  Rules 
and  Regulations  contained  in  Subchapter  M,  Chapter  II, 
Title  10  (Health  of  the  Official  Compilation  of  Codes,  Rules 
and  Regulations  of  the  State  of  New  York)  is  hereby 
amended  this  18th  day  of  May  1976,  to  be  effective  upon 
filing  with  the  Secretary  of  State  as  follows: 

Subdivision  (e)  of  Section  94.2  is  hereby  REPEALED 
and  a new  Subdivision  (e)  is  added  to  read  as  follows: 
(Material  in  italics  is  new) 

(e)  Prescriptions  and  medical  orders  may  be  written 
by  a registered  physician’s  assistant  as  provided  in 
this  subdivision: 

(1)  Except  for  controlled  substances  as  listed 
under  Federal  and  State  Controlled  Substances 
Acts,  a registered  physician’s  assistant  may  write 
prescriptions  for  a patient  who  is  under  the  care  of 
the  physician  responsible  for  the  supervision  of  the 
registered  physician’s  assistant. 

(i)  The  prescription  shall  be  written  on  the 
blank  of  the  supervising  physician  and  shall  in- 
clude the  name,  address  and  telephone  number 
of  the  physician.  The  prescription  shall  also 
bear  the  name,  the  address,  the  age  of  the  patient 
and  the  date  on  which  the  prescription  was  writ- 
ten. 

(ii)  The  registered  physician’s  assistant  shall 
sign  such  a prescription  by  printing  the  name  of 
the  supervising  physician,  printing  his  own  name 
and  additionally  signing  his  own  name  followed 
by  the  letters  R.P.A.  and  his  registration  num- 
ber. 

(2)  A registered  physician’s  assistant  employed 
or  extended  privileges  by  a hospital  may,  if  permissi- 
ble under  the  bylaws,  rules  and  regulations  of  the 
hospital,  write  medical  orders,  including  those  for 
controlled  substances,  for  inpatients  under  the  care 
of  the  physician  responsible  for  his  supervision.  In 
every  case,  medical  orders  so  written  shall  be  coun- 
tersigned by  the  supervising  physician  within  24 
hours,  but  such  countersignature  shall  not  be  re- 
quired prior  to  the  execution  of  any  such  order. 

Pursuant  to  telephone  call  with  Dr.  Edward  Coates, 
2nd  Deputy  Commissioner,  New  York  State  Department 
of  Health,  we  have  been  informed  that  the  above  regula- 
tions are  not  to  be  put  into  effect  until  there  is  a meeting 
of  the  Physician’s  Assistant  Advisory  Council  which  will 
probably  take  place  September  1976.  There  is  plenty  of 
time  to  forward  any  comments  to  be  made  to  Dr.  Whalen, 
New  York  State  Commissioner  of  Health. 

The  Committee  on  Health  Manpower  after  much  dis- 
cussion voted  to  disapprove  these  revised  regulations  and 
to  so  inform  the  MSSNY  Council. 

It  has  been  the  experience  that  when  properly  intro- 
duced to  a physician’s  practice  the  patients  are  willing  to 
have  the  physician’s  assistant  perform  many  services  tra- 
ditionally performed  only  by  the  physician  himself.  In- 
dividual situations  will,  of  course,  vary  considerably. 

Respectfully  submitted, 

Stephen  W.  Blatchly,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman. 

Your  reference  committee  studied  the  report  of  the 
Committee  on  Health  Manpower  and  heard  considerable 
testimony  regarding  the  supplementary  report  of  the 
Committee  on  Health  Manpower,  Number  73-Z.  Two 
matters  are  of  particular  concern: 

1.  The  matter  of  physician’s  assistants  and  the 
question  of  their  adequate  supervision  by  physicians 
was  discussed. 

2.  The  repeal  of  Subdivision  (e)  of  Section  94.2  of 
the  Health  of  the  Official  Compilation  of  Codes,  Rules 
and  Regulations  of  the  State  of  New  York  regarding 
prescription  writing  by  physician’s  assistants  and  the 
new  subdivision  added  to  the  law  to  allow  prescription 
writing  by  physician’s  assistants. 

The  overwhelming  majority  of  the  speakers  at  the  ref- 
erence committee  hearing  voiced  their  concern  about  the 
supervision  of  physician’s  assistants  in  the  hospital  setting. 
The  Hospital  Code  allows  for  up  to  six  physician’s  assis- 
tants per  supervising  physician.  After  lengthy  discussion, 
your  reference  committee  was  of  the  opinion  that  the  ma- 
jority of  the  speakers  felt  that  the  closer  we  get  to  a one-  I 
to -one  relationship  between  the  physician’s  assistants  and 
the  supervising  physician  the  better  it  would  be  for  the 
physician’s  assistants,  the  hospital,  and  most  of  all,  the 
patient. 

As  to  the  second  item,  namely  prescription  writing  by 
physician’s  assistants,  the  committee  heard  testimony  from 
numerous  speakers  voicing  strong  opposition. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  reference  committee  report. 


The  House,  after  considerable  discussion,  voted  to 
AMEND  the  reference  committee  report  by  inserting 
the  following  paragraph  between  item  number  1.  and 
2.: 

Whereas,  The  Physician’s  Assistant  Program 
does  exist  in  New  York  State;  and 

Whereas,  We  do  not  and  never  have  accepted  the 
concept  of  “incompletely  trained  physicians,”  and, 
therefore,  the  physician’s  assistants  are  not  accept-  , 
able  to  us  as  substitute  physicians;  therefore  be  it 
Resolved,  That  we  request  the  Council  to  use  all 
reasonable  means  to  abort  this  program  at  this  time; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  redouble  its  efforts  to  provide  properly 
trained  doctors  to  medically  deprived  areas. 

. . . The  House,  after  further  discussion,  voted  to 
ADOPT  as  AMENDED  this  portion  of  the  reference 
report .... 


Resolution  76-18,  Restitution  of  Autopsy  Re- 
quirements for  Accreditation  of  Hospitals  for  In- 
ternship for  Specialty  Training  Programs 

Introduced  by  Medical  Society  of  the  County  of 
Queens 


Whereas,  A set  minimum  number  and  percentage 
of  autopsies  had  for  many  years  been  required  for  the 
approval  of  hospitals  for  accreditation  for  internship 
and  for  residency  and  fellowship  training  programs  in 
the  specialties;  and 
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Whereas,  The  Joint  Commission  for  Accreditation 
of  Hospitals  has  seen  fit  to  eliminate  this  requirement 
pertaining  to  autopsies  for  approval;  and 

Whereas,  The  number  of  autopsies  being  performed 
throughout  the  United  States  has  declined  since*  he 
promulgation  of  this  new  policy,  with  its  abrogation  of 
the  former  specific  requirements  regarding  autopsies 

iand  continues  to  fall  lower  each  year;  and 

Whereas,  The  autopsy  always  has  been  and  con- 
tinues to  be  an  important  instrument  for  the  evalua- 
tion of  medical  care  and  control  of  its  quality,  and  al- 
ways has  been  and  still  is  important  for  the  study  of 
disease,  and  to  determine  the  benefits  and  harm  done 
by  different  forms  of  therapy  still  undetermined  for 
the  many  new  drugs  and  invasive  procedures  today, 
many  of  which  are  toxic  and  dangerous  and  can  be  elu 
cidated  solely  by  such  studies  which  can  be  done  only 
on  the  human;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  in  its  concern  for  continuing  monitoring  and 
control  of  the  quality  of  patient  care,  and  to  assure  ad- 
equate teaching  and  training  and  continuing  medical 
education  in  our  hospitals,  petitions  the  Joint  Com- 
mission for  Accreditation  of  Hospitals  to  reconsider 
the  revocation  of  the  abolition  of  the  requirement  of  a 
minimum  total  number  and  a minimum  percentage  of 
autopsies;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  send  copies  of  this  resolution  to  the  Joint 
Commission  for  Accreditation  of  Hospitals  and  to  each 
of  its  constituent  participating  agencies  (American 
Medical  Association,  American  Hospital  Association, 
American  College  of  Surgeons,  American  College  of 
Physicians),  and  to  the  Association  of  American  Medi- 
cal Colleges,  the  American  Public  Health  Association, 
and  other  organizations  interested  in  undergraduate, 
graduate,  and  continuing  medical  education. 

Report  of  Reference  Committee  on  Education.  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman. 

Your  reference  committee  recommends  adoption  of 
Resolution  76-18. 

. . . The  House,  after  discussion  voted  to  AMEND 
the  first  resolved  by  the  addition  of  the  following 
; words  after  Joint  Commission  for  Accreditation  of 
Hospitals: 

“to  consider  the  total  number  and  percent  of  au- 
topsies as  a pertinent  factor  in  accreditation.” 

The  resolved  portion  would  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  in  its  concern  for  continuing  monitoring  and 
control  of  the  quality  of  patient  care,  and  to  assure  ad- 
equate teaching  and  training  and  continuing  medical 
education  in  our  hospitals,  petition  the  Joint  Commis- 
sion for  Accreditation  of  Hospitals  to  consider  the  total 
number  and  percent  of  autopsies  as  a pertinent  factor 
in  accreditation  and  the  revocation  of  the  abolition  of 
the  requirement  of  a minimum  total  number  and  a 
minimum  percentage  of  autopsies;  and  be  it  further 

. . . The  House,  after  further  discussion,  voted  to 
ADOPT  Resolution  76-18  as  AMENDED 


Resolution  76-24,  Formal  Education  for  Medical 
Administrators 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  Executive  Director  of  the  Nassau 
County  Medical  Society  was  invited  to  participate  in  a 
joint  seminar  with  representatives  from  the  American 
Medical  Association,  the  American  Association  of 
Medical  Society  Executives  and  the  faculty  of  the 
Craduate  School  in  Management,  Northwestern  Uni- 
versity for  the  purpose  of  developing  a Masters  Degree 
program  in  medical  administration  and  continuing  ed- 
ucation programs  of  three  days  to  three  weeks  in  dura- 
tion; and 

Whereas,  The  above  organizations  have  pursued 
such  educational  endeavors  by  establishing,  at  this 
time,  an  Executive  Program  in  Medical  Association 
Management,  scheduled  for  November  7 through  10, 
1976;  and 

Whereas,  Such  organizations  are  continuing  to  pur- 
sue the  development  of  a Masters  Degree  program  in 
medical  administration;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  commend  the  American  Medical  Associa- 
tion and  the  American  Association  of  Medical  Society 
Executives  for  pursuing  educational  programs  which 
would  provide  a Masters  Degree  in  medical  adminis- 
tration and  appropriate  seminars  for  continuing  edu- 
cation of  medical  association  executives;  and  be  it  fur- 
ther 

Resolved,  That  MSSNY  take  every  opportunity  to 
encourage  students  and  medical  society  executives  in 
New  York  State  to  avail  themselves  of  these  educa- 
tional opportunities. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman. 

Your  reference  committee  recommends  adoption  of 
Resolution  76-24. 

. . . The  House  voted  to  ADOPT  Resolution  76-24 

Resolution  76-25,  Continuing  Education 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  Few  professions  in  this  State  are  required 
to  have  a continuing  education  requirement;  and 

Whereas,  No  other  profession  has  been  singled  out 
by  the  public  and  the  community  at  large  to  obtain 
continuing  education;  and 

Whereas,  This  would  play  directly  into  the  hands  of 
government  in  forcing  relicensure  and  recertification 
upon  all  Doctors  of  Medicine;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  the  position  that  it  will  not  engage  in  a 
mandatory  continuing  medical  education  program  un- 
less it  applies  to  all  professions  that  are  licensed  within 
the  State  of  New  York. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  hy  Robert  C.  Webster, 
M.D.,  Chairman. 

Your  reference  committee,  on  a motion  of  the  chairman 
from  the  Nassau  Delegation,  requests  Resolution  76-25  be 
withdrawn. 

. . . The  House  voted  permission  for  WITHDRAW- 
AL of  Resolution  76.25  .... 
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Resolution  76-50,  Modified  Radiologic  Technolo- 
gist Licensure 

Introduced  by  Frederic  W.  Holcomb,  Jr.,  M.D.,  as  an  In- 
dividual 

Whereas,  New  York  State  law  requires  a general  ra- 
diologic technologist  license  for  the  activation  of  any 
diagnostic  x-ray  equipment;  and 

Whereas,  Such  licensure  requires  a full  time,  24 
month  training  course  in  diagnostic  radiology;  and 
Whereas,  Many  occupational  medical  departments 
in  New  York  Stqte  possess  x-ray  equipment  used  solely 
for  chest  x-rays,  or  x-rays  of  chests  and  extremities, 
without  the  use  of  any  contrast  medium;  and 

Whereas,  It  is  not  economically  feasible  for  such 
medical  departments  to  utilize  the  services  of  a fully 
qualified  radiologic  technologist  in  view  of  the  nature 
and/or  volume  of  x-rays  involved;  therefore  be  it 
Resolved , That  the  Medical  Society  of  the  State  of 
New  York,  through  its  appropriate  scientific  division 
or  committee,  request  the  State  Education  Depart- 
ment and/or  the  State  Health  Department  to  establish 
a curriculum  of  study  and  training  for  the  purpose  of 
qualifying  and  licensing  x-ray  technologists  whose  ac- 
tivities would  be  limited  to  diagnostic  x-rays  of  the 
chest  and  extremities  without  the  use  of  any  contrast 
medium. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman. 

It  appears  to  your  reference  committee  that  such  action 
would  set  up  a multi-tier  educational  program  which  would 
become  very  unwieldy. 

Your  reference  committee  recommends  that  Resolution 
76-50  be  not  adopted. 

. . . The  House,  after  discussion,  voted  to  REFER 
Resolution  76-50  to  the  Council  for  referral  to  the 
Committee  on  Workmen’s  Compensation  and  Occu- 
pational Health  .... 

Resolution  76-57,  Resolution  Re  Implementation 
of  Program  of  Accreditation  of  Data  Centers  Han- 
dling Confidential  Clinical  Data 

Introduced  by  Medical  Society  of  the  County  of  Erie 

Whereas,  Despite  the  fact  that  our  health  care  sys- 
tem is  constantly  changing  in  its  organizational  struc- 
ture, its  care  delivery  pattern  and  its  mechanism  of 
payment,  but  the  underlying  trust  between  physician 
and  patient  must  be  preserved;  and 

Whereas,  Confidential  medical  data  is  no  longer 
kept  well  guarded  in  the  record  rooms  and  physicians’ 
offices  but  often  released  for  fiscal,  quality  monitoring, 
or  research  purposes;  and 

Whereas,  Computer-based  operations  essentially 
remote  from  bedside  medicine,  such  as  disease  re- 
gistries, PSRO’s,  utilization  reviews,  data  banks  of 
third  party  payors,  health  departments’  statistical 
data  centers  are  rapidly  growing  in  number;  and 
Whereas,  The  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  endorsed  in  1974  the 
necessity  of  regulating  data  centers  handling  identified 
clinical  data,  and  in  1975  the  “Ethical  Guidelines  for 
Data  Centers  Handling  Medical  Records”;  and 

Whereas,  In  New  York  State  there  are  still  no  for- 
mal restrictions  as  to  the  collection,  storage,  and  re- 


lease of  confidential  clinical  data  by  data  centers; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  shall  implement  the  program  of  accredita- 
tion of  data  centers  handling  confidential  clinical 
data. 


Fiscal  Note — $2,500  per  year. 


Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster,  ] 
M.D.,  Chairman. 

The  reference  committee  considered  Resolution  76-57 
and  approves  it  with  a budgeted  item  up  to  but  not  to  ex-  j 
ceed  $2,500. 

Your  reference  committee  recommends  that  Resolution  ■ 
76-57  be  approved  and  referred  to  the  Council  for  imple-  j 
mentation. 

. . . The  House  voted  to  APPROVE  and  REFER  to 
the  Council  for  implementation  Resolution  76-57 

Resolution  76-85,  Electromyography  as  a Part  of 
the  Practice  of  Medicine 

Introduced  by  Henry  Fleck,  M.D.,  Delegate,  Section  on 
Physical  Medicine  and  Rehabilitation 

Whereas,  Electromyography  is  a clinical  tool  in  the 
exploration  of  nerve  and  muscle,  requiring  a thorough 
knowledge  of  instrumentation,  nerve  and  muscle  phys-  i 
iology  and  pathology  as  well  as  general  medicine;  and 

Whereas,  Only  graduates  of  medical  schools  possess 
this  knowledge  by  virtue  of  their  basic,  clinical  and 
postgraduate  training;  and 

Whereas,  Attempts  are  being  made  by  various 
groups  of  health  related  practitioners  other  than  phy-  \ 
sicians  to  intrude  into  this  specialized  field;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  restate  the  principle  that  Elec- 
tromyography is  a part  of  the  practice  of  medicine;  and 
be  it  further 

Resolved,  That  MSSNY  introduce  appropriate  leg- 
islation to  insure  that  Electromyography  remain  firm- 
ly in  the  hands  of  the  medical  profession. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman. 

Your  reference  committee  recommends  that  Resolution 
76-85  be  approved  and  referred  to  the  Council  for  imple- 
mentation. 

. . . The  House  voted  to  APPROVE  and  REFER  to  j 
the  Council  Resolution  76-85  .... 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman. 

Your  reference  committee  had  a number  of  resolutions 
submitted  by  the  Student  Section.  The  items  under  dis- 
cussion covered  very  important  areas,  but  the  manner  in 
which  they  were  written  and  presented  to  the  reference 
committee  made  proper  consideration  of  these  resolutions 
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difficult.  With  the  permission  of  the  medical  students, 
your  reference  committee  has  rewritten  the  resolveds  of  the 
following  resolutions  to  express  the  desire  that  the  medical 
students  wanted  the  House  of  Delegates  to  concern  itself 
with. 

. . . The  House,  after  discussion,  APPROVED  the 
motion  that  a Council  member  be  appointed  as  advi- 
sor to  assist  the  students  in  preparing  resolutions  to 
be  submitted  to  the  House  of  Delegates  by  the  Stu- 
dent Section  .... 

Resolution  76-67,  Disputes  Between  Medical  Stu- 
dents and  Their  Respective  Medical  Schools 

Introduced  by  Medical  Student  Section 

Whereas,  It  has  become  increasingly  common  for 
disputes  between  medical  students  and  their  respec- 
tive medical  schools  to  end  up  in  court;  and 

Whereas,  Prolonged  and  protracted  court  proceed- 
ings can  neither  be  fair  to  the  student  nor  in  the  best 
interests  of  a medical  school’s  public  relations  and  ad- 
ditionally place  financial  burdens  on  both  for  legal  and 
court  fees;  and 

Whereas,  Nearly  all  such  disputes  can  be  quickly 
and  adequately  handled  by  arbitration,  such  as  that 
provided  by  the  American  Arbitration  Association; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  the  policy  of  binding  arbitration  for 
serious  disputes  that  arise  between  medical  students 
and  their  respective  medical  schools;  and  be  it  further 

Resolved,  That  MSSNY  request  the  12  New  York 
State  Medical  Schools  to  seriously  consider  binding  ar- 
bitration of  these  disputes  and  to  prepare  position  pa- 
pers on  this  issue  which  would  be  presented  to  the  ap- 
propriate committee  of  the  Medical  Society  of  the 
State  of  New  York;  and  be  it  further 

Resolved,  That  a status  report  on  the  progress 
toward  implementation  of  this  Resolution  be  present- 
ed at  the  1977  Annual  Meeting  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New  York. 

Resolution  76-70,  Guarantee  of  Due  Process  for 
Medical  Student  Members  of  the  Medical  Society  of 
the  State  of  New  York 

Introduced  by  Medical  Student  Section 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  a duty  to  protect  the  rights  and  privileges  of 
all  members  of  the  Medical  Society  of  the  State  of  New 
York;  and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  provided  membership  for  medical  students; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  judiciously  and  expeditiously  study  mecha- 
nisms to  implement  due  process  for  medical  students, 
regarding  their  interaction  with  medical  schools 
through  the  appropriate  committee  and  prepare  a 
statement  of  policy  suitable  for  consideration  by  the 
MSSNY  House  of  Delegates  Annual  Meeting  of  1977. 


Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman. 

Your  reference  committee  considered  Resolution  76-67 
and  Resolution  76-70  together,  and  prepared  the  following 
substitute  resolution: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  due  process  for  medical  students 
in  regard  to  interaction  with  their  medical  schools;  and 
be  it  further 

Resolved,  That  MSSNY  encourage  the  policy  of 
binding  arbitration  by  the  American  Arbitration  Asso- 
ciation for  serious  disputes  that  arise  between  medical 
students  and  their  respective  medical  schools  that  can- 
not be  resolved  by  existing  mediating  procedures;  and 
be  it  further 

Resolved,  That  MSSNY  request  the  12  New  York 
State  Medical  Schools  to  seriously  consider  binding  ar- 
bitration by  the  AAA  of  the  disputes,  that  cannot  be 
settled  by  their  arbitration  procedures. 

Your  reference  committee  recommends  approval  of 
this  substitute  resolution. 

. . . The  House,  after  discussion,  voted  to  REFER 
the  substitute  resolution  to  the  Council .... 

Resolution  76-68,  Increase  in  Number  of  Transfer 
Students  into  New  York  State  Medical  Schools 

Introduced  by  Medical  Student  Section 

Whereas,  Many  New  York  State  residents  attend 
medical  schools  in  foreign  countries  because  of  their 
resolute  desire  to  become  physicians;  and 

Whereas,  There  is  a fixed  number  of  first  year  medi- 
cal school  places  available  in  medical  schools  in  New 
York  State,  but  additional  positions  in  the  third  and 
fourth  years  of  medical  schools  can  usually  be  created 
with  relatively  minor  expansion  of  existing  programs; 
and 

Whereas,  Many  New  York  State  residents  studying 
medicine  abroad  have  passed  Part  I of  the  National 
Boards  but  still  have  not  been  able  to  transfer  back  to 
the  third  year  of  medical  schools  in  New  York  State; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  use  its  influence  to  encourage  New  York 
State  to  pass  legislation  requiring  all  the  medical 
schools  in  New  York  State  to  accept  a minimum  fixed 
percentage  over  their  class  size  of  third  year  transfer 
students  who  are  New  York  State  residents,  studying 
in  foreign  medical  schools;  whereby  the  fixed  percent- 
age should  be  established  such  that  all  such  students 
eligible  for  transfer  will  have  a reasonable  likelihood 
for  doing  so;  and  be  it  further 

Resolved,  That  the  MSSNY  approve  the  prepara- 
tion of  a status  report  by  the  appropriate  committee  of 
the  Medical  Society  of  the  State  of  New  York  detailing 
the  progress  made  in  effecting  such  legislation  or  in  at- 
taining the  goals  of  this  Resolution;  and  be  it  further 

Resolved,  That  this  report  be  presented  to  the  1977 
House  of  Delegates  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  New  York  and  report  back  to  this 
House  on  an  annual  basis. 
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Resolution  76-69,  Expansion  of  New  York  State 
Fifth  Pathway  Program 

Introduced  by  Medical  Student  Section 

Whereas,  Many  New  York  State  residents  attend 
medical  schools  in  foreign  countries  because  they  de- 
sire to  become  physicians;  and 

Whereas,  New  York  State  has  a Fifth  Pathway  Pro- 
gram which  is  directed  at  American  students  studying 
in  foreign  countries  to  help  them  return  to  American 
medicine;  and 

Whereas,  There  are  currently  many  New  York  State 
residents  who  are  unable  to  find  a place  in  Fifth  Path- 
way Programs  in  New  York  State;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  study  the  implementation  of  Fifth  Pathway 
Programs  in  New  York  State  to  determine  if  they  pro- 
vide adequate  positions  for  New  York  State  residents 
and  if  adequate  positions  do  not  presently  exist;  and  be 
it  further 

Resolved,  That  the  MSSNY  bring  to  the  attention 
of  the  proper  New  York  State  authorities  any  dis- 
crepancies that  exist  between  the  funding  and  provi- 
sion of  Fifth  Pathway  Programs  by  medical  teaching 
facilities  in  New  York  State;  and  be  it  further 

Resolved,  That  the  MSSNY  use  its  influence  to 
support  legislation  so  that  the  Fifth  Pathway  Pro- 
grams presently  operating  in  New  York  State  impose 
New  York  residence  requirements  until  such  time  as 
adequate  positions  for  all  New  York  State  residents  is 
achieved. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman. 

Your  reference  committee  considered  Resolution  76-68 
and  Resolution  76-69  together  and  prepared  the  following 
substitute  resolution: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  the  medical  schools  in  New  York 
State  to  establish  a policy  of  accepting  the  maximum 
feasible  percentage  over  their  class  size  so  that  third 
year  medical  transfer  students  who  are  New  York  resi- 
dents in  foreign  medical  schools  and  candidates  for 
Fifth  Pathway  programs  are  given  priority;  and  be  it 
further 

Resolved,  That  this  resolution  be  referred  to  the 
State  Legislation  Committee  for  their  consideration  in 
regard  to  residency  requirements  for  investigation  of 
legislative  action. 

Your  reference  committee  recommends  adoption  of 
this  substitute  resolution. 

. . . The  House  voted  to  ADOPT  the  substitute  res- 
olution .... 

Resolution  76-71,  Change  in  Substance  or  Design 
of  Medical  School  Curriculum 

Introduced  by  Medical  Student  Section 

Whereas,  The  Liaison  Committee  on  Medical  Edu- 
cation (LCME)  accredits  the  majority  of  U.S.  Medical 
Schools  for  a full  seven  (7)  years;  and 

Whereas,  Many  changes  of  substance  or  design  of 
curriculum  are  made  by  medical  schools  in  the  inter- 
vening years  which  can  significantly  affect  the  quality 
of  medical  education;  and 


Whereas,  No  appropriate  mechanism  has  been  in- 
cluded in  the  accreditation  process  to  address  the  edu- 
cational impact  of  the  changes;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  study  the  question  of  changes  in  the  sub- 
stance or  design  of  medical  school  curriculum  as  they  i 
affect  the  quality  of  medical  education;  and  be  it  fur- 
ther 

Resolved,  That  toward  this  end,  the  Medical  Soci- 
ety of  the  State  of  New  York  study  the  question  of  in- 
teraction with  the  Executive  Secretary  of  the  State 
Board  for  Medicine  or  the  Coordinator  of  Professional 
Education  of  the  New  York  State  Education  Depart- 
ment; and  be  it  further 

Resolved,  That  an  appropriate  committee  of  j 
MSSNY  prepare  a report  on  the  above  questions  to  be 
presented  to  the  1977  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  House  of  Delegates. 

Resolution  76-75,  Effective  Teaching  in  Medical 
Schools 

Introduced  by  Medical  Student  Section 

Whereas,  In  accordance  with  the  recently  approved  \ 
document,  “Functions  and  Structure  of  a Medical 
School,”  the  principle  responsibility  of  the  medical 
school  is  to  provide  its  students  with  the  opportunity  l 
to  acquire  a sound  basic  education  in  medicine;  and 

Whereas,  There  is  considerable  opinion  among  stu-  i 
dents  that  there  are  many  teachers  in  both  the  basic  , 
sciences  and  in  clinical  medicine  whose  abilities  as  , 
teachers  fall  far  short  of  student  expectations;  and 

Whereas,  Such  shortcomings  in  educational  ability  j 
and  methodology  are  frequently  overlooked  in  lieu  of 
an  instructor’s  contributions  to  research;  and 

Whereas,  In  the  accreditation  of  medical  schools 
there  is  no  direct  evaluation  of  teacher  effectiveness; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  its  influence  on  the  accreditation 
process,  address  the  question  of  teacher  effectiveness; 
and  be  it  further 

Resolved,  That  MSSNY  request  each  medical 
school  in  New  York  State  to  report  on  its  efforts  to 
date  in  assuring  teacher  effectiveness;  and  be  it  fur- 
ther 

Resolved,  That  such  elements  as  adequate  and  ap-  , 
propriate  training  in  the  area  of  curriculum  design  and 
teaching  techniques  should  be  required  of  medical 
schools  in  fulfilling  their  responsibilities  to  provide 
students  a sound  basic  education  in  medicine;  and  be  it 
further 

Resolved,  That  the  appropriate  committee  of  the  ; 
Medical  Society  of  the  State  of  New  York  report  back 
to  the  1977  House  of  Delegates  on  the  success  of  their  1 
efforts  in  assuring  effective  teaching  in  medical  schools  | 
in  the  State  of  New  York. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.I).,  Chairman. 

Your  reference  committee  considered  Resolution  76-r.  1 
and  Resolution  76-75  together  and  prepared  the  following 
substitute  resolution: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  study  the  question  of  changes  in  the  sub- 
stance or  design  of  medical  school  curriculum  as  they 
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affect  the  quality  of  medical  education;  and  he  it  fur- 
ther 

Resolved,  That  toward  this  end,  the  Medical  Soci- 
ety of  the  State  of  New  York  study  the  question  of  in- 
teraction with  the  Executive  Secretary  of  the  S\ate 
Board  of  Medicine  or  the  Coordinator  of  Professional 
Education  of  the  New  York  State  Education  Depart- 
ment; and  he  it  further 

Resolved,  That  an  appropriate  committee  of 
MSSNY  prepare  a report  on  the  above  questions  to  be 
presented  at  the  1977  annual  meeting  of  the  Medical 
Society  of  the  State  of  New  York  House  of  Delegates; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  its  influence  on  the  accreditation 
process,  address  the  question  of  teacher  effectiveness; 
and  be  it  further 

Resolved,  That  MSSNY  request  each  medical 
school  in  New  York  State  to  report  on  its  efforts  to 
date  in  assuring  teacher  effectiveness;  and  be  it  fur- 
ther 

Resolved,  That  such  elements  as  adequate  and  ap- 
propriate training  in  the  area  of  curriculum  design  and 
teaching  techniques  should  be  required  of  medical 
schools  in  fulfilling  their  responsibilities  to  provide 
students  a sound,  basic  education  in  medicine;  and  be 
it  further 

Resolved,  That  the  appropriate  committee  of  the 
Medical  Society  of  the  State  of  New  York  report  back 
to  the  1977  House  of  Delegates  on  the  success  of  their 
efforts  in  assuring  effective  teaching  in  medical  schools 
in  the  State  of  New  York. 

Your  reference  committee  heard  considerable  testimo- 
ny documenting  the  ongoing  interest  and  activities  of 
Continuing  Medical  Education  and  the  State  Board  of 
Medicine  in  both  the  substance  and  design  of  medical 
school  curricula  and  in  the  maintenance  of  effectiveness 
of  teaching  in  medical  schools.  While  the  committee  is  in 
sympathy  with  the  Medical  Student  Section  and  its  con- 
cerns in  these  areas,  it  is  felt  that  the  Medical  Society  of  the 
State  of  New  York  cannot  add  to  the  present  operating 
mechanisms  of  CME  and  the  State  Board  of  Medicine. 

Your  reference  committee  agrees  in  principle  with  what 
the  Medical  Student  Section  is  saying,  but  does  not  rec- 
ommend adoption  of  the  substitute  resolution. 

. . . The  House,  after  discussion,  voted  to  NOT 
ADOPT  the  substitute  resolution  .... 

Resolution  76-72,  Extension  of  Medical  Student 
Loans  to  New  York  State  Residents  Studying  Medi- 
cine Abroad 

Introduced  by  Medical  Student  Section 

Whereas,  The  maximum  limit  on  Federally  Insured 
Loans  which  can  be  borrowed  to  finance  graduate  edu- 
cation is  presently  to  a total  of  $10,000;  and 

Whereas,  There  has  been  a continuous  decrease  of 
Federal  money  available  to  medical  students  in  the 
form  of  health  professional  loans  and  scholarships; 
and 

Whereas,  Tuition  costs  are  steadily  rising  to  over 
$5,000  per  year  at  several  medical  schools;  and 

Whereas,  Foreign  medical  students  are  only  consid- 
ered as  graduate  school  students  and  therefore  are  not 
entitled  to  the  Health  Professional  Loans;  therefore  be 
it 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  use  its  influence  to  encourage  New  York 
State  to  consider  foreign  medical  students  on  an  equal 
basis  as  American  medical  students,  such  that  New 
York  State  students  studying  abroad  be  entitled  to  the 
same  loans  as  American  medical  students;  and  be  it 
further 

Resolved,  That  the  MSSNY  use  its  influence  to  en- 
courage New  York  State  to  guarantee  students  in  the 
Fifth  Pathway  Program  student  status  such  that  they 
not  be  required  to  begin  repayment  of  the  State  loans 
until  the  end  of  that  one  year  program. 

Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman. 

Your  reference  committee  amended  Resolution  76-72 
so  that  the  resolved  portion  would  read  as  follows: 

Resolved,  That  the  maximum  limit  on  Federally  In- 
sured Loans  which  can  be  borrowed  to  finance  gradu- 
ate education  be  increased;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  concept  that  qualified  students 
from  New  York  State  attending  fully  qualified  foreign 
medical  schools  should  be  eligible  for  guaranteed  in- 
sured loans  on  the  same  basis  as  students  from  New 
York  State  attending  medical  schools  in  the  United 
States;  and  be  it  further 

Resolved,  That  MSSNY  encourage  New  York  State 
to  guarantee  student  status  to  students  in  the  Fifth 
Pathway  program  so  that  they  will  not  be  required  to 
begin  repayment  of  the  State  loans  until  the  end  of  the 
one  year  program. 


Your  reference  committee  recommends  approval  of 
Resolution  76-72  as  amended  by  the  reference  commit- 
tee. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  76-72  as  AMENDED  by  the  reference 
committee  .... 

Resolution  76-73,  Infringements  on  Medical  Stu- 
dent Education  From  Lack  of  Adequate  Patient  Ser- 
vice Personnel 

Introduced  by  Medical  Student  Section 

Whereas,  Some  hospitals,  especially  those  publicly 
funded,  do  not  provide  sufficient  personnel  for  patient 
services;  (patient  services  being  defined  as  transport- 
ing and  staying  with  patients  for  diagnostic  proce- 
dures, searching  for  patient’s  x-rays  and  charts,  carry- 
ing specimens  to  laboratories,  taking  EKGs,  putting  in 
Foley  catheters,  drawing  blood,  starting  IVs,  changing 
bandages,  etc.);  and 

Whereas,  Medical  students  are  often  expected  to 
provide  patient  services  repeatedly  without  regard  to 
the  infringement  on  medical  student’s  educational 
time;  and 

Whereas,  Medical  students  are  thus  often  left  little 
time  to  properly  follow  their  patient’s  progress,  care- 
fully perform  detailed  physical  examinations,  discuss 
treatment  and  management  of  their  patients  with  resi- 
dent attending  staff,  be  available  for  observing  proce- 
dures on  their  patients,  read  background  material  rele- 
vant to  their  patient’s  condition,  write  up  patient’s  re- 
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ports  and  progress  notes,  and  study  material  presented 
by  their  instructors;  and 

Whereas,  Such  infringements  on  a medical  stu- 
dent’s time  prevent  him  from  receiving  proper  medical 
training,  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  supporting  medical  school 
training  that  is  educational  in  nature;  and  be  it  fur- 
ther 

Resolved,  That  to  further  this  goal  of  educational 
type  training  when  hospital  inadequacies  result  in  ser- 
vice by  a medical  student  which  is  not  educational  in 
nature  but  rather  is  an  infringement  on  the  student’s 
educational  time,  such  service  shall  no  longer  be  de- 
manded of  the  medical  student  and  should  be  con- 
demned; and  be  it  further 

Resolved,  That  the  hospitals  which  engage  in  these 
practices  be  admonished  by  the  Medical  Society  of  the 
State  of  New  York,  and  that  medical  schools  placing 
students  in  these  hospitals  be  advised  to  find  alternate 
clinical  settings  for  their  students;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  House  of  Delegates  charge  an  appropriate 
committee  on  education  to  study  the  question  of  ser- 
vice time  vs.  education  time  and  medical  students,  how 
a medical  student’s  time  may  be  most  efficiently  uti- 
lized, and  how  to  insure  that  medical  student’s  service 
does  not  replace  basic  services  that  should  be  provided 
by  paid  personnel,  and  report  back  to  the  House  of 
Delegates  at  the  1977  annual  convention. 


Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman 

Representatives  from  the  Medical  Student  Section  re- 
quested that  Resolution  76-73  be  withdrawn. 

Your  reference  committee  recommends  that  Resolution 
76-73  be  withdrawn. 


. . The  House  voted  permission  for  Resolution 
76-  73  to  be  WITHDRA  WN .... 


Resolution  76-74,  Recommendation  to  Medical 
Schools  and  Hospitals  Limiting  the  Maximum  On-Call 
Period  for  Medical  Students  to  24  Hours 

Introduced  by  Medical  Student  Section 

Whereas,  Requiring  medical  students  to  work  ex- 
tended shifts  of  more  than  24  hours  results  in  de- 
creased judgmental  capacity,  reducing  the  quality  of 
health  care  which  these  persons  provide;  and 


Whereas,  These  extended  shifts  decrease  the  learn- 
ing efficiency  of  students  and  the  house  officers  due  to 
excessive  fatigue;  and 

Whereas,  Such  extended  hours  are  greatly  disrup- 
tive of  the  personal  lives  of  medical  students;  and 
Whereas,  The  disadvantages  of  this  on-call  system, 
in  terms  of  decreased  quality  of  medical  care,  de- 
creased educational  value,  and  disruption  of  personal 
life,  outweigh  the  merits  of  the  system;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  affirm  opposition  to  the  practice  of  requir- 
ing medical  students  to  work  extended  shifts  of  more 
than  24  hours;  and  be  it  further 

Resolved,  That  MSSNY  recommend  in  writing  to 
the  medical  schools  and  hospitals  of  the  State  of  New 
York  that  no  medical  student  be  required  to  work  for 
periods  greater  than  24  hours;  and  be  it  further 

Resolved,  That  MSSNY  further  recommend  to  the 
medical  schools  and  hospitals  of  the  State  of  New  York 
that  they  attempt  to  implement  schedules  for  medical 
students  whereby  no  medical  student  is  required  to 
work  more  than  1 period  of  15  hours  at  a time,  or  an  in- 
tervening period  of  at  least  12  hours  off  duty,  and  such 
that  the  maximum  total  hours  not  exceed  80  hours  per 
week;  and  be  it  further 

Resolved,  That  the  appropriate  committee  of  the 
Medical  Society  of  the  State  of  New  York  report  back 
to  the  House  of  Delegates  of  MSSNY  at  the  1977  annu- 
al convention  on  the  effectiveness  of  the  recommenda- 
tions made  to  the  hospitals  and  medical  schools  in  New 
York  State. 


Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman. 

Your  reference  committee  amended  Resolution  76-74 
so  that  the  resolved  portion  would  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  affirm  opposition  to  the  practice  of  using 
students  to  perform  tasks  not  germane  to  their  medical 
education;  and  be  it  further 

Resolved,  That  MSSNY  affirm  opposition  to  the 
practice  of  extended  work  schedules  that  can  interfere 
with  the  student’s  primary  goal  of  obtaining  a sound 
medical  education. 

Your  reference  committee  recommends  approval  of 
Resolution  76-74  as  amended  by  the  reference  commit- 
tee. 


. . . The  House  voted  to  NOT  ADOPT  Resolution 
76-74  as  AMENDED  by  the  reference  committee 
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Resolution  76-76,  Budget  Formulation  for  Sup- 
portive Administrative  Services  to  the  Student  Sec- 
tion 

Introduced  by  Medical  Student  Section 

Whereas,  Resolution  75-134,  Supportive  Admit  is- 
trative  Service  to  the  Student  Section,  was  considered 
at  the  last  Annual  Convention  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New  York, 
but  could  not  he  voted  upon  at  that  time  without  an 
accompanying  budgetary  estimate;  and 

Whereas,  An  operating  budget  has  not  been  formu- 
lated; and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  provided  for,  as  well  as  encouraged  the  orga- 
nization of  a student  section  of  MSSNY;  and 

Whereas,  Meetings  have  taken  place  with  represen- 
tatives of  the  medical  schools  in  New  York  State;  and 

Whereas,  It  has  been  decided  at  such  meetings  that 
an  active  organization  of  medical  students  is  needed  in 
New  York  State;  and 

Whereas,  Support  in  several  areas  will  be  necessary 
to  sustain  the  organization,  development,  and  perpet- 
uation of  such  an  organization;  and 

Whereas,  The  communication  requisite  to  provide 
adequate  representation  of  all  medical  schools  in  New 
York  State  requires  the  availability  of  such  supportive 
services  as  secretarial  help,  xerography,  telephonic  and 
postal  fees;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reconsider  Resolution  75-134;  and  be  it  fur- 
ther 

Resolved,  That  a total  of  $5,190  be  appropriated  for 
the  activities  of  the  Student  Section  of  the  Medical  So- 
ciety of  the  State  of  New  York  for  the  upcoming  year. 

ludgetarv  Notation  for  Resolution  76-76 

Funds  to  cover  travel  expenses  and  supportive  ser- 
vices for  at  least  three  Statewide  meetings  per  year  of 
the  Student  Section,  for  which  minimal  travel  ex- 
penses are  those  of  bringing  two  representatives  of 
each  of  the  four  Upstate  medical  schools  to  New 
York  City — approximately  $90.  per  representative 
= $720. 

Thus,  three  meetings  a year  would  amount  to 
$2,160.;  and  one  regional  meeting  of  the  Upstate 
members  for  which  minimal  travel  expenses  are 
those  of  bringing  two  representatives  of  each  of 
three  Upstate  medical  schools  to  the  fourth. 

Airfare  for  four  students  would  equal  $75.  per  stu- 
dent for  a total  of  $300.,  and  carfare  for  two  students 
of  $30.,  which  would  total  $330. 

Support  for  two  medical  students  elected  by  the  rep- 
resentatives of  the  New  York  State  Medical  Schools, 
to  organize  and  collate  the  working  structure  of  this 
body  over  the  upcoming  summer  of  1977,  including 
a basic  living  allowance  of  $800.  for  eight  weeks  for  a 
total  of  $1,600. 


Supportive  administrative  services,  through  their 
Executive  Offices  at  Lake  Success  to  the  Student 
Section  throughout  the  year,  to  include  typing, 
which  is  here  assumed  to  be  % time  of  a secretary 
whose  salary  is  approximately  $8,000.  per  year 
equalling  $1,600;  xerography — $300;  telephone  ex- 
penses— $400;  mailing  expenses — $300;  and  miscel- 
laneous expenses  at  $100. 


Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman. 

Your  reference  committee  recommends  approval  of 
Resolution  76-76,  and  referral  to  the  Council  for  imple- 
mentation. 


. . . The  House,  after  discussion  voted  to  AMEND 
the  recommendation  of  the  reference  committee  by 
deleting  the  words  “ for  implementation.” 

The  recommendation  of  the  reference  committee 
would  then  read  as  follows: 

Your  reference  committee  recommends  approval  of 
Resolution  76-76,  and  referral  to  the  Council. 


. . . The  House  voted  to  APPROVE  and  REFER  to 
the  Council  Resolution  76-76  .... 


Resolution  76-84,  Recognition  of  Medical  Educa- 
tion and  Community  Orientation  ( MECO ) 

Introduced  by  Medical  Student  Section 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  House  of  Delegates  has  voted  to  implement  pre- 
ceptorships  provided  for  in  Resolution  74-107  and 
Resolution  75-135;  and 

Whereas,  The  American  Medical  Student  Associa- 
tion has  implemented  pre-clinical  preceptorships  for 
first  and  second  year  students  under  the  name  of  Med- 
ical Education  and  Community  Orientation  (MECO); 
and 

Whereas,  MECO  preceptorships  have  the  purpose 
of  exposing  the  student  to  the  community  and  to  the 
cultural,  economic,  political  and  environmental  deter- 
minants of  health  in  that  community  via  participation 
in  said  program  with  a primary  care  physician;  and 

Whereas,  A New  York  State  MECO  Committee  has 
been  instituted  and  is  a viable  means  by  which  precep- 
torships have  been  and  are  being  implemented;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  MECO;  and  be  it  further 

Resolved,  That  MSSNY  recognize  the  MECO  pro- 
gram as  the  means  by  which  Resolution  74-107  and 
75-135  be  implemented;  and  be  it  further 
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Resolved , That  MSSNY  make  available  adminis- 
trative support  and  technical  assistance  to  the  MECO 
program;  and  be  it  further 

Resolved,  That  MSSNY  provide  funding  for  three 
annual  planning  meetings;  and  be  it  further 

Resolved,  That  each  county  medical  society  is  re- 
quested to  devote  study  and  general  meeting  time  to 
the  implementation  of  the  MECO  program  within  the 
county. 


Budgetary  Notation  for  Resolution  76-84 

To  minimize  cost,  the  MECO  Committee  has  decid- 
ed to  hold  administrative  meetings  in  conjunction  with 
Regional  and  National  American  Medical  Student  As- 
sociation meetings,  since  it  is  extremely  important  that 
members  attend  those  meetings  as  well.  Therefore, 
the  following  budget  is  proposed: 


Organizational  Meeting 
(Syracuse) 

Round  Trip  Airfare  for  one 
Person  (New  York — 
Syracuse) 

Round  Trip  Carfare  for  one 
Person  (Rochester — 
Syracuse) 

Meals  (3  Persons,  1 day) 

Regional  AMSA  Meeting 
(Boston) 

Round  Trip  Airfare  for  one 
Person  (from  New  York) 


$72.00 
12.00  - 
30.00 

$ 114.00 


$70.00 


Round  Trip  Airfare  for  one  98.00 

Person  (from  Syracuse) 

Motel  $10.00/person/  60.00 

day)  2 (3  X 10)  = 

Meals  (3  days,  2 people)  60.00 

National  AMSA  Meeting 
(Chicago) 

Round  Trip  Airfare  for  $480.00 

three  Persons  (from  New 
York)  3 X 160 

Hotel  ((®  $10. 00/person)  3 90.00 

(3  X 10) 

Meals  (3  days,  3 people)  3 X 90.00 
30  


Misc.  Expenses  (Telephone 
and  Mailing) 


Total 


$ 288.00 


$ 660.00 

$ 100.00 


$1162.00 


Report  of  Reference  Committee  on  Education:  The 
following  report  was  presented  by  Robert  C.  Webster, 
M.D.,  Chairman. 

Your  reference  committee  recommends  approval  of 
Resolution  76-84  with  implementation  as  approved  by  the 
Council. 

. . . The  House  voted  to  ADOPT  Resolution  76-84 
with  implementation  as  approved  by  the  Council 

. . . The  House  voted  to  ADOPT  the  reference  com- 
mittee report  as  a whole  as  AMENDED .... 
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PROPOSED  AMENDMENTS  TO 
THE  BYLAWS 

Proposed  amendments  to  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  were  referred  to  the 
House  Committee  on  Bylaws  and  will  be  acted  upon  at  the 
1977  Annual  Meeting  of  the  House  of  Delegates. 

The  proposed  amendments  to  the  Bylaws  are  as  fol- 
lows: 

Resolution  76-1,  Date  Annual  Dues  Become  Due  and 
Pay  a ble 

Introduced  by  Joseph  Kaufman,  M.D.,  Chairman  of  the 
Board  of  Trustees 

Whereas,  The  present  Bylaws  of  the  Medical  Soci- 
ety of  the  State  of  New  York  provide  that  a member 
whose  dues  are  unpaid  after  May  1st  of  any  current 
year  is  not  in  good  standing;  and 

Whereas,  The  failure  of  some  county  medical  so- 
cieties to  forward  such  monies  on  behalf  of  their  mem- 
bers prior  to  this  date  causes  many  problems  to  be  ex- 
perienced bv  the  Medical  Society  of  the  State  of  New 
York  in  relation  to  its  financial  standing  and  reporting 
requirements,  particularly  with  respect  to  the  creation 
of  a delay  of  two  months  in  the  administration  of 
funds;  therefore  be  it 

Resolved,  That  Article  XV  of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
so  as  to  substitute  the  words  “March  1”  for  the  words 
“May  1”  in  paragraph  5,  line  4 thereof.  The  para- 
graph as  amended  would  then  read  as  follows: 

Any  member,  except  a member  who  is  eligible  for 
and  has  applied  for  life  membership,  whose  compo- 
nent county  medical  society  and  State  Society  dues 
are  unpaid  after  March  1 of  any  current  year  or 
whose  assessments  are  unpaid  by  the  specified  time 
is  not  in  good  standing  and  shall  be  deemed  to  be  in 
arrears. 

and  be  it  further, 

Resolved,  That  Article  XVIII,  Section  3 of  the  By- 
laws of  the  Medical  Society  of  the  State  of  New  York 
be  amended  so  as  to  substitute  the  word  “March”  for 
the  word  “May”  in  paragraph  3,  line  8 thereof.  The 
paragraph  as  amended  would  then  read  as  follows: 

The  treasurer  of  each  component  county  medical 
society  shall  forward  to  the  treasurer  of  the  Medical 
Society  of  the  State  of  New  York  the  amount  of  the 
State  Society  per  capita  dues  and/or  assessments 
and  the  amount  of  all  American  Medical  Association 
dues  collected  from  members  of  his  component 
county  medical  society  as  promptly  as  possible  but 
in  any  event  before  the  first  day  of  March  of  each 
year. 

and  be  it  further. 

Resolved,  That  Article  II,  Section  2 of  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  be 
amended  so  as  to  substitute  the  word  “April”  for  the 
word  “June”  in  paragraph  12,  line  1 thereof.  This 
paragraph  as  amended  would  then  read  as  follows: 

A member  whose  dues  are  unpaid  after  April  1 or 
whose  assessments  are  unpaid  one  month  after  the 
specified  date  shall  be  dropped  from  the  rolls  of 
membership  of  his  component  county  medical  soci- 
ety and  the  Medical  Society  of  the  State  of  New 
York  upon  reasonable  notice  to  such  member  by  his 


component  county  medical  society,  or  the  State  So- 
ciety, and  without  further  action  on  the  part  of  ei- 
ther the  component  county  medical  society  or  the 
State  Society  and  on  such  date  he  shall  automatical- 
ly cease  to  be  a member  of  both  the  component 
county  medical  society  and  the  State  Society. 

Resolution  76-2,  County  Medical  Society  Member- 
ship Categories 

Introduced  by  Ralph  M.  Schwartz,  M.D.,  Councilor 

Whereas,  Under  the  existing  Bylaws  provisions 
county  medical  societies  are  permitted  to  create  what- 
ever categories  of  county  membership  they  wish,  so 
long  as  no  category  contravenes  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York;  and 

Whereas,  The  result  has  been  a proliferation  of  vari- 
ous categories  of  membership  at  the  local  county  soci- 
ety level;  and 

Whereas,  The  classes  of  membership  so  created  do 
not  necessarily  have  any  relationship  with  member- 
ship classes  created  in  other  counties  or  by  the  Medical 
Society  of  the  State  of  New  York;  and 

Whereas,  The  result  of  this  situation  has  been  that 
many  physicians  who  formerly  had  been  carried  on  the 
rolls  of  the  State  Society  as  active  members  since  that 
was  the  only  means  by  which  they  could  likewise  retain 
their  county  medical  society  membership,  now  become 
aware  of  the  fact  that  a new  county  medical  society 
membership  category  would  permit  them  to  resign 
from  membership  in  the  State  Society  while  retaining 
their  county  medical  society  affiliation;  and 

Whereas,  Such  a policy,  if  it  became  widespread 
could  result  in  a mass  exodus  of  members  from  the 
Medical  Society  of  the  State  of  New  York;  therefore  be 
it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  so  as  to  preclude 
any  possibility  that  a category  of  membership  could  be 
created  whereby  members  would  not  be  required  to  be- 
come dues  paying  members  of  the  State  Society  unless 
such  a category  first  receives  the  approval  of  the  Medi- 
cal Society  of  the  State  of  New  York;  and  be  it  fur- 
ther, 

Resolved,  That  Article  XVIII,  Section  2,  paragraph 
1 of  the  Bylaws  of  the  Medical  Society  be  amended  to 
add  a new  sentence  following  the  first  sentence  to  read 
as  follows: 

However,  no  county  medical  society  shall  be  per- 
mitted to  create  any  new  category  of  membership 
until  such  category  has  been  approved  by  the  Medi- 
cal Society  of  the  State  of  New  York. 

Resolution  76-3,  County  Medical  Society  Member- 
ship Categories  for  Non  Resident  Physicians 

Introduced  by  Ralph  M.  Schwartz,  M.D.,  Councilor 

Whereas,  Under  the  existing  Bylaw  provisions, 
county  medical  societies  are  permitted  to  create  what- 
ever categories  of  county  membership  they  wish,  as 
long  as  no  category  contravenes  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York;  and 

Whereas,  The  result  has  been  a proliferation  of  vari- 
ous categories  of  membership  at  the  local  county  soci- 
ety level  especially  as  these  pertain  to  physicians  who 
neither  reside  nor  practice  in  that  county;  and 

Whereas,  The  classes  of  membership  so  created  do 
not  necessarily  have  any  relationship  with  member- 
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ship  classes  created  in  other  counties  or  by  the  Medical 
Society  of  the  State  of  New  York;  and 

Whereas,  The  result  has  been  that  many  physicians 
who  formerly  had  been  carried  on  the  rolls  of  the  State 
Society  as  active  members  since  that  was  the  only 
means  by  which  they  could  likewise  retain  their  county 
medical  society  membership,  became  aware  of  the  fact 
that  a new  county  medical  society  membership  cate- 
gory recently  created  would  permit  them  to  resign 
from  membership  in  the  State  Society  while  retaining 
their  county  medical  society  affiliation;  and 

Whereas,  The  possibility  exists  that  unless  the  local 
county  medical  society  notifies  the  Medical  Society  of 
the  names  of  those  physicians  seeking  membership  in 
these  various  non  resident  categories  and  requests  ver- 
ification from  the  State  Society  of  that  applicant’s  cur- 
rent active,  junior  or  life  membership  in  another  coun- 
ty medical  society,  the  Medical  Society  of  the  State  of 
New  York  might  never  be  able  to  advise  the  local  soci- 
ety of  a particular  applicant’s  ineligibility  for  such 
local  membership  status;  and 

Whereas,  This  lack  of  knowledge  might  permit 
those  individuals  to  become  non  resident  county  soci- 
ety members  notwithstanding  the  fact  that  they  would 
be  ineligible  if  the  facts  were  known  since  they  were 
not  active,  junior  or  life  members  in  another  compo- 
nent county  society;  and 

Whereas,  Such  a policy,  if  it  became  widespread, 
could  result  in  a mass  exodus  of  members  from  the 
Medical  Society  of  the  State  of  New  York  and  the  local 
county  medical  societies  themselves;  therefore  be  it 
Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  so  as  to  require 
the  local  county  medical  society,  in  which  non  resident 
membership  is  requested,  to  advise  the  Medical  Soci- 
ety of  the  State  of  New  York  of  the  names  of  the  physi- 
cians applying  for  this  status  and  require  verification 
from  the  State  Society  of  their  eligibility  therefore; 
and  be  it  further 

Resolved,  That  Article  XVIII,  Section  2 of  the  By- 
laws of  the  Medical  Society  of  the  State  of  New  York 
be  amended  to  add  a new  paragraph  immediately  fol- 
lowing the  present  second  paragraph  to  read  as  fol- 
lows: 

No  physician  shall  be  granted  membership  by  any 
county  medical  society  in  any  category  of  member- 
ship which  has  been  created  for  the  benefit  of  physi- 
cians who  neither  reside  nor  practice  in  such  county, 
unless  and  until  such  county  medical  society  veri- 
fies, with  the  Medical  Society  of  the  State  of  New 
York,  the  fact  that  the  applicant  currently  holds  ei- 
ther active,  junior  or  life  membership  in  another 
county  of  this  State.  This  requirement  applies  with 
equal  force  whether  the  category  of  membership  on 
the  local  county  medical  society  level  be  designated 
as  “associate  membership,”  “affiliate  membership,” 
“corresponding  membership,”  “non-resident  mem- 
bership” or  by  any  similar  designation. 


Resolution  76-4,  Amendment  to  Bylaws  Changing 
Requirement  for  Life  Membership 

Introduced  by  Medical  Society  of  the  County  of  Kings 

Whereas,  Life  Membership  in  the  Medical  Society 
of  the  State  of  New  York  and  its  constituent  county  so- 
cieties is  achieved  when  a member  reaches  the  age  of 


70,  and  meets  the  added  requirements  of  five  consecu- 
tive years  of  membership;  and 

Whereas,  The  county  membership  rolls  are  being 
depleted  by  the  inordinate  number  of  such  eligibles 
with  consequent  loss  of  necessary  revenue,  and  poses  a 
serious  threat  to  the  stability  of  county  medical  so- 
cieties; and 

Whereas,  The  five  year  clause  seems  completely  in- 
adequate, tends  to  encourage  late  enrollment  in  county 
societies  and  is  patently  unfair  to  the  great  majority  of 
members  who  have  supported  their  county  societies 
for  all  or  most  of  their  productive  years;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  1,  Paragraph  10  of 
the  Bylaws  by  deleting  the  word  “five”  and  inserting 
the  word  “twenty.” 

Article  II,  Section  1,  Paragraph  10  would  then  read 
as  follows: 

An  active  member  in  good  standing  for  the 
twenty  consecutive  years  before  reaching  the  age  of 
seventy  years,  unless  there  are  extenuating  reasons 
such  as  illness,  or  an  active  member  in  good  standing 
for  five  consecutive  years  or  more  who  is  permanent- 
ly disabled,  may  apply  for  life  membership  . . . 

Resolution  76-5,  Amendment  to  Bylaws  Changing 
Requirements  for  Life  Membership  of  Physicians 
Retired  from  Practice 

Introduced  by  Medical  Society  of  the  County  of  Erie 

Whereas,  There  is  a growing  trend  for  physicians  to 
retire  from  the  active  practice  of  medicine  before  at- 
taining the  age  of  seventy;  and 

Whereas,  Such  physicians  do  not  qualify  for  life 
membership  because  they  are  not  70  years  of  age  or 
permanently  disabled;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  1,  Paragraph  10  of 
the  Bylaws  to  read  as  follows: 

An  active  member  in  good  standing  for  the  five 
consecutive  years  before  reaching  the  age  of  seventy 
years,  unless  there  are  extenuating  reasons  such  as 
illness,  or  an  active  member  in  good  standing  for  five 
consecutive  years  or  more  who  is  permanently  dis- 
abled, or  an  active  member  in  good  standing  for 
twenty  years  or  more  who  has  fully  retired  from  the 
active  practice  of  medicine,  may  apply  for  life  mem- 
bership. 

Resolution  76-7,  Nominating  Committee  Appoint- 
ments 

Introduced  by  James  Blake,  M.D.,  Member  of  the  House 
for  Life  and  Trustee 

Whereas,  The  Nominating  Committee  consists  of 
eleven  members  of  which  one  member  is  selected  from 
each  of  the  nine  district  branches  and  two  members  are 
selected  at  large;  and 

Whereas,  Each  member  of  the  Nominating  Com- 
mittee selected  to  represent  a particular  district 
branch  is  selected  by  the  President  of  the  Medical  So- 
ciety of  the  State  of  New  York  from  a list  of  not  less 
than  three  nor  more  than  five  candidates  submitted  by 
the  respective  district  branches  pursuant  to  Article  XI, 
Section  2 of  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York;  and 
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Whereas,  The  objective  of  the  provisions  of  Article 
XI.  Section  2 of  the  Bylaws  is  to  insure  adequate  repre- 
sentation from  each  of  the  district  branches;  and 
Whereas,  It  is  desirable  to  continue  to  attempt  to  se- 
cure such  equal  representation  on  this  committee  in 
the  event  that  a particular  designated  representative 
or  alternate  is  unable  to  attend  the  meeting  of  the 
Nominating  Committee;  therefore  be  it 

Resolved,  That  in  the  event  that  a designated  rep- 
resentative of  one  of  the  district  branches,  or  his  alter- 
nate is  unable  to  attend  the  meeting  of  the  Nominating 
Committee,  the  President  shall  appoint  an  at  large 
member  preferably  from  the  district  which  would  oth- 
erwise not  be  adequately  represented  as  a result  of  the 
absence  of  its  delegated  member  or  alternate;  and  be  it 
further 

Resolved,  That  Article  XI,  of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
to  add  the  following  sentence  immediately  following 
the  second  sentence  of  Section  2 thereof: 

In  the  event  that  a member  of  the  Nominating 
Committee  who  has  been  selected  as  the  representa- 
tive of  a particular  district  branch  or  his  alternate 
shall  be  unable  to  attend  the  meeting  of  this  com- 
mittee, the  President  shall  appoint  an  at  large  mem- 
ber, preferably  from  the  district  branch  whose  rep- 
resentative is  absent,  to  represent  the  interests  of 
that  district  on  the  Nominating  Committee. 

Resolution  76-51,  Society  Past-Presidents  and 
Past  Members  of  the  Board  of  Trustees  to  be  Desig- 
nated as  Members  of  the  Council 

Introduced  by  David  Kershner,  M.D.,  as  an  Individual 

Whereas,  At  the  present  time  the  past-presidents  of 
the  Medical  Society  of  the  State  of  New  York,  with  the 
exception  of  the  immediate  past-president,  and  past 
chairman  of  the  Board  of  Trustees  are  not  designated 
to  attend  all  meetings  of  the  Council;  and 

Whereas,  The  Council  therefore  derives  no  benefit 
from  their  valuable  experience,  knowledge  and  exper- 
tise; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  to  have  all  Society  past- 
presidents  and  past  chairmen  of  the  Board  of  Trustees 
designated  to  attend  all  meetings  of  the  Council;  and 
be  it  further 

Resolved,  That  paragraph  2 of  Article  IV,  Section  1 
of  the  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  be  amended  to  read  as  follows: 

The  trustees,  the  executive  vice-president,  the 
deputy  executive  vice-president,  all  past-presidents 
of  the  Society  and  all  past  chairmen  of  the  Board  of 
Trustees  and  the  general  counsel  of  the  Medical  So- 
ciety of  the  State  of  New  York  shall  attend  all  meet- 
ings of  the  Council  with  voice  but  without  vote. 

Resolution  76-56,  Eligibility  Requirements  for 
Life  Membership  Status 

Introduced  by  Joseph  J.  Kaufman,  M.D.,  Chairman,  Board 
of  Trustees 

Whereas,  The  budgets  of  both  the  individual  county 
medical  societies  and  the  Medical  Society  of  the  State 
of  New  York  continues  to  increase  yearly  as  a result  of 
both  inflationary  pressures  and  the  increased  demands 


made  upon  the  county  societies  and  the  State  Society 
to  become  involved  in  new  projects;  and 

Whereas,  One  of  the  unfortunate  results  of  the  re- 
cent dues  increase  has  been  the  loss  of  a substantial 
number  of  members;  and 

Whereas,  The  loss  of  members  combined  with  the 
increased  numbers  of  members  applying  for  life  mem- 
bership status  have  contributed  to  the  present  budget- 
ary crises;  and 

Whereas,  The  purpose  of  the  life  membership  cate- 
gory was  to  permit  those  physicians  who  have  support- 
ed their  medical  societies  for  many  years  and  have  now 
reached  the  age  where  they  wish  to  completely  retire 
from  active  practice  to  retain  the  benefits  of  society 
membership  without  the  financial  burden  associated 
with  the  payment  of  dues;  and 

Whereas,  It  is  becoming  increasingly  obvious  that 
many  physicians  who  reach  the  age  of  seventy  years  do 
not  retire  completely  from  active  practice;  therefore  be 
it 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  to  permit  those 
physicians  who  do  retire  completely  from  active  prac- 
tice at  age  seventy  to  apply  for  life  membership  status 
while  requiring  those  physicians  who  elect  to  continue 
their  active  practice  past  the  age  of  seventy  to  remain 
active  members  until  such  time  as  they  reach  the  age  of 
seventy-five;  and  be  it  further, 

Resolved,  That  the  bylaws  of  the  Medical  Society  of 
the  State  of  New  York  also  be  amended  to  require  the 
physician  member  applying  for  life  membership  status 
to  have  been  a member  for  the  ten  consecutive  years 
immediately  preceding  his  application;  and  be  it  fur- 
ther 

Resolved,  That  in  order  to  effectuate  these  changes, 
Article  II,  Section  1,  paragraph  9 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  should  be 
amended  to  read  as  follows: 

An  active  member  in  good  standing  who  has  com- 
pletely withdrawn  from  the  active  practice  of  medi- 
cine and  who  has  been  a member  in  good  standing 
for  the  ten  consecutive  years  prior  to  the  attainment 
of  the  age  of  seventy  years  or  an  active  member  in 
good  standing  who  continues  the  active  practice  of 
medicine  and  who  has  been  a member  in  good  stand- 
ing for  the  ten  consecutive  years  prior  to  the  attain- 
ment of  the  age  of  seventy-five  years,  or  an  active 
member  in  good  standing  for  ten  consecutive  years 
or  more  who  is  permanently  disabled,  may  apply  for 
life  membership.  The  House  of  Delegates  or  the 
Council  may  waive  the  ten  consecutive  year  require- 
ment in  a proper  case  where  there  appear  to  be  ex- 
tenuating circumstances  such  as  illness.  He  shall 
apply  for  such  life  membership  to  the  component 
county  medical  society  of  which  he  is  a member. 
His  application  shall  be  governed  by  the  constitu- 
tion and  bylaws  of  the  component  county  medical 
society  relative  to  active  membership. 

Resolution  76-81,  Change  in  Name  of  the  Council 
of  the  Medical  Society  of  the  State  of  New  York  to  the 
Executive  Committee  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  Individual 

Whereas,  The  Council  of  the  Medical  Society  of  the 
State  of  New  York  has  been  designated  pursuant  to 
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Article  IV  of  the  Bylaws  as  the  policy  making  body  of 
the  Medical  Society  of  the  State  of  New  York  when  the 
House  of  Delegates  is  not  in  session;  and 

Whereas,  Although  all  of  its  actions  between  meet- 
ings of  the  House  of  Delegates  are  decisive  and  final, 
these  are  subject  to  review  by  the  House  of  Delegates 
which  has  the  authority  to  rescind  any  and  all  actions 
of  the  Council;  and 

Whereas,  The  Council  therefore  is  in  fact  the  Exec- 
utive Committee  of  the  House  of  Delegates  and  func- 
tions thereas;  and 

Whereas,  The  Not-For-Profit  Corporation  Law  is 
the  New  York  State  statute  which  governs  the  actions 
of  corporations  such  as  medical  societies  and  this  stat- 
ute makes  reference  throughout  to  executive  com- 
mittees and  their  functions;  and 

Whereas,  It  would  be  more  appropriate  and  less 
confusing  if  this  body  were  given  its  proper  designa- 
tion; therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  to  change  the 
designation  from  “Council”  to  “Executive  Committee 
of  the  House  of  Delegates,”  and  be  it  further 

Resolved,  That  these  Bylaws  be  changed  as  fol- 
lows: 

The  words  “Executive  Committee  of  the  House  of 
Delegates”  should  be  substituted  for  the  word  “Coun- 
cil” wherever  it  appears; 

The  words  “member  of  the  Executive  Committee  of 
the  House  of  Delegates”  should  be  substituted  for  the 
word  “councilor”  wherever  it  appears;  and 

The  words  “members  of  the  Executive  Committee  of 
the  House  of  Delegates”  should  be  substituted  for  the 
word  “councilors”  wherever  it  appears. 


PROPOSED  AMENDMENTS  TO 
THE  PRINCIPLES  OF 
PROFESSIONAL  CONDUCT 

Proposed  amendments  to  the  Principles  of  Professional 
Conduct  were  referred  to  the  House  Committee  on  Bylaws 
and  will  be  acted  upon  at  the  1977  Annual  Meeting  of  the 
House  of  Delegates. 

The  proposed  amendments  to  the  Principles  of  Profes- 
sional Conduct  is  as  follows: 

Resolution  76-28,  Obligation  of  Physician  to  Provide 
Non-Medical  Services  to  Patients  Whose  Accounts  are 
in  Arrears 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  It  is  understood  that  when  a physician  un- 
dertakes the  responsibility  of  treating  a patient,  the 
patient  assumes  the  responsibility  of  paying  the  fee; 
and 

Whereas,  The  Principles  of  Professional  Conduct  do 
not  address  the  problem  of  a patient  who  has  not  paid 
his  physician’s  fees,  and  yet  requests  assistance  for  this 
patient’s  legal  problems;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Principles  of  Professional  Con- 
duct, CHAPTER  II,  Section  4 to  read: 


....  that  the  physician  is  not  obligated  to  under- 
take the  additional  non-medical  services  to  the  pa- 
tient unless  he  pays  the  fee  for  previous  services  or 
unless  such  payment  creates  a financial  hardship  for 
the  patient. 

Resolution  76-32,  Change  in  the  Principles  of  Pro- 
fessional Conduct 

Introduced  by  Medical  Society  of  the  County  of  Queens 

Whereas,  Our  present  Principles  of  Professional 
Conduct  prohibit  physicians  from  withholding  reports 
to  attorneys  and  others  if  bills  are  not  paid;  and 

Whereas,  One  serious  cause  of  malpractice  actions  is 
a suit  by  a physician  against  a patient  for  unpaid  bills; 
and 

Whereas,  After  reports  have  been  rendered  to  attor- 
neys and  others,  financial  settlements  are  made  to  pa- 
tients without  notification  to  the  physician;  and 

Whereas,  In  many  of  these  instances  the  physicians 
never  receive  payment  and  are  thereby  financially 
harmed  as  a result  of  their  being  cooperative  and  con- 
forming to  the  rules  of  ethics;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Principles  of  Professional  Con- 
duct and  urge  that  the  law  be  modified  to  provide  per- 
mission to  physicians  not  to  furnish  reports  except 
upon  written  agreement  that  their  bills  be  paid  upon 
conclusion  of  any  action  or  claim  including  interest 
computed  from  the  date  of  termination  of  services  or 
date  bill  is  rendered  whichever  comes  first;  and  be  it 
further 

Resolved,  That  it  shall  not  be  deemed  unethical 
and  unlawful  for  a physician  to  withhold  reports  pend- 
ing payment  of  bills  or  a satisfactory  agreement  to  pay 
bills;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  American  Medical  Association 
for  a change  in  the  latter’s  Principles  of  Medical  Ethics 
to  include  the  same  principles  as  enumerated  in  this 
resolution  since  these  principles  apply  universally  to 
physicians  all  over  the  count  ry  as  well  as  in  the  State  of 
New  York;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  and  the  American  Medical  Association 
bring  this  inequity  to  the  attention  of  the  State  and 
Federal  legislatures  for  correction. 

Resolution  76-62,  Medical  Reports  and  Payment 
for  Medical  Services 

Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individual 

Whereas,  Our  present  Principles  of  Professional 
Conduct  has  been  interpreted  to  mean  that  a physician 
cannot  withhold  a medical  report  simply  because  his 
bill  for  professional  services  has  not  been  paid;  and 
Whereas,  It  has  been  held  ethical  for  a physician  to 
charge  for  the  preparation  of  a report;  and 

Whereas,  The  providing  of  a report  frequently  re- 
sults in  payment  to  the  physician’s  patient  in  one  of 
several  forms  without  the  physician’s  being  aware  that 
such  payment  has  been  made;  and 

Whereas,  It  has  frequently  occurred  that  after  such 
payment  has  been  made  the  physician’s  bill  has  not 
been  paid  because  no  lien  law  for  physicians  exists  in 
this  State;  therefore  be  it 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Principles  of  Professional  Con- 
duct to  provide  that  a physician  is  not  required  to  issue 
a report  unless  either  his  bill  has  been  paid  or  a legally 
valid  assignment  for  the  payment  of  such  bill  for  loon- 
eys due  from  any  third  party  including  insurors  Has 
been  sent  and  acknowledged;  and  be  it  further 

Resolved,  That  such  assignment  shall  be  valid  and 
binding  on  all  third  party  payors  and  on  the  recipients 
of  such  reports  including  attorneys  and  claimants  who 
shall  become  in  receipt  of  funds  based  in  part  on  the 
information  provided  by  the  reporting  physician;  and 
be  it  further 

Resolved.  That  it  shall  be  declared  unethical  for  a 
physician  to  supply  a report  until  such  or  some  guaran- 
tee of  payment  by  a responsible  party  has  been  provid- 
ed in  cases  where  the  bill  has  remained  unpaid  at  the 
time  of  submission  of  the  requested  report. 


Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York 

The  Speaker  adjourned  the  House  of  Delegates  on 
I hursday,  November  11,  1976,  and  President  Emerson 
called  the  annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York  to  order  . . . 


...  President  Emerson  introduced  President-Elect 
Ceorge  L.  Collins,  Jr.,  who  addressed  the  House  ( see  Ad- 
dresses to  the  House,  page  468)  . . . 


. . . President  Emerson  adjourned  the  annual  meeting 


ELECTIONS 


Tellers 

Tellers  were  the  following: 

Vernal  G.  Cave,  Kings,  Chairman 
Robert  B.  Brvant,  Onondaga 
Joseph  T.  Doyle,  Albany 
Robert  A.  Mayers,  Westchester 
James  R.  Nunn,  Erie 

. . . Speaker  Way  announced  that,  under  the  supervi- 
sion of  the  Tellers,  members  of  the  staff  would  count  the 
ballots.  . . 

Nominations 

. . . Speaker  Way  introduced  Lynn  R.  Callin,  M.D., 
Chairman,  who  presented  the  report  of  the  Nominating 
Committee.  Nominations  from  the  floor  are  indicated  by 
double  asterisk. . . 

President 

George  L.  Collins,  Jr.,  Erie 
President-Elect 
Carl  Goldmark,  Jr.,  New  York 
Vice-President 
George  T.  C.  Way,  Dutchess 
Secretary 

Bernard  J.  Pisani,  New  York 
Assistant  Secretary 
John  H.  Carter,  Albany 
Treasurer 

Albert  M.  Schwartz,  New  York 
Assistant  Treasurer 
Warren  A.  Lapp,  Kings 
Speaker 

Joseph  F.  Shanaphy,  Richmond 
Vice-Speaker 

Richard  D.  Eberle,  Onondaga 


Trustee  ( one  for  five  years) 

Lvnn  R.  Callin,  Monroe 

Councilors  ( four  for  three  years) 

Jeff  J.  Coletti,  Nassau* 

Charles  N.  Aswad,  Broome 
Kenneth  H.  Eckhert,  Erie 
Sears  E.  Edwards,  Nassau** 

Daniel  F.  O’Keeffe,  Warren  (one  for  one  year) 
Milton  Rosenberg,  Suffolk 

Delegates  to  the  AM  A 

Charles  N.  Aswad,  Broome 
Edgar  P.  Berry,  New  York 
Thomas  S.  Bumbalo,  Erie 
John  L.  Clowe,  Schenectady 
Arthur  H.  Diedrick,  Westchester 
Richard  D.  Eberle,  Onondaga 
Henry  I.  Fineberg,  Suffolk 
Joseph  R.  Fontanetta,  Kings 
Daniel  Friedman,  Suffolk 
Carl  Goldmark,  Jr.,  New  York 
Leonard  L.  Heimoff,  The  Bronx 
William  M.  Hewlett,  Queens 
Joseph  J.  Kaufman,  Wayne 
Richard  B.  Nolan,  New  York 
Daniel  F.  O’Keeffe,  Warren 
Andrew  H.  Patterson,  New  York 
Ralph  M.  Schwartz,  Kings 
Joseph  F.  Shanaphy,  Richmond 
Walter  Scott  Walls,  Erie 
George  T.  C.  Way,  Dutchess 
Leonard  Weiss,  Orange* 


* Withdrawn. 

**  Nomination  from  the  floor. 

. . . The  nominees  for  president-elect,  vice-president,  secretary,  assistant  secretary,  treasurer,  assistant  treasur- 
er, speaker,  vice-speaker,  councilors  (four  for  three  years)  (one  for  one  year),  and  trustee  (one  for  five  years)  were 
unopposed  and  were  elected  by  a single  ballot,  cast  by  the  secretary. 
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Balloting 


. . . Assistant  Secretary  Zimring  called  the  roll  of  mem- 
bers of  the  House  who  had  registered  to  vote  as  follows: 

OFFICERS,  COUNCILORS,  TRUSTEES 


Ralph  S.  Emerson 
George  L.  Collins,  Jr. 

Bernard  J,  Pisani 
Carl  Goldmark,  Jr. 

Joseph  G.  Zimring 
Albert  M.  Schwartz 
Warren  A.  Lapp 
George  T.  C.  Way 

John  Edward  Lowry 


Joseph  F.  Shanaphy 
John  H.  Carter 
Paul  M.  DeLuca 
Kenneth  H.  Eckhert 
G.  Rehmi  Denton 
Albert  H.  Douglas 
Allison  B.  Landolt 
Richard  D.  Eberle 


Keith  0.  Guthrie,  Jr. 
Ralph  M.  Schwartz 
Charles  D.  Sherman,  Jr. 
Joseph  J.  Kaufman 
James  M.  Blake 
Milton  Helpern 
Walter  Scott  Walls 
Reid  R.  Heffner 
David  Kershner 


PAST  PRESIDENTS 


Henry  I.  Fineberg 
Walter  T.  Heldmann 
George  Hinder 
Edward  Siegel 
Thomas  F.  McCarthy 
Lynn  R.  Callin 


Commissioner,  New  York  State  Department  of  Health 


DISTRICT  DELEGATES 


SECTION  DELEGATES 


Matthew  Brody 
Bernard  J.  Hartnett 
Erich  Hirsch 
James  A.  Holleran* 
Richard  A.  Hughes 
James  K.  Keeley 
Vincent  I.  Maddi 
Paul  W.  Sum 


Irving  Cramer 
Thomas  J.  Doyle 
Seymour  Fiske 
Francis  J.  Gilroy 
Jerome  C.  Goldstein** 
Donald  W.  Hall 
Norman  B.  Kanof 
Robert  Katz 


TayS.  Kim*** 
Samuel  H.  Madell 
James  R.  Nunn 
Howard  B.  Rasi 
Edward  C.  Sinnott 
Perrin  B.  Snyder 
John  D.  States 
John  R.  Williams,  Jr. 


DELEGATES  FROM  COMPONENT  COUNTY  SOCIETIES 


Albany  (4) 

John  W.  Abbuhl 
Anthony  P.  Tartaglia 
Nicholas  P.  Teresi 
Allegany  ( 1 ) 

Irwin  P’elsen 
Bronx  (12) 

John  P.  Albanese 
Anthony  J.  Altieri 
Leonard  L.  Heimoff 
Albert  J.  Kaplus 
Manuel  F.  Kirschtein 
Dattatraya  G.  Lanjewar 
Michael  N.  Lavacca 
John  LoCascio 
Luigi  J.  Mazzella**** 
Joseph  Sperlingt 
Philip  C.  Suriano 
Tullio  F.  Tartagliatt 


Broome  (3) 

Charles  N.  Aswad 
John  A.  Kalb 
John  F.  Spring 
Cattaraugus  (1) 

William  C.  MacFarland 
Cayuga  ( 1 ) 

Frank  T.  Moran 
Chautauqua  (2) 

Harriett  E.  Northrup 
Neil  F.  O’Donohue 
Chemung  (2) 

Henry  B.  Marshall 
Edward  F.  Steelem 
Chenango  (1) 

Robert  M.  Griffin 
Clinton  (1) 

David  D.  McDowell 


Columbia  ( 1 ) 

Rosewell  D.  Shaw 
Cortland  ( 1 ) 

Antonio  V.  Lim 
Delaware  ( 1 ) 

Thomas  E.  Lavell,  Jr. 
Dutchess(3 ) 

Stephen  R.  Chernaytm 
Eleanor  C.  Kane 
Seymour  R.  Stall 
Erie  (9) 

Carmelo  S.  Armenia 
Frank  J.  Bolgan 
Thomas  S.  Bumbalo 
James  H.  Cosgriff,  Jr. 
Anthony  J.  Federico 
John  J.  Giardino 
Joseph  A.  Prezio 
Charles  E.  Wiles 


* Serving  for  Phillip  I.  Levitan. 

**  Serving  for  William  F.  Robbett. 

***  Serving  for  Hugo  W.  N.  Mancini. 

****  Serving  for  John  M.  Patrissi. 


* Serving  for  William  Winner. 

+t  Serving  for  Marvin  L.  Teich. 

+tt  Serving  for  Robert  E.  Good. 
mt  Serving  for  H.  Sherman  Hirst. 
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Essex  (1) 

George  G.  Hart 
Franklin  (I) 

Alfred  A.  Hartmann,  Sr. 
Fulton  (1) 

Armand  J.  D’Errico 
Genesee  ( l ) 

Alfred  L.  George 
Greene  (1) 

Herkimer  (I) 

Harold  T.  Golden 
Jefferson  (2) 

Frederic  A.  Stone 
Kings  (22) 

Grace  A.  Altenau* 

Lawrence  Ames 
Joseph  C.  Amico 
Joseph  R.  Brennan 
Vernal  G.  Cave 
Vincent  J.  Geraci 
Robert  E.  Gordon 
Irving  G.  Kroop 
Adrian  C.  Lamos 
David  R.  Levine 
Martin  Markowitz 
Bentley  D.  Merrim 
William  Oliver** 

James  L.  Schiuma 
Benjamin  Sherman*** 
George  H.  Stechel 
Leo  J.  Swirsky 
M.  Theodore  Tanenhaus 
William  M.  Weshta**** 
Rosamond  F.  Withers***** 
Lewis  (I) 

John  C.  Herrman 
Livingston  (1) 

John  W.  Stoll 
Madison  ( 1 ) 

Theodore  J.  Prowda 
Monroe  (7) 

Thomas  E.  Cardillo****** 
Nathaniel  J.  Hurst 
John  F.  Keegan 
Edward  T.  Mulligan 
Donald  S.  Raines 
Charles  R.  Salamone 
Robert  C.  Webster 
Montgomery  (1) 

Nassau  (12) 

Arnold  M.  Behrer,  Jr. 
Clement  J.  Boccalini 
Jeff  J.  Coletti 
Ray  S.  Crampton+ 

Sears  E.  Edwards 
Samuel  M.  Gelfand 
Waldemar  F.  Hermann 
Lawrence  S.  Kryle 
Jack  W.  McElwain 
Patricia  G.  Squillace 
A.  Burton  White 
Jerome  Zwangertf 
New  York  (25) 

Melvin  H.  Becker 
Seyton  G.  Bentham 


* Served  for  A.  W.  Martin  Marino,  Jr. 

**  Served  for  Philip  Cohen. 

***  Served  for  Norman  S.  Blackman. 

****  Served  for  George  Liberman. 

*****  Served  for  Alexander  I.  Thomashow. 
******  Served  for  John  G.  Hamilton. 


Edgar  P.  Berry 
Irwin  J.  Cohen 
Hugh  C.  Davidson,  Jr. 
Gerald  D.  Dorman 
John  A.  Finkbeiner 
KV^ar  P.  Fleischmann 
Elizabeth  A.  Goessel 
.John  P.  Grant,  Jr. 

George  Hyams 
Albert  S.  Lyons 
Klaus  Mayer 
George  W.  Melcher,  Jr. 
William  F.  Mitty,  Jr. 
James  R.  Nealon 
Richard  B.  Nolan 
Stephen  Nordlichtm 
A no  re  w H.  Pat  terson 
Richard  N.  Pierson,  Jr. 
Oma  H.  Price 
William  B.  Rawls 
Mary  H.  Spalding 
Clifford  L.  Spingarn 
Mever  Texon 
Niagara  (2) 

John  T.  Donovan,  Jr. 
William  C.  Stein,  Jr. 
Oneida  (J) 

Clarke  T.  Case 
George  Lim 
Robert  B.  Wallace 
Onondaga  (.5) 

Robert  B.  Bryant 
Carl  E.  Marlow 
John  T.  Prior 
Edward  D.  Sugarman 
Martin  C.  Ushkow 
Ontario  (2) 

Verne  M.  Marshall 
Robert  M.  Price 
Orange  (4) 

Ansel  R.  Marks 
Barry  P.  Pariser 
Orin  A.  Wahl 
Orleans  (1) 

Antoine  A.  Nassar 
Oswego  (1) 

Ravindra  F.  Shahmt 
Otsego  ( 1 ) 

Rodman  D.  Carter 
Putnam  (1) 

Garrett  W.  Vink 
Queens  (16) 

Sol  Axelrad 
Lester  J.  Candela 
Alexander  M.  De  la  Garza 
Franz  L.  Ebstein 
Fred  N.  Flatau 
Irving  G.  Frohman 
Leo  Arthur  Green 
Edith  Gutmann 
William  M.  Hewlett 
Joseph  Klements 
Morton  M.  Kurtz 
Norton  M.  Luger 
Felix  R.  Rosenhain 


Paul  B.  Ross 
Lester  R.  Tuchman 
Rensselaer  (2) 

Thomas  D.  Pemrick 
William  A.  Whyland 
Richmond  (3) 

Gerald  J.  Lustig 
Robert  J.  O’Connor 
William  A.  Schwarz 
Rockland  (3) 

Daniel  Berson 
Ralph  J.  Greenberg 
Boris  A.  Vanadzin 
St.  Lawrence  (1 ) 

Maurice  J.  Elder 
Saratoga  (1) 

Schenectady  (3) 

John  L.  Clowe 
Milton  F.  Gipstein 
Schoharie  ( 1 ) 

Francis  S.  Reilly 
Schuyler  (1) 

Seneca  (1) 

Paul  C.  Jenks 
Steuben  (2) 

Stanley  B.  Chapman 
Wayne  C.  Templer 
Suffolk  (10) 

Valentino  J.  Bianchinimtt 
William  H.  Bloom 
Frank  R.  Collier 
John  G.  Egner 
Daniel  Friedman 
Frank  H.  Russell,  Jr. 
Herman  P.  Saltz 
Charles  W.  Shlimbaumt+t1'+t 
Stanley  A.  Steckler 
Leonard  Weitzman 
Sullivan  (1) 

Tioga  (1) 

John  R.  Scott 
Tompkins  (2) 

Stephen  W.  Blatehly 
Robert  S.  Perry 
Ulster  (2) 

John  A.  Cooke,  Jr. 

Frederic  W.  Holcomb,  Jr. 
Warren  (1) 

Betty  L.  Voelker 
Washington  (1) 

John  E.  Glennon 
Wayne  (1 ) 

James  M.  Flanagan 
Westchester  (9) 

Charles  A.  Bertrand 
William  E.  Brady 
Allan  H.  Bruckheim 
William  P.  Clark 
Katharine  L.  Friedmann 
Robert  A.  Mayers 
William  J.  McCann 
John  A.  Ramsdell 
Thomas  Dignan  Rizzo 
Wyoming  (1) 

Yates  (1 ) 


MEDICAL  SCHOOL  DELEGATES  (12) 

Alfred  A.  Angrist 
Joseph  Theobald  Doyle 
William  Mackler 
Jack  Richard 
Donald  H.  Stewart,  Jr. 

Tamarath  K.  Yolles 

MEDICAL  STUDENT  DELEGATE  (1) 


+ Served  for  John  P.  Glaubitz. 
tt  Served  for  Lawrence  Ravich. 

+tt  Served  for  Francis  Z.  Reinus. 
mt  Served  for  Barry  R.  Buhler. 
mtt  Served  for  Thomas  M.  Gellert. 
mtt+  Served  for  Milton  Gordon. 
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Report  of  Tellers 

. . . Speaker  Way  recognized  Vernal  E.  Cave,  M.D., 
Chairman,  who  presented  the  following  report: 

Delegates  to  the  American  Medical  Association 


FINEBERG,  HENRY  1 231 

BERRY,  EDGAR  P 218 

SCHWARTZ,  RALPH  M 216 

EBERLE,  RICHARD  D 200 

GOLDMARK,  CARL,  JR 200 

KAUFMAN,  JOSEPH  J 190 

WAY,  GEORGE  T.  C 190 

CLOWE,  JOHN  L 189 

HEIMOFF,  LEONARD  L 180 

BUMBALO,  THOMAS  S 150 

These  ten  were  declared  elected  delegates  to  the 
American  Medical  Association,  their  two-year  terms 
of  office  to  start  on  January  1,  1977 

FRIEDMAN,  DANIEL  93 

FONTANETTA,  JOSEPH  R 75 

HEWLETT,  WILLIAM  M 62 

WALLS,  WALTER  SCOTT  56 

ASWAD,  CHARLES  N 39 

DIEDRICK,  ARTHUR  H 36 

WEISS,  LEONARD 24 

SHANAPHY,  JOSEPH  F 14 

NOLAN,  RICHARD  B 10 

PATTERSON,  ANDREW  H 8 

O’KEEFFE,  DANIEL  F 7 


The  first  ten  were  declared  alternate  delegates  to 
the  American  Medical  Association,  their  two-year 
terms  of  office  to  start  on  January  1,  1977. 


Closing  Proceedings 

Thanks  to  Committees  and  Staff 

. . . Speaker  Way  thanked  the  convention  committees 
and  the  members  of  the  staff  who  worked  so  hard  at  the 
convention,  as  follows: 

Henry  I.  Fineberg,  M.D.,  executive  vice-president;  Ed- 
ward Siegel,  M.D.,  deputy  executive  vice-president;  Eugene 
S.  Dombrowski,  annual  meeting  coordinator  and  director, 
business  division;  J.  Richard  Burns,  J.D.,  general  counsel; 
George  W.  Forrest,  Jr.,  reception  coordinator  and  director, 
Management  Services;  Alfred  A.  Angrist,  M.D.,  editor,  New 
York  State  Journal  of  Medicine;  Guy  D.  Beaumont,  di- 
rector, Division  of  Public  and  Professional  Affairs;  Morton 
N.  Chalef,  director,  PSRO  and  Related  Activities;  Max  N. 
Howard,  M.D.,  director,  Division  of  Medical  Services; 
Bernard  M.  Jackson,  director,  Division  of  Insurance  and 
Membership  Benefits;  George  J.  Lawrence,  Jr.,  M.D.,  di- 
rector, Division  of  Scientific  Activities;  Ernest  T.  Mattison, 
director,  Division  of  Research  and  Planning;  Martin  J. 
Tracey,  J.D.,  director,  Division  of  Governmental  Relations; 


Richard  M.  Berry,  J.D.,  staff  attorney;  William  D.  Brainin, 
associate  director,  Division  of  Medical  Services;  Philip  G. 
Keating,  assistant  to  convention  coordinator;  Francis  J. 
McKee,  J.D.,  staff  attorney;  Pauline  Nodar,  executive  as- 
sistant. 

House  of  Delegates:  Gretchen  Wunsch,  executive  as- 
sociate; Marion  Lee,  coordinator;  Joan  Grimm  and  Imelda 
Morrissey,  workroom  secretaries.  Reference  Committee 
Secretaries — Irma  Erickson,  Sylvia  Frank,  Elizabeth 
Hirsch,  Pauline  Loscalzo,  Dorothy  Smith,  and  Alice 
Wheeler.  F ranees  Casey  and  Carol  Raimondi,  workroom 
aides.  Registration — Mary  Singer,  coordinator;  Elizabeth 
Bernardi,  Jane  Porchenick,  Joan  Rosenberg,  Cecilia 
Scafuro,  Dorothy  Zoltowski.  Information  Desk — Cath- 
erine Farrell,  Rosandra  Scimeca,  Angela  Greco-Lucchina. 
Production — Charles  Struzinski,  coordinator;  Theodore 
White,  Jacques  Charlier,  Robert  Karl,  Fred  Mcllroy. 
Supplies  and  Equipment — Florence  Bambek,  coordina- 
tor. 

Press  Room:  Michael  Reichgut,  supervisor;  James 

McCloskey,  assistant  supervisor;  Harry  Dexter,  Christian 
Hynes,  John  Mucci,  Gerald  Sullivan,  Bess  Kurzner,  Eunice 
Skelly,  Florence  Walsleben. 

General  Registration:  Robert  Miller,  coordinator;  Jack 
O’Brien,  Evelyn  DeMarco. 

Scientific  Program:  Mollie  Pesikoff,  coordinator; 

Katherine  Heschl,  Florence  Lynch. 

Technical  Exhibits:  Camille  Cunningham,  coordinator; 
Adela  Berkwits,  Alice  Cowley,  Florence  Rania. 

PSRO  Exhibit:  Lewis  Braun,  Constance  Alexopoulos, 
Eileen  Jackson,  Jeanette  Palucci. 

MSSNY  Exhibit:  Elizabeth  Daepp,  Sandra  Daniels, 
Georgianna  Deliberto,  Donna  Schmeltz,  Barbara  Treen. 

Convention  Committee:  Joseph  G.  Zimring,  M.D., 

convention  chairman;  Arthur  H.  Diedrick,  M.D.,  dinner 
chairman;  Julius  E.  Stolfi,  M.D.,  scientific  awards  chair- 
man; Thomas  S.  Bumbalo,  M.D.,  scientific  exhibits 
chairman;  Stephen  Nordlicht,  M.D.,  scientific  program 
chairman. 

Staff  of  the  Americana:  James  Bitros,  Frank  Marino, 
and  Nick  Orfanopoulos. 

American  Medical  Assistants  Association,  New  York 
State  Society:  The  speaker  expressed  his  thanks  to 

members  of  AMAA,  NYSS,  who  gave  so  generously  of  their 
time. 


Thanks  to  the  Speaker  and  Vice-Speaker 

. . . The  House  gave  a rising  vote  of  thanks  to  Speak- 
er Way  and  Vice-Speaker  Shanaphy  for  their  just  and 
excellent  handling  of  the  meeting  . . . 


Adjournment 

. . . Speaker  Way  adjourned  the  House  at  11:30  a.m., 
on  Thursday,  November  11,  1976,  sine  die  . . . 
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Resolutions 


Number 

Subject 

Introduced  by 

Page 

76- 1 

Date  Annual  Dues  Become  Due  and  Payable 

Joseph  Kaufman,  M.D., 

Chairman,  Board  of  Trustees 

697 

76-2 

County  Medical  Society  Membership’' 
Categories 

Ralph  M.  Schwartz,  M.D., 
Councilor 

697 

76-3 

County  Medical  Society  Membership 
Categories  for  Non  Resident  Physicians 

Ralph  M.  Schwartz,  M.D., 
Councilor 

697 

76-4 

Amendment  to  Bylaws  Changing 
Requirement  for  Life  Membership 

Kings 

698 

76-5 

Amendment  to  Bylaws  Changing 

Requirements  for  Life  Membership  for 
Physicians  Retired  from  Practice 

Erie 

698 

76-6 

Propriety  of  County  Medical  Societies 
Providing  Insurance  Carriers  Relative  to 
Usual  Customary  or  Reasonable  Fees,  etc. 

New  York 

634 

76-7 

Nominating  Committee  Appointments 

James  Blake,  M.D.,  Trustee 

698 

76-8 

Staff  Appointments  for  Physician  Member  of 
Hospitals  in  Hospital  Services  that  are 
Discontinued 

Erie 

637 

76-9 

Right  of  Physician  to  Practice  Without 
Liability  Insurance 

Stanley  A.  Steckler,  M.D., 
Leonard  Weitzman,  M.D.,  as 
Individuals 

667 

76-10 

Physicians  as  Expert  Witnesses 

Kings 

667 

76-11 

Malpractice  Countersuits 

Kings 

668 

76-12 

Duplicate  Copies  of  Health  Insurance 
Benefits  Paid  Directly  to  Patients 

Kings 

638 

76-13 

The  Annual  MSSNY  House  of  Delegates 
Meeting 

Orleans 

560 

76-14 

Waiver  of  Hospital  Occupancy  Rates 

Delaware 

637 

76-15 

Definition  of  Hospital-Based  Physicians 

Edward  C.  Sinnott,  M.D., 
Delegate,  Section  on 
Anesthesiology 

638 

76-16 

Relative  Value  Guides 

Edward  C.  Sinnott,  M.D., 
Delegate,  Section  on 
Anesthesiology 

635 

76-17 

Hospital  Privileges  of  Nonphysician  Providers 
of  Health  Services 

Howard  B.  Rasi,  M.D.,  Delegate, 
Section  on  Plastic,  Reconstruc- 
tive & Maxillofacial  Surgery 

641 

76-18 

Restitution  of  Autopsy  Requirements  for 
Accreditation  of  Hospitals  for  Internship 
and  for  Specialty  Training  Programs 

Queens 

688 

76-19 

Establishment  of  Advisory  Panel  to  Challenge 
Frivolous  Malpractice  Claims 

Richmond 

668 

76-20 

Guidelines  for  Helping  the  Sick  or  Impaired 
Physician 

New  York 

639 

76-21 

Cooperation  in  Providing  Adequate  Blood 
Supplies 

New  York 

640 

76-22 

Hospital  Treatment  of  the  Emotionally  111  vs. 
Outpatient  Local  Community  Mental 
Health  Center  Treatment 

Allison  B.  Landolt,  M.D.,  as  an 
Individual 

595 

76-23 

Enactment  of  a Public  Health  Law 
Authorizing  an  Individual  to  Execute  a 
Document  Directing  Discontinuance  of 
Maintenance  Medical  Treatment  in  the 
Event  of  Terminal  Illness 

Allison  B.  Landolt,  M.D.,  as  an 
Individual 

673 

76-24 

Formal  Education  for  Medical  Administrators 

Nassau 

689 

76-25 

Continuing  Education 

Nassau 

689 

76-26 

No-Fault  Automobile  Insurance 

Nassau 

673 

76-27 

Insurance  for  Countersuits 

Nassau 

669 

76-28 

Obligation  of  Physician  to  Provide 

Nonmedical  Services  to  Patients  Whose 
Accounts  are  in  Arrears 

Nassau 

700 

76-29 

Workmen’s  Compensation  Fee  Schedule 

Nassau 

634 

76-30 

Relative  Value  Fee  Schedules 

Queens 

635 
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76-31 

Medicaid 

Queens 

635 

76-32 

Change  in  the  Principles  of  Professional 
Conduct 

Queens 

700 

76-33 

Malpractice 

Queens 

667 

76-34 

Implementation  of  Resolution  74-81 

Queens 

673 

76-35 

Proposal  Repeal  of  Triplicate  Prescription 
Law 

Queens 

674 

76-36 

Implementation  of  House  of  Delegates 
Resolutions  re:  Family  Practice 

James  R.  Nunn,  M.D.,  Delegate, 
Section  on  Family  & General 
Practice 

633 

76-37 

Legislative  Relief  Under  Compensation  Law 

Leo  Arthur  Green,  M.D.,  as  an 
Individual 

629 

76-38 

Malpractice 

Leo  Arthur  Green,  M.D.,  as  an 
Individual 

668 

76-39 

Benefits  for  Life  Members 

Leo  Arthur  Green,  M.D.,  as  an 
Individual 

562 

76-40 

Mechanism  for  Prompt  Evaluation  of 
Compensability  of  Injured  Worker 

Leo  Arthur  Green,  M.D.,  as  an 
Individual 

629 

76-41 

Impartial  Examination  of  Compensation 
Patients  by  an  Approved  Panel  of 
Specialists 

Leo  Arthur  Green,  M.D.,  as  an 
Individual 

630 

76-42 

Specialist  Fees  Under  Compensation  Law 

Leo  Arthur  Green,  M.D.,  as  an 
Individual 

630 

76-43 

Right  of  Medical  Specialist  to  Interpret  the 
X-rays  Particular  to  his  Field  of  Practice  as 
an  X-ray  Specialist 

Leo  A.  Green,  M.D.,  as  an 
Individual 

630 

76-44 

The  Use  of  Written  Interrogatories  as 
Evidence  in  Compensation  Hearings 

Leo  A.  Green,  M.D.,  as  an 
Individual 

630 

76-45 

Failure  of  Carriers  to  Follow  the  Fee 
Schedules  in  Compensation  Cases 

Leo  A.  Green,  M.D.,  as  an 
Individual 

631 

76-46 

Payment  for  Independent  Special  Services  in 
Compensation  Cases 

Leo  A.  Green,  M.D.,  as  an 
Individual 

631 

76-47 

Compensation  Payments  in  No-Fault 
Insurance  Cases 

Leo  A.  Green,  M.D.,  as  an 
Individual 

631 

76-48 

Medical  Examination  of  Compensation 
Claimants 

Leo  A.  Green,  M.D.,  as  an 
Individual 

631 

76-49 

Memorial  Resolution  for  John  F.  Rogers, 
M.D. 

George  T.  C.  Way,  M.D.,  as  an 
Individual 

466 

76-50 

Modified  Radiologic  Technologist  Licensure 

Frederic  W.  Holcomb,  Jr.,  M.D., 
as  an  Individual 

690 

76-51 

76-52 

Society  Past  Presidents  and  Past  Members  of 
the  Board  of  Trustees  to  be  Designated  as 
Members  of  the  Council 
Countersuits 

David  Kershner,  M.D.,  as  an 
Individual 

Milton  Rosenberg,  M.D., 
Chairman  of  the  Ad  Hoc 
Committee  to  Study  the 
Feasibility  of  Countersuits  with 
Council  Endorsement 

699 

669 

76-53 

Medical  Liability  in  the  Administration  of 
Swine  Flu  Vaccine 

Queens 

641 

76-54 

Coverage  of  Nonfunctional  Congenital 

Defects  Under  Accident  and  Health  Policies 
Issued  in  New  York  State 

Howard  B.  Rasi,  M.D.,  Delegate, 
Section  on  Plastic  Reconstruc- 
tive & Maxillofacial  Surgery 

641 

76-55 

Expert  Medical  Testimony  Should  Be  By  a 
Friend  of  the  Court 

Howard  B.  Rasi,  M.D.,  Delegate, 
Section  on  Plastic  Reconstruc- 
tive & Maxillofacial  Surgery 

668 

76-56 

Eligibility  Requirements  for  Life  Membership 
Status 

Joseph  J.  Kaufman,  M.D., 
Chairman,  Board  of  Trustees 

699 

76-57 

Implementation  of  Program  on  Accreditation 
of  Data  Centers  Handling  Confidential 
Clinical  Data 

Erie 

690 

76-58 

Payment  for  Independent  Services  in 
Compensation  Cases 

Leo  Arthur  Green,  M.D.,  as  an 
Individual 

632 

76-59 

Controverted  Compensation  Claims 

Leo  Arthur  Green,  M.D.,  as  an 
Individual 

632 
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76-60 

Payment  for  Copies  of  X-rays  in 
Compensation  Cases 

Leo  Arthur  Green,  M.D.,  as  an 
Individual 

632 

76-61 

Payment  for  Services  Rendered 
Compensation  Claimants 

Leo  Arthur  Green,  M.D.,  as  an 
Individual 

632 

76-62 

Medical  Reports  and  Payment  for  Medical 
Services 

Leo  Arthur  Green,  M.D.,  as  an 
Individual 

700 

76-63 

Medical  Liability  Mutual  Insurance 
Company — Additional  Insurance 

Nassau 

675 

76-64 

Opposition  of  Chapter  76  of  the  Laws  of  New 
York — 1976 

Nassau 

636 

76-65 

Guidelines  for  Second  Opinion  in  Elective 
Surgery 

Nassau 

675 

76-66 

Accurate  Cost  Accounting  of  Governmentally 
Financed  and  Governmentally  Regulated 
Health  Care  Programs 

John  W.  Abbuhl,  M.D.,  as  an 
Individual 

642 

76-67 

Disputes  Between  Medical  Students  & Their 
Respective  Medical  Schools 

Medical  Student  Section 

691 

76-68 

Increase  In  Number  of  Transfer  Students  Into 
New  York  State  Medical  Schools 

Medical  Student  Section 

691 

76-69 

Expansion  of  New  York  State  Fifth  Pathway 
Program 

Medical  Student  Section 

692 

76-70 

Guarantee  of  Due  Process  For  Medical 
Student  Members  of  the  Medical  Society 
of  the  State  of  New  York 

Medical  Student  Section 

691 

76-71 

Change  In  Substance  Or  Design  Of  Medical 
School  Curriculum 

Medical  Student  Section 

692 

76-72 

Extension  of  Medical  Student  Loans  to  New 
York  State  Residents  Studying  Medicine 
Abroad 

Medical  Student  Section 

693 

76-73 

Infringements  on  Medical  Student  Education 
From  Lack  of  Adequate  Patient  Service 
Personnel 

Medical  Student  Section 

693 

76-74 

Recommendation  to  Medical  Schools  & 
Hospitals  Limiting  the  Maximum  on-call 
Period  for  Medical  Students  to  24  Hours 

Medical  Student  Section 

694 

76-75 

Effective  Teaching  in  Medical  Schools 

Medical  Student  Section 

692 

76-76 

Budget  Formulation  For  Supportive 
Administrative  Services  To  The  Student 
Section 

Medical  Student  Section 

695 

76-77 

Reaffirmation  of  Recognition  of  Family 
Practice  Specialists 

Suffolk 

633 

76-78 

Encyclopedia  of  the  Policies  of  MSSNY 

Suffolk 

570 

76-79 

Date  of  Annual  Meeting  of  House  of  Delegates 

John  A.  Finkbeiner,  M.D.,  as  an 
Individual 

560 

76-80 

Medical  Liability  Mutual  Insurance  Company 
(Premium  Increases) 

Nassau 

676 

76-81 

Change  in  Name  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York 
to  the  Executive  Committee  of  the  House 
of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York 

George  T.  C.  Way,  M.D.,  as  an 
Individual 

699 

76-82 

Protest  Against  Proposed  Closing  of 
Bethesda  Community  Hospital 

Allegany 

637 

76-83 

Change  of  the  Medicaid  Fiscal  Intermediary 

Bronx 

636 

76-84 

Recognition  of  Medical  Education  and 
Community  Orientation 

Medical  Student  Section 

695 

76-85 

Electromyography  as  a Part  of  the  Practice 
of  Medicine 

Henry  Fleck,  M.D.,  Delegate, 
Section  on  Physical  Medicine  and 
Rehabilitation 

690 

76-86 

Opposition  to  Repeal  of  New7  York  State 
Motorcycle  Helmet  Usage  Law 

John  D.  States,  M.D.,  Delegate, 
Section  on  Orthopedic  Surgery 

596 

76-87 

Edward  C.  Hughes,  M.D. 

Onondaga 

466 
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INDEX 

Accident  and  Injury  Prevention:  Report,  page  573 

Addresses  to  the  House,  page  468 

Aging  and  Nursing  Homes:  Report,  page  574 

Alcoholism:  Report,  page  575 

Allen,  George:  Address,  page  473 

American  Association  of  Medical  Assistants,  New  York 
State  Society,  Inc. 

Address  by  President,  page  477 
Advisory  Committee  Report,  page  566 
American  Medical  Association 
Delegates 

Election  of,  page  704 

Resolutions  re  Changes  in  Election  of,  see  Bylaws, 
Amendments  Not  Adopted 
New  York  Delegation:  Report,  page  549 
President:  Address,  page  468 
Resolution  re  Health  Systems  Agencies,  page  598 
Resolutions  Submitted  by  New  York  Delegation 
June  1975  Meeting,  page  549 
November  1975  Meeting,  page  553 
June  1976  Meeting,  page  554 
see  also  President:  Reports 
Annual  Meeting  of  MSSNY,  page  701 
Archives:  Report,  page  557 

Autopsy,  Requirements  for  Accreditation  of  Hospitals  for 
Internship  and  for  Special  Training  Programs  (76-18), 
page  688 
Awards 

Albion  0.  Bernstein,  M.D.  Award:  Presentation  to 

Manfred  M.  Mayer,  Ph.D.,  page  480 
Fifty-Year  Citations,  page  482 

President’s  Citation  for  Distinguished  Community 
Service:  Presentations  to  William  F.  Fivaz,  M.D.  and 
H.  Dunham  Hunt,  M.D.,  page  479 
Redway  Award:  Presentations  to  Rudolph  Deibel, 

M.D.,  Thomas  Flanagan,  Ph.D.,  and  Victoria  Smith, 
M.D.,  page  481 

Scientific  Exhibits  Awards,  page  481 
Vice-President’s  Medal:  Presentation  to  Bernard  J. 
Pisani,  M.D.,  page  481 

William  Hammond  Award  for  Distinguished  Service: 
Presentation  to  James  R.  Jones,  M.D.,  page  481 
Balloting,  page  702 

Bartolotta,  Mrs.  Dolores:  Address,  page  477 
Bicentennial:  Report,  page  558 

Blood  Supplies,  Adequate,  Cooperation  in  Providing 
(76-21),  page  640 
Blue  Cross-Blue  Shield,  page  636 
Budget  and  Finance:  Reports,  page  522 
Bylaws 

Amendments  Adopted 

Continuing  Education  (73-30),  page  492 
Submission  of  Resolutions  (75-1),  page  485 
Designation  of  Junior  Members 
Affiliate  Members  (75-3),  page  488 
Active  Members,  page  488 
Determination  of  Number  of  County  Medical  Society 
Delegates  to  House  of  Delegates  of  MSSNY  (75-8), 
page  486 

Specialty  Society  Representation  in  the  Sections 
(75-62),  page  491 

Councilor  Assignment  to  County  Societies  (75-63), 
page  497  see  also  Hughes  Report,  Recommendation 
X 


Expenditure  of  Funds  by  MSSNY  (75-95),  page  490 
Appointments,  Reappointments,  Expenditure  of 
Funds  and  Contracts  to  be  Approved  by  the  Council 
(75-96),  page  491 

Vice-President  as  Member  of  MSSNY  Executive 
Committee  (75-123),  page  488 
Amendments  Not  Adopted 

Fixed  Date  for  Election  of  Officers  (75-2),  page  485 
Election  of  Councilors  to  MSSNY  by  District  Branch 
(75-4),  page  494 

Election  of  AMA  Delegates  by  District  Branch  (75-5) 
(75-6),  page  489 

Election  of  Council  of  MSSNY  by  Districts  (75-7), 
page  495 

One  Doctor-One  Vote  at  MSSNY  House  of  Delegates 
(75-47),  page  486 

Recommendation  for  Nominating  Committee — Two 
Candidates  for  Each  Office  (75-53),  page  487 
State  Society  President  and  President-Elect  as  Del- 
egates to  the  AMA  (75-56),  page  487 
Assessments  on  the  MSSNY  Members  (75-61),  page 
487 

Substitution  of  the  Term  “Members  in  Training”  for 
Term  “Junior  Members”  in  Bylaws  of  the  MSSNY 
and  the  Granting  of  F ull  Rights  of  Active  Members 
(75-64),  page  488 

Election  of  AMA  Delegates  (75-71);  (75-91),  page 
490 

Direct  Election  (75-84),  page  495 
District  Branches  (75-94),  page  495 
Hughes  Report 

Recommendation  I,  pages  493,  499 
Recommendation  V,  pages  494,  499 
Recommendation  VI,  pages  496,  499 
Recommendation  XII,  pages  498,  500 
Recommendation  VII,  (no  action),  pages  496,  499 
Recommendation  VIII,  (no  action),  pages  496, 
499 

Recommendation  IX  (no  action),  pages  496,  500 
Amendments  Proposed 

Date  Annual  Dues  Become  Due  and  Payable  (76-1), 
page  697 

County  Medical  Society  Membership  Categories 
(76-2),  page  697 

County  Medical  Society  Membership  Categories  for 
Nonresident  Physicians  (76-3),  page  697 
Change  in  Requirement  for  Life  Membership  (76-4), 
page  698 

Change  in  Requirement  for  Life  Membership  of 
Physicians  Retired  From  Practice  (76-5),  page 
698 

Nominating  Committee  Appointments  (76-7),  page 
698 

Society  Past  Presidents  and  Past  Members  of  the 
Board  of  Trustees  to  be  Designated  as  Members  of 
the  Council  (76-51),  page  699 
Eligibility  Requirements  for  Life  Membership  Status 
(76-56),  page  699 

Change  in  Name  of  the  Council  of  MSSNY  to  the 
Executive  Committee  of  the  House  of  Delegates  of 
MSSNY  (76-81),  page  699 
House  Committee  on:  Reports,  pages  485,  498 
Hughes  Report 

Recommendations  I,  V,  VI,  XII,  see  Amendments  Not 
Adopted 

Recommendation  X,  pages  497,  500 
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Adopted  in  1975 

Recommendations  II,  III,  IV,  pages  494,  499 
Recommendation  XI,  pages  497,  500 
No  Action  V* 

Recommendations  VII,  VIII,  pages  496,  499 
Recommendation  IX,  pages  496,  500 

Cancer 

Report,  page  581 

State  Cancer  Remedy  Act,  page  583 
Cardiovascular  Disease:  Report,  page  576 
Chapter  76  (Laws  of  New  York  State),  page  636,  see  also 
President:  Reports 
Child  Abuse:  Report,  page  577 
Cicero,  Frank  T.,  M.D.:  Address,  page  474 
Closing  Proceedings,  page  704 
Collins,  George  L.,  Jr.,  M.D.:  Address,  page  470 
Constitutions  and  Bylaws:  Report,  page  643 
Continuing  Medical  Education 

New  York  State  Council  on,  pages  603,  679 

Report:  page  677 

Resolutions 

(73-30),  page  492 
(76-25),  page  689 

Reregistration,  Resolution  on,  page  604 
see  also  President:  Reports;  Interspecialtv  Report 
Convention:  Report,  page  558 
Council 

Change  of  Name  to  the  Executive  Committee  of  the 
House  of  Delegates  of  MSSNY  (76-81),  page  699 
Members  of  the.  Society  Past  Presidents  and  Past 
Members  of  the  Board  of  Trustees  to  be  Designated 
as (76-51),  page  699 

Councilor  Assignment  to  County  Societies  (75-63),  page 
497 

Countersuits,  see  Professional  Medical  Liability  Insur- 
ance 

County  Medical  Societies,  Delegates  to  House  of  Delegates, 
Determination  of  Number  (75-8),  page  486 
Credentials:  Report,  page  465 
Data  Processing  in  Medicine 

Centers,  Accreditation,  Implementation  of  Program 
Handling  Confidential  Clinical  Data  (76-57),  page 
690 

Report:  page  680 
Deibel.  Rudolph,  M.D.,  see  Awards 
Delegates,  New,  Introduction  of,  page  466 
Dexter,  Marvin  J.,  M.D.,  see  Awards 
Disaster  Medical  Care:  Report,  page  578 
District  Branches:  Reports,  page  566 
Divisions:  Activities  of,  see  Executive  Vice-President 
Report 

Dues,  Annual.  Date  Become  Due  and  Payable  (76-1),  page 
697 

Drug  Abuse:  Report,  page  578 
Drugs,  see  Triplicate  Prescriptions 
Education 

Commission  Report:  page  677 

Formal,  for  Medical  Administrators  (76-24),  page  689 
Medical  Students 

Disputes  Between,  and  Their  Respective  Medical 
Schools  (76-67),  page  691 

Due  Process,  Guarantee  of,  for  Members  of  MSSNY 
(76-70),  page  691 

Fifth  Pathway  Program,  New  York  State,  Expansion 
of  (76-69),  page  692 


Infringements  on,  Education  from  Lack  of  Adequate 
Patient  Service  Personnel  (76-73),  page  693 
Loans,  Extension  of,  to  New  York  State  Residents 
Studying  Medicine  Abroad  (76-72),  page  693 
Maximum  On-Call  Period,  Limiting  to  24  Hours, 
Recommendation  to  Medical  Schools  and  Hospitals 
(76-74),  page  694 

Medical  Education  and  Community  Orientation 
(MECO),  Recognition  of  (76-84),  page  695 
Medical  School  Curriculum,  Change  in  Substance  or 
Design  of  (76-71),  page  692 
Student  Section,  Budget  Formulation  for  Supportive 
Administrative  Services  to  (76-76),  page  695 
Teaching,  Effective,  in  Medical  Schools  (76-75),  page 
692 

Transfer  Students  Into  New  York  State  Medical 
Schools,  Increase  in  Number  of  (76-68),  page  691 
Elections 

1976,  page  701 

Resolutions,  see  Bylaws,  Amendments  Not  Adopted 
Elective  Surgery,  Guidelines  for  Second  Opinion  (76-65), 
page  675 

Electromyography  as  a Part  of  the  Practice  of  Medicine 
(76-85),  page  690 

Emergency  Medicine:  Report,  page  587 
Emotionally  111,  Hospital  Treatment  vs  Outpatient  Local 
Community  Health  Center  Treatment  of  (76-22),  page 
595 

Empire  Medical  Political  Action  Committee:  Chairman 
Address,  page  478 

Encyclopedia,  MSSNY’s  Policies  (76-78),  page  570 
Environmental  Quality:  Report,  page  579 
Ethics:  Reports,  pages  643,  645 
Executive  Vice-President:  Reports,  pages  527,  543 
Expert  Medical  Testimony  Should  be  by  a Friend  of  the 
Court  (76-55),  page  668 
Family  Practice 

House  of  Delegates  Resolutions,  Implementation  of 
(76-36),  page  633 

Recognition  of  Specialty,  Reaffirmation  of  (76-77),  page 
633 

Federal  Legislation,  see  Legislation 
Federal  Trade  Commission,  Resolution  re  (76-6),  page 
634 

Fifth  Pathway,  see  Education 
Fiscal  Intermediary  (76-83),  page  636 
Fivaz,  William  F.,  M.D.,  see  Awards 
Flanagan,  Thomas,  Ph.D.,  see  Awards 
Forensic  Medicine:  Report,  page  681 
Funds,  Expenditure  of 
(75-95),  page  490 
(75-96),  page  491 

Governmental  Affairs:  Commission  Report,  page  643 
Government  Relations,  see  President:  Reports 
General  Insurance 
Report,  page  571 

Resolution  re  all  Insurance  Programs  Sponsored  by 
MSSNY,  County  or  District  Medical  Societies,  page 
571 

Guarrera,  Joseph,  M.D.,  see  Awards 
Health  Care  Programs,  Governmentally  Financed  and 
Regulated,  Accurate  Cost  Accounting  of  (76-66),  page 
642 

Health  Department,  New  York  State:  Deputy  Commis- 
sioner Address,  page  474 
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Health  Insurance  Benefits,  Duplicate  Copies,  Paid  Directly 
to  Patients  (76-12),  page  638 
Health  Manpower 
Report,  page  684 
Report  73-Z,  pages  685, 688 
Health  Systems  Agencies 
Position  Paper,  page  600 
Reports,  pages  597,  598 
Hepatitis,  Study  of,  page  592 
Hospitals 

Autopsy  Requirements  for  Accreditation,  for  Internship 
for  Specialty  Training  Programs,  Restitution  of 
(76-18),  page  688 

Based  Physicians,  Definition  of  (76-15),  page  638 
Bethesda  Community,  Protest  Against  Proposed  Closing 
of (76-82),  page  637 

Chapter  76,  of  the  Laws  of  New  York,  1976  Opposition 
to  (76-64),  page  636,  see  also  President:  Reports 
Maximum  On-Call  Period  for  Medical  Students  to  24 
Hours,  Recommendation  (76-74),  page  694 
Non-Physician  Providers  of  Health  Services,  Privileges 
of  (76-17),  page  641 

Occupancy  Rates,  Waiver  of  (76-14),  page  637 
Patients'  Bill  of  Rights,  page  623 
Physicians’  Assistants,  Prescriptions,  Writing  of,  page 
688 

Private  Patients  and  the  Responsibility  of  the  Attending 
Physician  (74-45),  page  622 
Staff  Appointments  for  Physician  Member  in  Hospital 
Services  That  Are  Discontinued  (76-8),  page  637 
Staff  Physicians,  Committee  for  Collective  Represen- 
tation, Action  and  Negotiation  on  Behalf  of  (73-64), 
page  623 

Treatment  of  the  Emotionally  111  us  Outpatient  Local 
Community  Health  Center  (76-22),  page  595 
Hospital  Association  of  New  York  State:  President’s 

Address,  page  473 

Hospital  and  Professional  Relations:  Reports,  pages  622, 
626 

House  of  Delegates 

Annual  Meeting  of  the  MSSNY  (76-13),  page  560 
Closing  Proceedings,  page  704 
Date  of  Annual  Meeting  (76-79),  page  560 
Introduction  of  New  Delegates,  page  466 
Minutes,  1975,  Approval  of,  page  467 
Opening  Proceedings,  page  465 

Outcome  Study  of  the  Effectiveness  of  (75-48):  Report 
by  the  Speaker,  page  548 
Reference  Committees,  page  467 
Hughes,  Edward  C.,  M.D.:  Memorial  Resolution  (76-87), 
page  466 

Hughes  Report  (Resolution  74-1),  see  Bylaws 
Hunt,  H.  Dunham,  M.D.,  see  Awards 
Influenza,  see  Vaccination  Programs 
Insurance 

Benefits,  Assignment  of,  Implementation  of  Resolution 
74-81  (76-34),  page  673 

Congenital  Defects,  Nonfunctional,  Coverage  of,  Under 
Accident  and  Health  Policies  Issued  in  New  York 
State  (76-54),  page  641 
No-Fault 

Automobile  (76-26),  page  673 
Compensation  Cases  (76-47),  page  631 
Interns  and  Residents  Committee,  page  626,  see  also 
President:  Reports 
Interspecialty 


Questionnaire  re  Office  and  Hospital  Visits,  pages  602, 
605 

Reports:  pages  600,  605 
Judicial  Council:  Report,  page  666 
Junior  Members, 

Designation  of,  to  Affiliate  Members  (75-3),  page  488 
Designation  as  Active  Members,  Substitute  Resolution, 
page  488 

Jones,  James  R.,  M.D.,  see  Awards 
Kaye,  Mrs.  Jesse  J.:  Address,  page  476 
Kurtz,  Kenneth  A.,  M.D.,  see  Awards 
Legislation 
Federal 

Health  Bills,  pages  646,  648,  650 
Meetings,  pages  647,  651 
Reports,  pages  646,  650 
Resolutions  Referred  to,  page  647 
State 
Bills 

General  Health,  page  655 
Malpractice,  pages  654,  660 
Others,  pages  660,  662 
Capitol  News,  page  658 
Legislative  Counsel,  page  658 
Meetings,  pages  657,  659 

New  York  State  Association  of  the  Professions,  page 
659,  see  also  page  666 
Reports,  pages  653,  660 
Resolutions  Referred  to,  page  656 
Triplicate  Prescription  Law,  Proposed  Repeal  of 
(76-35),  page  674 

Licensure,  Modified  Radiologic  Technologist  (76-50),  page 
690 

Life  Members 

Benefits  for  (76-39),  page  562 
List  of,  page  507 

see  also  Bylaws,  Amendments  Proposed 
Malpractice,  see  Professional  Medical  Liability  Insur- 
ance 

Mammography,  see  President:  Reports 
Maternal  and  Child  Welfare:  Report,  page  588 
Mayer,  Manfred  M.,  Ph.D.,  see  Awards 
MECO,  see  Education 
Medicaid 

(76-31),  page  635 

Chapter  76  of  the  Laws  of  New  York,  1976,  Opposition 
of  (76-64),  page  636,  see  also  President:  Reports 
Fiscal  Intermediary,  Change  of  the  (76-83),  page  636 
Medical  Aspects  of  Sports:  Report,  page  590 
Medical  Care  Insurance:  Reports,  pages  605,  609 
Medical  Education  and  Community  Orientation  (MECO), 
see  Education 

Medical  Liability  Mutual  Insurance  Company,  see  Pro- 
fessional Medical  Liability  Insurance 
Medical  School  Relationships:  Report,  page  683 
Medical  Schools,  see  Education 

Medical  Services,  Medical  Reports  and  Payment  for 
(76-62),  page  700 

Medical  Services:  Report,  page  597 
Medical  Students,  see  Education 
Membership:  Report,  page  561 
Membership  Benefits:  Reports,  page  572 
Memorial  Resolutions,  page  466 
Memorial  Tribute,  page  465 
Mental  Health:  Reports,  page  579 
Metabolic  Diseases:  Report,  page  591 
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Minutes,  1975,  Approval  of,  page  467 
Motorcycle  Helmet  Usage  Law,  New  York  State,  Opposi- 
tion to  Repeal  of  (76-86),  page  596 
Nominating  Committee  Appointments,  see  Bylaws’ 
Amendments  Proposed 

New  York  State  Health  Department:  Deputy  Commis- 
sioner Address,  page  474 

New  York  State  Motorcycle  Helmet  Usage  Law,  Opposi- 
tion to  Repeal  of  (76-86),  page  596 
No-Fault  Automobile  Insurance  (76-26),  page  673 

Opening  Proceedings,  page  465 

Outpatient  Local  Community  Health  Center  vs  Hospital 
Treatment  of  the  Emotionally  111  (76-22),  page  595 
Palmer,  Richard  E.,  M.D.:  Address,  page  468 
Patient  Care  Physician/Population  Ratio  . . . 1976,  page 
686 

Patients’  Bill  of  Rights,  page  623 
Peer  Review,  Resolution  re  (76-6),  page  634 
Physical  Medicine  and  Rehabilitation:  Report,  page 

580 

Physicians 

Obligation  to  Provide  Nonmedical  Services  to  Patients 
Whose  Accounts  are  in  Arrears  (76-28),  page  700 
Sick,  Impaired,  Guidelines  for  Helping  (76-20),  page  639; 
see  also  page  628 
Physicians’  Assistants 

Prescriptions,  Writing  of,  page  688 
Program,  Discontinuation  of,  Resolution  re,  page  688 
Physicians’  Committee:  Report,  page  594 
Physicians’  Home:  President’s  Address,  page  473 
Pisani,  Bernard  J.,  M.D.,  see  Awards 
Policies  of  MSSNY,  Encyclopedia  of  (76-78),  page  570 
President 

Reports,  pages  501,  504 
Subjects 
AMA,  page  505 
Chapter  76,  page  504 

Committee  on  Interns  and  Residents,  page  506 
Continuing  Medical  Education,  pages  502,  504 
Governmental  Relations,  page  501 
Malpractice,  pages  501,  504 
Mammography,  page  505 
Medicaid,  page  504 
PSRO,  pages  501,  504 
Surgery 

Second  Opinion,  page  505 
Unjustified,  page  505 
President-Elect:  Address,  page  470 
Preventive  Medicine:  Report,  page  592 
Principles  of  Professional  Conduct 
Amendments  Proposed 

Obligation  of  Physician  to  Provide  Nonmedical  Ser- 
vices to  Patients  Whose  Accounts  are  in  Arrears 
(76-28),  page  700 
Change  in  the  (76-32),  page  700 

Medical  Reports  and  Payment  for  Medical  Services 
(76-62),  page  700 

Professional  Medical  Liability  Insurance 
Countersuits 
(76-11),  page  668 
(76-52),  page  669 

Ad  Hoc  Committee  to  Study  the  Feasibility  of:  Re- 
port, page  670 

Insurance  for  (76-27),  page  669 
Expert  Medical  Testimony  Should  be  by  a Friend  of  the 
Court  (76-55),  page  668 


Malpractice 
(76-33),  page  667 
(76-38),  page  668 

Claims,  Frivolous,  Establishment  of  Advisory  Panel 
to  Challenge,  (76-19),  page  668 
see  also  President:  Reports 
Medical  Liability  Mutual  Insurance  Company 
Additional  Insurance  (76-63),  page  675 
Premium  Increases  (76-80),  page  676 
Physician  to  Practice  Without  Insurance,  Right  of 
(76-9),  page  667 

Physicians  as  Expert  Witnesses  (76-10),  page  667 
Professional  Medical  Liability  Insurance  and  Defense 
Board:  Report,  page  664 

PSRO:  Report,  page  652;  see  President:  Reports 
Public,  Certified,  Accountants:  Report,  page  514 
Public  Health:  Commission  Report,  page  573 
Public  and  Professional  Relations:  Report,  page  565 
Radiologic  Technologist,  Licensure,  Modified  (76-50),  page 
690 

Reference  Committees,  page  467 
Relative  Value  Scale 
Fee  Schedules  (76-30),  page  635 
Guides  (76-16),  page  635 
Resolution  re  (76-6),  page  634 
see  also  pages  604,  61 1 
Reports  of  Officers:  Report,  page  501 
Research  and  Planning:  Reports,  pages  563,  565 
Resolutions 
AMA,  see  AMA 

Health  Systems  Agencies,  pages  597,  598 
Listing  of,  page  705 
Submission  of  (75-1),  page  485 
Rogers,  John  F.,  M.D.:  Memorial  Resolution  (76-49),  page 
466 

Rural  Medical  Service:  Report,  page  593 
School  Health:  Report,  page  594 

Scientific  Activities,  Publications,  Miscellaneous:  Report, 
page  557 

Secretary:  Reports,  pages  507,  512 
Sections,  Specialty  Society  Representation  in  (75-62),  page 
491 

Shaw,  Ravindra  F.,  M.D.,  see  Awards 
Smallpox,  see  Vaccination  Programs 
Smith,  Victoria,  M.D.,  see  Awards 
Socioeconomics:  Reports,  pages  611,  614 
Speaker,  Resolution  75-48,  Report  on,  page  548 
State  Legislation,  see  Legislation 
Stein,  William  C.,  M.D.:  Address,  page  478 
Stothers,  Hilton  H.,  M.D.:  Address,  page  473 
Surgery 

Elective,  Second  Opinion,  Guidelines  for  (76-65),  page 
675;  see  also  President:  Reports 
Unjustified,  see  President:  Reports 
Swine  Flu  Vaccine,  Medical  Liability  in  Administration 
of  (76-53),  page  641 

Tellers:  Report,  page  704 
Table  of  Organization,  pages  528,  542 
Terminal  Illness,  Enactment  of  a Public  Health  Law  Au- 
thorizing an  Individual  to  Execute  a Document  Directing 
Discontinuance  of  Maintenance  Medical  Treatment  in 
the  Event  of  (76-23),  page  673 
Treasurer:  Report,  page  513 

Triplicate  Prescription  Lav/,  Proposed  Repeal  of  (76-35), 
page  674 
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Trustees,  Board  of:  Report,  page  513 
Vaccination  Programs 
Influenza,  page  592 
Smallpox,  page  592 

Swine  Flu,  Medical  Liability  in  the  Administration  of 
(76-53),  page  641 

Vice-President  as  a Member  of  MSSNY  Executive  Com- 
mittee (75-123),  page  488 

Vice-President’s  Medal:  Presentation  to  Bernard  J.  Pi- 
sani,  M.D.,  page  481 

Woman’s  Auxiliary  (MSSNY):  Address  of  President,  page 
476 

Workmen’s  Compensation  and  Occupational  Health 
Family  Practice,  Recognition  of  Specialty,  Reaffirmation 
of  (76-77),  page  633 
Fees 

Controverted  Compensation  Claims  (76-59),  page 
632 

County  Medical  Societies,  Propriety  of,  Providing 
Insurance  Carriers  Relative  to  Usual,  Customary, 
or  Reasonable,  etc.  (76-6),  page  634 
Failure  of  Carriers  to  Follow  Schedules  (76-45),  page 

631 

Independent  Services,  Payment  for  (76-58),  page 

632 

Independent  Special  Services,  Payment  for  (76-46), 
page  631 


Medical  Examination  of  Compensation  Claimants 
(76-48),  page  631 

Medical  Specialist  to  Interpret  the  X-Rays  Particular 
to  his  Field  of  Practice  as  an  X-Ray  Specialist, 
Right  of  (76-43),  page  630 
Schedule  (76-29),  page  634 

Services  Rendered  Compensation  Claimants,  Pay- 
ment for  (76-61),  page  632 
Specialist,  Under  Compensation  Law  (76-42),  page 
630 

Written  Interrogatories  as  Evidence  in  Compensation 
Hearings,  Use  of  (76-44),  page  630 
House  of  Delegates  Resolutions  re  Family  Practice, 
Implementation  of  (76-36),  page  633 
Impartial  Examination  of  Compensation  Patients  by  an 
Approved  Panel  of  Specialists  (76-41),  page  630 
Legislative  Relief  Under  Compensation  Law  (76-37), 
page  629 

Mechanism  for  Prompt  Evaluation  of  Compensability 
of  Injured  Worker  (76-40),  page  629 
No-Fault  Insurance  Cases,  Compensation  Payments  in 
(76-47),  page  631 
Reports,  pages  617,  620 

X-Rays,  Payment  for  Copies  of,  in  Compensation  Cases 
(76-60),  page  632 

Yellow  Pages,  Guidelines,  page  646 
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Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochJorothiazidc. 


MAKES  SENSE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows: 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  trie  dosage  so  deter- 
mined. its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


* Indications:  When  the  fixed  combination  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  'Dyrenium' 
component  is  warranted. 

Contraindications:  Further  use  in  progressive 
renal  or  hepatic  dysfunction;  hyperkalemia.  Pre- 
existing elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs.  Routine  use  of  diuretics  in 
otherwise  healthy  pregnancy. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with 


cardiac  irregularities.  It  is  more  likely  in  severely 
ill  patients  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determi- 
nations of  serum  K~  should  be  made.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone, 
restrict  K*  intake.  The  presence  of  a widened 
QRS  complex  or  arrhythmia  in  association  with 
hyperkalemia  requires  prompt  additional  therapy. 
Thiazides  are  reported  to  cross  the  placental 
barrier  and  appear  in  breast  milk;  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  other  adverse  re- 
actions that  have  occurred  in  the  adult  may  result. 
When  used  in  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against 
possible  hazards~to  fetus.  Adequate  information 
on  use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte 
determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine  de- 
terminations should  be  made,  especially  in  the 
elderly,  diabetics,  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs  of 
impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone is  used  concomitantly,  determine  serum 
K~  frequently;  both  can  cause  K~  retention  and 
elevated  serum  K+.  Two  deaths  have  been  re- 
ported with  such  concpmitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the  other 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias. 
liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiv- 
ing Dyrenium5  (triamterene.  SK&F  Co.),  and 


leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Do  periodic  blood  studies  in  cirrhotics 
to  check  for  nondrug-related  variations  in  blood 
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Single  Unit  Packages  of  100  (intended  for  in- 
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Abstracts 


SphygmoStat 

PHYSICIANS’ 
TRADE-IN 
PROGRAM 


Model  S-; 

Retail  Price:  $200.00 

\J\le  are  offering,  for  a limited  time  only,  a 
trade-in  allowance  on  any  type  of  sphyg- 
momanometer you  may  now  have,  regardless, 
of  condition.  Allowances  range  from  $50  to 
$100  depending  on  the  SphygmoStat  elec- 
tronic blood  pressure  monitor  you  choose. 
Medium  priced  Model  B-350Z  is  pictured 
above.  Useable  or  reconditionable  sphyg- 
momanometers will  be  donated  to  organiza- 
tions providing  health  care  for  the  needy. 
Write  or  call  for  details. 

TECHNICAL  RESOURCES,  INC. 

14  Green  St.  (Rte.  128  at  Rte.  1171  • Waltham,  MA  02154 
Telephone  (617)  899-3741 


Pieters,  G.,  and  Lowenfels,  A.  B.:  Infibulation  in  the 
horn  of  Africa,  New  York  State  J.  Med.  77:  729  (Apr.) 
1977. 

Infibulation,  derived  from  the  Latin  word  fibula, 
meaning  pin  or  clasp,  is  the  term  given  to  a strange  muti- 
lative  gynecologic  procedure  in  which  the  vagina  is  artifi- 
cially narrowed  by  approximating  the  labia  in  the  midline. 
The  custom  persists  in  certain  remote  regions  of  Africa 
despite  predictable  gynecologic,  obstetric,  and  psychologic 
complications.  The  origin  of  this  primitive  operation  is 
obscure  and  it  is  difficult  to  understand  why  it  is  still  being 
performed  in  view  of  the  numerous  adverse  effects  which 
follow.  We  describe  the  usual  technics  employed  and 
discuss  several  of  the  more  serious  complications. 

Silver,  C.  E.,  Schoenbach,  S.  F.,  and  Barzel,  U.  S.: 
Surgical  treatment  of  primary  hyperparathyroidism,  New 
York  State  J.  Med.  77:  732  (Apr.)  1977. 

The  decision  to  subject  a patient  with  asymptomatic 
hyperthroidism  to  surgery  is  based  on  evaluation  of  the 
natural  history  of  the  disease  and  on  the  potential  success 
and  risks  of  the  proposed  treatment.  Our  experience  with 
surgical  exploration  in  102  patients  diagnosed  as  having 
primary  hyperparathyroidism  is  detailed.  Cure  was 
achieved  in  95  percent,  with  the  lesion  identified  and  re- 
moved in  94  patients  and  euparathyroid  state  achieved  in 
two  more.  There  was  no  mortality,  and  the  rate  of  com- 
plications was  very  low.  Based  on  this  experience,  we  feel 
that  surgical  exploration  should  be  seriously  conisdered 
in  all  cases  of  well-documented  hyperparathyroidism. 

Pierog,  S.,  Nigam,  S.,  Lala,  R.  V.,  Crichlow,  D.,  Evans, 

H.  E.:  Neonatal  septicemia  due  to  Klebsiella  pneumoniae 
type  60;  an  epidemic  of  unusually  low  virulence,  New  York 
State  J.  Med.  77:  737  (Apr.)  1977. 

In  a 30-day  period,  15  infants  in  a newborn  intensive  care 
nursery  developed  Klebsiella  pneumoniae  type  60  septi- 
cemia. Presenting  signs  were  noted  between  two  and  60 
days  of  life.  Thirteen  were  low-birth-weight  infants  (less 
than  2,500  Gm.)  with  a 2:1  male  predominance;  13  had 
prior  histories  of  invasive  procedures,  and  10  received  an- 
tibiotics before  their  present  illness.  Premature  rupture 
of  mother’s  membranes,  more  than  24  hours,  was  noted  in 
nine,  or  60  percent.  Three  infants  expired  (2  preterm  with 
severe  respiratory  distress  syndrome,  the  third  with  Down’s 
syndrome  and  disseminated  intravascular  coagulopathy); 
12  infants  treated  with  cephalothin  and  gentamicin  sur- 
vived and  did  well  clinically,  despite  persistently  positive 
blood  cultures.  Klebsiella  pneumoniae  serotype  60,  rarely 
encountered,  has  not  previously  been  reported  in  nursery 
infections;  mortality  was  limited  to  infants  with  severe 
underlying  disease. 

Kaufman,  J.  H.,  Catane,  R.,  and  Douglass,  H.  O.,  Jr.: 

Combined  adriamycin,  vincristine,  and  methotrexate;  in 
advanced,  adult,  soft-tissue  sarcoma.  NewT  York  State  J. 
Med.  77:  742  (Apr.)  1977. 
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Medical  Meetings 


SUNY — graduate  and  continuing  education 

“What  Stress  Testing  Means  to  the  Family  Practitioner” 
will  be  presented  on  April  21  at  the  Hotel  Syracuse, 
downtown  Syracuse.  Sam  Paris,  M.D.,  president,  Onon- 
daga County  Chapter,  American  Academy  of  Family 
Physicians;  Department  of  Family  Practice,  Upstate 
Medical  Center,  is  the  program  coordinator. 

For  more  information  write  to:  Program  Assistant, 

Office  of  Graduate  and  Continuing  Education,  State 
University  of  New  York,  Upstate  Medical  Center,  750  East 
Adams  Street,  Syracuse,  New  York  13210;  telephone  (315) 
473-4607. 

National  conference  on  medicaT 
malpractice  arbitration 

A national  conference  on  medical  malpractice  arbitration 
will  be  held  at  the  Essex  House  Hotel,  New  York  City,  on 
April  21  and  22  (Thursday  and  Friday).  The  conference 
is  cosponsored  by  the  American  Arbitration  Association, 
140  West  51st  Street,  New  York,  N.Y.  10020;  telephone 
(212)  977-2000,  and  the  American  College  of  Legal  Medi- 
cine. 

Continuing  education  programs 
for  May 

“Sports  Medicine:  Athletic  Injuries  about  the  Knee” 
will  be  held  on  May  6 at  the  Hilton  Inn,  North  Syracuse, 
New  York.  The  program  coordinator  is  Bruce  Baker, 
M.D.,  assistant  professor,  Department  of  Orthopedic 
Surgery,  Upstate  Medical  Center. 

On  May  11,  the  program  will  be  on  “Endocrine  Aspects 
of  Hypertension  and  Electrolytes.”  David  H.  Streeten, 
M.D.,  professor,  Department  of  Medicine,  Upstate  Medical 
Center,  is  the  program  coordinator. 

The  discussion  of  “Infectious  Disease  Update  ’77”  will 
take  place  on  May  12  at  the  Hilton  Inn,  North  Syracuse, 
New  York.  David  Bornstein,  M.D.,  associate  professor, 
Department  of  Medicine,  Upstate  Medical  Center,  is  the 
coordinator. 

Additional  information  on  all  these  programs  can  be 
obtained  by  writing  to  Program  Assistant,  Office  of 
Graduate  and  Continuing  Education,  State  University  of 
New  York,  Upstate  Medical  Center,  750  East  Adams 
Street,  Syracuse,  N.Y.  13210;  telephone  (315)  473-4607. 

The  Medical  Society  of  New  Jersey 

The  211th  annual  meeting  of  The  Medical  Society  of 
New  Jersey  will  be  held  in  Atlantic  City,  May  14  to  17,  at 
the  Chalfonte-Haddon  Hall.  Out-of-state,  nonmember 
physicians  are  invited  to  attend  the  scientific  sessions. 
There  is  no  registration  fee  for  them. 

Material  for  inclusion  in  the  medical  meetings  section  must 
he  received  eight  weeks  prior  to  publication  date. 

continued  on  page  846 
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LIBRIUM 

(chlordiazepoxideHCI) 

5 mg, 10  mg,  25  mg  capsules 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  admin- 
istering to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 
the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido — 
all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  oc- 
casionally, making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 
mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 


Roche  Laboratories 

Division  o(  Hoftmann-La  Roche  Inc 

Nutley.  New  Jersey  07110 


AN  OUTSTANDING  RECORD 
OF  SAFETY 

Librium  has  often  set  the  standard  for  safe,  effec- 
tive antianxiety  therapy.  It  generally  offers  a favorable 
benefits- to-risk  ratio.  Seldom  associated  with  serious  side 
effects  (the  most  common  are  dose-related  and  thus 
largely  avoidable),  Librium  rarely  affects  the  cardiovas- 
cular or  respiratory  system,  rarely  interferes  with  mental 
acuity.  However,  as  with  all  CNS-acting  drugs,  patients 
should  be  cautioned  against  hazardous  activities  requir- 
ing complete  mental  alertness,  and  against  using  Librium 
in  combination  with  alcohol. 

An  effective  antianxiety  agent,  Librium  is,  most 
important,  one  of  the  safest  antianxiety  agents  available. 


THAT’S  WHAT  MAKES 

LIBRIUM  LIBRIUM  ® 

chlordiazepoxide  HCI/Roche 
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Additional  information  available 
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Eli  Lilly  and  Company 
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Editorials 


Oklahoma  shows  the  way 

Incentives  have  been  suggested  as  stimuli  to  help 
correct  the  physician  maldistribution  problem.  The 
following  article,  written  by  C.  S.  Lewis,  Jr.,  M.D., 
describes  innovative  programs  adopted  in  the  State 
of  Oklahoma. 

Some  of  New  York  State’s  problems  are  different 
but  the  similarities  warrant  study  of  the  methods 


used  in  Oklahoma  by  our  New  York  State  Medical 
Society  and  the  Legislature.  We  should  be  able  to 
mold  the  programs  to  fit  the  needs  of  our  own  medi- 
cally underserved  areas. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 


OKLAHOMA  PHYSICIAN  MANPOWER  TRAINING  COMMISSION 
INCREASING  RESIDENCY  POSITIONS  WITH  STATE  FUNDS* 


Several  publications12-3  have  indicated  the  need  for  an 
increased  number  of  physicians  to  be  trained  in  and  for  the 
State  of  Oklahoma  in  order  to  provide  adequate  health 
care.  The  Oklahoma  Health  Manpower  needs  were  tab- 
ulated in  a publication  by  the  State  Department  of  Voca- 
tional Technical  Education  in  September,  19732  and  again 
in  July,  1975.3  These  studies  have  indicated  that  Okla- 
homa at  that  point  had  approximately  2,500  MD’s  and  450 
DO’s  and  that  approximately  900  additional  physicians 
were  needed  to  bring  the  state  up  to  the  national  average 
of  physician  to  population  ratio.  They  estimate  that  180 
to  200  new  physicians  per  year  will  be  needed  in  Oklahoma 
to  maintain  an  adequate  number  of  physicians  in  the  fu- 
ture. 

In  1974  the  University  of  Oklahoma  College  of  Medicine 
graduated  131  medical  students.  There  were,  at  that  time, 
85  first-year  residency  positions  in  the  State  of  Oklahoma.4 
It  has  been  documented  in  the  past  that  approximately  50% 
of  medical  student  graduates  remain  in  the  state  but  about 
80%  of  residents  trained  in  the  area  remain  in  the  state! 

For  these  reasons,  in  1974  the  Oklahoma  State  Medical 
Association  sponsored  a program  to  educate  the  general 
public  as  well  as  physicians  and  legislators  to  the  needs  of 
an  increased  number  of  residency  training  positions  for 
Oklahoma.  The  legislation  was  introduced  and  passed  by 
the  Oklahoma  State  Legislature  in  the  spring  of  1975.  It 
was  further  amended  in  the  spring  session  of  1976.  The 
1975  legislation  created  the  Physician  Manpower  Training 
Commission,  which  was  appointed  by  the  governor  and 
started  operation  in  July,  1975.  Planning  is  in  progress  for 
its  third  program  year  to  begin  July  1,  1977.  Current 
members  are:  Fred  D.  Cormack,  Chairman,  Cherokee, 
Oklahoma,  Jack  W.  Parrish,  MD,  Vice-Chairman,  Semi- 
nole, Oklahoma,  Olen  D.  Berrong,  Clinton,  Oklahoma,  Billy 
D.  Dotter,  MD,  Okeene,  Oklahoma,  J.  Scott  Hickerson, 

* Reprinted  with  permission  from  The  Journal  of  the  Okla- 
homa State  Medical  Association,  69:  521  (Dec.)  1976,  and  the 
Author. 


DO,  Cleveland,  Oklahoma,  C.  S.  Lewis,  Jr.,  MD,  Tulsa, 
Oklahoma,  and  John  D.  McCuistion,  DO,  Madill,  Okla- 
homa. 

The  Physician  Manpower  Training  Commission  has  four 
areas  of  activity  which  include  the  Oklahoma  Rural  Med- 
ical Scholarship  Program,  the  Oklahoma  Community 
Matching  Program,  the  Oklahoma  Inter-Resident  Program 
and  the  Physician  Placement  Service.  The  commission 
has  been  charged  by  the  Legislature  to  review  manpower 
data  and  accredited  training  programs,  provide  advice  and 
counsel  to  hospital  training  programs,  develop  criteria  to 
determine  training  costs,  establish  criteria  for  awards  to 
training  programs,  approve  funding  levels  and  provide 
appropriate  staff  support. 


The  Oklahoma  Rural  Medical  Education  Loan 
and  Scholarship  Fund 

This  program  was  created  to  grant  scholarships  to 
qualified  students  who  are  residents  of  the  State  of  Okla- 
homa who  would  not  otherwise  have  funds  necessary  to 
finance  the  cost  of  a program  of  study  leading  to  the  degree 
of  Doctor  of  Medicine  or  the  degree  of  Doctor  of  Osteopa- 
thy. The  program  provides  up  to  $7,000  per  year  in  ex- 
change for  an  agreement  to  practice  in  an  Oklahoma 
community  of  7,500  population  or  less.  The  loan  is  for- 
given on  one-year  of  service  for  one-year  of  scholarship. 
There  is  a provision  for  two-year  minimum  service.  The 
penalty  clause  for  nonperformance  provides  for  10%  in- 
terest on  the  loan  to  be  repaid  in  one  to  four  years.  Al- 
though placed  under  the  jurisdiction  of  the  Physician 
Manpower  Training  Commission  in  1975,  the  Rural 
Medical  Scholarship  Program  has  been  in  operation  since 
1970  with  an  increased  number  of  students  each  year.  In 
the  current  year  there  were  ten  new  recipients  and  a total 
of  25  in  the  program.  There  were  13  in  residency  training 
and  eight  had  finished  their  training  and  were  in  prac- 
tice. 
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Oklahoma  Community  Physician 
Education  Scholarship  Program 

This  program  was  set  up  “to  establish  and  administer 
cost-sharing  scholarships  and  loan  fund  programs  which 
will  provide  for  state  assistance  in  participation  with 
community  physicians  and  scholarship  funds  which  are 
selected  and  approved  by  the  commission.”5  The 
matching  fund  program  is  available  to  any  medical  student 
who  is  a resident  of  Oklahoma.  It  provides  up  to  $10,000 
per  year  living  costs.  The  community  with  whom  the 
student  is  associated  provides  up  to  $5,000  per  year 
matching  funds,  and  up  to  $5,000  are  provided  through 
state  funds  administered  through  the  Community 
Matching  Scholarship  Program.  This  mechanism  pro- 
vides an  opportunity  for  smaller  communities  in  need  of 
physicians  to  have  an  arrangement  with  a medical  student 
to  return  to  the  community  by  contracting  with  the  student 
to  provide  a portion  of  his  living  expenses  during  medical 
school  to  be  matched  by  state  funds.  A three-way  contract 
is  signed  between  the  community,  the  student  and  the  state 
with  agreement  by  the  student  to  practice  in  the  sponsoring 
community.  The  loan  forgiveness  clause  provides  for 
one-year  of  service  for  each  $5,000  of  state  funds  that  are 
loaned  with  a two-year  minimum.  The  penalty  clause  for 
non-performance  is  10%  interest  on  the  loan  to  be  repaid 
in  one  to  four  years.  The  program  began  in  July,  1975,  and 
there  were  nine  par  ticipants  at  that  time.  The  second  year 
started  in  July,  1976,  when  twelve  new  recipients  were 
added.  There  are  currently  20  students  in  the  program 
and  one  graduate  is  in  residency  training.  There  are  ap- 
proximately 40  additional  communities  which  have  ap- 
plications in  process.  It  is  felt  by  the  Commission  that  this 
program  has  an  excellent  chance  of  providing  a very  good 
relationship  for  long-term  practice  by  qualified  young 
physicians  in  areas  of  medical  need  in  Oklahoma. 


Oklahoma  Intern-Resident 
Cost-Sharing  Program 

Because  of  the  increased  chance  of  a young  physician 
practicing  in  the  area  in  which  he  has  taken  his  postgrad- 
uate training,1  it  is  felt  that  this  portion  of  the  program  may 
have  maximum  effectiveness  in  providing  more  physicians 
for  Oklahoma  in  the  future.  It  is  the  intent  of  this  program 
to  increase  the  number  of  internships  and  residency  pro- 
grams offered  throughout  Oklahoma  through  sharing  by 
the  state  of  the  costs  of  such  internships  and  residencies. 
This  program  is  designed  to  emphasize  primary  care  phy- 
sician training.  The  Legislature  defined  primary  care 
physicians  as  those  in  Internal  Medicine,  Obstetrics  and 
Gynecology,  Pediatrics,  Emergency  Trauma  and  Family 
Practice.  Any  accredited  program  may  apply  for  matching 
funds  for  residency  positions.  Fifty  percent  of  the  salary 
of  the  resident,  up  to  $8,000  per  new  primary  care  residency 
position,  is  provided.  This  is  contingent  on  the  stipulation 
that  the  program  making  application  does  not  decrease  its 
dollar  appropriation  but  increases  the  total  number  of 
positions.  Some  development  funds  are  also  provided. 
The  number  of  MD  graduates  from  the  University  of 


Oklahoma  College  of  Medicine  at  Oklahoma  City  and  the 
University  of  Oklahoma  Tulsa  Medical  College  in  Tulsa, 
which  is  a third  and  fourth-year  branch  program,  are  ex- 
pected to  produce  159  graduates  in  1977  and  gradually 
increase  thereafter.  Thirty-seven  new  residency  positions 
were  provided  in  1975,  and  36  slots  in  1976.  The  amending 
legislation  passed  in  1976  indicates  that  there  will  be  40 
new  positions  added  in  both  1977  and  1978.  The  new  po- 
sitions for  the  year  1976-77  are  divided  as  follows:  Family 
Practice — 31,  Internal  Medicine — 24,  OB-GYN — 2,  Pe- 
diatrics— 2,  and  Osteopathic  Internships — 17.  The  rec- 
ommendations for  distribution  of  these  funds  are  made  to 
the  Commission  by  a committee  composed  of  the  Dean  of 
the  University  of  Oklahoma  College  of  Medicine,  the  Dean 
of  the  University  of  Oklahoma  Tulsa  Medical  College  and 
the  Dean  of  the  Oklahoma  College  of  Osteopathic  Medicine 
and  Surgery.  This  program  will  be  supportive  of  the  new 
satellite  family  practice  program  which  will  be  started  in 
Enid,  Oklahoma,  in  July,  1977.  Other  satellite  programs 
are  planned  in  the  following  years. 

Placement  Service 

This  is  a service  which  provides  an  information  clearing 
house  for  all  Oklahoma  communities.  It  is  available 
without  charge  to  all  medical  students  and  physicians  both 
in  Oklahoma  and  outside  the  state.  Current  figures  indi- 
cate that  there  are  232  practice  opportunities  with  167 
active  applicants  in  95  communities  in  Oklahoma. 

Cost 

The  total  cost  of  each  program  for  the  current  year  is: 
Rural  Scholarship  Program — $98,250,  Community  Pro- 
gram— $48,980,  Residency  Program— $192,000,  and  Ad- 
ministrative Expense — $24,710,  or  a grand  total  of 
$363,940.  The  projected  costs  for  1977  are  Rural  Schol- 
arship Program — $150,000,  Community  Program — 
$274,650,  Residency  Program — $438,000,  Physician 
Placement — $20,000  and  Administrative  Expense — 
$40,500,  with  a combined  total  of  $923,150. 

This  approach  to  providing  further  postgraduate 
training  opportunities  in  primary  care  medical  specialities 
in  Oklahoma  has  significantly  increased  the  number  of 
residency  positions.  It  is  hoped  that  these  programs  will 
continue  to  provide  a means  of  enhancing  both  the  quality 
and  distribution  of  health  care  throughout  Oklahoma. 
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Rising  medical  costs  and  the  physician 


The  cost  of  medical  care  continues  to  skyrocket 
detractors  of  physicians  wrongfully  ascribe  the  es- 
calating cost  of  medical  care  to  the  increase  in  charges 
by  the  physician. 

Now  this  is  obviously  untrue;  if  w-e  look  at  the  facts 
we  will  find  that  the  exorbitant  cost  of  medical  care 
is  due  to  other  factors — other  than  the  charges  bv  the 
physician.  The  fact  is  that  the  physicians’  fees  have 
risen  less  than  other  costs.  A haircut  by  an  ordinary 
barber,  not  a stylist,  costs  four  dollars  now! 

Most  of  the  increase  in  cost  of  care  to  the  patient 
is  attributable  to  impersonal  factors,  as  the  expense 
of  service  by  others — all  not  under  the  control  of 
physicians.  It  is  the  hospital  cost  which  is  respon- 

Isible  for  most  of  the  increase.  This  in  turn  is  due  to 
the  significant  increment  in  the  expense  of  hospital 
personnel.  In  the  main  this  increase  is  justifiable, 
for  all  workers  in  hospitals  were  exploited  for  years 
by  the  “room  and  board”  baseline  pay.  They  are 
entitled  to  a living  wage  and  dignity,  achieved  by 
union  activity.  One  of  the  important  factors  in  rising 
costs  is  the  lack  of  incentive  and  the  absence  of  con- 
trols for  hospital  charges;  they  are  based  on  “cost 
plus”  only,  with  no  stimulus  to  save. 

Medical  care  is  no  longer  a simple  inexpensive 
doctor-patient-apothecarv-home  care  relationship. 
It  is  now  a complex  effort  by  many  in  an  interrelated 
performance.  No  one  can  gainsay  the  obviously 
more  effective  and  efficient  medical  care  of  today, 
beyond  belief  a generation  ago.  This  enhanced 
ability  to  give  more  scientific  and  better  care  to  the 
sick  requires  expanded  and  new  technology,  auto- 
mated electronic  instrumentation — all  very  expen- 
sive. A CAT  scanner  (computerized  automated  to- 
mograph) costs  $650,000  or  more.  All  present  day 
health  care  providers,  that  is,  physicians,  nurses, 
technicians,  and  others,  require  much  more  expen- 
sive and  time-consuming  training.  More  specialized 
and  more  qualified  M.D.s  and  Ph.Ds  are  essential. 
Physicians  must  be  trained  for  many  years  beyond 
medical  school  and  ordinary  internships  and  resi- 
dencies, and  also  Board  and  other  certifications  of 
competence  in  medical  specialties  and  subspecialties, 
as  well  as  in  many  brand  new  fields. 

This  growth  in  clinical  competence,  training,  skill, 
and  experience  demands  large  investments  of  time 
and  money  but  does  yield  better  diagnoses  and 
treatment.  Someone  must  pay  for  all  this  or  we  must 
do  without,  and  who  would  advise  that?  Bills  for 
medical  care,  particularly  hospital  bills,  reflect  these 
added  costs.  Making  a diagnosis  today  can  be  a 
prolonged  and  costly  process,  even  though  the  diag- 
nosis is  correct  to  a degree  never  before  possible. 
Therapy,  too,  is  expensive.  Anesthesia  is  scientific 
physiology  and  pharmacology  and  requires  costly 
instruments  for  monitoring  and  control  to  make 
operations,  not  heretofore  attempted,  both  possible 
and  successful.  Drugs  today  contribute  to  the  cost 


of  care,  but  they  are  remarkably  effective,  and  who 
would  do  without  them? 

Health  insurance,  too,  has  had  a great  impact  on 
medical  care.  It  constitutes  a social  advance  despite 
the  administrative  expenses  and  despite  time-con- 
suming demands  of  governmental  and  other  third 
party  involvement.  The  number  and  the  complexity 
of  the  forms  have  increased;  the  bureaucracy  and 
clerical  functions  have  added  to  the  expense.  Yet  the 
growth  of  health  insurance  has  been  a great  benefit, 
but  it  has  increased  the  incentive  and  demand  for 
better  medical  care  not  heretofore  available  nor 
utilized;  this  all  costs  more. 

The  demand  for  medical  care  is  always  an  impa- 
tient and  an  immediate  one  and  allows  little  time  for 
scientific  survey  and  careful  planning.  No  provision 
for  parallel  experimentation  with  adequate  controls 
and  with  different  systems  of  distribution  of  medical 
care,  has  ever  been  made.  Instead,  medical  care  has 
grown  like  Topsy.  With  our  expanding  medical  ca- 
pability has  come  much  overlapping,  maladjust- 
ments, and  many  imbalances.  Temporizing  solu- 
tions to  meet  pressing  problems  have  often  created 
new  dislocations  as  bad  or  worse  than  the  original 
inadequacies. 

This  has  occurred  at  the  institutional  level  in 
hospitals  and  medical  schools  particularly;  these  new 
problems  require  careful  planning  for  solutions, 
preferably  voluntary  rather  than  compulsory.  This 
is  exemplified  by  the  efforts  of  the  National  Com- 
mission on  Cost  of  Medical  Care  which  seeks  prac- 
tical remedies  for  the  difficult  complex  rapidly  ex- 
panding cost  problems. 

The  very  success  of  medicine  in  prolonging  life  has 
added  costs  where  they  never  existed.  With  lon- 
gevity has  come  the  increase  in  chronic  illness. 
Chronic  illness  is  very  expensive.  It  needs  continuous 
and  constant  care  for  long  periods  and  often  pro- 
longed use  of  expensive  drugs,  costly  diagnostic 
procedures,  and  special  therapy. 

Add  now  the  cost  of  malpractice  or  professional 
and  hospital  liability  insurance  in  this  modern  litig- 
inous  society.  Do  our  detractors  stop  to  ponder  how 
much  a young  orthopedist  or  neurosurgeon  must 
collect  to  pay  for  his  $36,000  premium?  He  must  pay 
this  amount  before  he  can  take  care  of  his  office  rent, 
his  car,  personal  equipment,  telephone  bill,  and 
coverage,  secretarial  and  other  services.  His  fees 
cannot  be  what  they  were  years  ago!  Still,  this  in- 
crement is  a minor  one  when  seen  in  the  overall  cost 
picture. 

In  addition  to  the  cost  factor  of  the  application  of 
ever-expanding  knowledge  in  medicine — all  high 
priced — there  is  the  important  and  very  real  problem 
of  lack  of  any  controls  over  the  qualitative  and 
quantitative  limits  of  the  use  of  this  knowledge;  no 
priorities  are  set. 

Yet  there  is  a realistic  limit  as  to  what  medicine  can 
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be  expected  to  do,  and  what  it  can  do  with  limited 
resources.  Does  sophisticated  surgery  or  the  cos- 
metic operation  warrant  a higher  priority  then  the 
plebian  medical  care  of  ordinary  common  illnesses, 
or  plodding  preventive  care?  How  is  the  choice  to 
be  made?  And  who  is  to  make  it?  This  need  not  be 
the  grim  choice  of  triage  of  war  or  a catastrophic 
emergency.  Yet  we  must  give  some  direction  to  our 
efforts  to  save  lives  and  make  life  more  wholesome 
and  happy  in  the  overall.  We  need  an  appropriate 
mechanism  here. 

Add  to  all  this  the  destructive  cost  factor  of  infla- 
tion, remembering  that  it  increases  the  cost  of  every 
item  exponentially;  it  also  adds  the  factor  of  fear  and 
uncertainty  to  all  planning.  The  physician’s  income, 
too,  is  subject  to  the  same  losses  due  to  inflation;  he 
is  a consumer  as  well  as  a provider. 

No  one  can  deny  the  peerless  competence  of 
American  medicine.  Opinion  polls  show  that  most 
Americans  are  satisfied  with  the  quality  of  care 
available.  This  is  true  despite  the  sensationalized 
charges  of  Medicaid  fraud  by  a small  number  of 
physicians.  Control  of  rates  and  fees  is  not  given  to 
physicians  or  their  societies.  Physicians  have  no 
check-reins  on  fees  any  more  than  they  have  in  con- 


AMA  schedules  workshops 
for  hospital  medical  staffs 

The  American  Medical  Association  will  conduct  a series 
of  six  regional  workshops  for  hospital  medical  staff  leaders 
of  the  present  and  future  during  1977. 

The  first  workshop  will  be  held  April  22-23  in  San 
Francisco  (Fairmont  Hotel). 

The  two-day  meetings  have  been  designed  to  help 
medical  staff  leaders  learn  managerial  skills  needed  to  carry 
out  the  increasing  responsibilities  they  face  in  developing 
bylaws,  rules,  and  regulations;  cooperating  with  other 
hospital  groups  to  improve  patient  care;  evaluating  quality 
of  medical  care;  and  resolving  conflicts  that  may  arise  be- 
tween the  hospital  medical  staff  and  the  board  of  trustees 
and  administration  or  within  the  medical  staff  itself. 

The  programs  will  consist  of  both  general  sessions  group 
and  workshops.  Topics  will  include: 

Problem-solving  skills  that  can  be  applied  to  specific 
needs 


trolling  the  many  other  complex  factors  of  cost  of 
care.  In  fact,  the  use  of  a Relative  Value  Scale  to 
eliminate  overcharges  was  called  “restraint  of  trade” 
and  prohibited.  Also,  the  MSSNY  lacks  the  power 
to  discipline  physicians,  despite  the  paradoxical 
claim  that  we  fail  to  punish  transgressors  who  over- 
charge. Organized  medicine  is  ready  and  willing  to 
contain  costs  of  medical  care  and  to  punish  any  of- 
fenders who  add  to  such  costs  unjustifiably.  This 
would  be  better  for  the  patient  than  imposing  stan- 
dard fees  by  fiat  without  peer  participation. 

Let  us  bring  to  the  people  all  the  facts  and  it  will 
be  obvious  to  them  that  they  should  not  blame  the 
physician  for  the  exploding  costs  of  care,  as  many  of 
the  critics  of  the  physician  are  prone  to  do. 

Physicians  are  interested  in  bringing  the  best 
possible  care  at  the  least  possible  cost  to  the  patient. 
Experience  to  date  has  shown  that  the  cost  of  medical 
care  just  cannot  be  controlled  without  the  active 
participation  and  assistance  of  the  physician.  People 
must  realize  that  the  physician  can  help  to  control 
costs,  but  he  can  do  so  only  if  he  is  unhampered  and 
not  penalized  for  such  efforts. 

A. A. A. 


— Managerial  duties  related  to  physician  privileges, 
rights,  and  responsibilities 

— Joint  Committee  on  Accreditation  of  Hospitals  ac- 
creditation standards  applicable  to  the  medical 
staff 

— Legal  aspects  of  medical  staff  rights  and  responsibil- 
ities 

— Negotiation  techniques 

— Risk  management  and  medical  liability  problems 

— Professional  liability  insurance 

Additional  workshops  will  be  held  June  10-11  in  At- 
lanta; September  16-17  in  Columbus,  Ohio;  September 
23-24  in  Philadelphia;  October  7-8  in  Chicago,  and  No- 
vember 4-5  in  Dallas. 

Registration  is  limited.  To  receive  further  information, 
contact  the  Department  of  Hospitals  and  Health  Facilities, 
AMA,  535  North  Dearborn  Street,  Chicago,  Illinois 
60610. 
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Tofranil-PM' 

imipramine  pamoate 

As  sleep  disturbances,  fatigue, 
and  other  depressive  symp- 
toms are  relieved,  mood  and 
motivation  may  be  markedly 
improved. 

Patients  are  usually  alert  and 
capable  of  functioning  at  more 
normal  levels  of  behavior. 


Tofranll-PM* 

brand  of  Imipramine  pamoate 


Indications:  For  the  relief  of  symptoms  of  depression 
Endogenous  depression  is  more  likely  to  be  alleviated 
than  other  depressive  states 

Contraindications:  The  concomitant  use  of  monoamine 
oxidase  inhibiting  compounds  is  contraindicated  Hyper- 
pyretic  cnses  or  severe  convulsive  seizures  may  occur  in 
patients  receiving  such  combinations.  The  potentiation  of 
adverse  effects  can  be  serious,  or  even  fatal  When  it  is 
desired  to  substitute  Tofranil-PM,  brand  of  imipramine 
pamoate,  in  patients  receiving  a monoamine  oxidase  in- 
hibitor, as  long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a mjnimum  of  14  days.  Initial 
dosage  should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed.  The  drug  is  contraindicated 
during  the  acute  recovery  period  after  a myocardial  infarc- 
tion Patients  with  a known  hypersensitivity  to  this  com- 
pound should  not  be  given  the  drug  The  possibility  of 
cross-sensitivity  to  other  dibenzazepme  compounds 
should  be  kept  in  mind 

Warnings:  Usage  in  Pregnancy  Safe  use  of  imipramine 
during  pregnancy  and  lactation  has  not  been  established, 
therefore,  in  administering  the  drug  to  pregnant  patients, 
nursing  mothers,  or  women  of  childbeanng  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards  Animal  reproduction  studies  have  yielded  incon- 
clusive results.  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
but  a causal  relationship  has  not  been  confirmed. 

Extreme  caution  should  be  used  when  this  drug  is  given 
to: 

— patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia; 

— patients  with  increased  intraocular  pressure,  history  of 
unnary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug  s anticholinergic  properties; 

— hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity; 
—patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold; 
—patients  receiving  guanethidine  or  similar  agents  since 
imipramine  may  block  the  pharmacologic  effects  of 
these  drugs. 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  operating  an  automobile  or 
machinery,  the  patient  should  be  cautioned  accordingly. 
Usage  in  Children:  Tofranil-PM,  brand  of  imipramine 
pamoate,  should  not  be  used  in  children  of  any  age  be- 
cause of  the  increased  potential  for  acute  overdosage 
due  to  the  high  unit  potency  (75  mg.,  100  mg.,  125  mg. 
and  150  mg.).  Each  capsule  contains  imipramine 
pamoate  equivalent  to  75  mg.,  100  mg.,  125  mg.  or  150 
mg.  imipramine  hydrochloride. 

Precautions:  It  should  be  kept  in  mind  that  the  possibility 
of  suicide  in  seriously  depressed  patients  is  inherent  in 


Geigy 


Tofranil-PM  encourages  patient 
compliance  because  one 
capsule  laots  from  bedtime  to 
bedtime. 

Good  results  are  usually  seen 
at  the  starting  dose  of  one 
75-mg  capsule  h.s. 

For  many  patients,  dosage  can 
be  safely  increased  to  150mq 
daily. 


the  illness  and  may  persist  until  significant  remission  oc- 
curs, Such  patients  should  be  carefully  supervised  during 
the  early  phase  of  treatment  with  Tofranil-PM,  brand  of 
imipramine  pamoate,  and  may  require  hospitalization. 
Prescriptions  should  be  wntten  for  the  smallest  amount 
feasible. 

Hypomanic  or  manic  episodes  may  occur,  particularly  in 
patients  with  cyclic  disorders.  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug.  If  needed,  Tofranil-PM, 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved.  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes. 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow. 

An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazine. 

In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropine-like  effects  may  become  more 
pronounced  (e  g.  paralytic  ileus).  Close  supervision  and 
careful  adjustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomimet- 
ic amine  (e.g.,  adrenalin,  noradrenalin),  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects 

Both  elevation  and  lowenng  of  blood  sugar  levels  have 
been  reported. 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards;  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note.  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  heart  block, 
stroke,  falls 

Psychiatric:  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions;  anxiety, 
restlessness,  agitation;  insomnia  and  nightmares; 
hypomania;  exacerbation  of  psychosis 
Neurological: Numbness,  tingling,  paresthesias  of  ex- 
tremities: incoordination,  ataxia,  tremors;  peripheral 
neuropathy;  extrapyramidal  symptoms;  seizures,  altera- 
tions in  EEG  patterns;  tinnitus. 

Anticholinergic.  Dry  mouth,  and.  rarely,  associated  sub- 
lingual adenitis;  blurred  vision,  disturbances  of  accommo- 
dation. mydriasis;  constipation,  paralytic  ileus;  urinary  re- 
tention. delayed  micturition,  dilation  of  the  urinary  tract. 
Allergic:  Skin  rash,  petechiae.  urticaria,  itching,  photosen- 


As with  all  tricyclics,  sedation 
may  occur.  Please  caution 
patients  against  driving  or  oper- 
ating dangerous  machinery. 

Each  capsule  contains 
imipramine  pamoate  equivalent 
to  75,  100, 125  or  150  mg  of 
imipramine  hydrochloride. 


sitization  (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  of  face  and  tongue);  drug  fever;  cross- 
sensitivity with  desipramme. 

Hematologic:  Bone  marrow  depression  including  agran- 
ulocytosis; eosinophilia;  purpura;  thrombocytopenia 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression 
Gastrointestinal:  Nausea  and  vomiting,  anorexia,  epigas- 
tric distress,  diarrhea;  peculiar  taste,  stomatitis,  abdominal 
cramps,  black  tongue 

Endocrine:  Gynecomastia  in  the  male;  breast  enlarge- 
ment and  galactorrhea  in  the  female;  increased  or  de- 
creased libido,  impotence;  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

Other:  Jaundice  (simulating  obstructive);  altered  liver 
function;  weight  gain  or  loss;  perspiration;  flushing;  uri- 
nary frequency;  drowsiness,  dizziness,  weakness  and 
fatigue:  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms  Though  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise 
Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with  75 
mg,  day.  This  may  be  increased  to  150  mg./day  which  is 
the  dose  level  which  usually  obtains  optimum  response.  If 
necessary,  dosage  may  be  increased  to  200  mg./day. 
Dosage  should  be  modified  as  necessary  by  clinical  re- 
sponse and  any  evidence  of  intolerance.  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divided 
daily  doses 

Hospitalized  patients  should  be  started  on  a once-a-day 
basis  with  100-150  mg./day  and  may  be  increased  to  200 
mg./day.  Dosage  should  be  increased  to  250-300  mg./day 
if  there  is  no  response  after  two  weeks. 

Following  remission,  maintenance  medication  may  be  re- 
quired for  a longer  period  of  time  at  the  lowest  dose  that 
will  maintain  remission.  The  usual  adult  maintenance 
dosage  is  75-150  mg./day  on  a once-a-day  basis,  prefer- 
ably at  bedtime. 

In  adolescent  and  geriatric  patients,  capsules  of  Tofranil- 
PM,  brand  of  imipramine  pamoate,  may  be  used  when 
total  daily  dosage  is  established  at  75  mg.  or  higher.  It  is 
generally  unnecessary  to  exceed  100  mg./day  in  these 
patients.  This  dosage  may  be  given  once  a day  at  bed- 
time or,  if  needed,  in  divided  daily  doses. 

How  Supplied:  Tofranil-PM,  brand  of  imipramine 
pamoate:  Capsules  of  75,  100,  125  and  150  mg.  (Each 
capsule  contains  imipramine  pamoate  equivalent  to  75, 
"00.  125  or  150  mg.  of  imipramine  hydrochloride.) 

(B)  98-146-840-A(9/75)  667120 

For  complete  details,  including  dosage  and  adminis- 
tration, please  refer  to  the  full  prescribing  information. 
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“I’m  just  a 
shadow  of  what 
I used  to  be.” 


That  is  what  depressed  individuals 
may  feel  is  the  substance  of 
their  being.  There  is  no  pleasure, 
no  joy  — nothing  grows  — and  in  the 
cold  shadow  of  depression  their 
activities  are  inhibited,  while  ini- 
tiative may  be  eroded  or  des- 
troyed. The  tragedy  is  that  they 


can  see  that  others  are  able  to 
live  on  the  brighter  side  but  they, 
themselves,  cannot  reach  it  on 
their  own. 

Your  experience  in  treating 
depression,  and  Tofranil-PM 
can  help  light  the  way. 

; 


Tofranil- PM 

imipramine  pamoate 


Geigy 


Unsurpassed  effectiveness 
among  tricyclics  in  relieving  symptoms 
of  depression. 
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Before  prescribing  Tofranil-PM,  please  review  a summary  of  the 
prescribing  information  on  the  back  of  this  page. 
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In  the  arid,  poverty-stricken  “horn  of  Africa” 
a remarkable  gynecologic  custom  called  infibulation 
persists.  Jutting  out  into  the  Indian  Ocean,  this  part 
of  Africa  is  separated  from  the  remainder  of  the 
continent  by  desert  to  the  north,  mountains  to  the 
west,  and  by  the  tsetse-fly  belt  in  the  south.  Here, 
some  5 million  isolated  inhabitants  of  Somali  eke  out 
a marginal  living  by  following  their  herds  of  sheep, 
camel,  and  cattle  in  search  of  pasture  and  water. 

Definition 

The  word  “infibulation”  is  derived  from  the  Latin 
word  “fibula,”  meaning  a pin  or  clasp.  The  term  has 
been  given  to  a mutilative  procedure  in  which  the 
vagina  is  partially  closed  by  approximating  the  labia 
majora  in  the  midline.  Clitoridectomy  may  or  may 
not  be  included,  but  the  essential  part  of  the  opera- 
tion consists  of  partial  closure  of  the  vulva  and  the 
vaginal  orifice.  The  custom  is  deeply  rooted  in  the 
country  and  has  been  performed  since  remotest  time 
on  all  social  classes  in  both  the  rural  interior  regions 
and  in  the  few  coastal  cities. 

In  the  area  indicated  on  the  map,  Somali  plus  the 
southern  tip  of  the  Arabian  peninsula  (Fig.  1),  the 
procedure  has  been  freely  performed  on  prepubertal 
girls  and,  therefore,  at  present  there  are  millions  of 
women  whose  external  genitalia  have  been  altered. 
Indeed,  anthropologists  call  the  region  “the  land  of 
the  sewn  women.”1 

Other  ritual  sexual  operations  sometimes  per- 
formed in  Africa  include  male  and  female  circumci- 
sion, clitoridectomy,  and  ritual  excision  of  the  labia. 
These  operations  differ  from  infibulation  in  that  they 
do  not  attempt  to  cover  the  vaginal  orifice. 

Origin  of  custom 

Where  did  such  an  unusual  custom  arise?  Since 


Infibulation,  derived  from  the  Latin  word  fibula, 
meaning  pin  or  clasp,  is  the  term  given  to  a strange 
mutilative  gynecologic  procedure  in  which  the  vagina 
is  artificially  narrowed  by  approximating  the  labia 
in  the  midline.  The  custom  persists  in  certain  re- 
mote regions  of  Africa  despite  predictable  gyneco- 
logic, obstetric,  and  psychologic  complications.  The 
origin  of  this  primitive  operation  is  obscure  and  it  is 
difficult  to  understand  why  it  is  still  being  performed 
in  view  of  the  numerous  adverse  effects  which  follow. 
We  describe  the  usual  technics  employed  and  discuss 
several  of  the  more  serious  complications. 


early  Arabian  writers  do  mention  infibulation  and 
clitoridectomy,  it  seems  likely  that  infibulation 
originated  in  southern  Arabia  and  from  there  spread 
to  Africa.  For  hundreds  of  years  these  two  regions, 
although  separated  by  the  Gulf  of  Aden,  have  had 
close  contact  so  that  the  custom  could  have  spread 
along  well-established  trade  routes.  High  mountains 
and  an  almost  impenetrable  desert  would  have  pre- 
vented this  strange  procedure  from  spreading  into 
northern  Arabia  and  the  Yemen. 

Why  was  this  mutilative  procedure  adopted  by  a 
whole  population  group?  Hygenic  reasons  seem 
unlikely  because,  if  anything,  infibulation  makes 
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FIGURE  2.  Infibulation  has  been  performed.  Note  absence 
of  normal  labial  folds  and  almost  complete  closure  of  vaginal 
orifice. 

personal  hygeine  more  difficult.  Cosmetic  reasons 
can  be  discounted  since  the  operation  does  nothing 
to  increase  the  attractiveness  of  the  pudendal  region. 
The  operation  would  certainly  make  the  woman  less 
sexually  active,  since  satisfactory  coitus  is  almost 
impossible  after  infibulation. 

Infibulation  may  have  originated  as  an  attempt  to 
protect  young  women  from  rape  by  enemy  tribes  and 
slavers.  This  does  seem  a possibility,  although,  like 
the  hymen,  the  artificially  created  labial  covering  can 
be  torn  apart. 

Perhaps  infibulation  represents  a primitive  effort 
to  prevent  evil  spirits  from  entering  the  woman’s 
body  through  her  vagina.  Belief  in  evil  spirits  is  part 
of  almost  every  early  religion,  and  infibulation  may 
be  an  example  of  an  ancient  religious  superstition. 

Description  of  procedure 

The  operation  is  performed  by  a male  nurse  who 
has  been  recognized  as  having  the  necessary  skill  to 
do  the  procedure.  Usually  about  a dozen  children 
from  four  to  eight  years  old  are  treated  per  session. 
The  operations  are  often  done  on  Sunday,  a working 
day  for  Moslems.  Quite  frequently,  as  infibulation 
is  proceeding  in  one  corner  of  the  operating  room,  a 
group  of  young  boys  will  be  circumcised  in  the  same 
room  by  a second  team. 

A local  anesthetic  is  injected  into  the  labia  and  the 


base  of  the  clitoris.  Then,  using  curved  scissors,  a 
small  strip  of  labia  is  cut  away  on  both  sides  leaving 
two  raw  surfaces  about  2 to  3 cm.  in  length  and  3 to 
4 mm.  in  width.  The  labia  are  then  sutured  together 
with  catgut  and  silk  so  that  the  vaginal  orifice  is 
narrowed  to  about  the  size  of  a pencil  (Fig.  2). 
Complications  such  as  infection  or  hemorrhage  are 
rare,  although  sometimes  the  raw  surfaces  do  sepa- 
rate. 

Since  the  population  is  largely  nomadic,  most  op- 
erations are  carried  out  in  local  villages.  Infibulation 
as  practiced  in  the  bush  is  carried  out  on  one  child  at 
a time  by  a “gedda”  or  matron  of  the  village.  Only 
women  are  allowed  to  be  present  at  the  ceremony 
which  is  carried  out  in  secrecy.  The  matron  squats 
on  the  floor  of  the  family  hut  while  the  child  is  held 
in  a lithotomy  position  by  female  relatives  and 
friends.  Again,  the  clitoris  and  labia  are  excised,  but 
no  anesthesia  is  used.  Before  the  wound  is  closed, 
the  mother  and  all  the  other  women  are  allowed  to 
inspect  and  palpate  the  wound  to  be  sure  the  proce- 
dure has  been  properly  performed.  Then  the  wound 
is  generously  sprinkled  with  myrrh,  a resinous  ma- 
terial extracted  from  a native  tree.  Instead  of  su- 
tures, thorns  from  an  acacia  bush  are  often  used  to 
close  the  wounds,  and  in  addition,  the  girl’s  legs  are 
tied  together  with  rope  for  about  two  weeks.  After 
that,  the  restraints  are  removed  and  the  child  is  free 
to  run  about  again. 

Infibulation  replaces  the  vulva  with  an  almost  solid 
wall  of  flesh  that  joins  the  thighs  from  the  pubis 
nearly  to  the  anus,  with  the  exception  of  a small  ori- 
fice at  the  inferior  portion  of  the  vulva.  In  some 
areas  of  the  country,  a reverse  infibulation  is  carried 
out;  the  residual  opening  is  placed  in  the  anterior  part 
of  the  vulva  in  front  of  the  urethral  orifice  and  the 
clitoris.  Although  clitoridectomy  is  usually  included, 
the  important  part  is  closing  the  vulva  and  vagina. 

Consequences  of  infibulation 

Effects  on  marriage.  In  Somali  the  usual  age  of 
girls  at  the  time  of  marriage  is  from  12  to  16  years,  or 
nearly  a decade  after  infibulation.  Polygamy  is  still 
practiced  and  divorce  is  easy  to  obtain.  Marriages 
are  arranged  by  the  family  of  the  bride  in  exchange 
for  a gift,  usually  money  or  livestock. 

Once  the  bargain  has  been  made,  the  bridegroom’s 
mother  or  sister  examines  the  prospective  bride  to  be 
sure  the  infibulation  is  intact.  Little  attention  is 
given  to  the  hymen,  which,  indeed,  would  be  difficult 
to  visualize  behind  the  infibulation. 

No  matter  how  virile  the  husband,  consummation 
of  the  marriage  is  nearly  impossible  because  of  the 
surgically  created  barrier.  Therefore,  in  most  mar- 
riages, the  husband  or  one  of  his  female  relatives  will 
enlarge  the  vaginal  opening  with  a small  knife  so  that 
sexual  intercourse  can  take  place.  It  is  the  respon- 
sibility of  the  husband’s  female  relatives  to  examine 
the  bride  a few  weeks  after  the  marriage,  and  if  nec- 
essary, to  enlarge  the  vaginal  opening  to  permit  in- 
tercourse. 
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FIGURE  3.  (A)  Inclusion  cyst  formed  secondary  to  infibu- 

lation.  (B)  Large  hypertrophic  scar  formed  following  in- 
fibulation. 

Effects  of  infibulation  on  childbirth.  The  en- 
largement made  when  the  marriage  is  consummated 
is  too  small  to  allow  normal  vaginal  delivery. 
Therefore,  at  the  time  of  childbirth,  the  infibulation 
must  again  be  opened,  and  this  time  opened  widely. 
In  the  villages,  the  grandmother,  who  functions  as 
midwife,  passes  a small  knife  between  the  head  and 
the  inner  wall  of  the  infibulation,  completely  sepa- 
rating the  labia.  As  soon  as  delivery  takes  place,  the 
infibulation  must  be  restored,  using  thorns  or  simple 
sutures  to  hold  the  tissues  together.  Once  again,  the 
legs  are  tied  together  to  promote  healing.  With  each 
subsequent  delivery  the  entire  process  must  be  re- 
peated. 

When  deliveries  are  performed  in  a hospital,  the 
infibulation  is  spared  by  enlarging  the  vaginal  orifice 
with  one  or  more  deep  episiotomies.  To  preserve  the 
infibulation,  the  physician  often  has  to  perform  an 
episiotomy  when,  ordinarily,  it  would  be  unneces- 


sary. 

Following  a hospital  delivery  the  patient  insists 
that  the  vaginal  orifice  be  tightly  closed  so  that  her 
husband  will  not  repudiate  her.  If  the  resuturing  of 
the  episiotomy  is  unsatisfactory  or  if  the  opening  is 
too  large,  the  woman  will  invariably  return  for  a 
plastic  revision. 

Gynecologic  problems.  Hemorrhage  and  in- 
fection sometimes  occur  when  infibulation  is  carried 
out  in  the  bush.  Fortunately,  despite  the  crude 
methods  employed,  both  complications  are  rare. 

Large,  painful  suprapubic  inclusions  cysts  some- 
times form  after  infibulation  and  can  be  easily  ex- 
cised. In  similar  fashion,  unsightly  hypertrophic 
scars  also  may  require  excision  (Fig.  3). 

If  the  vagina  has  been  closed  too  tightly  hemato- 
colpos  will  develop  at  the  time  of  onset  of  men- 
struation and  must  be  relieved  by  opening  the  ad- 
herent labia. 

Urinary  retention  is  another  complication  that 
results  from  obstruction  of  the  external  urethral  or- 
ifice. In  one  patient  retained  urine  entered  the  va- 
gina before  escaping  through  the  small  external  ori- 
fice. Stones  formed  in  the  vagina  and  the  patient 
also  suffered  from  pyelonephritis. 

As  might  be  expected,  accidental  injuries  to  the 
vagina  and  the  bladder  during  separation  of  the  in- 
fibulation at  the  time  of  delivery  are  frequent  and 
these  injuries  often  cause  troublesome  vesicovaginal 
fistulas. 

Occasionally,  a woman  who  has  had  an  infibulation 
performed  in  early  childhood,  seeks  gynecologic 
treatment  in  a part  of  the  world  where  the  procedure 
is  unknown.2-4  Inspection  of  the  genitals  reveals  the 
typical  partially  closed  vaginal  orifice  and  the  patient 
will  give  a history  of  a ritual  operation  in  childhood. 
Separation  of  the  infibulation  will  be  necessary  to 
alleviate  the  gynecologic  problem  or  to  allow  vaginal 
delivery. 

Summary 

Infibulation  is  the  term  given  to  a primitive  sexual 
operation  in  which  the  labia  are  surgically  approxi- 
mated to  obstruct  the  vagina.  The  custom  persists 
in  the  horn  of  Africa  and  southern  Arabia  despite  the 
obvious  psychologic,  obstetric,  and  gynecologic 
problems  that  it  creates.  It  can  only  be  hoped  that 
with  increasing  education  and  social  enlightenment 
this  mutilative  procedure  will  soon  be  abandoned. 

Westchester  County  Medical  Center 
Division  of  Surgery 
Valhalla,  New  York  10595 
(DR.  LOWENFELS) 
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Hyperparathyroidism,  once  considered  a rare 
disease,  has  been  diagnosed  with  increasing  fre- 
quency during  the  past  decade.  The  most  revolu- 
tionary change  in  the  diagnosis  of  this  disease  has 
been  brought  about  by  the  development  and  wide- 
spread use  of  automated  techniques  for  the  mea- 
surement of  blood  calcium  level.  The  routine 
screening  of  blood  calcium  has  uncovered  an  unex- 
pectedly large  incidence  of  asymptomatic  hyper- 
parathyroidism. 

Surgery  is  the  ultimate  diagnostic  and  therapeutic 
modality  for  hyperparathyroidism.  The  decision  to 
explore  a given  patient  is  based  on  a balance  between 
the  natural  history  of  the  disease  on  the  one  hand  and 
the  success  and  risk  factors  involved  in  surgery  on  the 
other.  The  natural  history  of  asymptomatic  disease 
has  been  under  investigation  in  recent  years.  Thus, 
a long-term  follow-up  study  of  mild,  asymptomatic 
hyperparathyroidism  and  a metabolic  study  of  such 
patients  have  been  published.1’2 

This  report  will  summarize  the  results  of  para- 
thyroid surgery  in  102  patients  at  the  Montefiore 
Hospital  and  Medical  Center  in  New  York,  a 
1,113-bed  institution,  including  the  Morrisania  City 
Hospital,  during  the  period  from  1967  to  1975.  An 
analysis  of  these  cases  affords  what  we  feel  is  a rep- 
resentative picture  of  the  current  status  of  parathy- 
roid surgery  in  a large  medical  center.  The  excellent 
success  rate  and  low-risk  factors  documented  in  this 
study  provide  a basis  for  judging  indications  for 
surgery  in  asymptomatic  hyperparathyroid  pa- 
tients. 


The  decision  to  subject  a patient  with  asymptomatic 
hyperthyroidism  to  surgery  is  based  on  evaluation  of 
the  natural  history  of  the  disease  and  on  the  potential 
success  and  risks  of  the  proposed  treatment.  Our 
experience  with  surgical  exploration  in  102  patients 
diagnosed  as  having  primary  hyperparathyroidism 
is  detailed.  Cure  was  achieved  in  95  percent,  with  the 
lesion  identified  and  removed  in  94  patients  and 
euparathyroid  state  achieved  in  two  more.  There 
was  no  mortality,  and  the  rate  of  complications  was 
very  low.  Based  on  this  experience,  we  feel  that 
surgical  exploration  should  be  seriously  considered 
in  all  cases  of  well-documented  hyperparathyroid- 
ism. 


Clinical  data 

Although  this  is  a much  larger  series  than  the 
group  previously  reported  from  this  institution,  our 
patient  characteristics  were  basically  unchanged.3 
There  were  70  females  and  32  males,  a female  to  male 
ratio  of  2:1,  with  the  average  age  of  54.5  years.  The 
age  and  sex  distribution  are  shown  in  Table  I. 

The  majority  of  patients  were  asymptomatic,  but 
urinary  tract,  gastrointestinal  tract,  skeletal,  and 
generalized  complaints  were  noted  with  some  fre- 
quency. Thirteen  of  our  total  102  patients  had 
nephrolithiasis.  In  eight  others,  nephrocalcinosis 
was  reported  radiologically.  Sixteen  patients  had 
peptic  ulcer  disease  and  two  had  pancreatitis.  In 
four,  there  was  clinically  significant  osteitis  fibrosa 
cystica;  and  in  10  more,  radiologic  findings  of  sub- 
periosteal bone  resorption  were  recorded.  Gener- 
alized weakness,  diffuse  skeletal  aches,  and  arthral- 
gias were  present  in  some  patients.  An  occasional 
patient  recognized  such  symptoms  retrospectively, 
after  removal  of  the  parathyroid  tumor.  Associated 
diseases,  such  as  hypertension  and  other  cardiovas- 
cular disease,  diabetes,  gout,  neurologic  disease, 
cancer,  and  tuberculosis  were  frequently  seen. 
Thyroid  diseases  seen  included  10  cases  of  adenoma, 
1 case  of  carcinoma,  and  1 case  of  hyperthyroid- 
ism. 

All  patients  had  hypercalcemia  at  some  phase  of 
their  disease,  and  virtually  all  had  at  least  one  serum 

TABLE  I.  Distribution  of  hyperparathyroid  patients 
according  to  age  and  sex 

Age  in 
Decades 


(years) 

Males 

Females 

10  to  19 

2 

0 

20  to  29 

1 

3 

30  to  39 

3 

5 

40  to  49 

5 

8 

50  to  59 

13 

23 

60  to  69 

4 

16 

70  to  79 

7 

10 

80  to  89 

1 

1 

Totals 

36 

66 
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phosphorus  finding  at  the  hypophosphatemic  level. 
The  diagnostic  value  of  other  classical  tests  of  hy- 
perparathyroidism, such  as  blood  alkaline  phos- 
phatase level  and  urinary  calcium  excretion,  have 
declined  considerably  in  relation  to  the  importance 
previously  attributed  to  these  parameters.  Alkaline 
phosphatase  determination  in  72  patients  gave  nor- 
mal results  in  45  and  elevated  levels  in  only  27. 
Urinary  calcium  was  determined  in  29  patients;  it  was 
lower  than  250  mg.  per  24  hours  in  16,  and  higher  in 
13  of  them.  The  tendency  to  acidosis  in  hyper- 
parathyroidism is  reflected  in  a mild  elevation  of 
serum  chloride  level.3,4  This,  and  the  tendency  to 
low  serum  phosphorus  level,  allow  the  chloride  to 
phosphorus  ratio  to  serve  as  a diagnostic  test  in  hy- 
perthyroidism.5 Of  71  patients  in  whom  chloride 
and  phosphorus  values  were  concurrently  deter- 
mined, 60  had  a chloride  to  phosphorus  value  of  33 
or  more,  compatible  with  the  diagnosis  of  hyper- 
parathyroidism. 

During  the  past  decade  a reliable  method  for  de- 
termination of  serum  parathyroid  hormone  has  been 
developed  and  has  been  employed  with  increasing 
frequency  for  preoperative  evaluation  of  our  pa- 
tients.6 This  test  has  proved  to  be  the  single  most 
important  confirmatory  test  for  hyperparathyroid- 
ism. In  normal  persons,  the  serum  parathyroid 
hormone  level  varies  inversely  with  serum  calcium 
throughout  the  normal  range.  When  calcium  levels 
are  above  normal  due  to  nonparathyroid-related 
causes,  parathyroid  secretion  ceases,  and  parathyroid 
hormone  should  not  be  detected  in  the  serum  at  all. 
In  hyperparathyroidism,  this  autoregulatory  mech- 
anism fails.  Parathyroid  hormone  is  not  only  de- 
tectable in  the  blood  concurrently  with  elevated 
calcium  level,  but  also  there  tends  to  be  a positive 
correlation  of  the  serum  hormone  and  the  serum 
calcium  levels.  Thus,  interpretation  of  serum 
parathyroid  hormone  assay  must  be  related  to  the 
coexisting  serum  calcium  level,  and  to  other  factors. 
Unfortunately,  some  laboratories,  while  performing 
chemically  accurate  analysis,  do  not  seem  to  appre- 
ciate the  complexity  of  the  interpretation  of  this  test, 
and  report  results  as  low,  normal,  or  elevated  on  an 
absolute  scale.  A clinician  can  easily  be  misled  by 
such  reporting.  Most  of  the  parathyroid  hormone 
assays  on  our  patients  were  performed  at  the  Mayo 
Clinic  Laboratories  by  published  methods.7  In  our 
series,  serum  parathyroid  hormone  levels  were  ob- 
tained in  48  of  102  cases.  Results  in  45  cases  were 
consistent  with  hyperparathyroidism.  The  results 
were  equivocal  in  three  cases.  These  three  equivocal 
tests  were  all  performed  by  laboratories  other  than 
the  Mayo  Clinic. 

Surgical  data 

Results  of  surgery.  Surgery  tended  to  be  con- 
centrated in  the  hands  of  a few  surgeons,  who  were 
thus  able  to  gain  considerable  experience.  Surgical 
findings  and  results  are  summarized  in  Table  II. 


TABLE  II.  Surgical  findings  and  results 
(102  explorations) 


Lesions 

Number 

Removed  (total) 

94 

Parathyroid  adenoma 

91 

Single  cervical 

86 

Multiple  cervical 

3 

Mediastinal  (requiring  sternotomy) 
Parathyroid  hyperplasia 

2 

2 

Parathyroid  carcinoma 

1 

Not  found  (total) 

8 

Hypercalcemia  cured 

2 

Diagnosis  correct,  patient  not  cured 

3 

Wrong  diagnosis 

3 

TABLE  III.  Location  of  adenoma 


Site 

Number 

Right  superior 

19 

Left  superior 

17 

Right  inferior 

26 

Left  inferior 

20 

Mediastinal  (nonthymic) 

2 

Thymus 

2 

Intrathyroidal 

3 

Eighty-six  patients  had  each  a single  parathyroid 
adenoma.  Three  patients  had  two  adenomata  each, 
and  two  patients  had  adenomata  in  the  mediastinum 
which  required  median  sternotomy.  There  were  two 
cases  of  familial  parathyroid  hyperplasia,  whose 
hypercalcemia  was  corrected  by  surgery.  One  pa- 
tient had  a parathyroid  carcinoma  which  was  fully 
excised.  Thus,  of  a total  of  102  patients,  parathyroid 
exploration  identified  the  lesion  and  brought  about 
a clinical  cure  in  94  patients.  In  43  of  these  patients, 
parathyroid  hormone  assay  was  done  and  was  con- 
sistent with  the  diagnosis  in  40  patients  and  was 
equivocal  in  3 others.  No  explorations  were  per- 
formed in  patients  with  parathyroid  hormone  levels 
inconsistent  with  the  diagnosis  of  hyperparathy- 
roidism. 

The  location  of  abnormal  tissue  is  shown  in  Table 
III.  Although  a somewhat  higher  number  of  ade- 
nomata were  found  in  the  right  inferior  parathyroid 
gland  than  elsewhere,  this  difference  is  probably  not 
significant.  In  two  instances,  the  lesion  was  found 
within  the  capsule  of  the  thymus  gland.  One  of  these 
required  a median  sternotomy  for  removal.  The 
other  was  resected  through  the  cervical  incision. 
Two  other  adenomata  were  situated  in  th^  medias- 
tinum, outside  the  thymic  capsule.  One  of  these 
required  sternotomy  for  removal.  Although  many 
adenomata  are  closely  adherent  to  the  thyroid  gland 
and  at  first  glance  may  appear  to  be  part  of  the  lobe, 
the  surgeon  can  usually  establish  a plane  of  dissection 
around  the  adenoma,  since  it  is  almost  invariably 
outside  the  thyroid  capsule.  In  three  of  our  cases, 
truly  intrathyroidal  parathyroid  adenomata  were 
found.  It  is  noteworthy  that  some  of  our  cases  had 
very  small  lesions,  barely  larger  than  normal  para- 
thyroid glands.  However,  the  adenomata  were  al- 
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TABLE  IV.  Complications 
Nature  of  complications  Number 


w 


\ 

FIGURE  1.  Selective  arteriogram  demonstrating  hyper- 
vascular  parathyroid  adenoma  (left  inferior). 

ways  grossly  different  in  character  from  normal 
parathyroid  glands,  being  deeper  reddish-brown  in 
color  and  having  a denser  and  bulkier  appearance. 
Microscopically,  the  diagnosis  is  usually  evident  by 
comparison  with  biopsies  from  the  normal  glands. 
Only  two  of  our  patients  had  been  previously  ex- 
plored, unsuccessfully,  at  other  hospitals.  In  one 
case,  a preoperative  angiogram  demonstrated  a large 
vascular  lesion  in  the  left  inferior  parathyroid  region, 
which  on  exploration  was  found  to  be  an  adenoma 
(Fig.  1).  In  the  other  patient,  the  lesion  could  not  be 
localized  preoperatively,  but  at  surgery,  a large  ade- 
noma of  the  left  superior  parathyroid  gland  was  re- 
moved. In  both  instances,  it  is  likely  that  the  lesions 
were  smaller  and  not  recognized  at  the  initial  oper- 
ation. 

Negative  explorations.  Eight  patients  under- 
went explorations  in  which  parathyroid  adenomata 
were  not  found.  These  cases  are  also  summarized  in 
Table  II.  Five  of  the  patients  were  felt  to  have  had 
primary  hyperparathyroidism  correctly  diagnosed 
because  of  clinical  considerations  and  elevated  blood 
parathyroid  hormone  levels  in  the  presence  of  hy- 
percalcemia. Two  of  these  have  remained  normo- 
calcemic  since  surgery,  although  parathyroid  lesions 
were  not  found  or  removed.  It  is  assumed  that  in 
these  two,  the  operation  caused  necrosis  of  small 
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Vocal  cord  paralysis 
Permanent 

2 

Temporary  (tracheotomy) 

5(1) 

Prolonged  hypocalcemia 

4* 

Pneumonia 

1 

Pulmonary  embolism 

2 

Wound  infection 

1 

Hemorrhage 

1 

Deaths 

0 

* Two  patients  had  osteitis  fibrosa  cystica. 


parathyroid  lesions  by  interruption  of  blood  supply,  j 
One  other  patient  was  re-explored  at  the  National 
Institute  of  Health  and  found  to  have  diffuse  hy-  I 
perplasia.  After  a subtotal  parathyroidectomy,  the 
patient  still  has  asymptomatic  low-grade  hypercal-  I 
cemia.  Two  other  patients,  explored  unsuccessfully,  I 
were  not  cured  and  have  not  been  reoperated  on. 
One  has  familial  hyperparathyroidism  with  only  j 
minimally  elevated  serum  calcium,  and  has  been 
followed  for  several  years.  The  course  of  his  disease 
has  been  entirely  benign,  and  further  surgery  will  !; 
only  be  considered  if  calcium  levels  increase  or  sec-  j 
ondary  manifestations  develop.  The  other  patient  I 
has  multiple  unrelated  medical  problems. 

In  three  patients  the  diagnosis  of  primary  hyper-  I 
parathyroidism  is  felt  to  have  been  in  error.  One  ' 
patient  had  a slightly  elevated  parathyroid  hormone  j 
level  reported  by  a commercial  laboratory  without  j 
simultaneous  calcium  report.  No  parathyroid  lesion 
was  found  on  exploration.  Tissue  removed  from  the  i 
superior  mediastinum  was  reported  as  noncaseating  : 
granuloma.  This  patient  probably  had  sarcoidosis,  j 
which  accounted  for  the  hypercalcemia.  Another 
patient  had  abdominal  carcinomatosis,  with  proved  i 
ectopic  hyperparathyroidism.  A third  had  severe  tj 
renal  disease  and  secondary  hyperparathyroidism. 

Mortality  and  complications.  There  was  no  i 
surgical  death  and  only  a small  number  of  compli-  I 
cations  (Table  IV).  One  patient  developed  bilateral  \ 
temporary  vocal  cord  paralysis  and  required  a tra-  I 
cheotomy.  There  were  only  four  other  potentially  j 
serious  complications. 

Surgical  technique.  The  neck  is  explored  in  the 
manner  of  a routine  thyroidectomy.  Subplatysmal 
skin  flaps  are  elevated.  The  strap  muscles  are  usu-  I 
ally  divided  in  the  midline  and  retracted  unless  the 
habitus  of  the  patient  indicates  transection  of  the 
muscle  for  more  convenient  exposure.  The  thyroid 
lobe  is  delivered  after  division  of  middle  thyroid 
veins,  and  the  carotid  artery  separated  from  the 
midline  structures  of  the  neck,  exposing  the  inferior 
thyroid  artery,  recurrent  laryngeal  nerve,  and  other 
structures  in  the  prevertebral  plane.  A large  ade-  j 
noma,  if  present,  is  often  encountered  during  this 
phase  of  the  operation.  If  not,  gentle  traction  is 
applied  to  the  inferior  thyroid  artery  with  an  elastic  j 
tape,  while  the  recurrent  laryngeal  nerve  is  dissected  ! 
toward  the  cricoid  cartilage.  The  superior  para-  ' 
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thyroid  glands  are  fairly  constant  in  location  and  are 
easily  identified.  They  tend  to  be  situated  on  the 
posterior  aspect  of  the  thyroid  gland,  superior  to  the" 
inferior  thyroid  artery,  just  above  the  point  where  the 
recurrent  laryngeal  nerve  enters  the  cricothyroid 
muscle.  The  normal  inferior  parathyroid  glands  are 
smaller  and  less  constant  in  location  than  the  supe- 
riors. They  are  often  found  beneath  the  inferior  pole 
of  the  thyroid  gland,  inferior  to  the  inferior  thyroid 
artery,  and  medial  to  the  recurrent  laryngeal  nerve. 
It  is  more  difficult  consistently  to  identify  normal 
inferior  than  superior  parathyroid  glands  in  all 
cases. 

When  both  sides  of  the  neck  have  been  dissected 
in  this  manner,  a parathyroid  adenoma,  if  present, 
is  usually  readily  identified  and  resected.  If  an  ad- 
enoma is  not  encountered,  the  dissection  proceeds 
interiorly,  tracing  the  recurrent  nerves  downward, 
mobilizing  the  pretracheal  tissue  and  both  sides  of 
the  thymus  gland.  The  exact  procedure  to  be  fol- 
lowed depends  on  the  number  and  location  of  normal 
parathyroid  glands  that  have  been  identified  up  to 
this  point,  as  well  as  the  presence  of  nodularity  or 
other  abnormality  within  the  thyroid  or  thymus 
glands.  Resection  of  as  much  thymic  tissue  as  pos- 
sible from  the  cervical  approach  should  be  done,  since 
this  will  occasionally  reveal  the  abnormal  parathyroid 
tissue.  A portion  of  the  thyroid  gland  may  be  re- 
sected if  there  is  a suitable  indication,  such  as  a single 
missing  parathyroid  gland,  or  a nodule  in  the  thyroid. 
WTe  generally  avoid  resection  of  thyroid  tissue  when 
there  is  no  clue  at  all  as  to  which  lobe  to  resect.  In 
all  cases,  an  effort  should  be  made  to  identify  all  the 
normal  parathyroid  glands,  even  if  an  adenoma  is 
readily  apparent.  Biopsies  of  the  normal  glands  may 
provide  helpful  information  and  should  be  taken  if 
possible.  Normal  parathyroid  glands  may  be  larger 
than  usually  expected.  It  is  important  not  to  remove 
large  normal-appearing  glands  until  an  exhaustive 
search  has  been  made  for  an  adenoma.  If  none  is 
found,  judicious  biopsy  or  removal  of  questionable 
tissue  may  then  be  indicated.  W7e  generally  do  not 
perform  a median  sternotomy  in  the  case  of  a nega- 
tive exploration  in  the  absence  of  specific  indications, 
such  as  a partly  visible  or  palpable  mass  in  the  sub- 
sternal  region,  an  abnormal  vessel  leading  into  the 
superior  mediastinum,  or  preoperative  evidence  of 
a mediastinal  mass. 

Comment 

Simple  exploration  of  the  neck  in  properly  studied 
cases  has  permitted  effective  diagnosis  and  removal 
of  the  abnormal  parathyroid  tissue  in  the  great  ma- 
jority of  cases.  Median  sternotomy  is  required  in 
only  rare  instances,  and  is  not  recommended  at  pri- 
mary exploration  in  the  absence  of  concrete  evidence 
of  a lesion  in  the  mediastinum.  Arteriography  and 
selective  vein  catheterization  for  differential  para- 
thyroid hormone  sampling  are  not  recommended  for 
the  previously  unoperated  patient  with  a clear-cut 


clinical  picture  of  hyperparathyroidism.  The  very 
high  success  rate  with  simple  neck  exploration  would 
seem  to  render  the  expense  and  risk  of  these  more 
sophisticated  diagnostic  procedures  inappropriate. 
Such  procedures,  however,  are  most  useful  in  eval- 
uating patients  with  previously  unsuccessful  sur- 
gery. 

The  automated  blood  calcium  determination  with 
asymptomatic  subjects  brought  about  the  discovery 
of  a large  number  of  patients  with  asymptomatic 
hyperparathyroidism.  Most  of  these  patients  have 
no  secondary  manifestations  of  hyperparathyroid- 
ism. In  the  work-up  of  these  cases,  the  parathyroid 
hormone  assay  has  supplanted  much  of  the  physio- 
logic and  chemical  testing  that  was  previously  done 
to  confirm  the  diagnosis. 

As  previously  indicated,  the  question  of  surgery  in 
an  individual  asymptomatic  patient  depends  on  a 
balance  between  the  natural  history  of  the  disease 
and  the  anticipated  risks  and  results  of  surgery. 
There  is  evidence  available  that  the  natural  history 
of  the  hyperparathyroid  patient  with  mild,  asymp- 
tomatic hypercalcemia  is  not  entirely  benign.  Pur- 
nell et  al.1  have  found  in  prospective  study  of  such 
patients  that  20  percent  will  require  surgery  for 
various  reasons  within  a five-year  period.  Kaplan 
et  al.2  noted  that  patients  with  mild  asymptomatic 
hyperparathyroidism  have  the  same  metabolic  and 
biochemical  aberrations  found  in  symptomatic 
cases. 

Our  experience  indicates  that  surgery  in  properly 
studied  patients,  performed  by  experienced  surgeons, 
has  resulted  in  a 95  percent  cure  rate,  with  minimal 
morbidity  and  no  death.  Similar  results  have  been 
reported  by  others.8  Thus,  we  feel  that  surgical  ex- 
ploration should  be  seriously  considered  in  all  cases 
of  well-documented  hyperparathyroidism. 

Ill  East  210  Street 
Bronx,  New  York  10467 
(DR.  SILVER) 
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DELIVERY  SYSTEM  TO 

HELP  REDUCE  THE  FEAR 
OF  ANGINAL 
ATTACKS 

Round-the-clock 
protection  with 

ISO-BID 

(ISOSORBIDE  DINITRATE) 

40  mg.  capsules  ...twice-a-dav  dosage 

Controlled  sustained  release  of  ISO-BID’s  isosorbide  dinitrate  through  micro- 
dialysis diffusion  can  help  reduce  frequency  and  intensity  of  anginal  attacks. 

This  in  turn  can  minimize  patient’s  fear  of  attacks,  and  dependence  on  nitroglycerin. 

Unlike  ordinary  sustained  release  products,  ISO-BID  releases  isosorbide  dinitrate  at  a smooth,  continuous, 
predictable,  controlled  rate  to  provide  for  up  to  1 2 hours  of  therapeutic  activity.  Micro-dialysis  is  dependent  only 
upon  the  presence  of  fluid  in  the  G.  I . tract  and  not  on  pH  or  other  variables.  ISO-BID  is  particularly  advantageous 
in  the  prevention  of  nocturnal  angina. 

DOSAGE:  One  ISO-BID  capsule  every  1 2 hours  on  an  empty  stomach  according  to  need,  for  continuous  24-hour 
therapy.  Some  patients  may  require  higher  dosage  levels.  In  these  patients,  dosage  should  be  titrated,  and  they 
may  require  two  ISO-BID  capsules  b.i.d.  Not  intended  for  sublingual  use.  Consult  product  brochure  before 
prescribing. 

THERAPEUTIC  FOOTNOTE:  IN  TREATI NG  ANGINA  . . . FAILURES  MAY  RESULT  FROM  INADEQUATE  DOSAGE 
Reports  in  the  literature  indicate  the  usefulness  of  higher  dosage  levels  of  isosorbide  dinitrate.1’2 


INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  For  the  relief  of  angina 
pectoris  (pain  of  coronary  artery  disease).  ISO-BID 
is  not  intended  to  abort  the  acute  anginal  episode, 
but  is  widely  regarded  as  useful  in  the  prophy- 
lactic treatment  of  angina  pectoris.  Final  classifi- 
cation of  the  less-than-effective  indication  requires 
further  investigation. 


CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNINGS:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
glaucoma.  Tolerance  to  this  drug,  and  cross- 
tolerance to  other  nitrates  and  nitrites  may  occur. 

ADVERSE  REACTIONS:  Cutaneous  vasodilation  with 
flushing.  Headache  may  commonly  occur,  and  may 
be  both  severe  and  persistent.  Transient  dizziness 


and  weakness,  in  addition  to  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypoten- 
sion may  occasionally  be  seen.  ISO-BID  can  act  as 
a physiological  antagonist  to  norepinephrine,  his- 
tamine, acetylcholine  and  many  other  medications. 
An  occasional  patient  may  show  marked  sensi- 
tivity to  the  hypotensive  effects  of  nitrite;  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  excessive  sweating  and  collapse)  can 
occur,  even  with  the  usual  therapeutic  dosage; 
alcohol  may  enhance  this  effect.  A drug  rash  and/ 
or  exfoliative  dermatitis  is  occasionally  seen. 
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Neonatal  Septicemia 
Due  to  Klebsiella 
Pneumoniae  Type  60 

Epidemic  of  unusually  low  virulence 


In  a 30-day  period,  15  infants  in  a newborn  intensive 
care  nursery  developed  Klebsiella  pneumoniae  type 
60  septicemia.  Presenting  signs  were  noted  between 
two  and  60  days  of  life.  Thirteen  were  low-birth- 
weight  infants  (less  than  2,500  Gm.)  with  a 2:1  male 
predominance;  13  had  prior  histories  of  invasive 
procedures,  and  10  received  antibiotics  before  their 
present  illness.  Premature  rupture  of  mother’s 
membranes,  more  than  24  hours,  was  noted  in  nine, 
or  60  percent.  Three  infants  expired  (2  preterm  with 
severe  respiratory  distress  syndrome,  the  third  with 
Down's  syndrome  and  disseminated  intravascular 
coagulopathy);  12  infants  treated  with  cephalothin 
and  gentamicin  survived  and  did  well  clinically  de- 
spite persistently  positive  blood  cultures.  Klebsiella 
pneumoniae  serotype  60,  rarely  encountered,  has  not 
previously  been  reported  in  nursery  infections; 
mortality  was  limited  to  infants  with  severe  under- 
lying disease. 
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Systemic  infection  remains  a major  cause  of  mor- 
bidity and  mortality  among  newborn  infants.  The 
incidence  is  generally  given  as  1 per  500  to  1 per  1,600 
live  births,  and  mortality  rates  vary  from  13  to  45- 
percent.1-3 

Increasing  use  of  broad-spectrum  antibiotics  and 
the  introduction  of  ventilatory  devices  and  other 
instruments  have  all  contributed  to  the  emergence 
of  the  gram-negative  organisms  as  etiologic  agents 
of  nosocomial  infections.4-6  These  organisms  have 
become  increasingly  resistant  to  several  antibiotics 
due  to  episomal  resistance -transfer  factor  (R  factor) 
and  possibly  are  aggravated  by  the  widespread  use 
of  prophylactic  antibiotics.7-8  Among  the  gram- 
negative organisms  responsible  for  hospital-acquired 
infections,  the  Klebsiella-Enterobacter-Serratia 
group  has  been  increasingly  identified  in  outbreaks 
of  severe  infection.9-13  This  article  reports  clinical 
and  epidemiologic  features  of  a recent  nursery  epi- 
demic due  to  Klebsiella  pneumoniae.  The  mortality 
rate  was  low  and  the  serotype,  60,  is  one  that  is  rarely 
encountered.14 


Methods 

General  background.  The  NICU  (Neonatal 
Intensive  Care  Unit)  of  the  Jewish  Hospital  and 
Medical  Center  of  Brooklyn,  with  a capacity  of  34 
patients,  receives  distressed  extramural  infants  as 
well  as  those  born  within  the  hospital.  On  admis- 
sion, all  infants  are  placed  in  either  an  isolette  or 
under  a radiant  heater.  After  temperature  stabili- 
zation, the  infants  are  given  a bath  with  clear  water; 
soap  with  antibacterial  agents  is  not  used.  On  ad- 
mission, nose,  throat,  umbilical  cord  area,  and  rectal 
cultures  are  obtained  routinely.  When  sepsis  is 
suspected  clinically,  the  patient  is  evaluated  initially 
with  suprapubic  urine  for  analysis  and  culture;  repeat 
culture  of  nose,  throat,  umbilical  cord  area,  and  rec- 
tum; blood  culture;  lumbar  puncture;  and  chest 
roentgenogram.  Before  results  are  available,  treat- 
ment with  antibiotics  is  initiated.  The  usual  com- 
bination is  intramuscular  kanamycin,  15  mg.  per 
kilogram  per  day,  in  combination  with  ampicillin,  100 
mg.  per  kilograms  per  day,  or  cephalothin,  100  mg. 
per  kilogram  per  day.  At  the  time  of  the  outbreak, 
personnel  washed  their  hands  with  a 20  percent  liq- 
uid castile  soap  solution. 

Routine  nursery  procedures  follow  the  guidelines 
of  the  American  Academy  of  Pediatrics.1  Gowns, 
but  no  caps  or  mask,  are  worn  by  the  nursery  staff. 
Parents  have  free  access  to  the  nursery  area.  They 
wear  gowns  and  wash  their  hands  before  handling  the 
infants. 

Bacteriologic  and  epidemiologic  procedures. 

Standard  microbiologic  procedures  were  used  for 
culturing  and  Gram  staining  of  urine,  spinal  fluid, 
umbilical  catheter,  swabs  from  nose,  throat,  rectum, 
umbilical  stumps  of  infants,  and  vaginal  and  cervical 
area  of  mothers.16 
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TABLE  I.  Clinical  Data  of  Infants 


Age 

at 


Ges- 

set 

Diagnoses  on 

Bacterial 

ta- 

of 

Admission 

Antibiotic 

Evidence 

tion 

Symp- 

and  during 

Instrumen- 

Treatment 

of  Kleb- 

Weight 

Age 

toms 

Neonatal 

tation 

at  Time  of 

Change  in 

Neonatal 

siella  Type 

Infant  Sex  (Grams) 

(Wks.) 

(Days) 

Course 

Procedures 

Symptoms 

Antibiotics 

Course 

60 

1 

F 

964 

32 

35 

Prematurity 
severe 
RDS,  pneu- 
monia (on 
autopsy) 

Umbilical 

vessel 

catheter 

Cephalothin 
and  genta- 
micin 

Expired 

2 

F 

1,077 

30 

8 

Prematurity 

hyperbili- 

rubinemia 

Exchange 

trans- 

fusion 

Ampiciliin 
and  kana- 
mycin 

Cephalothin 
and  genta- 
micin 

Survived 

Nose  and 
throat 

3 

F 

1,417 

32 

5 

Prematurity, 
mild  RDS 

Umbilical 

vessel 

catheter 

Cephalothin 
and  genta- 
micin 

Survived 

Nose  and 
throat 

4 

F 

1,800 

36 

17 

Prematurity 

Cephalothin 
and  genta- 
micin 

Survived 

5 

F 

1,290 

34 

2 

Prematurity, 
twin  B,  hy- 
perbilirubi- 
nemia 

Exchange 

trans- 

fusion 

Cephalothin 
and  genta- 
micin 

Increased 
dose  of 
cephalothin 
to  200  mg. 
per  kilo- 
gram per 
day 

Survived 

6 

M 

1,600 

36 

4 ' 

Prematurity, 
twin  B se- 
vere RDS, 
perinatal 
asphyxia 

Umbilical 
vessel 
catheter, 
endo- 
tracheal 
tube  and 
on  venti- 
lator 

Ampiciliin 
and  kana- 
mycin 

Cephalothin 
and  genta- 
micin 

Expired 

7 

M 

1,290 

32 

6 

Prematurity 

Umbilical 

vessel 

catheter 

Ampiciliin 
and  kana- 
mycin 

Cephalothin 
and  genta- 
micin 

Survived 

CSF 

(trau- 

matic 

tap) 

8 

M 

1,035 

32 

60 

Prematurity, 

incarcerated 

inguinal 

hernia 

Cephalothin 
and  genta- 
micin 

Survived 

CSF 

9 

M 

930 

32 

16 

Prematurity, 
perinatal 
asphyxia, 
radiologic 
evidence  of 
pneumonia 

Umbilical 

vessel 

catheter 

Ampiciliin 
and  kana- 
mycin 

Cephalothin 
and  genta- 
micin 

Survived 

10 

M 

1,020 

32 

5 

Prematurity, 

hyperbili- 

rubinemia 

Exchange 

transfusion 

Cephalothin 
and  genta- 
micin 

Increased 
dose  of 
cephalo- 
thin to 
200  mg.  per 
kilogram 
per  day 

Survived 

11 

M 

2,608 

40 

4 

Perinatal 

asphyxia 

hyperbili- 

rubinemia 

Exchange 

transfusion 

Ampiciliin 
and  kana- 
mycin 

Cephalothin 
and  genta- 
micin 

Survived 

12 

M 

1,389 

34 

4 

Prematurity, 
twin  A 
perinatal 
asphyxia, 
severe  RDS 

Umbilical 

vessel 

catheter 

Cephalothin 
and  genta- 
micin 

Survived 

Nose  and 
throat, 
umbili- 
cal 
cath- 
eter 

13 

M 

2,778 

39 

4 

Severe  ABO 
blood  group 
incompati- 
bility (hy- 
perbilirub- 
inemia) 

Exchange 

transfusion 

Ampiciliin 
and  kana- 
mycin 

Cephalothin 
and  genta- 
micin 

Survived 

14 

M 

2,200 

38 

4 

Down’s  syn- 
drome, con- 
genital heart 
disease,  an- 
nular pan- 
creas 

Abdominal 

surgery 

Ampiciliin 
and  kana- 
mycin 

Cephalothin 
and  genta- 
micin 

Survived 

15 

M 

2,370 

38 

2 

Down’s  syn- 
drome, hy- 
perbilirubi- 
nemia DIC 

Ampiciliin 
and  kana- 
mycin 

Cephalothin 
and  genta- 
micin 

Expired 

Blood  was  inoculated  into  three  different  media 
bottles:  TSB  (trypticase  soy  broth),*  TSB  con- 

* Produced  by  hospital  media  laboratory  from  Baltimore  Bio- 
logical Laboratories  powder  number  11768. 


taining  10  percent  sucrose,  and  thioglycollate  broth. 
The  blood  bottles  did  not  contain  sodium  polyan- 
ethol  sulfonate  (SPS)  and/or  carbon  dioxide. 

The  Klebsiellae  isolated  were  identified  by  the 
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usual  biochemical  method.17'  The  single-disk 
method  was  used  to  study  the  vitro  antimicrobial 
susceptibility  of  the  Klebsiella  isolates.19 

A bacteriologic  survey  of  the  NICU  was  under- 
taken to  determine  the  source  of  the  Klebsiella 
species.  Visiting  parents  were  interviewed  regarding 
intercurrent  illnesses,  especially  diarrhea.  The  nose, 
throat,  and  hands  of  all  physicians  and  nursery  staff 
were  cultured  using  standard  microbiologic  tech- 
niques. Inanimate  objects  such  as  isolettes,  infant 
warmers,  wash  basins,  weighing  scales,  and  gowns 
were  cultured  with  swabs  moistened  in  TSB,  which 
were  then  inoculated  into  tubes  of  the  same  broth 
and  incubated  at  37°C.  for  seven  days  before  being 
discarded  as  sterile.  Tubes  showing  growth  during 
that  time  were  subcultured  to  MacConkey  agar 
plates.1  Baby  formulas  were  inoculated  in  1-ml. 
volumes  into  TSB  bottles.  Intravenous  solutions 
were  Millipore**  filtered  in  10-ml  amounts  and 
planted  on  MacConkey  agar  plates.  Cakes  of  soap 
and  soap  dispensers  were  cultured  with  TSB-mois- 
tened  swabs  which  were  then  inoculated  into  TSB 
tubes  to  give  dilutions  of  1:10,  1:100,  and  1:1,000. 
The  hand  lotion  and  the  castile  soap  used  for  hand- 
washing by  the  nursery  staff  were  cultured  in  TSB 
tubes  in  dilutions  of  1:10, 1:100, 1:1,000  and  1:10,000. 
Respirator  tubing  was  cultured  by  running  TSB 
through  the  tubing  and  Millipore++  filtering  5-ml. 
amounts.  Filters  were  planted  on  MacConkey  agar 
plates.  Packages  of  umbilical  artery  catheters  and 
hypodermic  needles  were  sterility  checked  by  drop- 
ping their  contents  into  bottles  of  TSB.  Syringes 
were  checked  by  drawing  up  TSB  and  expelling  into 
sterile  test  tubes.  Incubation  of  all  cultures  de- 
scribed here  was  at  37°C.  for  seven  days  unless 
growth  occurred  within  the  time.  In  none  of  the 
cultures  described  were  any  Klebsiella  species  iso- 
lated. 

Results 

Clinical  observations.  From  September  1 to 
October  1, 1973, 15  infants  in  the  Newborn  Intensive 
Care  Unit  were  found  to  have  blood  cultures  positive 
for  K.  pneumoniae  (Table  I).  Ten  were  males,  66 
percent,  five  female,  33  percent,  or  a ratio  of  2:1. 
The  range  of  birth  weight  was  930  to  2,780  Gm.,  with 
a median  weight  of  1,390  Gm.  Eleven  were  preterm 
newborns  by  gestational  age,  less  than  37  weeks. 
Death  occurred  in  3 of  15,  20  percent.  Two  of  these 
were  preterm,  with  severe  respiratory  distress  syn- 
drome (RDS),  and  one  was  a term  infant  with  Down’s 
syndrome  and  disseminated  intravascular  coagu- 
lopathy (DIC).  The  earliest  onset  of  signs  of  infec- 
tion was  2 days  of  age,  the  latest  at  60  days  in  an  in- 
fant with  an  incarcerated  inguinal  hernia.  The 
presenting  signs  in  all  infants  were  lethargy,  poor 

* Serotyping  of  these  isolates  was  performed  by  the  entero- 
bacteriology  unit,  Center  for  Disease  Control  (CDC),  Atlanta, 
Georgia.18 

f Made  from  Baltimore  Biological  Laboratories  powder  number 
11387. 

**  Millipore  Corporation,  Bedford,  Massachusetts. 


feeding,  and  “not  doing  well.”  Manipulative  pro- 
cedures were  performed  in  the  nursery  on  13  of  the 
15  infants,  86  percent,  mainly  umbilical  vessel 
catheterization.  One  had  undergone  abdominal 
surgery.  Ten  were  receiving  antimicrobial  therapy 
before  the  illness  was  recognized,  in  eight,  ampicillin 
and  kanamycin  were  used,  and  in  the  two  others, 
cephalothin  and  gentamicin.  In  two  cases,  the  or- 
ganism (K.  pneumoniae,  type  60)  was  recovered  from 
the  cerebrospinal  fluid;  however,  one  of  these  taps 
was  traumatic,  and  the  organism  may  have  been 
isolated  from  the  blood  rather  than  from  the  cere- 
brospinal fluid;  the  other  infant  exhibited  signs  of 
irritability,  fever,  and  discomfort  which  may  have 
reflected  either  meningitis  or  an  incarcerated  hernia. 
Maternal  history  revealed  that  six  had  no  prenatal 
care  and  six  had  had  rupture  of  amniotic  membranes 
of  longer  than  24  hours’  duration.  Vaginal  and  cer- 
vical cultures  obtained  in  five,  when  infants  first 
showed  signs  of  sepsis,  generally  three  to  four  days 
postpartum,  showed  no  growth  of  Klebsiella  species. 
Stool  cultures  were  not  obtained  from  mothers.  All 
surviving  infants  improved,  as  reflected  in  better 
feeding  and  w-eight  gain,  when  antimicrobial  therapy 
was  changed  to  cephalothin  and  gentamicin,  or  when 
the  doses  of  cephalothin  and  gentamicin  were  in- 
creased. However,  in  12  of  the  15  infants,  80  percent, 
repeat  blood  cultures  were  persistently  positive  for 
Klebsiella  (Fig.  1).  Since  the  infants  were  doing  well 
clinically,  the  antimicrobial  agents  were  not  changed, 
and  the  persistently  positive  blood  cultures  eventu- 
ally cleared  of  bacteria. 

The  lungs  at  autopsy  of  one  of  the  three  infants 
who  expired  showed  an  acute  bronchopneumonia, 
but,  since  the  postmortem  examination  was  delayed 
for  several  days,  cultures  were  not  taken. 

Follow-up  of  the  12  survivors  at  four  to  nine 
months  of  age  showed  9 to  be  developing  normally. 
Three  exhibited  medical/developmental  problems; 
two  of  these  infants  had  perinatal  asphyxia,  and  the 
third  had  Down’s  syndrome  and  tetralogy  of  Fal- 
lot. 

Bacteriologic  and  epidemiologic  observation. 

All  the  K.  pneumoniae  strains  isolated  were  type 
60. 18  All  showed  the  same  in  vitro  antimicrobial 
susceptibility  pattern:  susceptible  to  cephalothin, 
chloramphenicol,  tetracycline,  kanamycin,  genta- 
micin, and  colistin,  and  resistant  to  ampicillin, 
dihydrostreptomycin,  and  carbenicillin. 

No  Klebsiella  strains  were  isolated  from  any  of  the 
cultures  obtained  in  the  extensive  bacteriologic 
survey  done  in  the  NICU.  The  source  of  the  epi- 
demic could  not  be  traced  to  any  of  the  personnel, 
relatives,  equipment,  or  environment. 

Comment 

This  epidemic  of  K.  pneumoniae  sepsis  differs 
from  a number  previously  reported  in  nursery  and 
pediatric  services.910’20-23  In  those  reports,  the 
typical  mortality  rate  was  50  percent  or  higher.  In 
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FIGURE  1.  Infants  with  repeat  positive  blood  cultures  for  Klebsiella  after  initial  positive  culture. 


this  instance  the  serotype  was  one  rarely  encoun- 
tered, type  60,  and  the  mortality  rate  was  20  percent. 
Even  these  three  deaths  could  be  attributed,  at  least 
partially,  to  other  causes,  namely  respiratory  distress 
syndrome  and  disseminated  intravascular  coagu- 
lopathy. Isolates  showed  in  vitro  susceptibility  to 
kanamycin,  cephalothin,  and  gentamicin.  However, 
the  organism  persisted  in  the  blood  in  spite  of  ad- 
ministration of  these  agents  in  12  to  1.6  cases  and  in 


the  presence  of  rapid  clinical  recovery.  An  extensive 
bacteriologic  survey  of  the  environment,  equipment, 
personnel,  and  relatives  failed  to  reveal  the  source  of 
this  organism;  a common  source  of  an  organism  is 
frequently  difficult  to  establish.24-26  The  cessation 
of  the  epidemic,  as  abrupt  as  its  onset,  was  also 
without  explanation.  Part  of  the  dissemination  may 
have  been  from  one  newborn  to  the  other,  but  this 
could  not  be  clearly  documented. 
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The  initial  choice  of  antibiotics  in  suspected  sepsis, 
ampicillin,  combined  with  either  kanamycin  or 
gentamicin,  remains  the  preferred  approach  in  o^r 
neonatal  intensive  care  unit.  With  identification  of 
a specific  organism  and  its  antibiotic  susceptibility 
pattern,  more  appropriate  agents  can  be  substituted. 
In  this  epidemic,  initial  therapy  in  each  case  included 
an  antibiotic  to  which  the  organism  showed  in  vitro 
susceptibility. 

Department  of  Pediatrics 
The  Jewish  Hospital  and  Medical  Center  of  Brooklyn 

555  Prospect  Place 
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(DR.  EVANS) 
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Definitive  surgical  treatment  of  soft-tissue  sar- 
coma results  in  five-year  cures  of  approximately  60 
percent  of  patients.1  Advanced  cases  of  soft-tissue 
sarcoma  usually  cannot  be  treated  surgically,  and 
radiation  therapy  is  only  occasionally  of  therapeutic 
value.2 

Previous  experience  indicated  that  adriamycin, 
vincristine,  and  low-dose  methotrexate  produced  an 
objective  response  rate  of  30  to  36  percent,3  46  per- 
cent,4 and  35  percent,5  respectively.  High-dose 
methotrexate  followed  by  leucovorin  rescue  has 
shown  favorable  results  in  osteogenic  sarcoma,6  and 
it  has  been  effective  in  several  patients  with  soft- 
tissue  sarcoma  treated  at  Roswell  Park  Memorial 
Institute. 

The  combination  of  adriamycin  followed  by 
methotrexate  has  been  shown  to  increase  signifi- 
cantly the  life  span  of  CDFj  mice  inoculated  with 
L] 210  leukemia,  when  compared  with  alternating 
these  drugs.7  In  a preliminary  report,  Biano,  Lokich, 
and  Frei8  reported  a clinical  response  rate  of  69 
percent  with  the  combination  of  adriamycin,  vin- 
cristine, and  methotrexate.8 

The  rate  of  response  of  soft-tissue  tumors  to 
treatment  with  DTIC  (dimethyl  triazeno  imidazole 
carboxamide)  was  15  percent  when  given  as  a single 

* Supported  in  part  by  Grant  CA-12296  from  the  Eastern  Co- 
operative Oncology  Group. 


Combination  chemotherapy  with  V AM  (vincristine, 
adriamycin,  and  high-dose  methotrexate)  in  adult 
soft-tissue  sarcoma  produced  3 responders  of  14  pa- 
tients, with  a duration  of  2,  6,  and  24  months.  The 
addition  of  DTIC  (dimethyl  triazeno  imidazole  car- 
boxamide), VAM-DIC,  gave  2 responders  of  5 cases 
for  6 months.  While  the  21  percent  response  with 
VAM  was  disappointing,  the  40  percent  response 
with  VAM-DIC  seems  to  confirm  the  effectiveness  of 
DTIC  in  combination  with  adriamycin  in  sarcoma. 


agent  and  42.5  percent  when  combined  with  adri- 
amycin.9 

Because  combinations  of  these  agents  appeared  to 
have  promise  in  the  management  of  patients  with 
advanced  soft-tissue  sarcomas,  14  patients  were 
treated  with  a three-drug  combination  of  VAM 
(vincristine,  adriamycin,  and  methotrexate)  and  five 
with  a four-drug  regimen,  VAM-DIC,  by  adding 
DTIC  to  the  three-drug  combination. 

Material  and  methods 

Thirteen  men  and  one  woman  ranging  in  age  from 
20  to  72  years  with  advanced  soft-tissue  sarcoma  were 
treated  with  a combination  of  adriamycin  50  mg.  per 
square  meter  intravenously,  vincristine  1 mg.  per 
square  meter  intravenously,  and  methotrexate  500 
to  1,000  mg.  per  square  meter  by  continuing  infusion 
over  six  hours  followed  in  two  hours  by  leucovorin  50 
mg.  intravenously  every  six  hours  for  eight  doses. 
This  course  was  repeated  monthly  for  a maximum  of 
10  courses. 

Five  patients  received  a four-drug  combination 
including  DTIC  150  mg.  per  square  meter  per  day 
intravenously  for  five  days,  or  VAM-DIC. 

Complete  response  was  defined  as  complete  dis- 
appearance of  tumor,  partial  response  as  more  than 
50  percent  reduction  in  cross-sectional  area  of  all 
measurable  lesions,  and  progression  as  a 25  percent 
increase  in  that  area  or  the  appearance  of  a new  le- 
sion. 

Results 

Tables  I and  II  summarize  the  diagnosis,  treat- 
ment, and  responses  of  the  patients.  Objective 
partial  responses  were  seen  in  one  of  six  patients  with 
malignant  Fibrous  histiocytoma,  one  of  three  patients 
with  rhabdomyosarcoma,  and  one  of  two  patients 
with  liposarcoma.  One  patient  with  hemangioan- 
dothelioma  had  complete  tumor  regression  for  more 
than  two  years.  No  patient,  of  six  individuals,  with 
leiomyosarcoma  or  other  soft-tissue  tumor  responded 
to  these  treatment  regimens. 

Toxicity  included  alopecia,  nausea,  and  vomiting 
in  all  the  patients.  Myelosuppression,  that  is,  a 
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TABLE  I.  Combination  of  vincristine,  adriamycin,  and 
methotrexate  in  advanced  soft-tissue  sarcoma 


Sex/ 

Age 

Diagnosis 

Number 

of 

Courses  Response 

Duration 

M/72 

Hemangioendo- 

theliosarcoma 

10 

Complete 

24  months 

M/63 

Fibrous  hystio- 
cytoma 

4 

Pa  rtial 

2 months 

M/48 

Fibrous  hystio- 
cytoma 

3 

Progression 

M/49 

Fibrous  hystio- 
cytoma 

1 

Progression 

M/51 

Rhabdomyo- 

sarcoma 

8 

Partial 

6 months 

M/58 

Rhabdomyo- 

sarcoma 

3 

Progression 

M/20 

Embryonal 

rhabdomyo- 

sarcoma 

1 

Progression 

F/70 

Liposarcoma 

2 

Progression 

M/56 

Fibrosarcoma 

2 

Progression 

M/40 

Leiomyosar- 

coma 

3 

Progression 

M/56 

Leiomyosar- 

coma 

1 

Progression 

M/66 

Leiomyosar- 

coma 

3 

Progression 

M/59 

Leiomyosar- 

coma 

3 

Progression 

M/41 

Leiomyosar- 

coma 

1 

Progression 

white  blood  count  less  than  2,500  and  platelets  less 
than  100,000,  was  found  in  4 out  of  14  patients  on  the 
VAM  drug  regimen  and  2 out  of  5 in  the  VAM-DIC 
drug  regimen.  No  death  related  to  chemotherapy 
toxicity  occurred. 

In  the  VAM  drug  regimen,  there  was  one  complete 
response  continuing  after  24  months,  while  two  pa- 
tients had  partial  responses  for  2 and  6 months.  All 
the  other  11  patients  had  rapid  progression  of  their 
disease  and  received  only  one  to  three  courses  of 
therapy. 

Owing  to  the  low  response  rate,  21  percent,  to  the 
VAM  drug  combination,  three  new  patients  and  two 
who  had  failed  on  VAM  received  the  four-drug  pro- 
gram, VAM-DIC.  Two  patients  had  a partial  re- 
sponse, one  of  whom  had  failed  previously  on  the 
VAM  combination.  Both  patients  relapsed  after  6 
and  10  months  of  therapy. 

Comment 

These  results  indicated  a low  response  rate  to  the 
three-drug,  VAM  combination,  with  only  3 of  14 
patients  responding.  There  was  only  one  complete 


TABLE  II.  Combination  of  vincristine,  adriamycin, 
methotrexate,  and  DTIC  in  advanced  soft-tissue  sarcoma 


Sex/ 

Age 

Diagnosis 

Num- 
ber of 
Cours- 
es 

Response 

Duration 

M/48* 

Fibrous 

hystiocytoma 

7 

Partial 

6 months 

M/63* 

Fibrous 

hystiocytoma 

2 

Progression 

M/43 

Fibrous 

hystiocytoma 

3 

Progression 

M/40 

Liposarcoma 

8 

Partial 

6 months 

F/23 

Neurofibro- 

sarcoma 

3 

Progression 

•Previously  on  three-drug  protocol  of  vincristine,  adriamycin, 
and  methotrexate. 


response.  The  four-drug  combination,  VAM-DIC, 
was  more  promising,  with  two  out  of  five  patients 
responding  to  this  treatment.  A comparison  of  our 
results  with  those  obtained  by  Gottlieb  et  al.  utilizing 
adriamycin  and  DTIC9  or  adriamycin,  vincristine, 
DTIC,  and  cyclophosphamide10  suggests  that  the 
addition  of  methotrexate  did  not  increase  the  re- 
sponse rate  in  patients  with  soft-tissue  sarcoma. 

Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  New  York  14263 
(DR.  KAUFMAN) 
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Bicycle  ergometry  is  a popular  method  of  stress 
testing  and  training  normal  subjects  as  well  as 
postmyocardial  infarction  patients.  The  compact- 
ness of  the  ergometer,  and  its  reliability  and  relative 
low  cost,  have  contributed  to  its  increased  utilization 
by  the  medical  profession.  In  addition,  many  phy- 
sicians prefer  the  ergometer  to  the  Master’s  2-step 
exercise  test  because  the  power  output  on  the  er- 
gometer can  be  quantitated  and  regulated  with  rel- 
ative ease. 

There  is  a linear  relationship  between  heart  rate 
and  work  load.12  However,  the  power  generated  by 
the  individual  will  depend  not  only  on  the  resistance 
against  which  the  person  is  pedaling,  but,  also,  on  the 
RPM  (revolutions  per  minute).  A commonly  used 
pedaling  frequency  for  the  ergometer  has  ranged 
between  50  and  60  RPM.3-9  The  results  of  the 
studies  that  have  investigated  the  heart-rate  re- 
sponses to  equivalent  power  outputs  at  various 
pedaling  frequencies  are  equivocal.10-13  Knuttgen, 
Petersen,  and  Klausen10  used  two  subjects,  and  at 
equivalent  power  outputs  oxygen  consumption  and 
heart  rates  were  found  to  be  highest  at  100  RPM, 

* This  study  was  conducted  in  the  Human  Performance  Lab- 
oratory of  Long  Island  University. 


Heart-rate  responses  to  pedaling  on  a bicycle  er- 
gometer at  40  to  80  RPM , at  a power  output  of  100 
watts,  were  studied  in  15  male  college  undergraduate 
students.  The  results  showed  significantly  higher 
heart  rates  at  equivalent  power  outputs  when  ped- 
aling frequency  was  70  or  80  RPM  as  compared  with 
40,  50,  or  60  RPM.  The  findings  are  consistent  with 
previous  results  when  the  sample  size  and  fitness 
levels  of  different  populations  are  considered. 
Caution  should  be  exercised  in  stress  testing  and  in 
training  coronary-prone-  and  postmyocardial-in- 
farction  patients  on  a bicycle  ergometer.  At  equiv- 
alent power  outputs,  pedaling  frequencies  should  be 
between  40  to  60  RPM. 


next  highest  at  20  RPM,  and  least  high  at  60  RPM. 
Similarly,  Edwards  et  al.11  found  higher  heart  rates 
and  oxygen  consumption  at  equivalent  power  out- 
puts when  the  subjects  pedaled  at  low  frequencies 
(<30  RPM)  or  high  frequencies  (>90  RPM).  In 
contrast,  Hermansen  and  Saltin12  and  Pandolf  and 
Noble13  found  no  significant  differences  in  heart 
rates  or  oxygen  volume  when  the  pedaling  frequency 
was  varied  between  40  to  80  RPM  at  equivalent 
power  outputs. 

In  view  of  the  existing  controversy,  the  purpose  of 
this  study  was  to  determine  the  heart-rate  response 
to  pedaling  a bicycle  ergometer  at  a power  output  of 
100  watts  when  the  pedaling  frequency  was  varied 
between  40  to  80  RPM. 

Method 

The  subjects  were  15  healthy  undergraduate  stu- 
dents at  the  Brooklyn  Center  of  Long  Island  Uni- 
versity. They  were  randomly  assigned  to  five  ex- 
perimental conditions  (40,  50,  60,  70,  and  80  RPM). 
All  subjects  pedaled  at  each  of  these  frequencies  ac- 
cording to  a Latin  square  design.  This  design  was 
used  to  weight  any  learning  effects  that  may  have 
occurred  during  the  experiment.  In  this  way,  any 
differences  that  did  occur  may  be  attributed  to  the 
independent  variables  and  not  to  an  extraneous 
variable,  such  as  learning.  Each  subject  reported  to 
the  laboratory  at  the  same  time  for  the  five  trials. 
Two  orientation  trials  were  given  to  each  subject 
prior  to  testing.  All  subjects  were  instructed  not  to 
eat  or  smoke  for  at  least  three  hours  before  reporting 
to  the  laboratory.  Each  subject  sat  quietly  on  the 
bicycle  ergometer  for  five  minutes  preceding  the 
work  bout,  and  then  pedaled  at  the  assigned  rate  for 
six  minutes. 

The  bicycle  ergometer  was  a Collins  electronic, 
constant-load  unit.  Heart  rates  were  telemetered 
by  a Hamilton-Standard  telemetry  system.  The 
electrocardiogram  lead  configuration  included  the 
reference  electrode  in  the  Vs  position.  All  heart  rates 
were  measured  by  counting  the  R waves  during  the 
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TABLE  I.  Mean  heart  rates  (beats  per  minute)  and  standard  deviation  for  each  minute  of  cycling 
at  various  pedaling  frequencies  and  equivalent  power  outputs  (100  watts) 


Pedal  f — Minutes ^ 

Revolutions  First  Second  Third  Fourth  Fifth  Sixth 


40  1 13  ± 9 1 19  ± 8 123  ± 9 126  ± 11  128±11  129  ± 12 

50  115±8  120  t 10  124  ± 11  125  + 11  126  + 11  127  ± 11 

60  117 ± 8 126  i 7 127 ± 8 130 ± 8 130 ± 10  132+10 

70  122  ±14  131  ± 13  134  ± 14  137  ± 15  137  ± 15  140+15 

80  128  ± 13  134  ± 13  138  ± 13  142  ± 15  145  + 14  146  ± 14 


TABLE  II.  Minutes  of  exercise  during  which  significant 
differences  in  heart  rate*  were  found  at  various  pedaling 
frequencies  and  equivalent  power  outputs  (100  watts) 


, Minutes N 

RPM  40  50  60  70  80 


40  ...  N.S.t  N.S.t  2,3  1 to  6 

50  N.S.t  2, 3, 5, 6 1 to  6 

60  ...  ...  ...  N.S.t  1,3, 5, 6 

70  ...  ...  N.S.t 


• All  minute  heart  rates  were  significant;  P <0.01  level  of  con- 
fidence. The  F ratios  for  each  minute  were  as  follows:  first  = 
5.10,  second  = 6.27,  third  = 12.40,  fourth  = 3.65,  fifth  = 8.14. 
and  sixth  = 7.03.  An  F value  of  3.65  was  required  for  signifi- 
cance at  the  0.01  level  of  confidence  for  4 and  56  degrees  of 
freedom. 

+ N.S.  = Not  significant  at  one  through  six  minutes  of  exercise 

last  four  seconds  of  each  minute  on  a standard  elec- 
trocardiogram strip-chart  recorder.  In  an  earlier 
study,  this  proved  to  be  a valid  measure  of  minute 
heart  rate  (r  = 0.98).  Laboratory  temperature  was 
maintained  between  20  to  21°  C.  during  all  testing 
sessions. 

A one-way  analysis  of  variance  for  matched  pairs 
was  used  to  determine  treatment  effects,  and  the 
Tukey  method  was  used  to  determine  which  means 
were  significantly  different. 

Results 

Table  I shows  the  mean  heart  rates  and  standard 
deviations  for  each  minute  of  exercise  at  each  ped- 
aling frequency.  Table  II  shows  the  minute  in  which 
the  heart  rates  were  significantly  different.  For 
example,  the  heart  rates  between  40  and  70  RPM 
were  significantly  different  (p  < 0.01)  during  the 
second  and  third  minutes.  The  values,  from  Table 
I,  were  119  versus  131,  and  123  beats  per  minute 
versus  134  beats  per  minute,  respectively.  It  can  also 
be  seen  in  Table  II  that  all  the  significantly  higher 
heart  rates  occurred  only  at  70  or  80  RPM.  No  sig- 
nificant differences  were  found  among  40,  50,  or  60 
RPM.  Figure  1 illustrates  the  heart-rate  response 
for  minutes  one  and  six  for  all  conditions.  Lower, 
nonsteady  state  heart  rates  can  be  seen  during  the 
first  minute  of  exercise  for  all  pedaling  frequencies 
at  an  equivalent  power  output  of  100  watts.  During 
the  sixth  minute,  the  heart  rates  had  reached  a higher 
value  in  attaining  a steady  state  for  all  treatments  at 
the  same  power  output.  Significant  differences  in 
heart  rate  occurred  between  40  and  80  RPM  for  the 
first  minute  of  exercise  with  heart  rates  of  113  ± 9 
and  128  ± 13  beats  per  minute.  Similarly,  a pedaling 
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FIGURE  1.  Mean  heart  rates  at  various  pedaling  frequencies 
for  first  and  sixth  minutes  of  exercise.  Power  output  of  100 
watts  used  for  all  conditions. 


frequency  of  80  RPM  also  elicited  a significantly 
higher  heart  rate  when  compared  with  50  RPM  for 
the  first  minute.  The  heart  rates  were  128  ± 13  beats 
per  minute  and  115  ± 8 beats  per  minute,  respec- 
tively. It  is  interesting  to  note  that  significant  dif- 
ferences were  also  found  between  60  and  80  RPM 
during  the  first  minute  of  exercise.  A heart  rate  of 
117  ± 8 beats  per  minute  at  60  RPM  was  significantly 
lower  (p  < 0.01)  than  128  ± 13  beats  per  minute  at  80 
RPM.  Figure  1 also  reveals  significantly  (p  < 0.01) 
higher  heart  rates  during  the  sixth  minute  of  exercise 
for  the  same  treatments  as  during  the  first  minute 
with  the  addition  of  treatments  50  and  70  RPM. 
The  heart  rates  were  127  ±11  and  140  ± 15,  respec- 
tively. 

Comments 

The  significant  increases  in  heart  rates  that  were 
observed  at  70  and  80  RPM  when  compared  with  40, 
50,  and  60  RPM  do  not  support  the  findings  of  Pan- 
dolf  and  Noble13  who  reported  a heart  rate  of  119  ± 
8 beats  per  minute  at  40  RPM  and  a power  output  of 
92.8  watts.  We  found  at  a nearly  equivalent  power 
output  of  100  watts  and  40  RPM,  heart  rates  were  126 
±11  beats  per  minute  (Table  I).  At  a power  output 
of  92.5  watts  at  60  RPM,  their  heart  rate  was  120  ± 
7 beats  per  minute;  our  heart  rate  was  130  ± 8 beats 
per  minute  at  100  watts  and  60  RPM.  Similarly,  at 
80  RPM  and  a power  output  of  91.8  watts,  Pandolf 
and  Noble13  reported  a heart  rate  of  130  ± 7 beats  per 
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minute.  Table  I shows  a heart  rate  of  142  ± 15  beats 
per  minute  for  the  fourth  minute  of  exercise.  The 
differences  in  these  results  may  be  attributable  to  the 
higher  fitness  level  of  the  subjects  used  by  Pandolf 
and  Noble.13  Their  subjects  demonstrated  an  ex- 
ercise bradycardia  typical  of  the  endurance-trained 
athlete.  Their  heart-rate  response  was  lower  at  all 
pedaling  frequencies  for  approximately  the  same 
power  outputs.  Other  investigators  used  only  two 
and  six  subjects  respectively  in  their  studies,  which 
may  have  been  a limiting  factor  in  the  statistical  in- 
terpretation of  their  data.1012 

Bicycle  ergometers  are  generally  used  for  stress 
testing  or  to  measure  the  functional  capacities  of  the 
cardiorespiratory  systems  during  exercise.  To  ac- 
complish that  goal,  Bannister  and  Jackson14  have 
suggested  a pedaling  frequency  greater  than  60  RPM 
to  maximally  stress  the  cardiorespiratory  systems. 
Lower  pedaling  rates  may  create  excessive  muscular 
tensions  and  localized  fatigue  before  the  maximal 
aerobic  power  is  attained.14-15 

The  electromagnetic  ergometers  can  be  adjusted 
so  that  the  power  outputs  are  constant  and  unaf- 
fected by  pedaling  frequencies  between  40  to  80 
RPM.16  However,  our  results  indicate  that  signifi- 
cant increases  in  heart  rate  do  occur  at  the  higher 
pedaling  frequencies  when  power  outputs  are 
equivalent.  The  physiologic  mechanisms  for  the 
tachycardia  associated  with  higher  pedaling 
frequencies  have  not  been  established,  although  the 
overall  regulation  is  probably  a result  of  the  inter- 
action between  the  peripheral  and  autonomic  ner- 
vous systems.1-17 

First,  it  is  important  for  subjects  being  stress  tested 
or  trained  on  a bicycle  ergometer  to  maintain  a con- 
stant pedaling  rate  at  a specified  power  output  to 
achieve  the  target  heart  rate.  Second,  the  coro- 
nary-prone individual  and  postmyocardial-infarction 
patient  should  adhere  to  pedaling  speeds  of  between 
40  to  60  RPM.  Faster  pedaling  speeds  will  increase 
the  work  of  the  heart  and  create  greater  demands  on 
an  organ  that  has  been  compromised  previously  by 
disease.  A metronome  can  be  used  to  maintain  any 
pedaling  frequency,  for  example,  if  an  individual 
wished  to  pedal  at  60  RPM,  the  metronome  setting 
would  be  120. 

Conclusion 

1.  There  are  significantly  higher  heart  rates  when 
cycling  on  a bicycle  ergometer  at  70  or  80  RPM  as 
compared  with  cycling  at  40,  50,  and  60  RPM  at  an 
equivalent  power  output. 


2.  Caution  should  be  emphasized  in  stress  testing 
and  in  training  coronary-prone  and  postmyocar- 
dial-infarction patients  on  a bicycle  ergometer.  At 
equivalent  power  outputs,  pedaling  frequencies 
should  be  between  40  to  60  RPM. 
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If  your  angina  patient ' 
isn't  having  3 out  of  4 
better  days  than  usual... 


try  Cardilate 

*'  (ERYTHRITYL  TETRANITRATE) 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pam  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec- 
toris. since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates  some  fall  in  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily. 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  1 00  Also  5.  1 0 and  1 5 mg  scored 
tablets  in  bottles  of  100.  10  mg  scored 
tablets  also  supplied  in  bottle  of  1 .000 
Also  available  Cardilate-  P brand 
Erythrityl  Tetramtrate  with  Phenobarbital* 
(*Warning  may  be  habit-forming). 

1 Russek  HI  AM  J M Sc  239:478.  1960 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


•P'ease  note  unstable  angina  bat'ents  may  be  refractory  *o  all  long-acting  nitrates 


Pain  days  significantly  re- 
duced with  Cardilate"  (eryth- 
ntyl  tetramtrate)  in  48-patient 
study1  Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 compared  to  1 day  out  of  4 
while  on  Cardilate 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours.  Sublingual  tablets  also 
available 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance. Serious  side  effects 
have  not  been  reported  in  20 
years'  clinical  use 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon,  also  helps  re- 
duce need  for  nitroglycerin. 
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In  recent  years  there  has  been  an  increased  interest 
in  the  reliability  of  clinical  observations  and  judg- 
ments. Peer  review  and  the  “objective”  assessment 
of  the  quality  of  health  care  require  a knowledge  of 
the  inherent  reliability  of  physician  diagnosis  and 
patient  management.  We  must  have  some  measure 
of  the  likelihood  of  agreement  among  physicians 
before  we  can  have  any  measure  of  the  likelihood  of 
a medical  problem  being  diagnosed  and  managed 
correctly. 

Koran1*2  recently  completed  a rather  thorough 
review  of  the  literature  on  the  subject.  Among  his 
conclusions  were  the  facts  that:  most  of  the  studies 
were  quite  limited  in  the  classes  of  diagnoses  con- 
sidered; most  studies  failed  to  correct  for  the  chance 
agreement  that  might  arise,  and  thus  it  is  difficult  to 
compare  the  results  of  different  studies;  and  most  of 
the  situations  under  which  diagnoses  were  being 
made  were  different  from  those  that  would  typically 
exist  in  practice.  Even  more  crucial  from  our  point 
of  view  is  that  very  few  studies  have  considered  the 
most  common  form  of  practice,  that  of  primary  care. 
One  apparent  exception  is  reported  by  Brook.3  In 
addition,  none  of  the  studies  compared  the  thera- 
peutic and  management  practices  that  resulted  from 
the  diagnoses. 

To  correct  for  the  deficiencies  noted  by  Koran,1*2 
further  work  examining  the  reliability  of  clinical 
judgments  should  possess  at  least  three  traits.  First, 
the  practice  of  medicine  being  investigated  should 
be  observed  under  conditions  that  would  typically 
exist  in  the  delivery  of  health  care.  Second,  a broad 
spectrum  of  medical  problems  ought  to  be  included 

* Financial  assistance  for  this  study  was  provided  by  the  phy- 
sicians of  Ontario  through  the  PSI  (Physicians  Services,  inc.) 
Foundation. 


In  o study  of  the  diagnosis  and  management  of  1,231 
patients  in  an  ambulatory  care  setting,  a physician 
recheck  process  was  used  to  assess  the  diagnostic  and 
management  reliability.  A Kappa  factor  was  used 
to  eliminate  the  element  of  chance.  This  study  looks 
at  agreements  in  both  diagnosis  and  management 
both  by  disease  categories  and  by  individual  diseases. 
Within  the  various  diagnostic  groupings  (classes  of 
diseases)  there  was  considerable  variation  in  the 
agreement  ratios  with  low  reliability  especially  within 
the  category  of  mental  problems.  There  was  also  low 
management  agreement  in  various  disease  categories. 
The  agreement  ratios  related  to  diagnosis  and  to 
management  appear  to  have  no  relationship  to  each 
other. 


if  the  study  is  to  have  general  applicability.  Third, 
the  fact  of  chance  agreement  ought  to  be  accounted 
for  in  data  analysis  so  that  the  study  could  be  com- 
pared with  the  results  of  other  studies.  To  this  list 
we  would  suggest  a fourth  requirement.  Data  on  the 
therapeutic  and  management  practices  ought  to  be 
obtained  as  well,  since  the  diagnostic  process  is  only 
an  intervening  variable  affecting  the  quality  of  health 
care.  Only  patient  management  for  the  most  part 
directly  impacts  quality. 

Field  study 

For  the  past  several  years  we  have  been  engaged 
in  the  study  of  the  impact  of  various  systems  of 
telemedicine  on  the  delivery  of  health  care.4*5  The 
most  recent  phase  of  the  program  involved  the 
diagnoses,  investigations  requested,  and  patient 
management  prescribed  for  1,231  patients  who  en- 
tered a medical  clinic  seeking  health  care.  Each 
patient  was  examined  by  two  physicians.  One  of  the 
two  was  always  a member  of  the  clinic  staff,  the 
“treating”  physician.  The  other,  the  “research” 
physician,  conducted  a similar  diagnostic  session  via 
one  of  five  two-way  modes  of  communication:  color 
television,  black-and-white  television,  still-frame 
television  (a  black-and-white  television  image 
updated  with  a new  still  picture  every  30  seconds), 
hands-free  telephone,  and  face-to-face,  the  standard 
physical-presence  consultation.  All  the  physicians 
involved  in  the  experiment  were  in  family  practice 
medicine. 

This  physician-recheck  process  was  conducted 
under  conditions  that  came  as  close  as  we  could  make 
them  to  those  that  would  exist  in  a typical  patient- 
physician  consultation.  One  might  question  the 
inclusion  of  the  four  remote  modes  of  communication 
in  a study  examining  diagnostic  and  management 
reliability,  but,  as  we  shall  show,  examinations  con- 
ducted remotely  provided  as  high  or  higher  agree- 
ment ratios  as  those  conducted  face-to-face.  This, 
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along  with  the  fact  that  our  previous  research  showed 
minimal  degradation  of  diagnostic  ability  via  tele- 
communication systems,  led  us  to  include  in  this  re- 
port all  the  data  we  have  obtained  regarding  mea- 
sures of  reliability.4  5 

The  sample  of  medical  problems  was  as  broad  as 
those  one  would  experience  in  a primary-care  medical 
clinic.  Furthermore,  the  data  obtained  about  them 
included  not  only  diagnoses,  but  also  investigations 
requested,  and  the  patient-management  program. 
To  provide  comparability  with  other  studies  we 
present  a K (kappa)  statistic  along  with  our  other 
data.6  The  K statistic  is  designed  to  eliminate  the 
chance  factor;  thus,  we  feel  that  our  data  base  meets 
the  criteria  that  Koran1-2  mentioned  and  that  other 
studies  have  lacked. 

The  procedure  used  to  obtain  subjects  was  as  foL- 
lows.  When  patients  entered  the  clinic  to  seek 
medical  attention  they  were  asked  whether  or  not 
they  would  be  willing  to  be  examined  by  a second 
physician.  If  they  agreed  (those  who  did  not  indi- 
cated they  did  not  want  to  spend  the  extra  time  re- 
quired), they  were  ushered  into  an  examination  room 
unless  their  physician  was  ready  to  see  them.  In  that 
case  they  were  examined  by  the  “research”  physician 
after  seeing  their  own  physician.  If  one  of  the  four 
telecommunication  modes  was  in  use,  the  patient  was 
attended  by  a nurse  who  assisted  in  the  examination 
at  the  direction  of  the  physician  who  was  located  at 
another  facility.  If  the  patient  was  seen  face-to-face, 
the  nurse  was  not  present  during  the  consultation. 
The  primary  difference  between  the  behavior  of  the 
research  and  treating  physicians  was  that  the  former 
did  not  advise  the  patient  of  the  diagnoses  reached 
nor  the  patient  management  that  he  or  she  would 
prescribe.  We  wished  to  avoid  the  possible  ethical 
problems  that  might  arise  if  conflicting  diagnoses 
and/or  treatments  were  conveyed  to  the  patient. 

After  the  consultations,  both  physicians  recorded 
the  diagnoses  they  had  made,  the  investigations  they 
would  require  and  those  they  would  find  helpful,  and 
the  management  they  would  prescribe.  The  diag- 
noses were  coded  according  to  the  ICHPPC  (Inter- 
national Classification  of  Health  Problems  in  Pri- 
mary Care).  Since  some  duplication  exists  among 
the  466  original  disease  entities,  they  were  reduced 
to  the  371  rubrics  that  are  distinctly  different.  For 
example,  “warts”  is  included  as  number  19  in  the 
category  of  infective  and  parasitic  diseases  and  as 
number  261  in  the  category  of  diseases  of  the  skin  and 
subcutaneous  tissues.  Diagnoses  were  also  listed  as 
primary  or  secondary.  The  data  on  patient  man- 
agement were  coded  into  one  of  64  categories,  the 
categories  having  been  designed  to  reflect  a common 
effect.  Patient  management  also  was  determined  to 
be  either  “beneficial,”  active  therapeutically,  or 
“neutral,”  related  to  patient  comfort  or  symptom 
relief. 

We  must  emphasize  at  this  point  that  we  have 
made  no  attempt  to  measure  the  quality  of  health 


care.  We  discuss  the  reliability  of  the  diagnoses  or 
patient  management  because  that  concerns  the  de- 
gree to  which  there  is  agreement  among  the  physi- 
cians. We  cannot  comment  on  validity,  for  we  do  not 
have  a basis  for  determining  the  “true”  diagnoses  or 
the  “proper”  management  of  the  patient.  Ail  we  can 
determine  is  whether  or  not  the  two  physicians  agree. 
Also,  we  should  note  that  the  proportion  of  agree- 
ment might  be  slightly  lower  than  that  which  would 
be  found  in  practice,  since  the  “research”  physicians 
had  to  reach  their  diagnoses  prior  to  receiving  the 
results  of  the  investigations  they  had  requested. 
However,  as  Hampton  et  al.7  have  discussed,  labo- 
ratory investigations  make  only  a minor  contribution 
to  the  diagnostic  process;  they  influenced  7 out  of  80 
cases  they  examined. 

Measures  of  reliability 

Before  we  present  our  data,  a brief  discussion  of 
the  measures  of  reliability  we  are  going  to  use  is  in 
order.  The  most  common  measure,  and  the  one  we 
have  used  elsewhere,  is  the  ratio  of  the  number  of 
diagnoses  with  which  both  (or  several)  physicians 
agree,  to  the  total  number  of  diagnoses.  Since  this 
measure  is  typically  used  for  situations  involving  just 
a single  diagnosis  because  one  either  identifies  or 
does  not  identify  the  problem,  there  is  no  problem  of 
symmetry.  If  they  do  not  agree,  just  a single  dis- 
agreement is  recorded.  The  only  remaining  problem 
is  to  remove  the  fact  of  chance,  and  the  K statistic  as 
initially  developed  by  Cohen8  appears  to  do  a rea- 
sonable job  of  this.  Thus,  the  K datum  indicates  the 
proportion  of  agreement  that  is  independent  of  the 
element  of  chance.  A K statistic  of  1 indicates 
complete  agreement;  a kappa  of  0 indicates  only 
chance  agreement,  and  a negative  kappa  indicates 
disagreement. 

When  evaluating  the  reliability  of  diagnoses  and 
management  in  the  field  of  primary  care,  however, 
the  problem  is  not  so  straightforward.  One  physician 
may  detect  and  treat  two  medical  problems:  the  other 
may  identify  and  treat  four.  In  the  case  of  the  sec- 
ond physician,  the  best  that  he  could  do  is  have  half 
his  diagnoses  be  in  agreement  with  *he  first  physi- 
cian, although  the  reverse  is  clearly  not  the  case. 
Since  in  our  situation,  and  in  most  physician  recheck 
situations,  we  cannot  determine  the  “true”  diagnoses 
nor  the  “best”  patient  management,  we  must  some- 
how average  the  reliability  factors  across  all  the 
physicians  in  the  sample.  Thus,  we  present  the  av- 
erage ratio  of  agreement,  in  our  case  across  the 
two  physicians  who  examined  the  same  patient, 

(aTdt  + aTTdr)  • 2'  Therefore- the  tables 

that  follow  indicate: 

1.  A.  the  number  of  diagnoses  (or  patient- management 
items)  on  which  the  two  physicians  agree. 

2.  DT,  the  number  of  diagnoses  (or  patient-manage- 
ment items)  made  by  the  “treating”  physician  at  the 
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clinic  but  not  made  by  the  “research”  physician. 

3.  DR,  the  number  of  diagnoses  (or  patient-manage- 
ment items)  made  by  the  “research”  physician  but 
not  made  by  the  “treating”  physician. 

4.  Po,  the  average  ratio  of  agreement  over  the  two 
physicians  (Po). 

5.  Pc,  the  ratio  of  agreement  that  would  arise  by  chance 
(Pc). 

Po  — Pc 

6.  The  K statistic,  K = — — — 

1 - Pc 

Results 

Diagnostic  agreement,  overall.  Table  I pre- 
sents the  data  on  diagnostic  agreement  between  the 
treating  and  research  physicians,  according  to  the 
mode  of  communication  used  by  the  research  phy- 
sician. Agreement  was  recorded  only  when  both 
physicians  agreed  on  the  same  one  of  the  371  distinct 
disease  entities  that  appear  inJCHPPC. 

The  data  indicate  that  there  are  no  significant 
differences  in  diagnostic  agreement  across  the  five 
modes  of  communication  used  by  the  research  phy- 
sicians. Ay2  analysis  of  the  diagnosis  data  shows 
that  the  differences  in  accuracy  could  easily  have 
happened  by  chance;  (x2  = 2.70,  4 degrees  of  free- 
dom, 0.70  > p > 0.50;).  To  our  surprise  the  lowest 
proportion  of  agreement,  (with  both  Po  and  kappa), 
occurred  when  both  physicians  conducted  face-to- 
face  examinations.  We  have  no  ready  explanation 
for  this  phenomenon  other  than  to  note  that  since  the 
difference  is  not  statistically  significant,  even  when 
assuming  a binomial  distribution,  it  may  well  have 
happened  purely  by  chance. 

There  is  also  no  significant  difference  across  the 
five  modes  when  the  data  are  analyzed  by  disease 
category.  In  addition,  our  analysis  of  the  investi- 
gations requested  and  the  management  suggested  do 
not  differ  significantly  across  the  five  modes  used  in 
the  experiment. 

It  is  of  interest  to  report  that  the  K statistic  is 
higher  for  primary  diagnoses  (0.577)  than  for  all 
diagnoses  (0.525),  although  both  are  well  within  the 
range  of  those  reported  by  most  of  the  studies  re- 
viewed by  Koran.1’2 

Based  on  these  analyses,  we  believe  it  is  both  le- 
gitimate and  desirable  to  include  all  of  our  physi- 
cian-recheck  data  in  the  analyses  that  follow,  inde- 
pendently of  whether  both  diagnostic  consultations 
were  conducted  face-to-face  or  one  was  conducted  via 
some  form  of  telecommunication. 

Diagnostic  agreement  on  category.  The 
ICHPPC  catalogs  these  problems  by  placing  them 
into  1 8 major  categories,  for  example:  infective  and 
parasitic  diseases,  diseases  of  the  blood  and  blood- 
forming  organs,  mental  disorders,  and  so  forth.  The 
data  displayed  in  Table  II  show  whether  or  not  the 
two  physicians  agreed  that  a patient  had  a health 
problem  belonging  to  a given  general  category.  That 
is,  if  one  physician  diagnosed  a mental  disorder,  did 
the  other  also?  Note,  if  neither  physician  made  a 


TABLE  I.  Diagnostic  agreement,  all  patients 


Mode  Used  by 
Research 
Physician 

A 

DT 

DR 

Po 

Pc 

K 

Color  TV 

193 

158 

164 

0.545 

0.014 

0.539 

Black  and  white 
TV 

218 

163 

220 

0.535 

0.014 

0.529 

Still-frame  TV 

211 

157 

176 

0.560 

0.013 

0.553 

Hands-free  phone 

204 

165 

187 

0.537 

0.014 

0.531 

Face-to-face 

160 

150 

207 

0.476 

0.017 

0.467 

Totals 

986 

793 

954 

0.531 

0.013 

0.525 

diagnosis  within  a particular  category,  this  is  con- 
sidered to  be  an  agreement  on  that  category  for  the 
purpose  of  calculating  Po.  This  is  consistent  with 
the  literature  on  the  reliability  of  diagnoses.6  It  also 
indicates  why  we  require  something  like  a K statistic, 
since  the  practice  leads  to  high  values  for  both  Po  and 
Pc.  Wherever  a disease  entity  occurred  in  more  than 
one  ICHPPC  category,  the  diagnosis  was  assumed  to 
belong  to  each  of  the  relevant  categories. 

The  reasons  for  looking  at  agreement  on  general 
health  problem  categories  were  twofold.  First,  we 
wanted  to  determine  the  effect  on  reliability  when  we 
did  not  demand  as  high  a degree  of  specificity  as  we 
did  for  the  calculations  made  in  Table  I.  Second,  we 
wished  to  see  which  categories  of  health  problems, 
if  diagnosed  by  one  physician,  were  most  likely  to  be 
detected  by  the  other  physician  as  well. 

To  determine  the  increase  in  diagnostic  reliability 
based  on  a more  general  specification  of  health 
problems,  we  compare  the  K statistics  based  on  the 
totals  presented  in  Tables  I and  II.  The  increase  is 
from  0.525  to  0.690,  which  is  substantial. 

At  the  individual  category  level,  in  only  5 of  the  18 
cases  do  we  find  values  of  kappa  that  are  below  0.500. 
In  three  cases,  including  the  two  lowest  K statistics, 
we  are  dealing  with  very  small  sample  sizes.  Thus, 
we  do  not  feel  that  we  can  draw  any  conclusions 
about  diagnostic  reliability  for  neoplasms,  diaseases 
of  blood,  and  congenital  anomalies.  The  fact  that  we 
found  a low  degree  of  reliability  for  the  other  two 
categories  is  not  surprising.  A great  deal  of  subjec- 
tive judgment  is  involved  in  the  identification  of  a 
mental  disorder,  and  the  very  nature  of  the  category 
“physical  signs,  symptoms,  and  ill-defined  condi- 
tions” would  lead  us  to  suspect  a low  degree  of  diag- 
nostic agreement.  At  the  high  end  of  the  scale,  those 
with  K statistics  of  0.800  or  greater,  in  only  one  case 
do  we  have  a small  sample  size,  that  is,  perinatal 
conditions.  It  is  not  surprising  to  find  high  agree- 
ment on  health  problems  associated  with  pregnancy, 
childbirth,  and  puerperium  and  with  accidents, 
poisonings,  and  violence.  Thus,  the  data  presented 
in  Table  II  are  in  reasonable  agreement  with  expec- 
tations based  on  experience. 

Diagnostic  agreement  within  category.  Given 
a category  of  health-care  problems,  what  is  the  reli- 
ability of  the  diagnoses  made  within  the  category? 
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TABLE  II.  Diagnostic  agreement,  on  categories,  all  patients 


Category 

A 

DT 

DR 

Po 

Pc 

K 

I 

Infective  and  parasitic  diseases 

64 

32 

47 

0.936 

0.846 

0.583 

II 

Neoplasms — benign  and  malignant 

4 

5 

4 

0.993 

0.986 

0.467 

III 

Endocrine,  nutritional,  and  metabolic  diseases 

59 

29 

34 

0.949 

0.864 

0.624 

IV 

Diseases  of  blood  and  blood  forming  organs 

9 

12 

12 

0.980 

0.966 

0.418 

V 

Mental  disorders 

74 

64 

71 

0.890 

0.796 

0.461 

VI 

Diseases  of  nervous  system  and  sense  organs 

143 

40 

55 

0.923 

0.738 

0.705 

VII 

Diseases  of  circulatory  system 

54 

21 

29 

0.959 

0.880 

0.662 

VIII 

Diseases  of  respiratory  system 

195 

51 

42 

0.924 

0.685 

0.761 

IX 

Diseases  of  digestive  system 

66 

37 

31 

0.945 

0.851 

0.630 

X 

Diseases  of  genitourinary  system 

73 

32 

31 

0.949 

0.845 

0.671 

XI 

Pregnancy,  childbirth,  and  puerperium 

40 

4 

4 

0.994 

0.931 

0.906 

XII 

Diseases  of  skin  and  subcutaneous  tissue 

154 

44 

38 

0.933 

0.733 

0.750 

XIII 

Diseases  of  musculoskeletal  system  and  connective  tissue 

87 

28 

38 

0.946 

0.824 

0.696 

XIV 

Congenital  anomalies 

4 

5 

6 

0.991 

0.985 

0.418 

XV 

Perinatal  conditions 

1 

0 

0 

1.000 

0.998 

1.000 

XVI 

Physical  signs,  symptoms,  and  ill-defined  conditions 

226 

106 

151 

0.791 

0.589 

0.492 

XVII 

Accidents,  poisonings,  and  violence 

223 

32 

33 

0.947 

0.671 

0.840 

XVIII 

Preventive  medicine,  social  problems,  and  others 

110 

33 

53 

0.930 

0.782 

0.679 

Totals 

1,586 

575 

679 

0.717 

0.088 

0.690 

TABLE  III.  Diagnostic  agreement  within  categories 

Disease  Category 

A 

DT 

DR 

Po 

Pc 

K 

I 

Infective,  parasitic 

51 

15 

15 

0.773 

0.129 

0.739 

II 

Neoplasms 

4 

0 

0 

1.000 

0.250 

1.000 

III 

Endocrine,  nutritional 

60 

25 

25 

0.706 

0.205 

0.630 

IV 

Blood 

8 

3 

3 

0.727 

0.744 

-0.064 

V 

Mental  disorders 

44 

83 

83 

0.346 

0.153 

0.228 

VI 

Nervous  system 

117 

68 

68 

0.632 

0.086 

0.598 

VII 

Circulatory  system 

50 

20 

20 

0.714 

0.158 

0.661 

VIII 

Respiratory  system 

152 

95 

95 

0.615 

0.254 

0.485 

IX 

Digestive  system 

50 

32 

32 

0.610 

0.081 

0.575 

X 

Genitourinary 

61 

43 

43 

0.587 

0.091 

0.545 

XI 

Pregnancy,  puerperium 

41 

8 

8 

0.837 

0.578 

0.613 

XII 

Skin 

115 

64 

64 

0.642 

0.063 

0.618 

XIII 

Musculoskeletal 

64 

59 

59 

0.520 

0.074 

0.482 

XIV 

Congenital  anomalies 

4 

0 

0 

1.000 

0.375 

1.000 

XV 

Perinatal  conditions 

1 

0 

0 

1.000 

1.000 

undefined 

XVI 

Signs  and  symptoms 

183 

153 

153 

0.545 

0.036 

0.528 

XVII 

Accidents,  poisonings 

182 

89 

89 

0.672 

0.092 

0.638 

XVIII 

Preventive  medicine 

108 

22 

22 

0.831 

0.232 

0.780 

To  obtain  an  answer  for  this  question  we  considered 
only  those  instances  in  which  both  physicians  made 
at  least  one  diagnosis  within  a particular  category  for 
any  given  patient  (Table  III).  To  illustrate,  if  both 
physicians  detected  at  least  one  respiratory  disease, 
we  wanted  to  know  whether  or  not  they  agree  on  the 
same  specific  ICHPPC  class  of  respiratory  prob- 
lems. 

If  two  physicians  agree  that  a patient  has  a prob- 
lem that  belongs  to  a particular  category,  the  cross- 
check reliability  appears  to  be  quite  high.  In  only 
four  cases  do  we  find  a K statistic  below  0.500.  The 
statistics  for  diseases  of  blood  and  blood-forming 
organs  are  actually  negative,  indicating  that  agree- 
ment is  less  than  one  would  expect  by  chance.  No 
conclusion  should  be  drawn  from  that  result  because 
the  sample  size  is  so  small.  Of  the  other  three  cate- 
gories with  low  K figures,  the  result  for  mental  dis- 
orders is  not  surprising.  However,  the  findings  for 
diseases  of  the  respiratory  system  and  diseases  of  the 


musculoskeletal  system  and  connective  tissue  are  of 
interest.  There  was  fairly  high  agreement  in  each 
case  on  whether  or  not  a patient  had  a problem 
within  the  category;  but,  agreeing  on  that,  the  phy- 
sicians did  not  display  nearly  as  high  agreement  on 
the  specific  entity.  Neither  category  has  a particu- 
larly large  number  of  rubrics  within  it;  there  were  13 
for  respiratory  problems  and  22  for  musculoskeletal 
problems.  Thus,  we  must  conclude  that  the  inherent 
reliability  of  diagnoses  within  these  categories  is 
relatively  low. 

Diagnostic  agreement,  ten  most  common 
diagnoses.  Virtually  all  the  literature  on  diagnostic 
reliability  is  based  on  whether  or  not  a particular 
disease  or  other  medical  problem  is  detected.  Typ- 
ically the  question  is:  if  one  physician  diagnoses 
acute  bronchitis,  will  another  make  the  same  diag- 
nosis? To  examine  the  reliability  of  diagnosis  of  this 
type  we  have  displayed  the  diagnostic  agreement  of 
the  10  most  common  diagnoses  made  by  our  physi- 
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TABLE  IV.  Diagnostic  agreement,  10  most  common  diagnoses 


Diagnosis  (number) 

A 

DT 

DR 

Po 

Pc 

K 

Colds,  rhinitis,  pharyngitis  (146) 

82 

44 

41 

0.931 

0.818 

0.621 

Bruise,  contusion  (421) 

36 

21 

12 

0.973 

0.918 

0.672 

Well-baby  care  (447) 

44 

9 

5 

0.989 

0.921 

0.856 

Anxiety  neurosis  (72) 

14 

44 

25 

0.944 

0.924 

0.260 

Obesity  (381 ) 

23 

23 

21 

0.964 

0.930 

0.493 

Laceration,  open  wound  (417) 

38 

5 

6 

0.991 

0.932 

0.870 

Prenatal  care  (445) 

33 

0 

1 

0.999 

0.947 

0.985 

Bronchitis,  bronchiolitis  (151) 

14 

20 

19 

0.968 

0.947 

0.401 

Depressive  neurosis  (74) 

10 

27 

20 

0.962 

0.947 

0.279 

Acute  otitis  media  (110) 

19 

20 

8 

0.977 

0.948 

0.565 

TABLE  V.  Management  agreement,  overall 


Agreement 

A 

DT 

DR 

Po 

Pc 

K 

All  patients 

Management 

Beneficial 

633 

383 

473 

0.598 

0.069 

0.568 

Neutral 

417 

636 

614 

0.400 

0.082 

0.346 

Patients  with 

single  diag- 
nosis, both 
physicians 

agree  man- 
agement 
beneficial 

331 

139 

149 

0.697 

0.105 

0.661 

cians.  These  are  presented  in  Table  IV,  in  the  order 
of  their  frequency.  Again,  as  in  Table  II,  we  find 
high  values  of  Po  and  Pc  because  we  assume  agree- 
ment if  neither  physician  makes  the  specific  diag- 
nosis. 

The  results  are  not  surprising,  since  they  are  con- 
sistent with  our  earlier  results.  We  find  high  K 
statistics  for  prenatal  care,  lacerations,  and  well-baby 
care.  At  the  other  extreme  we  find  low  agreement 
on  anxiety  neurosis  and  depressive  neurosis.  The 
only  possible  surprise  is  the  relatively  low  agreement 
on  obesity.  Apparently,  many  physicians  did  not 
record  obesity  because  they  did  not  consider  it  a 
contributing  factor  that  brought  the  patient  in  to 
seek  medical  attention.  When  obesity  was  recorded, 
often  it  was  listed  as  a secondary  diagnosis. 

Management  agreement  overall.  Two  sets  of 
data  are  presented  in  Table  V.  These  reflect  the 
overall  agreement  on  patient  management  between 
the  two  examining  physicians.  The  top  half  of  the 
table  provides  a general  summary  of  patient  man- 
agement, divided  into  the  two  classes  of  “beneficial” 
and  “neutral”  and  indicating  whether  or  not  there 
was  agreement  on  each  specific  management.  It  is 
interesting  to  note  that  for  beneficial  management 
the  K statistic  is  slightly  higher  than  that  for  agree- 
ment on  all  diagnoses.  Thus,  there  is  greater 
agreement  on  beneficial  management,  that  which  is 
a direct  therapeutic  effect,  than  there  is  on  the  spe- 
cific diagnosis.  The  agreement  is  less  for  neutral 
management,  but  it  is  to  be  expected  that  there 
would  be  a much  wider  divergence  of  opinion  within 
the  medical  profession  regarding  symptomatic  re- 
lief. 


TABLE  VI.  Diagnostic  and  management  agreement, 
patients  with  single  diagnosis  made  by  each  physician 


Measures 

Diagnosis 

Beneficial  Management 

A 

401 

450 

DT 

187 

219 

DR 

187 

242 

Po 

0.682 

0.661 

Pc 

0.022 

0.132 

K 

0.675 

0.610 

The  bottom  half  of  the  table  indicates  agreement 
on  beneficial  management  only  for  those  patients  for 
whom  both  physicians  made  only  one  diagnosis,  and 
they  agreed  on  that  diagnosis.  When  determining 
agreement  for  beneficial  management,  we  consider 
that  agreement  exists  when  neither  physician  pres- 
cribes any  beneficial  management  as  well  as  when 
they  both  prescribe  the  same  beneficial  management. 
We  present  these  data  because  these  are  the  cir- 
cumstances under  which  we  would  expect  as  high  an 
agreement  on  patient  management  as  one  might 
obtain.  Thus,  the  K statistic  of  0.661  might  be 
viewed  as  an  approximation  of  the  highest  possible 
overall  internal  consistency  related  to  beneficial 
patient  management  that  one  might  find  between 
two  physicians  delivering  primary  health  care. 

Beneficial  management  agreement,  compar- 
ison with  diagnostic  agreement,  patients  with 
single  diagnosis  made  by  each  physician.  To 
compare  the  reliability  of  the  diagnostic  process  with 
that  of  patient  management  we  wish  to  compare  two 
comparable  data  bases.  Thus,  we  have  selected 
those  for  which  each  physician  made  just  one  diag- 
nosis so  that  we  can  be  sure  that  the  patient  man- 
agement program  relates  to  that  diagnosis  (Table 
VI). 

We  find  that  the  K statistic  for  diagnostic  agree- 
ment when  only  a single  diagnosis  is  made  by  each 
physician  is  somewhat  higher  than  that  for  beneficial 
management  agreement,  but  not  significantly  so  (x2 
= 0.536, 1 degree  of  freedom,  0.50  > P > 0.30).  Thus, 
given  our  measures  of  the  two  variables,  the  reli- 
ability of  diagnosis  and  the  reliability  of  patient 
management  practices  are  in  rough  approximation 
of  each  other. 

Beneficial  management  agreement  within 
category,  comparison  with  diagnostic  agree- 
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TABLE  VII.  Diagnostic  and  beneficial  management  agreements  within  category,  patients  with  single  diagnosis 

by  each  physician^in  agreement  on  category 


Num- 
ber of  Diagnosis  Management 


Disease  Category 

Patients 

Po 

Pc 

K 

Po 

Pc 

K 

I 

Infective,  parasitic 

36 

0.778 

0.208 

0.719 

0.712 

0.189 

0.651 

II 

Neoplasms 

3 

1.000 

0.333 

1.000 

0.333 

0.222 

0.143 

III 

Endocrine,  nutritional 

6 

1.000 

0.500 

1.000 

0.708 

0.222 

0.625 

IV 

Blood 

0 

V 

Mental  disorders 

12 

0.416 

0.139 

0.323 

0.742 

0.440 

0.539 

VI 

Nervous  system 

59 

0.746 

0.100 

0.717 

0.662 

0.126 

0.614 

VII 

Circulatory  system 

15 

0.933 

0.338 

0.899 

0.623 

0.117 

0.573 

VIII 

Respiratory  system 

78 

0.718 

0.370 

0.552 

0.587 

0.320 

0.393 

IX 

Digestive  system 

24 

0.667 

0.120 

0.621 

0.646 

0.134 

0.591 

X 

Genitourinary 

23 

0.783 

0.085 

0.762 

0.702 

0.175 

0.639 

XI 

Pregnancy,  puerperium 

26 

1.000 

0.858 

1.000 

0.388 

0.317 

0.104 

XII 

Skin 

85 

0.741 

0.090 

0.716 

0.679 

0.125 

0.633 

XIII 

Musculoskeletal 

36 

0.694 

0.126 

0.650 

0.661 

0.156 

0.599 

XIV 

Congenital  anomalies 

0 

XV 

Perinatal  conditions 

0 

XVI 

Signs  and  symptoms 

67 

0.851 

0.036 

0.845 

0.718 

0.163 

0.663 

XVII 

Accidents,  poisonings 

141 

0.801 

0.104 

0.778 

0.763 

0.157 

0.718 

XVIII 

Preventive  medicine 

55 

1.000 

0.341 

1.000 

0.532 

0.215 

0.404 

ment,  patients  with  single  diagnosis  by  each 
physician,  in  agreement  on  category.  The  data 
contained  in  Table  VII  provide  a basis  for  making  a 
comparison  between  diagnostic  and  patient  man- 
agement reliability  within  each  of  the  18  categories 
contained  in  ICHPPC.  To  make  valid  comparisons 
we  considered  only  those  patients  for  whom  both 
physicians  made  just  a single  diagnosis,  and  both 
diagnoses  were  in  the  same  general  ICHPPC  cate- 
gory. This  obviously  eliminates  a considerable 
number  of  patients.  Thus,  we  find  that  for  three 
categories  no  patients  qualified,  and  for  four  other 
categories  the  sample  size  was  15  or  less,  too  few  for 
reaching  any  definitive  conclusions.  Despite  the 
small  sample  size  for  mental  disorders,  note  that  the 
patient  management  agreement  was  higher  than  the 
diagnostic  agreement. 

The  remaining  11  categories  provide  somewhat  of 
a surprise.  All  show  lower  management  agreement 
than  diagnostic  agreement,  even  after  the  chance 
factor  has  been  removed.  Most  of  the  differences  in 
K statistics  are  not  significant,  but  two  of  them  are 
substantial.  Category  XI,  pregnancy,  childbirth,  and 
puerperium,  drops  from  1.000  (complete  agreement, 
which  is  what  one  might  expect  ) to  0.104,  a figure  not 
significantly  different  from  chance  agreement. 
Obviously,  when  it  comes  to  the  therapeutic  care, 
there  is  a substantial  variation  of  medical  opinion  on 
management  during  pregnancy.  Also,  category 
XVIII,  preventive  medicine  and  social  problems, 
contains  a substantial  number  of  well-baby-care 
consultations.  Here,  too,  we  find  a considerable 
difference  of  opinion  regarding  beneficial  manage- 
ment during  a particular  medical  consultation. 

One  other  result  of  importance  is  that  there  is  a 
substantial  variation  in  the  agreement  on  beneficial 
management  according  to  the  category  of  medical 
problem  that  requires  treatment.  Clearly,  measures 


of  patient  management  reliability  have  to  be  evalu- 
ated in  light  of  the  disease  or  medical  problem  being 
managed.  A given  K statistic  means  little  without 
knowing  its  medical  context. 

Beneficial  management  agreement,  ten  most 
common  diagnoses,  patients  with  a single, 
agreed-on  diagnosis  by  each  physician.  The  data 
given  in  Table  VIII  are  of  the  same  type  given  for 
beneficial  management  in  Table  VII,  but  for  specific 
disease  entities  rather  than  for  the  more  general 
categories.  Again,  we  are  looking  only  at  those  pa- 
tients for  whom  the  same  single  diagnosis  was  made 
by  each  physician.  In  three  instances  the  sample  size 
is  quite  small.  For  anxiety  neurosis  and  depressive 
neurosis  the  reason  is  the  low  rate  of  agreement  on 
the  diagnosis  between  the  two  physicians,  as  one  can 
see  from  Table  IV.  Nevertheless,  there  is  substantial 
agreement  on  the  treatment  of  these  problems, 
especially  relative  to  the  agreement  reached  on  other 
illnesses.  The  sample  size  for  obesity  is  small  be- 
cause this  was  usually  a secondary  rather  than  a 
primary  diagnosis. 

Perhaps  the  most  notable  results  are  the  very  low 
K statistics  for  the  two  common  respiratory  prob- 
lems, that  is,  colds,  rhinitis,  pharyngitis  and  bron- 
chitis, and  bronchiolitis.  The  two  figures  of  0.050 
and  0.055  are  not  significantly  different  fiom  0,  the 
expected  value  if  agreement  were  purely  a chance 
phenomenon.  The  agreement  in  beneficial  man- 
agement for  prenatal  care,  0.136,  also  is  just  above 
chance  occurrence.  The  latter  probably  reflects 
differences  in  medical  practice  related  to  the  timing 
and  use  of  vitamins,  iron,  and  so  forth  during  preg- 
nancy, whereas  the  former  reflects  the  varying  use  of 
antibiotics. 

Conclusion 

Very  little  is  known  about  reliability  with  respect 
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TABLE  VIII.  Beneficial  management  agreement,  10  most  common  diagnoses,  single  diagnosis 

by  both  physicians,  in  agreement  on  it 


Disease  Category  (number) 

A 

DT 

DR 

Po 

Pc 

K 

Colds,  rhinitis,  pharyngitis  (146) 

31 

35 

36 

0.466 

0.438 

0.050 

Bruise,  contusion  (421) 

34 

5 

7 

0.851 

0.440 

0.733 

Well-baby  care  (447) 

16 

8 

12 

0.619 

0.320 

0.440 

Anxiety  neurosis  (72) 

7 

2 

3 

0.739 

0.344 

0.602 

Obesity  (381 ) 

2 

1 

1 

0.667 

0.667 

0.000 

Laceration,  open  wound  (417) 

27 

11 

7 

0.752 

0.200 

0.691 

Prenatal  care  (445) 

12 

15 

18 

0.422 

0.331 

0.136 

Bronchitis,  bronchiolitis  (151) 

9 

10 

10 

0.474 

0.443 

0.055 

Depressive  neurosis  (74) 

4 

0 

0 

1.000 

0.375 

1.000 

Acute  otitis  media  (110) 

10 

8 

11 

0.516 

0.262 

0.344 

to  the  delivery  of  primary  health  care.  Clearly,  re- 
liability is  not  a measure  that  should  be  considered 
as  indifferent  to  the  medica)  problem  being  diag- 
nosed and  treated.  For  some  problems  we  should 
expect  two  physicians  to  agree  on  the  diagnosis  and 
the  treatment,  and  thus  disagreement  is  significant. 
In  many  instances,  however,  the  apparent  likelihood 
of  two  physicians  agreeing  is  quite  low,  and  until  we 
are  in  a position  to  determine  unambiguously  the 
correct  diagnosis  and  the  correct  patient  manage- 
ment, the  use  of  something  like  a physician-recheck 
scheme  to  evaluate  another  physician  must  take  into 
consideration  the  likelihood  that  two  competent 
physicians  might  disagree  by  chance.  To  ignore  this 
result  does  a great  disservice  to  those  persons  prac- 
ticing in  areas  of  medicine  in  which  there  is  no  de- 
finitive basis  for  agreement.  Judgment  will  reign, 
and  the  likelihood  of  the  fallibility  of  the  judgment 
must  be  considered. 

To  date,  most  of  the  literature  on  the  topic  of  re- 
liability is  related  to  the  diagnostic  process.  Yet  it 
is  the  total  patient  management  program  that  is  the 
end  product  of  health  care.  The  right  diagnosis  with 
the  wrong  treatment  usually  does  the  patient  little 
good  and  may  do  the  patient  harm.  If  the  physician 
misses  the  diagnosis  but  provides  the  appropriate 
management,  the  net  result  is  good  despite  the  er- 
roneous path  taken.  Thus,  we  feel  strongly  that  re- 
liability statistics  must  be  related  to  patient  man- 
agement as  well  as  to  the  diagnosis  reached.  For 
those  areas  of  low  diagnostic  reliability  but  common 
management  practices,  the  low  reliability  may  be  of 
little  concern.  However,  when  low  diagnostic  reli- 
ability leads  to  low  patient  management  reliability, 
the  diagnostic  process  is  of  greater  concern.  Simi- 
larly, when  low  patient  management  reliability  exists 
independently  of  the  diagnosis,  reliability  too  should 
be  of  concern  to  the  medical  profession. 

Without  a means  for  comparing  differing  data 
bases  purporting  to  reflect  diagnostic  and  manage- 
ment reliability,  the  foregoing  analysis  cannot  be 
accomplished.  Comparability  of  data  bases  requires 
some  way  of  removing  chance  agreement,  and  the  K 
statistic  appears  to  be  an  effective  means  for  just 
that.  However,  as  we  have  indicated  earlier,  the 


present  calculations  of  kappa  require  a yes/no  type 
of  decision  situation.  Most  medical  practice,  how- 
ever, seldom  presents  such  clean-cut  cases.  Multiple 
diagnoses  are  common,  and  thus  the  K statistic  must 
be  recalculated  to  account  for  the  fact  that  two  or 
more  physicians  might  not  even  agree  on  the  number 
of  relevant  diagnoses  for  an  appropriate  patient 
management  program.  We  have  provided  a modi- 
fication of  the  K statistic  that  permits  such  a calcu- 
lation, a modification  that  weights  the  input  of  each 
physician  equally. 

This  article  points  to  the  need  for  more  and  better 
data  on  both  diagnostics  and  patient  management 
and  for  a widely  used  measure  of  their  reliability. 
The  extent  to  which  one  should  expect  agreement 
will  depend  on  these  three  factors.  Without  them, 
evaluation  of  students,  practitioners  of  medicine,  and 
of  the  practice  of  medicine  is  on  tenuous  grounds. 
Such  data  are  needed  to  provide  guidance  as  to  where 
we  should  improve  our  diagnostic  tools  and  where  we 
should  be  concerned  about  variations  in  patient 
management.  In  addition,  the  data  are  vital  to  the 
conduct  of  medical  education.  We  should  know  to 
what  extent  the  practice  of  medicine  is  an  art,  and  to 
what  extent  it  might  become  a science. 
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coexisting  diabetes  when 
you  prescribe  a vasodilator* 
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no  interference  in  the  management  of  the  diabetic  patient  has  been  reported  with 


VASODILAN 

( ISOXSUFRINE  HCI) 

the  compatible  vasodilator  TABLETS,  20  mg. 


'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences 
National  Research  Council  and/or  other  information,  the  FDA  has  classified  the  indi- 
cations as  follows: 

Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  thromboangiitis 
obliterans  (Buerger's  Disease)  and  Raynaud's  disease 
Final  classification  of  the  less-than-effective  indications  requires  further  investigation. 

Composition:  Vasodilari  tablets,  isoxsuprine  HCI.  10  mg  and  20  mg 
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Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral  use 
when  administered  in  recommended  doses  Should  not  be  given  immediately  postpartum 
or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood  of  side 
effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has  been  asso- 
ciated in  time  with  the  occurrence  of  hypotension,  tachycardia,  nausea,  vomiting, 
dizziness,  abdominal  distress,  and  severe  rash.  If  rash  appears  the  drug  should  be 
discontinued. 


Although  available  evidence  suggests  a temporal  association  of  these  reactions  with 
isoxsuprine.  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypotension  and 
tachycardia  These  symptoms  are  more  pronounced  in  higher  doses  For  these  reasons 
single  intramuscular  doses  exceeding  10  mg.  are  not  recommended  Repeated  adminis- 
tration of  5 to  10  mg.  intramuscularly  at  suitable  intervals  may  be  employed 
Supplied:  Tablets,  10  mg . bottles  of  100,  1000,  5000  and  Unit  Dose,  Tablets.  20  mg  , 
bottles  of  100,  500.  1000,  5000  and  Unit  Dose,  Injection.  10  mg  per  2 ml  ampul,  box  of 
Six  2 ml.  ampuls  m m lu, U S Pal  No  3,056.836 
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Antibiotic 

Sensitivity 

Bronx  Municipal  Hospital  Center — 
1976  report* 


Compiled  statistics  for  routine  antibiotic  sensitivity 
tests  on  isolates  from  Jacobi  Hospital,  Van  Etten 
Hospital,  and  outpatients  seen  at  the  two  hospitals 
are  presented.  Comparison  of  these  statistics  illus- 
trates that  antibiotic  sensitivity  can  vary  signifi- 
cantly from  place  to  place  within  even  a very  limited 
geographic  area.  A single  broth  dilution  method  for 
testing  antibiotic  sensitivity  of  strains  of  pneumo- 
cocci, streptococci,  and  Hemophilus  influenzae  is 
described,  and  the  results  of  tests  performed  by  this 
method  are  presented.  The  methods  in  use  at  the 
Bronx  Municipal  Hospital  Center  for  testing  He- 
mophilus influenzae  strains  for  penicillinase  pro- 
duction and  staphylococcal  strains  for  heteroresis- 
tance are  also  described.  The  biochemical  basis  of 
the  gentamicin  resistance  which  has  recently  arisen 
among  gram-negative  bacilli  is  discussed,  and  the 
results  of  quantitative  sensitivity  tests  for  85  resis- 
tant strains  against  five  aminoglycoside  antibiotics 
are  presented.  Quantitative  sensitivity  test  results 
for  71  enterococcal  and  72  Group  B streptococcal 
strains  are  also  given. 
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From  the  Department  of  Laboratory  Medicine,  Albert  Einstein 
College  of  Medicine,  and  Bronx  Municipal  Hospital  Center 


The  data  to  be  presented  in  this  report  was  com- 
piled between  November,  1975,  and  June,  1976,  to 
provide  guidelines  for  physicians  in  our  hospitals  for 
the  initial  treatment  of  patients  with  bacterial  in- 
fections. Susceptibility  of  bacteria  to  antimicrobial 
agents  may  vary  from  time  to  time  within  a given 
institution  and  from  place  to  place.  Statistics  con- 
cerning average  sensitivities  at  our  hospitals  are  not 
necessarily  applicable  to  infections  occurring  else- 
where. We  nevertheless  feel  that  there  are  several 
reasons  why  the  information  that  we  have  gathered 
may  be  of  interest  to  physicians  outside  of  our  insti- 
tution. First,  some  organisms,  such  as  Hemophilus 
influenzae  and  pneumococcus,  are  characteristically 
associated  with  community-acquired  infections. 
Trends  of  antibiotic  sensitivity  for  these  organisms 
are  likely  to  be  similar  at  different  hospitals  which 
serve  the  same  general  community.  Second,  par- 
ticular problems  that  we  have  encountered  with  an- 
tibiotic resistance  may  be  predictive  of  problems  to 
be  experienced  elsewhere.  Third,  some  of  the 
methods  that  we  have  used  in  assembling  these  data 
may  be  of  interest  to  those  who  wish  to  conduct 
similar  surveys  elsewhere.  Finally,  individual  tab- 
ulations of  antibiotic  sensitivity  at  our  two  hospitals 
and  for  their  outpatient  departments  demonstrates 
nicely  that  antibiotic  sensitivity  can  vary  consider- 
ably between  hospital  and  community  and  between 
even  closely  neighboring  medical  institutions. 

* This  worn  was  suDported  in  pan  by  training  grant  AI 00405-05 
from  the  National  Institute  of  Allergy  and  Infectious  Diseases, 
Bethesda,  Maryland. 


Materials  and  methods 

The  Bronx  Municipal  Hospital  Center  consists  of 
Jacobi  and  Van  Etten  Hospitals.  The  two  hospitals, 
although  separated  by  about  one  city  block,  share  the 
same  medical,  technical,  and  administrative  staffs. 
The  major  services  housed  at  Van  Etten  Hospital 
include  chest  medicine,  chest  surgery,  and  ear,  nose, 
and  throat.  Each  of  the  two  hospitals  has  a separate 
bacteriology  laboratory,  but  both  are  supervised  by 
the  same  director.  Procedures  at  the  two  laborato- 
ries are  identical.  Some  members  of  the  laboratory 
staff  work  part  time  at  both  hospitals. 

Monthly,  quarterly,  and  semiannual  tabulations 
of  antibiotic  sensitivity  are  prepared  in  the  computer 
center  of  the  Albert  Einstein  College  of  Medicine  for 
each  hospital  and  for  each  ward.  All  outpatient 
sensitivity  data  are  tabulated  separately  in  a single 
report.  Laboratory  results  chosen  for  tabulation 
include:  (1)  all  isolates  from  blood,  body  fluids, 

wounds,  and  exudates  with  the  exclusion,  except  in 
certain  limited  circumstances,  of  common  body 
surface  organisms  and  culture  contaminants  such  as 
coagulase-negative  staphylococci,  diphtheroids, 
bacillus  species,  and  alpha  and  gamma  streptococci; 
(2)  possible  pathogens  isolated  from  sputum  cultures 
in  moderate  or  greater  numbers;  and  (3)  organisms 
isolated  from  urine  cultures  in  colony  count  greater 
than  100,000  per  milliliter.  Duplicate  isolates  from 
a given  patient,  occurring  within  five  days  of  each 
other,  are  tabulated  only  once  by  the  computer  pro- 
gram. 

Special  sensitivity  tests  with  Group  A streptococci, 
pneumococci,  and  Hemophilus  influenzae  were 
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TABLE  I.  Per  cent  sensitivity  of  various  gram-negative  bacilli — 1976 


Organisms  ber  ' -Antimicrobial  Agent > 

and  Culture  Source  Tested  Ampi  Chlo  Tetr  Stre  Kana  Coli  Gant  Nitr  Nali  Ceph  Gent  Carb  Tr/S  Tobr 

All  Enterobacteriaceae 


+ P.  aeruginosa 


Outpatient 

1,418 

56 

83 

59 

68 

79 

84 

60 

72 

84 

73 

97 

71 

83 

96 

Jacobi 

2,967 

31 

68 

48 

55 

57 

79 

51 

60 

75 

56 

89 

75 

73 

85 

Van  Etten 

412 

26 

70 

46 

61 

57 

76 

58 

59 

78 

64 

94 

55 

72 

93 

All  Enterobacteriaceae 

Outpatient 

1,278 

62 

92 

66 

75 

88 

82 

67 

79 

93 

80 

98 

72 

93 

96 

Jacobi 

2,453 

38 

82 

59 

67 

59 

75 

62 

73 

91 

68 

90 

76 

89 

85 

Van  Etten 

340 

32 

85 

56 

74 

70 

71 

72 

73 

97 

77 

93 

53 

89 

91 

E.  coli 

Outpatient 

787 

75 

95 

77 

73 

91 

100 

69 

99 

98 

89 

100 

82 

98 

98 

Jacobi 

1,027 

62 

90 

72 

66 

79 

100 

64 

98 

100 

83 

95 

64 

98 

89 

Van  Etten 

86 

60 

93 

70 

77 

85 

lOO 

65 

100 

100 

83 

98 

67 

100 

95 

Klebsiella  pneumoniae 

Outpatient 

138 

9 

87 

82 

76 

83 

95 

62 

89 

91 

85 

90 

18 

80 

92 

Jacobi 

619 

3 

67 

65 

60 

58 

90 

54 

82 

86 

72 

77 

11 

76 

71 

Van  Etten 

115 

4 

78 

70 

76 

58 

95 

80 

90 

91 

91 

85 

28 

70 

76 

Proteus  mirabilis 


Outpatient 

174 

86 

95 

4 

91 

85 

2 

74 

4 

94 

91 

100 

87 

94 

100 

Jacobi 

359 

63 

95 

4 

87 

68 

0 

79 

8 

98 

85 

100 

67 

97 

100 

Van  Etten 

All  sources  combined 

64 

59 

88 

3 

80 

74 

0 

75 

8 

100 

94 

100 

75 

100 

100 

Salmonella 

15 

80 

100 

Citrobacter  freundii 

49 

26 

96 

86 

76 

81 

93 

54 

62 

70 

15 

97 

62 

100 

100 

Citrobacter  diversus 

25 

4 

88 

88 

100 

93 

75 

100 

100 

60 

75 

100 

7 

100 

100 

Enterobacter  cloacae 

203 

13 

87 

81 

72 

74 

100 

70 

86 

84 

12 

97 

72 

96 

94 

Enterobacter  aerogenes 

88 

9 

90 

79 

83 

87 

90 

78 

89 

89 

30 

100 

68 

78 

100 

Enterobacter  agglomerans 

47 

28 

87 

77 

79 

96 

86 

83 

86 

100 

63 

100 

44 

100 

100 

Serratia  marcescens 

117 

2 

52 

32 

38 

15 

12 

24 

7 

50 

1 

89 

14 

58 

77 

Serratia  liquefaciens 

26 

12 

62 

50 

66 

52 

25 

0 

25 

25 

12 

100 

66 

60 

100 

Proteus  vulgaris 

34 

9 

85 

38 

72 

86 

28 

18 

0 

81 

5 

100 

75 

19 

100 

Proteus  morganii 

51 

20 

88 

55 

73 

68 

0 

68 

13 

93 

20 

100 

68 

93 

100 

Proteus  rettgeri 

16 

44 

63 

6 

44 

88 

44 

50 

63 

63 

Providencia 

23 

10 

0 

0 

14 

50 

6 

0 

0 

40 

8 

57 

17 

49 

37 

•Ampi  = ampicillin;  Chlo  = chloramphenicol;  Tetr  = tetracycline;  Stre  = streptomycin;  Kana  = Kanamycin;  Coli  = colistin;  Gant  = 
gantrisin;  Nitr  = nitrofurantoin;  Nali  = nalidixic  acid,  Ceph  = cephalothin;  Gent  = gentamicin;  Carb  = carbeniciltin ; Tr/S  = trimethoprim- 
sulfamethoxazole;  Tobr  = tobramycin. 


performed  as  follows.  Tubes  were  prepared  which 
contained  1 ml.  of  a 19:1  mixture  of  brain-heart 
infusion  broth  and  Fildes’  extract*  and  one  of  the 
following:  no  antibiotic;  penicillin  G 0.5  microgram, 
erythromycin  1.5  micrograms,  ampicillin  2.5  micro- 
grams, chloramphenicol  2.5  micrograms,  tetracycline 
2.5  micrograms,  or  clindamycin  5 micrograms.  The 
concentrations  of  antibiotic  chosen  were  average 
interdose  serum  levels  in  patients  treated  with  usual 
doses  of  drugs.1  Tubes  of  medium  were  prepared 
monthly  and  stored  at  — 20°C.  between  preparation 
and  use.  Overnight  cultures  of  test  organisms  were 
prepared  in  19:1  brain-heart  infusion  broth  and 
Fildes’  extract.  A 1/1, 000th  ml.  calibrated  platinum 
loopful  of  broth  culture  was  inoculated  into  each  of 
an  appropriate  set  of  freshly  thawed  antibiotic  me- 
dium tubes.  The  tubes  were  then  incubated  at  37°C. 
Absence  of  growth  in  the  tube  containing  antibiotic 
with  growth  simultaneously  present  in  a “no  antibi- 
otic” tube  was  interpreted  as  demonstrating  sensi- 
tivity to  the  antibiotic.  Tube  dilution  sensitivity 

* Difco  Laboratories,  Detroit,  Michigan. 


tests  in  freshly  prepared  media  were  done  on  isolates 
which  were  apparently  antibiotic  resistant. 

A rapid  test  for  beta-lactamase  production  was  also 
done  on  all  isolates  of  H.  influenzae.  The  method 
used  was  a modification  of  the  test  described  by 
Thornsberry  and  Kirven.2  Penicillin  solution  was 
prepared  as  described  in  their  report.  We  found  that 
it  was  possible  to  use  that  penicillin  solution  for  as 
long  as  four  weeks  if  it  was  frozen  as  described. 
Penicillin  solution,  0.4  ml.,  was  pipetted  into  a 10  by 
75-ml.  test  tube.  A cotton-tipped  swab  was  then 
used  to  transfer  a heavy  suspension  of  bacteria  into 
the  test  tube.  When  this  was  done,  the  solution  al- 
ways turned  an  orange  color  but  not  the  deep  yellow 
color  of  a truly  positive  test  result.  We  always  in- 
cluded tests  with  penicillin-resistant  and  penicil- 
lin-sensitive staphylococcal  strains  as  positive  and 
negative  controls,  respectively,  when  we  performed 
the  test. 

Group  B streptococcal  strains  were  stored  on  blood 
agar  at  4°C.,  and  enterococci  were  stored  on  trypti- 
case  agar  slants  at  4°C.  between  the  time  of  initial 
isolation  and  when  sensitivity  tests  were  performed. 
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TABLE  II.  Results  of  routine  sensitivity  tests  with  staphylococci — 1976* 


, Per  Cent  Sensitive  to 

Culture  Number 


Source 

Tested 

Peni 

Meth 

Clin 

Eryt 

Tetr 

Ceph 

Gent 

Chlo 

Staphylococcus  aureus 

Outpatient 

361 

11 

100 

99 

95 

92 

100 

100 

99 

Jacobi 

489 

12 

100 

100 

94 

90 

100 

100 

99 

Van  Etten 

95 

16 

100 

97 

95 

89 

100 

100 

100 

Coagulase-negative  staphylococci 

Outpatient 

40 

54 

90 

92 

95 

92 

100 

93 

100 

Jacobi 

45 

20 

78 

87 

69 

60 

100 

100 

84 

’Peni  = penicillin  G;  Meth  = methicillin;  Clin  = clindamycin;  Eryt  = erythromycin;  Tetr  = tetracycline;  Ceph  = cephalothin;  Gent  = 
gentamicin,  Chlo  = chloramphenicol. 


FIGURE  1.  Minimum  inhibitory  concentrations  of  5 ami- 
noglycoside antibiotics  for  85  gentamicin-resistant  strains 
of  gram-negative  bacilli. 


Both  organisms  were  tested  with  serial  dilutions  of 
antimicrobial  agents  in  Mueller-Hinton  agar  to  which 
either  10  per  cent  sheep  blood  or  10  per  cent  laked 
horse  blood  (for  tests  with  sulfonamides)  was  added. 
The  agar  media  were  inoculated  by  Steers’  replica- 
tor.^ 

Agar  dilution  sensitivity  tests  with  gentamicin- 
resistant  gram-negative  bacilli  were  performed  using 
serial  two-fold  antibiotic  dilutions  in  Mueller-Hinton 
agar  with  Steers’  replicator  inoculation. 

Routine  disk  sensitivity  tests  with  Staphylococcus 
aureus  were  performed  on  Mueller-Hinton  agar  with 
overnight  incubation  at  37°C.  All  sensitivity  plates 
were  then  reincubated  at  room  temperature  for  an 
additional  24  hours  and  rechecked  for  change  in  size 
of  the  inhibition  zones  or  growth  within  the  zones. 
Duplicate  tube  dilution  sensitivity  tests  in  trypticase 
soy  broth  at  room  temperature  and  at  37°C.  were 
performed  on  isolates  suspected  of  being  hetero- 
resistant. 

Results 

Disk  sensitivity  data:  general  trends.  Se- 
lected results  of  tabulation  of  disk  sensitivity  test 


TABLE  III:  Sensitivity  tests  with  pneumococci  and 
group  A streptococci — 1976* 


Number 

r — Per  Cent  Sensitive  to — \ 

Organism 

Tested 

Peni 

Clin 

Eryt 

Tetr 

Pneumococcus 

52 

100 

100 

100 

98 

Group  A streptococci 

84 

100 

99 

100 

82 

’Peni  = penicillin;  Clin  = clindamycin;  Eryt  = erythromycin; 
Tetr  = tetracycline. 


data  are  shown  in  Tables  I and  II.  Several  defi- 
ciencies of  these  tabulations  should  be  mentioned. 
Many  of  the  hospital  isolates  were  undoubtedly  the 
result  of  community-acquired  infection.  Conversely, 
many  of  the  outpatient  isolates  may  have  been  ac- 
quired during  recent  hospitalizations.  In  addition, 
transfer  of  patients  from  one  of  the  two  hospitals  to 
the  other  occasionally  occurs,  and  organisms  ap- 
pearing in  one  hospital’s  tabulation  may  thus  have 
been  acquired  in  the  other. 

With  these  reservations  in  mind,  several  inter- 
esting differences  can  be  observed  between  isolates 
from  the  two  hospitals  and  from  outpatients.  In- 
patient isolates  from  both  sources  appear  to  be  con- 
siderably more  resistant  to  most  antimicrobial  agents 
than  those  from  outpatients.  Organisms  from  Jacobi 
Hospital  are,  in  general,  more  resistant  than  those 
from  Van  Etten  Hospital.  Differences  in  cephalo- 
thin sensitivity  in  gram-negative  bacilli  are  particu- 
larly striking.  The  higher  degree  of  resistance  at 
Jacobi  Hospital  probably  reflects  the  fact  that  more 
acutely  ill  patients  are  treated  there  and  that  anti- 
biotic usage  is  greater. 

Gentamicin-resistant  gram-negative  bacilli. 

Gentamicin  resistance  among  gram-negative  bacilli 
has  become  a major  problem  at  our  hospitals  in  re- 
cent years.  Resistant  organisms  appear  to  be  en- 
demic in  several  hospital  locations.  Pseudomonas 
aeruginosa  and  Enterobacteriaceae  of  many  dif- 
ferent biochemical  types  including  9 separate  species 
have  been  associated  with  gentamicin  resistance. 
Plate  dilution  sensitivity  tests  done  on  a collection 
on  85  of  these  organisms,  as  shown  in  Figure  1,  shows 
almost  complete  cross-resistance  with  kanamycin 
and  tobramycin  but  little  cross-resistance  with  two 
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TABLE  IV.  Sensitivity  tests  with  H.  i 

influenzae — 1976* 

Pneumococcus,  Group  A streptococcus.  We 

kf  , n 0 «, 

found  the  method  that  we  had  devised  to  test  anti- 

Number  t i er  L/6nt  oensitive  to 

Tested  Ampi  Chlo  Eryt  Tetr 

biotic  sensitivity  in  these  organisms  to  be  quite  sat- 
isfactory. In  no  instance  did  the  results  of  the 
screening  test  disagree  with  the  results  of  tube  dilu- 
tion sensitivity  tests  performed  with  freshly  prepared 
medium.  Per  cent  sensitivity  for  the  two  organisms 
in  tests  against  four  antibiotics  is  presented  in  Table 
III.  The  MIC  (minimum  inhibitory  concentration) 
of  tetracycline  for  the  one  resistant  pneumococcal 

61  98  100 

87  100 

•Ampi  = ampicillin;  Chlo  = chloramphenicol;  Eryt  = erythro- 
mycin; Tetr  = tetracycline. 

new  aminoglycoside  antibiotics:  amikacin  and 

netilmicin  (Sch.  20569).* 

• Schering  Corporation,  Bloomfield,  New  Jersey. 

Antimicrobial  Agent 

Cumulative  % of 
.05  0.1  0.2  0.4 

Strains  Inhibited  by  (meg. /ml.) 

0.8  1.6  6^  12.5  2£  £0  100  200 >200 

Penicillin  G 

96 

O 

O 

Penicillin  V 

94 

96  100 

Ampicillin 

13 

o 

o 

V 

Carbenicillin 

2 6 

72  98  100 

Oxacillin 

4 

44  94  97 

100 

Cephalothin 

44 

94  97  100 

Cephalexin 

2 7 

47  100 

Vancomycin 

52  100 

Erythromycin 

74 

98 

100 

Clindamycin 

96 

98 

100 

Tetracycline 

2 12  16 

18  60  98  100 

Chloramphenicol 

2 

48  96  98  100 

Sulfisoxazole 

16  45  76  100 

Trimethoprim-Sulfa* 

7 39 

93  100 

Nalidixic  Acid 

0 100 

Nitrofurantoin 

92  100 

Streptomycin 

94  100 

Kanamycin 

0 100 

Gentamicin 

2 11  98  100 

Tobramycin 

4 19  98  100 

Amikacin*  * 

2 44  100 

Netilmicin*** 

8 29  100 

*=Trimethoprim,  1 part:  Sulfamethoxazole  5 parts 

* *=BBK-8 

* * *=Sch.  20569 

FIGURE  2.  Susceptibility  of  72  strains  of  group  B streptococci  to  22  antimicrobial  agents. 
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Antimicrobial  Agent 


Cumulative  % of  Strains  Inhibited  by  Concentration 


.03  0.1 

0.2 

0.4 

0.8 

i .6 

111 

12. 

1 21 

100 

200 

>200 

Penicillin  G 

9 

98 

99 

100 

Penicillin  V 

63 

98 

99 

100 

Ampicillin 

1 

10 

99 

100 

Carbenicillin 

1 

83 

97 

100 

Oxacillin 

1 

5 

47 

97 

98 

99 

100 

Cephalothin 

3 

77 

98 

99 

100 

Cephalexin 

1 

86 

90 

100 

Vancomycin 

14 

50 

100 

Erythromycin 

1 

11 

25 

60 

64 

65 

69 

100 

Tetracycline 

4 

15 

18 

19 

22 

39 

71 

92 

100 

Clindamycin 

1 2 

3 

6 

9 

40 

61 

62 

63 

100 

Chloramphenicol 

93 

94 

100 

Gantrisin 

0 

100 

Nalidixic  Acid 

0 

100 

Nitrofurantoin 

1 

56 

94 

97 

100 

Streptomycin 

6 

33 

100 

Kanamycin 

6 

45 

70 

100 

Gentamicin 

96 

97 

100 

Tobramycin 

41 

93 

96 

97 

100 

FIGURE  3.  Enterococcus:  results  of  plate  dilution  sensitivity  tests  with  71  strains. 


strain  was  3.1  micrograrns  per  milliliter.  Fifteen 
tetracycline-resistant  group  A streptococcal  strains 
had  MICs  which  ranged  between  6.3  and  50  micro- 
grams per  milliliter. 

H.  influenzae.  Our  screening  sensitivity  test 
method  was  equally  satisfactory  with  H.  influenzae. 
In  addition,  we  have  found  the  rapid  beta  lactamase 
test  to  be  an  easily  performed  and  reliable  method 
for  testing  for  ampicillin  resistance.  During  the  past 
year  we  have  observed  only  one  organism  which  gave 
a test  which  indicated  ampicillin  resistance  by  either 
of  the  aforementioned  two  methods.  The  broth 
dilution  MIC  of  that  organism  was  100  micrograms 
per  milliliter.  Results  of  screening  sensitivity  tests 
for  61  H.  influenzae  isolates  against  four  antibiotics 
are  presented  in  Table  IV.  Ten  erythromycin-re- 
sistant strains  had  MICs  which  ranged  between  3.1 
and  6.3  micrograms  per  milliliter. 

Kntcrococcus,  Group  B streptococcus.  Results 


of  plate  dilution  sensitivity  tests  with  71  enterococcal 
and  72  group  B streptococcal  strains  are  presented 
in  Figures  2 and  3. 

Heteroresistant  S.  aureus.  We  screened  430  S. 
aureus  strains  by  the  methods  described  and  found 
no  isolate  which  was  definitely  heteroresistant. 

Comment 

Comparison  of  the  results  of  disk  sensitivity  tests 
from  our  two  hospitals  and  for  outpatients  illustrates 
the  point  that  antibiotic  sensitivity  trends  vary  from 
place  to  place.  It  is  our  opinion  that  each  hospital 
bacteriology  laboratory  should  maintain  its  own 
antibiotic  sensitivity  statistics  and  make  the  results 
of  its  tabulations  available  to  the  medical  staff  and 
to  the  hospital  infection  committee.  There  are 
severai  ways  in  which  this  information  can  be  used. 
First,  it  can  serve  as  a guide  to  physicians  for  initial 
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treatment  of  infections  in  other  than  life-threatening 
situations  before  the  results  of  sensitivity  tests  aoc 
known.  Second,  the  appearance  of  new  trends  in 
antibiotic  resistance  will  be  readily  apparent  to  those 
who  examine  the  tabulations.  The  recent  emergence 
of  gentamicin  resistance  in  our  hospital  is  an  example 
of  such  a new  trend.  Third,  since  antibiotic  usage  is 
an  important  determinant  in  the  emergence  of  re- 
sistant strains,  comparison  of  the  sensitivity  trends 
for  various  hospital  areas  with  statistics  about  drug 
use  in  those  areas  can  assist  the  infection  committee 
or  other  interested  hospital  agencies  in  making  rec- 
ommendations about  antibiotic  use. 

Gentamicin  resistance  is  now  a serious  problem  at 
our  hospitals.  We  have  analyzed  the  microbiologic 
and  biochemical  characteristics  of  our  resistant 
strains.  The  data,  which  we  have  presented  else- 
where, show  that  resistance  is  largely  due  to  an  en- 
zyme which  acetvlates  deoxystreptamine-containing 
aminoglycoside  antibiotics  including  kanamycin, 
neomycin,  tobramycin,  and  gentamicin  at  the  3-N- 
position.4,5  This  enzyme  is  apparently  associated 
with  an  R factor  which  is  transmissible  between 
Enterobacteriaceae  of  many  species  and  P.  aerugi- 
nosa. We  have  also  isolated  two  strains,  one  P. 
aeruginosa  and  one  Serratia  marcescens,  which 
apparently  possess  a 6'N-acetylating  enzyme.6  This 
enzyme  can  inactivate  all  of  the  deoxystreptamine 
aminoglycoside  antibiotics  including  the  newly  re- 
leased amikacin  and  the  still  experimental  netilmi- 
cin. 

We  would  not  advise  hospital  laboratories  to  per- 
form sensitivity  tests  under  routine  circumstances 
on  pneumococci,  group  A or  B streptococci,  or  en- 
terococci. Currently  available  published  literature 
shows  that  penicillin  G remains  effective  against  all 
of  these  organisms  regardless  of  geographic  locale. 
Ampicillin  may  hold  a slight  advantage  in  the  treat- 
ment of  enterococcal  infections.  In  patients  who  are 
not  allergic  to  penicillin,  these  drugs  can  be  recom- 
mended with  confidence.  It  is,  of  course,  entirely 
possible  that  penicillin-resistant  strains  may  emerge 
in  the  future.  Surveys  like  the  present  one,  per- 
formed by  larger  hospitals,  government  health 
agencies,  and  medical  school-affiliated  institutions 
may  help  to  detect  these  developments  should  they 
occur. 

Tetracycline  resistance  in  pneumococci,  although 
uncommon,  has  been  seen  at  institutions  other  than 
ours. ' 8 Cephalosporins,  erythromycin,  and  the 
lincomycins  remain  effective  second-choice  drugs  in 
the  treatment  of  pneumococcal  infections.  Surveys 
ol  antibiotic  sensitivity  of  group  A and  B streptococci 
done  elsewhere  have  yielded  results  similar  to  those 
presented  here.  Tetracycline  resistance  is  common, 
and  erythromycin-  and  lincomycin-resistant  strains 
are  occasionally  seen.9-12  The  results  of  our  tests 
with  enterococci  are  similar  to  surveys  performed  at 
other  institutions.13,14  The  only  uniformly  effective 
alternative  for  treatment  of  enterococcal  infections 


other  than  urinary  tract  infection  is  vancomycin. 
This  drug  should  be  considered  for  treatment  of  en- 
docarditis in  penicillin-allergic  patients.  Because 
of  vancomycin’s  potential  toxicity,  in  vitro  tests 
should  be  used  to  guide  treatment  in  penicillin-al- 
lergic patients  who  have  infections  other  than  en- 
docarditis. 

Ampicillin  resistance  in  H.  influenzae,  although 
only  recently  described,  has  become  a serious  prob- 
lem at  some  hospitals.15,16  Tetracycline  and  eryth- 
romycin-resistant H.  influenzae  isolates  have  been 
described  in  previous  publications.17  19  In  addition, 
reports  have  appeared  of  chloramphenicol-resistant 
strains.20  A standardized  disk  sensitivity  test  is 
available  for  use  with  H.  influenzae,  but  it  employs 
a medium  containing  chocolatized  horse  or  rabbit 
blood  with  added  supplements  in  Mueller-Hinton 
agar,  a medium  not  readily  available  in  many  bac- 
teriology laboratories.15  Sensitivity  tests  on  other 
types  of  chocolate  agar  may  lead  to  the  false  inter- 
pretation of  antibiotic  resistance.  Several  simple 
screening  tests  are  available  for  the  determination 
of  ampicillin  resistance  through  the  detection  of 
penicillinase.21  23  We  have  found  the  method  which 
we  have  described  to  be  quite  reliable.  If,  in  the 
future,  it  becomes  necessary  to  perform  other  sensi- 
tivity tests  routinely  on  H.  influenzae,  a single  broth 
dilution  method  such  as  the  one  we  have  described 
may  be  found  useful.  Alternatively,  disk  sensitivity 
tests  on  media  simpler  than  chocolate  agar  may  be 
feasible.20 

Our  failure  to  detect  heteroresistance  in  any  S. 
aureus  strains  is  surprising  in  view  of  the  frequent 
isolation  of  heteroresistant  strains  in  Europe  and 
their  occasional  detection  at  other  institutions  in  this 
country.24  Methicillin-resistant  staphylococci  of 
unspecified  type  were  the  cause  of  a recently  reported 
outbreak  of  hospital-acquired  infection  at  a nearby 
medical  center.25  Our  surveillance  for  isolates  of  this 
type  continues. 

Room  6N22,  Jacobi  Hospital 
Bronx  Municipal  Hospital  Center 
The  Bronx.  New  York  10461 
(DR.  ROSENTHAL) 
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“Mrs.  Wilson’s  Chart  ...  ah,  yes  ...  I can  see  her  chart  under  a bunch  of  forms  in  the  bottom  drawer  of  a desk  in 

GYN.” 
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Pelvic  Mass  and 
Hepatosplenomegaly 

Case  history 

Patrick  J,  Bryan,  M.D,*:  A 23-year-old  white 
female  was  first  seen  with  a one-month  history  of 
epistaxis,  weakness,  fatigue,  leg  cramps,  metrorrha- 
gia, and  menstrual  cramps.  On  physical  examina- 
tion the  patient  was  found  to  have  splenomegaly, 
moderate  hepatomegaly,  and  enlarged  axillary  and 
supraclavicular  lymph  nodes. 

Results  of  laboratory  examination  revealed  an  el- 
evated white  cell  count,  diminished  platelet  count, 

* Guest  Editor,  Assistant  Professor,  Department  of  Radiolo- 
gy- 


FIGURE  1.  Excretion  urogram  shows  medial  displacement 
of  left  kidney  by  enlarged  spleen  and  evidence  of  large  pelvic 
mass. 


and  a markedly  elevated  lactic  dehydrogenase  of 
8,000  international  units.  Radiologic  investigations 
included  intravenous  urography,  ultrasonography, 
and  computed  tomography  of  the  abdomen. 

W.  Martin  Dinn,  M.D.1-:  The  excretion  urogram, 
shown  in  Figure  1,  shows  medial  displacement  of  the 
left  kidney  with  flattening  of  its  lateral  margin. 
Although  splenomegaly  more  often  causes  inferior 

* Assistant  Professor,  Department  of  Radiology. 


FIGURE  2.  Computed  tomographic  scans.  (A)  Shows  large 
mass  in  pelvis,  with  uterus  indenting  posterior  wall  of  bladder. 
Uterus  cannot  be  differentiated  from  pelvic  mass.  Fluid-fluid 
level  present  in  bladder,  with  contrast-laden  urine  layered 
posteriorly  and  unopacified  urine  anteriorly.  (B)  Upper 
abdomen  demonstrates  splenomegaly,  hepatomegaly,  and 
para-aortic  adenopathy.  There  is  fat  along  falciform  ligament 
between  right  and  left  lobes  of  liver  (L  = liver;  N = lymph 
node;  S = spleen). 
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FIGURE  3.  Transverse  sonograms.  (A)  Of  pelvis  shows 
homogeneous  mass  with  weak  internal  echoes  posterior  to 
bladder.  Uterus  (arrows)  clearly  identified  between  bladder 
and  tumor  (B  = bladder;  T = tumor).  (B)  Plane  5 cm.  ceph- 
alad  to  Figure  3A  shows  two  continguous  pelvic  masses  (B 
= bladder). 

displacement  of  the  left  kidney,  it  can  also  displace 
the  kidney  medially  if  the  enlargement  involves  the 
inferior  portion  of  the  spleen.  There  is  also  evidence 
of  a large  soft  tissue  mass  in  the  pelvis  which  is 
compressing  the  bladder  and  displacing  the  bowel  out 
of  the  pelvis.  There  is  no  evidence  of  ureteric  ob- 
struction. 

A computed  tomogram  shows  a large  pelvic  mass 
of  soft  tissue  density  (Fig.  2A).  There  is  a sharp  in- 
dentation on  the  posterior  portion  of  the  bladder 
which  may  represent  the  uterus.  A transverse  sec- 
tion at  the  level  of  the  middle  of  the  right  kidney 
shows  splenomegaly  and  a preaortic  mass  which 
probably  represents  adenopathy  (Fig.  2B). 

A transverse  sonogram  of  the  pelvis  shows  a large 
mass  with  very  weak  internal  echoes  posterior  to  the 
bladder  (Fig.  3A).  Its  echo  pattern  indicates  that  it 
is  very  homogeneous.  In  a plane  cephalad  to  the 
uterus  the  sonogram  shows  there  are  two  separate 
components  to  the  mass  (Fig.  3B).  A sonogram  just 
above  the  level  of  the  umbilicus,  illustrated  in  Figure 
4A,  shows  evidence  of  para-aortic  adenopathy,  and 


FIGURE  4.  Transverse  sonograms.  (A)  At  level  of  lower 
pole  of  right  kidney  shows  para-aortic  adenopathy  (arrows) 
(L  = liver;  K = kidney;  V = vertebra).  (B)  Near  upper  poles 
of  kidneys  showing  splenomegaly  and  hepatomegaly.  In- 
ferior vena  cava  (closed  arrow)  and  portal  vein  (open  arrows) 
dilated  (L  = liver;  S = spleen;  K = kidney;  V = vertebra). 


a sonogram  of  the  upper  abdomen  shows  spleno- 
megaly, hepatomegaly,  and  some  dilatation  of  the 
inferior  vena  cava  and  portal  vein  (Fig.  4B). 

The  homogeneous  echo  pattern  of  the  pelvic  mass 
is  very  suggestive  of  lymphoma,  which  characteris- 
tically is  a very  homogeneous  tumor  and  may  origi- 
nate in  pelvic  lymph  nodes.  The  presence  of  upper 
abdominal  adenopathy  and  splenomegaly  further 
support  the  diagnosis  of  lymphoma.  A primary 
ovarian  carcinoma  with  metastatic  involvement  of 
para-aortic  nodes  is  a much  less  likely  possibility  in 
view  of  the  diffuse  hepatosplenomegaly. 


Dr.  Dinn’s  diagnosis 

Lymphoma. 

Dr.  Bryan:  Axillary  node  biopsy  was  done.  The 
patient  was  treated  with  chemotherapy,  but  despite 
a dramatic  initial  response,  shown  in  Figure  5,  she 
died  four  months  later. 


Pathologic  discussion 

Bedros  Markarian,  M.D.*:  Microscopic  exam- 
ination of  the  lvmph-node  biopsy  showed  replace- 
ment of  the  node  by  sheets  of  undifferentiated  lym- 
phoreticular,  primitive  stem  cells  with  a moderate 
* Associate  Professor,  Department  of  Pathology. 
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FIGURE  5.  Transverse  sonogram  of  pelvis  following  therapy 
shows  very  marked  reduction  in  size  of  ovarian  tumors  (B  = 
bladder;  U = uterus;  T = tumor). 


FIGURE  6.  Photomicrograph  of  lymph-node  biopsy  illus- 
trates sheet-like  growth  of  undifferentiated  cells  with  some 
pale  intervening  cells  suggesting  “starry  sky”  appearance 
(hematoxylin  and  eosin  stain,  original  magnification  X 
450). 

degree  of  nuclear  and  cytoplasmic  variations  (Fig.  6). 
Interspersed  among  these  cells  were  pale  cytoplasmic 
macrophages  which  imparted  a “starry  sky”  histo- 
logic pattern.  These  microscopic  findings  coupled 
with  the  clinical  presentation  strongly  suggest  a di- 
agnosis of  undifferentiated  malignant  lymphoma, 
Burkitt’s  type.1  :i  Special  lymph-node  imprint 
demonstrated  that  82  per  cent  of  the  cells  were  of  B 


FIGURE  7.  Autopsy  specimen  of  uterus  and  both  ovaries. 
Ovaries  markedly  enlarged,  8 by  4 by  3 cm.  in  size. 


cell  origin  with  surface  Ig  (immunoglobulin)M-kappa 
antibody  markers  demonstrated  by  immunofluo- 
rescent  staining.  This  finding  would  agree  with 
other  series  that  have  shown  that  Burkitt’s  tumor 
cells  are  predominantly  B cells  with  IgM  on  their 
surface.4'5 

The  patient  expired  after  a four-month  course,  and 
an  autopsy  was  performed.  The  major  cause  of 
death  was  a lymphomatous  meningitis  diffusely  in- 
volving the  cerebrum  with  focal  involvement  of  the 
cervical  spinal  cord.  In  addition,  there  was  a diffuse 
lymphomatous  infiltration  of  many  nerve  roots.  The 
most  conspicuous  findings  were  in  the  peritoneal 
cavity  where  the  ovaries  were  markedly  enlarged 
measuring  8 by  4 by  3 cm.  in  size  (Fig.  7).  They  were 
rubbery  firm  in  consistency  and  on  cut  section  had 
a homogeneous  pale  tan  color.  The  spleen  was  also 
significantly  enlarged,  weighing  430  G.,  the  normal 
weight  125  to  175  G.  Microscopic  examination  re- 
vealed both  ovaries  to  be  replaced  by  sheets  of  un- 
differentiated lymphoreticular  cells  with  a starry  sky  1 
appearance.  The  spleen  also  contained  a large 
number  of  the  same  type  of  cells.  The  final  diagnosis 
in  this  case  is  undifferentiated  malignant  lymphoma, 
Burkitt’s  type,  involving  the  meninges  of  the  cere- 
brum and  spinal  cord,  nerve  roots,  both  ovaries,  | 
spleen,  and  some  para-aortic  lymph  nodes.  The 
bone  marrow,  which  was  infiltrated  by  tumor  cells  on 
the  initial  biopsy,  showed  no  evidence  of  tumor  at  the 
time  of  autopsy. 

Radiologic  discussion 

Dr.  Bryan:  Burkitt’s  lymphoma  was  first  de-  ( 
scribed  by  Burkitt  and  Wright  in  Uganda.6  They  i 
noted  that  the  incidence  of  the  tumor  showed  geo-  1 
graphic  clustering.  It  was  first  thought  to  be  a pe- 
culiarly African  disease,  but  it  has  since  been  re- 
ported in  many  parts  of  the  world.  Time  and  space 
clustering  has  also  been  reported  outside  of  Africa,8  i 
and  there  is  a considerable  amount  of  evidence  re- 
lating the  tumor  to  infection  by  the  Epstein-Barr 
virus.7-9 

Burkitt’s  lymphoma  occurs  predominantly  in  j 
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young  people,  with  a mean  age  of  onset  at  age  10 
years.  Involvement  of  the  jaw  is  very  common  in 
African  cases,  occurring  in  55  per  cent  of  a large  series 
in  Uganda.7  Jaw  involvement  is  less  common  in 
North  American  Burkitt’s  lymphoma,  being  found 
in  18  per  cent  of  a series  of  97  patients.8 

There  is  male  preponderance  of  about  2 to  1 in 
both  African  and  North  American  cases.8-10  Among 
female  patients  the  ovary  is  the  most  frequent  organ 
involved.9,10  This  is  surprising  since  lymphocytic 
aggregates  are  never  found  in  the  normal  ovary.9 
Nevertheless,  ovarian  involvement  by  Burkitt’s 
lymphoma  occurs  in  40  per  cent  of  North  American 
cases  and  in  80  per  cent  of  African  cases.8,9,1 1 The 
small  intestine  is  affected  in  41  per  cent  of  American 
cases.8  Abdominal  lymph  nodes  are  also  frequently 
involved,  and  it  is  interesting  that  in  this  patient 
there  were  massive  ovarian  tumors,  as  well  as  in- 
volvement of  para-aortic  nodes,  spleen,  and  liver. 

Peripheral  lymph  nodes  and  spleen  are  less  fre- 
quently the  site  of  tumor  in  Burkitt’s  lymphoma  than 
in  other  lymphomas.9,12  No  organ  in  the  body  is 
immune,  however,  and  involvement  of  the  central 
nervous  system  and  bone  marrow  denotes  a partic- 
ularly poor  prognosis. 

Treatment  with  cyclophosphamide  and  other 
chemotherapeutic  agents  can  produce  long-term 
survival  in  those  patients  with  localized  tumor.8 
Central  nervous  system  and  bone-marrow  involve- 
ment invariably  indicate  a very  poor  prognosis  with 
a survival  time  measured  in  months.  Massive  bulky 
tumors  also  denote  a poor  prognosis,  as  does  a very 
high  serum  level  of  lactic  dehydrogenase,  above  700 
international  units  per  milliliter.8 

A characteristic  feature  of  Burkitt’s  lymphoma  is 
its  very  rapid  and  dramatic  response  to  chemother- 
apy. Massive  tumor  lysis  may  be  associated  with 
serious  metabolic  consequences  including  hyperka- 
lemia, hypocalcemia,  hyperphosphatemia,  hyperu- 
ricemia, and  azotemia.8  Of  22  cases  treated  with 
massive  doses  of  cyclophosphamide  by  Banks  et  al.,12 
4 died  suddenly  within  the  first  48  hours  of  therapy. 
Two  of  these  deaths  were  documented  as  being  due 
to  hyperkalemia. 

This  case  is  a good  illustration  of  the  usefulness  of 
both  ultrasonography  and  CT  (computed  tomogra- 
phy) in  the  demonstration  of  pelvic  and  abdominal 
masses.  Whereas  the  intravenous  urogram  showed 
evidence  of  splenomegaly  and  a pelvic  mass,  the  other 
two  modalities  delineated  the  masses  more  graphi- 


cally and  also  showed  the  enlarged  para-aortic  nodes 
which  were  not  appreciated  on  the  intravenous  uro- 
gram. It  is  interesting  to  note  that  the  CT  study 
failed  to  differentiate  the  uterus  from  contiguous 
ovarian  tumor,  whereas  the  sonogram  outlined  the 
uterus  very  clearly.  CT  relies  on  differences  in 
density  to  differentiate  various  structures,  and  in  this 
case  the  density  of  the  uterus  was  the  same  as  that  of 
the  ovarian  tumors.  Ultrasonography  on  the  other 
hand  depends  on  mismatches  of  acoustic  impedance 
of  tissues  to  produce  echoes.  Acoustic  impedance 
is  the  product  of  density  and  velocity,  and  thus  an 
acoustic  mismatch  will  occur  if  the  velocity  of  sound 
in  two  tissues  differs  even  when  their  densities  are 
identical.  This  is  probably  the  explanation  for  the 
clear  delineation  of  the  uterus  and  its  differentiation 
from  the  adjacent  tumor  in  this  case.  This  phe- 
nomenon constit  utes  an  important  advantage  of  so- 
nography over  computed  tomography  whenever  a 
lesion  is  isodense  with  a contiguous  organ. 

Final  diagnosis 

Burkitt’s  lymphoma  with  ovarian  involvement 
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In  many  ways  it  is  remarkable  how  useful  the  pen- 
icillin antibiotics  remain  after  30  years  of  worldwide 
use.  This  two-part  article  will  review  aspects  of  the 
antimicrobial  activity,  pharmacology,  toxicology,  and 
clinical  usefulness  of  the  available  penicillins.  It  is 
hoped  that  this  review  will  clarify  some  of  the  reasons 
one  agent  is  chosen  over  another  in  a particular  in- 
fection. 

Penicillins  commercially  available  in  the  United 
States  can  be  divided  conveniently  into  four 
groups. 

I.  Natural  penicillins 

A.  Benzylpenicillin  G 

B.  Phenoxymethyl  penicillin  (V) 

II.  Penicillinase-resistant  penicillins 

A.  Methicillin 

B.  Nafcillin 

C.  Isoxazolyl  penicillins 

1.  Cloxacillin 

2.  Dicloxacillin 

3.  Oxacillin 

III.  Aminopenicillins 

A.  Ampicillin 

B.  Amoxicillin 

IV.  Antipseudomonas  penicillins 

A.  Carbenicillin 

B.  Ticarcillin 

C.  Indanylcarbeniciilin 

This  grouping  is  principally  on  the  basis  of  anti- 
bacterial activity,  but,  as  will  be  pointed  out,  great 
overlap  exists.  The  significant  differences  which 
exist  between  members  of  a group  usually  are  due  to 
differences  in  pharmacologic  properties,  although 
one  compound  in  a class  may  be  more  active  than 
another.  Often  it  is  not  understood  that  the  oral 
absorption,  acid  lability,  distribution  into  body 
fluids,  biotransformation,  and  renal  excretion  in 
health  and  disease  are  remarkably  different  for 


compounds  of  virtually  identical  in  vitro  antibacterial 
activity.  Thus  it  is  important  for  the  physician  not 
only  to  be  familiar  with  the  antibacterial  profiles  but 
also  to  have  an  understanding  of  pharmacologic  and 
pharmacokinetic  behavior. 

Penicillins  have  been  available  for  such  a long 
period  that  most  physicians  would  assume  that  the 
mechanism  of  action  by  which  they  kill  bacteria  is 
fully  delineated.  Bacteria,  unlike  mammalian  cells, 
are  surrounded  by  a protective  covering  of  a cell  wall 
which  confers  shape  on  the  microorganism  and  per- 
mits an  increased  osmotic  pressure  within  the  cell. 
It  has  long  been  known  that  penicillins  act  as  selec- 
tive inhibitors  of  bacterial  cell-wall  synthesis. 
Studies  have  suggested  that  penicillins,  through  a 
structural  similarity  to  one  of  peptide  links  in  cell- 
wall  structure,  could  bind  to  a cell-wall  enzyme,  a 
transpeptidase,  and  thereby  inhibit  an  essential  step 
in  normal  bacterial  growth,  cross  linkage  between  the 
long  chain  polymers  of  the  cell  wall. 

More  recently  it  has  been  shown  that  there  are  a 
number  of  enzymes  involved  in  determining  cell  wall 
shape,  in  elongation  of  the  cell  wall,  and  in  initiation 
of  cell  division.1  For  example,  enzymes  called  mu- 
copeptide  hydrolases  produce  cleavage  points  in  the 
intact  bacterial  cell  wall.'2  These  gaps  are  needed  so 
that  new  wall  material  may  be  inserted.  An  enzyme 
referred  to  as  an  endopeptidase,  which  appears  to  be 
similar  to  the  transpeptidase,  allows  formation  of  the 
cell  septum.  At  low  concentrations  of  penicillin  the 
bacterium  does  not  produce  septa  but  rather  becomes 
an  elongated  organism  of  filamentous  shape.  At  high 
concentrations  of  penicillin,  side-wall  synthesis  and 
elongation  are  inhibited  because  another  group  of 
enzymes,  glycosidases,  are  inhibited. 

These  studies  have  also  explained  to  some  extent 
two  very  interesting  phenomena.  We  see  different 
changes  in  bacteria  when  exposed  to  very  similar 
antibiotics,  such  as  ampicillin  and  amoxicillin. 
Escherichia  coli  form  long  filamentous  forms  in  the 
presence  of  low  concentrations  of  ampicillin,  but  in 
the  presence  of  amoxicillin  rapidly  form  osmotically 
unprotected  spheroplasts  which  lyse.1,2  Presumably 
different  enzymes  are  being  preferentially  affected 
by  these  two  related  penicillins.  Whether  such  ob- 
servations have  any  relevance  to  human  infection  is 
still  unknown.  The  second  phenomenon  is  that  of 
bacterial  persisters.3  Penicillin  is  lethal  only  to  ac- 
tively growing,  hence  dividing,  bacteria.  In  any 
bacterial  population  there  are  undoubtedly  small 
numbers  of  organisms  which  are  not  dividing  at  the 
moment  the  drug  is  introduced.  Penicillins  can,  in 
this  situation,  actually  inhibit  hydrolase  activity, 
thereby  preventing  new  growth  points  and  subse- 


768  New  York  State  Journal  of  Medicine/April  1977 


TABLE  I.  Usual  minimal  inhibitory  concentrations  of  penicillins  against  cocci* 


Type  of  Cocci 

Penicillin 

G 

Penicillin 

V 

Ampicillin 
(Amoxi- 
cillin ) 

Methi- 

cillin 

Cloxacillin 

Oxacillin 

Nafcillin 

Carbeni- 

cillin 

(Ticar- 

cillin) 

S.  pneumoniae 

0.1 

0.02 

0.02 

0.1 

0.2 

0.04 

0.02 

0.4 

S.  pyogenes 

0.005 

0.01 

0.02 

0.2 

0.04 

0.04 

0.02 

0.2 

S.  agalactiae 

0.005 

0.01 

0.02 

0.2 

0.06 

0.06 

0.02 

0.2 

S.  viridans 

0.01 

0.01 

0.05 

0.1 

0.1 

0.1 

0.06 

0.2 

S.  fecalis 

3 

6 

1.5+ 

>25 

>25 

>25 

8 

50 

Peptostrepto- 

coccus 

Staphylococcus 

aureus 

0.2 

0.5 

0.2 

2 

2 

0.6 

0.5 

0.4 

Penase  nega- 
tive 

0.02 

0.02 

0.05 

1 

0.1 

0.3 

0.25 

1.2 

Penase  posi- 
tive 

>25 

>25 

>25 

2 

0.25 

0.4 

0.25 

25 

Staphyloecus 

epidermidis 

0.02 

0.02 

0.05 

0.8 

0.05 

0.05 

0.05 

0.8 

Neisseria 
gonorrhoeae  * * 

0.01 

0.1 

0.03 

12 

12 

12 

12 

0.3 

Neisseria  men- 
ingitidis 

0.05 

0.25 

0.05 

6 

6 

6 

6 

0.1 

• Expressed  as  mean  micrograms  per  milliliter, 
t Amoxicillin  has  a mean  MIC  of  0.4. 

* * Can  range  from  0.005  to  100. 


quent  cell  rupture.  When  the  drug  is  removed,  these 
quiescent  organisms  can  resume  normal  growth  cy- 
cles. 

In  essence  we  can  say  that  all  the  penicillins  act  by 
inhibiting  cell-wall  growth,  but  many  different 
mechanisms  are  involved  in  this  process.  Realization 
that  the  cell  wall  structure  is  so  complex  has  led  to 
studies  to  produce  penicillins  which  will  attack  or- 
ganisms heretofore  always  resistant  to  beta-lactam 
compounds. 

Mechanisms  of  resistance  to  penicillins 

Before  reviewing  the  antibacterial  spectra  of  the 
various  penicillins,  it  is  useful  to  consider  why  or- 
ganisms are  resistant.  There  are  several  mechanisms 
of  resistance  which  are  well  studied.  The  first 
mechanism  is  that  of  a permeability  barrier  in  which 
the  agent  fails  to  enter  the  cell  and  to  reach  a receptor 
site.  The  second  mechanism  is  that  of  destruction 
of  the  compound  via  an  enzyme  referred  to  as  a 
beta-lactamase  which  opens  the  beta-lactam  ring 
that  is  essential  for  antibacterial  activity.  Modifi- 
cations to  overcome  destruction  unfortunately  are 
often  ones  which  result  in  decreased  permeability.4 
Thus  the  antistaphvlococcal  penicillins  are  capable 
of  resisting  hydrolysis  by  staphylococcal  beta-lac- 
tamases, but  this  stability  carries  with  it  decreased 
activity  against  gram-negative  organisms.  There  are 
a number  of  different  types  of  beta-lactamases  in  the 
Enterobacteriaceae  and  in  Pseudomonads.  The 
most  widely  distributed  in  nature  are  those  whose 
synthesis  is  mediated  by  plasmids,  or  R factors.0 
The  differences  in  activity  of  agents  such  as  ampi- 
cillin  and  carbenicillin  against  Enterobacter  and 
Proteus  vulgaris  is  due  to  the  relative  stability  of 
carbenicillin  to  hydrolysis  by  beta-lactamase  pro- 


duced by  these  microorganisms.  For  example,  one 
of  these  species  which  can  destroy  100  per  cent  of 
ampicillin  in  a time  unit  destroys  only  10  per  cent  of 
carbenicillin.  This  property,  plus  good  entry  into  the 
bacterial  cell,  explains  the  activity  of  the  carbeni- 
cillin. 

Antibacterial  activity 

Microorganisms  can  be  divided  into  groups  in 
many  different  ways,  but  it  is  still  convenient  to 
consider  them  as  cocci  and  bacilli.  Streptococci  of 
the  Streptococcus  pyogenes  group  A,  Streptococcus 
agalactiae  group  B,  Streptococcus  viridans,  Strep- 
tococcus pneumoniae  or  pneumococcus,  pepto- 
streptcocci,  and  the  anaerobes  have  remained  ex- 
tremely sensitive  to  penicillin  G.6-8  Group  D 
streptococci  includes  Streptococcus  bovis,  which  is 
sensitive,  and  the  true  enterococci,  Streptococcus 
faecalis,  Streptococcus  fecium,  Streptococcus  du- 
rans,  and  Streptococcus  liquifaciens,  which  have 
always  been  relatively  resistant  to  penicillin.  En- 
terococci have  characteristically  shown  a great  dif- 
ference between  the  level  required  to  inhibit  these 
organisms,  the  MIC  (minimal  inhibitory  concentra- 
tion) and  the  amount  required  to  kill,  or  the  MBC 
(minimal  bactericidal  concentration). 

How  do  other  penicillins  compare  with  penicillin 
G against  these  organisms?  Table  I summarizes  this 
information  in  the  form  of  the  MIC  values,  a test  tube 
test  of  antimicrobial  activity.  The  lower  the  MIC, 
the  more  active  the  drug.  The  levels  of  penicillin  V 
needed  to  inhibit  these  organisms  is  virtually  iden- 
tical or  perhaps  minimally  greater.  The  same  could 
be  said  for  ampicillin  and  amoxicillin,  except  that 
amoxicillin  may  be  more  active  against  enterococci. 
The  semisynthetic  antistaphylococcal  penicillins  are 
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TABLE  II.  Activity  of  penicillins  against  selected 
bacilli  and  anaerobic  organisms* 


Organism 

Penicillin 

G 

Ampi- 

cillin 

Oxacillin 

Carbeni- 

cillin 

Cl.  perfringens 

0.5 

0.05 

0.5 

0.5 

C.  diphtheriae 

0.1 

0.02 

0.1 

0.1 

L.  monocyto- 
genes 

0.2 

0.1 

1.25 

1.25 

Hemophilus 

influenzae 

0.8 

0.5 

25 

0.5 

Bacteroides 

melanino- 

genicus 

0.5 

0.5 

>100 

0.5 

Fusohacterium 

nucleatum 

0.5 

0.1 

>100 

0.5 

Bacteroides 

fragilis 

32 

32 

>500 

64 

* Expressed  as  micrograms  per  milliliter. 


all  active  against  these  chcci  but  to  a lesser  degree 
than  penicillin  G.6,7  Nonetheless,  it  is  important  to 
remember  that  pneumococci  and  streptococci,  except 
for  enterococci  and  peptostreptococci,  are  actually 
inhibited  by  concentrations  of  drugs  such  as  methi- 
cillin,  oxacillin,  cloxacillin,  or  nafcillin  at  levels  less 
than  that  needed  to  inhibit  staphylococci. 

Staphylococci,  both  Staphylococcus  aureus  and 
Staphylococcus  epidermidis,  have  become  increas- 
ingly resistant  to  penicillin  G.  In  most  hospitals  80 
to  95  per  cent  of  hospital-acquired  staphylococci  are 
resistant  to  penicillin  G by  virtue  of  beta-lactamase 
production.  More  than  50  per  cent  of  outpatient- 
acquired  staphylococci  may  be  similarly  resistant. 
Staphylococci  resistant  to  penicillin  G are  also  re- 
sistant to  the  aminopenicillins,  ampicillin,  and  am- 
oxicillin, and  to  the  antipseudomonas  agents,  car- 
benicillin  and  ticarcillin.  We  have  been  fortunate 
in  the  United  States  that  so-called  “methicillin-re- 
sistant”  staphylococci  are  uncommon.  These  or- 
ganisms are  resistant  not  because  they  hydrolyze  the 
methicillin,  but  because  of  an  altered  mechanism  of 
cell  wall  synthesis.  It  is  crucial  to  realize  that  S. 
aureus  or  S epidermidis  resistant  to  methicillin  are 
also  resistant  to  oxacillin,  nafcillin,  and  cloxacillin. 

It  is  in  looking  at  the  gram-negative  cocci  that  we 
see  the  greatest  differences  among  the  penicillin 
classes.  Neisseria,  for  example,  are  fourfold  more 
sensitive  to  penicillin  G than  to  penicillin  V.  They 
are  almost  as  sensitive  to  ampicillin  as  to  penicillin 
G,  but  carbenicillin  is  much  less  active.  For  practical 
purposes,  the  antistaphylococcal  agents  have  only 
minimal  activity  against  either  Neisseria  meningi- 
tidis or  Neisseria  gonorrhoeae  (Table  I). 

N.  gonorrhoeae  has  become  an  increasingly  serious 
problem.  The  concentration  of  penicillin  G and 
ampicillin  needed  to  inhibit  these  organisms  gradu- 
ally increased  over  the  years.9  But  the  more  resis- 
tant strains  tended  to  produce  local  disease  in  the 
genital  area,  whereas  disseminated  disease  or  ar- 
thritis usually  was  due  to  organisms  which  were  still 
quite  sensitive  to  penicillin.  Unfortunately  this  year 
strains  from  the  Far  East  and  Africa  began  to  appear 


in  the  United  States  and  Britain  which  were  truly 
resistant  to  penicillin  G and  ampicillin.  These  or- 
ganisms contain  a plasmid  which  mediates  the  pro- 
duction of  a beta-lactamase,  penicillinase,  similar  to 
the  enzyme  present  in  many  E.  coli. 10  The  overall 
impact  of  this  new  problem  cannot  be  assessed  at  this 
early  date,  but  it  will  certainly  complicate  the  treat- 
ment of  this  very  prevalent  disease. 

Penicillin  G is  effective  against  most  of  the  gram- 
positive bacilli  that  are  important  clinically,  such  as 
Clostridium  tetani,  Clostridium  perfringens,  Cor- 
ynebacterium  diphtheriae,  Bacillus  anthracis,  and 
Listeria  monocytogenes  (Table  II).  In  general, 
penicillin  G is  two-  to  fourfold  more  active  in  vitro 
than  penicillin  V or  ampicillin.  Although  the  an- 
tistaphylococcal agents  are  less  active  than  penicillin 
G,  they  do  adequately  inhibit  these  organisms  with 
the  exception  of  Listeria. 

There  are  a number  of  gram-negative  rods  of 
clinical  importance  which  are  sensitive  to  penicillin 
G (Table  II).  These  include  both  aerobic  and  an- 
aerobic species.  For  example,  anaerobic  mouth  or- 
ganisms such  as  Fusohacterium  nucleatum,  Bac- 
teroides  melaninogenicus,  and  Bacteroides  oralis  are 
all  inhibited  by  penicillin  Gina  range  of  concentra- 
tion from  0.5  to  2.5  micrograms  per  milliliter.8  Al-  I 
though  these  levels  would  not  be  achieved  by  usual 
intramuscular  doses,  intravenous  administration 
readily  provides  such  levels.  Penicillin  V is  some- 
what less  active  than  penicillin  G but  it  would  pro- 
vide adequate  levels  if  properly  administered. 
Ampicillin  actually  may  be  slightly  less  active  than 
penicillin  G against  these  species,  as  is  carbenicillin, 
but  aspects  of  the  pharmacology  of  these  agents  may 
obviate  these  in  vitro  differences.  In  contrast,  the 
antistaphylococcal  agents  do  not  show  very  good 
activity  against  these  organisms. 

Hemophilus  influenzae  falls  into  a category  all  by 
itself.  Penicillin  G has  variable  activity  against  these 
organisms,  both  the  encapsulated  forms  such  as  the 
group  B strains,  which  produce  infantile  croup  and 
meningitis,  and  the  nonencapsulated  untypable  ones 
which  produce  otitis  media  and  exacerbations  of 
bronchitis.  Penicillin  V is  distinctly  less  active  than 
penicillin  G or  ampicillin.  Until  recently  ampicillin 
would  have  been  the  agent  of  choice  for  Hemophilus 
infections  in  preference  to  chloramphenicol,11  but 
there  are  now  strains  of  H.  influenzae  group  B in  all 
parts  of  the  world  which  are  resistant  to  ampicillin 
because  they  contain  a plasmid  which  mediates 
production  of  a beta-lactamase  that  hydrolyzes  the 
ampicillin.  There  are  several  incongruities  about 
Hemophilus.  Although  none  of  the  penicillins  of  the 
methicillin-oxacillin  class  are  destroyed  by  this  en- 
zyme, only  methicillin  could  be  considered  to  be  ac- 
tive. The  isoxazolyl  penicillins  do  not  enter  the  or- 
ganisms and  hence  do  not  inhibit  these  bacteria. 
Although  carbenicillin  can  be  destroyed  by  this 
beta-lactamase  if  the  enzyme  is  present  in  an  or- 
ganism such  as  E.  coli  or  if  the  enzyme  is  isolated 
from  the  Hemophilus,  carbenicillin  or  ticarcillin  will 
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TABLE  III.  Activity  of  penicillins  against 
Enterobacteriaceae  and  Pseudomonas* 


Organism 

Penicillin 

G 

Ampi- 
cillin 
(Amoxi- 
cillin )t 

Oxacillin 

Carbep 

cillin 

(Ticar- 

cillin)** 

E.  coli 

100 

3 

>1,000 

6 

Proteus 

50 

3 

>1,000 

1.5 

mirabilis 

Klebsiella 

>400 

200 

>1,000 

>400 

Enterobacter 

>500 

>500 

>1,000 

50 

Serratia 

>500 

>500 

>1,000 

100 

Salmonella 

10 

1.5 

>1,000 

3 

Shigella 

20 

1.5 

>1,000 

3 

P.  vulgaris 

>500 

>500 

>1,000 

12.5 

Providencia 

>500 

>500 

>1,000 

12.5 

Acinetobacter 

>500 

250 

>1,000 

25 

Pseudomonas 

>500 

>500 

>1,000 

50 

• Expressed  as  micrograms  per  milliliter. 

t Amoxicillin  is  twofold  more  active  than  ampicillin  against 
Salmonella 

• • Ticarcillin  is  twofold  more  active  than  carbenicillin  against 
Pseudomonas. 

kill  beta-lactamase  containing  H.  influenzae  and 
cure  infections  due  to  these  organisms. 

It  is  against  the  gram-negative  enteric  bacilli  that 
the  differences  among  the  penicillins  are  the  greatest. 
Although  I have  provided  Table  III,  which  gives 
comparative  data,  I would  not  want  the  reader  to 
assume  that  this  material  would  necessarily  apply  to 
his  own  institution.  For  example,  one  E.  coli  could 
have  inhibitory  values  for  penicillin  G of  100  micro- 
grams, ampicillin  1.5  micrograms,  carbenicillin  3 
micrograms,  and  oxacillin  1,000  micrograms,  and 
another  have  inhibitory  values  of  1,000  for  penicillin 
G,  100  for  ampicillin,  and  10  for  carbenicillin.  This 
difference  is  due  to  the  presence  of  a particular 
beta-lactamase  in  the  organism.  As  mentioned 
earlier,  resistance  of  enteric  organisms  and  Pseudo- 
monads to  penicillins  is  due  to  a combination  of 
cell-wall  organization,  type  of  beta-lactamase,  loca- 
tion of  beta-lactamase,  and  affinity  of  a beta-lacta- 
mase  for  a penicillin. 

In  spite  of  these  problems,  several  generalizations 
can  be  made.  Penicillin  G will  inhibit  many  E.  coli 
and  Proteus  mirabilis  found  in  urinary  tract  infec- 
tions, but  penicillin  G is  less  desirable  than  ampi- 
cillin. Penicillin  V has  poor  activity  against  gram- 
negative bacilli,  and  the  antistaphylococcal  agents 
such  as  methicillin  or  cloxacillin  possess  virtually  no 
activity. 

How  useful  is  ampicillin  or  amoxicillin?  The 
aminopenicillins  inhibit  85  per  cent  of  E.  coli  and  P. 
mirabilis  isolated  in  the  community.12  Most 
Klebsiella,  Enterobacter,  Serratia,  indole-positive 
Proteus  such  as  Proteus  morganii  and  P.  vulgaris, 


and  Providencia  are  resistant.  Although  most  Sal- 
monella typhii  are  sensitive,  some  isolates  from 
Mexico  and  Central  America  are  resistant.  Many 
Salmonella  typhimurium  are  resistant  and  at 
present  most  Shigella  sonnei  are  resistant,  although 
Shigella  flexneri  are  still  inhibited  by  ampicillin. 

Carbenicillin  and  ticarcillin  are  active  against  E. 
coli  and  P.  mirabilis,  but  in  addition  to  their  im- 
portant activity  against  Pseudomonas  aeruginosa, 
they  inhibit  many  Enterobacter,  most  indole-posi- 
tive Proteus,  some  Serratia,  most  Providencia,  and 
Acinetobacter. 13 

1 have  not  mentioned  Bacteroides  fragilis.  Where 
do  the  penicillins  fit?  This  is  a problem  which  is  not 
solved.  Many  bacteroides  produce  beta-lactamases 
which  destroy  penicillins.  Most  B.  fragilis  will  be 
inhibited  only  by  high  concentrations  of  penicillin  G 
and  not  inhibited  by  ampicillin.  Carbenicillin  and 
ticarcillin  will  inhibit  in  excess  of  50  per  cent  of  iso- 
lates at  concentrations  that  can  be  achieved  in  man 
with  the  currently  used  programs  of  administra- 
tion.8 
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New  York,  N.Y.  10032 
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Part  II  will  appear  in  the  May  issue  of  the  Journal. 
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Liberation^  woman 


Molly  Pitcher  loved  her  husband. 

So  much  so,  that  when  he  went  into  battle 
during  the  Revolution,  she  did  too.  Right  by  his  side. 

Then  one  day,  while  loading  cannons,  he  was 
killed  by  a British  bullet. 

Molly  knew  the  time  had  come  to  take 
stock  in  her  country  So  she  picked  up 
where  her  husband  left  off.  And  when 
the  smoke  cleared,  America  had  a 
new  victory  and  a new  heroine. 

Today,  when  it’s  time  to  take 
stock  in  their  country,  Americans 
buy  U.S.  Savings  Bonds. 

When  you  join  the  Payroll 
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200  years  at  the  same  location. 


Savings  Plan  at  work,  a little  is  set  aside  from  each 
paycheck  to  buy  Bonds.  Regularly.  Automatically. 

That  way,  you’re  making  a real  investment  in 
your  future.  And  in  America’s,  too. 

So  buy  United  States  Savings  Bonds. 

Right  from  the  start,  it’s  been  an  equal 
opportunity  investment. 


Now  E Bonds  pay  6%  interest  when  held  to  maturity 
of  5 years  (4)4%  tne  first  year).  Lost,  stolen  or  destroyed 
Bonds  can  be  replaced  if  records  are  provided.  When 
needed,  Bonds  can  be  cashed  at  your  bank.  Interest  is 
not  subject  to  state  or  local  income  taxes,  and  federal 
tax  may  be  deferred  until  redemption. 
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Electrocardiograms 
of  the  Month 
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QUESTION  217.  What  is  the  rhythm,  lead  II? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  217.  Beats  2,  4,  6,  and  last  are  each 
coupled  to  the  preceding  one.  The  first  beat  of  the 
couplet  is  a sinus  beat;  the  second  is  a VPC  (ven- 
tricular premature  contraction).  The  seventh  beat 
is  sinus  in  origin.  The  eighth  is  a VPC  with  a shorter 
coupling  interval.  It  triggers  a brief  run  of  ventric- 
ular tachycardia.  Sinus  rhythm  then  resumes  with 
a coupled  ventricular  beat.  It  is  interesting  that  al- 
though the  ventricular  tachycardia  is  triggered  by  a 


VPC,  the  VPC  occurs  after  the  T wave  and  not  on  the 
so-called  vulnerable  period. 

Question  218.  A P wave  precedes  all  QRS  com- 
plexes. The  apparent  P-R  interval  varies  from  0.11 
to  0.12  second.  The  QRS  measures  from  0.08  to  0.12 
second.  A slurred  upstroke  is  present  in  the  V leads 
and  II,  III,  and  aVf.  This  slurred  wave  is  a delta 
wave.  The  patient  has  Wolff-Parkinson-White 
syndrome  with  a short  P-R  interval  and  a delta  wave 
and  prolonged  QRS.  The  apparent  longer  P-R  in- 
terval and  narrower  QRS  in  leads  I and  aVl  are  due 
to  the  fact  that  the  delta  wave  is  isoelectric  in  these 
leads.  The  large  R in  Vi  through  V6  indicates  this 
is  type  A Wolff-Parkinson-White  syndrome. 
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A series  of  practical  articles 
by  and  for  physicians  concerned  with 
care  of  school-age  children 


School  Health 


NORMAN  B.  SCHELL,  M.D.,  M.P.H.,  Editor 


School  Physician 

Crucial  role  in  secondary  school 
athletics 

VIOLA  ANDERSON,  M.D. 

Bronxville,  New  York 

Attending,  Pediatrics,  Lawrence  Hospital;  President,  New  York 
State  Association  of  School  Physicians 

My  introduction  to  sports  medicine  occurred 
unexpectedly  in  August,  1969,  when  approximately 
200  urine  specimens  in  bottles  of  all  sizes  and  shapes 
were  deposited  on  my  desk  at  about  four  o’clock  in 
the  afternoon.  To  add  to  my  dilemma,  there  was 
only  a half  bottle  of  a urinary  dipstick  (Uristix)  on 
hand.  Following  that  experience  there  were  many 
other  surprises  during  the  five  years  I was  director  of 
health  services  for  the  Yonkers  Board  of  Educa- 
tion. 

Recent  history  of  problem 

In  1969  there  was  very  little  information  available 
to  the  school  physician,  particularly  in  sports  medi- 
cine. However,  my  research  coincided  with  the  surge 
of  interest  by  sports  enthusiasts  as  well  as  by  physi- 
cians who  are  both  active  in  sports  or  interested  in 
sports  medicine.  The  amount  and  quality  of  the 
information  I have  accumulated  in  the  ensuing  years 
has  made  the  subject  of  even  greater  interest  to 
me. 

In  February,  1968,  Ralph  Emerson,  M.D.,  chair- 
man of  the  Committee  on  the  Medical  Aspects  of 
Sports  of  the  Medical  Society  of  the  State  of  New 
York  and  Mr.  J.  Kenneth  Hafner  of  the  New  York 
State  Public  High  School  Athletic  Association  co- 
sponsored the  first  symposium  on  the  medical  as- 
pects of  sports  in  New  York  State.  The  last  meeting, 

Presented  at  the  1 70th  Annual  Convention  of  the  Medical  So- 
ciety of  the  State  of  New  York,  New  York  City,  General  Sessions, 
Committee  on  Medical  Aspects  of  Sports,  Joint  Meeting  with 
Section  on  School  Health;  Orthopedic  Surgery,  Tuesday,  No- 
vember 9,  1976. 


held  at  the  Concord  Hotel  in  January,  1976,  was  at- 
tended by  1,800  coaches,  trainers,  educators,  and 
physicians.  Continued  interest  in  sports  medicine 
by  physicians  brings  to  the  athlete  the  assurance  that 
every  effort  is  being  made  to  make  sports  safe,  keep 
players  in  good  condition,  and,  if  injured,  assure  the 
best  treatment. 

The  health  supervision  of  the  student  consists  of 
a good  preseason  physical  examination,  presence  of 
a physician  at  games,  and  follow-up  of  an  injury  or 
any  illness  that  may  be  a threat  to  the  student’s 
condition.  The  authority  of  the  physician  must  be 
absolute.  The  decision  to  keep  a player  out  of  the 
game  must  not  be  reversed  by  anyone  until  the 
physician  feels  the  student  can  resume  playing. 

Two  Nassau  County  youths  died  in  1976  during 
the  preseason  high  school  football  warmup.  One  of 
the  boys  had  passed  a physician’s  physical  exami- 
nation only  two  hours  before  he  collapsed.  He  had 
complained  a week  earlier  of  nausea  and  a racing 
heart;  a month  before  his  death  he  had  fainted  fol- 
lowing a workout  and  had  to  be  taken  to  the  hospital. 
His  19-year-old  sister  was  told  that  the  boy  had  a 
weak  heart.  He  loved  football,  but  for  him  football 
was  a killer. 

One  year  in  Yonkers,  a school  district  with  39,000 
students,  there  was  only  one  physician  to  do  the  ex- 
aminations for  six  high  schools.  Fortunately  for 
Yonkers  at  that  time,  school  nurse-teachers  em- 
ployed there  were  acquainted  with  the  health  histo- 
ries of  many  of  the  boys.  At  the  present  time  only 
part-time  physicians  are  employed;  the  administra- 
tors of  the  department  are  not  physicians,  nor  do  they 
have  any  medical  training  of  any  kind,  and  the  school 
nurse-teachers  have  been  scantily  replaced  with 
nurses  and  aides. 

Pre-sports  physical 

A preseason  physical  examination  should  be  per- 
formed prior  to  any  practice  or  fitness  testing.  If  a 
full-time  nurse  has  been  associated  with  the  school 
for  a number  of  years,  the  chances  are  good  that  she 
knows  the  health  histories  of  the  students.  During 
the  early  evaluation,  the  nurse  should  carefully 
question  each  student  about  his  previous  health 
history. 

In  a booklet  published  by  the  American  Medical 
Association  and  revised  in  1976,  there  is  good  advice, 
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plus  sample  forms  to  follow.1  In  New  York  State,  the 
physician  must  sign  a certificate  spelling  out  in  which 
sports  the  student  may  participate  and  those  that  are 
not  permissible. 

In  some  areas  the  family  physician  does  the 
physical  examination,  but  in  all  instances  the  school 
physician  is  the  one  person  who  is  ultimately  re- 
sponsible. At  Yonkers  all  the  examinations  were 
performed  by  school  physicians. 

Many  of  the  students  could  not  afford  a private 
medical  examination  and  were  automatically  ex- 
amined in  school. 

The  examination  of  the  students  should  not  be  so 
hurried  that  only  viability  is  ascertained.  This  may 
sound  like  a glib  remark,  but  unfortunately  in  too 
many  school  systems  this  is  a fact  of  life.  By  virtue 
of  the  sheer  numbers  of  students  who  need  to  he  ex- 
amined and  the  reluctance  of  administrators  and 
boards  of  education  to  pay  for  adequate  examina- 
tions, many  students  are  permitted  to  play  when  they 
should  be  diverted  to  other  physical  activities  for 
which  they  are  better  suited. 

Ideally,  each  examination  should  be  performed  in 
private  in  a quiet  room.  If  this  is  not  feasible,  at  least 
the  disqualified  student  should  be  entitled  to  a full 
explanation  in  private  as  to  the  reasons  why  certifi- 
cation was  not  given  to  him.  The  basic  examination 
should  include  blood  pressure,  eye  test,  hearing  test, 
and  a urinalysis,  in  addition  to  a fairly  comprehensive 
examination  including  heart,  lungs,  palpation  of  the 
spleen,  liver,  kidneys,  testicles,  and  a check  for  her- 
nias. 

New  field  studies 

In  January,  1976,  permission  was  granted  by 
Thomas  D.  Sheldon,  Ph.D.,  deputy  commissioner  of 
education,  “to  continue  the  experimental  study  de- 
signed and  implemented  in  1973  to  1974  to  develop 
and  field-test  plans  for  selecting  and  classifying 
students  for  interschool  athletic  teams.”2 

This  study  is  being  implemented  with  the  able 
assistance  of  the  New  York  State  Public  High  School 
Association,  Inc.  The  supplemental  materials  and 
specific  guidelines  can  be  obtained  from  this  orga- 
nization in  Albany.  In  addition  to  the  physical  status 
of  the  individual,  the  physician  is  asked  to  assess  the 
physical  maturity  of  the  student.  The  school  nurse 
can  evaluate  the  girls,  for  their  level  of  maturity  is 
based  on  the  date  of  their  first  menstrual  period.  For 
the  boys,  it  is  based  on  the  growth  of  facial,  axillary, 
and  pubic  hair. 

The  personnel  of  the  physical  education  depart- 
ment is  responsible  for  the  height,  weight,  age, 
physical  (neuromuscular)  fitness  and  skill  develop- 
ment, history  of  injury,  and  history  of  previous  sports 
participation.  With  this  system,  not  only  will  stu- 
dents be  playing  with  their  equals  on  the  same  team 
but  also  they  will  play  only  with  teams  that  match 
their  own  maturational  ratings.  It  is  time  to  recog- 
nize that  a big,  husky  team  is  not  a good  match  for  a 


group  of  eager  youngsters  who  are  not  as  well  en- 
dowed physically. 

Special  precautions 

The  school  physician  should  be  alert  to  the  type  of 
equipment  used,  such  as  helmets,  padding,  and  so 
forth.  If  the  equipment  is  second  hand,  great  care 
must  be  used  in  doling  it  out.  Hand-me-downs  that 
do  not  fit  or  are  worn  out  are  as  bad  as  not  having  any 
equipment.  In  Putnam  County,  two  boys  each  lost 
a kidney  because  they  did  not  wear  enough  protec- 
tion. 

The  physician  and  coaches  should  be  aware  of  heat 
illness  and  be  prepared  when  high  temperatures 
combine  with  excess  humidity.  The  New  York  State 
Public  High  School  Athletic  Association,  Inc.,  has 
duplicated  an  article  written  by  Fred  L.  Allman,  Jr., 
M.D.,3  of  Atlanta  on  “Heat  and  the  Athlete,”  and  has 
sent  it  to  all  the  coaches  in  the  State  association. 

The  physician  should  also  verify  that  adequate 
water  is  on  hand.  During  the  game,  water  intake  is 
generally  more  important  than  is  salt  supplementa- 
tion. 

The  physician  should  also  be  aware  of  the  com- 
munity facilities  available  to  care  for  the  injured 
student.  The  emergency  bag,  splints,  and  stretcher 
must  be  checked  thoroughly  before  each  game.  The 
coach,  staff,  and  senior  students  should  be  ade- 
quately trained  in  first  aid  and  cardiopulmonary 
resuscitation  for  the  emergencies  when  a physician 
is  not  present.  (In  June,  1976,  Governor  Carey 
signed  new  legislation  entitled  “New  Law  on  First 
Aid  Requirementsfor  Coaches.”4  Within  18  months 
after  passage,  all  newly  employed  coaches  must  hold 
a valid  certification  in  standard  first  aid.  Coaches 
employed  prior  to  June  15, 1976,  must  also  meet  this 
requirement.)  Prior  to  the  game,  the  location  and 
access  to  the  nearest  telephone,  ambulance  service, 
and  hospital  emergency  room  must  be  verified. 

School  Deficiencies  and  Constraints 

The  conditions  in  many  of  the  schools  in  New  York 
State  are  inadequate;  some  school  sports  programs 
are  so  poorly  organized  that  all  recent  advances  in 
sports  medicine  are  virtually  nonexistent.  Why  is 
this  not  corrected?  One  answer  is  simple.  There  is 
no  physician  in  the  State  Department  of  Education 
or  State  Department  of  Health  with  the  responsi- 
bility to  evaluate  school  health  programs.  Very  little 
information  comes  to  the  school  physician  from  Al- 
bany. Fortunately,  for  the  past  couple  of  years  the 
physicians  have  had  access  to  an  official  AMA  list  of 
disqualifying  conditions  as  a guideline.5 

Recommendations 

When  a physician  is  confronted  with  a couple  of 
hundred  physical  examinations,  he  or  she  too  often 
simply  lines  up  the  students,  checks  them  casually, 
and  passes  on  all  but  the  most  obvious  gross  defects. 
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The  physician  may  not  have  the  backing  of  the  ad- 
ministration or  of  the  local  board  of  education,  and 
since  there  is  no  higher  authority  in  the  State  what 
recourse  does  a physician  have?  A Statewide  official 
study  of  the  physical  examination  for  sports  partic- 
ipation should  be  the  first  step.  Recommendations 
as  to  the  minimum  requirements  of  the  medical 
history  and  examination  should  be  the  second  step. 
Implementing  these  standards  as  well  as  utilizing  the 
selection  and  classification  system  would  be  the  third 
step.  Injuries  and  unnecessary  deaths  in  contact 
sports  could  thus  be  prevented.  Many  schools  are 
doing  a good  job,  but  sports  medicine’s  reputation  is 
still  marred  by  those  school  administrators  who  feel 
it  is  not  necessary  to  spend  money  on  good  exami- 
nations. How  many  more  of  our  high  school  youth 
must  die  needlessly  or  be  injured  each  year  before 
something  is  done? 

In  a recent  editorial,  the  medical  director  of  the 
Nassau  County  Health  Department  states,  “that 
school  health  is  the  orphan  child  of  pediatrics  and 
public  health.”6  The  responsibility  lies  with  the 
administrators  and  boards  of  education  and  extends 
from  the  highest  level  in  the  State  department  of 


Respiratory  tract  illness  in  meat  wrappers 

It  is  likely  that  many  meat  wrappers  working  with  film 
wrap  have  respiratory  symptoms  due  to  the  thermal  de- 
composition fumes  of  the  polyvinyl  chloride  film.  Some 
of  these  may  progress  to  more  severe  respiratory  symptoms 
or  asthma.  Through  a questionnaire  survey  of  152  Hous- 
ton supermarts  involving  meat  wrappers  and  2 control 


education  down  to  the  local  districts.  For  too  long, 
health  has  been  a stepchild  of  education.  Too  many 
officials  wish  it  did  not  exist.  Some  districts  have 
excellent  programs  which  indicates  that  good  school 
health  care  is  an  attainable  goal.  For  the  protection 
of  all  the  students  throughout  the  State,  the  officials 
in  government  should  organize  a strong  school  health 
service  under  the  direct  guidance  of  a qualified 
physician. 

4 Midland  Gardens 
Bronxville,  New  York  10708 
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The  National  Health  Insurance  controversy  will 
probably  emerge  from  the  back  burner  into  the  leg- 
islative committee  hearings  and  news  media  if 
President  Carter  fulfills  his  campaign  promises.  As 
the  rhetoric  expands  in  the  coming  debates  we  can 
anticipate  the  use  of  questionable  statistics  by  some 
enthusiasts  to  denigrate  the  medical  profession.  The 
validity  of  the  arguments  matters  little  as  long  as  they 
build  up  brownie  points. 

The  fallacious  McCarthy  and  Widmer1  statistics, 
showing  an  incidence  of  24  percent  unnecessary  or 
unjustified  surgery,  are  still  being  quoted  as  factual 
even  though  their  methodology  has  been  discredited. 
It  should  be  noted  that  McCarthy  has  revised  his 
incidence  of  unnecessary  surgery  from  24  to  11  per- 
cent and  now  calls  it  “deferred  surgery.”2  The 
McCarthy  “second  opinion”  report  was  an  interesting 
project,  but  it  was  not  a study  of  unnecessary  surgery, 
and  to  extrapolate  the  findings  on  a national  basis 
merely  compounded  the  fallacy.  His  statistics  were 
based  on  the  false  premise  that  a mere  difference  of 
opinion  was  a sufficient  criterion  for  evaluating 
surgery  as  unnecessary.  We  do  not  question  his 
motive,  but  we  do  take  exception  to  his  conclusions. 
We  demonstrated  in  our  original  study  that 
McCarthy’s  study  was  invalid  and  that  the  use  of 
preset  criteria  of  indications  for  surgery  was  a more 
comprehensive  and  accurate  methodology.  This 
limited  study  in  good  hospitals  with  comprehensive 
medical  care  audits  in  the  Brooklyn-Long  Island  area 
indicated  an  incidence  of  unjustified  surgery  of  less 


than  1 percent,3  similar  to  the  findings  in  the  study 
by  Perkoff  et  al.4  in  Saint  Louis.  No  one  took  the 
time  or  made  the  effort  to  analyze  the  basic  premise: 
that  a difference  of  opinion  was  valid  in  drawing  the 
justifiable  conclusion  of  unnecessary  surgery. 

As  an  illustration,  the  United  States  Supreme 
Court  is  comprised  of  highly  qualified  jurists,  but 
they  usually  have  a difference  of  opinion,  and  it  is 
unusual  to  have  a unanimous  decision.  This  is  be- 
cause the  laws  are  not  precise  and  are  subject  to  in- 
terpretation and  a difference  of  opinion.  To  imply 
that  the  jurist  who  disagrees  is  always  right  would  be 
improper,  yet  that  philosophy  is  being  engineered 
and  publicized  by  the  McCarthy  second-opinion 
study. 

In  the  desire  to  grasp  at  any  straw  to  cut  costs, 
legislation  was  passed  in  New  York  and  elsewhere 
mandating  insurance  carriers  to  offer  second  opinions 
in  their  insurance  contracts,  although  it  may  increase 
costs.  We  do  not  object  to  another  opinion  but 
welcome  it,  and  always  have,  whenever  the  patient 
or  physician  requests  one;  consultations  have  been 
considered  good  medical  practice  for  centuries. 
What  we  do  object  to  is  mandating  a second  opinion 
on  all  surgical  procedures  and  then  refusing  to  pay 
the  hospital  or  the  physician  for  services  if  there  is  a 
difference  of  opinion,  as  practiced  by  some  labor 
unions. 

The  government  has  mandated  a second  opinion 
in  New  York  for  Medicaid  patients,  and  this  may 
reduce  costs,  not  because  of  a difference  of  opinion, 
but  because  the  paperwork  militates  against  the 
participation  in  the  program  by  the  physician.  We 
believed  this  legislation  discriminates  against  the 
Medicaid  patient  and  is  contrary  to  the  intent  of  the 
original  Federal  Medicare-Medicaid  statutes.  On 
January  19, 1976,  the  Medical  Society  of  the  State  of 
New  York  succeeded  in  obtaining  a preliminary  in- 
junction prohibiting  further  implementation  of 
mandatory  second  surgical  opinions  for  elective 
surgery  in  Medicaid  cases. 

Does  the  consumer  really  want  a second  opinion? 
The  Associated  Hospital  Service  of  New  York,  Blue 
Cross-Blue  Shield,  offered  a second  surgical  opinion 
to  some  600,000  subscribers  in  January,  1976,  and 
extended  this  to  5.5  million  subscribers  on  August  24, 
1976.  On  October  15,  1976,  they  conducted  a pub- 
licity program  and  placed  a brochure  describing  the 
plan  in  each  mailing  to  these  subscribers.  By  De- 
cember 31, 1976,  almost  1,000  had  requested  a second 
opinion,  two  thirds  of  which  were  after  the  October 
15  mailing.  Even  if  the  requests  in  the  entire  year 
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were  at  the  same  rate  as  during  the  publicity  drive, 
the  percentage  of  requests  would  be  a fraction  of  0.1 
percent.  According  to  the  Post  Standard  in  Syra- 
cuse, New  York,  of  December  13,  1976,  not  one  of 
600,000  subscribers  of  the  Central  New  York  Blue 
Cross-Blue  Shield  plan  has  taken  advantage  of  the 
offer  of  a paid,  second  surgical  opinion. 

These  early  returns  do  not  indicate  any  great  en- 
thusiasm on  the  part  of  consumers  for  a second  sur- 
gical opinion.  The  architects  of  this  program  retort 
that  the  subscribers  do  not  understand  the  plan,  yet 
they  are  the  same  people  who  keep  verbalizing  that 
the  consumer  is  qualified  to  judge  whether  the  op- 
eration is  necessary  and  also  what  type  of  operation 
they  should  have.  The  reason  they  state  that  the 
program  is  not  a success  is  because  it  is  voluntary, 
and  they  are  now  urging  mandatory  consultations  on 
all  operative  procedures.  This  is  nonsense  and  is  just 
illogical.  We  favor  voluntary  second  surgical  opin- 
ions but  prefer  true  consultations  with  all  the  in- 
volved parties  reviewing  all  pertinent  facts.  We 
believe  the  consumers  are  competent  to  make  the 
decision  as  to  whether  they  would  like  a consultation. 
We  also  believe  the  consumers  recognize  that  man- 
dated second  opinions  could  result  in  their  personal 
health  records  being  available  to  nonmedical  per- 
sonnel and  might  violate  their  right  of  privacy, 
especially  in  self-insured  union  and  management 
plans. 

The  purpose  of  this  report  is  to  test  the  validity  of 
our  original  preset  criteria  study  by  focusing  on  those 
operative  procedures  which  were  singled  out  in  the 
McCarthy  second-opinion  series  as  having  a high 
incidence  of  unnecessary  or  unjustified  surgery,  again 
based  on  his  difference  of  opinion  study.  We  con- 
centrated on  (1)  hysterectomy,  since  this  was  not 
included  in  our  original  study;  (2)  meniscectomy;  and 
(3)  cholecystectomy.  A few  hospitals  had  done  re- 
views of  T and  A (tonsillectomy  and  adenoidectomy) 
and  appendectomy  by  preset  criteria,  and  these  were 
also  included. 

The  study 

The  study  was  sponsored  by  the  Brooklyn-Long 
Island  Chapter  of  the  American  College  of  Surgeons; 
this  includes  Kings  and  Queens  Counties,  in  New 
York  City,  and  Nassau  County,  serving  a population 
of  some  six  million. 

Twenty-eight  hospitals  volunteered  to  participate 
in  the  project.  They  included  university-affiliated 
municipal  and  voluntary  hospitals,  community  vol- 
untary hospitals,  and  proprietary  hospitals.  The  bed 
capacity  ranged  from  120  to  3,000  giving  us  a broad 
mixture  of  surgical  care  in  our  area. 

The  time  span  for  review  for  most  hospitals  was 
July  1 to  December  31, 1975,  although  some  hospitals 
included  in  the  study  date  from  the  previous  three 
years,  and  one  hospital  found  it  so  valuable  that  the 
director  of  surgery  personally  reviewed  every  case  of 
cholecystectomy  over  a period  of  several  years. 


TABLE  I.  Gynecologic  criteria  predictors  for 
hysterectomy,  diseases  of  uterus 


Predictors  (Weight  by  Category)  Weight 


History  (7) 

Abnormal  bleeding  (excessive  or  irregular)  7 

Pain  5 

Enlargement  of  abdomen  5 

Physical  examination  (9) 

Pelvic  mass  io 

Lesion  of  cervix  9 

Laboratory  data  (7) 

Chest  x-ray  film  7 

Electrocardiogram  if  over  40  years  7 

Pap  smear  8 

Pregnancy  test  (childbearing  period)  5 

Indications  for  surgery  (9) 

Uterine  or  ovarian  mass  10 

Excessive  bleeding  unresponsive  to  medical  9 

or  surgical  treatment 

Pain  related  to  pelvic  pathologic  condition  7 

Preoperative  preparation:  crossmatch  blood,  8 

2 units  (8) 

Operative  description  (10) 

Description  of  operative  findings  and  pro-  10 

cedure 

Preoperative  diagnosis  confirmed  10 

Other  pathologic  condition;  operation  9 

indicated 

Other  pathologic  condition;  operation  not  5 

indicated 

No  pathologic  condition;  operation  not  —5 

indicated 

Postoperative  course  (7) 

Monitor  and  care  of  fluid  and  electrolytes  6 

Informative  progress  notes  including  com-  10 

plications  and  treatment 

Criteria  for  discharge  * 

Average  length  of  postoperative  stay  8 to  12 

days 

Outcome  f 


* Criteria  for  discharge 
Afebrile 

Wound  healing  satisfactory 
Control  of  complications 
t Outcome 
Recovered 
I mproved 
Unimproved 
Complications 
Length  of  stay 
Surgical 

Preoperative 

Postoperative 

Mortality 


All  of  the  retrospective  reviews  were  done  by 
measuring  the  indications  for  surgery  against 
preestablished  criteria,  utilizing  either  the  JCAH 
(Joint  Commission  on  Accreditation  of  Hospitals) 
PEP  (Performance  Evaluation  Procedure)  medical 
care  audit  or  the  Quality  Criteria  Predictors  of 
Hospital  Care  of  the  Medical  Society  of  the  State  of 
New  York  (Tables  I,  II,  and  III). 

If  the  operative  procedures  passed  through  the 
PEP  screen  with  verification  by  pathology  and  were 
obviously  justified,  they  were  so  considered  as  jus- 
tified. If  there  were  any  questions,  the  cases  were 
reviewed  using  the  Quality  Criteria  Predictors. 
More  specific  indications  for  hysterectomy  were 
developed  by  our  obstetricians  and  gynecologists. 
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TABLE  II.  Surgical  criteria  predictors, 
biliary  tract  disease 


Predictors  (Weight  by  Category) 

Weight 

History  (8) 

Previous  pain,  right  upper  quadrant, 

9 

biliary  colic 
Jaundice 

9 

Color  of  stool  and  urine 

7 

Food  intolerance 
Physical  examination  (8) 

8 

Right  upper  quadrant  tenderness  and 

8 

rebound 

Palpable  gallbladder  or  liver 

9 

Jaundice 

9 

Laboratory  data  (7) 
Electrocardiogram  if  over  4 5 years 

8 

Electrolytes  (if  acutely  ill)  and  sequen- 

7 

tial  multiple  analyzer  (SMA) 
Cholecvstogram  or  cholangiogram 

10 

Indications  for  surgery  (10) 

Chronic  cholecystitis  or  cholelithiasis 

10 

Acute  cholecvstitis 

10 

Jaundice  with  evidence  of  extrahepatic 

10 

obstruction 

Preoperative  preparation 

Operative  description:  description  of 

10 

procedure  and  complete  abdominal 
findings  including  detailed  description 
of  gallbladder,  common  duct,  pancreas, 
and  liver 

Postoperative  course  (7) 

Monitoring  and  care  of  fluid  and  elec- 

7 

trolyte  balance 
Condition  of  wound 

6 

Informative  progress  notes  including 

7 

complications  and  treatment 
Pathologic  condition  confirmed 

10 

Criteria  for  discharge 

* 

Average  length  of  postoperative  stay 

8 to  12 

Outcome 

days 

* Criteria  for  discharge 
Afebrile 

Wound  healing  satisfactory 
Control  of-complications 
t Outcome 
Recovered 
Improved 
Unimproved 
Complications 
Length  of  stay 
Surgical 
Preoperative 
Postoperative 
Mortality 


TABLE  III.  Surgical  criteria  predictors,  traumatic 
disease  of  knee* 


Predictors  (Weight  by  Category)  Weight 


History  (9) 

Chronology  and  onset  of  pain  and  swelling  10 

Injury:  how?  when?  where?  9 

Locking  or  instability  8 

Limited  motion  10 

Ability  to  walk  and  squat  9 

History  of  polyarthralgia  9 

Gout  9 

Physical  examination  (10) 

Tenderness  10 

Swelling  9 

Range  of  motion  and  stability  10 

Masses  8 

Thigh  and  vastus  medialis  atrophy  7 

Patella  dysfunction  7 

Services  suggested  wherein  feasible  (9) 

X-ray  films  of  knee  joints  10 

Sequential  multiple  analyzer  (SMA),  sedimen-  9 
tation  rate 

Arthrograms  and/or  arthrocentesis  9 

Latex  fixation,  if  rheumatoid  arthritis  9 

Indications  for  surgery  (10) 

Meniscus  tear  and  ligamentous  instability  10 

Joint  mouse  and  osteochondritis  diseases  10 

Hypermobile  and  recurrent  dislocation  of  10 

patella 

Chondromalacia  of  patella  10 

Preoperative  preparation  (9) 

Rigid  trial  of  conservative  therapy  10 

Evaluation  of  demands  and  need  of  patient  9 

and  expectations  of  surgical  therapy 
Operative  description:  description  of  find-  10 


ings  and  procedure  including  status  of 
joint  surfaces,  ligaments,  meniscus,  synovial 
fluid,  joint  mouse,  and  synovial  lining  of 
joint (10) 

Postoperative  course  (10) 

Informative  progress  notes  including  com-  10 

plications  and  treatment 

Rehabilitation  including  ambulation  10 

Total  (67) 

Criteria  for  discharge 
Afebrile 

Freedom  from  pain 

Ability  to  straight  leg  raise  and  do  quadri-  . . . 
ceps  exercises 

Good  function  and  absence  of  gross  swell- 
ing 

Ability  to  ambulate 

Average  length  of  stay  7 to  21 

days 

Outcome  t 


They  are  outlined  in  the  following: 

I.  Absolute  indications:  malignant  or  premalig- 

nant 

A.  Carcinoma  of  endometrium 

B.  Carcinoma  of  fallopian  tubes 

C.  Carcinoma  of  ovaries 

D.  Severe  infections  if  life-threatening,  such  as  ve- 
nereal, postpartum,  postabortal  (pelvic  inflam- 
matory disease) 

E.  Uncontrollable  hemorrhage 

F.  Ovarian  tumor  in  postmenopausal  age 

G.  Microinvasive  carcinoma  of  cervix 

H.  Adenomatosis  hyperplasia  in  the  postmeno- 
pausal age  who  is  at  high  risk  for  carcinoma 

II.  Other  indications 


’Guideline  for  screening  purposes  only.  These  guidelines  are 
subject  to  continual  review  and  revision  as  experience  dictates. 

t Outcome 
Recovered 
Improved 
Unimproved 
Complications 
Length  of  stay 
Surgical 
Preoperative 
Postoperative 
Mortality 


A.  Repair  of  cystocele,  rectocele,  enterocele  if  a 
better  repair  can  be  done;  depends  on  age,  para, 
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SEX/AGE 

F/66 

f/65 

F/l8 

M/65 

F/42 

M/60 

F/54 

F/57 

F/75 

M/7  4 

Hx  (8) 

9 

16 

18 

26 

18 

25 

17 

26 

26 

17 

2.2 

5.9 

4.4 

6.5 

4.4 

6.1 

4.1 

6.5 

6.5 

4.1 

f*  (8) 

17 

17 

26 

26 

26 

26 

17 

26 

26 

17 

5.2 

5-2 

8.0 

8.0 

8.0 

8.0 

5.2 

8.0 

8.0 

5.2 

SERVICES  (7) 

22 

25 

10 

22 

18 

12 

25 

22 

15 

25 

6.2 

7.0 

7.0 

6.2 

5-0 

5.6 

7.0 

6.2 

7.0 

7.0 

INDIC.  FOR 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

OR  DESCRIPT.  (10) 

8 

8 

8 

8 

8 

9 

8 

8 

8 

8 

8.0 

8.0 

8.0 

8.n 

8.0 

9.0 

8.0 

8.0 

8.0 

8.0 

POST-GP  COURSE  (7 

50 

50 

25 

21 

50 

50 

50 

25 

50 

50 

7.0 

7.0 

7.0 

6.4 

7.0 

7.0 

7.0 

7.0 

7 — 

7.0 

58.6 

41.1 

44.4 

44.9 

42.4 

45.7 

41.5 

45.5 

46.5 

41.3 

CHART  SCORE 

5.9 

4.1 

4.4 

4.5 

4.2 

4.6 

4.1 

4.6 

4.6 

4.1 

LOS:  Pre-OP 

Same  Day 

15 

4 

1 

5 

1 

1 

1 

lame  Day 

1 

: Post-Op 

11 

7 

7 

0 

9 

10 

8 

11 

12 

9 

COMPLICATIONS 

Post-Op 

Septic 

Shock 

Hypotens 

ion 

Post  Op 
Recurre 
Cystic 

it 

Post-Op 

Psychi 

Tachycar 

iia 

FIGURE  1. 

Cholecystectomy  quantified. 

psychological,  and  if  the  patient  agrees  and  wants 
it 

B.  Uterine  fibroids  with  excessive  bleeding,  pain, 
or  pressure  due  to  its  size,  usually  determined  by 
intravenous  pyelogram  and  barium  enema.  The 
suggested  size  is  one  of  twelve  weeks  gestation  or 
larger,  or  a fibroid  which  is  growing  rapidly  under 
the  observation  of  the  physician.  This  is  espe- 
cially important  if  the  size  is  at  least  that  of  a 


twelve-week  gestation.  If  there  is  uncertainty 
whether  the  tumor  is  of  uterine  or  ovarian  in  or- 
igin, laparotomy  may  be  indicated. 

C.  Polyp  (uterine)  in  the  postmenopausal  period 
who  has  recurrent  bleeding  after  a D and  C (di- 
latation and  curettage)  and  is  not  taking  exog- 
enous hormones 

D.  Continued  uterine  bleeding  in  the  younger  in- 
dividual after  repeated  D and  Cs  and  who  does 
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AUDIT  SUMMARY  sheet 

JCAH pepi 

Audit  Study  topic  CHOLECYSTECTOMY  Dale  June,  1976 

No.  Records  Reviewed  50  No  14015109  Units  in  Study.  Total: 

Wtr.  Physicians  in  Study:  19  Discharge 

ACTUAL  PRACTICE  SUMMARY 

PROBLEMS/ACTIONS 

Audit  Criteria 

No 

% 

1.  HISTORY 

50 

100? 

2.  PHYSICAL  EXAMINATION 
c 

50 

100? 

O 

O 3.  LAB  REQUIREMENTS 

k8 

96? 

in  2 cases  liver  function 

or  SMA  I's  not  ordered. 

3 
— > 

MD's  requested  to  provide 

reasons . 

k.  INDICATIONS  FOR  SURGERY 

50 

100? 

5.  OPERATIVE  DESCRIPTION 

50 

100? 

(Original  audit  in  11/73 

showed  only  17#  compliance 

with  description  of  findings) 

6.  POST  OPERATIVE  COURSE 

50 

100; 

' 

c 

8 7-  DISCHARGE  STATUS 

50 

1005 

° 8 . MORTALITY 

0 

0 ‘ 

9.  LENGTH  OF  STAY 

50 

100; 

10.  COMPLICATIONS 

0 

07 

FIGURE  2.  Audit  summary  sheet;  JCAH  (PEP). 


not  respond  to  hormonal  therapy-example  late 
30s  and  40s 

E.  Endometrial  hyperplasia  in  the  postmenopausal 
patient  who  is  at  high  risk  for  carcinoma 
III.  Contraindications:  in  nonmalignant  conditions 

A.  If  a woman  desires  reproductive  capacity  of 
uterus,  or  if  a woman  has  a small  family  and  de- 
sires more  children,  myomectomy  may  be  an  al- 
ternative 

B.  If  ruptured  uterus  in  the  first  or  second  preg- 
nancy, attempt  should  be  made  to  repair  it 

C.  If  pelvic  relaxation  or  uterine  prolapse  in  poor 
medical  risk  such  as  cardiac  failure  or  poor  renal 
function 

D.  If  patient  has  metastatic  carcinoma  and  short  life 
expectancy 

E.  If  patient  is  psychologically  unstable  in  her  de- 
cisions and  is  uncertain  about  it,  let  her  make  the 
decision  and  the  time  for  the  surgery  to  be  sure 
she  is  convinced  she  wants  it. 

The  indications  were  conservative,  basically 
sound,  and  acceptable.  There  will  always  be  ex- 
ceptions to  general  guidelines,  and  these  cases  were 
subject  to  additional  peer  review.  In  judgmental 


decisions,  common  sense  must  prevail,  because 
guidelines  will  change  with  experience  and  advances 
in  medicine. 

Because  of  the  financial  crunch  in  our  hospitals 
due  to  the  New  York  City  fiscal  problems,  the  cut- 
backs in  Medicaid  per  diem  and  in  elective  surgery, 
the  malpractice  crisis,  and  so  forth,  our  medical 
records  departments  are  subject  to  fiscal  restraints 
in  responding  to  the  many  requests  for  utilization 
and  quality  reviews  from  sundry  organizations.  To 
keep  our  study  protocol  simple  and  practical,  we  did 
not  request  quantifications  of  the  Criteria  Predictor 
methodology  to  arrive  at  a chart  score,  as  done  in  our 
original  study.  At  least  one  hospital  elected  to 
quantify  the  surgical  review,  as  shown  in  Figure  1, 
whereas  most  used  a checkoff  system  of  the  Criteria 
Predictors  or  PEP  validation  program.  The  purpose 
was  to  utilize  the  available  chart  documentation,  ei- 
ther by  PEP,  as  indicated  in  Figure  2,  or  Criteria 
Predictors,  and  to  arrive  at  a decision  as  to  whether 
the  operative  procedure  was  justified  or  not,  mea- 
suring the  justification  against  the  preset  indications 
for  surgery.  If  the  procedure  was  not  justified,  was 
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it  the  result  of  poor  indications  or  was  there  a medical 
contraindication? 

Results 

A total  of  4,929  operative  procedures  were  re- 
viewed consisting  of:  hysterectomy  1,901;  chole- 
cystectomy 2,114;  meniscectomy  577;  T and  A 101; 
and  appendectomy  236.  As  mentioned  earlier  in  the 
report,  the  last  two  procedures  were  not  the  primary 
focus  of  this  study.  Since  they  have  been  alleged  to 
have  a high  incidence  of  unjustified  surgery  and  were 
evaluated  by  the  same  preset  methodology,  they  were 
included  in  our  series. 

When  the  1,901  hysterectomies  were  evaluated  and 
the  documented  indications  for  surgery  were  mea- 
sured against  the  preset  criteria,  including  pathologic 
confirmation,  two  operations  were  not  justified,  and 
nine  were  questionable.  On  review,  the  nine  cases 
were  found  acceptable  by  the  hospital  review  com- 
mittees. Even  if  these  operations  were  unjustified, 
the  total  number  of  cases  considered  unjustified  was 
less  than  1 percent. 

Of  577  meniscectomies,  all  met  the  preset  criteria. 
Several  hospitals  emphasized  that  in  the  absence  of 
locking,  arthrograms  and  arthroscopy  were  routine 
diagnostic  procedures. 

Our  previous  study  revealed  a very  low  incidence 
of  unjustified  cholecystectomies.  We  have  repeated 
our  study  using  the  same  preset  criteria.  Of  2,114 
cholecystectomies  almost  all  were  considered  justi- 
fied by  the  criteria.  There  were  a few  reported  in- 
stances of  noncalculus  disease.  For  example,  in  one 
large  institution  over  a period  of  several  years  in- 
volving hundreds  of  operations,  there  were  seven 
normal  gallbladders,  but  three  of  these  were  removed 
incidental  to  liver  trauma  in  the  area  of  the  gall- 
bladder. In  another  large  hospital,  75  cholecystec- 
tomies were  done.  Seventy-two  were  for  calculus 
disease,  one  for  a cholecystocolic  fistula  and  two  for 
trauma.  The  incidence  of  unjustified  cholecystec- 
tomies in  our  study,  as  reported  by  the  respective 
hospital  review  teams,  is  negligible  and  a small 
fraction  of  1 percent. 

In  our  small  series  of  101  T and  As,  2 cases  revealed 
that  the  indication  was  less  than  desirable.  On  re- 
view, these  operations  were  considered  “indicated  in 
spite  of  the  shortcomings  in  the  record.” 

Our  previous  study  of  unjustified  appendectomies 
revealed  an  incidence  of  2.67  percent.  This  low  in- 
cidence suggested  we  were  probably  too  conservative. 
We  have  included  an  additional  series  of  236  cases 
submitted  by  a few  of  our  participating  hospitals. 
Four  cases  were  considered  not  justified.  Five  other 
cases  were  questionable,  but  on  review  by  the  hos- 
pital peer  review  committee  these  were  considered 
justified.  If  all  nine  cases  which  were  either  unjus- 
tified or  considered  questionable  were  for  argument’s 
sake  accepted  as  not  justified,  the  incidence  would 
be  3.81  percent.  It  is  of  interest  that  one  of  the 
hospitals  reported  an  incidence  of  22  percent  rup- 


tured appendices.  This  high  percentage  probably 
indicates  either  an  undue  delay  reaching  the  hospital 
or  that  the  surgeons  in  this  hospital  are  ultra  con- 
servative. 

Comment 

We  do  not  infer  that  our  statistics  reflect  the  na- 
tional incidence  of  unjustified  surgery.  Our  area  is 
unique  in  many  respects  such  as:  our  physicians 
have  been  in  the  vanguard  of  peer  review  for  many 
years;  the  region  studied  represents  the  geographic 
boundaries  of  the  Brooklyn-Long  Island  Chapter  of 
the  American  College  of  Surgeons,  and  most  of  the 
chiefs  of  services  are  Fellows  of  the  College  or  hold 
board  certification  in  their  specialty  societies  and 
participate  in  residency  training  programs;  they  have 
also  participated  in  developing  preset  criteria  in  our 
project,  in  conjunction  with  the  State  specialty  so- 
cieties, the  MSSNY  (Medical  Society  of  the  State  of 
New  York),  the  JCAH,  and  PSRO  programs;  the 
participating  hospitals  volunteered,  which  indicates 
they  have  strong  medical  care  evaluation  studies;  and 
finally,  our  PSROs,  through  our  State  Support 
Center  of  MSSNY,  are  including  quality  as  well  as 
utilization  review  in  their  assessment  programs.  Our 
medical  record  administrators  are  dedicated  and 
enthusiastic.  At  each  meeting  they  would  ask, 
“When  can  we  have  the  next  meeting?” 

Our  indications  for  hysterectomy,  as  outlined  by 
our  obstetricians  and  gynecologists,  are  conservative. 
Debatable  indications  were  not  included.  Chole- 
cystectomy indications  are  quite  standard,  with  in- 
creased emphasis  on  medical  and  cardiac  clearance 
prior  to  surgical  intervention.  Meniscectomy  review 
indicates  increased  use  of  arthroscopy  in  conjunction 
with  arthrograms  in  establishing  more  accurate  di- 
agnosis and  extent  of  the  injury.  The  incidence  of 
T and  As  has  decreased  considerably  during  the  past 
decade  with  increased  awareness  of  the  importance 
of  the  role  of  lymphoid  tissue  in  the  immune  system. 
The  antibiotic  era  has  made  many  of  these  operations 
obsolete.  We  believe  with  the  use  of  sensible  preset 
criteria  of  indications  for  T and  A,  we  will  achieve 
proper  guidelines  and  determine  the  appropriate  role 
of  T and  A.  Our  appendectomy  study  suggests  that 
with  more  attention  to  detailed  history  and  physical 
examinations,  heed  of  urinary  tract  infections,  and 
correction  of  fluid  and  electrolyte  imbalance,  we  may 
decrease  the  errors  in  diagnosis  and  complications. 

Comprehensive  preoperative  evaluation  of  elective 
surgery  is  essential  and  has  become  standard  practice 
in  our  good  hospitals.  One  of  our  participating 
physicians  stated,  “. . . patients  undergo  many  levels 
of  screening  and  peer  review  before  surgery  is  per- 
formed. With  the  exception  of  patients  admitted  to 
the  Tumor  Service  with  a tissue  diagnosis  of  malig- 
nant disease,  the  patient  must  pass  the  following  peer 
screens  before  arriving  in  the  operating  room: 
Residents  and  attendings  in  the  outpatient  depart- 
ment or  emergency  room,  residents  on  the  inpatient 
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service,  careful  personal  examination  and  evaluation 
by  the  Senior  Ward  attending,  approval  by  the  de- 
partment chairman  at  the  daily  departmental  con- 
ference.” 

A director  of  surgery  in  another  large  hospital  re- 
iterated the  same  theme  and  added,  “Indeed,  we  are 
now  about  to  he  criticized  because  of  our  rather  long 
preoperative  stay  which  our  system  tends  to  stimu- 
late.” We  must  arrive  at  a practical  preoperative 
evaluation  and  still  prevent  a prolonged  preoperative 
stay.  It  is  ironic  that  government  legislates  cost  and 
quality  controls  with  an  emphasis  on  cost  control. 
When  we  respond  in  good  faith  with  good  quality 
controls,  the  hospitals  run  the  risk  of  financial 
penalties  because  of  excessive  preoperative  length  of 
stay,  such  as  reimbursement  limited  to  one  preop- 
erative day  in  Medicaid  cases  in  New  York  State.5 


Conclusion 

We  have  presented  a critique  on  the  “Second 
Surgical  Opinion,”  including  McCarthy’s  and  Wid- 
mer’s1  study  on  the  use  of  a difference  of  opinion,  and 
have  shown  that  this  methodology  is  not  valid  for 
determining  the  incidence  of  unnecessary  or  unjus- 
tified surgery. 

We  have  tested  the  validity  of  our  previous  preset 
criteria  study  by  evaluating  4,929  operations  alleged 
to  have  a high  incidence  of  unjustified  surgery.  Our 
review  focused  on  hysterectomy,  cholecystectomy, 
and  meniscectomy,  but  also  included  a limited  study 
of  T and  As  and  appendectomy.  Our  findings  in  this 
follow-up  study,  which  utilized  preestablished  cri- 
teria for  indications  for  surgery,  substantiated  the 
results  of  our  previous  report  that  unjustified  surgery 
in  our  hospitals  with  strong  medical  care  evaluation 
programs  is  less  than  1 percent. 

We  believe  evaluation  of  indications  for  surgery  by 
preset  criteria  is  a more  rational  and  valid  method- 
ology than  using  the  second  opinion  concept,  which 
was  discredited  many  years  ago  as  unreliable. 

We  urge  that  our  studies  not  be  used  by  extrapo- 
lation to  determine  a national  average,  since  our 
project  was  done  under  very  favorable  circum- 
stances. 

We  believe  the  utilization  of  updated,  sound  preset 
criteria  of  indications  for  surgery  is  a valuable  edu- 
cational tool,  and  when  coupled  with  strong  medical 
care  evaluation  programs  will  provide  the  hard  data 
to  restore  the  public’s  confidence,  as  well  as  refute 
and  defuse  the  unwarranted  hysteria  alleging  a high 
incidence  of  unjustified  surgery. 

New  methodologies  and  criterias  will  emerge  over 
time,  but  the  essential  ingredient  for  success  remains 
the  rule  of  good  medical  practice.  This  has  been 


expressed  by  Confucius  and  many  others  and  is 
paraphrased  in  religious  doctrines:  “What  you  do 
not  want  done  to  yourself,  do  not  do  to  others.” 
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Providing 
rua  Information 
toPhystdans 


REC  ENT  CHANGES 


THERE AREA 
LOT  OF  PEOPLE 

GETTING  BETWEEN 

YOUANDYOUR 

PATIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
| dnds  of  scrutiny.  Your  control  over  patient  therapy  is 
jeing  monitored,  judged  and  occasionally  abrogated, 
l sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  substitution  [n  most  states,  pharmacy  laws, 
egulations  or  professional  custom  stipulate  that  your 
ion-generic  prescriptions  be  filled  with  the  precise  pred- 
icts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
i nore  State  laws  have  been  changed,  permitting  the  phar- 
I nacist  in  most  cases  to  select  a product  of  the  same 
! generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
aken  place  against  a background  of  growing  evidence 
hat  purportedly  equivalent  drug  products  may  be  in- 
:quivalent,  since  neither  present  drug  standards  nor  their 
:nforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
I las  not  enforced  the  same  standards  for  hundreds  of 
'follow-on”  products  that  it  had  applied  to  the  original 
SIDA  approvals.  Thus  physician  control  over  patient 
herapy  is  being  eroded  with  a risk  that  patients  may  be 
:xposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
I >f  any  significant  savings  has  been  produced. 

MAC  Vlaximum  Allowable  Cost,  MAC  for  short,  is 
i Federal  regulation  designed  to  cut  the  Government’s 
hug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  ail  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


lilt 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N. W,  Washington,  D.C.  20005 


National  Health 
Service  Corps 

Purposes  and  activities 

BRUCE  IMMERMAN,  B.A.,  M.B.A. 

New  York  City 

Regional  Program  Consultant,  National  Health  Service  Corps 


The  intent  of  the  NHSC  (National  Health  Service 
Corps),  a Public  Health  Service  program,  is  to  alle- 
viate the  acute  shortage  of  health  providers  in  rural 
and  urban  areas  by  working  with  individual  com- 
munities to  develop  their  own  resources  with  the 
hope  of  achieving  a permanent  solution  to  the  unmet 
needs  of  each  area.  The  Corps,  as  compared  with 
other  Federal  initiatives,  is  a nontraditional  program 
which  received  its  mandate  from  the  Emergency 
Personnel  Act  of  1970  and  has  grown  from  11  projects 
in  8 states  with  a field  strength  of  28  providers  to  a 
program  that  in  1975  boasted  over  400  physicians, 
dentists,  and  nurse  practitioners  in  190  communities 
in  40  states.1 

Application 

Any  community  may  apply  for  placement  of  Corps 
manpower.  However,  they  must  do  so  through  a 
local  sponsoring  agency  or  board  which  is  an  incor- 
porated nonprofit  organization  interested  in  im- 
proving health  services.  Eligibility  for  approval  of 
an  application  depends  on  the  particular  communi- 
ty’s having  been  designated  as  a critical  health 
manpower  shortage  area  by  the  U.S.  Department  of 
Health,  Education,  and  Welfare. 

Part  of  the  application  process  requires  recom- 
mendations from  the  appropriate  health  systems 
agency,  the  local  government  for  that  area,  and  from 
appropriate  state  and  county  medical  or  dental  so- 
cieties. Specifically,  professional  societies  are  re- 
quested to  certify  need  for  health  care  services.  To 
be  approved  for  assignment  of  personnel,  each 
community  which  applies  for  NHSC  support  must 
document  its  service  needs  and  lack  of  health  man- 
power to  meet  those  needs,  and  demonstrate  its 
ability  to  provide  supportive  services  and  facilities 
necessary  for  the  establishment  of  a medical  or  dental 
practice. 


Implementation 

Once  an  application  is  approved,  the  Corps  en- 
deavors to  place  between  two  and  five  health  pro- 
fessionals in  each  project.  The  category  and  number 
of  personnel  assigned  and  the  structure  in  which  they 
practice  varies  from  one  location  to  another  and  de- 
pends on  the  particular  need  of  a community.  The 
overwhelming  majority  of  physicians  and  dentists  are 
commissioned  officers  in  the  Public  Health  Service. 
Although  they  are  salaried  by  the  NHSC,  these  per- 
sons charge  fees  for  services  rendered,  and  all  revenue 
reverts  to  the  sponsoring  organization.  The  sponsor 
applies  this  revenue  not  only  toward  meeting  daily 
expenses  such  as  local  salaries,  supplies,  mainte- 
nance, utilities,  and  equipment,  but  toward  reim- 
bursing the  NHSC  for  its  reasonable  costs,  that  is, 
salaries  of  Corps  personnel. 

Unlike  other  Federal  programs,  the  NHSC  is  not 
intended  to  foster  a long-term  commitment  on  the 
Federal  government  for  health  services.  Rather,  hy 
introducing  a small  number  of  health  professionals, 
the  intent  is  to  assist  each  community  in  marshaling 
its  resources  to  develop  a rational  approach  to  im- 
proving health  services.  This  reflects  the  program’s 
ultimate  objective  either  of  having  the  NHSC  staff 
remain  in  the  community  vis-a-vis  the  private  sector 
after  their  obligation  to  the  Corps  has  terminated  or 
of  enabling  the  community  organization  to  attract 
and  retain  private  physicians  and/or  dentists  for  that 
area.  Chateaugay,  which  is  a community  in  the 
North  Country  of  New  York  State,  is  an  example  of 
the  Corps’  role.  Chateaugay  and  its  surrounding 
communities,  which  were  without  the  services  of  a 
physician  for  nearly  10  years,  formed  the  Chateaugay 
Better  Health  Organization,  Inc.,  a nonprofit  cor- 
poration, to  raise  money  to  renovate  an  existing 
structure  for  NHSC  staff.  Their  efforts  raised  in 
excess  of  $20,000. 

The  resulting  professional  building  contains  four 
examining  rooms,  laboratory  facilities  and  reception 
areas,  and  two  dental  operatories.  The  Corps  as- 
signed two  physicians  and  one  dentist  to  the  Center 
while  the  community  hired  nursing  personnel,  a 
dental  assistant,  and  clerical  staff. 

Although  the  two  NHSC  physicians  left  Cha- 
teaugay to  pursue  residency  training,  the  community 
was  successful  in  attracting  physicians  from  the 
private  sector  and  a physician’s  assistant  to  Cha- 
teaugay. After  two  years  with  the  Corps,  the  dentist 
remained  in  Chateaugay. 

The  experience  gained  since  the  program’s  in- 
ception has  shown  the  NHSC  that  structured  guid- 
ance and  preoperaiional  technical  assistance  to 
community  organizations  generally  obviates  many 
of  the  difficulties  encountered  in  implementing  a 
primary  health  care  model.  Since  the  initiative  for 
developing  NHSC  projects  rests  at  the  local  level,  it 
is  not  uncommon  to  discover  that  many  communities 
do  not  have  experience  in  administering  primary 
health  care  practices.  Hence,  emphasis  is  placed  on 
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the  composition,  function,  and  operation  of  the 
board.  Detailed  pamphlets  depicting  the  responsi- 
bilities of  the  sponsoring  organization  are  made  part 
of  the  application  process.  Moreover,  since  the 
majority  of  those  physicians  entering  the  NHSC  from 
their  residency  have  not  been  exposed  to  establishing 
a private  practice  during  their  formal  training,  the 
Corps  provides  appropriate  technical  assistance  to 
its  staff  relative  to  overcoming  this  lack  of  experience. 
Specifically,  guidance  is  provided  relative  to  practice 
policies,  the  medical  facility,  equipment  and  supplies, 
staffing  patterns,  office  procedures,  medical  records, 
third-party  insurance  billing,  and  community  rela- 
tions. 

Other  organizations,  such  as  the  Health  System 
Planning  Agency,  regional  medical  programs,  and 
professional  societies  provide  invaluable  technical 
assistance  in  developing  primary  health  care  models. 
For  example,  the  county  medical  society  can  provide 
guidance  relative  to  the  types  of  physicians  and 
equipment  needed  to  establish  a primary  care  prac- 
tice, as  well  as  assisting  in  facilitating  linkages  with 
local  providers  and  specialists  located  in  urban 
medical  centers. 

In  New  York  State,  which  is  part  of  Region  II,  U.S. 
Department  of  Health,  Education,  and  Welfare, 
serving  New  Jersey,  Puerto  Rico,  and  the  Virgin 
Islands,  there  are  12  National  Health  Service  Corps 
projects  with  23  physicians  and  1 nurse  extender. 
Presently  approved  and  staffed  NHSC  projects  are 
located  in:  Albion,  Andover,  Aurora,  Cato,  Dans- 
ville,  Hamilton,  Jefferson,  Montour  Falls,  Norwich, 
Sodus,  Tupper  Lake,  and  West  Winfield,  New  York. 
Sites  located  in  Arcade  and  Oswego,  New  York,  are 
expected  to  become  operational  in  July,  1977.  As  in 
other  regions,  NHSC  projects  are  encouraged  to  de- 
velop a broad-based  practice  which  includes  utilizing 
the  problem-oriented  medical  record  while  providing 
preventive  and  restorative  care  as  well  as  expanding 
the  community  organization’s  services  to  local 
schools,  industry,  and  health  departments.  For  ex- 
ample, many  NHSC  physicians,  in  addition  to  serv- 
ing as  local  health  officers  in  Upstate  New'  York, 
provide  early  periodic  screening,  diagnosis,  and 
treatment  services;  act  as  medical  consultants  for 
family  planning  and  women,  infant,  and  children 
programs;  and  provide  assistance  to  regional  medical 
programs  in  conducting  hypertension  and  diabetes 
screening  clinics. 

While  personnel  benefits  such  as  variable  incentive 
pay,  Family  Practice  Board  eligibility  (for  family 
physicians  serving  at  least  two  years  in  the  NHSC 
and  accumulating  150  hours  of  approved  continuing 
medical  education  courses,  which  will  expire  on  July 
1,  1977),  and  a more  equitable  matching  program, 
have  assisted  the  Corps  in  its  recruitment  efforts,  we 


have  found  that  these  benefits  or  quasiprivate 
practice  experiences  are  not  enough  to  retain  NHSC 
physicians  in  rural  areas.  In  an  effort  to  develop 
viable  practices  within  this  region,  the  NHSC  has 
assisted  community  organizations  in  establishing 
programs  that  link  Corps  personnel  to  other  pro- 
viders and  teaching  hospitals.  In  several  instances, 
physicians  have  enhanced  their  professional  expe- 
rience by  serving  as  preceptors  for  family  practice 
residents  from  Deaconess  Hospital  in  Buffalo  and 
Highland  Hospital  in  Rochester  as  well  as  second- 
and  third-year  medical  students  who  chose  to  serve 
their  elective  period  at  NHSC  projects.  A variation 
of  this  approach  is  having  one  NHSC  family  practi- 
tioner travel  to  Deaconess  Hospital  one  day  per  week 
for  the  purpose  of  acting  as  a faculty  advisor.  These 
endeavors  are  mutually  rewarding,  since  they  enable 
NHSC  physicians  to  engage  in  teaching  activities 
while  simultaneously  exposing  health  providers  to 
primary  health  care  models. 

Other  linkages  include  Highland  Hospital’s  De- 
partment of  Family  Practice  conducting  self-audit 
programs  for  Corps  personnel,  NHSC  physicians 
participating  in  the  teaching  hospital’s  grand  rounds 
and  continuing  medical  education  seminars,  as  well 
as  referring  patients  to  specialists  at  these  major  in- 
stitutions. Moreover,  linkages  occur  between  NHSC 
medical  projects  and  the  National  Library  of  Medi- 
cine via  audiovisual  equipment  and  the  American 
Group  Practice  Association. 

It  is  believed  that  endeavors  such  as  these  coupled 
with  an  increased  number  of  Board-eligible  physi- 
cians entering  the  program  will  escalate  the  Corps’ 
30  per  cent  retention  rate  for  1975,  as  compared  with 
25  per  cent  in  1974  and  3 per  cent  for  1973,  to  50  per 
cent  in  1976. 2 


Conclusion 

The  National  Health  Service  Corps  does  not  in- 
tend to  be  a panacea  for  improving  the  redistribution 
of  the  nation’s  health  professionals.  Rather,  the 
program,  in  concert  with  local  providers,  health  or- 
ganizations, and  medical  centers  is  one  alternative 
to  ameliorating  accessibility  to  primary  health  care 
in  rural  areas. 

National  Health  Service  Corps 
Department  ot  Health,  Education,  and  Welfare 
Public  Health  Service 
26  Federal  Plaza 
New  York,  N.Y.  10007 
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Philippus  Theophrastus  Bombast  von  Hohen- 
heim,  who  bestowed  on  himself  two  .additional 
names — Aureolus  Paracelsus — was  a remarkable 
medical-scientific-philosophic  personality  who 
functioned  in  the  first  half  of  the  sixteenth  century. 
One  may  ask  why  one  is  drawn  to  reflect  on  an  his- 
torical medical  figure  at  all?  Is  it  not  enough  that 
one  or  another  enriched  us  with  an  idea,  method,  or 
fact  which  we  utilize  in  medicine  today,  and  should 
we  not  be  permitted  to  forget  the  history  of  the  dis- 
covery or  the  discoverer? 

I believe  that  the  principal  living  importance  of  an 
historical  medical  or  scientific  personality  lies  in  the 
projection  of  his  character,  his  thinking,  his  action 
on  the  unsolved  problems  which  vex  us  in  our  present 
generation.  In  fact,  when  struggling  with  the  prob- 
lems of  today,  we  wish  to  confront  ourselves  with  the 
very  historical  personalities  who  intrigue  us  because 
of  their  creative  power.  And  just  because  of  this 
desire  to  stimulus  by  confrontation,  I am  drawn  to 
Paracelsus. 

His  name 

Who  was  this  remarkable  physician?  The  first 
striking  observation  is  his  bizarre  name:  Philippus, 
Theophrastus  Bombast  von  Hohenheim,  Aureolus, 
Paracelsus.  Already  from  his  name  we  may  learn 
about  the  man.  His  father,  Wilhelm,  was  an  illegi- 
timate son  from  the  noble  family  Von  Hohenheim  in 
Schwahia,  South  Germany.  The  name  Theo- 
phrastus was  given  to  Paracelsus,  by  which  name 
we  shall  refer  to  him  exclusively,  by  his  father 
who  wished  to  express  his  desire  to  grant  his  son  a 
spiritual  education  and  future,  by  reminiscence 
to  Theophrastus,  the  heir  of  Aristotle,  as  head  of  the 
Lyceum  in  classical  Athens.  Paracelsus  apparently 


adopted  the  name  Aureolus  himself,  to  indicate  the 
brilliance  of  his  own  personality  and  creativity  by 
reference  to  the  superior  property  of  gold,  the  glori- 
ous metal  that  he,  as  other  alchemists  of  his  time,  was 
eager  to  produce.  Regarding  the  name  Paracelsus, 
by  which  he  is  commonly  known  and  called  today,  its 
source,  according  to  one  version  is  the  Latinization 
of  his  family  name,  but  according  to  another  theory, 
indeed  more  fitting  his  boastful  personality,  Para- 
celsus means  “beyond  Celsus,”  that  is,  superior  to 
Celsus,  the  medical  giant  who  functioned  in  Rome  in 
the  first  century  A.D.  and  who  was  the  first  to  de- 
scribe accurately  the  character  of  the  pulse  and  the 
symptoms  and  signs  of  inflammation.  Thus,  from 
his  self-designation,  Aureolus  Paracelsus,  Paracelsus 
may  be  depicted  as  a boastful  swaggering  character, 
which  indeed  he  was,  if  not  with  a touch  of  megalo- 
mania. On  the  face  of  it,  the  name  Bombast  or 
Bombastus  itself  would  indicate  Paracelsus’  ex- 
aggerated pride,  since  the  term  “bombastic”  pres- 
ently used  to  characterize  speech  or  behavior  as 
pompous,  indeed  is  held  to  derive  from  Paracelsus’ 
other  name  Bombast,  the  same  as  that  of  his  father. 
According  to  another  version,  however,  the  term 
“bombastic”  derives  from  bombax  or  a soft  material 
like  cotton,  which  was  used  for  filling  or  padding. 
Nevertheless,  before  considering  Paracelsus  as  a 
bombastic  megalomaniac,  we  had  better  examine 
whether  his  exaggerated  self-esteem  may  not  have 
been  balanced  by  a creative  activity,  which  while  it 
may  not  justify  his  braggadocio,  might  at  least  in- 
crease our  sympathy  above  that  of  many  of  his  crit- 
ics. 

We  shall  see  that  indeed  Paracelsus’  contributions 
were  most  impressive,  if  only  mentioning  that  he  is 
considered  by  various  venerable  authors  to  have  laid 
the  foundation  of  many  new  basic  medical  princi- 
ples— that  of  metabolic  disorders,  including  hered- 
itary ones,  that  of  chemotherapy,  and  of  psychoso- 
matic medicine;  he  was  the  first  to  describe  syphilis 
accurately;  he  revolutionized  the  classification  of 
mental  diseases;  he  reestablished  the  priority  of 
clinical  experience  above  that  of  knowledge  derived 
from  the  literature;  he  was  the  first  to  describe  vari- 
ous forms  of  miners’  diseases  extensively  and  to  es- 
tablish the  connection  between  cretinism  and  en- 
largement of  the  thyroid  gland. 

How  is  it  that  Paracelsus  has  been  virtually  for- 
gotten for  many  generations?  Is  it  because  of  justi- 
fied criticism  of  his  personality  and  work?  In  1941, 
in  the  session  of  the  Royal  College  of  Medicine  of 
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England,  devoted  to  the  400th  anniversary  of  Para- 
celsus’ death,  he  was  judged:  “It  cannot  be  said  that 
the  abusive  rantings  of  Paracelsus  contributed  to  the 
general  progress  of  science  and  medicine  that  began 
in  the  sixteenth  century,  principally  as  to  the  out- 
come of  the  diffusion  of  accurate  knowledge  by 
means  of  printed  books.  For  he  was  a rude,  circui- 
tous obscurantist,  not  a harbinger  of  light,  knowl- 
edge, and  progress.”  Or  was  it  because  he  lectured 
and  wrote  in  vulgar  German,  while  in  his  time  the 
official  language  of  scientific  speech  and  writing  was 
Latin?  Or  is  it  because  during  his  life  he  did  not 
succeed  in  convincing  the  publishers  to  print  his 
books,  which  indeed  were  lying  in  private  and  mon- 
asterial  archives  until  they  were  published  only  in  the 
present  century,  and  still  are  partly  unread?  Or  does 
it  reflect  a general  phenomenon  in  the  world  of 
science  in  that  a revolutionary  prophet  is  often  not 
acknowledged,  because  the  fame  of  a living  scientist 
is  frequently  determined  more  by  his  striving  for 
academic  and  social  standing  than  by  true  appre- 
ciation of  his  creation? 

His  life 

Paracelsus  was  born  in  1493  in  the  Swiss  village  of 
Einsiedlen,  not  far  from  Zurich.  His  father,  Wilhelm 
Bombast  von  Hohenheim,  who  had  studied  medicine 
in  the  University  of  Tubingen  in  Germany,  settled 
in  Einsiedlen  as  physician  in  the  inn  situated  near  the 
“Devil’s  Bridge”  over  the  river  Siehl.  The  inn  served 
as  a transit  station  for  the  pilgrims  to  the  nearby 
monastery,  and  here  they  were  treated  by  Dr.  Wil- 
helm who  had  married  the  innkeeper’s  daughter, 
Elsa.  Paracelsus’  first  years  were  difficult;  the  family 
was  poor  and,  as  he  said  later:  “I  grew  up  in  great 
misery  and  never  was  in  a position  to  do  what  I 
wanted.”  He  was  a weak  child  and  had  rickets,  as 
has  been  deduced  from  the  peculiar  shape  of  his 
head.  When  he  was  nine,  his  mother,  Elsa,  com- 
mitted suicide  by  jumping  from  the  Devil’s  Bridge 
in  an  attack  of  depression.  As  an  additional  source 
of  Paracelsus’  misery  the  legend  mentions  that  in 
these  early  years  he  was  castrated;  whether  he  was 
attacked  by  a wild  boar  or  by  drunken  soldiers  who 
utilized  his  father’s  instruments  is  not  known. 
Whether  true  or  not,  the  legend  provides  a possible 
background  for  the  fact  that  Paracelsus  never  mar- 
ried, neither  was  any  relationship  to  the  opposite  sex 
ever  mentioned  in  his  own  writings  or  in  those  of  his 
contemporaries.  Still,  the  positive  aspects  of  this 
allegedly  miserable  period  in  Paracelsus’  life  were  the 
intimate  contact  with  his  father’s  medical  activity 
and  the  mountain  excursions  on  which  his  father 
introduced  him  to  the  world  of  plants,  experiences 
which  may  well  have  provided  the  stimulus  for  his 
future  interest  in  medicine  and  in  botany  as  a source 
of  therapeutics.  Possibly  also,  his  tragic  experience 
with  his  mother’s  disease  provided  the  motivation  for 
his  future  humane  attitude  toward  the  mentally 
deranged. 


After  his  mother’s  death,  he  was  taken  by  his  fa- 
ther to  the  town  of  Villach  in  Carinthia  (South  Tirol). 
Here  the  youngster  was  exposed  to  three  subjects: 
mining — his  father,  knowledgeable  in  minerals, 
taught  in  the  school  of  mining  close  to  the  local  iron 
mines;  alchemy,  aiming  at  the  transformation  of 
metals  mainly  into  gold  and  the  production  of  the 
“elixir,”  supposed  to  prolong  life  infinitely — again, 
his  father  was  an  ardent  alchemist;  and  finally,  the 
Latin  language  which  the  young  Paracelsus  studied 
in  a nearby  monastery — if  it  was  enough  to  speak, 
apparently  it  was  insufficient  for  expressing  himself 
in  writing. 

In  the  year  1507,  at  the  age  of  14,  Paracelsus  left 
his  father  and  went  out  into  the  world  with  the 
burning  desire  to  obtain  knowledge.  From  then  on 
he  led  a stormy  life  as  a wandering  student  for  eight 
years,  from  the  age  of  14  till  22.  As  was  customary 
in  his  time,  he  joined  a group  of  students,  “scolares,” 
and  went  from  university  to  university  to  study  under 
famous  teachers,  leaving  each  when  his  patience  was 
exhausted;  indeed  he  was  impatient,  critical,  and 
revolutionary.  It  is  known  that  he  attended  the 
universities  of  Heidelberg,  Freiburg,  Ingolstadt, 
Koln,  Tubingen,  Vienna,  and  Erfurt,  all  in  six  years, 
before  he  went  to  Italy,  the  Mecca  of  the  culture  and 
medicine  of  the  Renaissance. 

To  understand  what  confronted  him  in  these 
German-Swiss-Austrian  universities,  we  shall  try  to 
put  these  years  against  the  background  of  academic 
life  north  of  the  Alps.  Whereas  in  Italy  the  Renais- 
sance culture  had  reached  completion,  the  north 
conquered  it  later  and  incompletely.  The  humanist 
Desiderius  Erasmus  published  his  famous  satire  The 
Praise  of  Folly  in  1511,  and  Thomas  More  published 
his  Utopia  in  1516.  It  was  still  before  the  culmina- 
tion of  the  Reformation:  it  was  only  in  1517  that 
Martin  Luther  posted  his  95  theses  on  the  church 
door  in  Wittenberg.  Thus,  Paracelsus  came  to  the 
universities  north  of  the  Alps  into  an  atmosphere  of 
scholastic  discussions  and  rhetoric  studies,  and  at  the 
same  time  was  exposed  to  the  traditionally  agitated 
student  life,  including  drinking  until  intoxicated,  a 
habit  he  continued  off  and  on  throughout  his  life. 
University  life  in  those  times  no  doubt  was  turbulent: 
in  1490  the  University  of  Paris  had  some  20,000  stu- 
dents who  were  officially  forbidden  to  throw  dung  at 
the  professors  or  to  bring  prostitutes  into  the  lecture 
hall  (“actum  Veneris  exercere  in  publico”);  already 
at  that  time  the  students  revolted  against  society  and, 
for  instance,  fought  the  labor  unions. 

No  doubt  that  an  important  motive  for  Paracelsus’ 
academic  wandering  was  his  dissatisfaction  with 
rhetoric  scholasticism.  In  the  University  of  Tubin- 
gen, the  alma  mater  of  his  father,  the  youngster  was 
caught  in  the  dispute  between  the  followers  of  Aris- 
totle and  those  of  Plato.  He  chose  the  teachings  of 
the  latter  and  adhered  to  the  concept  that  the  world 
is  harmonious  and  logical,  reflecting  an  ideal  final 
state  which  can  be  reached  not  by  theological  dispute 
but  by  knowledge  of  nature.  Again  he  moved,  this 
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time  to  the  University  of  Vienna,  headed  by  a famous 
humanist,  a friend  of  his  father,  Wilhelm.  Thus,  at 
the  age  of  16,  Paracelsus  studied  the  “quadrivium” — 
arithmetic,  geometry,  music,  and  astrology.  Again, 
he  became  discontent,  and  when  the  pestilence  broke 
out  in  Vienna  in  1511,  he  left  for  Erfurt  where  he 
studied  under  famous  German  humanists  who  mixed 
anticlerical  ideas  with  drinking,  and  who  finally  were 
driven  away  by  a mass  of  revolting  citizens  who  at  the 
same  time  burned  the  university  library.  In  disgust 
Paracelsus  stated:  “in  all  the  German  schools  you 
cannot  learn  even  what  is  taught  at  the  fair  of 
Frankfurt.” 

Paracelsus  came  to  Ferrara,  Italy,  in  1513,  at  the 
end  of  the  Renaissance,  which  had  started  in  the 
thirteenth  century  with  Dante  Alighieri  and  Fran- 
cesco Petrarca.  When  Paracelsus  reached  Italy,  the 
giants  Machiavelli  (1467-1527),  Leonardo  da  Vinci 
(1452-1519),  and  Michelangelo  (1475-1564)  were 
alive  and  active.  It  was  already  after  the  revolt  of 
Savonarola  in  Firenze  ( 1494-1498)  but  much  before 
Galileo  who  was  born  in  1564  and  before  the  revolu- 
tionary anatomic  studies  of  Andreas  Vesalius,  De 
humani  corporis  fabrica,  which  was  published  in 
1543:  two  years  after  the  death  of  Paracelsus,  before 
the  publication  of  the  astonomical  theory  of  Coper- 
nicus in  the  very  same  year,  and  before  the  “surgical 
revolution”  brought  about  in  1545  by  the  French 
surgeon  Ambroise  Pare  in  the  treatment  of 
wounds. 

In  Ferrara  Paracelsus  encountered  the  Renais- 
sance in  full  majesty,  culturally  as  well  as  medically. 
But  here  again,  Paracelsus  seems  to  have  been  dis- 
appointed insofar  as  he  did  not  find  the  complete 
independence  of  thought  he  was  looking  for.  This 
may  be  understood  when  considering  Bertrand 
Russell’s  judgment  of  the  Renaissance:  “The  Ital- 
ians of  the  Renaissance  . . . substituted  the  authority 
of  the  Church  by  that  of  the  ancients.”  Instead  of 
turning  to  the  church,  the  Renaissance  Italians 
turned  directly  to  the  creators  of  the  classical 
Greek-Latin  culture,  absorbed  it,  and  thought  within 
its  context.  It  is  important  to  consider,  however,  that 
in  breaking  with  the  concepts  of  the  church  and  its 
representatives,  authority  as  the  guiding  principle 
for  thought  was  not  done  away  with.  The  revolution 
of  the  Renaissance  was  not  a liberation  from  cultural 
authority,  but  its  exchange  from  that  of  the  church 
to  that  of  the  ancients.  And  so  it  was  with  the 
medicine  that  Paracelsus  encountered  in  Ferrara: 
the  authority  of  traditional  medicine  remained,  that 
of  Hippocrates  the  ancient  Greek  master  and  of 
Galenus,  the  second-century  Roman  physician;  of 
Celsus,  mentioned  previously;  and  even  of  Avicenna 
the  Persian-Turkish  physician  living  at  the  turn  of 
the  tenth  century  A.D.  Nevertheless,  the  Renais- 
sance brought  about  an  important  change  in  the 
study  of  these  traditional  types  of  medicine:  whereas 
until  the  Renaissance  and  in  its  beginning  the  ac- 
quaintance with  these  classical  medical  giants  was 
mainly  based  on  translations  into  the  Arabic  lan- 


guage, and  the  study  of  the  Arabic  language  was  still 
obligatory  in  some  medical  schools  in  the  sixteenth 
century,  the  Renaissance  scientists  turned  directly 
to  the  source  and  often  translated  the  classic  Greek 
or  Latin  texts  themselves,  as  indeed  was  done  by  two 
of  Paracelsus’  esteemed  teachers  in  Ferrara:  Niccolo 
Leoniceno  and  Giovanni  Manardi.  True,  in  that 
time  postmortem  dissections  were  performed,  but  the 
findings  were  interpreted  or  even  falsified  to  fit 
Galenus’  anatomic  concepts  and  descriptions. 
Surgery  on  the  living  was  forbidden  and  left,  ac- 
cording to  Hippocrates’  decree,  to  the  barbers  who 
combined  surgery  and  tooth  extraction  with  the  care 
of  the  hair.  Nevertheless,  the  direct  approach  of 
Paracelsus’  teachers  to  the  classic  sources  must  have 
contributed  some  to  the  student’s  strife  for  inde- 
pendence, the  more  so  since  Leoniceno  set  an  ex- 
ample with  his  investigations  of  the  “pest  of  love”  or 
the  “French  disease,”  as  the  newly  appearing  disease 
was  designated  at  that  time  in  Italy. 

Paracelsus’  studies  in  Ferrara  were  interrupted  by 
the  outbreak  of  war  between  the  emperor  of  Germany 
and  the  king  of  France,  and,  without  having  received 
his  doctor’s  diploma,  he  joined  the  Spanish  army 
which  had  invaded  the  south  of  Italy,  as  barber- 
surgeon,  in  Napoli.  There  he  acquired  his  military 
surgical-medical  experience  after  the  many  years  of 
his  scholastic-rhetoric  and  Renaissance  education. 

Wandering  physician 

From  then,  Paracelsus  started  his  hectic  life  as  a 
wandering  physician.  Impatient  and  with  unbe- 
lievable speed,  he  traveled  from  town  to  town,  from 
country  to  country;  stayed  with  princes,  abbotts,  rich 
merchants,  philosophers,  alchemists,  and  experts  in 
the  Kabbala  and  other  mystical  books;  served  in 
various  armies;  worked  in  mines,  apparently  even  as 
a miner,  and  treated  the  poor  in  the  marketplace. 
He  wandered  through  all  European  countries,  in- 
cluding Spain,  France,  England,  Scandinavia,  the 
Baltic,  reached  Constantinople,  and  visited  the  Holy 
Land  and  Egypt.  From  there  he  returned  through 
Rhodes  and  the  Greek  islands  to  Italy.  During  this 
time  he  treated,  observed,  and  practiced  alchemy  in 
the  kitchens  of  his  hosts,  until  finally,  in  1524,  nine 
years  after  he  left  the  university  of  Ferrara,  he  re- 
turned to  his  father  in  the  town  of  Villach  from  which 
he  had  started  out  to  study  at  the  age  of  14.  But 
again  he  moved,  this  time  to  Salzburg,  where  he  was 
active  in  the  Peasant  Revolt,  taking  the  side  of  the 
peasants.  When  the  revolt  was  suppressed  in  1527, 
he  was  compelled  to  leave  and  went  to  work  in 
Strasbourg.  Finally,  he  was  called  to  Basel  to  heal 
the  famous  humanist  publisher,  Johann  Froben. 

Paracelsus’  stay  in  Basel  may  be  considered  a 
landmark  in  his  life,  whether  because  here  he  reached 
the  summit  of  his  fame,  because  there  his  medical 
and  teaching  activities  were  officially  recognized, 
because  he  exhibited  his  peculiar  eccentric  behavior 
in  the  most  pronounced  way,  or  possibly  because  in 
those  years  his  strange  opinions  and  concepts  of 
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philosophy,  medicine,  and  science  had  become 
crystallized. 

Philosophy 

In  his  philosophy  Paracelsus  referred  to  the  “cos- 
mos,” which  for  him  included  mainly  the  sun,  the 
moon,  and  the  planets;  to  God;  and  to  man  and  his 
responsibility  and  power.  According  to  Paracelsus, 
one  can  distinguish  in  the  cosmos  between  two  parts: 
the  microcosmos,  that  is  the  world  of  man,  and  the 
macrocosmos,  the  world  outside  man.  But  the  two 
are  identical,  and  everything  present  in  the  macro- 
cosmos is  found,  although  in  miniature,  in  the  mi- 
crocosmos, that  is  in  man,  in  particular,  Paracelsus. 
Thus  Paracelsus  believed  that  man  can  completely 
understand  the  microcosmos  insofar  as  he  under- 
stands himself:  “Everything  occult  shall  become 
apparent.”  Here  Paracelsus,  as  it  were,  tried  to  solve 
the  Kantian  problem  of  the  validity  of  the  laws  of  the 
human  intellect  beyond  the  human  being’s  experi- 
ence in  nature,  and  this  long  before  Kant  (1724-1804) 
stated  the  problem  explicitly.  For  Paracelsus  the 
laws  of  the  human  intellect  are  the  same  as  in  nature 
outside  the  human  being.  On  the  other  hand,  Par- 
acelsus had  to  find  a way  out  concerning  the  problem 
of  the  existence  of  a free  human  will  in  the  face  of 
predestination  by  an  omnipotent  God.  Paracelsus’ 
solution  to  this  vexing  problem,  which  continues  to 
occupy  the  minds  of  philosophers  to  this  day,  is  tor- 
tuous, to  say  the  least:  God,  in  creating  the  world, 
left  it  purposely  incomplete  to  oblige  man  to  com- 
plete it  by  his  will  and  according  to  his  responsibility. 
Thus,  according  to  Paracelsus,  man  possesses  a free 
will  which  was  granted  to  him  by  God  to  bring  the 
cosmos  to  completion;  this  he  is  able  to  do  because, 
as  microcosmos,  man  is  the  image  of  the  macrocos- 
mos and  is  able  to  understand  it  wholly  and  to  act  on 
it  successfully.  Therefore,  theoretically  and  prac- 
tically, man  has  a de  facto  absolute  autonomy,  albeit 
in  a limited  field,  together  with  an  endowment  of 
divine  power  which  obligates  him  to  employ  it.  No 
doubt  this  conviction  guided  Paracelsus  also  in  his 
medical  activity.  But  in  Paracelsus  this  basic  con- 
cept of  God,  man,  and  nature  guided  him  in  further 
important  areas  of  thought  and  action:  in  his  con- 
siderations of  the  church,  astrology  and  mystics,  and 
alchemy. 

Parcelsus’  attitude  to  the  Catholic  Church  was 
ambivalent  but  defined.  God  and  Jesus  represented 
to  him  firm  unshakable  foundations.  On  the  other 
hand,  he  loathed  monks  and  even  the  pope  insofar  as 
they  behaved  immorally:  “The  closer  Rome,  the 
angrier  Christ,”  and  “because  God  never  made  a 
monk,  never  a pope,  never  a nobleman,  never  a count 
. . . also  he  did  not  order  to  be  occupied  with  interest, 
plunder,  taxes,  bribery.”  Nevertheless,  unlike 
Martin  Luther,  he  did  not  leave  the  Catholic  Church 
because  he  accepted  the  authority  of  the  church  as 
the  supreme  institution,  even  if  degenerated,  as  he 
clearly  stated:  “Thus  authorities  are  toads,  wolves 


. . . the  sheep  must  be  obedient  to  the  wolf,  the 
chicken  to  the  fox.  And  as  they  devour  us,  sheep, 
Christus  soothes  us,  that  they  cannot  do  to  us  any- 
thing.” 

In  his  attitude  to  astrology,  he  recognized  the 
heavenly  bodies  as  fulfilling  an  active  function  in  the 
macrocosmos  and  thus  affecting  the  microcosmos, 
the  human  being.  But  here  he  differed  from  the 
classical  astrologers,  according  to  whom  the  link 
between  the  stars  and  man  was  one  way,  while  Par- 
acelsus believed  this  bond  to  be  a two-way  connec- 
tion. Just  as  the  stars  and  their  constellations  affect 
the  human  being,  so  the  human  being  is  able  to  in- 
fluence the  stars.  The  medium  which  transmits  this 
two-way  action  was  undefined,  but  there  are  indi- 
cations in  his  writings  that  he  thought  in  terms  of 
some  kind  of  physical  radiation.  In  a brilliant  hy- 
pothesis he  limited  the  influence  of  the  stars  on  the 
human  being  by  assigning  to  this  two-way  traffic 
between  them  a decisive  role  in  human  wisdom. 
Only  when  the  human  being  is  devoid  of  wisdom  will 
the  stars  be  able  to  affect  him  and  make  him  ill.  On 
the  other  hand,  when  man’s  wisdom  functions  ade- 
quately, man  cannot  become  ill,  because  the  stars  can 
do  him  no  harm.  Here  it  is  as  if  he  presaged  modern 
psychiatric  theory,  and  more  so,  modern  psycho- 
therapy, when  he  stated:  “It  is  said  that  man  rules 
the  stars.  This  does  not  mean  that  he  is  master  of 
the  force  emanating  from  the  stars,  rather  that  he 
rules  the  forces  which  exist  in  his  own  constitution.” 
As  a mystic  and  adept  at  magic,  Paracelsus  believed 
in  the  Kabbala  and  in  Satan;  he  believed  that  a 
“magus”  could  make  himself  unseen  and  that  a red- 
bearded  male  is  not  suited  to  be  a physician.  He 
visited  Trithemius,  a famous  magus  of  his  time,  ex- 
pert in  the  Kabbala.  But  also  here  he  wished  to  be 
liberated  from  the  occult  by  striving  to  let  wisdom, 
divine  or  human,  rule.  Satan  is  able  to  utilize  hidden 
forces,  but  he  cannot  create  them:  “The  devil  can 
effect  transmutation  only  to  the  extent  that  nature 
permits,”  that  is,  only  by  virtue  of  nature’s  wisdom, 
itself  God-given. 

Finally,  Paracelsus  as  alchemist:  alchemy  is  that 
“science”  that  believes  in  the  possibility  of  metal 
transmutation,  in  particular  the  transformation  of 
prevalent  metals  to  the  primary  substance  basic  to 
God’s  creation  of  the  world  This  transmutation, 
which  had  the  more  practical  aim  of  producing  gold, 
required  a mystic  substance,  the  “philosopher’s 
stone”  or,  in  solution,  the  “elixir,”  allegedly  pos- 
sessing therapeutic  power  for  certain  illnesses  and 
even  the  power  of  prolonging  life  indefinitely.  Par- 
acelsus frequently  used  the  methods  of  the  alche- 
mists, his  father  among  them,  but  his  purpose  was  a 
different  one:  to  create  medicines  for  the  cure  of  the 
ill.  He  recommended  to  the  physicians:  “Doctors, 
I advise  you  to  use  alchemy  in  preparing  magnalia, 
mysteria,  arcana  and  to  separate  the  pure  from  the 
impure  so  that  you  may  obtain  a perfect  medicine. 
God  did  not  choose  to  give  us  the  medicines  prepared. 
He  wants  us  to  cook  them  ourselves.”  Paracelsus 
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thus  transformed  alchemy  into  chemistry  by 
changing  its  aim.  Indeed,  it  is  believed  by  some  that 
Paracelsus  was  the  first  to  use  the  term  “chemistry.” 
His  theory  of  chemistry  is  based  on  the  three  ele- 
ments— sulphur,  salt,  and  mercury — which,  ac- 
cording to  Paracelsus,  are  the  original  components 
of  water  created  by  God  in  the  beginning  of  the  world. 
From  these  elements  are  composed  all  minerals,  all 
precious  stones,  and  other  natural  materials,  even  the 
human  body.  Thus,  a disturbance  in  one  or  another 
of  these  elements  will  cause  a disease,  peculiar  to  the 
element  and  its  variations. 

Basel  period 

This  was  Paracelsus’  philosophic,  theologic,  as- 
trologic,  and  chemical  background  when  he  arrived 
in  Basel,  Switzerland,  in  the  year  1527  at  the  age  of 
33  at  the  height  of  his  spiritual  power,  his  genius,  and 
his  fame.  In  Basel  he  soon  established  his  reputation 
with  the  successful  treatment  of  the  famous  publisher 
Froben’s  foot.  At  the  home  of  Froben  he  met  and 
debated  with  another  famous  personality  of  the 
times,  Erasmus,  the  Dutch  humanist.  Then,  fol- 
lowing the  discharge,  for  political  reasons,  of  the 
municipal  physician  who  served  at  the  same  time  as 
professor  at  the  University  of  Basel,  Paracelsus  was 
offered  this  dual  post.  He  accepted,  but  instead  of 
officially  presenting  himself  to  the  medical  faculty 
and  subjecting  himself  to  the  then  customary  public 
examination,  he  invited  the  students  directly  through 
publication  of  his  teaching  program.  In  June,  1527, 
in  a private  hall  outside  the  university,  he  gave  his 
first  dramatic  lecture  before  a large  crowd  of  stu- 
dents. Nothing  can  serve  better  to  illustrate  his  ec- 
centric, insolent,  and  rash  character  than  this  invi- 
tation: 

THEOPHRASTUS  BOMBAST  VON  HOHEN- 
HEIM,  Doctor  of  both  Medicines  and  Professor, 
Greetings  to  the  students  of  medicine.  Of  all  disci- 
plines medicine  alone,  through  the  grace  of  God  and 
according  to  the  opinion  of  authors  divine  and  profane, 
is  recognized  as  a sacred  art.  Yet  few  doctors  today 
practice  it  with  success  and  therefore  the  time  has 
come  to  bring  it  back  to  its  former  dignity,  to  cleanse  it 
from  the  leaven  of  the  barbarians,  and  to  purge  their 
errors.  We  shall  do  so  not  by  strictly  adhering  to  the 
rules  of  the  ancients,  but  exclusively  by  studying  Na- 
ture and  using  the  experience  which  we  have  gained  in 
long  years  of  practice.  Who  does  not  know  that  most 
contemporary  doctors  fail  because  they  slavishly  abide 
by  the  precepts  of  Avicenna,  Galen,  and  Hippocrates, 
as  though  they  were  Apollo’s  oracles  from  which  it  is 
not  allowed  to  digress  by  a finger’s  breadth.  If  it 
pleases  God,  this  way  may  lead  to  splendid  titles,  but 
does  not  make  a true  doctor.  What  a doctor  needs  is 
not  eloquence  or  knowledge  of  language  and  books,  il- 
lustrious though  they  be,  but  profound  knowledge  of 
nature  and  her  works.  The  task  of  a rhetorician  is  to 
bring  the  judge  over  to  his  opinion.  The  doctor  must 
know  the  causes  and  symptoms  of  the  disease  and  use 
his  judgement  to  prescribe  the  right  medicine. 
Thanks  to  the  liberal  allowance  the  gentlemen  of  Basle 


have  granted  for  that  purpose,  I shall  explain  the  text- 
books which  I have  written  on  surgery  and  pathology, 
every  day  for  two  hours,  for  the  greatest  benefit  of  the 
audience,  as  an  introduction  to  my  healing  methods.  I 
do  not  compile  them  from  excerpts  of  Hippocrates  or 
Galen.  In  ceaseless  toil  I created  them  anew  upon  the 
foundation  of  experience,  the  supreme  teacher  of  all 
things.  If  I want  to  prove  anything  I shall  not  do  so  by 
reasoning  thereupon.  If,  therefore,  dear  reader,  you 
should  feel  the  impulse  to  enter  into  these  divine  mys- 
teries, if  within  a brief  lapse  of  time  you  should  want  to 
fathom  the  depths  of  Medicine,  then  come  to  me  at 
Basle  and  you  will  find  much  more  than  I can  say  here 
in  a few  words.  To  express  myself  more  plainly,  let  me 
say  here  by  way  of  example,  that  I do  not  believe  in  the 
ancient  doctrine  of  complexions  and  humors  which  has 
been  falsely  supposed  to  account  for  all  diseases.  It  is 
because  of  these  doctrines  that  so  few  physicians  have 
correct  views  of  disease,  its  origins  and  its  course.  I 
bid  you,  do  not  pass  a premature  judgement  on  Theo- 
phrastus until  you  have  heard  him.  Farewell,  and 
come  with  a good  will  to  study  our  attempt  to  reform 
Medicine.  Basle,  June  5,  1527. 

Not  only  did  he  offend  and  infuriate  the  faculty 
with  this  invitation,  but  also  while  appearing  on  the 
podium  in  the  traditional  professorial  gown,  he  threw 
it  off  and  lectured  in  the  blackened  alchemist’s  apron. 
Moreover,  he  lectured  in  vulgar  German  instead  of 
the  official  academician’s  Latin.  He  went  even  fur- 
ther in  that  on  the  students’  festival,  he  threw  the 
famous  canon  of  Avicenna  into  a public  fire  in  order 
that  “this  disaster  go  up  in  smoke,  and  thus  the 
kingdom  of  medicine  be  purified.” 

No  doubt  the  dramatic  impression  he  made  was 
strengthened  by  his  peculiar  features:  “His  head  was 
enormous  in  size  and  presented  the  square  type  of  the 
Teuton.  His  forehead  was  broad  and  high.  The 
angles  of  the  eyes  were  broad  and  the  crow’s  feet 
deeply  marked.  His  nose  was  short  and  pugged, 
while  the  prominent  cheek  bones  caused  a shadow  to 
be  cast  on  the  hollow  cheeks.  His  contracted  mouth 
speaks  unmistakable  disdain.  The  ensemble  of  his 
features  are  certainly  homely,  but  there  is  an  intel- 
ligence, energy  and  suffering  and  under  his  black 
attire  one  can  suspect  a lean  and  haggard  body.” 

Achievements 

One  may  ask  whether  in  Paracelsus’  discoveries 
and  theories  there  was  enough  innovation  and  value 
to  justify  his  proclamation  to  the  students,  both  re- 
garding content  and  style?  Let  us  mention  from 
among  all  his  achievements  three  important  ones: 
the  etiologic  classification  of  diseases,  the  principle 
of  metabolic  disorders,  and  his  opinions  about  mental 
disease. 

Regarding  disease  classification,  instead  of 
applying  Galen’s  principle  of  the  imbalance  of  the 
four  humors — the  black  bile,  the  yellow  bile,  the 
phlegm,  and  the  blood — Paracelsus  ordered  diseases 
according  to  specific  causative  forces  (entia)  and  five 
associated  groups  of  diseases:  the  “ens  astri” — the 
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force  of  the  heavenly  bodies  which  causes  epidemics, 
possibly  by  affecting  the  climate;  the  “ens  veneni” — 
the  force  which  causes  poisonings  and  metabolic 
disturbances;  the  “ens  naturale” — the  force  which 
causes  hereditary  and  constitutional  diseases;  the 
“ens  spirituale” — the  spiritual  force  causing  mental 
disease;  and  the  “ens  dei” — the  godly  power  which 
brings  about  diseases  for  which  there  is  no  treatment. 
It  is  noteworthy  that  not  only  did  he  assign  to  mental 
disease  a specific  etiology,  disturbance  of  wisdom  and 
reason,  but  also  he  proposed  cure  for  them  by  specific 
medicines,  as  if  prophesying  the  modern  principle  of 
psychopharmacologic  treatment. 

Then  Paracelsus  laid,  although  by  speculation,  the 
foundation  of  metabolic  disease.  According  to  him, 
many  diseases,  among  them  podagra,  are  caused  by 
harmful  substances  which  precipitate  in  the  body  at 
various  locations,  and  the  source  of  which  is  an  ab- 
normal digestion  of  food  in  the  stomach  and  the  in- 
testines. He  stated  specifically:  “In  a healthy 

subject,  the  salt  is  of  nature,  while  in  a suffering 
subject  it  is  corrupted.”  The  power  responsible  for 
the  normal  handling  of  food  in  the  stomach,  he  des- 
ignated by  the  name  “archaeus,”  a kind  of  creature 
which  separates  the  good  and  bad  substances  from 
food.  The  bad  ones  are  eliminated  and  the  good  ones 
enter  into  the  body,  and  when  “archaeus”  errs,  a had 
substance  penetrates.  As  an  important  example  of 
such  bad  material,  he  mentions  the  “tartarus,”  an 
acid  precipitate,  known  from  vessels  containing  old 
wine  and  which  precipitates  in  the  joints  of  the  gouty 
patient.  The  “tartarus”  is  present  in  the  “sand”  in 
the  urine  of  such  patients,  an  impressive  thought 
when  considering  our  present  knowledge  on  uric  acid: 
urate  precipitates  in  the  joints  and  the  urine  of  pa- 
tients with  gout  and  uric  acid  kidney  and  bladder 
stones. 

Regarding  his  concept  of  mental  disease,  Para- 
celsus has  been  mentioned  as  the  founder  of  modern 
psychiatry.  He  stated:  “We  understand  that  there 
are  two  kinds  of  diseases  in  man,  the  one  material,  the 
other  spiritual.  In  Nature  there  are  not  only  diseases 
which  afflict  our  body  and  our  health,  but  many 
others  which  deprive  us  of  sound  reason,  and  these 
are  the  most  serious.”  Paracelsus  distinguishes  five 
principal  types  of  mental  disturbance:  “On  the  or- 
igin of  truly  insane  people — 

Lunatici,  those  who  get  the  disease  from  the  moon 
and  react  according  to  it. 

Insani,  those  who  have  been  suffering  from  it  since 
birth  and  have  brought  it  from  the  womb  as  a 
family  heritage.” 

Not  only  did  he  recognize  the  hereditary  factor  but 
he  even  formulated  the  principle  of  dominance: 
“The  child  may  follow  the  insanity  or  take  after  the 
one  who  has  the  greater  influence. 

Vesani,  those  who  have  been  poisoned  and  con- 
taminated by  food  and  drink,  from  which  they  lose 
their  reason  and  sense. 

Melancholici,  those  who  by  their  nature  lose  their 
reason  and  turn  insane. 


Obsessi,  who  are  obsessed  by  the  Devil.” 

The  latter  type  clearly  illustrates  his  involvement 
with  the  supernatural. 

Paracelsus  was  also  well  aware  of  the  principle  of 
psychosomatic  disease:  “So  that  you  understand 
how  the  Ens  Spirituale  so  powerfully  reigns  over  the 
body  that  therefore  many  sicknesses,  and  all  of  the 
kinds  of  sicknesses  of  man  can  be  brought  on.”  And 
regarding  their  treatment:  “Therefore  you  should 
apply  treatment  not  as  in  ordinary  disease,  but  you 
should  treat  the  spirit.  For  it  is  the  spirit  that  here 
lies  sick.”  Moreover,  Paracelsus  appears  to  have 
envisaged  the  psychoanalytical  concepts  of  the  “id” 
and  the  “superego”:  “The  spirit  of  man  is  composed 
of  two  parts.  For  it  is  indeed  true  that  man  is  made 
in  the  image  of  God  and  so  he  has  a godly  spirit  in 
him.  But  he  is  otherwise  an  animal,  and  as  such  has 
an  animal  spirit;  these  two  are  antagonistic,  and  yet, 
however,  the  one  must  mollify  the  other.  Therefore, 
man  should  not  be  a beast  but  a man;  to  be  a man  he 
must  live  in  the  spirit  of  human  life  and  suppress  the 
animal  spirit.” 

Medical  approach 

What  was  Paracelsus’  medical  approach?  Ac- 
cording to  him  the  practice  of  medicine  is  first  of  all 
a moral  undertaking,  motivated  by  love:  “Thus  we 
should  know  that  there  are  two  kinds  of  physicians: 
those  who  act  for  love,  and  for  profit,  and  by  these 
works  both  are  known.  Thus  are  the  true  ones 
known  by  their  love.  Let  no  one  be  astonished  that 
I cannot  praise  gain  in  medicine.”  He  proclaims  that 
medicine  is  an  art,  acquired  in  practice:  “Medicine 
is  a work.  Work  is  an  art.”  Medicine  is  not  based 
on  rhetoric;  without  practice  there  is  no  experience, 
without  experience  no  physician:  “A  doctor  without 
work  can  do  nothing  and  the  work  of  a doctor  is  not 
blabber.”  “And  what  in  medicine  is  not  put  to  the 
test  by  work,  that  has  lost  its  value,  and  it  gains  still 
less  in  arguing.”  A physician  who  does  not  act  but 
only  talks  is  “a  rotton  doctor,  a rhetorical  prescrip- 
tion writer  and  a foggy  composer  (of  medicines).” 
And  to  the  composers  of  rhetorical  books:  “I  seek 
not  rhetoricam  or  Latin  in  them,  but  I seek  medicine 
of  which  they  can  give  me  no  account.”  Neverthe- 
less, although  the  physician  succeeds  in  curing  on  the 
basis  of  his  experience  in  nature,  and  as  such  he  does 
act  as  the  representative  of  God,  because  nature  itself 
is  God:  “Not  the  man  healed  him,  but  God  by  the 
force  of  nature.” 

Furthermore,  to  acquire  experience,  one  has  to 
search  for  facts,  even  if  it  requires  distant  travel: 
“The  journeys  which  I have  made  thus  far  have 
profited  me  much  for  the  reason  that  no  man’s  mas- 
ter is  in  his  home  and  none  has  his  teacher  in  the 
chimney-corner.  Is  it  not  true  that  art  pursues  no 
man,  but  must  be  pursued?  If  a man  wish  to  recog- 
nize many  diseases,  let  him  travel.  Scripture  is  ex- 
plored through  letters;  but  Nature  from  land  to 
land.”  Here  he  laid  the  foundation  for  geographic 
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pathology.  Still  with  all  his  idealism,  he  remained 
a practical  realist  and  was  conscious  of  the  untrust- 
worthiness of  man.  In  clear  form  he  expressed  the 
association  of  the  idealistic  spirit  of  medicine  with 
its  realistic  one,  the  latter  often  ugly,  in  a personal 
addition  to  Hippocrates’  oath:  “This  I swear:  To 
accomplish  my  system  of  Medicine,  not  to  waver  in 
its  defense  as  long  as  God  grants  me  the  office  and  to 
oppose  all  erroneous  medicines  and  doctrines; 

— To  love  the  sick  like  my  own  body; 

— Not  to  trust  my  eyes,  and  not  to  prescribe  medi- 
cine without  understanding; 

— Not  to  accept  a fee  unless  it  has  been  earned; 

— Not  to  trust  a pharmacist; 

— Not  to  guess  but  to  know; 

— Not  to  trust  any  prince  or  gentleman,  except  I 
have  my  fee  in  my  purse; 

— Nor  any  monk  or  nun,  in  particular  not  in  Fran- 
conia and  Bohemia; 

—Nor  any  doctor; 

— Nor  a person  who  is  unfaithful  to  wife  or  hus- 
band; 

— Not  to  undertake  any  treatment  in  cases  where 
Nature  fails; 

— To  consider  beneath  my  dignity  a person  who 
cheats  me  out  of  my  fee; 

— To  treat  men  of  all  sects,  but  no  renegade; 

— To  help  women  in  childbed  myself.” 

In  fact,  Paracelsus  was  the  first  or  one  of  the  first 
who  delivered  babies  with  his  own  hands  and  did  not 
leave  it  to  the  midwives. 

As  therapist,  Paracelsus  loathed  the  “galenicals,” 
that  is  the  natural  medicines  in  the  form  of  plant  and 
animal  extracts,  directed  against  one  of  the  four  hu- 
mors of  Galen,  a deviation  in  one  of  which  was  sup- 
posed to  cause  disease.  Instead  he  preferred  the 
“arcana,”  chemical  medicines  prepared  by  an  al- 
chemical or  chemical  process  and  directed  specifi- 
cally against  the  patient’s  disease.  Furthermore, 
instead  of  the  Galenic  principle,  “contrary  cures 
contrary,”  he  introduced  the  new  principle  of  “like 
cures  like.”  Not  only  did  he  choose  a specific  med- 
icine, but  also  he  recognized  this  specificity  as  a 
match  between  the  drug  and  the  seat  of  the  disease. 
If  one  wishes  to  express  this  in  modern  terms,  it  is  as 
though  Paracelsus  foresaw  the  modern  principle  of 
receptors,  specific  to  the  tissue  as  well  as  to  the  ef- 
fective drug.  But  above  all,  Paracelsus  was  a ther- 
apeutic optimist  and  criticized  the  “doctors  who  hide 
their  ignorance  by  saying  that  such  and  such  disease 
cannot  be  cured.  By  this  they  show  their  stupidity. 
God  did  not  allow  for  a disease  for  which  he  did  not 
provide  a cure  also.” 

It  is  possible  to  add  a long  list  of  revolutionary 
therapeutic  principles,  but  let  us  mention  here  two 
important  ones:  sympathetic  medicine  and  the 

therapeutic  use  of  poison.  The  principle  of  sympa- 
thetic medicine  is  the  possibility  of  curing  a disease 
by  treatment  of  its  cause,  in  essence  a modern  ther- 
apeutic principle  insofar  as  it  fits  the  treatment  by 


elimination  of  the  cause,  the  so-called  “causal” 
treatment.  But  Paracelsus  and  others  preceding  and 
following  him  referred  also  to  the  treatment  of  a 
cause  which  is  no  longer  active  and  may  even  be  lo- 
cated at  a distance  in  time  and  space.  For  example, 
a war  wound  inflicted  by  a sword,  might  be  treated 
by  application  of  an  ointment,  not  on  the  wound,  but 
on  the  sword.  Obviously,  the  success  of  this  sym- 
pathetic treatment  lay  in  the  prevention  of  the 
damage  commonly  caused  by  the  direct  treatment  of 
the  wound,  consisting  of  the  application  of  a burning 
hot  iron  or  boiling  oil  and  covering  the  wound,  even 
with  manure.  Noteworthy  is  the  ointment  com- 
monly used  in  Paracelsus’  time,  the  “dog’s  balsam” 
composed  as  follows:  “Take  a medium  sized  fat  dog 
and  boil  him  twice  with  marshmellow  flowers,  white 
wine,  earth  worms,  pepper,  yellow  wax,  olive  oil  and 
oil  of  scorpions  and  cammomile.”  Paracelsus  rec- 
ommends an  ointment  of  his  own,  the  “unguentum 
sympatheticum,”  prepared  as  follows:  “Take  4 oz. 
each  of  boar’s  and  bear’s  fat . . . take  powdered  burnt 
worms  of  dried  boar’s  brain,  of  red  sandal  wood,  of 
mummy,  of  bloodstone,  1 oz.  of  each.  Then  collect 
1 drachm  of  the  moss  of  the  skull  of  a man  who  died 
a violent  death,  who  had  been  hanged,  preferably, 
and  had  not  been  burnt.  This  should  be  collected  at 
the  rising  of  the  moon,  and  under  Venus,  if  possible, 
but  certainly  not  under  Mars  or  Saturn  ....  The 
ointment  must  be  prepared  in  the  Autumn.”  But 
whichever  ointment  was  used,  the  principle  of  not 
touching  the  wound  remains  valid  as  he  states:  “The 
surgeon  should  not  interfere  with  inner  life  power’s 
working,  he  must  protect  it.  Flesh  possesses  an  inner 
balsam  which  heals  and  every  limb  has  its  own  cure 
in  it  . . . wounds  need  nothing.  The  flesh  grows 
outward  from  within,  not  inward  from  without” 
( Opus  Paramirum). 

Finally,  Paracelsus’  genius  is  manifested  in  his 
toxicologic-pharmacologic  concept.  According  to 
him,  each  medicine  is  a poison  and  each  poison  is  a 
medicine,  as  he  states:  “All  things  are  poison  and 
nothing  is  without  poison.  The  dosis  alone  makes 
a thing  not  poison.”  Thus  one  may  prescribe  mer- 
cury for  a patient,  as  he  did  for  those  suffering  from 
syphylis,  if  one  carefully  supervises  the  dose.  Not 
unexpectedly,  Paracelsus’  therapeutic  methods 
created  a schism  of  doctrine,  lasting  for  hundreds  of 
years,  as  well  illustrated  by  the  prolonged  dichotomy 
between  the  schools  of  thought  at  the  universities  of 
Paris  and  Montpellier.  A pro-Parisian  medical 
personality  stated:  “Bear  in  mind  that  the  alche- 
mists in  1560  came  to  Paris  and  sold  their  poison 
drugs  under  the  patronage  of  a physician  from 
Montpellier  and  they  were  condemned  and  expelled 
by  order  of  the  courts.  You  tell  me  that  Paracelsus 
cured  his  patients.  This  is  quite  possible,  but  they 
were  Germans.  It  is  a great  abuse  to  wish  to  practice 
the  same  medicine  on  the  French  as  on  the  Germans 
who  have  robust  habits  filled  with  pituit;  they  must 
be  treated  with  violence  in  order  to  empty  by  above 
and  below  their  excessive  repletion.” 
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Evidently,  the  people  of  Basel  did  not  like  Para- 
celsus’ querulous,  disdainful  behavior,  and  his  in- 
terference with  traditional  academic  and  medical 
policies.  At  the  end  he  had  to  leave  Basel  in  a hurry 
to  escape  imprisonment  decreed  on  him  by  the  Basel 
municipality.  He  wandered  then  from  town  to  town, 
from  abbey  to  abbey,  from  prince  to  prince,  from  inn 
to  inn,  worked  in  mines,  got  drunk  with  farmers, 
composed  numerous  manuscripts  with  the  assistance 
of  a secretary  to  whom  he  dictated  till  the  late  hours 
of  the  night,  hardly  slept,  did  not  wash  himself,  was 
poor,  lived  by  the  grace  of  his  hosts,  and  treated  the 
poor  without  remuneration  and  the  rich  for  excessive 
fees.  From  Basel  to  Nurnberg,  from  Nurnberg  to 
Sankt  Gallen  where,  in  the  house  of  a friend,  he  wrote 
in  German  his  three  famous  books:  Opus  Param- 
irum  (beyond  the  miracle?),  Paragranum  (against 
the  traditional  way?),  and  Great  Surgery.  Whereas 
physically  he  measured  up  to  the  exigencies  of  this 
feverish  life,  he  became  depressed  because  of  his 
failure  to  find  a publisher  for  his  numerous  manu- 
scripts. In  most  cases,  the  reason  for  the  nonac- 
ceptance of  his  writings  was  the  disbelief  in  his  new 
methods,  but  there  was  also  a political  back- 
ground. 

The  obstruction  to  the  publication  of  his  books  on 
syphilis  is  well  known.  Syphilis,  named  at  that  time 
the  “German  disease”  by  the  French  and  the  “French 
disease”  by  the  Germans,  was  brought  to  Europe 
probably  by  Columbus’  sailors  on  returning  from  the 
new  world.  But  with  the  disease,  also  its  alleged  cure 
was  brought,  the  guaiac  tree  balsam,  the  vapors  of 
which  were  claimed  to  heal  the  affliction.  Paracelsus 
did  not  believe  in  the  medicine  probably  since  he  did 
not  find  it  effective,  and  replaced  it  with  mercury. 
However,  the  main  opponents  of  Paracelsus’  mercury 
treatment  were  the  members  of  the  Fugger  family, 
famous  bankers  who  had  the  monopoly  on  the  import 
of  guaiac,  and  with  them  the  dean  of  the  medical 
faculty  of  Leipzig  who  owned  shares  in  the  Fuggers’ 
shipping  business.  In  the  end,  Paracelsus  succeeded 
in  publishing  three  chapters  “underground,”  but  with 
their  publication,  raised  such  a scandal  that  he  was 
compelled  to  flee.  In  fact,  Paracelsus  left  most  of  his 
manuscripts  in  custody  in  a monastery,  and  they 
were  not  published  in  his  lifetime,  but  only  hundreds 
of  years  later,  and  apparently  not  all  of  them  have  as 
yet  been  read. 

Preaching 

In  this  period  of  his  life,  when  he  was  about  40  and 
wandered  in  poverty,  there  occurred  a decisive 
change  in  his  philosophic-theologic  thinking.  Until, 
then  Paracelsus  had  been  secure  in  his  belief  that  he 
could  achieve  complete  understanding  of  the  world 
by  the  exploration  of  nature.  True,  that  for  him 
nature  was  godly,  but  by  the  exploration  of  nature 
man,  and  certainly  Paracelsus,  could  reach  the 
world’s  innermost  secrets,  because  he  believed  man’s 
world,  the  microcosmos,  is  identical,  although  in 


miniature,  to  the  macrocosmos,  that  is,  the  universe, 
and  because  man  himself  is  permeated  by  God. 
Now,  however,  he  felt  and  said  so  explicitly,  that 
exploration  and  knowledge  of  nature,  as  far  as 
feasibile  to  man,  cannot  lead  him  to  final  under- 
standing and  that  man  can  never  reach  God  sublime. 
The  gap  between  God  and  man  can  never  be  bridged 
by  knowledge  of  nature,  but  in  conformity  with 
Catholic  doctrine,  only  by  redemption.  Paracelsus 
then  preached  his  new  insight  by  the  wayside  and  in 
inns,  sometimes  half-starved  and  clad  in  rags,  as  a 
poor  beggar.  But  at  the  same  time,  he  succeeded  in 
writing  a great  philosophic-mystical  book,  the  Phi- 
losophic Sagax.  With  this  change  of  belief  from  the 
all-mightiness  of  knowledge  to  the  consciousness  of 
man’s  limitations,  Paracelsus  is  bestowed  supreme 
historical-literary  recognition  as  having  provided  a 
source  for  the  legend  of  Dr.  Faustus,  first  in  the  poem 
by  Christopher  Marlowe,  at  the  end  of  the  sixteenth 
century,  and  about  three  hundred  years  later,  in  the 
magnificent  creation  of  Johann  Wolfgang  von 
Goethe.  Goethe’s  Faust  also  thought  that  knowledge 
is  almighty,  and  to  achieve  it  even  sold  his  soul  to  the 
devil.  But,  in  the  end,  Faust  also  recognized  that 
knowledge  does  not  lead  to  complete  understanding 
of  the  world.  Goethe,  through  Faust,  as  did  Para- 
celsus in  his  later  years,  needed  God’s  redemption. 
But  Goethe’s  considerations  differed  from  those  of 
Paracelsus  in  that  he  guided  Faust  to  heavenly  re- 
demption on  the  basis  of  the  positive  in  Faust’s  as- 
piration to  knowledge,  whereas  in  Paracelsus  re- 
demption is  given  by  God  without  connection  to 
former  profane  although  pure  ambitions. 

Later  years 

Then,  when  Paracelsus  finally  came  out  of  his 
depression,  his  belligerent  personality  again  became 
manifest  in  his  books,  The  Seven  Defenses  and  the 
Labyrinthus  Medicorum.  In  The  Seven  Defenses 
Paracelsus  debates  with  his  opponents,  true,  showing 
a good  deal  of  self-criticism,  but  at  the  same  time  his 
old  fighting  spirit  as  seen  in  the  complete  title,  The 
Reply  To  Certain  Calumnations  of  His  Enemies. 
Seven  Defensiones  By  The  Most  Learned  Gentle- 
man Aureolus  Theophrastus  Von  Hohenheim 
Doctor  of  Both  Medicines,  and  the  various  chap- 
ters: 

The  First  Defence  in  the  Discovery  of  the  New  Med- 
icine of  Doctor  Theophrastus 

The  Other  Defence  Concerning  the  New  Diseases  and 
Nomina  of  the  Above-Mentioned  Doctor 
Theophrastus 

The  Third  Defence  Concerning  the  Description  of  the 
New  Receipts 

The  Fourth  Defence  Concerning  My  Journeyings 

The  Fifth  Defence  Concerning  the  Rejection  of  False 
Physicians  and  False  Company 

The  Sixth  Defence  to  Excuse  His  Strange  Manner  and 
Wrathful  Ways 

The  Seventh  Defence.  How  I Too  Know  Not  All, 
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Cannot  and  Am  Not  Able  to  Do  What  Each  One 
Needs,  or  Might  Need 

Again  Paracelsus  treated  the  important  and  the 
wealthy,  spending  the  last  years  of  his  life  in 
Salzburg,  offered  asylum  by  the  Prince-Bishop.  In 
the  year  1541,  he  made  his  testament,  belligerent  as 
ever:  “Oh  God  . . . Thou  dost  not  suffer  that  my 
enemies  triumph  over  me.”  He  wrote  the  epitaph 
for  his  tombstone  himself: 

Here  lies  buried  Philip  Theophrastus,  the  famous 
Doctor  of  Medicine  who  cured  wounds,  leprosy,  gout, 
dropsy,  and  other  incurable  diseases  of  the  body  with 
wonderful  knowledge  and  who  gave  his  goods  to  be  di- 
vided and  distributed  among  the  poor.  In  the  year 
1541  on  the  24th  day  of  September  he  exchanged  life 
for  death — to  the  living  peace,  to  the  entombed  eternal 
rest 

Conclusion 

Finally,  one  may  ask  what  is  Paracelsus’  value  for 
us  today — for  us,  a modern  generation  of  physicians 
who  try  to  formulate  for  ourselves  a new  essence?  I 
believe  that  Paracelsus’  value,  in  addition  to  his 
having  established  new  medical  principles,  lies  in 
making  us  conscious  of  important  aspects  of  medical 
activity:  the  physician’s  motivation  ought  not  be  in 
remuneration,  but  in  devotion;  clinical  experience  is 
the  unshakable  basis  of  medicine;  speculation  is  vital, 
but  theory  ought  be  constantly  evaluated  by  clinical 
experience;  one  should  not  weary  of  trying  new 
treatments;  and  in  essence  the  physician  ought  to  be 
a therapeutic  optimist. 

I believe  that  a principal  problem  in  our  generation 
is  the  insufficiency  of  our  ratio  in  determining  the 
way  of  life  of  our  society  and  that  of  the  individual; 
stated  otherwise:  one  should  apply  one’s  ratio  as 
much  as  possible,  but  be  cautious  of  its  limitation, 
since  it  does  not  exhaust  the  world  in  its  complete 
entity.  Paracelsus  states  in  his  way  of  sharp  ex- 
pression: “I  started  out  in  the  light  of  Nature,  and 
finished  in  the  light  of  Eternity.”  Thus  there  re- 
mains in  each  of  us  an  irrational  component:  in 
Paracelsus’  terminology,  the  spirit  of  God,  in  our 
terminology,  our  value  system. 

Whoever  reads  Paracelsus  cannot  but  be  caught 
up  with  his  struggle.  As  Jung  said:  “One  cannot  do 
him  justice:  One  can  only  under-  or  over-value  him, 


and  for  that  reason  one  is  always  dissatisfied  with 
one’s  own  effort  to  fathom  at  least  a part  of  his 
being.”  To  me  Paracelsus  was  one  of  the  giant  fig- 
ures in  medicine  and  humanity. 

Beilinson  Medical  Center 
P.O.  Box  85 
Petah-Tiqva,  Israel 
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In  the  pantheon  of  American  playwrights,  Eugene 
O’Neill  achieved  an  eminence  and  distinction  that 
carried  him  far  beyond  our  own  shores.  Yet  there 
was  very  little  indication  of  this  burning  talent  during 
the  early  years,  for  it  was  in  1913  when  he  was  25 
years  of  age  that  his  serious  writing  first  began.1 
This  was  while  he  was  recovering  at  Gaylord  Farm, 
a private  sanitorium  for  the  treatment  of  tubercu- 
losis. 

Eugene  was  the  third  child  born  to  James  O’Neill, 
the  popular  matinee  idol,  and  Ella,  his  strikingly 
beautiful  convent-reared  wife.  Their  second  child, 
Edmund,  had  died  three  years  earlier,  after  con- 
tracting measles  from  Jamie,  the  oldest.  Ella  never 
forgave  herself,  for  she  had  left  the  children  with  her 
mother  and  joined  her  husband  who  was  on  tour  in 
the  very  successful  Count  of  Monte  Cristo.  Al- 
though she  also  blamed  Jamie  as  well  as  her  husband, 
her  own  guilt  continued  to  increase.  Eugene’s  birth 
not  only  did  not  alter  these  feelings,  but,  rather, 
marked  the  beginning  of  Ella’s  morphine  addiction. 
Her  feelings  were  poignantly  expressed  by  O’Neill  in 
Long  Day’s  Journey  into  Night  when  Mary  Tyrone 
says,  “I  was  so  afraid  ...  all  the  time  I carried  you.  I 
should  never  have  borne  you.”2 

Introduction  to  theater 

O’Neill’s  exposure  to  the  theater  literally  began  in 
his  infancy,  for  his  mother  nursed  him  in  the  wings 
and  in  the  dressing  rooms.  Except  for  summers 
when  the  family  stayed  in  New  London,  the  first 
seven  years  of  his  life  were  spent  traveling  with  his 
mother  and  father  and  the  latter’s  theatrical  com- 
pany. The  creaking  day  coaches,  drab  hotels,  and 
dusty  theaters  became  a familiar  pattern  of  daily 
life. 

Without  the  companionship  of  older  children, 

* Presented  at  the  New  York  Academy  of  Medicine,  New  York 
City,  March  24,  1976. 


O’Neill  turned  to  books,  which  over  the  years  would 
become  more  and  more  important.  The  moodiness 
and  restlessness  he  was  beginning  to  experience, 
however,  would  never  disappear.1 

Schooling 

His  formal  schooling  began  at  St.  Aloysius  Acad- 
emy in  September  of  1895,  where  he  was  remembered 
as  “a  quiet,  lonely  youngster.”  Attending  a boarding 
school  seemed  only  to  intensify  these  feelings  of 
isolation.  At  the  age  of  12,  he  was  transferred  to  the 
De  La  Salle  Institute,  a Christian  Brothers  school  in 
Manhattan.  It  was  in  this  period  that  he  had  the 
painful  experiences  of  learning  about  the  paternity 
suit  against  his  father,  about  brother  Jamie’s  alco- 
holism and  dismissal  from  college,  and,  most  difficult 
of  all,  the  discovery  of  his  mother’s  addiction.  It  was 
a crucial  time  for  him,  and  when  prayers  did  not  ef- 
fect a cure  for  his  mother,  he  gave  up  his  religion,  to 
which  he  never  returned.3  He  also  arranged  to  be 
transferred  to  a nonsectarian  boarding  school,  Betts 
Academy  in  Connecticut. 

Since  the  school  was  concerned  with  the  needs  of 
each  individual  student,  he  received  the  encourage- 
ment and  freedom  he  had  never  had.  Academically 
he  did  well,  but  his  problems  with  authority  re- 
mained undiminished.  It  was  also  in  this  period  that 
he  was  beginning  to  spend  more  time  with  Jamie, 
who  was  introducing  him  to  liquor  and  houses  of 
prostitution.  Since  respectable  girls  appeared 
threatening  to  him,  he  romanticized  the  prostitutes 
and  extolled  their  virtues  and  honesty.  He  called 
them  earth  mothers,  but  unlike  Jamie  who  believed 
that  all  women  had  the  souls  of  whores,  his  thinking 
was  that  all  whores  had  souls  of  gold. 

In  the  fall  of  1906,  he  entered  Princeton  Univer- 
sity, but  his  rebelliousness  prevented  him  from  ob- 
taining any  benefit  from  the  academic  life.  He  at- 
tended classes  only  rarely,  was  apparently  drinking 
excessively,  and  continued  to  learn  about  life  through 
his  circle  of  prostitutes.  At  the  close  of  the  year,  not 
having  taken  the  final  examinations,  he  was  failed 
and  expelled  for  poor  scholarship. 

Life  style 

Now  it  was  necessary  to  begin  to  plan  what  he 
would  do  with  his  life,  but  it  was  quite  apparent  that 
he  was  not  as  yet  ready  for  this;  he  would  need  much 
more  time  before  his  psychosocial  moratorium  would 
end.4  Since  his  father  continued  to  support  him, 
O’Neill’s  mode  of  living  remained  unchanged  until 
the  spring  of  1909,  when  he  met  Kathleen  Jenkins. 
She  was  the  first  respectable  girl  he  permitted  him- 
self to  become  interested  in  and  she,  in  turn,  fell  in 
love  with  him.  When  she  became  pregnant,  he  dis- 
cussed it  with  his  father  who  evolved  a plan  to  send 
him  off  to  Honduras  on  a mining  expedition.  This 
apparently  was  acceptable  to  him,  but  before  his 
departure  and  unbeknown  to  his  father,  he  secretly 
married  Kathleen;  however,  he  would  never  see  her 
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again.  Later,  when  he  wrote  Abortion,  a one-act 
play,  Jack  Townsend  speaking  to  his  father  says 
“Yes,  yes,  I know  it,  Dad,  I have  played  the  scoundrel 
all  the  way  through.  1 realized  that  now.”5 

O’Neill  returned  to  the  city  at  the  end  of  April,  and 
then  on  May  5 learned  from  the  newspapers  that 
Kathleen  had  given  birth  to  a boy,  who  would  be 
named  Eugene,  Jr.  He  was  now  a father,  but  still 
displayed  no  interest  in  seeing  either  his  wife  or  his 
son.  He  had  agreed  to  the  marriage,  but  was  not  able 
to  assume  any  further  responsibility.  Actually,  his 
oedipal  feelings  prevented  him  from  even  seeing  his 
son,  and  it  was  only  after  his  father’s  death  that  the 
relationship  between  O’Neill  and  his  son  became 
possible.6 

Here,  too,  his  father  came  to  his  aid  by  arranging 
with  the  captain  of  the  Charles  Racine,  a square- 
rigger  bound  for  Buenos  Aires,  to  accept  him  as  a 
combination  passenger  and  apprentice  seaman. 
This  total  indifference,  and  the  flight  from  Kathleen 
and  their  child,  served  as  a preparation  for  the 
eventual  divorce. 

For  approximately  the  next  two  years  he  must  have 
experienced  a severe  ego  regression.  Although  he 
identified  with  the  sailors  around  him,  he  made  few 
voyages  and,  instead,  drank  continuously  and  lived 
as  an  outcast  on  the  waterfront.  This  was  his  life  in 
Buenos  Aires,  which  also  was  continued  on  his  return 
to  New  York  while  living  at  Jimmv-the-Priest’s.  His 
depression  however  had  become  worse,  for  in  the 
spring  of  1912,  when  Kathleen  was  suing  him  for  di- 
vorce, he  attempted  suicide  with  an  overdose  of 
barbital  (Veronal). 

It  was  after  this  that  O’Neill  returned  to  his  family 
in  New  London  where  his  father  had  arranged  for 
him  to  work  as  a cub  reporter  for  The  Telegraph. 
However,  he  was  not  to  work  there  very  long,  for  he 
became  ill,  and  when  it  was  diagnosed  as  tuberculosis, 
he  was  sent  to  a private  sanatorium.  After  five 
months  on  a regimen  of  rest,  fresh  air,  and  a nutri- 
tious diet,  he  was  discharged  as  fully  recovered. 

Playwright 

This  period  was  a turning  point  in  his  life,  for  the 
moratorium  had  come  to  an  end.  Within  the  year, 
he  completed  six  one-act  plays  and  one  full-length 
play,  and  was  on  his  way  to  become  our  country’s 
most  original  playwright.  O’Neill  was  beginning  to 
harness  the  talent  as  his  instinctual  energies  began 
to  be  diverted  and  transformed  into  more  socially 
accepted  channels.7  Also,  the  relationship  O’Neill 
had  with  his  father  was  changing  and  becoming 
somewhat  less  stormy.  Over  the  years  their  quarrels 
would  end  in  anger  and  contempt  or  a seeming 
helplessness  and  inertia.  Now  all  this  was  being 
utilized  in  his  writing. 

In  the  relationship  with  his  mother,  some  of  his 
unconscious  feelings  can  be  best  understood  through 
his  play  Desire  Under  the  Elms.  Here  his  oedipal 
conflict  is  clearly  depicted  through  Eben,  the  youn- 


gest son,  who  has  a child  with  Abbie,  his  father’s  last 
wife.8  The  tenderness,  care,  and  love  which  O’Neill 
sought  from  Ella,  his  mother,  was  never  realized. 
The  unresolved  oedipal  feelings  resulted  in  difficul- 
ties also  in  his  second  marriage,  as  well  as  in  the  re- 
lationship with  his  children,  and  also  interfered  in  his 
third  marriage.  Ultimately,  his  feelings  of  love  would 
have  to  become  desexualized,  to  protect  himself  from 
a father’s  punishment.  In  Desire  Under  the  Elms, 
E ben’s  punishment  is  the  loss  of  his  child  and  farm, 
and  imprisonment. 

In  the  fall  of  1914,  O’Neill  entered  Prof.  George 
Pierce  Baker’s  famous  playwrighting  course  at 
Harvard,  English  47,  and  although  at  first  minimizing 
its  merits,  worked  hard,  and  later  acknowledged  the 
benefits  he  obtained.  Probably  most  important  was 
the  confidence  in  himself  as  a writer  that  was  be- 
ginning to  develop.  Although  he  planned  to  return 
for  the  second  year,  having  been  invited  by  Professor 
Baker,  something  occurred  and  he  did  not  con- 
tinue. 

The  following  fall  found  him  in  Greenwich  Village 
and  spending  a great  deal  of  time  at  the  Golden 
Swan,  a saloon-hotel  better  known  as  the  Hell  Hole. 
It  was  a meeting  place  for  many  of  society’s  out- 
casts— gamblers,  gangsters,  and  pimps,  as  well  as 
some  artists  and  writers;  like  Jimmy-the-Priest’s,  it 
was  to  provide  material  and  background  for  O’Neill’s 
writing.  Here  he  was  accepted  for  he  too  felt  himself 
to  be  one  of  the  dispossessed. 

Remarriage 

On  April  12, 1918,  O'Neill  and  Agnes  Boulton  were 
married,  which  was  about  six  months  following  their 
first  meeting.9  She  had  just  come  to  the  city  and  was 
ambitious  to  further  her  own  career  as  a short  story 
writer  but  had  seemingly  little  interest  in  the  theater. 
Friends  of  his  were  not  too  optimistic,  realizing  that 
what  he  would  be  demanding,  she  probably  would  be 
unable  to  give.  O’Neill,  they  felt,  needed  a mother, 
a mistress,  and  a manager  relationship  that  would 
permit  him  to  devote  himself  completely  to  his 
writing.  The  years  were  to  prove  their  thinking 
correct. 

Recognition 

His  output  in  these  years  was  prodigious,  and  he 
was  succeeding  in  achieving  recognition.  Although 
these  were  one-act  plays,  many  provided  the  foun- 
dation for  future  full-length  plays.  His  gods  were 
Ibsen  and  Strindberg,  and  like  the  latter  O’Neill  also 
was  autobiographical.  However  O’Neill  was  con- 
cerned only  with  the  internal  world  of  man,  and  his 
own  pain  and  anguish  are  reflected  in  the  tragic  plays 
he  created.  It  was  inevitable  that  he  would  turn  to 
psychoanalysis  for  an  understanding  of  man’s 
problems,  for  the  ancient  gods  and  revered  oracles 
were  no  longer  with  us.  It  was  also  inevitable  that 
he  would  be  attracted  to  and  make  use  of  Jung’s10 
mysticism  and  collective  unconscious,  for  this  re- 
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fleeted  some  of  his  own  philosophy. 

When  O’Neill  and  Agnes  were  married,  children 
were  not  included  in  their  plans,  but,  despite  that, 
they  had  Shane  who  was  born  on  October  30,  1919, 
and  Oona  on  May  14,  1925.  In  these  years  he  also 
produced  Anna  Christie,  The  Emperor  Jones,  The 
Hairy  Ape,  All  God’s  Chillun  Got  Wings,  Desire 
Under  the  Elms,  Marco  Millions,  and  The  Great 
God  Brown.  His  intermittent  drinking,  however, 
continued  and  the  difficulties  in  the  relationship  with 
Agnes  were  increasing.  It  was  becoming  more  and 
more  evident  that  they  would  not  remain  together  for 
much  longer.  Probably  his  play  Welded  reflects  a 
more  intimate  glimpse  of  their  difficulties:  feelings 
that  Agnes  was  not  devoted  to  him,  did  not  really  love 
him,  and,  moreover,  was  resentful  of  his  success.11 

New  love 

In  the  summer  of  1926  O’Neill  met  Carlotta 
Monterey,  who  had  only  recently  divorced  her  third 
husband,  and  it  was  soon  apparent  that  they  were 
attracted  to  each  other.  However,  it  was  not  until 
the  fall  of  1927  that  he  began  to  see  Carlotta  openly, 
and  although  there  were  feelings  of  guilt  about  di- 
vorcing Agnes,  he  had  already  decided  on  this  course. 
In  Carlotta,  he  saw  someone  who  would  completely 
devote  herself  to  taking  care  of  him.  This  need, 
never  realized  as  a child,  now  could  not  be  denied.12 
Also,  the  death  of  his  father,  mother,  and  Jamie  had 
left  him  feeling  more  alone  and  more  dependent  than 
ever  before.  During  the  long  legal  struggle,  Carlotta 
and  O’Neill  lived  abroad,  and  finally  on  July  22, 1929, 
they  were  able  to  be  married. 

Achievements 

O’Neill  now  was  entering  his  most  creative  period, 
and  was  writing  with  a sharpened  insight  and  un- 
derstanding that  would  bring  him  even  greater 
honors.  He  ultimately  was  the  recipient  of  four 
Pulitzer  Prizes  and  the  Nobel  Prize  for  Literature, 
November  12, 1936.  When  Mourning  Becomes  El- 
ectro ,13  or  “Carlotta ’s  Play”  as  O’Neill  would  refer 
to  it,  opened  on  October  26, 1931,  many  viewed  it  as 
his  finest  work.  The  response  both  by  critics  and 
audiences  was  enthusiastic,  and  he  was  compared 
with  a present-day  Aeschylus  or  Shakespeare.  Later, 
it  was  recognized  that  he  had  reached  the  pinnacle 
of  his  career  at  this  time. 

Ill  health 

A decline  however  was  beginning,  although  his 
writing  schedule  continued  the  same.  By  the  time 
Days  Without  End  was  produced,  which  was  in  1934, 
it  was  evident  that  he  was  more  emotionally  troubled 
than  in  the  past.  However,  he  sought  no  help  al- 
though 10  years  earlier  he  had  obtained  some  coun- 
seling for  a brief  period  from  Smith  Ely  Jelliffee, 
M.D.,  and  Gilbert  V.  Hamilton,  M.D.14-15  Also,  the 
tremors,  which  previously  were  only  annoying,  were 


becoming  worse,  and  now  presented  a more  serious 
problem.  It  was  while  recuperating  from  an  emer- 
gency appendectomy  performed  at  the  Merritt 
Hospital  in  Oakland,  California,  at  the  beginning  of 
1937,  that  a diagnosis  of  Parkinson’s  disease  was  first 
made.  Despite  the  increasing  periods  of  poor  health 
and  the  need  for  frequent  medical  care,  O’Neill  was 
able  to  complete  A Touch  of  the  Poet,  The  Iceman 
Cometh,  Long  Day’s  Journey  Into  Night,  Hughie, 
and  in  1943,  his  last,  A Moon  for  the  Misbegotten. 
Only  The  Iceman  Cometh  was  produced  while  he 
was  still  living. 

Decline 

Although  Carlotta  did  not  spare  herself  in  minis- 
tering to  his  needs,  he  would  frequently  forget  and 
turn  on  her  in  anger  and  rage.  Usually,  tears,  apo- 
logies, and  pleas  for  forgiveness  would  soon  follow. 
She  would  forgive  him,  but  their  life  together  was 
becoming  exceedingly  difficult.16  When  they  re- 
turned to  New  York,  there  was  much  more  socializ- 
ing; this  only  added  to  their  problems,  for  Carlotta 
was  jealous  of  the  young  actresses  and  apparently 
also  preferred  a more  secluded  way  of  living.  In 
January  of  1948  she  did  leave  him;  O’Neill,  not  being 
able  to  take  care  of  himself,  fell  and  sustained  a 
shoulder  fracture.  He  was  treated  and  admitted  to 
Doctors  Hospital  by  a brilliant  young  orthopedic 
surgeon,  Robert  Lee  Patterson,  Jr.,  M.D. , who  later 
also  assisted  in  their  reconciliation. 

On  April  19,  O’Neill  was  discharged  from  the 
hospital,  and  with  Carlotta  departed  for  Boston 
where  they  now  planned  to  live.  The  house  they 
found  was  located  in  Marblehead  Neck  facing  the 
Atlantic  Ocean  and  would  provide  the  seclusion 
Carlotta  wanted.  O’Neill,  however,  almost  immo- 
bilized and  no  longer  able  to  work,  was  desperately 
in  need  of  more  stimulation  from  the  outside.  The 
deprivation  of  friends  only  intensified  his  emotional 
and  physical  problems  so  that  their  lovely  home  soon 
began  to  appear  as  a cold  and  gloomy  prison.  As  he 
would  sit  silent,  he  probably  must  have  thought  of 
the  words  he  had  written  for  Lavinia  in  Mourning 
Becomes  Electro:  “I’ll  never  go  out  or  see  anyone! 
I know  they  will  see  to  it  I live  for  a long  time!  It 
takes  the  Mannons  to  punish  themselves  for  being 
born!”17 

On  February  5,  1951,  during  the  evening  he  had 
another  accident.  The  physician  found  him  on  the 
snow-covered  ground  in  their  garden  where  he  had 
fallen  and  was  unable  to  move;  he  had  fractured  his 
knee.  Carlotta  was  inside  the  house  and  although 
she  was  not  well,  it  was  not  recognized  until  the  fol- 
lowing day  when  she  too  was  hospitalized.  They 
were  both  now  at  Salem  Hospital.  However,  Car- 
lotta appeared  confused  and  disoriented  and  was 
transferred  to  McLean  Hospital  where  she  remained 
until  the  end  of  March.  At  about  the  same  time. 
O’Neill’s  friends  arranged  for  his  transfer  to  New 
York’s  Doctors  Hospital  where  he  would  be  cared  for 
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by  Dr.  Patterson  and  Shirley  Fisk,  M.D.  Although 
he  was  pleased  to  be  back,  he  was  hoping  to  return  to 
Carlotta,  who  was  still  angry  and  blaming  him  for  her 
McLean  hospitalization.  However,  a reconciliation 
did  take  place,  and  on  May  17,  O’Neill,  with  a nurse 
accompanying  him,  returned  to  Boston,  to  the 
Shelton  Hotel  where  Carlotta  was  now  living.  This 
was  going  to  be  his  last  home. 

Final  days 

Probably  no  more  tortured  a period  can  be  imag- 
ined than  these  last  two  years  of  O’Neill’s  life.  Ex- 
hausted both  physically  and  emotionally,  most  of  his 
days  were  now  spent  in  bed  or  sitting  in  a chair  near 
a window,  which  looked  out  on  the  Charles  River. 
This  was  his  only  contact  with  the  outside  world,  for 
there  was  very  little  interest  in  seeing  people.  De- 
pression, always  a problem,  had  also  become  more 
severe.  He  may  have  recalled  during  these  painful 
days  the  words  he  had  given  to  Edmund  in  Long 
Day’s  Journey  Into  Night:  “I  will  always  be  a 

stranger  who  never  feels  at  home,  who  does  not  really 
want  and  is  not  really  wanted,  who  can  never  belong, 
who  must  always  be  a little  in  love  with  death.”18 

Now,  impatiently,  he  was  waiting  for  death  to 
come.  On  November  24,  he  developed  pneumonia, 
and  three  days  later  his  wish  was  granted.  O’Neill 
was  pronounced  dead  at  4:39  in  the  afternoon  on 
November  27,  1953,  and  our  world  was  now  the 
poorer,  for  we  had  lost  our  greatest  playwright. 


Mussel-associated  viral  hepatitis,  Type  A: 
Serological  confirmation 

While  an  impressive  body  of  evidence  has  pointed  to 
consumption  of  under-cooked  or  raw  molluscs  as  the  source 
of  acute  viral  hepatitis,  certain  difficulties  have  prevented 
confirmation  of  the  epidemiologic  association.  Prior  to 
this  report  there  has  been  no  serologic  confirmation  of  the 
relationship  between  the  two.  In  the  outbreak  reported 
here,  7 members  of  a family  of  14  developed  acute  viral 
hepatitis  about  a month  after  a family  outing  in  which  all 
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but  4 members  ate  the  molluscs,  some  members  in  con- 
siderable quantity.  None  of  the  4 who  did  not  eat  the 
mussels  became  ill,  while  7 of  the  10  who  did  showed 
symptoms  of  the  disease  and  6 were  hospitalized.  The 
etiologic  role  of  hepatitis.  A virus  was  serologically  con- 
firmed by  demonstration  of  rises  of  titers  of  serum-anti- 
body to  the  antigen  (serologically  related  to  the  MS-1  strain 
of  hepatitis  A virus),  determined  by  immune  adherence 
hemagglutination.  Dienstag,  J.  L.,  et  al.:  Lancet  1:  561 
(Mar.  13)  1976 
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Castration  as  a therapeutic  procedure  is  today 
probably  one  of  the  commonest  operations.  It  was 
estimated  that  in  1975,  in  the  United  States,  about 
58,000  men  would  be  found  to  have  cancer  of  the 
prostate,  and  a large  percentage  of  these  would  lose 
their  gonads.1  But  castration  dates  back  to  antiquity 
and  is  not  limited  to  man.  The  very  term  castration 
is  derived  from  the  Latin  castor,  or  beaver,  which 
bites  off  its  gonads  when  pursued  and  in  danger.2’3 

Down  the  ages  the  operation  was  performed  for  a 
variety  of  reasons: 

To  retain  the  supremacy  of  the  male  elders. 

According  to  Freud,  in  the  primitive  society  of  man, 
or  the  “herd,”  older  men  mutilated  the  genitals  of 
some  of  the  young  males  to  circumvent  the  challenge 
due  to  the  generation  gap.  They  thereby  were  able 
to  retain  possession  of  the  females. 

As  revenge  against  an  enemy  on  the  battlefield 
(Fig.  1).  Castration  was  customary  among  all  an- 
cient peoples  and  was  still  practiced  in  some 
countries  at  the  turn  of  the  nineteenth  century.4 
Since  virilism,  springing  from  the  testes,  was  con- 
sidered to  be  synonymous  with  physical  prowess, 
emasculating  an  enemy  was  to  “de-fuse”  him.  In 
1896,  at  the  Battle  of  Aduwa  in  Ethiopia,  7,000  Ital- 
ian soldiers  were  castrated.  In  1935,  during  the 
invasion  by  Mussolini  into  that  country,  it  is  said  that 
the  greatest  fear  his  soldiers  had  was  being  taken 
captive  by  the  natives.5 

On  slaves  to  serve  as  eunuchs  in  harems  or 
seraglios.  The  term  eunuch  is  from  the  Greek  eune, 
bed;  escheim  is  to  keep  or  a keeper  of  the  bedcham- 
ber. The  eunuchs  were  docile,  diligent,  and  trust- 
worthy; some  became  advisers  to  pharaohs  and  kings 
and  managed  the  royal  household  (Fig.  2).2  This 
may  be  the  origin  of  the  name  and  title  “chamber- 
lain.”  The  story  of  frustration  suffered  by  the  wife 
of  the  eunuch  Potiphar,  her  ardent  desire  for  young 
Joseph,  and  his  rejection,  is  beautifully  narrated  in 
Genesis  39:1. 

The  eunuchs  were  obese,  had  long  hair,  but  were 
beardless.  Aristotle  (384-322  B.C.),  according  to 
Sitwell,6  maintained  that  the  bass  voice  of  a normal 
male  is  due  to  the  downward  pull  of  the  testes  on  the 

* Read  before  the  annual  meeting,  New  York  Section,  American 
Urological  Association,  Southampton,  Bermuda,  September  23, 
1975. 

* Aided  by  a grant  from  the  Irene  Heinz  Given  and  John  La- 
Forte  Given  Foundation. 


FIGURE  1.  Artist’s  drawing  of  relief  at  Medinet-Habn 
showing  Egyptians  tallying  number  of  amputated  sexual  or- 
gans (note  scribe).  (Bitschai,  J.,  and  Brodny,  M.  L.:  A History 
of  Urology  in  Egypt,  New  York,  Riverside  Press,  1956.) 


vocal  cords.  The  castrate  loses  this  pull,  hence  the 
treble  voice,  like  that  of  a female.  Furthermore, 
eunuchs  were  not  bald  because,  being  impotent,  their 
hair  was  not  singed,  as  occurs  in  the  heat  of  coitus.6 
Incidentally,  during  Roman-  times  only  men  with 
testes  could  testify.  This  they  accomplished  by 
placing  their  right  hand  on  the  scrotum  and  ex- 
claiming “I  hereby  testify.”  Women  and  eunuchs 
could  not  testify.7 

As  punishment  for  rape,  seduction,  adultery, 
and  so  forth.  In  Greek  mythology  Peritanus,  who 
enjoyed  the  generosity  of  Helen  of  Troy,  was  cas- 
trated by  Paris.  Thereafter  males  without  testes 
were  called  Peritani.4  Punitive  emasculation  was 
common  practice  throughout  the  ages  to  modern 
times.  Fulbert,  canon  of  Notre  Dame,  caused  the 
great  scholar  Peter  Abelard  (1079-1142)  to  be 
emasculated  because  he  had  seduced  his  niece,  He- 
loise.  The  great  love  story,  the  unselfish  devotion  of 
Heloise,  her  suffering  and  that  of  Abelard,  have  been 
the  subject  of  many  poems,  novels,  and  plays.8-9 

As  a self-inflicted  religious  rite.  Throughout 
history,  in  individuals  as  well  as  in  groups,  there  has 
been  a struggle  between  two  divergent  sexual  natures 
or  “drives”  in  man;  now  one,  now  the  other  being  in 
ascendancy.  One  is  Eros,  a positive,  sex-oriented 
drive  derived  from  the  libido,  whose  slogan  is  “sex  is 
beautiful,  sex  is  joyful.”  The  other,  Thanatos,  is  a 
negative,  inhibitory  force  curbing  libido  because  “sex 
is  sinful,  sex  is  shameful.”10  We  have  had  on  the  one 
hand  the  austerity  in  the  Puritanical  era,  and  on  the 
other  hand  present-day  permissiveness  and  sexual 
promiscuity.  It  is  curious  that  these  opposing  drives 
can  at  times  lead  to  the  same  result,  that  is,  castra- 
tion. Among  the  Greeks  and  Romans  fertility 
divinities  (Venus,  Aphrodite,  Astarte,  and  Artemis) 
were  worshipped,  particularly  during  springtime, 
with  bacchanalian  revelries,  licentiousness,  sexual 
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FIGURE  2.  (a)  Relief,  Babylon,  1700  B.C.,  showing  vizier 

and  obese,  beardless  eunuch;  probably  oldest  representation 
of  a eunuch,  (b)  Photograph  of  completely  emasculated 
Chinese  who  served  as  dependable  eunuch  at  Imperial  Palace 
in  Peking.  (Matignan,  J.  J.:  Arch.  Clin.  Bordeaux  5:  193 
(1896).  Photo  Alinaire,  the  Louvre.) 

other  peoples  during  the  Middle  Ages  as  a “cure”  for 
leprosy,  epilepsy,  perversion,  insanity,  gout,  pri- 
apism, excessive  masturbation,  and  so  on.  The 
barber-surgeons  usually  excised  the  testes  during 
bilateral  herniotomy.17  In  1893  White18  reported 
that  the  average  weight  of  24  canine  prostates  fol- 
lowing bilateral  orchiectomy  was  about  4 Gm.,  while 
in  35  control  dogs  the  average  weight  was  15  Gm.  In 
1895,  at  the  Section  on  Urology  of  the  New  York 
Academy  of  Medicine,  Fremont-Smith19  reported  an 
excellent  result  following  bilateral  orchiectomy  in  a 
69-year-old  man  with  a huge  prostate.  The  following 
year  Hayden20  and  Souchon21  also  reported  good 
results.  Each  observed  that  “the  prostate  was  very 
hard.”  The  operation  fell  into  disrepute,  but  fol- 
lowing the  epochal  work  by  C.  Huggins  in  1940,  it  was 
revived  as  a treatment  for  cancer  of  the  gland. 
Today  bilateral  orchiectomy  is  practiced  universally 
in  the  treatment  of  this  disease.22 
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frenzies,  and/or  orgies  (orgia  in  Greek  means  sacred 
rite),  which  culminated  in  self-castration  and  obla- 
tion of  the  testes  to  the  favorite  deities3,5,7,11  (Fig.  3). 
Phallic  worship  occurred  simultaneously  with  some 
young  virgins  ecstatically  mounting  the  projectory 
of  a statue  of  Priapus.5 

The  opposite  extreme,  Thanasia,  the  libido-in- 
hibiting force,  led  to  platonic  love,  asceticism,  ma- 
sochism, flagellation,  celibacy  (spiritual  self-castra- 
tion),  and  occasionally  to  actual  castration,  as  by  the 
priest  Origen  in  202  A.D.,  the  Yonigas  in  India,  and 
the  Skopzies  in  Russia  (1700-1900)  (Fig.  4).  The 
premise  was  that  to  emasculate  is  to  become  im- 
maculate.3,7,12,13 

To  preserve  a boy’s  treble  voice  into  adulthood. 
During  the  seventeenth  century  in  Italy  alone  as 
many  as  5,000  boys  aged  five  to  seven  were  castrated 
annually  and  trained  to  become  choir  and  opera 
singers.  The  need  arose  because  women  were  not 
allowed  to  sing  in  churches  or  opera 
houses.3,14,15,16 

As  a therapeutic  measure.  Castration  was 
performed  by  the  Romans  and  Greeks  and  by  many 
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FIGURE  3.  Fertility  goddess  Artemis  (variously  named 
Astarte,  Cybele,  Venus,  Aphrodite).  Statue  in  archeological 
museum  of  Ephesus,  located  78  km.  south  of  Izmir  (Turkey). 
Goddess  was  worshipped  annually,  particularly  during  spring 
festivals. 
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In  the  spring  of  1792,  David  d’lsaac  Nassy,  M.D., 
about  44  years  of  age,  arrived  in  Philadelphia  from 
Surinam,  a Dutch  colony  in  South  America,  accom- 
panied by  his  daughter,  Sara,  and  two  slaves.1-5  He 
had  suffered  the  loss  of  his  wife,  Esther  Abigail,  and, 
probably,  some  of  his  fortune  in  Holland,  which  in 
serious  economic  straits  had  resorted  to  anti-Semitic 
restrictions.  The  Philadelphia  Directory  of  1793 
listed  the  new  arrival  as  druggist  and  physician,  62 
South  Second  Street.6  Philadelphia  was  a city  of 
40,000  persons,  a center  of  commerce  and  culture, 
and  the  largest  and  most  prosperous  of  the  nation 
and  its  capital.  But,  like  all  American  cities,  it  was 
dirty:  scavenger  hogs  roamed  the  unpaved  alleys, 
and  streets  were  littered  with  garbage  and  animal 
carcasses;  flies  and  mosquitoes  flourished  in  summer; 
sewage  and  public  water  supply  was  nonexistent;  and 
gutters  drained  into  holes  (sinks)  of  accumulated 
filth  and  dead  animals." 

Dr.  Nassy  practiced  medicine  in  the  Quaker  city 
until  May,  1775,  and  then  returned  to  his  homeland, 
Surinam.  The  Philadelphia  Jewish  community  was 
small,  the  census  of  1790  accounted  for  200  men, 
women,  and  children.  Dr.  Nassy  joined  Mikveh  Is- 
rael, a Sephardic  synagogue,  and  contributed  to  a 
special  charity  fund,  Ezrath  Orchim,  which  provided 
for  coreligionists  in  need.8  He  became  a citizen 
January  24,  1795.  His  three  eventful  years  in  the 
United  States  were  filled  with  magnificent  achieve- 
ments. Dr.  Nassy  was  not  only  the  first  well-trained, 
scientific  Jewish  physician  in  America,  but  was  also 
the  first  to  practice  in  Philadelphia,  to  publish  a 
medical  treatise,  and  to  be  elected  in  1793  to  the 


prestigious  American  Philosophical  Society  where 
he  read  a paper  on  botany,  February  20,  1794.5-6-9 

Lineage 

Scattered  fragments  reveal  his  lineage.  In  1659, 
a group  of  Portuguese  Jews,  led  by  a David  Nassy, 
migrated  to  Surinam  from  Cayenne,  French  Guiana, 
where  they  had  cultivated  sugar  and  indigo.  In 
Surinam  they  developed  plantations  of  sugar,  coffee, 
cocoa,  and  tobacco.  A congregation  was  formed  in 
1685,  on  a small  island,  the  Savanna,  in  the  river 
Surinam.  Slave  revolts,  from  1590  to  1772,  disrupted 
the  plantations;  and  Maroons  (runaway  slaves) 
plundered  and  murdered.  Isaac  Nassy,  probably  Dr. 
Nassy  s father,  was  killed  in  the  1750s.1-5 

Homeland  activities 

Dr.  Nassy  lived  in  the  “Jooden  Savanna”  where  he 
was  respected  for  his  skill  as  a physician,  as  well  as 
for  his  language  proficiency,  botanical  knowledge, 
and  his  cultural  and  community  leadership.  The 
date  of  his  birth  is  not  known,  nor  where  he  was  ed- 
ucated and  read  medicine.  There  are  documents 
that  attest  to  his  public  interests.4  On  February  16, 
1785,  he  signed  a proposal  for  the  founding  of  a col- 
lege of  letters  under  the  patronage  of  the  governor- 
general  who  appointed  him  president  of  the  “Re- 
genten”  for  the  celebration  of  the  centennial  (1785) 
of  the  congregation  in  the  Savanna.  Dr.  Nassy  was 
also  the  principal  author  of  the  Essai  Historique  sur 
la  Colonie  de  Surinam  avec  Vhistoire  de  la  nation 
Juive  y etabli,  published  February  20, 1788,  a learned 
historic  account  of  the  Jewish  settlement  of  Suri- 
nam. 

Dr.  Nassy’s  intention  to  return  to  his  native  land 
is  recorded  in  the  minutes  of  the  American  Philo- 
sophical Society,  June  9,  1795,  as  well  as  an  offer  to 
carry  out  studies  they  may  desire  there  “since  it . . . 
contained  rare  products  . . . interesting  to  scientists.”5 
In  May,  1795,  he  suggested,  in  a petition  to  the  gov- 
ernment of  Holland,  ways  to  improve  Surinam’s 
economy,  and  entreated  equal  rights  for  all  its  in- 
habitants.4 Shortly  thereafter,  he  and  his  daughter 
left  Philadelphia.  In  Surinam,  he  resumed  his  ef- 
forts for  equality  regardless  of  birth,  religion,  wealth, 
and  rank.  On  December  10,  1798,  he  published 
Lettre  Politico-Theologico-Morale  sur  les  Juifs 
wherein  he  notes  the  example  of  equality  and  liberty 
given  to  the  world  by  the  United  States.4  A copy  was 
received  by  the  American  Philosophical  Society 
November  15, 1799,  and  by  the  Library  Company  of 
Philadelphia.6 

An  incident  that  occurred  in  1797  illustrated  the 
humanitarianism  for  which  he  was  noted.  An  enemy 
ship  seized  by  the  French  during  the  war  with  Por- 
tugal was  brought  to  Surinam  and  sold,  and  its  crew 
forsaken.  Jews  housed,  fed,  and  sent  them  home  on 
a chartered  vessel.  A letter,  delivered  on  command 
of  his  Royal  Highness,  expressed  thanks  to  “Dr. 
David  Nassy  and  the  heads  of  the  Portuguese  Jewish 
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Nation  residing  in  Surinam”  for  the  kindness  shown 
to  the  prisoners  of  war.3 

In  1799,  Dr.  Nassy  married  Ribca  de  David  de  la 
Parra.  He  died  March,  1806,  at  58  years  of  age,  and 
was  buried  in  the  old  cemetery  of  the  Jewish  Savan- 
na. 

Theories  of  illness 

Dr.  Nassy’s  niche  in  the  history  of  American 
medicine  was  made  during  the  yellow-fever  epidemic 
that  terrorized  Philadelphia  in  1793.  Fevers  were 
still  ill-defined  and  associated  with  high  mortality 
rates  and  a variety  of  theories.  Humoralism  was  the 
generally  accepted  pathogenesis;  the  healing  powers 
of  nature,  combined  with  gentleness,  diet,  nursing, 
herbs,  liquids,  purging,  and  blood-letting,  were  re- 
spected. Disturbed  body  humors  or  juices  were 
thought  to  be  due  to  epidemic  constitution  of  the 
atmosphere  (miasma,  heat,  moisture,  climate,  and 
season),  to  individual  predisposition  (diet,  fatigue, 
emotions,  and  excessive  drinking),  and  to  inherited 
constitution.  These  concepts,  which  originated  with 
the  ancient  Greeks  (Hippocrates,  Galen),  established 
the  earliest  foundations  of  scientific  thinking,  freed 
medicine  from  supernaturalism,  and  were  recognized 
for  twenty  centuries,  through  the  periods  of  T.  Sy- 
denham, M.D.,  (1624  to  1689),  G.  E.  Stahl,  M.D., 
(1660  to  1734),  H.  Boerhaave,  M.D.,  (1668  to  1738), 
and  G.  van  Swieten,  M.D.,  (1700  to  1772). 7 Other 
speculative  theories  emerged  in  the  eighteenth  cen- 
tury. William  Cullen,  M.D.,  (1710  to  1890)  conceived 
a vascular  spasm  of  the  brain  as  a cause  of  illness. 
John  Brown,  M.D.,  (1735  to  1788)  was  influenced  by 
Albrecht  V.  Haller,  M.D.,  (1708  to  1777)  who  dem- 
onstrated nerve  function  and  adopted  solidism,  a 
theory  of  tension  and  relaxation  of  solid  parts  of 
vascular  and  nervous  systems;  Benjamin  Rush,  M.D., 
(1745  to  1813)  preached  a modified  Brunonian  doc- 
trine of  vascular  tension.  Grasp  of  contagion,  in- 
fection, and  prevention  was  hazy;  overlooked  were 
the  contributions  to  morbid  anatomy  in  1760,  by 
Morgagni  (1682  to  1771)  and,  in  1766,  by  Thomas 
Bond  (1712  to  1784).  Not  until  the  advent  of  the 
postrevolutionary  Paris  school  of  clinicians  and  pa- 
thologists did  the  era  of  speculative  theories  ex- 
pire.10 

Origin  of  epidemic 

The  pestilence  that  struck  Philadelphia  in  1793, 
which  took  a toll  of  a tenth  of  its  population,  was 
considered  by  some  to  be  of  local  origin  (miasma,  or 
noxious  exhalations  from  putrified  matter),  and,  by 
others,  to  be  imported  from  the  West  Indies.  Those 
who  accepted  contagion  urged  quarantine  and  iso- 
lation; the  noncontagionists  urged  cleanliness  and 
sanitation,  which  fostered  in  Philadelphia  the  first 
sanitary  reforms  in  the  cities  of  the  United  States. 
Most  physicians  realized  it  was  epidemic;  West  In- 
dian physicians,  Dr.  Nassy  and  Jean  Deveze,  M.D., 
claimed  only  “those  constitutionally  homogeneous 
with  the  corrupted  air  became  infected.”9  Thus, 


survivors  of  a previous  attack  were  immune.  The 
epidemic  ended  with  the  first  frost,  and  none  realized 
that  the  malevolent  influence  of  the  mosquito,  Aedes 
aegypti,  terminated  with  the  cold. 

Dr.  Rush  believed  in  the  local  origin  of  the  epi- 
demic and  in  treatment  by  bodily  depletion  with  vi- 
olent purging  and  copious  bleeding.  In  his  auto- 
biography, Dr.  Rush  related  the  first  meeting  with 
Dr.  Nassy  at  a Jewish  ritual  circumcision  of  the 
eight-day-old  infant  of  Jonas  Philips.  The  ceremony 
is  described  in  detail;  then  Rush  adds:  “An  inge- 
nious physician,  a Jew,”  informed  him  that  “Jews  in 
consequence  of  the  loss  of  the  foreskin  were  less 
subject  to  be  infected  with  the  venereal  disease  ...  . 

The  above  Jew  Physician  paid  me  a visit ...  . His 

name  is  Dr.  Nassy.”  11  After  their  breach  regarding 
theories  and  treatment  of  yellow  fever,  Dr.  Rush 
chose  to  ignore  and  exclude  Dr.  Nassy  completely 
from  his  writings. 

Dr.  Nassy  wrote  his  essay  in  French  with  parallel 
English  translation,  which  was  published  when  the 
epidemic  ended.9  He  described  symptoms,  and 
condemned  physicians  who  divulged  their  theories 
and  treatment  in  newspapers  without  pointing  out 
wherein  such  procedures  were  indicated;  he  de- 
nounced reckless  self-medication  that  caused  con- 
fusion and  made  perilous  amild  illness  or  an  ailment 
misdiagnosed.  He  was  critical  of  writings  that  gen- 
erated fear,  chaos,  and  abandonment,  and  urged 
physicians  to  fulfill  the  sacred  duties  of  their  pro- 
fession. His  views  and  treatment,  he  stated,  were 
based  on  sound  practice,  observation,  and  search  of 
truth.  He  declared  the  disease  was  contagious, 
contrary  to  Dr.  Rush;  the  cause,  miasma  and  putrid 
air,  was  in  agreement;  that  wind,  rain,  and  thunder 
could  purge  the  putrid  air,  but  he  missed  cold  and 
sanitation,  whereas,  Dr.  Rush  advised  cleanliness  and 
sanitation  since  spread  of  the  epidemic  was  corrup- 
tion of  the  atmosphere  from  decaying  coffee;  that 
those  sober  and  regular  in  eating  were  less  disposed; 
and  strong  drinkers  and  children  who  ate  large 
quantities  of  watermelon  and  sweet  potatoes  were 
susceptible.  Apparently  mosquitoes  rewarded  virtue 
and  attacked  the  wicked.  Dr.  Nassy  prescribed 
cooling  drinks;  rest;  light  diet;  fresh  air;  rare,  but  al- 
ways mild,  purges;  limited  bleeding;  and  a vermifuge 
and  clyster  of  milk  and  honey  for  children,  a treat- 
ment that  evidently  paralleled  Dr.  Rush’s,  and  dif- 
fered only  in  degree.9’12  Dr.  Nassy  was  a strict  hu- 
moralist  who  believed  that  inflammation  caused  in- 
creased fluidity  of  the  body  juices  or  humors;  violent 
purges  (mercury)  “cause  dissolution  of  the  blood  and 
may  occasion  certain  death.”  Extravagant  blood- 
letting he  rejected  with  an  eloquence  and  vigor  wor- 
thy of  the  renowned  Dr.  Rush.  William  Cobbett,  a 
Tory  writer,  went  to  the  local  bills  of  mortality  to 
prove  mathematically  that  Dr.  Rush’s  relentless 
blood-letting  was  killing  yellow-fever  patients  rather 
than  curing  them.13 

Dr.  Nassy  treated  160  fever  patients  and  diagnosed 
117  as  yellow-fever  victims.  The  remainder  he 
thought  were  icterogenic  and  the  usual  warm-  I 
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weather  fevers.  Nineteen  died,  11  of  whom,  he 
claimed,  had  been  treated  with  extreme  doses  of 
mercury  and  jalap.9  Dr.  Nassy’s  ideas  were  not 
masterpieces  of  epidemiology  or  therapy;  but  in  an 
era  echoing  Hippocratic-Galenic  writings  neither  was 
the  medical  speculation  and  t heory  of  others. 

Conclusion 

In  many  ways  Dr.  Nassy  was  an  interesting  person. 
Although  his  history  is  not  fully  known,  his  writings 
reveal  a man  of  culture,  and  his  medical  essay  dis- 
closes a learned  physician  who  adhered  to  Hippo- 
cratic-Galenic doctrines  with  a refreshing  practical 
empiricism;  his  discord  with  Dr.  Rush  indicated  a 
variance  in  experience  (West  Indian),  but  few  basic 
differences;  the  final  solution  of  the  yellow  fever 
source  by  Walter  Reed,  M.D.,  did  not  occur  until  a 
century  later.  The  postscript  in  his  book  points 
again  to  a humanitarian;  “Blessed  be  the  name  of 
God.  Notwithstanding  the  crimes  and  horrors 
committed  in  some  parts,  virtue  and  charity  are  not 
yet  banished  from  the  whole  world.”9  In  these  words 
he  paid  a moving  tribute  to  those  who  stayed  to  care 
for  the  sick  and  bury  the  dead. 

49  Crest  Drive 
South  Orange,  New  Jersey  07079 


Acute  yellow  phosphorous  poisoning 

Simon  and  Pickering  present  summarized  case  histories 
of  3 children  (two,  three,  and  seven  years  old)  suffering 
from  acute  yellow  phosphorus  poisoning  after  eating  rat 
poison.  Because  of  the  increasing  resistance  of  rats  to 
warfarin  derivatives,  use  of  poisons  containing  yellow 
phosphorus  may  be  more  widespread.  The  chief  source 
of  accidental  poisoning  from  yellow  phosphorus  used  to  be 
match  tips  and  fireworks,  since  eliminated  by  law.  Used 
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for  rat  poison  are  powders  and  pastes  containing  2 to  5 per  - 
cent  yellow  phosphorus,  such  as  Patterson’s  Zinc  Phos- 
phide Rodent  Bait  (2  percent);  Pearson’s  Rat  Poison  (2 
percent);  Steam’s  Electric  Brand  Paste  (3  percent);  and 
Rat  Doom  Zinc  Phosphide  (5  percent).  Although  the 
yellow  phosphorus  concentrations  are  small,  it  is  highly 
toxic  and,  ingested,  has  a high  mortality.  Two  of  these  3 
children  died.  Simon,  F.  A.,  and  Pickering,  L.:  J.A.M.A. 
235: 1343  (Mar.  29)  1976 
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Nomenclature,  Cross- 
Indexing,  and  Research 

Beginnings  in  the  United  States 


EDWIN  P.  MAYNARD,  Jr.,  M.D. 

Brooklyn,  New  York 

Clinical  Professor  of  Medicine,  Emeritus,  State  University  of  New 
York  Downstate  Medical  Center 


The  discovery  of  dusty  and  deteriorating  bound 
volumes  of  medical  case  records  may  occasionally 
lead  to  results  that  are  completely  unexpected.  Not 
long  ago  our  record  librarian  at  The  Brooklyn  Hos- 
pital found  three  volumes  of  case  records  of  the 
Brooklyn  City  Hospital,  now  The  Brooklyn  Hospital; 
one  was  dated  1867  to  1869.  The  hospital  was 
founded  in  1845  and  was  the  first  voluntary  hospital 
in  Brooklyn.  The  case  records  were  quite  typical  of 
those  to  be  found  in  similar  institutions  of  that  pe- 
riod. The  patient’s  history,  physical  examination, 
diagnosis,  clinical  course,  treatment,  and  end  result 
rarely  required  more  than  one  page,  and  sometimes 
there  was  even  enough  room  for  the  autopsy  findings. 
The  frontispiece  in  the  1867  to  1869  volume  is 
beautifully  done  in  good  Spencerian  style,  and  in- 
cludes the  names  of  the  house  physicians  listed  as 
“Residents,”  a very  early  use  of  this  term  (Fig.  1).  At 
The  New  York  Hospital  in  1862  they  were  called  se- 
nior walkers  and  junior  walkers,  and  at  the  Massa- 
chusetts General  Hospital  in  Boston,  ward  pupils, 
indicating  a very  lowly  status  when  compared  with 
our  interns  and  residents  today. 

Following  the  frontispiece  I was  greatly  surprised 
to  find  a handwritten  nomenclature  and  a cross- 
index. An  alphabetic  list  of  diseases  appears  at  the 
left-hand  side  of  the  page;  on  the  same  line  are  re- 
corded the  pages  on  which  the  case  histories  of  pa- 
tients with  these  conditions  are  written.  Using  the 
list,  a physician  could  readily  find  all  the  records  of 
patients  with  anemia,  for  example,  who  were  ad- 
mitted that  year. 

The  designer  of  the  nomenclature  was  forced  to 
rely  on  his  own  inventiveness  because  no  classifica- 
tions had  been  published  in  the  United  States  up  to 
that  time.  He  chose  a very  simple  method:  a list  of 
diseases,  symptoms,  physical  signs,  injuries,  and  in- 


FIGURE  1.  Frontispiece  from  records  of  The  Brooklyn  City 
Hospital,  1867  to  1869.  (Note  error  in  Roman  numeral  date: 
MDCCCXLVII  should  have  been  MDCCCLXVII.) 

toxications,  and  recorded  them  alphabetically 
employing  terms  in  current  use. 

Pneumonia,  pleuropneumonia,  and  pleurisy  were 
listed,  but  not  empyema.  Under  the  heart  heading 
there  are  surprisingly  few  listings:  angina  pectoris, 
cardiac  diseases,  and  cyanosis  (Fig.  2A).  Valvular 
diseases  and  aneurysms  do  not  appear.  The  diag- 
nosis intermittent  fever  is  made  very  frequently,  but 
malaria  only  rarely  (Fig.  2B).  Ephemeral  fever  is  a 
choice  entry  probably  meaning  that  the  fever  sub- 
sided promptly  before  a diagnosis  had  been  made. 
The  patient  was  treated  with  a solution  of  quinia, 
about  2 gr.,  and  10  mx.  sulphuric  acid  dilution,  both 
three  times  a day,  and  3 oz.  of  wine  per  day;  it  may 
have  been  the  quinine  or  the  wine  that  made  the  fever 
emphemeral  and  probably  easier  to  bear. 

The  nomenclature  and  cross-index  were  probably 
compiled  by  one  member  of  the  house  staff  because 
all  the  entries  seem  to  be  in  the  same  handwriting. 
That  a nomenclature  and  cross-index  of  disease 
should  exist  in  a volume  of  histories  dated  1867  to 
1869  was  very  surprising,  and  stimulated  further 
investigation  of  record  keeping  in  the  eighteenth  and 
nineteenth  centuries. 

Early  record  keeping 

The  first  step  was  to  visit  some  of  the  oldest  hos- 
pitals in  the  United  States  to  discover  when  no- 
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FIGURE  2.  (A)  Line  1 reads:  Heart  Disease,"  without  any 

classification.  (B)  Line  1 reads:  "Intermittent  Fever,” 

malaria  not  mentioned. 


menclatures  and  cross-indexes  were  first  designed. 
The  Pennsylvania  Hospital  was  founded  in  Phila- 
delphia in  1752.  William  Sharpe,  M.D.,  curator  of 
old  records  of  that  institution,  has  kindly  given  me 
the  following  information. 

Before  1868,  patient  records  at  Pennsylvania  Hospi- 
tal were  preserved  only  in  unusual  and  exceptionally 
instructive  cases,  but  beginning  with  1868,  each  admis- 
sion was  given  a half-folio  sheet,  numbered  consecu- 
tively by  year  and  admission,  and  by  service  (medicine 
or  surgery).  The  house  officers  entered  the  history, 
physical  findings,  laboratory  data,  operative  note, 
progress  notes,  consultants’  opinions,  and  disposition 
of  the  case.  At  the  end  of  the  year,  these  were  bound 
as  large  ledgers,  and  preserved.  Early  cross-indexes 
were  prepared  only  for  annual  statistical  reports,  and 
annual  hospital  reports  include  variably  detailed  tabu- 
lations by  disease,  without  very  much  detail  but  with 
notations  as  to  whether  the  patient  was  improved, 
dead,  or  what.  The  nomenclature  became  more  and 
more  precise  during  the  last  two  decades  of  the  19th 
century,  and  an  essentially  modern  nomenclature  was 
adopted  about  the  time  of  the  first  World  War  by 
which  diagnoses  were  filed  and  accumulated.1 


The  next  step  was  to  visit  The  New  York  Hospi- 
tal. This  institution,  the  oldest  voluntary  hospital 
in  New  York  State,  was  founded  under  a grant  from 
King  George  III  of  England  in  1771.  Adele  A.  Ler- 
ner,2  medical  archivist,  was  most  helpful  in  making 
all  pertinent  documents  in  her  possession  available. 
She  showed  me  the  “Case  Book  for  1862-1863”  which 
contains  an  index  in  the  back  consisting  of  a list  of 
diseases  arranged  alphabetically  and  giving  page 
numbers  where  cases  illustrating  particular  diseases 
could  be  found.  This  is  the  earliest  attempt  at 
cross-indexing  at  The  New  York  Hospital.  It  appears 
to  have  been  devised  by  one  of  the  house  officers. 
The  method  of  cross-indexing  was  almost  identical 
with  that  designed  by  the  house  staff  at  The  Brook- 
lyn Hospital  in  1867,  but  the  nomenclature  used  was 
perforce  different  because  no  published  nomencla- 
ture was  in  existence. 

In  1863,  the  medical  division  of  The  New  York 
Hospital  made  an  attempt  to  go  back  and  cross-index 
the  earlier  volumes  of  medical  records  from  1809 
through  1862,  but  what  exists  of  this  work  today  is 
incomplete.2  In  1914,  the  Bellevue  Nomenclature 
of  Disease  was  adopted,  and  in  1932  a unit  history 
system  was  installed  at  The  New  York  Hospital. 

The  Massachusetts  General  Hospital  in  Boston 
was  visited  next.  Joyce  E.  Gormley,  R.R.A.  (regis- 
tered record  administrator)  and  director  of  the 
medical  records  department,  was  most  helpful  and 
allowed  me  to  examine  many  of  the  old  records.  The 
hospital  opened  in  1821  and  volume  I of  the  surgical 
department  showed  that  the  first  patient  admitted 
had  hemorrhoids,  and  the  medical  department’s  first 
patient  had  syphilis,  very  lowly  beginnings  for  such 
a great  hospital.  Patient  case  histories  were  pre- 
served from  the  very  first,  but  it  was  not  until  1847 
that  William  Harvey  Thayer,  M.D.,3  compiled  the 
first  volume  of  the  disease  index  of  the  medical  ser- 
vice covering  records  from  1821  to  1845.  Dr.  Thayer 
devised  his  own  nomenclature  of  diseases  and 
cross-indexed  the  cases  in  each  volume. 

Samuel  Kneeland,  Jr.,  M.D.,  later  compiled  an 
analytical  index  of  the  surgical  records  of  the  Mas- 
sachusetts General  Hospital  from  1821  to  1860,  using 
his  own  nomenclature,  and  S.  L.  Abbott,  M.D.,  con- 
tinued the  work  up  to  1869. 4 Since  then  all  cases 
from  1870  to  1913  have  been  indexed  alphabetically 
by  disease,  the  physician  doing  the  work  compiling 
his  own  list.  In  1913  a committee  on  uniform  no- 
menclature was  formed,  and  by  1914  it  published  the 
“Classification  of  Diseases,  Massachusetts  General 
Hospital”  which  was  adopted  for  use  by  the  hospital 
that  year. 

Grace  Whiting  Myers,5  librarian  emeritus,  of  the 
Massachusetts  General  Hospital,  has  written  a very 
interesting  and  amusing  article  on  the  Massachusetts 
General  classification.  Before  the  latter  was  adopted 
and  published,  record  clerks  were  frequently  puzzled 
by  some  of  the  terms  the  physicians  had  used  when 
signing  out  patients.  Before  the  diagnosis  neph- 
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roptosis  was  generally  accepted,  the  condition  was 
called  “movable  kidney,”  “floating  kidney,”  or 
“displaced  kidney.”  Other  curiosities  were  also 
encountered:  “squeezed  head,”  “whistle  esophagus,” 
“broken  leg,”  and,  most  interesting  of  all  “wild  ani- 
mals in  the  blood.”  It  took  Miss  Myers  two  weeks 
to  find  out  that  the  wild  animals  were  phagocytes. 
All  this  must  have  been  very  confusing  to  the  rela- 
tively untrained  record  clerks  of  those  days. 

A review  of  the  record-keeping  practices  in  four  of 
the  oldest  voluntary  hospitals  in  the  United  States 
in  the  nineteenth  century  reveals  an  interesting 
picture.  At  first,  only  the  records  of  unusual  cases 
were  preserved,  but  very  early  in  the  century  an  at- 
tempt was  made  to  keep  all  records  and  to  bind  them 
for  purposes  of  preservation.  The  need  for  making 
the  wealth  of  medical  information  more  readily 
available  began  to  be  realized  about  mid-century, 
resulting  in  the  compilation  of  nomenclatures  and 
cross-indexes.  In  Boston  the  first  attempt  began 
with  Dr.  Thayer  on  the  medical  service  in  1847,  in 
New  York  at  The  New  York  Hospital  in  1862.  One 
of  the  house  staff  there  had  compiled  a cross-index 
of  disease.  In  Brooklyn,  at  The  Brooklyn  Hospital 
in  1867,  a member  of  the  house  staff  felt  the  same 
need  and  had  compiled  the  nomenclature  and 
cross-index  that  stimulated  me  to  try  to  find  out 
more  about  the  state  of  this  art  in  the  last  century. 

Review  of  research  reports 

Why  should  physicians  in  the  middle  of  the  nine- 
teenth century  have  felt  the  need  for  better  record 
keeping?  In  some  hospitals  this  was  stimulated  by 
the  annual  reports  of  the  board  of  trustees  which 
included  a list  of  the  diseases  treated  during  the  year 
and  the  number  of  cases  of  each.  This  was  relatively 
simple,  requiring  only  an  alphabetic  list  of  diseases. 
But  why  should  physicians  in  these  three  institutions 
have  felt  the  need  for  a cross-index  as  well?  The 
obvious  answer  is  that  some  of  them  had  planned  to 
study  groups  of  patients  suffering  from  diseases 
about  which  they  had  wanted  to  learn  more.  Per- 
haps a review  of  research  reports  published  in  the 
nineteenth  century  in  the  United  States  would  give 
the  answer.  If  the  nomenclatures  and  cross-indexes 
had  served  their  purpose,  articles  based  on  them 
should  have  begun  to  appear  with  increasing  fre- 
quency in  the  last  half  of  the  nineteenth  century. 
However,  this  was  not  the  case. 

The  handwritten  nomenclatures  and  cross-indexes 
used  in  the  United  States  during  the  nineteenth 
century  were  never  published.  It  was  not  until  1872 
that  a committee  of  the  American  Medical  Associa- 
tion prepared  one  based  on  that  developed  by  the 
Royal  College  of  Physicians  in  Great  Britain. 
However,  this  was  not  generally  accepted,  and  it  was 
not  until  1903  that  the  Bellevue  and  Allied  Hospitals 
of  New  York  City  published  A Nomenclature  of 
Diseases  and  Conditions  and  Rules  for  the  Record- 
ing of  Histories.  This  work  was  widely  used,  and  in 


1912  the  American  Medical  Association  voted  that 
it  “be  made  a part  of  whatever  publication  on  the 
subject  of  nomenclature  and  classification  of  diseases 
the  American  Medical  Association  may  decide  to 
issue.” 

Although  medicine  in  Europe  had  been  practiced 
at  least  since  the  time  of  Hippocrates,  no  one  had  felt 
the  need  of  a nomenclature  or  classification  of  dis- 
eases and  morbid  conditions  until  Morgagni.6  He 
wrote  letters  to  famous  physicians  and  surgeons 
throughout  Europe  and  in  England  describing  dis- 
eases, operations,  and  treatments,  and  had  realized 
when  he  decided  to  publish  them  that  some  form  of 
nomenclature  and  classification  would  be  required. 
He  decided  to  group  the  letters  under  seats  of  disease, 
“de  Sedibus.”6  The  first  area  he  chose  was  the  head, 
and  the  first  letter  was  entitled  “Of  Pain  in  the 
Head.”  The  third  was  entitled  “Which  Concludes 
the  Observations  on  Sanguinous  Apoplexy.”  The 
letters  were  grouped  in  books.  Book  I was  entitled 
Of  Diseases  of  the  Head,  and  Book  II  Of  Diseases  of 
the  Thorax.  In  his  letters,  Morgagni  did  not  attempt 
an  alphabetical  nomenclature  and  no  cross-index  was 
provided. 

Following  Morgagni,  von  Kreutzfeld  in  1781” 
published  his  Chirugica  Bibliotheca.  Diseases, 
operations,  wounds,  and  obstetrical  problems  were 
listed  alphabetically,  and  under  each  heading  refer- 
ences to  the  work  of  ancient  and  more  recent  bar- 
ber-surgeons were  included,  resulting  in  the  first 
nomenclature  arranged  in  alphabetic  order.  He 
made  no  attempt  to  subdivide  the  subject  matter  into 
regions,  organs,  or  systems  of  the  body. 

The  next  step  was  taken  in  France  in  1866  at  the 
Congress  International  de  Statisque  by  Henry 
Meding8  who  presented  a classification  of  causes  of 
death  based  on  etiologic  factors,  that  is,  death  at 
birth,  from  old  age  or  miasma,  by  accident,  by  acute 
illness,  by  chronic  conditions,  and  from  inflamma- 
tions or  diatheses.  Statisticians  had  begun  the  at- 
tempt to  classify  death  by  causes. 

Coincidentally,  the  British  had  become  interested 
in  recording  and  classifying  diseases,  and  as  a result 
the  Royal  College  of  Physicians  published  a No- 
menclature of  Diseases  in  18699  and  arranged  their 
classification  according  to  anatomic  systems  and 
general  or  local  conditions.  This  was  a great  step 
ahead  of  the  simple  alphabetic  listing  of  diseases  in 
use  up  to  that  time. 

In  1887,  Richard  Sy10  compiled  an  alphabetic  list 
of  diseases  not  classified  in  any  way  and  made  less 
valuable  for  general  use,  because  many  of  the  diseases 
and  syndromes  were  named  after  famous  physicians, 
that  is,  Addisonii  morbus,  Andonini  miscrosporon, 
Baverotti  filaria,  a custom  in  general  use  especially 
in  Germany  and  Austria.  By  1900  Jacques  Bertillon, 
M.D.,11  chief  of  the  statistical  department  of  the  City 
of  Paris,  had  devised  a nomenclature  that  attained 
world-wide  recognition  and  was  adopted  by  the  In- 
ternational Commission  on  Nomenclature  of  Dis- 
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eases  and  Causes  of  Death  in  1901.  Dr.  Bertillon 
recommended  that  diseases  should  be  classified  as 
general  diseases  and  diseases  of  the  recognized  sys- 
tems of  the  body,  and  that  those  listed  under  each 
should  be  arranged  alphabetically.  It  is  of  interest 
that  in  1897  the  American  Public  Health  Service 
recommended  that  the  Bertillon  classification  be 
adopted  in  the  United  States. 

Nomenclatures  and  research 

As  a result  of  these  efforts  and  also  of  the  bur- 
geoning interest  in  research  in  the  United  States  after 
the  Flexner  Report  and  World  War  I,  more  nomen- 
clatures and  classifications  of  diseases  began  to  ap- 
pear: The  Adrian  V.  A.  Lambert  “Nomenclature 
and  Classification  of  Diseases”  in  1913,  the  Massa- 
chusetts General  Hospital  “Classification  of  Disease” 
in  1914,  and  the  U.S.  Public  Health  Service  “No- 
menclature and  Classification  of  Diseases”  in  1916. 
In  1919  the  Bureau  of  the  Census,  combining  these 
classifications,  published  the  Standard  Nomencla- 
ture of  Diseases,  Pathological  Conditions  and  In- 
juries. The  New  York  Hospital  published  their  own 
in  1938. 

Recognizing  this  reduplication  and  the  resulting 
confusion  in  record  keeping,  the  New  York  Academy 
of  Medicine  in  1933  appointed  a large  committee 
representing  hospitals,  governmental  agencies, 
medical  schools,  and  other  interested  organizations 
here  and  abroad,  to  devise  a standard  nomenclature 
conforming  with  the  “International  List  of  the 
Causes  of  Death.”  This  was  published  in  1933  by  the 
American  Medical  Association  as  the  Standard 
Nomenclature  of  Diseases  and  Operations.12 

The  evidence  disclosed  so  far  indicates  that  in- 
terest in  nomenclatures  with  cross-indexing  of  case 
histories  began  in  the  1860s  in  the  United  States,  and 
that  by  the  beginning  of  the  twentieth  century  no- 
menclatures for  general  use  were  being  devised. 
However,  there  was  little  if  any  clinical  research 
published  during  the  nineteenth  century  that  should 
have  resulted  from  ability  to  study  larger  groups  of 
cases. 

Shryock13  has  published  a very  interesting  study 
on  the  “Trends  in  American  Medical  Research 
During  the  Nineteenth  Century.”  He  found  that  the 
reputation  of  American  medicine  was  at  a very  low 
state  during  that  period.  Medical  thought  was 
dominated  by  physicians  who  devised  “systems  of 
disease.”  This  method  explained  all  forms  of  illness 
by  some  one  pathologic  condition,  with  one  all-suf- 
ficient means  of  cure.  The  renowned  Benjamin 
Rush,  M.D.,  for  example,  ascribed  all  illness  to 
“vascular  hypertension”  and  advised  only  one  rem- 
edy, bleeding.  These  systems  were  developed  by 
reading,  by  experience,  and  by  arm-chair  philoso- 
phizing. Their  acceptance  depended  largely  on  the 
reputation  and  persuasiveness  of  the  orginator,  and 
rested  on  no  clinical  or  laboratory  research.  Abroad, 
particularly  in  France,  medical  leaders  were  focusing 


on  pathologic  anatomy  and  physiologic  investiga- 
tions, and  as  a result  lost  faith  in  the  therapeutics  of 
the  day.  They  were  considered  therapeutic  nihilists 
by  most  American  physicians. 

In  the  United  States,  popular  prejudice  against 
dissection  of  the  human  body  discouraged  anatomic 
investigation.  In  addition,  people  with  means  were 
disinclined  to  support  scientific  work  that  seemed  to 
offer  no  immediate  practical  benefits.  Members  of 
the  faculties  of  the  medical  schools  received  their 
incomes  only  from  student  fees  and  private  practice. 
This  demanded  skill  in  lecturing  and  the  ability  to 
attract  wealthy  patients.  As  a result,  the  medical 
schools  had  no  funds  available  for  research. 

In  the  last  half  of  the  nineteenth  century,  the  in- 
dustrial revolution  progressed  very  rapidly,  resulting 
in  the  amassing  of  very  large  private  fortunes  and  the 
beginnings  of  great  charitable  foundations,  but 
support  for  medical  research  did  not  develop  until 
late  in  the  nineteenth  century.  Scientific  contribu- 
tions were  confined  to  the  practice  of  medicine, 
especially  surgery.  McDowell14  described  ovario- 
tomy. Sims,15  the  operation  for  vesicovaginal  fistula 
and  Wyman,16  thoracentesis.  Most  contributions 
in  medicine  were  case  reports  and  discussions  of 
methods  of  treatment.  William  M.  Gerhardt,  M.D., 
in  183717  described  the  differences  between  typhus 
and  typhoid  fever.  Research  laboratories  were 
nonexistent  in  the  first  75  years,  largely  because  they 
appeared  to  promise  no  early  practical  results.  In 
1847  the  New  York  Academy  of  Medicine  was 
founded  as  a center  of  learning  and  scientific  dis- 
cussion, but  it  was  not  until  1870  that  one  of  the  first 
American  book  on  medicine  was  published,  The 
Medical  and  Surgical  History  of  the  War  of  the 
Rebellion. 

Medical  advances 

In  1867  an  article  appeared  by  W.  H.  H.  Githens, 
M.D.,18  on  98  cases  of  epidemic  meningitis  treated 
in  the  Philadelphia  Hospital.  In  1887,  an  article  was 
published  based  on  animal  research,  “An  Experi- 
mental Study  of  Mycotic  Malignant  Ulcerative  En- 
docarditis” by  T.  Mitchell  Prudden,  M.D.,19  from  the 
laboratory  of  the  alumni  association  of  the  College 
of  Physicians  and  Surgeons,  New  York.  This  was 
one  of  the  earliest  examples  of  properly  controlled 
animal  experimentation  in  the  United  States.  In  the 
same  year  there  was  an  article,  “Sarcoma  of  the  Fe- 
male Breast,”  based  on  a study  of  150  cases  by 
Samuel  W.  Gross,  M.D.20  In  1897  the  following  title 
appeared,  “An  Anatomical  and  Bacteriologic  Study 
of  Acute  Diffuse  Nephritis,”  by  W.  T.  Councilman, 
M.D.21  It  was  not  until  1899  that  Theobold  Smith, 
M.D.,22  in  New  York  published  a study  on  “Varia- 
tions in  Pathogenic  Activity  among  Tubercle  Bacilli”; 
this  work  was  based  on  animal  experimentation.  In 
the  same  year,  Richard  C.  Cabot,  M.D.,  and  F.  L. 
Lowell,  M.D.,23  published  a report  entitled,  “Serum 
Diagnosis — a Study  of  the  Widal  Test.”  Dr.  Cabot 
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used  as  controls  204  nontyphoid  patients  and  39 
patients  with  “sure  typhoid.”  This  was  one  of  the 
earliest  reports  I could  find  describing  a well-de- 
signed clinical  research  study.  It  appears  that  very 
little  of  what  we  know  as  research  was  done  in  the 
United  States  until  the  end  of  the  nineteenth  cen- 
tury.24 Publications  consisted  of  case  reports,  de- 
scriptions of  operations  or  new  instruments,  or  the 
treatment  of  medical  conditions. 

French  and  German  research  laboratories  had 
changed  the  picture.  Bacteria  and  their  relation  to 
infectious  diseases  were  discovered  by  Pasteur  and 
Koch  in  the  1870s,  and  this  made  research  in  this 
field  look  promising.  American  students  flocked  to 
Europe.  In  1871,  Henry  Pickering  Bowditch,  M.D., 
founded  the  first  department  of  experimental 
physiology  in  the  United  States  at  Harvard,  but  it 
was  not  until  1901  that  the  Rockefeller  Institute  for 
Medical  Research  was  built  in  New  York.13  William 
H.  Welsh,  M.D.,  on  his  return  from  studies  in  Europe, 
found  the  level  of  teaching  so  poor  that  he  very  nearly 
went  back  to  the  continent.13  Very  fortunately,  he 
remained  at  Johns  Hopkins  and  became  one  of  the 
great  leaders  in  the  development  of  teaching  based 
on  clinical  and  basic  research. 

Conclusion 

Thus,  the  chance  discovery  of  an  alphabetically 
arranged  nomenclature  of  disease  with  its  cross-index 
in  a bound  volume  of  case  histories  of  the  Brooklyn 
City  Hospital  in  1867  led  to  a study  of  the  develop- 
ment of  nomenclatures  and  cross-indexing  in  Europe 
and  the  United  States  and  to  the  beginnings  of  clin- 
ical and  basic  research.  Except  for  an  occasional 
blossom,  it  appears  that  these  disciplines  did  not 
begin  to  flower  until  the  beginning  of  the  twentieth 
century.  It  required  the  fruits  of  our  industrial 
revolution  and  the  demands  of  World  War  1, 1914  to 
1919,  to  stimulate  the  truly  marvelous  progress  made 
in  medical  teaching,  practice,  and  research  that  we 
enjoy  today. 

The  need  for  some  sort  of  a classification  of  disease 
was  felt  in  Europe  almost  a century  earlier  than  in  the 
United  States  and  developed  faster  there,  probably 
because  research  in  physiology  and  pathology  began 
much  sooner.  The  Royal  College  of  Physicians’ 
Nomenclature  was  published  in  1869,  but  the  Bel- 
levue Nomenclature  in  the  United  States  did  not 
appear  until  1903. 

Still  unresolved  is  what  led  these  young  residents 
in  1862  and  1867  to  design  their  own  nomenclatures 
and  cross-indexes.  That  they  did  the  work  at  the 
behest  of  their  boards  of  trustees  seems  unlikely.  It 
is  encouraging  and  perhaps  partially  correct  to  think 
that  they  did  it  because  they  intended  to  study 
groups  of  cases  of  interesting  diseases  and  realized 
that  to  do  so  properly  they  required  large  numbers 
of  case  histories.  It  seems  likely  that  physicians  at 
the  Massachusetts  General  Hospital  in  Boston  after 
1847,  at  The  New  York  Hospital  after  1857,  and  at 


The  Brooklyn  Hospital  after  1867  conducted  clinical 
research  and  may  have  presented  their  results  at 
their  hospital  staff  meetings  or  before  their  county 
medical  societies;  however,  few  of  these  papers  were 
published.  Whatever  the  reasons,  these  physicians 
were  in  the  vanguard  of  the  effort  to  make  medical 
data  available  for  clinical  and  basic  research. 
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Gemstones  as 
Talisman  and  Amulet 

Medical  and  psychologic  attributes 
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Gemstones  have  long  been  imbued  with  legendary 
powers  affecting  physical  and  psychologic  well-being. 
The  current  interest  in  witchcraft,  astrology,  and 
parapsychology  has  evoked  the  writer’s  curiosity 
about  superstitions  and  beliefs  involving  gemstones 
and  their  alleged  potency  as  talisman  and  amulet. 
Birthstones  reflect  vogues  in  folklore  of  the  past  and 
present.  Some  gemstones  linked  to  months  of  birth 
include  garnet,  January;  amethyst,  February;  aqua- 
marine, March;  diamond,  April;  emerald.  May;  pearl, 
June;  ruby,  July;  peridot  and  jade.  August;  sapphire, 
September;  opal  or  pink  tourmaline,  October;  topaz, 
November;  and  turquoise,  December.1  Various 
charts  list  several  birthstones  for  different  months 
of  the  year.  For  example,  sapphire  and  aquamarine 
for  March  and  September,  and  emerald  for  May  and 
August.  Superstition  is  an  integral  part  of  the 
thinking  of  countless  people  whether  they  recognize 
it  or  not.  Usually  only  the  more  dramatic  features 
command  attention  and  study. 

Apotropaic  function 

Amulets  serve  as  objects  to  ward  off  evil  and  to 
conteract  magic  directed  against  the  possessor  of  the 
amulet.  Primitive  man  apparently  does  not  draw 
distinctions  between  disease  generally  designated  as 
physical  and  mental.  He  sees  only  one  disease  and 
its  treatment,  while  in  scientific  medicine  there  is  still 
a groping  toward  a holistic  concept  of  man  and  his 
functioning.2  The  unitary  quality  is  the  predomi- 
nant feature  in  primitive  medicine.3  With  physical 
and  psychologic  measures  therapeutically  entwined, 
primitive  cultures  see  magic,  religion,  and  medicine 
as  one.4  Charms  falling  within  the  laws  of  similarity 
are  part  of  homeopathic  or  imitative  magic.5  When 
disease  is  regarded  as  the  result  of  witchcraft,  amulets 
are  a major  force  in  preventive  medicine.4  Even  now 
in  all  societies  most  people  consciously  or  uncon- 
sciously at  some  time  use  some  form  of  amulet.4 
Almost  any  object  may  serve  an  apotropaic  function, 
warding  off  evil  if  the  object  is  believed  to  have  had 
special  powers  bestowed  on  it. 


Jade,  emerald,  and  diamond 

While  for  centuries,  in  many  geographic  areas, 
varieties  and  various  shapes  of  gems  served  in  a 
general  way  as  amulets  to  ward  off  bad  luck  and  evil 
spirits,  they  were  also  used  specifically  for  body  ills. 
Powdered  jade  was  long  employed  to  cure  kidney 
disease.  Jade  has  been  a favorite  among  the  Chinese 
and  has  given  rise  to  many  legends.  Powdered  jade 
taken  before  dying  was  believed  to  ward  off  decom- 
position. It  was  felt  to  serve  as  a good  tonic.  It  was 
also  believed  to  relieve  pain. 

In  addition  to  use  as  an  amulet  to  ward  off  bad  luck 
and  evil  spirits,  emeralds  were  long  recommended  for 
failing  eyesight.  Pizarro  wanted  to  seize  the  Inca 
possessions  of  emeralds  for  Spain  because  of  their 
value  as  precious  gems.  In  ancient  times  the  emerald 
symbolized  kindness.  It  has  also  served  as  a symbol 
of  immortality  and  faith.6  Consistently,  perhaps,  it 
was  also  felt  to  be  a protective  force  in  childbirth. 

The  diamond  as  a symbol  of  love  is,  of  course,  well 
known,  but  it  has  been  reputed  to  endow  people  also 
with  purity  and  joy.  In  addition  it  has  functioned  as 
an  emblem  of  fearlessness.6  Certain  diamonds  were 
regarded  as  indicators  of  good  luck  in  the  mines  of 
Borneo  and  were  worn  as  amulets  by  Malay  and 
Chinese  mine  workers.  Although  it  seems  to  he  a 
contradiction,  if  that  particular  type  of  diamond  was 
actually  discovered  in  the  mine  being  worked,  it  was 
a sign  of  ill  luck,  and  the  workers  felt  the  mine  must 
be  abandoned.  Diamonds  have  been  regarded  as 
helpful  in  business  transactions  for  the  person 
wearing  them.  They  were  also  considered  protec- 
tions against  poisons.7  As  with  other  gems,  the 
glittering  of  diamonds  has  been  felt  to  attract  the 
“evil  eye”  and  neutralize  it.4 

Amulet  and  incantation 

All  jewelry  has  at  some  time  possessed  magic  sig- 
nificance. Rich  Egyptians  wore  jewelry  of  fine  de- 
sign as  bracelets,  anklets,  necklaces,  girdles,  pins,  and 
rings.  In  ancient  Egypt  jewels  were  worn  not  only 
for  esthetic  ornamentation,  but  were  regarded  pri- 
marily as  amulets.4  The  wearing  of  amulets  was 
often  combined  with  incantations.  The  latter  were 
complex  at  times  and  the  charms  costly.  An  example 
is  the  incantation  verbalized  over  three  beads  of  lapis 
lazuli,  jasper,  and  malachite  that  were  formed  into 
a necklace  for  a sick  child.  Another  more  complex 
incantation  was  spoken  over  beads  of  gold  and  ame- 
thyst rings.  The  seal  of  a crocodile  and  hand  were 
on  the  rings,  and  were  attached  to  a fine  string  and 
placed  around  the  child’s  neck.  In  such  cases  the 
patients  were  children  of  wealthy  parents.  The 
choice  of  objects  as  amulets  was  sometimes  related 
to  preciousness,  but  not  always.  The  high  cost  of  an 
amulet  also  implied  a sacrifice,  and  this  was  impor- 
tant too.  Proper  choice  and  combinations  of  mate- 
rials for  amulets  were  important  for  the  effect  they 
were  to  produce.  In  all  ancient  lands  as  well  as  in 
Egypt,  magic  qualities  were  ascribed  to  almost  any 
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animate  or  inanimate  object.  While  gold  and  pre-  and  the  yellow-green  in  jaundice.7  This  is  clearly  a 

cious  stones  served  well  for  the  rich,  objects  such  as  sympathetic  magic  device  based  on  color  attrib- 

fishbones  and  linen  bags  sufficed  for  the  poor.4  utes. 


Ruby  and  sapphire 

The  ruby  was  believed  to  be  a protection  for 
physical  and  psychologic  well-being  of  the  person 
wearing  it.6  It  warded  off  evil  thoughts.  While  as- 
sociated with  passion,  it  was  at  the  same  time  em- 
ployed to  control  amorous  wishes.  It  helped  to  rec- 
oncile disputes.  It  was  also  efficacious  in  dispelling 
pestilence.  Rubies,  suggesting  the  color  of  blood, 
have  been  regarded  as  a cure  for  hemorrhage  and 
inflammatory  diseases.  Consistent  with  this,  they 
conferred  invulnerability  to  wounds.  Psychologic 
incorporation  of  power  was  furthered  by  physical 
incorporation  when,  among  Burmese,  the  rubies  were 
not  only  worn,  but  also  had  to  be  inserted  into  body 
flesh,  becoming  part  of  the  body.  The  wearer  then 
believed  himself  free  from  damage  by  gun,  spear,  or 
sword.  Among  Indians,  in  Krishna  worship,  those 
offering  rubies  to  god  images  would  be  reborn  as 
powerful  emperors.  A small  ruby  allowed  rebirth 
only  as  a king.6  A life  of  peace  could  be  assured  by 
owning  a fine  ruby;  land  and  rank  would  not  be 
threatened;  and  homes  would  be  free  from  damage 
from  storms.  Good  relations  with  other  men  was  also 
assured. 

While  emeralds  were  believed  to  aid  failing  eye- 
sight, they  were  often  felt  to  be  beneficial  to  the  eyes 
in  a general  sense.6  But  sapphires  more  specifically 
bore  the  legendary  power  of  helping  to  rid  the  eyes 
of  dirt  and  were  once  said  to  help  in  the  cure  of  boils.7 
Wearing  sapphires  incurred  divine  favor  and  freedom 
from  envy,  banished  fraud,  and  aided  in  the  under- 
standing of  obscure  oracles.  They  could  be  used  as 
a talisman  to  influence  spirits  and  as  an  amulet  to 
ward  off  unchastity,  preclude  captivity,  and  enhance 
peace  among  enemies. 

The  Sinhalese  viewed  the  star  sapphire  as  a pro- 
tection against  witchcraft.6 

Amethyst  and  garnet 

Amethyst  has  long  been  connected  with  the  con- 
suming of  alcoholic  beverages  and  used  as  a charm 
to  prevent  intoxication.7  The  amulet  quality  has 
also  been  expressed  in  terms  of  the  wearer  of  ame- 
thyst not  suffering  as  a result  of  excess  consumption 
of  alcoholic  liquors.6  Drinking  glasses  have  at  times 
been  made  from  amethyst  crystal  and  amethyst- 
colored  glass.7  As  an  amulet,  amethyst  was  believed 
capable  of  dispelling  sleep  and  sharpening  the  in- 
tellect. The  latter  attributes  may,  of  course,  be 
linked  readily  with  its  powers  as  an  anti-intoxicant. 
It  has  been  regarded  as  an  antidote  for  poisons  and, 
as  with  other  gemstone  protectives,  an  insurer  against 
harm  in  battle.6 

Garnet  has  been  employed  as  talisman  in  the  form 
of  a powder  to  which  it  is  ground  for  use  as  a poultice. 
The  red  garnet  would  be  applied  in  the  case  of  fever 


Turquoise,  aquamarine,  topaz, 
tourmaline,  and  opal 

It  is  alleged  that  the  Navajos  still  believe  that 
turquoise  tossed  into  a river  will  bring  rain,  another 
sympathetic  magic  device.  And  the  wearing  of  tur- 
quoise among  them  is  intended  to  bring  happiness 
and  good  fortune.7 

Aquamarine  has  been  a talisman  since  ancient 
times,  and  Egyptians,  Greeks,  and  Romans  used  it 
for  well-being  during  ocean  travel.  It  was  used  to 
benefit  marriage  in  the  Middle  Ages.  When  pow- 
dered and  diluted  in  water  it  was  regarded  as  good  for 
laziness.  And  tourmaline,  incomparable  in  its  di- 
versity of  colors  and  range  of  physical  characteristics, 
has  been  reputed  to  evoke  a sense  of  psychologic 
exhilaration. 

Topaz  has,  since  ancient  times,  been  regarded  as 
a symbol  of  friendship.  Its  psychologic  powers  in- 
clude the  ability  to  ward  off  worry,  and  its  psy- 
chologic benefits  include  the  prevention  of  trouble- 
some dreams. 

Opal  was  regarded  highly  from  Roman  times  to  the 
early  seventeenth  century.  But  it  evoked  negative 
reactions  during  the  eighteenth  and  nineteenth  be- 
cause it  was  felt  to  incur  ill  fortune.  The  latter  has 
been  accounted  for  by  a probable  link  with  a Teu- 
tonic superstition  6 Opal  has  been  used  as  an  aid  in 
prophecy.  As  an  omen  of  bad  luck  it  could  be  em- 
ployed as  a talisman  to  achieve  nefarious  goals.  As 
an  amulet,  opal  has  been  used  to  ward  off  disease.7 

Comment 

Strange  stories  about  gems  have  been  told  for 
centuries  and  continue  to  be  told  today.  Their  magic 
qualities  and  medical  and  psychologic  potencies  are 
still  described  in  scholarly  works  and  in  writings  for 
the  general  public  and  for  advertising  purposes.6-8 
The  list  of  gems  as  birthstones  has  changed  from  time 
to  time,  and  this  has  been  ascribed  simply  to  chang- 
ing tastes  and  the  availability  of  particular  varieties 
of  gems.7 

29  West  Ninth  Street 
New  York,  New  York  10011 
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Duodenal  diverticulosis  is  a common  entity  gen- 
erally considered  an  incidental  and  clinically  insig- 
nificant finding  in  upper  gastrointestinal  barium 
examinations.1  However,  duodenal  diverticulum  is 
rarely  a bleeding  site,  although  it  was  in  this  case. 

Case  Report 

A twenty-seven-year-old  black  male  was  admitted 
to  Kings  County  Hospital  for  evaluation  of  right 
upper-quadrant  abdominal  pain,  nausea,  and  hem- 
atemesis  plus  passage  of  dark  red  clots  through  the 
rectum.  He  had  presented  similar  complaints  in  the 
past  and  had  been  admitted  to  another  hospital  six 
months  previously  for  abdominal  pain  and  upper 
gastrointestinal  bleeding.  The  source  of  the  bleeding 
had  not  been  determined  on  the  earlier  admission. 

The  patient  had  had  a history  of  heavy  ingestion 
of  alcohol  for  ten  years.  He  had  experienced  several 
other  episodes  of  melena  and  abdominal  pain  in  the 
past  three  years  for  which  he  had  been  hospitalized. 
There  was  no  history  of  easy  bruisability  or  systemic 
bleeding  disorder.  On  admission,  physical  exami- 
nation findings  disclosed  no  abnormality  other  than 
an  ecchymosis  in  the  left  axilla,  reported  to  be 
present  for  one  month.  Vital  signs  were  normal, 
hematocrit  was  25,  and  chemistries  were  within 
normal  limits.  The  patient  continued  to  bleed  de- 
spite conservative  measures,  and  he  required  9 units 
of  whole  blood  and  3 units  of  fresh  frozen  plasma  over 
a three-day  period.  Clinical  diagnosis  was  bleeding 
ulcer  versus  gastritis. 

An  upper  gastrointestinal  series  performed  two 


FIGURE  1.  Upper  gastrointestinal  series  shows  filling  defect 
in  second  portion  of  duodenum  and  edematous  mucosal  folds 
(arrow). 


days  after  admission  revealed  a filling  defect  in  the 
second  portion  of  the  duodenum  and  edematous  folds 
(Fig.  1).  On  the  third  day  after  admission,  the  pa- 
tient developed  hematologic  changes  consistent  with 
a consumption  coagulopathic  condition. 

Selective  gastroduodenal  arteriographic  studies 
disclosed  extravasation  of  contrast  into  the  second 
portion  of  the  duodenum  (Fig.  2).  A superior  mes- 
enteric artery  study  gave  normal  findings.  Explor- 
atory surgery  revealed  a diverticulum  originating 
from  the  posterior  medial  aspect  of  the  duodenum 
and  containing  a bleeding  polyp  on  a stalk  as  well  as 
a large  blood  clot.  The  polyp  was  removed,  the 
bleeding  site  was  oversewn,  and  vagotomy  and  py- 
loroplasty were  performed.  The  bleeding  ceased  and 
the  patient  made  an  uneventful  recovery.  Patho- 
logic section  revealed  a benign  polyp  with  normal 
duodenal  mucosa. 

Comment 

Duodenal  diverticula  occur  commonly,  variously 
reported  in  2 per  cent  of  upper  gastrointestinal  series 
and  in  1.6  to  22  per  cent  of  autopsy  series.2  Two 
thirds  of  diverticula  are  located  in  the  second  portion 
of  the  duodenum  within  2.5  cm.  of  the  ampulla  of 
Vater;  the  rest  are  present  in  the  third  and  fourth 
portions  of  the  duodenum.  Approximately  90  per 
cent  of  them  are  located  on  the  concave  aspect  of  the 
duodenal  sweep.  Even  though  most  are  single,  the 
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FIGURE  2.  (A)  Early  selective  gastroduodenal  arteriogram 
demonstrates  extravasation  of  contrast  into  duodenum  from 
duodenal  branch  (arrow).  (B)  Late  phase  of  arteriogram 
shows  puddling  of  extravasated  contrast  in  duodenum 
(arrow). 


occurrence  of  multiple  diverticula  is  not  uncommon. 
They  are  believed  to  represent  herniations  of  mucosa 
and/or  submucosa  through  the  muscularis  at  sites  of 
weakness  in  the  wall  traversed  by  blood  vessels.3 

A high  incidence  of  duodenal  diverticula  is  re- 
ported in  association  with  other  upper  gastrointes- 
tinal tract  diseases  such  as  hiatal  hernia,  peptic  ulcer, 
gallbladder  disease,  and  diverticulosis  of  other  por- 
tions of  the  gastrointestinal  tract.4 


Since  duodenal  diverticula  rarely  give  rise  to 
clinical  symptoms  of  abdominal  pain  and  bleeding, 
other  more  common  etiologic  conditions  are  usually 
ruled  out  before  implicating  diverticula  as  the  cause 
of  the  problem.  Very  rare  and  serious  complications 
of  duodenal  diverticula  include  bleeding,  bowel  ob- 
struction, perforation,  abscess,  fistulization,  and 
cholangitis  and  pancreatitis  due  to  mechanical 
pressure  on  the  biliary  or  pancreatic  duct  system.4 
They  may  necessitate  surgery  in  1 to  5 per  cent  of 
cases.5  Bleeding  from  duodenal  diverticulum  usu- 
ally results  from  benign  ulceration;  inflamed  diver- 
ticulum, however,  may  erode  into  a mesenteric  vessel 
causing  massive  hemorrhage.  Herrington6  suggested 
that  two  documented  bleeding  episodes  in  the  pres- 
ence of  duodenal  diverticulosis  with  no  other  obvious 
bleeding  site  warrants  exploratory  surgery. 

Even  though  peptic  ulcer  disease  from  stress, 
shock,  and/or  hyperacidity  is  the  most  common  cause 
of  acute  upper  gastrointestinal  bleeding,  other 
pathologic  conditions  such  as  carcinoma,  adenoma- 
tous polyps,  leiomyomas,  and  diverticula  rarely  may 
be  a potential  source  of  bleeding.  In  our  patient,  the 
barium  study  revealed  a large  filling  defect  in  the 
second  portion  of  duodenum  representing  a mass. 
However,  this  was  due  to  a large  blood  clot  extending 
from  a diverticulum.  Angiography,  even  though 
helpful  in  localizing  the  bleeding  site,  fails  to  pinpoint 
the  nature  of  the  underlying  disease  unless  obvious 
neovascularity  or  an  arteriovenous  malformation  is 
seen. 

Summary 

A case  of  hemorrhage  from  a benign  polyp  within 
a duodenal  diverticulum  is  reported.  The  bleeding 
site  was  localized  preoperatively  by  selective  arteri- 
ographic  examination. 
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Obituaries 


Robert  Joseph  Calihan,  M.D.,  of  Rochester,  died  on 
January  9 at  the  age  of  57.  Dr.  Calihan  graduated  in  1945 
from  the  University  of  Rochester  School  of  Medicine.  He 
was  an  attending  radiologist  at  Highland  Hospital  of 
Rochester.  Dr.  Calihan  was  a Diplomate  of  the  American 
Board  of  Radiology  and  a member  of  the  Radiological  So- 
ciety of  North  America,  Inc.,  the  Radiological  Society  of 
New  York  State,  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Walter  Ambrose  Carey,  M.D.,  of  Yonkers,  died  on  De- 
cember 27  at  the  age  of  68.  Dr.  Carey  graduated  in  1936 
from  Long  Island  College  of  Medicine.  He  was  a member 
of  the  Academy  of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Hollis  Emerton  Clow,  M.D.,  of  White  Plains,  died  on 
December  18  at  the  age  of  72.  Dr.  Clow  graduated  in  1931 
from  Yale  University  School  of  Medicine.  He  was  an  hon- 
orary neurologist  at  Westchester  County  Medical  Center. 
Dr.  Clow  was  a Diplomate  of  the  American  Board  of  Psy- 
chiatry and  Neurology  and  a member  of  the  American 
Psychiatric  Association,  the  Westchester  Academy  of 
Medicine,  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Jean  Alonzo  Curran,  M.D.,  of  Cambridge,  Massachu- 
setts, formerly  of  Brooklyn,  died  on  January  16  at  the  age 
of  84.  Dr.  Curran  graduated  in  1921  from  Harvard  Med- 
ical School.  H was  a former  president  of  the  Long  Island 
College  of  Medicine  and  dean  of  Downstate  Medical  Cen- 
ter. 

Ajit  Kumar  Datta,  M.D.,  of  New  York  City,  died  on  De- 
cember 17  at  the  age  of  44.  Dr.  Datta  received  his  medical 
degree  from  the  University  of  Calcutta  in  1956.  He  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Anthony  W.  Devito,  M.D.,  of  Brooklyn,  died  on  January 
8 in  his  78th  year.  Dr.  Devito  graduated  in  1925  from 
Boston  University  School  of  Medicine.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Leon  G.  Dinkin,  M.D.,  of  New  York  City,  died  on  June  17 
at  the  age  of  83.  Dr.  Dinkin  received  his  medical  degree 
from  the  University  of  Berlin  in  1924.  He  was  a senior 
clinical  assistant  (off  service)  in  medicine  at  The  Mount 
Sinai  Hospital.  Dr.  Dinkin  was  a member  of  the  American 
Geriatrics  Society,  the  New  York  Cardiological  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 


of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Margaret  A.  Doerr-Muendel,  M.D.,  of  Queens  Village, 
died  on  December  31  at  the  age  of  77.  Dr.  Doerr-Muendel 
graduated  in  1923  from  the  University  of  Pennsylvania 
School  of  Medicine.  She  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Edward  M.  Freeland,  M.D.,  of  New  York  City,  died  on 
December  7 at  the  age  of  83.  Dr.  Freeland  graduated  from 
the  University  of  Pennsylvania  School  of  Medicine  in  1922. 
He  was  a member  of  the  Association  of  Life  Insurance 
Medical  Directors,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  J.  Grace,  M.D.,  of  New  York  City,  died  on  Feb- 
ruary 18  at  the  age  of  65.  Dr.  Grace  graduated  in  1942  from 
Cornell  University  Medical  College.  He  was  director  of 
medicine  at  St.  Vincent’s  Hospital  and  Medical  Center  of 
New  York,  and  consulting  physician  at  Misericordia 
Hospital,  St.  Vincent’s  Hospital  and  Medical  Center,  St. 
Francis  (Port  Jervis),  and  St.  Joseph’s  (Yonkers)  Hospitals. 
Dr.  Grace  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine,  a Fellow  of  the  American  College  of  Car- 
diology, a Fellow  of  the  American  College  of  Physicians, 
a Fellow  of  the  American  College  of  Chest  Physicians,  a 
Fellow  of  the  American  College  of  Gastroenterology,  and 
a member  of  the  American  Geriatrics  Society,  the  Ameri- 
can Gastro-Enterological  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  State  Society  of  In- 
ternal Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frank  Antonio  Graceffo,  M.D.,  of  Auburn,  died  on  De- 
cember 15  at  the  age  of  59.  Dr.  Graceffo  graduated  in  1943 
from  Georgetown  University  School  of  Medicine.  He  was 
an  honorary  obstetrician  and  gynecologist  at  Auburn 
Memorial  Hospital.  Dr.  Graceffo  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of  the 
Cayuga  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Louis  Stephen  Grycz,  M.D.,  of  Cheshire,  Connecticut, 
formerly  of  Brewster,  died  on  September  3 at  the  age  of  84. 
Dr.  Grycz  graduated  in  1920  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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Julius  Arky  Haiman,  M.D.,  of  New  York  City,  died  on 
November  26  at  the  age  of  84.  Dr.  Haiman  graduated  in 

1913  from  Vanderbilt  University  School  of  Medicine.  He 
was  a Fellow  of  the  International  College  of  Surgeons  and 
a member  of  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Thomas  Ma  /field  Hall,  M.D.,  of  Fishkill,  died  on  De- 
cember 11  at  the  age  of  42.  Dr.  Hall  graduated  in  1958 
from  the  University  of  Texas  School  of  Medicine.  He  was 
an  attending  obstetrician  and  gynecologist  at  Vassar 
Brothers  Hospital.  Dr.  Hall  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecolo- 
gists, and  a member  of  the  Dutchess  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  Herman  Hochman,  M.D.,  of  The  Bronx,  died  on 
January  13  at  the  age  of  83.  Dr.  Hochman  graduated  in 

1914  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a consulting  pathologist  at  Union  Hos- 
pital of  The  Bronx.  Dr.  Hochman  was  a Diplomate  of  the 
American  Board  of  Pathology  (Pathologic  Anatomy, 
Clinical  Pathology,  and  Forensic  Pathology),  a Fellow  of 
the  College  of  American  Pathologists,  and  a member  of  the 
American  Society  of  Clinical  Pathologists,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Maurice  W.  Howard,  M.D.,  of  New  York  City,  died  on 
October  30, 1975,  at  the  age  of  74.  Dr.  Howard  graduated 
in  1929  from  Howard  University  College  of  Medicine.  He 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  Taylor  Howell,  M.D.,  of  Cold  Spring  Harbor,  died 
on  January  4 at  the  age  of  85.  Dr.  Howell  graduated  in 
1919  from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  American  Academy  of 
Pediatrics,  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Sqciety,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Thomas  Barr  Hoxie,  M.D.,  of  New  York  City  and  Garden 
City,  died  on  December  14  at  the  age  of  72.  Dr.  Hoxie 
graduated  in  1937  from  Tufts  University  School  of  Medi- 
cine. He  was  a member  of  the  Association  of  Life  Insur- 
ance Medical  Directors  of  America,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Irwin  I.  Koslin,  M.D.,  of  The  Bronx,  died  on  December 
29  at  the  age  of  75.  Dr.  Koslin  graduated  in  1923  fromU- 
niversity  and  Bellevue  Hospital  Medical  College.  He  was 
an  associate  (off  service)  surgeon  at  Bronx-Lebanon  Hos- 
pital Medical  Center.  Dr.  Koslin  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 


Herbert  Anthony  Kuppinger,  M.D.,  of  Rochester,  died  i 
on  December  31  at  the  age  of  76.  Dr.  Kuppinger  graduated 
in  1930  from  the  University  of  Rochester  School  of  Medi- 
cine. He  was  a member  of  the  Rochester  Academy  of 
Medicine,  the  Monroe  County  Medical  Society,  the  Med-  fc 
ical  Society  of  the  State  of  New  York,  and  the  American  ■. 
Medical  Association. 

Ernst  Lang,  M.D.,  of  Jamaica,  died  on  December  10  at  the 
age  of  85.  Dr.  Lang  received  his  medical  degree  from  the 
University  of  Gottingen  in  1915.  He  was  an  assistant  ob-  1 
stetrician  and  gynecologist  at  Queens  Hospital  Center.  Dr.  I 
Lang  was  a member  of  the  Medical  Society  of  the  County  t 
of  Queens,  the  Medical  Society  of  the  State  of  New  York,  e 
and  the  American  Medical  Association. 

E.  Alan  Larkin,  M.D.,  of  Tavares,  Florida,  formerly  of 
Amenia,  died  on  December  12  at  the  age  of  70.  Dr.  Larkin 
graduated  in  1933  from  Queen’s  University  Faculty  of 
Medicine.  He  was  a member  of  the  American  Academy  ® 
of  Family  Physicians,  the  Dutchess  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Solomon  S.  Lasky,  M.D.,  of  New  York  City,  died  on  De-  1 
cember  7 at  the  age  of  82.  Dr.  Lasky  graduated  in  1927  '( 
from  Cornell  University  College  of  Medicine.  He  was  chief  r 
of  allergies  at  the  Veterans  Administration  Hospital  in  New  i> 
York  City.  Dr.  Lasky  was  a member  of  the  Medical  Soci-  I 
ety  of  the  County  of  Kings,  the  Medical  Society  of  the  State  j 
of  New  York,  and  the  American  Medical  Association. 

Ernest  Lehman,  M.D.,  of  Brooklyn,  died  on  October  25  i 
at  the  age  of  66.  Dr.  Lehman  graduated  in  1934  from 
University  and  Bellevue  Hospital  Medical  College.  He  was  ^ 
a visitor  in  medicine  at  Kings  County  Hospital  Center,  a si 
consultant  in  gastroenterology  at  Kingsbrook  Jewish  and  i 
Maimonides  Medical  Centers,  an  attending  gastroenter-  i 
ologist  at  Kings  Highway  Hospital,  and  an  attending  1 
physician  at  State  University  Hospital  of  Downstate  ; 
Medical  Center.  Dr.  Lehman  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  (Gastroenterology),  ; 
a Fellow  of  the  American  College  of  Gastroenterology,  a 
Fellow  of  the  American  College  of  Physicians,  and  a i 
member  of  the  New  York  Academy  of  Gastroenterology,  • 
the  New  York  Gastroenterological  Society,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Myra  Logan,  M.D.,  of  New  York  City,  died  on  January  13  1 
at  the  age  of  68.  Dr.  Logan  graduated  in  1933  from  New 
York  Homeopathic  Medical  College  and  Flower  Hospital.  : 
She  was  a Fellow  of  the  American  College  of  Surgeons  and 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Edward  E.  Malarkey,  M.D.,  of  Staten  Island,  died  or  1 
January  5 at  the  age  of  61.  Dr.  Malarkey  graduated  in  1941 
from  the  University  of  Rochester  School  of  Medicine.  He 
was  an  associate  physician  at  Richmond  Memorial  Hos- 
pital. Dr.  Malarkey  was  a member  of  the  Richmond  : 
County  Medical  Society,  the  Medical  Society  of  the  State  i 
of  New  York,  and  the  American  Medical  Association. 
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Allister  M.  McLellan,  M.D.,  of  New  York  City,  died  on 
January  13  at  the  age  of  80.  Dr.  McLellan  graduated  in 
1924  from  McGill  University  Facultv  of  Medicine.  He  was 
a consulting  urologist  at  The  New  York  Hospital  and  New 
York  Hospital-Westchester  Division.  Dr.  McLellan  was 
a Diplomate  of  the  American  Board  of  Urology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of  the 
American  Urological  Association,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Frank  Herman  O’Brien,  M.D.,  of  Green  Island,  died  on 
February  12, 1976,  at  the  age  of  63.  Dr.  O’Brien  graduated 
in  1940  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  honorary  general  practitioner  at  Samaritan 
Hospital.  Dr.  O’Brien  was  a member  of  the  Rensselaer 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Virginia  Murray  Palmer,  M.D.,  of  Framingham,  Mas- 
sachusetts, formerly  of  White  Plains,  died  on  December 
20  at  the  age  of  86.  Dr.  Palmer  graduated  in  1917  from 
Leland  Stanford  Junior  University  School  of  Medicine. 
She  was  a member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Rudolf  Polanczer,  M.D.,  of  Long  Island  City  and  Astoria, 
died  on  November  1 at  the  age  of  70.  Dr.  Polanczer  re- 
ceived his  medical  degree  from  the  University  of  Vienna 
in  1936.  He  was  a general  practitioner  on  the  medical  staff 
of  Astoria  General  Hospital.  Dr.  Polanczer  was  a member 
of  the  Medical  Society  of  the  County  of  Queens,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Milton  Reeves  Porter,  M.D.,  of  New  York  City,  died  on 
February  3,  1976,  at  the  age  of  59.  Dr.  Porter  graduated 
in  1941  from  Cornell  University  College  of  Medicine.  He 
was  an  attending  surgeon  at  The  Presbyterian  Hospital. 
Dr.  Porter  was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  Pan  American  Medical  Association,  the 
New  York  Surgical  Society,  the  New  York  Gastroentero- 
logical Society,  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Joseph  Rosenberg,  M.D.,  of  Buffalo,  died  on  December 
1 at  the  age  of  71.  Dr.  Rosenberg  graduated  in  1928  from 
the  University  of  Buffalo  School  of  Medicine.  He  was  a 
consulting  otolaryngologist  at  the  Edward  J.  Meyer  Me- 
morial, the  Children’s,  and  Buffalo  General  Hospitals.  Dr. 
Rosenberg  was  a Diplomate  of  the  American  Board  of 
Otolaryngology,  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Geriatrics  Society, 
the  American  Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Eugene  F.  Russell,  M.D.,  of  Tarrytown,  died  on  De- 
cember 31  at  the  age  of  91.  Dr.  Russell  graduated  in  1909 
from  University  and  Bellevue  Hospital  Medical  College. 


He  was  a member  of  the  Westchester  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Samuel  Scheps,  M.D.,  of  Jackson  Heights,  died  on  De- 
cember 19  at  the  age  of  65.  Dr.  Scheps  received  his  medical 
degree  from  the  University  of  Berlin  in  1938.  He  was  a 
general  practitioner  on  the  medical  staff  of  Boulevard  and 
Parkway  Hospitals.  Dr.  Scheps  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

S.  Stanley  Schneierson,  M.D.,  of  New  York  City,  died  on 
December  30  at  the  age  of  70.  Dr.  Schneierson  graduated 
in  1932  from  Long  Island  College  of  Medicine.  He  was  a 
consulting  microbiologist  at  The  Mount  Sinai  Hospital. 
Dr.  Schneierson  was  a Diplomate  of  the  American  Board 
of  Pathology  (Clinical  Microbiology),  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
American  Association  of  Immunologists,  the  American 
Society  of  Tropical  Medicine  and  Hygiene,  and  the  Society 
for  Experimental  Biology  and  Medicine. 

Herman  B.  Schoenberg,  M.D.,  of  New  York  City,  died 
on  December  20  at  the  age  of  86.  Dr.  Schoenberg  gradu- 
ated in  1912  from  University  and  Bellevue  Hospital  Med- 
ical College.  He  was  a consulting  surgeon  at  the  Bronx- 
Lebanon  Hospital  Medical  Center.  Dr.  Schoenberg  was 
a Fellow  of  the  American  College  of  Surgeons  and  a mem- 
ber of  the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

William  David  Sicher,  M.D.,  of  New  York  City,  died  on 
January  7 at  the  age  of  62.  Dr.  Sicher  graduated  in  1940 
from  Rush  Medical  College.  He  was  an  attending  physi- 
cian at  Lenox  Hill  Hospital.  Dr.  Sicher  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine,  a Fellow  of 
the  American  College  of  Physicians,  and  a member  of  the 
American  Rheumatism  Association,  the  Pan  American 
Medical  Association,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Maurycy  Silber,  M.D.,  of  New  York  City,  died  on  October 
17  at  the  age  of  63.  Dr.  Silber  received  his  medical  degree 
from  the  University  of  Genova  in  1938.  He  was  director 
and  an  attending  physician  in  rehabilitation  medicine  at 
Bird  S.  Coler  Memorial,  and  an  attending  physician  in 
rehabilitation  medicine  at  Flower  and  Fifth  Avenue  and 
Metropolitan  Hospitals.  Dr.  Silber  was  a Diplomate  of  the 
American  Board  of  Physical  Medicine  and  Rehabilitation, 
a Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  American  Academy  of  Physical  Medicine 
and  Rehabilitation,  the  New  York  Society  for  Physical 
Medicine  and  Rehabilitation,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Eugene  Stevens,  M.D.,  of  New  York  City,  was  murdered 
on  January  19  at  the  age  of  74.  Dr.  Stevens  received  his 
medical  degree  from  the  University  of  Vienna  in  1928.  He 
was  an  assistant  emeritus  physician  in  medicine  at  Met- 
ropolitan Hospital.  Dr.  Stevens  was  a member  of  the 
American  Geriatrics  Society,  the  New  York  County  Med- 
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ical  Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Alfred  S.  Strauss,  M.D.,  of  New  York  City,  died  on  De- 
cember 12  at  the  age  of  80.  Dr.  Strauss  received  his  med- 
ical degree  from  the  University  of  Hamburg  in  1921.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Melchiorre  Termini,  M.D.,  of  Brooklyn,  died  on  May  16, 
1975,  at  the  age  of  78.  Dr.  Termini  received  his  medical 
degree  from  the  University  of  Naples  in  1924.  He  was  an 
emeritus  member  of  the  medical  staff  in  general  practice 
at  Cabrini  Health  Care  Center.  Dr.  Termini  was  a member 
of  the  American  Academy  of  Family  Physicians,  the 
American  Association  of  Obstetricians  and  Gynecologists, 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 


In  memoriam 

With  profound  grief,  the  Board  of  Trustees,  Sisters  of 
Charity,  Medical  Staff,  and  Departments  of  St.  Vincent’s 
Hospital  and  Medical  Center  record  the  death  of  William 
J.  Grace,  M.D.,  their  beloved  and  highly  esteemed  Director 
of  Medicine.  He  was  greatly  respected  world-wide,  having 
served  on  several  medical  boards  and  committees,  written 
numerous  articles,  held  several  editorial  appointments 
especially  as  editor  of  the  American  Journal  of  Medi- 
cine. 

His  dedication,  expertise  and  skill  inspired  the  many 
young  physicians  who  were  fortunate  enough  to  train  under 


Stefan  George  Zenck,  M.D.,  of  New  York  City,  died  on 
August  16  at  the  age  of  65.  Dr.  Zenck  received  his  medical 
degree  from  the  University  of  Cluj  in  1939.  He  was  a 
clinical  assistant  physician  on  the  admitting  services  at 
Memorial  Hospital  for  Cancer  and  Allied  Diseases.  Dr. 
Zenck  was  a member  of  the  American  Academy  of  F amily 
Physicians,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


Masami  E.  Yamaguchi,  M.D.,  of  Lake  Grove,  died  on 
December  16  at  the  age  of  56.  Dr.  Yamaguchi  graduated 
in  1950  from  Marquette  University  School  of  Medicine. 
He  was  an  attending  general  practitioner  at  Smithtown  and 
the  John  T.  Mather  Memorial  Hospitals,  and  an  assistant 
general  practitioner  at  St.  Charles  Hospital  (Port  Jeffer- 
son). Dr.  Yamaguchi  was  a member  of  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


him.  These  physicians  are  a living  memorial  to  this  great 
man.  His  kindness,  humaneness,  and  sincere  dedication 
to  superb  patient  care  permeated  his  every  action  and  in- 
fluenced all  who  came  in  contact  with  him. 

His  passing  marks  a very  sad  hour  in  the  history  of  St. 
Vincent’s  Hospital  and  Medical  Center  and  also  in  the 
history  of  Medicine  in  general. 

The  entire  staff  of  St.  Vincent’s  Hospital  and  Medical 
Center  offers  their  heartfelt  sympathy  and  prayers  to  his 
beloved  wife,  devoted  parents  and  bereaved  sons. 

A Dr.  W.  J.  Grace  Memorial  Fund  has  been  established 
at  St.  Vincent’s  Hospital  at  the  request  of  Mrs.  Grace. 


ATTENTION 

Medical  Directory  Errata  for  the  Medical  Directory  of  New  York  State  Volume  LV  1976-1977  appeared  on  page 
144  in  the  January  1977  issue  of  the  JOURNAL. 
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MEDICAL  SOCIETY 


of  the 


STATE  OF  NEW  YORK 


BYLAWS 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  LAKEVILLE  ROAD 
LAKE  SUCCESS,  NEW  YORK  11040 


MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


BYLAWS 

Revised  1976 


ARTICLE  I.  NAME  AND  PURPOSE 

The  name  and  title  of  the  State  Society  shall  be  the 
Medical  Society  of  the  State  of  New  York.  The  pur- 
poses of  the  State  Society  shall  be:  to  federate  into  one 
organization  the  medical  profession  of  the  State  of  New 
York;  to  extend  medical  knowledge  and  advance  the 
science  and  art  of  medicine;  to  establish  the  Principles 
of  Professional  Conduct  which  shall  be  binding  on  the 
members  of  the  Medical  Society  of  the  State  of  New 
York,  the  members  of  the  component  county  medical  so- 
cieties, and  the  members  of  the  component  district 
branches,  in  all  matters  in  their  relation  to  each  other 
and  to  the  public;  to  enhance  the  delivery  of  medical 
care  of  high  quality  to  all  people  in  the  most  economical 
manner;  to  promote  the  betterment  of  community 
health;  and  to  enlighten  and  direct  public  opinion  in  re- 
gard to  the  problems  of  medicine  and  health  for  the  best 
interests  of  the  people  of  the  State. 


ARTICLE  II.  MEMBERSHIP 

SECTION  1.  CLASSES 
The  membership  in  the  Medical  Society  of  the  State 
of  New  York  shall  be  divided  into  four  classes:  (a)  active, 
(b)  life,  (c)  honorary,  and  (d)  student. 

Active  membership  shall  be  limited  to  graduates  of 
recognized  medical  or  osteopathic  schools  who  have  com- 
pleted not  less  than  four  satisfactory  years  of  at  least  eight 
months  each,  or  the  equivalent,  in  a medical  or  osteopathic 
school  in  the  United  States  of  America  or  Canada  regis- 
tered as  maintaining  at  the  time  a standard  satisfactory  to 
the  medical  or  osteopathic  licensing  authorities  of  the  State 
of  New  York,  or  in  a medical  or  osteopathic  school  in  a 
foreign  country  maintaining  a standard  not  lower  than  that 
prescribed  for  medical  schools  in  this  State. 

The  active  members  shall  be  all  active  members  in  good 
standing  of  the  component  county  medical  societies.  A 
copy  of  the  roster  of  such  members,  certified  to  be  correct 
by  the  respective  secretary  of  each  component  county 
medical  society,  shall  be  evidence  of  the  right  of  the 


members  whose  names  appear  therein  to  membership  in 
the  Medical  Society  of  the  State  of  New  York. 

Student  members  shall  be  those  members  enrolled  in  I 
recognized  medical  schools  in  the  State  of  New  York,  1 
who  are  pursuing  a course  of  study  leading  to  the  degree  ; 
of  Doctor  of  Medicine.  Eligible  students  may  become  I 
members  of  the  Medical  Society  of  the  State  of  New 
York.  Concurrent  membership  in  a component  county 
society  and  the  American  Medical  Association  is  not  a 
requirement  for  student  membership.  They  shall  apply  j 
for  student  membership  on  a form  supplied  by  the  sec-  i| 
retary  together  with  such  dues  as  are  fixed  by  the  House  u 
of  Delegates.  When  a student  member  ceases  to  be  en-  ji 
rolled  in  a recognized  school  of  medicine  in  the  State  of  < 
New  York  pursuing  a course  of  study  leading  to  a degree  t 
of  Doctor  of  Medicine,  he  shall  be  considered  to  have  re-  i 
signed  from  membership  in  the  Medical  Society  of  the 
State  of  New  York. 

A student  member  who  is  suspended  from  the  rights  : 
and  privileges  of  his  medical  school  shall  likewise  be  sus- 
pended for  the  same  period  from  the  Medical  Society  of 
the  State  of  New  York. 

An  active  member  in  good  standing  for  the  five  con- 
secutive years  before  reaching  the  age  of  seventy  years,  t 
unless  there  are  extenuating  reasons  such  as  illness,  or  , 
an  active  member  in  good  standing  for  five  consecutive  j 
years  or  more  who  is  permanently  disabled,  may  apply 
for  life  membership.  He  shall  apply  for  such  life  mem-  . 
bership  to  the  component  county  medical  society  of  ' 
which  he  is  a member.  His  application  shall  be  gov- 
erned  by  the  constitution  and  bylaws  of  the  component 
county  medical  society  relative  to  active  membership. 

His  application  shall  be  signed  by  the  president  and  ' 
the  secretary  of  the  component  county  medical  society  ! 
of  which  he  is  a member  and  sent  to  the  secretary  of  the 
State  Society  for  presentation  to  the  Council  for  approv- 
al. 

The  honorary  members  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  such  distinguished  physi- 
cians residing  outside  the  State  of  New  York  as  may  be  ;= 
elected.  Nominations  for  honorary  membership  shall  i 
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be  endorsed  by  three  members  of  the  State  Society  and 
forwarded  to  the  secretary  of  the  State  Society  for  pre- 
sentation to  the  House  of  Delegates.  A two-thirds  vote 
of  the  House  of  Delegates  present  and  voting  shall  be 
necessary  for  election  to  honorary  membership. 

SECTION  2.  PRIVILEGES 

Active  members  vote  and  hold  office  in  the  Medical 
Society  of  the  State  of  New  York. 

They  shall  be  entitled  to  receive  the  New  York  State 
Journal  of  Medicine,  the  News  of  New  York,  and  the 
Medical  Directory  of  New  York  State. 

Life  members  shall  not  be  subject  to  Medical  Society 
of  the  State  of  New  York  dues  or  assessments  but  shall 
be  accorded  all  the  rights  and  privileges  of  active  mem- 
bership. They  shall  be  entitled  to  receive  the  New  York 
State  Journal  of  Medicine  and  the  News  of  New  York, 
but  the  Medical  Directory  of  New  York  State  only  on 
request. 

Student  members  shall  be  entitled  to  receive  the  New 
York  State  Journal  of  Medicine  and  the  News  of  New 
York  but  not  the  Medical  Directory  of  New  York  State. 

Honorary  members  shall  be  entitled  to  the  privilege  of 
attending  the  meetings  of  the  Medical  Society  of  the 
State  of  New  York. 

For  a member  elected  after  October  1,  all  rights  and 
privileges  of  membership  shall  date  from  the  time  of 
election. 

State  Society  dues  and  assessments  of  a member 
elected  after  October  1 shall  be  credited  to  the  succeed- 
ing year. 

A member  of  one  component  county  medical  society 
shall  not  be  permitted  to  transfer  to  membership  in  an- 
other component  county  medical  society  until  he  has 
paid  the  current  annual  dues  and  assessments  to  the  for- 
mer component  county  medical  society  and  has  estab- 
lished a legal  residence  or  practices  in  the  county  to 
which  he  desires  transfer,  except  as  provided  in  Article 
XVIII,  “Component  County  Medical  Societies,”  Section 
2.  The  question  of  legal  residence  or  locus  of  practice 
shall  be  verified  by  the  component  county  medical  soci- 
ety to  which  the  member  desires  transfer. 

Any  member,  except  a member  who  is  eligible  and  has 
applied  for  life  membership,  whose  component  county 
medical  society  and  Medical  Society  of  the  State  of  New 
York  dues  are  unpaid  after  May  1 of  any  current  year  or 
whose  assessments  are  unpaid  by  the  specified  time  is 
not  in  good  standing  and  shall  be  deemed  to  be  in  ar- 
rears. 

A member  of  the  Medical  Society  of  the  State  of  New 
York  who  is  in  arrears  for  component  county  medical  so- 
ciety dues  and  State  Society  dues  or  assessments  shall 
not  be  eligible  for  any  office  or  delegacy  or  be  entitled  to 
vote  for  any  officer,  councilor,  trustee,  or  delegate. 

A member  whose  dues  are  unpaid  after  June  1 or 
whose  assessments  are  unpaid  one  month  after  the  spec- 
ified date  shall  be  dropped  from  the  rolls  of  membership 
of  his  component  county  medical  society  and  the  Medi- 
cal Society  of  the  State  of  New  York  upon  reasonable 
notice  to  such  member  by  his  component  county  medi- 
cal society,  or  the  State  Society,  and  without  further  ac- 
tion on  the  part  of  either  the  component  county  medical 
society  or  the  State  Society,  and  on  such  date  he  shall 
automatically  cease  to  be  a member  of  both  the  compo- 
nent county  medical  society  and  the  State  Society. 


A member  who  has  been  dropped  from  the  roll  of  a 
component  county  medical  society  by  reason  of  failure 
to  pay  dues  shall  not  be  accepted  by  another  component 
county  medical  society  except  by  regular  transfer  after 
reinstatement  in  the  original  component  county  medical 
society. 

Medical  Society  of  the  State  of  New  York  dues  of  a 
member  reinstated  after  October  1 shall  be  credited  to 
the  succeeding  year,  all  rights  and  privileges  of  member- 
ship, however,  dating  from  the  time  of  reinstatement; 
but  no  member  dropped  for  nonpayment  of  dues  and  as- 
sessments shall  be  reinstated  until  he  has,  in  addition, 
paid  his  dues  and  assessments  for  the  year  in  which  he 
was  dropped. 

A member  convicted  in  a court  of  law  of  a crime  evi- 
dencing moral  turpitude  shall  thereupon  cease  to  be  a 
member  of  the  Medical  Society  of  the  State  of  New 
York. 

A member  expelled  from  his  component  county  medi- 
cal society  or  suspended  from  its  rights  and  privileges 
shall  likewise  be  expelled  or  suspended  for  the  same  pe- 
riod from  the  Medical  Society  of  the  State  of  New  York. 
The  right  of  appeal  to  the  State  Society  shall  not  be  im- 
paired. Members  not  in  good  standing  or  ceasing  to  be 
members  of  their  component  county  medical  society 
shall  ipso  facto  have  the  same  status  in  the  State  Soci- 
ety. 


SECTION  3.  CONTINUING  MEDICAL 
EDUCATION 

An  active  member  who  fails  to  fulfill  the  requirements 
for  continuing  medical  education  established  by  the 
Council  of  the  Medical  Society  of  the  State  of  New  York 
shall  not  be  in  good  standing.  This  section  shall  become 
effective  on  March  1, 1981. 


ARTICLE  III.  HOUSE  OF  DELEGATES 

There  shall  be  a House  of  Delegates  which  shall  be  the 
legislative  body  of  the  Medical  Society  of  the  State  of 
New  York  and  shall  be  charged  with  the  general  man- 
agement, superintendence,  and  control  of  the  State  So- 
ciety and  its  affairs  and  shall  have  such  general  powers 
as  may  necessarily  be  incident  thereto,  except  as  other- 
wise specifically  provided  by  the  Bylaws. 

SECTION  I.  COMPOSITION 

The  House  of  Delegates  shall  be  composed  of:  (a) 

duly  designated  delegates  from  the  component  county 
medical  societies;  (b)  officers  of  the  Medical  Society  of 
the  State  of  New  York,  councilors  and  trustees;  (c)  a 
duly  designated  delegate  from  each  district  branch;  (d)  a 
duly  designated  delegate  from  each  scientific  section;  (e) 
duly  designated  delegate  from  the  student  membership; 

(f)  the  Commissioner  of  Health  of  the  State  of  New 
York,  or  a deputy  designated  by  him,  provided  that  any 
representative  shall  be  a member  of  the  State  Society; 

(g)  past  presidents  of  the  State  Society  who  shall  be 
members  for  life;  and  (h)  a representative  from  each  of 
the  medical  schools  in  New  York  State,  provided  said 
representative  is  a member  of  the  Medical  Society  of  the 
State  of  New  York. 
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The  number  of  delegates  to  which  each  component 
county  medical  society  is  entitled  shall  be  determined 
by  one  of  the  two  following  optional  methods: 

(a)  Each  component  county  medical  society  shall  be 
entitled  to  as  many  delegates  as  there  shall  be  State  as- 
sembly districts  in  such  county  at  the  time  of  election, 
but  each  county  medical  society  shall  be  entitled  to  elect 
at  least  1 delegate; 

(b)  Any  component  county  medical  society,  which  ac- 
cording to  the  rolls  of  the  Medical  Society  of  the  State  of 
New  York  two  months  prior  to  the  annual  meeting,  shall 
have  had  up  to  99  members,  shall  be  entitled  to  1 delegate. 
Any  component  county  medical  society  having  100  to  199 
members  shall  be  entitled  to  2 delegates.  Any  component 
county  medical  society  having  200  to  349  members  shall 
be  entitled  to  3 delegates.  Any  component  county  medical 
society  having  350  to  499  members  shall  be  entitled  to  4 
delegates.  Any  component  county  medical  society  having 
500  to  749  members  shall  be  entitled  to  5 delegates.  Any 
component  county  medical  society  having  750  to  999 
members  shall  be  entitled  to  6 delegates.  Any  component 
county  medical  society  having  1,000  or  more  members  shall 
be  entitled  to  at  least  7 delegates  and  1 additional  delegate 
for  each  additional  300  members.  Each  component  county 
medical  society  shall  be  entitled  to  designate  at  least  1 
delegate,  but  no  component  county  medical  society  shall 
be  entitled  to  designate  more  than  30  delegates. 

A delegate  to  the  House  of  Delegates  shall  not  be  con- 
sidered in  good  standing  or  entitled  to  vote  in  the  House 
of  Delegates  if  the  component  county  medical  society  by 
which  he  was  elected  is  in  default  of  the  payment  of  any 
dues  or  assessments  imposed  by  the  House  of  Delegates, 
and  said  component  county  medical  society  has  been 
duly  notified  of  such  default,  or  if  such  component 
county  medical  society  shall  at  the  time  be  under  sen- 
tence of  suspension  imposed  by  the  House  of  Delegates, 
or  if  such  delegate  is  not  in  good  standing  in  the  Medical 
Society  of  the  State  of  New  York,  or  in  the  component 
county  medical  society  to  which  he  belongs. 

The  term  of  a delegate  duly  designated  by  a compo- 
nent county  medical  society,  district  branch,  scientific 
section,  or  medical  school  shall  begin  at  the  first  annual 
meeting  of  the  House  of  Delegates  subsequent  to  his 
designation. 

A delegate  shall  practice  or  maintain  residence  or  an 
office  in  the  State  of  New  York  Otherwise  his  office  as 
a delegate  in  the  Medical  Society  of  the  State  of  New 
York  shall  be  declared  vacant  by  the  Council. 

The  student  members  of  each  medical  school  in  New 
York  State  shall,  at  least  sixty  days  prior  to  the  annual 
meeting  of  the  House  of  Delegates  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  elect  two  members  from 
among  their  number  to  represent  them  at  the  business 
meeting  of  the  student  members  which  shall  be  held  im- 
mediately prior  to  the  convening  of  the  House  of  Dele- 
gates. At  such  meeting  the  representatives  shall  elect 
five  members;  a chairman,  vice-chairman,  secretary,  del- 
egate, and  alternate  delegate.  No  member  shall  hold 
more  than  one  such  office.  The  chairman,  vice-chair- 
man, and  secretary  shall  conduct  the  business  meeting 
and  the  delegate  and  alternate  delegate  shall  represent 
the  student  members  at  the  first  annual  meeting  of  the 
House  of  Delegates  subsequent  to  their  designation. 


SECTION  2.  DUTIES 

The  House  of  Delegates  formulates  policy  for  the 
Medical  Society  of  the  State  of  New  York.  No  officer, 
councilor,  board,  commission,  committee,  or  employe 
shall  initiate  any  policy  or  commit  the  State  Society  to 
any  policy  unless  such  policy  has  been  expressly  ap- 
proved by  the  House  of  Delegates  or  by  the  Council. 

It  shall  elect  the  officers,  councilors,  and  trustees  of 
the  State  Society  and  the  delegates  to  the  American 
Medical  Association. 

Credentials  signed  by  the  president  and  secretary 
shall  be  issued  to  delegates  to  the  American  Medical  As- 
sociation. 

It  shall  pass  on  the  credentials  and  qualifications  of 
delegates  and  shall  decide  who  are  entitled  to  be  mem- 
bers of  the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York. 

It  shall  have  authority  and  power  to  suspend  or  other-  j 
wise  discipline  its  own  members,  district  branches,  com- 
ponent county  medical  societies,  or  any  members  of  the  : 
Medical  Society  of  the  State  of  New  York  charged  with 
special  duties  for  and  under  authority  of  the  State  Soci- 
ety. ' 

It  shall  provide  for  a division  of  the  scientific  work  of 
the  Medical  Society  of  the  State  of  New  York  into  ap- 
propriate sections;  for  the  organization  of  the  district 
branches;  for  rules  and  regulations  for  its  own  govern- 
ment, and  for  the  administration  of  the  affairs  of  the 
State  Society. 

It  shall  provide  for  the  issuance  of  charters  to  compo- 
nent county  medical  societies  in  affiliation  with  the 
Medical  Society  of  the  State  of  New  York. 

It  shall  have  authority  to  appoint  special  committees 
from  among  members  of  the  Medical  Society  of  the 
State  of  New  York. 

SECTION  3.  MEETINGS 

The  annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York  and  the  annual  meeting  of  the  House 
of  Delegates  shall  be  held  at  the  call  of  the  speaker. 

Such  annual  meetings  may  be  held  during  the  annual 
convention  of  the  Medical  Society  of  the  State  of  New 
York  though  this  is  not  required. 

The  sessions  of  the  House  of  Delegates  may  be  ad- 
journed from  time  to  time  as  may  be  necessary.  At  least 
30  days  before  the  annual  meeting  of  the  House  of  Dele- 
gates, the  speaker  shall  announce  a schedule  of  the  ad- 
journed sessions  of  the  House  of  Delegates.  This  sched- 
ule may  be  amended  by  the  House  of  Delegates  during 
its  meeting. 

Resolutions  may  be  submitted  to  the  House  of  Delegates 
only  by  members  of  the  House  of  Delegates  as  individuals,  1 
or  as  delegates  representing  component  county  medical 
societies,  district  branches,  and  scientific  sections,  or  by 
component  county  medical  societies,  district  branches,  and 
scientific  sections. 

No  new  resolution  shall  be  introduced  at  the  last 
scheduled  session  except  by  a unanimous  vote  of  the 
House  of  Delegates. 

Special  meetings  of  the  House  of  Delegates  shall  be 
called  by  the  speaker  on  the  request  in  writing  by  25  per 
cent  of  the  duly  accredited  delegates  of  the  previous  an- 1 
nual  meeting  of  the  House,  or  at  the  request  of  the 
Council;  and  in  case  of  the  failure,  inability,  or  refusal  of 
the  speaker  to  act,  such  meetings  may  be  called  by  a no- 
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tice  thereof  subscribed  by  25  per  cent  of  duly  accredited 
delegates. 

The  notices  of  the  annual  and  special  meetings  of  the 
House  of  Delegates  shall  state  the  date,  place,  hour,  and 
items  of  business  that  will  be  considered.  These  shall 
be  mailed  first  class  postpaid  to  each  delegate  not  less 
than  ten  nor  more  than  fifty  days  before  such  a meeting. 

Publication  of  the  notice  of  the  annual  meeting  in  the 
official  publication  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  considered  as  complying  with  this 
provision. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  delegate  shall  be  deemed  sufficient  proof 
of  the  service  on  each  and  every  delegate  for  any  and  all 
purposes. 

A quorum  shall  consist  of  100  members  of  the  House 
of  Delegates. 

The  following  shall  be  the  order  of  business  at  the  ses- 
sions of  the  House  of  Delegates: 

1.  Calling  the  meeting  to  order 

2.  Invocation 

3.  National  Anthem 

4.  Report  of  Reference  Committee  on  Credentials 

5.  Report  by  the  secretary  as  to  the  presence  or  ab- 
sence of  a quorum 

6.  Remarks  by  the  speaker 

7.  Reading  of  the  minutes  of  the  previous  meeting 
by  title 

8.  Address  by  the  president 

9.  Report  of  House  Committee  on  Bylaws 

10.  Report  of  the  Judicial  Council 

11.  Reports  of  Council  commissions  and  committees 

12.  Report  of  the  secretary 

13.  Report  of  the  treasurer 

14.  Report  of  the  Board  of  Trustees 

15.  Report  of  the  executive  vice-president 

16.  Reports  of  district  branches 

17.  Reports  of  special  committees 

18.  Reports  of  reference  committees 

19.  Elections 

20.  Recess  for  annual  meeting  of  the  State  Society 

21.  Unfinished  business 

22.  New  business 

23.  Adjournment 


This  order  of  business  may  be  altered  by  the  speaker 
with  the  approval  of  the  House  of  Delegates  and  may  be 
suspended  by  two-thirds  vote  of  the  House. 

No  delegate  shall  speak  on  any  question  before  the 
House  of  Delegates  for  longer  than  five  minutes  nor 
more  than  once  on  any  subject  except  by  the  consent  of 
a majority  vote  of  the  House. 

As  the  first  business  of  the  last  scheduled  session  of 
the  annual  meeting  of  the  House  of  Delegates,  the  offi- 
cers, councilors,  and  the  trustees  of  the  Medical  Society 
of  the  State  of  New  York,  and  the  delegates  to  the 
American  Medical  Association  shall  be  nominated  and 
elected. 

The  rules  contained  in  Sturgis  Standard  Code  of  Par- 
liamentary Procedure  shall  govern  the  House  of  Dele- 
gates in  all  cases  in  which  they  are  not  inconsistent  or  in 
conflict  with  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  or  the  standing  or  special  rules  of  the 
House  of  Delegates. 


ARTICLE  IV.  COUNCIL 

There  shall  be  a Council  which  shall  exercise  all  the 
rights  and  duties  of  the  House  of  Delegates,  consistent 
with  the  Bylaws  of  the  State  Society,  when  the  House  of 
Delegates  is  not  in  session. 

SECTION  I.  COMPOSITION 

The  Council  shall  be  composed  of  the  president,  pres- 
ident-elect, vice-president,  immediate  past-president, 
secretary,  assistant  secretary,  treasurer,  assistant  trea- 
surer, speaker,  vice-speaker,  chairman  of  the  Board  of 
Trustees,  and  12  councilors  elected  by  the  House  of  Del- 
egates. 

The  trustees,  the  executive  vice-president,  the  deputy 
executive  vice-president,  and  the  general  counsel  of  the 
Medical  Society  of  the  State  of  New  York  shall  attend 
all  meetings  of  the  Council  with  voice  but  without  vote. 

Four  councilors  shall  be  elected  annually  by  the 
House  of  Delegates,  each  for  a term  of  three  years.  In 
the  event  of  a vacancy,  a councilor  shall  be  elected  by 
the  Council  to  serve  until  the  next  meeting  of  the  House 
of  Delegates,  at  which  time  the  House  of  Delegates  shall 
elect  a councilor  to  fill  the  unexpired  term. 

No  person  shall  serve,  consecutively,  more  than  two 
terms  as  councilor.  An  unexpired  term  shall  not  be  con- 
strued as  a term  of  office. 

The  councilors  shall  assume  office  on  election  and 
shall  hold  office  until  their  successors  are  duly  elected 
and  qualified. 

Councilors  shall  be  assigned  to  specific  county  societies 
as  liaison  for  the  Council  in  accordance  with  the  provisions 
of  Article  V,  Section  2.  Councilors  shall  be  required  to 
disseminate  information  of  Council  activity  as  well  as  re- 
turning information  to  the  Council,  and  shall  report  reg- 
ularly to  the  Council  on  their  activity. 

A councilor  shall  practice  or  maintain  a residence  or 
an  office  in  the  State  of  New  York.  Otherwise  his  posi- 
tion in  the  Medical  Society  of  the  State  of  New  York 
shall  be  declared  vacant  by  the  Council. 

If  a councilor  is  absent  from  three  consecutive  regular 
meetings  of  the  Council  without  proper  excuse,  the 
Council  shall  declare  his  position  vacant  and  elect  a suc- 
cessor for  the  unexpired  term. 

SECTION  2.  DUTIES 

The  Council  shall  take  such  action  as  is  necessary  to 
carry  out  the  Bylaws  and  to  give  full  effect  to  any  reso- 
lution or  vote  of  the  House  of  Delegates. 

It  shall  also  have  power  to  legislate  as  a House  of  Del- 
egates, when  the  latter  is  not  in  session,  on  all  matters 
consistent  with  the  Bylaws. 

It  shall  have  the  authority  to  make  policy  for  the 
Medical  Society  of  the  State  of  New  York  when  the 
House  of  Delegates  is  not  in  session. 

The  Council’s  resolutions  and  actions  shall  be  decisive 
and  final  except  that  all  resolutions  and  actions  of  the 
Council  are  subject  to  review  by  ihe  House  of  Delegates. 
Its  actions  shall  be  governed  by  the  Bylaws  of  the  Medi- 
cal Society  of  the  State  of  New  York  and  the  rules  and 
regulations  of  the  House  of  Delegates. 

The  Council  shall  have  the  authority  to  vote  all  funds  of 
the  Society  subject  to  the  approval  of  the  Board  of  Trust- 
ees. 

Should  the  Board  of  Trustees  disapprove  of  the  expen- 
diture of  any  funds  voted  for  by  the  House  of  Delegates  or 
the  Council,  then  and  in  that  event,  the  Board  of  Trustees 
shall  return  the  matter  to  either  the  House  of  Delegates  or 
the  Council,  if  the  House  of  Delegates  is  not  in  session, 

April  1977/New  York  State  Journal  of  Medicine  829 


which  may  override  such  disapproval  by  a unanimous  vote 
and  direct  the  expenditure  of  such  funds.  The  Board  of 
Trustees  shall  not  vote  on  this  issue  at  a meeting  of  the 
House  of  Delegates  and  the  chairman  of  the  Board  of 
Trustees  shall  not  vote  on  this  issue  at  the  Council. 

The  Council  shall  have  power  to  fill  any  vacancy 
which  may  occur  in  any  elective  office  not  otherwise 
provided  for,  until  the  next  meeting  of  the  House  of  Del- 
egates. 

The  Council  shall,  by  written  notice,  inform  the  com- 
ponent county  medical  societies  of  the  specific  Councilor 
assigned  to  it  as  liaison  with  the  Council. 

It  shall  prepare  an  annual  budget  for  submission  to 
the  Board  of  Trustees. 

The  Council  utilizing  a search  committee  shall,  with  the 
approval  of  the  Board  of  T rustees,  appoint  and  reappoint 
an  executive  vice-president,  who  shall  be  the  chief  execu- 
tive officer  of  the  Medical  Society  of  the  State  of  New  York, 
to  manage  and  direct  the  activities  of  the  State  Society 
including  disbursement  of  its  funds  when  duly  authorized. 
He  shall  be  a member  of  all  boards,  commissions,  and 
committees  with  voice  but  without  vote.  The  executive 
vice-president  shall  appoint  and  reappoint  a deputy  ex- 
ecutive vice-president  subject  to  the  approval  of  the 
Council. 

The  Council  shall  act  on  the  applications  for  life 
membership  which  have  been  submitted  by  the  compo- 
nent county  medical  societies.  A majority  vote  of  the 
Council  present  and  voting  shall  be  necessary  for  elec- 
tion to  life  membership. 

The  Council  shall  have  responsibility  for  all  publica- 
tions of  the  Medical  Society  of  the  State  of  New  York 
and  their  distribution.  For  the  purpose  of  required  an- 
nouncements, the  official  publication  of  the  State  Soci- 
ety shall  be  the  New  York  State  Journal  of  Medicine. 

Special  committees  shall  report  to  the  Council  and 
shall  be  subject  to  the  Council  unless  otherwise  instruct- 
ed by  the  House  of  Delegates. 

The  Council,  with  the  aid  of  the  general  counsel  of  the 
Medical  Society  of  the  State  of  New  York,  shall  examine 
the  constitution  and  bylaws  of  component  county  medi- 
cal societies  and  district  branches  and/or  all  amend- 
ments thereto  which  shall  be  submitted  to  the  Council 
for  approval  and  shall  approve  or  disapprove  of  said 
amendments. 

The  duties  of  the  Council  shall  include  the  supervi- 
sion of  all  commissions,  committees,  and  activities  of  the 
Medical  Society  of  the  State  of  New  York. 

The  Council  shall  also  keep  constantly  advised  of  the 
activities  of  and  collaborate  with  the  health  and  social 
service  departments  of  the  State  and  with  hospitals, 
clinics,  and  social  service  agencies  in  furthering  the 
health  of  the  community. 

Commissions  and  committees  of  the  Council  may  in- 
clude any  member  of  the  Medical  Society  of  the  State  of 
New  York  who  shall  be  appointed  by  the  president 
subject  to  the  approval  of  the  Council. 

The  Council  shall  control  all  arrangements  for  the  an- 
nual convention  of  the  Medical  Society  of  the  State  of 
New  York. 

SECTION  3.  TRIALS  FOR  MALFEASANCE 

The  Council  shall  sit  as  a trial  body  for  hearings  on 
charges  of  malfeasance  and/or  nonfeasance. 

Charges  of  malfeasance  or  nonfeasance  preferred  by  a 
member  against  an  officer,  councilor,  trustee,  or  mem- 
ber of  a board,  commission,  or  committee  of  the  Medical 
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Society  of  the  State  of  New  York  shall  be  transmitted  to 
the  president  in  writing.  The  president  shall  order  a 
trial  on  said  charges  by  the  Council,  or  a committee 
thereof. 

Charges  of  malfeasance  or  nonfeasance  preferred  by  a 
member  against  the  president  shall  be  transmitted  in 
writing  to  the  secretary  of  the  Medical  Society  of  the 
State  of  New  York  and  shall  be  considered  by  the  Coun- 
cil with  the  vice-president  presiding. 

The  accused  shall  be  given  at  least  ten  days’  notice  of 
such  trial  and  of  the  charges  against  him  and  shall  have 
full  opportunity  to  defend  himself,  but  no  such  officer, 
councilor,  trustee,  or  member  of  a board,  commission,  or 
committee  shall  be  removed  or  otherwise  disciplined  ex- 
cept by  a three-fourths  vote  of  the  Council. 

In  case  any  such  officer,  councilor,  trustee,  or  member 
of  a board,  commission,  or  committee  shall  be  removed, 
he  may  appeal  from  the  decision  of  the  said  Council  to 
the  House  of  Delegates;  but,  pending  the  determination 
of  such  appeal,  he  shall  not  exercise  the  functions  of  his 
office. 

SECTION  4.  EXECUTIVE  COMMITTEE 

The  Council  shall  establish  an  executive  committee  to 
be  composed  of  the  president,  the  vice-president,  the 
president-elect,  the  immediate  past-president,  the  secre- 
tary, the  treasurer,  and  two  additional  members  of  the 
Council  appointed  by  the  president  with  the  approval  of 
the  Council. 

This  committee  shall  be  appointed  by  the  president 
and  shall  serve  only  during  his  tenure  as  president. 

The  executive  committee  shall  have  the  authority  to 
take  action  in  case  of  emergency  arising  in  the  interim 
between  the  meetings  of  the  Council  to  protect  the  in- 
terests and  purposes  of  the  Medical  Society  of  the  State 
of  New  York  as  set  forth  in  these  Bylaws.  In  times  of 
such  emergency,  the  executive  committee  shall  have  all 
the  powers  and  duties  which  are  conferred  on  the  Coun- 
cil, and  it  shall  at  all  times  assist  the  Council.  Any  ac- 
tion taken  by  the  executive  committee  shall  be  reported 
in  full  to  the  Council  at  its  next  meeting. 

SECTION  5.  MEETINGS 

The  newly  elected  Council  shall  meet  at  the  close  of 
the  annual  meeting  of  the  House  of  Delegates.  The 
Council  and  Executive  Committee  shall  meet  at  regular 
intervals  at  times  and  places  that  shall  be  fixed  by  the 
president  with  the  approval  of  the  Council.  Twenty- 
five  per  cent  of  the  members  of  the  Council  in  writing 
may  require  the  president  to  call  a special  meeting  for 
such  time  and  place  as  he  shall  designate,  within  ten 
days  of  his  receipt  of  such  notice. 

The  notices  of  the  regular  meetings  of  the  Council 
shall  state  the  date,  place,  hour,  and  shall  be  mailed 
postpaid  to  each  member  by  first  class  mail  not  less  than 
ten  nor  more  than  fifty  days  before  a meeting. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  Council  member  shall  be  deemed  suffi- 
cient proof  of  the  service  on  each  and  every  Council 
member  for  any  and  all  purposes. 

Council  members  must  receive  at  least  three  days’  no- 
tice by  letter  or  telegram  from  the  State  Society’s  office 
of  a special  meeting,  which  shall  state  the  date,  place, 
hour,  and  items  of  business  that  will  be  considered. 

A quorum  shall  consist  of  14  members  of  the  Council. 

The  following  shall  be  the  order  of  business  at  meet- 
ings of  the  Council,  which  may  be  altered  by  the  chair- 
man with  the  consent  of  the  Council: 


1.  Calling  the  meeting  to  order 

2.  Roll  call 

3.  Reading  of  minutes 

4.  Communications 

5.  Report  of  the  Executive  Committee 

6.  Report  of  the  president 

7.  Report  of  the  secretary 

8.  Report  of  the  treasurer 

9.  Report  of  the  chairman  of  the  Board  of  Trustees 

10.  Reports  of  councilors 

11.  Report  of  the  executive  vice-president 

12.  Reports  of  commissions  and  committees 

13.  Unfinished  business 

14.  New  business 

15.  Adjournment 

ARTICLE  V.  OFFICERS 

The  officers  of  the  Medical  Society  of  the  State  of 
New  York  shall  be  a president,  a president-elect,  a vice- 
president,  a secretary,  an  assistant  secretary,  a treasur- 
er, an  assistant  treasurer,  a speaker  and  a vice-speaker 
of  the  House  of  Delegates.  They  shall  take  office  at  the 
termination  of  the  annual  meeting  at  which  they  are 
elected  and  shall  serve  for  one  year  or  until  their  succes- 
sors have  been  duly  chosen. 

No  person  may  serve,  consecutively,  more  than  five 
terms  as  secretary,  treasurer,  assistant  secretary,  assis- 
tant treasurer,  speaker,  or  vice-speaker.  An  unexpired 
term  shall  not  be  construed  as  a term  of  office. 

No  salaried  employe  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  an  elected  officer  of  the 
Medical  Society  of  the  State  of  New  York.  For  the  pur- 
poses of  this  article  an  honorarium  shall  not  be  consid- 
ered as  a salary. 

SECTION  1.  VACANCIES  AND  SUCCESSION 

An  officer  shall  practice  or  maintain  a residence  or  an 
office  in  the  State  of  New  York,  otherwise  his  office  in 
the  Medical  Society  of  the  State  of  New  York  shall  be 
declared  vacant. 

The  president-elect  shall  succeed  to  the  presidency  at 
the  end  of  his  term  as  president-elect. 

In  the  event  of  the  president’s  death,  resignation,  re- 
moval, permanent  incapacity,  or  refusal  to  act,  the  vice- 
president  shall  succeed  him  and  shall  serve  for  the  re- 
mainder of  the  unexpired  term. 

If  the  president  is  temporarily  incapacitated  for  ser- 
vice by  injury,  ill  health  of  himself  or  his  family,  impor- 
tant professional  duties,  or  any  other  mandatory  ab- 
sence, the  vice-president  shall  become  acting  president 
for  the  duration  of  such  incapacity  of  the  president. 
The  president  shall  promptly  notify  the  vice-president 
of  his  incapacity  and  request  his  attention  to  the  duties 
of  the  office  and  shall  also  promptly  notify  the  vice- 
president  of  the  end  of  the  period  of  temporary  incapac- 
ity before  resuming  the  office  of  the  presidency. 

If  the  office  of  vice-president  becomes  vacant  for  any 
reason  whatsoever  the  Council  shall  elect  a successor  for 
the  unexpired  term. 

If  the  office  of  president-elect  becomes  vacant,  it  shall 
remain  so  until  the  next  annual  meeting  of  the  House  of 
Delegates,  at  which  an  eligible  member  shall  be  elected 
to  become  president.  A president-elect  to  succeed  him 
at  the  end  of  his  term  shall  also  be  elected  at  the  same 
meeting. 

The  assistant  secretary,  the  assistant  treasurer,  and 
the  vice-speaker  shall  serve  as  the  secretary,  the  treasur- 


er, and  the  speaker,  respectively,  whenever  these  senior 
officers  are  incapacitated  for  service  by  injury,  ill  health 
of  themselves  or  families,  important  professional  duties, 
or  any  other  mandatory  absences.  This  shall  be  con- 
strued so  as  to  include  duty  at  or  during  meetings  of  the 
Board  of  Trustees  as  well  as  the  other  official  duties  des- 
ignated for  the  senior  officer.  The  senior  officer  shall 
promptly  notify  the  junior  officer  of  his  incapacity  and 
request  his  attention  to  said  duties.  When  the  period  of 
incapacity  is  ended,  the  senior  officer  shall  promptly  no- 
tify the  junior  officer  of  the  end  of  the  period  of  tempo- 
rary incapacity  before  resuming  office. 

If  the  offices  of  secretary,  treasurer,  or  speaker,  be- 
come vacant,  for  any  reason  whatsoever,  these  officers 
shall  be  succeeded  by  the  assistant  secretary,  assistant 
treasurer,  and  vice-speaker,  respectively,  for  the  unex- 
pired term. 

If  an  elected  officer  is  absent  from  three  consecutive 
regular  meetings  of  the  Council,  without  proper  excuse, 
the  Council  shall  declare  his  office  vacant.  The  vacancy 
shall  be  filled  as  provided  in  the  Bylaws. 

Any  elected  officer  of  the  Medical  Society  of  the  State 
of  New  York  who  is  called  into  active  service  in  the 
armed  forces  of  the  United  States  or  in  the  United 
States  Public  Health  Service  may,  on  application  to  the 
Council,  be  granted  leave  of  absence  for  any  portion  of 
his  term  of  office  during  which  he  is  on  active  service. 
During  such  absence,  his  duties  shall  be  delegated  as  the 
Council  may  direct  except  where  such  delegation  is  al- 
ready provided  for  elsewhere  in  the  Bylaws. 

SECTION  2.  DUTIES 
President 

The  president  shall  set  the  dates  and  place  of  regular 
meetings  of  the  Council  and  Executive  Committee  and 
shall  preside  at  all  meetings  of  the  Medical  Society  of 
the  State  of  New  York,  the  Council,  and  the  Executive 
Committee. 

He  shall  name  the  appointive  members  of  the  Execu- 
tive Committee  and  appoint  the  chairmen  and  members 
of  all  committees  and  the  chairmen  of  all  commissions 
of  the  Council  with  the  approval  of  the  Council.  He 
shall  appoint  all  other  committees  not  otherwise  provid- 
ed for,  with  the  approval  of  the  Council. 

Within  three  months  after  assuming  the  office  of 
president,  he  shall  appoint,  as  prescribed  in  Article  XI, 
Section  2,  a nominating  committee,  whose  names  he 
shall  cause  to  be  published  in  the  official  publication  of 
the  Medical  Society  of  the  State  of  New  York. 

He  shall  be  an  ex  officio  member  of  all  boards,  com- 
missions, and  committees  with  voice  and  vote,  with  the 
exception  of  the  Judicial  Council,  the  Board  of  Trustees, 
and  the  Nominating  Committee  wherein  he  shall  have 
voice  but  no  vote. 

With  the  approval  of  the  Council,  he  shall  appoint  a 
member  to  the  Judicial  Council  to  succeed  the  member 
with  an  expiring  term,  and  in  the  event  of  a vacancy  oc- 
casioned otherwise,  he  shall  appoint  a member  for  the 
unexpired  term. 

He  shall  appoint,  with  the  approval  of  the  Council, 
representatives  to  other  medical  societies  or  similar  bod- 
ies as  the  interests  of  the  Medical  Society  of  the  State  of 
New  York  may  require. 

He  shall  appoint  a sufficient  number  of  delegates  or 
alternate  delegates  to  the  House  of  Delegates  of  the 
American  Medical  Association  when  the  full  quota  of 
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those  elected  is  not  available,  as  provided  in  the  Bylaws, 
Article  VIII,  paragraphs  3 and  4. 

He  shall  assign  Councilors  as  liaison  between  the  Council 
and  specific  county  medical  societies  for  the  purpose  of  the 
dissemination  of  information  to  such  societies. 

He  shall  appoint,  with  the  approval  of  the  Council,  a 
chairman  and  a secretary  for  each  organized  session  of 
the  Medical  Society  of  the  State  of  New  York. 

When  charges  by  a member  of  malfeasance  or  non- 
feasance are  preferred  against  any  other  officer,  council- 
or, trustee,  or  member  of  a board,  commission,  or  com- 
mittee of  the  Medical  Society  of  the  State  of  New  York 
and  are  transmitted  to  the  president  in  writing,  he  shall 
order  a trial  on  said  charges  by  the  Council,  or  a com- 
mittee thereof. 

He  shall  assign  the  special  branches  of  work  for  which 
the  members  of  the  Council  shall  be  responsible,  with 
the  approval  of  the  Council. 

He  shall  make  an  annual  report  to  the  House  of  Dele- 
gates. 

He  shall  deliver  an  address  at  the  annual  meeting  of 
the  House  of  Delegates.  He  shall  perform  such  other 
duties  as  the  House  of  Delegates  or  the  Council  shall  re- 
quire. 

He  shall  attend  all  meetings  of  the  House  of  Delegates 
of  the  American  Medical  Association. 

Presiden  t - Elec  t 

The  president-elect  shall  perform  such  duties  as  may 
be  requested  by  the  president. 

The  president-elect  shall  attend  all  meetings  of  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion. 

Vice-Presiden  t 

The  vice-president  shall  perform  the  duties  of  the 
president  in  the  latter’s  absence. 

He  shall  preside  over  the  Council  when  it  is  deliberat- 
ing on  charges  of  malfeasance  or  nonfeasance  preferred 
against  the  president. 

Secretary 

The  secretary  shall  attend  all  meetings  of  the  Medical 
Society  of  the  State  of  New  York,  the  House  of  Dele- 
gates, the  Council,  the  Board  of  Trustees,  and  the  Judi- 
cial Council,  and  shall  keep  minutes  of  their  respective 
proceedings.  These  minutes  shall  be  copied  from  a ste- 
nographer’s notes  with  such  deletion  only  as  will  not 
modify,  alter,  or  becloud  the  history  of  the  actions  of  the 
said  bodies.  The  stenographer’s  typewritten  copy  shall 
be  preserved  until  ordered  destroyed  by  the  House  of 
Delegates. 

He  shall  perform  such  other  duties  as  may  be  pre- 
scribed from  time  to  time  by  the  House  of  Delegates  or 
the  Council.  He  shall  attend  all  meetings  of  the  House 
of  Delegates  of  the  American  Medical  Association. 

The  secretary  shall  be  the  custodian  of  the  seal  of  the 
Medical  Society  of  the  State  of  New  York  and  of  all 
books  of  records  and  papers  belonging  to  the  State  Soci- 
ety, except  such  as  properly  belong  to  the  treasurer,  and 
shall  keep  an  account  of  and  promptly  turn  over  to  the 
treasurer  all  funds  of  the  State  Society  which  come  into 
his  hands. 

He  shall  record  the  name  and  date  of  admission  of 
each  member  of  the  Medical  Society  of  the  State  of  New 
York. 

He  shall  provide  for  the  registration  of  the  members 
at  all  conventions  of  the  Medical  Society  of  the  State  of 


New  York.  With  the  aid  and  cooperation  of  the  secreta- 
ries of  the  component  county  medical  societies,  he  shall 
keep  a proper  register  of  all  registered  physicians  of  the 
State  by  counties. 

He  shall  conduct  the  official  correspondence,  noti- 
fying members  of  meetings,  officers,  councilors,  trustees, 
and  board  members  of  their  election,  and  commissions 
and  committees  of  their  appointments  and  duties. 

He  shall  affix  the  seal  of  the  Medical  Society  of  the 
State  of  New  York  to  the  credentials  of  delegates  to  the 
American  Medical  Association  and  to  such  other  papers  J 
and  documents  as  may  require  the  same. 

He  shall  make  an  annual  report  to  the  House  of  Dele-  i 
gates.  Acting  in  cooperation  with  the  Council,  he  shall 
prepare  and  issue  all  programs. 

He  shall  be  an  ex  officio  member  of  all  boards,  com- 
missions, and  committees  with  voice  and  vote,  with  the  ; 
exception  of  the  Judicial  Council,  the  Board  of  Trustees, 
and  the  Nominating  Committee  wherein  he  shall  have  : 
voice  but  no  vote. 

Assistant  Secretary 

The  assistant  secretary  shall  aid  the  secretary  in  the 
work  of  his  office. 

Treasurer 

The  treasurer  shall  keep  accurate  books  of  accounts  of 
all  moneys  of  the  Medical  Society  of  the  State  of  New 
York  which  he  may  receive  and  shall  disburse  or  cause 
to  be  disbursed  the  same  when  duly  authorized.  He 
shall  be  the  official  custodian  of  all  securities  and  the  in- 
come thereof  owned  by  the  State  Society,  subject  to  the 
direction  and  disposition  of  the  Board  of  Trustees.  The 
Board  of  Trustees  may  select  a bank  or  trust  company 
to  act  as  custodian  in  the  place  of  the  treasurer  of  all  or 
any  part  of  such  securities  and  to  act  as  agent  of  the 
State  Society  in  collecting  the  income  therefrom. 

He  shall  collect,  on  or  before  the  first  day  of  May  in 
each  year,  from  the  treasurer  of  each  component  county 
medical  society,  the  Medical  Society  of  the  State  of  New 
York  per  capita  annual  dues.  He  shall  collect  any  as- 
sessments voted  by  the  House  of  Delegates  or  the  Coun- 
cil. He  shall,  at  the  expense  of  the  Medical  Society  of 
the  State  of  New  York,  give  a bond  for  the  faithful  per- 
formance of  his  duties,  which  shall  be  approved  by  the 
Board  of  Trustees  as  to  amount,  form,  and  surety.  He 
shall  make  an  annual  report  to  the  House  of  Delegates 
and  report  to  the  Council  at  each  of  its  meetings.  He 
shall  be  an  ex  officio  member  of  the  Professional  Medi- 
cal Liability  Insurance  and  Defense  Board,  with  voice 
but  without  vote. 

Assistant  Treasurer 

The  assistant  treasurer  shall  aid  the  treasurer  in  the 
work  of  his  office. 

He  shall,  at  the  expense  of  the  Medical  Society  of  the 
State  of  New  York,  give  a bond  for  the  faithful  perfor-  I 
mance  of  his  duties,  which  shall  be  approved  by  the 
Board  of  Trustees  as  to  the  amount,  form,  and  surety. 

Speaker 

The  speaker  shall  preside  at  all  meetings  of  the  House 
of  Delegates.  He  shall  appoint  all  committees  to  serve  i 
during  the  meeting  of  the  House  of  Delegates  at  least  1 
thirty  days  in  advance  of  the  meeting.  All  resolutions 
submitted  by  component  county  medical  societies,  d is 
trict  branches,  scientific  sections,  and  medical  schools  to 
be  presented  to  the  House  of  Delegates  should  be  for- 
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warded  to  the  speaker  at  least  forty-five  days  in  advance 
of  the  annual  meeting  of  the  House  and  referred  by  him 
to  the  appropriate  reference  committees;  and  all  resolu- 
tions sent  in  subsequent  to  forty-five  days  should  be 
presented  to  the  House  and  referred  to  the  appropriate 
reference  committees. 

Vice-Speaker 

The  vice-speaker  shall  perform  the  duties  of  the 
speaker  when  so  requested  by  the  speaker. 


ARTICLE  VI.  TRUSTEES 

There  shall  be  a Board  of  Trustees  which  shall  have 
charge  of  all  property  including  trust  funds  and  shall  su- 
pervise the  financial  affairs  of  the  Medical  Society  of  the 
State  of  New  York. 

SECTION  1.  COMPOSITION 

The  Board  of  Trustees  shall  consist  of  seven  members 
elected  by  the  House  of  Delegates.  The  president,  sec- 
retary, treasurer,  executive  vice-president,  deputy  exec- 
utive vice-president,  and  general  counsel  shall  sit  with 
the  Board  of  Trustees  with  voice  but  without  vote. 

One  trustee  shall  be  elected  annually  for  a term  of  five 
years,  but  whenever  the  terms  of  two  trustees  expire  in 
the  same  year,  two  trustees  shall  be  elected  each  for  five 
years. 

To  be  eligible  for  election  as  trustee  a member  shall 
have  served  at  least  two  years  as  an  officer  or  at  least 
three  years  as  a councilor,  or  at  least  five  years  as  a 
member  of  the  House  of  Delegates. 

No  person  shall  serve  more  than  one  term  as  a trustee. 
An  unexpired  term  shall  not  be  construed  as  a term  of 
office. 

A trustee  shall  practice  or  maintain  a residence  or  an 
office  in  the  State  of  New  York,  otherwise  his  position  in 
the  Medical  Society  of  the  State  of  New  York  shall  be 
declared  vacant. 

If  a trustee  is  absent  from  three  consecutive  regular 
meetings  of  the  Board,  without  proper  excuse,  the 
Council  shall  declare  his  position  vacant  and  elect  a suc- 
cessor for  the  unexpired  term. 

In  the  event  of  a vacancy,  a trustee  shall  be  elected  by 
the  Council  to  serve  until  the  next  meeting  of  the  House 
of  Delegates  at  which  time  the  House  of  Delegates  shall 
elect  a trustee  to  fill  the  unexpired  term. 


SECTION  2.  DUTIES 

The  annual  budget  estimate,  prepared  by  the  Com- 
mittee on  Budget  and  Finance,  after  its  approval  by  the 
Council,  shall  be  submitted  to  the  Board  of  Trustees  for 
its  approval. 

All  resolutions  or  recommendations  of  the  House  of 
Delegates  or  Council  pertaining  to  expenditures  of 
money  must  be  approved  by  the  Board  of  Trustees  be- 
fore the  same  shall  become  effective. 

Should  the  Board  of  T rustees  disapprove  of  the  expen- 
diture of  any  funds  voted  for  by  the  House  of  Delegates  or 
the  Council,  then  and  in  that  event,  the  Board  ot  Trustees 
shall  return  the  matter  to  either  the  House  of  Delegates  or 
the  Council,  if  the  House  of  Delegates  is  not  in  session, 
which  may  override  such  disapproval  by  a three-quarter 
vote  and  direct  the  expenditure  of  such  funds.  The  Board 


of  Trustees  shall  not  vote  on  this  issue  at  a meeting  of  the 
House  of  Delegates  and  the  chairman  of  the  Board  of 
Trustees  shall  not  vote  on  this  issue  at  the  Council. 

The  Board  of  Trustees  shall  make  and  execute  all 
contracts  for  the  Medical  Society  of  the  State  of  New 
York.  The  fiscal  year  shall  begin  January  1 and  end 
December  31  of  each  calendar  yeai. 

All  moneys  of  the  Medical  Society  of  the  State  of  New 
York  received  by  the  Board  of  Trustees,  Council,  or  any 
member  or  agent  thereof,  shall  be  paid  to  the  treasurer 
of  the  State  Society.  The  Board  of  Trustees  shall  ap- 
prove the  bond  of  the  treasurer  and  the  assistant  trea- 
surer as  to  amount,  form,  and  surety,  and  shall  employ  a 
certified  public  accountant  licensed  by  the  State  of  New 
York  to  audit  the  accounts  of  the  treasurer  and  secre- 
tary and  other  agents  of  the  State  Society  and  present  a 
statement  of  the  same  in  its  annual  report  to  the  House 
of  Delegates. 

The  chairman  of  the  Board  of  Trustees  shall  make  a 
report  to  the  House  of  Delegates  of  its  transactions  for 
the  year  and  of  the  amount  of  money  belonging  to  the 
Medical  Society  of  the  State  of  New  York  under  its  con- 
trol. 


SECTION  3.  MEETINGS 

The  Board  of  Trustees  shall  meet  immediately  at  the 
close  of  the  annual  meeting  of  the  House  of  Delegates, 
and  shall  organize  under  the  temporary  chairmanship  of 
the  member  senior  in  service  on  the  Board,  elect  a per- 
manent chairman,  and  fix  the  time  and  place  of  its  regu- 
lar meetings.  Should  two  trustees  have  similar  seniori- 
ty, choice  between  them  for  temporary  chairmanship 
shall  be  by  lot. 

The  Board  of  Trustees  shall  meet  at  least  bimonthly, 
except  in  July  and  August. 

The  notices  of  the  regular  and  special  meetings  of  the 
Board  of  Trustees  shall  state  the  date,  place,  and  hour 
and  shall  be  mailed  first  class  postpaid  to  each  member 
not  less  than  ten  nor  more  than  fifty  days  before  a regu- 
lar meeting  and  at  least  five  days  before  a special  meet- 
ing. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  trustee  shall  be  deemed  sufficient  proof 
of  the  service  on  each  and  every  trustee  for  any  and  all 
purposes. 

Any  three  members  of  the  Board  of  Trustees  may  re- 
quire the  chairman  to  call  a special  meeting  at  the  office 
of  the  Medical  Society  of  the  State  of  New  York  for  such 
time  as  shall  be  designated  by  them  in  writing. 

A quorum  shall  consist  of  four  members  of  the  Board 
of  Trustees. 

The  following  shall  be  the  order  of  business  at  the 
meetings  of  the  Board  of  Trustees,  which  may  be  altered 
by  the  chairman  with  the  approval  of  the  Board; 

1.  Calling  the  meeting  to  order 

2.  Roll  call  by  the  secretary 

3.  Reading  of  minutes 

4.  Communications 

5.  Reports 

6.  Unfinished  business 

7.  New  business 

8.  Adjournment 
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ARTICLE  VII.  JUDICIAL  COUNCIL 

There  shall  be  a Judicial  Council  which  shall  have  ju- 
risdiction to  hear  and  determine  all  appeals  from  deci- 
sions on  discipline  of  component  county  medical  so- 
cieties or  decisions  of  such  societies  which  may  involve 
the  privileges,  rights,  or  standing  of  members,  whether 
in  relation  to  one  another  or  to  component  county  medi- 
cal societies  or  to  the  Medical  Society  of  the  State  of 
New  York. 

It  shall  hear  also  from  applicants  on  appeals  from  the 
action  of  a component  county  medical  society  in  exclud- 
ing them  from  membership. 

SECTION  l.  COMPOSITION 

The  Judicial  Council  shall  consist  of  five  appointed 
members.  One  member  shall  be  appointed  by  the  presi- 
dent each  year  for  a term  of  five  years  with  the  approval 
of  the  Council. 

No  member  shall  serve  for  more  than  two  consecutive 
terms,  but  a member  appointed  to  serve  an  unexpired 
term  shall  not  be  regarded  as  having  served  a term  un- 
less he  has  served  three  or  more  years. 

A member  of  the  Judicial  Council  shall  practice  or 
maintain  a residence  or  an  office  in  the  State  of  New 
York,  otherwise  his  position  on  the  Judicial  Council 
shall  be  declared  vacant. 

In  the  event  of  a vacancy,  a member  shall  be  appoint- 
ed by  the  president  for  the  unexpired  term  with  the  ap- 
proval of  the  Council. 

The  president  and  secretary  of  the  Medical  Society  of 
the  State  of  New  York  shall  be  ex  officio  members  of  the 
Judicial  Council  with  voice  but  no  vote.  The  executive 
vice-president,  the  deputy  executive  vice-president,  and 
the  general  counsel  of  the  Medical  Society  of  the  State 
of  New  York  shall  sit  with  the  Judicial  Council  with 
voice  but  without  vote. 


SECTION  2.  DUTIES  AND  PROCEDURES 

A member  of  a component  county  medical  society 
who  shall  have  been  disciplined  or  directed  to  suffer  dis- 
cipline in  any  degree  by  any  final  decision  of  his  compo- 
nent county  medical  society  and  who  shall  have  ex- 
hausted his  right  of  appeal,  if  any,  with  a component 
county  medical  society,  feeling  aggrieved  by  the  decision 
of  such  society,  may  appeal  to  the  Judicial  Council  of 
the  Medical  Society  of  the  State  of  New  York  from  the 
decision  of  such  component  county  medical  society  by 
filing  a notice  of  appeal  with  the  secretary  of  the  State 
Society  and  with  the  secretary  of  such  component  coun- 
ty medical  society  within  three  months  after  such  final 
decision  by  such  component  county  medical  society. 

An  applicant  for  membership  in  a component  county 
medical  society  who  has  been  excluded  from  member- 
ship in  such  society  may  likewise  appeal  from  the  action 
of  said  society. 

The  Judicial  Council  shall  investigate  also  all  charges 
preferred  (a)  by  a member  of  a component  county  medi- 
cal society  against  a component  county  medical  society 
of  which  he  is  not  a member;  and  (b)  by  a component 
county  medical  society  against  another  such  component 
county  medical  society  or  a member  thereof. 

A notice  of  appeal  shall  set  forth  in  writing  the  name 
of  the  appellant,  the  name  of  such  component  county 
medical  society  and  the  date  and  substance  of  the  deci- 


sion appealed  from,  and  shall  indicate  the  ground  or 
grounds  upon  which  such  appeal  is  taken.  If  the  appel- 
lant desires  to  be  present,  with  or  without  counsel,  at 
the  hearing  of  said  appeal,  the  notice  of  appeal  must  so 
state.  In  that  event,  the  appellant  must  file  with  the 
notice  of  appeal  a bond  in  the  sum  of  $500  to  cover  the 
costs  of  said  appeal.  If  the  appellant  fails  to  appear  in 
person  or  be  represented  by  counsel  on  hearing  of  said 
appeal,  he  shall  forfeit  to  the  Medical  Society  of  the 
State  of  New  York  such  shares  of  said  bond  as  repre- 
sents necessary  expenditures  incident  to  convening  the 
Judicial  Council  for  the  hearing  of  said  appeal. 

On  filing  a notice  of  appeal,  the  appellant  and  the 
component  county  medical  society  shall  submit  to  the 
secretary  of  the  Judicial  Council  all  records,  minutes, 
letters,  papers,  and  all  written  evidence,  including  a di- 
gest of  all  testimony  not  stenographically  reported  relat- 
ing to  the  matter.  All  data  so  submitted  shall  be  avail- 
able only  to  the  Judicial  Council. 

The  Judicial  Council  shall  consider  the  appeal  on  the 
data  so  submitted  to  it  and  may  affirm,  modify,  or  re- 
verse the  decisions  so  appealed  from  by  a majority  vote 
of  the  members  present  and  voting.  If,  in  its  opinion, 
the  taking  of  further  evidence  is  advisable,  the  Judicial 
Council  may  summon  witnesses  and  proceed  to  take 
such  evidence  in  such  manner  as  it  may  deem  proper 
and  render  its  decision  by  a majority  vote  of  those 
present  and  voting,  which  decision  shall  be  final  and 
binding.  A member  shall  have  the  right  of  appeal  to  the 
Judicial  Council  of  the  American  Medical  Association. 

Whenever  the  Judicial  Council  has  met,  the  secretary 
shall  report  the  proceedings  to  the  Council  of  the  Medi- 
cal Society  of  the  State  of  New  York  at  its  next  regular 
meeting. 

The  chairman  shall  submit  an  annual  report  of  the 
Judicial  Council  to  the  House  of  Delegates. 

SECTION  3.  MEETINGS 

Immediately  at  the  close  of  the  annual  meeting  of  the 
House  of  Delegates  the  Judicial  Council  shall  organize 
and  elect  its  own  chairman. 

The  secretary  of  the  Medical  Society  of  the  State  of 
New  York  shall  be  the  secretary  of  the  Judicial  Council. 

The  Judicial  Council  shall  meet  on  the  call  of  the 
chairman.  The  notices  of  the  meetings  of  the  Judicial 
Council  shall  state  the  date,  place,  and  hour  and  shall  be 
mailed  postpaid  to  each  member  not  less  than  ten  nor 
more  than  fifty  days  before  a meeting. 

The  affidavit  of  mailing  of  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  member  of  the  Judical  Council  shall  be 
deemed  sufficient  proof  of  the  service  on  each  and  every 
member  for  any  and  all  purposes. 

A quorum  shall  consist  of  three  members  of  the  Judi- 
cial Council. 


ARTICLE  VIII.  ELECTIONS 

As  the  first  business  of  the  last  scheduled  session  of 
the  annual  meeting  of  the  House  of  Delegates,  the  offi- 
cers, councilors,  and  trustees  of  the  Medical  Society  of 
the  State  of  New  York,  and  the  delegates  to  the  Ameri- 
can Medical  Association  shall  be  nominated  and  elected. 

A member  of  the  Medical  Society  of  the  State  of  New 
York  who  is  in  arrears  for  component  county  medical  so- 
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ciety  dues  or  State  Society  dues  or  assessments  shall  not 
be  eligible  for  nomination  to  any  office,  the  Council,  the 
Board  of  Trustees,  or  as  a delegate  to  the  American 
Medical  Association,  or  entitled  to  vote  for  any  officer, 
councilor,  trustee,  or  delegate. 

The  delegates  to  the  American  Medical  Association 
shall  be  elected  in  the  calendar  year  preceding  the  meet- 
ing of  the  House  of  Delegates  of  the  American  Medical 
Association  to  which  they  are  elected.  One  half  of  the 
allotted  number  of  delegates  and  alternate  delegates 
shall  be  elected  each  year. 

Nominations  for  delegate  to  the  American  Medical 
Association  shall  be  made  for  not  less  than  double  the 
full  number  of  delegates  to  be  elected. 


SECTION  1.  BALLOTING 

After  the  appointment  of  a sufficient  number  of  tell- 
ers by  the  speaker  and  after  all  nominations  have  been 
made,  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  shall  cause  to  be  displayed  in  full  sight  of 
the  House  of  Delegates  a list  of  nominees  for  each  office 
of  the  Medical  Society  of  the  State  of  New  York  and  for 
delegates  to  the  American  Medical  Association,  ar- 
ranged in  alphabetical  order,  and  shall  also  cause  to  be 
distributed  a sufficient  number  of  blank  ballots  for  the 
use  of  the  House  of  Delegates.  These  ballots  shall  have 
printed  or  stamped  thereon  the  appropriate  headings 
for  each  office  with  spaces  thereunder  in  which  may  be 
written  the  name  of  the  candidate  or  candidates  to  be 
voted  for. 

All  elections  for  offices  of  the  State  Society  and  dele- 
gates to  the  American  Medical  Association  shall  be  by 
ballot,  each  member  of  the  House  of  Delegates  deposit- 
ing his  ballot  on  roll  call  individually.  When  after  the 
call  for  nominations  from  the  floor,  there  is  only  one 
candidate  for  an  office,  the  speaker  shall  direct  the  sec- 
retary to  cast  one  ballot  on  behalf  of  the  delegates.  If 
there  are  more  than  two  nominees  for  an  office,  with  the 
exception  of  that  of  delegate  to  the  American  Medical 
Association,  and  none  receives  a majority  of  votes  on  the 
first  ballot,  the  nominee  receiving  the  lowest  number  of 
votes  shall  be  dropped  and  a new  ballot  taken  for  that 
office.  This  procedure  shall  be  continued  until  one  of 
the  nominees  receives  a majority  of  the  votes  cast  when 
he  shall  be  declared  elected. 

For  the  election  of  delegates  to  the  American  Medical 
Association,  the  delegates  shall  be  declared  elected  in 
the  order  of  the  highest  number  of  votes  cast  until  the 
allotted  number  shall  have  been  chosen;  a corresponding 
number  in  the  next  highest  order  of  votes  cast  shall  be 
declared  alternate  delegates. 

When  the  full  quota  of  elected  delegates  or  alternate 
delegates  is  not  available  for  attendance  at  the  meeting 
of  the  House  of  Delegates  of  the  American  Medical  As- 
sociation, the  president  of  the  Medical  Society  of  the 
State  of  New  York  shall  appoint  and  certify  a sufficient 
number  to  complete  the  quota. 

A duly  elected  delegate  to  the  American  Medical  As- 
sociation who  does  not  serve  as  such  because  of  reduc- 
tion in  number  of  delegates  to  which  the  Medical  Soci- 
ety of  the  State  of  New  York  is  entitled  shall  fill  any  va- 
cancy which  may  occur  in  the  delegation  before  alter- 
nate delegates  are  designated  for  that  purpose. 


The  delegates  and  alternate  delegates  shall  take  office 
at  the  beginning  of  the  calendar  year  following  their 
election  and  shall  serve  for  a term  of  two  years. 


ARTICLE  IX.  REFERENDUM 

At  any  meeting  of  the  House  of  Delegates  two-thirds 
of  the  members  present  and  voting  may  order  a referen- 
dum vote  of  the  Medical  Society  of  the  State  of  New 
York  on  any  question  consistent  with  the  Bylaws  and  in 
accordance  with  such  regulations  respecting  the  submis- 
sion of  the  question  as  the  House  of  Delegates  may  pre- 
scribe. 

The  members  of  the  Medical  Society  of  the  State  of 
New  York  shall  vote  thereon  by  mail.  The  polls  shall  be 
closed  at  the  expiration  of  fifteen  days  after  the  mailing 
of  the  question;  and  if  the  members  voting  shall  com- 
prise a majority  of  all  the  active  and  life  members  of  the 
Medical  Society  of  the  State  of  New  York,  a majority  of 
such  vote  shall  determine  the  question  and  be  binding 
on  the  State  Society  and  the  House  of  Delegates. 

When  the  House  of  Delegates  is  not  in  session  the 
Council  may  in  a similar  manner  order  such  a referen- 
dum by  a two-thirds  vote. 


ARTICLE  X.  COMMITTEES  OF  THE 
HOUSE  OF  DELEGATES 

SECTION  1.  REFERENCE  COMMITTEES 

At  least  one  month  before  the  meeting  of  the  House  of 
Delegates  the  speaker  shall  appoint  and  publish  in  the 
official  publication  of  the  Medical  Society  of  the  State 
of  New  York  such  reference  committees  as  he  shall 
deem  expedient  for  the  purposes  of  the  meeting.  Im- 
mediately after  the  organization  of  the  House  of  Dele- 
gates he  shall  formally  announce  the  appointments  of 
the  committees.  Only  members  of  the  House  of  Dele- 
gates shall  be  eligible  for  appointment  to  the  reference 
committees.  Such  committees  shall  each  consist  of  five 
members,  three  members  constituting  a quorum,  and 
shall  serve  during  the  meeting  of  the  House  of  Delegates 
for  which  they  are  appointed. 

Annual  reports  of  officers,  Council  commissions  and 
committees,  Board  of  Trustees,  Judicial  Council,  district 
branches,  and  special  committees  shall  be  printed  at 
least  one  month  before  the  meeting  of  the  House  of  Del- 
egates and  sent  to  the  members  of  the  reference  com- 
mittees appointed  according  to  paragraph  1,  for  their 
preliminary  consideration. 

All  recommendations,  resolutions,  measures,  and 
propositions  presented  to  the  House  of  Delegates  and 
which  have  been  duly  seconded  shall  be  referred  by  the 
speaker  to  the  appropriate  reference  committees,  except 
that  reports  of  committees  of  the  House  of  Delegates 
may,  at  the  discretion  of  the  House,  be  presented  direct- 
ly to  the  House  without  referral  to  the  reference  com- 
mittees. 

Each  reference  committee  shall  consider  such  busi- 
ness as  mav  have  been  referred  to  it  and  shall  report 
promptly  to  the  House. 

Any  member  of  the  Medical  Society  of  the  State  of 
New  York  in  good  standing  shall  have  the  right  to  ap- 
pear before  any  reference  committee  and  participate  in 
its  deliberations. 
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SECTION  2.  COMMITTEE  ON  BYLAWS 

The  House  Committee  on  Bylaws  shall  be  appointed 
annually  by  the  speaker.  It  shall  consist  of  at  least  five 
members  including  a chairman,  all  of  whom  shall  be 
members  of  the  House.  The  president,  secretary,  and 
the  speaker  shall  be  ex  officio  members  with  voice  and 
vote.  The  executive  vice-president,  deputy  executive 
vice-president,  and  general  counsel  of  the  Medical  Soci- 
ety of  the  State  of  New  York  shall  be  members  of  the 
committee  with  voice  but  without  vote. 

It  shall  be  the  duty  of  the  committee  to  study  all  pro- 
posed amendments  to  the  Bylaws  and  the  Principles  of 
Professional  Conduct  of  the  State  Society  and  to  report 
thereon  at  the  annual  meeting  of  the  House  of  Delegates 
following  the  meeting  at  which  such  amendments  are 
proposed.  The  committee  shall  include  in  its  report 
recommendations  for  action  on  the  proposed  amend- 
ments with  reasons  for  such  recommendations. 

It  shall  be  the  duty  of  the  committee  to  suggest 
amendments  to  or  revisions  of  the  Bylaws  and  the  Prin- 
ciples of  Professional  Conduct  of  the  Medical  Society  of 
the  State  of  New  York. 

The  report  of  the  House  Committee  on  Bylaws  shall 
be  presented  directly  to  the  House,  without  referral  to  a 
reference  committee. 

SECTION  3.  SPECIAL  COMMITTEES 

Special  committees  may  be  created  by  the  House  of 
Delegates  to  perform  the  special  functions  for  which 
they  are  created.  They  shall  be  appointed  by  the 
speaker  or  other  officer  presiding  pro  tempore  over  the 
meeting  at  which  the  committee  is  authorized. 

ARTICLE  XI.  COUNCIL  COMMISSIONS 
AND  COMMITTEES 

SECTION  1.  ORGANIZATION 

Committees  of  the  Council  are  grouped  by  the  related 
nature  of  their  purposes  and  functions.  A commission 
is  composed  of  the  chairmen  of  all  committees  within 
such  a group. 

Subject  to  the  approval  of  the  Council,  the  president 
shall  appoint  the  chairmen  and  members  of  all  of  its 
committees  and  the  chairmen  of  the  commissions. 

Any  member  of  the  Medical  Society  of  the  State  of 
New  York  is  eligible  for  membership  on  committees  and 
commissions  of  the  Council. 

All  chairmen  of  such  commissions  and  committees 
shall  have  the  right  to  present  their  reports  in  person  to 
the  Council  and  to  engage  in  the  discussion  of  such  re- 
ports. Members  of  such  commissions  and  committees 
shall  have  the  privilege  of  presenting  minority  reports, 
and  both  the  majority  and  minority  reports  shall  be 
published. 

Any  ex  officio  member  of  a committee  who  enjoys 
that  status  by  being  a duly  elected  officer  of  the  Medical 
Society  of  the  State  of  New  York  shall  have  all  the 
rights,  responsibilities,  and  duties  of  any  other  member 
of  the  committee. 

SECTION  2.  NOMINATING  COMMITTEE 

The  Nominating  Committee  shall  be  appointed  by 
the  president  from  a list  of  not  less  than  three  or  more 
than  five  names  submitted  by  the  respective  district 
branches,  in  conformity  with  Article  V,  Section  2,  para- 
graph 3.  It  shall  consist  of  11  members,  1 from  each 
district  branch  and  2 members  at  large.  It  shall  be  the 


duty  of  this  committee  to  propose  and  nominate  mem- 
bers of  the  Medical  Society  of  the  State  of  New  York  for 
all  vacancies  to  be  filled  at  the  ensuing  annual  meeting 
of  the  House  of  Delegates.  These  recommendations 
shall  be  made  to  the  House  of  Delegates  in  the  same 
manner  as  prescribed  in  Article  X,  Section  1,  paragraph 
2. 

SECTION  3.  PROFESSIONAL  MEDICAL 
LIABILITY  INSURANCE  AND  DEFENSE 
BOARD 

A committee  to  be  known  as  the  Professional  Medical 
Liability  Insurance  and  Defense  Board  shall  be  appoint- 
ed by  the  president  with  the  approval  of  the  Council.  It 
shall  consist  of  nine  members  including  a chairman, 
each  appointed  for  a three-year  term.  No  member  shall 
serve  for  more  than  two  consecutive  terms.  A vacancy 
created  by  expiration  of  a term  shall  be  filled  by  the 
president,  with  the  approval  of  the  Council,  by  appoint- 
ment of  a member  for  three  years.  Other  vacancies 
shall  be  filled  for  the  unexpired  term  in  similar  manner. 
The  secretary  shall  be  an  ex  officio  member  of  the  com- 
mittee with  voice  and  vote.  The  treasurer  shall  be  an  ex 
officio  member  of  the  committee  with  voice  but  without 
vote.  The  general  counsel  and  indemnity  representa- 
tive shall  attend  all  meetings  with  voice  but  without 
vote.  It  shall  be  the  duty  of  the  committee  to  study  and 
supervise,  on  behalf  of  the  Medical  Society  of  the  State 
of  New  York,  all  matters  having  to  do  with  professional 
medical  liability  insurance  and  defense. 

SECTION  4 . COMMITTEE  ON  PRIZE  ESSAYS 

A Committee  on  Prize  Essays  shall  be  appointed  by 
the  president  with  the  approval  of  the  Council.  It  shall 
consist  of  three  members,  including  the  chairman.  It 
shall  be  the  duty  of  this  committee  to  receive  all  essays 
offered  in  competition  for  prizes  which  may  be  offered 
by  the  Medical  Society  of  the  State  of  New  York.  The 
committee  shall  make  all  necessary  rules  and  regula- 
tions for  the  awarding  of  prizes,  subject  to  the  terms  of 
the  deeds  of  gift,  and  shall  report  the  result  at  the  next 
annual  meeting  of  the  House  of  Delegates.  It  shall  give 
notice  through  the  official  publication  of  the  State  Soci- 
ety or  by  other  methods  of  the  amount  of  the  prize  and 
when  the  essays  shall  be  submitted  to  the  committee. 

ARTICLE  XII.  SECTIONS  AND  SESSIONS 

As  designated  by  the  House  of  Delegates,  there  shall 
be  sections  devoted  to  the  scientific  work  of  the  Medical 
Society  of  the  State  of  New  York  and  sessions  devoted 
to  scientific,  cultural,  historical,  or  economic  subjects. 
Both  sections  and  sessions  shall  meet  during  the  annual 
convention  of  the  State  Society,  under  the  supervision 
of  the  Council. 

SECTION  l.  SECTIONS 

The  House  of  Delegates  shall  designate  those  scientific 
sections  entitled  to  representation  in  the  Medical  Society 
of  the  State  of  New  York.  Such  sections  shall  correspond 
to  the  Statewide  specialty  societies  recognized  by  the 
Council  of  the  Medical  Society  of  the  State  of  New  York. 
These  scientific  sections  designated  by  the  House  of  Del- 
egates shall  organize  at  their  annual  meeting  by  the  election 
of  officers.  Officers  to  be  elected  shall  include  a chairman, 
a vice-chairman,  a secretary,  and  a delegate  to  the  House 
of  Delegates.  The  chairman,  vice-chairman,  secretary,  and 
delegate  must  be  members  of  both  the  Statewide  specialty 
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societies  and  the  Medical  Society  of  the  State  of  New  York 
and  shall  be  elected  for  one  year  terms  with  the  exception 
of  the  secretary  who  shall  be  elected  for  such  term  as  the 
section  may  deem  desirable. 

Each  of  the  Statewide  specialty  societies  recognized  by 
the  Council  of  the  Medical  Society  of  the  State  of  New 
York  shall  be  requested  to  submit  to  the  office  of  the  Ex- 
ecutive Vice-President  the  name  of  one  nominee  for  each 
office  of  their  corresponding  sections  not  less  than  ninety 
days  prior  to  the  section’s  annual  business  meeting.  Such 
nominees  shall  be  voted  on,  together  with  all  other  nom- 
inees submitted,  at  the  annual  business  meeting  of  the 
section.  All  such  nominees  must  be  members  of  the 
Medical  Society  of  the  State  of  New  York.  To  part  icipate 
in  the  election  of  any  section,  a member  of  the  Medical 
Society  of  the  State  of  New  York  must  be  registered  with 
such  section. 

To  participate  in  the  election  of  any  section,  a mem- 
ber of  the  Medical  Society  of  the  State  of  New  York 
must  be  registered  with  such  section. 

Should  the  delegate  of  a scientific  section  be  unable  to 
serve  in  the  House  of  Delegates,  the  chairman  of  the  sec- 
tion shall  designate  a substitute  delegate  and  shall  so 
notify  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  in  writing. 

The  officers  of  the  various  sections  shall  prepare  pro- 
grams for  their  section  under  the  direction  and  subject 
to  the  approval  of  the  Council. 

No  new  section  shall  be  created  by  the  House  of  Dele- 
gates unless  a session  devoted  to  its  subject  matter  or 
specialty  shall  have  been  held  at  at  least  two  successive 
annual  conventions. 

SECTION  2.  SESSIONS 

A session  shall  be  a single  meeting  of  a group  to  dis- 
cuss scientific,  cultural,  historical,  or  economic  subjects, 
under  the  direction  and  subject  to  the  approval  of  the 
Council. 

Each  session  shall  have  a chairman  and  a secretary 
who  shall  be  appointed  by  the  president  with  the  ap- 
proval of  the  Council. 

ARTICLE  XIII.  MEETINGS 

SECTION  1.  ANNUAL  CONVENTION 

There  shall  be  an  annual  convention  of  the  Medical 
Society  of  the  State  of  New  York  to  be  held  at  a time 
and  place  designated  by  the  House  of  Delegates  or  by 
the  Council. 

This  convention  shall  include  the  annual  scientific 
program  which  shall  include  the  annual  meetings  of  the 
sections  and  sessions,  scientific  motion  pictures,  and  ex- 
hibits, and  such  other  activities,  and  presentations  as 
the  House  of  Delegates  or  Council  may  direct. 

The  annual  meetings  of  the  Medical  Society  of  the 
State  of  New  York  and  the  House  of  Delegates  may  or 
may  not  be  held  at  such  convention  pursuant  to  the  pro- 
visions of  Article  III,  Section  3 of  these  Bylaws. 

SECTION  2.  ANNUAL  MEETING  OF 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW 
YORK 

The  Medical  Society  of  the  State  of  New  York  shall 
hold  its  annual  meeting  at  the  last  scheduled  session  of 
the  House  of  Delegates,  while  the  House  is  recessed  fol- 
lowing the  annual  elections.  The  president  shall  pre- 
side at  this  annual  meeting  of  the  State  Society,  which 


shall  include  the  induction  of  the  incoming  president. 
The  incoming  president  shall  deliver  his  inaugural  ad- 
dress at  the  annual  meeting  of  the  State  Society. 

Following  the  adjournment  of  the  annual  meeting,  the 
House  of  Delegates  shall  reconvene  to  complete  its  agen- 
da and  receive  the  report  of  the  tellers. 

SECTION  3.  SPECIAL  MEETINGS 

Special  meetings  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  called  by  the  president  on  the  re- 
quest in  writing  of  members  entitled  to  cast  ten  per  cent 
of  the  total  number  of  votes  entitled  to  be  cast  at  such 
meeting.  Such  request  must  specify  the  date  and 
month  of  such  meeting,  which  shall  not  be  less  than  two 
nor  more  than  three  months  from  the  date  of  such  writ- 
ten demand.  The  president  of  the  Society  upon  receiv- 
ing the  written  request  shall  direct  the  secretary  to 
promptly  give  notice  of  such  meeting.  If  the  secretary 
shall  fail  to  give  such  notice  within  five  business  days  of 
such  request,  any  member  signing  such  request  may  give 
the  required  notice. 

SECTION  4.  ORGANIZATION  AND 
PROCEDURES 

The  notices  of  the  annual  convention  and  annual  and 
special  meetings  of  the  Medical  Society  of  the  State  of 
New  York  shall  state  the  date,  place,  and  hour  and  shall 
be  mailed  postpaid  to  each  member  by  first  class  mail 
not  less  than  ten  nor  more  than  fifty  days  before  a meet- 
ing. 

Publication  of  such  notice  in  the  official  publication 
of  the  Medical  Society  of  the  State  of  New  York  shall  be 
considered  as  complying  with  this  provision. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  member  shall  be  deemed  sufficient  proof 
of  the  service  upon  each  and  every  member  for  any  and 
all  purposes. 

Each  member  in  attendance  at  the  annual  convention 
of  the  Medical  Society  of  the  State  of  New  York  shall 
enter  his  name  and  the  name  of  the  component  county 
medical  society  to  which  he  belongs  in  a register  to  be 
kept  by  the  secretary  of  the  State  Society  for  that  pur- 
pose. No  member  shall  take  part  in  any  of  the  proceed- 
ings of  such  convention  until  he  shall  have  complied 
herewith. 

All  members  in  good  standing  so  registered  may  at- 
tend and  participate  in  the  proceedings  and  discussions 
of  the  scientific  meetings  of  the  Medical  Society  of  the 
State  of  New  York  and  of  the  sections  and  sessions. 

A distinguished  physician  of  a foreign  country  or  a 
physician  not  a resident  of  this  State  who  is  a member  of 
his  own  state  medical  association  may  become  a guest 
during  any  annual  convention  upon  the  invitation  of  the 
president  or  officers  of  the  Medical  Society  of  the  State 
of  New  York,  and  may  be  accorded  the  privilege  of  par- 
ticipating in  all  the  scientific  programs  of  the  conven- 
tion. 

No  address  or  paper  before  the  Medical  Society  of  the 
State  of  New  York,  except  those  of  the  president  and 
president-elect,  shall  occupy  more  than  twenty  minutes 
in  its  delivery. 

All  papers  read  before  the  Medical  Society  of  the 
State  of  New  York  at  its  annual  convention  by  its  mem- 
bers shall  become  the  property  of  the  State  Society. 
Whenever  such  paper  shall  be  deemed  not  acceptable 
for  publication  in  the  New  York  State  Journal  of  Medi- 
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cine  it  shall  be  returned  to  the  author  as  promptly  as 
possible  after  its  receipt  in  the  publication  office  of  the 
State  Society. 

The  following  shall  be  the  order  of  business  at  the  an- 
nual meeting  of  the  Medical  Society  of  the  State  of  New 
York: 

1.  Calling  the  State  Society  to  order 

2.  Reading  of  minutes  of  the  last  meeting  by  title 

3.  Induction  of  incoming  president 

4.  Inaugural  address  by  incoming  president 

5.  Adjournment 

The  rules  contained  in  Sturgis  Standard  Code  of  Par- 
liamentary Procedure  shall  govern  the  Medical  Society 
of  the  State  of  New  York  in  all  cases  in  which  they  are 
not  inconsistent  or  in  conflict  with  the  Bylaws  of  the 
State  Society. 


ARTICLE  XIV.  FUNDS 

Funds  shall  be  raised  by  annual  dues  levied  on  each  ac- 
tive member  at  a uniform  per  capita  late  throughout  the 
State.  Funds  may  also  be  raised  in  any  other  manner  ap- 
proved by  the  House  of  Delegates  or  by  the  Council  when 
the  said  House  of  Delegates  shall  not  be  in  session. 

The  dues  and  assessments  of  those  active  members  who 
have  been  graduated  from  medical  or  osteopathic  college 
not  more  than  five  calendar  years,  not  counting  active 
service  in  the  armed  forces  of  the  United  States  or  in  the 
United  States  Public  Health  Service,  or  who  have  not 
completed  their  continuous  residency  training  shall  be 
one-third  the  amount  levied  on  all  other  active  members. 
In  no  case  may  an  active  physician  continue  to  pay  such 
reduced  dues  more  than  seven  years  after  the  date  of 
graduation  from  medical  or  osteopathic  school. 

The  approval  of  the  Council  and  of  the  Board  of 
Trustees  shall  be  necessary  for  the  expenditure  of  any 
funds  of  the  Medical  Society  of  the  State  of  New  York, 
except  that  the  said  Board  may  delegate,  to  such  person 
or  persons  as  it  sees  fit,  the  authority  to  expend  funds  of 
the  State  Society  in  amounts  and  under  conditions  to  be 
determined  by  said  Board,  on  recommendation  of  the 
Council. 


ARTICLE  XV.  DUES 

The  annual  dues  shall  be  determined  by  the  House  of 
Delegates. 

Assessments  can  be  levied  by  the  House  of  Delegates 
or  the  Council  and  shall  be  payable  within  a period  of 
time  specified  by  them. 

Life  and  honorary  members  shall  not  be  required  to 
pay  dues  or  assessments  to  the  Medical  Society  of  the 
State  of  New  York. 

Annual  dues  are  due  and  payable  on  the  first  day  of 
January  each  year.  The  dues  year  shall  coincide  with 
the  calendar  year,  January  1 to  December  31. 

Any  member,  except  a member  who  is  eligible  for  and 
has  applied  for  life  membership,  whose  component 
county  medical  society  and  State  Society  dues  are  un- 
paid after  May  1 of  any  current  year  or  whose  assess- 
ments are  unpaid  by  the  specified  time  is  not  in  good 
standing  and  shall  be  deemed  to  be  in  arrears. 


A member  whose  dues  are  unpaid  after  June  1 of  any 
current  year  or  whose  assessments  are  unpaid  one 
month  after  the  specified  date  shall  be  dropped  from 
the  roles  of  membership  of  his  component  county  medi- 
cal society  and  the  Medical  Society  of  the  State  of  New 
York  upon  reasonable  notice  to  such  member  by  his 
component  county  medical  society  or  the  State  Society, 
and  without  further  action  on  the  part  of  either  the 
component  county  medical  society  or  the  State  Society, 
and  on  such  date  he  shall  automatically  cease  to  be  a 
member  of  the  component  county  medical  society  and 
State  Society. 

Dues  and  State  Society  assessments  of  a member 
elected  or  reinstated  after  October  1 shall  be  credited  to 
the  succeeding  year,  but  no  member  dropped  for  non- 
payment of  dues  and  assessments  shall  be  reinstated 
until  he  has,  in  addition,  paid  his  dues  and  assessments 
for  the  year  in  which  he  was  dropped. 

The  dues  of  an  active  or  student  member  of  the  State 
Society  may  be  remitted  for  the  current  year  by  action  by 
the  Council  on  account  of  illness,  financial  hardship,  or 
temporary  active  service  in  the  armed  forces  of  the  United 
States  or  in  the  United  States  Public  Health  Service,  when 
the  request  for  such  remission  is  made  by  the  member’s 
component  county  medical  society,  except  in  the  case  of 
student  members  who  shall  make  application  for  remission 
directly  to  the  secretary.  Such  a request  shall  be  accom- 
panied by  a brief  summary  of  the  reasons  therefor.  Re- 
mission of  dues  due  to  illness  or  financial  hardship  shall  be 
reviewed  annually. 

ARTICLE  XVI.  EXPENSES 

Allowances  for  expenses  incurred  in  the  actual  perfor-  i 
mance  of  official  duties  by  officers,  councilors,  trustees,  i 
members  of  the  Judicial  Council  and  of  commissions 
and  committees,  delegates  to  the  American  Medical  As- 
sociation, and  employes  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  made  in  conformity  with  the 
following  conditions. 

The  president  and  the  president-elect  shall  be  al-  I 
lowed  a per  diem  and  expenses  when  engaged  on  official 
business.  The  amount  of  the  per  diem  shall  be  set  by  i 
the  House  of  Delegates. 

All  other  officers,  councilors,  trustees,  members  of  the 
Judicial  Council,  delegates  to  the  House  of  Delegates  of 
the  American  Medical  Association  or  an  alternate  dele- 
gate who,  at  the  direction  of  the  Council,  attends  a 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association,  members  of  commissions  and  com- 
mittees of  the  Council,  and  of  all  special  committees, 
members  of  the  Medical  Society  of  the  State  of  New 
York  appointed  by  the  president  or  the  Council  to  carry 
out  special  assignments  for  the  State  Society,  and  em- 
ployes of  the  State  Society  shall  be  allowed  traveling  ex- 
penses when  engaged  on  official  business. 

Members  for  life  of  the  House  of  Delegates,  delegates 
of  the  district  branches,  scientific  sections,  and  student 
members,  sitting  in  the  House  of  Delegates,  shall  be  al- 
lowed necessary  expenses  by  the  Medical  Society  of  the 
State  of  New  York. 

Proper  vouchers  must  be  filed  with  the  secretary  of 
the  Medical  Society  of  the  State  of  New  York  before  any  i 
of  the  above  allowances  shall  be  made. 

There  shall  be  no  allowances  for  the  expenses,  travel 
ing  or  otherwise,  for  members  of  any  reference  commit- 
tee. 
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Each  district  branch  shall  be  entitled  to  receive  a sum 
not  to  exceed  $1,000  exclusive  of  the  work  done  by  the 
Medical  Society  of  the  State  of  New  York  regarding  no- 
tices, programs,  and  so  on,  to  defray  the  expenses  of 
such  district  branch,  provided  a proper  statement  of 
such  expenses  shall  have  been  presented  to  the  secre- 
tary. 

AH  bills,  claims,  or  vouchers  herein  provided  for  shall 
be  filed  within  thirty  days  after  the  date  of  the  incurring 
of  such  expense.  This  time  may  be  extended  for  any 
cause  by  the  Board  of  Trustees. 


ARTICLE  XVII.  DISTRICT  BRANCHES 

SECTION  1.  DIVISION 

The  membership  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  divided  into  nine  district  branches, 
as  follows: 

The  First  District  Branch  shall  comprise  the  members 
of  the  Medical  Societies  of  the  Counties  of  Bronx, 
Kings,  New  York,  Queens,  and  Richmond. 

The  Second  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Nassau 
and  Suffolk. 

The  Third  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Albany, 
Columbia,  Greene,  Rensselaer,  Schoharie,  Sullivan,  and 
Ulster. 

The  Fourth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Clinton, 
Essex,  Franklin,  Fulton,  Hamilton,  Montgomery,  Sara- 
toga, Schenectady,  Warren,  and  Washington. 

The  Fifth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Cayuga, 
Chenango,  Herkimer,  Jefferson,  Lewis,  Madison,  Onei- 
da, Onondaga,  Oswego,  and  St.  Lawrence. 

The  Sixth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Broome, 
Chemung,  Cortland,  Delaware,  Otsego,  Schuyler,  Tioga, 
and  Tompkins. 

The  Seventh  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Living- 
ston, Monroe,  Ontario,  Seneca,  Steuben,  Wayne,  and 
Yates. 

The  Eighth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Alle- 
gany, Cattaraugus,  Chautauqua,  Erie,  Genesee,  Niagara, 
Orleans,  and  Wyoming. 

The  Ninth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Dutch- 
ess, Orange,  Putnam,  Rockland,  and  WTestchester. 

Changes  in  the  number  or  membership  of  these  dis- 
trict branches  may  be  made  by  a two-third  vote  of  the 
House  of  Delegates  at  any  annual  meeting  thereof. 

SECTION  2.  AIMS  AND  ORGANIZATION 

The  objectives  of  the  district  branches  shall  be  to  pro- 
mote the  scientific,  social,  cultural,  and  other  interests 
of  the  medical  profession  within  the  district  and  to  co- 
operate with  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  in  any  way  which  that  body  may  ad- 
vise. 

Each  district  branch  may  adopt  a constitution  and 
bylaws  for  its  government  and  may  amend  them.  The 
Constitution,  Bylaws,  and  amendments  shall  not  be  in 


conflict  with  the  Bylaws  of  the  State  Society  and  before 
becoming  effective  they  shall  be  approved  by  the  Coun- 
cil. 

SECTION  3.  OFFICERS  AND  ELECTIONS 

Each  district  branch  shall  elect  a president  for  two 
years  and  a delegate  to  the  House  of  Delegates  for  two 
years,  but  with  the  approval  of  the  Council  a district 
branch  may  elect  a president  for  one  year. 

Each  district  branch  shall  elect  such  other  officers  as 
are  provided  for  in  its  bylaws.  They  shall  attend  the 
business  meetings  of  the  branch. 

In  the  case  of  the  inability  of  the  delegate  of  a district 
to  serve,  the  vice-president  shall  serve  as  delegate,  and  if 
the  vice-president  is  unable  so  to  function,  the  president 
shall  designate  a substitute  delegate  to  serve  and  shall 
so  notify  in  writing  the  secretary  of  the  Medical  Society 
of  the  State  of  New  York. 

Any  elected  officer  of  a district  branch  who  is  called 
into  active  service  in  the  armed  forces  of  the  United 
States  or  the  United  States  Public  Health  Service  may, 
on  application  to  the  Council,  be  granted  leave  of  ab- 
sence for  any  portion  of  his  term  of  office  during  which 
he  is  on  active  service.  During  such  absence  his  duties 
shall  be  designated  as  the  Council  may  direct,  except 
where  such  delegation  is  already  provided  for  elsewhere 
in  the  Bylaws. 

The  president  of  each  district  branch  shall  visit  the 
component  county  medical  societies  of  the  district  at 
least  once  during  his  tenure  of  office  and  make  a careful 
inquiry  of  the  condition  of  the  profession  in  each  county 
in  his  district  and  shall  report  thereon  to  the  House  of 
Delegates. 

ARTICLE  XVIII.  COMPONENT  COUNTY 
MEDICAL  SOCIETIES 

SECTION  1.  DEFINITION 

The  term  “component  county  medical  society”  shall 
include  all  county  medical  societies  now  in  affiliation 
with  the  Medical  Society  of  the  State  of  New  York  or 
which  may  hereafter  be  organized  and  chartered  by  the 
House  of  Delegates.  There  shall  be  but  one  component 
county  medical  society  in  each  county  affiliated  with  the 
State  Society.  If  there  should  be  an  insufficient  num- 
ber of  physicians  in  any  of  the  counties  of  this  State  to 
form  themselves  into  a component  county  medical  soci- 
ety, such  physicians  may  become  members  of  the  com- 
ponent county  medical  society  of  an  adjoining  county 
when  eligible  by  the  constitution  and  bylaws  of  such 
component  county  medical  society. 

SECTION  2.  MEMBERSHIP 

Eligibility  for  membership  in  a component  county 
medical  society  shall  be  determined  by  that  society.  Ex- 
cept by  the  approval  of  the  Council  no  physician  shall  be 
an  active  member  in  a component  county  med’cal  society 
other  than  that  of  the  county  in  which  he  practices  or 
maintains  legal  residence. 

Whenever  an  active  member  in  good  standing  or  a life 
member  in  any  component  county  medical  society  removes 
to  another  county  in  this  State,  his  name  on  his  request 
shall  be  transferred  to  the  roster  of  the  component  county 
medical  society  of  the  county  to  which  he  removes,  without 
cost  to  him,  provided  that  he  files  a certificate  with  the 
secretary  of  the  Medical  Society  of  the  State  of  New  York, 


April  1977/New  York  State  Journal  of  Medicine  839 


signed  by  the  president  and  secretary  of  the  component 
county  medical  society  from  which  he  removes  as  to  his 
good  standing  in  such  society,  and  provided  his  application 
for  membership  has  been  acted  on  favorably  by  the  mem- 
bers of  the  component  county  medical  society  of  the  county 
to  which  he  has  removed. 

No  member  shall  be  an  active  member  of  more  than  one 
component  county  medical  society,  nor  shall  any  compo- 
nent county  medical  society  accept  as  a member  a physi- 
cian who  does  not  practice  or  have  a residence  in  that 
county  in  any  other  way  than  in  accordance  with  the  law 
governing  transfers. 

SECTION  3.  DUTIES  OF  OFFICERS 

The  secretary  of  each  component  county  medical  soci- 
ety shall  keep  a roster  of  its  members  in  which  shall  ap- 
pear the  full  name  of  each  of  said  physicians,  the  date  of 
his  admission  to  such  society,  his  residence,  and  the  date 
when  his  license  to  practice  medicine  in  this  State  was 
granted.  He  shall  note  any  changes  in  said  roster  by 
reason  of  removal,  death,  or  change  of  name,  revocation 
of  license,  or  other  disqualification. 

He  shall  forward  said  roster  and  information  together 
with  the  names  and  places  of  residence  of  each  of  the  of- 
ficers of  said  society  and  the  names  and  residences  of 
each  delegate  to  the  House  of  Delegates  from  said  soci- 
ety to  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  at  least  ninety  days  before  the  date  of  the 
annual  meeting  of  said  House  of  Delegates. 

The  treasurer  of  each  component  county  medical  soci- 
ety shall  forward  to  the  treasurer  of  the  Medical  Society 
of  the  State  of  New  York  the  amount  of  the  State  Soci- 
ety per  capita  dues  and/or  assessments  and  the  amount 
of  all  American  Medical  Association  dues  collected  from 
members  of  his  component  county  medical  society  as 
promptly  as  possible  but  in  any  event  before  the  first 
day  of  May  of  each  year. 

SECTION  4.  MEETINGS 

Each  component  county  medical  society  shall  hold  an 
annual  meeting  for  the  purpose  of  electing  officers  and  a 
delegate  or  delegates  to  represent  it  in  the  House  of  Del- 
egates of  the  Medical  Society  of  the  State  of  New  York 
in  accordance  with  the  Bylaws. 

The  annual  meeting  of  each  component  county  medi- 
cal society  shall  be  held  between  January  1 and  July  1 of 
each  year  at  a time  which  it  shall  determine. 

All  officers  of  the  component  county  medical  society 
shall  enter  on  their  official  duties  between  May  1 and 
July  1 at  a date  determined  by  the  component  county 
medical  society  and  shall  serve  for  a term  of  one  year  or 
until  their  successors  shall  have  been  duly  elected  and 
qualified. 

SECTION  5.  RESIGNATIONS 

An  active  or  life  member  in  good  standing  whose  resig- 
nation from  membership  in  his  component  county  medical 
society  shall  have  been  duly  accepted,  shall  be  considered 
to  have  resigned  from  the  Medical  Society  of  the  State  of 
New  York. 


When  a member  in  good  standing,  other  than  a life  or 
honorary  member,  ceases,  between  May  1 and  December 
31  of  any  year,  to  reside  and  practice  in  the  State  of  New 
York,  he  shall  be  considered  to  have  resigned  from 
membership  effective  as  of  that  December  31.  If  such 
cessation  to  reside  and  practice  occurs  between  January 
1 and  May  1 of  any  year,  he  shall,  provided  he  has  been 
in  good  standing  for  the  prior  calendar  year,  be  consid- 
ered to  have  resigned  from  membership  effective  as  of 
the  previous  December  31. 

On  resignation,  a member  shall  forfeit  all  rights  and 
title  to  any  share  in  the  privileges  and  property  of  the 
Medical  Society  of  the  State  of  New  York,  the  district 
branch,  and  his  component  county  medical  society. 

SECTION  6.  CONSTITUTION  AND  BYLAWS 

Each  component  county  medical  society  shall  adopt  a 
constitution  and/or  bylaws  for  regulation  of  its  affairs 
and  may  amend  them.  The  constitution,  bylaws,  and 
amendments  shall  not  be  in  conflict  with  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York,  and  be- 
fore becoming  effective,  they  shall  be  approved  by  the 
Council. 

ARTICLE  XIX.  SEAL  OF  THE  MEDICAL 
SOCIETY  OF  THE  STATE  OF  NEW  YORK 

The  seal  of  the  Medical  Society  of  the  State  of  New 
York  shall  be  as  follows: 


ARTICLE  XX.  AMENDMENTS 

Amendments  to  the  Bylaws  or  to  the  Principles  of 
Professional  Conduct,  except  such  as  are  obligatory  by 
law,  shall  be  made  only  at  an  annual  meeting  of  the 
House  of  Delegates  after  having  been  submitted  in  writ- 
ing at  a previous  annual  meeting  and  having  been  pub- 
lished in  the  official  publication  of  the  Medical  Society 
of  the  State  of  New  York  at  least  once  and  at  least  one 
month  before  the  annual  meeting  at  which  action  shall 
be  taken. 

The  affirmative  vote  of  two-thirds  of  the  House  of 
Delegates  present  and  voting  shall  be  necessary  for 
adoption  of  any  amendment. 

Amendments  made  necessary  by  law  shall  be  made  ei- 
ther by  the  Council  or  House  of  Delegates  whenever 
such  necessity  exists. 
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continued  from  page  717 

Combination  chemotherapy  with  VAM  (vincristine, 
adriamycin,  and  high-dose  methotrexate)  in  adult  soft- 
tissue  sarcoma  produced  3 responders  of  14  patients,  with 
a duration  of  2,  6,  and  24  months.  The  addition  of  DTIC 
(dimethyl  triazeno  imidazole  carboxamide),  VAM-DIC, 
gave  2 responders  of  5 cases  for  6 months.  While  the  21 
percent  response  with  VAM  was  disappointing,  the  40 
percent  response  with  VAM-DIC  seems  to  confirm  the 
effectiveness  of  DTIC  in  combination  with  adriamycin  in 
sarcoma. 

Michielli,  D.  W.,  and  Milorad,  S.:  Various  pedaling 
frequencies  at  equivalent  power  outputs;  effect  on  heart- 
rate  response,  New  York  State  J.  Med.  77:  744  (Apr.) 
1977. 

Heart-rate  responses  to  pedaling  on  a bicycle  ergometer 
at  40  to  80  RPM,  at  a power  output  of  100  watts,  were 
studied  in  15  male  college  undergraduate  students.  The 
results  showed  significantly  higher  heart  rates  at  equivalent 
power  outputs  when  pedaling  frequency  was  70  or  80  RPM 
as  compared  with  40,  50,  or  60  RPM.  The  findings  are 
consistent  with  previous  results  when  the  sample  size  and 
fitness  levels  of  different  populations  are  considered. 
Caution  should  be  exercised  in  stress  testing  and  in  training 
coronary-prone-  and  postmyocardial-infarction  patients 
on  a bicycle  ergometer.  At  equivalent  power  outputs, 
pedaling  frequencies  should  be  between  40  to  60  RPM. 

Dunn,  E.  V.,  and  Conrath,  D.  W.:  Medicine — Art  or 
Science?  Clinical  judgment  and  reliability  in  primary  care, 
New  York  State  J.  Med.  77:  748  (Apr.)  1977. 

In  a study  of  the  diagnosis  and  management  of  1,231 
patients  in  an  ambulatory  care  setting,  a physician  recheck 
process  was  used  to  assess  the  diagnostic  and  management 


reliability.  A Kappa  factor  was  used  to  eliminate  the  el- 
ement of  chance.  This  study  looks  at  agreements  in  both 
diagnosis  and  management  both  by  disease  categories  and 
by  individual  diseases.  Within  the  various  diagnostic 
groupings  (classes  of  diseases)  there  was  considerable 
variation  in  the  agreement  ratios  with  low  reliability 
especially  within  the  category  of  mental  problems.  There 
was  also  low  management  agreement  in  various  disease 
categories.  The  agreement  ratios  related  to  diagnosis  and 
to  management  appear  to  have  no  relationship  to  each 
other. 

Rosenthal,  S.  L.,  Freundlich,  L F.,  Quraishi,  M.  A.  H., 
Cannon,  M.,  and  Washington,  W.:  Antibiotic  sensitivity; 
Bronx  Municipal  Hospital  Center — 1976  report,  New 
York  State  J.  Med.  77:  756  (Apr.)  1977. 

Compiled  statistics  for  routine  antibiotic  sensitivity  tests 
on  isolates  from  Jacobi  Hospital,  Van  Etten  Hospital,  and 
outpatients  seen  at  the  two  hospitals  are  presented. 
Comparison  of  these  statistics  illustrates  that  antibiotic 
sensitivity  can  vary  significantly  from  place  to  place  within 
even  a very  limited  geographic  area.  A single  broth  dilu- 
tion method  for  testing  antibiotic  sensitivity  of  strains  of 
pneumococci,  streptococci,  and  Hemophilus  influenzae 
is  described,  and  the  results  of  tests  performed  by  this 
method  are  presented.  The  methods  in  use  at  the  Bronx 
Municipal  Hospital  Center  for  testing  Hemophilus  in- 
fluenzae strains  for  penicillinase  production  and  staphy- 
lococcal strains  for  heteroresistance  are  also  described. 
The  biochemical  basis  of  the  gentamicin  resistance  which 
has  recently  arisen  among  gram-negative  bacilli  is  dis- 
cussed, and  the  results  of  quantitative  sensitivity  tests  for 
85  resistant  strains  against  five  aminoglycoside  antibiotics 
are  presented.  Quantitative  sensitivity  test  results  for  71 
enterococcal  and  72  Group  B streptococcal  strains  are  also 
given. 


Abstracts  in  Interlingua 


Pieters,  G.,  e Lowenfels,  A.,  B.:  Infibulation  in  regiones 
remote  de  Africa,  New  York  State  J.  Med.  77: 729  (April) 
1977. 

Le  infibulation  (un  vocabulo  derivate  del  parola  latine 
“fibula”  que  significa  spinula  o broche)  es  le  nomine  de  un 
estranie  procedimento  gynecologic  mutilante  in  le  qual  le 
vagina  es  strictite  artificialmente  mediante  le  approxi- 
mation chirurgic  del  labia  in  le  linea  medie.  Iste  costume 
persiste  in  certe  regiones  remote  del  Africa;  nonobstante 
le  complicationes,  predecibile,  gynecologic,  obstetric  e 
psychologic.  Le  origene  de  iste  primitive  operation  es 
obscur  e es  difficile  de  comprender  per  que  es  totavia 
practicate  nonobstante  le  numerose  effectos  adverse  que 


produce.  Le  technicas  usualmente  practicate  es  describite 
e etiam  es  discutite  varie  del  complicationes  plus  grave. 

Silver,  C.  E.,  Schoenbach,  S.  F.,  e Barzel,  U.  S.:  Trac- 
tamento  chirurgic  del  hyperparathyroidismo  primari,  New 
York  State  J.  Med.  77:  732  (April)  1977. 

Le  decision  de  submitter  un  patiente  con  hyperpar- 
athyroidismo asymptomatic  al  chirurgia  es  basate  in  le 
evalutation  del  historia  natural  del  morbo  e le  successo 
potential  e le  riscos  del  tractamento  proposite.  Nostre 
experientia  con  le  exploration  chirurgic  de  102  patientes 
con  hyperparathyroidismo  primari,  es  detaliate.  Le 

continued  on  page  850 


April  1977/New  York  State  Journal  of  Medicine  845 


continued  from  page  718 

Special  conference 

A special  conference  on  major  social  problems  of  aging: 
crime,  alcoholism,  and  sexual  needs  will  be  held  on  May  18 
at  the  New  York  Academy  of  Medicine,  2 East  103rd 
Street,  New  York,  N.Y.  10029. 

Additional  information  can  be  obtained  by  contacting 
Sara  Yurman,  Registrar,  The  Frederic  D.  Zeman  Center 
for  Instruction,  120  West  106th  Street,  New  York,  N.Y. 
10025. 

Symposium  to  be  held  in  May 

A symposium  on  “Problems  of  Prematurity”  will  be  held 
May  19  to  20  at  Strong  Memorial  Hospital,  Rochester,  by 
the  Rochester  Regional  Perinatal  Center  of  the  University 
of  Rochester  School  of  Medicine  and  Dentistry. 

For  further  information  and  registration,  write:  Cath- 
erine M.  Petocchi,  Rochester  Regional  Perinatal  Center/ 
P.O.  Box  668,  Strong  Memorial  Hospital,  Rochester,  N.Y. 
14642. 

Childhood  and  adolescent  gynecology 

“Childhood  and  Adolescent  Gynecology”  will  be  dis- 
cussed on  May  24  at  the  Hilton  Inn,  North  Syracuse,  N.Y. 
Raja  Abdul-Karim,  M.D.,  professor,  Department  of  Ob- 
stetrics and  Gynecology,  Upstate  Medical  Center,  is  the 
program  coordinator. 

For  more  information  write  to:  Program  Assistant, 

Office  of  Graduate  and  Continuing  Education,  State 
University  of  New  York,  Upstate  Medical  Center,  750  East 
Adams  Street,  Syracuse,  N.Y.  13210;  telephone  (315) 
473-4607. 

Stuttering  problems 

“Current  Trends  in  Stuttering”  will  be  discussed  on  May 
25,  8:45  a.m.  to  1:15  p.m.,  at  the  Teaching  Center  Audito- 
rium, Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park,  N.Y.  Sponsored  by  the  Division  of  Otolar- 
yngology and  Communication  Disorders,  Department  of 
Surgery,  and  the  Hearing  and  Speech  Center,  Long  Island 
Jewish-Hillside  Medical  Center,  further  information  may 
be  obtained  by  contacting:  Dean  of  the  Clinical  Campus, 
(212)  470-2111. 

Workshops  in  Medical 
and  biological  ethics 

The  Institute  of  Society,  Ethics  and  the  Life  Sciences  is 
sponsoring  three  workshops  during  the  summer  of  1977: 
A general  Workshop  on  Medical  Ethics,  an  intensive, 
issue-oriented  introduction  to  medical  ethics  for  those 
beginning  to  teach  or  do  research  in  this  field;  and  a 
Workshop  on  Death,  Dying,  and  Public  Policy,  designed 


for  teachers,  health  care  professionals,  and  those  forming 
policy  for  the  care  of  the  dying.  Both  workshops  will  run 
concurrently  at  Sarah  Lawrence  College,  Bronxville,  New 
York,  during  the  week  of  June  19-26,  1977.  A third 
Workshop  on  Ethical  Theory  in  a Medical  Context  will  be 
held  at  Stanford  University  in  Palo  Alto,  California,  during 
the  period  June  26-July  2,  1977.  Brochure  describing 
workshop  agenda  and  registration  is  available  from  the 
Institute  of  Society,  Ethics  and  the  Life  Sciences,  Box  589, 
360  Broadway,  Hastings-on-Hudson,  New  York  10706,  or 
call  (914)  478-0500. 

Meetings  of  interest 
to  forensic  scientists 

The  following  is  a list  of  meetings  of  interest  to  forensic 
scientists,  1977  to  1978. 

Japan— Tokyo  and  Kyoto — The  International  Medical 
Symposium  on  Alcohol  and  Drug  Dependence  to  be  held 
on  August  21-26, 1977.  Inquiries  to  the  Secretariat,  ISAD, 
Dept,  of  Legal  Medicine,  Nihon,  University  School  of 
Medicine,  Ohyaguchi,  Itabashi,  Tokyo,  173,  Japan. 

U.S.A. — Wichita,  Kansas — The  Western  Conference 
on  Criminal  and  Civil  Problems  Seminar  on  Drugs  and 
Alcohol — Use  and  Abuse — The  Forensic  Aspects,  No- 
vember 1977,  Inquiries  to  W.C.C.C.P.,  P.O.  Box  8282, 
Wichita,  Kansas  67208,  U.S.A. 

Mexico  City,  Mexico — The  Pan  American  Conference 
on  the  Forensic  Applications  of  Anthropology,  Dentistry, 
Medicine,  Pathology,  Paleopathology.  Inquiries  to  IN- 
FORM, c/o  Dr.  William  G.  Eckert,  Laboratory,  St.  Francis 
Hospital,  Wichita,  Kansas  67214,  U.S.A. 

Venezuela-Caracas — An  Interim  meeting  of  the  In- 
ternational Academy  of  Legal  Medicine  is  being  held  in 
Caracas,  Venezuela,  under  the  leadership  of  Dr.  Jack 
Castro  Rodriguez,  December  7-15,  1977.  Inquiries  to  Dr. 
Rodriguez,  Institute  of  Legal  Medicine,  Av.  Neveri  cruce 
con  Av  Anau  co.  Colinas  de  Bello  Monte,  Caracas,  Vene- 
zuela. 

1978 — United  States — St.  Louis — The  American 
Academy  of  Forensic  Sciences  will  meet  in  St.  Louis, 
Missouri,  in  its  annual  meeting  in  February  1978,  at  the 
Chase  Park  Plaza  Hotel.  All  inquiries  to  AAFS  Head- 
quarters, 11400  Rockville  Pike,  Suite  515,  Rockville,  Md. 
20852,  U.S.A. 

United  States— Los  Angeles,  California — The 

East-West  Conference  on  Criminal  and  Civil  Problems  will 
be  held  in  Los  Angeles,  May  18-19,  1978.  Inquires  to  Dr. 
Thomas  Noguchi,  Chief  Medical  Examiner-Coroner,  1104 
N.  Mission  Rd.,  Los  Angeles,  Calif.  90033.  (Preceding  the 
IAFS  meeting  in  Wichita,  Kansas  May  22-26,  1978.) 

United  States — Wichita,  Kansas — The  8th  Interna- 
tional Meeting  of  the  International  Association  of  Forensic 
Sciences  will  meet  in  Wichita,  Kansas,  on  May  22-26,  1978. 
Inquiries  to  Dr.  William  G.  Eckert,  President,  P.O.  Box 
8282,  Wichita,  Kans.  67208,  U.S.A. 
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Books  Reuieived 


Vascular  Surgery:  A Guide  and  Handbook.  By  Ger- 
ald H.  Pratt,  M.D.  F.A.C.S.  St.  Louis,  Mo.,  Warren  H. 
Green,  Inc.,  1976.  Illustrated,  300  pages.  Hardcover. 

Gerald  Pratt  in  his  nearly  50  years  as  a surgeon  has 
helped  to  bring  vascular  surgery  from  its  very  primitive 
beginnings  to  the  sophisticated  science  that  it  is  today. 
This  reviewer  can  recall  meetings  of  the  American  Heart 
Association  after  World  War  II  when  the  only  topics  of 
surgical  interest  concerned  trauma  to  the  arteries,  ligation 
of  femoral  veins  for  thrombophlebitis,  and  the  extirpation 
of  varicose  veins.  Surgery  occupied  a very  tiny  percentage 
of  the  annual  programs.  Today  in  the  American  Heart 
Association  annual  meeting  and  in  the  American  College 
of  Cardiology  annual  meeting  most  of  the  programs  are 
based  on  surgical  subjects. 

Dr.  Pratt  has  written  this  book  “as  a guide  and  hand- 
book.” It  gives  his  highly  personal  point  of  view  on  every 
conceivable  vascular  subject.  He  is  an  original  thinker  and 
an  inventor.  Like  all  such  geniuses  he  is  inclined  to  be 
opinionated  and  to  base  his  remarks  on  his  own  personal 
experience.  Each  particular  subject  concerns  his  own 
approach  to  the  problem.  It  is  not  a consensus  of  that  of 
his  colleagues. 

This  reviewer  specializes  in  the  medical  aspects  of  vas- 
cular disease  and,  of  course,  has  a different  outlook  and  a 
different  point  of  view  than  Dr.  Pratt.  Many  of  the  pa- 
tients on  whom  he  wishes  to  operate  are  the  same  patients 
in  whom  we  obtain  good  medical  results.  The  patients  we 
consider  unsuitable  for  medical  treatment  are  often  the 
same  ones  the  surgeons  consider  unsuitable  for  surgical 
treatment. 

A medically-oriented  physician  would  take  exception  to 
Dr.  Pratt’s  management  of  such  conditions  as  causalgia, 
Raynaud’s  syndrome,  acrocyanosis,  scleroderma,  and  other 
conditions  associated  with  vasospasm.  When  it  comes  to 
the  application  of  surgical  technique,  Dr.  Pratt  is  on  very 
firm  ground.  He  tells  clearly  and  succinctly  what  it  is  that 
he  does  and  why  he  does  it  and  how  he  does  it.  The  book 
is  logical  and  easy  to  read.  It  should  be  on  the  shelf  of 
everyone  who  is  interested  in  vascular  disease,  either 
medically-minded  or  surgically-minded.  William  T. 
Foley,  M.D. 

Renal  Pathophysiology.  By  Alexander  Leaf,  M.D.,  and 
Ramzi  S.  Cotran,  M.D.  New  York,  Oxford  University 
Press,  1976.  Illustrated,  387  pages.  Cloth,  $12.50. 

With  the  logarithmic  increase  in  knowledge  of  the 
pathogenesis  and  pathophysiology  of  renal  diseases  over 
the  past  two  decades  and  the  remarkable  advances  in  the 
treatment  of  uremia,  there  have  been  substantial  additions 
to  the  literature  of  nephrology.  At  least  half  a dozen  texts 
have  been  published  in  recent  years  with  the  aim  of  con- 
cisely describing  the  physiology  of  the  kidney  while  in- 
troducing the  pathology,  diagnosis,  and  treatment  of  renal 
diseases.  Leaf  and  Cotran’s  book  falls  in  this  category. 

Derived  from  the  “core  curriculum”  of  the  Harvard 
Medical  School,  it  is  addressed  to  medical  students  and 
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How  do  people  rate  their  medical  care? 

What  most  opinion  polls  show 

Is  there  a “crisis”  in  delivery  of  medical  care  in  Ameri- 
ca? 

Some  critics  of  American  medicine  say  there  is.  But 
patients  express  a high  degree  of  satisfaction  in  virtually 
all  polls. 

In  these  studies — none  sponsored  hy  the  AMA — a clear 
majority  of  people  respond  by  saying  that  they  are  satisfied 
with  their  medical  care,  that  they  can  find  a physician  when 
they  need  one,  that  the  costs  aren’t  too  burdensome,  and 
that  in  general  the  American  way  of  medical  care — deliv- 
ered in  large  part  by  the  private  physician  in  his  office  or 
to  his  patients  in  the  hospital — works  well.  Below  are 
excerpts  from  many  studies  done  in  the  last  six  or  seven 
years. 

• A survey  by  the  Continental  Illinois  Bank  of  Chi- 
cago, focused  not  on  depositors  but  on  a probability 
sample  of  Chicago  residents/suburban  residents, 
found  that  90  percent  of  households  with  at  least  one 
person  employed  had  medical  insurance.  Respon- 
dents indicated  overall  satisfaction  with  the  extent  of 
employer  coverages.  Six  out  of  ten  said  their  medical 
insurance,  disability  insurance  and  pension  benefits 
were  “adequate.”  15  percent  even  thought  the  em- 
ployers medical  insurance  was  “more  than  enough.” 

• A survey  by  Black  Opinion  Survey  of  Washington, 
D.C.,  which  did  a series  of  ten  scientifically  conducted 
telephone  surveys  among  Black  Americans,  found  70 
percent  express  great  satisfaction  with  their  medical 
care,  25  percent  expressed  dissatisfaction,  and  5 per- 
cent were  undecided. 

• A Louis  Harris  study  done  for  Congress  in  1973  on 
our  most  serious  national  problems  ranked  inflation 
first,  health  care  delivery  15th  out  of  16. 

• About  7 Americans  in  every  10  say  they  are  “very 
satisfied”  with  their  personal  state  of  health,  according 
to  the  University  of  Michigan’s  Institute  for  Social  Re- 
search. 

• Roper  Reports  finds  that  nearly  9 in  evety  10  (86 
percent)  have  a family  physician  they  can  call  on. 
Better  than  8 in  10  told  Roper  interviewers  they  are 
“very  satisfied”  or  “fairly  well  satisfied”  with  both  the 
quality  and  availability  of  their  medical  care.  Al- 
though a majority  believe  medical  costs  are  too  high,  8 
in  10  report  they  are  “very  satisfied”  or  “well  satisfied” 
with  the  provisions  they  have  for  meeting  their  medi- 
cal expenses.  About  9 in  10  say  they  have  some  kind  of 
health  insurance. 

• The  U.S.  Office  of  Consumer  Affairs’  tabulation 
of  consumer  complaints  ranks  medically-related  com- 
plaints lowest  on  a list  of  20  categories,  accounting  for 
about  1 percent  of  all  consumer  complaints.  Automo- 
bile and  home  repairs  head  the  list. 


• The  Harris  Poll  respondents  ranked  medicine’s 
leadership  the  highest  among  16  different  professions 
and  institutions.  About  7 in  10  say  that  leaders  in 
medicine  “really  know  what  the  people  want,”  while 
only  2 in  10  believe  medical  leadership  is  “out  of 
touch.” 

• Chilton  Research  Services  found  physicians  at  the 
head  of  the  list  of  occupations  according  to  trustwor- 
thiness. On  a scale  of  1 to  10,  Chilton’s  respondents 
gave  physicians  a score  of  8.2. 

• A telephone  survey  by  Citicorp,  parent  company 
of  New  York’s  First  National  City  Bank,  found  that 
three  out  of  four  in  a nationwide  sample  said  the  care 
they  get  is  good  to  excellent;  only  a fifth  said  it  was  fair 
or  poor. 

• A study  (about  1973)  by  the  Bureau  of  Social 
Science  Research,  Inc.,  of  the  Washington,  D.C.,  met- 
ropolitan areas  shows  that  six  of  every  seven  local  resi- 
dents are  at  least  “pretty  satisfied”  with  their  medical 
care  and  only  one  in  10  expresses  any  measurement  of 
discontent.  Study  was  commissioned  by  and  pub- 
lished in  the  Washington  Post. 

• Life  Magazine  in  1972  found  that  68  percent  of 
respondents  to  a request  for  write-in  cards  rated  medi- 
cal treatment  for  themselves  and  their  family  as  good 
to  excellent,  and  only  7 percent  said  their  treatment 
was  poor.  Seventy  percent  said  their  physician  seems 
to  care  about  them  individually,  either  “cares  a lot”  or 
“cares  some,”  but  30  percent  felt  their  physician  was 
“just  doing  a job”  or  was  “indifferent.” 

• Dr.  Max  Parrott,  then  AMA  president,  in  a speech 
in  Chicago  in  1976,  offered  a Consumer  Health  Satis- 
faction Index.  Dr.  Parrott  cited  the  polls,  studies,  and 
surveys  listed  above  as  clear-cut  evidence  that  the 
large  majority  of  the  American  people  are  reasonably 
well  satisfied  with  their  medical  care;  that  the  Ameri- 
can medical  care  system  is  working  reasonably  well; 
that  the  relatively  few  weak  spots  can  be  corrected 
without  a major  restructuring  of  the  entire  system. 
Medical  care  is  available  to  most  when  they  need  it, 
and  most  are  satisfied  with  the  care  they  receive. 
Most  have  insurance  and  are  not  unduly  apprehensive 
of  being  able  to  meet  costs  of  care. 

Said  Dr.  Parrott:  “We  do  not  have  in  this  country  a 
universe  of  people  wandering  around  fruitlessly  in 
search  of  medical  care.  Quite  the  contrary.  Two  mil- 
lion eight  hundred  thousand  doctor-patient  consulta- 
tions take  place  every  day;  86  percent  of  the  people  say 
‘Yes,  we  have  a family  doctor  we  can  call  upon.’  Six 
out  of  every  ten  Americans  have  seen  his  or  her  doctor 
at  least  once  in  the  last  six  months;  three  quarters  of 
Americans  have  seen  their  doctor  within  the  last  two 
years.”  (Data  from  a study  done  by  the  Roper  organi 
zation.) 
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nonnephrologist  physicians.  The  authors  have  success- 
fully confined  themselves  to  pathophysiology;  however  this 
success  leads  to  a major  shortcoming.  The  prose  is  direct, 
succinct,  and  well  paced.  Every  sentence  is  meaningful. 
Adequate  illustrations,  whether  diagrams  or  photomicro- 
graphs are  appropriate,  representative,  and  well-repro- 
duced. 

The  difficult  balance  between  setting  forth  established 
basic  concepts  of  renal  function  and  body  fluid  physiology, 
while  indicating  contemporary  controversy,  is  well  main- 
tained. The  reader  is  not  given  false  assurances  of  text- 
book finality;  rather  he  is  briskly  led  through  the  historical 
development  of  a concept  to  the  current  state  of  knowledge. 
Varied  sides  to  disputed  issues  are  evaluated  based  on  the 
validity  of  experiment  design  and  data.  The  chapter  on 
acute  renal  failure,  as  an  example,  includes  a model  expo- 
sition of  the  various  proposed  pathogenetic  mechanisms. 
(Dr.  Leaf's  own  hypothesis  of  endothelial  cell  swelling  is 
curiously  missing,  though.)  Over-simplification  is  avoided; 
the  sodium-potassium  “exchange”  in  the  distal  tubule 
makes  for  simple  schematic  diagrams,  but  is  not  true,  and 
is  here  taught  as  two  separate  processes  of  sodium  reab- 
sorption and  potassium  diffusion  into  the  tubule. 

Cotran’s  three  chapters  are  similar  to  the  other  11  in 
concentrating  on  the  pathogenetic  principles  of  glomerular, 
vascular,  and  interstitial  diseases  and  the  essential  features 
of  their  pathology. 

The  major  drawback  of  the  text  derives  from  its  origin 
as  a course  for  preclinical  students  and  from  its  limited 
goal.  The  authors  can't  reasonably  be  criticized  for  not 


accomplishing  what  they  did  not  intend.  But  to  limit  the 
discussion  of  the  management  of  renal  failure  to  conser- 
vative nondialytic  therapy  with  scant  mention  of  d ialytic 
therapy  only  as  an  indication  for  controlling  hyperkalemia 
is  certainly  misleading  in  1976.  Also,  to  say  that  25  percent 
of  terminal  renal  failure  patients  have  hypertension  that 
is  resistant  to  dialytic  ultrafiltration,  yet  responds  to  ne- 
phrectomy, is  to  overlook  clinical  reality.  Certainly  one 
sentence  mentioning  the  increase  in  the  antihypertensive 
drug  armamentarium  and  the  resulting  rare  indication  for 
nephrectomy  would  have  added  perspective. 

In  summary,  the  book  successfully  fulfills  its  mission. 
It  should  benefit  the  medical  student,  nonnephrologist,  and 
even  the  novice  nephrology  fellow.  Eben  I.  Feinstein, 
M.D.,  and  Eli  A.  Friedman,  M.D. 

Diabetic  Cooking  Made  Easy.  New,  Revised  and  En- 
larged edition.  By  Virginia  M.  Donahoe.  Minneapolis, 
Minn.,  Burgess  Publishing  Company.  1973.  Illustrated, 
73  pages.  Paperback,  $3.95. 

For  the  diabetic  and  the  family  of  the  diabetic,  new 
recipes  and  new  menu  ideas  are  always  welcomed.  In  this 
cookbook  Virginia  Donahue  offers  cooking,  serving,  and 
storing  suggestions  as  well  as  a variety  of  new  recipes  for 
the  diabetic.  Particular  attention  is  paid  to  the  subject  of 
diabetic  desserts.  These  dessert  recipes  can  make  the 
diabetic  diet  more  interesting  and  can  be  incorporated  into 
the  diet  using  the  standard  diabetic  exchange  system. 
This  exchange  system  is  presented  in  the  book,  and  ex- 
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curation  esseva  obtenite  in  95  pro  cento  del  casos;  le  lesion 
esseva  identificate  e removite  in  94  patientes.  Un  stato  de 
euparathyroidismo  esseva  obtenite  in  altere  duo  patientes. 
Non  habeva  mortalitate,  e le  proportion  del  complicationes 
esseva  multe  basse.  Basate  in  nostre  experientia,  nos  crede 
que  le  exploration  chirurgic  debe  esser  seriemente  con- 
siderate in  omne  casos  de  hyperparathyroidismo  ben  do- 
cumentate. 

Pierog,  S.,  Nigam,  S.,  Lala,  R.  V.,  Crichlow,  D.,  e Evans, 
H.  E.:  Septicemia  neonatal  causate  per  le  Klebsiella 
pneumoniae,  typo  60;  epidemia  de  extreme  basse  viru- 
lentia,  New  York  State  J.  Med.  77:  737  (April)  1977. 

In  un  periodo  de  30  dies,  15  infantes  del  Nurseria  pro 
Attention  Intensive  de  Neonatos  disveloppate  septicemia 
per  Klebsiella  pneumoniae,  typo  60.  Le  signos  initial 
esseva  notate  inter  2 e 60  dies  de  etate.  Dece-tres  (13) 
infantes  esseva  de  basse  peso  al  nascentia  (minus  que  2500 
grammas),  con  predominantia  de  2 homines  per  un  femina; 
13  habeva  antecedentes  de  procedimentos  invasive,  e 10 
esseva  tractate  con  antibioticos  ante  del  morbo  presente. 
Le  ruptura  premature  del  membranas  maternal  durante 
plus  que  24  horas  esseva  observate  in  9 casos  (60  pro  cento). 
Tres  (3)  infantes  moreva  (2  prematuros  a causa  del  syn- 
droma  grave  de  difficultate  respiratori,  e le  altere,  a causa 
del  syndroma  de  Down  e coagulopathia  intravasculari 
disseminate).  Dece-duo  (12)  infantes  tractate  con  ce- 
phalotina  e gentamicina  superviveva  e meliorava  clinic- 
mente  ben,  nonobstante  le  positivitate  del  culturas  san- 
guine. 

Kaufman,  J.  H.,  Catane,  R.,  e Douglass,  H.  O.:  Com- 
bination de  adriamycina,  vincristina  e methotrexato  in  le 
sarcoma  avanciate  del  texito  blande  del  adulto,  New  York 
State  J.  Med.  77:  742  (April)  1977. 

Le  chimiotherapia  combinate  con  vincristina,  adri- 
amycina e un  dose  elevate  de  methotrexato  (“VAM”)  in 
casos  de  sarcoma  del  texito  blande  in  adultos  produceva 
un  responsa  favorabile  in  14  patientes;  iste  responsa  durava 
de  2,  6 a 24  menses.  Le  addition  del  dimethyl-triazeno- 
imidazole-carboxamida  (“DTIC”)  al  VAM  (“VAM-DIC”) 
produceva  2 responsas  favorabile  intra  5 casos;  iste  res- 
ponsas  durava  6 menses.  Ben  que  le  responsa  de  21  pro 
cento  con  le  tractamento  con  VAM  esseva  frustrante,  le  40 
pro  cento  de  responsas  favorabile  con  le  combination 
VAM-DIC  pareva  confirmar  le  efficatia  del  DTIC  quando 
iste  composto  esseva  combinate  con  le  adriamycina  per  le 
tractamento  del  sarcoma. 

Michielli,  D.  W.,  e Milorad,  S.:  Differente  frequentias 
de  pedalar  a rendimentos  de  poter  equivalente;  effecto 
supra  le  responsa  del  pulso,  New  York  State  J.  Med.  77: 
744  (April)  1977. 

Le  responsas  del  pulso  al  pedalar  in  un  bicyclo  ergome- 
tric  a 40-80  RPM  (Revolutiones  Per  Minuta),  a un  rendi- 
mento  de  poter  de  100  wattios  esseva  studiate  in  15  hom- 
ines studentes  de  collegio  (pregraduates).  Le  resultatos 
demonstrate  pulsos  significativemente  plus  elevate  a 


rendimentos  de  poter  equivalente  quando  le  frequentia  del 
pedalar  esseva  de  70  a 80  RPM,  al  comparar  con  40, 50  o 60 
RPM.  Le  trovatos  esseva  consistente  con  le  resultatos 
previe  quando  le  magnitude  del  gruppos  studiate  e le  ni- 
vellos  de  aptitude  de  populationes  differente  esseva  con- 
siderate. Debe  tener  se  precaution  in  le  tests  de  “stress” 
e in  le  trainamento  de  patientes  susceptibile  de  morbo 
coronari  e illos  que  habeva  infarcto  myocardial  quando  le 
bicyclo  ergometric  es  usate.  A rendimentos  de  poter 
equivalente,  le  frequentias  del  pedalar  debe  esser  inter  40 
e 60  RPM. 

Dunn,  E.  V.,  e Conrath,  D.  W.:  Medicina:  Arte  o 
Scientia?  Juditio  clinic  e grado  de  confidentia  del  atten- 
tion medic  primari,  New  York  State  J.  Med.  77:  748 
(April)  1977. 

In  un  studio  supra  le  diagnose  e tractamento  de  1231 
patientes  de  un  clinic  ambulatori,  esseva  usate  un  pro- 
cedimento  medic  de  re-evaluation  pro  evalutar  le  grado  de 
confidentia  in  quanto  a diagnose  e therapia.  Un  factor 
Kappa  esseva  usate  pro  eliminar  le  factor  hasardo.  Iste 
studio  contempla  le  concordantia  de  ambe,  le  diagnose  e 
le  tractamento  tanto  in  gruppos  de  morbos  como  in  morbos 
individual.  Intra  le  differente  gruppos  diagnostic  (classes 
de  morbos)  esseva  un  variation  considerabile  in  le  pro- 
portion del  concordantia,  con  basse  grado  de  confidentia 
especialmente  intra  le  categoria  del  morbos  mental. 
Etiam,  le  concordantia  esseva  basse  intra  le  tractamentos 
relationate  con  differente  gruppos  de  morbos.  Le  pro- 
portion del  concordantia  relationate  con  le  diagnose  e 
tractamento  pare  non  tener  un  inter-relation  mutual. 

Rosenthal,  S.  L.,  Freundlich,  L.  F.,  Quraishi,  M.  A.  H., 
Cannon,  M.,  e Washington,  W.:  Sensitivitate  al  anti- 
bioticos; reporte  1976,  Centro  Hospital  Municipal  del 
Bronx,  New  York  State  J.  Med.  77:  756  (April)  1977. 

Le  statisticas  compilate  del  tests  del  sensitivitate  al 
antibioticos  facite  rutinarimente  in  material  obtenite  in 
le  Hospitales  Jacobi  a Van  Etten,  e ille  obtenite  de  pa- 
tientes ambulatori  viste  in  ambe  hospitales,  es  presentate. 
Le  comparation  de  iste  statisticas  illustrate  que  le  sensi- 
tivitate al  antibioticos  pote  variar  significativemente  de  un 
sito  a altere,  e etiam  intra  un  area  geographic  multe  limi- 
tate.  Un  methodo  usante  un  sol  dilution  del  medio  liquide 
de  cultura  pro  determinar  le  sensitivitate  al  antibioticos 
de  especies  de  pneumococos,  streptococos  e Hemophilus 
influenzae  es  describite,  e le  resultatos  del  tests  facite  con 
iste  methodo  es  presentate.  Le  methodos  usate  in  le 
Centro  Hospital  Municipal  del  Bronx  pro  determinar  le 
production  de  penicillinasa  de  especies  del  Hemophilus 
influenzae  e del  hetero-resistentia  de  especies  de  staphy- 
lococos,  es  etiam  describite.  Le  base  biochemic  del  resis- 
tentia  al  gentamicina  que  recentemente  ha  apparite  intra 
le  bacillos  Gram-negative  es  discutite,  e le  resultatos  del 
tests  de  sensitivitate  quantitative  de  85  especies  resistente 
a 5 aminoglycosidos  antibiotic,  es  presentate.  Le  resultatos 
del  tests  del  sensitivitate  quantitative  de  71  especies  de 
enterococos  e de  72  especies  de  streptococos  del  Gruppo 
B es  etiam  presentate. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Medical  News 


Periodic  review  of  all  food  additives 
to  be  made 

The  Food  and  Drug  Administration  announced  on 
January  13  a new  and  far-reaching  program  to  provide  for 
the  periodic  review  of  all  food  additives  to  make  sure  they 
are  safe  bv  modern  standards. 

Linder  the  program,  all  substances  added  to  foods — 
including  preservatives,  colors,  flavors,  and  substances  that 
may  get  into  food  from  packaging — will  undergo  a regular 
scientific  reevaluation. 

The  network 

for  continuing  medical  education 

The  Network  for  Continuing  Medical  Education  sched- 
uled programs  April  18  through  May  1 are: 

“The  Cyanotic  Infant:  Finding  the  Cause,”  and  “Cya- 
notic Heart  Disease  Infants,”  with  Richard  Golinko, 
Brookdale  Hospital  Medical  Center,  Brooklyn,  N.Y. 

“Corticosteroid  in  Inflammatory  Disease,”  with  John 
Carbone,  M.D.,  professor  of  medicine,  University  of  Cali- 
fornia, San  Francisco. 

Additional  information  about  the  schedule  can  be  ob- 
tained by  telephoning  collect  (212  541-8088,  The  Network 
for  Continuing  Medical  Education. 

New  York  City  Health  Department 
stresses  need  for  immunization 
against  childhood  diseases 

The  New  York  City  Health  Department  has  announced 
that  a case  of  diphtheria  was  identified  in  the  city  recently. 
This  is  the  first  recorded  case  since  1972,  when  four  cases 
in  one  family  were  reported. 

New  York  City  Health  Commissioner  Pascal  J.  Imper- 
ato,  M.D.,  said,  “This  case  had  unusually  serious  overtones 
because  the  individual  was  a teacher.”  He  had  been 
teaching  in  a Manhattan  High  School.  The  New  York  City 
Health  Department  acted  immediately  to  launch  an  im- 
munization campaign  to  protect  the  937  children  who 
might  have  been  exposed  to  this  teacher.  A special  im- 
munization clinic  was  set  up  on  a Saturday.  Parents  were 
notified  to  send  their  children  to  the  clinic  and  to  provide 
whatever  immunization  records  they  had  at  home. 

A health  team  consisting  of  public  health  nurses,  epi- 
demiologists, and  Health  Department  officials  were 
present  to  review  the  immunization  records  and  to  im- 
munize those  who  required  protection. 

The  throat  cultures  that  were  performed  on  the  students 
proved  to  be  negative  for  diphtheria.  The  school  was  in- 
formed and  those  who  received  antibiotics  were  told  to 
discontinue  them.  However,  some  students  still  needed 
booster  doses  of  vaccine  to  improve  their  protection  and 
another  clinic  was  set  up  to  administer  these  booster 
doses. 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


Dr.  Imperato  pointed  to  the  diphtheria  case  and  the 
circumstances  surrounding  it  as  an  example  of  the  impor- 
tance of  having  children  thoroughly  immunized  against 
contagious  diseases.  He  said,  “We  are  fortunate  in  having 
vaccines  to  protect  children  against  most  contagious  dis- 
eases. Many  of  these  vaccines  give  lifetime  immunity, 
others  supply  protection  for  a limited  time.  But  protection 
can  be  renewed  with  booster  doses.” 

Personnel  needed 
by  CARE-MEDICO 

MEDICO,  the  medical  arm  of  CARE,  urgently  seeks 
surgeons  and  nurses,  a community  health  planner,  and  a 
radiologic  technologist  to  train  counterpart  personnel  in 
developing  countries  overseas. 

A general  surgeon  and  an  orthopedic  surgeon  are  needed 
to  start  work  this  summer  with  a team  in  Afghanistan. 
Needed  immediately  is  a community  health  planner  in 
Nicaragua  and  by  June,  a radiologic  technologist  in  the 
Dominican  Republic. 

For  registered  nurses,  CARE-MEDICO  has  openings 
immediately  or  within  the  next  several  months  in  Af- 
ghanistan, the  Dominican  Republic,  Honduras,  Indonesia, 
and  Nicaragua.  Included  are  nurse  educators,  operating 
room  and  orthopedic  nurses,  and  others  with  public  health 
and/or  midwifery  training  and  background.  Some  of  the 
positions  call  for  broad  teaching  experience. 

These  are  two-year  contract  posts.  Applicants  prefer- 
ably should  have  received  at  least  part  of  their  training  in 
the  United  States  or  Canada  and/or  be  licensed  or  regis- 
tered in  same  or  have  equivalent  licensure  or  registration 
in  their  country  of  origin  or  residence. 

For  details  on  salary,  fringe  benefits,  and  other  infor- 
mation, write  to:  Leonard  Coppold,  Director  of  Contract 
Personnel,  MEDICO,  a service  of  CARE,  660  First  Ave., 
New  York,  N.Y.  10016,  or  phone  Mr.  Coppold  at  (212) 
686-3110.  CARE-MEDICO  is  an  equal  opportunity  em- 
ployer (m/f). 

Fraud  and  abuse: 
a distinction 

The  words  “fraud”  and  “abuse”  are  often  used  inter- 
changeably in  reporting  problems  with  persons  and  agen- 
cies providing  service  to  Medicare  and  Medicaid  patients. 
But  there  is  a distinction. 

The  term  “fraud”  is  defined,  for  purposes  of  imposing 
penalties  under  the  Social  Security  Act,  as  the  making  (or 
causing  to  be  made)  of  “any  false  statement  or  represen- 
tation” of  a material  fact  “willfully,  knowingly,  and  with 
intent  to  deceive.”  As  such,  it  is  subject  to  conviction  of 
a misdemeanor  and  fines. 

The  term  “abuse”  may  include  fraud,  but  is  not  neces- 
sarily fraud. 

The  term  “abuse”  is  defined  as  “a  corrupt  practice  or 
custom;  improper  use  or  treatment;  or  misuse.”  The  term 
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“abuse”  is  commonly  used  to  refer  to  overutilization  of 
medical  and  health  services  or  the  provision  of  services  not 
considered  medically  necessary.  The  criminal  intent  of 
“fraud”  may  be  absent  in  such  cases. 

Less  confusion  in  the  public’s  mind  might  occur  if  the 
terms  were  not  used  interchangeably. 

New  York  City  Health  Department  reports 
on  typhoid  fever  and  malaria  cases 

Typhoid  fever,  from  which  not  one  single  death  was  re- 
ported in  1976,  still  continues  to  occur  at  a fairly  constant 
rate.  The  New  York  City  Health  Department  records 
indicate  that  there  were  33  cases  in  1976  compared  with  32 
cases  of  typhoid  in  1975,  and  34  cases  in  1974. 

According  to  New  York  City  Health  Commissioner, 
Pascal  J.  Imperato,  M.D.,  typhoid  fever  is  a systemic,  in- 
fectious disease  characterized  by  such  symptoms  as  con- 
tinued fever  and  headache.  The  disease  can  be  trans- 
mitted through  water  or  food,  especially  food  served  by 
carriers  of  the  infection. 

Twelve  of  the  33  cases  recorded  in  the  city  last  year  were 
attributed  to  travel  in  foreign  countries.  But  five  of  the 
33  cases  were  city  residents.  In  all  fives  cases,  a family 
contact  who  prepared  the  food  was  found  to  be  an  asymp- 
tomatic carrier  of  the  disease.  Other  individuals  who 
contracted  the  disease  were  known  to  have  eaten  raw 
shellfish  while  visiting  Italy.  They  also  drank  unpasteu- 
rized milk  while  abroad. 

Dr.  Imperato  said  that  since  12  of  the  known  cases  had 
been  individuals  who  had  travelled  to  foreign  countries, 
there  is  a need  for  typhoid  vaccination  for  those  who  plan 
trips  to  areas  endemic  for  the  disease.  He  added,  however, 
that  people  who  plan  to  visit  large  urban  areas  of  countries 
endemic  for  typhoid  fever  are  less  likely  to  acquire  the 
disease,  and  vaccination  is  not  recommended  for  them. 

Another  disease  contracted  abroad  is  malaria.  In  1976 
the  Health  Department’s  Bureau  of  Preventable  Diseases 
investigated  a total  of  47  cases  in  the  city.  There  were  13 
more  cases  reported  last  year  than  in  1975.  All  were  im- 
ported. The  source  of  the  imported  cases  included  Africa, 
India,  Central  and  South  America,  and  Haiti. 

In  commenting  on  the  increase  in  the  number  of  cases 
of  malaria  reported  in  New  York  City  last  year,  Dr.  Im- 
perato said,  “Only  seven  people  out  of  47  cases  claimed  to 
have  taken  adequate  prophylaxis  during  their  exposure 
period  while  the  remaining  40  took  inadequate  or  no  pro- 
phylactic medication.”  He  pointed  to  the  importance  of 
individuals  who  plan  to  visit  malaria-endemic  regions,  to 
take  preventive  therapeutic  measures  during  their  stay  in 
those  areas  and  after  their  return  to  the  city. 

Health  manpower 
committee  chairman  appointed 

Julius  E.  Stolfi,  M.D.,  F.A.C.P.,  vice  president  and  as- 
sociate dean  at  Downstate  Medical  Center  (State  Univer- 
sity of  New  York),  Brooklyn,  has  been  appointed  chairman 
of  the  Health  Manpower  Committee  by  the  Council  of 
Medical  Specialty  Societies,  which  represents  190,000 
physicians.  Serving  with  him  will  be  representatives  of  the 
four  major  specialty  organizations:  surgery,  obstetrics  and 
gynecology,  pediatrics,  and  family  practice.  Their  task  will 
be  to  collate  all  of  the  information  now  available  on  medical 
health  manpower  and  physician  distribution.  The  figures 
will  be  updated,  and  methods  for  constantly  monitoring 
the  ever  changing  scene  will  be  devised.  All  health  plan- 


ners, providers  of  medical  care,  medical  schools,  and  gov- 
ernmental agencies  need  accurate  information  on  the 
number  of  physicians  actively  practicing  in  the  United 
States,  their  fields  of  endeavor,  as  well  as  their  location. 
The  data  is  necessary  for  identifying  and  correcting  the 
medically  underserved  areas  in  rural  communities  and 
inner  cities. 

Booklet  offers  help 
to  the  new  hospital  trustee 

A booklet  designed  to  introduce  the  new  hospital  trustee 
to  his  responsibilities  has  been  prepared  by  Alexander 
Grant  & Company,  Certified  Public  Accountants. 

The  Company,  which  has  developed  a perspective  on 
hospital  management  through  50  years  of  serving  hospitals 
as  auditor  and  consultant,  also  had  assistance  from  the 
American  Hospital  Association  in  preparing  the  booklet, 
entitled  The  New  Hospital  Trustee. 

The  20-page  publication  cites  recent  changes  in  hospital 
management  philosophy  which  have  accompanied  major 
changes  in  the  role  of  the  hospital  trustee  and  notes,  “The 
honor  of  trusteeship  is  counterbalanced  these  days  by  in- 
creasingly heavy  demands  for  sound  judgment  and  en- 
lightened leadership.” 

Chapter  headings  indicate  some  of  the  subjects  covered: 
“What  a hospital  does,”  “How  a hospital  is  organized,” 
“Budgets  and  what  they  can  tell  a trustee,”  and  “What’s 
really  important.” 

For  a free  copy  of  The  New  Hospital  Trustee,  write  to 
Ms.  Claire  Lieberman,  at  Alexander  Grant  & Company, 
Prudential  Plaza,  Chicago,  IL  60601.  Or  telephone 
312/822-8669. 

New,  higher  dollar 
limits  on  the  loan  plans 
for  NARI 

The  National  Association  of  Residents  and  Interns 
(NARI)  announces  new,  higher  dollar  limits  on  the  loan 
plans  for  senior  medical  and  dental  students,  housestaffers, 
and  physicians  about  to  enter  private  practice. 

Senior  medical  and  dental  students  may  now  apply  for 
a maximum  of  $2,600  at  a reduced  annual  percentage  in-  i 
terest  rate.  F ormerly , the  maximum  available  to  a senior 
student  through  this  plan  was  $1,500.  In  addition,  the 
NARI  In-Training  Loan  Plan  available  to  residents,  in- 
terns, and  fellows  has  been  increased  from  $4,000  to  $5,000. 
Both  plans  also  offer  a one-year  deferred  principal  repay- 
ment benefit  whereby  interest  only  payments  are  made 
during  the  first  year  of  the  loan. 

The  maximum  amount  available  through  the  NARI 
Going-Into-Practice  Loan  Plan  has  been  increased  from 
$15,000  to  $20,000.  This  plan  also  offers  the  same  one-year 
deferred  principal  repayment  option  mentioned  above. 

Wesley  W.  Hall,  Sr.,  M.D.,  past  president  of  the  Amer-  I 
ican  Medical  Association  and  now  NARI’s  chairman,  says, 
“Over  the  years  we  have  tried  to  help  physicians-to-be  and 
physicians  at  each  stage  of  their  career  development.  The 
additional  money  now  available  to  medical  and  dental 
students  and  housestaffers  will  help  them  with  the  many 
and  increasing  expenses  they  are  encountering  in  meeting 
basic  living  obligations.” 

Dr.  Hall  states  further,  “Young  doctors  in  their  first  year 
of  practice  can  benefit  tremendously  from  this  program 

continued  on  page  854 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
is  pleased  to  announce  that  we  have 

made  arrangements  with  Grolier  Interstate,  Inc.  to  provide  our  members  with 

Generous  Group  Discounts  on: 


America's  Finest  Reading 
Reference  & Educational  Materials 


GROLIER  PRE  READING  ENRICHMENT  PROGRAM 

Encourages  independent  study  habits,  requires  little  parental  supervision 
Only  with  proper  reading  skills  acquired  in  the  early  formative  years  of  his 
development  can  your  child  expect  to  share  fully  in  the  total  learning  process 
The  Grolier  Pre-Reading  Enrichment  Program 
will  provide  him  with  a solid  grounding  in  reading 
fundamentals  It  is  carefully  structured  to  let  your 
child  develop  and  polish  his  own  skills  to  the 
point  where  he  is  ready  and 
eager  to  learn 
to  readl 


ENCYCLOPEDIA  AMERICANA 
BICENTENNIAL  EDITION 

This  beautifully  bound  30  volume  set  covers 
the  entire  range  of  useful  human  knowledge 
in  55  thousand  readable,  easy-to-fmd  articles 
with  full  color  pages  and  illustrations 
30  Volumes  include 

353.000  entry  index  volume 

55.000  Articles  by  6.300  contributors 
27,400  pages  with  31.500.000  words 

22.000  illustrations  and  maps 

A home  library  containing  the  essential 
knowledge  to  be  found  in  over  1 ,000  carefully 
selected  volumes  A total  home  reference 
study  center  for  the  whole  family! 


THE  NEW  BOOK  OF  KNOWLEDGE 

Because  children  compete  more  and  more 
with  each  other  for  individual  attention  in 
school,  the  New  Book  of  Knowledge  is  an 
indispensable  home  learning  aid  AND  an 
extra  advantage  in  the  classroom  Written 
to  let  children  learn  easily  and  by  themselves, 
or  bring  the  family  together  in  a shared 
learning  experience 

20  Volumes  — Over  8.800  alphabetically- 
articles  written  with  accompanying 
illustrations  (over  22,400)  and  maps 
(over  1 ,000)  mostly  in  color 


Everything  for  every  child  from  games, 
puzzles,  and  hobbies  to  all  of  the  sciences, 
arts,  and  social  studies 


For  futher  information  contact  Division  of  Insurance  and  Membership  Benefits,  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK,  420  Lakeville  Road.  Lake  Success.  N Y.  11040 

Or  clip  coupon  below  and  return  to  Grolier  Interstate,  Inc.,  5 Corporate  Park  Drive,  White  Plains,  New  York 
10604. 
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since  they  are  at  a financially  critical  time  in  their  medical 
career  with  educational  and  training  expenses  due.  The 
NARI  loan  funds  can  be  used  for  a wide  variety  of  pur- 
poses— general  working  capital,  malpractice  insurance 
premiums,  office  equipment,  and  furniture  and  fixtures. 
For  personal  Financial  planning  these  funds  may  be  applied 
towards  the  purchase  of  a home  or  a new  auto  or  for  con- 
tributions to  a Keogh  plan  or  an  Individual  Retirement 
Account.” 

The  National  Association  of  Residents  and  Interns  is  a 
nonprofit  membership  organization  with  a total  enrolment 
currently  nearing  90,000.  NARI  offers  financial  and  eco- 
nomic assistance  and  advice  to  medical  and  dental  stu- 
dents, interns,  residents,  and  doctors  in  practice  or  aca- 
demic medicine. 

These  convenient  loan  plans  are  administered  by  sub- 
sidiaries of  Associates  Corporation  of  North  America,  one 
of  the  nation’s  oldest,  largest,  and  most  respected  financial 
institutions. 

For  additional  information,  contact  NARI  at  292  Mad- 
ison Avenue,  New  York,  N.Y.  10017. 

Here  and  there 

At  Downstate:  appointed — Dr.  Donald  A.  Fischman,  a 
noted  researcher,  teacher,  writer,  and  administrator  who 
served  as  associate  professor  of  biology  and  anatomy  at  the 
University  of  Chicago,  has  been  appointed  professor  and 
chairman,  Department  of  Anatomy  and  Cell  Biology. 

Promotions — of  senior  faculty — Melvin  A.  Scharfman, 
M.D.,  to  professor  of  clinical  psychiatry;  Jack  Farman, 
M.D.,  to  professor  of  clinical  radiology;  Jose  Cara,  M.D., 
to  clinical  professor  of  pediatrics;  Cyril  J.  Jones,  M.D.,  to 
clinical  professor  of  surgery;  Harold  Zarowitz,  M.D.,  to 
clinical  professor  of  medicine;  Dennis  A.  Bloomfield,  M.D., 
to  assiciate  professor  of  medicine;  Khalid  M.  H.  Butt,  M.D., 
to  associate  professor  of  surgery;  Harvey  Dosik,  M.D.,  to 
associate  professor  of  medicine;  Jeffrey  Freedman,  M.D., 
to  associate  professor  of  ophthalmology;  Karl  P.  Adler, 
M.D.,  to  associate  professor  of  clinical  medicine;  John  G. 
Boyce,  M.D.,  to  associate  professor  of  clinical  obstetrics  and 
gynecology;  Therese  Lu,  M.B.,  to  associate  professor  of 
clinical  obstetrics  and  gynecology;  Anthony  W.  Nissen, 
M.D.,  to  clinical  associate  professor  of  medicine;  Daniel  S. 
Papernik,  M.D.,  to  clinical  associate  professor  of  psychia- 
try; and  Ben  Bogen,  M.D.,  to  senior  lecturer  emeritus  of 
obstetrics  and  gynecology. 

Senior  faculty  appointments — Geoffrey  M.  Berlyne, 
M.D.,  professor  of  medicine;  Albert  B.  Eisenstein,  M.D., 
professor  of  medicine;  Henryk  M.  Wisniewski,  M.D.,  pro- 


Coffee  drinking  and  death 
due  to  coronary  heart  disease 

In  a study  to  investigate  any  possible  relationship  be- 
tween coffee  drinking  and  death  from  coronary  artery 
disease,  findings  suggest  that  the  risk,  if  any,  from  coronary 
heart  disease  due  to  coffee  drinking  is  small.  A large 
number  of  variables,  including  coffee  drinking,  was  ob- 
tained on  a series  of  649  patients  who  died  of  coronary  heart 


fessor  of  pathology;  Charles  W.  Socarides,  M.D.,  clinical 
professor  of  psychiatry;  Mauricio  J.  Dulfano,  M.D.,  asso- 
ciate professor  of  medicine;  and  James  Manis,  M.D.,  as- 
sociate professor  of  medicine. 

Faculty  elections  and  appointments — Leon  C.  Chesley, 
M.D.,  professor  of  obstetrics  and  gynecology  at  Downstate 
Medical  Center,  has  been  elected  permanent  honorary 
chairman  of  the  International  Society  for  the  Study  of 
Hypertension  in  Pregnancy;  Joseph  H.  Goldstein,  M.D., 
professor  of  ophthalmology  at  Downstate  Medical  Center, 
has  been  awarded  a certificate  for  distinguished  service  in 
educational  programs  by  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology;  Vincent  dePaul  Larkin, 
M.D.,  clinical  professor  of  pediatrics  at  Downstate  Medical 
Center,  has  been  appointed  an  advisor  to  the  New  York 
State  Department  of  Health  Project  on  information  and 
counseling  in  cases  of  sudden  infant  death  in  New  York 
City;  Boguslaw  Stanczewski,  M.D.,  assistant  professor  of 
surgery,  Downstate  Medical  Center,  has  been  awarded  the 
Copernicus  Medal  by  the  Polish  Academy  of  Medicine,  the 
Polish  Medical  Society,  and  Cracow  University;  and 
Richard  C.  Troutman,  M.D.,  professor  of  ophthalmology 
at  Downstate  Medical  Center,  has  been  elected  to  the 
Board  of  Governors  of  the  American  College  of  Sur- 
geons. 

Senior  associate  dean,  New  York  Medical  College — 

Thomas  S.  Cottrell,  M.D.,  a physician  and  research  pa- 
thologist on  the  faculty  of  New  York  Medical  College,  has 
been  named  senior  associate  dean. 

Dr.  Cottrell  has  been  actively  associated  with  health  care 
planning  and  is  a member  of  the  board  of  directors  of  the 
Hudson  Valley  Health  Systems  Agency.  A graduate  of 
Columbia  University  College  of  Physicians  and  Surgeons 
and  a former  Markle  Scholar,  he  has  been  a member  of  the 
New  York  Medical  College  faculty  since  1968. 

Before  his  current  appointment,  Dr.  Cottrell  served  as 
the  College’s  first  associate  dean  for  admissions,  a position 
created  in  1973  to  deal  with  administrative  responsibilities 
resulting  from  increasing  numbers  of  medical  school  ap- 
plications. 

Appointment  at  New  York  University  Medical  Cen- 
ter— Nancy  B.  Genieser,  M.D.,  has  been  promoted  to 
professor  of  radiology  at  New  York  University  School  of 
Medicine. 

Gift  to  Third  Century  Program — of  $1.5  million  from 
Mr.  and  Mrs.  E.  Roland  Harriman  on  January  31  to  es- 
tablish the  Irving  Sherwood  Wright  Professorship  in 
Geriatrics — at  The  New  York  Hospital-Cornell  Medical 
Center. 


disease  within  24  hours  of  onset  of  symptoms  and  an  equal 
number  of  neighborhood  controls.  An  analysis  using 
multivariate  risk  scores  to  control  for  all  available  variables 
yields  a maximum  likelihood  estimate  of  the  risk  ratio  as- 
sociated with  coffee  drinking  of  1.1  (95  percent  2-sided 
confidence  limits,  0.8  to  1.6).  The  estimate  of  risk  ratio 
depends  somewhat  on  the  number  and  nature  of  variables 
controlled  for  in  the  analysis.  Hennekens,  C.  H.,  et  al.: 
New  England  J.  Med.  294:  633  (Mar.)  1976 
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Month  in  Washington 


The  Carter  Administration  has  fired  the  first  torpedo 
in  its  opening  battle  against  escalating  health  care  costs  by 
asking  Congress  to  approve  a “permanent  hospital  cost 
containment  system”  that  would  cover  all  hospital  opera- 
tions, private  as  well  as  governmental. 

Recommended  in  the  revised  budget  prepared  by  the 
Administration  is  a limit  of  about  9 percent  on  increases 
in  reimbursement  for  operating  costs  per  admission  for 
each  hospital  for  the  fiscal  year  that  starts  October  1. 

Other  features  of  the  plan  “to  contain  the  continued 
rapid  and  disturbing  rise  in  the  cost  of  health  care”  in- 
cluded: 

**  waiver  for  states  with  acceptable  hospital  rate  review 
programs. 

* ‘separate  controls  on  hospital  outpatient  departments, 
to  encourage  alternatives  to  inpatient  care. 

“Federal  programs  to  encourage  additional  cost  con- 
tainment activities  such  as  second  opinion  before 
surgery,  preadmission  review  for  nonemergency  hos- 
pital care,  and  so  forth. 

“monitoring  for  Federal  compliance,  primarily  using 
data  already  reported  by  hospitals  for  other  programs, 
such  as  Medicare  and  Medicaid.  Hospitals  found  in 
violation  of  reimbursement  ceilings  in  any  year  could 
“repay”  excesses  by  reducing  charges  or  reimburse- 
ment increases  in  future  years.  Civil  and  criminal 
penalties  would  be  included  to  combat  fraud  and 
abuse. 

Under  the  proposal,  the  Health,  Education,  and  Welfare 
Department  Secretary  would  appoint  a National  Advisory 
Committee  “of  broad  representation”  to  help  determine 
future  trends  in  spending  for  hospital  care. 

The  program  would  be  directed  by  the  Health,  Educa- 
tion, and  Welfare  Department  and  would  begin  with  a di- 
rective from  Congress  to  establish  limits  on  annual  rates 
of  increase  in  hospital  reimbursement  from  all  payors, 
beginning  in  fiscal  year  1978,  after  consultation  with  the 
health  industry  and  the  public.  The  program  itself  would 
be  administered  in  large  part  by  the  hospitals  and  private 
third  party  payors,  according  to  HEW. 

The  plan  is  to  evolve  a more  permanent  cost  contain- 
ment program  later.  This  plan  would  remain  in  effect 
“until  absorbed  by  reimbursement  provisions  of  a com- 
prehensive national  health  insurance  plan.” 

Savings  of  such  a program  were  estimated  to  be  about 
$1  billion  the  first  year,  rising  to  $5.5  billion  in  1981. 

The  cost  containment  plan,  which  hasn’t  been  fully 
worked  out  yet,  will  be  submitted  to  Congress  shortly  for 
legislative  approval  following  meetings  with  such  interested 
outside  organizations  as  the  American  Hospital  Associa- 
tion, the  American  Medical  Association,  and  Blue  Cross, 
HEW  Secretary  Joseph  Califano  told  reporters  at  the 
HEW  budget  briefing.  Other  organizations  notified  to 
meet  with  HEW  included  the  Health  Insurance  Associa- 
tion of  America  and  the  Federation  of  American  Hospi- 
tals. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


Despite  the  sweeping  scope  of  the  proposal,  covering 
private  expenditures  as  well  as  those  under  Federal  pro- 
grams, Califano  denied  the  plan  represented  a return  to  the 
wage-price  freeze  system  of  several  years  ago.  He  insisted 
the  new  plan  was  a different  animal. 

Asked  why  physician  fees  were  not  covered,  the  HEW 
Secretary  said  his  department  is  taking  “one  step  at  a 
time.”  Califano  said  “we  will  be  looking  at  that  to  see  what 
should  be  done.”  There  has  not  been  enough  time  to  move 
in  this  area  with  a proposal  that  could  work  and  that  would 
be  fair  to  the  people  involved,  he  said. 

The  hospital  cap  is  no  cinch  to  clear  Congress  which  has 
been  leery  in  recent  years  of  wage-price  freeze  plans  and 
which  last  year  refused  even  to  consider  President  Ford’s 
recommendation  for  caps  on  Medicare  reimbursement 
increases  for  physicians  and  hospitals.  A key  factor  could 
be  the  position  of  organized  labor  which  is  vigorously  op- 
posed to  Federal  wage-price  restraints.  In  addition,  health 
care  law-makers  have  been  considering  their  own  proposals 
to  curb  the  costs  of  Medicare-Medicaid  including  a pro- 
spective reimbursement  plan  for  hospitals. 

A ceiling  on  hospital  cost  increases  is  “an  essential  pre- 
requisite to  a future  national  health  insurance  program,” 
said  Califano  .. . . “The  cost  containment  program  rep- 
resents the  first  step  in  making  national  health  insurance 
financially  feasible.” 

Under  the  plan,  no  hospital  could  increase  its  overall 
level  of  charges  by  more  than  the  negotiated  and  federally 
sanctioned  ceiling. 

Califano  said  that  if  hospitals  raise  charges  without 
economic  justification  before  the  program  goes  into  effect 
“it  may  be  necessary  for  the  legislation  to  have  sufficiently 
retroactive  impact  to  nullify  the  benefits  of  such  improper 
conduct.” 

John  Alexander  McMahon,  president  of  the  American 
Hospital  Association,  immediately  declared  that  any 
program  that  sets  an  arbitrary  limit  on  one  segment  of  the 
economy  while  ignoring  the  rest  is  “inequitable,  unwork- 
able, and  may  well  be  counterproductive.” 

Asserting  the  flat  opposition  of  the  AHA  to  the  proposal, 
McMahon  said  a cost  containment  plan  must  take  into 
account  wage  and  price  increases  beyond  the  control  of 
hospitals  as  well  as  the  individual  circumstances  of  each 
institution. 

Recent  statistics  show  that  food  and  fuel  prices  are  rising 
faster  than  those  for  health  care,  according  to  the  AHA 
president.  “Hospital  charges  have  gone  up  as  a direct  re- 
sponse to  the  public’s  need  for  access  to  quality  health 
care,”  he  said. 

The  Federation  of  American  Hospitals  called  the  plan 
“unrealistic  and  unfair,”  John  A.  Bradley,  FAH  President 
said,  “The  goal  is  laudable  but  legislation  imposing  controls 
on  prices  without  controls  on  wages  and  supplies  is  un- 
realistic and  unfair.  The  proposal  is  a retread  of  President 
Nixon’s  Phase  IV  control  program  and  it  is  inconsistent 
with  President  Carter’s  policy  against  wage-price  controls 
as  well  as  his  desire  to  reduce  the  growth  of  govern- 

continued  on  page  858 


April  1977/New  York  State  Journal  of  Medicine  855 


AMPLE  REMEDY 
l OR  THE  HIGH  COST 

OF  CAR  RENTAL. 


THE  REMEDY.  YOU’LL  LIKE  OUR  STYLE. 


It's  simple.  A Thrifty  Rent-A-Car  Special 
Account. 

And  if  you're  a member  of  the  M.S.S.N.Y., 
you're  automatically  eligible  to  join. 

Here's  how  you'll  benefit: 

• You'll  save  up  to  44%  of  the  cost  of 
other  car  rental  firms. 

• For  a Chevrolet  Monte  Carlo,  or 
similar  car,  you'll  pay  just  $13.95  a day 
and  13$  a mile.  Including  all  gasoline. 

• Or  you  can  pay  $ 18.95  a day  with  100 
miles  included  and  you  pay  for  the 
gas.  Miles  over  100  are  only  5$  each. 
(Rates  slightly  higher  in  some  areas.) 

• Thrifty  has  over  360  offices  in  the  U.S., 
Canada,  and  Europe.  And  a convenient 
toll-free  "Hot  Line"  for  instant 
reservations. 

• All  special  account  rates  include 
liability,  property  damage  and  full 
comprehensive  insurance,  plus 
deductable  collision  protection. 

• You  choose  how  you'd  like  to  be  billed. 
Either  monthly,  or  after  each 
particular  rental. 


As  we  said,  making  your  Thrifty  booking 
is  as  easy  as  picking  up  the  phone.  Dial 
toll-free  1-800-331-4200  and  we'll  confirm 
your  reservation  then  and  there. 

When  you  arrive  at  your  destination  just 
phone  us,  and  we'll  soon  be  there  to  pick  you 
up.  We'll  drive  you  out  of  airport  congestion 
to  your  waiting  Thrifty  car. 

We'll  even  transfer  your  bags  while  you 
enjoy  a free  cup  of  coffee  or  use  the  telephone 
Then  when  it's  time  to  go  home,  we'll  droj 
you  and  your  bags  back  at  your  airline's  door 
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TO  JOIN: 

Just  complete  the  application 
below  and  mail  it  to:  Gordon  Kemp,  manager; 
Special  Accounts  Division,  Thrifty  Rent-A-Car 
2400  North  Sheridan  Rd.,  Tulsa, 

Oklahoma  74151. 


ANY  QUESTIONS? 

If  you  want  to  know  more,  call  Thrifty 
collect  at  (918)  838-3335.  Or  talk  to  Bernard 
Jackson,  C.L.U.,  Division  of  Insurance  & 
Membership  Benefits;  Medical  Society  State 
of  New  York,  420  Lakeville  Rd.;  Lake  Success, 
New  York  11040;  phone  (516)  488-6100. 
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Gentlemen 

Our  business  desires  to  avail  itself  ot  the  Thrifty  Special  Account  Plan  at  your  various  locations  We  prefer  the  following  (check  one): 
□ CENTRAL  BILLING  □ INDIVIDUAL  BILLING 


FOR  THRIFTY  OFFICE  USE  ONLY 
APPLICATION  APPROVED  BY 


We  hereby  request  and  authorize  you  to  issue  cards  to  our  business  in  our  name  and  in  the  names  of  the  following  individuals: 


(pleose  type  or  pnnt) 

(please  type  or  print) 

List  additional  names  on  your  letterhead 

(CONDITIONS) 


I Thnfty  Credit  or  identification  Cards  will  de  issued  on  approval  of  this  application  This  must 
tie  signed  by  an  authonzed  representative  ol  your  business  You  assume  responsibility  tor  all 
charges  incurred  through  their  use  All  rentals  are  subject  to  the  terms  and  conditions  ot  toe 
Thrifty  Rental  Agreement  The  Thnfty  Credit  or  Identification  Card  must  be  presented  at  the 
time  ol  rental 


2 All  rentals  will  receive  the  current  applicable  Special  Account  Rate  however  in  the  event  reser 


vations  are  made  through  an  independent  travel  agent  or  other  commissionable  source, 
such  Special  Rote  will  not  be  applicable 


3.  Thr.tty  Credit  or  Identification  Cards  are  not  transferable  and  may  be  invalidated  or  the  terms 
thereot  modified  by  Thrifty  at  any  time  The  subscribing  business  agrees  to  promptly  report,  in 
writing,  any  additions,  revisions,  cancellations,  lost  or  stolen  cards,  and  destroy  any  obsolete 
cards  The  subscribing  business  will  oe  responsible  for  all  charges  incurred  through  use  of 
such  cards  prior  to  receipt  of  notice  by  Thrifty 


BUSINESS  NAME 

AUTHORIZED  SIGNATURE 

BUSINESS  ADDRESS 

TYPE  OR  PRINT  ABOVE  NAME 

BILLING  ADDRESS 

TITLE, 

CITY  & STATE 

PHONE  NO 

ZIP 

DATE 

Thnfty  Rent-A-Car  System,  Inc. 

2400  N.  Sheridan  Road,  Tulsa,  Oklahoma  74151 


J 
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continued  from  page  855 
ment.” 

Bradley  said  an  arbitrary  cap  on  reimbursement  “would 
be  a government  directive  to  hospitals  to  sacrifice  the 
quality  of  care.” 

He  added:  “It  is  disappointing  that  government  has  not 
addressed  the  causes  of  hospital  inflation,  particularly  the 
malpractice  problem.  Under  an  arbitrary  cap,  a hospital 
could  find  itself  in  the  ludicrous  position  of  having  to  re- 
strict the  number  of  tests  a physician  may  order.” 

* * * 

The  Carter  Administration  has  announced  plans  to  write 
off  the  military  medical  school  as  a $50  million  mistake. 

Defense  Secretary  Harold  Brown  said:  “The  University 
of  Health  Sciences  is  to  be  closed,  its  current  students 
placed  elsewhere  in  scholarship  programs  and  its  facilities 
put  to  other  use.  Physician  needs  of  the  military  services 
can  be  satisfied  more  economically  over  the  long  run  by 
direct  recruitment.  The  1978  budget  can  be  reduced  by 
$14  million.” 

The  surprise  decision  came  as  the  military  medical 
school  was  midway  through  its  first  year  of  operation  with 
32  students  and  construction  of  a building  was  well  along 
on  the  grounds  of  the  Bethesda  Naval  Medical  Center  near 
Washington,  D.C. 

The  school  has  been  opposed  by  the  American  Medical 
Association  since  Congress  considered  the  proposal  in  1972. 
In  the  interim  it  also  has  come  under  severe  attack  from 
various  study  commissions  and  lawmakers  as  an  inordi- 
nately expensive  method  of  producing  relatively  few  phy- 
sicians for  the  armed  services. 

Congress  may  move  to  reverse  the  Administration’s 
decision  although  the  prime  mover  for  the  school — former 
Rep.  F.  Edward  Hebert  (D.,  La.),  Chairman  of  the  House 
Armed  Services  Committee — is  no  longer  in  Congress. 
There  is  strong  backing  for  the  school  on  both  committees, 
but  it  has  not  been  tested  to  date  by  a forceful  presidential 
move  to  kill  the  facility. 

The  defense  announcement  was  part  of  a series  of  policy 
proposals  contained  in  President  Carter’s  revised  budget 
for  fiscal  1978. 

* * * 

The  dilemma  facing  the  Carter  Administration  on  na- 
tional health  insurance  was  bluntly  stated  by  the  Con- 
gressional Budget  Office  in  its  annual  report.  A plan  fully 
financed  by  taxes,  as  Labor  proposes,  would  use  most  of  the 
money  available  for  new  programs  “and  would  most  likely 
require  compensating  reductions  in  other  Federal  pro- 
grams or  tax  increases  above  current  policy  levels.”  The 
budget  office,  which  helps  guide  and  determine  Congress’s 
spending  and  legislative  plans,  put  the  1982  cost  of  such 
an  NHI  plan  at  a minimum  of  $108  billion. 

Alice  Rivlin,  Director  of  the  Budget  Office  which  func- 
tions in  relation  to  Congress  much  as  the  Office  of  Man- 
agement and  Budget  functions  in  relation  to  the  Executive 
branch,  said  a strong  economy  could  leave  room  for  new 
Federal  programs  adding  up  to  an  additional  $50  billion 
of  spending  a year  over  the  next  several  years.  However, 
a wholly  tax-financed  NHI  plan  would  swallow  this  and 
more,  if  no  cost-sharing  devices  were  featured  such  a 
plan — as  urged  by  organized  Labor — ’’could  add  from  $168 
billion  to  $200  billion  to  Federal  health  expenditure  by 
fiscal  year  1982,”  said  the  Budget  Office  report.  In  con- 
trast, the  report  continued,  “a  compulsory  employment- 
based,  premium-financed  plan  with  cost-sharing  (such  as 


the  AMA  proposal)  might  increase  Federal  spending  by  as 
little  as  $15  to  $20  billion  in  1982.” 

* * * 

President  Carter  has  nominated  a Vietnam  war  veteran, 
Max  Cleland,  34,  to  head  the  Veterans  Administration. 
Cleland  lost  two  legs  and  an  arm  from  a grenade  explosion 
in  battle.  In  1971  he  became  the  youngest  member  of  the 
Georgia  Legislature. 

The  appointment  was  seen  as  a victory  for  the  younger 
Vietnam  veterans  groups  who  have  urged  that  one  of  their 
own  be  appointed.  Cleland  ran  unsuccessfully  for  Lieu- 
tenant Governor  of  Georgia  in  1974  and  then  joined  the 
staff  of  the  U.S.  Senate  Veterans  Affairs  Committee. 

* * * 

The  government  is  moving  on  two  fronts  to  encourage 
the  use  of  physician  extenders  (PE’s)  in  rural  areas. 

The  Social  Security  Administration  has  launched  an 
experimental  program  to  reimburse  physicians  for  “inde- 
pendent” medical  services  provided  Medicare  beneficiaries 
by  physician  extenders.  Previous  policy  had  been  to 
reimburse  physicians  for  PE  Medicare  Part  B services  only 
those  “incident  to”  a physician’s  services  and  performed 
under  the  direct  supervision  of  the  physician.  The  new 
policy  will  permit  payment  for  the  independent  services 
of  physician’s  assistants,  nurse  practitioners,  medex,  and 
similar  nonphysician  health  care  providers.  The  reim- 
bursement will  be  made  only  to  a physician  extender’s 
employer,  not  to  the  PE  directly. 

The  new  Social  Security  policy  was  announced  shortly 
before  Congress  opened  hearings  on  legislation  with  strong 
backing  in  House  and  Senate  to  require  Medicare  reim- 
bursement for  qualified  PE  programs  in  rural  areas  without 
the  restriction  of  direct  physician  supervision.  Although 
the  four  major  bills  up  for  consideration  do  not  call  for  di- 
rect payment  to  PE’s,  they  differ  in  reimbursement  policies 
with  some  allowing  reimbursement  to  rural  clinics  and 
others  requiring  that  reimbursement  be  channeled  only 
through  the  responsible  physician. 

Knotty  medical  ethical  and  policy  questions  will  be  aired 
at  the  hearings  by  the  House  Ways  and  Means  Subcom- 
mittee on  Health,  with  the  issue  of  professional  liability 
heading  the  list.  On  an  even  broader  front,  the  lawmakers 
must  consider  limitations  on  what  services  can  be  provided 
by  the  PE’s  without  stepping  into  the  province  of  physi- 
cians. The  amount  of  supervision  and  responsibility 
resting  on  the  physician  for  the  services  of  PE’s  will  be  a 
key  issue.  The  reimbursement  procedure  is  involved  in 
all  of  these  questions. 

Practices  that  wish  to  be  considered  for  enrolment  in  the 
experiment,  or  wish  to  receive  further  information  re- 
garding the  experiment,  should  call  collect  to  the  Univer- 
sity of  Southern  California,  Division  of  Research  in  Medical 
Education,  (Social  Security  contractor)  at  213/221-2147 
from  9:00  a.m.  through  4:00  p.m.,  California  time.  All  such 
queries  must  be  made  by  May  1,  1977. 

The  government  noted  there  are  more  than  7,000  for- 
mally trained  PE’s.  “Whether  this  manpower  resource 
continues  to  grow,  or  even  continues  to  exist,  depends  in 
part  on  Federal  reimbursement  policies.  The  effect  of  such 
policy  can  only  be  magnified  by  the  introduction  of  na- 
tional health  insurance.” 

* * * 

The  State  and  Justice  Departments,  heeding  the  plight 
of  hard-pressed  hospitals,  have  agreed  to  a one-year  waiver 
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of  new  restrictions  on  admissions  of  “exchange  visitor” 
foreign  medical  graduates.  The  waiver  was  requested  by 
(he  HEW  Department.  Congress  had  signalled  its  agree- 
ment with  the  relaxation  of  requirements  in  the  health 
manpower  bill  approved  last  year. 

Hospitals  had  complained  that  the  new  restrictions,  if 
implemented,  would  have  slashed  staffs  of  hospitals  de- 
pendent on  FMGs.  The  law's  requirement  that  residence 
in  this  country  is  limited  to  two  years  with  a third  year  on 
approval  was  not  waived.  Since  more  than  half  of  FMG 
residents  are  on  immigrant  status  rather  than  exchange 
visitors,  hospitals  fear  FMG  staffs  will  be  depleted  any- 
way. 

The  American  Hospital  Association,  the  American 
Medical  Association,  and  many  other  medical  groups  had 
argued  against  the  law’s  clamps  on  FMGs,  contending  that 
hardships  would  result  and  that  the  increasing  supply  of 
domestic  physicians  over  time  would  end  hospital  reliance 
on  FMGs. 

Sen.  Edward  Kennedy  (D.,  Mass.),  who  was  instru- 
mental in  securing  passage  for  the  controversial  restrictions 
on  FMGs,  and  Rep.  Paul  Rogers  (D.,  Fla.),  Chairman  of  the 
House  Commerce  Health  Subcommittee,  have  written  a 
joint  letter  to  the  State  and  -Justice  Departments  urging 
the  government  next  year  to  submit  a plan  for  eventual 
phasing-out  of  “ill-trained”  foreign  physicians. 


Saline  Lavage:  a rapid,  effective, 

and  acceptable  method 

for  cleansing  the  gastrointestinal  tract 

Despite  certain  limitations  Levy,  et  al.,  believe  saline 
lavage  of  the  gastrointestinal  tract  has  considerable  po- 
tential in  preparing  patients  for  diagnostic  studies.  In  a 
comparative  study  of  75  patients  (38  given  castor  oil  and 
37  gastric  lavage)  the  saline  lavage  was  shown  useful  for 
barium  enema  preparation  despite  (1)  inability  of  some 
patients  (11  per  cent  in  this  study)  to  consume  the  neces- 
sary 4 liters  and  (2)  its  limitation  to  patients  without  car- 
diovascular disease  or  sodium  balance  problems.  Between 
those  who  could  consume  an  adequate  amount  of  saline  and 
the  castor  oil  patients,  there  was  no  significant  difference 
in  success  rate.  Total  preparation  time  was  two  to  four 
hours:  60  percent  less  than  for  castor  oil.  The  anticipated 
dehydration  produced  by  castor  oil  and  the  hydration 
produced  by  lavage  were  confirmed.  No  significant 
changes  were  noted  in  serum  electrolytes  between  the  2 
methods.  Additional  studies  of  the  lavage  method  in  in- 
flammatory bowel  disease  and  as  a cleansing  method  for 
colonoscopy  are  promising.  Gastroenterology  70:  157 
(Feb.)  1976 
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v y 


April  1977/New  York  State  Journal  of  Medicine  859 


letters  to  the  Editor 


Use  of  language 

To  the  Editor:  I have  just  read  recently  a review  of 

“Textbook  of  Radiology,”  2nd  edition,  edited  by  David 
Sutton,  M.D.,  F.R.C.P.,  published  in  the  March,  1976  issue 
of  The  New  York  State  Journal  of  Medicine,  page  484,  by 
Joshua  A.  Becker,  M.D. 

Dr.  Becker  clearly  does  not  like  the  book  and  gives  his 
reasons.  I wish  to  comment  on  one  criticism  only. 

In  the  review  Dr.  Becker  says  “At  times,  the  language  is 
difficult  to  decipher”  and  he  quotes  what  he  calls  a glaring 
example  in  the  opening  statement  in  chapter  2,  page  42, 
where  he  says  “The  author  states  that  the  term  ‘periostitis’ 
is  often  used  loosely  in  describing  noninflammatory  lesions 
of  the  periosteum;  the  term  periosteal  reaction  should  be 
employed  in  such  conditions.”  Dr.  Becker  then  says  that 
“this  makes,  little,  if  any  sense.”  I am  the  author  of  this 
chapter  and  I dispute  the  fact  that  the  sentence  makes  no 
sense.  Surely  it  is  reasonable  to  reserve  the  term 
“periostitis”  or  any  word  ending  with  the  suffix  “itis”  for 
inflammatory  lesions.  Should  radiographic  changes  be 
seen  in  the  periosteum  that  are  due  to  conditions  other 
than  inflammation,  then  I still  believe  that  “periosteal 
reaction”  is  a better  term.  Dr.  Becker  does  make  a plea  for 
academic  quality  and  this  is  what  one  was  trying  to  pro- 
vide. 

However,  my  main  reason  for  writing  this  letter  is  my 
worry  about  the  difficulties  in  communication  doctors 
have,  even  when  their  basic  tongues  are  allegedly  the  same. 
Were  I able  to  pass  the  radiological  examination  to  practice 
in  your  country,  it  seems  that  I would  fail  the  language 
test. 

PHILIP  JACOBS 

Consulting  Radiologist 
South  Birmingham  Hospital  Management  Committee 
The  Royal  Orthopaedic  Hospital 
80  Broad  Street 
Birmingham,  15,  England 

Dr.  Becker’s  reply 

To  the  Editor:  Dr.  Jacobs’  comment  regarding  the 

meaning  of  words  is  an  apt  one  and  I am  sorry  that  offense 
was  taken  where  none  was  meant.  Our  British  cousins  are 
so  far  superior  to  us  in  the  use  of  the  language  that  when 
one  has  the  opportunity  of  disputing  the  use  of  a word,  I 
felt  free  to  do  so. 

Unfortunately,  the  use  of  language  is  a very  minor  crit- 
icism of  the  text  which  I feel  is  unsuited  for  its  purpose.  In 
the  original  review,  I did  not  give  proper  credit  to  members 
of  the  Department  who  reviewed  their  specialty  areas. 
The  review  is  not  only  my  opinion  in  uroradiology  but  also 
is  the  opinion  of  Robert  Quencer,  M.D.,  in  neuroradiology, 
Jack  Twersky,  M.D.,  in  chest  and  bone,  Jack  Farman, 
M.D.,  in  gastrointestinal  disease,  and  George  Kassner, 
M.D.,  in  pediatric  radiology. 

JOSHUA  A.  BECKER,  M.D. 

Professor  and  Chairman 
Department  of  Radiology 


State  University  of  New  York  Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn,  N.Y.  11203 

Acute  pancreatitis 

To  the  Editor:  Acute  pancreatitis,  initial  roentgeno- 

graphic  signs  (New  York  State  Journal  of  Medicine  76: 
1968  [Nov.]  1976)  is  a provocative  and  enlightening  article. 
It  is  too  bad  that  Rifkind  and  coworkers  have  not  included 
radionuclide  evaluation  in  their  review. 

Ashkar  and  Miale*  state  that  scanning  with  75Se  (sele- 
nomethionine) allows  identification  of  a normal  pancreas 
in  95  percent  of  normal  individuals  and  that  an  abnormal 
pattern  is  found  in  90  percent  of  patients  with  pancreatitis 
or  pancreatic  cancer.  While  the  article  does  not  concern 
itself  with  the  diagnosis  of  carcinoma  of  the  pancreas,  we 
cannot  afford  to  ignore  that  disease.  In  any  case,  Ashkar 
and  Miale  further  state  that,  “pancreatic  scanning  appears 
most  accurate  in  screening  patients  with  suspected  pan- 
creatic disease,  particularly  if  performed  early  in  the  ill- 
ness.” (italics  mine) 

In  view  of  the  fact  that  Landeman  and  Gottschalkt  in 
their  chapter  on  pancreatic  scanning,  list  over  60  refer- 
ences, one  cannot  dismiss  this  procedure  as  either  novel  or 
untried. 

While  I should  object  were  I told  that  in  diagnosing 
suspected  pancreatic  disease  I should  be  limited  to  one  or 
the  other,  75Se  (selenomethionine)  would  have  to  be  my 
choice  over  “conventional”  radiography.  (This,  of  course, 
only  after  protracted  and  unmerciful  arm  twisting.) 

PAUL  de  R.  KOLISCH,  M.D. 

Friendship,  N.  Y.  14739 

* Ashkar,  F.  S.,  and  Miale,  A.,  Jr.:  in  Ashkar,  F.  S.,  Ed.: 

Practical  Nuclear  Medicine,  New  York,  1974,  Medcom  Press,  p. 
74,  chap.  7. 

t Landman,  S.,  and  Gottschalk,  A.:  in  Diagnostic  Nuclear 
Medicine,  1976,  Baltimore,  The  Williams  and  Wilkins  Company, 
chap.  34,  p.  462. 


Dr.  Ranson’s  reply 

To  the  Editor:  I was  interested  by  Dr.  Kolisch’s  suggestion 
about  radionuclide  pancreatography.  We  have  had  no 
experience  with  this  modality  in  the  diagnosis  of  acute 
pancreatitis  and  most  reports  of  '5Se  (selenomethionine) 
imaging  have  been  concerned  primarily  with  the  diagnosis 
of  pancreatic  tumors  and  chronic  pancreatitis.  Acute 
pancreatitis  is  reported  to  produce  nonvisualization  of  the 
pancreas  with  75Se  (selenomethionine)  imaging.** 
However  the  overall  “false  positive”  rate  in  a collected 
series  of  2,399  radionuclide  pancreatograms  was  31  per- 
cent.** To  make  a judgment  about  the  usefulness  of  this 
technique  in  patients  with  acute  pancreatitis,  the  “true 

**  Potsaid,  M.  S.:  Radionuclide  Pancreatography,  in  Radiology 
of  the  Pancreas  and  Duodenum;  Eaton,  S.  B.,  and  Ferrucci,  J.  T., 
Eds.,  Philadelphia,  W.  B.  Saunders  Co.,  1973,  p.  203. 
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positive”  rate  in  acute  pancreatitis  would  have  to  be  com- 
pared with  the  “false  positive”  rate  in  patients  with  per- 
forated ulcers,  mesenteric  infarction,  or  other  acute  ab- 
dominal conditions.  As  far  as  1 am  aware,  such  data  is  not 
available  at  present. 

JOHN  H.  C.  RANSON,  M.D. 

Associate  Professor  of  Surgery 
New  York  University  Medical  Center 
School  of  Medicine 
550  First  Avenue 
New  York,  N.Y.  10016 

MSSNY  and  the  legal  profession 

To  the  Editor : I read,  with  interest,  your  summary  of  1976 
as  it  affected  MSSNY.  In  it  you  described  how  the  medical 
profession  is  being  attacked  especially  by  the  lawyers  of  the 
legislatures.  The  same  day  I heard  of  the  next  attack  in 
Albany.  Towards  the  end  of  your  summary  1 note  that  you 
stated  that  the  Society  was  not  attacking  the  legal  profes- 
sion. 

Of  course  we  should  not  attack  the  legal  profession  “to 
deny  redress  for  legitimate  claims.”  But,  in  my  opinion, 
the  legal  profession  declared  war  on  our  profession  a long 
time  ago  and  it  is  high  time  we  stopped  taking  the  humil- 
iating position  as  defendant  of  insults  to  our  integrity  and 
challengeable  accusations  concerning  health  care  deliv- 
ery. 

The  meek  defenses  I have  witnessed  have  made  me 
certain  that  the  only  wav  American  Medicine  can  now  be 
defended  is  for  us  to  accept  the  declaration  of  war  and  turn 
immediately  to  the  attack. 

Your  comments  on  the  public’s  high  opinion  of  our  own 
profession  as  opposed  to  the  low  opinion  of  legislators  calls 
to  mind  the  glaring  instances  of  recent  times  when  gross 
misconduct  by  members  of  the  legal  profession  in  high 
legislative  office  has  been  exposed.  I need  only  cite  the 
number  of  those  involved  in  the  Watergate  scandal  who 
were  lawyers.  The  lack  of  ethics  in  our  legislators  has 
clearly  shown  itself  in  the  year  of  your  summary. 

Yet,  this  same  profession  which  has  shown  itself  as  being 
infested  with  those  who  would  do  public  harm,  has  the 
audacity  to  continue  to  attack  the  medical  profession  in  a 
shameful  way. 

No  other  profession  has  ever  allowed  itself  to  be  policed 
from  every  conceivable  direction — Federal,  state,  local, 
hospital,  agencies  by  the  hundreds,  committees,  com- 
mittees, committees,  as  has  our  profession.  We  still  con- 
tinue to  suffer  further  oppression  as  demonstrated  in  Al- 
bany today. 

The  public,  however,  continues  to  look  up  to  our  pro- 
fession as  one  of  the  noblest.  I sincerely  believe  it  is  our 
duty  to  that  public  to  defend  ourselves  by  attacking  those 
who  would  diminish  us.  As  they  do  so,  they  ruin  our  re- 
lationship with  the  public  we  serve  in  such  a way  as  to  im- 
peril the  quality  of  medical  care  to  every  citizen. 

One  of  the  ignominies  we  have  suffered  in  New  York 
State  is  the  Board  of  Professional  Medical  Conduct  which 
the  legislators  inflicted  on  us  on  the  assumption  that 
malpractice  litigation  was  related  to  misconduct.  The  two 
years  of  its  existence  have  shown  clearly  that  that  as- 
sumption was  erroneous.  May  not  malpractice  litigation 
be  related  to  misconduct  of  the  legal  profession?  There 
is  no  equivalent  Board  of  Professional  Conduct  for  lawyers. 
The  members  of  the  legal  profession  do  not  have  to  pay  $40 
to  register  to  practice  in  this  State.  The  profession  decides 

continued  on  page  862 
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continued  from  page  861 

its  own  ethics  and  how  it  will  handle  possible  breeches  of 
those  ethics.  I would  suggest  a campaign  to  the  public  to 
demonstrate  that  there  is  far  more  reason  for  the  legal 
profession  to  be  publicly  policed  than  the  medical  profes- 
sion, and  point  out  that  a large  proportion  of  the  increased 
costs  of  medical  care  can  be  traced  directly  to  mechaniza- 
tion of  the  legal  profession. 

Presently,  in  Albany,  a committee  is  deciding  on  a code 
of  ethics  for  all  professionals  but,  surprise,  the  legal  pro- 
fession is  excluded.  The  excuse  given  for  the  exclusion  is 
that  lawyers  are  considered  officers  of  the  court!  The  state 
of  our  judicial  system  would  point  out  to  me  that  the  excuse 
given  would  be  forcible  argument  for  the  legal  profession 
being  included  and  that  they  should  have  a code  of  ethics 
acceptable  to  the  public  and  not  just  acceptable  to  them- 
selves. 

If  the  medical  profession  is  held  responsible  for  the 
health  care  system,  in  spite  of  all  the  interference  by  the 
legislators,  then  the  legal  profession  must  be  held  respon- 
sible for  the  judicial  system.  Who  but  the  legal  profession 
can  be  held  responsible  for  the  gross  inefficiencies  of  the 
present  judicial  system  in  this  great  country,  where  justice 
rarely  comforts  the  victims  of  the  worst  crimes  and  the 
criminal  is  often  the  beneficiary  of  more  comfort  than  the 
victim,  and  has  an  army  of  lawyers  to  defend  him?  It  is 
time  we  went  to  the  public  for  assistance  to  correct  the 
harms  inflicted  on  our  society  by  our  accusers. 

It  is  one  of  the  oldest  tactics  used  by  man  throughout 
history,  to  attack  the  credentials  of  others  to  elevate  oneself 
unjustly,  so  hiding  ones  own  deficiencies.  Our  enemies  will 
continue  to  attack  us  until  we  stop  retreating  and  counter 
attack. 

I am  aware  that  all  legislators  are  not  lawyers  by  pro- 
fession, but  the  percentage  who  are  is  high.  I am  also 
aware  that  all  members  of  the  legal  profession  are  not  bad 
apples.  But  they  have  attacked  us  knowing  full  well  that 
our  percentage  of  bad  apples  is  nothing  compared  with 
their  own,  and  their  ethical  members  must  suffer  the  ef- 
fects of  the  attack  as  has  the  majority  of  our  own  profession. 
Their  ethical  members  should  be  given  just  as  many  op- 
portunities to  demonstrate  they  are  putting  their  own 
house  in  order  as  we  have  been  given.  Heaven  knows  they 
will  need  all  the  opportunities  they  can  devise. 

In  a more  constructive  vein,  I would  like  the  opportunity 
to  present  proposals  to  the  enemy  that  they  should  be 
concerned  with  effects  of  negligence  litigation,  instead  of 
continuing  along  the  path  that  will  assure  that,  eventually, 
very  little  medical  care  that  carries  any  risk  will  be  available 
to  the  public.  It  may  take  until  that  point  before  the 
public  realizes  how  detrimental  the  culpable  actions  of  the 
lawyers  have  been.  It  will  be  on  our  heads  if  that  point  is 
allowed  to  be  reached,  we  must  push  back  the  wave,  not  just 
attempt  to  hold  it  where  it  is. 

The  smiles  which  were  invoked  by  reading  the  article  on 
the  Good  Samaritan  in  the  November  issue  of  our  Journal 
were  shortlived.  The  sourness  that  remained  when  the 
smile  faded  is  firmly  attached  to  the  sentiments  expressed 
in  this  letter. 

It  is  my  hope  that  you  will  publish  my  letter  in  the 
Journal  of  MSSNY  before  the  Manson  monster  is  released 
on  parole  by  those  of  our  enemies  who  have  no  sense  of 
responsibility  to  society. 


EDWARD  L.  McNEIL,  M.D. 

Bedford,  N.  Y.  10506 

Shocked  lung  syndrome 

To  the  Editor:  A precipitous  fall  in  arterial  oxygen  tension 
is  frequently  seen  in  association  with  the  acute  respiratory 
distress  syndrome  following  major  surgery  and  severe 
trauma.  Increased  level  of  positive  end  expiratory  pres- 
sure (PEEP)  will  frequently  provide  specific  therapy  for 
this  disorder  with  prompt  improvement  in  the  arterial 
oxygen  saturation.  The  decreased  arterial  oxygen  tension 
is  associated  with  an  increase  in  pulmonary  shunt  associ- 
ated with  a fall  in  the  resting  lung  volume  (FRC). 

Improvement  in  the  arterial  oxygen  tension  is  associated 
with  an  increase  in  FRC  but  this  improvement  may  be 
purchased  at  the  price  of  a decrease  in  blood  pressure,  a fall 
in  urine  volume,  and  a decrease  in  cardiac  output.  In  ad- 
dition, a small  but  significant  number  of  patients  will 
demonstrate  an  increase  in  the  fraction  of  pulmonary  shunt 
following  the  institution  of  positive  end  expiratory  pres- 
sure. An  improvement  in  oxygen  delivery  to  the  tissues 
will  occur  only  if  the  oxygen  saturation  of  arterial  blood  can 
be  improved  without  a corresponding  decrease  in  cardiac 
output. 

The  goal  of  therapy  is  to  improve  peripheral  oxygen 
delivery  not  merely  to  increase  arterial  oxygen  saturation. 
If  PEEP  results  in  fall  in  peripheral  oxygen  delivery  due 
either  to  a decrease  in  cardiac  output  or  to  an  increase  in 
pulmonary  shunt,  it  will  have  a deleterious  effect  on  the 
trauma  patient.  A proper  combination  of  ventilatory 
support  with  associated  maintenance  of  peripheral  circu- 
lation results  in  optimal  management  of  the  acute  respi- 
ratory distress  syndrome. 

SAMUEL  R.  POWERS,  JR.  M.D. 

Department  of  Surgery 
The  Albany  Medical  College 
Albany,  N.  Y.  12208 

Children  of  methotrexale 

To  the  Editor:  The  long  history  of  immune  incompati- 
bility of  genetic  moieties  such  as  the  Rh  factor  with  child- 
less marriages  presents  an  area  of  difficulty  in  medical 
counseling.  Some  couples  will  not  deny  the  adjuration  of 
love  because  of  the  blood  group  inconsistency  and  are  un- 
willing to  seek  new  mates  or  extra-marital  relations. 

I was  approached  by  a friend  and  his  wife  who  had 
married  in  their  20s  despite  a known  Rh  incompatibility. 
There  were  no  children.  We  discussed  new  findings  of 
immunosuppression  and  I recommended  methotrexate  as 
an  example  of  a possible  approach.  Within  a few  years 
they  had  two  daughters.  These  children  have  now  grown 
into  well-developed,  normally  functioning,  pubertal  indi- 
viduals and  their  mixed  haploid  heredity  cannot  be  ex- 
pected to  influence  their  future. 

That  methotrexate  may  produce  malformation  or 
abortion  is  well  documented,  although  by  no  means  uni- 
versal, so  that  the  routine  choice  of  this  drug  in  Rh  in- 
compatibility is  unwarranted.  Surely  careful  titer  studies 
of  antibody  are  to  be  tried  first. 

HOWARD  S.  ZUCKER,  M.D. 

302  Avenue  N. 

Brooklyn,  N.Y.  11230 
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Need  help.  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

4-20  Lakeville  Road 
Lake  Success,  New  York  11040 
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change  values  and  caloric  content  are  given  for  each  reci- 
pe. 

While  “Diabetic  Cooking  Made  Easy”  can  help  to  ex- 
pand and  add  variety  to  the  diet  of  the  well  versed  diabetic 
patient,  health  care  professionals  must  stress  care  in  using 
this  book.  Diabetic  desserts  must  he  incorporated  into  the 
diet  only  after  the  consumption  of  a basic  well-balanced 
diabetic  diet.  Commercial  jelly  bean,  popsicals,  and 
packaged  cookies  which  are  presented  in  the  book  as  a 
bread  exchange,  should  be  taken  only  as  an  infrequent 
treat.  Information  offered  in  this  book  suggests  that  al- 
coholic beverages  lower  blood  sugar.  Since  this  is  true  of 
only  pure  ethyl  alcohol,  proper  advice  on  the  incorporation 
of  alcoholic  beverages  into  the  diabetic  diet  must  be  given 
by  physician  and  dietitian. 

“Diabetic  Cooking  Made  Flasy”  can  be  of  value  for  pro- 
viding new  recipes  and  ideas  for  the  diabetic.  The  book 
should  be  used  only  by  patients  well  versed  in  their  diet, 
and  the  medical  team  must  insure  adequate  instructions 
on  proper  usage  of  this  book.  Carol  F.  Sherman,  K.D. 

Medical  and  Health  Annual,  1977.  Chicago,  111.,  Ency- 
clopedia Britannica,  Inc.,  1977.  Illustrated,  hardcover,  447 
pages.  Price,  $14.95. 

The  Encyclopedia  Britannica ’s  new  Medical  and  Health 
Annual  1977  is  a well  constructed  and  generally  acceptable 
volume,  considering  the  scope  and  magnitude  of  the 
topic. 

The  contents  are  well  chosen  and  give  a comprehensive 
view  of  the  history  of  medicine  and  medical  care.  It  is 
particularly  noteworthy  that  the  editors  give  more  than 
adequate  coverage  to  the  health  care  picture  in  this  country 
and  other  parts  of  the  world.  This  is  a subject  of  consid- 
erable current  interest  in  the  United  States  and  gives  the 
reader  an  excellent  overview  of  health  care  and  how  it  is 
handled  in  Tit  her  parts  of  the  world. 

It  will  be  interesting  to  see  how  Encyclopedia  Britannica 
handles  its  Annual  in  the  forthcoming  years.  Will  the 
items  of  general  interest  be  repeated?  Will  there  be  only 
two  new  diseases  discussed  each  year? 

This  reviewer  is  a bit  disconcerted  that  the  eminent 
Encyclopedia  Britannica  had  to  rely  on  a copy  of  Reader's 
Digest  first  aid  material.  Specifically  the  first  aid  is  gen- 
erally good  but  the  section  on  emergency  care  of  the  eyes 
could  be  more  inclusive  as  well  as  the  emergency  treatment 
of  choking  on  food,  which  in  recent  months  has  elicited 
considerable  discussion.  Edward  Siegel,  M.D. 

Aspirin  in  the  conservative  management 
of  rheumatoid  arthritis 

There  is  no  anti-inflammatory  agent  now  available  that 
compares  favorably  with  aspirin  in  cost,  effectiveness,  and 
patient  tolerance  in  the  medical  management  of  rheuma- 
toid arthritis.  Newer  agents  have  a role,  but  aspirin  is  the 
drug  of  choice.  So  says  the  author  in  a general  discussion 
of  drugs  used  in  this  disorder,  including  para-aminophe- 
nols,  phenylbutazone,  indomethacin,  antimalarials,  and 
steroids.  Although  there  are  no  long-term  controlled  trials, 
the  clinical  usefulness  of  high-dose  aspirin  therapy  in 
rheumatoid  arthritis  has  been  established.  In  many  pa- 
tients this  intervention  results  in  dramatic  relief  from  pain 
and  stiffness  and  permits  considerable  functional  im- 
provement. Hadler,  N.  M.:  Medical  management  of 

rheumatoid  arthritis  North  Carolina  M.  J.  37:  85  (Feb.) 
1976 


Index  to  Advertised  Products 


Analgesics 

Darvon  (Eli  Lilly  & Company) 720 

Antibiotics 

Bactrim  (Roche  Laboratories)  763 

Antidiabetic  agents 

Tolinase  (Upjohn  Company) 775 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Coronary  vasodilators 

Cardilate  (Burroughs  Wellcome  Company)  747 

Electronic  blood  pressure  monitors 

Sphygmostat  (Technical  Resources  Inc.) 717 

Hearing  aids 

Beltone  Electronics 799 

Mood  elevators 

Tofranil  PM  (Geigy  Pharmaceuticals) 727,  728 

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories) 715 

Retirement  pension  plans 

Herbert  Behrens  Pensions 849 

Selective  vasodilators 

Cafergot  (Sandoz  Pharmaceuticals)  4th  cover 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  755 

Tranquilizers 

Librium  (Roch  Laboratories)  718,719 

Vasodilators 

Iso-Bid  (Geriatic  Pharmaceutical  Corp.) 736 
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MEDICAL 

ONCOLOGIST 

Medical  oncologist  needed  at  360  bed 
teaching  hospital  located  between  Tacoma 
and  Seattle.  Present  staff  consists  of  one 
oncologist,  one  hematologist  and  radiation 
therapist.  Hospital  has  active  clinic  affi- 
liated with  south  west  oncology  group. 
Federal  Civil  Service  appointment  given 
with  all  benefits,  including  retirement 
benefits  after  5 years  and  malpractice 
coverage.  Prior  military  service  cred- 
ited. 

Contact  Dr.  Stutz  206-967-6113,  or  R.  P. 
Johnson,  Box  484,  LAMC,  Presidio  of  San 
Francisco,  Ca.  94229.  Phone  415- 
561-3531. 
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TO  HELP  OTHERS. 

CARE-  New  York.  N Y.  10016  or  regional  offices 


Research  Project  in. 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212)  472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician  Call  or  write  for  further  details 


Physicians  Associated  for  Continuing  Education  proudly 
presents  two  distinguished  International  Conferences  in  May 
of  1977. 

International  Conference  on  Pediatric  Oncology  and 
Leukemia  in  cooperation  with  the  Medical  College  of  Vir- 
ginia and  Memorial  Sloan  Kettering  Cancer  Center. 
Americana  Hotel,  New  York  City,  May  2-5,  1977. 

International  Symposium  on  New  Frontiers  in  Advance 
Medical  and  Surgical  Technology.  Berne,  Switzerland, 
May  9-13,  1977. 

Continuing  Education  credits  available.  For  information 
and  registrations  contact:  Erwin  Witkin,  M.D.,  P.A.C.E., 
6609  Reisterstown  Road,  Suite  208,  Baltimore,  Maryland 
21215.  Phone:  (301)358-1541. 


BOY  do  we  have  a girl  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  115 

516-483-0577 


PRACTICES  AVAILABLE 


FOR  SALE.  ACTIVE  PRACTICE  (G.P.)  50  miles  New  York  City.  Building 
equipped  for  1 or  2 physicians.  Private  car  park.  12  cars.  200milli-amp 
machine.  Lab.  250  bed  modern  hospital  15  minutes  by  car.  Dept.  571 
NYSJM. 

INTERNIST-ONCOLOGIST  PRACTICE  AVAILABLE  at  very  low  cost  to 
person.  Practice  established,  successful.  Located  central  Nassau  County,  j 
hospitals,  beaches,  golf  courses.  Present  owner  taking  university  teachin  : 
sition.  Full  office  equipment  including  ECG,  200  M.A.  X-ray,  and  office 
included.  Available  now  to  June  15th.  (516)742-5426. 

GROWING  FAMILY  PRACTICE  AVAILABLE,  N.  Shore,  L.I.,  Suffolk  Co 
Includes  newly  appointed  1,000  sq.  ft.  fully  equipped  office  with  waiting.  II 
sultation  and  three  examining  rooms,  and  a small  lab.  Two  hospitals  in  J 
imity.  Reasonable  terms.  Call  (516)  928-5252. 

FOR  SALE:  G.P.  RETIRING.  ESTABLISHED  SINCE  1938  in  Manha 
Large  volume,  well  equipped,  9 treatment  rooms.  Ranch  type  street  enti  0 
on  busy  thorofare.  Office  practice  only  10  a.m.  to  5 p.m.  Excellent  in< 
Exceptional  growth  opportunity.  Will  introduce.  Call  (212)  289-5795. 


EQUIPMENT 


ENTIRE  CONTENTS  OF  NEWLY  APPOINTED  MEDICAL  OFFICE  avai  l<| 
Includes  medical  equipment  and  furnishings  for  three  examining  rooms,  a 
lab  and  the  business-reception  area  equipment  and  furnishings.  Exceller  I 
portunitv  for  new  physician  going  into  practice.  Terms  reasonable.  Call  6! 

928-5252. 


PHYSICIANS  WANTED 


PEDIATRICIAN,  BOARD  CERTIFIED/ELIGIBLE,  to  join  two  other  ped  | 
cians  in  established  practice  in  Orange  County,  New  York.  Early  partnei  i| 
Submit  curriculum  vitae  to  Dept.  577,  c/o  NYSJM. 


864  New  York  State  Journal  of  Medicine/April  1977 


PYSICIANS  WANTED— CONT  D 


ANTED:  PHYSICIANS — ALL  SPECIALTIES.  As  search  consultants  in  the 
| -alth  care  field,  we  are  interested  in  physicians  with  a good  career  path  for 
I U-time  positions  as  medical  director,  assistant  medical  director,  chiefs  of  clinical 
I partments,  and  clinical  practice  with  our  clients,  blue-ribbon  hospitals  and 
l her  organizations  in  the  health  care  field.  We  invite  your  curriculum  vitae  so 
. at  we  may  contact  you  when  the  right  situation  develops.  No  financial  obli- 
■ ition  to  candidate.  Lepinot  Associates  Inc.,  702  Abbott  Road,  East  Lansing, 
| ichigan  48823. 


IvSICIAN  DURING  JULY  AND  AUGUST,  1977  for  children's  camp  located 
i Beach  Lake,  Pa.,  accommodates  350  campers,  ages  6-16;  complete  modern 
I ealth  Center;  3 R.N.s  in  attendance;  will  accept  one  M.D.  for  each  month;  no 
I lildren  accepted,  that  is  of  camp  age.  Camp  opens  June  29  and  closes  August 
I t.  Private  room  and  facilities.  Write,  and  include  your  phone  number,  to: 
ft  rail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St.,  Brooklyn,  N Y. 

Bi  1201 . 

iK'ELLENT  OPPORTUNITY  FOR  THORACIC  CARDIOVASCULAR  sur- 
f eon,  (no  open  heart  surgery),  busy  group  practice,  completing  residency  with 
oard  eligiDiiity  required.  Send  resume  to  P.O.  Box  222,  Woodmere,  N.Y. 


fSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

3rk,  New  Jersey,  Connecticut/permanent  full-half  time  as  well  as  temporar\ 
id  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
arrev  Associates,  agency  for  Execu-Med.  23-25  East  26th  St.,  New  York, 
Y.  10010.  Telephone:  (212)  532-7625. 


HATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPU- 
tion  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
I r,  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr.  J.  A. 
I ilaizzi,  Administrator,  Grove  City  Hospital,  Grove  City,  Pa.  16127.  Phone 
T 12) 458-7132. 

I 

fl  RIDA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPORTUN1- 

!*s  and  hospital  staff  memberships  immediately  available  in  Tampa-St. 
tersburg,  the  State's  fastest-growing  metropolitan  area.  Florida's  largest 
mmunity  hospital  develoffcAent  and  management  firm  seeks  curriculum 
.j.ae  from  primary  care  physicians — family  medicine,  general  practice,  inter- 
1 medicine — and  specialists  in  plastic  surgery,  otolaryngology,  neurosurgery, 
knecology.  anesthesiology,  ENT,  and  physical  & rehabilitative  medicine 
■ ill  collect  (813)  381-8000.  or  write  to  Medical  Affairs  Department.  Medfield 
i irporation,  P.O.  Box  15207,  1609  Pasadena  Avenue  South,  St.  Petersburg, 
' jnda  33733. 

I MSC1ENTIOUS  FAMILY  M.D.  OR  INTERNIST,  Board  certified  or  eligible, 
j hriving  2-man  practice,  Hallandale,  Fla.,  1 block  from  beach,  choice  location. 
I ull  partnership  2 years  Terms  negotiable.  Call  (305)  921-7700,  or  write  Beach 
; ledical,  2518  E.  Hallandale  Beach  Blvd.,  Hallandale.  Florida  33009. 


i'SICIAN  WANTED:  CAMP  WEEQUAHIC,  prestige  Pa.  coed  camp  approx. 
15  mi.  from  NYC.  Modern,  well  equipped,  heated  infirmary.  Private  living 
larters.  2 RN’s.  Camp  season  July  1 to  August  25,  July,  August  or  full  season, 
all  collect  (201)  887-7267,  or  write:  Mrs.  Kelly  Lustig,  9 Cherbourg  Rd., 
arsippany,  N.J.  07054. 


C tMATOLOGIST  WITH  NEW  YORK  CITY  DELUXE  17-room  office  wishes 
sociate,  percentage  with  drawing  account.  Send  resume.  Joseph  J.  Eller.  M.D., 
. 15  Fifth  Ave.,  New  York,  N.Y.  10022.  (212)  753-6033. 


S'  tENSIC  PATHOLOGIST  TO  HEAD  COUNTY  MEDICAL  EXAMINER  S 
fice  and  training  program.  500  autopsies  per  year.  Staff  of  over  30.  University 
filiation.  Salary  negotiable.  Send  resumes  to:  Joel  Nitzkin,  M.D.,  Director, 
onroe  County  Health  Department,  Rochester,  N.Y.  14602. 


jNERAL  SURGEONS:  Opportunities  available  for  general  surgeons  at  our 
ajor  midwestern  teaching  and  research  medical  center.  We  are  affiliated  with 
veral  universities,  and  afford  the  benefits  of  practicing  as  a member  of  a closed 
- aff  group  practice  at  our  main  campus  as  well  as  several  suburban  and  urban 
•nters.  Board  certified  general  surgeons  with  5-10  years  experience,  interested 
either  (a)  general  surgery,  (b)  intensive  care,  (c)  head  and  neck,  or  (d)  research, 
. ; their  area  for  concentration  should  send  their  curriculum  vitae  in  strict  con- 
dence.  Individual  based  salary,  commensurate  with  experience  and  compre- 
;nsive  benefits  are  offered.  These  include:  malpractice  insurance,  BC/BS 
laster  Medical,  life,  accident,  travel  and  dental  insurance  coverage,  as  well  as 
lease  car  plan,  and  many  extras.  Dept.  579,  c/o  NYSJM. 


VACANCIES  AVAILABLE  IN  THE 
U.S.  ARMY  RESERVE  MEDICAL  CORPS 

The  U.S.  Army  Reserve  has  numerous  vacancies  for  physicians, 
male  and  female,  anywhere  within  New  York  State,  and  espe- 
cially in  the  New  York  City  area.  Positions  are  available  in  all 
military  ranks  up  to  lieutenant  colonel.  Female  physicians  are 
particularly  encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  complete  20  years  service  by  age 
60  can  be  accepted  if  they  are  willing  to  waive  their  pension 
benefits.  Individuals  with  no  prior  military  service  are  urged  to 
apply  as  are  those  who  have  previously  served  in  the  armed 
forces  (Army,  Navy  or  Air  Force). 

The  pay  is  up  to  $4,000  annually  for  a lieutenant  colonel  with  20 
years  service  of  part-time  (i.e.,  one  weekend  a month)  duty  with 
the  Medical  Army  Reserve.  These  vacancies  exist  in  virtually 
all  specialties. 

For  additional  information  on  your  hometown  Medical  Army 
Reserve  unit,  all  sent  to  you  without  any  obligation,  please  write 
to: 

Colonel  Joseph  P.  Cillo,  M.D. 

8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  New  York  11252 

THE  MEDICAL  ARMY  RESERVE . . . 

PART  OF  WHAT  YOU  EARN  IS  PRIDE! 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U.S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group.  Aiso  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary.  Free  service  to  candidates. 

85  East  End  Ave,  NY  1 0028  (2 1 2)  RH  4-36 1 5-3466 


Orthopedic  Surgeon 

Board  Certified 

Expanding  280  bed  Chicago  South  Side  General 
acute  care  hospital.  Competitive  Salary  and 
Benefits.  Make  inquiries  or  send  resume  in  con- 
fidence to: 

Mr.  Carb,  Administrator 
JACKSON  PARK  HOSPITAL 
7505  S.  Stony  Island 
Chicago,  Illinois  60649 

312-947-7998 
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10  BRAND  NEW 


PRACTICES  WANTED 


GP-FP,  EXPERIKNCED,  WANTS  PRACTICE  OR  POSITION.  Manhattai 
Metropolitan  area.  Please  write  details  Dept.  576,  c/o  NYSJM. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  SI 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
tails.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036.  L( 
2943. 


For  Lease 
$678  Per  Mo. 

Due  to  a SPECIAL  ALLOTMENT 
we  can  offer  the  “ULTIMATE” 
IN  DRIVING  PERFORMANCE  at 
the  LOWEST  LEASE  RATES 
ANYWHERE. 

1 —$2000  down  payment 

2—  3V2  yr.  lease  at  $678.00  per 
month  plus  tax. 

3—  Lessee  Option  to  purchase 
vehicle  at  lease  termination  for 
the  depreciated  value  of 
$14,500.  Well  below  actual 
value. 


Call 

Carann  Leasing  Corp. 
516-222-9041 

Carol  Konner,  Pres. 

We  are  an  authorized 
membership  benefit  of  the 
MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


REAL  ESTATE  FOR  SALE  OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.,  N.Y.C.  LEXING'  * 
Professional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychi  e 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptio  ■ 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  1(  4 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 

DOCTORS  OFFICE  SPECIALIST;  FOR  PROMPT,  EFFICIENT  SER'  B 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  hu\  ■ 
or  appraise  a co-op,  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Git  a 
& Ives,  Inc.,  745  Fifth  Ave.,  N.Y..  N.Y.  (212)  832-5571. 

ROCKLAND  AND  ORANGE  COUNTIES— choice  location.  Fully  furni-  j 
medical  suite.  Ideal  for  family  practitioner,  medical  or  surgical  specialist.  S I 
rent  and  utilities.  Hours  to  suit.  Opportunity  to  purchase  part  of  build i I 
tax  shelter  is  desired.  Opportunity  also  to  purchase  Hi  interest  in  office.  P!  el 
call  (914)  354-5101. 


LAKE  SUCCESS,  L.I.,  N.Y.  Magnificent  stone  & shingle  Colonial  topped  by  i 
roof,  features  5 bedrms.,  3 baths,  living  room  w/fireplace,  banquet  dining  r<  i| 
den,  finished  basement,  eat-in-kitchen,  C/A.  2-car  electric  garage  and  men  i 
woods  area.  Low  taxes.  Asking  $150,000.  Call  a. m.  (516)  482-1365.  jj 


FOR  SALE:  CHARMING,  COLINTRY  HOME  with  5 bedrooms.  Catskill  F l - 
Preserve.  Township  of  Shandaken.  Over  100  acres  of  fields  and  timber  It  I 
Cold,  clear  trout  stream.  Lake.  Peaceful  and  private.  Priced  at  $137,000.  11 
description  will  be  mailed  to  you.  Write:  Nott  Co.,  Pleasant  Valley,  N.Y.  1 9 
(914)  635-3243. 


FOR  SALE:  HOME-OFFICE  COMBINATION,  SMITHTOWN,  L.I.  Ten  ni 
split,  3 bedrooms,  l'/o  baths,  full  basement,  fully  carpeted,  professionally  ( d 
rated;  landscaped,  fenced,  corner  'A  acre  opposite  Smithtown  General  Hos  il 
31/)  room  air  conditioned  office  with  bath,  room  for  expansion.  Suitable  A| 
any  specialty.  High  40’s.  Owner  (516)  265-4244. 


FANTASTIC  COUNTRY  HOME:  125  YEARS  OLD,  11  rooms,  5 bedrooi  I 
modern  baths,  modern  kitchen,  sundeck,  beautiful  view;  2 barns,  19  acres,  id 
road  frontage,  perf.  cond.,  near  golf,  skiing  & swimming.  Stamford,  l’ 
$70,000.  Call  ( 20 1 ) 567-9 1 58. 


AVAILABLE  IMMEDIATELY.  SPACE  TO  SUBLFIT  OR  SHARE.  New . ce> 
suite  of  1,100  sq.  ft.  A/C  and  fully  furnished.  Ideal  for  specialist.  Adjact  i® 
Mid  Island  Hospital  in  large  professional  building.  Call  (516)  731-0124,  or 
Sherwood  P.  Miller,  M.D.,  4277  Hempstead  Tpke.,  Bethpage,  N.Y.  11714  1 

WHITE  PLAINS,  NEW  YORK.  PSYCHIATRIST’S  TEN  ROOM,  14  yea  d| 
California  Contemporary  high  ranch  including  a 3 room  professional  suite,  pr ;« 
street  entrance.  Living-dining  L,  brick  fireplace,  huge  kitchen,  3-4  bedro  ‘a# 

3 baths,  3 sliding  glass  doors,  2 decks,  slate  patio,  garage.  Many  extras.  Exc(  r.tf. 
location.  Owner  relocating.  Asking  $85,000.  (914)949-7242. 

RACCOON  ISLAND,  LAKE  HOPATCONG,  NEW  JERSEY.  Physician’s  9 1 BJ 
90  year  old  log  summer  home  and  boat  house  on  125  foot  shore  front  lot,  1 1*:' 
enclosed.  New  docks,  cement  sea  wall.  Property  landscaped,  mature  ^1 
magnificent  views.  Recently  renovated  throughout,  new  wiring,  electric  atf 
sliding  glass  doors,  oak  cupboards,  appliances,  stone  fireplace.  Nine  car  pa  i>£; 
space,  boats,  many  extras.  Owner  relocating.  Asking  $60,000.  (914) 
7242.  K. 
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BOCA  RATON!  First  Time  Offered 


This  beautiful  elegant  home  is  for  sale.  It  is  lo<  ated  in  the  highly  residential  and  prestigious  Spanish  Court  section  of  Boca  Raton. 
On  a double  lot,  professionally  landscaped  and  maintained,  5 minutes  walk  from  beach  and  nearby  hotel  and  club,  shopping 
centers. 


SPECIFICATIONS: 

Lot  size:  120  x 150  l nderground  well  feeds  sprinkler  swiem.  Construction:  CBS  1953.  Zoned:  Residential.  Bedrooms:  (2)  12  4 x 
11.9,  13.7  x 10.10.  Bathrooms:  (2l  Modern,  tub  and  shower  Livingroom:  17.3  x 18.5.  Dining  room:  18.0  x 11 , Kitchen:  11.8  xll 
Stove,  dishwasher,  refrigerator,  disposal,  etc . Screened  Florida  Room:  21.6  x 13  4 ‘Den  #1:  With  bar.  14  x 10  Den  #2:  Paneled, 
with  shelves.  Attached  oversized  2-car  garage,  electric  door  Atiached  utility  room  with  washer-dryer,  Vi  bathroom.  Pool: 
Outdoor.  35  x 16  Lighted  diving  board  Heat:  Gas,  central.  Air  Conditioning:  Carrier,  central.  Roof:  tile.  Floors:  Wall  to  wall 
carpeting  Kitchen,  wood  inlav  Windows:  Awnings  and  |alousies.  storm  windows,  drapes  and  sheers,  hurricane  windows. 
Furnished. 

•Suited  for  additional  bedroom. 

Price:  $145,000.  terms  negotiable.  Available  June  1.  1977.  No  brokers  please. 

Call  for  further  information:  (315)  252-3769.  or  write  Suite  214.  188  Genesee  Street.  Auburn,  New  York  13021. 


F AL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


i EAT  NECK.  N.Y.  IDEAL  PROFESSIONAL  LOCATION.  Suite  has  its  own 
Separate  entrance,  walking  distance  to  public  transportation,  in  gracious  old 
I prawling.  Colonial  on  over  % acre.  Five  bedrooms,  3V>  baths,  2 fire  places,  air 
I onditioning.  $125,000.  Principals  only.  (516)482-6404. 


D CTOR'S  OFFICE  CONSISTING  OF  WAITING  ROOM,  panelled  office,  two 
xamining  rooms  and  bathroom,  centrally  a/c  and  intercom  system,  located  in 
tichmond  Hill,  Queens,  near  all  transportation,  roadways,  and  hospitals.  Call 
■wner  for  appointment.  Weekdays  (212)  557-6167;  weekends  and  evenings  (212) 

41-9171. 


f CENTRAL  PARK  WEST,  N.  Y.C.  10023.  Equipped  office  to  share  (4  rooms), 
easonable.  J.  Linden,  M.D.,  (212)  873-7878,  or  873-5777. 

BtlARCLIFF  MANOR,  N.Y.  $112,000.  Doctors,  dentists,  stop  looking!  This 
Ws  the  home  and  office  you  have  waited  for!  Custom  built  by  physician.  Direct 
iccess  to  main  arteries.  Ample  parking,  vet  quiet  and  private  family  residence, 
beautifully  landscaped  with  a lovely  inground  swimming  pool.  For  appointment, 
all  Fallbrook  Realty  (914)  941-1462. 


OLDFIELD,  LONG  ISLAND 

WATERVIEW  — 9 ACRES 

HEAVILY  WOODED 

For  details  — phone  any  a.m. 

516-482-1365 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


CO-OP  FOR  SALE:  PRESTIGIOUS  FIFTH  AVENUE  (MANHATTAN  upper 
Flast  Side).  Top  security.  Near  several  well-known  schools,  museums,  churches, 
hospitals,  etc.  3 bedrooms,  3 baths,  (can  exclude  one  or  two  bedrooms).  Large 
living  room,  mirrors,  carpets,  wallpapers,  cabinets,  manv  extras.  Guest  room 
and  furniture  may  be  purchased  independent  of  above.  Reasonable.  Evenings 
(212)  876-9264. 

SM1THTOWN,  L.L,  N.Y.  HOME-OFFICE.  Best  location  in  Smithtown 
Township  for  practice  and  family  life.  4 bedrooms,  liv.  room,  baths,  family 
room  with  fireplace,  eat-in  kitchen,  dining  room.  Convenient  to  hospitals.  600 
sq.  ft.  plus  office  with  room  for  expansion.  $59,900.  (516)  265-0939,  or  724- 
3837. 

59TH  STREET,  PLAZA  AREA.  N.Y.C.  Internist,  chest  specialist.  Office 
available  immediately.  Waiting  room,  consultation  room,  two  examining  rooms, 
X-rav.  compl.  laboratory,  PFS  machine,  EKG  machine.  All  equipment  and 
furnishings  inch  in  current  rental  $893.50.  Call  Mon-Friday  (212)  PL  5-8620. 

EXCEPTIONAL  RANCH  HOME/OFFICE  in  Huntington-Dix  Hills,  L.I.  Pres- 
ently occupied  by  dentist  who  is  retiring,  but  suitable  for  physician  or  allied 
profession.  Home  is  on  wooded  acre,  air  conditioned,  beautifully  decorated,  with 
many  extras.  Dept.  578,  c/o  NYSJM. 


© . 

TIERCEL 

Vacations  Ashore  and/or  Afloat 

VIRGIN  ISLANDS 

CREWED  CHARTER  YACHT  and/or 
VILLA  RENTAL 

CARL  & SUMI  POWELL 

20  Tracy  Way.  Cowpet  Bay,  SI.  Thomas,  U.S.V.I.,  00801 
(809)  774-8282  or  775-2514 
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Montauk  Point  Offers  Unique  Life  Style 
for  Physician  in  Family  Practice 

Through  retirement,  this  famed,  growing  fishing  and 
boating  community  on  the  eastern  tip  of 
Long  Island  has  lost  its  practicing  physician. 

To  attract  his  replacement,  the  community 
has  purchased  a building  and  has 

refurbished  it  as  a clinic.  The  building  is 
mortgage-free  and  the  incoming  physician  will  have 
the  opportunity  of  free  rent  while 
establishing  himself  and  the  ultimate 
purchase  of  the  clinic  from  the  town. 

For  a physician,  Montauk  has  a dual  personality.  In 
the  summer  months  it  is  a bustling  resort 
town  while  in  the  Winter  the  population 
tapers  off  to  four  thousand  residents. 

Montauk  offers  to  a physician  a unique  life  style 
with  an  important  role  in  a prosperous 

community.  A Family  Physician  would  find  this 
a rewarding  opportunity.  If  you  are  that  person, 
write  for  further  details  to  United  Medical 
Group,  c/o  William  J.  Carew,  Esq., 

Vice  President,  Box  836,  Montauk,  N.Y.  1 1954. 
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NEW  YORK  CITY 


Physicians  Associated  for  Continuing 
Education,  Inc. 

Americana  Hotel 
May  2-5 

International  Symposium  on  Pediatric 
Oncology  and  Leukemia. 

For  further  information  contact  Erwin  Witkin,  M.D.,  Physicians 
Associated  for  Continuing  Education,  Inc.,  6609  Reisterstown 
Road,  Suite  208,  Baltimore,  Maryland  21215. 


The  New  York  Academy  of  Medicine 

2 East  103rd  Street 
May  2,  7:30p.m. 

Section  on  Orthopedic  Surgery 

1.  TREATMENT  OF  NON  UNION  OF  FRACTURES  OF 
THE  CARPAL  NAVICULAR 

Kenneth  Glass,  M.D.,  Mark  Schottenfeld,  M.D. 

2.  TOTAL  CONDYLAR  REPLACEMENT 

W.  Norman  Scott,  M.D.,  Michael  Neworth,  M.D. 

3.  WRIST  FUSIONS  IN  CHILDREN 
Vincent  Fietti,  M.D.,  Michael  P.  Coyle,  M.D. 

4.  CLINICAL  CORRELATIONS  IN  HARADA’S  DISEASE 
Gassimer  Swinger,  M.D. 

5.  PRIMARY  CUTANEOUS  MALIGNANT  MELANOMA 
WITH  BILATERAL  CHOROIDAL  METASTASIS 
Jeffrey  Shakin,  M.D. 

6.  COMBINED  SUB-SCLERAL  SCLERECTOMY  AND 
CYCLODIALYSIS:  A NEW  GLAUCOMA  PROCEDURE 
William  Rand,  M.D. 

7.  SPONTANEOUS  HYPHEMA  DURING  GONIOSCOPY 
David  Flug,  M.D. 

Reception  6:00 — Subscription  Dinner  7:00  p.m. 


May  3,  7:00p.m. 

Section  on  Dermatology  and  Syphilology 

Case  Presentations  and  Discussion 
CREDIT:  AMA  Cat.  1 (2%  hrs.) 


May  4,  7: 15  p.m. 

Section  on  Anesthesiology  and  Resuscitation 

1.  CIRCULATORY  RESPONSE  TO  TRACHEAL 
INTUBATION  IN  PATIENTS  WITH  CORONARY 
ARTERY  DISEASE  AND  VALVULAR  DISEASE 
Gerard  Bassell,  M.D. 

2.  RESPONSE  OF  CEREBRAL  MICROCIRCULATION 
DURING  SPINAL  BLOCKADE  BY  TETRACAINE  IN 
THE  RAT 

Young  Chee,  M.D. 

3.  CALCULATED  VERSUS  MEASURED  OXYGEN 
SATURATION 

Radoslav  Kosanin,  M.D. 

4.  ANESTHESIA  AND  SPINAL  CORD  INJURY 
Chandrakant  Patel,  M.D. 

5.  EXPERIENCES  WITH  THE  CEREBRAL  FUNCTION 
MONITOR 

Shirin  Shabastari,  M.D. 

6.  RESPIRATORY  RESPONSE  TO  FENTANYL  IN  AWAKE 
DOGS  DURING  SPINAL  ANESTHESIA 

Albert  P.  Shih,  M.D. 

Reception  6:00 — Subscription  Dinner  6:30  p.m. 


May  10,  8:00  p.m. 


Section  on  Biomedical  Engineering 

* Institute  of  Rehabilitation  Medicine 
New  York  University  Medical  Center 
Room  610 
400  East  34th  Street 

TECHNOLOGY  AND  HUMAN  REHABILITATION 
Robert  Mann,  M.D. 


May  18,  7:30  p.m. 

Section  on  Otolaryngology 

Resident’s  Night 

Reception  6:00 — Subscription  Dinner  6:30  p.m. 


May  16,  8:00  p.m. 

Section  on  Ophthalmology 

1.  CORNEAL  TRANSPLANT  IN  RATS  WITH  ADJUVANT 
ARTHRITIS 

Jaime  Santamarie,  III,  M.D. 

2.  TOXIC  EPIDERMAL  NECROLYSIS  FOLLOWING  LID 
SURGERY 

Jerald  A.  Bovino,  M.D. 

3.  HLA  FREQUENCY  IN  PATIENTS  WITH 
SYMPATHETIC  OPHTHALMITIS 

Tiyi  R.  Freeman,  M.D. 

4.  CLINICAL  USE  OF  LOW  CONTRAST  GRATINGS 
Barry  M.  Scher,  M.D. 

5.  EXPERIMENTAL  ENDOPHTHALMITIS 
David  Haft,  M.D. 

6.  BACILLUS  CEREUS  ENDOPHTHALMITIS  IN  A 
COCAINE  ADDICT 

Robert  Masi,  M.D. 

7.  CLINICAL  CORRELATIONS  IN  HARADA’S  DISEASE 
Gassimer  Swinger,  M.D. 

8.  PRIMARY  CUTANEOUS  MALIGNANT  MELANOMA 
WITH  BILATERAL  CHOROIDAL  METASTASIS 
Jeffrey  Shakin,  M.D. 

9.  COMBINED  SUB-SCLERAL  SCLERECTOMY  AND 
CYCLODIALYSIS:  A NEW  GLAUCOMA  PROCEDURE 
William  Rand,  M.D. 

10.  SPONTANEOUS  HYPHEMA  DURING  GONIOSCOPY 
David  Flug,  M.D. 

Reception  6:00 — Subscription  Dinner  7:00  p.m. 


The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn  and  State  University  of  New  York  at 
Brooklyn 

4:00-5:00  p.m.,  Mondays 

The  Jewish  Hospital  and  Medical  Center  of  Brooklyn 
555  Prospect  Place 
Brooklyn 
May  2 

THERAPY  OF  HODGKIN'S  AND  NON-HODGKIN’S 
LYMPHOMA  IN  CHILDREN 
Aaron  Rausen,  M.D. 

May  16 

HEREDITARY  HEMOLYTIC  ANEMIAS 
Ernst  Jaffe,  M.D. 

May  19 

TREATMENT  OF  ADVANCE  OVARIAN  CANCER 
Howard  Bruckner,  M.D. 

May  23 

ARTERIOSCLEROSIS  AND  THROMBOSIS 
Theodore  Spaet,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 & AAFP 
For  further  information  contact  The  Jewish  Hospital  and 
Medical  Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn. 
Tel:  212/240-1281. 
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May  2 

8:00  p.m.,  Monday 

New  York  Society  for  Clinical  Ophthalmology 

*at  New  York  Academy  of  Medicine 
2 East  103rd  Street 

Vitrectomy:  A Reappraisal 

1.  VITRECTOMY:  CURRENT  STATUS  AND  TECHNIQUES 
Nicholas  G.  Douvas,  M.D. 

2.  COMPLICATIONS  OF  VITRECTOMY  IN  THE 
PROLIFERATIVE  RETINOPATHIES 

William  Tasman,  M.D, 

AMA.  Cat.  1 

For  further  information  contact  Jack  M Dodick,  M.D.,  531 
Park  Avenue,  New  York,  10021.  Tel:  212/288-7638. 


Beth  Israel  Medical  Center  with  The  Page  & 
William  Black  Post-Graduate  School  of 
Medicine  of  the  Mt.  Sinai  School  of  Medicine 
(CUNY) 

Beth  Israel  Hospital 
10  N.D.  Perlman  Place 
May  2-5 

1:00-5:00  p.m. 

REFRESHER  COURSE  IN  THE  PHYSICS  OF  RADIOLOGY 
AND  NUCLEAR  MEDICINE 

This  refresher  course  is  an  intensive  review  for  residents  in 
radiology  who  are  preparing  for  an  examination  by  the 
American  Board  of  Radiology. 

Gerald  Shapiro,  M.D. 

‘Students  are  expected  to  have  had  previous  training  in 
radiological  services. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 


May  12 

9:00  a m.  -5:00  p.m. 

CONSEQUENCES  OF  NARCOTIC  ADDICTION  DURING 
PREGNANCY 

This  course  will  discuss  current  concepts  of  drug 
management  during  pregnancy,  effects  of  narcotic  abuse  on 
the  developing  fetus  and  studies  during  the  neonatal  period. 
Differential  effects  of  heroin  and  methadone  will  be 
discussed.  Attention  will  be  paid  to  medical,  psychological 
and  legal  aspects  of  this  complex  problem. 

Stephen  R.  Kandall,  M.D. 

FEE:  $40.  CREDIT  AMA  Cat.  1 
For  further  information  contact  Post-Graduate  School  Office, 
Beth  Israel  Medical  Center,  10  Nathan  D.  Perlman  Place, 
New  York  10003.  Tel:  212/673-3000,  ext.  2135. 


Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

May  3,  9:00- 10:00  a.m. 

BASIC  SCIENCE 
May  3,  10:00-11:00  a.m. 

RENAL  TRANSPLANTATION 
T.  K.  S.  Rao,  M.D. 

May  4.  10:00- 1 1:00  a.m. 

TOPIC:  TO  BE  ANNOUNCED 
Isadore  Caputo,  M.D. 

May  10.  9:00- 10:00  a.m. 

BASIC  SCIENCE 
May  10,  10:00- 1 1:00  a.m. 

ASSESSMENT  OF  PITUATORY  FUNCTION  AND 

DYSFUNCTION 

Walter  Essman,  M.D. 

May  11,  10:00-11:00  a.m. 

MEDICAL  CONFERENCE 


May  17.  9:00- 10:00  a.m. 

BASIC  SCIENCE 
May  17,  10:00-1 1:00  am. 

PRESENTATION  G.l.  CASE 

G.  Buganza,  M.D. 

May  18,  10:00-1 1:00  a m. 

TOPIC:  TO  BE  ANNOUNCED 
Jerome  Porish,  M.D. 

May  24.  10:00-  1 1:00  a m. 

MYELOPROLIFERATIVE  DISORDERS 

H.  Dosik,  M.D. 

May  24.  9:00-  10:00  a m. 

BASIC  SCIENCE 
May  25.  10:00-1 1:00  a.m. 

MEDICAL  C.P.C. 

E.  Modica,  M.D. 

For  further  information  on  the  above  listings  contact  Dr.  V.  J. 
Adams,  Director  of  Medical  Education,  Wyckoff  Heights 
Hospital,  374  Stockholm  Street,  Brooklyn  1 1237.  Tel: 
212/963-7272. 


The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
May  3-5 

9:00  a.m. -4:00  p.m. 

NEUROMUSCULAR  ELECTRODIAGNOSIS 
Beatrice  Kaplan,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (18  hrs.) 

May  6,  Friday 

9:00  a.m. -5:00  p.m. 

DIAGNOSTIC  OPHTHALMOSCOPY  OF  RETINAL 

DISEASES 

Keith  M.  Zinn,  M.D. 

FEE:  $50.00  CREDIT:  AMA  Cat.  1 (7  hrs.) 

May  7,  Saturday 

9:30  a.m. -5:30  p.m. 

PSYCHOTHERAPY  OF  THE  ELDERLY 
Alvin  I.  Goldfarb,  M.D.,  William  J.  Gershell,  M.D. 

FEE:  $50.00  CREDIT:  AMA  Cat.  1 (7  hrs.) 

May  16- 19 

SKELETAL  RADIOLOGY 

Alex  Norman,  M.D.,  Bernard  S.  Wolf,  M.D. 

FEE:  $350.  including  lunch  CREDIT:  AMA  Cat.  1 (28  hrs.) 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
May  4 -June  8 

ANTIBIOTICS  IN  CLINICAL  MEDICINE:  CASE  STUDIES 
Drs.  James  J.  Rahal,  Jr.,  and  Michael  S.  Simberkoff 
FEE:  $150.  CREDIT:  AMA  Cat.  1 ( 1 2 V2  hrs.) 

$113.  former  residents  and  fellows 


May  7-8 

REVIEW  OF  BASIC  SCIENCES  OF  UROLOGY 
Salah  Al-Askari,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (14  hrs.) 
$ 75.  former  residents  and  fellows 


May  9-10 

MANAGEMENT  OF  THE  ADOLESCENT  AND  YOUNG 
ADULT  WITH  HEART  DISEASE 
Catherine  A.  Neill,  M.D. 


May  9- 12 

AN  IMMUNOLOGICAL  AND  HOST-ORIENTED  APPROACH 
TO  INFECTIOUS  DISEASES 
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1.  Normal  Host  Defenses  in  Resistance  to  Infectious 

Diseases 

2.  Aberrations  of  Host  Defenses  and  Infectious  Diseases 

3.  Antibiotic  Usage  and  Treatment  of  Infectious  Diseases 

4.  New  Developments  in  Infectious  Diseases — 1977. 

H.  Sherwood  Lawrence,  M.D. 

FEE:  $240.  CREDIT:  AMA  Cat.  1 (28  hrs.) 

$180.  former  residents  and  fellows 


May  1 1- 13 

ELECTROCARDIOGRAPHY 

THE  NORMAL  ELECTROCARDIOGRAM 

THE  ELECTROCARDIOGRAM  OF  CORONARY  ARTERY 

DISEASE 

— Ischemia 

— Stress  Testing 

— Infarction 

— Pericarditis 

THE  TACHYARRHYTHMIAS 
— Supraventricular 
— Ventricular 

CONDUCTION  ABNORMALITIES 
— Bundle  Branch  Block 

— Bifascicular  & Trifascicular  Blocks — Evaluation  and 
Diagnostic  Implications 
THE  BRADYARRHYTMIAS 
— Sinus  Node  Disease 
— Heart  Block 
— Pacemakers 
CHAMBER  ENLARGEMENT 
DRUG  AND  ELECTROLYTE  EFFECTS 
W P W SYNDROME— MISCELLANEOUS 
Dr.  George  Baer 

FEE:  $180.  CREDIT:  AMA  Cat.  1 (21  hrs.) 

AAFP  (21  hrs.) 

$135.  former  residents  and  fellows 


May  14- 15 

COMPREHENSIVE  ACUTE  AND  REHABILITATIVE  CARE 
OF  THE  SPINAL  CORD  INJURED  PATIENT 
The  course  presents  an  intensive  review  of  acute 
neurosurgical  care  including  identification  and  patient 
evaluation. 

Drs.  Joseph  Ransohoff  and  Edward  W.  Lowman 
FEE:  $150.  CREDIT:  AMA  Cat.  1 
$113.  former  residents  and  fellows 


May  16-20 

CONSULTATION  WITH  THE  SPECIALIST 
Ten  half-day  sessions  will  be  presented  by  the  following 
specialties:  Dermatology,  Neurology-Neurosurgery, 
Obstetrics/Gynecology,  Ophthalmology,  Orthopedics, 
Otorhinolaryngology,  Psychiatry,  Radiology,  Rehabilitation 
Medicine,  and  Urology.  Each  specialty  group  will  identify 
those  aspects  of  their  field  that  can  be  diagnosed  and  treated 
by  primary  physicians  and  will  review  current  approaches  to 
optimal  management  with  special  emphasis  on  commonly 
encountered  problems  in  office  practice. 

Stanford  Wessler,  M.D. 

FEE:  $375.  CREDIT:  AMA  Cat.  1 (30  hrs.) 

AAFP  applied  for 

$282.  former  residents  and  fellows 


May  29-30 

* Waldorf  Astoria  Hotel 

NUCLEAR  RADIOLOGY  (CURRENT  STATIS) 
Drs.  Philip  Braunstein  and  Charles  A.  Whelan 
FEE:  $125.  CREDIT:  AMA  Cat.  1 (14  hrs.) 


May  30- June  3 
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* Waldorf  Astoria  Hotel 

GENERAL  DIAGNOSTIC  RADIOLOGY 
Monday,  May  30 

CHEST  AND  CARDIAC  RADIOLOGY 
Tuesday,  May  3 1 

NEURORADIOLOGY  AND  BONE  AND  JOINT  RADIOLOGY 
Wednesday,  June  1 

COMPUTERIZED  TOMOGRAPHY  AND  OTHER  SPECIAL 
PROCEDURES 
Thursday,  June  2 
URORADIOLOGY 
Friday,  June  3 

GASTRO-INTESTINAL  RADIOLOGY 

Drs.  Norman  E.  Chase  and  Morton  Bosniak 

FEE:  $275.  CREDIT:  AMA  Cat.  1 (30  hrs.) 

For  further  information  contact  Office  of  the  Dean, 
Registration  Department,  NYU  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York  10016.  Tel:  212/679-3200, 
ext.  4207. 


Doctors  Hospital 

170  East  End  Avenue 
May  5,  4:00-5:00  p.m. 

SURGICAL  TREATMENT  OF  MYOCARDIAL  ISCHEMIA 
Wayne  Isom,  M.D. 

For  further  information  contact  Clifford  L.  Spingarn,  M.D., 
170  East  End  Avenue,  New  York  10028.  Tel:  212/535- 
3000. 


The  Beth  Abraham  Hospital 

1 1:00  a.m.- 12:00  noon 
612  Allerton  Avenue 
Bronx 
May  5 

RECENT  CONCEPTS  IN  TREATING  HYPERTENSION 
Duncan  Hutcheon,  M.D. 

May  12 

VITAMINS  IN  HEALTH  AND  DISEASE,  IN  RELATION  TO 

GERIATRICS 

Herman  Baker,  M.D. 

May  19 

BENIGN  AND  MALIGNANT  CUTANEOUS  TUMORS  IN 
THE  ELDERLY 
Peter  Burke,  M.D. 

May  26 

BLOOD  TRANSFUSIONS— 1977 
Morton  Spivack,  M.D. 

For  further  information  contact  the  Beth  Abraham  Hospital, 
612  Allerton  Avenue,  Bronx,  10467.  Tel:  212/920-6013. 


Westchester  Square  Hospital  in  collaboration 
with  the  Albert  Einstein  College  of  Medicine 

4:00-5:30  p.m. 

1625  St.  Peters  Avenue 

Bronx 

May  4 

SIGNIFICANCE  OF  SKIN  LESIONS 
Michael  Fisher,  M.D. 

NO  FEE  CREDIT:  AAFP  1 % 

May  18 

COMMON  ENDOCRINE  DISORDERS 
Ruth  Freeman,  M.D. 

NO  FEE  CREDIT:  AAFP  1 \ 


Brooklyn  Neurological  Society 

May  19 

5:30-6:30  p.m. 

Lecture  Hall  #1' 

The  Basic  Science  Building 

I 


Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

BIOCHEMICAL  GENETICS  IN  NEUROLOGY 
Dr.  Roscoe  O.  Brady,  Jr. 

* Reception  & Dinner  6:30-8:30  p.m.  (For  members  only) 


May  19.  8:30  p.m. 

New  York  Council  on  Child  Psychiatry,  Inc. 

Payne  Whitney  Clinic 
525  E 68th  Street 

THE  CHILD  PSYCHIATRIST  AND  THE  LEGISLATIVE 

PROCESS 

Herbert  Sacks.  M.D. 

For  further  information  contact  New  York  Council  on  Child 
Psychiatry,  Inc.,  88-77  Elderts  Lane,  Woodhaven,  11421. 
Tel:  212/296-7007. 


May  20 

St.  Luke’s  Hospital  Center 

Ml.  Sinai  Hospital 
5th  Avenue  & 100th  Street 
THE  COMPROMISED  HOST 
FEE:  $75.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  V.  Bokkenheuser,  M.D., 
Director,  Dept,  of  Microbiology,  St.  Luke's  Hospital  Center, 
Amsterdam  Ave.  & 114th  Street,  New  York  10025. 


May  22,  9:00  a. m.  -4:00  p.m. 

Albert  Einstein  College  of  Medicine 

1410  Pelham  Parkway  South 
Bronx 

PREVENTION  OF  BIRTH  DEFECTS  AND  GENETIC 
DISEASE:  RECOGNITION  OF  ENVIRONMENTAL 
HAZARDS  AND  NEW  DIAGNOSTIC  APPROACHES 
Topics  will  include  the  effects  of  radiation,  maternal  hormone 
exposure,  infections  and  various  pharmaceuticals  on  the 
developing  fetus.  In  addition,  recent  advances  in  prenatal 
diagnostic  techniques  such  as  sonography,  alphafetoprotein 
assay  and  amniocentesis  will  be  discussed. 

FEE:  $25.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

$10.  residents 

For  further  information  contact  Dr.  Harold  M.  Nitowsky,  Albert 
Einstein  College  of  Medicine,  1410  Pelham  Parkway  South, 
Bronx,  10461. 


May  22,  8:30  a. m. -5:00  p.m. 

Maimonides  Medical  Center 

Metropolitan  Jewish  Geriatric  Center 
10th  Avenue  & 49th  Street 
Brooklyn 

1.  METABOLISM  OF  OBESITY 
Jerome  L.  Knittle,  M.D. 

2.  ATHEROSCLEROSIS— A KEY  PRIORITY  PROBLEM  IN 
PEDIATRICS 

Willard  Krehl,  M.D. 

3.  PSYCHOLOGICAL  FACTORS  ASSOCIATED  WITH 
OBESITY 

Henry  Jordan,  M.D. 

4.  DIFFERENTIAL  DIAGNOSIS  OF  CHILDHOOD  OBESITY- 
CLINICAL  ASPECTS 

James  B.  Sidbury,  Jr.,  M.D. 

5.  WHAT  SHOULD  THE  HEALTH  PROFESSIONAL  BE 
DOING  ABOUT  OBESITY 

Platon  J.  Collipp,  M.D. 

6.  BEHAVIOR  MODIFICATION  IN  TREATMENT  OF 
PEDIATRIC  AND  ADOLESCENT  OBESITY 
Henry  Jordan,  M.D. 


7.  THE  DUKE  PROGRAM  OF  WEIGHT  REDUCTION  IN 
CHILDREN 

James  B.  Sidbury,  Jr.,  M.D. 

8.  DRUG  THERAPY  OF  OBESITY  IN  CHILDREN 
Arthur  Grollman,  M.D. 

FEE:  $25.  includes  lunch 

For  further  information  contact  Mrs.  Shirley  Lasky,  Registrar, 
Maimonides  Medical  Center,  4802  Tenth  Avenue,  Brooklyn, 
11219.  Tel:  2 12/UL  3-1200. 


May  25 

Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  & Center 

329  East  62nd  Street 

ANALYTIC  EVALUATION  OF  THE  SEXUAL  REVOLUTION 
Harry  Gershman,  M.D. 

For  further  information  contact  the  Karen  Horney  Clinic,  329 
East  62nd  Street,  New  York  10021.  Tel:  212/PL  2-5267. 


May  26 

Columbia  University  College  of  P & S 

630  West  168th  Street 

NEW  DEVELOPMENTS  OF  THE  MAJOR 
HISTOCOMPATIBILITY  COMPLEX.  ITS  RELATIONSHIP  TO 
HUMAN  DISEASE,  IMMUNE  RESPONSE  AND 
TRANSPLANTATION. 

Paul  I.  Terasaki,  Ph.D. 

For  further  information  contact  Mrs.  Adeline  Tegnazian,  622 
West  168th  Street,  New  York  10032. 


QUEENS  COUNTY 


May  2-6 

Queens  Hospital  Center 

Jamaica 

9:00  a. m. -5:00  p.m. 

A ONE-WEEK  INTENSIVE  RADIATION  THERAPY  AND 
PHYSICS  REVIEW  AND  REFRESHER  COURSE  FOR 
RADIOLOGY  BOARD  CANDIDATES. 

Emphasis  will  be  on  methods  of  preparation  for  and  the 
answering  of  Board  questions. 

Nejat  Akbiyik,  M.D. 

FEE:  $150.  including  lunches  CREDIT:  AMA  Cat.  1 

(35  hrs.) 

For  further  information  contact  Nejat  Akbiyik,  M.D., 
Physician-in-Charge,  Radiation  Therapy  Department,  Queens 
Hospital  Center  Affiliation,  Long  Island  Jewish-Hillside 
Medical  Center,  82-68  164th  Street,  Jamaica,  1 1432.  Tel: 
212/990-2441. 


NASSAU  COUNTY 

May  5-6 

St.  Francis  Hospital 

100  Port  Washington  Blvd. 

Roslyn 

* with  Memorial  Sloan-Kettering  Cancer  Center 
PROBLEMS  AND  ALTERNATIVES  IN  TODAY'S 
MANAGEMENT  OF  CANCER  PATIENTS. 

The  program  is  designed  to  help  prepare  the  internist, 
primary  care  practitioner  and  the  specialist  to  understand  and 
cope  with  the  problem  in  the  Clinical  Care  of  Cancer 
Patients.  The  use  of  modern  chemotherapy  and  other 
alternative  measures  will  be  presented. 
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May  18 

* with  Nassau-Suffolk  Heart  Association 

ADVANCES  IN  MANAGEMENT  OF  CORONARY  HEART 

DISEASE 

The  purpose  of  this  program  is  to  present  a review  of  the 
fundamental  concepts  and  clinical  advances  in  the  medical 
and  surgical  management  of  coronary  heart  disease. 

For  further  information  contact  The  Dept,  of  Medical 
Education,  St.  Francis  Hospital,  100  Port  Washington  Blvd., 
Roslyn,  New  York  11576.  Tel:  516/627-6200,  ext.  1936. 


May  12/15/25 

Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

May  12,  8:00  p.m. 

Teaching  Center  Auditorium 
Long  Island  Jewish-Hillside  Medical  Center 
BIOLOGY  OF  CHONDROSARCOMA 
Henry  J.  Mankin,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (2  hrs.) 


May  15 

Teaching  Center  Auditorium 

Long  Island  Jewish-Hillside  Medical  Center 

CURRENT  PRACTICE  OF  BEHAVIOR  THERAPY 
A.  Lazarus,  Ph.D. 

FEE:  $60.  CREDIT:  AMA  Cat.  1 (7  hrs.) 


May  25,  8:45  a.m.- 1: 15  p.m. 

Sponsored  by  Division  of  Otolaryngology  and 
Communication  Disorders,  Department  of 
Surgery  and  the  Hearing  and  Speech  Center 

Long  Island  Jewish-Hillside  Medical  Center 
Teaching  Center  Auditorium 
Long  Island  Jewish-Hillside  Medical  Center 
CURRENT  TRENDS  IN  STUTTERING 
FEE:  $10.  CREDIT:  AMA  Cat.  1 (4  hrs.) 

For  further  information  contact  office  of  the  Dean  of  the 
Clinical  Campus  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park,  11040.  Tel:  212/470-2111. 


May  18,  Wednesday,  9:00-1 1:00  a.m. 

Mercy  Hospital  in  Liaison  with  Harvard  Medical 
School 

1000  North  Village  Avenue 
Rockville  Centre 

1.  CANCER  OF  THE  BREAST 

2.  HODGKINS  DISEASE 
George  P.  Canellos,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Mercy  Hospital  Medical 
Education  Department.  Tel:  516/265-2260. 


Franklin  General  Hospital  & Tufts  University 
School  of  Medicine 

May  19,  Thursday,  1 1:00  a m. -1:00  p.m. 

Franklin  General  Hospital 
900  Franklin  Avenue 
Valley  Stream 

BLEEDING  DISORDERS  INCLUDING  THE  USE  AND 
HAZARDS  OF  ASPIRIN 
Daniel  Deykin,  M.D. 

FEE:  $25.  CREDIT:  AMA  Cat.  1 
For  further  information  contact  Harold  S.  Sandhaus,  M.D., 
Franklin  General  Hospital,  900  Franklin  Avenue,  Valley 
Stream,  11580.  Tel:  516/825-8800,  ext.  368. 


May  25 

North  Shore  University  Hospital  with  Cornell 
University  Medical  College 

12:30-5:30  p.m. 

300  Community  Drive 
Manhasset 

Consultations  in  Hypertension 

1.  WELCOME 
Lawrence  Scherr,  M.D. 

2.  WHOM  DO  YOU  TREAT? 

Lawrence  Krakoff,  M.D. 

3.  ADOLESCENT  HYPERTENSION 
Margaret  Kilcoyne,  M.D. 

4.  DIURETICS  ARE  THE  FIRST  DRUGS 
Barry  Materson,  M.D. 

5.  TREATMENT  OF  HYPERTENSION  WITH 
COMPROMISED  RENAL,  CARDIAC,  AND  CEREBRAL 
FUNCTION 

Lionel  U.  Mailloux,  M.D. 

6.  HOW  TO  USE  THE  NEW  ANTIHYPERTENSIVE  DRUGS 
Ray  Gifford,  M.D. 

7.  CONSULTATIONS  WITH  FACULTY 
NO  FEE  CREDIT:  AMA  Cat.  1 (4  hrs.) 

AAFP  4 hrs. 

For  further  information  contact  Division  of  Nephrology  at 
North  Shore  University  Hospital,  300  Community  Drive, 
Manhasset,  11030.  Tel:  516/562-2318. 


SUFFOLK 


Brookhaven  Memorial  Hospital 

8:00-9:00  a.m. 

101  Hospital  Road 
Patchogue 
May  1 

PRESERVATION  OF  ISCHEMIC  MYOCARDIUM 
May  13 

STRESS  TESTING 
May  27 

PROLAPSED  MITRAL  VALVE— LEAF  SYNDROME 
For  further  information  contact  Dorothy  S.  Lane,  M.D., 
Brookhaven  Memorial  Hospital,  101  Brookhaven  Hospital 
Road,  Patchogue,  11772.  Tel:  516/654-7095. 


May  25 

8:30- 10:00  p.m. 

Suffolk  Academy  of  Medicine  sponsored  by  the 
Suffolk  County  Pediatric  Society 

850  Veterans  Memorial  Highway 
Hauppauge 

CARDIAC  PROBLEMS  DURING  ADOLESCENCE 
Henry  P.  Goldberg,  M.D. 

FEE:  $50.  CREDIT:  AAFP  12  hrs. 

Make  checks  payable  to  the  Suffolk  Pediatric  Society  and 
mail  to:  Albert  Adler,  M.D.,  Chairman,  Continuing  Education 
Committee,  Teapot  Lane,  Smithtown,  11787. 


WESTCHESTER  COUNTY 


St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

10:00  a.m.-2:00  p.m. 

May  5 

1.  EVALUATION  AND  TREATMENT  OF  OBSTRUCTIVE 
UROPATHY 
Paul  Tucci,  M.D. 
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2.  EVALUATION  AND  MANAGEMENT  OF  CHRONIC 
RENAL  FAILURE  IN  LATE  LIFE 
Martin  F.  Stein,  Jr.,  M.D. 

May  12 

1.  DIAGNOSIS  AND  MANAGEMENT  OF  HYPERTENSION 
IN  LATE  LIFE 

Gaddo  Onesti,  M.D. 

2.  DIFFERENTIAL  DIAGNOSIS,  MANAGEMENT  AND 
MONITORING  OF  THE  ACUTE  ABDOMEN  IN  LATE 
LIFE 

Louis  R M.  Del  Guercio,  M.D. 

May  19 

1.  PULMONARY  EVALUATION  OF  THE  PATIENT  WITH 
CHRONIC  OBSTRUCTIVE  PULMONARY  DISEASE 

E.  Leslie  Chusid,  M.D 

2.  NEWER  CONCEPTS  IN  GERIATRIC  CARDIOLOGY 
Frank  B.  Flood,  M.D. 

May  26 

1.  RHEUMATISM  IN  LATE  LIFE 
Israeli  Jaffe.  M.D. 

2.  EVALUATION  AND  MANAGEMENT  OF  THE  CHRONIC 
BRAIN  SYNDROME 

Alvin  Goldfarb,  M.D. 

FEE:  $50.  per  person  payable  in  advance  to:  Department 
of  Medicine,  St.  Joseph's  Hospital.  Fee  includes 
entrance  to  all  sessions  and  lunch.  Attendance 
limited  to  100  physicians. 

CREDIT:  AMA  Cat.  1 (3%  hrs.  per  session) 

AAFP  total  for  sessions  63  hrs. 

For  further  information  contact  St.  Joseph's  Hospital,  127 
South  Broadway,  Yonkers,  10701.  Tel:  914/965-6700. 

New  York  Medical  College 

May  18-21 

Westchester  County  Medical  Center 
Valhalla 

Ophthalmic  Plastic,  E.N.T.  Plastic,  General  Plastic,  and 
Dermatologic  Plastic  Surgeon.  Cosmetic  blepharoplasty, 
blepharoptosis  surgery,  lid  reconstruction,  lacrimal  surgery, 
orbital  reconstruction,  entropion,  ectropion,  orbital  fractures 
and  tumors  will  be  covered. 

* Faculty  of  over  25  authorities  from  various  fields. 

For  further  information  contact  Michael  Dunn,  M.D.  and 
Pierre  Guibor,  M.D.,  630  Park  Avenue,  New  York  10021. 

Tel:  212/734-1010. 


ALBANY 


American  Cancer  Society 

May  5 

New  York  State  Division,  Inc. 

Albany  Veteran's  Administration  Hospital 
Albany  Medical  College 
Veteran's  Administration  Hospital 
Albany 

ORAL  CANCER— A MULTIDISCIPLINARY  APPROACH 
The  program  will  cover  precancerous  oral  lesions,  head  and 
neck  examination,  diagnostic  tests,  and  modalities  of 
treatment  such  as  radiation  therapy,  chemotherapy  and 
cryotherapy.  Also  included  will  be  post-operative  nursing 
care  and  maxillofacial  prosthodontia  for  the  oral  cancer 
patient. 

CREDIT:  AMA  Cat.  1 applied  for. 

For  further  information  contact  Robert  E.  Rail,  American 
Cancer  Society  NYS,  747  Madison  Avenue,  Albany 
12208.  Tel:  518/449-8722. 


BUFFALO 


Roswell  Park  Memorial  Institute 


666  Elm  Street 
Buffalo 
May  12 

ADVANCES  IN  THE  TREATMENT  OF  CHILDHOOD 
CANCER 

Arnold  Freeman,  M.D. 

FEE:  $10.  CREDIT:  AMA  Cat.  1 & AAFP 
For  further  information  contact  Professional  Educational 
Office,  Roswell  Park  Memorial  Institute,  666  Elm  Street, 
Buffalo  14263. 


State  University  of  New  York  at  Buffalo 

May  12- 14 

The  Niagara  Hilton 

Niagara  Falls 

May  12,  5:00-10:00  p.m. 

INFORMAL  IMMUNOLOGIC  WORKSHOP 


May  13,  8:00  a. m.  -5:30  p.m. 

1.  THE  IMMUNE  SYSTEM— 1977 
Pearay  L.  Ogra,  M.D. 

2.  CURRENT  CONCEPT  OF  THE  HUMAN  IMMUNE 
SYSTEM 

John  Bienenstock,  M.D. 

3.  MACROPHAGE  AND  NEUTROPHIL  FUNCTION  AND 
DYSFUNCTION 

Paul  Quie,  M.D. 

4.  FETOMATERNAL  IMMUNOLOGICAL  INTERACTION 
Jonathan  Lanman,  M.D. 

5.  MALNUTRITION  AND  THE  IMMUNE  SYSTEM 
Robert  Suskind,  M.D. 

6.  EVALUATION  OF  THE  IMMUNE  SYSTEM 
Byung  H.  Park,  M.D. 

7.  THE  IMMUNE  SYSTEM  IN  THE  NEWBORN 
Stanley  Levin,  M.D. 

8.  EVALUATION  OF  THE  PATIENT  WITH  SUSPECTED 
IMMUNE  DEFICIENCY 

Hilaire  Meuwissen,  M.D. 

9.  CLINICAL  CASE  PRESENTATIONS 

a.  Child  with  Recurrent  Infections 
Paul  Quie,  M.D. 

b.  Infantile  Genetic  Agranulocytosis 
James  Humbert,  M.D. 

c.  Chronic  Granulomatous  Disease 
Byung  H.  Park,  M.D. 

d.  Chediak-Higashi 
Douglas  Biggar,  M.D. 


May  14,  9:00  a. m. -5:30  p.m. 

INFECTIONS  AND  THE  IMMUNE  SYSTEM 
Erwin  Neter,  M.D. 

1.  Immunological  Events  in  Infection 
Pearay  L.  Ogra,  M.D. 

2.  Infections  in  the  Immune  Compromised  Host 
Walter  Hughes,  M.D. 

3.  Current  Status  of  Therapy  in  Immune  Deficiency  Diseases 

4.  Transplants 

a.  Bone  Marrow 

b.  Liver 

c.  Thaymus 
Richard  Hong,  M.D. 

5.  Humoral  Factors 

a.  Transfer  Factor 

b.  Thymic  Factors 

c.  Interferon 
Erwin  Gelfand,  M.D. 

6.  Clinical  Immunology 
Stanley  Levin,  M.D. 

7.  Modulation  of  Immune  Regulatory  Mechanism 
Douglas  Biggar,  M.D. 
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8.  Clinical  Case  Presentations 

a.  Severe  Combined  Immune  Deficiency  (SCID) 

Richard  Hong,  M.D. 

b.  Di  George  Syndrome 
Richard  Hong,  M.D. 

c.  Ataxia  Telangiectasia 
Stanley  Levine,  M.D. 

d.  Down's  Syndrome 
Stanley  Levine,  M.D. 

e.  Wiskott-Aldrich  Syndrome 
Douglas  Biggar,  M.D. 

f.  Agammaglobulinemia 
Douglas  Biggar,  M.D. 

FEE:  $125.  CREDIT:  AMA  Cat.  1 & AAFP 
$ 60.  residents 

For  further  information  contact  State  University  of  New  York 
at  Buffalo,  2211  Main  Street,  Buffalo,  14214.  Tel:  716/ 
831-5526. 


JOHNSON  CITY 


Wilson  Memorial  Hospital  Co-sponsored  by 
SUNY  Upstate  Medical  Center 

Wilson  Memorial  Hospital 
33-57  Harrison  Street 
Johnson  City 
May  3-31 

Tuesdays,  11:00  a.  m.,  Redwood  Room 
Medical  Grand  Rounds  10:00  a.m. 

May  3 

APNEA  OF  THE  NEWBORN 
Margaret  Williams,  M.D. 

May  10 

EVALUATION  OF  CHILD  WITH  EASY  BRUISING  AND/OR 

EPISTAXIS 

Marie  Stuart,  M.D. 

May  17 

PEPTIC  DISEASE  IN  CHILDREN 
Judith  Sondheimer,  M.D. 

May  24 

HEADACHES  IN  CHILDREN 
Carl  Crosley,  M.D. 

May  31 

CONGENITAL  G.l.  ANOMALIES 
David  Dudgeon,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr) 

AAFP  Cat.  1 


May  4- 18 

Wednesdays,  9:00  a m.,  Redwood  Room 
Medical  Grand  Rounds  10:00  a.m. 

May  4 

MANAGEMENT  OF  LIVER  TRAUMA 
Naji  Abou-Mourad,  M.D. 

May  18 

INTESTINAL  OBSTRUCTION  IN  NEWBORN 
David  Dudgeon,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr) 

AAFP  Cat.  1 


May  5/12/19 

Thursdays,  Medical  Grand  Rounds:  10:00  a.m. 
Lecture:  1 1:00  a.m. 

Clinical  Seminars 

May  5 

EVALUATION  AND  TREATMENT  OF  DIARRHEA 
Sheldon  Schwartz,  M.D. 

May  12 

DIALYSIS  AND  TRANSPLANTATION 
Edward  Schroeder,  M.D. 

Richard  Burleson,  M.D. 


May  19 

TO  BE  ANNOUNCED 
CREDIT:  AMA  Cat.  1 (2  hrs.) 

AAFP  Cat.  1 (2  hrs.) 

For  further  information  contact  Mucio  R.  Valenca,  M.D., 
Wilson  Memorial  Hospital,  33-57  Harrison  Street,  Johnson 
City,  13790.  Tel:  607/773-6391. 


NEW  PALTZ 


Mid-Hudson  Consortium  for  Advancement  of 
Medical  Education  in  Collaboration  with  New 
York  Medical  College 

State  University  College 
New  Paltz 
May  5 

SURGICAL  TREATMENT  OF  MYOCARDIAL  ISCHEMIA 
Wayne  Isom,  M.D. 

FEE:  $20. 

For  further  information  contact  Center  for  Continuing 
Education  Conference  Desk,  State  University  of  New  York, 
College  at  New  Paltz,  New  Paltz,  12561. 


OUT-OF-STATE 


PHILADELPHIA,  PENNSYLVANIA 

May  22-25 

Mid-Atlantic  Chapters  of  the  American  College 
of  Emergency  Physicians  and  the  Emergency 
Department  Nurses  Association 

Philadelphia  Marriott  Motel 
Philadelphia 

MARC  I,  THE  FIRST  MID-ATLANTIC-REGIONAL- 
CONGRESS  OF  EMERGENCY  MEDICINE 
FEE:  a.  ACEP  members:  $200. 

b.  Non-ACEP  members:  $250. 

For  further  information  contact  Ms.  Rita  Celmer,  R.N.,  2513 
Brown  Street,  Philadelphia,  19130.  Tel:  215/978-6569. 


CARMEL,  INDIANA 


May  1 1- 14 

Indiana  Chapter  American  College  of  Emergency  Physicians 
Co-sponsored  by  Indiana  University  School  of  Medicine 
Airport  Hilton  Inn 
Indianapolis,  Indiana 

INDIANA  CHAPTER  ACEP-EDNA  EMERGENCY  MEDICINE 
SEMINAR 

FEE:  $50. -$100.  CREDIT:  AMA  Cat.  1 applied  for 

For  further  information  contact  David  Gettle,  M.D.,  10005 
Hillsdale,  Carmel,  46032.  Tel:  317/844-7105. 

SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less  than 
cost.  The  $3.00  one-year  subscription  rate  guarantees  you  12 
issues  mailed  first  class  in  advance  of  the  New  York  State  Journal 
of  Medicine. 


OUT-OF-U.S.A. 


ROME,  ITALY 

May  2-July  16 

Institute  of  International  Medical  Education 

CLINICAL  MEDICINE  REVIEW  CURRICULUM  IN  ROME, 
ITALY. 

For  further  information  contact  Natale  Colosi,  Ph.D.,  Dean, 
Institute  of  International  Medical  Education,  222  East  19th 
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Street,  New  York  10003.  Tel:  212/677-4728. 


CANADA 

May  7-8 

Ontario  Society  of  Clinical  Hypnosis 
The  Hyatt  Regency  Hotel 
Toronto,  Ontario 

ADVANCED  WORKSHOP  ON  ERICKSONIAN 
TECHNIQUES  OF  HYPNOTIC  COMMUNICATION 
Drs.  Bandler  and  Grinder 

For  further  information  contact  Dr.  E Barnett.  O.S.C.H.,  243 
St.  Clair  Ave.  W . Toronto.  M4V  1R3.  Tel:  416/922-8300. 


May  11 

McMaster  University  Medical  Centre 

1200  Main  Street  West 
Hamilton,  Ontario 

DAY  IN  CLINICAL  NEUROSCIENCES  FOR  FAMILY 
PHYSICIANS  AND  INTERNISTS. 

For  further  information  contact  Andrew  Talalla,  M.D., 
McMaster  University  Medical  Centre,  1200  Main  Street  West, 
Hamilton,  Ontario  L8S  4J9. 


May  27-28 

REFRESHER  DAY  IN  ANAESTHESIA 
For  further  information  contact  D.  V.  Catton,  M.D.,  McMaster 
University  Medical  Centre,  1200  Main  Street  West,  Hamilton, 
Ontario  L8S  4J9. 


LONDON,  ENGLAND 

May  16- 18 

The  Royal  Society  of  Medicine 

1 Wimpole  Street 

London 

INFLUENCE  OF  LITIGATION  ON  MEDICAL  PRACTICE 
FEE:  $50.  includes  luncheons,  coffee  breaks  and 
copy  of  the  conference  proceedings. 

For  further  information  contact  Conference  Secretary  Royal 
Society  of  Medicine,  1 Wimpole  Street,  London  W1M  8AE, 
England. 


FUTURE  EVENT 


June  6- 10 

Montefiore  Hospital  and  Medical  Center,  Albert 
Einstein  College  of  Medicine  and  The  New 
York  State  Society  of  Anesthesiologists 

Barbizon  Plaza  Hotel 
106  Central  Park  South 
New  York,  N.Y. 

14th  BASIC  SCIENCE  SYMPOSIUM  ON 
ANESTHESIOLOGY  AND  CRITICAL  CARE  MEDICINE 
FEE:  $200.  CREDIT:  AMA  Cat.  1 (35  hrs.) 

For  further  information  contact  Deryck  Duncalf,  M.D., 
Montefiore  Hospital  and  Medical  Center,  1 1 1 East  210th 
Street,  Bronx  10467.  Tel:  212/920-4226. 


For  latest  physicians’  placement  opportunities  see  next  page 


Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1040. 
Telephone  516-488-6100. 


physicians' 

placement 

nppnrtunities 


April  1977 /New  York  State  Journai  of  Medicine  877 

WGO  9 


ALLERGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Allergist.  Contact  Mr. 
Charles  D.  Hicks,  Director,  Physicians’  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/ 

253-3388. 

ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O'Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkwy.,  Buffalo,  14208.  Tel: 
716/886-4400,  ext.  447. 

CORNING,  N.Y.,  Steuben  County  needs  an  Anesthesiologist. 
Contact  Marvin  S.  Lee,  M.D.,  P.O.  Box  35,  Corning,  14830.  Tel: 
607/962-5051,  ext.  278. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Anesthesiologist 
and  Ob/Gyn  physician.  Contact  Jose  Galinso,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

POTSDAM,  N.Y.,  St.  lawrence  County,  needs  an  Anesthesiologist. 
Contact  C.  Edward  Stevens,  Executive  Director,  Central  St. 
Lawrence  Health  Services,  50  Leroy  Street,  Potsdam,  13676. 
Tel:  315/265-3300 

DERMATOLOGIST 

AUBURN,  N.Y.  Cayuga  County  needs  a Dermatologist.  For  further 
information  contact  Mr.  Charles  D.  Hicks,  Director,  Physicians’ 
Procurement  Committee,  157  Ross  Street,  Auburn  13021.  Tel: 
315/253-3388. 

EAST  AMHERST,  N.Y.,  Erie  County  needs  a dermatologist. 
Contact  Joseph  T.  Lucas,  M.D.,  6745  Transit  Road,  East 
Amherst,  14051.  Tel:  716/688-6766.  After  6 P.M.,  716/ 
634-7332. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Glean  Medical  Grout 
Olean,  14760.  Tel:  716/372-0141. 

EMERGENCY  ROOM 

ALBANY,  N.Y.,  Albany  County,  needs  an  Emergency  Room  Physi- 
cian and  Employee  Health  Service  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency  Room 
physician.  Position  offers  excellent  benefits.  Contact  Irving 
Cramer,  M.D.,  St.  Luke's  Hospital  Center,  Box  479  Champlin  Rd., 
Utica,  13502. 

ENT 

BRONX,  N.Y.,  needs  a ENT,  Radiologist,  General  Surgeon,  Neuro- 
surgeon, Orthopedic  Surgeon,  Ophthalmologist,  Pediatrician, 
Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Misericordia 
Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx  10466.  Tel: 
212/653-3000,  ext.  277. 

CEDARHURST,  N.Y.  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Barrett  Road, 
Cedarhurst  11559.  Tel:  516/239-0880. 

FAMILY  PHYSICIAN 

ALBANY,  N.Y.,  Albany  County,  needs  an  Employee  Health  Service 
Physician  and  an  Emergency  Room  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Ms.  Emily  Dinkelacker,  Village  of  Athens. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center,  Bergen  14416.  Tel:  716/494-1621. 

BRONX,  N.Y.  needs  a General  Physician  to  work  mornings.  Contact 
Mr  Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis 
Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 


sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

CANTON,  N.Y.,  St.  Lawrence  County,  needs  a doctor  for  Student 
Health  Services.  Contact  Stuart  A.  Winning,  M.D.,  St. 

Lawrence  University,  Canton,  13617.  Tel:  1-315/379-5392. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 

CORNING,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  James  M.  Clifford,  Corning  Medical  & Surgical  Asso- 
ciates, Medical  Arts  Building,  201  E First  Street,  Corning  14830. 
Tel:  607/936-9971. 

FREEPORT,  N.Y.,  Nassau  County  needs  a Family  Physician. 
Contact  Bernard  Ross,  M.D.,  121  South  Ocean  Avenue,  Free- 
port. 

HAMILTON,  N.Y.,  Madison  County  needs  a Family  Physician. 

Contact  Ms.  N.  Cara  Ackerman,  Director,  Mid-York  Family 
Health  Center,  150  Broad  Street,  Hamilton,  13346.  Tel: 
315/824-0850. 

HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of  Webb  Health 
Center,  Old  Forge  13420.  Tel:  315/369-3464. 

HIGHLAND  FALLS,  N.Y.,  Orange  County,  needs  a Family  Physician. 
Contact  G.  R.  Carroll,  M.D.,  7 Satterlee  Rd.,  Highland  Falls,  10928. 
Tel:  914/446-4040. 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  Watson  L.  Walden,  Business  Manager,  Karl  Medical 
Group,  P.C.,  20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

HORSEHEADS,  N.Y.,  Chemung  Co.,  needs  a Family  Physician  and 
Surgeon.  Contact  Horseheads  Medical  and  Surgical  Associates, 
P.C.,  301  West  Broad  Street,  Horseheads,  14845.  Tel:  607/RE 
9-3644. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director,  Family 
Health  Center,  51  Glasgow  Avenue,  Jamestown  14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street,  Johns- 
town, 12095. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician. 

Contact  George  F.  Einters,  M.D.,  143  Green  Street,  Kingston, 
12401.  Tel:  914/338-4034. 

LOCKPORT,  N.Y.,  Niagara  County  needs  several  Family  Physicians. 
Contact  N.  Donald  Peifer,  Lockport  Memorial  Hospital,  Lockport, 
14094  Tel:  716/433-3831. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Family  Physician.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22 
Putnam  Professional  Park,  Mahopac,  10541.  Tel:  914/628- 
3474 

MEDINA,  N.Y.  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.  needs  a part-time  Family  Physician  or  In- 
ternist for  a two  day  week.  Contact  George  Friedman,  M.D.,  415 
Central  Park  W,  New  York,  10025.  Tel:  212/222-4763. 

OGDENSBURG,  N.Y.,  St.  Lawrence  County,  needs  a Family  Physi- 
cian. Contact  R.  Agarwal,  M.D.,  Health  Center,  Ogdensburg,  j 
13669.  Tel:  315/393-4171. 

PENN  YAN,  N.Y.,  Yates  County  needs  a Family  Physician, 
Ophthalmologist  and  Internist.  Contact  Daniel  J.  Clements, 

1 13  Chapel  Street,  Penn  Yan,  14527.  Tel:  315/536-3973  or 
536-4431. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/754-6227 
days,  315/754-6663  evenings. 
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SALAMANCA,  N.V.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians  Contact  Miss  B J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779 

TROY,  N.Y.,  Rensselaer  County,  needs  a General  Physician  with 
interest  in  alcoholism.  Contact  David  Kadish,  Assistant  Adm., 
Samaritan  Hospital,  2215  Burdett  Avenue,  Troy,  12180.  Tel: 
518/274-3000,  ext.  201. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan,  Waddington  13694.  Tel:  315/ 
388-4446  or  315/388-5908. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Alexander  Boroff,  M.D.,  474  Pennsylvania  Avenue,  Waverly, 
14892.  Tel:  607/565-8360. 

WAVERLY,  N Y.  Tioga  County  needs  a Family  Physician.  Contact 
Mr  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WEBSTER,  N.Y.  Monore  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  12  miles  east  of  Rochester 
Contact  Jason  O.  Cook,  M.D.,  193  West  Main  Street,  Webster 
14580. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm..  Memorial  Hosiptal  of  William  F. 
& Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville,  14895. 
Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Robert 
Arnold,  Willsboro,  12996. 

INTERNISTS 

BRONX,  N.Y.,  needs  an  Internist.  Contact  Benjamin  Dvosin,  Adm., 
Northern  City  Medical  Group  (H.I.P.),  115  Dreiser  Loop,  CO-OP 
City,  Bronx,  10475. 

BRONX,  N.Y.  needs  an  Internist  for  2 day  week.  Contact  Mr.  Ro- 
senfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454  Tel:  212/292-2260. 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  interested 
in  health  care  delivery  and  community  medicine  For  further 
information  contact  W H.  Stevenson,  Ass't  Director  of  Personnel, 
the  Buffalo  General  Hospital,  100  High  Street,  14203.  TEL: 
716/845-7490. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

DELHI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street,  Delhi.  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

FAR  ROCKAWAY,  N.Y.  Queens  County  needs  an  Internist  with 
Gastroenterology  or  Pulmonary  Disease  subspecialty. 

Contact  Mrs.  Moore,  Seagirth  Health  Care  Service,  1731 
Seagirth  Blvd.,  Far  Rockaway,  1 1691.  Tel:  212/471-5400. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Internist, 

Psychiatrist,  Pediatrician.  Contact  Mr.  Pegalis,  54  Main 
Street,  Medical  Bldg.,  Hempstead,  1 1550.  Tel:  516/538- 
4531/4532. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420.  Tel: 
315/369-2464. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Cardiologist.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac,  10541.  Tel:  914/628-3474. 

MARGARETVILLE,  N.Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  available. 
For  further  information  contact  Margaretville  Memorial  Hospital 
Administrator  at  Tel:  914/586-2631  or  914/586-4807. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J.  McDonald,  Adm.,  Schuyler 
Hospital,  Montour  Falls,  14865.  Tel:  607/535-7121. 

NEWARK,  N.Y.,  Wayne  County  needs  an  Internist.  Contact  W. 

L.  Fredricksen,  Admin.,  Newark  Medical  Center,  Newark 
14513.  Tel:  315/331-3310. 

PENN  YAN,  N.Y.,  Yates  County  needs  an  Ophthalmologist 


Internist  and  Family  PJn^ician.  Contact  Daniel  J.  Clements, 

1 13  Chapel  Street,  Penn  Yan,  14527.  Tel:  315/536-3973  or 
536-4431. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  F:or  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Internist  with  a sub- 
specialty in  Cardiology.  Contact  John  W.  Sands,  Adm.,  The 
Hospital,  Pearl  Street,  Sidney,  13838.  Tel:  607/563-9934. 

SUBSCRIPTION 

Subscriptions  to  WHAT  GOES  ON'1  are  being  offered  at  less  than 
cost.  The  $3.00  one-year  subscription  rate  guarantees  you  12 
issues  mailed  first  class  in  advance  of  the  New  York  State  Journal 
of  Medicine. 

GENER A L SURGE  ON 

BRONX,  N.Y.,  needs  a General  Surgeon,  Radiologist,  Neurosurgeon, 
Orthopedic  Surgeon,  Ophthalmologist,  ENT  physician,  Pediatri- 
cian, Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Misericordia 
Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx  10466.  Tel: 
212/653-3000,  ext.  277. 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

HORSEHEADS,  N Y.,  Chemung  Co.,  needs  a Surgeon  and  Family 
Physician.  Contact  Horseheads  Medical  and  Surgical  Asso- 
ciates, P C , 301  West  Broad  Street,  Horseheads,  14845.  Tel: 
607/RE  9-3644. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a General 
Surgeon.  Contact  George  Skomsky,  Adm.,  Massena 
Memorial  Hospital,  Massena,  13662.  Tel:  315/769-9991 
SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General 

Surgeon,  Family  Physician  and  an  Internist.  Contact  Ms.  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon,  Neurosurgeon,  Radi- 
ologist, General  Surgeon,  Ophthamologist,  ENT  physician,  Pe- 
diatrician, Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Mis- 
ericordia Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx 
10466.  Tel:  212/653-3000,  ext.  277. 

MASSENA,  N Y,,  St  Lawrence  County  needs  a Orthopedic  Surgeon, 
ENT,  Psychiatrist  and  General  Physician.  Contact  George 
Skomsky.  Adm  . Massena  Memorial  Hospital,  Massena,  13662. 
Tel:  315/769-9991. 

MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm,,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

DIRECTOR 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Director 
for  St.  Mary's  Hospital,  89  Genesee  Street,  Rochester, 
14611. 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Surgeon. 
Contact  A.  J.  Graziani,  M.D.,  St.  Mary's  Hospital,  89  Genesee 
Street,  Rochester,  14611. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Orthopedic  Surgeon 
Contact  Charles  F.  Ryan,  M.D  , Tioga  General  Hospital,  Waverly, 
14892.  Tel:  607/565-2861. 

NEW  YORK  CITY,  N.Y.,  needs  an  Orthopedist  for  part-time  4-6 
hours  weekly.  Contact  F.  P.  Guidotti,  M.D.,  Medical  Director, 
Health  Center  Family  Medical  Office,  321  W.  44th  Street,  New 
York  10036.  Tel:  212/586-1550. 

NEUROSURGEON 

BRONX,  N.Y.,  needs  a Neurosurgeon,  Radiologist,  General  Surgeon, 
Orthopedic  Surgeon,  Ophthamologist,  ENT  physician,  Pediatri- 
cian, Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Misericordia 
Hospital  Medical  Center,  500  E.  233rd  Street,  Bronx  10466.  Tel: 
212/653-3000,  ext.  277. 

OBSTETRICIAN/GYNECOLOGIST 

BATAVIA,  N.Y.,  Genesee  Courty  needs  an  Ob/Gyn  physician. 
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Contact  Louis  E.  Green,  Jr.,  M.D.  and  John  T.  Chua,  M.D., 

P.C  , 215  Summit  Street,  Batavia  14020.  Tel:  716/343- 
6076. 

GOWANDA,  N.Y.,  Cattaragus  County  needs  an  Ob/Gyn  physician 
and  an  Anesthesiologist.  Contact  Jose  Galindo,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Ob/Gyn  physician. 
Contact  Mr.  Pegalis,  54  Main  Street,  Medical  Building, 
Hempstead  11550.  Tel:  516/538-4531/2 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  Contact  Gorden  Stenhouse,  M.D.,  Hornell  Medical 
Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  an  Ob/Gyn  physician.  Contact  Ms. 
Anne  Squire,  c/o  Storch,  44  Gramercy  Park  North,  New  York 
10010.  Tel:  212/254-0700 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street, 
Norwich,  13815.  Tel:  607/334-9229. 

ROCKVILLE  CENTRE,  N.Y.,  Nassau  County  needs  an  Ob/Gyn  phy- 
sician. Contact  Dr.  Erwin  T.  Michaelson  or  Dr.  Donald  S.  Cohen, 
165  N.  Village  Ave.,  Rockville  Centre,  11570.  Tel:  516/ 

766-5851. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr.  Stewart  Redman, 
Adm.,  Community  Hospital,  Harper  Street,  Stamford  12167.  Tel: 
607/652-7521. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

BRONX,  N.Y.,  needs  a Radiologist,  General  Surgeon,  Neurosurgeon, 
Orthopedic  Surgeon,  Ophthalmologist,  ENT  physician,  Pediatri- 
cian, Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Misericordia 
Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx  10466.  Tel: 
212/853-3000,  ext.  277. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Ophthalmologist. 
Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140 
Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext. 
261  04  262. 

PENN  YAN,  N.Y.,  Yates  County  needs  an  Internist,  Family 
Physician  and  Ophthalmologist.  Contact  Daniel  J.  Clements, 

1 13  Chapel  Street,  Penn  Yan  14527.  Tel:  315/536-3973  or 
536-4431. 

PATHOLOGIST 

BRONX,  N.Y.,  needs  a Pathologist,  Radiologist,  General  Surgeon, 
Neurosurgeon,  Orthopedic  Surgeon,  Ophthalmologist,  ENT 
physician,  Pediatrician.  Contact  Mr.  Kenneth  F.  Adamec, 
Misericordia  Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx 
10466.  Tel:  212/653-3000,  ext.  277. 

PEDIATRICIAN 

BRONX,  N.Y.  needs  a Pediatrician  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Am.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.,  needs  a Pediatrician,  Radiologist,  General  Surgeon, 
Neurosurgeon,  Orthopedic  Surgeon,  Ophthalmologist,  ENT 
physician,  Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Mis- 
ericordia Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx 
10466.  Tel:  212/653-3000,  ext.  277. 

BROOKLYN,  N Y.,  Kings  County  needs  a Pediatrician.  Contact 
Dr  Veronica  Santilli,  7000  Bay  Parkway,  Brooklyn.  Tel: 
212/331-8400 

HEMPSTEAD,  N Y.,  Nassau  County  needs  a Pediatrician, 


Internist,  Psychiatrist.  Contact  Mr.  Pegalis,  54  Main  Street, 
Medical  Bldg.,  Hempstead,  11550.  Tel:  516/538-4531/ 
4532. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Pediatrician.  Con- 
tact Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Pediatrician.  Contact  Bernad  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac  10541.  Tel:  914/628-3474. 

MIDDLETOWN,  N.Y.,  Orange  County  needs  a Pediatrician.  Contact 
David  Zylberman,  M.D.,  10  Benton  Avenue,  Middletown, 
10940. 

MIDDLE  VILLAGE,  N.Y.,  Queens  County  needs  a Pediatrician. 
Contact  Dr.  R.  Bell,  75-26  Furmanville  Avenue,  Middle 
Village  11379.  Tel:  212/326-0100. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  41865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  a Pediatrician.  Contact  Clarence  Fowe, 
M.D.,  346  Broadway  6th  Floor,  New  York  10013.  Tel:  212/ 
433-7854. 

YONKERS,  N.Y.,  Westchester  County  needs  a pediatrician.  Contact 
Dr.  L.  Kauffman,  Lewis  Rd  , Irvington.  10533. 

PSYCHIATRIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Psychiatrist.  Contact 
Gerald  M.  Blum,  M.D.,  Chief,  Psychiatry  Clinic,  Jewish 
Hospital  and  Medical  Center  of  Brooklyn,  555  Prospect  Place, 
Brooklyn,  11238.  Tel:  212/240-1701. 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County,  needs  a Radiologist.  Contact 
Dr.  Bernard  Suster,  Chief,  Radiology  Service,  Brooklyn 
Veterans  Administration,  800  Poly  Place,  Brooklyn,  11209. 

Tel:  212/836-6600,  ext.  341/342. 

UTICA,  N.Y.  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  including 
special  procedures,  ultrasound  and  nuclear  medicine.  Contact 
B.  H.  Johnson,  M.D.,  Dept,  of  Radiology,  St.  Luke’s  Memorial 
Hospital  Center,  Box  479,  Utica,  15303. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  The  Journal  of  the  AMA. 


For  Physicians’ 
Placement  Application 
Form  please  write  the 
Medical  Society,  State  of  N.Y., 
420  Lakeville  Rd., 

Lake  Success,  N.Y.  11040. 


880  New  York  Slate  Journal  of  Medicine/April  1977 
WGO  12 


New  York  State  Journal  of  Medicine 

Published  monthly  with  the  Minutes  of  the  House  of  Delegates  added  in  March  and  the  Convention  issue  in  August  by  the  Medical 
Society  of  the  State  of  New  York  Copyright  1977  by  the  Medical  Society  of  the  State  of  New  York.  Editorial,  Circulation,  and 
Advertising  Office s 420  Lakeville  Rd.,  Lake  Success,  N.Y.  1 1040.  Change  of  Address  Notice  should  slate  whether  or  not  change 
is  permanent  and  should  include  the  old  address.  Six  weeks  notice  is  required  to  effect  a change  of  address.  Fifty  cents  per  copy — $3.50 
per  year.  Second-class  postage  paid  at  New  Hyde  Park,  N.  V . and  additional  mailing  office.  POSTMASTER:  Send  POD  form 
3579  to  New  York  State  Journal  of  Medicine,  120  Lakeville  Rd  , Lake  Success,  N.  Y.  11040. 


Contents 


MAY  1977  VOLUME  77  NUMBER  6 


The  Editors  of  the  Journal  assume  no  responsibility  for  opinions  and  claims  ex- 
pressed in  the  articles  contributed  by  individual  authors.  Contributions  accept- 
ed for  original  publication  only. 


903 

908 

911 

913 

916 

921 

928 

933 

938 

944 

953 

956 

962 

968 


Scientific  Articles 

Mammary  Cancer;  Tissue  estrogen  receptor  assay  at  Albany  Medical  Center 

John  A.  Holt,  Ph  D.,  James  M.  Plummer,  M.S.,  Donald  P.  Swartz,  M.D.,  Robert  W. 
Sponzo,  M.D.,  John  Horton,  M B..  B.Ch.,  and  Herbert  I.  Jacobson,  Ph  D. 

Childhood  Radial  Head  Subluxation;  Physician  unfamiliarity  with  “nursemaid’s”  or 
"pulled”  elbow 

Robert  S.  Bobrow,  M.D.,  D.F.P. 

Left  Bundle  Branch  Block  and  Diabetes  Mellitus 

Ralph  J.  D'Angelo,  M.D.,  Kondaponeni  Sitsmahalakshmi,  M.D.,  and  Maya 
Biddichandani,  M.D. 

Aphakia;  Continuous  wearing  of  soft  contact  lenses 
Herbert  L.  Gould,  M.D.,  F.A.C.S. 

Value  of  Knee  Arthrography  in  Nonmeniscal  Damage 

George  Hermann,  M.D.,  Edward  Alvarez,  M.D.,  and  Leroy  S.  Lavine,  M.D. 
Microvascular  Free  Groin  Flaps 

Daniel  C.  Morello,  M.D.,  William  Shaw,  M.D.,  Daniel  C.  Baker,  M.D.,  John  M. 
Converse,  M.D.,  and  Kitaro  Ohmori,  M.D. 

Adolescent  Contraceptors;  Follow-up  study 

Joan  E.  Morgenthau,  M.D.,  P.  S.  S.  Rao,  Dr.P.H.,  John  C.  Thornton,  Ph.D.,  and 
Olive  Cameron,  C.N.M. 

Contraceptive  Use;  Prevalence  among  married  women  in  Albany,  New  York,  Health 
Region,  1974 

John  E.  Anderson,  Ph.D.,  Leo  Morris,  M.P.H.,  George  Stroh,  M.P.H.,  Judy  Conn, 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local 
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Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 

Valium^ 

(diazepam)  ^ 

2-mg,5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
oxazepam  months  of  age.  Acute 
narrow  angle  glaucoma; 

may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 
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Abstracts 


Holt,  J.  A.,  Plummer,  J.  M.,  Swartz,  D.  P.,  and  Jacob- 
son, H.  I.:  Mammary  cancer  at  Albany  Medical  Center; 
Tissue  estrogen  receptor  assay,  New  York  State  J.  Med. 
77:  903  (May)  1977. 

The  (TER A)  tissue  estrogen  receptor  assay  in  mammary 
tumor  tissue  provides  the  physician  with  the  most  impor- 
tant single  indicator  yet  devised  for  assessing  the  likelihood 
that  the  breast  cancer  patient  will  benefit  from  endocrine 
therapy.  The  cytoplasmic  estrogen  receptor  protein  is 
labile  and  requires  explicit  guidelines  in  regard  to  specimen 
handling  and  processing.  A properly  chilled  segment  of 
the  surgical  specimen  must  be  delivered  to  avert  a false 
negative  assay  result.  There  is  evidence  that  the  estro- 
gen-binding protein  being  measured  is  in  fact  receptor, 
rather  than  some  irrelevant  material;  the  parameters 
provided  in  evidence  are  the  affinity  constant  for  hormone 
binding  as  determined  from  Scatchard  plots  and  the  sed- 
imentation velocity  exhibited  by  the  protein-hormone 
complex  during  ultracentrifugation  on  a sucrose  gradient. 
The  endocrine  status  of  the  patient  must  be  considered  in 
interpreting  TERA  results.  We  have  analyzed  74  speci- 
mens obtained  from  patients  in  the  Albany  area.  Of  these, 
31  were  interpreted  to  indicate  probable  response  to  en- 
docrine therapy.  The  distribution  by  endocrine  status  was 
as  follows:  Of  61  primary  tumors  analyzed,  probable  re- 
sponse was  indicated  in  2 of  24  premenopausal,  0 of  5 
perimenopausal,  and  21  of  42  postmenopausal  patients. 
Of  13  recurrent  breast  tumor  specimens  analyzed,  probable 
response  was  indicated  in  3 of  3 premenopausal,  3 of  4 
perimenopausal,  and  2 of  6 postmenopausal  patients. 
These  data  indicate  no  apparent  difference  between  breast 
cancer  patients  of  the  Albany  area  and  those  of  other  re- 
gions with  respect  to  TERA-aided  prediction  of  response 
to  endocrine  therapy.  Estrogen  receptor  was  found  in  all 
15  specimens  of  pathology-free  uterine  tissue  obtained 
from  premenopausal  women,  and  none  was  detected  in  two 
thyroid  tumors. 

Bobrow,  R.  S.:  Childhood  radial  head  subluxation; 

physician  unfamiliarity  with  “nursemaid’s”  or  “pulled" 
elbow,  New  York  State  J.  Med.  77:  908  (May)  1977. 

Pediatric  radial  head  subluxation  (“nursemaid’s  elbow”) 
is  relatively  common.  A physician  unfamiliar  with  the 
entity  will  miss  the  diagnosis.  A survey  of  resident  and 
attending  physicians  in  a family  practice  training  program 
showed  a total  of  only  15  of  34  physicians  able  to  recognize 
a typical  case.  The  likelihood  of  recognition  increased  with 
physicians’  awareness. 

D’Angelo,  R.  J.,  Sitsmahalakshmi,  K.,  and  Biddi- 
chandani,  M.:  Left  bundle  branch  block  and  diabetes 
mellitus,  New  York  State  J.  Med.  77:  911  (May)  1977. 

Twenty-four  patients  with  left  bundle  branch  block  and 
no  history  of  atherosclerotic  cardiovascular  disease  were 
evaluated  for  evidence  of  diabetes  mellitus  by  means  of 
two-hour  postprandial  sugars  or  glucose  tolerance  tests. 
A more  than  casual  relationship  was  found  between  left 


bundle  branch  block  and  diabetes  mellitus  in  these  pa- 
tients. Those  patients  with  cardiomegaly  had  a much 
higher  incidence  of  diabetes  than  those  patients  with 
normal  heart  size. 

Gould,  H.  L.:  Aphakia;  continuous  wearing  of  soft  contact 
lenses.  New  York  State  J.  Med.  77:  913  (May)  1977. 

Since  1970,  392  patients,  who  are  able  to  wear  soft  lenses 
for  the  correction  of  aphakia  on  a continuous  basis  have 
been  followed.  This  represents  a 50  percent  success  rate 
over  the  past  six  years.  Complications  have  included:  (1) 
problems  with  lens  structure  and  manufacturing,  (2)  de- 
generation of  the  lenses  associated  with  incompatible  tears 
or  inadequate  tears,  and  (3)  allergic  factors.  The  signifi- 
cant complication  prompting  discontinuance  of  wearing 
was  corneal  neovascularization.  This  proved  to  be  re- 
versible. The  advantages  of  a continuous-wear  contact 
lens  system  to  the  aging  aphakic  patient  is  apparent.  Daily 
lens  insertions  and  removal  are  not  required.  This  frees 
him  from  the  frustration  of  spectacle-corrected  aphakia 
which  often  produces  an  optical  cripple.  The  patient  must 
be  accessible  to  the  ophthalmologist  for  close  follow-up  and 
cleaning  of  the  lens  for  proper  maintenance,  which  must 
be  done  generally  on  a monthly  basis. 

Hermann,  G.,  Alvarez,  E.,  and  Lavine,  L.  S.:  Value  of 
knee  arthrography  in  nonmeniscal  damage,  New  York 
State  J.  Med.  77:  916  (May)  1977. 

Double  contrast  arthrography  of  the  knee  is  a useful 
noninvasive  method  to  investigate  various  intra-articular 
abnormalities.  In  addition  to  diagnosing  meniscal  tears, 
this  widely  accepted  preoperative  procedure  helps  in 
visualizing  osteoarthritis,  osteochondritis  dissecans,  os- 
teonecrosis, osteochondral  fracture,  synovial  changes,  and 
developmental  abnormalities  like  Blount’s  disease.  The 
advantage  of  this  procedure  is  that  follow-up  studies  are 
easily  performed  and  can  give  information  on  the  pro- 
gression of  the  disease.  It  can  also  indicate  when  active 
intervention  is  necessary  as  well  as  show  the  result  of 
treatment. 

Morello,  D.  C.,  Shaw,  W.,  Baker,  D.  C.,  Converse,  J.  M., 
and  Ohmori,  K.:  Microvascular  free  groin  flaps,  New 
York  State  J.  Med.  77:  921  (May)  1977. 

The  clinical  applications  of  microvascular  surgery  are 
reviewed.  The  surgical  technique,  indications,  advantages, 
and  disadvantages  of  microvascular  free  groin  flaps  are 
presented,  and  illustrative  case  reports  are  provided. 

Morgenthau,  J.  E.,  Rao,  P.  S.  S.,  Thornton,  J.  C.,  and 
Cameron,  O.:  A follow-up  study  of  adolescent  contra- 
ceptors,  New  York  State  J.  Med.  77:  928  (May)  1977. 

The  contraceptive  behavior  of  421  women  who  attended 
the  family  life  education  program  at  an  adolescent  health 
center  during  a six-month  period,  April  to  October,  in  1974, 

continued  on  page  889 
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Celiac  angiography  is  one  of  a number 
of  highly  specialized  diagnostic  techniques 
sometimes  necessary  to  rule  out  organic 
causes  of  abdominal  pain. 
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*This  drug  has  been  evaluated  as  possibly  effective  for  this  indication. 
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Adjunctive/Dual-Action 

LIBRAX 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br. 
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ANTI  ANXIETY  ACTION  OF 
LIBRIUM'  (chlordiazepoxide  HCl)  PLUS  THE  POTENT 
ANTISPASMODIC  ACTION  OF  QUARZAN*  (clidinium  Br) 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 

* Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as 
follows: 

"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment 
of  peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g.,  operating  machinery,  driving).  Though  phys- 
ical and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  Librium®  (chlor- 
diazepoxide hydrochloride)  to  known  addiction-prone  individuals  or 
those  who  might  increase  dosage:  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  increase 
gradually  as  needed  and  tolerated)  Though  generally  not  recom- 
mended, if  combination  therapy  with  other" psychotropics  seems 
indicated,  carefully  consider  pharmacologic  effects  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors  and 


phenothiazines.  Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  pa- 
tients. Employ  usual  precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  avoidable  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido — all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  the  mouth,  blurring  of  vision,  urinary  hesitancy  and  consti- 
pation. Constipation  has  occurred  most  often  when  Librax  therapy 
is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients— see  Precautions. 

How  Supplied:  Librax  is  available  in  green  capsules,  each  contain- 
ing 5 mg  chlordiazepoxide  hydrochloride  (Librium®)  and  2.5  mg 
clidinium  bromide  (Quarzan®)—  bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 
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is  presented.  This  cohort  was  followed  by  means  of  chart 
review  through  September,  1975.  An  attempt  was  made 
to  compare  continuation  rate  and  success  rate,  lack  of 
pregnancy,  of  patients  using  various  different  methods  of 
contraception.  The  variables  taken  into  consideration 
were  age,  ethnicity,  access  (proximity  to  clinic),  and  con- 
tinuity (longevity)  of  care.  Forty-five  percent  of  the  pa- 
tients were  under  age  18;  52.1  percent  were  black;  32.6 
percent  Hispanic;  and  13.1  percent  white.  Sixty-three 
percent  of  our  patients  stayed  with  a single  method  of 
contraception  throughout  their  period  of  observation. 
This  consistency  was  correlated  with  success  rate.  Whites 
were  most  successful  in  avoiding  pregnancy.  Pregnancy 
rates  were  lowest  among  pill  and  copper-7  users  in  a con- 
sideration of  the  entire  cohort,  but  the  copper-7  was  sig- 
nificantly better  in  the  under  18-year-old  population. 

Anderson,  J.  E.,  Morris,  L.,  Stroh,  G.,  Conn,  J.,  Gesche, 
M.:  Contraceptive  use;  prevalence  among  married  women 
in  Albany,  New  York,  Health  Region,  1974,  New  York 
State  J.  Med.  77:  933  (May)  1977. 

The  current  use  of  contraception  by  married  women  in 
the  Albany,  New  York,  health  region  in  1974  was  very 
similar  to  that  found  for  a national  sample  in  1973.  In  both 
cases,  the  majority  of  married  women  were  currently  using 
a contraceptive  method,  and  most  of  those  users  were 
protected.  Women  residing  in  lower  status  areas  and  with 
less  education  were  less  likely  to  be  using  any  method. 
Private  physicians  were  the  most  important  source  of 
contraception  for  women  at  all  levels  of  social  status. 
Overall,  use  of  contraceptive  protection  could  be  increased 
by  recruiting  and  by  shifting  women  toward  more  effective 
methods. 

Tovell,  H.  M.  M.,  and  Young,  A.  W.,  Jr  Diseases  of 
vulva;  classification  and  incidence  of  877  patients  seen 
consecutively  in  vulva  clinic.  New  York  State  J.  Med.  77: 
938  (May)  1977. 

The  incidence  of  diseases  of  the  vulva  will  vary  among 
different  population  groups,  and  the  accuracy  of  their  di- 
agnosis will  vary  according  to  the  experience  and  interest 
of  the  concerned  clinician.  This  report  describes  a five- 
year  experience  of  a cutaneous-vulvar  clinic,  jointly  oper- 
ated by  a dermatologist  and  a gynecologist,  for  the  purpose 
of  establishing  correct  diagnoses  and  providing  appropriate 
care  to  patients  suffering  from  cutaneous-vulvar  disorders 
encountered  in  an  inner  city  population  group.  There  were 
877  patients  referred  to  the  clinic,  and  59  different  diag- 
noses of  vulvar  conditions  were  made.  Based  on  the  point 
of  origin  of  the  condition,  three  major  groups  of  diseases 
were  encountered.  Within  two  of  these  major  groups, 
comprising  98  percent  of  all  patients,  the  vulvar  disorder 
could  be  classified  according  to  the  pathophysiology  of  the 
disease  process.  Sexually  transmitted  diseases  were  seen 
in  30  percent  of  the  patients,  while  erosions  and  ulcerations 
of  the  vulva  were  observed  in  43  percent,  and  white  lesions 
in  48  percent  of  patients. 

Martin,  E.  C.:  Selected  heritable  syndromes;  with  skeletal 
abnormalities  and  congenital  heart  disease,  New  York 
State  J.  Med.  77:  944  (May)  1977. 

Skeletal  abnormalities  are  common  in  patients  with 
congenital  heart  disease  and  particularly  defects  of  the 
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Holt  J.  A.,  Plummer,  J.  M.,  Swartz,  D.  P.,  e Jacobson, 

H.  I.:  Cancer  mammari  in  le  Centro  Medic  de  Albany; 
essayo  del  receptores  estrogenic  del  texitos,  New  York 
State  J.  Med.  77:  903  (Maio)  1977. 

Le  essayo  del  receptores  estrogenic  del  texitos  (“ERET”) 
facite  in  le  texito  tumoral  mammari  proportiona  al  medico 
le  unic  indicator  plus  importante  disveloppate  usque  hora 
pro  determinar  la  possibilitate  de  que  le  patiente  con  car- 
cinoma mammari  sia  benefitiate  con  le  therapia  endocrinic. 
Le  receptores  proteinic  cytoplasmatic  del  estrogenos  es 
labile  e explicitemente  require  guidas  pro  le  maneamento 
e processamento  del  biopsia.  Un  segmento  adequatemente 
refrigidate  del  biopsia  chirurgic  ha  de  esser  examinate  pro 
evitar  un  essayo  falsemente  positive.  Existe  le  evidentia 
de  que  le  proteina  ligante  del  estrogenos  que  sia  analysate 
es,  veramente,  un  receptor  estrogenic.  Le  parametros  que 
proportiona  le  evidentia  es  le  constante  affinitate  pro  ligar 
le  hormona  como  es  determinate  per  le  annotation  de 
Scatchard,  e le  velocitate  de  sedimentation  del  complexo 
protenic-hormonal  durante  le  ultracentrifugation  in  un 
gradiente  de  sucrosa.  Le  stato  endocrinic  del  patiente  debe 
esser  considerate  pro  interpretar  le  resultatos  del  ERET. 
Nos  ha  analysate  74  monstras  obtenite  de  patientes  del 
area  de  Albany.  De  iste,  31  esseva  interpretate  como  in- 
dication de  un  responsa  reproducibile  al  therapia  endo- 
crinic. Le  distribution  del  stato  endocrinic  esseva  como 
sigue:  de  61  tumores  primari  analysate,  un  responsa 

probabile  esseva  indicate  in  2 de  24  patientes  premeno- 
pausic;  in  non  de  5 patientes  perimenopausic  e in  21  de  42 
patientes  postmenopausic.  De  13  biopsias  de  tumores 
mammari  recurrente  examinate,  un  responsa  probabile 
esseva  indicate  in  3 del  3 patientes  menopausic,  in  3 de  4 
patientes  perimenopausic,  e in  2 de  6 patientes  postme- 
nopausic. Iste  information  indica  nulla  differentia  ap- 
parente  inter  le  patientes  con  carcinoma  mammari  del  area 
de  Albany  e illes  de  altere  regiones,  con  respecto  al  pre- 
diction del  responsa  al  therapia  endocrinic  con  le  adjuta 
del  ERET.  Le  receptor  estrogenic  esseva  trovate  in  omne 
del  15  monstras  de  texito  del  utero  non  pathologic  obtenite 
de  feminas  premenopausic,  e non  esseva  detectate  in  2 
tumores  del  thyroide. 

Bobrow,  R.  S.:  Subluxation  del  capite  radial  in  le  infan- 
tia;  absentia  de  familiaritate  del  medico  con  le  cubito  de 
“camarera-nurse”  o “cubito  tirate,”  New  York  State  J. 
Med.  77:  908  (Maio)  1977. 

Le  subluxation  del  capite  radial  in  le  infantia  (“cubito 
del  camarera-nurse”)  es  relativemente  commun.  Un 
medico  non  familiarisate  con  le  morbo  non  potera  facer  le 
diagnose.  Un  studio  del  medicos  residente  e attendente 
in  un  programma  de  adiestramento  in  practica  familiari 
demonstrava  un  total  de  solmente  15  de  34  medicos  capa- 
bile  de  recognoscer  un  caso  typic.  Le  possibilitate  de  facer 
le  diagnose  augmenta  con  le  cognoscentia  del  medico. 

D’Angelo,  R.  J.,  Sitsmahalakshmi,  K.,  e Biddichandani, 

M.:  Bloqueo  del  ramo  sinestre  e diabetes  mellitus,  New 
York  State  J.  Med.  77:  911  (Maio)  1977. 

continued  on  page  921 
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introducing  B-C-BID 

B-complex  with  C 


an  improved  delivery  system 

sustained  release  by  micro-dialysis  diffusion 

New  B-C-BID  provides  a smooth,  continuous,  predictable  rate  of  release 
of  water-soluble  B-complex  and  C vitamins.  Your  patient  can  now 
retain  more  of  these  vitamins  because  higher  tissue  levels  can  be  sustained 
much  longer  than  is  possible  with  ordinary  formulations. 

Wherever  B-complex  with  C is  indicated  . . . prescribe  the  product  that 
delivers  most  efficiently  . . . new  B-C-BID. 


EACH  B-C-BID  CAPSULE  CONTAINS: 

Vitamin  B-1  (Thiamine  Mononitrate)  15  mg 

Vitamin  B-2  (Riboflavin)  10  mg 

Vitamin  B-6  (Pyridoxine)  5 mg 

Niacinamide  50  mg 

Calcium  Pantothenate  10  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B-12  (Cyanocobalamin)  5 meg 

DOSAGE:  FOR  CONTINUOUS  24  HOUR  THERAPY, 

ONE  CAPSULE  AFTER  BREAKFAST  AND  ONE  AFTER 
SUPPER.  SAMPLES  ON  REQUEST. 

Formula  developed  and  distributed  by 

GERIATRIC  PHARMACEUTICAL  CORP. 

BOX  68,  FLORAL  PARK,  NEW  YORK  11001 

PIONEERS  IN  GERIATRIC  RESEARCH 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  . GER-O-FOAM  • TESTAND-B 
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Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Editorials 


Retirement  for  physicians  presents  a unique  problem 


There  exists  an  ongoing  controversy  as  to  justifi- 
cation and  benefit  of  compulsory  retirement  at  a 
specific  age;  the  magic  figure  usually  offered  is  65. 
There  is  nothing  physiologic  or  unique,  from  the 
standpoint  of  performance,  about  age  65.  Many 
justifiably  object  to  the  general  arbitrary  use  of  65 
years  as  the  set  maximum  for  employment.  Should 
any  specific  figure  be  applied  arbitrarily  across  the 
board  to  all  in  all  fields,  that  is,  should  we  compel  an 
individual  who  is  hale  and  hearty  and  functioning 
well,  to  suddenly  “cease  and  desist,”  and  just  wait  for 
the  inevitable  or  "play  golf’  whether  he  wants  to  or 
not?  There  is  no  doubt  but  that  considerable  harm 
to  the  individual  can  follow  from  such  an  arbitrary 
policy.  Cessation  of  function  leads  inevitably  to 
atrophy  and  all  too  often  to  much  unhappiness. 

This  is  particularly  true  for  physicians.  A physi- 
cian "matures  late”  in  a functional  sense.  Today  the 
physician  requires  a long  period  of  training,  which 
now  includes  college,  medical  school,  residencies, 
specialized  training  in  newer  fields  after  the  resi- 
dency, and  then  there  is  the  necessary  prolonged 
period  of  time  to  acquire  personally  the  vital  personal 
experience  and  skill.  In  contrast  to  others,  the 
physician  is  really  ready  to  give  good  medical  care 
relatively  late  in  life  as  compared  to  other  endeavors; 
besides,  his  productive  period  is  very  short  as  it  is. 

To  apply  a doctrine  of  compulsory  retirement  at 
65  to  the  physician  is  unsound,  short-sighted,  and 
dogmatic.  It  would  seem  appropriate,  and  nothing 
less  than  fair,  that  each  instance  of  retirement  be 
considered  separately  and  independently  on  the  basis 
of  specific  needs  and  particular  merits  in  all  fields  of 
endeavor;  this  should  be  all  too  obvious  for  the 
trained  healthy  physician.  Most  physicians  are 
really  at  their  very  peak  at  65  years  of  age.  No  good 
is  served  the  physician,  the  institution,  or  the  public 
by  arbitrarily  applying  any  specific  “statistic”  un- 
related to  the  ability  of  a physician  to  carry  on. 

It  would  seem  desirable  to  give  some  thought  to 
having  physicians  “taper  off’  in  their  efforts,  but 
usually  at  a much  later  age,  so  that  the  physician  can 


continue  to  serve  his  patients  to  the  full  extent  of  his 
ability.  This  aspect  of  the  problem  needs  attention 
now,  and  now  more  so  than  heretofore.  Otherwise 
the  productive  period  for  a physician’s  life  becomes 
so  very  limited  that  the  investment  in  education  and 
training  is  unrealistic  for  it  is  too  great  for  any  ap- 
propriate return  to  the  physician  or  to  society. 

The  problem  for  the  physician  in  practice  is  more 
critical  now  than  ever  because  of  the  malpractice 
insurance  debacle;  every  physician  must  and  should 
carry  such  insurance  and  this  may  compel  him  to 
earn  a larger  amount  than  he  would  otherwise  need 
or  want.  No  adjustment  is  being  made,  nor  is  any 
such  provision  being  contemplated,  to  have  the  in- 
surance malpractice  premiums  vary  with  the  amount 
of  practice.  It  would  seem  a simple  rule  to  take  the 
average  annual  income  of  the  physician  over  a set 
period  as  a base  line,  and  then,  when  he  wishes  to 
curtail  his  activities  to  any  set  degree,  to  bill  him  for 
his  malpractice  coverage  proportionate  to  his  vol- 
untarily decreased  income.  This  problem  has  been 
discussed,  but  there  seems  to  be  an  objection  because 
such  physicians  can  be  sued  and  for  as  serious  prob- 
lems as  physicians  who  carry  full  insurance.  At  least 
it  is  claimed  that  this  has  been  the  experience  thus 
far.  Yet,  this  policy  has  prompted  many  physicians 
to  retire  earlier  than  they  would  prefer.  The  public 
thus  loses  the  benefit  of  such  service  by  mature, 
qualified,  and  experienced  physicians. 

This  policy  is  not  good  for  the  patient,  and  the  pity 
of  it  is  that  it  is  not  good  for  the  health  and  happiness 
of  the  physician  either;  it  really  serves  no  useful 
purpose.  In  the  case  of  the  physician,  compulsory 
retirement,  or  what  amounts  to  the  equivalent 
compulsion  to  retire  because  of  the  malpractice  crisis, 
has  an  adverse  effect  on  medical  care,  makes  for  a 
most  serious  situation,  even  more  serious  than  that 
which  prevails  for  contribution  to  public  welfare  by 
the  average  individual. 


A.A.A. 
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Henry  D.  Isenberg,  Ph.D. 

Michel  Janis,  M.D. 

Edith  R.  Kepes,  M.D. 

Benjamin  Kissin,  M.D. 

Peter  K.  Kottmeier,  M.D. 

John  L.  Lewis,  M.D. 

Jere  Williams  Lord,  M.D. 


we  would  have  considerable  difficulty  in  giving 
proper  consideration  to  the  efforts  of  many  of  our 
authors. 

Such  special  referees,  in  addition  to  members  of 
the  editorial  board,  are  listed  below: 

A.  W.  Martin  Marino,  M.D. 

Lionel  U.  Mailloux,  M.D. 

Mark  Markham,  M.D. 

Arthur  E.  Mirkinson,  M.D. 

William  B.  Ober,  M.D. 

Martin  Perlmutter,  M.D. 

George  Pillari,  M.D. 

Simeon  Pollack,  M.D. 

Hans  Popper,  M.D. 

Eva  Radel,  M.D. 

Howard  B.  Rasi,  M.D. 

Bernard  Redner,  M.D. 

Daphne  A.  Roe,  M.D. 

Jack  Rosenberg,  M.S.,  Pharm.D. 

Robert  Ruben,  M.D. 

Norman  B.  Schell,  M.D. 

Lewis  Shenker,  M.D. 

Edmund  Sonnenblick,  M.D. 

Herbert  B.  Tanowitz,  M.D. 

M.  Henry  Williams,  M.D. 

Murray  Wittner,  M.D. 

Irving  S.  Wright,  M.D. 
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Scientific  Articles 


Mammary  Cancer 

Tissue  estrogen  receptor  assay  at 
Albany  Medical  Center* ** 

JOHN  A.  HOLT,  Ph.D. 

JAMES  M.  PLUMMER,  M.S. 

DONALD  P.  SWARTZ,  M.D. 

ROBERT  W.  SPONZO,  M.DT*  * 

JOHN  HORTON,  M.B.,  B.Ch. 

HERBERT  I.  JACOBSON,  Ph.D. 

Albany,  New  York 

From  the  Reproductive  Studies  Section,  Department  of 
Obstetrics  and  Gynecology,  Albany  Medical  College,  The  Neil 
Heilman  Medical  Research  Building 


Optimal  management  of  the  breast  cancer  patient 
requires  that  a tumor  specimen  be  assayed  for  its 
l content  of  estrogen  receptor  protein.1,2  This  analysis 
provides  the  physician  with  the  most  important 
single  indicator  that  can  be  considered  in  assessing 
the  likelihood  that  the  patient  will  benefit  from  en- 
docrine therapy.1-5  Several  breast  cancer  patient 
care  protocols  of  the  Eastern  Co-operative  Oncology 
Group.  National  Cancer  Institute,  and  National  In- 
stitutes of  Health  now  require  estrogen  receptor 
protein  analyses  on  the  tumor  before  the  patient  can 
be  assigned  a treatment  regimen.  The  TERA  (Tis- 
sue Estrogen  Receptor  Assay)  is  complex;  in  addition 
to  providing  a quantitative  estimate  of  the  speci- 
men’s content  of  estrogen  receptor,  each  assay  should 
also  afford  evidence  that  the  protein  being  measured 
is  in  fact  the  receptor,  rather  than  some  irrelevant 
material.6  7 The  parameters  most  frequently  pro- 
vided in  evidence  are  the  affinity  constant  for  the 
binding  of  estradiol  to  the  protein,  and  the  sedi- 
mentation velocity  exhibited  by  the  protein-hormone 
complex  during  ultracentrifugation  on  a sucrose 
gradient.8  The  affinity  constant  should  be  in  the 
high  range  (108  to  1010  M.-1)  that  is  characteristic  of 
the  tight  association  exhibited  by  sex  steroid-re- 


*  Supported  in  part  by  the  Regional  Breast  Cancer  Program  for 
l pper  New  York  and  Northwestern  Massachusetts  (CN-45140) 
and  Contract  N01-HD-4-2825. 

f Formerly  Director  of  Albany  Regional  Breast  Cancer  Pro- 
gram 

**  Present  address  P.O.  Box  3538,  Albany,  N.Y.  12208 


The  (TERA)  tissue  estrogen  receptor  assay  in 
mammary  tumor  tissue  provides  the  physician  with 
the  most  important  single  indicator  yet  devised  for 
assessing  the  likelihood  that  the  breast  cancer  pa- 
tient will  benefit  from  endocrine  therapy.  The  cy- 
toplasmic estrogen  receptor  protein  is  labile  and  re- 
quires explicit  guidelines  in  regard  to  specimen 
handling  and  processing.  A properly  chilled  segment 
of  the  surgical  specimen  must  be  delivered  to  avert 
a false  negative  assay  result.  There  is  evidence  that 
the  estrogen-binding  protein  being  measured  is  in 
fact  a receptor;  the  parameters  provided  in  evidence 
are  the  affinity  constant  for  hormone  binding  as  de- 
termined from  Scatchard  plots  and  the  sedimenta- 
tion velocity  exhibited  by  the  protein-hormone 
complex  during  ultracentrifugation  on  a sucrose 
gradient.  The  endocrine  status  of  the  patient  must 
he  considered  in  interpreting  TERA  results.  We 
have  analyzed  74  specimens  obtained  from  patients 
in  the  Albany  area.  Of  these,  31  were  interpreted  to 
indicate  probable  response  to  endocrine  therapy. 
The  distribution  by  endocrine  status  was  as  follows: 
Of  61  primary  tumors  analyzed,  probable  response 
was  indicated  in  2 of  24  premenopausal,  0 of  5 peri- 
menopausal,  and  21  of  42  postmenopausal  patients. 
Of  13  recurrent  breast  tumor  specimens  analyzed, 
probable  response  was  indicated  in  3 of  3 premeno- 
pausal, 3 of  4 perimenopausal,  and  2 of  6 postmeno- 
pausal patients.  These  data  indicate  no  apparent 
difference  between  breast  cancer  patients  of  the  Al- 
bany area  and  those  of  other  regions  with  respect  to 
TERA-aided  prediction  of  response  to  endocrine 
therapy.  Estrogen  receptor  was  found  in  all  15 
specimens  of  pathology-free  uterine  tissue  obtained 
from  premenopausal  women,  and  none  was  detected 
in  two  thyroid  tumors. 


ceptor  protein  complexes,  in  contrast  to  the  lower 
range  (105  to  106  M.-1)  found  for  steroid  complexes 
with  plasma  proteins.  The  sedimentation  velocity 
of  a protein  is  related  to  its  molecular  weight  and 
shape,  and  this  also  should  be  characteristic  of  a 
hormone-receptor  complex. 

The  technical  complexity  involved  in  performing 
a TERA  is  magnified  by  the  lability  of  the  receptor.8 
Rigorous  precautions  must  therefore  be  taken  in 
handling,  storage,  and  processing  of  specimens  to 
prevent  denaturation.  For  diagnostic  interpretation, 
results  of  the  assay  should  be  examined  with 
knowledge  of  the  endocrine  status  of  the  patient.5’9 

This  report  describes  the  implementation  of  the 


May  1977/New  York  State  Journal  of  Medicine  903 


TERA  as  a routine  clinical  laboratory  service  at  a 
major  New  York  medical  center.  Success  has  ob- 
viously required  establishing  laboratory  competency, 
but  equally  important  has  been  the  construction  of 
guidelines  and  procedures  for  handling  specimens 
and  for  reporting  results,  so  as  to  bridge  the  infor- 
mation gap  that  can  occur  between  the  surgeon,  pa- 
thologist, and  clinical  chemist. 

Relevance  of  TERA  in  mammary  cancer 

In  about  one  third  of  the  women  with  metastatic 
breast  cancer,  objective  regression  follows  endocrine 
therapy,  whether  ablative  or  additive.3’5’10  Past 
attempts  to  develop  biochemical  methods  of  identi- 
fying these  individuals  in  advance  of  therapy  have 
not  been  successful.  In  recent  years  it  has  been 
demonstrated  that  normal  mammalian  tissues  which 
exhibit  a response  to  a steroid  hormone  contain  an 
intracellular,  soluble  protein  that  will  bind  that 
hormone  with  high  affinity  and  specificity;  in  tissues 
that  are  nonresponsive  to  the  hormone,  the  protein 
is  essentially  nondetectable.7’11  In  vivo,  the 
plasma-borne  steroid  molecules  enter  the  cell, 
probably  by  passive  diffusion,  and  become  affixed  to 
their  specific  protein-binding  sites.  Since  this  first 
biochemical  interaction  between  hormone  and  cell 
actually  initiates  the  response  process,  the  attach- 
ment site  is  alluded  to  as  the  cellular  receptor  for  the 
hormone.  The  receptor-hormone  complex  subse- 
quently assumes  a new  configuration,  “transforma- 
tion,” which  is  detectable  through  its  altered  sedi- 
mentation velocity,  and  then  “translocates”  to  the 
nucleus.  There  the  transformed  complex  binds  to 
acceptor  sites  thought  to  reside  on  the  nuclear 
chromatin  of  the  target  cell.  This  association  leads 
to  increased  template  activity  of  chromatin  with  a 
subsequent  increase  in  protein  synthesis.  The  fate 
of  the  complex  subsequent  to  its  participation  in  this 
initiation  process  is  unknown. 

The  receptor  protein  for  a steroid  hormone  is  thus 
a vital  element  in  the  response  process,  and  its  de- 
tection in  a normal  tissue  is  prima  facie  evidence  that 
the  tissue  will  respond  to  that  hormone. 

Clinical  studies  have  shown  that  the  presence  of 
the  estrogen  receptor  can  be  useful  in  predicting  re- 
sponsiveness to  hormonal  therapy.1-3’5,8’9  About  half 
of  all  human  breast  cancer  specimens  contain  de- 
tectable estrogen  receptor,  and  approximately  half 
of  these  patients  whose  tumors  contain  the  receptor 
respond  favorably  to  endocrine  therapy.  In  contrast, 
if  the  receptor  is  absent,  there  is  low  probability,  less 
than  5 per  cent,  that  the  patients  will  respond  to 
endocrine-related  therapy.  Thus,  the  presence  of 
t he  estrogen  receptor  in  the  patient’s  tumor  appears 
necessary,  hut  is  not  sufficient  to  predict  that  a 
beneficial  response  will  follow  hormonal  therapy. 

High  concentrations  of  hormones  in  serum  have 
served  as  markers  or  indicators  for  endocrine  gland 
tumors.  The  advent  of  radioisotope-labeled  hor- 
mones and  radioreceptor  assays  now  allows  the 


hormone  receptors  to  serve  as  tumor  markers  in  the 
target  tissues  of  endocrine  glands.  This  advance  in 
medical  science  is  a direct  consequence  of  improved 
biochemical  technology  being  applied  to  a patient 
management  problem. 

TERA  as  routine  service 

The  tissue  estrogen  receptor  assay  requires  tech- 
nical expertise  and  equipment  beyond  that  routinely 
available  in  clinical  chemistry  or  surgical  pathology 
laboratories.  Necessary  items  include  an  ultracen- 
trifuge, a device  for  forming  and  fractionating  sucrose 
gradients,  and  a liquid  scintillation  counter.  De- 
sirable items  are  the  availability  of  a computer, 
computer  software,  and  the  expertise  for  processing 
the  volume  of  raw  data  each  of  these  analyses  gen- 
erates. 

Guidelines  for  collection  and  handling 
specimens 

The  principal  difficulty  encountered  in  making 
this  service  routine  at  Albany  Medical  Center  was  to 
establish  comprehensive  functional  guidelines.  Most 
important,  this  involved  informing  nursing  and  op- 
erating room  staff,  residents,  surgeons,  and  pathol- 
ogists about  the  guidelines  and  enforcing  quality 
control  measures. 

The  surgeon  or  surgical  pathologist  must  select  the 
tissue  to  be  assayed  and  an  adjacent  portion  of  tumor 
to  be  processed  by  usual  histologic  procedures  for 
tumor  verification.  The  guidelines  request  that  in- 
formation on  the  patient’s  endocrine  status  and 
menstrual  history  be  included  with  the  specimen  so 
that  the  laboratory  is  able  to  provide  maximum  as- 
sistance in  interpreting  results.  Without  the  pa- 
tient’s endocrine  history,  the  laboratory’s  ability  to 
assist  with  interpretation  is  limited,  and  there  is  risk 
of  misinterpreting  the  data.  For  example,  a value 
falling  in  the  indeterminate  range  for  postmeno- 
pausal women  would  be  interpreted  for  the  pre- 
menopausal women  as  indicative  of  a high  proba- 
bility, more  than  60  per  cent,  for  favorable  response 
to  endocrine  therapy. 

The  receptor  protein  decomposes  rapidly  in 
specimens  that  are  not  kept  cold.8,12  Thus,  pre- 
cautions during  handling  are  required  to  reduce  the 
probability  of  receptor  denaturation.  Denaturation 
would  increase  the  risk  of  reporting  a negative  result 
when,  in  fact,  receptor  might  have  been  present  in  the 
original  specimen.  The  times  of  excision,  cooling, 
and  freezing  of  the  specimen  are  recorded  as  quality 
control  parameters  along  with  the  accession  number 
on  the  surgical  pathology  service  request  form  that 
accompanies  the  specimen  from  the  operating  room. 
The  difficulties  encountered  in  complying  with  this 
service  request  system  are  minimal  but  nevertheless 
exist.  Usually  the  surgeon  would  request  TERA  only 
after  frozen-section  examination  produces  a diag- 
nosis of  probable  cancer.  The  surgeon’s  immediate 
attention  to  the  patient  following  the  report  from  the 
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pathologist  reading  the  frozen  section  can  sometimes 
compromise  completion  of  forms  for  requesting 
TER  A,  so  our  suggestion  to  the  surgeons  has  been 
that  they  fill  out  and  sign  the  TERA  service  request 
forms  at  the  time  that  the  diagnosis  of  carcinoma  by 
frozen  section  is  received  in  the  operating  room,  then 
to  don  fresh  sterile  gown  and  gloves,  and  proceed 
with  mastectomy.  Some  surgeons  prefer  to  dictate 
the  service  request  to  a nurse,  who  then  also  enters 
on  the  form  the  times  of  excision  and  places  the 
specimen  on  ice.  The  specimen  for  TERA  is  sent  to 
the  laboratory  as  soon  as  it  is  excised;  to  wait  until  the 
wound  is  closed  is  contraindicated.  Adherence  to 
this  method  of  handling  the  TERA  request  form  and 
the  monitoring  of  quality  control  parameters  has 
been  good  once  the  medical  staff  fully  understands 
the  importance  of  the  required  information  to  the 
future  therapy  of  the  patient. 

Instructions  for  handling  specimens  for  TERA,  to 
be  sent  to  Albany  Medical  Center  from  other  insti- 
tutions, are  similar  to  those  in  effect  for  inhouse 
specimens.  Instant  dry  ice  makers  that  rapidly 
generate  dry  ice  from  compressed  carbon  dioxide  in 
standard  tanks  (Dry  Ice  Mold,  Snow-Man;  Redi-Ice, 
Dry  Ice  Maker)  are  available  from  laboratory  supply 
firms.  These  devices  provide  pathologists  who  do 
not  have  regular  dry  ice  deliveries  with  a readily 
available  source  of  this  material  with  which  to  freeze 
and  ship  specimens.  The  reception  point  for  speci- 
mens arriving  from  outside  institutions  is  a dry  ice 
chest  in  the  clinical  chemistry  laboratory.  Outside 
hospitals  are  billed  for  TERA  service  by  Albany 
Medical  Center  Hospital. 

Methods  of  tissue  analysis 

The  procedures  used  for  the  TERA  employ  li- 
gand-protein binding  methodology, ~-13-17  and  sedi- 
mentation on  sucrose  gradients  as  previously  de- 
scribed by  Jensen  et  al.9-18  In  brief,  a tumor  ho- 
mogenate is  centrifuged  at  100,000  times  gravity,  and 
aliquots  of  the  particle-free  supernatant  (soluble) 
fraction  are  incubated  with  seven  different  concen- 
trations of  H estradiol.  Unbound  hormone  is  re- 
moved by  treatment  with  dextran-coated  charcoal, 
and  the  residual  protein-bound  radioactivity  is 
counted  in  a liquid  scintillation  spectrometer.  Data 
from  the  scintillation  spectrometer  provide  the  basis 
for  Scatchard  plots13’14  that  yield  a quantitative  es- 
timate of  the  amount  of  receptor  present,  femtomoles 
of  sites,  as  well  as  the  affinity  constant  for  its  binding 
to  estradiol  (liters  per  mole).  Aliquots  of  tumor  su- 
pernatant in  which  the  receptor  protein  has  been 
saturated  with  3H  estradiol  are  layered  on  10  to  30 
per  cent  sucrose  gradients  and  centrifuged  at  350,000 
times  gravity,  55,000  rpm  for  16  hours.  Counting  of 
radioactivity  in  the  fractionated  gradients  indicates 
the  positions  in  the  gradient  at  which  the  various 
molecular  forms  of  the  estrogen  receptor  protein  are 
found.  Addition  of  excess  nonradioactive  estradiol, 
a synthetic  estrogen,  diethylstilbestrol,  or  an  estrogen 


antagonist  (CI-628),  which  blocks  the  receptor  but 
not  nonspecific  binding  of  :iH  estradiol,  distinguishes 
cytoplasmic  estrogen  receptor  from  tumor-contam- 
inating plasma  proteins  and  other  proteins  that  bind 
steroids  in  a nonspecific  manner  and  which  are  not 
receptors.  The  final  laboratory  report  to  the  phy- 
sician provides  quantitative  data  for  tumor  content 
of  receptor,  affinity  constant,  and  molecular  form. 


TERA  results 

Because  of  the  multiparameter  nature  of  the  assay, 
the  attending  physician  frequently  appreciates  some 
interpretive  help.  Therefore,  the  laboratory  report 
provides  quantitative  data  for  the  receptor  protein 
in  the  tumor  and  then  recommends  to  the  physician 
an  interpretation  that  would  be  consistent  with  the 
data.  In  the  TERA  report,  “positive,”  “indetermi- 
nate,” and  “negative”  refer  to  suggested  prediction 
of  the  patient’s  probable  response  to  endocrine 
therapy  and  are  not  simple  statements  regarding 
presence  or  absence  of  estrogen-receptor  protein  in 
the  tumor.5’9 

The  criteria  used  to  predict  the  probable  response 
of  the  patient  to  endocrine  therapy  are  based  on  data 
originally  published  by  Jensen  et  al.9  and  updated  by 
personal  communication  with  his  laboratory.  The 
updated  criteria  for  premenopausal  women  are:  less 
than  0.150  femtomole  receptor  per  milligram  wet 
weight  tumor  is  negative;  0.150  to  0.250  is  indeter- 
minate; and  more  than  0.250  is  positive.  For  post- 
menopausal or  previously  castrate  individuals:  less 
than  0.400  femtomole  per  milligram  wet  weight  is 
negative;  0.400  to  0.750  is  indeterminate;  and  more 
than  0.750  is  positive.  Furthermore,  indeterminate 
and  positive  reports  are  given  only  when  specific 
binding  of  estradiol  occurs  on  ultracentrifugation 
with  the  8S  protein  fraction  in  weak  salt  (less  than 
0.4M  potassium  chloride)  and  the  binding  has  an 
apparent  equilibrium  association  constant  of  greater 
than  1 times  109  L.  per  mole.19  Obviously  data  on 
tumors  from  postmenopausal  or  castrate  individuals 
who  are  on  replacement  sex  steroid  therapy  must  be 
interpreted  with  caution,  as  must  also  cases  involving 
perimenopausal  women.  Although  it  is  not  known 
exactly  how  rapidly  receptor  denatures,  the  risk  of 
an  aberrantly  low  result  should  be  considered  if  the 
blood  supply  to  the  tumor  was  compromised  for  an 
extended  period  before  excision  of  the  specimen  and 
its  placement  in  a dry  container  resting  on  ice.8’12 

Interpretations  rendered  for  61  patients  for  whom 
primary  breast  cancer  specimens  were  analyzed 
during  the  fall  and  winter  of  1975  to  1976  are  given 
in  Table  I.  One-half  of  the  tumors  from  postmeno- 
pausal women  contained  receptor  indicative  of  a 
positive  response.  The  number  of  patients  is 
smaller,  but  only  one-seventh  of  the  tumors  from 
premenopausal  women  contained  receptor  indicative 
of  a positive  response. 

Interpretations  of  13  patients  for  whom  specimens 
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TABLE  I.  Prediction  of  response  to  endocrine  therapy 
based  on  analysis  of  estrogen  receptor  in 
primary  tumors  of  breast  cancer  from  the  Albany  region 


Number  /• — Predicted  Response* 


Endocrine 

Category 

of 

Patients 

Positive 

Indeter- 

minate 

Negati 

Premenopausal 

14 

2 

2 

10 

Perimenopausal 

5 

0 

1 

4 

Postmenopausal 

42 

21 

5 

16 

Totals 

61 

23 

8 

30 

* Criteria  for  predicted  TERA  results  given  in  text. 


of  recurrent  breast  cancer  were  analyzed  during  the 
fall  and  winter  of  1975  to  1976  are  shown  in  Table  II. 
Probable  response  to  endocrine  therapy  was  pre- 
dicted for  eight  of  these  patients. 

Estrogen  receptor  was  not  detected  in  two  thyroid 
tumors  for  which  TERA  was  requested  through  error. 
In  contrast,  estrogen  receptor  was  demonstrated  in 
all  15  specimens  of  pathology-free  uterine  tissue 
obtained  from  premenopausal  women.  The  coeffi- 
cient of  variation  between  assays  for  receptor  data 
derived  from  the  Scatchard  plot  was  14  per  cent  for 
23  assays  conducted  over  three  weeks  on  aliquots  of 
pooled  rabbit  uterine  cytosol. 

Comment 

The  incidence  of  positive  findings,  31  out  of  74 
tumors;  42  per  cent,  among  all  TERA  reported  here, 
is  consistent  with  the  international  experience  to  date 
that  approximately  50  per  cent  of  all  breast  tumors 
exhibit  estrogen  receptor.8  There  is  also  a consensus 
in  the  literature,  in  every  substantial  series  reported, 
that  tumors  from  premenopausal  women  exhibit 
estrogen-binding  activity  less  often  and  to  a lesser 
degree  than  tumors  from  postmenopausal  women.8 
Our  data  on  primary  tumors  from  premenopausal 
women  agree  particularly  well  with  the  5 positive 
results  out  of  33  tumors,  15  per  cent,  reported  by 
Hahnel  and  Vivian.20  The  slightly  higher  positive 
incidence  for  primary  breast  cancers  from  pre- 
menopausal women  reported  by  some  other  labora- 
tories may  result  from  less  stringent  classification 
requirements.21-23  Both  Hahnel  and  Vivian,20  and 
our  laboratory  require  demonstrable  specific  estrogen 
binding  in  the  8S  region  accompanied  by  good  evi- 
dence for  high  affinity  binding  ( 109  M-1).  Receptor 
assay  procedures  which  do  not  distinguish  carefully 
between  nonspecific  and  specific  binding  and  low- 
and  high-affinity  binding  would  be  expected  to  have 
a higher  rate  of  positive  findings. 

We  have  employed  Jensen  et  al.’s9,18  criteria  that 
demand  a somewhat  higher  critical  level  of  estrogen 
binding  for  positive  results  in  postmenopausal 
women  than  in  premenopausal  women.  Using  these 
criteria,  our  incidence  of  positive  findings  for  post- 
menopausal women  (50  per  cent)  is  intermediate 
between  the  results  of  Terenius  et  al.23  who  reported 
29  positive  findings  out  of  71  (41  per  cent)  and 
Chester  et  al.22  who  reported  a positive  rate  of  ap- 


TABLE II.  Prediction  of  response  to  endocrine  therapy 
based  on  analysis  of  estrogen  receptor  in  recurrent 
breast  tumors  from  patients  in  the  Albany  region 


Endocrine 

Category 

Total 

Number 

of 

Patients 

- — Predicted  Response* — ., 
Indeter- 

Positive  minate  Negative 

Premenopausal 

3 

3 0 0 

Perimenopausal 

4 

3 0 1 

Postmenopausal 

6 

2 13 

Totals 

13 

8 14 

* Criteria  for  predicted  TERA  results  given  in  text. 


proximately  69  per  cent,  24  out  of  35;  most  other 
laboratories  report  a distribution  in  the  range  of  40 
to  70  per  cent.8,9 

Data  in  the  literature  on  the  incidence  of  speci- 
mens positive  for  metastatic  disease  are  still  rela- 
tively sparse.  However,  there  is  general  agreement 
that  the  metastatic  lesions  retain  the  sex  steroid- 
binding characteristics  of  the  primary  lesion.8  Our 
data  are  in  accord  with  that  contention.  We  find  50 
per  cent  positive  (5  out  of  10)  for  metastatic  lesions 
from  peri-  and  postmenopausal  women,  which  is 
similar  to  the  45  per  cent  (21  out  of  47)  positive  for 
primary  tumors  from  peri-  and  postmenopausal 
women.  Seen  from  a different  perspective,  the 
breast  cancer  patient  of  the  Albany  region  is  appar- 
ently not  different  from  patients  in  other  regions. 

Since  it  is  still  too  early  to  designate  the  degree  of 
accuracy  with  which  our  results  predict  response  to 
therapy,  the  strong  agreement  between  our  labora- 
tory and  others  for  the  incidences  of  positive  findings 
among  all  categories,  metastases  and  primary  tumors 
in  pre-  and  postmenopausal  women,  would  predict 
an  equivalent  success  rate.  The  validity  of  our  assay 
has  been  supported  by  blind  studies.  Estrogen  re- 
ceptor was  always  found  in  specimens  of  nondiseased 
human  uterus  (N  equals  15),  and  was  nondetectable 
in  two  thyroid  tumors.  The  data  for  repeated  anal- 
yses for  estrogen  receptor  in  aliquots  of  a cytosol  pool 
indicate  that  assay  procedures  at  Albany  Medical 
Center  Hospital  are  reliable.  Also  this  laboratory 
has  previously  reported  hormonal  and  prostaglandin 
regulation  of  hormone  receptors  in  rat  and  rabbit 
uterus  and  in  rat  mammary  tumors,  using  assay 
procedures  for  receptor  similar  to  those  reported 
here.24,25  These  observations  taken  in  concert  are 
indicative  that  our  data  on  receptor  concentrations 
are  valid  for  tumors  of  specimens  of  breast  cancer 
from  women. 

The  predictive  value  of  the  assay  performed  at 
Albany  Medical  College  will  be  re-evaluated  as  pa- 
tient follow-up  data  become  available.  The  impor- 
tance of  obtaining  this  information  cannot  be  over- 
stated. However,  collection  of  these  data  requires 
considerable  effort  and  time.  This  extremely  valu- 
able service  is  provided  by  the  Regional  Breast 
Cancer  program  for  Upper  New  York  and  western 
Massachusetts,  by  the  Albany  Medical  Center 
Tumor  Registry,  as  well  as  the  New  York  State 
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Cancer  Control  Bureau.  Laboratories  that  do  not 
have  the  facilities  to  monitor  the  success  of  their 
predictions  are  unable  to  estimate  their  error. 

An  alternative  to  direct  confirmation  of  the  pre- 
dictive value  of  a particular  laboratory’s  TERA  is  to 
compare  results  for  quality  control  specimens  regu- 
larly with  other  laboratories  whose  record  in  pre- 
diction is  known.  At  present  this  is  not  a widespread 
regular  practice,  possibly  because  of  the  costs  such 
quality  control  would  entail  for  material,  labor,  and 
management.  There  is  also  a lack  of  suitable  tissues 
to  use  for  this  purpose.  Large  breast  lesions  that  can 
be  aliquoted  into  quality  control  pools  are  not  fre- 
quently received.  While  control  parameters  of  the 
type  usually  employed  for  clinical  chemistry  assays 
are  important  for  tissue  estrogen  receptor  assays,  for 
example,  monitoring  within  and  between  assay 
variance,  the  fact  remains  that  these  parameters 
provide  only  indirect  evidence  to  support  the  assay’s 
predictive  value  and  afford  no  estimate  of  the  error 
of  the  prediction.  A final  comment  is  that  false 
negative  results  are  a risk  in  any  laboratory  per- 
forming the  TERA.  We  have  received  specimens 
and  learned  later  that  they  were  first  put  into  for- 
malin and  then  rescued  for  TERA.  Obviously, 
quality  control  begins  the  moment  the  tumor  is  de- 
prived of  its  blood  supply. 
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Following  a forceful  pull  by  the  hand,  a young 
child  may  suffer  a subluxation  of  the  radial  head 
through  the  annular  ligament  at  the  elbow.1-7  The 
child  presents  an  arm  he  will  not  use,  x-ray  film 
findings  are  generally  normal,  and  physical  signs  are 
unreliable.1-7  A variety  of  simple  maneuvers  will 
reduce  the  subluxation,  with  an  audible  or  palpable 
click  at  the  elbow,  and  immediate  relief.1-7  The 
condition  is  common,  but  a physician  unfamiliar  with 
this  injury  will  miss  the  diagnosis.1’3,6-8  Several 
studies  have  commented  on  practicing  physicians’ 
failure  to  recognize  this  entity,  although  no  statistics 
have  been  given.3,4,6,7 

The  purpose  of  this  study  is  to  assess  physician 
awareness  of  radial  head  subluxation  throughout  the 
spectrum  of  a family  medicine  residency  program. 

Method 

Residents  who  had  just  completed  at  least  one, 
two,  or  three  years  of  a family  medicine  residency,* 
and  the  program’s  attending  (teaching)  physicians, 
were  given  a description  of  a typical  clinical  setting 
of  radial  head  subluxation:  “A  two-year-old  child 
is  brought  into  an  emergency  room  with  a history  that 
the  mother  grabbed  the  child  by  the  hand  and 
yanked  him  up  out  of  a chair  two  hours  ago.  Since 
that  time,  the  child  has  refused  to  use  the  arm,  and 
holds  it  dangling,  somewhat  flexed  at  the  elbow,  in 
pronation.  X-ray  film  findings  of  wrist,  elbow,  and 
shoulder  are  normal.”  The  most  likely  diagnosis  was 
asked  for  and  answers  were  judged  to  he  either  cor- 
rect or  incorrect. 

* State  University  of  New  York  at  Stony  Brook. 


Pediatric  radial  head  subluxation  (“ nursemaid’s 
elbow")  is  relatively  common.  A physician  unfa- 
miliar with  the  entity  will  miss  the  diagnosis.  A 
survey  of  resident  and  attending  physicians  in  a 
family  practice  training  program  showed  a total  of 
only  15  of  34  physicians  able  to  recognize  a typical 
case.  The  likelihood  of  recognition  increased  with 
physicians  ’ awareness. 


Results 

The  percentage  of  those  tested  answering  correctly 
is  plotted  against  their  standing  in  the  training  pro- 
gram in  Figure  1.  For  this  study  group,  the  per- 
centage of  correct  responses  was  proportional  to  ex- 
perience. The  difference  between  first-  and  sec- 
ond-year residents  taken  together  (4  of  17  correct) 
and  third-year  residents  and  attendings  taken  to- 
gether (11  of  17  correct)  is  statistically  significant  at 
p equals  5 percent  level  by  the  Chi  square  test. 
Overall,  44  percent  (15  or  34)  of  the  physicians  were 
correct. 

The  most  common  incorrect  answers  offered  were 
shoulder  dislocations  and  brachial  plexus  injuries, 
followed  by  other  types  of  elbow  injury  and  wrist 
sprains.  Previous  studies  have  mentioned  brachial 
plexus  injury  as  a frequent  incorrect  diagnosis.4,6’' 

Comment 

The  majority  of  patients  with  radial  head  sub- 
luxation are  children  aged  one  to  two  years,  and  the 
condition  is  rare  after  age  nine.5,6  Miller  and  Insall8 
reported  a 15-year-old  boy  believed  to  have  suffered 
this  injury.  I could  not  find  incidence  figures  on  this 
condition,  but  all  authors  referred  to  it  as  “com- 
mon.”1-8 It  is  fair  to  say  that  any  pediatrician,  or- 
thopedist, emergency-care,  general,  or  family  prac- 
titioner with  a sustained  practice  is  likely  to  en- 
counter a case.  However,  due  to  the  puzzling  nature 
of  the  injury,  plus  the  normal  roentgenogram  find- 


100—1 


1st  YEAR  2nd  YEAR  3rd  YEAR  ATTENDING  TOTAL 


FIGURE  1.  Percentage  of  physicians  giving  correct  diag- 
nosis plotted  against  standing  in  training  program. 
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ings,  it  is  certainly  possible  to  see  several  cases 
without  recognizing  the  true  diagnosis.  Illingworth’’ 
mentions  a two-year-old  child  referred  with  “recur- 
rent paralysis  of  the  left  upper  limb,”  which  turned 
out  to  be  nothing  more  than  recurrent  radial  head 
subluxation. 

Nineteen  of  34  family  physicians  surveyed  here, 
all  with  at  least  one  year  of  training  beyond  medical 
school,  did  not  recognize  a typical  presentation. 
Familiarity  with  the  condition  increased  with  phy- 
sician experience,  implying  a likelihood  of  having 
learned  about  this  subluxation  as  training  progressed. 
In  fact,  doing  this  survey  provided  an  educational 
fringe  benefit:  one  of  the  second -year  residents  who 
originally  erred  was  called  only  two  days  later  to  the 
emergency  room.  He  was  asked  to  see  a seven- 
year-old  boy  with  a painful  elbow  and  limited  range 
of  motion  resulting  from  a strong  pull  of  the  arm  by 
an  older  boy.  This  time  the  resident  immediately 
diagnosed  radial  head  subluxation,  manipulated  the 
patient’s  forearm  until  he  heard  a click,  and  sent  the 
boy  home  cured! 

There  is  little  evidence  that  failure  to  reduce  the 
suhluxation  when  first  seen  will  lead  to  any  perma- 
nent sequelae.  Reduction  may  occur  spontaneously 
or  during  the  taking  of  x-ray  films,  but  manual  re- 
duction is  easily  accomplished  and  affords  immediate 
“cure.”1-7 

Recognition  and  treatment  are  valuable  for  rapid 


Study  of  implant  tissue  reactions 

Dr.  Joseph  Natiella,  professor  of  oral  pathology,  State 
University  of  New  York  at  Buffalo,  has  said  that  with  the 
increasing  number  of  implants  being  used  clinically  today, 
it  is  becoming  increasingly  important  to  explore  how  these 
new  synthetic  materials  will  react  with  a potential  recipi- 
ent’s tissue. 

The  capability  for  studying  tissue  interface  has  given  the 
team  an  opportunity  to  participate  in  new  areas  of  bio- 
medical research.  One  new  instrument,  called  the  Left 
Ventricular  Assist  Device,  is  being  studied  for  possible  use 
after  heart  surgery.  The  new  device  would  allow  the  heart 


relief  of  the  child’s  pain  and  disability,  as  well  as  for 
the  parents’  anxiety. 

Conclusion 

“Nursemaid’s  elbow,”  “pulled  elbow,”  or  childhood 
radial  head  subluxation  is  common  and  may  initially 
go  undiagnosed.  Primary  care  physicians  who  treat 
children  should  be  made  aware  of  this  through  pro- 
grams that  educate  these  physicians. 

20  Pinewood  Drive 
Commack,  New  York  11725 
_ Acknowledgment:  The  author  extends  special  thanks  to 
Ernest  Yen,  M.D.,  who  helped  with  the  statistical  analysis. 
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muscle  to  “rest  and  recover”  for  a period  following  sur- 
gery. 

Determining  what  types  of  tissue  form  the  innermost 
vessels  and  how  interface  could  affect  changes  in  clotting 
are  among  the  applications  that  are  being  studied. 

Another  application  of  the  oral  implant  and  interface 
research  involves  the  possible  future  development  of  new 
“construction”  materials  which  could  be  used  for  patients 
who  have  had  extensive  facial  cancer  surgery  or  other  facial 
injuries. 

Dr.  Michael  A.  Meenaghan,  associate  professor  of  oral 
pathology,  is  a coinvestigator  with  Dr.  Natiella. 
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Twenty-four  patients  with  left  bundle  branch  block 
and  no  history  of  atherosclerotic  cardiovascular 
disease  were  evaluated  for  evidence  of  diabetes  mel- 
litus  by  means  of  two-hour  postprandial  sugars  or 
glucose  tolerance  tests.  A more  than  casual  rela- 
tionship was  found  between  left  bundle  branch  block 
and  diabetes  mellitus  in  these  patients.  Those  pa- 
tients with  cardiomegaly  had  a much  higher  inci- 
dence of  diabetes  than  those  patients  with  normal 
heart  size. 
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A combined  prospective  and  retrospective  study 
was  performed  on  24  patients  admitted  to  the  Law- 
rence Hospital  in  Bronxville,  New  York,  over  a 
four-year  period  from  January,  1971,  to  December, 
1974.  The  patients  were  selected  because  they  all 
had  evidence  of  left  bundle  branch  block  on  their 
admitting  electrocardiograms  and  had  no  history  of 
myocardial  infarction  or  angina  pectoris.  The  pa- 
tients ranged  in  age  from  51  to  87  years  There  were 
15  females  and  9 male  patients.  A study  was  then 
undertaken  to  see  how  many  of  these  patients  were 
diabetic  either  by  abnormal  glucose  tolerance  test 
findings  or  abnormal  two-hour  postprandial  blood 
sugar  levels  according  to  the  criteria  of  O’Sullivan.1 
The  data  were  then  evaluated  to  see  whether  or  not 
any  statistical  significance  could  be  derived  from  the 
association  of  diabetes  mellitus  and  left  bundle 
branch  block. 

Review  of  literature 

For  many  years  now  cardiologists  have  known  that 
left  bundle  branch  block  has  often  been  associated 
with  cardiomegaly,  particularly  left  ventricular  hy- 
pertrophy and  enlargement,  and  has  been  presumed 
to  be  associated  with  coronary  artery  disease,  most 
likely  secondary  to  ischemic  changes  of  the  con- 
ducting system.2  It  has  been  more  recently  shown 
that  there  has  been  evidence  of  nonspecific  sclerosis 
of  the  conducting  system  causing  both  right  and  left 
bundle  branch  blocks,  and  the  patients  may  not 
necessarily  have  evidence  of  coronary  artery  disease.3 
Dizadji,  Tahmooressi,  and  Cernock4  have  shown  that 
left  bundle  branch  block  could  be  present  in  patients 
with  otherwise  apparently  normal  hearts.  They  also 


concluded  from  their  angiographic  studies  that  in 
coronary  atherosclerotic  disease,  left  bundle  branch 
block  denotes  severe  obstruction  of  coronary  arteries. 
The  number  of  patients  with  left  bundle  branch 
block  in  their  study  was  too  small  for  definite  con- 
clusions. Their  data  indicated  that  the  electrocar- 
diographic findings  might  not  be  of  significant  value 
in  differentiating  different  causes  of  left  bundle 
branch  block.  They  studied  464  patients  who,  for 
various  reasons,  had  undergone  coronary  cineangi- 
ography and  left  ventriculography;  26  of  these  pa- 
tients had  left  bundle  branch  block.  The  patho- 
genesis of  conduction  abnormalities  of  left  bundle 
and  higher  female-to-male  ratio  in  their  patients, 
with  apparently  normal  hearts,  were  not  clear. 
Other  causes  of  left  bundle  branch  block  such  as 
electrolyte  abnormality,  myocarditis,  cor  pulmonale, 
systemic  sclerosis,  myxedema,  and  pericarditis  were 
not  present  in  their  patients,  nor  in  the  patients  in 
the  present  study. 

Present  study 

In  the  present  study  of  24  patients  with  left  bundle 
branch  block,  the  patients  were  divided  into  four 
categories. 

Category  I.  The  first  category  consisted  of  nine 
patients.  All  had  left  bundle  branch  block  with 
normal  heart  size  on  x-ray  film  and  physical  exami- 
nation and  no  history  or  laboratory  evidence  of  dia- 
betes mellitus. 

Category  II.  Category  II  had  four  patients,  all  of 
whom  had  left  bundle  branch  block  with  clinical  and 
radiologic  evidence  of  cardiac  enlargement  and  no 
history  or  laboratory  evidence  of  diabetes  mellitus. 

Category  III.  The  three  patients  who  comprised 
Category  III  all  had  left  bundle  branch  block,  normal 
heart  size,  and  laboratory  evidence  of  diabetes  mel- 
litus. 

Category  IV.  All  seven  patients  in  the  fourth 
category  had  left  bundle  branch  block,  cardiac  en- 
largement, and  laboratory  evidence  of  diabetes 
mellitus. 

Combining  categories  I and  III,  we  have  a total  of 
12  patients  with  left  bundle  branch  block  and  normal 
heart  size;  25  per  cent  of  these  patients  were  found 
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to  be  diabetic.  Incidentally,  three  patients  from 
category  I and  one  patient  from  category  II  were 
never  evaluated  with  either  a glucose  tolerance  test 
or  two-hour  postprandial  sugar,  and  therefore  may 
well  have  been  undiagnosed  diabetics.  If  we  combine 
categories  II  and  IV,  those  patients  with  left  bundle 
branch  block  and  cardiac  enlargement,  we  see  that 
there  was  a total  of  eleven  patients.  Of  this  total  of 
eleven  patients,  seven,  or  63  per  cent,  were  found  to 
be  diabetic.  Incidentally,  all  three  patients  in  cate- 
gory III  had  a history  of  diabetes  on  admission;  in 
addition,  abnormal  two-hour  postprandial  sugars 
were  found  during  their  hospitalization.  Three  out 
of  the  seven  patients  in  category  IV  were  also  known 
diabetics  prior  to  admission. 

Lloyd-Mostyn  and  Watkins5  studied  a group  of  13 
diabetic  patients,  all  with  evidence  of  autonomic 
neuropathy.  They  concluded  that  defects  of  both 
sympathetic  and  parasympathetic  nerves  to  the  heart 
may  occur  in  diabetics  and  are  common  in  highly 
selected  patients  with  other  evidence  of  autonomic 
neuropathy.  Rubier  et  al.6  studied  four  patients  with 
“diabetic  cardiomyopathy”  secondary  to  diabetic 
microangiopathy  and  found  pathologic  lesions 
characterized  by  myocardial  hypertrophy,  fibrosis, 
and  alterations  of  the  small  vessels  of  the  heart. 

Conclusion 

We  conclude  from  these  studies  and  review  of  the 
literature  that  diabetes  mellitus  is  associated  with 
several  derangements  of  cardiac  function.  Both 
neuropathy  and  myopathy  have  been  found,  and  we 


Social  welfare  expenditures  in  1976 

Social  welfare  expenditures  under  public  programs  in- 
creased to  $331  billion  in  fiscal  1976.  This  was  a one-year 
dollar  increase  of  almost  $45  billion,  the  second  largest  in 
history. 

The  figures  were  reported  in  a research  and  statistics 
note  published  hy  the  Social  Security  Administration’s 
Office  of  Research  and  Statistics.  Even  after  allowing  for 
inflation,  the  1976  social  welfare  expenditures  rose  in 
constant  dollars  by  8.3  percent  in  1976. 

Cash  transfer  payments  to  individuals  under  all  types 
of  income-maintenance  programs  were  $22.5  billion  higher 
in  1976  than  in  1975.  Social  security  accounted  for  $8.9 
billion  of  this  increase,  unemployment  insurance  for  $5.6 


feel  that  one  must  now  consider  diabetes  as  a possible 
cause  of  left  bundle  branch  block  in  patients  without 
clinical  evidence  of  coronary  artery  disease  and  as  a 
probable  cause  of  left  bundle  branch  block  in  those 
patients  without  clinical  evidence  of  coronary  artery 
disease  who  concomitantly  have  cardiomegaly. 

Department  of  Cardiology 
Lawrence  Hospital 
55  Palmer  Avenue 
Bronxville,  New  York,  10708 
(DR.  D’ANGELO) 
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billion,  and  public  assistance  and  supplemental  security 
income  for  $1.9  billion.  In  the  health  field,  Medicare  ex- 
penditures rose  by  $3  billion,  and  Medicaid  by  $2.3  bil- 
lion. 

Until  1965,  state  and  local  governments  were  the  main 
source  of  social  welfare  funds,  supplying  55  percent  in  1950 
and  51  percent  in  1965.  Starting  with  1966,  however,  the 
Federal  government  began  to  furnish  more  than  half  the 
funds  and,  in  1976,  provided  59.9  percent. 

The  rise  in  Federal  spending  for  social  welfare  is  re- 
flected in  its  relationship  with  total  Federal  spending.  In 
1950,  the  Federal  government  devoted  26  percent  of  its 
budget  to  social  welfare.  This  figure  reached  33  percent 
by  1965  and  56  percent  in  1976. 
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Since  1970,  392  patients,  who  are  able  to  wear  soft 
lenses  for  the  correction  of  aphakia  on  a continuous 
basis,  have  been  followed.  This  represents  a 50 
percent  success  rate  over  the  past  six  years.  Com- 
plications have  included  ( 1 ) problems  with  lens 
structure  and  manufacturing,  (2)  degeneration  of  the 
lenses  associated  with  incompatible  or  inadequate 
tears,  and  (3)  allergic  factors.  7'he  significant  com- 
plication prompting  discontinuance  of  wearing  was 
corneal  neovascularization.  This  proved  to  be  re- 
versible. The  advantages  of  a continuous-wear 
contact  lens  system  to  the  aging  aphakic  patient  is 
apparent.  Daily  lens  insertions  and  removal  are  not 
required.  This  frees  him  from  the  frustration  of 
spectacle-corrected  aphakia  which  often  produces  an 
optical  cripple.  The  patient  must  be  accessible  to  the 
ophthalmologist  for  close  follow-up  and  cleaning  of 
the  lens  which,  for  proper  maintenance,  must  be  done 
generally  on  a monthly  basis. 


Aphakia 

Continuous  wearing  of  soft  contact 
lenses 

HERBERT  L.  GOULD,  M.D.,  F.A.C.S. 

White  Plains,  New  York 

Director,  Therapeutic  Lens  Service,  Manhattan  Eye,  Ear  and 
Throat  Hospital,  New  York  City 


The  management  of  aphakia  until  recently  in- 
volved only  spectacles  and  hard  contact  lenses.  As 
Sir  Gawain  seeking  the  Holy  Grail,  the  ophthalmol- 
ogist interested  in  contact  lenses  is  continually 
searching  for  a soft  lens,  one  that  can  be  worn  con- 
tinuously by  aphakic  persons. 

The  Bausch  and  Lomb  soft  lens  will  not  be  dis- 
cussed in  this  report  because  we  have  not  been  able 
to  use  it  for  continuous  wear  for  two  reasons:  (1) 
There  is  not  enough  water  in  the  lens,  and  (2)  the 
structure  of  the  lens  is  too  steep  and  small.  For 
continuous  wear,  a lens  with  higher  water  content 
and  higher  oxygen  permeability  is  required. 

Soft  contact  lens  in  present  study 

By  sheer  serendipity,  we  discovered  that  the 
Warner-Lambert  soft  lens  may  be  worn  continuously 
by  aphakic  patients.  In  1969,  we  began  using  this 
lens,  then  called  the  “Griffin”  lens,  to  moderate  the 
extreme  pain  of  bullous  keratopathy.  A large  group 
of  bullous  keratopathic  patients,  mostly  postcataract 
surgery,  were  treated  in  this  manner.  Our  first  ex- 
perience with  continuous-wear  soft  lenses  was  for 
pathologic  conditions.  Soft  lenses  with  good  aphakic 
optics  soon  became  available.  In  1970,  a soft  lens  was 
placed  on  a monocular  aphakic  patient;  he  did  not 
return  for  three  months.  He  had  20/40  vision,  and 
was  very  happy  except  that  his  eye  was  a little  red. 
We  took  off  the  lens,  cleaned  it,  and  were  amazed  to 
see  that  the  cornea  was  clear  except  for  the  devel- 
opment of  peripheral  blood  vessels.  He  had  worn  his 
lens  continuously  for  three  months  without  any  dif- 
ficulty. The  patient  has  now  worn  this  lens  contin- 
uously for  about  five  years.  There  are  a few  blood 
vessels  in  the  periphery,  and  he  retains  about  20/40 

Presented  at  the  170th  Annual  Convention  of  the  Medical  So- 
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vision.  His  other  eye,  still  at  about  20/20  vision,  has 
never  developed  a cataract. 

In  the  present  study  we  now  have  190  cases  on  the 
Warner-Lambert  soft  lens  (Softcon)  of  over  24- 
months’  duration;  92  cases  of  more  than  18  months; 
60  cases  of  12  months;  and  50  cases  of  6 months — a 
392-case  reservoir  of  experience. 

The  cases  of  Herbert  Katzin,  M.D.,  now  number 
over  300.  Gerald  Schwarz,  M.D.,  in  Buffalo  has 
about  300;  James  Aquavella,  M.D.,  in  Rochester 
about  200,  and  all  around  the  country  there  are  little 
cells,  so  to  speak,  of  ophthalmologists  who  have  ob- 
served the  fact  that  these  lenses  can  be  kept  on  for  an 
extended  period  of  time.  Removal  is  highly  variable 
from  patient  to  patient.  Generally,  the  lens  is  re- 
moved monthly  for  one  day;  rarely  do  we  not  remove 
the  lens  for  six  months.  It  depends  on  corneal  neo- 
vascularization and  the  need  for  lens  toiletting. 

With  phakoemulsification  and  10/0  nylon  closure, 
lenses  may  be  placed  at  the  operating  table. 

Within  two  weeks,  50  percent  of  the  patients  are 
fitted.  Within  one  month  we  can  fit  the  majority  of 
suitable  candidates  for  soft  contact  lenses,  especially 
those  with  nylon  wound  closure. 

What  lens  design  were  we  to  choose  initially?  The 
laboratory*  making  the  lenses  was  not  sure.  They 
were  waiting  for  us  to  give  them  feedback  as  far  as 
lens  construction  and  design  were  concerned.  We 
were  working  with  Allan  Isen,  a very  sophisticated 
optometrist  who  developed  the  soft  lens,  and  we  were 
trying  to  determine  what  were  the  best  dimensions. 
After  reviewing  the  patients  who  had  had  success 
with  this  lens,  we  found  we  could  fit  about  50  per  cent 
of  our  patients  for  continuous  wear.  The  smallest 

* Griffin  Laboratory,  now  American  Optical  division  of  War- 
ner-Lambert Company,  Southbridge,  Massachusetts. 
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stable  lens  we  can  use  is  an  8.1/14  or  an  8.4/14,  de- 
pending on  the  size  of  the  eye  and  lid  aperture.  We 
want  the  flattest  possible  lens  that  centers  well  and 
does  not  have  too  much  movement,  as  well  as  the 
lightest  lens  that  centers  well  and  does  not  seem  to 
droop.  We  have  to  be  sure  that  the  haptic  portion, 
which  is  the  nonseeing  portion  outside  the  optical 
zone,  is  not  so  thin  that  it  will  bind  and  prevent  tear 
transfer.  The  optical  zone  has  a critical  dimension 
of  about  7.3  to  7.5  mm.  In  addition,  the  fluid  transfer 
quality  of  the  material  itself  is  a vital  factor  in  the 
success  of  the  lens.  The  high  water  content  of  the 
lens,  about  60  per  cent,  provides  sufficient  transfer 
to  keep  the  cornea  oxygenated.  Adaptation  is  an- 
other factor:  we  found  in  some  cases  we  could  wean 
patients  gradually  onto  continuous  wear  if  in  the  first 
weeks  they  had  somebody  help  them  insert  and  re- 
move lenses. 

The  criteria  of  fit  are  obviously  straightforward. 
The  patient  has  to  have  a comfortable  eye.  Vision 
should  be  satisfactory  of  course  and  the  lenses  worn 
full  time.  Vision  should  be  20/40  or  better  with  the 
soft  lens.  It  is  important  to  emphasize  that  there  is 
not  usually  a sharp  20/20  vision  with  continuous 
wear.  The  patients  involved  with  soft  contact  lenses 
are  more  interested  in  getting  rid  of  distortions  and 
the  “jack-in-the-box”  phenomenon  than  they  are  in 
reading  the  bottom  of  the  chart.  Snellen  chart  20/40 
passes  a New  York  State  driver’s  test  for  visual  acu- 
ity. For  our  population,  20/40  or  better  is  satisfac- 
tory vision. 

Above  an  astigmatism  of  2 diopters  on  the  kera- 
tometer,  patients  can  get  20/40  vision  with  an  over- 
refraction; however,  this  is  not  an  inconvenience 
because  most  patients  wear  bifocal  lenses.  In  gen- 
eral, vision  with  the  continuously  worn  soft  contact 
lens  is  one  line  above  acrylic  lenses,  which  means  that 
glasses  or  hard  contact  lenses  could  probably  give  a 
little  sharper  visual  result  on  the  vision  charts.  The 
Snellen  chart  ratio  itself,  however,  is  not  what  we  are 
looking  for;  we  would  rather  subtract  a Snellen  chart 
result  to  gain  a better  field  result. 

Lens  wear  is  more  or  less  patient  directed.  We  tell 
patients  they  must  come  back  every  month;  some- 
times they  come  back  every  two  months.  One  thing 
is  certain:  constant  follow-up  is  required. 

Nylon  closure  has  been- a boon,  since  the  eye  is 
immediately  stable  and  has  minimal  inflammatory 
reaction  postoperatively.  A few  weeks  postopera- 
tively  we  can  see  in  some  cases  fine  peripheral  blood 
vessels  that  have  encroached  1 mm.  or  so  within  the 
superficial  corneal  stroma. 

We  accept  this  as  our  due  for  continuous  wear  and 
do  not  feel  that  it  is  a significant  problem.  This 
marginal  perilimbal  neovascularization  does  not 
usually  progress.  Corneal  neovascularization  of  1 to 
2 mm.  into  the  stroma  is  acceptable.  If  it  progresses 
more  aggressively,  lens  removal  is  required.  Some 
corneas  have  minimal  neovascularization  and  others 
more  extensive  invasion  of  vessels. 


A soft  lens  may  be  used  as  a bandage  lens  for 
postoperative  healing  in  keratoplasty.  With  an 
aphakic  correction,  it  produces  acceptable  vision 
during  the  postoperative  period. 

Why  did  we  convert  to  the  22-micron  or  10/0 
nylon?  We  were  very  happy  for  a long  time  with  8/0 
virgin  silk  but  found  we  were  getting  facettes  which 
took  a long  time  to  clear  and  made  fitting  hard  lenses 
difficult.  The  small  filtering  blebs  that  would  form 
around  8/0  virgin  silk  became  rather  disturbing.  We 
could  not  fit  hard  contact  lenses  very  well  with  the 
blebs  there.  It  became  apparent  that  22-micron 
nylon  was  the  ideal  suture  for  postoperative  contin- 
uous lens  wear;  it  has  minimal  reactivity  and  ade- 
quate strength.  Secure  control  of  wound  closure  and 
rapid  rehabilitation  are  seen  with  microsurgical 
technique.  It  is  important  to  have  secure  wound 
closure  and  to  emphasize  the  use  of  10/0  nylon,  which 
is  nonreactive  with  the  continuous-wear  tech- 
nique. 

Continuous-wear  complications 

Intolerance  (lens  design).  In  one  case  two  weeks 
postoperatively,  the  cornea  was  de-epithelialized 
after  one  day  of  lens  wear.  It  occurred  because  the 
lens  was  too  tight.  The  patient  was  refitted  and  was 
able  to  wear  a lens  continuously.  Sometimes  there 
are  unknown  ocular  intolerances. 

Lens  design  continues  to  pose  an  enigma.  There 
are  many  instances  of  lens  failure  following  a suc- 
cessful wearing  period  due  to  inability  to  reproduce 
the  originally  successful  lens  design.  The  original 
Griffin  lens  had  a more  generous  haptic  bevel  which 
probably  accounted  for  the  initial  success  rate  of 
continuous-wear  patients.  Later,  a modification  was 
introduced  in  the  standard  aphakic  design  which 
compromised  wearing  time.  This  is  being  modified 
by  the  manufacturer.  From  time  to  time,  bouts  of 
conjunctivitis  necessitate  lens  removal  and  topical 
antibiotics  for  several  days. 

Lens  degeneration.  Another  problem  is  lens 
change  through  drying  of  the  lens  surface  and  de- 
posits of  white  spots.  We  had  to  change  some  of 
these  spotted  lenses  every  three  months,  a very  ex- 
pensive procedure.  Sometimes  spots,  probably  ac- 
cretions of  lysozyme,  appeared  within  a month.  One 
observation  that  prompts  this  speculation  is  that 
there  are  a few  cases  with  lacrimal-gland  ablation 
producing  a lysozvme-free  tear  film.  These  contin- 
uous-wear cases  still  have  sharp  vision  and  clear 
lenses  for  over  12  to  24  months  later.  It  is  suggested 
that  a specific  type  of  lysozyme  may  be  involved  in 
a specific  patient  reacting  with  the  lens,  thereby 
causing  deposits.  These  patients  do  poorly,  and 
many  times  have  been  converted  to  daily  wear. 

Corneal  neovascularization.  Vascularization 
is  the  major  complication.  It  was  thought  initially 
that  it  was  associated  with  sutures,  but  even  in  some 
of  our  phakoemulsification  patients  neovasculari- 
zation is  present.  One  eye  had  a deep  vascularized 
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tuft  going  almost  to  the  pupillary  margin,  and  in  this 
case  we  had  to  discontinue  the  lens.  The  patient,  a 
lawyer,  wanted  to  sue  for  not  putting  in  an  intra- 
ocular lens  because  he  felt  this  would  have  been  the 
best  technique  for  him.  He  is  now  being  weaned 
back  to  modified  continuous  wear  with  removal 
overnight  biweekly  by  the  office  nurse.  The  neo- 
vascular  invasion  is  reversible. 

With  topical  steroids  and  removal  of  the  lenses, 
neovascularization  completely  disappears.  Put  on 
the  lenses  for  48  hours  and  the  whole  vascular  bed 
may  reform. 

However,  corneal  neovascularization  can  be 
managed  by  altering  the  lens  design  to  allow  a more 
efficient  tear  flow  and  periodic  removal  once  or  twice 
a month  for  24  hours. 

Comment 

The  continuously  worn  soft  lens  for  the  aged 
aphakic  person  is  a reality.  However,  the  technique 
is  not  without  its  frustrations  and  disappoint- 
ments. 

Once  the  patient  has  adjusted  to  contact-lens  vi- 
sion, the  possibility  of  removal  and  the  torture  of 
spectacles  loom  like  a Damoclean  sword.  Intercur- 
rent mild  conjunctivitis  may  prompt  lens  removal 
and  send  the  patient  into  despair  for  days  until  the 
soft  lens  is  replaced.  Golf  dates  and  bowling  dates 
must  be  cancelled.  Even  card  playing  becomes  dif- 
ficult with  spectacles.  The  monocular  aphakic 
person,  while  indisposed,  is  not  as  seriously  handi- 
capped as  is  one  who  is  bilaterally  aphakic  when  de- 
prived of  his  lenses. 

The  advantage  of  a continuous-wear  contact  lens 
system  for  the  aging  aphakic  person  is  apparent; 
there  are  no  insertions  and  removal.  However,  the 
disadvantages  lie  in  the  constant  vigilance  that  must 
be  maintained  over  the  patient  to  manage  infections, 
lens  degenerations,  corneal  edema,  and  the  inevitable 
lost  lens.  The  patient  must  be  accessible  to  the 
ophthalmologist  for  close  follow-up  on  a monthly 
basis  for  proper  maintenance. 

Fitting  technique  for  soft  contact  lenses 
in  correcting  aphakia 

I.  Refract  patient 

A.  Spherical  correction 

B.  Cylinder  correction  with  axis 

II.  Keratometer  readings:  “K”  readings  with  axis 

III.  Calculate  corneal  astigmatism 

IV.  Determine  base  curve  and  diameter 
"K"  Readings 

in  Diopters  Base  Curve  Diameter 

40—42  8.4  14.5 

42—44  8.1  14.0 

44—45.50  7.8  13.5 

V.  Determination  of  power  of  lens 


A.  Spectacle  refraction  in  minus  (— ) cylinder 
form  (ignore  cylinder) 

B.  Correct  for  vertex  distance 

C.  Add  + 1 to  the  final  prescription — (empiri- 
cal) 

D.  Refine  refraction  through  trial  lens  proce- 
dure 

VI.  Check  lens  fit:  Slight  movement — 0.5  to  1 mm. 

movement  to  blink 

VII.  Biomicroscopy 

A.  Relationship  between  lens  edge  and  sclera 

B.  Appearance  of  lens  surface 

C.  Evaluation  of  cornea 

D.  Lens  centering 

E.  Evaluate  lid  pressure 

Example:  “K” — 43.50/44.25  X 90 

Refraction  + 10  + 0.75  X 90  vertex  distance  9 mm. 

I.  Total  astigmatism  in  this  case:  0.75  X 90  which  is 
equal  to  corneal  astigmatism 

II.  Lens  selection:  base  curve  8.1  mm.,  diameter  14 
mm. 

III.  Power:  + 12.75 

A.  Minus  cylinder  form  + 10.75 

B.  Plus  vertex  distance  correction  + 1 at  9 mm. 
vertex  distance 

C.  Plus  + 1 (empirical  compensation  factor) 
power  = + 12.75 

IV.  Overrefraction:  + 0.50 

V.  Final  prescription:  +13.25/8.1/14 
If  the  visual  acuity  were  variable,  the  most  likely  cause 
would  be  a “too  steep”  lens.  This  could  be  rectified  either 
by: 

A.  Making  the  lens  smaller,  from  14  to  13.50, 
or 

B.  Making  the  lens  flatter  from  an  8.1  mm.  base 
curve  to  an  8.4  mm.  base  curve.  Therefore, 
to  change  this  example  of  a final  prescription 
to  allow  for  its  being  too  steep  we  would  select 
either  a +13.25/8.1/13.5  or  a +13.25/8.1/ 
14.5 

VI.  Correction  of  astigmatism:  Since  soft  contact  lenses 
correct  only  minimal  amounts  of  corneal  astigma- 
tism, spectacle  overcorrection  may  be  necessary  if 
significant  corneal  astigmatism  is  present.  Over- 
correction in  the  form  of  spectacles  is  surprisingly 
well  tolerated  by  most  patients. 

One  technical  point  of  some  importance  is  that 
when  inspecting  soft  contact  lenses  for  power  they 
are  measured  with  the  concave  side  up  as  has  been 
suggested  previously  for  minus  lenses.  The  reading 
will  show,  however,  approximately  1 diopter  more 
than  when  this  reading  is  taken  on  the  convex  side 
up.  This  may  be  the  reason  why  we  have  empirically 
needed  to  add  plus  1 to  the  final  refraction.  Stan- 
dard insertion  and  removal  techniques  were  utilized 
in  this  study. 
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The  most  common  indication  for  performing  ar- 
thrography of  the  knee  is  to  study  the  meniscus  after 
injury.  Obviously,  pathologic  conditions  of  other 
structures  of  the  knee  can  also  be  detected  at  the  time 
of  arthrography. 

Tears  of  the  cruciate  ligaments  or  rupture  of  the 
joint  capsule  or  collateral  ligaments  can  be  diagnosed 
either  by  an  interruption  of  the  negative  shadow  or 
by  dye  leaks  from  the  joint  cavity.  Thinning  of  the 
articular  cartilage,  osteochondral  fracture,  osteo- 
chondritis dissecans,  osteonecrosis,  and  loose  body 
can  he  seen  using  double-contrast  arthrography.  In 
studying  the  developmental  abnormalities  ar- 
thrography is  a favored  preoperative  procedure  used 
to  evaluate  a discoid  meniscus.  It  is  a useful,  but  a 
rarely  applied  means  of  demonstrating  the  progres- 
sive forms  of  Blount’s  disease.  Popliteal  cyst  and 
other  synovial  abnormalities  such  as  synovial  chon- 
dromatosis and  villonodular  synovitis  can  be  visu- 
alized by  intra-articular  injection  of  contrast  mate- 
rial. 

Our  purpose  is  to  review  the  value  of  arthrography 
in  various  pathologic  conditions  other  than  meniscal 
injury.  Representative  cases  will  be  analyzed. 

* At  present  Assistant  Professor  of  Radiology  at  The  Mount 
Sinai  Hospital  and  'the  Mount  Sinai  School  of  Medicine  of  the 
City  University  of  New  York. 


Double  contrast  arthrography  of  the  knee  is  a useful 
noninuasiue  method  to  investigate  various  intra- 
articular  abnormalities.  In  addition  to  diagnosing 
meniscal  tears,  this  widely  accepted  preoperative 
procedure  helps  in  visualizing  osteoarthritis,  osteo- 
chondritis dissecans,  osteonecrosis,  osteochondral 
fracture,  synovial  changes,  and  developmental  ab- 
normalities like  Blount’s  disease.  The  advantage  of 
this  procedure  is  that  follow-up  studies  are  easily 
performed  and  can  give  information  on  the  progres- 
sion of  the  disease.  It  can  also  indicate  when  active 
intervention  is  necessary  as  well  as  show  the  result 
of  treatment. 


Pathologic  conditions 

Osteochondritis  dissecans.  Osteochondritis 
dissecans  of  the  knee  is  a localized  ischemic  necrosis 
of  the  distal  femoral  condyle.  The  generally  ac- 
cepted theory  today  is  that  it  develops  on  the  basis 
of  repeated  trauma.  However,  the  exact  mechanism 
is  unknown.  Arthrography  is  indicated  to  visualize 
the  size  of  the  defect  in  the  cartilage,  the  healing  of 
the  bone  and  cartilage,  noncalcified  loose  bodies,  and 
to  demonstrate  the  meniscus  (Fig.  1). 

If  loose  bodies  are  demonstrated  in  the  knee  joint 
on  plain  x-ray  films,  an  arthrogram  can  add  further 
information  by  showing  the  defect  of  the  condyle  and 
irregularity  of  the  meniscus  (Fig.  2). 


Spontaneous  osteonecrosis.  Spontaneous  os- 
teonecrosis is  a form  of  aseptic  necrosis  of  the  medial 


FIGURE  1.  Osteochondritis  dissecans.  On  arthrogram 
articular  cartilage  intact  over  cortical  defect. 
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FIGURE  2.  Seventeen-year-old  boy  developed  osteo- 
chondritis dissecans  three  years  prior  to  x-ray.  (A)  Calcified  loose  body  in  medial  compartment  of  knee  joint.  (B)  Medial 
meniscus  shows  irregularity  on  arthrogram.  Detached  loose  fragment  destroyed  medial  meniscus;  surgically  proved. 


femoral  condyle  occurring  among  elderly  people  (Fig. 
3).  Arthrography  can  visualize  the  overlying  carti- 
lage and  will  help  to  decide  whether  the  defect  is 
subchondral  only  and  whether  it  is  covered  by  car- 


tilagenous  or  fibrous  tissue  or  filled  with  contrast 
material  as  a result  of  “penetrating  crater”  (Fig.  4). 


FIGURE  3.  Fifty-six-year-old  male  suffering  pain  since 
1972.  (A)  Abnormality.  (B)  Large  defect  on  medial  femoral 
condyle  1 1 months  later:  osteonecrosis. 
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FIGURE  5.  Blount's  disease  of  an  eight-year-old  girl.  (A) 
Arthrogram.  Cartilagenous  part  of  medial  tibial  condyle 
shows  increased  thickness,  compensatory  hypertrophy  of 
cartilage  as  well  as  of  medial  meniscus.  (B)  Ossified  medial 
tibial  plateau  severely  depressed.  (C)  Cartilageneous  part 
of  medial  tibial  condyle  depressed.  Progressive  change  of 
Blount’s  disease,  in  a younger  patient. 


FIGURE  4.  Large  cavity  involving  articular  cartilage  and 
bone  demonstrated  in  54-year-old  female  by  arthrogram: 
osteonecrosis. 
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Arthrography  can  also  demonstrate  the  relationship 
of  the  meniscus  to  the  area  of  osteonecrosis. 

Osteoarthritis.  Osteoarthritis  is  a very  common 
disease.  In  the  early  stages  arthrography  demon- 
strates thinning  of  the  cartilage.1  In  the  later  stages 
it  demonstrates  irregularity  of  the  femoral  and/or 
tibial  cartilage  and  the  condition  of  the  meniscus. 
Degeneration  of  the  meniscus  is  a common  compli- 
cation of  osteoarthritis. 

Blount’s  disease.  Blount’s  disease  is  a slowly 
progressing  varus  deformity  of  the  knee,  usually  bi- 
lateral in  the  infantile  type.  An  arthrogram  will 
usually  reveal  normal  appearance  of  the  tibial  pla- 
teau, even  when  the  plain  film  shows  depression  of 
the  calcified  epiphyseal  plate  (Fig.  5A  and  B).  The 
cartilage  of  the  medial  tibial  epiphysis  and  the  medial 
meniscus  show  marked  hypertrophy  as  a compen- 
sation to  the  growth  arrest  (Fig.  5A).  With  pro- 
gression of  the  disease  the  cartilage  will  not  com- 
pensate, and  its  thickness  decreases  (Fig.  5C). 

Popliteal  cyst.  Popliteal  cyst  or  Baker’s  cyst 
occurred  quite  frequently  in  our  material  when  it 
accompanies  meniscal  tear.  A huge  popliteal  cyst  is 
rare  without  previous  injury  or  presence  of  systemic 
disease  (Fig.  6).  Another  patient  who  suffered  from 
rheumatoid  arthritis  presented  rupture  of  the  su- 
prapatellar pouch  (Fig.  7).  Progressive  change  of  the 
rheumatoid  arthritis  might  be  the  etiology  of  devel- 
opment and/or  rupture  of  the  synovial  pouch. 


FIGURE  6.  Thirty-eight-year-old  female.  Arthrogram  shows 
large  popliteal  cyst.  Both  menisci  intact  and  examination 
failed  to  reveal  systemic  disease. 


Comment 

Spontaneous  osteonecrosis  of  the  knee  was  dis- 
cussed until  recently  under  the  name  of  osteochon- 
dritis dissecans.2  Ahlbach.  Bauer,  and  Bohne,  in 
1968, 2 described  and  separated  spontaneous  osteo- 
necrosis from  osteochondritis  dissecans  on  the  basis 
of  clinical  and  radiologic  appearance.  Both  diseases 
are  characterized  as  ischemic  necrosis  of  the  distal 
femoral  condyle,  predominantly  of  the  medial  side. 

Osteochondritis  dissecans  usually  involves  the 
medial  femoral  condyle,  rarely  is  the  lateral  condyle 
involved.3  Smillie4  holds  to  the  theory  that  the  tibial 
spine  impinges  on  the  femoral  condyle,  splitting  off 
a fragment.  Jaffe5  claims  that  a focus  of  osteone- 
crosis can  develop  as  a result  of  traumatic  squashing 
of  the  articular  surface  by  the  large  medial  tibial 
spine.  Rupture  of  the  posterior  cruciate  also  can 
induce  osteonecrosis  by  interrupting  the  blood  sup- 
ply to  the  medial  condyle.  Roessner6  explains  the 
development  of  osteochondritis  dissecans  on  the 
basis  of  vascular  trauma.  Axhausen7  claims  that 
bacterial  emboli  are  damaging  the  blood  vessels. 

Whatever  the  cause,  the  result  is  a defect  in  the 
subchondral  bone,  with  the  separated  fragment  at- 
tached more  or  less  firmly  into  the  defect,  or  de- 
tached and  free  in  the  joint  cavity.  Arthrography 
will  show  the  width  and  smoothness  of  the  overlying 
cartilage.  In  all  of  our  cases  the  width  of  the  cartilage 
was  maintained,  and  in  all  but  one  the  meniscus  was 
intact. 


Spontaneous  osteonecrosis  usually  starts  in  the 
Fifth  decade  of  life.  There  is  a history  of  long-standing 
knee  pain,  with  lack  of  radiologic  abnormality  in  the 
early  stage  and  without  a history  of  trauma  or  local 
or  systemic  steroid  treatment.  The  lesion  is  localized 
on  the  weight-bearing  area  of  the  medial  femoral 
condyle.  The  role  of  arthrography  is  obvious. 
However,  it  is  only  occasionally  mentioned  as  a pre- 
operative  procedure.8 

As  long  as  the  overlying  cartilage  of  the  femoral 
condyle  is  intact  and  the  osteonecrosis  involves  only 
the  subchondral  bone,  the  contrast  material  will 
cover  and  demonstrate  the  integrity  of  thickness  of 
the  cartilage.  With  an  opened  crater,  dye  will  spill 
in  during  the  arthrography  procedure,  indicating  a 
difference  in  surgical  approach  (Fig.  4).  In  such  a 
case  the  bony  fragments  may  injure  the  meniscus, 
requiring  its  removal.  In  fact,  meniscus  and  femoral 
cartilage  damage  is  more  common  in  spontaneous 
osteonecrosis  than  in  osteochondritis  dissecans. 

In  Blount's  disease  the  value  of  arthrography  in  a 
progressive  case  of  Blount’s  disease  was  presented  by 
Bateson.9 

Dalinka  et  al.10  described  different  arthrographic 
findings  in  various  stages  of  the  disease. 

Radiography  of  the  knees  commonly  shows  pro- 
gressive bone  changes  in  bowlegs,  while  the  arthro- 
gram will  demonstrate  the  normal  thickness  of  the 
cartilage  of  the  medial  tibial  plateau.  Thus,  ar- 
thrography can  also  show  hypertrophy  of  the  carti- 
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FIGURE  7.  Sixty-four-year-old  male  with  rheumatoid  ar- 
thritis. (A)  and  (B)  Large  rupture  of  suprapatellar  pouch. 

lage  and  of  the  medial  meniscus  (Fig.  5A).  The 
therapeutic  approach  is  different  when  the  growth 
plate  is  depressed  as  a result  of  the  constant  me- 
chanical pressure.  In  the  latter  case  the  thickness 


of  meniscus  is  decreased  and  the  knee  subluxes. 
Treatment  becomes  more  complicated. 

Synovial  cyst,  (Baker’s  cyst)  is  commonly  present 
with  degenerative  joint  disease,  meniscal  tear,  and 
rheumatoid  arthritis.  It  can  cause  pain,  mimicking 
thrombophlebitis,  and  sometimes  mechanically 
compress  the  popliteal  vein.11’12  Most  commonly  the 
gastrocnemius  and  semimembraneous  bursa  com- 
municates with  the  knee  joint.  In  other  cases  the 
cyst  may  develop  from  the  posterior  herniation  of  the 
joint  capsule.  Rupture  of  the  popliteal  cyst  can  occur 
as  a result  of  trauma.  Dixon  and  Grant13  examined 
experimentally  the  strength  of  the  knee  capsule. 
They  measured  the  manometric  pressure  during 
various  motions  and  came  to  the  conclusion  that  the 
weakest  point  is  the  apex  of  the  suprapatellar  pouch. 
Rupture  can  occur  by  vigorous  motion.  The  expla- 
nation would  be  that  the  suprapatellar  pouch  is 
normally  saved  from  rupture  by  the  quadriceps 
muscle.  Duncan14  described  three  cases  with  rup- 
ture after  injury.  The  enlarged  ruptured  pouch  seen 
in  Figure  7 is  not  well  understood.  However,  the 
explanation  might  be  that  it  was  due  to  a combina- 
tion of  rheumatoid  arthritis,  the  atrophy  or  disuse  of 
the  quadriceps  mechanism,  and  the  synovitis  that  the 
patient  had  suffered. 

Summary 

Arthrography  of  the  knee  is  a useful  preoperative 
procedure  for  evaluating  anatomic  abnormality  of  the 
cartilage  and  synovia.  Various  pathologic  conditions 
were  described  and  the  etiology  briefly  discussed. 

References 

1.  Horns,  J.  W.:  Single  contrast  knee  arthrography  in  ab- 
normalities of  the  articular  cartilages,  Radiology  105:  537 
(1972). 

2.  Ahlbach,  S.,  Bauer,  G.  C.  H.,  and  Bohne,  W.  H.:  Spon-  1 
taneous  osteonecrosis  of  the  knee,  Arth.  & Rheum.  11:  705 
(1968). 

3.  Lindholm,  T.  S.:  Osteochondritis  dissecans  of  the  knee. 

A clinical  study,  Ann.  Chir.  Gynaecol.  Fenn.  63:  69  (1974). 

4.  Smillie,  1.  S.:  Treatment  of  osteochondritis  dissecans,  J. 
Bone  & Joint  Surg.  39B:  248  (1957). 

5.  Jaffe,  H.  L.:  Metabolic  Degenerative  and  Inflammatory 
Diseases  of  Bones  and  Joints,  Philadelphia,  Lea  & Febiger,  1972, 
p.  584. 

6.  Roessner,  E.:  Die  Entstehungmechanik  der  sogenannten 
Osteochondritis  dissecans  am  Kniegelenk.  Beitr.  klin.  Chir.  127: 
537  (1922). 

7.  Axhausen,  G.:  Die  Entstehung  der  freien  Gelenkkorper 
und  ihre  Beziehungen  zur  Arthritis  Deformans,  Arch.  klin.  Chir. 
104:581  (1914). 

8.  Williams,  J.  L.,  Cliff,  M.  M.,  and  Bonakdarpour,  A.: 
Spontaneous  osteonecrosis  of  the  knee,  Radiology  107:  15 
(1973). 

9.  Bateson,  E.  M.:  The  relationship  between  Blount’s  dis- 
ease and  bowlegs,  Brit.  J.  Radiol.  41:  107  (1968). 

10.  Dalinka,  M.  K.,  Coren,  G.,  Hensinger,  R.,  and  Irani,  R.  N.: 
Arthrography  in  Blount’s  disease,  Radiology  113:  161  (1974). 

1 1.  Lapayowker,  M.  S.,  Cliff,  M.  M.,  and  Tourtellotte,  C.  D.: 
Arthrography  in  the  diagnosis  of  calf  pain,  ibid.  95:  319  (1970). 

1 2.  Swett,  H.  A.,  Jaffe,  R.  B.,  and  Mclff,  E.  B.:  Poplitealyysts: 
presentation  as  thrombophlebitis,  ibid.  1 15:  613  (June)  1975. 

13.  Dixon,  A.  S.,  and  Grant,  C.:  Acute  synovial  rupture  n 
rheumatoid  arthritis.  Clinical  and  experimental  observations, 
Lancet  1:  742  (1964). 

14.  Duncan,  A.  M.:  Arthrography  in  rupture  of  the  supra- 
patellar bursa  with  pseudocyst  formation,  Am.  J.  Roentgenol.  121: 

89  (1974).  1 


920  New  York  State  Journal  of  Medicine/May  1977 


Microvascular  Free 
Groin  Flaps 


DANIEL  C.  MORELLO,  M.D.a 

Port  Chester,  New  York 

WILLIAM  SHAW,  M.D.b 

New  York  City 

DANIEL  C.  BAKER,  M.D.b 

New  York  City 

JOHN  M.  CONVERSE,  M.D.C 

New  York  City 

KITARO  OHMORI,  M.D.d 

Tokyo,  Japan 

a Associate  Attending  Surgeon,  United  Hospital;  Clinical 
Instructor,  Institute  of  Reconstructive  Plastic  Surgery,  New 
York  University  Medical  Center. 
b Resident,  Institute  of  Reconstructive  Plastic  Surgery. 
c Lawrence  D.  Bell  Professor,  New  York  University  Medical 
Center;  Director,  Institute  of  Reconstructive  Plastic  Surgery. 
d Department  of  Plastic  and  Reconstructive  Surgery,  Tokyo 
Metropolitan  Police  Hospital. 


The  operating  microscope,  although  used  in  clin- 
ical middle  ear  surgery  since  1921’  and  in  ophthal- 
mologic surgery  since  1946, 2 has  only  recently  been 
used  for  clinical  microvascular  surgery.  This  use 
awaited  not  only  the  development  of  microinstru- 
ments but  also  of  microsutures  suitable  for  use  on 
vessels  of  small  caliber,  or  those  measuring  from  0.5 
to  2 mm.  external  diameter.  The  real  breakthrough 
in  this  surgery,  however,  was  the  application  of  mi- 
crovascular techniques  to  vessels  greater  than  1 mm. 
external  diameter. 

Jacobson  and  Suarez3  pioneered  experiments  in 
microvascular  surgery,  and  subsequently  the  tech- 
niques have  been  applied  clinically  in  orthopedics,4 
neurosurgery,0-6  renal  bench  surgery  and  auto- 
transplantation,' urology,8  and  plastic  surgery.9-11 

Clinical  applications  of  microvascular  techniques 
in  plastic  and  reconstructive  surgery  include  re- 
plantation of  amputated  extremities  or  digits,12 
lymphovenous  anastomosis  for  the  treatment  of 
lymphedema,13,14  and  free  transfer  of  tissues  by  mi- 
crovascular anastomosis.  Tissues  transferred  in  this 
way  include  scalp  flaps,15  omentum,16  deltopectoral 
flaps,1'  groin  flaps,18’19  axillary  flaps,20  forehead 
flaps,10  dorsalis  pedis  flaps,21,22  and  vascularized  free 
grafts  of  bone,23  muscle,24  and  nerve.25  The  present 
report  describes  the  clinical  application  of  micro- 


FIGURE  1.  Free  groin  flap  design,  left  groin.  ASIS  = an- 
terior superior  iliac  spine;  SEA  = superficial  epigastric  artery; 
SCIA  = superficial  circumflex  iliac  artery;  SAV  = superficial 
axial  vein. 

vascular  free  groin  flap  surgery  and  provides  illus- 
trative case  reports. 

Technique 

A full-thickness  flap  is  designed  on  one  groin  (Fig. 
1 ).  Use  of  the  Doppler  probe  to  accurately  delineate 
the  course  of  the  blood  vessels  has  allowed  us  to  vary 
the  design  of  the  flap  according  to  the  individual 
vascular  anatomy.  These  vessels  include  the  su- 
perficial circumflex  iliac  artery  (SCIA),  the  superfi- 
cial epigastric  artery  (SEA),  their  comitant  veins,  and 
the  superficial  axial  vein  (SAV)  which  is  formed  by 
the  superficial  circumflex  iliac  vein  (SCIV)  and  the 
superficial  epigastric  vein  (SEV),  which  join  near  the 
saphenous  bulb.  These  arteries  are  usually  1 to  1.5 
mm.  in  external  diameter,  and  the  veins  are  slightly 
larger  (Fig.  2).  A second  team  of  surgeons  simulta- 
neously prepares  the  recipient  site  and  vessels.  The 
flap  is  then  transferred  by  means  of  microvascular 
anastomosis  to  the  recipient  area.  This  involves  use 
of  the  operating  microscope,  special  microvascular 
sutures,  that  is,  10-0  nylon  with  a 70-  to  100-micron 
needle,  and  delicate  microinstruments.  Only  a few 
instruments  are  necessary,  including  small  vascular 
clamps,  jeweler’s  forceps,  fine  scissors,  and  a mi- 
croneedleholder  (Fig.  3).  Interrupted  sutures  are 
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FIGURE  2.  Free  flap  isolated  on  vessels.  Note  millimeter 
scale. 


FIGURE  3.  Microvascular  instruments.  Clip  at  lower  left 
is  1-cm.  long. 


used,  a 1-mm.  artery  requiring  8 to  10  sutures  (Fig. 
4).  The  donor  site  defect  is  usually  closed  primarily 
(Fig.  5).  Operating  time  has  steadily  decreased  as 
experience  has  been  gained,  and  now  averages  10  to 
12  hours.  Operative  blood  loss  averages  4 units. 
Initially  we  used  general  anesthesia,  but  more  re- 
cently we  have  preferred  regional  techniques. 
Postoperatively  careful  observation  is  required  for 
signs  of  circulatory  embarrassment,  and  the  area  is 
elevated  slightly  to  combat  edema.  Anticoagulants 
are  not  used,  although  we  do  use  aspirin  and  dextran 
for  three  days. 

Case  reports 

Case  1.  A 32-year-old  man  with  a malunited  fracture 
of  the  distal  third  of  his  left  tibia  with  osteomyelitis  and 
an  open  wound,  as  shown  in  Figure  6,  had  previously  un- 
dergone multiple  unsuccessful  surgical  procedures.  These 
included  curettage,  skin  grafting,  a cross-leg  flap,  a thigh- 
tubed  pedicle,  and  an  abdominal  tubed  pedicle.  We  de- 
brided  the  diseased  soft  tissues,  removed  the  diseased  bone, 
and  provided  coverage  with  a microvascular  free  groin  flap, 
15  by  21  cm.,  in  one  stage.  The  anterior  tibial  artery  and 


The  clinical  applications  of  microvascular  surgery  are 
reviewed.  The  surgical  technique,  indications,  ad- 
vantages, and  disadvantages  of  microvascular  free 
groin  flaps  are  presented,  and  illustrative  case  re- 
ports are  provided. 


FIGURE  4.  Completed  anastomosis  with  10-0  nylon  of  2.5 
mm.  anterior  tibial  artery,  right  and  1.2  mm.  flap  artery,  - 
left. 


FIGURE  5.  Primary  closure  of  donor  site  of  15  by  28-cm. 
free  flap. 

its  comitant  vein  were  the  recipient  vessels.  Postopera- 
tively he  developed  hypoprothrombinemia  and  bleeding. 
Previous  surgical  procedures  had  made  it  impossible  to 
close  the  flap  donor  site,  and  a skin  graft  had  been  used. 
Transfusions  of  blood  and  fresh  frozen  plasma  corrected 
the  bleeding  diathesis,  but  regrafting  of  the  donor  site  was 
necessary.  His  subsequent  course  was  uneventful  (Fig. 
7). 

Case  2.  This  23-year-old  man  had  his  left  ankie 
crushed  in  a train  accident  two  years  prior  to  admission. 
Treatment  then  consisted  of  ankle  fusion,  skin  grafts,  and 
a cross-leg  flap  for  the  anterior  surface  of  the  ankle.  The 
skin-grafted  area  was  unstable,  with  ulceration  and  in- 
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FIGURE  6.  Case  1.  Open  wound  of  lower  leg  over  anterior 
tibia  with  osteomyelitis. 


fection  involving  the  Achilles  tendon  (Fig.  8).  He  under- 
went transfer  of  a 15-  by  28-cm.  microvascular  free  flap 
from  the  left  groin,  using  the  posterior  tibial  artery,  its 
comitant  vein,  and  the  greater  saphenous  vein  as  recipient 
vessels.  The  donor  site  was  closed  primarily.  No  com- 
plications occurred,  and  no  further  surgery  was  necessary 
(Fig.  7). 

Case  3.  This  16-year-old-girl  had  extensive  scarring 
of  her  left  forearm  and  the  dorsum  of  her  hand  from  a bus 
accident.  The  scar  contracture  of  the  wrist  was  hyper- 
trophic and  painful  and  precluded  use  of  the  hand  (Fig. 
9A).  She  underwent  scar  excision,  release  of  the  wrist 
contracture  and  tenolysis,  and  resurfacing  with  an  11-  by 
23-cm.  microvascular  free  groin  flap.  Branches  of  the  ra- 
dial artery  and  associated  veins  were  the  recipient  vessels. 
Postoperatively  there  was  cyanosis  and  blistering  of  the 


FIGURE  7.  Postoperative  results,  Cases  1,  right,  and  2, 
left. 


FIGURE  8.  Case  2.  Preoperative  view.  Note  prior 
cross-leg  flap. 


distal  25  per  cent  of  the  flap  which  progressed  to  necrosis 
of  the  skin  (Fig.  9B).  The  necrotic  area  was  debrided,  re- 
vealing viable  subcutaneous  tissue  to  which  a split-thick- 
ness skin  graft  was  applied.  We  believe  the  flap  was  made 
too  narrow,  and  a tension  band  resulted  when  it  was  su- 
tured to  fit  the  defect.  This  was  compounded  somewhat 
by  the  edema  which  usually  occurs  in  these  flaps,  and  for 
these  reasons  the  flap  should  be  made  about  20  per  cent 
larger  than  the  actual  defect. 


Case  4.  A 17-year-old  quadriplegic  had  an  extensive 
pressure  sore  of  the  left  Achilles  region  which  involved 
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FIGURES.  Case  3.  (A)  Preoperative  view.  (B)  Partial  flap 
necrosis  two  weeks  postoperatively. 


FIGURE  10.  Case  4.  (A)  Preoperative  view.  (B)  Immediate 
postoperative  view. 


tendon  and  bone  (Fig.  10A).  As  an  alternative  to  ampu- 
tation of  the  leg,  wide  debridement  was  done  with  coverage 
by  a 10-  by  21 -cm.  microvascular  free  groin  flap  (Fig.  10B). 
The  posterior  tihial  artery  and  the  greater  saphenous  vein 
served  as  recipient  vessels.  The  postoperative  course  was 
unremarkable,  and  his  rehabilitation  is  continuing. 

Case  5.  This  23-year-old  man  with  a history  of  narcotic 
abuse  had  a large  infected  wound  on  the  left  lower  leg  (Fig. 


FIGURE  11.  Case  5.  (A)  Preoperative  view  of  left  leg.  (B) 
Postoperative  view  at  one  week. 


1 1 A).  Several  attempts  at  skin  grafting  had  been  unsuc- 
cessful. Wide  debridement  and  resurfacing  by  a 15-  by 
28-cm.  microvascular  free  groin  flap  were  done,  using  the 
anterior  tibial  artery  and  its  comitant  vein  as  recipient 
vessels.  A vein  graft,  taken  from  the  groin  also,  was  re- 
quired to  bypass  an  area  of  inflammation  of  the  comitant 
vein.  Postoperatively  there  was  a superficial  wound  sep- 
aration at  the  distal  2 cm.  of  the  flap  which  healed  with 
conservative  treatment  (Fig.  11B). 

Comment 

The  requirements  for  a microvascular  free  flap 
include:  (1)  a suitable  donor  site,  including  vessels 
of  adequate  size  which  supply  a known  area.  We  do 
not  use  arteriography  routinely,  but  rely  on  the 
clinical  examination  and  use  of  the  Doppler  probe; 
(2)  recipient  vessels  adequate  in  size,  flow,  and 
quality,  which  can  be  sacrificed  without  producing 
ischemia;  and  (3)  a result  yielding  only  minimal 
donor  site  disability  or  deformity.  We  consider 
obesity  to  be  a relative  contraindication  to  the  pro- 
cedure, primarily  from  a technical  viewpoint. 

The  advantages  of  microvascular  free  flap  transfer 
include:  (1)  one-stage  surgery,  enabling  recon- 

structive procedures  to  be  done  simultaneously;  (2) 
ability  to  be  used  in  selected  acute  situations;  (3) 
abundant  blood  supply  of  the  flap  which  augments 
the  local  blood  flow  and  promotes  rapid  healing;  (4) 
elimination  of  the  need  for  prolonged  immobilization 
or  awkward  positioning,  thus  promoting  early  mo- 
bilization and  rehabilitation;  (5)  avoidance  of  re- 
peated anesthetics;  (6)  elimination  of  scarring  of  in- 
termediate areas;  (7)  reduction  of  total  time  and  cost 
of  hospitalization;  (8)  reduction  of  total  operating 
room  time  as  opposed  to  traditional  procedures;  (9) 
flexibility  of  design  and  ease  of  shaping  the  flap;  (10) 
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reliability  almost  equal  to  that  of  tube  pedicles  or 
other  distant  flaps,  which  should  be  increased  by 
further  experience;  and  (11)  better  tissue  coverage 
than  traditional  flaps.  Although  these  flaps  are 
somewhat  bulky  initially,  there  is  a gradual  decrease 
in  size,  and  secondary  defatting  procedures  have  not 
been  necessary. 

The  disadvantages  include:  (1)  prolonged  oper- 
ating time;  (2)  sacrifice  of  recipient  vessels,  except  in 
trauma  cases  where  a suitable  vessel  has  often  al- 
ready been  interrupted  at  the  time  of  injury;  and  (3) 
lack  of  sensation  in  the  flap,  although  an  innervated, 
easily  usable  donor  site  is  being  sought. 

Indications 

Skin  grafts  and  local  flaps  are  preferable  to  flaps 
from  a distance.  However,  when  a distant  flap  is 
required,  a microvascular  free  flap  represents  a 
suitable  alternative.  The  flaps  can  be  used  for  pri- 
mary or  secondary  reconstruction,  and  the  indica- 
tions will  increase  with  the  experience  of  the  surgeon. 
These  include  radiation  necrosis,  burn  contractures, 
trauma,  congenital  anomalies,  and  thumb  adduction 
contractures.  In  emphasizing  the  increasing  reli- 
ability of  microvascular  free  flaps,  Baudet26  has 
stated  that  “When  facing  an  extensive  defect  now, 
the  surgeon  should  ask  himself  ‘why  not  use  a free 
flap  for  this?’  ” 

Summary 

The  transfer  of  composite  tissue  flaps  by  micro- 
vascular techniques  eliminates  the  multistaged 
procedures  involved  in  tube  pedicles  and  other  dis- 
tant flaps.  The  complete  skin  cover  provided  en- 
ables simultaneous  performance  of  definitive  re- 
parative or  reconstructive  procedures,  resulting  in 
diminution  of  overall  cost  and  disability.  This 
technique  will  occupy  an  increasingly  valuable  place 
in  the  armamentarium  of  the  reconstructive  plastic 
surgeon. 

7 Lake  Street 
White  Plains,  New  York  10603 
(DR.  MORELLO) 
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continued  from  page  890 

Vinti-quatro  (24)  patientes  con  bloqueo  del  ramo  si- 
nestre  e sin  antecedentes  de  morbo  cardio-vasculari  ath- 
erosclerotic esseva  evalutate  pro  trovar  diabetes  mellitus 
mediante  le  test  del  glucosa  2 horas  post-prandial  o del  test 
de  tolerantia  al  glucosa.  Plus  que  un  relation  causal  esseva 
trovate  inter  le  bloqueo  del  rama  sinestre  e le  diabetes 
mellitus  in  iste  patientes.  Le  patientes  con  cardiomegalia 
ha  un  frequentia  multe  plus  elevate  de  diabetes  que  le 
patientes  con  un  corde  de  dimension  normal. 

Gould,  H.  L.:  Aphakia;  uso  continuo  de  lenses  “blande” 
de  contacto,  New  York  State  J.  Med.  77:  913  (Maio) 
1977. 

Desde  1970,  392  patientes  que  poteva  usar  continue- 
mente  lenses  de  contacto  pro  corregir  le  aphakia,  esseva 
seguite.  Iste  representa  un  50  pro  cento  de  successo  du- 
rante le  ultime  6 annos.  Le  complicationes  include:  (1) 
problemas  derivate  del  structura  e fabrication  del  lenses, 
(2)  degeneration  del  lenses  associate  con  lacrimas  incom- 
patibile  o inadequate,  e (3)  factores  allergic.  Le  compli- 
cation importante  que  produceva  le  interruption  del  uso 
del  lenses  esseva  le  neo-vascularisation  del  cornea,  que 
esseva  reservibile.  Le  avantages  del  uso  continuo  de  lenses 
de  contacto  per  le  ancian  aphakic  es  apparente.  Le  pla- 
ciamento  e displaciamento  quotidian  non  es  requerite. 
Isto  libera  al  patiente  del  frustration  del  aphakia  corregite 
con  berillos  que  frequentemente  produceva  un  invalidation 
optic.  Le  patiente  debe  esser  accessible  al  ophthalmolo- 
gista  pro  le  observation  de  circa  e nettar  le  lenses  per  un  bon 
mantenimento  e que,  generalmente,  debe  esser  facite  cata 
mense. 

Hermann,  G.,  Alvarez,  E.,  e Lavine,  L.  S.:  Valor  del 
arthrographia  del  genu  in  le  morbo  non  meniscal,  New 
York  State  J.  Med.  77:  916  (Maio)  1977 

Le  arthrographia  a duple  contraste  del  genu  es  un 
methodo  non  invasive  utile  pro  investigar  differente  an- 
ormalitates  intra-articulari.  In  addition  al  diagnose  de 
lacerationes  meniscal,  iste  procedimento  pre-operatori 
ampliamente  acceptate  adjuta  al  visualisation  in  casos  de 
osteoarthritis,  osteochondritis  dissecans,  osteoporosis, 
fracturas  osteochondral,  cambios  synovial  e anormalitates 
del  disveloppamento  como  in  le  morbo  de  Blount.  Le  av- 
antage  de  iste  procedimento  es  que  studios  ulterior  es  fa- 
cilemente  facite  e pote  proportionar  information  in  le 
processo  del  morbo.  Etiam  pote  indicar  quando  un  in- 
tervention active  es  necessari  e asi  mesmo  le  resultato  del 
tractamento. 

Morello,  D.  C.,  Shaw,  W.,  Baker,  D.  C.,  Converse,  J.  M., 
e Ohmori,  K.:  Lamina  microvasculari  libere  in  le  area 
inguinale,  New  York  State  J.  Med.  77:  921  (Maio) 
1977. 

Le  applicationes  clinic  del  actual  chirurgia  microvascular 
es  revistite.  Le  technica  chirurgic,  su  indicationes,  avan- 
tages de  disvantages  del  laminas  microvasculari  libere  in 
le  area  inguinale  es  presentate  e reportos  de  casos  illus- 
trative es  proportionate. 

Morgenthau,  J.  E.,  Rao,  P.  S.  S.,  Thornton,  J.  C.,  e 
Cameron,  O.:  Studio  ulterior  de  adolescentes  usante 
contraceptives,  New  York  State  J.  Med.  77:  928  (Maio) 
1977. 

Le  conducta  contraceptive  de  421  feminas  attendentes 
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LIBRIUM8 

(chlordiazepoxide  HCI) 
5 mg, 10  mg,  25  mg  capsules 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  admin- 
istering to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 
the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido- 
all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  oc- 
casionally, making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 
mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 
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tive antianxiety  therapy.  It  generally  offers  a favorable 
benefits- to- risk  ratio.  Seldom  associated  with  serious  side 
effects  (the  most  common  are  dose-related  and  thus 
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ing complete  mental  alertness,  and  against  using  Librium 
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An  effective  antianxiety  agent,  Librium  is,  most 
important,  one  of  the  safest  antianxiety  agents  available. 
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In  a previous  communication  the  FLEP  (Family 
Life  Education  Program)  of  the  AHC  (Adolescent 
Health  Centers)  was  described  in  some  detail.1 
Patients  were  identified  in  terms  of  their  demo- 
graphic characteristics,  source  of  referral,  sexual 
activity,  and  use  of  contraception.  The  basic  fea- 
tures of  health-related  programs  for  teenagers  lead- 
ing to  increased  utilization  rates  were  discussed,  and 
it  was  concluded  that  youth  will  make  good  use  of 
contraception  if  programs  are  specifically  designed 
with  their  needs  in  mind. 

This  report,  is  a follow-up  study  of  the  original 
cohort  of  334  patients.  To  increase  the  sample  size, 
all  those  patients  who  attended  FLEP  in  the  three 
months  immediately  prior  to  the  initial  study  were 
added  to  the  cohort.  These  additional  87  patients 
did  not  differ  in  any  discernible  way  from  the  original 
cohort.  They  were  all  of  the  patients  that  came  to 
FLEP  in  the  three-month  period  immediately  prior 
to  the  original  cohort.  The  contraceptive  failures, 
40  patients,  were  studied  in  terms  of  the  resolution 
of  their  pregnancies.  Of  the  total  group,  70  per  cent 
elected  abortion. 


The  contraceptive  behavior  of  421  women  who  at- 
tended the  family  life  education  program  at  an  ado- 
lescent health  center  during  a six-month  period, 
April  to  October,  in  1974,  is  presented.  This  cohort 
was  followed  by  means  of  chart  review  through  Sep- 
tember, 1975.  An  attempt  was  made  to  compare 
continuation  rate  and  success  rate,  lack  of  pregnancy, 
of  patients  using  various  different  methods  of  con- 
traception. The  variables  taken  into  consideration 
were  age,  ethnicity,  access  (proximity  to  clinic),  and 
continuity  ( longevity ) of  care.  Forty-five  percent  of 
the  patients  were  under  age  18;  52.1  percent  were 
black;  32.6  percent  Hispanic,  and  13.1  percent  white. 
Sixty-three  percent  of  our  patients  stayed  with  a 
single  method  of  contraception  throughout  their 
period  of  observation.  This  consistency  was  corre- 
lated with  success  rate.  Whites  were  most  successful 
in  avoiding  pregnancy.  Pregnancy  rates  were  lowest 
among  pill  and  copper-7  users  in  a consideration  of 
the  entire  cohort,  but  the  copper-7  was  significantly 
better  in  the  under  18-year-old  population. 


Material  and  methods 

All  the  women  patients  who  registered  in  FLEP 
during  the  six-month  period  between  April  1 and 
September  30, 1974,  were  included  in  this  study  and 
followed  until  September  30,  1975.  Many  of  the 
patients  had  been  using  contraception  prior  to  April, 

1974,  and  continued  to  do  so  after  September  30, 

1975,  but  these  periods  of  use  are  not  included  in  this 
study. 

The  medical  records  of  the  patients  under  study 
were  periodically  reviewed  during  and  subsequent 
to  the  cut-off  date  and  the  relevant  data  extracted 
onto  especially  prepared  proforma.  These  data  were 
then  transferred  to  80-column  punch  cards  and  an- 
alyzed through  an  IBM  360  computer. 

Information  obtained  from  the  records  included 
date  of  entry  into  the  study  period;  method(s)  used; 
reason(s)  for  change  of  method;  interruption,  if  any, 
in  use  of  contraception;  intercurrent  pregnancy; 
pregnancy  resolution;  visits  to  the  AHC  for  purposes 
other  than  contraception;  and  loss  to  follow-up  with 
reason(s)  for  the  latter,  if  known. 

Program  continuation  was  calculated  from  the 
date  of  the  last  FLEP  visit  or  personal  contact.  For 
patients  using  a method  other  than  the  intrauterine 
device,  we  assumed  the  veracity  of  the  history  as 
given  by  the  patient.  If  there  were  skip  periods  in 
contraceptive  use,  these  months  were  subtracted  for 
purposes  of  calculating  the  continuation  rate.  If  a 
patient  became  pregnant,  her  last  menstrual  period 
was  used  to  estimate  the  date  she  discontinued  the 
method  of  contraception. 

An  added  dimension  of  difficulty  in  patient  fol- 
low-up was  created  by  the  institution  during  the 
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TABLE  I.  Patients  observed  by  age,  ethnicity,  and 
months  of  follow-up 

/ Age  (Years) 

,•—18  and  Over — \ , Under  18 — N , All 

Pa-  Pa-  Pa- 


Ethnicity 

tients 

Months 

tients 

Months 

tients 

Months 

White 

35 

376 

20 

218 

55 

594 

Black 

125 

1,419 

95 

1,038 

220 

2,457 

Hispanic 

65 

682 

72 

780 

137 

1,462 

Others 

6 

74 

3 

51 

9 

125 

TOTALS 

231 

2,55  1 

190 

2,087 

421 

4,638 

Stlldy  period  of  a new  administrative  policy  dictating 
the  discharge  of  patients  to  the  adult  family  planning 
clinic  at  age  18.  However,  the  charts  of  these  pa- 
tients were  retrieved  and  reviewed  whenever  possi- 
ble. 

Findings 

General.  A total  of  421  patients  were  included 
in  this  study.  Of  these,  189  (45  per  cent)  were  under 
18  years  of  age;  220  (52.1  per  cent)  were  black,  137 
(32.6  per  cent)  Hispanic,  and  55  (13.1  per  cent)  white. 
The  remaining  9 patients  (2.1  per  cent)  were  Oriental 
and  other  (Table  I).  This  ethnic  distribution  is 
slightly  lower  for  Hispanics  than  their  actual  repre- 
sentation in  the  East  Harlem  community.2  Ap- 
proximately a third  of  the  patients  had  been  at- 
tending the  AHC  for  two  or  more  years  at  the  time  of 
starting  this  study  period,  while  an  additional  third 
had  registered  for  care  during  the  year  preceding  the 
study.  Of  the  group  94  patients  (22.4  per  cent)  had 
been  attending  FLEP  for  two  or  more  years,  and  an 
additional  101  (24  per  cent)  had  started  contra- 
cepting  during  the  year  prior  to  this  study. 

As  has  already  been  reported  in  the  earlier  de- 
scription of  this  cohort,  although  32.9  per  cent  of  the 
blacks,  20.3  per  cent  of  the  Hispanics,  and  11.1  per 
cent  of  the  whites  had  experienced  a previous  abor- 
tion, less  than  10  per  cent  in  any  of  the  ethnic  groups 
had  given  birth  to  a living  child.1 

Continuation  rates.  Approximately  22  per  cent 
of  the  cohort  had  only  a short-term  follow-up  with  no 
visits  beyond  1974.  This  22  per  cent  had  no  appar- 
ent correlation  with  age,  geography  (poor  access), 
ethnicity,  or  continuity  of  care.  The  total  months 
of  follow-up  for  all  421  patients  was  4,638,  giving  an 


average  of  1 1 .02  months  per  patient.  There  were  40 
pregnancies  during  the  follow-up  period. 

The  data  show  that  there  is  no  significant  differ- 
ence in  length  of  follow-up  between  patients  who  had 
become  pregnant  and  those  v'ho  remained  effective 
contraceptors. 

'Fable  II  shows  the  months  of  usage  by  method  of 
contraception  for  each  age  and  ethnic  grouping. 
Foam  and  condoms  were  prescribed  only  as  a tem- 
porary or  a supplementary  method.  The  copper-7 
first  became  available  to  FLEP  in  September,  1974 
and  became  the  intrauterine  device  of  choice  after 
this  time.  The  “no  method”  category  refers  to  those 
patients  who  were  diagnosed  as  pregnant  on  their 
first  visit,  refused  contraception,  never  returned  for 
follow-up,  or  admitted  to  skip  periods  in  their  use  of 
a method. 

For  each  method  of  contraception  the  null  hy- 
pothesis, that  there  are  no  differences  in  the  pro- 
portion of  patients  using  the  method  in  each  eth- 
nic/age group,  was  tested.  These  data  suggest  the 
following  conclusions: 

No  significant  differences  are  observed  in  the  usage 
of  foam  and  condoms  or  copper-7.  Significantly 
higher  proportions  of  whites  used  the  diaphragm  (P 
<0.05)  and  the  Daikon  Shield  (P  <0.05)  as  compared 
with  blacks  or  Hispanics.  However,  among  both 
blacks  and  Hispanics,  the  older  women  had  a sig- 
nificantly (P  <0.01)  higher  usage  of  the  diaphragm 
as  compared  with  the  younger  ones.  In  general,  the 
younger  Hispanics  show  a significantly  (P  <0.01) 
higher  usage  of  the  Lippes  Loop  while  the  older 
blacks  show  the  least. 

For  the  oral  methods,  the  older  age  groups  exhibit 
a higher  proportion  of  users  (P  <0.05),  and  the  non- 
whites a significantly  higher  proportion  of  use  than 
white  (P  <0.01).  No  significant  differences  are  seen 
between  blacks  and  Hispanics. 

Use  effectiveness.  We  were  interested  in  how 
many  of  our  patients  stayed  with  a single  method  and 
the  implications  of  this  continuity  in  the  avoidance 
of  an  unwanted  pregnancy.  These  data  are  pre- 
sented in  Table  III.  Of  our  patients  63  per  cent 
stayed  on  a single  method  throughout  their  period 
of  observation,  with  43.2  per  cent  of  these  on  “the 
pill.”  The  single-method  users  were  significantly 


TABLE  II.  Months  of  usage  by  method  of  contraception  (percentages  of  total  observation  periods) 


r ■ 

” \ 

Method 

White 

Black 

Hispanic 

A 

Others 

' White 

Black 

Hispanic 

.......  ^ 

Others 

Total  months 
of  usage 

376 

1,419 

682 

74 

218 

1,038 

780 

51 

Foam,  condom 

1.6 

1.2 

0.2 

1.4 

0.9 

0.8 

0 8 

0 

Diaphragm 

13.0 

5.4 

4.4 

18.9 

22.9 

3.8 

0.2 

0 

Loop 

11.7 

4.4 

16.3 

6.8 

20.3 

18.3 

26.8 

29.4 

Daikon  Shield 

12.0 

2.8 

3.2 

0 

3.7 

4.3 

4.2 

0 

Copper-7 

11.2 

8.5 

10.1 

1.4 

15.1 

10.3 

13.1 

0 

Oral 

48.1 

63.6 

53.2 

51.2 

29.8 

51.3 

43.6 

70.6 

None 

2.4 

14.1 

12.6 

20.3 

7.3 

11.2 

11.3 

0 
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TABLE  III.  Pregnancy  rate  by  single  versus  multiple 
method  users 


^—Single  Method — ^ ^Multiple  Methods^, 
Pa-  Pa- 

tients ^Pregnant^  tients  /—Pregnants 


Method 

Ob- 

served 

Num- 

ber 

Per- 

cent 

Ob- 

served 

Num- 

ber 

Per- 

cent 

Diaphragm 

17 

4 

23.53 

36 

4 

11.1 

Loop 

46 

4 

8.70 

46 

5 

10.87 

Copper-7 

6 

0 

0 

71 

3 

4.23 

Oral 

182 

13 

7.14 

96 

7 

7.29 

All  methods 

264 

21 

7.95 

T29 

19 

14.73 

(including 
foam  and 
condoms 
and 

Daikon 

Shield) 


TABLE  IV.  Pregnancy  rates  by  method 
of  contraception 

r Pregnancies 

Per  100 


Method 

Per  100 
Patients 

Patient 

Months 

Foam,  condom 

0 

0 

Diaphragm 

15.1 

3.08 

Lippe’s  Loop 

9.8 

1.32 

Daikon  Shield 

0 

0 

Copper-7 

3.90 

0.63 

Oral 

7.2 

0.81 

No  method 

10.2 

2.08 

All  Patients 

12.1 

1.10 

more  successful  (P  <0.01)  than  the  multiple  users  in 
avoiding  pregnancy. 

Pregnancy  rates  were  then  examined  by  method 
of  contraception  as  presented  in  Table  IV. 

Since  37  per  cent  of  our  patients  used  multiple 
methods,  the  rate  per  months  of  use  of  a given 
method  is  of  greater  interest.  As  can  be  seen,  the 
copper-7  and  oral  methods  would  seem  to  have  the 
lowest  pregnancy  rates.  When  these  rates  were 
broken  down  into  the  under-18,  and  18-and-over  age 
groups,  the  copper-7  and  oral  methods  were  the  same 
for  those  more  than  18,  but  those  less  than  18  had 
greater  success  with  the  copper-7. 

When  pregnancy  rates  were  examined  by  age, 


ethnicity,  and  duration  of  prior  contact  with  the  AHC 
and  FLEP,  only  ethnicity  showed  any  significant 
differences.  Whites  were  less  likely  (P  <0.01)  to 
become  pregnant  than  blacks  or  Hispanics,  while 
there  was  no  discernible  difference  between  the  latter 
two. 

A follow-up  life  table  was  constructed  to  study  the 
pregnancy  rates  (Table  V).  It  can  be  seen  that  the 
pregnancies  were  most  likely  to  occur,  if  at  all,  during 
the  first  nine  months  of  follow-up. 

Outcome  of  pregnancies.  Forty  patients  be- 
came pregnant  during  the  study  period  while  at- 
tempting contraception.  Of  these,  approximately 
70  per  cent  of  the  total  group,  but  only  50  per  cent  of 
the  under-18-year-old  patients,  elected  to  have 
abortions.  There  were  11  additional  pregnancies. 
However,  these  occurred  either  in  patients  who  were 
pregnant  when  first  presenting  themselves  to  FLEP 
or  who  had  intentionally  stopped  using  contraception 
although  continuing  to  receive  general  health  care. 
The  data  suggest  that  the  probability  of  abortion  is 
significantly  (P  <0.05)  greater  in  the  older-age  group. 
The  numbers  are  too  small  to  permit  further  analysis 
of  this  observation. 

Of  the  nine  pregnancies  occurring  in  patients  using 
the  loop,  there  were  four  with  the  device  in  situ,  three 
expulsions  unknown  to  the  patient,  one  in  which  the 
device  was  removed  at  another  hospital,  and  one  case 
in  which  the  status  is  unclear  from  the  chart. 

Of  the  three  pregnancies  occurring  in  patients 
using  the  copper-7  there  was  one  expulsion,  one  re- 
moved at  another  hospital,  and  one  status  unclear. 

Comment 

Comparison  of  our  data  to  those  reported  in  the 
literature  is  complicated  by  many  factors.  Most 
programs  either  report  on  a mixed  nulliparous  and 
parous  population,  or  collect  data  from  a wide  age 
range  of  patients,  with  either  no  mention  or  no  sep- 
aration of  patients  by  marital  or  socioeconomic  sta- 
tus. The  dropout  rate  in  most  teenage  contraceptive 
programs  is  high.  For  example,  Mount  Sinai  Hos- 
pital in  Baltimore,  using  a comparable  population, 
except  for  their  requirement  of  parental  consent, 
reported  a 50  per  cent  dropout  rate  in  the  first  year.'1 
Lane  and  Sobrero4  reported  on  the  use  of  the  intra- 


TABLE  V.  Life  table  analysis  of  pregnancy  rates  by  interval 


Interval 

Months 

Number  of 
Patients  at 
Start 

Number  of 
Patients 
Observed 
Only  for 
Interval 

Number  of 
Pregnancies 

Probability  of 
Becoming 
Pregnant 
During 
Interval 

Probability 
an  Individual 
not  Pregnant 

Proportion  of 
Patients  not 
Pregnant  at 
X Years 

0 to  3 

421 

45 

16 

0.040 

0.960 

100 

3 to  6 

360 

34 

11 

0.032 

0.968 

96 

6 to  9 

315 

33 

11 

0.037 

0.963 

92.9 

9 to  12 

271 

37 

6 

0.024 

0.976 

90.7 

1 2 to  1 5 

228 

114 

0 

0 

1.000 

90.7 

15  to  18 

114 

87 

2 

0.028 

0.972 

88.2 

18 

25 

25 

0 

0 

1.000 

88.2 
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uterine  device  in  a mostly  nulliparous  teenage  pop- 
ulation of  higher  socioeconomic  group  comparable 
to  our  white  contraceptors.  At  nine  months’  fol- 
low-up, their  continuation  rate  was  73.2  per  cent.4 
Ostergard5  has  an  impressively  low  12-month  preg- 
nancy rate  of  1.2  per  cent  in  his  series  of  1,697  nul- 
liparous women  using  the  Daikon  Shield.  However, 
he  does  not  break  down  his  population  as  to  age  or 
other  demographic  characteristics.5  Ficht  et  al.6 
report  on  the  use  of  copper-7  devices  by  46  patients 
up  through  21  years  of  age,  of  whom  65  per  cent  were 
nulliparous.  They  reported  a 34  per  cent  rejection 
rate,  all  of  which  occurred  in  the  first  4 months  of  the 
14-month  study.6 

Although  valid  comparisons  between  studies  are 
difficult  to  make,  it  would  seem  that  most  programs 
experience  a high  rate  of  discontinuation  in  the  first 
three  months.  These  early  terminators  are  very 
expensive  in  terms  of  cost/benefit.  Most  of  staff 
time  and  laboratory  testing  is  expended  during  the 
first  several  visits.  It  has  also  been  suggested  that 
early  terminators  are  likely  to  make  more  clinic  vis- 
its.7 

Our  data  would  suggest  that  successful  contra- 
ceptors are  those  who  tend  to  stay  with  a given 
method.  Perhaps  frequent  change  of  method  is  in- 
dicative of  ambivalent  feelings  or  low  motivation 
toward  the  use  of  contraception,  or  perhaps  it  merely 
indicates  that  there  are  frequent  periods  of  time 
during  which  the  patient  is  less  than  optimally  pro- 
tected against  a chance  pregnancy. 

Most  of  the  changes  from  one  method  to  another 
were  due  to  patient  preference  rather  than  to  medical 
complications.  Otlr  staff,  and  in  particular  one  of  the 
authors  (0.  C.),  actively  persuaded  many  of  the  pa- 
tients to  retain  an  intrauterine  device  which  would 
otherwise  have  been  removed  by  request  of  the  pa- 
tient. 

White  patients  had  significantly  lower  pregnancy 
rates  than  blacks  or  Hispanics  with  all  the  methods 
used  in  each  of  the  two  major  age  groups.  Data  from 
our  previous  study  showed  that  the  whites  were  equal 
in  sexual  activity  to  the  other  two  groups  but  were 
more  likely  to  come  from  two-parent  homes,  have  a 
smaller  sibship,  and  have  attained  a higher  level  of 
education.  There  is  a recent  report  suggesting  that 
the  black/white  differential  fertility  rate  is  more 


pronounced  in  young  patients  and  is  a countrywide 
phenomenon.8 

A review  of  the  literature  would  seem  to  indicate 
that  a 70  per  cent  figure  electing  pregnancy  inter- 
ruption is  unusually  high.  This  perhaps  reflects  the 
strenuous  efforts  of  our  counseling  staff  toward 
helping  the  patient  to  examine  realistically  the 
long-term  consequences  of  a teenage  pregnancy. 
The  fact  that  only  one  patient  had  a repeat  preg- 
nancy during  the  study  period  leads  us  to  believe  that 
we  are  not  coercive  in  the  decision-making  process. 
Our  objective  is  to  help  the  patient  examine  her  al- 
ternatives in  a realistic  manner.  With  this  goal  in 
mind,  whenever  possible  we  involve  the  patient’s 
mother  and  boyfriend  in  the  counseling  process. 

At  the  present  time  we  have  no  explanation  for  the 
fact  that  there  was  a trend  for  a greater  proportion 
of  the  younger  patients  to  reject  the  abortion  alter- 
native. However,  a recent  study  of  attitudes  toward 
abortion  confirms  this  trend  in  the  unmarried  teen- 
ager.9 

As  a result  of  this  study  we  cannot  disagree  that  “a 
certain  irreducible  proportion  of  unintended 
pregnancies  arise  from  the  interplay  between  con- 
traceptive technology  and  human  behavior.”10 
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The  curren  t use  of  contraception  by  married  women 
in  the  Albany,  New  York,  health  region  in  1974  was 
very  similar  to  that  found  for  a national  sample  in 
1973.  In  both  cases,  the  majority  of  married  women 
are  currently  using  a contraceptive  method,  and  most 
of  those  users  were  protected.  Women  residing  in 
lower  status  areas  and  with  less  education  were  less 
likely  to  be  using  any  method.  Private  physicians 
were  the  most  important  source  of  contraception  for 
women  at  all  levels  of  social  status.  Overall,  use  of 
contraceptive  protection  could  be  increased  by  re- 
cruiting and  by  shifting  women  toward  more  effective 
methods. 
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In  a household  survey  conducted  in  the  AHR  (Al- 
bany Health  Region)  in  New  York  State,  in  1974,  the 
use  of  contraception  by  married  women  was  found 
to  be  very  similar  to  that  found  in  a national  survey 
in  1973. 1 In  both  surveys,  the  majority  of  married 
women  were  currently  using  a contraceptive  method, 
and  most  were  using  the  most  effective  methods. 
Results  of  the  AHR  survey  indicate  that  women 
residing  in  lower  socioeconomic  areas,  women  with 
less  education,  and  Catholic  women  were  less  likely 
to  be  using  any  method.  Despite  these  differences, 
the  majority  of  women  in  all  these  groups  were 
practicing  contraception.  Private  physicians  were 
found  to  be  the  most  important  source  of  contra- 
ceptive methods,  by  far,  for  women  at  all  levels  of 
social  status.  Overall,  contraceptive  protection  could 
be  increased  by  providing  services  to  those  women 
not  currently  using  contraception  who  are  unable  to 


give  good  reasons  for  not  being  protected,  and  by 
shifting  women  using  less  effective  methods  toward 
more  effective  methods  of  contraception. 

This  survey  was  conducted  in  the  AHR  in  1974  to 
obtain  information  on  correlates  of  planned  and 
unplanned  fertility,  family  planning  practices,  and 
the  sexual  experience  and  contraceptive  practice  of 
unmarried  women,  an  important  target  group.  This 
report  describes  the  prevalence  of  use  and  the  source 
of  contraception  for  married  women  in  the  AHR 
survey.  Data  on  planning  status  of  pregnancies,  use 
of  contraception  among  never-married  women,  and 
a more  detailed  description  of  the  survey  design  ap- 
pear elsewhere.2’3  The  survey  followed  a decade  or 
more  of  rapid  change  in  cont  raceptive  practice  in  the 
United  States.  The  national  trends  in  the  use  of 
contraceptives  by  married  women  are  well  docu- 
mented by  the  1965  and  1970  National  Fertility 
Studies  (NFS),4  and  the  1973  National  Survey  of 
Family  Growth  (NSFG).1  Data  from  these  surveys 
show  that  oral  contraceptives,  introduced  in  1960, 
were  used  by  15  per  cent  of  married  women  in  1965 
and  by  22  per  cent  in  1970.  By  1973;  it  is  estimated 
that  one  in  four  married  women  below  age  45  was 
using  oral  contraceptives.  Similarly,  the  prevalence 
of  contraceptive  sterilization,  in  both  male  and  fe- 
male, increased  from  about  8 per  cent  of  married 
couples  in  1965  to  16  per  cent  in  1973. 

In  general,  the  most  popular  methods  used  in  the 
AHR  were  the  same  as  for  the  nation  as  a whole. 
Differences  that  exist  between  this  specific  health 
region  and  the  national  samples  probably  are  due  to 
greater  concentration  of  Roman  Catholics  in  the 
Albany  region,  to  slight  differences  in  the  definitions 
used  in  the  surveys,  and  to  known  regional  variation 
in  the  practice  of  contraceptive  sterilization.  Within 
the  AHR  it  was  found  that  women  of  lower  social 
status  were  more  likely  not  to  be  using  contraception, 
but  the  majority  were  protected  in  all  groups  of 
women  examined. 

Survey 

The  AHR  Family  Planning  Survey  was  a house- 
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hold  probability  sample  of  all  women  15  to  44  years 
of  age  living  in  the  18-county  AHR,  an  area  which 
includes  both  a large  metropolitan  area  (the  Al- 
bany-Troy-Schenectady  standard  metropolitan 
statistical  area)  and  rural  areas.  The  survey  included 
a sampling  of  2,291  women;  interviews  were  com- 
pleted for  2,059, 90  per  cent.  It  was  conducted  by  the 
Bureau  of  Family  Planning  of  the  State  of  New  York 
Department  of  Health,  with  consultation  from  the 
Family  Planning  Evaluation  Division  of  the  Center 
for  Disease  Control,  Atlanta,  Georgia. 

The  grouping  of  census  tracts  and/or  minor  civil 
divisions  into  socioeconomic  strata  was  based  on  a set 
of  socioeconomic  criteria  routinely  used  by  the  Di- 
vision of  Epidemiology  and  Preventive  Health  Ser- 
vices of  the  State  of  New  York  Department  of 
Health.5  A separate  sample  was  selected  in  each 
stratum,  with  the  lower  socioeconomic  areas  being 
sampled  at  a higher  rate  than  were  other  strata. 
Estimates  in  the  tables  are  weighted  appropriately 
to  represent  the  entire  health  region. 

“Currently  using  contraception”  is  defined  as 
usage  at  the  time  of  interview,  and  “not  currently 
using”  includes  both  those  who  have  never  used 
contraception  and  those  who  have  but  have  discon- 
tinued it.  Thus,  the  percentage  of  women  not  cur- 
rently practicing  contraception  varies  from  group  to 
group  for  a number  of  reasons,  including  the  preva- 
lence of  sterilization  operations  for  noncontraceptive 
reasons,  the  relative  number  of  recently  married 
couples  either  pregnant  or  trying  to  have  children, 
and  women  who  have  never  used  contraception.  The 
percentage  currently  using  contraception  is  a 
point-in-time  estimate  and  used  here  interchange- 
ably with  the  term  “contraceptive  prevalence.” 

Contraceptive  prevalence — comparisons  with 
national  data.  Table  I,  which  shows  contraceptive 
prevalence  by  method,  indicates  that  the  AHR  has 
a somewhat  larger  group  of  nonusers  of  contracep- 
tives— 38  per  cent  versus  30  and  35  per  cent  for  the 
previous  national  studies.  Compared  with  the  1970 
National  Fertility  Study  this  seems  to  be  mainly  due 
to  the  “other  nonusers”  category,  which  accounts  for 
all  women  not  using  contraceptives  for  reasons  other 
than  those  related  to  pregnancy,  noncontraceptive 
sterilization,  and  infertility.  There  are  a number  of 
possible  reasons  for  this.  First,  the  proportion  of 
Catholics  in  the  AHR  is  about  50  per  cent,  which  is 
higher  than  the  national  average,  and,  as  other  data 
indicate,  Catholics  have  a lower  rate  of  contraceptive 
use.  Second,  national  data  are  limited  to  married 
women,  husband  present;  the  AHR  data  exclude 
separated  women,  but  not  women  who  are  tempo- 
rarily not  living  with  their  husbands  who  do  not 
consider  themselves  “separated.”  Also,  a slight 
difference  in  the  questionnaire  may  have  caused 
some  women  to  be  classified  as  nonusers  who  would 
have  been  classified  as  users  of  “other”  methods,  such 
as  withdrawal,  in  the  national  studies.  This  was 
found  to  be  true  for  never-married  women,  although 


TABLE  I.  Contraceptive  prevalence  among  married 
women  by  method:  1974  Albany  (NY)  Health  Region 
Family  Planning  Survey,  1970  National  Fertility  Study 
and  1973  National  Survey  of  Family  Growth  (per  cent) 


Data 

1974, 

Albany 

1973, 
NSFG1 * 

1970, 
NFS1  * 

Pregnant,  postpartum,  and 
trying  to  get  pregnant 

13.2 

14.2 

14.5 

Sterilized,  subfecundt 

7.0 

7.5 

12.9 

Other  nonusers 

17.9 

8.6 

7.5 

Noncontraceptive  total 

38.1 

30.3 

34.9 

Wife  sterilized 

12.3 

8.6 

5.5 

Husband  sterilized 

3.4 

7.8 

5.1 

Oral 

20.4 

25.1 

22.3 

Intrauterine  device 

5.9 

6.7 

4.8 

Diaphragm 

2.7 

2.4 

3.7 

Condom 

8.1 

9.4 

9.2 

Foam 

2.2 

3.5 

3.9 

Rhythm 

5.7 

2.8 

4.1 

Other 

1.2 

3.4 

6.4 

Contraceptive  total 

61.9 

69.7 

65.0 

* NationabCenter  for  Health  Statistics,  Month.  Vital  Statist.  Rep. 
(supp.  7)  25:  (Oct.)  1976,  table  A. 

t Includes  sterilization  for  noncontraceptive  reasons  only. 


withdrawal  is  a much  more  important  contraceptive 
method  for  never-married  women  than  for  married 
women.6 

The  total  of  male  and  female  contraceptive  ster- 
ilizations is  about  the  same,  16  per  cent,  in  the  AHR 
as  that  reported  for  the  United  States  in  1973,  but 
fewer  males  than  females  were  sterilized  propor- 
tionately in  the  AHR.  In  the  case  of  sterilization, 
however,  it  is  known  that  regional  variation  exists, 
with  vasectomies  being  most  common  in  the  western 
states.7  In  1970,  in  the  Middle-Atlantic  geographic 
division,  the  ratio  of  female  to  male  sterilization  was 
8.1:1.  In  the  AHR  the  ratio  was  3.6:1.  If  male  and 
female  sterilizations  are  combined,  the  rank  ordering 
of  currently  used  contraceptive  methods  is  the  same 
for  the  AHR  and  the  United  States — oral  contra- 
ceptives, sterilization,  condoms,  and  IUD  (intra- 
uterine devices),  in  that  order. 

If  nonusers  are  excluded,  of  all  women  using  con- 
traceptives in  the  AHR,  one-third  were  using  oral 
contraceptives,  one-fourth  were  contraceptively 
sterilized  (or  their  partners  were),  one-eighth  were 
condom  users,  and  one-tenth  were  using  IUDs. 
Together,  the  four  methods  account  for  81  per  cent 
of  all  users  compared  with  about  83  per  cent  in  1973 
U.S.  estimates.  Reflecting  the  greater  proportion  of 
Catholics,  the  rhythm  method  is  used  to  a greater 
extent  in  the  AHR — 9.1  per  cent  versus  4.1  per  cent 
of  all  users. 

Socioeconomic  and  religious  differences  in 
contraceptive  practice.  Table  II  shows  prevalence 
of  contraceptive  use  by  both  age  and  socioeconomic 
area  of  residence.  The  mix  of  methods  varies  by  age, 
with  oral  contraceptives  being  the  modal  method  for 
women  less  than  30  years  of  age,  and  sterilization  the 
modal  method  above  30  years  of  age.  A higher  per 
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TABLE  II.  Contraceptive  prevalence  among  married  women  by  method,  socioeconomic  area  and  age,  Albany  (NY) 

Health  Region  Family  Planning  Survey,  1974  (per  cent) 


, 

■Socioeconomic  Area 

T 

\ 

All 

30  and 

All 

30+ 

All 

30+ 

Data 

Ages* 

<30 

Above 

Ages* 

<30  Years  Years 

Ages* 

<30  Years 

Years 

Pregnant,  postpartum,  and 

13.2 

26.5 

4.9 

13.4 

27.4 

4.9 

11.6 

19.3 

4.9 

trying  to  get  pregnant 

Sterile,  subfecund 

7.0 

2.5 

9.8 

7.0 

2.6 

9.6 

7.4 

2.3 

1 1.2 

Other  nonusers 

17.9 

1 1.7 

21.6 

17.5 

11.0 

21.4 

20.9 

17.6 

23.7 

Noncontraceptive  total 

38.1 

40.7 

36.3 

37.9 

41.0 

35.9 

39.9 

39.2 

39.8 

Wife  sterilized 

12.3 

5.7 

16.7 

12.0 

5.5 

16.0 

15.6 

6.7 

23.7 

Husband  sterilized 

3.4 

3.1 

3.6 

3.5 

3.4 

3.5 

2.4 

1.0 

3.8 

Oral 

20.4 

32.9 

12.6 

20.1 

32.3 

12.7 

23.6 

37.0 

11.6 

Intrauterine  device 

5.9 

7.7 

4.7 

5.8 

7.6 

4.8 

6.2 

8.5 

4.2 

Diaphragm 

2.7 

1.5 

3.5 

2.8 

1.4 

3.7 

1.6 

2.0 

1.3 

Condom 

8.1 

4.1 

10.6 

8.4 

4.3 

10.9 

5.2 

2.7 

7.4 

Foam 

2.2 

2.0 

2.4 

2.2 

2.1 

2.3 

2.6 

1.4 

3.7 

Rhythm 

5.7 

1.8 

7.9 

6.0 

2.0 

8.2 

2.6 

0.4 

4.7 

Other 

1.2 

0.  1 

1.8 

1.4 

0.3 

2.0 

0.5 

1.1 

0.0 

Contraceptive  total 

61.9 

59.2 

63.8 

62.2 

58.9 

64.1 

60.3 

60.8 

60.4 

Number  of  women 

(unweighted) 

(1,370) 

(593) 

(771) 

(974) 

(402) 

(570) 

(396) 

(191) 

(201) 

'Includes  small  number  of  "age 

unknown  ’ 

' (6  cases). 

TABLE  III.  Contraceptive  prevalence  among  married  women  by  method,  education,  and  age,  Albany  (NY)  Health 

Region  Family  Planning  Survey,  1974  (per  cent) 


Data 

College 

<30 

> — High  School  Graduate — \ 
Total*  <30  30+ 

r-<High  School  Graduate-* 
Total*  <30  30+ 

Total* 

30+ 

Pregnant,  postpartum,  and 

16.9 

32.2 

5.8 

12.5 

26.3 

4.0 

9.4 

16.1 

5.8 

trying  to  get  pregnant 

Sterile,  subfecund 

3.8 

0 

6.6 

7.0 

3.2 

9.4 

11.5 

5.3 

14.6 

Other  nonusers 

9.8 

2.4 

14.4 

19.7 

15.0 

22.7 

25.6 

19.9 

28.7 

Noncontraceptive  total 

30.5 

34.6 

26.8 

39.2 

44.5 

36.1 

46.4 

41.4 

49.0 

Wife  sterilized 

10.1 

3.5 

15.0 

12.1 

5.3 

16.5 

16.3 

10.7 

19.3 

Husband  sterilized 

4.0 

2.5 

5.1 

3.1 

2.5 

3.6 

3.2 

6.2 

1.6 

Oral 

21.6 

36.1 

11.2 

20.2 

32.1 

12.9 

19.1 

29.1 

13.7 

Intrauterine  device 

10.3 

10.4 

10.3 

4.0 

6.2 

2.6 

3.8 

6.7 

2.3 

Diaphragm 

5.4 

2.2 

7.8  • 

1.9 

1.0 

2.5 

0.5 

1.4 

0.0 

Condom 

7.3 

2.6 

10.7 

9.7 

5.4 

12.4 

5.3 

3.5 

6.2 

Foam 

4.9 

4.9 

4.9 

1.5 

0.9 

1.8 

0.1 

0.0 

0.3 

Rhythm 

4.6 

3.1 

5.8 

7.1 

1.3 

10.4 

3.7 

1.1 

5.2 

Other  and  unknown 

1.4 

0.2 

2.3 

1.1 

0.8 

1.3 

1.5 

0.0 

2.3 

Contraceptive  total 

69.6 

65.5 

73.1 

60.7 

55.5 

64.0 

53.6 

58.6 

51.0 

Number  of  women 

(unweighted) 

(399) 

(182) 

(216) 

(668) 

(295) 

(370) 

(299) 

(116) 

(181) 

‘Includes  small  number  of  “age  unknown"  (6  cases). 


cent  of  younger  women  in  the  lower  socioeconomic 
area  is  not  currently  using  contraception  for  reasons 
not  related  to  pregnancy  or  fecundity,  17.6  per  cent 
versus  11  per  cent.  This  group  can  be  considered  to 
be  at  risk  of  unplanned  pregnancy  due  to  lack  of 
contraceptive  use.  The  fact  that  it  tends  to  be  larger 
in  lower-status  groups  indicates  a need  for  family 
planning  services.  The  major  difference  seen  in  this 
table  is  the  greater  reliance  on  contraceptive  steril- 
ization by  older  women  who  reside  in  low  socioeco- 
nomic areas,  27.5  per  cent  using  both  male  and  fe- 
male sterilization  compared  with  19.5  per  cent  in 


higher  socioeconomic  areas.  This  finding  is  similar 
to  findings  of  the  1970  National  Fertility  Studies.1 

While  the  AHR  population  is  only  4 per  cent  black, 
the  low  socioeconomic  area  is  30  per  cent  black. 
However,  differences  in  ethnic  composition  do  not 
appear  to  be  a major  factor  in  the  socioeconomic 
differences  in  prevalence  of  contraceptive  use. 
Looking  at  prevalence  by  socioeconomic  area  for 
whites  only,  not  shown  in  these  tables,  does  not 
change  the  relationship  shown  in  Table  II,  and 
changes  the  percentages  only  slightly. 

The  contraceptive  use  pattern  by  level  of  educa- 
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TABLE  IV.  Contraceptive  prevalence  among  married  women  by  method,  religion,  and  age  for  whites  only,  Albany 
(NY)  Health  Region  Family  Planning  Survey,  1974  (per  cent) 


Data 

Total* 

<30 

30+  ' 

Total 

<30 

30+ 

Total 

<30 

30+ 

Pregnant,  postpartum,  and 
trying  to  get  pregnant 

13.0 

26.0 

5.0 

13.7 

28.9 

5.3 

12.2 

23.2 

4.6 

Sterile,  subfecund 

7.1 

2.7 

9.9 

6.1 

2.8 

8.0 

8.2 

2.6 

12.1 

Other  nonusers 

17.6 

11.2 

21.4 

21.5 

10.1 

27.6 

13.5 

12.3 

14.4 

Noncontraceptive  total 

37.7 

39.9 

36.3 

41.3 

41.8 

40.9 

33.9 

38.1 

31.1 

Wife  sterilized 

12.2 

5.3 

16.5 

11.1 

3.6 

15.4 

13.3 

7.0 

17.7 

Husband  sterilized 

3.5 

3.3 

3.7 

3.1 

3.1 

3.1 

4.0 

3.5 

4.4 

Oral 

20.5 

33.5 

12.4 

19.7 

33.7 

11.9 

21.2 

33.4 

12.9 

Intrauterine  device 

5.9 

7.7 

4.8 

3.9 

7.6 

1.8 

8.0 

7.8 

8.1 

Diaphragm 

2.7 

1.5 

3.5 

1.7 

1.3 

1.9 

3.8 

1.6 

5.4 

Condom  ■ 

8.2 

4.4 

10.7 

7.5 

4.6 

9.1 

9.1 

4.2 

12.4 

Foam 

2.3 

2.2 

2.4 

1.2 

1.2 

1.2 

3.5 

3.0 

3.8 

Rhythm 

5.7 

1.9 

7.9 

9.1 

2.8 

12.3 

2.0 

1.0 

2.8 

Other  and  unknown 

1.3 

0.4 

1.9 

1.6 

0.3 

2.3 

1.0 

0.5 

1.4 

Contraceptive  total 

62.3 

60.2 

63.8 

58.9 

58.2 

59.0 

65.9 

62.0 

68.9 

Number  of  women 
(unweighted) 

(1 ,291 

) (554) 

(732) 

(668) 

(283) 

(381) 

(623) 

(271) 

(351) 

*Totals  contain  a small  number  “age  unknown.” 


public  programs,  which  might  suggest  higher  use 
among  lower-status  women.  However,  as  Table  III 
shows,  women  with  higher  educational  attainment, 
particularly  college  women,  had  a higher  prevalence 
of  IUD  use.  In  the  AHR  survey,  10  per  cent  of  col- 
lege-educated women  were  using  the  IUD.  This 
finding  is  consistent  with  the  findings  of  the  1970 
National  Fertility  Studies  that  only  for  blacks,  a 
group  that  has  had  a high  level  of  participation  in 
public  programs,  was  there  greater  use  of  the  IUD  in 
the  low-education  category.  For  whites,  the  national 
pattern  was  very  similar  to  that  found  in  the  AHR 
survey. 

The  difference  in  the  proportion  of  women  by  re- 
ligion using  contraception  is  in  the  expected  direction 
(Table  IV).  The  difference,  however,  is  not  as  great 
as  by  education;  among  Catholics,  58.7  per  cent  were 
practicing  contraception,  compared  with  53.6  per 
cent  for  non-high  school  graduates.  In  general,  the 
same  methods  are  as  popular  among  Catholics  as 
among  non-Catholics;  the  rank  orderings  are  the 
same,  but  Catholics  tend  to  have  slightly  lower  per- 
centage in  each  category,  with  the  exception  of 
rhythm.  The  Catholic-approved  method  of  rhythm 
is  used  more  frequently  by  Catholic  women,  partic- 
ularly above  age  30;  however,  it  is  used  by  12  per  cent 
of  all  women  compared  with  3 per  cent  for  non- 
Catholics. 

Reasons  for  nonuse.  An  important  area  in  which 
the  AHR  data  differ  from  national  studies,  and  in 
which  socioeconomic  and  religious  groups  in  the 
AHR  differ  from  each  other,  is  in  the  per  cent  of 
nonusers  of  contraception  who  are  not  pregnant, 
postpartum,  trying  to  get  pregnant,  sterile,  or  infer- 
tile. Reasons  for  nonuse  by  these  “other”  nonusers 
are  shown  in  Table  V.  Overall,  the  largest  group  of 
these  women,  35  per  cent,  was  unable  to  give  one  of 
the  reasons  listed.  The  next  most  important  cate- 


TABLE  V.  Per  cent  distribution  of  married  women  not 
currently  using  contraception  for  reasons  not  related  to 
pregnancy,  sterilization,  and  subfecundity*  by  reason 
not  using  and  age,  and  by  socioeconomic  area,  Albany 
(NY)  Health  Region  Family  Planning  Survey, 

1974  (per  cent) 


Reason  Not  Using 
Contraception 

Socioeconomic 

Area 

Lower 

Middle 

and 

Above  Low 

Total 

Less 
than  30 

30  + 

Not  sexually  active 

6.0 

11.2 

4.2 

5.9 

6.9 

Religious  reasons 

26.0 

15.5 

28.7 

26.5 

21.4 

Problem  obtaining 

3.9 

0.0 

5.3 

4.3 

0.0 

services 

Health  reasons 

17.8 

25.0 

15.5 

18.5 

11.7 

Indifference 

11.1 

9.7 

11.6 

9.2 

26.9 

Other /nonspecific 

35.3 

38.6 

34.7 

35.6 

33.1 

Totals 

100.0 

100.0 

100.0 

100.0 

100.0 

Number  of  women 

(515) 

(228) 

(283) 

(366) 

(149) 

(unweighted) 

*Pregnant,  postpartum,  trying  to  get  pregnant,  sterile,  sub- 
fecund. 


tion  is  somewhat  different  (Table  III).  The  per- 
centage using  contraception  is  directly  associated 
with  education  level,  varying  from  69.6  per  cent  for 
college  to  53.6  per  cent  for  non-high  school  graduates. 
Note  that  the  percentage  not  using  contraceptives  at 
risk  of  unplanned  pregnancy  ranges  upward  from  9.8 
per  cent  for  the  college  educated  to  25.6  per  cent  for 
non-high  school  graduates.  A smaller  proportion  are 
pregnant,  postpartum,  or  trying  to  get  pregnant  in 
lower  status.  In  all  categories  above  age  30,  around 
30  per  cent  were  contraceptively  sterilized.  How- 
ever, below  age  30,  sterilization  is  most  common  for 
women  with  less  education,  probably  reflecting  the 
higher  parity  of  women  with  less  than  college  edu- 
cation. The  IUD  has  a history  of  association  with 
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TABLE  VI.  Per  cent  distribution  of  currently  contracepting  married  women  by  type  of  method,*  source  of 
contraception,  and  socioeconomic  area,  Albany  (NY)  Health  Region  Family  Planning  Survey,  1974 

/ All  Methods < Medical  Methods n , — Nonmedical  Methods — „ 

Lower  Lower  Lower 

Source  of  Middle  Middle  Middle 


Contraception 

Total 

and  Above 

Low 

Total 

and  Above 

Low 

Total 

and  Above 

Low 

Private  physician 

60.2 

60.0 

62.8 

82.7 

83.5 

76.1 

1.2 

1.2 

0 

Planned  parenthood 

2.7 

2.7 

2.4 

3.7 

3.8 

3.0 

0 

0 

0 

Clinic 

3.4 

2.9 

8.7 

4.1 

3.4 

10.6 

1.6 

1.7 

0 

Drugstore 

16.5 

16.9 

12.8 

0 

0 

0 

61.7 

60.9 

74.5 

Not  applicable 

9.5 

10.0 

4.4 

0 

0 

0 

35.5 

36.2 

25.5 

Other 

6.1 

5.8 

8.5 

8.4 

8.2 

10.3 

0 

0 

0 

Unknown 

1.6 

1.7 

0.4 

1.0 

1.1 

0 

0 

0 

0 

Number  of  women 

(1,370) 

(974) 

(396) 

(650) 

(448) 

(202) 

(188) 

(145) 

(43) 

(unweighted) 

‘Medical  method:  Sterilization,  oral,  intrauterine  device,  and  diaphragm. 


gory  was  religious  and  moral  reasons,  particularly  for 
older  women,  followed  by  reasons  of  health  and  in- 
difference. A small  percentage  of  these  married 
nonusers  was  not  sexually  active  for  one  reason  or 
another.  A much  higher  percentage  of  women  in 
lower  socioeconomic  areas  gave  indifference  as  a 
reason,  26.9  per  cent  versus  9.2  per  cent.  These 
women  are  an  important  target  for  family-planning 
programs. 

Difficulty  in  obtaining  services  is  a very  minor 
reason  cited  for  not  using  contraception.  It  seems 
clear  that  providing  easier  access  to  program  clinics 
will  not  make  large  inroads  into  this  nonuser  cate- 
gory. An  educational  and  motivational  approach 
seems  to  be  what  is  needed.  In  the  lower  socioeco- 
nomic area,  60  per  cent  of  these  married  nonusers 
could  be  reached  by  recruiting  those  who  are  either 
indifferent  or  who  gave  nonspecific  reasons  for  not 
using  contraception. 

Sources  of  contraception.  Table  VI  shows  that 
private  physicians  were  the  most  important  sources 
of  contraceptive  aids  and  information,  particularly 
medical  methods,  even  in  the  lower  socioeconomic 
areas.  Although  use  of  public-sector  sources  is  not 
great,  it  is  twice  as  high  in  the  low-status  areas  as  in 
the  higher-status  areas — 11.1  per  cent  of  all  women 
seek  aid  from  Planned  Parenthood  or  program  clinics 
in  the  low-status  areas  versus  5.6  per  cent  in  the 
higher-status  areas.  Clinics  apparently  are  not  an 
important  source  of  nonmedical  methods  for  married 
women. 

Conclusions 

Differences  in  the  current  contraceptive  use  of 
married  women  between  the  AHR  in  1974  and  the 
entire  United  States  in  1973  are  not  great.  For  both, 
the  majority  of  married  women  were  currently  using 
a method  of  contraception,  and  the  majority  of  those 
using  contraception  were  protected  by  the  most  ef- 
fective methods.  These  levels  of  use  are  reflected  by 
low  fertility  rates  in  both  the  United  States  and 


Upstate  New  York.  At  the  same  time,  a separate 
analysis  of  the  AHR  data  has  shown  that  27  per  cent 
of  births  to  married  women  in  the  AHR  during  the 
period  1969  to  1974  occurred  before  they  were  de- 
sired, and  an  additional  14  per  cent  were  not  wanted 
at  any  time.2  There  are  two  ways  to  increase  the 
number  of  women  protected  against  unplanned  fer- 
tility: (1)  encourage  those  already  using  contra- 

ception to  use  more  effective  methods,  and  (2)  con- 
vince those  not  currently  using  contraception  to  be- 
come users. 

Of  the  married  women  who  are  using  contracep- 
tives, 32  per  cent  are  not  employing  the  most  effective 
methods — oral,  IUD,  and  contraceptive  sterilization. 
Some,  but  not  all  the  users,  could  change  to  more 
effective  methods.  Lack  of  access  does  not  appear 
to  be  a major  reason  for  nonuse  in  the  AHR.  Lack 
of  motivation  is  apparently  important  because  in- 
difference and  nonspecific  reasons  account  for  a large 
number  of  nonusers,  particularly  in  the  lower  socio- 
economic areas. 

Recruiting  these  women  would  not  only  increase 
the  number  of  women  protected,  but  could  diminish 
the  social  differences  in  the  contraceptive  use  of 
married  women  that  still  exist. 
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The  diagnosis  and  incidence  of  vulvar  diseases 
encountered  in  specific  population  groups  are  fre- 
quently incomplete  and  difficult  to  evaluate.1,2 
Published  reports  of  cutaneous  vulva  diseases  usually 
consist  of  a series  of  case  reports  and  personal  im- 
pressions of  the  frequency  and  nature  of  the  condi- 
tions reviewed,3-12  selective  analyses  of  cases,13-15 
and  retrospective  studies  of  laboratory  materi- 
al.16,17 

This  report  outlines  the  first  five  years’  experience, 
from  1971  to  1975,  of  a combined  dermatologic  and 
gynecologic  vulva  clinic  and  provides  a simple  clinical 
classification  of  vulvar  diseases  based  on  877  con- 
secutive patients  referred  to  the  clinic.  The  evalu- 
ation and  method  of  study  of  patients  presenting  a 
vulva  condition  and  the  frequency  with  which  the 
condition  was  encountered  in  this  series  are  also 
presented. 

Method  and  material 

Clinic  and  population  group.  A special  weekly 
vulva  clinic  under  the  direct  supervision  of  one  of  us 
(A.Y.)  is  held  in  a large  obstetric-gynecologic  clinic 
that  sees  over  30,000  visits  a year  and  serves  an 
inner-city  population  group.  Approximately  20  per 
cent  of  the  patients  are  Caucasian,  and  the  remainder 
black  or  Hispanic.  All  patients  encountered  in  the 
regular  gynecologic  and  obstetric  and  dermatologic 
clinics  with  a vulva  condition  of  uncertain  or  com- 
plicated nature  were  first  seen  by  the  residents  in 
training  and  then  referred  to  the  specialty  clinic  for 
diagnosis  and  management. 


The  incidence  of  diseases  of  the  vulva  will  vary  among 
different  population  groups,  and  the  accuracy  of  their 
diagnosis  will  vary  according  to  the  experience  and 
interest  of  the  concerned  clinician.  This  report  de- 
scribes a five-year  experience  of  a cutaneous-vulvar 
clinic,  jointly  operated  by  a dermatologist  and  a 
gynecologist,  for  the  purpose  of  establishing  correct 
diagnoses  and  providing  appropriate  care  to  patients 
suffering  from  cutaneous-vulvar  disorders  encoun- 
tered in  an  inner  city  population  group.  There  were 
877  patients  referred  to  the  clinic,  and  59  different 
diagnoses  of  vulvar  conditions  were  made.  Based  on 
the  point  of  origin  of  the  condition,  three  major 
groups  of  diseases  were  encountered.  Within  two  of 
these  major  groups,  comprising  98  percent  of  all  pa- 
tients, the  vulvar  disorder  could  be  classified  ac- 
cording to  the  pathophysiology  of  the  disease  process. 
Sexually  transmitted  diseases  were  seen  in  30  percent 
of  the  patients,  while  erosions  and  ulcerations  of  the 
vulva  were  observed  in  43  percent  and  white  lesions 
in  48  percent  of  patients. 


History  and  examination.  A careful  history  and 
examination  on  each  patient  was  obtained  and  in- 
cluded the  following:  presenting  complaint,  in- 

cluding the  initial,  developing,  and  current  symp- 
toms; and  their  onset,  duration,  course,  and  the  de- 
velopment of  any  associated  new  lesions  such  as  ul- 
cerations or  bleeding.  Chronicity,  remissions,  ex- 
acerbations, and  their  relationships,  if  any,  to  emo- 
tional, physical,  or  other  activities,  were  carefully 
elicited. 

Contributing  factors  were  sought  and  included 
types  of  contactants  such  as  soaps,  sprays,  lotions, 
powders,  douches,  laundry  detergents,  and  type  of 
material  in  underclothes.  Sexual  habits  and  drug 
intake  history  were  also  carefully  explored. 

Past  history  included  a search  for  diabetes,  liver 
or  renal  disease,  and  any  previous  dermatologic 
problems,  including  allergies  to  food,  drugs,  contac- 
tants, and  inhalants.  A past  obstetric  and  gynecol- 
ogic history  was  noted. 

Examination  included  a complete  cutaneous, 
pelvic,  vulvovaginal  examination,  and  a Papanicolaou 
smear. 

Laboratory  studies.  Routine  laboratory  studies 
performed  on  all  patients  included  complete  blood 
count,  urinalysis,  serologic  test  for  syphilis,  and 
postprandial  blood  sugar.  Specific  laboratory  tests 
usually  performed  on  patients  with  an  erosion,  ul- 
ceration, or  vaginal  discharge  were  as  follows: 
darkfield  examination,  stain  and  culture  for  bacteria, 
and  virus  culture  and  stain  for  giant-cell  (herpes 
simplex);  wet  mount  for  fungi,  Trichomonas,  and 
Hemophilus  vaginalis;  fungus  culture  of  skin  and 
mucous  membrane  using  the  Nickerson  and  Sab- 
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TABLE  I.  Primary  cutaneous-vulvar  disorders: 
diagnosis  and  incidence 


Disorder 

Number  of  Patients 

Inflammations 

61 

Intertrigo 

26 

Contact  dermatitis 

12 

Neurotic  excoriations 

11 

Fissure  (intertriginous) 

7 

Radiodermatitis  (acute) 

2 

Hypertrophic  vulvitis 

2 

Traumatic  edema 
(Fordyce  disease) 

1 

Infections 

Bacterial 

214 

Pyoderma 

29 

Erythrasma 

1 

Chancroid 

Viral 

1 

Herpes  genitalis 

148 

Mollescum  contagiosum 

11 

Herpes  zoster 

3 

Mycotic,  tinea  cruris 
Parasitic 

18 

Pediculosis 

2 

Insect  bite 

1 

Disorders  of  pigmentation 
Leukoderma 

17 

Vitiligo 

13 

Postin  flam  matory 

2 

Melanoderma,  normal  variation 

2 

Dystrophies 

142 

Hyperplastic 

80 

Without  atypia 

4 

Lichen  simplex 

76 

Lichen  sclerosus 

59 

Vulvodynia 

(4) 

Primary  atrophy 

(1) 

Mixed  (lichen  sclerosus, 
without  atypia) 

3 

Neoplasms 

171 

Benign 

Epidermal 

160 

Verruca  genitalis 

76 

Verrucous  acanthoma 

16 

Nevi 

Connective  tissue 

2 

Fibroma 

16 

Keloid 

6 

Lipoma 

Vascular 

1 

Ectasia 

4 

Hemangioma 

2 

Lymphangioma 

3 

Varicosity 

Cystic 

2 

Epithelial 

29 

Bartholin 

3 

Malignant 

11 

Carcinoma  in  situ 

7 

Invasive  carcinoma 

4 

Total  (per  cent) 

605  (69) 

ouraud’s  culture  media;  toluidine  blue  staining  and 
decolorization;  biopsy;  and  clinical  photography. 

In  vivo  staining  with  toluidine  blue18  and  simple 
excisional  or  extensive  multiple  biopsies  for  histologic 
diagnosis  in  patients  suspected  of  having  a vulva 
dystrophy  or  neoplastic  condition,  or  both,  were 


TABLE  II.  Secondary  cutaneous-vulvar  disorders: 
diagnosis  and  incidence 

Disorder  Number  of  Patients 

37 
11 
10 
4 
3 
3 
2 
1 
1 
1 
1 

5 

1 
2 
2 

25 
12 
9 
2 
2 

2 

69  (8) 


performed  on  an  inpatient  basis  in  the  operating 
room. 

Results 

In  the  877  patients  seen,  59  different  vulvar  dis- 
orders were  diagnosed  and  could  be  broadly  classified 
according  to  the  point  of  origin  of  the  disease  process 
into  three  major  groups. 

Group  I.  Primary  cutaneous-vulvar  disorders. 
Cutaneous- vulvar  disorders  occurred  in  674  patients, 
77  per  cent,  and  of  these,  605  were  primary,  an  inci- 
dence of  69  per  cent.  The  conditions  which  appeared 
in  the  vulva  were  essentially  dermatologic  and  could 
be  subgrouped  according  to  the  pathophysiology  of 
the  process  into  five  different  categories.  The  type 
and  frequency  of  the  conditions  encountered  in  this 
subgroup  are  listed  in  Table  I. 

Secondary  cutaneous-vulvar  disorders.  Secon- 
dary cutaneous-vulvar  disorders  were  encountered 
in  69  patients,  8 per  cent,  and  consisted  of  those  skin 
diseases  which  spread  to  the  vulva  or  resulted  from 
systemic  or  neoplastic  metastasis.  Diseases  falling 
into  this  subgroup  could  be  classified  into  one  of  four 
categories  according  to  the  pathophysiology  of  the 
disease  process.  The  type  and  frequency  of  the 
conditions  encountered  are  listed  in  Table  II. 

Group  II.  Vulvovaginal  disorders,  as  implied, 
indicate  those  vulvar  conditions  that  have  an  asso- 
ciated vaginal  component  and  are  generally  limited 
to  this  area  in  the  course  of  the  disease  process. 
There  were  180  patients,  21  per  cent,  encountered  in 
this  major  group  whose  vulvar  conditions  were  as- 
sociated with  a similar  and  existing  vaginal  condition. 
The  type  and  incidence  of  those  conditions  are  listed 
in  Table  III. 


Inflammations 

Psoriasis 

Hidradenitis  suppurativa 
Fox-Fordyce 
Hailey-Hailey  disease 
Seborrheic  dermatitis 
Aphthosus 
Fixed  drug 
Lichen  planus 
Pemphigoid 
Behcet’s  syndrome 
Infections 
Viral 
Varicella 
Pityriasis  rosea 
Mycotic,  tinea  versicolor 
Systemic 
Syphilis 

Generalized  pruritus 
Sarcoid 

Acanthosis  nigricans 
Neoplasms,  metastatic 
TOTAL  (per  cent) 
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TABLE  III.  Vulvovaginal  disorders: 
diagnosis  and  incidence 


TABLE  V.  Disorders  associated  with 
erosions  or  ulcerations 


Disorder  Number  of  Patients 


Inflammations:  vaginitis  (NS)* 

18 

Infections 

147 

Candidiasis 

136 

Trichomonas 

11 

Involutional:  atrophy 

15 

Total  (per  cent) 

180  (21) 

* NS  = nonspecific. 

TABLE  IV.  Sexually  transmitted  diseases 

Disorder 

Number  of  Patients 

Herpes  simplex 

148 

Verruca  accuminata 

76 

Trichomonas  vaginitis 

11 

Syphilis 

12 

Molluscum  contagiosum 

11 

Candidiasis 

6 

Pediculosis 

2 

Traumatic  edema 

1 

Chancroid 

1 

Total  (per  cent) 

268  (30) 

Group  III.  There  were  23  patients,  2 per  cent,  in 
this  major  group  with  a variety  of  vulvar  symptoms 
including  pruritus,  discomfort,  and  pain.  Clinical 
or  laboratory  evidence  or  manifestation  of  either  a 
local  or  systemic  disease  could  not  be  discerned,  ei- 
ther at  the  time  of  their  examination  or  in  follow-up. 
In  the  absence  of  any  clinical  or  laboratory  findings 
after  several  visits,  their  vulvar  complaints  could  only 
be  explained  on  an  emotional  basis. 

Special  groups.  There  were  268  patients,  30  per 
cent,  with  vulvar  manifestations  of  sexually  trans- 
mitted diseases;  the  diagnosis  and  frequency  of  these 
diseases  are  listed  in  Table  IV.  Herpes  genitalis 
accounted  for  over  55  per  cent  of  these  infections  or 
17  per  cent  of  the  total  series.  There  were  130  elderly 
patients,  15  per  cent,  many  of  whom  were  diabetic, 
with  vulvar  candidiasis,  who  were  excluded  from  this 
tabulation  of  sexually  transmitted  diseases  because 
of  their  denial  of  coital  activity. 

Of  concern  to  the  clinician  were  the  variety  and 
number  of  disorders  that  appeared  with  an  erosion 
or  ulceration  or  were  liable  to  develop  this  lesion  in 
the  course  of  the  disease  process.  There  were  375 
patients,  43  per  cent,  with  18  different  diagnoses  in 
this  special  group  which  included  excoriations  asso- 
ciated with  pruritic  dermatosis,  such  as  lichen  sim- 
plex, lichen  sclerosis,  contact  dermatitis,  psoriasis, 
general  pruritus,  intertrigo,  and  factitial  dermatitis. 
The  diagnoses  and  frequency  of  their  occurrence  are 
shown  in  Table  V. 

Vulvar  conditions  appearing  as  a white  lesion  or 
those  in  which  loss  of  color  is  a frequent  feature 
during  the  disease  process  were  encountered  in  421, 
or  48  per  cent  of  patients.  Table  VI  lists  the  13  dif- 
ferent diagnoses  and  their  frequency. 


Disorder  Number  of  Patients 


Presenting 
Syphilis 
Hidradenitis 
Aphthosus 
Behcet  syndrome 
Chancroid 
Neoplasms 

Vesicobullous  disease 
Herpes  genitalis 
Herpes  zoster 
Hailey-Hailey 
Pemphigoid 
Excoriated  dermatoses 
Total  (per  cent) 

26 

12 

10 

2 

1 

1 

11 

155 

148 

3 

3 

1 

183 

375  (43) 

TABLE  VI. 

White  lesions  of  vulva 

in  421  patients  (48  per  cent) 

/ Number  of  Patients 

White  at 

Time  of 

White  During 

Disorder 

Presentation 

Disease  Process 

Candidiasis 

130 

Verruca  genitalis 

76 

Lichen  simplex 

76 

Lichen  sclerosus 

57 

Intertrigo 

26 

Postinflammatory 

14 

Neoplasms 

7 

Vitiligo 

13 

Psoriasis 

11 

Hyperplastic  dystrophy 

4 

Condylomata  lata 

4 

Atrophic  scar 

2 

Lichen  planus 

1 

Totals  (per  cent) 

91 (10) 

330 (38) 

Comment 

The  incidence  of  the  59  different  diseases  en- 
countered in  this  demographic  group  of  877  patients 
may  not  accurately  reflect  the  true  incidence  of  the 
various  diseases  encountered  in  other  populations. 
Moreover,  many  of  the  more  commonly  recognized 
vulvovaginal  conditions  were  managed  in  the  regular 
gynecology  clinic.  In  addition,  many  of  the  infre- 
quently encountered  and  asymptomatic  conditions 
may  not  have  been  recognized  by  the  resident-in- 
training or  were  not  referred  to  the  vulva  clinic  be- 
cause they  were  of  no  clinical  consequence. 

The  operation  of  the  clinic  under  a senior  derma- 
tologist associated  with  a senior  gynecologist  has 
proved  to  have  an  important  place  in  the  complete 
ambulatory  care  of  the  gynecologic  patient.  Less 
than  10  per  cent  of  the  conditions  seen  were  associ- 
ated with  a vaginal  component  of  the  disease,  and 
nearly  80  per  cent  of  the  conditions  were  primarily 
dermatologic  in  nature.  The  teaching  and  patient 
care  aspects  of  the  clinic  have  been  rewarding  to  all 
concerned,  and  it  is  suggested  that  such  a specialty 
clinic  should  be  an  integral  part  of  any  large  gyne- 
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cology  and  dermatology  service  in  a teaching  cen- 
ter. 

The  recommendations  of  the  Committee  on  Ter- 
minology of  the  ISSVD  (International  Society  for  the 
Study  of  Vulvar  Disease)  for  the  histopathologic 
classification  of  vulvar  dystrophies  have  been  sepa- 
rately subgrouped  under  primary  cutaneous  vulvar 
diseases.19 

In  the  ISSVD  classification  the  diagnosis  of  lichen 
simplex,  or  local  neurodermatitis,  was  deleted  and 
the  condition  designated  as  an  hyperplastic  dystro- 
phy without  atypia.  The  diagnosis  is  separately 
listed  under  hyperplastic  dystrophy  in  the  present 
classification  in  recognition  of  its  established  clinical 
and  pathologic  features.20  The  terms  coccygodynia 
and  primary  atrophy  are  listed  to  identify  those  pa- 
tients who  later  developed  clinical  evidence  of  lichen 
sclerosus. 

The  268  patients  with  9 different  types  of  sexually 
transmitted  disease,  the  375  patients  with  18  dif- 
ferent diagnoses  appearing  with  erosions  or  ulcer- 
ations, and  the  421  patients  with  13  different  diag- 
noses presenting  a white  lesion  form  a significant 
group  of  vulvar  diseases  that  warrant  further  eluci- 
dation. 

Woman’s  Hospital 
St.  Luke’s  Hospital  Center 
114th  Street  and  Amsterdam  Avenue 
New  York,  N.Y.  10025 
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Ordinary  policyholders  the  death  rate  from  all  forms  of 
cancer  was  down  by  4 per  cent. 

Mortality  from  cerebrovascular  disease  in  the  United 
States  in  1976  declined  by  about  5 per  cent  compared  with 
that  in  1975.  The  death  rate  from  diabetes  fell  by  4 per 
cent  and  that  from  cirrhosis  of  the  liver  by  5 per  cent. 

Mortality  from  influenza  and  pneumonia  combined, 
which  can  vary  appreciably  from  year  to  year,  is  estimated 
at  29  per  100,000  population  for  1976,  about  11  per  cent 
higher  than  that  for  1975. 

Preliminary  data  indicate  that  death  from  all  types  of 
accidents  decreased  by  about  3 per  cent  in  19r'6  compared 
with  1975  while  the  mortality  from  motor  vehicle  accidents 
rose  by  about  1 per  cent. 

The  death  rate  from  suicide  dropped  by  about  6 per  cent 
from  that  in  1975,  while  the  mortality  from  homicide  went 
down  by  13  per  cent. 

Infant  mortality,  which  reached  a record  low  of  16.1  per 
1,000  live  births  in  1975,  continued  to  decline  and  is  ex- 
pected to  register  a rate  of  15  per  1,000  for  1976.  Between 
1966  and  1976,  the  infant  mortality  rate  in  the  United 
States  declined  by  37  per  cent,  compared  with  a decrease 
of  about  9 per  cent  in  the  previous  decade. 
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THERE AREA 
LOT  OF  PEOPLE 
GETTING  BETWEEN 

YOU  AND  YOUR 

PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 
Drug  substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on"  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


IN 


Pharmaceutical  Manufacturers  Association 
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Heritable 

Syndromes 

With  skeletal  abnormalities  and 
congenital  heart  disease 


Skeletal  abnormalities  are  common  in  patients  with 
congenital  heart  disease  and  particularly  with  defects 
of  the  upper  limb.  However,  the  number  and  variety 
of  such  anomalies  makes  syndrome  recognition  dif- 
ficult, and  a working  classification  is  presented  under 
which  the  main  syndromes  are  listed.  Chromosomal 
structure  determines  the  two  major  divisions.  De- 
spite the  abundance  of  eponymous  syndromes,  it  is 
acknowledged  that  many  patients  with  cardiac  dis- 
ease and  skeletal  abnormalities  will  remain  unclas- 
sified. Yet,  recognition  is  increasingly  important,  j 
for  without  it  adequate  genetic  counsel  cannot  be 
given.  The  responsibility  lies  jointly  with  both  the 
radiologist  and  the  clinician. 


ERIC  C.  MARTIN,  M.A.,  M.R.C.P.,  F.R.C.R. 

Brooklyn,  New  York 
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Among  patients  with  congenital  heart  disease,  25 
per  cent  have  extracardiac  abnormalities.1’2  The 
musculoskeletal  system  is  the  one  most  commonly 
involved,  and  defects  of  the  upper  limb  predomi- 
nate.3 By  contrast,  in  5,000  consecutive  autopsies 
on  unselected  infants,  the  overall  incidence  of  mus- 
culoskeletal abnormalities  was  less  than  10  per  cent. 
The  upper  limb  was  involved  in  only  1 per  cent  of 
these  infants  and  the  lower  limb  in  85  per  cent.4 

The  reason  for  this  association  with  skeletal  and 
upper-limb  abnormalities  is  not  clear.  It  is  well 
known,  however,  that  the  heart  and  upper  limbs 
develop  at  about  the  sixth  week  of  intrauterine  life, 
while  the  lower  limbs  develop  somewhat  later.  Any 
temporary  arrest  in  development  might  therefore 
affect  both  organ  systems  simultaneously.1  Indeed, 
thalidomide  embryopathy  has  been  regarded  as  an 
experimental  model  in  this  respect.5 

Syndromes  involving  both  the  upper  limb  and  the 
heart  are  numerous,  but  no  particular  abnormality 

TABLE  I.  Syndromes  associated  with  abnormalities 
of  hand 


Nature 
of  Disorder 


Syndromes 


Brachydactyly 


Polydactyly 

Anomalies  of 
thumb 

Absent  middle 
phalanx  of  V 
plus  or  minus 
clinodactyly 


Turner’s;  Ullrich-Noonan ; 

Down’s;  trisomy  18;  Ellis-van 
Creveld;  mucopolysacchari- 
doses; Marchesani 
Ellis-van  Creveld;  trisomy  13/15; 

Laurence-Moon-Bardet-Biedl 
Cardiomelic;  trisomy  18;  Cornelia 
de  Lange;  Faconi’s 
Down’s;  cardiomelic;  Turner’s; 
XXXXX;  XXXXY ; thrombo- 
cytopenia with  absent  radius; 
Cornelia  de  Lange 


of  the  upper  limb  is  diagnostic  of  any  one  syndrome. 
Four  common  abnormalities  of  the  hand  are  listed  in 
Table  I,  and  a considerable  overlap  of  syndromes  is 
seen.  In  the  cardiomelic  syndrome  alone,  Poznanski, 
Gall,  and  Stern6  have  listed  23  abnormalities  of  the 
upper  limb.  Consequently,  any  classification  by 
anatomic  abnormality  alone  would  be  laborious  in- 
deed. 

This  article  presents  a working  classification,  de- 
rived in  part  from  Emanuel,7  of  heritable  syndromes 
which  have  both  congenital  heart  disease  and  ra- 
diologically  apparent  skeletal  abnormalities. 

I.  Syndromes  with  abnormal  chromosomes 

A.  Autosomal 

B.  Sex-linked 

II.  Syndromes  with  normal  chromosomes 

A.  Single-gene  disorders 

B.  Connective-tissue  disorders 

C.  Others 

Acquired  syndromes  such  as  the  late  normocal- 
cemic  stage  of  idiopathic  hypercalcemia  of  infancy 
are  not  included.8 

Congenital  heart  disease 
with  abnormal  chromosomes 

Autosomal.  Down ’s  syndrome.  The  well-known 
disorder  known  as  Down’s  syndrome  usually  results 
from  trisomy  21.  It  is  the  commonest  generalized 
dysplasia  associated  with  congenital  heart  disease, 
and  the  incidence  of  this  complication  at  autopsy  is 
just  over  50  per  cent.9  An  endocardial  cushion  de- 
fect, ranging  from  a complete  atrioventricular  canal 
through  an  ostium  primum  defect  to  a ventricular 
septal  defect  with  a cleft  mitral  valve,  is  seen  in  about 
55  per  cent  of  these  patients,  and  isolated  ventricular 
septal  defect  and  tetralogy  of  Fallot  are  also  common, 
both  with  an  incidence  of  about  15  to  20  per  cent. 
Pulmonary  hypertension  occurs  more  frequently  and 
at  a younger  age  than  is  usual  in  congenital  heart 
disease. 10  The  diagnosis  is  generally  a clinical  one 
based  on  facial  and  palmar  abnormalities,  but  radi- 
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FIGURE  1.  Pelvis  in  Down’s  syndrome.  Acetabular  angle 
and  iliac  angle  both  drawn  and  low.  Iliac  wings  large  and  flat. 
Duodenal  obstruction  caused  by  annular  pancreas. 


ology  may  be  helpful,  with  changes  in  the  pelvis  the 
most  characteristic  feature  (Fig.  1).  Caffey  and 
Ross1 1 expressed  these  changes  quantitatively.  They 
described  the  acetabular  angle  and  the  iliac  angle  and 
labeled  the  sum  of  these  the  iliac  index.  If  this  index 
is  less  than  60  degrees,  Down’s  syndrome  is  probable 
and  if  more  than  78  degrees,  highly  improbable. 
Other  features  include  hypoplastic  facial  bones,  a 
persistent  metopic  suture,  high  orbital  roofs  slanting 
upward  and  outward,  and  a small  middle  phalanx  of 
the  fifth  finger,  which  may  be  associated  with  cli- 
nodactyly.  Tall  lumbar  vertebrae  are  seen,  and  there 
may  be  only  11  pairs  of  ribs.12 

Other  trisomies.  The  two  other  major  trisomies 
are  trisomy  13/15,  or  Patau’s  syndrome,  and  trisomy 
18,  or  Edwards’  syndrome.  Congenital  heart  disease 
is  common  in  these  syndromes,  the  incidence  in  Pa- 
tau’s being  82  per  cent  and  in  Edwards’,  95  per  cent. 
By  contrast,  the  incidence  in  Down’s  syndrome  is  53 
per  cent.  Furthermore,  75  per  cent  of  the  defects  in 
Down’s  syndrome  are  single,  whereas  complex  de- 


FIGURE  2.  Trisomy  18.  Abnormality  of  modeling  of  hu- 
merus with  thickening  of  periosteum. 

fects  predominate  in  the  other  trisomies.9  In  par- 
ticular, in  trisomy  13,  malrotation  of  the  heart  and 
transposition  of  the  great  arteries  are  common. 
Gross  mental  retardation  is  a feature  of  both  syn- 
dromes. 

In  trisomy  18,  a review  of  100  patients  revealed 
that  few  survived  beyond  two  months.  The  oldest 
patient  was  ten  and  one-half  years  old,  and  the  bone 
age  at  that  time  was  three  and  one-half  years.13 
Flexion  contractures  are  particularly  common,  with 
an  incidence  of  95  per  cent,  and  pedal  abnormalities, 
characterized  by  the  so-called  “rocker  bottom”  feet, 
occur  in  about  25  per  cent  of  patients  (Fig.  2). 14 
Polydactyly  characterizes  about  75  per  cent  of  those 
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FIGURE  3.  Turner’s  syndrome.  Shortening  of  fourth  and 
fifth  metacarpals  bilaterally  and  characteristic  V-shaped 
abnormality  of  radioulnar  articulation. 


with  Edwards’  syndrome,  often  with  narrow  distal 
phalanges  and  hyperconvex,  retroflexed  thumbs.  By 
contrast,  trisomy  13/15  shows  predominantly  syn- 
dactyly, hypoplastic  nails,  and  a peculiar  beckoning 
index  finger  over  a clenched  fist.15'16 

More  recently,  a D-ring  trisomy  of  13/15  has  been 
described  and  appears  to  be  associated  with  con- 
genital heart  disease.  All  cases  so  far  have  had  bi- 
lateral absence  of  the  thumbs  and  epicanthic 
folds.17 

Abnormalities  of  the  short  arm  of  the  B group  of 
chromosomes  deserve  brief  mention.  Five-B  ab- 
normalities, occurring  in  the  Cri  du  Chat  syndrome, 
produce  mental  deficiency,  dwarfism,  hypotonia,  and 
a characteristic  wail-like  cry.18-19  Not  dissimilar 
infants  with  a four-B  abnormality  have  been  de- 
scribed by  Woolf.  These  infants  do  not  have  the 
characteristic  cry  but  often  have  associated  atrial  and 
ventricular  septal  defects.20 

Sex-linked  abnormalities.  Turner's  syndrome. 
A combination  of  disorders  identified  as  Turner’s 
syndrome  was  first  described  as  a clinical  syndrome 
featuring  dwarfism,  webbing  of  the  neck,  cubitus 
valgus,  and  primary  amenorrhea.21  It  was  termed 
ovarian  agenesis  by  Wilkins  and  Fleischmann  in 
1944, 22  and  Albright,  Smith,  and  Fraser23  first  noted 
its  association  with  coarctation  of  the  aorta  in  1942. 
The  syndrome  was  later  found  to  be  associated  with 
X chromosome,  XO,  or  various  mosaics  of  this. 

These  clinical  features  are  not  confined  to  females, 
and  Ullrich  also  described  them  in  children  in  whom 
hypogonadism  may  be  a difficult  feature  to  recog- 
nize.9 Noonan,24  too,  described  a group  of  patients 
with  normal  chromosomes,  a specific  facies,  short 
stature,  a short  neck,  delayed  appearance  of  secon- 
dary sexual  characteristics,  and  pulmonary  stenosis. 
The  term  Noonan’s  syndrome  is  often  used  inter- 
changeably with  Ullrich’s  syndrome,  although  the 
original  descriptions  are  not  totally  comparable. 
Differentiation  of  these  two  syndromes  from  Turn- 
er’s syndrome  rests  on  chromosomal  analysis. 


In  Turner’s  syndrome  only  25  per  cent  of  patients 
have  congenital  heart  disease,  but  among  these  25  per 
cent,  coarctation  of  the  aorta  occurs  in  almost  every 
instance.  By  contrast,  in  the  various  related  syn- 
dromes with  normal  chromosomes,  such  as  Noo- 
nan-Ullrich,  congenital  heart  disease  is  seen  in  65  per 
cent  of  males  and  in  35  per  cent  of  females.25  Of 
those  patients  with  cardiac  abnormalities,  75  per  cent 
have  pulmonary  stenosis,  and  30  per  cent  have  an 
atrial  septal  defect.  Lesions  of  the  right  side  there- 
fore predominate  in  the  Noonan-Ullrich  syndromes 
and  ones  on  the  left  side  in  Turner’s  syndrome.26 

In  both  Turner’s  and  the  Noonan-Ullrich  syn- 
dromes, the  epiphyses  are  only  slightly  delayed  in 
maturation,  but  epiphyseal  growth  stops  at  the  time 
of  expected  puberty  with  failure  of  closure,  which 
may  sometimes  result  in  small  stature.27  Changes 
in  the  spine  resemble  Scheuermann’s  disease,  and 
there  may  be  fusion  of  the  cervical  spine  causing  a 
Klippel-Feil  type  of  deformity.  There  is  a shield 
chest,  an  android  pelvis,  and  an  increased  carrying 
angle  of  the  elbow.  The  hand  changes  are  charac- 
teristic, with  a Madelung  deformity  and  a small 
fourth  metacarpal,  as  in  pseudohypoparathyroidism 
(Fig.  3).  Syndactyly  and  camptodactyly  may 
occur.28  Twenty-five  per  cent  have  congenital 
lymphedema,  and  a significant  number  have  an  ex- 
cess of  nevi. 

Other  syndromes.  The  XXXXY  syndrome  may 
be  associated  with  congenital  heart  disease.29’30 
These  phenotypic  males  have  hypogonadism  and 
mongoloid  facies.  The  XXXXX  females  are 
dwarfed  and  hvpogonadal.31 

Congenital  heart  disease 
with  normal  chromosomes 

Two  main  groups  of  syndromes  with  normal 
chromosomes  emerge:  the  single-gene  abnormalities 
and  the  connective-tissue  disorders,  but  the  majority 
are  unclassifiable,  reflecting  our  ignorance  of  the 
underlying  process  which  is  presumably  at  an  enzy- 
matic or  molecular  level. 

Single-gene  abnormalities.  Cardiomelic  syn- 
dromes. In  1960,  Holt  and  Oram32  described  a se- 
cundum atrial  septal  defect  in  association  with  con- 
duction abnormalities  and  deformities  of  the  hand 
in  four  members  of  one  family.  The  syndrome  is 
transmitted  as  an  autosomal  dominant.  Upper-limb 
abnormalities  are  numerous,  and  Poznanski,  Gall, 
and  Stern6  have  listed  23  commonly  seen  defects.  A 
short  middle  phalanx  of  the  fifth  finger,  an  abnor- 
mality of  the  scaphoid,  and  abnormal  rotation  of  the 
scapula  appear  to  be  the  commonest  lesions  (Fig.  4). 
Any  part  of  the  upper  limb  may  be  affected,  and 
commonly  there  is  hypoplasia  of  the  thenar  muscles, 
with  difficulty  in  opposing  the  thumb.  Abnormali 
ties  of  the  elbow,  particularly  a prominent  medial 
epicondyle,  are  also  seen.  Humeral  deformity  and 
even  phocomelia  have  been  described. 33  Although 
the  first  report  of  cardiac  abnormality  was  of  a se- 
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FIGURE  4.  Holt-Oram  syndrome.  Hypoplasia  of  fourth 
metacarpal  and  abnormality  of  scaphoid. 


cundum  atrial  septal  defect,114  ventricular  septal 
defect  was  also  included  in  the  syndrome  by  Holmes 
et  al. 35  and  is  now  considered  more  common.  Pul- 
monary hypertension  has  also  been  reported. 

There  is  a variable  penetrance  of  all  the  abnor- 


malities, hut  of  the  original  triad,  disturbances  of 
conduction  appear  to  be  the  most  common,  partic- 
ularly a prolonged  P-R  interval.  This  prolonged 
conduction  time  has  a genetic  implication  in  an  ap- 
parently isolated  secundum  atrial  septal  defect. 

It  no  longer  seems  necessary  to  consider  ven- 
triculoradial  dysplasia  as  a separate  syndrome.36 
The  Ju berg- Hayward  syndrome,  as  originally  de- 
scribed, included  crossed  renal  ectopia,  micro- 
cephaly, abnormalities  of  the  upper  limb,  and  a cleft 
palate.  The  patient  had  a ventricular  septal  defect.37 
With  the  reporting  of  further  examples  of  this  syn- 
drome, the  association  of  congenital  heart  disease 
became  unclear,  and  the  same  may  be  true  of  the 
hand-foot-uterus  syndrome.38’39  Several  hemato- 
logic disorders  do,  however,  enter  the  differential 
diagnosis. 

A slightly  increased  incidence  of  congenital  heart 
disease  is  seen  in  Fanconi’s  syndrome,  with  4 out  of 
68  patients  being  reported  in  one  series.40  Abnormal 
pigmentation  is  common,  and  skeletal  abnormalities 
are  seen  in  about  60  per  cent  of  patients,  with  the 
thumb  being  involved  most  frequently.  The  anemia 
is  congenital  and  predominantly  macrocytic. 

A similar  syndrome,  sometimes  difficult  to  dis- 
tinguish, is  thrombocytopenic  purpura  with  radial 
aplasia,  also  known  as  the  TAR  syndrome.  Nilsson 
and  Lundholm41  reported  an  incidence  of  4 out  of  14 
patients  with  congenital  heart  disease;  bilateral  radial 
aplasia  was  seen  in  9,  and  3 had  renal  malforma- 
tions. 

The  Aase-Smith  syndrome42  is  also  a congenital 
anemia  of  the  Diamond-Blackfan  type,  in  which 
there  is  a triphalangeal  thumb.  All  the  patients 
described  in  the  original  report  had  murmurs,  but  no 


FIGURE  5.  Ellis-van  Creveld  syndrome.  Pelvis  not  consistently  involved  ir.  tnis  syndrome. 
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documented  congenital  heart  disease. 

Ellis-van  Creveld  syndrome.43  The  chondro- 
dystrophy of  the  Ellis-van  Creveld  syndrome  is  in- 
herited as  an  autosomal  recessive  characteristic  and 
is  particularly  common  in  the  Amish.44  The  asso- 
ciated skeletal  features  include  polydactyly,  with  an 
extra  digit  on  the  ulnar  side,  and  sometimes  syn- 
dactyly. Dwarfism  and  ectodermal  dysplasia, 
characterized  by  hypoplasia  of  the  nails,  teeth,  and 
hair,  are  seen.  There  may  be  massive  fusion  of  the 
carpus,  and  the  tibial  ossification  center  is  commonly 
hypoplastic  and  ectopic.  Flattening  of  the  ace- 
tabular angle  is  characteristic  during  infancy.  In  a 
review  of  36  such  patients  by  Giknis,45  20  had  con- 
genital heart  disease.  Ventricular  septal  defect  and 
atrial  septal  defect  were  the  commonest  lesions,  and 
defects  of  the  atrioventricular  canal  and  a single 
atrium  were  also  frequent  (Fig.  5). 

Other  syndromes.  The  Marchesani  syndrome, 
also  known  as  the  inverted  Marfan  syndrome,  is 
perhaps  best  known  to  the  ophthalmologist  because 
of  its  rare  feature  of  spherophakia.  There  is  delayed 
appearance  of  the  ossification  centers,  a short  stature, 
and  brachydactyly.46  Three  out  of  14  patients  in  one 
series  had  congenital  heart  disease.47 

In  the  Rubinstein-Taybi  syndrome,  congenital 
heart  disease  is  well  recognized,  although  no  partic- 
ular lesion  predominates.  The  broad  distal  pha- 
langes of  the  thumbs  are  characteristic,  but  numer- 
ous other  skeletal  defects  occur.48  All  the  distal 
phalanges  may  be  splayed,  and  anomalies  of  the 
sternum  and  ribs  occur  in  about  30  per  cent. 

Carpenter’s  syndrome  of  acrocephalopoly- 
syndactyly  also  has  abnormalities  of  the  upper  limb, 
with  brachydactyly  and  a double  ossification  center 
of  the  proximal  phalanges  of  the  thumbs.  The  ap- 
pearance is  similar  to  the  Laurence-Moon-Bardet- 
Biedl  syndrome,49  with  an  abnormal  facies,  hypo- 
gonadism, and  obesity.  There  is  acrocephaly,  and 
there  may  be  mental  retardation.  Congenital  heart 
disease  is  associated  with  both  syndromes.50’51 

Forney,  Robinson,  and  Pascoe52  described  a syn- 
drome characterized  by  multiple  lentigines,  short 
stature,  conductive  deafness,  and  congenital  mitral 
regurgitation;  fusion  of  the  cervical  spine  and  of  the 
carpus  and  tarsus  was  seen.  It  may  be  a variant  of 
the  lentigines  syndrome  described  by  Gorlin,  An- 
derson, and  Blaw,53  and  electrocardiographic  ab- 
normalities are  common  to  both. 

Connective-tissue  disorders.  The  numerous 
connective-tissue  disorders  and  related  abnormalities 
have  been  reviewed  by  McKusick.54  Fortunately, 
few  have  both  skeletal  abnormalities  and  congenital 
heart  disease.  I have  omitted,  therefore,  disorders 
causing  cardiomyopathies  such  as  Niemann-Pick 
disease,  the  muscular  dystrophies,  Friedreich’s 
ataxia,  glycogen  storage  disease  and  hemochroma- 
tosis, and  those  causing  hypertension,  such  as  vas- 
cular malformations  and  the  phakomatoses-like 
neurofibromatosis.  Werner’s  syndrome  and  progeria 


obviously  represent  premature  arterial  degeneration, 
but  none  of  the  aforementioned  disorders  give  rise 
to  definitive  congenital  heart  defects.  Pseudoxan- 
thoma elasticum  and  the  Ehlers-Danlos  syndrome 
are  kindred  genetic  aberrations  of  connective  tissue, 
but  here  the  afflictions  are  mainly  vascular.  There 
remains  to  be  considered  only  the  Marfan  syndrome, 
the  mucopolysaccharidoses,  alkaptonuria,  and  os- 
teogenesis imperfecta. 

In  these,  as  opposed  to  the  other  connective-tissue 
disorders,  valvar  lesions  predominate,  although 
cardiomyopathies  may  certainly  be  seen.  Because 
of  this,  the  heart  disease  may  be  thought  to  be  con- 
genital and  not  recognized  as  being  secondary  to  a 
connective-tissue  abnormality. 

Premature  degeneration  of  the  aortic  valve  re- 
sulting in  regurgitation  may  occur  in  osteogenesis 
imperfecta,55  while  in  alkaptonuria,  the  valves  are 
pigmented,  degenerate  easily,  and  may  calcify  pre- 
maturely. These  are  the  features  of  an  abiotrophy 
rather  than  an  anatomic  abnormality. 

Abnormal  mucopolysaccharides  infiltrate  both  the 
myocardium  and  the  heart  valves  in  the  mucopol- 
ysaccharidoses, particularly  in  mucopolysaccharide 
I and  II,  where  the  incidence  of  cardiovascular  in- 
volvement is  said  to  be  as  high  as  85  per  cent.7  About 
50  per  cent  of  these  have  mitral  valve  disease.  The 
cardiac  involvement  may  occur  at  a very  young  age, 
which  again  may  suggest  erroneously  true  congenital 
lesion  or  rheumatic  heart  disease  rather  than  abio- 
trophy. 

Equally,  such  confusion  may  occur  in  the  Marfan 
syndrome.  Papaioannou  et  al.  showed56  angio- 
graphically  early  dilatation  of  the  aortic  root  in  in- 
fants, with  late  appearance  of  aortic  regurgitation, 
presumably  due  to  degeneration  of  the  valve  rather 
than  stretching  of  the  valve  ring.  Myxomatous  de- 
generation in  the  mitral  valve  has  been  recorded  in 
the  very  young,57  and  a review  from  Children’s 
Hospital  Medical  Center,  Boston,  revealed  valvar 
lesions  in  61  per  cent,  with  mitral  regurgitation  pre- 
dominating.58 The  mean  age  of  this  group  was  6.5 
years. 

Specific  skeletal  abnormalities  are  seen  in  all  of 
these  four  syndromes  but  will  not  be  described. 
They  are  mentioned  only  because  of  the  similarity  of 
their  presentations  and  because  of  a tendency  to 
confuse  them  with  true  congenital  heart  disease. 
The  primary  disorder  is  one  of  connective  tissue,  and 
their  manifestations  are  due  to  abiotrophy. 

Other  syndromes.  There  remains  a large  group 
of  otherwise  unclassifiable  syndromes.  Many  are 
rare,  with  so  few  case  reports  that  the  true  incidence 
of  congenital  heart  disease  is  difficult  to  establish.  In 
some  instances  with  solitary  case  reports,  one  must 
question  whether  or  not  the  associations  are  coinci- 
dental. 

Congenital  heart  disease  is  well  known  in  patients 
with  scoliosis,59  cleft  palate,  and  other  facial  abnor- 
malities,60 and  the  Pierre  Robin  syndrome  itself  may 
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be  associated  with  congenital  heart  disease.61  Gorlin 
et  al.62  described  an  X-linked  form  of  this  syndrome 
with  an  atrial  septal  defect,  a persistent  left  superior 
vena  cava,  and  talipes  equinovarus.  The  Klippel- 
Feil  abnormality  has  also  been  associated  with  con- 
genital heart  disease.34 

Conradi’s  syndrome  is  easily  recognized  by  the 
peculiar  stippling  of  the  epiphyses,  cataract  forma- 
tion, and  tracheal  calcification.  It  now  appears  un- 
likely that  it  is  associated  with  congenital  heart  dis- 
ease63; however,  a similar  kind  of  epiphyseal  stip- 
pling, although  less  florid,  is  seen  in  Zellweger’s 
hepatorenal  syndrome,  where  an  increased  incidence 
ot  congenital  heart  disease  has  been  established.64  It 
may  be  mistaken  clinically  for  Down’s  syndrome 
because  of  Brushfield  spots  and  epicanthic  folds. 


Larsen’s  syndrome  of  multiple  dislocations,  par- 
ticularly of  the  knee  and  foot,  has  a possible  associ- 
ation with  congenital  heart  disease,65  as  has  Cock- 
ayne’s syndrome,  with  its  characteristic  iliac  crests 
and  abnormalities  of  the  thumbs.  The  Cornelia  de 
Lange  syndrome  has  an  equally  tenuous  association 
(Fig.  6). 66  Mention  has  already  been  made  of  the 
Laurence-Moon-Bardet-Biedl  syndrome,  and  one 
should  also  include  the  VATER  syndrome  complex 
of  vertebral,  anal,  tracheoesophageal,  radial,  renal, 
and  cardiac  defects.6.  This  latter  syndrome  may 
well  not  be  a true  entity  but  represents  chance  asso- 
ciations. Further  observation  will  clarify  many  of 
these  rare  syndromes. 

Any  skeletal  defect  associated  with  congenital 
heart  disease,  particularly  when  seen  in  the  upper 
limb,  should  alert  the  clinician  to  the  possibility  of 
a heritable  disorder  being  involved,  and  a major  re- 
sponsibility may  well  rest  with  the  radiologist.  To- 
gether, the  clinician  and  radiologist  may  be  able  to 
classify  the  syndrome  involved,  although  in  many 
cases  this  will  not  be  possible.  It  is  no  longer  of 
purely  academic  interest  because  only  an  adequate 
identification  will  allow  genetic  counseling  to  be 
undertaken  with  confidence. 

450  Clarkson  Avenue 
Brooklyn,  New  York  11203 
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Case  history 

Beverly  A.  Spirt,  M.D.*:  A 24-year-old  female 
was  first  seen  with  a three-dav  history  of  shaking 
chills,  fever,  right  flank  pain,  and  dysuria. 

Physical  examination  demonstrated  moderate 
right  costovertebral  angle  tenderness  and  a positive 
right  psoas  sign.  The  patient’s  temperature  was 
40.5°C.,  or  105°F. 

Initial  laboratory  examinations  showed  a white 
blood  count  of  17,100  cells  per  cubic  millimeter  with 
71  percent  polymorphonuclear  leukocytes,  10  per- 
cent hands,  10  percent  lymphocytes,  and  9 percent 
mononuclear  cells.  Urinalysis  revealed  2 plus  pro- 
tein. Microscopic  examination  demonstrated  2 
white  blood  cells  and  10  granular  casts  per  high- 
power  field. 

Intravenous  urography  and  B-mode  ultrason- 
ography of  the  kidneys  were  then  performed. 

E.  Mark  Levinsohn,  M.D/:  The  first  radio- 
graphs to  be  reviewed  are  from  an  intravenous  py- 
elogram.  The  left  kidney,  left  ureter,  and  bladder 
are  normal.  The  axis  of  the  right  kidney  is  rotated 
laterally  and  downward.  There  is  a large  radiolucent 
mass  in  the  upper  pole  of  the  right  kidney  which  has 
caused  flattening  and  stretching  of  the  adjacent 
collecting  system.  The  right  ureter  is  duplicated. 
This  suggests  a duplication  of  the  right  renal  col- 
lecting system  although  no  contrast  is  seen  in  the 
upper  collecting  system.  There  is  reflux  of  contrast 
from  the  lower  ureter  into  the  upper  ureter  (Fig. 
1). 

Transverse  and  longitudinal  sonograms,  as  shown 
in  Figure  2,  demonstrate  a primarily  sonolucent  mass 
in  the  right  upper  pole,  consistent  with  a cystic  lesion. 
A few  scattered  echoes  most  likely  represent  cellular 
debris.  These  radiographic  findings  and  the  clinical 
setting  favor  the  diagnosis  of  ureteropelvic  junction 
obstruction  involving  the  upper  pole  of  a duplicated 

* Guest  Editor,  Assistant  Professor,  Department  of  Radiolo- 
gy- 

* Assistant  Professor,  Department  of  Radiology. 


collecting  system,  causing  localized  hydronephrosis 
and  secondary  pyonephrosis. 

Dr.  Levinsohn's  diagnosis 

l 'reteropeluic  junction  obstruction  with  upper- 
pole  pyonephrosis. 

Dr.  Spirt:  A cyst  puncture  was  carried  out  under 
ultrasonic  guidance.  There  were  150  cc.  of  creamy 
purulent  material  aspirated;  60  cc.  of  meglumine 
diatrizoate  and  sodium  diatrizoate  (Renografin)  were 
injected  into  the  cyst  cavity  under  fluoroscopic  vision 
and  spot  radiographs  obtained  (Fig.  3).  The  con- 
trast-filled cavity  had  a lobulated  appearance 
suggesting  that  it  was  a dilated  collecting  system  and 
not  a simple  cyst.  A flexible  catheter  was  left  in 
place  for  drainage.  Klebsiella  species  were  grown 
from  the  aspirate,  and  the  patient  was  treated  with 
the  appropriate  antibiotics.  Four  days  following  cyst 
puncture  the  patient  was  taken  to  surgery. 

Pathologic  discussion 

Bedros  Markarian,  M.D.**:  The  surgical 

specimen  consisted  of  a port  ion  of  the  upper  pole  of 
the  right  kidney  measuring  7 cm.  in  diameter  by  3.5 
cm.  in  thickness.  Sectioning  of  the  kidney  showed 
marked  dilatation  of  the  pelvis  and  calyces.  The 
mucosa  of  the  renal  pelvis  demonstrated  areas  of 
punctate  hemorrhage.  The  rim  of  renal  parenchyma 
grossly  appeared  injected  and  hemorrhagic.  No  ob- 
structive lesion  was  present  in  the  renal  collecting 
system. 

Microscopic  examination  of  the  renal  parenchyma 
showed  an  advanced  degree  of  scarring  with  oblit- 
eration of  many  glomeruli  accompanied  by  marked 
tubular  atrophy.  The  calyceal  system  and  adjacent 
renal  parenchyma  contained  many  mixed  acute  and 
chronic  inflammatory  cells  (Fig.  4).  These  micro- 
scopic findings  coupled  with  the  gross  anatomic 
findings  are  diagnostic  of  hydronephrosis  with  acute 
and  chronic  pyelonephritis. 

Comment 

Dr.  Spirt:  Partial  or  complete  duplication  of  the 

**  Associate  Professor,  Department  of  Pathology. 
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kidney  is  the  most  common  congenital  anomaly  of 
the  urinary  tract.1  The  degree  of  duplication  may 
vary  from  a bifid  renal  pelvis,  said  to  occur  in  10 
percent  of  the  population  and  considered  by  some  to 
be  a normal  variant,  to  complete  duplication  of  the 
kidney  where  both  ureters  enter  the  bladder  via 
separate  orifices.2  In  partial  duplications  the  two 
ureters  join  so  there  is  only  one  vesical  orifice.  If  the 


FIGURE  1.  (A)  Posteroanterior  radiograph  of  abdomen 

during  intravenous  urography  demonstrates  radiolucent  mass 
in  upper  pole  of  right  kidney.  Right  ureter  partially  duplicated. 
(B)  Nephrotomogram  of  right  kidney  shows  radiolucent  right 
upper  pole  mass  to  better  advantage.  There  is  reflux  into 
ureter  to  upper  pole. 


ureters  join  proximal  to  the  bladder  they  have  the 
appearance  of  a Y.  If  the  ureters  join  within  the  wall 
of  the  bladder  they  appear  V shaped. 

While  there  is  no  increased  incidence  of  vesical 
ureteral  reflux  in  partial  renal  duplications,  ure- 
tero-ureteric  reflux  is  said  to  occur  in  84  percent  of 
cases.1’3  Most  frequently,  the  peristaltic  wave  begins 
in  the  upper  pole  ureter  as  antegrade  peristalsis  and 
continues  into  the  lower  pole  limb  as  retrograde 
peristalsis.3  The  reverse  situation  also  occurs.  This 
high  incidence  of  retrograde  peristalsis  can  be  sig- 
nificant if  infection  is  present. 

Ultrasonography  is  an  accurate,  valuable  nonin- 


FIGURE  2.  Sonograms  demonstrate  large  primarily  sonolucent  mass  in  region  of  upper  pole  of  right  kidney.  (A)  Transverse. 
(B)  Longitudinal. 
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FIGURE  3.  Radiographic  spot  film  of  cystic  cavity  following 
aspiration  of  purulent  material  and  instillation  of  contrast 
agent.  Lobular  appearance  of  cavity  suggests  it  is  dilated 
collecting  system. 

vasive  method  for  evaluating  renal  masses.  If  a renal 
mass  is  demonstrated  by  intravenous  urography, 
ultrasound  should  be  the  next  procedure  performed. 
A sonolucent,  echo-free  pattern  on  ultrasonography 
indicates  that  the  lesion  is  a cyst  with  93  percent 
accuracy.4  With  the  addition  of  appropriate  clinical 
information,  the  accuracy  approaches  100  percent. 
In  the  present  case,  ultrasonography  was  also  utilized 
to  guide  the  needle  during  the  renal  cyst  puncture. 
Ultrasound  has  greatly  increased  the  accuracy  and 
safety  of  percutaneous  puncture,  which  is  useful  for 
diagnosis  and/or  therapy  in  many  clinical  situations. 
In  a series  of  consecutive  renal  biopsies  performed 
using  ultrasonic  guidance,  renal  tissue  was  obtained 
in  24  out  of  25  patients  for  an  increase  of  96  percent. 
A large  series  of  blind  or  fluoroscopically  guided 
biopsies  from  the  same  department  yielded  renal 
tissue  in  only  63  percent  of  cases.5 

Techniques  for  ultrasonic  aspiration  have  been 
described  by  several  authors.5-'  Special  puncture 
transducers  are  available,  which  have  a central  canal 
through  which  the  needle  is  introduced.  One  can 
then  perform  a percutaneous  puncture  while  actually 
visualizing  the  are  of  interest.  Successful  puncture 
can  also  be  performed  by  localizing  the  lesion  using 


FIGURE  4 Photomicrograph  of  junction  of  renal  papilla 
demonstrating  fibrinopurulent  exudate  in  collecting  system 
and  edema  of  renal  papilla  (hematoxylin  and  eosin  stain, 
original  magnification  X 140). 

conventional  B-scanning  and  determining  the  opti- 
mal site  of  puncture  and  the  proper  depth  and  di- 
rection of  the  needle,  as  was  done  in  this  case. 

In  a series  of  over  1,200  percutaneous  punctures 
of  various  organs  and  lesions  performed  at  Gentofte 
Hospital  in  Denmark,  only  one  clinically  significant 
complication  occurred:  a 200-cc.  hematoma  was 

found  at  surgery  two  months  following  percutaneous 
aspiration  of  a pancreatic  pseudocyst.5  To  date, 
both  animal  experimentation  and  clinical  experience 
indicate  that  the  risk  of  spreading  tumor  cells  when 
biopsying  or  aspirating  a malignant  lesion  is  more 
theoretic  than  real.5 

Final  diagnosis 

Acute  and  chronic  pyelonephritis  with  pyohy- 
dronephrosis 
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This  review  will  consider  the  therapeutic  implica- 
tions of  disease  of  the  heart,  kidneys,  and  cerebral 
circulation  in  patients  with  sustained  diastolic  hy- 
pertension. 

Heart  disease 

Acute  pulmonary  edema.  Three  quarters  of  all 
patients  appearing  in  hospital  emergency  rooms  with 
acute  pulmonary  edema  secondary  to  congestive 
heart  failure  had  hypertensive  cardiovascular  disease 
as  their  primary  diagnosis,  according  to  the  Fra- 
mingham study.  Acute  pulmonary  edema  is  a dra- 
matic medical  emergency,  and  therapeutic  modalities 
of  sedation  and  oxygen  therapy  are  still  hallmarks  of 
its  therapy.  Those  patients  with  diastolic  hyper- 
tension complicating  their  pulmonary  edema  or 
underlying  it  should  be  managed  today  with  two  of 
the  newer  modalities  of  therapy. 

The  first  is  the  intravenous  administration  of  a 
loop-blocking  diuretic  such  as  furosemide  or  etha- 
crynic  acid.  The  onset  of  diuretic  action  begins 
within  5 minutes,  and  a peak  diuretic  effect  occurs 
within  30  minutes  after  intravenous  administration 
of  furosemide  or  ethacrynic  acid.  It  has  been  re- 
ported that  intravenous  administration  of  furose- 
mide to  patients  with  left  ventricular  failure  after 
acute  myocardial  infarction  reduces  left  ventricular 
filling  pressure  even  before  diuresis  occurs,  owing  to 
the  increased  venous  capacitance  or  dilatation  of  the 
capacitance  vessels.  The  doses  that  we  have  utilized 
in  the  management  of  patients  with  acute  pulmonary 


edema  have  been  increasing  as  we  gather  more  ex- 
perience with  the  drugs,  so  it  is  common  to  start  with 
120  mg.  of  intravenous  furosemide  or  100  mg.  of  in- 
travenous ethacrynic  acid.  It  must  be  kept  in  mind 
that  the  loop-blocking  diuretics  administered  in- 
travenously are  short-acting  drugs  with  a duration 
of  action  which  does  not  exceed  four  hours.  Failure 
to  obtain  a diuresis  is  an  indication  for  an  increase  in 
dose  as  well  as  an  increase  in  frequency  of  adminis- 
tration. 

Decreasing  blood  pressure  reduces  afterload  from 
the  heart,  and  today’s  therapy  of  choice  is  intrave- 
nous nitroprusside.  Nitroprusside  given  by  intra- 
venous infusion  dilates  not  only  the  arteriolar  but 
also  the  venular  beds  so  that  as  blood  pressure  is 
decreased,  reflex  tachycardia  and  increase  in  cardiac 
output  does  not  occur  and  work  load  of  the  heart  is 
decreased.  Use  of  intravenous  loop-blocking  di- 
uretics and  peripheral  vasodilation  with  nitroprus- 
side by  constant  infusion  have  produced  dramatic 
relief  from  pulmonary  edema  in  hypertensive  pa- 
tients, and  these  two  agents  in  combination  currently 
represent  our  therapeutic  modality  of  choice  in  acute 
pulmonary  edema.  If  nitroprusside  is  not  available 
or  the  patient  does  not  respond,  a similar  result  can 
be  obtained  by  use  of  intravenous  trimethaphan,  a 
ganglionic  blocking  agent.  Trimethaphan,  like  ni- 
troprusside, dilates  venules  and  in  turn  decreases 
venous  return.  Effectiveness  of  trimethaphan’s 
action  is  enhanced  when  the  head  of  the  bed  is  ele- 
vated. Although  the  side-effects  of  trimethaphan 
are  frequently  greater  than  those  of  nitroprusside, 
it  does  represent  another  antihypertensive  drug  in 
the  management  of  acute  pulmonary  edema.  The 
clinical  approach  to  acute  pulmonary  edema  com- 
plicating sustained  diastolic  hypertension  is  outlined 
in  the  following: 

I.  General  measures 

A.  Oxygen 

B.  Sedation  (morphine  sulfate) 

II.  Specific  therapy 

A.  Intravenous  loop-blocking  diuretic:  furose- 

mide or  ethacrynic  acid 

1 . Starting  dose 

a.  Furosemide,  40  to  120  mg. 

b.  Ethacrynic  acid,  50  to  150  mg. 

2.  Repeat  dose 

a.  Furosemide,  120  to  360  mg. 
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TABLE  I.  Treatment  of  chronic  congestive  heart 
failure  complicating  sustained  diastolic  hypertension 
using  oral  drugs 


Situation 

Initial  Dose  Maximum  Dose 

Begin  with  diuretic 

Hydrochlorothiazide* 

50  mg.  daily 

100  mg.  twice 
a day 

Or  chlorthalidone 

50  mg.  daily 

200  mg.  daily 

Or  metalazone 
If  heart  failure  or 
edema  refractory 

2.5  mg.  daily 

10  mg.  daily 

Furosemide 

80  mg.  twice 

120  mg.  three 

a day 

times  a day 

Or  ethacrynic  acid 

50  mg.  twice 

100  mg.  twice 

If  potassium  losses 
complicate  diuretic 
therapy,  add 

a day 

a day 

Spironolactone 

50  mg.  twice 

100  mg.  three 

a day 

times  a dav 

Or  triamterine 

100  mg.  twice 

100  mg.  three 

If  blood  pressure  con- 
trol unsatisfac- 
tory, add  sym- 
pathetic blocking 
agent 

a day 

times  a day 

Methyldopa 

250  mg.  twice 

500  mg.  four 

a day 

times  a day 

Or  Clonidine 

0.1  mg.  twice 

0.6  mg.  three 

If  blood  pressure  con- 
trol still  unsatisfac- 

a day 

times  a day 

tory,  add  vasodilator, 

10  mg.  three 

100  mg.  three 

hydralazine 

times  a day 

times  a day 

If  still  unsuccessful 

Consider  investigational  drugs 

*Or  other  thiazide  diuretic  ineqiivalent  dose. 


b.  Ethacrynic  acid,  100  to  400  mg. 

3.  Interval:  3 to  4 hours  (both  drugs) 

B.  Intravenous  nitroprusside 

1.  25  to  400  micrograms  per  minute 

2.  Continuous  infusion  and  monitoring 

C.  Intravenous  trimethaphan 

1.  1 to  15  milligrams  per  minute 

2.  Continuous  infusion  and  monitoring 

Chronic  congestive  heart  failure.  In  patients 
with  chronic  congestive  heart  failure,  it  is  essential 
to  maintain  blood  pressure  control.  The  reduction 
of  the  afterload  on  the  heart  decreases  the  myocardial 
work  load  and  minimizes  episodes  of  congestive  heart 
failure.  Diuretics  remain  the  mainstay  of  antihy- 
pertensive therapy;  either  loop-blocking  agents  or  the 
thiazide  diuretics  may  be  administered.  If  hypo- 
kalemia develops,  potassium-sparing  diuretic  agents 
such  as  spironolactone  or  triamterene  should  be 
added.  Sympathetic  blockade  is  probably  best  ob- 
tained with  methyldopa  or  clonidine.  Propranolol 
and  guanethidine  are  probably  contraindicated  in 
patients  with  chronic  congestive  heart  failure,  since 
each  has  been  shown  to  substantially  decrease  car- 
diac output,  and  worsening  of  congestive  heart  failure 
may  occur  with  administration  of  these  drugs.  If  the 
combination  of  diuretic  and  sympathetic  blockade 
is  inadequate  to  maintain  blood  pressure  control, 


TABLE  II.  Myocardial  ischemia  manifested  by  anginal 
syndromes  without  heart  failure  complicating  diastolic 
hypertension  using  oral  drugs 


< Drug \ 


Procedure 

Initial  Dose 

Maximum  Dose* 

Start  with 

Hydrochlorothiazide 

50  mg.  daily 

50  mg.  twice 

Or  chlorthalidone 

50  mg.  daily 

a day 

100  mg.  daily 

Or  metalazone 

2.5  mg.  daily 

5 mg.  daily 

If  blood  pressure  not 

satisfactory,  add  pro- 

10  mg.  four 

120  mg.  three 

pranololt 

times  a day 

times  a day 

If  blood  pressure  still 

not  satisfactory,  add 

10  mg.  three 

50  mg.  four 

hydralazine 

times  a day 

times  a day 

* Maximum  antihypertensive  dose  is  one-half  maximum  natri- 
uretic and  diuretic  dose. 

t Propranolol  dose  must  be  adjusted  to  maintain  bradycardia. 


then  a vasodilating  agent  may  be  initiated  with  hy- 
dralazine which  is  started  in  doses  of  10  mg.  three 
times  a day  and  may  be  increased  to  100  mg.  three 
times  a day.  When  hydralazine  is  added  to  patients 
who  have  chronic  congestive  heart  failure,  adequate 
sympathetic  blockade  must  be  maintained  to  prevent 
reflex  tachycardia,  and  pulse  rates  below  90  beats  per 
minute  are  strived  for.  Table  I illustrates  the  ap- 
proach to  patients  with  chronic  congestive  heart 
failure. 

Coronary  artery  disease.  Ischemic  heart  dis- 
ease. In  the  face  of  anginal  symptoms  of  ischemic 
heart  disease,  a reasonable  approach  would  appear 
to  be  to  reduce  myocardial  oxygen  consumption  and 
myocardial  work  load.  One  of  the  thiazide  congeners 
and  propranolol  may  be  administered.  Beta-ad- 
renergic blockade  with  propranolol  should  be  started 
at  10  mg.  four  times  a day,  but  antihypertensive  ef- 
fect is  uncommon  until  doses  of  40  mg.  four  times  a 
day  are  reached.  Experience  with  time  has  shown 
us  that  many  patients  require  doses  of  80  mg.  four 
times  a day  of  propranolol  to  obtain  adequate  blood 
pressure  control  and  bradycardia.  If,  despite  the 
utilization  of  diuretics  and  propranolol,  blood  pres- 
sure is  not  controlled,  then  hydralazine  may  be 
added,  provided  adequate  bradycardia  is  present.  In 
ischemic  heart  disease,  tachycardia  is  deleterious 
because  it  increases  myocardial  oxygen  consumption 
and  decreases  ventricular  diastolic  filling  time. 
Therefore,  enough  propranolol  is  utilized  so  that 
pulse  rates  below  80  beats  per  minute  are  maintained, 
and  pulse  rates  of  70  beats  per  minute  are  preferred. 
Table  II  shows  an  approach  to  patients  with  coronary 
artery  disease  and  anginal  syndromes. 

Renal  disease 

Hypertension  is  both  a cause  and  result  of  chronic 
renal  disease.  Although  the  outcome  of  chronic  renal 
disease  of  nonhypertensive  origin  depends  on  the 
course  of  the  disease  itself,  hypertension  will  con- 
tribute to  the  rate  of  renal  function  deterioration  by 
generating  arteriolonephrosclerosis  on  top  of  the 
basic  problem. 
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Information  regarding  hemodynamic  changes  of 
hypertension  in  early  chronic  renal  disease  is  limited. 
The  available  studies  suggest  that  hypertension  of 
chronic  renal  parenchymal  disease  may  begin  with 
a high  cardiac  output.  With  the  progression  of  hy- 
pertension, the  cardiac  output  may  decrease,  while 
total  peripheral  resistance  increases  progressively. 
Normal  cardiac  output  and  high  total  peripheral 
resistance  have  been  reported  in  established  hyper- 
tension associated  with  nonazotemic  renal  paren- 
chymal disease. 

The  hemodynamic  pattern  of  hypertension  in 
chronic  end-stage  renal  disease  is  now  well  estab- 
lished. Patients  with  end-stage  renal  disease  on 
maintenance  hemodialysis  have  significantly  higher 
cardiac  output  than  do  normal  controls.  This  in- 
crease in  cardiac  output  appears  to  be  due  to  the 
uremic  anemia.  Cardiac  output,  heart  rate,  and 
stroke  volume  are  the  same  in  hypertensive  and 
normotensive  uremic  patients,  while  total  peripheral 
resistance  of  hypertensive  uremic  patients  is  higher 
than  that  of  normotensive  uremic  patients.  There- 
fore, the  hypertension  is  sustained  by  a high  total 
peripheral  resistance. 

Diuretics.  Acute  and  chronic  administration  of 
thiazide  diuretics  reduces  glomerular  filtration  rate. 
In  therapeutic  doses,  furosemide  and  ethacrynic  acid 
have  little  effect  on  the  glomerular  filtration  rate  or 
renal  plasma  flow  Acute  administration  of  larger 
doses  may  induce  renal  vasodilatation,  which  in- 
creases renal  blood  flow.  It  has  been  shown  that 
acute  administration  of  furosemide  and  ethacrynic 
acid  redistributes  renal  blood  flow;  superficial  renal 
cortical  blood  flow  increases,  while  outer  medullary 
blood  flow  and  juxtamedullary  blood  flow  de- 
crease. 

Sympathetic  inhibitors.  Intravenous  adminis- 
tration of  guanethidine  decreases  glomerular  filtra- 
tion rate  and  renal  plasma  flow.  It  has  been  reported 
that  short-term  oral  administration  of  guanethidine 
also  decreases  glomerular  filtration  rate  and  renal 
plasma  flow. 

Acute  administration  of  methyldopa  does  not  de- 
crease glomerular  filtration  rate  or  renal  plasma  flow. 
Short-term  oral  administration  of  methyldopa  also 
does  not  decrease  glomerular  filtration  rate  or  renal 
plasma  flow.  Renal  vascular  resistance  decreases. 

During  the  acute  antihypertensive  effect  of  clo- 
nidine,  glomerular  filtration  rate  and  renal  blood  flow 
are  maintained. 

Vasodilators.  Hydralazine  increases  renal  blood 
flow  but  does  not  change  glomerular  filtration  rate. 
Direct  injection  of  hydralazine  into  a renal  artery  of 
dogs  produces  an  immediate  decrease  in  renal  blood 
flow.  When  hydralazine  reaches  the  systemic  cir- 
culation, an  increase  in  renal  blood  flow  to  the  con- 
tralateral kidney  is  found.  This  indicates  that  hy- 
dralazine increases  renal  blood  flow  secondary  to  an 
increase  in  cardiac  output.  However,  the  percentage 
increase  in  cardiac  output  exceeds  the  percentage 


increase  in  renal  blood  flow.  It  has  been  reported 
that  prolonged  administration  of  hydralazine  does 
not  significantly  increase  renal  blood  flow. 

During  severe  salt  restriction,  a normal  person  can 
lower  urinary  sodium  excretion  nearly  to  zero.  Pa- 
tients with  chronic  renal  disease  sometimes  have  an 
impaired  ability  to  conserve  sodium.  In  addition, 
patients  with  chronic  renal  insufficiency  often  cannot 
excrete  a high  salt  intake.  Therefore,  such  patients 
are  vulnerable  to  salt  and  water  retention  and  cir- 
culatory congestion.  On  the  other  hand,  severe  salt 
restriction  may  cause  salt  depletion,  dehydration, 
and  further  deterioration  of  renal  function.  There 
is  a small  group  of  patients  with  chronic  renal  disease 
in  whom  massive  salt  wasting  occurs.  Severe  salt 
restriction  should  be  avoided  in  patients  with  chronic 
renal  disease  unless  they  are  fluid  overloaded  or  have 
nephrotic  syndrome. 

Thiazide  diuretics  should  be  avoided  in  hyper- 
tensive patients  with  renal  insufficiency  because 
these  agents  decrease  glomerular  filtration  rate  and 
renal  blood  flow  and  lose  diuretic  and  probably  an- 
tihypertensive action  when  the  glomerular  filtration 
rate  is  reduced  below  20  ml.  per  minute. 

If  the  patient  is  not  a renal  salt  waster,  furosemide 
or  ethacrynic  acid  is  the  first  therapeutic  agent  for 
the  treatment  of  hypertension.  The  dosage  of  fu- 
rosemide to  be  used  varies,  depending  on  the  severity 
of  the  hypertension  and  the  degree  of  impairment  of 
the  glomerular  filtration  rate.  Forty  mg.  twice  a day 
may  be  given  in  mild  to  moderate  hypertensive  pa- 
tients with  mild  reduction  of  glomerular  filtration 
rate.  Patients  with  severe  reduction  of  the  glomer- 
ular filtration  rate  may  require  120  mg.  three  times 
a day  or  higher  doses. 

The  potassium-sparing  diuretic  agents,  such  as 
spironolactone  or  triamterene,  are  contraindicated 
when  azotemia  is  present  because  of  the  danger  of 
hyperkalemia. 

If  blood  pressure  is  not  controlled  with  a diuretic 
alone,  the  second  drug  to  be  added  is  methyldopa  or 
clonidine.  These  agents  preserve  glomerular  fil- 
tration rate  and  renal  blood  flow.  The  management 
of  patients  with  renal  insufficiency,  that  is,  serum 
creatinine  2 mg.  per  100  ml.  or  more,  complicating 
sustained  diastolic  hypertension,  is  outlined  in  the 
following,  using  oral  drugs: 

I.  Start  with  diuretic  unless  proved  salt  waster: 
Loop-blocking  drug 

A.  Furosemide 

B.  Or  ethacrynic  acid 

II.  If  blood  pressure  control  not  satisfactory,  add 
sympathetic  blocking  agent 

A.  Methyldopa 

B.  Or  clonidine 

C.  Sporadic  case  reports  of  propranolol-induced 

deterioration  of  renal  function  have  been  pre 
sen ted 

III.  If  blood  pressure  control  not  satisfactory,  add  va- 
sodilator: hydralazine 


958  New  York  State  Journal  of  Medicine/May  1977 


IV.  Consider  investigational  drugs  if  blood  pressure 
control  not  satisfactory 

If  the  patient  is  a renal  salt  waster,  antihyperten- 
sive therapy  should  be  carried  out  without  a diuretic. 
Guanethidine  should  be  avoided  because  this  agent 
frequently  causes  severe  orthostatic  hypotension  and 
decreases  glomerular  filtration  rate,  renal  blood  flow, 
and  cardiac  output. 

In  most  patients  with  end-stage  renal  disease  on 
maintenance  hemodialysis,  hypertension  when 
present  can  be  controlled  by  removal  of  sodium  and 
water  with  ultrafiltration  dialysis  and  by  restriction 
of  salt  and  water  intake.  These  patients  have  vir- 
tually no  renal  excretory  function;  their  body  fluids 
are  thus  controlled  by  their  salt  and  water  intake  and 
by  the  amounts  of  salt  and  water  removed  by  the 
artificial  kidney.  Therefore,  the  initial  therapeutic 
step  in  the  treatment  of  hypertension  is  the  use  of 
ultrafilt ration  dialysis  for  the  removal  of  excess  body 
fluid  and  dietary  restriction  of  salt  and  water  in- 
take. 

When  hypertension  is  not  controlled  by  ultrafil- 
tration dialysis  and  dietary  restriction  of  salt  and 
water,  antihypertensive  agents  should  be  adminis- 
tered. 

Methyldopa  and  clonidine  were  used  in  hyper- 
tensive uremic  patients  whose  blood  pressure  could 
not  be  controlled  by  ultrafiltration  dialysis  alone.  It 
became  clear  that  during  volume  depletion  of  he- 
modialaysis,  hypotension  was  frequent  with  these 
sympathetic  blocking  agents. 

Current  attempts  to  control  blood  pressure  have 
included  the  combination  of  propranolol  with  hy- 
dralazine. If  blood  pressure  is  not  controlled  with 
this  regimen,  the  combination  of  propranolol  and 
minoxidil  may  be  used.  Minoxidil  is  the  most  potent 
oral  vasodilator  and  is  currently  available  only  as  an 
investigational  drug.  These  approaches  avoid  in- 
tradialysis hypotension. 

Bilateral  nephrectomy  is  recommended  for  the 
control  of  hypertension  when  uremic  patients  with 
severe  and  malignant  hypertension  are  refractory  to 
ultrafiltration  dialysis  and  antihypertensive  drugs. 
Bilateral  nephrectomy  in  these  refractory  hyper- 
tensive patients  results  in  a significant  reduction  of 
blood  pressure  at  equivalent  levels  of  total  ex- 
changeable sodium  and  body  weight,  and  a marked 
general  clinical  improvement  usually  occurs. 

In  the  anephric  state,  blood  pressure  is  normal  or 
mildly  elevated  at  clinically  dry  weight.  There  is  a 
positive  correlation  between  blood  pressure  and  total 
exchangeable  sodium  or  body  fluid.  A very  small 
fraction  of  anephric  patients  have  severe  hyperten- 
sion even  at  dry  weight;  therefore,  blood  pressure  is 
usually  controlled  by  ultrafiltration  dialysis  and  re- 
striction of  salt  and  water  intake. 

The  principle  in  management  of  hypertension  in 
the  anephric  state  is  essentially  the  same  as  that  of 
end-stage  renal  disease  on  maintenance  hemodialy- 
sis. 


Cerebral  vascular  disease 

Antihypertensive  therapy  has  been  shown  to  be 
particularly  effective  in  reducing  the  incidence  of 
cerebrovascular  accidents,  both  thrombotic  infarc- 
tion and  intracerebral  hemorrhage.  Antihyperten- 
sive therapy  reduces  an  initial  stroke  and  appears  to 
protect  the  hypertensive  patient  with  cerebral  vas- 
cular disease  against  a recurrent  episode.  Therefore, 
antihypertensive  therapy  in  such  patients  appears 
to  he  mandatory.  The  effect  of  antihypertensive 
therapy  during  an  acute  episode,  whether  it  be 
thrombotic  infarction,  small  intracerebral  hemor- 
rhage, or  massive  intracerebral  hemorrhage,  is  less 
definitive.  No  well-controlled  studies  on  the  effect 
of  antihypertensive  therapy  during  the  acute  phase 
of  a cerebral  vascular  accident  have  been  performed. 
Our  own  recommendations  are,  therefore,  based  on 
extrapolation  from  physiologic  data  on  the  regulation 
of  cerebral  blood  flow  in  hypertensive  patients. 

Thrombotic  infarction  or  small  intracerebral 
hemorrhage.  Neurologic-ally,  thrombotic  infarction 
or  small  intercerebral  hemorrhage  are  difficult  en- 
tities to  separate  in  a hypertensive  patient  who  is 
prone  to  both  types  of  episodes.  In  either  event,  the 
therapeutic  aim  should  be  to  reduce  the  area  of  in- 
farction to  its  smallest  degree  or  to  minimize  the  area 
of  hemorrhage.  Hypertensive  patients  appear  to 
regulate  their  cerebral  blood  flow  at  higher  pressures 
than  normal  subjects.  However,  the  observations  in 
effectively  treated  hypertensive  patients  strongly 
suggested  a readaptation  of  cerebral  blood  flow  au- 
toregulation toward  normal  in  some  cases.  This 
implies  that  a great  reduction  of  blood  pressure  in  a 
hypertensive  patient  might  reduce  the  cerebral  blood 
flow  to  such  an  extent  as  to  enlarge  the  region  of 
ischemic  infarction.  In  the  face  of  an  acute  throm- 
botic cerebral  infarction,  many  neurologists  have 
taken  the  attitude  that  blood  pressure  reduction 
should  be  gradual  and  staged  in  a step-wise  fashion 
to  prevent  sudden  decreases  in  cerebral  blood 
flow. 

In  our  own  clinical  experience,  although  this  seems 
to  be  an  ideal  approach,  it  has  not  been  an  easy  one 
to  achieve  clinically.  As  a base  rule,  we  reduce  blood 
pressure  in  patients  who  are  suspected  of  thrombotic 
infarction  to  a diastolic  pressure  of  90  to  100  mm.  Hg 
for  the  first  24  to  48  hours  and  then  aim  for  normo- 
tension. 

If  a small  cerebral  hemorrhage  is  suspected,  blood 
pressure  reduction  to  normotensive  levels  is  under- 
taken more  vigorously. 

During  an  acute  phase  of  thrombotic  cerebral  in- 
farction or  small  intracerebral  hemorrhage,  blood 
pressure  reduction  is  obtained  by  intravenous  tri- 
methaphan  or  nitroprusside,  since  these  agents  do 
not  produce  somnolence  that  might  interfere  with 
neurologic  evaluation  of  the  patient.  During  the 
recovery  phase,  the  combination  of  an  oral  diuretic 
and  methyldopa  or  clonidine  may  be  administered. 
However,  one  should  be  aware  that  drowsiness  is  one 
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of  the  side-effects  of  clonidine  and  methyldopa.  If 
the  blood  pressure  is  not  controlled,  hydralazine  may 
be  added. 
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Birth  rate  in  city  reached  a 40-year  low  in  1976 
New  York  City  Health  Department  reports 

The  birth  rate  in  New  York  City  reached  a record  low 
of  13.8  births  per  1,000  population  in  1976,  representing 
approximately  109,250  live  births.  According  to  the  New 
York  City  Health  Department’s  Bureau  of  Health  Statis- 
tics and  Analysis,  this  is  the  lowest  birth  rate  on  record 
since  1936.  New  York  City  Health  Commissioner  Pascal 
J.  Imperato,  M.D.,  said,  “It  is  apparent  from  these  statistics 
that  more  women  of  childbearing  age  are  using  family 
planning  to  limit  the  number  of  children  in  the  family.  In 
addition,  the  July,  1970,  New  York  State  Law  legalizing 
abortion  has  been  a decisive  factor  in  the  declining  birth 
rate.” 

The  statistical  report  also  indicated  that  there  has  been 
a new  low  in  the  infant  mortality  rate,  19.1  per  1,000  live 
births  for  1976  as  compared  with  19.3  per  1,000  live  births 
for  1975.  This  decrease  occurred  despite  the  increase  in 
the  following: 

• The  proportion  of  mothers  who  are  considered  as  high 
risk  such  as  those  with  a history  of  high  infant  mortality 
has  increased;  this  includes  teenagers,  an  age  group  in 
which  the  infant  mortality  rate  is  relatively  high. 

• The  proportion  and  number  of  births  born  out  of 
wedlock  has  increased. 

• Live  births  to  drug  addicted  mothers  have  also  in- 
creased. 

Dr.  Imperato  said,  “One  of  the  most  important  factors 
in  bringing  about  the  decline  in  infant  mortality  is  the 
advance  in  prenatal  and  obstetric  care  as  well  as  the  care 
of  the  newborns.  The  New  York  City  Health  Department 
has  promulgated  standards  for  improved  obstetrical  an- 
esthesia and  fetal  monitoring  during  labor.” 

Maternal  mortality  rates  for  1976,  2.6  per  10,000  live 
births  is  approximately  60  per  cent  lower  as  compared  with 
preabortion  years.  The  average  maternal  mortality  rate 
for  the  period  1960-1969  was  6.1  per  10,000  live  births. 

For  the  general  population,  the  death  rate  for  1976  in- 
creased slightly  over  the  record  low  of  1975,  ( 1976,  77,166 
deaths;  1975,  76,312  deaths).  According  to  Dr.  Imperato 
the  increase  was  due  essentially  to  the  outbreak  of  upper 
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respiratory  diseases  such  as  pneumonia  and  influenza 
which  occurred  at  the  beginning  of  1976. 

The  ten  leading  causes  of  death  in  1976  are  the  same  as 
for  1975:  heart  disease,  cancer,  cerebrovascular  disease, 
influenza  and  pneumonia,  cirrhosis  of  the  liver,  diabetes 
mellitus,  homicides,  accidents,  circulatory  system  diseases, 
and  perinatal  mortality.  Dr.  Imperato  said,  “The  inci- 
dence of  the  three  leading  causes  of  death:  diseases  of  the 
heart,  cancer,  cerebrovascular  disease,  the  chronic  diseases 
of  older  people,  constitute  almost  70  per  cent  of  all  deaths. 
Deaths  due  to  cardiovascular-renal  disease  and  diabetes 
both  show  decreases,  continuing  a steady  decline  which 
began  in  1969.  Only  deaths  due  to  cancer  which  have 
shown  slight  but  definite  increases  in  1975  and  1976  and 
deaths  due  to  heart  diseases,  which  have  increased  slightly 
in  1976,  seem  to  reverse  the  general  downward  trends  in 
deaths  from  chronic  disease.  Given  the  general  aging  of 
the  population,  this  steady  decline  in  total  numbers  of 
deaths  from  chronic  diseases  is  an  impressive  one.” 

The  report  further  indicated  that  homicides  have  for  the 
second  successive  year  taken  the  seventh  leading  position 
in  cause  of  death,  in  contrast  to  1970  when  they  were 
twelfth,  and  in  1971  when  they  were  ninth,  and  1972-1974 
when  they  were  eighth.  The  eighth  leading  cause  of  death, 
total  accidents,  including  those  from  automobiles,  has 
shown  a decline  in  percentage  of  total  deaths  during  the 
period  that  homicides  were  increasing. 

Dr.  Melvin  S.  Schwartz,  Assistant  Commissioner  for 
Biostatistics  of  the  Health  Depart  ment  said,  “Perhaps  the 
least  optimistic  picture  is  that  given  by  the  case  statistics 
on  venereal  disease.  Although  primary  and  secondary 
syphilis  show  some  signs  of  decline,  there  is  a continuing, 
dramatic  upward  trend  in  gonorrhea.  In  1976, 49,700  cases 
of  gonorrhea  were  reported  at  a rate  of  629  per  100,000 
population,  as  compared  to  47,839  cases  reported  for  1975, 
at  a rate  of  606  per  100,000  population.”  He  concluded, 
“The  increase  in  the  number  of  cases  of  venereal  disease 
in  New  York  City  is  of  great  concern  to  the  Health  De- 
partment. This  increase  can  also  be  noted  nationally,  and 
efforts  to  combat  the  further  spread  of  this  disease  should 
be  given  high  priority  in  1977.” 
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There  are  only  five  major  national 
brand  name  generic  manufacturers 

PUREMC 

Pfizer 

Parke-Davis 

SmithKline 

Lederie 


Here  are  some  important  facts 
you  should  know  about  PUREPAC  generics 


PUREPAC’s  national  brand  of  generics 
are  priced  substantially  lower  than  any 
of  the  other  four  brands,  thereby  saving 
your  patients  money  on  prescription  drugs. 

PUREPAC  manufactures  all  major 
generic  products  in  its  own  plants.  The 
other  four  companies  have  many  of  their 
generic  products  made  by  smaller  outside 
contract  manufacturers. 

The  latest  national  study*  (American 
Druggist  magazine)  reports  pharmacists 


prefer  PUREPAC  over  every  other  pharma- 
ceutical company  with  a generic  line  in- 
cluding Pfizer,  Parke-Davis,  SmithKline  and 
Lederie. 

PUREPAC  has  a more  extensive  generic 
line  than  the  other  four  national  brand 
generics. 

Bio-availability  data  of  PUREPAC  manu- 
factured pharmaceuticals  and  generic 
reference  chart  are  available  upon  request. 


^Copies  of  this  study 
and  PUREPAC’s 
annual  report  are 
available  upon 
request. 
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In  Part  I of  this  review,  which  appeared  in  the 
April  issue  of  the  Journal,  the  author  surveyed  in- 
formation regarding  the  antimicrobial  activity  of  the 
penicillins. 

Pharmacologic  considerations 

Oral  administration.  There  has  not  been  any 
demonstration  of  an  active  transport  of  penicillins 
across  the  intestinal  mucosa.  Absorption  is  by 
movement  through  the  lipid-protein  barrier  of  mu- 
cosal cells.  However,  penicillin  G is  not  stable  in  the 
presence  of  gastric  acid  at  a pH  (hydrogen  ion  con- 
centration) of  1 to  2.  Fifty  per  cent  of  the  drug  is 
destroyed  in  20  minutes.  In  contrast,  at  a pH  of  4.5 
the  drug  is  stable  for  four  hours.  This  explains  why 
one  can  produce  fairly  good  levels  of  free  drug  if  it  is 
taken  on  an  empty  stomach  one  hour  before  meals  or 
two  hours  after  meals.  Of  course,  one  cannot  rely  on 
patients  to  follow  such  a program,  so  most  physicians 
use  penicillin  V which  is  stable  for  over  three  hours 
at  a pH  of  1 to  2. 

What  about  the  antistaphylococcal  agents  such  as 
methicillin,  oxacillin,  and  the  like?  Methicillin  can- 
not be  used  orally,  since  it  is  unstable.  Nafcillin  also 
is  unstable  and  has  highly  erratic  oral  absorption,  so 
it  too  is  not  used  by  the  oral  route.  There  exists  some 
confusion  over  the  merits  of  the  other  three  oral  an- 
tistaphylococcal agents:  oxacillin,  cloxacillin,  and 
dicloxacillin.14  Much  greater  amounts  of  dicloxacillin 
are  absorbed  than  of  the  other  agents,  but  if  one 
calculates  the  levels  of  biologically  effective  free  drug, 
that  is,  a drug  not  bound  to  protein,  the  levels  are 
remarkably  similar  since  the  agents  vary  so  in  their 
protein  binding.15  I have  a preference  for  cloxacillin, 
since  it  is  well  absorbed  and  intermediate  in  protein 
binding. 

Ampicillin  and  amoxicillin  show  striking  differ- 


TABLE  IV.  Serum  protein  binding  and  oral  absorption 
of  penicillins 


Agent 

Serum 
Protein 
Binding 
(Per  Cent) 

t — Serum  Level  (Micro- 
grams  per  Milliliter)* 
Total  Drug  Free  Drug 

Penicillin  G 

55 

2 

0.9 

Penicillin  V 

80 

4 

0.8 

Methicillin 

35 

Oxacillin 

93 

6 

0.4 

Cloxacillin 

94 

10 

0.6 

Dicloxacillin 

97 

15 

0.45 

Nafcillin 

87 

Ampicillin 

17 

3.5 

2.9 

Amoxicillin 

17 

7.5 

6.2 

Carbenicillin 

50 

Ticarcillin 

50 

Indanylcarbeni- 

cillin 

50 

15 

7.5 

* After  500-mg.  dose  taken  fasting. 


ences  in  oral  absorption.  Amoxicillin  produces  blood 
levels  twice  those  seen  with  ampicillin  (Table  IV). 
Furthermore,  amoxicillin’s  absorption  is  not  de- 
creased nor  significantly  delayed  in  the  presence  of 
food  as  occurs  with  ampicillin.12  This  difference 
may  be  important  in  children,  but  in  adults  this  ad- 
vantage of  amoxicillin  is  less  evident. 

Neither  carbenicillin  nor  ticarcillin  are  absorbed 
orally.  Thus  an  ester,  indanylcarbenicillin,  has  been 
prepared.  Although  this  ester  is  stable  to  acid,  only 
a small  portion  of  the  drug  is  absorbed,  and  the  blood 
levels  produced  are  inadequate  for  treatment  of 
systemic  infections.  However,  urinary  levels  are 
good  if  the  patient  has  adequate  renal  function,  and 
it  may  be  used  to  treat  urinary  tract  infections. 

As  already  stated,  once  in  the  blood  stream  peni- 
cillins bind  to  serum  proteins  to  varying  degrees.  In 
spite  of  a plethora  of  studies,  the  precise  influence  of 
protein  binding  in  therapy  is  unclear.  Only  an  un- 
bound drug  exerts  its  antibacterial  activity,  and  al- 
though protein  binding  is  a reversible  process,  the 
bound  drug  temporarily  cannot  enter  a microorga- 
nism or  diffuse  into  tissue.  Thus,  the  levels  of  the 
highly  bound  antistaphylococcal  penicillins  in  tissue 
fluid  have  been  low  but  adequate  to  cure  infection. 
Serum  protein  binding  does  not  significantly  influ- 
ence active  tubular  secretion  nor  alter  hepatic  me- 
tabolism. 

Protein  binding  of  penicillins  may  explain  to  a 
degree  why  intermittent  therapy  with  penicillins  is 
successful.  The  inflammatory  exudate  has  a protein 
content  similar  to  blood,  and  numerous  studies  have 
demonstrated  that  wound  concentrations  exceed 
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TABLE  V.  Effect  of  renal  disease  and  liver  disease 
on  serum  half-life  of  penicillins 


Agent 

'—Serum  Half-Life  (Hours)— s 
Renal 

Normal  Failure 

(Creatinine  (Creatinine 
Clearance  Clearance 
>90  ml.)  >10  ml. ) 

Plus  Liver 
Impairment 

Penicillin  G 

0.5 

2.5 

Increased 

Penicillin  V 

1 

Methicillin 

0.5 

4 

Oxacillin 

0.5 

1 

Cloxacillin 

0.5 

1 

Dicloxacillin 

0.8 

1.5 

Increased 

Nafcillin 

1 

1.5 

Increased 

Ampicillin 

1 

8 

Increased 

Amoxicillin 

1 

8 

Carbenicillin 

1 

15 

18  to  20 

Ticarcillin 

1 

15 

18  to  20 

serum  levels  alter  one  to  two  hours.  Studies  by 
Barza  et  al.16  have  actually  shown  that  intermittent 
administration  of  penicillins  resulted  in  strikingly 
higher  levels  in  fibrin  clots  than  when  the  same  total 
dose  was  given  by  continuous  infusion.  More  pro- 
tein-bound penicillins  do  have  a longer  half-life  in 
fibrin  clot  material,  and  this  may  be  important  in 
eradicating  infection,  since  when  penicillins  are  used 
either  orally  or  parenterallv  therapy  is  intermit- 
tent. 

The  penicillins  are  all  well  distributed  to  areas  of 
the  body,  such  as  lung,  liver,  kidney,  muscle,  and 
bone.  Levels  in  abscesses  and  pleural,  peritoneal, 
and  synovial  fluid  are  good,  but  distribution  to  the 
eye,  brain,  CSF  (cerebrospinal  fluid),  and  prostate 
are  poor.  Levels  of  penicillins  in  the  CSF  are  mini- 
mal in  the  absence  of  inflammation  for  several  rea- 
sons. The  first  is  that  these  ionized  agents  cannot 
cross  the  lipid  barrier,  and  the  second  is  that  the 
brain  is  actively  removing  the  agents  as  they  accu- 
mulate. Since  only  10  to  20  per  cent  of  the  serum 
level  is  present  in  the  CSF,  even  in  the  presence  of 
inflammation,  it  is  necessary  to  use  high  doses  of 
penicillin,  ampicillin,  or  carbenicillin  to  achieve  ad- 
equate levels  in  the  CSF. 

The  concentration  of  penicillins  in  special  areas  of 
the  body  has  been  studied  sporadically.  Recent 
evidence  suggests  that  amoxicillin  produces  much 
higher  levels  in  middle-ear  fluid  than  does  ampicillin, 
penicillin  G,  or  penicillin  V.  Concentrations  of 
penicillins  in  sputum  are  variable.  The  levels  of  the 
highly  protein-bound  agents  such  as  cloxacillin  and 
oxacillin  are  lower  than  that  of  penicillin  G or  am- 
picillin. Several  groups  have  reported  that  the 
sputum  levels  of  amoxicillin  are  greater  than  those 
of  ampicillin.  The  low  lipid  solubility  of  carbenicillin 
may  explain  the  low  levels  of  this  agent  in  sputum. 

Synovial  concentrations  of  all  of  the  penicillins  are 
adequate  to  inhibit  growth  of  appropriate  bacteria. 
Although  the  levels  in  synovial  tissue  are  reached  one 
to  two  hours  after  administration  of  the  penicillin, 
levels  persist  for  four  to  six  hours  in  excess  of  the 


TABLE  VI.  Antibiotic  dosage  change  in  renal  disease 
and  after  dialysis 


Dosage  Change  in 
Renal  Failure* 


Creatinine 

Creatinine 

f Effect  of  Dialysis 

Clearance 

Clearance 

Dosage  After  Dialysis 

Agent 

30  to  50 

<10 

Peritoneal 

Hemodialysis 

Penicillin  G 

NCt 

1.6  X lO" 

No  (as  in 

Yes  (1.6  X 
10'1  units) 

units  per 
6 hours 

uremia) 

Penicillin  V 

NC 

250  mg. 

No  (as  in 

Yes (250 

per  6 
hours 

uremia) 

mg.) 

Methicillin 

NC 

2 Gm.  per 

No  (as  in 

Slight  (2 

8 hours 

uremia) 

Gm. ) 

Oxacillin 

NC 

NC 

No  (as  in 

Slight  (as  in 

uremia) 

uremia) 

Cloxacillin 

NC 

NC 

No  (as  in 

Slight  (as  in 

uremia) 

uremia) 

Dicloxacillin 

NC 

NC 

No  (as  in 

Slight  (as  in 

uremia) 

uremia) 

Nafcillin 

NC 

NC 

No  (as  in 

Slight  (as  in 

uremia) 

uremia) 

Ampicillin 

NC 

1 Gm.  per 

Slight  (as  in 

Yes (500 

8 hours 

uremia) 

mg. ) 

Amoxicillin 

NC 

500  Gm. 

Slight  (as  in 

Yes  (250 

per  12 
hours 

uremia) 

mg.) 

Carbenicillin 

3 Gm.  per 

2 Gm.  per 

Y es  (as  in 

Yes  (2  Gm. ) 

4 hours 

1 2 hours 

uremia) 

Ticarcillin 

2 Gm.  per 

2 Gm.  per 

Yes  (as  in 

Y es  (2  Gm. ) 

4 hours 

1 2 hours 

uremia) 

Indanyl- 

NC 

Avoid 

carbeni- 

cillin 

* Refers  to  maximum  dose  used. 
tNC  = no  change. 

needed  inhibitory  levels.  Thus  instillation  of  peni- 
cillins into  joints  is  unnecessary. 

Biliary  concentrations  of  most  penicillins  are  good 
with  levels  of  ampicillin  in  excess  of  those  achieved 
in  blood.  In  the  presence  of  obstruction,  however, 
biliary  secretion  is  markedly  inhibited.  Nafcillin  is 
particularly  interesting  in  this  regard,  since  it  pro- 
duces extremely  high  hepatic  and  biliary  tissue  levels. 
Nafcillin  would  be  the  preferred  antistaphylococcal 
agent  for  a liver  abscess  due  to  susceptible  orga- 
nisms. 

All  the  penicillins  are  eliminated  from  the  body  by 
excretion  in  the  kidney,  and  although  some  biliary 
excretion  does  occur,  except  for  nafcillin,  it  is  of  little 
importance.  All  of  the  penicillins  produce  high  urine 
levels,  and  even  in  the  presence  of  marked  renal  im- 
pairment, the  intrarenal  and  urinary  levels  of  ampi- 
cillin, carbenicillin,  and  ticarcillin  are  excellent.  The 
urinary  levels  of  indanvlcarbenicillin  will  not  be  ad- 
equate in  the  presence  of  marked  renal  dysfunction. 
Hence,  the  oral  route  is  not  suitable  to  treat  Pseu- 
domonas urinary  infections  when  renal  function  is 
significantly  reduced. 

Reduced  renal  function  appreciably  increases  the 
half-life  of  some  of  the  penicillins,  notably  carbeni- 
cillin and  ticarcillin  (Table  V).  Moderate  increases 
in  half-life  are  seen  with  penicillin  G and  ampicillin. 
The  dose  of  these  agents  should  be  reduced  to  avoid 
central  nervous  system  toxicity.  Further  reduction 
in  dose  and  increase  in  interval  of  administration  is 
necessary  for  carbenicillin  and  ticarcillin  when  there 
is  impaired  hepatic  function. 

Peritoneal  and  hemodialysis  remove  variable 
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TABLE  VII.  Metabolism  of  penicillins  and  serum  levels 


Agent 

Serum  Level 
(Micrograms 
per  Milliliter)* 

Per  Cent  Dose 
Metabolized 

Penicillin  G 

15 

20 

Penicillin  V 

55 

Methicillin 

10 

8 

Oxacillin 

10 

46  by  mouth 

Cloxacillin 

15 

22  by  mouth 

Dicloxacillin 

25 

10  by  mouth 

Nafcillin 

10 

Ampicillin 

30 

11 

Amoxicillin 

11 

Carbenicillin 

75 

2 

Ticarcillin 

70 

15 

* Based  on  infusion  of  500  mg.  per  kilogram. 


amounts  of  the  penicillins  (Table  VI).  In  general 
after  peritoneal  dialysis  only  carbenicillin  and  ti- 
carcillin  dosages  need  to  be  adjusted.  After  hemo- 
dialysis a dose  to  replace  the  removed  penicillin 
should  be  given  if  penicillin  G,  ampicillin,  amoxicillin, 
carbenicillin,  or  ticarcillin  are  being  used. 

Little  attention  is  given  to  the  metabolism  of 
penicillins,  but  these  agents  are  transformed  into 
penicilloic  acids.  Penicillin  V and  oxacillin  both  are 
markedly  degraded  (Table  VII).  The  difference  in 
metabolism  of  penicillin  G,  ampicillin,  and  carbeni- 
cillin undoubtedly  accounts  to  some  degree  for  the 
differences  in  blood  levels  seen  with  the  agents.1  '-18 
This  difference  in  metabolism  also  accounts  for  the 
marked  differences  in  half-lives  of  the  penicillins  in 
the  presence  of  renal  failure.  An  agent  such  as  oxa- 
cillin has  a minimal  increase  in  serum  half-life, 
whereas  the  half-life  of  carbenicillin  or  ticarcillin  can 
increase  10  to  20-fold.19,20 

The  excretion  of  all  of  the  penicillins  can  be 
blocked  by  probenecid.  This  results  in  increased 
serum  levels  and  a prolongation  of  the  half-life. 
Although  probenecid  can  increase  the  concentration 
of  penicillins  in  the  spinal  fluid,  it  may  actually  de- 
crease brain  levels.  Probenecid  also  may  inhibit 
hepatic  accumulation.  Thus  the  main  use  of  pro- 
benecid is  to  increase  the  serum  levels  of  penicillin 
G,  ampicillin,  or  amoxicillin  in  the  treatment  of 
gonorrhea. 

A number  of  factors  about  parenteral  use  of  these 
agents  is  important.  Penicillin  G is  available  as  a 
crystalline  salt  of  potassium  or  sodium.  The  amount 
of  sodium  or  potassium  per  million  units  approxi- 
mately 2 mEq.  Rapid  bolus  injection  of  a large  dose 
of  potassium  penicillin  might  cause  arrhythmia. 
Since  the  half-life  of  penicillin  is  short,  if  penicillin 
G is  given  every  six  to  eight  hours  there  will  he  pro- 
longed periods  during  which  little  or  no  drug  is 
present  in  the  circulation.  In  most  infections  this 
may  be  of  little  importance,  but  in  an  individual  with 
bacteremia  and  depressed  host  defenses  a four- 
hourly  program  would  be  preferred.  The  same 
would  he  true  for  the  other  penicillins  but  particu- 
larly for  carbenicillin. 


Penicillin  G is  available  as  two  repository  salts. 
Procaine  penicillin  G produces  blood  levels  when 
given  at  a dose  at  600,000  units  which  persist  for  12 
to  24  hours.  Doubling  the  dose  does  not  double  the 
blood  level  unless  the  drug  is  given  in  different  body 
sites.  This  is  the  primary  rationale  for  splitting  the 
4.8  million  units  of  procaine  penicillin  into  two  sites 
to  treat  gonorrhea.  Mixtures  of  procaine  penicillin 
and  benzathine  penicillin  are  available,  but  their  use 
makes  little  sense.  Indeed  these  forms  actually  di- 
lute the  level  of  benzathine  penicillin.  Thus  in  se- 
lecting a long-acting  repository  form,  benzathine 
penicillin  alone  in  a dose  of  600,000  units  for  a child 
below  10  years  and  1.2  million  units  for  individuals 
above  that  age  would  be  wisest. 

There  are  two  considerations  about  using  benza- 
thine penicillin  that  are  of  some  importance.  One 
is  that  it  is  better  to  err  on  the  side  of  more  frequent 
administration,  that  is,  at  intervals  less  than  the 
usually  recommended  28  days  to  prevent  rheumatic 
fever  recurrences.  The  other  deals  with  the  treat- 
ment of  neurosyphilis.  Although  2.4  million  units 
given  weekly  for  three  weeks  is  an  approved  form  of 
therapy,  there  are  indications  that  this  yields  inad- 
equate CSF  levels,  and  it  probably  would  be  better 
to  use  high-dose  parenteral  crystalline  penicillin  G 
for  10  days. 

Ampicillin  given  intramuscularly  actually  yields 
blood  levels  which  are  not  markedly  superior  to  those 
achieved  by  oral  use.  The  same  is  true  of  carbeni- 
cillin given  intramuscularly,  when  compared  with 
oral  indanylcarbenicillin.  The  urine  levels  in  both 
cases,  however,  are  greater  following  parenteral  ad- 
ministration, since  absorption  is  not  complete  with 
the  oral  route. 

Since  penicillins  are  frequently  given  with  other 
antibiotics  such  as  the  aminoglycosides,  gentamicin 
or  tobramycin,  it  is  important  to  remember  that  all 
of  the  penicillins,  but  particularly  carbenicillin  and 
ticarcillin,  will  inactivate  the  aminoglycosides  if  they 
are  administered  in  the  same  solution  bottle. 

Allergic  reactions  to  penicillins 

All  of  the  penicillins  can  produce  toxic  or  untoward 
reactions.  The  most  common  problem  is  that  of 
hypersensitivity  or  allergic  reactions.  Penicillin  and 
the  derivatives  of  penicillin  act  as  haptens  which  can 
combine  either  with  proteins  contaminating  the 
penicillin  solution  or  with  human  proteins  after  in- 
jection. The  most  important  antigenic  component 
of  penicillin  is  the  penicilloyl  determinant  which  is 
produced  through  opening  the  beta-lactam  ring 
which  will  free  the  amino  group  to  combine  with 
protein.  Penicillanic  acid  and  derivatives  of  peni- 
cillanic  acid  actually  occur  because  of  breakdown  of 
the  penicillin  when  reconstituted  in  aqueous  solu- 
tions if  the  temperature  is  elevated  or  the  solution  too 
acid.  These  all  are  the  major  determinants  of  peni- 
cillin allergy.  Minor  determinants  of  allergy  are 
benzylpenicillin  itself  or  sodium  benzylpenicilloate, 
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both  of  which  can  act  as  sensitizers  or  as  elicitors  of 
allergic  reactions.'21 

Both  major  and  minor  determinants  may  be  in- 
volved in  anaphylactic  reactions  and  urticaria. 
These  reactions  are  mediated  by  Ig  (immunoglobu- 
lin) E antibody.  When  an  individual  has  been  sen- 
sitized by  the  hapten-carrier  complex  he  can  subse- 
quently have  a reaction  if  he  received  penicillin  which 
has  formed  dimers  or  polymers  in  solution. 

Surveys  indicate  that  immediate  anaphylactic 
reactions  occur  in  0.004  to  0.04  per  cent  of  penicil- 
lin-treated patients.  Only  one  death  occurred  in 

95.000  patients  treated  in  a venereal  disease  clinic. 

How  can  one  avoid  the  possibility  of  such  reac- 
tions? Skin  testing  with  benzylpenicilloyl-polylysine 
(PRE-PEN)  will  detect  major  determinants.  A so- 
lution of  minor  determinants  can  be  made  by  dis- 
solving penicillin  G in  buffered  saline  and  injecting 
intradermally  10  units  in  a volume  of  0.02  ml.  If  no 
wheal  or  flare  develops  in  30  minutes,  it  is  highly 
unlikely  that  an  individual  will  have  an  immediate 
or  accelerated  reaction  to  penicillins,  particularly  if 
the  penicillins  are  used  in  large  doses. 

If  an  allergic  reaction  to  penicillin  occurs,  the  most 
important  agent  to  use  is  epinephrine,  aqueous  1: 

1.000  dilution,  given  either  intramuscularly  or  in- 
travenously. Neither  antihistamines  nor  cortico- 
steroids have  been  proved  to  be  of  benefit.  Respi- 
ratory support  measures,  of  course,  should  be  insti- 
tuted. 

Serum  sickness  does  occur  with  penicillins,  prob- 
ably due  to  IgG  antibodies  to  the  benzylpenicilloyl 
hapten,  but  it  is  not  common.  It  usually  occurs  some 
7 to  10  days  after  administration  of  a penicillin  and 
is  characterized  by  fever,  urticaria,  joint  pains,  and 
angioneurotic  edema.  Exfoliative  dermatitis  and 
Stevens-Johnson  syndrome  may  occur  with  any 
penicillin,  but  such  reactions  are  exceedingly  rare. 

The  morbilliform  eruptions  that  occur  with  any 
penicillin  are  usually  due  to  IgM  antibody  to  the 
benzylpenicilloyl  hapten  and  the  minor  determi- 
nants. In  many  patients  this  reaction  will  disappear 
even  if  the  penicillin  is  continued,  probably  due  to 
development  of  IgG-blocking  antibody. 

Ampicillin  produces  twice  as  many  rashes  as  do 
other  penicillins,  an  incidence  of  approximately  8 per 
cent  compared  to  4 per  cent.  Rash  is  particularly 
likely  tc  develop  if  an  individual  has  infectious 
mononucleosis,  lymphocytic  leukemia,  or  is  receiving 
allopurinol.  This  rash  probably  is  not  of  immuno- 
logic origin,  and  if  such  a rash  has  occurred  in  the 
past,  I would  test  with  penicilloyl-polylysine  and 
benzylpenicillin  if  I needed  to  use  a penicillin  to  treat 
a serious  infection.  It  is  important  to  remember  that 
individuals  who  have  had  an  allergic  reaction  of  de- 
layed type  have  a 5 per  cent  chance  of  an  immediate 
reaction  on  next  exposure  to  a penicillin.  It  is 
probable  but  not  proved  that  allergic  reactions  to  the 
antistaphylococcal  penicillins  are  less  common  due 
to  the  greater  stability  of  the  compounds  and  the  fact 


that  they  may  be  less  effective  haptens. 

Desensitization  to  penicillins  can  be  attempted, 
but  it  is  in  general  preferable  to  select  another  agent. 
If  no  other  agent  can  be  used,  we  have  administered 
the  drug  simultaneously  with  steroids  without 
problems  after  giving  increasing  doses  half-hourly 
beginning  with  a few  units. 

Bizzare  sensations  may  occur  in  about  0.1  per  cent 
of  patients  after  intramuscular  injection  of  procaine 
penicillin.  These  may  be  due  to  the  procaine,  which 
is  rapidly  freed  from  the  mixture  and  may  produce 
acute  anxiety,  hypotension,  and  even  convulsions. 
Death  can  occur  after  intravenous  injection  of  pro- 
caine penicillin. 

Among  the  other  adverse  side-effects  of  the  peni- 
cillins are  those  of  the  hematologic,  renal,  gastroin- 
testinal, and  central  nervous  systems.  Coombs' 
positive  hemolytic  anemia  is  rare,  but  has  been  seen 
with  penicillin,  ampicillin,  and  methicillin.  Neu- 
tropenia can  be  encountered  when  large  doses  of  any 
of  the  penicillins  are  used.  The  white  cell  count  re- 
verts to  normal  rapidly  if  the  responsible  agent  is 
discontinued.  Counts  will  often  remain  normal  if  a 
lower  dose  of  the  compound  is  subsequently  used. 
Bleeding  disorders  occur  with  carbenicillin  as  a result 
of  binding  to  ADP  (adenosine  diphosphate)  and 
prevention  of  normal  platelet  aggregation.  This 
occurs  at  high  levels  of  carbenicillin  and  can  occur 
with  ticarcillin  as  well.22 

Nephritis  has  been  reported  most  frequently  with 
methicillin  use,  but  it  has  been  seen  with  all  of  the 
penicillins  of  each  class.  The  clinical  syndrome  is 
that  of  fever,  rash,  eosinophilia,  proteinuria,  and 
development  of  azotemia.  The  kidney  shows  an 
interstitial  infiltrate  of  mononuclear  and  eosinophilic 
cells  with  tubular  damage  but  no  glomerular  lesions. 
If  the  penicillin  is  discontinued,  renal  function  rap- 
idly returns  to  normal. 

When  massive  dose  therapy  with  any  of  the  peni- 
cillins is  used,  but  particularly  with  carbenicillin,  the 
large  load  of  nonabsorbable  anion  presented  to  the 
kidney  may  induce  hypokalemia.  At  the  same  time 
it  is  essential  to  remember  that  carbenicillin  contains 
4.7  mEq.  of  sodium  per  gram  of  drug.  Thus  hyper- 
natremia and  congestive  failure  can  develop. 

Central  nervous  system  abnormalities  due  to 
penicillins  have  occurred  most  often  with  penicillin 
G or  ampicillin.  Myoclonic  seizures  are  seen  in  in- 
divid  Is  receiving  large  doses,  particularly  if  renal 
func  i is  decreased. 

Gastrointestinal  disturbances  occur  with  any  of  the 
orally  used  penicillins  but  are  most  common  with 
ampicillin.  Penicillin  V,  amoxicillin,  and  cloxacillin 
have  all  been  used  at  doses  up  to  1 Gm.  every  six 
hours  with  little  abnormality.  Although  rarely  seen, 
enterocolitis  has  been  reported  in  children  and  adults 
receiving  ampicillin. 

All  penicillins,  if  given  at  high  doses  and  for  pro- 
longed periods,  will  abolish  normal  bacterial  flora 
producing  colonization  with  resistant  gram-negative 
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organisms  and  fungi.  Other  factors  probably  de- 
termine which  patients  become  infected  when  so 
colonized. 

Clinical  use  of  penicillins 

It  will  come  as  a surprise  to  many  of  the  readers  of 
the  Journal  that  penicillins,  particularly  penicillin 
G itself,  are  frequently  the  treatment  of  choice, 
considering  the  number  of  other  antibiotics  we  have 
available. 

Penicillin  G remains  the  primary  drug  in  strepto- 
coccal infections  of  the  upper  respiratory  tract. 
Pneumococcal  infections  of  the  ears,  chest,  or  men- 
inges are  still  best  treated  with  penicillin  G.  Endo- 
carditis due  to  Streptococcus  viridans  or  Strepto- 
coccus bovis  is  best  treated  with  parenteral  penicillin 
G.  Meningococcal  infections  require  penicillin 
therapy  if  the  individual  is  not  allergic  to  penicillin. 
In  spite  of  the  appearance  of  resistance  in  Neisseria 
gonorrhoeae,  penicillin  still  remains  the  drug  of  first 
choice  at  this  time  to  treat  the  orogenital  and  dis- 
seminated forms  of  the  disease.  This  may  change  if 
the  resistant  strain  becomes  a dominant  one.  Sim- 
ilarly, penicillin  is  the  therapy  for  syphilis  in  all  its 
forms.  Purpuric  infections  due  to  anaerobic  strep- 
tococci or  group  B streptococci  are  best  treated  by 
high  doses  of  parenteral  penicillin  G as  are  clostridial 
infections.  Finally,  penicillin  G remains  the  best 
preventive  agent  to  be  used  for  prophylaxis  against 
infectious  endocarditis  in  the  patient  with  valvular 
heart  disease  undergoing  dental  surgery  or  other 
invasive  diagnostic  procedures. 

Penicillin  V is  a logical  replacement  for  penicillin 
G for  upper  respiratory  tract  infections  due  to 
streptococci  and  pneumococci  since,  as  it  has  been 
pointed  out,  its  in  vitro  activity  is  good,  and  it  is 
better  absorbed  than  oral  penicillin  G.  It  is  not  ad- 
equate for  Hemophilus  or  Neisseria  infections. 
Although  penicillin  V in  large  doses  has  been  used  to 
treat  S.  viridans  endocarditis,  I do  not  recommend 
this  procedure. 

I use  the  antistaphylococcal  penicillins  only  for 
treatment  of  infection  due  to  staphylococci.22  It  is 
hard  to  have  a preference  for  the  parenteral  agents: 
methicillin,  oxacillin,  or  nafcillin.  I tend  to  use 
methicillin  for  central  nervous  systemic  infections 
and  oxacillin  for  most  other  infections  because  of  cost 
factors.  Although  nafcillin  and  oxacillin  will  inhibit 
some  enterococci  when  combined  with  aminogly- 
cosides, I do  not  feel  that  this  is  clinically  signifi- 
cant. 

Undoubtedly  ampicillin  is  used  excessively.  I 
prefer  to  use  amoxicillin  as  the  oral  treatment  of  ear 
infections  in  children.  Either  ampicillin  or  amoxi- 
cillin can  be  used  for  susceptible  urinary  infections 
due  to  Escherichia  coli,  Proteus  mirabilis,  or  enter- 
ococci. Either  drug  also  can  be  used  with  probenecid 
to  treat  gonorrhea,  and  I will  treat  gonococcal  ar- 
thritis with  either  at  a dose  of  2 Gm.  per  day.  Does 
parenteral  ampicillin  have  any  areas  of  specific  use? 


It  is  effective  in  neonatal  meningitis  due  to  suscep- 
tible E.  coli  or  group  B streptococci;  hence,  it  should 
be  part  of  initial  therapy.  If  meningitis  is  due  to  a 
susceptible  Hemophilus  strain  it  is  the  therapy  of 
choice.  I prefer  ampicillin  for  the  therapy  of  Listeria 
infections  because  it  is  slightly  more  effective  than 
penicillin  G,  but  this  is  a moot  point.  Endocarditis 
due  to  Streptococcus  faecalis  or  related  enterococci 
would  seem  to  be  best  treated  with  ampicillin  and 
gentamicin.  One  area  in  which  I have  a negative  view 
of  the  use  of  ampicillin  is  in  biliary  tract  infections. 
Too  often  the  E.  coli  or  Klebsiella  are  resistant,  and 
if  there  is  obstructive  disease  one  does  not  achieve 
therapeutic  concentrations  in  the  bile.  Both  ampi- 
cillin and  amoxicillin  can  be  useful  in  treatment  of 
exacerbations  of  bronchitis  in  individuals  with 
chronic  bronchitis. 

Carbenicillin  and  ticarcillin,  although  classified  in 
this  article  as  anti -Pseudomonas  penicillins,  should 
be  considered  in  a slightly  broader  sense.  Pseu- 
domonas infections  are  common  in  patients  com- 
promised by  loss  of  white  cells  or  those  with  extensive 
disruption  of  the  integument,  namely,  burns.  Either 
agent  can  therefore  be  used  in  these  circumstances 
with  safety.  Ticarcillin,  since  it  is  more  active,  can 
be  used  in  lower  doses,  and  this  lowered  sodium  load 
may  be  useful  in  the  patient  with  borderline  con- 
gestive failure.  Both  agents  have  been  used  exten- 
sively in  the  treatment  of  Pseudomonas  respiratory 
infections  in  patients  with  cystic  fibrosis  and  chronic 
lung  disease.20  Comparative  studies  by  our  group 
have  suggested  slightly  better  results  with  ticarcillin. 
Aspiration  pneumonitis  occurring  in  the  hospital 
setting,  if  due  to  mouth  anaerobes  and  Pseudomonas, 
can  be  effectively  treated  with  either  agent.  Infec- 
tions due  to  Enterobacter,  indole-positive  Proteus, 
and  Acinetobacter  will  respond  to  either  agent,  and 
the  lower  toxicity  of  these  penicillins  would  make 
them  preferable  to  the  aminoglycosides.  Finally, 
anaerobic  infections  of  a mixed  type,  whether  in  the 
abdomen  or  pelvis,  will  respond  to  treatment  with 
carbenicillin  or  ticarcillin,  and  these  agents  thus 
provide  an  alternative  to  the  use  of  chloramphenicol 
or  clindamycin. 

I have  had  great  difficulty  conceiving  a reasonable 
role  for  indanylcarbenicillin.  While  it  can  be  used 
for  outpatient  treatment  of  Pseudomonas  urinary 
infections,  as  previously  noted,  it  should  never  be 
used  for  systemic  infections.  Trimethoprim  sul- 
famethoxazole can  be  used  for  most  of  the  other  or- 
ganisms, such  as  indole-positive  Proteus,  Serratia, 
or  Enterobacter. 

Summary 

These  articles  have  been  a review  and  comparison 
of  the  microbiologic,  pharmacologic,  and  toxicologic 
properties  of  the  commercially  available  penicillins. 
Many  of  the  views  exposed  in  the  final  section  are  the 
result  of  my  own  experience  in  the  use  of  the  agents 
for  the  past  decade  in  different  clinical  settings  and 
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thus  reflect  my  own  bias.  It  is  hoped  that  this 
overview  of  the  agents  will  provide  a basis  for  a ra- 
tional choice  of  the  different  penicillins  in  the  varied 
clinical  settings  encountered  in  both  office  and  hos- 
pital practice. 

630  West  168th  Street 
New  York,  N.Y.  10032 

References 

14.  Rolinson,  G.  N.,  and  Sutherland,  R.:  Semisynthetic 

penicillins,  Advances  Pharmacol.  Chemother.  11:  151  (1973). 

15.  Gravenkemper,  C.  F.,  Bennett,  J.  V.,  Brodie,  J.  L.,  and 
Kirby,  W.  M.:  Dicloxacillin.  In  vitro  and  pharmacologic  com- 
parisons with  oxacillin  and  cloxacillin,  Arch.  Int.  Med  1 lfi:  340 
(1965). 

16.  Barza,  M.,  et  al.:  Penetration  of  antibiotics  into  fibrin  loci 
in  vivo.  3.  Intermittent  vs.  continuous  infusion  and  the  effect 
of  probenecid,  J.  Infect.  Dis.  129:  73  (1974). 


Most  women  pleased 
with  sterilization  results 

How  do  women  feel  after  being  sterilized? 

Most  of  them  are  happy  with  the  results,  said  a report 
in  the  December  13  Journal  of  the  American  Medical 
Association. 

Some  139  women  who  underwent  a simple  sterilization 
procedure  known  as  laparoscopic  tubal  division  at  Mas- 
sachusetts General  Hospital,  Boston,  were  interviewed  in 
a followup  study. 

Ann  B.  Barnes,  M.D.,  reports  that  the  majority  (85.6  per 
cent)  were  satisfied  with  their  decision  and  reported  similar 
or  improved  mental  and  physical  health  and  sexual  activ- 
ity. Almost  all  (93.5  per  cent)  said  that  they  would  make 
the  same  choice  again,  and  more  than  half  (54.7  per  cent) 
would  have  liked  to  have  had  this  operation  earlier  in 
life. 
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Mean  age  was  33.9  years.  Most  women  were  married, 
with  religious  affiliations  reflecting  those  of  the  general 
hospital  population,  and  most  uhderwent  tubal  division 
because  they  felt  they  had  had  enough  children. 

Few  women  felt  any  change  in  femininity,  and  many 
thought  the  question  was  ludicrous.  Most  patients  re- 
covered from  the  operation  within  three  days  and  suffered 
only  minor  physical  discomfort. 

For  many  women,  the  months  after  tubal  division  are  a 
period  of  adjustment,  Dr.  Barnes  says.  Although  most  are 
relieved  by  the  knowledge  that  pregnancy  will  not  occur, 
some  experience  a feeling  of  uneasiness  similar  to  that  felt 
by  older  women  when  their  children  leave  home.  These 
feelings  often  change  with  time. 

The  patient  who  has  the  best  chance  of  satisfaction  is  one 
who  has  made  the  decision  freely  and  by  herself — on  the 
basis  of  adequate  family  size  alone,  she  says. 
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Old  Age:  the  crown  of  life,  our  play’s  last  act. — 

Marcus  Cicero,  De  Senectute  XXIII 

Detailed  statistics  are  not  needed  to  indicate  the 
magnitude  of  the  medical  problems  raised  by  the 
dramatic  increase  in  average  longevity.  In  1950,  one 
person  in  twelve  was  65  or  older.  In  1975,  the  ratio 
was  one  in  ten.  At  present,  there  are  more  than  22 
million  people  over  65  years  of  age,  and  these  are  the 
people  who  must  he  treated  either  at  the  office,  the 
home,  the  hospital,  or  the  nursing  home.  With  this 
shift  of  population,  the  medical  needs  of  the  elderly 
are  becoming  a pressing  concern  for  the  medical 
profession. 

The  many-faceted  problems  encountered  today  in 
attempting  to  make  a decision  as  to  whether  one 
should  treat  geriatric  patients  has  caused  much 
confusion  and  misunderstanding  among  the  mem- 
bers of  the  medical  profession.  Many  physicians 
prefer  to  spend  their  limited  time  tending  to  the 
younger  members  of  society;  they  do  not  find  treating 
geriatric  patients  as  challenging  as  treating  younger 
patients,  and  they  claim  that  there  is  too  little  that 
they  can  do  for  the  infirm  elderly,  both  premises 
being  completely  wrong.  Many  old  people,  even  with 
physical  limitations,  live  vibrant  useful  lives— 
maintaining  their  interests  and  talents,  living  one  day 
at  a time  without  regrets  for  yesterday’s  mistakes  or 
anxieties  about  tomorrow.  In  many,  facing  the 
sunset  of  their  existence,  the  spark  of  youth  persists; 
they  prove  the  fallacy  of  judging  competency  by  a 
fixed  scale  of  years.1 

In  discussing  the  medical  care  necessary  for  the 
geriatric  patient,  we  must  decide  that  the  attitude  of 
today’s  physician  toward  the  aged  must  not  only  be 
the  responsible  acceptance  and  understanding  of  his 


social,  mental,  and,  at  times,  challenging  or  defensive 
attitude  that  is  often  present.  Any  physician  who 
plans  to  enter  the  field  of  geriatrics  must  also  care- 
fully consider  the  problems  that  may  arise  in  trying 
to  blunt  the  scythe  of  the  relentless  reaper.  A phy- 
sician should  use  reasonable  judgment  in  permitting 
nature  to  take  its  course  so  that  a comatose  or  vege- 
tating person  may  die  easily  and  without  pain.2 

Problems  in  geriatric  treatment 

Old  Age  is  the  harbor  of  all  ills — Bion,  Diogenes 

Laeterius,  Book  IV,  section  47 

Long-term  illness,  that  is,  mental  and  nervous 
diseases,  circulatory  disorders,  joint  disease,  and  so 
forth,  is  the  most  important,  most  urgent,  and  most 
complex  problem  encountered  by  the  medical  pro- 
fession in  the  treatment  of  the  geriatric  patient.  The 
clinical  picture  of  disease  in  geriatric  patients  may 
be  so  variable  that  errors  of  overdiagnosis  and  un- 
derdiagnosis are  frequently  possible  and  must  be 
anticipated.  In  treating  these  patients,  we  must  not 
attempt  to  divorce  the  disease  from  the  patient;  in 
other  words,  we  must  not  be  concerned  only  with  the 
illness,  but  should  be  even  more  interested  in  the 
patient  who  has  the  illness.3  Illness  peculiar  to  the 
aged  is  too  often  complicated  by  emotional  changes 
as  a result  of  finding  themselves  out  of  step  with  the 
rhythm  or  tempo  of  life  or  not  being  wanted,  not  only 
by  their  own  but  by  those  around  them.  Many 
people  have  depression  mainly  because  for  the  first 
time  they  lose  mastery  over  their  own  lives;  an  ex- 
ample of  this  would  be  those  who  are  forced  to  move 
in  with  their  children  because  of  loss  of  spouse  or  loss 
of  money.  Understanding  of  the  problem,  concern 
about  the  patient,  and  warmth  in  the  treatment  help 
the  patient  overcome  the  depression  period.  A 
bedside  manner  that  underlines  compassion  can 
often  literally  mean  the  difference  between  recovery 
or  prolonged  illness.  Medical  care  given  by  some 
physicians  is  unfort  unately  the  “chain -store”  type — 
stethoscope  to  the  chest,  sphygmomanometer  to  the 
arm,  note  on  the  chart,  and  “next  please.”  The 
medical  care  wanted  by  the  elderly  patient  is  a touch 
of  the  body,  a word  of  encouragement,  a smile,  a joke, 
making  them  feel  that  they  are  part  of  the  living 
world. 
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In  treating  geriatric  patients  for  surgical  problems, 
Ferris4  claims  that  sometimes  it  is  best  to  leave  well 
enough  alone,  but  at  other  times  performing  surgery 
can  be  of  great  benefit  to  an  aged  person.  One  must 
also  decide  what  the  life  expectancy  of  the  patient 
may  he  with  or  without  the  operation  and  whether 
or  not  the  life  postoperativelv  be  worth  the  risk  taken 
in  operating  on  the  patient.  One  must  also  weigh  the 
possible  complications,  that  is,  stress  ulcer,  throm- 
bophlebitis, pulmonary  ulcer,  and  pneumonia,  which 
may  not  he  tolerated  by  the  elderly  who  often  lack 
physical  reserves.  And,  finally,  the  will  to  live  or 
motivation  must  be  considered,  since  it  plays  an 
important  part  postoperatively.  One  who  has  such 
a proper  motivation  will  generally  follow  the  physi- 
cian’s orders,  and  results  will  usually  he  good. 

Disinterest  in  geriatric  practice 

Cast  me  not  off  in  the  time  of  old  age;  forsake  me 

not  when  my  strength  faileth — Psalms  71:9 

The  medical  profession  has  known  for  some  time 
of  clinical  prospects  as  regards  the  elderly  and  long- 
term care  needs.  Since  physicians  in  the  United 
States  did  not  extend  themselves  to  meet  these 
needs,  as  has  since  been  done  in  other  countries,  that 
is,  Europe  and  Scandinavia,  the  result  has  been  that 
long-term  care  of  the  elderly  is  inadequate  and 
fragmented.  Another  reason  for  lack  of  care  of  the 
elderly  has  been  that  increased  specialization  has  left 
smaller  numbers  of  general  practictioners,  the  phy- 
sicians most  likely  to  care  for  nursing  home  patients. 
Medicare  and  Medicaid  regulations  also  constitute 
a disincentive  to  physicians  in  treating  patients  in 
nursing  homes;  rules  constantly  change,  pay  for 
nursing  home  visits  are  comparatively  low,  and  both 
programs  are  bogged  down  in  red  tape  and  endless 
forms  which  must  be  completed.  Some  physicians 
claim  that  they  get  too  depressed  in  visiting  nursing 
home  patients  and  therefore  find  it  an  unpleasant 
task.  Robert  Butler,  M.D.,5  director  of  the  National 
Institute  on  Aging,  coined  the  word  “agism”  to  de- 
note the  well-documented  societal  prejudice  against 
the  elderly.  Physicians  are  clearly  not  immune  from 
this.  The  physician  is  often  afraid  of  his  own  aging, 
and,  just  as  anyone  else,  he  denies  it.5 

The  U.S.  Senate  subcommittee  on  long-term  care, 
chaired  by  Sen.  Frank  E.  Moss,  Democrat  from  Utah, 
confirmed  many  of  the  aforementioned  reasons  why 
physicians  have  shunned  their  responsibility  for 
nursing  home  patients.6 

The  “Impact”  section  of  American  Medical  News 
recently  reported  on  an  opinion  poll  garnered  from 
860  physicians  in  the  nation  who  had  indicated  an 
interest  in  geriatrics.  The  poll  showed  that  53  per 
cent  of  these  physicians  have  shunned  their  respon- 
sibilities to  nursing  home  patients  versus  34  per  cent 
who  took  care  of  these  patients;  13  per  cent  did  not 
answer.7 

At  the  annual  meeting  of  the  American  Health 


Care  Association,  October  26  to  29,  1976  in  Orlando, 
Florida,  many  nursing  home  administrators  criticized 
physicians  on  several  points.  Physicians  often  give 
an  impression  of  abandoning  their  patients  in  nursing 
homes  because  few  of  them  know  very  much  about 
gerontology  or  the  physical  and  emotional  problems 
of  the  elderly.  Another  complaint  leveled  against 
physicians  was  that  nursing  homes  have  a great  deal 
of  trouble  finding  full-time  medical  directors.  Many 
administrators  claim  they  often  have  to  coax  physi- 
cians into  coming  out  to  make  regular  visits,  required 
by  law,  to  patients  confined  to  nursing  homes.  Most 
of  the  administrators  agreed  on  the  need  for  more 
physician  involvement  in  nursing  home  care,  which 
could  lead  to  a better  life  for  many  of  these  pa- 
tients.8 

The  absence  of  the  physician  from  the  nursing 
home  setting  means  placing  a heavy  burden  on  the 
nurses  who  are  asked  to  perform  many  diagnostic  and 
therapeutic  activities  for  which  they  have  little 
training.  Therefore,  if  the  ill  aged  in  nursing  homes 
are  to  receive  the  quality  of  medical  care  received  by 
the  younger,  noninstitutional  population  of  this 
country,  changes  in  the  attitudes  and  perceptions  of 
physicians  need  to  be  effected. 

Solutions 

Physician,  heal  thyself — Luke  4:23 

The  attitude  of  today’s  physician  and  the  physi- 
cian of  tomorrow  toward  the  care  of  the  elderly,  in 
whatever  setting  it  may  be,  is  a problem  which  we 
must  solve.  The  management  of  the  medical  care  of 
the  aging  and  elderly  population  requires  a much 
more  prominent  place  in  the  education  of  the  medical 
profession.  It  should  be  an  important  component 
of  medical  education  not  only  of  the  medical  student 
but  also  of  the  postgraduate  training  of  the  family 
physician.  It  is,  therefore,  incumbent  on  the  medical 
school  deans  and  other  medical  educators  to  add  to 
their  curriculums  instruction  in  chronic  diseases  and 
long-term  health  and  medical  care  in  all  settings. 
Most  medical  schools  in  the  United  States,  unlike 
their  European  counterparts,  do  not  emphasize 
geriatrics  to  any  significant  degree  in  their  curricu- 
lums. 

In  1974,  the  U.S.  Senate  subcommittee  on  long- 
term care6  directed  a questionnaire  to  101  U.S. 
medical  schools  on  the  question  of  geriatrics.  This 
followed  a similar  questionnaire  that  had  been  an- 
swered in  1971  in  which  64  schools  had  answered  that 
no  school  had  yet  established  geriatrics  as  an  area  of 
specialization  or  had  created  a department  of  geri- 
atrics. Typical  of  the  answers  received  in  1971  was 
the  following  by  Dean  David  E.  Rogers  of  the  Johns 
Hopkins  University  School  of  Medicine:  “I’m  afraid, 
as  with  most  medical  schools,  we  do  a thoroughly 
inadequate  job  in  all  the  areas  that  you  question  me 
about.  ...  I firmly  believe  that  all  these  areas  are  of 
increasing  importance  to  us — and  this  school,  as  well 
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as  many  others,  should  be  involved  in  it.”  In  re- 
sponse to  the  questionnaire  of  1974,  100  medical 
schools  replied  as  follows: 

1.  Does  your  program  now  include  or  alternatively 
are  you  in  the  process  of  making  geriatrics  a specialty 
in  your  curriculum? 

A.  No — 87  per  cent 

B.  Yes — 13  per  cent 

2.  Do  you  have  a program  whereby  students,  in- 
terns, or  residents  can  fulfill  requirements  by  serving 
in  nursing  homes? 

A.  No — 74  per  cent 

B.  Yes — 26  per  cent 

3.  Does  the  medical  school  in  any  other  way  serve 
the  elderly  who  are  in  nursing  homes? 

A.  No — 53  per  cent 

B.  Yes — 47  per  cent 

Recently  appearing  before  the  Senate  special 
committee  on  aging  headed  by  Sen.  Charles  Percy, 
Republican  from  Illinois,  Robert  Berliner,  M.D., 
Dean  of  the  Yale  School  of  Medicine,  felt  that  the 
present  curriculums  are  satisfactory  regarding  illness 
in  this  age.6  Claiming  that  the  aging  process  should 
not  be  given  specialized  attention,  he  stated:  “the 
diseases  and  the  causes  of  illness  and  death  in  the 
aged  are  the  same  as  those  that  begin  to  appear  in 
people  in  their  30’s  and  40’s.  There  is  no  distinct 
group  of  diseases  that  occur  exclusively  in  the  aged.” 
Agreeing  with  him  was  John  Cooper,  M.D.,  president 
of  t he  Association  of  American  Medical  Colleges,  who 
stated  that  there  is  no  objective  evidence  that 
teaching  geriatrics  as  a special  topic  results  in  better 
care  for  the  elderly.  Leslie  S.  Libow,  M.D.,  associate 
professor  of  medicine  at  the  State  University  of  New 
York,  Stony  Brook,  stated  that  “there  is  a body  of 
knowledge  that  has  not  been  adequately  presented 
to  the  medical  student.  The  causes  and  treatment 
of  so  many  common  problems  are  different  for  the 
elderly  and  cannot  be  usefully  extrapolated  from  the 
general  rules  for  the  average  patient  of  any  age. 
Thomas  Sherrod,  M.D.,  Ph.D.,  professor  of  phar- 
macology at  the  University  of  Illinois,  School  of 


Indications  and  considerations 
in  taking  stool  cultures  in  diarrhea 

The  authors  review  the  physiology,  pathogenesis,  types, 
and  treatment  of  the  bacterial  diarrheas.  Under  the  sec- 
tion on  treatment,  the  authors  list  indications  and  impor- 
tant considerations  in  taking  stool  cultures.  A smear  of 
the  diarrheal  stool  examined  either  as  a wet,  unstained 
preparation,  or  with  Wright's  stain,  is  a useful  office, 


Medicine,  expressed  concern  over  the  inadequate 
training  of  students  in  geriatric  pharmacology.9 

Once  physicians  learn  enough,  the  quality  of 
medical  care  of  the  elderly  in  all  settings,  including 
nursing  homes,  will  be  elevated.  Then  one  can  say 
that  the  elderly,  medically  speaking,  are  not  the 
forgotten  ones.  Therefore,  geriatrics  as  a specialty 
in  medicine  should  be  developed  to  include  in  its 
training  of  the  medical  student  the  following  geron- 
tologic  course  material:  (1)  diagnosis  of  disease  with 
descriptions  of  special  characteristics  of  symptoms 
and  signs  found  in  the  aging  body;  (2)  the  natural 
physical  changes  of  the  aged  in  relationship  to  the 
manner  in  which  drugs  affect  the  elderly;  (3)  the 
ability  to  cope  with  the  entire  patient — to  give 
medicine  as  well  as  humaneness;  and  (4)  the  re- 
quirement of  enthusiastic,  gifted,  and  dedicated 
teachers  from  the  various  departments  of  the  edu- 
cational facility. 

The  future  physical  well-being  of  society,  with  its 
growing  numbers  of  aging  and  aged  persons,  will 
depend  on  the  skill  of  those  being  trained  today.10 

222  Riverside  Boulevard 
Long  Beach,  New  York  11561 
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emergency  room,  or  hospital  procedure.  No  patient  ill 
enough  to  he  admitted  for  diarrhea  to  emergency  room  or 
hospital  should  fail  to  have  such  an  examination.  Cultures 
may  reveal  the  organism  within  24  to  36  hours,  but,  fore- 
warned by  t he  character  of  the  smear,  the  physician  can 
plan  treatment  intelligently  before  culture  results  are 
known.  Le  Frock,  J.  L.,  and  Klainer,  A.  S.:  Infectious 
diarrheas,  West  Virginia  M.  J.  71:  354  (Dec.)  1975 
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“I’m  just  a 
shadow  of  what 
I used  to  be.” 


That  is  what  depressed  individuals 
may  feel  is  the  substance  of 
their  being.  There  is  no  pleasure, 
no  joy  — nothing  grows  — and  in  the 
cold  shadow  of  depression  their 
activities  are  inhibited,  while  ini- 
tiative may  be  eroded  or  des- 
troyed. The  tragedy  is  that  they 


can  see  that  others  are  able  to 
live  on  the  brighter  side  but  they, 
themselves,  cannot  reach  it  on 
their  own. 

Your  experience  in  treating 
depression,  and  Tofranil-PM 
can  help  light  the  way. 


Tofranil-PM* 

imipramine  pamoate  Geigy 

Unsurpassed  effectiveness 
among  tricyclics  in  relieving  symptoms 
of  depression. 


Before  prescribing  Tofranil-PM,  please  review  a summary  of  the 
prescribing  information  on  the  back  of  this  page. 
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Tofranil-PM' 

imipramine  pamoate 

As  sleep  disturbances,  fatigue, 
and  other  depressive  symp- 
toms are  relieved,  mood  and 
motivation  may  be  markedly 
improved. 

Patients  are  usually  alert  and 
capable  of  functioning  at  more 
normal  levels  of  behavior. 


Tofranil-PM® 

brand  of  imipramine  pamoate 


Indications:  For  the  relief  of  symptoms  of  depression 
Endogenous  depression  is  more  likely  to  be  alleviated 
than  other  depressive  states. 

Contraindications:  The  concomitant  use  of  monoamine 
oxidase  inhibiting  compounds  is  contraindicated.  Hyper- 
pyretic  crises  or  severe  convulsive  seizures  may  occur  in 
patients  receiving  such  combinations.  The  potentiation  of 
adverse  effects  can  be  serious,  or  even  fatal.  When  it  is 
desired  to  substitute  Tofranil-PM,  brand  of  imipramine 
pamoate,  in  patients  receiving  a monoamine  oxidase  in- 
hibitor, as  long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days.  Initial 
dosage  should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed.  The  drug  is  contraindicated 
during  the  acute  recovery  period  after  a myocardial  infarc- 
tion. Patients  with  a known  hypersensitivity  to  this  com- 
pound should  not  be  given  the  drug.  The  possibility  of 
cross-sensitivity  to  other  dibenzazepine  compounds 
should  be  kept  in  mind. 

Warnings:  Usage  in  Pregnancy:  Safe  use  of  imipramine 
during  pregnancy  and  lactation  has  not  been  established; 
therefore,  in  administering  the  drug  to  pregnant  patients, 
nursing  mothers,  or  women  of  childbearing  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards.  Animal  reproduction  studies  have  yielded  incon- 
clusive results.  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
but  a causal  relationship  has  not  been  confirmed. 

Extreme  caution  should  be  used  when  this  drug  is  given 
to: 

— patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia; 

— patients  with  increased  intraocular  pressure,  history  of 
urinary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug's  anticholinergic  properties; 

— hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity; 

— patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold; 

— patients  receiving  guanethidine  or  similar  agents  since 
imipramine  may  block  the  pharmacologic  effects  of 
these  drugs 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  operating  an  automobile  or 
machinery,  the  patient  should  be  cautioned  accordingly. 
Usage  in  Children:  Tofranil-PM,  brand  of  imipramine 
pamoate,  should  not  be  used  in  children  of  any  age  be- 
cause of  the  increased  pofenfial  for  acute  overdosage 
due  to  the  high  unit  potency  (75  mg.,  100  mg.,  125  mg. 
and  150  mg  ).  Each  capsule  contains  imipramine 
pamoate  equivalent  to  75  mg..  100  mg  , 125  mg.  or  150 
mg.  imipramine  hydrochloride. 

Precautions:  It  should  be  kept  in  mind  that  the  possibility 
of  suicide  in  seriously  depressed  patients  is  inherent  in 


beigy 


Tofranil-PM  encourages  patient 
compliance  because  one 
capsule  lasts  from  bedtime  to 
bedtime. 

Good  results  are  usually  seen 
at  the  starting  dose  of  one 
75-mg  capsule  h.s. 

For  many  patients,  dosage  can 
be  safely  increased  to  150  mg 
daily. 


the  illness  and  may  persist  until  significant  remission  oc- 
curs. Such  patients  should  be  carefully  supervised  during 
the  early  phase  of  treatment  with  Tofranil-PM,  brand  of 
imipramine  pamoate,  and  may  require  hospitalization. 
Prescriptions  should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur,  particularly  in 
patients  with  cyclic  disorders.  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug.  If  needed,  Tofranil-PM, 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved.  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes. 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow 
An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazine. 

In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropine-like  effects  may  become  more 
pronounced  (e  g,,  paralytic  ileus).  Close  supervision  and 
careful  adjustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs. 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomimet- 
ic amine  (e  g.,  adrenalin,  noradrenalin),  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines. 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects. 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  reported. 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards;  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience. 

Adverse  Reactions:  Note:  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  heart  block, 
stroke,  falls. 

Psychiatric:  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions;  anxiety, 
restlessness,  agitation;  insomnia  and  nightmares; 
hypomania;  exacerbation  of  psychosis. 

Neurological:  Numbness,  tingling,  paresthesias  of  ex- 
tremities; incoordination,  ataxia,  tremors;  peripheral 
neuropathy;  extrapyramidal  symptoms;  seizures,  altera- 
tions in  EEG  patterns;  tinnitus. 

Anticholinergic:  Dry  mouth,  and,  rarely,  associated  sub- 
lingual adenitis;  blurred  vision,  disturbances  of  accommo- 
dation, mydriasis;  constipation,  paralytic  ileus;  urinary  re- 
tention, delayed  micturition,  dilation  of  the  urinary  tract. 
Allergic:  Skin  rash,  petechiae,  urticaria,  itching,  photosen- 


As with  all  tricyclics,  sedation 
may  occur.  Please  caution 
patients  against  driving  or  oper- 
ating dangerous  machinery. 

Each  capsule  contains 
imipramine  pamoate  equivalent 
to  75, 100, 125  or  150  mg  of 
imipramine  hydrochloride. 


sitization  (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  of  face  and  tongue);  drug  fever;  cross- 
sensitivity with  desipramine. 

Hematologic:  Bone  marrow  depression  including  agran- 
ulocytosis; eosinophilia;  purpura;  thrombocytopenia. 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  during 
therapy:  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression. 
Gastrointestinal  Nausea  and  vomiting,  anorexia,  epigas- 
tric distress,  diarrhea;  peculiar  taste,  stomatitis,  abdominal 
cramps,  black  tongue 

Endocrine  Gynecomastia  in  the  male;  breast  enlarge- 
ment and  galactorrhea  in  the  female;  increased  or  de- 
creased libido,  impotence;  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

Other:  Jaundice  (simulating  obstructive);  altered  liver 
function;  weight  gain  or  loss;  perspiration;  flushing;  uri- 
nary frequency;  drowsiness,  dizziness,  weakness  and 
fatigue,  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms:  Though  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise. 

Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with  75 
mg, /day.  This  may  be  increased  to  150  mg./day  which  is 
the  dose  level  which  usually  obtains  optimum  response.  If 
necessary,  dosage  may  be  increased  to  200  mg./day. 
Dosage  should  be  modified  as  necessary  by  clinical  re- 
sponse and  any  evidence  of  intolerance.  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divided 
daily  doses 

Hospitalized  patients  should  be  started  on  a once-a-day 
basis  with  100-150  mg./day  and  may  be  increased  to  200 
mg./day.  Dosage  should  be  increased  to  250-300  mg./day 
if  there  is  no  response  after  two  weeks. 

Following  remission,  maintenance  medication  may  be  re- 
quired for  a longer  period  of  time  at  the  lowest  dose  that 
will  maintain  remission.  The  usual  adult  maintenance 
dosage  is  75-150  mg./day  on  a once-a-day  basis,  prefer- 
ably at  bedtime 

In  adolescent  and  geriatric  patients,  capsules  of  Tofranil- 
PM.  brand  of  imipramine  pamoate,  may  be  used  when 
total  daily  dosage  is  established  at  75  mg.  or  higher.  It  is 
generally  unnecessary  to  exceed  100  mg./day  in  these 
patients.  This  dosage  may  be  given  once  a day  at  bed- 
time or,  if  needed,  in  divided  daily  doses. 

How  Supplied:  Tofranil-PM.  brand  of  imipramine 
pamoate  Capsules  of  75,  100,  125  and  150  mg  (Each 
capsule  contains  imipramine  pamoate  equivalent  to  75, 
100,  125  or  150  mg.  of  imipramine  hydrochloride  ) 

(B)  98-146-840-A(9/75)  667120 

For  complete  details,  including  dosage  and  adminis- 
tration, please  refer  to  the  full  prescribing  information. 

GEIGY  Pharmaceuticals 
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QUESTION  219.  What  is  the  rhythm? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  219.  The  atrial  rate  is  65.  Many  of 
the  P waves  are  nonconducted.  Beats  2 and  7 (in  top 
strip)  and  beats  1 and  7 (bottom  strip)  are  conducted 
heats  with  a normal  P-R  interval  of  0.20  second. 
Most  of  the  other  P waves  are  nonconducted  with  an 
idioventricular  rhythm  at  approximately  53  beats  per 
minute  and  slightly  irregular.  The  first  P wave  (top 
strip)  and  the  seventh  P wave  (bottom  strip)  have  a 
normal  P-R  interval  with  a QRS  intermediate  in  form 
between  the  sinus-conducted  and  the  idioventricular 
beats.  These  are  fusion  beats.  The  rhythm  is  sinus 
rhythm  with  advanced  heart  block  and  idioven- 
tricular escape  beats.  The  variation  in  QRS  con- 


figuration of  the  sinus  beats  occurs  when  there  is 
fusion  of  the  sinus  beats  with  the  parasystolic  idio- 
ventricular focus. 

Question  220.  Beats  1 and  2 are  sinus  beats  with 
the  P-R  interval  slightly  prolonged  in  beat  1 and 
more  prolonged  in  beat  2.  There  is  a retrograde  P 
wave  following  QRS  2 which  represents  reentry  (an 
atrial  echo  beat).  Beat  3 has  an  extremely  short  P-R 
interval.  This  is  a junctional  escape  beat  as  is  beat 
4.  Beat  5 is  conducted  with  first-degree  atrioven- 
tricular block  followed  again  by  atrial  reentry,  as 
demonstrated  by  the  inverted  P wave  following  the 
QRS.  Beat  6 probably  originates  from  the  echo  beat, 
conducting  antegrade  to  the  ventricles  with  aberra- 
tion of  the  QRS  due  to  its  prematurity.  The  possi- 
bility that  beat  6 is  a ventricular  premature  beat 
cannot  be  excluded.  Atrial  echo  beats  occur  more 
commonly  in  the  presence  of  first-degree  atrioven- 
tricular block. 


AMA  sets  high  standards 
for  future  physicians 

The  American  Medical  Association  is  the  vehicle  by 
which  a legacy  of  professional  excellence  is  handed  on,  the 
AMA’s  executive  vice  president,  James  H.  Sammons,  M.D., 
declared  in  a year-end  AMA  report  for  1976,  released  in 
December. 

“The  standard  of  medicine  the  next  generation  (of 
physicians)  will  practice  directly  relates  to  what  AMA 
members  are  doing  now,’’  Dr.  Sammons  tells  the  AMA 
membership  of  some  200,000  American  medical  physi- 
cians. 

The  report  is  issued  in  a special  section  of  the  associa- 
tion’s newspaper,  American  Medical  News.  The  special 
issue,  which  also  includes  reports  of  the  AMA’s  winter 
convention  in  Philadelphia  in  December,  has  been  mailed 
to  all  of  the  more  than  400,000  U.S.  physicians,  both 
members  and  nonmembers. 

AMA  expenditures,  $42.9  million,  two  thirds  of  which 
come  from  dues,  are  reported  in  six  broad  categories: 
Disseminating  scientific  information,  $16.4  million;  rep- 
resenting the  profession,  $4.3  million;  serving  the  public, 
$3.4  million;  assisting  the  physician  and  his  practice,  $7.6 
million;  upgrading  care  through  educational  standards, 
$5.3  million,  and,  strengthening  organized  medicine,  $5.9 
million. 

“At  heart,  the  AMA  is  an  educational,  scientific,  and 
informational  organization.  It  is  primarily  dedicated  to 
keeping  the  standards  of  American  medicine  as  they  are — 
highest  in  the  world.  Not  many  years  ago  American  phy- 
sicians went  abroad  to  seek  advanced  training.  Today  the 
process  is  reversed.  High  standards  were  the  original 
purpose  of  the  AMA  in  1847.  And  the  focus  of  the  AMA 
today  is  still  on  high  professional  standards,”  Dr.  Sammons 
says. 

Continuing  education  for  physicians  received  greater 
emphasis  in  1976,  and  the  AMA  increased  its  budget  in  this 
area  by  $500,000.  In  the  past  three  years  there  has  been 
a doubling  of  the  number  of  top-rated  continuing  education 
courses  offered  by  the  AMA.  Ten  regional  educational 
meetings  were  held  in  1976  and  15  are  planned  for  1977. 

By  late  1976,  more  than  58,000  physicians  had  been 
awarded  the  AMA’s  Physician’s  Recognition  Award,  cer- 


tifying their  completion  of  150  hours  of  continuing  medical 
education  over  the  preceding  three  years. 

The  AMA  in  1976  supported  through  testimony  before 
Congress  proposals,  legislation,  or  programs  addressed  to 
training  more  physicians  and  allied  health  personnel,  fi- 
nancial assistance  to  medical  schools,  encouraging  physi- 
cians to  locate  in  underserved  areas,  veneral  disease  re- 
search and  treatment,  immunizations,  including  A/New 
Jersey/76  flu,  improved  emergency  care  for  local  com- 
munities, maternal  and  child  health,  crippled  children 
services,  alcoholism,  drug  abuse  and  mental  health,  Med- 
icaid fraud,  review  of  medical  devices  by  the  FDA,  lead- 
based  paint  poisoning,  family  planning,  pay  incentives  for 
physicians  in  uniform,  and  a bill  to  improve  health  care  for 
the  American  Indian. 

Model  AMA  legislation  regarding  the  impaired  physician 
has  been  helpful  in  the  enactment  of  new  laws  in  some  20 
states.  Two  model  bills  to  strengthen  state  medical  li- 
censing boards  have  been  submitted  by  the  AMA  to  state 
medical  societies  to  assist  their  efforts  toward  better  po- 
licing of  the  profession.  AMA-drafted  guidelines  have 
assisted  states  in  revisions  of  the  tort  system  of  malpractice 
adjudication  in  40  states. 

Although  in  the  past  five  years  Congress  has  considered 
more  health-related  bills  than  in  the  previous  50,  lobbying 
remained  a relatively  minor  part  of  AMA’s  overall  program. 
A staff  headed  by  seven  AMA  lawyers  and  five  registered 
lobbyists  carried  on  a legislative  program  with  an  overall 
budget  of  $971,000,  or  2.3  percent  of  the  AMA  total  budget. 
Officers  and  trustees  of  the  AMA  testified  before  Con- 
gressional health  committees  24  times  during  the  year,  and 
in  72  other  cases  written  comment  was  submitted. 

In  serving  the  public,  the  AMA  is  now  what  may  be 
termed  a “consumerist”  or  “environmentalist”  organiza- 
tion, Dr.  Sammons  declares. 

“Long  before  it  was  a popular  cause,  the  AMA  pioneered 
clear  stream  laws.  The  AMA  gave  strong  impetus  to  ef- 
forts resulting  in  iodized  salt  and  bread  enriched  by  vita- 
mins. Pure  food  and  drug  laws,  public  sanitation  measures 
of  many  sorts,  and  the  exposure  of  pseudomedicine  in  all 
forms  are  long-standing  AMA  causes.”  In  1976  the  public- 
service  programs  were  extended  to  include  a national  drive 
against  violence  on  television  and  an  extensive  pilot  pro- 
gram for  improved  health  care  in  the  nation’s  jails. 
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Case  Reports 


Unrecognized  Fracture- 
Dislocation  of  Humerus 

ARTHUR  M.  BERNHANG,  M.D.,  F.A.A.O.S., 
F.A.C.S. 

Huntington,  New  York 

Attending,  Huntington  Hospital;  Assistant  Clinical  Professor, 
School  of  Medicine,  State  University  of  New  York  at  Stony 
Brook,  Stony  Brook,  New  York;  and  Consultant,  Veterans 
Administration  Hospital,  Northport,  New  York 


Fracture-dislocation  of  the  shoulder  is  an  old, 
well-known  condition,  its  treatment  allegedly  first 
recorded  by  Pasicrates  in  50  B.C.  He  believed  the 
dislocation  should  first  be  reduced,  and  then  the 
humerus  should  be  allowed  to  heal.  Wattman,  M.D., 
has  been  credited  with  performing  the  first  open  re- 
duction in  1820, 1 and  by  1894  McBurney2  was  able 
to  collect  and  report  on  117  cases.  More  recently, 
Rowe  in  1956:!  in  a series  of  500  dislocations  of  the 
shoulder  reported  10  fracture-dislocations,  an  inci- 
dence of  2 per  cent;  this  excluded  the  incidence  of 
fractured  greater  tuberosities,  which  was  15  per  cent. 


FIGURE  1.  Case  1.  Three-week-old  untreated  fracture- 
dislocation  of  right  humerus. 


Schulz,  Jacobs,  and  Patterson4  defined  any  disloca- 
tion not  recognized  within  twenty-four  hours  as  being 
unrecognized  dislocation  of  the  shoulder.  The  cases 
of  unrecognized  fracture-dislocation  presented  here 
are  relatively  unique,  one  for  the  recurrent  disloca- 
tion and  spontaneous  reduction  of  the  humeral  head, 
and  the  second  because  of  the  extensive  comminution 
of  the  shaft  fracture  which  has  not  been  previously 
reported. 

Case  reports 

Case  1 . A sixty-seven-year-old  male  was  first  seen 
in  consultation  on  November  30, 1973.  The  patient, 
a resident  at  a nursing  home,  was  reported  to  have 
injured  his  right  shoulder  when  he  fell  down  the 
porch  steps  three  weeks  prior  to  being  seen.  He  had 
been  placed  in  a sling  at  the  home,  but  because  of 
persistent  pain,  medical  attention  was  sought.  The 
patient  was  known  to  be  alcoholic,  having  been  de 
toxified  at  Bellevue  Hospital  on  at  least  two  occa- 
sions, and  was  also  an  epileptic  on  phenobarbital.  A 
more  exact  history  as  to  the  fall  was  unobtainable 
from  the  patient.  There  was  no  history  of  prior 
shoulder  dislocation. 

Initial  physical  examination  findings  revealed  a 
white  male  standing  5 feet,  10  inches,  and  weighing 
135  pounds,  who  was  right-handed.  The  right 
humeral  head  was  easily  palpable  in  the  subcoracoid 
area.  Motion  of  the  humerus  caused  crepitation  and 
was  painful.  Motions  at  the  elbow  and  hand  were 
intact.  Findings  on  neurologic  examination  of  the 
upper  extremities  were  normal. 

X-ray  film  examination  demonstrated  the  fracture 
obliquely  through  the  proximal  humerus  with  a long 
lateral  spike  (Fig.  1).  The  humeral  head  was  dislo- 
cated in  a subcoracoid  position. 

The  patient  refused  to  enter  the  hospital  and  was 
placed  in  a shoulder  immobilizer.  On  December  6, 
1973,  because  of  persistent  pain,  the  patient  con- 
sented to  admission  to  Huntington  Hospital  for 
contemplated  open  reduction  of  the  dislocation. 
Preoperative  x-ray  films  revealed  that  a spontaneous 
reduction  of  the  dislocated  humeral  head  had  oc- 
curred (Fig.  2).  The  patient  was  placed  in  a shoulder 
immobilizer  and  swathe  and  discharged  back  to  the 
nursing  home. 

On  January  4,  1974,  eight  weeks  following  the 
initial  fracture-dislocation  and  four  weeks  following 
the  spontaneous  reduction,  the  patient  reluctantly 
returned  for  further  care.  Physical  examination 
revealed  the  humeral  head  once  again  to  be  in  the 
subcoracoid  position.  Motion  of  the  humerus  caused 
pain  and  crepitation  and  abnormal  motion  at  the 
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fracture  site.  X-ray  examination  showed  the  dislo- 
cated humeral  head  (Fig.  3).  There  was  no  evidence 
of  healing  of  the  fracture  of  the  proximal  humerus. 

The  patient  was  readmitted  to  Huntington  Hos- 
pital on  January  8,  1974.  An  arthrogram  was  per- 
formed under  image  intensification  which  once  again 
revealed  that  a spontaneous  reduction  had  occurred 
(Fig.  4).  The  arthrogram  revealed  a large  inferior 
capsular  defect.  The  axillary  view  revealed  a halo- 
like effect  of  the  interior  of  the  humeral  head,  the 
result  of  the  contrast  material  entering  the  hol- 
lowed-out  humeral  head.  Motion  of  the  humerus 
revealed  motion  at  the  fracture  site,  and  gentle  at- 
tempts to  dislocate  the  humeral  head  were  unsuc- 
cessful. 

On  January  1 1, 1974,  under  general  anesthesia,  an 
open  reduction  was  performed.  A fibrous  capsule 
was  found  around  the  fracture  site.  When  opened, 
the  fracture  was  found  to  be  completely  unstable 
with  no  evidence  of  any  callus.  The  proximal  end  of 
the  distal  fragment  was  in  the  form  of  a sharp  lateral 
spike.  The  fracture  line  started  2 cm.  distal  to  the 
top  of  the  greater  tuberosity  and  descended  medially 
and  interiorly.  The  rotator  cuff  was  still  intact  and 
inserted  into  the  proximal  head,  with  the  biceps 


FIGURE  2.  Case  1.  Four  weeks  following  fracture-dislo- 
cation. (A)  Spontaneous  reduction  of  dislocation  has  oc- 
curred. Anteroposterior  view.  (B)  Transscapular  view  of 
humeral  head  reveals  head  well  centered  in  glenoid. 

tendon  still  well  anchored  in  the  bicipital  groove. 
The  lateral  spike  had  hollowed  out  the  humeral  head 
which  was  now  virtually  devoid  of  all  cancellous  bone. 
The  head  was  located  within  the  glenoid  fossa. 

The  fracture  was  reduced.  For  stability,  a T- 
shaped  plate  was  employed  (Fig.  5A).  Since  there 
was  no  cancellous  bone  for  the  screws  to  gain  pur- 
chase, cerclage  and  hemicerclage  wires  were  em- 
ployed (Fig.  5B).  In  this  manner  a stable  reduction 
was  obtained.  The  subscapularis  tendon  was  then 
divided  1 cm.  medial  to  its  insertion  and  the  capsule 
opened.  Palpation  of  the  glenoid  demonstrated  the 
anterior  labrum  to  be  intact.  Interiorly,  the  labrum 
was  defective  and  easily  displaced  medially;  it  was 
attached  to  the  glenoid  by  fibrous  tissue.  The 
humeral  head  showed  faint  grooving,  but  the  artic- 
ular cartilage  appeared  normal.  Imbricating  sutures 
were  placed  in  the  redundancy  of  the  inferior  capsule. 
A Putti-Platt  closure  of  the  capsule  and  subscapu- 
laris tendon  was  then  performed.  Hermovac  tubes 
were  implaced  and  the  wound  closed.  A postoper- 
ative shoulder  immobilizer  was  employed. 

The  patient  was  discharged  one  week  postopera- 
tively,  and  the  shoulder  immobilizer  was  removed  on 
February  6,  1 974.  The  patient  was  free  of  pain,  x-ray 
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FIGURE  3.  Case  1.  Four  weeks  following  spontaneous 
reduction.  (A)  Dislocation  of  humeral  head  again  occurred. 
Anteroposterior  view.  (B)  Transscapular  view  reveals  head 
in  subcoracoid  position. 

films  showed  no  significant  change  from  the  imme- 
diate postoperative  films,  and  there  was  no  evidence 
of  bony  union  of  the  fracture.  An  active  physio- 
therapy program  was  instituted  in  an  attempt  to  re- 
gain motion  in  the  glenohumeral  joint.  The  patient 
showed  little  insight  into  his  rehabilitation,  little 


FIGURE  4.  Case  1.  Arthrogram  revealing  large  inferior 
capsular  defect.  (A)  Pseudo  capsule  extends  distal  to  frac- 
ture site.  (B)  Axillary  view  of  arthrogram.  Halo  effect  about 
proximal  end  of  distal  fragment  produced  by  radiopaque 
material  entering  hollowed-out  humeral  head. 


motivation,  and  was  extremely  adverse  to  the  ther- 
apy. The  patient  obtained  45  degrees  of  abduction 
and  45  degrees  of  forward  flexion. 

Case  2.  On  September  24,  1973,  a forty-seven- 
year-old  construction  worker  fell  16  feet  from  a 
scaffolding  to  a wet  dirt  floor,  striking  a brace  during 
his  descent.  The  initial  physical  examination  re- 
vealed a white  male,  standing  6 feet,  2 inches,  and 
weighing  174  pounds,  who  was  right-handed.  There 
was  pain  and  abnormal  motion  of  the  left  humerus. 
Neurologic  examination  findings  were  normal,  and 
x-ray  film  examination  revealed  the  extensive  com- 
minuted fracture  of  the  humerus  (Fig.  6).  The 
subcoracoid  dislocation  was  not  appreciated  at  this 
time.  The  patient  was  placed  in  a hanging  cast. 

At  approximately  three  weeks,  x-ray  examination 
revealed  good  alignment  of  the  fractured  humerus 
(Fig.  7).  The  dislocation  was  recognized  at  this  time, 
and  the  patient  was  admitted  to  Huntington  Hos- 
pital. On  October  17,  1973,  an  open  reduction  was 
performed.  After  retraction  of  the  deltoid  and 
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FIGURE  6.  Case  2.  Initial  anteroposterior  x-ray  film  of 
comminuted  fracture  of  left  humerus.  Dislocation  of  humeral 
head  not  recognized  at  this  examination. 


pectoralis  major,  the  bulge  of  the  head  of  the  hu- 
merus was  observed  stretching  the  coracobrachialis 
and  short  head  of  the  biceps.  These  muscles  were 


FIGURE  5.  Case  1.  Postoperative  films.  (A  and  B)  T- 
shaped  plate  with  cerclage  and  hemicerclage  wires  stabi- 
lizing hollowed  humeral  head. 


FIGURE  7.  Case  2.  Three  weeks  following  application  of 
hanging  cast.  Fracture  maintained  in  good  alignment.  At 
this  time  dislocation  recognized. 


retracted  medially;  an  attempt  made  to  reduce  the 
dislocation  without  opening  the  capsule  was  unsuc- 
cessful. The  subscapularis  was  then  identified  and 
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FIGURE  8.  Case  2.  Postoperative  x-ray  films  reveal 
humeral  head  reduced.  Reduction  maintained  by  means  of 
transarticular  Kirschner  wire.  Stone  staple  employed  to 
anchor  transposed  subscapularis  tendon. 


divided  at  its  insertion.  The  humeral  head  was 
found  to  have  a large  posterior  defect  in  the  coronal 
plane.  By  means  of  a skid,  a reduction  could  now  be 
obtained.  The  reduction  was  judged  unstable,  and 
a Kirschner  wire  was  drilled  through  the  humeral 
head  into  the  glenoid.  The  subscapularis  tendon  was 
then  advanced  laterally  and  attached,  by  means  of 
a Stone  staple,  to  an  area  of  the  greater  tuberosity 
which  had  been  decorticated  (Fig.  8).  The  patient 
was  placed  back  in  a hanging  cast  and  swathe;  the 
postoperative  course  was  uneventful. 

At  three  weeks,  the  Kirschner  wire  and  cast  were 
removed  and  circumduction  exercises  instituted. 
Over  the  ensuing  weeks,  x-ray  examination  revealed 
healing  of  the  comminuted  fracture  and  maintenance 
of  the  reduced  shoulder  (Fig.  9).  Six  months  fol- 
lowing the  fracture-dislocation,  abduction  at  the 
shoulder  was  160  degrees,  and  there  was  forward 
flexion  to  170  degrees  (Fig.  10).  Full  range  of  motion 
was  regained  at  the  elbow. 

Comment 

Spontaneous  reduction  of  a four-week-old  unrec- 
ognized fracture-dislocation  appears  unique.  Meng 
and  Miltner0  report  that  in  the  majority  of  cases  after 
four  weeks,  the  glenoid  fills  with  ligamentous  shreds, 
fat,  and  connective  tissue,  and  the  capsule  contracts 


FIGURE  9.  Case  2.  Three  months  following  open  reduc- 
tion. Kirschner  wire  removed.  Comminuted  fracture  of 
humerus  healed.  Stone  staple  has  partially  pulled  out. 


reducing  the  possibility  of  closed  reduction.  Schultz, 
Jacobs,  and  Patterson,4  in  their  report  of  unrecog- 
nized dislocations,  reported  only  one  successful 
closed  reduction  after  four  weeks. 

In  the  present  case,  there  was  a spontaneous  re- 
duction at  four  weeks  followed  by  a secondary  dis- 
location and,  again,  a reduction.  Certainly  there  is 
a strong  probability  that  many  more  unrecorded 
episodes  occurred  unobserved.  When  the  arthro- 
gram  was  performed,  gentle  manipulative  attempts 
to  dislocate  the  humeral  head  were  unsuccessful. 

Bateman6  believes  that  fracture-dislocation  rep- 
resents a typical  subcoracoid  dislocation  with  a 
fracture  through  the  surgical  neck  as  the  arm  is 
brought  down  and  that  if  the  arm  were  violently  ab- 
ducted in  neutral  position,  a fractured  tuberosity 
would  occur,  and  the  head  would  dislocate.  This  is 
in  disagreement  with  Milch,7  Codman,8  and 
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FIGURE  10.  Case  2.  Six  months  following  fracture-dislo- 
cation. (A)  Abduction  at  shoulder  160  degrees.  Full  range 
of  motion  returned  to  elbow.  (B)  Forward  flexion  possible 
to  170  degrees. 


McBurney.2  Milch7  described  the  fracture  as  being 
the  result  of  the  stress  of  external  rotation  against  the 
internal  rotatory  force  of  the  subscapularis.  He  then 
characterized  the  course  of  the  fracture,  “from  below 
the  lesser  tuberosity  upwards  and  outwards  toward 
the  tip  of  the  greater  tuberosity.”  This  is  the  course 
of  the  fracture  in  Case  1.  McBurney2  and  Codman8 
both  wrote  that  abduction  against  the  acromion 
caused  both  the  fracture  and  the  dislocation.  Jones9 
assumed  that  in  the  majority  of  his  15  cases  the  pa- 
tient fell  directly  on  the  shoulder. 

An  accurate  history  is  not  obtainable  from  the 
patient  in  Case  1,  but  on  the  basis  of  the  fracture  and 
the  capsule  defect,  one  can  hypothesize  that  the  arm 
was  violently  abducted  in  the  neutral  position.  In 
this  position,  “the  pivotal  position”  of  Codman,8  the 
humerus  impinges  against  the  acromion,  and  with 
continued  force  the  inferior  capsule  attachment,  the 
labrum,  ruptured,  allowing  the  humeral  head  to  be 
levered  away  from  the  glenoid.  Continued  abduction 
led  to  the  fracture.  As  the  arm  was  then  brought  to 
the  patient’s  side,  the  subglenoid  dislocation  was 
complete.  There  was  subsequent  conversion  to  a 
subcoracoid  position.  The  rotator  cuff  remained 
intact,  and  apparently  when  the  patient  was  in  the 
supine  position,  a spontaneous  reduction  of  the  dis- 


location occurred.  When  the  patient  was  erect  and 
in  the  shoulder  immobilizer,  the  force  of  gravity  and 
the  incompetent  inferior  labrum  and  capsular  re- 
dundancy allowed  the  redislocation. 

Although  these  descriptions  adequately  present 
the  probable  method  of  fracture  in  Case  1,  they  do 
not  appear  to  describe  the  fracture  in  Case  2.  The 
comminuted  fracture  of  the  humerus  in  Case  2 ap- 
pears to  be  the  result  of  a massive  torque  force.  The 
patient  was  questioned  closely,  and  he  in  turn  que- 
ried his  companions  about  the  incident.  None  re- 
members his  grabbing  or  holding  any  object  with  the 
left  arm  in  his  descent.  There  is  no  accurate  de- 
scription as  to  the  position  of  his  upper  extremity 
when  he  hit  the  ground.  The  only  impact  was 
against  a brace  during  his  16-foot  descent.  Baker10 
states  that  his  case  of  fracture-dislocation  was  due 
to  two  separate  forces,  the  original  dislocation  fol- 
lowed by  a second  external  force  leading  to  the 
transverse  fracture  of  the  humerus.  In  Case  2,  it 
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FIGURE  11.  Case  1.  (A)  Thirty-two  months  following 

open-reduction  and  internal  fixation.  (B)  Abducted  view  of 
shoulder,  showing  90  degrees  of  glenohumeral  motion  and 
healed  fracture. 

would  appear  that  a torque  force  in  external  rotation 
caused  the  dislocation,  and  a continuation  of  the 


same  force  caused  the  comminuted  fracture.  A re- 
view of  the  literature  fails  to  reveal  a similar  case. 

Summary 

Two  cases  of  unrecognized  fracture-dislocation  of 
the  shoulder  have  been  presented  for  their  unique- 
ness. The  first  case  was  a manifest  spontaneous 
relocation  and  dislocation  on  two  recorded  occasions. 
The  second  case,  a severely  comminuted  ipsilateral 
humerus  fracture-dislocation,  has  not  previously 
been  reported.  Their  treatments  have  been  given 
and  a discussion  as  to  the  probable  method  of  frac- 
ture-dislocation discussed. 

Addendum 

Case  1 patient  returned  to  the  office  in  September, 
1976,  thirty-two  months  following  the  surgery  for  an 
unrelated  injury.  At  this  time,  the  history  revealed 
that  the  patient  had  gradually  regained  almost 
complete,  painless  function  of  the  shoulder.  There 
had  been  no  episodes  of  any  dislocation  of  the 
shoulder,  nor  any  significant  disability  related  to  the 
shoulder. 

Physical  examination  at  that  time  revealed  that 
forward  flexion  was  possible  to  140  degrees  and  lat- 
eral abduction  to  150  degrees. 

X-ray  film  examination  findings  showed  that  the 
fracture  had  healed  in  essentially  anatomic  position. 
Comparison  of  the  neutral  and  abducted  films  re- 
vealed that  there  was  90  degrees  of  motion  at  the 
glenohumeral  joint  (Fig.  11). 

124  Main  Street 
Huntington,  New  York  11743 

References 

1.  Schoch,  E.:  Die  irreponiblen  schulterluxationen  und  ihre 
blutige  behandlung,  Beitr.  klin.  Chir.  29: 103  (1S01). 

2.  McBurney,  C.:  Dislocation  of  the  humerus  complicated 
by  fracture  at  or  near  the  surgical  neck,  with  a new  method  of  re- 
duction, Ann.  Surg.  19:  399  (1894). 

3.  Rowe,  C.  R.:  Prognosis  in  dislocations  of  the  shoulder,  J. 
Bone  & Joint  Surg.,  38-A:  957  (1956). 

4.  Schulz,  T.  J.,  Jacobs,  B.,  and  Patterson,  R.  L.,  Jr.:  Un- 
recognized dislocations  of  the  shoulder,  J.  Trauma  9:  1009 
(1969). 

5.  Meng,  C.  M.,  and  Miltner,  L.  J.:  The  treatment  of  old 
dislocation  of  the  shoulder,  Chinese  M.  J.  50: 1161  (1936). 

6.  Bateman,  J.  E.:  The  Shoulder  and  Neck,  Philadelphia, 
W.  B.  Saunders  Company,  1972,  p.  386. 

7.  Milch,  H.:  The  treatment  of  recent  dislocations  and 

fracture-dislocations  of  the  shoulder,  J.  Bone  & Joint  Surg.  31-A: 
173  (1949). 

8.  Codman,  E.  A.:  The  Shoulder,  Brooklyn,  G.  Miller  and 
Company,  1934. 

9.  Jones,  R.:  Certain  injuries  commonly  associated  with 
displacement  of  the  head  of  the  humerus,  Brit.  M.  J.  1385:  2372 
(1906). 

10.  Baker,  D.  M.:  Fracture  of  the  humeral  shaft  associated 
with  ipsilateral  fracture-dislocation  of  the  shoulder:  report  of  a 
case,  J.  Trauma  11:  532  (1971). 


May  1977/New  York  State  Journal  of  Medicine  981 


contains  no  aspirin 


tablets 


Darvocet- 


lOO  mg.  Darvon-Nipropoxyph 
650  mg.  acetaminophen 


Additional  information  available  to  the  profession  on 
request  from  Eli  Lilly  and  Company 

^Indianapolis,  Indiana  46206 

Eli  Lilly  and  Company,  Inc. 

Carolina,  Puerto  Rico  00630 


Fibrosarcoma  of 
Nasal  Cavity 

JATIN  P.  SHAH,  M.D. 

New  York  City 

Assistant  Attending  Surgeon,  Head  and  Neck  Service, 
Department  of  Surgery,  Memorial  Sloan-Kettering  Cancer  Center 


Sarcomas  of  the  soft  tissues  arising  from  the  nasal 
cavity  and  paranasal  sinuses  are  extremely  rare. 
These  are  malignant  tumors  of  mesenchymal  or 
mesodermal  origin  and  are  therefore  of  lymphoid, 
fibrous,  bony,  or  cartilagenous  origin.  The  clinical 
history  of  these  patients  is  often  misleading,  and  they 
present  challenging  problems  to  the  clinician.  Ac- 
curate histologic  diagnosis  of  these  tumors  is  often 
not  available  on  small  biopsies,  since  representative 
tissue  is  not  submitted  to  the  pathologist.  The  fol- 
lowing case  report  illustrates  the  difficulties  en- 
countered in  accurate  diagnosis  and  adequate 
treatment. 


Case  report 

A sixty-six-year-old  white  male  appeared  in  April 
of  1975  with  a one-year  history  of  a progressively 


FIGURE  1.  (A)  Facial  deformity  preoperatively.  (B)  Frontal 

tomograms  showing  extent  of  bone  destruction  by  tumor.  (C) 
Facial  appearance  postoperatively. 


enlarging  mass  on  the  left  side  of  his  face  and  ob- 
struction of  the  left  nasal  cavity.  One  year  ago,  he 
was  found  to  have  a polypoid  mass  at  his  left  nostril, 
and  radiologic  work-up  at  that  time  revealed  opacity 
of  the  left  antrum  with  destruction  of  the  medial  wall 
of  the  maxillary  sinus  and  tumor  invasion  of  the  left 
nasal  bones  and  anterior  ethmoid  cells.  The  clinical 
diagnosis  of  advanced  cancer  of  the  left  maxillary 
antrum  was  made.  However,  biopsy  of  the  polypoid 
mass  from  left  nasal  cavity  failed  to  show  malignant 
condition  at  that  time.  The  patient  was  advised 
surgery  at  that  time,  but  he  refused.  Finally,  a year 
later  due  to  progressive  deformity  of  his  face,  he 
agreed  to  undergo  surgery  and  was  admitted  to  Me- 
morial Hospital  on  April  19,  1975. 

Physical  examination  showed  obvious  facial  de- 
formity with  obliteration  of  the  left  nasolabial  fold, 
displacement  of  the  left  orbit  upward  and  outward, 
and  a polypoid  pink  tumor  occupying  the  left  nasal 
cavity  and  the  left  nostril  (Fig.  1A).  In  spite  of  dis- 
placement of  the  orbital  contents  superolaterally,  the 
patient  did  not  have  diplopia.  There  was  no  ten- 
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derness  on  the  orbital  or  zygomatic  process  of  the 
maxilla,  and  cutaneous  sensation  over  the  left  cheek 
was  normal.  The  left  nasal  cavity  was  completely 
obliterated  with  tumor,  displacing  the  septum  to  the 
right  which  compromised  the  size  of  the  right  nasal 
cavity.  The  hard  palate  was  intact,  and  the  rest  of 
the  oral  cavity  was  unremarkable.  Mirror  exami- 
nation of  the  nasopharynx  showed  a tumor  mass 
obliterating  the  left  choanae.  There  was  no  ade- 
nopathy in  the  neck.  The  patient  had  a known  hy- 
pertensive arteriosclerotic  heart  disease  with  evi- 
dence of  previous  myocardial  infarction.  Chest  x-ray 
films,  blood  chemistries,  and  urinalysis  all  showed 
unremarkable  results.  X-ray  films  of  the  paranasal 
sinuses  and  tomograms  of  the  base  of  the  skull 
showed  a large  tumor  of  the  left  maxillary  antrum 
with  invasion  of  both  nasal  cavities,  both  ethmoids, 
the  left  orbit,  and  left  sphenoid  sinus  (Fig.  IB). 

After  adequate  preoperative  preparation,  the  pa- 
tient was  taken  to  the  operating  room  where  under 
general  anesthesia,  a repeat  biopsy  of  the  tumor  from 
the  left  nasal  cavity  was  obtained.  However,  this  on 
frozen  section  showed  only  chronic  inflammation  and 
proliferative  fibrosis.  Subsequently,  the  left  antrum 
and  nasal  cavity  were  explored  by  a Weber-Fergu- 
son-type  incision.  On  exploration  of  the  left  antrum, 
the  lateral  and  superior  wall  were  found  to  be  intact. 
The  tumor  mass  appeared  to  be  a hard,  nodular, 
encapsulated  lesion  arising  from  the  anterior  eth- 
moids and  destroying  the  party  wall.  After  adequate 
mobilization,  requiring  resection  of  the  left  half  of  the 
hard  palate,  the  tumor  was  delivered  intact.  The 
tumor  was  encapsulated,  measured  10  by  6 cm.,  and 
consisted  of  solid  densely  packed  fibrous  tissue.  The 
medial  wall  of  the  orbit  was  thinned  out  like  an  egg 
shell,  but  there  was  no  tumor  invasion.  All  gross 
disease  was  removed  en  bloc.  The  defect  was  lined 
with  a split-thickness  skin  graft,  and  an  immediate 
postoperative  palatal  obturator  was  fixed  with  wire 
sutures  over  the  right  upper  alveolar  ridge  to  cover 
the  defect  in  the  hard  palate.  The  final  pathology 
report  showed  fibrosarcoma  arising  from  the  nasal 
respiratory  epithelium.  The  patient's  postoperative 
course  was  uneventful,  and  he  was  discharged  from 
the  hospital  on  May  17,  1975.  His  palatal  defect  was 


covered  with  appropriate  dental  obturator,  allowing 
him  to  eat  regular  diet  and  have  normal  speech.  His 
facial  appearance  improved  considerably  postoper- 
ativelv,  and  he  remains  with  no  evidence  of  disease 
to  date  (Fig.  1C). 

Comment 

Sarcomas  of  the  soft  tissues  of  the  nasal  cavity  and 
paranasal  sinuses  are  extremely  rare.  In  a review  of 
516  cases  of  cancer  of  the  nasal  cavity  and  paranasal 
sinuses  by  Lewis,*  only  10  per  cent,  52  patients,  had 
sarcomas;  of  these  52  cases,  40  had  lymphosarcomas, 
and  only  12  patients  had  soft-tissue  sarcomas.  The 
unusual  clinical  presentation  of  these  patients  and 
often  a long  history  with  relatively  few  symptoms 
may  point  to  the  possible  diagnosis.  Appropriate 
radiographic  evaluation  of  these  patients  should  in- 
clude proper  views  of  the  paranasal  sinuses  and  the 
base  of  the  skull  as  well  as  frontal  tomograms.  Al- 
though these  may  aid  in  delineating  the  extent  of 
bone  destruction  by  tumor,  the  radiographic  inter- 
pretation can  often  be  misleading,  as  was  the  case 
presented  here.  The  need  for  accurate  histologic 
diagnosis  cannot  be  overemphasized,  since  that  plays 
a very  important  role  in  treatment  planning.  The 
diagnosis  of  lymphoma  is  usually  easily  rendered  on 
small  biopsy  specimen,  but  the  soft-part  sarcomas  are 
problems  for  the  pathologist  on  small  biopsies. 
Lymphosarcomas  are  readily  amenable  to  control  by 
radiation  therapy  and  are  best  handled  in  that 
manner.  Since  radiation  therapy  has  little  to  offer 
in  the  management  of  soft-part  sarcomas,  adequate 
radical  surgical  resection  remains  the  only  thera- 
peutic modality  with  the  hope  for  cure. 

Summary 

Malignant  soft-tissue  tumors  arising  in  the  nasal 
cavity  present  difficult  problems  in  diagnosis  and 
management.  The  case  reported  illustrates  this  and 
demonstrates  successful  resection  of  the  intact  tumor 
without  sacrifice  of  vital  structures. 

425  East  67th  Street 
New  York,  N.Y.  10021 

* Lewis,  J.  S.:  Sarcoma  of  the  nasal  cavity  and  paranasal  si- 
nuses, Ann.  Otol.  Rhin.  & Laryng.  78:  778  (1969). 
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Complicated  portal  hypertension  secondary  to 
an  arteriovenous  fistula  of  the  splenic  vessels  is  quite 
rare.  In  1971,  Nissan  and  Bar-Maor1  reported  on  a 
patient  with  complicated  portal  hypertension  due  to 
an  arteriovenous  fistula  of  the  splenic  vessels,  and 
noted  the  existence  of  21  previously  reported  such 
cases  in  the  world  literature.  Prior  to  this  report, 
therefore,  22  cases  have  been  described  in  the  world 
literature,  of  which  8 were  diagnosed  correctly  prior 
to  operative  intervention.1-8  Of  further  interest 
relative  to  the  rarity  of  the  complex  of  findings  il- 
lustrated by  our  case  is  the  even  greater  rarity  of  as- 
cites as  one  of  the  presenting  signs  in  this  series  of 
patients.  Only  5 of  the  previously  reported  cases 
with  complicated  portal  hypertension  due  to  a splenic 
arteriovenous  fistula  presented  clinical  evidence  of 
ascites.5’7’9-11 

Case  report 

A seventy-one-year-old  white  female  was  admitted 
to  the  Lutheran  Medical  Center  with  a history  of 
recurring  abdominal  distention  of  five  months  du- 
ration. Three  months  prior  to  her  admission  she  had 
undergone  an  exploratory  laparotomy  at  another 
local  community  hospital  as  part  of  an  investigation 
into  the  etiology  of  her  massive,  recurring  ascites. 
The  exploratory  surgery  was  apparently  unsuccessful 
in  defining  any  possible  causative  factors.  The  pa- 
tient’s liver  was  described  as  normal  on  gross  in- 
spection. 

The  patient’s  previous  history  included  a total 
hysterectomy  for  vaginal  bleeding,  and  diabetes 
mellitus  which  appeared  well  controlled  with  diet  and 
oral  medication.  The  patient  denied  any  past  his- 
tory of  heavy  alcohol  ingestion,  previous  hepatic 
disease,  gastrointestinal  bleeding,  or  significant 
trauma. 

Examination  on  admission  revealed  marked  ab- 


FIGURE  1.  Barium  esophagram  demonstrates  evidence 
of  extensive  esophageal  varices. 

dominal  distention  with  the  classic  physical  signs  of 
massive  ascites.  The  patient  was  moderately  ema- 
ciated but  manifested  none  of  the  other  physical 
findings  of  hepatic  cirrhosis.  The  liver  was  not 
palpable,  although  a moderate  degree  of  spleno- 
megaly was  present.  An  abdominal  bruit  was  not 
discovered  on  admission. 

Pertinent  laboratory  findings  were  as  follows:  a 
leukocytosis  of  30,000;  urinalysis,  blood  urea  nitro- 
gen, uric  acid  were  normal;  serum  cholesterol  230  mg. 
per  100ml.;  total  serum  proteins  6.3  Gm.  per  100  ml.; 
serum  albumin  3.1  Gm.  per  100  ml.;  total  bilirubin  0.6 
mg.  per  100  ml.;  alkaline  phosphatase  140  microns 
per  milliliter  (normal  30  to  85);  lactic  dehydrogenase 
195  microns  per  milliliter;  serum  glutamic  oxaloacetic 
transaminase  38  microns  per  milliliter;  serum  amy- 
lase 62  units;  and  normal  serum  electrolytes. 

A chest  radiograph  demonstrated  mild  cardio- 
megaly.  A plain  recumbent  film  study  of  the  abdo- 
men showed  clear  evidence  of  massive  ascites.  An 
esophagram  revealed  indisputable  radiographic  ev- 
idence of  esophageal  varices  (Fig.  1).  The  upper 
gastrointestinal  tract  study  was  otherwise  unre- 
vealing. A selective  celiac  arteriogram  revealed 
premature  contrast  opacification  of  a massively  di- 
lated and  tortuous  splenic  vein  aneurysm  which  in- 
dicated the  presence  of  a large  arteriovenous  fistula 
between  the  splenic  artery  and  vein  (Fig.  2A).  The 
portal  vein  appeared  significantly  dilated,  and  ab- 
normal collateral  venous  pathways  were  opacified 
(Fig.  2B). 

Preoperative  auscultation  of  the  left  upper  quad- 
rant of  the  patient’s  abdomen  revealed  a clearly  au- 
dible bruit. 
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FIGURE  2.  Celiac  arteriograms.  (A)  Dilated,  tortuous,  redundant  splenic  artery  (open  arrows)  communicating  with  large 
aneurysm  of  splenic  vein  (closed  arrows).  Note  premature  opacification  of  dilated  splenic  vein  in  absence  of  opacification 
of  parenchyma  of  spleen.  (B)  Venous  phase  reveals  unusually  dense  contrast  density  in  abnormally  dilated  portal  vein  (closed 
arrows).  Intrahepatic  portal  venous  radicals,  although  somewhat  dilated,  appear  otherwise  normal.  Open  arrows  point 
to  abnormal  visceroportal  collateral  venous  channels. 


On  exploration  of  the  abdomen  approximately  10 
L.  of  clear  serous  ascitic  fluid  were  removed  from  the 
peritoneal  cavity.  The  large  splenic  venous  aneu- 
rysm was  recognized  and  successfully  resected  after 
ligation  of  the  splenic  artery  immediately  distal  to  its 
origin.  A simultaneous  splenectomy  was  performed. 
Prior  to  resection,  the  portal  venous  pressure  was 
measured  and  recorded  at  400  mm.  of  water.  The 
liver  was  described  as  normal  on  gross  inspection. 

Pathologic  evaluation  of  the  resected  specimen 
revealed  an  easily  probed  fistula  between  the  main 
trunk  of  a tortuous,  arteriosclerotic  splenic  artery  and 
the  venous  aneurysm  at  the  level  of  the  splenic  hilum. 
Banti’s  type  congestive  splenomegaly  was  noted. 

Histologic  studies  of  a liver  biopsy  specimen  re- 
moved during  the  surgical  procedure  showed  no  ab- 
normalities of  the  hepatic  parenchyma  and  normal 
intrahepatic  portal  vessels.  Despite  special  histo- 
logic studies,  including  a trichrome  stain,  no  evidence 
of  hepatoportal  sclerosis  was  found. 

One  year  following  discharge,  the  patient  remained 
asymptomatic  with  no  evidence  of  recurrence  of  as- 
cites, after  which  she  was  lost  to  follow-up. 

Review  of  medical  literature 

Some  of  the  pertinent  findings  culled  from  a review 
of  this  case  and  previously  reported  cases  of  com- 
plicated portal  hypertension  due  to  splenic  arterio- 
venous fistulae  are  of  clinical  and  diagnostic  interest. 
Fourteen  of  these  patients  were  female.  As  pre- 
viously noted,  6 of  the  23  reported  cases  presented 
clinical  ascites.  Right  of  the  23  patients  had  de- 
monstrable esophageal  varices,  only  2 of  these,  in- 
cluding our  patient,  with  associated  ascites.  Twelve 


patients  had  recorded  evidence  of  splenomegaly,  7 
had  murmurs  or  bruits  discovered  on  auscultation  of 
the  area  over  the  spleen,  and  9 patients  presented 
gastrointestinal  bleeding,  most  with  hematemesis. 
Of  the  9 patients  who  had  gastrointestinal  bleeding, 
7 had  demonstrable  esophageal  varices,  1 had  ascites 
but  no  demonstrable  varices,  and  1 had  neither  as- 
cites nor  varices.  Except  in  the  case  reported  by 
Murray,  Thai,  and  Greenspan12  cardiac  signs  clas- 
sically associated  with  systemic  arteriovenous  Fistulae 
have  been  singularly  absent.  Tada,  Ueno,  and 
Awane,13  quoting  Stone,6  suggest  that  this  is  a result 
of  the  smaller  volume  capacity  of  the  portal  venous 
system  relative  to  the  systemic  circulation,  and  more 
likely  the  resistance  offered  by  the  hepatic  sinusoids 
to  increased  blood  flow,  theoretically  preventing  the 
overloading  of  the  systemic  cardiovascular  system. 

Nine  cases,  including  ours,  were  correctly  diag- 
nosed preoperatively  by  one  of  the  appropriate  an- 
giographic methods,  3 by  means  of  splenoportogra- 
phy, 3 by  arteriography,  and  1 by  both  approaches. 
Four  other  patients  underwent  percutaneous  sple- 
noportography, which  failed  to  demonstrate  the 
fistulae  accurately.  Of  the  9 patients  who  underwent 
diagnostically  successful  angiographic  evaluations, 
6 had  prior  evidence  of  either  varices,  ascites,  or 
both. 

Opportunities  for  measurement  of  portal  pressures 
occurred  and  were  recorded  in  11  patients.  These 
pressures  ranged  from  135  to  600  mm.  of  water. 
Nine  of  the  1 1 recorded  pressures  were  abnormally 
elevated. 

In  only  5 of  the  23  cases  were  potential  etiologic 
factors  recorded  in  reference  to  the  fistulae:  1 pa- 
tient with  proved  malaria,  1 with  a history  of  13 
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pregnancies,  1 with  blunt  trauma,  1 gunshot  wound, 
and  1 appeared  to  he  secondary  to  previous  percu- 
taneous splenoportography. 

Comment 

Most  of  us  have  a wealth  of  experience  in  the  di- 
agnosis and  management  of  portal  hypertension  and 
its  awesome  complications.  The  incidence  of  portal 
hypertension  due  to  various  relentless,  fibrosing 
diseases  involving  the  intrahepatic  periportal 
structures  is  staggering.  The  opportunity  to  cure  the 
ravaging  effects  of  portal  hypertension,  particularly 
ascites,  is  a rare  and  gratifying  clinical  experience. 
Our  prime  interest  in  this  case,  as  well  as  in  others  of 
similar  nature,  lies  in  the  fact  that,  although  admit- 
tedly rare,  these  are  all  potentially  remedial  forms  of 
portal  hypertension.  Except  for  the  theoretical 
possibility  of  periportal  sclerosis  resulting  from 
chronic  systematization  of  the  portal  venous  system, 
hepatic  function  in  these  patients  appears  almost 
invariably  to  be  preserved,  and,  consequently,  simple 
surgical  resection  of  the  arteriovenous  communica- 
tion will  be  curative  of  all  the  complications,  in- 
cluding the  ascites  and  varices  if  present. 

The  treatment  and  eventual  cure  of  these  patients 
obviously  depends  on  the  recognition  of  the  causative 
factor,  namely  the  fistula.  The  increasing  applica- 
tion of  catheter  arteriography  in  the  evaluation  of 
patients  suspected  of  having  hepatic  disease  and 
portal  hypertension  should  eventually  lead  to  an 
increase  in  the  detection  of  these  correctable  lesions. 
Most  of  these  lesions  will  be  recognized  in  a seren- 
dipitous manner.  Nevertheless,  although  this  is 
admittedly  a rare  abnormality,  it  should  be  suspected 
in  all  cases  of  portal  hypertension  where  normal  liver 
functions  prevail,  and  where  none  of  the  other 
physical  findings  of  hepatic  cirrhosis  exist.  As  stated 
by  Murray,  Thai,  and  Greenspan12  arteriography 
should  be  applied  in  the  search  for  splenic  or  other 
visceroportal  arteriovenous  fistulae,  in  all  cases  of 
portal  hypertension,  especially  young  patients,  pa- 
tients with  no  hepatomegaly,  those  with  normal  liver 
functions,  and,  above  all,  in  those  patients  with  de- 
tectable continuous  murmurs  over  the  anterior  as- 
pect of  the  spleen. 

As  argued  by  Tada,  Ueno,  and  A wane, 13  it  is  likely 
that  many  of  these  lesions  will  be  of  anomalous  ori- 
gin. Nevertheless,  certain  specific  factors  gleened 
from  the  patient’s  history,  and  of  etiologic  potential, 
should  intensify  the  search  for  an  arteriovenous  fis- 
tula. These  include  a history  of  previously  demon- 
strated splenic  artery  aneurysm,  possibly  detected 
on  plain  abdominal  radiographs,  blunt  or  penetrating 
abdominal  trauma,  a history  of  multiple  pregnancies, 
and,  above  all,  a history  of  previous  surgery,  instru- 
mentation, or  other  potentially  iatrogenic  factors. 
Van  Way,  et  al. 7 have  reported  on  a fifty-five-year- 
old  male  patient  presenting  himself  with  an  audible 
murmur  over  the  spleen  following  a partial  gastrec- 
tomy, who  was  found  on  angiography  to  have  an  ar- 


teriovenous fistula  between  a pancreaticoduodenal 
artery  and  vein.  Although  this  patient  did  not 
manifest  signs  of  portal  hypertension,  the  case  does 
illustrate  the  fact  that  visceroportal  fistulae  do,  on 
occasion,  have  iatrogenic  causes.  This  point  is  even 
more  strongly  illustrated  by  reference  to  the  report 
of  Chait  and  Margulies2  of  a patient  who  developed 
an  arteriovenous  fistula  of  the  splenic  vessels  with 
portal  hypertension  following  a diagnostic  percuta- 
neous splenoportogram. 

In  the  radiographic  evaluations  of  these  patients, 
the  findings  initially  may  be  rather  nonspecific. 
Plain  abdominal  radiographs  may  demonstrate  evi- 
dence of  splenomegaly  and  ascites  if  present.  Hep- 
atomegaly will  generally  be  absent.  The  plain  ra- 
diograph may  show  the  characteristic  appearance  of 
a calcified  aneurysm  of  the  splenic  artery,  which,  if 
discovered,  would  be  of  enormous  value  in  raising  the 
level  of  suspicion  in  the  proper  clinical  setting.  In 
only  one  of  the  previously  reported  cases,  however, 
was  this  finding  present.9  Barium  studies  of  the 
upper  gastrointestinal  tract  may  be  of  value  in  de- 
fining the  presence  of  esophageal  or  gastric  varices. 
It  should  be  anticipated  that  scintographic  radio- 
nuclide studies  of  the  liver,  using  tagged  colloids, 
should  be  relatively  unremarkable. 

The  proper  approach  to  the  angiographic  evalua- 
tion of  patients  with  portal  hypertension  is  well 
known.  However,  particularly  where  an  arteriove- 
nous fistula  of  the  splenic  vessels  is  suspected,  se- 
lective catheterization  of  the  celiac,  or  preferably  the 
splenic,  artery  should  be  the  method  of  choice.  The 
pathophysiologic  hemodynamics  do  not  favor  sple- 
noportography primarily  because  of  the  direction  of 
blood  flow  in  the  fistula.  This  point  is  well  illus- 
trated by  the  fact  that  all  of  the  cases  studied  by 
angiography,  where  the  lesion  remained  undetected, 
were  studied  by  the  method  of  splenoportography. 

Selective  celiac  or  splenic  arteriography  will  result 
in  the  simultaneous  or  premature  opacification  of  an 
invariably  dilated  venous  aneurysm.  Although 
collateral  venous  pathways  may  be  opacified  in  the 
manner  often  seen  in  cases  with  portal  hypertension, 
centripetal  flow  with  a normal  hepatoportal  venous 
drainage  and  a normal  hepatographic  opacification 
should  be  anticipated. 

This  case  is  worthy  of  description  and  discussion 
in  the  medical  literature  not  only  because  of  its  rel- 
ative rarity,  and  that  recognition  of  other  similar 
cases  with  portal  hypertension  is  so  meaningful  be- 
cause of  their  remedial  nature,  but  also  because  the 
adverse  physiologic  effects  of  these  arteriovenous 
fistulae  are  of  such  intense  theoretical,  as  well  as 
clinical,  interest.  Here  we  refer  specifically  to  the 
infrequent  occurrence  of  ascites  as  a manifestation 
of  portal  venous  hypertension  in  the  absence  of  sig- 
nificant hepatic  disease,  as  well  as  the  potentially 
detrimental  effect  of  sustained  extrahepatic  portal 
venous  hypertension  on  the  initially  normal  liver.  As 
we  shall  see,  these  two  pafhophysiologic  phenomena 
may  or  may  not  be  causally  related. 
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In  the  ordinary  patient  with  portal  hypertension, 
as  in  those  patients  with  hepatic  cirrhosis,  elevated 
portal  pressure,  low  plasma  osmotic  pressure,  ex- 
cessive sodium  intake,  and  sodium  retention  are 
usually  present  and  most  authorities  believe  ade- 
quately account  for  the  occurrence  of  ascites.  The 
importance  of  hepatic  outflow  tract  obliterative 
changes  in  the  genesis  of  ascites  has  been  difficult  to 
ascertain,  but  most  believe  it  is  contributory.  Brit- 
ton14 states  that  gross  obliterative  and  stenotic 
changes  in  the  intrahepatic  portal  venous  system 
show  a close  correlation  to  the  presence  and  persis- 
tence of  ascites  in  patients  with  hepatic  cirrhosis. 

Now  it  is  quite  clear  that  the  existence  of  the  rel- 
atively unique  clinical  state  of  ascites  with  isolated 
portal  hypertension  without  underlying  liver  disease, 
portal  venous,  or  hepatic  venous  obstruction  offers 
us  an  ideal  in-vivo  experimental  model  in  evaluating 
the  isolated  effects  of  the  increased  extrahepatic 
portal  venous  pressure  on  the  formation  of  ascitic 
fluid.  Cassel  et  al.,9  referring  to  the  experimental 
work  of  Schilling  and  McKee  and  the  similar  studies 
of  Servello  and  Rosse,  have  noted  that  it  has  been 
rather  difficult  to  produce  ascites  in  dogs  by  the 
creation  of  iatrogenic  arteriovenous  fistulae  between 
the  systemic  and  portal  vascular  systems. 

There  are,  however,  other  factors  to  be  considered. 
Donovan  et  a/.4  have  pointed  out  that  the  morpho- 
logic alterations  in  the  liver  and  portal  venous  sys- 
tems of  patients  with  systemic  portal  arteriovenous 
fistulae  have  not  been  sufficiently  emphasized.  The 
authors,  citing  the  work  of  Cohn  in  1953,  noted  that 
the  systematization  of  the  portal  venous  system  in 
dogs  over  a long  period  results  in  thickening  and 
scarring  of  the  intrahepatic  portal  vein  radicals,  as 
well  as  muscularis  hypertrophy  of  these  vessels. 
They  reported  on  2 patients  with  visceroportal  ar- 
teriovenous fistulae  who  showed  histologic  findings 
of  highly  vascularized,  widened  portal  spaces  and 
thickened  intrahepatic  portal  vein  radicals.  They 
suggested  the  term  hepatoportal  sclerosis  as  appli- 
cable to  these  hepatic  changes  presumably  resulting 
from  the  effects  of  sustained,  undampened  sys- 
tematization of  the  portal  venous  pressure  on  an 
initially  normal  hepatic  vasculature.  Inevitably, 
these  changes,  if  they  were  to  occur,  would  only  serve 
to  intensify  the  portal  hypertension  which  theoreti- 
cally may  account  for  the  accumulation  of  ascitic 
fluid  in  this  group  of  patients. 

It  has  been  suggested  that  the  chronicity  factor,  by 
way  of  its  resultant  hepatoportal  sclerosis,  is  crucial 
to  establish  the  setting  for  the  development  of  varices 
and  ascites.  This,  however,  is  not  supported  by  the 
findings  in  our  patient  who  developed  both  of  these 
serious  complications  in  the  absence  of  histologic 
evidence  of  any  intrahepatic  vascular  changes.  It  is 
of  course,  theoretically  possible  that  the  sustained 
high  portal  pressures  alone,  and  the  resultant  massive 
increase  in  hepatic  blood  flow,  eventually  exceed  the 
transport  capacity  of  the  liver  lymphatics,  leading  to 


the  transudation  of  excess  lymph  from  the  liver  and 
intestinal  surfaces  to  form  ascites. 

Conclusion 

The  growing  awareness  of  the  clinical  syndrome 
of  completely  curable  portal  hypertension  secondary 
to  splenic,  or  other  visceroportal,  arteriovenous 
fistulae  fortifies  the  rising  dominance  of  celiac  arte- 
riography over  splenoportography  in  the  evaluation 
of  patients  with  suspected  portal  hypertension. 
Selective  celiac  or  splenic  arteriography  should  be 
applied  in  all  patients  with  suspected  portal  hyper- 
tension where  any  of  the  following  clinical  findings 
have  been  noted:  a relative  absence  or  paucity  of 
evidence  of  hepatic  dysfunction;  a bruit  audible  over 
the  upper  abdomen;  previous  blunt  or  penetrating 
abdominal  trauma;  a knowledge  of  previous  surgical 
or  other  possibly  related  instrumentations;  a de- 
monstrable or  suspected  aneurysm  of  the  splenic 
artery;  or  a history  of  an  unusually  high  number  of 
pregnancies.  Finally,  one  must  add  to  the  already 
long  list  of  differential  diagnoses  of  ascites,  in  the 
absence  of  hepatic  disease,  portal  hypertension  sec- 
ondary to  splenic  or  other  visceroportal  arteriovenous 
fistulae. 
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Countersuit  Activity 


MILTON  ROSENBERG.  M.D. 

Patchogue,  New  York 

Chairman,  Countersuits  Subcommittee,  Professional  Medical 
Liability  Insurance  and  Defense  Board 


The  receipt  of  a summons  and  complaint  by  a 
physician  in  a malpractice  action  sets  off  a sequence 
of  reactions  by  the  physician,  none  of  them  particu- 
larly good.  Many,  if  not  all,  of  the  physicians  feel 
aggrieved  and  consider  that  there  is  no  justification 
in  being  named  a party  to  the  action.  Their  frus- 
tration is  acute.  We  must  accept,  however,  the  fact 
that  within  the  legal  system  under  which  we  function, 
the  right  to  pursue  a malpractice  action,  because  of 
real  or  imagined  negligence,  is  inviolate. 

Methods 

There  are,  however,  some  actions  which  can  be 
construed  to  be  nonmeritorious  or  even  frivolous,  or 
even  possibly  started  for  more  nefarious  reasons.  It 
is  to  these  latter  categories  that  your  State  Society 
has  addressed  itself  with  vigor,  by  creating  a new 
countersuits  subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board.  It 
has  been  my  privilege  to  be  selected  as  chairman. 
The  final  recommendations  and  guidelines  were 
approved  by  the  Council  on  January  27,  1977,  fol- 
lowing action  taken  by  the  1976  House  of  Delegates. 
We  now  publish  in  the  Addendum,  for  the  members 
of  the  State  Society,  the  guidelines  under  which  this 
committee  will  function,  and  outline  the  assistance 
the  society  will  render  to  a member  in  the  evaluation 
of  the  suitability  for  countersuit,  and  the  degree  of 
financial  assistance.  To  our  knowledge,  this  is  fur- 
ther than  any  other  state  medical  society  has  ven- 
tured. 

There  are  several  caveats  we  would  like  to  offer. 
First,  we  do  not  believe  that  countersuits  wiil  have 
an  important  impact  on  the  total  medical  negligence 
crisis.  Only  substantive  changes  in  the  tort  liability 
system  in  all  areas  can  slow  the  juggernaut  of  awards 
which  is  engulfing  this  nation.  If  society  wishes  to 
make  all  untoward  mishaps  compensable,  then  all  of 
society  should  share  in  the  cost. 

We  are  well  aware  of  the  diminution  in  malpractice 
action  in  Cook  County,  Illinois,  as  a result  of  the 
Berlin  case,  but  the  final  chapter  there  has  not  yet 


been  written.  For  what  reason  then  has  the  Society 
opted  to  play  a major  role  in  countersuits?  It  is  be- 
cause your  Society  wishes  to  aid  its  members  in 
fighting  nonmeritorious  malpractice  suits. 

Second,  physicians  should  be  aware  that  the  road 
of  countersuits  is  tortuous;  it  is  new  and  in  many  in- 
stances uncharted.  The  present  laws  on  the  subject 
militate  against  us.  New  precedents  may  have  to  be 
set.  Countersuit  actions  commenced  at  the  wrong 
time  are  doomed  to  failure.  We  are  already  in  receipt 
of  an  adverse  opinion  against  a physician  who  sought 
to  countersue  after  only  a summons  and  complaint 
had  been  served.  Physicians  have  been  asking  their 
defense  attorneys  to  counterclaim,  an  entity  distinct 
from  countersuits.  It  is  conceivable  that  such  action 
will  not  only  fail,  be  costly,  but  may  actually  be 
counterproductive. 

Conclusion 

We  hope  in  the  future  to  bring  you  updates  on  the 
status  of  our  progress.  In  addition,  we  will  attempt 
to  delineate  those  legal  precepts  which  may  consti- 
tute the  proper  basis  for  action.  In  the  interim,  the 
State  Society,  through  this  committee,  is  ready  to 
serve  you  in  any  way  we  can. 

Addendum 

Guidelines  to  be  followed  in  requesting  support  by 
the  Medical  Society  of  the  State  of  New  York  for  in- 
stitution of  countersuits 

I.  Conditions  precedent  to  review  of  case 

A.  The  physician  must  be  a member  in  good  standing 
of  the  MSSNY  (Medical  Society  of  the  State  of  New 
York)  throughout  all  phases  of  the  Society’s  in- 
volvement. 

B.  There  must  have  been  a successful  conclusion  of  the 
malpractice  action  in  favor  of  the  then  physician- 
defendant. 

C.  All  appeals  of  the  decision  in  the  malpractice  action 
must  be  concluded,  or,  in  the  alternative,  the  time 
within  which  to  appeal  must  have  expired. 

D.  A questionnaire  must  be  completed  by  the  physi- 
cian to  the  best  of  his  ability. 

II.  Method  of  operation 

A.  Utilization  of  legal  advisors 

1.  Preliminary  screening  of  raw  data  for  legal  basis 

on  which  suit  might  be  predicated: 

a.  Submission  to  the  committee  as  a whole  on 
receipt  of  a completed  questionnaire; 

b.  Review  of  case  by  MSSNY  attorneys; 

c.  Retention  of  attorney(s)  to  screen  the  raw 
data  on  a case-by-case  basis,  if  necessary. 

B.  Utilization  of  medical  advisors 

1.  Medical  review  by  the  committee  as  a whole; 
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2.  Review  by  medical  expert  in  the  field  involved, 
and  preferably  that  expert  who  testified  in  the 
original  action,  if  any. 

III.  Procedural  ground  rules 

A.  The  Society  will  absorb  the  cost  of  all  review  pro- 
cedures associated  with  the  initial  review  of  po- 
tential cases  and,  in  addition,  will  absorb  the  cost 
of  the  legal  review  if  it  is  determined  that  such  is 
necessary  but  not  to  exceed  the  sum  of  five  hundred 
dollars  ($500)  per  case. 

B.  The  Society  will  absorb  80  percent  of  the  incurred 
legal  expenses  and  attorneys  fees.  However,  the 


New  rabies  vaccine 
proves  safe,  effective 

An  effective  and  simplified  new  treatment  for  rabies  was 
reported  in  the  December  13  Journal  of  the  American 
Medical  Association. 

The  new  treatment  involves  only  half  a dozen  injections, 
with  virtually  no  side  effects.  Present  methods  involve  14 
to  21  injections,  with  frequent  severe  side  reactions. 

Hilary  Koprowski,  M.D.,  of  the  Wister  Institute  of 
Anatomy  and  Biology,  World  Health  Organization  Col- 
laborating Center  for  Reference  and  Research  in  Rabies, 
Philadelphia,  reports  on  field  trials  in  Iran  in  which  45 
persons  severely  bitten  by  rabid  dogs  and  wolves  were 
treated  with  a new  rabies  vaccine  produced  in  cultures  of 
human  diploid  cells.  They  also  received  one  injection  each 
of  rabies  immune  serum. 

“This  treatment,”  says  Dr.  Koprowski,  “in  contrast  with 
past  experience  with  other  vaccines,  resulted  in  protection 


society’s  cost  shall  not  exceed  four  thousand  dollars 
($4,000)  in  the  aggregate. 

C.  F urther  financial  assistance  will  be  determined  on 
a case-by-case  basis. 

D.  Prospective  physician-plaintiffs  must  sign  a written 
agreement  to  repay  to  the  Medical  Society  a pro 
rata  share  of  its  costs  out  of  the  proceeds  of  any  re- 
covery if  this  Society  has  advanced  funds  for  this 
purpose  on  their  behalf. 

485  North  Ocean  Avenue 
Patchogue,  N.Y.  11772 


of  all  individuals  against  rabies.  Thus,  almost  a century 
after  the  postexposure  treatment  of  humans  was  initiated, 
an  effective  tool  for  protecting  man  against  rabies  has  fi- 
nally been  developed.” 

The  new  vaccine,  produced  by  the  Institut  Merieux  in 
Lyon,  France,  is  known  as  human  diploid  cell  vaccine 
(HDCV).  It  was  sent  to  the  WHO  Collaborating  Center 
for  Rabies  Research  in  Tehran  for  field  trials.  It  was  used 
successfully  on  45  persons  bitten  by  six  dogs  and  two  wolves 
in  rural  areas  of  northwestern  Iran  between  June,  1975,  and 
January,  1976. 

Six  months  after  the  trial  ended,  all  of  the  treated  indi- 
viduals were  alive  and  well,  with  the  exception  of  one  90- 
year-old  man  who  died  of  a heart  attack  five  months  fol- 
lowing rabies  treatment  and  after  a hard  day’s  work. 

“Based  on  these  results,  we  are  convinced  that  a major 
breakthrough  has  been  achieved  in  the  postexposure 
treatment  of  humans  exposed  to  rabies  infection,”  Dr. 
Koprowski  writes. 
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From  time  to  time,  historians  and  scholars  redis- 
cover Cadwallader  Colden.  There  is  a flurry  of  in- 
terest in  him  for  a while,  but  then  it  dies  down,  since 
he  really  did  not  leave  behind  any  one  lasting 
achievement.  He  does  seem  to  be  a singularly  fitting 
topic  for  a symposium  on  medical  history  in  Colonial 
New  York.  He  encompassed,  in  one  man,  careers  in 
medicine,  science,  and  politics  during  the  period  we 
are  surveying.  It  may  be  regretted  by  some  staunch 
devotees  of  American  democracy  that  Colden  ad- 
hered strongly  to  both  England  and  George  III  during 
the  late  altercation,  but  maybe  I can  be  forgiven  for 
partiality  in  view  of  my  own  transatlantic  origin. 

Colden  was  a man  of  many  talents  and  qualities, 
and  he  had  a magnificent  opportunity  to  exercise 
them  during  his  88  years  of  life.  He  spanned  three 
quarters  of  the  eighteenth  century,  living  from  1688 
to  1776.  These  are  two  very  historic  dates,  the  first 
being  the  year  of  the  Bill  of  Rights  in  England,  and 
the  second  America’s  independence.  He  died  shortly 
after  the  independence,  which  he  had  so  dreaded,  was 
proclaimed.  From  the  numerous  writings  he  left,  it 
is  clear  that  he  remained  lucid  and  active  until  the 
end.  There  is  no  evidence  that  he  became  senile  or 
demented.1 

There  are  still  some  faint  traces  of  Colden  in  and 
around  New  York.  These  result  from  his  long  period 
of  service  in  the  Colonial  administration,  first  as 
surveyor-general  from  1719  to  1761,  then  as  lieu- 
tenant governor,  and  briefly  as  acting  governor  for 
several  years.  In  New  York,  there  is  Mount  Colden 
in  the  Adirondacks,  and  both  White  Plains  and  The 
Bronx  have  a Colden  Avenue.  Several  monographs 
and  papers  exist  about  his  work  in  politics,  but  his 
medical  and  scientific  pursuits  are  more  appropriate 
to  the  present  discussion. 

Presented  at  the  I7()th  Annual  Convention  of  the  Medical  So- 
ciety of  the  State  of  New  York,  New  York  City,  Session  on  Ar- 
chives, Joint  Meeting  wit  h Medical  Archivists  of  New  York,  and 
t he  Woman’s  Auxiliary  of  the  Medical  Society  of  the  State  of  New 
York,  Sunday,  November  7,  1976. 


Medical  background 

Saul  Jarcho,  M.D.,  has  effectively  separated  fact 
from  myth  in  the  case  of  Cadwallader  Colden.2  He 
was  born  of  Scottish  parents  in  Northern  Ireland,  and 
shortly  afterward  was  taken  back  to  Scotland.  He 
was  educated  at  Edinburgh  University,  obtaining  an 
M.A.  degree  without  a thesis,  but  there  is  no  record 
of  his  being  registered  for  medical  studies  there.  He 
did  set  up  his  career  as  a physician,  however,  emi- 
grating to  America  because  he  had  an  aunt  in  Phila- 
delphia who  could  provide  some  financial  backing. 
He  returned  to  Scotland  to  marry,  and  then  brought 
his  wife  back  to  America. 

In  the  extensive  collection  of  his  papers  published 
by  the  New  York  Historical  Society,  there  are  some 
lists  of  drugs  in  existence  that  he  obtained  by  mail 
from  London.  It  is  interesting  to  see  what  kinds  of 
drugs  he  wanted,  and  the  quantities  requested. 
These  letters  were  handed  to  ships’  captains,  and 
then  the  goods  were  obtained  on  the  return  voyage. 
In  the  collected  papers,  one  can  also  see  that  the  good 
doctor  carried  on  an  extensive  business  in  nonmed- 
ical commodities,  and  presumably  augmented  his 
income  very  significantly.  By  1728  he  was  able  to 
buy  a large  estate  in  Ulster  County,  and  called  it 
Coldengham.  It  is  near  present-day  Newburgh,  and 
a recent  cutting  from  the  Newburgh  Times  Herald 
recalls  the  contribution  made  by  the  Coldens  to  early 
river  trade  and  prosperity  along  the  Hudson.3  They 
had  a large  shipping  business  and  built  wharves  and 
sheds  as  early  as  1730. 

These  activities  were  not  enough  for  him;  he 
maintained  very  serious  interests  in  science  and 
natural  history,  and  developed  political  ties  as  well 
that  led  to  his  becoming  surveyor  general. 

Scientific  background 

Once  again  Dr.  Jarcho  has  exploded  some  myths 
regarding  Colden’s  scientific  connections  with  the 
astronomer  Edmund  Halley  and  the  Royal  Society, 
but  it  is  still  clear  that  he  had  wide-ranging  knowl- 
edge of  the  current  science  and  a strong  desire  to 
broaden  his  own  information  and  promote  scholar- 
ship in  Colonial  America.2 

He  is  probably  best  known  for  his  History  of  Five 
Indian  Nations,  published  in  two  volumes  in  1724. 4 
It  is  a dry  account  of  wars  and  reconciliations,  but  it 
was  useful  then  and  still  remains  useful  now  to  stu- 
dents of  Indian  history.  He  was  very  close  to  many 
Indian  chiefs  and  spent  a lot  of  time  among  them 
while  surveying  in  Upstate  New  York.  If  he  had  only 
written  down  what  he  saw  in  their  camps  and  tepees, 
it  would  have  brought  the  whole  thing  to  life. 
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From  Benjamin  Franklin 

Philad*  Sept.  29,  1748. 

Sir 

I received  your  Favour  of  the  12,h  Inst  which  gave  me 
the  greater  Pleasure,  as  ’twas  so  long  since  I had  heard 
from  you.  I congratulate  you  on  your  Return  to  your 
beloved  Retirement:  I too  am  takeing  the  proper  Meas- 
ures for  obtaining  Leisure  to  enjoy  Life  & my  Friends 
more  than  heretofore,  having  put  ray  Printing  house 
under  the  Care  of  my  Partner  David  Hall,  absolutely  left 
off  Bookselling,  and  remov’d  to  a more  quiet  Part  of  the 
Town  where  I am  settling  my  old  Acc“.  and  hope  soon  to 
be  quite  a Master  of  my  own  Time,  and  no  longer  (as  the 
Song  has  it)  at  every  one’s  Call  but  my  own.  If  Health 
continues,  I hope  to  be  able  in  another  Year  to  visit  the 
most  distant  Friend  I have,  without  Inconvenience. — 
With  the  same  Views  I have  refus’d  engaging  further  in 
publick  Affairs.  The  Share  I had  in  the  late  Association, 
&c.  having  given  me  a little  present  Run  of  Popularity/ 
THE  COLDEN  PaPERS-  174S- 1754  459 

From  Benjamin  Franklin 

New  York  July  21,  1754 

Dear  Sir, 

I wrote  a Line  to  you  from  your  Landing  promising 
to  send  you  a Copy  of  the  Plan  of  Union  which  I now 
enclose 

We  had  a great  deal  of  Disputation  about  it  almost 
every  Article  being  contested  by  one  or  another;  but  at 
length  we  agreed  on  it  pretty  unanimously;  and  Copies 
are  ordered  for  the  several  Governments:  How  they  will 
relish  it,  or  how  it  will  be  look’d  on  in  England  I know 
not.  It  is  not  altogether  to  my  mind,  but  ’tis  as  I could 
get  it ; for  the  sake  of  obtaining  generals  you  know  one 
is  sometimes  oblig’d  to  give  up  particulars.  I am,  with 
the  greatest  Esteem  A-  Respect,  Dr  Sir, 

Your  most  hum1  Serv' 

B Franklin 

PS.  You  will  see  by  the  enclos’d 

Pamphlet,  that  Measures  are  taking  in 

England  for  anglifying  our  Germans.  The 

Society  have  appointed  our  Governor,  Mr 

Allen  Mr  Peters,  my  self,  & some  others 

Commissions  for  executing  their  Plan  B 

in  Pensilvania. 

FIGURE  1.  Sample  letters  from  Benjamin  Franklin.  (A) 
September  29,  1748,  with  warm,  friendly  tone.  (B)  July  21, 
1754,  with  political  allusion. 

Botany  was  one  of  his  main  interests,  yet  it,  too, 
occupied  only  part  of  his  attention.  He  corre- 
sponded with  Benjamin  Franklin  about  electricity 
and  what  was  then  called  “natural  philosophy.” 
Figure  1 shows  random  samples  of  the  correspon- 
dence. There  are  dozens  of  these  letters,  containing 
mutual  protestations  of  esteem,  as  well  as  exchanging 
serious  detailed  accounts  of  experiments  and  philo- 
sophic ideas.  Franklin  sent  Colden  one  of  the  earliest 
descriptions  of  his  stove.  Colden  evidently  made  the 
first  suggestion  for  founding  the  American  Philo- 
sophical Society  at  Philadelphia,  something  Franklin 
adopted.  All  this  underlines  the  interesting  fact  that 
Franklin  nowhere  mentions  Colden  in  his  celebrated 
Autobiography ,5  Yet,  the  collected  editions  of 


Franklin’s  papers  do  include  the  Colden  correspon- 
dence.6 It  is  odd  that  Franklin  should  have  “for- 
gotten” a man  with  whom  he  shared  so  many  ideas 
for  so  long  a period. 

It  has  been  suggested  that  it  was  not  good  for 
Franklin’s  reputation  as  a patriot  to  reveal  how  close 
he  had  been  to  Colden,  a man  known  as  an  unwav- 
ering Royalist.  The  mob  hated  Colden  for  his  in- 
sistence on  observing  the  laws  sent  from  London;  in 
the  Stamp  Act  Rebellion  of  1765  to  1766,  his  life  was 
threatened,  and  he  was  forced  to  give  the  stamps  to 
the  New  York  Common  Council.  If  this  interpre- 
tation is  correct,  it  shows  Franklin  as  a very  cautious 
man,  possibly  a little  less  than  heroic. 

Influence  of  Linnaeus 

Eighteenth-century  physicians  used  many  botanic 
remedies.  A few  minerals  were  used,  but  the  main 
bulwark  of  treatment  rested  on  the  plant  kingdom. 
The  drugs  that  came  from  the  Far  East  and  other 
distant  places  all  started  as  vegetable  derivatives, 
but,  in  addition,  the  physicians  used  many  plants 
growing  locally  to  treat  disease.  This  was  based 
partly  on  folklore,  since  poor  country  people  often 
knew  about  the  medicinal  properties  of  common  and 
not-so-common  plants.  The  science  of  botany  began 
very  early  as  a quest  for  useful  plants. 

In  1735,  Carolus  Linnaeus,  the  Swedish  naturalist, 
brought  out  the  first  of  his  treatises  on  classification 
in  botany.  There  were  several  of  these  works  that 
had  a profound  impact  on  scientific  thought  in  the 
eighteenth  century.  For  the  first  time,  it  seemed 
possible  to  allot  every  plant  to  its  known  place  in  a 
huge  scheme,  and  also  to  insert  hitherto  unknown 
plants  among  them.  It  instilled  a great  feeling  of 
certainty  into  what  had  been  a very  muddled  subject. 
Linnaeus’s  sexual  system  was  artificial  in  the  sense 
that  two  plants  that  obviously  resembled  each  other 
might  end  up  in  different  orders  because  of  a differ- 
ent number  of  stamens  or  pistils.  There  are  many 
faults  in  the  system,  and,  as  always,  numerous  people 
have  sought  to  diminish  his  contribution  and  take 
away  his  towering  reputation. 

Linnaeus  knew  nothing  of  evolution  and  so  could 
not  imagine  that  species  were  not  immutable.  By  the 
end  of  his  life,  he  did  begin  to  change  his  ideas 
somewhat,  and  to  become  less  rigid.  This  phase  of 
his  work  is  much  less  widely  known.  It  is  in  a way 
unimportant,  since  the  effect  of  his  well-known  work 
was  profound  in  the  extreme,  stimulating  travel  and 
exploration,  and  hence  allowing  new  ideas  in  botany 
and  natural  history  to  evolve.  Without  the  large 
collections  of  plant  life,  scientists  could  not  see  the 
subtle  shifts  of  species  and  varieties,  as  well  as  the 
varying  effects  of  climate  and  adaptation. 

Linnaeus  did  not  travel  himself,  but  sat  in  Uppsala 
(Sweden)  a little  like  a spider  in  a web,  corresponding 
with  physicians  and  amateur  botanists  in  numerous 
places.  He  was  the  touchstone,  and  anyone  with  any 
interest  in  the  subject  would  seek  his  help  and  advice. 
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As  soon  as  they  saw  an  interesting  plant,  they  would 
preserve  it  and  send  it  to  him  for  his  opinion.  These 
people  also  corresponded  with  each  other.  As  a 
further  stimulus,  Linnaeus  actually  dispatched  young 
scientists  to  different  areas  to  collect  plant  life  in  a 
more  systematic  manner.  In  return,  he  helped  them 
all  to  label  and  classify  their  finds. 

Colden  managed  to  read  Linnaeus’s  work  very 
soon  after  it  was  published.  He  wrote  frequently  to 
one  or  two  men  in  London  who  were  very  important 
amateur  botanists.  Peter  Collinson  was  a Quaker 
merchant  whose  avocation  was  botany.  Other 
Quakers  communicated  with  him,  and  both  Dr. 
Fothergill  and  Dr.  Lettsom  in  London  were  very  ac- 
tive in  following  the  latest  discoveries  from  America. 
They  all  had  exceptionally  lovely  gardens  in  which 
they  planted  the  treasures  they  received.  The  latter 
two  men  were  also  very  active  in  helping  American 
physicians  obtain  further  training  in  England  and 
Scotland  as  well  as  in  organizing  medical  teaching  in 
America  itself.  There  was,  of  course,  that  natural 
affinity  among  Quakers  that  played  a role  in  their 
attitudes. 

Colden  probably  got  Linnaeus’s  book  through 
Collinson.  It  immediately  appealed  to  him,  and  he 
rapidly  adopted  the  sexual  classification  of  plants. 
He  evidently  did  not  completely  take  over  the  bino- 
mial nomenclature.  This  was  another  of  Linnaeus’s 
contributions  that  clarified  communication  among 
botanists.  He  limited  each  name  to  indicating  the 
genus  and  the  species.  This  is  now  a generally  ac- 
cepted way  of  describing  almost  all  living  organisms. 
He  was  not  the  first  person  to  suggest  it,  but  he  used 
it  so  extensively  and  thoroughly  that  it  has  come  to 
be  associated  with  him.  The  names  of  genera  began 
to  expand  widely  as  newly  discovered  plants  ap- 
peared. Botanists  commemorated  older  workers, 
naming  the  Lobelia  for  Matthias  de  Lobel,  the 
Flemish  botanist,  and  Bauhinia  for  Jean  and  Gas- 
pard  Bauhin,  Swiss  botanists,  and  also  complimented 
each  other. 

Linnaeus  himself  had  a Linnaea  borealis;  Wistaria 
for  Caspar  Wistar,  American  anatomist,  Kuhnia  for 
Adam  Kuhn,  a Philadelphian,  Sloanea  for  Sir  Hans 
Sloane,  British  naturalist,  and  Gardenia  for  Alex- 
ander Garden,  American  botanist,  represent  only  a 
very  few  of  the  names  bestowed.  Colden  also  re- 
ceived this  honor,  although  it  is  possible  that  Col- 
denia  was  named  for  his  daughter  Jane.  Colden 
taught  her  to  examine  plants  critically,  and  before 
her  marriage  she  made  a list  of  flowers  with  careful 
drawings  and  accurate  descriptions  in  the  Linnaeus 
fashion. 

This  work  has  survived  to  the  present  and  is  in  the 
British  Museum.  It  has  been  published  by  the 
Garden  Club  of  Orange  and  Dutchess  Counties,  to- 
gether with  a portrait  of  Colden.1  Jane  Colden  had 
influenced  Samuel  Bard,  founder  of  New  York 
Hospital,  as  a boy,  when  he  stayed  at  their  country 
estate.  Some  feminists  claim  her  as  the  first  Amer- 
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FIGURE  2.  (A  and  B)  Letter  from  Carolus  Linnaeus  to 
“Codwallad  Colden,”  August  6,  1747,  with  discussion  of 
Colden’s  manuscript  for  “Plantae  Coldenghamiae.” 

ican  woman  botanist.  Linnaeus  certainly  knew  of 
her  efforts  in  botany,  so  it  is  possible  that  he  had  her 
in  mind  when  he  named  the  Coldenia. 


Linnaeus  and  Colden 

Colden  wrote  directly  to  Linnaeus,  but  the  way  was 
made  easier  by  the  network  of  correspondence  be- 
tween America  and  England,  between  England  and 
the  Continent,  and  from  everyone  to  Linnaeus. 
Collinson  began  to  tell  Gronovius,  in  Amsterdam, 
about  the  eager  scholar  in  the  wilds  of  New  York. 
Colden  wrote  about  the  antiscorbutic  effects  of  the 
great  water  dock  plant,  Rumex  aquaticus  or  Herba 
Britannica,  and  Linnaeus  commented  on  this  in 
writing  to  James  Lind. 

Some  of  the  correspondence  exists  today,  in  the 
possession  of  the  New  York  Historical  Society  (Fig. 
2).  Linnaeus  asked  Colden  to  receive  the  Swedish 
botanist  Peter  Kalm  whom  he  had  sent  to  collect  for 
him.  They  also  discussed  the  classification  of  plants 
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nofa,  molfia,  verfus  petiolum  cordata,crenata. 


143.  AIELISSA  qnee  Pulegi'uni  , odore  vehementi, 
fiore  violaceo  , radice  nequaquam  reptatrice. 
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FIGURE  3.  Title  pages  of  ‘ Plantae  Coldenhamiae  ' (A)  Printed  by  Linnaeus  in  Acta  Societatis  Regiae  Scientarium  Upsaliensis, 

1743.  Introduction  by  Linnaeus  describes  how  he  received  work  through  Gronovius.  (B)  Second  part  of  "Plantae  Colden- 
hamiae, ” actually  published  in  1750. 


and  other  topics  in  natural  history.  Asa  Gray,  pro- 
fessor of  botany  at  Harvard  and  the  dominant  figure 
in  American  botany  for  many  years,  published  this 
correspondence  in  1843.' 

In  1743,  Linnaeus  published  a piece  of  work  by 
Colden  in  the  Acta  Societatis  Regiae  Scientarum 
Upsaliensis,  received  about  1741. 8 It  was  called 
“Plantae  Coldenghamiae,”  with  a long  descriptive 
Latin  title.  Figure  3 A shows  the  title  page  with  a 
brief  introduction  by  Linnaeus  describing  how  he 
received  the  work  from  Gronovius.  (Note  the  mis- 
spelling of  Colden's  name.)  It  is  a flora,  or  list  of 
plants,  growing  in  and  around  Colden’s  property  of 
Coldengham.  Its  publication  helped  to  establish 
Colden  as  an  important  Colonial  scholar.  In  the 
population  of  that  period,  Alice  Keys  points  out  that 
there  were  only  15  known  college  graduates  among 
100,000  Colonial  citizens.9  She  indicates  that  Colden 
started  his  collecting  at  the  behest  of  Governor 
Robert  Hunter,  who  offered  to  pay  him  from  Colonial 
funds  if  he  would  compile  an  accurate  account  of 
plant  and  animal  life.  Unfortunately  Horace  Wal- 
pole called  in  all  his  arrears,  and  so  there  was  no 
money  for  such  a praiseworthy  effort. 


Asa  Gray"  mentions  Colden’s  list  of  plants,  but 
dismisses  it  as  a brief  essay  of  20  pages.  He  evidently 
did  not  know  of  the  second  installment  that  appeared 
in  the  1751  Acta  Societatis  Regiae  Scientarum  Up- 
saliensis.8 The  actual  numbers  of  pages  are  81  to 
136  in  the  first  volume,  or  55,  and  47  to  82  in  the 
second  volume,  or  35,  a total  of  90  pages  altogether. 
This  is  not  such  a negligible  contribution  (Fig.  3B). 
Note  that  the  name  is  now  correctly  spelled;  a total 
of  237  separate  plants  are  included. 

“Plantae  Coldenghamiae” 

Since  I am  not  primarily  a botanist,  any  comments 
I may  make  must  be  considered  very  tentative.  In 
studying  Colden’s  work,  one  can  see  that  he  used  only 
the  generic  name  with  a qualifying  specific  clause. 
This  is  what  I meant  by  his  not  completely  adopting 
binomial  nomenclature.  Considering  how  soon  this 
came  out  after  Linnaeus  published  his  own  work,  the 
results  are  very  commendable. 

One  humorous  error  that  crept  into  the  printed 
article  is  due,  I am  sure,  to  a misreading  of  Colden’s 
handwriting.  Linnaeus  knew  only  Swedish  and 
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G’j-  Akalia  caule  foliofo  lxvi. 

Arulia  e\  alis  dorifera.  Ilort.  cliff.  113. 
hlojlraiibiis  Spicknard. 

Folia  cordata,  bina  oppofita,  pinnatarum  more  fi- 
ta,  foliorum  etcnim  plana  ramnlis  vel  medix 
codx  pai  allela  funt,  Sz  corum  unum  ramulum 

tcrminat. 

Flores  gcrit,  non  in  umbella,  fed  in  racemo  com- 
pofito . uvarum  indar. 

Radix  tuberofa , crn/fa  Jiicco  latteo  baljaniico,  gra- 
to , odoris  abuudans. 

lit  Alorbis  Jlowacbt  & pedons  frequeutius  a noflr  i- 
tibus  ufurpatur. 

68.  Aralia  arborea  aculeata.  Litni.virid.z6.  Cron, 
virg.  34. 

0 3 


A 


FIGURE  4.  Segment  of  “Plantae  Coldenhamiae.”  (A) 
Aralia  arborea  is  one  of  "Pentandriapentagynia,”  appearing 
here  as  number  68.  (B)  At  top  of  figure,  word  “toolh-ach,” 
considered  to  be  mistaken  rendering  of  “toothache.” 
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FIGURE  5.  (A  and  B)  Pages  of  “Plantae  Coldenghamiae”  in 
Cadwallader  Colden’s  own  handwriting  showing  both  Latin 
and  English,  Some  “ts”  are  not  crossed,  showing  how  errors 
could  have  occurred. 


108 <S6  ) o ( <35 

A ’uflratibus  Prickly- Ash , vel  Toolh-ach  tree. 
Frutex. 

Cal.  Periuiitbium  hexaphyllum,  foliolis  ovalibus, 
margine  coloratis. 

Cor.  nulla. 

Stam.  Filamenta  fex.  Anther.t  didymx,  ful cat x, 
magnx. 

Pist.  Germina  qimtuor , <?r/  lajw  pedunculo  unita. 
Styli  totidem,  ex  lateribus  prodcuntcs,  & verfus 
centrum  floris  verfi.  Stigmata  obtufa. 

Pfr  1 

e ' !•  aborticrunt. 
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bus  duo,  in  pluribus  tria,  led  in  plurimis  qua- 
tuor.  In  aliquibus  etiam  feptem  folia Perianthii. 

Cortex  hums  git  flu  fervidus  & Decoflum  ejtts  abht- 
thgeuis  acl  Hydropew  & Morbos  Rbeumaticos  u- 
furpatur , & eorum  exewplo  ab  Incolis ; ejl  tnjigne 
fudoriferttm.  B 
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Latin.  He  never  learned  English  or  German  because 
in  his  travels  he  was  able  to  converse  with  other 
scholars  fully  in  Latin.  Figure  4 A shows  a segment 
of  Plantae  Coldenghamiae  in  which  he  describes 
several  types  of  Aral ia  plants.  Notice  the  spelling 
of  the  words  “Toolh-ach"  (Fig.  4B).  The  prickly  ash 
is  known  among  country  people  as  the  “toothache” 
tree.  When  chewed,  the  berries  have  a very  strong 
astringent  and  numbing  effect,  which  may  distract 
one’s  mind  from  the  pain  of  the  toothache.  The 
berries  contain  xanthoxylin,  a substance  that  ap- 
peared in  the  fifth  edition  of  the  National  Formulary 
and  the  ninth  edition  of  the  II. S.  Pharmacopoeia. 

Jarcho2  disclosed  that  portions  of  the  “Plantae 
Coldenghamiae”  were  preserved  at  Harvard’s  Gray 
Herbarium.  Figure  5 shows  the  two  surviving  pages 
of  the  manuscript  that  Asa  Gray  owned.  Unfortu- 
nately, the  particular  page  on  which  Colden  pre- 
sumably wrote  “toothache”  is  lost,  but  one  can  see 
a sample  of  his  writing,  and  observe  that  he  did  not 
always  cross  his  ts. 

Comment 

I have  selected  only  brief  extracts  from  Golden’s 
work.  It  is  enough  to  show  why  he  was  considered 
a very  important  scholar  in  his  time.  Had  he  been 
on  the  winning  side  he  might  be  better  known  today, 
but  the  New  York  Historical  Society  considered  him 
worth  the  effort  of  printing  nine  volumes  of  his  pa- 
pers. One  of  his  grandsons  was  a senator  from  New 
York,  and  his  influence  has  not  been  negligible.  One 
must  admire  the  loyalty  he  displayed  even  though  it 
was  unpopular.  He  made  it  possible  for  other  people 


Breast  Cancer: 

reports  of  new  therapy  are  greatly  exaggerated 

This  article,  in  the  “News  and  Comment”  section  of 
Science,  urges  some  moderation  in  interpreting  recent 
enthusiastic  reports  on  the  efficacy  of  chemotherapy  after 
surgery  for  breast  cancer.  What  started  the  flurry  was  a 
report  by  Gianni  Bonadonna,  National  Tumor  Institute, 
Milan,  Italy,  on  postsurgical  therapy  consisting  of  cyclo- 
phosphamide, methotrexate,  and  5-fluorouracil  (CMF) 


to  benefit  from  his  knowledge,  and  sought  only  to 
improve  the  Colonial  way  of  life. 

Harwood  Building 
Scarsdale,  New  York  10583 
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Only  5.3  percent  of  the  207  who  were  given  CMF  have  had 
a recurrence  of  cancer,  whereas  24  percent  of  179  women 
given  no  chemotherapy  had  recurrences.  The  patients  had 
been  followed  for  an  average  of  only  14  months,  although 
some  had  been  observed  for  27  months  since  the  start  of  the 
study.  The  author  believes  the  characterization  of  this 
study  as  of  “monumental  importance”  (it  was  so  charac- 
terized editorally  in  the  New  England  Journal  of  Medicine 
in  its  February  19,  1976  issue)  to  be  somewhat  premature. 
Culliton,  B.  J.:  Science  191:  1029  (Mar.  12)  1976 


May  1977/New  York  State  Journal  of  Medicine  999 


What’s  new  at 
Bio-Science  New  York? 


Immunochemistry 

Anti-extractable  nuclear  antigen 
(Anti-ENA) 

Beta  2-microglobulin 
Fungus  antibody  group 
Gentamicin 

Intrinsic  factor  antibodies 
Tobramycin 
Anti-tissue  antibodies 


For  information  contact: 

Stanley  M.  Reimer,  Ph.D.,  Director  or 
Philip  B.  Sommers,  Ph.D.,  Asst. 
Director 


Always  the  latest 
specialized  diagnostic  tests. 


Chemistry 

Anti-convulsant  group 
Cadmium  in  blood 
Darvon® 

Ferritin  in  serum 

Free  erythrocyte  protoporphyrins 
Pyridoxal  phosphate  (Be) 
Riboflavin  (B2) 

Succinimides  in  serum 
Theophylline  by  HPLC 
Uroporphyrinogen-1 -synthetase 


Endocrinology 

Androstenedione  in  serum 
Calcitonin 
C-peptide 
Estriol  in  serum 
Placental  Estriol  in  urine 
HCG-  /?-  subunit 
Pregnanetriol  in  urine  (GLC) 
Prolactin 

17-OH  Progesterone  in 
serum 

Thyroglobulin  in 
serum 


Bio-Science 
Laboratories 

New  York  Branch 
Bio-Science  5 Nassau  Street 

Rockville  Centre,  NY  11570 
(516) 766-2233 


Sugar  in  Urine 

Determination  by  reduet  ion  of  eopper — 
methods  from  1H41  to  1941 
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Glucose  is  a strong  reducing  agent,  taking  up 
oxygen  in  an  alkaline  solution,  and  quickly  precipi- 
tates gold,  silver,  platinum,  bismuth,  and  copper 
from  warm  alkaline  solutions  of  their  salts.  When 
a solution  of  glucose,  to  which  sodium  or  potassium 
hydroxide  has  been  added,  is  mixed  with  a solution 
of  copper  sulphate,  a deep  blue  liquid  is  formed.  But 
when  this  solution  is  boiled,  a bright  red  precipitate 
of  copper  oxide  is  formed  and  becomes  colorless  if 
sufficient  glucose  is  present.  One  molecule  of  glucose 
precipitates  five  molecules  of  copper  oxide,  which 
makes  it  possible  to  estimate  glucose  by  titration. 
Actually,  glucose  itself  is  not  the  reducing  agent.  A 
substance  formed  by  the  action  of  alkali  on  sugar  is. 
the  actual  reducing  agent,  and  unless  permitted  to 
exhibit  its  reducing  action  at  once,  this  agent  is  rap- 
idly decomposed  into  compounds  that  have  no  re- 
ducing power  if  sodium  or  potassium  hydroxide  is 
present.  However,  if  carbonate  is  present  as  the  al- 
kali, then  the  reducing  agent  is  formed  more  slowly, 
allowing  more  time  for  the  reducing  process.  It  is  to 
be  noted  that  these  statements  are  true  when  exter- 
nal heat  is  applied. 

Early  research 

Aretaeus  (about  120  A.D.)  described  diabetes  and 
gave  it  its  name,  meaning  in  Greek  “to  run  through.” 
In  the  sixteenth  century,  Paracelsus  noted  that  dia- 
betic urine  produced  an  unusually  abundant  residue 
on  drying,  but  he  mistook  this  for  salt.  In  the  sev- 
enteenth century,  Thomas  Willis,  an  English  physi- 
cian, described  the  sweetness  of  the  diabetic  urine  “as 
if  it  were  honey,”  which  another  Englishman  proved 
was  sugar. 

The  first  reported  test  for  sugar  in  the  urine  was 
found  in  an  abstract  of  a paper  presented  by  Karl  A. 


Trommer’s  mentor,  Eilhard  Mitscherlich,  in  1841. 1 
Trommer’s  solution  contained  sodium  hydroxide  and 
copper  sulphate.  The  urine  and  the  solution  are 
heated  to  boiling.  If  a reducing  agent  such  as  sugar 
is  present,  a precipitate  is  formed,  taking  advantage 
of  the  fact  that  a cupric,  3-plus,  salt  is  blue  in  color, 
whereas  the  reduced  cuprous,  2-plus,  is  yellowish  to 
reddish. 

In  1848,  Fehling2  suggested  the  following  solution 
for  quantitating  sugar:  hydrated  copper  sulphate 
(34.6  Gm.)  made  up  to  500  cc.  with  water;  Rochelle 
salt  (173  Gm.)  and  60  Gm.  sodium  hydroxide,  made 
up  to  500  cc.  with  water.  As  has  been  stated,  one 
molecule  of  glucose  precipitates  five  molecules  of 
copper  oxide.  This  solution  is  unstable  because  of 
the  Rochelle  salt  (sodium  potassium  tartrate),  and 
so  has  to  be  remade  frequently.  For  this  reason, 
Haines,  in  1874, :i  added  glycerine  (2  £1.  dr.)  to  copper 
sulphate  (30  Gm.)  to  pure  water  (3  ounces)  as  solu- 
tion number  1 and  potassium  hydroxide  1 V2  dr.,  in 
sticks)  to  pure  water  (3  ounces)  as  solution  number 
2.  Mix  both  and  stir.  External  heat  must  be  applied 
when  testing  urine. 

In  1882,  Muller4  suggested  using  more  dilute  so- 
lution of  sodium  hydroxide  and  smaller  amounts  of 
copper  solution  than  is  used  in  Fehling’s2  solution. 
Continued  heating  well  below  the  boiling  point  was 
thought  to  facilitate  reduction  by  sugar  rather  than 
by  other  substances,  such  as  creatinine  and  uric  acid 
normally  found  in  urine,  as  well  as  by  chloroform  and 
the  simple  aldehydes.  In  1889  Soldaini5  used  3.464 
Gm.  of  crystalline  copper  sulphate  and  297  Gm.  of 
potassium  bicarbonate  in  a liter  of  water.  Bicar- 
bonate holds  more  copper,  thus  delaying  reduction, 
and  so  more  heat  is  required.  In  1890,  Ost6  modified 
Soldaini’s5  solution  by  substituting  for  a portion  of 
the  bicarbonate  a nearly  equal  weight  of  normal 
carbonate,  as  well  as  increasing  the  amount  of  sul- 
phate, thus  making  prolonged  boiling  unnecessary. 
Ost’s6  solution  is  more  applicable  to  qualitative  work. 
In  1906,  Bang7’8  described  the  use  of  potassium  sul- 
focyanide  with  copper  solution  (alkaline)  which 
contained  no  hydroxide,  and  the  precipitate  is  white 
cuprous  sulphate  instead  of  the  red  suboxide  of 
copper. 

Accepted  solution 

We  now  come  to  Benedict’s9  solution,  the  best 
known  and  most  widely  used  since  1907.  The  first 
of  his  solutions,  contained  in  solution  number  1, 
copper  sulphate  17.3  Gm.,  with  distilled  water  to 
1,000  cc.;  solution  number  2,  crystallized  Rochelle 
salt,  346  Gm.,  pure  anhydrous  sodium  carbonate,  200 
Gm.,  and  distilled  water  to  1,000  cc.;  and  solution 
number  3,  potassium  sulfocyanide  200  Gm.;  plus 
distilled  water  to  1,000  cc.  The  solutions  are  mixed 
in  equal  amounts  and  can  be  used  in  qualitative  or 
quantitative  work.  A chalk-white  precipitate  is 
obtained  on  reduction.  In  1909,  Benedict.10  changed 
to  the  following  for  more  stability:  copper  sulphate, 
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17.3  Gm.;  sodium  citrate,  173  Gm.;  anhydrous  sodium 
carbonate,  100  Gm.;  and  distilled  water  to  1,000  cc. 
The  citrate  is  capable  of  holding  the  copper  sulphate 
in  an  alkaline  medium  (carbonate).  This  reagent  is 
more  sensitive  to  dextrose  than  is  Fehling’s2  solution 
and  is  not  reduced  by  uric  acid  or  appreciably  by 
chloroform,  chloral,  or  formaldehyde,  and  is  stable. 
Finally,  in  1911  Benedict’s11  1909  solution  was 
changed  to  200  Gm.  of  carbonate,  instead  of  100  Gm. 
This  reagent  is  about  10  times  as  sensitive  as  is 
Fehling’s2  or  Haines3  solution,  and  is  apparently  not 
reduced  by  any  of  the  substances  already  mentioned 
(creatinine,  and  so  forth).  The  reduction  product 
is  yellow  or  greenish-yellow  (hydrated  suboxide  of 
copper)  rather  than  the  red  suboxide  seen  in  strongly 
dehydrating  hydroxide  of  sodium  or  potassium.  In 
1921,  Benedict  and  Osterberg12  introduced  the 
mercuric  nitrate-picric  acid  method. 

In  1927,  Sheftel13  added  acacia  to  Benedict’s11 
solution  as  his  number  1 solution,  and  acacia  and 
creatinine  as  his  number  2 solution.  Rhodenhamel, 
Rose,  and  Chen14  made  tablets  of  Sheftel’s13  reagents 
and  used  a pinch  of  talcum  and  a trace  of  alcohol  to 
prevent  bumping  when  heat  is  applied. 

Thus,  we  see  that  external  heat  must  be  applied  to 
all  these  reagents  when  testing  for  sugar  in  urine, 
from  1841  to  1941,  whenever  copper  is  the  metal  re- 
duced.1-14 

Recent  testing 

My  own  experience  with  diabetic  patients,  in  office 
and  in  hospital  settings,  convinced  me  that  asking  the 
patient  to  examine  urines  at  home  with  the  available 
tests  was  barely  possible.  The  use  of  an  alcohol 
flame,  with  its  accompanying  “bumping”  of  the 
boiling  solution,  reduced  the  patient’s  desire  to  test 
their  urine,  especially  when  away  from  their  home 
environment.  Knowing  that  the  hydroxide  of  sodi- 
um or  potassium  will  provide  heat,  as  well  as  alka- 
linity, when  the  solid  substance  comes  in  contact  with 
water,  I tried  this  with  copper  sulphate,  both  with 


Treatment  of  osteoporosis  of  aging 
with  1 alpha-hydroxycholecaiciferol 

Seven  patients  with  osteoporosis  of  aging  were  treated 
with  synthetic  1 alpha-hydroxycholecaiciferol  (1  alpha- 
HCC)  for  three  to  four  months.  It  was  given  orally,  2 mi- 
crograms with  a supplement  of  1 gram  of  calcium.  There 
was  striking  clinical  improvement  in  6 of  the  7 patients. 
Increased  bone  formation  and  mineralization  were  seen  on 
iliac-crest  bone  biopsy,  and  this  was  supported  by  an  in- 
creased osteoblastic  activity  demonstrated  by  histo- 


control  and  diabetic  urines;  that  was  in  1939.  I was 
encouraged  to  demonstrate  this  to  a biochemist.  In 
1941,  after  much  testing,  I was  advised  to  publish  a 
preliminary  report.15 

Thus  we  see  that  this  test,  using  copper  as  the 
metal  reduced,  made  it  possible  for  simpler  detection 
for  provisional  diagnosis,  as  well  as  for  continued 
better  control. 

Since  then,  the  principle  of  glucose  oxidase  has 
been  introduced.  Since  many  drugs  or  medications 
may  cause  false  negative  as  well  as  false  positive  re- 
sults, when  testing  urines  for  sugar,  it  may  be  advis- 
able to  employ  both  procedures. 

50  East  75th  Street 
New  York,  New  York  10021 
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chemical  measurement  of  alkaline-phosphatase  activity. 
Bone  histology  showed  reduced  bone  resorption  and  there 
was  reduced  urinary  excretion  of  total  hydroxyproline. 
Photon  absorptiometry  of  the  forearm  agreed  with  histo- 
logic findings,  showing  significant  increase  in  bone  mineral 
content.  Serum-calcium  rose  in  all  patients;  one  developed 
severe  transient  hypercalcemia.  Urinary  excretion  of 
calcium  and  magnesium  increased  significantly.  Serum 
concentrations  of  1 alpha-HCC  and  parathyroid  hormone 
were  not  significantly  affected  by  the  treatment.  Lund, 
B.,  et  al.:  Lancet  2:  1 168  (Dec.  13)  1975 
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If  your  angina  patient* 
isn't  having  3 out  of  4 
better  days  than  usual... 


try  Cardilate 

J (ERYTHRITYL  TETRANITRATE) 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec 
tons,  since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage,  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable,  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adiustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  100  Also  5.  10  and  15  mg  scored 
tablets  in  bottles  of  100  10  mg  scored 
tablets  also  supplied  in  bottle  of  1 .000 
Also  available  Cardilate-"  P brand 
Erythrityl  Tetramtrate  with  Phenobarbital* 
(‘Warning  may  be  habit-forming) 

1 . Russek  HI  AM  J M Sc  239:478.  1960 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


'Please  note  unstable  angina  patients  may  be  refractory  to  all  long-acting  nitrates 


Pain  days  significantly  re- 
duced with  Cardilate"  (eryth- 
rityl  tetramtrate)  in  48-patient 
study1  Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 compared  to  1 day  out  of  4 
while 'on  Cardilate 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours  Sublingual  tablets  also 
available. 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance. Serious  side  effects 
have  not  been  reported  in  20 
years'  clinical  use. 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates. 20%  to  30%  savings  not 
uncommon,  also  helps  re- 
duce need  for  nitroglycerin 
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Obituaries 


Reginald  Joseph  Blaber,  M.D.,  of  Brooklyn,  died  on 
January  25  at  the  age  of  74.  Dr.  Blaber  graduated  in  1927 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  attending  physician  at  Brooklyn- 
Cumberland  Medical  Center  and  Victory  Memorial  Hos- 
pital. Dr.  Blaber  was  a member  of  the  New  York  State 
Society  of  Internal  Medicine,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Hobart  Lawrence  Boyd,  M.D.,  of  Rochester,  died  on 
February  7 at  the  age  of  63.  Dr.  Boyd  graduated  in  1939 
from  Johns  Hopkins  University  School  of  Medicine.  He 
was  an  attending  urologist  at  Genesee  Hospital,  a con- 
sulting urologist  at  Rochester  State  and  Rochester  General 
Hospitals,  and  a senior  associate  urologic  surgeon  at  Strong 
Memorial  Hospital.  Dr.  Boyd  was  a Diplomate  of  the 
American  Board  of  Urology  and  a member  of  the  American 
Urological  Association,  the  Rochester  Academy  of  Medi- 
cine, the  Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Alfred  Rocco  Caruso,  M.D.,  of  Brooklyn,  died  on  January 
22  at  the  age  of  75.  Dr.  Caruso  graduated  in  1927  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
an  emeritus  physician  in  community  medicine  at  Coney 
Island  Hospital.  Dr.  Caruso  was  a Fellow  of  the  Interna- 
tional College  of  Surgeons  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Willard  John  Davies,  Jr.,  M.D.,  of  Setauket,  died  on 
November  22  at  the  age  of  36.  Dr.  Davies  graduated  in 
1967  from  Albany  Medical  College.  He  was  a psychiatrist 
on  the  medical  staff  of  the  Veterans  Administration  Hos- 
pital, Northport.  Dr.  Davies  was  a member  of  the  Amer- 
ican Psychiatric  Association,  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Henry  Edward  Elwood,  Jr.,  M.D.,  of  Corning,  died  on 
January  11  at  the  age  of  84.  Dr.  Elwood  graduated  in  1917 
from  Eclectic  Medical  Institute,  Cincinnati.  He  was  an 
honorary  member  of  the  medical  Staff  at  Corning  Hospital. 
Dr.  Elwood  was  a member  of  the  Steuben  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Alice  Weinsberg  Erlanger,  M.D.,  of  Brooklyn,  died  on 
January  21  at  the  age  of  81.  Dr.  Erlanger  received  her 
medical  degree  from  the  University  of  Vienna  in  1919.  She 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  Winthrop  Fish,  M.D.,  of  East  Hampton,  died  on 


February  22  at  the  age  of  81.  Dr.  Fish  graduated  in  1923 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  urologist  at  Presbyterian, 
Southampton,  and  Brookhaven  Memorial  Hospitals.  A 
founder  of  the  Squier  Urology  Clinic  at  Columbia-Pres- 
byterian  Medical  Center,  Dr.  Fish  was  a Diplomate  of  the 
American  Board  of  Urology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  American  As- 
sociation of  Genito-Urinary  Surgeons,  the  American 
Urological  Association,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edward  Paul  Flood,  M.D.,  of  The  Bronx,  died  on  Feb- 
ruary 2 at  the  age  of  84.  Dr.  Flood  graduated  in  1917  from 
Cornell  University  Medical  College.  He  was  an  honorary 
physician  in  medicine  at  Morrisania  City  Hospital  (where 
he  had  served  as  director  of  medicine  from  1937  to  1956) 
and  a consulting  physician  in  medicine  at  Misericordia 
Hospital.  Dr.  Flood  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a member  of  the  New  York 
Academy  of  Medicine,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  Fogel,  M.D.,  of  Long  Island  City,  died  on  January 
25  at  the  age  of  71.  Dr.  Fogel  received  his  medical  degree 
from  the  University  of  Paris  in  1931.  He  was  an  assistant 
attending  pediatrician  at  Flower  and  Fifth  Avenue  Hos- 
pitals. Dr.  Fogel  was  a member  of  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Philip  M.  Goldberg,  M.D.,  of  New  York  City,  died  on 
February  3 at  the  age  of  85.  Dr.  Goldberg  graduated  in 
1917  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital. 

Leon  S.  Loizeaux,  M.D.,  of  Dobbs  Ferry,  died  on  January 
25  at  the  age  of  94.  Dr.  Loizeaux  graduated  in  1904  from 
Hahnemann  Medical  College  and  Hospital  of  Chicago.  He 
was  an  emeritus  obstetrician  and  gynecologist  at  Flower 
and  Fifth  Avenue  Hospitals.  Dr.  Loizeaux  was  a Diplo- 
mate of  the  American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  New  York  Obstetrical  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Edgar  Lowenstein,  M.D.,  of  New  York  City,  died  on 
February  4.  Dr.  Lowenstein  received  his  medical  degree 
from  the  University  of  Dusseldorf  in  1931. 

James  Arnot  MacGregor,  M.D.,  of  Laguna  Hills,  Cali- 
fornia, formerly  of  New  York  City,  died  on  January  29  at 
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the  age  of  84.  Dr.  MacGregor  graduated  in  1921  from 
Queen’s  University  Faculty  of  Medicine,  Ontario.  He  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Vincent  Messina,  M.D.,  of  New  York  City,  died  on  Jan- 
uary 16.  Dr.  Messina  received  his  medical  degree  from  the 
University  of  Padova  in  1917. 

Ciriaco  George  Muscillo,  M.D.,  of  The  Bronx,  died  on 
February  6 at  the  age  of  79.  Dr.  Muscillo  graduated  in  1923 
from  Long  Island  College  Hospital.  He  was  an  honorary 
obstetrician  and  gynecologist  at  Westchester  Square 
Hospital.  Dr.  Muscillo  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists,  a 
Fellow  of  the  American  College  of  Surgeons,  a Fellow  of  the 
International  College  of  Surgeons,  and  a member  of  the 
New  York  Academy  of  Medicine,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Sheldon  B.  Preschel,  M.D.,  of  New  York  City,  died  on 
February  13  at  the  age  of  54.  Dr.  Preschel  graduated  in 
1946  from  Long  Island  College  of  Medicine.  He  was  an 
associate  physician  at  French  and  Polyclinic  Medical 
School  and  Health  Center  and  an  associate  cardiologist  at 
Jewish  Memorial  Hospital.  Dr.  Preschel  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine,  a Fellow  of 
the  American  College  of  Angiology.  a Fellow  of  the  Amer- 
ican College  of  Physicians,  and  a member  of  the  Association 
of  Life  Insurance  Medical  Directors  of  America,  the  New' 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Benjamin  Price  Riley,  Jr.,  M.D.,  of  Greenlawn  and 
Huntington,  died  on  January  26  at  the  age  of  54.  Dr.  Riley 
graduated  in  1950  from  the  University  of  Virginia  School 
of  Medicine.  He  was  a member  of  the  American  Psychi- 
atric Association,  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Ralph  Rosenberg,  M.D.,  of  New  York  City,  died  on 
January  19  at  the  age  of  70.  Dr.  Rosenberg  graduated  in 
1934  from  Long  Island  College  of  Medicine.  He  was  a 
member  of  the  American  Psychiatric  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New7  York,  and  the  American  Medical  Associa- 
tion. 

David  Scherf,  M.D.,  of  New  York  City,  died  on  January 
30  at  the  age  of  77.  Dr.  Scherf  received  his  medical  degree 
from  the  University  of  Vienna  in  1922.  He  was  an  emeritus 
physician  in  medicine  at  Metropolitan  and  Flower  and 
Fifth  Avenue  Hospitals.  Dr.  Scherf  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  (Cardiovascular 
Diseases),  a Fellow  of  the  American  College  of  Physicians, 
a Fellow  of  the  American  College  of  Chest  Physicians,  and 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Bruno  W.  Schmidt,  M.D.,  of  Homer,  died  on  December 


8 at  the  age  of  66.  Dr.  Schmidt  received  his  medical  degree 
from  the  University  of  Munich  in  1936.  He  was  a member 
of  the  Cortland  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Bernard  M.  Scholder,  M.D.,  of  Lake  Worth,  Florida, 
formerly  of  Mount  Vernon,  died  on  February  10  at  the  age 
of  73.  Dr.  Scholder  graduated  in  1926  from  Long  Island 
College  Hospital.  He  was  a consulting  cardiologist  at 
Mount  Vernon  Hospital.  Dr.  Scholder  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine  (Cardiovas- 
cular Diseases),  a Fellow  of  the  American  College  of  Phy- 
sicians and  a member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harry  E.  Seanor,  M.D.,  of  Rye,  died  on  February  8 at  the 
age  of  56.  Dr.  Seanor  graduated  in  1946  from  New  York 
Medical  College.  He  was  director  of  pediatrics  at  United 
Hospital,  Port  Chester.  Dr.  Seanor  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Westchester  Acad- 
emy of  Medicine,  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Chaim  Joseph  Siegman,  M.D.,  of  Brooklyn,  died  on 
January  23  at  the  age  of  84.  Dr.  Siegman  received  his 
medical  degree  from  the  University  of  Vienna  in  1921.  He 
was  an  assistant  emeritus  physician  in  medicine  at 
Maimonides  Medical  Center.  Dr.  Siegman  was  a member 
of  the  American  Thoracic  Society,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

David  Henry  Smith,  M.D.,  of  New  York  City,  died  on 
January  15  at  the  age  of  76.  Dr.  Smith  graduated  in  1924 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a Diplomate  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Herman  Sparber,  M.D.,  of  Brooklyn,  died  on  January  14 
at  the  age  of  76.  Dr.  Sparber  graduated  in  1924  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
an  associate  emeritus  ophthalmologic  surgeon  at  Maimo- 
nides Medical  Center  and  an  honorary  ophthalmologic 
surgeon  at  New  York  Eye  and  Ear  Infirmary.  Dr.  Sparber 
was  a Diplomate  of  the  American  Board  of  Ophthalmology 
and  a member  of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  New  York  Society  for  Clinical 
Ophthalmology,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  J.  Sullivan,  Jr.,  M.D.,  of  Garden  City,  died  on 
February  13  at  the  age  of  55.  Dr.  Sullivan  graduated  in 
1946  from  Cornell  University  Medical  College.  He  was  a 
cardiovascular  and  thoracic  surgeon  at  Nassau  County 
Medical  Center  and  at  Mercy  Hospital  (Rockville  Centre). 
Dr.  Sullivan  was  a Diplomate  of  the  American  Board  of 
Surgery,  a Diplomate  of  the  American  Board  of  Thoracic 
Surgery  (Affiliate  of  the  American  Board  of  Surgery),  and 
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a Fellow  of  the  American  College  of  Chest  Physicians,  a 
Fellow  of  the  American  College  of  Surgeons,  a Fellow  of  the 
International  College  of  Surgeons,  and  a member  of  the 
American  Thoracic  Society,  the  American  Geriatrics  So- 
ciety, the  New  York  Society  for  Thoracic  Surgery,  the 
Nassau  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Anthony  Z.  Surdakowski,  M.D.,  of  Brooklyn,  died  on 
January  26.  Dr.  Surdakowski  graduated  in  1932  from 
Long  Island  College  of  Medicine.  He  was  an  associate  in 
internal  medicine  at  Lutheran  Medical  Center.  Dr. 
Surdakowski  was  member  of  the  New  York  State  Society 
of  Internal  Medicine,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Clinical  Clues 

— Exophthalmos  is  an  abnormal  prominence  of  one  or  both 
globes  of  the  eye,  usually  resulting  from  Graves’  disease 
or  increased  thyroid -stimulating  hormone,  a mass  lesion, 
a vascular  abnormality,  or  an  inflammatory  process. 
Reference  measurements  may  be  made  from  the  lateral 
orbital  rim  to  the  anterior  corneal  surface.  An  asym- 
metry of  more  than  2 mm.  is  considered  suggestive  of 
unilateral  exophthalmos.  The  presence  of  bilateral 
exophthalmos  is  sometimes  difficult  to  determine,  since 
both  eyes  may  be  equally  prominent. 

— Graves’  disease  probably  accounts  for  more  cases  of  both 
unilateral  and  bilateral  exophthalmos  among  adults  in 
the  United  States  than  any  other  condition.  More  than 
15  percent  of  patients  with  evidence  of  unilateral  ex- 
ophthalmos will  be  found  to  have  ophthalmic  Graves’ 
disease  (Moss,  H.N.:  Expanding  lesions  of  the  orbit:  a 
clinical  study  of  230  consecutive  cases,  Am.  J.  Ophthal. 
54:761  (1962)). 

— Although  orbital  pain  is  frequently  a symptom  of  in- 
flammatory pseudotumor,  ophthalmic  Graves’  disease 
is  rarely  painful.  The  condition  described  as  painful 
ophthalmoplegia  (Tolosa-Hunt  syndrome)  may  be  a 
form  of  pseudotumor.  This  is  an  exclusionary  diagnosis, 
made  only  after  specific  lesions  in  the  region  of  the 
posterior  orbit  and  cavernous  sinus  have  been  ruled 
out. 

— Eyelid  edema  or  distortion  may  precede  exophthalmos 
due  to  Graves’  disease  and  lymphoma. 

— Metastatic  orbital  tumors  usually  originate  from  the 
breast  in  women  and  from  the  lung  in  men. 

— Carotid -cavernous-sinus  fistulas  and  other  arteriovenous 
shunts  sometimes  involve  both  orbits.  These  abnor- 
malities are  frequently  associated  with  bruits,  ocular 
pulsations,  and  congestion  of  epibulbar  vessels. 

— Among  children,  bilateral  orbital  disease  is  most  fre- 
quently the  result  of  metastatic  neuroblastoma  or  leu- 
kemia. 

Hyperthyroidism  may  occasionally  become  evident 


James  C.  Walsh,  M.D.,  of  Lake  George,  died  on  November 
3 at  the  age  of  82.  Dr.  Walsh  graduated  in  1923  from 
Syracuse  University  College  of  Medicine.  He  was  a Fellow 
of  the  American  College  of  Physicians  and  a member  of  the 
American  Thoracic  Society,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Solomon  Yarvin,  M.D.,  of  Coxsackie,  died  on  August  20 
at  the  age  of  63.  Dr.  Yarvin  received  his  medical  degree 
from  the  University  of  Bern  in  1936.  He  was  a physician 
on  the  medical  staff  at  Memorial  Hospital  of  Greene 
County.  Dr.  Yarvin  was  a Fellow  of  the  American  College 
of  Cardiology  and  a member  of  the  American  Academy  of 
Family  Physicians,  the  Greene  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


several  years  before  or  after  the  onset  of  ophthalmopa- 
thy. Ophthalmic  changes  have  also  been  described  in 
patients  who  are  euthyroid  and  hypothyroid,  and  have 
been  found  in  association  with  Hashimoto’s  thyroidi- 
tis. 

— Sudden  withdrawal  of  propranolol  from  patients  with 
stable  angina  pectoris  may  markedly  increase  the  se- 
verity and  frequency  of  the  angina.  In  some  instances 
myocardial  infarction,  serious  arrhythmia,  or  sudden 
death  has  occurred. 

— Approximately  5 percent  of  all  patients  treated  with 
antipsychotic  drugs  for  extended  periods  develop  tardive 
dyskinesia.  This  percentage  varies  widely  in  the  medical 
literature,  ranging  from  0 in  one  report  to  68  percent  with 
certain  high-risk  drugs. 

— Usually,  tardive  dyskinesia  is  not  manifest  until  several 
years  after  initiating  therapy  with  an  antipsychotic  drug, 
but  it  may  become  manifest  after  reducing  the  dosage 
or  discontinuing  treatment  with  an  antipsychotic  drug. 
Sometimes  reinstituting  the  drug  will  diminish  the 
syndrome. 

— Those  antipsychotic  drugs  which  produce  the  highest 
incidence  of  extrapyramidal  syndromes  also  cause  the 
most  tardive  dyskinesia. 

— Patients  who  tend  to  be  particularly  susceptible  to  the 
development  of  tardive  dyskinesia  include:  (1)  those 
with  a neurologic  or  psychiatric  impairment  (or  brain 
damage),  (2)  elderly  females  on  high  doses  of  antipsy- 
chotic drugs  for  long  periods,  and  (3)  children. 

— Tardive  dyskinesia  can  develop  in  patients  who  have 
never  been  troubled  by  the  acute  extrapyramidal  syn- 
dromes. 

—Tardive  dyskinesia  may  persist  for  years  without  par- 
ticular improvement  and  may  indeed  be  permanent. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodilator 


(POSTERIOR  VIEW  OF  PANCREAS) 


diabetic  patient  has  been  reported  with 


no  interference  in  the  management  of  the 

VASODILAN 

( ISOXSIJFRINE  HCI) 

the  compatible  vasodilator  TABLETS,  20  mg. 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences 
National  Research  Council  and/or  other  information,  the  FDA  has  classified  the  indi- 
cations as  follows 
Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2 In  peripheral  vascular  disease  of  btteriosclerosis  obliterans,  thromboangiitis 
obliterans  (Buerger's  Disease)  and  Raynaud's  disease 

Final  classification  of  the  less-than-effective  indications  requires  further  investigation 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI.  5 mg  per  ml. 


Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily. 
Intramuscular:  5 to  10  mg.(l  or  2 ml.)  two  or  three  times  daily.  Intramuscular  adminis- 
tration may  be  used  initially  in  severe  or  acute  conditions. 

Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral  use 
when  administered  in  recommended  doses.  Should  not  be  given  immediately  postpartum 
or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  ir  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood  of  side 
effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has  been  asso- 
ciated in  time  with  the  occurrence  of  hypotension,  tachycardia,  nausea  vomiting, 
dizziness,  abdominal  distress,  and  severe  rash.  If  rash  appears  the  drug  should  be 
discontinued. 

Although  available  evidence  suggests  a temporal  association  of  these  reactions  with 
isoxsuprine.  a causal  relationship  can  be  neither  confirmed  nor  retuted. 

Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypotension  and 
tachycardia.  These  symptoms  are  mere  pronounced  in  higher  doses  For  these  reasons 
single  intramuscular  doses  exceeding  10  mg.  are  not  recommended  Repeated  adminis- 
tration of  5 to  10  mg.  intramuscularly  at  suitable  intervals  may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose.  Tablets,  20  mg 
bottles  of  100,  500,  1000,  5000  and  Unit  Dose:  Injection,  10  mg  per  2 ml  ampul,  box  of 
six  2 ml  ampuls  _ _ ■ Lj  ■ US  Pat  No  3.056.836 
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William  L.  Holt,  Jr.,  Albany 
Brian  R.  Nagy,  Elmira 

Cancer 

Charles  E.  Rogers,  Roslyn,  Chairman 
I.  Joseph  Aprile,  Jamaica 
Daniel  Burdick,  Syracuse 
Richard  G.  Cooper,  Buffalo 
Bernard  Gardner,  Brooklyn 
Thomas  P.  Hamilton,  Jr.,  W'atertown 
John  W.  Hirshfeld,  Ithaca 
Richard  H.  Lange,  Schenectady 
Daniel  G.  Miller,  New  York 
Guy  F.  Robbins,  New  York 
Charles  D.  Sherman,  Jr.,  Rochester 
Arthur  A.  Stein,  Albany 
Herbert  Volk,  Bronx 

Nicholas  G.  Bottiglieri,  Stamford,  Connecticut,  Ad 
visor 

Peter  Greenwald,  Albany,  Advisor 
Gerald  P.  Murphy,  Buffalo,  Advisor 

Cardiovascular  Disease 

Charles  A.  Bertrand,  White  Plains,  Chairman 

Norman  S.  Amer,  Hewlett 

Richard  R.  Banner,  Rochester 

William  J.  Breen,  Cheektowaga 

Joseph  T.  Doyle,  Albany 

Abraham  Jezer,  Bronx 

Jerome  A.  Schack,  New  York 

Morris  A.  Shapiro,  Schenectady 

Jay  Harris,  Albany,  Advisor 

Child  Abuse 

Vincent  J.  Fontana,  New  York,  Chairman 
Marvin  L.  Blumberg,  Jamaica 
Christopher  S.  Demtrak,  Binghamton 
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Dominick  J.  DiMaio,  New  York 
Theodore  C.  Jewett,  Jr.,  Buffalo 
Fedor  A.  Kuritzkes,  Corona 
Walter  J.  O’Connor,  West  Islip 
Aaron  R.  Rausen,  New  York 
Doris  L.  Wethers,  New  York 
James  Cameron,  Albany,  Advisor 
Bernard  Poliara,  Albany,  Advisor 

Drug  Abuse 

Leonard  L.  Heimoff,  Bronx,  Chairman 
Richard  S.  Blum,  New  Hyde  Park 
Matthew  Brody,  Brooklyn 
Roderick  E.  Charles,  Buffalo 
Douglas  C.  Evans,  Rochester 
Sidney  S.  Greenberg,  New  York 
Philip  K.  Kaufman,  Astoria 
Allison  B.  Landolt,  Bronxville 
Stephen  Nordlicht,  New  York 
J.  Warren  Toff,  New  York,  Advisor 

Emergency  Health  Services 

David  N.  Kluge,  Rochester,  Chairman 

Charles  N.  Aswad,  Binghamton 

James  H.  Cosgriff,  Jr.,  Buffalo 

Edward  L.  McNeil,  North  Tarrytown 

Alexander  Ek  Messer,  Oneonta 

Walter  F.  Pizzi,  New  York 

Nicholas  Scors,  Plattsburgh 

Gerald  W.  Shaftan,  Brooklyn 

Irving  G.  Frohman,  Rockaway  Beach,  Advisor 

Robert  Huszar,  Albany,  Advisor 

Environmental  Quality 

Leslie  L.  Alexander,  Brooklyn,  Chairman 
Stanley  I.  Fishman,  Brooklyn 
Ronald  Stritzler,  Great  Neck 
Donald  B.  Thomas,  Buffalo 
Edward  D.  Coates,  Albany,  Advisor 

Health  Manpower  (Including  Nursing  and 
Paramedical  Personnel ) 

Katharine  L.  Friedmann,  Ardsley,  Chairman 

Frank  A.  Baumann,  Binghamton 

Donald  Bidwell,  Seneca  Falls 

Stephen  W.  Blatchly,  Groton 

Lester  Candela,  Great  Neck 

Clarke  T.  Case,  Utica 

Morton  A.  Schiffer,  Brooklyn 

Leo  J.  Swirsky,  Brooklyn 

Leonard  Weitzman,  Commack 

Thomas  E.  Cardillo,  Rochester,  Advisor 

Julia  Freitag,  Albany,  Advisor 

Russell  C.  Johnson,  Goshen,  Advisor 

Home  Health  Care 

Charles  Weller,  Larchmont,  Chairman 
Gerald  D.  Dorman,  Orient 
Lawrence  Kryle,  Roslyn  Heights 
Bennie  Mecklin,  Watertown 
Robert  W.  Speir,  New  York 
Jane  C.  Brady  Wiles,  Grand  Island 
Glenn  Haughie,  Albany,  Advisor 

Maternal  and  Child  Welfare 

Roderick  McLean,  Syracuse,  Chairman 
Waiter  L.  Freedman,  Valhalla 


Myron  Gordon,  New  York 
Donald  W.  Hall,  Buffalo 
Ruth  A.  Lawrence,  Rochester 
Richard  E.  Murphy,  Plattsburgh 
Ralph  M.  Schwartz,  Brooklyn 
William  T.  Seed,  New  York 
Donald  Swartz,  Albany 


REGIONAL  REPRESENTATIVES  IN  OB- 
STETRICS AND  PEDIATRICS 

Region  One:  New  York,  Richmond,  Bronx 
Obstetrics — Myron  Gordon,  New  York 
Pediatrics — Donald  S.  Gromisch,  Syosset 
Region  Two:  Kings,  Queens,  Nassau,  Suffolk 
Obstetrics — William  Finn,  Manhasset 
Pediatrics — Samuel  Karelitz,  New  Hyde  Park 
Region  Three:  Westchester,  Putnam,  Rockland,  Or- 
ange, Dutchess,  Ulster 
Obstetrics — John  R.  Gregory,  Bronxville 
George  Montgomery,  Jr.,  Poughkeepsie 
Pediatrics — Edward  A.  Hardy,  Pelham 
Region  Four:  Schenectady,  Fulton,  Montgomery, 

Schoharie 

Obstetrics — William  H.  Brown,  Schenectady 
Pediatrics — Stewart  C.  Wagoner,  Schenectady 
Region  Five:  Albany,  Washington,  Columbia,  Rens- 
selaer, Greene,  Saratoga,  Warren 
Obstetrics — Lome  F.  Hall,  Albany 
Raymond  L.  Rhodes,  Glens  Falls 
Pediatrics — William  A.  Petersen,  Latham 
Region  Six:  Clinton,  Essex,  Franklin 
Obstetrics — Robert  E.  Davis,  Plattsburgh 
Pediatrics — Peter  Pulrang,  Plattsburgh 
Region  Seven:  Jefferson,  Lewis,  St.  Lawrence,  Oswe- 
go 

Obstetrics — Frank  Meyer,  Fulton 
Pediatrics — 

Region  Eight:  Onondaga,  Oneida,  Madison,  Cortland, 
Cayuga,  Herkimer,  Hamilton 
Obstetrics — Richard  H.  Aubry,  Syracuse 
Pediatrics — 

Region  Nine:  Broome,  Tioga,  Chenango,  Otsego, 
Delaware,  Sullivan 

Obstetrics — Robert  E.  Ahearn,  Binghamton 
Pediatrics — Gary  Preiser,  Walton 
Region  Ten:  Monroe,  Orleans,  Wayne,  Livingston, 
Ontario,  Seneca,  Yates 
Obstetrics — Jerome  Glazer,  Rochester 
Pediatrics — John  L.  Green,  Rochester 
Region  Eleven:  Chemung,  Schuyler,  Steuben, 

Tompkins,  Allegany 

Obstetrics — Donald  L.  Brooks,  Jr.,  Elmira 
Pediatrics — Aziz  H.  Kureshi,  Corning 
Region  Twelve:  Erie,  Niagara,  Chautauqua,  Catta- 
raugus, Genesee,  Wyoming 
Obstetrics — Donald  W.  Hall,  Buffalo 
William  T.  Ellis,  Jamestown 
Laurence  G.  Roth,  Batavia 
Pediatrics — Alan  H.  Reckhow,  Kenmore 

Medical  Aspects  of  Sports 

Donald  T.  Kasprzak,  Plattsburgh,  Chairman 
John  L.  Marshall,  New  York,  Vice-Chairman 
Albert  B.  Accettola,  Staten  Island 
Viola  F.  Anderson,  Bronxville 
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Herbert  Bessen,  Carmel 
John  L.  Butsch,  Buffalo 
Richard  B.  Commentucci,  New  York 
Kenneth  E.  DeHaven,  Rochester 
Louis  N.  Frankel,  Hempstead 
Onslow  A.  Gordon,  III,  Westport 
Frederick  H.  Grabo,  Rome 
Norman  R.  Loomis,  Ontario 
Michael  C.  Young,  Carmel 
Joseph  Abraham,  Geneva,  Advisor 


Herbert  A.  Laughlin,  Westfield 
Ralph  C.  Parker,  Jr.,  Pittsford 
Julia  Freitag,  Albany,  Advisor 

School  Health 

George  F.  Cunningham,  Sayville,  Chairman 

Viola  F.  Anderson,  Bronxville 

Richard  H.  Bennett,  Camillus 

Edward  M.  DiTolla,  New  York 

Peter  C.  Pulrang,  Plattsburgh 

Norman  B.  Schell,  Jericho 

Martin  C.  Ushkow,  Syracuse 


Mental  Health 

Allison  B.  Landolt,  Bronxville,  Chairman 

Douglas  C.  Evans,  Rochester 

Edith  Mila  Jurka,  New  York 

Bernard  F.  Kalina,  Liberty 

John  P.  Lambert,  Katonah 

Laurence  Loeb,  Hartsdale 

Stephen  Nordlicht,  New  York 

Herbert  S.  Peyser,  New  York 

Donald  H.  Schultz,  Kingston 

Robert  McKinley,  Albany,  Advisor 

Metabolic  Diseases 
Arthur  H.  Dube,  Syracuse,  Chairman 
Marshall  Clinton,  Buffalo 
William  W7.  Faloon,  Rochester 
Joel  J.  Schnure,  Johnson  City 
Harold  Zarowitz,  Brooklyn 
Bernard  Pollara,  Albany,  Advisor 

Physical  Medicine  and  Rehabilitation 

Edward  J.  Lorenze,  III,  New  York,  Chairman 

William  H.  Georgi,  Buffalo 

Milton  Lowenthal,  New  York 

Edward  W.  Lowman,  New  York 

Leon  M.  Rothman,  Brooklyn 

Asa  P.  Ruskin,  Brooklyn 

Samuel  S.  Sverdlik,  New  York 

F rederick  A.  Groff,  Jr.,  Albany,  Advisor 

Preventive  Medicine 
Harry  S.  Lichtman,  Lido  Beach,  Chairman 
John  P.  Albanese,  Bronx 
Vernal  G.  Cave,  Brooklyn 
Duncan  W.  Clark,  Brooklyn 
Gerald  J.  Duffner,  Newark 
Rudolf  H.  Steinharter,  Hempstead 
Thomas  S.  Bumbalo,  Buffalo  (Subcommittee  on  In- 
fectious Diseases) 

Leonard  L.  Heimoff,  Bronx  (Subcommittee  on 
Community  Health) 

Howard  B.  Shookhoff,  Bronx  (Subcommittee  on 
Tropical  Diseases) 

Harry  A.  Feldman,  Syracuse,  Advisor 
Yehudi  Felman,  New  York,  Advisor 
Donald  0.  Lyman,  Albany,  Advisor 

Rural  Medical  Service 

Stephen  W.  Blatchly,  Groton,  Chairman 

Edward  A.  Barrett,  Albion 

Ernest  H.  Carhart,  Syracuse 

Erich  Hirsch,  Geneva 

Rudolph  F.  Hust,  Unadilla 


COMMISSION  ON  EDUCATION 

Kenneth  H.  Eckhert,  Buffalo,  Chairman 

COMMITTEES 

Continuing  Medical  Education 

Bernard  J.  Pisani,  New  York,  Chairman 
Marvin  L.  Bloom,  Buffalo 
Louis  J.  Delli-Pizzi,  Manhasset 
Peter  B.  Farnsworth,  Valhalla 
W illiam  C.  Felch,  Port  Chester 
Solomon  Hershey,  Bronx 
William  F.  Mitty,  Jr.,  New  York 
W'illiam  P.  Nelson,  III,  Albany 
Stephen  Nordlicht,  New  York 
Ward  L.  Oliver,  Cobleskill 
Robert  Lee  Patterson,  Jr.,  New  York 
Theodore  J.  Prowda,  Sherrill 
Charles  D.  Sherman,  Jr.,  Rochester 
Morris  Theodore  Tanenhaus,  Brooklyn 
Tamarath  K.  Yolles,  Stony  Brook 
Edward  D.  Coates,  Albany,  Advisor 

Data  Processing  in  Medicine 

William  A.  Bauman,  New  York,  Chairman 

Ralph  L.  Engle,  Jr.,  New  York 

Alvin  H.  Freiman,  New  York 

Elemer  R.  Gabrieli,  Buffalo 

Robert  M.  Klein,  Tarrytown 

Terence  W.  Murphy,  Larchmont 

Leon  Pordy,  New  York 

Charles  T.  Ryder,  New  York 

Edward  Vastola,  Brooklyn 

Sheldon  Zimberg,  New  York 

Philip  Aisen,  Bronx,  Advisor 

Allan  C.  Anderson,  Rochester,  Advisor 

Thomas  C.  Gabriele,  Albany,  Advisor 

William  J.  Mueller,  Syracuse,  Advisor 

Donald  M.  Shapiro,  Valhalla,  Advisor 

Forensic  Medicine 

Milton  Helpern,  New  York,  Chairman 
Judith  M.  Lehotay,  Buffalo 
Leslie  I.  Lukash,  East  Meadow 
Arthur  A.  Stein,  Albany 
Robert  L.  Sullivan,  Schenectady 
Sidney  B.  Weinberg,  Hauppauge 
David  Axelrod,  Albany,  Advisor 

Medical  School  Relationships 

Charles  D.  Sherman,  Ji.,  Rochester,  Chairman 
John  H.  Carter,  Albany 
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Richard  A.  Hughes,  Glens  Falls 
Cornelius  J.  O’Connell,  Buffalo 
Bernard  J.  Pisani,  New  York 
A.  Burton  White,  Great  Neck 

Quackery 

Joseph  G.  Zimring,  Long  Beach,  Chairman 
Allison  B.  Landolt,  Bronxville 
Charles  E.  Rogers,  Roslyn 
M.  Theodore  Tanenhaus,  Brooklyn 
Donald  MacHarg,  Albany,  Advisor 


COMMISSION  ON  INSURANCE 
AND  MEMBERSHIP  BENEFITS 

Milton  Rosenberg,  Patchogue,  Chairman 

COMMITTEES 

General  Insurance 

Bernard  J.  Hartnett,  Auburn,  Chairman 
Leonard  J.  Barron,  Binghamton 
Renzo  S.  Basili,  Brooklyn 
Francis  X.  Dever,  Glens  Falls 
Robert  M.  George,  Utica 
John  G.  Hamilton,  Wayland 
Jack  Lehman,  Jackson  Heights 
John  Alan  Ramsdell,  White  Plains 
Thomas  J.  Sheehy,  Jr.,  Glen  Cove 
Charles  J.  Tanner,  Buffalo 

Membership  Benefits 

J.  Conrad  Greenwald,  Great  Neck,  Chairman 

Vincent  Geraci,  Brooklyn 

John  G.  Hamilton,  Wayland 

Karl  Neumann,  Forest  Hills 

Francis  Z.  Reinus,  New  York 


OTHER  COUNCIL  COMMITTEES 

Archives 

Paul  S.  Striker,  New  York,  Chairman 
Bernard  R.  Margolius,  Catskill 
Harriett  Northrup,  Jamestown 
Nathan  Roth,  New  York 
Alfred  A.  Angrist,  Lake  Success,  ex  officio 

Awards  and  Prize  Essays 

Alfred  A.  Angrist,  Lake  Success,  Chairman 

Aaron  Feder,  Jackson  Heights 

Samuel  Karelitz,  New  Hyde  Park 

Budget  and  Finance 

Walter  T.  Heldmann,  Staten  Island,  Chairman 

Ralph  S.  Emerson,  Roslyn  Heights 

Joseph  J.  Kaufman,  Newark 

Warren  A.  Lapp,  Brooklyn 

Albert  M.  Schwartz,  New  York 

Walter  Scott  Walls,  Buffalo 

Constitutions  and  Bylaws 

Ralph  M.  Schwartz,  Brooklyn,  Chairman 

James  R.  Nunn,  Amherst 

Melville  G.  Rosen,  Stony  Brook 

J.  Richard  Burns,  Lake  Success,  ex  officio 


Convention 

Joseph  G.  Zimring,  Long  Beach,  Chairman 

Frank  LaGattuta,  Bronx 

Stephen  Nordlicht,  New  York 

Maxwell  Spring,  Bronx 

Albert  H.  Douglas,  Jamaica,  Consultant 

(Committee  personnel  includes  the  chairmen  of  the 

following  subcommittees) 

Dinner  Subcommittee 

Arthur  H.  Diedrick,  Port  Chester,  Chairman 
Thomas  S.  Bumbalo,  Buffalo 

Scientific  Awards  Subcommittee 

Julius  E.  Stolfi,  Brooklyn,  Chairman 

Leonard  F.  Ciner,  New  York 

John  H.  Morton,  Rochester 

Albert  H.  Douglas,  Jamaica,  Consultant 

Scientific  Exhibits  Subcommittee 

Thomas  S.  Bumbalo,  Buffalo,  Chairman 
Lester  Blum,  New  York 
Frederick  Lee  Liebolt,  New  York 

Scientific  Program  Subcommittee 

Stephen  Nordlicht,  New  York,  Chairman 
Martin  Lipkin,  New  York,  Associate  Chairman 
A.  W.  Martin  Marino,  Jr.,  Brooklyn,  Associate 
Chairman 

Henry  B.  Marshall,  Elmira,  Associate  Chairman 
Maxwell  Spring,  Bronx,  Associate  Chairman 
William  J.  Staubitz,  Buffalo,  Associate  Chairman 
Leo  J.  Swirsky,  Brooklyn,  Associate  Chairman 
Albert  H.  Douglas,  Jamaica,  Consultant 
(Subcommittee  personnel  includes  also  chair- 
men of  scientific  sections  and  sessions) 


Ethics 

Joseph  G.  Zimring,  Long  Beach,  Chairman 
Franklyn  C.  Hayford,  Schenectady 
Clifford  L.  Spingarn,  New  York 
George  Tilley,  Syracuse 
Theodore  C.  Jewett,  Jr.,  Buffalo 


Library 

Albert  M.  Schwartz,  New  York,  Chairman 

Eliza  H.  Caldwell,  Pelham 

Warren  A.  Lapp,  Brooklyn 

Albert  B.  Lowenfels,  Valhalla 

William  B.  Ober,  New  York 

Albert  H.  Douglas,  Jamaica,  Consultant 


Public  and  Professional  Relations 

Richard  B.  Nolan,  New  York,  Chairman 
George  W.  Benninger,  New  Windsor 
Leonard  S.  Brahen,  East  Meadow 
William  P.  Clark,  Eastchester 
Robert  E.  Good,  Elmira 
Edward  C.  Hughes,  Jr.,  Syracuse 
David  B.  McDowell,  Plattsburgh 
Jack  D.  O’Neil,  Corning 
Kenyon  J.  Plumpton,  Watertown 
William  C.  Stein,  Lockport 
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Publications 

Warren  A.  Lapp,  Brooklyn,  Chairman 
Arthur  H.  Diedrick,  Port  Chester 
Milton  Gordon,  Huntington 
Alfred  A.  Angrist,  Lake  Success,  ex  officio 
Julius  E.  Stolfi,  Brooklyn,  ex  officio 
Albert  H.  Douglas,  Jamaica,  Consultant 

Research  and  Planning 

Paul  M.  DeLuca,  Johnson  City,  Chairman 

Lynn  R.  Callin,  Rochester 

William  M.  Hewlett,  Jamaica 

Henry  B.  Marshall,  Elmira 

Charles  D.  Sherman,  Jr.,  Rochester 

Walter  Scott  Walls,  Buffalo 

George  T.  C.  Way,  Poughkeepsie 

Charles  Weller,  Larchmont 

G.  Rehmi  Denton,  Albany,  Advisor 


Advisory  Committee  to  the  American  Association 
of  Medical  Assistants,  New  York  State  Society, 
Inc. 

David  Safadi.  Ithaca,  Chairman 
Anthony  F.  Fragola,  West  Islip 
Carl  C.  Sansocie,  Brockport 

Membership 

Kenneth  H.  Eckhert,  Buffalo,  Chairman 
Duane  M.  Cady,  Liverpool 
William  L.  Craver,  Rochester 
Thomas  W.  Greenlees,  Cobleskill 
William  M.  Hewlett,  Jamaica 
Martin  Markowitz,  Brooklyn 
Richard  B.  Nolan,  New  York 
Robert  J.  O’Connor,  Staten  Island 
Donald  A.  Richter,  Saranac  Lake 
Patricia  G.  Squillace,  Rockville  Centre 
Wayne  C.  Templer,  Corning 
Nicholas  P.  Teresi,  Albany 
Robert  B.  Wallace,  Utica 

No-Fault  Insurance 

G.  Rehmi  Denton,  Albany,  Chairman 
John  H.  Carter,  Albany 
Kenneth  H.  Eckhert.  Buffalo 
Sears  E.  Edwards,  Garden  City 
Carl  Goldmark,  Jr.,  New  York 
Joseph  J.  Kaufman,  Newark 
George  Lim,  Rome 
Daniel  F.  O'Keeffe,  Glens  Falls 
Milton  Rosenberg,  Patchogue 
Joseph  F.  Shanaphy,  Staten  Island 


Thanatology 

Allison  B.  Landolt,  Bronxville,  Chairman 
Marcelle  T.  Bernard,  Bronx 
Robert  B.  Bryant  , Syracuse 
Paul  M.  DeLuca,  Johnson  City 
Katharine  L.  Friedmann,  Ardsley 
Donald  H.  Schultz,  Kingston 
Joseph  G.  Zimring,  Long  Beach 

Ad  Hoc  Committee  to  Review  Legislative  Activi- 
ties 

Joseph  J.  Kaufman,  Newark,  Chairman 
James  M.  Blake,  Schenectady 
John  H.  Carter,  Albany 
Richard  D.  Eberle,  Syracuse 
Walter  T.  Heldmann,  Staten  Island 

Ad  Hoc  Committee  to  Review  Legal  Activities 

George  T.  C.  Way,  Poughkeepsie,  Chairman 

G.  Rehmi  Denton,  Albany 

Ralph  S.  Emerson,  Roslyn  Heights 

Carl  Goldmark,  Jr.,  New  York 

Walter  Scott  Walls,  Buffalo 

Liaison  Committee  With  New  York  State  Bar 
Assoc  ia  tion 

Carl  Goldmark,  Jr.,  New  York,  Chairman 
Sears  E.  Edwards,  Garden  City 
David  Kershner,  Brooklyn 
Milton  Rosenberg,  Patchogue 
George  T.  C.  Way,  Poughkeepsie 

Ad  Hoc  Committee  to  Study  Listing  of  M.D.’s/ 
D.O.’s  in  the  Directory 

Charles  N.  Aswad,  Binghamton,  Chairman 

George  Lim,  Rome 

Daniel  F.  O’Keeffe,  Glens  Falls 

Ad  Hoc  Committee  to  Prepare  a Position  Paper 
on  Discipline 

John  H.  Carter,  Albany,  Chairman 
G.  Rehmi  Denton,  Albany 
Stanley  E.  Gitlow,  New  York 
David  Kershner,  Brooklyn 
Ralph  M.  Schwartz,  Brooklyn 
Charles  D.  Sherman,  Jr.,  Rochester 

Ad  Hoc  Committee  to  Prepare  a Position  Paper 
on  Health  Crisis 

Charles  N.  Aswad,  Binghamton,  Chairman 
James  M.  Blake,  Schenectady 
Warren  A.  Lapp,  Brooklyn 
George  T.  C.  Way,  Poughkeepsie 
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STANDING  COMMITTEES 

House  Committee  on  Bylaws 

Allison  B.  Landolt,  Bronxville,  Chairman 

Frank  Bolgan,  Buffalo 

Stanley  B.  Chapman,  Bath 

G.  Rehmi  Denton,  Albany 

Joseph  R.  Fontanetta,  Brooklyn 

Keith  0.  Guthrie,  Jr.,  New  York 

George  Lim,  Rome 

Henry  B.  Marshall,  Elmira 

Robert  A.  Mayers,  Port  Chester 

Daniel  F.  O'Keeffe,  Glens  Falls 

Milton  Rosenberg,  Patchogue 

Joseph  F.  Shanaphy,  Staten  Island,  ex  officio 

Richard  D.  Eberle,  Syracuse,  ex  officio 

J.  Richard  Burns,  Lake  Success,  ex  officio 

Judicial  Council 

James  M.  Blake,  Schenectady,  Chairman 
Walter  T.  Heldmann,  Staten  Island 
Reid  R.  Heffner,  New  Rochelle 
Joseph  G.  Zimring,  Long  Beach 
Thomas  S.  Bumbalo,  Buffalo 

Nominating  Committee 

Ralph  S.  Emerson,  Roslyn  Heights,  At  Large,  Chair- 
man 

John  A.  Finkbeiner,  New  York,  First  District 
Clement  J.  Boccalini,  Floral  Park,  Second  District 
John  H.  Carter,  Albany,  Third  District 
Daniel  F.  O’Keeffe,  Glens  Falls,  Fourth  District 
Bernard  J.  Hartnett,  Auburn,  Fifth  District 
Paul  M.  DeLuca,  Johnson  City,  Sixth  District 
David  L.  Koch,  Waterloo,  Seventh  District 
Carmelo  S.  Armenia,  Buffalo,  Eighth  District 
Robert  A.  Mayers,  Port  Chester,  Ninth  District 
William  A.  Schwarz,  Stapleton,  At  Large 


Executive  Committee  of  the  Council 

George  L.  Collins,  Jr.,  Buffalo,  Chairman 
George  T.  C.  Way,  Poughkeepsie 
Carl  Goldmark,  Jr.,  New  York 
Ralph  S.  Emerson,  Roslyn  Heights 
Bernard  J.  Pisani,  New  York 
Albert  M.  Schwartz,  New  York 
G.  Rehmi  Denton,  Albany 
Allison  B.  Landolt,  Bronxville 

Professional  Medical  Liability  Insurance  and 
Defense  Board 

Andrew  H.  Patterson,  New  York,  Chairman 

Harold  N.  Schwinger,  Brooklyn,  Vice-Chairman 

Ronald  A.  Andree,  New  York 

Robert  Breault,  Schenectady 

Robert  E.  Fear,  Southampton 

Antonio  F.  LaSorte,  Binghamton 

Herbert  Lourie,  Syracuse 

M.  Theodore  Tanenhaus,  Brooklyn 

Bernard  J.  Pisani,  New  York,  ex  officio 

Albert  M.  Schwartz,  New  York,  ex  officio 

Donald  J.  Fager,  New  York,  Executive  Secretary 

J.  Richard  Burns,  Lake  Success,  General  Counsel 

Countersuits  Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense 
Board 

Milton  Rosenberg,  Patchogue,  Chairman 

Ronald  A.  Andree,  New  York 

Carl  Goldmark,  Jr.,  New  York 

Allison  B.  Landolt,  Bronxville 

Herbert  Lourie,  Syracuse 

Harold  N.  Schwinger,  Brooklyn 

M.  Theodore  Tanenhaus,  Brooklyn 

Irving  J.  Thorne,  New  York 

J.  Richard  Burns,  Lake  Success,  Legal  Advisor 

Donald  J.  Fager,  New  York,  Legal  Advisor 
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al  Programma  de  Education  Familiari  de  un  centro  de 
sanitate,  durante  6 menses  (April  a Octobre,  1974),  es 
presentate.  Iste  gruppo  esseva  seguite  mediante  le  revision 
del  historia  clinic  usque  Septembre  de  1975.  Un  intente 
esseva  facite  pro  comparar  le  duration  e le  successo  (ab- 
sentia de  pregnantia)  del  contraception  in  feminas  usante 
differente  methodos.  Le  factores  variabile  considerate 
esseva  le  etate,  le  origine  ethnic,  le  accesso  (proximitate) 
al  clinica  e le  duration  del  uso  contraceptive.  Le  45  pro 
cento  del  feminas  esseva  minor  de  18  annos;  le  52.1  pro 
cento  esseva  del  racia  negre;  le  32.6  pro  cento  esseva  de 
origine  hispanic,  e 13.1  pro  cento  esseva  del  racia  blanc.  Le 
63  pro  cento  de  nostre  casos  usava  un  sol  methodo  de 
contraception.  Iste  uniformitate  esseva  correlate  con  le 
proportion  de  resultatos  favorabile.  Le  blancos  esseva  plus 
successose  in  le  prevention  del  pregnantia.  Le  proportion 
de  pregnantias  esseva  plus  basse  in  le  feminas  usante  le 
“‘piU"  e le  dispositivos  intrauterine  de  cupro  ("Copper-7”), 
considerante  toto  le  gruppo.  Nonobstante,  le  Copper-7 
esseva  un  contraceptivo  significativemente  melior  in  le 
feminas  minor  de  18  annos  de  etate. 

Anderson,  J.  E.,  Morris,  L.,  Stroh,  G.,  Conn,  J.,  e 
Gesche,  M.:  Uso  de  contraceptives;  prevalentia  inter 
feminas  sposate  in  Albany,  Nove  York,  Region  de  Sanitate, 
1974,  New  York  State  j.  Med.  77:  933  (Maio)  1977. 

Le  uso  currente  de  contraceptives  per  feminas  sposate, 
in  Albany,  Nove  York,  Region  de  Sanitate,  in  1974,  esseva 
multe  similar  al  trovate  in  un  investigation  national  facite 
in  1973.  In  ambe  annos,  le  majoritate  del  feminas  sposate 
currentemente  usava  un  methodo  contraceptive,  e le  plus 
parte  de  i lies  esseva  protegite.  Le  feminas  residente  in 
areas  de  basse  stato  social,  con  minus  education,  habeva 
minus  possibilitate  de  usar  qualqun  methodo  contracep- 
tive. Le  medicos  private  esseva  le  plus  importante  fonte 
de  indicationes  anticonceptional  per  le  feminas  de  omne 
stato  social.  In  general,  le  uso  del  protection  contraceptive 
debe  augmentar  se  mediante  le  formation  de  gruppos  e le 
direction  del  feminas  verso  methodos  anticonceptional  plus 
effective. 


continued  from  page  889 

upper  limb.  However,  the  number  and  variety  of  such 
anomalies  makes  syndrome  recognition  difficult,  and  a 
working  classification  is  presented  under  which  the  main 
syndromes  are  listed.  Chromosomal  structure  determines 
the  two  major  divisions.  Despite  the  abundance  of 


Tovell,  H.  M.  M.,  e Young,  A.  W.:  Morbos  del  vulva; 
classification  e frequentia  in  877  patientes  examinate, 
consecutivemente,  in  le  clinica  per  morbos  vulvari,  New 
York  State  J.  Med.  77:  938  (Maio)  1977. 

Le  frequentia  del  morbos  vulvari  varie  intra  le  differente 
populationes,  e le  precision  diagnostic  varie  con  le  exper- 
ientia  e interesse  del  clinico  examinator.  In  iste  reporto 
es  describite  le  experientia  de  un  clinica  pro  morbos  cuta- 
nee-vulvari,  operate  conjunctemente  per  un  dermatologists 
e un  gynecologista,  pro  establir  le  diagnose  correcte  e pro- 
portionar  le  attention  adequate  al  patiente  con  morbos 
cutanee-vulvari  trovate  in  un  gruppo  de  personas  del  citate. 
Le  patientes,  877  feminas,  esseva  referite  al  clinica,  e 9 
diagnoses  differente  de  morbos  vulvari  esseva  establite. 
Basate  in  le  sito  de  origine  del  morbo,  3 gruppos  principal 
de  morbos  esseva  trovate.  In  duo  de  iste  gruppos  principal, 
includente  98  pro  cento  de  omne  patientes,  le  morbo  vul- 
vari esseva  classificate  de  accordo  con  le  pathophysiologia 
del  processo  morbose.  Morbos  transmitite  per  contacto 
sexual  esseva  observate  in  30  pro  cento  del  patientes;  ero- 
siones  e ulcerationes  vulvari,  in  43  pro  cento,  e lesiones 
“blanc”  in  48  pro  cento  del  patientes. 

Martin,  E.  C.:  Selection  de  sydromes  hereditari,  con 
anormalitates  skeletic  e morbo  cardiac  congenital,  New 
York  State  J.  Med.  77:  944  (Maio)  1977. 

Anormalitates  skeletic  es  commun  in  patientes  con 
morbo  cardiac  congenital  e particularmente  con  defectos 
del  extremitate  superior.  Nonobstante,  le  morbo  e varietate 
de  tal  anormalitates  face  difficile  le  diagnose  del  syndrome. 
Un  classification  de  travalio  es  presentate  infra  le  qual  le 
syndromes  principal  es  annotate.  Le  strutura  chromo- 
somic  determina  le  2 divisiones  principal.  Nonobstante 
le  abundantia  de  syndromes  eponymose,  es  recognoscite 
que  multe  patientes  con  morbo  cardiac  e anormalitates 
skeletic  seguira  non  classificate.  In  tote  caso,  le  diagnose 
es  crescientemente  importante  per  que  sin  recognoscentia 
non  es  possibile  dar  un  consilio  adequate.  Le  responabi- 
litate  es  basate  junctemente  in  ambe,  le  radiologista  e le 
clinico. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


eponymous  syndromes,  it  is  acknowledged  that  many  pa- 
tients with  cardiac  disease  and  skeletal  abnormalities  will 
remain  unclassified.  Yet,  recognition  is  increasingly  im- 
portant, for  without  it  adequate  genetic  counsel  cannot  be 
given.  The  responsibility  lies  jointly  with  both  the  radi- 
ologist and  the  clinician. 
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Month  in  Washington 


In  the  name  of  the  “sunshine  law,”  the  government  re- 
leased the  names  of  physicians,  groups,  and  laboratories 
that  did  more  than  $100,000  in  Medicare  business  last  year. 
It  marked  the  first  breach  in  the  Medicare  program’s 
long-standing  policy  against  disclosing  such  informa- 
tion. 

The  over-$100,000  category  included  409  physicians, 
1,752  medical  groups,  and  58  laboratories.  This  compared 
to  2,533  physicians,  dentists,  and  pharmacies  listed  in  the 
latest  Medicaid  report  of  more  than  $100,000  intake  last 
November. 

The  American  Medical  Association  branded  the  re- 
leasing of  the  names  as  “only  serving  to  badger  a large 
segment  of  the  profession  and  to  establish  guilt  by  innu- 
endo.” AMA  Executive  Vice  President  James  Sammons, 
M.D.,  said  “there  is  a basic  dishonesty  in  the  broadcast 
release  of  the  names  of  individuals  receiving  Medicare 
payments.”  Dr.  Sammons  added  that  if  “HEW  thinks  any 
physician  on  this  list  is  guilty  of  fraud  HEW  should  say  so. 
We  will  assist  in  any  case  where  there  is  good  reason  to 
suspect  wrong  doing.” 

Dr.  Sammons  said  the  physicians  are  identified  by  HEW 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


as  individual  recipients  of  Medicare  funds,  whereas  the 
payments  are  often  for  services  provided  by  many  others 
as  well.  Many  of  the  physicians  listed  are  hospital-based 
radiologists,  pathologists,  anesthesiologists,  he  said.  “We 
would  also  point  out  that  these  services  are  paid  for  at  a 
rate  set  by  Medicare  and  based  on  prevailing  charges  two 
years  out  of  date.” 

Predictably,  press  reaction  was  uneven.  Some  press 
took  the  trouble  to  check  before  using  the  story.  Most 
press  did  not.  All  too  typical  were  headlines  like  this  one, 
from  the  Fort  Lauderdale  Sun-Sentinal: 

”HEW  RELEASES  NAMES  OF  DOCTORS  ON 
MEDICARE  GRAVY  TRAIN.” 

Few  stories  bothered  to  explain  that  the  Figures  cited  are 
gross,  not  net;  or  that  HEW’s  dollar  totals  included  not  only 
payments  to  the  physician  but  payments  made  directly  to 
the  beneficiary  where  the  beneficiary  is  responsible  for 
paying  the  physician’s  bill. 

Having  gone  through  a similar  experience  in  November 
of  1976,  when  the  Social  and  Rehabilitation  Service  made 
public  a list  of  physicians,  dentists,  pharmacies,  and  lab- 
oratories that  had  received  $100,000  or  more  from  Medi- 
caid in  1975,  the  AMA  immediately  began  checking  for 

continued  on  page  1017 
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accuracy  as  many  as  possible  of  the  names  and  amounts 
listed  as  paid  to  solo  practitioners. 

By  the  Month  In  Washington  press  time,  some  166 
physicians  listed  in  solo  practice  were  contacted  in  30  states 
and  the  District  of  Columbia.  Of  this  group: 

**82  were  incorrectly  listed  as  solo  practitioners; 

**5  had  incorrect  amounts  attributed  paid  to  them; 

**22  reported  both  the  solo  designation  and  the  amount 
were  incorrect. 

Some  65.7  percent  of  the  information  released  on  the  409 
physicians  listed  as  solo  practitioners  was  therefore  in- 
correct. 

Complaints  from  individual  physicians  victimized  by 
these  inaccuracies  poured  in  to  the  press.  A roundup  by 
the  Associated  Press,  pointed  out  some  of  the  injustices 
done  by  the  HEW  release  in  which  two  out  of  three  solo 
practitioners  were  inaccurately  listed. 

The  Washington  Star  took  editorial  note  of  HEW’s  in- 
accuracies under  the  heading:  “A  SLOPPY  PIECE  OF 
WORK.” 

The  physicians  contacted  by  the  AMA  and  state  medical 
societies  reported  harrassment  by  angry  patients,  crank 
telephone  calls,  children  taunted  at  school  as  the  children 
of  a crook,  anonymous  threats,  attacks  by  colleagues,  and 
continuing  embarrassment  within  their  communities. 

A number  of  Congressmen  have  inserted  remarks  into 
the  Congressional  Record  with  respect  to  HEW’s  dis- 
graceful performance. 

HEW  Secretary  Joseph  A.  Califano  has  privately  ad- 
mitted dismay  and  has  publicly  stated  that  a corrected  list 
will  be  forthcoming  shortly. 


* * * 

The  AMA  has  told  the  government  that  fraud  and  abuse 
are  different  problems  deserving  different  treatment. 

In  a letter  to  HEW  Secretary  Califano,  the  AMA  said: 

“Frankly,  we  find  it  difficult  to  equate  ‘abuse’  of  Medi- 
care and  Medicaid  programs  with  some  legally  definable 
criminal  action.  Indeed,  it  is  unfortunate  that  ‘fraud  and 
abuse’  have  been  linked  so  often  in  public  discussion  and 
departmental  releases  that  the  clearly  criminal  aspects  of 
‘fraud’  have  migrated  to  ‘abuse’  as  well.” 

AMA  Executive  Vice  President  James  Sammons,  M.D., 
said  “fraud”  is  a reasonably  well-defined  legal  concept — 
misrepresentation  with  the  intent  to  obtain  money  or  other 
goods  to  which  one  is  not  entitled — and  has  always  been 
subject  clearly  to  legal  penalties.  Dr.  Sammons  said  ex- 
amples include  billing  for  services  not  rendered,  and  so 
forth.  “The  medical  profession  has  always  opposed  such 
practices  by  its  members  and  urges  prosecution  of  those 
charged  with  fraud. 

However,  he  wrote,  abuse  is  a much  more  ambiguous 
term.  A “fact  sheet”  on  Medicaid  fraud  and  abuse  issued 
by  the  Social  and  Rehabilitation  Service  states  that  a 
provider  is  “abusing”  the  program  if  he  files  claims  and 
receives  payment  for  services  “that  are  not  allowed  by 
Federal  or  state  Medicaid  laws  or  regulations.”  If  “abuse” 
of  a program  by  a provider  implies  some  guili  on  his  part, 
this  definition  is  clearly  inadequate,  since  it  leaves  out  any 
reference  to  the  provider’s  knowledge  of  the  exclusion, 
noted  Dr.  Sammons. 

The  AMA  said  the  decision  as  to  appropriateness  of  care 
“is  a professional  decision,  not  a legal  one,  and  we  would 

continued  on  page  1020 
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Medical  Meetings 


23  courses  to  review 
spectrum  of  medicine 

A landmark  development  in  physician  postgraduate 
education  has  been  announced  by  the  American  College 
of  Physicians.  The  Philadelphia-based  organization, 
representing  internists  and  specialists  in  related  fields,  will 
sponsor  23  courses,  providing  intensive  review  of  the  entire 
spectrum  of  medicine  over  a five-day  (30  hour)  period. 
The  course  instruction  will  be  based  on  a 283-page  syllabus 
text  that  encompasses  pertinent  developments  in  internal 
medicine  occurring  in  the  past  five  years.  It  was  compiled 
by  more  than  70  experts  in  11  different  specialty  areas. 

The  ACP  courses  will  differ  from  any  ever  presented  in 
that  they  complement  self-learning  activities  (through  the 
American  College  of  Physician’s  Medical  Knowledge 
Self-Assessment  Program — IV)  and  will  also  serve  to 
prepare  physicians  for  this  fall’s  American  Board  of  In- 
ternal Medicine  Recertification  Examination. 

Nearly  30,000  physicians  are  now  participating  in 
MKSAP  IV  and  10,000  more  are  expected  to  subscribe. 
This  home-study  program  includes  the  syllabus,  a self- 
assessment  examination  consisting  of  807  multiple  choice 
questions  and  patient  management  problems,  plus  a cri- 
tique book  explaining  why  one  answer  is  correct  and  other 
options  are  inappropriate.  With  MKSAP,  a physician  can 
assess  the  extent  of  medical  knowledge  in  11  areas:  allergy 
and  immunology,  cardiovascular  diseases,  dermatology, 
endocrinology  and  metabolism,  gastroenterology,  hema- 
tology-oncology, infectious  diseases,  nephrology,  neurology, 
pulmonary  diseases,  and  rheumatology. 

The  23  course  locations  crisscross  the  United  States — 
from  Atlanta  to  Seattle;  Los  Angeles  to  Burlington — with 
the  first  sessions  beginning  at  three  sites  on  August  15th 
and  others  scheduled  to  start  on  various  dates  through 
October  17th. 

Unlike  courses  presented  in  association  with  a single 
institution,  MKSAP  course  teaching  faculties  will  consist 
of  top-flight  professors  selected  from  various  medical 
schools  in  the  nearby  geographical  area. 

The  courses  start  in  high  gear  as  participants  are  ex- 
pected to  have  studied  the  MKSAP  IV — reading  through 
the  syllabus  and  working  the  questions — for  several 
months  prior  to  attending  a course.  Robert  H.  Moser, 
M.D.,  F.A.C.P.,  Executive  Vice  President  Designate  of  the 
American  College  of  Physicians  has  cautioned:  “If  anyone 
has  the  temerity  to  try  the  ACP  MKSAP  IV  Courses  ‘cold 
turkey’ — without  studying  the  Syllabus  and  tackling  the 
multiple  choice  questions — he  or  she  will  be  in  for  a fasci- 
nating lesson  in  humility.” 

Registration  is  limited  and  all  courses  are  expected  to 
fill  to  capacity,  so  physicians  have  been  urged  to  enroll  as 
soon  as  possible.  A catalog  on  the  courses  is  available  by 
writing  to:  Registrar,  ACP-MKSAP  Courses,  American 
College  of  Physicians,  4200  Pine  Street,  Philadelphia,  PA 
19104. 

Dates  and  locations  of  the  special  ACP  courses  to  be  held 
in  New  York  State  are:  August  15  to  19,  New  York  City, 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 


directed  by  E.  Lovell  Becker,  M.D.,  F.A.C.P.,  and  October 
1 to  5,  Montauk  Point,  directed  by  Julius  E.  Stolfi,  M.D., 
F.A.C.P. 

Spring  lectures 

The  medical  staff  of  Central  General  Hospital,  Plain- 
view,  began  a series  of  lectures  on  March  16  which  are  being 
held  in  the  hospital’s  lecture  hall  every  Wednesday  at  8 
a.m.  The  following  lectures  being  presented  in  May  and 
one  in  June  are:  May  18,  Rehabilitative  Measures  in  Ar- 
thritis, presented  by:  Arminius  Cassvan,  M.D.;  May  25th, 
Orthopedics — A.  Rheumatoid,  B.  Nonrheumatoid, 
presented  by:  Paul  Lehmuller,  M.D.;  and  June  1st,  Ra- 
diology of  Bones  and  Joints,  presented  by:  Jerome 

Zwanger,  M.D.,  and  E.  J.  Pesiri,  M.D. 

NCME 

NCME  (The  Network  for  Continuing  Medical  Educa- 
tion) schedule  to  be  presented  May  16  through  May  29  will 
cover:  “Ovarian  Cancer:  The  aggressive  diagnosis,”  and 

“Ovarian  Cancer  Management:  the  planned  attack,”  with 

Hugh  R.  K.  Barber,  M.D.,  clinical  professor  and  director 
of  Obstetrics  and  Gynecology,  Lenox  Hill  Hospital,  at- 
tending surgeon  of  the  Division  of  Gynecology  of  Memorial 
Hospital,  New  York  City,  and  president  of  the  New  York 
City  Division  of  the  American  Cancer  Society. 

“Gait:  normal  and  abnormal,”  with  Robert  S.  Siffert, 

M.D.,  professor  and  chairman,  Department  of  Orthopedics, 
Mt.  Sinai  Hospital,  New  York  City. 

U/B,  HEW  conduct  nurse 
practitioner  study 

In  September,  the  U/B  research  team  will  host  a national 
invitational  conference  for  the  directors  of  200  nurse 
practitioner  programs.  Jane  Mathews  Gentry,  clinical 
assistant  professor  and  research  associate  at  U/B  will 
coordinate  the  conference. 

The  conference  will  include  a discussion  of  the  study  and 
lead  to  a second  publication  dealing  with  future  academic 
and  professional  directions  for  the  nurse  practitioner 
movement. 

Roswell  Park’s 

continuing  education  programs 

The  following  is  a schedule  of  Roswell  Park  Memorial 
Institute’s  continuing  education  programs.  Inquiries 
should  be  sent  to:  Ms.  Claudia  Lee,  Cancer  Control, 

RPMI,  661  Elm  Street,  Buffalo,  N.Y.  14263. 

April  22, 1977,  Management  of  Central  Nervous  System 
Malignancies,  Chairperson:  Dr.  Charles  West,  Depart- 
ment of  Neurosurgery;  May  12,  1977,  Advances  in  the 
Treatment  of  Childhood  Cancer,  Chairperson:  Dr.  Arnold 
Freeman,  Department  of  Pediatrics;  June  4,  1977,  Man- 
agement of  all  Stages  of  Colorectal  Carcinoma,  Chairper- 
son: Dr.  Arnold  Mittelman,  Department  of  General  Sur- 
gery; June  9,  1977,  Present  Status  of  Management  of 
Prostate  & Bladder  Cancer,  Chairperson:  Dr.  Richard 
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Johnson,  Department  of  Radiation  Medicine;  July  18- 
September  1,  1977,  General  Oncology  and  Hematology, 
Chairperson:  Dr.  Julian  Ambrus,  Department  of  Patho- 
physiology; September  8,  1977,  The  Chronic  Leukemias, 
Chairperson:  Dr.  Joseph  Sokal,  Department  of  Medicine 
B;  October  12-13,  1977,  Importance  of  Staging  in  the 
Management  of  Malignant  Disease,  Chairperson:  Dr. 

James  Wallace,  Jr.,  all  clinical  departments;  November  10, 

1977,  Anaesthesia  in  the  Cancer  Patient-Blood  Pressure 

Problems,  Chairperson:  Dr.  Raymond  Trudnowski,  De- 
partment of  Anaesthesia;  December  8,  1977,  Adolescent 
Oncology,  Chairperson:  Dr.  H.  James  Wallace,  Jr.,  De- 
partment of  Cancer  Control  and  Rehabilitation;  January 
26,  1978,  Thyroid  Carcinoma:  Newer  Concepts  and 

Management,  Chairperson:  Dr.  Katsutaro  Shimaoka, 

Department  of  Medicine  B;  February  9,  1978,  Outside 
Agents  in  the  Etiology  of  Cancer,  Chairperson:  Dr.  Josef 
Vana,  Department  of  Epidemiology;  March  3, 1978,  New 
Leads  in  Cancer  Therapeutics,  Chairperson:  Dr.  Enrico 
Mihich,  Department  of  Experimental  Therapeutics;  March 
9,  1978,  Cancer  of  the  Lung,  Chairperson:  Dr.  Ronald 
Vincent,  Department  of  Thoracic  Surgery;  April  12,  1978, 
Seminar  in  Tumors  Involving  the  Skin,  Chairperson:  Dr. 
Ole  Holtermann,  Department  of  Dermatology;  May  11, 

1978,  Hematologic  Problems  in  the  Cancer  Patient, 
Chairperson:  Dr.  Julian  Ambrus,  Department  of  Patho- 


physiology; June  8,  1978,  Progress  against  Upper  Gas- 
trointestinal Cancer  1978,  Chairperson:  Dr.  Harold 

Douglass,  Department  of  Surgery;  June  17,  1978,  Man- 
agement of  All  Stages  of  Colorectal  Cancer,  Chairperson: 
Dr.  Arnold  Mittleman,  Department  of  Surgery;  July- 
August  1978,  General  Oncology,  Chairperson:  Dr.  Julian 
Ambrus,  Department  of  Pathopysiology;  October  11-12, 
Adjuvant  Therapy  in  Solid  Tumors,  Chairperson:  Dr.  H. 
James  Wallace,  Jr.,  all  clinical  departments;  November  9, 

1978,  Progress  in  Head  and  Neck  Oncology — 1978, 
Chairperson:  Dr.  Donald  Shedd,  Department  of  Head  and 
Neck  Surgery;  December  7, 1978,  Endocrinologic  Aspects 
of  Cancer,  Chairperson:  Dr.  Avery  Sandberg,  Department 
of  Medicine  C;  January  1 1,  1979,  The  Role  of  Rehabilita- 
tion in  Cancer,  Chairperson:  Roy  Fabry,  Department  of 
Rehabilitation  Services;  February  8,  1979,  Recent  Ad- 
vances in  Gynecologic  Oncology,  Chairperson:  Dr.  Joseph 
Barlow,  Department  of  Gynecology;  March  8,  1979,  Re- 
evaluation  of  Multi-Modal  Treatment  of  Melanoma, 
Chairperson:  Dr.  E.  Douglas  Holyoke,  Department  of 
General  Surgery;  April  12,  1979,  The  Physician  and  Oral 
Cancer,  Chairperson:  Dr.  Norman  G.  Schaaf,  Department 
of  Dentistry  and  Maxillofacial  Prosthetics;  May  10, 1979, 
Immunotherapy  of  Cancer:  Success  or  Failure?,  Chair- 
person: Dr.  E.  Douglas  Holyoke,  Department  of  General 
Surgery;  June  14,  1979,  Cancer  of  the  Colon-Rectum — 

1979,  Chairperson:  Dr.  Arnold  Mittelman,  Department 
of  General  Surgery. 
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strongly  urge  that  no  attempt  be  made  to  bring  it  within 
the  courtroom,  along  with  prosecution  of  fraud.”  Legiti- 
macy and  appropriateness  of  treatment  should  first  be 
explored  by  the  review  committees  already  established  for 
this  purpose  at  the  community  level,  said  Dr.  Sammons. 
“When  they  agree  that  the  treatment  is,  indeed,  inappro- 
priate and  excessive,  efforts  should  be  made  by  his  peers 
to  persuade  the  erring  physician  to  follow  a more  appro- 
priate course  of  treatment,  but  the  punitive  action  should 
be  limited  to  those  already  authorized  by  law^ — nonreim- 
bursement of  excess  care  and,  where  the  pattern  of  overuse 
or  overtreatment  continues,  exclusion  of  the  individual 
from  the  program.” 

He  concluded,  “We  believe  that  this  is  both  appropriate 
and  sufficient  in  the  way  of  penalty  for  actions  which  the 
physician  himself  may  consider  honest  and  nonculpable, 
and  we  would  therefore  urge  that,  while  fraud  should  in- 
deed be  prosecuted  to  the  extent  of  the  law,  ‘abuse,’  in  this 
sense,  should  be  handled  within  the  framework  of  Peer 
Review  and  program  administration  controls.” 

* * * 

A bill  aimed  at  rooting  out  fraud  and  abuse  in  Federal 
health  programs  has  started  down  the  legislative  path  in 
Congress.  The  AMA  applauded  the  objective,  but  said  the 
bill  is  so  broadly  drawn  that  it  allows  investigation  of  “the 
actions  of  almost  every  practicing  physician  in  the  United 
States.” 

The  minority  of  physicians  who  abuse  Medicare  and 
Medicaid  should  be  brought  to  justice,  the  AMA  said,  but 
“justice  is  not  served  if  all  practitioners  are  subjected  to 
harrassment  and  restraint  so  that  a few  malefactors  may 
be  apprehended.” 

Edgar  T.  Beddingfield,  M.D.,  chairman  of  the  AMA’s 
Council  on  Legislation,  testified  before  an  unusual  joint 
hearing  by  the  health  subcommittees  of  the  House  Ways 
and  Means  and  House  Commerce  Committees.  Ways  and 
Means  is  responsible  for  Medicare;  Commerce,  for  Medi- 
caid. 

To  the  extent  that  the  legislation  was  aimed  at  the 
“Medicaid  mill”  it  has  “far  exceeded  the  mark,”  said  Dr. 
Beddingfield.  “Since  this  bill  has  been  characterized  as 
the  ‘Medicaid  mill’  Fraud  and  Abuse  Bill,  practically  all 
group  practices  could  be  stigmatized  because  of  the  broad 
application  of  its  provisions.” 

The  broad  approach  of  the  bill  is  “aimed  at  a large  pro- 
portion of  all  practicing  physicians,  casting  its  stigma  of 
impropriety  upon  the  tens  of  thousands  of  physicians  who 
fall  within  its  purview,”  the  AMA  witness  said.  “Virtually 
all  group  practices  in  the  United  States  would  be  subjected 
to  the  same  requirements  as  the  so-called  ‘Medicaid 
mill.’  ” 

All  groups  of  two  or  more  practitioners  would  be  subject 
to  the  extensive  disclosure  of  records  provisions,  Dr.  Bed- 
dingfield noted,  adding  that  all  practicing  physicians  who 
render  Medicare  and  Medicaid  services  would  be  subject 
to  review  by  Professional  Standards  Review  Organizations 
(PSRO). 

Continuing  his  criticism  of  the  legislation,  Dr.  Bed- 
dingfield said  it  “endangers  the  confidentiality  of  patient 
records,  and  certain  provisions  cannot  be  justified  as 
needed  or  even  as  a wise  tool  to  combat  fraud.” 

* * * 

To  counter  charges  that  his  Department  has  been  lax  in 
cracking  down  on  fraud  and  abuse  in  health  programs, 


HEW  Secretary  Califano  has  called  in  the  FBI. 

He  said  FBI  agents  will  work  “full  blast”  on  Medicare 
and  Medicaid  misdoings  until  HEW’s  own  office  of  inves- 
tigations is  “up  to  full  speed.” 

Califano  made  the  statements  following  a report  by  the 
Senate  Special  Committee  on  Aging  contending  that  illegal 
kickbacks  are  “rampant”  in  the  Medicaid  program. 
Summarizing  testimony  given  the  Committee  last  year,  the 
report  said  nursing  homes  are  the  chief  offenders,  but 
“increasing  evidence  points  to  hospitals,  medical  practi- 
tioners, clinical  laboratories,  and  other  suppliers.” 

Not  making  Califano’s  life  any  easier  was  an  allegation 
by  John  Walsh,  former  director  of  HEW’s  Office  of  In- 
vestigations, that  the  new  HEW  Secretary  and  his 
Under-Secretary  Designate,  Hale  Champion,  tried  to  im- 
pede an  investigation  of  fraud  in  a San  Jose,  California, 
Medicaid  project.  Walsh,  who  resigned  his  post,  said  he 
was  told  he  had  to  clear  the  investigation  with  his  superiors. 
Califano  and  Champion  angrily  denied  they  were  in  any 
way  attempting  to  influence  the  course  of  the  probe. 

“I  did  not  in  any  way  hinder  or  impede  our  fraud  inves- 
tigation— nor  did  Mr.  Champion — in  California  or  else- 
where, Califano  said  on  NBC’s  Meet  the  Press  program. 
“Everything  that  I’ve  done  in  this  area  has  been  designed 
to  make  those  investigations  go  faster  and  better.” 

* * * 

The  weight  of  scientific  evidence  points  to  a relationship 
between  television  violence  and  increased  aggressive  be- 
havior in  some  youthful  viewers,  the  AMA  has  told  Con- 
gress. 

The  AMA  called  on  the  TV  industry  to  recognize  its 
social  responsibilities,  to  reduce  the  amount  of  violence  and 
to  respond  with  greater  sensitivity  and  diversity  in  its 
programming  policies.  “That  television  violence  repre- 
sents a serious  issue  in  the  mind  of  the  public  is  a consid- 
eration the  broadcasting  industry  can  no  longer  ignore,” 
declared  Robert  Stubblefield,  M.D.,  consultant  on  mental 
health  matters  to  the  AMA. 

Testifying  before  the  House  Commerce  Subcommittee 
on  Communications,  Dr.  Stubblefield  said  “television  could 
teach  many  positive  lessons  and  behavior  that  would  pro- 
vide alternatives  to  the  violent  and  anti-social  problem- 
solving so  often  conveyed  in  today’s  programming.” 

Violence  now  is  a prevalent  theme  on  TV,  said  the  AMA 
spokesman.  He  noted  earlier  testimony  of  George  Gerb- 
mer,  Ph.D.,  that  there  was  more  violence  during  the  fall 
season  programming  than  at  any  other  time  in  the  past 
decade. 

Said  Dr.  Stubblefield:  “These  results  are  especially 
alarming  since  just  three  years  ago  network  executives 
assured  another  Congressional  subcommittee  that  efforts 
were  well  under  way  to  reduce  the  amount  of  gratuitous 
violence.” 

The  AMA  believes  that  the  television  medium  “has  not 
even  begun  to  realize  its  potential”  in  “prosocial  pro- 
gramming,” he  said. 

“In  my  opinion,”  Stubblefield  added,  “the  television 
industry  cannot  have  it  both  ways — claiming  that  they 
merely  entertain,  facilitate  abreaction,  and  ventilation  of 
pent-up  emotions,  yet  denying  that  they  shape  and  influ- 
ence behavior.  Bluntly  stated,  shaping  and  influencing 
behavior  that  is  stimulating  the  sale  of  products  is  precisely 
one  of  the  major  uses  of  television.” 

The  new  Commissioner  of  the  Food  and  Drug  Admin- 
istration is  Donald  Kennedy,  Ph.D.,  a neurophysiologist 
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1020  New  York  State  Journal  of  Medicine/May  1977 


continued  from  page  1020 

from  Stanford  University.  Dr.  Kennedy  is  the  first  non- 
physician to  head  the  agency  in  11  years  but  he  doesn’t 
place  much  significance  in  that  fact. 

“I’ve  been  active  in  the  community  of  neurophysiologists 
tor  some  time.  About  half  my  colleagues  who  are  good 
scientists  have  M.D.s,  the  other  half  have  Ph.D.s.  If  I 
didn’t  know  something  about  their  personal  histories  I 
wouldn’t  know,  from  their  ability  to  do  what  they  do,  which 
was  which.  In  other  words,  you  can  be  a good  scientist  with 
either  degree.  Furthermore,  I don’t  think  an  M.D.  confers 
you  with  an  automatic  set  of  prejudices  about  regulation 
either.” 

HEW  Secretary  Califano  praised  Dr.  Kennedy  in  an- 
nouncing the  appointment  and  said  “it  is  imperative  that 
the  FDA  act  only  in  the  public  interest  and  with  much 
greater  dispatch  than  it  has  in  the  recent  past.” 

Responding  to  a query  on  FDA’s  legendary  speed  Dr. 
Kennedy  said,  “I  think  anyone  would  like  to  see  a larger 
amount  of  dispatch  per  unit  of  protection.  Obviously,  the 
first  thing  one  wants  to  look  at  in  any  agency  is  how  it  is 
going  to  pursue  its  fixed  responsibilities  with  great  alacrity. 
The  classical  regulatory  dilemma  is  that  on  the  one  hand 
there  is  the  wish  to  minimize  the  public  cost  of  too  speedy 
introduction.  On  the  other  hand  you’d  like  to  be  able  to 
figure  the  opportunity-cost  that  you’re  paying  in  delayed 
innovation.  It’s  no  trick  to  describe  the  problem.  The 
trick  is  to  measure  it  for  any  given  case. 

* * * 

C hristopher  C.  F ordham,  M.D.,  Dean  of  the  University 
of  North  Carolina  Medical  School,  is  the  choice  of  the 


Carter  Administration  as  Assistant  Secretary  for  Health 
at  HEW. 

I he  naming  of  the  Federal  government’s  top  health  of- 
ficial had  been  the  subject  of  much  speculation  and  interest 
over  the  past  weeks.  The  selection  of  the  Assistant  Sec- 
retary for  Health  (ASH)  in  a new  Administration  is  con- 
sidered an  important  guide  to  the  type  of  health  policies 
HEW  will  pursue. 

Dr.  f ordham,  49,  is  a board  certified  internist  and  a 
member  of  the  AMA.  He  received  his  medical  degree  from 
Harvard  University  Medical  School.  He  is  well-known  in 
North  C arolina  and  is  regarded  generally  as  a moderate  on 
socioeconomic  medical  issues. 

* * * 

I homas  D.  Morris,  a member  of  the  senior  staff  of  the 
Brookings  Institution  was  named  to  the  newly-created  post 
of  Inspector  General  of  HEW. 

The  job  was  established  by  Congress  last  year  to  oversee 
a $25  million  program,  to  f ind  fraud  and  abuse  in  various 
H EW  programs,  especially  Medicaid.  Morris  will  have  a 
staff  of  10,000  auditors  and  100  investigators. 

Morris,  63,  was  Assistant  Secretary  of  Defense  in  charge 
°f the  C()St  reduction  program  and  procurement  operations 
f rom  1961  to  1968  and  was  Assistant  Comptroller  General 
from  1970  to  1975.  For  the  past  year,  he  has  been  a senior 
stafl  member  of  the  Brookings  Institution  in  Washing- 
ton. 

Morris  will  focus  initially  on  the  broad  area  of  health- 
care services,  including  alleged  widespread  fraud  in  the 
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Grant  funds  available 
from  Leukemia  Society 

Career  researchers  who  need  support  for  their  investi- 
gations may  be  eligible  for  grants  that  are  available  from 
the  Leukemia  Society  of  America,  Inc. 

The  grants,  designed  to  encourage  studies  specifically 
in  the  field  of  leukemia  and  allied  disorders  of  the  blood- 
forming  organs,  are  offered  in  three  categories,  all  on  the 
post-doctoral  level.  A five-year  scholarship  totalling 
$100,000  is  intended  for  those  who  have  demonstrated 
ability  as  independent  researchers  but  have  not  yet  reached 
the  tenured  level  of  associate  professor,  while  two-year 
special  fellowships  and  fellowships  at  $31,000  and  $25,000 
respectively  are  for  those  at  the  intermediate  and  beginning 
stages  of  development.  F unding  in  all  of  the  categories  will 
begin  in  July,  1978. 

Deadline  for  completed  applications  is  October  1, 1977. 
Meantime,  forms  may  be  obtained  by  writing  to  Dr.  Rose 
Ruth  Ellison,  Vice  President  for  Medical  and  Scientific 
Affairs,  Leukemia  Society  of  America,  Inc.,  211  East  43  St., 
New  York,  N.Y.  10017. 

Eliminate  TV  violence 
aimed  at  youngsters 

The  American  Academy  of  Pediatrics  has  called  for  “a 
reduction  in  the  amount  of  violence  shown  on  television, 
and  the  elimination  of  violence  in  programming  aimed  at 
young  audiences”  in  a resolution  adopted  by  the  Academy’s 
Executive  Board  at  a recent  meeting  in  Washington, 
D.C. 

The  AAP  urged  pediatricians  to  “actively  oppose  tele- 
vision programs  emphasizing  high  degrees  of  violence  and 
antisocial  behavior  which  detrimentally  affect  the  attitudes 
and  social  behavior  of  children.” 

The  resolution  noted  that  the  average  American  child 
will  have  watched  15,000  hours  of  television  by  the  time 
he/she  has  graduated  from  high  school,  and  that  “several 
studies  involving  children  and  adolescents  from  various 
backgrounds  have  shown  that  viewing  violence  on  televi- 
sion produces  increased  aggressive  behavior  in  the 
young.” 

The  Academy  said  it  was  joining  a number  of  other  na- 
tional organizations  working  to  reduce  television  violence, 
organizations  such  as  Action  for  Childrens  Television,  the 
National  PTA,  the  American  Medical  Association,  Amer- 
ican Psychiatric  Association,  and  the  American  Academy 
of  Child  Psychiatry. 

“It  appears  reasonably  certain  that  the  casual  relation- 
ship between  televised  violence  and  antisocial  behavior  is 
sufficient  to  warrant  appropriate  and  immediate  action,” 
the  AAP  said. 

The  resolution  urged  pediatricians  to  “cooperate  with 
community  groups  in  urging  local  stations  to  improve  the 
quality  of  programming  available”  to  viewers,  especially 
young  children. 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


Government  involvement  in  health  care 
benefits  none 

The  present  trend  toward  ever  greater  government  in- 
volvement in  health  care  is  against  the  interests  of  patients, 
physicians,  and  hospital  personnel,  according  to  Milton 
Friedman,  Ph.D.,  noted  economist  and  distinguished 
University  of  Chicago  professor. 

Friedman  delivered  the  keynote  address,  “The  Eco- 
nomics of  Healthcare,”  at  the  11th  annual  Federation  of 
American  Hospitals’  (FAH)  convention  in  March.  FAH 
represents  investor-owned  hospitals,  the  fastest  growing 
segment  in  the  nation’s  largest  industry — healthcare. 

The  1976  Nobel  Prize  winner  in  Economics  believes  that 
government  involvement  initially  seems  to  serve  the  in- 
terests of  at  least  hospitals  and  physicians  by  increasing 
expenditures  on  healthcare.  “But  this  is  a transitory 
phase,  as  the  experience  of  other  countries  has  demon- 
strated,” he  said. 

“When  government  control  becomes  nearly  complete, 
expenditures  will  shrink,”  Friedman  continued.  “Those 
sections  of  the  health  industry  that  have  favored  further 
government  involvement  are  working  against  their  own 
long-term  interest.” 

An  author  of  numerous  books  and  articles,  Friedman  is 
also  a columnist  and  contributing  editor  of  Newsweek. 

Mandatory  requirements 

for  the  manufacture  of  medical  devices 

The  Food  and  Drug  Administration  recently  proposed 
the  first  mandatory  requirements  for  the  manufacture  of 
medical  devices. 

The  requirements  apply  to  all  medical  devices,  ranging 
from  tongue  depressors  and  bandages  to  pacemakers  and 
heart-lung  machines. 

The  requirements  describe  the  quality  control  proce- 
dures necessary  to  make  safe  and  effective  medical  de- 
vices. 

For  example,  among  the  requirements  proposed  by  FDA 
are  that  manufacturers  establish  a quality  control  unit 
independent  of  the  manufacturing  unit;  that  companies 
put  in  writing  their  manufacturing  procedures;  and  that 
firms  maintain  complaint  files. 

Known  as  Good  Manufacturing  Practice  regulations,  the 
proposed  requirements  are  based  on  the  1976  Medical 
Device  Amendments,  which  established  new  and  far- 
reaching  Federal  controls  to  assure  that  medical  devices 
are  safe,  effective,  properly  made,  and  accurately  la- 
beled. 

Sherwin  Gardner,  Acting  Commissioner  of  Food  and 
Drugs,  said:  “These  proposed  regulations  outline  princi- 
ples of  quality  assurance  for  the  manufacture  of  all  medical 
devices.  We  have  made  a concerted  effort  to  involve 
consumer  organizations,  manufacturers,  and  health  pro- 
fessionals in  the  development  of  regulations  that  are  real- 
istic and  that  will  assure  the  safety  and  effectiveness  of 
these  important  health  care  products. 

“After  these  regulations  are  issued  in  final  form,  the 


1022  New  York  State  Journal  of  Medicine/May  1977 


failure  of  any  company  to  abide  by  them  will  render  the 
product  subject  to  FDA  regulatory  action.” 

The  proposed  regulations  set  general  standards  for  all 
medical  devices.  Because  some  types  of  devices  are  more 
critical  to  health  than  others,  some  of  the  proposed  re- 
quirements apply  only  to  devices  intended  to  support  life 
or  to  be  implanted  in  the  body. 

FDA  intends  later  to  issue  additional  specific  require- 
ments for  certain  types  of  manufacturing  processes,  such 
as  those  used  to  make  sterile  devices  or  pacemakers. 

The  proposed  regulations  were  published  in  the  March 
1,  1977,  FEDERAL  REGISTER.  Comments  will  be  ac- 
cepted for  120  days  and  may  be  submitted  to  Hearing 
Clerk,  Food  and  Drug  Administration,  Room  4-65,  5600 
Fishers  Lane,  Rockville,  Maryland  20857. 

Functional  age 

Developing  tests  to  determine  functional  age  in  those 
over  65  may  in  the  future  free  many  from  discrimination 
based  solely  on  chronological  age. 

Addressing  a symposium  on  aging  held  at  Buffalo’s 
Sheraton  Inn  East  recently,  Dr.  Eleanor  Jacobs  said  several 
national  centers  are  establishing  criteria  for  such  tests 
because  tests  used  now  to  measure  comprehension  and 
cognition  do  not  reflect  the  true  functional  age  of  the  el- 
derly test-taker. 

“Those  over  65  can  learn,  store,  and  retrieve  new  infor- 
mation, but  since  the  scoring  of  current  tests  incorporates 
speed  of  response  the  tests  are  unfair  to  those  who  need 
more  time  to  complete  the  tests,”  she  said. 

Discussing  some  of  the  public’s  erroneous  concepts  of 


the  elderly,  Dr.  Jacobs  said  much  of  the  problem  originated 
in  the  1930s  when  mandatory  retirement  was  set  at  age 
65. 

“The  mandatory  limit  was  an  economic  consideration 
at  the  time  because  a systematic  method  had  to  be  used  to 
make  jobs  for  the  younger  jobless,”  she  explained. 

But  with  a longer  life  span  and  near-zero  population 
growth,  an  increasing  percentage  of  the  population  now  and 
in  the  future  will  be  in  the  so-called  elderly  category. 

Depression  brought  on  by  retirement  can  lower  the  el- 
derly’s cognitive  ability. 

“A  person  who’s  been  forced  into  retirement  often  with 
greatly  reduced  finances  would  be  depressed — even  if  they 
were  much  younger,”  she  said. 

Citing  a study  in  the  Midwest  of  7,200  persons  over  65, 
Dr.  Jacobs  said  half  the  group,  allowed  to  work  past  man- 
datory retirement  age,  reported  fewer  visits  to  the  physi- 
cian, a greater  sense  of  ‘well  being’  and  longer  life  spans 
when  compared  to  the  group  forced  to  retire. 

“There’s  no  doubt  that  by  being  allowed  to  work,  the  first 
group  continued  to  feel  useful  to  their  families  and  to  so- 
ciety,” she  said,  “making  them  less  prone  to  the  depression 
which  often  comes  with  retirement.” 

The  symposium  was  sponsored  by  the  U/B  School  of 
Medicine,  the  Western  New  York  Branch  of  the  American 
Psychiatric  Association,  the  American  Geriatrics  Society, 
and  Pfizer  Pharmaceuticals’  Roerig  Division. 

Other  speakers  included  Dr.  Melvin  J.  Steinhart,  asso- 
ciate professor  of  psychiatry  and  associate  professor  of 
medicine  at  Albany  College  and  Dr.  Abraham  Monk,  acting 
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1977  Annual  Convention 

Medical  Society  of  the 
State  of  New  York 


October  2-5,  1977 

AMERICANA  HOTEL,  NEW  YORK  CITY 

OUTSTANDING 

CONTINUING 
MEDICAL  EDUCATION 
PROGRAMS 

SUNDAY,  October  2: 

10  a.m.  & 2 p.m.  Prevention  & Early  De- 
tection of  Cancer.  Society  of  Nuclear 
Medicine,  Section  on  Urology.  All  day. 

MONDAY,  October  3: 

2 p.m.  The  Family;  Changing  Values 

TUESDAY,  October  4: 

9 a.m.  & 2 p.m.  Diagnosis  & Manage- 
ment of  Coagulation  Defects:  Emphasis 
on  Disseminated  Intravascular  Coagula- 
tion. Section  on  Pathology.  All  day. 

WEDNESDAY,  October  5: 

9 a.m.  & 2 p.m.  Noninvasive  Techniques 
in  Diagnosis.  N.Y.  State  Society  of  Inter- 
nal Medicine,  Section  on  Internal  Medi- 
cine. All  day. 
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director  of  U/B’s  Center  for  Aging. 

Drugs  contribute 
to  hepatitis  upsurge 

New  York  City  Health  Department  epidemiological 
investigations  of  hepatitis  cases  indicate  a sharp  increase 
in  the  number  of  illicit  drug-associated  cases  of  viral  hep- 
atitis in  New  York  City  during  1976  when  there  were  195 
cases  reported,  compared  with  116  cases  in  1975.  This 
represents  an  increase  of  68.1  percent  in  drug-associated 
cases,  whereas,  during  that  same  time  period,  total  hepa- 
titis cases  increased  only  5.55  percent.  The  drug-associ- 
ated cases  comprised  9.2  percent  of  all  hepatitis  cases  in 
1975,  and  14.6  percent  of  all  cases  reported  in  1976. 

Dr.  John  S.  Marr,  Director  of  the  Bureau  of  Preventable 
Diseases  said,  “We  have  concluded  that  the  rise  in  the 
number  of  reported  drug-associated  cases  of  hepatitis  may 
be  due  to  greater  use  of  illicit  injectable  drugs.  In  addition, 
improvements  in  diagnostic  testing  and  reporting  practices 
are  reflected  in  the  increase  in  both  total  cases  of  hepatitis 
as  well  as  drug-associated  cases.”  One  example  of  im- 
proved testing  cited  by  Dr.  Marr  is  routine  screening  for 
hepatitis-B  surface  antigen  which  has  disclosed  a greater 
number  of  hepatitis  cases  as  well  as  carriers.  Dr.  Marr 
concluded,  “Reporting  practices  have  also  apparently 
improved  due  to  the  greater  awareness  among  health 
professionals  of  the  significance  of  the  disease,  and  they 
have  accordingly  been  submitting  their  reports  to  the 
Health  Department  for  epidemiological  follow-up  and 
review.” 

Illicit  drug-associated  case  rates  of  hepatitis  for  1976 
were  highest  in  Brooklyn  (3.49  per  100,000),  followed  by 
The  Bronx  (2.98),  Manhattan  (2.33),  Queens  (1.10),  and 
Richmond  (0.67).  Increases  during  1975-1976  were  seen 
in  The  Bronx  and  Brooklyn,  158.8  percent  and  116.7  per- 
cent, respectively;  Manhattan  increased  38.5  percent,  while 
Queens  and  Richmond  case  rates  declined  18.5  percent  and 
50  percent,  respectively. 

United  States  should  immunize 
all  children 

The  United  States  should  adopt  a “continuing  and 
ongoing  program”  to  ensure  that  all  American  children  are 
completely  immunized  against  preventable  infectious 
diseases,  the  American  Academy  of  Pediatrics  has  urged 
in  a policy  statement  adopted  by  the  Academy’s  Executive 
Board  at  a recent  meeting  in  Washington,  D.C. 

The  statement  said  the  program  should  guarantee  that 
there  be  “no  financial  barrier  to  immunization  of  children,” 
and  should  utilize  “existing  public  and  private  systems  of 
reimbursement  for  the  cost  of  administering  vaccines  and 
follow-up  care.” 

The  Academy  said  such  a program  should  be  designed 
to  encourage  the  administration  of  vaccines  “as  part  of  a 
total  preventive  health  care  program”  where  the  vaccines 
“as  part  of  a total  preventive  health  care  program”  where 
the  vaccine  administration  is  either  part  of  a continuing 
physician-patient  relationship  or  the  first  step  toward 
achieving  such  a relationship. 

The  Academy,  along  with  other  medical  associations  and 
the  Federal  government’s  Center  for  Disease  Control,  has 
noted  for  several  years  that  immunization  levels  for  many 
preventable  childhood  diseases  are  low — in  some  cases, 
more  than  one  third  of  America’s  preschool  children  are 
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incompletely  protected  against  the  so-called  “conquered” 
diseases. 

The  Academy’s  statement  urged  uniform  record-keeping 
systems  in  each  state  that  conform  to  a national  record- 
keeping system.  It  also  said  a national  promotional  cam- 
paign should  be  launched  “to  educate  and  motivate  the 
medical  profession  and  the  public  to  expect  and  demand 
routine  immunizations  for  children,  and  share  responsi- 
bility for  their  completion.” 

Diphtheria,  first  cases  in  five  years 
announced  by  City  Health  Department 

The  New  York  City  Health  Department  has  confirmed 
the  death,  on  March  21, 1977,  of  a five-year-old-child  from 
diphtheria. 

Throat  cultures  from  this  child  and  three  preschool 
siblings  were  confirmed  as  positive  for  diphtheria  by  the 
Bureau  of  Laboratories.  Three  of  the  children  were  hos- 
pitalized, but  the  fourth,  the  only  one  of  the  four  who  had 
received  a primary  immunization  series  against  diphtheria, 
was  asymptomatic.  She  was  treated,  and  confined  to 
home. 

Dr.  John  S.  Marr,  Director  of  the  Bureau  of  Preventable 
Diseases,  stated,  “It  was  fortunate  that  all  four  children 
were  preschoolers  who  did  not  attend  day  care  centers,  and 
were  confined  to  their  home  in  the  preceding  weeks.  It  is 
unfortunate  that  one  child  died,  and  that  she,  as  well  as  two 
other  siblings  had  not  received  any  immunizations.” 

These  four  cases,  plus  one  other  this  year  represent  the 
largest  number  of  cases  of  diphtheria  in  New  York  City 
since  1963  when  eight  cases  were  reported  during  the  year. 


The  last  outbreak  of  diphtheria  in  New  York  City  involved 
four  cases  in  a family  in  1972;  two  of  the  four  children 
died. 

The  tragedy  of  the  death  of  a child,  which  could  have 
been  avoided,  stresses  the  importance  of  initiating  and 
continuing  diphtheria  immunization.  However,  parents 
should  be  certain  that  they  are  being  properly  informed. 
In  the  case  of  the  little  girl  who  died,  the  mother  had  taken 
her  and  her  other  children  to  a Medicaid  facility  for  im- 
munizations two  years  previously.  She  was  told  at  that 
time,  “Bring  them  back  when  they  are  more  managea- 
ble.” 

Children  should  be  immunized,  initially,  against  diph- 
theria at  18  months  of  age  and  boosters  should  be  admin- 
istered at  four  to  five  years  of  age. 

AMA  ranks  high  in  public 
perception  of  professional  groups 

When  asked  to  rate  the  ethical  standards  of  11  profes- 
sional groups  and  the  credibility  of  their  organization, 
Americans  show  by  a large  majority  that  they  trust  the 
American  Medical  Association. 

This  conclusion  is  drawn  from  1976  studies  conducted 
by  the  Gallup  Organization,  Inc.,  of  Princeton,  N.J.,  and 
published  in  the  March  28  Impact  section  of  American 
Medical  News,  the  weekly  newspaper  for  physicians  of  the 
AMA. 

In  the  area  of  believability,  the  AMA  ranked  6.8  on  a 
scale  of  1 to  10.  Other  groups  ranked  were  news  media,  6.1; 
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business  corporations,  5.0,  and  labor  unions  and  Federal 
agencies,  4.9  each,  the  Gallup  Organization  found. 

In  the  public’s  perception  of  honesty  and  ethics,  physi- 
cians were  ranked  56  percent  “very  high”  or  “high.”  Fol- 
lowing were  engineers,  49  percent;  college  teachers,  44 
percent;  journalists,  33  percent;  lawyers,  25  percent; 
building  contractors,  23  percent;  business  executives,  20 
percent;  senators,  19  percent;  congressmen,  14  percent; 
labor  union  leaders,  12  percent,  and  advertising  personnel, 
11  percent. 

Although  the  public  shows  a high  regard  for  physicians, 
a disturbingly  large  proportion  of  the  population  does  not 
share  this  view.  Physicians  are  held  in  higher  esteem  than 
the  other  10  occupations  tested,  but  44  percent  of  the 
public  does  not  feel  that  physicians  are  highly  ethical  and 
honest. 

Venereal  diseases  rise  33  percent 
over  past  six  years  in  city 

According  to  the  New  York  City  Health  Department’s 
Bureau  of  Health  Statistics  and  Analysis,  more  than  69,000 
cases  of  VD  were  reported  to  the  Health  Department  in 
1976,  as  compared  with  63,575  cases  in  1975.  There  has 
been  a 33  percent  increase  in  VD  cases  over  the  past  six 
years;  51,889  cases  in  1970  and  69,000  cases  in  1976. 

New  nuclear  medicine  major  begins  at  U/B 

A new  major  in  the  Department  of  Medical  Technology, 
offering  a BS  degree  in  nuclear  medicine  technology,  has 
been  approved  and  registered  by  the  New  York  State  Ed- 
ucation Department  for  the  State  University  of  New  York 
at  Buffalo’s  School  of  Health  Related  Professions. 

According  to  Dr.  J.  Warren  Perry,  dean  of  the  School, 
the  program  will  be  offered  in  cooperation  with  the  School 
of  Medicine’s  Department  of  Nuclear  Medicine. 

The  new  program  is  designed  to  fill  the  present  gap  in 
manpower  training  for  nuclear  medicine  by  providing  ac- 
ademic as  well  as  clinical  education  experiences  in  a formal 
program  of  study. 

Names  of  409  physicians  released  by  HEW 

HEW  released  the  names  of  409  physicians,  1,752 
medical  groups,  and  58  laboratories  through  which 
$100,000  or  more  of  Medicare  payments  was  channeled 
during  1975.  The  amounts  listed  include  Medicare  pay- 
ments made  to  physicians  accepting  assignment  and  pay- 
ments made  directly  to  Medicare  beneficiaries. 

The  AM  A Responded  Sharply.  “There  is  something 
basically  dishonest  in  the  broadcast  release  of  the  names 
of  physicians  who  receive  Medicare  payments,”  said  Board 
of  Trustees  Chairman  Raymond  T.  Holden,  M.D.  “Much 
of  the  listing  is  based  on  payments  made  to  patients,  and 
there  is  no  way  to  know  whether  the  physicians  were  ever 
paid.  HEW  knowingly  released  an  inaccurate  list  of 
names.” 

In  a statement  accompanying  the  list  of  names,  HEW 
admitted:  “Despite  efforts  made  to  verify  this  informa- 
tion, data  on  some  individuals  may  not  be  completely  ac- 
curate due  to  coding  and/or  clerical  errors  which  could 
cause  payments  attributed  to  a listed  physician  to  have 
been  for  services  performed  by  another  physician,  or  in  a 


group  practice  setting.” 

The  list  was  released  in  response  to  a number  of  Free- 
dom of  Information  requests,  HEW  said.  The  department 
also  said  it  will  comply  with  written  requests  for  other 
physicians’  fee  information  under  Medicare  but  did  not 
specify  what  this  would  include.  Previous  releases  of 
names,  also  protested  by  the  AMA,  have  been  made  only 
for  the  Medicaid  program. 

If  HEW  thinks  any  physician  on  this  list  is  guilty  of 
fraud,  HEW  should  say  so,”  Dr.  Holden  said.  “We  will 
assist  in  any  case  where  there  is  good  reason  to  suspect 
wrongdoing.  We  too  are  concerned  with  rising  costs.  But 
the  release  of  names  addresses  neither  the  problems  of  cost 
nor  the  problems  of  possible  fraud.  Releasing  names 
serves  only  to  badger  a large  segment  of  the  profession  and 
to  establish  guilt  by  innuendo.”  AMA  Newsletter,  Vol.  9, 
no.  10,  Mar.  14,  1977 

Errors  in  HEW’s  list 
of  physician 

The  number  of  errors  in  HEW’s  list  of  physicians  who 
supposedly  received  large  sums  from  Medicare  in  1975  was 
still  growing  this  week  as  the  AMA  spot-checked  names 
and  figures  nationwide.  So  far  the  listings,  which  were 
published  across  the  country,  are  more  wrong  than  right. 
AMA  EVP  James  H.  Sammons,  M.D.,  termed  thelist“in- 
credibly  erroneous”  and  said  it  showed  “great  irresponsi- 
bility on  the  part  of  a major  segment  of  government.” 
HEW  released  the  list  last  week,  saying  it  included  409 
physicians,  1,752  medical  groups,  and  58  laboratories  re- 
ceiving $100, 000  or  more  of  Medicare  payments. 

Of  the  first  112  physicians  checked  by  the  AMA  only  32 
were  correct  as  listed.  Fifty-seven  were  incorrectly  listed 
as  solo  practitioners;  four  had  the  wrong  dollar  amount 
attributed  to  them;  and  19  were  both  incorrectly  listed  as 
solo  practitioners  and  had  the  wrong  dollar  amount  at- 
tributed to  them.  Not  checked  by  the  AMA  was  a Detroit 
hospital  listed  as  a solo  practitioner. 

The  AMA  protested  the  release  of  the  list  even  before 
the  error  rate  was  known,  charging  that  the  publication  of 
names  “serves  only  to  badger  a large  segment  of  the  pro- 
fession and  to  establish  guilt  by  innuendo.” 

As  the  errors  piled  up,  HEW  said  it  was  conducting  its 
own  investigation  and  attributed  the  mistakes  to  the  car- 
riers and  to  the  Associated  Press.  Said  the  Chicago  Daily 
News:  “But  HEW,  in  whose  name  the  information  was 
issued,  bears  the  ultimate  responsibility,  and  the  publi- 
cation of  such  gross  inaccuracies  as  the  Medicare  list  ap- 
parently contains  indicates  slovenly  and  reprehensible 
record  keeping  at  the  Federal  agency,  serving  neither  the 
cause  of  medical  care  for  the  aged  nor  the  public’s  right  to 
know  where  its  tax  dollars  are  being  spent.” 

One  physician,  listed  as  practicing  in  Illinois  and  re- 
ceiving $233,871  from  Medicare  in  1975,  has  been  retired 
in  Arizona  for  12  years.  Moreover,  he  is  a pediatrician. 
And  he  did  not  practice  medicine  at  all  in  1975.  Another 
physician,  listed  as  receiving  $258,139  in  1975,  had  died  in 
1974.  Frank  Campion,  director  of  AMA’s  Office  of  Public 
Relations,  said  the  list  “has  got  to  be  one  of  the  sloppiest 
performances  in  the  history  of  American  bureaucracy.  If 
the  AMA  were  to  put  out  data  this  inaccurate,  the  press 
would  have  us  for  breakfast,  and  properly  so.  I think  HEW 
ought  to  be  held  similarly  accountable.”  AMA  Newsletter, 
vol.  9,  no.  1 1,  Mar.  21,  1977. 
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Medicare  and  Medicaid  programs,  and  the  student  loan 
programs. 

Morris  will  be  responsible  for  both  to  the  HEW  Secre- 


AMA  urges  review  of  ad 
policies  supporting  TV  violence 

Richard  E.  Palmer,  M.D.,  president  of  the  AMA,  an- 
nounced in  February  that  he  has  asked  the  leaders  of  ten 
major  corporations  to  review  advertising  policies  that 
support  TV  shows  containing  the  most  prime  time  vio- 
lence. 

“TV  violence  is  a mental  health  problem  and  an  envi- 
ronmental issue,”  the  AMA  president  said.  “If  the  pro- 
gramming a child  is  exposed  to  consists  largely  of  violent 
content,  then  his  perceptions  of  the  real  world  may  be 
significantly  distorted  and  his  psychological  development 
may  be  adversely  affected.” 

Dr.  Palmer  also  called  on  the  television  networks  to 
reexamine  their  policies  regarding  violence.  “TV  has  been 
quick  to  raise  questions  of  social  responsibility  with  in- 
dustries which  pollute  the  air.  In  my  opinion,  television 
through  its  access  to  air  waves  may  be  creating  a more  se- 
rious problem  of  air  pollution.” 

According  to  Dr.  Palmer,  “the  American  people  should 
be  concerned  with  the  types  of  values  and  role  models  the 
media  is  presenting  to  a vast,  youthful  audience  whose 
perceptions  of  society  and  reality  and  whose  value  systems 
are  clearly  in  early  development.” 


tary  and  to  Congress.  The  importance  of  the  post  was 
underlined  by  having  the  announcement  of  Morris’  ap- 
pointment come  from  the  White  House  rather  than  the 
Secretary’s  office. 


Since  June  1976,  AMA’s  concern  has  focused  on  the 
behavioral  consequences  of  TV  violence  on  youth — espe- 
cially those  who  are  emotionally  immature  or  unstable. 
“In  a broader  sense,”  said  Dr.  Palmer,  “we’re  interested  in 
the  fundamental  issue  of  the  child’s  healthy  growth  and 
development,  in  the  context  of  television  serving  as  a 
powerful  socializing  force  in  a young  person’s  life.” 

Dr.  Palmer  pointed  out  “the  physician  understands  all 
too  well  the  struggles  of  the  young  child  to  achieve  an 
identity,  to  establish  a well -integrated  personality,  and  to 
understand  the  complexities  and  inconsistencies  of  the 
world  about  him.” 

Charging  that  violence  is  a prevalent  theme  in  American 
television  entertainment,  AMA’s  chief  urged  each  of  the 
ten  advertisers  “to  recognize  the  medical  aspects  of  your 
advertising  program  and  consider  its  impact  on  society.” 
“In  mass  communications,  television  is  unparalleled  in 
its  potential  for  educating  and  teaching  positive  lessons  and 
behaviors  to  our  young  people.  You  are  in  a uniquely  in- 
fluential position  in  the  commercial  television  enterprise 
to  exercise  leadership  in  realizing  that  potential.” 

“Since  contacting  Sears  Roebuck  and  Company,”  Dr. 
Palmer  continued,  “I  have  learned  that  Sears  has  reviewed 
its  corporate  policy  and  will  not  knowingly  place  com- 
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For  your  patients  with  osteoarthritis, 
the  recommended  initial  dosage* is 

1 Pulvule  q.i.d. 

;iThe  dosage  may  be  adjusted  in  accordance  with  the  patient’s 
condition  and  changes  in  disease  activity. 

The  most  common  type  of 
adverse  reaction  reported  concerned 
the  gastrointestinal  system. 

Dyspepsia  occurred  most 
frequently;  it  was  observed 
in  about  one  of  seven  patients. 
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Nolfon® 

fenoprofen  calcium 


Indications  and  Usage:  Nalfon  is  indicated  for  relief  of  the  signs  and  symptoms 
of  rheumatoid  arthritis  and  osteoarthritis.  It  is  indicated  in  the  treatment  of 
acute  flares  and  exacerbations  and  in  the  long-term  management  of  these 
diseases. The  safety  and  effectiveness  of  Nalfon  have  not  been  established  in 
those  rheumatoid  arthritis  patients  who  are  designated  by  the  American  Rheu- 
matism Association  as  Functional  Class  IV  (largely  or  wholly  incapacitated 
with  patient  bedridden  or  confined  to  wheelchair,  permitting  little  or  no 
self-care) 

Contraindications:  Nalfon  is  contraindicated  in  patients  who  have  shown 
hypersensitivity  to  it 

Because  the  potential  exists  for  cross-sensitivity  to  aspirin  and  other  non- 
steroidal, anti-inflammatory  drugs,  Nalfon  should  not  be  given  to  patients  in 
whom  aspirin  and  other  nonsteroidal,  anti-inflammatory  drugs  induce  the 
symptoms  of  asthma,  rhinitis,  or  urticaria 

Warnings:  Nalfon  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper-gastrointestinal-tract  disease  and  only  after  the  Adverse  Re- 
actions section  has  been  consulted.  Gastrointestinal  bleeding,  sometimes 
severe,  has  been  reported  in  patients  receiving  Nalfon 

In  patients  with  active  rheumatoid  arthritis  or  osteoarthritis  who  also  have  an 
active  peptic  ulcer,  attempts  should  be  made  to  treat  the  arthritis  with  nonul- 
cerogemc  drugs.  If  Nalfon  must  be  given,  the  patient  should  be  under  close 
supervision  for  signs  of  ulcer  perforation  or  severe  gastrointestinal  bleeding 

In  subacute  and  chronic  studies  in  rats,  Nalfon  caused  interstitial  nephritis, 
glomerulonephritis,  and  renal  papillary  necrosis  These  abnormalities  were 
dose  related  and  began  to  appear  at  doses  approximating  the  human  dose.  In 
chronic  studies  in  monkeys,  interstitial  nephritis  also  occurred  following  ad- 
ministration of  Nalfon.  Although  this  was  seen  at  doses  considerably  above 
the  human  dose,  lower  doses  were  not  studied  in  this  species.  During  the 
course  of  the  clinical  trials,  one  patient  developed  bilateral  suppurative  pyelo- 
nephritis, underwent  laparotomy,  went  on  to  renal  failure,  and  died  with  a diag- 
nosis of  septicemia  and  renal  papillary  necrosis  It  is  not  known  whether  these 
events  were  drug  related  A few  patients  developed  mild  elevations  of  the  BUN 
during  therapy  with  Nalfon  Since  Nalfon  is  eliminated  primarily  by  the  kidney, 
the  drug  should  not  be  administered  to  patients  with  significantly  impaired 
renal  function.  It  is  desirable  to  perform  periodic  renal  function  tests  in  all  pa- 
tients receiving  Nalfon 

Precautions:  In  chronic  studies  in  rats,  high  doses  of  Nalfon  caused  elevation 
of  serum  transaminaseand  hepatocellular  hypertrophy.  In  clinical  trials,  some 
patients  developed  elevation  of  serum  transaminase,  LDH,  and  alkaline  phos- 
phatase which  persisted  for  some  months  and  usually  but  not  always,  de- 
clined despite  continuation  of  the  drug.  The  significance  of  this  is  unknown 
It  is  recommended  that  periodic  liver  function  tests  be  performed  in  patients 
receiving  Nalfon  and  that  the  drug  be  discontinued  if  abnormalities  occur. 

The  safety  of  this  drug  in  pregnancy  and  lactation  has  not  been  established, 
and  its  use  during  these  events  is.  therefore,  not  recommended.  Reproduc- 
tion studies  have  been  performed  in  rats  and  rabbits.  When  fenoprofen  was 
given  to  rats  during  pregnancy  and  continued  to  the  time  of  labor,  parturition 
was  prolonged  Similar  results  have  been  found  with  other  nonsteroidal,  anti- 
inflammatory drugs  which  inhibit  prostaglandin  synthetase 

In-vitro  studies  have  shown  that  fenoprofen,  because  of  its  affinity  for  albumin, 
may  displace  from  their  binding  sites  other  drugs  which  are  also  albumin 
bound,  and  this  may  lead  to  drug  interaction  Theoretically,  fenoprofen,  as  well 
as  other  nonsteroidal,  anti-inflammatory  agents,  could  likewise  be  displaced 
Patients  receiving  hydantom,  sulfonamides,  or  sulfonylureas  should  be  ob- 
served for  signs  of  toxicity  to  these  drugs.  In  patients  receiving  coumarin- 
type  anticoagulants  the  addition  of  Nalfon  to  therapy  could  prolong  the 
prothrombin  time  Patients  receiving  both  drugs  should  be  under  careful 
observation 


In  patients  receiving  Nalfon®  (fenoprofen  calcium,  Dista)  and  steroid  con- 
comitantly, any  reduction  of  steroid  dose  should  be  gradual  to  avoid  the  pos- 
sible complications  of  sudden  steroid  withdrawal 

Patients  with  initial  low  hemoglobin  values  who  are  receiving  long-term  ther- 
apy with  Nalfon  should  have  a hemoglobin  determination  at  reasonable 
intervals 

Peripheral  edema  has  been  observed  in  some  patients  taking  Nalfon;  there- 
fore, Nalfon  should  be  used  with  caution  in  patients  with  compromised 
cardiac  function 

Studies  to  date  have  not  shown  changes  in  the  eye  attributed  to  ad  ministration 
of  Nalfon.  However,  because  of  adverse  eye  findings  in  animal  studies  with 
some  other  nonsteroidal,  anti-inflammatory  drugs,  it  is  recommended  that 
ophthalmologic  studies  be  carried  out  within  a reasonable  period  of  ti  me  after 
chronic  therapy  with  Nalfon  has  been  started  and  at  periodic  intervals 
thereafter 

Since  food  decreases  the  blood  levels  of  Nalfon,  the  drug  should  be  given 
thirty  minutes  before  or  two  hours  after  meals  during  the  daytime 

When  phenobarbital,  which  may  enhance  the  metabolism  of  Nalfon,  is  added 
or  withdrawn,  dosage  adiustment  of  Nalfon  may  be  required 

Caution  should  be  exercised  by  patients  whose  activities  require  alertness  if 
they  experience  central-nervous-system  side-effects  from  Nalfon 

Since  the  safety  of  Nalfon  in  patients  with  impaired  hearing  has  not  been 
established,  these  patients  should  have  periodic  tests  of  auditory  function 
during  chronic  therapy  with  Nalfon 

Nalfon  decreases  platelet  aggregation  and  may  prolong  bleeding  time  Pa- 
tients who  may  be  adversely  affected  by  prolongation  of  the  bleeding  time 
should  be  carefully  observed  when  Nalfon  is  administered 
Adverse  Reactions:  Digestive  System— The  most  common  type  of  adverse 
reaction  concerned  the  gastrointestinal  system  Dyspepsia  occurred  most 
frequently,  being  observed  in  about  one  out  of  seven  patients  Other  adverse 
reactions,  in  descending  order  of  frequency,  were  constipation,  nausea,  vom- 
iting, abdominal  pain,  anorexia,  occult  blood  in  the  stool,  diarrhea,  flatulence, 
and  dry  mouth 

Three  instances  of  peptic  ulceration  and/or  gastrointestinal  hemorrhage  that 
may  have  been  due  to  the  drug  and  four  instances  in  which  drug  relationship 
was  questionable  were  observed  in  3,391  individuals  to  whom  the  drug  was 
administered  for  periods  of  time  ranging  up  to  165  weeks 

In  less  than  2 percent  of  patients,  the  drug  was  discontinued  because  of 
adverse  gastrointestinal  reactions 

Skin  and  Appendages— The  most  common  adverse  effect  was  pruritus, 
which  was  seen  in  about  one  out  of  ten  patients.  Other  adverse  reactions 
were  rash,  increased  sweating,  and  urticaria 

In  about  1 percent  of  patients,  Nalfon  was  discontinued  because  of  an  adverse 
effect  related  to  the  skin 

Nervous  System — The  most  frequent  adverse  reaction  observed  was  somno- 
lence, which  occurred  in  about  one  out  of  seven  patients  Other  adverse 
effects,  which  occurred  less  frequently,  were  dizziness,  tremor,  confusion, 
and  insomnia 

Nalfon  was  discontinued  in  less  than  0.2  percent  of  patients  because  of  these 
side-effects 

Special  Senses— The  most  common  adverse  reaction  was  tinnitus,  which 
was  seen  in  about  one  out  of  ten  patients.  Other  reactions  observed,  in 
descending  order  of  frequency,  were  blurred  vision  and  decreased  hearing 
In  about  0 2 percent  of  patients,  Nalfon  was  discontinued  owing  to  adverse 
effects  related  to  the  special  senses 

Cardiovascular— The  most  frequent  adverse  effect  observed  was  palpita- 
tions This  was  noted  in  about  one  out  of  twenty-five  patients  Tachycardia 
was  observed  less  frequently 

In  less  than  0.5  percent  of  patients,  Nalfon  was  discontinued  as  a result  of 
cardiovascular  adverse  reactions. 

Laboratory— Anemia  was  noted  in  about  one  out  of  500  patients.  Therapy 
with  Nalfon  had  to  be  discontinued  in  one  patient  because  of  anemia  Increase 
in  alkaline  phosphatase,  LDH,  and  SGOT  was  observed  (see  Precautions). 

Miscellaneous — Headache  was  seen  in  about  one  out  of  seven  patients  Less 
frequently  observed,  in  descending  order  of  frequency,  were  nervousness, 
asthenia,  dyspnea,  peripheral  edema,  fatigue,  malaise,  anddysuria  io3i67,  i 
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mercials  in  any  programming  that  contains  excessive  vio- 
lence or  sanctions  antisocial  behavior.  AMA  is  gratified 
with  this  recent  policy  move  that  appears  to  reflect  a deep 
concern  for  the  health  and  welfare  of  American  youth.” 
The  corporations  contacted  by  the  AMA  are:  General 
Motors  (Chevrolet  Division);  American  Home  Products 
(Whitehall  Labs — Anacin);  American  Motors  Corporation; 
Sears  Roebuck  & Company;  Eastman  Kodak  Company; 
Joseph  Schlitz  Brewing  Company  (Schlitz  Beer);  Procter 
& Gamble  Company  (P  & G Soaps);  General  Foods  Cor- 
poration; Burger  King  Corporation;  and  Pepsico,  Inc. 
(Frito-Lay  Products). 

Dr.  Palmer  has  also  sent  letters  to  those  corporations 
sponsoring  programs  containing  the  least  amount  of  vio- 
lence in  network  prime  time  television  expressing  the  hope 
that  their  current  policies  would  continue.  They  include: 
Peter  Paul,  Inc.;  Hallmark  Cards,  Inc.;  Texaco,  Inc.; 
Whirlpool  Corporation;  Prudential  Insurance  Company 
of  America;  Squibb  Corporation  (Jean  Nate  products); 
Kusan  Corporation  (Schaper  Toys);  Green  Giant  Com- 
pany; Keebler  Company;  and  Carnation  Company  (Car- 
nation Dog  Foods). 


Many  women  abandon  pill 
for  other  contraceptives 

Adverse  publicity  about  oral  contraception  in  recent 
years  may  be  leading  to  a striking  movement  away  from  the 
pill  and  back  to  either  mechanical  barrier  methods  or  no 
protection  at  all  against  pregnancy,  says  a research  report 
in  the  February  7 Journal  of  the  American  Medical  As- 
sociation. 

A study  of  100  women  patients  at  the  outpatient  unit  of 
the  University  of  California,  San  Francisco  Medical  Center, 
revealed  that  53  percent  of  the  women  had  changed  con- 
traception methods  in  the  last  two  years,  most  commonly 
moving  away  from  oral  contraception,  the  report  says. 

Sixteen  of  the  women  in  the  study  said  they  were  using 
no  contraception.  One  woman  relied  on  the  rhythm 
method,  and  24  used  a mechanical  barrier  (diaphragm, 
foam,  or  condom).  Only  28  women  were  using  oral  con- 
traceptives, while  16  had  an  intra-uterine  device  in  place. 
Eight  relied  on  sterilization.  Fourteen  of  the  women  were 
dissatisfied  with  their  current  method  of  contraception, 
usually  because  of  possible  hazardous  side  effects. 

The  study  sought  to  determine  current  attitudes  toward 
reproductive  and  sexual  roles.  Major  areas  of  change  ap- 
parent in  the  younger  population  were  a substantial  de- 
crease in  formal  marriage,  a reduction  in  the  wish  for 
children,  a movement  away  from  oral  contraception  and 
back  to  mechanical  barrier  methods,  and  a shift  toward 
acceptance  of  a bisexual  adaptation,  report  Susan  Wall. 
R.N.,  and  Nancy  Kaltreider,  M.D. 

The  patients  were  interviewed  by  a woman  medical 
student  who  previously  had  been  a psychiatric  nurse,  on 
the  premise  that  women  would  talk  more  candidly  with  a 
wroman  than  with  a male  physician.  Age  range  of  subjects 
was  from  19  to  75  years,  with  a median  age  of  27.9. 

A high  percentage  of  nonmarital  cohabitation  (23  per- 
cent) and  single  living  (17  percent)  marks  a new  adherence 
to  alternate  life-styles,  they  report.  Some  37  percent  of 
heterosexual  women  said  they  considered  a homosexual 
relationship  to  be  a future  possibility. 
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Books  Reviewed 


The  Hospitalized  Adolescent.  A Guide  to  Managing 
the  111  and  Injured  Youth.  By  Adele  D.  Hofmann,  R.  D. 
Becker,  and  H.  Paul  Gabriel.  New  York,  The  Free  Press, 
1976.  Hardcover,  249  pages.  Price,  $14.95. 

The  authors  have  made  a valuable  contribution  to  the 
care  of  the  ill  adolescent.  They  bring  to  their  task  a long 
experience  with  those  acute  and  chronic  ailments  that 
particularly  affect  the  adolescent,  notably  trauma,  neo- 
plastic disease,  chronic  disease  dating  from  childhood,  and 
reconstructive  surgery.  Moreover,  they  have  illuminated 
their  clinical  experience  with  close  observation,  warmth, 
and  compassion. 

The  frame  of  reference  for  this  guide  is  the  develop- 
mental process  of  adolescence.  In  an  introductory  chapter 
which  combines  completeness  with  brevity  and  lucidity, 
the  developmental  tasks  and  dynamics  of  adolescence  are 
set  forth:  struggle  for  emancipation  and  individuation, 
development  of  abstract  thinking,  narcissistic  preoccu- 
pation with  body  image,  heightened  sexual  awareness, 
heterosexual  strivings,  definition  of  self  in  terms  of  im- 
portance to  others,  and  life  goals.  Throughout  the  book 
this  exposition  of  developmental  dynamics  is  constantly 
invoked  both  to  support  principles  of  management  and  to 
illuminate  the  responses  of  individual  patients. 

In  addition  to  theory  and  psychological  insight,  the  au- 
thors offer  specifics  regarding  physical  planning  of  an  ad- 
olescent facility,  staffing,  roles  filled  by  the  various  disci- 
plines, necessary  ancillary  services,  and  a team  approach 
to  patient  care.  The  authors  make  a strong,  even  irrefut- 
able, case  for  an  adolescent  ward  separate  both  from  pe- 
diatrics and  from  adult  medicine.  In  the  matter  of  whether 
the  primary  responsibility  should  reside  with  pediatricians 
or  with  internists,  the  book  is  less  arbitrary.  In  fact,  one 
could  make  a stronger  case  than  the  authors  do  for  ado- 
lescent medicine  being  the  province  of  pediatrics.  Al- 
though the  adolescent  is  clearly  differentiated  from  the 
child  by  the  events  of  puberty,  there  is,  in  fact,  a consid- 
erable area  of  continuity  both  in  the  types  of  illnesses  the 
adolescent  experiences  and  in  the  relationship  developed 
with  the  pediatrician  during  the  childhood  years.  More- 
over, the  pediatrician,  by  virtue  of  his  orientation  toward 
child  patients,  has  a greater  tolerance  for  the  manifesta- 
tions of  dependency  and  regression  exhibited  by  the  sick 
adolescent  than  has  the  adult  physician. 

A particularly  apt  and  important  inclusion  for  the 
practitioner  is  the  chapter  entitled  “Consent  and  Confi- 
dentiality” which  deals  with  the  legal  issues  of  caring  for 
the  so-called  emancipated  minor.  In  the  same  compact 
yet  comprehensive  mold  as  the  opening  section  on  psy- 
chological issues,  it  provides  a factual  basis  for  the  decisions 
a physician  is  daily  called  on  to  take. 

This  book  will  prove  useful  not  only  to  practitioners  of 
adolescent  medicine  and  all  of  the  medical  and  surgical 
specialists  who  treat  adolescents  but  also  to  nurses,  social 
workers,  recreation  personnel,  and  teachers  who  deal  with 
this  group  of  patients.  The  authors  are  to  be  commended 
for  their  comprehensiveness,  their  practicality,  their  sen- 
sitivity, and,  especially  their  clear,  lucid,  and  felicitous 
style.  Doris  H.  Milman,  M.D. 


Viral  Infections  of  Humans.  Epidemiology  and 
Control.  Alfred  S.  Evans,  Editor.  New  York  and  Lon- 
don, Plenum  Medical  Book  Company,  1976.  Illustrated, 
584  pages.  Price,  $39.50 

This  book  includes  25  chapters  dealing  with  a wide 
spectrum  of  viral  infections  affect  ing  humans.  The  editor 
tried  in  the  first  28-page  chapter  to  discuss  the  basic  fun- 
damentals of  epidemiologic  methods.  These  ranged  from 
the  definition  of  agents  and  incubation  period  to  modes  of 
transmission  and  the  immune  response.  In  this  attempt 
to  achieve  comprehension,  a few  topics  were  either  unclear 
or  barely  mentioned.  The  reviewer  finds  the  section  on 
the  transmission  of  viruses,  especially  the  table,  confusing 
and  the  terminology  inconsistent. 

In  the  second  chapter,  the  editor  gives  an  excellent  re- 
view of  surveillance  and  seroepidemiology.  Most  chapters 
begin  with  an  introduction,  followed  by  historical  back- 
ground, methodology  including  the  sources  of  mortality 
and  morbidity  data,  biologic  characteristics  of  viruses, 
descriptive  epidemiology,  mechanisms  of  transmission, 
pathogenesis  and  immunity,  patterns  or  host  response, 
control  and  prevention  and  unresolved  problems.  The 
narrative  style,  the  authoritative  discussion  by  the  various 
contributors,  the  identification  of  the  still  unresolved 
problems  and  the  wealth  of  references  alluded  to  add  to  the 
merits  of  this  undertaking. 

Although  the  book  describes  many  of  the  epidemiologic 
features  of  viral  infections,  it  hardly  elaborates  on  some  of 
the  extensive  outbreaks  encountered  or  their  modes  of 
transmission  which  would  be  expected  in  a book  dealing 
with  epidemiology  and  control. 

The  reviewer  would  like  to  congratulate  the  editor  in 
getting  together  a group  of  contributors  of  this  caliber  and 
in  deciding  on  the  writing  style.  The  text,  generally 
speaking,  is  an  excellent,  concise,  and  sophisticated  review 
of  viral  infections  affecting  humans  from  the  clinical,  epi- 
demiological, and  immunological  points  of  view.  It  can  be 
used  effectively  by  the  practicing  physicians,  by  those 
engaged  in  clinical  preventive  medicine  and  public  health 
and  by  medical  students.  The  reviewer  considers  the  text 
to  be  an  outstanding  addition  to  any  medical  library. 
Mahfouz  H.  Zaki,  M.D.,  Dr.P.H. 

Breast  Feeding  and  the  Mother.  Ciba  Foundation 
Symposium  45  (new  series).  New  York,  Elsevier,  1976. 
Cloth,  280  pages.  Price,  $21.75. 

“Breast  Feeding  and  the  Mother”  is  one  of  the  series  of 
Ciba  Symposia.  Because  most  studies  of  breast  feeding 
have  stressed  the  effects  on  the  baby  this  symposium  has 
deliberately  focused  on  the  mother. 

The  early  chapters  deal  with  the  physiology  and  hor- 
monal control  of  lactation  and  then  several  chapters  deal 
with  the  effect  of  lactation  and  fertility  and  child  spac- 
ing. 

The  relationship  between  lactation  and  maternal  nu- 
trition and  metabolism  is  treated  in  detail  and  finally  there 
is  a thorough  consideration  of  the  psychological  cultural 

continued  on  page  1032 
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• Save  yourself  the  time  and  effort  expended  gathering  information  from  each  patient. 

• Have  the  patient  complete  a questionnaire  while  he’s  waiting  to  see  you. 
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continued  from  page  1030 

and  sociological  aspects  of  breast  feeding. 

Very  interesting  and  stimulating  are  the  discussions  at 
the  end  of  each  chapter.  All  the  participants  in  the  sym- 
posium take  part  and  their  scope  is  so  extensive  that  the 
reader  is  exposed  to  many  new  areas  of  knowledge. 


Here  and  there 

Awarded:  Dr.  Erwin  Neter,  professor  of  microbiology  in 
the  Departments  of  Microbiology  and  Pediatrics  at  the 
State  University  at  Buffalo,  has  been  named  recipient  of 
the  1977  Wyeth  Award  in  Clinical  Microbiology  given  by 
the  American  Society  for  Microbiology. . . The  National 
Cancer  Institute  recently  awarded  an  additional  $60,119 
grant  to  Arnold  I.  Freeman,  M.D.,  chief  cancer  research 
pediatrician,  Roswell  Park,  for  continued  research  into 
chemotherapy  for  acute  leukemia  at  Roswell  Park,  which 
is  only  one  of  three  or  four  cancer  facilities  in  the  nation 
currently  using  the  intra-Ommaya  technique. 


New  guidelines  offered 
for  x-rays  of  breast 

Recent  publicity  about  potential  dangers  of  mam- 
mography screening  has  generated  an  emotional  reaction 
in  both  lay  and  professional  circles.  Mammography  means 
x-ray  of  the  breast  to  determine  whether  cancer  is  present. 
Use  of  diagnostic  x-ray  when  indicated  is  not  in  question. 
The  problem  comes  in  the  mass  screening  by  x-ray  of 
women  who  have  no  symptoms  and  are  not  in  the  high  risk 
groups. 

The  danger  comes  from  the  possibility  that  the  x-ray 
itself  may  cause  cancer. 

American  women  and  often  their  physicians  as  well  are 
in  a quandary  over  whether  to  use  x-ray  to  check  for  can- 
cer. 

There  still  are  some  unknown  factors  in  this  situation, 
but,  given  the  present  state  of  medical  knowledge,  some 
practical  guidelines  for  mammography  were  offered  in  the 
March  7 Journal  of  the  American  Medical  Association  by 
researchers  from  the  Scripps  Clinic  and  Research  Foun- 
dation, LaJolla,  California: 

1 . Any  woman,  regardless  of  age,  with  signs  or  symptoms 
that  indicate  breast  cancer  (such  as  a lump)  should  have 
a mammograph. 

2.  A woman  who  has  a high  risk  for  breast  cancer  (strong 
family  history,  previous  breast  cancer,  no  pregnancy  before 
30  years  of  age)  should  receive  periodic  screening  exami- 
nations, including  mammography. 

3.  Periodic  screening  should  be  done  for  all  women  over 
the  age  of  50  years. 

4.  Women  under  50  years  without  symptoms  should  not 
be  screened  until  further  facts  are  discovered  on  the  ben- 
efits and  risks. 

Harold  M.  Swartz,  M.D.,  and  Barbara  A.  Reichling,  of 


This  book  is  recommended  to  all  those  interested  in  the 
field  of  human  reproduction.  It  should  interest  pediatri- 
cians particularly,  obstetricians,  and  family  physicians. 
Last,  “Breast  Feeding  and  the  Mother”  should  supply 
much  “food  for  thought”  to  the  demographer.  George  J. 
Lawrence,  Jr.,  M.D. 


Appointed:  Nathan  Brown,  M.D.,  has  been  named  di- 
rector of  cardiology  at  Binghamton  General  Hospital . . . 
Irma  Gigli,  M.D.,  has  been  appointed  professor  of  derma- 
tology and  experimental  medicine,  New  York  University 
School  of  Medicine. 

Promoted:  David  L.  Krohn,  M.D.,  director,  glaucoma 
division,  Department  of  Ophthalmology,  has  been  pro- 
moted to  professor  of  clinical  ophthalmology,  and  Jack 
Nelson,  M.D.,  has  been  promoted  to  professor  of  clinical 
medicine,  both  at  New  York  University  School  of  Medi- 
cine. 


the  Scripps  Clinic,  point  out  that  “for  any  individual 
woman,  the  risk  of  inducing  breast  cancer  by  mammogra- 
phy is  very  low.”  Mammographs,  they  say,  should  be  made 
only  with  modern  equipment  and  techniques  designed  to 
provide  optimum  information  with  minimal  dose. 

In  another  report  in  the  same  issue  of  JAMA,  Gerson  J. 
Lesnick,  M.D.,  Mount  Sinai  School  of  Medicine,  New  York 
City,  reports  that  x-rays  of  the  breast  are  of  little  value  in 
detecting  cancer  in  women  under  45  years.  In  a group  of 
106  patients  under  45  years,  84  percent  had  first  detected 
the  tumors  themselves.  Another  14  percent  were  discov- 
ered by  physicians  on  routine  physical  examinations. 

A third  report  from  Maurice  M.  Black,  M.D.,  New  York 
Medical  College,  New  York  City,  reveals  that  there  was  a 
great  surge  of  demand  for  mammography  recently  fol- 
lowing the  public  disclosure  that  the  wives  of  the  President 
and  the  Vice-President  of  the  United  States  had  been 
treated  for  breast  cancer. 

But,  says  Dr.  Black,  there  was  virtually  no  impact  on  the 
rate  of  diagnosis  and  cure  of  breast  cancer. 

In  an  accompanying  editorial,  John  C.  Bailar,  III,  M.D., 
National  Institute  of  Health,  Bethesda,  Md.,  recommended 
a somewhat  higher  age — 60  to  65 — for  the  beginning  of 
periodic  screening  of  women  without  symptoms. 

Rough  estimates  indicate  that  the  present  practice  of 
mammography  used  as  preventive  screening  may  eventu- 
ally induce  some  breast  cancers  if  it  is  used  indiscriminately 
to  examine  all  women  more  than  35  years  of  age,  says  Dr. 
Bailar.  Older  women  probably  benefit  more  from  mam- 
mography than  they  lose,  he  says. 

Mammography  remains  a precious  tool  in  the  diagnosis 
of  breast  cancer;  it  is  well,  however,  that  the  medical  pro-  | 
fession  takes  such  a careful  look  not  only  at  the  usefulness 
hut  also  at  the  safety  of  this  procedure. 
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Take  the  pain  out 
of  financing  your 

Medical  Liability 
Insurance^. 


with  Citibanks 
Ready  Credit. 


Insurance  premiums... you  don't  have  to  tell  us 
where  it  hurts.  That’s  why  we  know  our  Ready  Cre- 
dit Plan  can  help.  Because  the  plan  makes  financ- 
ing your  Medical  Liability  Insurance  convenient 
and  confidential.  Here's  why: 

• Ready  Credit  is  just  that... your  own  line  of  credit, 
up  to  $15,000,  ready  whenever  you  need  it. 

• Ready  Credit  is  an  account... separate  from  all 
your  other  banking,  with  its  own  set  of  checks  that 
are  indistinguishable  from  other  checks  so  no 
one  knows  you  are  using  credit. 

• Ready  Credit  has  no  finance  charges  until  you 
use  it.  And  as  you  repay,  the  money  is  yours  to 
use  again  and  again. 

• Ready  Credit’s  monthly  payments  won’t  disrupt 
your  cash  flow. 

• Ready  Credit  payments  can  be  made  by  mail. 

• Ready  Credit  interest  expenses  are  tax  deducti- 
ble. 


Citibank,  NA  Member  FDIC 


• And  Ready  Credit  is  just  a phone  call  away. 

Just  dial  our  special  Loan  Phone®  number  any  time 
between  9 am  and  9 pm,  Monday  through  Friday 
(except  holidays);  or  call  Saturdays  from  10  am  till  3 
pm.  We’ll  fill  out  the  forms,  do  all  the  paperwork. 
Then  we’ll  call  you  back  to  tell  you  whether  your 
Ready  Credit  is  approved,  usually  within  24  hours. 
And  you  don’t  even  have  to  be  a Citibank  customer. 
Then  stop  in  at  the  branch  nearest  you,  sign  your 
name  and  stop  worrying  about  Liability  Insurance 
financing. 

Check  the  number  nearest  you  and  call  collect. 

Ask  for  our  Ready  Credit  Finance  Plan. 

Citibank  Loan  Phone 
(212)221-3333  (516)538-6666 
(914)472-5555 

CITIBANK © 
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VACANCIES  AVAILABLE  IN  THE 
U.S.  ARMY  RESERVE  MEDICAL  CORPS 

The  U.S.  Army  Reserve  has  numerous  vacancies  for  physicians, 
male  and  female,  anywhere  within  New  York  State,  and  espe- 
cially in  the  New  York  City  area  Positions  are  available  in  all 
military  ranks  up  to  lieutenant  colonel.  Female  physicians  are 
particularly  encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  complete  20  years  service  by  age 
60  can  be  accepted  if  they  are  willing  to  waive  their  pension 
benefits.  Individuals  with  no  prior  military  service  are  urged  to 
apply  as  are  those  who  have  previously  served  in  the  armed 
forces  (Army,  Navy  or  Air  Force). 

The  pay  is  up  to  $4,000  annually  for  a lieutenant  colonel  with  20 
years  service  of  part-time  (i.e.,  one  weekend  a month)  duty  with 
the  Medical  Army  Reserve.  These  vacancies  exist  in  virtually 
all  specialties. 

For  additional  information  on  your  hometown  Medical  Army 
Reserve  unit,  all  sent  to  you  without  any  obligation,  please  write 
to: 

Colonel  Joseph  P.  Cillo,  M.D. 

8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  New  York  11252 

THE  MEDICAL  ARMY  RESERVE . . . 

PART  OF  WHAT  YOU  EARN  IS  PRIDE! 


BOY  do  we  have  a girl  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  11552 

516-483-0577 


FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 

Fulfilling  all  the  typing  needs  of  the  Medical  Profession. 
Pick-up  & Delivery.  Fast  Accurate  Service. 


Free 


(212) 592-1566 

99-05  58th  Ave.,  Corona,  N.Y.  11368 


Analgesics 

Darvon  (Eli  Lilly  & Company)  982 

Antibiotics 

Keflex  (Eli  Lilly  & Company)  892 

Neosporin  (Burroughs  Wellcome  Company)  932 

Antipyretic  analgesics 

Empirin  with  Codeine/Empracet  with 

Codeine  (Burroughs  Wellcome  Company)  897 

Antispasmodics 

Donnatal  (A.  H.  Robins  Company)  986 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Coronary  vasodilators 

Cardilate  (Burroughs  Wellcome  Company)  1003 

Corticosteroids 

Medrol  Dosepak  (Upjohn  Company) 910 

Diagnostic  laboratory  tests 

Bio-Science  Laboratories  1000 

Gastrointestinal 

Pro-Banthine  (G.  D.  Searle  & Company)  951,  952 

Generic  drugs 

PurePac  Pharmaceutical  Company  961 

Hearing  aids 

Beltone  Electronics 993 

Mood  elevators 

Tofranil-PM  (Geigy  Pharmaceuticals) 971,  972 

Multivitamins 

Allbee  with  C (A.  H.  Robins  Company) 985 

B-C-BId  (Geriatric  Pharmaceutical  Corp.)  891 

Nonsteroidal  antiarthritics 

Nalfon  (Dista  Products 


Company)  1019,  1021,  1023,  1025,  1027,  1028 


Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories)  3rd  & 4th  covers 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  1007 

Tranquilizers 

Librium  (Roche  Laboratories)  926,  927 

Valium  (Roche  Laboratories)  883 

Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories)  886,  887,  888 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 1016,  1017 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U.S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group.  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 
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tYSIC  I ANS  WANTED 


I VSICIAN  DURING  JULY  AND  AUGUST,  1977  for  children's  camp  located 
it  Beach  Lake,  Pa.,  accommodates  350  campers,  ages  6-16;  complete  modern 
lealth  Center;  3 R.N.s  in  attendance;  will  accept  one  M.D.  for  each  month;  no 
•hildren  accepted,  that  is  of  camp  age.  Camp  opens  June  29  and  closes  August 
'4.  Private  room  and  facilities  Write,  and  include  your  phone  number,  to: 
Trail's  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St.,  Brooklyn,  N.Y. 
1201. 


YS1CIANS  WANTED;  LUCRATIVE  POSITIONS  AVAILABLE:  NEW 
li'ork.  New  Jersey,  Connecticut  permanent  full-half  time  as  well  as  temporary 
nd  per  diem  basis.  Client  inquiries  invited  For  further  info  contact: 
varrey  Associates,  agency  for  Execu-Med,  23-25  East  26th  St.,  New  York, 
vY.  10010.  Telephone:  (212)532-7625. 


DIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPU- 
ation  of  25,000  located  at  intersection  of  I ■ 79  and  1-80.  Growing  area,  clean 
lir,  good  schools  in  Western  Pa  Substantial  guarantee.  Contact:  Mr.  J.  A. 
"olaizzi.  Administrator,  Grove  Citv  Hospital.  Grove  Citv.  Pa.  16127  Phone 
412) 458-7132. 


lORIDA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPORTUNE- 
ies  and  hospital  staff  memberships  immediately  available  in  Tampa-St. 
“etersburg.  the  State's  fastest -growing  metropolitan  area.  Florida's  largest 
ommunitv  hospital  development  and  management  firm  seeks  curriculum 
itae  from  primary  care  physicians — family  medicine,  general  practice,  inter- 
al  medicine — and  specialists  in  plastic  surgery,  otolaryngology,  neurosurgery, 
vnecology,  anesthesiology,  ENT.  and  physical  & rehabilitative  medicine, 
all  collect  (813)  381-8000.  or  write  to  Medical  Affairs  Department.  Medfield 
'orporation.  P.O.  Box  15207,  1609  Pasadena  Avenue  South,  St.  Petersburg, 
'lorida  33733. 


RMATOLOGIST  WITH  NEW  YORK  CITY  DELUXE  17-room  office  wishes 
ssociate.  percentage  with  drawing  account.  Send  resume.  Joseph  J.  Eller.  M.D.. 
45  Fifth  Ave.,  New  York.  N.Y.  10022.  1212)  753-6033. 


NERAL  SURGEONS:  Opportunities  available  for  general  surgeons  at  our 
lajor  midwestem  teaching  and  research  medical  center.  We  are  affiliated  with 
;veral  universities,  and  afford  the  benefits  of  practicing  as  a member  of  a closed 
taff  group  practice  at  our  main  campus  as  well  as  several  suburban  and  urban 
enters.  Board  certified  general  surgeons  with  5-10  years  experience,  interested 
i either  (a)  general  surgery,  (b)  intensive  care,  (c)  head  and  neck,  or  (d)  research, 
s their  area  for  concentration  should  send  their  curriculum  vitae  in  strict  con- 
dence.  Individual  based  salary,  commensurate  with  experience  and  compre- 
ensive  benefits  are  offered.  These  include:  malpractice  insurance,  BC/BS 
laster  Medical,  life,  accident,  travel  and  dental  insurance  coverage,  as  well  as 
lease  car  plan,  and  many  extras.  Dept.  579,  c/o  NYSJM. 


I NERAL  PRACTITIONERS  AND  SPECIALISTS  IN  INTERN  AL  MEDI- 
me  and  family  practice  needed  with  current  license  to  practice  medicine  in 
ew  York  State.  Excellent  salaries  with  outstanding  benefits  at  Center  for 
( 'tardation  and  other  developmental  disabilities.  Center  located  in  town  of 
i J.OOO  with  outstanding  recreational  and  cultural  facilities  available  in  less 
( tan  one  hour  travel  time.  Salaries  depend  upon  qualifications  and  ex- 
erience.  Please  contact  Herbert  F Trapl,  M.D  Deputy  Director  Clinical, 

I'  Mr  Cornelius  R Walsh.  Director,  Rome  Developmental  Center.  Box  550, 
ome.  N.Y.  13440.  Call  i315)  336-2300. 


[ ISION  OF  EMERGENCY  MEDICINE.  Opportunities  available  for  physi- 
i ans  and  general  surgeons  at  our  major  midwestem  teaching  and  research 
ledical  center.  We  are  affiliated  with  several  universities,  and  afford  the  benefits 
(f  practicing  as  a member  of  a closed  staff  group  practice  at  our  main  campus, 
idividual  based  salary,  commensurate  with  experience  and  comprehensive 
enefits  are  offered.  These  include:  malpractice  insurance.  BC/BS  Master 
ledical.  life,  dental,  accident  and  travel  insurance  coverage.  Replv  todav:  Dept. 
50.  c o NYSJM. 


I "TORS  WANTED  FOR  NEW  YORK  STATE  COED  CAMP.  Two  or  four 
eeks  in  July.  Call  Jack  Pinsky.  (516)  593-4410. 


P i SICIANS  WANTED:  Are  you  interested  in  enlarging  your  practice?  Do 
MO’s  threaten  your  growth  potential?  We  service  the  nine  (9)  counties  of 
etropolitan  New  York  City  and  are  seeking  private  practitioners,  dentists  and 
oviders  of  services  to  add  to  our  dynamic  panel  of  professionals.  Immediate 
ivment  by  patients  at  time  of  service  and  no  fee  ever  to  the  providers  of  the 
rvices.  All  inquiries  held  in  strict  confidence  For  complete  details,  write  to 
ept.  582.  c/o  NYSJM. 


Attention: 


PHYSICIANS 

THE  HEALTH  SERVICE 
PLACEMENT  CENTER 

Has  listing  of  qualified  medical  assistants,  re- 
ceptionists, & stenos  for  Doctors  in  private 
practice,  experienced  in  medical  procedures, 
billing  & typing.  Locations  in  the  five  bor- 
oughs. 

For  further  Information  call: 
212-869-8000 

Ask  for  Ms.  Rose  Steinberg,  Ext.  344 

NEW  YORK  STATE  EMPLOYMENT  SERVICE 

Health  Services  Placement  Center 
1515  Broadway  New  York,  N.Y.  10036 

NEVER  A FEE 


PHYSICIANS  WANTED  — CONT  D 


PHYSICIANS  WANTED:  Full  service  geriatric  medical  centers  in  Queens  and 
Nassau  Counties.  Lucrative  practice  guaranteed  by  busy  locations.  Many 
specialists  (positions)  still  available.  This  is  not  a body  shop!  The  number  and 
quality  of  the  specialists  allows  for  innovative  medicine  coupled  with  dignified 
care  for  the  elderly.  Comprehensive  Geriatric  Services,  Inc.  Call  after  7:00  p.m. 
(516)  698-5224 


FAMILY  PHYSICIAN  OR  INTERNIST  to  take  over  family  practice  in  rapidly 
growing  southern  Dutchess  County,  N.Y.  Three  general  hospitals  within  10- 
minute  drive.  Seven  rooms  fully  equipped.  Rent:  $260/month.  Terms:  as- 
sume remaining  one  year  lease;  option  to  buy  office  equipment.  Call:  C.  B. 
Sarmiento,  M.D.,  after  6 p.m.  (914)  297-6022;  9-5  p.m.  485-9712. 


OCCUPATIONAL  PHYSICIAN  FOR  FULL-TIME  CAREER  position  in  Rem- 
ington Arms  Co.  plant  in  Ilion,  New  York.  Exc.  opportunity.  General  practice 
background  acceptable.  Exc.  salary  and  outstanding  company  paid  benefit 
program.  Equal  opportunity  employer  M/F.  Call  or  write  R.  Hall,  Plant 
Manager.  Remington  Arms  Co.,  Inc.,  Ilion,  New  York  13357.  (315)  894-9961. 


BRONX,  NEW  YORK:  PSYCHIATRIC  RESIDENCY.  Montefiore  Hospital 
and  Medical  Center  of  Albert  Einstein  College  of  Medicine  has  unexpected 
opening  for  first  year  resident  (PGY'-2,  i.e.,  internship  required)  in  psychiatry 
for  July  1, 1977.  Outstanding  clinical  and  academic  program  with  broad  dynamic 
orientation.  Inquiries  invited.  Call  or  write:  Jack  L.  Katz,  M.D.,  Director  of 
Residency  Training,  Department  of  Psychiatry,  Montefiore  Hospital  and  Medical 
Center,  111  East  210th  St.,  Bronx,  N.Y.  10467.  Equal  Opportunity  Employer. 
(212)  920-4948,  4040. 


FULL-TIME  PHYSICIAN  WANTED.  HEALTH  SERVICE  at  SUNY  at  Buffalo, 
an  Affirmative  Action/Equal  Opportunity  Employer,  9 am  to  5 pm.  Some  eve- 
nings and  weekends  on  call.  NYS  licensed.  Board  certified  or  Board  eligible  with 
an  interest  in  delivering  primary  care  to  adolescents.  Salary  negotiable  plus 
many  New  York  State  benefits.  Contact  M.  L.  Musselman,  M.D..  Director, 
University  Health  Service,  (716)  851-3316. 


May  1977/New  York  State  Journal  of  Medicine  1035 


Army  Medicine 
wants  more  doctors 
who  specialize* 

If  you’re  a physician  specializing  in  pediatrics,  anesthesiology,  radiology,  or 
internal  medicine, .we’ve  got  a full  range  of  career  opportunities  for  you. 

These  opportunities  are  available  in  a setting  that’s  about  as  free  from  non- 
medical distractions  as  it’s  possible  for  a practice  to  be.  If  you’re  a doctor  who’s 
more  interested  in  practicing  medicine  than  the  running  of  a practice,  Army 
Medicine  could  be  perfect  for  you.  Just  call  your  local  Army  Medical  Counselor, 
and  he  will  discuss  specific  assignment  opportunities  with  you. 

Counselor/ Phone  Number 
Captain  Ernie  C.  Hall  609-562-4271 

Army  Medicine.  The  practice  that’s  practically  all  medicine. 


EQUIPMENT 


ENTIRE  CONTENTS  OF  NEWLY  APPOINTED  MEDICAL  OFFICE  avail  e 
Includes  medical  equipment  and  furnishings  for  three  examining  rooms,  a s 11 
lab  and  the  business-reception  area  equipment  and  furnishings.  Excellen  )- 
portunitv  for  new  physician  going  into  practice.  Terms  reasonable.  Call  ( 51 
928-5252. 


X-RAY  UNIT,  MATTERN,  200  MA  100KVP  AUTO.  BUCKY,  floro,  spot  m 
unit,  90  deg./15  deg.  table.  Perfect  condition.  $5,900.  Private  physician.  6i 
482-7632. 


POSITIONS  WANTED 


PHYSICIAN’S  ASSISTANTS,  graduates  of  the  first  class  of  the  Rutgers  Me  al 
School  program,  will  be  available  for  employment  on  July  1,  1977.  Inquir  >r 
requests  for  resumes  may  be  addressed  to:  P.A.  Program,  P.O.  Box  101,  P a 
taway,  N.J.  08854,  or  phone  (201)  564-4444. 


REAL  ESTATE  FOR  SALE  OR  RENT 


MANHATTAN’S  EAST  SIDE.  133  EAST  73RD  ST.,  N.Y.C.  LEXIN'C  ON 
Professional  Center.  Inc.  Part  time  & full  time  medical,  dental,  psycltri' 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  recept  is* 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  ise 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERCI 
in  renting  or  subletting  a Manhattan.  NYC  professional  office,  or  to  bu  tei 
or  appraise  a co-op,  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Gi  at- 
& Ives,  Inc.,  745  Fifth  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 


PRACTICES  WANTED 


GP-FP.  EXPERIENCED,  WANTS  PRACTICE  OR  POSITION.  Manhattan  or 
Metropolitan  area.  Please  write  details  Dept.  576,  c/o  NYSJM. 


WANTED:  DERMATOLOGY  PRACTICE.  I am  Board  certified  and  interested 
in  the  purchase  of  a dermatology  practice,  or  an  association  in  a dermatology 
practice  located  in  Manhattan.  Dept.  583,  c/o  NYSJM. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for  de- 
tails. Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036.  LO  5- 
2943. 


PRACTICES  AVAILABLE 


INTERNIST-ONCOLOGIST  PRACTICE  AVAILABLE  at  very  low  cost  to  right 
person.  Practice  established,  successful.  Located  central  Nassau  County,  near 
hospitals,  beaches,  golf  courses.  Present  owner  taking  university  teaching  po- 
sition. Full  office  equipment  including  ECG,  200  M.A.  X-ray,  and  office  lease 
included.  Available  now  to  June  15th.  (516)  742-5426. 

GROWING  FAMILY  PRACTICE  AVAILABLE,  N.  Shore.  L.I..  Suffolk  County. 
Includes  newly  appointed  1,000  sq.  ft.  fully  equipped  office  with  waiting,  con- 
sultation and  three  examining  rooms,  and  a small  lab.  Two  hospitals  in  prox- 
imity. Reasonable  terms.  Call  (516)  928-5252. 


FOR  SALE:  ESTABLISHED  GENERAL  PRACTICE  in  Suffolk  County  & L.I.’s 
fastest  growing  township.  Includes  complete  office,  examining  and  emergency 
facilities.  Parking  for  15  cars;  large,  modern,  4 bedroom  residence;  swimming 
pool.  Ten  minutes  to  350-bed  hospital;  near  ocean  and  golf  courses.  Experi- 
enced staff  will  stay.  Call  broker  (516)  473-5665. 
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IEAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


.KE  SUCCESS,  L.I.,  N.Y.  Magnificent  stone  & shingle  Colonial  topped  by  slate 
roof,  features  5 bedrms.,  3 baths,  living  room  w/fireplace,  banquet  dining  room, 
fen,  finished  basement,  eat-in-kitchen,  C/A,  2-car  electric  garage  and  meadow 
Aoodsarea.  Low  taxes.  Asking  S150, 000.  Call  a.m.  (516)  482-1365. 

1RSALE:  CHARMING,  COUNTRY  HOME  with  5 bedrooms.  Catskill  Forest 
Preserve.  Township  of  Shandaken.  Over  100  acres  of  fields  and  timber  lands. 
Cold,  clear  trout  stream.  Lake.  Peaceful  and  private.  Priced  at  SI 37.000.  Full 
description  will  be  mailed  to  you.  Write:  Nott  Co.,  Pleasant  Valiev,  N.Y.  12569. 
(914)635-3243. 


11THTOWN,  L.I.,  N.Y.  HOME-OFFICE.  Best  location  in  Smithtown 
Township  for  practice  and  family  life.  4 bedrooms,  liv.  room,  2^  baths,  family 
room  with  fireplace,  eat-in  kitchen,  dining  room  Convenient  to  hospitals.  600 
sq  ft.  plus  office  with  room  for  expansion.  $59,900.  (516)  265-0939,  or  724- 

«37. 


(OOKLYN.  AT  KINGS  PLAZA  (2460  Flatbush  Ave.,  off  Ave.  U).  Ideal  loca- 
ion  for  medical  center,  4700  sq.  ft.  available — 2800  sq.  feet  street  level  and  1900 
<q.  ft.  one  flight  up.  City  wide  exposure;  fifteen  year  net  lease  with  renewal  op- 
ion,  low  realty  tax.  Most  fabulous  corner  in  Kings  County.  $1,900  per  month 
-ent.  Call  owner — (212)253-5200. 


ICKYILLE  CENTRE:  CENTER  HALL  RANCH,  two  bedrooms  and  two  dens 
>n  main  floor.  Three  bedrooms  on  second  floor.  Central  air  conditioning,  large 
wo-car  garage.  Corner  plot  on  main  North/South  street.  Possibly  suitable  for 
thysician.  $125,000.  Call  weekdays  (212)  685-3661,  or  (212)  687-2226. 


AVRENCE,  L.I.,  N.Y.  IN  CHOICE  LOCATION;  Spacious  8 room,  3 bedroom 
home  and  7 room  office  wing  with  separate  entrance.  200  ma  X-ray  available, 
dolf.  tennis,  boating  nearby.  Close  to  beaches,  transportation  and  houses  of 
worship.  Internist  retiring.  Phone  (516)  371-1800  or  (516)  374-2040. 


•R  RENT;  TWO  SUITES  IN  ESTABLISHED  MEDICAL  BUILDING  with 
•wn  parking  area,  reception/waiting  room,  choice  location  main  street,  suitable 
ill  specialties,  near  new  300  bed  hospital  opening  late  spring.  Contact  Gustave 
3avis.  M.D.,  P.O.  Box  710,  Monticello,  N.Y.  12701. 

TV  MEDICAL  BLDG.  SOMERS  PROFESSIONAL  PARK  (upper  Westchester 
tCounty).  4300  condominium  units  under  construction  nearby.  Internist, 
dentist,  orthodontist  already  in.  Two  suites  available.  Exceptional  opportunity 
' n quality  area.  Days  (914)  277-3030;  eves  277-3444. 


NBROOK  AREA,  SOUTH  SHORE  LONG  ISLAND.  For  sale,  professional 
ouilding,  suitable  for  any  type  of  practice;  fully  furnished  five-room  medical  suite; 
ented  four  room  apartment  above;  prime  location,  doctors  row,  rear  parking  lot. 
Dwner  (516)  599-7516. 


: SLYN  HEIGHTS.  L.I.  MEDICAL  PROF'L.  BLDG,  for  sale,  on  the  North  Shore 
’ Sold  Coast  This  small  gem  of  under  10,000  sq.  ft.  is  located  in  a park-like  setting 
c among  other  treasures  includes:  elegant  suites,  ideal  therapy  area,  parks  60 
ars,  full  central  a/c.  midst  Long  Island's  nicest  villages.  Compact  live-in  suite 
,J  needed.  L.I.E.,  No.  State  Pkwy.  bus,  2 min  to  L.I.R.R.  Much  flexibility  to 
nix  what  you  want  to  use  now  or  to  remain  rented  as  income  until  you  need  it. 
'an  combine  practice  & investment.  Fine  for  large  individual  or  group  practice; 
nakes  a fine  tax  shelter;  excellent  financing  if  needed.  Call  Mr.  Nicolo  (516) 
,<84-2003. 


' ERDALE.  N 't  PRIME  LOCATION.  One  story  a/c  professional  building 
idjacent  to  established  dental  group.  6100  Riverdale  Avenue.  (212)  546- 
>707. 


: IARCLIFF  MANOR  & SCHOOLS.  HOME  & OFFICE.  Upper  level:  4 
>edrms.  & baths,  living  rm.  with  fireplace,  dining  rm.  kitchen.  Ground  level: 
waiting  rm.  with  fireplace,  receptionist  rm,  2 examining  rms,  consultation  rm, 
baths.  Gas  heat,  fully  a/c.  ample  parking.  Absolute  privacy  in  backyard  with 
n-ground  swimming  pool.  Drasticallv  reduced  to  $99,500  for  quick  sale.  Call 
914) 762-0800. 


- R SALE:  HOME-OFFICE  IN  EXCELLENT  LOCATION  in  Nassau  County. 
■' Y.,  30  years  family  practice.  3 bedrooms,  2%  baths.  A/C,  5 room  office;  % acre; 
nany  extras.  $55,000.  (516)285-6776. 

)NR0E.  N.Y.  HOME/OFFICE  FOR  SALE.  Excellent  location  opposite 
•ledical  Arts  Building.  Office  has  separate  entrance,  fully  panelled.  Home  has 
our  bedrooms,  living  room,  dining  room,  eat-in  kitchen.  Central  air-condi- 
oning.  Ill  health  forces  earlv  retirement.  Outstanding  opportunity.  914- 
83-4365. 


Doctor . . . 
Have 
We 
Got 

An  Assistant  For  You! 


Something  new  has  been  added  to  our  curriculum  . "NEW  ON  JOB 
TRAINING  PROGRAM  we  need  your  assistance  in  establishing  our 
new  voluntary  ON  JOB  TRAINING  PROGRAM" 

During  the  last  six  weeks  of  our  medical  assistants  course,  we  want 
to  place  our  highly  trained  para-professionals  into  actual  "on  the  job” 
working  situations  on  a voluntary  basis  Our  medical  assistants  are 
trained  and  qualified  in  all  office  procedures,  taking  blood  pressures, 
pulse  rates,  respiration  rates,  EKG's,  developing  X-rays,  CBC's,  lab 
work-ups.  and  more!  We  are  flexible  in  coordinating  hours  to  conform 
to  your  schedule 

If  you  are  interested  in  assisting  us  with  our  new  program,  please  call 

(914)428-1960. 


<ffiecWestctiester~GSctiool 

For  Paraprofessional  Training 

i North  Broadway,  White  Plains,  N.Y.  10601  (914)  428-1960 
130  Ontario  Street,  Albany,  N.Y.  12206  (518)  462-6621 
275  Broadhollow  Rd.  (Rte.  110)  Melville,  N.Y.  11746  (516)  752- 
1060 

(The  Westchester  School  is  licensed  by  the  State  of  N.V.) 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


LAKE  FRONT  PROPERTY  FOR  SALE.  Ideal  for  vacation  or  year-round  living. 
Only  50  miles  from  New  York  City.  Split  level  stone  and  redwood  home  with 
attached  garage,  concrete  dock  and  diving  board.  3 bedrooms,  2 baths,  large 
cathedral  ceiling  living  room  with  large  stone  fireplace  and  picture  window. 
Glassed-in  dining  area  opening  onto  large  deck.  Every  room  in  house  and  two 
decks  face  beautiful  lake  Swimming,  sailing  (Sunfish  sailboat  goes  with  house), 
good  bass  fishing,  skating.  Top-rated  Katonah-Lewisboro  school  system.  Re- 
tiring to  Maine  and  could  sell  most  house  furnishings,  if  desired.  Excellent 
condition — move  right  in.  Just  putting  on  market.  Priced  in  low  80’s  without 
a broker.  South  Salem,  N.Y.  (914)  763-3565.  Call  after  7 P.M.  week  days  or 
anytime  weekends,  or  write  Box  54,  South  Salem,  N.Y.  10590. 


OFFICE  SPACE  TO  SUBLET.  Includes  fully  furnished  consultation  room  and 
examining  rooms.  Located  in  Mineola,  N.Y’.  Dept.  581,  c/o  NY’SJM. 


SOUTHWEST  NASSAU  COUNTY’,  L.I.  Office  suite  & home  of  retiring  physician. 
High  quality  4 bedrm.  English  Tudor,  4 baths,  separate  4 room  wing  with  lavatory. 
Priced  at  much  less  than  appraised  valu>\  Well  populated  middle  income  area. 
Many  extras.  Excellent  condition.  Call  Newman  Realty,  341  Hempstead  Ave., 
Malverne,  N.Y’.  Open  seven  days  a week.  (516)  599-2800. 


OLDFIELD,  LONG  ISLAND 

WATERVIEW  — 9 ACRES 

HEAVILY  WOODED 

For  details  — phone  any  a.m. 

516-482-1365 
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Montauk  Point  Offers  Unique  Life  Style 
for  Physician  in  Family  Practice 

Through  retirement,  this  famed,  growing  fishing  and 
boating  community  on  the  eastern  tip  of 
Long  Island  has  lost  its  practicing  physician. 

To  attract  his  replacement,  the  community 
has  purchased  a building  and  has 

refurbished  it  as  a clinic.  The  building  is 
mortgage-free  and  the  incoming  physician  will  have 
the  opportunity  of  free  rent  while 
establishing  himself  and  the  ultimate 
purchase  of  the  clinic  from  the  town. 

For  a physician,  Montauk  has  a dual  personality.  In 
the  summer  months  it  is  a bustling  resort 
town  while  in  the  Winter  the  population 
tapers  off  to  four  thousand  residents. 

Montauk  offers  to  a physician  a unique  life  style 
with  an  important  role  in  a prosperous 

community.  A Family  Physician  would  find  this 
a rewarding  opportunity.  If  you  are  that  person, 
write  for  further  details  to  United  Medical 
Group,  c/o  William  J.  Carew,  Esq., 

Vice  President,  Box  836,  Montauk,  N.Y.  1 1954. 
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NEW  YORK  CITY 

June  1,  8:00  p.m.,  Wednesday 

Grade  Square  Hospital 

420  East  76th  Street 

A PSYCHOBIOLOGICAL  VIEW  OF  DEPRESSION; 
IMPLICATIONS  FOR  TREATMENT 
Peter  Gruen,  M.D. 

For  further  information  contact  Mrs.  Cynthia  Zirinsky,  420 
East  76th  Street,  New  York  10021.  Tel:  212/988-4400. 


Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

10:00  a.m.- 1 1:00  a m. 

June  1 

DRUGS  AND  KIDNEY 
T.  K.  S.  Rao,  M.D. 

June  7 

CASE  PRESENTATION  AND  DISCUSSION 
T.  K.  S.  Rao.  M.D. 

June  8 

HYPERTENSION— THE  ROLE  OF  C.N.S. 

Gaddo  Onesti,  M.D. 

June  14 

THE  EVALUATION  OF  HYPERCALCEMIA 
Walter  Essman,  M.D. 

June  15 

TREATMENT  OF  HYPER-LIPIDEMIA 
Ann  C.  Carter,  M.D. 

June  2 1 

PRESENTATION  OF  G.l.  CASE 
G.  Buganza,  M.D. 

June  22 

MEDICAL  C.P.C. 

Y.  S.  Kim,  M.D. 

For  further  information  contact  V.  J.  Adams,  M.D.,  Wyckoff 
Heights  Hospital,  374  Stockholm  Street,  Brooklyn,  11237. 
Tel:  212/963-7272. 


Westchester  Square  Hospital  in  collaboration 
with  the  Albert  Einstein  College  of  Medicine 

4:00-5:30  p.m. 

1625  St.  Peters  Avenue 

Bronx 

June  1 

LABORATORY  AND  CLINICAL  APPROACH  TO  LIVER 

DYSFUNCTION 

Irmin  Sternlieb,  M.D. 

NO  FEE  CREDIT:  AAFP  V/2 

June  15 

OFFICE  ADOLESCENT  GYNECOLOGY 
Karen  Hein,  M.D. 

NO  FEE  CREDIT:  AAFP  V/2 


Doctors  Hospital 

170  East  End  Avenue 
June  2,  4:00-5:00  p.m. 

ADVANCES  IN  ANTIBIOTIC  THERAPY 
S.  Stanley  Schneierson,  M.D. 

For  further  information  contact  Clifford  L.  Spingarn,  M.D., 
170  East  End  Avenue,  New  York  10028.  Tel:  212/535- 
3000. 


Columbia  University 
College  of  P & S 

630  West  168th  Street 


June  2-4,  9:00  a.m. -5:00  p.m. 

ULTRASONIC  TOMOGRAPHY  OF  THE  EYE  AND  ORBIT 
FEE:  $300.  CREDIT:  AMA  Cat.  1 (21  hrs.) 

June  3-5 

HUMAN  SEXUAL  DISORDERS 

FEE:  $175.  CREDIT:  AMA  Cat.  1 (21  hrs.) 

June  6-8,  9:00  a.m. -5:00  p.m. 

RECENT  ADVANCES  IN  DIAGNOSIS  AND  THERAPY 
FEE:  $175.  CREDIT:  AMA  Cat.  1 (21  hrs.) 

$125.  Residents 
June  13-24,  8:00  a.m. -8:00  p.m. 

ORTHOPAEDIC  SURGERY  & PATHOLOGY 
FEE:  $385.  CREDIT:  AMA  Cat.  1 (105  hrs.) 

* The  Roosevelt  Hospital 
Smithers  Center 

One  week  Monday-Friday,  9:00-5:00  p.m. 

ALCOHOLISM:  MEDICAL  & THERAPEUTIC 
MANAGEMENT  OF  THE  ALCOHOLIC  PATIENT 
FEE:  $300.  CREDIT:  AMA  Cat.  1 (37 % hrs.) 

Two  to  four  weeks,  Monday-Friday,  9:00-5:00  p.m. 
ALCOHOLISM:  MEDICAL  & THERAPEUTIC 
MANAGEMENT  OF  THE  ALCOHOLIC  PATIENT. 

Course  includes  supervised  individual  clinical  experience. 
FEE:  $450.-2  weeks  CREDIT:  AMA  Cat.  1 (37 V2 

$500.-3  weeks  hrs.)  a week 

$550. — 4 weeks 


For  further  information  contact  Jose  M.  Ferrer,  M.D., 
Associate  Dean,  630  West  168th  Street,  New  York,  10032. 
Tel:  212/694-3682. 


The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn  and  State  University  of  New  York  at 
Brooklyn 

4:00-5:00  p.m.,  Mondays 

The  Jewish  Hospital  and  Medical  Center  of  Brooklyn 
555  Prospect  Place 
Brooklyn 
June  6 

RECENT  ADVANCES  IN  THE  HORMONAL  THERAPY  OF 
MALIGNANT  DISEASE 
Richard  Rosenbluth,  M.D. 

June  13 

CYTOGENETICS  IN  MALIGNANCY 
Harvey  Dosik,  M.D. 

June  20 

MELANOMA 
Myron  Arlen,  M.D. 

June  27 

DISORDERED  HEMOGLOBIN  SYNTHESIS 
Ronald  Reider,  M.D. 

For  further  information  contact  The  Jewish  Hospital  and 
Medical  Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn. 
Tel:  212/240-1281. 


The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

June  8,  2:00-5:00  p.m.,  Wednesday 

Section  on  Geriatric  Medicine  with  The 
American  Geriatrics  Society 

(Welcome — Jose  M.  Ferrer,  M.D.) 

1.  THE  ROLE  OF  THE  PRIMARY  CARE  PHYSICIAN  IN 
THE  CARE  OF  THE  GERIATRIC  PATIENT 

Irving  S.  Wright,  M.D. 

2.  THE  ROLE  OF  THE  GERIATRIC  NURSE  IN  THE  CARE 
OF  THE  ELDERLY  PATIENT 

Doris  Schwartz,  RN 

3.  PSYCHIATRIC  PROBLEMS  OF  AGING:  EARLY 
WARNING  SIGNS 
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Alvin  I.  Goldfarb,  M.D. 

4.  OPHTHALMOLOGIC AL  PROBLEMS  OF  THE  ELDERLY 
Arthur  Gerard  DeVoe,  M.D. 

5.  CARDIOVASCULAR  RISK  FACTORS  IN  THE  AGED 
William  B.  Kannel,  M.D. 

CREDIT:  AMA  Cat.  1 (3  hrs.) 

Reception  5:00  p.m. 


June  6- 10,  8:00  a m. -12:00  noon.  Monday 

Advances  in  Primary  Care 

(Welcome — Jose  M Ferrer,  M.D.) 

1.  NEW  METHODS  ON  THE  UNDERSTANDING  AND 
MANAGEMENT  OF  PEPTIC  ULCER 

William  S.  Rosenthal,  M.D. 

2.  FIBEROPTIC  COLONOSCOPY 
Hiromi  Shinya,  M.D. 

3.  HYPERTENSION— NEWER  APPROACHES  TO 
PHYSIOLOGY  AND  THERAPY 

John  Laragh,  M.D. 

4.  ASTHMA 

Michael  H.  Grieco,  M.D. 

5.  MYOFASCIAL  PAIN  SYNDROMES  OF  THE  HEAD 
AND  NECK,  ACUTE  AND  CHRONIC 

Janet  Travell,  M.D. 

June  7,  9:00  a m. -12:00  noon.  Tuesday 
(Moderator:  Herbert  Berger,  M.D.) 

1.  DIURETICS— USE  AND  ABUSE 
Duncan  E.  Hutcheon,  M.D. 

2.  ANTIBIOTICS— NEW  AND  OLD 
Harold  Neu,  M.D. 

3.  DRUG  INTERACTIONS 
Marcus  Reidenberg,  M.D. 

4.  PSYCHOTROPIC  DRUGS 
Nathan  S.  Kline,  M.D. 

5.  ANTIARTHRITICS— RECENT  ADVANCES 
Charles  M.  Plotz,  M.D. 

* (Meet  The  Professors  Luncheon) 

June  8,  9:00  a m.- 12:00  noon.  Wednesday 

(Moderator:  Maxwell  Spring,  M.D.) 

1.  COMPUTERIZED  AXIAL  TOMOGRAPHY— WHAT  CAN 
WE  EXPECT  OF  IT,  WHEN  IS  IT  INDICATED? 
Nathaniel  Finby,  M.D. 

2.  IMPEDENCE  REDUCTION— A NEW  METHOD  FOR  THE 
TREATMENT  OF  INTRACTABLE  CONGESTIVE  HEART 
FAILURE 

Herbert  Berger,  M.D. 

3.  CHANGING  PATTERNS  OF  THE  MANAGEMENT  OF 
BREAST  CANCER— EARLY  DIAGNOSIS,  LESS 
DESTRUCTIVE  SURGERY,  HORMONE  BINDING  AND 
ADJUVANT  CHEMOTHERAPY 

Jerome  Urban,  M D. 

4.  HOLTER  MONITORING— INDICATIONS  AND  HOW  TO 
OBTAIN  IT 

Barrie  Levitt,  M.D. 

5.  REDUCTION  IN  INFARCT  SIZE  IN  MYOCARDIAL 
INFARCTION 

Stephen  Scheidt,  M.D. 

* (Meet  the  Professors  Luncheon) 

June  9,  9:00  a.  m.  -12:00  noon,  Thursday 

(Moderator:  Herbert  Berger,  M.D.) 

1.  THROMBOSIS  AND  PULMONARY  EMBOLISM 
Sol  Sherry,  M.D. 

2.  DECISION  MAKING  IN  CARDIAC  SURGERY 
Robert  Litwak,  M.D. 

3.  ANTIARRYTHMIC  DRUGS 
Samuel  K.  Elster,  M.D. 

4.  MODERN  MANAGEMENT  OF  OXYGEN  THERAPY 
Theobold  Reich,  M.D. 

5.  INDICATIONS  FOR  PERMANENT  PACEMAKING— 
FOLLOW  UP  OF  PATIENT  WITH  A PACEMAKER 
Doris  Escher,  M.D. 

* (Meet  The  Professors  Luncheon) 

June  10,  9:00  a.  m. -12:00  noon,  Friday 


(Moderator:  Maxwell  Spring,  M.D.) 

1.  GLUCAGON,  INSULIN  AND  SOMATOSTATIN  IN 
DIABETES 

Phillip  Felig,  M.D. 

2.  HYPOGLYCEMIA 
Sheldon  Bleicher,  M.D. 

3.  DIABETES— NEWER  CONCEPTS  IN  PHYSIOLOGY 
AND  TREATMENT 

Kermit  Pines,  M.D. 

4.  LOW  DOSE  INSULIN  IN  MANAGEMENT  OF  DIABETIC 
COMA— PROS  AND  CONS 

Andrew  J.  Szabo,  M.D. 

5.  PREVENTION  OF  GANGRENE  IN  THE  NEUROPATHIC 
DIABETIC  FOOT 

Richard  Hoffman,  M.D. 

* (Meet  The  Professors  Luncheon) 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (20  hrs.) 

$150.  Fellows  AAFP  20  hrs. 


June  22,  4:45  p.m.,  Wednesday 

Section  on  Occupational  Medicine  with 
Committee  on  Medicine  in  Society 

ETHICAL  ISSUES  IN  OCCUPATIONAL  MEDICINE:  AN 
ANALYSIS 

Irving  R.  Tabershaw,  M.D. 

Reception  5:45  p.m. — Subscription  Dinner  6:30  p.m. 


New  York  University 
Post-Graduate  Medical  School 

550  First  Avenue 
June  6-9 

SURGERY  OF  THE  HAND 
Robert  W.  Beasley,  M.D. 

This  course  is  designed  to  give  the  practicing  surgeon  with  a 
special  interest  in  the  hand,  practical  information  resulting  in 
improved  standards  of  care  for  the  disabled  hand.  The 
course  is  comprehensive,  but  the  management  of  injuries  is 
emphasized. 

FEE:  $330. 

$250.  for  alumni,  former  residents  & fellows 
CREDIT:  AMA  Cat.  1 (30  hrs.) 

June  6-8 

COGNITIVE  AND  PERCEPTUAL  REMEDIATION  IN  BRAIN 
DAMAGE 

Leonard  Diller,  M.D. 

FEE:  $195. 

$134.  for  alumni,  former  residents  & fellows 
CREDIT:  AMA  Cat.  1 

June  9-11 

MANAGEMENT  OF  TRAUMA  FOR  THE  PRIMARY 

PHYSICIAN 

Melvin  Worth,  Jr.,  M.D. 

Emphasis  is  placed  on  conditions  treated  on  an  ambulatory 
basis 

FEE:  $150.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Office  of  the  Associate  Dean, 
Registration  Department,  Room  4-20-0,  NYU  Post-Graduate 
Medical  School,  550  First  Avenue,  New  York,  10016.  Tel: 
212/679-3200,  ext.  4207,  4038. 


The  Albert  Einstein  College  of  Medicine  in 
collaboration  with  Montefiore  Hospital  and 
Medical  Center 

1300  Morris  Park  Avenue 
Bronx 

June  10,  8:30  a. m.  -4:30  p.m. 

1.  SYMPOSIUM  ON  SELECTED  TOPICS  ON  THE 
MACULA 
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Anatomy  of  the  Macula 
Physiology  of  Macular  Blood  Flow 
Senile  Disciform  Macular  Degeneration — 

Clinical  Aspects — Fluorescein  Angiography 
Pathological  Correlation 
Laser  Photocoagulation 
Preretinal  Macular  Fibrosis 
Pseudovitelliform  Macular  Dystsrophy 
Visual  Aids  for  Macular  Pathologies 

2.  GENERAL  SESSION 

Tay-Sachs  Disease — Low  Tension  Glaucoma — Acute 
Spontaneous  Bilateral  Ciliary  Block  Glaucoma — 
Dissociated  Hyper  Deviations — Amblyopia  and  Retinal 
Detachments — Modified  Wheeler  Overlap  for  Entropion — 
Gas  Permeable  Lenses — Intracytoplasmic  Vacuoles  and 
Inclusions — E.M.  Studies  with  Clinical  Correlation— Wide 
Angle  Photography 

3.  GEORGE  N.  WISE  MEMORIAL  LECTURE 
J.  Donald  M.  Gass,  M.D. 

FEE:  $45. 

$20.  Residents 

Make  checks  payable  to:  George  N.  Wise  Memorial  Fund, 

Mail  to:  Herbert  B.  Gould,  M.D.,  Dept,  of  Ophthalmology, 

Montefiore  Hospital  & Medical  Center,  1 1 1 East  210th  Street, 

Bronx,  10467. 

For  further  information  call  212/920-4286. 


The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine 

The  Mount  Sinai  Medical  Center 

Fifth  Avenue  & 100th  Street 

June  9- 10,  Thursday  & Friday,  9:00  a. m.  -5:00  p.m. 

PEDIATRIC  AND  ADOLESCENT  GYNECOLOGY 
Albert  Altchek,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

$25.  House  Staff  ACOG  20  cognates 
June  10,  Friday,  9:00  a. m. -5:00  p.m. 

PRESENT  STATUS  OF  COMPUTER  ECG  AND  VCG 

ANALYSIS 

Leon  Pordy,  M.D. 

FEE:  $35.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

June  12-16,  Sunday  through  Thursday,  9:00  a. m. -6:00  p.m. 

* Co-sponsored  with  The  American  Academy 
of  Facial  Plastic  and  Reconstructive  Surgery 

RHINOPLASTY  AND  OTOPLASTY 
Sidney  S.  Feuerstein,  M.D. 

FEE:  $500.  CREDIT:  AMA  Cat.  1 (40  hrs.) 

June  17-18,  Friday  & Saturday,  9:00  a. m.  -5:00  p.m. 

* Co-sponsored  with  the  American  Academy  of 
Facial  Plastic  and  Reconstructive  Surgery 

COSMETIC  SURGERY  OF  THE  AGING  EYE 
Morris  Feldstein,  M.D. 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

June  20-21,  Monday  & Tuesday,  9:00  a. m. -6:00  p.m. 

* Co-sponsored  with  the  American  Academy  of 
Facial  Plastic  and  Reconstructive  Surgery 

FACIAL  PLASTIC  SURGERY 

Jacob  S.  Aranoff,  M.D.,  Sidney  S.  Feuerstein,  M.D.,  William 
Lawson,  M.D. 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (16  hrs.) 


Cornell  University  Medical  College  and  The 
Association  of  Practicing  Physicians  of  The 
New  York  Hospital 

Cornell  University  Medical  College 
1300  York  Avenue 


June  15-17 

UPDATE  YOUR  MEDICINE  1977. 

A three  day  course  designed  to  update  physicians’ 
knowledge  in  the  field  of  internal  medicine  and  allied 
sciences. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (23  hrs.) 

($75.  Fellows  and  Residents) 

' Registration  must  be  before  May  20th. 

For  further  information  contact  Stephen  Scheidt,  M.D.,  Office 
of  Continuing  Medical  Education,  Cornell  University  Medical 
College,  1300  York  Avenue,  New  York,  10021. 


NASSAU  COUNTY 


June  1 

9:00  a. m. -5:00  p.m. 

Long  Island  Jewish-Hillside  Medical  Center  & 
SUNY  (Stony  Brook) 

Teaching  Center  Auditorium 

Long  Island  Jewish-Hillside  Medical  Center 

New  Hyde  Park 

REPRODUCTION,  ENDOCRINOLOGY  AND  INFERTILITY 
FEE:  $45.  (includes  lunch  and  coffee  breaks) 

CREDIT:  AMA  Cat.  1 (6  hrs.) 

AAFP  6 hrs.  & ACOG 

For  further  information  contact  Office  of  the  Dean  of  the 
Clinical  Campus,  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park,  11040.  Tel:  212/470-2111. 


June  7 

9:00  a. m. -4:30  p.m. 

Long  Island  Jewish-Hillside  Medical  Center 

Teaching  Center  Auditorium 

Long  Island  Jewish-Hillside  Medical  Center 

New  Hyde  Park 

OTOLARYNGIC  PATHOLOGY 

FEE:  $20.  CREDIT:  AMA  Cat.  1 (6\  hrs.) 

For  further  information  contact  Office  of  the  Dean,  Long 
Island  Jewish-Hillside  Medical  Center,  New  Hyde  Park, 
11040.  Tel:  212/470-2111. 


St.  Francis  Hospital  Cosponsored  by  the 
Association  for  Hospital  Medical  Education 

100  Port  Washington  Blvd. 

Roslyn 
June  8-9 

SEMINAR  AND  WORKSHOP  ON  CONTINUING  MEDICAL 
EDUCATION 

The  two-day  program  is  designed  for  physicians  and  those 
who  are  involved  in  CME.  The  program  curriculum  will 
cover  the  fundamental  requirements  in  setting  up  programs 
from  the  beginning  to  the  end.  It  will  also  present  some  new 
horizons  in  the  approach  to  CME.  The  second  half  day  will 
be  devoted  to  workshops. 

_C RE DIT :_ AM A_Cat . _1_(  16  hrsj_ 

St.  Francis  Hospital  & The  American  Thoracic 
Society,  Medical  Section  of  the  American  Lung 
Association 

June  16-17 

SEMINAR  AND  WORKSHOP  ON  FLEXIBLE  FIBEROPTIC 
BRONCHOSCOPY 

This  course  is  designed  for  the  physician  who  has  little  or  no 
experience  with  flexible  fiberoptic  bronchoscopy.  The 
subject  matter  includes  anatomy,  basic  techniques,  special 
techniques  and  the  state  of  the  art  of  present  day  flexible 
fiberoptic  bronchoscopy.  For  further  information  contact 
The  Dept,  of  Medical  Education,  St.  Francis  Hospital,  100 
Port  Washington  Blvd.,  Roslyn  11576.  Tel:  516/627-6200, 
ext.  1936. 
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Mercy  Hospital-in  liaison  with  Harvard  Medical 
School 

9:00  am.- 1 1:00  a m. 

1000  North  Village  Avenue 
Rockville  Centre 
June  15 

1.  CHRONIC  ACTIVE  HEPATITIS 

2.  ALCOHOL  AND  THE  LIVER 

CREDIT:  AMA  Cat.  1 AAFP 

For  further  information  contact  Mercy  Hospital,  Medical 
Education  Department,  1000  North  Village  Avenue,  Rockville 
Center,  11576.  Tel:  516/255-2260. 


Franklin  General  Hospital  & Tufts  University 
School  of  Medicine 

June  16.  11:00  a.m.-1:00  p.m. 

Franklin  General  Hospital 
900  Franklin  Avenue 
Valley  Stream 

INTESTINAL  OBSTRUCTION  DIAGNOSIS  AND  THERAPY 
INCLUDING  FLUID  BALANCE  CONSIDERATIONS  AND 
SURGICAL  PERSPECTIVES 
Lon  Curtis,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Harold  S.  Sandhaus,  M.D., 
Franklin  General  Hospital,  900  Franklin  Avenue,  Valley 
Stream,  11580.  Tel:  516/825-8800,  ext.  368. 


SUFFOLK  COUNTY 

Brookhaven  Memorial  Hospital 

101  Hospital  Road 
Patchogue 
June  3 

CURRENT  CONCEPTS  IN  CARDIOLOGY 
June  10 

OFFICE  USE  OF  PULMONARY  FUNCTION  TESTING 
June  17 

G.l.  BLEEDING 
June  24 

DYSPHAGIA 
CREDIT:  AAFP 

For  further  information  contact  Dorothy  S.  Lane,  M.D., 
Brookhaven  Memorial  Hospital,  101  Hospital  Road, 
Patchogue  11772.  Tel:  516/654-7095. 


Kings  Park  Psychiatric  Center 

Kings  Park 

June  29  10:30  a. m. -12:00  noon 
WHY  SEX  THERAPY? 

Domeena  C.  Renshaw,  M.D. 

CREDIT:  AMA  Cat.  1 

APA  Applied  For 

For  further  information  contact  G.  V.  Laury,  M.D.,  516/544- 
2677. 


BUFFALO 

Roswell  Park  Memorial  Institute 

666  Elm  Street 
Buffalo 
June  4 

MANAGEMENT  OF  ALL  STAGES  OF  COLORECTAL 

CARCINOMA 

Arnold  Mittelman.  M.D. 

June  9 

Roswell  Park  Memorial  Institute  Cosponsored 


* American  Cancer  Society,  NYS  Division, 
Inc.  Continuing  Medical  Education  SUNYAB 

Roswell  Park  Memorial  Institute 

666  Elm  Street 

Buffalo 

PRESENT  STATUS  OF  MANAGEMENT  OF  PROSTATE 
AND  BLADDER  CANCER 
Richard  Johnson,  M.D. 

FEE:  $10.  CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Ms.  Claudia  Lee,  Cancer 

Control,  RPMI,  666  Elm  Street,  Buffalo,  14263. 


NEW  PALTZ 

June  2,  7:30-9:30  p.m. 

Mid-Hudson  Consortium  for  Advancement  of 
Medical  Education  in  collaboration  with  New 
York  Medical  College 

State  University  College 
New  Paltz 

ELECTROLYTE  BALANCE-MANAGEMENT  OF 
ELECTROLYTE  PROBLEMS,  BOTH  SURGICAL  AND 
MEDICAL 

Edmund  T.  Lonergan,  M.D. 

' Case  Presentation  and  Panel  Discussion  at  Elizabeth  A. 

Horton  Memorial  Hospital 

Middletown 

FEE:  $20.  CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Conference  Desk,  Center  for 
Continuing  Education,  State  University  of  N Y.  College,  New 
Paltz.  12561. 


LAKE  PLACID 

June  29-July  4 

International  College  of  Surgeons 

Lake  Placid  Club 
Lake  Placid 

WHAT’S  NEW  IN  CLINICAL  SURGERY 
Current  perspectives  in  selected  areas  of  surgery  are 
discussed  by  guest  faculty.  Areas  covered  include  trauma, 
cancer,  general  surgery,  cardiovascular  surgery,  anesthesia, 
with  special  symposiums  on  breast  surgery,  orthopedic 
surgery  and  ophthalmology. 

FEE:  $75.  ICS  members  CREDIT:  AMA  (28  hrs.) 

$100.  non-members  AAFP  applied  for 

For  further  information  contact  Nicholas  Scors,  M.D.,  General 
Chairman  Midsummer  Meeting,  52  Court  Street,  Pittsburgh, 
12901. 


FUTURE  EVENT 


SUFFOLK 

September  25-30 

Brookhaven  Memorial  Hospital 

Dept,  of  Family  Medicine  SUNY  at  Stony  Brook 
Health  Sciences  Center 
Stony  Brook 

THIRD  ANNUAL  FAMILY  MEDICINE  REVIEW  COURSE 
FEE:  $250.  CREDIT:  AAFP  40  hrs. 

(Includes  lunch  and  transportation  to  and  from  motels) 

For  further  information  contact  Dept,  of  Family  Medicine  at 
SUNY  at  Stony  Brook,  11794.  Tel:  516/444/-2458. 


OUT-OF-STATE 


NEW  HAMPSHIRE 
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May  25 

Dartmouth  Medical  School 

Sheraton-Wayfarer  Motor  Inn 
Bedford,  New  Hampshire 

NEW  DIRECTIONS  IN  BREAST  CANCER  MANAGEMENT 
CREDIT:  AMA  Cat.  1 (7  hrs.)  & 

AAFP  7 hrs. 

For  further  information  contact  Susan  B.  Baird,  Norris  Cotton 
Cancer  Center,  Hanover,  N.H.  03755.  Tel:  603/643-4000 
ext.  2271. 


LEXINGTON,  KENTUCKY 

June  1-3 

University  of  Kentucky 

Hyatt  Regency  Lexington 
Lexington,  Kentucky 

INTERNATIONAL  CONFERENCE  ON  THE  CLINICAL  USES 
OF  CARCINOEMBRYONIC  ANTIGEN  (CEA) 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (16  hrs.) 

June  9- 1 1 

Wangensteen  Surgical  Symposium 
(FEE:  $200.) 

For  further  information  contact  Frank  R.  Lemon,  M.D. 
Continuing  Education  College  of  Medicine,  University  of 
Kentucky,  Lexington,  Kentucky  40506. 


SAN  FRANCISCO,  CALIFORNIA 

June  3-4 

University  of  California 

San  Francisco,  California 

PSYCHOSOCIAL  CARE  OF  THE  DYING  PATIENT 
For  further  information  contact  Charles  A.  Garfield,  Ph.D., 
University  of  California,  San  Francisco  94143. 


WASHINGTON,  D.C. 

June  8-10 

George  Washington  University  School  of 
Medicine  and  Children’s  Hospital  National 
Medical  Center 

Washington,  D.C. 

SYMPOSIUM  ON  COMMON  PEDIATRIC  PROBLEMS 
CREDIT:  AMA  & AAFP 

For  further  information  contact  Mrs.  Susan  Weiss,  13407 
Brackley  Terrace,  Silver  Spring,  Md.  20904 

CHICAGO,  ILLINOIS 

September  7-9 

American  Cancer  Society,  Inc. 

The  Palmer  House 
Chicago,  Illinois 

AMERICAN  CANCER  SOCIETY  SECOND  NATIONAL 
CONFERENCE  ON  HUMAN  VALUES  & CANCER 
‘(Advance  registration  is  requested.) 

For  further  information  contact  American  Cancer  Society, 
Second  National  Conference  on  Human  Values  & Cancer, 
777  Third  Avenue,  New  York  10017. 


OUT-OF-U.S.A.  HAMBURG,  GERMANY 

September  12-14 

Council  on  Rehabilitation  of  the  International 
Society  of  Cardiology 

Hamburg,  Germany 

Cardiac  Rehabilitation 

For  further  information  contact  Prof.  Dr.  med.  Kurt  Konig, 
Herz-Kreislauf-Klinik  Waldkirch,  Kandelstrasse  41,  Postfach 
270 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION’’  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 


' WHAT  GOES  ON  ’ 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 


□ I enclose  payment 


Make  checks  payable  to 
"What  Goes  On" 

Please  enter  my  subscription  for  one  year 

Name 

Address  

City,  State 


(zip) 
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ALLERGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Allergist, 

Anesthesiologist,  Dermatologist,  Emergency  Room  Physician, 
ENT  Physician.  Contact  Mr.  Charles  D.  Hicks,  Director, 
Physicians’  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

ANESTHESIOLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Anesthesiologist, 
Allergist,  Dermatologist,  Emergency  Room  Physician,  ENT 
Physician.  Contact  Mr.  Charles  D.  Hicks,  Director, 

Physicians'  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O'Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkwy.,  Buffalo,  14208.  Tel: 
716/886-4400.  ext.  447. 

CORNING,  N.Y.,  Steuben  County  needs  an  Anesthesiologist. 
Contact  Marvin  S.  Lee,  M.D.,  P.O.  Box  35,  Corning,  14830.  Tel: 
607/962-5051,  ext.  278. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Anesthesiologist 
and  Ob/Gyn  physician.  Contact  Jose  Galinso,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

POTSDAM,  N.Y.,  St.  lawrence  County,  needs  an  Anesthesiologist. 
Contact  C.  Edward  Stevens,  Executive  Director,  Central  St. 
Lawrence  Health  Services,  50  Leroy  Street,  Potsdam,  13676. 
Tel:  315/265-3300 

DERMATOLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Dermatologist,  Allergist, 
Anesthesiologist,  Emergency  Room  Physician,  ENT  Physician. 
Contact  Mr.  Charles  D.  Hicks,  Director,  Physicians’ 
Procurement  Committee,  157  Ross  Street,  Auburn  13021. 

Tel:  315/253-3388. 

EAST  AMHERST,  N.Y.,  Erie  County  needs  a dermatologist. 
Contact  Joseph  T.  Lucas,  M.D.,  6745  Transit  Road,  East 
Amherst,  14051.  Tel:  716/688-6766.  After  6 P.M.,  716/ 
634-7332. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Group 
Olean,  14760.  Tel:  716/372-0141. 

EMERGENCY  ROOM 

ALBANY,  N.Y.,  Albany  County,  needs  an  Emergency  Room  Physi- 
cian and  Employee  Health  Service  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room 
Physician,  Anesthesiologist,  Allergist,  Dermatologist,  ENT 
Physician.  Contact  Mr.  Charles  D.  Hicks,  Director, 

Physicians'  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency  Room 
physician.  Position  offers  excellent  benefits.  Contact  Irving 
Cramer,  M.D.,  St.  Luke’s  Hospital  Center,  Box  479  Champlin  Rd., 
Utica,  13502. 

ENT 

AUBURN,  N.Y.,  Cayuga  County  needs  an  ENT  Physician, 
Anesthesiologist,  Allergist,  Dermatologist,  Emergency  Room 
Physician.  Contact  Mr.  Charles  D.  Hicks,  Director, 

Physicians'  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

BRONX,  N.Y.,  needs  a ENT,  Radiologist  General  Surgeon,  Neuro- 
surgeon, Orthopedic  Surgeon,  Ophthalmologist,  Pediatrician, 
Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Misericordia 
Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx  10466.  Tel: 
212/653-3000,  ext.  277. 

CEDARHURST,  N.Y.  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Barrett  Road, 
Cedarhurst  11559.  Tel:  516/239-0880. 

FAMILY  PHYSICIAN 

ALBANY,  N.Y.,  Albany  County,  needs  an  Employee  Health  Service 
Physician  and  an  Emergency  Room  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 


ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Ms.  Emilv  Dinkelacker,  Village  of  Athens. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center,  Bergen  14416.  Tel:  716/494-1621. 

BRONX,  N.Y.  needs  a General  Physician  to  work  mornings.  Contact 
Mr.  Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis 
Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

CANTON,  N.Y.,  St.  Lawrence  County,  needs  a doctor  for  Student 
Health  Services.  Contact  Stuart  A.  Winning,  M.D.,  St. 
Lawrence  University,  Canton,  13617.  Tel:  1-315/379-5392. 
CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician. 

Contact  Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 
CORNING,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  James  M.  Clifford,  Corning  Medical  & Surgical  Asso- 
ciates, Medical  Arts  Building,  201  E First  Street,  Corning  14830. 
Tel:  607/936-9971. 

FREEPORT,  N.Y.,  Nassau  County  needs  a Family  Physician. 
Contact  Bernard  Ross,  M.D.,  121  South  Ocean  Avenue,  Free- 
port. 

HAMILTON,  N.Y.,  Madison  County  needs  a Family  Physician. 
Contact  Ms.  N.  Cara  Ackerman,  Director,  Mid-York  Family 
Health  Center,  150  Broad  Street,  Hamilton,  13346.  Tel: 
315/824-0850. 

HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of  Webb  Health 
Center,  Old  Forge  13420.  Tel:  315/369-3464. 

HIGHLAND  FALLS,  N.Y.,  Orange  County,  needs  a Family  Physician. 
Contact  G.  R.  Carroll,  M.D.,  7 Satterlee  Rd.,  Highland  Falls,  10928. 
Tel:  914/446-4040. 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  Watson  L.  Walden,  Business  Manager,  Karl  Medical 
Group,  P.C.,  20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 
JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director,  Family 
Health  Center,  51  Glasgow  Avenue,  Jamestown  14701 
JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street,  Johns- 
town, 12095. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician. 

Contact  George  F.  Einters,  M.D.,  143  Green  Street,  Kingston, 
12401.  Tel:  914/338-4034. 

LOCKPORT,  N.Y.,  Niagara  County  needs  several  Family  Physicians. 
Contact  N.  Donald  Peifer,  Lockport  Memorial  Hospital,  Lockport, 
14094.  Tel:  716/433-3831. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Family  Physician.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22 
Putnam  Professional  Park,  Mahopac,  10541.  Tel:  914/628- 
3474 

MEDINA,  N.Y.  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.  needs  a part-time  Family  Physician  or  In- 
ternist for  a two  day  week.  Contact  George  Friedman,  M.D.,  415 
Central  Park  W,  New  York,  10025.  Tel:  212/222-4763. 
OGDENSBURG,  N.Y.,  St.  Lawrence  County,  needs  a Family  Physi- 
cian. Contact  R.  Agarwal,  M.D.,  Health  Center,  Ogdensburg, 
13669.  Tel:  315/393-4171. 

PENN  YAN,  N.Y.,  Yates  County  needs  a Family  Physician, 
Ophthalmologist  and  Internist.  Contact  Daniel  J.  Clements, 
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1 13  Chapel  Street,  Penn  Van,  14527.  Tel:  315/536-3973  or 
536-4431 

PHILMONT.  N Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician  Contact 
Ralph  D DeMas,  Red  Creek.  13143.  Tel:  315/754-6227 
days,  315/754-6663  evenings 

SALAMANCA,  N Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B J 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779 

TROY,  N.Y.,  Rensselaer  County,  needs  a General  Physician  with 
interest  in  alcoholism.  Contact  David  Kadish,  Assistant  Adm., 
Samaritan  Hospital,  2215  Burdett  Avenue,  Troy,  12180  Tel: 
518/274-3000,  ext.  201. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan,  Waddington  13694  Tel:  315/ 
388-4446  or  315/388-5908 

WAVERLY.  N Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Alexander  Boroff,  M.D.,  474  Pennsylvania  Avenue.  Waverly, 
14892.  Tel:  607/565-8360 

WAVERLY,  N Y.  Tioga  County  needs  a Family  Physician  Contact 
Mr  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861 

WEBSTER,  N Y.  Monore  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  12  miles  east  of  Rochester 
Contact  Jason  O.  Cook,  M.D,  193  West  Main  Street,  Webster 
14580. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hosiptal  of  William  F. 
& Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville.  14895. 
Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr  Robert 
Arnold,  Willsboro,  12996. 

iNTERNISTS 

BRONX,  N.Y..  needs  an  Internist.  Contact  Benjamin  Dvosin,  Adm., 
Northern  City  Medical  Group  (H.I.P.),  115  Dreiser  Loop,  CO-OP 
City,  Bronx,  10475. 

BRONX,  N Y.  needs  an  Internist  for  2 day  week.  Contact  Mr  Ro- 
senfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454  Tel:  212/292-2260 

BUFFALO,  N Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  interested 
in  health  care  delivery  and  community  medicine.  For  further 
information  contact  W.  H.  Stevenson,  Ass't  Director  of  Personnel, 
the  Buffalo  General  Hospital.  100  High  Street,  14203  TEL: 
716/845-7490. 

CANDOR.  N Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello.  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

DELHI.  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

FAR  ROCKAWAY,  N.Y.  Queens  County  needs  an  Internist  with 
Gastroenterology  or  Pulmonary  Disease  subspecialty. 

Contact  Mrs.  Moore,  Seagirth  Health  Care  Service,  1731 
Seagirth  Blvd.,  Far  Rockaway.  11691.  Tel:  212/471-5400. 

HEMPSTEAD.  N.Y.,  Nassau  County  needs  an  Internist, 

Psychiatrist,  Pediatrician.  Contact  Mr.  Pegalis,  54  Main 
Street.  Medical  Bldg.,  Hempstead.  1 1550  Tel:  516/538- 
4531/4532. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420.  Tel: 
315/369-2464 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Cardiologist.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  F\jtnam 
Professional  Park,  Mahopac,  10541.  Tel:  914/628-3474 

MARGARETVILLE,  N.Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  available. 


For  further  information  contact  Margaretville  Memorial  Hospital 
Administrator  at  Tel:  914/586-2631  or  914/586-4807. 

MONTOUR  FALLS,  N Y Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J McDonald,  Adm  , Schuyler 
Hospital,  Montour  Falls,  14865  Tel:  607/535-7121 

NEWARK,  N Y . Wayne  County  needs  an  Internist.  Contact  W 
L Fredricksen,  Admin  , Newark  Medical  Center.  Newark 
14513  Tel:  315/331-3310. 

NORWICH,  N.Y  , Chenango  County,  needs  an  internist.  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Building,  Norwich, 

13816.  Tel:  607/334-6928. 

PENN  YAN,  N Y.,  Yates  County  needs  an  Ophthalmologist, 
Internist  and  Family  Physician  Contact  Daniel  J.  Clements, 

1 13  Chapel  Street,  Penn  Yan,  14527.  Tel:  315/536-3973  or 
536-4431 

SALAMANCA,  N Y Cattaraugus  County  needs  an  Internist  and 
Family  Physicians.  Primary  Care  Physicians.  F:or  further  infor- 
mation contact  Miss  B J Sommerville,  Adm  , Salamanca  District 
Hospital,  150  Parkway  Drive.  Salamanca  14779 

SIDNEY,  NY,  Delaware  County  needs  an  Internist  with  a sub- 
specialty in  Cardiology.  Contact  John  W.  Sands,  Adm.,  The 
Hospital,  Pearl  Street,  Sidney,  13838.  Tel:  607/563-9934. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  and 
Pediatrician.  Contact  C.  K.  Heins,  M.D.,  16  Jones  Street, 
Monticello,  12701.  Tel:  914/794-4545. 

GENERAL  SURGEON 

BRONX.  N Y.,  needs  a General  Surgeon,  Radiologist,  Neurosurgeon, 
Orthopedic  Surgeon,  Ophthalmologist,  ENT  physician,  Pediatri- 
cian, Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Misericordia 
Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx  10466.  Tel: 
212/653-3000,  ext.  277. 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

MARGARETVILLE,  N.Y.,  Delaware  County,  needs  a surgeon. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Memorial 
Hospital.  Margaretville  12455.  Tel:  914/586-2631. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a General 
Surgeon.  Contact  George  Skomsky,  Adm.,  Massena 
Memorial  Hospital,  Massena,  13662.  Tel:  315/769-9991. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General 

Surgeon,  Family  Physician  and  an  Internist.  Contact  Ms.  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  O-lhopedic  Surgeon,  Neurosurgeon,  Radi- 
ologist, General  Surgeon,  Ophthamologist,  ENT  physician,  Pe- 
diatrician, Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Mis- 
ericordia Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx 
10466.  Tel:  212/653-3000,  ext.  277. 

MASSENA,  N.Y  , St.  Lawrence  County  needs  a Orthopedic  Surgeon, 
ENT,  Psychiatrist  and  General  Physician  Contact  George 
Skomsky.  Adm  . Massena  Memorial  Hospital,  Massena,  13662 
Tel:  315/769-9991. 

MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeon 
Contact  James  H Morey,  Adm.,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

DIRECTOR 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Director 
for  St.  Mary's  Hospital,  89  Genesee  Street,  Rochester, 
14611. 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Surgeon. 
Contact  A.  J.  Graziani,  M.D.,  St.  Mary's  Hospital,  89  Genesee 
Street,  Rochester,  14611. 

WAVERLY,  N.Y  . Tioga  County  needs  an  Orthopedic  Surgeon 
Contact  Charles  F Ryan,  M.D.,  Tioga  General  Hospital,  Waverly, 
14892.  Tel:  607/565-28C1 . 

NEW  YORK  CITY,  N.Y  , needs  an  Orthopedist  for  part-time  4-6 
hours  weekly.  Confect  F.  P.  Guidotti,  M.D.,  Medical  Director, 
Health  Center  Family  Medical  Office,  321  W.  44th  Street,  New 
York  10036.  Tel:  212/586-1550. 
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NEUROSURGEON 

BRONX,  N.Y.,  needs  a Neurosurgeon,  Radiologist,  General  Surgeon, 
Orthopedic  Surgeon,  Ophthamologist,  ENT  physician,  Pediatri- 
cian, Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Misericordia 
Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx  10466.  Tel: 
212/653-3000,  ext.  277. 

OBSTETRICIAN/GYNECOLOGIST 

BATAVIA,  N.Y.,  Genesee  County  needs  an  Ob/Gyn  physician. 
Contact  Louis  E.  Green,  Jr.,  M.D.  and  John  T.  Chua,  M.D., 

P C.,  215  Summit  Street,  Batavia  14020.  Tel:  716/343- 
6076. 

GOWANDA,  N.Y.,  Cattaragus  County  needs  an  Ob/Gyn  physician 
and  an  Anesthesiologist.  Contact  Jose  Galindo,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Ob/Gyn  physician 
Contact  Mr.  Pegalis,  54  Main  Street,  Medical  Building, 
Hempstead  1 1550.  Tel:  516/538-4531/2 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  Contact  Gorden  Stenhouse,  M.D.,  Hornell  Medical 
Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Teh 
914/782-7277. 

MONTOUR(FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  an  Ob/Gyn  physician.  Contact  Ms. 

Anne  Squire,  c/o  Storch,  44  Gramercy  Park  North,  New  York 
10010.  Tel:  212/254-0700 

NORWICH,  N Y,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street, 
Norwich,  13815.  Tel:  607/334-9229. 

ROCKVILLE  CENTRE,  N.Y.,  Nassau  County  needs  an  Ob/Gyn  phy- 
sician. Contact  Dr.  Erwin  T Michaelson  or  Dr.  Donald  S.  Cohen, 
165  N Village  Ave.,  Rockville  Centre,  11570.  Tel:  516/ 

766-5851. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr  Stewart  Redman, 
Adm.,  Community  Hospital,  Harper  Street,  Stamford  12167.  Tel: 
607/652-7521. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D  , 848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

BRONX,  N.Y.,  needs  a Radiologist,  General  Surgeon,  Neurosurgeon, 
Orthopedic  Surgeon,  Ophthalmologist,  ENT  physician,  Pediatri- 
cian, Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Misericordia 
Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx  10466.  Tel: 
212/653-3000,  ext.  277. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Ophthalmologist. 
Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140 
Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext. 
261  04  262. 

PENN  YAN,  N.Y.,  Yates  County  needs  an  Internist,  Family 
Physician  and  Ophthalmologist.  Contact  Daniel  J.  Clements, 

1 13  Chapel  Street,  Penn  Yan  14527.  Tel:  315/536-3973  or 
536-4431. 

PATHOLOGIST 

BRONX,  N.Y.,  needs  a Pathologist,  Radiologist,  General  Surgeon, 
Neurosurgeon,  Orthopedic  Surgeon,  Ophthalmologist,  ENT 
physician,  Pediatrician.  Contact  Mr.  Kenneth  F.  Adamec, 
Misericordia  Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx 
10466.  Tel  212/653-3000,  ext.  277. 

PEDIATRICIAN 

BRONX,  N Y.  needs  a Pediatrician  for  2 day  week  Contact  Mr. 
Rosenfeld,  Am.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454  Tel:  212/292-2260 

BROOKLYN,  N.Y  , Kings  County  needs  a Pediatrician  Contact 
Dr  Veronica  Santilli,  7000  Bay  Parkway,  Brooklyn.  Tel: 
212/331-8400. 


HEMPSTEAD,  N.Y.,  Nassau  County  needs  a Pediatrician, 

Internist,  Psychiatrist.  Contact  Mr.  Pegalis,  54  Main  Street. 
Medical  Bldg.,  Hempstead,  11550.  Tel:  516/538-4531/ 

4532 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Pediatrician.  Con- 
tact Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Pediatrician.  Contact  Bernad  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac  10541.  Tel:  914/628-3474. 

MIDDLETOWN,  N.Y.,  Orange  County  needs  a Pediatrician.  Contact 
David  Zylberman,  M.D.,  10  Benton  Avenue,  Middletown, 
10940. 

MIDDLE  VILLAGE,  N.Y.,  Queens  County  needs  a Pediatrician. 
Contact  Dr.  R.  Bell,  75-26  Furmanville  Avenue,  Middle 
Village  11379.  Tel:  212/326-0100. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital, ‘Montour 
Falls,  41865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  a Pediatrician.  Contact  Clarence  Fowe, 
M.D.,  346  Broadway  6th  Floor,  New  York  10013.  Tel:  212/ 
433-7854. 

THOMPSON,  N.Y.,  Sullivan  County  needs  a Pediatrician  and 
Internist.  Contact  C.  K.  Heins,  M.D.,  16  Jones  Street, 
Monticello,  12701.  Tel:  914/794-4545. 

YONKERS,  N.Y.,  Westchester  County  needs  a pediatrician.  Contact 
Dr.  L Kauffman,  Lewis  Rd.,  Irvington.  10533. 

PSYCHIATRIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Psychiatrist.  Contact 
Gerald  M.  Blum,  M.D.,  Chief,  Psychiatry  Clinic,  Jewish 
Hospital  and  Medical  Center  of  Brooklyn,  555  Prospect  Place, 
Brooklyn,  11238.  Tel:  212/240-1701. 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County,  needs  a Radiologist.  Contact 
Dr.  Bernard  Suster,  Chief,  Radiology  Service,  Brooklyn 
Veterans  Administration,  800  Poly  Place,  Brooklyn,  11209. 

Tel:  212/836-6600,  ext.  341/342. 

UTICA,  N.Y.  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  including 
special  procedures,  ultrasound  and  nuclear  medicine.  Contact 
B H.  Johnson,  M.D.,  Dept,  of  Radiology,  St.  Luke's  Memorial 
Hospital  Center,  Box  479,  Utica,  15303. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians’  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  The  Journal  of  the  AMA. 


Physicians  who  wish  to  apply  to  the  MSSNY’s  Physicians'  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians'  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100  ext.  241 

FOR  APPLICATION  FORM 
SEE  FOLLOWING  PAGE 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name 


Date 


Address 


(Zip  code  number) 

Date  of  Birth Place  of  Birth 


Citizenship  Status^ 

Medical  School 

Internship 


Hoapitals_ 

Residency 


Hospitals_ 


Specialty_ 


Licensed  in  what  States?_ 
Applied  for 


American  Board  Certificates  held?_ 
Eligible 


Certified 


Do  you  have  a New  York  State  License  ?_ 
Military  Status 


(Telephone  Number) 


JMarltal  Status^ 
Year  Graduated 


Dates 


Dates 


Date  of  Certificate 


Professional  Organization  Memberships 

Arc  you  in  practice  at  present? 

Solo  Associate 


What  type  of  practice  are  you  interested  in? 

Industrie  1 Group Ins  t it  ut  Iona  1 


Other 


Date  you  will  be  available  for  practice_ 
pra  ct  iced  _____ 


Former  locations  in  which  you  have 


(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available?^ 

e)  Would  written  agreement  be  used?_ 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly_ 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone:  (516)  488-6100. 
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THE  LOWER  G.I.  TRACT 
ORGANICALLY  SOUND 


Celiac  angiography  is  one  of  a number 
of  highly  specialized  diagnostic  techniques 
sometimes  necessary  to  rule  out  organic 
causes  of  abdominal  pain. 


. .BUT  OVERSENSITIVE 
TO  EMOTIONAL  STRESS 


IN  IRRITABLE  BOWEL 
SYNDROME  LIBRAX 
PROVIDES  DISTINCTIVE 
ADVANTAGES 


■ the  specific  antianxiety  action  of 
Libr  lumlch  lordiazepox  ide  HCl) 

the  potent  antispasmodic  action 
of  Quarzaif  (cliainium  Br) 


Adjunctive/Dual-Action 

LIBRAX' 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg  clidinium  Br. 

A clear  treatment  advantage 
for  patients  with 
irritable  bowel  syndrome 


ROCHE 


*This  drug  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


A CLEAR  TREATMENT 
ADVANTAGE  FOR  PATIENTS 
WITH  IRRITABLE  BOWEL 
SYNDROME 


Adjunctive/Dual-Action 

LIBRAX 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br. 


ONLY  LIBRAX  PROVIDES  THE  SPECIFIC 
ANTI  ANXIETY  ACTION  OF 
LIBRIUM9  (chlordiazepoxide  HCl)  PLUS  THE  POTENT 
ANTISPASMODIC  ACTION  OF  QUARZAN9  (clidinium  Br) 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 

* Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as 
follows: 

“Possibly"  effective:  as  adjunctive  therapy  in  the  treatment 
of  peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  ( e.g operating  machinery,  driving).  Though  phys- 
ical and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  Librium®  (chlor- 
diazepoxide hydrochloride)  to  known  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  increase 
gradually  as  needed  and  tolerated)  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  pharmacologic  effects  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors  and 


phenothiazines.  Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  pa- 
tients. Employ  usual  precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  avoidable  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  the  mouth,  blurring  of  vision,  urinary  hesitancy  and  consti- 
pation. Constipation  has  occurred  most  often  when  Librax  therapy 
is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients — see  Precautions. 

How  Supplied:  Librax  is  available  in  green  capsules,  each  contain- 
ing 5 mg  chlordiazepoxide  hydrochloride  (Librium®)  and  2.5  mg 
clidinium  bromide  (Quarzan®) — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 


' \ Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

i / Nutley,  New  Jersey  071 10 
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Letters  to  the  Editor 


Medicine  and  law 

To  the  Editor:  As  offshoots  of  formerly-held  priestly 
functions,  medicine  and  law  and  their  votaries  have  drifted 
somewhat  apart  over  the  centuries,  although  each,  by  the 
nature  of  things,  still  have  a very  considerable  relation- 
ship— and  not  merely  in  such  matters  as  malpractice. 

Whatever  medicine  in  these  United  States  may  have 
been  or  may  have  become,  and  surely  the  physician  will  be 
the  first  to  agree  medicine,  too,  has  its  “ne’er-do-wells,” 
since  the  days  of  the  famous  Flexner  Report  American 
medicine  has  upgraded  itself,  so  that  it  is  the  best  today, 
the  best  in  the  world,  a far  cry  from  those  distant  times. 
American  medical  education,  even  if  it  can  be  stuffy  in  the 
extreme,  is  generally  of  superlative  quality  nevertheless, 
and  proud  the  average  physician  graduated  from  any  grade 
A school  should  be,  as  he  or  she  has  a right  to  be. 

By  weeding  out  the  indifferent  schools,  and  controlling 
the  situation  by  preventing  inadequately  qualified  per- 
sons— through  national  or  state-held  examinations — the 
quality  has  remained  extraordinarily  high;  this  in  spite  of 
books,  articles,  and  newspaper  commentaries  to  the  con- 
trary. As  a graduate  of  Edinburgh  University  medical 
school  and,  therefore,  a “foreign-trained  physician,”  I have 
resented  at  times  being  lumped  together  with  all  and 
sundry  in  that  catch-all  phrase.  On  the  other  hand,  I do 
agree  wholeheartedly  that  standards  must  take  priority  in 
any  system  of  professional  quality  maintenance  and  con- 
trol. 

It  is  true  we  could  do  even  better,  but  that  is  easier  to  say 
than  to  do  in  a free  society. 

How  about  law?  Well  a devastating  book — Unequal 
Justice — written  by  Jerrold  S.  Auerbach  (Oxford  Uni- 
versity Press,  1972)  makes  no  bones  about  it  that  law  could 
have  and  still  can  do  a better  job  of  improving  on  its  general 
quality.  A review  in  the  New  York  Times  Book  Review 
Section,  January  25,  1976,  suggests  that  Auerbach’s 
analysis  of  the  present  legal  scene  fails  “to  recognize  real 
changes  that  have,  in  fact,  occurred  during  the  past  dec- 
ade,” and  which  are  certainly  to  the  good,  does  not  refute 
his  overall  analysis. 

And  so  it  seems  the  law,  too,  can  do  much  better  in 
upgrading  its  general  quality,  by  weeding  out  its  seedier 
elements  and  practices. 

The  recent  imbroglio  between  law  and  medicine  over 
malpractice  is  finding  those  of  us  in  medicine  resentful  to 
a degree,  and  annoyed  at  some  of  the  more  manipulative 
practices  of  law.  It  is  not  surprising  that  elements  among 
physicians,  therefore,  have  reacted  to  sue,  as  in  California 
recently,  where  a physician  who  was  sued  for  malpractice 
in  an  injury  case  countersued  the  patient  and  the  attorney 
involved,  and  won  his  countersuit  and  damages. 

Now,  in  Alaska,  physicians  have  refused  to  treat  the 
families  of  certain  attorneys  who  seemingly  enjoy  a nice 
income  from  malpractice  suits.  The  cases  were  elective, 
and  not  acute.  But  the  signs  are  on  the  wall,  and  law  and 
medicine  better  reexamine  how  they  relate  to  each  other, 
and  soon. 


As  a health  official,  who  has  worked  closely  with  the  law, 
at  times,  I have  been  exercised  mightily  at  these  more 
manipulative  modes  of  practice,  even  carried  on  by  some 
of  the  so-called  better  lawyers.  In  a recent  enforcement 
case,  a client  at  variance  with  the  Public  Health  laws,  fired 
one  attorney  after  another,  until  he  could  get  one  willing 
and  able  to  bring  suit  against  three  of  my  staff — no  not  as 
officials,  but  as  persons  stripped  of  their  officialdom,  thus 
placing  the  public  health  laws  and  all  enforcement  in  some 
jeopardy.  As  the  case  proceeds,  I shall  make  only  one 
further  comment  in  regard  to  it.  While  the  present  at- 
torney is  at  least  polite,  one  of  the  others  was  abusive,  loud, 
and  even  tried  to  enforce  his  will  against  the  Department 
by  bombast.  Yet,  he,  too,  is  held  high  in  the  counsels  of  the 
local  bar  association,  to  whom  we  made  a complaint  about 
their  behavior. 

Indeed,  as  a result  of  this  experience,  we  now  have  put 
out  a standing  order  that  whereas  all  attorneys  are  to  be 
received  courteously  in  the  Department,  on  the  other  hand, 
as  potential  “antagonists”  staff  have  been  advised  to  make 
no  comments,  offer  no  explanations,  or  otherwise  interpret 
anything  on  any  copies  of  any  public  documents  these  in- 
dividuals may  seek  on  behalf  of  themselves  or  their 
clients. 

This  is  merely  a sad  example  of  the  drift  between  law  and 
medicine  that  seems  to  have  occurred  during  my  30  years 
as  a public  health  official,  working  in  three  states — Mas- 
sachusetts, Ohio,  and  New  York. 

There  is  no  need  for  me  to  expand  on  other  vagaries  of 
the  law  such  as  plea-bargaining,  its  merits  and  demerits, 
or  the  evident  double  standard  of  justice,  that  sees  a well- 
known  figure  in  the  nursing  home  industry  in  New  York 
State  get  a four-month  sentence  for  robbing  Medicaid  of 
several  millions  of  dollars  while  a street  criminal,  such  as 
a purse-snatcher  may  get  no  bail  and  a much  stiffer  sen- 
tence. 

That  double  standard  is  the  worst  possible  situation  and 
prevails  throughout  the  country.  The  country,  however, 
should  be  glad  that  at  the  pinacle,  sublimely  independent, 
because  of  life-time  tenure,  are  the  nine  justices  of  the 
Supreme  Court  who,  together,  at  times  come  out  with  the 
most  profound  of  judgments,  if  at  other  times,  they  may 
far  from  please  everyone,  in  or  out  of  enforcement,  for  ex- 
ample as  in  the  Miranda  case. 

Law  and  medicine  in  the  United  States  should  take  time 
off,  together,  in  retreat,  for  example,  to  reexamine  their 
modus  vivendi  as  well  as  their  separate  modi  operandi. 

KENNETH  I.  E.  MACLEOD,  M.D.,  M.P.H. 

Health  Commissioner 
Oneida  County  Department  of  Health 
800  Park  Avenue 
Utica,  N.  Y.  18501 


Pulmonary  artery  sarcoma 

To  the  Editor:  In  their  article  entitled  “Pulmonary  Artery 
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Sarcoma,”  Magilligan  et  al.1  “In  a review  of  t he  literature 
no  case  has  been  diagnosed  antemortem  or  prior  to  thora- 
cotomy.” This  does  not  appear  to  be  true  and  reflects 
inadequate  search  of  the  literature.  The  patient  of 
Jacques  and  Barclay2  had  a localized  anaplastic  sarcoma 
of  the  main  pulmonary  artery  and  was  cured  following  left 
pneumonectomy.  Hirsch  et  al.,  cited  by  Sethi,-1  reported 
a case  which  was  diagnosed  antemortem  and  survived  for 
eight  years  following  pneumonectomy. 

We4  reported  the  hemodynamic,  angiographic,  and  au- 
topsy features  of  a patient  who  died  of  a pleomorphic  sar- 
coma of  t he  pulmonary  artery.  The  tumor  destroyed  the 
pulmonary  valves  and  produced  pulmonary  incompetence. 
The  genesis  of  cardiac  failure  and  the  possibility  of  ante- 
mortem diagnosis  were  discussed. 

It  is  true  that  the  majority  of  these  tumors  were  recog- 
nized at  autopsy.  However,  operative  or  postoperative 
diagnosis  is  feasible  if  the  patient  survives.  Outlining  this 
fact  will  prevent  misquoting  by  a chance  reader. 

GOPALRAO  NEMANA,  M.D. 

Department  of  Medicine,  Highland  Hospital 
South  Avenue  at  Bellevue  Drive 
Rochester,  N.Y.  14620 

1 Magilligan,  D.  J.,  Jr.,  Ryan,  G.  F.,  Salisnjiak,  M.  M.,  and 
Weiner,  R.  S.:  Pulmonary  artery  sarcoma.  New  York  State  J. 
Med.  78:977  (June)  1977. 

2 Jacques,  J.  E.,  and  Barclay.  R.:  The  solid  sarcomatous  pul- 
monary artery,  Brit.  J.  Dis.  Chest  54:  217  ( 1960). 

3 Sethi,  G.  K.,  et  al.:  Primary  sarcoma  of  the  pulmonary  artery, 
J.  Thorac.  Cardiovasc.  Surg.  63:  587  (1972). 

4 Rao,  N.  G.,  et  al.:  Sarcoma  of  the  pulmonary  artery  with 
metastases  to  pancreas  and  adrenals.  Chest  66:  452  (1974). 


Index  to  Advertisers 


Armour  Pharmaceutical  Company 

Beltone  Electronics  

Breon  Laboratories  


1173 

1057 

. 2nd  cover 


Burroughs  Wellcome  Company  1141 

Dista  Products  Company  .1185,1187,1189,1191.1193,1194 

Geigy  Pharmaceuticals  1171,1172 

Geriatric  Pharmaceutical  Corp 1175 

Eli  Lilly  & Company  1060,  1 166 

Mead  Johnson  & Company  1177 

Pharmaceutical  Manufacturers' Association  1126,  1127 

Roche  Laboratories  . 1052,  1053,  1054,  1118,  11 19,  1179,  1 180 

G.  D Searle  & Company  1067,  1068 

Sandoz  Pharmaceuticals  4th  cover 

Smith  Kline  & French  Laboratories  1079 

Upjohn  Company 1183 


Dr.  Magilligan’s  reply 

To  the  Editor:  Thank  you  for  referring  to  me  the  letter 
of  Dr.  Nemana  concerning  our  article,  “Pulmonary  Artery 
Sarcoma.”1 

I agree  wholeheartedly  with  Dr.  Nemana  in  the  state- 
ment in  his  article  that  the  diagnosis  is  usually  made  at 
autopsy  or  during  surgery.4 

The  statement  we  made,  “In  review  of  the  literature,  no 
case  has  been  diagnosed  antemortem  or  prior  to  thora- 
cotomy” still  is  valid.  I have  reviewed  the  article  by 
Jacques  and  Barclay.2  They  reported  two  patients  in 
whom  the  diagnosis  was  made  at  thoracotomy.  The  sec- 
ond sentence  in  their  article  states:  “in  both,  the  preop- 
erative diagnosis  was  primary  pulmonary  neoplasm.”  In 
the  article  by  Sethi,  et  al.3  the  cases  in  question  were 
diagnosed  at  thoracotomy  which  was  performed  with  a 
preoperative  diagnosis  of  primary  pulmonary  tumor.  I am 
still  unaware  of  any  case,  including  that  of  Dr.  Nemana, 
that  was  diagnosed  prior  to  surgery  or  prior  to  autopsy.  As 
far  as  I am  aware,  the  diagnosis  should  be  possible  on  the 
basis  of  clinical  picture,  angiography,  and  failure  of  pul- 
monary arterial  occlusive  lesions  to  respond  to  heparin 
therapy. 

I find  no  basis  for  Dr.  Nemana’s  objections  to  the 
statement  that  there  is  yet  to  be  a clinical  diagnosis  made 
and  then  confirmed  at  thoracotomy.  You  will  see  by  the 
enclosed  letter  that  his  article  was  not  included  in  my 
bibliography  since  our  articles  were  coincident  in  time,  and 
our  case  was  submitted  for  publication  prior  to  the  ap- 
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Editorial 


Assessing  clinical  performance 

In  industry,  it  is  called  “Quality  Control”  and  it 
refers  to  the  manufacturing  process  and  the  end 
product,  which  may  be  either  a piece  of  metal  or  an 
engine  part.  Objective  methods  for  measuring 
quality  in  the  evaluation  of  manufactured  things  and 
parts  have  been  perfected  and  applied  so  often  that 
they  can  be  relied  on.  In  spite  of  all  precautions 
occasionally  a defect  occurs  and  the  product  has  to 
be  discarded. 

Human  beings  also  have  “parts”  but  we  can’t  apply 
the  same  methods  for  quality  control  when  at- 
tempting to  evaluate  the  results  of  the  correction  of 
defects  caused  by  disease,  other  abnormalities,  or 
even  replacements.  It  isn’t  surprising  that  living 
tissues  unlike  inanimate  objects  are  more  difficult  to 
control,  yet  everyone  is  attempting  to  do  so  and  quite 
often  without  success.  To  ensure  high  quality 
medical  care,  the  problem,  simply  stated,  involves  the 
application  of  controls.  It  is  actually  difficult  to 
define  good  medical  care,  and  without  a definition, 
it  is  all  but  impossible  to  classify  and  grade  the  pro- 
cess to  achieve  it  and  to  differentiate  sharply  the 
acceptable  from  the  nonacceptable.  Medical  care 
administered  by  a physician  to  a patient  is  the  end 
product  of  several  distinct  and  separate  steps.  If  you 
will  tolerate  oversimplification,  they  may  be  listed 
as  follows: 

1.  A better-than-average  intelligent  person,  and 
one  usually  strongly  motivated  toward  a career  in 
medicine,  gains  admission  to  a medical  school  against 
great  odds. 

2.  He  adds  to  his  store  of  knowledge  a great  mass 
of  medical  facts  accumulated  in  four  years  of  un- 
dergraduate work  and  two  to  five  years  of  postgrad- 
uate training. 

3.  At  the  same  time  he  develops  skills  by  emula- 
tion and  application  that  involve  all  of  his  senses. 

4.  The  medical  facts  and  clinical  skills  acquired, 
when  added  to  varying  degrees  of  individual  ability, 
character  traits,  and  humanism,  result  in  the  devel- 
opment of  a person  privileged  to  be  called  a physi- 
cian. 

5.  The  application  of  the  acquired  knowledge  and 
skills  by  the  physician  to  the  diagnosis  and  treatment 
of  the  sick  constitutes  medical  care. 

6.  The  final  success  or  failure  of  administering 
medical  care,  as  determined  by  the  end  result,  and 
by  patient  satisfaction  as  determinates,  is  quality 
control. 


Physicians  are  generally  knowledgeable  and  some 
may  be  classified  as  good  and  others  not  so  good, 
depending  on  a third  party’s  evaluation.  This  is  the 
heart  of  the  problem.  Who  is  to  perform  the  evalu- 
ation and  what  yardsticks  are  to  be  used? 

The  variables,  when  so  many  are  involved,  make 
it  difficult  to  set  specific  limits.  We  do  a fair  job  of 
selecting  candidates  from  a large  and  superior  pool 
of  applicants.  We  can  test  cognition  well,  but  the 
skills  which  involve  clinical  judgment  and  their  ap- 
plication are  quite  another  matter.  The  latter  is  the 
“assessment  of  clinical  performance.” 

A teacher  who  has  been  in  close  contact  with  a 
reasonably  small  number  of  students  easily  can 
separate  the  good  from  the  bad.  The  students 
themselves  usually  can  separate  the  good  instructors 
from  the  bad.  The  program  director,  preceptor,  and 
house  officer  all  can  separate  the  good  physician  from 
the  bad.  The  director  of  the  department  can  tell  a 
good  physician  from  the  bad.  The  nurses  and  allied 
health  professionals  have  a good  notion  as  to  which 
physician  is  good  and  which  is  bad.  However, 
acknowledging  human  frailities  and  the  popularity 
factor,  the  estimate  is  very  difficult  to  prove  objec- 
tively. Why  is  one  physician  good  and  another  bad? 
How  can  the  profession  measure  knowledge,  skills, 
ability,  clinical  judgment,  and,  finally,  the  quality  of 
care  rendered  by  the  physician  to  another  individual, 
the  patient?  Cognition  is  extremely  important.  A 
physician  cannot  apply  unknown  facts  to  the  care 
and  treatment  of  the  sick.  The  physician  first  must 
be  informed.  The  accretion  of  basic  science  knowl- 
edge and  new  clinical  data  can  be  measured  by 
written  examination.  The  application  of  the  facts 
which  begins  with  the  initial  interview  (history)  and 
a search  for  clues  (physical  examination)  can  be 
measured  reasonably  well  by  observation  and  chart 
reviews.  The  logistics  involved  are  difficult  but  not 
insurmountable,  if  we  are  willing  to  accept  the  biased 
views  of  preceptors  and  program  directors.  The 
successes  and  failures  (outcome)  are  even  more  dif- 
ficult to  estimate  or  determine.  We  must  evaluate 
how  success  was  attained,  and  why  the  failures  oc- 
curred. The  knowledge  and  skill  of  the  physician, 
the  severity  of  the  disease,  the  stage  of  the  disease  at 
the  time  of  first  contact,  the  age  of  the  patient,  and 
environmental  factors  all  play  a role.  The  patient’s 
will  and  confidence  in  his  physician  also  play  a part 
in  determining  the  outcome.  Did  a failure  occur 
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because  of  a deficiency  in  the  physician,  or  was  it  due 
to  a physiological  weakness  in  the  patient?  Would 
the  outcome  be  different  in  other  circumstances? 
Patient  satisfaction  isn’t  easy  to  evaluate  or  apply  in 
the  assessment  of  clinical  performance.  Medical 
history  is  full  of  accounts  of  successful  charlatans.  A 
charmer  may  well  have  more  “satisfied”  patients 
than  a very  competent  but  dour  physician.  These 
factors  play  a role  in  peer  evaluation,  as  well  as  the 
opinion  of  allied  health  personnel,  nurses,  students, 
and  even  house  officers. 

The  best  possible  educational  programs  will  never 
create  a medical  profession  composed  of  100  percent 
highly  competent,  humane,  and  skillful  physicians 
who  administer  nothing  but  high  quality  care.  Ac- 
tually, then,  we  are  attempting  to  produce  the 
greatest  possible  number  of  physicians  as  qualified 
as  possible.  Therefore,  we  can  do  no  better  than 
select  the  best  possible  candidates  for  admission  to 
our  schools.  We  must  accept  the  fact  that  our 
methods  are  less  than  perfects.  We  must  do  the  best 
we  can  to  prepare  them  for  the  practice  of  medicine 
by  exposure  to  the  basic  sciences  and  the  mass  of 
medical  facts.  We  should  evaluate  the  final  product 


Experience  with  one-family 

residency 

in  semirural  setting 

The  article  “Family  Residency  Program  in  Semirural 
Setting*  was  of  interest  to  me  as  I am  the  pediatrician- 
family  practitioner  mentioned  in  the  article.  Because,  as 
far  as  I know,  the  plan  will  not  be  implemented  on  Shelter 
Island,  it  may  not  be  possible  for  the  authors  to  provide 
your  readers  with  a follow-up.  Therefore,  my  experience 
to  date  may  serve  this  purpose  to  some  extent. 

In  order  to  attract  a physician  to  Shelter  Island  the  town 
offered  free  office  space,  free  housing  for  one  year  and  the 
assurance,  partly  based  on  the  authors  survey,  that  a family 
practitioner  was  desperately  needed.  The  internist  left 
Shelter  Island  at  the  end  of  March,  1975,  and  the  owner  of 
the  medical  building  he  used  donated  it  to  the  town  of 
Shelter  Island.  This  building  is  modern  with  ample  room 
for  two  physicians  and  very  well  equipped.  Essentially  I 
provide  all  the  services  envisioned  by  the  authors  except 
for  x-rays.  In  the  past  year,  the  Suffolk  County  Health 
Department  has  assigned  a case  worker  one  day  per  week 
to  do  counselling.  Based  on  the  author’s  survey  I should 
have  been  very  busy  from  the  beginning;  however,  in  1976 
which  was  my  first  full  year,  I had  less  than  half  the  number 
of  visits  predicted  by  them.  As  an  example,  in  January  and 
February  I averaged  8 patients  per  day  and  during  the  two 
busiest  months,  July  and  August,  I averaged  18  patients 
per  day.  January  and  February  of  this  year  I again  aver- 
aged 8 patients  per  day. 

What  may  be  some  of  the  reasons  for  the  discrepancy 
between  the  predicted  and  the  actual  number  of  visits? 

* -Jonas,  S.,  Cox,  T.,  and  Lamont,  C.:  Family  medicine  resi- 
dency program  in  semirural  setting;  development  of  a plan,  New 
York  state  J.  Med.  77:  108  (Jan.)  1977. 


by  observation  and  testing  by  means  of  written  ex- 
aminations. We  must  create  postgraduate  training 
programs  of  the  highest  caliber  and  test  participants 
again  by  observation  and  written  examination.  We 
must  establish  and  monitor  continuing  education 
programs  and  make  attendance  as  convenient  as 
possible.  We  must  be  prepared  to  revoke  the  privi- 
lege of  practice  from  those  who  do  not  withstand  a 
test  of  minimal  requirements,  and  who  are  judged  by 
their  peers  to  be  mentally  or  physically  incapable  of 
administering  medical  care.  In  all  phases  of  the 
evaluation  every  physician  should  have  the  right  of 
appeal,  whether  that  be  by  a retesting  or  further 
observation  by  a second  team  of  examiners. 

Let  those  who  insist  on  the  assessment  of  clinical 
performance  as  the  one  and  only  way  to  determine 
competence  show  us  how  to  overcome  the  many 
variables  described  above.  Ask  them  to  devise 
methods  to  measure  objectively  individual  ability 
and  skills  as  well  as  humane  characteristics.  If  this 
can  be  done  we  shall  accept  their  methods  proposed 
with  gratitude  and  great  joy. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 

First,  let  me  point  out  that  had  the  internist  not  left  the 
area  the  discrepancy  would  have  been  much  greater. 

Prior  to  my  arrival  the  people  of  Shelter  Island  were 
obtaining  medical  services  in  a variety  of  ways  as  described 
by  the  authors.  Their  greatest  need  was  to  know  that  a 
physician  was  available  when  their  usual  source  of  medical 
care  was  not  available  or  couldn’t  be  reached  when  the 
ferries  were  not  running.  Having  obtained  a physician  a 
significant  number  of  patients  have  continued  to  obtain 
their  medical  care  as  before;  secure  in  the  knowledge  that 
emergency  care  is  available.  Both  the  authors  and  myself 
were  led  to  believe  that  the  elderly  general  practitioner 
worked  part  time  and  that  he  would  be  retiring  shortly. 
This  is  not  the  case  as  he  works  full  time  providing  essen- 
tially the  same  services  I do.  I am  sure  his  patients  when 
they  answered  the  questionaire  felt  that  given  his  age  it 
would  be  wise  to  have  another  physician  available,  but 
understandably  will  continue  to  go  to  him  as  long  as  he  is 
in  practice. 

Because  several  physicians  have  come  to  Shelter  Island 
and  subsequently  left,  many  patients  hesitate  to  transfer 
their  records  to  a new  physician  until  they  are  quite  sure 
he  is  going  to  stay.  While  event  ually  the  number  of  patient 
visits  will  increase,  the  medical  facility  proposed  by  the 
authors  would  have  sustained  large  deficits  for  a number 
of  years. 

interestingly  enough,  in  September,  1976,  H.E.W.  de- 
clared Shelter  Island  a medically  underserved  area,  which 
qualifies  it  for  Federal  grants.  A group  from  the  North 
fork  is  taking  advantage  of  this  situation  to  try  and  set  up 
a clinic  in  Greenport  for  which,  supposedly,  there  is  a need, 
and  it  would  be  available  to  provide  medical  services  to  the 
underserved  Shelter  Island  residents. 

EDGAR  GRUNWALDT,  M.D. 
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In  memoriam 


This  is  a well  deserved 
tribute  for  Milton  Helpern, 

M.D.,  one  of  the  mainstays  of 
organized  medicine  and  a 
pillar  of  the  Medical  Society 
of  the  State  of  New  York. 

The  tributes  to  him  have 
been  many  and  it  would  serve 
no  useful  purpose  to  he  re- 
petitive. One  would  have 
considerable  difficulty  in 
avoiding  repetition  in  listing 
the  achievements  and  in 
praising  this  great  man. 

It  might  he  more  fitting  to  quote  verbatim  from  the 
introduction  to  the  Festchrift  for  Dr.  Helpern  in  the 
New  York  State  Journal  of  Medicine  of  April  1, 
1972,  by  Bernard  Botein,  retired  Chief  Justice  of  the 
Appellate  Division,  First  Department,  Supreme 
Court  of  the  State  of  New  York. 

I know  of  no  man  of  medicine  who  has  captured  the  re- 
spect and  affection  of  men  of  law  so  completely  and  de- 
servedly as  Dr.  Milton  Helpern,  Chief  Medical  Examiner 
of  the  City  of  New  York. 

Let’s  face  it.  In  the  area  of  forensic  medicine,  lawyers 
and  judges  view  doctors  with  as  much  skepticism  as  doctors 
view  them.  The  faith,  at  times  reverence,  which  lawyers 
have  for  their  family  doctors,  and  which  doctors  in  turn 
have  for  their  family  lawyers,  does  not  find  equivalent 
parallel  in  the  courtroom.  The  "battle  of  experts”  is  often 
very  frustrating,  and  can  even  be  an  unsavory  courtroom 
spectacle. 

In  medical  terms  unintelligible  to  judge  and  jury,  one 
expert  diagnoses  the  plaintiff s injuries  as  black  and  the 
other  expert  testifies  they  are  white.  One  states  the 
plaintiff  suffered  a linear  fracture  of  the  skull;  the  other 
claims  that  it  is  only  the  suture  line  with  which  he  was  born. 
The  charlatan  may  be  a much  more  impressive  witness 
than  the  competent,  honorable  physician.  And  the  jury 
is  driven  to  groping  for  the  truth. 

Dr.  Helpern,  on  the  other  hand,  takes  the  extra  cogitative 
trouble  to  translate  enigmatic  medical  terms  into  lay  lan- 
guage, understandable  by  jurors.  His  impregnable  in- 
tegrity, scholarship,  and  articulateness  have  become  leg- 
endary. His  loyalty  is  to  truth — to  the  validity  of  his 
finding,  and  not  to  any  person  involved  in  a lawsuit  or  other 
situation.  As  he  himself  has  so  aptly  put  it:  “We  are 
strictly  a discovery  agent.  We  are  not  interested  in  ‘who- 
dunit.’ All  we  want  to  know  is  what  did  it.” 

Dr.  Helpern  seldom  testifies  for  the  defense  in  a criminal 
case.  Certainly  not  because  of  lack  of  sympathy  for  de- 
fendants— this  kindly,  modest  man  has  devoted  a lifetime 
to  his  arduous  specialty  because  of  an  abiding  love  for 
mankind.  But  few  prosecutors  will  dare  seek  an  indict- 
ment when  Dr.  Helpern  has  ruled  out  a cause  of  death  on 
which  they  would  have  to  reply. 

I understand  no  one  has  done  more  to  elevate  profes- 
sional standards  and  efficiencv  in  the  official  screening  of 
deaths  than  Milton  Helpern,  both  by  his  own  example  and 
by  the  administration  of  the  important  office  he  beads. 


There  is  no  doubt  that  countless  cases  of  deaths  from  ac- 
cidents that  had  been  erroneously  certified  as  resulting 
from  natural  causes  by  unqualified  coroners  or  medical 
examiners  are  now  properly  diagnosed;  and  in  many  in- 
stances needy  families  now  recover  the  benefits  of  accident 
or  workmen’s  compensation  insurance  to  which  they  are 
entitled. 

He  is  continuously  adjuring  his  coprofessionals  that  in 
performing  autopsies  they  must  take  time  to  learn  the 
background  and  circumstances  of  the  case.  Helpern 
himself  has  been  called  “a  Sherlock  Holmes  with  a micro- 
scope.” The  lank,  dour  Sherlock  Holmes  with  his  mag- 
nifying glass  and  the  portly,  cheerful  Milton  Helpern  with 
his  microscope,  both  ferreting  out  elusive  findings,  make 
a formidable  twosome.  Helpern  is  a never-ending  treasure 
trove  of  material  for  mystery  writers;  in  1965  the  Mystery 
Writers  of  America  gratefully  voted  him  their  much  co- 
veted Raven. 


Also,  I know  of  no  better  means  of  showing  due 
deference  to  our  late  colleague  than  to  quote  again 
into  the  memorial  address  given  at  the  Park  Avenue 
Synagogue  by  the  former  president  of  the  American 
Medical  Association  and  former  president  of  the 
Medical  Society  of  the  State  of  New  York,  Gerald  D. 
Dorman,  M.D. 

Milton  Helpern  loved  to  meet  with  his  friends  of  the 
medical  and  of  the  legal  professions  as  well  as  his  host  of 
other  friends.  But  because  his  mortal  voice  is  stilled,  on 
his  behalf,  as  an  old  friend,  I thank  you  for  being  here  today 
and  for  giving  this  time  to  think  of  him  and  to  commune 
together  on  a truly  great  person  and  personality.  This 
large  gathering  is  a most  fitting  tribute. 

As  the  representative  of  the  medical  profession  inter- 
nationally and  nationally,  I pay  tribute  to  a great  physician, 
a forensic  pathologist,  who  was  also  teacher,  leader,  inno- 
vator, editor,  author,  and  friend. 

I have  known  Milton  Helpern  for  over  40  years  as  a 
medical  colleague  who  was  always  ready  to  help  and  who 
served  well  the  medical  profession  in  the  Medical  Society 
of  the  County  and  of  the  State  of  New  York,  the  American 
Medical  Association,  and  the  World  Medical  Association, 
as  well  as  his  many  international  specialty  societies. 

When  the  World  Medical  Association’s  Annual  Assem- 
bly met  in  New  York  City,  Milton  and  Bea  helped  make  the 
arrangements  and  acted  as  gracious  hosts  to  the  many 
friends  who  attended  from  overseas. 

He  was  consultant  to  more  than  a dozen  hospitals  and 
organizations,  he  was  an  educator  and  author,  and  with  it 
all  he  was  a humble  searcher  for  the  truth.  This  last  epi- 
tomizes his  work  and  the  man. 

When  Milton  Helpern  was  asked  to  take  part  in  an 
A.M.A.  prayer  breakfast,  he  surprised  many  of  us  by  taking 
from  his  pocket  his  Bible  printed  on  microfilm.  We  should 
not  have  been  surprised,  knowing  that  he  established  the 
International  Microform  Journal  of  Legal  Medicine,  an 
innovation  that  permitted  the  microfilm  to  be  sent  out 
readily  to  all  parts  of  the  world  by  air  mail,  and  to  be  readily 
stored  in  a library  with  minimal  space. 

He  was  on  the  editorial  staffs  of  medical  journals  in 
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Germany,  France,  and  the  United  States,  and  on  the  As- 
sociate Editorial  Board  of  our  own  New  York  State  Med- 
ical Journal. 

In  1972,  Milton  Helpern’s  name  was  proposed  by  our 
New  York  delegation  for  the  A.M.A.  Distinguished  Phy- 
sician’s Service  Award.  Two  other  doctors  were  also 
nominated  and  the  House  of  Delegates  was  to  vote  on 
which  name  to  accept.  Milton  was  going  to  withdraw  his 
name  because  he  felt  that  he  stood  little  chance  in  view  of 
the  caliber  of  the  other  men.  I persuaded  him  to  let  his 
name  stand  and  he  was  voted  winner  overwhelmingly.  He 
always  cherished  that  honor. 

Milton  Helpern  always  loved  to  tell  stories  which  came 
from  the  wealth  of  experience  he  had  lived  through  as  Chief 
Medical  Examiner  of  the  City  of  New  York.  You  have  all 
heard  many  of  them.  ‘It  was  his  duty  to  find  the  cause  of 
death,  not  to  judge  the  responsibility  of  persons  connected 
with  a deceased  individual.’  On  one  occasion,  he  found 
that  the  deceased  had  expired  from  a heart  attack,  which 
freed  a suspect  who  was  being  held  for  possible  murder.  At 
other  times  he  found  the  cause  of  death,  which  had  seemed 
natural,  was  a carefully  contrived  homicide  or  murder.  He 
combined  intuition  and  instinct  with  the  capability  to 
search  out  the  truth,  without  fear  or  favor. 

Milton  Helpern  was  a kind  and  thoughtful  physician. 
He  was  always  willing  to  help,  even  with  his  heavy  load  of 
work.  He  was  a legend  in  his  lifetime,  with  buildings,  in- 
stitutes and  libraries  named  after  him.  The  standards  he 
established  have  been  copied  in  many  countries  around  the 
world  and  the  man,  and  those  whom  he  trained  and  en- 
couraged, will  keep  his  name  and  his  purpose  alive  for  years 
to  come. 

Dr.  Helpern  participated  in  many  important  and  sen- 
sational murder  trials  and  helped  bring  the  truth  to  light. 
One  of  the  most  important  was  that  of  Carl  A.  Coppolino 
for  the  murder  of  his  wife,  Carmela.  His  testimony  here 
made  history  because  it  was  the  first  time  that  a drug  like 
succinyl  choline  was  detected  in  a dead  human  body.  This 
could  be  done  only  by  having  the  foresight  of  saving  the 
possible  source  material  in  the  neighborhood  of  injection 
sites  and  utilizing  new  techniques  never  used  before.  This 
was  only  one  of  many  equally  important  cases. 

Time  lacks  for  me  to  recount  all  his  honors  and  awards, 
but  you  will  find  them  listed  in  the  1976-1977  edition  of 
Who’s  Who  in  the  World  on  page  343  and  many  other 
compilations. 

Dr.  Helpern  for  20  years  was  professor  and  chair- 
man of  the  Department  of  Forensic  Medicine  at  New 
York  University  School  of  Medicine  and  was  named 
emeritus  professor  on  his  retirement.  He  had  served 
also  on  the  faculty  of  Cornell  University  Medical 


College,  rising  to  the  position  of  visiting  professor  of 
pathology.  He  was  named  emeritus  professor  of 
pathology  at  that  institution  on  his  retirement.  For 
several  years  before  his  death,  he  had  served  also  as 
Distinguished  Visiting  Professor  of  Pathology  at  the 
Center  for  Biomedical  Education,  City  College,  City 
University  of  New  York.  He  was  the  author  of  over 
100  articles  on  medico-legal  subjects  and  co-author 
of  a classic  text  in  his  field,  Legal  Medicine,  Pa- 
thology and  Toxicology. 

In  addition  to  the  American  Academy  of  Forensic 
Sciences  and  National  Association  of  Medical  Ex- 
aminers, Dr.  Helpern  served  as  president  of  a large 
number  of  societies,  including  the  American  Acade- 
my of  Compensation  Medicine,  International  Asso- 
ciation for  Accident  and  Traffic  Medicine,  Interna- 
tional Association  of  Forensic  Sciences,  City  College 
Chapter  of  Phi  Beta  Kappa,  Society  of  Alumni  of 
Bellevue  Hospital,  Society  of  Medical  Jurisprudence, 
and  Cornell  University  Medical  College  Alumni  As- 
sociation. 

Among  his  numerous  honors  and  awards  were 
Honorary  Doctor  of  Laws  degrees  from  the  Univer- 
sity of  Ghent,  Belgium;  City  College,  City  University 
of  New  York;  and  New  York  Law  School,  and  the 
Distinguished  Physician’s  Service  Award  of  the 
American  Medical  Association.  He  was  also  the  re- 
cipient of  many  foreign  honors,  including  appoint- 
ment as  Officer  of  the  Order  of  Leopold  II  of  Belgium, 
and  honorary  membership  in  professional  societies 
in  Brazil,  Argentina,  Colombia,  West  Germany, 
France,  Spain,  Italy,  and  other  countries. 

The  Medical  Society  of  the  State  of  New  York  has 
sustained  a great  loss.  Among  the  offices  that  Dr. 
Helpern  held  in  the  Society  were  those  of  Section 
Delegate  to  the  House  of  Delegates,  County  Delegate, 
Trustee  for  two  successive  terms,  and  Delegate  to  the 
A.M.A.  from  1964  to  1976,  with  one  short  interrup- 
tion. He  received  the  Redway  Award  in  1966. 

He  was  a capable  pathologist  and  occupied  the 
important  post  of  Chief  Medical  Examiner  of  the 
City  of  New  York  from  1954  to  1974.  He  was  a con- 
sultant to  many  hospitals  and  visiting  lecturer  to 
many  important  institutions. 

He  will  be  missed  by  many  and  it  will  be  most 
difficult  to  find  an  equivalent  replacement.  We  are 
all  grateful  for  the  time  he  was  with  us. 

A.A.A. 
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Antacids  relieve  ulcer  pain.  Pro-Banthine  administered  with  antacids 
can  prolong  their  neutralizing  action  and,  by  relieving  smooth  muscle 
spasm.  . . provides  dramatic  relief  of  pain  in  ulcer  patients."1  And  if  adher- 
ence to  the  antacid  schedule  is  a problem2 adding  ProBanthine  to  the 
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I I* 

| lo 

d: 


1 Goth.  A Medical  Pharmacology  Principles  and 
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Indications:  Pro-BanthTne  is  effective  as  adjunc- 
tive therapy  in  the  treatment  of  peptic  ulcer 


Based  on  a review  of  this  drug  by  the  National 
Academyof  Sciences -National  Research 
Council  and/or  other  information,  FDA  has 
classified  the  other  indications  as  follows: 
Probably  effective:  as  adjunctive  therapy 
in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon  spastic  colon,  mucous 
colitis,  acute  enterocolitis,  and  functional 
gastrointestinal  disorders) 

Final  classification  of  the  less-than  effective 
indications  requires  further  investigation 


Contraindications:  Glaucoma,  obstructive  dis- 
ease of  the  gastrointestinal  tract,  obstructive  urop 
athy,  intestinal  atony,  toxic  megacolon,  hiatal 
hernia  associated  with  reflux  esophagitis,  or 
unstable  cardiovascular  adjustment  in  acute 
hemorrhage 


Vternings:  Patients  with  severe  cardiac  disease 
should  be  given  this  medication  with  caution. 
Fever  and  possibly  heat  stroke  may  occur  due  to 
anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss 
of  voluntary  muscle  control.  For  such  patients 
prompt  and  continuing  artificial  respiration 
should  be  applied  until  the  drug  effect  has  been 
exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  consid- 
ered before  administering  Pro-Banthine. 

Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males  with 
prostatic  hypertrophy,  such  patients  should  be 
advised  to  micturate  at  the  time  of  taking  the 
medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 


i tr< 

I ra 

I tio 

Adverse  Reactions:  Varying  degrees  of  drying  | est 
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The  prescribing  of  estrogens  has  become  a com- 
mon medical  practice  in  the  United  States.  Based 
on  a U.S.  Department  of  Commerce  survey  of  phar- 
maceutical sales,1  we  estimate  that  oral  contracep- 
tives are  now  taken  regularly  by  approximately  12 
percent  of  American  women  15  to  44  years  of  age,  and 
replacement  estrogens,  at  or  after  menopause,  by  14 
percent  of  women  over  45  years  of  age.  Although  no 
longer  used  for  this  purpose,  the  synthetic  estrogen 
DES  (diethylstilbestrol)  was  frequently  given  to 
pregnant  women  during  the  1950s  and  1960s  in  the 
hope  that  it  would  prevent  spontaneous  abortion.2 

Current  evidence  supports  a causal  relationship 
between  the  use  of  selected  types  of  exogenous  es- 
trogens and  the  development  of  malignant  conditions 
in  the  target  organs  of  these  hormones.  This  rela- 
tionship is  observed  regardless  of  the  age  at  which  the 
estrogens  are  first  prescribed.  Thus,  vaginal  cancer 
in  young  women  has  been  shown  to  be  associated 
with  exposure  to  DES  in  utero.  There  are  also  strong 
indications  that  menopausal  estrogens  can  lead  to 
endometrial  and  perhaps  breast  cancers.  Oral  con- 
traceptives have  not  as  yet  been  implicated  as  a car- 
cinogen, although  questions  have  been  raised  about 
a potential  increased  cancer  risk  for  selected 
subgroups  of  women. 

Current  evidence  on  the  possible  cause-and-effect 
relationship  of  estrogens  to  cancer  is  reviewed  in  this 
article.  Data  from  previously  published  reports  are 
related  to  cancer  trends  in  New  York  State,  as  de- 

* This  study  was  supported  in  part  by  Grant  CA  12707  from  the 
National  Cancer  Institute,  Bethesda,  Maryland. 


Exogenous  estrogens  may  promote  or  accelerate 
cancer  in  various  target  organs  regardless  of  the  age 
at  which  these  hormones  are  taken.  In  New  York 
State,  22  daughters  exposed  to  synthetic  estrogens 
in  utero  are  now  known  to  have  developed  adeno- 
carcinoma of  the  vagina  or  cervix.  Oral  contracep- 
tives have  not  been  shown  to  increase  cancer  risk,  but 
insufficient  time  has  passed  to  make  a conclusive 
judgment  about  their  safety.  Among  postmeno- 
pausal women,  the  incidence  of  endometrial  cancer 
is  rising  rapidly  in  New  York  State,  following  a par- 
allel rise  in  the  use  of  estrogens.  Epidemiologic 
studies  support  the  possibility  of  a causal  association 
between  estrogen  use  and  endometrial  cancer. 


rived  from  the  New  York  State  Cancer  Registry. 
Finally,  some  recommendations  are  made  concerning 
measures  that  can  be  taken  to  insure  early  recogni- 
tion of  estrogen-associated  tumors. 

Cancer  after  DES  in  utero 

Maternal  stilbestrol  therapy  was  found  to  be  as- 
sociated with  adenocarcinoma  of  the  vagina  by 
Herbst,  Ulfelder,  and  Poskanzer.3  Eight  teenagers 
and  young  adults  were  diagnosed  as  having  this  rare 
vaginal  cancer.  The  mothers  of  seven  of  these  pa- 
tients were  treated  with  DES  during  the  first  tri- 
mester of  pregnancy.  This  landmark  epidemiologic 
report  was  confirmed  rapidly  by  the  State  of  New 
York  Department  of  Health  utilizing  the  State 
Cancer  Registry.4  Five  additional  patients  were 
studied  and  found  to  have  in-utero  DES  or  dienestrol 
exposure.  Immediately  following  this  report,  the 
New  York  State  health  commissioner,  with  the  en- 
dorsement of  the  president  of  the  Medical  Society  of 
the  State  of  New  York,  wrote  to  each  of  the  35,000 
physicians  practicing  in  New  York  State  alerting 
them  to  this  problem  and  to  fhe  fact  that  DES  was 
contraindicated  during  pregnancy.  Later,  the 
Federal  Food  and  Drug  Administration  issued  a na- 
tionwide alert  to  all  physicians  in  the  United  States. 
In  addition,  many  articles  appeared  in  both  scientific 
journals  and  popular  magazines. 

Approximately  15,000  pregnant  women  per  year 
are  estimated  to  have  been  exposed  to  DES  during 
the  1960s.2  If  proportionately  distributed,  this 
would  mean  that  about  1,350  New  York  State  women 
were  exposed  each  year.  The  exposure  rate  is 
thought  to  have  been  considerably  higher  during  the 
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TABLE  I.  Vaginal  and  cervical  cancer  after  maternal  use  of  synthetic  estrogens  in  oatients  reported  in  the  New  York 

State  Cancer  Registry,  1950  to  1973. 


Case 

Number* 

Year  of  Age  (Year) 

Birth  at  Diagnosis 

/ Maternal  Synthetic  Estrogen  Therapy  During  Pregnancy s 

Time  Startedt  Time  Endedt  Drug  and  Dosage 

1 

1950 

23  (1973) 

3 months 

Unknown 

Stilbestrol,  10  mg.  per  day, 
increased  to  25  mg.  per 
day  in  fourth  month,  and 
35  mg.  per  day  in  fifth 
month 

2 

1951 

15  (1966) 

5 weeks 

Delivery 

Stilbestrol,  5 mg.  per  day 
initially,  increased  5 mg. 
per  week  to  125  mg.  per 
day. 

3 

1952 

15  (1968) 

Conception 

Delivery 

Stilbestrol  0.1  mg.  per  day 
until  third  week,  then  5 
mg.  to  100  mg.  per  day 

4 

1952 

17 (1970) 

3 months 

6 months 

Dienestrol,  5 mg.  per  day; 
also  estrone  (intramuscu- 
larly) for  2 doses  at  third 
month  ; progesterone  and 
thyroid  third  month  to 
delivery 

5 

1952 

18  (1970) 

2 1/2  months 

5 1/2  months 

Stilbestrol,  25  mg.  per  day, 
from  2 1/2  months  to  5 
1/2  months 

6 

1952 

19  (1971) 

2 1/2  weeks 

3 1/2  to  4 months 

Stilbestrol,  5-mg.  tablets  ini- 
tially and  25-mg.  tablets 
later  (exact  dose  un- 
known ) 

7 

1952 

19  (1971) 

3 months 

9 months 

Stilbestrol,  75  mg.  per  day 
from  third  to  seventh 
month,  decreased  begin- 
ning seventh  month  to  50 
mg.  per  day  and  at  middle 
of  eighth  month  to  25  mg. 
per  day. 

8 

1952 

19  (1971) 

3 months 

Delivery 

Stilbestrol,  100  mg.  per  day 

9 

1953 

17  (1970) 

2 1/2  months 

5 months 

Stilbestrol,  possibly  65  mg. 
per  day;  also  28  “estro- 
gen” shots  from  2 1/2  to 
4 1/2  months 

10 

1953 

17  (1971) 

3 months 

Delivery 

Stilbestrol,  dosage  unknown 

11 

1953 

17  (1970) 

Unknown 

Unknown 

Stilbestrol,  dosage  unknown 

12 

1954 

17  (1972) 

3 months 

9 months 

Stilbestrol,  dosage  unknown 

13 

1954 

18  (1972) 

Obstetric  record  confirms  use  of  stilbestrol. 
Mother  recalls  one  shot  in  first  or  second 
month  of  pregnancy,  then  pills  for  one 
month 

Stilbestrol,  dosage  unknown 

14 

1954 

18  (1973) 

12  weeks 

24  weeks 

Stilbestrol,  1.5  mg.  per  day 

15 

1955 

14  (1969) 

13  weeks 

35  weeks 

Stilbestrol,  increasing  dos- 
ages from  approximately 
20  mg.  per  day  to  no  more 
than  150  mg.  per  day 

16 

1955 

18  (1973) 

During  first  trimes- 
ter 

Unknown 

Stilbestrol,  5 mg.  per  day 

17 

1956 

17  (1973) 

Unknown 

Unknown 

Estrogen  (Premarin)  1.25 
mg.,  progesterone  (Prolu- 
ton),  intramuscularly 

18 

1957 

15  (1973) 

8 weeks;  18  weeks 

17  weeks;  delivery 

Stilbestrol,  25  mg.  per  day; 
stilbestrol,  50  mg.  per  day 

19 

1953 

16  (1970) 

3 months 

4 months 

Mother  states  she  took  a 
drug  during  pregnancy, 
unconfirmed  bv  records 

20 

1953 

20  (1973) 

Unknown 

Unknown 

Mother  states  she  took  a 
drug  during  pregnancy, 
unconfirmed  by  records 

21 

1952 

14  (1967) 

First  trimester 

Continued  for  90  days 

Probably  medroxyproges- 
terone (Provera),  dosage 
unknown 

22 

1959 

8 (1967) 

None 

None 

Mother  states  no  drug  taken, 
obstetric  records  normal 

‘Case  numbers  1 

through  18:  definite 

exposure;  case  numbers 

19  and  20:  possible  exposure;  case 

numbers  2 1 and  22:  no  known  ex- 

posure. 

'Time  of  gestation. 
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FIGURE  1.  Trend  in  use  of  oral  contraceptives  as  compared 
to  breast  cancer  incidence  rate  per  100,000  women,  ages 
20  to  49,  New  York  State,  exclusive  of  New  York  City,  1950 
to  1974. 

1950s,  although  no  accurate  data  are  available. 

At  the  present  time  in  New  York  State,  22  teenage 
or  young  adult  women  have  been  reported  with  ad- 
enocarcinoma of  the  vagina.  In  one  patient,  the 
tumor  also  involved  the  cervix.  By  interviewing 
physicians,  patients,  and  their  mothers,  and  bv  ex- 
amining hospital  records,  we  have  attempted  to  ob- 
tain estrogen-exposure  information  on  all  these  pa- 
tients. Results  are  shown  in  Table  I. 

A total  of  18  of  the  22  patients  have  documented 
exposure  to  DES  or  another  synthetic  estrogen;  ex- 
posure began  during  the  first  trimester  for  16  pa- 
tients, and  for  2 patients  the  date  of  initial  exposure 
could  not  be  determined.  Two  additional  patients 
(Cases  19  and  20  in  Table  I)  had  possible  in-utero 
estrogen  exposure.  All  patients  were  born  between 
1950  and  1959,  the  time  of  peak  use  of  DES  during 
pregnancy.  Exposed  patients  were  14  to  23  years  old 
at  diagnosis,  although  the  two  patients  for  whom 
exposure  could  not  be  established  were  8 and  14  years 
old.  Twenty-one  patients  were  single,  one  was 
married,  and  none  has.  been  pregnant.  Ten  of  the 
patients  have  died  of  advanced  disease.  Over  250 
such  patients  have  now  been  reported  for  the  country 
as  a whole.5 

We  expect  new  patients  with  DES-induced  ade- 
nocarcinoma of  the  vagina  or  cervix  to  be  diagnosed 
for  many  years  into  the  future.  This  conclusion  is 
based  on  the  existence  of  some  exposures  in  recent 
years,  and  on  the  fact  that  the  maximum  possible 
induction  period  is  not  yet  known.  Analysis  of  the 
year  of  birth,  year  of  diagnosis,  and  age  distribution 
curves  suggests  that  new  cases  will  continue  to  be 
found,  perhaps  w'ith  increasing  frequency  before 
leveling  off.  Lanier  et  al.6  have  estimated  that  the 
frequency  of  these  tumors  associated  with  in-utero 
exposure  to  estrogens  is  no  greater  than  four  cancers 


per  1,000  daughters  exposed.  In  studying  childhood 
tumors  we  have  not  found  DES  to  be  associated  with 
any  tumors  other  than  those  of  the  lower  genital  tract 
in  females.7  However,  other  investigators  have  re- 
ported genital  defects  and  low  sperm  counts  in  ex- 
posed males.8 

Herbst  et  al.9  reported  a high  frequency  of  vaginal 
adenosis,  cervical  erosion,  vaginal  or  cervical  fibrous 
ridges,  and  failure  of  the  vagina  or  cervix  to  stain  with 
iodine  in  women  exposed  to  DES  in  utero.  The  in- 
cidence of  vaginal  adenosis  was  highest  when  DES 
was  begun  early  in  pregnancy. 

The  best  screening  and  treatment  procedures  for 
this  condition  have  been  the  subject  of  several  arti- 
cles.9 1 1 Herbst,  Scully,  and  Robboy11  emphasized 
the  importance  of  careful  direct  inspection,  palpa- 
tion, iodine  staining,  and  biopsy  of  the  vagina  and 
cervix.  Iodine  staining  with  multiple  biopsies  was 
noted  to  be  95  percent  effective  in  detecting  abnor- 
mal cervical  or  vaginal  epithelium  in  DES-exposed 
females.  Colposcopy  was  advocated  for  use  by 
physicians  who  are  trained  and  experienced  in  its 
usage. 

Many  exposed  young  women  and  their  mothers 
have  read  both  popular  and  medical  articles  and 
know  something  of  recommended  screening  proce- 
dures. Groups  of  concerned  patients  and  their 
mothers,  some  going  by  the  name  “DES — Watch,” 
are  assimilating  this  information  in  their  search  for 
“the  best”  medical  care.  A survey  we  conducted  in 
August,  1976,  of  departments  of  gynecology  at  all 
medical  schools  in  New  York  State  suggests  that 
excellent  services  are  available  for  screening  and 
treating  exposed  women.  This  survey  also  indicates 
that  a great  number  of  these  women  have  not  had  the 
benefit  of  screening  examinations. 

Oral  contraceptives:  Are  they  safe? 

The  six  published  epidemiologic  studies  of  oral 
contraceptive  use  and  breast  cancer  have  disclosed 
uniformly  negative  results  overall.12"17  In  each  of 
these  studies,  breast  cancer  patients  were  questioned 
about  prior  contraceptive  use  as  were  a group  of 
control  patients  matched  on  age  and  other  selected 
factors.  The  frequency  of  prior  oral  contraceptive 
use  was  approximately  the  same  for  cases  and  con- 
trols in  each  of  the  studies.  The  data  presented  in 
Figure  1 are  consistent  with  the  absence  of  an  asso- 
ciation between  oral  contraceptive  use  and  breast 
cancer.  These  data  demonstrate  that  the  trends  in 
breast  cancer  incidence  among  New  York  State 
women  20  to  49  years  of  age  do  not  parallel  the  trends 
in  oral  contraceptive  sales  among  women  in  the 
Lfnited  States. 

Since  oral  contraceptives  did  not  come  into  com- 
mon use  until  the  mid-1960s,  increased  cancer  risk 
with  induction  periods  of  greater  than  10  years  would 
not  be  detectable  at  the  time  of  these  studies.  The 
negative  test  results  reported  by  previous  epidemi- 
ologic studies  should  therefore  be  interpreted  cau- 
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tiously.  An  induction  period  of  15  years  or  more  is 
suggested  by  Hemplemann  et  al.18  in  their  study  of 
breast  cancer  induced  by  x-ray  treatment  for  acute 
postpartum  mastitis.  Hoover  et  al.,19  in  studying 
breast  cancer  after  menopausal  estrogen  use,  also 
found  a significant  excess  risk  only  after  15  years  of 
exposure.  This  relationship  has  not  been  confirmed 
by  other  investigators. 

In  spite  of  this  overall  absence  of  association,  Fasal 
and  Paffenbarger17  have  expressed  concern  that  oral 
contraceptives  might  induce  breast  cancer  for  se- 
lected groups  of  women.  These  investigators  inter- 
viewed 1,770  women  under  50  years  of  age,  including 
452  with  breast  cancer.  When  examining  the  risk  of 
breast  cancer  according  to  duration  of  oral  contra- 
ceptive use,  they  found  that  women  who  had  taken 
pills  for  two  to  four  years  had  a breast  cancer  risk  1.9 
times  that  of  a matched  control  group.  This  increase 
was  not  present  for  other  durations  of  use.  Fasal  and 
Paffenbarger17  hypothesized  that  this  peak  risk  at 
two  to  four  years  of  use  suggests  that  oral  contra- 
ceptives might  accelerate  the  growth  rate  of  preex- 
isting breast  cancer.  This  idea  is  consistent  with  the 
concept  that  estrogen  treatment  may  cause  more 
rapid  growth  when  given  to  premenopausal  women 
who  have  been  diagnosed  with  breast  cancer.  It  is 
also  possible  that  women  who  discontinue  oral  con- 
traceptives after  two  to  four  years  have  underlying 
hormonal  abnormalities  that  predispose  them  to 
breast  cancer. 

According  to  Fasal  and  Paffenbarger,17  prior  be- 
nign breast  disease  also  increased  the  risk  of  breast 
cancer;  this  increase  was  exhibited  only  among 
long-term  users  of  oral  contraceptives.  Women  with 
a history  of  prior  biopsy  for  benign  breast  disease, 
who  had  taken  oral  contraceptives  for  six  or  more 
years,  were  found  to  have  a risk  of  breast  cancer  11 
times  as  great  as  their  matched  controls. 

The  relationship  of  oral  contraceptives  to  benign 
breast  disease  is  uncertain  at  present.  As  with  breast 
cancer,  the  six  case-control  epidemiologic  studies 
suggest  that  oral  contraceptives  do  not  increase  the 
risk  of  benign  breast  disease.14’17’20-23  In  fact,  several 
of  these  studies  indicate  that  the  risk  may  be  de- 
creased.14’17’20’22 However,  Janerich,  Glebatis,  and 
Dugan24  note  that  women  with  benign  breast  disease 
are  more  likely  to  be  advised  by  a physician  to  dis- 
continue pill  use.  This  could  influence  the  inter- 
pretation of  published  reports  on  oral  contraceptives 
and  benign  breast  disease.  These  data  suggest  that 
it  may  be  the  presence  of  benign  breast  disease  that 
influences  pill  use  and  not  the  duration  of  pill  use 
that  influences  the  risk  of  benign  breast  disease. 
Thus,  there  may  be  no  protective  effect.  Another 
bias  in  these  studies  could  be  that  breast  enlargement 
from  birth  control  pills  masks  some  benign  lesions. 
This  has  very  important  clinical  implications.  If  oral 
contraceptives  are  prescribed  with  the  idea  that  they 
may  help  to  prevent  benign  disease,  it  is  possible  that 
they  may  be  doing  more  harm  than  good.  In  sum- 


TABLE  1 1 . Endometrial  cancer  cases  and  incidence  rate 
for  New  York  State,  exclusive  of  New  York  City,  1960 
to  1974,  as  compared  to  estrogen  sales  in  the  United 
States 


Year 


^-Endometrial  Cancer^ 

Incidence 
Upstate  Rate  per 
New  York  100,000 
Number  Women 


, Estrogen  Sales — , 

Rate  per 
U.S.  Woman 

Wholesale  Age  45 

Dollars  to  64 

(million)  Years 


1960 

749 

15.49 

1961 

777 

15.81 

1962 

848 

16.98 

15.422 

0.81 

1963 

791 

15.56 

18.427 

0.95 

1964 

807 

15.65 

21.009 

1.06 

1965 

893 

16.90 

25.583 

1.28 

1966 

962 

17.90 

34.700 

1.70 

1967 

1030 

18.82 

40.226 

1.93 

1968 

900 

16.21 

44.699 

2.11 

1969 

979 

17.30 

46.519 

2.16 

1970 

957 

16.64 

50.489 

2.31 

1971 

1057 

17.99 

57.619 

2.60 

1972 

1130 

18.76 

64.423 

2.88 

1973 

1423 

23.38 

69.832 

3.11 

1974 

1594 

25.95 

77.083 

3.41 

1975 

82.777 

3.64 

mary,  it  is  our  opinion  that  we  do  not  have  enough 
information  to  make  a judgment  about  the  possible 
carcinogenic  risk  of  birth  control  pills. 

Cancer  after  menopausal  estrogens 

Women  in  New  York  State  have  experienced  a 
rising  incidence  of  endometrial  cancer  in  recent  years. 
The  New  York  State  Cancer  Registry  shows  an  age- 
adjusted  rate*  of  15.49  per  100,000  women  for  Up- 
state New  York  in  1960,  compared  with  a rate  of 
25.95  in  1974.  Thus,  the  incidence  rate  increased  by 
68  percent.  Most  of  this  increase  occurred  during 
the  last  five  years. 

The  rapid  rise  in  endometrial  cancer  since  1970 
followed  a major  increase  in  the  frequency  of  meno- 
pausal estrogen  use,  beginning  at  least  10  years  ear- 
lier. Using  the  wholesale  value  of  estrogens  shipped 
for  domestic  use,  excluding  oral  contraceptives,1  we 
calculated  the  trend  in  frequency  of  estrogen  use  by 
U.S.  women.  For  the  purpose  of  calculating  rates, 
we  used  the  female  population  in  the  45  to  64  age 
group  as  a denominator.  We  also  assumed  that  all 
women  using  est  rogens  take  them  for  three  of  every 
four  weeks  throughout  the  year.  These  assumptions 
were  necessary  because  of  incomplete  data  about 
estrogen  users.  Inflation  would  have  only  a small 
effect  on  this  calculation,  since  the  unit  price  of  es- 
trogens rose  only  by  about  25  percent  during  this 
period;  postmenopausal  estrogen  use  rose  by  more 
than  400  percent.  Table  II  compares  the  trend  of 
endometrial  cancer  incidence  in  Upstate  New  York 
to  the  trend  of  estrogen  sales  in  the  United  States. 

Epidemiologic  case-control  studies  are  one  of  the 
best  means  we  have  for  identifying  associations  be- 

* Adjusted  to  the  1970  U.S.  population. 
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tween  specific  diseases  and  prior  drug  usage.  These 
studies  entail  interviewing  patients  and  a carefully 
matched  control  group  for  drug-use  history.  Three 
such  studies  have  been  published  concerning  the 
association  of  endometrial  cancer  and  estrogen  in- 
take.25-7 Results  from  these  studies  are  in  close 
agreement,  showing  a strong  positive  association 
between  estrogen  use  and  endometrial  cancer.  In 
these  three  epidemiologic  studies,  the  investigators 
estimated  that  the  risk  of  endometrial  cancer  was  4.5 
to  8 times  higher  among  women  who  used  estrogens 
than  among  nonusers.  This  association  is 
strengthened  bv  the  report  of  Mack  et  al.27  which 
indicated  that  women  taking  estrogens  for  five  years 
or  more  had  a higher  risk  of  cancer  than  did  those 
taking  estrogens  for  a shorter  period  of  time.  The 
lowest  risk  was  observed  among  women  who  took  the 
drug  for  less  than  one  year. 

Several  disease  conditions  are  known  to  be  asso- 
ciated with  high  estrogen  levels.  These  conditions 
are  also  related  to  endometrial  cancer;  this  provides 
support  for  the  idea  that  the  association  between 
estrogen  use  and  these  malignant  conditions  is 
causative.  Thus,  patients  with  polycystic  ovaries, 
which  lead  to  both  high  estrone  and  high  androgen 
levels,  have  been  noted  to  have  a high  risk  of  endo- 
metrial cancer.28  Estrogen-secreting  ovarian  tumors 
have  also  been  found  to  be  associated  with  these 
malignant  conditions.29  In  addition,  breast  cancer 
patients  who  are  initially  treated  with  hormones  are 
reported  to  have  a two-  to  threefold  higher  risk  of 
developing  a second  primary  cancer  of  the  endome- 
trium than  do  breast  cancer  patients  who  do  not  re- 
ceive hormonal  therapy.30 

This  information  taken  together  makes  a con- 
vincing case  that  estrogen  use  is  likely  to  produce  a 
substantial  increase  in  the  risk  of  endometrial  cancer. 
Nevertheless,  there  remain  some  apparent  para- 
doxes. During  the  1960  to  1974  period  when  the 
endometrial  cancer  incidence  was  rising  in  New  York 
State,  the  death  rate  fell  by  about  25  percent. 
Furthermore,  even  before  the  widespread  use  of  es- 
trogens, most  endometrial  cancers  occurred  in 
postmenopausal  women,  at  a time  when  estrogen 
levels  were  presumably  low  . 

In  addition,  several  concerns  have  been  raised 
about  these  studies  of  endometrial  cancer  to  date. 
The  control  group  in  the  report  by  Smith  et  al.25 
consisted  largely  of  patients  with  cervical  cancer. 
Since  endometrial  cancer  tends  to  affect  women  of 
middle  or  upper  socioeconomic  status  and  cervical 
cancer  tends  to  affect  women  of  lower  socioeconomic 
status,  a spurious  result  might  be  suspected  if  middle 
or  upper  socioeconomic  status  women  more  fre- 
quently used  estrogens.  However,  controls  in  the 
other  two  epidemiologic  studies  were  matched  on 
socioeconomic  status  with  virtually  identical  re- 
sults.26-27 Pathologic  diagnoses  were  not  verified 
independently  by  a research  pathologist  in  any  of  the 
studies.  This  could  lead  to  questions  of  a trend  in 


pathologic  diagnoses,  such  as  hyperplasia  with  atypia 
more  frequently  being  called  cancer,  affecting  study 
results.  Trends  in  cancer  incidence  also  could  be 
affected  by  better  reporting  in  recent  years.  An  in- 
creasing frequency  of  hysterectomy,  on  the  other 
hand,  would  lessen  our  ability  to  detect  a risk  from 
exogenous  estrogens,  should  one  be  present.  These 
questions  indicate  a need  for  continued  study. 

Breast  cancer  as  well  as  endometrial  cancer  may 
follow  menopausal  estrogen  use,  according  to  a recent 
report  by  Hoover  et  al.19  These  investigators  studied 
1,891  women  from  one  physician’s  practice  who  were 
treated  for  menopausal  complications  with  conju- 
gated estrogens.  Patients  were  followed  for  a mean 
period  of  12  years.  The  largest  increased  risk  of 
developing  breast  cancer  was  observed  16  or  more 
years  after  the  initiation  of  treatment.  The  number 
of  breast  cancers  observed  was  twice  the  number 
expected.  This  study  result  is  yet  to  be  verified  by 
other  investigators. 

Conclusion 

It  appears  likely  that  exogenous  estrogens,  whether 
natural  or  synthetic,  are  likely  to  increase  the  risk  of 
human  cancer  in  the  target  organs  of  these  drugs. 
Susceptibility  to  this  cancer  risk  may  be  present  at 
all  ages.  This  evidence  of  cancer  risk  would  seem,  in 
many  instances,  to  outweigh  the  benefits  of  routine 
and  continuous  use  of  these  drugs.  In  our  opinion, 
women  taking  estrogens  should  have  frequent  pelvic 
cancer-screening  examinations,  and  should  be  ex- 
amined immediately  if  abnormal  bleeding  develops. 
One  must  recognize  that  the  Pap  (Papanicolaou) 
smear  is  not  an  adequate  screening  tool  for  endo- 
metrial cancer.  The  Pap  test  results  are  negative  for 
40  to  60  percent  of  women  with  adenocarcinoma  of 
the  uterus.  Patients  at  high  risk  or  with  a suspicious 
history  must  have  not  only  a pelvic  examination  and 
Pap  smear,  but  also  should  be  further  investigated 
with  either  an  endometrial  biopsy,  utilizing  one  of  the 
various  types  of  endometrial  curettes,  or  the  Gravelee 
jetwash,  Vabra  aspirator,  or  other  commercially 
available  suction  curettes,  which  allow  an  evaluation 
of  the  endometrial  cavity.  Physicians  should  es- 
tablish their  own  office  routines  for  sampling  the 
endometrial  cavity.  Any  one  of  the  various  tech- 
niques mentioned  may  be  used  accurately.  However, 
if  none  of  these  gives  a satisfactory  answer,  particu- 
larly if  one  does  not  feel  that  the  sampling  of  the 
endometrial  cavity  was  adequate,  then  a dilatation 
and  fractional  curettage  must  be  done,  under  either 
local  or  general  anesthesia.  If  we  are  going  to  detect 
the  women  at  high  risk  and  increase  our  cures  in  en- 
dometrial cancer,  we  must  develop  a screening  test 
and  diagnostic  procedures  that  can  be  readily  applied 
to  the  majority  of  women,  perhaps  similar  to  and  as 
applicable  as  the  Pap  test. 
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noted. 

“The  need  for  certain  drugs  as  preventive  therapy  was 
illustrated  in  the  malaria  outbreak  in  Nigeria  when  at  least 
ten  of  the  people  attending  the  festival  developed  malaria.” 
In  New  York  City  in  1976,  there  were  47  cases  of  malaria, 
and  the  number  of  yearly  cases  has  been  on  the  rise  in  the 
last  five  years.  John  S.  Marr,  M.D.,  suggests  that  chloro- 
quine  should  be  taken  as  a guard  against  malaria  when 
traveling  to  areas  of  the  world  where  malaria  is  known  to 
exist. 

For  further  information  on  immunizations,  call  the  New 
York  City  Health  Department  at  (212)  566-7132,  or  the 
United  States  Public  Health  Service  at  (212)  620-3779. 
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An  anamnestic  retrospective  study  of  22  patients 
with  sickle  cell  disease  showed  that  in  50  percent  of 
the  patients  the  onset  of  painful  crises  was  preceded 
by  severe  depressive  effects  and  responses  to  different 
types  of  losses.  One  half  of  these  patients  were 
chronically  depressed  and  had  more  frequent  crises 
and  other  complications  of  sickle  cell  disease  than 
during  periods  when  they  felt  relatively  content. 
The  other  half  of  the  depressed  patients  had  the  crisis 
onset  following  an  acute  effective  change,  that  is, 
toward  depression.  In  the  nondepressed  patients  we 
found  denial,  a very  frequent  mechanism  of  defense. 
Of  11  of  our  nondepressed  patients,  8 used  massive 
denial.  In  these  eight,  we  found  that  seven  had  many 
fewer  crises  than  the  group  of  depressed  patients  who 
did  not  use  denial  in  a major  way. 
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Sickle  cell  disease  is  a hereditary  hemoglobi- 
nopathy which  now  afflicts  an  estimated  50,000  black 
persons  in  North  America.  The  presence  of  hemo- 
globin S in  the  erythrocytes  leads  to  sickling  of  the 
cells  under  certain  changes  in  their  physical  envi- 
ronment. The  sickling  eventually  leads  to  throm- 
bosis and  infarction  of  the  small  vessels  and  to  the 
so-called  painful  crises.  The  quality  of  life  of  these 
patients  is  impaired  owing  to  numerous  manifesta- 
tions of  the  disease;  most  of  the  patients  are  chroni- 
cally sick,  and  there  is  a decrease  in  their  life  span.1 
Patients  with  sickle  cell  disease  are  prone  to  develop 
several  types  of  crises:  aplastic,  hemolytic,  and  so 
forth.  However,  the  most  frequent  crisis  and  the 
only  one  dealt  with  in  this  report  is  the  painful  one: 
the  vasculo-occlusive  infarctive  crisis.2 

To  the  best  of  our  knowledge  there  has  been  no 
systematic  investigation  of  psychosocial  factors 
surrounding  the  onset  of  the  painful  crisis. 

We  interviewed  22  consecutive  patients  hospital- 
ized for  painful  crises  at  the  Kings  County  Hospital 
Center  from  November,  1973,  to  April,  1975. 

Patient  population  and  methods 

There  were  14  men  and  8 women,  whose  ages 
ranged  from  16  to  35  years.  The  mean  age  was  24.8 
years. 

As  to  the  type  of  hemoglobinopathy,  most  of  our 

* Presented  in  part  at  the  Annual  Meeting  of  the  American 
Psvchomatic  Society,  Pittsburgh,  Pennsylvania,  March  27, 
1976. 


patients,  19,  had  S-S  disease.  Two  patients  had 
S-thalassemia,  one  had  S-Harlem  disease  (types  of 
abnormal  hemoglobin  found  in  sickle  cell  anemia). 
The  range  of  the  severity  of  the  disease  varied  greatly 
in  our  patient  population;  some  had  few  painful  crises 
during  their  lives,  while  others  had  many.  We  ex- 
cluded patients  only  for  three  reasons:  language 

barrier,  early  discharge  from  the  hospital,  or  refusal 
to  be  interviewed.  The  first  18  patients  had  painful 
crises  without  any  evidence  of  another  physical  ill- 
ness. Of  the  last  four  patients,  two  had  another 
physical  illness  also,  and  the  other  two  were  pregnant. 
The  diagnosis  of  painful  crisis  was  based  on  the 
presenting  subjective  finding,  pain,  and  on  objective 
findings,  such  as  a fever  of  101  to  103°F.  and  an  in- 
crease in  leukocytosis  beyond  its  previous  level  which 
would  drop  significantly  toward  the  time  of  discharge 
of  the  patient. 

The  patients  were  interviewed  after  having  signed 
a written  consent.  The  author’s  open-ended  inter- 
views lasted  from  30  to  70  minutes  and  were  tape- 
recorded.  On  completion  of  the  interviews,  the  pa- 
tients were  given  the  Zuckerman  self-rating  mood 
adjective  check  list3  modified  by  us.  The  adjectives 
were  descriptive  of  the  following  moods:  sadness, 
loneliness,  guilt,  hopelessness,  helplessness,  anger, 
anxiety,  and  elation.  Every  adjective  had  4 grada- 
tions. The  patients  were  asked  to  mark  down  the 
way  they  felt  at  that  particular  moment. 

On  completion  of  the  interviews  the  two  investi- 
gators listened  independently  twice  to  the  tape  re- 
cordings and  made  extensive  transcriptions.  Each 
investigator  was  impressed  independently  by  the 
recurrence  of  certain  psychological  data.  Common 
criteria  were  established  for  rating  the  affects  that 
emerged  from  the  interviews. 

Results 

One  half  of  the  patients,  11,  had  painful  crises 
which  occurred  following  life  events,  to  which  they 
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responded  by  intense  dysphoric  affects.  These  af- 
fects were  identified  as  depressive  ones,  such  as 
sadness,  guilt,  hopelessness,  and  helplessness.  The 
last  two  affects,  classified  by  us  according  to 
Schmale’s4  definition,  were  experienced  by  six  pa- 
tients, 27  percent,  for  a few  weeks  prior  to  the  onset 
of  the  crises.  Five  other  patients,  23  per  cent,  were 
chronically  depressed,  with  a time  range  from  five 
months  to  three  years,  during  which  periods  they  had 
more  frequent  crises  and  more  frequent  other  com- 
plications of  sickle  cell  disease,  such  as  pneumonia, 
than  they  had  experienced  before  the  onset  of  de- 
pression. When  feeling  relatively  content,  these 
patients  had  one  to  three  crises  per  year.  However, 
during  periods  of  depression,  they  had  five  to  ten 
crises  a year  and  many  other  complications.  One 
patient  had  two  episodes  of  chronic  depression,  14 
years  apart,  and  experienced  both  times  more  fre- 
quent crises  and  more  complications  of  sickle  cell 
disease. 

Three  patients  in  the  depressed  group  could  re- 
member past,  stressful,  life  events  to  which  they 
reacted  with  depressive  affects,  followed  by  painful 
crises.  Of  the  depressive  affects,  helplessness  was 
the  most  common  one,  present  in  seven  patients. 
Hopelessness  was  prevalent  only  in  two  cases.  In  two 
other  cases  there  were  mixed  affects,  for  example, 
guilt  and  helplessness  or  anger  and  helplessness.  In 
five  patients,  23  percent  of  the  entire  group  or  46 
percent  of  the  depressed  group,  we  identified  the 
giving  up-given  up  complex,  as  described  by 
Schmaie5  and  Engel.6  The  feelings  of  helplessness 
and  hopelessness  were  experienced  more  intensely 
by  those  patients  who  had  had  these  feelings  many 
times  before,  whether  due  to  episodes  of  severe 
sickness,  to  many  hospitalizations,  or  prolonged  de- 
pendency on  family  members.  The  depressive  af- 
fects preceding  crises  were  experienced  in  relation  to 
many  types  of  losses. 

We  shall  now  separately  examine  the  group  of  male 
patients  and  of  female  patients. 

Male  group 

Of  the  14  men,  ranging  in  age  from  17  to  35  years, 
3 were  attending  school,  either  high  school  or  college. 
The  majority  were  unskilled  and  semiskilled  laborers. 
Eight  men,  57  per  cent,  were  depressed.  All  of  these 
were  unskilled  or  semiskilled  laborers,  except  for  one 
high  school  student.  Seven  of  the  eight  depressed 
males  had  reacted  to  employment  problems:  three 
patients  had  lost,  shortly  before  the  crisis  onset,  a 
well-paid,  rewarding  job,  which  each  had  had  for 
years;  four  others  could  not  find  any  suitable  job. 
Two  of  the  depressed  male  patients  had  additional 
other  losses.  The  eighth  depressed  patient  reacted 
to  the  threatened  loss  of  his  mother,  who  was  severely 
ill.  These  data  show  that  in  men  the  most  important 
single  psychosocial  factor,  found  in  association  with 
the  onset  of  painful  crises,  was  a problem  related  to 
employment,  followed  by  depressive  affects.  In  most 


chronically  depressed  males  we  noticed  a vicious 
cycle  which  deepened  the  depression:  job  problem, 
leading  to  depression,  to  painful  crisis,  to  increased 
job  problems,  to  deeper  depression,  to  an  increased 
number  of  painful  crises. 

Summaries  of  two  illustrative  cases  follow. 

Case  Reports 

Case  1.  A 27-year-old  single  man  was  very  sick  as  a 
child  and  had  numerous  hospitalizations  for  sickle  cell 
disease.  In  his  childhood  he  experienced  the  feelings  of 
hopelessness  and  helplessness  many  times.  When  the 
patient  was  nine  years  old,  he  had  a dislocation  of  a hip  and 
was  an  invalid  for  one  year.  He  said  about  that  period  of 
his  life:  “Everyone  tried  to  make  me  feel  like  an  invalid.” 
Later  on  he  had  to  stay  in  bed  for  weeks,  due  to  severe 
painful  crises.  He  related:  “I  couldn’t  move,  my  mother 
had  to  carry  me  in  her  arms  to  the  toilet  or  to  the  car  to  go 
to  the  doctor.  Every  member  of  the  family  had  to  serve 
me.  I had  to  call  someone  even  for  a glass  of  water.  I 
didn’t  like  it  at  all.  I wanted  to  be  normal,  to  do  things  for 
myself.” 

This  patient  was  an  unskilled  worker  and  had  many  jobs 
in  his  life  but  lost  them  because  he  got  sick.  When  he  was 
able  to  hold  a job,  he  was  happy  and  content  and  used  to 
have  only  one  or  two  crises  a year.  For  the  last  three  years 
he  had  no  steady  job;  he  felt  depressed,  helpless,  and 
hopeless.  During  these  last  three  years  he  had  five  to  six 
crises  a year.  When  asked  how  he  felt  about  his  future,  he 
answered:  “I  am  getting  depressed  when  I think  about  the 
future.  The  future  looks  pretty  dull.  Any  time  that  I try 
to  plan,  I get  sick  and  therefore  I feel  hopeless.  I see  no 
way  of  getting  a car,  take  trips,  or  having  enough  money. 
As  each  year  goes  by,  each  year  on  my  birthday,  it  is 
rougher  on  me,  I am  now  27.  Other  people  have  accom- 
plished something  at  27;  but  I didn’t  accomplish  anything. 
I get  more  and  more  depressed.” 

He  made  the  connection  between  his  “worrying”  and  the 
onset  of  a crisis:  “I  start  worrying  for  a long  time  and  then 
I start  to  feel  a pain,  and  if  I keep  worrying,  the  pain  in- 
creases.” The  interviewer  asked  the  patient  how  long  he 
had  “worried”  before  the  last  crisis.  He  answered:  “One 
week  before  this  crisis  I planned  looking  for  a job  again.  So 
I went  to  different  places.  I look  into  the  News  and  no 
jobs.  Things  like  that  worry  me.  I am  fighting  to  win,  but 
all  the  time  I am  a loser  because  of  my  health.  I am 
fighting  a losing  battle.  You  start  thinking:  Should  you 
try  or  give  up  completely?  This  is  the  way  I was  thinking.” 
While  experiencing  these  intense  depressive  affects,  he 
developed  a painful  crisis,  and  had  to  be  hospitalized. 


Case  2.  An  18-year-old  tenth  grade  high  school  student 
was  very  sick  with  S-S  disease  in  his  childhood.  He  re- 
called two  accidents,  similar  to  each  other,  that  had  hap- 
pened to  his  grandmother.  The  patient  was  very  close  to 
his  grandmother;  he  used  to  spend  much  time  at  her  house. 
When  he  was  13  years  old,  his  grandmother  fell  and  injured 
her  leg.  The  patient  stayed  with  her  a whole  night  in  the 
emergency  room.  He  “worried”  about  her  health;  the  next 
day  he  developed  a sickle  cell  crisis  and  had  to  be  hospi- 
talized. The  patient  described  a similar  incident  which 
occurred  one  year  prior  to  this  last  crisis.  His  grandmother 
was  hit  by  a car  and  the  same  leg  was  injured.  He  de- 
scribed the  incident:  “I  can  get  a crisis  seeing  something 
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happening.  When  I saw  my  grandmother  on  a stretcher, 
it  was  like  seeing  your  own  mother  dying.  I felt  sad.  I saw 
my  grandmother  crying  in  pain,  and  after  two  hours  I, 
myself,  had  pains,  and  I was  on  a stretcher.  I had  to  be 
hospitalized  for  two  weeks.” 

Female  group 

Three  women  out  of  eight  were  depressed,  for  an 
incidence  of  37  percent.  Frustrating  life  events 
which  occurred  prior  to  the  painful  crises  were  loss 
of  pregnancy,  one  patient,  rejection  by  father  in  the 
second  patient,  and  multiple  losses  involving  in- 
ability to  get  a job,  rejection  by  her  mother,  and  loss 
of  a highly  valued  graduation  ring  in  the  third 
woman.  Thus,  in  the  female  group  employment 
problems  did  not  seem  to  represent  a major  source 
of  dysphoric  affects. 

Case  3.  A 23-year-old  single  childless  woman  had  her 
third  miscarriage  before  the  onset  of  the  crisis.  She  had 
been  a sickly  child  because  of  S-S  disease  with  many  hos- 
pitalizations in  the  past;  she  had  been  overprotected  by  her 
mother.  At  age  18  she  came  to  New  York  and  stayed  with 
a relative.  The  patient  wanted  a child  desperately,  saying: 
“The  child  is  yours.  You  love  him  and  nobody  can  take 
him  away  from  you.”  When  the  interviewer  asked  how  she 
felt  after  the  third  miscarriage,  she  answered:  “I  am  ready 
to  give  up.  I am  ready  to  give  up  hope  to  have  a child. 
This  means  to  give  up  a lot.  When  I thought  about  it  I felt 
bad,  depressed.  I felt  empty,  barren,  alone,  sorry  for  my- 
self. It  bothered  me  that  I couldn’t  hold  a child.  I want 
my  child,  my  own  flesh  and  blood.  I better  give  up  my  boy 
friend.  I wouldn’t  marry  if  I couldn’t  have  a child.  It 
means  that  I am  not  a whole  woman.  I shouldn’t  marry.” 
While  experiencing  these  intense  feelings  of  giving  up-given 
up,  she  developed  the  painful  sickle  cell  crisis  (Fig.  1). 

We  also  scrutinized  the  transcribed  tape  record- 
ings in  regard  to  the  defense  mechanisms  used  by  our 
patients  and  found  the  use  of  denial  the  most  com- 
mon one  in  the  group  of  nondepressed  patients.  In 
this  group  we  identified  eight  patients  using  massive 
denial.  Seven  of  these,  as  illustrated  by  the  next  case 
report,  had  fewer  painful  crises  during  their  lives 
when  compared  with  the  group  of  patients  who  ex- 
perienced depressive  affects  and  used  much  less  de- 
nial. 

Case  4.  A 32-year-old  single  man  lived  alone;  he  was 
chronically  unemployed  for  the  last  five  years.  He  was  an 
unskilled  worker  having  had  numerous  jobs  in  the  past. 
Nine  years  prior  to  this  crisis,  he  had  had  a prolonged 
hospitalization  due  to  osteomyelitis.  For  the  last  four 
years  he  was  hospitalized  once  or  twice  a year  with  a sickle 
cell  crisis.  His  brother,  who  also  had  sickle  cell  disease, 
died  two  years  prior  to  the  interview.  When  he  was  asked 
how  he  felt  about  his  brother’s  death,  he  answered: 
“Really,  it  did  not  bother  me  too  much,  but  something  I can 
sav:  I don’t  let  anything  bother  me,  I don’t  let  things  worry 
me.”  Asked  if  he  had  a steady  girl  friend,  he  replied:  “I 
don’t  have,  I am  sick.  When  she  finds  out  that  I am  sick, 
she  is  gone.  If  you  get  a girl  friend,  and  you  lose  her,  why 
would  you  worry  about  her?  She  is  gone.  Try  to  find  an- 
other one.  I try  not  to  get  too  much  involved.”  When  the 
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FIGURE  1 . Marked  difference  between  depressed  men  and 
women  in  regard  to  main  stress  preceding  crisis.  Most 
common  stress  in  men,  87  percent,  was  employment 
problem;  such  a problem  present  in  only  one,  33  percent, 
of  three  depressed  women.  Other  psychosocial  stresses 
more  common  in  women,  including  woman  in  whom  unem- 
ployment also  one  of  factors. 


interviewer  asked  the  patient  if  it  hurts  losing  a girl  friend, 
he  replied:  “Hurt  me?  No.”  When  asked  what  types  of 
things  would  bother  him  and  what  would  he  worry  about, 
he  answered:  “Nothing,  really.  When  things  go  wrong, 
I just  forget,  I overlook.  I try  something  new.  I don’t  feel 
depressed.  I don’t  feel  that  life  is  so  bad.” 

Comment 

Our  data  show  that  depressive  effects  seem  to  be 
an  important  factor  contributing  to  the  onset  of 
painful  crises.  We  conceptualize  the  relationship 
between  life  events,  depressive  affects  and  sickle  cell 
crises  along  the  lines  postulated  by  Schmale4,5  and 
Engel,6  biologic  changes  being  associated  with  the 
giving  up-given  up  complex,  which  may  contribute 
to  the  onset  of  the  physical  illness  through  biologic 
interaction.  In  sickle  cell  disease,  we  hypothesize 
that  unknown  biochemical  changes  accompanying 
the  depressive  affect  provide  an  environment  for  the 
erythrocytes  containing  S-S  hemoglobin  conducive 
to  massive  sickling  and  the  onset  of  painful  crises. 

As  to  the  use  of  denial  in  our  patients,  this  defense 
mechanism  is  used  extensively  in  other  chronic  ill- 
nesses, such  as  in  patients  with  end-stage  kidney 
disease  who  are  on  maintenance  hemodialysis.7’8 
This  also  has  been  reported  in  patients  with  acute 
severe  illnesses,  for  example,  in  patients  with  myo- 
cardial infarction.9-11  In  both  situations  denial  has 
been  described  as  being  mainly  a useful  mechanism 
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of  defense,  helping  the  patients  to  cope  better  with 
the  illness  and  its  management.  The  same  seems  to 
pertain  to  our  patients.  Denial  protects  sickle  cell 
patients  to  some  extent  against  experiencing  de- 
pressive affects  and  thus  seems  to  protect  them 
against  the  onset  of  painful  crises  in  a significant 
number  of  instances. 

Summary 

Our  data  show  that  depressive  affects  might  be  an 
important  factor  contributing  to  the  onset  of  painful 
crises  and  that  the  use  of  massive  denial  might  be  a 
protective  device  against  frequent  crises  and  other 
complications  of  sickle  cell  disease.  Additional 
studies  are  needed  to  investigate  the  roles  of  de- 
pression and  of  denial  in  relation  to  the  onset  of 
painful  crises. 
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Stroke  in  the  geriatric  patient 

For  reasons  which  he  clearly  states,  the  author’s  attitude 
toward  managing  stroke  in  the  elderly  tends  to  be  conser- 
vative, but  he  cautions  against  rigorous  preconceived  no- 
tions or  making  hard  predictions  about  stroke  patients, 
because  anything  is  possible.  Complex  and  arduous  di- 
agnostic procedures  should  not  be  routinely  undertaken 
in  all  patients.  The  author  suggests  also  that  a stroke 
patient  shouldn’t  be  abandoned  because  one  feels  little  can 
be  done  medically.  Since  opportunities  for  surgery  or 
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chemotherapy  are  limited  in  geriatric  patients  due  to  col- 
lateral disease,  management  is  usually  oriented  toward 
minimizing  or  preventing  lung,  heart,  and  other  compli- 
cations. By  and  large,  the  treatment  of  stroke  in  the  el- 
derly, and  of  its  possible  precursor,  the  transient  ischemic 
attack  (TIA),  is  likely  to  be  the  responsibility  of  the  pri- 
mary physician  rather  than  the  neurologic  specialist.  The 
author  defines  “completed  stroke”  and  “transient  ischemic 
attack”  and  reviews  diagnostic  technics,  medical  man- 
agement, and  the  risks  and  benefits  of  surgery.  Robbins, 
S.:  Hosp.  Prac.  1 1:  8:  33  (Aug.)  1976 
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For  the  past  ten  years,  permanent  and  temporary 
transvenous  cardiac  pacing  has  become  not  only  an 
accepted,  but  an  indispensable  and  many-pronged 
tool.  It  has  been  used  extensively  in  the  Adams- 
Stokes  syndrome  and  in  patients  experiencing 
symptomatic  bradyarrhythmias.  Recently,  electrical 
pacemakers  have  been  used  to  overcome  life- 
threatening  arrhythmias  refractory  to  pharmacologic 
approaches.1 

These  arryhthmias  can  be  precipitated  by  an  acute 
myocardial  infarction.  However,  the  electrocardi- 
ogram may  be  of  limited  value  in  the  diagnosis  of  the 
infarction  in  the  paced  heart  because  pacemaker 
rhythm  causes  distortion  of  the  normal  wave  forms. 
On  the  other  hand,  profound  T-wave  inversions  and 
ST-segment  depressions  can  occur  in  the  unpaced 
electrocardiogram  subsequent  to  ventricular  pacing, 
and  these  changes  can  simulate  an  acute  myocardial 
infarction.2’3  To  gain  additional  information  on  this 
phenomenon,  serial  electrocardiograms  were  ana- 
lyzed in  100  patients  prior  and  subsequent  to  the 
implantation  of  a permanent  transvenous  pace- 
maker. 

Material  and  Methods 

From  July,  1972,  to  June,  1975,  100  patients  re- 
quired the  implantation  of  a permanent  cardiac 
pacemaker.  Electrocardiograms  were  obtained  prior 
and  subsequent  to  the  pacemaker  insertion.  An 
analysis  of  these  electrocardiograms  revealed  that  47 
patients  demonstrated  constant  ventricular  pacing. 
Therefore,  the  unpaced  electrocardiogram  could  not 
he  evaluated  in  these  patients.  The  remaining  53 
patients  had  unpaced  electrocardiograms  following 
the  pacemaker  implantation.  This  permitted  an 


Serial  electrocardiograms  were  obtained  on  53  pa- 
tients before  and  after  permanent  pacemaker  im- 
plantation. Thirty-six  of  the  53  patients  showed 
T-wave  inversions  on  unpaced  electrocardiograms 
after  implantation.  The  changes  were  seen  in  leads 
II.  Ill , and  aVfin  13 patients;  in  leads  /,  aV7,  V4  to  V6 
in  8 patients  and  in  both  locations  in  15  patients. 
Twenty-six  of  the  36  patients  showed  the  electro- 
cardiographic changes  within  the  first  postoperative 
week.  The  genesis  of  these  pacemaker-induced 
electrocardiographic  changes  is  obscure. 


analysis  of  the  location  and  frequency  of  the  pace- 
maker-induced T-wave  inversions.  Of  the  53  pa- 
tients, 31  were  women  and  22  were  men.  Their  ages 
ranged  from  26  to  96  years,  a mean  of  72.5  years.  All 
were  paced  from  the  right  ventricular  endocardium 
by  transvenous  electrode  wires. 

SGOT  (serum  glutamic  oxaloacetic  transaminase), 
CPK  (creatinine  phosphokinase),  and  LDH  (lactic 
acid  dehydrogenase)  determinations  were  obtained 
in  all  patients  for  a three-  to  five-day  period  when  the 
T-wave  abnormalities  were  observed. 

Results 

Thirty-six  of  the  53  patients,  67.9  per  cent,  showed 
T-wave  inversions  in  the  unpaced  electrocardiogram 
subsequent  to  pacemaker  implantation.  These 
changes  were  limited  to  leads  II,  III,  and  aVf  in  13  of 
the  36  patients  (Fig.  1A).  T-wave  inversions  in  leads 
I,  a VI,  and  V4  to  Ve  were  seen  in  an  additional  eight 
patients  (Fig.  IB).  The  remaining  15  patients  had 
T-wave  inversions  in  both  locations  (Fig.  1C).  Of  the 
15  patients  with  combination  T-wave  changes,  8 
initially  showed  only  changes  in  leads  II,  III,  and  aVf, 
followed  by  the  precordial  leads.  Seven  showed  both 
locations  at  the  same  time,  and  only  one  showed  the 
precordial  changes  first. 

Fifteen  patients  showed  the  T-wave  changes 
within  the  first  24  hours,  11  within  the  first  week,  5 
within  two  weeks,  3 within  three  weeks,  and  2 within 
four  weeks.  These  alterations  were  not  accompanied 
by  changes  in  the  QRS  complex.  Several  electro- 
cardiograms showed  a persistence  of  these  T-wave 
changes.  However,  two  patients  initially  showed 
T-wave  inversions  after  the  pacemaker  implantation, 
but,  on  subsequent  electrocardiograms,  the  T-wave 
abnormalities  disappeared  (Fig.  2).  In  one  patient, 
the  electrocardiogram  reverted  to  normal  two  months 
after  the  pacemaker  implantation  and  four  months 
after  in  the  other  patient. 

These  changes  were  not  due  to  an  acute  myocardial 
infarction.  There  was  no  history  of  chest  pain  in  any 
patient,  and  the  SGOT,  CPK,  and  LDH  determina- 
tions did  not  support  this  diagnosis. 

Comment 

The  S-T  segment  depressions  and  the  T-wave  in- 
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versions  can  appear  as  early  as  the  first  24  hours,  or 
as  late  as  four  weeks  after  ventricular  pacing.  These 
alterations  are  not  accompanied  by  changes  in  the 
QRS  complexes.  Further,  these  S-T  and  T-wave 
changes  are  commonly  observed  in  subsequent  un- 
paced electrocardiograms.  In  our  present  study,  36 
of  53  patients,  or  67.9  percent,  showed  these  T-wave 
inversions  on  serial  electrocardiograms.  Chatterjee 
et  al.2  had  observed  similar  repolarization  changes 
in  29  of  31  patients  paced  primarily  for  heart  block. 
They  noted  that  these  changes  occurred  in  the 
post-paced  electrocardiograms  whether  the  rhythm 
was  supraventricular  or  idioventricular,  and  were 
independent  of  atrial  rate  and  QRS  duration.  Fur- 
thermore, the  degree  of  S-T  and  T change  was  related 
to  the  duration  of  pacing,  as  well  as  to  the  amount  of 
power  used  for  ventricular  pacing.  The  electrocar- 
diographic changes  were  observed  within  as  short  a 
period  as  10  minutes  of  pacing  with  high  voltage  at 
fast  rates.  The  duration  of  the  S-T  and  T changes 
depended  on  the  duration  of  pacing.  The  precise 
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FIGURE  1.  Electrocardiograms.  (A)  Taken  on  September 
12,  1975,  prior  to  pacemaker  implantation;  on  September 
14,  1975,  shows  pacemaker-induced  T-wave  inversions  in 
leads  II,  III,  and  aVf.  (B)  August  28,  1974,  prior  to  pacemaker 
implantation;  on  August  30,  1974,  shows  pacemaker-induced 
T-wave  inversions  in  leads  1,  aVI,  and  the  precordial  leads. 
(C)  November  15,  1975,  prior  to  pacemaker  implantation;  on 
November  20,  1975,  shows  pacemaker-induced  T-wave  in- 
versions in  leads  I,  III,  aVf,  and  the  precordial  leads. 


genesis  of  the  pacemaker-induced  electrocardio- 
graphic changes  is  obscure. 

Chatterjee  et  al.2  also  observed  that  the  site  of 
ventricular  stimulation  influenced  the  location  of  the 
electrocardiographic  alterations.  However,  all  our 
patients  had  an  endocardial  electrode  placed  in  the 
right  ventricular  apex.  Subsequently,  some  patients 
showed  T-wave  inversions  in  the  unpaced  electro- 
cardiogram, only  in  leads  II,  III,  and  aVf.  Other 
patients  showed  these  T-wave  changes  only  in  leads 
V4  to  Vg;  still  other  patients  showed  T-wave  inver- 
sions in  both  locations.  Thus,  the  catheter  position 
cannot  adequately  explain  the  electrocardiographic 
location  of  these  changes. 

Chatterjee  et  al.2  also  noted  that  S-T  and  T-wave 
changes  were  never  seen  in  paced  beats,  although  an 
unpaced  beat  in  the  same  lead  showed  conspicuous 
T-wave  changes.  This  is  consistent  with  our  expe- 
rience. 

These  authors2  also  observed  that  these  T-wave 
changes  could  disappear  after  chronic  pacing,  but 
this  could  take  months  to  years.  It  was  therefore  of 
interest  that  in  two  of  our  patients  the  unpaced 
electrocardiogram  reverted  to  normal  in  spite  of 
continual  ventricular  pacing.  This  was  a surprising 
finding  which  cannot  be  adequately  explained  by  our 
current  knowledge. 

These  ST-T-wave  changes  in  our  patients  were  not 
due  to  myocardial  infarction.  The  lack  of  enzyme 
changes  and  the  absence  of  QRS  changes  makes  this 
diagnosis  unlikely.  ST-T-wave  changes  can  occur 
in  recent  Stokes-Adams  attacks4  as  well  as  in  cere- 
brovascular accidents.5  However,  none  of  our  pa- 
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FIGURE  2.  Initial  electrocardiogram  on  July  1,  1975,  prior 
to  pacemaker  implantation.  The  second,  on  July  5,  1975, 
shows  pacemaker-induced  T-wave  inversions  in  leads  I,  aVI, 
and  V3  to  V6.  The  third,  on  September  3,  1975,  shows  dis- 
appearance of  T-wave  abnormalities  despite  normal  function 
of  permanent  pacemaker. 


tients  had  these  complications.  Diffuse  T-wave 
changes  can  be  seen  in  pericarditis.  The  absence  of 
symptoms,  and  the  universal  transvenous  approach 
to  the  pacemaker  insertion  in  our  patients,  does  not 
support  this  diagnosis. 

Injury  produced  bv  the  pacing  electrode  cannot 
adequately  explain  these  electrocardiographic 
changes.  Chatterjee  et  al.2  had  placed  temporary 
pacing  electrodes  in  the  right  ventricle  in  12  patients 
but  did  not  turn  on  the  pulse  generator.  No  elec- 
trocardiographic changes  were  observed.  However, 
when  the  pulse  generator  was  turned  on,  the  typical 
T-wave  changes  subsequently  appeared. 

Wasserburger  and  Corliss6  reported  that  func- 
tional T-wave  inversion  may  be  abolished  by  potas- 
sium therapy  but  persists  with  organic  changes. 
Potassium  has  been  administered  to  pacemaker  pa- 
tients to  evaluate  the  unpaced  electrocardiograms.2,6 


In  general,  no  change  is  observed  in  the  S-T  and  T- 
wave  abnormalities. 

It  is  unlikely  that  these  pacemaker-induced  elec- 
trocardiographic alterations  are  of  any  clinical  sig- 
nificance. However,  they  can  simulate  a recent 
subendocardial  myocardial  infarction  and  can  lead 
to  a prolonged  and  unnecessary  period  of  hospitali- 
zation. 

Summary 

It  is  now  recognized  that  right  ventricular  pacing 
can  produce  striking  T-wave  abnormalities  in  un- 
paced electrocardiograms  that  can  simulate  an  acute 
myocardial  infarction.  To  gain  additional  infor- 
mation on  this  phenomenon,  serial  electrocardio- 
grams were  analyzed  in  100  patients  prior  and  sub- 
sequent to  the  implantation  of  a permanent 
transvenous  pacemaker.  However,  only  53  patients 
could  be  finally  evaluated,  mainly  because  the  re- 
maining 47  demonstrated  constant  ventricular  pac- 
ing; 36  of  the  53  patients,  67.9  percent,  showed  T- 
wave  inversions  on  serial  electrocardiograms.  The 
changes  were  limited  to  leads  II,  III,  and  aVf  in  13  of 
the  36  patients.  T-wave  inversions  in  leads  I,  aVI, 
and  V4  to  Vfi  were  seen  in  8 of  the  36  patients;  the 
remaining  15  had  T-wave  inversions  in  both  loca- 
tions. Of  the  15  patients  with  combination  T-wave 
changes,  8 initially  showed  only  changes  in  leads  II, 
III,  and  aVf,  followed  by  the  precordial  leads.  Seven 
showed  both  locations  at  the  same  time,  and  only  one 
showed  the  precordial  changes  first.  Fifteen  patients 
showed  the  T-wave  changes  within  the  first  24  hours, 
11  within  the  first  week,  5 within  two  weeks,  3 within 
three  weeks,  and  2 within  four  weeks.  The  genesis 
of  these  pacemaker-induced  electrocardiographic 
changes  is  obscure. 
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After  the  common  eold,  gonorrhea  is  the  most 
common  communicable  disease  in  the  United  States. 
An  apparent  lack  of  immunity  to  gonorrhea  is  a major 
reason  why  the  disease  remains  endemic  in  human 
populations.1 

In  New  York  City,  however,  after  an  almost  five- 
fold increase  from  less  than  10,500  cases  in  1956  to 
48, (XX)  in  1973,  reported  cases  of  gonorrhea  remained 
at  48,000  through  1974  and  1975.  Moreover,  a study 
of  reported  cases  of  male  gonorrhea  in  four  health 
center  districts  showed  declines  ranging  from  16  to 
38  percent  from  1972  to  1975. 

A study  was  initiated  to  determine  the  extent  and 
significance  of  variations  in  New  York  City’s  30 
health  center  districts  from  1970  to  1975.  It  is  the 
purpose  of  this  study  to  summarize  the  results  ob- 
tained by  reporting  source,  sex,  age  groups,  and  area 
of  residence,  and  to  discuss  other  factors,  such  as 
population  changes  and  housing  destruction,  to  be 
considered  in  evaluating  the  data  for  trends.2 

Reporting  of  communicable  disease 

Surveillance  in  this  country  consists  largely  of  re- 
porting by  practitioners  whose  responsibilities  are 
defined  in  communicable  disease-reporting  laws  of 
each  state.  Physicians  agree  to  comply  with  these 
laws  in  accepting  a license  to  practice. 

Although  control  of  communicable  disease  is 
critically  dependent  on  receipt  of  data  on  the  oc- 
currence of  disease,  reporting  of  same  is  strikingly 
incomplete.  In  assessing  a new  system  of  morbidity 
reporting  in  Rhode  Island,  it  was  found  that  40  in- 
terested and  paid  ($100  each  per  year)  consultants 
reported  more  cases  in  each  of  the  fiscal  years  from 
1966  to  1969  than  all  the  physicians  in  Rhode  Island 
had  reported  in  each  of  the  previous  seven  fiscal 
years.3 

Of  an  estimated  3 million  cases  of  gonorrhea  in  the 


A study  was  initiated  to  determine  the  extent  and 
significance  of  variations  in  reporting  of  gonorrheal 
infection  in  New  York  City’s  30  health  center  districts 
from  1970  to  75.  The  analysis  of  the  reported  cases 
of  gonorrhea  during  this  time  is  made  difficult  by 
underreporting,  changes  in  population,  and  the  de- 
struction of  housing  that  occurred  during  these  years. 
An  evaluation  of  gonorrheal  morbidity  indicates  that 
a number  of  changes  have  occurred.  Private-physi- 
cian reporting  declined  from  22  to  7 percent.  During 
the  same  time  period,  department  of  health  clinics 
reporting  increased  from  60  to  69  percent  of  total 
incidence  of  gonorrhea. 


United  States  in  1975,  fewer  than  1 million  were  re- 
ported.4 


Reporting  sources 

Reporting  sources  are  divided  into  three  categories: 
health  department  clinics,  private  physicians,  and 
others.  Figure  1 shows  trends  in  the  reporting  of 
gonorrhea  from  each  of  these  sources. 

Health  department  clinics  reported  slightly  more 
than  22,000  cases  in  1970  and  about  33,000  in  1975, 
an  increase  of  nearly  50  percent. 
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FIGURE  1.  Gonorrhea  by  reporting  source,  New  York  City, 
calendar  years  1970  to  1975. 
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TABLE  I.  Reported  cases  of  gonorrhea,  20  to  24  age  group  in  four  health  center  districts,  New  York  City,  and 

United  States,  1970  to  1975 


Calendar  Year 

Central  Harlem 

East  Harlem 

Mott  Haven 

Morrisania 

New  York  City 

United  States 

1970 

1,153 

379 

464 

887 

12,029 

239,466 

1971 

1,332 

470 

489 

946 

12,207 

273,651 

1972 

1,636 

553 

551 

1,083 

13,350 

311,051 

1973 

1,119 

471 

414 

923 

14,604 

333,423 

1974 

1,262 

423 

400 

814 

14,644 

354,150 

1975 

1,053 

389 

341 

901 

14,339 

391,757 

Percentage  change 
1970-1972 

+41.9 

+45.9 

+18.8 

+ 22.1 

+ 11.0 

+ 29.9 

1972-1975 

-35.6 

-29.7 

-38.1 

-16.8 

+ 7.4 

+ 25.9 

1970-1975 

- 8.7 

+ 2.6 

-26.5 

+ 1.6 

+ 19.2 

+ 63.6 

TABLE  II.  Reported  cases  of  gonorrhea  by  sex,  New 


York  City, 

1970  to  1975 

rSex  Ratio-, 

^Number  of  Reported  Cases-, 

Fe- 

Calendar  Y ear 

Male 

Female 

Total 

Male  male 

1970 

30,595 

6,189 

36,784 

4.9  : 1 

1971 

30,607 

7,854 

38,461 

3.9  : 1 

1972 

29,894 

13,871 

43,765 

2.2  : 1 

1973 

30,403 

17,633 

48,036 

1.7  : 1 

1974 

31,804 

16,693 

48,497 

1.9  : 1 

1975 

31,910 

15,933 

47,843 

2.0  : 1 

Percentage  change 

1970-1975 

+4.3 

+ 157.4 

+30.1 

1974-1975 

+0.3 

- 4.6 

- 1.3 

Private  physicians  reported  about  8,200  cases  in 
1970  and  less  than  6,700  in  1975,  a decline  of  18  per- 
cent. 

Other  sources  reported  about  5,500  cases  in  1970 
and  just  under  8,100  in  1975,  an  increase  of  nearly  25 
percent. 

Since  1972,  there  has  been  a sustained  increase  in 
reported  cases  from  health  department  clinics  and 
a continuing  decrease  from  both  private  physicians 
and  other  sources. 

Reported  cases  by  age  groups 

Seventy-five  percent  of  male  gonorrhea  and  86 
percent  of  female  gonorrhea  reported  in  New  York 
City  occurred  in  the  15  to  29  age  groups.  An  analysis 
of  this  group  shows  widely  divergent  patterns 
throughout  the  30  health  center  districts. 

Example:  Percentage  change  in  reported  gonorrhea 
cases,  1970  to  1975  for  15  to  29  age  group 


Health  district 

Male 

Female 

New  York  City 

+ 1.4 

+ 186 

Bedford 

-44.1 

+ 172.6 

Flatbush 

+61.7 

+522.2 

Lower  east  side 

+ 0.2 

+ 14.7 

Lower  west  side 

+47.7 

+ 46.1 

Riverside 

+43.5 

+ 185.3 

A further  complication  arises  in  analyzing  gonor- 
rhea data  by  age  groups.  In  Table  I,  the  percentage 
change  from  1970  to  1975  in  reported  cases  for  age 
groups  20  to  24  is  compared  for  four  health  center 
districts,  New  York  City,  and  the  United  States. 
The  four  health  center  districts — Central  Harlem, 
East  Harlem,  Mott  Haven,  and  Morrisania — have 
had  declines  in  elementary  and  junior  high  school 
registration  from  1970  to  1975  of  31.8,  22.8,  28.8,  and 


20.3  percent,  respectively.  Each  has  had  extensive 
property  damage  and  changes  in  population  from 
1970  to  1975.  Although  the  20  to  24  age  group  for  the 
United  States  shows  a 63.6  percent  increase  from 
1970  to  1975  and  a 25.9  percent  increase  from  1972 
to  1975,  each  of  the  health  center  districts  shows  a 
marked  decrease  from  1972  to  1975,  ranging  from 
16.8  to  38.1  percent.  The  percentage  change  from 
1970  to  1975  and  from  1972  to  1975  for  New  York 
City  is  less  than  one  third  of  the  increase  for  the 
United  States.  Current  population  figures  by  age 
group/health  center  districts  are  not  available.  It  is 
therefore  difficult  to  determine  to  what  degree  the 
decrease  from  1972  to  1975  is  due  to  a trend,  to  un- 
derreporting, or  to  a sizable  loss  of  the  20  to  24  age 
group. 

Reported  cases  by  sex 

There  was  an  increase  of  1 1,059  cases  from  1970  to 
1975;  of  this  increase,  9,744  were  reported  cases  of 
female  gonorrhea.  Table  II  shows  gonorrhea  inci- 
dence by  the  sex  of  the  patient.  The  gonorrhea 
male-to-female  ratio  went  from  almost  5:1  in  1970, 
to  2:1  in  1975.  This  change  shows  the  impact  of 
gonorrhea  casefinding  programs  of  screening  large 
numbers  of  asymptomatic  females  in  high-risk 
groups  of  the  population.  For  the  15-  to  19-year  age 
group,  the  ratio  went  from  almost  3:1  in  1970  to  less 
than  1:1  in  1975. 

When  gonorrhea  incidence  by  sex  is  broken  down 
further  by  reporting  sources,  there  are  sharp  differ- 
ences in  trends  (Fig.  2). 

Male  and  female  gonorrhea  cases  by  reporting 
source  are  documented  in  Table  III. 

Male.  Health  department  clinic  male  cases  in- 
creased over  25  percent,  from  about  19,000  in  1970 
to  nearly  25,000  in  1975.  Private  physicians,  in- 
cluding those  with  industrial  clinics,  showed  the 
sharpest  decline  in  reported  male  gonorrhea,  going 
from  6,700  cases  in  1970  to  3,700  in  1975,  a decrease 
of  almost  45  percent.  Other  sources  reported  23 
percent  fewer  cases,  with  almost  4,800  in  1970,  and 
fewer  than  3,700  in  1975. 

Female.  All  reporting  sources  showed  marked 
increases  in  female  cases  in  1975  over  1970.  Health 
department  clinic  cases  increased  almost  threefold, 
from  3,000  to  over  8,500  in  1975.  Private  physicians, 
including  those  with  industrial  clinics,  reported  cases 
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MALE  GONORRHEA 


FEMALE  GONORRHEA 


FIGURE  2.  Gonorrhea  incidence  by  sex  and  reporting 
sources.  New  York  City,  calendar  years  1970  to  1975. 


TABLE  III.  Reported  gonorrhea  by  sex,  reporting 
source  New  York  City,  1970  to  1975 

, Reporting  Source N 

Health 

Depart-  Private 

Reported  Cases  ment  Physi-  All 

of  Gonorrhea  Clinics  cians*  Other  Sources 


Male  cases 

1970 

19,082 

6,720 

4,793 

30,595 

1975 

Percentage  change 

24,489 

3,728 

3,693 

31,910 

1970-1975 

+ 28.3 

-44.5 

-23.0 

+ 4.3 

Female  cases 

1970 

3,050 

1,452 

1,687 

6,189 

1975 

Percentage  change 

8,581 

2,954 

4,388 

15,933 

1970-1975 

+ 181.3 

+104.1 

+ 160.1 

+ 157.4 

Total  cases 

1970 

22,132 

8,172 

5,480 

36,784 

1975 

Percentage  change 

33,070 

6,692 

8,081 

47,843 

1970-1975 

+49.4 

-18.1 

+ 24.7 

+30.1 

•Includes  industrial  clinics. 


doubled,  from  1,450  in  1970  to  2,950  in  1975.  Female 
gonorrhea  reported  by  other  sources  more  than 
doubled,  from  1,700  cases  to  nearly  4,400  in  1975,  an 
increase  of  160  percent. 

Private  physician  reporting,  excluding  in- 
dustrial clinics.  Tables  IV  through  VI  compare 
health  department  clinic  data  with  private  physician 
reporting,  excluding  industrial  clinics,  for  each  year 
from  1970  to  1975. 

When  industrial  clinic  cases  are  omitted  from 
private  physicians’  reporting,  the  changes  from  1970 
to  1975  are  even  more  marked.  A total  of  57  percent 
fewer  cases  were  reported  in  1975. 

Private  physicians’  reporting  of  male  cases  de- 
clined over  60  percent  by  1975;  health  department 
clinics  reported  an  increase  of  28  percent  for  the  same 
time  period. 


TABLE  IV.  Gonorrhea  reported  from  1970  to  1975  by 
health  department  clinics  or  private  physicians*,  New 
York  City 

, Reporting  Source ,, 

Total 

Reported 

Private 

Physicians*  Percent- 
or  age  Re- 


Calendar 

Year 

Health 

Depart- 

ment 

Clinics 

Private 

Physi- 

cians* 

Health 

Depart- 

ment 

Clinics 

ported  By 
Private 
Physi- 
cians* 

1970 

21,903 

8,064 

29,967 

26.9 

1971 

20,794 

7,354 

28,184 

26.1 

1972 

21,455 

5,247 

26,702 

19.7 

1973 

28,051 

6,564 

34,615 

19.0 

1974 

30,595 

4,781 

35,376 

13.5 

1975 

33,060 

3,464 

36,524 

9.5 

Percentage 

change 

1970-1975 

+ 50.9 

-57.0 

+ 21.9 

-64.7 

1974-1975 

+ 8.1 

-27.5 

+ 3.2 

-29.6 

• Does  not  include  industrial  clinics. 


TABLE  V.  Male  gonorrhea  reported  from  1970  to 
1975  by  health  department  clinics  or  private 
physicians*,  New  York  City 

/ Reporting  Source s 

Total 

Reported 

Private 

Physicians*  Percent- 
er age  Re- 


Calendar 

Year 

Health 

Depart- 

ment 

Clinics 

Private 

Physi- 

cians* 

Health 

Depart- 

ment 

Clinics 

ported  By 
Private 
Physi- 
cians* 

1970 

19,071 

6,623 

25,694 

25.8 

1971 

17,799 

5,968 

23,767 

25.1 

1972 

17,391 

3,819 

21  210 

18.0 

1973 

19,878 

4,647 

24,525 

18.9 

1974 

22,619 

3,481 

26,100 

13.3 

1975 

24,479 

2,548 

27,027 

9.4 

Percentage 

Change 

1970-1975 

+ 28.4 

-61.5 

+ 5.2 

-63.6 

1974-1975 

+ 8.2 

-26.8 

+ 3.6 

-29.3 

*Does  not  include  industrial  clinics. 


Female  cases  reported  by  private  physicians  de- 
clined over  50  percent  from  1973  to  1975,  and  36 
percent  from  1970  to  1975.  Health  department 
clinics  reported  a 203  percent  increase  from  1970  to 
1975. 

Reported  cases  by  area  of  resioence 

Population  changes,  1970  to  1975.  Geographi- 
cally, the  city  is  divided  into  30  health  center  dis- 
tricts, with  populations  in  1970  varying  from  141,000 
to  489,000.  Although  the  total  population  had  not 
changed  appreciably  from  1950  to  1970,  there  was 
considerable  change  in  population  composition. 
From  1960  to  1970,  there  was  a net  outward  migra- 
tion of  nearly  1 million  whites  and  a net  inward  mi- 
gration of  over  400,000  blacks  and  others,  mainly 
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orientals.  However,  from  1970  to  1975,  New  York 
City’s  total  population  declined  by  more  than  400,000 
(Table  VII).  Moreover,  the  decline  in  white  popu- 
lation between  1970  and  1975  was  nearly  as  large  as 
in  the  previous  10  years.  The  number  of  blacks 
leaving  New  York  now  exceeds  the  number  of  blacks 
moving  into  the  city.  Manhattan  alone  lost  over 

184.000  residents,  13  percent  of  its  white  population 
and  22  percent  of  its  black  population.  One  of  the 
principal  causes  was  young  people  moving  out  of  the 
area.  Estimates  of  undercounting  of  Spanish- 
speaking residents  and  of  illegal  aliens  range  from 

600.000  to  1 million.5-8 

Housing  changes,  1970  to  1975.  Widespread 
destruction  of  housing  by  burning  and  gutting  oc- 
curred in  many  areas  of  the  city.  To  obtain  some 
indication  of  whether  people  were  remaining  in  these 
communities  or  moving  into  other  New  York  City 
areas,  school  registrations  were  analyzed  (Table 
VIII).  A comparison  of  1975  and  1970  registrations 
in  the  elementary  and  junior  high  schools  showed  a 
13.6  percent  decline  citywide  with  one  half  of  the 


TABLE  VII.  New  York  City — population/boro/ethnic  groups,  1960,  1970,  1975  (estimated) 


Borough 

1960 

1970 

1975 

Percentage  Change 
1970-1975 

Manhattan 

1,698,281 

1,539,233 

1,353,640 

-12.0 

White 

1,058,589 

913,247 

791,318 

-13.4 

Puerto  Rican 

225,639 

185,323 

193,764 

+ 4.6 

Nonwhite 

414,053 

440,663 

368,558 

-16.4 

Black 

360,000* 

280,484 

-22.1 

Other 

80,663* 

88,074 

+ 9.2 

The  Bronx 

1,424,815 

1,471,701 

1,374,667 

- 6.6 

White 

1,075,329 

779,914 

611,727 

-21.6 

Puerto  Rican 

186,885 

316,772 

367,036 

+ 15.9 

Non  white 

162,601 

375,015 

395,904 

+ 5.6 

Black 

371,160 

Other 

24,744 

Brooklyn 

2,627,319 

2,602,012 

2,443,339 

- 6.0 

White 

2,071,312 

1,647,594 

1,418,556 

-13.9 

Puerto  Rican 

180,114 

271,769 

291,048 

+ 7.1 

Nonwhite 

375,893 

682,649 

733,735 

+ 7.5 

Black 

660,362 

Other 

73,373 

Queens 

1,809,578 

1,987,174 

1,984,147 

- 0.2 

White 

1,638,389 

1,664,148 

1,527,794 

- 8.2 

Puerto  Rican 

17,432 

33,141 

53,572 

+ 61.6 

Nonwhite 

153,757 

289,885 

402,781 

+ 38.9 

Black 

313,495 

Other 

89,286 

Richmond 

221,991 

295,443 

321,921 

+ 9.0 

White 

209,340 

273,008 

291,661 

+ 6.8 

Puerto  Rican 

2,504 

4,838 

7,404 

+ 53.0 

Nonwhite 

10,147 

17,597 

22,856 

+ 29.9 

Black 

18,993 

Other 

3,863 

Totals,  New  York  City 

7,781,984 

7,895,563 

7,477,716 

- 5.3 

White 

6,052,959 

5,277,911 

4,641,056 

-12.1 

Puerto  Rican 

612,574 

811,843 

912,824 

+ 12.4 

Nonwhite 

1,116,451 

1,805,809 

1,923,836 

+ 6.5 

Black 

1,615,348 

1,644,494 

+ 1.8 

Other 

190,461 

279,342 

+46.7 

* Estimate. 


TABLE  VI.  Female  gonorrhea  reported  from  1970  to 
1975  by  health  department  clinics  or  private 
physicians*,  New  York  City 

r Reporting  Source ^ 

Total 

Reported 

Private 


Calendar 

Year 

Health 

Depart- 

ment 

Clinics 

Private 

Physi- 

cians* 

Physicians* 

or 

Health 

Depart- 

ment 

Clinics 

Percent- 
age Re- 
ported By 
Private 
Physi- 
cians* 

1970 

2,832 

1,441 

4,273 

33.7 

1971 

2,995 

1,386 

4,381 

31.6 

1972 

4,064 

1,4  28 

5,492 

26.0 

1973 

8,173 

1,917 

10,090 

19.0 

1974 

7,976 

1,300 

9,276 

14.0 

1975 

8,581 

816 

9,497 

9.6 

Percentage 

Change 

1970-1975 

+ 203.0 

-36.4 

+ 122.3 

-71.5 

1974-1975 

+ 7.6 

-29.5 

+ 2.4 

-31.4 

*Does  not  include  industrial  clinics. 
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TABLE  VIII.  New  York  City  Elementary  and  junior  high  school  registration,  1970  and  1975 


Borough 

1970 

1975 

Percentage  Change, 
1970  and  1975 

Manhattan 

161,085 

132,180 

-17.9 

Central  Harlem 

29,567 

20,177 

-31.8 

East  Harlem 

26,474 

20,647 

-22.0 

Kips  Bay-Yorkville 

7,414 

7,482 

+ 0.9 

Lower  east  side 

32,706 

26,870 

-17.8 

Lower  west  side 

15,000 

13,657 

- 9.0 

Riverside 

22,568 

18,353 

-18.7 

Washington  Heights 

27,356 

24,994 

- 8.6 

The  Bronx 

238,826 

208,839 

-12.6 

Fordham-Riverdale 

30,498 

29,325 

- 3.8 

Morrisania 

50,164 

39,970 

-20.3 

Mott  Haven 

44,922 

31,978 

-28.8 

Pelham  Bay 

30,452 

28,199 

- 7.4 

Tremont 

37,654 

39,594 

+ 5.2 

Westchester 

45,136 

39,773 

-11.9 

Brooklyn 

415,218 

347,076 

-16.4 

Bay  Ridge 

37,442 

30,815 

-17.7 

Bedford 

43,417 

37,781 

-13.0 

Brownsville 

64,074 

51,128 

-20.2 

Bushwick 

47,463 

40,552 

-14.6 

Flatbush 

62,222 

57,167 

- 8.1 

Fort  Greene 

37,235 

29,107 

-21.8 

Gravesend 

43,641 

36,750 

-15.8 

Red  Hook-Gowanus 

19,848 

14,548 

-26.7 

Sunset  Park 

28,417 

23,898 

-15.9 

Williamsburg-Greenpoint 

31,459 

25,330 

-19.5 

Queens 

267,483 

239,262 

-10.6 

Astoria-Long  Island  City 

30,576 

28,421 

- 7.0 

Corona 

27,017 

25,889 

- 4.2 

Flushing 

66,342 

56,958 

-14.1 

Jamaica  east 

54,530 

48,287 

-11.4 

Jamaica  west 

52,676 

47,593 

- 9.6 

Maspeth-Forest  Hills 

36,342 

32,114 

-11.6 

Richmond 

54,323 

54,917 

+ 1.1 

Totals,  New  York  City 

1,136,935 

982,274 

-13.6 

TABLE  IX.  Reported  cases  of  gonorrhea, 

New  York  City,  number  and  rates  per  100,000 
population  by  borough  of  residence — 1970  and  1975 


Per- 

centage 

Change 

1970  ( — Rates  per 
and  100,000 


Area 

1970 

1975 

1975 

1970 

1975 

New  York  City 

36,783 

47,839 

+30.7 

465.9 

639.8 

The  Bronx 

6,441 

8,125 

+ 26.1 

437.7 

591.1 

Brooklyn 

10,406 

11,632 

+ 11.8 

399.9 

475.6 

Manhattan 

13,291 

15,931 

+ 19.9 

863.5 

1,175.7 

Queens 

3,725 

4,813 

+ 29.2 

187.5 

242.6 

Richmond 

225 

753 

+234.7 

76.2 

233.9 

Nonresidents 

122 

287 

NC* 

NC* 

NC* 

Residence  un- 

2,573 

6,298 

NC* 

NC* 

NC* 

known 


* Not  computed. 


health  center  districts  reporting  declines  of  15  to  31.8 
percent.9 

Reported  cases  by  borough  of  residence.  In 

Table  IX,  reported  cases  of  gonorrhea  and  case  rates 
by  borough  of  residence  are  given  for  1970  and  1975. 
New  York  City’s  case  rates  increased  from  465.9  in 
1970  to  639.8  in  1975.  Manhattan’s  case  rate  of  1,175 


for  1975  was  the  highest  for  any  borough.  Richmond 
showed  the  sharpest  increase,  from  76.2  in  1970  to 
233.9  in  1975. 

Reported  cases  by  health  center  district.  The 

wide  range  of  changes  that  have  occurred  becomes 
apparent  when  the  data  are  broken  down  by  health 
center  districts.  In  Table  X,  the  number  of  cases  and 
percentage  change  from  1970  to  1975  are  given. 
There  are  increases  of  from  50  to  234.7  percent  in 
eight  health  center  districts,  and  decreases  of  up  to 
18.7  percent  in  seven  other  health  center  districts. 
Since  accurate  population  figures  by  health  center 
districts  are  not  available,  case  rates  were  not  com- 
puted. Table  XI  illustrates  the  difficulties  en- 
countered in  estimating  cas°  rates.  In  1971,  five 
health  areas  in  Central  Harlem  had  the  highest  case 
rates  in  New  York  City — case  rates  ranging  from 
2,337  to  3,673.  In  1975,  each  reported  a sizable  drop 
in  gonorrhea  morbidity.  Depending  on  the  popu- 
lation figures  used,  the  1975  case  rate  for  the  com- 
bined five  health  areas  ranged  from  2,042  to  2,886, 
from  23.9  percent  less  than  1971  to  6.8  percent 
greater. 

Social  and  economic  factors.  The  rates  of  ve- 
nereal diseases  are  higher  among  minority  groups  and 
in  areas  containing  major  poverty  areas.  In  1970, 
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TABLE  X.  Reported  gonorrhea  by  health  center  district, 
New  York  City,  calendar  years  1970,  1975 


Borough 

1970 

1975 

Per- 

centage 

1970- 

1975 

Manhattan 

13,291 

15,931 

+ 

19.9 

Central  Harlem 

3,385 

3,327 

- 

1.7 

East  Harlem 

1,233 

1,183 

- 

4.1 

Kips  Bay-Yorkville 

767 

1,170 

+ 

52.5 

Lower  east  side 

1,962 

2,016 

+ 

2.8 

Lower  west  side 

2,947 

4,324 

+ 

46.7 

Riverside 

1,844 

2,765 

+ 

49.9 

Washington  Heights 

1,153 

1,146 

- 

0.6 

The  Bronx 

6,441 

8,125 

+ 

26.1 

Fordham-Riverdale 

284 

511 

+ 

79.9 

Morrisania 

2,549 

2,773 

+ 

8.8 

Mott  Haven 

1,434 

1,166 

- 

18.7 

Pelham  Bay 

342 

646 

+ 

88.9 

Tremont 

1,340 

2,183 

+ 

62.9 

Westchester 

492 

846 

+ 

72.0 

Brooklyn 

10,406 

11,632 

+ 

11.8 

Bay  Ridge 

137 

236 

+ 

72.3 

Bedford 

3,289 

3,204 

- 

2.6 

Brownsville 

1,474 

1,863 

+ 

26.4 

Bushwick 

1,328 

1,144 

- 

13.9 

Flatbush 

569 

1,206 

+ 1 

.12.0 

Fort  Greene 

2,119 

2,089 

- 

1.4 

Gravesend 

252 

343 

+ 

36.1 

Red  Hook-Gowanus 

681 

957 

+ 

40.5 

Sunset  Park 

211 

294 

+ 

39.3 

Williamsburg- 

346 

296 

- 

14.5 

Greenpoint 

Queens 

3,725 

4,813 

+ 

29.2 

Astoria-Long 

335 

437 

+ 

30.4 

Island  City 

Corona 

522 

605 

+ 

15.9 

Flushing 

356 

474 

+ 

33.1 

Jamaica  east 

1,731 

2,266 

+ 

30.9 

Jamaica  west 

598 

782 

+ 

30.8 

Maspeth- Forest 

183 

249 

+ 

36.1 

Hills 

Richmond 

225 

753 

+ 234.7 

Totals,  New  York  City  36,783 

47,839 

+ 

30.7 

Nonresidents 

122 

287 

+ 135.2 

Residence  unknown 

2,573 

6,298 

+ 144.8 

reported  gonorrhea  in  the  United  States  was  14  times 
higher  in  nonwhite  persons.10  Because  the  majority 


of  cases  treated  by  the  private  practitioners  are  un- 
reported or  selectively  reported,  it  is  believed  that  the 
differences  are  less  marked  than  they  first  appear  to 
be.11 

The  difference  in  median  age  of  the  major  ethnic 
groups  may  be  a factor.  In  1970,  the  median  age  of 
the  Puerto  Rican  in  New  York  City  was  21;  of  the 
black,  25.4;  and  of  the  white,  .35.3. 

In  Table  XII,  the  health  center  districts  are  ranked 
by  median  family  income  (1969)  in  their  district.5 
The  percentage  change  from  1970  to  1975  in  reported 
male  gonorrhea  is  given  for  the  three  highest  inci- 
dence age  groups:  15  to  19,  20  to  24,  and  25  to  29. 
The  drop  in  morbidity  as  well  as  the  drop  in  school 
registration  is  most  marked  in  health  center  districts 
in  the  lowest  median  family  income  group. 


Summary 

Any  analysis  of  reported  cases  of  gonorrhea  in  New 
York  City  from  1970  to  1975  for  trends  and/or  effi- 
cacy of  control  programs  is  made  difficult  by  the 
underreporting,  change  in  population,  and  destruc- 
tion of  housing  that  occurred  during  these  years. 

An  evaluation  of  gonorrhea  morbidity  from  1970 
to  1975  indicates  a number  of  changes  have  taken 
place: 

1.  A serious  decline  in  private  physician  reporting, 
from  22  percent  of  reported  cases  to  7 percent,  has  oc- 
curred. 

2.  Department  of  health  clinics  reporting  in- 
creased from  60  to  69  percent  of  total  gonorrhea  inci- 
dence. 

3.  Gonorrhea  increased  by  about  1 1,000  cases  from 
1970  to  1975;  almost  10,000  were  female  cases. 

4.  The  sex  ratio  went  from  5:1  in  1970  to  2:1  in 
1975.  Both  these  changes  are  probably  due  to  the  in- 
troduction of  the  gonorrhea  screening  program  in 
1972. 

5.  The  15  to  29  age  groups  accounted  for  75  percent 
of  male  gonorrhea  and  86  percent  of  female  gonorrhea 
cases  reported  in  1975.  The  percentage  change  in  re- 
ported gonorrhea  by  sex  from  1970  to  1975  for  this 
group  varies  considerably  throughout  the  30  health 
center  districts  of  New  York  City. 


TABLE  XI.  Gonorrhea  case  rates,  1975,  based  on  various  estimates  of  population  for  five  health  areas*  in  central 
Harlem  having  highest  health  area  case  rates  in  New  York  City  in  1971 


^ Case  Rates  Per  100,000  Population 

Health  r 1975 


Rank  Area  Code  , — Number  of  Cases — ^ , Based  on  Population  Figures 


1971 

Number 

1971 

1975 

1971 

1970  Census 

1973 

1975 

1 

1500 

499 

334 

3,673 

2,459 

2,925 

3,340 

2 

1200 

385 

344 

2,502 

2,236 

2,225 

2,191 

3 

8510 

247 

167 

2,452 

1,658 

2,046 

2,386 

4 

1900 

310 

234 

2,410 

1,820 

2,176 

2,503 

5 

1300 

329 

268 

2,337 

1,904 

2,042 

2,144 

Totals 

1,770 

1,347 

2,683 

2,042 

2,286 

2,866 

Percentage 

1971-1975 

-23.9 

-23.9 

-14.8 

+6.8 

Change 

Kor  combined  five  health 

areas,  following  population  figures  were  used 

1970—65,970; 

1973  — 58,915; 

1 975 — 47.000. 
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TABLE  XII.  Reported  cases  of  male  gonorrhea,  15  to  29  age  groups  by  health  center  district  and  median  family 

income  (1969)*  and  percentage  change  1970  to  1975 


Elementary 
and  Junior 
High  School 
Registration 
Percentage 


Income  (dollars) 

^15  to  19 

Age  group 

20  to  24 

25  to  29 

Change 

1970-1975 

5,671 

5,000  to  6,999 
Mott  Haven  (Bx)t 

- 19.7 

- 50.2 

- 39.4 

28  8 

5,903 

Morrisania  (Bx)t 

- 12.1 

- 30.2 

- 14.4 

_ 

20.3 

6,179 

Central  Harlem  (M)t 

- 3.2 

- 36.3 

- 23.6 

_ 

31.8 

6,368 

East  Harlem  (M)t 

- 22.4 

- 22.8 

- 22.1 

_ 

22.8 

6,681 

Fort  Greene  (B)t 

- 23.7 

- 27.1 

- 2.0 

_ 

21.8 

6,858 

Bush  wick  (B)t 

- 48.8 

- 45.1 

- 39.3 

- 

14.6 

6,879 

Williamsburg-Greenpoint  (B)t 

- 2.2 

- 48.5 

- 44.3 

- 

19.5 

6,986 

Bedford  (B)T 

- 24.4 

- 38.5 

- 32.8 

- 

13.0 

7,141 

7,000  to  8,999 
Tremont  (Bx)t 

+ 42.7 

- 6.6 

+ 43.3 

+ 

5.2 

7,839 

Red  Hook-Gowanus  (B)t 

+ 5.5 

+ 21.3 

+ 50.0 

- 

26.7 

8,042 

Brownsville  (B)t 

- 6.9 

- 13.8 

- 18.8 

- 

20.2 

8,043 

Lower  east  side  (M)t 

- 32.1 

- 12.1 

+ 29.3 

- 

17.8 

8,053 

Washington  Heights  (M)t 

- 27.3 

- 16.2 

- 25.0 

- 

8.6 

8,602 

Sunset  Park  (B) 

+ 3.8 

- 2.7 

+ 126.9 

- 

15.9 

9,835 

9,000  to  10,999 
Astoria-Long  Island  City(Q) 

+ 91.3 

+ 9.2 

+ 15.4 

7.0 

9,938 

Riverside  (M)t 

+ 28.1 

+ 29.1 

+ 83.5 

- 

18.7 

10,124 

Westchestei  (Bx) 

+ 8.2 

- 4.0 

+ 10.9 

- 

11.9 

10,440 

Bay  Ridge  (B) 

+ 100.0 

+ 72.2 

- 4.9 

- 

17.7 

10,518 

Gravesend  (B) 

+ 35.3 

+ 86.1 

- 

15.8 

10,544 

Pelham  Bay  (Bx) 

+ 186.4 

+ 31.7 

+ 32.1 

- 

7.4 

10,618 

Lower  west  side  (M)t 

+ 19.5 

+ 29.3 

+ 77.3 

- 

9.0 

10,908 

Fordham-Riverdale  (Bx) 

+ 152.4 

+ 2.4 

+ 32.7 

- 

3.8 

11,068 

11,000  to  12,999 
Corona  (Q) 

+ 4.4 

- 8.1 

- 12.8 

_ 

4.2 

11,302 

Flatbush  (B) 

+ 56.0 

+ 49.1 

+ 80.5 

- 

8.1 

11,304 

Jamaica  east  (Q)t 

+ 47.8 

- 10.9 

+ 9.6 

- 

11.4 

11,892 

Richmond  (R) 

+ 294.4 

+ 158.8 

+ 185.7 

+ 

1.1 

11,894 

Jamaica  west  (Q) 

+ 23.6 

- 6.9 

+ 21.0 

- 

9.6 

11,894 

Maspeth-Forest  Hills  (Q) 

- 15.4 

+ 196 

+ 84.8 

- 

11.6 

13,230 

13,000  to  14,999 
Flushing  (Q) 

+ 39.3 

+ 20.8 

+ 14.7 

_ 

14.1 

21,150 

21,000  to  23,999 
Kips  Bay-Yorkville  (M) 

- 9.1 

+ 52.8 

+ 86.3 

+ 

0.9 

•New  York  City  median  income  1969:  $9,692.  (Bx)  = The  Bronx;  (M)  = Manhattan,  (B)  = Brooklyn;  (Q)  = Queens;  (R)  = Richmond. 
■(■Contain  major  poverty  areas  ( 1 970). 


6.  Moreover,  in  the  20  to  24  age  group.  New  York 
City  reported  less  than  one  third  of  the  increase  re- 
ported by  the  United  States  from  1970  to  1975.  Sever- 
al high-incidence  health  center  districts  had  30  to  38 
percent  declines  from  1972  to  1975,  possibly  due  to  a 
loss  of  population. 

Future  planning  should  take  into  account  the  in- 
creasing proportion  of  Spanish-speaking  people  in 
New  York  City,  the  decreasing  number  of  youths  in 
the  population,  and  the  changing  demographic 
composition  of  New  York  City’s  health  center  dis- 
tricts. 

There  is  little  reason  to  believe  that  the  stability 
of  gonorrhea  incidence  in  the  1973  to  1975  period  is 
an  indication  that  the  gonorrhea  epidemic  is  under 
control. 
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The  first  requirement  of  a hospital  is  that  it  should 
do  the  sick  no  harm.  When  Florence  Nightingale 
thus  spoke,  she  had  in  mind  matters  of  hygiene  and 
nursing,  but  her  remarks  represent  merely  an  ex- 
tension of  the  ancient  law  that  governs  physicians: 
primum  non  nocere. 

But  this  injunction  is  nowadays  much  easier  to 
accept  than  realize.  We  have  passed  from  the  art  of 
healing  to  the  science  of  therapeutics — from  writing 
elegant  prescriptions  embodying  multiple  ingredi- 
ents, many  of  them  placebos,  to  the  use  of  powerful 
drugs  whose  therapeutic-toxic  ratio  is  narrow  and 
which  may  powerfully  affect  other  drugs  concomi- 
tantly administered. 

Iatrogenic  disease 

The  field  of  iatrogenic,  or  perhaps  better,  iatric, 
disease  is  large  and  of  growing  importance.  Here  we 
are  limiting  consideration  to  the  nervous  system. 
Accurate  figures  as  to  incidence  are  difficult  to  come 
by  and  have  been  variously  stated,  but  even  casual 
reading  of  medical  journals  will  supply  testimony  to 
the  variety  of  these  diseases  and  the  current  interest 
they  are  arousing.  And  there  can  be  no  doubt  that 
many  patients  leave  the  hospital  with  diseases  other 
than  the  one  with  which  they  entered.  Some  of  these 
may,  of  course,  be  coincidental,  some  related  to  the 
hospital  environment,  the  so-called  nosocomial  dis- 
orders, and  some  related  to  medical  treatment,  iat- 
rogenic in  this  sense. 

In  the  widest  sense,  physicians  may  be  responsible 
for  disorders  as  the  result  of  acts  both  of  omission  and 
of  commission.  To  give  but  two  examples:  the 

physician  may  fail  to  diagnose  a remediable  condition 
with  resulting  injury  to  the  patient,  or  he  may  diag- 
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nose  correctly  and  treat  appropriately,  yet  the  patient 
may  suffer  injury  as  the  result  of  that  treatment.  In 
the  former  case,  depending  on  the  skill  and  care  re- 
quired and  exercised,  the  physician  may  or  may  not 
be  negligent,  but  the  disease  is  not  ordinarily  re- 
garded as  iatrogenic;  in  the  latter  case,  the  physician 
has  exercised  skill  and  care,  but  the  ensuing  handicap 
is  iatrogenic  in  the  accepted  sense. 

I bring  in  these  considerations  to  make  the  point 
that  although  there  are  areas  of  overlap,  iatrogenic 
disease  and  medical  negligence  are  not  synony- 
mous. 

Definition  and  origins 

How  then  to  define  iatrogenic  disease?  One  of  the 
more  comprehensive  definitions  is  “any  deterioration 
in  a patient’s  condition  resulting  from  medical  advice 
or  management.”  Such  deterioration  may  stem  from 
words,  actions,  or  treatment.  Naturally,  any  wors- 
ening attributable  to  the  disease  for  which  help  is 
being  sought  is  excluded. 

We  tend  to  forget  the  importance  of  fear  implanted, 
in  a patient  by  his  physician  as  a result  of  the  latter’s 
manner  or  injudicious  remarks.  A neurologic  ex- 
ample: it  is  said  that  the  commonest  sequela  in  those 
surviving  a ruptured  intracranial  aneurysm  is  the 
anxiety  induced  as  the  result  of  medical  proscrip- 
tions. Many  epileptic  patients  get  over  their  seizures 
but  are  left  with  blighted  personalities  as  the  result 
of  physicians’  circumscribing  their  lives,  forbidding 
games,  or  even  forbidding  school  or  work. 

More  obvious  iatrogenic  diseases  result  from  di- 
agnostic investigations  and  treatment.  As  regards 
investigations,  they  may  involve  the  taking  of  spec- 
imens from  veins,  arteries,  thecal  spaces,  cerebral 
ventricles;  biopsies  of  nerve,  muscle,  or  brain;  the 
injection  of  contrast  media;  or  the  giving  of  drugs 
either  by  mouth  or  parenterally. 

With  respect  to  treatment,  the  most  fruitful  cause 
of  iatrogenic  disease  is  the  prescription  of  medicine, 
but  other  forms  of  treatment  are  also  responsible: 
surgical,  as  when  paraplegia  results  from  an  operation 
for  cervical  disk;  physical,  as  in  postradiation  mye- 
lopathy or  quadriparesis  from  manipulating  the  neck 
of  a patient  with  cervical  spondylosis;  or  psycholog- 
ical, as  already  mentioned. 

Nor  must  we  forget  the  more  remote  ramifications 
of  treatment,  or  secondary  iatrogenic  effects,  as  it 


1090  New  York  Stale  Journal  of  Medicine/June  1977 


were.  Included  under  this  heading  would  be  the 
so-called  "behavioral  toxicity,”  that  is,  the  mental 
and  physical  disturbances  stemming  from  the  use, 
for  example,  of  sedatives,  tranquilizers,  or  stimulants 
which  may  disturb  consciousness,  mood,  memory, 
judgment,  coordination,  or  speed  of  action  and  which 
may  put  the  patient,  or  the  public,  at  hazard  when  he 
is  at  the  wheel  of  a car. 

Reference  has  and  will  repeatedly  be  made  to  the 
increasing  range  and  complexity  of  our  therapeutic 
armamentarium.  Added  to  this  is  the  range,  com- 
plexity, and  difficulty  of  modern  medical  procedures 
as  compared,  for  example,  with  25  years  ago:  the  use 
of  contraceptive  pills,  open-heart  surgery,  dialysis, 
organ  transplantation,  operations  to  alter  mood  and 
personality,  and  implantation  of  monitoring  and 
controlling  devices,  to  give  examples  that  have  neu- 
rologic implications.  And  alas,  many  of  these  pro- 
cedures and  many  of  the  drugs  now  in  use  had  not 
been  introduced  when  many  of  the  physicians  now 
in  practice  received  their  formal  training. 

Presentation  plan 

As  regards  the  format  of  the  following  presenta- 
tions, we  had  some  difficult  decisions  to  make.  We 
could  have  approached  the  subject  from  the  view- 
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Adverse  drug  reactions  have  received  wide  pub- 
licity, and  the  published  data  have  on  the  one  hand 
been  acclaimed  as  impressive  and  on  the  other  hand 
challenged  as  invalid.  This  report  reviews  the 
subject  with  particular  reference  to  drug-induced 
neurologic  disorders.  Predisposing  factors  and 
guidelines  for  prevention  are  discussed. 

Magnitude  of  problem 

The  morbidity,  mortality,  and  economics  of  ad- 
verse drug  reactions  have  received  much  attention 
in  the  medical  and  lay  press.1-3  The  data  most  fre- 
quently quoted  come  from  the  Boston  Collaborative 
Drug  Surveillance  Group.  They  report  that  3 per 


point  of  individual  drugs  or  groups  of  drugs  such  as 
the  anticonvulsants  or  neuroleptics,  but  such  an 
approach  would  have  involved  much  overlapping  in 
regard  to  the  body  systems  disturbed.  We  chose  to 
deal  with  system  disorders,  but  such  an  approach 
involves  overlapping  of  causative  mechanisms.  We 
tried  to  proceed  on  an  anatomic  basis,  but  sometimes, 
rather  than  selecting  an  anatomic  region,  we  have 
proceeded  on  a functional  basis  as  when  describing 
iatrogenic  seizures  and  movement  disorders. 

Perforce  we  have  had  to  leave  out  important  areas, 
including  iatrogenic  dependency  states  involving  the 
nervous  system,  particularly  with  reference  to  the 
narcotic  and  addicting  drugs. 

Nor  have  we  seen  fit  to  deal  with  “iatroceptogenic” 
disturbances  among  neurologists  and  neurosurgeons. 
I refer  to  those  mental  states  incurred  by  physicians 
as  the  result  of  their  having  induced  iatrogenic  dis- 
ease in  their  patients,  whether  in  the  form  of  disquiet 
and  regret  or  the  more  powerful  forms  of  anxiety  and 
fear  as  the  result  of  the  patients  seeking  redress  or 
retribution. 

Department  of  Neurology 
Edward  J.  Meyer  Memorial  Hospital 
462  Grider  Street 
Buffalo,  New  York  14215 

cent  of  all  hospital  admissions  are  due  to  adverse 
drug  reactions4;  30  per  cent  of  hospitalized  medical 
patients  have  at  least  one  adverse  drug  reaction5;  and 
drug-attributed  deaths  occur  in  0.29  per  cent  of 
hospitalized  medical  patients.5  Melmon1  adds  that 
one-seventh  of  all  hospital  days  relate  to  the  treat- 
ment of  drug  toxicity,  the  cost  being  3 billion  dollars 
per  year.1 

The  scope  of  the  problem  is  obscured  by  (1)  diffi- 
culty in  establishing  cause-effect  relationships;  (2) 
a low  index  of  medical  suspicion;  (3)  the  frequent  use 
of  drugs  in  combination;  (4)  inadequate  reporting; 
and  (5)  availability  of  over-the-counter  and  illicit 
drugs. 

It  is  not  surprising,  therefore,  that  the  validity  of 
the  aforementioned  data  has  been  challenged. 
Karch  and  Lasagna6  claim  that  data  on  adverse  drug 
reactions  are  incomplete,  unrepresentative,  and 
uncontrolled,  and  that  criteria  for  identifying  such 
reactions  are  lacking.  They  believe  that  prospective, 
controlled  studies  are  necessary  to  define  the  nature 
and  scope  of  the  problem  and  that  risk-benefit  ratios 
must  be  included.6  Nevertheless,  critics  of  available 
statistics  are  in  accord  that  adverse  drug  reactions 
are  a major  health  risk  which  must  be  reduced. 

For  proper  perspective,  a clear  definition  of  ad- 
verse drug  reaction  is  necessary,  and  one  such  is  “any 
undesired  or  unintended  reaction  fiom  a drug.” 
Included  in  such  a definition  are  the  unexpected  as 
well  as  the  common,  better-known  side-effects. 
Reactions  may  also  be  classified  as  to  severity,7  which 
may  range  from  minor  to  major  depending  both  on 
the  degree  of  discomfort  suffered  by  the  patient  and 
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the  extent  of  the  biochemical  or  structural 

changes. 

Variability  in  drug  response 

Although  much  about  adverse  drug  reactions  is 
unclear,  many  of  the  risk  factors  are  known.  There 
are  two  major  considerations:  the  drug  and  the  pa- 
tient. Drug-related  factors  include  (1)  dose  levels; 
(2)  route  and  rate  of  administration;  (3)  duration  of 
therapy;  and  (4)  drug  interactions.  Patient-related 
factors  include  (1)  sex;  (2)  age;  (3)  physiologic  state, 
such  as  pregnancy,  infancy,  or  old  age;  (4)  pathologic 
changes  such  as  those  dependent  on  neurologic,  renal, 
or  hepatic  disease;  and  (5)  individual  differences 
among  patients,  including  idiosyncratic  drug  re- 
sponses. Thus  one  patient  may  have  a lowered 
threshold  to  a pharmacologic  agent  so  that  an  average 
dose  induces  an  overreaction,  or  a raised  threshold 
so  that  an  average  dose  is  therapeutically  ineffective. 
Some  patients  show  hypersensitivity,  that  is,  an  al- 
tered reactivity  to  the  drug  which  cannot  be  ex- 
plained on  strictly  pharmacologic  principles  and  is 
often  of  an  allergic  nature.  Other  patients  show 
idiosyncratic,  uncharacteristic,  drug  reactions  that 
are  genetically  determined. 

Drug-induced  neurologic  disorders 

The  nervous  system  is  commonly  involved  in  ad- 
verse drug  reactions.  Caranasos,  Stewart,  and  Cluff8 
estimated  that  20  percent  of  all  adverse  reactions 
identified  in  their  study  involved  the  nervous  system. 
Only  the  cardiovascular,  gastrointestinal,  and  he- 
matologic systems  were  affected  more  frequently. 
Hurwitz  and  Wade9  reported  that  neuromuscular 
manifestations  of  drug  toxicity  were  second  in  inci- 
dence only  to  gastrointestinal  involvement. 

Drug  classes  most  commonly  associated  with 
neurologic  disorders  include  antianxiety  agents, 
antibiotics,  anticonvulsants,  antidepressant  and 
antipsychotic  drugs,  antineoplastic  agents,  and 
sedative-hypnotics.  Antineoplastic  agents  may  be 
cited  as  representative  of  the  neurotoxic  group. 
Weiss,  Walker,  and  Wiernik10’11  reported  that  L- 
asparaginase,  5-fluorouracil,  methotrexate,  procar- 
bazine, and  Vinca  alkaloids  were  associated  with  a 
high  incidence  of  neurotoxicity.  Vincristine  was  the 
only  member  of  the  group  with  a neurologic  toxicity 
that  was  dose-limiting. 

In  vincristine  neurotoxicity,  depression  of  the 
ankle  jerk  is  the  earliest  and  most  consistent  objec- 
tive finding,  and  depression  of  the  other  deep  reflexes 
commonly  precedes  motor  weakness.  The  patho- 


physiology is  not  clear  but  Weiss,  Walker,  and 
Wiernik10’11  were  able  to  make  several  generaliza- 
tions: neurologic  disturbances  are  symmetric,  un- 
related to  tumor  responsiveness,  and  partially  or 
completely  reversible  when  the  dose  is  lowered  or  the 
drug  discontinued. 

Guidelines  for  reducing  adverse  drug  reactions 

1.  The  public  must  be  informed  that  drugs  carry 
risks  and  that  their  prescription  must  be  left  to  the 
physician. 

2.  The  physician  should  remember  that  drugs 
should  not  be  prescribed  without  clear  reasons,  objec- 
tives, and  time  limitations. 

3.  The  lowest  effective  dose  should  be  given  and  by 
the  safest  effective  route,  which  is  usually  the  mouth. 

4.  Physiologic  and  individual  variations  must  be 
remembered. 

5.  The  possibility  of  drug  interactions  should  be 
kept  in  mind. 

6.  Caution  should  be  exercised  in  polypharmacy 
and  the  use  of  fixed  dosages. 

7.  Reporting  systems  for  adverse  reactions  should 
be  improved  and  expanded. 

8.  Health  professionals  must  combine  their  spe- 
cialized knowledge  to  expand  our  understanding  of  the 
pharmacologic  and  pharmacokinetic  principles  of 
drugs. 

Edward  J.  Meyer  Memorial  Hospital 
462  Grider  Street 
Buffalo,  New  York  14215 
(DR.  SCZUPAK) 
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In  1954,  Steek1  described  a parkinsonian  syn- 
drome developing  in  patients  treated  with  chlor- 
promazine  and  in  patients  treated  with  reserpine.  In 
1959,  similar  symptoms  were  described  in  patients 
receiving  haloperidol.  Until  that  time,  such  symp- 
toms were  thought  to  be  entirely  reversible.  Present 
recognition  of  permanent  syndromes  and  malignant 
and  sometimes  fatal  extrapyramidal  syndromes  from 
these  agents  and  their  derivatives  places  a stress  on 
prevention  and  prompt  therapeutic  measures. 

The  drugs  responsible  for  the  syndromes  to  be 
described  are  reserpine,  phenothiazines,  and  buty- 
rophenones.  Levodopa  and  the  tricyclic  antide- 
pressants have  less  serious  extrapyramidal  side-ef- 
fects. Amphetamines,  diazoxide,  and  oral  contra- 
ceptives have  been  reported  to  cause  acute  dyski- 
nesias, but  these  are  of  minor  significance. 

Neurochemistry  and  pathophysiology 

The  neurochemistry  of  the  basal  ganglia  has  been 
the  focus  of  considerable  interest  since  the  discovery 
in  1960  that  the  caudate  nucleus  and  putamen  of 
patients  with  Parkinson’s  disease  have  an  abnormally 
low  concentration  of  the  chemical  dopamine.2  It  is 
now  known  that  normal  function  of  the  basal  ganglia 
requires  the  interaction  of  at  least  three  chemical 
neurotransmitters:  dopamine,  acetylcholine,  and 

serotonin.'8  Others  are  undoubtedly  important  as 
well.  The  effects  of  drugs  on  basal  ganglia  function 
are  best  understood  in  terms  of  the  relative  effect  of 
the  drug  on  each  of  these  chemical  systems. 

The  phenothiazine  derivatives  are  well  known  to 
affect  the  basal  ganglia  and  produce  a parkinsonian 
syndrome.  The  mechanism  is  probably  a blockade 
of  dopamine  receptors  within  the  caudate  nucleus 
and  putamen.  This  receptor  blockade  results  in  a 
functional  deficiency  of  dopamine  and  symptoms  of 


extrapyramidal  disease.4 

It  has  been  suggested  that  the  prolonged  admin- 
istration of  phenothiazines  leads  either  to  denerva- 
tion supersensitivity  of  dopaminergic  receptors  or  to 
increased  synthesis  of  dopamine  and  decreased  re- 
uptake of  dopamine  at  the  presynaptic  membrane.4 
Both  hypotheses  agree  that  the  nonremitting  tardive 
dyskinesias  result  from  increased  dopaminergic 
function  that  is  apparently  irreversible. 

There  are  three  types  of  phenothiazines.  The 
chlorpromazine  type,  with  an  aliphatic  side  chain, 
tends  to  produce  more  autonomic  than  extrapy- 
ramidal symptoms.  A piperazine  side  chain  char- 
acterizes the  prochlorperazine  type,  and  extrapy- 
ramidal side-effects  predominate.  Thioridazine  has 
a piperidine  side  chain  and  has  less  autonomic  and 
extrapyramidal  effects  than  the  other  types.5 

Clinical  features 

The  syndromes  produced  by  reserpine,  pheno- 
thiazines, and  butyrophenones  are  of  three  major 
types.  The  parkinsonian  syndrome  is  primarily 
characterized  by  hypokinesia.  There  is  a defect  in 
integration  of  one  or  more  of  the  many  functions  that 
contribute  to  normal  motor  performance  and  a dif- 
ficulty in  initiation  of  willed  movement.  The  patient 
appears  to  have  slowness  of  movement  and  a loss  of 
associated  movement.  Although  there  may  be  no 
change  in  consciousness  or  intellectural  abilities,  the 
patient  appears  dull  and  frozen  in  posture.  There 
is  a loss  of  facial  expression,  speech  is  reduced  to  a 
whisper,  and  there  is  a restriction  in  amplitude  of 
movements  resulting  in  such  signs  as  small  steps  and 
micrographia.  It  is  hard  for  the  patient  to  perform 
motor  activities  such  as  dressing  or  feeding  himself 
without  visual  guidance.  Particular  difficulties  are 
noted  in  getting  out  of  a car,  rising  from  a chair, 
turning  in  bed,  and  shaking  hands. 

Following  the  hypokinetic  features  and  dependent 
on  which  agent  is  used  and  on  its  dosage,  an  increase 
in  muscle  tone  may  be  seen.  At  first,  this  may  be 
present  only  with  reinforcement  techniques  such  as 
patting  the  chest  with  one  arm  while  the  other  is 
passively  flexed  and  extended.  A constant  resis- 
tance, plastic  or  lead  pipe  in  nature,  will  be  noted  in 
the  involved  limbs.  Finally,  a tremor  may  be  present 
in  the  extremities,  usually  more  distal  than  proximal, 
and  this  is  typically  heightened  by  an  increase  in 
sensory  or  emotional  stimuli. 

The  parkinsonian  syndrome  is  more  common,  as 
was  mentioned,  with  prochlorperazine  and  its  de- 
rivatives. It  appears  more  frequently  in  older-age 
groups.  Genetic  factors  appear  to  play  a role  in 
susceptibility  in  some  individuals  as  does  the  length 
of  time  on  medication  and  the  dosage  used.5 

The  two  remaining  syndromes  are  akathisia  and 
the  dyskinesias,  both  characterized  by  hyperkinesia, 
that  is,  an  increase  in  motor  movements  or  an  ab- 
normal involuntary  movement.  Both  may  be  tran- 
sitory or  nonremitting.  When  transitory,  they  usu- 
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ally  start  within  two  to  three  days  after  starting  the 
drug  but  sometimes  start  with  the  first  dose.  In 
contrast  to  the  parkinsonian  syndrome,  the  dyski- 
nesias tend  to  affect  younger-age  groups,  from  5 to 
45  years  of  age,  and  akathisia  can  affect  any  age 
group. 

In  akathisia  one  sees  extreme  motor  restlessness. 
At  first,  patients  may  only  appear  fidgety,  shifting 
in  their  chair  from  time  to  time,  wringing  their  hands, 
and  straightening  their  clothes.  Later,  they  are  seen 
to  pivot  and  twist  in  bed  with  such  frequency  and 
vigor  that  sweating  is  prominent.  When  standing  in 
one  place,  they  incessantly  shift  from  one  leg  to  the 
other  and  sometimes  will  virtually  mark  time  in  place 
like  a soldier  marching.  Flaring  of  the  ala  nasi  is 
noted,  occasional  grunting  or  sighing  sounds  are 
heard,  and  the  respiratory  rate  and  pulse  are  in- 
creased. 

The  dyskinesias  feature  several  types  of  abnormal 
involuntary  movements.6  There  may  be  a tremor 
which  varies  from  the  appearance  of  shivering  to  the 
more  commonly  seen  tremors,  but  with  variable 
amplitude  and  frequency.  Choreoathetotic  and 
dystonic  movements  of  the  eye,  mouth,  and  face  may 
be  seen  such  as  blepharospasm,  oculogyric  crisis, 
trismus,  forced  protrusion  and  rolling  of  the  tongue, 
lip  smacking,  and  grimacing.  This  group  of  symp- 
toms is  collectively  referred  to  as  buccofacial  dyski- 
nesia. In  addition,  dystonic  movements  which  are 
relatively  slow  and  sustained  are  caused  by  powerful 
muscular  contraction.  These  may  produce  isolated 
movements  of  the  limbs  but  more  commonly  affect 
musculature  with  spasmodic  torticollis,  retrocollis, 
and  even  opisthotonos. 

Persisting  involuntary  movement  disorders  occur 
most  commonly  with  the  long-term,  chronic  use  of 
the  major  tranquilizers  such  as  phenothiazine 
(Thorazine)  and  butyrophenone  (Haldol).  Over  the 
past  20  years  it  has  been  estimated  that  250  million 
persons  have  received  major  tranquilizing  drugs.  Of 
those  patients  maintained  on  therapeutic  doses  for 
over  12  months,  the  prevalence  of  tardive  dyskinesia 
is  about  15  percent.7 

Characteristic  features  of  dyskinesia  include  the 
following:  (1)  it  develops  as  a late  complication  of 
therapy  and  appears  to  be  dose-  and  time-related;  (2) 
it  is  more  common  in  older  patients;  (3)  it  may  un- 
dergo exacerbation  or  appear  for  the  first  time  when 
phenothiazines  are  stopped;  (4)  it  often  persists  for 
years  or  for  a lifetime;  and  (5)  it  may  be  increased, 
rather  than  decreased,  by  administration  or  anti- 
cholinergic drugs. 

The  clinical  appearance  of  these  abnormal  move- 
ments is  also  characteristic,  although  they  may  mimic 
naturally  occurring  disorders  such  as  Huntington’s 
chorea.  The  most  typical  form  of  tardive  dyskinesia 
is  the  aforementioned  buccofacial  dyskinesia.  Less 
commonly,  the  limbs  and  trunk  are  involved  with 
choreiform  or  dystonic  movements.  The  movements 
of  tardive  dyskinesia  occur  in  cycles  lasting  one-half 


to  two  seconds.  The  pattern  of  movements  is  re- 
petitive and  stereotyped  in  each  individual.  The 
movements  may  be  modified  by  external  factors  such 
as  the  state  of  attention  or  motion.  The  frequency 
or  amplitude  of  movements  may  be  voluntarily  re- 
duced or  abolished  momentarily  by  the  patient.  The 
movements  stop  when  the  patient  is  asleep. 

Factors  which  have  been  found  to  be  predisposing 
to  neuroleptic-induced  tardive  dyskinesia  are  the 
following:  (1)  administration  in  excess  of  200  mg. 
chlorpromazine  equivalent  per  day  for  six  months  or 
longer;  (2)  chronic  administration  of  lower  doses  of 
neuroleptics  for  12  to  24  months;  (3)  advanced  age; 
(4)  discontinuation  of  neuroleptics,  which  may  un- 
cover the  dyskinesia;  and  (5)  administration  of  an- 
tiparkinsonian drugs  such  as  levodopa.  A differen- 
tial diagnosis  for  the  neuroleptic  syndrome  as  de- 
scribed must  include:  (1)  hypermetabolic  tremor, 
such  as  thyrotoxicosis  or  amphetamine  ingestion;  (2) 
hepatic  failure  tremor,  or  asterixis;  (3)  involuntary 
buccal  movements  produced  by  ill-fitting  dentures; 
(4)  schizophrenic  mannerisms;  (5)  Huntington’s 
chorea;  (6)  postencephalitic  athetosis;  (7)  parkin- 
sonian syndrome;  and  (8)  central  nervous  system 
organic  process  involving  the  basal  ganglia. 

Akin  to  these  syndromes  are  the  signs  and  symp- 
toms noted  in  levodopa  overdosage.  Buccofacio- 
lingual  movements  are  seen,  especially  with  attempts 
at  motor  activity  such  as  walking  or  talking.  Choreic 
and  dystonic  movements  of  the  limbs  and  neck  occur 
as  may  the  spectrum  of  motor  restlessness  described 
previously.  A mild  extrapyramidal  disorder  can  be 
seen  in  patients  on  the  various  antidepressants. 
There  is  a fine,  rapid  tremor  with  trembling  of  lips 
and  tongue  and  a slurring  of  speech.  It  tends  to 
occur  in  older-age  groups.  Both  this  disorder  and 
that  produced  by  levodopa  respond  readily  to  re- 
duction or  discontinuation  of  the  agents  involved. 

Treatment 

The  neuroleptic  syndromes  associated  with  re- 
serpine,  phenothiazines,  and  butyrophenones  usually 
respond  to  drug  withdrawal,  and  the  acute  phase 
responds  readily  to  the  use  of  phenobarbital  or  di- 
phenhydramine. When  phenothiazines  are  used 
chronically,  the  belladonna  alkaloids  may  be  used 
concomitantly  for  the  control  of  parkinsonian  fea- 
tures. 

The  treatment  of  tardive  dyskinesia  is  based  on 
drugs  which  reduce  dopaminergic  function.  A 
number  of  antidopaminergic  drugs  have  undergone 
therapeutic  trials,  hut  no  single  agent  has  been  uni- 
versally successful.  Although  phenothiazines  sup- 
press dyskinesia,  they  only  mask  overt  symptoms 
while  possibly  aggravating  tardive  dyskinesia.8 
Tetrabenazine  and  reserpine  deplete  cells  of  do- 
pamine while  alphamethyldopa,  haloperidol,  and 
pimozide  block  dopamine  receptors.  Although  these 
agents  have  been  successful  in  some  cases,  they  tend 
to  cause  extrapyramidal  side-effects  on  their  own 
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which  may  preclude  their  use.5  Other  drugs  which 
have  been  tried  with  equivocal  results  are  MAO 
(monoamine  oxidase)  inhibitors,  L-tryptophan, 
amantadine  hydrochloride,  lithium  carbonate,  and 
deanol  or  dimethvlaminoethanol.9  11 

Slight  improvement  in  tardive  dyskinesia  symp- 
tomatology using  chlordiazepoxide  hydrochloride 
(Librium),  diazepam  (Valium),  and  barbiturates  has 
been  reported  in  the  literature,  probably  on  the  basis 
of  their  tranquilizing  and  sedating  effects.5-8  As  one 
might  suspect  from  the  number  of  drugs  that  have 
been  tried,  no  drug  treatment  has  been  uniformly 
successful.  When  the  diagnosis  of  tardive  dyskinesia 
becomes  evident,  all  phenothiazines  and  butyro- 
phenones  should  be  completely  withdrawn.  Some 
patients  may  undergo  spontaneous  remission  months 
or  years  after  stopping  the  drug. 

From  a practical  standpoint  the  best  therapeutic 
approach  involves  the  use  of  major  tranquilizers  only 
when  absolutely  necessary.  All  patients  on  chronic 
neuroleptics  should  receive  the  lowest  dose  that 
provides  the  most  symptom  relief.  When  feasible, 
antipsychotic  medication  should  be  discontinued 
from  10  to  14  days  and  the  patient  observed.  These 
“drug  holidays”  are  helpful  in  determining  the  con- 
tinued need  for  treatment  and  allow  the  physician  to 
detect  early  dyskinetic  movements  not  suppressed 
by  the  tranquilizer.  Hopefully  in  the  future  effective 
antipsychotic  agents  will  be  developed,  which  will  be 
free  of  these  unfortunate  adverse  reactions. 

Summary 

Transient  and  sometimes  permanent  neuroleptic 
syndromes  are  seen  following  the  use  of  various 
psychopharmacologic  agents.  The  abnormal  in- 
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The  common  symptoms  of  iatrogenic  encephalop- 
athy are  headaches,  changes  in  level  ot  consciousness, 
seizures,  and  a variety  of  focal  neurologic  signs.1 
Toxic  reactions  usually  result  in  diffuse  hemorrhagic 
lesions,  while  allergic  mechanisms  frequently  pro- 
duce demyelination.  Fortunately,  encephalopathic 
reactions  to  drugs  are  rare,  but  the  fatality  rate  has 
been  and  remains  high.  A number  of  reactions  are 
specific  enough  to  be  classified. 


voluntary  movements  which  result  are  related  to  al- 
terations in  the  normal  chemical  and  physiologic 
functions  of  the  hasal  ganglia.  Clinical  features  of 
the  syndromes  are  described.  Judicious  use  of  these 
agents  relating  to  dose  and  duration  of  treatment  is 
advised. 
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Causes 

Vaccines  and  antisera  are  the  leading  causes  of 
encephalomyelitis.  Inoculations  can  cause  post- 
vaccinal encephalitis  with  perivenous  inflammation, 
demyelination,  and  proliferation  of  microglia.2 

The  prevalence  of  encephalitis  following  primary 
smallpox  vaccinations  is  estimated  to  be  between 
1:100,000  and  1:1, 000, 000. 2 The  danger  is  greatest 
in  children  with  cerebral  defects  before  inoculation, 
and  the  risk  in  young  children  is  less  than  that  in 
children  between  the  ages  of  4 and  16.  The  incuba- 
tion period  varies  from  several  hours  to  35  days,  av- 
eraging usually  10  to  11  days,  and  reactions  are  much 
more  frequent  after  the  first  inoculation  than  after 
reinoculation.  Although  milder  forms  of  postvac- 
cinal encephalitis,  manifested  only  by  seizures,  do 
occur,  severe  reactions  leading  to  death  have  also 
been  reported.  In  one  series  of  16  cases  of  postvac- 
cinal encephalitis,  for  example,  the  mortality  rate  was 
24  percent.3  The  risk  of  encephalitis  after  routine 
smallpox  vaccination  in  industrialized  countries  is 
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believed  by  some  investigators  to  be  higher  than  the 
likelihood  of  contracting  the  disease.2 

According  to  a recent  British  survey,4  pertussis 
vaccines  produce  encephalopathies  with  neurologic 
residuals  in  two  thirds  of  all  cases.  Since  this  vaccine 
is  apparently  one  of  the  most  hazardous  and  possibly 
one  of  the  least  effective,  serious  questions  have  been 
raised  about  its  routine  use. 

The  danger  of  encephalitis  following  rabies  vac- 
cination has  been  reduced  considerably  by  the  re- 
placement of  antirabies  vaccine  grown  on  rabbit 
brain  with  a vaccine  grown  on  duck  embryo.  Passive 
immunization  with  hyperimmune  rabies  antiserum 
is  now  regarded  as  the  treatment  of  choice.2 

Tetanus  antitoxin  also  occasionally  produces  a 
demyelinating  encephalomyelitis.  It  is  hoped  that 
the  use  of  human  tetanus  immune  globlin  or  the  use 
of  tetanus  toxoid  to  produce  more  permanent  pro- 
phylaxis w’ill  eliminate  this  complication.2 

Iatrogenic  encephalopathies  have  also  been  ob- 
served approximately  seven  days  after  oral  vaccina- 
tion against  poliomyelitis.  The  manifestations  range 
from  difficulties  in  swallowing  or  breathing  to  in- 
duction of  acute  bouts  of  multiple  sclerosis  and, 
rarely,  to  poliomyelitis  or  encephalitis.2 

Drug  effects 

Antibiotics  and  tuberculostatics.  Because  of 
the  protective  action  of  the  blood-brain  barrier  and 
the  efficiency  of  renal  clearance  mechanisms,  toxic 
effects  of  antibiotics  and  tuberculostatics  are  rare, 
even  in  long-term  treatment  with  high  doses  given 
orally  or  intramuscularly.  If  either  or  both  of  these 
mechanisms  break  down  or  if  penicillin  is  given  in- 
travenously in  very  high  doses,  a much  more  dan- 
gerous situation  can  arise.5  Large  doses  of  penicillin, 
especially  in  the  presence  of  impaired  renal  function, 
can  cause  a depressed  level  of  consciousness  pro- 
gressing to  a comatose  state,  which  is  followed  by 
myoclonic  jerking,  most  frequently  affecting  the  face 
and  the  pectoral  and  limb  musculature.  Subsequent 
seizures  may  be  focal  at  one  time  and  generalized  at 
other  times;  they  occasionally  occur  in  bouts.  This 
remarkably  uniform  picture  occurs  mainly  in  pa- 
tients in  the  sixth  to  eighth  decades  who  are  being 
treated  against  gram-negative  organisms  with  more 
than  25  million  units  of  penicillin  per  day.  Penicillin 
G is  particularly  apt  to  produce  these  side-effects.1 
Because  these  complications  do  not  occur  with  spinal 
fluid  levels  below  10  units  per  milliliter,5  they  can  be 
prevented  if  the  level  of  penicillin  in  the  spinal  fluid 
is  carefully  monitored. 

Brain  lesions  can  also  occur  as  an  anaphylactic 
reaction,  from  which  patients  usually  recover. 
Mumenthaler1  stresses  that  this  increased  penicillin 
diffusion  can  cause  grave  complications,  especially 
in  cardiopulmonary  bypasses  used  during  heart 
surgery.  If  penicillin  is  given  intrathecally,  the 
maximum  amount  should  be  5,000  to  10,000  units  in 
10  ml.  of  sodium  chloride;  otherwise,  there  is  a risk 


of  inducing  seizures  or  even  status  epilepticus. 
Phenobarbital  is  of  little  value  in  treating  this  com- 
plication, but  paraldehyde  usually  controls  the  my- 
oclonus. The  symptoms  usually  abate  within  24 
hours  after  the  medications  have  been  reduced  or 
discontinued.  However,  in  one  series  of  10  patients, 
7 improved,  while  3 died.2’5 

Despite  the  danger  to  the  central  nervous  system, 
the  use  of  penicillin  has  not  always  been  tempered  by 
the  necessary  caution.  It  should  be  emphasized  that 
other  antibiotics  may  be  the  treatment  of  choice, 
especially  in  elderly  patients  with  renal  failure.  It 
is  important  to  keep  in  mind,  however,  that  renal 
failure  also  potentiates  the  toxic  effects  of  chloram- 
phenicol, polymyxin  and  gentamycin.2 

The  use  of  tetracyclines  past  their  expiration  date 
has  been  implicated  as  a cause  of  increased  intra- 
cranial pressure  in  children.1’2  High  doses  of 
amantadine  can  also  induce  transient  neurologic 
and  psychiatric  symptoms.2  Fortunately,  the  en- 
cephalopathies associated  with  streptomycin  and 
with  some  sulfonamides  are  now  rare.1 

Isoniazid  can  produce  encephalopathy  as  well  as 
optic  and  peripheral  neuritis.  The  mechanism 
probably  involves  pyridoxine  deficiency.  According 
to  Adams  and  White,6  the  encephalopathy  can  occur 
if  the  doses  are  large,  the  treatment  is  prolonged,  or 
the  patient  is  genetically  slow  in  inactivating  the 
drug. 

Para-aminosalicylic  acid  (PAS)  causes  an  allergic 
reaction  associated  with  a rash,  which  is  reproducible 
on  reexposure  to  the  drug.  Recovery  from  this  en- 
cephalopathy is  usually  complete.2 

Neuroleptica.  A number  of  undesirable  side- 
effects  have  been  reported  with  the  use  of  lithium 
carbonate,  a psychotropic  drug  which  probably  acts 
to  decrease  postsynaptic  biogenic  amine  functions.7 
It  has  also  been  suggested  that  lithium  carbonate 
impairs  renal  functions  and  in  this  way  produces 
some  of  the  complications  observed.  When  serum 
levels  exceed  2 mEq.  per  liter,  which  is  slightly  above 
the  therapeutic  range,  fever,  spastic  hyperreflexia, 
ataxia,  dysarthria,  and  corna  may  result.  Also,  status 
epilepticus  has  been  described  in  cases  of  overdose 
of  lithium  during  treatment  of  manic  attacks.7 
Furthermore,  when  the  weak  neuroleptic  properties 
of  lithium  are  combined  with  the  synergistic  effects 
of  nortriptylin  or  amitriptylin,  striatal  functions  can 
be  impaired,  and  extrapyramidal  symptoms  may 
appear.8 

Long-term  treatment  with  neuroleptica,  especially 
the  phenothiazines,  has  been  reported  to  cause  per- 
sistent hyperkinesis  in  70  percent  of  cases.9  The 
duration  of  therapy  is  the  single  most  important 
factor.  Also,  after  age  60,  the  symptoms  tend  to  be 
more  frequent  and  more  persistent.  If  lower  levels 
of  neuroleptics  are  employed,  the  drug-induced 
tremor  can  be  reduced  by  60  to  70  percent.9 

A number  of  other  neuroleptic  drugs  have  been 
incriminated  in  the  serious  complications  observed 
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in  a number  of  individual  patients.  Attacks  of  cor- 
tical blindness,  hyperpyrexia,  and  coma  have  been 
described  in  a child  with  nephrogenic  diabetes  in- 
sipidus subsequent  to  treatment  with  chlorothiaz- 
ide.10 MAO  (monoamine  oxidase)  inhibitors  and 
tricyclic  antidepressants  can  produce  restlessness, 
hyperthermia,  seizures,  and  coma,  presumably  by 
additive  pharmacologic  effects  on  central  adrenergic 
synapses. - 

Analgesics.  Propoxyphene  (Darvon)  is  quickly 
absorbed  from  the  stomach  and  concentrates  in 
brain,  liver,  lung,  and  kidneys,  especially  after  acci- 
dental overdose  in  children.  Symptoms  appear  in 
30  to  45  minutes  with  repeated  convulsions  pro- 
gressing to  status  epilepticus,  acute  respiratory  de- 
pression, and  coma.  The  rapid  binding  of  the  drug 
by  brain  tissue  without  an  enzyme  system  for  inac- 
tivating the  drug  probably  accounts  for  the  delete- 
rious effects  of  propoxyphene  on  the  central  nervous 
system.  Although  the  seizures  do  not  respond  to 
common  anticonvulsant  medication,  they  can  be 
controlled  by  nalorphine,  5 mg.  intravenously,  which 
also  helps  prevent  possible  brain  lesions.11 

Pentazocine  (Talwin),  like  morphine,  can  lead  to 
side-effects  in  the  form  of  visual  and  auditory  hal- 
lucinations, euphoria,  abnormal  thoughts,  vertigo, 
numbness,  and  generalized  shaking.  Because  pen- 
tazocine may  also  produce  dizziness,  nausea,  seda- 
tion, and  elevated  blood  pressure,  caution  should  be 
exercised  when  using  this  drug  in  the  presence  of 
respiratory  insufficiency,  head  injury,  convulsive 
states,  and  hypertension.  Since  30  percent  of  the 
drug  is  metabolized  in  the  liver,  lower  doses  should 
also  be  used  in  hepatic  insufficiency.  Again,  the 
antidote  of  choice  is  nalorphine.12 

Bowel  preparations.  Bismuth,  used  in  France 
for  treatment  of  chronic  digestive  disorder,  has  been 
reponsible  for  more  than  100  cases  of  encephalopa- 
thy.13 The  clinical  picture,  which  may  occur  after 
taking  the  drug  for  periods  ranging  from  3 weeks  to 
20  years,  consists  of  disorders  of  language  and  writ- 
ing, myoclonus,  severe  confusion,  gait  disturbances, 
and  astasia  as  well  as  abasia.  The  exact  mechanism 
of  action  is  not  known.  Recovery  usually  occurs 
within  two  to  three  weeks  after  withdrawal  of  the 
drug,  but  fatal  cases  have  been  reported.  According 
to  Loiseau  et  al  13  the  blood  levels  of  bismuth  in  toxic 
patients  was  10  to  100  times  higher  than  in  those 
patients  who  took  the  drug  without  ill  effect.  In 
addition,  amnestic  disturbances  have  been  described 
with  hydrochinolin  preparations  used  as  bowel  dis- 
infectant. 

Antiepileptica.  The  clinical  features  of  en- 
cephalopathies produced  by  anticonvulsants  are 
nonspecific.  The  side-effects  of  diphenylhvdantoin 
(Dilantin)  depend  on  dosage  and  an  individual  sen- 
sitivity to  the  drug.  Not  all  side-effects  occur  im- 
mediately after  drug  ingestion,  and  delayed  id- 
iosyncratic reactions  have  been  encountered.14,15 
Nystagmus  often  occurs  when  the  blood  level  reaches 


20  micrograms  per  milliliter,  ataxia  sets  in  with  levels 
above  30  micrograms  per  milliliter,  and  mental 
slowing  may  occur  when  the  level  exceeds  40  micro- 
grams per  milliliter.  Extrapvramidal  symptoms  are 
rare.16  Diphenylhvdantoin,  given  intravenously  in 
cardiac  arrhythmias  or  in  large  doses  by  mouth,  may 
provoke  seizures,  although  such  factors  as  anoxia, 
metabolic  derangement,  and  drug  withdrawal  may 
play  a role.17 

On  the  problem  of  diplunylhydantoin-induced 
seizures,  Bazemore  and  Zuckermann18  found  in  an- 
imals that  seizure-like  episodes  were  not  always  ac- 
companied by  electroencephalographic  evidence  of 
seizure  activity.  According  to  these  controversial 
studies,  the  electroconvulsive  threshold  rises  during 
acute  diphenylhydantoin  intoxication  and  is  main- 
tained at  high  levels  during  the  chronic  state. 

Carbamazepine  (Tegretol)  is  rapidly  absorbed 
from  the  gastrointestinal  tract  and  is  not,  as  fre- 
quently believed,  an  innocuous  drug.19,20  Toxic 
encephalopathies  have  been  described  with  blood 
levels  above  20  micrograms  per  milliliter.  One  pa- 
tient with  a level  of  10.1  micrograms  per  milliliter 
showed  confusion,  waxing  and  waning  stupor,  skew 
deviation  of  the  eyes,  and  absent  doll’s-head  phe- 
nomenon.20 The  clinical  features  and  electroen- 
cephalographic findings  are  similar  to  those  of  other 
acute  intoxications  or  metabolic  encephalopathies 
and  are  difficult  to  distinguish  from  postictal 
states. 

Other  drugs  and  procedures.  Dialysis  dementia 
is  a progressive  and  fatal  disturbance  which  has  just 
recently  been  recognized  as  a rare  complication  of 
long-term  hemodialysis.  It  has  been  suggested  that 
the  cause  may  be  aluminum  intoxication.21,22  In- 
voluntary movements,  facial  grimacing,  subsequent 
dementia,  seizures,  ataxia,  and  pyramidal  signs  de- 
velop in  these  patients. 

Pseudotumor  cerebri,  characterized  by  headaches, 
blurred  vision,  and  increased  intracranial  pressure 
with  papilledema,  has  been  reported  in  association 
with  a variety  of  medications.2,23  Corticosteroids  are 
the  agents  most  commonly  implicated,  especially  in 
children,  where  the  occurrence  of  death  belies  the 
name  of  benign  intracranial  hypertension.  High 
doses  of  steroids  may  also  produce  this  syndrome  in 
adults,  and  ACTH  (adrenocorticotropic  hormone) 
is  known  to  produce  brain  edema.24 

Oral  contraceptives,  which  induce  excessive  water 
retention,  are  being  increasingly  recognized  as  a cause 
of  pseudotumor  cerebri.  Epileptics  seem  to  be  par- 
ticularly susceptible,  and  their  seizures  may  be  ag- 
gravated.2 Seizures  due  to  water  intoxication  have 
also  been  reported  with  the  use  of  oxytocin  to  facili- 
tate delivery,  usually  when  parenteral  fluids  are  ad- 
ministered concurrently.25 

There  is  also  a report  of  a child  with  leukemia  who 
developed  seizures  and  coma  after  vincristine  ther- 
apy.26 It  was  postulated  that  vincristine  therapy 
may  have  a direct  neurotonic  effect  on  the  site  of 
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antidiuretic  hormone  formation  or  storage.  And 
finally,  indomethacin  has  been  associated  with  a 
syndrome  manifested  by  headaches,  drowsiness, 
vertigo,  seizures,  and  coma.27 

Summary 

The  common  causes  of  iatrogenic  encephalopa- 
thies are  outlined.  Of  special  interest  are  en- 
cephalopathies caused  by  smallpox  or  other  vacci- 
nations in  the  younger  and  by  larger  doses  of  peni- 
cillin in  the  older  population.  The  effects  of  lithium 
and  certain  analgesics  on  the  brain  are  reviewed. 

The  clinician  should  be  aware  of  diphenylhydan- 
toin  (Dilantin)  encephalopathy  during  the  treatment 
of  convulsive  disorders,  of  dementia  caused  by 
long-term  hemodialysis,  and  of  pseudotumor  cerebri 
initiated  by  steroids  and  contraceptives. 

462  Grider  Street 
Buffalo,  New  York  14215 
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Mental  disturbances  are  common  features  of 
drug-induced  encephalopat  hies.  These  disturbances 
may  range,  in  the  affective  sphere,  from  states  of  mild 
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anxiety,  depression,  or  euphoria  to  frank  psychoses 
or  suicidal  behavior;  and  in  the  intellectual  sphere, 
from  mild  impairment  of  memory,  attention,  or 
judgment  to  severe  dementia.  Despite  the  ubiquity 
of  these  side-effects,  systematic  investigation  has 
been  confined  largely  to  the  psychological  effects 
associated  with  two  widely  used  drug  therapies  of 
proved  efficacy:  L-dopa,  or  levodopa,  for  the 

treatment  of  parkinsonism  and  anticonvulsant 
medication  for  the  treatment  of  seizure  disorders. 


Psychological  effects  of  L-dopa  medication 

Incidence.  Psychiatric  side-effects  have  been 
observed  in  almost  every  study  concerned  with  the 
effects  of  L-dopa  in  parkinsonian  patients.  Two 
large  collaborative  studies  involving  1,720  patients, 
by  Keenan  and  Langrall  in  1970,  cited  in  Goodwin,1 
found  that  mental  changes  constituted  the  third  most 
frequent  side-effect  of  L-dopa  therapy  after  gas- 
trointestinal symptoms  and  abnormal  involuntary 
movements.  The  tabulations  by  Goodwin1  and  by 
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Celesia  and  Barr2  of  the  results  from  18  separate 
studies  involving  842  patients  show  incidence  rates 
for  psychiatric  symptoms  ranging  from  zero  to  55 
percent,  with  an  overall  average  of  about  20  per- 
cent. 

The  wide  range  of  incidence  rates  reported  un- 
doubtedly reflects  important  differences  among  the 
patient  samples  studied.  A number  of  investigators 
have  reported  that  patients  with  postencephalitic 
rather  than  idiopathic  parkinsonism,  patients  with 
pretreatment  psychiatric  problems,  and  elderly  pa- 
tients with  signs  of  dementia  are  at  particular  risk  for 
the  development  of  mental  disturbances  and  are 
likely  to  show  these  disturbances  at  lower  dosages 
than  do  intact  patients  with  idiopathic  parkin- 
sonism.1-5 Even  more  serious  consequences  were 
reported  by  Sacks  and  his  associates4  from  their 
study  of  15  institutionalized  parkinsonian  patients 
who  had  significant  impairment  of  higher  mental 
functions  before  L-dopa  treatment.  Regardless  of 
the  therapeutic  effect  on  parkinsonian  symptoms,  all 
15  patients  developed  severe,  irreversible  psychotic 
dementias,  which  were  resistant  to  reduction  in 
dosage  or  discontinuation  of  L-dopa. 

From  the  psychological  point  of  view,  then,  the 
ideal  candidate  for  L-dopa  therapy  is  the  younger 
idiopathic  parkinsonian  patient  with  good  pre- 
treatment emotional  and  intellectual  status.  How- 
ever, with  the  exception  of  elderly  demented  patients, 
for  whom  Sacks  et  al.4  consider  L-dopa  to  be  an  un- 
safe treatment,  patients  who  are  less  than  ideal 
condidates  need  not  automatically  be  excluded  from 
the  potential  benefits  of  L-dopa  therapy.  For  most 
patients,  the  psychiatric  side-effects  of  L-dopa  are 
dose-related  and  can  usually  be  eliminated  by  re- 
ducing the  dosage  of  L-dopa,  although  for  some, 
discontinuation  of  the  drug  may  be  necessary.2-5 
Furthermore,  the  depression  which  is  a relatively 
frequent  side-effect  of  L-dopa  therapy  can  often  be 
treated  successfully  with  antidepressant  medica- 
tion.2-6 It  should  be  emphasized,  how-ever,  that  these 
high-risk  patients,  that  is,  those  who  are  elderly, 
postencephalitic,  or  who  have  a history  of  psychiatric 
disturbances,  require  particularly  careful  monitoring. 
The  fact  that  patients  do  not  show  disturbances  of 
behavior  early  in  the  course  of  treatment  does  not 
guarantee  that  these  disturbances  will  not  occur, 
since  they  may  not  appear  until  months  after  treat- 
ment has  begun. 

Psychiatric  manifestations.  What  form  do 
these  psychiatric  disturbances  take?  Goodwin1  has 
compiled  incidence  data  from  21  published  studies 
which  included  908  patients,  of  whom  180, 19.7  per- 
cent, showed  mental  symptoms.  The  most  frequent 
disturbances  reported  were  confusion  or  delirium  in 
4.4  percent,  and  depression  in  4.2  percent,  followed 
by  overactivity  or  agitation  and  psychosis,  appearing 
in  3.6  percent  each.  Less  frequently  occurring 
symptoms  include  euphoria,  acute  anxiety,  irrita- 
bility, sleep  disturbances,  and  hypersexuality. 


The  toxic  confusional  or  delirious  state  seen  with 
L-dopa  is  very  similar  to  that  observed  with  high 
doses  of  ACTH  (adrenocorticotropic  hormone)  or 
cortisone  and  usually  begins  with  agitation,  help- 
lessness, insomnia,  and  irritability,  followed  by  severe 
anxiety  which  may  lead  to  a hypomanic  state  with 
bizarre,  stereotyped,  perseverative  behavior.7  In  its 
extreme  form,  paranoid  ideation,  hallucinations,  and 
antisocial,  sometimes  violent,  behavior  may  occur. 
Celesia  and  Barr,2  in  noting  the  frequent  association 
of  dyskinetic  movements  with  psychiatric  distur- 
bances, stated  that  “The  agitated  confused  patient 
with  vivid  visual  and  auditory  hallucinations  and 
buccolingual  or  generalized  dyskinesia  presents  a 
unique  clinical  picture  characteristic  of  levodopa 
toxicity."  More  recently,  the  occurrence  of  severely 
agitated  psychotic  episodes  was  reported  in  two  pa- 
tients several  days  after  treatment  was  begun  with 
a combination  of  levodopa  and  carbidopa.8  The 
symptoms  subsided  within  days  after  withdrawal  of 
the  combination  therapy  and  did  not  recur  after 
treatment  with  L-dopa  alone  was  reinstituted. 

Side-effects  such  as  overactivity,  restlessness,  and 
hypomania  are  not  unexpected  in  view  of  the  widely 
observed  awakening  effect  of  L-dopa.7-9  Depression 
is  less  easily  understood,  especially  since  relief  of 
depression  has  also  been  observed  early  in  the  course 
of  L-dopa  therapy10  and  since,  on  biochemical 
grounds,  L-dopa  would  be  expected  to  act  as  an  an- 
tidepressant.11-12 Riklan9  has  suggested  that  L-dopa 
may  produce  affective  changes  by  altering  the  bal- 
ance of  biogenic  amines.  Several  investigators  have 
raised  the  possibility  that  relief  of  depression  early 
in  the  treatment  may  reflect  the  patient’s  reaction 
to  the  alleviation  of  his  parkinsonian  symptoms  and 
that,  similarly,  the  recurrence  of  depression  with 
long-term  therapy  may  result  from  the  patient’s  re- 
alization that  the  treatment  does  not  cure  the  dis- 
ease.2-9-13-14 Against  this  hypothesis  are  reports  of 
depression  early  in  L-dopa  treatment,  after  three  to 
six  months,6-15  and  of  the  occurrence  of  mental  dis- 
turbances, including  depression,  in  patients  who 
obtained  good  relief  of  their  parkinsonian  symp- 
toms.1-4-15 It  has  also  been  suggested  that  the  de- 
pression apparently  produced  by  L-dopa  may,  in 
reality,  be  an  exacerbation  or  unmasking  of  a 
preexisting  or  underlying  depression.16  Some  sup- 
port for  this  hypothesis  comes  from  studies  which 
show  that  parkinsonian  patients,  before  L-dopa 
treatment,  are  more  depressed  than  healthy  control 
patients,  cardiac  patients,  or  chronically  disabled 
patients.10-14-17-19 

Effects  on  intellectual  functions.  Except  for 
the  exacerbation  of  dementia  in  patients  who  were 
demented  before  treatment,  L-dopa  does  not  appear 
to  have  a significant  adverse  effect  on  intellectual 
functioning.  Numerous  psychometric  studies  of 
parkinsonian  patients  have  reported  significant 
improvement  in  some  perceptual  and  cognitive 
functions  after  3,  6,  or  12  months  of  L-dopa  therapy 
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by  comparison  with  pre-L-dopa  levels  of  perfor- 
mance.6’9’13>20_24  Recent  studies  of  parkinsonian 
patients  on  L-dopa  for  periods  longer  than  30  months 
report  declines  in  intellectual  functioning  ranging 
from  relatively  mild  decrements  in  attention  span, 
recent  memory,  and  judgment  to  virtually  complete 
loss  of  the  intellectual  gains  made  during  the  first 
year.24-26  By  contrast  with  the  psychiatric  symp- 
toms seen  in  association  with  L-dopa  therapy,  these 
decrements  in  higher  mental  functions  have  been 
attributed  either  to  the  natural  progression  of  the 
disease  or  to  the  waning  effects  of  L-dopa,  not  to  an 
iatrogenic  effect  of  L-dopa.27 

Summary.  Although  L-dopa  therapy  for  park- 
insonism appears  to  produce  improvement  in  some 
higher  mental  functions,  at  least  during  the  first  year 
or  two  of  therapy,  psychiatric  side-effects  such  as 
confusion,  overactivity,  depression,  anxiety,  and 
psychosis  occur  on  the  average  in  20  percent  of  par- 
kinsonian patients  on  L-dopa.  Patients  particularly 
at  risk  for  the  development  of  psychiatric  distur- 
bances are  the  elderly,  the  postencephalitic,  and 
those  with  poor  pretreatment  emotional  and  intel- 
lectual status.  Although  L-dopa  may  be  unsafe  for 
patients  who  are  both  elderly  and  demented,  other 
high-risk  patients  need  not  be  denied  the  benefits  of 
L-dopa  so  long  as  their  reactions  to  the  drug  are 
carefully  and  continuously  monitored. 

Psychological  effects  of 
anticonvulsant  medications 

Incidence  and  manifestations.  Adverse  effects 
on  mental  functions  have  been  reported  in  associa- 
tion with  the  use  of  all  major  anticonvulsants,  with 
an  overall  incidence  rate  on  the  order  of  15  to  20 
percent.28-35  Acute  confusional  and/or  psychotic 
states  have  resulted  from  treatment  with  diphenyl- 
hydantoin  (Dilantin),  ethosuximide  (Zarontin),  and 
primidone  (Mysoline),28,30’31’33-35  and  phenobarbital 
therapy  has  been  associated  with  a paradoxical  hy- 
perkinetic syndrome  in  children  and  with  delirium 
in  the  elderly.29’33  34  The  psychological  disturbances 
associated  with  anticonvulsant  toxicity  are  generally 
reversible  and  dose-related  and  can  usually  be 
eliminated  by  reduction  of  dosage  or  discontinuation 
of  the  medication.34-35 

Recent  work  has  shown,  however,  that  signs  of 
toxicity  are  more  closely  related  to  serum  anticon- 
vulsant levels  than  to  dosage.32’35-37  While  most 
epileptic  patients  show  a linear  relationship  between 
anticonvulsant  dosage  and  serum  levels,  some  have 
been  found  to  have  serum  levels  in  the  toxic  range, 
that  is,  higher  than  20  to  25  micrograms  per  milliliter, 
while  receiving  what  are  generally  considered  to  be 
therapeutic  dosages.32’33’35’38  Several  factors  have 
been  implicated  in  this  disparity  between  dosage  and 
serum  levels:  (1)  congenital  variations  in  the  liver 
enzymes  required  for  the  metabolism  of  anticon- 
vulsants; (2)  liver  disease;  (3)  intercurrent  infection; 
and  (4)  the  addition  of  discont  inuation  of  other  drugs 
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which  either  enhance  or  inhibit  the  metabolism  of 
anticonvulsants.32’38’39  Mention  should  also  be  made 
of  the  occasional  cases  of  severe  psychiatric  syn- 
dromes which  have  occurred  with  dosage  or  serum 
levels  well  below  the  toxic  range.40-41 

In  the  presence  of  the  classic  motor  signs  of  anti- 
convulsant toxicity,  that  is,  nystagmus,  ataxia,  and 
dysarthria,  the  cause  of  the  behavioral  disturbances 
associated  with  them  presents  no  particular  problem. 
It  is  when  these  signs  are  absent,  masked  by  coex- 
isting neurologic  disease,  or  difficult  to  detect  be- 
cause of  the  patient’s  age  or  mental  status,  that  the 
possibility  of  toxicity  may  be  overlooked.  This  is  a 
particular  problem  in  very  young  children  and  in  the 
mentally  retarded  or  severely  disabled  pa- 
tient.32,38’39 

Patel  and  Crichton32  have  presented  case  histories 
of  nine  children  on  diphenylhydantoin  therapy  who 
were  admitted  to  the  hospital  with  a variety  of  sus- 
pected neurologic  disorders.  Although  diphenyl- 
hydantoin toxicity  was  suspected  initially  in  only  one, 
all  of  them  were  found  to  be  suffering  from  anticon- 
vulsant toxicity,  and  only  three  of  them  were  re- 
ceiving excessive  dosages  at  the  time.  Logan  and 
Freeman38  have  described  an  additional  four  pa- 
tients, all  mentally  retarded,  who  presented  as  cases 
of  “progressive  or  degenerative  neurologic  disease” 
and  who  were  discovered  to  have  diphenylhydantoin 
levels  equal  to  or  in  excess  of  40  micrograms  per 
milliliter.  They  have  suggested  that  in  the  absence 
of  the  classic  motor  signs  of  toxicity,  special  attention 
be  paid  to  the  presence  of  marked  hypotonia  with 
normal  or  brisk  reflexes,  pupillary  dilation,  elevated 
cerebrospinal  fluid  protein,  diffuse  and  nonspecific 
slowing  on  the  electroencephalogram,  and  progres- 
sive mental  impairment. 

Evidence  is  also  accumulating  that  anticonvulsant 
medications  can  produce  more  subtle  changes  in  in- 
tellectual and  personality  functioning  than  those 
seen  in  the  full-blown  toxic  syndrome,  although  the 
results  of  different  studies  are  sometimes  conflic- 
ting.29-31’34-36,42-49 Careful  assessment  of  these  ef- 
fects is  difficult  because  epileptic  patients  cannot,  on 
ethical  grounds,  be  denied  anticonvulsant  medication 
for  research  purposes,  and  the  use  of  normal  control 
subjects  does  not  allow  the  investigator  to  discrimi- 
nate the  effects  of  the  therapy  from  the  effects  of  the 
disease. 

Effects  of  specific  anticonvulsants.  With 
phenobarbital  therapy,  the  most  frequent  side-effect 
is  sedation,  which  usually  occurs  at  the  beginning  of 
treatment  and  abates  after  two  to  three  weeks. 29,33,35 
Hutt  et  al.44  reported  impaired  performance  on 
complex  psychomotor  and  verbal  learning  tasks  in 
four  normal  volunteers  who  took  180  mg.  per  day  of 
phenobarbital  for  20  days.  However,  three  other 
reports  of  the  effects  of  phenobarbital  in  epileptic 
children  indicated  either  no  effect  or  a slight  im- 
provement in  test  performance.29  As  noted  earlier, 
however,  phenobarbital  is  known  to  produce  a par- 
adoxical hyperkinetic  syndrome  in  some  children  and 


delirium  in  some  elderly  patients. 

There  is  less  agreement  with  regard  to  the  effects 
of  ethosuximide  on  intellectual  functions.  Two 
studies  have  reported  memory  decrements  and 
speech  and  emotional  disturbances  in  children  taking 
ethosuximide.3043  Opposite  results,  that  is,  im- 
provement in  test  scores,  were  obtained  by  Smith  et 
al.  in  their  study  of  children  with  learning  disorders 
and  6 and  14  per  second  positive  spikes  and  in  a 
well-controlled  study  carried  out  at  the  National 
Institute  of  Neurological  Disease  and  Stroke  on  40 
children  with  previously  untreated  petit  mal  epi- 
lepsy, both  cited  in  Buchanan.30 

Of  the  major  anticonvulsant  medications,  di- 
phenylhydantoin has  been  subjected  to  the  most 
intensive  scrutiny.  Although  Rosen48  claimed  “re- 
markable improvement”  in  work,  school,  and  psy- 
chological test  performance  in  20  patients  after  dis- 
continuation of  long-term  treatment  with  di- 
phenylhydantoin, most  studies  of  the  effects  of  di- 
phenylhydantoin on  psychological  test  performance 
have  failed  to  find  striking  or  statistically  significant 
cognitive  impairment.  However,  there  have  been 
numerous  reports  of  slight  but  consistent  decrements 
in  the  test  scores  of  epileptic  patients  on  diphenyl- 
hydantoin therapy  as  compared  with  normal  controls 
or  with  the  patients’  own  performances  while  on 
other  anticonvulsant  medications. 35_37  42’45_47 

That  mental  disturbances  are  related  to  serum 
diphenylhydantoin  levels  and  can  occur  even  when 
serum  levels  are  well  within  the  therapeutic  range  is 
demonstrated  in  a recent  study  by  Reynolds  and 
Travers.47  Without  knowing  the  patients’  serum 
diphenylhydantoin  levels,  they  evaluated  their  pa- 
tients for  the  presence  or  absence  of  psychomotor 
slowing,  intellectual  deterioration,  and  psychiatric 
illness  or  personality  change.  They  found  that  av- 
erage serum  diphenylhydantoin  levels  were  signifi- 
cantly higher  in  those  patients  who  showed  these 
psychological  side-effects  than  in  those  who  did  not, 
although  average  diphenylhydantoin  levels  were  all 
below  the  toxic  range.  These  findings  are  even  more 
striking  in  view  of  the  fact  that  the  investigators  ex- 
cluded from  their  results  all  patients  who  had  clear 
clinical  evidence  of  toxicity,  mental  symptoms  before 
the  onset  of  epilepsy,  or  evidence  of  a gross  cerebral 
lesion. 

Summary.  In  summary,  several  points  warrant 
emphasis.  Although  dosage  and  serum  anticonvul- 
sant levels  are  closely  correlated  in  most  patients, 
toxic  serum  levels  can  occur  with  dosages  in  the 
therapeutic  range.  Severe  mental  syndromes  can 
occur  in  the  absence  of  the  classic  motor  signs  of 
anticonvulsant  toxicity;  alternatively,  these  signs 
may  be  masked  by  coexisting  neurologic  disease  or 
difficult  to  detect  in  some  patients.  Therefore,  very 
young  children,  the  mentally  retarded,  the  severely 
disabled,  and  the  elderly  require  especially  careful 
monitoring  of  serum  levels.  Because  more  subtle 
intellectual  and  emotional  disturbances  can  occur 


with  serum  levels  within  the  therapeutic  range,  the 
possibility  that  anticonvulsant  medication  may  be 
interfering  with  the  intellectual  or  emotional  be- 
havior of  the  patient  should  be  kept  in  mind.  As 
always,  of  course,  the  benefit  to  be  gained  from  sei- 
zure control  must  be  balanced  against  the  possible 
undesirable  side-effects. 

Summary 

A review  of  the  literature  indicates  that  adverse 
effects  on  psychological  functioning  occur  in  ap- 
proximately 20  percent  of  parkinsonian  patients  re- 
ceiving L-dopa  and  in  approximately  20  percent  of 
epileptic  patients  receiving  anticonvulsant  medica- 
tions. Although  L-dopa  may  initially  enhance  rather 
than  depress  intellectual  functions,  serious  psychi- 
atric disturbances  are  not  uncommon  and  occur  more 
frequently  in  patients  with  postencephalitic  park- 
insonism, in  patients  who  are  elderly  and/or  de- 
mented, or  who  have  a poor  premorbid  psychiatric 
history.  The  intellectual  and  psychiatric  distur- 
bances associated  with  anticonvulsant  medications 
are  more  closely  related  to  serum  anticonvulsant 
levels  than  to  dosage.  Because  signs  of  toxicity  may 
be  masked  in  the  very  young,  the  very  old,  or  the  se- 
verely disabled,  these  groups  require  particularly 
careful  monitoring  of  serum  anticonvulsant  levels. 
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Drug-induced  disorders  of  muscle  and  neuro- 
muscular transmission  are  not  common,  hut  they  can 
he  produced  hy  a large  number  of  pharmacologic 
agents.  Drugs  can  affect  muscle  directly  and  pro- 
duce myopathy,  myositis,  muscle  fibrosis,  or  myo- 
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tonia.  Or,  muscle  involvement  may  occur  secondary 
to  metabolic  dysfunction  caused  by  drug-induced 
hypo-  or  hyperkalemia.  This  report  will  review  only 
those  iatrogenic  muscle  disorders  produced  by  the 
direct  action  of  drugs  on  muscle. 

Drug-induced  myopathies 

The  drugs  which  commonly  cause  myopathies  are 
corticosteroids,  chloroquine,  and  emetine.  Of  these, 
the  steroid  and  chloroquine-induced  myopathies  are 
the  best  documented  in  the  literature. 

Steroid  myopathy.  Muscle  weakness  as  a 
prominent  symptom  of  Cushing’s  syndrome  is  well 
known,  and  it  is  now  recognized  that  muscle  weak- 
ness and  wasting  can  occur  during  systemic  cortico- 
steroid therapy.1,2  Steroid-induced  myopathy  oc- 
curs at  all  ages  but  is  most  common  in  the  third  to 
fifth  decade,  probably  reflecting  the  prevalence  of 
steroid-treated  conditions  in  this  age  group.  It  is 
slightly  more  frequent  in  women  than  in  men.  The 
onset  of  the  myopathy  is  usually  within  five  months 
of  the  beginning  of  treatment,  although  it  has  oc- 
curred as  early  as  one  week  and  as  late  as  three  and 
one-half  years  after  treatment. 

The  clinical  syndrome  is  characterized  by  weak- 
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ness  and  wasting  of  skeletal  muscle.  The  onset  of  the 
weakness  is  usually  insidious  and,  if  not  treated,  is 
progressive  and  incapacitating.  Both  lower  and 
upper  extremities  are  affected,  but  the  weakness  is 
most  marked  and  severe  in  the  proximal  muscles  of 
the  lower  extremities.  The  early  stage  of  the  my- 
opathy gives  rise  first  to  complaints  of  inability  to 
climb  stairs,  followed  by  the  inability  to  squat  or  to 
stand  up  from  a sitting  position  and  later,  the  in- 
ability to  walk.  Although  proximal  musculature  is 
mainly  involved,  distal  wasting  and  weakness  have 
occasionally  been  found.  The  muscles  supplied  by 
the  cranial  nerves  are  usually  spared,  but  rare  cases 
show  weakness  of  neck  and  facial  muscles  as  well. 
The  deep  muscle  stretch  reflexes  are  normal;  sensory 
and  sphincter  disturbances  do  not  occur. 

Although  steroid  myopathy  is  more  common  in 
patients  receiving  9-alpha-fluorinated  steroids  such 
as  triamcinalone,  it  can  occur  with  all  types  of  ste- 
roids.3 There  is  no  constant  relationship  between 
the  dosages  of  the  different  steroids  and  the  onset  of 
the  syndrome,  but  the  myopathy  is  most  marked 
when  large  doses  are  used  for  a prolonged  period  of 
time. 

The  diagnosis  is  difficult  to  make  because  the 
myopathic  syndrome  can  be  produced  by  the  steroid 
therapy  or  by  the  primary  disorder  for  which  the 
patient  is  being  treated  with  steroids.  Laboratory 
investigations  are  only  occasionally  helpful.  The 
serum  transaminase  and  aldolase  levels  are  usually 
normal  in  steroid-induced  myopathy.3  The  elec- 
tromyogram usually  shows  a myopathic  pattern,  al- 
though neuropathic  changes  have  been  observed.1 
The  electromyogram  is  useful  primarily  in  differen- 
tiating steroid-induced  myopathy  from  polymyositis, 
the  latter  showing  bizarre  high-frequency  discharges 
and  neurogenic  changes  in  addition  to  the  myopathic 
changes.  Otherwise,  the  diagnostic  value  of  the 
electromyogram  in  steroid  myopathy  is  limited. 

Muscle  biopsy  should  be  performed  in  every  sus- 
pected case  of  steroid  myopathy,  and  morphologic 
studies  should  include  histochemistry  and  electron 
microscopy  in  addition  to  light  microscopy.  The 
changes  seen  in  light  microscopy  and  electron  mi- 
croscopy are  generally  nonspecific.  Light  micro- 
scopic studies  usually  have  shown  changes  suggestive 
of  a primary  myopathy,  and  electron  microscopic 
studies  have  shown  glycogen  accumulation  and  mi- 
tochondrial abnormalities.4,5  However,  histo- 
chemistry of  muscle  biopsies  in  cases  of  steroid  my- 
opathy has  almost  always  revealed  an  atrophy  of 
Type  II  muscle  fibers.5  Even  though  Type  II  muscle 
fiber  atropy  can  occur  in  disuse  atrophy,  cachexia, 
and  myasthenia  gravis  and  is,  therefore,  not  specific 
to  steroid  myopathy,  its  presence  in  association  with 
steroid  therapy  and  the  typical  clinical  features 
confirms  the  diagnosis  of  steroid  myopathy. 

Withdrawal  of  steroids  results  in  slow  but  almost 
complete  recovery  from  the  steroid-induced  my- 
opathy. 


Chloroquine  myopathy.  Chloroquine  in  low 
doses  has  been  used  effectively  in  the  prophylaxis  of 
malaria,  and  complications  from  its  antimalarial  use 
are  rare.  Chloroquine  is  also  a valuable  anti-in- 
flammatory agent,  and  it  is  used  as  such  in  doses  of 
600  mg.  per  day  in  the  treatment  of  rheumatoid  ar- 
thritis, discoid  lupus  erythematosus,  and  other  in- 
flammatory disorders.  It  is  when  larger  doses  are 
used  for  a prolonged  period  of  time  that  myopathy 
is  most  likely  to  occur.  There  is  controversy  as  to 
whether  chloroquine  causes  a myopathy  or  a neu- 
romyopathy. One  experimental  study  reported  that 
muscle  changes  were  prominent  and  that  peripheral 
nerve  changes  did  not  occur  in  chloroquine  myo- 
pathy.(>  However,  changes  in  the  muscle  spindles 
were  detected,  and  this  could  probably  account  for 
some  of  the  frequently  seen  neurogenic  signs  such  as 
absent  deep  reflexes. 

Chloroquine  myopathy  is  rare.  The  syndrome  is 
marked  by  the  insidious  onset  of  weakness  in  the 
lower  extremities,  proximal  and  symmetric.  The 
weakness  spreads  slowly  upward  to  involve  the  upper 
extremities,  often  taking  about  a year  to  do  so. 
Rarely,  trunk,  facial,  and  neck  muscles  are  affected. 
The  muscle  stretch  reflexes  are  grossly  diminished 
or  absent,  but  sensation  and  sphincter  functions  are 
unaffected. 

As  in  the  case  of  steroid  myopathy,  the  diagnosis 
is  difficult,  because  the  primary  disorder  for  which 
chloroquine  is  being  used,  for  example,  rheumatoid 
arthritis,  can  itself  give  rise  to  myopathy.  The  serum 
transaminase,  aldolase,  and  CPK  (creatine  phos- 
phokinase)  are  usually  within  normal  limits.  The 
electromyogram  often  shows  a mixed  pattern  of 
myopathy  and  neuropathy.  Muscle  biopsy  shows  a 
characteristic  myopathy  with  vacuolar  changes  in  the 
muscle.  Because  vacuolar  myopathy  also  occurs  in 
glycogen  storage  disease,  periodic  paralysis,  and 
chronic  polymyositis,  this  finding  is  not  specific  for 
chloroquine  myopathy.  However,  its  presence  in 
association  with  the  typical  clinical  features  and 
chloroquine  therapy  points  to  a diagnosis  of  chloro- 
quine myopathy. 

Chloroquine  myopathy  is  a self-limiting  condition 
which  returns  to  normal  after  withdrawal  of  medi- 
cation. 

Emetine  myopathy.  Emetine  is  a therapeutic 
agent  for  amebiasis.  Common  side-effects  are  usu- 
ally cardiac.  Keng  and  Swee7  have  described  an 
emetine-induced  neuromuscular  disturbance,  but  a 
critical  evaluation  of  their  report  failed  to  show  un- 
equivocal evidence  of  myopathy  and  suggests,  in- 
stead, that  the  muscle  weakness  in  their  cases  was 
secondary  to  neuropathy. 

Drug-induced  muscle  disorders 

Myositis.  Although  a variety  of  drugs  can  pro- 
duce toxic  myopathy,  myositis  resembling  idiopathic 
polymyositis  is  a rare  consequence  of  drug  therapy. 
Schraeder,  Peters,  and  Dahl8  have  recently  reported 
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the  occurrence  of  polymyositis  during  therapy  with 
penicillamine,  a chelating  agent  used  in  the  treat- 
ment of  Wilson’s  disease.  The  symptoms  of 
polymyositis  abated  when  the  penicillamine  was 
withdrawn.  Because  penicillamine  has  been  impli- 
cated in  the  development  of  autoimmune  disorders, 
such  a disorder  was  postulated  as  the  cause  of  the 
patient’s  polymyositis  syndrome. 

Muscle  fibrosis.  Muscle  fibrosis  is  recognized  as 
a complication  of  long-term  parenteral  injections.  In 
children  treated  with  parenteral  antibiotics,  fibrosis 
and  contracture  of  the  quadriceps  muscle  have  been 
reported.9  In  recent  years,  muscle  fibrosis  resulting 
from  parenteral  injections  have  also  been  reported 
in  adults,  especially  in  drug  addicts.10  If  the  devel- 
oping fibrosis  is  recognized  early  and  the  intramus- 
cular injections  are  stopped,  further  development  of 
contractures  can  be  prevented  The  agents  which 
commonly  cause  muscle  fibrosis  include  various  an- 
tibiotics, meperidine,  and  pentazocine. 

Myotonia.  There  have  been  reports  in  the  liter- 
ature of  myotonia  following  the  administration  of 
diazocholesterol,  a hypocholesterolemic  agent.11 
Experimental  studies  have  confirmed  the  causative 
action  of  this  drug  in  myotonia.12 

Myalgia.  The  occurrence  of  severe  muscle  pain, 
muscle  stiffness,  and  weakness  in  association  with 
thiabendazole  therapy  has  been  reported  in  the  lit- 
erature, but  has  not  been  confirmed.2  A similar 
acute  muscle  syndrome  has  also  been  described 
during  administration  of  clofibrate;  this  syndrome 
resolved  on  cessation  of  therapy.2  In  addition, 
muscle  stiffness  aggravated  by  exercise  and  sugges- 
tive of  McArdle’s  disease  has  been  noted,  but  the 
pathogenesis  is  unclear.2 

Drug-induced  disorders 
of  neuromusclar  transmission 

Myasthenic  syndrome.  Drugs  can  produce  a 
myasthenic  syndrome  or  can  aggravate  preexisting 
myasthenia  gravis.1  The  most  common  cause  of 
drug-induced  myasthenic  syndromes  is  the  admin- 
istration of  broad-spectrum  antibiotics,  especially 
those  belonging  to  the  aminoglycoside  group.  The 
neuromuscular  blocking  effect  is  due  either  to  a cu- 
rare-like  action  of  the  ant  ibiotic  or  to  a depolarizing 
block  at  the  myoneural  junction. 

The  key  to  treatment  of  antibiotic-induced  neu- 
romuscular block  is  prompt  diagnosis  and  immediate 
supportive  therapy.  The  offending  agents  should  be 
withdrawn  immediately.  In  addition  to  support  of 
vital  functions,  especially  respiratory  function,  slow 
intravenous  injection  of  10  to  200  mg.  of  calcium 
gluconate  is  helpful.  If  improvement  does  not  occur, 
edrophonium,  10  mg.,  may  be  given  intravenously 
with  careful  monitoring  for  signs  of  improvement 
over  the  next  ten  minutes.  If  a favorable  response 
is  obtained,  neostigmine,  1 to  2 mg.  intramuscularly 
every  four  hours,  should  be  given.  This  almost  al- 
ways reverses  the  neuromuscular  block.  Atropin,  0.4 


to  0.6  mg.,  may  be  given  with  the  neostigmine  to 
minimize  the  side-effects  such  as  increased  saliva- 
tion, bronchial  secretion,  and  abdominal  cramps, 
produced  by  the  neostigmine. 

Neuromuscular  block  due  to  succinylcholine. 
Succinylcholine  is  a potent  neuromuscular  blocking 
agent  of  the  depolarizing  type  used  in  general  anes- 
thesia. It  is  rapidly  hydrolyzed  and  inactivated  by 
the  pseudocholinesterase  present  in  the  plasma  of 
normal  people  and  therefore  has  a very  brief  action. 
In  some  susceptible  individuals,  however,  prolonged 
apnea  occurs  after  succinylcholine  administration 
either  because  of  low  levels  of  pseudocholinesterase 
in  the  plasma  or  because  of  the  presence  of  an  atyp- 
ical form  of  pseudocholinesterase.1  The  low  plasma 
level  of  pseudocholinesterase  is  usually  on  an  he- 
reditary basis,  but  in  rare  cases  may  be  acquired  as 
the  result  of  liver  disease  or  malnutrition.  An- 
esthestists  must  be  aware  of  this  potential  problem 
in  susceptible  patients  and  be  ready  to  apply  sup- 
portive measures  promptly. 

Malignant  hyperpyrexia  with  myopathy 

Malignant  hyperpyrexic  myopathy  is  a syndrome 
produced  by  the  abnormal  reaction  of  some  suscep- 
tible patients  to  anesthetic  drugs.  It  is  clinically 
characterized  by  a rapid  and  progressive  rise  in  body 
temperature,  accompanied  by  generalized  muscular 
rigidity.  Although  it  can  be  triggered  by  most  an- 
esthetic agents  and  muscle  relaxants,  halothane  and 
succinylcholine  are  most  frequently  responsible. 

Malignant  hyperpyrexia  is  not  rare.  To  date,  600 
cases  have  been  reported  in  the  literature.13 
Biochemically  it  results  from  a genetic  abnormality 
of  the  muscle  cell  with  impaired  binding  of  calcium 
ions  to  the  membranes  of  the  sarcolemma  and  the 
sarcoplasmic  reticulum.14  The  inheritance  appears 
to  be  autosomal  dominant  with  reduced  penetrance 
and  variable  expressivity.  A number  of  patients  and 
some  relatives  exhibit  localized  musculoskeletal 
abnormalities  such  as  ptosis,  strabismus,  kyphosco- 
liosis or  herniae,  or  raised  serum  creatine  phos- 
phokinase.  A few  patients  and  relatives  have  shown 
evidence  of  recognizable  myopathies  such  as  central 
core  disease.15 

The  condition  calls  for  early  recognition  and  active 
treatment,  since  it  is  potentially  lethal.  A suitable 
protocol  should  be  available  in  operating  theaters 
describing  procedures  to  be  followed  and  the  location 
of  equipment  and  drugs  for  treatment.  Immediate 
cessation  of  anesthesia  is  mandatory,  and  surgery 
should  be  stopped.  The  patient  should  be  treated 
by  procaine  hydrochloride  given  intravenously  in 
doses  of  at  least  1 Gm.  in  an  adult,  under  electro- 
cardiographic monitoring.  In  addition  to  support 
of  circulation,  metabolic  acidosis  which  is  almost 
always  present  should  be  corrected.  An  osmotic 
diuretic  such  as  mannitol  should  be  infused  to  pre- 
vent acute  renal  failure  secondary  to  myoglobinu- 
ria. 
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The  hyperthermia  is  controlled  by  vigorous  cool- 
ing, making  sure  that  cooling  is  stopped  when  the 
temperature  has  fallen  to  38.5°C.  to  prevent  the 
dangers  of  overcorrection.  Hyper-  and  hypokalemia 
often  occur  during  therapy  and  should  be  treated 
promptly.  If  renal  failure  results  from  myoglo- 
binuria, it  should  be  treated  with  dialysis.  Occa- 
sionally, consumption  coagulopathy  develops  in 
which  case  blood  transfusion,  heparinization,  and 
replacement  of  clotting  factors  will  be  required.  In 
spite  of  early  recognition  and  vigorous  treatment,  the 
mortality  rate  remains  high. 

Summary 

Various  pharmacologic  agents  can  produce  neu- 
romuscular disorders  either  by  affecting  neuromus- 
cular transmission  or  by  direct  action  on  skeletal 
muscle. 

Primary  myopathy,  myositis,  myotonia,  and 
muscle  fibrosis  resulting  from  the  use  of  drugs  are 
discussed  and  particular  attention  directed  to 
myasthenic  syndromes  following  the  use  of  antibi- 
otics and,  in  susceptible  individuals,  prolonged 
neuromuscular  blocking  from  succinylcholine  ad- 
ministration and  potentially  fatal  malignant  hyper- 
pyrexia after  the  use  of  certain  anesthetic  agents. 
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The  direct  and  indirect  effects  of  iatrogenic  vas- 
cular disease  are  manifold;  thus,  discussion  here  has 
to  be  selective  and  will  be  limited  to  principles  and 
examples. 

Causes  of  disorders 

Iatrogenic  vascular  disorders  may  result  from 
disturbances  in  the  heart;  in  the  blood  vessels,  that 
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is,  arteries,  veins,  and  capillaries  irrigating  the  brain; 
in  the  reflex  mechanisms  controlling  the  heart  and 
vessels,  the  cardiac  output,  and  blood  pressure;  and 
in  the  blood  itself. 

The  circulation  is  under  autonomic  control,  both 
parasympathetic  and  sympathetic,  and  reflex  ho- 
meostasis involves  baroreceptors  and  chemorecep- 
tors.  The  carotid  sinus  and  its  disturbances  exem- 
plify the  principles  and  the  dangers.  Massage  or 
pressure  on  the  carotid  sinus  for  diagnostic  purposes 
may  lead  to  vagal  restraint  of  the  heart  with  conse- 
quent slowing  and  even  asystole;  or  there  may  be 
peripheral  vasodilatation  through  the  release  of 
sympathetic  tonus  with  consequent  drop  in  blood 
pressure.  In  either  case,  the  blood  supply  to  the  re- 
ticular activating  system  of  the  brain  stem  may  be 
critically  reduced  with  resulting  syncope,  and  similar 
hypoxia  of  the  cerebrum  may  lead  to  convulsions.  A 
third  effect,  transient  or  prolonged  cerebral  ischemia, 
was  formerly  ascribed  to  reflex  cerebral  vasospasm 
but  is  now  attributed  to  detachment  from  the  carotid 
sinus  of  atheromatous  emboli  or,  alternatively,  to 
complete  occlusion  of  an  already  stenosed  internal 
carotid  by  the  compression  applied  to  its  sinus. 
Digitalis  may  sensitize  the  carotid  sinus  reflex  and 
potentiate  the  adverse  effects  of  manipulation. 

The  homeostatic  mechanisms  controlling  cerebral 
circulation  also  operate  in  disease  states  such  as  high 
blood  pressure.  The  benefits  of  reducing  arterial 
hypertension  are  generally  accepted.  But  precipitate 
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and  wide  reduction  of  arterial  pressure,  particularly 
in  the  elderly,  may  critically  reduce  cerebral  blood 
flow  and  result  in  cerebral  ischemia  or  infarction. 

This  reduction  of  blood  pressure  may  not  be 
planned  and  may  follow,  for  example,  surgical  sym- 
pathectomy for  other  reasons,  or  the  use  of  tran- 
quilizers and  sedatives.  The  cerebral  circulation 
may  be  compensated  when  the  patient  is  recumbent 
or  has  been  standing  for  a time,  but  orthostatic  hy- 
potension, with  resulting  brain  stem  ischemia,  syn- 
cope, or  seizures,  may  follow  the  patient’s  assuming 
the  erect  position,  particularly  after  squatting.  Such 
postural  change  may  also  cause  transient  cerebral 
ischemic  attacks  in  the  territory  of  stenosed  blood 
vessels  and,  if  the  reduction  in  blood  flow  be  suffi- 
ciently severe  or  prolonged,  actual  infarction. 

It  is  notorious  that  an  elderly  patient,  following 
elective  surgery,  may  regain  consciousness  with  his 
hernia  duly  repaired  but  with  a hemiplegia  resulting 
from  intraoperative  fall  in  blood  pressure.  Similarly, 
patients  on  steroids  undergoing  general  anesthesia 
may  have  a substantial  fall  in  blood  pressure,  pre- 
ventable by  anticipatory  increase  in  steroid  dos- 
age. 

Deliberate  hypotension  may  be  induced  at  oper- 
ations to  secure  a relatively  bloodless  field;  under- 
perfusion and  ischemia  of  the  brain  may  follow  and 
cause  particular  hazard  to  the  watershed  areas,  as  the 
border  zones  between  autonomous  arterial  territories 
are  called. 

Iatrogenic  changes  in  the  rate  or  rhythm  of  the 
heart  may  also  produce  cerebrovascular  disturbances, 
for  example,  the  paroxysmal  atrial  tachycardia 
sometimes  produced  by  digitalis. 

Beta-adrenergic  blocking  drugs,  by  reducing  the 
metabolic  needs  of  the  heart  such  as  by  slowing  its 
rate,  reducing  velocity  of  contraction,  and  delaying 
atrioventricular  conduction,  may  be  beneficial  in 
angina  pectoris.  However,  such  beta  blockers  may 
have  catastrophic  effects  when  prescribed  in  con- 
gestive heart  failure  following  myocardial  infarction. 
The  vagotonia  of  the  latter  disease  may  summate 
with  the  beta  blockade  to  reduce  cardiac  output  and 
compromise  the  cerebral  circulation. 

In  states  of  shock  and  syncope,  the  patient  com- 
monly falls  or  is  placed  in  the  horizontal  position, 
thus  helping  to  safeguard  cerebral  blood  flow. 
When,  however,  an  accident  victim  in  mild  shock  is 
pinned  in  the  erect  position,  he  may  be  able  to  meet 
his  cerebral  oxygen  requirements  until  given  an  in- 
jection of  morphine,  when  the  resulting  further  fall 
in  blood  pressure  may  reduce  the  cerebral  circulation 
below  critical  levels  with  ischemic  damage  to  the 
brain.  Similar  problems  occur  in  neurosurgery  with 
the  patient  operated  on  in  the  sitting  position;  a fall 
in  blood  pressure  may  seriously  injure  the  nervous 
system.  In  such  an  operative  posture,  air  embolism 
is  also  a substantial  hazard. 

So  far,  factors  reducing  the  overall  cardiac  output 
have  been  emphasized.  When  such  reduction  com- 


bines with  local  vessel  disease  such  as  stenosis,  the 
likelihood  of  neurologic  damage  is  increased.  But 
the  perfusion  of  individual  vessels  may  be  compro- 
mised iatrogenically  without  a reduction  in  cardiac 
output.  Thus,  compression  or  obliteration  of  limb 
vessels,  for  example,  from  a tourniquet  or  tight  cast, 
if  sufficiently  severe  or  prolonged,  may  result  in 
hypoxia  of  nerve  and  muscle  with  ischemic  peripheral 
neuropathy  or  muscle  infarction  and  perhaps  Volk- 
mann's  ischemic  contracture.  Unskilled  puncture 
of  veins  or  arteries  may  damage  neighboring  nerves 
such  as  the  median  at  the  elbow  or  the  femoral  in  the 
groin.  Similarly,  the  brachial  plexus  may  be  injured 
in  attempts  to  catheterize  the  subclavian  vein,  and 
in  translumbar  aortography  the  contrast  media  may 
damage  the  spinal  cord. 

In  infants,  tapping  the  superior  sagittal  sinus 
through  the  anterior  fontanelle  may  lead  to  dural 
sinus  and  sometimes  associated  cortical  vein, 
thrombosis,  and  resulting  neurologic  damage.  The 
prescription  of  such  medications  as  phenytoin  and 
sulfonamides  may  cause  angiitis,  and  the  vessels  af- 
fected may  be  feeders  of  the  nervous  system. 

Operative  procedures 

The  neurologic  complications  of  arteriography  as 
a radiologic  procedure  will  be  dealt  with  later,  but 
here  we  may  take  a more  comprehensive  look  at 
vascular  surgery  and  neurologic  damage.  Arteriot- 
omv,  indeed  arterial  puncture,  may  result  in  various 
disturbances:  local  or  more  widespread  vascular 

spasm;  detachment  of  atheromatous,  air,  or  throm- 
botic emboli;  dissection  of  the  vessel  wall;  arterio- 
venous fistulas;  or  thrombotic  occlusion — compli- 
cations all  fraught  with  possible  neurologic  conse- 
quences. 

Brain  damage  is  a major  hazard  of  open-heart 
surgery,  and  evidence  of  neurologic  dysfunction  is 
particularly  high,  as  high  as  44  percent  in  one  series,* 
in  the  immediate  postoperative  period.  These 
complications  have  various  pathogeneses:  impaired 
cerebral  blood  flow;  hypoxygenation  of  the  blood;  and 
formation  of  microemboli  whether  in  the  form  of 
platelets  or  leukocyte  aggregates,  fibrin  strands, 
protein  precipitates,  or  gas  bubbles.  These  com- 
plications have  been  reduced  by  cerebral  function 
monitoring,  the  use  of  small-pore  filters  to  eliminate 
particulate  matter,  and  ultrasonic  monitoring  of 
blood  flow  in  the  arterial  system. 

Thrombosis 

An  important  iatrogenic  cause  of  thrombosis, 
whether  cerebral  and  retinal,  arterial,  or  venous, 
which  is  especially  distressing  because  of  the  age 
group  involved,  is  the  contraceptive  pill.  Particu- 
larly notable  since  its  introduction  have  been  verte- 
brobasilar artery  strokes. 

* Tufo,  H.  M.,  Ostfeld,  A.  M.,  and  Shekelle,  R.:  Central  nervous 
system  dysfunction  following  open-heart  surgerv,  J.A.M.A.  212: 
1333  (1970) 
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The  “pill”  may  also  cause  migraine-like  syn- 
dromes, arterial  and  perhaps  even  malignant  hy- 
pertension, and,  to  complete  the  tale  of  its  neurologic 
infamy,  seizures,  particularly  in  those  of  low  seizure 
threshold,  involuntary  movements  of  various  kinds, 
anxiety  and  depression,  and  pseudotumor  cerebri. 

Hypoglycemia  is  in  some  ways  the  equivalent  to 
hypoxia,  and  indeed  hypoglycemia  may  summate 
with  a preexisting  reduction  in  local  blood  supply,  as 
from  local  arterial  stenosis,  to  produce  a transient 
cerebral  attack  or  even  an  infarct.  Such  hypogly- 
cemia may  be  iatrogenically  induced. 

Hypertension 

Hypertensive  crises  may  be  triggered  in  patients 
on  monoamine  oxidase  inhibitors  by  the  concomitant 
use  of  amphetamines,  ephedrine,  dopamine,  phen- 
ylephrine, and  reserpine  as  well  as  by  the  more  no- 
torious consumption  of  cheese,  broad  beans,  pickled 
herrings,  chianti,  and  rotten  bananas.  The  operative 
mechanism  is  the  delayed  metabolism  and  accumu- 
lation of  pressor  amines.  The  hypertensive  crises 
induced  may  be  associated  v/ith  intracerebral,  sub- 
arachnoid, or  subdural  hemorrhage.  Similarly, 
medical  tests  for  pheochromocytoma,  such  as  the  use 
of  histamine  to  release  catecholamines,  may  trigger 
a hypertensive  crisis. 

More  remarkably,  neurologic  disturbances  from 
arterial  hypertension  may  result  indirectly  from  the 
use  of  hypotensive  medication.  Thus,  guanethidine 
produces  its  hypotensive  effect  from  blocking  sym- 
pathetic activity.  As  a side-effect,  it  may  also  pro- 
duce nasal  congestion  which  in  turn  may  call  for  the 
use  of  decongestants.  These  latter  drugs  in  turn 
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Neuropathy  may  result  from  a wide  variety  of 
therapeutic  agents.  The  mechanisms  and  the 
pathologic  substrata  are  varied.  The  authors  will 
discuss  the  main  drugs  that  are  potentially  neuro- 
toxic as  well  as  neuropathies  resulting  from  other 
therapeutic  procedures. 


contain  ephedrine  or  epinephrine  which  in  turn  may 
produce  hypertension  and  cause  such  symptoms  as 
headaches. 

Poorly  controlled  anticoagulation  may  result  in 
intracerebral,  subarachnoid,  subdural,  or  epidural 
bleeding,  intracranially  or  intraspinally;  into  nerve 
plexuses  such  as  the  lumbosacral  plexus  where  the 
trigger  to  bleeding  may  be  a vigorous  golf  swing;  or 
into  peripheral  nerves  such  as  the  femoral.  Similar 
complications  may  follow  the  use  of  fibrinolytic  en- 
zymes. 

Difficulty  is  particularly  likely  to  be  encountered 
when  other  drugs  are  used  with  anticoagulants. 
Thus,  phenobarbital,  chloral  hydrate,  and  other 
sedatives  may  induce  increased  activity  of  the  hepatic 
microsomal  enzymes;  there  results  an  acceleration 
of  warfarin  metabolism  and  a call  for  larger  doses  of 
anticoagulant. 

The  problem  arises  when  the  phenobarbital  is 
stopped;  within  two  or  three  weeks,  the  increased 
enzyme  activity  in  the  liver  declines  to  its  former 
levels,  but  the  physician  may  neglect  to  reduce  the 
dosage  of  warfarin  with  ensuing  bleeding. 

On  the  other  hand,  analgesics  such  as  aspirin, 
phenylbutazone,  and  indomethacin,  as  well  as  the 
blood  cholesterol-reducing  drug  clofibrate,  may 
precipitate  bleeding  by  another  mechanism  in  pa- 
tients receiving  anticoagulants.  They  displace  the 
warfarin  from  its  binding  plasma  albumin  and  po- 
tentiate its  effect  w’ith  resultant  bleeding.  When 
these  drugs  are  stopped  or  withdrawn,  the  patient 
runs  into  the  hazard,  the  reverse  of  that  mentioned 
in  the  last  paragraph,  of  having  his  anticoagulants  fall 
below  therapeutic  levels. 


Pathogenesis  and  pathology 

The  pathogenic  mechanisms  responsible  for  iat- 
rogenic neuropathies  are  not  fully  understood  in  all 
cases,  but  a number  of  factors  have  been  delineated. 
These  include  genetic  factors,  as  in  the  slow  and  fast 
inactivation  of  isoniazid;  induced  pyridoxine  defi- 
ciency thought  to  underlie  the  neuropathy  of  hy- 
dralazine, ethionamide,  and  isoniazid;  local  noxious 
or  toxic  effects,  as  in  liquid  nitrogen  cryotherapy; 
hypersensitivity  or  allergic  responses  to  vaccines  and 
other  foreign  substances;  and  local  pressure  from  the 
use  of  tourniquets,  poor  positioning  on  the  operating 
table,  and  local  bleeding  from  anticoagulant  thera- 
py- 

The  pathologic  changes  in  the  peripheral  nerves 
are  of  two  main  types:  segmental  demyelination  and 
axonal  degeneration,  known  as  the  “dying  back 
phenomenon.”  In  segmental  demyelination,  ex- 
emplified by  postvaccinal  polyneuropathy,  the 
Schwann  cells  and  myelin  sheaths  are  primarily  af- 
fected, whereas  the  axons  are  largely  spared.  The 
dying  back  process,  exemplified  by  the  neuropathy 
associated  with  isoniazid  and  nitrofurantoin  therapy, 
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is  thought  to  result  from  metabolic  disturbances  in 
the  nerve  cell.  These  disturbances  interfere  with 
axonal  flow  and  with  the  supply  of  nutrients  to  the 
distal  axons,  so  that  malfunction  first  appears  most 
distally  in  the  axon  and  then  gradually  spreads 
proxiinally  toward  the  cell  body. 

Because  iatrogenic  neuropathies  are  often  sub- 
clinical,  electrophysiologic  studies  can  be  of  partic- 
ular value.  Conduction  velocities  are  slower  with 
segmental  demyelination  than  with  axonal  degen- 
eration. 

Drug-related  neuropathies 

A wide  range  of  drugs  has  been  incriminated  in 
iatrogenic  neuropathies.  Most  of  them  fall  into  one 
of  the  following  categories:  (1)  Antimicrobial,  such 
as  nitrofurantoin,  isoniazid,  and  ethionamide;  (2) 
anticonvulsant,  such  as  phenytoin;  (3)  antimitotic, 
such  as  Vinca  alkaloids  and  procarbazine;  (4)  anti- 
hypertensive, such  as  hydralazine;  (5)  amebicidic, 
such  as  clioquinol;  (6)  anticoagulant;  (7)  oral  con- 
traceptives; and  (8)  sedatives,  tranquilizers,  and 
antidepressants  such  as  thalidomide,  glutethimide, 
and  meprobamate. 

Antimicrobial  Drugs.  Nitrofurantoin  is  a furan 
derivative  first  incriminated  as  a cause  of  peripheral 
neuropathy  by  Olivarius  in  1956.  By  1973,  about  137 
cases  had  been  collected.1  The  neuropathy  is  pre- 
dominantly sensory  and  begins  in  the  lower  limbs 
with  ascending  paresthesias  and  dysesthesias,  with 
which  varying  degrees  of  weakness  are  commonly 
associated.  A pure  motor  neuropathy  may  occur, 
and  optic  neuritis  has  been  described.  The  symp- 
toms appear  within  45  days  of  the  start  of  treatment 
and  after  a total  dosage  of  1 to  15  Gm.  The  neu- 
ropathy is  likely  to  be  more  pronounced  in  the  pres- 
ence of  renal  failure  which  prevents  adequate  ex- 
cretion of  the  drug.  If  the  drug  is  stopped  before 
marked  weakness  has  developed,  recovery  is  likely 
to  be  complete  even  in  the  presence  of  continued 
renal  insufficiency,  alcoholism,  anemia,  and  malnu- 
trition.2’3 

The  initial  symptoms  of  isoniazid  peripheral 
neuropathy  are  gradually  ascending  numbness  of 
fingers  and  toes,  some  loss  of  superficial  sensation, 
lesser  disturbance  of  deep  sensation,  and,  if  the  drug 
is  continued,  distal  weakness  in  the  limbs.  If  treat- 
ment is  stopped,  recovery  is  slow  but  usually  com- 
plete.4 

Individual  differences  in  the  rate  of  metabolizing 
isoniazid  have  been  implicated  in  this  neuropathy. 
In  rapid  inactivators,  absorbed  isoniazid  is  quickly 
acetylated  with  a rapid  drop  in  blood  levels;  in  slow 
inactivators,  acetylation  proceeds  more  slowly,  re- 
sulting in  higher  levels  of  isoniazid  and  corre- 
spondingly increased  risks  of  neuropathy.  Slow  in- 
activation is  determined  by  an  autosomal  recessive 
genetic  trait.5 

Ethionamide,  another  antituberculous  drug,  is,  like 
isoniazid,  derived  from  isonicotinic  acid  and  may  also 


produce  sensory  peripheral  neuropathy  with  slow 
improvement  on  discontinuance  of  the  drug.6  The 
possibility  that  ethionamide  may  interfere  with  py- 
ridoxine  metabolism  has  been  raised  by  the  finding 
that  8 to  15  percent  of  patients  receiving  a chemically 
related  compound,  hydralazine,  developed  neurop- 
athy manifested  predominantly  by  distal  pain  and 
paresthesia  and  occasional  weakness  in  the  legs. 
Recovery  was  invariable  when  the  drug  was  discon- 
tinued, and  pyridoxine  therapy  was  of  dramatic 
benefit.7 

Ethambutol,  also  used  in  the  treatment  of  tuber- 
culosis, may  produce  sensory  or  sensory-motor  neu- 
ropathy sometimes  associated  with  optic  neuritis.8 
The  neuropathy  improves  on  discontinuance  of  the 
drug,  but  there  may  be  residual  sensory  distur- 
bances. 

Neuropathies  may  also  complicate  sulfonamide, 
diamidine,  and  penicillin  therapy.  Amphotericin-B, 
an  antifungal  agent,  may  produce  peripheral  neu- 
ropathy of  predominantly  motor  type.  Streptomy- 
cin, kanamycin,  gentamicin,  colistin,  neomycin,  and 
viomycin  may  produce  eighth-nerve  damage,  par- 
ticularly if  the  dosage  is  large  and  there  is  impaired 
renal  function.9  Chloramphenicol  in  high  and  pro- 
longed dosage  may  produce  sensory  peripheral  neu- 
ropathy and/or  optic  neuritis.  The  neuropathy 
improves  rapidly  when  vitamins  of  the  B complex  are 
prescribed.10 

Anticonvulsant  medication.  Peripheral  neu- 
ropathy in  patients  on  diphenylhydantoin  therapy 
has  been  observed  with  increasing  frequency  since 
the  report  of  Lovelace  and  Horwitz  in  1968.11  The 
drug  can  affect  nerves  in  both  acute  and  chronic  in- 
toxication; the  latter  is  often  associated  with  other 
neurologic  deficits.  The  neuropathy  is  usually  de- 
tected on  the  basis  of  decreased  ankle  reflexes  and 
slow  motor  conduction  velocities.  Sensory  impair- 
ment is  rare12;  weakness  and  wasting  practically 
unknown. 

Electrophysiologically,  motor  nerve  conduction  is 
delayed  in  all  limbs,  but  more  so  in  the  lower  limbs,13 
particularly  in  patients  on  prolonged  therapy,  ten 
years  or  more,  and  with  blood  levels  of  20  micrograms 
per  milliliter  of  diphenylhydantoin.  Recovery  is 
complete  in  acute  intoxication  on  discontinuance  of 
the  medication;  but  in  chronic  intoxication,  the 
changes  are  permanent. 

The  pathogenesis  of  diphenylhydantoin  neurop- 
athy is  obscure.  Eisen,  Woods,  and  Sherwin12  have 
suggested  a primary  axonal  degeneration.  In  the 
acute  neuropathy,  no  structural  abnormality  is  de- 
tected.14 The  possible  genetic  roles  of  folate  defi- 
ciency and  megaloblastic  anemia  are  controver- 
sy 11,13,15,16 

Antimitotic  drugs.  Peripheral  neuropathy  is  the 
most  important  side-effect  of  vincristine  therapy.  In 
a recent  review,  Rosenthal  and  Kaufman17  note  that 
vincristine-induced  peripheral  neuropathy  is  related 
to  total  dose  and  duration  of  therapy,  but  occurs  in 
almost  every  patient  who  receives  the  drug.  The 
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earliest  manifestation  is  depression  of  the  ankle  jerks 
followed  by  paresthesias  in  the  fingers  and  toes.  If 
the  drug  is  continued,  muscle  pain,  weakness,  and 
sensory  impairment  may  develop,  and  if  use  is  pro- 
longed, there  may  be  severe,  generalized  motor 
weakness  and,  on  occasion,  quadriparesis.  Symp- 
toms improve  when  the  drug  is  withdrawn,  pares- 
thesia being  most  readily  reversible,  followed  by 
motor  and  sensory  impairment.  Areflexia  and  par- 
esthesias alone  are  insufficient  indications  for  dis- 
continuing therapy. 

Vincristine  may  also  cause  autonomic  neuropathy, 
the  resulting  disturbances  including  constipation, 
abdominal  pain,  paralytic  ileus,  urinary  dysfunction, 
and  orthostatic  hypotension.  Disturbance  of  cranial 
nerves  III,  V,  VII,  IX,  and  X have  been  reported. 
Femoral  mononeuropathy  has  also  been  docu- 
mented.18 

Procarbazine,  a methylhydrazine  derivative  widely 
used  in  the  treatment  of  Hodgkin’s  disease  and  other 
lymphomas,  causes  a mild  peripheral  neuropathy  in 
about  10  percent  of  patients  receiving  daily  oral 
dosage.  The  neuropathy  is  reversible  and  rarely 
serious  enough  to  preclude  its  use  in  the  treatment 
of  neoplastic  disease.19  In  addition,  regional  infusion 
of  tumors  with  nitrogen  mustard  and  ethoglucid  may 
cause  injury  to  nerves  adjacent  to  the  site  of  injection 
with  resulting  sensory  and  motor  disturbances.20  21 

Anticoagulant  drugs.  Anticoagulants  are  not 
themselves  neurotoxic,  and  neuropathies  developing 
during  anticoagulant  therapy  are  due  to  hemorrhage 
into  the  nerve  or  its  sheath.22-23  Any  nerve  may  be 
involved,  but  the  femoral,  median,  and  sciatic  are 
particularly  susceptible. 

Amebicides.  Clioquinol,  also  known  as  iodo- 
chlorhydroxyquin,  or  5-chloro-7-iodo-8-quinolinol, 
is  a halogenated  hydroxyquinoline  used  in  the 
treatment  and  prevention  of  diarrhea  and  other 
gastrointestinal  disorders.  It  was  first  causally 
linked  to  subacute  myelo-optic  neuropathy  (SMON) 
in  Japan  in  the  1950s,  and  the  association  was  later 
confirmed  in  other  countries.24 

The  neuropathy  develops  acutely  or  subacutely 
after  treatment  of  the  diarrhea.  Peripheral  numb- 
ness and  paresthesia  in  the  lower  and  upper  limbs  are 
followed  by  variable  weakness  in  the  legs  and  ataxia 
of  gait.  Objective  sensory  loss  involving  all  modali- 
ties is  usual.  In  severe  cases,  complete  flaccid  par- 
aplegia may  develop  and  may  be  accompanied  by 
other  evidence  of  spinal  cord  involvement  such  as 
exaggerated  knee  jerks  and  Babinski  responses.  The 
disorder  may  become  chronic,  with  or  without  re- 
lapses. The  optic  nerves  are  frequently  involved, 
and  about  28  percent  of  patients  have  decreased  vi- 
sual acuity. 

Emetine  hydrochloride  may  also  produce  a pe- 
ripheral neuropathy,  affecting  sensory  and  motor 
nerves  and  cranial  nerves  VII,  X,  and  XI.  There  is 
slow  recovery  on  discontinuance  of  the  medicine.25 

Sedatives,  tranquilizers,  and  antidepressants. 


The  toxic  effects  of  thalidomide  are  notorious  and 
include  peripheral  neuropathy.  It  was  an  effective 
hypnotic  that  was  withdrawn  when  its  teratogenic 
effects  were  discovered.  Glutethimide,  although 
structurally  similar  to  thalidomide,  does  not  have 
teratogenic  effects,  and  the  occasional  reports  of  mild 
neuropathy  have  usually  come  from  patients  taking 
higher  than  the  usual  dosage.4  Massive  acute  in- 
toxication with  meprobamate  may  produce  an  im- 
mediate sensory-motor  polyneuropathy  involving 
mainly  the  lower  limbs.  Partial  recovery  occurs  over 
periods  of  months.7 

Imipramine  is  an  iminodibenzyl  derivative 
chemically  related  to  the  phenothiazines.  Pares- 
thesias have  been  reported  in  5 percent  of  those  re- 
ceiving treatment.  A few  cases  of  motor  neuropathy 
and  peroneal  nerve  palsies  have  been  reported  in 
elderly  patients  on  high  daily  dosage.26,27  The 
neuropathy  usually  appears  between  the  tenth  and 
forty-eighth  day  of  treatment.  Recovery,  even  after 
discontinuance  of  the  medicine,  is  unsatisfacto- 
ry.25 

Oral  contraceptives.  The  neuropathies  reported 
with  oral  contraceptives  are  characterized  by  pain 
and  paresthesia  and  decreased  nerve-conduction 
velocities  in  the  lower  limbs.  The  neuropathy  re- 
covers on  discontinuance  of  the  drug  and  is  presumed 
to  be  the  result  of  allergic  sensitization  to  the  mes- 
tranol  component  of  some  of  the  pills.28,29 

Miscellaneous  drugs.  Two  diuretics,  ethacrynic 
acid  and  furosemide,  are  toxic  to  the  auditory  nerve, 
especially  in  patients  with  impaired  renal  func- 
tion.30,31 The  toxicity  is  more  pronounced  with  high 
dosage,  and  the  deafness  and  tinnitus  frequently 
disappear  on  stopping  the  medicine.  Salicylates  are 
also  ototoxic.25 

Treatment  with  gold  salts  involves  the  peripheral 
nervous  system  in  approximately  0.5  percent  of  pa- 
tients. Since  rheumatoid  arthritis  may  itself  be 
complicated  by  symmetric  polyneuropathy,  the  in- 
terpretation of  neuropathy  in  arthritic  patients  re- 
ceiving gold  salts  may  be  difficult.  The  neuropathy 
is  not  dose  related  and  is  predominantly  sensory; 
when  the  motor  system  is  involved,  the  weakness  may 
be  asymmetric  and  proximal  rather  than  distal. 
Other  symptoms  and  signs  of  gold  toxicity,  such  as 
fever  and  skin  rash,  may  or  may  not  accompany  the 
neurologic  symptoms. 

Peripheral  neuropathy  has  also  been  described  in 
association  with  high  doses  of  disulfiram,  or 
tetraethylthiuram  disulfide.32  In  most  cases,  sensory 
symptoms  in  the  lower  extremities  are  predominant, 
but  there  may  also  be  varying  degrees  of  motor  im- 
pairment. Rarely,  optic  neuritis  occurs  but  appar- 
ently never  in  association  with  peripheral  neuropa- 
thy. The  prognosis  is  poor.  It  is  presumed  that 
during  disulfiram  metabolism,  there  is  formation  of 
carbon  disulfide,  which  is  a known  cause  of  periph- 
eral neuropathy.33 

Soon  after  the  introduction  in  1973  of  sodium  cy- 
anate  in  the  treatment  of  sickle-cell  anemia,  reports 
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appeared  of  peripheral  neuropathy  characterized  by 
motor  weakness,  sensory  impairment,  and  hypore- 
flexia.  The  neuropathy  is  dose  related,  and  symp- 
toms are  usually  preceded  by  severe  weight  loss. 
Gradual  improvement  follows  discontinuance  of  the 
medicine.34 

Chloroquine  is  rarely  associated  with  peripheral 
neuropathy.  Symptoms  usually  appear  six  to  twelve 
months  after  initiation  of  therapy  and  improve  when 
treatment  is  discontinued.35  Digitalis  intoxication 
has  also  been  reported  as  a rare  cause  of  facial  pain 
resembling  trigeminal  neuralgia.36 

Other  iatrogenic  neuropathies 

Nitrogen  cryotherapy.  Localized  injury  to  pe- 
ripheral nerves  has  been  reported  following  topical 
application  of  liquid  nitrogen  to  warts.37  The  depth 
of  skin  necrosis  is  proportional  to  the  pressure  ap- 
plied and  usually  amounts  to  about  2 mm.  If  the 
damage  goes  deeper,  the  chance  of  nerve  injury  in- 
creases. The  mechanism  of  injury  is  partly  vascular 
stasis  and  ischemia  and  partly  a direct  cryolytic  effect 
on  myelin  and  nerve  enzymes. 

Vaccines  and  sera.  Neuropathies  have  been 
reported  subsequent  to  the  injection  of  a wide  range 
of  vaccines  and  sera,  including  those  of  tetanus, 
diphtheria,  typhoid,  smallpox,  rabies,  rubella,  and 
aqueous  extracts  of  plants  and  dust.  Gathier  and 
Bruyn38  have  discussed  three  clinical  types:  (1) 

neuralgic  amyotrophy;  (2)  radial  nerve  paralysis;  and 
(3)  symmetric  polyneuropathy,  or  Guillain-Barre 
syndrome. 

In  neuralgic  amyotrophy,  there  is  involvement  of 
the  shoulder  girdles  and,  in  particular,  of  muscles 
supplied  by  the  fifth  and  sixth  cervical  roots.  The 
right  shoulder  is  more  often  affected  than  the  left  and 
men  more  often  than  women.  In  one  third  of  cases, 
the  involvement  is  bilateral  with  one  side  more  se- 
verely affected  than  the  other.  The  weakness  is 
predominantly  proximal  and  usually  preceded  by 
severe  muscle  pain  in  the  shoulder  region  with  oc- 
casional radiation  to  the  neck  or  arm.  Objective 
sensory  loss  is  unusual  and  when  present  tends  to 
involve  the  axillary  nerve  territory.  The  weakness 
reaches  a peak  in  a few  days  and  is  followed  by  muscle 
wasting.  When  serum  is  the  agent  involved,  there 
may  be  rapid  recovery  but,  in  20  percent  of  patients, 
there  is  residual  wasting  and  weakness. 

Radial  nerve  paralysis  is  predominantly  of  the  left 
side  and  involves  mainly  the  triceps  muscle.  Other 
paralyses  may  affect  the  phrenic,  facial,  or  median 
nerves.  Bilateral  carpal-tunnel  syndrome  has  been 
reported  after  serum  injection. 

A symmetric  polyneuropathy  clinically  similar  to 
Guillain-Barre  syndrome  has  also  been  described 
following  the  use  of  vaccines. 

Pressure  neuropathies.  Poor  positioning, 
careless  handling,  and  inadequate  padding  of  un- 
conscious patients  are  responsible  for  many  com- 
pression or  traction  injuries  to  nerves.  Nerve  injury 


may  also  result  from  operations  on  neighboring 
structures.  Examples  of  this  would  be  injuries  to  the 
brachial  plexus  in  mastectomy  and  to  the  facial  nerve 
in  mastoidectomy;  improperly  fitted  casts  and 
crutches;  injections  into  the  arm  causing  radial  nerve 
palsy  and  to  the  buttock  causing  sciatic  damage;  and 
hemostatic  tourniquets.  In  the  last  instance,  the 
amount  of  nerve  damage  and  recovery  time  is  pro- 
portional to  the  duration  and  amount  of  pressure 
applied.39’40 

Neuropathy  associated  with  prosthesis. 

Sciatic  neuropathy  has  been  reported  after  hip  re- 
placement. There  is  usually  a delay  of  some  months. 
Nerve  entrapment  in  reactive  fibrous  tissue  is  in- 
criminated.41 
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In  the  last  20  years,  diagnostic  neuroradiology  has 
assumed  an  increasingly  important  role  in  the  man- 
agement of  patients  with  a wide  variety  of  neurologic 
illnesses.  Nearly  all  patients  hospitalized  for  neu- 
rologic disease  and  most  of  those  who  are  treated  as 
outpatients  undergo  some  sort  of  neuroradiologic 
procedure.  They  may  be  noninvasive,  such  as  plain 
films  of  the  skull  and  spine,  radionuclide  brain  scan, 
or  computed  tomography,  which  are  virtually  free  of 
hazards.  However,  a number  of  patients  undergo 
angiography,  pneumoencephalography,  or  myelog- 
raphy, which  are  invasive  procedures  and  are  asso- 
ciated with  some  risk  of  complications.  The  overall 
rate  of  complications  is  very  small,  but  the  patient 
and  physician  must  be  aware  of  the  potential  haz- 
ards. 
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Complications  of  cerebral  angiography 

When  Egas  Moniz,  the  Portugese  neurologist 
working  in  Paris,  performed  the  first  successful  ce- 
rebral angiogram  in  1927,  the  complication  rate  was 
formidable.1  His  technique  consisted  of  open  ex- 
posure of  the  carotid  artery  in  the  neck,  insertion  of 
a cannula,  and  injection  of  lithium  carbonate  as  ra- 
diopaque material.  The  improvements  which  have 
been  made  both  in  the  instrumentation  and  in  the 
contrast  material  employed  in  cerebral  angiography 
have  resulted  in  a dramatic  decrease  in  the  compli- 
cation rate.  Large  series  published  within  the  last 
10  years  report  a rate  of  serious  or  fatal  complications 
of  1 percent  or  less.2-4  Less  serious  complications, 
those  that  do  not  result  in  death  or  permanent  neu- 
rologic deficit,  account  for  another  several  percent, 
but  the  incidence  of  these  is  more  difficult  to  ascer- 
tain owing  to  differences  in  the  definition  of  what 
constitutes  a complication  of  the  procedure.  One 
must  remember  that  these  procedures  are  performed 
on  patients  who  are  at  least  suspected  of  having 
neurologic  disease.  An  unexpected  change  in  a pa- 
tient’s condition  after  cerebral  angiography  may  be 
due,  at  least  in  part,  to  the  underlying  disease. 

Complications  of  cerebral  angiography  may  be 
grouped  into  three  categories:  (1)  local  complica- 
tions in  the  region  of  the  vessel  puncture;  (2)  cerebral 
complications  distal  to  the  puncture  site;  and  (3) 
systemic  complications. 

Local  complications  at  the  puncture  site  relate  to 
temporary  or  permanent  occlusion  of  the  vessel  w'ith 
resultant  decrease  or  cessation  of  flow  distal  to  the 
puncture  site.  Such  complications  may  be  due  to 
extravasation  of  blood  or  injected  material  into  the 
vessel  wall  or  perivascular  space  resulting  in  com- 
pression of  the  lumen.  Hypertension  and  defects  in 
the  clotting  mechanism  are  predisposing  factors. 
The  presence  of  the  needle  or  catheter  may  result  in 
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vasospasm  with  resultant  decrease  in  blood  flow. 
Intravascular  blood  clots  at  the  puncture  site  would 
have  similar  effects.  As  long  as  collateral  circulation 
exists,  this  type  of  complication  often  resolves 
spontaneously  without  permanent  damage.  At 
times,  endarterectomy  may  be  necessary  to  remove 
a thrombus.  If  the  carotid  or  vertebral  arteries  are 
directly  punctured  in  the  neck,  vascular  occlusion  is 
potentially  much  more  serious  and  may  lead  to  per- 
manent impairment  or  to  a fatal  result.  With  the 
development  in  recent  years  of  catheter  technique 
or  retrograde  brachial  angiography,  in  which  the 
vessel  punctured  is  a peripheral  artery  of  the  upper 
or  lower  extremity,  the  chances  of  serious  complica- 
tions resulting  from  the  needle  puncture  itself  have 
decreased  precipitously.  Catheter  technique,  in 
particular,  is  gaining  in  popularity  and  has  replaced 
the  direct  puncture  method  in  many  institutions. 

Cerebral  complications  are  largely  due  to  decrease 
or  cessation  of  blood  flow  from  vascular  occlusion  at 
the  puncture  site  or  from  thromboemboli  carried  to 
the  brain  from  the  needle  or  catheter.  Rarely,  in- 
jected foreign  material  such  as  tiny  cotton  fibers  may 
be  the  offending  agent.  Air  emboli  from  injection  of 
air  along  with  the  saline  or  contrast  material  may  also 
fall  into  this  category.  Fortunately,  the  neurologic 
sequelae  are  almost  always  focal  and  transient,  and 
tend  to  disappear  within  a few  hours.  Seldom  do 
they  persist  for  more  than  24  hours.  At  times, 
however,  depending  on  the  size  and  location  of  the 
affected  area,  permanent  neurologic  deficit  and, 
rarely,  death  result  from  such  an  incident.  Although 
currently  used  iodinated  contrast  materials  are  quite 
safe,  sometimes  the  large  volume  injected  into  a ca- 
rotid or  vertebral  artery  damages  the  cerebral  vas- 
culature with  consequent  neurologic  deficit.  This 
occurred  more  often  in  earlier  years  when  sodium 
salts  of  organic  iodine  compounds  were  used  as  con- 
trast agents. 

Systemic  complications  of  cerebral  angiography 
are  generally  the  result  of  allergic  reaction  to  the  in- 
jected radiopaque  material,  local  anesthetic,  or  the 
narcotics  and  sedatives  used  in  premedication.  The 
severity  of  these  complications  may  range  from  ur- 
ticaria which  is  relatively  easily  treated  by  injection 
of  antihistamines,  through  the  more  serious  com- 
plication of  laryngospasm  and  respiratory  embar- 
rassment, to  the  emergency  of  cardiovascular  collapse 
due  to  anaphylactic  shock.  Prior  history  of  allergy 
may  help  to  avert  this  complication  through  choice 
of  a different  agent.  However,  such  history  is  not 
always  obtained.  It  is  essential  that  trained  per- 
sonnel and  resuscitation  equipment  be  readily 
available  to  handle  such  complications,  which  are 
fortunately  very  rare. 

Complications  of  spinal  cord  angiography 

Angiography  of  the  spinal  cord  is  performed  far 
less  frequently  than  cerebral  angiography.  The 
blood  supply  to  the  spinal  cord  consists  of  very  small 


branches  of  the  vertebral,  intercostal,  and  lumbar 
arteries.  These  small  branches  may  be  occluded  by 
the  presence  of  the  catheter,  and  the  injection  of  even 
small  amounts  of  contrast  material  may  result  in  a 
larger  than  safe  concentration  of  contrast  agent  in  the 
territory  supplied  by  the  vessel.  One  must  always 
be  alert  to  the  possibility  of  spinal  cord  complications 
when  performing  vertebral  or  selective  spinal  cord 
angiography.  Most  of  the  complications  consist  of 
clonic  contractions  of  the  extremities  which  can  be 
stopped  by  withdrawal  of  the  catheter  from  the  small 
artery  and  the  use  of  intravenous  antiepileptic 
agents.  Rarely,  transverse  myelitis  may  occur  with 
longer  lasting  or  even  permanent  neurologic  defi- 
cit. 

Complications  of  pneumoencephalography 
and  myelography 

Iatrogenic  complications  of  pneumoencephalog- 
raphy and  myelography  are  related  to  the  lumbar 
puncture  itself  or  to  the  introduction  of  contrast 
material,  such  as  air  for  pneumoencephalography 
and  positive  contrast  material  for  myelography. 

The  most  serious  danger  of  lumbar  puncture  is  the 
precipitation  of  herniation  of  the  medulla  and  cere- 
bellar tonsils  into  the  foramen  magnum  in  patients 
with  increased  intracranial  pressure.  Ventriculog- 
raphy is  a far  safer  procedure  than  pneumoenceph- 
alography in  the  presence  of  increased  intracranial 
pressure.  Injection  of  air  causes  some  cerebral 
edema  which  may  result  in  cerebellar  tonsillar  her- 
niation in  the  case  of  already  borderline  increased 
intracranial  pressure. 

Headache  is  the  commonest  side-effect  of  lumbar 
puncture.  Occasionally  it  may  be  associated  with 
nausea,  vomiting,  and  stiffness  of  the  neck.  It  is 
most  likely  due  to  traction  on  the  vessels  and  other 
pain-sensitive  structures  at  the  base  of  the  brain  as 
the  result  of  intracranial  hypotension  caused  by 
leakage  of  cerebrospinal  fluid  from  the  puncture 
site.5  It  usually  lasts  for  one  or  two  days  but  may 
persist  for  weeks.  Transient  cranial  nerve  palsy  may 
occur  on  the  basis  of  a similar  mechanism.  Local 
injury  to  blood  vessels  and  nerve  roots  within  the 
spinal  canal  may  result  from  the  lumbar  puncture. 
Intravasation  of  oily  contrast  material  during  my- 
elography may  result  in  pulmonary  oil  embolism. 
Theoretically,  it  is  possible  to  produce  pulmonary  air 
embolism  by  intravasation  of  air  via  the  lumbar  ve- 
nous plexus  during  pneumoencephalography.  This 
is  extremely  rare.  Postmyelographic  coccyodynia 
and  pseudoatrophy,  or  reflex  algodystrophy,  of  the 
lower  extremities  have  been  reported  in  the  litera- 
ture.6 Improper  technique  during  lumbar  puncture 
may  cause  trauma  to  the  intervertebral  disk  cartilage 
which  may  lead  to  disk  herniation. 

Meningitis,  osteomyelitis,  septic  arthritis,  or 
soft-tissue  abscess  are  rare  but  serious  complications 
of  lumbar  puncture  can  be  caused  by  failure  to  ob- 
serve meticulous  asepsis. 
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Rarely,  iatrogenic  intraspinal  epidermoid  se- 
questration may  occur  following  implantation  of  skin 
fragments  in  the  wound  at  the  time  of  lumbar 
puncture.7 

Complications  and  sequelae  following  introduction 
of  contrast  material  are  as  follows. 

Pneumoencephalography.  The  negative  con- 
trast material  of  choice  for  pneumoencephalography 
is  air,  but  carbon  dioxide,  helium,  and  oxygen  may 
be  used.  With  the  latter  gases,  rapid  absorption 
leads  to  inadequate  radiographs,  but  the  residual 
symptoms  are  definitely  reduced.8 

Headache  is  an  almost  universal  complication  of 
pneumoencephalography.  The  lack  of  headache  is 
usually  indicative  of  significant  cerebral  atrophy. 
The  severity  of  headache  appears  to  be  related  also 
to  the  quantity  of  air  injected,  and  slow  introduction 
of  air  causes  less  discomfort  and  vasomotor  response 
than  does  rapid  injection.  Postpneumoencephalo- 
gram headaches  are  probably  of  two  varieties.9  One 
type  is  due  to  intracranial  hypotension  caused  by 
leakage  of  fluid  at  the  site  of  lumbar  puncture;  the 
second  type  is  the  result  of  meningeal  irritation  as 
evidenced  by  pleocytosis  ot  the  cerebrospinal  fluid 
following  the  procedure. 

Nausea,  vomiting,  diaphoresis,  hypotension,  and 
syncope  may  occur  during  pneumoencephalography. 
Cerebral  infarction,  which  is  a rare  complication  of 
pneumoencephalography,10  may  be  due  to  the  hy- 
potension in  individuals  with  diffuse  arteriosclerotic 
disease.  In  elderly  patients,  the  procedure  should 
be  performed  very  cautiously  to  avoid  this  compli- 
cation. 

Slight  temperature  elevation  a few  hours  after 
pneumoencephalography  is  almost  universal.  It  is 
likely  that  the  hypothalamic  temperature  regulation 
center  is  stimulated  by  distention  with  air  of  the  third 
ventricle  during  the  procedure.11  Irritation  of  either 
the  ependyma  or  meninges  is  also  responsible  for  the 
febrile  episode. 

Pneumomediastinum  as  a complication  of  pneu- 
moencephalography has  been  reported  in  pediatric 
cases.12  The  mechanism  is  not  clear,  but  the  in- 
creased alveolar  pressure  brought  on  by  straining  is 
proposed  as  the  most  likely  cause. 

Myelography.  The  ideal  contrast  material  has 
not  yet  been  invented.  In  North  America,  at  the 
present  time,  iophendylate  (Pantopaque),  an  iodin- 
ated  organic  ester,  is  the  contrast  material  used  al- 
most universally  for  myelography.  Recent  experi- 
ence in  some  centers  with  the  use  of  water-soluble 
agents  shows  promise  for  these  materials  for  the  fu- 
ture. Negative  contrast  media,  such  as  air  and  other 
gases,  particularly  oxygen,  have  not  gained  wide 
popularity  in  America,  although  they  tend  to  be  fa- 
vored by  a number  of  European  neuroradiologists. 

Hypersensitivity  to  iophendylate  in  the  sub- 
arachnoid space  is  very  rare.  However,  a docu- 
mented, clear-cut  prior  history  of  hypersensitivity 
to  iodine  should  make  air  the  medium  of  choice  for 
myelography. 


Arachnoiditis  is  an  occasional  serious  late  com- 
plication. It  is  believed,  on  the  basis  of  clinical  ex- 
perience and  animal  experiments,6,13  that  iophen- 
dylate in  the  subarachnoid  space  can  produce  varying 
degrees  of  arachnoiditis.  In  experimental  animals 
it  has  been  shown  that  iophendylate  alone  in  the 
subarachnoid  space  produced  multiple  small  foci  of 
inflammatory  reaction,  whereas  blood  in  the  spinal 
fluid  in  itself  produced  very  little  inflammatory  re- 
action. Iophendylate  mixed  with  blood,  however, 
produced  a more  severe  local  inflammatory  reaction 
than  either  of  the  agents  alone.  Injection  of  io- 
phendylate should  be  avoided  when  the  spinal  fluid 
is  found  to  be  bloody.  Similarly,  at  the  end  of  the 
procedure,  every  effort  should  be  made  to  remove  the 
contrast  agent  as  completely  as  possible  to  avoid 
subsequent  arachnoiditis.  Arachnoiditis  may  also 
be  the  result  of  chemical  contamination  with  deter- 
gents of  the  needles,  syringes,  or  tubing  used  in  my- 
elography. 

Most  water-soluble  contrast  materials  widely  used 
for  myelography  in  the  Scandinavian  countries  have 
toxic  effects  when  they  come  in  contact  with  the 
spinal  cord.  For  this  reason,  their  use  is  largely 
limited  to  the  lumbar  area.  Metrizamide,  one  of 
these  agents,  is  a nonionic  iodine  compound  which 
shows  promising  results  for  use  in  the  cervical  and 
thoracic  area  without  significant  toxicity. 

Complications  of  isotope  cisternography 

In  the  late  1960s,  there  were  several  reports  of 
aseptic  meningitis  in  patients  undergoing  isotope 
cisternography.1 4-16  In  all  of  these  individuals,  ra- 
dioiodinated  human  serum  albumin  was  used  as  the 
radiopharmaceutical.  The  disease  was  self-limited, 
and  complete  recovery  followed  in  approximately  24 
to  48  hours.  Although  the  precise  cause  has  never 
been  explained,  the  presence  of  foreign  protein,  that 
is,  human  serum  albumin,  has  been  incriminated  as 
a causative  factor.  The  use  of  high  specific-activity 
radiopharmaceuticals  has  largely  eliminated  these 
complications.  There  has  not  been  a report  of  such 
complication  with  the  use  of  Ytterbium  169  DPTA, 
which  is  the  radiopharmaceutical  favored  for  this 
procedure  by  most  physicians  today. 

Most  of  the  complications  of  neuroradiologic 
procedures  can  be  avoided  or  minimized  by  meticu- 
lous technique  in  performing  these  procedures. 
Good  communication  with  the  referring  physician 
greatly  reduces  the  possibility  of  complications  due 
to  increased  intracranial  pressure  or  allergy.  Careful 
selection  of  patients  to  undergo  these  procedures  also 
contributes  to  decrease  in  the  rate  of  complications. 
The  increased  use  of  noninvasive  techniques,  par- 
ticularly computed  tomography,  with  consequent 
drastic  reduction  in  the  number  of  pneumoen- 
cephalograms performed,  is  expected  to  reduce  the 
overall  complication  rate  for  diagnostic  neurora- 
diology. 

Another  potential  source  of  complication  is 
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misinterpretation  of  the  radiographs  resulting  in  a 
missed  or  delayed  diagnosis.  This  complication  can 
only  be  eliminated  by  careful  training  and  supervi- 
sion of  personnel  performing  these  examinations  and 
by  insistence  on  careful  attention  to  all  details. 


Complications  of  radiation  therapy 

When  discussing  iatrogenic  complications  of  ra- 
diologic procedures,  one  must  include  radiation 
therapy  among  the  procedures  potentially  capable 
of  causing  complications.17,18  It  is  obvious  that  ra- 
diation is  injurious  to  tissue.  No  amount  of  radiation 
is  in  itself  beneficial.  The  use  of  radiation  therapy 
is  strictly  limited  to  damaging  abnormal  tissue  and 
saving,  if  at  all  possible,  the  normal  structures. 
Radiation  therapy  may  well  be  injurious  to  the  cen- 
tral nervous  system,  when  one  attempts  to  treat  tu- 
mors or  other  diseases  of  the  brain  or  spinal  cord  as 
well  as  of  neighboring  structures  such  as  the  naso- 
pharynx, paranasal  sinuses,  lungs,  or  vertebrae.  The 
manifestation  of  damage  due  to  radiation  exposure 
may  be  delayed  by  as  much  as  seven  or  eight  years. 
In  the  meantime,  even  histologic  examination  often 
discloses  no  evidence  of  damage.  It  is  because  of  this 
long  latent  period  that  the  nervous  system  was  as- 
sumed to  be  highly  resistant  to  injury  from  ionizing 
radiation.  It  is  now  obvious  that  this  is  not  the  case. 
Since  radiation  therapy  is  most  often  used  for 
treatment  of  malignant  diseases  and  most  often  in 
patients  whose  prognosis  is  poor,  frequently  the  pa- 
tient dies  of  the  tumor  before  the  radiation-induced 
damage  becomes  manifest. 

Symptoms  of  radiation  damage  vary  with  the  area 
involved.  Damage  to  the  spinal  cord  may  result  in 
transverse  myelitis,  that  is,  weakness,  paralysis,  and 
loss  of  sensory  or  motor  function  or  bladder  or  bowel 
function;  involvement  of  the  brain  will  be  manifested 
in  symptoms  referable  to  focal  brain  changes.  In 
contrast  to  the  previous  belief  that  most  of  the 
changes  are  due  to  vascular  involvement,  it  is  now 
believed  that  most  of  the  changes  are  produced  by 
demyelination  in  the  areas  affected  by  radiation. 
The  minimum  dose,  that  is,  the  dose  below  which 
radiation  is  relatively  nontoxic,  is  approximately 
2,500  rads  delivered  over  a period  of  17  days  to  a large 
treatment  field  or  4,500  rads  in  17  days  to  a small 
field.  A larger  dose  delivered  all  at  once,  of  course, 
is  much  more  injurious,  and  prolonged  treatment  in 
small  increments  over  a period  of  several  weeks  is 
safer  even  in  larger  doses.  Once  the  disease  becomes 
manifest,  it  is  usually  relentless  and  profound,  al- 
though reversible  changes  sometimes  may  take  place 
if  they  are  of  borderline  magnitude.  There  is  no 
specific  treatment  for  radiation  necrosis  of  the  cord 
or  brain. 


Supportive  therapy,  such  as  vitamin  B,  and  ade- 
quate maintenance  of  white  count  and  red  count  are 
about  the  only  things  that  can  be  done  aside  from  the 
usual  symptomatic  supportive  therapy  for  neuro- 
logically  disabled  patients. 

Summary 

Nearly  all  patients  hospitalized  with  neurologic 
diseases  undergo  some  sort  of  neuroradiologic  pro- 
cedure. Some  of  these,  particularly  cerebral  angi- 
ography, pneumoencephalography,  and  myelography 
are  potentially  hazardous  procedures.  In  experi- 
enced hands,  the  rate  of  serious  complication  is  well 
below  one  percent.  Noninvasive  procedures,  par- 
ticularly radioisotope  studies  and  computed  to- 
mography, have  obviated  the  need  for  potentially 
more  hazardous  procedures  in  some  instances.  This 
has  contributed  to  the  further  decrease  in  the  overall 
incidence  of  iatrogenic  complications  of  neuro- 
radiologic procedures. 
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The  admonition  “prima  non  nocere”  is  as  valid 
today  as  it  has  always  been.  In  the  broader  sense, 
iatrogenic  disease  may  result  not  only  from  errors  of 
commission  but  from  errors  of  omission  as  well. 
Failure  to  recognize  subtle  signs  and  symptoms  can 
lead  to  inappropriate  treatment  and  to  intensifica- 
tion of  the  disease  state.  This  is  particularly  true  of 
seizure  disorders,  for  which  errors  of  omission  con- 
stitute as  important  a hazard  as  do  errors  of  com- 
mission. 

A chronologic  view  of  iatrogenic  seizures  from  the 
prenatal  period  to  adulthood  may  help  put  the 
problem  in  perspective. 

Iatrogenic  seizures  in  infancy  and  childhood 

There  are  a number  of  preventable  causes  of  sei- 
zure disorders  occurring  during  the  prenatal  period. 
Kernicterus,  a result  of  maternal-fetal  incompati- 
bility, is  associated  with  seizures  and  serious  irre- 
versible brain  damage.1  If,  however,  the  incompa- 
tibility is  recognized  during  pregnancy,  this  malady 
can  be  prevented.  Similar  problems  arise  with  the 
aminoacidopathv,  phenylpyruvic  oligophrenia.  A 
child  born  to  a mother  with  untreated  phenylalane- 
mia  is  at  risk  not  only  for  seizures,  but  also  for  the 
development  of  subsequent  retardation.2  Pyri- 
doxine-dependent  seizures  are  another  example  of 
preventable  convulsions  resulting  from  intrauterine 
effects.  Unless  recognized,  this  condition  may  lead 
to  convulsions  in  the  fetus;  appropriate  treatment  of 
the  mother  will  abort  the  convulsive  state.3 

In  the  newborn  period,  there  are  a host  of  readily 
treatable  metabolic  conditions,  the  complications  of 
which  may  be  magnified  either  by  physician  igno- 
rance or  by  physician  error  in  management.  These 
include  hypoglycemia,  hypocalcemia,  hypomag- 
nesemia, and  anoxia.  Neonatal  hypoglycemia  is  one 
of  the  more  easily  preventable  causes  of  seizures, 
when  it  is  not  associated  with  the  complications  of 
respiratory  distress,  anoxia,  prematurity,  or  maternal 
diabetes.  Blood  sugars  below  30  mg.  per  100  ml.  in 
the  full-term  youngster  or  below  20  mg.  per  100  ml. 
in  the  premature  constitute  significant  hypoglyce- 
mia. The  presenting  symptoms  may  be  neonatal 
seizures  or  significant  nervous  system  damage. 
Prompt  correction  of  hypoglycemia  can  reverse  the 
entire  process. 


Anoxia  is  another  important  cause  of  seizures  and 
other  neurologic  sequelae  in  the  neonatal  period. 
This  problem  can  be  minimized  if  resuscitation  is 
instituted  promptly  at  birth.  Children  born  of 
high-risk  mothers  should  he  delivered  in  medical 
centers  which  have  neonatal  monitoring  equipment 
and  intensive  care  nurseries  for  backup.  High-risk 
mothers  include  those  who  are  very  young  or  very  old 
and  those  who  are  known  to  have  diabetes,  toxemia, 
hypertension,  rheumatic  heart  disease,  or  endocri- 
nopathies.4 

Immunizations,  the  hallmark  of  well-baby  care, 
may  lead  to  convulsive  problems.  In  this  country, 
it  has  been  determined  that  the  incidence  of  neuro- 
logic complications  associated  with  smallpox  im- 
munizations is  higher  than  the  chance  of  acquiring 
the  disease  without  immunization.  As  a result, 
vaccination  is  no  longer  mandated  by  law  or  recom- 
mended as  part  of  pediatric  preventive  care.  A small 
incidence  of  postinoculation  seizures  and  peri-in- 
fectious  encephalitis  is  associated  with  DPT  (diph- 
theria, pertussis,  tetanus)  immunizations,  and  sei- 
zures unassociated  with  sequelae  may  also  follow 
DPT  or  rubella  immunization.  There  is  also  a body 
of  circumstantial  evidence  that  suggests  that  im- 
munization may  have  more  serious  consequences;  it 
may  be  one  of  the  causes  of  infantile  myoclonic  en- 
cephalopathy, that  is,  infantile  spasms  and  electro- 
encephalographic  patterns  of  hypsarrhythmia.5 
This  entity  is  commonly  associated  with  significant 
retardation  and  is  perhaps  the  only  seizure  disorder 
which  responds  favorably  to  treatment  with  adrenal 
corticosteroids. 

Hypoglycemia  and  seizures  may  also  be  induced 
by  feeding  leucine-containing  foods  to  infants  who 
have  inherited  the  enzyme  defect  producing  leu- 
cine-sensitive hypoglycemia.  Awareness  of  this 
abnormality  in  previous  children  in  the  family  or  in 
the  family  history  should  alert  the  physician  to  this 
preventable  entity. 

Ketotic  hypoglycemia  generally  begins  in  infancy 
and  appears  as  seizures.  This  entity,  associated  with 
stress  and  infection,  results  from  the  failure  of  the 
infantile  liver  to  mobilize  sugar.  As  a result,  me- 
tabolism shifts  to  fatty  acids,  and  the  youngster  de- 
velops a mild  ketonemia.  Seizures,  hypoglycemia, 
and  the  presence  of  ketones  in  the  urine  point  to  the 
diagnosis  of  ketotic  hypoglycemia.6  Failure  to  rec- 
ognize this  cause  in  the  convulsing  child  may  lead  to 
inappropriate  treatment  and  hence  to  irreversible 
brain  damage.  Treatment  is  simply  frequent  feed- 
ings rather  than  anticonvulsants. 

Aggressive  attempts  to  control  the  labile  sugar 
metabolism  of  juvenile  diabetes  may  lead  to  hyper- 
insulinism  and  hypoglycemia.  Prolonged  use  of 
drugs  such  as  aspirin  and  alcohol  may  be  associated 
with  defective  gluconeogenesis  with  resultant  hy- 
poglycemia and  seizures. 

Nonhypoglycemic  seizures  in  infancy  may  result 
from  the  overzealous  treatment  of  hypo-  or  hyper- 
natremia. Hypotonic  dehydration  or  inappropriate 
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fluid  replacement  in  the  dehydrated  child  may  lead 
to  seizures.  Hypernatremia,  on  the  other  hand,  may 
be  associated  with  seizures  secondary  to  cortical  vein 
thrombosis  and/or  saggital  sinus  thrombosis.  Both 
of  these  entities  are  treatable  and  demand  a working 
knowledge  of  fluid  and  electrolyte  balance. 

It  is  clear  from  this  discussion  that  until  the  cause 
of  the  seizure  disorder  has  been  determined,  it  is 
unwise  to  institute  anticonvulsant  treatment. 
Symptomatic  treatment  of  the  seizure  disorder  may 
serve  to  mask  the  underlying  disease  or  metabolic 
state  which  can  have  even  more  serious  consequences 
than  convulsions  and  which,  if  recognized,  is  often 
amenable  to  direct  treatment. 

Iatrogenic  seizures  in  all  age  groups 

In  all  age  groups,  intoxicants  may  give  rise  to  sei- 
zures, and  medicinals  given  for  other  reasons  have 
been  associated  with  seizures.  For  example,  peni- 
cillin given  intravenously  in  high  doses  to  patients 
with  renal  disease  has  been  reported  to  produce  sei- 
zures. Penicillin  in  doses  as  low  as  5,000  to  50,000 
units,  when  given  intrathecally,  predictably  causes 
seizures.7  Other  medications  known  to  induce  sei- 
zures include  phenothiazines,  reserpine,  amino- 
phyllines,  antihistamines,  lidocaine,  anticholinergics, 
and  monoamine  oxidase  inhibitors.8,9  These  com- 
plications, if  recognized,  are  treatable  and  fully  re- 
versible. Paradoxical  intoxication,  a situation  in 
which  seizure  frequency  increases  as  anticonvulsant 
levels  rise,  has  recently  been  described.10 

Effects  of  anticonvulsant 
medications  and  drug  interactions 

A discussion  of  the  iatrogenic  causes  of  seizures 
would  not  be  complete  without  a consideration  of 
some  of  the  untoward  effects  of  the  drugs  used  in  the 
treatment  of  epilepsy.  These  agents  tend  to  fit  into 
several  generically  different  categories. 

Diphenylhydantoin  (Dilantin),  the  prototype  of 
the  hydantoins,  has  been  associated  with  a host  of 
potential  complications.  The  spectrum  of  side-ef- 
fects from  this  agent  ranges  from  benign  gum  hy- 
pertrophy to  acute  lymphocytic  proliferation  which 
may  mimic  leukemia  or  lymphosarcoma.  Toxic 
encephalopathy  characterized  by  delirium,  halluci- 
nations, and  confusion  is  one  of  the  least  appreciated 
complications.11  Because  diphenylhydantoin  has 
a narrow  therapeutic  range,  toxicity  is  not  unusual. 
Levels  above  the  therapeutic  range  of  1 to  2 mg.  per 
100  ml.  may  be  associated  with  nystagmus,  dysar- 
thria, ataxia,  and  seizures.12 

Barbiturates  have  a much  wider  therapeutic  range 
than  diphenylhydantoin,  but  when  given  in  excessive 
amounts  they  may,  like  diphenylhydantoin,  be  as- 
sociated with  nystagmus,  ataxia,  and  dysarthria. 
While  some  side-effects  such  as  rashes  and  irritability 
are  unrelated  to  dose,  overdose  with  vascular  and 
respiratory  collapse  may  lead  to  death. 


The  drugs  most  commonly  used  for  treatment  of 
petit  mal  and  centrencephalic  seizures  are  succin- 
imides  and  oxazolidinediones.  The  prototype  of  the 
former  is  ethosuximide  (Zarontin)  and  of  the  latter 
is  trimethadione  (Tridione).  Although  each  of  these 
drugs  can  be  quite  effective  in  managing  petit  mal 
epilepsy,  they  are  known  to  intensify  grand  mal  sei- 
zures.11 In  addition,  ethosuximide  has  been  asso- 
ciated with  psychiatric  disturbances  including  hal- 
lucinations, delusions,  anxiety,  and  depression.13 
Trimethadione  has  been  associated  with  the  ne- 
phrotic syndrome.14  The  benzodiazepine  deriva- 
tives, diazepam  (Valium),  chlordiazepoxide  hydro- 
chloride (Librium),  and  clonazepam  (Clonepin),  are 
also  associated  with  excessive  fatigue,  and  they  may 
intensify  grand  mal  seizures.15 

It  should  be  recognized  that  anticonvulsants,  when 
given  in  large  doses,  may  periodically  exacerbate 
seizures  instead  of  ameliorating  them.  In  the  un- 
controlled epileptic,  therefore,  it  may  well  be  more 
prudent  to  decrease  rather  than  increase  anticon- 
vulsant medication. 

Recently  phenobarbital  and  diphenylhydantoin 
have  been  associated  with  biochemical  and  radiologic 
evidence  of  rickets.  It  has  been  suggested  that  this 
condition  may  result  from  induction  of  vitamin  D 
metabolism  in  the  liver.16  Some  patients  taking 
diphenylhydantoin  and  phenobarbital  have  shown 
x-ray  film  evidence  of  periosteal  elevation  changes 
in  the  metaphysis,  a condition  which  simulates 
rickets.  Although  the  clinical  significance  of  these 
findings  has  not  been  clearly  delineated,  some  au- 
thors recommend  vitamin  D supplementation  for 
patients  taking  anticonvulsant  medications. 

Diphenylhydantoin,  phenobarbital,  and  primidone 
have  been  implicated  in  folic  acid  metabolism.17 
Spinal  fluid  levels  of  folate  are  two  to  three  times 
those  of  the  blood,  and  it  has  been  postulated  that 
diphenylhydantoin  may  exert  its  beneficial  effects 
by  decreasing  brain  folate  levels.  Hence,  failure  to 
control  an  epileptic  may  result  from  replacement  of 
depleted  folate  stores  by  supplementary  exogenous 
vitamin.  Although  these  postulated  mechanisms 
have  not  been  well  studied,  they  point  to  the  impor- 
tance of  determining  whether  or  not  a patient  has 
been  obtaining  excessive  folic  acid  through  vitamin 
supplementation. 

It  is  also  known  that  drugs  such  as  diphenylhy- 
dantoin and  phenobarbital  may  interact  with  one 
another  in  such  a way  that  one  agent  may  either  ac- 
celerate or  inhibit  the  metabolism  of  the  other  and 
thus  decrease  or  increase  the  effective  scrum  con- 
centration.16 Because  of  its  ability  to  accelerate 
microsomal  enzyme  induction  in  the  liver,  pheno- 
barbital may  increase  the  metabolism  of  diphenyl- 
hydantoin. Thus,  when  these  drugs  are  given  in 
combination,  a therapeutic  level  of  diphenylhydan- 
toin may  not  be  obtained  despite  apparently  ade- 
quate intake. 

Primidone,  a commonly  used  barbiturate  deriva- 
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live,  further  illustrates  the  problem  of  drug  interac- 
tion. Primidone  is  either  excreted  as  the  parent 
compound  or  is  metabolized  to  PEMA  (phenyleth- 
ylmalonamide)  or  phenobarbital.  The  breakdown 
of  primidone  to  phenobarbital  may  result  in  the  in- 
duction of  primidone  and  its  metabolite  PEMA. 
This  may  result  in  a decreased  level  of  primidone  and 
PEMA  in  the  blood  and  hence  may  inadvertently 
reduce  the  concentration  of  these  agents  below 
therapeutic  levels.18 

Conclusion 

It  is  essential  to  understand  drug  mechanisms,  side 
effects,  and  drug  interactions  and  the  part  each  drug 
plays  either  in  accelerating  or  inhibiting  the  metab- 
olism of  itself  or  other  drugs.  To  do  this,  the  deter- 
mination of  drug  levels  becomes  very  important. 
With  this  knowledge  in  hand,  a more  rational  ap- 
proach to  treatment  can  be  developed. 

Children’s  Hospital  of  Buffalo 
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Buffalo,  New  York  14222 
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What  is  the  burden  of  the  present  colloquium? 

The  physician’s  capacity  for  treatment  has  ex- 
tended, but  so  has  his  capacity  for  causing  harm. 
Medical  knowledge  has  so  grown  that  it  is  beyond  the 
capacity  of  any  one  man.  We  must  therefore  at- 
tempt to  grasp  the  underlying  principles  that  bind 
the  multitudinous  facts,  but  much  of  our  knowledge 
is  still  empirical  and  refuses  to  be  so  bound. 

Principles 

A few  of  these  principles  are  as  follows: 

No  drug  is  totally  free  of  toxic  or  potentially  toxic 
effects.  There  is  immense  interindividual  variance  in 
response  to  therapeutic  agents;  what  is  therapeutic 
dosage  to  one  individual  may  be  ineffective  in  another 
and  toxic  in  yet  another. 
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Age  groups  at  special  risk  are  the  very  old  and  the 
very  young.  Physiologic  groups  at  special  risk  are 
pregnant  women  and  the  fetus.  Pathologic  groups  at 
special  risk  are  those  with  bowel,  liver  , kidney,  or  heart 
disease.  Processes  which  break  down  the  blood-brain 
barrier  increase  the  hazard  of  neurologic  reaction. 

Patients  behave  idiosyncratically.  Thus,  a sedative 
may  prove  to  be  a stimulant  to  one  patient;  a tranquil- 
izer may  excite  another;  and  anticonvulsants  may  pre- 
cipitate convulsions. 

Guidelines  for  action 

What  then  should  govern  our  actions?: 

Before  prescribing  at  all,  think  whether  the  indi- 
cations are  valid.  Prescribe  as  few  medications  as  pos- 
sible; prescribe  in  the  smallest  effective  dosage;  and 
prescribe  for  the  shortest  time  necessary.  Keep  al- 
ways in  mind  the  possibility  of  drug  reaction,  for  exam- 
ple, an  antibiotic  prescribed  to  deal  with  a febrile  in- 
fection may  itself  be  perpetuating  the  fever,  or  a hypo- 
tensive medication  in  combination  with  some  other 
medicine  may  cause  hypertension. 

Remember  that  drug  effects  may  be  secondary — 
that  phenobarbital  prescribed  may  have  triggered 
acute  intermittent  poiphyria. 

Department  of  Neurology 
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The  dangers  of  third-party  payment 
to  patient  and  physician 

To  the  Editor:  Area  VI  Representative,  Melvin  L.  Lipsett, 
summarized  the  concerns  of  California  psychiatrists  in 
continuing  private  practice  in  this  specialty  where  the 
confidential  physician-patient  relationship  is  so  important, 
as  follows: 

“I  see  our  profession  as  a small  group  struggling  to 
maintain  our  primary  concern  of  ensuring  our  patients 
excellent  treatment.  I also  see  us  being  in  the  position 
of  awakening  towards  a newer  stance  of  keeping  our 
primary  concern  intact,  for  I see  us  as  the  last  of  the 
idealists  who  have  had  some  difficulty  responding  to 
the  various  threats  against  us  because  the  ones  who 
threaten  don’t  share  our  special  concerns  about  the 
needs  of  our  patients.” 

As  an  illustration  there  should  be  noted  that  in  a newly 
negotiated  contract  by  United  Auto  Workers,  with  Ford 
Motor  Company  . . . 

*If  care  is  provided  in  an  approved  mental  health  or 
child  guidance  center,  the  patient  pays  no  charges. 
For  treatment  by  a psychiatrist  in  his  private  office, 
the  patient  pays  no  charge  up  to  the  usual,  reasonable, 
and  customary  fees  for  the  first  five  visits;  pays  ten 
percent  of  the  usual,  reasonable,  and  customary  fees 
for  the  sixth  through  tenth  visits;  and  25  percent  of  the 
costs  for  subsequent  visits. 

“We  feel  at  times  that  they  are  quite  unfair.  In  ad- 
dition, I feel  that  for  many  of  us,  to  take  an  active  and 
aggressive  position  is  uncomfortable.  For  a long  time 
I had  that  feeling,  especially  before  I became  aware  of 
and  involved  in  organizational  activities.  It  is  a posi- 
tion that  we  as  individuals  have  to  come  to  in  order  to 
have  greater  impact  on  those  impinging  forces  through 
our  activities,”  Lipsett  said. 

The  asterisked  portion  of  the  above  describes  a con- 
tract which  discriminates  between  the  private  and  clinical 
practice  of  medicine — contrary  to  AMA  and  APA  policy. 
In  such  an  instance,  it  behooves  every  physician  presented 
with  a form  under  that  United  Auto  Workers  contract  to; 
(a)  Decline  to  fill  it  out  and  participate  in  such  a contract 
which  discriminates  against  private  practice;  (b)  Charge 
the  patient  the  usual  and  customary  fee  while  continuing 
to  treat  the  patient;  and  (c)  Collect  from  the  patient  what 
is  reasonable  under  their  financial  circumstances. 

This  procedure  will:  (1)  Continue  to  treat  patients  so 
that  there  will  be  no  loss  of  medical  care  to  the  patient;  (2) 
Have  the  patient  pay  what  they  can  reasonably  afford;  (3) 
Demonstrate  that  we  will  not  be  party  to  any  program  that 
discriminates  against  the  private  practice  of  medicine;  and 
(4)  Demonstrates  that  we  will  not  be  party  to  any  medical 
procedure  or  system  that  does  not  clear  with  what  the 
profession  regards  as  reasonable  (that  is,  equivalent  to 
union  strength  of’  any  other  occupation). 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 
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Warnings:  Caution  patients  about  possible 
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CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
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recommended  doses,  use  caution  in  admin- 
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drawal symptoms  (including  convulsions), 
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relationship  has  not  been  established 
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Librium  has  often  set  the  standard  tor  safe,  effec- 
tive antianxiety  therapy.  It  generally  offers  a favorable 
benefits- to- risk  ratio.  Seldom  associated  with  serious  side 
effects  (the  most  common  are  dose-related  and  thus 
largely  avoidable),  Librium  rarely  affects  the  cardiovas- 
cular or  respiratory  system,  rarely  interferes  with  mental 
acuity.  However,  as  with  all  CNS-acting  drugs,  patients 
should  be  cautioned  against  hazardous  activities  requir- 
ing complete  mental  alertness,  and  against  using  Librium 
in  combination  with  alcohol. 

An  effective  antianxiety  agent,  Librium  is,  most 
important,  one  of  the  safest  antianxiety  agents  available. 
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Gastric  Rigidity 
and  Breast  Masses 

Case  history 

S.  Hantman,  M.D.*:  This  44-year-old  white  fe- 
male entered  Albert  Einstein  College  Hospital  with 
abdominal  distention,  weight  loss,  and  mild  nau- 
sea. 

Physical  examination  revealed  abdominal  dis- 
tention and  suspected  ascites.  The  liver  could  not 
be  palpated.  Bilateral  breast  masses  were  present. 
Pelvic  examination  disclosed  a large,  firm,  right 
para-adnexal  mass. 

Results  of  laboratory  examination  were  as  follows: 
alkaline  phosphatase,  50  units;  total  bilirubin,  1.7  mg. 
per  100  ml.;  total  serum  protein,  5.8  Gm.  per  100  ml. 
with  1.2  Gm.  per  100  ml.  albumin;  and  normal  SGOT 
(serum  glutamic  oxaloacetic  transaminase).  Serum 
electrolyte  and  calcium  levels  were  within  normal 
limits.  Liver  scan  showed  normal  findings. 

Before  going  any  further,  I think  it  would  be  in- 
teresting to  discuss  the  gastrointestinal  series  that 
was  performed. 

R.  Schliftman,  M.D.*:  The  radiographic  find- 
ings, shown  in  Figure  1,  reveal  diminished  peristalsis 
through  the  stomach.  There  is  stiffness,  narrowing, 
and  rigidity  in  the  body  of  the  stomach.  No  discrete 
ulcerations,  intramural  masses,  fistula,  or  destroyed 
mucosa  is  noted.  The  small  bowel  and  the  remainder 
of  the  examination  appeared  within  normal  limits. 

Rigidity  with  some  irregularity  of  the  gastric  con- 
tour is  a sign  of  a variety  of  disorders.  Neoplastic, 
infectious,  inflammatory,  and  other  origins  could  be 
considered.1  Primary  infiltrating  scirrhous  carci- 
noma of  the  stomach  would  have  to  be  a primary 
consideration.  Rigidity  and  thickening  of  the 
stomach  wall  with  loss  of  gastric  peristalsis  is  sec- 
ondary to  the  infiltrating  tumor  and  desmoplastic 
response  to  the  carcinoma.  The  antrum  is  the  most 
common  primary  site  of  involvement  with  spread  to 
other  portions  of  the  stomach.  Linitis  plastica  or 

* Resident  in  Radiology. 


“leather  bottle”  stomach  represents  involvement  of 
the  entire  stomach. 

Malignant  lymphoma  must  be  considered.  On 
some  occasions,  Hodgkins’s  disease  may  mimic  the 
radiographic  finding  of  scirrhous  carcinoma.  The 
appearance  of  this  case  is  not  typical  of  lymphosar- 
coma which  may  also  extend  across  the  pylorus  into 
the  duodenum,  while  infiltrating  carcinoma  rarely 
does.2  Involvement  of  other  portions  of  small  bowel 
is  also  a common  finding  of  lymphoma. 

Gastric  infiltration  can  also  occur  from  contiguous 
processes.  Carcinoma  of  the  body  or  tail  of  the 
pancreas  often  spreads  via  the  transverse  mesocolon 
to  involve  the  greater  curvature  of  the  stomach. ( 
Carcinoma  of  the  head  of  the  pancreas  may  produce 
antral  rigidity,  ulceration,  or  obstruction.  Carci- 
noma of  the  transverse  colon  or  splenic  flexure  may 
spread  along  the  gastrocolic  liagment  to  invade  the 
greater  curvature  of  the  stomach. 

Locally  infiltrating  lesions  of  the  stomach  also  may 
be  produced  by  granulomatous  diseases.  Although 
these  are  rare  manifestations  of  tuberculosis,  histo- 
plasmosis, and  actinomycosis,  this  group  should  be 
considered.4  Syphilis  classically  is  described  as  being 
capable  of  producing  linitis  plastica,  but  its  incidence 
is  rare.  Other  inflammatory  conditions  can  produce 
narrowing  and  rigidity  of  the  stomach.  Regional 
enteritis  can  produce  a granulomatous  inflammatory 
reaction  of  the  stomach  usually  in  conjunction  with 
the  disease  elsewhere  in  the  bowel;  most  often,  in- 
volvement is  in  the  antrum.5  The  lack  of  small- 
bowel  disease  or  other  evidence  of  Crohn’s  disease  is 
strongly  against  this  diagnosis. 

Other  miscellaneous  disorders  might  also  be  con- 
sidered. Amyloidosis  may  mimic  neoplastic  infil- 
tration of  the  stomach  by  producing  the  radiographic 
picture  seen  in  this  case.6  Again,  the  absence  of 
small-bowel  disease  in  this  patient  would  rule  against 
amyloidosis. 

Finally,  blood-borne  metastatic  disease  of  the 
stomach  from  breast  carcinoma  is  a prime  consider- 
ation.7 Breast  carcinoma  can  produce  a focal  or 
diffuse  rigid  narrowing  of  the  stomach  similar  to  the 
appearance  seen  in  this  case.  It  may  be  eccentric  or 
concentric.  Because  of  the  patient’s  noted  breast 
masses,  this  diagnosis  is  a strong  possibility,  along 
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with  primary  gastric  scirrhous  carcinoma. 

Dr.  Hantman:  This  patient  did  indeed  have  bi- 
lateral breast  carcinoma  which  had  been  diagnosed 
four  years  previously  as  being  inoperable  because  of 
metastatic  disease  to  the  bones  and  abdomen.  She 
had  undergone  chemotherapy  and  localized  radiation 
therapy,  which  produced  temporary  regression  and 
control.  After  her  most  recent  admission,  bilateral 


FIGURE  1.  Barium  studies  showing  persistent  concentric 
rigidity  and  irregularity  of  body  of  stomach  (arrows).  Antrum, 
although  not  completely  fixed,  never  fully  distends.  (A) 
Posteroanterior  prone  view.  (B)  Right  posterior  oblique  prone 
view.  (C)  Another  right  posterior  oblique  prone  view. 


FIGURE  2.  Photomicrograph  of  tumor  nodule  from  peritoneal 
surface  of  stomach.  Rows  of  small,  uniform  tumor  cells 
present  (hematoxylin  and  eosin  stain,  original  magnification 
X 300). 


adrenalectomy  was  planned.  When  the  abdomen 
was  opened,  numerous  peritoneal  implants  of  tumor 
were  found  on  all  organs,  although  the  liver  appeared 
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to  be  spared.  There  was  a large  solid  pelvic  tumor 
mass,  probably  representing  metastases  in  the  right 
ovary.  The  stomach  was  circumferentially  involved 
by  the  metastases.  Ascitic  fluid  was  present.  Her 
postoperative  course  was  stormy,  and  she  died  not 
long  afterward. 

Pathologic  discussion 

Boyce  Bennett,  M.D.*:  A biopsy  specimen  of  a 
peritoneal  nodule  from  the  stomach  was  examined. 
This  showed  carcinoma,  seen  in  Figure  2,  consisting 
of  cords  of  small,  fairly  uniform  tumor  cells  which 
frequently  were  aligned  in  an  Indian  file  fashion.  No 
signet-ring  cells  were  present.  The  histologic  pattern 
could  represent  either  a primary  gastric  carcinoma 
or  a breast  carcinoma,  but  in  view  of  the  known 
breast  carcinoma  with  widespread  metastases,  met- 
astatic breast  carcinoma  to  the  stomach  rather  than 
a primary  gastric  carcinoma  seems  a certainty. 

Radiologic 

Dr.  Schliftman:  Gastric  involvement  by  meta- 
static breast  carcinoma  is  probably  a more  frequent 
event  than  is  generally  recognized.  In  autopsy 
studies,  the  incidence  varies  from  2 to  15  percent.7 
Involvement  of  lymph  nodes,  bones,  lungs,  and  liver 
by  metastatic  breast  carcinoma  often  precedes 
stomach  infiltration. 

The  most  common  roentgenographic  finding  is 

* Professor,  Department  of  Pathology. 


Plan  ahead  for  travel  abroad 

New  York  City  Health  Commissioner  Pascal  J.  Imper- 
ato,  M.D.,  advises  summer  travelers  in  need  of  a passport 
to  plan  ahead.  They  should  be  certain  that  they  have  the 
proper  immunizations  and  that  they  have  a validated  birth 
certificate,  before  applying  for  a passport.  Dr.  Imperato 
suggests  having  immunizations  administered  by  a personal 
physician  at  least  one  month  before  expected  departure 
date.  If  travelers  are  unable  to  contact  their  personal 
physician,  they  should  call  the  Health  Department  at  (212) 
566-8220,  or  the  U.S.  Public  Health  Service  at  (212)  620- 
3779  for  information. 

Individuals  born  in  New  York  City  may  apply  to  the 
Health  Department’s  Bureau  of  Vital  Records  for  a copy 
of  their  birth  certificate  which  is  validated  with  a raised 
seal.  In  cases  of  extreme  emergency,  copies  of  birth  cer- 
tificates may  be  obtained  in  one  day  by  applying  to  the 
Bureau  of  Vital  Records  with  written  or  documented  proof 
that  the  certificate  is  needed  immediately.  A flight  ticket 


diffuse  or  focal  transserosal  infiltration  of  the  wall  of 
the  stomach.  This  results  in  rigidity,  diminished  or 
absent  peristalsis,  and  thickening  of  the  gastric  wall. 
The  lesion  may  be  localized  or  diffusely  involve  the 
entire  stomach.  Usually  no  discrete  ulcerations  or 
mucosal  destruction  is  seen.  The  end  result  is  a 
linitis  plastica  appearance  not  unlike  primary  infil- 
trating gastric  carcinoma.  The  radiographic  dif- 
ferentiation of  breast  metastases  to  the  stomach  from 
primary  infiltrating  carcinoma  is  difficult,  and  clin- 
ical correlation  is  a necessity. 

Final  diagnosis 

Metastatic  breast  carcinoma  to  the  stomach 
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dated  no  more  than  seven  days  from  the  date  of  request  or 
a travel  agent’s  letter  stating  date  of  departure  is  consid- 
ered valid  proof. 

Those  applying  in  person  can  have  copies  of  birth  cer- 
tificates mailed  to  them  within  ten  working  days.  Those 
preferring  not  to  apply  in  person  should  be  prepared  to  wait 
at  least  six  weeks  before  receiving  their  certificates. 

The  following  information  is  required  when  making 
application  for  a birth  certificate:  full  name  at  time  of 
birth;  borough  of  birth;  hospital  name  or  home  street  ad- 
dress if  born  at  home;  father’s  name  and  mother’s  maiden 
name.  A check  for  $3.00  made  payable  to  the  New  York 
City  Department  of  Health  is  the  required  fee.  Requests 
by  mail  should  include  a stamped,  self-addressed  envelope 
and  sent  to  The  New  York  City  Department  of  Health, 
Bureau  of  Vital  Records,  125  Worth  Street,  New  York. 
N.Y.  10013.  Personal  application  may  be  made  on  the 
main  floor  at  1 25  Worth  Street  and  the  hours  are  8:30  A.M. 
to  4:30  P.M..  Monday  through  Friday.  For  further  infor- 
mation, cal!  (212)  247-0130. 
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With  the  marked  increase  in  both  numbers  and 
percentage  of  our  population  reaching  old  age,  the 
problems  of  cardiovascular  disease  from  which  the 
majority  of  the  elderly  become  disabled  and  die  has 
become  ever  more  important.  Atherosclerosis  is  by 
far  the  most  common  of  the  cardiac  problems  among 
older  patients,  but  the  advances  in  valvular  and 
congenital  surgery  together  with  the  effectiveness  of 
antibiotics  ensure  that  more  patients  who  would 
formerly  have  died  young  from  their  congenital  or 
rheumatic  heart  disease  also  live  to  be  included  in  the 
older-patient  category.  Seventeen  authorities  from 
Great  Britain,  the  United  States,  and  Sweden  have 
contributed  to  a symposium  volume  and  have  pro- 
vided an  excellent  reference  book  for  all  physicians 
involved  in  the  care  of  cardiovascular  diseases  in  the 
older  patient.*  The  editors,  members  of  the  pi- 
oneering team  of  the  University  of  Glasgow  headed 
by  Sir  W.  Ferguson  Anderson,  David  Cargill  Pro- 

*  Caird,  F.  I.,  Dali,  J.  L..  and  Kennedy,  R.  D.,  Eds.:  Cardiology 
in  Old  Age,  New  York  and  London,  Plenum  Press,  1976,  412 

pp. 


lessor  of  Geriatric  Medicine,  have  assembled  a 
well-organized  volume,  beginning  with  the  epide- 
miology of  heart  disease  in  old  age,  based  largely  on 
their  experience  in  Scotland  but  also  referring  to 
some  studies  from  the  United  States. 

This  is  followed  by  excellent  chapters  on  the  pa- 
thology of  the  myocardium  and  valves  and  of  the 
conduction  system,  cardiac  output,  and  the  recog- 
nition, development,  and  management  of  blood 
pressure.  The  clinical  features  of  ischemic  heart 
disease,  pulmonary  heart  disease,  valvular  heart 
disease,  bacterial  endocarditis,  typhoid,  and  heart 
disease  are  dealt  with  in  some  detail. 

The  therapeutic  problems  are  especially  well 
presented,  including  current  views  regarding  glyco- 
sides, diuretics,  antiarrhythmic  drugs,  anticoagu- 
lants, pacing,  and  cardiac  surgery  in  the  elderly. 
Specific  chapters  deal  with  the  management  of  car- 
diac failure,  myocardial  infarction,  arrhythmias,  and 
heart  block. 

There  is  a very  helpful  glossary  of  drug  names 
listing  in  parallel  columns  the  British-approved 
name,  the  United  States-approved,  or  generic,  name, 
the  British  trade  name,  and  the  United  States  trade 
name.  The  contents  are  well  indexed. 

Conclusion 

While  the  writing  is  somewhat  uneven,  as  is  usual 
in  a book  containing  the  writings  of  many  authors, 
this  is  a minor  problem.  This  volume  constitutes  a 
fine  contribution  to  the  geriatric  medical  literature, 
and  it  is  a pleasure  to  recommend  it  to  the  physicians 
of  the  United  States.  It  should  have  wide  use  as  the 
field  of  geriatrics  begins  to  assume  its  true  impor- 
tance in  our  medical  education  and  health  care  pro- 
grams. 

450  East  69th  Street 
New  York,  N.Y.  10021 
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Health  education  is  an  important  area  in  school 
health  and  is  usually  not  met  adequately  in  school 
health  programs.  The  paradox  here  lies  in  the  fact 
that  the  physician,  by  virtue  of  his  training,  is  best 
equipped  to  play  a central  role,  but  at  the  same  time, 
not  being  a teacher,  finds  himself  with  no  role  at  all. 
This  is  written  to  describe  another  useful  function 
for  the  SP  (school  physician). 

The  SP  brings  two  assets  to  the  health  education 
team.  First,  he  possesses  the  knowledge  of  health 
and  disease  that  enables  him  to  instruct  teachers 
planning  curricula,  students  assimilating  health 
knowledge,  and  nurses  obtaining  health  training. 
Second,  during  his  professional  career,  he  has  become 
expert  in  communicating  with  parents  and  school 
children  about  normal  growth  and  development  and 
the  reaction  of  parents  and  children  to  disease.  With 
these  two  assets,  he  should  be  capable  of  delivering 
invaluable  service  to  the  school,  which  would  require 
only  limited  time.  The  basic  part  of  this  service 
consists  of  conferences  between  the  physician  and 
teachers,  students,  and  nurses. 

Working  with  teachers 

One  of  the  most  important  elements  of  any  school 
health  program  consists  of  communication  between 
the  SP  and  school  faculty.  Health  education  is  a 
difficult  area  in  which  to  communicate.  If  the  pre- 
sentation of  the  SP  is  too  simplified,  he  will  simply 


become  repetitive  and  boring;  if  the  presentation  is 
too  complex,  the  teachers  will  not  comprehend  what 
he  is  saying.  The  case  method  of  presentation  usu- 
ally is  best,  that  is,  the  physician,  as  in  hospital  grand 
rounds,  presents  cases  of  children  with  typical 
classroom  medical,  behavioral,  and  educational 
problems.  This  arouses  teacher  interest  and  leads 
to  the  formulation  of  questions  which  the  SP  can 
readily  answer  and  use  to  illustrate  further  aspects 
of  health.  Topics  relevant  for  discussion  include 
recognizing  classroom  illness;  nutrition;  normal  and 
abnormal  preschool,  school,  and  adolescent  behavior; 
drugs;  alcohol  and  tobacco  misuse;  and  mental 
health. 

Joint  planning 

After  initial  contact  has  been  established  with 
faculty  by  the  aforementioned  method,  teachers  and 
the  SP  can  jointly  plan  future  associations  between 
the  physician  and  students.  This  is  done  through 
classroom  visits,  having  students  work  in  the  physi- 
cian’s office,  and  the  planning  of  a health  museum. 

Classroom  visits  should  be  designed  as  part  of  the 
curriculum  and  tailored  to  the  age  of  the  child.  In 
the  kindergarten,  first,  and  second  grades,  the  phy- 
sician can  use  the  equipment  in  his  bag  to  demon- 
strate and  explain  how  physical  examinations  are 
performed  and  other  aspects  of  his  daily  work,  which 
would  lead  to  a simplified  description  of  the  body  in 
health  and  disease.  By  examining  the  equipment  in 
the  bag,  children  in  the  earlier  school  grades  directly 
participate  in  this  facet  of  health  education. 

In  grades  3 through  9,  the  use  of  the  SP  is  more 
selective.  Here  he  can  be  invited  by  the  teacher  into 
the  classroom  during  certain  phases  of  the  health 
curriculum.  This  might  involve  discussions  of 
physiology,  physical  growth  and  development,  dis- 
ease, mental  health,  sex  education,  and  so  forth.  For 
example,  when  the  class  is  studying  about  disease,  the 
physician  might  bring  in  throat  culture  plates  and 
show  what  colonies  of  bacteria  look  like.  This  might 
then  be  related  to  the  importance  of  handwashing, 
covering  nose  when  sneezing,  and  the  like. 

Adolescent  years 

During  the  adolescent  years,  the  role  of  the  SP  in 
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health  education  lies  in  the  area  of  group  discussions 
and  job  experience  in  the  office  as  well  as  classroom. 
He  can  lead  discussions  and  help  set  up  medical  ca- 
reer lectures,  in  addition  to  audiovisual  health  ma- 
terial. He  can  utilize  students  as  medical  assistants 
in  his  office  and  give  them  experience  in  dealing  with 
patients. 

Finally,  the  physician  can  assist  children  in  setting 
up  a variety  of  projects  and  displays  in  a health  mu- 
seum which  would  directly  involve  their  parents  and 
the  general  community. 

The  school  nurse  can  also  play  a key  role  in  health 
education,  and  the  SP  can  participate  in  the  in-ser- 
vice, continuing  education  of  school  nurses.  This 
involves  periodic  conferences  between  physicians  and 
nurses  on  a multitude  of  subjects  such  as  communi- 
cable diseases,  accidents,  immunization,  prevention, 
obesity,  and  so  forth. 


New  criteria  listed 
for  brain  death 

Criteria  for  determining  when  the  brain  is  truly  dead, 
even  though  machines  may  be  keeping  the  heart  beating 
and  the  lungs  breathing,  were  listed  in  the  March  7 Journal 
of  the  American  Medical  Association. 

The  National  Institute  of  Neurological  and  Communi- 
cative Disorders  and  Stroke  sponsored  a study  in  which  503 
patients  were  examined  in  nine  medical  centers. 

The  study  concluded  that  establishment  of  cerebral 
death  requires: 

1.  All  appropriate  examinations  and  treatment  proce- 
dures have  been  performed. 

2.  The  brain  is  completely  unresponsive,  breathing 
without  the  machines  has  stopped,  pupils  are  dilated,  re- 
flexes such  as  blinking  are  missing,  and  the  electrocardio- 
gram is  silent  for  30  minutes  at  least  six  hours  after  the 
stroke  or  accident. 

3.  If  one  of  these  standards  is  met  imprecisely  or  cannot 
be  tested,  a confirmatory  test  be  made  to  demonstrate  the 
absence  of  blood  flow  in  the  brain. 

The  third  rule  would  allow  the  diagnosis  of  a dead  brain 
to  be  made  in  patients  with  small  amounts  of  sedative 


Conclusion 

The  school  physician  is  neither  a teacher  nor  a 
professional  health  educator,  but  he  has  a crucial  part 
to  play  in  health  education,  as  I have  outlined  here. 
Through  communication  and  contact  with  teachers, 
students,  and  nurses,  he  has  a unique  and  privileged 
opportunity  to  influence  favorably  the  knowledge  of 
health  attitudes,  and  behavior  of  the  younger  gen- 
eration for  their  long  life  ahead.  But  he  must  take 
the  initiative  in  his  own  school  and  develop  his  own 
role  in  the  educational  process.  I’ve  done  this  for 
years,  and  I can  unequivocally  say  “it  works”  and  is 
a very  rewarding  experience  for  students,  faculty,  and 
school  physician  alike. 

Madison  Professional  Building 
Wall  Street 
Madison,  Connecticut  06443 


drugs  in  the  blood,  in  patients  undergoing  treatment  pro- 
cedures that  make  examination  of  cranial  nerves  impos- 
sible, and  in  patients  otherwise  meeting  the  criteria  but 
whose  pupils  are  not  dilated. 

Project  coordinator  for  the  study  was  A.  Earl  Walker, 
M.D.,  University  of  New  Mexico  School  of  Medicine,  Al- 
buquerque. 

The  state  known  as  brain  death  came  to  the  attention 
of  physicians  and  the  public  some  years  ago  when  trans- 
plant surgery  gained  popularity.  Viable  organs  were 
needed  for  transplant.  If  the  pronouncement  of  death  was 
delayed  until  the  heart  stopped  beating,  the  organs  un- 
derwent so  much  deterioration  that  a successful  transplant 
was  jeopardized.  Dr.  Walker  points  out. 

Dr.  Walker  distinguishes  between  brain  death  and  ir- 
reversible coma.  Brain  death  means  total  destruction  of 
the  brain.  Irreversible  coma  refers  to  a vegetating  state 
in  which  all  functions  attributed  to  the  brain  are  lost,  but 
certain  vital  functions,  such  as  respiration,  temperature, 
and  blood  pressure  regulation  may  be  retained. 

Legal  statutes  in  a number  of  states  recognize  brain 
death  but  not  irreversible  coma  as  a means  of  certifying 
death. 
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Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 
Drug  substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purporredly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patien  ts : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N. W.,  Washington,  D.C.  20005 


June  1977/New  York  State  Journal  of  Medicine  1127 


Infectious  Diseases 

GERALD  T.  KEUSCH,  M.D.,  Editor 


The  Cephalosporins 

Therapist's  view 


BURT  R.  MEYERS,  M.D. 

New  York  City 

Associate  Professor  of  Medicine,  Division  of  Infectious 
Diseases,  Department  of  Medicine,  Mount  Sinai  School  of 
Medicine 


The  cephalosporin  era  began  in  1945,  when  a re- 
markable observation  was  made  along  the  coast  of 
Sardinia.  While  testing  samples  of  sea  water  for 
bacteria,  Brotzu  found  a marked  difference  in  the 
number  of  Escherichia  coli  in  two  contiguous  coastal 
areas.  Suspecting  that  an  antibacterial  substance 
was  present,  he  found  that  a fungus  similar  to 
Cephalosporium  acremonium  present  in  one  sample 
was  producing  a substance  with  a wide  range  of  an- 
tibacterial activity.  The  drug  was  found  to  resemble 
penicillin  in  that  both  contained  a beta-lactam  ring; 
cephalosporin  differed  in  its  six-membered  dihy- 
drothiazine  ring.  Soon  related  compounds  were 
obtained,  cephaloridine  being  the  first  cephalosporin 
released  for  clinical  use.  Since  then  many  additional 
congeners  have  been  developed,  and  they  are  now 
widely  used  throughout  the  world.  This  report  will 
briefly  review  the  cephalosporin  antibiotics  from  a 
therapist’s  viewpoint  and  will  highlight  both  their  use 
and  misuse. 

The  cephalosporins  all  contain  a beta-lactam  ring 
and  a dihydrothiazine  ring  containing  sulfur  (Fig.  1). 
Side  chains  placed  at  either  the  3 or  the  7 position 
determine  antibacterial  spectrum,  resistance  to 
beta-lactamases,  and  solubility.1-2  More  recently  a 
new  class  of  antibiotics,  the  cephamycins,  with  a 
rather  similar  structure,  except  for  a methoxy  group 
on  the  beta-lactam  ring,  hut  with  very  different 
properties,  has  been  developed.3-5  All  of  these 
compounds  are  resistant  to  the  beta-lactamases  that 
split  the  lactam  ring  of  penicillin,  penicillinase,  and 
therefore  they  are  active  against  penicillin-resistant 
bacteria.  However,  t here  are  other  beta-lactamases 
with  activity  as  cephalosporinases  produced  by  some 
gram-negative  bacteria.  The  resistance  of  different 
cephalosporins  to  these  enzymes  varied  widely  and 
thus  affects  spectrum  of  activity.  However,  beta- 
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FIGURE  1.  Chemical  configuration  of  cephalosporin.  A 
is  beta-lactam  ring;  B indicates  dihydrothiazine  ring  containing 
sulfur. 


lactamase  resistance  of  a drug  does  not  always  cor- 
relate with  antibiotic  activity  against  bacteria. 
Many  cephalosporins  not  inactivated  by  cephalo- 
sporinases are  nevertheless  inactive  against  the 
bacteria  producing  the  enzyme,  suggesting  that  other 
mechanisms  may  exist.6 

Antibacterial  spectrum 

In  general,  the  cephalosporins  are  active  against 
Gram-positive  cocci,  including  penicillin-sensitive 
and  penicillin-resistant  Staphylococcus  aureus, 
Staphylococcus  epidermidis,  Streptococcus  or 
Diplococcus  pneumoniae,  Streptococcus  pyogenes, 
and  Streptococcus  uiridans.  They  are  inactive 
against  enterococci,  such  as  Streptococcus  faecalis 
and  Streptococcus  faecium  but  are  active  against 
Streptococcus  bovis,  a nonenterococcal  Group  D 
Streptococcus.7  Anaerobic  cocci  have  been  found 
to  be  sensitive  in  vitro.7  Although  some  methicil- 
lin-resistant  strains  of  S.  aureus  have  been  reported 
to  be  sensitive  to  cephalosporins  in  vitro,8  clinical 
success  with  these  agents  has  not  been  substanti- 
ated.9 

Gram-negative  bacteria  regularly  inhibited  by 
these  compounds  include  E.  coli,  Klebsiella  species, 
and  Proteus  mirabilis.  Many  of  the  newer 
cephalosporins  are  also  active  against  Haemophilus 
influenzae,  including  beta-lactamase-producing 
strains  resistant  to  ampicillin.8  Many  Enterobacter 
species  and  some  indole-positive  Proteus  strains  are 
also  inhibited  by  the  newer  cephalosporins  such  as 
cefamandole.7-8  The  drugs  are  also  active  against 
nonspore-forming  anaerobic  bacilli  including  Rac- 
teroides  species  with  the  exception  of  Bacteroides 
fragilis.1  The  latter  organism,  a major  anaerobic 
pathogen,  requires  much  greater  concentrations  of 
drug  for  inhibition  in  vitro  compared  with  other 
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TABLE  I.  Characteristics  of  cephalosporins 


Protein 

Usual  Daily 

Name  of  Drug 

Half-Life 

Binding 

Antibacterial 

Dosage 

(Generic  (Trade)) 

Administration 

(Minutes) 

(Percent) 

Spectrum 

(Grams) 

Currently  available 
Cephalothin  (Kefiin) 

Intravenously 

30 

65  to  79 

Gram-positive  cocci 

8 to  12 

except  enterococci; 
Gram-negative  spec- 
trum: E.  coli , P. 
mirabilis,  Kleb- 


Cephaloridine  (Loridine) 

Intramuscularly 

60  to  90 

1 0 to  3 1 

Similar  to  cephalothin 

2 to  4 

Cefazolin  (Kefzol,  Anzef) 

Intramuscularly  or 
intravenously 

120 

74  to  86 

Similar  to  cephalothin 
plus  more  Entero- 
bacter  species 

2 to  6 

Cephapirin  (Cephadyl) 

Intravenously 

30 

44  to  50 

Similar  to  cephalothin 

8 to  12 

Cephadrine  (Velosef) 

Intravenously,  in- 
tramuscularly, or 
by  mouth 

6 to  20 

Similar  to  cephalothin 

Cephalexin  (Keflex) 

Not  released;  in  development 

By  mouth 

45  to  60 

10  to  15 

Similar  to  cephalothin 

2 

Cefamandole  (Mandole) 

Intramuscularly  or 
intravenously 

7 0 intramuscu- 
larly; 27  in- 
travenously 

17  to  58 

Similar  to  cephalothin 
plus  H.  influenzae, 
indole-positive 
Proteus,  Entero- 
bacter  species 

8 to  12* 

Cefoxitin 

Intravenously 

40  to  60 

Same  as 
cephalo- 
thin 

Similar  to  cephalothin 
plus  H.  influenzae, 

B.  fragilis,  but  not 
as  effective  in  vitro 
against  Gram- 
positive cocci  as 
other  cephalo- 
sporins 

4 to  12* 

Cefuroxime 

Intramuscularly  or 
intravenously 

70 

33 

Similar  to  cephalothin 
plus  H.  influenzae, 
gonococci,  and 
Enterobacter- 
iaceae 

Not  re- 
ported 

Cefaclor 

By  mouth 

37  to  50 

30  to  50 

Similar  to  cephalexin 
plus  //.  influenzae 

1 to  4 * 

Cefatrizine 

By  mouth  or 
intramuscularly 

Not  known;  86 

Not  known 

Similar  to  cephalothin 

Not  re- 
ported 

* Dosages  used  by  clinical  investigators. 


Bacteroides  species.7  An  exception  is  cefoxitin,  a 
cephamvcin  with  good  activity  against  B.  fragilis,  in 
vitro.5  Cephalosporins  are  inactive  against  Pseu- 
domonas and  Serratia  strains,  although  some  Ser- 
ratia  are  inhibited  by  cefamandole.8 

Pharmacology 

Most  cephalosporins  must  be  given  parenterally; 
only  a few  are  absorbed  well  following  oral  adminis- 
tration (Table  I).  Pharmacologic  data,  including  the 
half-life  and  degree  of  serum  protein  binding,  are 
shown  in  Table  I.  Cephalothin  and  cephapirin  so- 
dium are  desacetylated  to  a less  active  form  which 
circulates  in  the  bloodstream.  All  of  the  cephalo- 
sporins are  excreted  in  the  urine,  both  by  filtration 
and  tubular  secretion,  except  for  cephaloridine,  and 
in  many  cases  extremely  high  levels  are  found.10,11 

The  cephalosporins  penetrate  many  body  cavities, 
including  the  inflamed  pleura,  pericardium,  and 
synovial  surfaces.12  Diffusion  into  the  biliary  tract 
is  best  with  cefazolin.13  With  the  exception  of 


cephaloridine,14  all  other  cephalosporins  penetrate 
the  inflamed  meninges  very  poorly. 

In  the  presence  of  renal  insufficiency  the  half-life 
of  this  class  of  drugs  is  prolonged.  Thus  cephalo- 
sporins accumulate  in  the  serum,  necessitating  a re- 
duction in  dosage.  In  the  presence  of  mild  renal  in- 
sufficiency, however,  therapeutic  levels  of  cephalexin 
and  cefazolin  are  still  found  in  the  urine.15,16 

Most  investigators  believe  that  these  compounds 
are  not  nephrotoxic,  with  the  exception  of  cepha- 
loridine, although  there  are  isolated  case  reports  in 
the  literature  suggesting  that  cephalosporins  may  be 
nephrotoxic  following  the  administration  of  potent 
diuretics. 17 

Toxicity 

In  general,  these  compounds  have  the  safety  of  the 
penicillins  and  therefore  are  relatively  nontoxic. 
Hematologic  abnormalities,  particularly  positive 
direct  Coombs’  test  results,  had  been  reported  fre- 
quently.18,19 In  contrast,  immunohemolytic  anemia 
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has  rarely  occurred,  and  then  only  in  the  presence  of 
renal  insufficiency.20  Neutropenia  and  thrombo- 
cytopenia have  been  reported  uncommonly.20 

Cross  allergenicity  exists  between  all  cephalo- 
sporins, since  they  share  a common  beta-lactam  ring 
structure.  Antibodies  to  cephalothin  have  also  been 
found  in  patients  known  to  be  allergic  to  penicil- 
lin.20’21 This  phenomenon  does  not  appear  to  pre- 
dict allergic  manifestations  to  the  cephalosporins, 
however.  Petz19  suggests  that  approximately  5 to  8 
per  cent  of  patients  allergic  to  penicillin  will  show 
cross  reaction  to  cephalosporins.  When  allergies  do 
occur,  in  the  experience  of  the  author  they  appear  to 
mimic  those  observed  with  penicillin,  that  is,  a 
rash  observed  with  penicillin  may  occur  when  a 
cephalosporin  is  administered  as  well.  It  is  my 
practice,  therefore,  never  to  give  cephalosporins  to 
patients  who  have  had  anaphylaxis  or  other  accel- 
erated allergic  reactions  to  penicillin. 

Nephrotoxicity  has  been  reported  following  the 
administration  of  cephalothin  and  gentamicin.22’23 
However,  a recent  retrospective  analysis  of  this 
problem  revealed  no  increase  in  nephrotoxicity  when 
the  two  agents  were  combined.24  Additionally,  an- 
imal experiments  have  not  substantiated  increased 
toxicity  with  the  two  agents,  and  in  fact  a protective 
effect  was  observed  when  cephalosporin  was  ad- 
ministered prior  to  aminoglycoside.25 

Clinical  usage 

Cephalosporins  have  been  used  effectively  to  treat 
a variety  of  problems;  pharyngitis,  lower  respiratory 
tract  infections  and  pneumonia,21  bacterial  endo- 
carditis,26 bacteremia,  soft-tissue  infections,  wound 
infections,  osteomyelitis,  peritonitis,  and  genitouri- 
nary tract  infection  have  responded  favorably  when 
caused  by  susceptible  microorganisms. 

A reasonable  position  on  the  use  of  these  drugs  is 
that  they  are  not  the  drug  of  choice  for  any  specific 
infection,27  with  the  possible  exception  of  Klebisiella 
species,  but  are  often  the  drug  of  second  choice  for 
many  bacterial  infections.  Yet  in  practice  they  are 
frequently  used  first,  rather  than  as  a second  choice. 
There  is  a clear  need  for  a reasoned  approach. 

For  example,  the  most  commonly  isolated  micro- 
organisms from  bacterial  pneumonia  include  S. 
pneumoniae,  which  is  the  most  common,  S.  aureus, 
Klebsiella  pneumoniae,  or  other  gram-negative 
species.  Most  infectious  disease  specialists  would 
agree  that  penicillin  is  the  drug  of  choice  for  pneu- 
mococcal pneumonia  and  that  erythromycin  is  an 
effective  alternative  drug  in  the  penicillin-allergic 
patient.  However,  such  patients  may  be  very  sick, 
and  since  absorption  is  not  known  in  this  situation, 
it  is  unwise  to  rely  on  oral  erythromycin  therapy. 
Unfortunately,  parenteral  erythromycin  is  highly 
irritating  and  difficult  to  administer.  Therefore  a 
cephalosporin  is  a good  choice  in  this  situation,  if  the 
allergy  history  is  not  anaphylaxis  or  urticaria. 


Bacteria,  including  staphylococci,  may  superinfect 
patients  with  viral  pneumonia.  Fifty  percent  of 
cases  reported  during  the  Hong  Kong  outbreak  were 
S.  aureus ,28  and  one  should  assume  that  these  mi- 
croorganisms are  resistant  to  penicillin  until  proved 
otherwise.29  Necrotizing  pneumonia  in  the  upper 
lobe  with  sagging  of  the  lobar  fissure  and  cavitation, 
especially  in  the  alcoholic,  may  be  due  to  Klebsiella. 
In  diabetic  patients  this  microorganism  has  also 
caused  infection  in  various  sites  of  the  lung,  while 
patients  with  chronic  obstructive  lung  disease  may 
also  be  at  risk  of  Gram-negative  pneumonia.  The 
cause  may  thus  be  obscured  in  many  patients.  To 
compound  the  problem,  both  Gram  stain  and  cul- 
tures of  sputum  may  be  unreliable  in  making  the 
etiologic  diagnosis  of  pneumonia.30  Many  authors 
believe  that  only  transtracheal  aspiration  is  reliable, 
but  recent  reports  indicate  this  is  not  as  benign  a 
procedure  as  first  suggested.31 

Thus,  to  cover  the  potential  bacterial  pathogens 
noted  previously,  many  physicians  choose  a ceph- 
alosporin as  a first-line  drug  in  the  clinical  setting  of 
bacterial  pneumonia  in  a relatively  sick  patient,  with 
underlying  diseases,  with  prior  administration  of 
another  antibiotic  without  improvement,  or  in  a 
patient  allergic  to  penicillin.  If  a pneumococcus  is 
subsequently  isolated  from  the  blood,  then  therapy 
may  be  switched  to  penicillin  G,  although  it  should 
be  made  clear  that  the  patient  has  already  been 
treated  with  an  equally  effective  agent.  Unfortu- 
nately, isolation  of  pneumococci  from  sputum  does 
not  prove  etiology  because  many  people  carry  the 
organism  in  the  throat  as  normal  flora.  With  the  rise 
in  malpractice  suits,  physicians  have  increasingly 
tended  to  choose  an  antibiotic  for  the  seriously  ill 
patient  which  will  medically  cover  all  bacteria,  so  that 
he  too  is  covered  legally.  I can  sympathize  with  this 
position  since  we  are  all,  and  at  all  times,  at  risk  of 
malpractice  suits.  There  is,  therefore,  perhaps  a 
temptation  to  automatically  use  combinations  of 
drugs  to  treat  pneumonia  of  unknown  cause,  for  ex- 
ample, a penicillinase-resistant  penicillin,  that  is, 
oxacillin  or  nafcillin,  plus  an  aminoglycoside.  In 
spite  of  this  temptation,  in  many  cases  it  is  reason- 
able to  consider  use  of  a cephalosporin  alone  as  an 
alternative  antibiotic  regimen.  This  may  also  be  true 
in  situations  in  which  H.  influenzae  is  a pulmonary 
pathogen  as  a cause  of  exacerbations  of  chronic 
bronchitis  or  of  pneumonia.  There  are  increasing 
reports  of  ampicillin-resistant  H.  influenzae  strains, 
but  in  vitro  studies  reveal  that  they  remain  sensitive 
to  cefamandole  and  cefatrizine.8’32  Cefamandole  has 
been  reported  to  be  efficacious  in  the  treatment  of 
patients  with  infections  due  to  H.  influenzae .33 
Because  of  activity  against  Gram-positive  and 
Gram-negative  bacteria,  cephalosporins  are  often 
given  in  combination  with  an  aminoglycoside  in  the 
initial  treatment  of  sepsis  of  unknown  etiology.  The 
author  is  unaware  of  data  which  suggest  that  any 
particular  combination  of  agents  is  better  than  others 
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for  this  situation.  Bodey  and  Rodriguez34  suggest 
that  carbenicillin  he  one  of  the  drugs  given  to  the 
neutropenic  patient,  especially  for  Pseudomonas 
infections. 

Infections  caused  by  S.  aureus  are  serious,  often 
complicated  by  bacteremia,  abscess  formation,  and 
acute  endocarditis.  Most  S.  aureus  strains,  from 
either  the  community  or  those  acquired  in  hospital, 
are  resistant  to  penicillin  G.  When  the  bacteriology 
laboratory  reports  the  isolation  of  Gram-positive 
cocci  from  an  infected  patient,  the  physician  should 
assume  they  are  S.  aureus  resistant  to  penicillin  G 
and  ampicillin  until  proved  otherwise.  Treatment 
should  he  initiated  with  either  a penicillinase-resis- 
tant penicillin,  that  is,  oxacillin  or  nafcillin,  or  a 
cephalosporin,  that  is,  cephalothin.  The  author  is 
aware  of  at  least  seven  patients  suspected  of  having 
staphylococcal  infections  who  initially  received  either 
penicillin  G,  ampicillin,  or  tetracycline,  with  subse- 
quent disastrous  clinical  results,  including  endo- 
carditis. 

Bacterial  endocarditis  due  to  streptococci,  ex- 
cluding enterococci,  and  S.  aureus  and  S.  epider- 
midis  have  responded  favorably  to  cephalothin.26-35 
Several  reports  of  cefazolin  failures  in  the  treatment 
of  S.  aureus  endocarditis  have  appeared.36-38  Since 
this  compound  is  less  stable  in  vitro  in  the  presence 
of  beta-lactamase  than  other  cephalosporins,  it  is 
possible  that  treatment  failures  may  be  secondary  to 
an  in  vivo  equivalent  of  this  phenomenon.39 

Soft-tissue  infections,  including  osteomyelitis,  and 
wound  infection  secondary  to  staphylococci  and 
streptococci  are  readily  treated  with  cephalosporins. 
In  many  cases  Gram-negative  bacteria  are  isolated, 
but  their  role  in  infection  is  unclear  Some  authors 
have  described  successful  therapy  of  acute  bacterial 
osteomyelitis  with  oral  agents  following  a five-  to 
seven-day  course  of  systemic  antibiotics;  however, 
further  studies  are  needed  to  confirm  this.40  If  a 
cephalosporin  is  selected  I tend  to  use  oral  therapy 
for  six  to  eight  weeks  following  a course  of  parenteral 
administration  in  treatment  of  chronic  osteomyelitis, 
usually  in  conjunction  with  a surgical  procedure  as 
well. 

Cephalothin  and  cefazolin  diffuse  well  into  in- 
flamed synovia,  and  both  have  been  successfully  used 
to  treat  suppurative  arthritis.  These  agents  may  be 
employed  initially  in  the  treatment  of  infectious  ar- 
thritis of  unknown  cause,  even  if  gonococci  are  sus- 
pected, since  a recent  report  revealed  efficacy  in 
disseminated  gonococcal  infection.41 

Serious  infections  of  the  urinary  tract,  including 
pyelonephritis  and  bacteremia  secondary  to  ob- 
struction of  the  urinary  tract,  have  responded  well 
to  cephalosporins.  The  most  common  bacterial 
isolates  are  E.  coli,  Klebsiella  species,  and  indole- 
negative Proteus  species;  these  organisms  are  sus- 
ceptible to  the  high  concentrations  of  cephalosporins 
attained  in  the  urine.  In  many  cases  a less  costly 
antibiotic  may  be  given,  but  it  is  necessary  to  obtain 


cultures  and  antibiotic  sensitivities  since  Klebsiella 
species  and  E.  coli  may  be  resistant  to  other  agents. 
Studies  comparing  oral  cephalosporins  with  other 
drugs  in  the  treatment  of  bacteriuria  reveal  no  es- 
sential differences  in  efficacy  among  them. 

In  cases  of  peritonitis  many  species  of  Entero- 
bacteriaceae  are  isolated,  often  in  conjunction  with 
nonspore-forming  anaerobic  bacilli.  Cephalosporins, 
either  alone  or  in  combination  with  aminoglycosides, 
have  been  administered.  In  many  cases  surgical 
drainage  procedures  have  also  been  performed. 
When  strains  of  B.  fragilis  are  isolated,  other  anti- 
biotics such  as  clindamycin  or  chloramphenicol  are 
usually  selected.  A recent  study  employing  an  ani- 
mal model  of  peritonitis  in  which  B.  fragilis  is  the 
predominant  anaerobe,  revealed  that  high  doses  of 
cephalothin  and  cefoxitin,  a new  experimental  ce- 
famycin,  were  as  effective  as  clindamycin  and  gen- 
tamicin together.42  Clinical  documentation  of  effi- 
cacy in  patients,  however,  is  lacking  at  this  time. 

Although  clinical  studies  have  shown  that  many 
of  the  oral  cephalosporins  are  effective  in  the  therapy 
of  pharyngitis  secondary  to  S.  pyogenes  erythro- 
mycin is  safe,  less  expensive,  effective,  and  should  be 
the  drug  of  second  choice  for  the  penicillin-allergic 
patient.  Cephalosporins  are  not  recommended  for 
prophylaxis  of  rheumatic  fever. 

Their  use  as  prophylactic  agents  in  other  situations 
is  highly  controversial,  and  their  efficacy  has  been 
demonstrated  in  only  a few  published  reports.43-46 
Notwithstanding,  these  compounds  have  found 
widespread  use  as  prophylactic  agents  prior  to  sur- 
gery, particularly  cardiac  surgery.  Often  they  seem 
to  be  administered  postoperatively  so  that  the  pa- 
tient should  not  get  sick.  While  specific  infections 
may  be  thereby  reduced,  staphylococcal  wound  in- 
fections, for  example,  the  overall  infection  rate  is  not 
changed.47 

A most  important  point  to  stress  is  that  the 
cephalosporins  do  not  readily  penetrate  the  cere- 
brospinal fluid,  even  when  meningitis  is  present,  and 
their  use  is  not  recommended  for  therapy  of  intra- 
cranial suppuration.  Central  nervous  system  in- 
fection has  been  reported  to  develop  in  patients  on 
cephalothin  therapy.48 

Summary 

The  cephalosporins  have  a broad  range  of  anti- 
bacterial activity,  and  there  is  remarkably  little 
toxicity  associated  with  their  use.  They  diffuse  well 
into  many  tissue  spaces,  but  not  the  central  nervous 
system,  and  achieve  high  concentration  in  the  urinary 
tract.  Cephalosporins  seem  most  useful  in  the 
treatment  of  serious  infections  when  the  exact  cause 
is  unclear  or  when  presently  employed  diagnostic 
procedures  do  not  identify  the  pathogen  with  rea- 
sonable certainty.  Their  use  in  penicillin-allergic 
patients  who  are  seriously  ill  is  justified,  although 
caution  is  necessary.  Administration  of  cephalo- 
sporins as  prophylactic  agents  is  a widespread  prac- 
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tice;  however,  efficacy  has  only  been  documented  in 
specific  situations  as  of  this  writing.  Additional 
cephalosporins  under  development,  but  not  yet 
available  for  clinical  use,  will  broaden  the  spectrum 
of  these  compounds  to  include  H.  influenzae,  in- 
dole-positive Proteus  strains,  many  Enterobacter 
species,  and  possibly  the  anaerobe  B.  fragilis. 

Department  of  Medicine 
Mount  Sinai  School  of  Medicine 
Fifth  Avenue  and  100th  Street 
New  York,  N.Y.  10029 
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QUESTION  222.  What  is  the  rhythm? 
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ELUCIDATION 


Question  221.  The  tracing  is  taken  from  a mon- 
itor. The  patient  is  a 67-year-old  woman  without 
cardiac  symptoms.  The  top  strip  shows  regular  sinus 
rhythm.  After  the  third  QRS,  2 positive  waves  are 
seen  following  the  T wave.  These  are  P waves, 
arising  from  ectopic  atrial  foci.  There  is  then  a pause 
terminated  by  a wide  QRS  without  a preceding  P 
wave.  This  is  a ventricular  escape  beat  with  a P wave 
superimposed  on  the  T wave.  As  regular  sinus 
rhythm  resumes,  the  configuration  of  every  other 
QRS  alternates  (“electrical  alternans”).  The  diag- 
nosis is  regular  sinus  rhythm  with  2 atrial  premature 
contractions  followed  by  a ventricular  escape  beat. 


The  lower  strip  shows  short  bursts  of  paroxysmal 
atrial  fibrillation  occurring  between  the  second  and 
third  and  sixth  and  seventh  QRS  complexes.  In  both 
instances  this  occurs  following  a prolonged  P-P  in- 
terval. 

These  arrhythmias  suggest  a diseased  sinoatrial 
node,  “sick  sinus  syndrome.” 

Question  222.  Lead  II:  The  initial  portion  of  the 
tracing  shows  regularly  recurring  QRS  complexes  at 
a rate  of  slightly  more  than  100  beats  per  minute. 
Midway  in  the  tracing  there  is  an  aberrant  QRS 
complex,  and  the  ventricular  rate  doubles  to  slightly 
more  than  200  beats  per  minute.  Thete  is  a corre- 
sponding reduction  in  the  QRS  duration  from  0.14 
to  0.07  second.  A doubling  of  the  ventricular  re- 
sponse would  lead  to  the  impression  that  the  initial 
tachycardia  has  a 2:1  block.  However,  the  reduction 
of  the  duration  of  the  QRS  complexes  indicates  that 
the  paper  speed  was  changed  from  50  mm.  per  second 
to  25.  The  rhythm  is  supraventricular  tachycar- 
dia. 


Hospital  drug  therapy  safe, 
world-wide  study  confirms 

Drug  therapy  for  patients  in  hospitals  is  much  safer  than 
previous  studies  had  indicated,  says  a report  in  the  Feb- 
ruary 28  Journal  of  the  American  Medical  Association. 

Among  26,462  carefully  monitored  medical  inpatients, 
24  or  0.9  per  thousand,  were  considered  to  have  died  as  a 
result  of  a drug  or  group  of  drugs,  says  the  report  from  the 
Boston  Collaborative  Drug  Surveillance  Program,  Boston 
University  Medical  Center,  Waltham,  Mass. 

Most  of  those  who  died  were  seriously  ill  prior  to  the 
event  that  caused  death.  Only  six  of  the  deaths  may  have 
been  preventable.  And  l ive  of  those  were  from  overload 
in  intravenous  administration  of  fluids,  rather  than  from 
the  drug  itself,  say  Jane  Porter  and  Herschel  Jick,  M.D. 

The  study  was  carried  out  in  seven  nations  across  the 
world  between  1971  and  1976.  Rate  of  deaths  per  1,000 
patients  varied  f rom  a low  of  zero  in  Israel  and  Italy  to  a 
high  of  1.4  in  New  Zealand.  In  the  U.S.  the  rate  was  1.2  per 
1 ,000. 

A communication  from  the  Boston  program  in  1971  had 
reported  death  rate  attributable  to  drugs  of  about  4 per 
1 ,000,  and  t his  report  has  been  widely  used  to  estimate  the 
extent  of  drug-induced  deaths  in  the  country  at  large. 

“However,  a good  deal  of  the  experience  in  the  first  re- 
port related  to  patients  in  a chronic  disease  hospital,  and 
the  results  were  therefore  biased  toward  patients  with 
cancer,  alcoholic  cirrhosis,  and  other  serious  chronic  ill- 
nesses,” Ms.  Porter  and  Dr.  Jick  point  out. 

The  present  new  study  encompassed  patients  admitted 


to  acute  disease  hospital  medical  wards  in  general,  a more 
representative  group  of  hospital  patients. 

Participating  in  the  study  were  the  United  States, 
Canada,  Scotland,  Germany,  Italy,  Israel,  and  New  Zea- 
land. 

Among  the  24  deaths,  six  were  attributed  to  anticancer 
drugs,  five  to  intravenously  administered  fluid  therapy, 
and  five  to  digoxin,  a drug  given  for  heart  disease.  Among 
the  24  patients,  five  were  considered  terminally  ill  prior  to 
receiving  the  drug  implicated,  nine  were  considered  se- 
verely ill,  seven  moderately  ill,  and  three  otherwise 
healthy. 

“In  those  patients  who  died,  most  were  very  ill  prior  to 
t he  event.  Over  half  had  advanced  cancer  or  alcoholic  liver 
disease.” 

In  an  editorial  commenting  on  the  report,  Rudolph  H. 
DeJong,  M.D.,  points  out  that  the  data  could  easily  he 
lifted  out  of  context  to  suggest  that  anyone  receiving 
medication  runs  a nearly  one  in  a 1,000  risk  of  death. 

“Such  is  not  the  case  at  all,  of  course,”  Dr.  DeJorig  de- 
clares. “This  study  was  confined  to  acutely  ill  hospitalized 
patients:  (he  data  in  no  way  imply  that  outpatients  re- 
ceiving medication  are  similarly  at  risk. 

“There  always  will  he  an  irreducible  minimum  number 
of  people  who  get  ill  from  drugs;  weighing  that  risk  against 
the  benefits  is  part  of  medical  practice.  Rather  than 
viewing  this  report  as  a gloomy  account  of  therapeutic 
failure,  consider  the  less-than-oiie-per-thousand  mortality 
as  an  indication  of  the  resolve  with  which  physicians 
worldwide  protect  their  hospitalized  patients  from  po- 
tential harm  by  powerful  drugs.” 
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History  of  Medicine 


Lydia  Folger 
Fowler,  M.D. 

First  American  woman  professor  of 
medicine 

MADELEINE  B.  STERN 

New  York  City 


There  can  be  nothing  repulsive  . . . in  the  study  of  the 
laws  of  life  . . . for  every  hone  and  muscle  is  an  unwrit- 
ten poem  of  beauty.  ...  It  is  my  great  desire  to  en- 
kindle among  women  in  every  department  of  life  the 
same  enthusiasm  that  I feel. ' 

This  was  the  credo  of  a pioneer  woman  physician 
who,  during  her  early  years,  developed  an  apprecia  - 
tion for  the  laws  of  life  which,  during  her  maturity, 
she  transmitted  to  others.  In  the  process,  she  be- 
came the  first  woman  professor  of  medicine  in  the 
United  States. 

The  frank  robustness  of  her  statement  was  a direct 
reflection  of  her  personality  and  her  attitude  toward 
life.  Lydia  Folger  Fowler  had  what  was  called  in  the 
nineteenth  century  a vital  temperament.  She  also 
had  a commanding  presence  and  a tendency  to 
plumpness,  an  inquiring  mind,  and  a keen  interest 
in  science.  Indeed,  her  attributes  have  been  re- 
corded in  a phrenologic  examination  that  concluded: 
"She  not  only  learns  from  books,  but  from  observa- 
tion and  experience.  She  has  a decided  preference 
for  experimental  philosophy,  and  for  the  philosophy 
of  mind.  She  is  also  fond  of  natural  history.  . . . She 
has  a clear  and  original  mind.”'2  That  phrenologic 
analysis  of  1844  is  of  more  than  ordinary  interest 
since  the  examiner  was  Lorenzo  Fowler,  New  York 
phrenologist  and  publisher,  author  and  lecturer,  and 
Lydia  Folger’s  future  husband. 

Before  medical  study 

Lydia  herself  hailed  from  Nantucket  Island, 
Massachusetts,  where  she  had  been  born  on  May  5, 
1822,  the  daughter  of  Gideon  and  Eunice  Folger  and 
the  descendant  of  Peter  Folger  who  also  had  been  an 
ancestor  of  Benjamin  Franklin.  Lydia’s  ancestry  was 


shared  also  by  the  feminist  Lucretia  Mott  and  the 
astronomer  Maria  Mitchell,  and  the  Folger  family 
propensity  for  knowledge  in  general  and  science  in 
particular  persisted  in  her.  Lydia’s  natural  incli- 
nation for  study  was  fulfilled  by  “intellectual  training 
somewhat  in  advance  of  that  which  was  customary 
for  young  ladies  in  her  day,”:!  and  by  1844,  when  she 
sat  for  a phrenologic  portrait,  it  was  doubtless  true 
that  "Her  mind  is  very  susceptible  to  impres- 
sions. . . . She  is  constantly  taking  lessons.  She 
learns  something  from  everything  she  sees,  hears,  or 
reads.  She  observes  and  obeys  the  language  of  na- 
ture.”2 

On  September  19,  1844,  she  obeyed  the  language 
of  nature  by  marrying  her  examiner  Lorenzo  Fowler, 
and  continued  to  obey  it  by  producing  a succession 
of  three  daughters:  Amelia  in  1846,  Loretta  in  1850, 
and  -Jessie  Allen  in  1856.  Lydia  seems  to  have  been 
partial  to  trinities  for,  at  the  end  of  the  1840s  she 
produced  another  more  literary  trilogy  of  Familiar 
Lessons — on  Physiology,  Phrenology,  and  Astron- 
omy designed  for  the  use  of  Children  and  Youth  in 
Schools  and  Families.  In  the  first  of  those  Lessons 
on  Physiology,  she  commented  on  the  ignorance  of 
children  regarding  the  simplest  laws  that  relate  to 
their  bodies  and  the  functions  of  their  minds,  and 
insisted  that  it  was  “important  for  children  ‘to  know 
themselves,’  mentally  and  physically.”4 

Accredited  physician 

“Know  Thyself”  was  the  reiterated  injunction  of 
al!  nineteenth-century  phrenologists,  including  Lo- 
renzo Fowler.  It  was  in  obedience  to  that  injunction 
that  despite  the  fact  that  she  was  the  mother  of  a 
daughter,  Lydia  Fowler,  age  27,  enrolled  as  a student 
at  the  newly  opened  Central  Medical  College  in 
Syracuse,  New  York.  Thanks  to  the  encouragement 
and  understanding  of  her  husband,  who  was  lecturing 
in  New  York  State,  and  the  help  of  John  Brown,  -Jr.’s 
wife,  who  supervised  the  Fowler  housekeeping,  Lydia 
was  freed  from  the  demands  of  domesticity.  The 
year  was  1849,  the  year  when  America’s  first  woman 
physician  Elizabeth  Blackwell  was  granted  her  de- 
gree. and,  close  on  the  heels  of  that  pioneer.  Lvdia 
Folger  Fowler  was  to  become  the  second  accredited 
woman  physician  in  the  country. 

Central  Medical  College  was  neither  a conven- 
tional nor  a traditional  institution.  It  was  not  only 
coeducational  but  eclectic,  “aiming  to  investigate 
fully  and  freely  the  various  medical  practices  of  the 
day,  selecting  from  each  liberally  . . . and  adopting 
only  the  Safest  and  Best  agencies  for  the  treatment 

June  1977/New  York  State  Journal  of  Medicine  1137 


and  removal  of  disease.”  Another  peculiarity  of  the 
school  was  that  it  authorized  the  use  of  “no  remedial 
agents  or  means  that  may  tend  to  diminish  or  impair 
conservative  power  in  removing  diseased  conditions,” 
a peculiarity  that  pointed,  with  Lydia  Fowler’s  full 
endorsement,  toward  homeopathy.5  In  1850,  be- 
cause of  dissension  among  the  faculty,  the  school  was 
moved  to  Rochester,  New  York,  and  reorganized. 

Both  at  Syracuse  and  at  Rochester,  Lydia,  with 
two  or  three  other  women  and  a full  contingent  of 
men,  studied  enthusiastically  the  eclectic  courses 
offered  by  Central  Medical  College:  anatomy  and 
dissection,  and  obstetrics  and  hydropathy.  In  June, 
1850,  20  male  students  were  granted  the  degree  of 
doctor  of  medicine  along  with  one  woman  student — 
Lydia  Folger  Fowler.  Two  months  later,  she  gave 
birth  to  her  second  child. 

In  the  same  year  of  1850,  Central  Medial  College 
appointed  Lydia  Folger  Fowler,  M.D.,  principal  of 
the  female  department  and  demonstrator  of  anatomy 
for  female  students.  As  The  Eclectic  Medical  and 
Surgical  Journal  announced: 

In  consequence  of  the  number  of  ladies  in  atten- 
dance on  the  last  course  of  lectures:  and  at  the  request 
of  a number  of  others  who  propose  attending  the  next 
session,  the  Board  of  Trustees  have  concluded  to  es- 
tablish a female  department,  and  have  placed  it  under 
the  charge  of  Mrs.  L.  N.  Fowler,  M.D.,  who  from  her 
spirit  of  investigation,  and  scientific  and  medical  ac- 
quirements, has  obtained  a widespread  and  merited 
popularity  .... 

For  the  convenience  of  the  ladies  attending  the 
school,  a dissecting  room  will  be  exclusively  appro- 
priated to  their  use,  and  will  be  under  the  charge  of 
Mrs.  L.  N.  Fowler. 

The  Principal  of  the  Female  Department,  Will  in- 
struct the  Ladies  belonging  to  the  class,  in  those  por- 
tions of  the  profession  that  propriety  dictates.  The  fe- 
male dissecting  room  will  be  under  her  charge,  and  she 
will  render  her  pupils  every  assistance  they  may  wish 
in  attaining  a thorough  knowledge  of  anatomy.5 

Teaching  anatomy  and  midwifery,  Dr.  Fowler 
conducted  experiments,  made  dissections,  and,  using 
“models,  wet  specimens,  plates,  drawings,  [and]  di- 
agrams,” displayed  such  skill  that  in  1851  she  was 
appointed  professor  of  midwifery  and  diseases  of 
women  and  children  at  Central  Medical  College. 

Eclectic  medicine 

The  medicine  she  dispensed  was,  of  course,  eclec- 
tic, accepting  the  best  of  the  homeopathic  and  even 
a modicum  of  the  allopathic  system,  holding  for  the 
most  part  that  disease  was  a “mere  functional 
weakness.”'  With  the  water-cure  physicians  of  the 
day,  Dr.  Fowler  rejected  nothing  in  the  whole  materia 
medica  except  “putting  poison  into  the  system  and 
taking  blood  out,”8  and  Lydia’s  general  medical  credo 
was  based  on  the  trinity  of  temperance,  hydropathy, 
and  the  complete,  unrestrained  development  of  t he 
whole  woman. 

In  her  introductory  address  before  Central  Medical 


College  on  November  4,  1851,  Professor  Fowler  ex- 
horted women  to  awaken  from  their  “mental  and 
physical  coma”  and  “be  developed  physically  and 
mentally.”  There  were,  she  declared,  women  “pe- 
culiarly fitted  to  investigate  the  laws  of  life”  and  it 
was  incumbent  on  such  women  to  “follow  out  the 
instincts  of  their  being.”9  An  address  on  obstetrics 
which  she  delivered  before  the  New  York  State  Ec- 
lectic Medical  Society  was  followed  by  an  essay  on 
“Hydropathy  for  Females”;  in  this,  she  advised  that 
“if  women  obey  the  hygienic  laws  of  their  being  and 
observe  a course  of  hydropathic  treatment  both  be- 
fore and  after  parturition,”  their  deliveries  will  be 
comparatively  easy.  “The  functions  of  impregnation 
and  parturition,”  she  reminded,  “are  as  simple  as 
those  of  digestion  and  circulation.”  In  what  suggests 
a plea  for  natural  childbirth,  she  called  for  “Dame 
Nature”  to  “assume  the  position  that  has  been  cruelly 
usurped  by  the  Accoucheur.”10 

In  1852,  Central  Medical  College  was  dissolved,  but 
the  career  of  America’s  first  woman  professor  of 
medicine  merely  gathered  momentum.  She  entered 
into  private  practice  with  daily  office  hours  from  9:00 
A.M.  to  2:00  P.M.  at  50  Morton  Street,  New  York 
City,  and  from  4:00  to  5:00  P.M.  in  her  husband’s 
phrenological  rooms  at  308  Broadway.  Her  specialty 
was  gynecology.  One  of  her  cases  was  recorded  in 
The  Water-Cure  Journal  and  Herald  of  Reforms,  a 
case  of  “premature  labor”  and  prenatal  influence. 
On  delivery,  the  child  “had  every  appearance  of 
having  been  burned,”  and  Dr.  Fowler  ascertained 
that,  two  or  three  months  before,  the  mother  had 
witnessed  a fire.1 1 

Lecturer 

As  a lecturer,  Dr.  Fowler  was  able  to  extend  her 
influence.  Upholding  the  benefits  of  hygiene,  hy- 
dropathy, and  friction,  she  taught  the  gospel  of  na- 
ture and  a respect  for  the  laws  of  life.  With  her 
husband,  who  lectured  on  phrenology,  she  toured  the 
western  cities,  lecturing  to  women  on  “physiology  and 
the  diseases  of  women  and  children.”  In  Chicago  she 
discoursed  on  “physiology  as  applied  to  health  and 
disease”;  in  Indiana  she  enlarged  on  the  temperance 
doctrine;  in  New  York  State  she  unfolded  “the  laws 
of  life.”  In  1853  she  traveled  through  Wisconsin 
where  she  instructed  her  audience  on  the  “physio- 
logical effects  of  alcoholic  drinks.”  Her  lectures  were 
enlivened  by  “extensive  apparatus”  including  skel- 
etons and  models,  drawings,  and  a French  manikin. 
Everywhere  she  established  an  immediate  rapport 
with  her  audience,  and  at  the  close  of  one  lecture 
resolutions  were  proposed  elevating  Dr.  Fowler  to  the 
position  of  “true  benefactress,  who,  by  her  knowledge 
and  skill  in  the  medical  profession,  is  accomplishing 
woman’s  highest  mission— that  of  relieving  the  woes 
of  t he  suffering.”12 

After  the  dissolution  of  Central  Medical  College, 

I )r.  Fowler  was  affiliated  with  two  other  institutions, 
both  of  an  unconventional  nature.  The  New  York 
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Hydropathic  and  Physiological  School  was  opened 
in  October,  1853,  by  Russell  '1'.  Trail,  water-cure 
physician.  Located  at  15  Laight  Street,  New  York 
City,  it  offered  not  only  instruction  in  the  "Healing 
Art"  but  hydropathic  home  practice  and  electro- 
chemical baths,  graham  bread,  calisthenics,  and  a full 
line  of  hydropathic  publications  from  Lorenzo 
Fowler’s  firm  of  Fowler  and  Wells.  Its  faculty  in- 
cluded Lorenzo,  who  lectured  on  phrenology  and 
mental  science,  and  his  wife,  who  lectured  on  mid- 
wifery and  female  diseases. 1:! 

At  another  newly  organized  institution — the 
Metropolitan  Medical  College,  a “physiopathic” 
school  at  63  Fast  Broadway,  New  York  City — Dr. 
Fowler  gave  an  eight-week  course  of  medical  in- 
struction for  females  in  1854.  These  “Private 
Medical  Lectures,”  it  was  announced,  “are  designed 
especially  for  ladies  wishing  to  qualify  themselves  for 
skilful  nurses,  and  as  a foundation  for  those  who  are 
intending  to  pursue  Medicine  as  a Profession.  They 
will  embrace  an  ample  review  of  Anatomy,  Physiol- 
ogy, Hygiene,  Practical  Medicine  ..  . . They  will  be 
illustrated  by  Diagrams,  Dissections,  Manikins, 
etc.”14 

Bv  1855,  the  word  eclectic  had.  in  its  medical 
connotations,  come  to  be  synonymous  with  reform. 
As  one  Metropolitan  Medical  College  lecturer  put  it. 
“The  Spirit  of  Reform  has  entered  the  field  of  Med- 
icine .. . . The  principles  of  true  medical  science  are 
not  pathological,  hut  physiological.”1  If  cold  water 
and  hard  mattresses,  graham  bread,  and  homeo- 
pathic pellets  were  all  ingredients  in  this  reform  spirit, 
so  too  was  a belief  in  the  possibility  of  universal 
physical  regeneration.  In  that  regeneration,  a few 
recognized,  women  would  eventually  play  a role. 

Varied  roles 

Dr.  Fowler  was  already  playing  such  a role.  Her 
life,  like  her  professional  credo,  was  eclectic,  em- 
bracing the  best  of  many  worlds.  Despite  her  duties 
as  wife  and  mother,  she  participated  in  feminist  and 
temperance  causes  and  found  time  to  promulgate  her 
medical  beliefs.  In  1858  she  and  her  husband  em- 
barked on  a tour  of  the  Lhiited  States  and  Canada. 
While  Lorenzo  Fowler  lectured  on  scientific  character 
reading.  Dr.  Lydia  discoursed  on  physiology  and 
temperance.  By  1860  they  had  covered  over  30,000 
miles  “by  rail,  river,  and  sea  from  New  York  to  New 
Orleans,  through  the  Southwestern  States,  to  the 
great  lakes  in  the  north,  and  on  to  Newfound- 
land.”16 

Their  appetite  for  travel  increased  by  what  it  ted 
on.  and  in  1860  Mr.  and  Dr.  Fowler  voyaged  to  En- 
gland. There,  Lvdia  Fowler  divided  her  days  be- 
tween caring  for  her  three  daughters  and  lecturing. 
She  found  time  also  for  a trip  to  Italy,  a winter  of 
medical  study  in  Paris,  and  a three-month  stint  in 
charge  of  the  obstetrics  department  of  a London 
hospital. 

The  Civil  War  had  broken  out  in  their  absence. 


Nonetheless,  in  August,  1862,  the  Fowlers  returned 
to  the  States  where  Lydia  resumed  her  medical 
practice  and  her  teaching  of  midwifery  at  Russell 
Trail’s  New  York  Hvgeio-Therapeutic  College  on 
Laight  Street.  By  the  following  year,  however,  they 
were  hack  in  England,  Lorenzo  to  establish  a London 
branch  for  the  firm  of  Fowler  and  Wells,  and  his  wife 
to  share  his  work  and  pursue  her  own. 

Her  strong,  vital  constitution  seemed  to  become 
stronger,  and  her  presence  more  majestic  as  she 
moved  through  her  long  days’  labors  in  London. 
Between  creating  a home  and  rearing  her  daughters, 
assisting  her  husband  in  his  office,  and  continuing 
with  her  lectures  to  women  on  “How  to  Preserve  a 
Healthy  Skin”  or  “How  to  Dress  a Child,”  she  was 
able  to  give  lessons  in  calisthenics,  serve  with  the 
British  Women’s  Temperance  Association,  and  write. 
Her  lectures  were  published  under  the  title  of  The 
Pet  of  the  Household , and  her  poems  in  a volume 
entitled  Heart-Melodies.  Her  medical  work  took  the 
form  of  social  service,  and  she  became  district  visitor 
for  the  City  Temple  in  High  Holborn. 

During  the  1870s  in  England,  Dr.  Fowler’s  career 
was  rich  and  productive,  and  she  continued  to  impart 
the  enthusiasm  for  the  laws  of  life  that  enkindled  her. 
The  end  of  the  decade  brought  an  untimely  finish  to 
that  career.  In  the  course  of  her  professional  visits 
among  London's  poor  she  contracted  a disease  that 
swiftly  developed  into  pleuropneumonia.  On  Jan- 
uary 26,  1879,  Lydia  Folger  Fowler,  M.D.,  age  56, 
died.17 

Conclusion 

Dr.  Fowler’s  endorsement  of  the  unconventional 
aspects  of  medicine  may  arouse  disdain  among  those 
who  are  inclined  to  overlook  the  opposition  ot  the 
regular  profession  to  women  physicians  of  the  nine- 
teenth century.18  Regardless  of  her  championship 
of  eclecticism,  hydropathy,  and  homeopathy,  Lydia 
Folger  Fowler  merits  a significant  place  in  American 
medical  history.  The  second  woman  to  receive  a 
medical  degree  in  this  country,  she  was  also  the  first 
American  woman  professor  of  medicine.  What  is 
more,  she  helped  write  that  “unwritten  poem  of 
beauty”  that  she  found  in  “every  hone  and  muscle.” 
She  brought  to  medicine,  and  to  the  women  practi- 
tioners who  followed  her,  a vitality  and  a joyful  ac- 
ceptance of  the  laws  of  life. 

40  East  88th  Street 
New  York,  New  York  10028 
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There  were  24  deaths  related  to  legal  abortion  in  1972, 
26  in  1973,  and  26  in  1974,  the  researchers  found. 

“Clearly,  in  terms  of  risk  of  death,  legal  abortion  is  a 
relatively  safe  surgical  procedure  when  compared  with  such 
commonly  performed  operations  as  tonsillectomy  or  ap- 
pendectomy, which  have  death  rates  of  5 per  100,000  and 
352  per  100,000  respectively.” 

Among  women  older  than  40  years,  the  death  rate  was 
more  than  four  times  that  of  the  teenage  group,  which  had 
t he  lowest  rate.  Women  of  nonwhite  races  obtaining  legal 
abortions  had  mortality  three  times  higher  than  white 
women. 

Abortions  performed  at  eight  menstrual  weeks’  gestation 
or  less  carried  minimal  risk  of  death,  with  a ratio  of  0.4  per 
100,000  procedures,  he  says. 

Abortions  in  the  first  three  months  of  pregnancy  had  a 
death  rate  of  1.7  per  100,000 
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If  your  angina  patient’ 
isn't  having  3 out  of  4 
better  days  than  usual... 


try  Cardilate 

*'  (ERYTHRITYL  TETRANITRATE) 


INDICATIONS  For  the  prophylaxis  and 
long  term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat 
ment  of  the  acute  attack  of  angina  pec 
tons,  since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictiohs 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets  bot- 
tle of  100  Also  5 10  and  15  mg  scored 
tablets  in  bottles  of  100  10  mg  scored 
tablets  also  supplied  in  bottle  of  1 .000 
Also  available  Cardilate- P brand 
Erythrityl  Tetramtrate  with  Phenobarbital* 
(’Warning:  may  be  habit-forming) 

1 Russek  HI  AM  J M Sc  239:478,  1960 

/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


‘Please  note  unstable  angina  patients  may  be  refractory  to  all  long  acting  nitrates 


Pain  days  significantly  re- 
duced with  Cardilate"  (eryth- 
rityl  tetramtrate)  in  48-patient 
study1  Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 compared  to  1 day  out  of  4 
while  on  Cardilate 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours.  Sublingual  tablets  also 
available 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance. Serious  side  effects 
have  not  been  reported  in  20 
years  clinical  use 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon  also  helps  re- 
duce need  for  nitroglycerin. 
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Dr.  James  Barry  was  a medical  officer  in  the  British 
Army  from  1813  to  1865  and  inspector-general  of 
hospitals,  the  ranking  post  of  the  service,  from  1858 
to  1865.  It  was  only  at  death,  when  a post  mortem 
was  done,  that  it  was  discovered  that  Dr.  Barry  was 
a woman!1  What  consternation  that  caused.  That 
a woman  had  pulled  off  such  a hoax  triumphantly 
was  incredible.  She  had  short  hair  and  wore  trousers. 
Therefore  the  records  substantiated  her  position  as 
a male;  she  was  buried  a male  as  she  had  played  her 
role  of  James  Barry  for  over  50  years.  Her  grave  is 
at  Kensal  Green  in  London.  But  the  preposterous 
impersonation  remained  a mystery.  Somehow 
James  Barry,  whose  birth  name  was  probably  Mir- 
anda, became  the  first  English-speaking  woman  in 
the  world  to  receive  a doctor  of  medicine  degree  from 
a truly  accredited  college  of  medicine.  She  received 
her  diploma  in  medicine  from  the  University  of  Ed- 
inburgh in  1812.  According  to  H.  Havelock  Ellis,  her 
career  was  one  of  the  most  remarkable  instances  of 
sex  impersonation  ever  performed.  When  she  was 
born  is  not  known;  apparently  she  sprang  full-grown 
and  dipoloma-ed  from  the  University  of  Edinburgh. 
Rumors  and  fancies  abounded,  but  no  one  knew  for 
certain.  Talk  had  it  that  she  was  the  issue  of  noble 
hanky-panky  between  the  Prince  Regent  and  a 
Scottish  lady.  Perhaps  as  compensation  the  mother 
reared  her  child  as  a boy,  who  wore  trousers  always 
and  was  privately  tutored.  Be  that  as  it  may,  Dr. 
Barry’s  colleagues  doubtless  joked  about  their  asso- 
ciate’s feminine  appearance,  overacted  masculinity, 
beardless  face  and  fair  complexion,  and  thin,  high 
voice;  she  was  called  “eccentric.”  But  no  one  ques- 
tioned Dr.  Barry’s  competence  as  a physician.  Just 
after  graduation,  in  1813,  she  entered  the  British 
Army  as  a hospital  mate;  in  1815  she  was  promoted 
to  assistant  surgeon  for  courageous  service  in  the 
Battle  of  Waterloo.  She  served  in  military  hospitals 


throughout  the  Empire:  South  Africa,  Canada,  and 
the  West  Indies,  and  was  made  inspector-general  of 
hospitals,  the  highest  position  in  the  service,  in  1858. 
Her  services  as  an  obstetrician  had  been  very  much 
in  demand  in  South  Africa. 

Dr.  Barry  was  known  for  a quick  temper  and  for 
taking  offense.  In  line  with  this  she  favored  dueling 
and  was  very  good  with  pistols.  There  was  no 
question  of  her  courage  or  of  her  skill  and  devotion. 
She  was  ridiculed  for  exclusive  habits,  her  voice,  and 
teetotalism,  but  her  critics  agreed  she  was  a good 
physician.  She  had  succeeded  admirably  in  the  only 
way  available  to  her.1 

From  the  beginning 

From  Genesis  on  down,  woman  has  ministered  to 
illness  within  her  orbit:  her  family,  her  community, 
as  well  as  servants  and  slaves,  and  livestock.  She  has 
learned  about  herbs,  chemistry,  and  mystic  practices 
to  bring  about  cures,  and  has  ever  served  as  midwife. 
Medical  lore  was  gained  by  observation  and  was 
passed  on  from  generation  to  generation.  To  cure 
disease,  both  of  mind  and  body,  has  always  been  her 
natural  function.  And  so  it  has  been  a curious  fact 
that  it  is  only  quite  recently  that  she  has  been  ad- 
mitted to  schools  of  medicine  where  she  might  in- 
crease her  knowledge  and  thus  her  effectiveness. 

History  reveals  very  few  names  of  women  who 
practiced  medicine.  Hvgeia  was,  of  course,  the 
Greek  goddess  of  health.  Obstetrics  and  gynecology 
were  taught  by  women  in  the  Temple  of  Sais  in  lower 
Egypt,  and  it  is  highly  probable  that  the  Hebrew 
women  who  defeated  Pharoah  by  saving  the  children 
were  trained  there.  Socrates’  mother,  Phaenarete, 
was  a midwife  and  wise  woman.  And  Agnodice,  an 
Athenian  midwife,  attended  lectures  on  obstetrics 
and  gynecology  disguised  as  a man  and  practiced  in 
Athens,  which  brought  the  law  down  upon  her.  At 
her  trial  she  was  defended  successfully  by  a host  of 
grateful  women  patients.  Obstetrics  and  gynecology 
were  also  practiced  by  the  Greek,  Aspasia.  Women 
acquired  medical  knowledge  as  assistants  to  medical 
men  in  their  families,  for  medicine  was  a family  affair. 
In  the  Christian  era  three  Roman  women  were  re- 
corded: Fabiola,  Marcella,  and  Paula.  They  not 
only  ministered  to  the  sick  hut  also  established  hos- 
pitals.1 

Trotula  was  the  greatest  woman  physician  of  the 
Middle  Ages,  and  served  on  the  faculty  of  the  Salerno 
medical  school  at  the  height  of  its  fame  in  the  elev- 
enth century.  She  was  the  wife  of  John  Plaetearius, 
a professor  at  the  school,  and  their  two  sons  also  were 
on  the  staff.  In  Italy  medical  schools  were  open  to 
women  on  the  same  terms  as  men,  but  it  took  a 
thousand  years  for  this  policy  to  he  carried  out  in 
practice.1 

As  early  as  1729  women  midwives  were  licensed  in 
Louisiana,  and  women  practiced  in  New  England 
from  Mayflower  days  on  down.  In  1837  Oberlin 
College  in  Ohio  opened  its  doors  to  women  to  study 
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FIGURE  1 The  Blackwell  sisters,  Elizabeth  (left)  and  Emily  (right)  (New  York  Infirmary). 


medicine,  but  only  under  preceptors.2  There  are 
records  of  two  women.  Dr.  Marv  Lavinder  and  Dr. 
Sarah  E.  Adams,  who  practiced  in  the  early  part  of 
the  nineteenth  century.  Dr.  Lavinder  was  born  in 
1776  and  died  in  1845.  She  went  to  Philadelphia  but 
returned  to  her  home  in  Savannah.  -John  Collins 
Warren,  M.D.,  of  Boston,  asked  Dr.  Lavinder  to  come 
to  Boston  to  practice,  but  she  refused  the  invitation. 
She  had  a highly  esteemed  practice,  particularly  in 
midwifery.  Dr.  Adams  practiced  in  Augusta,  Geor- 
gia, from  1821  to  1846.  On  her  own,  she  studied  and 
read  and  was  admitted  to  practice.  In  Boston, 
Harriet  and  Sarah  Hunt  read  and  studied  and  started 
their  practice  in  1835.  Harriet  tried  to  enter  Harvard 
Medical  College  in  1847  and  1850,  but  was  refused. 
She  saw  the  need  to  find  the  cause  of  disease,  not  only 
its  cure.  Mary  S.  Gove,  who  died  in  1838,  was  con- 
sidered as  fitted  for  lectures  ‘‘as  a physician.”  She 
received  an  honorary  degree  from  the  Female  Med- 
ical College  of  Pennsylvania,  later  the  Woman’s 
Medical  College,  in  1853. 2 

Sir  William  Osier’s  witticism  to  the  effect  that  the 
human  race  is  divided  into  three  groups — men, 
women,  and  women  doctors — has  been  often  quoted 
in  derision.1  The  ‘‘hen  medic”  has  been  viewed  as 
some  kind  of  subspecies,  capable  enough  probably 
to  carry  out  routine  procedures,  but  so  geared  phys- 
ically and  temperamentally  as  to  panic  under  the 
pressures  of  medical  crises.  But  gradually  women, 
doing  the  job,  have  overcome  prejudice  and  are 


making  their  way  as  respected  members  of  the 
medical  profession. 

New  York 

Elizabeth  Blackwell,  premiere 

Many  claims  of  firstness  have  been  made  for 
Elizabeth  Blackwell.  Indeed,  she  received  her 
medical  degree  in  1849  from  Geneva  Medical  College, 
the  first  woman  to  graduate  from  an  accredited 
medical  school  in  the  United  States.1  However,  she 
was  not  the  first  woman  to  practice  medicine,  nor  was 
she  an  American,  having  been  born  in  England  in 
1821  and  brought  to  the  United  States  by  her  parents 
when  she  was  1 1 years  old.  Basically,  she  remained 
British  throughout  her  career.  She  and  her  sister, 
Emily,  did  much  to  open  the  medical  profession  to 
women  (Fig.  1). 

At  this  time  the  “Woman  Movement”  was  under 
way,  and  many  of  its  proponents  were  members  of 
the  Society  of  Friends,  known  as  Quakers,  who  felt 
that  women  should  have  greater  opportunities  for 
education  and  responsibility.  They  believed  that 
great  potential  was  being  wasted  and  should  be  put 
to  use.  When  the  Blackwell  family  arrived  from 
England,  they  came  to  know  William  Lloyd  Garrison 
and  other  abolitionists.  In  1838  they  moved  to 
Cincinnati,  a center  of  learning.  Of  the  sisters  there 
was  Anna,  who  determined  to  write,  and  Elizabeth 
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and  Emily,  who  wished  to  practice  medicine.  But 
how  was  this  to  come  about?  Elizabeth  owned  that 
she  was  attracted  to  the  opposite  sex,  and  to  act 
against  these  natural  inclinations  she  determined  to 
study.  She  it  was  who  dreamed  and  promoted 
projects,  Emily  carried  them  through.  Elizabeth 
found  caring  for  the  human  body  distasteful;  how- 
ever. tending  the  sick  was  a social  obligation  as  well 
as  a means  of  earning  a living.  She  prayed  for  help. 
The  family  finances  were  meager,  but  she  was  sup- 
ported and  encouraged  in  her  resolve  bv  her  family 
in  Great  Britain  as  well  as  in  the  United  States,  and 
Anna  helped  with  her  writing.  As  did  many  pioneer 
medical  women,  Elizabeth  taught  school  and  gave 
music  lessons.  She  obtained  a position  in  Charles- 
ton, South  Carolina,  and  while  there  managed  to 
study  medicine  under  a preceptor,  Samuel  H.  Dick- 
son, M.D.,  a highly  qualified  practitioner. 

In  1847  she  went  to  Philadelphia  in  search  of  a 
medical  education;  living  in  the  home  of  William 
Elder,  M.D.,  she  came  to  know  many  sympathetic 
Quakers,  attended  the  lect  ures  of  Joseph  Warrington, 
M.D.,  and  studied  anatomy  with  Dr.  H.  Allan.  Now 
she  was  ready  for  further  study  and  applied  to  med- 
ical schools  in  Philadelphia  and  other  cities,  to  no 
avail.  Dr.  Warrington  sponsored  her  by  writing  a 
letter  to  the  Geneva  Medical  College,  recommending 
that  her  application  be  accepted.  A woman  student 
was  unheard  of;  the  faculty  was  opposed  but  did  not 
want  to  go  against  the  well-known  Dr.  Warrington. 
To  get  themselves  off  the  horns  of  this  dilemma,  they 
threw  the  responsibility  for  the  decision  to  the  stu- 
dent body.  One  negative  vote  was  to  constitute  a 
veto.  This  maneuver  did  not  assess  accurately  the 
notorious  rowdyism  of  the  students  of  that  day. 
Classrooms  were  raucous  and  raunchy.  To  the  stu- 
dents the  application  from  a lady  was  a lark.  The 
meeting  was  uproarious  and  the  vote,  after  a quickly 
quashed  negative  from  one  corner,  was  a unanimous 
“Ave.”  Elizabeth  Blackwell  was  admitted  in  No- 
vember, 1 847. 1 

She  took  the  full  course,  three  terms  of  four 
months  each,  and  spent  her  summer  at  work  at 
Blockley  Almshouse  in  Philadelphia.  On  January 
23,  1849,  she  graduated  from  Geneva  at  the  head  of 
her  class.  However,  no  other  woman  was  graduated 
from  t hat  college  again,  except  Mary  Rogers  in  1865. 
The  event  had  attracted  too  much  attention,  and 
coeducation  was  repudiated.  When  Elizabeth  tried 
to  get  her  sister  Emily  into  the  college,  her  request 
was  refused  in  spite  of  her  protestations.1  Inciden- 
tally, the  Geneva  Medical  College  was  in  existence 
from  1834  to  1872,  when  the  expanding  college  was 
transferred  to  Syracuse;  soon  after  this  the  building 
was  destroyed  by  fire.  The  new  school  became  t he 
College  of  Medicine  of  Syracuse  University,  even- 
tually becoming  the  State  University  of  New  York 
Upstate  Medical  Center.  * 

Since  there  were  few  opportunities  for  further 
study  in  America,  Elizabeth  set  off  for  Europe  and 


spent  two  years  visiting  European  medical  centers, 
where  she  was  granted  privileges,  and  doing  post- 
graduate study  in  England.  While  treating  the  eye 
of  a newborn  child  at  La  Maternite  hospital  in  Paris, 
she  contracted  ophthalmia  and  lost  the  sight  of  one 
eye.  Her  year  in  London  was  memorable  not  only  for 
her  practice  but  socially  as  well;  she  and  Florence 
Nightingale  became  friends.1 

Meant  ime,  progress  was  being  made  in  the  Unitqd 
States  to  open  medicine  to  women.  In  1851  she  re- 
turned to  New  York  and  began  to  practice  there. 
When  she  was  refused  a place  in  the  women’s  section 
of  a city  dispensary,  it  was  suggested  that  she  start 
a dispensary  of  her  own,  which  sounded  like  a good 
idea:  one  staffed  by  women  physicians,  carefully 
selected.  A charter  was  written  for  the  New  York 
Infirmary  for  Indigent  Women  and  Children.  In 
December,  1853,  the  incorporation  and  certificate 
were  signed  by  prominent  Quakers  and  many  famous 
men  in  the  history  of  the  country,  who  were  young 
people  then,  and  were  filed  in  Albany  in  1854.  With 
the  help  of  her  Quaker  friends,  Elizabeth  opened  this 
dispensary  on  Seventh  Street  near  Tompkins  Square. 
There  were  four  medical  men  as  consultants,  with 
one  attending  physician,  Dr.  Blackwell,  who  was 
working  toward  her  objective  and  waiting  for  quali- 
fied women  physicians  to  develop.  As  a graduate 
student  in  England  she  had  seriously  considered  re- 
maining in  London  with  its  greater  opportunities,  but 
she  had  decided  to  return  to  New  York  for  the 
present  and  come  back  to  her  native  land  at  a later 
date. 

In  August  of  1858  she  did  return  to  England  and 
practiced  briefly,  thus  coming  in  just  under  the  wire 
of  the  Medical  Act  of  1858,  which  decreed  that  no 
foreign  physicians  could  register  unless  they  had 
practiced  in  Great  Britain  before  October,  1858. 
That  same  year  Dr.  James  Barry  was  appointed  in- 
spector-general of  hospitals  for  the  British  Army  and 
head  of  the  service.  There  were  only  two  women 
named  in  that  first  Medical  Register,  Elizabeth 
Blackwell,  M.D.,  and  Elizabeth  Garrett  Anderson, 
M.I).  Incidentally,  in  1870,  Dr.  Blackwell  and  Lydia 
Folger  Fowler,  M.D.,  the  first  American  woman  to 
graduate  in  medicine,  were  both  in  England,  the  first 
two  women  to  have  been  graduated  from  chartered 
medical  schools  in  the  United  States.  Both  were 
writers  and  lecturers  on  medicosocial  subjects  and 
stressed  the  influence  of  mind  on  bodily  ailments. 
Since  her  sister,  Emily,  could  not  register  under  the 
Act,  Dr.  Elizabeth  returned  to  New  York  in  1859, 
hoping  eventually  to  return  and  settle  in  England.1 

Need  for  medical  sehool  for  women.  But  there 
was  a continuing  need  for  authorized  medical  schools 
where  women  could  be  trained.1  By  1852  there  were 
20  women  with  medical  degrees  in  the  United  States, 
with  only  two  of  these,  Elizabeth  Blackwell,  M.D., 
and  Nancy  Talbot  Clark,  M.D.,  untainted  by  sec- 
tarianism. Seven  legally  chartered  medical  schools 
had  made  this  possible:  Geneva  Medical  College; 
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Rochester  Eclectic  Medical  College  and  Syracuse 
Medical  College,  Eclectic;  the  Female  Medical  Col- 
lege of  Pennsylvania;  Cleveland  Medical  College 
(later  Western  Reserve  University);  the  Western 
College  of  Homeopathic  Medicine  in  Cleveland;  and 
the  eclectic  medical  school  in  Worcester,  Massa- 
chusetts. The  National  Eclectic  Medical  Association 
had  approved  coeducation  in  1852.1 

By  1871.  nine  women  had  their  medical  degrees 
from  schools  recognized  by  the  American  Medical 
Association  (founded  in  1847)  and  associate  bodies: 
two  were  from  Geneva  Medical  College,  six  from 
Cleveland  Medical  College,  and  one  from  Chicago 
Medical  College.  Two  at  the  top  of  the  pile.  Susan 
Dimock,  M.D.,  and  Mary  Putnam  Jacobi,  M.D.,  had 
diplomas  from  European  medical  faculties.  There 
were  hundreds  of  other  women  practicing  medicine 
who  were  from  sectarian  and  special  schools.  Es- 
tablished medical  schools  had  long  been  in  existence 
but  did  not  accept  women.  Earliest  of  these  was  the 
University  of  Pennsylvania  School  of  Medicine, 
which  opened  in  1765.  This  was  followed  in  1768  by 
the  Medical  School  of  Kings  College  in  New  York, 
which  was  later  reorganized  and  became  Columbia 
University  College  of  Physicians  and  Surgeons;  and 
Harvard  Medical  School,  founded  in  1783. 1 

Infirmary  medical  school.  In  1864  the  legisla- 
ture passed  an  act  enabling  the  Infirmary  to  confer 
the  M.D.  degree.  At  that  time  the  name  was  changed 
to  the  New  York  Infirmary  for  Women  and  Children. 
Since  her  return  from  England,  Dr.  Elizabeth  had 
been  lecturing  to  trainees  and  nurses,  not  only  at  the 
Infirmary  but  also  at  Bellevue  and  New  York  Hos- 
pitals.4 It  was  Dr.  Blackwell’s  plan  to  extend  the 
period  of  instruction  and  create  a chair  of  hygiene, 
the  first  in  the  United  States.  She  anticipated  public 
health  services  30  years  before  the  AMA  became 
active  in  improving  medical  education  in  the  United 
States.  A two-year  course  was  obligatory,  with  a 
third  year  optional.  Standards  were  very  high,  with 
the  examining  board  drawn  from  other  colleges  and 
cities.  The  New  York  Infirmary  Women's  Medical 
College  opened  November  2,  1868.  with  15  students, 
and  in  1870  it  held  its  first  commencement,  with  5 
graduates.1 

Writing.  Dr.  Elizabeth  established  the  pattern 
for  writing  about  medical  women  through  her  book 
Pioneer  Work  in  Opening  the  Medical  Profession  to 
Women:  Autobiographical  Sketches  (London  and 
New  York.  Longmans,  Green  and  Company,  1895). 
Disease  prevention  was  the  most  important  aspect 
of  medicine  to  her,  and  she  created  a health  center 
and  was  a health  officer.  Throughout  the  Civil  War, 
she  and  her  sister,  Emily,  were  active  in  the  Ladies’ 
Sanitary  Aid  Association.1 

Settling  in  England.  At  age  48  (1869)  she 
opened  an  office  in  London.  Her  interest  was  pri- 
marily in  preventive  medicine,  and  she  stressed  both 
moral  and  physical  health.  She  did  much  writing 
and  lecturing,  and  was  opposed  to  vaccination  or  any 


research  involving  animal  experimentat  ion.  While 
in  London,  she  became  a convert  to  Christian  So- 
cialism, and  as  a physician  she  was  admitted  to  the 
Social  Science  Congress,  where  she  learned  much 
about  venereal  disease.  Through  her  writing  she 
fought  prostitution  and  venereal  disease.  She  was 
English  by  birth  and  by  choice,  as  evidenced  by  the 
fact  that  she  spent  about  53  years  of  her  long  life  in 
England,  35  in  the  United  States.1  Lack  of  funds 
and  the  fact  that  Emily  could  not  register  in  Great 
Britain  made  her  go  back  to  the  United  States.  But 
when  she  returned  in  1869,  a campaign  was  raging  to 
open  the  medical  profession  to  British  women;  the 
light  reached  Parliament  by  1874.  Elizabeth  had  a 
chair  of  gynecology  in  the  London  School  of  Medicine 
for  Women,  but  she  became  ill  and  went  to  Italy  for 
a time.  Her  London  practice  was  given  up,  and  she 
established  her  permanent  home  in  Hastings  by  the 
sea,  cared  for  by  her  adopted  daughter,  Kitty 
Barry. 

Of  the  eight  children  in  the  Blackwell  family  to 
come  to  America  in  1832,  three  girls  and  one  boy  re- 
turned to  England  to  make  their  permanent  homes. 
Three  of  the  sisters,  Elizabeth,  Anna,  and  Marion, 
settled  in  Hastings  but  did  not  live  together.  In  1906 
Elizabeth  revisited  the  United  States  where  she  saw 
her  family  at  Martha’s  Vineyard  and  Emily  at  York 
Cliffs.  Maine.  However,  she  did  not  return  to  New 
York  or  the  Infirmary.  While  Mary  Baker  Eddy  was 
writing  Science  and  Health  in  Boston,  Elizabeth  was 
lecturing  on  “The  Religion  of  Health”  in  London;  and 
the  two  were  exact  contemporaries:  1821  to  1910. 
Incidentally,  Dr.  Emily  and  Florence  Nightingale  also 
died  in  1 910. 1 

Emily  Blackwell  and  the  Infirmary 

When  she  was  only  six  years  old,  Emily  Blackwell 
left  England,  where  she  and  her  siblings  had  been 
born,  and  came  to  the  United  States.  They  were  first 
settled  in  New  York,  and  then  moved  to  Cincinnati, 
where  they  were  educated.1  Sister  Anna  tried 
writing,  while  Elizabeth  and  then  Emily  decided  to 
set  their  courses  on  medicine.  Emily  was  always 
apparently  practical,  self-reliant,  and  scientific. 
While  Elizabeth  was  the  promoter,  Emily  carried  out 
projects  and  saw  them  through.  Both  were  deter- 
mined to  open  the  profession  to  women  (Fig.  I).1 

Medical  studies.  Supported  by  her  family  and 
friends,  Emily  had  studied  with  a preceptor  in  Cin- 
cinnati and  then  tried  to  obtain  admission  to  a 
medical  school . Her  request  to  the  Geneva  Medical 
College  was  refused,  in  spite  of  Elizabeth’s  vigorous 
protestations.  In  fact  she  was  turned  down  by  nine 
“regular”  schools;  she  did  not  want  to  go  to  a sectar- 
ian or  “irregular”  school,  but  preferred  an  established 
one  if  possible.  At  last  she  was  admitted  to  the  Rush 
Medical  College  of  Chicago  in  1852;  however,  the  Il- 
linois Medical  Society  protested,  and  she  was  denied 
admission  for  the  next  session.  This  injustice  was 
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difficult  to  explain,  for  by  this  time  20  women  had 
received  medical  degrees;  only  2 of  these.  Dr.  Eliza- 
beth and  Nancy  Talbot  Clark.  M.D.,  had  “regular" 
diplomas.  Cleveland  Medical  College  had  recently 
graduated  Dr.  Clark,  where  Emily  was  finally  ac- 
cepted.1 She  graduated  in  March,  1854,  and  spent 
the  following  two  years  in  Europe,  devoted  to  further 
study.  There  she  was  a student  of  Pierre  Huguier  of 
Paris, -and  then  was  for  eight  months  an  assistant  to 
Sir  James  U.  Simpson,  professor  of  medicine  at  Ed- 
inburgh University.  Simpson  had  introduced 
chloroform  and  advocated  its  use  in  obstetrics.1 

New  York  Infirmary.  It  had  been  suggested  to 
Dr.  Elizabeth  that  she  start  her  own  dispensary, 
which  made  sense,  for  a hospital  was  needed  where 
the  staff  was  made  up  of  women  and  where  physi- 
cians could  gain  clinical  experience.  There  were  few 
women  with  the  proper  qualifications,  but  her  sister, 
Emily,  had  them.  Elizabeth  proceeded  with  her 
plans  and  received  a charter  for  a small  hospital  from 
the  State;  the  certificate  of  incorporation  was  signed 
and  filed  in  Albany  in  1854. 1 

The  dispensary  was  started  in  a room  near 
Tompkins  Square,  and  w-as  then  moved  to  150  Third 
Street,  in  1855.°  The  Roosevelt  residence  at  64 
Bleeker  Street  was  converted  to  a 12-bed  hospital, 
with  a formal  opening  in  May,  1857,  Henry  Ward 
Beecher,  the  principal  speaker,  and  many  distin- 
guished guests.  By  1859  about  300  women  had 
graduated  in  medicine,  and  many  of  these  came  to 
the  Infirmary  for  clinical  instruction,  for  most  of 
them  had  attended  lectures  but  had  little  clinical 
experience.  In  tenement  society  they  came  to  know 
the  full  range  of  diseases,  and  they  practiced  medi- 
cine under  expert  guidance.  Patients  who  had  no 
means  were  treated  free,  or  $3.00  or  $4.00  if  they 
could  afford  it-  per  week.  Most  of  the  beds  were 
soon  filled,  and  3,000  patients  came  to  the  dispensary 
that  first  year.  I Dispensary  hours  were  9:00  to  1 2:00, 
plus  nursing,  drudgery,  and  medical  and  surgical 
work.  The  physicians  earned  their  livings  in  private 
practice.  By  1856  Dr.  Emily  and  Marie  Zakrzewska, 
M.D.,  had  come  in.  Their  first  hospital  patient  was 
admitted  May  12, 1857,  at  64  Bleeker  Street.1 

Dr.  Emily  and  the  Infirmary.  In  1856  Dr.  Emily 
returned  from  Europe,  the  best-educated  woman 
physician  then  in  the  world,  and  with  Dr.  Elizabeth 
and  Dr.  Zakrzewska  helped  complete  plans  for 
opening  the  New  York  Infirmary.  She  could  not 
register  under  the  Medical  Act  of  1858  in  Great 
Britain,  but  there  is  no  evidence  that  she  wanted  to 
leave  the  Infirmary  and  New  York  City.  She  was  the 
first  woman  to  engage  in  major  surgery.  At  the  In- 
firmary, and  later  its  medical  school,  she  was  pro- 
fessor of  obstetrics  and  diseases  of  women,  was  the 
secretary  of  the  faculty,  and  maid  of  all  work.  What 
was  needed  she  did,  and  her  43  years  of  devotion, 
maintaining  always  the  highest  standards  and 
carrying  out  projects  with  credit,  brought  about  tin; 
success  of  t he  Infirmary.1  She  was  calm,  judicious, 


FIGURE  2.  New  York  Infirmary  for  Women  and  Children, 
houses  at  126  and  128  Second  Avenue  (Academy  of  Medi- 
cine of  Brooklyn,  Inc.). 

kindly,  and  an  organizer,  a woman  of  great  presence 
to  whom  others  turned  for  counsel  and  under- 
standing. When  Dr.  Elizabeth  returned  from  Great 
Britain  in  1859,  the  work  of  the  Infirmary  had  out- 
grown the  Bleeker  Street  building,  and  so  a larger 
building  was  found  at  Second  Avenue  and  Eighth 
Street.5  This  was  reconstructed  for  the  use  of  the 
hospital  and  dispensary.  By  this  time,  Dr.  Za- 
krzewska had  left  for  Boston. 

During  1858  a graduate  from  the  New  England 
(Boston)  Female  Medical  College,  Mary  E.  Breed, 
M.D.,  did  14  deliveries  in  one  month  in  the  outpa- 
tient service  of  the  Infirmary.1  Somewhat  later 
Rebecca  Cole,  M.D.,  the  second  Negro  woman  to 
receive  a doctor  of  medicine  degree  and  a graduate 
of  the  Woman’s  Medical  College  of  Pennsylvania  in 

1867,  was  “sanitary  visitor”  to  tenement  mothers. 
Preventive  medicine  as  practiced  by  the  staff  of  the 
Infirmary  was  decades  ahead  of  the  Visiting  Nurse 
Service  of  the  Bureau  of  Child  Hygiene.1 

In  1876  the  Infirmary  again  moved,  to  5 Livingston 
Place,  extending  to  the  houses  at  1 26  and  128  Second 
Avenue  (Fig.  2).  But  in  1886  the  Second  Avenue 
portion  was  sold  and  land  purchased  at  Fifteent  h and 
Livingston  Place,  Stuyvesant  Square.5  The  present 
building  was  erected  in  1954. 

Infirmary  medical  school.  Alter  the  legislature 
passed  an  act  permitting  the  Infirmary  to  confer  the 
M.I).  degree  in  1864,  plans  were  already  underway; 
the  Women’s  Medical  College  opened  November  2, 

1868,  with  15  students,  and  in  1870  the  first  com- 
mencement was  held,  wit  h 5 graduates.  Mary  Put- 
nam Jacobi,  M.D.,  was  the  first  staff  member.4  In 
1878  the  New  York  Hospital  requested  that  senior 
students  be  admitted  to  the  obstetric  wards  at  the 
Infirmary.  Fire  nearly  destroyed  the  building  in 
1897,  but  bv  1898  there  was  a new  building.  The 
college  was  intended  to  be  temporary,  until  enough 
approved  medical  schools  were  open  to  women.  It 
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carried  on  for  31  years  and  graduated  364  women. 
The  medical  school  was  closed  in  1899;  Cornell  had 
opened  its  doors  to  women,  and  the  students  were 
transferred  to  Cornell  University  Medical  College.5 
Dr.  Emily  had  been  the  one  who  realized  the  time 
that  the  Infirmary  school  should  close  and  transfer 
its  students.  Emily  Dunning  Barringer  was  among 
these  students.'’  Also,  in  time  of  stress,  it  was  Dr. 
Emily  who  convinced  those  in  authority  that  the 
Infirmary  should  remain  open  and  struggled  to  make 
it  come  to  pass. 

Notable  graduates.  During  its  comparatively 
brief  existence,  the  Infirmary  school  graduated  many 
who  were  to  become  leaders  in  the  medical  profes- 
sion. S.  Josephine  Baker,  M.D.,  a student  of  Dr. 
Emily,  established  the  first  bureau  of  child  hygiene 
in  the  United  States.  She  was  with  the  Department 
of  Health  of  the  City  of  New  York,  and  it  was  through 
her  instigation  that  the  bureau  was  undertaken  in 
1908.  Dr.  Baker  served  as  the  director  and  consul- 
tant in  developing  similar  services  in  other  cities  until 
her  retirement  in  1930. 1 Eniilv  Dunning  Barringer, 
M.D.,  was  the  first  woman  ambulance  surgeon  in 
New  York,  the  first  to  receive  her  internship  diploma, 
and  the  first  woman  on  the  staff  of  Bellevue  Hospital. 
She  was  decorated  by  the  King  of  Serbia  for  her  work 
in  World  War  1.  Not  only  that,  she  also  fought  to 
pass  legislature  for  premarital  and  prenatal  exami- 
nations to  control  syphilis.6 

Elise  Strang  L’Esperance.  M.D..  one  of  the  last 
graduates  of  the  school  in  1899.  was  the  daughter  of 
Albert  Strang,  M.D.,  who  demonstrated  anatomy  at 
the  Infirmary  college.  She  took  her  residency  at 
Babies’  Hospital,  following  which  she  entered  private 
practice,  gradually  becoming  more  involved  in 
medical  education  and  research,  and  was  assistant 
to  James  Ewing,  M.D.  In  1920  she  was  appointed 
assistant  professor  in  the  Department  of  Pathology 
of  Cornell  University  Medical  College,  the  first 
woman  of  that  rank  in  the  college.  Her  particular 
concern  was  pathology,  and  she  did  significant 
studies  of  malignant  tumors.  With  her  sister.  May 
Strang,  she  founded  in  1932  the  Strang  Cancer  Clinic 
at  the  New  York  Infirmary,  the  first  cancer  detection 
clinic  in  the  world;  she  was  director.  Also  she  su- 
pervised the  cancer  prevention  clinics  at  the  Infir- 
mary, and  the  clinics  expanded.  In  1945  she  was 
appointed  assistant  professor  of  the  Department  of 
Preventive  Medicine  at  Cornell.  And  when  the 
Journal  of  the  American  Medical  Women's  Associ- 
ation was  founded.  Dr.  L’Esperance  was  its  first 
editor.7 

Another  graduate  of  the  Infirmary  school,  Martha 
Wollstein,  M.D.,  was  an  outstanding  teacher,  and  was 
made  assistant  professor  of  pathology  at  Columbia 
University  College  of  Physicians  and  Surgeons.1 
Anna  W.  Williams,  M.D..  a graduate  in  1891,  was 
made  instructor  in  pathology  and  hygiene  at  the 
school.  In  1894  she  became  assistant  bacteriologist 
at  the  City  of  New  York  Board  of  Health,  and  in  1905 


assistant  director  of  the  Division  of  Laboratories, 
which  position  she  retained  until  1934.  With  the 
director  of  the  division,  William  H.  Park,  M.D.,  she 
did  outstanding  work  in  preventive  medicine.1 
Elizabeth  Cushier,  M.D.,  succeeded  Dr.  Emily  in 
surgery  at  the  Infirmary.1 

Conclusion.  With  Dr.  Elizabeth.  Dr.  Emily  was 
active  during  the  Civil  War  in  the  Ladies’  Sanitary 
Aid  Association,  helping  to  train  and  forward  vol- 
unteers. But  the  New  York  Infirmary  is  her  living 
memorial.  She  nurtured  it  and  stayed  with  it 
throughout  her  career.1 

Marie  Zakrzewska,  bridge  to  New  England 

Of  Polish  descent.  Marie  Zakrzewska  was  born  in 
Berlin.  September  6,  1829,  the  oldest  of  seven  chil- 
dren. Marie  had  much  of  the  responsibility  for  their 
care.  Her  mother  was  a midwife,  and  Marie  often 
accompanied  her.  She  entered  the  Berlin  School  of 
Midwifery  and  came  to  know  Joseph  Herman 
Schmidt,  M.D.,  professor  and  chief  director  of  the 
Royal  Hospital  Charitie  of  Berlin  where  she  was  ac- 
coucheuse en  chef.  When  he  retired,  he  obtained  his 
position  for  Marie  in  May,  1852,  when  she  was  22. 
Dr.  Emily  Blackwell  was  in  Scotland  at  this  same 
time.  Schmidt  died,  and  Marie’s  support  was  gone; 
she  was  accused  of  being  “too  young”  for  the  job.8 

Berlin  to  New  York.  Marie  resigned  and  de- 
parted for  the  United  States,  where  she  lived  with  a 
sister  and  did  housework  and  sewing  to  earn  a living. 
At  the  Dispensary,  where  she  also  worked.  Dr.  Eliz- 
abeth Blackwell  recognized  her  ability  and  urged  her 
to  learn  English  and  then  to  enter  Cleveland  Medical 
College,  where  Emily  had  gone.  After  two  years,  Dr. 
Zakrzewska  graduated  (1856)  and  returned  to  New 
York  where,  with  the  Blackwell  sisters,  she  helped 
open  the  New  York  Infirmary  for  Women  and  Chil- 
dren.8 To  raise  half  the  first  three  years’  rent  for  the 
contemplated  woman’s  hospital,  she  went  to  Bos- 
ton.1 

Hers  was  the  capacity  for  hard  manual  labor,  and 
she  administered  the  hospital  frugally.  From  1857 
to  1859  she  served  gratuitously  as  resident  physician, 
superintendent,  housekeeper,  and  instructor  of 
nurses  and  medical  students,  who  called  her  “Dr. 
Zak”;  her  average  day  extended  from  5:30  A.M.  to 
1 1:30  P.M.  The  young  women  physicians,  who  were 
gaining  clinical  experience,  ministered  to  the  sick  in 
tenements  under  Dr.  Zak’s  direction;  they  worked 
hard,  were  young  and  enthusiastic,  and  she  saw  to  it 
that  they  also  had  a monthly  diversion.1 

New  York  to  Boston.  But  the  increasing  work 
and  responsibility  were  more  than  her  health  could 
bear,  and  so  on  June  1,  1859,  she  left  for  Boston,  as 
professor  of  obstetrics  and  diseases  of  women  at  the 
New  England  (Boston)  Female  Medical  College, 
where  she  remained  for  three  years.  The  dean  was 
Dr.  Samuel  Gregory  who  had  been  given  an  honorary 
medical  degree  from  eclectic  Penn  Medical  Univer- 
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sity  in  1853.  Dr.  Zak  was  eminently  qualified  and 
tried  to  raise  the  standards  of  the  school;  the  two  did 
not  get  along.  He  called  her  a “foreigner,”  and  she 
fought  back;  she  finally  resigned  in  1862.  The  school 
was  later  absorbed  by  the  homeopathic  Boston 
University  School  of  Medicine. 

A few  months  after  she  left  the  New  England  Fe- 
male Medical  College,  she  planned  and  gained  sup- 
port and  opened  the  New  England  Hospital  for 
Women  and  Children.  The  rest  of  her  life  was  de- 
voted to  this  hospital  and  the  clinical  training  of 
women.  She  also  began  private  practice  and  con- 
tinued this  to  1899. 1 

New  England  Hospital.  The  story  of  the  New 
England  Hospital  for  Women  and  Children  began 
with  Dr.  Zak  and  its  founding  in  1862  and  incorpo- 
ration in  1863. 9 The  first  hospital  was  on  Pleasant 
Street  in  Boston,  moved  next  to  Warren  Street,  and 
then  to  Roxbury.  C.  Annette  Buckel.  M.D.,  was  the 
first  woman  surgeon  on  the  staff;  an  outpatient  de- 
partment was  maintained,  and  social  service  was  part 
of  the  policy.  In  1872,  with  Susan  Dimock,  M.D.,  Dr. 
Zak  organized  a training  school  for  nurses.  She  in- 
sisted that  obstetrics  be  kept  separate  from  the  rest 
of  the  hospital  and  that  cleanliness  prevail;  every 
corner  was  scoured.  And  she  set  up  quarantines  for 
infections;  if  there  was  a case  of  puerperal  infection, 
the  patient  was  isolated,  and  the  room  was  thor- 
oughly disinfected  when  the  patient  left.  More  than 
once  a whole  department  was  closed  to  clean  the 
entire  building.  These  were  notably  advanced  pro- 
cedures.9 

Writing.  Dr.  Zak’s  writing  encouraged  young 
practioners  to  enter  the  field  of  obstetrics,  to  view 
childbirth  as  a natural  sequence  of  events,  not  a 
fearful  one.  From  her  experience  as  midwife  she  had 
found  that  a physician  was  needed  only  in  excep- 
tional cases;  that  the  real  work  came  after  the  baby 
had  arrived.  She  described  how  she  had,  in  Berlin, 
discouraged  young  midwives  from  following  the 
“method”  of  delivery  promoted  by  Professor  Crede, 
the  clinical  professor.  She  had  quietly  instructed 
students  in  the  manner  she  felt  best,  and  her  oppo- 
sition caused  great  friction  between  them.  It  was  not 
the  way  to  win  Dr.  Crede.  Later  he  renounced  his 
method.  Her  descriptions  included  187  cases  from 
her  private  practice.8 

Conclusion.  Dr.  Zakrzewska  worked  very  hard 
all  her  life  and  had  been  instrumental  in  founding 
two  major  institutions:  the  New  York  Infirmary  and 
medical  school  and  the  New  England  Hospital  for 
Women  and  Children.  Gradually  her  health  failed, 
brought  on  by  a nervous  disease,  and  she  died  May 
1 2, 1902.  Her  service  to  women  physicians  had  been 
unique,  and  she  was  known  as  the  “leading  woman 
physician  in  Boston.”1 

Mary  Putnam  Jacobi 

“Most  brilliant  medical  woman  in  the  world,”  was 
the  general  consensus  of  Mary  Putnam  Jacobi,  M.D., 


FIGURE  3.  Mary  Putnam  Jacobi,  M.D.  (American  Women’s 
Hospitals  Service,  Inc.). 

in  her  time.1  She  was  a chemist  and  pharmacist 
before  she  entered  the  Female  Medical  College  of 
Pennsylvania,  where  she  received  her  medical  degree 
in  1864  (Fig.  3).  Shortly  after  that  she  departed  for 
Paris,  seeking  to  increase  her  knowledge  and  training 
as  a physician.  With  Elizabeth  Garrett  Anderson, 
M.D.,  of  Great  Britain,  she  was  instrumental  in 
opening  the  Medical  Faculty  of  the  University  of 
Paris  to  women.  To  be  admitted  there,  a certificate 
of  qualification  was  required.  Both  women  were 
qualified  to  practice  in  their  own  countries,  and  fi- 
nally, as  “foreigners,”  they  were  permitted  to  ma- 
triculate; but  not  before  they  has  passed  years  at- 
tending classes,  not  knowing  whether  or  not  the  cov- 
eted diploma  would  ever  be  theirs. 

The  faculty  opposed  women  students  except  as 
midwives.  For  two  years  Mary  Putnam  attended 
special  lectures,  and  her  ability  impressed  her 
teachers. 

Infirmary  and  school.  On  her  return  to  the 
United  States  she  found  the  Women’s  Medical  Col- 
lege of  the  New  York  Infirmary  was  struggling  to 
maintain  itself,  and  she  became  a member  of  the 
faculty  as  professor  of  materia  medica  and  thera- 
peutics, where  she  remained  for  25  years,  1871  to 
1896,  and  was  the  first  woman  elected  to  the  New 
York  Academy  of  Medicine.1 

Her  outstanding  ability  was  evidenced  when  she 
entered  the  prestigious  William  Boylston  Prize 
contest  of  Harvard  University.  Participants  were 
identified  by  number  and  not  by  name,  and  the  pa- 
pers were  on  important  medical  subjects.  When  the 
winning  paper  was  selected  and  the  author  identified 
by  number,  there  must  have  been  a flurry  of  excite- 
ment and  consternation  in  Cambridge  by  the 
Charles.  But  she  had  won;  there  was  no  doubt  of 
that..1  After  some  delay  she  received  her  $500 
prize. 

Dr.  Mary  carried  on  a private  practice  and  did 
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much  volunteer  work.  Her  husband  was  Abraham 
Jacobi,  M.D.,  a well-known  pediatrician,  who  was 
president  of  the  Medical  Society  of  the  State  of  New 
York  in  1881;  she  was  his  invaluable  assistant  in 
writing  his  books.  'There  were  three  children.1 

Other  accomplishments.  I)r.  Mary  wanted 
hospitals  to  he  open  to  having  women  physicians  on 
their  staffs.  To  gain  a position  in  city  hospitals, 
competitive  examinations  must  be  passed.  But  to 
be  eligible,  one  must  be  accepted  into  a quiz  class 
first.  This  was  enormously  difficult  for  women.  If 
these  hurdles  were  jumped  and  a position  won,  the 
candidate  had  to  be  ratified  by  the  commissioner  of 
hospitals.  When  Dr.  Mary’s  name  was  brought  in  for 
approval,  the  ratification  was  refused:  the  com- 

missioner said  he  would  allow  no  woman  on  an  am- 
bulance to  break  her  neck. 10  Sic!  However,  the  fol- 
lowing year  things  were  changed  and  the  position 
won.1" 

Dr.  Mary  was  a force  lor  social  progress  in  health 
matters  and  did  much  writing  (she  came  of  the  Put- 
nam publishing  family)  and  lecturing  to  abolish 
sweatshops.  When  she  was  elected  to  t he  New  York 
Academy  of  Medicine,  she  was  appointed  chairman 
of  the  section  on  neurology. 

And  when  her  last  illness  came,  she  diagnosed  the 
symptoms  as  brain  tumor,  and  died  at  the  age  of 
84. 1 

Lydia  Folger  Fowler,  first  American 
woman  M.D. 

Lydia  Folger  was  one  of  the  famous  Folgers  of  New 
England.  Born  in  1822  on  Nantucket  Island,  she 
became  the  first  American  woman  to  receive  a doctor 
of  medicine  degree  and  the  First  to  hold  a professor- 
ship in  a legally  authorized  school  of  medicine  in  the 
United  States.  She  graduated  in  June,  1850.  from 
the  Rochester  Eclectic  Medical  College,  was  ap- 
pointed to  the  staff,  and  the  following  year  became 
a professor  of  midwifery  and  diseases  of  women  and 
children.1 

The  Folgers  were  prolific  and  able.  Lucretia  Mott, 
the  Quaker  preacher,  abolitionist,  and  suffragist 
(1793  to  1880)  was  a Folger.  also  born  on  Nantucket. 
Peter  Folger  was  17  years  old  when  he  came  to 
America  with  his  parents.  His  grandson  was  Ben- 
jamin Franklin,  and  Lydia  was  also  a direct  descen- 
dant of  John,  the  father  of  Peter,  who  emigrated  in 
1635  to  America.  The  Folgers  founded  colleges  and 
created  opportunities. 

Lydia  married  Lorenzo  Niles  Fowler  at  age  22,  and 
the  Fowlers  were  exponents  of  phrenology.  She 
lectured  to  women  on  anatomy,  physiology,  hygiene, 
and  phrenology,  and  wrote  elementary  books.  With 
all  this,  she  wanted  to  attend  medical  school,  but 
none  were  open  to  her.  By  a quirk  of  fate.  Elizabeth 
Blackwell  graduated  from  Geneva  Medical  College 
in  1849.  but  because  there  had  been  too  much  honor 
and  publicity,  the  doors  there  were  closed  to 
women. 


Medical  education.  Lydia  found  help  from  her 
cousin,  Lucretia  Mott.  The  First  woman’s  rights 
convention  was  held  in  Seneca  Falls  in  1848.  'There 
were  medical  men  of  the  eclectic  persuasipn  in 
Rochester  and  Syracuse  who  organized  the  Central 
Medical  College  of  New  York  at  Syracuse,  with  a 
policy  of  coeducation,  the  first  chartered  medical 
school  to  adopt  this  policy.  It  was  opened  November 
5,  1849,  and  matriculated  92  students,  8 of  them 
women,  for  the  first  session,  1849  to  1850.  Torn  bv 
dissension,  the  school  was  moved  to  Rochester,  where 
it  was  known  as  the  Rochester  Eclectic  Medical 
College  until  1852.  Rachel  Brooks  Gleason  gradu- 
ated from  the  Rochester  school  in  1851.  The  Syra- 
cuse Medical  College,  Eclectic,  was  organized  in  1850 
and  carried  on  until  1855,  when  it  failed.1 

Two  of  Dr.  Fowler’s  students  were  Myra  King 
Merrick,  who  graduated  in  1852  and  was  cofounder 
of  the  Homeopathic  Hospital  and  Medical  College 
for  Women  in  Cleveland,  Ohio,  and  Sarah  Adamson 
Dolley,  an  1851  graduate,  who  practiced  for  nearly 
50  years  in  Rochester  and  was  elected  to  the  Roch- 
ester Academy  of  Sciences. 

Teaching  and  lecturing.  At  the  1851  meeting 
of  the  New  York  Eclectic  Medical  Society  Dr.  Fowler 
gave  an  address  on  obstetrics,  to  great  applause.  A 
motion  was  made  that  the  address  be  published:  the 
first  address  in  the  United  States  by  a woman  phy- 
sician before  an  organized  society  of  medical  men. 
She  was  a woman  of  charm  and  intelligence.  With 
her  husband  and  brother-in-lqw,  she  made  a study 
of  the  relation  of  the  head  and  brain  to  character  and 
capacity  of  the  individual.  It  was  a time  of  “isms” 
as  well,  such  as  homeopathy,  eclecticism,  hydropathy, 
physiopathy,  and  soon  Mary  Baker  Eddy.  Dr. 
Fowler’s  was  a quest  for  the  causes  of  disease  and 
effective  treatment.  She  lectured  at  the  Metropol- 
itan Medical  College  Eclectic  in  New  York  City  and 
sent  significant  articles  to  medical  journals.  The 
eclectics  strove  to  select  the  best  from  all  systems. 

She  went  with  her  husband  on  a lecture  trip  to 
Great  Britain  in  1860.  At  that  time  the  only  woman 
physician  in  the  British  Isles  was  Dr.  "James”  Barry, 
disguised  as  a man.  Dr.  Fowler  lectured  to  women 
until  1861.  and  did  further  study  in  London  and 
Paris,  returning  then  to  New  York  as  an  instructor 
in  clinical  midwifery  at  the  New  York  Hygeio- 
Therapeutic  College.  At  age  40  she  was  practicing 
in  New  York,  teaching  obstetrics  in  a medical  college, 
and  delivering  health  lectures. 

To  London.  Again,  in  1863,  she  moved  with  her 
husband  back  to  London,  for  the  lecture  field  was 
promising.  And  in  1870  both  she  and  Elizabeth 
Blackwell.  M.D.,  were  living  and  working  in  England, 
the  first  two  women  to  have  graduated  from  char- 
tered medical  schools  in  the  United  States;  both  were 
writers  and  lecturers  on  medicosocial  subjects. 
Lender  the  Medical  Act  of  1858,  Dr.  Elizabeth  had 
qualified  and  was  duly  registered,  but  Dr.  Fowler  was 
limited  to  volunteer  service  as  a district  visitor  of  a 
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FIGURE  4.  Student  dissecting  a leg,  New  York  Medical 
College  for  Women  (homeopathic),  engraving,  Bahs.  front 
page,  Frank  Leslie's  Illustrated  Newspaper,  New  York  April 
16,  1870  (New  York  Infirmary). 

London  church  to  the  slums.  She  was  also  involved 
in  the  Temperance  Society,  and  was  familiar  with  the 
social  conditions  of  the  day,  about  which  she  wrote 
and  lectured.  She  was  a contemporary  of  Charles 
Dickens  and  was  an  eclectic  in  the  true  sense  of  the 
word.  Her  major  contribution  was  in  the  field  of 
preventive  medicine. 

She  died  of  pneumonia  at  the  age  of  57. 1 

Clemence  S.  Lozier 

Clemence  S.  Lozier  graduated  from  the  Syracuse 
Medical  College,  Eclectic,  in  1853,  aged  40.  Gradu- 
ally she  became  very  much  involved  with  the  activi- 
ties of  the  national  Woman’s  Suffrage  Association, 
and  was  to  become  its  president  for  13  years. 
Through  this  associatoon  she  came  to  know  Elizabeth 
Cady  Stanton  and  Susan  B.  Anthony,  and  also  be- 
came much  interested  in  homeopathy.  With  the 
encouragement  and  assistance  of  Mrs.  Stanton,  she 
started  the  New  York  Medical  College  and  Hospital 
for  Women,  a homeopathic  institution,  opening 
November  1,  1863  (Fig.  4).  It  was  the  counterpart 
for  women  of  the  Homeopathic  Medical  College  of 
New  York.1 

School  history.  The  school  opened  at  724 
Broadway,  and  in  June,  1868,  the  school  and  hospital 
were  at  Second  and  Twelfth,  just  four  blocks  from  the 
New  York  infirmary  at  Eighth  and  Second.  Most 
confusing.  In  1897  it  was  moved  to  19  West  10 1st 
Street. 

Dr.  Lozier  was  the  dean  for  its  first  25  years;  219 
women  graduated  from  the  school,  and  several  of 


FIGURE  5.  Mary  E.  Walker,  M.D.  (Library  of  Congress). 

them  achieved  positions  of  eminence  in  the  medical 
field.1  In  1867  the  first  woman  licensed  to  practice 
in  Canada,  Emily  Jennings  Stowe,  was  graduated. 
She  lived  from  1831  to  1903. 1 

Dr.  Lozier  carried  on  a lucrative  private  practice 
as  well  as  her  duties  as  dean;  her  death  came  in  1888. 
At  her  death,  Phoebe  J.  Wait,  M.D.,  became  dean, 
until  1918.  Then  its  last  students  were  transferred 
to  the  New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals.1 

Mary  Walker,  pioneer  in  pantsuits 

Had  Mary  Edwards  Walker,  M.D.,  emulated  Dr. 
James  Barry  by  wearing  male  attire;  if  only  she  had 
concealed  her  sex,  she  might  well  have  become  what 
amounted  to  inspector-general  of  the  U.S.  Army  and 
have  drawn  a decent,  living  pension  instead  of  ending 
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her  days  in  poverty.  Wearing  trousers  was  practical 
for  her  work,  but  when  her  attire  aroused  incensed 
comment,  it  became  her  “thing,”  her  armor  of  defi- 
ance. 

She  was,  and  still  is,  the  only  woman  to  win  the 
Congressional  Medal  of  Honor,  and  in  her  male  garb 
she  became  a Washington  landmark  (Fig.  5). 

Mary  Walker  was  born  in  Oswego,  New  York,  on 
November  26,  1832;  her  parents  conducted  a school. 
At  age  16  she  was  teaching,  but  she  already  had  de- 
termined on  a career  in  medicine. 

To  gain  a medical  degree,  she  attended  the  Syra- 
cuse Medical  College,  eclectic,  and  graduated  in  1855, 
the  only  woman  in  her  class.1  The  school  was  not 
tops,  by  present  standards,  but  its  standards  were 
acceptable  for  the  time.  Her  first  practice  was  car- 
ried on  in  Rome,  New  York,  with  her  husband,  Albert 
Miller. 

Civil  War.  When  the  Civil  War  broke  out,  she 
went  to  Washington  to  seek  a commission  as  an  army 
surgeon.  Her  hopes  were  not  fulfilled;  to  serve  she 
had  to  volunteer  to  work  wherever  she  might  prove 
useful.  With  no  commission,  she  practiced  in  a 
makeshift  hospital  set  up  in  the  corridors  of  the  U.S. 
Patent  Office  building,  and  was  later  sent  to  War- 
renton,  Virginia.  She  has  herself  described  her  role 
as  the  first  woman  ambulance  surgeon.  The  care  of 
men  in  the  field  was  so  poor  that  she  insisted  that 
they  be  transported  to  Washington  bv  train.  In  1863 
she  was  ordered  to  Chattanooga,  where  she  replaced 
a male  medical  officer  in  an  Ohio  infantry  regiment. 
She  gained  a salaried  position  as  a contract  assistant 
surgeon  in  1864.  Captured  by  the  Confederates,  she 
was  imprisoned  at  Castle  Thunder  in  Richmond;  that 
she  was  finally  exchanged  “man  for  man”  for  a 
Confederate  officer  was  a great  source  of  pride  to 
her.11  During  her  imprisonment  she  learned  den- 
tistry and  incorporated  this  into  her  practice. 

Pres.  Andrew  Johnson  awarded  her  the  Congres- 
sional Medal  of  Honor  on  November  11,  1865,  and 
she  wore  it  all  her  life.  President  Lincoln  had  w'ritten 
the  original  citation  on  the  back  of  an  evelope;  after 
his  death,  a separate  Executive  Order  was  signed  by 
President  Johnson.  When  in  1917,  at  age  83,  the 
government  tried  to  take  back  the  medal,  the  reason 
given  being  her  status  in  the  war,  she  refused  to  give 
it  up.  A later  design  of  the  medal  had  been  given  her 
in  1907,  and  she  wore  that  occasionally.11 

Emancipation.  A century  before  the  label  was 
affixed.  Dr.  Walker  was  a “women’s  libber.”  She  was 
an  activist,  believing  that  women  should  be  eman- 
cipated from  oppression  that  took  two  forms.  First 
of  all  it  was  the  constricting  clothing  with  its  corsets 
and  garters.  And  then,  she  insisted,  women  should 
have  the  right  to  vote.  She  tried  to  reform  dress 
design,  and  herself  wore  tailored  men’s  clothes.  Her 
war  uniform  consisted  of  practical  trousers  topped 
by  a tunic,  with  a knee-length  overskirt.  Her  books 
expressed  her  opinions  on  how  women  were  to  be 
freed:  Hit  (1871)  and  Unmasked;  or  the  Science  of 
Immorality  (1878).  Women  needed  to  be  educated 


because  they  needed  to  earn  money  and  be  self- 
supporting.  There  should  be  equal  pay  for  equal 
work,  not  a pittance.  Marriage  should  be  contracted 
on  an  honest  basis,  and  if  it  failed,  divorce  was  the 
answer.  She  herself  chose  divorce  and  freedom,  not 
to  be  shut  up  in  a prison.  Her  husband  later  re- 
married, another  woman  physician.  A suffragette, 
she  delivered  speeches,  collected  signatures  to  peti- 
tions, and  was  in  the  march  to  register  to  vote  in  1871. 
Since  an  act  of  Congress  did  not  come  about,  Dr. 
Walker  attacked  the  laws  on  state  and  local  levels. 

Following  the  war.  She  wanted  and  applied  for 
a government  position,  a clerkship,  for  she  needed 
money,  but  she  did  not  get  it,  and  received  only  a 
niggardly  $20  pension,  based  on  her  disabilities  from 
her  Richmond  imprisonment.  Many  times  she  was 
arrested  for  impersonating  a man  because  of  her  male 
attire,  her  behavior  was  ridiculed,  she  was  a cause 
celebre,  and  she  infuriated  her  contemporaries.  In 
court  she  defended  herself  vigorously,  criticizing 
woman’s  garb  and  demanding  her  freedom,  since  she 
had  served  four  years  in  the  war  for  human  freedom. 
The  judge  decreed  that  she  should  never  be  arrested 
again.  In  spite  of  her  clothes,  she  retained  her  curls 
to  show  she  was  a woman.  And  she  expected  to  be 
treated  as  a lady!  Whatever  the  abuse,  she  took  it 
and  could  repay  in  kind.  Once  she  told  Franklin 
Delano  Roosevelt,  then  assistant  secretary  of  the 
Navy,  that  she  had  a very  poor  opinion  of  his  cousin, 
“Teddy.”11 

Later  years.  Gradually  she  spent  more  time  at 
home  in  Oswego.  Even  there  she  was  the  butt  of 
pranks.  She  survived  members  of  her  family  and  her 
ex-husband,  and  died  February  21,  1919,  alone, 
lonely,  indigent,  and  ill  after  a fall  on  the  Capitol 
steps  where  she  had  gone  to  urge  Congress  to  restore 
her  medal  officially.  In  her  home  town  of  Oswego, 
the  State  University  of  New'  York  health  center  has 
been  named  the  Mary  Edwards  Walker  Health  Care 
Center. 

Recently  congressional  action  has  finally  been 
initiated  to  restore  officially  her  Medal  of  Honor.11 
Ann  Walker,  her  niece,  has  been  instrumental  in  ef- 
forts to  bring  this  about.  Resolutions  have  been 
passed  in  the  State  legislature,  urging  that  the  Con- 
gressional Medal  be  restored  officially  in  her  name. 
Sen.  Edward  W.  Brooke,  Massachusetts,  has  a bill 
pending  action  by  Congress  and  the  President,  S-R 
569,  not  only  to  restore  the  medal  to  Dr.  Walker’s 
name,  but  also,  per  an  addendum,  to  change  the 
wording  of  citations  so  that  women  may  be  included 
as  recipients  of  the  medal.  The  Medal  of  Honor  was 
revoked  but  never  reclaimed  and  can  be  seen  today 
in  the  Oswego  County  Historical  Society.  That  it 
was  revoked  50  years  after  it  had  been  given,  with  the 
excuse  that  “insufficient  reason  indicated  in  available 
record”*  is  a weak  defense  in  the  face  of  the  fact  that 

* The  Act  concerning  the  Congressional  Medal  of  Honor,  to  he 
determined  through  the  War  Department,  was  revised  June  3, 
1916,  to  indicate  that  certain  persons  were  ineligible  for  awards 
given  . . for  any  cause  other  than  distinguished  conduct ...  in- 
volving actual  conflict  with  an  enemy.  . .” 
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she  earned  her  medal  admirably  on  the  field  of  battle, 
according  to  documented  reports  at  the  time,  and  the 
award  was  endorsed  by  two  Presidents.11 

Mathilda  Wallin 

Several  outstanding  women  physicians  have  come 
to  the  United  States  from  abroad.  There  was  Marie 
Zakrzewska  from  Poland,  and  from  Sweden  came 
Mathilda  K.  Wallin,  who  was  born  July  4, 1858,  and 
came  to  America  in  1888,  spent  two  years  in  St.  Paul, 
then  taught  gymnastics  at  Goucher  College.  In  1890 
she  entered  the  Women’s  Medical  College  of  the  New 
York  Infirmary,  and  was  granted  her  medical  degree 
in  1893.  Postgraduate  work  was  done  in  Europe,  as 
was  customary  if  possible;  her  study  was  in  Berlin. 

She  returned  to  the  New  York  Orthopedic  Hos- 
pital and  the  New  York  Infirmary,  her  specialty  being 
orthopedic  surgery.  In  1898  she  was  put  in  charge 
of  a hospital  for  convalescent  soldiers  on  Long  Island. 
Dr.  Wallin  was  instrumental  in  founding  the  Amer- 
ican Women’s  Hospitals  and  was  deeply  concerned 
with  participation  in  the  medical  work  connected 
with  World  War  I.  She  received  the  Medaille  de 
Reconnaissance  Francaise  from  the  French  Gov- 
ernment.12 

New  England 

Institutional  instruction  of  women  for  medical 
service  began  in  Boston,  to  train  women  in  obstetrics. 
As  the  field  widened,  a charter  to  grant  a medical 
degree  was  obtained,  and  the  first  four  women  were 
graduated  in  1854.  Thus  the  New  England  Female 
Medical  College  came  into  being  and  continued  until 
1874,  when  it  merged  with  the  medical  department 
of  Boston  University,  then  a homeopathic  institu- 
tion.1'1 

Harriet  K.  Hunt 

Harriet  K.  Hunt,  who  lived  from  1805  fo  1875, 
started  her  practice  in  Boston  in  1835.  With  the  help 
of  books  she  had  become  a qualified  physician  and 
had  a large  practice,  but  she  craved  further  knowl- 
edge and  a diploma  from  an  authorized  medical 
school.  To  achieve  these  ends,  she  applied  to  Har- 
vard by  letter  in  1850,  and  was  granted  permission 
by  the  faculty  to  attend  medical  lectures.  However, 
the  student  body  rose  in  indignation  and  reversed  the 
decision  of  the  faculty;  sex  took  precedence  over 
mind.  Three  years  later,  in  recognition  of  her  ac- 
complishments, she  was  given  an  honorary  degree  as 
doctor  of  medicine  by  t he  Female  Medical  College  of 
Pennsylvania.1 

Dr.  Hunt  wanted  to  open  the  medical  profession 
to  women  and  kept  trying.  In  1878  Miss  Marion 
Hovey  offered  $10,000  to  Harvard  to  admit  women 
on  the  same  basis  as  men;  the  answer  was  “no.”  It 
was  not  until  15  years  later  t hat  Miss  Mary  Garrett 
brought  this  about  at  Johns  Hopkins.  An  earlier 
appeal  by  Dr.  Hunt  to  Harvard  occurred  the  same 


year,  1847,  that  Elizabeth  Blackwell  was  admitted  to 
the  Geneva  Medical  College.  Dr.  Hunt’s  appeal 
encouraged  the  organization  of  the  Female  Medical 
Education  Society  and  the  opening  of  the  Boston 
Female  Medical  College.1 

New  England  Female  Medical  College 

The  New  England  Female  Medical  College  opened 
in  1848  as  the  Boston  Female  Medical  College;  its 
object  was  to  train  nurses,  midwives,  and  female 
physicians.  At  first  it  was  not  authorized  to  grant  a 
doctor  of  medicine  degree;  for  the  first  years  mid- 
wives were  trained,  and  in  1854,  without  a charter, 
four  women  were  graduated  in  medicine.  However, 
in  1856  there  was  a proper  charter,  and  the  name  was 
changed  to  the  New  England  title.  Frances  S.  Cooke, 
M.D.,  a graduate  of  1857,  became  a member  of  the 
faculty,  and  Dr.  Zakrzewska  came  in  1859  to  be  pro- 
fessor of  obstetrics.  During  its  existence  90  women 
were  graduated  in  medicine,  including  Rebeccp  Lee, 
M.D.,  who,  in  1864,  was  the  first  Negro  woman  to 
receive  her  M.D.  Other  prominent  graduates  in- 
cluded Lucy  E.  Sewall,  M.D.,  Helen  Morton,  M.D., 
Mary  Harris  Thompson,  M.D.,  who  went  on  fo  Chi- 
cago, and  Martha  A.  Sawin,  M.D.,  who  pursued  her 
studies  further  at  the  Female  Medical  College  of 
Pennsylvania.  Dr.  Sawin  was  the  first  woman  with 
a diploma  from  a chartered  medical  school  to  practice 
in  Boston;  she  started  her  training  as  a member  of  the 
first  class  enrolled  at  the  Boston  Female  Medical 
College.  Probably  she  received  a certificate  in 
midwifery,  hut  it  was  evident  to  her  that  she  needed 
to  go  elsewhere  for  a medical  degree.  And  so  she  was 
in  the  original  class  graduated  from  the  Female 
Medical  College  of  Pennsylvania  on  December  30, 
1851.  Lucinda  S.  Hall  also  started  her  training  in  the 
first  class  at  the  Boston  Female  Medical  College,  and 
furthered  her  study  at  the  Eclectic  Medical  School 
in  Worcester,  Massachusetts,  receiving  her  medical 
degree  June  23,  1852.  This  school  was  the  first  such 
to  he  authorized  in  New  England.1 

New  England  Hospital  for  Women  and 
Children 

Dr.  Sewall  and  Dr.  Morton  served  and  collaborated 
with  Dr.  Zakrzewska  in  developing  the  New  England 
Hospital  for  Women  and  Children.  The  story  of  Dr. 
Zakrzewska  and  her  gargantuan  accomplishments 
has  already  been  recounted,  since  she  founded  in- 
stitutions both  in  New  York  and  in  New  England 
(Fig.  6).  Dr.  Sewall  went  to  the  PIniversity  of  Zurich 
to  do  postgraduate  work,  and  received  an  honorary 
degree  from  the  Female  Medical  College  of  Penn- 
sylvania. When  Sophia  Jex-Blake,  later  to  become 
an  eminent  physician,  originally  came  from  Britain 
in  search  of  occupational  freedom,  she  encountered 
Dr.  Sewall  and  Dr.  Zak,  and  their  valorous  efforts 
against  disease  inspired  her  to  enter  medicine  and 
spurred  her  continuing  attempts  to  open  doors  to 


1152  New  York  Slate  Journal  of  Medicine/June  1977 


FIGURE  6.  Marie  Zakrzewska,  M.D.  (American  Women's 
Hospitals  Service,  Inc.). 


women  in  medicine. 

Susan  Dimock,  M.D.,  with  Mary  Putnam  Jacobi, 
M.D..  was  the  other  bright  star  who  graduated  from 
a European  university,  in  1871;  Dr.  Dimock  received 
her  doctor  of  medicine  degree  with  honors  from  the 
University  of  Zurich  (Fig.  7).  She  had  majored  in 
surgery.  On  her  return  she  joined  the  staff  of  the 
New  England  Hospital  and  there  assisted  Dr.  Zak  in 
organizing  a school  of  nursing.  With  Sophia  Jex- 
Blake  she  tried  to  be  admitted  to  Harvard  for  post- 
graduate study,  but  both  were  rejected.  At  the  age 
of  28  she  made  a second  trip  to  Europe;  on  the  return 
trip  the  ship,  the  S.S.  Schiller  was  wrecked  and  she 
lost  her  life.  A street  in  Boston  near  the  New  En- 
gland Hospital  was  named  for  her.1 
Pennsylvania 

Philadelphia,  the  City  of  Brotherly  Love,  was, 
until  recently,  the  great  city  that  contained  two  seg- 
regated medical  schools,  one  exclusively  for  males, 
Jefferson,  and  one  exclusively  for  female  students, 
Woman's  Medical  College.  Supported  and  encour- 
aged by  the  Quakers,  medical  education  came  early 
to  Philadelphia,  however,  for  it  was  there  that  the 
first  school  of  medicine  was  founded  in  the  United 
States,  the  University  of  Pennsylvania  school  in  1765. 


FIGURE  7.  Susan  Dimock,  M.D.  (American  Women’s 
Hospitals  Service,  Inc.). 


It  was  again  through  the  championing  of  the  Quakers 
that  the  Female  Medical  College  of  Pennsylvania  was 
incorporated  in  March,  1850,  opening  in  October.1 
Its  name  was  later  changed  to  the  Woman’s  Medical 
College  of  Pennsylvania;  recently  the  word  “Wom- 
an’s” was  deleted. 

Woman’s  Medical  College  of  Pennsylvania 

Before  the  Female  Medical  College  opened,  it  was 
necessary  for  any  who  wished  to  matriculate  for  a 
diploma  in  a medical  school  of  good  standing  to  have 
had  two  years  of  study  with  a preceptor;  when  the 
new  school  opened,  women  were  ready.  In  the  in- 
corporation, 7 men  were  named,  21  trustees,  with  6 
medical  men  on  the  first  faculty.  No  women  were 
named,  but  40  students  enrolled  for  the  1850  to  1851 
year,  and  8 of  these  were  candidates  for  the  M.D. 
degree,  the  others  being  potential  candidates.  At  the 
first  commencement,  on  December  30,  1851,  those 
eight  women  received  their  diplomas.  The  charge 
to  the  gradutates  was  given  by  Joseph  Longshore, 
M.D.,  whose  sister-in-law,  Hannah  Myers  Longshore, 
was  one  of  the  eight.1 

The  Longshores.  Dr.  Longshore  recognized  the 
need  for  a medical  school  for  women  because  of  the 
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FIGURE  8.  Joseph  Longshore,  M.D.  (American  Women  s 
Flospitals  Service,  Inc.). 


able  women  in  his  family  (Fig.  8).  His  sister,  Anna 
Mary  (Potts)  and  sister-in-law,  Hannah  Mvers 
(Longshore),  were  students  at  his  clinic.  Other 
Quaker  physicians  taught  medicine  to  women.  Dr. 
Hannah  was  among  the  first  to  graduate  from  the 
Female  Medical  College,  and  was  soon  on  the 
teaching  staff  of  the  school.  She  was  the  first  woman 
with  a diploma  from  a chartered  medical  college  to 
hang  out  her  shingle  in  Philadelphia,  and  she  devel- 
oped a large  practice.1 

Penn  Medical  University.  Dr.  Joseph  advo- 
cated eclecticism,  and  with  Abraham  Livezey,  M.D., 
he  departed  the  Female  Medical  College  and,  in  1853, 
started  the  Penn  Medical  University.  Dr.  Hannah 
withdrew  to  Penn  Medical  to  demonstrate  anatomy. 
Her  sister,  Jane  Viola  Myers,  and  half-sister,  Mary 
Frame  Mvers  (Thomas),  who  had  also  studied  with 
Dr.  Joseph,  received  their  medical  degrees  from  Penn 
Medical,  the  school  that  granted  an  honorary  degree 
to  Samuel  Gregory,  who  promoted  the  Boston  Fe- 
male Medical  College  and  was  dean  when  Dr.  Za- 
kr/.ewska  came  to  Boston  to  teach  obstetrics  and 
gynecology  there.  By  1864  Penn  Medical  had 
graduated  about  70  women,  more  than  any  of  the 
others  at  the  time.  It  closed  in  1881,  after  Dr.  Jo- 
seph’s death.1 

Ann  Preston.  The  Female  Medical  College  of 
Pennsylvania,  the  first  authorized  medical  school  for 
women  in  the  United  States,  opened  in  1850;  it  was 


FIGURE  9.  Ann  Preston,  M.D.  (American  Women's  Flos- 
pitals Service,  Inc.). 

a “regular”  school  with  irrefutable  standards,  but 
medical  societies,  medical  colleges,  and  hospitals 
united  against  it  to  excommunicate  it  along  with 
eclectic  and  other  cults  that  admitted  women  stu- 
dents. The  school  nearly  failed,  but  for  Ann  Preston, 
M.D.  (Fig.  9). 

She  was  born  in  December,  1813,  a Quaker.  An 
invalid  mother  and  the  death  of  two  sisters  left  her 
in  charge  of  the  family  and  six  brothers.  In  her  mind 
“housework”  and  “pathology”  were  connected.  In 
1848  she  studied  in  class  with  Nathaniel  R.  Moseley, 
M.D.,  and  in  1850  was  one  of  the  first  students  to 
enroll  in  the  new  school,  and  was  one  of  the  eight 
graduating  in  1851. 1 Hers  was  a great  talent  for 
teaching,  and  she  remained  at  the  school,  where  she 
soon  realized  the  need  for  bedside  instruction  and  a 
hospital.  She  managed  to  take  her  students  to  some 
of  the  clinics  in  Philadelphia.14  Her  life  was  merged 
with  the  school’s  until  her  death  in  1872.  She  was 
over  38  when  she  graduated,  42  when  she  became 
professor  of  physiology,  and  53  when  she  was  elected 
dean.  Dr.  Preston  was  eight  years  older  than  Eliz- 
abeth Blackwell  and  nine  years  older  than  Lydia 
Folger  Fowler.  All  three  were  ahead  of  their  time  on 
matters  of  public  healt  h and  psychosomatic  concepts. 
Dr.  Preston  practiced  conscientiously,  but  the  Fe- 
male Medical  College  was  her  first  concern.11 

To  obtain  clinical  experience  for  the  women  stu- 
dents, the  Quakers  of  Philadelphia  had  stubbornly 
insisted  that  t he  women  be  admitted  to  clinical  lec- 
tures in  public  hospitals  there;  their  presence  was 
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resented,  and  the  male  students  demonstrated 
against  them.  As  a result  the  medical  schools  and 
hospitals  adopted  a remonstrance  against  clinical 
instruction  of  mixed,  male  and  female,  classes. 
Concurrent  action  was  taken  hy  medical  men  and 
societies;  each  “consideration”  was  answered  equably 
and  plainly  from  the  school  office.  All  female  med- 
ical schools  were  condemned  by  the  county  medical 
society;  Dr.  Preston  always  had  to  he  ready  on  the 
defensive.  A resolution  of  excommunication  by  the 
Pennsylvania  State  Medical  Society  in  1859  nearly 
closed  the  school  for  good. 

Dr.  Preston  realized  that  a hospital  conducted  by 
women  was  needed,  hut  the  Civil  War  was  her  con- 
firmation. She  sent  a graduate  of  1855,  Emeline 
Horton  Cleveland,  M.D.,  to  Paris  to  study  obstetrics 
and  gynecology.  After  the  Civil  War  the  college  was 
a going  concern  with  its  own  hospital.  Dr.  Cleveland 
became  the  foremost  woman  surgeon  in  Philadelphia; 
she  was  put  in  charge  of  the  hospital,  and  treatment, 
including  operations,  was  free. 

Hut  Dr.  Preston  still  had  her  troubles  with  the 
opposition.  She  advocated  passive  resistance,  but 
when  this  did  not  work,  she  defended  women  in 
medicine  with  her  writing  and  in  open  discussion. 
She  met  prejudice  with  reason  and  fact,  asking  only 
for  a fair  deal.1  Even  when  the  Philadelphia  County 
Medical  Society  rose  in  the  full  majesty  of  its  preju- 
dice and  passed  “resolutions  of  excommunication 
against  every  graduate  of  Woman’s  Medical  College,” 
the  charges  were  ably  refuted.15  Her  influence  ex- 
tended to  New  York,  Boston.  Chicago,  even  Edin- 
burgh; wherever  women  struggled  for  a place  in 
medicine.1 

After  she  was  made  dean  in  1866,  the  corporators 
and  faculty  asked  for  a repeal  of  the  1859  state 
medical  society  resolution  regarding  professors  and 
graduates  of  female  medical  colleges.  Their  request 
was  ignored,  and  was  followed  the  next  year  by  a 
manifesto,  detailing  the  limitations  of  woman  and  her 
duties— her  general  unfitness  for  the  practice  of 
medicine.  Dr.  Preston  pointed  out  the  facts  of 
woman's  sphere  and  the  vitality  of  a cause  that 
triumphed  over  obstacles.  The  remonstrance  bv 
medical  men  was  answered  by  the  dean  and  secre- 
tary, point  by  point.  In  1867  the  name  was  changed 
to  the  Woman’s  Medical  College  of  Pennsylvania.1 

When  Dr.  Preston  became  dean,  with  her  at  the 
school  were  Dr.  Cleveland,  obstetrics  and  gynecology; 
Mary  Scarlett-Dixon,  M.D..  anatomy;  Rachel  Bodley, 
chemistry,  and  three  able  men.  The  course  of  study, 
as  in  all  medical  schools  of  good  standing,  ran  for  5 
months;  the  selfsame  course  was  repeated  the  second 
year;  a total  of  10  months.  During  her  tenure  the 
first  medical  missionaries  were  graduated  from  the 
college  and  sent  to  India;  she  was  the  eminent  woman 
physician  who  brought  results.  She  was  physician, 
poet,  and  prophet.  Before  her  death,  138  students 
had  graduated;  there  have  been  about  3,000  since, 
with  about  160  as  medical  missionaries.  Service  in 


the  foreign  fields  was  promoted  by  her  successors 
Frances  Emily  White,  M.D.,  Clara  Marshall,  M.D., 
and  Martha  Tracy,  M.I).  Schools  and  hospitals  were 
opened  by  these  women  in  the  Orient  where  women 
surgeons  and  physicians  were  needed  desperately. 
In  the  process,  promising  students  from  India,  China, 
and  other  parts  of  the  world  were  sent  to  Philadel- 
phia for  further  training.  The  school  was  duly  reg- 
istered Grade  A by  the  AMA  during  the  medical 
reformation  of  the  1900s.1 

Dr.  Preston  died  in  1872  and  was  succeeded  by  Dr. 
Cleveland,  who  served  for  two  years.  Dr.  Cleveland 
was  the  first  in  line  of  women  surgeons.  She  had 
hoped  and  expected  to  serve  as  a medical  missionary 
with  her  husband,  the  Rev.  G.  B.  Cleveland;  but  be- 
cause his  health  had  failed,  their  plans  were  changed, 
and  she  remained  at  the  college.  She  died  in  1878  at 
the  age  of  49,  and  was  followed  by  Rachel  Bodley, 
who  was  awarded  an  honorary  M.D.  degree;  she  too 
promoted  missionary  service.1 

The  Woman’s  Medical  College  survived  other 
colleges  for  women  because  of  the  basic  conviction 
that  there  was  a need  for  a medical  college  in  which 
qualified  women  were  given  priority  as  students, 
faculty,  and  staff.  Also,  it  had  the  generous  financial 
support  of  the  Commonwealth  of  Pennsylvania.15 

Other  notable  graduates.  Clara  Swain,  who 
graduated  in  1870,  became  a missionary,  and  evi- 
dently made  her  mark.  She  received  the  gift  of  an 
elephant  from  a grateful  maharajah.  And  Alice 
Bennett,  M.D.  (1876)  became  the  medical  superin- 
tendent of  the  Department  of  Women  in  the  Penn- 
sylvania State  Hospital  for  the  Insane  in  Norristown, 
the  beginning  of  an  important  field  for  women  which 
has  since  extended.15  Ella  B.  Everitt,  who  was  born 
in  1866  in  Danville,  Pennsylvania,  received  her 
medical  degree  in  1891  from  the  Woman’s  Medical 
College  and  became  chief  of  staff  of  the  hospital.  She 
did  much  Christian  mission  work  until  her  untimely 
death  in  1922.16 

Catharine  Macfarlane.  Renowned  as  surgeon 
and  teacher.  Catharine  Macfarlane  graduated  from 
the  Woman’s  Medical  College  in  1898,  where  she 
became  a member  of  the  faculty  in  obstetrics.  In 
1922  she  was  made  professor  of  gynecology,  and  in 
1926  she  was  also  on  the  gynecology  and  obstetrics 
staff  of  the  Philadelphia  General  Hospital.  She  was 
elected  president  of  the  Obstetrical  Society  of  Phil- 
adelphia in  1943,  the  first  woman  to  hold  that  posi- 
tion. Her  driving  interest  was  in  the  control  of  can- 
cer; she  was  on  the  cancer  commission  of  the  State  of 
Pennsylvania,  and  in  1938  initiated  cancer  control 
research  at  Woman’s  Medical  College.  The  Gimbel 
award  for  “outstanding  service  to  humanity”  was 
given  her  in  1940. 17 

Featured  on  the  Ralph  Edwards  television  show, 
“This  is  Your  Life,”  on  February  22,  1956,  she  hit  the 
jackpot  of  national  fame.  She  was  acclaimed,  and 
was  given  machines  and  equipment  she  very  much 
wanted  for  her  research.  Dr.  Macfarlane  was  the 
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first  physician  in  Philadelphia  to  use  radium  in  a 
cancer  detection  and  research  clinic.18 

Maryland  and  Washington,  D.C. 

Baltimore 

Johns  Hopkins  University.  -Johns  Hopkins 
was  a r Quaker  merchant  and  hanker  who  made  a 
fortune  of  some  $7  million.  At  the  age  of  72  he  de- 
cided to  leave  half  his  fortune  to  found  a university 
and  half  for  a hospital,  and  bills  for  both  were  passed 
in  1867.  The  university  opened  in  1867,  the  hospital 
in  1889,  and  the  school  of  medicine  in  1893.  Mr. 
Hopkins  selected  the  site  for  the  hospital  and  bought 
the  land;  he  died  in  1873. 19  From  the  beginning, 
women  were  admitted  to  the  medical  school  on  the 
same  basis  as  men,  with  very  high  standards  in  effect. 
That  women  were  admitted  came  about  because  Miss 
Mary  Garrett  gave  about  $400,000  on  condition  that 
women  be  included  on  equal  terms  with  men.19 

Florence  Rena  Sabin.  And  so  it  was  that  in  1896 
Florence  Rena  Sabin  (1871  to  1953)  entered  Johns 
Hopkins  and  was  a first  woman  graduate  in  1900. 
She  was  also  the  first  woman  to  teach  there,  becom- 
ing an  associate  professor  of  anatomy  and  professor 
of  histology  from  1917  to  1925. 20 

She  was  renowned  for  her  work  in  anatomy  and 
her  research  in  tuberculosis.  From  1925  to  1938  she 
was  with  the  Rockefeller  Institute  for  Medical  Re- 
search, its  first  woman  member,  and  was  also  a 
member  of  the  National  Academy  of  Sciences. 
Many  honors  and  awards  came  to  her  for  her  out- 
standing contributions  to  medical  science.  In  1949 
she  was  Commissioner  of  Health  and  Charities  in 
Denver,  Colorado;  was  vice-president  of  the  Ameri- 
can Public  Health  Association;  did  a survey  of  health 
conditions  in  Colorado;  and  crusaded  and  lectured 
until  the  state  legislature  passed  acts  to  carry  out 
preventive  health  measures. 

Other  graduates.  Many  of  those  whose  names 
have  become  well  known  in  the  field  have  been 
graduates  of  Johns  Hopkins,  including  Louise 
Pearce,  M.I).,  Esther  L.  Richards,  M.D.,  and  Helen 
Brooke  Taussig,  M.D.,  who,  with  Alfred  Blalock, 
M.I).,  devised  the  surgical  procedure  that  was  to 
save  the  lives  of  “blue  babies”  (Fig.  10). 1 

AMA  reform.  The  AMA  (American  Medical 
Association)  was  organized  in  1847,  and  by  1870  there 
were  527  women  physicians  registered  in  the  United 
States.1  During  the  first  decade  of  the  twentieth 
century  the  AMA  took  measures  to  raise  the  stan- 
dards of  medical  education,  for  schools  ranged  from 
the  best  to  quack  diploma  mills.  Reform  really 
began  in  1905,  and  Dr.  Abraham  Flexner  made  his 
now-famous  report  entitled  “Medical  Education  in 
the  United  States  and  Canada,”  published  in  1910. 
This  report  was  seconded  by  the  AMA  Council  on 
Medical  Education,  and  the  repercussions  forced 
some  medical  schools  to  close,  others  to  improve 


FIGURE  10.  Helen  Brooke  Taussig,  M.D.  (American 
Women's  Hospitals  Service,  Inc.). 


radically.  It  was  an  explosive  document,  a study  of 
all  medical  schools;  those  that  came  off  with  a com- 
paratively clean  bill  of  health,  such  as  Johns  Hopkins 
and  the  Woman’s  Medical  College  of  Pennsylvania, 
had  cause  to  rejoice;  but  also,  in  conscience,  they 
knew  they  must  keep  up  their  standards  and  improve 
constantly,  not  rest  on  their  laurels.21 

Claribel  Cone  and  Gertrude  Stein.  A bit  before 
Dr.  Sabin,  Claribel  Cone  had  graduated,  in  1890, 
from  the  Woman’s  Medical  College  of  Baltimore, 
which  existed  from  1882  to  1910.1  Dr.  Cone  had  been 
born  in  Tennessee,  and  had  gone  to  Baltimore  at  the 
end  of  the  Civil  War.22  From  1893  she  worked  with 
William  Welch,  M.D.,  who  was  professor  of  pathology 
at  Johns  Hopkins,  at  the  same  time  being  professor 
of  pathology  at  her  own  college.  She  then  spent 
considerable  time  in  pathology  laboratories  in  France 
and  Germany.  In  Europe  she  studied  with  Metch- 
nikov  and  Ehrlich.  It  was  Gertrude  Stein  who 
turned  her  interest  to  art.22  She  was  an  old  friend 
of  Miss  Stein,  who  had  been  a medical  student  at 
Johns  Hopkins  and  who  introduced  her  to  Matisse, 
Picasso,  and  many  other  as  yet  “undiscovered”  art- 
ists. With  her  sister,  Dr.  Cone  acquired  a notable 
group  of  pictures,  and  the  Cone  collect  ion  was  given 
to  the  Baltimore  Museum  of  Art.1 

Washington,  D.C. 

Among  early  women  physicians  was  May  Davis 
Baker,  who  was  born  in  Ohio  in  1866.  She  and  her 
sister,  Carrie,  entered  the  Howard  University  Med- 
ical School  in  Washington,  D.C.,  and  received  the 
medical  degree  in  1896.  Dr.  May  gained  her  license 
and  practiced  for  50  years.  Then,  at  age  80,  during 
World  War  I,  she  took  up  her  work  again  in  Penn- 
sylvania, where  she  had  gone  to  be  with  her  son.  To 
do  this  she  had  to  pass  her  Pennsylvania  State 
Boards,  which  she  did  and  proceeded  to  fill  in  for 
young  physicians  who  had  gone  off  to  the  war.2,1 

Another  graduate  of  Howard  University  was  A. 
Frances  Foy,  M.I).,  in  1898.  She  was  born  in  Hon- 
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eyoe,  New  York,  and  practiced  in  Washington,  D.C., 
starting  in  directly  after  her  graduation.  Her  duties 
as  a family  physician  took  her  all  all  over  Washing- 
ton, and  she  made  her  rounds  on  foot,  riding  a bicy- 
cle, and  by  street  car,  sometimes  by  horse,  and  finally 
by  automobile.24 

Ohio  and  Michigan 

That  Elizabeth  Blackwell,  graduating  from  the 
Geneva  Medical  School  in  1849,  was  the  first  woman 
to  receive  a diploma  in  medicine  from  an  authorized 
medical  school  in  the  United  States  is  incontestable. 
That  this  immediately  opened  the  gates  to  women 
did  not  happen;  it  was  an  incident,  a passing  ripple; 
however,  the  consequences  were  important.  The 
following  year  Lydia  Folger  Fowler  graduated  from 
the  Rochester  eclectic  school.  There  were  medical 
colleges  in  Philadelphia  and  Boston,  but  medical 
education  for  women  was  a separate  enterprise. 
Originally  there  were  no  educated  women  for  facul- 
ties, and  regular  physicians  would  not  serve  in  schools 
for  women;  sectarian  professors  were  the  instructors, 
and  the  schools  were  called  "irregular.”  To  make 
any  headway,  a woman  needed  a licensed  physician 
as  her  preceptor. 

Western  Reserve  University 

A medical  college  had  opened  in  Cleveland  in  1843. 
Originally  the  Western  Reserve  College  was  in 
Hudson,  Ohio,  part  of  Connecticut’s  "W  estern  Re- 
serve.”13 

The  Cleveland  Medical  College  was  the  medical 
department  of  Western  Reserve  University.  John 
J.  Delamater,  M.D.,  the  dean,  believed  in  the  medical 
education  of  women  and,  as  an  experiment,  opened 
the  doors  to  them.  The  first  woman  to  graduate  was 
Nancy  Talbot  Clark  (1852),  followed  by  Emily 
Blackwell  (1854),  and  in  1856  Marie  E.  Zakrzewska, 
Cornelia  Green.  Elizabeth  Grissell,  and  Sarah  A. 
Chadwick.  After  1856  the  doors  were  again  closed 
to  women,  for  nearly  25  years.1 

Nancy  Talbot  Clark,  M.D.  Dr.  Clark  was  the 
first  woman  to  receive  her  medical  degree  west  of  the 
Allegheny  Mountains.  She  came  from  Massachu- 
setts, of  the  renowned  Talbot  family,  and  it  may 
well  be  that  she  was  chosen  for  the  experiment  as 
much  for  her  family  and  connections  as  for  her  in- 
tellectual capabilities.  She  received  her  degree 
March  2,  1852.  and  returned  to  Boston,  where  she 
practiced  for  three  years.  Dr.  Green,  incidentally, 
conducted  a sanitarium  in  New  York  State,  and  was 
particularly  concerned  with  the  care  of  those  in 
mental  distress.  Dr.  Zakrzewska  had  entered  the 
school  through  the  urging  of  Dr.  Elizabeth  Blackwell, 
whose  sister,  Emily,  was  a recent  graduate;  her  pre- 
ceptor was  Dr.  Delamater.  Her  accomplishments 
have  already  been  noted.1 

Dr.  Clark  was  also  the  first  woman  to  receive  her 
degree  from  a "regular”  school  established  for  men. 
She  was  widowed  and  childless  and  wanted  a medical 


career.  Her  family  was  learned,  and  she  must  have 
heard  many  heated  discussions  among  medical  men. 
When  she  returned  to  Boston  to  practice,  Harriet  K. 
Hunt,  M.D.,  and  Martha  A.  Sawin,  M.D.,  were  al- 
ready there.  Dr.  Clark  presented  her  credentials  to 
apply  to  the  Suffolk  County  Medical  Society,  whose 
censors  examined  candidates  who  were  qualified. 
Women  were  not  even  considered  when  the  society 
was  incorporated  and  the  bylaws  set  down.  The 
censors  passed  their  problem  to  the  councilors  and 
were  told  to  examine  only  male  candidates.  And  so 
the  matter  stood  for  20  years,  until  Emma  Louise 
Call.  M.D.,  w'as  accepted.1 

Woman’s  Hospital 

Another  British-born  medical  woman  was  Myra 
King  Merrick,  M.D.,  who  was  a graduate,  in  1852,  of 
the  Rochester  Eclectic  Medical  College.25  She  joined 
with  Kate  Parsons,  M.D.,  to  practice  medicine  in 
Cleveland,  and  in  May,  1878,  they  founded  the 
Women's  and  Children’s  Free  Medical  and  Surgical 
Dispensary.  This  was  incorporated  in  1894;  by  that 
time  it  had  moved  three  times  and  was  controlled  by 
women  physicians.  They  were  later  joined  by  Mar- 
tha Stone,  M.D.,  and  Martha  Canfield,  M.D.  A 
medical  school  grew  out  of  this  enterprise.  Dr. 
Parsons  told  how  women  students  were  jeered  at  and 
spit  balls  were  thrown  by  men  students.  In  1882  a 
brick  house  wjas  acquired  on  Webster  Street;  the 
women  wanted  to  organize  a hospital  to  provide  in- 
ternships for  women.26 

Finally,  in  1912,  the  Woman’s  Hospital  was  orga- 
nized. Clara  Kate  Clendon  was  the  niece  of  Dr. 
Parsons;  she  was  born  in  1868,  lived  in  Virginia,  and 
then  with  her  aunt.  She  graduated  from  the  Cleve- 
land Homeopathic  College  and  practiced  with  her 
aunt.26 

Michigan 

Anna  Mary  Longshore,  M.D.  Members  of  the 
Society  of  Friends,  known  as  Quakers,  were  the  in- 
struments through  whom  the  education  of  women  in 
medicine  became  a reality.  Anna  Mary  Longshore 
(Potts)  was  a member  of  the  first  class  to  graduate 
from  the  Female  Medical  College  of  Pennsylvania  in 
1851.  She  was  the  sister  of  Joseph  Longshore,  M.D., 
of  Philadelphia,  and  sister-in-law  of  Hannah  Myers 
Longshore,  M.D.  When  she  set  up  her  practice  in 
Adrian,  Michigan,  she  became  very  much  concerned 
in  the  movement  afoot  to  open  the  University  of 
Michigan  to  women.  After  1876  she  devoted  much 
time  to  delivering  lectures  on  health.  In  fact,  her 
lecturing  took  her  completely  around  the  world  on 
a tour  that  lasted  12  years. 

University  of  Michigan.  The  University  of 
Michigan  Department  of  Medicine  and  Surgery  was 
the  first  state  university  to  admit  women,  followed 
closely  by  the  State  University  of  Iowa  College  of 
Medicine,  both  in  1870.  The  first  diploma  to  a 
woman  was  given  in  1871.  As  other  state  colleges 
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became  coeducational,  separate  schools  declined,  for 
they  were  no  longer  necessary;  most  of  them  merged 
with  other  institutions  or  closed  their  doors.1 

Amanda  Sanford,  M.D.,  a Quaker,  was  the  first 
woman  to  receive  a degree  from  Michigan.  She  had 
already  graduated  from  the  Woman’s  Medical  Col- 
lege of  Pennsylvania  and  had  interned  at  the  New 
England  Hospital  for  Women  and  Children,  when 
she  heard  that  Michigan  had  opened  to  women 
medical  students.  With  Anna  Louise  Call  and  Eliza 
M.  Mosher,  another  Quaker,  she  enrolled,  and  within 
five  years  all  three  had  received  their  diplomas. 
With  her  credits  from  the  Woman’s  Medical  College, 
Dr.  Sanford  was  able  to  graduate  in  November,  1871, 
and  her  firstness  brought  about  special  attention  and 
honor.  Dr.  Call  was,  in  1884,  accepted  in  the  Mas- 
sachusetts Medical  Society. 

Another  Michigan  graduate,  Catherine  Lindsay, 
M.D.,  a Seventh-Day  Adventist,  was  connected  with 
the  Battle  Creek  Sanitarium  and  with  missions  in 
South  Africa.  Elizabeth  H.  Bates,  M.D..  left  an  es- 
tate worth  $140,000  to  the  Michigan  school  to  es- 
tablish the  Bates  professorship  in  diseases  of  women 
and  children,  in  1898. 

Not  only  did  the  University  of  Michigan  have  its 
Department  of  Medicine  and  Surgery,  but  also  it 
absorbed  the  Detroit  Homeopathic  Medical  College, 
which  became  the  Michigan  Homeopathic  Medical 
School  of  the  university  when  it  was  organized  in  Ann 
Arbor  in  1 875. 1 

Michigan  pioneers.  Grand  Rapids  was  the  city 
where  Frances  A.  Rutherford  M.D.,  another  graduate 
of  the  Female  Medical  College,  carried  on  her  prac- 
tice. In  1870  she  was  appointed  City  Physician,  and 
influenced  social,  educational,  and  political  af- 
fairs.1 

Amy  Garrison  Kimball  was  born  in  Glasgow, 
Scotland,  in  1847,  and  was  moved  with  her  family  to 
Boston  in  1849.  Amy’s  mother  graduated  from  the 
Boston  Female  Medical  College  (1862),  and  both 
parents  were  physicians.  For  two  years  she  attended 
lectures  at  Harvard,  and  then  went  to  the  Medical 
College  of  Michigan;  after  two  and  a half  years  she 
found  that  the  school  would  not  grant  diplomas  to 
women,  and  so  she  entered  the  New  England  Hos- 
pital for  Women  and  Children,  and  was  a resident 
under  Dr.  Zakrzewska.  From  Boston  she  went  to 
Cleveland,  and  finally  graduated  with  her  medical 
degree  from  Western  Reserve  University  in  1877. 
She  was  one  of  the  first  members  of  the  AM  A and 
practiced  in  Jackson,  Michigan,  where  she  helped 
found  the  Jackson  City  Hospital.  However,  she  was 
often  called  to  Detroit  to  assist  Donald  MacLean, 
M.D.  He  called  her  his  “good  right  hand,”  lor  her 
hand  was  narrow  and  collapsible,  and  he  depended 
on  her  tactile  diagnoses.27 

Under  the  aegis  of  the  University  of  Michigan 
Department  of  Medicine  and  Surgery,  Mary  'Theresa 
( Ireene  received  her  medical  degree  in  1 890.  She  was 
from  Pike,  New  York,  and  with  Lillian  Craig  Randle 
founded  the  Riverside  Hospital,  later  known  as  La- 
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layette  General.  In  1897  she  went  to  Castile,  New 
York,  to  assist  her  aunt,  Cordelia  A.  Greene,  who  had 
taken  her  father's  place  at  the  Castile  Sanitarium, 
founded  in  1849.  Dr.  Greene  was  noteworthy  for  her 
contributions  in  the  field  of  tuberculosis  and  public 
health.28 

Lucy  M.  Arnold  graduated  from  the  Detroit 
Homeopathic  Medical  College,  where  she  became 
professor  of  diseases  of  women  and  children.  This 
school  was  discontinued  after  the  University  of 
Michigan  Homeopathic  Medical  School  was  orga- 
nized in  Ann  Arbor  in  1875.  And  around  1870,  Lu- 
cinda S.  Wilcox,  M.D.,  a homeopath,  was  known  as 
the  “first  lady  physician”  in  Detroit. 

Northward,  in  Ypsilanti,  Michigan,  Helen  Walker 
McAndrew  and  her  husband  were  Scottish  reformers. 
At  first  she  was  a practical  nurse,  but  she  recognized 
the  need  for  women  physicians  in  the  community. 
Encouraged  by  her  husband,  she  went  to  New  York 
City,  working  at  bookbinding  to  support  herself,  and 
studying  at  the  New  York  Hvgeio-Therapeutic  Col- 
lege. She  received  her  diploma  in  1855  and  returned 
to  Ypsilanti,  where  she  was  later  cited  by  the  Busi- 
ness and  Professional  Women’s  Club  there  as  its 
“most  distinguished  business  and  professional 
woman.”1 

Chicago  and  the  Midwest 

Chicago 

Mary  Harris  Thompson.  Mary  Harris 
Thompson  graduated  from  the  New  England  Female 
Medical  College  in  1863  and  became  the  leading 
woman  physician  in  Chicago.  Dr.  Thompson  was 
born  in  Upstate  New  York  in  1829.  She  went  to  the 
New  England  college  to  study  physiology,  expecting 
to  teach  in  Vermont.  At  the  same  time,  Dr.  Zak- 
rzewska was  establishing  the  New  England  Hospital 
for  Women  and  Children. 

Before  she  completed  her  Boston  course,  she 
served  for  a year  at  the  New  York  Infirmary  and 
visited  the  Female  Medical  College  of  Pennsylvania 
and  its  Woman's  Hospital.  After  her  graduation  she 
went  to  Chicago.  Because  of  the  Civil  War  she  could 
not  go  abroad  to  study,  as  she  had  originally  in- 
tended. In  Chicago  she  worked  with  the  U.S.  Sani- 
tary Commission,  meantime  laying  plans  for  a hos- 
pital and  securing  funds. 

The  Chicago  Hospital  for  Women  and  Children 
opened  in  May,  1865,  later  to  be  named  the  Mary 
Thompson  Hospital.  In  1866  and  again  in  1869  it 
was  moved  to  larger  quarters,  with  Dr.  Thompson 
serving  as  head  of  the  medical  and  surgical  service 
from  1865  to  1 895.  She  realized  the  need  for  further 
study,  and  applied  to  Rush  Medical  College, but  was 
rejected.  However,  the  interest  of  her  friends  was 
aroused;  through  William  H.  Byford,  M.I).,  women 
were  admitted  to  Chicago  Medical  College  in  1869. 
She,  Julia  A.  Cole,  and  Augusta  Kent  enrolled  and 
finished  two  successful  terms;  but  the  action  was 


rescinded  the  following  year.  Dr.  Thompson  was  41. 
Finally,  on  August  2,  1890,  she  received  the  only 
medical  degree  ever  conferred  on  a woman  by  the 
Chicago  Medical  College. 

A meeting  at  Dr.  Byford's  off  ice  planned  the  pre- 
liminary steps  for  opening  the  medical  college  which 
was  conducted  in  connection  with  the  Mary 
Thompson  Hospital.  Seventeen  students  were 
matriculated,  and  the  second  course  opened  October 
3,  1871.  -Just  four  days  later  Mrs.  O’Leary’s  famous 
cow  started  the  Chicago  fire,  and  the  hospital  and 
school  were  burned  out.  Dr.  Thompson  set  up  an 
emergency  hospital  in  a house  and  barn.  Several 
year  later  (1886)  a building  in  a medical  center  was 
converted  to  their  use.  Dr.  Thompson  was  professor 
of  clinical  obstetrics  and  diseases  of  women,  and 
limited  her  teaching  to  clinical  instruction. 

She  was  admitted  to  membership  in  the  Chicago 
Medical  Society  (1873),  the  Illinois  State  Medical 
Society  (1875),  and  the  AMA  in  1886.  She  died  on 
May  31,  1895,  and  her  work  was  carried  on  under 
Lucy  Waite,  M.D.,  and  then  Bertha  Van  Hoosen, 
M.D.  In  1927  the  hospital’s  name  was  again 
changed,  to  the  Women  and  Children’s  Hospital  of 
Chicago.1 

Early  graduates  of  the  school  included  Sarah 
Hackett  Stevenson,  M.D.  (1874),  Marie  Josepha 
Mergler,  M.D.  (1879),  and  Eliza  H.  Root,  M.D. 
( 1882),  all  of  whom  served  on  the  faculty  and  on  the 
staff  of  the  hospital.  All  three  did  postgraduate  work 
in  Europe.  Dr.  Stevenson  returned  from  France,  was 
professor  of  physiology  at  the  school,  and  later 
headed  the  obstetrics  department.  She  served  on 
thd  Illinois  State  Board  of  Health  and  was  the  f irst 
woman  delegate  to  the  AMA.  Dr.  Mergler  returned 
from  Zurich  to  serve  in  Dr.  Byford’s  Woman’s  Hos- 
pital and.  at  Dr.  Byford’s  death,  was  made  president 
of  the  Woman's  Medical  College  and  professor  of 
gynecology.  Dr.  Root  served  both  the  school  and  the. 
hospital  and.  when  she  returned  from  Vienna,  was 
appointed  professor  of  obstetrics  and  dean  of  the 
school,  which  had  been  absorbed  by  Northwestern 
University  at  the  end  of  1892.  It  had  been  renamed 
Northwestern  University  Woman’s  Medical  School. 
Gradually,  as  medical  colleges  became  coeducational, 
the  enrollment  at  the  school  decreased,  and  in  1902 
it  was  closed.  Northwestern  University  did  not 
admit  women  for  over  20  years  after  that.  During 
her  career.  Dr.  Root  edited  the  Medical  Woman's 
Journal  for  a period.1 

Margaret  Caldwell.  Margaret  Caldwell’s  father 
wanted  her  to  marry  an  admirer,  but  she  was  not  of 
that  mind.  A cousin  worked  for  a physician  in  Chi- 
cago; the  two  exchanged  places,  and  the  cousin 
married  the  young  man.  Meanwhile  Margaret,  who 
had  been  born  September  10,  1845,  entered  the 
Woman’s  Hospital  Medical  College  of  Northwestern 
University  and  graduated  in  1876.  Waukesha  was 
famous  for  its  mineral  springs,  and  she  walked  there 
from  Pewaukee  to  open  an  office;  transportation  was 
difficult,  and  once,  on  her  way  to  deliver  a baby,  she 


used  a hand  car  on  the  Milwaukee  Railroad.  In  the 
course  of  time  she  directed  a sanitarium.29 

Leila  Bedell.  A woman  who  was  into  everything 
was  Leila  Gertrude  Bedell,  M.D.,  who  had  graduated 
from  Boston  University  School  of  Medicine, 
homeopathic,  which  had  absorbed  the  New  England 
Female  Med  ical  College.  I n t he  early  1 880s  she  de- 
veloped a large  practice  and  was  active  in  public  af- 
fairs and  civic  betterment.  She  was  president  of  t he 
Chicago  Woman’s  Club  and  one  of  the  founders  of 
the  General  Federation  of  Women’s  Clubs.1 

Mary  Elizabeth  Bates.  Mary  Elizabeth  Bates 
was  born  in  Manitowoc,  Wisconsin,  on  February  25, 
1861  and  graduated  in  1881  from  the  Woman’s 
Med  ical  College  (Northwestern  University)  of  Chi- 
cago.!0  She  was  the  first  woman  to  intern  at  the 
Cook  ( 'ounty  Hospital,  from  April.  1881 , to  October, 
1882,  starting  when  she  was  only  20  years  of  age. 
Warned  of  the  pranks  of  other  staff  members,  she 
kept  her  door  closed  that  first  year.  However,  she 
was  accepted,  and  at  t he  end  of  her  service  her  room 
was  invaded.  She  was  lifted  from  her  bed,  curl  pa- 
pers and  all,  and  wafted  by  stretcher  to  surgery, 
where  a feast  was  spread  in  her  honor.  Her  standing 
was  second  only  to  Frank  Billings,  M.D.,  which  was 
no  mean  feat.  Later  she  studied  at  Heidelberg  and 
Vienna.  Still  in  her  twenties,  she  was  professor  of 
anatomy  at  the  Woman’s  Medical  College,  from  1885 
to  1890.  Because  of  her  health,  she  moved  to  Denver 
in  1891.  where  she  did  social  welfare  work  and  pro- 
moted laws  to  protect  women,  children,  and  animals. 
Along  the  way  she  invested  in  oil  wells,  and  left  good 
stock  to  the  American  Women’s  Hospitals  when  she 
died  in  1954  at  the  age  of  93.:,° 

Bertha  Van  Hoosen.  A redheaded  dynamo, 
Bertha  Van  Hoosen  graduated  from  the  University 
of  Michigan  and.  in  the  1890s,  hung  out  her  shingle. 
Byron  Robinson,  M.D..  head  of  the  gynecology  clinic 
at  the  Marv  Thompson  Hospital,  had  a fetish  about 
training  women  in  surgery.  His  wife,  Lucy  Waite, 
M.D.,  was  a surgeon,  and  Dr.  Van  Hoosen  was  soon 
his  top  trainee.  She  loved  surgery  and  anatomy. 
Following  Dr.  Mergler  she  was,  in  1901.  made  pro- 
fessor of  gynecology  at  the  Woman’s  Medical  College; 
there  she  worked  also  with  Emma  K.  Willits,  M.D., 
who  later  went  to  San  Francisco.  When  North- 
western University  Woman’s  Medical  School  closed 
in  1902,  Dr.  Van  Hoosen  became  professor  of  clinical 
gynecology  at  the  College  of  Physicians  and  Surgeons 
of  Chicago,  the  school  of  medicine  of  the  LIniversity 
of  Illinois. 

In  time  of  trouble  she  reorganized  the  Mary 
Thompson  Hospital  and  gave  financial  support 
during  a critical  period.  Somewhat  later  she  took  the 
Cook  County  Hospital  examination  and  gained  the 
highest  position  on  the  gynecology  staff,  and  there 
she  served  many  years.  She  was  later  made  professor 
of  obstetrics  and  acting  head  of  the  department  of  the 
Loyola  University  School  of  Medicine.  And  for  a 
time  she  served  as  editor  of  the  Medical  Woman's 
Journal. 1 
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She  became  a member  of  the  AM  A and  of  her  state 
and  county  medical  societies,  and  in  1904  found  an 
AMA  meeting  dreary.  Women,  she  realized,  could 
stand  together  on  the  outside,  hut  inside  those 
meetings  they  sat  alone:  they  would  be  more  effec- 
tive organized  together.  Ergo,  in  November  of  1915, 
she  called  a meeting  at  the  Chicago  Women’s  Club 
where  was  organized  the  Medical  Women’s  National 
Association,  later  to  become  the  American  Medical 
Women’s  Association. 

At  this  time,  World  War  I was  raging;  as  first 
president  of  the  Association,  Dr.  Van  Hoosen  ap- 
pointed a War  Service  Committee  that  organized  the 
American  Women’s  Hospitals,  sending  units  of 
women  physicians,  nurses,  other  medical  personnel, 
and  equipment  during  the  war  and  following  to  bring 
medical  aid  to  devastated  countries  and  people 
abroad,  gradually  expanding  service  to  the  needy 
both  at  home  and  overseas. 

Meanwhile  the  Association  expanded  and  local 
societies  were  formed;  a quarterly  bulletin  was  es- 
tablished. Dr.  Van  Hoosen  died  at  the  age  of  89  in 
June,  1952,  while  the  American  Medical  Women’s 
Association,  which  she  had  nurtured  and  continued 
to  care  for,  was  in  session  in  Chicago.1 

Alice  Hamilton.  Hull  House  has  long  been  as- 
sociated with  the  names  Jane  Addams  and  Alice 
Hamilton,  M.D.  Dr.  Hamilton  was  born  into  wealth 
and  was  a pioneer  in  industrial  medicine.  She  was 
born  February  27,  1869,  in  New  York  City,  and  was 
taken  to  Fort  Wayne,  Indiana,  receiving  her  medical 
degree  from  the  University  of  Michigan  in  1893.  Her 
sister,  Edith,  was  the  well-known  classicist. 

Dr.  Hamilton  proceeded  to  Johns  Hopkins  where 
she  worked  with  the  greats  there:  Osier,  Flexner, 
Welch,  and  Kelly.  In  1897  she  turned  to  Chicago,  to 
Jane  Addams  and  Hull  House.  At  the  Woman’s 
Medical  College  she  was  made  professor  of  pathology 
in  1897.  As  survey  director  for  the  State  of  Illinois, 
she  studied  occupational  disease,  and  brought  her 
findings  to  the  entire  country.  Through  her,  laws  in 
industrial  medicine  were  promulgated  that  are  on  the 
books  of  all  the  states. 

For  22  years  she  maintained  her  base  at  Hull 
House,  until  she  was  called  to  Harvard  Medical 
School  as  assistant  professor  of  industrial  diseases, 
serving  there  from  1919  to  1935. 31  Dr.  Hamilton 
founded  industrial  medicine  in  the  United  States;  she 
investigated  poisonous  trades,  and  was  a special  in- 
vestigator in  the  Department  of  Labor.  In  the 
League  of  Nations  she  was  a health  organizer,  and 
was  on  President  Hoover’s  Commission  on  Social 
Trends.32 

Lunette  Powers.  “Michigan’s  Foremost  Family 
Doctor  for  1950”  was  the  citation  given  Lunette  I. 
Powers,  M.D.  Horn  in  1875,  she  graduated  from 
Northwestern  University  Woman’s  Medical  College 
in  1897.  An  around-the-clock  worker,  she  delivered 
over  5,000  babies,  practicing  in  Muskegon  for  50 
years.  During  World  War  II  she  sent  a weekly  letter 
to  medical  men  in  the  service.33 


Midwest 

In  1870,  the  State  University  of  Iowa  College  of 
Medicine  was  the  second  state  school,  after  Michigan, 
to  accept  women;  it  was  coeducational  from  its  start. 
No  woman  graduated  in  the  first  class,  but  in  the 
second,  1872,  two  women  received  their  degrees  in 
medicine:  Isabel  G.  Whitfield,  M.D.,  and  Anna  A. 
Shepard,  M.D.1 

Belle  Anderson  Gemmell.  Salt  Lake  City  was 
the  birthplace  of  Belle  Anderson  Gemmell,  whose 
father  was  a physician.  Her  sisters  and  uncles  also 
studied  medicine,  and  in  1884  she  graduated  from  the 
University  of  Michigan  Medical  School.  She  was 
interested  in  surgery  and  practiced  with  her  father, 
becoming  a county  physician  and  a member  of  the 
staff  of  St.  Mark’s  Hospital.  With  her  husband,  she 
went  to  Mexico  and  practiced  there.34 

Mary  Louise  Tinley.  Mary  Louise  Tinley  was 
graduated  from  the  University  of  Omaha  Medical 
College  in  1894  with  a 98.75  percent  average.  Her 
work  as  a physician  took  her  to  New  York  and  later 
to  Boston.  She  shared  an  office  with  her  brother, 
and  was  one  of  the  first  woman  drivers  in  Council 
Bluffs,  Iowa.  Her  license  plate  was  number  69,  the 
date  of  her  birth.35 

Indian  women.  Two  Indian  women  graduated 
from  the  Woman’s  Medical  College  of  Pennsylvania 
in  1889:  first  Susan  LaFlesche  Picotte,  M.D.,  the 
daughter  of  Pierre  LaFlesche,  a chief  of  the  Omaha 
tribe,  followed  by  Lillie  Rosa  Minoka-Hill,  M.D.1 

Dr.  Hill  had  been  a little  Mohawk  Indian  girl  who 
had  been  reared  by  Quakers  in  Philadelphia.  After 
receiving  her  degree,  she  practiced  in  Philadelphia 
for  five  years.  Her  husband  was  an  Oneida  Indian, 
and  toget  her  they  went  hack  to  the  Oneida  reserva- 
tion and  devoted  their  skill  to  the  ailing  poor.  After 
the  death  of  her  husband.  Dr.  Hill  was  left  with  six 
children;  she  went  to  Wisconsin  where  she  became 
licensed  to  practice  and  opened  an  office.  After 
World  War  I there  were  special  needs  among  the 
Indians  and  great  privation.  By  the  Indians  near 
Green  Bay  she  was  known  as  “You-da-gent” — “She 
who  carries  aid."  She  served  Indians  and  whites  alike 
and  was  given  an  Achievement  Award  in  1947. 36 

California  and  the  Northwest 

Go  West  young  man!  And  young  woman  physi- 
cian! Many  found  their  way  across  the  plains  and  to 
the  west  coast,  among  them  Martha  Spalding 
Thurston,  M.D.,  who  with  her  husband,  a D.D.  as  well 
as  an  M.D.,  came  to  San  Francisco  and  opened  an 
office  together  in  1855.  She  had  graduated  from  the 
Boston  Female  Medical  College  the  year  before. 
Elizer  Pfeifer  Stone,  M.D.,  had  been  an  obstetrician 
in  New  York  before  she  and  her  husband  arrived  in 
San  Francisco  in  1857.  She  was  German-born,  and 
her  education  qualified  her  to  practice,  hut  little  of 
her  background  was  known.  However,  she  was  ad- 
mitted to  the  California  State  Medical  Society  in 
1876.  Two  others  arrived  in  San  Francisco  in  1864: 
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Rebecca  A.  Howard,  M.I).,  and  Euthanasia  S.  Mead, 
M.I).,  a graduate  of  the  Woman’s  Medical  College  of 
Pennsylvania,  who  as  well  as  I )r.  Stone,  was  admitted 
to  the  California  State  Medical  Society,  in  1876.' 

Pacific  Dispensary 

The  Pacific  Dispensary  for  Women  and  Children 
was  founded  by  Charlotte  Blake  Brown,  M.I).,  and 
her  associates,  Martha  Bucknall,  M.D.,  and  Sara  E. 
Browne,  M.D.,  in  1875.  It  grew  into  the  Hospital  for 
Children  with  a training  school  for  nurses,  which 
survived  the  earthquake  and  fire  of  1906.  In  1880  a 
training  program  began  for  interns  and  residents. 
I)r.  Brown  had  earned  her  medical  degree  from  the 
Woman’s  Medical  College  of  Pennsylvania  in  1874, 
Dr.  Browne  from  the  University  of  Michigan.  At  the 
hospital,  Dr.  Brown  was  associated  with  C.  Annette 
Buckel,  M.I). 

Dr.  Brown,  of  Napa,  California,  was  married  and 
had  three  children,  and  after  her  graduation  she  re- 
turned to  California  and  practiced  in  San  Francisco. 
She  was  admitted  to  the  state  medical  society  in  1876, 
as  were  Dr.  Bucknall,  Dr.  Browne,  and  those  already 
noted.  Her  daughter,  Adelaide,  became  a physician 
and  was  a member  of  the  California  State  Board  of 
Health. 

A student  of  Dr.  Zakrzewska  at  the  New  York  In- 
firmary following  her  graduation  from  the  Woman’s 
Medical  College  of  Pennsylvania,  Dr.  Buckel  also  was 
on  the  staff  of  the  New  England  Hospital  for  Women 
and  Children.  When  she  located  in  Oakland,  Cali- 
fornia, she  became  an  associate  of  Dr.  Browne  at  the 
Hospital  for  Children. 

Another  graduate  of  the  Woman’s  Medical  College, 
Elizabeth  S.  Follansbee,  M.D.,  started  her  practice 
in  San  Francisco  in  1877,  serving  on  the  staff  of  the 
Hospital  for  Children.  Later  she  moved  to  Los  An- 
geles, and  in  1889  became  professor  of  diseases  of 
children  at  the  University  of  Southern  California 
College  of  Medicine.  She  served  on  the  credentials 
committee  of  the  district  medical  society.1 

Toland  Medical  College  and  Cooper 

Toland  Medical  College  became  the  medical  de- 
partment of  the  University  of  California  in  1873,  and 
was  coeducational  from  the  beginning.  Lucy  M. 
Field  Wanzer  received  her  M.D.  there  in  1876,  the 
first  woman  to  graduate  in  medicine  on  the  Pacific 
coast.  Briefly  called  the  Medical  College  of  the  Pa- 
cific, Cooper  Medical  College  was  founded  in  1878 
and  later  united  with  Stanford  University.  Alice 
Higgins  and  Anabel  M.  Stuart  became  graduates,  and 
in  1890  Charlotte  Baker,  M.D.,  who  became  president 
of  the  San  Diego  County  Medical  Society  in  1898. 1 

Other  practitioners 

Emma  K.  Willits.  M.D.,  came  to  the  Children’s 
Hospital  in  San  Francisco  as  a resident  in  1897,  and 


became  chairman  of  the  department  of  general  sur- 
gery. She  had  graduated  from  the  Woman’s  Medical 
College  of  Chicago  in  1896,  where  she  had  had  her 
internship. 

The  story  is  told  that  when  a visiting  physician 
looked  at  her  hand  holding  the  retractors,  he  re- 
marked “What  do  you  expect  to  do  with  hands  like 
that?”  Her  reply,  “I  will  use  skill  instead  of  brute 
force.”  She  was  noted  for  her  dexterity  and  lightness 
of  touch,  and  was  then  assisting  a prominent  sur- 
geon.! She  worked  with  Byron  Robinson,  M.D.,  as 
well  as  with  Dr.  Mergler  and  Dr.  Van  Hoosen. 

Rose  Talbott  Bullard,  M.D.,  a surgeon  in  Los  An- 
geles, was  also  a graduate  of  the  Woman’s  Medical 
College  of  Chicago.  As  health  officer  of  the  county 
health  department  in  Madera,  California,  Mary  R. 
Butin,  M.D.,  served  several  years  at  the  turn  of  the 
century;  and  Beatrice  Hinkle,  M.D.,  an  1899  graduate 
of  Cooper  Medical  College,  was  appointed  assistant 
city  physician  of  San  Francisco.  In  1898,  Florence 
Saltonstall  Ward,  M.D.,  a homeopathic  surgeon, 
became  professor  of  obstetrics  at  the  Hahnemann 
Hospital  College  of  San  Francisco,  which  later 
merged  with  the  University  of  California  Medical 
School.  When  this  merger  came  about,  elective 
chairs  of  homeopathic  materia  medica  and  thera- 
peutics were  maintained.  Another  noted  practi- 
tioner of  homeopathy  was  Willella  Waffle,  M.D.,  who 
was  the  first  woman  to  practice  in  Los  Angeles 
County.  She  was  a graduate  of  Hahnemann  Medical 
College  and  Hospital  of  Chicago.1 

Oregon 

Early  physicians.  Born  in  Missouri,  Bethenia 
Owens-Adair  crossed  the  plains  in  a covered  wagon 
as  an  infant.  When  she  grew  up,  she  taught  school 
for  several  years,  then  crossed  the  plains  going  the 
other  way,  to  Philadelphia  where,  in  1873,  she  grad- 
uated from  an  eclectic  medical  school.  However,  she 
returned  to  practice  medicine  in  Oregon,  but  felt  the 
need  for  further  training,  and  so  she  enrolled  at  the 
University  of  Michigan  Department  of  Medicine  and 
Surgery,  from  which  she  received  her  diploma  in 
1880,  at  the  age  of  40.  She  was  the  first  woman  with 
a diploma  from  an  authorized  school  of  medicine  to 
practice  in  Oregon. 

Meantime  two  sisters,  Angela  L.  Ford  (Warren) 
and  Ella  A.  Ford  (Robinson),  received  their  diplomas 
from  the  Willamette  University  Medical  Department 
in  1877,  the  first  women  to  receive  their  medical  de- 
grees in  the  Pacific  Northwest.  This  college  had 
opened  in  Salem,  Oregon,  in  1867,  and  was  admitted 
to  the  AMA  in  1880,  to  be  absorbed  by  the  LIniversity 
of  Oregon  Medical  School  in  1913;  the  University  of 
Oregon  school  originated  in  Portland  in  1887. 1 

Esther  Pohl  Lovejoy.  “We  can’t  do  anything 
important  alone.  We  have  to  do  for  each  other.  All 
of  us,  all  the  time.  Doctors  especially.  Women 
doctors  all  the  more  so.  That’s  what  it’s  all  about.” 
And  in  this  faith  she  lived  her  life,  a span  of  nearly  a 
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FIGURE  11.  Esther  Pohl  Lovejoy,  M.D.  (American  Women’s 
Flospitals  Service,  Inc.). 


century.38 

Esther  Clayson  was  born  in  1869  in  Washington, 
the  Northwest  Territory,  reportedly  the  first  white 
girl  born  near  the  Puget  Sound.  She  was  to  bring 
health  and  healing  to  thousands,  and  was  a one- 
woman  cheering  section  for  women  physicians  (Fig. 
11). 

She  started  her  medical  education  at  the  Univer- 
sity of  Oregon  Medical  College  with  half  the  first 
year’s  tuition,  $60,  in  hand,  and  was  the  second 
woman  accepted  at  the  university.  To  earn  her  way 
she  worked  during  the  summer  months,  and  for  one 
year  dropped  out  to  earn  money  as  a salesgirl.  After 
graduation  she  married  her  classmate,  Emil  Pohl, 
M.D..  and  they  had  a son.  She  had  been  the  second 
woman  to  graduate  from  the  university  (1894),  but 
was  the  first  to  make  a career  of  medicine. 

At  this  time  the  gold  rush  had  opened  up  in  the 
Klondike,  and  the  two  doctors  Pohl  and  her  brother, 
Frederick,  went  north.  An  epidemic  of  meningitis 
made  them  realize  the  need  for  a hospital,  and  it  is 
said  that  Esther  persuaded  a bandit  to  lend  them 
money  so  she  and  her  husband  could  open  a hospital. 
Hut  shortly  thereafter  Emil  died  of  encephalitis,  and 
their  lit  tle  son  soon  after.  To  add  to  this  tragedy,  her 
brother  was  murdered.39  She  returned  to  Port- 
land. 

From  1905  to  1909  she  was  with  the  Portland 


Board  of  Health  and  was  head  of  the  department 
starting  in  1907,  the  first  woman  physician  in  the 
United  States  to  hold  such  a post  in  a large  city.  She 
waged  a relentless  campaign  against  rats  and  bubonic 
plague,  seeing  to  it  that  traps  were  supplied  to  catch 
the  rodents.  She  also  wrote  the  first  milk  ordinance 
accepted  hv  the  city  council,  and  introduced  school 
medical  inspection.40  She  was  concerned  with 
children’s  nutrition  and  contaminated  milk.  Health 
laws  were  lax. 

With  all  this,  she  entered  politics  and  became  a 
leader  for  women’s  rights.  Her  reforms  were  op- 
posed and  she  packed  the  hearings  with  suffraggettes. 
She  married  a businessman,  George  A.  Lovejoy,  but 
was  soon  widowed.  World  War  I was  being  waged, 
but  women  physicians  were  not  admitted  to  the 
armed  services.  And  so  Dr.  Lovejoy  went  to  France 
to  work  with  the  Red  Cross,  where  she  was  assigned 
to  a settlement  house,  Residence  Sociale  de  Lavalous; 
there  she  provided  food  and  medical  services  to  the 
civilians  of  Paris.  She  wrote  about  it  later  and  con- 
tributed more  than  a quarter  of  the  funds  that  made 
it  a leading  social  agency.38 

Wartime  was  bad,  but  in  many  ways  the  aftermath 
was  worse.  Dr.  Lovejoy  was  made  chairman  of  the 
American  Women’s  Hospitals’  executive  board  in 
1919,  which  had  been  set  up  in  1917  under  the  War 
Service  Committee  of  the  Medical  Women’s  National 
Association.  She  was  director  of  an  international 
relief  organization  dedicated  to  setting  up  hospitals 
and  clinics  for  refugees,  the  sick,  and  the  poor  in  30 
countries.41  To  the  program  of  relief  were  added 
epidemics,  famines,  rebellions,  and  the  devastating 
problems  of  refugees.  The  AWH  units  worked  with 
other  agencies  and  on  its  own,  training  local  people. 
More  than  200  American  women  phvsicans  set  up 
dispensaries,  clinics,  delousing  stations,  immuniza- 
tion headquarters,  and  maternity  shelters;  Dr. 
Lovejoy  appeared  everywhere  it  seemed,  confident 
of  miracles  and  wheedling  donations.  She  went  to 
Greece,  Servia,  Albania,  Salonika,  and  Smyrna. 
Mistaken  for  a Greek,  she  was  beaten  by  Turkish 
soldiers.  Added  to  this  was  a pestilence  on  Greek 
ships  sent  to  evacuate  refugees.  She  stayed  on, 
seeing  to  the  care  and  evacuation  of  some  300,000 
persons.38 

She  recognized  the  need  for  concerted  action  of  all 
women  physicians  around  the  world,  and  during  an 
AWH  committee  meeting,  October  19,  1919,  was  one 
of  12  women  to  start  the  Medical  Women’s  Interna- 
tional Association;  she  was  its  first  president,  serving 
from  1919  to  1924.  The  MWIA  was  reorganized  in 
Switzerland  in  1922.  After  the  war,  the  AWH 
gradually  reduced  its  scale  abroad  and  shifted  to 
work  at  home,  in  particular  the  Southern  High- 
lands.41 

Dr.  Lovejoy  devoted  much  time  to  recruiting 
women  to  enter  medicine.  “It’s  such  a natural  pro- 
fession for  women.”  In  talking  to  a young  woman  she 
would  say,  “Bet  on  yourself.  You  can  do  it.”38  And 
to  encourage  them  she  turned  to  writing,  to  tell  of  the 
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successes  of  women  physicians:  House  of  the  Good 
Neighbor  (1920),  her  experience  in  France;  Certain 
Samaritans  (1927  and  1924),  the  AWH;  Women 
Physicians  and  Surgeons  (1929);  and  Women  Doc- 
tors of  the  World  (1957). 1,9  She  was  determined  and 
thorough,  and  her  books  are  classics,  highly  literate 
and  reliable. 

For  48  years  she  directed  the  AWH,  and  honors 
came  to  her  from  grateful  peoples  around  the  world: 
The  Gold  Cross  of  the  Redeemer,  the  Gold  Cross  of 
the  Order  of  King  George  I,  and  the  War  Cross,  all 
from  Greece;  Gold  Cross  of  the  Legion  of  Honor, 
France;  Gold  Cross  of  the  Holy  Sepulchre,  .Jerusalem; 
and  Gold  Cross  of  Saint  Sava,  Yugoslavia.  The 
University  of  Oregon  conferred  on  her  the  degree  of 
Doctor  of  Laws,  and  in  1944  honored  her  for  the  fif- 
tieth anniversary  of  her  graduation.  Also  the 
Woman’s  Medical  College  of  Pennsylvania  presented 
her  with  an  honorary  degree  of  Doctor  of  Public 
Health.  In  1962,  four  years  before  her  death,  she 
traveled  to  Hong  Kong,  and  the  Philippines,  where 
she  attended  the  tenth  congress  of  the  MWIA.  A 
hall  there  was  named  for  her.:i9  She  also  visited 
Oregon  and  reminded  the  trustees  that  a third  of  the 
scholarships  at  the  university  should  go  to 
women.38 

Until  late  in  her  eighties  she  went  regularly  to  her 
office  in  Manhattan  from  her  home  in  Jackson 
Heights,  by  subway.  "I  don't  mind  the  subways,” 
she  would  say,  “but  the  funny  thing  is  when  a teen- 
ager and  I race  for  the  same  seat.”  The  odds  were  on 
E.P.L.!  She  lived  a full  life  and  could  never  imagine 
being  bored.  In  1904  she  had  even  visited  Elizabeth 
Blackwell,  M.D.,  at  her  home  at  Rock  House,  Hast- 
ings by  the  sea.1  She  was  a woman  of  great  beauty 
and  patrician  carriage,  an  early  woman  physician  who 
set  her  stamp  on  the  future.  Death  came  August  17, 
1967. 

Healing  to  the  World 

Anna  Howard  Shaw,  as  were  the  Blackwell  sis- 
ters and  Mary  Putnam  Jacobi,  was  born  in  England.1 
She  became  not  only  a doctor  of  divinity  but  of 
medicine  as  well,  and  was  president  of  the  National 
American  Woman  Suffrage  Association  from  1904  to 
1915;  she  was  appointed  by  the  War  Department  to 
be  chairman  of  the  Women's  Committee,  Council  of 
National  Defense,  after  the  United  States  entered 
World  War  I,  to  coordinate  defense  activities  of  or- 
ganized bodies  of  women.  Women  w'ere  needed  to 
replace  in  home  service  their  male  colleagues  who  had 
been  called  to  serve.  Women  physicians  were  not 
eligible  for  commissions.  British  women  had  been 
serving  with  the  Royal  Army  Medical  Corps,  but  not 
as  commissioned  officers. 

American  Women’s  Hospitals 

In  May  of  1917  the  National  American  Woman 
Suffrage  Association,  with  Mrs.  Carrie  Chapman 
Catt  as  president,  began  a campaign  for  funds  to  send 


women  physicians  overseas.  Four  weeks  later  the 
Medical  Women’s  National  Association  met  in  New 
York,  under  its  president,  Bertha  Van  Hoosen,  M.D., 
to  collect  funds  and  carry  on  medical  work  such  as  the 
British  had  been  doing.  The  Suffrage  Association 
sponsored  the  Women’s  Overseas  Hospital,  and  the 
War  Service  committee  of  the  Medical  Women’s 
Association  organized  the  American  Women’s  Hos- 
pitals, or  AWH,  patterned  on  the  Scottish  Women’s 
Hospitals.  Dr.  Shaw  and  others  hoped  for  a merger 
of  the  two  groups  under  the  Medical  Women’s  Na- 
tional Association.  The  first  chairman  of  the  AWH 
was  Rosalie  Slaughter  Morton,  M.D.,  in  June,  1917, 
followed  by  Mary  M.  Crawford,  M.D.  (1918),  and  Dr. 
Lovejoy  (1919)  who  served  to  1967.  This  year,  1977, 
marks  the  sixtieth  anniversary  of  the  AWH. 

Emma  Wheat  Gilmore,  M.D.,  was  appointed  to 
assist,  with  the  committee,  the  Surgeon  General,  in 
selecting  women  to  serve  as  contract  surgeons.  The 
first  of  these  was  Kate  B.  Karpeles,  M.D.,  in  1918, 
who  was  president  of  the  American  Medical  Women’s 
Association  from  1928  to  1929.  These  were  not,  of 
course,  the  first  women  in  military  service,  for  Mary 
E.  Walker.  M.D.,  had  been  a contract  surgeon  in  the 
Civil  War,  and  at  that  time  Dr.  James  Barry  was  in- 
spector-general of  hospitals  for  the  British  Army. 
Frances  E.  Haines,  M.D.,  of  Chicago,  was  the  first 
woman  contract  surgeon  sent  overseas  to  France  as 
an  anesthetist.  Not  being  a man  prevented  her  re- 
ceiving a commission;  she  served  with  the  U.S. 
Army. 

In  June,  1917,  Eliza  M.  Mosher,  M.D.,  represented 
the  Medical  Women’s  National  Association  at  a 
conference  of  national  and  state  organizations  of 
women;  Dr.  Shaw  presided.  Herbert  Hoover  was 
urging  the  conservation  of  food  and  support  of  the 
Red  Cross.  Dr.  Mosher  requested,  by  resolution, 
that  the  Red  Cross  use  Esther  Pohl  Lovejoy,  M.D., 
in  France;  she  was  on  duty  at  the  American  Red  Cross 
headquarters  in  Paris  by  September,  1917,  and 
served  American  women  physicians  who  came 
later. 

The  AWH  began  its  work  July,  1918,  at  Neuf- 
moutiers,  Seine-et-Marne,  in  cooperation  with  the 
American  Committee  for  Devastated  France.  The 
hospital  opened  in  a building  provided  by  the  Sixth 
French  Army.  Later  a chateau  at  Luzancy-sur- 
Marne  was  assigned  to  the  AWH.  Barbara  Hunt, 
M.D.,  director  of  the  first  AWH  unit  in  France,  was 
succeeded  by  M.  Louise  Hurrell.  M.D.  Another  unit 
at  Ferte-Milon  was  directed  by  Ethel  Fraser,  M.D. 
Inez  A.  Bentley,  M.D.,  liaison  officer,  obtained 
supplies  and  equipment;  this  under  the  oversight  of 
the  Red  Cross.  The  units  w'ere  so  successful  that  the 
Red  Cross  requested  that  six  more  be  sent  to  serve 
in  France,  and  women  all  over  America  were  set  to 
go  when  the  Armistice  was  signed  and  the  order 
countermanded.  However,  the  work  continued.1 

The  program  was  handicapped  for  a time  after  the 
war,  but  it  maintained  its  connections  with  the  Red 
Cross  and  other  relief  agencies;  over  100  women 
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physicians  were  in  AWH  uniforms  and  served  during 
and  after  the  war  in  different  countries:  France, 
Servia,  Greece,  Turkey,  Armenia,  Russia,  Albania, 
Japan,  and  later  the  Southern  Highlands  of  the 
United  States. 

The  Women’s  Overseas  Hospitals  program  was 
discontinued,  and  the  Nineteenth  Amendment 
(Woman’s  Suffrage)  was  passed.  Residual  funds  for 
the  work  of  women  physicians  overseas  was  granted 
to  the  AWH,  which  had  barely  started  when  the  Ar- 
mistice was  signed.  Sickness,  starvation,  and 
problems  of  refugees  increased,  and  support  was 
gained  from  the  Red  Cross  and  American  relief 
agencies.  National  governments  supplied  buildings 
and  other  equipment,  the  AWH  did  the  medical  end. 
Emergency  health  officers  were  sent  in  for  epidemics 
of  typhoid  and  flu,  and  the  units  included  women 
dentists.  Many  of  these  women  were  decorated  by 
the  French  government  . One  hospital  after  another 
opened;  clinics  cared  for  eye  diseases  that  were 
rampant,  and  many  operations  were  performed  on 
eyes.  Young  women  were  trained  as  interpreters  and 
nurses.  Children’s  diseases  were  also  cared  for,  much 
of  this  the  result  of  war  and  neglect.  As  conditions 
improved,  the  work  was  turned  over  to  local  agen- 
cies.1 

For  a brief  time  Armenia  was  independent  and 
needed  medical  help  desperately.  She  was  finally 
liquidated  by  Russia,  Turkey,  and  others,  and  mas- 
sacres were  frequent.  The  AWH  undertook  the 
medical  work  of  the  Near  East  Relief  in  the  Caucasus. 
Whether  red  or  not,  people  were  in  need.  On  to 
Greece  and  Turkey;  they  served  the  refugees.1 

It  has  always  been  a policy  of  the  AWH  to  conduct 
relief  work  through  qualified  women  physicians  in 
their  own  countries;  projects  were  sponsored  and 
supported  by  the  AWH,  to  be  gradually  managed  and 
serviced  by  physicians  in  the  areas  aided.  This 
policy  of  setting  up  units  and  training  local  persons 
to  carry  on,  then  moving  on  to  set  up  new  units  is  a 
pattern  that  was  emulated  by  the  World  Health  Or- 
ganization in  setting  up  its  centers. 

Medical  Women’s  International  Association 

In  October,  1919,  an  International  Conference  of 
Women  Physicians  was  called  bv  the  Young  Wom- 
en’s Christian  Association,  and  there  AWH  physi- 
cians returning  from  France  and  women  from  abroad 
were  honored.  It  was  the  opportunity  to  organize 
women  physicians  all  over  the  world,  and  on  October 
25,  1919,  the  Medical  Women’s  International  Asso- 
ciation, organized  by  a committee  of  12,  came  into 
being,  with  Dr.  Lovejoy  as  president.42  A dinner  had 
been  organized  by  the  AWH  of  the  Medical  Women’s 
National  Association  to  honor  distinguished  women 
physicians  who  had  served  or  who  lived  abroad;  the 
toastmistress  was  Dr.  Lovejoy.  There  were  140 
guests  from  16  nations,  and  the  object  was  to  ex- 
change ideas  and  unite  efforts.  There  were  only  two 
medical  women’s  organizations  then,  the  American 


Medical  Women’s  National  Association,  founded  in 
1915,  and  the  British  Medical  Women’s  Federation, 
dating  from  1917.  These  joined  and  offered  to  sup- 
port the  formation  of  other  national  societies.  The 
first  life  member  was  Mary  B.  Hussey,  M.D.,  said  to 
be  the  first  baby  delivered  by  Elizabeth  Blackwell, 
M.D.  A constitution  was  written  and  officers  elected 
who  served  until  1924. 

Women  physicians  became  acquainted  and 
through  the  MWIA  cooperated  successfully  and 
substantially  in  medical  relief  during  the  postwar 
years.  Excellent  papers  were  presented  at  their 
congresses,  and  the  members  enjoyed  the  travel  and 
exchange  of  ideas.  In  1958  the  MWIA  was  granted 
consultative  status  as  a nongovernmental  agency  to 
the  United  Nations.43 

After  the  Medical  Women’s  International  Asso- 
ciation was  organized  in  1919,  the  name  of  the 
American  association  was  changed  to  the  American 
Medical  Women’s  Association.1 

Publications 

The  Medical  Woman’s  Journal  was  founded  in 
1893  in  Toledo,  Ohio,  by  Elmina  M.  Roys-Gavitt, 
M.D.,  a publication  which,  for  over  60  years,  con- 
tained outstanding  articles  and  information  per- 
taining to  medical  women.  Its  editors  included  Dr. 
Roys-Gavitt,  Eliza  H.  Root,  M.D.,  Bertha  Van 
Hoosen,  M.D.  of  Chicago,  Eliza  M.  Mosher,  M.D., 
Elise  Strang  L’Esperance,  M.D.,  of  New  York,  and 
Elizabeth  Mason-Hohl,  M.D.,  of  Los  Angeles.  Dr. 
Mason-Hohl  also  organized  the  Pan  American 
Medical  Women’s  Association  in  1947  and  was  its 
first  president.1 

Through  the  efforts  of  its  then  president,  Grace 
Kimball,  M.D.,  a quarterly  bulletin  was  established 
in  1922,  the  first  official  publication  of  the  American 
Medical  Women’s  Association.  With  the  growth  of 
the  organization,  the  publication  expanded,  and  in 
1934  became  Women  in  Medicine.  Twelve  years 
later  this  became  a monthly,  entitled  the  Journal  of 
the  American  Medical  Women’s  Association.  Its 
first  editor  was  Dr.  L’Esperance,  followed  shortly  by 
Ada  Chree  Reid,  M.I).,  whose  tireless  devotion  and 
study  established  high  standards  to  bring  about  a 
representative  scientific  publication.1 

Postlude 

This  review  has,  of  necessity  been  limited,  in- 
cluding only  those  who  came  early,  prepared  the  soil, 
and  planted  the  seeds.  Many  who  came  later  have 
made  enormous  contributions  to  the  practice  of 
medicine.  We  have  already  mentioned  Helen 
Brooke  Taussig,  M.D.,  and  her  work  with  Alfred 
Blalock,  M.D.  There  are  countless  others.  The 
“Apgar  Test”  for  newborns  is  now  standard  proce- 
dure, named  for  the  anesthesiologist,  Virginia  Apgar, 
M.D.,  who  devised  it  at  the  College  of  Physicians  and 
Surgeons  of  Columbia  University;  Sara  Murray 
Jordan,  M.D.,  of  the  Lahey  Clinic,  Boston;  Leona 
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Baumgartner,  M.D.,  who  headed  the  City  of  New 
York  Department  of  Health;  Gerty  Cori,  M.D.,  who 
shared  the  Nobel  Prize  with  her  husband;  Charles 
and  Gladys  Dick,  M.D.,  with  their  contributions  on 
scarlet  fever;  and  Connie  Guion,  M.D.,  professor  of 
clinical  medicine  at  Cornell  University  Medical 
College,  for  whom  a clinic  at  New  York  Hospital  was 
named.  The  list  is  endless,  and  they  keep  coming, 
taking  their  places  and  contributing  as  needs  and 
opportunities  arise. 

To  return  to  the  first,  on  January  23,  1974,  the 
United  States  Government  Post  Office  issued  a 
stamp  commemorating  Elizabeth  Blackwell,  M.D. 
(Fig.  12). 
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Obituaries 


Frank  Edward  Barnes,  M.D.,  of  Mineola,  died  on  March 
1 at  the  age  of  89.  Dr.  Barnes  graduated  in  1919  from 
Cornell  University  Medical  College.  He  was  an  honorary 
member  of  the  medical  staff  of  Nassau  Hospital.  Dr. 
Barnes  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Henry  Fredrick  Barge,  M.D.,  of  Rochester,  died  on 
March  7 at  the  age  of  59.  Dr.  Barge  graduated  in  1945  from 
Syracuse  University  College  of  Medicine.  He  was  an  as- 
sociate surgeon  at  Highland  Hospital  of  Rochester.  Dr. 
Barge  was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Noel  Francis  Bartone,  M.D.,  of  Brooklyn,  died  on  Feb- 
ruary 23  at  the  age  of  64.  Dr.  Bartone  graduated  in  1937 
from  Georgetown  University  School  of  Medicine.  He  was 
director  and  an  attending  radiologist  at  Methodist  Hos- 
pital. Dr.  Bartone  was  a Diplomate  of  the  American  Board 
of  Radiology,  a Diplomate  of  the  American  Board  of  Nu- 
clear Medicine,  a Fellow  of  the  American  College  of  Radi- 
ology, and  a member  of  the  Radiological  Association  of 
North  America,  Inc.,  the  American  Academy  of  Compen- 
sation Medicine,  Inc.,  the  Society  of  Nuclear  Medicine,  the 
Radiological  Society  of  New  York  State,  the  New  York 
Roentgen  Society,  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Arthur  Aron  Briskier,  M.D.,  of  New  York  City,  died  on 
July  15,  1976,  at  the  age  of  74.  Dr.  Briskier  received  his 
medical  degree  from  the  University  of  Paris  in  1937.  He 
was  an  assistant  (off  service)  physician  in  internal  medicine 
at  French  and  Polyclinic  Medical  School  and  Health 
Center  and  a senior  clinical  assistant  physician  in  medicine 
at  The  Mount  Sinai  Hospital.  Dr.  Briskier  was  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Leon  A.  Chadwick,  M.D.,  of  Syracuse,  died  on  February 
9 at  the  age  of  76.  Dr.  Chadwick  graduated  in  1923  from 
the  University  of  Buffalo  School  of  Medicine.  He  was  a 
Fellow  of  the  American  College  of  Chest  Physicians  and 
a member  of  the  American  Thoracic  Society,  the  Syracuse 
Academy  of  Medicine,  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Chowdhari  Prakash  Chandra,  M.D.,  of  Springville,  died 
on  January  24  at  the  age  of  41.  Dr.  Chandra  received  his 
medical  degree  in  1968  from  the  University  of  Lucknow, 
India. 


Fritz  Colbert,  M.D.,  of  New  York  City,  died  on  February 
17  at  the  age  of  78.  Dr.  Colbert  received  his  medical  degree 
from  the  University  of  Berlin  in  1923.  He  was  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Alexander  J.  Conte,  M.D.,  of  New  York  City,  died  on 
January  18  at  the  age  of  61.  Dr.  Conte  graduated  in  1943 
from  Long  Island  College  of  Medicine.  He  was  an  at- 
tending surgeon  at  St.  Vincent’s  Hospital  and  Medical 
Center  of  New  York.  Dr.  Conte  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  American  Ra- 
dium Society,  the  James  Ewing  Society,  the  New  York 
Academy  of  Medicine,  the  New  York  Society  for  Thoracic 
Surgery,  the  New  York  Surgical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Sam  Vincent  Corso,  M.D.,  of  Deltona,  Florida,  formerly 
of  Manhasset,  died  on  February  25  at  the  age  of  67.  Dr. 
Corso  graduated  in  1935  from  Long  Island  College  of 
Medicine.  Retired,  he  was  a member  of  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Frederick  Stephen  Craig,  M.D.,  of  Columbus,  Georgia, 
formerly  of  New  York  City,  died  on  March  29  at  the  age  of 
72.  Dr.  Craig  graduated  in  1928  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons  and  the  Pan 
American  Medical  Association. 

J.  Frederick  Eagle,  Jr.,  M.D.,  of  New  York  City,  died  on 
March  30  at  the  age  of  59.  Dr.  Eagle  graduated  in  1943 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  emeritus  pediatrician  at 
St.  Luke’s  Hospital  Center.  Dr.  Eagle  was  a Diplomate  of 
the  American  Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Endocrine  Society, 
and  the  New  York  Academy  of  Medicine. 

Kenneth  Tyne  Fairfax,  M.D.,  of  Geneva,  died  on  De- 
cember 24  at  the  age  of  67.  Dr.  Fairfax  graduated  in  1934 
from  Cornell  University  Medical  College.  He  was  an  at- 
tending ophthalmologist  at  Geneva  General  Hospital.  Dr. 
Fairfax  was  a Diplomate  of  the  American  Board  of  Oph- 
thalmology, a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  Geneva  Academy  of  Medicine,  the 
Ontario  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Joseph  Helms  Farrow,  M.D.,  of  New  York  City,  died  on 
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March  15  at  the  age  of  72.  Dr.  Farrow  graduated  in  1930 
from  the  University  of  Virginia  School  of  Medicine.  He 
was  an  emeritus  member  of  the  medical  staff  at  Memorial 
Hospital  for  Cancer  and  Allied  Diseases  and  a consulting 
oncologist  at  Vassar  Brothers  Hospital.  Dr.  Farrow  was 
a Diplomate  of  the  American  Board  of  Radiology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of  the 
American  Association  for  Cancer  Research,  the  American 
Radium  Society,  the  James  Ewing  Society,  the  New  York 
Surgical  Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thomas  Murray  Grodin,  M.D.,  of  Forest  Hills,  died  on 
February  28  at  the  age  of  79.  Dr.  Grodin  graduated  in  1922 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Medical  Society  the  County 
of  Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Edward  Michael  Gurney,  M.D.,  of  Tuckahoe,  died  on 
March  8 at  the  age  of  63.  Dr.  Gurney  graduated  in  1941 
from  New  York  University  School  of  Medicine.  He  was 
an  attending  physician  at  Lawrence  Hospital.  Dr.  Gurney 
was  a member  of  the  Westchester  Academy  of  Medicine, 
the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edwin  Toal  Hauser,  M.D.,  of  Carlsbad,  New  Mexico, 
formerly  of  New  York  City,  died  on  February  12  at  the  age 
of  81.  Dr.  Hauser  graduated  in  1922  from  Cornell  Uni- 
versity Medical  College.  He  was  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Albert  C.  Herring,  M.D.,  of  Lawrence,  died  on  January 
20  at  the  age  of  84.  Dr.  Herring  graduated  in  1917  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  physician  at  St.  Luke’s  Hospital 
Center.  Retired,  Dr.  Herring  was  a Fellow  of  the  American 
College  of  Physicians  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Mary  J.  White  Hinckley,  M.D.,  of  Brattleboro,  Vermont, 
formerly  of  New  York  City,  died  on  February  9 at  the  age 
of  69.  Dr.  Hinckley  graduated  in  1934  from  Columbia 
University  College  of  Physicians  and  Surgeons. 

Harold  Kelman,  M.D.,  of  New  York  City,  died  on  March 
30  at  the  age  of  70.  Dr.  Kelman  graduated  in  1931  from 
Harvard  University  Medical  School.  He  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology  and 
a member  of  the  American  Psychiatric  Association,  the 
American  Academy  of  Psychoanalysis,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Lawrence  A.  Kohn,  M.D.,  of  Rochester,  died  on  February 
25  at  the  age  of  82.  Dr.  Kohn  graduated  in  1923  from 
Johns  Hopkins  University  School  of  Medicine.  He  was  an 
emeritus  physician  in  medicine  at  Strong  Memorial  Hos- 


pital and  a consulting  physician  in  medicine  at  Genesee 
Hospital.  Dr.  Kohn  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a member  of  the  Rochester 
Academy  of  Medicine,  the  New  York  State  Society  of  In- 
ternal Medicine,  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

David  M.  Levy,  M.D.,  of  New  York  City,  died  on  March 
1 at  the  age  of  84.  Dr.  Levy  graduated  in  1918  from  The 
School  of  Medicine  of  the  University  of  Chicago.  He  was 
a consulting  psychiatrist  at  the  New  York  State  Psychiatric 
Institute.  Dr.  Levy  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Neurological  Association,  the 
American  Psychoanalytic  Association,  the  Association  for 
Research  in  Nervous  and  Mental  Disease,  the  American 
Psychiatric  Association,  the  American  Academy  of  Child 
Psychiatry,  the  New  York  Academy  of  Medicine,  the  New 
York  Neurological  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Ernst  F.  Lyon,  M.D.,  of  Forest  Hills,  died  on  February  8 
at  the  age  of  69.  Dr.  Lyon  received  his  medical  degree  from 
the  University  of  Munich  in  1931.  He  was  a Diplomate  of 
the  American  Board  of  Ophthalmology  and  a member  of 
the  American  Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  American  Academy  of  Occupational  Medicine, 
the  Pan  American  Association  of  Ophthalmology,  the  New 
York  Society  for  Clinical  Ophthalmology,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Douglas  C.  Neblett,  M.D.,  of  Staten  Island,  died  on 
March  7 at  the  age  of  66.  Dr.  Neblett  graduated  in  1934 
from  the  University  of  Tennessee  College  of  Medicine.  He 
was  an  attending  physician  at  Sea  View  Hospital  and 
Home.  Dr.  Neblett  was  a member  of  the  Richmond 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Meyer  Joseph  Pasekoff,  M.D.,  of  New  York  City,  died 
on  December  30  at  the  age  of  68.  Dr.  Pasekoff  received  his 
medical  degree  from  the  University  of  Vienna  in  1937.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  A.  Ramsay,  M.D.,  of  Bronxville,  died  on  May  28, 
1976,  at  the  age  of  78.  Dr.  Ramsay  graduated  in  1924  from 
Boston  University  School  of  Medicine.  He  was  an  hon- 
orary member  of  the  surgical  staff  at  St.  John’s  Riverside 
Hospital  and  a senior  attending  at  Lawrence  Hospital.  Dr. 
Ramsay  was  a member  of  the  Westchester  Academy  of 
Medicine,  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Julius  Henry  Riegelhaupt,  M.D.,  of  Selden,  died  on 
February  8 in  his  67th  year.  Dr.  Riegelhaupt  received  his 
medical  degree  from  the  University  of  Prague  in  1935.  He 
was  a family  practitioner  and  an  attending  physician  in 
medicine  at  John  T.  Mather  Memorial  Hospital.  Dr. 
Riegelhaupt  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Suffolk  County  Medical  Society, 
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the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alfred  Romanoff,  M.D.,  of  New  York  City,  died  on  Feb- 
ruary 10  at  the  age  of  76.  Dr.  Romanoff  graduated  in  1925 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  allergist  at  Bronx-Lebanon 
Hospital  Center.  Dr.  Romanoff  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  (Allergy),  a Fellow 
of  t he  American  College  of  Allergists,  and  a member  of  the 
American  Academy  of  Allergy,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Leo  Meyer  Satlof,  M.D.,  of  Sunrise,  Florida,  formerly  of 
New  York  City,  died  on  February  19  at  the  age  of  76.  Dr. 
Satlof  graduated  in  1924  from  Emory  University  School 
of  Medicine.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  Schwartz,  M.D.,  of  Miami  Beach,  Florida,  for- 
merly of  New  York  City,  died  on  February  18  at  the  age  of 
80.  Dr.  Schwartz  graduated  in  1920  from  Long  Island 
College  Hospital.  Retired,  he  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Albert  L.  Sentochnik,  M.D.,  of  Fort  Plain,  died  on  May 
22,  1976,  at  the  age  of  70.  Dr.  Sentochnik  received  his 
medical  degree  from  the  University  of  Graz  in  1934.  He 
was  a member  of  the  Montgomery  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thomas  Newton  Sheen,  M.D.,  of  New  York  City,  died  on 
February  15  at  the  age  of  75.  Dr.  Sheen  received  his 
medical  degree  from  the  University  of  Louvain  in  1926.  He 
was  a member  of  the  American  Thoracic  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Samuel  Alexander  Sidat-Singh,  M.D.,  of  New  York  City, 
died  on  December  6 at  the  age  of  81.  Dr.  Sidat-Singh 
graduated  in  1925  from  Howard  University  College  of 
Medicine.  He  was  a consulting  physician  at  Harlem 
Hospital  Center.  Dr.  Sidat-Singh  was  a Fellow  of  the 
American  College  of  Cardiology  and  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 

Call  for  papers 

The  international  Ozone  Institute  is  presenting  a sym- 
posium on  “Advanced  Ozone  Technology,”  November  2 
to  4,  1977,  at  the  Inn-on-the-Park,  Toronto,  Canada. 
Those  interested  in  presenting  a paper,  send  title  and  a 
50-word  abstract  to  the  program  chairman  by  July  15. 
Subjects  to  be  covered  are: 

1.  Identification  of  organic  compounds  in  ozonated 
water  and  wastewater. 

2.  Determination  of  precise  chemical  nature  of  ozone 
in  water. 

3.  Quantification  of  aqueous  solution  reaction  kinetics 
of  ozone  with  general  classes  of  organic  compounds 
found  in  water  and  wastewater. 

4.  New  approaches  to  increase  the  efficiency  of  ozone 


State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Adolph  John  Stampfl,  M.D.,  of  East  Moriches,  died  on 
March  9 at  the  age  of  49.  Dr.  Stampfl  graduated  in  1953 
from  Georgetown  LIniversity  School  of  Medicine.  He  was 
an  associate  family  practitioner  at  Brookhaven  Memorial 
Hospital.  Dr.  Stampfl  was  a member  of  the  American 
Geriatrics  Society,  the  American  Academy  of  Family 
Physicians,  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

James  Francis  Tobin,  M.D.,  of  Flushing,  died  on  January 
28  at  the  age  of  80.  Dr.  Tobin  graduated  in  1922  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
an  associate  physician  at  Physicians  Hospital.  Dr.  Tobin 
was  a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Norman  M.  Weinrod,  M.D.,  of  Mount  Vernon,  died  on 
February  22  at  the  age  of  64.  Dr.  Weinrod  graduated  in 
1939  from  New  York  University  School  of  Medicine.  He 
was  director  of  obstetrics  and  gynecology  at  Mount  Vernon 
Hospital  and  a consulting  obstetrician  and  gynecologist  at 
Lincoln  Hospital.  Dr.  Weinrod  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecolo- 
gists, a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Milton  Helpern,  M.D.,  of  New  York  City,  died  on  April 
22  at  the  age  of  75.  Dr.  Helpern  graduated  in  1926  from 
Cornell  University  Medical  College.  He  was  a consulting 
pathologist  at  Bellevue  Hospital,  an  honorary  pathologist 
at  the  Hospital  for  Special  Surgery,  and  a consulting  pa- 
thologist at  St.  Barnabas  Hospital  for  Chronic  Diseases. 
Dr.  Helpern  was  a Diplomate  of  the  American  Board  of 
Pathology  (Pathologic  Anatomy  and  Forensic  Pathology), 
a Fellow  of  the  College  of  American  Pathologists,  and  a 
member  of  the  International  Academy  of  Pathology,  the 
American  Association  of  Pathologists  and  Bacteriologists, 
the  American  Academy  of  Compensation  Medicine,  Inc., 
the  American  Society  of  Clinical  Pathologists,  the  New 
York  Pathological  Society,  the  New  York  State  Society  of 
Pathologists,  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

generating  equipment. 

5.  Interactions  of  organics  in  water  on  treatment  with 
ozone/activated  carbon. 

6.  Comparison  of  ozone  contacting  systems,  their 
performance,  maintenance,  cost,  and  so  forth. 

7.  Low  cost  ozone  residual  meter  and/or  analytical 
technique. 

8.  Interactions  of  organics  in  water  on  treatment  with 
ozone/ ultraviolet. 

9.  Catalytic  decomposition  of  ozone  in  aqueous  sys- 
tems. 

10.  Production  of  higher  concentration  of  ozone. 

Please  send  information  to:  Dr.  Ahron  Netzer,  Head, 
Physical  Chemical  Processes,  Wastewater  Technology 
Center.  Canadian  Center  for  Inland  Water,  P.O.  Box  5050, 
Burlington,  Ontario,  Canada. 
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Month  in  Washington 


The  Congress  has  received  its  first  major  health  bill 
front  the  Carter  Administration — a massive  and  compli- 
cated program  for  limiting  hospital  revenues  to  a 9 or  10 
percent  rise  annually.  Income  from  all  inpatients,  private 
as  well  as  Federal  beneficiaries,  would  be  affected. 

Hospitals  exceeding  the  allowable  increase  could  be 
socked  with  a penalty  tax  amounting  to  150  percent  of  the 
“overcharges.”  Such  offenders  also  would  have  to  reduce 
charges  the  following  year. 

Physicians’  offices  were  not  affected  by  the  proposed 
legislation,  though  Health,  Education,  and  Welfare  Sec- 
retary Joseph  Califano  has  indicated  this  is  under  study. 

The  hospital  plan  received  the  fanfare  of  a White  House 
send-off,  with  a statement  by  President  Carter  and  White 
House  briefings  of  affected  groups  and  of  reporters. 
Contrary  to  some  expectations,  Carter  did  not  use  the  plan 
as  the  keystone  of  a major  health  message  to  Congress, 
though  he  mentioned  national  health  insurance. 

“Unrestrained  health  costs  also  restrict  our  ability  to 
plan  necessary  improvements  in  our  health  care  system,” 
Carter  said.  “I  am  determined,  for  example,  to  phase  in 
a workable  program  of  national  health  insurance.  But  with 
current  inflation,  the  cost  of  any  national  health  insurance 
program  the  Administration  and  the  Congress  will  develop 
will  double  in  just  five  years.” 

Congressional  hearings  are  expected  to  open  in  a few 
weeks  on  the  hospital  program.  There’s  no  way  the  pro- 
posal will  get  through  Congress  unscathed,  experts  believe. 
The  lawmakers  have  been  pushing  to  brake  the  costs  of 
Medicare  and  Medicaid,  but  a cost-control  program  in- 
volving an  entire  private  industry  is  a different  matter. 
There  is  almost  no  sentiment  in  Congress  for  a revival  of 
wage-price  controls  for  the  economy  as  a whole. 

At  the  insistence  of  organized  labor,  the  proposal  con- 
tains an  exemption  for  hospital  wage  increases  which  by 
itself  would  appear  to  blow  the  9 percent  restraint  out  of 
the  water.  A hospital  could  adjust  upward  its  permissible 
revenue  by  the  amount  of  any  wage  increase. 

Inpatient  revenues  of  the  6,000  acute-care  hospitals  in 
this  country  are  covered.  Brand  new  hospitals,  Federal 
hospitals,  and  hospitals  controlled  by  Health  Maintenance 
Organizations  (HMOs)  would  be  exempt. 

The  legislation  also  imposes  a limit  on  new  capital  ex- 
penditures, fixing  a national  level  for  such  expenditures 
below  that  of  recent  years  and  allocating  new  capital 
spending  among  the  states  by  formula.  With  the  assis- 
tance of  local  planning  agencies,  each  state  would  deter- 
mine how  the  hospitals  can  make  capital  expenditures. 

States  which  operate  cost  containment  programs  which 
are  capable  of  meeting  the  Federal  criteria  could  continue 
their  own  regulatory  approaches. 

President  Carter  said  his  program  will  save  about  $2 
billion  in  fiscal  year  1978 — starting  next  October.  This 
would  work  out  to  over  $650  million  in  the  Federal  budget, 
over  $300  million  in  state  and  local  budgets,  and  almost 
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$900  million  in  private  health  insurance  and  payments  by 
individuals.  In  fiscal  year  1980,  total  savings  were  put  at 
$5.5  billion. 

The  American  Hospital  Association  charged  that  the 
control  measure  “would  severely  jeopardize  the  provision 
of  hospital  care  to  the  American  public.”  Hospitals  and 
physicians  will  unite  in  opposing  it,  the  AHA  said. 

“This  proposal  would  not  only  prevent  hospitals  from 
increasing  services  to  patients,  it  would  require  some  to  cut 
back  existing  services,”  said  J.  Alexander  McMahon, 
President  of  the  AHA,  at  a Washington,  D.C.,  news  con- 
ference. 

“The  real  victims  would  be  the  sick  and  injured,  and  for 
their  sake,  hospitals  across  the  country  will  unite  to  oppose 
this  bill.” 

McMahon  said  the  Adminstration’s  proposal  is  “ex- 
tremely complicated  and  would  require  a huge  bureaucracy 
to  enforce  it,  further  adding  to  hospital  costs.”  He  pre- 
dicted flatly  that  Congress  would  reject  the  plan. 

American  Medical  Association  Executive  Vice  President, 
James  H.  Sammons,  M.D.,  said  that  while  he  could  not 
comment  in  detail  on  the  President’s  proposal  without 
study  that  “the  medical  profession  must  be  concerned 
about  the  impact  that  this  concentration  on  expenditures 
will  have  on  the  quality  and  availability  of  hospital  care  for 
the  American  people.” 

Walter  J.  McNerney,  President  of  the  Blue  Cross  Asso- 
ciation, said  a program  to  limit  the  rate  of  increase  in  rev- 
enues on  any  segment  of  the  health  care  industry,  whether 
hospitals  or  other  providers,  ought  to  be  designed  not  only 
to  moderate  cost  increases  but,  equally  important,  to 
provide  incentives  for  more  efficiency  within  the  estab- 
lished revenue  restrictions.”  He  urged  greater  flexibili- 
ty. 

Michael  Brombert,  director  of  the  Federation  of  Amer- 
ican Hospitals  (FAH)  said  the  proposal  “is  unfair  and  ar- 
bitrary and  it  will  not  work.  Not  only  is  it  impossible  to 
inhibit  inflation  by  law,  but  there  is  a real  danger  that  by 
legislating  a ceiling  on  hospital  costs,  the  Administration 
would  be  directing  hospitals  to  cut  back  on  the  quality  of 
health  care  delivery,”  he  said. 

As  Carter  described  his  plan,  “This  legislation  is  not  a 
wage-price  control  program.  It  places  no  restrictions  on 
the  hospital’s  ability  to  determine  its  charges  for  any  par- 
ticular service.  It  places  no  limit  on  the  size  of  any  wage 
demand  or  settlement.  The  program  establishes  an  overall 
limit  on  the  rate  of  increase  in  reimbursements,  permitting 
physicians  and  hospital  administrators  to  allocate  their 
own  resources  efficiently,  responding  to  local  needs  and 
individual  circumstances.” 

The  cost  containment  system  is  “intended  to  flow  di- 
rectly into  a long-term  prospective  reimbursement  sys- 
tem,” said  Carter.  Congress  and  the  Administration  are 
already  at  work  on  this  long-range  system,  he  added. 

Under  the  bill,  the  basic  limit  on  increases  in  total  in- 
patient-care  revenues  would  be  set  by  a formula  reflecting 

continued  on  page  1174 
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“I’m  just  a 
shadow  of  what 
I used  to  be.” 


That  is  what  depressed  individuals 
may  feel  is  the  substance  of 
their  being.  There  is  no  pleasure, 
no  joy  - nothing  grows  - and  in  the 
cold  shadow  of  depression  their 
activities  are  inhibited,  while  ini- 
tiative may  be  eroded  or  des- 
troyed. The  tragedy  is  that  they 


can  see  that  others  are  able  to 
live  on  the  brighter  side  but  they, 
themselves,  cannot  reach  it  on 
their  own. 

Your  experience  in  treating 
depression,  and  Tofranil-PM 
can  help  light  the  way. 


Tofranil-PM* 

imipramine  pamoate  Geigy 

Unsurpassed  effectiveness 
among  tricyclics  in  relieving  symptoms 
of  depression. 


Before  prescribing  Tofranil-PM,  please  review  a summary  of  the 
prescribing  information  on  the  back  of  this  page. 
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Tofranil-PM' 

imipramine  pamoate 

As  sleep  disturbances,  fatigue, 
and  other  depressive  symp- 
toms are  relieved,  mood  and 
motivation  may  be  markedly 
improved. 

Patients  are  usually  alert  and 
capable  oflunctioning  at  more 
normal  levels  of  behavior. 


Tofranil-PM" 

brand  of  imipramine  pamoate 


Indications:  For  the  relief  of  symptoms  of  depression 
Endogenous  depression  is  more  likely  to  be  alleviated 
than  other  depressive  states. 

Contraindications:  The  concomitant  use  of  monoamine 
oxidase  inhibiting  compounds  is  contraindicated.  Hyper- 
pyretic  crises  or  severe  convulsive  seizures  may  occur  in 
patients  receiving  such  combinations  The  potentiation  of 
adverse  effects  can  be  serious,  or  even  fatal.  When  it  is 
desired  to  substitute  Tofranil-PM,  brand  of  imipramine 
pamoate,  in  patients  receiving  a monoamine  oxidase  in- 
hibitor. as  long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days  Initial 
dosage  should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed.  The  drug  is  contraindicated 
during  the  acute  recovery  period  after  a myocardial  infarc- 
tion. Patients  with  a known  hypersensitivity  to  this  com- 
pound should  not  be  given  the  drug.  The  possibility  of 
cross-sensitivity  to  other  dibenzazepine  compounds 
should  be  kept  in  mind. 

Warnings:  Usage  in  Pregnancy:  Safe  use  of  imipramine 
during  pregnancy  and  lactation  has  not  been  established; 
therefore,  in  administering  the  drug  to  pregnant  patients, 
nursing  mothers,  or  women  of  childbearing  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards.  Animal  reproduction  studies  have  yielded  incon- 
clusive results.  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
but  a causal  relationship  has  not  been  confirmed. 

Extreme  caution  should  be  used  when  this  drug  is  given 
to 

— patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia, 

— patients  with  increased  intraocular  pressure,  history  of 
urinary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug's  anticholinergic  properties; 

— hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity; 

— patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold; 

— patients  receiving  guanethidine  or  similar  agents  since 
imipramine  may  block  the  pharmacologic  effects  of 
these  drugs. 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  operating  an  automobile  or 
machinery,  the  patient  should  be  cautioned  accordingly. 
Usage  in  Children  Tofranil-PM,  brand  of  imipramine 
pamoate,  should  not  be  used  in  children  of  any  age  be- 
cause of  the  increased  potential  for  acute  overdosage 
due  to  the  high  unit  potency  (75  mg.,  100  mg,,  125  mg. 
and  150  mg  ).  Each  capsule  contains  imipramine 
pamoate  equivalent  to  75  mg.,  100  mg.,  125  mg.  or  150 
mg.  imipramine  hydrochloride 

Precautions:  It  should  be  kept  in  mind  that  the  possibility 
of  suicide  in  seriously  depressed  patients  is  inherent  in 


Geigy 


Tofranil-PM  encourages  patient 
compliance  because  one 
capsule  lasts  from  bedtime  to 
bedtime. 

Good  results  are  usually  seen 
at  the  starting  dose  of  one 
75-mg  capsule  h.s. 

For  many  patients,  dosage  can 
be  safely  increased  to  150  mg 
daily. 


the  illness  and  may  persist  until  significant  remission  oc- 
curs. Such  patients  should  be  carefully  supervised  during 
the  early  phase  of  treatment  with  Tofranil-PM,  brand  of 
imipramine  pamoate,  and  may  require  hospitalization. 
Prescriptions  should  be  written  for  the  smallest  amount 
feasible. 

Hypomanic  or  manic  episodes  may  occur,  particularly  in 
patients  with  cyclic  disorders.  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug.  If  needed.  Tofranil-PM, 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved.  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes. 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow 
An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazine. 

In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropine-like  effects  may  become  more 
pronounced  (e  g , paralytic  ileus).  Close  supervision  and 
careful  adjustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs. 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomimet- 
ic amine  (e  g.,  adrenalin,  noradrenalin),  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines. 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  reported. 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards;  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience. 

Adverse  Reactions:  Note  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  heart  block, 
stroke,  falls 

Psychiatric:  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions;  anxiety, 
restlessness,  agitation,  insomnia  and  nightmares; 
hypomania;  exacerbation  of  psychosis 
Neurological: Numbness,  tingling,  paresthesias  of  ex- 
tremities; incoordination,  ataxia,  tremors;  peripheral 
neuropathy;  extrapyramidal  symptoms;  seizures,  altera- 
tions in  EEG  patterns,  tinnitus. 

Anticholinergic:  Dry  mouth,  and,  rarely,  associated  sub- 
lingual adenitis;  blurred  vision,  disturbances  of  accommo- 
dation mydriasis;  constipation,  paralytic  ileus;  urinary  re 
tention,  delayed  micturition,  dilation  of  the  urinary  tract. 
Allergic  Skin  rash,  petechiae.  urticaria,  itching,  photosen- 


As with  all  tricyclics,  sedation 
may  occur.  Please  caution 
patients  against  driving  or  oper- 
ating dangerous  machinery. 

Each  capsule  contains 
imipramine  pamoate  equivalent 
to  75,  100, 125  or  150  mg  of 
imipramine  hydrochloride. 


sitization  (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  of  face  and  tongue);  drug  fever;  cross- 
sensitivity  with  desipramine 

Hematologic:  Bone  marrow  depression  including  agran- 
ulocytosis; eosinophilia;  purpura;  thrombocytopenia. 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  dunng 
therapy;  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression 
Gastrointestinal  Nausea  and  vomiting,  anorexia,  epigas- 
tric distress,  diarrhea;  peculiar  taste,  stomatitis,  abdominal 
cramps,  black  tongue 

Endocrine  Gynecomastia  in  the  male,  breast  enlarge- 
ment and  galactorrhea  in  the  female,  increased  or  de- 
creased libido,  impotence;  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

Other  Jaundice  (simulatihg  obstructive);  altered  liver 
function,  weight  gam  or  loss;  perspiration;  flushing;  uri- 
nary frequency;  drowsiness,  dizziness,  weakness  and 
fatigue;  headache,  parotid  swelling;  alopecia. 

Withdrawal  Symptoms:  Though  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise. 

Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with  75 
mg, /day  This  may  be  increased  to  150  mg./day  which  is 
the  dose  level  which  usually  obtains  optimum  response.  If 
necessary,  dosage  may  be  increased  to  200  mg./day 
Dosage  should  be  modified  as  necessary  by  clinical  re- 
sponse and  any  evidence  of  intolerance  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divided 
daily  doses. 

Hospitalized  patients  should  be  started  on  a once-a-day 
basis  with  100-150  mg./day  and  may  be  increased  to  200 
mg./day  Dosage  should  be  increased  to  250-300  mg./day 
if  there  is  no  response  after  two  weeks 
Following  remission,  maintenance  medication  may  be  re- 
quired for  a longer  period  of  time  at  the  lowest  dose  that 
will  maintain  remission.  The  usual  adult  maintenance 
dosage  is  75-150  mg./day  on  a once-a-day  basis,  prefer- 
ably at  bedtime 

In  adolescent  and  geriatric  patients,  capsules  of  Tofranil- 
PM,  brand  of  imipramine  pamoate,  may  be  used  when 
total  daily  dosage  is  established  at  75  mg.  or  higher.  It  is 
generally  unnecessary  to  exceed  100  mg./day  in  these 
patients.  This  dosage  may  be  given  once  a day  at  bed- 
time or,  if  needed,  in  divided  daily  doses 
How  Supplied:  Tofranil-PM.  brand  of  imipramine 
pamoate:  Capsules  of  75,  100,  125  and  150  mg.  (Each 
capsule  contains  imipramine  pamoate  equivalent  to  75, 
100,  125  or  150  mg  of  imipramine  hydrochloride.) 

(B)  98-146-840-A(9/75)  667120 

For  complete  details,  including  dosage  and  adminis- 
tration, please  refer  to  the  full  prescribing  information. 
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Lower  home  temperatures 
called  better  for  health 

Americans  who  have  responded  to  energy  conservation 
pleas  and  kept  their  home  temperatures  somewhat  lower 
this  winter  are  probably  healthier  than  those  who  have 
continued  to  overheat  their  dwellings. 

Temperatures  in  the  mid-60s  are  healthier  than  tem- 
peratures in  the  mid-70s,  says  William  Barclay,  M.D.,  ed- 
itor of  the  Journal  of  the  American  Medical  Associa- 
tion. 

Heating  the  interior  of  homes  and  offices  during  the 
winter  removes  moisture  from  the  air.  The  higher  the 
temperature,  the  dryer  the  air.  Air  with  little  moisture 
aggravates  bronchial  and  other  respiratory  problems.  It 
can  contribute  to  dry  throat  and  nose,  coughs,  and  dry, 
itchy  skin. 

1'he  respiratory  system  doesn't  cope  well  with  sudden 
changes  in  temperature.  Moving  from  an  overly  warm 
room  into  outside  cold  affects  the  body  adversely,  causing 
coughs  and  respiratory  difficulty,  says  I)r.  Barclay.  The 
body  adjusts  to  temperature  changes  gradually. 

There  are  no  major  health  advantages  inherent  in 
keeping  inside  temperature  somewhat  lower,  but  there  are 
minor  advantages  that  add  to  comfort  and  well  being 
during  the  winter,  he  says. 


Children  endangered  by 
failure  to  use  seat  belts 

Many  children  are  needlessly  killed  or  seriously  injured 
in  auto  accidents  because  their  parents  have  neglected  to 
install  and  use  proper  seat  belts  or  other  restraining  devices 
says  a report  in  the  December  issue  of  the  American 
Journal  of  Diseases  of  Children,  a publication  of  the 
American  Medical  Association. 

More  than  5,000  automobiles  in  which  children  were 
passengers  were  surveyed  in  14  amusement  areas  and 
shopping  centers  in  Maryland,  Massachusetts,  and  Virginia 
by  teams  from  the  Insurance  Institute  for  Highway  Safety, 
reports  Allan  F.  Williams.  Ph.D. 

Some  93  percent  of  passengers  less  than  10  years  of  age 
were  not  restrained.  Dr.  Williams  says.  And  81  percent  of 
passengers  10  or  older,  and  78  percent  of  the  drivers  had 
not  fastened  their  seat  belts. 

Of  those  autos  equipped  with  safety  devices  for  children, 
16  percent  were  not  used,  and  73  percent  of  those  in  use 
were  not  used  correctly. 

The  researchers  found  that  children  under  the  age  of  2 
years  were  likely  to  be  sitting  on  someone’s  lap,  with  no 
protection  at  all  against  a crash.  If  the  adult  holding  the 
child  is  thrown  forward,  the  child  could  be  crushed  between 
the  adult  and  the  dashboard,  Dr.  Williams  points  out. 

Of  the  relatively  few  autos  equipped  with  safety  devices 
for  children,  most  were  inadequate  for  proper  protection. 
The  small  car  seat  must  itself  be  firmly  anchored. 

Dr.  Williams  called  on  pediatricians  and  other  physicians 
to  inform  parents  of  the  dangers  to  child  passengers  and 
urged  them  to  install  proper  restraining  devices. 


You  can  get 
updated  information 
on  the  disease  and 
on  effective  treatment 
for  its  symptoms  of 
bone  pain,  skeletal 
deformities,  and 
neurologic  deficits 


Just  send  the 
coupon  below 
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general  price  trends  in  the  economy  as  a whole,  plus  an 
additional  amount  to  accommodate  some  increase  in  in- 
tensity of  patient  services. 

* * * 

A crucial  vote  is  coming  soon  on  legislation  to  arm  the 
Federal  Trade  Commission  with  strong  new  powers  over 
business  and  to  expand  its  authority  over  nonprofit  groups 
including  medical  associations. 

The  full  House  Commerce  Committee  will  be  taking  up 
a bill  approved  recently  by  the  Subcommittee  on  Consumer 
Protection.  The  issue  pits  consumer  against  business  in- 
terests with  important  implications  for  the  medical  com- 
munity. 

The  FTC  has  been  very  active  for  more  than  a year  in  the 
medical  field,  taking  actions  against  medical  ethical  ad- 
vertising codes,  relative  value  scales,  antitrust  inquiries 
about  possible  resistance  to  Health  Maintenance  Organi- 
zations (HMOs),  challenging  the  validity  of  professional 
accreditation,  among  other  moves. 

Heretofore,  the  Agency  has  not  had  the  power  to  act 
against  nonprofit  associations  without  contending  that  it 
is  dealing  with  aspects  that  are  essentially  commercial. 
The  bill  before  the  House  Commerce  Committees  for  the 
first  time  would  make  nonprofit,  professional  groups  a clear 
responsibility  of  FTC. 

The  American  Medical  Association  has  urged  that 
nonprofit  organizations  not  be  placed  under  FTC  con- 
trol. 

Testifying  against  the  legislation  (H.R.  3816),  former 
Federal  Communications  Commissioner  Newton  Minow, 
speaking  for  the  AMA,  warned  Congress  that  an  FTC 
battle  could  devastate  nonprofit  groups. 

“A  host  of  diverse  organizations  having  little  or  no  im- 
pact on  our  economy  would  become  subject  to  the  regula- 
tory jurisdiction  of  the  Commission  if  this  provision  is 
adopted,”  said  Minow.  “Organizations  such  as  the  Boy 
Scouts  of  America,  the  Democratic  National  Committee, 
the  National  Association  for  the  Advancement  of  Colored 
People,  or  the  United  Fund  could  suddenly  find  themselves 
targets  of  an  FTC  investigation  ... 

Under  H.R.  3816,  the  FTC  could  seize  the  assets  and 
records  of  nonprofit  associations,  and  levy  fines  up  to 
$5,000  per  day.  The  AMA  warned  that  this  extreme  power 
was  being  granted,  not  to  the  normal  repository  of  such 
authority— the  judiciary — but  rather  to  a Federal  agen- 
cy- 

“The  cumulative  effect  of  the  vast  punitive  powers  and 
resources  of  the  FTC  would  cause  all  but  the  most  well  fi- 
nanced organizations  to  succumb  to  FTC  pressures  and 
demands,”  Minow  said.  “It  is  difficult  enough  for  large 
business  corporations,  which  can  pass  such  costs  on  to  their 
customers,  to  do  battle  with  the  government.  But  for  a 
not-for-profit  charitable,  scientific,  or  educational  orga- 
nization such  a battle  can  be  totally  devastating.  The  ends 
of  justice  are  not  served  where  vindication  also  means 
bankruptcy.” 

Mr.  Minow  also  warned  that  charities  subjected  to  such 
treatment  would  be  hardpressed  and  would  be  forced  to 
rechannel  funds  from  humanitarian  directions  to  legal 
protection. 

“Every  dollar  that  the  American  Cancer  Society  was 
required  to  spend  on  Federal  Trade  Commission  matters 
would  be  one  less  dollar  for  cancer  research.” 

Focusing  on  the  health  sector,  the  AMA  spokesman 
pointed  out  that  many  aspects  of  the  health  field  today 


don’t  correspond  to  the  free  competition  model,  which  is 
the  credo  of  the  FTC.  For  example,  certificate  of  need 
requirements,  placed  on  health  care  facilities  by  the  1974 
Health  Planning  Act  prevent  unrestricted  and  competitive 
expansion  by  hospitals. 

“The  Federal  Trade  Commission  has  gone  on  record  as 
opposing  certificate  of  need  laws  as  anticompetitive,”  said 
Minow.  “If  these  health  care  institutions  are  brought 
within  the  jurisdiction  of  the  Commission,  they  will  thus 
be  faced  with  conflicting  governmental  obligations.” 
Similarly,  the  Maximum  Allowable  Cost  regulations 
mandated  that  costs  for  drugs  supplied  under  Medicare 
and  Medicaid  should  not  be  established  by  free  market  but 
rather  by  a price  fixed  by  the  Department  of  Health,  Ed- 
ucation, and  Welfare.  “Extension  of  the  FTC’s  jurisdic- 
tion to  organizations  governed  by  such  conflicting  policy 
and  regulatory  programs  would  be  inconsistent  with  pre- 
vious expressions  of  Congressional  policy  in  this  area,”  The 
AMA  spokesman  claimed. 

Minow  cautioned  that  the  proposed  extension  of  FTC 
authority  would  ultimately  work  against  the  public  inter- 
est. 

“Professional  societies  are  continually  exhorted  to  ex- 
ercise more  supervision  and  regulation  over  the  conduct 
of  their  members.  The  Commission,  however,  would  re- 
lease these  individuals  from  the  ethical  structures  of  pro- 
fessional associations  and  subject  the  public  to  action  based 
on  the  unrestrained  ingenuity  of  individual  professionals 
with  only  the  government  able  to  guard  against  any  ex- 
cess.” 

* * * 

The  short  and  unhappy  bureaucratic  life  of  Christopher 
Fordham,  M.D.,  has  been  concluded  in  a policy  dispute 
with  HEW  Secretary  Joseph  Califano.  Dr.  Fordham, 
designated  to  be  the  Assistant  HEW  Secretary  for  Health 
spent  several  weeks  on  the  job  before  deciding  he  had  had 
enough.  The  physician  returned  to  the  University  of 
North  Carolina  where  he  heads  the  medical  school. 

Dr.  Fordham’s  decision  to  leave  rocked  the  Washington 
health  establishment  and  the  HEW  Department.  Ford- 
ham concluded  the  assistant  secretaryship  had  been 
stripped  of  authority  and  that  others  in  the  Department, 
especially  Califano,  would  be  calling  the  shots  on  health- 
policy  matters. 

The  nomination  of  Dr.  Fordham  was  ready  to  go  to  the 
Senate  when  he  made  his  announcement  in  a brief  letter 
to  Califano  citing  “deep  personal  reasons.”  The  North 
Carolinian  would  have  been  the  final  member  of  the  HEW 
top  command  to  be  officially  seated  at  the  agency. 

The  delay  in  filling  the  spot,  and  the  reason  for  Dr. 
Fordham’s  leaving,  is  caused  by  the  downgrading  of  the 
position  as  a result  of  the  HEW  reorganization  in  which 
effective  control  over  Medicare  and  Quality  Assurance  has 
been  taken  from  the  health  branch  of  HEW  and  given  to 
the  new  Health  Care  Financing  Administration 
(HCFA). 

* * * 

The  nation’s  health  shows  steady  improvement,  ac- 
cording to  a 25-year  mortality  survey  by  the  National 
Center  for  Health  Statistics. 

Since  1950,  the  death  rate  from  stroke  and  heart  disease 
declined  steadily  in  those  aged  25  to  74  and  deaths  from 
tuberculosis,  once  a leading  cause,  now  number  3,000  an- 
nually. 

Dorothy  Rice,  the  Director  of  the  Center  told  the  Senate 

continued  on  page  1176 
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Samples  on  Request 

GERIATRIC  PHARMACEUTICAL  CORP. 

Box  68,  Floral  Park,  N.Y.  1 1001 
Pioneers  in  Geriatric  Research 


012345678  hours 
Comparison  of  ascorbic  acid  blood  levels  after 
administration  of  1 gram  of  ascorbic  acid  in 
effervescent  tablet  form  and  1 gram  of 
CEVI-BID  (2  capsules).  -Adaptation 

DEVELOPERS  OF  GER-O-FOAM  • GAYSAL  • TESTAND-B 


i-  Riccitelli,  M.  L.:  Vitamin  C Therapy  in  Geriatric  Practice, 
J.  Amer.  Geriatrics  Soc.  20:  34,  1972. 


Remember 
the  HOP€! 

HOPS  begon  in  1958  uuhen  Dr.  William 
8.  Walsh  initiated  a project  aimed  at 
international  goodwill  and  understand- 
ing and  submitted  a plan  for  the 
world's  first  peacetime  hospital  ship. 
The  S.S.  HOP€  has  since  been  retired, 
but  the  work  and  activities  of  Project 
HOP€  have  continued  worldwide. 

The  people  of  Project  HOP6  remember 
the  HOP€  as  a prologue  to  new  land- 
based  medical  teaching  programs. 
They  ask  you  to  Remember  the  HOP€ 

too. 
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Health  Subcommittee,  “the  spectacular  decline  in  death 
rates  from  heart  disease  may  well  reflect  improvement  in 
medical  care  . . . there  appears  to  have  been  no  reduction 
in  the  incidence  of  heart  disease  during  this  period  of 
sharply  declining  mortality.” 

The  mortality  rate  from  heart  disease  dropped  30  per- 
cent in  those  aged  45  to  74,  with  the  biggest  gains  coming 
in  the  last  six  years. 

The  death  rate  from  stroke  fell  even  more  sharply  during 
this  period — a 50  percent  decline  for  the  45  to  64  age  group 
and  a 45  percent  reduction  for  those  65  to  74. 

The  aging  of  the  entire  U.S.  population  is  demonstrated 
by  the  decline  in  the  overall  death  rate.  After  leveling  off 
in  the  1960’s  the  death  rate  has  steadily  declined  in  the 
1970’s  and  reached  an  all-time  low  in  1975  of  8.9  deaths  per 
1,000  population. 

Lung  cancer  had  the  biggest  jump  in  death  rate,  dou- 
bling in  men  and  going  up  four  times  in  women  since 
1950. 

The  increase  has  offset  declines  in  the  death  rate  from 
cancer  of  the  stomach,  rectum,  cervix,  and  uterus. 

Infant  mortality  declined  from  29.2  to  16.1  deaths  per 
1,000  live  births,  but  the  United  States  still  ranks  15th  in 
infant  mortality. 

“The  total  rate  . . . masks  persistent  differences  for  major 
populations  groups,”  reports  Mrs.  Rice.  The  death  rate 
for  black  infants  is  41  percent  higher  than  for  whites,  and 
for  black  infants  the  mortality  rate  during  the  first  four 
weeks  of  life  ( 18.3  per  1,000  live  births)  exceeds  the  death 
rate  of  white  infants  during  their  entire  first  year  of  life 
(14.2). 

Mrs.  Rice  attributes  this  to  the  high  birth  rate  among 
black  teenagers  with  the  attending  lack  of  adequate  pre- 
natal care. 

* * * * 

President  Carter  has  sent  an  expanded  child  health 
screening  program  to  Congress. 

The  Child  Health  Assessment  Program  (CHAP)  will 
replace  Medicaid’s  Early  and  Periodic  Screening,  Diagnosis 
and  Treatment  Program  (EPSDT)  for  children.  The 
CHAP  legislation  calls  for  new  spending  of  $180  million. 

Under  t he  bill,  the  average  Federal  payment  to  the  states 
for  health  care  provided  to  children  would  rise  from  the 
current  55  percent  to  75  percent. 

Benefits  would  be  extended  to  children  under  age  six 
whose  family  income  level  makes  them  eligible  for  assis- 
tance but  who  do  not  meet  additional  state  eligibility  re- 
quirements. 

States  would  be  encouraged  to  assure  the  availability  of 
comprehensive  health  providers  for  low-income  chil- 
dren. 

President  Carter  said  the  CHAP  program  is  “urgently 
needed  to  assure  that  more  low-income  children  receive 
regular,  high-quality  primary  and  preventive  care. 
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diabetic  patient  has  been  reported  with 


VASODILAN 

( ISOXSUPRINE  HCI) 

the  compatible  vasodilator  TABLETS,  20  mg. 


"Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences 
National  Research  Council  and/or  other  information,  the  FDA  has  classified  the  indi- 
cations as  follows 
Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 
2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  thromboangiitis 
obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than -effective  indications  requires  further  investigation 

Composition:  Vasodilan  tablets,  isoxsuprine  HCi.  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI,  5 mg  per  ml 


Dosage  and  Administration:  Oral  10  to  20  mg.,  three  or  four  times  daily. 
Intramuscular:  5 to  10  mg.(l  or  2 ml.)  two  or  three  times  daily.  Intramuscular  adminis- 
tration may  be  used  initially  in  severe  or  acute  conditions. 

Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral  use 
when  administered  in  recommended  doses.  Should  not  be  given  immediately  postpartum 
or  in  the  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood  of  side 
effects. 


Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has  been  asso- 
ciated in  time  with  the  occurrence  of  hypotension,  tachycardia,  nausea,  vomiting, 
dizziness,  abdominal  distress,  and  severe  rash.  If  rash  appears  the  drug  should  be 
discontinued. 


Although  available  evidence  suggests  a temporal  association  of  these  reactions  with 
isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypotension  and 
tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses.  For  these  reasons 
single  intramuscular  doses  exceeding  10  mg  are  not  recommended  Repeated  adminis- 
tration of  5 to  10  mg.  intramuscularly  at  suitable  intervals  may  be  employed 
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A Special  Occasion 

The  Society  Club 
especially  designed  for  the 
members  of  the  Medical  Society 
of  the  State  of  New  York 

THE  NEWPORT  JAZZ  FESTIVAL 

Monday  July  4,  1977 

The  Festival  Farewell  Dance  at 
Roseland  Ballroom,  featuring: 

Count  Basie  and  his  Orchestra 
Sy  Oliver  and  his  Orchestra 
Special  Guests: 

Barney  Bigard,  Benny  Carter,  Jo  Jones 
and  others. 

Special  Dinner  at  Promenade  Cafe,  Rockefeller 
Center,  50th  St.  from  6:30  p.m.  to  8:30  p.m. 
Roseland  program  begins  at  9:00  p.m. 

(52nd  St.  West  of  Broadway). 

Price:  $19.50  per  person 

Order  Cutoff  Date:  June  20th 
Note:  Tickets  will  not  be  sent  before  cut- 
off date.  Menu  will  be  forwarded 
with  tickets. 


ORDER  FORM 

Newport  Jazz  Festival  & Promenade  Cafe 
July  4,  1977 

# Tickets  (h  $19.50  each.  Total  $ 

Add  $.50  service  charge  per  order,  make  your  check 
payable  to  Restaurant  Associates,  enclose  stamped, 
self-addressed  envelope,  and  mail  to: 

J.  Beinhorn 
Restaurant  Associates 
1540  Broadway,  NYC  10036 
212-974-4858 

Name 

Address 


City State Zip 

Telephone  (Area  Code) 


Medical  Meetings 


Sixth  annual  meeting  of  ALMACA 

The  sixth  annual  meeting  of  the  Association  of  Labor- 
Management  Administrators  and  Consultants  on  Alco- 
holism, will  be  held  October  26  to  30,  1977,  at  the  Ameri- 
cana Hotel  in  New  York  City. 

Weekly  courses 

A course  on  “Pathophysiology  of  Cancer”  will  be  given 
every  Wednesday  from  July  20  until  August  31  at  the 
Roswell  Park  Memorial  Institute,  Buffalo,  New  York. 
Julian  L.  Ambrus,  M.D.,  is  the  chairperson.  Credit  for 
Category  I,  Physicians  Recognition  Award  of  AMA  is 
given. 

For  further  information  contact:  Ms.  Claudia  Lee, 

Cancer  Control  Office,  Roswell  Park  Memorial  Institute, 
666  Elm  Street,  Buffalo,  New  York  14263. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 
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It  seems  that  the  AMA  now  has  finally  come  out  with 
such  a position  as  well.  The  American  Medical  Associa- 
tion’s new  national  health  insurance  bill  is  fashioned  from 
15  long-standing  principles. 

The  AMA  Board  of  Trustees  was  looking  things  over  the 
other  day,  and  realized  that  two  more  important  points  are 
implied,  but  not  stated,  in  the  proposed  legislation. 

The  trustees  adopted  the  two  policies  unanimously. 
They  are: 

1.  There  should  be  freedom  of  the  patient  to  select  the 
physician  and/or  system  of  his  choice. 

2.  There  should  be  freedom  of  a physician  to  deal  di- 
rectly with  his  patient  with  regard  to  billing  and  to  follow 
the  method  of  treatment  consistent  with  his  medical 
judgment. 

In  light  of  these  considerations,  it  would  seem  that  this 
approach  should  he  instituted  as  a step  to  align  our  Medical 
Society  of  the  State  of  New  York’s  position  wit  h that  taken 
by  the  American  Medical  Association. 

GORDON  R.  MKYERHOFF,  M.D. 

19  Hillside  Avenue 
Roslyn  Heights,  N.Y.  11577 

Insulin  from  glands 

To  the  Editor:  In  the  March  issue  of  the  New  York  State 
Journal  of  Medicine,  page  384  (Canadian  scientist  discover 
insulin)’  it  is  stated  that  Banting  and  Best  “prepared  a 
solvent  from  the  gland.” 

It  is  more  in  keeping  with  the  facts  that  the  glands  were 
given  to  Collip,  a brilliant  chemist,  and  he  ext  racted  insulin 

* Highlights  of  200  years  of  American  medicine,  Prepared  by 
the  American  Medical  Association. 
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Clinical  Methods.  The  History,  Physical  and  Labo- 
ratory Examinations.  Volume  1.  H.  Kenneth  Walker, 
M.D.,  F.A.C.P.,  W.  Dallas  Hall,  M.D.,  F.A.C.P.,  and  J. 
Willis  Hurst,  M.D.,  F.A.C.P.,  Editors.  Boston,  Butter- 
worths,  1976.  Illustrated,  420  pages.  Paperbound,  $12. 

Viral  Infections  of  Humans.  Epidemiology  and 
Control.  Alfred  S.  Evans,  Editor.  New  York,  Plenum 
Medical  Book  Company,  1976.  Hard  cover,  584  pages. 
Price,  $39.50. 

Recent  Advances  in  Gastroenterology.  Number 
Three.  Ian  A.  D.  Bouchier,  Editor.  New  York,  Churchill 
Livingstone,  1976.  Illustrated,  338  pages.  Cloth, 
$32.50. 

Black’s  Medical  Dictionary.  31st  edition.  William  A. 
R.  Thomson,  M.D.,  Editor.  New  York,  Harper  & Row 
Publishers,  Barnes  and  Noble  Import  Division,  1977.  Il- 
lustrated, 950  pages.  Cloth,  $15. 

Breast  Feeding  and  The  Mother.  Ciba  Foundation 
Symposium  45  (new  series).  New  York,  Elsevier,  1976. 
Cloth,  280  pages.  Price,  $21.75. 

Clinical  Gastroenterology.  Second  edition.  By  Howard 
M.  Spiro,  M.D.  New  York,  Macmillan  Publishing  Co., 
Inc.,  1977.  Illustrated,  1,289  pages.  Cloth,  $45. 

Marginal  Medicine.  Roy  Wallis  and  Peter  Morley,  Ed- 
itors. New  York,  The  Free  Press,  1977.  Hard  Cover,  173 
pages.  Price,  $8.95. 

Diagnosis  and  Management  of  Medical  Emergencies. 
Second  edition.  By  Rustom  Jal  Vakil,  M.D.,  and  Farokh 
Erach  Udwadia,  M.D.  New  York,  Oxford  University 
Press,  1976.  Illustrated,  750  pages.  Cloth,  $24. 

The  Real  and  Symbolic  Dangers  of  the  Insect  Sting. 
Harold  A.  Abramson,  M.D.,  and  Claude  A.  Frazier,  M.D., 
Editors.  A special  number  of  The  Journal  of  Asthma 
Research,  vol.  13,  No.  4.,  Baltimore,  Md.,  July,  1976. 

The  Live  Longer  Now  Cookbook;  for  Joyful  Health 
and  Long  Life.  By  Jon  N.  Leonard  and  Elaine  A.  Taylor. 
With  a foreword  by  Nathan  Pritikin.  New  York,  Grosset 
& Dunlap,  1977.  Cloth,  368  pages.  Price,  $12.95. 

Live  Longer  Now.  The  First  One  Hundred  Years  of 
Your  Life:  The  2100  Program.  By  Jon  N.  Leonard, 
Jack  L.  Hofer,  and  Nathan  Pritikin.  New  York,  Grosset 
& Dunlap,  1977.  Illustrated,  232  pages.  Paperback, 
$2.95. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 
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TABLETS 


Balanced  high  potency  B-complex 
and  500  mg  vitamin  C 

For  nutritional  support  in: 

■ The  patient  with  chronic  disease 

■ The  patient  with  wasting  disease 

■ The  patient  with  febrile  illness 

■ The  patient  with  Gl  disorder 

■ The  patient  with  severe  burns 

■ The  patient  with  hyperthyroidism 

■ The  patient  with  diabetes 

■ The  problem  drinker 

■ The  surgical  patient 

Virtually  no  odor  or  aftertaste 
Economically  priced 

Please  see  complete  product  information,  a sum- 
mary of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 

(Vitamin  Bo 15  mg 

Riboflavin  (Vitamin  B2).  . . . 15  mg 
Pyridoxine  HCI 

(Vitamin  B6) 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  ...  20  mg 
Cyanocobalamin 

(Vitamin  B12) 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid 

(Vitamin  C) 500  mg 

Indications:  Nutritional  supplemen- 
tation in  conditions  in  which  water- 


soluble  vitamins  are  required  pro- 
phylactically  or  therapeutically. 
Warning:  Not  intended  for  treatment 
of  pernicious  anemia  or  other  pri- 
mary or  secondary  anemias.  Neu- 
rologic involvement  may  develop  or 
progress,  despite  temporary  remis- 
sion of  anemia,  in  patients  with 
pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per 
day  and  who  are  inadequately 
treated  with  vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as 
indicated  by  clinical  need. 

Available:  In  bottles  of  100  and  500. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  071 10 
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Handbook:  Interactions  of  Selected  Drugs  with  Nu- 
tritional Status  in  Man.  By  Donna  Crawford  March. 
Chicago,  The  American  Dietetic  Association,  1977.  Pa- 
perback, 119  pages.  Price,  $7.50. 

Outline  of  Orthopaedics.  Eighth  edition.  By  John 
Crawford  Adams,  M.D.,  M.S.,  F.R.C.S.  New  York, 
Churchill  Livingstone,  1976.  Illustrated,  472  pages.  Pa- 
perback, $13.50. 

Diagnostic  Bronchoscopy;  An  Introduction.  Third 

edition.  By  Peter  Stradling,  M.D.,  F.R.C.P.,  F.R.P.S. 
New  York,  Churchill  Livingstone,  1976.  Illustrated,  149 
pages.  Cloth,  $35. 

Working  with  People  Called  Patients.  By  Milton  M. 
Berger,  M.D.  New  York,  Brunner/Mazel,  Publishers, 
1977.  Paperback,  154  pages.  Price,  $7.95. 

Child  Health  in  the  Community:  A Handbook  of  So- 
cial and  Community  Paediatrics.  Ross  G.  Mitchell, 
M.D.,  F.R.C.P.,  Editor.  New  York,  Churchill  Livingstone, 
1977.  Cloth,  313  pages.  Price,  $18. 

Statistics  in  Small  Doses.  Second  edition.  By  Winifred 
M.  Castle,  M.B.  New  York,  Churchill  Livingstone,  1977. 
Illustrated,  220  pages.  Paperback,  $8.50. 
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from  the  glands. 

In  the  opinion  of  most  of  us  who  remembered  the 
thrilling  story  McLeod  presented  at  the  annual  meeting 
of  the  Association  of  American  Physicians,  it  was  Collip 
who  made  insulin  possible  and  looking  back  at  this  great 
medical  historical  event,  Collip  certainly  should  have 
shared  in  the  Nobel  prize  award  by  his  ingenious  method 
of  extraction. 

He  went  on  to  contribute  to  the  elucidation  of  parathy- 
roid function  and  this  is  another  example  of  the  importance 
of  a basic  scientist  in  medical  discoveries. 

PAUL  REZNIKOFF,  M.D. 

1 1 Brooks  Road 
Woods  Hole,  Massachusetts  02543 

P.S.  Many  of  us  think  William  Castle  should  have 
shared  in  the  Nobel  prize  award  given  to  Minot,  Murphy, 
and  Whipple  for  the  work  he  did  in  clarifying  the  essential 
factor  in  the  use  ofliver  extract  and  B12  on  the  treatment 
of  pernicious  anemia. 


Where  do  you  stand 
on  these  issues? 
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Maternal  and  child  care  programs 

Federal  aid  to  medical  students 
Extending  private  health  insurance  to 
everyone 

Nationwide  program  of  community  emer- 
gency medical  services 
Reform  of  the  tort  system  of  malpractice 
adjudication 

Maximum  Allowable  Cost  (Drug)  Regula- 
tions 

Health  Planning  Act  of  1974 

Federal  control  of  the  number  and  location 
of  residences 

Federal  standards  for  licensure  and  re- 
licensure 

Federal  national  health  service 


If  you're  for  the  first  five  but  against  the  second  five,  you 
stand  where  the  AMA  stands 

The  AMA  has  vigorously  supported  virtually  all  re- 
cent legislation  to  provide  more  and  better  health  care 
for  the  public.  The  AMA  has  just  as  staunchly  opposed 
any  plan  that  would  infringe  on  your  right  to  practice 
the  way  you  choose 

On  such  vital  issues,  the  AMA  is  the  most  effective 
and  influential  spokesman  the  profession  has  With 
your  support,  it  can  be  even  more  effective. 


Join  us. 

We  can  do  much  more  together. 


Please  send  me  more  information  on  the  AMA 
and  AMA  membership 
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Abstracts 


Greenwald,  P.,  Nasca,  P.  C.,  Caputo,  T.  A.,  and  Jan- 
erich,  D.  T.:  Cancer  risk  from  estrogen  intake,  New  York 
State  J.  Med.  77:  1069  (June)  1977. 

Exogenous  estrogens  may  promote  or  accelerate  cancer 
in  various  target  organs  regardless  of  the  age  at  which  these 
hormones  are  taken.  In  New  York  State,  22  daughters 
exposed  to  synthetic  estrogens  in  utero  are  now  known  to 
have  developed  adenocarcinoma  of  the  vagina  or  cervix. 
Oral  contraceptives  have  not  been  shown  to  increase  cancer 
risk,  but  insufficient  time  has  passed  to  make  a conclusive 
judgment  about  their  safety.  Among  postmenopausal 
women,  the  incidence  of  endometrial  cancer  is  rising  rap- 
idly in  New  York  State,  following  a parallel  rise  in  the  use 
of  estrogens.  Epidemiologic  studies  support  the  possibility 
of  a causal  association  between  estrogen  use  and  endo- 
metrial cancer. 

Nadel,  C.,  and  Portadin,  G.:  Sickle  cell  crises;  psy- 
chologic factors  associated  with  onset,  New  York  State 
J.  Med.  77: 1075  (June)  1977. 

An  anamnestic  retrospective  study  of  22  patients  with 
sickle  cell  disease  showed  that  in  50  percent  of  the  patients 
the  onset  of  painful  crises  was  preceded  by  severe  depres- 
sive effects  and  responses  to  different  types  of  losses.  One 
half  of  these  patients  were  chronically  depressed  and  had 
more  frequent  crises  and  other  complications  of  sickle  cell 
disease  than  during  periods  when  they  felt  relatively  con- 
tent. The  other  half  of  the  depressed  patients  had  the 
crisis  onset  following  an  acute  affective  change,  that  is, 
towards  depression.  In  the  nondepressed  patients  we 
found  denial,  a very  frequent  mechanism  of  defense.  Of 
1 1 of  our  nondepressed  patients,  8 used  massive  denial.  In 
these  eight,  we  found  that  seven  had  many  fewer  crises 


than  the  group  of  depressed  patients,  who  did  not  use  de- 
nial in  a major  way. 

Reddy,  R.,  Swamy,  N.,  and  Gould,  L.:  Electrocardio- 
graohic  changes;  pacemaker  induced,  New  York  State  J. 
Med.  77:  1080  (June)  1977. 

Serial  electrocardiograms  were  obtained  on  53  patients 
before  and  after  permanent  pacemaker  implantation. 
Thirty-six  of  the  53  patients  showed  T-wave  inversions  on 
unpaced  electrocardiograms  after  implantation.  The 
changes  were  seen  in  leads  II,  III,  and  aVf  in  13  patients; 
in  leads  I,  aVl,  V4  to  Vr6  in  8 patients  and  in  both  locations 
in  15  patients.  Twenty-six  of  the  36  patients  showed  the 
electrocardiographic  changes  within  the  first  postoperative 
week.  The  genesis  of  these  pacemaker-induced  electro- 
cardiographic changes  is  obscure. 

Felman,  Y.  M.,  and  Scaffidi,  S.:  Reported  gonorrhea; 
trends  in  New  York  City,  1970  to  1975,  New  York  State 
J.  Med.  77:  1083  (June)  1977. 

A study  was  initiated  to  determine  the  extent  and  sig- 
nificance of  variations  in  reporting  of  gonorrheal  infection 
in  New  York  City’s  30  health  center  districts  from  1970  to 
75.  The  analysis  of  the  reported  cases  of  gonorrhea  during 
this  time  is  made  difficult  by  underreporting,  changes  in 
population,  and  the  destruction  of  housing  that  occurred 
during  these  years.  An  evaluation  of  gonorrheal  morbidity 
indicates  that  a number  of  changes  have  occurred.  Pri- 
vate-physician reporting  declined  from  22  to  7 percent. 
During  the  same  time  period,  department  of  health  clinics 
reporting  increased  from  60  to  69  percent  of  total  incidence 
of  gonorrhea. 


Abstracts  I In  Interlingua 


Greenwald,  P.,  Nasca,  P.  C.,  Caputo,  T. A. ,e  Janerich, 

D.  T.:  Administration  de  estrogenos;  riscos  de  cancer, 
New  York  State  J.  Med.  77:  1069  (Junio)  1977. 

Le  estrogenos  exogene  pote  favorecer  o accelerar  le 
cancer  in  varie  organos  effectori,  sin  consideration  del  etate 
in  que  iste  hormonas  es  administrate.  In  le  Stato  de  Nove 
York,  22  filias  exposite  al  estrogenos  synthetic,  quando  in 
utero,  e como  es  cognoscite  ora,  disveloppate  adenocarci- 
noma del  vagina  o del  cervix  uterine.  Non  ha  essite  dem- 
onstrate que  le  contraceptives  oral  non  ha  augmentate  le 
risco  de  cancer,  mais  non  ha  transcurrite  le  tempore  suffi- 


ciente  totavia  pro  facer  un  judicio  conclusive  supra  le 
securitate  de  iste  compostos.  Intra  le  feminas  menopausic, 
le  incidentia  de  cancer  endometrial  es  augmentate  rapi- 
demente  in  le  Stato  de  Nove  York,  siguente  un  augmento 
parallelo  al  uso  del  estrogenos.  Le  studios  epidemiologic 
supporta  le  possibilitate  de  un  association  causal  inter  le 
uso  del  estrogenos  e le  cancer  endometrial. 

Nadel,  C.,  e Portadin,  G.:  Crises  de  cellulas  “sickle”; 
factores  psychologic  associate  con  le  initiation  del  crisis, 
New  York  State  J.  Med.  77: 1075  (Junio)  1977. 

continued  on  page  1184 
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GENERAL  SESSIONS 

• 

1977  Annual  Convention 

Medical  Society  of  the 
State  of  New  York 


October  2-5,  1977 

AMERICANA  HOTEL,  NEW  YORK  CITY 

OUTSTANDING 
CONTINUING 
MEDICAL  EDUCATION 
PROGRAMS 

SUNDAY,  October  2: 

10  a.m.  & 2 p.m.  Prevention  & Early  De- 
tection of  Cancer.  Society  of  Nuclear 
Medicine,  Section  on  Urology.  All  day. 

MONDAY,  October  3: 

2 p.m.  The  Family;  Changing  Values 

TUESDAY,  October  4: 

9 a.m.  & 2 p.m.  Diagnosis  & Manage- 
ment of  Coagulation  Defects;  Emphasis 
on  Disseminated  Intravascular  Coagula- 
tion. Section  on  Pathology.  All  day. 

WEDNESDAY,  October  5: 

9 a.m.  & 2 p.m.  Noninvasive  Techniques 
in  Diagnosis.  N.Y.  State  Society  of  Inter- 
nal Medicine,  Section  on  Internal  Medi- 
cine. All  day. 
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Un  studio  anamnesic  retrospective  de  22  patientes  con 
morbo  ab  cellulas  “sickle”  (drepanocytic)  demonstrava  que 
in  50  pro  cento  del  casos  le  initiation  del  crisis  dolorose 
esseva  precedite  per  intense  effectos  depressive  e responsas 
a differente  typos  de  perditas.  Le  50  pro  cento  de  iste 
patientes  esseva  chronicmente  depressive  e habeva  crises 
plus  frequente  e altere  complicationes  de  iste  morbo  ab 
cellulas  “sickle”  que  durante  le  periodos  in  que  illes  esseva 
relativemente  ben  o felice.  Le  altere  50  pro  cento  del  pa- 
tientes depressive  habeva  le  initiation  del  crises  seguite  de 
un  canbio  affective  acute,  es  dicer,  verso  le  depression.  In 
le  patientes  non  depressive  nos  trovava  un  responsa  neg- 
ative, que  es  un  mechanismo  de  defensa  multe  frequente. 
De  1 1 de  nostre  patientes  non  depressive,  8 recurreva  a un 
negation  massive.  In  iste  8 casos,  nos  trovava  que  7 habeva 
multe  minus  crises  que  in  illes  del  gruppo  depressive  que 
non  recurreva  al  negativismo  in  un  modo  importante. 

Reddy,  R.,  Swamy,  N.,  e Gould,  L.:  Cambios  electro- 
cardiographic inducite  per  le  marcapassos,  New  York 
State  J.  Med.  77:  1080  (Junio)  1977. 

Electrocardiogrammas  seriate  esseva  facite  in  53  pa- 
tientes ante  e depost  le  implantation  permanente  de 
marcapassos  (“pacemakers”).  In  36  del  53  patientes  esseva 
observate  inversion  del  unda  T in  le  electrocardiogrammas 
“unpaced”  depost  le  implantation  del  marcapasso.  Le 
cambios  esseva  viste  in  le  derivafiones  II,  III  e aVf  in  13 
patientes;  in  le  derivationes  I,  aVl,  V4,  V5  e V6,  in  8 pa- 
tientes e in  ambe  sitos  in  15  patientes.  Vinti-sex  (26)  del 
36  patientes  habeva  cambios  electrocardiographic  intra  le 
prime  septimana  postoperatori.  Le  genesis  de  iste  cambios 
inducite  per  le  marcapassos  es  obscur. 

Felman,  Y.  M.,  e Scaffidi,  S.:  Reportos  de  gonorrhea; 
tendentias  in  le  Citate  de  Nove  York  inter  1970  e 1975, 
New  York  State  J.  Med.  77:  1083  (Junio)  1977. 

Un  studio  esseva  initiate  pro  determinar  le  magnitude 
e le  significantia  del  variationes  in  le  reportos  del  gonorrhea 
in  le  30  Distritos  de  Sanitate  del  Citate  de  Nove  York  desde 
1970  a 1975.  Le  analyses  del  casos  de  gonorrhea  reportqte 
durante  iste  tempore  ha  essite  difficile  a causa  de  infra- 
reportes,  cambios  in  le  populatio  e le  elimination  de  casas 
durante  le  annos  mentionate.  Un  evalutation  del  morbi- 
ditate  gonococcal  indicava  le  occurrentia  de  un  numero  de 
cambios.  Le  reportos  del  medicos  private  descendeva  de 
22  a 7 pro  cento.  Durante  le  mesmo  periodo,  le  Clinicas 
del  Departamento  de  Sanitate  reporfava  un  augmento  de 
60  a 69  pro  cento  del  incidentia  total  del  gonorrhea. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Medical  News 


State  of  the  nation's  health 

In  a series  of  releases,  Richard  E.  Palmer,  M.D.,  presi- 
dent, American  Medical  Association,  remarks  on  the  state 
of  the  nation’s  health.  The  following  are  some  of  his 
comments. 

The  cancer  death  rate  is  rising.  Suicide  and  homicide 
are  rising.  The  number  of  “slow  down”  days  and  days  of 
bed  illness  per  person  per  year  have  risen  slightly.  The 
proportion  of  the  population  that  is  handicapped  by  a 
chronic  illness  or  injury  is  rising. 

The  average  age  of  the  American  inches  steadily  up  year 
after  year,  and  as  the  population  gets  older  more  men  and 
women  live  long  enough  to  develop  the  chronic  health 
problems  that  often  accompany  advancing  years. 

In  1967  there  were  18.8  million  Americans  65  years  or 
more.  By  1975  this  figure  had  jumped  to  22.3  million. 

Another  impediment  to  better  health  is  one  that  seems 
to  be  deeply  rooted  in  our  national  lifestyle.  We  tend  to 
jeopardize  our  health  by  smoking,  drinking,  exercising 
little,  eating  too  much.  Swedes,  who  both  smoke  and  drink 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


substantially  less  than  Americans,  have  a higher  life  ex- 
pectancy. 

Unemployment,  inflation,  and  environmental  pollution 
are  among  the  external  factors  affecting  people’s  health 
adversely. 

Two  frequently  used  indicators  of  the  nation’s  health  are 
days  of  restricted  activity  per  person,  and  the  proportion 
of  the  population  with  long-term  disabling  infirmities. 
Both  indicators  are  currently  worsening. 

In  1970  the  nation  averaged  8.5  slow-down  days  per 
person,  and  6.1  bed  days.  In  1975  these  two  figures  in- 
creased a bit,  to  11.0  slow-down  days  and  6.6  bed  days. 
The  differences  weren’t  really  large,  but  they  do  indicate 
that  more  people  are  feeling  bad  or  actually  ill.  Perhaps 
the  increasing  age  of  the  population  is  involved  here. 

The  percent  of  the  population  among  which  chronic 
conditions  required  limits  to  normal  activity  averaged  2.9 
in  1970,  but  rose  to  3.5  in  1975.  And  the  proportion  in 
which  limitations  were  major,  due  to  chronic  health 
problems,  rose  from  8.0  to  10.8. 

While  the  number  of  years  of  healthy  life  rose  from  the 
estimated  mid-1960s  level  of  68.4  years  to  an  estimated  70.2 

continued  on  page  1186 
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in  the  mid-1970s,  the  average  years  of  bed  illness,  hospi- 
talization, or  institutionalization  rose  in  the  same  period 
from  an  estimated  1.7  to  2.2.  We  are  living  longer,  have 
more  healthy  years,  but  also  have  more  invalid  years. 

There  are  some  dark  aspects  of  the  state  of  the  nation’s 
health.  America’s  physicians  know  this  very  well  and  they 
are  working  constantly  to  try  to  do  something  about 
them. 

There  are  also  many  good  things  about  the  nation’s 
health. 

Americans  are,  overall,  a healthy  nation.  And  we’re 
getting  steadily  healthier. 

Some  of  the  adverse  aspects  of  the  state  of  the  nation’s 
health.  The  cancer  death  rate  is  rising.  The  number  of 
“slow  down”  days  and  days  of  bed  illness  per  person  per 
year  have  risen  slightly. 

But  there  most  definitely  is  a bright  side  to  the  nation’s 
health  picture.  Some  of  the  pluses  achieved  in  recent  years 
have  been  little  short  of  spectacular. 

Maternal  deaths  were  reduced  by  26  percent  in  just  one 
year.  Infant  deaths  have  declined  by  20  percent  in  five 
years.  Of  the  leading  causes  of  death  in  1970,  rates  for  all 
but  one — cancer — have  been  substantially  reduced.  Life 
expectancy  has  been  increased  by  a year  and  a half  since 
1970. 

From  1970  to  1975  deaths  from  heart  disease  dropped 
6.4  percent.  Deaths  from  stroke  in  the  same  years  declined 
by  9.9  percent.  Accidents  as  cause  of  death  dropped  by 
15.6  percent.  Deaths  from  influenza  and  pneumonia  de- 


clined by  12.6  percent.  And  so  on  for  the  other  leading 
causes  of  death. 

In  fact,  fewer  Americans  are  dying  each  year  per  100,000 
populat  ion.  This  ratio  dropped  by  5.2  percent  from  1970 
to  1975.  The  category  of  bronchitis,  emphysema,  and 
asthma  is  no  longer  among  the  top  10  killers.  It’s  place  was 
taken  over  by  suicide. 

Life  expectancy  at  birth  for  all  Americans  in  1970  was 
70.9  years.  By  1975  the  figure  was  up  to  72.4  years.  Since 
the  turn  of  the  century,  when  average  life  expectancy  was 
47.3  years,  more  than  half  a lifetime  has  been  added. 

Conspicuous  gains  have  been  reported  in  recent  years 
against  maternal  deaths  and  deaths  of  infants.  Maternal 
deaths  per  100,000  live  births  dropped  from  83.3  in  1950 
to  10.8  in  1975.  In  the  same  quarter  century,  infant  deaths 
(below  the  age  of  one  year)  dropped  from  29.2  to  16.1  per 
1 ,000  live  births.  Preliminary  figures  for  1976  indicate  that 
the  infant  death  rate  has  declined  even  more,  to  15.2. 

Americans  are  a healthy  race,  and  they’re  getting  heal- 
thier year  by  year. 

Your  physician,  your  dentist,  and  all  of  the  others  in 
health  care  can  help. 

But,  given  the  present  state  of  medical  skills  and 
knowledge,  the  greatest  room  for  improvement  is  up  to  the 
patient. 

How  you  live  your  life  has  a great  deal  to  do  with  how 
healthy  that  life  will  be. 

The  recent  gains  in  health  may  slow  down  in  the  near 
future.  The  American  population  is  getting  older. 

• continued  on  page  1187 
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Americans  persist  in  unhealthy  personal  habits,  such  as 
tobacco  and  alcohol.  Social  factors  such  as  inflation  and 
unemployment  affect  health  adversely.  And  environ- 
mental factors  over  which  the  individual  has  little  control, 
such  as  air  pollution,  are  a paramount  health  problem. 

One  thing  is  certain.  One’s  health  can  be  improved  by 
a better  personal  choice  of  lifestyle. 

At  the  start,  individual  health  tendencies  are  inherited 
from  our  parents  and  grandparents.  Some  are  good. 
Some  are  had.  Healthy  parents  tend  to  beget  healthy 
children.  Long-lived  people  tend  to  beget  long-lived  off- 
spring. 

Americans  are  healthy,  hut  we  are  not  as  healthy  as  we 
ought  to  be.  We  eat  too  much,  and  the  wrong  kinds  of 
food.  We  sometimes  drink  too  much  and  smoke  too  much. 
We  sometimes  forget  to  drive  carefully.  And  many  of  us 
don’t  get  enough  regular  exercise. 

These  admonitions  aren’t  new.  We’ve  heard  them  for 
years.  But  they  are  very  important.  We  know  that  people 
who  follow  a healthy  life  style  will,  on  balance,  live  longer, 
and  what  is  even  more  important,  have  less  illness. 

You  can  measure  your  own  lifestyle  and  its  impact  on 
your  health  by  scoring  yourself  on  seven  things:  smoking, 
drinking,  weight  (is  it  about  right  for  your  height),  hours 
of  sleep,  eating  breakfast,  snacking  between  meals,  and 
physical  activity. 

For  example,  if  you  are  a man  of  45,  you  can  add  as  many 
as  1 1 years  to  your  life  by  the  practice  of  good  health  habits. 
A woman  of  45  can  gain  up  to  about  7 years. 


Free  tours  of  Brookhaven 
National  Laboratory 

Brookhaven  National  Laboratory  invites  the  public  to 
free  guided  tours.  Tours  will  be  conducted  on  Saturdays 
during  the  months  of  May  through  October,  and  on  Sat- 
urdays and  Sundays  in  -July  and  August,  except  holiday 
weekends.  Hours  are  from  10  a.m.  to  4 p.m.  While  ex- 
hibits will  be  open  until  4 p.m.,  it  is  suggested  that  visitors 
arrive  before  2.30  p.m. 

Visitors  enter  the  Laboratory  at  the  main  gate  and  are 
directed  to  a reception  hall  where  they  will  see  Brook- 
haven's  Quest,  a visual  experience  that  tells  the  story  of 
Brookhaven  National  Laboratory.  Visitors  then  board 
buses  and  tour  the  800  acre  core  of  the  Laboratory  site. 
The  tour  includes  the  Exhibit  Center  housing  the  world’s 
first  atomic  reactor  built  to  study  the  peaceful  uses  of  the 
atom.  A mini  tour  of  a working  laboratory  or  experimental 
facility  will  be  available  also. 

In  the  Exhibit  Center,  demonstrations,  exhibits,  and 
models  explain  the  broad  scope  of  research  performed  in 
high  energy  physics,  basic  energy  and  life  sciences,  envi- 
ronment and  health,  and  energy  technologies.  The  mini 
tour  of  a laboratory  facility  will  vary  from  week  to  week. 
Advance  information  about  mini  tours  is  available  from  the 
Public  Relations  Office,  (516)  345-2345. 

The  entrance  to  Brookhaven  National  Laboratory,  lo- 
cated at  the  center  of  Long  Island,  is  on  the  William  Floyd 
Parkway  approximately  one  mile  north  of  Exit  68  of  the 
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Dear  Fellow  Member: 

The  U,  So  Savings  Bonds  program  merits  our  support  now 
more  than  ever  before , From  a patriotic  standpoint  we  make 
a minimum  contribution  indeed  when  we  help  here.  We  thus 
promote  the  sound  management  of  the  public  debt.  It  also 
helps  families  to  build  financial  security  through  systematic 
saving.  The  Bond  program  deserves  our  enthusiastic  personal 
participation  from  the  standpoint  of  individual  self-interest  » 

For  one  thing,  today's  Series  E Bonds  are  more  attractive 
than  ever  before.  They  offer  an  interest  rate  of  67.  when 
held  to  maturity  of  5 years.  They  are  backed  by  the  govern- 
ment and  fully  protected  against  loss,  theft,  or  destruction. 

In  addition,  they  have  important  tax  advantages:  interest 

is  exempt  from  State  or  local  income  taxes,  and  the  Federal 
tax  can  be  deferred  until  redemption. 

Because  of  their  safety  and  guaranteed  value,  buying 
Savings  Bonds  is  an  ideal  way  to  achieve  long-range  savings 
goals  such  as  for  education,  home  ownership,  travel,  and  re- 
tirement. Obviously  the  best  way  to  buy  them  is  the  automatic 
way  --  either  through  the  Payroll  Savings  Plan  where  you  work 
or  the  Bond-a-Month  Plan  at  your  bank. 

If  you  haven't  thought  about  U.  S.  Savings  Bonds  lately, 
this  is  the  time  you  did.  They  help  the  country  and  our  economy 
but  more  important  and  to  the  point,  they  help  you. 


Sincerely, 


PCi 


Henry  I.  Fineberg,  M.D. 
Executive  Vice-President 
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Long  Island  Expressway.  Admission  is  free. 

Nutritionists  suggest 
more  calcium 

A diet  containing  more  calcium  and  less  phosphorus  is 
one  of  the  “hottest’  leads  researchers  are  pursuing  today  in 
hopes  of  solving  the  mystery  of  senile  osteoporosis,  a dis- 
ease which  causes  hone  resorpt  ion  especially  in  the  elderly 
and  post  menopausal  women,  a Harvard  nutritionist  has 
reported. 

Speaking  at  a Tuesday  Noon  Nutrition  Conference  co- 
sponsored hy  the  State  University  at  Buffalo  School  of 
Medicine  and  Department  of  Biochemistry,  I)r.  Nelson 
Westmoreland  said  senile  osteoporosis  causes  bones  to 
become  less  dense,  thinner,  and  more  susceptible  to 
breakage. 

Schedule  of  upcoming  programs 
for  The  Network  for  Continuing 
Medical  Education 

June  13-July  10,  "Atopic  Dermatitis  and  the  Beta  Ad- 
renergic Theory,”  with  Andor  Szentivanyi,  M.D.,  chairman, 
Department  of  Pharmacology,  and  professor  of  pharma- 
cology and  internal  medicine.  University  of  South  Florida, 
Tampa;  and  E.  William  Rosenburg,  M.D.,  professor  of 
dermatology  and  associate  dean,  School  of  Medicine, 
University  of  Tennessee,  Memphis. 

“Evaluating  Patients  with  Occlusive  Cerebrovascular 


Disease,”  with  Noble  David,  M.D.,  chief,  Neurology  Ser- 
vice, Miami  Veterans  Administration  Hospital,  and  Pro- 
fessor of  Neurology,  University  of  Miami. 

New  AAFP  monograph  series 
aimed  at  key  health  topics 

The  first  of  10  educational  monographs  sponsored  by  the 
American  Academy  of  Family  Physicians  was  scheduled 
to  be  mailed  in  April  to  38,000  family  doctors  who  are 
members  of  the  Academy. 

The  series,  which  will  cover  a wide  range  of  medical  areas 
including  nutrition,  gynecologic  problems,  and  emotional 
difficulties  in  the  elderly,  was  approved  by  the  AAFP’s 
Commission  on  Education.  Topics  were  chosen  hy  AAFP 
on  the  basis  of  a survey  on  the  clinical  needs  and  interests 
of  member  doctors. 

The  series  is  supported  by  a grant  from  Pfizer  Labora- 
tories. Each  monograph  will  contain  a built-in  quiz  which 
AAFP  members  can  complete  and  submit  for  review. 
Each  satisfactorily  completed  quiz  will  be  valued  at  two 
hours  of  continuing  education  credit  by  AAFP.  The  or- 
ganization requires  members  to  complete  a minimum  of 
150  hours  of  approved  continuing  education  every  three 
years. 

“The  first  monograph,  entitled  ‘Problems  in  Human 
Nutrition,’  covers  an  area  of  increasing  importance  in  to- 
day’s medicine,”  said  Willis  J.  Irvine,  M.D.,  Portland,  Ore., 
chairman  of  the  AAFP  Commission  on  Education.  “We  are 
now  experiencing  a rapid  increase  in  information  on  the 
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1977  Albion  0.  Bernstein , M.D.  Award 


The  Medical  Society  of  the  State  of  New  York  is  accepting  nominations  for  the  1977  ALBION 
O.  BERNSTEIN,  M.D.  AWARD. 

This  national  award  is  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made 
a widely  beneficial  scientific  discovery  in  medicine. 

The  award,  $2,000  and  an  appropriate  scroll,  will  be  presented  at  the  annual  convention 
of  the  Medical  Society  of  the  State  of  New  York,  October  2—6,  1977.  It  was  endowed  by 
the  late  Morris  J.  Bernstein  in  memory  of  his  son,  a physician  who  died  in  an  accident  while 
answering  a hospital  call  in  November  1940. 

Nominors  are  asked  to  submit  on  an  official  nomination  form,  the  name  or  names  of  those 
who,  in  their  opinion,  are  eligible  for  this  award.  Information  submitted  must  include  the 
nominee’s  curriculum  vitae,  a brief  synopsis  of  the  significance  of  the  achievement  and 
a list  of  publications,  if  any.  Deadline  for  receipt  of  nominations  is  August  5,  1977.  Please 
submit  to: 


BERNSTEIN  AWARDS  COMMITTEE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

: 


(Nomination  Form) 

Albion  0.  Bernstein,  M.D.  Award 


Name  of  Nominee: 

Professional  Address: 


Telephone  (+  area  code) 

The  above  is  nominated  for  the  1 977  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  benefici 
scientific  discovery  in  medicine,  surgery  or  prevention  of  disease.  (This  official  nomination  for 
must  be  submitted  accompanied  by  the  nominee’s  curriculum  vitae,  list  of  publications,  and  a bri 
synopsis  of  the  significance  of  the  achievement.) 

Mail  entries  before  August  5,  1977  to:  BERNSTEIN  AWARDS  COMMITTEE,  Medical  Society 
the  State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  1 1040. 


Nominator: 

Title: 

Organization: 

Address : 

Telephone  (+  area  code) 


(PLEASE  PRINT  THE  ABOVE) 


Date: 


Signed: 

1190  New  York  State  Journal  of  Medicine/ June  1977 


continued  from  page  1 IH9 

role  of  diet  in  health  maintenance  and  disease  control.  We 
believe  that  this  monograph  will  fill  a critical  need  in  daily 
practice  for  our  members  and  other  physicians.” 

Cooley's  Anemia  Blood  and  Research 
Foundation  for  Children.  Inc. 

Some  of  the  locations  where  research  is  currently  being 
funded  by  the  Foundation  are  Columbia  University  College 
of  Physicians  and  Surgeons;  Institute  of  Child  Health  in 
Athens;  Osborn  Laboratories  of  Marine  Sciences;  Nassau 
County  Medical  Center;  Boston  Children’s  Hospital 
Medical  Center;  Albert  Einstein  College  of  Medicine;  and 
Catania  Clinic,  Italy. 

National  headquarters  of  the  Foundation  is  at  647 
Franklin  Avenue,  Garden  City,  New  York  11530  (212) 
347-5585. 

The  Foundation’s  net  fund  balance  for  the  fiscal  year 
ending  June  30,  1976  was  $425,000,  of  which  $57,283  was 
spent  on  patient  services,  $84,351  was  awarded  for  research 
grants,  $28,000  was  spent  on  research  equipment,  $40,000 
was  spent  on  public  information  and  education. 

The  Foundation  sponsors  periodic  international  sym- 
posia, helps  patients  obtain  blood  products,  offers  wheel- 
chair services  when  needed,  arranges  for  patient  screening 
tests,  offers  transportation  assistance,  and  insurance 
counseling.  It  tries  to  maintain  an  up-to-date  library  for 
reference  by  researchers  working  on  the  cause  of  the  disease 
and  on  a possible  future  treatment  and  cure. 

The  national  chairman  for  the  Foundation  is  the  well- 


known  singer,  Julius  LaRosa. 

The  Foundation’s  president  is  Carmine  F.  Geonie. 
Present  chairman  of  the  Scientific  Research  Committee 
is  Edward  C.  Zaino,  M.I). 

Viewing  of  a film  entitled  “Another  Tomorrow  for  Ter- 
esa,” can  be  arranged  by  calling  the  Foundation.  There 
is  also  a Speaker’s  Bureau. 

Here  and  there 

The  New  York  Regional  Society  of  Plastic  and  Recon- 
structive Surgery  held  its  annual  Residents’  Night  meeting 
in  collaboration  with  the  Section  on  Plastic  and  Recon- 
structive Surgery  of  the  New  York  Academy  of  Medicine. 
The  excellent  papers  presented  were  judged  by  Drs.  John 
Constable,  Raymond  Elliott,  and  William  P.  Graham. 
First  prize  was  awarded  to  Lawrence  S.  Reid,  M.D.,  of  The 
New  York-Cornell  Hospital  Center  for  his  paper  on  “The 
Calvarial  Bone  Dust  Approach  to  Mandibular  Recon- 
struction.” Second  prize  went  to  Edward  W.  Powers, 
M.I).,  of  The  New  York  Hospital-Cornell  Medical  Center 
for  a paper  on  "Laser  Dopier  Measurement  of  Blood  Flow 
in  the  Micro-Circulation.”  Prizes  were  also  awarded  to 
Gunther  Hintz,  M.D.,  of  St.  Barnabas  Medical  Center  for 
“A  Study  of  the  Motochordal  Mesoderm  in  the  Genesis  of 
Facial  Clefts”  and  to  Lewis  Berger,  M.D.,  of  the  Nassau 
County  Medical  Center  for  “A  Clinical  Advance  in  Minced 
Muscle  Regeneration.” 

The  Commission  on  Professional  and  Hospital  Activities 
(CPHA)  has  been  awarded  a $64,000  grant  by  the  National 
Fund  for  Medical  Education  to  conduct  a one-year  study 
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beginning  July,  1977,  entitled,  “Comparing  the  Resource 
Needs  of  Teaching  Hospitals  and  Nonteaching  Hospi- 
tals. 

Teaching  hospitals  are  generally  more  expensive  than 
nonteaching  hospitals  and  are  coming  under  increasing 
pressure  to  justify  these  differences.  At  present,  there  are 
no  data  to  support  the  belief  that  this  is  because  teaching 
hospitals  treat  more  complex  patients.  Because  of  the 
seeming  impossibility  of  examining  millions  of  records,  no 
analyses  of  individual  patients  have  been  made  to  explain 
the  differences. 

This  study  is  important  to  medical  education,  particu- 
larly graduate  education,  because  of  the  growing  resistance 
by  third  party  payers  to  reimburse  for  education. 
Teaching  hospitals  will  be  vulnerable  as  long  as  they  cannot 
distinguish  the  costs  of  education  from  the  costs  of  caring 
for  patients. 

The  study  has  a more  fundamental  application  in  rela- 
tion to  the  National  Fund  for  Medical  Education’s  goal  of 
containing  the  costs  of  health  care.  Hospitals  receive  at 
least  half  the  nation’s  annual  expenditure  for  health.  This 
project  will  permit  the  first  detailed  national  analysis  of 
an  integral  cost  component  of  the  hospital,  the  patients 
themselves. 

The  Muscular  Dystrophy  Association’s  Board  of  Di- 
rectors has  approved  a semiannual  research  allocation  of 
$7.5  million.  Recipients  in  New  York  are:  the  Institute 
of  Rehabilitation  Medicine  and  Columbia  University 
College  of  Physicians  and  Surgeons,  both  in  New  York 
City. 

At  the  annual  Alumni  Day  in  April  of  New  York  Uni- 


versity School  of  Medicine,  the  “Medical  Alumni 
Achievement  Awards”  were  given  to  Mary  C.  McLaughlin, 
M.D.,  class  of  ’46,  and  Maxwell  H.  Poppel,  M.D.,  class  of 
’27. 

Stanley  Cohen,  M.D.,  is  the  recipient  of  the  American 
Association  of  Pathologists  Parke-Davis  Award  for  his  help 
in  demonstrating  “cell  mediated  immunity.”  Dr.  Cohen 
is  a professor  and  head  of  pathology,  University  of  Con- 
necticut School  of  Medicine. 

Milton  Elkin,  M.D.,  Scarsdale,  New  York,  was  awarded 
the  highest  honor  of  the  American  College  of  Radiology, 
a Gold  Medal,  for  his  distinguished  achievements  in 
medicine.  Dr.  Elkin  is  professor  and  chairman,  Depart- 
ment of  Radiology,  Albert  Einstein  College  of  Medicine, 
The  Bronx,  New  York,  and  director  of  radiology  at  its  af- 
filiated hospitals.  He  also  serves  as  a consultant  in  the 
Department  of  Diagnostic  Radiology,  Montefiore  Hospital 
and  Medical  Center. 

Appointed.  James  C.  Folsom,  M.D.,  director,  ICD  Re- 
habilitation and  Research  Center,  New  York  City,  ap- 
pointed clinical  professor  of  psychiatry  at  New  York  Uni- 
versity School  of  Medicine. 

Elected.  Gerald  E.  Stone,  M.D.,  F.A.C.P.,  elected  presi- 
dent of  the  Rochester  Society  of  Internal  Medicine. 

Promoted.  Peter  H.  Berczeller,  M.D.,  promoted  to  pro- 
fessor of  clinical  medicine;  Francis  P.  Campbell,  M.D., 
promoted  to  clinical  professor  of  ophthalmology;  Richard 
H.  Nachtigall,  M.D.,  promoted  to  professor  of  clinical 
medicine;  and  Almerindo  G.  Portfolio,  M.D.,  promoted  to 
clinical  professor  of  ophthalmology,  all  at  New  York  Uni- 
versity School  of  Medicine. 


For  your  patients  with  osteoarthritis, 
the  recommended  initial  dosage*  is 

1 Pulvule  q.i.d. 

:The  dosage  may  be  adjusted  in  accordance  with  the  patient’s 
condition  and  changes  in  disease  activity. 


The  most  common  type  of 
adverse  reaction  reported  concerned 
the  gastrointestinal  system. 
Dyspepsia  occurred  most 
frequently;  it  was  observed 
in  about  one  of  seven  patients. 
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Nalfon® 

fenoprofen  calcium 


Indicationsand  Usage:  Nalfon  is  indicated  for  relief  of  the  signs  and  symptoms 
of  rheumatoid  arthritis  and  osteoarthritis.  It  is  indicated  in  the  treatment  of 
acute  flares  and  exacerbations  and  in  the  long-term  management  of  these 
diseases. The  safety  and  effectiveness  of  Nalfon  have  not  been  established  in 
those  rheumatoid  arthritis  patients  who  are  designated  by  the  American  Rheu- 
matism Association  as  Functional  Class  IV  (largely  or  wholly  incapacitated 
with  patient  bedridden  or  confined  to  wheelchair,  permitting  little  or  no 
self-care) 

Contraindications:  Nalfon  is  contraindicated  in  patients  who  have  shown 
hypersensitivity  to  it 

Because  the  potential  exists  for  cross-sensitivity  to  aspirin  and  other  non 
steroidal,  anti-inflammatory  drugs,  Nalfon  should  not  be  given  to  patients  in 
whom  aspirin  and  other  nonsteroidal,  anti-inflammatory  drugs  induce  the 
symptoms  of  asthma,  rhinitis,  or  urticaria 

Warnings:  Nalfon  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper-gastrointestinal-tract  disease  and  only  after  the  Adverse  Re- 
actions section  has  been  consulted  Gastrointestinal  bleeding,  sometimes 
severe  has  been  reported  in  patients  receiving  Nalfon 

In  patients  with  active  rheumatoid  arthritis  or  osteoarthritis  who  also  have  an 
active  peptic  ulcer,  attempts  should  be  made  to  treat  the  arthritis  with  nonul- 
cerogemc  drugs  If  Nalfon  must  be  given,  the  patient  should  be  under  close 
supervision  for  signs  of  ulcer  perforation  or  severe  gastrointestinal  bleeding 

In  subacute  and  chronic  studies  in  rats.  Nalfon  caused  interstitial  nephritis 
glomerulonephritis  and  renal  papillary  necrosis  These  abnormalities  were 
dose  related  and  began  to  appear  at  doses  approximating  the  human  dose.  In 
chronic  studies  in  monkeys,  interstitial  nephritis  also  occurred  following  ad- 
ministration of  Nalfon  Although  this  was  seen  at  doses  considerably  above 
the  human  dose,  lower  doses  were  not  studied  in  this  species  During  the 
course  of  the  clinical  trials,  one  patient  developed  bilateral  suppurative  pyelo- 
nephritis, underwent  laparotomy,  went  on  to  renal  failure,  and  died  with  a diag- 
nosis of  septicemia  and  renal  papillary  necrosis.  It  is  not  known  whether  these 
events  were  drug  related  A few  patients  developed  mild  elevations  of  the  BUN 
during  therapy  with  Nalfon  Since  Nalfon  is  eliminated  primarily  by  the  kidney, 
the  drug  should  not  be  administered  to  patients  with  significantly  impaired 
renal  function.  It  is  desirable  to  perform  periodic  renal  function  tests  in  all  pa- 
tients receiving  Nalfon 

Precautions:  In  chronic  studies  in  rats,  high  doses  of  Nalfon  caused  elevation 
of  serum  transaminaseand  hepatocellular  hypertrophy.  In  clinical  trials,  some 
patients  developed  elevation  of  serum  transaminase,  LDH,  and  alkaline  phos 
phatase  which  persisted  for  some  months  and  usually,  but  not  always,  de- 
clined despite  continuation  of  the  drug.  The  significance  of  this  is  unknown 
It  is  recommended  that  periodic  liver  function  tests  be  performed  in  patients 
receiving  Nalfon  and  that  the  drug  be  discontinued  if  abnormalities  occur 
The  safety  of  this  drug  in  pregnancy  and  lactation  has  not  been  established 
and  its  use  during  these  events  is,  therefore,  not  recommended.  Reproduc- 
tion studies  have  been  performed  in  rats  and  rabbits  When  fenoprofen  was 
given  to  rats  during  pregnancy  and  continued  to  the  time  of  labor,  parturition 
was  prolonged  Similar  results  have  been  found  with  other  nonsteroidal,  anti 
inflammatory  drugs  which  inhibit  prostaglandin  synthetase 

In-vitro  studies  have  shown  that  fenoprofen  because  of  its  affinity  for  albumin 
may  displace  from  their  binding  sites  other  drugs  which  are  also  albumin 
bound,  and  this  may  lead  to  drug  interaction  Theoretically,  fenoprofen.  as  well 
as  other  nonsteroidal,  anti  inflammatory  agents,  could  likewise  be  displaced 
Patients  receiving  hydantoin  sulfonamides,  or  sulfonylureas  should  be  ob- 
served for  signs  of  toxicity  to  these  drugs  In  patients  receiving  coumarin- 
type  anticoagulants  the  addition  of  Nalfon  to  therapy  could  prolong  the 
prothrombin  time  Patients  receiving  both  drugs  should  be  under  careful 
observation 


In  patients  receiving  Nalfon®  (fenoprofen  calcium.  Dista)  and  steroid  con 
comitantly.  any  reduction  of  steroid  dose  should  be  gradual  to  avoid  the  pos 
sible  complications  of  sudden  steroid  withdrawal 

Patients  with  initial  low  hemoglobin  values  who  are  receiving  long-term  ther- 
apy with  Nalfon  should  have  a hemoglobin  determination  at  reasonable 
intervals. 

Peripheral  edema  has  been  observed  in  some  patients  taking  Nalfon:  there- 
fore. Nalfon  should  be  used  with  caution  in  patients  with  compromised 
cardiac  function 

Studies  to  date  have  not  shown  changes  in  the  eye  attributed  to  administration 
of  Nalfon  However,  because  of  adverse  eye  findings  in  animal  studies  with 
some  other  nonsteroidal,  anti-inflammatory  drugs,  it  is  recommended  that 
ophthalmologic  studies  be  carried  out  within  a reasonable  period  of  time  after 
chronic  therapy  with  Nalfon  has  been  started  and  at  periodic  intervals 
thereafter 

Since  food  decreases  the  blood  levels  of  Nalfon,  the  drug  should  be  given 
thirty  minutes  before  or  two  hours  after  meals  during  the  daytime 

When  phenobarbital , which  may  enhance  the  metabolism  of  Nalfon,  is  added 
or  withdrawn  dosage  adjustment  of  Nalfon  may  be  required 

Caution  should  be  exercised  by  patients  whose  activities  require  alertness  if 
they  experience  central-nervous-system  side-effects  from  Nalfon 

Since  the  safety  of  Nalfon  in  patients  with  impaired  hearing  has  not  been 
established,  these  patients  should  have  periodic  tests  of  auditory  function 
during  chronic  therapy  with  Nalfon 

Nalfon  decreases  platelet  aggregation  and  may  prolong  bleeding  time  Pa- 
tients who  may  be  adversely  affected  by  prolongation  of  the  bleeding  time 
should  be  carefully  observed  when  Nalfon  is  administered 

Adverse  Reactions:  Digestive  System  — The  most  common  type  of  adverse 
reaction  concerned  the  gastrointestinal  system  Dyspepsia  occurred  most 
frequently,  being  observed  in  about  one  out  of  seven  patients.  Other  adverse 
reactions  in  descending  order  of  frequency,  wereconstipation,  nausea,  vom- 
iting, abdominal  pain  anorexia,  occult  blood  in  the  stool,  diarrhea,  flatulence, 
and  dry  mouth 

Three  instances  of  peptic  ulceration  and/or  gastrointestinal  hemorrhage  that 
may  have  been  due  to  the  drug  and  four  instances  in  which  drug  relationship 
was  questionable  were  observed  in  3,391  individuals  to  whom  the  drug  was 
administered  for  periods  of  time  ranging  up  to  165  weeks 

In  less  than  2 percent  of  patients,  the  drug  was  discontinued  because  of 
adverse  gastrointestinal  reactions 

Skin  and  Appendages  -The  most  common  adverse  effect  was  pruritus, 
which  was  seen  in  about  one  out  of  ten  patients  Other  adverse  reactions 
were  rash,  increased  sweating,  and  urticaria 

In  about  1 percent  of  patients.  Nalfon  was  discontinued  because  of  an  adverse 
effect  related  to  the  skin 

Nervous  System  — The  most  frequent  adverse  reaction  observed  was  somno- 
lence which  occurred  in  about  one  out  of  seven  patients  Other  adverse 
effects,  which  occurred  less  frequently,  were  dizziness,  tremor,  confusion, 
and  insomnia 

Nalfon  was  discontinued  in  less  than  0.2  percent  of  patients  because  of  these 
side-effects 

Special  Senses  - The  most  common  adverse  reaction  was  tinnitus,  which 
was  seen  in  about  one  out  of  ten  patients  Other  reactions  observed,  in 
descending  order  of  frequency,  were  blurred  vision  and  decreased  hearing 

In  about  0 2 percent  of  patients,  Nalfon  was  discontinued  owing  to  adverse 
effects  related  to  the  special  senses 

Cardiovascular- The  most  frequent  adverse  effect  observed  was  palpita- 
tions This  was  noted  in  about  one  out  of  twenty-five  patients  Tachycardia 
was  observed  less  frequently 

In  less  than  0.5  percent  of  patients,  Nalfon  was  discontinued  as  a result  of 
cardiovascular  adverse  reactions 

Laboratory  Anemia  was  noted  in  about  one  out  of  500  patients  Therapy 
with  Nalfon  had  to  be  discontinued  in  one  patient  because  of  anemia  Increase 
in  alkaline  phosphatase.  LDH,  and  SGOT  was  observed  (see  Precautions) 

Miscellaneous  - Headache  was  seen  in  about  one  out  of  seven  patients  Less 
frequently  observed  in  descending  order  of  frequency,  were  nervousness, 
asthenia,  dyspnea,  peripheral  edema  fatigue,  malaise,  and  dysuria  io3it;7i 
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Estrogens  and  menopause 

While  it  is  not  possible  to  say  right  now  with  any  cer- 
tainty what  the  precise  role  of  estrogen  therapy  might  be 
in  endometrial  cancer,  there  is  sufficient  evidence  to 
suggest  at  least  a casual  relationship.  Although  there  is 
disagreement  on  this  point,  endometrial  cancer  is  not  the 
only  concern  associated  with  estrogen  therapy.  Possible 
undesirable  cardiovascular  consequences  have  been  widely 
discussed  (increased  plasma  triglycerides,  elevated  blood 
pressure,  and  myocardial  infarctions  associated  with  the 
estrogen  component  of  oral  contraceptive  drugs).  Carol 
M.  Proudfit,  Ph.D.,  makes  suggestions  for  estrogen  use  in 
managing  menopausal  symptoms.  J.A.M.A.  236:  939 
(Aug.)  1976 

Renal  cell  carcinoma  (hypernephroma): 
the  great  masquerader 

Between  30  and  40  percent  of  the  patients  with  renal 
carcinoma  have  no  symptoms  directly  referable  to  a pri- 
mary renal  lesion.  The  classical  triad,  hematuria,  pain, 
and  abdominal  mass,  is  seen  in  only  10  to  15  percent.  The 
varied  symptoms  may  delay  or  prevent  correct  diagnosis. 
They  may  be  linked  to  other  diseases  and  further  confuse 
the  diagnosis.  Isolated  metastases  occur  in  about  2 per- 
cent. These  may  stimulate  primary  tumors;  in  one  series, 
75  percent  with  bone  lesions  exhibited  metastases  before 
the  primary  site  was  discovered.  Peak  incidence  occurs 
in  the  sixth  and  seventh  decades.  The  frequency  in  males 
is  twice  that  of  females.  Renal  cell  carcinomas  (hyperne- 
phromas) account  for  3 percent  of  all  solid  cancers.  After 
discussing  routes  of  metastases  and  the  pathology  of  this 
lesion,  the  authors  list  9 systemic  manifestations  of  hy- 
pernephroma. McCullough.  D.  L.,  and  Harris,  R.  D.:  J. 
M.  A.  Alabama  45:  33  (June)  1976 

Surgery  contraindicated  in  anal  syphilis 

Presenting  4 cases  to  illustrate  diagnostic  problems 
arising  when  patients  with  anal  syphilis  come  directly  to 
the  surgeon  for  treatment,  the  authors  state  at  the  outset 
that  surgical  intervention  is  contraindicated  in  infective 
syphilis.  In  3 of  these  patients,  the  chancre  was  excised; 
in  1 patient,  the  correct  diagnosis  was  made  before  surgery 
was  undertaken.  When  treating  diseases  of  the  anorectum, 
the  surgeon  must  maintain  a high  index  of  suspicion  and 
a constant  awareness  of  the  many  presentations  of  primary 
syphilis.  Dark-field  microscopy  is  the  most  important 
diagnostic  technic  and.  in  nonallergic  patients,  penicillin 
is  the  treatment  of  choice.  Drusin.  L.  M.,  Homan.  W.  P.. 
and  Dineen.  P.:  The  role  of  surgery  in  primary  syphilis  of 
the  anus,  Ann.  Surg.  184:  65  (July)  1976 
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PRACTICES  AVAILABLE 


VACANCIES  AVAILABLE  IN  THE 
U.S.  ARMY  RESERVE  MEDICAL  CORPS 

The  U.S.  Army  Reserve  has  numerous  vacancies  for  physicians, 
male  and  female,  anywhere  within  New  York  State,  and  espe- 
cially in  the  New  York  City  area.  Positions  are  available  in  all 
military  ranks  up  to  lieutenant  colonel.  Female  physicians  are 
particularly  encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  complete  20  years  service  by  age 
60  can  be  accepted  if  they  are  willing  to  waive  their  pension 
benefits.  Individuals  with  no  prior  military  service  are  urged  to 
apply  as  are  those  who  have  previously  served  in  the  armed 
forces  (Army,  Navy  or  Air  Force). 

The  pay  is  up  to  $4,000  annually  for  a lieutenant  colonel  with  20 
years  service  of  part-time  (i.e.,  one  weekend  a month)  duty  with 
the  Medical  Army  Reserve.  These  vacancies  exist  in  virtually 
all  specialties. 

For  additional  information  on  your  hometown  Medical  Army 
Reserve  unit,  all  sent  to  you  without  any  obligation,  please  write 
to: 

Brig.  Gen.  Joseph  P.  Cillo,  M.D. 

8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  New  York  1 1252 

THE  MEDICAL  ARMY  RESERVE  . . . 

PART  OF  WHAT  YOU  EARN  IS  PRIDE! 


EQUIPMENT 


HVi 


GROWING  FAMILY  PRACTICE  AVAILABLE,  N.  Shore,  L.I.,  Suffolk  County 
Includes  newly  appointed  1,000  sq.  ft.  fully  equipped  office  with  waiting,  con 
sulfation  and  three  examining  rooms,  and  a small  lab.  Two  hospitals  in  prox 
imity.  Reasonable  terms.  Call  (516)  928-5252. 


GP-INTERNIST  PRACTICE  AVAILABLE:  Excellent  location  across  the  stre; 
from  200-bed  community  hospital  on  Long  Island,  South  Shore.  Possibility  t 
add  living  quarters.  Excellent  income  and  growth  opportunity.  Owner  retire 
and  will  introduce.  (516)  825-8277. 


1'T 

off 


ltd 


PRACTICE  AVAILABLE,  FOR  SALE  OR  RENT,  medical  facility;  populated  are  m, 
Brooklyn,  N.Y.;  with  x-ray;  dental,  pharmacy  on  premises.  Perfect  for  one  e . 
more  physicians.  Medicaid-Medicare,  unions,  private.  Also  for  sale:  X-Ra 
Picker  200  M.A.,  two  tubes,  rotating  anode.  Call  or  write  Thomas  T.  Forschne 
M.D.P.C.,  2833  Ocean  Parkway,  Brooklyn,  N Y.  11235.  (212)  332-4654. 

P 



POSITIONS  WANTED 


PHYSICIAN’S  ASSISTANTS,  graduates  of  the  first  class  of  the  Rutgers  Medic: 
School  program,  will  be  available  for  employment  on  July  1,  1977.  Inquires  ( 
requests  for  resumes  may  be  addressed  to:  P.A.  Program,  P.O.  Box  101,  Pise; 
taway^,  N.J.  08854,  or  phone  (201)  564-4444. 

1 80 

ENERGETIC  INTERNIST  WITH  GENERAL  PRACTICE  background,  seel 
group  or  hospital  based  practice  in  Long  Island  area.  Dept.  584,  c/o  NYSJM 

H 

MEDICAL  SECRETARY,  young  lady,  college  graduate,  desires  part-time  positio 
in  doctor’s  office  or  hospital.  Experienced  and  skilled  in  secretarial  and  assistar  . 
procedures.  Excellent  references.  Resident  of  Nassau  County.  (516)  766 
6312. 

51 

i 


ENTIRE  CONTENTS  OF  NEWLY  APPOINTED  MEDICAL  OFFICE  available. 
Includes  medical  equipment  and  furnishings  for  three  examining  rooms,  a small 
lab  and  the  business-reception  area  equipment  and  furnishings.  Excellent  op- 
portunity for  new  physician  going  into  practice.  Terms  reasonable.  Call  (516) 
928-5252. 

EEG  MACHINE,  BECKMAN,  8 CHANNEL,  SOLID  STATE  equipment.  In- 
cludes strobe  and  programmer.  Also  have  a supply  of  paper.  Will  be  three  years 
old  July  1977.  Make  offer.  In  use  until  March  25, 1977.  D.  Cooper,  M.D.  (716) 
284-7171. 


PHYSICIANS  WANTED 


PHYSICIAN  DURING  JULY  AND  AUGUST,  1977  for  children’s  camp  locatei 
at  Beach  Lake,  Pa.,  accommodates  350  campers,  ages  6-16;  complete  moden 
Health  Center;  3 R.N.s  in  attendance;  will  accept  one  M.D.  for  each  month;  n> 
children  accepted,  that  is  of  camp  age.  Camp  opens  June  29  and  closes  Augus 
24.  Private  room  and  facilities.  Write,  and  include  your  phone  number,  tc 
Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St.,  Brooklyn,  N.Y 
11201. 


FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 

Fulfilling  all  the  typing  needs  of  the  Medical  Profession. 
Pick-up  & Delivery.  Fast  Accurate  Service. 


'A 


Free 


V 


(212) 592-1566 

99-05  58th  Ave.,  Corona,  N.Y.  1 1368 


FLORIDA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPORTUN 
ties  and  hospital  staff  memberships  immediately  available  in  Tampa-S 
Petersburg,  the  State’s  fastest-growing  metropolitan  area.  Florida’s  large 
community  hospital  development  and  management  firm  seeks  curriculu 
vitae  from  primary  care  physicians — family  medicine,  general  practice,  inte 
nal  medicine — and  specialists  in  plastic  surgery,  otolaryngology,  neurosurger 
gynecology,  anesthesiology,  ENT,  and  physical  & rehabilitative  medicin 
Call  collect  (813)  381-8000,  or  write  to  Medical  Affairs  Department,  JVledfie! 
Corporation,  P.O.  Box  15207.  1609  Pasadena  Avenue  South,  St.  Petersbur 
Florida  33733. 


GENERAL  SURGEONS:  Opportunities  available  for  general  surgeons  at  oui 
major  midwestern  teaching  and  research  medical  center.  We  are  affiliated  wit! 
several  universities,  and  afford  the  benef  its  of  practicing  as  a member  of  a closed 
staff  group  practice  at  our  main  campus  as  well  as  several  suburban  and  urbar 
centers.  Board  certified  general  surgeons  with  5-10  years  experience,  interested 
in  either  (a)  general  surgery,  (b)  intensive  care,  (c)  head  and  neck,  or  (d)  research 
as  their  area  for  concentration  should  send  their  curriculum  vitae  in  strict  con 
fidence.  Individual  based  salary,  commensurate  with  experience  and  compre- 
hensive benefits  are  offered.  These  include:  malpractice  insurance,  BC/BS 
Master  Medical,  life,  accident,  travel  and  dental  insurance  coverage,  as  well  as 
a lease  car  plan,  and  many  extras.  Dept.  579,  c/o  NYSJM. 


PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NE' 

York.  New  Jersey,  Connecticut/permanent  full-half  time  as  well  as  temporal 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contac 
Karrey  Associates,  agency  for  Execu-Med,  23-25  East  26th  St..  New  'tori 
N.Y.  10010.  Telephone:  (212)  532-7625. 
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HYSICIANS  WANTED  — CONT  D 


IDIATRICIAN.  NKEDE1)  IN  COLLEGE  TOW  N WITH  DRAWING  1*01*1 
|at ion  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
air.  good  schools  in  Western  Pa  Substantial  guarantee  Contact  Mr  I A 
Colaizzi.  Administrator.  Grove  City  Hospital.  Grove  Citv.  Pa.  16127.  Phone 
Ui2)  458-71.12. 


'VISION  OP  EMERGENCY  MEDICINE  Opportunities  available  for  physi- 
cians and  general  surgeons  at  our  major  midwestern  teaching  and  research 
medical  center.  We  are  affiliated  with  several  universities,  and  afford  the  benefits 
of  practicing  as  a member  of  a closed  staff  group  practice  at  our  main  campus. 
Individual  bast*d  salari,  commensurate  with  experience  and  comprehensive 
benefits  are  offered.  These  include:  malpractice  insurance,  BC/HS  Master 
Medical,  life,  dental,  accident  and  travel  insurance  coverage  Replv  today:  Dept 
580.  c/o  NYSJM. 


AMll.Y  I’HYSlCl.AN  OR  INTERNIST  to  take  over  family  practice  in  rapidly 
growing  southern  Dutchess  County.  N.Y.  Three  general  hospitals  within  10- 
minute  drivE  Seven  rooms  fully  equipped.  Rent:  $280  month  Terms:  as- 
sume remaining  one  year  lease:  option  to  buy  office  equipment.  Call:  C.  B. 
Sarmiento,  M l).,  after  6 p in.  (914 1 297-6022;  9-5  p m 485-97 1 2 


CCl  PATItlNAl.  PHYSICIAN  FOR  Fl'LL  TIME  CAREER  position  in  Rem 
ington  Arms  Co.  plant  in  limn.  New  York  E\c.  opportunity  General  practice 
background  acceptable.  Exc.  salary  and  outstanding  company  paid  benefit 
program.  Equal  opportunity  employer  M r.  Call  or  write  R.  Hall.  Plant 
Manager.  Remington  Arms  Co..  Inc..  I lion.  New  York  1.1257  1.215)  894-9961 

RONX.  NEW  YORK:  PSYCHIATRIC  RESIDENCY  Montefiore  Hospital 
I and  Medical  ('enter  of  Albert  Einstein  College  of  Medicine  has  unexpected 
i opening  for  first  year  resident  (PGY-2,  i.e.,  internship  required)  in  psychiatry 
for  July  1.  1977.  Outstanding  clinical  and  academic  program  w ith  broad  dynamic 
orientation.  Inquiries  invited.  Call  or  write:  Jack  L.  Katz.  M.D.,  Director  of 
Residency  Training.  Department  of  Psychiatry . Montefiore  Hospital  and  Medical 
Center,  1 1 1 East  210th  St..  Bronx,  N.Y.  10467  Equal  Opportunitv  Employer. 
(212)920-4948.  4040. 


EMERGENCY  PHYSICIAN:  POSI  TION  AVAILABLE  Jl’LY  1 on  north  shore 
Long  Island.  Excellent  salary  for  two  days  per  week  Call  immediately  (415) 
425-0689.  or  w rite  Dept.  585.  c o NYSJM. 


HYSICIAN  WANTED  El  LL  TIME  PHYSICIAN  for  modern  >50  bed  Infir 
mary  and  Extended  Care  Facility  in  growing  Orange  County,  in  Goshen,  New 
York.  Attractive  salary  with  excellent  County  employee  benefits  i retirement 
plan  and  hospitalization  provided).  New  York  State  License  necessary  Write 
to:  Michael  Temchin.  M.D..  Medical  Director.  Orange  County  Home  and  In 
lirmary.  Box  59.  Goshen.  New  York  10924. 


NTERNIST  & E N T.  WANTED  to  take  over  existing  patient  load  in  Brooklyn 
Medical  Group.  Call  (212)  871-8400. 


I LL-TIME  PRIMARY  CARE  PHYSICIANS  wanted  for  new  group  practice. 
Applications  are  being  accepted  from  family  physicians,  internists,  and  pedia- 
tricians. Please  contact:  Bruce  T.  Bowling.  M.D,  33-57  Harrison  St..  Picciano 
Building.  Suite  4-B.  Johnson  City.  N.Y  13790.  Phone:  (607)773-6409. 


'EDIATRICIAN.  BOARD  CERTIFIED/ELIGIBLE,  to  join  two  other  pediatri- 
cians in  established  practice  in  Orange  County.  New  York.  Early  partnership. 
Submit  curriculum  vitae  to  Dept.  577.  c/o  NYSJM 


NTERNIST:  Opportunity  exists  for  private  practice  in  the  City  of  Troy.  New 
York  and  on  the  staff  of  St.  Mary's  Hospital  A 209-bed  community  hospital 
w ith  recently  constructed  intensive  care  unit,  coronary  care  unit  and  a progressive 
care  unit.  etc.,  nearby  medical  center.  Just  a few  hours  distant  from  New  York 
City  and  Boston.  Please  contact  Sister  Mary  Agnes,  D.C..  Administrator,  St. 
Mary’s  Hospital.  Troy,  N.Y.  12180. 


NTERNIST  WITH  LARGE  PRACTICE  NEEDS  COVERAGE,  some  weekends, 
vacations,  etc.  Willing  to  give  office  space  in  large,  attractive  Park  Avenue  office, 
and/or  association  leading  to  partnership.  Excellent  opportunity  for  physician 
just  completing  training  and  wishing  either  full  or  part  time  practice  in  New  York 
City,  or  physician  with  small  practice  who  wants  to  add  substantially  to  income. 
Must  be  at  least  Board  eligible  in  internal  medicine,  prefer  subspecialty  in  gas- 
troenterologv.  pulmonarv  medicine,  but  not  essential.  G.  Richstone.  M.D..  1050 
Park  Ave.,  N.Y.C.  10028. 


OPPORTUNITIES 
IN  MEDICINE 

Our  Blue  Chip  clients  have  requested  that  we  find  dynamic  motivated 
professionals  to  fill  their  tine  positions  Some  ol  these  opportunities 
follow  below. 

CHIEF  PHYSICIAN,  ER  — Perlorm  patient  care  on  a I I I 
regular  schedule.  40  hour  week,  expand  E.R  dept,  develop  in-service 
programs,  up-grade  standards  Excellent  teaching  hospital  Com- 
pensation negotiable  Connecticut. 

ACU  PHYSICIAN  Perform  patient  care  on  a regular  I I I 
schedule.  40  hour  week,  patient  rounds  and/or  outpatient  care  Ex- 
cellent teaching  hospital  Compensation  negotiable  Connecti- 
cut 

E.  R.  PHYSICIAN  Perform  patient  care  on  a regular  I I I 
schedule.  40  hour  week  Teaching  hospital,  excellent  reputation 
Compensation  negotiable  Upstate  New  York 

RESEARCH  MD  (INDUSTRY)  — Monitor  medical  I ! I 

research  programs  tor  tine  pharmaceutical  company  Compensation 
negotiable  N Y Metro 

INTERNIST  (INDUSTRY)  Perform  patient  care  and/or  I I I 
some  research  Light  travel  Fine  corporation  Compensation 
negotiable  N Y Metro 

These  and  many  other  excellent  positions  are  available  in  the  New  York  Met- 
ropolitan area.  Connecticut  and  New  Jersey  as  well  as  a number  of  other  loca- 
tions throughout  the  United  States 

For  professional  counsel,  send  vitae  together  wth  salary  information  to 

Dr.  Michael  Clarizio 

Management  Recruiters  of  Westchester,  Inc. 

1 1 1 N.  Central  Ave.  Hartsdale,  N.Y.  10530 

914-761-4041 


PHYSICIANS  WANTED— CONT  D 


ALLERGIST:  The  advantage  of  both  urban  and  rural  settings  are  available  in  our 
Troy,  New  York  community.  Our  staff  and  administration  would  welcome  and 
provide  enthusiastic  cooperation  to  individuals  wishing  to  establish  private 
practice  in  our  locale.  Nearby  medical  center  and  many  cultural  opportuni- 
ties -just  a few  hours  from  New  York  City  and  Boston.  For  further  information 
please  contact  Sister  Mary  Agnes,  D.C.,  Administrator,  St.  Mary’s  Hospital,  Troy, 
N.Y.  12180. 


ASSISTANT  CLINIC  DIRECTOR  for  major  New  York  City  corporation.  Board 
eligible.  Desirable  background  will  include  some  years  in  either  private,  clinical 
or  corporate  practice.  Will  assume  full  professional  responsibility  for  medical 
services  to  employees.  Some  administration.  Will  attend  clinic  at  iocal  teaching 
hospital  halfday  a week  and  will  attend  conferences  for  professional  development. 
Physicians  who  have  been  away  from  the  medical  profession  for  a period  of  time 
are  welcome  to  apply.  Excellent  compensation  plus  excellent  benefits  package. 
Call  or  send  resume  in  confidence  to:  Miss  Sydney  Reynolds  (212)  697-8682. 
Sydney  Reynolds  Associates,  Search  Specialists  for  Women,  342  Madison  Ave., 
New  Y’ork,  N.Y.  10017. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U.S.  avail  for  PHYSICIANS  in  all  specialties 
fof  General  Practice-assoc,  solo  and  group  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 
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Army  Medicine 
wants  more  doctors 
who  specialize. 

If  you’re  a physician  specializing  in  pediatrics,  anesthesiology,  radiology,  or 
internal  medicine,  we’ve  got  a full  range  of  career  opportunities  for  you. 

These  opportunities  are  available  in  a setting  that’s  about  as  free  from  non- 
medical distractions  as  it’s  possible  for  a practice  to  be.  If  you’re  a doctor  who’s 
more  interested  in  practicing  medicine  than  the  running  of  a practice,  Army 
Medicine  could  be  perfect  for  you.  Just  call  your  local  Army  Medical  Counselor, 
and  he  will  discuss  specific  assignment  opportunities  with  you. 

Counselor/ Phone  Number 
Captain  Ernie  C.  Hall  609-562-4271 

Army  Medicine.  The  practice  that’s  practically  all  medicine. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  SUC 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
(212)  730-0069. 


REAL  ESTATE  FOR  SALE  OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.,  N.Y.C.  LEXINGTON 
Professional  Center.  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning  X-ray  & clinical  laboratory  on  premises.  No  leases 
necessary  Rent  by  the  hour  or  full-time.  (212)861-9000. 


DOCTORS  OFFICE  SPECIALIST;  FOR  PROMPT,  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell 
or  appraise  a co-op.  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Gibbons 
& Ives,  Inc.,  745  Fifth  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 


BROOKLYN.  AT  KINGS  PLAZA  (2460  Flatbush  Ave.,  off  Ave.  U).  Ideal  loca- 
tion for  medical  center,  4700  sq.  ft.  available — 2800  sq.  feet  street  level  and  1900 
sq.  ft.  one  (light  up.  City  wide  exposure;  fifteen  year  net  lease  with  renewal  op- 
tion, low  realty  tax.  Most  fabulous  corner  in  Kings  County.  $1,900  per  month 
rent.  Call  owner — (212)  253-5200. 


LAWRENCE,  L.I.,  N.Y.  IN  CHOICE  LOCATION;  Spacious  8 room,  3 bedroom 
home  and  7 room  office  wing  with  separate  entrance.  200  ma  X-ray  available. 
Golf,  tennis,  boating  nearby.  Close  to  beaches,  transportation  and  houses  of 
worship.  Internist  retiring.  Phone  (516)  371-1800  or  (516)  374-2040. 


ROSLYN  HEIGHTS,  L.I  MEDICAL  PROF’L.  BLDG,  for  sale,  on  the  North  Shore 
Gold  Coast.  This  small  gem  of  under  10,000  sq.  ft.  is  located  in  a park-like  setting 
& among  other  treasures  includes:  elegant  suites,  ideal  therapy  area,  parks  60 
cars,  full  central  a/c,  midst  Long  Island’s  nicest  villages.  Compact  live-in  suite 
if  needed,  L I E.,  No.  State  Pkwy,  bus,  2 min  to  L.I.R.R.  Much  flexibility  to 
mix  what  you  want  to  use  now  or  to  remain  rented  as  income  until  you  need  it. 
Can  combine  practice  & investment.  Fine  for  large  individual  or  group  practice; 
makes  a fine  tax  shelter;  excellent  financing  if  needed.  Call  Mr.  Nicolo  (516) 
484-2003. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


NEW  MEDICAL  BLDG,  SOMERS  PROFESSIONAL  PARK  (upper  Westcheste 
County).  4300  condominium  units  under  construction  nearby.  Internisl 
dentist,  orthodontist  already  in.  Two  suites  available.  Exceptional  opportunit  i 
in  quality  area.  Days  (914)  277-3030;  eves  277-3444. 


BRIARCLIFF  MANOR  & SCHOOLS.  HOME  & OFFICE.  Upper  level:  • j 
bedrms,  & baths,  living  rm.  with  fireplace,  dining  rm,  kitchen.  Ground  level 
waiting  rm.  with  fireplace,  receptionist  rm,  2 examining  rms,  consultation  rm 
2 baths.  Gas  heat,  fully  a/c,  ample  parking.  Absolute  privacy  in  backyard  witl 
in-ground  swimming  pool.  Drastically  reduced  to  $97,500  for  quick  sale.  Cal 
(914)  762-0800. 


FOR  SALE:  HOME-OFFICE  IN  EXCELLENT  LOCATION  in  Nassau  County 
N.Y.,  30  years  family  practice.  3 bedrooms,  2%  baths,  A/C,  5 room  office;  % acre 
many  extras.  $55,000.  (516)285-6776. 


MONROE,  N.Y.  HOME/OFFICE  FOR  SALE.  Excellent  location  oppositt 
Medical  Arts  Building.  Office  has  separate  entrance,  fully  panelled.  Home  ha: 
four  bedrooms,  living  room,  dining  room,  eat-in  kitchen.  Central  air-condi 
tinning.  Ill  health  forces  early  retirement.  Outstanding  opportunity.  914 
783-4365. 


SUFFERN-TALLMAN,  ROCKLAND  COUNTY,  N.Y.  Medical  Arts  Building. 
Ready  for  occupancy.  Modern,  finished  suite.  Air  cond.;  parking,  etc.  Best  ; 
location;  central  medical  area;  adjacent  shopping  area.  300  feet  Thruwav  exit 
14B.  (914)  357-2177,357-8114. 

HOME/OFFICE,  CUSTOM  BUILT,  BRICK,  western  Nassau  County.  Desirable 
Incut  inn,  '/t  acre.  Convenient  transportation  and  shopping;  Wheatley  Schools:  I 
close  to  several  hospitals.  Suitable  for  physician  or  allied  professions.  Separate  j 
entrance,  2-car  garage,  3 oversized  bedrooms,  large  eat-in  kitchen,  brick  walled  I 
fireplace,  2 full,  2 ■/>  bathrooms,  2-zone  heating,  many  extras.  Priced  for  quick , l 
sale,  low  80s.  Call  Sundays  or  after  8 p.m.  (516)  742-8654. 

SPACE  AVAILABLE  in  new  professional  building  in  Long  Island,  Southwest  \ 
Suffolk  County.  Private  car  parking.  Will  divide  to  suit.  Reasonable  rent.  ■ 
Busy,  general  dentist,  sole  occupant  Many  hospitals  in  proximity.  Many  G.P.s  I 
in  town,  but  one  specialist  only  (pediatrician).  Space  suitable  for  any  specialty,  f 
Call  weekdays  (516)  842-1 150. 
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EAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


IX  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
in  Lynbrook,  L.l  Available  immediately.  Centrally  located  near  major  hos- 
pitals Call  (212)  297-4140. 


ROOKLYN,  NEW  YORK  FLATBUSH  PRIME  AREA  of  Doctors’  offices, 
residences,  and  other  professionals  Two  family  house,  7 rooms  2 baths  on  1st 
floor  and  same  on  2nd  floor  Third  floor  has  5 rooms  and  bath;  garage;  60  X 100 
plot.  $85,000.  Principals  only.  Call  (212)  462 -8.138. 


UERTO  RICO.  LUQUILLO  BEACH  HOUSE,  3 bedrooms,  for  rent  weekly. 
Edward  Pinnev,  M.D.,  148  East  78th  St.,  New  York  City  10021.  (212)  879- 
8870. 


)IX  HILLS,  L.l  EXCEPTIONAL  RANCH  HOME/OFFICE,  presently  occupied 
by  dentist  who  is  retiring,  hut  suitable  for  physician  or  other  professions.  Home 
on  wooded  acre,  air  conditioned,  professionally  decorated  and  landscaped.  Many 
extras  included.  Evenings  (516)  692-7115. 


SPACE  AVAILABLE  IN  OFFICE  OF  INTERNIST  New  building,  completely 
furnished.  Consultation  room,  three  examining  rooms.  1(H)  MA  X-ray  machine, 
EKG’s,  sigmoidoscope.  (212)  298-3322. 


’ROFESSIONAI.  OFFICE  SPACE  IN  EXPANDING  BAYSIDE,  N.Y.  Medical 
Arts  Center  opposite  thriving  Bay  Terrace  Shopping  Center.  Centrally  situated 
in  hi  density  residential  apt  area,  limned  & future  occupancy  Rental  or 
condominium.  (212)  229-8440. 


OFFICE  AVAILABLE,  AFTERNOON  HOURS.  PARK  AVENUE  & 83rd  Street. 
I Manhattan.  Well  furnished,  well  equipped  laboratory.  X rav,  EKO.  Dept.  586, 
c/oNYSJM. 


RIVERDALE-FIELDSTON,  N.Y.  FOR  SALE:  Custom,  recently  built,  gracious 
4 bedroom,  brick  Colonial;  4 baths;  air  conditioned;  stone  fireplace,  fieldstone 
center  hall  and  patio,  panelled  rec.  room.  Easy  access  to  all  NYC  hospitals. 
$169,000.  Eves  (212)  796-2627. 


AMPLE  PROFESSIONAL  OFFICE  SPACE  for  rent.  Newly  decorated  premises. 
Centrally  located  area,  near  mass  transportation.  Heavily  populated,  upper 
Manhattan  (Washington  Heights).  Call  10  a.m. -7  p.m.,  Mr.  Bern  (212l  WA 
7-5994. 


338  EAST  30th  ST.  (NR.  FIRST  AYE.  N Y U.  MED.).  Entire  floor  of  beautiful 
brownstone,  1600  sq.  ft.,  central  a/c,  excel,  condition,  large  waiting  room,  nurses 
station,  consul,  room,  five  exam,  rooms,  various  other  rooms.  Available  imme- 
diately. Reasonable.  (212)  895-3797;  344-7750. 


BAYVILLE,  NORTH  SHORE.  LONG  ISLAND:  Beautiful  waterfront  villa.  Mint 
condition  with  many  luxurious  extras;  5 bedrooms,  7 baths,  spacious  living,  dining, 
family  and  entertaining  rooms.  Two  fireplaces;  7 zone  heat;  3 central  air  con- 
ditioning units.  Finished  basement;  cabanas;  boat  house;  2-car  garage.  Taxes 
under  $3,000.  Asking  $198,000.  Exclusive  with  Sofia  & Baird,  brokers  (516) 
628-1086. 


55TH  STREET  (BETWEEN  8TH/9TH  AVES.)  MANHATTAN.  Central  air 
conditioned.  Ideal  medical  group.  Suite  plus  entrance  foyer;  waiting  room,  3 
examining  rooms;  extra  room,  2 bathrooms,  approximately  850  sq.  ft.  Private 
entrance.  $850.  Owner  (212)  581-2118. 


COMMACK.  L.L,  N.Y.  MEDICAL  OFFICE  TO  SUBLET  on  Tuesdays  and/or 
Fridays  in  busy  medical  building  located  in  the  medical  hub  of  Commack,  N.Y. 
Suitable  for  specialist.  Present  occupants  of  building  include  pediatricians, 
dentists,  podiatrist,  orthodontist,  internist,  urologist,  ear.  nose,  throat.  Call 
Monday,  Wednesday,  or  Thursday  between  1 and  4.  (516)  543-5454. 


Doctor . . . 
Have 
We 
Got 

An  Assistant  For  You! 


Something  new  has  been  added  to  our  curriculum  . NEW  ON  JOB 
TRAINING  PROGRAM  we  need  your  assistance  in  establishing  our 
new  voluntary  ON  JOB  TRAINING  PROGRAM 

During  the  last  six  weeks  of  our  medical  assistants  course,  we  want 
to  place  our  highly  trained  para-professionals  into  actual  "on  the  job" 
working  situations  on  a voluntary  basis  Our  medical  assistants  are 
trained  and  qualified  in  all  office  procedures,  taking  blood  pressures, 
pulse  rates,  respiration  rates,  EKG's,  developing  X-rays,  CBC's,  lab 
work-ups,  and  more!  We  are  flexible  in  coordinating  hours  to  conform 
to  your  schedule 

If  you  are  interested  in  assisting  us  with  our  new  program,  please  call 
(914)  428-1960. 


<ffiecWestctiester~,c§ctiool 

For  Paraprofessional  Training 

1 North  Broadway,  White  Plains,  N.Y.  10601  (914)  428-1960 
130  Ontario  Street,  Albany,  N.Y.  12206  (518)  462-6621 
275  Broadhollow  Rd.  (Rte.  110)  Melville,  N.Y.  11746  (516)  752- 
1060 

(The  Westchester  School  is  licensed  by  the  State  of  N Y.) 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


ROSI.YN.  LONG  ISLAND,  N.Y.  Excellent  professional  suites  in  most  desirable 
residential  area.  Has  4 offices  including  lab;  has  separate  entrance;  walking 
distance  to  RR,  and  near  major  highways  (GCP.  LIE,  SSP)  and  major  hospitals. 
Spectacular  expanded  ranch  on  over  % acre,  5 bedrooms,  3 new  baths,  dining 
room,  large  kitchen,  beautiful  living  room,  magnificent  cathedral  beamed  den 
w fireplace  and  built-in  bar-b-ques,  playroom,  -Japanese  garden,  much  more. 
$120,000.  Principals  only.  Owner  (516)  626-2967. 


CATSKILLS  ACREAGE,  NEW  PALTZ  AREA:  Pine  forest,  road  frontage.  Must 
sell.  (914)626-8643. 


FOR  SALE:  EXQUISITE  SMALL  ESTATE  in  Fairfield  County,  Ct.  Eight  plus 
park-like  acres.  Main  house,  redesigned  by  Royal  Barry  Wills,  features  stone 
fireplace,  2 Franklin  stoves.  French  kitchen,  3 luxury  baths,  marble  and  tile; 
beams,  flagstone  terrace,  etc.  Guest  cottage  with  brick  terrace,  fireplace,  2 brook 
and  spring  fed  swimming  ponds,  barn,  2-car  garage.  $240,000.  Principals  only. 
Call  for  appointment.  Ridgefield,  Ct.  (203)438-8391. 


BOY  do  we  have  a girl  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  11552 

516-483-0577 
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SCHEDULE  OF  SCIENTIFIC  MEETINGS 


1977  Annual  Convention 
Medical  Society  of  the  State  of  New  York 
Americana  Hotel,  New  York  City 

Sunday,  October  2 through  Wednesday,  October  5 


SUNDAY,  OCTOBER  2: 

10:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  of  Urology  with  Nuclear  Medi- 
cine. 

ALLERGY  & IMMUNOLOGY,  Versailles  Ballroom 
NEUROSURGERY,  Royal  Ballroom  B 

OBSTETRICS  & GYNECOLOGY,  Versailles  Terrace 

2:00  p.m.  GENERAL  SESSION,  (cont'd),  Royal  Ballroom  A 
ANESTHESIOLOGY,  Versailles  Ballroom 
OBSTETRICS  & GYNECOLOGY,  (cont'd),  Versailles  Terrace 
ORTHOPEDIC  SURGERY,  Royal  Ballroom  B 

MONDAY,  OCTOBER  3: 

9:00  a.m.  CARDIOVASCULAR  DISEASES,  Versailles  Terrace.  Joint  meeting  with  Nuclear  Medi- 
cine. 

DERMATOLOGY  & SYPHILOLOGY,  Royal  Ballroom  A 
FAMILY  & GENERAL  PRACTICE,  Royal  Ballroom  B 

GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY,  Versailles  Ballroom 

2:00  p.m.  GENERAL  SESSION,  Royal  Ballroom  A 
NEUROLOGY,  Royal  Ballroom  B 
DIALOGUE,  Versailles  Ballroom 
MALPRACTICE,  Versailles  Terrace 

TUESDAY,  OCTOBER  4 

9:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  with  Pathology. 

CHEST  DISEASES,  Versailles  Ballroom 

EMERGENCY  MEDICINE,  Royal  Ballroom  B.  Joint  meeting  with 

PREVENTIVE  MEDICINE  & PUBLIC  HEALTH 
SOCIO-ECONOMIC,  Versailles  Terrace 

2:00  p.m.  GENERAL  SESSION,  (cont’d),  Royal  Ballroom  A. 

MEDICAL  LEGAL  & WORKMEN’S  COMPENSATION  MATTERS,  Versailles  Ballroom. 

Joint  meeting  with 
OCCUPATIONAL  MEDICINE 

PLASTIC,  RECONSTRUCTIVE,  & MAXILLOFACIAL  SURGERY,  Royal  Ballroom  B 
SURGERY,  Versailles  Terrace 

WEDNESDAY,  OCTOBER  5: 

9:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  with  Internal  Medicine. 
PSYCHIATRY,  Versailles  Ballroom 
RADIOLOGY,  Versailles  Terrace 
PEDIATRICS,  Royal  Ballroom  B 

2:00  p.m.  GENERAL  SESSION,  (cont'd),  Royal  Ballroom  A 

PHYSICAL  MEDICINE  & REHABILITATION,  Versailles  Ballroom 
TRAUMA,  Royal  Ballroom  B 
PSRO,  Versailles  Terrace 


• 

SCIENTIFIC  MOTION  PICTURES  and  SCIENTIFIC  & TECHNICAL  EXHIBITS 

Sunday  through  Wednesday,  9 a.m.  to  5 p.m. 

Albert  Hall,  Lower  Lobby 

SCIENTIFIC  MEETING  ROOMS 

Second  Floor 
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For  your  health's  sake  . . . 

by  the  American  Medical  Association 

how  we  stand  the  cold 

Human  beings  are  essentially  semitropical  animals. 
Our  bodies  at  rest  and  unclot  hed  are  designed  to  maintain 
their  internal  temperature  effortlessly  with  the  ther- 
mometer at  about  85  degrees  Fahrenheit.  But  built  into 
us  are  effective  methods  of  coping  with  much  lower  tem- 
peratures. 

We  achieve  cold-weather  comfort  in  part  by  gener- 
ating more  heat  in  our  internal  furnaces,  and  in  part  by 
conserving  that  heat. 

The  most  important  source  of  internal  heat  are  the 
muscles.  They  use  about  70  percent  of  the  food  energy 
they  consume,  at  work  or  at  play,  in  heat  generation. 
Under  average  conditions,  says  Dr.  L.  P.  Herrington,  di- 
rector of  research  for  the  Pierce  Laboratory  of  Hygiene  at 
’t  ale  University,  body  muscles  produce  enough  heat  to  boil 
a quart  of  freezing-cold  water  every  hour — and  when  you 
wave  your  arms  or  stomp  your  feet  while  waiting  in  the 
cold,  you  are  stoking  your  muscles  furnaces  to  a still  higher 
level  of  heat  production. 

The  extent  to  which  muscular  activity  enables  you 
to  ward  off  the  cold  has  been  strikingly  illustrated  by  the 
experiments  of  Dr.  Alan  C.  Burton  and  his  associates  for 
Canada’s  National  Research  Council,  which  show  that  the 
amount  of  clothing  needed  to  keep  you  comfortably  warm 
when  you’re  sitting  quietly  at  70  degrees  will  also  keep  you 
warm  at  40  degrees  if  you’re  walking  briskly — or  at  five 
degrees  below  zero  if  you’re  running. 

If  you  don’t  ward  off  the  cold  by  exercising  volun- 
tarily, your  muscles  take  over  and  warm  themselves  by 
shivering  involuntarily.  Under  extreme  conditions  of 
exposure,  intense  shivering  may  even  save  you  from 
freezing  to  death.  "It’s  largely  shivering  which  explains 
why  many  are  cold  but  few'  are  frozen,”  one  physiologist  has 
said. 

Since  your  muscles  need  to  produce  more  heat  in 
winter,  they  use  up  more  food  energy;  but  nature  makes 
allowance  for  this  by  turning  up  your  appetite  a few  notches 
in  cold  weather.  On  the  average,  you  eat  about  15  calories 
more  per  day  for  every  one-degree  drop  in  the  temperature. 
Soldiers  allowed  to  eat  as  much  as  they  please  when  sta- 
tioned in  the  tropics  at  92  degrees  select  a diet  totaling 
about  3,000  calories  daily;  in  the  Arctic  or  Antarctic  at  25 
below'  zero,  their  calorie  intake  rises  spontaneously  to 
nearly  5,000. 

Your  tastes  for  particular  foods  also  change  during 
cold  weather.  Explorers  report,  for  example,  that  men  who 
carefully  trim  all  fat  off  their  meat  back  home  crave  and 
eat  much  of  this  prime  source  of  heat  on  polar  expedi- 
tions. 

Instead  of  increasing  your  heat  production  in  cold 
weather,  you  can  achieve  much  the  same  result  by  con- 
serving what  heat  there  is.  One  simple  method  of  heat 
conservation  is  familiar  to  everyone.  When  you’re  cold, 
you  instinctively  curl  up  into  a ball,  thus  cutting  much  of 
the  surface  area  through  which  your  internal  heat  is  dis- 
sipated. 


Less  familiar  are  your  automatic  blood  and  skin  changes. 
Ordinarily,  the  blood  and  skin  act  as  a cooling  system  like 
the  water  and  radiator  of  your  car.  Hot  blood  emerging 
from  the  internal  organs  is  cooled  by  flowing  through  the 
skin  at  the  rate  of  50  to  75  gallons  an  hour.  When  you’re 
chilled,  however,  many  small  blood  vessels  in  your  skin 
close  up,  reducing  the  rate  of  flow  to  one  fifth  of  normal, 
so  that  your  body  “turns  pale  with  cold.”  The  net  effects 
of  this  blood  flow  restriction  is  to  convert  your  skin  from 
a radiator  for  dissipating  heat  into  a blanket  for  conserving 
it. 

The  efficiency  of  this  skin  blanket  depends  in  part 
on  the  thickness  of  the  fat  layer  beneath  it.  In  general, 
people  with  well-distributed  fat  deposits  survive  extreme 
cold  better  than  their  thinner  fellows,  which  may  explain 
why  most  successful  channel  swimmers  have  been  gener- 
ously upholstered.  But  fat  people  aren’t  necessarily  more 
comfortable  in  the  cold;  for  the  nerve  endings  which  com- 
plain “I’m  cold”  to  the  brain  are  themselves  located  near 
the  surface  of  the  skin;  they  may  actually  end  up  colder 
than  the  thin  man’s — and  sending  out  more  insistent 
messages  of  complaint — if  they  are  insulated  from  internal 
sources  of  heat  by  layers  of  fat. 

These  skin  nerve  endings,  incidentally,  appear  to  be 
superior  in  design  to  most  similar  devices  developed  by 
engineers  and  scientists. 

They  are  sensitive  to  sudden  changes  in  temperature. 
When  you  step  outdoors  on  a cold  day  they  signal  the 
change  to  your  brain  immediately,  long  before  your  skin 
has  actually  chilled  to  an  uncomfortable  level.  And  when 
you’ve  been  outdoors  in  the  cold  long  enough  so  that  heat 
production  and  heat  loss  are  in  balance,  they  send  an  “I’m 
comfortable”  message  to  the  brain  even  though  their  actual 
temperature  has  dropped  off  half  a dozen  degrees. 

Conserving  body  heat  depends  in  part  on  the  mate- 
rials with  which  your  body  or  clothing  makes  contact. 
Thus  the  tile  floor  of  your  bathroom  feels  colder  than  the 
bathmat  to  your  feet,  even  though  both  are  the  same 
temperature;  heat  flows  more  rapidly  from  your  skin  to  a 
good  heat  conductor  like  tile. 

Quiet  air,  fortunately,  is  a poor  conductor  of  heat — 
much  poorer  than  water,  for  example.  The  human  body, 
which  maintains  its  heat  balance  without  effort  in  still  air 
at  85  degrees,  requires  water  at  over  90  degrees  for  a similar 
balance.  A man  may  die  of  exhaustion  after  60  minutes 
in  ice-cold  water;  he  can  live  much  longer  in  air  at  the  same 
temperature.  Wool  socks  and  boots  keep  your  feet  warm 
at  sub-zero  temperatures  while  they’re  dry;  but  if  water 
seeps  in,  your  toes  will  soon  start  to  numb.  The  mother 
who  steps  outside  for  a minute  to  determine  how  cold  it  is, 
then  bundles  five-year-old  Billy  up  in  layers  of  wool  before 
sending  him  out  to  play,  is  not  being  a thoughtful,  cautious 
mother.  She  has  forgotten  that  outdoor  air  feels  much 
colder  than  it  is  when  you  first  step  into  it.  And  she  has 
forgotten  that  Billy  is  going  to  run  and  jump,  thus  in- 
creasing his  internal  heat  production  many  times  over.  As 
a result,  Billy  is  soon  perspiring  in  his  heavy  togs.  He  sits 
down  to  rest.  His  internal  heat  production  falls  while  his 
heat  loss  increases  due  to  the  dampness  of  his  clothing. 
Soon  Billy  comes  home  with  teeth-a-chatter,  chilled  to  the 
bone.  “I  should  have  put  an  extra  sweater  on  him,”  his 
mother  tells  herself. 

A wiser  mother  sends  a child  out  for  strenuous  play  in 
relatively  light  clothing,  but  with  adequate  protection  for 
his  hands  and  feet;  and  she’ll  remind  him  to  come  in  for 
something  warmer  if  he  begins  to  feel  cold. 
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Still  air  is  an  excellent  insulating  material,  but 

moving  air  quickly  carries  heat  away  with  it.  Even  a breeze 
blowing  at  five  miles  an  hour  carries  away  about  eight  times 
as  much  body  heat  as  still  air.  The  winter  uniform  of  a 
soldier,  for  example,  loses  about  a quarter  of  its  insulating 
efficiency  when  he’s  walking  briskly  rather  than  standing, 
because  breezes  are  generated  within  his  clothing  which 
carry  off  heat. 

The  loosely  tailored  sealskin  and  walrus-skin 

clothing  of  the  Eskimos  is  nearly  ideal  for  cold  weather. 
When  an  Eskimo  chases  his  quarry  in  a hunt,  the  chill 
Arctic  air  flows  into  and  out  of  his  flapping  garments  to 
prevent  overheating.  Later,  when  he  sits  down  to  rest,  his 
clothing  settles  around  him  and  achieves  an  insulating 
efficiency  hard  to  surpass. 

Most  of  us  think  of  wool  as  ideal  for  heat  conserva- 
tion, and  scientific  studies  have  confirmed  its  excellence. 
The  insulating  effect  is  not  achieved  by  the  fibers  them- 
selves but  by  the  air  trapped  among  the  fibers.  Wool’s 
superiority  to  cotton  in  this  respect  is  due  largely  to  its 
springiness.  Damp  or  dry,  it  tends  to  regain  its  thickness 
more  readily  after  compression,  and  to  trap  some  more  air. 
The  suitability  of  some  synthetic  fibers  for  cold -weather 
use  depends  similarly  on  their  ability  to  spring  back  into 
shape  when  compressed  by  bodily  movements. 

Fur  also  insulates  by  means  of  the  dead  air  trapped 
among  the  hairs;  and  many  animals  are  able  to  regulate 
their  heat  balance  by  expanding  or  compressing  their  fur. 
This  effect  they  achieve  by  means  of  tiny  muscles  which 
erect  the  hairs  and  thus  thicken  the  furry  layer  when  the 
animal  begins  to  chill.  We  human  beings,  though  we  lack 
fur,  still  have  the  same  hair-erecting  muscles  in  our  skin; 
and  these  muscles  still  contract  when  we’re  suddenly 
chilled,  producing  goose  pimples. 

Understanding  of  the  importance  of  thickness  in 
clothing  has  enabled  scientists  to  improve  gloves  for  Arctic 
wear.  Our  fingers  are  partially  curved  most  of  the  time, 
yet  glove  manufacturers  tailor  gloves  to  fit  the  fully  ex- 
tended hand.  As  a result,  ordinary  gloves  are  compressed 
to  a fraction  of  their  normal  thickness  at  the  joints  and 
knuckles  where  our  fingers  bend — and  heat  leaks  out. 
Military  gloves,  to  minimize  the  compression,  are  now 
shaped  to  the  natural  curve  of  the  relaxed  fingers. 

Keeping  warm  while  asleep  offers  a particular 
challenge,  for  internal  heat  production  falls  during  sleep. 
No  doubt  you  have  more  than  once  had  the  experience  of 
falling  asleep  in  a comfortably  heated  room  and  awakening 
to  find  that  you’re  cold  and  shivering.  The  room  hasn’t 
chilled  while  you  slept;  instead  your  heat  production  has 
dropped.  It’s  therefore  wise  to  cover  yourself  with  some- 
thing when  you  lie  down  to  take  a nap  even  though  you’re 
sure  you  won’t  need  it. 

Electric  blankets  may  seem  like  an  exception  to  the 

general  rule  that  bedding  and  clothing  are  designed  to 
conserve  your  own  internally  generated  heat;  an  electric 
blanket  feels  as  if  it  were  actually  sending  heat  to  your  skin. 


But  this  is  an  illusion;  such  a blanket,  rarely  reaches  the 
temperature  of  your  skin.  Like  any  ordinary  blanket,  what 
it  really  accomplishes  is  to  slow  down  the  loss  of  your  in- 
ternal heat.  The  chief  advantages  of  the  electric  blanket 
are  three.  It  warms  itself,  so  that  you  don’t  have  to  curl  up 
and  shiver  in  order  to  warm  it  initially  from  your  own  inner 
heat  resources.  It  provides  a maximum  of  heat  conserva- 
tion with  a minimum  of  weight.  And  a good  electric 
blanket  adjusts  itself  automatically  to  changes  in  outer 
temperature,  so  that  you  don’t  have  to  add  a blanket  or 
take  one  off  as  the  air  around  the  bed  chills  or  warms. 

How  much  cold  can  the  human  body  survive? 
Dorothy  Mae  Stevens  was  found  unconscious,  almost  un- 
clothed in  a Chicago  alley  one  winter  morning  in  1951.  She 
had  apparently  lain  there  all  night  and  her  internal  tem- 
perature had  fallen  to  64.4  degrees — 34  degrees  below 
normal.  The  hospital  to  which  Miss  Stevens  was  taken 
saved  her  life  through  good  nursing  care  and  the  use  of 
stimulants,  blood  plasma,  oxygen,  antibiotics,  antiblood- 
clotting drugs,  pressure  bandages,  and  other  medical 
methods.  Even  more  astounding  was  the  1955  case  of 
two-year-old  Vickie  Davis,  who  survived  after  being  found 
unconscious  in  her  night  clothes  with  an  internal  temper- 
ature of  60  degrees  Fahrenheit. 

Naturally  the  adverse  effects  of  exposure  to  severe  cold 
when  the  body  and  clothing  are  dry  are  less  severe  than 
when  wet.  It  makes  a big  difference. 

All  water  doesn’t  freeze  at  the  same  temperature. 
Ordinary  fresh  water  freezes  at  32  F.  while  ocean  water, 
which  is  salty,  freezes  at  27.9  F.  An  article  in  the  British 
Medical  Journal  stated  that  a sailor  falling  into  the  Arctic 
Ocean  had  no  chance  of  survival. 

If  you’re  caught  in  sub-zero  temperatures  and  reach 
shelter  chilled  to  the  bone  with  nipped  fingers,  toes,  cheeks, 
nose  or  ears,  what  should  you  do  about  it?  Don’t  follow 
the  ancient  suggestion  to  rub  the  frost-bitten  parts  with 
snow  or  ice.  Recent  research  has  shown  that  the  imme- 
diate application  of  gentle  warmth  leaves  you  with  less 
tissue  damage  and  less  likelihood  of  infection  or  gangrene. 
The  victim  should  be  brought  into  a warm  room  as  soon  as 
possible,  given  a warm  drink,  and  either  wrapped  in  warm 
blankets  or  else  placed  in  a tub  of  warm — not  hot — water. 
Water  is  faster,  for  just  as  you  lose  more  heat  from  your 
body  in  cold  water,  so  your  body  absorbs  heat  more  rapidly 
from  warm  water.  Too  much  heat  should  be  avoided: 
don’t  use  a heat  lamp  or  hot-water  bottle;  don’t  expose 
frostbitten  areas  to  a hot  stove.  And  don’t  rub  or  massage 
a frozen  finger,  toe  or  ear;  but  after  the  part  is  warmed, 
encourage  the  victim  to  exercise  his  fingers  and  toes. 

The  best  approach  to  frostbite,  however,  is  to  prevent 
its  occurrence  in  the  first  place.  Dress  warmly  enough. 
Dress  dryly  enough.  Exercise  to  keep  warm,  especially 
your  toes  and  fingers.  Don’t  drink  alcoholic  beverages  or 
smoke  during  or  immediately  before  severe  exposure.  And 
don’t  be  one  of  those  foolhardy  heroes  who  haven’t  sense 
enough  to  come  in  out  of  the  cold. 
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Cimetidine:  questions  and  answers  |Drug  Information],  86 
Cisternography:  iatrogenic  complications  of  neuroradiologic 

procedures  [Iatrogenic  Disorders  of  Nervous  System]  (Sym- 
posium), 1111 

Clindamycin:  chloramphenicol  [Infectious  Diseases],  378 
Clinic,  vulva,  classification  and  incidence  of  877  patients  seen 
consecutively  in;  diseases  of  vulva,  938 
Clinical  Clues  (Series),  176,  283,  290,  318,  360,  369,  424,  434, 
1006 

Clinical  judgment  and  reliability;  primary  care,  748 
Clinical  laboratories,  permit,  in  New  York  State  exclusive  of  New 
York  City,  evaluation  of  tests  performed  by;  bacterial  antibiotic 
susceptibility  tests,  370 

Clinical  use,  overview  of  pharmacology,  toxicology,  and,  II.;  the 
penicillins  [Infectious  Diseases],  962 
Clitoridectomy:  infibulation  in  the  horn  of  Africa,  729 
Clonazepam:  iatrogenic  causes  of  seizures  [Iatrogenic  Disorders 
of  Nervous  System]  (Symposium),  1 1 15 
Clonidine:  questions  and  answers  [Drug  Information],  86 
Cloquinol:  iatrogenic  neuropathy  [Iatrogenic  Disorders  of  Ner- 
vous System]  (Symposium),  1107 
Closing  Remarks  (Smith)  [Iatrogenic  Disorders  of  Nervous  Sys- 
tem] (Symposium),  1117 
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the  penicillins;  I.  overview  of  microbiology  [Infectious  Dis- 
eases], 768 

the  penicillins;  II.  overview  of  pharmacology,  toxicology,  and 
clinical  use  [Infectious  Diseases],  962 
Cocci:  the  penicillins;  I.  overview  of  microbiology  (Infectious 
Diseases],  768 

Cockayne’s  syndrome:  heritable  syndromes;  with  skeletal  ab- 
normalities and  congenital  heart  disease,  944 
Coffee:  caffeine-withdrawl  headache  and  fasting,  217 
Colchicine:  questions  and  answers  [Drug  Information],  86 
Colden:  physicians  and  botanists  in  colonial  New  York  [History 
of  Medicine],  994 

Colloid,  sulphur  (99mTc).  flow  study,  radioactive  gallium  (67Ga) 
and  indium  (mIn)  scans,  and  abdominal  aortogram;  isotope 
studies  of  mesenteric  lymphoma,  402 
Colonial  New  York,  physicians  and  botanists  in  [History  of 
Medicine],  994 

Combined  Adriamycin,  Vincristine,  and  Methotrexate;  In  Ad- 
vanced, Adult  Soft-Tissue  Sarcoma  (Kaufman,  Catane,  and 
Douglass,  Jr.),  742 

Combined  Cavography  and  Intravenous  Pyelography;  High  In- 
formation Yield  in  Minimally  Invasive  Technique  (Pillari), 
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Communicable  diseases:  reported  gonorrhea;  trends  in  New  York 
City,  1970  to  1975,  1083 
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Community  health  programs,  utilization  of  hospital  resources  by, 

58 

Compliance,  left  ventricular,  and  pulmonary  artery  end-diastolic 
pressure,  344 

Complicated  hypertension,  treatment  of  [Hypertension:  Current 
Concepts],  956 
Condom 

adolescent  contraceptors;  follow-up  study,  928 
contraceptive  use;  prevalence  among  married  women  in  Albany, 
New  York,  Health  Region,  1974,  933 
Congenital  heart  disease,  with  skeletal  abnormalities  and;  heri- 
table syndromes,  944 

Congestive  heart  failure:  coronary  artery  bypass  surgery;  long- 
term follow-up,  27 

Congestive  heart  failure:  repair  of  ventricular  septal  defect  in 
infants  [Abstracts,  Reports,  Proceedings,  New  York  Society  for 
Thoracic  Surgery),  232 

Conjunctivitis:  aphakia;  continuous  wearing  of  contact  lenses, 
913 

Connective-tissue  disorders:  heritable  syndromes;  with  skeletal 
abnormalities  and  congenital  heart  disease,  944 
Connective-tissue  tumors:  giant  fibroma  of  soft  tissue,  392 
Conradi’s  syndrome:  heritable  syndromes;  with  skeletal  abnor- 
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Contact  lenses,  soft,  continuous  wearing  of;  aphakia,  913 
Contraception:  questions  and  answers  [Drug  Information],  86 
Contraceptive  use,  oral;  epidemiology,  200 
Contraceptive  Use;  Prevalence  Among  Married  Women  in  Albany, 
New  York,  Health  Region,  1974  (Anderson,  Morris,  Stroh,  Conn, 
and  Gesche),  933 
Contraceptives 

cancer  risks  from  estrogen  intake,  1069 

iatrogenic  encephalopathies  [Iatrogenic  Disorders  of  Nervous 
System]  (Symposium),  1095 
Contraceptors,  adolescent;  follow-up  study,  928 
Convulsive  disorders:  iatrogenic  encephalopathies  [Iatrogenic 
Disorders  of  Nervous  System]  (Symposium),  1095 
Copper,  reduction  of,  determination  by — , methods  from  1841  to 
1941;  sugar  in  urine  [History  of  Medicine],  1001 
Copper-7:  adolescent  contraceptors;  follow-up  study,  928 
Cornelia  de  Lange  syndrome:  heritable  syndromes;  with  skeletal 
abnormalities  and  congenital  heart  disease,  944 
Coronary  Artery  Bypass  Surgery;  Long-term  Follow-up  (Cameron, 
Kemp,  Jr.,  Shimomura,  Santilli,  Green,  and  Hutchinson,  III), 
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Coronary  artery,  descending  and  mainstem  left,  proximal  left 
anterior,  endarterectomy  of;  new  technique  approach  [Ab- 
stracts, Reports,  Proceedings,  New  York  Society  for  Thoracic 
Surgery],  226 

Coronary  artery  disease:  treatment  of  complicated  hypertension 
[Hypertension:  Current  Concepts],  956 
Coronary  atherosclerotic  disease:  left  bundle  branch  block  and 
diabetes  mellitus,  911 

Coronary  occlusion,  prolonged  hypotension  and  [Proceedings, 
Committee  on  Anesthesia  Study,  New  York  State  Society  of 
Anesthesiologists],  73 

Corps,  National  Health  Service;  purposes  and  activities,  788 
Correctional  facilities,  implementation  of  medical  record  and  data 
system  for;  prison  health  data  system,  209 
Correlation  Conferences  in  Radiology  and  Pathology  (Series),  68, 
764,953,  1120 
Corticosteroids 

iatrogenic  myopathies  and  disorders  of  neuromuscular  trans- 
mission [Iatrogenic  Disorders  of  Nervous  System]  (Sympo- 
sium), 1102 

low-dose  steroid  treatment  in  polymyalgia  rheumatica,  368 
Cryotherapy:  iatrogenic  neuropathy  [Iatrogenic  Disorders  of 

Nervous  System]  (Symposium),  1 107 
Cost  of  Urine  Cultures  at  Municipal  Teaching  Hospital  (Rosenthal 
and  Freundlich),  102 
Countersuit  Activity  (Rosenberg),  991 

Criteria,  preset,  second  opinion  versus;  unjustified  surgery  di- 
lemma, 779 

Cross-indexing,  nomenclature,  and  research;  beginnings  in  the 


United  States  [History  of  Medicine],  810 
Cultures,  urine,  cost  of,  at  municipal  teaching  hospital,  102 
Curettage,  diagnostic  vacuum  aspiration;  evaluation  in  office 
practice,  373 

Cutaneous-vulvar  disorders:  diseases  of  vulva;  classification  and 
incidence  of  877  patients  seen  consecutively  in  vulva  clinic, 
938 

Cystadenocarcinoma:  tumor  marker  in  ovarian  cancer;  tumor- 
associated  antigen,  342 

Daikon  shield:  adolescent  contraceptors;  follow-up  study,  928 
Darwin,  Charles,  and  the  Galapagos  [History  of  Medicine],  262 
Data  system,  medical  record  and,  for  correctional  facilities,  im- 
plementation of;  prison  health  data  system,  209 
David  D’Isaac  Nassy,  M.D.,  1748(?)  to  1806;  First  Jewish  Physi- 
cian in  Philadelphia — His  Breach  with  Benjamin  Rush,  M.D. 
(Bloch)  [History  of  Medicine),  807 
Death:  widows  and  widowhood,  357 

Defect,  ventricular  septal,  in  infants,  repair  of  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  232 
Dementia:  iatrogenic  encephalopathies  [Iatrogenic  Disorders  of 
Nervous  System]  (Symposium),  1095 
Depression:  sickle  cell  crises;  psychological  factors  associated  with 
onset,  1075 

Depressions,  fears,  and  ailments;  John  Adams  [History  of  Medi- 
cfrie],  268 

Descending  and  mainstem  left  coronary  artery,  proximal  left  an- 
terior, endarterectomy  of;  new  technical  approach  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Surgery], 
226 

Dexamethasone:  questions  and  answers  [Drug  Information], 

86 

Diabetes;  Current  Status  of  an  Evolving  Disease  (Ellenberg) 
[Recent  Advances  in  Medicine  and  Surgery],  62 
Diabetes  mellitus,  left  bundle  branch  block  and,  91 1 
Diabetes:  sugar  in  urine;  determination  by  reduction  of  copper — 
methods  from  1841  to  1942  [History  of  Medicine],  1001 
Diagnoses:  primary  care;  clinical  judgment  and  reliability,  748 
Diagnostic  Vacuum  Aspiration  Curettage;  Evaluation  in  Office 
Practice  (Weinstein,  Shenker,  and  Porges),  373 
Diamond:  gemstones  as  talisman  and  amulet;  medical  and  psy- 
chologic attributes  [History  of  Medicine],  817 
Diaphragm 

adolescent  contraceptors;  follow-up  study,  928 
contraceptive  use;  prevalence  among  married  women  in  Albany, 
New  York,  Health  Region,  1974,  933 
Diazepam:  questions  and  answers  [Drug  Information],  86 
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the  penicillins;  I.  overview  of  microbiology  [Infectious  Dis- 
eases], 768 

the  penicillins;  II.  overview  of  pharmacology,  toxicology,  and 
clinical  use  [Infectious  Diseases),  962 
Did  Socrates  Die  of  Hemlock  Poisoning?  (Ober)  [History  of 
Medicine],  254 

Die  of  hemlock  poisoning,  did  Socrates  [History  of  Medicine], 
254 

Diethylstilbestrol:  cancer  risks  from  estrogen  intake,  1069 
Diffuse  Esophageal  Spasm  (Brenner,  Berkowitz,  Fell,  and 
Bloomberg)  [Abstracts,  Reports,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  221 

Dihvdrothiazine  ring:  the  cephalosporins;  therapist's  view  [In- 
fectious Diseases],  1128 

Dimethyl  triazeno  imidazole  carboxamide:  combined  adriamycin, 
vincristine,  and  methotrexate;  in  advanced,  adult,  soft-tissue 
sarcoma,  742 
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iatrogenic  causes  of  seizures  [Iatrogenic  Disorders  of  Nervous 
System]  (Symposium),  1115 

iatrogenic  encephalopathies  [Iatrogenic  Disorders  of  Nervous 
System]  (Symposium),  1095 

iatrogenic  neuropathy  [Iatrogenic  Disorders  of  Nervous  System] 
(Symposium),  1 107 
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Proceedings,  New  York  Society  for  Thoracic  Surgery|,  227 
Diseases  of  Vulva;  Classification  and  Incidence  of  877  Patients 
Seen  Consecutively  in  Vulva  Clinic  (Tovell  and  Young,  -Jr.), 
928 

Disk  diffusion  technique:  bacterial  antibiotic  susceptibility  tests; 
evaluation  of  tests  performed  by  permit  clinical  laboratories  in 
New  York  State  exclusive  of  New  York  City,  270 
Dislocation  of  humerus,  unrecognized  fracture  , 975 
Dismembered  Pveloplasties;  A Review  (Cea  and  Lavengood), 
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Disseminated  fungal  infection,  unsuspected,  in  centenarian 
(Geriatrics),  282 

Disulfuram:  iatrogenic  neuropathy  (Iatrogenic  Disorders  of 

Nervous  System)  (Symposium),  1107 
Diuretics 

iatrogenic  neuropathy  (Iatrogenic  Disorders  of  Nervous  System) 
(Symposium),  1107 

treatment  of  complicated  hypertension  (Hypertension:  Cur- 
rent Concepts],  956 

Diverticulum,  bleeding  duodenal;  angiographic  demonstration, 
819 

Doctor  Keats,  who  ever  heard  of  (Medical  Arts  and  Letters], 
244 

Dopaminergic  system:  questions  and  answers  (Drug  Information), 
86 

Down’s  syndrome:  heritable  syndrome;  with  skeletal  abnor- 

malities and  congenital  heart  disease,  944 
Drug  Information  (Series),  86 

Drug  reactions:  pharmacologic  perspective  (Iatrogenic  Disorders 
of  Nervous  System)  (Symposium),  1091 
Duodenal  diverticulum,  bleeding;  angiographic  demonstration, 
819 

Dyskinesia 

iatrogenic  extrapyramidal  disorders  | Iatrogenic  Disorders  of 
Nervous  System]  (Symposium),  1092 
questions  and  answers  (Drug  Information],  86 
Dysphagia:  diffuse  esophageal  spasm  (Abstracts,  Reports,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery),  221 

Edema:  treatment  of  complicated  hypertension  (Hypertension: 
Current  Concepts),  956 

Education,  health,  and  the  school  phvsician  (School  Health), 
1124 

Education,  oracles,  and  the  public  weal,  on,  229 
Edward’s  syndrome:  heritable  syndromes;  with  skeletal  abnor- 
malities and  congenital  heart  disease,  944 
Elbow,  “nursemaid's"  or  “pulled,"  physician  unfamiliarity  with; 

childhood  radial  head  subluxation,  908 
Electrocardiograms  of  the  Month  (Series),  97,  227,  385,  773,  973, 
1135 

Electrocardiographic  Changes;  Pacemaker  Induced  (Reddy, 
Swamy,  and  Gould),  1080 

Ellis-van  Creveld  syndrome:  heritable  syndromes;  with  skeletal 
abnormalities  and  congenital  heart  disease,  944 
Emerald:  gemstones  as  talisman  and  amulet;  medical  and  psy- 
chologic attributes  [History  of  Medicine),  817 
Emergency  Brain  Angiography;  Simple,  Reliable  Technique  Re- 
quiring Only  Plain  Skull  Film  Technique  (Jacobson  and 
Rothballer),  361 
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iatrogenic  myopathies  and  disorders  of  neuromuscular  trans- 
mission [Iatrogenic  Disorders  of  Nervous  System]  (Sympo- 
sium), 1102 

iatrogenic  neuropathy  [Iatrogenic  Disorders  of  Nervous  System] 
(Symposium),  1107 

Encephalomyelitis:  iatrogenic  encephalopathies  [Iatrogenic 

Disorders  of  Nervous  System]  (Symposium),  1095 
Encephalopathies,  iatrogenic  [Iatrogenic  Disorders  of  Nervous 
System]  (Symposium),  1095 

End-diastolic  pressure,  pulmonary  artery,  left  ventricular  com- 
pliance and, 344 

Endarterectomy  of  Proximal  Left  Anterior  Descending  and 
Mainstem  Left  Coronary  Artery;  New  Technical  Approach 
(Parsonnet,  Gilbert,  Geilchinsky,  Bhaktan,  and  Montefusco) 


(Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  226 

Endocrine  therapy:  mammary  cancer;  tissue  estrogen  receptor 
assay  at  Albany  Medical  Center,  903 
Endocytosis:  mononuclear  phagocyte;  development,  structure, 
function,  and  involvement  in  immune  response,  327 
Endometrial  cavity:  diagnostic  vacuum  aspiration  curettage; 

evaluation  in  office  practice,  373 
Endometrium:  cancer  risks  from  estrogen  intake,  1069 
Epidemic  of  unusually  low  virulence;  neonatal  septicemia  due  to 
Klebsiella  pneumoniae  type  60,  737 
Epidemiology,  incidence  and;  parasitic  infections  in  New  York 
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Epidemiology;  oral  contraceptive  use,  200 

Epidural  hematoma:  emergency  brain  angiography;  simple,  re- 
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Ergometry:  various  pedaling  frequencies  at  equivalent  power 
outputs;  effect  on  heart-rate  response,  744 
Erythrocyte  sedimentation  rate:  low-dose  steroid  treatment  in 
polymyalgia  rheumatica,  368 
Erythrocytes 

human  peripheral  blood  T and  B lymphocytes;  blastogenic  re- 
sponse to  mitogens  and  antigens,  19 
sickle  cell  crises;  psychological  factors  associated  with  onset, 
1075 

Erythromycin:  questions  and  answers  [Drug  Information],  86 
Esophageal  spasm,  diffuse  (Abstracts,  Reports,  Proceedings,  New 
York  Society  for  Thoracic  Surgery],  221 
Estrogen  intake,  cancer  risks  from,  1069 

Estrogen  receptor  assay,  tissue,  at  Albany  Medical  Center; 
mammary  cancer,  903 

Ethacrynic  acid:  iatrogenic  neuropathy  [Iatrogenic  Disorders  of 
Nervous  System]  (Symposium),  1107 
Ethionamide:  iatrogenic  neuropathy  [Iatrogenic  Disorders  of 
Nervous  System]  (Symposium),  1107 
Ethambutol:  iatrogenic  neuropathy  [Iatrogenic  Disorders  of 

Nervous  System]  (Symposium),  1107 
Eugene  O’Neill:  O’Neill;  genius  and  illness  [History  of  Medicine], 
800 

Extension,  intraspinal,  intrathoracic  osteochondroma  with;  di- 
agnostic and  surgical  consideration  [Abstracts,  Reports,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery],  219 
Extrapyramidal  disorders,  iatrogenic  [Iatrogenic  Disorders  of 
Nervous  System]  (Symposium),  1093 
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aphakia;  continuous  wearing  of  soft  contact  lenses,  913 
unsuspected  disseminated  fungal  infection  in  centenarian 
[Geriatrics],  382 

Fallopian  tubes:  tubal  sterilization  by  laparoscopy;  simplified 
technique,  194 

Family  Medicine  Residency  Program  in  Semirural  Setting;  De- 
velopment of  a Plan  (Jonas,  Cox,  and  Lamont),  108 
Fasting,  headache  and,  caffeine-withdrawal,  217 
Fat  emulsion:  questions  and  answers  [Drug  Information],  86 
Fears,  depressions,  and  ailments;  John  Adams  [History  of  Medi- 
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Female  genitalia,  melanoma  of;  historical  commentary  [History 
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Fenoprofen:  questions  and  answers  [Drug  Information],  86 
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Flank  pain  and  fever,  renal  mass  with  [Correlation  Conferences 
in  Radiology  and  Pathology],  953 
Flaps,  groin,  microvascular  free,  921 

Flow  study,  sulphur  colloid  (99mTc),  radioactive  gallium  (67Ga) 
and  indium  (mIn)  scans,  and  abdominal  aortogram;  isotope 
studies  of  mesenteric  lymphoma,  402 
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adolescent  contraceptors;  follow-up  study,  928 
contraceptive  use;  prevalence  among  married  women  in  Albany, 
New  York,  Health  Region,  1974,  933 
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studies  of  mesenteric  lymphoma,  402 
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Gastric  Rigidity  and  Breast  Masses  [Correlation  Conferences  in 
Radiology  and  Pathology],  1120 
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fectious Diseases],  81 
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rheumatica,  368 
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infibulation  in  the  horn  of  Africa,  729 
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Reliability,  judgment  and,  clinical;  primary  care,  748 
Renal-cell  carcinoma:  hypoglycemia  and  leukemoid  reaction  with 
hypernephroma,  406 

Renal  disease:  treatment  of  complicated  hypertension  [Hyper- 
tension: Current  Concepts],  956 
Renal  Mass  with  Flank  Pain  and  Fever  [Correlation  Conferences 
in  Radiology  and  Pathology] , 953 
Repair  of  Ventricular  Septal  Defect  in  Infants  (McNicholas, 
Bowman,  dr.,  Ellis,  Hayes,  and  Malm)  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  232 
Reported  Gonorrhea;  Trends  in  New  York  City,  1970  to  1975 
(Felman  and  Scaffidi),  1083 

Research,  nomenclature,  cross-indexing,  and;  beginnings  in  the 
United  States  [History  of  Medicine],  810 
Reserpine:  iatrogenic  extrapyramidal  disorders  [Iatrogenic 

Disorders  of  Nervous  System]  (Symposium),  1093 
Residence  program,  family  medicine,  in  semirural  setting;  devel- 
opment of  a plan,  108 

Resources,  hospital,  utilization  of,  bv  community  health  programs, 
58 

Rheumatica,  polymyalgia,  low-dose  steroid  treatment  in,  368 
Rheumatology:  low-dose  steroid  treatment  in  polymyalgia 

rheumatica,  368 

Rhythm:  contraceptive  use;  prevalence  among  married  women 
in  Albany,  New  York,  Health  Region,  1974,  933 
Rosettes:  human  peripheral  blood  T and  B lymphocytes;  blas- 
togenic  response  to  mitogens  and  antigens,  19 
Rubinstein-Taybi  syndrome:  heritable  syndromes;  with  skeletal 
abnormalities  and  congenital  heart  disease,  944 
Ruby:  gemstones  as  talisman  and  amulet;  medical  and  psy- 

chologic attributes  [History  of  Medicine],  817 
Rural  communities:  family  medicine  residency  program  in 

semirural  setting;  development  of  a plan,  108 
Rush,  Benjamin,  M.D.,  his  breach  with,  first  Jewish  physician  in 
Philadelphia — ; David  D'Isaac  Nassy,  M.D.,  1748(?)  to  1806 
[History  of  Medicine],  807 

Saline,  hypertonic,  prostaglandin  F2aipha>  and  oxytocin  in  mid- 
trimester abortion,  46 

Sapphire:  gemstones  as  talisman  and  amulet;  medical  and  psy- 
chologic attributes  [History  of  Medicine],  817 
Sarcoidosis,  candidiasis  and,  122 

Sarcoidosis  in  Husband  and  Wife  (Renner,  Lahiri,  and  Bragoli), 
118 

Sarcoma,  in  advanced,  adult,  soft-tissue;  combined  adriamycin, 
vincristine,  and  methotrexate,  742 
Sarcomas:  fibrosarcoma  of  nasal  cavity,  983 
Scans,  radioactive  gallium  (67Ga)  and  indium  (ulIn),  sulphur 
colloid  (99mTc)  flow  study,  and  abdominal  aortogram;  isotope 
study  of  mesenteric  lymphoma,  402 
Scavenging  systems  in  Manhattan  hospitals;  anesthetic  gases, 
186 

Schistosomiasis  Japonica  of  Liver  ( Yeh,  McSweeney,  and  Shiu), 
396 

Schistosomiasis:  parasitic  infections  in  New  York  City;  incidence 
and  epidemiology,  50 
School  Health  (Series),  776,  1 124 

School  Physician;  Crucial  Role  in  Secondary  School  Athletics 
(Anderson)  [School  Health],  776 
School  physician,  health  education  and  the  [School  Health], 
1124 

Scientist-philosopher,  physician-,  sixteenth-century;  Paracelsus 
[History  of  Medicine],  790 

Sclerotherapy  of  Varicose  Veins;  Phlebographic  Demonstration 
of  Immediate  Venous  Spasm  (Perchuk,  Tafreshi,  Radow,  and 
Smulewicz),  204 

Second  opinion  versus  preset  criteria;  unjustified  surgery  dilemma, 
779 

Secondary  school  athletics,  crucial  role  in;  school  physician  [School 
Health),  776 

Sedatives;  iatrogenic  neuropathy  [Iatrogenic  Disorders  of  Ner- 
vous System]  (Symposium),  1107 
Seizure:  psychological  side-effects  of  L-dopa  and  anticonvulsant 
medication  [Iatrogenic  Disorders  of  Nervous  System]  (Sym- 


posium), 1098 

Seizures,  iatrogenic  causes  of  [Iatrogenic  Disorders  of  Nervous 
System]  (Symposium),  1115 

Self-aspiration,  tracheal  fenestration  with,  in  treatment  of  severe 
chronic  obstructive  pulmonary  disease  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  227 
Sensitivity,  antibiotic;  Bronx  Municipal  Hospital  Center — 1976 
report,  756 

Septal  defect,  ventricular,  in  infants,  repair  of  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  232 
Septicemia,  neonatal,  due  to  Klebsiella  pneumoniae  type  60; 

epidemic  of  unusually  low  virulence,  737 
Sera:  iatrogenic  neuropathy  [Iatrogenic  Disorders  of  Nervous 
System]  (Symposium),  1107 

Service  Corps,  National  Health;  purposes  and  activities,  788 
Severe  Asthma;  Course  and  Treatment  in  Hospital  (Bondi  and 
Williams,  Jr.,),  350 

Severe  chronic  obstructive  pulmonary  disease,  tracheal  fenes- 
tration with  self-aspiration  in  treatment  of  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  227 
Sexual  dysfunction:  questions  and  answers  [Drug  Information], 
86 

Sickle  Cell  Crises;  Psychological  Factors  Associated  with  Onset 
(Nadel  and  Portadin),  1075 

Side-effects,  psychological,  of  L-dopa  and  anticonvulsant  medi- 
cation [Iatrogenic  Disorders  of  Nervous  System]  (Symposium), 
1098 

Sinuses:  fibrosarcoma  of  nasal  cavity,  983 
Sisomicin:  parenteral  aminoglycoside  antibiotics — 1977;  clinical 
use  [Infectious  Diseases],  81 

Skeletal  abnormalities  and  congenital  heart  disease,  with;  heritable 
syndromes,  944 

Skin  tumors:  melanoma  of  female  genitalia;  historical  commen- 
tary [History  of  Medicine],  248 

Skull  film  technique,  plain,  simple,  reliable  technique  requiring 
only;  emergency  brain  angiography,  361 
Socrates  die  of  hemlock  poisoning,  did  [History  of  Medicine], 
254 

Sodium  tetradecyl  sulfate:  sclerotherapy  of  varicose  veins; 

phlebographic  demonstration  of  immediate  venous  spasm, 
204 

Soft  contact  lenses,  continuous  wearing  of;  aphakia,  913 
Soft  tissue,  giant  fibroma  of,  392 

Spasm,  diffuse  esophageal  [Abstracts,  Reports,  Proceedings,  New 
York  Society  for  Thoracic  Surgery],  221 
Spasm,  immediate  venous,  phlebographic  demonstration  of; 

sclerotherapy  of  varicose  veins,  204 
Spinal  cord  angiography:  iatrogenic  complications  of  neuro- 

radiologic procedures  [Iatrogenic  Disorders  of  Nervous  System] 
(Symposium),  1111 

Spironolactone:  questions  and  answers  [Drug  Information],  86 
Splenic  Arteriovenous  Fistula  with  Portal  Hypertension,  Varices, 
and  Ascites  (Arida),  987 
“Spontaneous”,  is  lactic  acidosis,  24 

Sports  medicine:  school  physician;  crucial  role  in  secondary 

school  athletics  [School  Health],  776 
Staphylococci:  the  penicillins;  I.  overview  of  microbiology  [In- 
fectious Diseases],  768 

Sterilization:  contraceptive  use;  prevalence  among  married 

women  in  Albany,  New  York,  Health  Region,  1974,  933 
Sterilization,  laparoscopic  tubal;  radiofrequency  burns,  190 
Sterilization,  tubal,  by  laparoscopy;  simplified  technique,  194 
Steroid  treatment,  low-dose,  in  polymyalgia  rheumatica,  368 
Steroids:  iatrogenic  encephalopathies  [Iatrogenic  Disorders  of 
Nervous  System]  (Symposium),  1095 
Stomach 

gastric  rigidity  and  breast  masses  [Correlation  Conferences  in 
Radiology  and  Pathology],  1120 
pancreatography;  follow-up,  41 

Streptococci:  antibiotic  sensitivity;  Bronx  Municipal  Hospital 
Center — 1976  report,  756 

Streptomycin:  parenteral  aminoglycoside  antibiotics — 1977; 

clinical  use  [Infectious  Diseases],  81 
Stress:  care  of  patient  with  stroke;  role  of  primary  physician 
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(Geriatrics).  235 

Stress  testing:  various  pedaling  frequencies  at  equivalent  power 
outputs;  effect  on  heart -rate  response,  744 
Stroke,  patient  with,  care  of;  role  of  primarv  phvsician  [Geriatrics|, 
235 

Stroke:  questions  and  answers  (Drug  Information!,  86 
Subdural  hematoma:  emergency  brain  angiography;  simple,  re- 
liable technique  requiring  only  plain  skull  film  technique. 
361 

Subluxation,  childhood  radial  head;  physician  unfamiliarity  with 
“nursemaid’s”  or  “pulled"  elbow,  908 
Subtraction:  pancreatography;  follow-up,  41 
Succinimides;  iatrogenic  causes  of  seizures  |Iatrogenir  Disorders 
of  Nervous  System]  (Symposium),  1 1 15 
Succinylcholine:  iatrogenic  myopathies  and  disorders  of  neuro- 
muscular transmission  (Iatrogenic  Disorders  of  Nervous  Sys- 
tem] (Symposium).  1102 

Sugar  in  Urine;  Determination  by  Reduction  of  Copper-  Methods 
from  1841  to  1941  (Litwins)  (History  of  Medicine],  1001 
Sulphur  colloid  (99mTc)  How  study,  radioactive  gallium  (67Ga)  and 
indium  ( 1 1 1 In)  scans,  and  abdominal  aortogram;  isotope  studies 
of  mesenteric  lymphoma.  402 

Superstitions:  gemstones  as  talisman  and  amulet;  medical  and 
psychologic  attributes  (History  of  Medicine],  817 
Surgery,  coronary  artery  bypass;  long-term  follow-up,  27 
Surgery,  unjustified,  dilemma;  second  opinion  versus  preset  cri- 
teria. 779 

Surgical  Treatment  of  Primary  Hyperparathyroidism  (Silver. 
Schoenbach,  and  Barzel),  732 

Sympathetic  inhibitors:  treatment  of  complicated  hypertension 
(Hypertension:  Current  Concepts),  956 
Syndrome.  Munchausen;  problematic  diagnosis,  1 15 
Syndromes,  heritable:  with  skeletal  abnormalities  and  congenital 
heart  disease.  944 

Syphilis:  questions  and  answers  |I)rug  Information],  86 

T and  B lymphocytes,  human  peripheral  blood;  blastogenic  re- 
sponse to  mitogens  and  antigens,  19 
Talisman  and  amulet,  gemstones  as;  medical  and  psychologic  at- 
tributes [History  of  Medicine],  817 
Teaching  hospital,  municipal,  cost  of  urine  cultures  at,  102 
Terbutaline:  questions  and  answers  [Drug  Information]  86 
Testosterone  enanthate:  questions  and  answers  (Drug  Infor- 
mation], 86 

Tests,  bacterial  antibiotic  susceptibility;  evaluation  of  tests  per- 
formed by  permit  clinical  laboratories  in  New  York  State  ex- 
clusive of  New  York  City,  370 

Tetracycline:  questions  and  answers  (Drug  Information],  86 
Thalidomide:  iatrogenic  neuropathy  [Iatrogenic  Disorders- of 

Nervous  System]  (Symposium),  1107 
The  Cephalosporins;  Therapist’s  View  (Meyers)  [Infectious  Dis- 
eases], 1128 

The  Penicillins;  I.  Overview  of  Microbiology  (Neu)  [Infectious 
Diseases],  768 

The  Penicillins;  II.  Overview  of  Pharmacology.  Toxicology,  and 
Clinical  Use  (Neu)  (Infectious  Diseases],  962 
Therapist’s  view;  the  cephalosporins  [Infectious  Diseases],  1 128 
Thioridazine:  questions  and  answers  (Drug  Information],  86 
Thorax:  Mondor's  disease;  with  carcinoma  of  breast.  120 
Thromboembolic  tendencies:  care  of  patient  with  stroke;  role  of 
primary  physician  [Geriatrics],  235 
Thromboembolism:  aortic  valve  replacement  utilizing  Mago- 
vern-Cromie  prosthesis;  late  follow-up,  34 
Thrombophlebitis:  Mondor's  disease;  with  carcinoma  of  breast, 
120 

Thrombosis:  iatrogenic  vascular  disease  and  nervous  system 

[Iatrogenic  Disorders  of  Nervous  System]  (Symposium),  1105 
Thrombosis  in  utero,  vena  caval,  hydrops  fetalis  with,  421 
Thrombotic  infarction:  treatment  of  complicated  hypertension 
[Hypertension:  Current  Concepts],  956 
Ticarcillin 

the  pencillins;  I.  overview  of  microbiology  [Infectious  Diseases], 
768 

the  penicillins;  II.  overview  of  pharmacology,  toxicology,  and 


clinical  use  (Infectious  Diseases],  962 
Tissue  estrogen  receptor  assay  at  Albany  Medical  Center;  mam- 
mary cancer,  903 
Tissue,  soft,  giant  fibroma  of,  392 

Tobramycin:  parenteral  aminoglycoside  antibiotics — 1977; 

clinical  use  [Infectious  Diseases],  81 
Tolmetin:  questions  and  answers  [Drug  Information],  86 
Tonsillectomy:  unjustified  surgery  dilemma;  second  opinion 

versus  preset  criteria,  779 

Topaz:  gemstones  as  talisman  and  amulet;  medical  and  psy- 
chologic attributes  (History  of  Medicine],  817 
Total  parenteral  nutrition:  questions  and  answers  [Drug  Infor- 
mation], 86 

Tourmaline:  gemstones  as  talisman  and  amulet;  medical  and 
psychologic  attributes  [History  of  Medicine],  817 
Toxicology,  pharmacology,  and  clinical  use,  overview  of,  II.;  the 
penicillins  [Infectious  Diseases],  962 
Tracheal  Fenestration  with  Self-Aspiration  in  Treatment  of  Se- 
vere Chronic  Obstructive  Pulmonary  Disease  (Gluck  and 
Rockey)  [Abstracts,  Reports,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  227 

Tracheobronchial  drainage:  tracheal  fenestration  with  self- 

aspiration in  t reatment  of  severe  chronic  obstructive  pulmonary 
disease  [Abstracts,  Reports,  Proceedings,  New  York  Society  for 
Thoracic  Surgery],  227 

Tranquilizers:  iatrogenic  neuropathy  [Iatrogenic  Disorders  of 
Nervous  System]  (Symposium),  1107 
Treatment  of  Complicated  Hypertension  (Swartz  and  Kim) 
| Hypertension:  Current  Concepts],  956 
Trichinosis:  parasitic  infections  in  New  York  City;  incidence  and 
epidemiology,  50 

Trimethadione:  iatrogenic  causes  of  seizures  [Iatrogenic  Disor- 
ders of  Nervous  System]  (Symposium),  1115 
Trisomies:  heritable  syndromes;  with  skeletal  abnormalities  and 
congenital  heart  disease,  944 

Trotula.  heirs  to;  early  women  physicians  in  the  United  States 
(History  of  Medicine],  1142 

Tubal  Sterilization  by  Laparoscopy;  Simplified  Technique 
(Singh),  194 

Tubal  sterilization,  laparoscopic;  radiofrequency  burns,  190 
Tuberculostatics;  iatrogenic  encephalopathies  [Iatrogenic  Dis- 
orders of  Nervous  System]  (Symposium),  1095 
Tumor  Marker  in  Ovarian  Cancer;  Tumor- Associated  Antigen 
(Barlow  and  Bhattacharya),  342 
Tumor 

combined  adriamycin,  vincristine,  and  methotrexate;  in  ad- 
vanced, adult,  soft-tissue  sarcoma,  742 
hypoglycemia  and  leukemoid  reaction  with  hypernephroma, 
406 

Mondor’s  disease;  with  carcinoma  of  breast,  120 
pelvic  mass  and  hepatosplenomegaly  [Correlation  Conferences 
in  Radiology  and  Pathology],  764 
questions  and  answers  [Drug  Information],  86 
surgical  treatment  of  primary  hyperparathyroidism,  732 
diagnostic  vacuum  aspiration  curettage;  evaluation  in  office 
practice,  373 

fibrosarcoma  of  nasal  cavity,  983 
giant  fibroma  of  soft  tissue,  392 

intrathoracic  osteochondroma  with  intraspinal  extension;  di- 
agnostic and  surgical  consideration  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  219 
mammary  cancer;  tissue  estrogen  receptor  assay  at  Albany 
Medical  Center,  903 

melanoma  of  female  genitalia;  historical  commentary  [History 
of  Medicine],  248 

Turner’s  syndrome:  heritable  syndromes;  with  skeletal  abnor- 
malities and  congenital  heart  disease,  944 
Turquoise:  gemstones  as  talisman  and  amulet;  medical  and 

psychologic  attributes  [History  of  Medicine],  817 

Ulcer:  questions  and  answers  [Drug  Information],  86 
United  States,  beginnings  in  the;  nomenclature,  cross-indexing, 
and  research  [History  of  Medicine],  810 
United  States,  early  women  physicians  in  the;  heirs  to  Trotula 
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[History  of  Medicine],  1142 

Unjustified  Surgery;  Second  Opinion  Versus  Preset  Criteria 
(Emerson  and  Creedon),  779 

Unnecessary  surgery:  unjustified  surgery  dilemma;  second 

opinion  versus  preset  criteria,  779 
Unrecognized  Fracture — Dislocation  of  Humerus  (Bernhang), 

975 

Unsuspected  Disseminated  Fungal  Infection  in  Centenarian 
(Kornzweig)  [Geriatrics],  382 

Upper  respiratory  infection:  severe  asthma;  course  and  treatment 
in  hospital,  350 

Ureteral  splint:  dismembered  pyeloplasties;  a review,  197 
Uret6ropelvic  junction  obstruction:  renal  mass  with  flank  pain 
and  fever  [Correlation  Conferences  in  Radiology  and  Patholo- 
gy], 953 

Urine  cultures,  cost  of,  at  municipal  teaching  hospital,  102 
Urine:  puerperal  chyluria,  414 

Urine,  sugar  in;  determination  by  reduction  of  copper — met  hods 
from  1841  to  1941  [History  of  Medicine],  1001 
Urography:  combined  cavography  and  intravenous  pyelography; 

high  information  yield  in  minimally  invasive  technique,  179 
Utero,  vena  caval  thrombosis  in,  hydrops  fetalis  with,  421 
Utilization  of  Hospital  Resources  by  Community  Health  Programs 
(Gururaj,  Russo,  Johnson,  and  Unti),  58 

Vaccines 

iatrogenic  encephalopathies  [Iatrogenic  Disorders  of  Nervous 
System]  (Symposium),  1095 

iatrogenic  neuropathy  [Iatrogenic  Disorders  of  Nervous  System] 
(Symposium),  1107 

Vacuum  aspiration  curettage,  diagnostic;  evaluation  in  office 
practice,  373 
Vagina 

cancer  risks  from  estrogen  intake,  1069 
infibulation  in  the  horn  of  Africa,  729 
Vaginal  bleeding:  diagnostic  vacuum  aspiration  curettage; 

evaluation  in  office  practice,  373 
Value  of  Knee  Arthrography  in  Nonmeniscal  Damage  (Hermann, 
Alvarez,  and  Lavine),  916 

Valve  replacement,  aortic,  utilizing  Magovern-Cromie  prosthesis; 
late  follow-up,  34 

Vanishing  Internship;  Alternate  Solutions  for  Psychiatrists 
(Laury),  242 

Varices,  portal  hypertension,  and  ascites,  splenic  arteriovenous 
fistula  with,  987 

Varicose  veins,  sclerotherapy  of;  phlebographic  demonstration 
of  immediate  venous  spasm,  204 
Various  Pedaling  Frequencies  at  Equivalent  Power  Outputs;  Ef- 
fect on  Heart-Rate  Response  (Michielli  and  Stricevic),  744 
Vascular  disease,  iatrogenic,  and  nervous  system  [Iatrogenic 


Disorders  of  Nervous  System]  (Symposium),  1105 
Vasodilators:  treatment  of  complicated  hypertension  [Hyper- 
tension: Current  Concepts],  956 
Veins:  Mondor’s  disease;  with  carcinoma  of  breast,  120 
Veins,  varicose,  sclerotherapy  of;  phlebographic  demonstration 
of  immediate  venous  spasm,  204 
Vena  caval  thrombosis  in  utero,  hydrops  fetalis  with,  421 
Vena  cavography:  combined  cavography  and  intravenous  pye- 
lography; high  information  yield  in  minimally  invasive  tech- 
nique, 179 

Venereal  disease:  reported  gonorrhea;  trends  in  New  York  City, 
1970  to  1975,  1083 

Venous  spasm,  immediate,  phlebographic  demonstration  of; 

sclerotherapy  of  varicose  veins,  204 
Ventricular  compliance,  left,  and  pulmonary  artery  end-diastolic 
pressure,  344 

Ventricular  septal  defect  in  infants,  repair  of  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  232 
Vincristine,  adriamycin,  and  methotrexate,  combined;  in  ad- 
vanced, adult,  soft-tissue  sarcoma,  742 
Vincristine:  iatrogenic  neuropathy  [Iatrogenic  Disorders  of 

Nervous  System]  (Symposium),  1107 
Virulence,  low,  epidemic  of  unusually;  neonatal  septicemia  due 
to  Klebsiella  pneumoniae  type  60,  737 
Viscera:  laparoscopic  tubal  sterilization;  radiofrequency  burns, 
190 

Vulva,  diseases  of;  classification  and  incidence  of  877  patients  seen 
consecutively  in  vulva  clinic,  938 
Vulvar  lesions:  melanoma  of  female  genitalia;  historical  com- 

mentary [History  of  Medicine],  248 

Weal,  public,  on  oracles,  education,  and  the,  239 
Who  Ever  Heard  of  Doctor  Keats?  (Barton)  [Medical  Arts  and 
Letters],  244 

Widowhood,  widows  and,  357 
Widows  and  Widowhood  (Conroy),  357 
Wife,  sarcoidosis  in  husband  and,  1 18 

Woman  professor  of  medicine,  first  American;  Lydia  Folger 
Fowler,  M.D.  [History  of  Medicine],  1137 
Women,  married,  prevalence  among,  in  Albany,  New  York,  Health 
Region,  1974;  contraceptive  use,  933 
Women  physicians  in  the  Llnited  States,  early;  heirs  to  Trotula 
[History  of  Medicine],  1 142 

Yellow  fever:  David  D’Isaac  Nassy,  M.D.,  1748(?)  to  1806;  first 
Jewish  physician  in  Philadelphia — his  breach  with  Benjamin 
Rush,  M.D.  [History  of  Medicine],  807 

Zellweger’s  syndrome:  heritable  syndromes;  with  skeletal  ab- 

normalities and  congenital  heart  disease,  944 
Zinc  sulfate:  questions  and  answers  [Drug  Information),  86 
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NEW  YORK  CITY 

Institute  of  International  Medical  Education 

222  East  19th  Street 
July  6 

PROGRAM  IN  BIOMEDICAL  SCIENCES 
For  further  information  contact  Natale  Colosi,  Ph  D.,  Institute 
of  International  Medical  Education,  222  East  19th  Street,  New 
York  10003.  Tel:  212/677-4728. 


OUT-OF-STATE 
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GROUP  EXPERIENCE 
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COMPREHENSIVE  PSYCHIATRY:  REVIEW  & RECENT 
ADVANCES 
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CLINICAL  NEUROLOGY  FOR  PSYCHIATRISTS 
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CLINICAL  ASPECTS  OF  PSYCHIATRY 
FEE:  $550. — 15  Sessions 

For  further  information  contact  Benjamin  J.  Sadock,  M.D., 
Director,  Graduate  and  Continuing  Education  in  Psychiatry, 
New  York  Medical  College.  5th  Avenue  at  106th  Street,  New 
York  10029.  Tel:  212/860-7362. 


New  York  University 

Post-Graduate  Medical  School 
550  First  Avenue 
September  16-18 

CLINICAL  ANESTHESIA  TODAY  (CAT  III) 

under  the  direction  of  James  E.  Cottrell,  M.D.  and  Herman 

Turndorf,  M.D. 

This  course  is  designed  primarily  to  assist  clinical 
anesthesiologists  in  updating  or  improving  clinical  skills 
through  theoretical  and  practical  lectures  and 
demonstrations.  Group  workshops  will  be  presented  in 
obstetrics,  circulation  and  respiration — will  supplement  the 
plenary  sessions  for  greater  audience  participation. 

FEE:  $200.  CREDIT:  AMA 

$ 100.  Residents  Cat.  1 

For  information  contact  Registration  Department,  NYU  Post- 
Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/679-3200.  ext.  4038. 

September  29-October  1 

American  Cancer  Society 

The  Medical  Society  of  the  State  of  New  York  publishes  CME 


programs  free  of  charge.  Please  check  the  deadline  dates 
that  are  listed  on  the  previous  page. 

* Waldorf-Astoria  Hotel 

THE  LYMPHOMAS  AND  THE  LEUKEMIAS 

The  purpose  of  this  conference  is  to  improve  the  quality  of 

patient  care  by  bringing  to  the  general  medical  community 

the  most  authoritative  information  currently  available 

concerning  the  management  of  the  lymphomas  and  the 

leukemias. 

The  advances  in  the  treatment  of  these  diseases  within 
recent  years  and  the  consequent  improvement  in  mortality 
figures  when  optimum  therapy  is  given  will  be  presented  by 
experts  in  their  fields. 

NO  FEE  CREDIT:  AMA  Cat.  1 ( 1 5 V2  hrs.) 

Cat.  Il-D  AOA 

For  further  information  contact  Sidney  L.  Arje,  M.D., 

American  Cancer  Society-National  Cancer  Institute,  National 
Conference  on  the  Lymphomas  and  the  Leukemias,  777  Third 
Avenue,  New  York  10017. 


LONG  ISLAND  CITY 

Astoria  General  Hospital 

25-10  30th  Avenue 
Long  Island  City 

September  10,  9:00-1 1:00  a. m. 

CLINICAL  APPLICATIONS  OF  BLOOD  GAS  STUDIES 
September  17,  9:00-1 1:00  a. m. 

CLINICAL  APPLICATIONS  OF  BLOOD  GAS  STUDIES 
September  20,  8: 15- 10: 15  p.m. 

CHILDHOOD  EXANTHEMS 
Samuel  Weinberg,  M.D. 

September  27,  8: 15- 10: 15  p.m. 

DERMATOLOGICAL  DISEASES  IN  CHILDREN 
Samuel  Weinberg,  M.D. 

CREDIT:  AAFP — Credit  Pending 
For  further  information  on  above  listings  contact  Morton 
Kaplan,  M.D.,  Astoria  General  Hospital,  25-10  30th  Avenue, 
Long  Island  City  11102.  Tel:  212/932-1000. 


NASSAU  COUNTY 


St.  Francis  Hospital  Co-sponsored  by  the 
Association  for  Practioner  of  Infection  Control 

100  Port  Washington  Blvd. 

Roslyn 

September  15-16 

TEAM  APPROACH  FOR  INFECTION  CONTROL  AND 
PRACTICE  (PREVENTION  AND  TREATMENT) 

This  course  is  designed  for  professionals  involved  in  infection 
control. 

CREDIT:  12  hrs. 

For  further  information  contact  The  Dept,  of  Continuing 
Medical  Education,  St.  Francis  Hospital,  100  Port  Washington 
Blvd.,  Roslyn,  11576.  Tel:  516/627-6200,  ext.  1936. 


WESTCHESTER  COUNTY 


September  29-October  1 

The  Obstetrical  and  Gynecological  Society  of 
New  York  Medical  College 

Westchester  Campus 
Valhalla 

MEDICAL  AND  SURGICAL  PROBLEMS  IN  OBSTETRICS 
AND  GYNECOLOGY 
CREDIT:  AMA  Cat.  1 (16  hrs.) 

For  further  information  contact  Alexander  Sedlis,  M.D., 
Department  of  Ob/Gyn,  New  York  Medical  College,  1249 
Fifth  Avenue,  New  York  10029. 
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ALLERGIST 

AUBURN,  N Y.,  Cayuga  County  needs  an  Allergist.  Contact  Mr. 
Charles  D.  Hicks,  Director,  Physicians’  Procurement  Committee, 
157  Ross  Street,  Auburn  13021.  Tel:  315/253-3388. 

ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O'Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkwy.,  Buffalo,  14208. 
Tel:  716/886-4400,  ext.  447. 

CORNING,  N.Y.,  Steuben  County  needs  an  Anesthesiologist. 
Contact  Marvin  S.  Lee,  M.D.,  P.O.  Box  35,  Corning,  14830.  Tel: 
607/962-5051,  ext.  278. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Anesthesiologist 
and  Ob/Gyn  physician.  Contact  Jose  Galinso,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

POTSDAM,  N.Y.,  St.  Lawrence  County,  needs  an  Anesthesiologist. 
Contact  C.  Edward  Stevens,  Executive  Director,  Central  St. 
Lawrence  Health  Services,  50  Leroy  Street,  Potsdam,  13676. 
Tel:  315/265-3300. 

DERMATOLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Dermatologist.  For  further 
information  contact  Mr.  Charles  D.  Hicks,  Director,  Physicians’ 
Procurement  Committee,  157  Ross  Street,  Auburn  13021.  Tel: 
315/253-3388. 

EAST  AMHERST,  N.Y.,  Erie  County  needs  a dermatologist.  Contact 
Joseph  T.  Lucas,  M.D.,  6745  Transit  Road,  East  Amherst,  14051. 
Tel:  716/688-6766.  After  6 P.M.,  716/634-7332. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  Needs  a Dermatologist,  Pe- 
diatrician and  Neurologist.  Contact  Earle  Nicklas,  Earle  Nicklas, 
Incorporated,  Cooperstown,  13326.  Tel:  607/547-8303  or 
8962. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Group, 
Olean,  14760.  Tel:  716/372-0141. 

EMERGENCY  ROOM 

ALBANY,  N Y.,  Albany  County,  needs  an  Emergency  Room  Physi- 
cian and  Employee  Health  Service  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

NEW  HARTFORD,  N.Y.,  Oneida  County  needs  an  Emergency  Room 
physician.  Position  offers  excellent  benefits.  Contact  Irving 
Cramer,  M.D.,  St.  Luke's  Hospital  Center,  Box  479  Champlin  Rd., 
Utica,  13502. 

ENT 

BRONX,  N.Y.,  needs  a ENT,  Radiologist,  General  Surgeon;  Neuro- 
surgeon, Orthopedic  Surgeon,  Ophthalmologist,  Pediatrician, 
Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Misericordia 
Hospital  Medical  Center,  600  E. 233rd  Street,  Bronx  10466.  Tel: 
212/653-3000,  ext.  277. 

CEDARHURST,  N.Y.,  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Barrett 
Road,  Cedarhurst  1 1559.  Tel:  516/239-0880. 

MAHOPAC,  N.Y.,  Putnam  County,  50  miles  from  NYC,  needs  an 
ENT.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam  Profes- 
sional Park,  Mahopac,  10541.  Tel.  914/628-3474. 

FAMILY  PHYSICIAN 

ALBANY,  N Y.,  Albany  County,  needs  an  Employee  Health  Service 
Physician  and  an  Emergency  Room  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

ATHENS,  NY,  Greene  County  needs  a Family  Physician.  Contact 
Ms.  Emily  Dinkelacker,  Village  of  Athens. 

BEACON,  N.Y.,  Dutchess  County  needs  a Family  Physician.  Con- 
tact Harold  L.  Kaplan,  M.D.,  16  North  Elm  Street,  Beacon  12508. 
Tel:  518/831-2450. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center,  Bergen  14416  Tel:  716/494-1621. 


BRONX,  N.Y.,  needs  a General  Physician  to  work  mornings. 
Contact  Mr.  Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272 
Willis  Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CANTON,  N.Y.,  St.  Lawrence  County,  needs  a doctor  for  Student 
Health  Services.  Contact  Stuart  A.  Winning,  M.D.,  St.  Lawrence 
University,  Canton,  13617.  Tel:  1-315/379-5392. 

CATO.  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

COPAKE,  N.Y.,  Columbia  County  needs  a Family  Physician.  Con- 
tact Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Teh 
607/936-9971. 

CROWN  POINT,  N.Y.,  Essex  County  needs  a Family  Physician. 
Contact  Michele  C.  Moore,  M.D.,  Crown  Point,  12928.  Tel: 
518/597-3451. 

FREEPORT,  N.Y.,  Nassau  County  needs  a Family  Physician. 
Contact  Bernard  Ross,  M.D.,  121  South  Ocean  Avenue,  Free- 
port. 

HAMILTON,  N.Y.,  Madison  County  needs  a Family  Physician. 
Contact  Ms.  N.  Cara  Ackerman,  Director,  Mid-York  Family  Health 
Center,  150  Broad  Street,  Hamilton,  13346.  Tel:  315/824- 
0850. 

HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of  \Nebb  Health 
Center,  Old  Forge  13420.  Tel:  315/369-3464. 

HIGHLAND  FALLS,  N.Y.,  Orange  County,  needs  a Family  Physician. 
Contact  G.  R.  Carroll,  M.D.,  7 Satteylee  Rd.,4Highland  Falls, 
10928.  Tel:  914/446-4040. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

HORSEHEADS,  N.Y.,  Chemung  Co.,  needs  a Family  Physician  and 
Surgeon.  Contact  Horseheads  Medical  and  Surgical  Associates, 
P C.,  301  West  Broad  Street,  Horseheads,  14845.  Tel:  607/RE 
9-3644. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director, 
Family  Health  Center,  51  Glasgow  Avenue,  Jamestown 
14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street, 
Johnstown,  12095. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
George  F.  Einters,  M.D.,  143  Green  Street,  Kingston,  12401. 
Tel:  914/338-4034. 

LOCKPORT,  N.Y.,  Niagara  County  needs  several  Family  Physicians. 
Contact  N.  Donald  Peifer,  Lockport  Memorial  Hospital,  Lockport, 
14094.  Tel:  716/433-3831. 

MEDINA,  N.Y.,  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.,  needs  a part-time  Family  Physician  or  In- 
ternist for  a two  day  week.  Contact  George  Friedman,  M.D., 
415  Central  Park  W,  New  York,  10025.  Tel:  212/222- 

4763. 

OGDENSBURG,  N.Y.,  St.  Lawrence  County,  needs  a Family  Physi- 
cian. Contact  R.  Agarwal,  M.D.,  Health  Center,  Ogdensburg, 
13669  Tel:  315/393-4171. 

ONTARIO,  N.Y.,  Wayne  County,  needs  a Family  Physician  and  In- 
ternist. Contact  Norman  R.  Loomis,  M.D.,  59  Walworth  Rd., 
Ontario.  Tel:  315/LA  4-6331. 

PENN  YAN  N.Y.,  Yates  County  needs  a Family  Physician,  Ophthal- 
mologist and  Internist.  Contact  Daniel  J.  Clements,  1 13  Chapel 
Street,  Penn  Yan,  14527.  Tel:  315/536-3973  or  536-4431. 
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PHILMONT  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/754-6227  days, 
315/754-6663  evenings 

SALAMANCA.  N.Y.,  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

SODUS,  N.Y.,  Wayne  County,  needs  Family  Physicians  and  an  In- 
ternist. Contact  Mr.  Chuck  Pattison,  Adm.,  Wayne  County  Rural 
Comprehensive  Health  Program,  P.O.  Box  A,  Sodus,  14551 
Tel:  315/483-9133. 

TROY,  N.Y.,  Rensselaer  County,  needs  a General  Physician  with 
interest  in  alcoholism.  Contact  David  Kadish,  Assistant  Adm., 
Samaritan  Hospital,  2215  Burdett  Avenue,  Troy,  12180  Tel: 
518/274-3000,  ext.  201. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician 
Contact  Frances  Reagan,  Waddington  13694  Tel:  315/ 

388-4446  or  315/388-5908. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Alexander  Boroff,  M.D.,  474  Pennsylvania  Avenue,  Waverly, 
14892.  Tel:  607/565-8360. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WEBSTER.  N.Y.,  Monroe  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  12  miles  east  of  Roch- 
ester. Contact  Jason  O.  Cook,  M.D.,  193  West  Main  Street, 
Webster  14580 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hospital  of  William 
F.  & Gertrude  F.  Jones.  191  North  Main  Street,  Wellsville,  14895. 
Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.,  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Robert 
Arnold,  Willsboro,  12996. 

LOCUM  TENENS 

CROWN  POINT,  N.Y.,  needs  a Family  Physician  for  September  to 
December  1977.  Contact  Michele  C.  Moore,  M.D.,  Crown  Point, 
12928.  Tel.  518/597-3451. 

INTERNISTS 

BRONX,  N.Y.,  needs  an  Internist.  Contact  Benjamin  Dvosin,  Adm., 
Northern  City  Medical  Group  (H.I.P.),  115  Dreiser  Loop,  CO-OP 
City,  Bronx  10475. 

BRONX,  N.Y.,  needs  an  Internist  for  2 day  week.  Contact  Mr.  Ro- 
senfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

BUFFALO,  N.Y.,  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  interest  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine.  For 
further  information  contact  W.  H.  Stevenson,  Ass't  Director  of 
Personnel,  the  Buffalo  General  Hospital,  100  High  Street,  14203. 
Tel:  716/845-7490. 

DELHI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

FAR  ROCKAWAY,  N.Y.,  Queens  County  needs  an  Internist  with 
Gastroenterology  or  Pulmonary  Disease  subspecialty.  Contact 
Mrs.  Moore,  Seagirth  Health  Care  Service,  1731  Seagirth  Blvd., 
Far  Rockaway,  11691.  Tel:  212/471-5400. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Internist.  Psychiatrist, 
Pediatrician.  Contact  Mr.  Pegalis,  54  Main  Street,  Medical  Bldg., 
Hempstead,  11550.  Tel:  516/538-4531/4532. 

HERKIMER,  N.Y.,  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420.  Tel: 
315/369-2464. 

MAHOPAC,  N.Y.,  Putnam  County,  50  miles  from  NYC,  needs  a 
Cardiologist.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac,  10541.  Tel:  914/628-3474. 


MARGARETVILLE,  N Y.,  Delaware  County  needs  an  Internist  for  solo 
practice  in  Catskill  resort  area.  Furnished  office  is  available. 
For  further  information  contact  Margaretville  Memorial  Hospital 
Administrator  at  Tel:  914/586-2631  or  914/586-4807. 

MONTOUR  FALLS.  N.Y.,  Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J.  McDonald,  Adm.,  Schuyler 
Hospital,  Montour  Falls,  14865.  Tel:  607/535-7121. 

NEWARK,  NY,  Wayne  County  needs  an  Internist.  Contact  W.  L. 
Fredricksen,  Admin.,  Newark  Medical  Center,  Newark  14513. 
Tel:  315/331-3310. 

ONTARIO,  N.Y.,  Wayne  County,  needs  an  Internist  and  Family 
Physician.  Contact  Norman  R Loomis,  M.D.,  59  Walworth 
Rd  . Ontario.  Tel:  315/LA  4-6331. 

PENN  YAN,  N.Y.,  Yates  County  needs  an  Ophthalmologist,  Internist 
and  Family  Physician.  Contact  Daniel  J.  Clements,  1 13  Chapel 
Street,  Penn  Yan,  14527.  Tel:  315/536-3973  or  536-4431. 

SALAMANCA.  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SIDNEY,  N.Y  , Delaware  County  needs  an  Internist  with  a subspe- 
ciality in  Cardiology.  Contact  John  W.  Sands,  Adm.,  The  Hos- 
pital, Pearl  Street,  Sidney,  13838.  Tel:  607/563-9934. 

SODUS,  N.Y.,  Wayne  County,  needs  an  Internist  and  Family  Physi- 
cians. Contact  Mr.  Chuck  Pattison,  Adm.,  Wayne  County  Rural 
Comprehensive  Health  Program,  P.O.  Box  A,  Sodus,  14551. 
Tel:  315/483-9133. 

GENERAL  SURGEON 

BRONX,  N.Y.,  needs  a General  Surgeon,  Radiologist,  Neurosurgeon, 
Orthopedic  Surgeon,  Ophthalmologist,  ENT  physician,  Pedia- 
trician, Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Miseri- 
cordia  Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx 
10466.  Tel:  212/653-3000,  ext.  277. 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

HORSEHEADS,  N.Y.,  Chemung  Co.,  needs  a Surgeon  and  Family 
Physician.  Contact  Horseheads  Medical  and  Surgical  Asso- 
ciates, P C.,  301  West  Broad  Street,  Horseheads,  14845.  Tel: 
607/RE  9-3644. 

MASSENA.  N.Y.,  St.  Lawrence  County  needs  a General  Surgeon. 
Contact  George  Skomsky,  Adm.,  Massena  Memorial  Hospital, 
Massena,  13662.  Tel:  315/769-9991. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon, 
Family  Physician  and  an  Internist.  Contact  Ms.  B.  J.  Sommer- 
ville, Adm.,  Salamanca  District  Hospital,  150  Parkway  Drive, 
Salamanca  14779. 

ORTHOPEDIC  SURGEON 

BRONX.  N.Y.,  needs  an  Orthopedic  Surgeon,  Neurosurgeon,  Radi- 
ologist, General  Surgeon.  Ophthamologist,  ENT  physician.  Pe- 
diatrician, Pathologist  Contact  Mr.  Kenneth  F.  Adamec,  Mis- 
ericordia  Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx 
10466.  Tel:  212/653-3000,  ext.  277. 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon.  Contact  Andrew 
Schildhaus,  M.D.,  1650  Grand  Concourse,  Bronx,  10457.  Tel: 
212/299-2526. 

MASSENA.  N.Y.,  St.  Lawrence  County  needs  a Orthopedic  Surgeon, 
ENT,  Psychiatrist  and  General  Physician.  Contact  George 
Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena,  13662. 
Tel:  315/769-9991. 

MEDINA,  N.Y.,  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Director 
for  St.  Mary's  Hospital,  89  Genessee  Street,  Rochester, 
14611. 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Surgeon. 
Contact  A.  J.  Graziani,  M.D.,  St.  Mary's  Hospital,  89  Genesee 
Street,  Rochester,  14611. 

NEW  YORK  CITY,  N.Y.,  needs  an  Orthopedist  for  part-time  4-6 
hours  weekly.  Contact  F.  P.  Guidotti,  M.D..  Medical  Director, 
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Health  Center  Family  Medical  Office,  321  W.  44th  Street,  New 
York  10036.  Tel:  212/586-1550. 

NEUROSURGEON 

BRONX.  N.Y.,  needs  a Neurosurgeon,  Radiologist,  General  Surgeon, 
Orthopedic  Surgeon,  Ophthamologist,  ENT  physician,  Pediatri- 
cian, Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Misericordia 
Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx  10466.  Tel: 
212/653-3000,  ext.  277. 

NEUROLOGIST 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Neurologist,  Der- 
matologist, Pediatrician.  Contact  Earle  Nicklas,  Earle  Nicklas, 
Incorporated,  Cooperstown,  13326.  Tel:  607/547-8303  or 

8962. 

OBSTETRICIAN/GYNECOLOGIST 

BATAVIA,  N.Y.,  Genesee  County  needs  an  Ob/Gyn  physician. 
Contact  Louis  E.  Green,  Jr.,  M.D.  and  John  T.  Chua,  M.D.,  P.C., 
215  Summit  Street,  Batavia  14020.  Tel:  716/343-6076. 

GOWANDA,  N.Y.,  Cattaragus  County  needs  an  Ob/Gyn  physician 
and  an  Anesthesiologist.  Contact  Jose  Galindo,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Ob/Gyn  physician. 
Contact  Mr.  Pegalis,  54  Main  Street,  Medical  Building,  Hemp- 
stead 11550.  Tel:  516/538-4531/2. 

HORNELL,  N.Y.,  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  Contact  Gorden  Stenhouse,  M.D.,  Hornell  Medical 
Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.,  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

MONTOUR  FALLS,  N.Y.,  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  an  Ob/Gyn  physician.  Contact  Ms.  Anne 
Squire,  c/o  Storch,  44  Gramercy  Park  North,  New  York  10010. 
Tel:  212/254-0700. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

ROCKVILLE  CENTRE,  N.Y.,  Nassau  County  needs  an  Ob/Gyn  phy- 
sician. Contact  Dr.  Erwin  T.  Michaelson  or  Dr.  Donald  S.  Cohen, 
165  N.  Village  Ave.,  Rockville  Centre,  11570.  Tel:  516/ 

766-5851. 

STAMFORD,  N.Y.,  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr.  Stewart  Redman, 
Adm.,  Community  Hospital  Harper  Street,  Stamford  12167.  Tel: 
607/652-7521. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

BRONX,  N.Y.,  needs  a Radiologist,  General  Surgeon,  Neurosurgeon, 
Orthopedic  Surgeon,  Ophthalmologist,  ENT  physician.  Pedia- 
trician, Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Miseri- 
cordia Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx 
10466.  Tel:  212/653-3000,  ext  277. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Ophthalmologist. 
Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140 
Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext. 
261  04  262. 

PENN  YAN,  N.Y.,  Yates  County  needs  an  Internist,  Family  Physician 
and  Ophthalmologist.  Contact  Daniel  J.  Clements,  1 13  Chapel 
Street,  Penn  Yan  14527.  Tel:  315/536-3973  or  536-4431. 

PATHOLOGIST 

BRONX,  N.Y.,  needs  a Pathologist,  Radiologist,  General  Surgeon, 
Neurosurgeon,  Orthopedic  Surgeon,  Ophthalmologist,  ENT 
physician,  Pediatrician.  Contact  Mr.  Kenneth  F.  Adamec, 
Misericordia  Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx 
10466.  Tel:  212/653-3000,  ext.  277. 


PEDIATRICIAN 

BRONX,  N.Y.,  needs  a Pediatrician  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Am.,  South  Bronx  Health  Services,  272  Willis  Ave- 
nue, Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.,  needs  a Pediatrician,  Radiologist,  General  Surgeon, 
Neurosurgeon,  Orthopedic  Surgeon,  Ophthalmologist,  ENT 
physician,  Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Mis- 
ericordia Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx 
10466.  Tel:  212/653-3000,  ext.  277. 

BROOKLYN,  N.Y.,  Kings  County  needs  a Pediatrician.  Contact  Dr. 
Veronica  Santilli,  7000  Bay  Parkway,  Brooklyn.  Tel:  212/ 
331-8400. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Pediatrician,  Der- 
matologist and  Neurologist.  Contact  Earle  Nicklas,  Earle 
Nicklas,  Incorporated,  Cooperstown,  13326.  Tel:  607/547- 
8303  or  8962. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Pediatrician.  Con- 
tact Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext  261  or 
262. 

MIDDLETOWN,  N.Y.,  Orange  County  needs  a Pediatrician.  Contact 
David  Zylberman,  M.D.,  10  Benton  Avenue,  Middletown, 
10940. 

MONTOUR  FALLS,  N.Y.,  Schuyler  County  needs  an  Ob/Gyn. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  41865.  Tel:  607/535-7121. 

PSYCHIATRIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Psychiatrist.  Contact 
Gerald  M.  Blum,  M.D.,  Chief  Psychiatry  Clinic,  Jewish  Hospital 
and  Medical  Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn, 
11238.  Tel:  212/240-1701. 

CORTLAND,  N.Y.,  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph  D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph  D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street.  Norwich,  13815.  Tel:  607/335- 

4632. 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County,  needs  a Radiologist.  Contact  Dr. 
Bernard  Suster,  Chief,  Radiology  Service,  Brooklyn  Veterans 
Administration,  800  Poly  Place,  Brooklyn,  11209.  Tel: 
212/836-6600,  ext.  341/342. 

UTICA,  N.Y.,  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  including 
special  procedures,  ultrasound  and  nuclear  medicine.  Contact 
B.  H.  Johnson,  M.D.,  Dept,  of  Radiology,  St.  Luke’s  Memorial 
Hospital  Center,  Box  479,  Utica  15303. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Chief  Radiologist.  Call 
collect  C.  F.  Lelio,  716/796-2233  ext.  44. 

UROLOGIST 

WARSAW,  N.Y.,  Wyoming  County  needs  a Urologist.  Contact  W. 
H.  Hanson,  M.D.,  Wyoming  County  Community  Hospital,  400 
North  Main  St.,  Warsaw  14569.  Tel:  716-796-2233. 


Physicians  who  wish  to  apply  to  the  MSSNY's  Physicians  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York.  Physicians'  Placement  Bureau.  420 
Lakeville  Road,  Lake  Success,  N Y 11040.  or  Tel  516/488- 
6100  ext  241 

FOR  APPLICATION  FORM 
SEE  FOLLOWING  PAGE 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name _Date 

Address 

(Zip  code  number) 

Dace  of  Birth Place  of  Birth 

Citizenship  Status 

Medical  School 

Internship 

Hospitals Dates 

Res  ldency  

Hosp  ita  Is Petes __ 

Specia  lty_ 

Licensed  in  what  States? 

Applied  for  

American  Board  Certificates  held? 

Eligible Certified 

Do  you  have  a New  York  State  License? Date  of  Certificate  

Military  Status  __ 

Professional  Organization  Memberships ___ 

Arc  you  in  practice  at  present? What  type  of  practice  are  you  Interested  in? 

Solo Associate Industrial Group Institutional 

Other 

Dote  you  will  be  available  for  practice Former  locations  in  which  you  have 

or  a c t i ced  

(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 


(Telephone  Number) 


.Marital  Status 
Year  Graduated 


June  1977/New  York  State  Journal  of  Medicine  1229 

WGO-7 


INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty?_ New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available?^ 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No  If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone:  (516)  488-6100. 
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Scientific  Articles 

Human  Peripheral  Blood  T and  B Lymphocytes 
Han  and  Dadey 

Is  Lactic  Acidosis  “Spontaneous”? 

Fulop  and  Hoberman 
Coronary  Artery  Bypass  Surgery 

Cameron,  Kemp,  Shimomura,  Santilli,  Green,  and  Hutchinson 
Aortic  Valve  Replacement  Utilizing  Magovern-Cromie  Prosthesis 
Rees,  Subramanian,  Hols  wade,  and  Li I lehei 
Pancreatography 

Smulewicz,  Tafreshi,  Epstein,  and  Pi  I lari 
Huntington's  Disease  (Chorea)  in  New  York  State 
Korenyi  and  Whittier 
Prostaglandin  F2  alpha-  Hypertonic  Saline,  and  Oxytocin  in  Midtrimester 
Abortion 

Adachi,  Wilson,  and  Herzig 
Parasitic  Infections  in  New  York  City 

Imperatu,  Shookhoff,  Marr,  Friedman,  and  Hwa 
Utilization  of  Hospital  Resources  by  Community  Health  Programs 
Gururaj,  Russo,  Johnson,  and  Unti 

Special  Articles 

Principles  of  Medicine 
Matz 

Cost  of  Urine  Cultures  at  Municipal  Teaching  Hospital 
Rosenthal  and  Freundlich 

Family  Medicine  Residency  Program  in  Semirural  Setting 
Jonas,  Cox,  and  Lamont 
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For  lungs  that  need 
all  the  help  you  can  give  them 
in  chronic  bronchitis /emphysema 
Bronkotabs 

ephedrine/theophylline/glyceryl  guaiacolate/phenobarbital 


Potent  bronchodilation  and  rapid  reduction  of  bronchial 
edema  open  constricted  airways  for  easier  breathing. 

Efficient  expectorant  action  thins  and  loosens  tenacious 
mucus  to  facilitate  its  removal. 

Gentle  sedation  produces  mild  calming  action. 


Helpful  addition  to  an  aggressive  management  program 

BRONKOTABS 

Each  tablet  contains  ephedrine  sulfate  24  mg.  glyceryl  guaiacolate  100  mg, 
theophylline  100  mg,  phenobarbital  8 mg  (warning  may  be  habit-forming) 

PRECAUTIONS  With  Bronkotabs  therapy  sympathomimetic  side  effects  are 
minimal  However,  freguent  or  prolonged  use  may  cause  nervousness,  rest- 
lessness, or  sleeplessness  Bronkotabs  should  be  used  with  caution  in  the 
presence  of  hypertension,  heart  disease,  or  hyperthyroidism  Drowsiness  may 
occur  Ephedrine  may  cause  urinary  retention,  especially  in  the  presence  of 
partial  obstruction,  as  in  piostatism 

RECOMMENDED  DOSAGE:  One  tablet  every  3 or  4 hours,  not  to  exceed  five 
times  daily  Children  over  6 one  half  adult  dose 
SUPPLIED  Bottles  of  100  and  1000  scored  tablets 
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For  the  most  common  forms  of  insomnia 

■ Awake  too  long  ■ Awake  too  often 

■ Awake  too  early 

Dalmane 

(flurazepamHCI)  (3 

Objectively  proved  in  the  sleep  research  laboratory, 

Dalmane 


□ induces  sleep  within 
17  minutes,  on  average 

□ reduces  nighttime 
awakenings 

Before  prescribing  Dalmane  (flurazepam 
HC1).  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings  and/ 
or  earls  morning  aw  akening:  in  patients 
with  recurring  insomnia  or  poor  sleeping 
habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Since  insomnia 
is  often  transient  and  intermittent,  pro- 
longed administration  is  generally  not  neces- 
sary or  recommended. 

Contraindications:  Known  hypersensitivity 
to  flurazepam  HC1. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazard- 
ous occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving). 
Usage  in  Pregnancy:  Several  studies 
of  minor  tranquilizers  (chlordiaze- 
poxide,  diazepam,  and  meprobamate) 
suggest  increased  risk  of  congenital 
malformations  during  the  first  trimes- 
ter of  pregnancy.  Dalmane  (flurazepam 
HC1),  a benzodiazepine,  has  not  been 
studied  adequately  to  determine 
whether  it  may  be  associated  with  such 
an  increased  risk.  Because  use  of  these 
drugs  is  rarely  a matter  of  urgency, 
their  use  during  this  period  should 
almost  always  be  avoided.  Consider 
possibility'  of  pregnancy  w hen  institut- 
ing therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do 
become  pregnant. 

Not  recommended  for  use  in  persons  under 
15  years  of  age.  Though  physical  and  psy- 
chological dependence  have  not  been 
reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone 
individuals  or  those  who  might  increase 
dosage. 


□ provides  7 to  8 hours  of 
sleep,  on  average,  without 
repeating  dosage 


Precautions:  In  elderly  and  debilitated,  limit 
initial  dosage  to  15  mg  to  preclude  overseda- 
tion, dizziness  and/or  ataxia.  Consider 
potential  additive  effects  with  other  hypnot- 
ics or  CNS  depressants.  Employ  usual  pre- 
cautions in  patients  who  are  severely 
depressed,  or  with  latent  depression  or  sui- 
cidal tendencies.  Periodic  blood  counts  and 
liver  and  kidney  function  tests  are  advised 
during  repeated  therapy.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  leth- 
argy, disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  head- 
ache, heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia, 
sweating,  flushes,  difficulty'  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness,  hal- 
lucinations, paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 
and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins  and  alkaline  phosphatase. 

Dosage:  Individualize  for  maximum  benefi- 
cial effect.  Adults:  30  mg  usual  dosage;  15 
mg  may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30 
mg  flurazepam  HC1. 


REFERENCES: 

1.  Insomnia  said  to  be  often  overtreated 
with  ineffective  medication.  Fam  Prac 
News  4 (20):  37,  Oct  15,  1974 

2.  Sleep:  it’s  not  a time  of  rest.  Patient  Care 
4 (17):  28-55,  Oct  15,  1970 

3 Karacan  I,  Williams  RL,  Smith  JR:  The 
sleep  laboratory'  in  the  investigation  of 
sleep  and  sleep  disturbances.  Scientific 
exhibit  at  the  124th  annual  meeting  of  the 
American  Psychiatric  Association, 
Washington  DC,  May  3-7,  1971 

4.  Dement  WC:  Data  on  file,  Medical 
Department,  Hoffmann-La  Roche  Inc., 
Nutley  NJ 

5.  Vogel  GW:  Data  on  file,  Medical 
Department,  Hoffmann-La  Roche  Inc., 
Nutley  NJ 

6.  Frost  JD  Jr:  A system  for  automatically 
analyzing  sleep.  Scientific  exhibit  at  the 
24th  annual  Clinical  Convention  of  the 
American  Medical  Association,  Boston, 
Nov  29-Dec  2,  1970;  and  at  the  42nd  annual 
scientific  meeting  of  the  Aerospace  Medical 
Association,  Houston,  Apr  26-29,  1971 
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~:  A common  complaint  from 
elderly  insomnia  patients 

Awake  too 
early 


Sleep  research  laboratory  profile  ' hewing  ea/'.v  morning  awakem  g 


K.  ur s 


6 


7 


Av/i  ke 


REM 


Stage  1 


Stage  2 


Stage  3 


Stage  4 


Increased  total  sleep  time 

Fany  morning  awakening  occurs  in  about 
14%  of  the  general  population ' predominantly 
among  pt  tienS  over  50.2 For  common 
insomnit  requiring  sieep  medication 
Dalmane  (flurazepam  HC1)  increases  total 
sleep  time,  reduces  nighttime  awakenings 
and  induces  sleep  rapidly.1"6  Also,  it  is 
effective  night  after  night.1 

Patients  tolerate  Dalman<-  well,  seldom 
experiencing  morning  "hang-over.  The  usual 
adult  dose  is  30  mg  h.s.,  though  15  mg  may 
suffice.  For  the  eidei  ly  and  debilitated, 
initiate  treatment  with  15  mg  to  preclude 
oversedation,  dizziness  or  ataxia  Before 
prescribing  piease  weigh  potential  benefits 
against  possible  risks. 


For  the  most  common 
forms  of  insomnia 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 1 5 mg  may  suffice  in  some  patients). 

One  15- nig  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 

Objectively  proved  in  the  sleep 
research  laboratory: 

□ 7 to  8 hours  of  sleep,  on  average,  without 
repeating  dosage 

□ fewer  nighttime  awakenings 

□ sleep  within  17  minutes,  on  average 


Please  see  reverse  side  for  summary  of  product  information. 
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For  lungs  that  need 
all  the  help  you  can  give  them 
in  the  treatment  of 
chronic  bronchitis/emphysema 

Bronkotabs 

ephedrine/theophylline/guaifenesin  (glyceryl  guaiacolate) /phenobarbital 


Potent  bronchodilation  and  rapid  reduction  of  bronchial  edema. 

Efficient  expectorant  action  thins  and  loosens  tenacious 
mucus  to  facilitate  its  removal. 

Gentle  sedation  produces  mild  calming  action. 


To  prevent  or  relieve  symptoms  in  asthma,  chronic  bronchitis,  emphysema 

BRONKOTABS 

Each  tablet  contains  ephedrine  sulfate  24  mg;  guaifenesin  (glyceryl 
guaiacolate)  100  mg;  theophylline  100  mg;  phenobarbital  8 mg  (warning: 
may  be  habit-forming). 

PRECAUTIONS:  With  Bronkotabs  therapy,  sympathomimetic  side  effects 
are  minimal.  However,  frequent  or  prolonged  use  may  cause  nervous- 
ness. restlessness,  or  sleeplessness  Bronkotabs  should  be  used  with 
caution  in  the  presence  of  hypertension,  heart  disease,  or  hyper- 
thyroidism. Drowsiness  may  occur.  Ephedrine  may  cause  urinary  reten- 
tion, especially  in  the  presence  of  partial  obstruction,  as  in  prostatism. 
RECOMMENDED  DOSAGE  One  tablet  every  3 or  4 hours,  not  to  exceed 
five  times  daily.  Children  over  6:  one  half  adult  dose 
SUPPLIED  Bottles  of  100  and  1000  scored  tablets. 
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Montauk  Point  Offers  Unique  Life  Style 
for  Physician  in  Family  Practice 

Through  retirement,  this  famed,  growing  fishing  and 
boating  community  on  the  eastern  tip  of 
Long  Island  has  lost  its  practicing  physician. 

To  attract  his  replacement,  the  community 
has  purchased  a building  and  has 

refurbished  it  as  a clinic.  The  building  is 
mortgage-free  and  the  incoming  physician  will  have 
the  opportunity  of  free  rent  while 
establishing  himself  and  the  ultimate 
purchase  of  the  clinic  from  the  town. 

For  a physician,  Montauk  has  a dual  personality.  In 
the  summer  months  it  is  a bustling  resort 
town  while  in  the  Winter  the  population 
tapers  off  to  four  thousand  residents. 


Montauk  offers  to  a physician  a unique  life  style 
with  an  important  role  in  a prosperous 

community.  A Family  Physician  would  find  this 
a rewarding  opportunity.  If  you  are  that  person, 
write  for  further  details  to  United  Medical 
Group,  c/o  William  J.  Carew,  Esq., 

Vice  President,  Box  836,  Montauk,  N.Y.  1 1954. 


MECHANISMS  AND 
MANIFESTATIONS 


Tension  headache  results  from  sustained 
contraction  of  head,  neck,  and  shoulder  muscles. 
Chemical  changes  in  subsurface  tissues  and 
ischemia  from  constriction  of  scalp  muscle 
arteries  are  contributory  factors.  Clinically, 
there  are  no  prodromes,-  the  pain  is  usually 
bilateral  and  generally  at  the  back  of  the  neck 
and  head,  in  the  frontal  region,  or  covers  the 
head  like  a cap.  Examination  may  reveal 
local  tenderness,  sustained  muscle 
contraction,  or  pressure-sensitive  nodules. 


TABLETS  or  CAPSULES  containing:  Sandoptal®  (butalbital)  (Warning:  May  be  habit  forming) 

50  mg;  aspirin,  U.S.P.,  200  mg;  phenacetin,  130  mg;  caffeine,  U.S.P.,  40  mg. 

HELPS  StiLAH  THE  PATIENT  AS  IT  RELIEVES  THE  PAIN 


Contraindications:  Hypersensitivity  to  aspirin,  phenacetin,  caffeine, 
or  barbiturates;  porphyria. 

Warnings:  Drug  Dependency— Prolonged  use  of  barbiturates  can  pro- 
duce drug  dependence,  characterized  by  psychic  dependence,  and 
less  frequently,  physical  dependence  and  tolerance.  The  abuse  lia- 
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need  to  be  reduced. 

Use  in  Pregnancy— Although  there  is  no  positive  evidence  of  adverse 
effects  on  the  fetus,  the  possibility  of  infrequent  or  subtle  damage 
to  the  human  fetus  cannot  be  excluded;  use  in  pregnant  women  only 
when  clearly  needed. 


Nursing  Mothers— Salicylates  and  barbiturates  are  excreted  in  breast 
milk;  serum  levels  in  infants  of  nursing  mothers  receiving  thera- 
peutic doses  are  believed  to  be  insignificant. 

Precautions:  Salicylates  should  be  used  with  extreme  caution  in 
presence  of  peptic  ulcer  or  coagulation  abnormalities.  Phenacetin 
has  been  reported  damaging  to  kidneys  when  taken  in  large  amounts 
for  a long  time  and  should  be  used  with  caution  in  patients  with 
renal  disease. 

Pediatric  Use- Safety  and  effectiveness  in  children  below  age  12 
have  not  been  established. 

Adverse  Reactions:  Most  frequently,  drowsiness  and  dizziness;  less 
frequently,  lightheadedness  and  gastrointestinal  disturbances  in- 
cluding nausea,  vomiting,  and  flatulence. 

Dosage  and  Administration:  One  or  two  tablets  or  capsules 
every  four  hours.  Total  daily  dose  should  not  exceed  six 
tablets  or  capsules. 

Before  prescribing,  see  package  insert  for  full  product 
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Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
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though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
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product  from  another  by  provid- 
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moves  through  the  patients  body. 
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vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
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Tartrazine 

To  the  Editor:  Many  people  who  are  allergic  to  aspirin 
also  are  allergic  to  tartrazine — especially  those  over  40  with 
the  symptom  complex  of  nasal  polyps  and  asthma.  Recent 
evidence  suggests  that  aspirin  sensitivity  with  or  without 
nasal  polyps  may  he  present  in  children  and  adults  with 
intrinsic  asthma.  In  fact,  some  severe  asthmatics  may  be 
sensitive  to  aspirin  without  realizing  it. 

It  has  been  estimated  that  25  to  80  percent  of  those  in- 
dividuals allergic  to  aspirin  are  also  allergic  to  tartrazine 
(yellow  dye  FD&C  #5),  which  is  present  in  some  foods,  and 
is  also  present  in  some  drugs.  Many  patients,  as  well  as 
physicians,  are  not  aware  of  this. 

One  such  example  is  the  pain  reliever,  (acetaminophen) 
(Tylenol)  which  has  been  used  as  a substitute  for  those 
sensitive  to  aspirin — as  it  contains  no  aspirin,  nor  any 
tartrazine.  However,  the  medication  CoTylenol  does 
contain  tartrazine.  I was  made  well  aware  of  this  fact  be- 
cause of  a patient  of  mine  who  was  referred  to  me  for  an- 
gio-dema  and  urticaria. 

History  revealed  that  aspirin  had  been  taken  just  prior 
to  the  onset  of  the  urticaria  and  the  angioneurotic  edema. 
Elimination  of  the  aspirin  resulted  in  the  elimination  of 
symptoms.  He  was  given  a list  of  drugs  containing  aspirin 
to  avoid  and  also  a list  of  drugs  and  foods  containing  tar- 
trazine. He  was  told  he  could  use  acetaminophen. 

The  patient  returned  last  week  with  severe  angioneurotic 
edema  and  urticaria.  He  had  not  taken  any  aspirin,  but 
he  had  taken  CoTylenol.  On  the  list  of  drugs  I had  given 
him — this  was  not  mentioned.  The  company  which 
manufactures  CoTylenol  did  not  give  a list  of  their  drugs 
which  contained  tartrazine.  A new  list  has  just  come  out 
which  does  list  the  drugs  containing  tartrazine — CoTylenol 
is  one  of  these  drugs.  Tartrazine  was  not  listed  on  the  label 
of  the  CoTylenol  as  one  of  the  ingredients. 

This  could  cause  very  severe  reactions  to  someone 
allergic  to  tartrazine.  The  similarity  of  names,  Tylenol  and 
CoTylenol  is  very  confusing  and  could  be  dangerous. 

More  on  insect  bites 

May  I remind  you  that  at  this  time  I am  convinced  that 
lives  now  needlessly  lost  due  to  severe  systemic  reactions 
to  insect  stings  could  be  saved.  How?  By  a greater 
awareness  of  the  possibility  of  such  fatal  reactions  plus 
knowledge  of  the  existence  of  an  insect  sting  kit.  The  kit 
is  an  emergency  first  aid  measure  to  stave  off  anaphylaxis. 
Because  of  my  convictions  I am  presently  collecting  and 
correlating  data  on  the  incidence  of  such  fatalities;  I 
am  especially  interested  in  time  lapse  between  sting 
and  death  although  information  concerning  the  following 
would  be  helpful:  (1)  time  sequence  of  symptoms;  (2) 
previous  reactions  to  insect  stings;  (3)  medication  on  hand 
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We  can’t  afford  to 
lose  our  wetlands. 


or  years,  marsh- 
es, swamps  and 
bogs  have  been 
drained  and  filled 
for  farmlands 
and  manmade 
“improvements.” 
But  we  need  our 
ands.  They’re 
natural  fish  farms 
and  homes  for  small 
mals  and  birds.  They 
provide  a buffer  from 
floods  and  storms. 
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,•  wetlands  have 
already  been  destroyed. 
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Department  103,  1412  16th  Street, 
NW,  Washington,  DC  20036. 
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Russo,  R.  M.,  Laude,  T.  A.,  Sheth,  K.  A.,  Howell,  A. 
C.,  Benjamin,  E.  C.,  Gururaj,  V.  J.,  and  Rajkumar,  S. 

V.:  Cardiopulmonary  resuscitation;  assessing  emergency 
department  staff  performance,  New  York  State  J.  Med. 
77: 1247  (July)  1977. 

The  study  was  conducted  to  assess  the  ability  of  a pe- 
diatric emergency  department  staff  to  perform  cardio- 
pulmonary resuscitation  (CPR).  After  an  intensive  re- 
fresher course,  45  pediatricians  and  19  pediatric  nurses, 
assigned  to  the  emergency  response  team  (ERT),  were 
tested.  An  alarm  alerted  the  team  to  report  to  the  emer- 
gency treatment  room  where  they  were  instructed  to  re- 
suscitate a manikin.  Team  members’  response  and  ability 
to  perform  CPR  was  evaluated.  The  major  performance 
deficiencies  centered  on  the  inability  of  the  team  captain 
to  provide  capable  leadership.  Role  assignment,  ordering 
appropriate  medications  in  correct  dosage,  and  the  use  of 
monitoring  equipment  were  the  skills  performed  most 
poorly. 

Zoneraich,  S.,  Zoneraich,  O.,  Rhee,  J.  J.,  Liao,  C.,  and 
Patel,  M.  M.:  Electrocardiographic  findings  in  diabetic 
patients  without  clinical  evidence  of  heart  involvement; 
echocardiographic  correlations.New  York  State  J.  Med. 
77: 1254  (July)  1977. 

Twelve  lead  conventional  electrocardiograms  (EKG) 
were  evaluated  in  89  normotensive  ambulatory  clinic  dia- 
betic subjects  ranging  in  age  from  15  to  81  years  (mean 
51.8).  There  were  47  males  and  42  females.  None  of  the 
patients  had  had  cardiorespiratory  symptoms  at  any  time 
or  any  clinical  or  x-ray  film  evidence  of  cardiac  abnor- 
mality. None  had  evidence  of  other  systemic  diseases  that 
might  potentially  affect  the  heart.  One  hundred  normal 
subjects  who  had  had  no  history  of  diabetes  themselves  or 
in  their  families,  matched  for  age  and  sex,  served  as  a 
control  group.  The  size  of  the  LA  (left  atrium)  was  eval- 
uated in  22  diabetics  with  P-wave  abnormalities  by  echo- 
cardiography (Echo)  using  SKI  echograph  and  VR6  re- 
corder. LA  size  was  calculated  by  averaging  five  echo- 
graphic  cycles.  The  ratio  LA/aortic  root  dimension  was 
also  obtained.  Twenty  normal  individuals  served  as  a 
control  group  for  the  Echo  study.  ECG  was  abnormal  in 
45  (50.5  percent)  diabetics  and  normal  is  44.  Twenty-two 
patients  (25  percent)  had  P-wave  abnormalities — duration 
of  more  than  120  msec,  with  dome  shape  (14),  flat  (2), 
peaked  (3),  bifid  (2),  and  normal  shape  (1),  left  ventricular 
hypertrophy  pattern  in  5 (6  percent),  myocardial  infarction 
pattern  in  6 (7  percent),  ST-T  changes  in  24  (27  percent), 
conduction  disturbances  in  2 (2.2  percent),  premature 
atrial  contractions  in  2 (2.2  percent),  and  premature  ven- 
tricular contractions  in  5 (6  percent).  In  the  control  group, 
there  were  P-wave  abnormalities  in  2 (2  percent),  ST-T 
abnormalities  in  8 (8  percent)  and  left  anterior  hemiblock 
in  2 (2  percent).  Echocardiogram  showed  LA/aortic  ratio 
above  1.17  in  three  patients.  There  were  no  statistically 
echographic  differences  of  this  ratio  or  atrial  size  between 
the  diabetic  group  and  the  control  group. 


DiPoala,  J.  A.:  Prognosis  of  pneumonia;  Sputum  culture 
and  Gram  stain,  New  York  State  J.  Med.  77: 1259  (July) 
1977. 

The  hospital  records  of  65  patients  with  acute  pneu- 
monia were  reviewed.  Sputum  culture  results  were  cor- 
related with  Gram  stain  findings,  age,  prognosis,  and  an- 
tibiotic therapy.  Streptococcus  pneumoniae  was  the  most 
common  bacterial  pathogen  recovered  and  the  mortality 
rate  was  27  percent  in  this  group.  The  Gram  stain  may  be 
of  value  in  identifying  those  patients  in  advance  of  the 
culture  report.  Fifty-five  percent  of  patients  who  had 
cultures  positive  for  Gram-negative  organisms  died.  All 
8 patients  with  Hemophilus  influenzae  grown  from  their 
sputum  survived.  In  addition,  the  accuracy  of  the  Gram 
stain  in  predicting  culture  results  was  assessed  in  a separate 
study.  The  Gram  stain  was  an  unreliable  indicator  of 
culture  results  except  for  Streptococcus  pneumoniae 
where  the  smear  was  predictive  for  48  and  64  percent  of 
Gram-negative  species. 

Lokich,  J.  J.,  and  Skarin,  A.  T.:  Undifferentiated 
small-cell  (oat-cell)  carcinoma  of  the  lung;  prospects  for 
long-term  survival,  New  York  State  J.  Med.  77:  1263 
(July)  1977. 

Oat-cell  carcinoma  comprises  10  percent  of  all  primary 
bronchogenic  tumors  and  is  characterized  by  early  dis- 
semination, short  survival,  unique  sites  of  metastasis,  a 
high  proliferative  thrust,  and  an  exquisite  responsiveness 
to  radiotherapy  and  chemotherapy.  Previous  therapeutic 
trials  have  evaluated  surgery  and  radiotherapy  with  no 
major  impact  on  survival.  A new  orientation  toward  sys- 
temic therapy  with  combination  chemotherapy  has  led  to 
major  palliation  and  prolonged  survival  with  a five-drug 
regimen.  In  a series  of  25  consecutive  patients,  responses 
were  observed  in  80  percent  of  patients,  and  more  than  half 
were  complete  responses.  Median  survival  has  not  been 
reached  at  ten  months.  Central  nervous  system  relapse, 
a common  site  in  previous  series,  has  not  been  observed  to 
date,  and  it  is  proposed  that  the  nitrosourea  and  SMD 
(supra  maximal  dose)  methotrexate  may  be  effectively 
controlling  this  site  of  disease  because  of  the  unique  ca- 
pability of  CNS  transit  for  both  drugs. 

Pinals,  R.  S.,  Runge,  L.  A.,  Jabbs,  J.  M.,  and  Maddi,  V. 

I.:  New  nonsteroidal  anti-inflammatory  drugs;  prospec- 
tive survey  of  relative  merits,  New  York  State  J.  Med.  77: 
1268  (July)  1977. 

All  patients  treated  for  rheumatic  diseases  with  na- 
proxen (Naprosyn),  tolmetin  (Tolectin),  fenoprofen 
(Nalfon),  and  ibuprofen  (Motrin)  by  three  rheumatologists 
in  a clinical  practice  setting  were  monitored  for  adverse 
effects  and  for  efficacy,  based  on  the  physician’s  subjective 
evaluation.  In  one  therapeutic  course  out  of  five,  the  drugs 
were  discontinued  for  adverse  effects.  In  rheumatoid  ar- 
thritis one  third  of  the  cases  treated  with  tolmetin  and 
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at  time  of  sting;  (4)  type  of  medication;  (5)  type  of  insect; 
(6)  number  of  stings;  and  (7)  estimation  as  to  whether  or 
not  a physician  or  hospital  emergency  room  could  have 
been  reached  in  time  to  avoid  a fatal  Outcome. 

CLAUDE  A FRAZIER,  M.D. 

Doctors  Park,  Bldg.  4 
Asheville.  N.C.  28801 


Professional  misconduct 

To  the  Editor:  My  attention  was  attracted  by  an  item 
in  the  May  15  issue  of  “News  of  New  York”  which  discusses 
a bill  introduced  into  this  session  of  the  State  legislature. 
This  bill  would  require  physicians  to  report  any  profes- 
sional misconduct  on  the  part  of  another  physician  which 
came  to  their  attention.  The  reporting  physician  would 
be  immune  from  civil  suit  but  failure  to  report  would  itself 
constitute  professional  misconduct. 

Although  I have  been  out  of  private  practice  for  a long 
time  and  am  now  located  “quite  a piece  down  the  road” 
from  New  York  I am  still  a life  member  of  the  MSSNY  and 
its  interests  lie  close  to  my  heart.  This  bill  I consider  to 
be  nothing  less  than  a stroke  of  genius.  It  is  such  a fabu- 
lous idea,  in  fact,  that  I urge  the  MSSNY  to  press  for  its 
extension  to  cover  all  professions,  for  example,  teachers, 
architects,  accountants,  engineers,  morticians,  beauticians, 
lawyers,  and  politicians — especially  the  last  two. 

To  assure  absence  of  favoritism  and  to  guarantee  even 
steven  treatment  of  all  professionals  I would  also  demand 
that  we  do  not  follow  in  such  cases  the  current  judicial 
system  of  having  lawyers  (in  the  guise  of  judges)  make  all 
the  decisions  affecting  everybody.  What  I recommend  is 
that  charges  against  a physician  be  heard,  for  example,  by 
a panel  of  beauticians;  charges  against  an  architect  by  a 
panel  of  morticians;  so  forth;  and  so  forth;  and  finally  that 
charges  against  a lawyer  and/or  politician  be  heard  by  a 
panel  of  physicians. 

All  this  would  assure  fair  and  honest  treatment  all 
around  and  guarantee  a true  and  honest  administration  of 
justice. 

With  this  amendment  added  to  the  measure  the  MSSNY 
should  urge  its  enactment. 

LYON  STEINE,  M.D. 

1585  Bainbridge  Lane 
Roswell,  Georgia  30075 
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fenoprofen  were  terminated  most  frequently  with  gas- 
trointestinal symptoms.  This  was  significantly  greater 
than  with  naproxen  and  ibuprofen.  One  half  of  the  pa- 
tients improved  symptomatically.  Tolmetin  had  the 
highest  rating  for  efficacy,  particularly  for  degenerative 
joint  disease,  however  this  was  not  significantly  superior 
to  the  other  drugs. 
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Editorial 


Medicine’s  alphabetic  maze,  the  Federal  Trade  Commission  and 
“conflict  of  interest” 


The  AMA,  AHA,  AAMC,  CMSS,  and  the  ABMS 
are  the  parent  organizations  of  the  CCME  which 
establishes  policy  for  the  LCME,  LCGME,  and 


LCCME.  It  would  be  safe  to  guess  that  less  than  5 
percent  of  our  colleagues  know  the  names  of  the  or- 
ganizations represented  by  the  above,  and  even  a 


FIGURE  1.  Parent  organizations  of  Coordinating  Council  on  Medical  Education  which  establishes  policy  for  the  LCME,  LCGME, 
and  LCCME. 
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smaller  number  know  their  functions  (Fig.  1).  Un- 
fortunately, medicine’s  attempt  at  self-regulation, 
while  maintaining  high  standards,  has  led  to  the  birth 
and  growth  of  a new  bureaucracy.  The  five  parent 
organizations  are  large  in  influence  and  represent  a 
great  number  of  physicians.  Each  appoints  repre- 
sentatives to  the  Coordinating  Council  on  Medical 
Education  as  well  as  the  three  Liaison  Committees. 
The  names  tell  a little  about  the  jurisdiction  of  the 
groups,  and  the  acronyms  are  evils  we  are  forced  to 
endure,  but  please  don’t  get  discouraged.  Hopefully 
the  remainder  of  this  article  will  help  clarify  their 
relationships. 

Abraham  Flexner  inadvertently  started  it  all  in  the 
early  part  of  the  century.  His  report  set  off  a series 
of  needed  reforms  in  medical  education  which  ulti- 
mately resulted  in  the  sophisticated  accrediting 
system  we  have  today.  Ironically  that  very  system 
which  has  produced  the  best  medical  training  pro- 
grams in  the  world  is  being  threatened,  not  by  outside 
forces,  but  by  our  own  government. 

Although  much  too  brief  and  incomplete  the  fol- 
lowing will  give  you  some  idea  of  the  jurisdiction  of 
these  important  organizations: 

The  Association  of  American  Medical  Colleges 
(AAMC)  represents  the  medical  schools,  and  its  con- 
stituency is  made  up  of  students,  professors,  deans, 
university  hospitals,  VA  institutions,  and  most  affili- 
ates. In  numbers  this  conglomerate  exceeds  100,000 
individuals  and  institutions. 

The  American  Hospital  Association  (AHA)  repre- 
sents over  7,000  hospitals. 

The  Council  of  Medical  Specialty  Societies  (CMSS) 
is  an  independent  group  with  proportional  representa- 
tion from  the  specialty  societies  whose  membership  is 
about  190,000. 

The  American  Board  of  Medical  Specialties 
(ABMS)  is  composed  of  all  those  specialties  with  certi- 
fying boards  and  are  the  watchdogs  of  our  standards  of 
specialized  medical  care. 

The  American  Medical  Association’s  (AMA)  mem- 
bership exceeds  172,000  and  is  well  known  to  all. 

The  sibling,  the  Coordinating  Council  on  Medical 
Education  (CCME)  with  the  Liaison  Committee  on 
Medical  Education  (LCME),  accredits  and  monitors 
undergraduate  medical  education.  They  are  con- 
cerned with  all  our  medical  school  activities  from  ad- 
missions to  the  granting  of  the  degree  and  include  cur- 
ricula, faculty,  and  facilities. 

With  the  Liaison  Committee  on  Graduate  Medical 
Education  (LCGME)  and  the  Residency  Review  Com- 
mittees (RRC),  the  Coordinating  Council  on  Medical 
Education  checks,  regulates,  and  accredits  all  post- 
graduate training  programs. 

The  Liaison  Committee  on  Continuing  Medical  Ed- 
ucation (LCCME)  is  new  and  beginning  in  July,  1977, 


will  accredit,  monitor,  approve  or  disapprove  all  con- 
tinuing medical  education  programs  in  the  United 
States. 

The  tremendous  amount  of  work  done  by  these 
committees,  except  for  relatively  few  staff  personnel, 
is  performed  by  volunteer  physicians.  They  are 
reimbursed  only  for  expenses  and  nothing  else.  As 
a matter  of  fact,  the  parent  organizations  actually 
foot  the  bill  and  the  funds  come  from  dues  paid  by 
you  to  your  specialty  society,  county,  state,  and  na- 
tional associations. 

In  spite  of  this  great  sacrifice  in  time  and  effort,  as 
well  as  the  tremendous  contribution  in  brain  power, 
and  the  demonstrated  beneficial  effect  on  the 
training  of  physicians,  the  Federal  Trade  Commis- 
sion is  threatening  these  organizations  on  the 
grounds  that  self-monitoring  and  self-regulation  is 
“conflict  of  interest.”  The  five  parents,  as  well  as 
Flexner,  have  been  accused  of  monopolistic  practices 
and  of  restricting  the  output  of  physicians,  particu- 
larly those  rendering  primary  care.  In  essence,  we 
are  being  told  by  some  governmental  agencies  that 
we  must  police  ourselves;  continue  to  educate  phy- 
sicians for  a lifetime  and  regulate  our  activities  more 
strictly  and,  yet,  another  governmental  agency,  the 
Federal  Trade  Commission,  claims  that  by  doing  this 
we  are  in  “conflict  of  interest.” 

One  wonders  what  would  happen  if  we  stepped 
aside  and  let  the  government  regulate  us.  Can  you 
imagine  the  chaos  it  would  create?  Can  lay  people 
assess  the  performance  of  physicians?  Can  they 
regulate  and  monitor  our  medical  schools,  post- 
graduate training  programs,  and  continuing  medical 
education  courses?  Who  would  be  given  the  task? 
Can  we  trust  bureaucrats  more  than  physicians? 
Every  poll  taken  during  the  last  ten  years  disputes 
that.  Why  must  we  change  the  players  on  a winning 
team?  Our  patients  receive  the  best  medical  care  in 
the  world.  Suggestions  for  improvement  are  wel- 
come, but  why  destroy  the  entire  health  care  system! 
If  the  overregulating  regulatory  agencies  had  their 
way,  then  Flexner  was  wrong,  and  we  should  revert 
to  the  pre-Flexner  era  and  produce  physicians  by 
simply  requiring  two  years  of  high  school  and  a year 
or  two  of  preceptorship.  One  wonders  how  many  of 
our  critics  would  allow  such  a “physician”  to  come 
into  his  home  to  care  for  his  loved  ones.  Apparently 
our  government,  when  referring  to  physicians,  would 
change  “God  helps  those  who  help  themselves”  to 
“God!  don’t  let  them  help  themselves.” 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 
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TABLETS:  250  mg,  500  mg,  and  125  mg 


ALDOMET(meihyldor(\imsd) 


helps  lower  blood  pressure  effectively... 
usually  with  no  direct  effect  on 
cardiac  function- cardiac  output 
is  usually  maintained 

ALDOMET  is  contraindicated  in  active  hepatic  disease,  hypersensitivity  to  the  drug,  and  if 
previous  methyldopa  therapy  has  been  associated  with  liver  disorders. 

It  is  important  to  recognize  that  a positive  Coombs  test,  nemolytic  anemia  and  liver  disorders 
may  occur  with  methyldopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  or  I iver  disorders 
could  lead  to  potentially  fatal  compl  ications  unless  properly  recognized  and  managed.  For  more 
details  see  the  brief  summary  of  prescribing  information. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 
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in  hypertension 


ALDOMET 

(METHYLDOFAI MSD) 


helps  lower 
blood  pressure 
effectively... 
usually  with  no 
direct  effect  on 
cardiac  function- 
cardiac  output  is 
usually  maintained 


Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis;  if  previous 
methyldopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity 
Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyldopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20%  of 
patients  develop  a positive  direct  Coombs  test, 
usually  between  6 and  12  months  of  therapy  Lowest 
incidence  is  at  daily  dosage  of  1 g or  less.  This  on 
rare  occasions  may  be  associated  with  hemolytic 
anemia,  which  could  lead  to  potentially  fatal  com- 
plications. One  cannot  predict  which  patients  with  a 
positive  direct  Coombs  test  may  develop  hemolytic 
anemia.  Prior  existence  or  development  of  a positive 
direct  Coombs  test  is  not  in  itself  a contraindication 
to  use  of  methyldopa  If  a positive  Coombs  test 
develops  during  methyldopa  therapy,  determine 
whether  hemolytic  anemia  exists  and  whether  the 
positive  Coombs  test  may  be  a problem  For  exam- 
ple, in  addition  to  a positive  direct  Coombs  test 
there  is  less  often  a positive  indirect  Coombs  test 
which  may  interfere  with  cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable  to 
do  a blood  count  (hematocrit,  hemoglobin,  or  red 
cell  count)  for  a baseline  or  to  establish  whether 
there  is  anemia.  Periodic  blood  counts  should  be 
done  during  therapy  to  detect  hemolytic  anemia.  It 
may  be  useful  to  do  a direct  Coombs  test  before 
therapy  and  at  6 and  12  months  after  the  start  of 
therapy.  If  Coombs-positive  hemolytic  anemia  oc- 
curs, the  cause  may  be  methyldopa  and  the  drug 
should  be  discontinued  Usually  the  anemia  remits 
promptly  If  not,  corticosteroids  may  be  given  and 
other  causes  of  anemia  should  be  considered  If  the 
hemolytic  anemia  is  related  to  methyldopa,  the  drug 
should  not  be  reinstituted  When  methyldopa  causes 
Coombs  positivity  alone  or  with  hemolytic  anemia, 
the  red  cell  is  usually  coated  with  gamma  globulin  of 
the  IgG  (gamma  G)  class  only  The  positive  Coombs 
test  may  not  revert  to  normal  until  weeks  to  months 
after  methyldopa  is  stopped 
Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive  A positive  direct 
Coombs  test  alone  will  not  interfere  with  typing  or 


cross  matching  If  the  indirect  Coombs  test  is  also 
positive,  problems  may  arise  in  the  major  cross 
match  and  the  assistance  of  a hematologist  or 
transfusion  expert  will  be  needed 
Fever  has  occurred  within  first  3 weeks  of  therapy, 
sometimes  with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SGOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to 
3 months  of  therapy.  In  some  patients  the  findings 
are  consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
dene  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or 
jaundice  appear,  stop  therapy  with  methyldopa.  If 
caused  by  methyldopa,  the  temperature  and  abnor- 
malities in  liver  function  characteristically  have 
reverted  to  normal  when  the  drug  was  discontinued. 
Methyldopa  should  not  be  reinstituted  in  such  pa- 
tients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur. 
Patients  should  be  followed  carefully  to  detect  side 
reactions  or  unusual  manifestations  of  drug  idio- 
syncrasy. 

Use  in  Pregnancy  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  requires  that  antici- 
pated benefits  be  weighed  against  possible  risks; 
possibility  of  fetal  injury  can  not  be  excluded. 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings).  May  interfere  with 
measurement  of  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported 
This  will  interfere  with  the  diagnosis  of  pheochro- 
mocytoma.  It  is  important  to  recognize  this 
phenomenon  before  a patient  with  a possible  pheo- 
chromocytoma  is  subjected  to  surgery  Methyldopa 
is  not  recommended  for  patients  with  pheochromo- 
cytoma  Urine  exposed  to  air  after  voiding  may 
darken  because  of  breakdown  of  methyldopa  or  its 
metabolites. 


Stop  drug'if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascu- 
lar disease.  Patients  may  require  reduced  doses  of 
anesthetics;  hypotension  occurring  during  anes- 
thesia usually  can  be  controlled  with  vasopressors. 
Hypertension  has  recurred  after  dialysis  in  patients 
on  methyldopa  because  the  drug  is  removed  by  this 
procedure. 

Adverse  Reactions:  Central  nervous  system: 
Sedation,  headache,  asthenia  or  weakness,  usually 
early  and  transient;  dizziness,  lightheadedness, 
symptoms  of  cerebrovascular  insufficiency, 
paresthesias,  parkinsonism,  Bell's  palsy,  decreased 
mental  acuity,  involuntary  choreoathetotic  move- 
ments; psychic  disturbances,  including  nightmares 
and  reversible  mild  psychoses  or  depression. 
Cardiovascular:  Bradycardia,  aggravation  of  angina 
pectoris.  Orthostatic  hypotension  (decrease  daily 
dosage)  Edema  (and  weight  gain)  usually  relieved 
by  use  of  a diuretic.  (Discontinue  methyldopa  if 
edema  progresses  or  signs  of  heart  failure  appear.) 
Gastrointestinal:  Nausea,  vomiting,  distention,  con- 
stipation, flatus,  diarrhea,  mild  dryness  of  mouth,  sore 
or  "black”  tongue,  pancreatitis,  sialadenitis. 

Hepatic:  Abnormal  liver  function  tests,  jaundice, 
liver  disorders. 

Hematologic:  Positive  Coombs  test,  hemolytic 
anemia  Leukopenia,  granulocytopenia,  throm- 
bocytopenia. 

Allergic:  Drug-related  fever,  myocarditis. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarge- 
ment, gynecomastia,  lactation,  impotence,  decreased 
libido,  dermatologic  reactions  including  eczema  and 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 

Note:  Initial  adult  dosage  should  be  limited  to 
500  mg  daily  when  given  with  antihypertensives 
other  than  thiazides.  Tolerance  may  occur,  usually 
between  second  and  third  month  of  therapy;  in- 
creased dosage  or  adding  a thiazide  frequently 
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For  more  detailed  information,  consult  your  MSO 
representative  or  see  full  prescribing  informa- 
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The  study  was  conducted  to  assess  the  ability  of  a 
pediatric  emergency  department  staff  to  perform 
cardiopulmonary  resuscitation  (CPR).  After  an 
intensive  refresher  course,  45  pediatricians  and  19 
pediatric  nurses,  assigned  to  the  emergency  response 
team  (ERT),  were  tested.  An  alarm  alerted  the  team 
to  report  to  the  emergency  treatment  room  where 
they  were  instructed  to  resuscitate  a manikin.  Team 
members'  response  and  ability  to  perform  CPR  was 
evaluated.  The  major  performance  deficiencies 
centered  on  the  inability  of  the  team  captain  to  pro- 
vide capable  leadership.  Role  assignment,  ordering 
appropriate  medications  in  correct  dosage,  and  the 
use  of  monitoring  equipment  were  the  skills  per- 
formed most  poorly. 
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Pediatricians  and  nurses  employed  in  a pediatric 
emergency  department  can  reasonably  expect  to  be 
called  on  to  resuscitate  children  with  cardiac  ar- 
rest. 

In  high-volume  emergency  services,  approximately 
1.3  percent  of  pediatric  patients  will  be  found  to  have 
serious  or  potentially  serious  illness.1  It  would  seem 
desirable  to  assess  the  degree  of  competence  with 
which  resuscitation  is  performed  to  identify  defi- 
ciencies and  correct  them.2  An  unusual  opportunity 
to  measure  the  abilities  of  a large  number  of  emer- 
gency department  pediatricians  and  nurses  from 
widely  varied  training  backgrounds  existed  at  Kings 
County  Hospital  Center.  Because  of  the  size  of  the 
staff,  an  appropriate  inference  about  the  general 
preparedness  of  a staff  of  pediatricians  and  nurses 
to  care  for  a child  in  need  of  emergency  resuscitation 
may  be  drawn.1 

The  primary  purpose  of  conducting  the  study 
therefore,  was,  to  measure  the  skill  with  which  a wide 
sampling  of  board-qualified  pediatricians  and  am- 
bulatory staff  nurses  perform  CPR  (cardiopulmonary 
resuscitation). 

Methods 

The  pediatric  ambulatory  service  of  Kings  County 
Hospital  Center  provided  a convenient  study  site. 
The  study  group  consisted  of  a large  number  of 


board-qualified  and  certified  pediatricians  in  a 
high-volume  emergency  and  walk-in  setting  (aver- 
aging 460  walk-in  patients  daily).  Attending  pedi- 
atricians have,  for  the  most  part,  completed  their 
residency  training  within  a one-  to  five-year  period 
and  have  been  trained  in  a wide  variety  of  hospital 
centers  in  the  northeast  and  midwest  areas  of  the 
United  States.  All  study  participants  had  received 
prior  training  in  CPR  technique  and  had  participated 
in  actual  attempts  at  CPR  during  their  internships 
and  residencies.  Many  of  the  physicians  had  been 
trained  in  the  intubation  model  outlined  by  Jennings, 
Alden,  and  Brenz1  in  which  anesthetized  kittens  were 
used. 

In  addition  a large  group  of  registered  nurses 
(RNs),  the  majority  with  several  years  of  duty  in  the 
pediatric  ambulatory  department,  and  pediatric 
residents  were  also  available  for  evaluation. 

One  of  the  senior  attendings,  certified  as  a New 
York  Heart  Association  instructor  (T.A.L.),  con- 
ducted a detailed,  two-parf  refresher  course  for  all 
attending  physicians,  house  staff,  and  registered 
nurses  in  the  outpatient  department  prior  to  and  at 
several  intervals  during  the  study  period.  The 
purpose  of  this  was  to  orient  all  physicians  to  the 
principles  of  CPR  and  to  demonstrate  the  emergency 
equipment  actually  available  for  use  in  the  outpatient 
department.  Each  of  the  study  participants  at- 
tended at  least  one  of  these  three-hour  intensive 
courses.  The  course  material  included  all  the  points 
to  be  tested  by  a scoring  instrument  developed  for  the 
purpose. 

Two  senior  attendings  (R.M.R.  and  T.A.L.),  an 
ambulatory  pediatric  fellow  (K.A.S.),  and  two  reg- 
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TABLE  I.  Captain’s  duties  and  percent  of  drills 
in  which  a passing  score  was  recorded 


Duties 

Drills  with 
Passing 
Scores 
(Percent) 

Phase  1 

Assign  roles 

40 

Initiate  major  tasks:  blood-pressure  cuff, 
suction,  cut-down,  electrocardiogram 

84 

Activate  electrocardiogram  monitor  and 
use  “Quik  Look”  and  electrocardio- 
gram paddles 

Know  to:  turn  machine  on,  find  paddles, 
adjust  QRS  height  on  scope  and  stand- 
ardize machine,  select  lead  II,  put  on 
paddles  button 

40 

Order  correct  medications:  aqua  epi- 
nephrine, 0.1  to  0.2  ml.  intravenously, 
sodium  bicarbonate,  15  ml.  every  8 min- 
utes 
Phase  2 

20 

Told  patient  has  not  responded  to  previous 
measures  after  8 minutes.  (Expected  to 
repeat  aqueous  epinephrine  and  sodium 
bicarbonate) 

32 

Told  patient  has  prolonged  P-R  interval  and 
tall,  tented  P waves.  (Expected  to  order 
glucose  and  insulin,  10  ml.,  and/or  cal- 
cium gluconate,  500  mg.) 

68 

Told  patient  has  now  begun  to  have  ventric- 
ular fibrillation.  Turns  defibrillator  switch 
on.  (Expected  to  select  dose  and  charge 
machine,  20  watt  seconds) 

40 

Asked  to  take  an  electrocardiogram  record- 
ing. (Expected  to  turn  on  manual  switch, 
center,  and  calibrate  machine.) 

48 

istered  nurses  responsible  for  nursing  education  in 
the  outpatient  department  formed  the  evaluation 
group.  In  concert  they  formulated  a three-part 
scoring  instrument  based  on  New  York  Heart  Asso- 
ciation standards  for  CPR.4,5  The  scoring  instru- 
ment consisted  of  a three-part  composite  perfor- 
mance scale  measuring  the  skills  of  the  following 
members  of  the  ERT  (emergency  response  team): 
the  director  of  team  activities  (captain),  the  resus- 
citators,  and  the  nurses.* 

Three  pediatricians  and  three  nurses  were  assigned 
daily  to  an  ERT.  The  assignments  were  rotated  so 
that  a large  percentage  of  the  physician  and  nursing 
staff  part  icipated. 

An  alarm  system  was  utilized  without  prior 
warning  to  alert  the  ERT.  On  arriving  at  t he  emer- 
gency treatment  room,  team  members  found  a sim- 
ulated patient  (Resusci-Baby)  on  a stretcher  and 
were  instructed  to  proceed  with  CPR  as  they  would 
for  a real  patient.  Resusci-Baby  is  a life-like  model 
baby  designed  for  training  in  mouth-to-mouth  re- 
suscitation and  cardiac  compression.  Inflation  of  the 
lungs  is  possible  only  when  the  manikin’s  head  is  fully 
hyper-extended  and  a tight  seal  maintained  during 
mouth-to-mouth  ventilation.  The  investigators 

* Copies  of  t he  scoring  instrument  are  available  on  request  from 
the  senior  author. 


TABLE  II.  Resuscitator’s  duties  and  percent  of  drills 
in  which  passing  scores  were  recorded 


Duties 

Drills  with 
Passing 
Scores 
(Percent) 

Phase  1 

Clear  airway  and  suction  patient 
Ventilation 

68 

Ventilate  correctly  with  mouth-to-mouth 
or  ambu  bag 

72 

Initiate  ventilation  early  (<30  seconds  of 
arrival ) 

92 

Hyperextend  neck 

88 

Use  correct  rate  (20  to  30  times  per  min- 
ute) 

Compression 

80 

Place  patient  on  hard  surface 

84 

Use  midsternum  for  compression 

92 

Compress  at  rate  of  TOO  times  per  minute 
Phase  2 

72 

Instructed  to  prepare  for  intubation.  (Ex- 
pected to  find  intubation  material,  put 
laryngoscope  together,  and  select  right 
endotracheal  tube). 

92 

recorded  the  arrival  time  of  ERT  members  and  in- 
formed them  that  a 5-Kg.,  two-month-old  infant  had 
just  arrived  in  cardiopulmonary  arrest.  This  infor- 
mation was  selected  to  allow  ERT  members  to  choose 
resuscitation  techniques  and  medications  appro- 
priate to  a child  of  the  same  approximate  size  as  the 
Resusci-Baby.  No  other  information  was  given  them 
during  the  drill. 

Physicians  and  nurses  reporting  to  the  emergency 
treatment  room  on  hearing  the  alarm  who  were  not 
assigned  to  the  ERT  on  the  day  of  the  drill  were  ex- 
cused unless  the  absence  of  a regularly  scheduled 
ERT  member  necessitated  their  staying  to  help. 
The  first  physician  to  reach  the  treatment  room  au- 
tomatically became  the  team  captain.  The  other  two 
physicians  performed  cardiac  massage  and  pulmo- 
nary ventilation.  One  of  three  specific  roles  was 
assigned  to  the  nurses  prior  to  the  drill:  circulator, 
medicator,  or  recorder. 

The  team’s  response  and  ability  to  organize  and 
conduct  CPR  were  evaluated  by  three  investigators 
(two  pediatricians  and  a nurse)  and  recorded  on  a 
standardized  score  sheet.  All  skills  were  given  only 
one  of  two  possible  grades:  pass  or  fail. 

The  team  captain,  whose  role  was  defined  during 
the  refresher  course,  was  tested  separately  from  the 
physicians  performing  ventilation  and  massage 
(Tables  I and  II).  Each  of  the  three  nurses  was 
judged  according  to  her  assigned  role  (Table  III). 

After  the  initial  efforts  at  CPR  were  scored  (phase 
1 ),  the  team  was  given  specific  problems  to  deal  with, 
that  is,  hyperkalemia,  ventricular  fibrillation,  intu- 
bation, and  so  forth  (phase  2),  (Tables  I and  II). 

At  t he  end  of  each  drill,  the  evaluators  discussed 
the  performance  with  the  ERT,  pointing  out  defi- 
ciencies and  seeking  their  causes.  Surprise  drills  of 
this  kind  were  held  approximately  once  a month  from 
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TABLE  III.  Nursing  duties  and  percent  of  drills 
in  which  passing  score  was  recorded 


Duties 

Drills  with 
Passing 
Scores 
(Percent) 

Circulator 

Provide  necessary  equipment 

Chest  board 

20 

Intravenous  equipment 

84 

Suction  machine 

80 

Electrocardiogram 

56 

Oxygen 

64 

Cut-down  tray 

16 

Laryngoscope 

64 

Intubation  tube 

68 

Medicator 

Provide  necessary  medicine 

Epinephrine 

68 

Bicarbonate 

72 

Glucose  and  insulin 

68 

Recorder 

Provide  records 

72 

Record  appropriate  data  (medications, 

28 

procedures  on  CPR  flow  sheet) 
General  performance 

Anticipate  needs 

45 

Respond  quickly  to  verbal  orders 

77 

Assist  resuscitation 

50 

* Based  on  2 2 drills;  information  not  recorded  in  3 drills. 


February,  1974,  to  February,  1976. 

Ali  results  were  analyzed  for  compliance  to 
American  Heart  Association  standards  of  clinical 
competence  in  CPR  as  set  forth  by  the  scoring  in- 
strument. 

Results 

Over  a two-year  period,  45  physicians  and  19 
nurses  participated  in  the  25  drills  held.  The  qual- 
ifications of  physicians  and  nurses  who  participated 
in  the  study  are  shown  in  Table  IV. 

The  average  number  of  years  that  the  29  attending 
pediatricians  participating  in  the  study  had  spent  in 
training  was  4.2.  This  included  internship,  resi- 
dency, and  fellowship  training;  most  had  finished 
training  only  recently.  The  average  number  of  years 
since  the  completion  of  residency  training  was  3.5. 
They  were  trained  in  pediatrics  in  18  different 
medical  centers.  Fifteen  of  the  29  physicians  had 
completed  pediatric  training  at  a university  hospital 
center  and  13  others  at  a university-affiliated  hos- 
pital. 

The  average  number  of  years  since  graduation  was 
3.6  for  nurses.  Their  average  number  of  years  of 
pediatric  emergency  department  experience  was  also 
3.6. 

Eleven  of  the  45  physicians  participated  in  more 
than  one  drill,  2 as  often  as  nine  times. 

Team  response 

ERT  members  reaching  the  treatment  room  within 
one  minute  were  considered  to  have  responded  ac- 


TABLE  IV.  Professional 

qualifications 

Number 

Number 
of  Drills 

of 

Partici- 

Titles 

Individuals 

pated  In 

Board-qualified  pediatricians 

19 

33 

Board-certified  pediatricians 

10 

14 

Pediatric  resident  (PGY 1 )* 

11 

11 

Pediatric  resident  (PGY3) 

4 

5 

Family  practice  resident  (PGYl) 

1 

1 

Registered  nurses 

19 

70 

*PGY  = Postgraduate  year. 


ceptably.  There  was  no  instance  in  which  at  least 
one  assigned  physician  and  one  assigned  nurse  failed 
to  arrive  within  one  minute  of  sounding  the  alarm. 
Late  responses  were  recorded  in  18  instances,  26 
percent,  for  physicians,  and  in  12  instances,  16  per- 
cent, for  nurses.  The  full  complement  of  three  ERT 
physicians  failed  to  respond  11  times;  this  occurred 
5 times  for  nurses.  There  were  various  reasons  for 
complete  failure  to  arrive  ranging  from  meal  and 
rest-room  breaks  to  simply  not  hearing  the  alarm. 
Nurses  frequently  were  required  to  leave  the  imme- 
diate area  to  accompany  sick  patients  to  the  wards 
or  the  x-rav  department. 

Resuscitation.  Captain’s  performance.  Nineteen 
physicians  performed  the  captain’s  role.  Three  were 
members  of  the  house  staff;  the  remainder  were  attending 
pediatricians.  Table  I expresses  the  times  in  percent  that 
team  captains  received  a passing  grade.  Captains  were 
best  at  initiating  the  major  tasks  listed  in  Table  I.  Only 
20  percent  of  the  time  were  basic  medications  ordered  in 
correct  dosage.  More  than  half  the  time,  deficiencies  in 
assigning  roles  and  in  using  the  monitoring  equipment  were 
noted. 

In  the  second  phase  of  the  drill,  the  majority  of  captains 
correctly  diagnosed  and  managed  hyperkalemia,  but  were 
again  notably  poor  at  ordering  appropriate  medications. 
Less  than  half  demonstrated  sufficient  ability  to  defibril- 
late  a patient  and  to  use  the  electrocardiograph. 

Resuscitator’s  performance  In  general,  resuscitators 
performed  adequately  (Table  II).  Least  adequate  test 
scores  were  achieved  in  clearing  the  airway  (not  attempted 
in  32  percent  of  the  drills)  and  in  ventilating  correctly  with 
mouth-to-mouth  or  ambu-bag  techniques.  Improper 
cardiac  compression  rates,  usually  too  slow,  were  also  fre- 
quent mistakes. 

Nursing  performance.  Circulating  nurses  were  woefully 
inadequate  in  obtaining  certain  equipment,  such  as  a chest 
board  and  cut-down  tray,  and  recording  nurses  performed 
poorly  in  listing  the  type  and  amount  of  medications  or- 
dered and  the  kind  of  procedures  performed  (Table  III). 
On  the  other  hand,  considerably  better  scores  were 
achieved  by  circulators  in  obtaining  intravenous  tubing  and 
solutions,  the  suction  machine,  oxygen,  and  the  laryngos- 
cope. Medicators  performed  adequately  for  the  most 
part. 

The  drill  evaluators  gave  a good  grade  to  nurses,  in 
general,  for  response  to  verbal  orders,  but  a rather  poor 
grade  for  anticipating  tean  needs  and  in  actively  assisting 
the  resuscitative  effort.  Frequently,  nurses  were  found  to 
await  physicians’  orders  passively. 

Improvement.  Although  not  the  primary  purpose  of 
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TABLE  V.  Passing  scores  compared  for 
study  year  one  and  study  year  two  (percent) 

I Passing  Scores ' 

Study  Study 

Performers  Year  One  Year  Two 


Captain 


Phase  1 

38 

46 

Phase  2 
Resuscitator 

41 

63 

Phase  1 

72 

93 

Phase  2 

91 

100 

Circulator 

64 

70 

Medicator 

69 

86 

Recorder 

38 

50 

General  nursing 
performance 

31 

86 

the  study,  it  is  interesting  to  assess  the  improvement  in  the 
quality  of  team  performance  over  the  two-year  study  pe- 
riod. Since  14  of  the  19  nurses  and  11  of  the  45  physicians 
did  participate  in  more  than  one  drill,  some  assessment  is 
possible.  The  percent  of  passing  grades  showed  a definite 
increase  in  the  second  year  of  the  study  when  many  staff 
members  had  the  opportunity  to  participate  in  more  than 
one  drill.  Table  V shows  the  difference  in  percent  of 
passing  scores  between  study  year  one  and  study  year  two. 
The  captain’s  performance  improved  considerably  as  did 
the  general  performance  of  the  nurses.  All  other  perfor- 
mance parameters  showed  some  degree  of  improvement 
as  well.  There  was  no  indication  of  a decline  in  perfor- 
mance quality  during  the  second  year. 

Comment 

The  major  performance  deficiency  noted  was  the 
ERT  captain’s  inability  to  organize  and  efficiently 
direct  the  team’s  efforts  at  resuscitation.  It  seems 
clear  that  the  captain  must  have  more  leadership 
ability,  experience,  and  familiarity  with  CPR  tech- 
niques than  can  be  expected  from  an  average  emer- 
gency-room pediatrician.  This  appears  to  be  the 
case  despite  the  three-hour  CPR  refresher  sessions 
conducted  for  study  participants.  The  very  poor 
scores  achieved  in  ordering  appropriate  medications 
in  correct  dosage  probably  reflect  a general  lack  of 
practice  and  simple  forgetfulness.  Similarly,  the 
inefficient  use  of  cardiac  monitoring  equipment  (in 
this  case,  a Life  Pak  911  Model  S)  can  be  attributed 
to  the  same  causes. 

Physicians  were  far  better  prepared  for  the  actual 
performance  of  cardiac  compression,  mouth-to- 
mouth  or  ambu-bag  resuscitation,  intubation,  and 
the  other  skills  necessary  for  establishing  adequate 
perfusion  and  ventilation.  A contributing  reason  for 
the  low  score,  68  percent,  achieved  in  clearing  the 
airway  and  in  suctioning  the  patient  was  felt  to  be 
due  to  the  use  of  a manikin.  In  discussing  the  results 
of  the  drill  with  ERT  members,  the  opinion  was  fre- 
quently expressed  that  a “real”  patient  would  have 
stimulated  a better  response;  this  same  reason  was 
commonly  given  by  team  nurses  for  their  low  scores 
in  assisting  with  resuscitation.  In  addition,  most 
nurses  and  physicians  expressed  a degree  of  role 


confusion  when  the  team  captain  performed  poorly. 
The  realization  that  no  actual  life  was  at  stake  and 
that  the  captain  was  in  reality  undergoing  a form  of 
testing  may  have  served  to  inhibit  the  initiative  of 
other  team  members.  Thus  a degree  of  passivity 
may  have  been  engendered  by  the  artificiality  of  the 
testing  situation  that  may  not  be  present  in  the  re- 
suscitation of  an  actual  child.  This  also  appeared  to 
be  the  explanation  for  the  general  failure  of  nurses 
to  take  out  the  cut-down  tray.  The  possibility  that 
results  may  be  materially  different  in  instances  in 
which  a real  child  is  resuscitated  should  be  explored 
further. 

On  the  other  hand,  the  low  score  in  obtaining  a 
chest  board  to  provide  rigid  support  during  cardiac 
compression  was  due  to  the  physician’s  use  of  manual 
circumthoracic  compression  obviating  the  need  for 
the  board.  Lack  of  familiarity  with  the  flow  sheet 
was  most  often  cited  as  the  reason  for  a low  score  by 
the  nurses  assigned  to  recording. 

There  appeared  to  be  little  overt  resentment  to  the 
drills.  An  occasional  comment  elicited  from  team 
members  indicates  disappointment  in  finding  only 
a manikin,  rather  than  a patient  in  need,  when  the 
alarm  sounded.  However,  the  majority  of  the  phy- 
sicians and  nurses  who  participated  expressed  their 
appreciation  for  the  opportunity  to  retest  their  skills 
and  refresh  their  memories.  The  preparation  given 
to  the  staff  during  the  orientation  sessions  prior  to 
the  inception  of  drills  may  have  served  to  increase 
group  acceptance  of  the  program. 

Conclusion 

The  study  results  suggested  that  the  following 
specific  recommendations  be  considered  in  outpa- 
tient emergency  departments: 

1.  When  ever  staffing  realities  permit,  a single 
physician,  prescreened  for  the  requisite  abilities  of 
team  leadership  and  organization  and  also  demonstra- 
bly familiar  with  the  basics  of  CPR,  should  be  desig- 
nated as  ERT  captain. 

2.  Since  such  an  individual  is  not  always  available, 
consideration  should  be  given  to  training  a physician 
for  this  purpose  or  to  using  other  existing  hospital 
emergency  personnel  (such  as  intensive  care  unit  staff, 
and  so  forth). 

3.  A program  of  frequent,  graded  drills  should  be 
conducted  in  all  emergency  departments  that  may  ex- 
pect to  treat  children  in  cardiac  arrest  so  that  attempts 
may  be  made  to  identify  and  correct  deficiencies. 

4.  Nurses,  even  more  than  physicians,  should  he 
formally  instructed  in  their  roles  as  members  of  the 
ERT  to  prevent  subsequent  confusion. 

5.  Charts  should  he  posted  conspicuously  in  emer- 
gency treatment  rooms  where  CPR  is  conducted  to 
help  in  recalling  medication  doses  and  standard  proce- 
dures for  cardiac  compression,  pulmonary  ventilation, 
and  defibrillation. 

Particular  attention  should  be  given  to  scoring 
the  drills.  The  usefulness  of  a scoring  instrument  for 
the  purpose  of  measuring  performance  cannot  be 
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overemphasized;  it  permits  a comparative  evaluation 
of  individual  performance  and  can  demonstrate 
clearly  major  areas  of  staff  deficiency.  Finally,  it  can 
serve  as  an  instrument  to  gauge  the  effects  of  various 
educational  programs  in  improving  physician  skills. 
The  present  study  did  not  attempt  to  measure  the 
impact  that  a short  lecture-demonstration  review  of 
CPR  techniques  had  on  the  abilities  of  the  ERT  to 
perform  resuscitation.  However,  in  light  of  the 
current  debate  on  methods  providing  quality,  post- 
graduate physician  education,  the  CPR  model  can 
conceivably  lend  itself  well  for  testing  the  various 
alternatives.^10 
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Clinical  Clues 

— The  catheter-associated  urinary  tract  infection  remains 
the  most  common  type  of  hospital-acquired  infection, 
accounting  for  more  than  30  percent  of  all  reported  no- 
socomial infections. 

— Cirrhosis  can  be  expected  to  develop  ultimately  in  10 
percent  of  alcoholic  persons. 

—Alcoholism  is  almost  certainly  a most  common  cause  of 
impotence  and  sterility  in  the  United  States. 

— Some  male  alcoholics  are  grossly  feminized  before  the 
onset  of  cirrhosis;  does  this  status  predispose  to  alco- 
holism? 

— An  investigation  of  188  epileptic  patients  receiving  an- 
ticonvulsant drug  therapy  revealed  that  20  percent  had 
folic  acid  deficiency  and  23  percent  had  diphenylhy- 
dantoin  overdosage,  or  anticonvulsant  serum  levels  ex- 
ceeding 31  micrograms  per  milliliter  (Kariks.  J.,  et  al.: 
M.  J.  Australia  2:  368(1971)). 

— Hematogenous  osteomyelitis,  and  particularly  gram- 
negative spondylitis,  is  today  a complication  in  addicts 
who  take  drugs  intravenously. 

— Spontaneous  prolonged  hypoglycemia  can  occur  in 
nondiabetic  patients  with  renal  insufficiency.  The  cause 
is  not  clear,  but  it  apparently  does  not  involve  increased 
insulin  secretion  or  sensitivity  nor  impaired  glycoge- 
nolysis. 

— The  incidence  of  thrombophlebitis  is  twice  as  common 
in  the  left  lower  extremity  as  in  the  right. 

— Aspiration  of  regurgitated  gastric  contents  can  occur 
during  anesthesia  even  though  signs  of  vomiting  are  not 
obvious. 
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— Arteriosclerotic  heart  disease  per  se  does  not  necessarily 
increase  the  risk  of  anesthesia  or  surgery  if  drop  in  blood 
pressure  and  occlusion  of  diseased  coronary  do  not  occur 
and  provided  the  patient  maintains  cardiac  compensa- 
tion during  his  normal  daily  activities. 

— The  electrocardiographic  abnormalities  associated  with 
head  trauma,  subarachnoid  hemorrhage,  and  cerebro- 
vascular accident  may  mimic  those  of  acute  subendo- 
cardial infarction.  Actually,  acute  cerebrovascular  in- 
sufficiency and  acute  coronary  insufficiency  may  coexist 
in  about  7 percent  of  patients. 

— Gonococcemia  may  manifest  itself  as  arthritis,  skin  le- 
sions, and/or  endocarditis.  The  endocarditis  will  fre- 
quently involve  a normal  valve;  aortic  valve  perforation 
is  a well-recognized  complication  of  gonococcal  endo- 
carditis. 

— Cholesterol  embolism  from  an  atherosclerotic  plaque  in 
the  aorta  may  produce  paroxysmal  and  ischemic  changes 
of  the  feet  and  legs,  livedo  reticularis,  and  gangrene  de- 
spite adequate  arterial  pulses.  This  syndrome  has  been 
described  as  the  “purple-toe  syndrome”  or  “diffuse  ar- 
teriopathy.” 

— Hemorrhage  occurs  in  about  20  percent  of  the  patients 
who  have  diverticular  disease  of  the  colon.  Approxi- 
mately one  third  of  the  patients  over  the  age  of  60  have 
diverticulosis  of  the  colon. 

— Intermittent  functional  obstruction  of  the  colon  may  be 
the  cause  of  abdominal  pain  in  patients  with  diverticular 
disease  rather  than  inflammation.  The  rapid  onset  and 
resolution  is  inconsistent  with  any  known  inflammatory 
process. 

NATHANIEL  SHAFER,  M.D. 
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COLBY  PROCLAIMS 

WOMAN  SUFFRAGE 

' ' 1 

Signs  Certificate  of  Ratification  | 
at  His’Home  Without  j 
Women  Witnesses. 


Social  Security  Bill  Is  Signed; 
Gives  Pensions  to  Aged,  Job 

Roosevelt  Approves  Message  Intended  to  Benefit  30,0 
Persons  When  States  Adopt  Cooperating  Laws-He 1 ( 
the  Measure  ‘Cornerstone’of  His  Economic  Progri 


MILITANTS  VEXED  AT  PRIVACY. 


Wanted  Movies  of  Ceremony, 
loth  Factions  Are 


SENATE  APPROVES 
18-YEAR  OLD  VOTE 
INALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  Aug.  1 
The  Social  Security  Bill,  p 
a broad  program  of  unemj 
insurance  and  old  age  ] 
and  counted  upon  to  bem 
20,000,000  persons,  becam 
day  when  it  was  signed  1 j 
dent  Roosevelt  in  the  pr<  J 
those  chiefly  responsible 
ting  it  through  I 

Mr.  Roc  sevelt  caJ  < | 
“the  co  erstone 
whic  * ao  veins  \ 


* WT- 


WASHINGTON,  March  10, 
1971~The  Senate  approved^ 

todp"  9A  to  n ser  ””** 

TRUMAN  CLOSES  1 


ITED  NATIONS  CONFEREE  m 
VITHPLEA  TO  TRANSLAT 


CHARTER  INTO  DEEDS 


NEW  WOULD  HOPE 


President  Hails  ‘Great 
Instrument  of  Peace,’ 
Insists  It  Be  Used 


HISTORIC  LANDMARK 


ting  Gives  Standing 
m;  i -ation  as  Executive 

* 'lH'  Piet  ures  Peace  Gain 


& 


"It  we  fail  to  use  it,”  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  'we  shall,  betray  all  of 
those  who  have  died  in  order  that 
we  might  meet  here  in  freedom  and 
safety  to  create  it.' 

"If  we  seek  to  use.it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations-we 
shall  be  equally  guilty  of  that  be- 
trayal.” . 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World. 
War,  in  which  he  himself  served, 
seemed  to  give  unconscious  expres- 
sion id  the  solemn  feeling  of  the 
occasion  when,  at  the  outset  of  his 
iated  the  woti 


the  Drai 


Ends 


half 

be'ih  histolPjrT^.. 

Just  before  the  plenary  sesal 
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. WASHINGTON,  Jan.  27, 
1973— “With  the  signing  of 
the  peace  agreement  in 
Paris  today,  and  after  re- 
ceiving a report  from  the 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications,  (hie 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated. they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone’s  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  wrhere  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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The  prevalence  of  diabetes  mellitus  in  this  coun- 
try is  evaluated  at  5 million1;  as  many  as  300,000  di- 
abetic patients  die  each  year.  Heart  disease  and 
especially  coronary  artery  disease  accounts  for  more 
than  half  the  deaths  in  diabetic  patients.2 

In  view  of  the  importance  and  magnitude  of  the 
problem,  we  investigated  the  place  of  the  conven- 
tional scalar  E1KG  (electrocardiogram)  in  detecting 
abnormalities  in  the  diabetic  patient  without  any 
clinical  evidence  of  heart  involvement  observed  in 
office  practice. 

Echocardiographic  examination  also  has  been  used 
for  evaluation  of  LA  (left  atrial)  size  in  patients  in 
whom  P-wave  abnormalities  were  recorded. 

Material  and  Methods 

Twelve-lead  conventional  EKG’s  were  evaluated 
in  89  normotensive  ambulatory  diabetic  subjects 
without  clinical  heart  involvement  attending  the 
diabetic  clinic.  Their  ages  ranged  from  15  to  81  years 
(mean  51.8);  there  were  47  males  and  42  females. 
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TABLE  I.  Clinical  data  of  89  patients  with  diabetes 
mellitus  without  clinical  evidence  of  heart  involvement* 


Description 

Number  of  Patients 

Duration  (years) 

<1 

6 

1 to  5 

37 

6 to  10 

20 

>11 

26 

Treatment 

Diet  only 

15 

Oral  hypoglycemic  agents 

28 

Insulin 

46 

Control  of  disease 

Controlled 

59 

Slightly  controlled 

18 

Uncontrolled 

12 

*Males:  47;  females:  42;  ages:  15  to  81 — mean  age:  51.86 
years. 


None  of  the  patients  had  had  cardiorespiratory 
symptoms  at  any  time  or  any  clinical  or  x-ray  film 
evidence  of  cardiac  abnormality.  The  upper  limit 
of  their  arterial  blood  pressure  was  140/90.  None 
had  evidence  of  any  other  systemic  diseases  that 
could  have  potentially  affected  the  heart.  Pertinent 
clinical  information  of  the  patient  group  is  presented 
in  Table  I.  This  table  summarizes  the  treatment, 
degree  of  control  of  diabetes,  and  the  apparent  du- 
ration of  the  disease,  that  is,  from  the  day  of  medical 
observation.  The  degree  of  blood-sugar  control  was 
evaluated  according  to  previously  established  crite- 
ria.3 

In  all  patients,  several  consecutive  readings  were 
obtained  from  samples  of  blood  and  urine  collected 
during  clinic  visits. 

One  hundred  normal  subjects  who  had  no  history 
of  diabetes  themselves  or  in  their  families,  matched 
for  age  (mean  53.04),  sex,  and  relative  body  weight, 
served  as  a control  group.  Scalar  conventional 
electrocardiograms  were  recorded  several  times  in  all 
patients  and  analyzed  independently  by  two  ob- 
servers. The  EKG  criteria  were  those  established  by 
the  New  York  State  Heart  Association.4  P-wave 
changes  seen  on  EKG  were  described  in  terms  of 
amplitude,  contour,  and  duration. 

The  diagnosis  of  intraatrial  conduction  distur- 
bance was  based  on  a P-wave  duration  of  120  msec, 
or  more  (Fig.  1 A).4  Aside  from  evaluating  P-wave 
duration,  we  included  also  the  following  criteria  for 
LA  enlargement5:  (1)  terminal  atrial  forces  in  Vi 
(<-0.04  mm.  per  second),  (2)  bipeak  interval  of 
deeply  notched  P waves  (>0.04  second),  and  (3)  ratio 
of  P-wave  duration  to  P-R  segment  in  lead  II 
(>  1.6). 

Echocardiograms.  The  size  of  the  left  atrium 
was  evaluated  in  22  diabetic  patients  with  EKG  P- 
wave  abnormalities  found  by  echocardiography 
(Echo)  (Fig.  IB),  Ekoline  20  (Echography  S.K. I.  In- 
struments), utilizing  a 0.5-inch  diameter  2.25  MHz 
transducer,  focused  at  10  cm.  with  a repetition  rate 
of  1,000  impulses  per  second.  The  signal  from  the 
echograph  was  displayed  and  recorded  on  an  Elec- 
tronics for  Medicine  VR6  stripchart  multichannel 


FIGURE  1.  (A)  Twelve-lead  EKG  shows  dome-shaped  bifid 

P-wave  abnormalities  of  120  msec,  in  duration  and  ST-T 
changes.  (B)  Upper  panel  of  lead  EKG  shows  dome-shaped 
P-wave  of  120  msec,  in  duration.  Lower  panel  shows 
echocardiogram  of  aortic  root  and  left  atrium  of  same  patient. 
Aortic  root  (AR)  is  3.7  cm.  in  diameter  and  left  atrium  (LA)  is 
2.3  cm.  in  diameter.  LA:Ao  ratio  is  0.62. 


Twelve  lead  conventional  electrocardiograms  (EKG) 
were  evaluated  in  89  normotensive  ambulatory  clinic 
diabetic  subjects  ranging  in  age  from  15  to  81  years 
(mean  51.  8).  There  were  47  males  and  42  females. 
None  of  the  patients  had  had  cardiorespiratory 
symptoms  at  any  time  or  any  clinical  or  x-ray  film 
evidence  of  cardiac  abnormality.  None  had  evidence 
of  other  systemic  diseases  that  might  potentially 
affect  the  heart.  One  hundred  normal  subjects  who 
had  had  no  history  of  diabetes  themselves  or  in  their 
families,  matched  for  age  and  sex,  served  as  a control 
group.  The  size  of  the  LA  (left  atrium)  was  evalu- 
ated in  22  diabetics  with  P-wave  abnormalities  by 
echocardiography  (Echo)  using  SKI  echograph  and 
VR6  recorder.  LA  size  was  calculated  by  averaging 
five  echographic  cycles.  The  ratio  LA/aortic  root 
dimension  was  also  obtained.  Twenty  normal  indi- 
viduals served  as  a control  group  for  the  Echo  study. 
ECG  was  abnormal  in  45  (50.5  percent)  diabetics  and 
normal  in  44.  Twenty-two  patients  (25  percent)  had 
P-wave  abnormalities — duration  of  more  than  120 
msec,  with  dome  shape  (14),  flat  (2),  peaked  (3),  bifid 
(2),  and  normal  shape  (1),  left  ventricular  hypertro- 
phy pattern  in  5 (6  percent),  myocardial  infarction 
pattern  in  6 (7  percent),  ST-T  changes  in  24  (27 
percent),  conduction  disturbances  in  2 (2.2  percent), 
premature  atrial  contractions  in  2 (2.2  percent),  and 
premature  ventricular  contractions  in  5 (6  percent). 
In  the  control  group,  there  were  P-wave  abnormalities 
in  2 (2  percent),  ST-T  abnormalities  in  8 (8  percent), 
and  left  anterior  hemiblock  in  2 (2  percent).  Echo- 
cardiogram showed  LA/aortic  ratio  above  1.17  in 
three  patients.  There  were  no  statistically  echo- 
graphic  differences  of  this  ratio  or  atrial  size  between 
the  diabetic  group  and  the  control  group. 


oscilloscopic  recorder.  Ultrasonic  scans  were  ob- 
tained with  rigid  adherence  to  the  methods6  and 
techniques  previously  reported  from  this  laborato- 
ry.7-8 The  ratio  LA:aortic  root  (AR)  dimension, 
considered  superior  by  Brown,  Harrison,  and  Popp9 
to  the  standard  atrial  size  evaluation,  was  also  cal- 
culated. The  echocardiographic  control  group 
consisted  of  20  healthy  employees  who  underwent 
extensive  clinical  laboratory  and  x-ray  film  evalua- 
tion before  echocardiograms  were  taken 

Left  atrial  size.  LA  dimension  was  obtained  in 
every  patient  by  angling  the  ultrasound  beam  me- 
dially and  in  a cephalad  direction  from  the  mitral 
valve  tip  until  the  aortic  root  was  seen. 

The  LA  dimensions  were  measured  at  the  end  of 
ventricular  systole  from  the  anterior  edge  of  the 
posterior  aortic  wall  to  the  endocardial  surface  of  the 
LA  posterior  wall.  In  all  cases,  the  LA  dimension 
measured,  at  the  end  of  ventricular  systole,  also 
represented  the  maximal  LA  dimension.  The  aortic 
root  diameter  was  measured  from  the  anterior  edge 
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TABLE  li.  Electrocardiographic  results 


Data 

Abnormal 
(4  5 

Patients) 
Number  of 
Patients 

Normal 

(44 

patients) 
Number  of 
Patients 

Duration  of  diabetes 

Less  than  1 year 

4 

2 

1 to  5 years 

18 

19 

6 to  10  years 

10 

10 

>11  years 

13 

13 

Treatment 

Diet 

10 

5 

Oral  hypoglycemia  agents 

11 

17 

Insulin 

24 

22 

Control  of  diabetes 

Controlled 

29 

30 

Slightly  controlled 

9 

9 

Uncontrolled 

7 

5 

TABLE  III.  Incidence  of  EKG  abnormal 
in  89  patients 

Findings 

Types 

Number  of 
Patients 
(Percent) 

P-wave  120  mm.  and  over 

22 (25) 

Left  ventricular  hypertrophy 

5 (6) 

Myocardial  infarction  pattern 

6(7) 

Anteroseptal  4 

Inferior  , 2 

ST-T  changes 

24  (27) 

Conduction  disturbances 

2 (2.2) 

First  degree  atrioventricular  block  1 

Left  anterior  hemiblock  1 

Rhythm  disturbances 

Premature  atrial  contractions 

2 (2.2) 

Ventricular  contractions 

5 (6) 

of  the  anterior  aortic  wall  to  the  anterior  edge  of  the 
posterior  aortic  wall  at  ventricular  end-diastole. 
Five  consecutive  cycles  were  measured  and  the  av- 
erage value  was  utilized  for  analysis.  The  LA:aortic 
ratio  was  calculated  for  each  patient.  In  the  absence 
of  lesions  predisposing  to  a large  aorta,  the  LA:aortic 
ratio  has  been  shown  to  be  a very  useful  means  of 
diagnosing  LA  enlargement  by  echocardiography 
(mean  ratio  0.87  to  1.11). 

The  published  criteria  of  LA  enlargement  are  over 
4 cm.9  The  LA:aortic  root  proportion  is  in  the  range 
of  0.87  to  1.1 1.  LA/aortic  ratios  of  1.17  or  greater 
were  found  to  be  indicative  of  LA  enlargement. 

Echocardiography  may  be  used  noninvasively  to 
obtain  these  LA  and  aortic  root  dimensions  in  ap- 
proximately 95  percent  of  the  patient  population.9 

Results 

1.  As  shown  in  Table  II,  EKG  abnormalities  were 
detected  in  45  diabetic  patients  (group  1).  The  EKG 
failed  to  disclose  any  abnormalities  in  44  diabetic 
patients  (group  2). 

2.  The  duration  of  diabetes,  the  treatment  (by  diet 
alone,  oral  hypoglycemic  agents,  or  insulin),  and  the 


TABLE  IV.  Configuration  of  EKG  P-wave  in  22 
diabetic  patients  with  atrial  enlargement,  clinical  data 


Data 

Number  of  Patients 

P-wave  abnormalities 

Dome 

14 

Flat 

2 

Peaked 

3 

Bifid 

2 

Normal 

1 

Duration  of  diabetes  (years) 

<1 

4 

1 to  5 

7 

6 to  10 

5 

>11 

6 

Treatment  and  result 

Diet,  controlled 

5 

Diet,  uncontrolled 

3 

Oral  agents,  slightly  controlled 

4 

Insulin,  controlled,  (4) 

uncontrolled  (6) 

10 

TABLE  V.  Echo  findings  of  patients  with  EKG 
evidence  of  left  atrial  enlargement 


Patient  Number 

LA 

Aortic 

Root 

LA: Aortic  Root 

1 

2.6 

2.4 

1.08 

2 

2.8 

2.5 

1.12 

3 

3 

3.0 

1.0 

4 

2.8 

3.3 

0.88 

5 

3.5 

2.8 

1.25 

6 

3.6 

3.5 

1.03 

7 

3.2 

2.8 

1.14 

8 

2.8 

2.8 

1.0 

9 

2.8 

2.8 

1.0 

10 

2.8 

2.5 

1.12 

11 

2.8 

2.7 

1.04 

12 

3.5 

2.4 

1.46 

13 

2.3 

3.7 

0.61 

14 

3.7 

3.6 

1.03 

15 

2.7 

2.3 

1.17 

16 

2.5 

3.3 

0.76 

17 

2.8 

2.5 

1.12 

18 

3.1 

2.5 

1.24 

19 

2.6 

2.7 

0.96 

20 

3.6 

3.2 

1.13 

21 

3.0 

3.2 

1.12 

22 

2.8 

2.7 

1.04 

degree  of  control  of  diabetes  were  all  compared  to  the 
EKG  findings.  No  significant  differences  were  found 
between  groups  1 and  2. 

3.  The  EKG  abnormal  findings  were  not  in- 
fluenced by  any  of  these  three  factors. 

Table  III  describes  the  abnormalities  found  by 
electrocardiography  in  89  diabetic  patients. 

The  most  common  findings  were:  ST-T  wave 

abnormalities  found  in  24  cases  (27  percent)  and 
P-wave  abnormalities  observed  in  22  patients  (25 
percent).  Deep  Q-waves  diagnostic  of  myocardial 
infarction  pattern  were  present  in  six  patients  (7 
percent)  and  left  ventricular  hypertrophy  in  five 
patients  (6  percent).  Of  significance  was  the  pres- 
ence of  a rather  low  percentage  of  conduction  and 
rhythm  disturbances. 

In  the  control  group  of  100  normal  individuals, 
ST-T  EKG  abnormal  findings  were  in  8 (8  percent), 
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TABLE  VI.  Echocardiographic  evaluation  of  size  of  left  atrium,  aorta,  and  LA: AO  ratio  in  22  patients  with  EKG  left 

atrial  enlargement  and  in  20  normal  subjects* 

r Group  B (Normal  Subjects) 

^-Group  A Patients  (Diabetes  with  EKG  and  LAE)-,,  and  no  EKG  of  LAE 

Data  AO  LA  LA:  AO  AO  LA  LA:  AO 


Number  22  22  22  20  20  20 

Range  (cm.)  2.4  to  3.7  2.3  to  3.6  0.61  to  1.46  2.2  to  3.7  2.0  to  3.6  0.6  to  1.50 

Mean  (cm.)  2.87  2.97  1.06  2.86  3.11  1.10 

Standard  deviation  ±0.42  ±0.39  ±0.17  ±0.41  ±0.38  ±0.18 


* AO:  aorta:  LA:  left  atrium:  LA:AO:  ratio  of  left  atrium  over  aorta:  LAE:  left  atrial  enlargement;  EKG:  electrocardiogram. 


P-wave  enlargement  was  present  in  2 individuals  (2 
percent),  and  conduction  disturbances,  such  as  left 
anterior  hemiblock,  observed  in  2 patients  (2  per- 
cent). 

Table  IV  describes  the  configuration  of  the  ab- 
normal P wave  and  the  clinical  data  in  22  diabetic 
patients  in  whom  such  abnormalities  were  observed. 
No  correlation  could  he  made  between  P-wave  ab- 
normalities, treatment  and  the  results  of  treatment, 
and  the  duration  of  the  disease.  The  dome-shaped 
configuration  of  the  P-wave  was  the  most  frequently 
encountered  (63.6  percent). 

Echocardiographic  findings  in  the  group  of  22 
patients  with  P-wave  abnormalities  are  summarized 
in  Table  V. 

Whereas  no  LA  enlargement  was  recorded  in  any 
of  the  22  patients,  the  LA:aortic  root  ratio  was  ab- 
normal in  only  3 patients  (ratio:above  1.17).  The 
aortic  root  dimension  was  within  normal  limits  in  all 
three  patients. 

Statistical  analysis  of  echocardiographic  findings 
in  both  groups  disclosed  no  differences  in  the  atrial 
size  between  group  A (22  diabetic  patients  with  EKG 
showing  enlargement  of  P wave)  and  group  B (20 
normal  individuals  with  normal  P wave  and  normal 
atrial  size)  (T.  VI). 

Comment 

The  results  of  the  present  study  support  the  con- 
tention that  the  standard  12-lead  electrocardiogram 
appears  to  be  useful  in  detecting  electrical  abnor- 
malities in  an  important  number  of  diabetic  patients 
with  no  apparent  clinical  heart  disease.  (51  per- 
cent). 

It  would  be  clinically  useful  if  the  electrocardio- 
graphic abnormalities  detected  in  45  of  89  diabetic 
patients  with  no  apparent  heart  disease  could  be 
positively  correlated  with  underlying  heart  disease 
and  survival.  However,  examination  of  the  literature 
reveals  that  no  such  correlation  could  be  made  safely. 
Longitudinal  studies  are  scarce  and  inconclusive. 
One  must  bear  in  mind  that  the  prognosis  of  a spe- 
cific abnormality  found  by  EKG  is  essentially  that 
of  the  underlying  heart  disease.10 

In  large  measure  the  literature  dealing  with  EKG 
of  the  diabetic  patient  is  derived  from  groups  pre- 
senting clinical  heart  disease.  Other  studies  include 
a hospitalized  or  outpatient  population  with  a high 


incidence  of  heart  disease.11 

Paul  and  Schatz12  consider  diabetes  one  of  the  risk 
factors  in  sudden  death.  The  authors  state  that  a 
single  normal  EKG  result  in  patients  wit  h risk  factors 
too  often  provides  an  unjustified  reassurance  for  the 
patient.  S-T  straightening  and  depression  may  be 
overlooked. 

One  also  must  bear  in  mind  that  alterations  in  the 
S-T  segment  are  not  always  the  result  of  a current  of 
injury.  Such  changes  may  occur  as  a result  of  dis- 
turbances in  the  duration  of  the  depolarized  state  or 
in  the  conduction  pathway.  However,  one  must  take 
into  consideration  that  T-wave  changes,  and  to  a 
lesser  degree  S-T  changes,  described  in  our  patients 
could  be  due  to  treatment  with  insulin  or  metabolic 
abnormalities.10 

Of  greater  EKG  significance  is  the  Q-wave  pattern 
observed  in  four  patients  with  anteroseptal  infarction 
pattern  and  in  two  patients  with  infarction  pattern 
in  the  inferior  leads. 

Abnormal  Q-waves  are  rarely  due  to  causes  other 
than  myocardial  infarction,13  such  as  cardiomyopa- 
thy,10 and  so  forth. 

Recent  advances  in  aortocoronary  bypass  surgery 
and  postoperative  electrocardiographic  analysis 
emphasize  a significant  incidence  of  new  Q-waves  or 
the  disappearance  of  abnormal  Q-waves  after  sur- 
gery.14 These  observations  have  stimulated  vigorous 
reexamination  of  the  significance  and  reversibility 
of  abnormal  Q-waves  in  relation  to  infarction,  injury, 
or  ischemia.  In  diabetic  patients  a plausible  expla- 
nation of  such  abnormal  findings  is  compounded  by 
(1)  the  high  incidence  of  atherosclerosis  in  the  ex- 
tramural coronary  arteries  and  the  absence  of  angina, 
and  (2)  possible  involvement  of  the  small  coronary 
arteries,  producing  diabetic  ischemic  cardiomyopa- 
thy recently  reported  by  us.15 

Cardiac  catheterization  and  angiography  have  not 
been  performed  in  our  patients,  since  they  usually  do 
not  exhibit  symptoms  to  justify  invasive  diagnostic 
measures. 

Of  greater  interest  are  the  abnormal  P-waves 
(duration  120  msec,  or  more)  observed  in  25  percent 
of  patients. 

Phillips,  Spano,  and  Burch16  reported  the  presence 
of  diabetes  in  21  patients  (68  percent)  of  a total  of  31 
patients  with  chaotic  atrial  mechanism).  The  au- 
thors pointed  out  that  as  an  outgrowth  of  this  study 
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initiated  by  the  detection  of  the  arrhythmia,  more 
than  10  patients  with  previously  unrecognized  dia- 
betes were  discovered. 

Kones,  Phillips,  and  Hersh17  stated  that  although 
diabetes  mellitus  is  common  among  patients  with 
chaotic  atrial  mechanism,  this  relationship  remains 
unclear.  In  light  of  these  findings  it  is  tempting  to 
speculate  that  atrial  conduction  delay  found  in  our 
patients  could  be  considered  a basic  atrial  abnor- 
mality in  diabetic  patients.  Only  further  follow-up 
of  these  patients  over  a number  of  years  will  show 
whether  or  not  atrial  conduction  abnormalities  pre- 
cede the  chaotic  atrial  arrhythmias.  Since  the 
availability  of  echocardiography  makes  possible  the 
noninvasive  measurement  of  the  left  atrium,9  we 
sought  to  compare  the  previously  described  features 
of  the  so-called  electrocardiographic  atrial  enlarge- 
ment, or  atrial  overload,  with  ultrasound  measure- 
ments of  LA  size,  as  well  as  with  the  ratio  of  LA 
size:aortic  root  size.  As  shown  in  Table  V,  the  LA 
size  was  normal  in  all  diabetic  patients,  whereas  the 
left  atrium:aortic  root  ratio  was  abnormal  in  only 
three  patients,  thus  ruling  out  atrial  enlargement  as 
a cause  of  the  EKG  indication  of  enlargement  of  P- 
waves. 

Tarazi  et  al.18  reported  LA  abnormality  in  45  of  76 
(59  percent)  patients  with  hypertension.  Seventeen 
of  these  patients  had  normal  heart  size  and  no  evi- 
dence of  cardiac  failure,  but  had  abnormal  P waves. 
Our  patients  failed  to  disclose  any  atrial  enlargement, 
and  their  blood  pressure  level  was  normal.  The  term 
intraatrial  conduction  disturbance  in  cases  with  large 
P waves  on  EKG  probably  reflects  the  real  underly- 
ing mechanism,  whereas  the  term  atrial  enlargement 
does  not  always  have  anat.omicopathological  sub- 
strate, as  shown  by  us  in  another  report.19  Campbell 
et  al.20  reported  in  young  diabetic  patients  persistent 
postexertional  depression.  The  authors  felt  that  the 
persistent  changes  may  be  caused  by  ischemia  or 
autonomic  neuropathy. 

Summary 

It  can  be  surmised  that  changes  shown  on  EKG  as 
defined  in  our  patients  played  a role  in  reflecting 
underlying  vascular  and/or  myocardial  pathologic 
factors. 

These  data  in  no  way  suggest  that  an  EKG,  asso- 
ciated with  multiple  abnormalities,  represents  irre- 
versible myocardial  damage,  but  imply  that  the  EKG 
is  sensitive  to  the  identification  of  such  abnormali- 
ties. 

Data  set  forth  in  this  study  indicate  the  diagnostic 
value  of  the  conventional  EKG  for  office  practice. 
The  EKG  abnormal  findings  were,  however,  inde- 
pendent of  apparent  duration  of  diabetes  and 
treatment  by  diet  alone,  and  by  insulin  and  oral  hy- 
poglycemic agents.  The  degree  of  control  of  blood 
sugar  failed  to  influence  in  one  way  or  another  the 
EKG  abnormal  results. 

We  conclude  that  in  diabetic  patients  with  no  de- 


tectable cardiac  involvement:  (1)  EKG  abnormal 
findings  were  independent  of  apparent  duration  of 
diabetes  and  treatment  by  diet  alone,  and  by  insulin, 
oral  hypoglycemic  agents,  and  the  degree  of  control 
of  blood  sugar,  (2)  the  EKG  is  a reliable  office  method 
for  detecting  subclinical  abnormalities,  (3)  P-wave 
abnormalities  are  due  to  intraatrial  conduction  dis- 
turbances or  intraatrial  block  and  rarely  to  left  atrial 
enlargement,  and  (4)  underlying  myocardial  and/or 
coronary  vessel  involvement  not  apparent,  clinically, 
may  be  the  real  cause  of  the  EKG  abnormal  find- 
ings. 
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(OR  CORRECTOR 


Prognosis  of  Pneumonia 

Sputum  culture  and  Gram  stain 


The  hospital  records  of  65  patients  with  acute 
pneumonia  were  reviewed.  Sputum  culture  results 
were  correlated  with  Gram  stain  findings,  age, 
prognosis,  and  antibiotic  therapy.  Streptococcus 
pneumoniae  was  the  most  common  bacterial  patho- 
gen recovered  and  the  mortality  rate  was  27  percent 
in  this  group.  The  Gram  stain  may  be  of  great  value 
in  identifying  those  patients  in  advance  of  the  culture 
report.  Fifty-five  percent  of  patients  who  had  cul- 
tures positive  for  Gram-negative  organisms  died.  All 
8 patients  with  Hemophilus  influenzae  grown  from 
their  sputum  survived.  In  addition,  the  accuracy  of 
the  Gram  stain  in  predicting  culture  results  was  as- 
sessed in  a separate  study.  The  Gram  stain  was  an 
unreliable  indicator  of  culture  results  except  for 
Streptococcus  pneumoniae  where  the  smear  was 
predictive  for  48  and  64  percent  of  Gram-negative 
species. 
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Pneumonia  was  a leading  cause  of  death  in  the 
United  States  in  1975,  being  responsible  for  57,428 
deaths.1  The  diagnosis  of  pneumonia  is  usually  es- 
tablished clinically  and  confirmed  with  radiographic 
and  laboratory  studies.  Rational  antibiotic  treat- 
ment depends  on  identification  of  the  causative  mi- 
croorganism. This  may  be  difficult  to  ascertain,  but 
clinicians  rely  on  Gram-stain  smears  and  culture 
results.2-4  It  is  difficult  to  justify  awaiting  culture 
results  before  initiating  treatment.  Since  results 
from  Gram  stains  of  sputum  are  rapid  and  reputed 
to  be  reliable,  they  are  used  as  a basis  for  selection  of 
initial  antibiotic  therapy.5  The  degree  of  reliability 
and  correlation  between  Gram  stain  and  subsequent 
sputum  culture  is  poorly  documented.  The  present 
study  was  undertaken  to  further  clarify  this  and  to 
determine  whether  the  Gram  stain  and  sputum  cul- 
ture were  of  prognostic  value. 

Methods 

Three  methods  of  investigation  were  undertaken. 
The  first  involved  review  of  the  hospital  records  of 
65  patients  with  acute  pneumonia  diagnosed  at  the 
time  of  admission  to  a 280-bed  community  hospital 
over  a two-year  period  between  February,  1974,  and 
February,  1976.  Only  those  patients  with  unequiv- 
ocal symptoms  and  signs  of  pneumonia  and  roent- 
genographic  findings  of  pulmonary  infiltrates  were 
included.  Patients  with  suspected  Influenza  A were 
excluded.  Categories  of  infectious  etiology  were 
determined  by  the  author  using  clinical  and  bacte- 
riologic  criteria.  A diagnosis  of  atypical  (nonbac- 
terial)  pneumonia  was  suspected  on  clinical  grounds 
after  reviewing  each  patient’s  record;  these  cases  were 
not  substantiated  by  culture  or  serology.  Sputum 
specimens  were  obtained  in  the  usual  manner  or  by 
tracheal  suction  when  necessary.  All  antibiotics  used 
during  the  patients’  hospitalization  were  recorded 
and  patients’  survival  was  determined  (Table  I). 


The  second  method  was  a retrospective  Gram- 
stained  slide  review  by  three  experienced  bacteriol- 
ogy technicians.  This  method  was  used  to  assess  the 
value  of  Gram  stain  in  predicting  the  organism  which 
was  subsequently  found  on  culture.  The  author  re- 
moved 85  sputum  culture  report  forms  of  sputum 
specimens  received  by  the  laboratory  from  February 
1 to  February  28,  1976.  Not  all  reports  during  this 
period  were  used,  but  a large  percentage  were  se- 
lected because  they  belonged  to  patients  having  a 
diagnosis  of  acute  pneumonia.  This  was  accom- 
plished to  compare  the  results  of  tnis  method  with 
method  three  to  be  described.  The  corresponding 
Gram-stained  slides  from  these  85  cultures  were  re- 
viewed independently  by  three  laboratory  techni- 
cians who  had  no  knowledge  of  actual  bacteriologic 
growth.  These  technicians  were  requested  to  predict 
the  culture  results.  They  were  asked  to  select  one  of 
the  following  categories:  (1)  Streptococcus  pneu- 
moniae-, (2)  Staphylococcus  aureus-,  (3)  Hemophilus 
influenzae;  (4)  gram-negative  species;  or  (5)  no 
growth  or  normal  flora  (Table  II).  Clinical  data  in 
addition  to  bacteriologic  information  were  reviewed; 
this  included  determining  which  patients  had 
pneumonia  and  which  were  receiving  antibiotics  at 
the  time  of  the  bacteriologic  study. 

The  third  method  was  a prospective  slide  review. 
The  same  three  technicians  were  asked  to  review  all 
Gram-stain  slides  of  sputum  received  by  the  labo- 
ratory during  June  and  July  of  1976.  They  per- 
formed those  duties  as  described  in  method  two. 
Once  again  specimens  came  from  patients  having  a 
variety  of  diagnoses  including  some  with  pneumonia. 
Predictions  of  subsequent  culture  findings  can  be 
seen  in  Table  III. 

Results 

Review  of  the  first  method  used  in  the  study  re- 
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TABLE  I.  Analysis  of  65  patients  with  pneumonia 


Presumed  Diagnosis 
(Sputum  Culture) 

Number 

of 

Patients 

Average 

Age 

(years) 

Antibiotic  Choice* 
(Number  of  Patients) 

Death 

Rate 

(Percent) 

-NonbacteriaF  (atypical) 
pneumonia  (no  growth) 

12 

38 

Erythromycin  or  tetracycline  (10); 
none (2) 

0 

Streptococcus  pneumoniae 

22 

63 

Penicillin  or  erythromycin  (14); 
other (8)** 

27 

Hemophilus  influenzae 

9 

76 

Ampicillin  or  tetracycline  (5); 
other  (4)++ 

0 

Gram-negative  species: 

E.  coli  (5);  Klebsiella  (4); 
Pseudomonas  (2) 

11 

80 

Ampicillin  (1);  penicillin  G plus 
an  aminoglycoside  (8);  peni- 
cillin G plus  a cephalosporin  (1); 
ampicillin  plus  chloramphenicol  (1) 

55 

Indeterminate  (no  growth) 

8 

78 

Penicillin  G (5);  other  (2)*** 

25 

Staphylococcus  aureus 

2 

76 

Cephalosporin  (1 );  none  (1 ) 

0 

Indeterminate  (no  culture 
obtained) 

1 

80 

Ampicillin  (1) 

0 

*Antibiotic  choice  was  determined  by  house  officers  using  clinical  data  and  Gram-stain  interpretation. 
tPresumed  only  by  clinical  criteria. 

* * Ampicillin  in  4,  penicillin  G plus  kanamvcin  in  1,  ampicillin  plus  kanamycin  in  1,  cephalosporin  in  1,  and  cephalosporin  and  car- 
benicillin  in  1 . 

f f Penicillin  in  3,  ampicillin  plus  gentamycin  in  1. 

* * *Tetracycline  in  1 , and  cephalosporin  in  1 . 


TABLE  II.  Sputum  culture,  retrospective  slide  review 

Streptococcus 

Hemophilus 

Gram-Negative 

Normal 

Pneumoniae 

Influenzae 

Species 

Flora 

Data 

(Percent) 

(Percent) 

(Percent) 

(Percent) 

Number  of  slides 

21 

9 

28 

27 

Predicted  correctly 

10:21 (48) 

1:9 (11) 

8:28  (20) 

24:27 (88) 

False  positive* 

1:64  (2) 

5:76 (7) 

1:57  (2) 

33:58 (57) 

Slides  of  patients  witlv  pneumonia!  15:21  (71) 

3:9  (33) 

13:28 (46) 

14:27 (52) 

Patients  receiving  antibiotics  at 

time  of  study 

1:21  (5) 

4:9 (44) 

19:28 (68) 

10:27 (37) 

*Denominator  determined  bv  subtracting  number  of  slides  in  each  culture  category  from  total  number  of  slides  (85). 

TSlides  made  from  sputum  specimens  of  patients  having  clinical  diagnosis  of  pneumonia. 

TABLE  III.  Sputum  culture,  prospective  slide  review 

Streptococcus 

Hemophilus 

Gram- Negative 

Pneumoniae 

Influenzae 

Species 

Normal  Flora 

Data 

(Percent) 

(Percent) 

(Percent) 

(Percent) 

Number  of  slides 

14 

22 

53 

103 

Predicted  correctly 

9:14  (64) 

7:22 (36) 

13:53  (25) 

92:103  (89) 

False  positive* 

Slides  of  patients  with 

14:178 (8) 

3:170 (2) 

13:139 (9) 

43:89  (48) 

pneumoniat 
Patients  receiving  anti- 

2:14  (14) 

3:14 (14) 

6:53  (11) 

15:103  (15) 

biotics  at  time  of  study 

2:14  (14) 

6:22 (27) 

30:53 (57) 

25:103 (24) 

* Denominator  determined  by  subtracting  number  of  slides  in  each  culture  category  from  total  number  of  slides  (I  92). 
Slides  made  from  sputum  specimens  of  patients  having  clinical  diagnosis  of  pneumonia 


veals  that  S.  pneumoniae  is  the  most  common  mi- 
croorganism grown  from  sputum  of  patients  with 
pneumonia.  Il  was  recovered  in  one  third  or  22  of 
the  65  cases.  Patients  diagnosed  as  having  non- 
bacterial  pneumonia  were  younger,  usually  were 
treated  with  erythromycin  or  tetracycline,  and  uni- 
formly survived.  The  recovery  off/,  influenzae  from 
sputum  indicated  a good  prognosis  for  the  patient. 
Gram-negative  species  growing  from  sputum  often 
were  associated  with  poor  outcome;  55  percent  of 
these  patients  died;  all  of  them  were  over  75  years  of 


age.  Although  the  choice  of  antibiotics  appears  ap- 
propriate, this  did  not  influence  the  patient’s  sur- 
vival. 

Tables  II  and  III  show  that  growth  of  S.  pneumo- 
niae on  culture  can  be  predicted  on  review  of 
Gram  stain  in  48  to  68  percent  of  the  sputum  sam- 
ples. The  reliability  of  predicting  H.  influenzae  or 
gram -negative  species  growth  from  Gram  stain  is 
much  lower  (1 1 to  36  percent).  Normal  flora,  how- 
samples.  The  incidence  of  false  positive  prediction 
of  Gram  stains  is  low  except  for  normal  flora.  By 
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design,  Table  11  contains  a greater  percentage  of 
patients  with  pneumonia  than  Table  III.  This  had 
no  effect  on  predicting  culture  category  except  for  H. 
influenzae ; this  was  correctly  predicted  in  36  percent 
where  only  14  percent  of  patients  had  pneumonia! 
compared  with  1 1 percent  in  Table  II  where  33  per- 
cent had  pneumonia.  The  reason  for  this  is  not 
known.  A small  number  of  patients  were  receiving 
antibiotics  in  the  S.  pneumoniae  group,  whereas  27 
to  44  percent  of  H.  influenzae  patients  and  57  to  68 
percent  of  patients  with  gram-negative  species  were 
on  antibiotics. 

Comment 

It  is  essential  to  understand  the  significance  of 
bacterial  flora  in  both  upper  and  lower  airways  in 
healthy  and  diseased  patients  to  interpret  the  sig- 
nificance of  the  organisms  which  are  found  on  Gram 
stain  or  culture  from  these  areas.  S.  pneumoniae 
can  he  recovered  from  the  oral  pharynx  of  12  percent 
of  the  healthy  population.6  Table  III  of  this  study 
shows  how  frequently  potential  pathogens  are  re- 
covered from  sputum  of  patients  who  do  not  have 
pneumonia;  gram-negative  species  are  the  most 
common  organism  grown  in  this  situation.  This  is 
not  an  unexpected  finding;  it  coincides  with  the  study 
by  Johanson,  Pierce,  and  Sanford7  who  demon- 
strated that  gram-negative  oral  pharyngeal  flora 
correlated  with  the  clinical  severity  of  the  illness. 
They  theorized  that  pharyngeal  clearing  mechanisms 
were  impaired  in  these  very  ill  patients. 

S.  pneunomiae  and  H.  influenzae  are  often  grown 
from  sputum  cultures  of  patients  with  chronic  bro- 
chitis.8-10  This  suggests  that  routine  sputum  culture 
in  patients  with  pneumonia  may  provide  information 
that  is  unreliable  or  confusing  in  formulating  therapy 
or  prognosis.  Data  in  Table  I,  however,  demon- 
strates that  sputum  culture  is  useful  in  determining 
prognosis  and  perhaps  therapy  according  to  organ- 
ism. Approximately  33  percent  of  patients  with 
pneumonia  in  this  study  grew  S.  pneumoniae. 
Other  investigators  show  a similar  incidence  ranging 
from  24  to  53  percent  with  mortality  rates  similar  to 
those  in  this  study  (27  percent).6-11-13  This  study 
and  others  indicate  that  H.  influenzae  carries  a good 
prognosis. 12-14-15  Postmortem  lung  culture  studies 
often  fail  to  grow  this  organism  suggesting  that  it  may 
not  be  a causative  organism  in  pneumonia.8  Re- 
covery of  gram-negative  species  is  associated  with  a 
poor  prognosis  with  mortality  of  50  to  79  per- 
cent.12-13-16 A 55  percent  mortality  rate  was  found 
with  this  study.  This  study,  unlike  others,  suggests 
that  examination  of  Gram  stain  is  of  limited 
value.8-12-14  In  fact,  only  in  cases  growing  S.  pneu- 
moniae is  50  to  60  percent  reliability  approached, 
whereas  false  positivity  is  low  (10  percent  or  less). 
One  can  argue  that  sputum  may  be  representative  of 
the  organism  responsible  foi  pulmonary  infection. 
For  this  reason  many  suggest  using  transtracheal 
aspirate  for  the  diagnosis  of  pneumonia.1 ' 18  The 


very  recent  study  by  Thorsteinsson,  Musher,  and 
Fagan15  suggests  that  transtracheal  aspirate  is  no 
more  reliable  than  routine  sputum  culture  in  the 
diagnosis  of  pneumococcal  pneumonia.  Another 
study  suggests  that  sputum  culture  is  as  reliable  as 
culture  of  percutaneous  lung  aspirate  in  the  diagnosis 
of  pneumococcal  pneumonia.19 

An  interesting  correlation  was  seen  regarding  the 
microorganism  grown  from  sputum  of  patients  with 
community-acquired  pneumonia  and  their  subse- 
quent survival  (Table  I).  It  appears  that  prognosis 
is  independent  of  antibiotic  choice  but  is  related  to 
the  type  of  organism.  One  speculates  that  the  vir- 
ulence of  the  microorganism  and/or  host  defenses  are 
responsible  for  this  phenomenon.  Once  the  patient 
is  identified  in  a gram-negative  category,  his  or  her 
outcome  is  poor.  Growth  of  H.  influenzae  or  S. 
pneumoniae,  on  the  other  hand,  carries  a much 
better  prognosis. 

Conclusion 

Gram  stain  of  sputum  is  helpful  for  the  diagnosis 
of  Streptococcus  pneumonia  but  is  of  little  help  with 
the  diagnosis  of  Hemophilus  influenzae  or  other 
gram-negative  pneumonias.  Since  gram-negative 
species  recovered  from  sputum  culture  carries  such 
a poor  prognosis,  even  with  appropriate  treatment, 
it  is  not  significant  that  such  microorganisms  are 
missed  on  Gram  stain.  Sputum  culture  may  be 
useful  for  prognosis. 
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Clinical  Clues 

— In  diabetes  mellitus  there  is  decreased  absorption  of 
penicillin  from  intramuscular  sites.  In  patients  with 
diabetes,  penicillin  and  other  agents  should  be  admin- 
istered intravenously  when  high  serum  levels  of  antibi- 
otics are  required. 

— Chronic  subdural  hematoma  usually  does  not  begin 
producing  symptoms  until  several  weeks  after  head 
trauma.  The  headaches  are  often  not  severe,  but  are 
dull,  variable  from  day  to  day,  and  are  lacking  in  special 
characteristics. 

— Probably  the  diagnosis  of  mild  viral  meningitis  is  made 
less  frequently  than  its  incidence  warrants.  Many  pa- 
tients with  febrile  illness,  severe  myalgias,  pulmonary 
or  gastrointestinal  symptoms,  and  severe  headache  will 
be  found  to  have  some  meningitic  response  if  the  spinal 
fluid  is  examined. 

— Severe  proteinuria,  exceeding  3 to  4 Gm.  per  24  hours, 
is  the  critical  finding  in  the  nephrotic  syndrome  and  is 
ultimately  responsible  for  the  clinical  manifestations  of 
the  disease. 

— The  hyperlipemia  of  the  nephrotic  syndrome  is  thought 
to  correlate  with  the  lowered  serum  albumin  levels  or 
proteinuria  or  both.  Both  serum  cholesterol  and  serum 
triglyceride  levels  are  inversely  related  to  serum  albumin 
concentrations. 

— In  children  primary  renal  disease  accounts  for  over  95 
percent  of  the  cases  of  nephrotic  syndrome;  however,  in 
older  patients,  this  syndrome  is  more  often  associated 
with  a systemic  disease,  especially  diabetes  mellitus. 

— Lipoid  nephrosis  is  generally  considered  to  be  a disease 
of  children  and  is  characterized  by  a favorable  prognosis, 
with  a low  rate  of  progression  to  renal  failure,  excellent 
response  to  steroid  therapy,  a low  rate  of  relapse,  and  a 
good  response  to  cyclophosphamide  in  steroid  depen- 
dent patients. 

— The  presence  of  focal  glomerulosclerosis  in  the  nephrotic 
syndrome  in  both  children  and  adults  has  unfavorable 
implications  because  of  the  poor  response  to  drugs  and 
functional  deterioration. 

-Proliferative  glomerulonephritis  encompasses  a group 
of  disorders  that  account  for  approximately  25  to  30 
percent  of  the  cases  of  nephrotic  syndrome  resulting 
from  primary  renal  disease  in  adult  patients. 

— Cancer,  independent  of  associated  amyloidosis  or 
renal-vein  thrombosis,  has  been  associated  with  the 
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nephrotic  syndrome.  Tumor-specific  antigens  and 
antibodies  have  been  demonstrated  in  glomeruli  of  ne- 
phrotic patients  with  cancer. 

— Approximately  half  of  the  patients  with  nonlympho- 
matous  neoplasms  associated  with  the  nephrotic  syn- 
drome had  a bronchogenic  or  a colonic  tumor.  Renal 
biopsy  revealed  a membranous  nephropathy  with  sub- 
epithelial  deposition  of  immune  complexes  in  almost  all 
of  the  patients  studied.  The  nephrotic  syndrome  is  a 
rare  occurrence  in  patients  with  lymphomatous  neo- 
plasms. 

— Renal  vein  thrombosis  has  often  been  associated  with 
the  nephrotic  syndrome.  However,  whether  it  is  a pri- 
mary or  secondary  condition  is  not  clear. 

— Elevation  of  renal  venous  pressure  whether  produced  by 
constrictive  pericarditis,  congestive  heart  failure,  or  vena 
caval  constriction  may  result  in  significant  protein- 
uria. 

— The  hypercoagulable  state  in  the  nephrotic  syndrome 
makes  patients  more  susceptible  to  renal  vein  throm- 
bosis. 

— The  older  the  patient,  the  greater  the  chance  that  the 
nephrotic  syndrome  is  due  to  renal  amyloidosis. 

— Proteinuria  is  the  most  common  renal  manifestation  of 
amyloidosis. 

— In  most  cases  renal  amyloidosis  is  caused  by  multiple 
myeloma  or  chronic  infections. 

— Diabetic  nephropathy  is  reported  to  be  the  most  com- 
mon cause  of  the  nephrotic  syndrome  in  elderly  pa- 
tients. 

— The  incidence  of  proteinuria  in  diabetic  patients  is  di- 
rectly related  to  the  duration  of  the  diabetes. 

—Proteinuria  is  an  ominous  risk  factor  for  diabetic  pa- 
tients, since  azotemia  develops  or  death  occurs  within 
five  years  after  onset  of  proteinuria  in  over  one  half  of 
these  patients. 

— Renal  disease  remains  the  most  common  cause  of  death 
in  patients  with  diabetes  of  at  least  20  years’  duration. 

— The  carrier  rate  of  Staphylococcus  aureus  by  nonhos- 
pitalized  adults  shows  a prevalence  of  nasal  localization 
in  a third  to  half  the  persons  tested,  with  a rise  in  prev- 
alence in  hospitalized  patients  up  to  82  percent  (Braunn, 
J.  N.:  Acta  med.  scandinav.  supp.  514:  70  (1970)). 
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Small-cell  carcinoma  of  the  lung,  or  oat-cell  car- 
cinoma, is  a unique  clinical  and  pathologic  entity 
within  the  cancers  referred  to  collectively  as  bron- 
chogenic carcinoma.  Pathologically  derived  from 
the  Kulchitsky  cell  and,  therefore,  of  neuroectoder- 
mal origin,  small-cell  carcinomas  are  nonetheless  not 
limited  to  the  lungs  but  have  been  reported  in  the 
salivary  glands,  esophagus,  and  throughout  the  gas- 
trointestinal tract  and  accessory  organs.  In  the 
lungs,  the  small-cell  carcinomas  represent  only  10 
percent  of  the  primary  bronchogenic  carcinomas  and 
are  associated  with  the  poorest  prognosis  of  the 
subvariants  of  bronchogenic  carcinoma.  In  six  series 
collected  in  the  1950s  through  the  1960s,  comprising 
739  patients,  only  six  five-year  survivors  were  ob- 
served (Table  I).1  In  more  recent  series  from  En- 
gland. which  focused  on  surgical  and  radiothera- 
peutic  approaches  to  oat-cell  carcinoma  in  the  late 
1960s  and  early  1970s,  survival  and  curability  were 
similarly  disappointing  (Table  II).'  9 These  latter 
experiences  are  in  selected  patients  with  limited 
disease,  in  contrast  to  the  earlier  studies,  which  in- 

*  This  work  was  supported  in  part  by  National  Cancer  Institute 
('■rant  Number  C-6516. 

Presented  at  the  170th  Annual  Meeting  of  the  Medical  Society 
of  the  State  ol  New  York.  New  York  City.  Sect  ion  on  Chest  Dis 
eases.  -Joint  Meeting  wit  h New  York  State  Chapter  of  the  Ameri- 
can College  of  Chest  Physicians.  Tuesday.  November  9.  1970. 


Oat-cell  carcinoma  comprises  10  percent  of  all  pri- 
mary bronchogenic  tumors  and  is  characterized  by 
early  dissemination,  short  survival,  unique  sites  of 
metastasis,  a high  proliferative  thrust,  and  an  ex- 
quisite responsiveness  to  radiotherapy  and  chemo- 
therapy Previous  therapeutic  trials  have  evaluated 
surgery  and  radiotherapy  with  no  major  impact  on 
survival.  A new  orientation  toward  systemic  therapy 
with  combination  chemotherapy  has  led  to  major 
palliation  and  prolonged  survival  with  a five-drug 
regimen.  In  a series  of  25  consecutive  patients,  re- 
sponses were  observed  in  80  percent  of  patients,  and 
more  than  half  were  complete  responses.  Median 
survival  has  not  been  reached  at  ten  months.  Central 
nervous  system  relapse,  a common  site  in  previous 
series,  has  not  been  observed  to  date,  and  it  is  pro- 
posed that  the  nitrosourea  and  SMI)  (supra  maximal 
dose)  methotrexate  may  be  effectively  controlling  this 
site  of  disease  because  of  the  unique  capability  of 
CNS  transit  for  both  drugs. 


corporated  patients  with  extrathoracic  disease,  as 
well  as  disease  limited  to  the  chest.  Nonetheless, 
five-year  survival  or  cure  is  rarely  achieved.  The 
reasons  for  the  inability  to  substantially  improve 
survival  in  patients  with  even  limited  disease  by  local 
t herapy  modalities,  such  as  surgery  and  radiothera- 
py, are  related  to  the  intrinsic  behavior  of  the  tumor 
to  metastasize  early. 

Natural  history 

Oat-cell  carcinoma  of  the  lung  mimics  the  lym- 
phomas in  a number  of  ways,  including  the  typical 
roentgenographic  appearance  of  the  primary  tumor 
(Fig.  1).  Furthermore,  the  common  association  of 
oat-cell  carcinoma  with  dissemination  to  the  bone 
marrow  and  to  the  CNS  (central  nervous  system)  is 
a typical  feature  of  many  of  the  lymphomatous  dis- 
orders. Abeloff  et  al. 10  found  30  percent  of  patients 
had  bone-marrow  involvement,  and  this  complica- 
tion may  approach  50  percent  in  patients  routinely 
screened  by  bone-marrow  biopsy.  CNS  metastases 
are  present  at  initial  diagnosis  in  10  percent,  but  in 


TABLE  I.  Six  series  of  unselected  patients  with 
oat  cell  carcinoma  re:  survival  at  five  years 


Series 

(Ref- 

erence) 

Year 

Total 

Cases 

Percent 

Resected 

Five- 

Year 

Sur- 

vival 

1 

1953 

90 

16 

1 

2 

1955 

121 

9 

1 

3 

1962 

386 

7 

2 

4 

1964 

23 

0 

5 

1967 

21 

0 

6 

1969 

138 

5 

2 
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TABLE  II.  Three  series  of  selected  patients  with  oat  cell  carcinoma  with  limited  disease  (thorax  only) 


Series 

Total 

Cases 

Therapy 

Median 

Survival 

(days) 

Alive  at 
2 Years 
(percent) 

Alive  at 
5 Years 
(percent) 

Ref- 

erence 

Medical  Research 

144 

Surgery  vs.  radiation 

199 

10 

4 

7 

Council 

London  Hospital 

155 

Surgery 

284 

32 

18 

8 

Middlesex  Hospital 

29 

Preoperative  radiation 

24 

9 

FIGURE  1.  Oat-cell  carcinoma  of  lung  mimics  lymphomas 
such  as  this  appearing  in  primary  tumor. 


autopsy  series  50  percent  have  seeding  of  the  cerebral 
or  meningeal  surfaces. 

Another  important  aspect  of  the  natural  history 
of  oat-cell  carcinoma  is  the  rapid  growth  rate  of  the 
tumor.  In  a study  by  Muggia,  Krezoski,  and  Han- 
sen,11 the  labeling  index  of  a variety  of  tumor  sites 
was  evaluated  as  a reflection  of  the  growth  rate.  In 
acute  leukemia  the  labeling  index  rarely  exceeds  6 per 
cent,  in  comparison  with  a growth  fraction  as  high  as 
22  per  cent  in  oat-cell  carcinoma,  indicating  a major 
proliferative  thrust  for  this  tumor  which  is  reflected 
in  the  median  survival  of  1.2  months. 

The  derivation  of  oat-cell  carcinoma  from  neu- 
roectodermal tissue  and  the  presence  of  secretory 
granules  observed  by  electron  microscopy  explains 
the  common  association  of  this  tumor  with  the  par- 
aneoplastic syndromes.  Secretion  of  hormonal 
substances  may  occur  in  up  to  30  percent  of  patients, 
resulting  in  the  inappropriate  antidiuretic  hormone 
(AI)H)  syndrome,  Cushing’s  syndrome,  and  hyper- 
calcemia. In  addition,  secretion  of  growth  hormone 
and  other  substances,  without  secondary  clinical 
effects,  is  not  uncommon.  This  characteristic  of  the 
small-cell  carcinomas  is  important  in  that  such 
substances  may  serve  as  a tumor  marker  to  evaluate 
the  effectiveness  of  therapy. 

Radiation  therapy 

The  curative  role  of  radiation  therapy  is  limited  as 
reflected  in  the  poor  5-  and  10-year  survival  rates  in 
the  Medical  Research  Council  trials.712  Although 


the  primary  tumor  is  initially  responsive  to  many 
therapies,  the  patterns  of  relapse  indicate  that  local 
control  is  inadequate,  with  recurrence  uniformly 
observed  in  the  sites  of  the  previous  disease.  A se- 
lected series  of  five  therapeutic  trials  involving  ra- 
diation therapy  variably  employed,  either  in  con- 
comitant application  with  chemotherapy  or  following 
an  initial  period  of  treatment  with  drugs,  are  listed 
in  Table  III. 13-16  Two  of  the  series,  in  addition, 
employed  CNS  radiation  to  attempt  to  eradicate 
CNS  disease  in  a preclinical  setting.  It  should  be 
noted  that  in  all  five  series  a high  rate  of  complete 
response  was  achieved.  This  is  in  contrast  to  the 
reported  series  in  which  chemotherapy  is  employed 
without  radiation,  which  will  be  discussed.  In  the 
series  treated  by  Ralph  Johnson,  M.D.,13  at  the  Na- 
tional Cancer  Institute,  the  median  survival  rate  for 
patients  with  disease  limited  to  the  chest  is  projected 
beyond  seven  months,  and  even  in  patients  with  ex- 
tensive disease,  survival  approaches  12  months. 
Similarly,  in  the  series  by  Abeloff  et  al.10  in  the  six 
patients  achieving  complete  response  with  the 
combined  modalities  of  radiation  and  the  combina- 
tion of  bis-nitrosourea  (BCNU),  cyclophosphamide 
(Cytoxan),  vincristine,  and  procarbazine  hydro- 
chloride chemotherapy,  no  patient  has  relapsed,  with 
a maximum  follow-up  approaching  one  year.  These 
series  emphasize  the  importance  of  achieving  a 
complete  response.  For  patients  achieving  a partial 
response,  the  median  survival  rate  is  no  better  than 
that  of  the  nonresponders. 

Chemotherapy 

The  systemic  nature  of  the  disease,  with  early 
widespread  dissemination,  indicates  a crucial  and 
primary  role  for  the  use  of  chemotherapy.  Selawry 
et  al.17  have  reviewed  the  effectiveness  of  a variety 
of  chemotherapeutic  agents  in  the  treatment  of 
oat-cell  carcinoma  (Table  IV).  Major  activity  has 
been  demonstrated  for  the  alkylating  agents,  as  well 
as  for  the  nitrosoureas,  and  more  recently  for  adri- 
amycin.  Employed  as  single  agents,  these  drugs  can 
achieve  regression  of  disease  in  upward  of  40  percent 
of  patients.  Combinations  of  the  known  active  agents 
have  increased  the  ability  to  induce  regression  of 
disease  in  upward  of  80  percent  of  patients.  Fur- 
thermore, complete  regression  is  increasing  in  direct 
proportion  to  the  use  of  mult  idrug  regimens.  To  il- 
lustrate the  number  of  ongoing  clinical  trials  of 
multiple-drug  regimens  in  oat-cell  carcinoma,  seven 
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TABLE  III.  Selected  series  of  radiation  therapy 
programs  employed  with  chemotherapy 


Radiation 

Drug 

Combination 

Com- 

plete 

Re- 

sponse 

Rate 

Median 

Survival 

(months)* 

Ref- 

er- 

ence 

Con- 

ADR  + CTX 

20  of 

5 to 

13 

comitantt 

+ VCR 

21 

7 + 

Central*  ** 

ADR  + CTX 
+ VCR  + 
BCG 

17  of 
29 

12+ 

14 

Variable 

CCNU  + 
CTX  + 
VCR 

9 of 
19 

10+ 

15 

Central** 

MTX  + CTX 
+ VCR 

13  of 
18 

16 

Central** 

BCNU  + 
CTX  + 
VCR  + 
PCZ 

8 of 
24 

8+ 

10 

* Disease-free  survival, 
t Plus  prophylactic  CNS  radiation. 

**  Radiation  introduced  following  initial  drug  therapy:  ADR 
adriamycin;  CTX  = cyclophosphamide:  VCR  = vincristine;  CCNU 
or  BCNU  = nitrosourea;  MTX  = methotrexate;  PCZ  = procarba- 
zine; BCG  = bacillus  calmette-Guerin. 


TABLE  IV.  Objective  response  of  small-cell  carcinoma 


Number 


Drug 

Percent 

Responses 

of  Patients 
Treated 

1-Methy  1-1 -nitrosourea 

78 

18* 

Procarbazine 

67 

12 

Cyclophosphamide 

50 

120 

Methotrexate 

50 

20 

Mechlorethamine 

39 

51 

Hexamethylmelamine 

36 

67 

Adriamycin 

29 

17 

BCNU 

20 

15 

Busulfan 

18 

17 

CCNU 

13 

15 

Bleomycin 

0 

24 

* Includes  large-cell  anaplastic  carcinoma. 


completed  trials  were  selected  (Table  V).17  23  The 
central  drug  serving  as  a backbone  for  the  majority 
of  such  regimens  is  cyclophosphamide  (CTX).  The 


importance  of  this  alkylating  agent  is  to  be  empha- 
sized in  contrast  to  the  use  of  alternative  alkylating 
drugs,  such  as  nitrogen  mustard,  which  appear  to  be 
less  effective.  The  nitrosoureas  were  employed  in 
combination  with  cyclophosphamide  in  five  of  these 
trials.  There  are  actually  five  nitrosourea  com- 
pounds in  clinical  trial  (Fig.  2).  The  fifth  drug,  not 
shown,  is  chlorozotocin,  which  is  still  in  develop- 
mental trials.  Only  one  of  the  four,  CCNU,  is 
available  for  general  clinical  use.  These  drugs  have 
the  unique  feature  of  being  lipid  soluble  and  trans- 
portable into  the  central  nervous  system.  Therefore, 
the  nitrosoureas  have  the  capability  of  being  effective 
against  a tumor  that  may  be  present  in  the  pharma- 
cologic sanctuary.  The  total  response  rate  is  sub- 
stantial with  all  the  drug  regimens,  but  particularly 
in  those  regimens  where  adriamycin  is  employed. 
Adriamycin  is  an  anthracycline  antibiotic  with  a 
broad  spectrum  of  activity  in  a large  number  of  tu- 
mors, including  sarcomas,  breast  cancer,  and  hema- 
tologic malignant  conditions,  and  is  unique  in  the 
apparent  synergism  developed  when  employed  in 
combination  with  cyclophosphamide.  The  median 
survival  rate  in  patients  treated  with  these  combi- 
nations is  substantial,  approaching  eight  months  in 
a group  of  patients  in  whom  median  survival  pre- 
viously has  been  one  to  two  months. 

Future  prospects  and  trends 

The  major  thrust  of  clinical  trials  is  directed  at 
defining  the  optimum  method  of  interdigitation  of 
radiation  and  chemotherapy.  Three  critical  issues 
are:  (1)  therapeutic  approach  to  the  pharmacologic 
sanctuary  (CNS),  (2)  reduction  in  recurrence  rate, 
and  (3)  development  of  new  cytotoxic  agents,  to 
augment  the  radiotherapy  effect  locally  and  to  in- 
crease the  selectivity  of  drugs  for  tumor  cells. 

The  prophylactic  therapy  of  the  central  nervous 
system  is  an  integral  part  of  clinical  research  in  the 
therapy  of  oat-cell  carcinoma.  Two  of  the  five 
ongoing  combined  modality  therapy  programs  em- 
ploy prophylactic  radiation  therapy  to  the  brain. 
Chemotherapeutically,  the  nitrosoureas  are  a com- 
mon essential  component  of  drug  therapy,  based  at 


TABLE  V.  Multi-drug  combination  chemotherapy  programs  in  relation  to  complete  response  (CR)  rate  and  survival 


Drug  Combination 

Total 

Number 

Patients 

Number  of 
Responses 
(CR) 

Percent 

Responses 

Median 

Survival 

(Months) 

Reference 

CCNU  + CTX  . . . 

83 

37  (10) 

44 

4.8 

17 

CCNU  + CTX  + MTX 

30 

16  . . . 

53 

8.3 

18 

ADR  + CTX  + DTIC 

13 

10  . . . 

79 

19 

ADR  + CTX  + VCR 

27 

22  (5) 

81 

8.8 

20 

BLEO 

CCNU  + CTX  + VCR 

15 

9 . . . 

60 

7.6 

21 

BLEO 

BCNU  + CTX  + VCR 

31 

18  (3) 

60 

6+ 

22 

PCZ 

BCNU  + CTX  + VCR 

19 

10  (1) 

52 

23 

PCZ 

MTX 
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FIGURE  3.  Tactical  relationship  of  drug  administration  and 
radiation  depicted  in  schema  of  treatment  program. 
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NO 

FIGURE  2.  Nitrosoureas  in  clinical  trial.  Only  CCNU 
available  for  general  clinical  use.  These  four  drugs  lipid 
soluble  and  transportable  into  the  CNS. 


least  partially  on  the  rationale  that  the  drug  passes 
the  blood-brain  barrier.  High-dose  methotrexate 
with  citrovorum  factor  rescue  is  another  such  pro- 
gram. High-dose  methotrexate  has  a demonstrated 
ability  to  pass  the  blood-brain  barrier  and  is  an  active 
drug  in  the  treatment  of  systemic  disease.  With 
increasing  duration  of  life  following  effective  therapy, 
the  likelihood  of  developing  metastases  to  the  brain 
increases.  The  effectiveness  of  prophylactic  mea- 
sures to  prevent  CNS  metastases  has  yet  to  be  es- 
tablished unequivocally  by  any  of  the  ongoing  trials, 
but  there  are  suggestive  t rends  in  the  direction  of  a 
decreasing  incidence  of  CNS  disease. 

A combined  modality  program  integrating  a mul- 
tiple-drug regimen  capable  of  inducing  a major  pro- 
portion of  complete  responses  and  integrated  with 
radiation  therapy  to  maximize  the  local  tumor  con- 
trol has  been  developed.  The  program  involves  the 
application  of  high-dose  methotrexate  with  citro- 
vorum factor  rescue  as  a primary  therapeutic  mod- 
ality which  is  interdigitated  with  cyclophosphamide 
and  adriamycin  which,  as  mentioned  before,  is  a 
synergistic  combination  in  many  animal  and  human 
tumor  systems.  The  high-dose  methotrexate  pro- 
gram is  attended  with  little  or  no  myelosuppression 
and,  therefore,  can  be  added  to  the  cyclophos- 


phamide-adriamycin combination  with  minimal 
toxicity  and  without  sacrifice  of  the  dosage  of  the 
latter.  The  tactical  relationship  of  drug  adminis- 
tration and  radiation  is  depicted  in  the  schema  of  the 
treatment  program  (Fig.  3).  Chemotherapy  is 
maintained  during  the  time  of  radiation  therapy  to 
maintain  control  of  systemic  disease.  In  addition, 
it  is  well  established  that  adriamycin  is  a radiation 
sensitizer  and,  as  such,  one  could  anticipate  aug- 
mentation of  the  local  radiation  effect.  Such  ra- 
diation sensitization  is  reflected  in  the  normal  tissues, 
in  that  a high  incidence  of  esophageal  stricture  and 
inflammatory  esophagitis  has  been  seen  in  this,  as 
well  as  in  other  programs  employing  a combination 
of  adriamycin  and  radiation  to  the  upper  thorax.24 
Subsequent  to  achieving  maximum  tumor  response, 
and  after  administration  of  the  maximum  allowable 
dose  of  adriamycin,  one  of  the  nitrosoureas  is  added 
to  the  regimen. 

Preliminary  results  of  remission  induction  in  this 
program  show  that  the  activity  is  comparable  to  other 
ongoing  trials.  The  durability  or  longevity  of  disease 
control  will  require  longer  follow-up. 

Summary 

New  treatment  programs  for  oat-cell  carcinoma 
are  definitively  demonstrating  increased  survival 
over  that  achieved  with  radiation  therapy  or  surgical 
therapy  alone.  Although,  at  present,  the  improve- 
ment in  survival  is  still  measured  in  mont  hs,  a small 
proportion  of  patients  have  extended  periods  beyond 
years  of  cont  rol.  This  review  represents  a progress 
report  in  the  development  of  therapeutic  approaches 
to  oat-cell  carcinoma  and,  although  definitive  cur- 
ability has  not  been  established,  the  extension  of 
median  survival  from  1.6  months  to  12  months  is 
encouraging. 
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ers. 

— When  pneumonia  occurs  postoperatively  it  is  usually 
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of  those  who  are  not  already  colonized  (Johanson,  W.  G., 
et  al.:  Nosocomial  respiratory  infections  with  gram- 
negative  bacilli:  the  significance  of  colonization  of  the 
respiratory  tract.  Ann.  Int.  Med.  77:  701  (1972)). 

— The  mortality  of  patients  with  Pseudomonas  pneumonia 
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in  intensive  care  is  75  percent  as  compared  with  35  per- 
cent from  other  bacterial  pneumonias  (Stevens,  R.  N., 
et  al.:  Pneumonia  in  an  intensive  care  unit:  a thirty 
month  experience,  Arch.  Int.  Med.  134:  106  (1974)). 

— The  higher  the  dose  of  an  antibiotic  and  the  broader  its 
antibacterial  spectrum,  the  more  likely  is  it  that  the 
patient  will  develop  nosocomial  superinfection  (Louria, 
D.  B.,  et  al.:  The  effects  of  four  antimicrobial  drug 
regimens  on  sputum  superinfection  in  hospitalized  pa- 
tients, Am.  Rev.  Respir.  Dis.  85:  649  (1962)). 

— Gastrointestinal  absorption  of  most  of  the  tetracyclines 
may  be  significantly  impaired  by  oral  administration  of 
salts  of  iron  (both  ferrous  and  ferric  ions),  aluminum, 
copper,  nickel,  cobalt,  zinc,  and  magnesium.  Milk  and 
most  antacids  act  similarly.  Large  doses  of  riboflavin 
may  impair  the  action  of  tetracycline. 

— Orally  administered  sulfonamides  may  limit  the  ab- 
sorption of  oxacillin  given  by  this  route. 

— Many  antimicrobial  agents  are  unstable  or  are  inacti- 
vated by  other  drugs  in  solutions  for  intravenous  use. 
For  this  reason,  intravenous  administration  of  more  than 
one  drug  at  a time  should  be  avoided,  and  piggy-back 
infusions  are  therefore  preferred.  The  latter  will  also 
achieve  higher  blood  level  peaks  which  enhance  the  ef- 
fectiveness of  antibiotics. 

— In  general,  resistance  to  antibiotics  does  not  emerge  until 
at  least  7 to  10  days  after  institution  of  drug  therapy  in 
optimal  doses.  This  occurs  more  often  with  the  use  of 
bacteriostatic  durgs.  Superinfection  occurs  most  often 
on  the  fourth  or  fifth  day  of  treatment  and  with  an  or- 
ganism which  is  more  difficult  to  treat  than  the  initial 
infecting  one. 
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The  recent  introduction  of  three  new  NSAID 
(nonsteroidal  anti-inflammatory  drugs)  raised  many 
questions  about  their  merits  and  adverse  effects 
relative  to  each  other  and  to  ibuprofen,  which  had 
been  in  general  use  for  more  than  a year.  A pro- 
spective survey  of  all  patients  treated  by  three 
practicing  rheumatologists  over  a six-month  period 
with  naproxen,  tolmetin,  fenoprofen,  and  ibuprofen 
was  initiated  to  obtain  such  information. 

Methods 

All  patients  receiving  the  four  NSAID  after  March 
20,  1976,  were  included  in  the  survey.  At  the  be- 
ginning of  treatment  information  on  each  patient  was 
entered  on  a file  card.  After  discontinuation  of  the 
drug  the  card  was  completed,  with  a subjective 
evaluation  of  efficacy  and  a description  of  adverse 
effects.  The  reason  for  discontinuation  was  noted 
in  one  of  three  categories:  (1)  insufficient  benefit; 
(2)  adverse  reaction;  and  (3)  no  longer  required.  A 
separate  card  was  completed  if  another  drug  was  used 
subsequently.  At  the  completion  of  the  survey, 
October  1,  1976,  information  was  collected  from  pa- 
tients who  continued  to  take  the  drugs.  All  data 


r Dose  (mg.) N 

Drug  Initial  Final 


Naproxen 

649 

667 

Tolmetin 

1,250 

1,244 

Fenoprofen 

2,246 

2,247 

Ibuprofen 

1,827 

1,959 

TABLE  II. 

Results  of  treatment 

r Drug ^ 

Feno-  Ibu- 

Patients  Naproxen  Tolmetin  profen  profen 


Number  treated 

300. 

149 

102 

74 

RA 

146 

* 

76 

67 

40 

DJD 

123 

48 

23 

29 

Other 
Percent  im- 

31 

47 

25 

59 

12 

47 

5 

51 

proved* 

RA 

35 

50 

46 

55 

DJD 

Percent  insuffi- 

57 

37 

69 

22 

52 

33 

44 

36 

cient  bene- 
fit 

RA 

46 

24 

33 

35 

DJD 

Percent  no 

27 

3 

21 

5 

35 

2 

41 

3 

longer  re- 
quired 

Percent  discon- 

15 

24 

30 

18 

tinued  for 

adverse 

reaction 

RA 

16 

32 

33 

15 

DJD 

14 

17 

26 

17 

* Includes  patients  improved  but  discontinued  for  adverse  reac- 
tion. 


collected  and  judgments  of  efficacy  were  made  by  the 
three  participating  rheumatologists.  No  constraints 
were  placed  on  indications,  doses,  or  duration  of 
treatment.  Every  effort  was  made  to  monitor 
transactions  in  the  ambulatory  practice  setting  in  an 
unobtrusive  manner. 

Statistical  analysis  was  performed  by  the  chi- 
square  test,  with  correction  for  continuity. 

Results 

During  a period  of  six  months,  487  patients  re- 
ceived 625  courses  of  treatment  with  one  or  more 
NSAID.  Twelve  additional  cases  were  eliminated 
because  of  incomplete  information.  In  no  instance 
were  two  drugs  given  simultaneously.  Two  different 
NSAID  were  given  in  90  cases,  three  in  19  cases,  and 
four  in  one  case.  There  were  329  courses  of  treat- 
ment for  RA  (rheumatoid  arthritis),  223  for  DJD 
(degenerative  joint  disease),  and  73  for  various  other 
conditions  including  juvenile  rheumatoid  arthritis, 
ankylosing  spondylitis,  Reiter’s  syndrome,  gout, 
pseudogout,  bursitis,  and  fibrositis.  Table  I shows 
the  mean  doses  of  each  drug  at  the  beginning  and  end 
of  a course  of  treatment.  Neither  the  initial  nor  the 
final  dose  correlated  with  efficacy  or  the  frequency 
and  type  of  adverse  effects. 
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TABLE  III.  Types  of  adverse  reaction 


All  patients  treated  for  rheumatic  diseases  with  na- 
proxen (Naprosyn),  tolmetin  (Tolectin) , fenoprofen, 
(Naif on)  and  ibuprofen  (Motrin)  by  three  rheuma- 
tologists in  a clinical  practice  setting  were  monitored 
for  adverse  effects  and  for  efficacy,  based  on  the 
physician’s  subjective  evaluation.  In  one  thera- 
peutic course  out  of  five,  the  drugs  were  discontinued 
for  adverse  effects.  In  rheumatoid  arthritis  one  third 
of  the  cases  treated  with  tolmetin  and  fenoprofen 
were  terminated  most  frequently  with  gastrointes- 
tinal symptoms.  This  was  significantly  greater  than 
with  naproxen  and  ibuprofen.  One  half  of  the  pa- 
tients improved  symptomatically.  Tolmetin  had  the 
highest  rating  for  efficacy,  particularly  for  degener- 
ative joint  disease,  however  this  was  not  significantly 
superior  to  the  other  drugs. 


Nature 
of  Reaction 

r 

Na- 

proxen 

Drug  (Percent) 
Tol-  Feno- 

metin  profen 

Ibu- 

profen 

Number  of  pa- 

300 

149 

102 

74 

tients  treated 

Gastrointestinal* 

45 

35 

29 

9 

(15) 

(23.5) 

(28.4) 

(12.2) 

Central  nervous 
systemt 

10 

(3.3) 

6 (4) 

8 (7.8) 

5 (6.8) 

Fluid  retention 

4 (1.3) 

4 (2.7) 

6 (5.9) 

4 (5.4) 

Rash  and 

3 (1) 

1 (0.1) 

3 (2.9) 

1 (1.4) 

pruritis 

Other** 

6(2) 

1 (0.1) 

7 (6.9) 

1 (1.4) 

* Includes  nausea,  vomiting,  diarrhea,  abdominal  pain,  dyspep- 
sia. and  anorexia. 

T Includes  dizziness,  headache,  confusion,  and  affective  disor- 
ders. , 

**  Includes  dysuria.  stomatitis,  and  epistaxis. 

A course  of'  treatment  was  terminated  because  of 
insufficient  benefit  in  206  instances,  with  a median 
duration  of  treatment  of  six  weeks.  In  only  24  of 
these  was  the  drug  given  for  less  than  two  weeks,  with 
discontinuation  because  of  a worsening  clinical  state 
in  16. 

The  percentage  of  patients  who  improved  while 
receiving  each  drug  is  shown  in  Table  II.  Favorable 
results  were  more  frequent  in  DJD  than  in  RA  except 
with  ibuprofen.  Tolmetin,  with  an  incidence  of  69 
percent,  and  naproxen,  with  an  incidence  of  57  per- 
cent, had  the  highest  proportion  of  DJD  patients 
judged  to  have  improved;  ibuprofen,  with  an  inci- 
dence of  55  percent,  and  tolmetin,  with  an  incidence 
of  50  percent,  yielded  more  favorable  results  in  the 
RA  patients.  However,  on  statistical  analysis,  none 
of  these  differences  was  significant. 

In  3 percent  of  the  therapeutic  courses,  treatment 
was  discontinued  because  the  medication  was  no 
longer  required  or  for  other  reasons  unrelated  to  lack 
of  efficacy  or  adverse  effects.  Three  patients  found 
the  cost  excessive.  Four  patients  discontinued  na- 
proxen because  of  disturbing  reports  in  the  news 
media. 

Twenty  percent  of  the  therapeutic  courses  were 
terminated  for  adverse  reactions,  more  frequently  in 
RA,  23  per  cent,  than  in  DJD,  16  percent,  but  the 
difference  was  not  significant.  In  all  patients  feno- 
profen was  discontinued  more  often  for  adverse  re- 
actions than  were  the  other  drugs  (p  < 0.01).  In  RA, 
fenoprofen  and  tolmetin  were  each  stopped  for  ad- 
verse effects  with  equal  frequency  and  more  often 
than  ibuprofen  and  naproxen  (p  < 0.02).  Other 
patients  experienced  reactions  which  did  not  require 
discontinuation.  These  are  included  in  Table  III, 
which  shows  the  total  number  of  adverse  effects  in 
various  categoric.  Some  patients  had  more  than 
one  side -effect.  The  relative  proportion  of  reactions 
in  various  categories  was  similar  for  all  of  the  drugs. 
Gastrointestinal  symptoms,  largely  minor  and  re- 
versible, w’ere  the  most  common.  Four  patients,  two 
using  tolmetin  and  two  using  naproxen,  had  upper 
gastrointestinal  hemorrhage,  but  in  each  case  this 


might  have  been  related  to  preexisting  disease  or 
concurrent  treatment  with  corticosteroids.  Central 
nervous  system  symptoms  and  fluid  retention  were 
seen  with  all  of  the  drugs  but  somewhat  more  fre- 
quently with  fenoprofen  and  ibuprofen.  Dysuria, 
disappearing  with  discontinuation  of  drugs,  was 
noted  in  five  patients  with  fenoprofen  and  once  each 
with  tolmetin  and  naproxen. 

In  38  courses  of  treatment  the  NSAID  were  given 
in  addition  to  regular  doses  of  salicylates.  Five  of 
these  patients  had  gastrointestinal  reactions  and 
three  had  other  side-effects,  a frequency  which  was 
somewhat  lower  than  in  the  entire  population. 
Moreover,  in  most  of  these  cases  the  adverse  symp- 
toms disappeared  with  discontinuation  of  the 
NSAID.  None  of  the  patients  with  gastrointestinal 
hemorrhage  was  taking  salicylates. 

Comment 

Prior  to  their  introduction,  all  of  the  NSAID  were 
shown  to  be  superior  to  placebo  and  approximately 
equivalent  to  acetylsalicylic  acid  in  analgesic  and 
anti-inflammatory  action,  with  fewer  adverse  ef- 
fects.1 Only  a few  studies  comparing  the  new 
NSAID  have  been  performed.  In  a short-term 
double-blind  trial.  Huskisson  et  al.2  found  naproxen 
and  ibuprofen  to  be  slightly  more  effective  than 
fenoprofen  and  ketoprofen,  which  is  not  yet  approved 
in  the  United  States.*  Naproxen  had  fewer  side- 
effects  than  ibuprofen  and  was  selected  most  often, 
34  percent  of  the  time,  by  patients  as  the  preferred 
drug.  In  a single-blind  crossover  trial  Reynolds  and 
Whorwell3  found  naproxen  to  be  preferred  over 
fenoprofen  and  ibuprofen  in  RA.  In  these  and  other 
studies  of  NSAID,  pain  relief  and  patient  preference 
have  been  found  to  be  more  sensitive  discriminants 
than  objective  measurements.4  With  the  technique 

* Since  the  manuscript  was  submitted,  fenoprofen  has  been 
approved  bv  the  FDA  for  the  treatment  of  DJD. 
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of  prospective  monitoring  reported  here,  information 
on  pain  relief  and  adverse  effects  can  be  obtained 
conveniently  on  large  numbers  of  patients.  The 
same  approach  has  been  used  successfully  for  inpa- 
tient monitoring  by  the  Boston  Collaborative  Drug 
Surveillance  Program.5  It  does  not  replace  the 
double-blind  trial,  but  conforms  more  readily  to  the 
variability  of  patient  selection,  dose,  and  duration  of 
treatment  encountered  in  clinical  practice. 

This  survey  was  undertaken  to  learn  about  the 
prescribing  patterns  and  therapeutic  impressions  of 
rheumatologists  in  an  ambulatory  practice  setting, 
during  the  first  six  months  after  three  of  the  drugs 
were  approved  for  general  use.  Naproxen  was  used 
twice  as  often  as  any  of  the  other  NSAID,  probably 
because  its  long  duration  of  action  allows  the  con- 
venience of  twice  daily  dosage.  Although  the  drug 
ranked  lowest  in  adverse  reactions  it  was  also  lowest 
in  efficacy,  particularly  for  RA,  even  though  the  av- 
erage dose,  649  mg.,  was  in  excess  of  the  recom- 
mended starting  dose  of  500  mg.  Tolmetin  was  the 
second  most  often  prescribed  NSAID  and  ranked 
highest  in  efficacy,  but  was  discontinued  frequently 
for  adverse  reactions  in  spite  of  a mean  dose  which 
approximated  the  recommended  one.  It  was  not 
superior  to  ibuprofen  in  RA,  but  performed,  partic- 
ularly well  in  D-JD.  However,  we  would  emphasize 
that  the  use  of  tolmetin,  fenoprofen,  and  naproxen 
for  conditions  other  than  RA  has  not  yet  been  ap- 
proved by  the  Food  and  Drug  Administration  and 
must  he  regarded  as  experimental.  Although  ibu- 
profen is  the  only  new  NSAID  specifically  approved 
for  use  in  DJD,  the  other  three  agents  were  used  more 
frequently,  suggesting  that  the  recommended  indi- 
cations may  have  limited  influence  in  actual  practice. 
Presumably,  the  treatment  of  many  patients  with 
ibuprofen  prior  to  the  survey  accounted  for  the  rel- 
ative infrequency  of  its  use.  Ibuprofen  may  have 
been  prescribed  in  somewhat  larger  starting  doses 
than  originally  recommended  because  of  the  reported 
superiority  in  RA  of  a 2,400-mg.  daily  dose  to  1,600 
mg.6  Fenoprofen  was  not  inferior  to  the  other  agents 
but  had  the  highest  rate  of  discontinuation  for  ad- 
verse reactions,  30  percent. 

Although  adverse  reactions  were  common,  most 
did  not  result  in  serious  morbidity  and  disappeared 


promptly  with  discontinuation  of  the  drugs.  No 
relationship  to  drug  dose  could  he  demonstrated. 
Almost  two  thirds  of  these  side-effects  were  gas- 
trointestinal; central  nervous  system  symptoms, 
particularly  dizziness,  ranked  second.  Fluid  reten- 
tion was  documented  in  only  3 percent  of  the  courses 
of  treatment,  but  it  is  likely  that  only  the  most  fla- 
grant examples  were  identified,  since  weights  were 
not  recorded  as  a part  of  the  study.  It  must  be  pre- 
sumed that  many  patients  with  concurrent  cardio- 
vascular disease  are  now  receiving  NSAID  and  that 
clinically  significant  alterations  in  fluid  balance  will 
occur,  but  the  dimensions  of  this  problem  are  unclear 
at  the  present  time.' 

On  balance,  none  of  the  NSAID  appears  to  be 
clearly  preferable  to  the  others.  Since  several  ad- 
ditional NSAID  are  likely  to  be  introduced  in  the 
near  future,1  standard  double-blind  studies  com- 
paring two  or  more  agents  will  be  increasingly  com- 
plex and  arduous.  Although  prospective  monitoring 
is  a convenient  screening  method,  it  is  clearly  an  in- 
ferior technique  for  t he  evaluation  of  relative  efficacy, 
because  the  treatment  groups  are  not  selected  at 
random  and  because  open  evaluations  permit  ob- 
server bias.  However,  its  use  on  a larger  scale  may 
yield  valuable  information  on  adverse  effects  and 
interactions  both  with  other  drugs  and  patient  vari- 
ables. 

State  University  Hospital 
750  E.  Adams  Street 
Syracuse.  New  York  18210 
(DR.  FINALS) 
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Direct  myocardial  electrode  implantation  has 

emerged  as  an  important  method  for  permanent 
cardiac  pacing.1  The  introduction  of  the  sutureless 
myocardial  lead  (Medtronic  6917)  in  1972  has  been 
singularly  responsible  for  the  increase  in  epicardial 
pacing.2  1 This  unique  lead  is  characterized  by  a 
corkscrew  electrode  that  is  easily  torqued  to  the 
myocardium  through  a limited  thoracotomy  without 
the  need  for  sutures. 

An  optimal  electrode  insertion  site,  a prerequisite 
for  myocardial  lead  installation,  was  determined  by 
precise  electrophysiologic  studies.  An  especially 

* By  invitation. 


Thoracic  Surgery  was  held  on  November  18, 1976,  at 
the  University  Club,  New  York  City. 

The  following  report  will  be  given  in  its  entire- 
ty. 


FIGURE  1.  Myocardial  testing  electrode.  Testing  electrode 
located  at  distal  end  (right)  of  lightweight  plastic  rod.  It  is  6 
mm.  in  length  with  surface  area  and  metallic  constituents 
similar  to  sutureless  “screw-in”  electrode. 

designed  MTE  (myocardial  testing  electrode)  was 
utilized  to  test  a variety  of  myocardial  sites  to  de- 
termine which  site  offered  the  lowest  stimulation  and 
highest  sensing  measurement  for  electrode  implan- 
tation. 

Materials  and  methods 

Patient  material.  Our  experience  utilizing  the 
MTE  includes  62  patients,  52  of  whom  had  right 
ventricular  implantations  and  10  left  ventricular. 
The  former  group  consisted  of  28  females  and  24 
males  whose  ages  ranged  from  45  to  76  years.  The 
latter  group  of  10  consisted  of  9 males  and  1 female, 
ages  67  to  80. 

Description  of  MTE.  The  MTE  consists  of  a 
nickel-plated  brass  rod  which  terminates  in  a plati- 
num/iridium testing  electrode  (Fig.  1).  The  Tef- 
lon-insulated needle  approximates  both  the  electrode 
surface  area,  12  mm.2,  and  depth  of  penetration,  6 
mm.  of  the  Medtronic  Model  6917  sutureless  myo- 
cardial electrode. 

Surgical  approach.  The  authors  employ  two 
basic  approaches,  one  for  right  ventricular  lead  im- 
plantation and  the  other  for  left  ventricular  lead 
implantation.  Exposure  of  the  lower  anterior  wall 
of  the  RV  (right  ventricle)  is  obtained  via  a trans- 
xiphisternal  incision  extended  through  the  linea  alba. 
Excision  of  the  xiphoid  permits  entering  into  the 
lower  anterior  mediastinum  and  incision  of  the  per- 
icardium. The  anterolateral  wall  of  the  left  ventricle 
is  exposed  via  an  anteroaxillary  mini,  fifth  interspace, 
thoracotomy.  The  pericardium  is  incised,  and  ex- 
posure of  the  left  ventricle  is  obtained. 


1272  New  York  State  Journal  of  Medicine/July  1977 


FIGURE  2.  Myocardial  testing  sites.  (A)  Six  areas  of  RV  for  electrophysiologic  testing  delineated.  (B)  Three  areas  of  LV 
for  electrophysiologic  testing  delineated. 


TABLE  I.  Mean  threshold  voltage,  mean  threshold 
milliamperes,  and  mean  sensing  measurement  as 
determined  with  testing  electrode  from  six  selected 
testing  sites  over  right  anterior  wall  in  52  patients* 


Area 

Mean  Threshold 

Mean  Threshold 

Mean  Sensing 

Num- 

Voltage 

Milliamperes 

Measurement 

ber 

(Volts) 

(Milliamperes) 

(Millivolts) 

1 

2.5  ± 0.71 

3.6  ± 1.05 

4.9  ± 1.16 

2 

1.3  ± 0.43 

2.1  ± 0.72 

5.6  ± 1.16 

3 

2.9  ± 0.85 

3.6  ± 0.89 

6.7  ± 1.96 

4 

2.6  ± 0.52 

3.2  ± 0.91 

4.7  ± 1.28 

5 

1.2  ± 0.22 

1.8  ± 0.40 

5.5  ± 0.99 

6 

2.5  ± 0.80 

3.5  ± 1.81 

5.0  ± 1.08 

‘Voltage  stimulation  measured  using  pulse  duration  of  0.5 
msec. 


Selection  of  testing  sites.  Right  ventricle.  Six 

areas  of  the  exposed  lower  anterior  wall  of  the  R\  are 
selected  for  electrophysiologic  measurements.  The 
areas  are  equally  distributed  between  the  AV 
(atrioventricular)  and  IV  (interventricular)  grooves, 
extending  over  two  levels  4 to  5 cm.  above  the  dia- 
phragmatic margin  and  labeled  sites  1 through  6 (Fig. 
2A). 

Left  ventricle.  Three  areas  of  the  anterolateral 
wall  of  the  LV  are  selected  for  needle  exploration. 
These  areas  extend  from  the  apex  to  approximately 
6 cm.  cephalad  with  an  arbitrary  separation  of  2 cm. 
between  each  area  and  labeled  1 through  3 (Fig. 
2B). 

Use  of  MTE.  The  MTE  is  inserted  into  each  of 
the  six  preselected  sites  of  the  RV  and  three  sites  of 
the  anterolateral  wall  of  the  LV  for  determining 
stimulation  threshold  in  volts  and  milliamperes  and 
sensing  measurements  in  millivolts. 

Stimulation  and  sensing  thresholds  are  measured 


TABLE  II.  Mean  threshold  voltage  and  current  and 
mean  sensing  measurement 


Mean  Threshold 
Voltage 

Current 

Mean  Sensing 
Measurement 

Group 

(Volts) 

(Milliamperes) 

(Millivolts) 

A* 

1.0  ± 0.16 

1.7  ± 0.36 

6.0  ± 1.10 

B+ 

0.8  ± 0.12 

1.2  ± 0.20 

7.3  ± 0.90 

‘Obtained  from  selected  single  optimal  sites  in  each  of  52  pa- 
tients as  measured  with  MTE. 

t Obtained  from  sutureless  epicardial  pacing  lead  installed  into 
optimal  sites  selected  by  MTE  in  52  patients. 

with  a constant-voltage  external  battery-operated 
pacemaker  (Medtronic  Model  5300).  A digital  dis- 
play indicates  the  current  in  milliamperes  relative  to 
the  simultaneous  voltage  requirement.  Voltage 
stimulation  is  measured  using  a pulse  duration  of  0.5 
msec.  Stimulation  threshold  is  determined  as  the 
minimum  voltage  and  current  required  to  achieve 
sustained  1:1  coupling  of  stimulus  and  ventricular 
contraction. 

The  site  ultimately  selected  for  electrode  instal- 
lation in  either  the  RV  or  LV  is  that  site  which  offers 
the  optimal  stimulatory  and  sensing  measurement. 
Immediately  following  installation  of  the  permanent 
epicardial  lead,  electrophysiologic  measurements  are 
again  performed  and  are  compared  with  those  ob- 
tained with  the  MTE  for  that  particular  site. 

The  results  of  our  electrophysiologic  studies  dis- 
closed certain  observations  which  led  to  specific 
conclusions  (Tables  I to  IV) 

Observations  and  results 

The  following  observations  and  results  were 
noted. 


July  1977/New  York  State  Journal  of  Medicine 


1273 


TABLE  III.  Mean  threshold  voltage,  mean  threshold 
amperes,  and  mean  sensing  measurement  as  determined 
with  MTE  from  three  selected  testing  sites  over 
anterolateral  left  ventricular  wall  in  10  patients 


Area 

Num- 

ber 

Mean 

Threshold 

Voltage 

(Volts) 

Mean 

Threshold 

Milliamperes 

(Milliamperes) 

Mean  Sensing 
Measurement 
(Millivolts) 

I 

2.04 

2.70 

12.50 

II 

1.66 

2.32 

10.82 

III 

1.37 

2.35 

11.40 

1.  A disparity  was  noted  in  the  stimulation  thresh- 
old requirements  and  sensing  measurements  for  each 
of  the  six  testing  sites  of  the  right  ventricular  anterior 
wall  and  three  sites  of  the  left  ventricular  anterolateral 
wall. 

2.  In  any  one  patient,  an  accurate  prediction  of  the 
optimal  pacing  site  could  not  be  determined  solely  by 
visual  inspection  of  the  heart  surface.  Healthy-ap- 
pearing  myocardium  not  infrequently  proved  unsatis- 
factory for  permanent  ventricular  pacing. 

3.  The  optimal  excitatory  thresholds,  that  is,  an 
average  less  than  1.5  v.  with  pulse  duration  of  0.5 
msec.,  using  the  MTE  in  the  lower  anterior  wall  of  the 
RV  occurred  in  93  percent  of  52  patients  in  the  midan- 
terior  areas,  or  designated  areas  2 and  5.  Area  5 was 
the  single  most  frequent  optimal  site,  with  optimal 
thresholds  occurring  in  78  percent  of  all  patients  in 
this  series  of  52,  offering  a mean  stimulation  threshold 
with  the  MTE  of  1.2  plus  or  minus  0.22  v. 

Sites  located  in  the  vicinity  of  the  AV  groove,  areas  1 
and  4,  and  IV  groove,  areas  3 and  6,  usually  offered 
stimulatory  thresholds  less  favorable  and  often  with  a 
voltage  requirement  twice  that  of  the  midright  ventric- 
ular area.  Areas  4 and  6 were  found  to  be  optimal  for 
permanent  pacing  in  only  7 percent  of  patients  who 
had  RV  electrode  installations,  and  areas  1 and  3 in 
none  of  the  patients  in  this  series  of  52. 

The  optimal  excitatory  thresholds  of  the  anterolat- 
eral wall  of  the  LV  using  the  MTE  was  found  in  60  per- 
cent of  10  patients  in  area  3,  the  lower  anterolateral 
wall,  with  a mean  stimulation  requirement  of  1.37  v. 
Area  2 was  noted  to  provide  an  optimal  site  for  pacing 
in  30  percent,  and  area  1,  4 to  6 cm.  above  the  apex  of 
the  heart,  was  found  optimal  in  only  10  percent  of  pa- 
tients. 

4.  Mean  sensing  measurements  obtained  from  the 
MTE  varied  between  4.7  to  6.7  mv.  among  the  six  sites 
of  the  RV  and  averaged  6 plus  or  minus  1.1  mv.  for  the 
selected  optimal  sites  in  52  patients.  Mean  sensing 
measurements  of  the  three  sites  of  the  anterolateral 
LV  varied  between  10  to  12.5  mv.,  and  averaged  10.5 
mv.  for  the  selected  optimal  sites. 

5.  The  average  stimulatory  threshold  after  inser- 
tion of  the  epicardial  lead  into  the  optimal  sites  for  the 
RV  was  0.8  plus  or  minus  0.12  v.  and  matched  that  of 
the  LV  derived  after  permanent  electrode  implanta- 
tion into  its  optimal  sites,  0.99  v. 

These  results  clearly  indicate  that  the  stimulato- 
ry requirement  of  the  optimal  sites  of  the  LV  and  RV 
are  approximately  equal.  This  is  at  variance  with  a 
recent  study  which  reports  lower  stimulatory  prop- 
erties in  the  LV  than  those  of  the  RV.  These  ob- 
servations were  drawn  from  animal  studies.5 


TABLE  IV.  Mean  threshold  voltage  and  current  and 
mean  sensing  measurement  in  10  patients 


Mean 

Threshold 

Voltage 

Current 

Mean  Sensing 
Measurement 

Group 

(Volts) 

(Milliamperes) 

(Millivolts) 

A* 

1.25 

2.10 

10.52 

Bt 

0.99 

1.86 

11.70 

* Obtained  from  optimal  sites  of  left  ventricle  as  measured  with 
MTE. 

t Obtained  using  sutureless  epicardial  pacing  lead  installed  with 
optimal  sites  selected  by  MTE. 

6.  The  sensing  measurements  of  the  LV  were  clear- 
ly higher  and  distinctly  advantageous  when  compared 
with  those  of  all  sites  of  the  RV.  After  permanent  lead 
implantation,  the  average  sensing  measurement  of  the 
LV  was  11.7  mv.  as  compared  with  7.3  mv.  in  the  RV. 
This  overt  disparity  in  sensing  measurement  lends 
support  to  the  LV  as  the  better  cardiac  chamber  for 
permanent  pacing.  During  chronic  epicardial  pacing, 
therefore,  loss  of  sensing  is  much  more  apt  to  occur  in 
the  right  ventricle  than  in  the  left. 

7.  Average  stimulation  and  sensing  measurements 
obtained  following  permanent  epicardial  lead  implan- 
tation were  approximately  20  to  25  percent  better 
from  both  the  RV  and  LV  than  those  measurements 
derived  from  the  MTE.  These  observations  suggest 
more  stable  electrode-myocardial  interface  of  the  per- 
manent electrode. 

Conclusion 

The  findings  of  disparate  stimulation  thresholds 
in  each  of  the  six  sites  of  the  lower  anterior  wall  of  the 
RV  and  the  three  sites  of  the  LV  anterolateral  wall 
of  the  LV  underscores  the  importance  of  precise  se- 
lection of  the  most  suitable  myocardial  site  with  use 
of  an  MTE  prior  to  permanent  electrode  implanta- 
tion. The  selection  of  an  optimal  site  is  also  appre- 
ciated since  many  of  the  sites  tested  in  either  the  RV 
or  LV  offered  excitatory  thresholds  above  the  mini- 
mum requirement  of  1.5  v. 

Another  important  argument  which  supports  the 
need  for  selecting  a site  that  offers  the  lowest  stim- 
ulation threshold  is  the  phenomenon  of  a three-  to 
fourfold  increase  in  chronic  stimulation  requirement 
as  compared  with  the  acute  stimulation  measure- 
ment. 

The  authors  conclude  that  the  technique  of  elec- 
trophysiologic  testing  is  an  invaluable  adjunctive 
procedure  for  precise  selection  of  an  optimal  site  for 
permanent  electrode  implantation.  The  technique 
is  simple,  relatively  atraumatic,  and  adds  little  to 
operating  time.  Most  significantly,  it  reduces  po- 
tential pacing  failure  by  eliminating  indiscriminate 
electrode  insertion. 
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Discussion 

E.  Foster  Conklin,  M.D.,  New  York  City.  These 
are  valuable  data,  extremely  well  presented.  This 
is  one  of  the  few  long-term  studies  of  epicardial 
pacing  using  the  screw-in  electrode.  Certainly,  ep- 
icardial pacing  has  come  a long  way  since  the  days 
that  we  all  remember,  to  our  sorrow,  where  you 
plugged  in  either  the  Chardak  thumbtack  or  later  the 
spring  coil  into  whatever  portion  of  the  right  ventricle 
came  easiest  to  hand.  Dr.  Varriale  has  put  his  finger 
on  one  of  the  major  weaknesses  of  the  pervenous 
style,  if  you  will,  of  permanent  pacemaking,  which  is 
exit  block.  It  is  extremely  frustrating  to  have  the 
catheter,  which  seems  to  be  in  good  position  and 
checks  out  by  all  the  electrical  parameters,  anywhere 
from  one  day,  three  days,  or  possibly  as  long  as  a 
month  after  implantation,  fail  usually  to  sense  and 
have  to  be  repositioned.  We  define  this  as  exit  block. 
We  try  to  distinguish  between  exit  block,  in  which  the 
fault  seems  to  be  some  deterioration  of  the  catheter 
endocardial  junction,  and  catheter  malposition,  in 
which  the  catheter  has  fallen  out  of  place.  Now,  in 
the  transvenous  method,  of  course,  we  do  not  have, 
precise  control  over  the  location.  We  can  see  what 
it  looks  like  on  the  fluoroscope,  and  on  the  postop- 
erative chest  film  we  can  see  where  we  think  it  is,  but 
we  really  do  not  have  an  absolute  guard  against  occult 
malposition  say  from  a slight  either  twisting  or 
torquing  of  the  transvenous  catheter  or  possibly  a 
minor  slippage  of  the  tie  up  in  the  neck  that  secures 
the  catheter.  I must  admit  that  three  years  ago  I 
thought  I had  a handle  on  the  whole  subject  of  exit 
block.  The  problem  was  solved  by  careful  and  pre- 
cise measurements  at  the  time  of  implantation.  We 
thought  at  that  time  that  a pacing  threshold  of  0.4 
ma.  and  a sensing  threshold  greater  than  4 v.  would 
almost  insure  permanent  catheter  stability.  Un- 
fortunately, meeting  my  own  criteria,  I have  not  al- 
tered my  own  incidence  of  exit  block  one  within  the 
last  five  years.  It  remains  about  3 to  4 percent.  The 
long-term  catheter  exit  block  complication  is  another 
3 to  4 percent  so  that  our  series  is  about  8 percent 
total.  This  has  been  somewhat  frustrating  to  me. 
Even  with  the  most  careful  threshold  measurements 
I have  been  unable  to  eliminate  this  complication.  It 
might  be,  of  course,  that  the  epicardial  method  is 
different,  but  the  one  thing  that  strikes  me  and  one 
of  the  main  differences  is  that  the  possibility  of  an 


occult  shift  in  position  of  the  catheter  is  eliminated 
by  the  epicardial  method.  I think  Dr.  Varriale  has 
made  a real  contribution  to  epicardial  pacing.  We 
have  had  no  experience  with  it  ourselves  in  something 
over  900  primary  implants.  We  have  yet  to  see  the 
patient  who  cannot  be  measured  with  the  transve- 
nous method,  but  I must  admit  that  it  may  take  us 
one  or  two  tries. 

Leo  Delaney,  M.D.,  Port  Chester,  New  York.  I 
would  like  to  know  where  Dr.  Varriale  obtains  his 
needle?  Is  it  commercially  available? 

Dr.  Varriale:  The  concept  of  the  myocardial 
testing  electrode  was  developed  by  us  four  years  ago 
with  the  assistance  of  Medtronic,  Incorporated.  It 
has  undergone  considerable  modification  since  that 
time,  and  because  it  remains  an  investigatory  tool, 
it  has  not  been  available  for  commercial  sale.  We 
expect,  however,  a finalized  testing  electrode  to  be 
marketed  in  about  six  months. 

Dr.  Delaney:  One  other  question:  have  you  seen 
the  problem  or  potential  problem  of  dislodgement? 
We  had  dislodgement  occur  once,  and  now  I have  the 
habit  of  using  two  leads,  leaving  one  capped  so  that 
three  or  four  years  later,  or  sooner  if  I have  a failure, 
it’s  a simple  matter  to  check  out  the  other  one  that 
often  works. 

Dr.  Varriale:  The  problem  of  dislodgement,  or 
more  properly  termed,  extrusion,  has  not  been  seen 
in  our  series  of  epicardial  lead  implantations.  The 
technique  of  installing  the  sutureless  lead,  if  properly 
performed,  should  afford  firm  and  secure  fixation  of 
the  electrode  to  the  myocardium.  If  this  is  coupled 
with  selection  of  an  optimal  myocardial  site  for 
pacing,  one  with  the  most  favorable  stimulatory  and 
sensing  properties,  then  we  feel  that  placement  of  a 
second  lead  is  not  necessary.  Our  experience,  which 
covers  nearly  four  years,  seems  to  justify  this  ap- 
proach. 

Robert  T.  Potter,  M.D.,  Brooklyn,  New  York. 
Dr.  Varriale  has  presented  a timely  and  well-docu- 
mented clinical  study  showing  the  benefit  and  need 
for  epicardial  mapping  with  a testing  electrode  prior 
to  the  placement  of  an  epicardial  pacemaker  elec- 
trode. A recent  patient  treated  by  Braja  Swain, 
M.D.,  and  me  supports  the  thesis  that  such  mapping 
is  an  advisable,  if  not  essential,  preamble  to  epicar- 
dial lead  placement. 

The  patient  was  a 73-year-old  woman  who  re- 
quired permanent  pacing  for  sick  sinus  syndrome. 
Transvenous  catheter  placement  into  the  apex  of  the 
right  ventricle  failed  on  repeated  occasions  because 
of  electrode  displacement.  Epicardial  pacing  was 
instituted  with  placement  of  three  sutureless  myo- 
cardial leads  sequentially  on  the  right  ventricle  be- 
cause of  difficulty  in  obtaining  a satisfactory  sensing 
measurement. 

This  indiscriminate  application  of  three  lead  in- 
stallations would  have  been  avoided  if  prior  myo- 
cardial mapping  with  a testing  elec  trode  had  been 
utilized  as  described  by  Dr.  Varriale  and  Dr.  Naclerio. 
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I look  forward  to  using  this  technique  in  the  fu- 
ture. 

Dr.  Naclerio:  I shall  close  with  three  com- 

ments: 

1.  Recently,  a colleague  of  ours  had  implanted  a 
“twist-in”  double-barbed  sutureless  electrode  into  the 
wall  of  the  left  ventricle  for  recurrent  syncope  incident 
to  heart  block.  Immediately  following  its  implanta- 
tion, he  obtained  no  sensing  measurements,  and  be- 
cause of  this,  he  elected  to  remove  it.  During  its  re- 
moval, cardiac  arrhythmias  and  significant  hemor- 
rhage occurred,  and  death  followed  rapidly. 
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In  spite  of  improvements  in  the  design  of  cuffed 
endotracheal  tubes,  complications  frequently  de- 
velop from  their  prolonged  use.  The  most  feared  and 
lethal  is  fistula  formation  between  the  trachea  and 
innominate  artery.  Initially  bleeding  is  ascribed  to 
tracheitis,  and  exsanguinating  hemorrhage  usually 
occurs  before  the  correct  diagnosis  is  made.  In  those 
patients  reaching  the  operating  room,  procedures 
which  have  resulted  in  delayed  hemorrhage  and 
death  often  are  performed.  A recent  review  of  the 
literature  revealed  only  10  long-term  survivors  from 
innominate  artery  hemorrhage  complicating  tra- 
cheostomy.1-9 

In  this  report  an  aggressive  approach  to  this  dis- 
tressing problem  is  described  with  emphasis  on  early 
diagnosis.  A definitive  method  of  management  is 
presented  with  a detailed  discussion  of  operative 
technique.  These  points  are  illustrated  by  a patient 
recently  operated  on  at  Harlem  Hospital  Center  for 
this  condition. 

Case  report 

A 32-year-old  woman  was  brought  to  Harlem 

* By  invitation. 
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2.  The  operating  surgeon  alludes  to  this  catastro- 
phe, and  painfully  states,  “if  I had  only  used  an  explor- 
ing electrode  needle  prior  to  electrode  insertion  as  ad- 
vocated by  Dr.  Naclerio  and  Dr.  Varriale,  death  would 
have  been  averted.” 

3.  Dr.  Varriale  and  I,  rarely,  if  ever,  would  think  of 
implanting  a pacing  electrode  into  the  myocardium 
without  first  performing  electrophysiologic  tests  with 
the  use  of  a myocardial  testing  electrode.  The  easy- 
to-perform  studies  quickly  help  in  the  selection  of  a 
myocardial  site  optimal  for  permanent  electrode  im- 
plantation. 

The  following  report  will  appear  in  its  entirety. 

Hospital  Center  in  March,  1976,  unconscious  after 
falling  five  stories  from  a building.  Evaluation  re- 
vealed multiple  facial  and  extremity  fractures,  bi- 
lateral hemopneumothoraces,  and  multiple  bilateral 
rib  fractures  with  an  extensive  anterior  flail  chest. 
Tracheotomy  and  mechanical  ventilatory  support 
were  necessary  immediately  after  admission  to  the 
hospital. 

A number  32  Lanz  high-volume,  low-pressure 
cuffed  tracheostomy  tube  was  employed. 

For  the  next  eight  days  she  remained  comatose  and 
unresponsive,  but  vital  signs  were  stable.  On  the 
evening  of  the  tenth  hospital  day,  she  suddenly 
hemorrhaged  profusely  from  her  tracheostomy  tube. 
This  was  temporarily  controlled  by  additionally  in- 
flating the  cuff.  She  was  taken  immediately  to  the 
operating  room  where,  through  a sternal  splitting 
incision,  the  superior  mediastinum  was  explored. 
After  temporarily  isolating  and  occluding  the  in- 
nominate artery,  an  arteriotomy  was  made  anteriorly 
exposing  a well-developed  4-mm.  fistula  at  the  level 
of  the  tracheostomy  tube  cuff.  The  innominate  ar- 
tery was  resected,  and  no  attempt  was  made  to  re- 
store normal  blood  flow  to  the  interrupted  brachio- 
cephalic vessels.  The  tracheostomy  incision  was  left 
open  and  packed  with  mesh  gauze.  Mechanical 
ventilation  was  continued  through  an  oroendotra- 
cheal  tube  with  the  cuff  positioned  below  the  tracheal 
defect. 

The  patient  had  no  further  episodes  of  bleeding 
but  subsequently  expired  a week  later  from  renal 
failure  and  progressive  pulmonary  insufficiency. 

Comment 

Massive  hemorrhage  complicating  tracheostomy 
is  usually  from  the  innominate  artery.  Other  sources 
of  hemorrhage  include  the  carotid  artery,  thyroid 
arteries,  innominate  vein,  and  aortic  arch.  The  most 
common  mechanism  of  injury  is  erosion  of  the  vessel 
by  direct  pressure  from  the  tracheostomy  tube. 
However,  the  most  common  cause  of  a true  tracheo- 
innominate  artery  fistula  is  erosion  of  the  vessel  by 
an  improperly  inflated  endotracheal  tube  cuff. 
Fistula  formation  may  occur  also  at  the  level  of  the 
tip  of  the  tracheal  tube.  Other  factors  which  con- 
tribute to  the  formation  of  a fistula  include  infection, 


i 


FIGURE  1.  Operative  photographs.  (A)  Illustrating  method 
of  exposing  and  isolating  innominate  artery.  Tapes  also  have 
been  placed  around  right  subclavian  and  right  common  ca- 
rotid arteries  respectively.  (B)  Through  anterior  arteriotomy 
fistula  between  trachea  and  innominate  artery  demonstrated, 
confirming  diagnosis.  (C)  Subclavian  and  common  carotid 
arteries  ligated  and  divided  separately,  allowing  them  to  re- 
tract away  from  tracheal  defect.  (D)  Tracheal  defect  and 
hyperinflated  cuff  of  tracheostomy  tube  which  produced 
complication  in  patient. 

administration  of  steroids,  and  excessive  motion  of 
the  tube. 

Most  patients  have  intermittent,  minimal  pre- 
monitory hemorrhage  several  days  before  actual 
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massive  bleeding  occurs.3  This  is  usually  overlooked 
or  ascribed  to  normally  occurring  tracheitis.  How- 
ever, if  an  early  diagnosis  is  to  be  made,  this  seem- 
ingly insignificant  bleeding  must  be  evaluated 
thoroughly. 

In  1968,  Reich  and  Rosenkrantz7  reported  the  first 
successful  long-term  survivor  from  tracheo-innom- 
inate  artery  fistula.  In  their  case  the  artery  was  re- 
sected and  the  ends  oversewn.  Recently,  Nunn  et 
al.5  reported  a case  successfully  managed  by  resecting 
the  eroded  segment  of  artery  and  interposing  a graft 
of  the  patient’s  innominate  vein  to  restore  normal 
blood  flow.  In  spite  of  these  successes  the  preferred 
method  of  management  remains  controversial.10 

Any  patient  with  bleeding  from  a tracheostomy 
tube,  other  than  minimal  blood-tinged  mucus  fre- 
quently obtained  during  suctioning,  should  he 
bronchoscoped  immediately,  utilizing  a flexible  fi- 
beroptic instrument  if  possible.  If  continuous  me- 
chanical ventilatory  support  is  required,  the  proce- 
dure can  be  performed  through  a side-arm  attach- 
ment to  the  tube.  The  entire  anterior  wall  of  the 
trachea  is  inspected  thoroughly.  This  will  require 
momentarily  deflating  and  removing  the  tube  from 
the  trachea.  This  can  be  performed  quickly  with  the 
aid  of  an  assistant  and  the  tube  rapidly  repositioned 
using  the  flexible  bronchoscope  as  a guide.  If  any 
evidence  of  necrosis  or  ulceration  is  found  in  the 
trachea,  the  patient  should  be  taken  to  surgery.  It 
is  not  necessary  to  document  active  bleeding  from  the 
site  of  the  suspected  communication  with  the  in- 
nominate artery. 

If  when  first  seen  the  patient  is  bleeding  massively 
from  the  trachea,  bronchoscopy  is  not  indicated. 
The  cuff  of  the  endotracheal  tube  should  be  inflated 
sufficiently  to  cause  tamponade.  If  bleeding  con- 
tinues from  around  the  tube,  it  should  be  withdrawn 
slowly  until  tamponade  is  obtained.  If  bleeding 
persists  through  the  tube,  it  should  be  advanced 
slowly  down  the  trachea  until  hemorrhage  is  con- 
trolled. In  most  instances  simply  inflating  the  cuff 
is  adequate;  if  not,  repositioning  it  in  the  trachea,  as 
described,  will  control  hemorrhage.  It  is  not  neces- 
sary to  digitally  dissect  between  the  trachea  and  in- 
nominate artery.  This  will  disrupt  the  fistulous 
communication  causing  additional  problems  when 
opening  the  sternum  and  isolating  the  involved  ves- 
sels. 

Once  in  the  operating  room,  the  innominate  artery 
is  exposed  through  a median  sternotomy.  Tapes  are 
carefully  placed  around  the  proximal  innominate, 
right  subclavian,  and  right  common  carotid  arteries. 
Care  is  taken  not  to  disrupt  the  fistula  or  injure  the 
innominate  vein  (Fig.  I A).  After  proximal  and  distal 
control  are  obtained,  the  innominate  is  opened 
through  an  anterior  arteriotomy.  This  should  expose 
nicely  the  fistula  communicating  with  the  trachea 
(Fig.  1 B).  Often  a clot  partially  occludes  the  tract, 
explaining  the  initial,  intermittent  episodes  of  min- 
imal hemorrhage.  If  the  bleeding  is  from  another 


source  and  no  fistula  is  found,  the  arteriotomy  is 
closed.  The  patient  should  tolerate  this  relatively 
short  period  of  ischemia  without  permanent  neuro- 
logic damage.  However,  once  the  presence  of  a fis- 
tula is  confirmed,  the  innominate  artery  is  resected 
completely.  It  is  important  to  ligate  and  divide  in- 
dividually the  proximal  subclavian  and  common 
carotid  arteries  allowing  them  to  retract  distally  (Fig. 
1C).  If  the  distal  innominate  artery  is  ligated  and 
divided,  the  transected  end  will  not  retract  but  re- 
mains in  the  operative  field  because  of  two-point 
fixation  afforded  by  the  subclavian  and  common 
carotid  arteries.  Any  necrotic  debris  and  clot  is  re- 
moved from  the  trachea.  The  defect  in  the  anterior 
tracheal  wall  becomes  readily  apparent  and  promotes 
continued  contamination  of  an  already  infected 
wound  (Fig.  ID).  Because  of  this  a vascular  pros- 
thesis is  contraindicated,  and  no  attempt  at  revas- 
cularization should  be  made.8  This  point  is  well  il- 
lustrated by  a previously  reported  case  in  which  de- 
layed hemorrhage  and  death  resulted  from  an  anas- 
tomotic infection.11  The  risks  associated  with 
placing  a vascular  prosthesis  in  an  infected  wound 
certainly  exceed  the  less  than  10  percent  incidence 
of  neurologic  complications  following  interruption 
of  one  common  carotid  artery. 

Following  resection  of  the  innominate  artery  the 
tracheostomy  tube  should  be  removed  and  an  oro- 
endotube  inserted,  with  the  cuff  positioned  below  the 
level  of  the  tracheal  defect.  The  sternal  incision  is 
closed,  and  the  previous  tracheostomy  incision  is  left 
open  and  packed  with  mesh  gauze.  After  several 
days,  when  granulation  tissue  has  developed  between 
the  edge  of  the  open  wound  and  the  ends  of  the 
transected  vessels,  a new  tracheostomy  may  be  con- 
structed and  a properly  fitting  tube  inserted  into  the 
distal  trachea. 

With  carefully  performed  tracheotomies  and 
proper  selection  and  management  of  cuffed  endo- 
tracheal tubes,  this  dreaded  complication  should  he 
prevented.  However,  when  it  does  develop,  the  ag- 
gressive diagnostic  and  surgical  approach  described 
here  should  give  better  results  in  the  future. 

Department  of  Surgery 
Columbia  University 
College  of  Physicians  and  Surgeons 
630  West  168th  Street 
New  York,  N.Y.  10032 
(DR.  BETHEA) 
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Discussion 

Manjit  S.  Bains,  M.I).,  New  York  City.  The 
authors  are  to  he  congratulated  on  this  beautifully 
presented  report.  At  Memorial  Hospital,  we  have 
seen  similar  complications  which  are  even  more 
complicated  because  of  tumor  invasion  and  previous 
radiation  therapy.  The  complication  discussed  here 
is  catastrophic,  and  most  of  the  time  the  results  are 
very  poor.  A few  points  about  ligating  the  carotid 
arteries  are  in  order.  A review  of  over  150  carotid 
ligations  at  Memorial  Hospital  showed  that  ligation 
of  the  carotid  artery  in  patients  on  an  emergency 
basis  w hypertension  resulted  in  central  nervous 
system  abnormalities  in  over  50  percent  of  the  pa- 
tients. However,  if  the  pressure  was  maintained  at 
a satisfactory  level  and  on  elective  procedures,  the 
incidence  was  reduced  to  10  to  15  percent. 

I encountered  a case  over  two  years  ago  which  is 
somewhat  different  from  the  topic  under  discussion 
but  had  a few  similarities.  This  was  a 37-vear-old 
male  with  a massive  tumor  of  his  right  middle  lobe 
which  was  found  to  be  unresectable  at  surgery.  It 
was  implanted  with  iodine-131  seeds.  There  was  a 
good  response  initially.  Unfortunately,  there  was 
recurrence  of  the  tumor  at  ten  months  at  which  time 
the  patient  underwent  reexploration.  Postopera- 
tively,  he  developed  a wound  infection  in  the  thora- 
cotomy incision  which  subsequently  communicated 
with  the  cavity  in  the  middle  lobe.  One  day  at  the 
time  of  dressing  change,  a gush  of  blood  was  noted 
coming  out  of  the  incision  which  was  controlled  by 
tamponade  with  a dressing. 

After  much  debate  about  various  possibilities  of 
control  of  the  bleeding,  a Dotter-Lucas  balloon 
catheter  was  introduced  through  the  bracheal  vein 
into  the  right  pulmonary  artery  at  which  time  the 
balloon  was  inflated.  The  pulmonary  artery  stayed 
patent  during  the  second  week.  The  artery  was 
found  to  have  thrombosed  two  weeks  later,  and  we 
were  able  to  remove  the  catheter  and  send  the  patient 
home.  Such  a technique  might  be  helpful  in  control 
of  the  bleeding  on  a temporary  basis  while  the  patient 
is  being  prepared  for  surgery. 

Roy  H.  Clauss,  M.D.,  New  York  City.  1 think 


that  Dr.  Bethea  gave  us  a “pearl”  that  may  have  gone 
unnoticed,  but  deserves  special  attention.  He 
mentioned  that  one  can  locate  the  bleeding  site  and 
stop  the  bleeding,  hut  not  the  blood  flow.  Sufficient 
pressure  to  stop  bleeding  gives  the  physician  time  to 
think,  to  get  blood,  to  get  the  help  of  experts,  and  to 
plan  the  right  operation,  and  all  the  while  blood  flow 
to  the  brain  is  preserved,  past  the  lesion  and  site  of 
control.  Excess  pressure  or  emergency  ligation 
yields  greater  than  50  percent  neurologic  deficit  and 
death.  Prafull  V.  Bole,  M.D.,  and  associates  at 
Metropolitan  Hospital  have  managed  three  patients 
with  blowouts  of  the  carotid  artery  by  light  digital 
pressure  and  resuscitation  on  the  wards,  with  de- 
finitive treatment  in  the  operating  room.  The  sites 
of  disruption  will  hold  vascular  sutures  and  will 
control  bleeding  for  a few  hours,  while  extra-ana- 
tomic bypass  is  performed.  Then  one  returns  to  the 
original  wound  to  excise  the  infected,  disrupted  ar- 
tery. Concern  lest  infection  spread  to  anastomotic 
sites  may  be  dispelled  by  facts  in  the  American 
Journal  of  Anatomy  63:  367  (1932).  There  M. 
Grodinski,  M.D.,  and  E.  A.  Holyoke,  M.D.,  describe 
"The  f asciae  and  fascial  spaces  of  the  head,  neck  and 
adjacent  regions”  to  constitute  an  effective  barrier 
at  the  level  of  the  hyoid  bone,  precluding  cephalad 
spread  of  infection.  Dr.  Bole  used  ipsilateral  axil- 
lary-carotid bypass  graft  in  two  instances  of  need  to 
interrupt  the  innominate  flow,  but  that  is  inappli- 
cable in  Dr.  Bethea’s  case.  Submandibular  crossover 
graft  between  external  carotid  arteries  was  used  once 
and  would  be  applicable  to  interruption  of  the  in- 
nominate artery.  I appreciated  and  enjoyed  your 
presentation,  Dr.  Bethea. 

Dr.  Carberry:  1 would  like  to  make  several 

comments  on  the  initial  emergency  measures  to  be 
taken  once  tracheal  hemorrhage  occurs. 

It  is  unfortunate  that  tracheal  hemorrhage  usually 
occurs  at  the  most  inopportune  time  when  only  in- 
tensive care  unit  personnel  or  a junior  house  officer 
is  present.  Unless  they  have  been  educated  to  the 
significance  of  tracheal  bleeding  and  institute  well- 
planned  emergency  measures,  subsequent  events  can 
be  chaotic  and  in  many  instances  best  described  as 
a fiasco,  with  the  patient  exsanguinating,  aspirating, 
and  eventually  having  cardiac  arrest.  These  emer- 
gency measures  necessitate  simultaneous  control  of 
hemorrhage  and  the  establishment  of  a clear  airway. 
This  task  can  be  monumental  and  is  doomed  to 
failure  unless  one  understands  the  underlying 
mechanism  of  injury  and  acts  promptly. 

Dr.  Bethea  has  clearly  described  the  mechanism 
of  innominate  artery  injury  as  being  extratracheal  or 
endotracheal  in  origin.  It  is  our  feeling  that  the  ex- 
tratracheal type  injury  represents  erosion  of  the  ar- 
tery in  the  wound  and  is  in  reality  wound  hemor- 
rhage. Only  the  endotracheal  type  injury  that  results 
from  erosion  of  the  cuff  or  tip  of  the  tube  through  the 
tracheal  wall  into  the  innominate  artery  produces  a 
true  fistula. 
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The  first  maneuver  one  should  institute  in  the  face 
of  tracheal  hemorrhage  is  to  overinflate  the  cuff  of 
the  tube  to  tamponade  the  bleeding  site.  This  will 
be  successful  85  to  90  percent  of  the  time  if  the  injury 
is  due  to  erosion  by  the  cuff.  However,  it  is  evident 
that  if  the  injury  is  of  the  extratracheal  type,  the  cuff 
is  below  the  defect,  and  hemorrhage  will  persist.  In 
a similar  fashion,  if  the  injury  is  due  to  erosion  by  the 
tip  of  the  tube,  the  overinflated  cuff  will  be  above  the 
defect  and  will  not  control  the  bleeding. 

Several  approaches  to  the  control  of  tracheal 
hemorrhage  when  overinflation  of  the  cuff  fails  have 
been  proposed.  One  Dr.  Bethea  mentioned  involves 
the  removal  of  the  tracheostomy  tube  and  inserting 
an  endotracheal  tube  with  cuff  at  the  site  of  hemor- 
rhage. This  method  is  effective  in  the  hands  of  ex- 
perienced personnel  but  may  not  be  the  answer  with 
the  untrained  nurse  or  junior  house  officer.  Others 
have  recommended  insertion  of  the  cuff  of  the  tube 
to  the  level  of  the  carina,  with  overinflation  of  the  cuff 
and  packing  the  trachea  above.  Utley  et  al.  have 
advocated  the  finger  dissection  through  the  trache- 
ostomy wound  in  the  pretracheal  fascial  plane,  much 
as  one  would  do  in  performing  mediastinoscopy,  and 
compression  of  the  innominate  artery  anteriorly 
against  the  back  of  the  sternum.  This  latter  proce- 
dure can  be  hazardous  and  should  be  performed  by 
the  experienced  surgeon.  It  can  be  an  especially 
effective  maneuver  in  the  extratracheal  type  erosion 
but  may  be  the  kiss  of  death  if  the  problem  is  one  of 
a true  fistula  and  the  innominate  artery  is  avulsed. 

Appreciating  these  problems  and  especially  the 
limitations  of  the  overinflated  cuff  to  control  hem- 
orrhage, I have  investigated  an  approach  that  can  be 
initiated  by  anyone  just  as  in  cardiopulmonary  re- 
suscitation. This  approach  takes  advantage  of  the 
available  tracheal  stoma  with  the  insertion  of  an 
endotracheal  retractor  once  the  tracheostomy  tube 
has  been  removed.  This  especially  designed  re- 
tractor is  6 inches  in  length  with  two  grooved,  tapered 
blades  measuring  inches  much  in  the  form  of  a 
shoehorn.  The  retractor  is  easily  placed  distally 
through  the  stoma  and  with  anterior  and  downward 
retraction  compresses  the  innominate  artery  against 
the  sternum.  The  bleeding  is  controlled  and  a patent 
airway  established  which  permits  aspiration  of  the 


trachea.  An  endotracheal  tube  with  a long  cuff  can 
then  be  inserted  and  overinflated  to  exert  pressure 
over  almost  the  entire  tracheal  wall.  Hopefully,  the 
combined  pressure  from  the  retractor  and  the  over- 
inflated long  cuffed  tube  will  be  effective  in  con- 
trolling the  hemorrhage. 

It  is  my  feeling  that  unless  we  educate  our  staff  in 
the  significance  of  tracheal  bleeding  and  formulate 
emergency  measures  that  can  be  immediately  per- 
formed to  control  the  tracheal  hemorrhage  and  es- 
tablish an  airway,  we  will  not  be  able  to  get  the  pa- 
tient to  the  operating  room  to  perform  the  definitive 
surgical  procedure  which  Dr.  Bethea  has  de- 
scribed. 

James  R.  Malm,  M.D.,  New  York  City.  If,  in- 
deed, the  hemorrhage  can  be  controlled  for  a finite 
period  of  time,  does  aortography  have  any  place  in 
the  work-up  of  such  a patient?  It  would  certainly 
make  a great  deal  of  difference  whether  the  fistula 
was  from  the  innominate  artery  or  from  a more 
proximal  position  such  as  the  aorta. 

Dr.  Bethea:  I would  like  to  thank  all  the  discus- 
sants for  their  stimulating  comments.  First,  in  re- 
gard to  revascularization,  would  anyone  ligate  a 
common  carotid  artery  without  making  an  attempt 
to  restore  cerebral  flow?  Silen  and  Spieker-have 
already  done  a significant  amount  of  work  with  this 
and  have  found  in  several  patients  that  infection 
developed  in  their  grafts,  and  all  expired  from  hem- 
orrhage between  10  and  21  days  postoperatively.  He 
feels  strongly  that  revascularization  through  a con- 
taminated field  is  contraindicated  in  these  patients. 
In  response  to  Dr.  Malm’s  question,  Jones  et  al.  re- 
cently published  a report  of  tracheovascular  fistulas. 
In  several  patients  they  did  aortography  and  found 
that,  the  clot  in  the  fistulas  made  aortography  inac- 
curate in  identifying  the  bleeding  point.  They  also 
found  that  the  hyperinflated  tracheal  tube  cuff  used 
to  control  hemorrhage  would  prevent  identification 
of  the  bleeding  point  by  angiography.  It  was  their 
conclusion  that  the  delay  in  obtaining  aortography 
did  not  warrant  the  additional  information  that 
might  be  gleaned  from  it. 

The  following  report , a full  description  of  a film, 
will  be  given  in  its  entirety. 
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Correction  of 
Paraesophageal 
Hiatal  Hernia* 

NICHOLAS  J.  DEMOS,  M.D. 

Newark,  New  Jersey 

Clinical  Associate  Professor  of  Surgery,  New  Jersey  Medical 
School,  and  Chief  of  Cardiovascular  Service,  Christ  Hospital, 
Jersey  City 

The  theory  of  development  of  paraesophageal 
hiatal  hernia  and  its  mode  of  obstruction  and  stran- 
gulation has  been  well  illustrated  by  Larson,  Larson, 
and  Dorsey.1 

Through  a paraesophageal  diaphragmatic  defect 
the  process  of  gastric  herniation  and  rotation  takes 
place.  In  time,  most  if  not  all  of  the  stomach  is  dis- 
placed in  the  chest.  A variable  part  of  the  fundus 
with  the  nearby  cardia  remain  just  below  the  dia- 
phragm while  the  distal  stomach  including  the  be- 
ginning of  the  duodenum  have  been  displaced  in  the 
chest. 

Torsion  finally  develops  giving  rise  to  symptoms 
and  signs  of  obstruction  and  strangulation.2  Chest 
pain  is  the  most  common  symptom.  Dysphagia  is  a 
close  second.  Respiratory  distress,  nausea  and 
vomiting,  acute  upper  gastrointestinal  or  occult 
bleeding,  and  anemia  are  commonly  seen.  Symp- 
toms of  obstruction  and  incarceration  or  strangula- 
tion with  perforation  are  frequent.  However, 
symptoms  of  intermittent  obstruction  may  occur. 
Mucosal  ulcers  occur  at  the  level  of  diaphragmatic 
constriction.  These  patients  are  supposedly  immune 
to  reflux  esophagitis. 

Case  report 

Our  patient  was  a 62-year-old  woman  complaining 
of  pain  in  the  epigastrium  in  the  anterior  chest  and 
in  both  flanks  for  two  years.  The  pains  were  worse 
in  the  last  four  weeks.  She  also  had  dysphagia  for 
four  weeks.  Barium  swallow  revealed  a large  para- 
esophageal hernia  with  the  proximal  part  of  the  du- 
odenum present  in  the  chest  but  without  evidence  of 
ulceration  or  perforation.  She  was  not  anemic. 

Correction  of  the  hernia  was  most  comfortably 
accomplished  through  a lower  left  thoracotomy.  The 
principles  of  repair  are:  (1)  opening  and  resection 
of  the  ever-present  sac;  (2)  careful  dissection  and 
division  of  adhesions  which  might  prevent  the  re- 
placement of  the  stomach  into  the  abdomen.  The 
vagus  nerves  should  be  carefully  identified  and  pre- 
served; and  (3)  provision  should  be  made  to  prevent 
gastroesophageal  reflux. 

* Commentary  on  movie  presented  at  the  annual  meeting  of  the 
New  York  Society  for  Thoracic  Surgery,  University  Club,  New 
York  City  November  18,  1976. 


FIGURE  1.  Operative  technique.  (A)  Fundus  has  been 
stapled  just  before  fundoplication  is  performed.  Crural  su- 
tures have  been  inserted  but  not  tied  as  yet.  (B)  Plication  has 
been  completed.  Sutures  taken  on  upper  rim  of  fundus  are 
passed  under  diaphragm  to  be  tied  on  its  superior  surface 
after  plicated  stomach  is  placed  intra-abdominally.  Tying 
crural  sutures  will  be  last  step. 


In  defense  of  an  antireflux  procedure  is  the  fact 
that  although  the  cardia  is  at  the  level  of  the  dia- 
phragm, the  kinking  of  the  stomach  in  its  assent  has 
effectively  precluded  any  reflux  even  if  there  were  a 
tendency  for  reflux  before  the  herniation.  When, 
however,  the  stomach  is  freed  from  its  sac  and  re- 
placed in  the  abdomen,  the  cardia  is  bare  with  gaping 
diaphragm  around  it.  It  is  easy  to  imagine  reflux 
occurring  under  these  circumstances. 

Our  procedure  of  choice  involves  the  prolongation 
of  the  esophageal  tubular  lumen  by  stapling  the 
fundus  opposite  and  parallel  to  the  lesser  curvature 
and  wrapping  the  fundus  around  that  gastric  tubular 
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segment  (Fig.  1A).3  Heavy  silk  sutures  are  placed 
on  the  right  and  left  crus  of  the  hiatus  posteriorly. 
Lighter  sutures  are  placed  through  the  upper  margin 
of  the  plicated  stomach,  and  both  ends  with  separate 
needles  are  brought  under  and  through  the  dia- 
phragm and  tied  on  its  superior  or  pleural  surface, 
whHe  the  plicated  stomach  is  comfortably  placed 
beneath  the  diaphragm  (Fig.  IB).  Then  the  crural 
sutures  are  tied. 

There  are  two  great  advantages  of  the  preceding 
antireflux  procedure.  First  of  all,  the  esophagus  it- 
self is  not  disturbed  to  gain  length  for  an  intra-ab- 
dominal segment.  The  presence  of  the  new  tubular 
gastric  segment  below  the  diaphragm  ensures  the 
advantages  of  the  increased  intra-abdominal  pres- 
sure. Moreover,  lengthy  esophageal  dissection  is 
avoided,  thus  preventing  devascularization  of  the 
esophagus  with  perforation.  Also,  no  sutures  are 
taken  on  the  esophagus  itself,  which  not  only  could 
lead  to  perforation  but  also  are  inherently  weak  and 
insecure  and  often  pull  through  the  weak  outer 
esophageal  wall  leading  to  sliding  hernia.  The  su- 
tures holding  the  stomach  under  the  diaphragm  are 
taken  at  the  upper  margin  of  the  plicated  stomach, 
which  is  a much  better  organ  to  suture  and  to  remain 
sutured. 

Postoperative  esophagram  reveals  normally  lo- 
cated stomach  with  a competent  gastroesophageal 
junction.  The  patient  has  remained  free  of  any 
symptoms  for  one  year. 

100  Bergen  Street 
Newark,  New  Jersey  07103 
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Discussion 

Alfred  Jaretzki,  III,  M.D.,  New  York  City.  I 
enjoyed  this  presentation.  The  differences  between 
sliding  and  paraesophageal  hiatus  herniae  are  im- 
portant, since  the  problems  associated  with  each  and 
the  types  of  repair  required  are  very  different.  This 
report  described  the  paraesophageal  hiatus  hernia 
and  its  associated  complications,  namely  incarcera- 
tion, obstruction,  and  gangrene.  The  primary 
problem  in  repair  of  these  hernias  is  similar  to  repair 
of  other  intra-abdominal  hernias,  namely  elimination 
of  the  sac,  reduction  of  the  contents,  and  closure  of 
the  defect. 

The  complications  associated  with  sliding  esoph- 
ageal hiatus  hernia  are  secondary  to  the  loss  of  the 
sphincter  mechanism  with  resultant  reflux  and  the 
occasional  secondary  esophagitis,  ulceration,  stric- 
ture, and  hemorrhage.  In  repairing  the  sliding  her- 


nia, in  contrast  to  the  type  of  repair  required  for  the 
paraesophageal  hernia,  one  must  reconstitute  the 
esophagogastric  sphincter  mechanism. 

Occasionally  the  paraesophageal  hernia  has  a 
sliding  component  with  reflux,  and  occasionally  a 
very  large  sliding  hernia  has  an  anterior  sac  in  which 
the  greater  curvature  of  the  stomach  becomes  in- 
carcerated with  volvulus,  obstruction,  or  gangrene. 
These  exceptions  require  surgery  directed  at  both  the 
defect  and  sliding  components. 

In  this  film,  the  patient  appeared  to  have  a para- 
esophageal hiatus  hernia  alone  without  a significant 
sliding  component  or  reflux  problem.  A standard 
reduction  and  repair  was  accomplished  in  a satis- 
factory manner.  In  addition,  a modified  Collis  gas- 
troplasty was  performed.  Since  there  did  not  appear 
to  be  a reflux  problem  and  since  we  do  not  yet  know 
the  long-term  results  of  the  Collis  procedure,  I would 
ordinarily  not  recommend  this  modification  under 
these  circumstances. 

Kenneth  C.  Sze,  M.D.,  New  York  City.  I,  too, 
enjoyed  Dr.  Demos’  presentation.  I would  like  to 
discuss  one  complication  of  the  paraesophageal 
hernia,  that  is,  acute  obstruction  and  incarceration. 
In  our  four  cases,  the  cardiac  end  of  the  esophagus 
was  in  the  normal  position.  The  stomach  herniated 
through  a separate  opening  in  the  diaphragm.  The 
patients  were  in  their  70s.  The  first  patient  was 
admitted  in  acute  distress  with  a markedly  dilated 
stomach  in  an  upside  down  position  in  the  chest.  A 
nasogastric  tube  decompressed  the  stomach.  The 
gastrointestinal  series  showed  that  the  distal  part  of 
the  stomach  descended  spontaneously  from  the 
chest.  The  hernia  was  repaired  via  the  transthoracic 
approach.  We  did  not  use  the  Collis  repair  as  Dr. 
Demos  did  but  sutured  the  gastric  fundus  to  the  di- 
aphragm adjacent  to  the  hernial  ring.  In  the  next 
case,  the  proximal  part  of  the  stomach  was  inside  the 
chest  and  the  distal  part  below  the  diaphragm.  A 
barium  swallow  showed  torsion  of  the  stomach  at  the 
hernial  ring,  causing  obstruction.  An  illustration 
taken  from  Dr.  Culver’s  article  published  in  the 
Journal  of  American  Medical  Association,  1962, 
shows  that  the  cardiac  end  of  the  esophagus  and  the 
pylorus  of  the  stomach  are  small  in  diameter  when 
compared  with  the  rest  of  the  stomach.  When  the 
distal  part  of  the  stomach  descends  from  the  chest 
to  below  the  diaphragm,  the  larger  middle  part  of  the 
stomach  is  in  the  hernial  ring.  Food  and  fluid  enter 
and  distend  the  proximal  portion  of  the  stomach 
above  the  diaphragm,  causing  obstruction  at  the 
hernial  ring  and  incarceration  of  the  thoracic  portion 
of  the  stomach.  This  is  another  mechanism  of  acute 
obstruction  and  incarcerat  ion  of  the  stomach,  illus- 
trated by  our  third  and  fourth  cases.  I enjoyed  the 
report  and  want  to  thank  the  Society  for  the  oppor- 
tunity to  discuss  it. 

Paul  A.  Kirschner,  M.D.,  New  York  City.  I,  too, 
enjoyed  the  presentat  ion  very  much.  I would  like  to 
make  a comment  in  regard  to  the  mobility  of  the 
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stomach  and  what  this  mobility  allows  us  to  do.  One 
can  literally  produce  a paraesophageal  hernia  by 
rolling  up  the  stomach  through  the  combined  ab- 
dominal and  thoracic  incision  and  effecting  a side- 
to-side  anastomosis  between  the  mobilized  stomach 
and  the  esophagus  above  the  tumor.  The  stomach 
will  reach  to  the  upper  one  third  of  the  esophagus  if 
necessary. 

This  has  been  performed  in  three  patients  now, 
twice  on  the  left  through  a combined  abdominotho- 
racic incision  and  once  on  the  right  using  the  ab- 
dominal and  right  thoracic  approach. 

The  neoplastic  obstruction  is  relieved,  and  no  ill 
effects  of  this  artificial  paraesophageal  hernia  have 
been  noted. 

Dr.  Demos:  I want  to  thank  the  discussants  for 
enriching  our  presentation.  The  movie  was  a cul- 
mination of  two  years’  work,  doing  the  movies  in  the 
operating  room  rather  single  handledly.  Dr.  Jar- 
etzki.  1 don’t  think  I did  too  much  dissection  around 
that  stomach,  but  when  it  was  ready  to  return  to  the 
abdomen  it  was  evident  to  me  that  I had  to  make  a 

Mucoepidermoid 
Bronchial  Adenoma 

With  unusual  pattern  of  growth 


M.  ALI  MADANI,  M.D. 

Kingston,  New  York 

From  Kingston  Hospital 


A six-year-old  girl  underwent  surgery  for  a bron- 
chial adenoma  having  extensive  growth  into  the 
lumen.  Left  pneumonectomy  was  considered  the 
procedure  of  choice  and  was  accomplished.  Exam- 
ination of  the  resected  lung  disclosed  that  although 
the  tumor  had  extensive  growth  into  the  central 
bronchi,  it  was  connected  to  a segmental  bronchus 
by  a pedicle  of  only  2 mm.  in  diameter.  There  was 
no  submucosal  or  peribronchial  invasion  beyond  the 
pedicle.  The  tumor  was  of  the  mucoepidermoid 
variant  of  bronchial  adenoma,  a rare  lesion  in  chil- 
dren. and,  with  its  unusual  pattern  of  growth,  is 
considered  worthy  of  report. 

Case  report 

A six-year-old  girl  entered  the  hospital  on  De- 
cember 12,  1975,  with  recurrence  of  symptoms  of 
fever  and  cough  not  responding  to  medication.  The 
past  history  consisted  of  frequent  episodes  of  respi- 
ratory tract  infection  over  a period  of  at  least  1.5 
years.  There  was  no  known  hemoptysis.  On  ad- 
mission, the  physical  findings  were  of  a rather 


antireflux  provision.  I am  now  using  my  modifica- 
tion of  the  Collis  technique  for  sliding  hiatal  hernia. 
I see  some  friends  of  mine  in  the  audience  who  are 
doing  our  procedure.  We  thought  it  was  much  sim- 
pler just  to  staple  the  stomach  instead  of  dividing  the 
stomach  and  having  a 20-cm.  suture  line  with  a 
double  row  of  sutures.  This  works  very  well.  As  a 
matter  of  fact,  Ed  Woodward,  M.D.,  from  Florida, 
who  gave  us  a lecture  at  the  medical  school  the  other 
day,  said  that  his  recurrences  are  due  to  the  fact  that 
the  plicated  stomach  allows  the  esophagus,  because 
of  longitudinal  contractions,  to  go  up  in  the  chest 
again,  thereby  undoing  the  effect  of  the  plication.  In 
this  instance,  when  we  use  the  stomach  to  plicate 
around  the  stomach  itself,  unraveling  of  the  plication 
is  impossible.  I want  to  thank  Dr.  Sze  for  the  beau- 
tiful cases  which  he  demonstrated  and  Dr.  Kirschner 
for  this  paradox  of  creating  a paraesophageal  hernia 
to  palliate  cancer.  We  have  done  it  several  times 
ourselves,  and  we  have  not  seen  any  strangulation. 

The  following  article  is  abstracted. 


small-for-age  but  seemingly  otherwise  normal  child. 
The  trachea  was  markedly  deviated  to  the  left  with 
absence  of  breath  sounds  on  that  side.  There  was  no 
cyanosis  and  no  clubbing  of  fingers.  The  tempera- 
ture was  38.5°C.,  and  the  white-cell  count  was  15,000, 
with  shift  to  the  left.  Admission  chest  x-ray  film 
disclosed  marked  shift  of  the  mediastinum  to  the  left 
with  absence  of  aeration  of  the  left  lung.  The  find- 
ings were  consistent  with  obstructive  atelectasis. 
There  were  no  previous  x-ray  films  for  comparison 
study.  The  child  was  prepared  for  emergency  di- 
agnostic bronchoscopy.  The  findings  were  ob- 
struction of  the  left  mainstem  bronchus  by  neoplastic 
lesion.  Suction  aspiration  produced  unexpectedly 
a cylindrical  neoplastic  tissue,  measuring  2.5  by  1 cm. 
and  cast  in  the  shape  of  the  left  bronchial  lumen. 
The  procedure  was  uncomplicated,  with  minimal 
bleeding.  Examination  of  different  sections  of  the 
tumor  revealed  uniform  histopathologic  condition; 
findings  were  consistent  with  bronchial  adenoma, 
mucoepidermoid  variety.  Follow-up  chest  x-ray 
films  showed  partial  aeration  of  the  left  lung.  The 
child  was  put  on  antibiotics  and  supportive  respira- 
tory therapy. 

Six  weeks  later,  the  child  was  readmitted  for  fur- 
ther evaluation,  repeat  bronchoscopy,  and  assess- 
ment for  surgery.  Physical  and  chest  x-ray  film 
findings  did  not  show  any  appreciable  change. 
Findings  of  tomogram  and  of  bronchography  sug- 
gested the  lesion  of  the  left  upper  lobe  extending  into 
and  partially  obstructing  the  central  bronchi.  At 
bronchoscopy,  the  neoplastic  lesion  could  be  readily 
seen  occupying  the  lumen  of  the  mainstem  bronchus. 
Repeat  biopsy  was  considered  not  indicated.  Plan 
for  thoracotomy  was  made. 

On  February  9, 1976,  the  child  underwent  surgery, 
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and  left  pneumonectomy  was  performed.  Exami- 
nation of  the  resected  lung  revealed  the  tumor  to 
have  arisen  from  the  wall  of  a segmental  bronchus  of 
the  upper  lobe,  extending  into  and  obstructing  the 
mainstem  bronchus.  Aside  from  the  point  of  origin, 
the  tumor  was  entirely  free  within  the  lumen.  There 
was  no  invasion  of  the  bronchus  beyond  the  point  of 
attachment.  The  histopathologic  findings  were,  as 
before,  consistent  with  mucoepidermoid  adenoma. 
To  date,  the  child  is  doing  well. 

The  mucoepidermoid  variant  of  bronchial  ade- 
noma is  a rare  occurrence,  especially  in  children. 
The  case  presented  here  constitutes  the  first  report 
of  mucoepidermoid  bronchial  adenoma  in  a child  less 
than  12  years  of  age. 

Discussion 

Dr.  Bloomberg:  Dr.  Madani  has  presented  us 
with  a very  unusual  case,  as  he  has  done  in  the  past. 
He  probably  prepared  this  report  before  Dr.  Wellons’ 
collected  series  of  56  resected  adenomas  in  the 
under-16-year  age  group  appeared.  In  that  group 
was  one  boy  who  had  a pneumonectomy  at  the  age  of 
four  years.  Most  authors  conclude,  as  Dr.  Madani 
has,  that  mucoepidermoid  adenoma  in  children  has 
a different  natural  history  from  the  adult  type.  I am 
aware  of  Turnbull’s  12  cases  at  Memorial  Hospital 
of  mucoepidermoid  carcinomas.  In  that  group  five 
were  so  far  advanced,  when  first  seen,  that  no  treat- 
ment could  be  offered;  seven  were  subjected  to  tho- 
racotomy; and  only  three,  I think,  were  resectable. 
All  of  them  died  within  eight  or  nine  months  after 
surgery.  This  is  a far  cry  from  what  we  see  in  the 
mucoepidermoid  adenomas  in  children.  It  is  inter- 
esting that  Wellons’  case  was  originally  called  a 
mucoepidermoid  carcinoma.  On  histologic  review 
this  diagnosis  was  changed  to  mucoepidermoid  ad- 
enoma and  finally  to  mucous  gland  adenoma  of  the 
bronchus.  Several  of  these  have  been  reported.  I 
would  like  to  consider  another  aspect  of  the  therapy. 
When  I asked  Dr.  Wellons  about  his  four-year-old 
patient  he  was  unable  to  give  me  any  follow-up.  I 
have  not  done  any  pneumonectomies  in  this  age 
group.  Many,  many  years  ago  we  subjected  some 
children  to  thoracoplasties  for  pulmonary  tubercu- 
losis, and  the  resulting  scoliosis  was  so  severe  that  we 
discontinued  the  procedure.  About  20  or  22  years 
ago  I did  a pneumonectomy  on  a 19-year-old  boy 
under  the  mistaken  diagnosis  of  carcinoma.  The 
lesion  proved  to  be  a carcinoid  adenoma  with  me- 
tastases  to  the  lymph  nodes.  That  patient  has  done 
very  well  as  far  as  his  adenoma  is  concerned,  but  he 
has  quite  a kyphoscoliosis  now.  As  you  saw  in  the 
postoperative  x-ray  f ilm  which  Dr.  Madani  showed, 
the  heart  and  mediastinum  have  moved  to  the  op- 
erated side.  There  will  be  contraction  of  ribs  on  that 
side.  The  compensatory  hyperinflation  of  the  re- 
maining lung  will  not  be  sufficient  to  compensate  for 
the  loss  of  lung  tissue,  and  this  patient  could  well 
develop  a severe  scoliosis.  Having  opened  the  chest, 


and  having  found  no  evidence  of  invasion  or  nodal 
metastases,  I would  have  preferred  todoabronchot- 
omy  and  perhaps  follow  the  tumor  back  to  its  origin. 
Sleeve  resections  present  postoperative  complica- 
tions of  stenosis  and  obstruction,  as  Dr.  Madani 
pointed  out,  but  Connell  reported  one  in  a child  of  12 
with  no  difficulty  a year  later.  A bronchotomy  in  this 
patient,  since  Dr.  Madani  contemplated  a pneumo- 
nectomy, would  not  have  increased  the  risk  and  may 
have  allowed  him  to  follow  the  tumor  back  up  to  its 
origin  in  the  left  upper  lobe  bronchus  and  allowed  a 
lobectomy  instead  of  a pneumonectomy. 

Andrew  G.  Huvos,  M.D.,  New  York  City.  I en- 
joyed Dr.  Madani’s  report  very  much.  It  was  very 
instructive,  and  he  did  an  excellent  job  in  not  only 
managing  this  patient,  but  also  in  reviewing  the  rel- 
evant literature.  The  experience  at  Memorial  Hos- 
pital relates  to  adults  and  not  to  children.  Mu- 
coepidermoid lesions  are  of  varying  grades  of  ma- 
lignant condition.  They  arise  in  the  bronchial  mu- 
cous salivary  glands  and  are  similar  to  minor  salivary 
gland  tumors  at  other  sites.  Mucoepidermoid  cancer 
is  a shorthand  term  for  mucin-producing  squamous 
cell  carcinoma.  These  tumors  can  be  of  low,  inter- 
mediate, and  high  grade  of  malignancy.  Even  the 
low-grade  malignant  lesions  have  a potential  for  local 
recurrence  as  well  as  metastases,  in  approximately 
8 percent  of  cases.  That  means  they  are  not  benign 
tumors,  and  the  term  adenoma  in  this  sense  is  clearly 
a misnomer.  Salivary  gland  tumors  in  children  are 
quite  benign  even  if  they  look  histologically  malig- 
nant. In  the  experience  of  Memorial  Hospital,  of 
about  40  salivary  gland  tumors  in  childhood,  the  vast 
majority,  over  50  percent,  were  mucoepidermoid 
carcinomas,  and  the  rest  were  benign  mixed  tumors.1 
The  clinical  behavior  of  malignant  salivary  gland 
tumors  in  children  is  much  more  benign  than  in  their 
adult  counterparts.  The  experience  with  mucoepi- 
dermoid carcinomas  of  the  bronchial  glands  at  Me- 
morial Hospital  does  not  parallel  that  of  Dr.  Madani’s 
case,  since  we  have  encountered  only  lesions  in 
adults.2  Of  12  patients  only  4 had  resectable  lesions. 
All  others  were  unresectable  at  the  time  of  their 
presentation,  proving  that  these  are  highly  malignant 
tumors.  None  of  the  patients  survived  five  years. 
The  average  survival  rate  was  9.8  months,  and  the 
survival  varied  from  6 to  18  months.  The  nine- 
month  follow-up  period  in  this  patient  is  still  too 
short  for  proper  prognostication,  and  there  is  still  a 
possibility  that  this  lesion  might  recur  or  even  me- 
tastasize. In  a recent  study  of  so-called  bronchial 
adenomas  of  the  carcinoid  type,  we  found  that  59 
percent  of  the  patients  will  survive  only  five  years.'1 
Sixteen  of  the  44  patients  had  local  or  distant  me- 
tastases. Accordingly  one  wonders  whether  the  term 
bronchial  adenoma,  connoting  a benign  tumor, 
should  ever  be  used,  since  it  is  a misnomer.  Carci- 
noid tumor  of  lung  has  a definite  malignant  potential, 
and  as  such,  the  bronchial  adenoma  designation 
should  be  banned.  Finally  I would  like  to  commend 
the  author  for  his  excellent  work  in  reporting  this 
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interesting  and  unusual  lung  tumor. 
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Calcific  aortic  valve  disease  is  a not  uncommon 
disabling  cardiac  defect  of  the  elderly,  who  may  be 
denied  surgery  because  of  advanced  age.  Experience 
with  12  septuagenarians  is  reported  because  it 
demonstrates  that  aortic  valve  replacement  can  be 
safely  performed  in  these  patients. 

Methods  and  materials 

Twelve  consecutive  patients  between  70  and  78 
years  of  age  underwent  isolated  aortic  valve  re- 
placement at  New  York  University  Medical  Center 
between  December,  1971,  and  May,  1976.  In  11 
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3.  Turnbull,  A.  D.,  Huvos,  A.  G.,  Goodner,  J.  T.,  and  Beattie, 
E.  J.,  Jr.:  The  malignant  potential  of  bronchial  adenoma,  Ann. 
Thorac.  Surg.  14:  453  (1972). 

Dr.  Madani:  1 would  like  to  thank  the  discus- 
sants. Bronchotomy  will  be  the  first  procedure  in  my 
next  case. 

The  following  report  will  he  given  in  its  entire- 
ty- 

patients  the  lesion  was  aortic  stenosis.  The  twelfth 
patient  had  a combination  of  stenosis  and  insuffi- 
ciency (Table  I). 

The  predominant  symptom  was  congestive  heart 
failure  in  10  patients  and  severe  angina  in  2.  Seven 
patients  were  Class  III,  and  five  were  Class  IV  by 
New  York  Heart  Association  criteria  (Fig.  1). 

Cardiac  catheterization  was  performed  on  all  pa- 
tients. The  average  peak  systolic  gradient  was  100 
mm.  Hg.  Six  pat  ients  had  a value  of  greater  than  100 
mm.  Hg  and  two  of  more  than  150  mm.  Hg  (Fig. 
2A). 

Cardiac  index  varied  from  1.1  to  2.9  L.  per  minute 
per  square  meter,  with  a mean  value  of  2 L.  per 
minute  per  square  meter.  Five  patients  had  values 
of  less  than  2 L.  per  minute  per  square  meter,  and  in 
two  the  cardiac  index  was  less  than  1.5  L.  per  minute 
per  square  meter  (Fig.  2B). 

The  arteriovenous  oxygen  difference  varied  from 
4.6  to  9.3  vol.  percent.  The  value  was  greater  than 
6 vol.  percent  in  six  patients  and  greater  than  7 vol. 
percent  in  three  (Fig.  2C). 

The  left  ventricular  end-diastolic  pressure  was 
elevated  in  10  patients,  with  a mean  value  of  23  mm. 
Hg.  Four  patients  had  an  end -diastolic  pressure  of 
greater  than  30  mm.  Hg  (Fig.  2D). 

Pulmonary  artery  pressure  was  elevated  in  five 
patients.  Values  ranged  from  25/10  to  102/43. 

Cardiothoracic  ratio  was  above  0.50  in  all  patients, 
above  0.57  in  six,  and  above  0.61  in  two  patients  (Fig. 
3). 

Six  patients  had  associated  severe  coronary  artery 
disease,  three  had  diabetes  mellitus,  and  three  had 


TABLE  1. 

Patient  history 

Patient 

Number 

Age 

(Years) 

Class 

Left 

Ventricular 
End  Diastolic 
Pressure 
(mm.  Hg) 

Peak 
Systolic 
Gradient 
(mm.  Hg) 

Pulmonary 
Artery 
Pressure 
(mm  Hg) 

Cardiac 
Index  (Liters 
per  minute 
per  square 
meter) 

Arterio- 

venous 

Oxygen 

Difference 

(volume 

percent) 

1 

70 

III  C 

35 

95 

60/25 

2.4 

5.4 

2 

76 

III  C 

12 

100 

25/10 

2.1 

4.8 

3 

70 

III  C 

14 

68 

27/10 

4.7 

4 

72 

IV  D 

21 

172 

102/43 

1.1 

9.3 

5 

71 

IV  C 

31 

60 

70/39 

1.7 

7.9 

6 

72 

III  D 

15 

132 

40/23 

2.7 

4.9 

7 

71 

IV  D 

36 

150 

28/11 

6.3 

8 

70 

III  C 

16 

103 

31/17 

2.9 

4.6 

9 

71 

IV  C 

31 

134 

43/22 

1.2 

6.0 

10 

78 

IV  D 

18 

60 

19/4 

1.8 

6.0 

11 

76 

III  C 

20 

70 

35/18 

2.2 

5.5 

12 

70 

III  C 

18 

60 

30/13 

1.9 

7.1 
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x - preoperative 
• - postoperative 


FIGURE  1.  New  York  Fleart  Association  classification  of 
patients. 

a history  of  systemic  hypertension.  Hypertension 
was  not  present  in  any  patient  at  the  time  of  sur- 
gery. 


Operative  technique 

Cardiopulmonary  bypass  was  performed  using  a 
bubble  oxygenator  and  hemodilution.  During  most 
of  the  period  encompassed  by  this  study,  coronary 
perfusion  lines  were  constantly  monitored  to  keep 
pressures  between  60  and  90  mm.  Hg.  Moderate 
hypothermia  was  the  rule.  Coronary  perfusion  was 
not  attempted  in  patients  who  had  a short  left  main 
coronary  artery  or  diffuse  coronary  artery  disease  or 
in  whom  the  status  of  the  coronary  circulation  was 
not  known. 

Hypothermic  arrest  was  used  in  five  patients  who 
were  not  suitable  for  coronary  perfusion.  This  was 
accomplished  by  perfusing  the  aortic  root  proximal 
to  the  cross  clamp  with  Ringer’s  lactate  at  4°C.  and 
by  topical  lavage  with  the  same  solution.  The  blood 
was  cooled  to  25°C.  in  these  patients. 

Potassium  and  cold  cardioplegia  was  used  in  the 
last  three  patients  whose  coronary  anatomy  was 
unsuitable  for  perfusion.  This  was  done  by  injecting 
the  aortic  root  with  500  cc.  of  Ringer’s  lactate  at  4°C. 
containing  15  mEq.  of  potassium,  0.5  Gm.  of 
methylprednisolone  sodium  succinate  (Solu-Medrol), 
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FIGURE  2.  Patient  data.  (A)  Peak  systolic  gradient.  (B) 
Cardiac  index.  (C)  Arteriovenous  oxygen  difference.  (D) 
Left  ventricular  end  diastolic  pressure. 
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and  4 Gm.  of  glucose.  The  blood  temperature  was 
kept  at  25°C. 

All  valves  were  excised  and  replaced.  Starr- 
Edwards  Model  2320  prostheses  were  placed  in  four 
patients.  Bjork-Shiley  in  three,  Lillehei-Kaster  in 
one.  and  the  Magovern  sutureless  valve  in  four. 

Results 

All  patients  survived  operation.  Follow-up  for  up 
to  five  years  revealed  no  late  deaths.  All  patients 
improved  to  at  least  Class  II  (Fig.  1).  Cardiothoracic 
ratios  were  reduced  in  all  patients  but  one,  in  whom 
follow-up  chest  x-ray  films  were  available  (Fig.  3). 
Improvement  was  especially  dramatic  in  three  pa- 
tients who  were  moribund  preoperatively  and  who 
resumed  active  lives  postoperatively. 

Postoperative  complications  occurred  in  four  pa- 
tients. Three  patients  who  underwent  replacement 
with  a Magovern  valve  developed  heart  block  and 
required  a permanent  pacemaker.  One  patient  de- 
veloped a sternal  dehiscence. 

Comment 

There  has  been  reluctance  to  subject  older  patients 
to  open-heart  surgery.  In  part,  this  has  resulted 
from  a fear  of  excessive  mortality  and  morbidity. 
Almost  as  important  was  the  fear  that  even  with 
survival,  the  quality  of  life  would  not  be  significantly 
improved.  This  report  of  a small  group  of  septu- 
agenarians demonstrates  that  operative  risk  is  no 
greater  for  these  patients,  and  rehabilitation  is  as 
good  as  for  any  other  age  group. 

Symptomatic  aortic  valve  disease,  untreated,  has 
a very  poor  prognosis.  Ross  and  Braunwald1  found 
that  90  percent  of  patients  with  aortic  valve  disease 
who  presented  angina  and  syncope  died  within  three 
years  of  the  onset  of  symptoms,  and  90  percent  of 
those  who  appeared  w’ith  congestive  heart  failure 
died  within  two  years  of  the  onset  of  symptoms. 

Aortic  valve  replacement  in  patients  over  seventy 
years  of  age  has  previously  been  reported.  Austen 
et  al.-  described  isolated  aortic  valve  replacements 
in  40  patients  over  the  age  of  70  between  1962  and 
1970.  There  was  a 20  percent  early  operative  mor- 
tality rate  but  only  a 7.5  percent  late  mortality  rate. 


Excellent  results  were  obtained  in  those  patients  who 
survived. 

In  our  experience  most  of  the  patients  in  this  age 
group  had  been  referred  for  surgical  opinion  because 
they  were  terminally  ill.  Valve  replacement  was 
performed  as  a life-saving  measure.  The  advanced 
cardiac  failure  which  many  of  our  patients  presented, 
as  manifested  by  an  arteriovenous  oxygen  difference 
of  above  6 vol.  percent,  a cardiac  index  of  below  2 L. 
per  minute  per  square  meter,  and  an  elevated  left 
ventricular  end  diastolic  pressure,  occurs  late  in  the 
natural  history  of  aortic  stenosis  and  suggests  cardiac 
muscle  failure  in  addition  to  mechanical  valvular 
obstruction.  Pulmonary  hypertension  in  the  ab- 
sence of  mitral  valve  disease  is  a particularly  ominous 
finding  that  was  seen  in  five  of  the  patients.  A car- 
diothoracic ratio  of  greater  than  0.56  was  found  by 
Braun,  Kincaid,  and  McGoon  to  be  associated  with 
a significantly  higher  early  and  late  mortality  rate. 
Six  of  our  patients  had  a ratio  in  this  range. 

Advances  in  the  concept  "and  technique  of  myo- 
cardial preservation  are  the  factors  responsible  for 
the  increasing  safety  of  this  procedure.  In  the  early 
part  of  this  study  coronary  perfusion  was  used  rou- 
tinely. However,  the  favorable  experience  with  po- 
tassium and  cold  cardioplegia  during  the  past  year 
makes  this  technique  our  choice  for  myocardial 
protection. 

During  the  period  covered  by  this  report,  the 
Model  2320,  cloth -covered,  Starr-Edwards  prosthesis 
was  preferred  for  aortic  valve  replacement.  In  pa- 
tients with  small  aortic  roots,  the  tilting  disk  pros- 
theses were  used  because  of  their  superior  hemody- 
namic characteristics  in  these  circumstances. 

The  Magovern  valve  was  used,  where  size  per- 
mitted, in  those  patients  in  whom  safe  coronary 
perfusion  was  not  possible  or  in  those  patients  who 
were  desperately  ill.  The  use  of  this  valve  appre- 
ciably shortens  ischemia  time,  probably  by  25  min- 
utes. 

Previous  experience  with  Magovern  prostheses 
documented  the  increased  incidence  of  heart  hlock 
associated  with  the  use  of  this  valve.4  Each  patient 
with  a Magovern  valve  who  developed  heart  block 
which  persisted  after  discontinuing  bypass  had  a 
permanent  epicardial  electrode  buried  in  the  sub- 
cutaneous tissue  prior  to  closing  the  chest.  Persis- 
tence of  the  heart  block  in  the  postoperative  period 
merely  required  insertion  of  a pulse  generator.  It 
was  felt  that  this  was  an  acceptable  price  for  salvag- 
ing these  critically  ill  patients. 

Ali  patients  were  supported  on  bypass  with  the 
heart  in  an  empty,  beating  state  for  at  least  thirty 
minutes  after  the  aorta  was  unclamped.  While  this 
prolonged  the  operative  and  pump  time,  we  feel  it 
may  have  contributed  to  the  ease  with  which  bypass 
could  be  terminated  in  many  of  these  patients. 

Conclusion 

Aortic  valve  replacement  can  be  safely  accom- 
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plished  in  elderly,  critically  ill  patients  with  mini- 
mum mortality  and  morbidity  and  with  the  expec- 
tation of  excellent  long-term  results.  Age  per  se 
should  no  longer  be  considered  as  a criterion  of  in- 
operability. 
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Discussion 

Dr.  Malm:  Dr.  Hines,  I enjoyed  your  presentation 
very  much.  I guess  the  conclusion  is  that  if  you  have 
to  have  your  aortic  valve  replaced,  you  might  wait  till 
you  are  70,  and  “none  shall  die”;  is  that  it?  We  re- 
viewed a series  of  411  aortic  valve  replacements,  using 
primarily  the  ball-valve  prosthesis  at  the  Columbia 
Presbyterian  Medical  Center.  The  majority  of  these 
isolated  aortic  valve  replacements  had  coronary 
perfusion  as  the  method  of  myocardial  support.  Of 
that  group  of  patients,  52  were  over  70  years  of  age, 
including  a group  of  aortic  valve  replacements  with 
the  porcine  Hancock  graft  done  through  1976;  38 
were  over  70,  14  were  over  76,  and  several  were  over 
80  years  of  age.  The  mortality  rate  of  t hat  group  was 
17  percent.  The  breakdown  of  those  patients  over 
70  years  of  age  and  their  associated  defects  shows 
that  there  were  patients  with  mitral  replacement, 
coronary  grafts,  tricuspid  valve  replacement,  and 
aneurysm  resection.  In  reviewing  our  own  experi- 
ence with  this  group,  three  important  considerations 
were  identified.  First  of  all,  they  had  to  have  oper- 


able heart  disease.  We  have  often  been  encouraged 
to  operate  on  the  symptomatic  elderly  with  the 
murmur  of  aortic  stenosis  in  congestive  failure.  We 
were  able  to  identify  a group  of  patients  by  insisting 
on  catheterization  on  those  who  had  gradients  under 
30  mm.  Hg,  with  reduced  cardiac  output,  and  whose 
primary  problem  was  left  ventricular  dysfunction. 
So,  first  of  all  the  patients  who  were  over  70  have  to 
have  operable  disease.  Second,  they  have  to  be  in 
some  reasonable  form  of  good  health,  and  specifically 
they  have  to  have  no  associated  disease  which  has  a 
life  expectancy  of.  less  than  a year.  This  includes 
malignant  conditions  or  severe  progressive  renal 
disease.  Also,  their  mental  status  is  very  important 
in  considering  them  for  cardiac  surgery.  Any  patient 
who  is  senile  and  not  oriented  as  to  time,  place,  and 
person;  has  given  up  reading  a newspaper;  and  is  no 
longer  interested  in  his  environment  is  a very  bad 
candidate  for  surgery.  The  majority  of  them  will  die 
either  in  the  immediate  postoperative  period  or  soon 
after  discharge.  The  third  group  of  patients  that 
make  very  bad  candidates  are  those  who  have  a death 
wish,  such  as  the  older  patient  who  would  say,  “I  want 
to  die  rather  than  have  surgery.”  I can  assure  you 
that  cardiac  surgeons  cannot  in  any  way  make  those 
patients  live  if  they  have  already  made  up  their 
minds. 

There  was  a 13  percent  late  death  rate  in  the  series 
of  52  patients,  and  this  is  really  an  extraordinarily  low 
follow-up  death  rate  considering  their  age  at  time  of 
surgery. 

Dr.  Hines:  Dr.  Malm,  thank  you  for  your  re- 
marks. I believe  that  our  results  can  be  attributed 
to  meticulous  attention  to  myocardial  preservation. 
We  now  use  potassium  cardioplegia  and  hypothermia 
because  it  allows  us  adequate  time  to  perform  a valve 
replacement  without  the  problems  associated  with 
coronary  perfusion. 

As  of  the  present  time,  we  have  been  fortunate  in 
that  we  have  had  no  late  deaths  rate.  Obviously, 
these  patients  will  die.  What  is  important,  though, 
is  that  many  of  these  elderly  patients  will  have  been 
given  additional  and  useful  years. 
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Ideally,  hypertension  is  detected  early  and  is  con- 
trolled by  the  appropriate  oral  regimen  prior  to  onset 
of  any  complications  or  end  organ  involvement. 
Most  hypertensive  crises  represent  a failure  of 
medical  management  and  can  be  prevented  by 
proper  therapy.  Although  hypertensive  emergencies 
have  become  less  common  than  before  the  advent  of 
effective  antihypertensive  drugs,  they  still  represent 
a significant  problem  for  the  Emergency  room  and 
primary  care  physician.  The  usually  accepted  hy- 
pertensive emergencies  are  discussed  in  this  article. 
Acute  hypertensive  emergencies  also  may  develop  in 
the  course  of  other  disease  states,  for  example,  rap- 
idly progressive  vasculitis,  acute  glomerulonephritis, 
drug  ingestion,  or  head  injury.  As  long  as  the  arterial 
pressure  remains  markedly  elevated,  the  patient  is 
in  great  risk  of  developing  a stroke,  cardiac  failure, 
or  renal  failure.  Prompt  reduction  of  blood  pressure 
by  potent  antihypertensive  medications  takes  pre- 
cedence over  time-consuming  diagnostic  procedures 
in  these  patients.  These  emergencies  are  life- 
threatening  disorders  characterized  by  severe  ele- 
vation of  arterial  pressure,  arteriolar  spasm,  and 
necrotizing  arteriolitis  often  resulting  in  encepha- 
lopathy, retinopathy,  renal  failure,  and  ventricular 
failure.  Since  many  patients  with  a hypertensive 
emergency  are  relatively  young,  ranging  in  age  from 
30  to  45,  reversal  of  the  clinical  picture  and  follow-up 
care  often  become  a gratifying  experience. 

Hypertensive  emergencies 

Malignant  hypertension.  Malignant  hyper- 
tension is  usually  associated  with  necrotizing  ar- 


teriolitis, severe  retinal  changes,  and  a rapidly  pro- 
gressive clinical  course  which  is  fatal  within  two  years 
in  90  percent  of  untreated  patients.  Accelerated 
hypertension  usually  applies  to  a similar  clinical 
picture  but  a less  rapidly  progressive  course.  Most 
authorities  feel  that  the  two  conditions  are  nearly 
identical.  Because  of  the  high  risk  of  developing 
renal  failure,  encephalopathy,  or  left  ventricular 
failure,  malignant  or  accelerated  hypertension  is 
considered  a medical  emergency. 

Hypertensive  encephalopathy.  The  clinical 
picture  of  hypertensive  encephalopathy  is  usually 
manifested  by  severe  headache,  mental  confusion, 
agitation,  nausea,  and  a great  deal  of  apprehension. 
Focal  neurologic  signs  may  be  present;  the  symptoms 
may  progress  to  convulsions,  stupor,  a semiconscious 
state,  and  death  within  hours.  Edema,  numerous 
small  thrombi,  petechial  hemorrhages,  and  necro- 
tizing vasculitis  are  the  common  histopathologic 
findings  in  the  brain.  The  diagnosis  can  often  be 
confused  with  a patient  who  has  just  suffered  a ce- 
rebral vascular  accident.  Patients  who  have  suffered 
a cerebral  vascular  accident  may  occasionally  be 
harmed  by  sudden  lowering  of  blood  pressure;  if 
rapid  reduction  of  blood  pressure  causes  the  patient’s 
clinical  condition  to  worsen  or  if  the  patient  develops 
new  neurologic  signs,  the  blood  pressure  should  be 
reestablished  at  a higher  level  and  a diagnosis  of 
stroke  be  considered  strongly. 

Eclampsia.  Eclampsia,  the  hypertensive  disorder 
of  pregnancy,  usually  does  not  become  a medical 
emergency  unless  the  patient  becomes  eclamptic  with 
convulsions  and  coma.  Rapid  reduction  of  the  blood 
pressure  will  reduce  maternal  cardiovascular  mor- 
bidity and  mortality  and  probably  has  no  adverse 
effect  on  the  fetal  survival.  Early  delivery  of  the 
child  is  essent  ial  to  reverse  the  complicat  ions  of  the 
elevated  blood  pressure.  If  diazoxide  is  used  in  this 
situation,  it  may  interrupt  labor  because  of  its  effect 
on  uterine  smooth  muscle.1  Many  internists  feel 
that  prompt  lowering  of  blood  pressure  with  hy- 
dralazine and  a diuretic  should  he  initiated  while 
plans  for  delivery  are  carried  out.  Because  of  limited 
experience  with  the  potent  antihypertensive  drugs, 
the  effects  of  them  and  their  metabolites  in  preg- 
nancy must  he  considered  unknown. 

Release  of  catecholamines  and  pheochromo- 
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TABLE  I.  Drugs  of  choice  in  management 
of  selective  crises 


Hypertensive 

Emergency 

Preferred  Drugs 

Drugs  to  Avoid 

Hypertensive 

Diazoxide; 

Reserpine; 

encephalopathy 

nitroprusside; 

trimethaphan 

methyldopa 

Malignant 

hypertension 

Diazoxide; 

nitroprusside; 

trimethaphan 

Aortic 

Nitroprusside; 

Diazoxide; 

dissection 

trimethaphan; 

methyldopa; 

propranolol 

hydralazine 

Pheochromocy- 
toma; catechol- 
amine release 

Phentolamine; 
phenoxyben- 
zamine, nitro- 
prusside 

All  other  drugs 

Intracranial 

Nitroprusside; 

Reserpine; 

hemorrhage 

diazoxide; 

trimethaphan; 

hydralazine 

methyldopa 

Acute  left  ventri- 

Nitroprusside; 

Hydralazine; 

cular  failure 

trimethaphan 

diazoxide 

Head  injuries 

Nitroprusside ; 
trimethaphan; 
hydralazine 

Methyldopa; 

reserpine 

Acute  and/or 
chronic  renal 
failure 

Diazoxide; 

methyldopa; 

hydralazine; 

furosemide; 

nitroprusside 

Reserpine 

Eclampsia  and 
preeclampsia 

Diazoxide;  hy- 
dralazine; 
methyldopa 

Trimethaphan 

cytoma.  A sudden  release  of  catecholamines  from 
a pheochromocytoma  or  the  ingestion  of  tyramine- 
rich  foods  by  patients  taking  MAO  (monoamine  ox- 
idase) inhibitors  may  provoke  a life-threatening 
hypertensive  emergency.  Alpha-blocking  drugs  are 
required  to  control  the  hlood  pressure  in  these  un- 
usual circumstances.  The  beta-adrenergic  mediated 
effects  of  catecholamines  on  the  myocardium  are  not 
inhibited  by  phenoxybenzamine  hydrochloride 
(Dibenzyline)  or  phentolamine;  the  profound 
tachycardia  and/or  arrhythmia  that  occasionally 
develops  should  be  treated  with  a beta-blocking 
agent.  Sodium  nitroprusside  is  effective  in  con- 
trolling this  form  of  hypertension  and  is  the  indicated 
agent  in  the  patient  who  is  also  encephalopathic.2 

Hypertension  complicated  by  life-threatening 
situations.  Intracranial  hemorrhage  and  head 
trauma.  Hypertension  usually  accompanies  intra- 
cranial bleeding.  Reduction  of  the  blood  pressure 
to  near  normal  levels  is  clearly  indicated  in  these 
patients  with  severe  hypertension.  The  patient 
frequently  becomes  comatose  after  the  onset  of  the 
headache.  One  should  avoid  the  use  of  drugs,  for 
example,  methyldopa  and  reserpine,  that  would 
possibly  affect  the  sensorium  or  the  neurologic 
findings.  Neither  sodium  nitroprusside  nor  tri- 
methaphan  camsylate  adversely  affect  the  neurologic 
examination. 


Acute  left  ventricular  failure.  Trie  development 
of  acute  left  ventricular  failure  in  a hypertensive 
patient  suggests  that  the  ventricle  is  incompetently 
handling  its  work  load.  This  work  load  must  he  re- 
duced, and  recent  evidence  indicates  that  prompt 
reduction  of  the  hlood  pressure  is  a most  important 
part  of  therapy.  An  infusion  of  sodium  nitroprusside 
is  frequently  used  because  of  its  controlled  effect.2 
Other  measures  for  the  treatment  of  heart  failure 
should  also  he  used,  such  as  digitalis,  diuretics,  oxy- 
gen, and  so  forth. 

Aortic  dissection.  Acute  dissection  of  the  aorta 
is  an  important  indication  for  rapid  lowering  of  the 
patient’s  blood  pressure  to  prevent  rupture  and 
further  dissection.  When  hypotension  can  he 
achieved  and  controlled  with  drugs,  medical  man- 
agement is  the  preferred  therapy.  Certain  antihy- 
pertensive drugs  are  indicated  to  reduce  shearing 
forces  on  the  aortic  wall,  ejection  fraction,  and 
transmitted  pulse  wave;  trimethaphan  camsylate, 
sodium  nitroprusside,  and  propranolol  are  the  pre- 
ferred drugs.  Drugs  such  as  diazoxide  and  hydral- 
azine hydrochloride  that  increase  myocardial  con- 
tractility and  ejection  fraction  are  contraindicated. 

Severe  bleeding.  Patients  with  severe  hyperten- 
sion who  undergo  surgery  often  develop  severe  and 
intractable  bleeding.  In  addition,  other  patients 
develop  epistaxis,  tracheal  bleeding,  gastrointestinal 
bleeding,  and  urinary  tract  bleeding.  In  each  case, 
control  of  the  blood  pressure  makes  control  of  the 
bleeding  easier.  These  patients  can  often  be  treated 
with  methyldopa  if  the  situation  is  not  emergent. 

Drugs  for  hypertensive  emergency 

Table  I lists  the  preferred  and  contraindicated 
drugs  for  the  various  hypertensive  emergencies. 
Table  II  further  describes  the  pharmacology  of  the 
various  drugs  available  for  treatment  of  the  hyper- 
tensive crisis.  Each  drug  will  now  be  described  in 
further  detail. 

Vasodilators.  Sodium  nitroprusside  ( Nipride ). 
Sodium  nitroprusside,  shown  in  Figure  1A,  dilates 
capacitance  and  resistance  vessels,  resulting  in  a 
decreased  peripheral  vascular  resistance  and  cardiac 
output.2  Heart  rate  may  increase  slightly.  It  must 
be  administered  by  continuous  intravenous  infusion 
requiring  close  supervision.  It  can  be  maintained  for 
long  periods  of  time.  The  patient’s  bed  should  be 
placed  in  the  reverse  Trendelenburg  position  to  take 
maximal  advantages  of  the  postural  effects  of  the 
drug.  Because  its  hypotensive  effect  is  immediate 
and  fleeting,  sodium  nitroprusside  may  be  used 
whenever  rapid  blood  pressure  lowering  is  desired, 
for  example,  in  encephalopathy,  hypertension  with 
stroke,  or  acute  left  ventricular  failure.  Some  phy- 
sicians prefer  nitroprusside  to  diazoxide  because  of 
its  lack  of  secondary  tachycardia  and  transient  in- 
crease in  cardiac  work,  and  the  ability  of  the  physi- 
cian to  control  minute-to-minute  blood  pressure. 
Great  care  should  he  taken  to  shield  the  solution  from 
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TABLE  II.  Available  parenteral  drugs  for  hypertensive  emergency 


Drug 

Onset 

Time  Course 
Maximum 

Duration 

Dosage 

Remarks 

Direct  vasodilators 

Nitroprusside 

1 

1 to  2 

3 to  5 

Intravenous  infusion,  50  to 

Watch  for  thiocyanate 

minute 

minutes 

minutes 

150  mg.  per  liter;  0.03  to 
0.05  mg.  per  minute 

toxicity  in  patients  on 
prolonged  administra- 
tion; protect  from 
light;  elevate  head  of 
bed;  nausea;  vomiting 

Diazoxide 

1 to  2 

2 to  3 

4 to  18 

Intravenous  rapidly,  300- 

Contraindicated  in  coro- 

minutes 

hours 

hours 

mg.  bolus 

nary  artery  disease, 
aortic  dissections, 
severe  diabetes;  elevate 
head  of  bed;  flushing 

Hydralazine 

10  to  20 

20  to  40 

2 to  6 

Intramuscular,  10  to  30 

Increases  cardiac  work; 

minutes 

Sympathetic  inhibitors 

minutes 

hours 

mg.,  intravenous,  20  to 
40  mg.  per  20  ml.  in 
20  minutes 

use  with  caution  in 
patients  with  coronary 
artery  disease;  elevate 
head  of  bed,  palpita- 
tions; headache 

Trimethaphan 

1 to  2 

2 to  5 

10 

Intravenous  infusion, 

Patients  develop  tachy- 

minutes 

minutes 

minutes 

1 to  5 mg.  per  minute 
of  solution  with  0.5  to 
1 Gm.  per  liter 

phylaxis,  elevate  head 
of  bed,  urinary  reten- 
tion; ileus 

Phentolamine 

2 to  5 

2 to  5 

10 

Intramuscular  or  intrave- 

For  pheochromocytoma 

minutes 

minutes 

minutes 

nous,  5 to  20  mg. 

and  MAO  difficulties 
only 

Contraindicated  in  head 

Methyldopa 

1 to  3 

3 to  5 

6 to  10 

Intravenous  soluset,  250 

hours 

hours 

hours 

mg.  per  50  ml.  in  30 
minutes 

trauma  and  injuries; 
leads  to  marked 
drowsiness 

Reserpine 

1 to  4 

3 to  4 

6 to  24 

Intravenous,  0.25  to  5 

May  be  cumulative,  con- 

Propranolol 

hours 

hours 

hours 

mg.;  intramuscular, 
0.25  to  5 mg. 

traindicated  in  head 
trauma  and  injuries 

1 to  2 

5 

3 to  6 

Intravenous,  1 to  3 mg. 

Limited  experience,  may 

minutes 

minutes 

hours 

slowly  at  0.2  mg.  per 
minute;  orally,  40  to 
160  mg.  four  times  a 
day 

provoke  bradyarrhyth- 
mias;  may  cause 
heart  failure 

sunlight.  The  solution  should  be  changed  every 
three  to  four  hours.  Prolonged  administration, 
especially  in  patients  with  renal  failure,  may  lead  to 
thiocyanate  toxicity. 

Diazoxide  (Hyperstat).  Diazoxide  lowers  blood 
pressure  by  directly  dilating  peripheral  resistance 
vessels  with  very  little  effect  on  venous  tone  (Fig. 
IB)  1 Presumably,  diazoxide  produces  vasodilata- 
tion by  an  interaction  of  the  drug  with  calcium  at 
receptor  sites.  This  arteriolar  vasodilatation  and 
decreased  peripheral  vascular  resistance  causes  a 
reflex  cardiac  stimulation.  Significant  increases  of 
cardiac  rate,  ejection  fraction,  and  cardiac  output 
occur  very  rapidly  in  most  instances.  Cardiac  work 
will  eventually  be  decreased  as  the  peripheral  resis- 
tance is  maintained  at  a lower  level.  Diazoxide  is 
given  rapidly  as  an  intravenous  bolus  to  avoid  protein 
binding.  Thus,  the  degree  of  blood  pressure  reduc- 
tion cannot  be  predetermined,  and  one  is  committed 
to  the  pressure  achieved  with  the  single  bolus.  The 
blood  pressure  seldom  falls  to  extremely  low  levels 
except  in  patients  with  contracted  blood  volumes 
from  prior  diuretic  use  or  the  disease  state.  It  can 
also  precipitate  hyperglycemia  and  diabetic  keto- 


acidosis in  the  poorly  controlled  diabetic  patient.  It 
should  always  be  used  with  a potent  diuretic  except 
in  the  patient  with  reduced  blood  volume.  Because 
it  is  safe,  generally  effective,  and  reasonably  pro- 
longed in  its  effect,  it  is  the  drug  of  choice  in  hyper- 
tensive encephalopathy  and  often  for  malignant 
hypertension.  Many  physicians  prefer  diazoxide  to 
hydralazine  for  eclampsia,  but  one  should  recall  that 
it  can  cause  labor  to  cease. 

Hydralazine  ( Apresoline ).  Hydralazine,  like 
diazoxide,  reduces  blood  pressure  by  directly  dilating 
peripheral  resistance  vessels.  Its  use  is  also  attended 
by  a reflex-mediated  increase  in  cardiac  rate  and 
output.  The  drug  may  aggravate  preexisting  coro- 
nary insufficiency  and  has  precipitated  myocardial 
infarction  and  congestive  heart  failure  in  some  in- 
stances. It  has  been  used  an  an  agent  of  choice  in 
patients  with  eclampsia  and  acute  glomerulone- 
phritis. 

Sympathetic  inhibitors.  Trimethaphan  cam- 
sylate  (Arfonad).  Trimethaphan  camsylate  is  a 
powerful  ganglionic  blocking  agent  that  dilates  both 
capacitance  and  resistance  vessels  and  decreases 
cardiac  output.  It  is  unique  among  ganglionic 
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DIAZOXIDE  CHLOROTHIAZIDE 

FIGURE  1.  Chemical  structures.  (A)  Of  nitroprusside.  (B) 
Of  diazoxide  and  closely  related  thiazide. 


blocking  agents  because  of  its  extremely  short  du- 
ration of  action.  It  must  be  administered  by  con- 
tinuous infusion,  initially  at  a rate  approaching  1 mg. 
per  minute  or  greater  until  the  desired  reduction  in 
blood  pressure  is  achieved.  The  hypotensive  action 
may  be  enhanced  by  elevating  the  head  of  the  bed  8 
to  10  inches.  Blood  pressures  must  be  recorded 
nearly  continuously.  Other  drugs  have  to  be  given 
within  18  to  24  hours  because  the  requirements  for 
trimethaphan  camsylate  increase  markedly  after  24 
hours,  possibly  because  of  tachyphylaxis  or  salt  and 
water  retention.  It  is  a drug  of  choice  for  dissecting 
aortic  aneurysms,  acute  left  ventricular  failure,  and 
intracranial  hemorrhages. 

Phentolamine  ( Regitine ).  Phentolamine  com- 
petes with  norepinephrine  for  receptor  sites  at  the 
arteriolar-neuromuscular  junction  and  hence  is  a 
competitive  inhibitor  of  norepinephrine.  It  is  spe- 
cifically indicated  for  managing  the  hypertensive 
crisis  associated  with  a catecholamine  excess,  for 
example,  pheochromocytoma  or  MAO  inhibitor- 
related  hypertension.  This  drug  is  also  used  for  in- 
traoperative management  of  the  patient  undergoing 
excision  of  his  pheochromocytoma.  Its  action  is 
short-lived,  but  the  drug  may  be  given  by  intravenous 
infusion  once  the  blood  pressure  is  controlled.  In  the 
acute  situation,  sodium  nitroprusside  may  also  be 
used.  The  beta-adrenergic  mediated-effects  cate- 
cholamines are  not  blocked  by  phentolamine.  Pro- 


pranolol may  he  necessary  for  the  occasional  tachy- 
cardia that  may  develop.  The  patient  with  a pheo- 
chromocytoma or  MAO  inhibitor-related  hyper- 
tension should  not  receive  a beta-blocking  agent 
without  prior  alpha  blockade.  To  do  so  would 
predispose  the  patient  to  further  serious  elevation  of 
blood  pressure;  blocking  only  the  vasodilator  and 
cardiac  rate  actions,  or  beta  receptors,  of  catechols 
would  leave  the  vasoconstrictor,  or  alpha  receptors, 
action  unopposed. 

Methyldopa  (Aldomet).  Methyldopa  reduces 
peripheral  resistance  by  an  unknown  action.  It  has 
a gradual  onset  of  action,  one  to  three  hours,  and  only 
a variable  response.  Its  effect  may  last  from  3 to  12 
hours.  'This  drug  initially  may  produce  somnolence, 
stupor,  and  altered  mental  function,  so  that  it  is  not 
indicated  in  head  trauma  or  patients  with  encepha- 
lopathy; however  it  does  not  produce  as  much  som- 
nolence or  depression  as  reserpine.  It  is  useful  in 
patients  with  renal  insufficiency  and  in  maintaining 
normalized  blood  pressure  in  patients  with  malignant 
hypertension. 

Reserpine  ( Serpasil , and  so  forth).  Reserpine 
depletes  stored  catecholamines  in  the  peripheral 
neurons  at  the  arteriolar  level  and  within  the  central 
nervous  system.  It  lowers  the  blood  pressure  but  can 
cause  profound  somnolence  and  stupor  in  some  pa- 
tients. It  has  an  unpredictable  action  and  may  ac- 
cumulate, leading  to  profound  unexpected  falls  in 
blood  pressure.  It  may  he  used  either  intravenously 
or  intramuscularly.  Reserpine  should  not  be  used 
for  patients  with  encephalopathy,  intracranial 
hemorrhages,  or  renal  insufficiency. 

Propranolol  (Inderal).  Propranolol  plays  a very 
useful  role  in  the  ambulatory  management  of  hy- 
pertension.It  has  also  been  demonstrated  to  be  of 
value  in  high-renin  malignant  hypertension.  Its 
mechanism  of  action  is  unknown,  hut  is  presumed  to 
be  central  in  origin.  It  has  not  yet  gained  much  use 
in  the  emergency  situation.  Propranolol  has  an  in- 
dication in  the  treatment  of  catecholamine-related 
crisis  once  alpha  blockade  is  instituted.  The  drug 
is  given  slowly  at  a rate  of  0.2  to  0.4  mg.  per  minute, 
until  a total  dose  of  2 or  3 mg.  is  administered.  One 
should  watch  for  arrhythmias,  bradycardia,  asthma, 
and  heart  failure. 

Follow-up  management 

It  is  important  to  attempt  to  place  the  patient  on 
maintenance  antihypertensive  therapy  as  soon  as  the 
blood  pressure  is  controlled  by  the  parenteral  med- 
ication. Most  patients  with  hypertensive  crises  will 
eventually  require  multiple-drug  therapy  to  achieve 
satisfactory  blood  pressure  control.  After  control  is 
achieved,  diagnostic  studies  can  he  initiated  if  the 
patient  has  a specific  indication  for  them. 

Once  the  patient  has  suffered  an  acute  hyperten- 
sive complication  he  is  much  more  likely  to  develop 
further  problems  as  a result  of  his  hypertensive  car- 
diovascular disease.  This  should  stimulate  the 
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physician  to  pursue  aggressively  this  patient’s  hy- 
pertensive control  and  do  frequent  laboratory  testing, 
electrocardiograms,  and  chest  x-ray  films  to  detect 
any  possible  deterioration  of  the  clinical  situation. 
Many  patients  are  fortunate  that  their  malignant 
hypertension  or  other  hypertensive  crises  appear 
acutely  and  are  treated  before  any  significant  end- 
organ  damage  occurs. 

It  is  difficult  to  estimate  the  true  incidence  of  the 
hypertensive  crisis.  Kincaid-Smith,  McMichael,  and 
Murphy4  estimated  that  nearly  1 percent  of  all  hy- 
pertensive patients  progressed  to  the  malignant 
phase  based  on  assumptions  regarding  the  incidence 
of  hypertension  and  patient  referrals  to  large  centers 
in  Australia. 

In  several  large  series  published  before  1959,  the 
one-  to  two-year  mortality  rate  of  patients  witli  un- 
treated malignant  hypertension  approached  90 
percent.  No  recent  reports  of  morbidity  or  mortality 
in  large  series  of  patients  treated  aggressively  for 
malignant  hypertension  have  been  published. 
However,  Woods,  Blythe,  and  Huffines  ’ reported  in 
1967  that  55  percent  of  20  patients  survived  one  year, 
35  percent  survived  two  years,  and  20  percent  of  their 
patients  survived  five  years  with  aggressive  hypo- 
tensive drug  therapy  for  malignant  hypertension. 
Long-term  results  can  be  extremely  gratifying  with 
patients  surviving  10  to  20  years  without  progression 
of  renal  disease;  this  ultimate  prognosis  is  related  to 
the  extent  of  the  complication  at  the  initiation  of 
therapy.  There  are  numerous  well-documented 
cases  where  electrocardiographic  evidence  of  left 
ventricular  hypertrophy  disappeared  and  fundo- 
scopic  changes  have  reversed  to  nonexudative  cate- 
gories. Blood  pressure  has  been  maintained  at 
normal  ranges  in  these  patients  and  has  required 
frequent  adjustments  in  the  therapeutic  regimen. 
This  type  of  gratifying  result  demands  the  phvsi- 


Third  annual 

international  joint  stroke  conference 

The  Stroke  Council  of  the  American  Heart  Association 
is  pleased  to  announce  t he  third  International  Conference 
on  Cerebrovascular  Disease  and  Cerebral  Circulat  ion  will 
he  held  on  February  16  to  18, 1978,  at  t he  Fairmont  Hotel, 
New  Orleans,  Louisiana.  The  meeting  is  held  in  con- 
junction with  the  Cerebrovascular  Surgery  Section, 
American  Association  of  Neurological  Surgeons:  Canadian 
Stroke  Society,  Canadian  Heart  Association,  and  the  So- 
ciety for  Vascular  Surgery. 

Members  of  the  Stroke  ( 'ouncil  and  ot hers  interested  in 
diseases  of  the  cerebral  circulation  and  the  physiology  and 


cian’s  close  attention  to  the  patient’s  condition,  often 
leading  to  continuous  readjustment  of  medication. 

Although  the  cause  of  most  hypertension  remains 
elusive,  it  is  well  established  that  sustained  hyper- 
tension itself  results  in  significant  vascular  damage 
throughout  the  body.1’  It  is  presumed  that  the  de- 
creased incidence  of  hypertensive  emergencies  re- 
flects better  therapy  in  most  patients  with  essential 
hypertension.  In  the  first  Veterans  Administration 
study,  no  episodes  of  accelerated  hypertension  or 
aortic  dissection  occurred  in  18  months  among  the 
patients  whose  blood  pressure  was  controlled. 7 Good 
blood  pressure  control  is  the  goal  of  all  physicians 
caring  for  hypertensive  patients. 

Hypertension  Committee 
American  Heart  Association 
New  York  State  Affiliate 
6 West  29th  Street 
New  York.  N.Y.  10001 
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pathological  changes  in  the  cerebral  circulation  are  en- 
couraged to  submit  abstracts  to  the  Program  Committee  j 
for  consideration  to  be  presented  at  that  meeting. 

Abstracts  accepted  for  presentation  will  be  published 
in  the  -January,  1978,  issue  of  the  journal  Stroke  of  the 
American  Heart  Association. 

The  deadline  for  receipt  of  all  abstracts  is  Septem- 
ber 1,  1977. 

Guidelines  and  further  information  may  be  obtained  In 
writing:  Administ  rator.  Postgraduate  Programs,  Ameri 
can  Heart  Association.  7320  Greenville  Avenue,  Dallas,  .. 
Texas  75231. 

Robert  G.  Siekert,  M l).,  of  the  Mayo  Clinic  is  serving 
as  the  conference  chairman. 
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In  the  recent  past,  I was  privileged  to  treat  a se- 
lected group  of  patients  in  the  geriatric  age  group  at 
the  New  York  Veterans  Administration  Hospital. 
These  patients  had  chronic,  multiple  system  diseases, 
many  with  a psychiatric  label  of  “chronic  mental 
syndrome,”  and  were  rejected  by  their  families  as  well 
as  by  society,  with  a resultant  loss  of  self-esteem. 
While  some  of  these  individuals  had  had  a successful 
past,  they  had  no  present  and  no  future.  To  enable 
them  to  again  enjoy  self-respect  and  a strengthened 
ego,  their  more  satisfactory  or  even  illustrious  past 
was  recalled  to  help  them  in  the  present  and  if  pos- 
sible give  them  a future.  The  patients,  both  the 
ambulatory  and  wheelchair-confined,  ate  together 
in  a large  room  where  they  were  encouraged  to  share 
their  thoughts  as  well  as  their  food  at  the  table.  At 
first  many  felt  somewhat  estranged,  but  gradually 
there  was  acceptance  of  each  other’s  infirmities. 
Notably,  the  patient  who  filled  the  water  glasses  was 
fed  through  a gastrostomy  tube  because  carcinoma 
of  the  mandible  had  resulted  in  both  removal  of  his 
jaw  and  a neck  resection.  Although  he  did  not  par- 
take of  the  food,  he  was  accepted  as  an  integral  part 
of  the  group  because  of  his  willingness  to  help  and  his 
eagerness  for  participation.  Weekly  gripe  sessions 
among  the  patients  and  ward  personnel  helped  di- 
minish some  of  the  fears  and  biases  of  both  the  pa- 
tients and  their  attendants.  During  these  sessions, 
discussions  among  the  ambulatory  patients  of  topics 
of  interest,  whether  past  or  present,  were  taped  and 
then  played  back  the  following  week. 

Effects  of  taped  sessions 

These  interactions  aroused  exciting  discussion, 


and  revelations  surfaced  about  each  of  the  partici- 
pants, since  the  topics  tended  to  center  around  the 
individual’s  occupation,  hobbies,  or  experiences. 
The  taped  sessions  were  often  quite  provocative,  and 
patients  diagnosed  as  having  a chronic  mental  syn- 
drome frequently  produced  communications  that 
were  lucid,  probably  because  they  were  able  to  recall 
and  utilize  the  more  successful  events  of  their  past 
in  these  discussions.  They  often  spoke  with  assur- 
ance and  authority,  for  their  thoughts  were  under- 
stood by  fellow  patients  who  had  undergone  similar 
experiences.  This  recall  of  experiences  and  their 
acceptance  by  others  made  the  individual  feel  secure 
enough  to  venture  further  opinions  or  aspirations. 
The  taped  sessions  proved  to  be  quite  fruitful,  and 
the  patients  themselves  came  to  request  these  group 
sessions.  They  always  had  subjects  or  stories  to 
share  and  relate.  If  some  of  them  were  in  part 
apocryphal  this  often  added  flavor  and  interest.  The 
amount  of  sedation  at  bedtime  required  of  the  par- 
ticipating chronic  mental  syndrome  patients  di- 
minished significantly.  They  were  pleased  when  a 
volunteer  artist  drew  large  sketches  of  the  patients 
from  photographs  taken  during  earlier  years  when 
they  were  in  their  prime.  The  daily  requirement  of 
a shave  and  hair  grooming  for  men,  and  the  use  of 
cosmetics  and  a weekly  visit  from  the  hair  stylist  by 
women  were  contributing  factors  in  giving  the  pa- 
tients a sense  of  well-being  and  self-esteem.  Weekly 
visits  to  the  park  during  the  summer  for  ambulatory 
and  wheelchair  patients  were  accomplished  through 
the  auspices  of  volunteers  who  also  supplied  music 
and  refreshments.  This  provided  the  patients  with 
a feeling  that  their  world  was  not  just  encased  by  four 
walls,  but  that  they  were  sti’l  part  of  the  larger  soci- 
ety. The  sense  of  being  cared  for,  of  being  useful, 
and  of  having  both  the  ability  and  the  opportunity 
to  communicate  needs  or  informal  tales  of  the  past 
made  these  patients  feel  more  secure,  less  dependent, 
and  afforded  them  a better  attitude  toward  the  fu- 
ture. 

Societal  treatment  of  geriatric  patient 

The  senior  citizen  today,  even  though  not  physi- 
cally or  mentally  disabled,  may  be  confronted  by  the 
dubious  recent  attitude  of  our  society  solely  because 
of  having  reached  the  chronologic  age  of  65.  In  many 
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corporations,  institutions,  and  governmental  services 
he  is  automatically  placed  in  a new  classification — 
geriatric.  The  individual  at  reaching  a designated 
birthdate  is  retired  or  emeritus.  On  retirement  he 
is  severed  from  productive  activity.  He  is  separated 
from  his  fellow  workers  and  often  relatively  isolated. 
This  is  a frequent  precursor  to  a depression.  Sir 
James  Mackenzie’s  concept  of  the  individual  as  being 
as  old  as  his  arteries,  where  some  people  age  90  sim- 
ulate age  30  and  others  at  the  age  of  30  are  90,  is  no 
longer  applied  to  our  living  pattern  by  those  who  live 
by  this  new  concept.  There  is  increasing  loss  of  re- 
spect for  knowledge  gained  by  experience  gained 
through  years  of  work  and  study.  This  has  led  to  the 
challenging  or  testing  of  many  formerly  established 
major  premises  with  computerized  thoroughness, 
where  often  the  overall  concept  is  lost  in  a maze  of 
details.  As  a result,  emphasis  is  concentrated  on 
apparent  facts,  without  evolving  a generalized  con- 
cept. Consequently,  inductive  reasoning  has  come 
to  overpower  deductive  reasoning.  The  accumula- 
tion of  facts  without  generalized  concepts  has  re- 
sulted in  an  automechanistic  age  with  a lack  of  in- 
terpersonal relationships,  as  well  as  the  loss  of  respect 
for  well-founded  authority  and  a higher  power. 

Because  of  this  expression  of  man’s  conscious  in- 
humanity to  his  brother  man,  the  individual  at  the 
age  of  65  is  no  longer  considered  self-sufficient.  He 
then  turns  inward  into  his  shell  and  before  long  starts 
to  deteriorate.  Various  labels  are  then  ascribed  to 
his  cognitive  processes  such  as  chronic  mental  syn- 
drome, senile  dementia,  anxiety  state,  and  so 
forth. 

Conclusion 

Hopefully  some  changes  are  taking  place  which 
recognize  the  potential  role  of  the  senior  citizen  to 


Heart  pacemakers  effective 
in  prolonging  life 

The  heart  pacemakers  that  are  implanted  in  the  chest 
work  very  well  in  prolonging  useful  life.  A majority  of  the 
patients  survive  for  a number  of  years  with  the  pacemakers, 
and  death  almost  always  is  caused  by  an  ailment  not  re- 
lated to  pacemaker  failure. 

These  are  the  findings  of  a survey  of  more  than  12  years 
of  experience  with  the  pacemakers  at  the  University  of 
Virginia  School  of  Medicine,  Charlottesville,  Va.,  reported 
in  the  February  7 Journal  of  the  American  Medical  As- 
sociation. 

Of  the  313  patients  who  received  heart  pacemakers  be- 
tween 1961  and  1973,  there  was  a survival  rate  of  65  percent 
after  five  years.  Average  age  at  onset  of  pacing  was  in  the 
late  60s. 

Of  the  109  individuals  in  the  study  who  died,  only  one 


contribute  to  society.  An  illustration  of  this  is  the 
Senior  Medical  Consultants  Incorporated,  which  is 
providing  an  opportunity  for  experienced  teachers 
and  consultants  to  provide  educational  programs  for 
community  hospitals  outside  of  academia.  Business 
is  also  capitalizing  on  the  brains  of  the  experienced 
active  senior  citizens  where  they  can  assist  those  in 
young  enterprises  by  sharing  the  knowledge  they 
have  accumulated  over  the  years.  The  “ecology”  of 
recycling  maturity  can  be  translated  into  saving  both 
time  and  money  for  the  country.  It  is  hoped  that 
perhaps  before  much  more  waste  of  humanness  and 
knowledge  has  occurred,  the  concept  of  mandatory 
retirement  will  disappear,  and  man  will  be  accepted 
for  his  ability  to  contribute  to  society.  The  key  to 
productivity  must  be  regarded  as  biologic,  not  chro- 
nologic. 

Summary 

In  the  recent  past  the  author  treated  patients  in  a 
geriatric  age  group  at  the  New  York  Veterans  Ad- 
ministration Hospital.  A helpful  mode  of  therapy 
was  the  utilization  of  patients’  past  experience  to  help 
them  in  the  present  and  perhaps  give  them  a future. 
The  fashion  in  some  quarters  is  to  imply  that  the 
chronologic  age  of  65  automatically  eliminates  one 
as  an  active  member  of  society.  There  is  a growing 
loss  of  respect  for  knowledge  gained  through  expe- 
rience regardless  of  age.  Our  automechanistic  age 
results  in  a lack  of  interpersonal  relationships  and 
suffers  from  a loss  of  respect  for  both  authority  and 
a higher  power.  There  is  a justifiable  plea  for  the 
ecology  of  “recycling  maturity”  and  the  eliminating 
of  the  geriatric  label  as  it  applies  to  individuals. 

Veterans  Administration  Hospital 
First  Avenue  at  East  24th  Street 
New  York,  N.Y.  10010 


death  could  be  attributed  directly  to  failure  of  the  im- 
planted device.  The  others  died  from  a variety  of  causes 
not  related  to  the  pacemaker,  says  Lockart  M.  McGuire, 
M.D.,  and  colleagues. 

Death  rates  increased  during  the  later  years  of  the  study, 
primarily  because  the  criteria  for  selecting  implant  recip- 
ients was  broadened  considerably  to  include  individuals 
who  were  considered  poor  risks  in  the  earlier  years,  Dr. 
McGuire  says. 

But,  he  points  out,  “The  benefits  of  cardiac  pacing  for 
even  a brief  period  of  two  or  three  years  may  be  highly 
desirable.” 

Recent  technical  innovations  have  improved  the  effec- 
tiveness of  the  pacemaker,  particularly  to  extend  the  life 
of  the  power  source  to  four  or  more  years.  In  the  earlier 
devices,  replacement  of  the  power  source  was  necessary  at 
more  frequent  intervals.  Some  now  use  nuclear  power. 
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AMA  Challenges  in  the  Courts 


One  of  the  professions’s  major  concerns  today  is 
government's  mounting  pressure  for  increasing 
regulation  of  medicine  In  response  to  these  chal- 
lenges, the  AMA  has  taken  a new  position  of 
advocacy  for  physicians  and  the  public  which 
has  resulted  in  the  AMA's  very  first  lawsuits 
against  the  government 

In  March  1975,  the  AMA  took  HEW  to  court  over 
its  Utilization  Review  Regulations  which  required 
review  of  all  Medicare  and  Medicaid  hospitaliza- 
tions within  24  hours.  The  AMA  contended  the 
regulations  constituted  unlawful  interference 
with  the  rights  of  physicians  and  patients  The 
AMA  won  its  case  and  HEW  withdrew  the  regula- 
tions. 

The  AMA  also  initiated  legal  action  against 


HEW's  Maximum  Allowable  Cost  Rule,  cnarging 
that  the  rule,  which  would  govern  the  prescription 
of  drugs  for  Medicare  and  Medicaid  patients, 
intrudes  on  clinical  decisions  made  by  physi- 
cians The  case  is  now  pending. 

The  AMA  has  also  joined  with  co-plaintiffs,  the 
state  of  North  Carolina,  the  state  of  Nebraska  and 
the  North  Carolina  Medical  Society,  in  a suit 
against  the  Health  Planning  Act  of  1974  which 
gives  the  Secretary  of  HEW  sweeping  powers 
over  nearly  every  aspect  of  health  care 

These  are  just  some  of  the  many  actions  the 
AMA  has  taken  to  protect  your  rights  and  interests 
and  the  rights  and  interests  of  your  patients.  With 
your  support,  it  can  be  even  more  effective. 


Join  us. 

We  can  do  much  more  together. 

Dept,  of  Membership  Development 

American  Medical  Association 

535  N.  Dearborn  St. /Chicago,  IL  60610 

Please  send  me  more  information  on  the  AMA 
and  AMA  membership. 

Name 


Address. 


City/State/Zip . 
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Drug  Information * 


Questions  and  Answers 

Please  provide  me  with  information  concerning  nefo- 
pam (Acupan). 

Nefopam  is  a potent  nonnarcotic  analgesic  drug  in  an 
advanced  stage  of  investigation  by  Riker  Laboratories.  It 
is  an  analog  of  the  muscle  relaxant  orphenadrine  and  thus 
chemically  and  pharmacologically  unrelated  to  any  pres- 
ently marketed  analgesics.  The  drug  is  active  orally  as  well 
as  parenterally.  Unlike  morphine,  nefopam  appears  not 
to  produce  marked  central  nervous  system  or  respiratory 
depression. 

Sunshine  and  Laska1  conducted  a double-blind  clinical 
trial  to  compare  the  effectiveness  of  nefopam  (10  and  20 
mg.)  and  morphine  (6  and  12  mg.)  in  74  patients  who  re- 
quired parenteral  analgesia  for  moderate  to  severe  post- 
operative and  somatic  pain.  The  authors  found  that  single 
administration  of  20  mg.  of  nefopam  hydrochloride  pro- 
duced approximately  the  same  analgesia  as  12  mg.  of 
morphine  sulfate. 

In  a double-blind  crossover  study  involving  20  patients, 
nefopam  (20  mg.  intermuscularly)  was  found  to  be  as  ef- 
fective as  50  mg.  intermuscular  meperidine  for  the  relief 
of  pain  associated  with  intervertebral  disk  disease  and 
carcinomatous  bony  metastasis.2 

In  a study  involving  60  patients  with  moderate  to  severe 
pain  associated  with  musculoskeletal  disorders,  either 
nefopam  (60  mg.)  or  aspirin  (600  mg.)  were  administered 
orally  three  times  a day  for  three  days.  The  results  based 
on  the  patients’  records  showed  that  there  was  high  initial 
pain  relief  with  nefopam;  however,  at  the  end  of  three  days 
no  statistically  significant  differences  were  apparent  in  two 
treatment  groups.  Nausea  was  the  most  common  side- 
effect  noted  with  nefopam,  and  there  was  no  evidence  of 
gastrointestinal  bleeding.3  Workmon  and  Winter4  in  a 
randomized  double-blind  study  also  compared  orally  ad- 
ministered nefopam  with  aspirin  and  found  that  nefopam 
had  a faster  onset  of  action. 

A study  to  compare  the  respiratory  effects  of  nefopam 
to  morphine  in  healthy  male  volunteers  was  reported  by 
Gasser  and  Bellville.5  The  medications,  which  consisted 
of  20  and  40  mg.  of  nefopam,  5 and  10  mg.  of  morphine,  and 
saline  solution  as  placebo,  were  administered  intramus- 
cularly. The  authors  found  that  there  was  a significant 
difference  between  the  mean  respiratory  depressant  effects 
of  nefopam  and  morphine,  the  latter  producing  more  effect 

* The  “Questions  and  Answers”  column  is  compiled  by  the 
Arnold  and  Marie  Schwartz  Inter-National  Pharmaceutic  and 
’therapeutic  Drug  Information  Center  of  Brooklyn  College  of 
Pharmacy,  Long  Island  University,  600  Lafayette  Avenue, 
Brooklyn,  New  York  11216.  The  purpose  of  the  Center  is  to 
provide  therapeutic  and  pharmaceutic  information  not  readily 
available  to  physicians,  pharmacists,  and  related  health  profes- 
sionals at  no  charge  and  with  minimal  time  involvement.  The 
Center  is  staffed  by  specially  trained  pharmacists.  Walter  Modell, 
M.D.,  Emeritus  Professor  of  Pharmacology  at  Cornell  University 
Medical  College,  is  pharmacologist  consultant.  The  service  is 
available  from  9:00  A.M.  to  4:.'10  P.M.,  Monday  through  Friday, 
at  (212)622-8989  or  636-7535. 


than  the  former.  Both  drugs  had  significantly  more  re- 
spiratory depressant  effects  than  the  placebo. 

A double-blind  12-week  study  was  performed  by  Klotz6 
to  determine  the  long-term  safety  of  nefopam.  A placebo 
or  nefopam  60  mg.  was  administered  orally  three  times 
daily.  The  author  found  that  nefopam  was  very  well  tol- 
erated, and  there  was  no  evidence  of  habituation  or  de- 
pendency as  judged  by  the  investigators  and/or  reported 
by  the  subjects. 

From  our  search  of  the  literature,  it  appears  that  nefo- 
pam administered  orally  or  parenterally  possesses  potent 
analgesic  activity.  To  date  it  has  not’been  implicated  in 
producing  gastrointestinal  bleeding,  habituation  or  abuse 
tendency,  or  clinically  significant  respiratory  depres- 
sion. 

1.  Sunshine,  A.,  and  Laska,  E.:  Nefopam  and  morphine  in 
man,  Clin.  Pharmacol.  Therap.  18:  530  (1975). 

2.  Gassel,  M.  M.,  et  al.:  Controlled  clinical  trial  of  oral  and 
parenteral  nefopam  hydrochloride.  A novel  and  potent  analgesic 
drug,  J.  Clin.  Pharmacol.  16:  34  (Jan.)  1976. 

3.  Kolodny,  A.  L.,  and  Winter,  L.,  Jr.:  Further  clinical  eval- 
uations of  nefopam  hydrochloride,  a new  analgesic,  Curr.  Therap. 
Res.  17:519(1975). 

4.  Workmon,  F.  C.,  and  Winter,  L.,  Jr.:  A clinical  evaluation 
of  nefopam  hydrochloride  (Acupan):  A new  analgesic,  ibid.  16: 
609  (1974). 

5.  Gasser,  J.  C.,  and  Bellville,  J.  W.:  Respiratory  effects  of 
nefopam,  Clin.  Pharmacol.  Therap.  18:  175  (1975). 

6.  Klotz,  A.  L.:  Long-term  safety  of  nefopam  hydrochloride 
(Acupan),  a new  analgesic  formulation,  Curr.  Therap.  Res.  16: 602 
(1974). 

Please  provide  information  concerning  the  systemic 
side-effects  of  topical  corticosteroids. 

Topical  corticosteroids  hold  an  unrivaled  position  among 
medications  used  for  the  treatment  of  skin  disorders. 
They  are  extensively  used  with  little  fear  of  producing 
side-effects  associated  with  systemic  corticosteroid  ther- 
apy. 

The  local  adverse  effects  of  these  topical  agents  are  well 
documented  and  include  aggravation  of  existing  local  in- 
fections, impediment  of  healing,  acneiform  eruptions,  and 
epidermal  or  dermal  atrophy.1-2  Topical  corticosteroids 
may  also  be  procarcinogenic  in  skin  cancer  due  to  sup- 
pression of  immunologic  defense  mechanisms  of  the  epi- 
dermis.3 

Regarding  the  systemic  effects  of  topical  corticosteroids, 
the  official  literature  for  these  preparations  warns  that 
their  use,  particularly  under  occlusion,  may  produce 
adrenal  suppression  and  other  systemic  corticosteroid  ef- 
fects. Two  most  important  factors  believed  to  influence 
systemic  absorption  of  topical  corticosteroids  are  the 
amount  of  drug  applied  (the  surface  area  and  period  of  time 
of  application)  and  condition  of  the  skin. 

It  has  been  demonstrated  that  fludrocortisone  acetate 
(Florinef)  lotion  or  ointment  when  applied  to  the  skin 
produced  a decrease  in  urinary  sodium  excretion  suggesting 
a systemic  mineralocorticoid  effect.4  Scoggins  and  Kli- 
man5  tested  several  corticosteroid  creams  and  observed 
that  under  occlusion  there  were  systemic  side-effects 
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suggesting  suppression  of  pituitary  adrenal  function. 
They  further  observed  that  without  an  occlusive  dressing 
significant  amounts  of  the  drug  were  absorbed  only  when 
the  applied  dose  was  very  large. 

Kelly  et  al.6  described  a case  of  iatrogenic  Cushing  syn- 
drome in  a 42-year-old  woman  who  applied  topically  18  mg. 
of  betamethasone  17-valerate  (Valisone)  daily  for  two  years 
(140  Gm.  of  cream  containing  one  part  of  0.1  percent  be- 
tamethasone 17-valerate  cream  and  eight  parts  of  bland 
cream).  More  recently.  May  et  al.7  observed  another  case 
of  Cushing  syndrome  in  a patient  who  was  using  38  mg. 
(approximately  38  Gm.  of  0.1  percent  cream)  of  triamci- 
nolone acetonide  (Kenalog,  Aristocort)  per  day  for  several 
years.  This  amount  was  applied  to  the  total  body  surface 
and  covered  with  an  occlusive  dressing.  The  patient  de- 
veloped clinical  adrenal  insufficiency  after  discontinuation 
of  the  steroid  cream,  necessitating  systemic  hydrocortisone 
therapy. 

Pascher,8  in  a review  article  on  systemic  reactions  to 
topically  applied  drugs,  mentioned  experiences  with  seven 
patients  who  exhibited  systemic  adverse  effects  attributed 
to  the  use  of  topical  corticosteroids.  The  patients  used 
these  preparations  from  10  days  to  30  months.  Two  in- 
fants and  a five-year-old  boy  were  treated  with  unoccluded 
hydrocortisone.  The  other  four  patients  were  exposed  to 
fiuorinated  preparations  with  and  without  occlusion.  The 
adverse  reactions  mentioned  for  the  patients  were  grouped 
together  and  included  Cushingoid  features  or  syndrome 
in  three,  arrested  growth  or  failure  to  thrive  in  three,  and 
pseudotumor  cerebri,  a known  complication  of  systemic 
corticosteroid  withdrawal,  in  one  patient  who  received 
unoccluded  hydrocortisone  for  30  months. 

In  conclusion,  in  addition  to  the  local  side-effects  asso- 
ciated with  topical  corticosteroids,  it  is  apparent  that 
topical  corticosteroids  are  absorbed  percutaneously  and 
have  the  potential  for  producing  serious  systemic  ef- 
fects. 
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Does  doxepin  possess  greater  anti-anxiety  effects  than 
other  tricyclic  antidepressants? 

Doxepin  (Sinequan,  Adapin)  is  a tricyclic  antidepressant 
structurally  related  to  amitriptyline  (Elavil).  Unlike  other 
tricyclic  antidepressants,  doxepin  is  recommended  for  the 
treatment  of  depression  and/or  anxiety.  Thus  it  is  rec- 
ommended as  a tranquilizer  or  antidepressant  or  both. 
(Other  drugs  in  this  class  such  as  amitriptyline  also  have 
mild  tranquilizing  properties  but  are  not  recommended  as 
tranquilizers  in  their  package  inserts.) 

The  antianxiety  effects  of  doxepin  have  been  compared 
with  antianxiety  agents  such  as  chlordiazepoxide  (Librium) 
and  diazepam  (Valium)  with  variable  results.1  8 Our 
search  did  not  reveal  any  study  directly  comparing  anti- 


anxiety effects  of  doxepin  with  other  tricyclic  antidepres- 
sants. 

Prange,4  in  a review  article  on  the  use  of  drugs  in  de- 
pression, rated  doxepin,  nortriptyline  (Aventyl),  and  am- 
itriptyline as  having  the  most  antianxiety  effects  among 
the  tricyclic  antidepressants,  and  imiprimine  (Tofranil), 
desiprimine  (Pertofrane),  and  protriptyline  (Vivactil)  as 
having  intermediate  antianxiety  effects. 

Grof  et  al.5  compared  doxepin  with  amitriptyline  in  22 
patients  in  a double-blind  trial  over  a period  of  four  weeks. 
They  found  both  drugs  to  be  equal  in  their  overall  antide- 
pressant activity  but  found  doxepin  particularly  beneficial 
for  the  symptoms  of  anxiety. 

In  a double-blind  study  over  a period  of  six  weeks,  San- 
ger6 utilized  doxepin  or  amitriptyline  in  the  treatment  of 
anxiety  and  depression  displayed  in  allergy  patients  whose 
allergy  symptoms  did  not  respond  to  conventional  treat- 
ment. The  author  suggested  that  doxepin  was  more  ef- 
fective than  amitriptyline  in  the  treatment  of  anxious  and 
depressed  patients  with  dermatologic  allergy. 

In  a study  by  Kiev7  of  89  patients  attending  a suicide 
prevention  clinic,  data  indicated  a trend  favoring  doxepin 
to  amitriptyline  with  regard  to  percentage  of  patients 
showing  improvement.  The  author  attributed  this  dif- 
ference to  doxepin’s  superior  antianxiety  activity. 

Solis  et  al.8  evaluated  the  clinical  effectiveness  of  doxepin 
and  amitriptyline  in  34  depressed  patients.  The  authors 
observed  that  doxepin  had  greater  antidepressant  activity 
than  amitriptyline  and  exhibited  anxiolytic  effects. 

Goldstein  and  Pinosky9  compared  the  efficacy  of  dox- 
epin to  that  of  the  combination  of  perphenazine  and  ami- 
triptyline (Triavil)  in  the  treatment  of  psychoneurotic 
outpatients  displaying  mixed  anxiety  depressive  reactions. 
Patients  were  randomly  given  either  the  combination  of 
perphenazine  and  amitriptyline  (15  patients)  or  doxepin 
(11  patients)  in  a double-blind  fashion  for  at  least  four 
weeks.  Adjustments  were  made  in  dosage  based  on  each 
patient’s  clinical  response.  At  the  end  of  the  four-week 
period,  both  forms  of  treatment  were  equally  effective; 
however,  the  pattern  of  improvement  differed.  The  dox- 
epin-treated  patients  improved  within  the  first  seven  days 
of  treatment,  and  those  in  the  other  group  responded  be- 
tween the  seventh  and  fourteenth  day  of  therapy. 

In  conclusion,  doxepin  has  antianxiety  effects.  Evidence 
clearly  demonstrating  its  superiority  to  other  tricyclic 
antidepressants  such  as  amitriptyline  in  relieving  anxiety, 
although  implied  in  several  studies,  could  not  be  conclu- 
sively demonstrated  from  our  search. 
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What  effect  do  phenothiazines  have  on  human  growth 
hormone ? 

The  significance  of  phenothiazine  alteration  of  GH 
(growth  hormone)  secretion  arose  from  a few  reports  that 
chlorpromazine  (Thorazine)  may  suppress  the  secretion 
of  GH  and  thus  be  therapeutically  useful  in  the  treatment 
of  acromegaly  and  gigantism,  both  of  which  are  associated 
with  excessive  secretion  of  GH.1’2  A medical  approach  to 
such  conditions  would  be  particularly  beneficial  for  the 
treatment  of  elderly  or  ill  patients,  for  those  in  whom  pi- 
tuitary surgery  or  irradiation  technique  had  failed,  and  in 
children  where  surgical  therapy  has  been  less  successful 
than  with  adults.  In  addition,  suppressed  secretion  of  GH 
may  have  implications  in  patients  on  long-term  therapy 
with  phenothiazines  who  originally  had  normal  GH  se- 
cretion. 

Kolodny  et  al.3  treated  a 21-year-old  male  acromegalic 
with  chlorpromazine,  medroxyprogesterone  (Provera),  and 
a combination  of  both  these  drugs.  Serial  levels  of  GH  in 
the  patient  while  fasting  and  during  six-hour  oral  glucose 
tolerance  tests  were  determined  before  any  treatment, 
during  treatment,  and  between  treatment  periods.  The 
clinical  manifestations  improved  during  chlorpromazine. 
Serum  GH  level  determinations  suggested  that  chlorpro- 
mazine suppressed  secretion  of  GH. 

Alford  et  al.4  determined  the  secretion  rate  of  GH  in  five 
acromegalic  patients.  Determinations  were  made  before 
and  after  4 to  36  weeks  of  treatment  with  chlorpromazine 
100  mg.  per  day.  There  were  no  significant  changes  in  GH 
secretion  rates  before  and  during  treatment.  It  was  con- 
cluded that  chlorpromazine  did  not  suppress  GH  secretion 
in  acromegaly.  This  study  corroborates  an  earlier  study 
on  healthy  male  volunteers  in  which  no  change  in  GH  se- 
cretion or  metabolism  rates  were  detected  as  related  to 
chlorpromazine  therapy.5  AvRuskin  et  al.6  reported  a case 
of  a preadolescent  girl  with  gigantism  in  whom  baseline 
endocrine  studies  were  performed  including  GH  levels.  An 
acute  and  chronic  evaluation  of  chlorpromazine,  100  mg. 
per  day,  failed  to  decrease  growth  hormone,  suggesting  that 
this  therapy  was  ineffective  in  altering  the  increased  se- 
cretion of  GH. 

In  a study  involving  eight  acromegalic  patients  Dimond 
et  al.7  found  no  alteration  of  GH  levels  associated  with 
chlorpromazine  (100  mg.  per  kilogram)  for  30  days. 

Singh  et  al.8  investigated  the  effect  of  L-dopa  and 
chlorpromazine  on  GH  release  in  six  healthy  male  volun- 
teers and  six  acromegalic  patients.  In  healthy  subjects  the 
mean  plasma  GH  level  was  elevated  after  L-dopa,  and 
chlorpromazine  had  no  effect  on  this  L-dopa-increased 
growth-homone  level.  In  the  acromegalic  patients,  neither 
L-dopa  nor  chlorpromazine  had  any  effect  on  plasma 
growth  hormone  levels,  again  suggesting  the  ineffectiveness 
of  chlorpromazine  in  suppressing  GH. 

In  conclusion,  the  initial  encouraging  reports  of  chlor- 
promazine in  the  treatment  of  acromegaly  and  gigantism 
have  not  been  corroborated  to  date. 

Further  advances  in  the  area  of  neuroendocrinology  are 
needed  to  determine  pharmacologic  approaches  to  control 
GH  secretions. 
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growth  hormone  concentration  in  man,  New  England  J.  Med  284: 
72  (1971). 

2.  Sherman,  L.,  and  Kolodny,  H.  I).:  The  hypothalamus, 

brain -catecholamines,  and  drug  therapy  for  gigantism  and  acro- 

megaly, Lancet  1 : 682  (1971). 


3.  Kolodny,  H.  D.,  et  al.:  Acromegaly  treated  with  chlorpro- 
mazine, a case  study,  New  England  -J.  Med.  284:  819  ( 1971). 

4.  Alford,  F.  P.,  et  al.:  The  secretion  rate  of  human  growth 
hormone,  II.  Acromegaly,  effect  of  chlorpromazine  treatment,  -I. 
Clin.  Endocrinol.  38:  309  (1974). 

5.  Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  4th  ed..  New  York,  The  Macmillan  Pub- 
lishing Company,  1975,  p.  151. 

6.  AvRuskin,  T.  W.,  et  al.:  Childhood  acromegaly:  Successful 
therapy  with  conventional  radiation  and  effects  of  chlorpromazine 
on  growth  hormone  and  prolactin  secretion,  J.  Clin.  Endocrinol. 
37:  380  (1973). 

7.  Dimond,  R.  C.,  et  al.:  Chlorpromazine  treatment  and 

growth  hormone  secretory  responses  in  acromegaly,  ibid.  36: 1 189 
(1973).  • ■ 

8.  Singh,  P.,  et  al.:  Effects  of  L-dopa  and  chlorpromazine  on 
human  growth  and  TSH  secretion  in  normal  subjects  and  acro- 
megalics, Hormone  Res.  4:  293  (1973). 

Please  provide  information  on  the  management  of 
pseudomembranous  colitis  with  cholestyramine  resin. 

PMC  (pseudomembranous  colitis)  is  a form  of  inflam- 
matory bowel  disease  in  which  the  precise  etiology  is  un- 
known. It  has  been  associated  with  antibiotic  therapy, 
including  ampicillin  (Polycillin;  Penbritin),  tetracycline 
(Achromycin;  Bristacycline),  chloramphenicol  (Chlo- 
romycetin), lincomycin  (Lincocin),  and  clindamycin 
(Cleocin).  PMC  may  be  severe,  protracted,  and  life 
threatening,  and  the  treatment  in  general  is  supportive. 

Recently,  a few  case  reports  were  published  in  which 
cholestyramine,  an  anion-exchange  resin  which  is  not  ab- 
sorbed from  the  gut,  appeared  to  be  of  value  in  the  man- 
agement of  PMC. 

Burbige  and  Milligan1  reported  two  cases  of  pseu- 
domembranous colitis  associated  with  lincomycin  and 
clindamycin  given  prophylactically  after  surgery.  In  both 
cases,  diarrhea  was  not  relieved  by  diphenoxylate  and  at- 
ropine (Lomotil).  The  patients  were  given  cholestyramine 
resin  4 Gm.  orally  three  times  a day.  The  frequency  of 
stools  decreased  in  two  days.  Stools  became  firm  in  about 
four  days.  Both  recovered  from  their  respective  ailments 
with  no  further  episodes  of  symptoms  of  PMC. 

Sinatra  et  al.2  reported  successful  use  of  cholestyramine 
in  a six-month-old  infant  refractive  to  conventional 
treatment.  Diagnosis  of  pseudomembranous  colitis  was 
established  histologically,  and  the  patient  was  given  fluid 
and  electrolytes  to  replace  these  significant  losses  in  the 
stool.  After  14  days  of  hospitalization  and  usual  sup- 
portive therapy,  which  did  not  relieve  the  symptoms,  the 
infant  was  then  placed  on  500  mg.  cholestyramine  orally 
every  six  hours.  Reduction  in  frequency  of  stool  was  no- 
ticed within  24  hours,  and  the  infant  started  passing  nor- 
mal stools  within  72  hours.  Treatment  with  cholestyra- 
mine was  discontinued  after  10  days.  Subsequent  fol- 
low-up for  the  next  six  months  showed  the  patient  in  nor- 
mal health  and  with  no  incidence  of  diarrhea. 

In  conclusion,  further  studies  are  needed  to  determine 
the  role  of  cholestyramine  in  the  treatment  of  PMC. 

1.  Burbige,  E.  J.,  and  Milligan,  F.  D.:  Pseudomembranous 
colitis  association  with  antibiotics  and  therapy  with  cholestyra- 
mine, J.A.M.A.  231:  1157  (1975). 

2.  Sinatra,  F.,  et  al.:  Cholestyramine  treatment  of  pseu- 

domembranous colitis,  J.  Pediat.  88:  304  (Feb.)  1976. 

What  is  the  role  of  lithium  carbonate  in  thyrotoxi- 
cosis? 

Lithium  carbonate  (Eskalith,  Lithane;  Pfi-Lithium)  has 
been  used  in  various  psychiatric  disorders.  In  the  United 
States,  the  drug  is  approved  for  use  in  the  treatment  of 
manic  episodes  of  manic-depressive  illnesses.  In  a series 
of  clinical  studies,  it  was  observed  that  several  patients 
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developed  goiter  and  true  myxedema  while  on  lithium 
carbonate.  These  observations  led  to  the  use  of  lithium 
carbonate  in  the  treatment  of  thyrotoxicosis,  alone  as  well 
as  an  adjunct  to  other  therapies.  The  mechanism  of  action 
suggested  was  that  lithium  directly  inhibits  the  release  of 
hormonal  thyroid  iodine  in  a manner  similar  to  that  of  io- 
dine.1 

Lazarus  et  al.2  treated  1 1 patients  with  a long  history  of 
Grave’s  disease  with  lithium  for  six  months.  Each  of  the 
patients  received,  once  daily,  800  to  1,200  mg.  of  lithium 
carbonate  so  that  serum-lithium  concentrations  ranged 
from  0.5  to  1.5  mEq.  per  liter.  Eight  patients  were  clini- 
cally euthyroid  two  weeks  later  with  a reduction  of  35 
percent  in  the  serum  thyroxine  iodine  and  triiodothyro- 
nine; however,  radioiodine  uptake  did  not  return  to  normal 
until  six  to  eight  weeks.  Seven  patients  relapsed  one  to 
four  weeks  after  stopping  therapy;  lithium  therapy  did  not 
appear  to  affect  the  course  of  the  disease.  The  authors 
suggested  that  lithium  could  replace  iodides  in  the  man- 
agement of  hyperthyroidism  in  some  cases. 

Kristensen  et  al.1  conducted  a controlled  study  to  com- 
pare the  efficacy  of  lithium  and  thiocarbamides  in  24  pa- 
tients with  newly  diagnosed  thyrotoxicosis.  The  patients 
received  either  methimazole  (Tapazole)  40  mg.  per  day  or 
lithium  carbonate  in  doses  (32.4  mEq.  per  day)  so  as  to 
maintain  serum  levels  at  0.5  to  1.3  mEq.  per  liter.  The 
treatment  was  continued  for  10  days.  Both  treatments 
improved  the  various  laboratory  parameters  of  thyroid 
function  equally  well.  However,  the  high  incidence  of 
side-effects  with  lithium,  primarily  tremor,  contributed 
to  a worsening  of  the  patients’  general  condition,  and 
lithium  dosage  had  to  be  reduced  in  7 of  11  cases.  The 
authors  concluded  that  lithium  cannot  be  considered  su- 
perior to  thiocarbamides  for  the  rapid  control  of  thyro- 
toxicosis. 

Turner  et  al.3  conducted  a controlled  trial,  using  lithium 
as  an  adjunct  to  radioiodine  therapy  for  thyrotoxicosis. 
The  trial  was  conducted  on  32  patients  with  diffuse  thyroid 
hyperplasia.  Sixteen  patients  received  lithium  carbonate 
(400  mg.  daily)  for  one  week  before  and  after  a standard- 
ized dose  of  radioiodine.  A comparable  group  of  16  pa- 
tients received  only  radioiodine.  Comparison  of  per- 
centage retention  of  radioiodine  showed  that  lithium  car- 
bonate increased  the  retention  w'ithout  causing  any  sig- 
nificant side-effects.  The  authors  conclude  that  the 
"potentiating’’  effect  of  lithium  may  prove  to  be  a useful 
adjunct  to  radioiodine  therapy  in  patients  w'ith  rapid 
thyroidal  iodine  turnover  and  in  young  patients  in  whom 
total  body  radiation  dose  should  be  kept  to  a minimum. 

Bakker  et  al.,4  in  a letter  to  the  editor,  reported  their 
experiences  with  a group  of  11  patients  with  thyrotoxicosis. 
In  their  study  each  patient  received  900  to  1,500  mg.  of 
lithium  daily  to  maintain  serum-lithium  levels  between  0.5 
and  0.9  mM.  per  liter.  In  each  of  these  patients,  radioio- 
dine uptake  studies  were  performed  before  and  during 
lithium  intake.  Their  results  confirmed  that  lithium 
carbonate  caused  retention  of  radioiodine  in  thyrotoxic 
patients.  Lithium  was  well  tolerated,  although  transient 
nausea  and  tremor  were  seen.  The  authors  considered 
lithium  as  a valuable  adjunct  to  radioiodine  in  thyrotoxi- 
cosis. 

In  conclusion,  the  role  of  lithium  carbonate  in  the 
treatment  of  thyrotoxicosis  as  a sole  agent  remains  in- 
conclusive and  appears  to  offer  no  advantage  over  thio- 
carbamides. However,  it  may  be  useful  in  the  management 
of  some  cases  of  thyrotoxicosis. 


1.  Kristensen,  O.,  et  al.:  Lithium  carbonate  in  the  treatment 
of  thyrotoxicosis,  Lancet  1:  603  (Mar.)  1976. 

2.  Lazarus,  J.  H.,  et  al.:  Treatment  of  thyrotoxicosis  with 
lithium  carbonate,  ibid.  2:  1160  (1974). 

3.  Turner,  J.  G.,  et  al.:  Lithium  as  an  adjunct  to  radioiodine 
therapy  for  thyrotoxicosis,  ibid.  1:  614  (Mar.)  1976. 

4.  Bakker,  K.,  et  al.:  Lithium  and  thyrotoxicosis,  ibid.  1:  1 135 
(May)  1976. 

Could  you  supply  information  concerning  the  FDA’s 
position  on  the  use  of  phenformin? 

Phenformin  (DBI;  Meltrol),  a biguanide  derivative,  is 
an  oral  hypoglycemic  agent  that  is  completely  unrelated 
to  the  sulfonylureas  (tolbutamide-Orinase;  chlorpro- 
pamide Diabinese;  tolazamide-Tolinase;  acetohexam- 
ide-Dymelor)  in  chemical  structure  and  in  mode  of  action. 
Its  specific  mechanism  of  action  is  unknown.  Unlike  the 
sulfonylureas,  it  exerts  its  hypoglycemic  effect  through  an 
extrapancreatic  mechanism  and  doesn’t  stimulate  insulin 
production.  It  is  believed  to  decrease  gluconeogenesis, 
inhibit  the  intestinal  absorption  of  glucose,  and  in  vitro  has 
been  shown  to  increase  glucose  utilization  by  enhancing 
anaerobifc  glycolysis.  This  last-named  action  is  thought 
to  occur  as  a result  of,  or  coincident  with,  an  inhibition  of 
cellular  respiration,  and  as  a consequence  the  concentration 
of  lactate  increases.1 

There  have  been  numerous  reports  of  lactic  acidosis,  an 
often -fatal  metabolic  acidosis,  in  patients  receiving 
phenformin.2-3  At  least  552  cases  have  been  reported 
during  the  last  13  years.4  Thus  the  FDA’s  Endocrinology 
and  Metabolism  Advisory  Committee  has  been  studying 
the  implication  of  this  adverse  reaction.  Recently  they 
recommended  the  removal  of  phenformin  from  the  market 
after  hearing  presentations  from  FDA  consultants  and  a 
group  of  experts  from  Ciba-Geigy.  This  action  is  based  on 
the  belief  that  a causal  relationship  has  been  established 
between  the  use  of  the  drug  and  lactic  acidosis.5 

Ciba-Geigy  on  the  other  hand  states  that  lactic  acidosis 
is  a known,  although  uncommon,  complication  of  diabetes. 
There  are  many  causative  factors  of  lactic  acidosis,  and  in 
susceptible  patients  phenformin  appears  to  be  one  of  them. 
Moreover,  lactic  acidosis  has  also  been  seen  in  patients 
receiving  other  oral  antidiabetic  agents  and  insulin. 
Furthermore,  they  insisted  that  phenformin  should  not  be 
used  in  clinical  situations  that  predispose  to  lactic  acidosis; 
such  as,  excessive  use  of  alcohol,  certain  cardiac  diseases, 
kidney  disease,  or  liver  disease.5 

In  conclusion,  phenformin  continues  to  be  marketed,  but 
the  FDA’s  Endocrinology  and  Metabolism  Advisory 
Committee  recommends  its  removal  from  the  market.  At 
this  time,  the  future  marketing  status  of  this  drug  is  un- 
certain. 

1.  Goodman,  L.  S.  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  5th  ed.,  New  York,  the  Macmillan  Pub- 
lishing Company,  1975,  p.  1524. 

2.  Conlay,  L.  A.,  and  Loewenstein,  J.  E.:  Phenformin  and 
lactic  acidosis,  J.A.M.A.  235:  1575  (Apr.  12)  1976. 

3.  Romankiewicz,  J.  A.:  Phenformin-associated  lactic  aci- 
dosis: A review,  Am.  J.  Hosp.  Pharm.  32:  502  (1975). 

4.  Personal  communication,  letter,  from  Geigy  Pharmaceu- 
ticals to  author,  December  21,  1976. 

5.  "The  Pink  Sheet,”  F.D.C.  Reports,  2-10  (Oct.  25)  1976. 

Please  provide  me  with  information  concerning  sul- 
indac. 

Sulindac  (MK  231;  Clinoril)  is  a new  nonsteroidal,  an- 
tiinflammatory, analgesic  agent.  Chemically  it  is  an  acetic 
acid  derivative,  and  is  being  investigated  by  Merck  Sharp 
& Dohme  in  the  United  States  for  the  treatment  of  os- 
teoarthritis and  ankylosing  spondylitis.  The  product  has 
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been  shown  to  possess  analgesic  properties  superior  to 
ibuprofen  (Motrin)  and  appears  to  cause  fewer  gastroin- 
testinal side-effects.1,2 

Dieppe  and  associates1  conducted  an  eight-week,  dou- 
ble-blind controlled,  clinical  trial  to  compare  the  effec- 
tiveness of  sulindac  (400  mg.  per  day)  and  ibuprofen  (1,200 
mg.  per  day)  in  40  patients  with  osteoarthrosis  of  the  hip. 
The  two  drugs  were  comparable  in  terms  of  patient  pref- 
erence, effects  on  hip  movements,  and  toxicity.  Sulindac 
showed  analgesic  properties  superior  to  ibuprofen,  re- 
sulting in  a significantly  greater  reduction  in  pain  on 
weight-bearing  and  with  passive  movements.  Mild  side- 
effects  occurred  with  both  drugs  with  equal  frequency. 

Calabro2  and  colleagues  carried  out  a multiclinic  trial  of 
sulindac  in  70  patients  with  hip  osteoarthritis  to  determine 
the  effectiveness  of  the  drug  and  if  twice-a-day  adminis- 
tration produced  significantly  different  effects  from 
four-times-a-day  administration.  Patients  were  randomly 
assigned  to  one  of  the  three  treatment  groups:  (1)  sulindac 
given  twice  daily,  (2)  sulindac  given  four  times  daily,  and 
(3)  placebo.  The  dosage  of  sulindac  varied  from  100  to  300 
mg.  daily  for  both  treatment  groups.  Evaluation  of  15 
efficacy  measurements  showed  no  difference  between  su- 
lindac given  two  or  four  times  daily,  and  the  treatment 
produced  a significant  difference  in  11  out  of  15  measure- 
ments compared  with  placebo.  Adverse  effects  to  sulindac 
included  gastrointestinal  upset,  rash,  and  dizziness,  usually 
transient  and  mild  to  moderate  in  severity.  Serial  labo- 
ratory studies  revealed  no  renal,  hepatic,  or  hematopoietic 
toxicity. 

Liebling  et  al.3  conducted  a double-blind,  multiclinic 
trial  of  sulindac  in  the  treatment  of  ankylosing  spondylitis. 
Eighty-three  patients  were  randomly  assigned  to  three 
treatment  groups  as  follows:  sulindac  twice  a day,  sulindac 
four  times  a day,  and  placebo.  Sulindac  was  given  in  a 
dosage  range  of  200  to  400  mg.  per  day  for  a maximum  of 
three  weeks.  Data  suggested  that  sulindac  was  a safe  and 
effective  agent  in  the  therapy  of  ankylosing  spondylitis,  and 
that  both  the  treatment  groups  (twice  or  four  times  a day) 
were  equally  effective.  No  statistically  significant  dif- 
ferences were  observed  with  regard  to  adverse  reactions 
between  the  two  sulindac  groups. 

Cohen4  conducted  a study  to  determine  the  capacity  of 
sulindac  to  induce  gastrointestinal  bleeding.  Sulindac  was 
tested  for  fecal  blood  loss  in  40  healthy  male  subjects.  Two 
daily  dose  levels  of  240  and  400  mg.  were  compared  with 
4.8  Gm.  of  aspirin  and  placebo  for  15  days.  At  day  15,  as- 
pirin-induced blood  loss  was  greater  than  that  of  both  dose 
levels  of  sulindac  or  placebo.  There  were  no  significant 
differences  in  blood  loss  between  the  two  sulindac  groups 
and  the  placebo  group. 

In  conclusion,  the  preliminary  evidence  suggests  that 
sulindac  is  a promising  new  anti-inflammatory  agent. 

1.  Dieppe,  P.  A.,  et  al.:  Sulindac  in  osteoarthrosis  of  t he  hip, 
Rheumatol.  Rehabil.  15:  112  (May)  1976. 

2.  Calabro,  J.  J.:  Multiclinic  trial  of  MK-231  in  hip  osteoar- 
thritis, Clin.  Pharmacol.  Therap.  17:  230  (1975). 

3.  Liebling,  M.  R.,  et  al.:  A double-blind,  multiclinic  trial  of 
sulindac  (MG-213)  in  the  treatment  of  ankylosing  spondylitis, 
Arthritis  Rheumat.  18:411  (1975). 

4.  Cohen,  A.:  Intestinal  blood  loss  after  a new  anti-inflam- 
matory drug,  sulindac,  Clin.  Pharmacol.  Therap.  20:  238  (July) 
1976. 

In  response  to  questions  concerning  aspirin  for  chil- 
dren’s dosages,  the  following  is  presented. 

Two  letters  which  recently  appeared  in  the  medical  lit- 
erature have  brought  attention  to  the  misleading  content 


of  current  dosage  directions  that  appear  on  the  labels  of 
aspirin  for  children.1'2  This  matter  takes  on  additional 
significance  since  aspirin  is  one  of  the  most  commonly  in- 
gested childhood  poisons.3 

The  current  package  literature  for  aspirin  for  children 
(81  mg.  or  iy4-gr.  tablets)  recommends  the  following  dosage 
schedule  which  is  based  on  age:  under  3 years,  as  directed 
by  physician;  age  3 years,  one  tablet;  4 through  5 years,  two 
tablets,  6 through  9 years,  three  tablets;  and  10  through  14 
years,  four  tablets.  The  label  also  contains  the  following 
warning,  “Children’s  dose  may  be  repeated  in  three  hours, 
if  necessary,  but  not  more  than  three  times  a day  unless 
prescribed  by  physician  who  may  direct  larger  doses.  In 
which  case,  follow  his  advice  exactly.”4 

Both  medical  and  consumer  groups,  as  well  as  the  major 
producers  of  aspirin  for  children,  have  asked  the  FDA’s 
over-the-counter  internal  analgesic  panel  to  reconsider 
label  dosage  recommendations  for  aspirin  for  children.1-5 
The  logic  behind  these  recommendations  is  that  the  cur- 
rent dosage  recommendations  are  subtherapeutic.  In 
addition,  if  the  parent  does  not  see  a beneficial  response 
to  the  administered  dose,  he  or  she  may  increase  the  aspirin 
dosage  sometimes  to  a toxic  level.  Although  this  is  not 
official,  upward  revisions  similar  to  the  following  have  been 
considered:  under  two  years  as  directed  by  the  physician; 
2 to  3 years,  two  tablets  (162  mg.);  4 to  6 years,  three  tablets; 
7 to  8 years,  four  tablets;  9 to  10  years,  five  tablets;  11  to  12 
years,  six  tablets;  and  13  years  and  older,  eight  tablets. 

In  conclusion,  most  experts  agree  that  current  children’s 
aspirin  dosage  recommendations  are  subtherapeutic.  Lack 
of  results  have  led  parents  to  administer  double  and 
sometimes  toxic  doses  to  their  children.  Consumers, 
physicians,  and  industry  have  all  recommended  that  the 
FDA’s  over-the-counter  internal  analgesics  panel  adjust 
dosage  upward.  It  is  likely  that  new  label  dosage  direc- 
tions, similar  to  those  indicated,  will  be  approved. 

1.  Dosages  on  baby  aspirin,  Drug  Therap.  6:  158  (Sept.) 
1976. 

2.  Goldstein,  G.  S.:  Children’s  aspirin  dosage,  ibid.  6:  16 
(Nov.)  1976. 

3.  Trapnell,  K.:  Salicylate  intoxication,  J.  Am.  Pharm.  A.  16: 
147  (Mar.)  1976. 

4.  Package  insert  for  St.  Joseph  aspirin  for  children,  Plough, 
Inc. 

5.  Personal  communication  between  Glenbrook  Laboratories 
and  author. 

What  methods  can  be  used  to  decontaminate  or  purify 
water  for  drinking? 

The  following  is  from  a recent  report  issued  by  the  U.S. 
Department  of  Health,  Education,  and  Welfare  Center  for 
Disease  Control  concerning  the  treatment  of  water  to  be 
used  by  people  traveling  abroad,  campers,  and  other  sit- 
uations where  chlorinated  water  is  not  available  and/or 
where  hygiene  or  sanitation  is  poor.* 

Water  of  uncertain  purity  may  be  made  safe  for  drinking 
by  the  use  of  either  heat  or  chemicals.  If  water  is  cloudy 
or  not  obtained  directly  from  the  tap,  strain  it  through  a 
clean  cloth  into  a container  to  remove  any  sediment  or 
floating  matter;  then  treat  with  heat  or  chemicals  as  out- 
lined: 

Heat 

1.  Boil  the  water  vigorously  for  at  least  ten  full  min- 
utes. 

2.  After  cooling,  the  water  is  safe  to  use.  Adding  a pinch 

* Health  Information  for  International  Travel,  U.S.  Depart- 
ment of  Healt  h,  Education,  and  Welfare,  Morbid.  Mortal.  Weekly 
Rep.  supp.  25:  10  (Oct.)  1976. 
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TABLE  I.  Purifying  with  chemicals 

Drops*  to  be  Added 

Chemicals  , per  Quart * 

(Percent)  Clean  Water  Cloudy  Water 


Available  chlorine 


1 

10 

20 

4 to  6 

2 

4 

7 to  10 

1 

2 

Unknown 

10 

20 

Tincture  of  io- 

5 

10 

dine  (2) 

* 1 drop  = 0.05  ml. 


of  salt  to  each  quart  or  pouring  the  water  from  one 
clean  container  to  another  several  times  will  improve 
the  taste. 

Chemicals  (laundry  bleach  or  tincture  of  iodine) 

1.  Liquid  chlorine  laundry  (can  be  purchased  at  grocery 
stores,  and  so  on).  Read  the  label  to  find  the  per- 
centage of  chlorine  available  and  follow  the  directions 
in  Table  I.  Liquid  chlorine  laundry  bleach  usually 
has  4 to  6 percent  available  chlorine. 

A.  Mix  thoroughly  by  stirring  or  shaking  water  in 
container. 

B.  Let  stand  for  30  minutes. 

C.  A slight  chlorine  odor  should  be  detectable  in  the 
water;  if  not,  repeat  the  dosage  and  let  stand  for 
an  additional  15  minutes  before  using. 

D.  Water  is  safe  to  use. 

2.  Tincture  of  iodine  (from  medicine  chest  or  first-aid 
kit)  (Table  I). 

A.  Let  stand  for  30  minutes. 

B.  Water  is  safe  to  use. 

Is  there  a drug  interaction  between  digoxin  and  ant- 
acids? 

Adsorption  of  drugs  to  various  antacids  is  a well-recog- 
nized problem,  leading  to  variability  in  absorption  and 
bioavailability  of  the  drugs.  Preliminary  in  vitro  and  in 
vivo  studies  indicated  a possible  interaction  between  di- 
goxin and  antacids  when  administered  simultaneously. 

Khalil1  was  the  first  to  observe  that  magnesium  trisili- 
cate in  vitro  delayed  the  dissolution  of  digoxin  tablets 
possibly  because  digoxin  is  adsorbed  on  magnesium  trisi- 
licate. However,  Loo  et  al.,2  in  a cross-over  study  in  dogs, 
found  no  significant  difference  in  rates  of  absorption  of 
digoxin  tablets  when  administered  with  or  without  ant- 
acids. 

Brown  and  Juhl3  studied  the  effect  of  concurrent  ad- 
ministration of  digoxin  with  antacids  or  kaolin-pectin 
mixture  (Kaopectate)  and  its  significance  on  bioavail- 
ability. Ten  volunteers  in  normal  health  were  given  0.75 
mg.  digoxin  orally  alone,  or  in  combination  with  60  ml.  each 
of  either  aluminum  hydroxide  gel,  magnesium  hydroxide, 
magnesium  trisilicate,  or  kaolin-pectin  mixture.  Bio- 
availability of  digoxin  was  measured  by  the  areas  under 
serum  concentration  curve  for  eight  hours  as  well  as  cu- 
mulative urinary  execretion  of  digoxin  for  six  days.  Both 
the  antacids  and  the  kaolin-pectin  combination  depressed 
the  peak  plasma  levels  of  digoxin  and  correspondingly 
decreased  the  total  amount  of  digoxin  excreted  in  urine. 

Van  der  Vijgh  et  al.4  studied  the  in  vitro  and  in  vivo  ef- 
fects of  magnesium  perhydrol  (magnesium  peroxide,  used 
in  Europe  as  an  antacid)  on  the  bioavailability  of  digoxin. 
Their  studies  suggested  that  magnesium  perhydrol  in 


contact  with  gastric  juice  liberates  hydrogen  peroxide 
which  causes  decomposition  of  digoxin  resulting  in  reduced 
plasma  levels  of  digoxin.  This  drug-drug  interaction  was 
confirmed  by  thin-layer  chromatography. 

In  conclusion,  there  seems  to  be  an  apparent  drug  in- 
teraction when  digoxin  is  administered  with  certain  ant- 
acids or  kaolin-pectin  mixture.  Should  the  patient  require 
antacid  or  kaolin-pectin  therapy,  it  may  be  advisable  to 
give  these  products  a few  hours  after  the  digoxin  dosage. 

1.  Khalil,  S.  A.  H.:  The  uptake  of  digoxin  and  digitoxin  by 
some  antacids,  J.  Pharm.  & Pharmacol.  26:  961  (1974). 

2.  Loo,  J.  C.  K.,  et  al.:  Effect  of  an  antacid  on  absorption  of 
digoxin  in  dogs,  J.  Pharm.  Sc.  64:  1727  ( 1975). - 

3.  Brown,  D.  D.,  and  Juhl,  R.  P.:  Decreased  bioavailability 
of  digoxin  due  to  antacids  and  kaolin-pectin,  New  England  J.  Med. 
295:  1034  (Nov.)  1976. 

4.  van  der  Vijgh,  W.  J.  F.,  et  al.:  Reduced  bioavailability  of 
digoxin  by  magnesium  perhydrol,  Drug  Intell.  Clin.  Pharm  10:  680 
(Dec.)  1976. 

Please  supply  information  about  glyburide? 

Glyburide  (also  known  as  glibenclamide)  is  an  oral  an- 
tidiabetic agent  belonging  to  the  sulfonylurea  group.  This 
“second-generation”  sulfonylurea  drug  is  under  investi- 
gation by  Upjohn  and  Hoechst-Roussel  in  the  United 
States.  It  is  commercially  available  in  Canada  (DiaBeta), 
England  (Daonil),  Germany  (Daonil;  Euglucon),  and  in 
other  countries. 

Glyburide  is  well  absorbed  orally  and  is  utilized  for  the 
treatment  of  adult-onset  diabetes  mellitus.  Like  other 
sulfonylureas,  it  lowers  blood  sugar  by  stimulating  release 
of  insulin  from  the  beta  cells  of  the  pancreas  in  both  normal 
and  diabetic  patients.  On  a weight-to-weight  basis  gly- 
buride is  approximately  200  times  more  potent  than  tol- 
butamide (Orinase)  and  50  times  more  than  chlorpro- 
pamide (Diabinese).1 

Clinical  and  metabolic  effects  of  glyburide  are  well 
documented.  Anderson  et  al.,2  Bhatia  et  al.,3  and  O’Sul- 
livan et  al.4  reported  the  effective  hypoglycemic  action  of 
glyburide  in  maturity-onset  diabetic  patients  who  were 
treated  with  oral  doses  that  ranged  from  2.5  to  20  mg.  per 
day  for  periods  varying  from  8 to  16  months.  Davidson  et 
al.,5  in  a study  on  135  patients  with  maturity-onset  dia- 
betes, showed  that  glyburide  was  not  only  effective  in  newly 
diagnosed  patients,  but  also  in  those  who  were  considered 
secondary  failures  to  chlorpropamide  or  tolbutamide. 

Several  studies,  specifically  comparing  the  effects  of 
glyburide  with  chlorpropamide,  have  shown  no  significant 
differences  between  the  two  drugs  in  lowering  the  blood 
sugar.6-8  Clarke  and  Campbell8  conducted  a long-term 
comparative  trial  of  glyburide  and  chlorpropamide  in  321 
diet-failed,  nonobese,  maturity-onset,  newly  diagnosed 
diabetics.  Glyburide  was  given  in  a dose  of  5 to  15  mg. 
taken  before  breakfast  and  increased  if  necessary  to  a 
maximum  of  30  mg.  daily.  Chlorpropamide  was  admin- 
istered in  an  initial  dose  of  100  to  250  mg.  and  increased  if 
necessary  to  a maximum  of  375  mg.  daily  given  as  a single 
dose.  The  analysis  of  results  on  255  patients  who  com- 
pleted the  two-year  trial  indicated  no  significant  difference 
between  the  two  sulfonylureas  when  compared  on  a long- 
term basis.  However,  primary  failures  were  significantly 
less  in  the  chlorpropamide  group  as  compared  With  the 
glyburide  group.  The  frequency  of  side-effects  was  low 
with  both  the  sulfonylureas;  however,  hypoglycemic  epi- 
sodes were  more  common  in  the  glyburide  group.  Eight 
cases  of  hypoglycemia,  five  of  which  required  hospitaliza- 
tion, were  reported  with  glyburide  as  compared  with  three 
cases  of  mild  severity  reported  with  chlorpropamide. 
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In  conclusion,  it  appears  that  glyburide  is  a potent  hy- 
poglycemic agent.  Reports  appeared  where  it  was  used 
successfully  in  some  cases  that  showed  secondary  failures 
to  other  sulfonylureas;  however,  it  may  carry  a greater  risk 
of  causing  hypoglycemic  reactions. 

1.  Blacow,  N.  W.,  Ed.:  Martindale,  The  Extra  Pharmaco- 
poeia, 26th  ed.,  London,  The  Pharmaceutical  Press,  1972,  p. 
966., 

2.  Anderson,  J.,  et  al.:  Clinical  and  metabolic  study  in  diabetic 
patients  treated  with  glibenclamide,  Brit,  M.  J.  2:  568  (1970). 

3.  Bhatia,  S.  K.,  et  al.:  Glibenclamide  therapy  in  diabetes 
mellitus,  ibid.  2:  570  (1970). 

4.  O’Sullivan,  D.  J.,  et  al.:  Blood  glucose  variations  and 
clinical  experience  with  glibenclamide  in  diabetes  mellitus,  ibid. 
2:572  (1970). 

5.  Davidson,  M.,  et  al.:  Metabolic  and  clinical  effects  of  gli- 
benclamide, Lancet  1:  57  (1970). 

6.  Hamblin,  J.  J.,  et  al.:  A comparative  study  of  glibenclamide 
and  chlorpropamide  (preliminary  report),  Postgrad.  M.  J.  supp. 
46:  92(1970). 

7.  Curling,  K.  J.:  A comparison  of  glibenclamide  with 

chlorpropamide  in  newly  diagnosed  diabetics,  ibid.  supp.  46:  66 
(1970). 

8.  Clarke,  B.  F.,  and  Campbell,  I.  W.:  Long-term  comparative 
trial  of  glibenclamide  and  chlorpropamide  in  diet-failed,  matu- 
rity-onset diabetics,  Lancet  1:  246  (1975). 

Could  you  supply  information  on  the  use  of  levodopa 
in  the  treatment  of  psoriasis? 

Psoriasis  is  an  inflammatory  skin  disorder  accompanied 
by  a rapid  proliferation  of  a number  of  cell  types.  At 
present  there  is  no  known  cure  for  this  disease,  and  all 
treatment  programs  are  palliative. 

Topical  coal  tar  solutions,  anthralin  ointments,  irra- 
diation with  ultraviolet  light,  and  topical  corticosteroids 
have  helped.1  Systemically,  methotrexate,  a drug  which 
interferes  with  cell  replication,  is  presently  being  used  in 
severe  forms  of  the  disease  which  do  not  respond  to  other 
forms  of  therapy.2 

Recently  levodopa  (Bendopa;  Larodopa;  Dopar)  has 
been  used  in  the  treatment  of  psoriasis.  Barbeau  and 
Giroux3  and  Giroux  et  al.4  reported  that  in  a few  patients 
with  Parkinsonism,  levodopa  improved  accompanying 
psoriasis  after  three  to  four  months  of  treatment.  The 
beneficial  effects  of  levodopa  have  been  attributed  to  its 
ability  to  increase  the  output  of  CAMP  (cyclic  adenosine 
3, 5, monophosphate),  a deficiency  of  which  has  been  found 
in  psoriatic  epidermis.4 

Savery  et  al.5  in  a double-blind  crossover  study  com- 
pared the  effectiveness  of  levodopa  with  placebo  in  40 
patients  who  had  typical  plaque-type  psoriasis  of  more 
than  three  months’  duration.  Patients  were  randomly 
divided  into  a treatment  group  (group  A,  20  patients)  and 
a placebo  group  (group  B,  20  patients).  The  treatment 
group  received  500  mg.  of  levodopa  twice  daily.  The  study 
was  conducted  for  six  months,  and  crossover  occurred  at 
three  months.  In  both  groups,  patients  received  topical 
emollients  in  addition.  Observations  included  color 
photographs  of  the  lesions  and  determination  of  CAMP 
levels  of  skin  biopsies  before  and  after  the  course  of  treat- 
ment. At  the  end  of  six  weeks  of  treatment,  all  20  patients 
from  group  A showed  relief  f rom  pruritus  and  plaque.  Six 
of  these  patients  showed  normal  skin  formation  without 
relapse  even  during  the  subsequent  placebo  period.  In 
group  B,  no  improvement  was  observed  in  10  patients  until 
they  were  crossed  over  from  placebo  to  levodopa.  Two 
patients  of  this  B group  showed  no  improvement,  and  (he 
other  eight  were  unable  to  tolerate  levodopa,  hence  were 
dropped  from  the  study.  The  patients  who  showed  im- 
provement while  on  levodopa  displayed  an  increase  of 
CAMP,  whereas  no  change  in  CAMP  was  observed  in  pa- 


tients with  no  improvement. 

The  authors  concluded  that  levodopa  administration 
resulted  in  beneficial  effects  with  improvements  in  skin 
biopsies.  In  conclusion,  the  value  of  levodopa  in  the 
treatment  of  psoriasis  is  stdl  questionable. 

1.  McDonald,  C.  J.:  Psoriasis,  in  Conn,  H.  F.,  Ed.:  Current 
Therapy,  Philadelphia,  W.  B.  Saunders,  1976,  p.  654. 

2.  Physician’s  Desk  Reference,  Oradell,  New  Jersey,  Medical 
Economics  Company,  1977,  p 907. 

3.  Barbeau,  A.,  and  Giroux,  J.  M.:  Levodopa  and  psoriasis, 
Lancet  1:  204  ( 1972). 

4.  Giroux,  J.  M.,  et  al.:  Levodopa  and  Ro  4-4602  in  psoriasis, 
ibid.  8:  333  (1972). 

5.  Savery,  F.,  et  al.:  A comparative  evaluation  of  the  anti- 
psoriatic  effect  of  L-dopa  versus  placebo  in  psoriasis,  Curr.  Therap. 
Res.  20:  130  (Aug.)  1976. 


What  is  the  status  of  the  use  of  phenobarbital  to  pre- 
vent febrile  convulsions? 


Febrile  convulsions  are  one  of  the  most  common  neu- 
rologic problems  of  early  childhood.  It  is  estimated  that 
3 to  6 percent  of  all  American  children  between  the  ages  of 
six  months  and  five  years  have  febrile  seizures.1  The 
management  of  this  situation  includes  treating  the  acute 
phase  and  possibly  using  prophylactic  medication  for 
preventing  subsequent  episodes. 

The  acute  phase  requires  prompt  emergency  measures 
for  controlling  convulsions  and  fever.  The  recent  literature 
supports  the  use  of  intravenous  diazepam  (Valium)  for 
treating  convulsions  in  a dose  of  0.2  to  0.3  mg.  per  kilogram 
of  body  weight  (up  to  5 mg.  for  children  under  5 years  of  age 
and  up  to  10  mg.  for  children  under  10  years  of  age).  If 
intravenous  injection  is  impracticable,  diazepam  is  almost 
as  effective  if  given  intramuscularly  in  similar  doses.1-2 

Phenobarbital,  3 to  6 mg.  per  kilogram  given  intrave- 
nously or  intramuscularly,  is  used  as  an  alternative  to  di- 
azepam.1 However,  it  has  a slower  onset  of  action  and  may 
produce  greater  respiratory  depression  than  diazepam. 

Phenobarbital  administered  orally  is  sometimes  pre- 
scribed at  the  onset  of  fever  for  preventing  convulsions. 
This  is  considered  illogical  since  effective  serum  levels  of 
the  drug  will  not  be  achieved  during  short-term  therapy. 
Oral  phenobarbital  requires  three  to  four  weeks  of  therapy 
to  achieve  steady-state  plasma  concentrations.  However, 
after  an  intravenous  or  intramuscular  loading  dose  of 
phenobarbital  (5  mg.  per  kilogram  intravenously  or  in- 
tramuscularly) oral  phenobarbital  in  a dosage  range  of  3 
to  6 mg.  per  kilogram  per  24  hours  may  be  given  until  the 
child  is  afebrile.3 

Regarding  the  role  of  phenobarbital  for  long-term  pro- 
phylaxis against  febrile  convulsions,  there  have  been  con- 
flicting reports.  In  one  study,  it  was  shown  that  pheno- 
barbital was  effective  provided  the  serum  level  was  main- 
tained above  15  micrograms  per  milliliter.2  However, 
Heckmatt  et  al.4  reported  that  prophylactic  phenobarbital 
does  not  seem  to  prevent  febrile  convulsions.  They 
studied  161  children  whose  first  febrile  convulsions  oc- 
curred between  the  ages  of  six  months  and  three  years. 
Eighty-eight  children  assigned  to  a treatment  group  re- 
ceived phenobarbital  at  dosages  sufficient  to  maintain 
plasma  concentrations  of  16  micrograms  per  milliliter. 
The  other  73  served  as  controls.  In  the  treated  group  10 
out  of  88  children  had  repeat  convulsions,  whereas  in  the 
control  group  14  out  of  73  had  convulsions.  This  difference 
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was  not  significant.  In  the  treated  group,  39  children 
stopped  medication  for  a variety  of  reasons  including 
overactivity  and  unpleasant  behavior.  Of  the  49  children 
who  took  the  drug  regularly  for  six  months,  4 children  had 
repeat  convulsions,  although  all  these  4 children  had 
phenobarbital  serum  levels  considered  to  be  effective. 

In  conclusion,  the  drug  of  choice  for  acute  febrile  con- 
vulsions is  diazepam  administered  intravenously  or  in- 
tramuscularly. Phenobarbital  administered  orally  at  the 
onset  of  fever,  without  intravenous  or  intramuscular 
loading  dose  may  he  illogical,  whereas  as  a long-term  pro- 
phylactic agent,  its  value  has  not  been  established. 

1.  Hartman,  A.  W.:  Febrile  convulsions  and  their  treatment 
with  drugs,  Lippincott’s  Hosp.  Pharm.  1 1:  99  (Mar.)  1976. 

2.  Wallace,  S.  J.:  Febrile  fits,  Brit.  M.  .1.  1:  333  (Feb.)  1976. 

3.  Prichard,  J.  S.:  Convulsive  disorders  in  children  -some 
notes  on  diagnosis  and  treatment,  Pediat.  Clin.  North  America 
21:2(1974). 

4.  Heckmatt,  .1.  Z.,  et  al.:  Failure  of  phenobarbitone  to  pre- 
vent febrile  convulsions,  Brit.  M.  J.  I:  559  (Mar.)  1976. 

Please  provide  me  with  information  concerning 
LAAM ? 

Methadyl  acetate  or  LAAM  (levo-alpha-acetyl  metha- 
dol),  a synthetic  congener  of  methadone,  is  under  investi- 
gation by  Merck  Sharp  & Dohme  in  the  United  States  for 
possible  use  in  treating  narcotic  addicts.  Compared  to 
methadone,  which  must  be  taken  every  24  hours  to  avoid 
withdrawal  symptoms,  LAAM  has  a longer  duration  of 
action.  Although  initially  it  may  be  advantageous  to  have 
a patient  visit  the  clinic  daily  to  receive  methadone,  later 
it  may  become  inconvenient  and  increase  the  risk  of  non- 
compliance  or  cause  other  problems.  LAAM  is  also 
claimed  to  produce  milder  withdrawal  symptoms  than 
methadone.  Thus,  its  longer  duration  of  action  coupled 
with  the  possibility  of  milder  withdrawal  symptoms  may 
make  LAAM  a useful  substitute  for  methadone  in  treating 
narcotic  addicts.1 

Jaffe  and  his  associates'  :i  in  a number  of  studies  com- 
pared the  effects  of  LAAM  and  methadone  in  65  compul- 
sive heroin  users.  The  authors  found  that  there  was  no 
difference  in  social  adjustments  between  patients  who  were 
maintained  on  daily  methadone  regimens  and  those  given 
LAAM  three  times  a week,  thus  suggesting  the  potential 
use  of  LAAM  as  a substitute  for  methadone  in  treating 
opiate  dependence. 

Senay  et  al.4  conducted  a study  comparing  methadone 
and  LAAM  in  the  treatment  of  heroin  addiction.  One 
hundred  and  ninety-three  addicts  participated  in  a 14- 


week  open  clinical  trial.  Ninety-seven  patients  were 
randomly  assigned  to  a LAAM  clinic,  in  which  LAAM  was 
dispensed  three  times  per  week.  Ninety-six  patients  were 
assigned  to  a methadone  clinic  in  which  methadone  was 
dispensed  six  days  per  week.  The  authors  observed  that 
under  those  conditions  LAAM  and  methadone  were 
equivalent  in  rehabilitative  efficacy  in  the  treatment  of 
opioid  dependence. 

In  conclusion,  it  appears  that  LAAM  and  methadone 
compare  favorably  as  far  as  social  adjustments  and  other 
rehabilitative  efficacy  are  concerned.  Since  LAAM  needs 
to  be  administered  only  three  times  a week,  it  could  be  a 
suitable  alternative  to  methadone  in  the  treatment  of 
narcotic  dependence,  provided  its  long-term  use  is  proved 
safe. 

1.  .Jaffe,  J.  H..  et  al.:  Comparison  of  acelylmethadol  and 
methadone  in  the  treatment  of  long-term  heroin  users,  J.A.M.A. 
21 1:  1834  (1970). 

2.  Jaffe,  -J.  H.,  and  Senay,  E.  C.:  Methadone  and  1 -methadyl 
acetate  -Use  in  management  of  narcotic  addicts,  ibid.  216: 1303 
(1971). 

3.  Jaffe,  J.  H.,  et  al.:  Methadyl  acetate  vs.  methadone  A 
double-blind  study  in  heroin  users,  ibid.  222:  437  (1972). 

4.  Senay,  E.  C.,  et  al.:  Methadyl  acetate  and  methadone,  an 
open  comparison,  ibid.  237:  138  (Jan.)  1977. 
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Keep  them  actively  in  the  game. 


Testand-B  Helps  Compensate  For  The  Metabolic  Changes  Of  Aging 
And  Helps  Patients  Feel  Better . . . Physically  And  Emotionally. 


Testand-B  is  an  anabolic  stimulant  in  male  and  female  climacteric,  senile 
vaginitis,  decreased  muscle  tone,  protein  depletion  states,  osteoporosis  and 
loss  of  body  mass.  It  provides  an  androgen/estrogen  combination  to  help 
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QUESTION  223.  The  patient  has  a ventricular  synchronous  type  of  demand  pacemaker.  What  is  the  interpretation 
of  this  electrocardiogram,  lead  VI? 


c a ro  tid 


QUESTION  224.  Leads  I,  II,  and  III  taken  during  carotid  massage.  What  is  the  interpretation? 
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ELUCIDATION 


Question  223.  P waves  occur  regularly  at  83  per 
minute  and  are  not  conducted.  The  ventricular  rate 
is  slightly  irregular  at  58  beats  per  minute.  Pace- 
maker spikes  appear  irregularly.  None  depolarizes 
the  ventricles.  When  QRS  complexes  appear  close 
to  the  spike  (less  than  350  msec.),  spikes  2, 3, 5, 6,  and 
9,  they  are  not  recognized  by  the  pacemaker  which 
acts  in  a fixed  rate  mode.  When  the  spontaneous 
QRS  occurs  beyond  350  msec,  after  the  spike  (spikes 
1,4,10),  the  pacemaker  recognizes  the  QRS  and  resets 
following  the  QRS.  When  the  spontaneous  QRS 
occurs  greater  than  400  msec,  after  the  spike  (spike 


8)  the  pacemaker  not  only  recognizes  the  QRS  but 
discharges  at  spike  of  the  QRS  (QRS  8).  This  is  a 
malfunctioning  ventricular  synchronous  pacemaker. 
It  senses  spontaneous  QRS  complexes  appropriately 
but  fails  to  pace  the  nonrefractory  ventricle. 

Question  224.  The  rhythm  is  regular  sinus.  The 
P-R  interval  is  0.22  to  0.23  second.  Following  carotid 
massage  there  is  a pause  of  1,320  msec,  in  lead  I,  but 
1,400  msec,  in  II  and  III.  The  P-R  interval  and  QRS 
do  not  change  after  the  pause  in  lead  I,  but  in  II  and 
III  the  QRS  changes  from  a QR  to  an  rS  (marked 
left-axis  shift),  and  the  P-R  shortens  to  0.20  sec- 
ond. 

The  contour  change  in  leads  II  and  III  may  indi- 
cate left  anterior  hemiblock  after  the  1,400-msec, 
pause.  An  alternate  explanation  of  the  changed  QRS 
configurations  is  that  they  are  junctional  escape 
beats.  The  slightly  shortened  P-R  interval  favors 
this  explanation. 


American  health  care 
improving,  says  foundation 

American  medical  and  health  care  are  getting  better, 
says  a communication  from  the  Robert  Wood  Johnson 
Foundation  in  the  April  18  Journal  of  the  American 
Medical  Association. 

David  E.  Rogers,  M.D.,  and  Robert  J.  Blendon,  Sc.D., 
of  the  Foundation  in  Princeton,  N.J.,  cite  studies  to  show 
considerable  progress  in  medical  and  health  care  in  the  past 
15  years. 

Say  Drs.  Rogers  and  Blendon: 

“We  have  improved  the  availability  of  physician  services 
and  largely  eliminated  the  gap  between  visits  made  by  rich 
and  poor,  or  white  and  black  citizens. 

“We  have  greatly  expanded  the  number  of  health  pro- 
fessionals who  provide  medical  care. 

“Better  organized  programs  to  provide  care  to  groups 
with  special  health  problems  have  reduced  both  mortality 
and  morbidity  (death  and  illness). 

“Age-adjusted  death  rates,  infant  and  maternal  mor- 
tality, and  death  rates  from  coronary  artery  disease  have 
fallen.” 

The  article  points  out  that  during  the  early  1960s  and 
continuing  through  the  1970s,  this  nation  markedly  in- 
creased its  national  commitment  to  improving  medical  care 
for  all  of  its  citizens. 

“Things  have  changed,  and  changed  for  the  better.  In 
our  pluralistic,  sometimes  groping  American  way,  many 
groups,  institutions,  and  individuals  have  participated  in 
strengthening  medical  care  services  in  this  country.  In- 
deed, in  some  sectors,  remarkable  improvements  have 
taken  place,”  they  say. 

Between  1969  and  1975,  physician  visits  per  person  per 
year  rose  by  19  percent,  and  “This  suggests  that  physicians 
were  more  accessible.”  Dow  income  people  particularly 


are  seeing  physicians  more  often,  they  say.  Black  Amer- 
icans are  now  seeing  physicians  as  frequently  as  white. 
They  point  out  that  the  physician  visit  does  not  necessarily 
mean  better  health,  but  “great  efforts  have  been  made  to 
improve  access  to  care,  change  has  occurred,  and  the 
change  seems  to  be  in  the  proper  direction.” 

Between  1970  and  1976,  medical  schools  increased  the 
number  of  physicians  in  training  by  50  percent.  In  con- 
trast to  the  40,000  Americans  in  medical  schools  in  1970, 
almost  60,000  were  in  training  in  1976.  Nursing  schools 
have  increased  their  enrollment  by  52  percent.  The 
number  of  dentists  is  almost  25  percent  higher  than  in 
1970. 

The  article  points  to  various  programs  that  have  brought 
about  improvement  in  the  outcome  of  pregnancy,  reduced 
illness  in  children,  better  organized  care  of  chronic  dis- 
ease. 

Between  1968  and  1975,  overall  death  rates  dropped  by 
almost  14  percent.  From  1960  to  1975,  infant  deaths 
dropped  38  percent,  from  26  to  16  infant  deaths  per  1,000 
live  births,  the  lowest  ever  recorded  during  the  same  15- 
year  period. 

Deaths  ascribed  to  coronary  heart  disease  have  fallen  23 
percent  during  the  12-year  period  from  1963  to  1975.  In 
fact,  ten  of  first  15  causes  of  U.S.  deaths  have  declined. 

Still  unsolved  is  the  problem  of  escalating  health  care 
costs,  Drs.  Rogers  and  Blendon  say,  and  “costs  may  prove 
to  be  the  Achilles’  heel  of  this  country’s  arrangements  for 
health  services.”  Access  to  health  care  for  rural  citizens 
remains  a difficult  problem.  Better  financing  of  ambu- 
latory care  is  still  needed. 

“As  this  country  looks  forward  to  its  next  100  years,  it 
is  our  hope  that  we  discard  the  feeling  that  our  social  in- 
stitutions are  unable  to  cope  with  national  problems.  In 
t he  healt  h sector,  significant  progress  has  been  made,  and 
possibilities  for  vet  more  improvement  exist  for  the  fu- 
ture.” 
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Case  Reports 


Primary  Pyogenic 
Infection  of 
Sacroiliac  Joint 

MARION  E.  MURPHY,  M.D. 

Albany,  New  York 

Resident,  Physical  Medicine  and  Rehabilitation, 
Albany  Medical  Center  Hospital 


Primary  pyogenic  infections  of  the  sacroiliac  joint 
are  uncommon.  The  variety  of  the  presenting  signs 
and  symptoms  causes  difficulty  in  establishing  the 
diagnosis. 

Case  report 

A sixteen-year-old  boy  was  admitted  to  the  or- 
thopedic service  for  evaluation  and  treatment  of  back 
pain.  The  history  he  gave  was  vague  and  did  not 
include  evidence  of  trauma.  He  described  having 
had  a flu-like  illness  about  six  weeks  previously,  as- 
sociated with  a raspy  throat,  diminished  appetite, 
backache,  and  weakness  of  his  legs,  particularly  the 
lower  right  extremity.  He  started  weight  lifting  after 
the  illness,  to  recondition  himself  and  to  strengthen 
his  back.  Ten  days  prior  to  admission,  he  attempted 
lifting  a 70-pound  barbell  and  experienced  a sharp 
increase  in  pain  in  the  back;  this  prompted  him  to  go 
to  the  emergency  room  where  x-rays  of  his  back  were 
taken,  reported  as  unremarkable,  and  the  boy  re- 
turned home.  The  back  pain  did  not  radiate  to  the 
legs,  nor  was  any  paresthesia  felt  in  the  lower  ex- 
tremities. He  described  difficulty  flexing  his  hips 
because  of  the  pain.  He  has  had  no  problems  with 
bowels  or  bladder.  He  did  recount  that  blood  studies 
were  done  when  he  was  eight  years  old,  for  swollen 
glands,  and  claimed  that  the  nodes  in  his  groin  had 
been  enlarged  since  that  time. 

Pertinent  physical  findings  revealed  a pale,  fair- 
skinned, sickly  appearing  youth  in  moderate  dis- 
comfort. His  temperature  was  98.2°  F.,  pulse  76,  and 
blood  pressure  118/70.  His  back  was  held  in  an  al- 
most ram-rod-straight  position,  with  loss  of  lumbar 
lordosis.  The  back  muscles  were  not  tender,  but 
there  was  marked  tenderness  over  the  right  side  of 
the  sacroiliac  joint.  No  skin  changes  or  swelling  were 
noted.  Full  passive  range  of  mot  ion  at  the  hips  was 
present,  with  pain  experienced  at  extremes  of  flexion, 


abduction,  and  external  rotation  of  the  right  hip. 
The  circumference  of  the  right  thigh  measured  1% 
inches  less  than  the  left.  There  were  small  posterior 
cervical  nodes  and  small,  firm,  freely  moving  inguinal 
nodes  felt  bilaterally. 

Admission  laboratory  data  findings  were:  ura- 
nalvsis  normal,  hemoglobin  14.2  Gm.,  hematocrit 
40.8,  and  corrected  sedimentation  rate  34  mm.  per 
hour;  white  blood-cell  count  14,300  per  cubic  milli- 
meter with  75  per  cent  neutrophils,  8 per  cent  bands, 
3 per  cent  lymphocytes,  10  per  cent  monocytes,  and 
1 per  cent  atypical  lymphocytes.  The  alkaline 
phosphatase  was  208,  creatinine  phosphokinase  230, 
and  lactic  acid  dehydrogenase  230  I.U.  Blood  cul- 
tures were  negative  for  any  infection;  urine  culture 
was  normal,  with  no  acid-fast  bacilli  found.  Throat 
culture  grew  Enterobacteriaceae  and  Staphyloccus 
aureus.  Normal  test  findings  were  disclosed  for 
lupus  erythematosus,  rheumatoid  factor,  a stool 
specimen  (for  pathogens),  infectious  mononucleosis 
(Monospot),  cold  agglutinins,  febrile  agglutinins, 
bone-marrow  aspirate,  and  chest  x-ray-film  exami- 
nation. Review  of  the  x-ray  films  taken  previously 
in  the  emergency  room  revealed  loss  of  subchondral 
cortex  of  both  sacroiliac  joints,  more  on  the  right  side. 
Special  views  of  the  sacroiliac  joints  and  anteropos- 
terior tomograms  were  performed,  and  showed  an 
area  of  fusion  of  the  upper  and  an  area  of  destruction 
in  the  lower  sacroiliac  joint  on  the  right  side.  There 
was  some  destruction  on  both  sides  of  the  joint  space, 
involving  the  lower  parts  of  the  sacrum  and  the  ilium. 
There  was  a long  calcific  density  line  within  the 
midportion  of  the  sacroiliac  joint  which  was  thought, 
possibly,  to  represent  sequestrum.  When  compared 
with  the  previous  films,  there  seemed  to  he  some 
progress  in  the  destruction  of  the  right  side  of  the 
sacroiliac  joint.  Intravenous  pyelogram  findings 
were  normal;  on  skeletal  survey  the  only  abnormality 
noted  was  a long,  curved  scoliosis  of  the  dorsal  and 
lumbar  spinal  sections  with  pelvic  lift,  and  what  ap- 
peared to  he  obliteration  of  the  right  side  of  the  sac- 
roiliac joint. 

While  awaiting  the  results  of  the  laboratory  tests 
and  x-ray  film  studies,  the  boy  was  started  on  a 
physical-therapy  program  the  day  following  his  ad- 
mission to  the  hospital.  This  consisted  of  hydro- 
collator hot  packs  to  the  lumbosacral  spine,  massage, 
and  flexion  exercises,  and  ambulation  as  tolerated  in 
the  parallel  bars.  The  physical  therapist  reported 
that  massage  revealed  spasm  of  the  gluteal  muscu- 
lature, that  the  patient  complained  of  back  pain 
when  doing  the  knee-chest  exercise,  and  that  he  was 
slightly  diaphoretic  throughout  the  therapy  program. 
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During  subsequent  treatments  the  boy  complained 
of  much  back  pain,  of  being  unable  to  bear  full  weight 
on  the  lower  right  extremity,  and  stated  that  he  felt 
worse  after  therapy.  He  was  started  on  crutch 
walking,  nonweight  bearing  on  the  lower  right  ex- 
tremity on  the  fourth  day  of  therapy,  but  his  endur- 
ance was  poor,  and  he  complained  of  dizziness. 
Physical  therapy  was  discontinued  on  the  fifth  day 
of  treatment  after  the  boy  was  examined  by  a 
physiatrist.  A rheumatologist  and  hematologist  also 
examined  him  to  rule  out  ankylosing  spondylitis, 
leukemia,  Hodgkin’s  disease,  or  other  systemic  causes 
of  sacroiliac  inflammation.  The  joint  was  aspirated 
by  needle  on  the  thirteenth  hospital  day.  No  puru- 
lent material  was  obtained.  Culture  of  the  aspirate 
grew  several  rare  colonies  of  Staphylococcus  epi- 
dermides,  and  it  was  felt  that  open  biopsy  was  indi- 
cated. The  sacroiliac  joint,  when  exposed,  revealed 
a large  quantity  of  stringy,  mucous-like  material 
which  was  removed;  a frozen  section  was  done  on  part 
of  it  which  showed,  on  microscopic  examination, 
chronic  granulation  tissue.  No  gross  pus  was  en- 
countered. There  was  no  evidence  of  invasion  into 
the  soft  tissues  surrounding  the  joint  or  into  the  bone, 
or  of  any  tumor.  The  gross  appearance  of  the  bone 
and  other  soft-tissue  structures  about  this  joint  and 
those  that  were  encountered  in  getting  to  the  joint 
were  all  within  normal  limits;  they  were  all  submitted 
as  specimens  for  pathologic  examination.  After  the 
wound  had  been  irrigated  several  times,  as  well  as 
curetted  as  thoroughly  as  possible,  it  was  clean  with 
smooth  walls,  extending  out  of  sight  and  out  of  reach 
in  all  directions. 

The  pathology  report  on  the  biopsy  material 
showed  the  marrow  to  be  invaded  by  inflammatory 
cells  with  many  areas  where  plasma  cells  and  lym- 
phocytes predominated.  Rare  foci  of  bone  necrosis 
were  seen,  while  periosteal  membrane  bone  forma- 
tion was  noted.  Several  portions  of  the  bone  showed 
an  articular  cartilaginous  surface  which  was  not 
penetrated  by  the  inflammatory  process.  The  bac- 
teriologic  report  on  the  material  aspirated  was  that 
of  acute  inflammation,  blood,  multinucleated  giant 
cells,  and  proliferating  synovial  cells.  Clusters  of 
gram-positive  cocci  were  present  in  histiocytes.  The 
gram-positive  cocci  were  indentified  as  Staph,  au- 
reus. 

The  patient  was  started  on  clindamycin  phosphate 
(Cleocin),  300  mg.  int  ravenously  every  six  hours  when 
the  sensitivities  were  reported;  after  two  days  of 
parenteral  therapy,  clindamycin  HCL  hydrate  was 
administered  orally  in  the  same  dosage.  Postoper- 
atively  the  pain  in  the  right  sacroiliac  joint  gradually 
subsided.  The  wound  healed  satisfactorily,  and  the 
patient  was  discharged,  ambulating  with  crutches, 
weight  hearing  as  tolerated  on  the  right  lower  ex- 
tremity. He  continued  on  clindamycin  HCL  hydrate 
and  was  followed  as  an  outpatient.  Two  months 
later  the  hoy  was  reportedly  doing  well;  he  was 
playing  basketball  for  long  periods  of  time,  per- 


forming considerable  manual  labor,  walking  without 
a limp,  and  was  symptom-free.  The  corrected  sed- 
imentation rate  at  this  time  was  11  mm.  per  hour,  and 
x-ray  films  showed  apparent  bony  fusion  across  the 
inferior  portion  of  the  right  side  of  the  sacroiliac 
joint. 

Comment 

This  case  report  adds  to  the  number  of  isolated 
cases  of  primary  pyogenic  infection  of  the  sacroiliac 
joint  reported  in  the  literature.1"5  The  first  recorded 
report  of  one  case  was  in  1935, 2 followed  by  a report 
of  7 cases  in  194 1,1  and  since  then  by  a smattering  of 
case  reports.3’5  The  infrequency  of  occurrence  is 
borne  out  by  the  brief  reference  made  to  the  condi- 
tion in  Campbell’s6  Operative  Orthopaedics,  which 
confirms  the  rarity  and  indicates  that  infections  in 
this  region  are  almost  always  osteomyelitis  of  the 
ilium  or  sacrum  adjacent  to  the  joint.  Because  of  this 
rarity,  the  more  frequently  occurring  conditions  with 
a similar  clinical  appearance  must  be  ruled  out  before 
a diagnosis  can  be  made.  This  leads  to  a delay  in 
definitive  diagnosis, 1-5,7’8  which  adversely  affects  the 
outcome  of  the  disease,  although  since  the  advent  of 
antibiotics  the  prognosis  is  greatly  improved.4  Py- 
ogenic sacroiliac  arthritis  is  a greater  mimicker,  and 
the  differential  diagnosis  includes  tuberculosis  with 
cold  abscess,  appendicitis  (laparotomy  and  appen- 
dectomy have  been  performed  in  the  search  for  a 
cause  of  the  symptoms),9  septic  hip  joint,5  intraver- 
tebral  disk  syndrome,  (disk  surgery  has  been  re- 
ported for  disk  pathology  but  without  relief  of  pain, 
until  the  true  condition  of  sacroiliac  joint  infection 
was  recognized  and  exposure  and  drainage  per- 
formed) 5 intraspinal  tumors,  and,  in  the  case  related, 
leukemia,  lymphoma,  and  ankylosing  spondylitis 
were  considered.  The  clinical  features  in  patients 
vary  to  such  an  extent  that  they  may  be  referred  to 
one  of  several  hospital  departments,  for  example, 
general  medicine  (septicemia  syndrome),  general 
surgery  (abdominal  syndrome),  pediatrics  (limping 
child),  orthopedics  (back  or  hip  pain),9  and  one  might 
add  neurology  (sciatic  syndrome)  or  physiatry  with 
any  one  of  the  latter  three  problems.  The  sacroiliac 
joint  is  vulnerable  to  invasion  from  a juxta-articular 
osteomyelitis,  especially  of  the  ilium.  The  converse 
is  not  true  due  to  a tendency  for  primary  infections 
of  the  joint  to  perforate  the  joint  capsule  early, 
especially  anteriorly.4  The  most  constant  features 
of  aid  in  establishing  the  diagnosis  appear  to  be  back 
pain  and  sciat  ic  pain,1  a history  of  antecedent  trau- 
ma,7 the  erythrocyte  sedimentation  rate,  which  is 
constantly  elevated,  and  blood  culture  positive  for 
infection  in  two  thirds  of  the  patients.9  Leukocytosis 
is  variable  and  is  often  absent,  but  on  the  smear  a 
constant  shift  to  the  left  is  seen  even  when  the  count 
is  otherwise  normal.8  Serial  x-ray  films  and  espe- 
cially tomograms  of  t he  suspected  area  should  he  of 
definite  benefit.7  Biopsy  is  necessary  when  a specific 
diagnosis  cannot  be  made  on  the  basis  of  x-ray  film 


1310  New  York  State  Journal  of  Medicine/July  1977 


studies  alone. 1 

Summary 

A case  of  primary  pyogenic  infect  ion  of  the  sacro- 
iliac joint  is  presented.  The  case  is  remarkable  be- 
cause of  its  rare  occurrence.  'The  operative  proce- 
dure is  outlined,  the  available  literature  reviewed, 
and  the  differential  diagnosis  discussed. 

Albany  Medical  Center  Hospital 
47  New  Scotland  Avenue 
Albany,  New  York  12208 

References 

1.  Avila,  l-..Jr.:  Primary  pyogenic  infection  of  the  sacroiliac 

articulation.  A new  approach  to  the  joint  Report  of  seven  cases. 


AMA  enters  litigation 
on  professional  advertising 

Unrestricted  advertising  of  prices  or  fees  in  newspapers 
by  attorneys  or  physicians  is  not  in  the  best  interest  of  their 
clients  or  patients,  declares  a brief  filed  in  January  with  the 
U S.  Supreme  Court  by  the  American  Medical  Associa- 
tion. 

The  AMA  brief  is  filed  as  a friend  of  the  court  in  a case 
appealed  from  the  Supreme  Court  of  Arizona  in  which  two 
attorneys  are  seeking  to  overturn  the  proscription  of  the 
Arizona  State  Supreme  Court  against  unrestricted  ad- 
vertising of  fees  by  attorneys  in  the  state. 

Advertising  in  the  highly  sophisticated  field  of  medicine 
raises  considerations  quite  different  from  the  advertising 
of  consumer  products  and  simple  services,  the  AMA  points 
out. 

There  is  significant  potential  that  some  apparently 
truthful  claims  will  mislead  the  ordinary  consumer  to  his 
economic  and  physical  detriment.  There  also  is  risk  that 
some  nondeceptive  statement  can  cause  the  quality  of 


J.  Bone  & Joint  Surg.  23:922  (1941). 

2.  Hudson,  O.  C.:  Acute  suppurative  arthritis  of  the  sacroiliac 

joint:  Case  report,  Med.  Times  63:37  (1935). 

3.  Kieger,  A.  B.,  and  Kittleson,  A.  C.:  Neoplastic  and  infec- 

tious processes  of  the  sacrum  and  sacroiliac  joints,  J.  Bone  & Joint 
Surg.  18- A:  1 448  (1966). 

4.  Kulowski,  J.,  Hicks,  E.  O.,  and  Steindler,  A.:  Operative 
treatment  of  suppurative  lesions  of  the  bony  pelvis,  Am.  J.  Surg. 
79:405(1950). 

5.  Wolf,  C.  R..  and  Brower,  T.:  Primary  pyogenic  arthritis 

of  the  sacroiliac  joint,  Clin.  Orthop.  70:239  ( 1970). 

6.  Campbell,  W.  C.:  Operative  Orthopaedics,  5th  ed.,  St. 

Louis,  The  C.  V.  Mosby  Company,  1971,  p.  978. 

7.  Chung,  S.  M.,  and  Borns,  P.:  Acute  osteomyelitis  adjacent 

to  the  sacroiliac  joint  in  children.  Report  of  two  cases,  J.  Bone  & 
Joint  Surg.  55A:630  (1973). 

8 Gilmour,  W.  N.:  Acute  haematogenous  osteomyelitis,  ibid. 

44-B:841  (1962). 

9.  Morgan,  A.,  and  Yates,  A.  K.:  The  diagnosis  of  acute  os- 

teomyelitis of  the  pelvis,  Postgrad.  M.  J.  42:74  (1966). 


service  rendered  by  physicians  to  deteriorate.  For  in- 
stance, the  physician  may  fail  to  order  necessary  lab  tests 
and  x-rays  because  the  cost  would  exceed  his  advertised 
fee  for  a given  service. 

Although  the  Arizona  case  involves  attorneys,  the  same 
considerations  would  apply  in  medicine,  the  AMA  points 
out. 

The  brief  points  out  that  the  AMA  does  not  proscribe 
all  advertising  by  physicians.  The  ban  is  against  solici- 
tation of  patients  through  use  of  testimonials,  claims  of 
expected  results  of  treatment,  claims  that  imply  superior 
skills  to  other  physicians,  or  claims  that  contain  incorrect 
or  incomplete  facts. 

The  public  is  entitled  to  know  the  names  of  physicians, 
the  location  of  their  offices,  their  office  hours,  and  other 
useful  information  that  will  enable  people  to  make  a more 
informed  choice  of  physician.  This  may  be  done  through 
office  signs,  professional  cards,  dignified  announcements, 
telephone  directory  listings,  and  reputable  directories  of 
physicians. 
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During  the  last  decade  considerable  experience 
has  been  acquired  in  the  use  of  bovine  carotid  arterial 
heterografts.  Rosenberg1  has  estimated  that  ap- 
proximately 10,000  such  grafts  have  been  employed 
in  this  country  since  1960.  These  implants  have 
been  employed  principally  either  as  femoropopliteal 
bypasses  or  as  arteriovenous  fistulae  for  hemodial- 
ysis. 

Although  scattered  reports  concerning  clinical 
results  are  cautiously  optimistic,2^4  recent  experience 
as  documented  by  Haimov  and  Jacobson5  and  Dar- 
dik  et  al.6  has  emphasized  caution  and  a degree  of 
pessimism  in  widespread  acceptance  of  these  modi- 
fied xenografts.  It  was  thought  pertinent,  therefore, 
to  report  a case  of  aneurysmal  degeneration  occurring 
in  a functioning  bovine  heterograft  four  months 
following  insertion  as  a femoropopliteal  bypass. 

Case  report 

A 79-year-old  female  was  first  admitted  to  St. 
Luke’s  Hospital  Center  in  December,  1973,  with  in- 
capacitating bilateral  calf-  and  foot-rest  pain.  An- 
giography revealed  bilateral  segmental  superficial 
femoral  arterial  occlusions  with  adequate  patency  of 
the  proximal  vasculature  and  of  both  popliteal  and 
distal  arteries.  An  autogenous  vein  femoropopliteal 
bypass  was  inserted  in  the  left  leg  with  restoration  of 
all  distal  pulses  and  relief  of  her  ischemic  complaints. 
The  patient  was  readmitted  in  April,  1974,  at  which 
time,  because  of  an  inadequate  right  saphenous 
system,  a modified  arterial  bovine  heterograft  was 
inserted  from  the  right  common  femoral  artery  to 
proximal  right  popliteal  artery,  again  with  restoration 
of  distal  arterial  pulses  and  symptomatic  relief. 




FIGURE  1.  (A)  Appearance  of  multiple  aneurysms  noted 

in  bovine  femoropopliteal  bypass  at  surgery.  (B)  Specimen 
of  bovine  graft  following  excision.  Note  multiple  aneurysmal 
changes  and  diffuse  enlargement  of  entire  length  of  hetero- 
graft. 

The  patient  remained  well  and  fully  ambulatory 
until  August  30,  1974,  at  which  time  she  was  seen  for 
a pulsatile  mass  which  had  gradually  appeared  in  the 
right  groin  over  a five-day  period.  Emergency  op- 
eration was  performed  on  the  day  of  admission.  This 
revealed  aneurysmal  dilatation  of  the  entire  bovine 
heterograft  (Fig.  1).  There  was  no  evidence  of  in- 
fection or  anastomotic  disruption.  The  heterograft 
was  excised,  and-  an  8-mm.  knitted  Dacron  bypass 
inserted.  The  arteriotomy  site  in  the  common 
femoral  artery  was  used  for  the  proximal  anastomosis 
but,  because  of  extensive  atheromatous  changes  in 
the  proximal  popliteal  artery,  the  distal  anastomosis 
site  of  the  bovine  bypass  was  sutured  closed  without 
encroachment  on  the  lumen  of  the  host  artery  and 
the  Dacron  graft  implanted  approximately  2 cm. 
distally  in  the  popliteal  artery.  Distal  arterial  pulses 
were  restored,  but  the  graft  failed  after  12  hours. 
Because  of  the  patient’s  cardiac  status  and  advanced 
peripheral  arterial  occlusive  disease,  no  further  at- 
tempts at  revascularization  of  the  right  leg  were  at- 
tempted. Two  weeks  postoperatively,  a below-knee 
amputation  was  performed  for  distal  skin  and  muscle 
necrosis;  at  present  writing  this  elderly  patient  is 
successfully  ambulating  on  a below-knee  prosthe- 
sis. 
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Comment 

This  is  the  first  case  of  aneurysmal  change  in  a 
bovine  heterograft  experienced  in  a series  of  31  such 
grafts  utilized  in  the  femoropopliteal  position  at  St. 
Vincent’s  Hospital  and  Medical  Center  and  St. 
Luke’s  Hospital  Center  during  the  past  four  years. 
Such  a complication  four  months  following  graft  in- 
sertion, with  no  gross  or  microscopic  evidence  of  in- 
fection or  technical  fault  in  a functioning  bypass, 
strongly  suggests  host  rejection.  Identification  of  the 
graft  with  the  supplier  and  analysis  of  its  preparation 
revealed  no  variance  with  the  established  standards 
concerning  the  ficin  digestion  and  dialdehyde  tan- 
ning. The  heterograft  appearance  during  its  oper- 
ative removal  was  hauntingly  reminiscent  of  the 
aneurysmal  change  noted  in  arterial  homografts 
when  employed  as  femoropopliteal  bypasses.7 

The  aura  of  pessimism  concerning  bovine  modified 
arteries  has  been  enforced  by  the  report  of  Dillon  et 
al.8  who  described  aneurysmal  change  in  5 bovine 
grafts  of  a series  of  37  employed  as  femoropopliteal 
bypasses;  in  their  experience  this  degeneration  was 
noted  as  occurring  between  4 and  27  months  after 
implantation.  These  authors,  interestingly  enough, 
noted  no  such  change  in  four  replacement  bovine 
grafts  in  a follow-up  period  of  two  to  three  and  a half 
years.  This  observation  would  tend  to  disprove  host 
rejection  and  indict  flaws  in  graft  preparation. 
Haimov  and  Jacobson,5  in  a most  discouraging  report 
as  to  the  efficacy  of  employing  bovine  grafts  in  the 
femoropopliteal  area,  cited  2 patients  in  a series  of 
32  who  developed  aneurysms  in  such  femoropopliteal 
bovine  bypasses.  Keshishian9  and  Dale10  both  have 
described  aneurysmal  degeneration  in  bovine  het- 
erografts employed  as  a femoropopliteal  bypass. 
Hildick-Smith,11  reporting  on  the  Johnson  and 
Johnson  data,  states  that  approximately  5 per  cent 
of  the  heterografts  in  which  they  have  received  fol- 
low-up reports  have  shown  aneurysmal  degenera- 
tion. 


Resuscitation  by  bystanders 
saves  many  heart  attack  victims 

Don’t  hesitate  to  begin  immediate  resuscitation  mea- 
sures when  someone  nearby  suffers  a heart  attack.  You 
can  save  a life. 

An  editorial  in  the  February  28  Journal  of  the  American 
Medical  Association  cites  reports  to  show  that  many  heart 
attack  victims  have  been  saved  from  death  through  prompt 
resuscitation  by  a nonmedical  person  at  the  time  of  the 
attack. 

In  one  study  of  631  patients  admitted  to  the  hospital 
after  cardiac  arrest,  36  percent  of  those  who  had  been  given 
resuscitation  by  laymen  at  the  scene  survived,  while  only 
8 percent  of  those  left  to  wait  for  the  ambulance  crew  lived 
through  the  attack.  The  longer  the  delay  in  initiating  re- 
suscitation, the  greater  the  death  toll. 


It  should  be  emphasized  that  aneurysm  occurring 
in  bovine  grafts  must  be  considered  a potential  haz- 
ard and  may  assume  increasing  importance  as  longer 
follow-up  with  these  arterial  substitutions  is  real- 
ized. 

Summary 

Aneurysmal  degeneration  of  bovine  heterograft 
occurring  in  a femoropopliteal  bypass  is  reported. 
This  is  the  first  aneurysmal  degeneration  noted  in  a 
series  of  31  bovine  heterografts  implanted  in  the 
femoropopliteal  position  during  the  last  four  years. 
This  complication,  which  apparently  occurs  in  ap- 
proximately 5 per  cent  of  such  heterografts,  casts 
some  doubt  as  to  the  long-term  value  of  such  arterial 
conduits. 
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For  those  bystanders  who  hold  off  from  giving  aid 
through  fear  of  becoming  involved  in  litigation,  the  edito- 
rial cites  research  of  legal,  medical,  and  lay  literature  which 
found  not  a single  case  of  a layman  being  held  liable  for 
attempting  to  help. 

For  those  who  fear  they  aren’t  sufficiently  skillful  or 
trained  in  resuscitation  techniques,  the  editorial  urges 
them  to  go  ahead  and  do  the  best  they  can. 

“Clearly,  the  timing  of  resuscitation  (beginning  imme- 
diately) rather  than  the  credentials  of  those  who  perform 
it  is  crucial  to  its  success.  The  lay  bystander  need  have  no 
hesitation  in  rescuing  a victim  of  cardiopulmonary  collapse. 
Nor  need  the  physician  hesitate  to  train  and  instruct  as 
many  lay  persons  as  possible  in  resuscitative  proce- 
dures.” 

The  editorial  is  by  Samuel  Vaisrub,  M.D.,  a JAMA  senior 
editor. 
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Many  causes  have  been  described  for  compres- 
sion of  the  median  nerve  in  the  carpal  tunnel.  As- 
sociated hematologic  conditions  were  found  in  ap- 
proximately 1.7  per  cent  of  cases  in  one  series: 
multiple  myeloma,  lymphoma,  polycythemia  vera, 
chronic  lymphocytic  leukemia,  idiopathic  throm- 
bocytopenic purpura,  pernicious  anemia,  lupus  er- 
ythematosus, and  anticoagulant  therapy. 1 We  found 
no  documentation  in  the  literature  of  associated 
hemophilia.2-9  We  describe  here  a hemophilic  type 
A patient  developing  carpal  tunnel  syndrome, 
probably  related  to  spontaneous  bleeding  in  the  re- 
gion of  the  tunnel. 

Case  report 

A 15-year-old  white  student,  with  no  family  history 
of  hemophilia,  was  first  diagnosed  as  having  had 
hemophilia  A (antihemophilic  globulin— AHG  or 
factor  VIII  deficiency)  at  the  age  of  six  months.  The 
factor  VIII  level  was  less  than  1 per  cent  of  normal, 
and  there  was  no  circulating  antibody  against  factor 
VIII. 

Bleeding  episodes  occurred  about  30  to  40  times 
a year  and  were  treated  at  the  Hemophilia  Center  of 
Western  New  York  with  cryoprecipitate  or  factor 
VIII  concentrate.  He  had  been  on  a home  transfu- 
sion program  in  the  previous  year. 

He  had  had  episodes  of  bleeding  into  the  knee, 
ankle,  elbow,  shoulder,  and  hip  joints,  and  into  the 
thigh,  buttock,  forearm,  arm,  and  trunk  muscles.  In 


1972,  fracture  of  the  right  femur  had  required  ma- 
nipulation and  the  application  of  a long  cast.  He  had 
moderately  severe  hemophilic  arthropathy  of  the 
right  knee  joint  and  valgus  deformity  of  the  proximal 
femur. 

On  October  27,  1973,  he  had  awakened  with  pain 
in  the  left  wrist  and  swelling  of  its  volar  surface;  he 
was  unaware  of  having  injured  the  joint.  The  pain 
and  swelling  progressed,  and  about  12  hours  later  he 
developed  weakness  in  the  left  hand  and  numbness 
in  the  left  thumb,  the  index,  and  the  middle  and 
lateral  half  of  the  ring  finger.  He  was  treated  with 
cryoprecipitate,  analgesics,  and  splint  immobilization 
of  the  affected  wrist.  The  severe  pain  quickly  sub- 
sided, and  in  about  two  weeks  the  swelling  had  gone, 
but  the  weakness  and  numbness  persisted.  He  de- 
scribed tingling  and  burning  over  the  affected  fingers 
and  an  unpleasant  feeling  when  they  were  touched. 
The  motor  and  sensory  findings  were  consistent  with 
a lesion  of  the  median  nerve  in  the  carpal  tunnel. 

Clinical  neurophysiologic  tests,  done  on  November 
19,  1973,  at  a room  temperature  of  70°F.,  revealed 
normal  motor  conduction  velocities  of  the  bilateral 
median  and  ulnar  nerves  for  his  age,  except  that  the 
distal  motor  latency  in  the  left  median  nerve  was 
slightly  prolonged,  3.75  msec.,  as  compared  with  that 
on  the  right,  3 msec.  Sensory-wise,  on  the  other 
hand,  the  distal  antidromic  conduction  velocity  of  the 
left  median  nerve  was  moderately  reduced,  43  m.  per 
second,  as  compared  with  the  right  median  nerve,  60 
m.  per  second.  There  was  evidence  for  neurogenic 
involvement  of  the  left  opponens  pollicis  muscle. 

These  findings  were  thought  to  be  consistent  with 
a mild  left  carpal  tunnel  syndrome,  with  involvement 
of  mainly  sensory  fibers. 

Exercise  for  the  weak  fingers,  using  a sponge  and 
rubber  ball,  were  begun  on  January  1,  1974.  There 
was  gradual  improvement  of  muscle  power;  sensory 
impairment  persisted  unchanged. 

On  February  25, 1974,  reexamination  revealed,  in 
the  median  nerve  territory  of  the  left  hand,  a sweat- 
ing defect,  slight  increase  in  temperature,  and  im- 
pairment of  light  touch,  pain,  and  temperature  ap- 
preciation; there  was  also  moderate  atrophy  of  the 
left  thenar  eminence  and  weakness  of  its  median 
innervated  muscles.  Repeat  electromyographic 
(EMG)  and  nerve-conduction  studies  showed  the 
motor  conduction  velocities  of  the  median  and  ulnar 
nerves  above  the  wrist  to  be  normal  for  his  age  on 
both  sides.  On  the  other  hand,  the  distal  motor  la- 
tency of  the  left  median  nerve  was  moderately  to 
markedly  delayed,  10  msec,  as  compared  with  a 
normal  of  up  to  4.75  msec.  Antidromic  sensory 
conduct  ion  velocity  measurements  of  the  left  median 
nerve  were  technically  unsatisfactory.  Muscle  tests 
with  disk  electrodes  showed  evidence  of  severe  neu- 
rogenic involvement  of  the  left  opponens  pollicis 
muscle.  These  findings  were  consistent  with  mod- 
erately severe  carpal  tunnel  syndrome  on  the  left. 
Thus,  in  spite  of  an  overall  clinical  improvement, 
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electromyography  showed  deterioration  as  compared 
with  the  findings  of  three  months  previously.  Con- 
servative treatment  in  the  form  of  muscle  exercises 
was  continued. 

Eight  months  later,  October  25,  1974,  the  tingling 
had  disappeared,  and  reexamination  showed  no  ev- 
idence of  hyperesthesia  or  of  muscle  weakness  or 
wasting.  Skin  temperatures  were  within  normal 
limits.  Electromyographic  and  nerve  conduction 
studies  on  the  left  median  and  left  ulnar  nerves  gave 
normal  findings.  The  distal  motor  latency  of  the  left 
median  nerve  was  now  within  normal  range,  3 msec., 
as  was  the  distal  antidromic  sensory  conduction  ve- 
locity, 67  m.  per  second.  The  left  opponens  pollicis 
muscle  revealed  slight  evidence  of  neurogenic  in- 
volvement. 

In  brief,  there  had  been  considerable  improve- 
ment, and  there  was  now  no  definite  evidence  for  left 
median  nerve  entrapment  at  the  wrist. 

Comment 

Carpal  tunnel  syndrome  is  uncommon  at  the  age 
of  15.  Our  patient  had  had  hemophilic  bleeding, 
spontaneous  or  associated  with  minor  trauma,  as 
often  as  30  to  40  times  per  year  over  the  past  four  or 
five  years.  His  carpal  tunnel  syndrome  appears  to 
have  been  the  result  of  spontaneous  bleeding  at  the 
left  wrist. 

In  progressive  carpal  tunnel  syndrome,  the  usual 
treatment  of  choice  is  decompression  of  the  nerve  by 
surgical  section  of  the  transverse  carpal  ligament. 
Other  approaches  may  be  more  appropriate:  treat- 
ment of  the  underlying  systemic  disease,  immobili- 
zation of  the  wrist  with  a posterior  splint  of  the 
forearm  and  hand,  or  injection  of  corticosteroids  into 
the  carpal  tunnel. 

Our  patient  was  treated  conservatively  with  splint 
and  cryoprecipitate,  followed  by  muscle  exercises. 
The  swelling  at  the  wrist  subsided,  and  clinical  im- 


Multiple drug  use  common 
among  high  school  pupils 

High  school  pupils  who  use  mind-altering  drugs  are  very 
likely  using  several  different  drugs  at  the  same  time,  a 
survey  of  more  than  1,000  youngsters  in  the  New  Haven, 
Conn.,  area  indicated. 

And  a definite  pattern  of  “stepping  stone”  up  the  ladder 
to  more  dangerous  drugs  was  established  by  the  survey 
conducted  in  1972-73.  The  report  is  published  in  the 
February  issue  of  Archives  of  General  Psychiatry,  a sci- 
entific publication  of  the  American  Medical  Association. 

The  order  of  progression  begins  with  alcohol,  and  moves 
up,  in  order,  to  marijuana,  hashish,  barbiturates,  am- 
phetamines, LSD,  mescaline,  cocaine,  and  heroin,  says 
Leroy  C.  Gould,  Ph.D..  and  colleages,  of  Yale  University. 


provement  occurred.  The  atrophy  of  the  thenar 
eminence  was  probably  the  result  of  both  compres- 
sion of  the  median  nerve  and  disuse;  it  cleared  in 
time. 

Because  of  the  underlying  coagulation  disorder 
and  the  steady  improvement  with  conservative 
measures,  surgical  treatment  was  not  attempted. 

Summary 

A case  of  carpal  tunnel  syndrome  in  a 15-year-old 
boy  with  severe,  classic  hemophilia  type  A is  de- 
scribed. We  believe  that  in  this  case  the  carpal 
tunnel  syndrome  was  the  result  of  bleeding  at  the 
wrist.  Conservative  measures  were  adopted  and  the 
symptoms  cleared  over  the  course  of  several 
months. 

Acknowledgment.  The  authors  are  indebted  to  B.  H.  Smith, 
M.D.,  Professor  of  Neurology,  for  reviewing  the  manuscript  and 
for  his  helpful  suggestions. 
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Three  fourths  of  the  students  used  alcohol  outside  the 
home  with  friends.  Over  half  had  at  least  tried  marijuana 
(one  third  reported  they  were  currently  using  it).  One 
third  of  the  pupils  tried  hashish,  with  18  percent  currently 
using  it. 

Some  18  percent  had  used  barbiturates;  18  percent  had 
used  amphetamines;  12  percent  had  tried  LSD;  10  percent 
had  used  mescaline;  9 percent  had  sniffed  glue;  6 percent 
had  used  cocaine,  and  2 percent  had  used  heroin,  Dr.  Gould 
said. 

Multiple-drug  use  was  prevalent.  Fifty-eight  percent 
of  the  students  reported  that  they  had  used  more  than  one 
drug,  and  44  percent  said  they  had  used  three  drugs  or 
more.  And  43  percent  of  the  study  population  reported 
that  they  were  still  multiple  drug  users  at  the  time  of  the 
survey,  conducted  in  the  1972-73  school  year. 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodilator 


(POSTERIOR  VIEW  OF  PANCREAS) 


no  interference  in  the  management  of  the  diabetic  patient  has  been  reported  with 


VASODILAN 

( ISOXSUFRINE  HCI) 

the  compatible  vasodilator  TABLETS,  20  mg. 


'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences- 
National  Research  Council  and/or  other  information,  the  FDA  has  classified  the  indi- 
cations as  follows; 

Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  thromboangiitis 
obliterans  (Buerger's  Disease)  and  Raynaud's  disease 
Final  classification  of  the  less  than-effective  indications  requires  further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml 


Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily. 
Intramuscular:  5 to  10  mg.(l  or  2 ml.)  two  or  three  times  daily.  Intramuscular  adminis- 
tration may  be  used  initially  in  severe  or  acute  conditions. 

Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral  use 
when  administered  in  recommended  doses.  Should  not  be  given  immediately  postpartum 
or  in  the  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood  of  side 
effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has  been  asso- 
ciated in  time  with  the  occurrence  of  hypotension,  tachycardia,  nausea,  vomiting, 
dizziness,  abdominal  distress,  and  severe  rash.  If  rash  appears  the  drug  should  be 
discontinued 


Although  available  evidence  suggests  a temporal  association  of  these  reactions  with 
isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypotension  and 
tachycardia  These  symptoms  are  more  pronounced  in  higher  doses  For  these  reasons 
single  intramuscular  doses  exceeding  10  mg  are  not  recommended  Repeated  adminis- 
tration of  5 to  10  mg  intramuscularly  at  suitable  intervals  may  be  employed 
Supplied:  Tablets,  10  mg.,  bottles  of  100.  1000.  5000  and  Unit  Dose,  Tablets.  20  mg., 
bottles  of  100,  500,  1000,  5000  and  Unit  Dose,  Injection,  10  mg  per  2 ml  ampul,  box  of 
SIX  2 ml  ampuls  _ _ , , I . U S Pat  No  3.056,836 
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Gastrointestinal  bleeding  complicating  pancrea- 
titis is  a common  occurrence  and  may  be  present  in 
as  many  as  20  per  cent  of  cases.1  The  degree  of 
bleeding  is  variable,  and  the  underlying  cause  for  the 
hemorrhage  includes  hemorrhagic  gastritis,  esoph- 
ageal varices,  and  peptic  ulceration  of  the  stomach 
and  duodenum.2  5 Gastrointestinal  bleeding  asso- 
ciated with  a pancreatic  pseudocyst  can  occur  in  10 
per  cent  of  cases.2  *’  When  hemorrhage  occurs  be- 
cause of  an  erosion  into  a blood  vessel  involved  in  the 
pseudocyst,  surgery  is  indicated  since  the  hemor- 
rhages are  often  severe  and  may  even  be  fatal.6-' 

This  is  a report  of  a case  with  severe  hemorrhage 
from  a pancreatic  pseudocyst  which  ruptured  into 
the  duct  of  Wirsung  with  bleeding  into  the  gas- 
trointestinal tract.  Preoperative  arteriographic 
examination,  an  important  diagnostic  modality,  may 
delineate  the  site  of  a hemorrhage.  When  it  does, 
urgent  surgery  can  be  more  precisely  executed. 

Case  report 

A 48-year-old  black  man  was  transferred  from 
another  hospital  to  the  State  University  Hospital, 
Downstate  Medical  Center,  on  December  4,  1973,  for 
evaluation  and  treatment  of  a suspected  pseudocyst 
of  the  pancreas.  The  patient  had  been  admitted  10 
days  earlier  because  of  severe  epigastric  pain,  weak- 
ness, and  melena.  He  was  treated  conservatively 
with  Sippy  diet,  antacids,  16  units  of  blood,  and  in- 


FIGURE  1.  Large  pseudocyst  of  pancreas  compressing 
stomach,  widening  duodenal  loop,  and  depressing  duode- 
nojejunal flexure. 

travenous  fluids.  There  were  two  prior  hospitali- 
zations, in  1969  and  in  1971,  for  episodes  of  pan- 
creatitis. The  patient  reported  drinking  approxi- 
mately one  quart  of  whiskey  per  week  for  the  past 
five  years. 

Examination  revealed  a well-developed,  well- 
nourished  black  man  in  no  acute  distress.  Tem- 
perature was  100.4°F.,  pulse  98,  respirations  28,  and 
blood  pressure  100/60.  There  were  minimal  basilar 
crepitant  rales  present  bilaterally  and  a smooth  liver 
edge  4 cm.  below  the  right  costal  margin.  No  ab- 
dominal tenderness  or  rigidity  could  be  elicited,  and 
no  mass  was  palpable.  Bowel  sounds  were  nor- 
moactive.  The  patient  was  not  jaundiced. 

Laboratory  results  indicated  a hemoglobin  of  9.4 
Gm.  per  100  ml.,  hematocrit  of  26,  and  a white 
blood-cell  count  of  4,000.  Prothrombin  time  was 
16.6  seconds,  with  a control  of  11.7  seconds.  Serum 
amylase  on  admission  was  89  Somogyi  units  per  100 
ml.  Urinalysis  revealed  a pH  of  8.5,  many  white 
blood  cells,  and  bacteria.  Culture  grew  out  a sig- 
nificant number  of  colonies  of  Proteus  mirabilis 
which  was  effectively  treated  with  sodium  cephalo- 
thin  (Keflin).  A 12-hour  gastric  analysis  produced 
210  cc.  of  fluid  with  a free  acidity  of  53  mEq.  per  liter 
and  a total  acidity  of  73  mEq.  per  liter. 

Upper  gastrointestinal  series  suggested  the  pres- 
ence of  a mass  displacing  the  stomach  superiorly  and 
medially.  The  duodenal  loop  was  widened,  and  the 
duodenojejunal  junction  was  widely  separated  from 
the  stomach  (Fig.  1).  Arteriographic  examination 
w'as  performed  with  selective  catheterization  of  the 
superior  mesenteric  artery,  the  inferior  mesenteric 
artery,  the  gastroduodenal,  and  also  the  pancreatic 
arteries.  During  injections  of  both  the  dorsal  pan- 
creatic and  inferior  mesenteric  arteries,  there  was 
extravasation  of  contrast  material  into  a rounded 


July  1977/New  York  State  Journal  of  Medicine  1317 


FIGURE  2.  (A)  Selective  arteriogram  of  inferior  mesenteric  artery.  Note  ectopic  kidney  just  below  normally  positioned  right 

kidney,  also  unusual  anomalous  connection  between  inferior  mesenteric  artery  and  dorsal  pancreatic  artery  (black  arrowhead). 
Large  collection  of  extravasated  contrast  material  seen  in  region  of  pancreas  (white  arrowheads).  (B)  Photographic  enlargement 
of  another  film  taken  during  same  injection.  Contrast  material  again  seen  extravasating  into  localized  area  in  pancreas  (white 
arrowheads).  Flow  passes  from  inferior  mesenteric  artery  through  dorsal  pancreatic  (black  arrowhead)  to  splenic  artery. 


cavity  slightly  to  the  left  of  the  midline  in  the  region 
of  the  body  of  the  pancreas  (Fig.  2).  The  patient  was 
treated  with  a selective  infusion  of  epinephrine  for 
three  hours  through  the  catheter  to  control  the 
bleeding;  it  did  so  for  four  days. 

On  the  morning  of  the  fifth  day,  the  patient  de- 
veloped severe  abdominal  pain,  a distended  and 
tender  abdomen,  and  hematemesis.  A small  amount 
of  bright  red  blood  was  aspirated  from  the  nasogas- 
tric tube,  and  the  serum  amylase  at  that  time  was 
1.800  Somogyi  units  per  100  ml.  The  bright  red 
bleeding  was  not  enough  to  explain  his  abdominal 
pain  and  shock.  The  patient  was  taken  to  the  op- 
erating room  for  exploration.  At  surgery  a pancre- 
atic pseudocyst  filled  with  blood-stained  fluid,  to- 
gether with  a large  hematoma,  was  found  adherent 
to  the  posterior  wall  of  the  stomach.  This  content 
drained  into  the  main  pancreatic  duct  that  admitted 
a large  probe  and  catheter  into  the  duodenum.  Sa- 
line in  jected  into  the  duct,  after  ligating  the  bleeding 
vessel  that  had  been  demonstrated  arteriographi- 
eallv,  readily  filled  the  duodenum  and  small  intes- 
tine, with  some  mild  reflux  into  the  stomach.  A 
small  gastric  ulcer  was  found  in  the  fundus  of  the 
stomach,  which  was  oversewn  but  was  not  believed 
to  be  the  cause  of  the  massive  hemorrhage.  A cyst 
gastrostomy  was  performed  to  drain  the  pseudocyst 
internally. 

The  patient’s  postoperative  course  was  uncom- 


plicated. A repeat  upper  gastrointestinal  series 
showed  barium  communicating  with  the  pseudocyst 
from  the  stomach.  There  was  no  recurrence  of 
bleeding,  and  the  patient  was  discharged  on  the  tenth 
postoperative  day  and  has  been  well  for  more  than 
a year. 

Comment 

Once  a pseudocyst  of  the  pancreas  develops,  the 
complications  are  frequent  and  include  infection, 
fistulization  into  the  bowel,  and  rupture  of  the  cyst 
into  the  peritoneal  cavity,  as  well  as  hemorrhage  into 
the  cyst  itself.8  1 ' No  reports  have  documented 
bleeding  into  the  main  pancreatic  duct.  A pseudo- 
cvst.  such  as  that  demonstrated  here,  should  there- 
fore be  drained  to  avoid  these  sequelae,  especially 
since  cysts  generally  fail  to  respond  to  conservative 
medical  management. - 

Hemorrhage  into  a pseudocyst  is  rare  and  found 
to  be  fatal  in  56  per  cent  of  such  instances.1 1 The 
most  common  finding  is  diffuse  bleeding  from  the 
wall  of  the  pseudocyst  with  no  individual  blood  ves- 
sels identifiable. 

In  this  case,  the  diagnosis  of  bleeding  into  a pseu- 
docyst was  made  prior  to  surgery  by  arteriographic 
findings,  and  the  site  of  bleeding  was  accurately 
identified.  Blood  entered  the  gastrointestinal  tract 
via  the  duct  of  Wirsung.  This  was  not  demonstrated 
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arteriographically  because  of  massive  clots  in  the  cyst 
and  its  large  si/e.  Arteriographic  demonstration  of 
bleeding  into  the  pancreatic  pseudocvst  is  rare,  but 
it  has  been  reported  previously  by  Kadell  and  Kilev. 1 J 
However,  their  patients  had  palpable  masses  and 
were  found  to  have  had  localized  collections  of  ex- 
travasated  contrast  material  at  angiographic  exam- 
ination, which  were  identical  to  that  seen  in  our  case. 
In  a patient  with  pancreatitis  who  develops  an  ab- 
dominal mass  and  gastrointestinal  bleeding,  hem- 
orrhage into  a pancreatic  pseudocyst  must  he 
strongly  suspected. 

An  attempt  to  control  the  bleeding  with  selective 
infusion  of  epinephrine  should  be  done  while  the 
patient  is  being  prepared  for  immediate  surgery. 
Hopefully,  early  definitive  diagnosis  and  treatment 
in  this  manner  can  lessen  the  grave  mortality  rate  so 
far  reported. 

Summary 

A case  of  hemorrhage  into  a pancreatic  pseudocyst 
documented  by  arteriograms  and  successfully  treated 
by  surgery  is  presented.  Blood  entered  the  gas- 
trointestinal tract  bv  way  of  the  duct  of  Wirsung. 
The  case  demonstrates  the  value  of  immediate  sur- 
gery for  a successful  outcome. 


New  treatment  effective 
against  Hodgkin  disease 

A new  four-drug  combination  treatment  for  advanced 
Hodgkin  disease  has  proved  effective  against  some  cases 
of  this  serious  illness  that  had  previously  defied  other  drug 
treatments,  says  a report  in  the  January  3 Journal  of  the 
American  Medical  Association. 

Hodgkin  disease  affects  the  lymph  nodes  in  the  neck. 
Untreated,  it  spreads  and  brings  fatal  results.  In  recent 
years  treatment  of  those  with  advanced  stages  of  the  dis- 
ease has  improved  remarkably  with  the  introduction  of 
combination  drug  therapy.  Some  60  percent  of  patients 
have  been  achieving  long  remissions. 

But  a sizeable  group  remains  that  does  not  respond  to 
the  therapy.  Vincent  Vinciguerra,  M.D.,  Cornell  Uni- 
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versify  Medical  College,  New  York  City,  and  colleagues 
report  on  experiments  with  a new  combination  of  drugs 
that  offer  promise  for  those  who  resist  conventional  ther- 
apy. 

The  new  combination  is  known  as  BVDS,  for  the  first 
letter  of  the  name  of  each  drug  used.  The  older  treatment 
is  known  as  MOPP. 

Ten  patients  who  had  failed  to  respond  to  MOPP 
treatment  were  treated  with  BVDS  combination.  Five 
responded  favorably,  with  three  complete  remissions. 

“This  suggests  that  BVDS  is  an  effective  alternative 
regimen  to  MOPP,  and  may  be  of  benefit  not  only  to  pa- 
tients resistant  to  MOPP,  but  also  to  newly-diagnosed 
patients  with  advanced  Hodgkin  disease  when  combined 
with  MOPP,”  Dr.  Vinciguerra  reports. 
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Babesiosis  on  Shelter  Island 


EDGAR  GRUNWALDT,  M.D. 

Shelter  Island,  New  York 

Staff,  Eastern  Long  Island  Hospital,  Greenport 


The  purpose  of  this  report  is  to  alert  physicians 
to  the  occurrence  of  the  little-known  infectious  dis^ 
ease,  babesiosis,  on  the  eastern  end  of  Long  Island 
since  it  may  be  prevalent  in  surrounding  areas. 

Babesiosis  is  a disease  caused  by  several  species  of 
the  genus  Babesia,  a malaria-like  organism,  trans- 
mitted by  ticks  and  commonly  infecting  cattle,  dogs, 
and  rodents.  It  was  believed  human  beings  were  not 
susceptible  unless  splenectomized,  until  several 
nonsplenectomized  patients  with  the  disease  were 
diagnosed  on  Nantucket  Island.1^3 

Case  Reports 

Case  1.  On  July  18, 1975,  this  59-year-old  white 
male  consulted  his  family  physician  for  an  insect  bite 
above  the  left  ankle.  There  was  moderate  swelling, 
redness,  and  pain,  and  his  temperature  was  100. 4°F. 
Warm  wet  dressings  and  ampicillin  500  mg.  twice  a 
day  were  prescribed.  On  July  24, 1975,  he  returned 
to  the  physician’s  office  complaining  of  generalized 
aches  and  pains;  his  temperature  was  again  100.4°F. 
The  physician  found  nothing  abnormal  on  physical 
examination;  the  bite  area  was  improved,  and  he  was 
instructed  to  continue  on  ampicillin.  Two  days  later 
he  complained  of  low  back  pain  and  frequency  and 
urgency  of  micturition.  Sulfisoxazole  (Gantrisin) 
was  prescribed.  On  July  27,  1975,  he  had  severe 
chills  and  left-flank  pain.  In  his  physician’s  absence 
I saw  him  for  the  first  time.  His  temperature  was 
104°  F.  and  physical  examination  and  urinalysis 
findings  were  normal.  I advised  hospitalization  for 
f urther  studies,  and  the  patient  went  to  a hospital  in 
Nassau  county  where  a physician  relative  practices. 
On  admission  July  28,  he  had  abdominal  tenderness, 
slightly  enlarged  liver,  hut  no  splenomegaly.  His 
laboratory  tests  showed  hemoglobin  11.8,  hematocrit 
34,  white  blood  cell  count  6,000,  neutrophils  81, 
lymphocytes  1 1,  monocytes  5,  atypical  lymphocytes 
2,  other  1,  platelets  normal,  serum  glutamic  oxalo- 
acetic transaminase  72,  lactic  dehydrogenase  476,  and 
total  bilirubin  1 .9  mg.  per  100  ml.  He  was  started  on 
tetracycline  for  possible  Rocky  Mountain  spotted 
fever  which  was  discontinued  on  the  following  day 
when  the  results  of  the  blood  smears  became  avail- 


able. Thick  and  thin  blood  smears  taken  July  28  and 
29,  1975,  were  interpreted  by  the  pathologist  as 
showing  “ringed  trophozoites  of  malaria;  the  mor- 
phology suggests  Plasmodium  uiuax.”  The  patient 
was  started  on  chloroquine  0.5  Gm.  and  primaquine 
13  mg.  twice  daily.  After  August  1, 1975,  he  was  af- 
ebrile. The  primaquine  was  reduced  to  once  daily 
on  August  8,  1975.  All  medications  were  stopped 
after  two  weeks.  On  August  5 his  hemoglobin  was 
9.3,  hematocrit  26,  white  blood  cells  5,700,  neutro- 
phils 66,  lymphocytes  16,  eosinophils  1,  monocytes 
15,  atypical  lymphocytes  2,  lactic  dehydrogenase  501, 
and  total  bilirubin  1 mg.  per  100  ml.;  cholesterol,  al- 
bumin, calcium,  and  phosphorus  were  all  slightly 
depressed  throughout  the  hospital  stay.  The  patient 
was  discharged  on  August  12,  1975,  feeling  weak  but 
otherwise  asymptomatic.  Blood  smears,  serum,  and 
whole  blood  were  sent  to  the  Communicable  Disease 
Center.  Their  impression  was  that  the  organisms 
were  not  typical  of  Babesia  microti,  the  rodent 
species  which  has  been  implicated  in  the  Nantucket 
Island  cases,  but  rather  resembled  Babesia  canis. 
By  immunofluorescence  the  titer  against  Babesia 
microti  antigen  was  1:256  and  negative  to  malaria 
antigens.  As  of  August,  1976,  this  patient  has  re- 
mained well. 

Case  2.  This  54-year-old  woman  was  first  seen 
at  home  on  July  6,  1976,  after  having  fainted.  She 
gave  a five-day  history  of  fever,  malaise,  and  gener- 
alized aching.  Physical  examination  showed  no 
abnormalities  and  I felt  she  had  a viral  infection  and 
recommended  bed  rest.  She  came  to  my  office  on 
July  14,  1976,  with  persistence  of  chills,  fever,  and 
weakness.  She  looked  pale  and  the  spleen  was  pal- 
pable. Her  hematocrit  was  26.  On  admission  to  the 
hospital,  laboratory  study  results  were  as  follows 
hemoglobin  8.5  Gm.,  hematocrit  26,  red  blood  cells 
2,600,000,  white  blood  cells  2,500,  neutrophils  49, 
nonsegmented  neutrophils  6,  lymphocytes  4,  mono- 
cytes 4,  basophils  1,  serum  glutamic  oxaloacetic 
transaminase  33,  lactic  dehydrogenase  308,  total 
bilirubin  0.8  mg.  per  100  ml.,  total  protein  6 Gm.  per 
100  ml.,  and  albumin  2.7  Gm.  Protein  electropho- 
resis showed  a modest  increase  in  gamma  globulin 
Bone-marrow  examination  showed  erythroid  hy- 
perplasia. Her  temperature,  which  on  the  day  of 
admission  had  gone  up  to  104° F.  reached  106.4° F.  on 
the  following  day,  at  which  time  I requested  thick  and 
thin  smears  be  examined  for  intracellular  organisms. 
These  were  interpreted  as  showing  malaria  like  or- 
ganisms. The  patient  was  given  an  initial  dose  of  1.5 
Gm.  of  chloroquine  followed  by  0.5  Gm.  daily.  Over 
a period  of  one  week  her  fever  subsided  and  she 
started  feeling  better.  On  July  22,  1976,  laboratory 
test  results  were  as  follows:  hemoglobin  6.3  Gm., 
hematocrit  19,  reticulocytes  1.3  percent,  white  blood 
count  3,028,  neutrophils  53  percent,  nonsegmented 
5 percent,  lymphocytes  38  percent,  monocytes  4 
percent,  total  bilirubin  0.9  mg.  per  100  ml.,  serum 
glutamic  oxaloacetic  transaminase  37,  and  lactic 
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dehydrogenase  478.  She  was  given  2 units  of  packed 
cells  and  discharged.  She  was  kept  on  daily  chloro- 
quine  for  one  month  and  twice  weekly  for  another 
month,  and  has  had  no  relapses.  Blood  samples  sent 
to  the  Communicable  Disease  Center  were  reported 
as  showing  Babesia  species,  probably  microti  or- 
ganisms; her  antibody  titer  was  1:1, 024, a titer  of  1:256 
being  considered  positive. 

Case  3.  This  64-year-old  man  came  to  his  physi- 
cian on  August  6,  1974,  complaining  of  fever,  chills, 
and  lassitude  of  four  days’  duration.  During  the 
second  week  in  July  he  had  a tick  bite  followed  by 
fever,  chills,  and  headache.  He  had  a rash  on  his 
body  for  which  he  saw  a dermatologist  who  diagnosed 
angioedema  and  gave  him  an  injection  of  long-acting 
steroid.  The  rash  cleared  up  but  the  “flu”  returned. 
One  year  previously  he  had  had  a splenectomy  during 
surgery  for  hiatus  hernia.  Laboratory  tests  showed 
hemoglobin  8.8  Gm.,  hematocrit  27.5,  red  blood  count 
2,540,000,  reticulocytes  8.6  percent,  white  blood 
count  7,100,  neutrophils  36  percent,  nonsegmented 
6 percent,  lymphocytes  34  percent,  basophils  2 per- 
cent, monocytes  22  percent,  and  lactic  dehydrogenase 
1,450.  He  was  admitted  to  Eastern  Long  Island 
Hospital  for  work-up  of  his  anemia.  Physical  ex- 
amination revealed  no  abnormalities,  his  tempera- 
ture was  104°  F.,  hematocrit  28,  hemoglobin  8.8  Gm., 
white  count  5,900  with  39  percent  neutrophils,  1 
percent  nonsegmented,  44  percent  lymphocytes,  2 
percent  eosinophils,  and  14  percent  monocytes.  The 
serum  glutamic  oxaloacetic  transaminase  was  18, 
lactic  dehydrogenase  850,  lupus  erythematosus  cell 
preparation  results  negative,  and  antinuclear  anti- 
bodies positive  1:40.  Serum  electrophoresis  showed 
elevated  gamma  globulin  with  beta  gamma  bridging 
compatible  with  cirrhosis  and/or  hepatitis.  Total 
protein  was  5.5  Gm.  with  albumin  2.8  Gm.,  and  cal- 
cium 8 mg.  Repeat  lactic  dehydrogenase  was  380. 
Test  results  showed  direct  and  indirect  Coombs’ 
negative,  warm  agglutinins  negative,  and  cold 
agglutinins  positive  1:128.  The  patient  was  dis- 
charged on  August  16, 1974,  and  readmitted  on  Au- 
gust 26, 1974,  for  liver  biopsy.  His  temperature  was 
102°  F.,  and  he  complained  of  lassitude  and  sweats. 
Laboratory  examinations  showed  hematocrit  32.5, 
hemoglobin  9.9,  reticulocytes  5 percent,  white  blood 
count  6,700,  neutrophils  32  percent,  nonsegmented 
1 percent,  lymphocytes  50  percent,  eosinophils  2 
percent,  and  monocytes  15  percent.  Bone-marrow 
examination  showed  normoblastic  erythroid  hyper- 
plasia. Haptoglobins  were  9 (normal  40-170),  anti- 
nuclear antibodies  positive  1:40,  cold  agglutinins 
positive  1:32,  calcium  7.8  mg.  per  100  ml.,  cholesterol 
80  mg.  per  100  ml.,  total  protein  6,  albumin  2.6,  bili- 
rubin 1.3,  and  lactic  dehydrogenase  405.  Liver  bi- 
opsy was  unsuccessful  for  technical  reasons. 

On  October  2, 1974,  he  was  seen  by  a hematologist 
in  New  York  City  who  found  anemia,  hemoglobin  9.6 


Gm.  per  100  ml.,  reticulocytosis,  erythroid  hyper- 
plasia of  the  bone  marrow  with  an  increase  in  plasma 
cells,  a diffuse  increase  in  immunoglobulin  M,  low 
haptoglobin,  and  low  complement.  A tentative  di- 
agnosis of  lupus  erythematosus  was  made  but  no 
treatment  recommended.  By  October  16, 1974,  his 
hematocrit  was  40,  hemoglobin  12.2  Gm.,  with  nor- 
mal white  count  and  differential.  He  has  had  no 
further  symptoms.  In  July,  1976,  his  former  physi- 
cian, having  read  an  article  on  babesiosis,  remem- 
bered this  particular  patient  and  asked  me  to  send 
his  serum  to  the  Communicable  Disease  Center 
which  reported  a Babesia  antibody  titer  of  1:4,096. 

This  patient  is  particularly  interesting  since  he 
illustrates  the  course  of  untreated  babesiosis  in  a 
splenectomized  subject.  Three  of  the  four  reported 
deaths  from  babesiosis  have  been  in  splenectomized 
subjects. 

Comment 

Babesiosis  is  characterized  by  generalized  aching, 
chills  and  fever,  splenomegaly,  the  presence  of  he- 
molytic anemia,  abnormal  liver  function  test  results, 
and  reversed  albumen-globulin  ratio  with  moderate 
increase  in  gamma  globulin.  The  organisms  are  2 to 
3 microns  in  diameter;  in  Giemsa-stained  blood  films 
they  appear  as  a small  blue  trophozoite  with  a com- 
pact mass  of  red  chromatin.  Free  ring-shaped  tro- 
phozoites are  occasionally  seen  outside  erythrocytes. 
The  organisms  are  easily  missed  on  routine  blood 
counts,  and  the  clinician  should  suspect  the  disease 
and  request  thin  and  thick  smears  be  specially  ex- 
amined. 

While  all  the  patients  treated  with  chloroquine 
have  recovered,  parasites  persist  in  the  blood  for 
quite  some  time  after  initiation  of  treatment.  In 
cattle,  a drug  not  available  for  human  use  except 
experimentally  (Pentamidine),  is  the  treatment  of 
choice.  The  effects  of  chloroquine  in  the  recovery 
of  human  beings  with  babesiosis  is  uncertain,  al- 
though there  seems  to  be  some  correlation  between 
the  initiation  of  treatment  and  the  subsidence  of 
fever  and  amelioration  of  symptoms.  Two  of  the 
patients  described  in  this  report  were  not  aware  of 
having  been  bitten  by  a tick.  The  possible  role  of 
other  vectors  is  presently  under  study  by  the  de- 
partment of  health. 

44  South  Ferry  Road 
Shelter  Island,  N.Y.  11964 
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Chorea  has  been  described  in  association  with 
hyperthyroidism,1-3  and  it  was  postulated  by  Kla- 
wans  and  Shenker4  that  it  is  due  to  increased  re- 
sponse to  striatal  dopamine  receptors  to  dopamine. 
This  is  the  first  reported  instance  of  Huntington’s 
chorea  associated  with  thyroid  dysfunction. 

Case  report 

A 56-year-old  white  male  patient  was  admitted  to 
the  Veterans  Administration  Hospital,  Northport, 
in  1969  with  a diagnosis  of  Huntington’s  chorea.  He 
had  been  in  good  health  until  1958  when  he  devel- 
oped choreiform  movements  of  the  extremities  and 
dysarthria.  Two  years  after  the  onset  of  these 
movements,  the  patient  developed  heat  intolerance, 
excessive  diaphoresis,  weight  loss,  and  episodes  of 
emotional  outbursts.  A radioiodine  uptake  done  at 
t hat  time  showed  an  uptake  of  86  per  cent  at  6 hours 
and  76  per  cent  at  24  hours.  He  was  treated  with 
methimazole  (Tapazole),  10  mg.  four  times  a day, 
and,  since  there  was  no  remission,  was  given  7 me.  of 
iodine-131  on  October  23,  1962,  and  10  me.  of  io- 
dine-31 on  -January  10,  1963.  With  treatment  of 
thyrotoxicosis  there  was  minimal  remission  of  chorea, 
but  progressive  mental  deterioration  was  noted. 
Seven  years  after  treatment,  the  patient  was  noted 
to  have  hypothyroidism  and,  since  that  time,  had 
been  maintained  on  thyroxine,  0.1  mg.  a day.  In- 
crease of  thyroxine  beyond  that  level  was  associated 
with  increased  choreiform  movements.  The  patient 
was  also  found  to  have  inactive  tuberculosis  of  the 
right  upper  lobe  and  was  treated  with  isoniazid  and 
pyridoxine  for  variable  periods  of  time;  he  also  re- 


ceived haloperidol  for  variable  lengths  of  time  for  his 
chorea. 

Neurologic  examinat  ion  revealed  the  patient  to  be 
awake,  but  with  a severe  organic  brain  syndrome. 
Choreiform  movements,  involving  the  facial  and 
cervical  musculature,  were  noted.  Occasional  cho- 
reiform movement  was  observed  in  the  upper  ex- 
tremities. A moderate  degree  of  rigidity  was  present 
in  both  the  upper  and  lower  extremities.  An  elec- 


FIGURE  1.  Views  of  pneumoencephalogram  demonstrating 
dilated  ventricular  system  with  especial  atrophy  in  area  of 
head  of  caudate  nucleus.  (A)  Anteroposterior.  (B)  Later- 
al. 
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AGE  AT  THE  TIME  OF  INVESTIGATION  IS  INDICATED  BY  FIGURE  UNDERNEATH  SYMBOL. 

FIGURE  2.  Occurrence  of  Huntington's  chorea  and  thyrotoxicosis  in  several  members  of  family  in  two  generations. 


troencephalogram  revealed  a mild,  generalized  slow 
dysrhythmia.  A brain  scan  (Tc99M  pertechnetate) 
disclosed  normal  Findings.  A pneumoencephalogram 
demonstrated  a dilated  ventricular  system  with  es- 
pecial atrophy  in  the  area  of  the  head  of  the  caudate 
nucleus  (Fig.  1). 

Family  history 

Both  paternal  and  maternal  grandparents  were 
from  Italy.  The  maternal  grandfather  died  at  age  84 
and  the  grandmother  at  age  69,  the  nature  of  the 
cause  of  death  unknown.  The  patient’s  father  died 
at  age  56  of  pneumonia.  The  patient’s  mother  had 
suffered  from  chorea  which  began  at  age  40;  she  died 
at  age  55  in  a state  psychiatric  hospital.  She  had  two 
sisters,  one  of  whom  suffered  from  thyrotoxicosis. 
The  patient  has  three  sisters,  one  of  whom  was  55 
years  old  and  had  chorea.  She  had  had  no  known 
thyroid  dysfunction  and  was  then  a patient  in  a 
psychiatric  hospital;  her  two  sons,  in  their  twenties, 
had  had  no  known  illnesses.  The  second  sister  was 
53  years  old,  suffering  from  chorea,  and  she  had  had 
thyrotoxicosis.  She  had  received  radioiodine 
treatment  followed  by  the  development  of  hy- 
pothyroidism and  was  then  on  thyroxine-replace- 
ment therapy.  Her  two  daughters  were  both  well. 
The  third  sister  was  48  years  old  at  the  time  and  had 
chorea.  She  was  also  treated  for  thyrotoxicosis  and 
was  then  on  thyroxine  therapy.  She  had  two  sons, 


27  and  24,  who  were  then  healthy.  The  patient’s 
26-year-old  son,  a 3-year-old  grandson,  and  a 24- 
year-old  daughter  were  all  well  at  the  time.  Figure 
2 illustrates  the  family’s  history. 

Comment 

The  transmission  of  Huntington’s  chorea  and 
thyrotoxicosis  both  appear  to  be  on  an  autosomal 
dominant  basis  in  the  present  family.  The  occur- 
rence of  chorea  and  thyrotoxicosis  independently  and 
together  in  several  members  of  this  family  over  two 
generations  suggests  that  they  may  be  related  to  two 
distinct  genes  or  to  the  same  gene  with  differential 
penetrance  and  expression.  Since  both  Huntington’s 
chorea  and  thyrotoxicosis  appear  independently  in 
families,  the  occurrence  of  both  diseases  in  the  same 
family  may  be  related  to  chance.  On  the  other  hand, 
chorea  in  thyrotoxicosis  was  previously  reported  to 
be  due  to  increased  sensitivity  of  striatum  to  dop- 
amine.2 Huntington’s  chorea  may  be  precipitated 
by  dopamine  in  genetically  predisposed  individuals.5 
These  facts  suggest  that  in  this  family,  the  increased 
sensitivity  conferred  by  thyroid  dysfunction  to  en- 
dogenous dopamine  might  have  brought  to  ex- 
pression the  existing  Huntington’s  chorea.  Tyrosine 
is  the  precursor  of  both  thyroxine  and  dopamine,  and 
tyrosine  levels  are  known  to  be  high  in  thyrotoxi- 
cosis.6 The  increase  of  tyrosine  levels  might  have 
contributed  to  probable  increased  dopamine  syn- 
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thesis.  These  observations  are  in  accord  with  the 
previously  postulated  role  of  dopamine  and  striatal 
dopamine  receptors.7 

Summary 

A family  is  described  wherein  Huntington’s  chorea 
and  thyroid  dysfunction  occurred  in  several  members 
of  the  family,  both  together  and  independently  over 
two  generations,  suggesting  autosomal  dominant 
inheritance.  The  probable  role  of  thyroid  hormones 
in  sensitizing  striatal  dopamine  receptors  to  dop- 
amine is  discussed. 
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AMA  to  aid  health  professions 
in  use  of  computers  in  medicine 

The  American  Medical  Association  this  winter  has  in- 
augurated a new  consulting  service  to  assist  physicians  and 
other  health  care  professionals  in  the  use  of  computers. 

“The  computer  has  great  potential  for  medicine,  but  the 
health  care  professional  often  has  neither  the  time  nor  the 
knowledge  to  know  how  to  make  best  use  of  computers,” 
said  William  M.  Cohan,  director  of  the  AMA’s  Division  of 
Medical  Practice. 

The  AMA  has  formed  a Department  of  Computer  Sys- 
tems in  Medicine,  under  direction  of  Daniel  K.  Harris,  to 
offer  expert  knowledge  to  health  care  professionals  in  this 
field.  And  this  department  has  now  inaugurated  a con- 
sultative services  program,  under  direction  of  John  A. 
Guerrieri,  Jr.  AMA  consultative  services  are  available  to 
assist  physicians,  group  practice  units,  clinics,  hospitals, 
medical  societies,  and  others  in  setting  up  or  in  better 
utilizing  computers  in  their  work. 

“Mr.  Guerrieri  is  well  qualified  in  both  education  and 
experience  to  assume  responsibility  for  this  new  and  im- 
portant service  to  the  medical  community,”  Harris  said. 
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Guerrieri  has  over  12  years  of  experience  in  the  appli- 
cation of  computers  as  programmer,  analyst,  consultant, 
manager,  and  user.  He  has  worked  on  a variety  of  systems 
in  business,  industrial  and  health  care  environments.  He 
has  an  MBA  degree  from  Loyola  University  of  Chicago  and 
holds  the  Certificate  in  Data  Processing  awarded  by  the 
Institute  for  Certification  of  Computer  Professionals  on 
the  basis  of  written  examination.  Guerrieri  will  be  prin- 
cipal consultant,  as  well  as  director,  of  the  consultative 
services  program. 

In  operation,  the  program,  on  a fee  plus  expenses  basis, 
will  provide  a consultant  to  do  a preliminary  analysis  based 
on  a questionnaire  completed  by  the  client;  perform  an 
on-site  study;  and,  determine  the  possible  alternatives 
which  will  be  submitted  as  part  of  the  confidential  re- 
port. 

While  the  major  thrust  of  the  program  will  result  from 
interest  in  the  use  of  computers  or  computer  related  ser- 
vices, the  major  goal  of  the  consultant  is  to  provide  rec- 
ommendations for  the  most  advantageous  treatment  of  the 
particular  situation.  The  focus  is  the  needs  and  objectives 
of  the  client,  not  the  promotion  of  computerized  solu- 
tions. 
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Special  Articles 


Confidentiality 


JACK  R.  HARNES,  M.D. 

New  York  City 

Internist  in  New  York  City 

It  has  long  been  contended  that  good  medical  care 
requires  a patient  to  believe  that  information  given 
to  the  physician  will  remain  confidential. 

The  Hippocratic  Oath  states,  in  part: 

. . . whatsoever  things  I see  or  hear  con- 
cerning the  life  of  men,  in  my  attendance  on 
the  sick  or  even  apart  therefrom,  which 
ought  not  to  be  noised  abroad,  I will  keep  si- 
lence thereon,  counting  such  things  as  to  be 
sacred  secrets. 

Reasons  for  confidentiality 

The  major  reason  for  confidentiality  is  to  insure 
that  the  patient  has  no  fear  of  providing  as  much 
personal  information  to  the  physician  as  may  be 
necessary  for  diagnosis  and  treatment.  Obviously, 
patients  do  not  want  their  marital  transgressions, 
personal  problems,  abortions,  venereal  diseases, 
chronic  and  incurable  illnesses,  and  similar  subjects 
to  become  common  knowledge.  They  would,  of 
course,  be  particularly  concerned  that  this  type  of 
information  not  be  given  to  their  relatives,  friends, 
or  the  public.  Many  patients  prefer  that  acquain- 
tances not  learn  that  they  have  cancer  or  a similar 
serious  illness.  There  are  patients  who  object  to 
anyone  other  than  the  physician  learning  of  any  of 
their  illnesses. 

In  many  of  the  states,  physicians  have  a legal  re- 
sponsibility to  maintain  patient-physician  confidence 
unless  countermanded  by  law.  Interestingly,  one  bit 
of  medical  information  which  I suspect  most  patients 
would  prefer  to  remain  confidential  at  all  costs  is 
required  by  law  to  be  given  to  a selected  third  party. 
The  individual  who  is  found  to  have  a venereal  dis- 
ease must  be  reported  to  a third  party,  the  health 
department,  following  which  an  investigator  may 
interview  the  patient  about  contacts  and  investigate 
the  source  of  the  infection  and  its  possible  spread. 
Similar  laws  requiring  a breach  of  confidentiality  also 
exist  for  other  contagious  diseases  and  also  where 
there  is  evidence  that  criminal  activity  is  involved. 
In  addition,  Workmen’s  Compensation  and  State  and 
Federal  disability  reports  may  require  a breach  of  the 
patient-physician  confidential  relationship.  In  these 
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instances  of  breaching  of  the  patient-physician 
confidence,  physicians  rarely  object  to  providing 
information  when  required  by  law,  or  when  it  will 
benefit  society  or  the  patient;  yet  some  do  object  and 
do  protest  and  any  discussion  of  confidentiality,  in 
health  insurance,  is  certain  to  be  questioned  and 
often  opposed  by  a physician  if  a third-party  carrier 
must  be  informed  of  the  patient’s  diagnosis,  and  the 
confidential  patient-physician  relationship  thus 
violated.  There  are,  however,  some  arguments 
against  this  position. 

First,  the  release  of  information  to  an  insurance 
company  exposes  the  patient  to  no  greater  risk  of 
embarrassment  than  its  release  to  any  other  agency 
acceptable  to  the  physician.  Although  some  physi- 
cians find  insurance  companies  unacceptable  agen- 
cies in  this  sense,  it  is  naive  to  believe  that  physicians’ 
office  clerks,  office  or  hospital  nurses,  hospital 
medical  librarians,  the  health  department,  the 
compensation  hoard,  or  Social  Security  personnel, 
are  any  more  or  less  likely  to  broadcast  medical  in- 
formation than  are  insurance  underwriters  or  claims 
personnel.  I have  never  had  a hospitalized  patient 
or  the  physician  complain  that  a patient’s  medical 
history  or  current  condition  has  become  known  to  the 
house  staff,  nurses,  clerks,  laboratory  or  x-ray  tech- 
nicians, or  medical  records  staff.  It  is  unlikely  that 
a patient  is  concerned  that  a laboratory  technician 
learns  of  a venereal  disease  or  that  operating  room 
personnel  attend  an  abortion.  We  presume  that  all 
such  personnel  are  bound  by  a code  similar  to,  if  not 
as  binding,  as  that  of  physicians. 

Second,  physicians  who  object  to  releasing  infor- 
mation to  an  insurance  carrier  imply  that  it  is  un- 
reasonable that  the  physician  be  required  to  provide 
confidential  information  to  the  insurer  about  his  or 
her  patient.  Since,  to  these  physicians,  the  release 
of  such  information  seems  against  the  patient’s  best 
interests,  it  offers  an  insurmountable  argument 
against  the  insurance  principle  and  benefits. 

What  is  ignored  or  not  recognized,  however,  is  that 
the  right  to  the  confidential  patient-physician  rela- 
tion is  the  patient 's  right  and  not  that  of  the  physi- 
cian. It  is  the  right  of  the  patient;  that  is  the  crux  of 
the  matter.  While  no  physician  need,  or  should  re- 
lease, any  medical  information  about  a patient  to  an 
insurer  without  a signed  release  having  been  ob- 
tained, a patient  may  permit  or  request  a physician 
to  release  confidential  information  to  whomever  the 
patient  directs. 

Third,  some  physicians  contend  that  the  patient 
is  being  coerced  into  signing  a release  for  insurance 
purposes.  In  other  words,  no  release,  then  no  in- 


surance  or  insurance  benefits.  This  is  true,  but  it 
should  he  realized  that  without  medical  information 
much  life  and  health  insurance  could  not  be  issued 
at  all.  For  an  insurance  company  to  remain  solvent, 
much  less  make  a profit,  the  underwriting  of  insur- 
ance and  the  payment  of  claims  must  be  based  on  the 
evaluation  of  factual  information  and  the  truth. 
Such  is  more  often  submitted  bv  a physician,  and  is 
more  reliable  than  the  unsupported,  frequently 
self-serving,  statements  of  the  applicant  or  the  in- 
sured. Although  preserving  confidentiality  is  in 
keeping  with  the  highest  moral  standards,  many 
applicants  and  claimants,  and  unfortunately  occa- 
sionally a few  physicians,  feel  that  an  insurance 
company  is  fair  game  and  ignore  moral  standards  to 
which  they  ordinarily  adhere. 

Special  precautions 

When  a patient  has  provided  a release  for  infor- 
mation to  be  supplied  to  an  insurance  company,  the 
physician  has  a moral,  and  in  some  jurisdictions,  a 
legal  obligation,  to  provide  the  appropriate  applicable 
details  of  the  patient's  health  history  requested  by 
the  insurer.  To  do  otherwise  may  result  in  a patient 
or  beneficiary  unjustly  receiving,  as  well  as  possibly 
being  denied,  life,  health,  or  accident  insurance  or 
benefits.  Such  information  includes  the  presence  of 
disease  preexisting  the  insurance  application,  if  such 
has  a bearing  on  the  coverage,  as  well  as  details  of 
conditions  excluded  by  the  policy.  To  hide  the  ap- 
plicable truth  may  lead  to  improperly  rated  insurance 
or  illegal  claims.  Seldom  does  the  information 
needed  to  solve  insurance  problems  require  release 
of  the  type  of  information  which  most  patients  wish 
kept  confidential  for  other  than  economic  purposes. 
It  is  only  the  economic  factor  which  is  at  issue. 


There  have  been  instances  when  a physician’s 
failure  to  provide  information  to  an  insurer  has  re- 
sulted in  benefits  being  denied  to  a patient,  and  the 
physician  has  been  successfully  sued  for  the  recovery 
of  the  patient’s  losses.* 

There  are,  of  course,  situations  in  which  the  phy- 
sician is  concerned  that  the  patient  not  be  informed 
about  his  or  her  health  problem.  While  the  usual 
insurance  company  policy  is  to  provide  medical  de- 
tails concerning  insurance  decisions  only  to  the  ap- 
plicant’s or  the  insured’s  physician,  this  policy  may 
be  reinforced  by  the  physician  clearly  indicating  that 
the  information  provided  to  the  company  is  not  to  be 
released  to  the  patient. 

Modern  society  requires  that  many  individual 
rights  be  surrendered  for  the  benefit  of  the  individual 
and/or  society.  Physicians  who  insist  that  the 
maintaining  of  patient-physician  confidentiality 
outweighs  the  needs  and  advantages  of  life,  accident, 
health,  or  hospital  insurance,  should  so  inform  their 
patients  so  that  a patient  who  may  wish  to  obtain  the 
current  or  future  benefits  of  insurance  may  seek 
medical  care  elsewhere. t 

102  Maiden  Lane 
New  York,  N.Y.  10005 


* Murphy  v Godwin,  205  A. 2d.  688  (Delaware  Supreme  Court, 
February  15,  1973),  Citation  27:  145(1973). 

t Editor's  Note  There  is  still  another  alternative  solution  to 
the  uncontrolled  release  of  private  confidential  data  about  a pa- 
tient. with  or  without  a signed  release  by  the  patient  or  request  for 
same  by  the  patient,  his  employer,  potential  employer,  or  insur- 
ance company,  or  another  physician.  This  alternative  is  the 
Ethical  Health  Data  Center  where  controls  prevail  to  maintain 
confidentiality  and  yet  the  necessary  data  is  orovided  to  meet  the 
need,  whether  for  insurance  or  medical  care,  or  other  purposes. 
Such  is  the  policy  of  the  Medical  Society  of  the  State  of  New 
York 
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Confidentiality  of 
Medical  Records 

Legislation  at  last 


SHEILA  B.  BLUME,  M.D. 

Central  Islip,  N.Y. 

From  the  Medical  Society  of  the  State  of  New  York 
Subcommittee  on  Confidentiality  of  the  Committee 
on  Alcoholism 


“All  that  may  come  to  my  knowledge  in  the  exercise 
of  my  profession  or  outside  of  my  profession  or  in 
daily  commerce  with  men,  which  ought  not  to  be 
spread  abroad,  I will  keep  secret  and  will  never  re- 
veal,” 1 except  to  Blue  Cross,  the  Department  of 
Social  Services,  Medicare,  P.S.R.O.,  the  Department 
of  Health,  schools,  employers,  and  so  forth.  Such  has 
been  the  physician’s  predicament  in  modern  medi- 
cine. His  ethics  dictate  that  he  protect  the  confi- 
dentiality of  that  told  him  by  his  patient,  but  his 
ethics  cannot  protect  this  information  once  it  has  left 
his  hands.  Incidents  of  abuse  of  such  health  data  are 
known  to  all  of  us  through  personal  experience.  The 
broad  scope  of  such  abuse  is  well  documented  in 
Westin’s2  landmark  study  for  the  National  Bureau 
of  Standards,  and  has  stimulated  public  interest  in 
this  field. 

We  have  long  needed  legislation  to  protect  the 
confidentiality  of  medical  information.  The  devel- 
opment of  computers  and  modern  data  processing 
methods  has  made  that  need  urgent. 

At  last  we  have  a bill,  the  Confidentiality  of  Med- 
ical Information  Act,  introduced  by  Assemblyman 
Vincent  Nicolosi,  chairman  of  the  Assembly  Com- 
mittee on  Governmental  Operations,  and  Sen.  Joseph 
R.  Pisani.  This  hill  is  a giant  step  forward,  in  that 
it  extends  the  duty  to  protect  the  confidentiality  of 
medical  information  to  all  third  parties  who  come 
into  possession  of  such  data,  whether  from  medical 
reports,  insurance  claim  forms,  or  applications  for  a 
job,  school  admission,  or  a license.  What  the  phy- 
sician is  bound  to  do  by  ethics,  all  parties  would  be 
bound  to  do  by  law. 

Provisions  of  legislation 

The  major  provisions  of  this  legislation  include  the 
following: 

Consent.  Signed  informed  consent  is  required 
before  any  medical  information  may  be  released  by 
any  party.  The  old  blanket  consent  covering  all 
records  held  by  anyone,  not  reversible  and  Operative 
forever,  will  now  he  illegal.  Consents  must  specify 
the  nature  or  extent  and  purpose  of  the  disclosure 


and  the  names  of  the  parties  involved.  The  consent 
is  subject  to  revocation  and  is  time-limited. 

Exceptions.  Disclosures  in  a medical  emergency, 
by  a physician  or  his  agent,  for  diagnosis,  treatment, 
or  medical  evaluation,  when  required  by  court  order, 
and  certain  other  circumstances  such  as  vital  statis- 
tics and  peer  review,  are  exempted.  Confidential 
information  can  b'e  used  for  research,  management 
or  financial  audit,  or  program  evaluation,  providing 
patient  identification  is  removed. 

Redisclosure.  No  party  may  redisclose  confi- 
dential medical  information  without  proper  consent. 
Information  must  be  obtained  from  original  sources 
rather  than  from  third  parties,  where  possible. 
Third  parties  are  informed  of  the  law  through  the 
following  notice  which  must  accompany  each  dis- 
closure: “This  information  has  been  disclosed  to  you 
from  records  whose  confidentiality  is  protected  by 
state  law,  which  prohibits  you  from  making  any 
further  disclosure  of  it  without  the  specific  written 
consent  of  the  person  to  whom  it  pertains,  or  as  oth- 
erwise permitted  by  such  law.  A general  authori- 
zation for  the  release  of  medical  or  other  information 
is  NOT  sufficient  for  this  purpose.” 

Security  of  records.  All  third  parties  holding 
confidential  medical  information  are  required  to 
maintain  strict  security  procedures  and  limitations 
of  access  to  such  data. 

Patient’s  right  of  access  to  third-party  records. 

Provision  is  made  for  a patient  to  review  and  correct 
health  information  held  by  third  parties.  Exception 
is  made  if  a physician  has  indicated  that  it  is  not  in 
the  patient’s  best  interest  to  have  such  information 
disclosed,  in  which  case  only  a court  order  would 
allow  disclosure. 

Peer  review.  Confidentiality  of  peer  review 
procedures  is  protected  by  this  act. 

Penalties.  Intentional  violation  of  the  Confi- 
dentiality of  Medical  Information  Act  by  any  person 
or  firm  will  result  in  a misdemeanor  punishable  by 
up  to  one  year  in  prison  or  a fine  of  up  to  $5,000  or 
both. 

Conclusion 

This  is  a strong  bill  which  will  improve  the  practice 
of  medicine  in  New  York.  It  will  give  us  the  legal 
basis  to  encourage  our  patients  to  come  for  diagnosis 
and  treatment  early,  with  the  assurance  that  their 
frankness  in  the  physician-patient  relationship  will 
assist  in  their  medical  care,  and  not  be  used  against 
them.  We  should  all  give  our  strong  support  to  this 
legislation. 

Department  of  Mental  Hygiene 
Central  Islip  Psychiatric  Center 
Central  Islip,  N.Y.  1 1722 

References 

1.  Hippocratic  Oath. 

2.  Westin,  A.  F.:  Computers,  Health  Records,  and  Citizen 
Rights,  Monograph  157,  National  Bureau  of  Standards  Wash- 
ington, D.C.,  U.S.  Government  Print  ing  Office,  1976. 


1328  New  York  State  Journal  of  Medicine/July  1977 


Compensation  for 
Reports 

NEIL  T.  SHAYNE,  J.D. 

Mineola,  New  York 

NORMAN  H.  DACHS,  J.D. 

Mineola,  New  York 

Members  of  the  law  firm  of  Shayne,  Dachs,  Weiss,  Kolbrener, 
Stanisci  & Harwood,  New  York  City  and  Mineola.  New  York 


Question  1.  A physician  has  requested  a fee  of  $100 
for  completion  of  a medical  report  on  my  client  who 
had  made  one  visit  to  this  physician,  and  his  fee  for 
medical  services  was  $95.  What  remedy  does  an 
attorney  have  for  such  overreaching  by  a physi- 
cian? 

Question  2.  An  attorney  for  whom  I completed  a 
no-fault  medical  report  collected  the  amount  of  my 
bill  from  the  no-fault  carrier  and  sent  me  a check  for 
two-thirds  of  it.  When  questioned  as  to  the  reason 
for  the  shortage,  he  advised  me  that  he  had  deducted 
a fee  of  one  third  of  the  amount,  claiming  that  he  was 
my  collection  agent  and  entitled  to  a fee  for  collec- 
tion. What  is  your  opinion  of  this  conduct? 

Answer.  In  the  past,  the  authors  have  avoided  re- 
sponding to  questions  that  involve  ethical  consider- 
ations. We  have  felt  that  such  questions  are  outside 
the  scope  of  this  column.  However,  questions  such 
as  those  posed  here  have  been  submitted  to  us  so 
frequently  that  we  feel  it  is  time  to  comment.  To 
continue  to  remain  silent  and  allow  the  problem  to 
fester  can  result  only  in  an  exacerbation  of  it  to  the 
point  where  only  drastic  surgery  can  effect  a cure. 

Mutual  feelings 

The  practices  described  here  appear  to  arise  from 
a lack  of  respect  and  understanding  between  two 
learned  professions.  It  is  a fact  too  obvious  to  deny 
that  there  exist  between  the  medical  and  legal  pro- 
fessions thinly  veiled  feelings  of  mutual  distrust, 
suspicion,  fear,  resentment,  hostility  and,  in  some 
cases,  downright  hatred.  Sadly,  in  too  many  cases, 
these  emotions  find  ample  justification.  Never- 
theless, as  a group  reaction,  they  are  wholly  unjusti- 
fied and  unfortunate.  Individuals  who  engage  in 
such  practices  are,  to  say  the  least,  engaging  in  con- 
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duct  of  questionable  ethics.  Their  practices  serve 
only  to  disrupt  and  destroy  a cooperative  relationship 
which  should  exist  between  physicians  and  attorneys. 
The  result  of  such  conduct  is  to  cause  injury  to  the 
one  person  both  professions  are  dutybound  to  pro- 
tect, that  is,  the  client-patient. 

Our  concern  is  not  solely  on  an  ethical  level,  al- 
though we  are  convinced  that  the  practice  referred 
to  by  the  physician  in  Question  2 is  unethical  in  the 
extreme.  Also,  it  is  stupid,  suicidal,  unprofessional, 
bad  business,  and  dishonest.  The  practice  is  so 
shocking  that  had  we  not  been  made  aware  of  similar 
complaints  from  other  physicians,  we  would  have 
been  certain  that  our  corresponding  physician  was 
exaggerating — indeed,  hallucinating.  We  are  con- 
fident, however,  that  this  practice  has  not  been  en- 
gaged in  by  any  legal  practitioner  engaged  on  a reg- 
ular basis  in  the  practice  of  personal  injury  litiga- 
tion. 

Cooperation  necessary 

Any  time  the  extent  of  injuries  suffered  by  an  in- 
dividual is  relevant  to  a lawsuit  or  insurance  coverage, 
cooperation  between  the  attorney  and  the  treating 
physician  is  a must.  The  extent  of  his  client’s  in- 
juries must  be  made  known  to  the  attorney.  Based 
on  the  scope  of  those  injuries,  the  attorney  will 
evaluate  what  he  believes  to  be  a just  recovery.  He 
will  then  determine  whether  the  matter  can  be  set- 
tled out  of  court,  or  whether  the  expense  and  time 
involved  in  litigation  is  necessary.  An  accurate 
picture  of  the  injuries  is  necessary  to  insure  that  the 
client  secures  just  compensation  due  him  under  a 
policy  of  insurance  covering  the  occurrence.  It  is 
apparent,  therefore,  that  the  treating  physician  must 
cooperate  with  the  attorney  to  further  the  interests 
of  the  client-patient. 

With  this  in  mind,  the  New  York  State  Bar  Asso- 
ciation and  the  Medical  Society  of  the  State  of  New 
York  have  jointly  prepared  “Standards  of  Practice 
for  Doctors  and  Lawyers.”1  Under  a subtitle  “Five 
‘Do  Nots’  For  Doctors”  is  listed  the  following:  “(3) 
Do  not  fail  to  render  a prompt  and  complete  report, 
when  properly  requested  by  a lawyer.”  The  physi- 
cian, therefore,  is  obligated  to  render  a written  report 
on  request.  It  is  recognized  that  the  physician  is 
entitled  to  be  compensated  for  the  preparation  of  a 
report.  But,  the  charge  submitted  for  such  prepa- 
ration “shall  be  a reasonable  one  based  on  the  time 
involved  in  preparing  the  report  and  on  any  other 
factors  that  govern  the  physician’s  fee  to  that  pa- 
tient.”1 Clearly,  a $100  charge  for  preparing  a report 
in  a case  in  which  the  underlying  treatment 
amounted  to  $95  cannot  be  deemed  “reasonable.” 
Such  a practice  is  not  an  isolated  incident.  The  au- 
thors have  encountered  situations  in  which  a physi- 
cian has  charged  a fee  in  the  identical  amount  for  a 
report  that  was  merely  a copy  of  a document  pre- 
viously prepared  for  a third  party. 

Also,  the  authors  have  encountered  a situation  in 
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which  a charge  of  $250  was  requested;  when  ques- 
tioned as  to  whether  or  not  this  was  the  regular 
charge  made  by  the  physician,  he  facetiously  an- 
swered that  a charge  in  this  amount  was  being  made 
because  the  attorneys  requesting  the  report  had 
prosecuted  an  action  for  malpractice  against  him  in 
behalf  of  another  client.  It  is  pathetic  that  this 
physician  should  choose  to  retaliate  by  engaging  in 
conduct  that,  in  the  end  result,  hurts  only  his  pa- 
tient. 

It’s  patient  who  pays 

Consequently,  it  is  the  patient  who  is  ultimately 
liable  to  pay  for  the  cost  of  that  report.  Although  a 
lawyer  may  initially  advance  monies  to  cover  the 
expenses  of  the  report  , the  patient,  regardless  of  the 
outcome  of  any  lawsuit,  must  ultimately  reimburse 
the  attorney.  The  expense  of  such  a report,  as  any 
other  litigation  expense,  must  be  borne  by  the  client. 
It  is  clearly  a violation  of  the  Canon  of  Ethics  for  a 
lawyer  to  pay  his  client’s  litigation  expenses  and  not 
seek  reimbursement  for  them.1  Even  though  a 
lawyer  may  pay  such  expenses  during  the  pendency 
of  the  action,  he  must  collect  what  he  has  paid  either 
from  the  client’s  share  of  the  proceeds,  assuming  a 
successful  lawsuit,  or  from  the  client  directly.1  The 
physician  may  agree  to  forego  payment  for  such  a 
report  until  the  end  of  litigation,  and  he,  too,  may 
agree  to  be  paid  directly  from  any  recovery  secured.1 
But,  if  there  is  no  recovery,  the  physician  as  well  must 
be  paid  by  the  patient,  and  the  attorney  is  admon- 
ished to  "use  his  good  offices  to  see  that  the  charges 
are  paid  (to  the  physician)  by  his  client.”  1 It  is  clear 
that  when  the  charges  submitted  for  preparing  a re- 
port are  in  fact  inflated,  it  is  the  client-patient,  who 
becomes  the  victim  of  such  a practice.  Given  that, 
it  is  clearly  reprehensible  for  the  physician  to  engage 
in  such  conduct. 

It  is  no  less  reprehensible  for  the  attorney,  in  the 
guise  of  acting  as  a collection  agent  for  the  physician, 
to  obtain  money  to  which  he  has  no  right.  When  a 
physician  agrees  to  forego  payment  of  his  bills  until 
an  insurance  claim  has  been  paid,  he  is  doing  this  not 
as  a service  to  the  attorney,  but  as  a courtesy  to  his 
patient;  the  patient  owes  the  entire  amount.  For  the 
lawyer  to  deduct  a portion  of  what  the  physician  is 
in  fact  owed  is  clearly  unethical.  No  matter  how  the 
attorney  rationalizes  paying  the  physician  less  than 
his  outstanding  bill,  the  client  will  nonetheless  re- 
main liable  for  the  full  amount.  The  physician  has 
never  agreed  to  accept  less  than  the  full  amount  of 
the  hill,  and  absent  such  an  agreement,  the  entire 
sum  is  owed  him. 

Further,  when  the  attorney  submits  claims  to  the 
carrier,  he  is  not  acting  on  behalf  of  the  physician;  the 
physician  has  never  retained  him.  The  lawyer  is  only 
acting  on  behalf  of  the  client,  and  it  is  the  client  from 
whom  the  attorney  should  look  for  a fee.  In  the  no- 
fault situation,  an  attorney  who  attempts  to  obtain 
a portion  of  payments  intended  for  the  physician  is 


conducting  himself  in  an  unethical  manner  and  can 
have  no  excuse  for  his  conduct.  There  is  clear  pro- 
vision in  the  no-fault  statute  for  an  award  of  attor- 
neys fees  to  be  paid  by  the  carrier  if  payment  of  the 
claim  was  overdue. 

Provision  in  law 

The  no-fault  law  provides  that  in  a case  in  which 
the  carrier  is  delinquent  in  making  payment  on  a 
no-fault  claim  and,  in  fact,  does  not  make  payments 
until  the  attorney  has  acted,  the  carrier  is  liable  to 
pay  the  attorney’s  reasonable  fee.2  “In  such  cases, 
the  insurer’s  obligation  under  Section  675(1)  of  the 
Insurance  Law  to  pay  the  ‘attorney’s  reasonable  fee’ 
shall  be  based  on  the  reasonable  value  of  the  legal 
work  performed  in  obtaining  the  recovery.”3 

As  long  as  the  carrier  would  not  have  paid  out  the 
benefits  owed  but  for  the  efforts  of  the  attorney,  a fee 
is  due,  whether  or  not  arbitration  has  been  sought. 
When  the  attorney  and  the  carrier  cannot  agree  on- 
what  constitutes  a “reasonable  fee,”  arbitration  may 
be  demanded  with  the  limited  issue  of  the  amount  of 
such  fee  to  be  submitted.4  Since  it  is  clear  that  to  the 
extent  payment  by  the  carrier  is  attributable  to  the 
attorney’s  efforts,  the  attorney  may  collect  his  fee 
from  the  carrier,  no  further  fee  is  due.  If,  in  fact,  the 
attorney  has  been  processing  the  client’s  no-fault 
claims  as  a clerical  matter,  and  the  carrier  has  made 
prompt  payment,  then  the  attorney  is  not  entitled  to 
a fee  from  the  carrier.  He  must  look  to  his  fee  from 
the  client.  He  should  only  demand  a fee  after  in- 
forming the  client  that  the  submission  of  those  claims 
could  be  done  by  the  client  individually.  Absent 
such  an  agreement,  and  absent  such  disclosure,  any 
clerical  work  involved  in  submitting  those  claims  by 
the  lawyer  should  be  considered  a courtesy  to  the 
client. 

The  attorney  is  never  entitled  to  a fee  from  the 
physician  who  submitted  the  bill.  It  requires  no 
comment  to  note  that  an  attorney’s  services  are 
contractual  in  nature,  and  without  an  express 
agreement  to  be  reimbursed  for  his  efforts,  no  pay- 
ment is  due  him.  To  charge  what  he  calls  a “collec- 
tion fee”  from  the  physician  by  paying  him  an 
amount  less  than  the  full  bill  rises  to  the  level  of 
highway  robbery. 

Provision  in  code 

It  should  be  noted  that  the  Code  of  Professional 
Responsibility  provides  in  pertinent  part:  “A  lawyer 
should  promote  public  confidence  in  our  system  and 
in  the  legal  profession...  . When  explicit  ethical 
guidance  does  not  exist,  a lawyer  should  determine 
his  conduct  by  acting  in  a manner  that  promotes 
public  confidence  in  the  integrity  and  efficiency  of 
the  legal  system  and  the  legal  profession.”5  When 
the  Code  speaks  in  terms  of  promoting  the  confi- 
dence of  the  public,  it  means  all  members  of  the 
public.  It  does  not  mean  all  members  of  the  public 
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except  for  physicians.  The  attorney  must  strive  to 
secure  the  respect  of  the  medical  profession.  Such 
respect  will  not  he  forthcoming  when  the  physician 
rightfully  believes  that  the  attorney  has  been  con- 
verting monies  to  which  he  is  not  entitled. 

Conclusion 

We  hope  that  the  two  situations,  and  other  inci- 
dents to  which  the  authors  have  been  privy,  are  iso- 
lated and  do  not  represent  a general  trend.  The  legal 
and  medical  professions  are  comprised  of  some  of  the 
most  intelligent  and  highly  educated  members  of  the 
society.  It  is  clearly  beneath  their  dignity  to  fail  to 
cooperate  with  one  another  when  such  cooperation 
is  necessary  for  the  benefit  of  an  individual  to  whom 


Clinical  Clues 

— Sudden  death  has  been  reported  in  patients  on  large 
doses  of  antipsychotic  drugs,  and  this  may  be  due  to: 
asphyxia,  resulting  from  aspiration  of  a bolus  of  food  into 
the  airway  and  disruption  of  the  normal  muscular  pat- 
tern in  swallowing,  and  to  convulsions,  which  lead  to 
asphyxia  or  serious  head  injury.  In  addition,  antipsy- 
chotic drugs  have  been  shown  to  produce  T-wave 
changes  and  Q-T  interval  prolongation  on  the  cardio- 
gram. 

— Relapses  have  been  reported  in  patients  on  antipsychotic 
drugs.  One  reason  for  this  may  be  the  development  of 
akathisia,  or  restless  legs  syndrome,  which  induces  agi- 
tation and  terror  in  the  patients.  This  syndrome  is 
usually  reversed  with  an  intramuscular  injection  of  an 
anti-Parkinsonism  drug. 

— Serum  creatinine  is  a more  sensitive  and  more  specific 
test  for  renal  disease  than  BUN  (blood  urea  nitrogen). 
Creatinine,  unlike  BUN,  is  virtually  unaffected  by  pro- 
tein metabolism,  hydration,  and  diet. 

— The  causes  of  hypercalcemia  in  order  of  relative  fre- 
quency are  as  follows:  cancer  with  or  without  osseous 
metastasis,  primary  hyperparathyroidism,  vitamin  D 
intoxication,  sarcoidosis,  thyrotoxocosis,  immobilization, 
milk-alkali  syndrome,  and  Addison’s  disease. 

— Tardive  dyskinesia  is  a choreoathetoid  hyperkinetic 
disorder  predominantly  affecting  the  tongue,  lips,  face, 
and  jaw  which,  if  severe,  is  very  unsightly  and  interferes 
with  speech,  swallowing,  and  respiration. 

— Neutropenia  alters  the  normal  clinical  response  in  in- 
fected patients.  Boils,  infections  at  the  site  of  intrave- 
nous infusions,  and  Bartholin’s  abscess  are  present  as 
firm,  red,  relatively  nontender  lumps  owing  to  the  ab- 


each owes  an  independent  duty.  Each  must  guard 
against  the  erosion  of  their  respective  standards  of 
conduct  by  overreaching  individuals  who  can  only 
lower  the  integrity  of  both  professions. 
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sence  of  pus.  Irrigation  of  such  lesions  with  0.1  ml.  of 
saline  through  a fine-gauge  needle,  with  aspiration  of  the 
saline  and  culture,  is  recommended.  Similarly,  pyuria 
is  often  absent  in  the  urine  specimen,  and  copious  spu- 
tum is  not  produced  in  chest  infections.  Physical  signs 
in  the  chest  are  often  minimal,  and  chest  x-ray  findings 
are  of  paramount  importance  when  these  patients  be- 
come febrile.  The  physical  examination  must  include 
careful  scrutiny  of  the  perianal  area  because  perianal 
lesions  are  relatively  common  in  patients  with  neutro- 
penia secondary  to  leukemia,  and  pseudomonal  septi- 
cemia in  such  patients  is  sometimes  accompanied  by  a 
purplish  necrotic  skin  lesion — ecthyma  gangrenosum — 
especially  in  the  perianal  area.  Fever  in  such  patients 
is  almost  always  due  to  an  infection  of  some  sort.  In  a 
small  percentage  the  febrile  episode  may  be  due  to  a 
cerebral  hemorrhage. 

— Because  of  its  high  mortality  rate,  delirium  tremens 
should  not  be  overlooked.  Although  delirium  tremens 
is  described  as  an  abstinence  syndrome  caused  by  a 
relatively  abrupt  cessation  or  curtailment  of  drinking, 
it  may  be  seen  in  the  patient  who  continues  to  drink. 
The  typical  onset  of  delirium  tremens  is  within  3 to  10 
days  after  the  cessation  of  drinking  but  may  be  as  long 
as  10  to  12  days.  A similar  clinical  picture  may  be  seen 
in  the  adult  due  to  so-called  “toxic”  encephalopathy, 
hepatic  failure,  or  primary  central  nervous  system  dis- 
ease (infectious  or  noninfectious),  a vascular  accident, 
or  a subdural  hematoma.  Fever  in  an  alcoholic  patient 
is  usually  attributed  to  alcoholic  hepatitis,  pancreatitis, 
or  delirium  tremens.  The  fever  in  alcoholic  hepatitis 
may  be  prolonged  and  last  longer  than  three  or  four 
weeks.  It  should  be  remembered  that  the  alcoholic 
patient  has  an  increased  susceptibility  to  infection. 
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Suffolk  County,  New  York,  covering  the  eastern 
half  of  Long  Island,  is  an  area  of  almost  1,000  square 
miles,  surrounded  on  three  sides  by  water.  Its  pop- 
ulation, as  of  the  1970  census,  of  approximately  1.13 
million  persons,  including  1,066,413  white,  53,334 
black,  and  5,181  other  inhabitants,  is  unevenly  dis- 
tributed. Ninety  per  cent  of  the  population  resides 
in  the  western  half  of  the  county,  which  is  suburban 
in  character;  only  10  per  cent  live  in  the  eastern  half 
of  the  county,  which  is  frankly  rural,  dominated  by 
sod  and  potato  farms,  and  dotted  with  migrant 
camps.  The  average  per  capita  income  in  1973  was 
$4,027. 

Reorganization  and  integration  of  departments 

To  serve  the  health  needs  of  the  county,  the 
County  of  Suffolk  Department  of  Health  Services 
was  established  on  September  1,  1973,  by  County 
Law  number  16,  under  the  authority  of  the  New  York 
State  Public  Health  Law,  the  New  York  State  Mental 
Health  Law,  and  the  New  York  State  Municipal  Law. 
This  legislation  abolished  the  existing  independent 
departments  of  public  health,  mental  health,  and  the 
medical  examiner’s  office,  each  headed  by  a physician 
of  commissioner  status. 

The  purpose  of  the  newly  created  department  was 
to: 

1.  Provide  leadership  in  the  health  field 

2.  Coordinate  the  health-delivery  system 

3.  Improve  the  quality  of  health  care  through 
standard  setting,  consultation,  and  regulation 

4.  Decrease  the  cost  of  health  services  by  in- 
creasing efficiency  and  optimal  utilization  of  services, 
and  by  consolidation  of  administrative  apparatus 


5.  Develop  or  alter  health-care  programs  to  meet 
the  needs  of  the  residents 

6.  Enhance  the  flexibility  of  county  government 
in  responding  to  health  needs  of  the  citizens 

7.  Facilitate  the  continuity,  comprehensiveness, 
availability,  and  accessibility  of  health  services. 

The  new  department  was  created  with  five  oper- 
ating divisions,  namely,  public  health,  patient-care 
services,  community  mental  health,  medical  legal 
investigations,  and  drug-control  authority.  Support 
for  these  functions  of  government  is  given  by  a board 
of  health,  a board  of  mental  health  and  mental  re- 
tardation, a board  of  alcoholism  services,  a health 
facilities  commission,  and  a drug-control  authority. 
The  commissioner  of  health  services  or  her  delegate 
acts  as  chairperson  of  these  boards,  authorities,  and 
commissions.  The  commissioner  of  health  services, 
as  the  chief  executive  of  the  department,  was  desig- 
nated to  act  as  health  officer  with  responsibility  for 
the  enforcement  of  the  State  public  health  law  and 
the  county  sanitary  code.  By  combining  the  re- 
quirements for  an  administrator  and  a public-health 
officer,  reimbursement  for  most  programs  became 
State  reimbursable.  For  example,  reimbursement 
is  current  ly  received  for  the  work  of  the  medical  ex- 
aminer, increasing  State  aid  to  the  county  about 
$500,000  because  of  the  new  administrative  organi- 
zation of  the  department.  The  original  legislation 
was  amended  in  1974  to  include  the  functions  of  the 
mosquito  control  commission,  the  public  nursing 
home,  and  the  emergency  medical  services  of  the 
county  within  the  new  single  health  agency. 

The  division  of  public  health  has  responsibility  for 
the  control  of  infectious  diseases,  including  tuber- 
culosis and  venereal  disease,  provision  of  environ- 
mental health  services  and  public-health  nursing, 
clinical  home-health  nursing,  control  of  vectors  of 
disease,  and  the  enforcement  of  Federal,  State,  and 
county  standards  and  the  State  and  county  health 
codes. 

The  division  of  patient-care  services  operates 
personal  health  care  facilities  of  the  county  including 
general  ambulatory  care  centers,  family  planning, 
child  health,  and  methadone  and  drug  detoxification 
services.  In  addition,  this  division  is  charged  with 
the  operation  of  the  Suffolk  County  Infirmary; 
medical  services  of  the  jail  and  the  children’s  shelter; 
dental,  migrant  health,  and  mobile  screening  services; 
and  health  services  for  employees  of  the  county,  such 
as  preemployment,  workmen’s  compensation  and  so 
forth. 

The  division  of  community  mental  health  has  the 
responsibility  to  provide,  maintain,  or  operate  fa- 
cilities for  the  diagnosis,  treatment,  and  rehabilita- 
tion of  mental  illness,  mental  retardation,  and  alco- 
holism. 

The  division  of  medical  legal  investigation  and 
forensic  sciences  is  responsible  for  the  investigation 
of  all  deaths  from  criminal  violence,  neglect,  and 
suicide,  or  those  of  suspicious  nature.  It  is  also 
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charged  with  the  operation  of  the  forensic  laboratory 
and  public  health  laboratory,  and  provides  some 
clinical  laboratory  support  for  health  centers.  This 
last  function  will  have  a greatly  increased  capacity 
next  year  and  will  provide  laboratory  support  to  all 
the  clinical  services  of  the  department. 

The  division  of  drug  control  is  vested  with  re- 
sponsibility for  developing  referral  programs  for  drug 
users  and  for  evaluating  preventive  drug-education 
programs.  These  charges  are  carried  out  through 
county  contracts  with  agencies  or  townships. 

The  emergency  medical  services  program  was 
transferred  from  the  county  executive’s  office  and 
became  a division  of  the  department  in  May,  1974. 
This  division  is  charged  with  the  responsibility  for 
initiating  a rapid  ambulance  dispatch  system  in  the 
county  via  the  911  emergency  number,  as  well  as  es- 
tablishing a program  of  advanced  life  support.  This 
includes  special  training  of  emergency  medical 
technicians  and  monitoring  patients’  status  in  the 
field  and  enroute  to  the  hospital  by  means  of  elec- 
tronic equipment,  and  by  giving  necessary  treatment 
under  medical  supervision. 

Integration  at  point  of  delivery  of  service. 
Integration  at  a top  programmatic  level  has  been 
achieved.  Effort  is  now  being  directed  to  integration 
at  the  patient-care  delivery  point.  The  past  history 
of  planning  in  Suffolk  County  made  integration,  at 
best,  a very  difficult  task.  First,  and  probably  most 
important,  is  that  services  were  delivered  from  widely 
scattered  sites.  Mental  health  service  facilities  were 
geographically  distant  from  those  for  physical  care, 
and  both  of  these  facilities  were  often  far  removed 
from  public  health  services. 

The  first  step  has  been  to  locate  all  patient-care 
services  physically  under  the  same  roof,  in  existing 
service  sites,  if  space  permitted.  However,  for  all 
new  service  centers  such  physical  integration  is 
mandated.  A health-center  model  has  been  devel- 
oped with  functional  practicality  and  programmatic 
objectives  being  integrated  architecturally. 

Step  two  further  integrates  the  physical  and  pro- 
grammatic components  of  the  services  by  having  the 
local  social  services  offices  in  the  same  building. 
This  allows  for  greater  ease  of  mutual  referral  and  for 
conference  and  consultation  between  two  major 
human-services  departments.  One  such  center  has 
just  been  opened,  and  within  one  year  there  will  be 
two  more.  These  are  in  addition  to  replacing  two 
inadequate  structures  currently  housing  health- 
delivery  programs. 

Although  this  first  step  of  physical  approximation 
of  programs  is  desirable,  it  does  not  in  and  of  itself 
achieve  our  goal,  that  of  full  functional  and  pro- 
grammatic integration.  In  addition,  a unit  record 
system  has  been  initiated.  Within  the  same  patient 
folder  will  go  all  records  of  the  patient.  The  mutual 
health  component  will  not  be  separated  from  the 
physical  health  component.  In  fact,  the  mental 
health  specialist  will  write  pertinent  notes  on  the 


general  record  so  that  the  primary  care  physician  will 
not  have  to  wade  through  a voluminous  record.  This 
is  currently  to  be  an  individual  record;  ultimately,  it 
will  be  a family  record.  This  will  be  mandatory  in  all 
centers  we  operate,  and  we  hope  to  “educate”  con- 
tract providers  to  do  the  same. 

The  third  step  is  the  training  of  general  health- 
delivery  staff  to  recognize  early  mental  health 
problems,  including  alcoholism,  so  that  early  inter- 
vention may  result.  This  includes  working  with 
members  of  the  family.  Sensitization  of  staff  and 
such  professional  guidance  will  enable  a general 
diffusion  of  good  mental  health  practice  into  the 
entire  clinical  operation.  In  addition,  highly  trained 
mental  health  staff  will  be  utilized  for  consultation, 
and  will  be  available  for  the  longer-term  care  that 
may  be  necessary.  Take  for  example  a case  of  alco- 
holism. If  a patient  comes  in  with  an  acute  respira- 
tory infection,  and  there  is  a history  or  physical 
finding  indicating  alcohol  abuse,  counseling  can  begin 
by  a nurse  or  primary  care  physician,  and,  if  needed, 
consultation  can  be  received  from  alcoholism  staff 
or  there  can  be  a transfer  to  ongoing  in-depth  treat- 
ment by  such  staff.  The  same  holds  true  if  a history 
is  given  of  alcoholism  in  a member  of  the  family. 
Efforts  would  be  expended  to  get  the  alcoholic  in  for 
physical  evaluation  as  well  as  for  ongoing  treatment 
of  his  problem. 

The  integration  of  program  includes  on-site  out- 
reach workers,  health  educators,  nutritionists,  and 
social  workers.  By  this  process  of  evaluation  of  the 
total  needs  of  the  patient  and  his  family,  professional 
attention  is  directed  to  the  individual  rather  than  to 
the  isolated  components  of  his  problem.  It  is  our 
premise  that  the  ultimate  end  is  a healthier  and 
happier  patient. 

All  patients  and  problems  are  approached  by  team 
involvement  using  the  expertise  of  specialists  when 
needed.  Team  conferences  have  been  started  with 
interchange  of  information,  problems,  and  so  forth. 
A special  task  force  composed  of  the  divisional  di- 
rectors is  responsible  for  the  implementation  of  this 
integration  of  service. 

The  department  will  next  integrate  the  off-site 
programs,  such  as  family  planning,  into  a coordinated 
effort.  In  some  cases  such  integration  is  not  feasible 
because  low  population  densities  preclude  a com- 
prehensive center.  To  continue  to  provide  routine 
child-health  care  mandates  operation  of  such  isolated 
services. 

Implementation.  These  are  the  plans.  Now, 
where  are  we  in  terms  of  implementing  them? 

1.  The  incorporation  of  services  under  one  roof  is 
currently  available  in  three  health  centers.  This  con- 
solidation of  services  will  be  achieved  in  three  more 
centers  within  one  year. 

2.  The  patient  record  is  being  integrated. 

3.  Interdisciplinary  training  has  started. 

4.  Physical  evaluation  is  being  done  with  routing 
to  desired  specialists. 
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There  are  still  many  problems.  The  greatest 
challenge  remains  the  allocation  and  auditing  of 
programs  along  funding  lines.  Separate  funding 
sources  demand  separate  audits,  and  in  an  integrated 
program  this  becomes  difficult.  For  instance,  if  a 
nurse  or  physician  counsels  a patient  on  an  alcohol- 
ism problem,  do  we  or  can  we  charge  that  hack  to  the 
alcoholism  funds?  This  should  be  the  procedure,  but 
is  it  not  an  administrative  nightmare?  Imagine 
quantifying  each  member  of  the  staff  participation 
as  to  one  hour  for  alcohol  treatment  services,  one-half 
hour  for  drugs,  three  hours  for  public  health,  and  so 
forth.  Also,  imagine  the  quality  audit  procedures 
needed  on  a piece-by-piece  basis. 

Federal  and  state  agencies  must  address  them- 
selves to  the  current  chaotic  levels  of  local  partici- 
pation and  funding.  In  addition,  “quicksand”  fi- 
nancing, or  “now  you  see  it,  now  you  don't,”  will 
never  enable  providers  to  program  a decent  inte- 
grated service  to  the  public. 

The  ideal  of  effectively  and  efficiently  delivering 
good  care  to  patients  cannot  be  reached  without , 
imagination,  stamina,  and  good  will.  We  have  all 
three  of  these  in  Suffolk  County.  Now  what  is 
needed  is  stability  in  financing,  hopefully  achieved 
through  National  Health  Insurance.  A great  deal  of 
the  department’s  efforts  are  currently  being  ex- 
pended in  standard  setting  and  performance  moni- 
toring, both  in  the  centers  directly  operated  by  the 
county,  and  in  those  operated  bv  contract.  An  in- 
depth  evaluation  is  made  at  least  once  annually  and 
preferably  more  frequently  for  all  clinical  services. 
This  evaluation  is  reviewed  when  contracts  are  to  be 
renewed,  and  additional  provisions  are  provided  in 
these  contracts  to  make  them  more  accountable  to 
the  county  and  more  desirable  to  the  public. 

Critique 

Why  is  the  single  health  agency  succeeding  in 
Suffolk  County  when  the  health  superagency  failed 
in  New  York? 

1.  In  New  York  City  there  was  the  imposition  of  a 
layer  of  authority  over  the  commissioners  with  little 
delineation  of  the  duties  of  the  superagency  versus  the 
old  departments. 

2.  In  New  York  City,  the  preexisting  departments 
of  health,  mental  health,  and  medical  examiner  were 
left  intact,  with  their  respective  commissioners  still 
charged  with  their  previous  responsibility  and  authori- 
ty. This  has  been  obviated  in  Suffolk  County  by  eras- 
ing independent  departments  and  consolidating  all 
functions  into  one  department.  There  is  only  one 
commissioner.  This  also  has  eliminated  the  confusion 
that  was  present  in  New  York  City  of  “will  the  real 
health  officer  stand  up?”  The  commissioner  of  health 


services  is  also  the  county  health  officer  and  the  State 
commissioner  of  health's  representative. 

3.  The  modus  operandi  of  the  health  services  ad- 
ministration, as  the  health  superagency  was  called  in 
New  York  City,  was  such  that  commissioners  and  dep- 
uty and  assistant  commissioners  were  bypassed  by  su- 
peragency staff  in  favor  of  working  directly  with 
project  or  program  staff.  This  style  of  operation,  com- 
monly called  flat  administration,  led  to  hard  feelings 
and  much  antagonism  among  the  top  administrative 
staff. 

4.  The  assignment  of  untrained  staff  from  health 
services  administration  to  evaluate  health  programs, 
while  circumventing  contact  with  the  supervisor  of  the 
program,  allowed  errors  in  information  and  judgment 
to  go  uncorrected  until  wide  distribution  of  such  cri- 
tiques had  been  made. 

5.  Not  the  least  of  the  problems  in  New  York  City 
was  the  resistance  of  existing  staff  to  nonmedical  per- 
sonnel making  medical  and  health  policy  decisions. 

6.  Unlike  New  York  City,  many  key  positions  were 
vacant  in  Suffolk  County,  awaiting  the  appointment  of 
the  health  commissioner.  These  positions  were  filled 
by  the  new  commissioner  and  exist  at  his/her  plea- 
sure. 

7.  The  rapid  turnover  of  health  commissioners  in 
New  York  City  weakened  the  health  department  there. 
Commissioners  are  appointed  and  dismissed  by  the 
mayor.  From  1962  to  1975  there  have  been  six  com- 
missioners or  acting  commissioners.  In  Suffolk  Coun- 
ty the  commissioner  of  health  services,  who  is  also  the 
health  officer  of  the  county  as  well  as  the  local  State 
health  department  representative,  is  appointed  by  the 
county  executive,  confirmed  by  the  legislature,  and  has 
a six-year  term.  This  eliminates  frequent  political  in- 
cursions into  the  appointment  of  key  personnel  based 
on  personality  incompatibility. 

8.  The  programs  of  the  Department  of  Health  Ser- 
vices are  critically  reviewed  by  both  the  executive  and 
legislative  branches  of  government.  In  Suffolk  Coun 
ty  the  department  is  fortunate  to  have  bipartisan  sup- 
port. Ultimately,  such  support  can  only  increase  our 
responsiveness  to  the  people  of  Suffolk  County  whom 
we  all  serve. 

Summary 

The  consolidation  of  governmental  health  func- 
tions in  a county  of  1.13  million  persons  and  1,000 
square  miles  has  led  to  greater  productivity  and 
greater  reimbursement,  and,  what  is  more  important, 
to  health  programs  of  high  quality  responsive  to  the 
needs  of  the  residents.  We  believe  the  single  health 
agency  concept — as  we  have  put  it  into  practice  in 
Suffolk  County,  New  York — is  a superior  organiza- 
tional model  for  governmental  health  services. 
Coupled  with  the  voluntary  and  private  health  sec- 
tors, government  health  programs  so  organized  are 
capable  of  developing  and  providing  effective  and 
efficient  health-care  services. 
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Any  plan  of  treatment  for  hack  pain  to  he  success- 
ful must  correlate  with  its  etiologic  element.  Our 
interest  focuses  on  hack  pain  that  does  not  require 
surgical  intervention  for  its  correction  and  that  in  the 
main  results  from  underexercise  and  overstress.1-2 

Ftiologically,  back  pain  often  reflects  the  impact 
of  our  present-day  mechanized  society,  one  in  which 
physical  activity  is  unneeded  and  frequently  difficult 
to  obtain.  Also,  it  denotes  a society  in  which  many 
mental  tension-producing  stimuli  overstress  sus- 
ceptible individuals. 

Exercising  needs 

We  were  first  made  aware  of  the  role  of  underex- 
ercise and  overstress  in  the  etiology  of  back  pain  in 
a group  hack  clinic  organized  by  Barbara  Stimson. 
M l).,  at  the  Columbia- Presbyterian  Medical  Center 
in  194b.  In  this  clinic,  orthopedic  surgeons,  neuro- 
surgeons. neurologists,  internists,  rheumatologists, 
psychiatrists,  radiologists,  and  specialists  in  physical 
therapy  cooperated  in  the  examination  of  over  9,000 
patients.  'Phis  constituted  a much  broader  spectrum 
of  patients  with  hack  pain  than  would  be  found  in  a 
referred  specialty  practice. 

It  was  found  that  only  17  percent  of  all  patients 


examined  demonstrated  an  organic  lesion  such  as 
intervertebral  disk  disease,  rheumatoid  arthritis, 
benign  or  malignant  tumor,  and  infection  or  fracture. 
I’he  remainder,  approximately  80  percent,  showed 
no  such  pathologic  factors.  These  “healthy  pa- 
tients." however,  failed  one  or  more  of  six  tests  of 
strength  and  flexibility  of  key  posture  muscles.  The 
Kraus  Weber  tests  were  used  for  this  evaluation  to 
check  minimum  muscular  fitness  of  individuals  to 
see  if  they  were  strong  enough  to  manage  body 
weight  and  flexible  enough  to  deal  with  body  size 
(Fig.  1).'  r> 

After  several  years  of  observation,  we  became 
convinced  that  a rational  exercise  program,  including 
relaxation  missing  from  almost  all  customarily 
given  hack  programs  could  restore  qualified  pa- 
tients to  a normally  active  and  pain-free  life.'’  !* 

Program  founding 

The  program  was  individualized  and  prescribed 
according  to  the  muscle  deficiencies  found  rather 
than  f unctioning  as  an  unalterable  program  of  exer- 
cises for  all  comers.  It  was  soon  found  that  almost 
all  patients  needed  relaxation  training  as  well  as 
limbering,  stretching,  and.  less  frequently, 
strengthening  exercises.  These  patients  were  helped 
in  a large  percentage  by  t hese  exercises.  In  follow-up 
examination  it  was  found  that  as  patients  returned 
to  their  sedentary  and  stressful  lives,  discomfort  re- 
curred hut  disappeared  again  when  they  resumed 
their  exercises.2-'’2' 

Instructor  training 

In  an  evaluation  of  this  program  by  a study  of  238 
patients  followed  for  from  two  to  eight  years,  it  was 
found  that  the  symptoms  of  these  patients  dimin- 
ished. together  with  increased  muscle  strength  and 
flexibility  ( Fig.  2). 2 

The  number  of  hack-pain  sufferers  is  too  large  to 
do  justice  to  all  of  them,  either  in  private  practice  or 
in  hospital  clinics.  Therefore,  the  idea  of  resorting 
to  group  programs  in  selected  cases  occurred  to  us. 
A pilot  program  was  started  at  several  New  York  City 
YMCAs  where  physical  fitness  educators  were 
trained  in  an  exercise  program  that  included  simple 
relaxation  training,  limbering  and  warm-up  exercises, 
abdominal  strengthening  exercises  and.  by  reversing 
the  sequence  of  exercises,  cool-off  exercises,  and  fi- 
nally relaxation  again.  In  a two-day  training  session, 
these  physical  fitness  educators  were  familiarized 
with  the  six  Kraus-Weber  tests  and  instructed  in  the 
conduct  of  the  exercise  program  and  its  philosophy. 
After  a feasibility  study,  300  physical  f itness  educa- 
tors were  trained  across  the  country  by  the  senior 
author  (H.  K.)  and  the  program’s  national  consultant 
(A.  M.):  they  visited  key  cities  representing  geo- 
graphical regions  of  the  YMCA  and  personally  con- 
ducted two-day  theoretic  and  practical  seminars  to 
train  these  physical  fitness  educators.  A training 
program  for  teachers  to  train  other  physical  fitness 
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FIGURE  1 . Kraus-Weber  tests  for  minimum  muscular  fitness.  1 . Sit  up  from  prone  position,  hands  behind  neck,  legs  straight, 
ankles  held  down.  2.  Same  with  knees  flexed.  3.  Raise  both  legs  straight  to  30-degree  angle,  hold  for  10  seconds.  4. 
Lie  prone  with  pillow  under  hips.  Keep  trunk  raised,  hands  behind  neck,  for  10  seconds.  5.  Same  position,  both  legs  raised 
for  10  seconds.  6.  With  knees  straight,  slowly  reach  down  toward  floor. 


233  PATIENTS  PAIN  A ho  DISABILITY 


FIGURE  2.  Evaluation  of  patients  with  chronic  back  pain 
in  Back  Clinic,  Presbyterian  Hospital,  New  York  City,  1946. 
Left:  at  time  of  discharge  from  treatment:  right:  two  to  eight 
years  later.  Good:  asymptomatic,  normal  K-W  (Kraus- 
Weber)  test  results;  fair:  occasional  discomfort,  some  K-W 
test  results  failures;  poor:  slight  or  no  improvement. 

educators  is  now  established. 

An  operating  policy  offers  instructor’s  training  to 
selected  part-time  staff  and  full-time  professional 
employees  of  YMCAs  of  the  United  States  and 
Canada.  'These  instructors  so  trained  are  not  per- 
mitted to  train  others  conducting  the  program.  This 
function  is  performed  by  YMCA  physical  education 


regional  instructor  trainers  who  have  received  spe- 
cialized training  in  instructor-training  workshops  to 
perform  this  function.  Trainers  conducting  in- 
structor-training workshops  agree  to  follow  the 
guidelines  of  a highly  specialized  manual  developed 
specifically  for  this  purpose  and  coordinated  by  the 
national  consultant,  in  consultation  with  the  regional 
YMCA  physical  education  specialist  and  the  regional 
instructor  trainer. 

A medical  advisory  committee,  appointed  by  the 
national  YMCA  program  policy  board,  is  responsible 
for  the  overall  direction  of  the  “Y’s  Way  to  a Healthy 
Back”  program.  The  medical  advisory  committee 
determines  the  operating  policies,  reviews  and  ap- 
proves all  materials,  provides  direction  and  monitors 
research,  and  structures  t he  program  to  make  certain 
that  it  meets  the  highest  possible  standards  and 
safety. 

Facilities 

The  YMCA  operates  close  to  2,000  facilities  ideally 
situated  for  this  program;  it  is  located  in  235  urban 
centers  with  a combined  population  of  147  million, 
encompassing  70  percent  of  our  population.  The 
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YMCA  has  3,093  staff  personnel  trained  as  admin- 
istrators, educators,  and  instructors,  and  thousands 
of  registered  volunteers.  A conveniently  located 
YMCA  facility  will  make  most  efficient  use  of  exist- 
ing space  and  expertise,  keeping  participant  costs 
low.10 

The  YMCA  is  a respected  leader  in  exercise  pro- 
grams. Currently,  hospitals,  universities,  the 
American  Heart  Association,  private  physicians,  and 
other  agencies  are  cooperating  with  175  YMCAs  in 
physical  fitness  programs. 

National  program 

In  March,  1976,  the  YMCA  established  the  “Y’s 
Way  to  a Healthy  Back”  as  a national  program. 

The  YMCA  offers  six-weeks’  courses  meeting  twice 
weekly  at  the  Y for  people  with  back  pain,  and  open 
to  men  and  women;  no  more  than  15  persons,  at  most, 
are  trained  in  one  group.  The  exercise  sessions  start 
with  relaxation  and  limbering  exercises;  gradually 
more  demanding  exercises  are  added,  one  at  each 
session.  Only  in  the  last  week  do  patients  progress 
to  a limited  number  of  standing  exercises,  most  being 
in  a recumbent  position.  A full  description  of  the 
exercise  course  is  available  in  an  illustrated  manu- 
al.* 

Home  exercise 

A home  exercise  program  is  an  integral  part  of  the 
course.  Guideline  assistance  for  home  exercise  is 
provided  by  an  illustrated  manual  and  a tape  cas- 
sette. Only  those  exercises  given  by  the  instructor, 
and  no  more,  are  to  be  performed  at  home.  Exercises 
are  to  be  done  exactly  as  taught  in  class;  each  exercise 
is  performed  only  three  times,  once  or  twice  a day,  at 
the  most  convenient  relaxed  time  for  the  participant. 
Any  exercise  causing  pain  or  discomfort  is  to  be  dis- 
continued and  the  instructor  consulted  at  the  next 
Y session. 

It  has  been  our  personal  experience  that  patients 
do  not  exercise  correctly  on  their  own,  particularly 
if  the  exercise  program  is  not  carefully  delineated  and 
completely  understood.  We  are  also  aware  that 
heretofore  no  nationally  standardized  exercise  pro- 
gram has  been  available  to  the  American  public. 

Individualization 

Therapeutic  exercises  do  not  differ  from  medica- 
tion. The  wrong  medicine  or  an  overdose  does  more 
harm  than  good.  This  truism  applies  equally  to 
therapeutic  exercises  designed  especially  to  provide 
relaxation  and  flexibility  as  well  as  strength.  The  Y 
program  has  such  a design,  and,  of  equal  importance, 
it  is  supervised  and  individualized  as  indicated.  This 
means  that  whether  you  live  in  New  York  City  or  in 
Cheyenne,  Wyoming,  the  exercise  program  has  the 
same  context  under  coordinated  supervision. 

* The  Official  Exercise  Manual  may  be  obtained  through  Mr. 
Alexander  Melleby,  Pacific  Region  YMCA,  3080  La  Selva,  San 
Mateo,  California  94403. 


FIGURE  3.  Results  of  pain  questionnaire,  421  participants, 
19  YMCAs.  Excellent:  all  pain  disappeared,  can  do  ev- 
erything; good:  much  less  pain,  can  do  most  things;  fair: 
less  pain,  can  do  more  things;  poor:  slightly  less  pain  or  no 
improvement. 

Results 

The  results  of  the  course  to  date  are  encouraging 
and  confirm  the  primary  assumption  that  a large 
percentage  of  back  pain  is  related  to  muscle  weak- 
ness, diminished  flexibility,  and  tension. 

An  overview  of  the  results  was  obtained  from  a 
questionnaire  filled  out  by  the  participants  at  the 
beginning  of  the  course  and  a duplicate  questionnaire 
completed  at  the  end  of  the  six-weeks’  course.  The 
questionnaire  was  designed  to  elicit  information  re- 
garding pain  in  three  categories  of  inquiry.  First,  a 
subjective  assessment  of  the  intensity  of  pain;  second, 
frequency  of  pain  occurrence;  and,  third,  the  degree 
to  which  pain  interferes  with  normal  daily  routine. 
In  addition,  comparative  evaluation  of  the  Kraus- 
Weber  tests  given  both  at  the  beginning  and  the  end 
of  the  course  was  tabulated  by  the  instructors  to 
provide  a record  of  these  data.  Finally,  the  ques- 
tionnaire solicited  information  regarding  the  fre- 
quency and  quality  of  the  home  exercise  program. 

We  are  reporting  the  results  of  the  back  pain 
questionnaire  filled  out  by  421  subjects  who  com- 
pleted the  course  in  19  YMCAs.  The  results  are 
scored  as  follows: 

Excellent:  all  pain  disappeared,  can  do  every- 

thing— 29.27  percent. 

Good:  much  less  pain,  can  do  most  things — 36.23 
percent. 

Fair:  less  pain,  can  do  more  things— 25.23  per- 
cent. 

Poor:  slightly  less  pain  or  no  improvement — 9.27 
percent. 

Thus  it  is  apparent  that  65  percent  of  the  partici- 
pants were  in  the  excellent  or  good  categories,  an- 
other 25  percent  were  improved,  and  only  9 percent 
were  unimproved  (Fig.  3).  We  believe  these  pre- 
liminary statistics  fully  vindicate  the  conception  and 
implementation  of  this  program. 

Today  there  is  justifiable  emphasis  on  the  cost  of 
health  care.  In  this  regard  the  Y program  described 
is  in  an  admirable  position.  The  cost  of  the  six- 
weeks’  course  approximates  $30  for  YMCA  members 
and  $50  for  nonmembers,  with  a small  additional 
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charge  for  the  Official  Exercise  Manual  and  the 
home  use  tape  cassette.  These  figures  are  advanced 
to  show  that  the  cost  is  indeed  nominal.  Any  cost 
fluctuation  is  at  the  discretion  of  YMCA  authori- 
ty. 

The  support  of  the  medical  profession  for  this 
program  is  earnestly  solicited  in  the  belief  that  it  is 
of  considerable  public-health  value  and  will  be  of 
assistance  to  physicians  and  surgeons  who  may  wish 
to  refer  suitable  patients.  Originally,  it  was  intended 
that  the  program  be  limited  only  to  participants  re- 
ferred by  their  physicians;  each  participant  is  re- 
quired by  the  YMCA  to  sign  a form  acknowledging 
permission  from  his  personal  physician  to  take  this 
simple  exercise  program. 

Without  being  conceptually  paradoxic,  it  soon 
became  apparent  that  to  limit  the  course  only  to 
participants  referred  by  their  physicians  was  un- 
feasible. Many  who  heard  of  the  course  and  sought 
to  enroll  were  not  physician-referred  and  did  not  wish 
to  be  excluded  by  this  requirement.  Therefore,  the 
program  was  made  available  to  all  interested  with  the 
requirement  that  their  personal  physician  approve  ' 
participation.  It  is  hoped  that  physicians  will  en- 
dorse and  avail  themselves  of  this  program  for  suit- 
able patients  and  give  support  to  this  voluntary  na- 
tional organizational  health-care  effort. 

Conclusion 

In  summary,  the  “Y’s  Way  to  a Healthy  Back”  is 
a carefully  constructed  and  instructed  exercise  pro- 
gram designed  to  correct  and  prevent  back  pain  re- 
lated to  muscle  weakness,  diminished  flexibility,  and 


Public  confidence  declines 
in  federally  run  health  plan 

There  has  been  a significant  decline  in  the  number  of 
Americans  who  want  to  see  a national  health  care  plan 
administered  and  controlled  by  the  Federal  government. 

At  the  same  time  there  has  been  an  increased  interest 
in  having  health  care  administered  by  local  organiza- 
tions. 

These  are  the  findings  of  a Gallup  survey  made  public 
this  winter.  The  poll  compared  public  attitudes  toward 
various  proposals  for  delivery  of  health  care  in  1972  and  in 
1976. 

The  question  asked  of  those  polled  in  1972  and  again  in 
1976  was: 

“Congress  may  soon  pass  some  form  of  national  healt  h 
insurance  partly  paid  for  out  of  taxes.  Who  would  you 
prefer  to  run  this  program?” 

Four  years  ago  40  percent  of  those  polled  said  they  would 
prefer  the  Federal  government.  In  1976  this  figure 
dropped  to  28  percent. 

In  1972,  13  percent  favored  a health  plan  run  by  local 
citizen  organizations  and  doctors.  This  figure  increased 
to  20  percent  in  1976.  And  those  favoring  a program  run 
by  local  government  increased  from  7 percent  to  1 1 percent 
in  the  four  years.  Preferences  for  state  government  or 
insurance  company  supervision  remained  about  the 


muscle  tension.  A preliminary  evaluation  of  the 
results  of  this  program  completed  by  421  participants 
in  19  YMCAs  is  most  encouraging. 

At  present,  there  are  447  trained  professional  in- 
structors in  444  YMCAs  across  the  country  using  this 
program.  This  past  year  approximately  12,000 
people  took  this  special  exercise  course. 

It  is  anticipated  that  by  the  end  of  1978  there  will 
be  1,000  instructors  trained  in  conducting  this  pro- 
gram, with  an  anticipated  40,000  participants  en- 
rolled. The  success  of  this  program  is  assured  by  ( 1 ) 
the  integrity  of  its  concept,  (2)  its  implementation  by 
the  YMCA,  and  (3)  the  endorsement  of  the  medical 
profession. 
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same. 

Another  key  question  in  the  poll  asked: 

“Which  health  care  system  do  you  think  would  be  the 
best  way  to  provide  adequate  medical  and  health  care  for 
all  people?” 

The  largest  proportion,  39  percent,  favored  a system  of 
compulsory  health  insurance  covering  everybody  who  has 
a job  and  his  or  her  family,  with  employers  and  employees 
sharing  the  costs,  and  the  Federal  government  providing 
health  insurance  only  for  people  who  do  not  have  jobs. 
This  figure  varied  only  1 percentage  point  in  four  years. 

However,  the  survey  shows  a decline  in  support  for  “the 
present  system  of  voluntary  medical  care”  and  an  increase 
in  support  for  a universal  system  paid  through  taxes. 
Support  for  the  present  system  declined  by  5 percentage 
points  between  1972  and  1976  (from  30  to  25),  while  sup- 
port for  a universal  system  increased  by  6 percentage  points 
(from  22  to  28). 

Nonetheless  a mixed  system  is  still  favored  by  most 
Americans.  If  those  favoring  the  present  system  (25  per- 
cent), is  added  to  those  who  favor  the  public/private  al- 
ternative (39  percent),  there  are  two  in  three  (64  percent) 
preferring  a combination  system  of  public  and  private 
participation. 

Both  surveys  were  conducted  among  representative 
national  samples  of  1,500  respondents  by  personal  inter- 
view. 
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Dissection  of  a cadaver  is  a basic  discipline  of 
medicine,  the  earliest  to  which  the  medical  student 
is  exposed,  and  it  cannot  be  evaded.  Knowledge  of 
human  anatomy  was  acquired  late  in  the  develop- 
ment of  the  healing  art.  It  came  with  the  practice  of 
human  dissection,  and  human  dissection  took  a long 
time  to  arrive.  Indeed,  dissection  of  human  bodies 
exposed  physicians  to  punishment  down  to  the 
Middle  Ages. 

Primitive  anatomy 

In  some  uncharted  time,  it  is  conceivable  that  a 
prehistoric  person  cut  into  a dead  body  with  sharp 
stone,  shell,  or  animal  tooth,  glanced  at  the  mysteries 
exposed  and  recoiled,  fearful  of  demoniacal  or  su- 
pernatural retribution.  Anatomic  learning  was  very 
primitive  in  ancient  Egypt;  nor  was  it  advanced  with 
the  practice  of  embalming,  since  mutilation  of  the 
dead  was  not  tolerated.  Practical  anatomy  of  cattle, 
sheep,  and  poultry  was  acquired  by  rabbis  who  ex- 
amined them  for  cleanliness.  Wound  anatomy  was 
described  by  Homer  in  the  Iliad  and  Odyssey. 
Hippocrates  and  Aristotle  had  never  opened  a human 
body,  since  ancient  Greeks  venerated  the  dead;  the 
former  knew  external  anatomy,  and  the  latter  prac- 
ticed animal  dissection.1 

An  interlude,  albeit  short,  emerged  in  Hellenic 
Alexandria  under  the  Ptolemies.  Herophilus  (300 
B.C.),  the  first  to  open  a dead  body  to  determine  the 
cause  of  disease,  and  F>asistratus  (310  to  250  B.C.) 
dissected  unburied  bodies.  When  it  toppled  the  last 
Ptolemy  (40  B.C.),  Rome  forbade  dissection  because 
of  faith  in  human  resurrection.  Rome  soon  became 
the  capital  of  the  civilized  world  and  the  haven  of 
Greek  medicine.  Celsus  (30  B.C.  to  50  A.D.),  a 
Roman,  described  hones;  and  Galen  (113  to  201 
A.I).),  a Greek,  who  recognized  the  value  of  anatomy, 


dissected  only  animals  and  left  a legacy  of  anatomic 
and  physiologic  confusion  revered  and  unchallenged 
for  over  1,400  years.1,2 

In  the  Middle  Ages,  from  Galen’s  death  to  the 
Renaissance,  man  was  occupied  with  demons,  sor- 
cery, witchcraft,  exorcism,  and  astrology.  He  lived 
in  filth,  and  was  plagued  by  famine  and  epidemics  of 
cholera,  leprosy,  scabies,  influenza,  typhus,  syphilis, 
and  Black  Death.  Arabs  who  preserved  the  writings 
of  the  ancients,  abstained  from  dissection  owing  to 
religious  doctrines.  Only  in  Italy  and  F ranee,  despite 
Boniface  VII  (1300)  who  forbade  human  dissection, 
was  darkness  dispelled  slightly  with  the  advent  of 
medieval  universities.  At  Salerno,  one  human  dis- 
section was  permitted  every  five  years,  and  dissection 
of  dogs,  hogs,  and  apes  was  reintroduced. 

Early  human  dissection 

At  Bologna,  Mondino  de  Luzzi  (1216  to  1326],  the 
first  European  to  dissect  the  human  body  publicly, 
stated;  “I  propose  to  compose  a work  in  medicine  for 
my  students.”  He  wrote  Anothomia  (1316),  the 
earliest  human  anatomy  book.  It  was  brief,  concise, 
without  illustrations,  included  all  of  Galen’s  errors, 
served  medical  students  until  the  sixteenth  century, 
and  was  immensely  influential. 3-5  Berengario  da 
Carpi  (1470  to  1550)  of  Bologna  inserted  correct  an- 
atomic illustrations  to  the  text,  prior  to  which  only 
crude  schematic  drawings  were  available,  and  added 
new  observations  and  criticism  of  authority  ( Com - 
mentaria,  1521  and  1522). 2,4-7  Mondino’s  successors 
in  the  pre-Vesalian  era  sat  on  a high  chair  reading 
from  Galen  or  Mondino,  while  a barber-surgeon 
dissected  and  an  assistant  pointed  to  exposed  parts.  < 
Dissection  was  open  to  the  public,  and  a concert, 
theater,  or  banquet  frequently  followed.7  In  1552, 
a theater  for  dissection  was  opened  in  Venice;  a per- 
manent anatomic  theater  was  constructed  in  Padua 
in  1594  and  a year  later  in  Bologna.4 

In  medieval  France,  the  importance  of  anatomy 
was  taught  by  Guy  de  Chauliac  (1300  to  1368),  sur- 
geon to  the  Avignon  Popes  (1319  to  1378),  and  Henri 
de  Mondeville  (1260  to  1320),  his  teacher,  who  had 
dissected  at  Bologna  and  then  taught  from  anatomic 
charts  at  Montpellier,  where  a theater  for  dissection 
was  built  in  1556. 7 9 Ambroise  Pare  (1510  to  1590) 
learned  his  anatomy  from  Vesalius.5,6 

The  Renaissance 

The  Renaissance  (1438  to  1600)  awakened  the 
minds  of  men.  Classics  became  available  with  the 
invention  of  printing  ( 1 450);  Turks  conquered  Con- 
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stantinople  (1453),  and  Byzantine  scholars  fled  and 
wandered  over  Europe  spreading  their  knowledge; 
Luther  (1483  to  1546)  split  the  power  of  the  church; 
and  Copernicus  (1473  to  1543)  set  the  sun  in  the 
center  of  the  universe.  Heretics  were  cruelly  per- 
secuted: Galileo  (1564  to  1643)  disputed  Aristotle 
in  his  Pisa  experiment  and  was  forced  to  renounce 
Copernicus  on  his  knees;  Servetus  (1509  to  1553), 
who  discovered  the  pulmonary  circulation,  was 
roasted  alive  with  his  books  used  as  fuel,  a victim  of 
Calvin  in  Geneva;  and  anatomist  Charles  Estienne 
(1503  to  1564)  died  in  a dungeon.9  11 

Anatomic  texts 

In  the  fifteenth  and  sixteenth  centuries,  certain 
Florentine  artists,  such  as  Michelangelo  and  Raphael, 
seeking  accuracy  in  portraying  the  human  body, 
practiced  dissection,  which  was  part  of  the  curricu- 
lum in  the  Florentine  “Bottega.”  Leonardo  da  Vinci 
(1452  to  1519)  made  over  750  anatomic  sketches  of 
superb  scientific  fidelity  that  none  other  ever  ap- 
proached in  artistic  beauty,  prior  to  von  Sommering 
(1755  to  1830)  and  Scarpa  (1747  to  1832).  They  too 
combined  anatomic  truth  and  artistically  beautiful 
representations.  Leonardo’s  drawings  were  dis- 
covered in  the  royal  library  of  George  III;  they  were 
published  by  William  Hunter  (1718  to  1783)  who 
declared  them  the  work  of  “the  greatest  anatomist 
of  his  epoch.”  3,5,12  Leonardo  vividly  described  the 
limitations  to  dissection:  “But  though  possessed  of 
an  interest  in  the  subject . . . deterred  by  natural  re- 
pugnance . . . the  fear  of  passing  the  night  hours  in 
the  company  of  those  corpses  quartered  and  flayed, 
and  horrible  to  behold.”  13 

In  the  same  year  (1543)  that  Copernicus  published 
On  the  Revolution  of  the  Celestial  Spheres,  a 29- 
year-old  professor  of  anatomy  at  Padua,  Andreas 
Vesalius  (1514  to  1563),  founded  modern  anatomy, 
revolutionized  teaching  (he  dissected,  and  was  not 
a barber-surgeon),  and  overthrew  prevailing  Galenic 
anatomy.  De  Humani  Corporis  Fabrica  Libri  Sep- 
tem  was  a bold,  independent,  and  brilliant  tome  that 
shed  the  shackles  of  Galen  and  liberated  anatomy 
from  the  influence  of  Mondino.4  He  showed  that 
Galen’s  was  animal  anatomy  and  erred  in  description 
of  the  clavicle,  a missing  rib,  five-lobed  liver,  bicor- 
nuate  uterus,  seven-segmented  sternum,  and  porous 
interventricular  septum.  His  followers  (Eustachius, 
Fallopius,  and  Fabricus)  carried  dissection  into  re- 
mote parts  of  the  body.1,3,5,6  Human  dissection 
learned  at  Padua  equipped  William  Harvey  (1578  to 
1657)  for  the  experiments  that  led  to  De  motu  cordis 
(1628),  and  at  Bologna  led  to  discovery  by  Malpighi 
(1628  to  1694)  of  the  capillaries,  which  completed 
Harvey’s  circulation  of  the  blood.10 

The  story  of  anatomy  in  England  began  with  a 
translation  of  Galen’s  anatomy  by  a humanist  at 
Oxford,  Thomas  Linacre  (1460  to  1524).  A human 
dissection  was  first  performed  (1531)  by  Dr.  David 
Edwardes  who  published  a Galenic  Introduction  to 


Anatomy  in  1532. 1415  Henry  VIII  allowed  barbers 
and  surgeons  (1540)  to  anatomize  annually  “foure 
persons  put  to  death  for  feloni.”  1(1  The  College  of 
Physicians,  founded  by  Linacre,  was  granted  the 
same  privilege  (1565)  by  Elizabeth,  and  John  Caius 
(1510  to  1573)  was  the  dissector  (reader)  from 
Galen.15 

Gray's  Anatomy 

A number  of  books  on  dissection  and  anatomy 
were  published,  the  most  popular  of  which  was  by  Dr. 
Henry  Gray,  F.R.S.  (Fellow,  Royal  College  of  Sur- 
geons) (1825  to  1861),  a 31-year-old  anatomy  dem- 
onstrator at  St.  George’s  Hospital,  in  1858.3,17,18  Its 
advantage  was  logical  arrangement,  practical  aspects, 
and  drawings  of  merit  and  didactic  value.  One  year 
later  an  American  edition  followed;  and  “Gray  be- 
came such  an  authority  in  gross  anatomy  in  America 
that  to  many  the  two  terms  were  synonymous.”  19 
No  one,  despite  favorable  reviews,  would  have  pre- 
dicted its  amazing  durability.1718’20  There  was  a 
twenty-ninth  American  printing  and  a thirty-fifth 
in  the  British  Isles  in  197  3. 20  The  first  American 
edition  of  747  pages  and  363  illustrations  was  edited 
by  R.  J.  Dunglison,  and  the  current  volume  of  1,466 
pages  and  1,178  illustrations  was  edited  by  Charles 
Mayo  Goss,  whose  predecessors  included  such  illus- 
trious names  as  W.  W.  Keen  and  Jacob  M.  Da 
Costa.1  -18, 20  Its  survival  can  be  attributed  to  “ . . . 
distinguished  editors  and  gifted  draughtsman  who 
made  Gray’s  Anatomy  an  institution.”  22 

Procuring  cadavers 

Since  dissection  was  not  otherwise  legalized,  and 
the  pursuit  of  cadavers  unlawful,  the  needs  of  private 
schools  of  anatomy  and  medical  schools  in  London, 
Edinburgh,  Glasgow,  Manchester,  and  Dublin  fos- 
tered “grave-robbing.”  Passage  of  the  Warburton 
Act,  July  19, 1832,  provided  pauper  bodies  and  ended 
“one  of  the  most  nefarious  trades  that  the  world  has 
ever  seen.”16,23-25 

In  America,  the  history  of  human  dissection  and 
its  final  acceptance  paralleled  that  of  the  mother 
country:  superstition,  grave-robbing,  hostility,  and 
legislative  indifference,  until  effective  state  laws, 
emulating  the  Pennsylvania  Anatomy  Act  of  1832, 
permitted  human  dissection  for  teaching  pur- 
poses.19,26 Nonetheless,  competitive  medical 
schools,  in  the  nineteenth  century,  supnlemented 
legal  sources  by  “body-snatching,”  despite  risks, 
severe  penalties,  and  violent  public  reaction.  Public 
aversion  was  manifested  by  property  damage,  injury, 
deaths,  and  forced  closure  or  relocation  of  medical 
schools.26-30  Yale,  Jefferson,  University  of  Penn- 
sylvania, and  Columbia  conferred  degrees  without 
an  anatomy  course  until  1846. 26 

John  Collins  Warren  (1778  to  1856),  professor  of 
anatomy  at  Harvard,  who  performed  the  historic 
operation  (1846)  on  a patient  under  anesthesia,  often 
depended  on  the  ingenuity  of  students  for  cadavers.30 
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The  agonizing  ordeal  of  the  anatomy  professor  at  that 
time  was  aptly  described  by  Warren:  “No  occur- 
rences in  the  course  of  my  life  have  given  me  more 
trouble  and  anxiety  than  the  procuring  of  subjects 
for  dissection."  He  certainly  would  have  been  a 
happier  professor  in  the  twentieth  century. 

49  Crest  I )rive 
South  Orange.  New  Jersey  07079 
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problems  in  immunization,  however,  stem  from  the  nature 
of  t he  disease  itselt.  Influenza  A virus  is  unique  in  its 
ability  to  mutate  periodically  to  an  extent  enabling  it  to 
circumvent  previous  immunity.  In  this  respect  it  is  en- 
tirely different  from  other  viral  diseases  for  which  suc- 
cessful vaccines  have  been  found.  It  is  known  that  minor 
shifts  occur  from  one  influenza  season  to  the  next,  hut  these 
are  less  difficult  to  deal  with,  so  that  about  50  percent 
protection  is  provided  by  vaccine  against  the  immediate 
antecedent  type.  The  real  problem  is  the  major  shifts  that 
develop  without  much  advance  warning  about  every  dec- 
ade. Kilhourne,  K I ).:  Influenza:  the  vaccines,  Hosp. 
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Obituaries 


F.  Paul  Ansbro,  M.D.,  of  Breezy  Point,  died  on  March 
21  at  the  age  of  77.  Dr.  Ansbro  graduated  in  1928  from 
Marquette  University  School  of  Medicine.  He  was  a 
consulting  anesthesiologist  at  Kings  County  Hospital 
Center,  Mary  Immaculate,  Swedish,  and  Holy  Family 
Hospitals.  Dr.  Ansbro  was  a Diplomate  of  the  American 
Board  of  Anesthesiology,  a Fellow  of  the  American  College 
of  Anesthesiologists,  and  a member  of  the  American  So- 
ciety of  Anesthesiologists,  Inc.,  the  New  York  Academy  of 
Medicine,  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Mervyn  V.  Armstrong,  M.D.,  of  Amityville,  died  on  April 
2 at  the  age  of  85.  Dr.  Armstrong  graduated  in  1920  from 
Long  Island  College  Hospital.  He  was  a consulting  ob- 
stetrician and  gynecologist  at  Long  Island  College  Hospital. 
Dr.  Armstrong  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  a Fellow  of  the  Interna- 
tional College  of  Surgeons,  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Liese  Auerbach,  M.D.,  of  New  York  City,  died  on  March 
16  at  the  age  of  76.  Dr.  Auerbach  received  her  medical 
degree  from  the  University  of  Cologne  in  1924.  She  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Ira  Jay  Berlove,  M.D.,  of  Hollywood,  Florida,  formerly 
of  New  York  City,  died  on  April  10  at  the  age  of  78.  Dr. 
Berlove  graduated  in  1925  from  Syracuse  University  Col- 
lege of  Medicine.  He  was  a consulting  otolaryngologist  at 
Misericordia  Hospital  Medical  Center.  Dr.  Berlove  was 
a Diplomate  of  the  American  Board  of  Otolaryngology,  a 
Fellow  of  the  International  College  of  Surgeons,  and  a 
member  of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  American  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery,  the  New  York  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Raymond  P.  E.  Boyle,  M.D.,  of  Floral  Park,  died  on 
March  19  at  the  age  of  79.  Dr.  Boyle  graduated  in  1921 
from  Queen’s  University  Faculty  of  Medicine.  He  was  a 
member  of  the  American  Geriatrics  Society,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Arnold  S.  Breakey,  M.D.,  of  New  York  City  and  Larch- 
mont,  died  on  March  16  at  the  age  of  55.  Dr.  Breakey 
graduated  in  1950  from  Cornell  University  Medical  College. 
He  was  an  attending  ophthalmologist  at  Lenox  Hill  Hos- 
pital and  a consulting  ophthalmologist  at  St.  Agnes  Hos- 


pital. Dr.  Breakey  was  a Diplomate  of  The  American 
Board  of  Ophthalmology,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Ruth  H.  Pilpel  Brickner,  M.D.,  of  Hastings-on-Hudson, 
died  on  February  21  at  the  age  of  76.  Dr.  Brickner  grad- 
uated in  1925  from  Columbia  University  College  of  Phy- 
sicians and  Surgeons.  She  was  a member  of  the  Academy 
of  Psychosomatic  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Abraham  J.  Cheron,  M.D.,  of  Brooklyn,  died  on  De- 
cember 1 1 at  the  age  of  70.  Dr.  Cheron  graduated  in  1930 
from  New  York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  assistant  in  medicine  at  Williams- 
burgh  General  Hospital.  Dr.  Cheron  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Jean  Alonzo  Curran,  M.D.,  retired,  of  Cambridge, 
Massachusetts,  formerly  of  Brooklyn,  a physician  long 
prominent  in  New  York  medicine  and  medical  education, 
died  on  January  16,  1977.  Dr.  Curran  graduated  in  1921 
from  Harvard  Medical  College.  He  became  Dean  of  the 
Long  Island  College  of  Medicine  in  1937  and  was  serving 
as  President  when  that  institution  merged  with  the  State 
of  New  York  to  form  the  Downstate  Medical  Center  in 
1950.  He  was  appointed  Dean.  In  1954  he  was  made  As- 
sociate Executive  Dean  for  Medical  Education,  serving 
until  retirement  to  Cambridge,  Massachusetts,  two  years 
later.  In  Cambridge,  Dr.  Curran  served  with  the  Bingham 
Associates  which  related  certain  hospital  programs  of  rural 
Maine  to  the  Tufts  Medical  Center.  He  was  a consultant 
to  the  U.S.  Agency  for  International  Development  and  the 
World  Health  Organization  for  medical  schools  in  Korea, 
Bangladesh,  the  Philippines,  and  elsewhere.  His  interest 
in  history  of  medicine  found  expression  in  his  last  years 
with  the  publication  of  “Founders  of  the  Harvard  School 
of  Public  Health  1909  to  1946,  with  Biographical  Notes. 
He  was  born  in  Ironwood,  Michigan,  the  son  of  a home 
missionary.  For  seven  years  Dr.  Curran  was  hospital  di- 
rector, internist,  and  surgeon  at  Carleton-in-China  Mission 
Hospital,  Fenchow,  Shansi  Province,  China,  and  part  time 
dentist  in  a time  of  plague,  starvation,  and  war.  He  en- 
tered into  private  medical  practice  as  a member  of  the  staff 
of  The  Brooklyn  Hospital.  He  conducted  a study  of 
graduate  education  under  the  New  York  Committee  for  the 
Study  of  Hospital  Internships  and  Residencies.  Dr. 
Curran  served  for  more  than  40  years  as  dean  and  acting 
president  of  the  Long  Island  College  of  Medicine. 
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Charles  Samuel  Dale,  M.D.,  of  Elmira,  died  on  December 
28  at  the  age  of  86.  Dr.  Dale  graduated  in  1923  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  a 
member  of  the  Chemung  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Felix  Otto  Durham,  M.D.,  of  Tulsa,  Oklahoma,  formerly 
of  New  York  City,  died  on  F ebruary  7 at  the  age  of  78.  Dr. 
Durham  received  his  medical  degree  from  the  University 
of  Heidelberg  in  1921.  Retired,  he  was  a member  of  the 
American  Psychiatric  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Wilhelm  Eilbott,  M.D.,  of  New  York  City,  died  on  Janu- 
ary 31  at  the  age  of  81.  Dr.  Eilbott  received  his  medical 
degree  from  the  University  of  Frankfurt  in  1924.  He  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Henry  Feibes,  M.D.,  of  Santa  Barbara,  California,  for- 
merly of  The  Bronx,  died  on  March  3 at  the  age  of  85.  Dt. 
Feibes  received  his  medical  degree  from  the  University  of 
Munich  in  1915.  He  was  a Fellow  of  the  American  College 
of  Chest  Physicians  and  a member  of  the  Clinical  Society, 
New  York  Diabetes  Association,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Milton  Manheim  Finkel,  M.D.,  of  Brooklyn,  died  on 
January  28  at  the  age  of  64.  Dr.  Finkel  received  his  med- 
ical degree  from  the  University  of  Basel  in  1936.  He  was 
an  adjunct  physician  at  Kingsbrook  Jewish  Medical  Center 
and  an  assistant  physician  at  Jewish  Hospital  and  Medical 
Center  of  Brooklyn.  Dr.  Finkel  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Louis  George  Fournier,  M.D.,  of  Syracuse,  died  on  April 
1 at  the  age  of  72.  Dr.  Fournier  graduated  in  1928  from 
Syracuse  University  College  of  Medicine.  He  was  a senior 
obstetrician  and  gynecologist  at  St.  Joseph’s  Hospital 
Health  Center  and  a senior  attending  obstetrician  and 
gynecologist  at  Community-General  Hospital  of  Greater 
Syracuse.  Dr.  Fournier  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the  Syr- 
acuse Academy  of  Medicine,  the  Onondaga  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Paul  Freud,  M.D.,  of  Forest  Hills,  died  on  April  9 at  the 
age  of  82.  Dr.  Freud  received  his  medical  degree  from  the 
University  of  Vienna  in  1921.  He  was  an  emeritus  pedia- 
trician at  Metropolitan  Hospital  Center.  Dr.  Freud  was 
a Diplomate  of  the  American  Board  of  Pediatrics  and  a 
member  of  the  American  Academy  of  Pediatrics,  the 
American  Pediatric  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Elroy  Lincoln  Fulsom,  M.D.,  of  Lewiston,  died  on  March 
25  at  the  age  of  68.  Dr.  Fulsom  graduated  in  1933  from  the 


University  of  Buffalo  School  of  Medicine.  He  was  an  at- 
tending physician  in  general  practice  at  Mount  St.  Mary’s 
Hospital  of  Niagara  Falls.  Dr.  Fulsom  was  a member  of 
the  American  Academy  of  Family  Physicians,  the  Niagara 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Joseph  Francis  Gennaro,  M.D.,  of  Atlantic  Beach,  died 
on  March  4 at  the  age  of  88.  Dr.  Gennaro  graduated  in 
1916  from  Fordham  University  School  of  Medicine.  He 
was  a Fellow  of  the  International  College  of  Surgeons  and 
a member  of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  Y ork,  and  the  Amer- 
ican Medical  Association. 

Harry  David  Gold,  M.D.,  of  Brooklyn,  died  on  April  1. 
Dr.  Gold  graduated  in  1930  from  New  York  Medical  Col- 
lege. 

Max  Goldberg,  M.D.,  of  Jamaica  and  Kew  Gardens,  died 
on  March  11  at  the  age  of  71.  Dr.  Goldberg  graduated  in 
1929  from  Long  Island  College  Hospital.  He  was  an  hon- 
orary general  practitioner  at  Jamaica  Hospital.  Dr. 
Goldberg  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  American  Geriatrics  Society,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ottylia  Lucy  Goldberg,  M.D.,  of  New  York  City,  died  on 
October  9 at  the  age  of  78.  Dr.  Goldberg  received  her 
medical  degree  from  the  University  of  Lwow  in  1925.  She 
was  a member  of  the  American  Thoracic  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Bruno  L.  Griesman,  M.D.,  of  New  York  City,  died  on 
March  29  at  the  age  of  88.  Dr.  Griesman  received  his 
medical  degree  from  the  University  of  Heidelberg  in  1912. 
He  was  a senior  clinical  assistant  (off  service)  otolaryn- 
gologist at  The  Mount  Sinai  Hospital.  Dr.  Griesman  was 
a Diplomate  of  the  American  Board  of  Otolaryngology  and 
a member  of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Erastus  Ingham  Guller,  M.D.,  of  Hamilton,  died  on 
January  17, 1971,  at  the  age  of  77.  Dr.  Guller  graduated  in 
1921  from  Harvard  University  Medical  School.  He  was 
a member  of  the  Lewis  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Julius  Halpern,  M.D.,  of  New  York  City,  died  on  March 
4 at  the  age  of  77.  Dr.  Halpern  received  his  medical  degree 
from  the  University  of  Vienna  in  1925.  He  was  an  asso- 
ciate ophthalmologist  at  The  Bronx-Lebanon  Hospital 
Center.  Dr.  Halpern  was  a member  of  the  New  York  So- 
ciety for  Clinical  Ophthalmology,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frieda  Henkin,  M.D.,  of  New  York  City,  died  on  No- 
vember 16  at  the  age  of  75.  Dr.  Henkin  received  her 
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medical  degree  from  the  University  of  Kharkov  in  1923. 
She  was  a member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  George  Herbermann,  M.D.,  of  Paramus,  New 
Jersey,  formerly  of  New  York  City,  died  on  March  5 at  the 
age  of  92.  Dr.  Herhermann  graduated  in  1908  from  Co- 
lumbia University  College  of  Physicians  and  Surgeons.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arthur  Hollander,  M.I).,  of  The  Bronx,  died  on  March 
4 at  the  age  of  67.  Dr.  Hollander  graduated  in  1935  from 
the  University  of  Maryland  School  of  Medicine  and  College 
of  Physicians  and  Surgeons.  He  was  a consulting  obste- 
trician and  gynecologist  at  Pelham  Bay  General  Hospital 
and  an  attending  obstetrician  and  gynecologist  at  West- 
chester Square  Hospital.  Dr.  Hollander  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Obstetricians  and 
Gynecologists,  and  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Julius  Kaufman,  M.D.,  of  New  York  City,  died  on  Octo- 
ber 3 at  the  age  of  82.  Dr.  Kaufman  graduated  in  1917 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Solomon  J.  Lederman,  M.D.,  of  New  York  City,  died  on 
April  17  at  the  age  of  67.  Dr.  Lederman  became  a Licen- 
tiate of  the  Royal  College  of  Physicians  and  Surgeons  of 
Edinburgh  and  a Licentiate  of  the  Royal  Faculty  of  Phy- 
sicians and  Surgeons  of  Glasgow  in  1935.  He  was  an  at- 
tending psychiatrist  at  Gracie  Square  Hospital.  Dr. 
Lederman  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  (Psychiatry)  and  a member  of 
the  American  Psychiatric  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Charles  A.  Liberali,  M.D.,  of  Asheville,  North  Carolina, 
formerly  of  Flushing  and  Port  Washington,  died  on  Feb- 
ruary 25  at  the  age  of  66.  Dr.  Liberali  received  his  medical 
degree  from  the  University  of  Rome  in  1935.  He  was  a 
Diplomate  of  the  American  Board  of  Surgery  and  a Fellow 
of  the  American  College  of  Surgeons. 

Leo  A.  Lieberman,  M.D.,  of  Brooklyn,  died  on  February 
13  at  the  age  of  69.  Dr.  Lieberman  graduated  in  1932  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
an  assistant,  emeritus,  family  practitioner  at  Caledonian 
Hospital.  Dr.  Lieberman  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Raymond  Joseph  Lovett,  M.D.,  of  Syracuse,  died  on 
March  16  at  the  age  of  63.  Dr.  Lovett  graduated  in  1937 
from  Syracuse  University  College  of  Medicine.  He  was  a 
member  of  the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 


ican Medical  Association. 

John  Barron  McCarthy,  M.D.,  of  Brooklyn,  died  on 
December  17  at  the  age  of  73.  Dr.  McCarthy  graduated 
in  1935  from  Queen’s  University  Faculty  of  Medicine.  He 
was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Morris  Maslon,  M.D.,  of  Glens  Falls,  died  on  October  16, 
1975,  in  his  88th  year.  Dr.  Maslon  graduated  in  1910  from 
Baltimore  Medical  College.  He  was  an  honorary  pathol- 
ogist at  Glens  Falls  Hospital.  Dr.  Maslon  was  a Diplomate 
of  the  American  Board  of  Pathology  (Pathologic  Anatomy), 
a Fellow  of  the  American  College  of  Physicians,  a Fellow 
of  the  College  of  American  Pathologists,  and  a member  of 
the  Society  of  American  Bacteriologists,  the  American 
Society  of  Clinical  Pathologists,  the  American  Public 
Health  Association,  the  Pan  American  Medical  Associa- 
tion, the  Academy  of  Medicine,  the  Warren  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Apolinario  A.  Mateo,  M.D.,  of  Brooklyn,  died  on  Sep- 
tember 5 at  the  age  of  48.  Dr.  Mateo  received  his  medical 
degree  from  the  University  of  Santo  Tomas  in  1956.  He 
was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Sanford  Meyerowitz,  M.D.,  of  Rochester,  died  on  March 
12  at  the  age  of  50.  Dr.  Meyerowitz  graduated  in  1954  from 
the  University  of  Rochester  School  of  Medicine  and  Den- 
tistry. He  was  a senior  associate  psychiatrist  at  Strong 
Memorial  Hospital.  Dr.  Meyerowitz  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neurology  (Psy- 
chiatry) and  a member  of  the  American  Psychiatric  Asso- 
ciation and  the  American  Rheumatism  Association. 

John  J.  Morton,  Jr.,  M.D.,  of  Rochester,  died  on  March 
24  at  the  age  of  90.  Dr.  Morton  graduated  in  1913  from 
Johns  Hopkins  University  School  of  Medicine.  He  was  an 
emeritus  surgeon  at  Strong  Memorial  Hospital.  Dr. 
Morton  was  a Diplomate  of  the  American  Board  of  Surgery 
and  a member  of  the  American  Surgical  Association,  the 
American  Society  for  Clinical  Investigation,  the  American 
Society  for  Experimental  Pathology,  the  American  Asso- 
ciation for  Cancer  Research,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Karl  Pickard,  M.D.,  of  New  York  City,  died  on  March  20 
at  the  age  of  66.  Dr.  Pickard  graduated  in  1935  from  Long 
Island  College  of  Medicine.  He  was  an  adjunct  in  internal 
medicine  at  Jewish  Hospital  and  Medical  Center  of 
Brooklyn.  Dr.  Pickard  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  American 
Public  Health  Association,  the  American  Occupational 
Medicine  Association,  the  American  Geriatrics  Society,  the 
New  York  State  Society  of  Internal  Medicine,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Abraham  Prostkoff,  M.D.,  of  Brooklyn  and  Harriman, 
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died  on  March  17  at  the  age  of  67.  Dr.  Prostkoff  graduated 
in  1932  from  Tennessee  Medical  College.  He  was  an 
emeritus  obstetrician  and  gynecologist  at  Maimonides 
Medical  Center.  Dr.  Prostkoff  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecolo- 
gists, a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Irving  I.  Reissman,  M.D.,  of  New  York  City,  died  on 
March  1 1 at  the  age  of  90.  Dr.  Reissman  graduated  in  1909 
from  Long  Island  College  Hospital.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Alois  Eugene  Renner,  M.D.,  of  Mount  Kisco,  died  on 
April  22  at  the  age  of  87.  Dr.  Renner  graduated  in  1913 
from  New  York  Homeopathic  Medical  College  and  Flower 
Hospital. 

Milton  Elias  Robbins,  M.D.,  of  Laurelton,  died  on  June 
1,  1975,  at  the  age  of  72.  Dr.  Robbins  graduated  in  1928 
from  the  University  of  Virginia  School  of  Medicine. 

Maximilian  Rosenberg,  M.D.,  of  Muttontown,  died  on 
December  13  at  the  age  of  80.  Dr.  Rosenberg  graduated 
in  1918  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a consulting  obstetrician  and  gynecologist 
at  Jewish  Hospital  and  Medical  Center  of  Brooklyn.  Dr. 
Rosenberg  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Clara  Ruano,  M.D.,  of  New  York  City,  died  on  March  11 
at  the  age  of  63.  Dr.  Ruano  received  her  medical  degree 
from  the  University  of  Havana  in  1941.  She  was  an  as- 
sistant anesthesiologist  at  Bellevue  Hospital  and  an  as- 
sistant attending  anesthesiologist  at  University  Hospital. 
Dr.  Ruano  was  a member  of  the  American  Society  of  An- 
esthesiologists, Inc.,  and  the  New  York  State  Society  of 
Anesthesiologists. 

Martin  U.  Rudoy,  M.D.,  of  Jamaica,  died  on  March  11  at 
the  age  of  63.  Dr.  Rudoy  graduated  in  1937  from  New 


York  University  School  of  Medicine.  He  was  director  and 
an  attending  psychiatrist  at  Flushing  Hospital  and  Medical 
Center  as  well  as  a consultant  in  mental  health  service 
there,  and  a psychiatrist  on  the  medical  staff  at  Kew  Gar- 
dens General  Hospital  and  Booth  Memorial  Medical 
Center.  Dr.  Rudoy  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Psychiatric  Association,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Benjamin  Schreiber,  M.D.,  of  Scarsdale,  died  on  April 
14  at  the  age  of  58.  Dr.  Schreiber  graduated  in  1962  from 
California  College  of  Medicine  (Los  Angeles).  He  was  an 
attending  physician  in  general  practice  at  Dobbs  Ferry 
Hospital.  Dr.  Schreiber  was  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Araldo  Serri,  M.D.,  of  Brooklyn,  died  on  March  18  in  his 
86th  year.  Dr.  Serri  received  his  medical  degree  from  the 
University  of  Rome  in  1916.  He  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Carl  Steckler,  M.D.,  of  Jamaica  Estates  and  Jamaica, 
died  on  February  7 at  the  age  of  69.  Dr.  Steckler  graduated 
in  1934  from  Rush  Medical  College.  He  was  a Diplomate 
of  the  American  Board  of  Radiology  and  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Emil  Lewis  Szasz,  M.D.,  of  Tupper  Lake,  died  on  August 
29,  1973,  at  the  age  of  82.  Dr.  Szasz  received  his  medical 
degree  from  the  University  of  Budapest  in  1913.  He  was 
a member  of  the  Franklin  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Ralph  Bernard  Thompson,  M.D.,  of  Lynbrook,  died  on 
March  30  at  the  age  of  68.  Dr.  Thompson  graduated  in 
1932  from  the  University  of  Pennsylvania  School  of  Med- 
icine. He  was  a member  of  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


The  reproduction  of  the  painting  of  the  three  nurses  by  Jose  de  Creeft  which  appeared  on  the  cover  of  the  May,  1977, 
Journal,  belongs  to  the  private  collection  of  Mr.  and  Mrs.  Jimmy  Wendt. 
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Medical  News 


New  labeling  requirements 

The  Food  and  Drug  Administration  on  May  6 estab- 
lished new  labeling  requirements  for  intrauterine  birth 
control  devices  (IUDs),  including  a requirement  that 
women  be  provided  with  an  easily  understood  brochure 
before  the  1UD  is  inserted. 

Secretary  apologizes 

Secretary  Apologizes  . . HEW  Secretary  Joseph  A. 
Califano,  Jr.,  in  a letter  to  the  AMA,  expressed  his  regret 
at  the  large  number  of  inaccuracies  in  the  listing  of  physi- 
cians who  received  Medicare  funds  in  excess  of  $100,000 
in  1975.  A portion  of  this  list  was  checked  by  the  AMA  and 
was  found  to  contain  widespread  inaccuracies 

In  his  letter  to  AMA  Executive  Vice  President  James  H. 
Sammons,  M.D.,  the  Secretary  stated: 

I am  deeply  distressed  at  the  number  of  errors,  and  1 
regret  any  embarrassment  that  may  have  been  caused 
to  any  of  your  individual  members.  I have  asked  Rob- 
ert Derzon,  the  Administrator-Designate  of  the  new 
Health  Care  Financing  Administration,  to  review  the 
entire  matter  with  the  view  toward  taking  whatever  ac- 
tions are  necessary  to  prevent  a situation  like  this  from 
arising  again. 

The  Secretary  also  announced  that  HEW  will  continue 
to  publish  the  amount  of  money  physicians  receive  from 
Medicare  and  will  expand  it  to  include  other  providers. 
Mr.  Califano  wrote: 

I am  committed  to  making  more  information  public 
about  the  costs  of  health  in  our  nation.  In  the  future, 
we  will  make  significantly  more  information  available 
to  the  public.  There  will  be  no  arbitrary  cut-off  on 
care  at  $100,000  for  the  fees  of  doctors,  and  informa- 
tion about  other  health  care  providers  will  also  be 
available  to  the  public.  We  will  do  everything  in  our 
power  in  the  future  to  make  certain  that,  when  we  pub- 
lish the  amounts  of  money  that  institutions  and  indi- 
viduals receive  from  the  Medicare  program,  they  have 
been  carefully  checked  and  are  as  accurate  as  possible, 
given  the  enormous  scope  of  the  program. 

The  Secretary  concluded  his  letter  with  the  promise 
that  such  inaccuracies  will  not  be  repeated. 

With  respect  to  the  1975  list,  the  Department  did 
not  adequately  fulfill  its  responsibility.  I intend  to  see 
that  it  does  in  the  future.”  Legislative  Roundup,  Mav 
6, 1977,  Vol.  XVIII-LR  17 

Pending  legislation — Medical  students 

A Mississippi  bill  would  require  that  all  medical  stu- 
dents enrolling  in  the  University  of  Mississippi  School  of 
Medicine  enter  into  a contract  with  the  school  agreeing  to 
either  practice,  on  becoming  a licensed  physician,  within 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
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the  state  “as  an  active  physician  for  a period  of  five  (5) 
years”  or  “elect  to  repay  one-half  (%)  the  estimated  cost 
to  the  state  of  his  medical  training,  the  total  cost  being  One 
Hundred  Thousand  Dollars  ($100,000.00).  This  cost  to 
the  physician  of  Fifty  Thousand  Dollars  ($50,000.00)  shall 
be  due  and  payable  on  demand,  with  interest  accruing  at 
six  percent  (6%)  per  annum.”  (H.B.  555;  Companion  bill- 
S.B.  2081)  Legislative  Roundup,  May  6,  1977,  Vol. 
XVIII-LR  17 

Aerosol  containers  regulation 

I'he  Food  and  Drug  Administration  (FDA)  and  the 
Consumer  Product  Safety  Commission  (CPSC)  in  April 
announced  plans  to  ensure  that  products  in  aerosol  con- 
tainers using  chlorofluorocarbon  gases  as  the  propellant 
carry  this  label:  “Warning:  Contains  a chlorofluorocar- 
bon that  may  harm  the  public  health  and  environment  by 
reducing  ozone  in  the  upper  atmosphere.” 

FDA  is  issuing  a final  regulation  to  require  that  this 
warning  label  appear  on  all  food,  drug,  and  cosmetic  con- 
tainers propelled  with  chlorofluorocarbons  initially 
shipped  in  interstate  commerce  after  October  31,  1977. 

U/B  Medical  grads  prefer  primary  care 

Nearly  70  percent  of  the  140  seniors  at  the  State  Uni- 
versity at  Buffalo  School  of  Medicine  will  enter  residencies 
or  internships  in  areas  of  primary  care  where  there  is  the 
greatest  need  for  physicians,  according  to  Dr.  Leonard 
Katz,  associate  dean  of  the  School. 

Results  of  the  National  Intern  and  Residency  Matching 
Program,  which  matches  graduating  medical  seniors  with 
residencies  or  internships  in  hospitals  nationwide,  also 
shows  79  of  the  140  will  remain  in  Buffalo  or  New  York 
State  for  their  postgraduate  training. 

Dr.  Katz  noted  that  33  of  the  49  who  will  enter  residency 
programs  in  Buffalo  have  selected  primary  care  areas  which 
include  internal  medicine,  family  practice,  pediatrics,  and 
obstetrics-gynecology. 

Of  the  140  students,  126  participated  in  the  national 
matching  program  with  14  arranging  residencies  or  in- 
ternships outside  the  program. 

“It’s  a source  of  pride  for  the  School  that  a large  number 
of  the  graduates  elected  to  remain  in  New  York  State  since 
statistics  indicate  where  a person  does  his  or  her  residency 
is  most  likely  to  be  the  place  where  private  practice  will  be 
pursued,”  Dr.  Katz  pointed  out. 

“There  has  been  a trend  in  medical  education  in  the  past 
few  years  for  more  graduates  to  enter  areas  of  specialty 
where  there  is  a lack  of  physicians,  such  as  primary  care. 

“While  it  might  have  once  been  a trend  for  students  to 
seek  specialty  training  in  the  more  exotic  areas,  it  appears 
they  are  now  more  interested  in  those  areas  most  needed 
by  patients  and  the  population  in  general,”  Dr.  Katz 
added. 

continued  on  page  1351 
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Abstracts  in  Interlingua 


Russo,  R.  M.,  Laude,  T.  A.,  Sheth,  K.  A.,  Howell,  A. 
C.,  Benjamin,  E.  C.,  Gururaj,  V.  J.,  e Rajkumar,  S.  V.: 

Resuscitation  cardiopulmonari;  evalutation  del  perfor- 
mance del  personal  del  departamento  de  emergentia,  New 
York  State  J.  Med.  77:  1247  (Julio)  1977. 

Iste  studio  esseva  facite  pro  evalutar  le  habilitate  del 
personal  de  un  departamento  pediatric  de  emergentia  pro 
facer  le  resuscitation  cardiopulmonari  (RCP).  Depost  de 
un  curso  intensive  de  refrescamento,  45  pediatricos  e 19 
nurses  pediatric  destinate  al  gruppo  respondente  a emer- 
gentias,  esseva  provate.  Un  alarma  allertava  al  gruppo  pro 
presentar  se  al  sala  de  tractamentos  de  emergentia  donde 
esseva  instruite  pro  resuscitar  un  “maniquin”.  Le  res- 
ponsa  e habilitate  del  membros  del  gruppo  pro  facer  le  RCP 
esseva  evalutate.  Le  major  defficientias  del  performance 
esseva  centrate  in  le  inhabilitate  del  capitano  del  gruppo 
pro  proporcionar  un  guida  capabile.  Le  asignation  del 
travalio,  le  instruction  pro  usar  le  medication  appropriate 
in  le  correcte  dosage,  e le  uso  del  equipo  monitor,  esseva  le 
punctos  plus  povremente  performate. 

Zoneraich,  S.,  Zoneraich,  O.,  Rhee,  J.  J.,  Liao,  C.,  e 
Patel,  M.  M.:  Trovatos  electrocardiographic  in  patientes 
diabetic  sin  evidentia  de  compromiso  cardiac;  correlationes 
echocardiographic,  New  York  State  J.  Med.  77:  1254 
(Julio)  1977. 

Electrocardiogrammas  (EKG)  con  12  derivationes 
conventional  esseva  evalutate  in  89  diabeticos  normoten- 
sive  e ambulatori  de  15  a 81  annos  de  etate  (promedio  51.8). 
Habeva  47  homines  e 42  feminas.  Non  del  patientes  ha- 
beva  symptomas  cardio-respiratori  o altere  evidentia  ra- 
diologic de  anormalitates  cardiac  o de  morbos  systemic  que 
poteva  affectar  le  corde.  Cento  (100)  subjectos  normal  sin 
antecedentes  de  diabetes,  personal  o familiari,  pareate  per 
sexo  e etate,  esseva  usate  como  gruppo  de  controlo.  Le 
magnitude  del  auricula  sinestre  (AS)  esseva  evalutate  in 
22  diabeticos  con  anormalitates  del  unda  P mediante  le 
echocardiographia  (Echo)  con  le  echographo  SKI  e le  reg- 
istrator VR6.  Le  magnitude  del  AS  esseva  calculate  pro- 
mediante  5 cyclos  echographic.  Le  proportion  AS/base 
aortic  esseva  etiam  obtenite.  Vinte  (20)  individuos  normal 
esseva  usate  como  gruppo  de  controlo  per  le  studio  Echo. 
Le  EKG  esseva  anormal  in  45  (50.5  procento)  diabeticos, 
e normal  in  44.  Vinte-duo  (22)  patientes  (25  procento) 
habeva  anormalitates  del  unda  P:  duration  1/M  plus  que 
120  msec,  in  forma  de  cupula  (14),  plan  (2),  acute  (3),  bifide 
(2);  esseva  normal  in  un  (1).  Habeva  un  typo  de  hyper- 
trophia  ventriculari  sinestre  in  5 patientes  (6  procento),  de 
infarcto  myocardial  in  6 (7  procento);  cambios  ST  in  24  (27 
procento),  perturbationes  del  conduction  in  2 (2.2  pro- 
cento), contractiones  atrial  premature  in  2 (2.2  procento), 
e contractiones  ventriculari  premature  in  5 (6  procento). 
In  le  gruppo  de  controlo  habeva  anormalitates  del  unda  P 
in  2 casos  (2  procento),  del  ST  in  8 (8  procento)  e hemi- 
bloqueo  anterior  sinestre  in  2 (2  procento).  Le  echocar- 
diographia monstrava  un  proportion  LA/aortic  supra  1.17 
in  3 patientes.  Statisticmente,  non  habeva  dif'ferentias 


echographic  in  iste  proportion  o del  grandor  atrial  inter  le 
gruppo  diabetic  e ille  de  controlo. 

DiPoala,  J.  A.:  Prognosis  del  pneumonia;  Cultura  del 
expectoration  e tinsion  de  Gram,  New  York  State  J.  Med. 

77:  1259  (Julio)  1977. 

Le  records  hospitalari  de  65  patientes  con  pneumonia 
acute  esseva  revistite.  Le  resultatos  del  cultura  del  ex- 
pectoration esseva  correlate  con  le  trovatos  mediante  le 
tinsion  de  Gram,  e le  etate,  prognosis  e le  therapia  antibi- 
otic. Le  Streptococcus  pneumoniae  esseva  le  bacteria 
pathogenic  plus  communmente  trovate.  Le  mortalitate 
in  iste  gruppo  esseva  27  procento.  Le  tinsion  de  Gram  pote 
esser  de  grand  valor  pro  identificar  iste  patientes  ante  del 
reporto  del  cultura.  Cinquanta-cinque  (55)  procento  del 
patientes  que  habeva  culturas  positive  pro  bacteria 
Gram-negative  moreva.  Le  8 patientes  con  Hemophilus 
influenzae  in  le  culturas  del  expectoration,  superviveva. 

In  plus,  le  exactitute  del  tinsion  de  Gram  pro  predecir  le 
resultatos  del  culturas  esseva  evalutate  in  iste  studio.  Le 
tinsion  de  Gram  non  esseva  un  indication  de  confidentia  1 
versus  le  resultatos  del  culturas,  excepto  per  le  Strepto- 
coccus pneumoniae  in  que  le  tinsion  esseva  predictibile  in 
48  e 64  procento  del  species  de  bacteria  Gram-negative. 

Lokich,  J.  J.,  e Skarin,  A.  T.:  Carcinoma  pulmonari  a 
cellulas  parve  (“oat-cell”)  non  differentiate;  prospectos  pro 
un  superviventia  prolongate,  New  York  State  J.  Med.  77: 
1263  (Julio)  1977. 

Le  carcinoma  a cellulas  parve  comprende  le  10  procento 
de  omne  tumores  bronchogenic  primari.  Ille  es  charac- 
terisate  per  dissemination  temprane,  breve  superviventia,  i 
sitos  metastatic  unique,  altamente  proliferative  e pene- 
trante,  e un  excellente  responsa  al  radiotherapia  e chi- 
miotherapia.  Le  essayos  therapeutic  previe  permitteva 
le  evaluation  chirurgic  e radiotherapeutic,  sin  un  resultato 
importante  supra  le  superviventia.  Un  nove  orientation 
verso  le  therapia  systemic  combinate  con  chimiotherapia 
produceva  un  bon  palliation  e superviventia  prolongate 
mediante  un  tractamento  con  5 drogas.  In  un  serie  de  25 
patientes  consecutive,  le  responsas  esseva  in  80  procento 
del  patientes,  e plus  que  50  procento  habeva  un  responsa  I 
complete.  Le  superviventia  medie  non  esseva  obtenite  in 
10  menses.  Le  recurrentia  in  le  systema  nervose  central, 
sito  commun  in  series  anterior,  non  ha  essite  observate  | 
verso  ora,  e es  proposite  que  le  nitrosourea  e le  metho-  j 
trexato  a doses  supramaximal  pote  esser  effective  pro 
controlar  iste  sito  morbose  debite  al  capabilitate  unique 
del  systema  nervose  central  pro  portar  ambe  drogas. 

Pinals,  R.  S.,  Runge,  L.  A.,  Jabbs,  J.  M.,  e Maddi,  V.  I.: 

Nove  drogas  non-steroidal  anti-inflammatori;  investigation 
prospective  de  valor  relative.  New  York  State  J.  Med.  77: 
1268  (Julio)  1977. 

Omne  patientes  tractate  per  morbos  rheumatic  con  na- 
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: : 

1977  Albion  0.  Bernstein , M.D.  Award 

The  Medical  Society  of  the  State  of  New  York  is  accepting  nominations  for  the  1977  ALBION 
O.  BERNSTEIN,  M.D.  AWARD. 

This  national  award  is  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made 
a widely  beneficial  scientific  discovery  in  medicine. 

The  award,  $2,000  and  an  appropriate  scroll,  will  be  presented  at  the  annual  convention 
of  the  Medical  Society  of  the  State  of  New  York,  October  2-6,  1977.  It  was  endowed  by 
the  late  Morris  J.  Bernstein  in  memory  of  his  son,  a physician  who  died  in  an  accident  while 
answering  a hospital  call  in  November  1940. 

Nominors  are  asked  to  submit  on  an  official  nomination  form,  the  name  or  names  of  those 
who,  in  their  opinion,  are  eligible  for  this  award.  Information  submitted  must  include  the 
nominee’s  curriculum  vitae,  a brief  synopsis  of  the  significance  of  the  achievement  and 
a list  of  publications,  if  any.  Deadline  for  receipt  of  nominations  is  August  5,  1977.  Please 
submit  to: 


BERNSTEIN  AWARDS  COMMITTEE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

420  Lakeville  Road,  Lake  Success,  N.Y.  11040 


(Nomination  Form) 

Albion  0.  Bernstein,  M.D.  Award 

•ne  of  Nominee: 

•fessional  Address: 


^phone  (4-  area  code) 

above  is  nominated  for  the  1 977  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  beneficial 
:?ntific  discovery  in  medicine,  surgery  or  prevention  of  disease.  (This  official  nomination  form 
i3t  be  submitted  accompanied  by  the  nominee’s  curriculum  vitae,  list  of  publications,  and  a brief 
-opsis  of  the  significance  of  the  achievement.) 

■ I entries  before  August  5,  1977  to:  BERNSTEIN  AWARDS  COMMITTEE,  Medical  Society  of 
State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  1 1040. 

ninator: : 


ianization : 

dress: 

;3phone  (4-  area  code) 

(PLEASE  PRINT  THE  ABOVE) 

ned: Date: 
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An  Evening  of 

Entertainment 

especially  designed  for  the 
members  of  the  Medical  Society 
of  the  State  of  New  York 


SATURDAY,  OCTOBER  1st: 

THE  KING  & I (Orchestra  or  front  mezzanine)  8:00 
p.m‘,  Uris  Theatre,  1633  Broadway  at  50th  St. 
Dinner  at  MAMMA  LEONE’S,  239  W.  48th  St., 
5:30-7:30  dinner  from  regular  menu. 

Price:  $27.50  per  person 
TUESDAY,  OCTOBER  4th: 

CHICAGO  (orchestra  or  front  mezzanine).  8:00 
p.m.,  46th  Street  Theatre,  226  W.  46th  St. 
Dinner  at  MA  BELL’S,  218  W.  45th  St.,  5:30-7:30 
special  dinner  menu. 

Price:  $26.50  per  person 
Cutoff  date:  September  18,  1977 
Note:  Tickets  will  not  be  sent  before  cut- 

off date.  Menu  will  be  forwarded 
with  tickets. 


ORDER  FORM 

□ OCTOBER  1st: 

THE  KING  & I,  and  dinner  at  MAMMA  LEONE’S 

#  Tickets  @ $27.50  each.  Total  $ 

□ OCTOBER  4th: 

CHICAGO,  and  dinner  at  MA  BELL’S 

#  Tickets  $26.50  each.  Total  $ 

Add  $.50  service  charge  per  order,  make  your  check  payable 
to  Restaurant  Associates,  enclose  stamped,  self-addressed 
envelope,  and  mail  to: 

J.  Beinhorn 

Restaurant  Associates 
1540  Broadway,  NYC  10036 


Name 


Address 

City 

State 

- Zip 

Telephone  (Area  Code) 
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proxeno  (Naprosyn),  tolmetina  (Tolectin),  fenophreno 
(Nalfon),  e ibuprofeno  (Motrin)  per  3 rheumatologistas, 
in  un  clinica,  esseva  studiate  pro  cognoscer  le  effectos  ad- 
verse e le  efficatia,  basate  in  le  evaluation  subjective  facite 
per  le  medicos..  In  un  curso  therapeutic  del  5 que  se  stu- 
diate, le  drogas  esseva  discontinuate  per  su  effectos  ad- 
verse. In  le  arthritis  rheumatoide,  un  tertio  del  casos 
tractate  con  tolmetina  e fenoprofeno  habeva  que  inter- 
rumper  le  tractamento,  con  plus  frequentia,  a causa  de 
svmptomas  gastrointestinal.  Iste  observation  esseva  sig- 
nificativemente  major  con  le  naproxeno  e ibuprofeno.  Le 
medie  (50  procento)  del  patientes  meliorava  symptoma- 
ticmente.  Le  tolmetina  habeva  le  indice  plus  elevate  de 
efficientia,  particularmente  in  le  morbo  articular!  degen- 
erative, nonobstante  non  esseva  significativemente  supe- 
rior a altere  medicamentos. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


Thyroid  experts  discredit 
breast  cancer-hormone  link 

The  theory  that  thyroid  supplements  leads  to  breast 
cancer  is  unproved. 

Patients  taking  thyroid  hormones  should  continue  to 
take  their  medicine. 

This  is  the  conclusion  of  the  American  Thyroid  Associ- 
ation in  a special  communication  in  the  April  4 Journal  of 
the  American  Medical  Association. 

A research  report  in  the  AMA  Journal  last  September 
had  indicated  that  breast  cancer  was  high  among  individ- 
uals taking  thyroid  supplements.  The  report  had  caused 
a flurry  of  anxiety  among  the  hundreds  of  thousands  of. 
Americans  whose  thyroid  output  is  lacking  or  inadequate, 
and  whose  physicians  had  prescribed  additional  doses  of 
the  important  hormone. 

A group  of  eight  physicians  from  the  Education  Com- 
mittee of  the  American  Thyroid  Association,  headquar- 
tered at  the  Mayo  Clinic,  Rochester,  Minn.,  evaluated  the 
September  report  as  well  as  many  other  research  reports 
on  possible  links  between  thyroid  supplementation  and 
breast  cancer. 

Studies  dealing  with  the  question  give  conflicting  results, 
they  said.  British  and  American  studies  had  failed  to  es- 
tablish a link.  Japanese  researchers  reported  some  cor- 
relation between  thyroid  supplements  and  breast  cancer, 
the  Association  communication  said. 

The  physicians  cited  many  gaps  in  the  conduct  of  the 
September  study  that  they  felt  invalidated  its  findings. 

“In  contrast  to  the  highly  tenuous  nature  of  the  rela- 
tionship between  thyroid  hormone  therapy  and  breast 
cancer,  the  adverse,  and  often  serious,  effects  of  with- 
holding specific  therapy  in  patients  with  hypothyroidism 
are  unquestioned,”  they  said. 

“The  American  Thyroid  Association  recommends, 
therefore,  that  patients  who  are  taking  thyroid  hormones 
for  well-established  indications  continue  to  take  their 
medication.”  The  Association  also  called  for  more  re- 
search to  find  a definitive  answer. 

In  another  report  in  t he  same  issue  of  the  AMA  Journal, 
researchers  from  the  University  of  California  at  San 
Francisco  analyzed  the  study  published  last  September  in 
detail,  and  concluded  that  it  does  not  contain  information 
that  would  link  thyroid  hormones  to  breast  cancer. 
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Network  for  continuing  medical  education 

Upcoming  program  for  The  Network  for  Continuing 
Medical  Education,  July  1 1 to  August  7 is:  “Drugs  and  the 
Menopause  Workshop,”  with  John  Moyer,  M.D.,  director 
of  Professional  and  Educational  Affairs,  Conemaugh 
Valley  Memorial  Hospital,  Johnstown,  Pennsylvania; 
Elizabeth  Connell,  M.D.,  associate  director  of  Health 
Sciences,  Rockefeller  Foundation,  New  York  City,  and 
consultant  to  Obstetrics  and  Gynecology  Advisory  Com- 
mittee of  FDA;  Herbert  Kupperman,  M.D.,  Ph.D.,  director 
of  Endocrinology,  Lenox  Hill  Hospital  and  associate  pro- 
fessor of  medicine,  New  York  University  Medical  Center, 
New  York  City;  Theodore  King,  M.D.,  Ph.D.,  chairman  of 
the  Department  of  Obstetrics  and  Gynecology,  Johns 
Hopkins  Medical  School,  Baltimore,  Maryland,  and 
chairman  of  the  FDA  Obstetrics  and  Gynecology  Advisory 
Committee.  This  presentation  is  part  of  the  American 
Society  for  Clinical  Pharmacology  and  Therapeutics’  Drug 
Spotlight  program. 

New  York  City  health  commissioner  cites 
illegal  aliens  with  TB  as  serious  health  problem 

New  York  City  Health  Commissioner  Pascal  J.  Imper- 
ato,  M.D.,  has  expressed  his  concern  about  the  high  inci- 
dence of  tuberculosis  which  may  be  affecting  the  health  of 
the  estimated  one  million  illegal  aliens  believed  to  be  living 
in  New  York  City. 

He  said  “These  individuals  pose  a potential  health  threat 
to  other  New  Yorkers  since  they  remain  unidentified  and 
often  do  not  seek  medical  care.  We  know  where  the  legal 
aliens  are  and  have  tightened  our  control  over  those  who 
enter  this  country  with  tuberculosis.  In  1976  the  number 
of  active  cases,  141,  known  to  exist  in  this  group  represents 
6.5  percent  of  all  the  new  cases,  2,156,  recorded  citywide. 
This  significant  percentage  of  TB  cases  in  one  segment  of 
the  population  points  up  the  real  problem  of  the  possible 
thousands  of  illegal  aliens  who  are  walking  the  streets  of 
this  city  with  untreated  active  tuberculosis.” 

The  control  of  active  tuberculosis  in  legal  aliens,  to  which 
Dr.  Imperato  alluded  consists  of  the  centralization  of  the 
registration  forms  or  waivers  that  are  required  for  entrance 
into  the  United  States.  Aliens  with  active  tuberculosis 
must  now  have  these  waivers  endorsed  by  the  New  York 
City  Commissioner  of  Health  through  his  Division  of  Tu- 
berculosis. The  new  system  enables  the  Department  to 
have  more  effective  surveillance  over  legal  aliens  with  ac- 
tive tuberculosis.  In  addition,  the  Division  of  Tuberculosis 
of  the  Health  Department  is  presently  engaged  in  an  ex- 
tensive study  to  identify  the  scope  of  the  problem  of  illegal 
aliens  with  active  tuberculosis.  The  study  is  being  con- 
ducted in  TB  treatment  facilities  in  the  city. 

Dr.  Imperato  described  two  types  of  tuberculosis  in  al- 
iens as  follows:  The  active  type  represents  the  individual 
with  new  tuberculosis  disease  that  has  been  demonstrated 
by  positive  bacteriological,  radiological,  or  clinical  symp- 
toms. The  inactive  type  is  usually  an  old  condition  that 
is  characterized  by  a history  of  previous  disease  or  abnor- 
mal chest  x-ray.  While  the  inactive  type  of  TB  does  not 
require  a waiver  for  entrance  into  the  United  States,  in- 
formation about  the  patient  is  available  to  the  Department 
of  Foreign  Quarantine,  so  that  follow-up  may  be  performed 
by  the  Health  Department  when  the  patient  is  identi- 
fied. 


In  1975,  the  New  York  City  Department  of  Health  re- 
corded 1,007  cases  of  inactive  TB  among  legal  aliens.  In 
1976  there  were  962  cases  of  inactive  TB  in  this  group. 

Dr.  Imperato  concluded,  “The  increase  in  the  number 
of  cases  of  active  tuberculosis  in  1976,  as  compared  to  1975, 
heightens  our  concern  about  the  number  of  possible  cases 
among  the  illegal  aliens  who  come  from  areas  of  the  world 
where  the  incidence  of  TB  is  high,  and  over  whom  we  have 
no  control.” 

For  information  regarding  Health  Department  treat- 
ment clinics  and  information,  call  566-8142/8143. 

Here  and  There 

Appointed:  John  Ellsworth  Affeldt,  M.D.,  appointed 
Director  of  the  Joint  Commission  on  Accreditation  of 
Hospitals  to  succeed  John  D.  Porterfield,  III,  M.D.,  who 
is  retiring  in  August.  Dr.  Affeldt  will  assume  his  new 
duties  as  chief  executive  officer  on  August  15. 

Awarded:  Karl  A.  Menninger,  M.D.,  known  as  a founding 
father  of  modern  American  psychiatry,  became  the  first 
recipient  of  the  Founders  Award  of  the  American  Psychi- 
atric Association  on  May  2 . . . Dr.  Rosalyn  S.  Yalow, 
medical  researcher  and  nuclear  physicist,  received  the 
honorary  Doctor  of  Science  degree  at  Yeshiva  University’s 
46th  annual  commencement  on  June  8. 

Elected:  At  the  22nd  annual  meeting  of  the  Commission 
on  Professional  and  Hospital  Activities  on  February  21, 
three  new  members  were  elected  to  the  Commission’s 
Board  of  Trustees.  They  are:  Wanda  J.  Jones,  M.P.H., 
Principal  of  the  H.O.M.  Group  of  San  Francisco,  was 
elected  member-at-large  for  a three-year  term;  Robert  H. 
Moser,  M.D.,  F.A.C.P.,  Executive  Vice  President  Designate 
of  the  American  College  of  Physicians  (ACP),  was  nomi- 
nated by  and  represents  ACP  for  a three-year  term;  Paul 
F.  Nora,  M.D.,  F.A.C.S.,  faculty  member  at  Northwestern 
University  and  chief,  Surgical  Services  at  Columbus- 
Cuneo-Cabrini  Medical  Center  in  Chicago,  was  nominated 
by  and  represents  the  American  College  of  Surgeons  for  a 
three-year  term.  Howard  R.  Taylor,  FACHA,  President 
of  Aultman  Hospital,  Canton,  Ohio,  was  reelected  to  a 
three-year  term  representing  the  American  Hospital  As- 
sociation . . . Michael  A.  Sullivan,  M.D.,  ’53,  elected  as 
president  of  the  University  of  Buffalo’s  Medical  Alumni 
Association. 

Grant:  Temple  University  received  a major  grant  of  $461, 
528  from  the  W.  K.  Kellogg  Foundation,  Battle  Creek, 
Michigan,  to  establish  the  first  graduate  and  continuing 
education  programs  in  the  field  of  health  care  financial 
management  on  the  East  Coast. 

Honored:  The  national  ALS  (Amyotrophic  Lateral 

Sclerosis)  Foundation  on  May  22  honored  Dr.  D.  Carleton 
Gajdusek,  this  year’s  Nobel  Prize  Laureate  for  Medicine 
and  Physiology  . . . The  names  of  physicians  honored  by 
admission  to  Fellowship  in  the  American  College  of  Phy- 
sicians have  been  announced  by  the  62-year-old  medical 
specialty  society,  which  represents  specialists  in  internal 
medicine  and  related  fields.  The  373  new  Fellows  were 
elected  at  a recent  meeting  of  the  College’s  Board  of  Re- 
gents in  Dallas,  Texas. 

James  A.  Clifton,  M.D.,  F.A.C.P.,  Iowa  City,  President 
of  the  American  College  of  Physicians,  said  the  honorees 
have  earned  the  medical  specialty  society’s  membership 
rank  through  evidence  of  scientific  accomplishments  and 

continued  on  page  1352 
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by  acceptance  as  leaders  in  their  specialty  as  determined 
by  fellow  practitioners. 

The  37,000-member  ACP  dedicates  itself  to  upgrading 
medical  care,  teaching,  and  research  through  stringent 
membership  requirements  and  programs  of  continuing 
education.  It  was  the  first  group  to  offer  periodic  self- 
assessment  examinations  to  physicians,  enabling  practi- 
tioners to  judge  their  competence  in  specific  medical  areas 
and  to  determine  their  need  for  postgraduate  educational 
programs. 

College  officers,  in  addition  to  Dr.  Clifton,  include: 
Jeremiah  A.  Barondess,  M.D.,  F.A.C.P.,  New  York,  N.Y., 


President-Elect;  John  R.  Gamble,  M.D.,  F.A.C.P.,  San 
Francisco,  California,  Vice  President;  Edward  J.  Stemmier, 
M.D.,  F.A.C.P.,  Philadelphia,  Pa.,  Treasurer,  and  Richard 
W.  Vilter,  M.D.,  F.A.C.P.,  Cincinnati,  Ohio,  Secretary- 
General.  Robert  H.  Moser,  M.D.,  F.A.C.P.,  Philadelphia, 
Pa.,  is  Executive  Vice  President.  Elected  from  New  York 
Downstate  II  are:  Morrell  M.  Avram,  M.D.,  and  Yehudi 
M.  Felman,  M.D.,  Brooklyn ; Lawrence  D.  Cassano,  M.D., 
East  Patchogue;  Bernard  H.  Boal,  M.D.,  and  Philip  M. 
Rogers,  M.D.,  Flushing;  Constantin  J.  Rosenthal,  M.D., 
Forest  Hills;  Harold  A.  Fonrose,  M.D.,  Garden  City  Park; 
Charles  S.  Baraf,  M.D.,  and  Klaus  Dittmar,  M.D.,  Man- 
hasset;  Bernard  P.  Shagan,  M.D.,  North  Merrick;  and 
Francis  0.  Steinheber,  M.D.,  Staten  Island. 
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Medical  Meetings 


Annual  perinatal  symposium 

The  annual  perinatal  symposium  under  the  aegis  of  The 
Perinatal  Center  will  be  held  November  10  and  11  at  the 
Marriott  of  Syracuse,  Syracuse,  New  York.  The  title  of 
this  year’s  symposium  is  “Medical  Complications  of 
Pregnancy  and  Their  Neonatal  Sequelae.”  Among  the 
guest  speakers  will  be  Robert  Schwartz,  M.D.,  Department 
of  Pediatrics,  Rhode  Island  Hospital,  and  Jerome  0.  Klein, 
M.D.,  Department  of  Pediatrics,  Boston  City  Hospital. 

For  further  information  w’rite:  Mrs.  Joanne  M.  Halton. 
Administrative  Assistant,  725  Irving  Avenue,  Suite  115, 
Syracuse,  New  York  13210. 

Sixth  annual  newer  strategies  series 

The  Sixth  Annual  Newer  Strategies  Symposium  on 
“Developments  in  the  Integrated  Ambulatory  Treatment 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


of  the  Schizophrenic  Syndrome”  will  be  held  at  Hunter 
College  Auditorium,  New  York  City.  The  Plenary  session 
will  be  on  Saturday,  November  12  and  the  workshop  ses- 
sions will  be  on  Sunday,  November  13. 

The  series  is  sponsored  by  the  Joint  Committee  on 
Schizophrenia,  New  York  State  Psychiatric  Association, 
Lester  E.  Shapiro,  M.D.,  general  chairman.  For  registra- 
tion information  write:  Lester  E.  Shapiro,  M.D.,  General 
Chairman,  43  Andover  Road,  Rockville  Centre,  New  York 
11570. 


Conference 

A conference  on  “Brain  Death”  will  be  held  at  the  New 
York  Academy  of  Sciences,  November  16  to  18  at  The 
Roosevelt  Hotel,  New  York  City. 

For  further  information,  contact  Conference  Depart- 
ment, The  New  York  Academy  of  Sciences,  2 East  63rd 
Street,  New  York  10021,  telephone  (212)  838-0230. 
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Books  Reviewed 


Handbook:  Interactions  of  Selected  Drugs  with  Nu- 
tritional Status  in  Man.  By  Donna  Crawford  March. 
Chicago,  The  American  Dietetic  Association,  1977.  Pa- 
perback, 119  pages.  Price,  $7.50. 

This  handbook  offers  condensed  and  concise  informa- 
tion of  synergistic  and  antagonistic  actions  of  drugs  and 
chemicals  as  it  relates  to  nutritional  status  of  man.  It  is 
a source  book  for  initial  reference  and  a guide  for  further 
detailed  studies.  A.A.A. 

Statistics  in  Small  Doses.  Second  edition.  By  Winifred 
M.  Castle,  M.B.  New  York,  Churchill  Livingstone,  1977. 
Illustrated,  220  pages.  Paperback,  $8.50. 

This  concise  manual  is  an  effective  source  for  the  un- 
derstanding of  the  statistical  approach.  The  need  for  a 
second  edition  within  five  years  of  such  a technical  manual 
is  an  indication  of  its  usefulness  and  use.  It  is  a worthy 
edition  to  any  medical  library.  A.A.A. 

Outline  of  Orthopaedics.  Eighth  edition.  By  John 
Crawford  Adams,  M.D.,  M.S.,  F.R.C.S.  New  York, 
Churchill  Livingstone,  1976.  Illustrated,  472  pages.  Pa- 
perback, $13.50. 

The  ordinary  text  on  orthopedics  gives  so  much  detail 
and  presents  the  subject  in  a most  complex  manner.  The 
advantage  of  this  particular  text  is  that  it  does  offer  a 
comprehensive  and  complete  outline  of  the  subject  of  or- 
thopedics and  all  of  its  phases.  It  will  probably  find  its  best 
use  for  the  resident  in  training  who  wants  a quick  source 
of  reference  and  to  all  other  practitioners  not  in  the  field 
of  orthopedics  to  obtain  clarifying  assistance  in  the  un- 
derstanding of  many  phases  of  this  specialty.  A.A.A. 

Recent  Advances  in  Gastroenterology.  Number 
Three.  Ian  A.  D.  Bouchier,  Editor.  New  York,  Churchill 
Livingstone.  1976.  Illustrated,  338  pages.  Cloth, 
$32.50. 

The  third  volume  of  this  series,  edited  by  Ian  A.  D. 
Bouchier,  brings  several  gastroenterological  topics  up  to 
date.  The  majority  of  the  12  subjects  selected  have  been 
reviewed  periodically.  It  is,  however,  in  those  areas  in 
which  an  impressive  development  had  occurred  in  the  last 
years  where  the  major  interest  lies.  The  reviews  on  hor- 
mone secreting  tumors  of  the  gastrointestinal  tract,  en- 
doscopic cannulation  of  the  papilla  of  Vater,  massive  small 
bowel  resection,  and  bile  acid  metabolism  are  offered  to  the 
reader  in  a concise  and  elegant  way.  Furthermore,  these 
are  particularly  helpful  for  the  practicing  gastroenterologist 
and  internist. 

The  review  on  laxatives,  one  of  the  least  glamorous 
subjects  of  the  specialty,  is  done  with  wit  and  interest  from 
many  important  points  of  view— economical,  pharmaco- 
logical, and  even  psychological.  The  complications  arising 
from  laxative  abuse  are  discussed  loroughly  and  its  con- 
tinued abuse  is  foreseen  due  to  the  ress  of  our  civilization. 
The  chapter  on  liver  diseases  in  ch  ren  and  on  cystic  fi- 
brosis of  the  pancreas  are  splendid  ac.  laiizations  reviewing 


new  etiopathologic  data  and  current  therapeutic  ap- 
proaches. 

In  brief,  this  volume  is  composed  of  a series  of  interesting 
gastroenterological  topics,  well  written  and  covered  with 
a profuse  list  of  current  references  that  should  be  enjoyable 
and  helpful  for  generalists  and  specialists  with  interest  and 
gusto  for  gastrointestinal  problems.  Luis  Biempica, 
M.D. 

Infectious  Diseases  of  Children.  Sixth  edition.  By  Saul 
Krugman,  M.D.,  Robert  Ward,  M.D.,  and  Samuel  L.  Katz, 
M.D.  Saint  Louis,  Missouri,  The  C.  V.  Mosby  Company, 
1977.  Illustrated,  539  pages.  Hard  cover,  $29.50. 

This  well  illustrated  text  offers  a fundamental  and 
pragmatic  approach  to  infectious  diseases  in  children  in 
the  modern  era.  It  is  both  an  excellent  reference  source 
and  a readable  presentation  of  the  infectious  diseases  of 
children.  The  chapter  on  viral  hepatitis  presents  a con- 
densed and  yet  all-inclusive  up-to-date  discussion  of  this 
rapidly  advancing  field.  This  book  should  be  in  every 
pediatric  and  general  medical  library.  The  authors  have 
brought  to  bear  on  this  subject  matter  varied  viewpoints 
which  encompass  the  subject  matter  very  well.  A.A.A. 

Correlative  Atlas  of  Vector  Cardiograms  and  Elec- 
trocardiograms. By  C.  V.  R.  Reddy  and  L.  A.  Gould. 
Futura  Publishing  Company,  Mount  Kisco,  New  York, 
1977.  Illustrated  295  pages.  Hardcover,  $29. 

The  authors  are  respectively  the  chief  of  the  Noninvasive 
Laboratory  and  the  chief  of  cardiology  at  the  Methodist 
Hospital  of  Brooklyn;  they  are  clinicians  and  provide  a 
clinical  synopsis  of  each  case  whose  tracings  are  discussed. 
The  foreword,  by  a pioneer  who  has  kept  up-to-date,  Pro- 
fessor George  Burch  of  Tulane,  correctly  emphasizes  the 
correlation  of  the  spatial  vector  with  the  many-lead  elec- 
trocardiogram, as  well  as  with  the  clinical  data  of  every 
patient.  Dr.  Burch  also  notes  that  an  accurate,  direct- 
writing  instrument  is  now  available.  A description  of  the 
direct-writer  is  not  given  in  the  atlas.  It  is  unlikely  that 
most  cardiologists  and  physicians  using  electrocardio- 
graphs will  use  or  feel  the  need  for  vectorcardiograms, 
which  have  been  available,  and  generally  neglected,  for  40 
years.  This  well-planned,  well-written,  and  beautifully 
illustrated  book  may  lead  a few  more  physicians  to  ap- 
preciate the  value  of  such  study  of  any  patient  whose  12- 
lead  electrocardiogram  is  worth  recording.  There  is  a 
useful  bibliography,  with  key  references  up  to  1973,  to  start 
off  those  unfamiliar  with  this  method  of  study. 

This  reviewer  was  fortunate  in  having  a fine  instrument, 
which  recorded  three  planes  simultaneously,  20  years  ago, 
at  Kings  County  Hospital.  It  was  never  used  after  he  re- 
tired, in  1963,  but  fell  apart  in  the  basement  to  which  it  was 
exiled.  It  was  a photographic,  not  direct-writing,  device 
and  one  can  hope  that  new  instrumentation,  as  well  as  a 
new  and  instructive  atlas,  will  give  the  method  wider  ac- 
ceptance; physicians  and  patients  alike  would  be  benefited. 
William  Dock,  M.D.,  D-M,  M.A.C.P. 
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Month  in  Washington 


The  House  has  moved  swiftly  to  consider  the  Adminis- 
tration’s sweeping  Hospital  Cost  Containment  program 
that  has  drawn  the  wrath  of  hospitals  and  physicians. 

Joint  hearings  by  the  Health  Subcommittees  of  the 
House  Ways  and  Means  and  House  Commerce  Com- 
mittees are  in  progress.  Devising  a bill,  however,  will  take 
a long  time  and  it  could  look  much  different  than  what  the 
Administration  is  asking. 

Rep.  Paul  Rogers  (D.,  Fla.)  chairman  of  the  Commerce 
Health  Subcommittee,  said  in  introducing  the  Adminis- 
tration's bill  that  “we  must  proceed  with  care  in  this  area.” 
The  influential  lawmaker  questioned  whether  "any  system 
for  controlling  the  increases  in  costs  of  hospital  care  will 
work  over  the  long  run  unless  ...  an  incentive  system  is 
present”  to  encourage  hospitals  to  hold  down  increases. 

Rep.  Dan  Rostenkowski  (D.,  111.),  chairman  of  the  Ways 
and  Means  Health  Panel  who  also  dropped  the  bill  in  the 
hopper,  told  the  House  that  “I  am  sure  there  will  be  serious 
objections  raised  to  the  President’s  proposal.  Some  will 
argue  that  a cost  containment  program  applying  only  to 
hospitals  unfairly  singles  them  out  and  will  do  harm  to  the 
quality  and  availability  of  necessary  care.” 

The  House  hearings  so  far  have  met  an  almost  solid  block 
of  opposition  from  health  providers  as  well  as  tepid  en 
dorsement  from  labor. 

Even  more  foreboding  from  the  Administration’s 

(standpoint  is  the  fact  that  no  member  of  the  health  sub- 
committees of  the  House  Ways  and  Means  and  House 
Commerce  Committees  took  the  role  of  all-out  champion 
of  the  Administration  proposal  during  the  three  days  of 
joint  hearings.  Some  lawmakers  directed  criticism  at 
hospitals  and  physicians  in  connection  with  the  inflation 
in  health  care  costs,  but  none  of  the  Congressmen  seemed 
enamored  of  the  Administration’s  scheme  for  dealing  with 
the  problem. 

The  American  Medical  Association  told  the  subcom- 
mittees the  legislation  singles  out  one  segment  in  the 
economy  for  the  imposition  of  special  controls  by  limiting 
inpatient  revenues  of  most  hospitals  to  approximately  a 
nine  percent  increase  annually.  This  is  similar  to  the 
“opprobrious  retention”  of  the  “now  discredited”  wage- 
price  controls  to  the  health  field  in  Phase  IV  of  the  eco- 
nomic stabilization  program  while  removing  controls  from 
the  rest  of  the  economy,  said  Raymond  T.  Holden,  M.D., 
chairman  of  the  AM  A Board  of  Trustees. 

“The  AMA  is  concerned  over  the  impact  that  this  leg- 
islation would  have  on  the  quality  and  availability  of  hos- 
pital care  for  the  American  people,”  said  Dr.  Holden.  “It 
seems  inescapable  to  us  that  the  ‘cap’  on  spending  will  re- 
sult in  second-rate  care,  and  some  care  may  simply  become 
unavailable  for  many  people.” 

The  American  Hospital  Association,  the  Federation  of 
American  Hospitals,  the  American  Protestant  Hospital 
Association,  the  Catholic  Hospital  Association,  and  the 
Association  of  American  Medical  Colleges  were  among 
other  health  organizations  that  weighed  against  the  Ad- 
ministration plan.  The  Health  Insurance  Association  of 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


America  gave  “somewhat  qualified  support”  with  many 
reservations.  The  Blue  Cross  Association  proposed  a na- 
tional moratorium  on  new  plant  capital  expenditures,  but 
"we  seriously  question”  whether  the  “cap”  plan  would  be 
“effective  or  equitable.” 

Thrust  of  the  testimony  of  the  AFL-CIO  and  the  United 
Auto  Workers  was  that  the  wage  increase  “pass  through” 
was  inadequate  and  that  a better  approach  would  be  to 
adopt  the  labor-backed  national  health  insurance  plan — 
the  Health  Security  Act. 

There  was  no  immediate  indication  of  how  soon  the  joint 
subcommittees  would  begin  work  on  legislation.  Their 
calendars  are  chock  full  of  other  major  business  writing 
such  a complicated  bill  and  reaching  a consensus  will  be  a 
lengthy  process. 

The  Chairman  of  the  AMA’s  Council  on  Legislation, 
Edgar  T.  Beddingfield,  Jr.,  M.D.,  summed  up  the  Associ- 
ation’s criticism  of  the  Administration  bill  by  declaring  the 
plan  “does  not  support  incentives  for  efficiency,  perpet- 
uates inefficiency  in  hospital  care,  creates  a rigid  program 
which  in  the  long  run  would  be  unresponsive  to  improving 
quality  of  hospital  care,  discourages  increased  access  to 
care,  and  penalizes  institutions  which  seek  to  respond  to 
increased  community  health  needs.” 

Costs  in  the  health  sector  of  the  economy  do  not  always 
react  with  costs  in  general,  the  physician  explained.  The 
health  care  sector  is  labor  intensive,  technologically  highly 
sophisticated  and  staffed  by  highly  trained  and  educated 
people. 

The  revenue  “cap”  plus  the  proposed  new  capital  ex- 
penditure limitation  “would  be  quite  detrimental  to  indi- 
vidual hospitals  which  seek  to  remain  in  the  mainstream 
of  modern  medical  treatment  and  care,”  said  Dr.  Bed- 
dingfield. 

The  AMA  officials  urged  Congress  to  postpone  any  ac- 
tion until  the  AMA-convened  National  Commission  on  the 
Cost  of  Medical  Care  submits  its  report  next  January.  Drs. 
Holden  and  Beddingfield  agreed  with  Rostenkowski  that 
the  problem  of  rising  costs  is  serious,  but  contended  that 
the  Administration  bill  would  compromise  the  quality  of 
patient  care. 

* * * 

Somewhat  battered  by  its  treatment  in  the  House,  the 
Administration  moved  its  “cap”  proposal  to  the  more 
friendly  environs  of  the  Senate  Human  Resources  Sub- 
committee on  Health  headed  by  Sen.  Edward  Kennedy  (D., 
Mass.). 

At  the  outset  of  Senate  hearings  on  the  Administration’s 
principal  health  proposal  of  the  year,  Kennedy  said  the 
Administration’s  bill  “is  not  perfect — but  it  is  a starting 
point.”  Declaring  he  has  a number  of  reservations  about 
it,  Kennedy  nevertheless  said  “a  transitional  cost  control 
program  is  needed.  A program  that  is  administratively 
simple,  doesn’t  create  a new  bureaucracy,  and  will  result 
in  significant  savings.” 

The  Massachusetts  Senator  put  in  his  customary  plug 

continued  on  page  1356 
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GENERAL  SESSIONS 


• 

1977  Annual  Convention 

Medical  Society  of  the 
State  of  New  York 

• 

October  2-5,  1977 

AMERICANA  HOTEL,  NEW  YORK  CITY 

OUTSTANDING 
CONTINUING 
MEDICAL  EDUCATION 
PROGRAMS 

SUNDAY,  October  2: 

10  a.m.  & 2 p.m.  Prevention  & Early  De- 
tection of  Cancer.  Society  of  Nuclear 
Medicine,  Section  on  Urology.  All  day. 

MONDAY,  October  3: 

2 p.m.  The  Family;  Changing  Values 

TUESDAY,  October  4: 

9 a.m.  & 2 p.m.  Diagnosis  & Manage- 
ment of  Coagulation  Defects:  Emphasis 
on  Disseminated  Intravascular  Coagula- 
tion. Section  on  Pathology.  All  day. 

WEDNESDAY,  October  5: 

9 a.m.  & 2 p m.  Noninvasive  Techniques 
in  Diagnosis.  N Y.  State  Society  of  Inter- 
nal Medicine,  Section  on  Internal  Medi- 
cine. All  day. 


continued  from  page  1355 

for  labor’s  Health  Security  Act  as  “the  only  viable  solution 
to  the  health  care  crisis  in  America,”  but  he  noted  that  this 
bill  would  require  “a  substantial  lead  time  to  imple- 
ment.” 

The  ranking  Republican  member  of  the  Subcommittee, 
Sen.  Richard  Schweiker  (R.,  Pa.),  said  “our  job  is  to  decide 
if  the  Administration’s  temporary  adjustment  is  a better 
approach  than  any  number  of  long  range  overhauls  already 
pending  before  the  Congress.”  He  said  “I  still  have  some 
basic  questions  about  the  wisdom  and  the  practicality  of 
this  approach.” 

Sen.  Kennedy  picked  Georgetown  University  Hospital 
(Washington,  D.C.)  as  an  appropriate  if  off-beat  site  for  the 
first  Senate  hearings  on  the  controversial  “cap”  pro- 
gram. 

Though  the  University  proved  a gracious  host  for  Ken- 
nedy’s health  subcommittee,  and  hospital  personnel  were 
excited  about  the  presence  of  big-name  senators  and  Ad- 
ministration officials,  the  chief  administrator  of  the  hos- 
pital took  the  opportunity  to  tell  Kennedy  some  of  the  facts 
of  life  about  running  a hospital  and  why  the  Administration 
plan  would  be  burdensome. 

Kennedy  had  noted  in  opening  the  hearing  at  the  hos- 
pital auditorium  that  “I  have  counted  on  this  hospital 
many  times  in  the  past  when  my  own  family  so  desperately 
needed  medical  care.” 

Charles  O’Brien,  Georgetown  University  Hospital  ad- 
ministrator, told  the  Subcommittee  as  one  of  its  witnesses 
that  the  impact  of  the  proposed  cost-containment  legis- 
lation “will  be  to  freeze  at  the  current  state  the  develop- 
ments or  expansion  of  new  treatment  courses.” 

“The  program  is  administratively  unworkable  and  en- 
tirely too  complex  to  be  equitably  applied,”  O’Brien  tes- 
tified. 

Joseph  Califano,  Secretary  of  Health,  Education,  and 
Welfare,  said  the  hospital  system  is  “obese.”  What  the 
Administration  is  asking  of  hospitals,  Califano  testified, 
“is  that  instead  of  having  five  pieces  of  chocolate  cream  pie 
for  dessert  they  try  to  hold  it  to  one.” 

Califano  offered  few  new  details  but  insisted  that  hos- 
pital cost  controls  cannot  await  national  health  insur- 
ance. 

The  American  Hospital  Association  (AHA)  renewed  its 
strong  opposition  to  the  Administration’s  plan.  AHA  se- 
nior vice  president  Leo  Gehrig,  M.D.,  said  “this  bill  is  in- 
equitable in  design,  wrong  in  concept,  and  impossible  to 
administer.  We  believe  that  its  enactment  would  seriously 
jeopardize  the  present  and  future  ability  of  hospitals  to 
provide  quality  care  to  the  American  people.” 

According  to  Gehrig,  “these  controls  are  wrong  because 
they  would  operate  through  a formula  that  continuously 
screws  down  increases  in  hospital  inpatient  revenues  so 
that  in  the  future  they  would  be  limited  to  a rate  about 
equal  to  the  rate  of  general  inflation.  Such  an  approach 
would  eliminate  all  ability  to  incorporate  improvements 
in  care  and  fail  even  to  keep  up  with  the  known  rate  of  in- 
flation in  the  hospital  market  basket. 

AMA  spokesmen  Jere  W.  Annis,  M.D.,  and  William  C. 
Felch,  M.D.,  in  testimony  before  the  Senate  subcommittee 
also  attacked  the  Administration’s  “cap”  proposal  (dubbed 
the  “nine  percent  solution”  by  Capitol  Hill  wags)  with 
arguments  basically  similar  to  those  used  earlier  before  the 
House  subcommittees. 

* * * 
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SCHEDULE  OF  SCIENTIFIC  MEETINGS 


1977  Annual  Convention 
Medical  Society  of  the  State  of  New  York 
Americana  Hotel,  New  York  City 

Sunday,  October  2 through  Wednesday,  October  5 


SUNDAY,  OCTOBER  2: 

10:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  of  Urology  with  Nuclear  Medi- 
cine. 

ALLERGY  & IMMUNOLOGY,  Versailles  Ballroom 
NEUROSURGERY,  Royal  Ballroom  B 

OBSTETRICS  & GYNECOLOGY,  Versailles  Terrace 

2:00  p.m.  GENERAL  SESSION,  (cont’d),  Royal  Ballroom  A 
ANESTHESIOLOGY.  Versailles  Ballroom 
OBSTETRICS  & GYNECOLOGY,  (cont’d),  Versailles  Terrace 
ORTHOPEDIC  SURGERY,  Royal  Ballroom  B 

MONDAY.  OCTOBER  3: 

9:00  a.m.  CARDIOVASCULAR  DISEASES.  Versailles  Terrace.  Joint  meeting  with  Nuclear  Medi- 
cine. 

DERMATOLOGY  & SYPHILOLOGY,  Royal  Ballroom  A 
FAMILY  & GENERAL  PRACTICE,  Royal  Ballroom  B 

GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY,  Versailles  Ballroom 

2:00  p.m.  GENERAL  SESSION,  Royal  Ballroom  A 
NEUROLOGY,  Royal  Ballroom  B 
DIALOGUE,  Versailles  Ballroom 
MALPRACTICE,  Versailles  Terrace 

TUESDAY,  OCTOBER  4 

9:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  with  Pathology. 

CHEST  DISEASES,  Versailles  Ballroom 

EMERGENCY  MEDICINE,  Royal  Ballroom  B.  Joint  meeting  with 

PREVENTIVE  MEDICINE  & PUBLIC  HEALTH 
SOCIO-ECONOMIC,  Versailles  Terrace 

2:00  p.m.  GENERAL  SESSION,  (cont'd),  Royal  Ballroom  A 

MEDICAL  LEGAL  & WORKMEN’S  COMPENSATION  MATTERS,  Versailles  Ballroom. 

Joint  meeting  with 
OCCUPATIONAL  MEDICINE 

PLASTIC,  RECONSTRUCTIVE,  & MAXILLOFACIAL  SURGERY,  Royal  Ballroom  B 
SURGERY,  Versailles  Terrace 

WEDNESDAY.  OCTOBER  5: 

9:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  with  Internal  Medicine. 
PSYCHIATRY.  Versailles  Ballroom 
RADIOLOGY,  Versailles  Terrace 
PEDIATRICS,  Royal  Ballroom  B 

2:00  p.m.  GENERAL  SESSION,  (cont’d).  Royal  Ballroom  A 

PHYSICAL  MEDICINE  & REHABILITATION,  Versailles  Ballroom 
TRAUMA,  Royal  Ballroom  B 
PSRO,  Versailles  Terrace 


SCIENTIFIC  MOTION  PICTURES  and  SCIENTIFIC  & TECHNICAL  EXHIBITS 

Sunday  through  Wednesday,  9 a.m.  to  5 p.m. 

Albert  Hall,  Lower  Lobby 


SCIENTIFIC  MEETING  ROOMS 

Second  Floor 


TOURS  FOR  SPOUSES 

1977  Annual  Convention 

Medical  Society  of  the  State  of  New  York 

Americana  Hotel,  New  York  City 
October  2-6,  1977 

We  are  delighted  to  present  an  outstanding  program  of  activities  for  the  spouses  who  are  attending 
the  convention  this  year.  The  spouse  program  schedule  will  not  conflict  with  events  of  the  Auxiliary; 
ample  time  will  also  be  provided  between  special  spouse  activities  and  the  evening  scheduled 
events. 


SUNDAY,  OCTOBER  2 

1-5  p.m.  WINDOWS  ON  THE  WORLD.  A gourmet  dinner 
on  the  107th  floor  of  the  World  Trade  Towers,  plus  an 
unbelievable  view  of  New  York  and  130  miles  beyond. 
Bus  & sightseeing  tour  downtown  & back.  At  dinner, 
a talk  on  “Money  Management”  will  be  given  by  a rep- 
resentative of  one  of  our  leading  brokerage  firms.  Early 
reservations  required.  Price:  Dinner  $28.16  per 

person;  bus  $6.00  per  person.  Total:  $34.16. 

MONDAY,  OCTOBER  3 
7:30  p.m.  THEATRE  PARTY.  Benefit  for  AMA-ERF 
Scholarship  Fund.  A musical  review,  SIDE  BY  SIDE 
BY  SONDFIEIM  at  the  Music  Box  Theatre,  239  West  45th 
St.,  New  York  City.  Contact:  Mrs.  John  Barbey, 

Theatre  Benefit  Chairman,  187  Judson  Ave.,  Dobbs 
Ferry,  N.Y.  10522.  (914)  693-2124.  Price:  $25  per 
person. 

TUESDAY,  OCTOBER  4 

9:15-1 1:15  a.m.  TOUR  OF  LINCOLN  CENTER.  Your  visit 
will  include  the  New  York  State  Theatre,  the  Vivian 
Beaumont  Theatre,  the  Metropolitan  Opera  Flouse,  & 
Avery  Fisher  Flail.  Price:  $3.50  per  person  plus 

transportation. 

1 p.m.  AUXILIARY  LUNCHEON  in  the  Imperial  Ballroom 
of  the  Americana  Hotel.  Honoring  Mrs.  Lawrence  J. 
Radice,  President  of  the  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York.  Entertainment  to  be  an- 
nounced. Non-member  spouses  are  welcome  at  this 
gala  affair.  Price:  $15  per  person. 


WEDNESDAY,  OCTOBER  5 

12:30-4  p.m.  GIOVANNIS’  OASIS— Luncheon.  Leave 
hotel  at  12:30  p.m.  with  a hostess.  A sparkling  new 
metropolitan  restaurant,  featuring  authentic  romar 
cuisine.  Menu:  Typical  Italian  meal,  or  a light  salad 
etc.  Also,  an  informal  fashion  show  by  Lili  Rubin  durint 
luncheon.  After  luncheon,  a hostess  will  take  the  ladie: 
shopping  at  Bergdorf  Goodman,  Bonwit  Teller,  I.  Miller 
Henry  Bendel,  Lili  Rubin,  etc.  Early  reservations  re 
quired.  Price:  $18  per  person. 

THURSDAY,  OCTOBER  6 

a.m.  FASHION  MORNING  WITH  FONTAYNE.  Visit  witl 
Fontayne,  actress,  model,  dancer  & couturiere  designe 
in  her  beautifully  decorated  duplex.  She  will  mode 
some  designs  & accessories  from  her  current  collection 
Coffee  & danish  will  be  served.  Also,  time  to  explon 
boutique  shops  along  Madison  Avenue.  Price:  $1: 
per  person. 


The  above  prices  are  all  inclusive  & include  tips,  taxes 
transportation  on  chartered  buses  plus  hostesses  on  all  buse 
& at  all  events.  All  tours  will  leave  from  the  Spouse  Hosp 
tality  Center.  Please  complete  the  reservation  form  on  th 
facing  page.  Tickets  will  be  mailed,  or  may  be  picked  up  i 
the  Hospitality  Center  at  the  Americana  Hotel  beginnin 
Sunday,  October  2nd  at  9 a.m. 


SPOUSE  HOSPITALITY  CENTER 

The  center  will  be  open  from  9 a.m.  to  5 p.m.  Sunday,  October  2nd,  and  daily  thereafter 
during  convention  hours  9 a.m.  to  5 p.m. 

Afternoon  Events — No  Charge 

MONDAY  HOW  TO  PACK  A SUITCASE.  Around  the  World  in  a Tote  Bag,  or  three  weeks  at  your  favorite 

1:30-4  spots  with  a perfectly  coordinated  wardrobe.  At  this  demonstration,  you  will  learn  the  most 

fascinating  and  practical  means  for  travel  freedom.  It’s  like  a magician  and  his  magic  hat,  and 
all  without  a wrinkle. 

COSMETIC  DEMONSTRATION.  Learn  how  a subtle  application  of  the  proper  makeup  can 
transform  a “plain  Jane”  into  the  beautiful  woman  she  can  be.  You'll  see  a cosmetic  analysis, 
demonstration  and  perhaps  a personal  evaluation. 

BOOK  DISCUSSION  of  Dr.  Milton  Helpern's  book,  “Autopsy — Memoirs  of  a Medical  Detec- 
tive." 

Watch  for  additional  events 
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Tours  for  Spouses 
Reservation  Form 


Windows  on  the  World 
Lincoln  Center  Tour 
Auxiliary  Luncheon 
Giovannis'  Oasis 
Fontayne  Fashion  Show 

Total  enclosed 


Please  make  check  payable  to  the  Medical  Society  ot  the 
State  of  New  York  and  mail  with  this  form  to: 


Pauline  Nodar 
Executive  Assistant 
Medical  Society  of  the 
State  of  New  York 
420  Lakeville  Road 
Lake  Success,  N.Y.  11040 

Phone:  516-488-6100 


Name. 


Address. 


_Zip_ 


Phone  (area  code). 
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The  chief  rival  to  the  Administration’s  bill  is  the  so- 
called  Talmadge  measure  drafted  by  the  Senate  Finance 
Subcommittee  on  Health  headed  by  Sen.  Herman  Tal- 
madge (D.,  Ga.).  This  bill,  which  was  brought  up  for 
hearings  last  year,  institutes  a prospective  reimbursement 
system  for  hospitals  for  Medicare  and  Medicaid  with 
classification  by  type  of  institution  and  by  region  and  in- 
cludes many  incentive  and  punitive  provisions  aimed  at 
costcutting.  Significantly,  the  bill  was  introduced  in  the 
House  recently  by  Rep.  Paul  Rogers  (D.,  Fla.),  chairman 
of  the  House  Commerce  Health  Subcommittee.  Rep.  Dan 
Rostenkowski  (D.,  111.)  head  of  the  Ways  and  Means  Health 
Panel,  hasn’t  said  which  way  he’s  leaning. 

Introducing  his  long-awaited  Medicare-Medicaid  mea- 
sure, Sen.  Talmadge  told  the  Senate  of  his  “uncertainty 
over  the  wisdom  of  a “cap”  on  hospital  revenues” — thus 
raising  what  many  believe  to  be  a storm  warning. 

Talmadge,  influential  chairman  of  the  Senate  Finance 
Subcommittee  on  Health,  insisted  his  comprehensive  bill 
was  not  a rival  of  the  Administration’s.  But  the  questions 
he  raised  about  the  Administration’s  legislation  made  clear 
that  the  nine  percent  “cap”  plan  on  all  hospital  revenues 
faces  tough  sledding  in  the  Senate.  The  plan,  Talmadge 
said,  could  “cause  such  chaos  within  the  hospital  field  as 
to  cancel  the  dubious  savings  involved.” 

Nineteen  Senators  from  both  parties  cosponsored  the 
Talmadge  measure.  They  included  Sen.  Russell  Long  (D., 
La.),  chairman  of  the  full  Finance  Committee. 

Of  the  four  major  health  subcommittees  in  Congress, 
only  the  Finance  Subcommittee  has  not  scheduled  hearings 
to  date  on  the  Administration  “cap”  proposal  which  em- 
braces all  hospital  functions,  not  just  those  involved  with 
Federal  aid  programs. 

* * * 

The  American  Medical  Association  has  told  the  House 
Commerce  Subcommittee  on  Oversight  and  Investigations 
that  a second  opinion  “is  just  that  and  nothing  more — an 
opinion  which  is,  by  definition,  subjective  and  it  can  never 
be  anything  other  than  that,”  asserted  James  H.  Sammons, 
M.D.,  AMA  executive  vice  president. 

The  Subcommittee,  headed  by  Rep.  John  Moss  (D., 
Calif.),  has  engaged  in  a running  controversy  with  medical 
groups  since  it  issued  a report,  a year  ago  implying  there  are 
many  thousands  of  deaths  due  to  unnecessary  surgery. 
The  issue  has  stirred  calls  on  Capitol  Hill  for  required 
second  opinions  and  suggestions  for  establishing  criteria 
for  determining  under  Medicare  and  Medicaid  the  neces- 
sity of  surgical  procedures  and  which  should  be  elective. 

Dr.  Sammons  said  “such  an  approach  is  contrary  to 
sound  medical  practice.” 

“It  is  not  the  disease  which  determines  whether  the 
procedure  is  an  emergency  but  rather  the  condition  of  the 
patient  and  the  time  and  circumstances  under  which  the 
patient  is  seen  by  the  physician,”  said  Dr.  Sammons.  The 
AMA  official  said  an  approach  based  on  disease  categories 
with  hard  and  fast  rules  which  allow  for  no  variation  “is  not 
medically  sound  or  in  the  best  interest  of  the  patient.” 

The  AMA  supports  efforts  to  control  costs  “that  do  not 
sacrifice  the  interests  of  the  patient  to  the  interest  of  some 
abstract  cost-benefit  ratio,”  Dr.  Sammons  testified. 

Dr.  Sammons’  appearance  before  the  Subcommittee  was 
delayed  for  a week  because  of  a dispute  over  the  timing  of 
delivery  of  AMA  testimony  to  the  Subcommittee.  Despite 

continued  on  page  1360 
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strong  words  that  have  been  exchanged  between  Sub- 
committee Chairman  Moss  and  the  AMA  over  the  unnec- 
essary surgery  issue,  Moss  did  not  level  any  broadside 
charges  at  Dr.  Sammons’  testimony.  However,  Reps. 
Anthony  Moffett,  (D.,  Conn.),  Henry  Waxman,  (D.,  Calif.), 
and  Andrew  Maguire,  (D.,  N.J.),  had  sharply  critical  re- 
marks about  the  AMA. 

Much  of  the  debate  centered  on  the  frequency  of  hys- 
terectomies in  this  country.  Waxman  asked  if  it  is  “a  fad 
operation?”  Moffett  said  the  AMA  had  displayed  “cal- 
lousness, chauvinism,  and  insensibility”  to  surgery  on 
women.  Maguire  shouted  that  there  is  “something  wrong” 
because  the  AMA  “fails  to  address  the  issue”  of  people 
dying  unnecessarily  from  surgery. 

Dr.  Sammons  vehemently  denied  the  charges.  The 
AMA  has  no  desire  to  protect  the  guilty  and  the  incompe- 
tent, he  asserted.  The  question  of  what  is  necessary  or 
unnecessary,  what  is  wrong,  must  be  decided  at  the  peer 
review  level,  Dr.  Sammons  said.  “I  am  certain  in  my  own 
mind  that  there  is  surgery  performed  every  day  that  I 
would  not  personally  agree  with,  but  that  is  true  of  all  as- 
pects of  every  profession,”  said  the  AMA  official.  The 
number  of  such  cases  would  be  very  small,  he  stressed. 

* * * 


A dash  of  scholarly  cold  water  was  thrown  on  the  flaring 
dispute  in  Congress  over  whether  there  is  too  much  surgery 
performed  in  this  country. 

A news  conference  was  held  in  Washington,  D.C.,  by  the 
Office  of  Health  Policy  Information  at  the  Harvard  School 
of  Public  Health  to  introduce  a new  book,  “Costs,  Risks  and 
Benefits  of  Surgery.”  One  of  the  studies  on  the  book  said 
that  present  costs  and  risks  of  surgery  “appear  to  be  equal, 
or  nearly  equal  to  benefits.” 

Elective  hysterectomy,  a subject  which  has  drawn  much 
fire  from  members  of  the  House  Commerce  Subcommittee 
on  Investigations,  raises  the  question  of  quality-of-life 
benefits,  the  book  states.  “It  cannot  be  assumed  that  easy 
answers  can  be  provided,”  it  adds.  “The  individual  patient 
may  consider  that  the  quality-of-life  benefits  of  hysterec- 
tomy are  sufficient  to  offset  attendant  risks;  indeed,  based 
on  the  extremely  high  hysterectomy  elective  rates  reported 
for  physicians’  wives,  who  should  be  reasonably  informed 
‘consumers,’  it  seems  likely  that  many  women  will  make 
this  choice.” 

However,  the  book  goes  on,  if  and  when  society  agrees 
to  make  “necessary”  medical  care  available  to  every  citizen 
as  a right,  “at  issue  will  be  the  allocation  of  public  funds  for 
a procedure  when  it  appears  to  be  more  of  a convenience 
or  luxury  t han  a necessity,  and  in  competition  with  growing 
demands  for  funds  to  pay  for  other  medical  procedures, 
many  of  which  may  present  stronger  claims.” 

The  book  was  written  by  Benjamin  Barnes,  M.D.,  asso- 
ciate professor  of  surgery  at  Harvard  Medical  School;  John 
Bunker,  M.D.,  professor  of  anest  hesia  and  of  family  com- 
munity and  preventive  medicine  at  Stanford  University; 
and  Frederick  Mosteller,  Ph.D.,  chairman  of  the  Depart- 
ment of  Biostatistics  at  the  Harvard  School  of  Public 
Health.  All  three  authors  were  present  at  the  news  con- 
ference as  was  Howard  Hiatt,  M.D.,  Dean  of  the  Harvard 
Public  Health  School,  who  wrote  the  foreward  to  the 
book. 

The  threat  of  Federal  Trade  Commission  direct  juris- 
diction over  nonprofit  associations  such  as  medical  orga- 
nizations has  been  blocked  in  Congress. 
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The  House  Commerce  Committee  by  voice  vote  rejected 
the  proposal.  The  Senate  Commerce  Committee  approved 
a bill  that  had  been  stripped  of  a similar  provision  following 
subcommittee  adopt  ion.  The  nonprofit  association  pro- 
vision was  part  of  a broader  measure  extending  FTC 
powers  and  penalties  that  was  okayed  by  both  com- 
mittees. 

At  present,  the  FTC,  which  is  currently  engaged  in  a 
wide-range  of  cases  against  medical-health  groups  in- 
cluding the  AMA  must  prove  in  court  that  it  has  jurisdic- 
tion over  nonprofit  association  on  grounds  the  challenged 
activity  resembles  a commercial  activity  and  operates  for 
the  economic  benefit  of  the  members  of  a nonprofit  asso- 
ciation. 

This  has  proved  a legal  obstacle  to  some  FTC  actions 
against  nonprofit  associations  in  the  past.  The  FTC  had 
urged  Congress  to  adopt  the  plan.  However,  the  AMA  and 
a host  of  other  nonprofit  associations  argued  that  the  new 
powers  would  give  the  Federal  agency  more  authority  than 
Congress  had  intended  as  an  instrument  against  unfair 
business  practices.  The  effect  would  have  been  to  lump 
all  activities  of  nonprofit  groups  in  the  same  legal  boat  as 
those  of  commercial  businesses. 

Despite  its  victory  in  blocking  the  inclusion  of  nonprofit 
organizations  under  the  same  flag  as  commercial  business, 
the  AMA  and  others  will  support  a floor  amendment  to 
block  a committee-passed  section  of  the  legislation  that 
would  authorize  class  action  suits  (by  private  individuals) 
for  violations  of  FTC  rules. 

* * * 

The  American  Medical  Association  and  the  American 
Hospital  Association  were  criticized  bv  Health,  Education, 
and  Welfare  Secretary  Joseph  Califano  for  opposing  the 
Administration’s  hospital  cost  containment  plan. 

Califano  said  the  two  organizations  "have  opposed  vir- 
tually every  progressive  step  in  the  health  care  area,  every 
step  for  the  government  to  become  the  catalyst  and  further 
expand  service  to  the  poor  and  needy.” 

In  an  interview  with  the  Washington  Post,  the  HEW 
Secretary  said  the  major  obstacles  to  Congressional  passage 
of  the  Administration  hospital  control  plan  are  the  AMA 
and  the  AHA.  "They’re  very  effective  and  strong  lob- 
byists,” he  was  quoted. 

Califano  predicted  that  despite  opposition  the  plan  will 
clear  the  House  within  a few  months,  but  he  conceded  it 
faces  “a  more  difficult"  fate  in  the  Senate. 

Spokesmen  for  the  AMA  and  the  AHA  denied  Califano’s 
charges  of  opposing  progressive  health  measures.  They 
noted  support  for  expanded  health  programs  covering 
everyone  through  private  health  insurance.  The  hospital 
control  program  won’t  work  and  could  damage  the  quality 
of  health  care,  they  said. 

Califano  also  told  the  Washington  Post  that  hospitals 


should  take  a tougher  line  negotiating  with  hospital-based 
specialists  who  “get  a percentage  of  the  gross”  income  of 
their  departments.  “That’s  like  the  entertainment  busi- 
ness,” he  said.  “This  is  not  the  entertainment  busi- 
ness.” 

* * * 

Health,  Education,  and  Welfare  Secretary  Joseph  Cal- 
ifano has  expressed  “deep  regret”  to  the  AMA  at  “the 
significant  number  of  errors”  in  the  March  12  publication 
of  names  of  health  providers  whose  1975  Medicare  income 
surpassed  $100,000. 

“I  am  deeply  distressed  at  the  number  of  errors,  and  I 
regret  any  embarrassment  that  may  have  been  caused  to 
any  of  your  individual  members,”  Califano  said  in  a letter 
to  James  H.  Sammons,  M.D.,  AMA  Executive  Vice  Presi- 
dent. 

Following  the  original  publication  of  the  list,  the  AMA 
and  some  state  medical  societies  checked  208  of  the  407 
physicians  on  the  list  and  found  an  error  rate  of  64.9  per- 
cent. Dr.  Sammons  urged  an  apology  for  the  mistakes. 

Califano  said  he  has  asked  Robert  Derzon,  Adminis- 
trator-Designate of  the  new  Health  Care  Financing  Ad- 
ministration, to  review  the  entire  matter  with  the  view 
toward  taking  whatever  actions  are  necessary  to  prevent 
a situation  like  this  from  arising  again. 

* * * 

The  influential  and  liberal  Washington  Post,  com- 
menting on  President  Carter’s  remarks  before  the  United 
Automobile  Workers  annual  meeting  concerning  delay  of 
national  health  insurance,  said  in  an  editorial  that  the 
President’s  declaration  that  the  government  cannot  afford 
to  do  everything  was  “dead  right.” 

Said  the  Post: 

“We  also  think  it  would  be  the  final  and  complete  rui- 
nation of  liberalism — whatever  that  may  mean  anymore — 
if  its  self-professed  minions  refused  to  face  up  to  the  dif- 
ficult domestic  choices  and  just  kept  on  asking  for  it 
all.” 

Asked  the  Post  in  an  editorial  that  will  have  repercus- 
sions in  the  nation’s  capital: 

“Is  the  intervention  of  government  in  peoples’  lives,  even 
for  a benign  purpose,  always  so  benign  in  the  way  it  works? 
Have  we  not  learned  that  there  can  be  a streak  of  ugly  au- 
thoritarianism in  even  the  most  well-intended  government 
programs?  Can  liberals  afford  to  be  as  contemptuous  as 
they  traditionally  have  been  of  those  who  regard  inflation 
as  the  principal  public  enemy?” 

The  editorial  said  these  are  questions  serious-minded 
Democrats  should  be  thinking  about  now — “not  whether 
it  is  illiberal  of  Jimmy  Carter  to  have  delayed  the  pro- 
spective introduction  of  national  health  insurance  until 
early  in  1978.” 
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Index  to  Advertised  Products 


LENOX  HILL  HOSPITAL 

Announces  a Symposium  on 

Tumors  of  the  Eyelids,  Orbit 
and  Ocular  Adnexae 

OCTOBER  27,  28,  29,  1977 

This  Symposium  will  be  devoted  to  the  diagnosis,  pathogenesis 
and  treatment  of  tumors  of  the  eyelids  and  orbit,  emphasizing 
basal  cell  carcinoma  of  the  eyelids.  The  course  will  be  presented 
by  outstanding  ophthalmologists,  ophthalmic  surgeons,  plastic 
surgeons,  x-ray  therapists,  dermatologists,  immunotherapists, 
cryosurgeons  and  pathologists.  The  format  will  consist  of  lec- 
tures, panel  discussions,  surgical  films  and  videotapes  of  sur- 
gery. 

THE  FACULTY  WILL  INCLUDE:  Albert  Hornblass,  M.D.,  Course 
Dir. 

Edgar  Berry,  M.D. 

Charles  Beyer,  M.D. 

Jackson  Coleman,  M.D. 

Anthony  Domonkis,  M.D. 

Andrew  Ferry,  M.D. 

Paul  Henkind,  M.D. 

Crowell  Beard,  M.D. 

Henry  Gougelman,  M.D. 

and  others 

Tuition:  Practitioners:  $200  Residents:  $75 

For  further  information  write  to: 

Department  of  Ophthalmology 
Lenox  Hill  Hospital 

100  East  77th  St.,  New  York,  N.Y.  10021 

This  activity  is  acceptable  for  21  credit  hours  in  Category  I 


PRACTICES  AVAILABLE 


GROWING  FAMILY  PRACTICE  AVAILABLE,  N.  Shore,  L.I.,  Suffolk  County. 
Includes  newly  appointed  1,000  sq.  ft.  fully  equipped  office  with  waiting,  con- 
sultation and  three  examining  rooms,  and  a small  lab.  Two  hospitals  in  prox- 
imity. Reasonable  terms.  Call  (516)  928-5252. 


PRACTICE  AVAILABLE:  INTERNIST  RETIRING— office  for  sale  with  or 
without  practice.  Excellent  Flatbush  location,  Brooklyn.  Near  all  transpor- 
tation X-ray  equipment.  Price  reasonable.  Call  Mon.,  Wed.,  Thurs.,  11  a.m.-l 
p.m.  (212)469-7200. 


FOR  SALE,  STONY  BROOK,  LONG  ISLAND,  ENT  PRACTICE.  Physician 
deceased.  Successful,  modern,  fully  equipped  office  with  active  files.  Nurse- 
receptionist  will  remain.  Four  hospitals  in  area.  Excellent  location  at  moderate 
rental  Low  cost  opportunity  for  beginning  practitioner.  Also  suitable  G.P., 
internist,  etc.  (516)  751-4058. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary  Free  service  to  candidates. 

85  East  End  Ave.  NY  10028  (212)  RH  4-3615-3466 


Analgesics 

Darvon  (Eli  Lilly  & Company)  1339 

Antibiotics 

Keflex  (Eli  Lilly  & Company)  1240 

Antihypertensives 

Aldomet  (Merck  Sharp  & Dohme)  1245,  1246 

Antipyretic  analgesics 
Empirin/Empracet  with 

codeine  (Burroughs  Wellcome  Company)  1237 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Diagnostic  laboratory  tests 

Bio-Science  Laboratories  1289 

Hormonal  nutritional  supplements 

Testand-B  (Geriatric  Pharmaceutical  Corp.) 1306 

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories)  3rd  & 4th  covers 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  1316 

Tranquilizers 

Librium  (Roche  Laboratories)  1238,  1239 

Valium  (Roche  Laboratories)  1233 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 1352,  1353 


Need  help.  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

420  Lakeville  Road 
Lake  Success,  New  York  11040 


Lazio  Bird,  M.D. 
Morris  Leider,  M.D. 
David  Soil,  M.D. 
Byron  Smith,  M.D. 
Perry  Robins,  M.D. 
Michael  Tenner,  M.D. 
Seamus  Lynch,  M.D. 
Stephen  Trokel,  M.D. 
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esearch  Project  in 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

ny  doctor  who  can  refer  trigeminal  neuralgia  patients  lor  whom  medications  or  surgery 
ave  brought  no  signiticant  improvement,  please  contact 

Ling  Sun  Chu,  M.O. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

'eatments  will  be  tree  ol  charge,  and  patients  will  remain  under  the  care  ol  the  referring 
nysician  Call  or  write  for  further  details 


ACTICES  WANTED 


3STCH ESTER  OR  CONNECTICUT  M.D.s  OFFICE  & HOME  combination 
wanted,  with  currently  active  G.P.  practice.  Consider  buying  into  or  taking  over 
etiring  physician's  separate  office.  Principals  only.  All  replies  confidential. 
)ept.  588,  c/o  NYSJM. 

UMARY  CARE  PHYSICIAN  WISHING  TO  RELOCATE  within  25  mile  radius 
of  N.Y.C.  Age  32.  Excellent  qualifications,  including.  Board  certification  in 
family  medicine.  4 yrs.  private  practice,  teaching  experience  in  family  medicine, 
and  medical  school  appointment.  Call  office  (514)  733-4496,  or  home  (514) 
733-7014. 


ISCELLANEOUS 


i.LS  COLLECTED  ABUSE  IS  RULED  OUT— TACTFUL  YET  Str- 
essful— 40  years  of  top  service  to  doctors  and  hospitals— Mail  billhead  for 
letails.  Crane  Discount  Corp..  251  W.  42nd  St.,  New  York.  N.  Y.  10036 
212)  730-0069. 

QUAINT  YOURSELF  WITH  THE  RAMPART  MARK  4000  Medical  Emer 
:encv  Alarm  Unit.  The  Mark  4000  summons  help  to  chronically  ill  patients  at 
he  press  of  a button — a portable  panic  button.  Help  put  an  end  to  the  fear,  even 
I Iread.  that  families  go  through  every  time  they  must  leave  an  ill  or  elderly  loved 
me  alone.  When  time  is  of  the  essence,  the  Mark  4000  can  mean  saving  a pa- 
ient's  life.  Your  help  is  needed  to  inform  patients  that  this  remarkable  unit  is 
tvailable.  Get  more  information  by  writing  or  calling  immediately.  Beck  Se- 
urity  Systems.  Inc.,  73-74  199  St..  Flushing.  N.Y.  1 1366.  (212)  776-3634. 


HYSICIANS  WANTED 


1YSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE:  NEW 

York.  New  Jersey,  Connecticut  permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis  Client  inquiries  invited.  For  further  info  contact: 
Karrev  Associates,  agency  for  Execu-Med.  23-25  East  26th  St.,  New  York. 
N.Y.  10010.  Telephone:  (212)  532-7625. 

'.DIATRKTAN.  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPU- 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
air.  good  schools  in  Western  Pa.  Substantial  guarantee  Contact:  Mr.  -J.  A. 
Colaizzi.  Administrator.  Grove  City  Hospital.  Grove  Citv.  Pa.  16127.  Phone 
(412)458-7132. 

XUPATIONAL  PHYSICIAN  FOR  FULL-TIME  CAREER  position  in  Rem- 
ington Arms  Co.  plant  in  Ilion,  New  York.  Exc.  opportunity.  General  practice 
background  acceptable.  Exc.  salary  and  outstanding  company  paid  benefit 
program.  Equal  opportunity  employer  M/F.  Call  or  write  R.  Hall,  Plant 
Manager,  Remington  Arms  Co.,  Inc.,  Ilion,  New  York  13357.  (315)  894-9961. 

IYSICIAN  WANTED— FULL  TIME  PHYSICIAN  for  modern  350  bed  Infir- 
mary and  Extended  Care  Facility  in  growing  Orange  County,  in  Goshen,  New 
Y ork.  Attractive  salary  with  excellent  County  employee  benefits  (retirement 
plan  and  hospitalization  provided).  New  York  State  License  necessary.  Write 
to:  Michael  Temchin,  M.D..  Medical  Director.  Orange  County  Home  and  In- 
firmary, Box  59,  Goshen.  New  York  10924. 

5DIATRICIAN,  BOARD  CERTIFIED/ELIGIBLE,  to  join  two  other  pediatri- 
cians in  established  practice  in  Orange  County,  New  York.  Early  partnership. 
Submit  curriculum  vitae  to  Dept.  577,  c/o  NYSJM. 

ANTED:  PHYSICIANS— ALL  SPECIALTIES.  As  search  consultants  in  the 
health  care  field,  we  are  interested  in  physicians  with  a good  career  oath  for 
full-time  positions  as  medical  director,  assistant  medical  director,  chiefs  ot  clinical 
departments,  and  clinical  practice  with  our  clients,  blue-ribbon  hospitals  and 
other  organizations  in  the  health  care  field.  We  invite  your  curriculum  vitae  so 
that  we  may  contact  you  when  the  right  situation  develops  No  financial  obli- 
gation to  candidate.  Lepinot  Associates  Inc.,  702  Abbott  Road,  East  Lansing, 
Michigan  48823. 


VACANCIES  AVAILABLE  IN  THE 
U S.  ARMY  RESERVE  MEDICAL  CORPS 

The  U S.  Army  Reserve  has  numerous  vacancies  for  physicians, 
male  and  female,  anywhere  within  New  York  State,  but  espe- 
cially in  the  New  York  City  area  Positions  are  available  in  all 
military  ranks  up  through  lieutenant  colonel.  Female  physicians 
are  particularly  encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  complete  20  years  service  by  age 
60  can  be  accepted  if  they  are  willing  to  waive  their  pension 
benefits.  Individuals  with  no  prior  military  service  are  urged  to 
apply  as  are  those  who  have  previously  served  on  active  duty 
(i.e.,  U.S.  Army,  Navy  or  Air  Force). 

Active  part-time  participation  requires  attendance  at  up  to  12 
once-monthly  weekends  per  year  plus  two  weeks  of  active  duty 
during  the  same  year. 

The  pay  is  up  to  $4,000  annually  for  a lieutenant  colonel  with  20 
years  service  in  the  local  Medical  Army  Reserve. 

For  additional  information  on  your  hometown  Medical  Army 
Reserve  unit,  all  sent  to  you  without  any  obligation,  please  write 
to: 

Brig.  General  Joseph  P.  Cillo,  M.D. 

8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  N.Y.  11252 

THE  MEDICAL  ARMY  RESERVE  . . . 

PART  OF  WHAT  YOU  EARN  IS  PRIDE! 

Visit  us  at  Booth  26  at  the  1977  Annual  Convention 
Medical  Society  of  the  State  of  New  York 


PHYSICIANS  WANTED  — CONT  D 


BOARD  ELIGIBLE  OR  CERTIFIED  PEDIATRICIAN  with  good  training  (ex- 
perience in  Neonatology  preferred)  to  join  Board  certified  pediatricians.  Full 
partnership  after  one  year.  Nice,  progressive  college  town  in  Finger  Lakes  region, 
New  York  State.  Send  resume  to  Dept.  587,  c/o  NYSJM. 


QUEENS  & NASSAU  COUNTIES,  NEW  YORK:  Child  psychiatrist,  part-time. 
Eclectic  orientation,  experienced  in  individual  psychotherapy,  family  therapy 
and  psychopharmacology,  Board  eligible,  or  recently  completed  residency.  Must 
be  able  to  relate  cooperatively  with  other  mental  health  disciplines.  Under  su- 
pervision of  Director  of  Medical  & Psychiatric  Services  to  provide  treatment 
services  to  children  and  families  in  care,  supervise  services  offered  by  psycholo- 
gists and  psychiatric  social  workers.  Some  in-service  training  and  clinical 
teaching  required.  Social  work  agency,  providing  preventive  services,  foster  care 
and  adoption  services  to  a population  of  neglected,  deprived  and  abused  children. 
Salary  competitive,  liberal  fringe  benefits.  C.V.  and  inquiries  to  James  Caul, 
Personnel  Director,  6301  12th  Avenue,  Brooklyn,  N.Y.  11219. 


UPSTATE  NEW  YORK.  URGENT,  E.R.  PHYSICIANS,  2 M.D.s  with  E.R. 
experience  needed  for  active  practice.  25,000  annual  visits,  new  facility  opened 
6/76,  northwestern  Catskills,  university  town,  excellent  schools  and  recreation. 
Compensation  and  benefits  excellent.  Frank  M.  Isbell,  Administrator,  A.O.  Fox 
Memorial  Hospital,  1 Norton  Ave.,  Oneonta,  N.Y.  13820.  (607)  432-2000,  ext. 
211. 


BOY  do  we  have  a girl  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y 11552 

516-483-0577 
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REAL  ESTATE  FOR  SALE  OR  RENT 


Doctor . . . 
Have 
We 
Got 

An  Assistant  For  You! 


Something  new  has  been  added  to  our  curriculum  . . . "NEW  ON  JOB 
TRAINING  PROGRAM”  we  need  your  assistance  in  establishing  our 
new  voluntary  "ON  JOB  TRAINING  PROGRAM" 

During  the  last  six  weeks  of  our  medical  assistants  course,  we  want 
to  place  our  highly  trained  para-professionals  into  actual  “on  the  job" 
working  situations  on  a voluntary  basis.  Our  medical  assistants  are 
trained  and  qualified  in  all  office  procedures,  taking  blood  pressures, 
pulse  rates,  respiration  rates,  EKG’s,  developing  X-rays,  CBC's,  lab 
work-ups,  and  more!  We  are  flexible  in  coordinating  hours  to  conform 
to  your  schedule. 

If  you  are  interested  in  assisting  us  with  our  new  program,  please  call 
(914)  428-1960. 


‘ffiecWestctiester,G§ctiool 

For  Paraprofessional  Training 

1 North  Broadway,  White  Plains,  N.Y.  10601  (914)  428-1960 
130  Ontario  Street,  Albany,  N.Y.  12206  (518)  462-6621 
275  Broadhollow  Rd.  (Rte.  110)  Melville,  N.Y.  11746  (516)  752- 
1060 

(The  Westchester  School  is  licensed  by  the  State  of  N.Y.) 


POSITIONS  WANTED 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.,  N.Y.C.  LEXINGTO 
Professional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychiatr 
office  suites.  Furnished  & equipped  24  hour  answering  service;  receptionis 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leasi 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFICIENT  SERVE 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  si 
or  appraise  a co-op,  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Gibbo 
& Ives,  Inc.,  745  Fifth  Ave.,  N.Y..  N.Y.  (212)  832-5571. 

NEW  MEDICAL  BLDG,  SOMERS  PROFESSIONAL  PARK  (upper  Westchesb 
County).  4300  condominium  units  under  construction  nearby.  In  terms 
dentist,  orthodontist  already  in.  Two  suites  available.  Exceptional  opportuni 
in  quality  area.  Days  (914)  277-3030;  eves  277-3444. 


SUFFERN-TALLMAN,  ROCKLAND  COUNTY,  N.Y.  Medical  Arts  Buildin 
Ready  for  occupancy.  Modern,  finished  suite.  Air  cond.;  parking,  etc.  Be 
location;  central  medical  area;  adjacent  shopping  area.  300  feet  Thruway  e> 
14B.  (914)357-2177,357-8114. 


HOME/OFFICE,  CUSTOM  BLULT,  BRICK,  western  Nassau  County.  Desiral 
location,  % acre.  Convenient  transportation  and  shopping;  Wheatley  Schoo 
close  to  several  hospitals.  Suitable  for  physician  or  allied  professions.  Separa 
entrance,  2-car  garage,  3 oversized  bedrooms,  large  eat-in  kitchen,  brick  wall 
fireplace,  2 full,  2%  bathrooms,  2-zone  heating,  many  extras.  Priced  for  qui 
sale,  low  80’s.  Call  Sundays  or  after  8 p.m.  (516)  742-8654. 


SIX  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  buildi 
in  Lynbrook,  L.I.  Available  immediately.  Centrally  located  near  major  h( 
pitals.  Call  (212)  297-4140. 


SPACE  AVAILABLE  IN  OFFICE  OF  INTERNIST,  SATURDAY  OR  SUNDA 
New  building,  completely  furnished.  Consultation  room,  three  examining  root 
300  MA  X-ray  machine,  EKG’s,  sigmoidoscope.  On  Grand  Concourse  (Nr.  20f 
St.)  (212)  298-3322. 


RIVERDALE-FIELDSTON,  N.Y.  FOR  SALE:  Custom,  recently  built,  gracio 
4 bedroom,  brick  Colonial;  4 baths;  air  conditioned;  stone  fireplace,  fieldsto  ' 
center  hall  and  patio,  panelled  rec.  room.  Easy  access  to  all  NYC  hospita 
$169,000.  Eves  (212)  796-2627. 


AMBIT  IOUS  PHYSICIAN  ASSISTANT  seeks  employment  with  interested 
GP/FP  or  group  practice  in  need  of  someone  dedicated  to  helping  provide  quality 
primary  care  medicine.  Write  Robert  H.  Smith,  Box  351,  Lima,  New  York  14485, 
or  call  (716)  582-1399. 


338  EAST  30th  ST.  (NR.  FIRST  AVE.-N.Y.U.  MED.).  Entire  floor  of  beauti 
brownstone,  1600  sq.  ft.,  central  a/c,  excel,  condition,  large  waiting  room,  nur 
station,  consul,  room,  five  exam,  rooms,  various  other  rooms.  Available  imn 
diately.  Reasonable.  (212)  895-3797:344-7750. 


EQUIPMENT 


ENTIRE  CONTENT’S  OF  NEWLY  APPOINTED  MEDICAL  OFFICE  available. 
Includes  medical  equipment  and  furnishings  for  three  examining  rooms,  a small 
lab  and  the  business- reception  area  equipment  and  furnishings.  Excellent  op- 
portunity for  new  physician  going  into  practice.  Terms  reasonable.  Call  (516) 

928-5252. 

CLAY  ADAMS  ACCU-STAT  that  does  eight  laboratory  tests  to  be  sold  at  % off 
cost  (-1  $300.00.  Call  (212)  298-3322. 


FURNISHINGS  FOR  EXAM  ROOMS  AND  OFFICE,  office  equipment,  medical 
equipment,  surgical  instruments  at  great  savings  available  from:  Physicians 
Buying  Cooperative,  475  Park  Ave.  South,  New  York,  N.Y.  10017.  Call  (212) 
725-5176. 


FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 

Fulfilling  all  the  typing  needs  of  the  Medical  Profession. 
Pick-up  & Delivery.  Fast  Accurate  Service. 


Free 


(212)  592-1566 

99-05  58th  Ave.,  Corona,  N.Y.  1 1368 


GREAT  NECK,  L.I.,  N.Y.  Any  physician  wishing  to  relocate  would  find  an  id 
set-up  in  our  custom  built  home-office  (separate  wing  & entrance)  on  \ a< 
beautifully  landscaped  corner  plot.  Well  established  GP/FP  will  introdu 
Home  has  central  a/c,  4 bedrooms,  maid's  room,  all  conveniences.  Near  hospit; 
schools,  shopping.  (516)  487-7246. 


BRONX,  N.Y.,  2532  UNIVERSITY  AVENUE  (south  of  Kingsbridge  Road).  ( 
sq.  ft.,  street  entrance,  former  dentist’s  office.  $150  month.  Call  owner  (2 
881-8125. 


LAKE  HOPATCONG,  NEW  JERSEY:  46  miles  from  George  Washington  Brie 
Charming  ranch,  3 bedrooms,  2 fvdl  baths,  large  carpeted  sunken  living  rot 
Enclosed  porch  overlooking  lake.  Dining  area  connected  with  modern  kitch 
Utility  room,  garage,  patio,  fireplace.  Boathouse,  steps  to  lake.  Over  one  a 
land.  Completely,  exquisitely  furnished;  immaculate.  Immediate  occupan 
$85,000.  Call  (914)  623-2924' 


BRONX,  N.Y.,  2750  JOHNSON  AVE.  The  Raymont.  Luxury  elevator  buildi 
Very  large  medical  offices.  Separate  street  entrance.  $500  month.  See  Si 
premises,  Apt.  3-G. 


BROOKLYN,  N.Y.  CORNER  TWO  FAMILY  HOUSE.  Five  rooms,  5 roo 
4|/2  rooms,  4 bathrooms.  Suitable  for  professional.  One  block  from  Newkirk  PI  1 
and  “D”  train,  Foster  Ave.  bus.  Gas  heat,  white  aluminum  siding.  Call  f 1 
a.m.  6: 1 2 p.m.  (212)  434-2922,  or  434-6377. 
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Army  Medicine 
wants  more  doctors 
who  specialize. 

If  you’re  a physician  specializing'  in  pediatrics,  anesthesiology,  radiology,  or 
internal  medicine,  we  ve  got  a full  range  of  career  opportunities  for  you. 

These  opportunities  are  available  in  a setting  that’s  about  as  free  from  non- 
medical distractions  as  it’s  possible  for  a practice  to  be.  If  you’re  a doctor  who’s 
more  interested  in  practicing  medicine  than  the  running  of  a practice,  Army 
Medicine  could  be  perfect  for  you.  Just  call  your  local  Army  Medical  Counselor, 
and  he  will  discuss  specific  assignment  opportunities  with  you. 

Cou nselor/ Phone  N u m be r 
Captain  Ernie  C.  Hall  609-562-4271 

Army  Medicine.  The  practice  that’s  practically  all  medicine. 


IEAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


AWRENCE.  L.I..  N.Y.  IN  CHOICE  LOCATION.  Spacious  8 room.  3 bedroom 
home  and  7 room  office  wing  with  separate  entrance.  Suitable  for  2 physicians. 
200  ma  X-ray  available.  Golf.  Tennis,  Boating  nearby.  Close  to  beaches, 
transportation  and  houses  of  worship.  Internist  retiring.  Phone  (516)  371- 
1800 

IASTINGS,  N.Y.  Contemporary  house,  move-in  condition,  3 bedrooms.  2 'A  baths, 
family  room,  dining  room  and  living  room  with  brick  fireplace,  kitchen,  pantry, 
deck,  2-car  garage,  central  air-conditioning.  Convenient  to  schools,  pool,  station. 
Plus  professional  suite:  Separate  entrance,  waiting  room,  office.  bath,  possible 
in-law  suite:  extra  bedrooms.  High  80's.  Call  (914)  478-1411.  478-1433. 


BROOKLYN,  N.Y..  130  CLARKSON  AVENUE  (Flatbush).  Doctor's  office  suite, 
$340  month.  See  Supt.  Mr.  Kubic  (212)  BU  7-3722,  or  call  Agent  (212)  977- 
9000. 


,'KLDEN.  SUFFOLK  COUNTY.  NEW  YORK.  For  rent,  five  room  medical  office, 
. wing  of  residence  of  deceased  G.P.,  established  31  years.  Excellent  location  on 
main  thoroughtare  Good  parking.  Excellent  field  for  Ob/Gvn  or  urologist  Call 
after  6 p.m.  (516)  732-7143:  if  no  answer  call  (516)  665-6796.  or  write  Mrs.  Roberta 
Riegelhaupt.  P.O.  Box  126,  Selden.  NY  11784. 


10SLYN  HEIGHTS.  L.I.,  N.Y.  CHOICE  LOCATION.  Space  available,  for  rent, 
in  medical  building.  Beautifully  decorated.  X-ray  view  box  and  intercom  in 
consultation  rooms.  300  MA  X-ray  and  lab.  available.  (516)  621-1501. 


MONROE.  NEW  YORK.  HOME/OFFICE  FOR  SALE  OR  RENT  with  option 
to  buy.  Excellent  location  opposite  Medical  Arts  Building.  Office  has  separate 
entrance,  fully  panelled.  Central  air  conditioning  throughout.  Four  bedrooms, 
living  room,  dining  room,  large  eat-in  kitchen,  playroom.  Ill  health  forces  early 
retirement.  Outstanding  opportunity.  (914)783-4365. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONTD 


NEW  CITY,  N.Y.  CLARKSTOWN.  Gracious  fieldstone  colonial.  Old  stone  wall, 
1 H)  acres,  landscaped  privacy.  35  year  old  custom  home.  Living  room  34  X 16, 
raised  dining  or  music  area.  dbl.  french  doors,  dining  room,  fireplace,  beams  & 
library  open  to  flagstone  terrace.  Add'l.  30  X 20  summer  terrace.  4 bedrooms 
plus  studio  apt.,  314  baths.  Air  conditioning;  heated  pool.  25  min.  G.W.  Bridge. 
$125,000.  Marcelle  Cowan.  Excl.  Broker  (914)  268-2185. 


KENT  CLIFFS.  VICINITY,  PUTNAM  CO.,  N.Y.  Swim,  sale,  fish,  ice  skate! 
Beautiful  lakefront,  year  round  home  on  IV4  landscaped  acres.  One  hour,  15 
minutes  from  mid-Manhattan.  3 bedrooms,  214  baths,  full  attic/basement, 
thermopane  throughout,  all  appliances.  Lavish  perennials,  shade  trees.  $97,500. 
Owner  (212)  831-0023;  (914)  225-3316. 


DOCTOR'S  HOME  FOR  SALE,  LYNBROOK,  LONG  ISLAND.  Stately  Geor- 
gian Colonial;  all  brick,  center  hall,  4 bedrooms,  214  baths,  formal  dining  room, 
living  room  with  fireplace,  servants  quarters  consisting  of  3 rooms  and  bath,  plus 
5 room  professional  suite  with  1/2  bath  and  private  entrance.  Plot  100  X 178, 
professionally  landscaped,  2-car  garage.  $79,990.  For  more  information  call 
Mary  Charles  Realty,  area  code  (516)  887-3377. 


ROSEDALE,  QUEENS.  N.Y.  LARGE,  ONE  STORY  RANCH  on  corner  of  main 
street,  few  blocks  from  RR  station,  and  short  block  from  bus  stop.  Suitable 
parking  area  on  property  and  curb.  Five  windows  in  basement  with  outside 
access:  3 entrances  to  house  suitable  for  multi-professional  use.  Photos  on  re- 
quest. (212)  527-1122. 


FOR  SALE:  HOME-OFFICE  COMBINATION,  SMITHTOWN,  L.I.  Ten  room 
split,  3 bedrooms,  114  baths,  full  basement,  fully  carpeted,  professional  decorated; 
landscaped,  fenced,  corner  14  acre  opposite  Smithtown  General  Hospital.  314 
room  air  conditioned  office  with  bath,  room  for  expansion.  Suitable  G.P.,  any 
specialty.  $45,000.  Owner  (516)  265-4244. 
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AMA  brings  CME  to  Hartford 


AMA  Regional  CME  Program — Sept.  10-11,  1977 


AMA  has  greatly  expanded  its  continuing  medical 
education  programs,  an  important  service  to 
member  physicians.  A regional  CME  meeting  is 
scheduled  at  the  Sheraton  Hartford  Hotel,  315 
Trumbull  St.,  Civic  Center  Plaza,  Hartford,  CT 
06103.  Non-AMA  members  are  welcome. 

New  England  medical  schools  are  contributing 
to  this  regional  program  in  cooperation  with  the 
Connecticut  State  Medical  Society,  Maine  Medical 
Association,  Massachusetts  Medical  Society, 
New  Hampshire  Medical  Society,  Rhode  Island 
Medical  Society,  and  the  Vermont  State  Medical 
Society. 


CME  Courses  Offered  at 
Hartford  Meeting 

SATURDAY,  SEPTEMBER  10,  1977  (Each  6 Hours) 

J-1.  Office  Dermatology  (Boston  University) 

J-2.  Diagnosis  & Management  of  Common  Gl 
Disease  (University  of  Connecticut) 

J-3.  Office  Gynecology  (Tufts  University) 

J-4.  Pulmonary  Function  & Blood  Gases  (University 
of  Vermont) 

J-5.  How  to  Sew  (Yale  University) 

SATURDAY  & SUNDAY,  SEPTEMBER  10-11,  1977 

J-6.  CANCELLED. 

J-7.  Public  Speaking  Seminar;  11  hours 


AMA  BRINGS  CME  TO  YOU  . . . 

A clinically  directed  syllabus  for  each  course. 

Individual  attention  to  questions — class  sizes  are 
limited. 

Scheduled  on  weekends  to  avoid  office-hour  conflict. 

All  courses  approved  by  the  AMA  Council  on  Continu- 
ing Physician  Education  for  Category  1 credit  towards 
an  AMA  Physician’s  Recognition  Award. 


SUNDAY,  SEPTEMBER  11,  1977  (Each  6 Hours) 

J-8.  Acid  Base,  Fluid,  & Electrolyte  Balance 
(Tufts  University) 

J-9.  Current  Clinical  Approaches  to  Hypertension 
(Boston  University) 

J-10.  Recent  Advances  in  Cardiovascular  Disease 
(Brown  University) 

J-1 1 . Infectious  Diseases  (Tufts  University) 

J-1 2.  Basic  Electrocardiography  (University 
of  Massachusetts) 

AMA’s  Winter  Scientific  Meeting 

Miami  Beach,  Florida  December  10-13,  1977 


For  specific  information,  please  write: 

AMA  Department  of  Meeting  Services 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

Phone  inquiries:  (312)  751-6155 
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CONTENTS 
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DEADLINE  DATES  FOR  WHAT  GOES  ON 
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December  1977 
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March  1978 


August  1,  1977 
September  1,  1977 
October  1,  1977 
November  1,  1977 
December  1,  1977 
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COMMUNITIES  SEEKING  PHYSICIANS 8 


Compiled  by  the  Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1040. 
Telephone  516-488-6100. 


"WHAT  GOES  ON  IN  CONTINUING  MEDICAL  EDUCATION” 
IS  ON  THE  SUMMER  SCHEDULE 
WHEN  VERY  FEW  COURSES  ARE  GIVEN. 

THE  SCHEDULE  WILL  BE  BACK  IN  FULL  SWING  AS 
OF  SEPTEMBER. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less  than 
cost.  The  $3.00  one-year  subscription  rate  guarantees  you  12  issues 
mailed  first  class  in  advance  of  the  New  York  State  Journal  of 
Medicine. 
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NEW  YORK  CITY 


August  15-19 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

STRUCTURED  INTERVIEWING  FOR  PSYCHOLOGICAL 
EVALUATION 

FEE:  $375.  CREDIT:  AMA  Cat.  1 
For  further  information  contact  the  Office  of  the  Dean,  New 
York  University  Post-Graduate  Medical  School,  550  First 
Avenue,  New  York  10016.  Tel:  212/679-3200. 


OUT-OF-STATE 


ASPEN,  COLORADO 


August  6- 10 

University  of  Colorado  Medical  Center 

* The  Given  Institute  of  Pathobiology 
Aspen,  Colorado 

DIAGNOSTIC  PROBLEMS  IN  GYNECOLOGIC  PATHOLOGY 
( Special  Slide  Seminar) 

FEE:  $185.  CREDIT:  AMA  Cat.  1 
For  further  information  contact  Office  of  Postgraduate 
Medical  Education,  University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Denver,  Colorado  80262. 
Tel:  303/394-5241. 


OUT-OF-U.S.A. 


CANADA 


August  15-18 

Western  Hemisphere  Nutrition  Congress  V 
Quebec,  Canada 

* Quebec  Hilton  Hotel 

NUTRITION  IN  TRANSITION 

For  further  information  contact  Frank  Chappell. 

Tel:  312/751-6606  or  644-2426.  AMA,  535  N.  Dearborn 
Street,  Chicago,  III.,  60610 


FUTURE  EVENTS 


NEW  YORK  CITY 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
September  7-May  24 

THE  PHYSICS  OF  DIAGNOSTIC  RADIOLOGY 
FEE:  $300.  CREDIT:  AMA  Cat.  1 
September  8-Jan.  6 

RADIATION  BIOLOGY  FOR  DIAGNOSTIC  RADIOLOGISTS 
FEE:  $180.  CREDIT:  AMA  Cat.  1 
September  16- 18 

CLINICAL  ANESTHESIA  TODAY  (CAT  III) 

FEE:  $200.  CREDIT:  AMA  Cat.  1. 

For  further  information  contact  the  Office  of  the  Dean,  New 
York  University  Post-Graduate  Medical  School,  550  First 
Avenue,  New  York  10016.  Tel:  212/679-3200. 


QUEENS 


Astoria  General  Hospital 


25-10  30th  Avenue 
Long  Island  City 

8:15  p.m.-10:15  p.m.,  Tuesdays 
September  20 

CHILDHOOD  EXANTHEMS 
Samuel  Weinberg,  M.D. 

CREDIT:  AAFP 
September  27 

DERMATOLOGICAL  DISEASES  IN  CHILDREN 
Samuel  Weinberg,  M.D. 

CREDIT:  AAFP 

For  further  information  contact  Maxine  Lilia,  Astoria  General 
Hospital,  25-10  30th  Avenue,  Long  Island  City,  1 1102.  Tel: 
212/932-1000. 


WESTCHESTER 


Harlem  Valley  Psychiatric  Center 

Wingdale 
September  7 

(1  day  per  month  for  10  months,  10  hours) 

NEUROANTOMY  & NEUROPATHOLOGY 
Drs.  P.  Grube  and  F.  Exconde 
AMA  Cat.  1 (10  hrs) 

September  23 

(1  day  per  month  for  10  months) 

CASE  CONFERENCE  (Neurology) 

Dr.  F.  Exconde 

CREDIT:  AMA  Cat.  1 (10  hrs.) 

For  further  information  contact  Harlem  Valley  Psychiatric 
Center,  Wingdale  12594.  Tel:  914/832-6611. 


SUFFOLK 


September  25-30 

Dept,  of  Family  Medicine,  SUNY  at  Stony  Brook 

Health  Sciences  Center 
Stony  Brook 

THIRD  ANNUAL  FAMILY  MEDICINE  REVIEW  COURSE 
FEE:  $250.  CREDIT:  AAFP  40  hrs. 

(Includes  lunch  and  transportation  to  and  from  motels) 

For  further  information  contact  Dept,  of  Family  Medicine  at 
SUNY  at  Stony  Brook,  11794.  Tel:  516/444/-2458. 


NEW  HARTFORD 


September  15 

Central  New  York  Academy  of  Medicine,  Inc. 

210  Clinton  Avenue 
New  Hartford 
6:30  p.m. 

AEROSPACE  MEDICINE— STRATEGIC  AIR  COMMAND 
NO  FEE  CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Mr.  Russell  H.  Feltus, 
Executive  Director,  Central  New  York  Academy  of  Medicine, 
Inc.,  210  Clinton  Road,  New  Hartford,  13413.  Tel:  315/ 
735-2204. 


BUFFALO 

September  22 

Roswell  Park  Memorial  Institute 

666  Elm  Street 
Buffalo 

THE  CHRONIC  LEUKEMIAS 
Dr.  Joseph  Sokal 

For  further  information  contact  Professional  Education  Office 
Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo 
14263.  Tel:  716/845-5944 
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ALLERGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Allergist.  Anesthesiolo- 
gist, Dermatologist,  Emergency  Room  Physician,  ENT  Physician. 
Contact  Mr.  Charles  D.  Hicks,  Director,  Physicians'  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/253- 

3388. 

ANESTHESIOLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Anesthesiologist,  Allergist, 
Dermatologist,  Emergency  Room  Physician,  ENT  Physician. 
Contact  Mr.  Charles  D.  Hicks,  Director,  Physicians'  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/253- 
3388. 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O'Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkwy.,  Buffalo,  14208. 
Tel:  716/886-4400,  ext.  447. 

CORNING,  N.Y.,  Steuben  County  needs  an  Anesthesiologist. 
Contact  Marvin  S.  Lee,  M.D.,  P.O.  Box  35,  Corning,  14830.  Tel: 
607/962-5051,  ext.  278. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Anesthesiologist 
and  Ob/Gyn  physician.  Contact  Jose  Galinso,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

NYACK,  N.Y.,  Rockland  County  needs  an  Anesthesiologist.  Contact 
Seymour  D.  Kizner,  M.D.,  Physician  Associates,  160  North 
Midland  Avenue,  Nyack,  10960.  Tel:  914-EL  8-1404 

POTSDAM,  N.Y.,  St.  Lawrence  County,  needs  an  Anesthesiologist. 
Contact  C.  Edward  Stevens,  Executive  Director,  Central  St. 
Lawrence  Health  Services,  50  Leroy  Street,  Potsdam,  13676. 
Tel:  315/265-3300. 

DERMATOLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Dermatologist,  Allergist, 
Anesthesiologist,  Emergency  Room  Physician,  ENT  Physician. 
Contact  Mr.  Charles  D.  Hicks,  Director,  Physicians’  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/253- 
3388. 

EAST  AMHERST,  N.Y.,  Erie  County  needs  a dermatologist.  Contact 
Joseph  T.  Lucas,  M.D.,  6745  Transit  Road,  East  Amherst,  14051. 
Tel:  716/688-6766.  After  6 P.M.,  716/634-7332. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Group, 
Olean,  14760.  Tel:  716/372-0141. 

EMERGENCY  ROOM 

ALBANY,  N.Y.,  Albany  County,  needs  an  Emergency  Room  Physi- 
cian and  Employee  Health  Service  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room  Physi- 
cian, Anesthesiologist,  Allergist,  Dermatologist,  ENT  Physician. 
Contact  Mr.  Charles  D.  Hicks,  Director,  Physicians’  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/253- 
3388. 

NEW  HARTFORD,  N.Y.,  Oneida  County  needs  an  Emergency  Room 
physician.  Position  offers  excellent  benefits.  Contact  Irving 
Cramer,  M.D.,  St.  Luke's  Hospital  Center,  Box  479  Champlin  Rd„ 
Utica,  13502. 

ENT 

AUBURN,  N Y , Cayuga  County  needs  an  ENT  Physician,  Anesthe- 
siologist, Allergist,  Dermatologist,  Emergency  Room  Physician, 
Contact  Mr.  Charles  D.  Hicks,  Director,  Physicians'  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/253- 
3388. 

BRONX,  N.Y.,  needs  a ENT,  Radiologist,  General  Surgeon;  Neuro- 
surgeon, Orthopedic  Surgeon,  Ophthalmologist,  Pediatrician, 
Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Misericordia 
Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx  10466.  Tel: 
212/653-3000,  ext.  277. 

CEDARHURST,  N.Y.,  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Barrett 
Road,  Cedarhurst  1 1559.  Tel:  516/239-0880. 
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FAMILY  PHYSICIAN 

ALBANY,  N.Y.,  Albany  County,  needs  an  Employee  Health  Service 
Physician  and  an  Emergency  Room  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Ms.  Emily  Dinkelacker,  Village  of  Athens. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center,  Bergen  14416.  Tel:  716/494-1621. 

BRONX,  N.Y.,  needs  a General  Physician  to  work  mornings. 
Contact  Mr.  Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272 
Willis  Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Communty 
Service  Corp.,  80  Main  Street,  Candor  13743. 

CANTON,  N.Y.,  St.  Lawrence  County,  needs  a doctor  for  Student 
Health  Services.  Contact  Stuart  A.  Winning,  M.D.,  St.  Lawrence 
University,  Canton,  13617.  Tel:  1-315/379-5392. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

COPAKE,  N.Y.,  Columbia  County  needs  a Family  Physician.  Con- 
tact Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Tel: 
607/936-9971. 

FREEPORT,  N.Y.,  Nassau  County  needs  a Family  Physician. 
Contact  Bernard  Ross,  M.D.,  121  South  Ocean  Avenue,  Free- 
port. 

HAMILTON,  N.Y.,  Madison  County  needs  a Family  Physician. 
Contact  Ms.  N.  Cara  Ackerman,  Director,  Mid-York  Family  Health 
Center,  150  Broad  Street,  Hamilton,  13346.  Tel:  315/824- 
0850. 

HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of  Webb  Health 
Center,  Old  Forge  13429.  Tel:  315/369-3464. 

HIGHLAND  FALLS,  N.Y.,  Orange  County,  needs  a Family  Physician. 
Contact  G.  R.  Carroll,  M.D.,  7 Satterlee  Rd.,  Highland  Falls, 
10928.  Tel:  914/446-4040. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director, 
Family  Health  Center,  51  Glasgow  Avenue,  Jamestown 
14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street, 
Johnstown,  12095. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
George  F.  Einters,  M.D.,  143  Green  Street,  Kingston,  12401. 
Tel:  914/338-4034. 

LOCKPORT,  N.Y.,  Niagara  County  needs  several  Family  Physicians. 
Contact  N.  Donald  Peifer,  Lockport  Memorial  Hospital,  Lockport, 
14094.  Tel:  716/433-3831. 

MEDINA,  N.Y.,  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.,  needs  a part-time  Family  Physician  or  In- 
ternist for  a two  day  week.  Contact  George  Friedman,  M.D., 
415  Central  Park  W,  New  York,  10025.  Tel:  212/222- 

4763. 

OGDENSBURG,  N.Y.,  St.  Lawrence  County,  needs  a Family  Physi- 
cian. Contact  R.  Agarwal,  M.D.,  Health  Center,  Ogdensburg, 
13669.  Tel:  315/393-4171. 


PENN  YAN  N.Y.,  Yates  County  needs  a Family  Physician,  Ophthal- 
mologist and  Internist.  Contact  Daniel  J.  Clements,  113  Chapel 
Street,  Penn  Yan,  14527.  Tel:  315/536-3973  or  536-4431. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/754-6227  days, 
315/754-6663  evenings. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

TROY,  N.Y.,  Rensselaer  County,  needs  a General  Physician  with 
interest  in  alcoholism.  Contact  David  Kadish,  Assistant  Adm., 
Samaritan  Hospital,  2215  Burdett  Avenue.  Troy,  12180.  Tel: 
518/274-3000.  ext.  201. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan,  Waddington  13694  Tel:  315/ 

388-4446  or  315/388-5908. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Alexander  Boroff,  M.D..  474  Pennsylvania  Avenue,  Waverly, 
14892.  Tel:  607/565-8360. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Charles  F.  Ryan,  M.D.,  Tioga  General  Hospital,  Waverly,  14892. 
Tel:  607/565-2861. 

WEBSTER,  N.Y.,  Monroe  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  12  miles  east  of  Roch- 
ester. Contact  Jason  O.  Cook,  M.D.,  193  West  Main  Street, 
Webster  14580. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hospital  of  William 
F.  & Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville.  14895. 
Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.,  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Robert 
Arnold.  Willsboro,  12996. 

INTERNISTS 

BRONX,  N.Y.,  needs  an  Internist.  Contact  Benjamin  Dvosin,  Adm., 
Northern  City  Medical  Group  (H.I.P.),  115  Dreiser  Loop,  CO-OP 
City,  Bronx  10475. 

BRONX,  N.Y.,  needs  an  Internist  for  2 day  week.  Contact  Mr.  Ro- 
senfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

BUFFALO,  N.Y.,  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  interest  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine.  For 
further  information  contact  W.  H.  Stevenson,  Ass't  Director  of 
Personnel,  the  Buffalo  General  Hospital,  100  High  Street,  14203. 
Tel:  716/845-7490. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Com- 
munity Service  Corp.,  80  Main  Street,  Candor  13743. 

DELHI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

FAR  ROCKAWAY,  N.Y.,  Queens  County  needs  an  Internist  with 
Gastroenterology  or  Pulmonary  Disease  subspecialty.  Contact 
Mrs.  Moore,  Seagirth  Health  Care  Service,  1731  Seagirth  Blvd., 
Far  Rockaway,  11691.  Tel:  212/471-5400. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Internist.  Psychiatrist, 
Pediatrician.  Contact  Mr.  Pegalis,  54  Main  Street,  Medical  Bldg., 
Hempstead,  11550.  Tel:  516/538-4531/4532. 

HERKIMER,  N.Y.,  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420.  Tel: 
315/369-2464. 

MAHOPAC,  N.Y.,  Putnam  County,  50  miles  from  NYC,  needs  a 
Cardiologist.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac,  10541.  Tel:  914/628-3474. 


MONTOUR  FALLS,  N.Y.,  Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J.  McDonald,  Adm.,  Schuyler 
Hospital,  Montour  Falls,  14865.  Tel:  607/535-7121. 

NEWARK,  N Y.,  Wayne  County  needs  an  Internist.  Contact  W.  L. 
Fredricksen,  Admin.,  Newark  Medical  Center,  Newark  14513. 
Tel:  315/331-3310. 

NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R Aronson,  M.D.,  Medical  Arts  Building,  Norwich,  13816. 
Tel:  607/334-6928. 

PENN  YAN,  NY.  Yates  County  needs  an  Ophthalmologist,  Internist 
and  Family  Physician.  Contact  Daniel  J.  Clements,  1 13  Chapel 
Street.  Penn  Yan,  14527.  Tel:  315/536-3973  or  536-4431. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SIDNEY,  N.Y  . Delaware  County  needs  an  Internist  with  a subspe- 
ciality in  Cardiology.  Contact  John  W.  Sands,  Adm.,  The  Hos- 
pital, Pearl  Street,  Sidney,  13838.  Tel:  607/563-9934. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  and  Pediatri- 
cian. Contact  C.  K.  Heins,  M.D.,  16  Jones  Street,  Monticello, 
12701.  Tel:  914/794-64545. 

GENERAL  SURGEON 

BRONX,  N.Y.,  needs  a General  Surgeon,  Radiologist,  Neurosurgeon, 
Orthopedic  Surgeon,  Ophthalmologist,  ENT  physician,  Pedia- 
trician, Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Miseri- 
cordia  Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx 
10466.  Tel:  212/653-3000,  ext.  277. 

DELHI,  N.Y  , Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a General  Surgeon. 
Contact  George  Skomsky,  Adm.,  Massena  Memorial  Hospital, 
Massena,  13662.  Tel:  315/769-9991. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon, 
Family  Physician  and  an  Internist.  Contact  Ms.  B.  J.  Sommer- 
ville, Adm.,  Salamanca  District  Hospital,  150  Parkway  Drive, 
Salamanca  14779. 

ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon,  Neurosurgeon,  Radi- 
ologist, General  Surgeon,  Ophthamologist,  ENT  physician.  Pe- 
diatrician, Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Mis- 
ericordia  Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx 
10466.  Tel:  212/653-3000,  ext.  277. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Orthopedic  Surgeon, 
ENT.  Psychiatrist  and  General  Physician.  Contact  George 
Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena,  13662. 
Tel:  315/769-9991. 

MEDINA,  N.Y.,  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

DIRECTOR 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Director 
for  St.  Mary's  Hospital,  89  Genesee  Street,  Rochester, 
14611. 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Surgeon. 
Contact  A.  J.  Graziani,  M.D.,  St.  Mary's  Hospital,  89  Genesee 
Street,  Rochester,  14611. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Orthopedic  Surgeon. 
Contact  Charles  F.  Ryan,  M.D.,  Tioga  General  Hospital,  Waverly, 
14892.  Tel:  607/565-2861. 

NEW  YORK  CITY,  N.Y.,  needs  an  Orthopedist  for  part-time  4-6 
hours  weekly.  Contact  F.  P.  Guidotti,  M.D.,  Medical  Director, 
Health  Center  Family  Medical  Office,  321  W.  44th  Street,  New 
York  10036.  Tel:  212/586-1550. 

NEUROSURGEON 

BRONX,  N.Y.,  needs  a Neurosurgeon,  Radiologist,  General  Surgeon, 
Orthopedic  Surgeon,  Ophthalmologist,  ENT  physician,  Pedia- 
trician, Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Miseri- 
cordia  Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx 
10466.  Tel:  212/653-3000,  ext.  277. 
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OBSTETRICIAN/GYNECOLOGIST 

BATAVIA,  N.Y.,  Genesee  County  needs  an  Ob/Gyn  physician. 
Contact  Louis  E.  Green,  Jr.,  M.D.  and  John  T.  Chua,  M.D.,  P.C., 
215  Summit  Street,  Batavia  14020.  Tel:  716/343-6076. 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

GOWANDA,  N.Y.,  Cattaragus  County  needs  an  Ob/Gyn  physician 
and  an  Anesthesiologist.  Contact  Jose  Galindo,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

HORNELL,  N.Y.,  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  Contact  Gorden  Stenhouse,  M.D  , Hornell  Medical 
Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.,  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  £ernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

MONTOUR  FALLS,  N.Y.,  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  an  Ob/Gyn  physician.  Contact  Ms.  Anne 
Squire,  c/o  Storch,  44  Gramercy  Park  North,  New  York  10010. 
Tel:  212/254-0700. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

SODUS,  N.Y.,  Wayne  County  needs  an  Ob/Gyn  Physician.  Contact 
Chuck  Pattison,  Adm.,  Wayne  County  Rural  Comprehensive 
Health  Program,  P.O.  Box  A,  Sodus  14551. 

STAMFORD,  N.Y.,  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr.  Stewart  Redman, 
Adm.,  Community  Hospital,  Harper  Street,  Stamford  12167.  Tel: 
607/652-7521. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

BRONX,  N.Y.,  needs  a Radiologist,  General  Surgeon,  Neurosurgeon, 
Orthopedic  Surgeon,  Ophthalmologist,  ENT  physician,  Pedia- 
trician, Pathologist.  Contact  Mr.  Kenneth  F.  Adamec,  Miseri- 
cordia  Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx 
10466.  Tel:  212/653-3000,  ext  277. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Ophthalmologist. 
Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140 
Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext. 
261  04  262. 

PENN  YAN,  N.Y.,  Yates  County  needs  an  Internist,  Family  Physician 
and  Ophthalmologist.  Contact  Daniel  J.  Clements,  113  Chapel 
Street,  Penn  Yan  14527.  Tel:  315/536-3973  or  536-4431. 

PATHOLOGIST 

BRONX,  N.Y.,  needs  a Pathologist,  Radiologist,  General  Surgeon, 
Neurosurgeon,  Orthopedic  Surgeon,  Ophthalmologist,  ENT 
physician,  Pediatrician.  Contact  Mr.  Kenneth  F.  Adamec, 
Misericordia  Hospital  Medical  Center,  600  E.  233rd  Street,  Bronx 
10466.  Tel:  212/653-3000,  ext.  277. 

PEDIATRICIAN 

BROOKLYN,  N Y.,  Kings  County  needs  a Pediatrician.  Contact  Dr. 
Veronica  Santilli,  7000  Bay  Parkway,  Brooklyn.  Tel:  212/ 
331-8400. 

THOMSON,  N Y.,  Sullivan  County  needs  a Pediatrician  and  Internist. 
Contact  C.  K.  Heins,  M.D.,  16  Jones  Street,  Monticello,  12701. 
Tel:  914/794-4545. 

YONKERS,  NY,  Westchester  County  needs  a pediatrician.  Contact 
Dr  L.  Kauffman,  Lewis  Rd.,  Irvington,  10533. 

PSYCHIATRIST 

BROOKLYN,  N Y.,  Kings  County  needs  a Psychiatrist.  Contact 
Gerald  M Blum,  M.D.,  Chief  Psychiatry  Clinic,  Jewish  Hospital 


and  Medical  Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn, 
11238.  Tel:  212/240-1701. 

CORTLAND,  N.Y.,  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County,  needs  a Radiologist.  Contact  Dr. 
Bernard  Suster,  Chief,  Radiology  Service,  Brooklyn  Veterans 
Administration,  800  Poly  Place,  Brooklyn,  11209.  Tel: 
212/836-6600,  ext.  341/342. 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact  David 
Bryk,  M.D.,  Director,  of  Radiology,  555  Prospect  Place,  Brooklyn 
11238. 

UTICA,  N.Y.,  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  including 
special  procedures,  ultrasound  and  nuclear  medicine.  Contact 
B.  H.  Johnson,  M.D.,  Dept,  of  Radiology,  St.  Luke’s  Memorial 
Hospital  Center,  Box  479,  Utica  15303. 

SR.  HOUSE  PHYSICIAN 

FAR  ROCKAWAY,  N.Y.,  Queens  County  needs  a Sr.  House  Physi- 
cian. Contact  Robert  C.  Taymor,  M.D.,  Director,  Department 
of  Medicine,  Peninsula  Hospital  Center,  51-15  Beach  Channel 
Drive,  Far  Rockaway,  1 1691.  Tel:  212/945-7100  ext.  391 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians’  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  The  Journal  of  the  AMA. 


Physicians  who  wish  to  apply  to  the  MSSNY's  Physicians'  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians'  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N Y.  11040,  or  Tel  516/488- 
6100  ext.  241 

FOR  APPLICATION  FORM 
SEE  FOLLOWING  PAGE 


FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 

Name Date 

Address 

(Zip  code  number)  (Telephone  Number) 

Date  of  Birth Place  of  Birth 

Citizenship  Status Marital  Status 

Medical  School Year  Graduated 

Internship 

Hospitals Dates 

Residency. 

Hosp  ita  Is Dates 

Specialty 

Licensed  in  what  States? 

Applied  for_ 

American  Board  Certificates  held? 

Eligible Certified 

Do  you  have  a New  York  State  License? Date  of  Certificate 

Military  Status 

Professional  Organization  Memberships 

Are  you  in  practice  ot  present? 

Solo Associate Industrial 

Other 

Dote  you  will  be  available  for  practice Former  locations  in  which  you  have 

practiced 

(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  486-6100. 


What  type  of  practice  are  you  Interested  in? 
Group Ins  t ltutiona  1 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available?^ 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly_ 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone:  (516)  488-6100. 


1374  New  York  State  Journal  of  Medicine/July  1977 
WGO-8 


New  York  State  Journal  of  Medicine 

Published  monthly  with  the  Minutes  of  the  House  of  Delegates  added  in  March  and  the  Convention  issue  in  August  by  the  Medical  Society  of  the  State 
of  New  York.  Copyright  1977  by  the  Medical  Society  of  the  State  of  New  York  Editorial,  Circulation,  and  Advertising  Offices  420  Lakeville  Rd., 
Lake  Success,  N Y 1 1040.  Change  of  Address  Notice  should  state  whether  or  not  change  is  permanent  and  should  include  the  old  address.  Six  weeks 
notice  is  required  to  effect  a change  of  address.  Fifty  cents  per  copy  $3.50  per  year.  Second-class  postage  paid  at  New  Hyde  Park,  N Y, and  additional 
mailing  office  POSTMASTEH  Send  POD  form  3579  to  New  York  State  Journal  of  Medicine,  420  Lakeville  Rd  . Lake  Success,  N.  Y.  1 1040. 


Contents  AUGUST  1977  VOLUME  77  NUMBER  9 


The  Editors  of  the  Journal  assume  no  responsibility  for  opinions  and  claims  expressed  in  the  arti- 
cles contributed  by  individual  authors.  Contributions  accepted  for  original  publication  only. 


Scientific  Articles 

1393  Pathophysiology  of  General  Cyanosis;  Graphic  analysis 

Yen  T.  Lin,  M.D.,  Li-Cheng  Yeh,  M L).,  and  Yasu  Oka,  M.D. 

1398  Central  Nervous  System  Infections;  Etiologic  and  epidemiologic  observations  in  New  York  State,  1975 
Rudolf  Deibel,  M.D.,  Thomas  D.  Flanagan,  Ph  D.,  and  Victoria  Smith,  M.D. 

1406  Aminocentesis  for  Prenatal  Diagnosis;  Subjective  patient  response 

Alma  Chervin,  M.S.,  Peter  B.  Farnsworth,  M.D.,  F.A.A.P.,  Walter  L.  Freedman,  M.D.,  F.A.C.O.G., 
Peter  A.  Duncan,  M.D.,  and  Lawrence  R Shapiro,  M.D.,  F.A.A.P. 

1409  Methadone  Maintenance;  Outcome  after  termination 
Vincent  P.  Dole,  M.D.,  and  Herman  Joseph,  A.B. 

1413  Indium  Chloride  Bone-Marrow  Scanning  in  Advanced  Prostatic  Carcinoma 

Raphael  Catane,  M D.,  Jerome  H Kaufman,  M.D.,  Suraj  Bakshi,  M.D.,  Kondiah  L.  Parthasarathy, 
M.D.,  Arnold  Mittleman,  M.D.,  and  Gerald  P.  Murphy,  M.D. 

1418  Programmable  Pacemaker;  Two-year  study 

Lawrence  Gould,  M.D.,  and  C.  V.  Ramana  Reddy,  M.D. 

1421  Anesthesia  for  Patients  Aged  Over  Ninety  Years 

Raymond  Miller,  M.D.,  Khin  Marlar,  M.D.,  and  George  Silvay,  M.D. 

1426  Stroke  Rehabilitation;  I.  Factors  predicting  outcome  and  length  of  stay — an  overview 

Joel  S.  Feigenson,  M.D  , Mary  Lou  McCarthy,  R.N .,  Philip  D.  Meese,  Walter  D.  Feigenson,  M B A., 
Susan  D.  Greenberg,  M.Ed.,  Elliot  Rubin,  B.S.,  and  Fletcher  H.  McDowell,  M.D. 

1430  II.  Guidelines  for  establishing  a stroke  rehabilitation  unit 

Joel  S.  Feigenson,  M.D.,  and  Mary  Lou  McCarthy,  R.N. 

1436  Amputee  Rehabilitation;  I.  Lower-limb  amputations 

Peter  H.  Stern,  M.D.,  and  Paul  A.  Shudder,  M.D. 

1441  Tuberculosis  Patients;  Reactivation 

Mahfouz  H.  Zaki,  M.D.,  Dr. P H.,  Harold  A.  Lyons,  M.D.,  Reuben  Tizes,  M.D.,  M.P.H.,  and  Hekmat 
Ali,  M.D.,  Ph.D. 

1448  Symposium — Humanism  and  Medical  Ethics 

1448  Introduction 

Alfred  A.  Angrist,  M.D. 

1448  Medical  Ethics,  Humanism,  and  Preparation  of  Modern  Physician 

John  Naughton,  M.D. 

1451  Are  Hospitals  Dehumanized? 

David  D.  Thompson,  M.D. 

1452  Teaching  Humanity-Oriented  Medical  Ethics 

Stephen  Nordlicht,  M.D. 

1454  Decline  of  Altruism  in  Medical  Care 

Irving  Graef,  M.D. 

1456  Humanistic  Base  for  Professional  Ethics  in  Medicine 

Edmund  D.  Pellegrino,  M.D. 

Electrocardiograms  of  the  Month 

1463  Questions  225  and  226 

Ira  L.  Rubin,  M.D.,  and  Julian  Frieden,  M.D.,  Editors 

Correlation  Conferences  in  Radiology  and  Pathology 

1465  Left  Upper  Quadrant  Mass  and  Abdominal  Pain 
Bronx  Municipal  Hospital  Center 


August  1977/New  York  State  Journal  of  Medicine  1375 


COLBY  PROCLAIMS 
WOMAN  SUFFRAGE 


Social  Security  Bill  Is  Signed 
Gives  Pensions  to  Aged,  Jol 


Signs  Certificate  of  Ratification  } 
at  His'Home  Without 

Women  Witnesses.  Persons  When  States  Adopt  Cooperating  Laws-He 

the  Measure  ‘Cornerstone’of  His  Economic  Progr 

MILITANTS  VEXED  AT  PRIVACY. 


Roosevelt  Approves  Message  Intended  to  Benefit  30, C 


Wanted  Movies  of  Ceremony, 
But  Both  Factions  Are 

Aug.  2Jl  W?jO- 
W otaif: 


SENATE  APPROVES 
18-YEAR  OLDVOTE 
IN  ALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  March  10, 
1971— The  Senate  approve^ 

tO{Jc*v  CM  O SGI’  f 

TRUMAN  CLOSES 
ITED  NATIONS  CONFEREK 
WITH  PLEA  TO  TRANSLATj 
CHARTER  INTO  DEEDS 


NEW  WORLD  HOPE 


"If  we  fail  to  use  it,”  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  ‘we  shall,  betray  all  of 


WASHINGTON,  Aug.  : 
The  Social  Security  Bill,  ] 
a broad  program  of  unem 
insurance  and  old  age 
and  counted  upon  to  ben 
20,000,000  persons,  becan 
day  when  it  was  signed 
dent  Roosevelt  in  the  pr 
those  chiefly  responsible 
ting  it  through  •< 
Mr.  R sevelt  ca) 

“the  co  erstone 

t 


those  who  have  died  in  order  that 
we  might  meet'here  in  freedom  and 
safety  to  create  it.’ 

"If  we  seek  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations-we 
shall  be  equally  guilty  of  that  be- 
trayal." ;; 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World. 
War,  in  which  he  himself  served, 
seemed  to  give  unconscious  expres- 
sion to  the  solemn  feeling  of  the 
occasion  when,  at  the  outset  of  his 


President  Hails  ‘Great 
Instrument  of  Peace,’ 
Insists  it  Be  Used 


With  the  signing  of 
the  peace  agreement  in 
Paris  today,  and  after  re- 

«l»  plenary  f' ivin«  « «P»rt  <«>»«.« 

t accompanied  the  Secretary  of  the  Army  tnat 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumers  right  to  know  is  an  ir 
reversible  and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications  One 
way.  gaming  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in 
duated.  they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone's  standards. 

The  PMA  endorses  these  goals  and 
will  uvrk  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihy  pertensi  ve  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

Jhe  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?1  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a "fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks?* 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

TheSolution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  dnig  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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Round-the-clock 
protection  with 


ISO-BID 


(ISOSORBIDE  DINITRATE) 

40  mg.  capsules  ...twice-a-day  dosage 


A TOTALLY  NEW 
DELIVERY  SYSTEM  TO 

HELP  REDUCE  THE  FEAR 
OF  ANGINAL 
ATTACKS 


Controlled  sustained  release  of  ISO-BID’s  isosorbide  dinitrate  through  micro- 
dialysis diffusion  can  help  reduce  frequency  and  intensity  of  anginal  attacks. 

This  in  turn  can  minimize  patient's  fear  of  attacks,  and  dependence  on  nitroglycerin. 


Unlike  ordinary  sustained  release  products.  ISO-BID  releases  isosorbide  dinitrate  at  a smooth,  continuous, 
predictable,  controlled  rate  to  provide  for  up  to  1 2 hours  of  therapeutic  activity.  Micro-dialysis  is  dependent  only 
upon  the  presence  of  fluid  in  the  G . I tract  and  not  on  pH  or  other  variables.  ISO-BID  is  particularly  advantageous 
in  the  prevention  of  nocturnal  angina. 

DOSAGE:  One  ISO-BID  capsule  every  1 2 hours  on  an  empty  stomach  according  to  need,  for  continuous  24-hour 
therapy.  Some  patients  may  require  higher  dosage  levels.  In  these  patients,  dosage  should  be  titrated,  and  they 
may  require  two  ISO-BID  capsules  b.i.d.  Not  intended  for  sublingual  use.  Consult  product  brochure  before 
prescribing. 

THERAPEUTIC  FOOTNOTE:  IN  TREATING  ANGINA  . . FAILURES  MAY  RESULT  FROM  INADEQUATE  DOSAGE 
Reports  in  the  literature  indicate  the  usefulness  of  higher  dosage  levels  of  isosorbide  dinitrate. 1,2 


INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council  and  or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  For  the  relief  of  angina 
pectoris  (pain  of  coronary  artery  disease).  ISO-BID 
is  not  intended  to  abort  the  acute  anginal  episode, 
but  is  widely  regarded  as  useful  in  the  prophy- 
lactic treatment  of  angina  pectoris.  Final  classifi- 
cation of  the  less-than-effective  indication  requires 
further  investigation. 


CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNINGS:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
glaucoma.  Tolerance  to  this  drug,  and  cross- 
tolerance to  other  nitrates  and  nitrites  may  occur. 

ADVERSE  REACTIONS:  Cutaneous  vasodilation  with 
flushing.  Headache  may  commonly  occur,  and  may 
be  both  severe  and  persistent.  Transient  dizziness 


and  weakness,  in  addition  to  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypoten- 
sion may  occasionally  be  seen.  ISO-BID  can  act  as 
a physiological  antagonist  to  norepinephrine,  his- 
tamine, acetylcholine  and  many  other  medications. 
An  occasional  patient  may  show  marked  sensi- 
tivity to  the  hypotensive  effects  of  nitrite;  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  excessive  sweating  and  collapse)  can 
occur,  even  with  the  usual  therapeutic  dosage; 
alcohol  may  enhance  this  effect.  A drug  rash  and/ 
or  exfoliative  dermatitis  is  occasionally  seen. 


SAMPLES  AND  LITERATURE  AVAILABLE. 

GERIATRIC  PHARMACEUTICAL  CORP.  BOX  68.  FLORAL  PARK.  NEW  YORK  11001 

PIONEERS  IN  GERIATRIC  RESEARCH 

DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GER-O-FOAM  • TESTAND-B 

1.  Shane.  S.J  : Canadian  Family  Physician,  November  1973  2.  Lemberg,  L Practical  Cardiology.  February  1976. 
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Month  in  Washington 


Determined  to  curb  rising  hospital  costs,  the  Congress 
has  opened  hearings  on  legislation  proposed  by  Sen.  Her- 
man Talmadge  (D.,  Ga.)  that  would  institute  a prospective 
reimbursement  plan  for  the  nation’s  hospitals.  The  Tal- 
madge bill  is  considered  a rival  of  the  Administration’s 
proposal  to  place  a nine  percent  “cap”  on  hospital  reve- 
nues. 

The  Administration  has  told  the  Senate  Finance  Sub- 
committee on  Health,  headed  by  Talmadge,  that  it  likes 
some  provisions  of  the  Talmadge  bill  but  that  it  is  imper- 
ative that  the  controversial  “cap”  proposal  be  enacted, 
perhaps  with  features  of  the  Talmadge  bill  included. 

Most  health  provider  groups,  including  the  American 
Medical  Association,  found  the  Talmadge  plan  much  more 
palatable  than  the  Administration’s  bill,  although  they 
took  issue  with  some  of  the  Talmadge  provisions. 

Raymond  T.  Holden,  M.D.,  chairman  of  the  AMA  Board 
of  Trustees,  told  the  Subcommittee  “we  commend  the 
sponsors  of  this  legislation  for  its  broad  coverage  of  a va- 
riety of  issues  in  the  Medicare  and  Medicaid  programs.” 
While  there  are  some  provisions  the  AMA  does  not  sup- 
port, “there  are  many  others  which  we  believe  would  be 
beneficial  and  for  which  we  urge  your  favorable  consider- 
ation,” Dr.  Holden  testified. 

The  Administration’s  arbitrary  ceiling  or  “cap”  on  total 
hospital  revenues  “lacks  appropriate  flexibility,  provides 
disincentives  for  efficiency,  and  in  fact  would  reward  in- 
efficiency,” said  Dr.  Holden.  "Most  importantly  that 
proposal  would  impact  unfavorably  most  directly  upon  the 
continued  provision  of  quality  care.” 

The  Talmadge  provisions  “attempt  to  meet  the  hospital 
cost  problem  in  a more  positive  and  equitable  manner  than 
that  of  the  Administration,”  Dr.  Holden  said.  “However, 
notwithstanding  our  belief  that  the  Talmadge  bill  is  a more 
realistic  program,  we  do  believe  that  adoption  of  the  pro- 
gram in  the  manner  presently  proposed  could  have  un- 
certain and  perhaps  even  undesirable  effects.” 

“Risks  of  any  single  new  program  imposed  nationally  are 
not  warranted  at  this  time  especially  when  there  are  other 
potential  alternatives  which  merit  similar  consideration,” 
Dr.  Holden  said.  “Experiments  with  various  reimburse- 
ment methods  have  not  been  fully  implemented  and 
evaluated.  We  would  recommend  that  the  cost  contain- 
ment incentive  program  of  this  bill  be  the  subject  of  ex- 
periment and  demonstration  in  a limited  geographic  area 
before  being  considered  for  nationwide  application.  We 
feel  that  all  interested  parties  would  benefit  from  such  a 
procedure.” 

The  AMA  witness  termed  “beneficial”  another  provision 
encouraging  the  voluntary  elimination  of  underutilized 
beds  and  the  closing  of  facilities  or  parts  thereof. 

Dr.  Holden  said  “we  also  recognize  the  problem  of  in- 
creasing health  costs  and  are  seeking  solutions.”  He  noted 
the  AMA’s  establishment  of  a National  Commission  on  the 
Costs  of  Medical  Care,  which  will  examine  the  causes  of 
medical  care  cost  inflation  and  recommend  policies  that 
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will  contribute  to  containment  of  medical  expenditures. 
The  final  report  will  be  issued  in  January,  1978. 

Also  appearing  for  the  AMA  was  Edgar  T.  Beddingfield, 
Jr.,  M.D.,  chairman  of  the  AMA  Council  on  Legislation. 
Dr.  Beddingfield  said  several  provisions  of  the  bill  on 
physician  reimbursement  “could  have  a detrimental  effect 
on  the  availability  and  quality  of  care.”  The  proposed 
creation  of  a special  class  of  practitioners,  designated  as 
“participating  physicians,”  though  somewhat  modified  this 
year,  would  still  cover  those  who  agreed  to  accept  all 
Medicare  reimbursement  for  their  services  on  the  basis  of 
assignments.  Inducements  such  as  simplified  claims 
procedures  would  be  offered  to  encourage  physicians  to 
become  “participating  physicians.” 

Dr.  Beddingfield  said  the  proposal  “does  not  reach  the 
issue  of  why  assignments  are  not  widely  accepted.  The 
major  deterrent  to  assignments  is  the  insufficient  reim- 
bursement rate  under  Medicare  and  this  proposal  does  not 
correct  this  problem.” 

Also  criticized  was  the  proposed  Talmadge  criteria  for 
determining  Medicare  reasonable  charges  for  physicians’ 
services  which  would  allow  the  government  to  determine 
statewide  prevailing  charge  levels  for  each  state,  based  on 
50  percent  of  the  charges  made  for  similar  services  in  the 
state.  Prevailing  charge  levels  in  a locality  would  continue 
to  be  subject  to  an  economic  index,  but  any  increase  in  the 
prevailing  charge  level  could  not  exceed  the  statewide 
prevailing  charge  by  more  than  one  third. 

“The  real  effect  of  this  change,”  Dr.  Beddingfield  said, 
“would  be  a further  restriction  on  reimbursement  levels 
in  the  state  achieved  primarily  through  a reduction  in  the 
already  limited  increases  which  would  otherwise  be  allowed 
under  the  Medicare  Economic  Index.” 

The  Administration  has  damned  the  Talmadge  bill  with 
faint  praise.  Recognizing  that  Talmadge ’s  measure  poses 
a serious  threat  to  the  Administration’s  controversial 
Hospital  Cost  Containment  Plan,  HEW  Secretary  Califano 
devoted  a great  deal  of  his  testimony  during  the  hearings 
to  plugging  the  Administration’s  approach.  He  had  praise 
for  some  facets  of  the  Talmadge  bill,  expressing  the  hope 
the  two  approaches  could  be  melded,  but  his  criticism  of 
the  key  prospective  hospital  reimbursement  provision  was 
so  strong  that  a marriage  may  be  difficult. 

Califano  said  the  Talmadge  reimbursement  plan  suffers 
from  lack  of  available  data  and  methodology  to  put  it  into 
effect.  “Further,  it  only  covers  about  35  to  40  percent 
(Medicare-Medicaid)  of  present  hospital  costs,  and  will  not, 
in  our  judgment,  effectively  control  costs  in  the  immediate 
future,”  said  Califano. 

The  Talmadge  plan  could  cost  up  to  $50  million  more 
next  fiscal  year,  in  contrast  with  the  estimated  national 
savings  of  $1.9  billion  for  the  Administration’s  Hospital 
Cost  Containment  Act,  according  to  the  Cabinet  Officer. 

“We  feel  strongly  that  the  problem  of  rising  costs  is  of 
such  disastrous  proportions  that  we  simply  cannot  wait  for 
a perfect  solution  before  acting,”  Califano  testified. 

The  Administration  supports  the  concept  of  prospective 
reimbursement  of  hospitals,  he  said,  but  “holding  down 
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Medicare  and  Medicaid  payments  alone  could  simply  en- 
courage hospitals  to  refuse  these  patients,  to  provide  such 
patients  with  second-class  care,  or  to  transfer  their  costs 
to  other  payors.” 

In  other  testimony,  John  Alexander  McMahon,  Presi- 
dent of  the  American  Hospital  Association  (AHA),  said  the 
Talmadge  bill  overall  “reflects  an  understanding  and 
consideration”  of  the  complexities  of  the  health  care  de- 
livery system.  However,  McMahon  said  the  AHA  objects 
to  some  provisions.  He  singled  out  the  proposed  uniform 
percentage  limits  on  increases  in  revenues  which  “would 
exert  the  heaviest  pressures  where  they  are  least  appro- 
priate— on  the  most  efficient  hospitals.” 

* * * 

Physician  fees  eventually  may  need  cost  controls,  HEW 
Secretary  Califano  has  told  Congress. 

“Eventually  the  health  care  system  will  have  to  deal  with 
physician  fees,”  the  Secretary  told  the  Senate  Finance 
Subcommittee  on  Health. 

Califano  said  he  and  President  Carter  considered  con- 
trols on  physician  fees  as  well  as  hospitals  earlier  this  year 
but  rejected  them  “because  we  just  don’t  know  yet  how  to 
deal  with  that  problem.” 

Califano  also  opposed  a provision  in  the  Medicare- 
Medicaid  reform  bill  by  Subcommittee  Chairman  Tal- 
madge which  would  lift  the  legal  requirement  for  pub- 
lishing the  names  and  income  of  physicians  and  other 
Medicare  providers.  The  HEW  official  said  “sunshine  is 
the  greatest  disinfectant,”  referring  to  the  so-called  Sun- 
shine or  Freedom  of  Information  Law. 

Talmadge  said  he  would  withdraw  the  provision  “if  you 
(Califano)  guarantee  the  accuracy”  of  future  reports. 

Califano  noted  that  he  apologized  to  the  AMA  for  the 
high  rate  of  error  in  this  year’s  report  and  that  a revised  and 
corrected  list  would  be  published. 

* * * 

The  Medicare-Medicaid  anti-fraud  and  abuse  legislation 
is  winding  through  a complicated  pathway  in  two  powerful 
house  committees — Ways  and  Means  and  Commerce. 
Both  committees  have  jurisdiction  over  the  bill  before  it 
reaches  the  floor. 

The  Ways  and  Means  Committee  is  ready  to  report  a bill 
and  the  full  Commerce  Committee  is  preparing  to  act  also. 
One  major  difference  between  the  committees,  not  yet 
resolved,  is  the  degree  of  access  Federal  investigators  will 
have  to  patient  records  for  the  purposes  of  fraud  and  abuse 
investigations  and  epidemiological  surveys. 

The  Senate  will  not  take  up  the  measure  until  the  House 
completes  its  work  on  the  bill. 

* * * 

In  an  effort  to  boost  the  new  Office  of  Inspector  General, 
HEW  Secretary  Califano  has  charged  that  fraud  and  abuse 
by  physicians  and  pharmacists  in  the  Medicaid  program 
“is  a serious  problem.” 

He  said  “this  conclusion  emerges  from  an  innovative, 
systematic  two-month-old  investigative  effort  being  con- 
ducted by  HEW’s  new  Inspector  General,  working  in  co- 
operation with  the  new  Health  Care  Financing  Adminis- 
tration.” 

Califano  said  that  through  computers  programmed  to 
flag  suspicious  cases  in  state  Medicaid  files,  172  cases  have 
been  identified  involving  “what  appear  to  be  the  worst 
physician  and  pharmacist  offenders  against  the  Medicaid 
system.”  He  did  not  release  any  names. 
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should  be  cautioned  against  hazardous  activities  requir- 
ing complete  mental  alertness,  and  against  using  Librium 
in  combination  with  alcohol. 
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The  172  cases  warrant  further  investigation  and  may 
lead  to  prosecution,  according  to  the  Secretary.  They  are 
spread  over  45  states  and  the  District  of  Columbia. 
Ninety-two  cases  involve  physicians,  and  80  deal  with 
pharmacists. 

The  new  computerized  system  has  allowed  HEW  to 
screen  252  million  transactions  over  a 12-month  period 
involving  231,000  physicians  (108  million  claims)  and 
44,000  pharmacies  (144  million  claims). 

The  goal  of  the  new  investigation — which  is  called 
“Project  Integrity” — is  to  identify  500  cases  of  apparently 
flagrant  physician  and  pharmacist  fraud  or  abuse  in 
Medicaid. 

Physicians  and  pharmacies  were  chosen  as  initial  targets 
of  the  new  computer  investigation  “because  computer 
programs  were  already  available  for  application  of  the  in- 
novative techniques.” 

Physicians  and  pharmacies  receive  about  16  percent  of 
Medicaid  expenditures  (which  total  $18  billion  this  year, 
including  a $7.8  billion  state  share).  Estimates  of  fraud 
and  abuse  in  Medicaid  are  estimated  at  between  $800  and 
$900  million  annually,  said  Califano. 

* * * 

Renewed  prospects  of  Administration  activity  next  year 
on  national  health  insurance  has  spurred  Congressional 
interest  in  the  issue.  At  last  count  22  lawmakers  from  both 
parties  have  cosponsored  the  AMA’s  comprehensive  health 
insurance  plan  for  all,  bringing  to  30  the  number  of  senators 
and  representatives  who  have  backed  the  proposal  offi- 
cially. 

Early  next  year,  the  Carter  Administration  will  submit 
its  own  NHI  plan.  President  Carter  and  HEW  Secretary 
Califano  have  said  they  will  make  a determined  effort  to 
secure  Congressional  enactment. 

Major  hearings  on  NHI  are  a certainty  in  Congress  next 
year.  Though  time  will  be  a severe  problem,  there  is  a 
chance  of  final  action  on  some  measure. 

The  AMA  proposal  is  designed  to  insure  that  all  Amer- 
icans receive  private  health  insurance  and  financial  pro- 
tection against  catastrophic  illness.  Federal  contribution 
to  premium  cost  would  be  geared  to  income.  Federal  in- 
tervention is  kept  to  a minimum.  Standards  of  benefits 
would  have  to  be  met  by  all  insurance  plans. 

The  AMA  plan  was  first  dropped  in  the  hopper  by  Sen. 
Clifford  Hansen  (R.,  Wyo.),  and  Reps.  Tim  Lee  Carter, 
M.D.  (R.,  K.),  John  Duncan  (R.,  Tenn.),  and  John  Murphy 
(D.,  NY). 

* * * 

“The  Federal  Trade  Commission  is  not  a health  or 
medical  agency,”  FTC  Chairman  Michael  Pertschuk  has 
told  a conference  on  competition  in  health  care. 

“The  business  of  the  FTC  is  business,  and  we  recognize, 
along  with  most  Americans,  that  the  delivery  of  health  care 
is  business,  an  industry  of  vast  proportions  and  vital  effect. 
Health  care  has  become  our  business.” 

Mr.  Pertschuk  opened  a two-day  conference,  sponsored 
by  the  FTC  which  rarely  holds  such  events,  with  a reference 
to  the  AMA. 

“The  FTC  is  now  in  the  process  of  receiving  documents 
subpoenaed  from  the  AMA,  and  certain  state  and  local 
medical  societies.  Our  intention  is  to  learn  how  self-reg- 
ulation— professional  control  over  voluntary  and  state 
agencies — really  works.  There  is  reasonable  doubt  that 
the  medical  profession,  hy  itself  or  through  friendly  state 

continued  on  page  1502 
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Editorials 


Legalizing  human  guinea  pigs 

As  Legislators  lawyers  make  the  laws  that  govern 
our  actions  and  as  jurists  interpret  them.  Engineers 
and  architects  plan  and  build  our  bridges  and  sky- 
scrapers. Plumbers  and  electricians  make  water, 
light,  and  sanitation  facilities  available  to  us. , Ex- 
perts in  these  and  other  fields  are  recognized,  ac- 
cepted, and  consulted  on  affairs  within  their  fields 
of  interest.  Physicians  who  spend  a third  of  their 
lives  in  preparing  for  their  role  of  caring  for  the  ter- 
minally ill  and  prescribing  appropriate  medication 
are  being  told  which  drugs  to  use.  It  doesn’t  make 
sense  and  is  even  more  surprising  when  one  notes 
that  intelligent  individuals  in  State  and  Federal  law 
making  bodies  attempt  to  change  medical  educa- 
tional methods;  mandate  where  and  how  physicians 
are  to  practice;  decide  when  they  should  declare  that 
life  has  ended,  and  now  are  dictating  the  treatment 
physicians  are  to  use  in  terminal  cancer. 

Medical  history  is  full  of  stories  of  “cancer  cures” 
used  by  charlatans  to  exploit  the  desperately  ill,  and 
in  1977  we  have  another — Laetrile.  Made  from  the 
pit  of  a luscious  fruit  and  supported  by  anecdotal 
evidence  of  relief  from  “pain  and  mental  anguish,” 
it  has  captured  the  imagination  of  the  hopelessly  ill 
cancer  victim  and  next  of  kin.  The  former  is  ready 
to  “grasp  at  any  straw”  and  the  latter  is  willing  to 
“spare  no  expense.”  Neither  can  be  expected  to  be 
able  to  make  a decision  free  from  strong  emotional 
influences.  They  need  and  must  have  knowledge- 
able and  sympathetic  help  from  expert  physicians, 
not  legislators. 

Have  our  law  makers  forgotten  the  huckster — 
Hoxsey — who  sold  a cancer  cure  in  the  Southwest  by 
radio  and  other  media?  He  dispensed  a liquid  and 
multicolored  pills  in  bulk  to  those  who  visited  his 
clinic  and  also  by  mail  order. 

The  krebiozen  disaster  is  of  more  recent  memory. 
Have  we  all  forgotten  it?  Are  we  falling  into  another 
trap  and  actually  helping  a group  of  fortune  hunters 
to  prey  on  cancer  patients? 

For  many  years  we  condemned  the  brutal  experi- 
ments done  on  human  beings  during  World  War  II. 
As  a result,  strict  rules  and  regulations  have  been 
placed  on  legitimate  investigators.  Short  term  and 
long  term  animal  studies  (usually  two  years)  are  re- 
quired before  any  new  drug  can  be  tried  on  a patient. 
Each  subject  must  be  made  aware  of  the  nature  of  the 
trial  and  he  “thoroughly  informed.”  Even  the 
mentally  retarded  have  won  the  right  to  participate 
in  the  decision  before  being  subjected  to  experiments 


that  often  have  the  potential  of  saving  many  lives. 
“Guinea  pigs”  was  the  term  used  to  characterize 
people  used  in  human  experimentation.  Now  sev- 
eral state  legislatures  have  legalized  that  very  prac- 
tice in  the  United  States  of  America  by  approving  the 
use  of  the  untried  and  unproved  laetrile  for  the 
treatment  of  the  cancer  patient.  How  inconsistent 
can  we  get?  The  Federal  Drug  Administration,  the 
prestigious  American  Cancer  Society,  and  practically 
all  physicians  have  expressed  opposition  to  the  use 
of  laetrile.  A physician  governor  who  vetoed  one  of 
the  bills  legalizing  laetrile  was  overidden  by  the  “lay 
therapeutic  experts”  in  his  state  legislature.  Has  any 
legal  body  the  right  to  encourage  and  sponsor  the 
administration  of  a drug  to  patients  because,  as  they 
claim,  the  sick  have  a right  to  make  their  own  choice. 
Is  the  dying  cancer  patient  emotionally  able  to  in- 
telligently decide  based  only  on  the  unproved  claim 
that  laetrile  is  harmless?  Who  knows  if  that  is  true? 
No  animal  experiments  have  been  done.  No  one  has 
established  a minimally  effective  dose;  a fatal  dose 
apparently  exists  for  a child.*  Does  any  one  know 
what  happens  to  the  breakdown  products  of  the 
apricot  pit  when  it  is  exposed  to  human  digestive 
juices?  The  formation  of  cyanide  is  a known  possi- 
bility.* Do  our  legislators  know  the  long-term  ef- 
fects? If  they  do,  I hope  they  will  inform  us. 

Finally,  does  the  administration  of  laetrile  actually 
relieve  mental  anguish  as  claimed  in  other  editorials. 
How  can  we  tell?  The  placebo  effect,  advocated  by 
a few  proponents,  can  be  better  produced  by  using 
other  substances  without  enriching  the  buzzards  who 
hover  over  the  dying  and  feed  on  the  dead. 

If  I or  any  member  of  my  immediate  family  was 
afflicted  with  cancer  of  a type  determined  to  be  in- 
curable, I would  prefer  addiction  to  the  opium  poppy 
rather  than  treatment  with  the  notorious  substance 
derived  from  the  apricot  pit. 

Of  course,  it  would  be  appropriate  to  test  laetrile 
scientifically.  On  June  15,  1977,  R.  A.  Good,  M.D., 
of  the  Memorial  Sloan-Kettering  Cancer  Center, 
announced  that  after  four  years  of  testing  there  was 
“no  evidence  that  laetrile  cures  or  prevents  cancer  or 
is  beneficial  in  treating  malignant  tumors.” 

To  condone  the  use  of  laetrile  will  open  the 
floodgates  for  other  “cures”  and  justify  the  actions 

* While  this  article  was  in  draft  form,  the  New  York  Times,  on 
Tuesday,  June  14,  1977,  reported  the  death  of  a “ten-month-old 
girl"  in  Buffalo  who  had  “swallowed  an  unknown  amount”  of 
laetrile.  Death  was  caused  by  “cyanide  poisoning.” 
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of  the  unscrupulous  who  administer  unproved  drugs 
solely  because  an  uninformed  patient  requests  them 
and  believes  that  the  medication  will  improve  their 
sense  of  well  being. 

I implore  our  legal  brethren  to  leave  the  treatment 


of  the  sick  and  dying  to  physicians.  Please  heed  that 
very  old  and  wise  saying,  “Only  fools  step  in  where 
angels  fear  to  tread.” 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 


Why  do  legislators  still  play  physician  and  expert  in  science  too? 


What  legislators  do  with  medical  care  is  really  not 
just  a game  anymore.  The  stakes  in  health  and  life 
are  now  realistically  too  high.  It  is  the  sick  patient 
who  pays — and  pays  more  than  just  money;  he  pays 
with  his  most  precious  commodity — his  health.  Are 
legislators  qualified  to  decide  many  of  the  difficult 
scientific  and  very  esoteric  technical  issues  over 
which  they  assume  such  full  and  sole  jurisdiction? 
Most  physicians  themselves  are  not  qualified  to  act 
alone  in  judgment  on  many  complex  scientific  mat- 
ters in  medicine.  By  what  inherent,  ordained,  or 
self-declared  right  do  lawyers  and  legislators  sud- 
denly become  experts  in  medicine,  and  in  science,  to 
be  able  to  decide  the  type  of  medical  care,  the  form 
of  practice  for  physicians,  determine  the  theory  of 
disease  that  is  to  apply,  and  the  nature  of  treatment 
that  is  to  prevail— even  the  actual  drug  to  be  uti- 
lized? As  an  example,  are  legislators  capable  of  de- 
ciding the  propriety  and  legitimacy  of  the  use  of 
laetrile  in  the  treatment  of  malignancy  in  general — 
mind  you — of  all  malignancy — all  cancer?  Is  there 
any  basis  for  their  arrogant  presumption  to  pass 
judgment  on  the  worth  of  laetrile  in  the  face  of 
complete  lack  of  any  scientific  proof  of  any  benefit 
and  of  all  the  experimental  an  factual  proof  to  the 
contrary?  Are  they  the  proper  authority  to  authorize 
the  sale  of  laetrile,  and  do  this  despite  its  condem- 
nation by  the  National  Institute  of  Health,  the  Na- 
tional Research  Council,  medical  schools,  and  phy- 
sicians in  general,  and  many  other  scientific  bodies? 
Included  are  the  Cancer  Committee  of  the  California 
State  Department  of  Public  Health,  the  Cancer  Ad- 
visory Council  of  the  California  State  Department 
of  Public  Health,  the  U.S.  Food  and  Drug  Adminis- 
tration, the  Canadian  Food  and  Drug  Directorate,  the 
American  Cancer  Society,  and  four  independent 
cancer  research  centers,  one  of  which,  Memorial 
Sloan-Kettering  Cancer  Center,  has  just  announced 
its  report  on  the  uselessness  of  laetrile  after  four  years 
of  experimentation. 

Its  continued  use  under  these  circumstances  defies 
understanding  and  amounts  to  reductio  ad  absur- 
dum. 

It  is  not  a question  that,  “Oh,  it  is  not  very  toxic; 
it  does  not  do  any  harm!”  It  does  a great  deal  of 
harm  all  too  often  by  merely  delaying  the  proper 
therapy  and  promoting  the  Ions  of  that  precious  time 
that  can  make  the  difference  between  a possible  cure 
and  a hopeless  outcome.  It  also  does  harm  by  giving 


false  hope  and  wasting  resources  that  should  be 
devoted  to  the  care  and  comfort  of  the  case  if  it  is 
hopeless.  Laetrile  wastes  those  resources.  Does 
freedom  of  choice  include  the  right  to  commit  suicide, 
and  should  money  be  made  by  ignorant,  ruthless 
entrepreneurs  in  preserving  such  a right? 

It  just  is  not  enough  that  a drug  does  no  harm. 
There  must  be  some  rational  basis  for  its  use,  some 
logic,  some  benefit,  some  positive  contribution. 
However,  many  patients  and  families  continue  to  pay 
an  estimated  $700  to  $800  a month  for  laetrile  from 
bootleg  manufacturers,  or  as  it  is  smuggled  into  the 
country  by  unscrupulous  promoters.  How  cruel  it 
is  to  exploit  pain  and  suffering  by  giving  false  hope. 
Must  the  use  of  laetrile  be  part  of  the  price  we  pay  in 
a democracy?  It  permits  the  small  minority  to 
rule — like  the  filibuster.  It  is  a holdout  against 
reason  and  common  sense. 

Our  legislators  are  usurping  the  carefully  devel- 
oped function  and  specifically  assigned  powers  of  the 
Food  and  Drug  Administration  and  doing  so  with  a 
free  rein  to  the  approval  of  all  sorts  of  new  nostrums 
and  quack  remedies. 

For  instance,  the  Lombardi  bill  promises  to  actu- 
ally legalize  the  use  of  laetrile  in  terminal  cancer 
patients,  but  who  is  to  call  the  case  “terminal”;  who 
is  to  make  that  decision  and  how  is  it  to  be  made? 
The  entire  problem  with  laetrile  is  that  there  are  no 
controlled  studies  that  prove  its  efficacy.  This  bill 
supersedes  the  need  for  any  controls  too;  nor  does  it 
eliminate  the  profit  motive  and  the  bias.  The 
Lombardi  bill  does  specifically  state  that  it  does  not 
approve  laetrile  yet,  paradoxically,  the  use  of  this 
drug  is  approved. 

Further,  the  bill  calls  for  public  hearings  before  the 
continued  use  of  laetrile  is  suspended!  Can  an  ob- 
jective evaluation  be  obtained  based  on  a charged, 
emotional,  biased  hearing  stacked  by  advocates?  We 
need  only  recall  the  two-day  hearing  session  in 
Kansas  City,  Missouri,  which  attracted  300  sup- 
porters who  booed  and  jeered  all  of  the  drug’s  critics. 
Is  this  the  proper  basis  for  evaluating  the  drug?  Is 
this  a test  for  any  drug’s  true  value?  Can  300  erro- 
neous voices,  no  matter  how  loud  and  raucous  they 
may  be,  change  error  into  truth,  wrong  into  right, 
false  dogma  into  effective  treatment?  The  best  of 
intentions  can  still  do  great  harm.  Mere  numbers 
do  not  reverse  rational  logic,  controlled  experimen- 
tation, and  analytical  scientific  evaluation. 
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The  laetrile  debacle  is  only  the  tip  of  one  volcano 
in  a “bumbling,  bubbling  sea  of  trouble”  that  does 
untold  harm  to  patients.  Let’s  not  forget  that  leg- 
islators decided  that  chiropractic  is  legitimate,  that 
is,  as  good  as  modern  medicine.  Legislators  and 
political  boards  are  perpetuating  useless  schisms  in 
medicine,  giving  permanence  to  the  isolation  of  os- 
teopathy from  the  general  medical  scene.  It  stresses 
osteopathic  manipulation  which  is  only  the  tail  of 
modern  osteopathic  medicine;  a few  die-hards  should 
not  control  and  stop  all  the  progressive  steps  taken 
in  medical  care  by  modern  osteopathic  physicians. 
Most  osteopaths  today  wish  to  become  part  of  the 
modern  medical  scene  and  join  with  organized 
medicine,  and  thus  participate  in  its  scientific  ac- 
tivities and  efforts  to  promote  better  medical  care. 
Yet  here  too  the  small  activist  minority  seems  to  hold 
forth  and  control  the  situation.  How  else  can  one 
explain  the  development  of  a new  osteopathic  med- 
ical college  in  Westbury  or  any  other  school  with  the 
name  “osteopathic”  in  its  title.  Alas,  also  bear  wit- 
ness to  the  new  School  of  Chiropractic  which  has 
been  chartered  by  the  Board  of  Regents.  This  has 
been  done  by  the  Board  of  Regents  despite  the  op- 


position of  so  many  qualified  scientists,  legitimate 
official  bodies,  and  organized  medicine. 

What  prompts  such  partisan  destructive  action? 
Can  it  be  ignorance  only?  If  so,  it  represents  an 
abysmal  lack  of  understanding.  It  is  the  same  lack 
of  empathy  for  the  needs  of  medicine,  and  ultimately 
of  the  sick  patient,  by  legislators,  that  has  given  us 
the  hamstringing  paralytic  malpractice  situation. 

* * * 

Why  not  have  an  unbiased  commission  of  out- 
standing qualified  representatives  from  outstanding 
scientific  bodies  and,  therefore,  made  up  of  individ- 
uals— not  necessarily  physicians— whose  integrity 
and  ability  are  accepted  and  unquestioned,  to  pass 
on  all  such  decisions.  At  least  have  such  a knowl- 
edgeable commission,  as  is  done  in  England,  render 
a report  on  all  such  questions  before  action  is  taken 
by  the  legislators.  A negative  recommendation  could 
be  binding  for  a limited  period  only  with  provision 
for  approval  and  due  process.  Incidentally,  there  is 
no  chiropractic,  nor  any  separate  osteopathic  medi- 
cine in  England,  nor  any  malpractice  problem  ei- 
ther. 

A.A.A. 
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The  commonest  method  of  bedside  detection  of 
hypoxia  is  by  noting  the  appearance  of  general  cya- 
nosis. It  is  well  known,  however,  that  the  detection 
of  cyanosis  can  be  a subjective  one,  and  it  is  certainly 
not  a sensitive  indicator  of  the  state  of  arterial  oxy- 
genation.1-3 To  attach  any  significance  to  such  a 
clinical  sign,  it  is  important  to  understand  various 
factors  involved  through  simple  methods  of  analy- 
sis. 

Cyanosis  is  determined  by  the  absolute  amount  of 
reduced  hemoglobin  in  the  blood;  the  amount  of  ox- 
ygenated hemoglobin  present  is  of  little  influence. 
Furthermore,  the  finding  of  clear-cut  cyanosis  is,  in 
general,  a reflection  of  the  presence  of  a visible 
amount  of  reduced  hemoglobin  within  the  minute 
vessels;  that  is,  capillaries  and  possibly  the  arterioles 
and  venules  of  the  subpapillary  plexus.  Lundsgaard 
and  Van  Slyke  in  19234  concluded  that  cyanosis  was 
usually  present  when  there  were  5 Gm.  or  more  of 
reduced  hemoglobin  in  100  ml.  of  capillary  blood. 
They  defined  capillary  blood  as  having  a reduced 
hemoglobin  concentration  which  was  the  mean  of  the 
levels  in  arterial  and  venous  blood.  There  has  been 
little  quantitative  confirmation  of  their  statement, 
but  it  is  generally  found  that,  in  normal  persons,  cy- 
anosis does  become  evident  at  an  arterial  oxygen 
saturation  which  will  result  in  this  level  of  capillary 
desaturation.1'2 

* Supported  in  part  by  research  grant  from  the  John  Polachek 
Foundation  for  Medical  Research. 


The  pathophysiology  of  cyanosis  was  analyzed  the- 
oretically. Mathematical  formulas  were  developed 
according  to  simple  physiological  principles,  and  the 
quantitative  relationships  among  various  factors 
which  determined  the  amount  of  reduced  hemoglobin 
in  capillary  blood  were  analyzed  by  computer  mod- 
eling according  to  these  formulas.  The  results  were 
illustrated  graphically.  It  demonstrated  in  a 
quantitative  and  predictable  manner  the  importance 
of  hemoglobin  concentration,  cardiac  output,  and 
oxygen  consumption  in  deciding  the  critical  levels  of 
arterial  and  mixed  venous  oxygen  saturation  which 
would  result  in  the  initial  appearance  of  general  cy- 
anosis. By  referring  to  these  numerical  data  the 
nature  of  cyanosis  could  be  assessed  quickly  and 
proper  course  of  therapies  initiated. 


The  amount  of  reduced  hemoglobin  in  capillary 
blood  is  mainly  determined  by  factors  listed  here. 
Acute  changes  in  these  factors  can  occur  clinically. 

Hemoglobin  concentration  (grams  per  100  ml.): 
(Hb.) 

Arterial  oxygen  tension  (torr):  (Pa02) 

Venous  oxygen  tension  or  mixed  venous  oxygen  ten- 
sion (torr):  (Pv02  or  Pv02) 

Arterial  oxygen  saturation  (percent):  (Sa02) 
Venous  oxygen  saturation  or  mixed  venous  oxygen 
saturation  (percent):  (Sv02  or  Sv02) 

Oxygen  consumption  (milliliters  per  minute): 
(V02) 

Tissue  blood  flow  or  cardiac  output  (liters  per  minute): 
(Q  or  C.O.) 

The  present  study  is  undertaken  to  analyze 
graphically  various  critical  levels  of  arterial  and 
mixed  venous  saturation  which,  under  the  influences 
of  these  factors,  will  result  in  5 Gm.  per  100  ml.  of 
reduced  hemoglobin  in  capillary  blood  and  the  initial 
manifestation  of  general  cyanosis. 

Method 

Mathematical  analysis.  When  the  blood  with 
normal  hemoglobin  is  fully  saturated  with  oxygen, 
we  consider  the  saturation  of  the  blood  (Sa02,  Sy02) 
to  be  1 or  100  percent. 

If  one  accepts  that  5 Gm.  per  100  ml.  is  the  least 
amount  of  reduced  hemoglobin  which  must  be 
present  in  capillary  blood  to  show  definite  cyanosis, 
and  that  capillary  blood  has  a reduced  hemoglobin 
concentration  which  is  the  mean  of  the  levels  in  ar- 
terial and  venous  blood,  the  following  relationship 
will  exist  when  cyanosis  is  clinically  appreciated: 
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Arterial  Reduced  Hb.+  Venous  Reduced  Hb. 

~~2 


respectively,  these  two  equations  can  be  modified 
into  equations  5 and  6: 


= Capillary  Reduced  Hb.  = 5 (Gm.  per  100  ml.) 


or 

Hb.  X (1  — Sa02)  + Hb.  X (1  — Sv02) 


Since  a different  tissue  bed  has  different  blood  flow 
and  oxygen  uptake  rate,  and  these  will  change  under 
different  circumstances,  mixed  venous  reduced  he- 
moglobin or  oxygen  saturation  ought  to  be  used  to 
represent  the  average  situation  when  general  cyanosis 
rather  than  cyanosis  of  a particular  tissue  bed  is 
considered.  By  rearranging  the  last  formula  and 
substituting  Sv02  for  Sv02,  we  obtain  equation  1: 


Sa02  + Sv02  = 


2 X Hb.  - 10 
Hb. 


The  moment  cyanosis  becomes  apparent,  the  dif- 
ference in  arterial  and  mixed  venous  oxygen  contents 
(Ca02  — Cv02,  milliliters  per  100)  will  be  related  to 
the  cardiac  output  (Q,  liters  per  minute)  and  oxygen 
consumption  (V02,  milliliters  per  minute)  in  the 
following  manner: 

V02 

Ca02  - Cv02  = -r 
10  X Q 

Under  ordinary  circumstances  when  one  breathes 
air  or  air  supplemented  with  a small  amount  of  oxy- 
gen, the  dissolved  oxygen  in  the  blood  is  a relatively 
small  fraction  of  the  total  content.  If  one  omits  this 
fraction,  the  following  formula  2 can  be  obtained: 


Sa02  — Sv02  = 


V02 

13.4  X Q X Hb. 


The  hemoglobin  content,  oxygen  uptake  rate  and 
the  blood  flow  are  three  of  the  quantitative  factors 
in  Lundsgaard  and  Van  Slyke’s4  classical  consider- 
ation of  cyanosis.  Their  relationship,  as  restated  in 
equation  2,  is  that  the  difference  in  arterial  and  ve- 
nous oxygen  saturation  is  a simple  function  of  the 
oxygen  uptake  rate,  the  hemoglobin  content,  and  the 
blood  flow. 

By  adding  equation  1 to  2,  equation  3 is  devel- 
oped: 


Sa°2  ~ (’  “ ife)  + (26.8  xm.)  x if 


By  subtracting  equation  2 from  1,  equation  4 is 
obtained  as  follows: 


SV°2  0 Hb.)  (26.8  XHb.) 


Furthermore,  unless  the  patient  has  acute  hemo- 
concentration  or  hemodilution,  the  hemoglobin 
concentration  will  remain  stable  over  a period  of 
observation. 

By  substituting  constant  K1  and  K2  for  the  frac- 
tion 


1 

26.8  X Hb. 


) 


V02 

Sa02  = Kl  + K2  X 

Q 

V02 

Sv02  = K1  - K2  X ~ 

Q 

Equations  5 and  6 demonstrate  that,  if  hemoglobin 
concentration  remains  the  same,  variations  in  the 
ratio  of  oxygen  consumption  and  cardiac  output  will 
decide  various  critical  levels  of  arterial  or  mixed  ve- 
nous oxygen  saturation,  which  will  result  in  reduced 
hemoglobin  in  the  capillary  blood  equal  to  5 Gm.  per 
100  ml.  and,  therefore,  the  initial  clinical  manifes- 
tation of  general  cyanosis. 

Computer  modeling  and  graphic  analysis. 
Equations  3 and  4 were  programmed  and  recorded 
into  the  tape  with  a Tektronix  31  computer.  Com- 
puter modeling  was  made  to  cover  wide  ranges  of 
clinical  situations.  The  problems  were  analyzed  in 
three  groups  according  to  different  degrees  of  oxygen 
consumption  for  adults:  low  (125  ml.  per  minute); 
normal  (250  ml.  per  minute);  and  high  (500  ml.  per 
minute).  Then,  various  critical  levels  of  arterial  and 
mixed  venous,  saturation  at  which  cyanosis  was  ini- 
tially observed  were  calculated  with  regard  to  various 
hemoglobin  concentrations,  ranging  from  5 to  20  Gm. 
per  100  ml.,  and  various  levels  of  cardiac  output, 
ranging  from  2.5  to  10  L.  per  minute. 

The  results  were  expressed  graphically  with  the 
help  of  a Tektronix  4661  digital  plotter;  the  hemo- 
globin concentration  being  expressed  on  abscissa, 
and  Sa02  or  Sv02  on  ordinate.  Thus,  various  points 
were  plotted  and  connected  for  each  level  of  cardiac 
output  and  oxygen  consumption. 

Results 

The  results  are  shown  in  Figure  1. 

According  to  Figure  1A,  if  hemoglobin  concen- 
tration and  oxygen  consumption  remain  the  same, 
the  critical  levels  of  arterial  oxygen  saturation  at 
which  cyanosis  is  detected  initially  will  be  lower  when 
cardiac  output  is  increased.  The  opposite  trend  is 
observed  when  mixed  venous  oxygen  saturation  is 
examined  (Fig.  IB).  With  increases  in  oxygen  con- 
sumption from  half  of  the  predicted  normal  for  an 
adult  (125  ml.  per  minute)  toward  double  of  the 
normal  value  (500  ml.  per  minute),  there  are  signifi- 
cant increases  in  the  critical  levels  of  arterial  oxygen 
saturation  at  which  cyanosis  becomes  discernible. 
These  are  more  obvious  when  hemoglobin  concen- 
tration and  cardiac  output  are  both  lowered.  With 
high  hemoglobin  concentration,  the  effects  of 
changes  in  cardiac  output  on  such  arterial  oxygen 
saturation  levels  are  minimal,  especially  when  oxygen 
consumption  is  low.  If  the  levels  of  mixed  venous 
oxygen  saturation  are  examined  and  compared,  the 
reverse  is  true;  that  is,  with  increase  in  oxygen  con- 
sumption, there  is  significant  lowering  of  the  levels 
of  mixed  venous  oxygen  saturation  at  which  cyanosis 
becomes  apparent,  and  these  results  are  magnified 
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FIGURE  I.  Graphic  illustrations  showing  results  of  5 Gm.  per  100  ml.  of  reduced  hemoglobin  in  capillary  blood  and  initial 
manifestation  of  general  cyanosis.  (A)  Relationship  between  critical  levels  of  arterial  oxygen  saturation  and  hemoglobin 
concentration,  cardiac  output,  and  oxygen  consumption.  (B)  Relationship  between  critical  levels  of  mixed  venous  saturation 
and  hemoglobin  concentration,  cardiac  output,  and  oxygen  consumption. 


by  both  decreases  in  hemoglobin  concentration  and 
decreases  in  cardiac  output. 

When  high  oxygen  consumption,  such  as  500  ml. 
per  minute,  is  associated  with  low  cardiac  output,  for 
example,  2.5  L.  per  minute,  which  cannot  be  illus- 
trated on  Figure  1A,  cyanosis  will,  in  theory,  be  dis- 
cernible at  all  levels  of  hemoglobin  concentration 
even  if  arterial  bltx>d  is  fully  saturated.  On  the  other 
hand,  if  we  examine  equations  3 and  4,  and  also  Fig- 
ure 1 closely,  we  will  find  out  that,  when  both  oxygen 
consumption  and  cardiac  output  are  doubled  or 
halved  at  the  same  time,  the  critical  levels  of  arterial 
or  mixed  venous  oxygen  saturation  at  which  cyanosis 
becomes  apparent  will  be  the  same  at  all  levels  of 
hemoglobin  concentration. 

The  results  of  analysis  based  on  equations  5 and 
6 are  shown  in  Table  I.  It  is  illustrated  in  three 
groups:  those  with  high,  average,  and  low  oxygen 
consumption  to  cardiac  output  ratio  are  represented 
by  100,  50,  and  25  ml.  per  liter,  respectively.  It  is 
obvious  from  the  table  that  the  group  with  high 
oxygen  consumption  to  cardiac  output  ratio  will  set 
the  critical  levels  of  arterial  oxygen  saturation  higher, 
and  mixed  venous  oxygen  saturation  lower,  than 
those  with  low  ratio  for  cyanosis  to  be  appreciated 
initially.  Low  hemoglobin  concentration  tends  to 
magnify  such  differences. 

Comment 

Cyanosis  is  a diffuse,  bluish  discoloration  of  the 
skin  and  mucous  membrane,  and  it  develops  as  a 
result  of  an  increase  in  reduced  hemoglobin  in  the 
capillary  blood.  It  is  best  detected  where  the  cov- 
erings over  the  skin  or  mucous  membrane  are  thin- 
nest and  most  transparent. 

Many  factors  contribute  to  the  development  of 
general  cyanosis  and  modify  the  degrees  of  blueness 
of  the  skin  or  mucous  membrane.  Stadie5  was  the 
first  to  demonstrate  the  relationship  between  cya- 
nosis and  arterial  hypoxemia.  Lundsgaard  and  Van 
Slyke4  listed  in  their  classic  monograph  several 
quantitative  factors  which  modify  the  amount  of 
reduced  hemoglobin  in  the  blood.  They  also  men- 
tioned several  qualitative  factors  which  modify  the 
degree  of  cyanosis.  Since  Lundsgaard  and  Van 
Slyke4  reported  their  study,  other  factors  have  been 
shown  to  influence  the  detection  of  cyanosis.  Ban- 
croft et  al.6  demonstrated  that  the  rate  of  blood  flow 
through  capillaries  was  an  important  factor  in  the 
production  of  cyanosis.  The  types  of  light  conditions 


TABLE  I.  Correlations  between  critical  levels  of 
arterial  and  mixed  venous  oxygen  saturation  at  which 
observers  begin  to  detect  definite  cyanosis,  and  oxygen 
consumption  to  cardiac  output  ratio  under  various 
hemoglobin  concentrations 


Hb 

(Gm.  per 
100  ml.) 

® ® 
V02/Q 
(ml.  per  liter) 

SaC>2 

(percent) 

Sv02 

(percent) 

5.0 

100 

75 

0 

5.0 

50 

37 

0 

5.0 

25 

19 

0 

7.5 

100 

83 

0 

7.5 

50 

58 

9 

7.5 

25 

46 

21 

10.0 

100 

87 

13 

10.0 

50 

69 

31 

10.0 

25 

59 

44 

12.5 

100 

90 

30 

12.5 

50 

75 

45 

12.5 

25 

68 

54 

15.0 

100 

92 

42 

15.0 

50 

79 

54 

15.0 

25 

73 

61 

17.5 

100 

93 

50 

17.5 

50 

82 

61 

17.5 

25 

77 

66 

20.0 

100 

94 

56 

20.0 

50 

84 

66 

20.0 

25 

80 

70 

under  which  patients  were  examined  also  played  a 
role.7-9  It  is  important  to  note  again  that  the  rec- 
ognition of  cyanosis  has  subjective  components  and 
these  are  neither  as  precise  nor  as  consistent  as  the 
spectrophotometric  analysis  of  color.1’2  Among  the 
factors  mentioned,  those  listed  earlier  are  particu- 
larly important  in  pathophysiologic  consideration. 
These  factors,  in  various  quantitative  combinations, 
will  affect  the  onset  of  cyanosis.  It  is  difficult  to 
control  all  these  factors  simultaneously  at  the  time 
of  clinical  investigation.  This  probably  accounted, 
in  part,  for  the  variations  in  initial  detection  of  cya- 
nosis in  earlier  reports.1-3 

Medd,  French,  and  Wyllie3  considered  the  tongue 
as  probably  the  most  sensitive  site  for  the  observation 
of  central  cyanosis.  Earlobes,  conjunctivas,  and 
nailbeds  are  in  general  considered  to  be  unreliable. 
If  one  looks  at  a particular  area  for  cyanotic  color,  the 
blood  flow  and  tissue  oxygen  uptake  rate  of  that  tis- 
sue bed  should  be  taken  into  consideration.  How- 
ever, redistribution  of  blood  flow  from  one  area  to  the 
other  can  occur  quickly  during  acute  hemodynamic 
alterations.  Regional  changes  in  oxygen  extraction 
can  also  develop  under  various  clinical  conditions.  It 
may  be  oversimplification  to  use  cardiac  output  and 
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total  body  oxygen  consumption  for  the  computation 
and  graphic  analyses.  Since  general  cyanosis  is 
considered  here,  such  step  is  necessary  to  cover  wide 
ranges  of  clinical  situations. 

In  view  of  the  complexity  of  microcirculation,  the 
capillary  blood  as  defined  is  only  theoretical.  The 
amount  of  reduced  hemoglobin  in  it  will  be  affected 
not  only  by  blood  flow  and  the  oxygen  content,  but 
also  by  tissue  oxygen,  tension,  oxygen  extraction,  and 
hemoglobin  dissociation  curves. 

Omission  of  the  dissolved  oxygen  during  formu- 
lation of  the  equations  will  slightly  overestimate  the 
arterial  oxygen  saturation  from  equation  3 and  un- 
derestimate mixed  venous  oxygen  saturation  from 
equation  4;  however,  it  is  rather  small  under  ordinary 
clinical  situations  when  the  patients  breathe  air  or 
air  with  a small  amount  of  oxygen  supplement. 

Mixed  venous  blood  samples  are  obtained  quite 
frequently  in  current  clinical  practice.  It  reflects 
closely  the  overall  tissue  oxygen  supply  and  demand. 
The  formulas  4 and  6 may  be  useful  as  an  alternative 
for  pathophysiologic  analyses  of  cyanosis.  However, 
because  of  variations  in  distribution  of  blood  flow,  the 
absence  of  cyanosis  does  not  necessarily  imply  ade- 
quate tissue  oxygenation;  there  may  be  no  cyanosis 
present  at  a time  when  major  organs  are  underoxy- 
genated. 

Venous  admixture  of  both  intracardiac  and  pul- 
monary origin  will  certainly  lower  the  arterial  oxygen 
saturation  and  result  in  early  manifestation  of  cya- 
nosis. The  degrees  of  arterial  oxygen  desaturation 
as  a result  of  shunt  will  depend  on  the  shunt  blood 
flow  and  mixed  venous  oxygen  content.  Since  ar- 
terial oxygen  saturation  was  used  directly  in  the 
computation,  the  shunt  effects  could  be  expressed 
only  indirectly  in  the  analysis. 

Several  conclusions  can  be  reached  from  this 
analysis:  ( 1 ) it  confirmed  the  previous  observations 
that,  in  healthy  adults,  definite  cyanosis  was  not 
recognized  in  most  of  the  cases  until  the  arterial 
oxygen  saturation  level  was  lowered  to  about  80 
percent,  and  (2)  anemic  patients  will  not  show  cya- 
nosis until  the  development  of  severe  arterial  hy- 
poxemia.1’2 This  is  more  apparent  when  anemia  is 
associated  with  low  oxygen  consumption  and  high 
cardiac  output,  and  it  is  not  uncommon  for  anemic 
patients  to  have  high  cardiac  output  as  a result  of 
reduced  blood  viscosity  and  circulatory  compensa- 
tion for  the  low  oxygen  carrying  capacity.  Even 
though  this  is  common  knowledge,  our  analysis  did 
give  more  quantitative  explanations  in  its  relation  to 
other  factors  involved.  One  has  to  realize  also  that 
oxygen  delivery  may  he  affected  by  shifting  of  the 
oxygen  dissociation  curve  in  anemic  patients;  (3)  it 
is  clear  from  Figure  1 that,  in  polycythemic  patients, 
cyanosis  may  appear  in  spite  of  normal  arterial  oxy- 
gen saturation.  Previous  studies  of  polycythemic 
patients  did  not  reveal  significant  differences  in  the 
levels  of  arterial  oxygen  saturation  at  which  cyanosis 
was  detected.2  This  can  be  explained  in  part  by  in- 


sufficient number  of  observations  and  in  part  by  the 
associated  hemodynamic  changes10;  and  (4)  the  de- 
velopment of  cyanosis  does  not  necessarily  indicate 
arterial  hypoxemia.  It  is  a clinical  sign  which  reflects 
imbalance  in  oxygen  demand  and  supply  at  tissue 
level.  Its  manifestation  indicates  only  the  existence 
of  abnormality,  either  in  pulmonary  oxygenation,  in 
systemic  circulation,  or  in  rate  of  oxygen  uptake11; 
(5)  mixed  venous  oxygen  saturation  can  be  used  as 
an  alternative  to  the  arterial  saturation  for  such 
analysis  if  hemoglobin  concentration  of  the  blood  is 
not  too  low  and  there  is  no  major  shift  in  distribution 
of  the  blood  flow;  and  (6)  unless  the  patients  have 
acute  hemodilution  or  hemoconcentration,  which 
may  occur  during  major  surgery,  the  ultimate  de- 
ciding factor  in  initial  appearance  of  cyanosis  is  the 
ratio  between  oxygen  consumption  and  the  blood 
flow  (Table  I). 

By  referring  to  Figure  1 one  can  easily  assess  var- 
ious clinical  conditions  encountered  in  the  manage- 
ment of  patients.  For  example,  an  afebrile  patient 
with  normal  hemoglobin  content  who  develops  cya- 
nosis in  spite  of  normal  arterial  oxygen  tension  and 
saturation,  should  lead  one  to  suspect  low  cardiac 
output  as  the  most  likely  cause  of  cyanosis. 

Conclusion 

It  appears  that  graphic  analysis  of  the  patho- 
physiology of  cyanosis  on  such  theoretical  basis  can 
be  of  great  help  in  extending  our  understanding  into 
the  quantitative  relationships  among  the  various 
factors  involved.  It  will  help  one  obtain  better 
clinical  assessment  of  the  nature  of  cyanosis  and 
initiate  a proper  course  of  therapy  early. 

Albert  Einstein  College  of  Medicine 
1300  Morris  Park  Avenue 
Bronx,  N.Y.  10461 
(DR.  LIN) 
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An  ongoing  surveillance  of  viral  CNS  (central 
nervous  system)  infection  is  one  of  the  responsibili- 
ties of  the  State  of  New  York  Department  of  Health’s 
virus  laboratories.  The  surveillance  supplies  infor- 
mation on  the  epidemic  and  endemic  occurrence  of 
neurotropic  viruses.1^4  In  addition,  it  can  detect  new 
viruses  or  unusual  viruses  introduced,  for  instance, 
by  pets  or  transmitted  by  vectors.5-10  Enteroviruses 
have  been  consistently  the  major  group  of  pathogens, 
particularly  during  the  summer  season;  however, 
other  viruses  were  found  regularly  and  frequently: 
influenza  and  mumps  viruses  of  the  myxovirus  group 
occurred  with  some  seasonal  preference  for  winter  or 
spring;  herpes  simplex  virus  is  endemic  and  can  cause 
infections  with  involvement  of  the  CNS  associated 
with  a high  mortality  rate. 

During  1975,  data  were  gathered  from  815  patients 
with  CNS  infections  in  New  York  State,  exclusive  of 
New  York  City,  in  a cooperative  effort  by  the  State 
virus  laboratory,  with  693  patients,  and  the  Erie 
County  virus  laboratory,  with  122  patients.  As  in  the 
past,  aseptic  meningitis,  encephalitis,  and  menin- 
goencephalitis were  the  most  common  diagnoses. 
Enteric  viruses  were  the  most  frequently  isolated 
agents.  An  unusual  number  of  cases  with  influenza 


In  an  ongoing  surveillance  the  viral  etiology  of  CNS 
(central  nervous  system)  infections  was  investigated 
in  815  residents  of  New  York  State,  exclusive  of  New 
York  City.  Diagnostic  findings  were  obtained  in  199 
of  these  patients.  For  the  first  time  in  New  York 
State,  St.  Louis  encephalitis  virus  was  implicated  in 
the  etiology  of  patients  with  meningitis,  with  or 
without  encephalitis.  An  unusually  high  prevalence 
of  two  viruses  was  observed  in  these  CNS  cases:  in- 
fluenza A,  during  the  statewide  outbreak  from  Jan- 
uary through  March,  and  measles.  In  the  24  fatal 
cases,  the  mortality  rate  was  highest  (48  percent)  in 
patients  with  a diagnosis  of  Reye’s  syndrome.  Echo 
9 and  herpes  simplex  were  the  most  frequently  found 
viruses  in  patients  with  meningitis.  Powassan  and 
California  viruses  remained  endemic,  but  the  absence 
of  laboratory-confirmed  lymphocytic  choriomenin- 
gitis (LCM)  virus  infections  indicated  that  control 
measures  taken  after  the  pet  hamster-associated 
LCM  outbreak  in  1974  were  effective. 


A etiology  were  observed  during  a statewide  outbreak 
of  influenza  A from  January  to  March.  Findings  for 
measles  virus  were  more  frequent  than  during  the 
past  years.  For  the  first  time,  human  infections  with 
St.  Louis  encephalitis  virus,  an  arthropod-borne 
pathogen,  were  confirmed  in  New  York  State. 

Techniques  for  virus  identification  and  serologic 
studies,  which  include  CF  (complement  fixation),  HI 
(hemagglutination  inhibition),  neutralization,  and 
IFA  (indirect  immunofluorescent  antibody)  tests 
have  been  described.1118  Antibodies  for  influenza 
A,  influenza  B,  mumps,  measles,  herpes  simplex, 
varicella,  cytomegalovirus,  adenoviruses,  and  My- 
coplasma pneumoniae  were  determined  by  CF  only. 
Antibodies  for  lymphocytic  choriomeningitis  were 
assayed  by  CF  and  IFA  tests.  Antibodies.for  arbo- 
viruses were  determined  by  HI  and  sera  showing  HI 
reactions  were  also  tested  by  neutralization  and  CF. 
The  following  arbovirus  antigens  were  used:  West- 
ern equine  encephalomyelitis,  Eastern  equine  ence- 
phalomyelitis, St.  Louis  encephalitis,  Powassan,  and 
California  encephalitis. 

Cell  cultures  used  for  isolation  at  the  State  virus 
laboratory  were  PMK  (primary  rhesus  monkey  kid- 
ney) and  HEL  (diploid  human  embryonic  lung)  cells. 
In  addition,  specimens  were  inoculated  into  newborn 
and  adult  mice  following  a previously  published 
protocol.11  Throat  swab  samples  and  lung  tissue 
from  patients  with  suspected  influenza  infections 
were  also  inoculated  into  the  amniotic  cavity  of  10- 
day-old  chick  embryos  by  the  window  technique.19 
At  the  Erie  County  laboratory,  the  following  cell 
cultures  were  used  for  virus  isolation:  PMK,  HEL, 
and  two  continuous  lines  derived  in  the  Erie  County 
laboratory  from  rabbit  kidney  cells  and  African  green 
monkey  kidney  cells.20,21 
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TABLE  I.  Laboratory  diagnostic  findings  in  patients  with  central  nervous  system  disease, 
1975  New  York  State  exclusive  of  New  York  City 


Laboratory  Diagnostic  Category 

Num- 
ber of 
Patients 

Agents  Indicated  (Number  of  Cases) 

Confirmed  diagnoses 
4-fold  or  greater  antibody  rise 

40 

Influenza  A (9),  mumps  (5),  measles  (1),  lymphocytic  chorio- 

Virus  isolations  from 
CSF*  and/or  tissue 

32 

meningitis  (1),  California  encephalitis  (1),  Powassan  (2),  St.  Louis 
encephalitis  (6),  adeno  untyped  (3),  herpes  simplex  (10), 
Mycoplasma  pneumoniae  (2) 

Coxsackie  A9  (2),  Coxsackie  B3  (1),  Coxsackie  B4  (1),  Echo  4(8), 

CSF  and  stool  or  throat  swab 

11 

Echo  6 (1),  Echo  9 (16),  Echo  11  (1),  Echo  14  (1),  Echo  21  (1), 
Echo  22  (3),  Echo  33  (1 ),  mumps  (1),  Powassan  (1),  herpes  simplex 

Total  confirmed  diagnoses 

83 

(4),  cytomegalovirus  (1) 

Presumptive  diagnoses 
4-fold  or  greater  CF  antibody 

42 

Influenza  A (2),  mumps  (2),  measles  (10),  lymphocytic  chorio- 

decline  or  unusual  antibody 

Virus  isolations  from 
Stool  or  throat  swab 

81 

meningitis  (1),  California  encephalitis  (9),  St.  Louis  encephalitis  (2), 
adeno  untyped  (1),  herpes  simplex  (14),  varicella  zoster  (1) 

Poliovirus  (1),  poliovirus  2 (1),  poliovirus  3(1),  Coxsackie  A2  (2), 

Coxsackie  A4  (3),  Coxsackie  A 7 (1),  Coxsackie  A9  (2),  Coxsackie 
A10  (3),  Coxsackie  A16  (1),  Coxsackie  B2  (2),  Coxsackie  B3  (2), 
Coxsackie  B4  (4),  Echo  4 (2),  Echo  5 (1),  Echo  6 (7),  Echo  9 (20), 
Echo  11  (7),  Echo  14  (1),  Echo  22  (1),  Echo  30  (6),  Echo  33  (1), 
Influenza  A (3),  mumps  (2),  adeno  1 (1),  adeno  2 (1),  adeno  5 (1), 
adeno  7(1),  herpes  simplex  (2),  cytomegalovirus  (1) 


Stool  and  throat  swab 

6 

Coxsackie  B2  (1),  Echo  1 (1),  Echo  6 (1),  Echo  9 (1),  Echo  21  (1), 

Echo  30  (1) 

Total  presumptive  diagnoses 

129 

Total  diagnoses 

212t 

*CSF  = cerebrospinal  fluid. 

tin  212  findings  obtained  in  1 99  patients,  1 3 dual  findings  were  observed. 


Findings 

Laboratory  diagnostic  findings  were  obtained  in 
specimens  from  183  patients,  in  13  of  whom  dual 
findings  were  observed  (Table  I).  All  patients  re- 
sided in  New  York  State.  An  active  infection  was 
confirmed  by  serum  conversion  or  isolation  from 
cerebrospinal  fluid  or  tissues  in  42  percent  of  the 
patients  with  diagnostic  findings.  For  the  others, 
antibody  findings  at  unusual  levels  or  unusual  type 
or  isolation  of  virus  from  stool  or  throat  swabs  sug- 
gested an  active  or  recent  infection,  and  thus  sup- 
ported the  presumptive  diagnosis.  The  remote 
possibility  of  passenger  virus  should  also  be  consid- 
ered in  patients  with  virus  isolations  from  stool  or 
swabs  only.  The  highest  incidence  of  CNS  disease 
was  observed  during  July,  August,  and  September 
(Table  II).  During  these  three  months,  Echo  9 virus 
was  the  most  frequently  encountered  virus.  Nu- 
merous other  viruses  were  also  indicated  during  the 
summer  months,  resulting  in  the  highest  monthly 
diagnostic  rates  in  individuals  with  laboratory  di- 
agnostic studies,  34,  41,  and  33  percent  respectively. 
Arbovirus  findings  were  observed  in  21  patients  and 
permitted  a confirmed  diagnosis  in  10  patients:  3 
patients  with  Powassan  virus  infections  in  June,  July, 
and  September;  6 out  of  8 patients  with  St.  Louis 
encephalitis  findings  and  illness,  in  August  4 patients 
and  in  September  2 patients;  and  1 out  of  10  patients 
with  California  encephalitis  in  August.  CF  antibody 


against  lymphocytic  choriomeningitis  virus  was 
found  in  2 patients.  The  sera  of  neither  of  these 
patients  had  reactions  by  IF  A tests. 

Forty-five  percent  of  the  CNS  infections  occurred 
in  children  15  years  of  age  or  under  (Table  III). 
There  were  no  significant  differences  in  diagnostic 
rates  among  both  sexes  in  any  of  the  age  groups.  A 
sex  preference  was  apparent  for  St.  Louis  encepha- 
litis: All  8 patients  were  females. 

The  diagnoses  supplied  by  the  physicians  are 
correlated  with  the  laboratory  diagnostic  findings  in 
Table  IV.  Aseptic  meningitis  was  the  clinical  diag- 
nosis for  48  percent  of  the  199  patients  with  diag- 
nostic findings;  encephalitis  for  37  percent;  and 
meningoencephalitis  for  8 percent.  The  rates  of 
laboratory  findings  in  these  diagnostic  categories 
were  34,  41,  and  30  percent  respectively.  Encepha- 
litis and  meningoencephalitis  were  more  frequently 
indicated  in  patients  with  diagnostic  findings  for 
nonenteric  virus  (62  percent)  than  with  patients  with 
findings  indicating  enteroviruses  (38  percent).  In 
only  2 out  of  25  patients  with  a diagnosis  of  Reye’s 
syndrome  were  virus  diagnostic  findings  observed: 
One  of  these  patients  had  findings  for  influenza  A, 
the  other  one  for  Echo  21  virus. 

In  24  patients  the  disease  took  a fatal  course.  The 
mortality  rate  was  hignest  for  patients  with  a diag- 
nosis of  Reye’s  syndrome:  12  out  of  25  (48  percent) 
died.  It  was  considerably  lower  in  the  other  cate- 
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TABLE  II.  Seasonal  distribution  of  patients  with  central  nervous  system  disease  and  of  the  diagnostic  findings, 

New  York  State  exclusive  of  New  York  City 


1975 
Month  of 
Onset  of 
Dlness 

Number  of 
CNS*  Pa- 
tients with 
Virologic 
and/or 
Serologic 
Studies 

Total 

Number  of 
Laboratory 
Diagnostic 
Findings 

Echo 

9 

Herpes 

Simplex  Other 

January 

51 

8 

1 

Echo  30  (1),  influenza  A (4),  mumps  (1), 
adeno  5(1) 

February 

55 

10 

1 

1 

Influenza  A (5),  mumps  (1),  measles  (2) 

March 

64 

13 

4 

Influenza  A (5),  mumps  (2),  adeno  untyped  (2) 

April 

39 

5 

2 

Mumps  (1),  adeno  1(1),  Mycoplasma  pneu- 
moniae (1) 

May 

48 

3 

1 

Mumps  (1),  measles  (1) 

June 

50 

10 

2 

3 

Echo  5 (1),  mumps  (1),  measles  (2),  Powassan 
(1) 

Poliovirus  3 (1),  Coxsackie  A2  (2),  Coxsackie 
A4  (1),  Coxsackie  A9  (2),  Coxsackie  A10  (1), 
Coxsackie  A16  (1),  Coxsackie  B4  (2),  Echo 
4 (2),  Echo  6 (2),  Echo  11  (1),  Echo  22  (1), 
mumps  (1),  California  encephalitis  (1), 
Powassan  (1),  cytomegalovirus  (1) 

July 

99 

34 

13 

1 

August 

128 

52 

12 

5 

Poliovirus  2 (1),  Coxsackie  A9  (1),  Coxsackie 
B2  (1),  Coxsackie  B3  (3),  Coxsackie  B4  (2), 
Echo  1(1),  Echo  4 (3),  Echo  6 (3),  Echo  11 
(4),  Echo  14  (1),  Echo  22  (3),  Echo  30  (2), 
measles  (2),  lymphocytic  choriomeningitis 
(1),  California  encephalitis  (2),  St.  Louis 
encephalitis  (4),  adeno  2(1) 

September 

122 

40 

5 

4 

Coxsackie  A4  (2),  Coxsackie  A7  (1),  Coxsackie 
A10  (2),  Coxsackie  B2  (2),  Echo  4 (3),  Echo 
6 (2),  Echo  14  (1),  Echo  30  (4),  Echo  33  (1), 
measles  (1),  lymphocytic  choriomeningitis 
(1),  California  encephalitis  (3),  Powassan  (1), 
St.  Louis  encephalitis  (4),  adeno  7 (1),  adeno 
untyped  (1),  cytomegalovirus  (1) 

October 

78 

21 

3 

4 

Coxsackie  A9  (1),  Coxsackie  B4  (1),  Echo  4 
(1),  Echo  6 (2),  Echo  11  (1),  Echo  21  (1), 
Echo  33  (1),  measles  (1),  California  en- 
cephalitis (3),  adeno  untyped  (1),  varicella 
zoster  ( 1 ) 

November 

47 

9 

1 

Echo  4 (1),  Echo  11  (2),  Echo  21  (1),  measles 
(2),  California  encephalitis  (1),  Mycoplasma 
pneumoniae  (1) 

December 

35 

7 

4 

Poliovirus  1(1),  mumps  (2) 

Totals 

816 

212 

37 

30 

Influenza  A (14),  measles  (11),  mumps  (10), 
California  encephalitis  (10),  other  (100) 

*CNS  = central  nervous  system. 


gories:  encephalitis,  7 out  of  180  (4  percent);  men- 
ingoencephalitis, 2 out  of  50  (4  percent);  meningitis, 

1 out  of  283  (0.4  percent),  and  CNS  infection  un- 
specified, 2 out  of  238  (0.8  percent).  In  5 of  the  24 
patients,  virus  was  isolated  from  the  brain:  herpes 
simplex  virus  from  2 male  patients,  48  and  71  years 
old,  with  a diagnosis  of  encephalitis  or  meningoen- 
cephalitis respectively;  Powassan  virus  from  an 
82-year-old  male  with  meningoencephalitis;  Echo  33 
virus  from  a newborn  with  encephalit  is;  Echo  21  virus 
from  a patient  with  Reye’s  syndrome;  in  addition  to 
the  5 patients  with  a fatal  disease  and  virus  isolation 
from  the  brain,  diagnostic  findings  were  obtained  in 

2 other  fatal  cases:  cytomegalovirus  was  isolated 
from  the  lung  of  a 54-year-old  male  with  meningitis 
and  an  underlying  condition  of  lymphoma,  and  high 


levels  of  measles  CF  antibody  were  found  in  a 13- 
year-old  female  with  measles-like  rash  and  enceph- 
alitis. This  girl  had  no  record  of  measles  vaccina- 
tion. 

In  13  patients,  evidence  of  either  simultaneous  or 
closely  spaced  dual  infections  was  obtained:  (1) 

isolation  of  poliovirus  2 and  Coxsackie  B4  virus  from 
the  stool  of  a two-month-old  female  with  meningitis; 
(2)  isolation  of  Echo  6 from  the  stool  and  throat  swab 
and  Echo  11  from  the  stool  of  a six-month-old  female 
with  meningitis;  (3)  isolation  of  Coxsackie  Av  and 
Coxsackie  A4  viruses  from  the  stool  of  a one-year-old 
female  with  encephalitis;  (4)  serum  conversion  for 
adenovirus  and  influenza  A in  a one-year-old  male 
with  encephalitis;  an  adenovirus  was  also  recovered 
from  the  stool  of  this  patient.  This  virus  was  not 
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TABLE  III.  Laboratory  diagnostic  findings  by  age  and  sex  of  patient,  New  York  State  exclusive  of  New  York  City 


Age  Group 
(Years  and 
Sex) 

Number  of 
Patients  with 
Laboratory 
Diagnostic 
Studies 

Laboratory 

Diagnostic 

Findings 

No. 

cent 

inuiudieu  vixumuer  ' 

Enteroviruses  Nonenteric  Viruses 

0 to  5 

F 

87 

16 

18 

Poliovirus  1(1),  poliovirus  2(1), 
Coxsackie  A9  (1),  Coxsackie  B2 
(1),  Coxsackie  B3  (1),  Coxsackie 
B4  (2),  Echo  1 (1),  Echo  6 (1), 
Echo  9 (1),  Echo  11  (1),  Echo 
22  (1) 

Influenza  A (1),  California 
encephalitis  (1),  adeno 
7 (1),  cytomegalovirus 
(1) 

M 

98 

27 

27 

Coxsackie  A2  (1),  Coxsackie  A4  (2), 
Coxsackie  A10  (1),  Coxsackie  A16 
(1),  Coxsackie  B2  (2),  Coxsackie 
B3  (1),  Echo  4 (2),  Echo  6(1), 
Echo  9 (2),  Echo  11  (2),  Echo  21 
(1),  Echo  22  (1),  Echo  30  (1), 
Echo  33  (1) 

Influenza  A (3),  adeno  un- 
typed (1),  adeno  1(1), 
adeno  2 (1),  adeno  5 (1), 
herpes  simplex  (1) 

6 to  15 

F 

98 

31 

31 

Coxsackie  A2  (1),  Coxsackie  A4  (1), 
Coxsackie  A9  (1 ),  Echo  4(3), 
Echo  6 (3),  Echo  9 (6),  Echo  11 
(1),  Echo  21  (1),  Echo  30  (2) 

Influenza  A (4),  mumps 
(3),  measles  (3),  Cali- 
fornia encephalitis  (1), 
adeno  untyped  (1) 

M 

86 

23 

28 

Coxsackie  B4  (1),  Echo  4(1),  Echo 
5 (1),  Echo  6 (1),  Echo  9 (8), 
Echo  11  (1),  Echo  14  (1),  Echo 
22  (2),  Echo  33  (1) 

Mumps  (3),  measles  (1), 
Powassan  (1),  Myco- 
plasma pneumoniae  (1) 

16  to  30 

F 

96 

32 

33 

Poliovirus  3 (1),  Coxsackie  B4  (1), 
Echo  4 (2),  Echo  6 (1),  Echo  9 
(5),  Echo  11  (1) 

Influenza  A (3),  measles 
(1 ),  California  en- 
cephalitis (5),  St.  Louis 
encephalitis  (4),  adeno 
untyped  (1),  herpes 
simplex  (7) 

M 

100 

32 

32 

Coxsackie  A7  (1),  Coxsackie  A9  (1), 
Coxsackie  A10  (2),  Coxsackie  B3 
(1 ),  Echo  4(2),  Echo  6(1),  Echo 
9 (5),  Echo  30  (3) 

Influenza  A (1),  mumps 
(4),  measles  (3),  Cali- 
fornia encephalitis  (2), 
Powassan  (1),  adeno  un- 
typed (1),  herpes  sim- 
plex (4) 

31  to  60 

F 

78 

15 

19 

Echo  9 (3),  Echo  11  (1),  Echo  30  (1) 

Influenza  A (1),  measles 

(1) ,  lymphocytic  chorio- 
meningitis (1),  Cali- 
fornia encephalitis  (1), 
St.  Louis  encephalitis 

(2) ,  herpes  simplex  (4) 

M 

68 

17 

25 

Coxsackie  A9  (1),  Coxsackie  B4  (1), 
Echo  6(1),  Echo  9 (6),  Echo  11 
(1),  Echo  14  (1) 

Measles  (1),  herpes  sim- 
plex (3),  cytomegalo- 
virus (1),  Mycoplasma 
pneumoniae  (1) 

>60 

F 

27 

9 

33 

Lymphocytic  chorio- 
meningitis (1),  St.  Louis 
encephalitis  (2),  herpes 
simplex  (6) 

M 

23 

7 

30 

Echo  9 (1) 

Measles  (1),  Powassan  (1), 
herpes  simplex  (4) 

Unknown 

F 

24 

3 

Influenza  A (1),  herpes 
simplex  (1),  varicella 
zoster  ( 1 ) 

M 

29 

Unknown 

2 

Summary 

F 

410 

106 

26 

M 

404 

106 

26 

Unknown 

2 

Totals 

816 

212 

26 
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TABLE  IV.  Laboratory  diagnostic  findings  by  diagnosis 
of  patient,  New  York  State  exclusive  of  New  York  City 


Agent  Indicated 

r 

E 

ME 

UiagllOSlS  OI  r 

M P R 

NS 

■\ 

Total 

Poliovirus 

1 

1 

i 

2 

1 

i 

3 

1 

i 

Coxsackie 

A2 

2 

2 

A4 

3 

3 

A7 

1 

1 

A9 

4 

4 

AIO 

i 

1 

1 

3 

A16 

1 

1 

Coxsackie 

B2 

1 

2 

3 

B3 

i 

2 

3 

B4 

2 

1 

2 

...  ' 

5 

Echo 

1 

1 

1 

4 

5 

4 

i 

10 

5 

1 

1 

6 

i 

8 

9 

9 

10 

2 

25 

37 

11 

1 

4 

3 

8 

14 

1 

1 

2 

21 

1 

1 

2 

22 

4 

4 

30 

2 

5 

7 

33 

1 

1 

2 

Influenza  A 

7 

5 

1 

i 

14 

Mumps 

6 

1 

3 

10 

Measles 

4 

1 

3 

3 

11 

Lymphocytic 

1 

1 

2+ 

choriomen- 

ingitis 

California  en- 

5 

5 

10 

cephalitis 

Powassan 

1 

1 

1 

3 

St  Louis 

5 

1 

2 

8 

encephalitis 

Adenovirus 

Untyped 

2 

1 

1 

4 

1 

1 

1 

2 

1 

1 

5 

1 

1 

7 

1 

1 

Herpes  simplex 

15 

4 

9 

1 

i 

30 

Varicella  zoster 

1 

1 

Cytomegalovirus 

2 

2 

Mycoplasma 

2 

2 

pneumoniae 
TOTAL  LAB- 

81 

16 

101 

2 

2 

10 

212 

ORATORY 
DIAGNOSTIC 
FINDINGS 
Summary 
Patients  with 

7 

1 

5 

13 

dual  findings 
Patients  with 

74 

15 

96 

2 

2 

10 

199 

diagnostic 
findings 
Total  patients 

180 

50 

283 

39 

25 

238 

815 

studied 

Percentage 

41 

30 

34 

5 

8 

4 

24.4 

with  diag- 
nostic find- 
ings 

* E = encephalitis;  ME  = meningoencephalitis;  M = aseptic  men- 
ingitis, includes  abacterial  meningitis;  P = paralytic  disease;  R = 
Reye’s  syndrome;  NS  = neurological  symptoms  and  others, 
t Neither  was  confirmed  by  IFA  tests. 


neutralized  by  any  of  the  available  reference  sera  for 
adenovirus  types  1 to  18;  (5)  isolation  of  adenovirus 
type  5 from  the  stool  and  serum  conversion  for  in- 
fluenza A in  a two-year-old  male  with  a diagnosis  of 
encephalitis;  (6)  isolation  of  Echo  6 and  California 
encephalitis  virus  antibody  in  a seven-year-old  girl 
with  encephalitis;  (7)  isolation  of  Echo  6 virus  from 
the  stool  and  high  levels  of  adenovirus  CF  antibody 
in  a nine-year-old  female  with  meningitis;  (8)  isola- 
tion of  Echo  9 virus  and  serum  conversion  for  mumps 


in  an  11 -year-old  male  with  meningitis;  (9)  isolation 
of  Coxsackie  A7  and  Coxsackie  Aio  viruses  from  the 
stool  of  an  11 -year-old  male  with  meningoence- 
phalitis; (10)  serum  conversion  for  adenovirus  and 
antibodies  for  California  encephalitis  virus  in  a 20- 
year-old  female  with  encephalitis;  (11)  serum  con- 
version for  influenza  A and  high  levels  of  herpes 
simplex  CF  antibody  in  a 20-year-old  female  with 
encephalitis;  (12)  isolation  of  Echo  6 and  Echo  9 vi- 
ruses from  the  stool  of  a 38-year-old  male  with 
meningitis;  and  (13)  serum  conversion  for  St.  Louis 
encephalitis  virus  and  for  herpes  simplex  virus  in  a 
64-year-old  female  with  encephalitis. 

Comment 

Enteroviruses  were  the  most  frequently  encoun- 
tered neuropathogenic  viruses;  enteroviruses  were 
isolated  from  103  out  of  199  patients  with  diagnostic 
findings.  Echo  virus  9 was  the  prevalent  type.  As 
in  the  past,  herpes  simplex  virus  was  the  most  im- 
portant nonenteric  virus.  A surprising  number  of 
findings  for  measles  virus  were  obtained.  This  pre- 
ceded the  recently  reported  generally  increased 
measles  morbidity  rates  and  corresponded  with  an 
increase  of  laboratory-confirmed  measles  infection 
without  CNS  complications  observed  in  our  diag- 
nostic service:  1974, 14  patients;  1975,  65;  and  1976, 
January  through  June,  76  (unpublished  observa- 
tion).22’23 Since  8 of  the  11  patients  with  measles 
diagnostic  findings  were  children  or  adolescents,  our 
data  support  the  current  widespread  impression  that 
the  earlier  measles  vaccines  failed  to  confer  enduring 
immunity  or  that  the  vaccination  programs  were  not 
administered  effectively. 

All  14  influenza  A cases  occurred  during  a state- 
wide outbreak  of  influenza.  Only  one  of  these  cases 
was  associated  with  Reye’s  syndrome;  seven  patients 
had  a diagnosis  of  encephalitis,  an  observation  which 
emphasizes  the  neuropathogenic  potential  of  the 
epidemic  strain. 

The  eight  patients  with  St.  Louis  encephalitis 
represented  the  first  laboratory-confirmed  human 
infections  with  this  agent  in  New  York  State.  Con- 
siderable activity  of  this  arthropod-borne  virus, 
greatly  exceeding  the  one  of  the  previous  year,  was 
also  noted  in  neighboring  and  geographically  close 
states  and  provinces  of  Canada.24’25  In  view  of  the 
severity  and  appreciable  mortality  rate  of  St.  Louis 
encephalitis  virus  infections,  a study  of  the  natural 
reservoirs  and  vectors  is  indicated  to  provide  data  for 
the  prevention  of  the  disease.26  Evidence  of  con- 
tinuing endemic  occurrence  of  two  other  arboviruses, 
Powassan  and  California  encephalitis,  was  also  ob- 
tained. The  isolation  of  Powassan  virus  from  the 
brain  of  an  82-year-old  male  with  meningoence- 
phalitis is  the  only  reported  isolation  of  this  agent 
from  man  since  McLean  and  Donohue’s  original  case 
in  1958  in  Canada.27 

In  the  two  patients  with  CF1  diagnostic  findings  of 
lymphocytic  choriomeningitis,  a confirmation  was 
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not  obtained  by  IFA.  These  patients  had  no  known 
contacts  with  rodents.  It  is,  therefore,  unlikely  that 
these  findings  indicate  a lymphocytic  choriomenin- 
gitis infection;  they  may  rather  reflect  an  infection 
with  an  antigenically  related  unknown  agent  or  a 
nonspecific  reaction.  The  absence  of  laboratory- 
confirmed  lymphocytic  choriomeningitis  virus  in- 
fection in  our  surveillance  gives  assurance  that  the 
control  of  the  statewide  pet  hamster-associated 
lymphocytic  choriomeningitis  outbreak  of  the  pre- 
vious year  was  effective.6 

Poliovirus  type  1 or  2 or  3 was  isolated  from  three 
patients;  two  of  them,  both  infants,  with  a diagnosis 
of  meningitis  had  received  oral  poliomyelitis  vaccine 
6 or  13  days  respectively  before  onset  of  symptoms. 
Strain  characterization  studies  are  underway  at  the 
Communicable  Disease  Center,  Atlanta,  Georgia.  A 
causal  relationship  is  not  confirmed  in  both  patients. 
In  fact,  it  is  unlikely  in  the  infant  with  the  six-day 
interval  between  vaccination  and  onset  of  symptoms. 
This  patient  also  excreted  Coxsackie  B4  virus  at  that 
time  which  may  have  been  the  cause  of  the  CNS 
symptoms.  The  third  patient  with  poliomyelitis 
isolation,  a 20-year-old  female  with  paralytic  disease, 
had  received  oral  poliomyelitis  vaccine  in  1964,  but 
the  history  did  not  indicate  that  she  completed  a full 
series  of  vaccinations.  She  became  sick  approxi- 
mately five  weeks  after  her  four-month-old  child 
received  oral  poliomyelitis  vaccine.  The  isolate  was 
characterized  at  the  Center  as  “intermediate  in  its 
antigenic  characteristics  and  ret  ± at  39.5  and 
39.9°C.”  If  this  virus  was  a vaccine  progeny,  the 
characteristics  would  indicate  a shift  from  the  ones 
associated  with  attenuated  polioviruses  to  the  ones 
commonly  associated  with  wild  polioviruses.  An 
instability  of  some  genetic  markers  has  been  observed 
to  occur  on  propagation  of  poliomyelitis  type  3 vac- 
cine virus  in  the  human  intestinal  tract.28,29  How- 
ever, since  naturally  occurring  wild  polioviruses  may 
occasionally  possess  vaccine-like  or  intermediate 
characteristics,  the  data  do  not  represent  proof  of  an 
etiologic  role  of  the  vaccine  virus  in  the  patient’s 
disease.29,30  The  rate  of  association  of  paralytic 
disease  with  poliovirus  isolation  in  contacts  of  oral 
poliomyelitis  vaccine  recipients  is  extremely  low': 
1965  to  1973, 0.2  per  million  doses  of  vaccine  and  even 
lower  in  the  vaccine  recipients;  1965  to  1973,  0.087 
per  million  doses  of  vaccine.31 

The  incidence  and  number  of  patients  with  Reye’s 
syndrome  remained  in  1975  (25  of  815  patients 
studied)  approximately  on  the  same  level  as  in  1974 
(27  of  818  patients  studied);  but  only  in  2 of  the  25 
patients  studied  in  1975  w'ere  virus  diagnostic  find- 
ings obtained  for  influenza  A or  Echo  21  virus  re- 
spectively (1974:  influenza  B.  5 patients;  adenovirus, 
1;  and  varicella,  1).  The  role  of  viruses  in  the  etiology 
of  the  disease  remains  obscure.  The  mortality  in 
Reye’s  syndrome  patients  who  came  to  our  attention 
continued  to  be  high:  1975,  48  percent;  1974,  30 
percent. 


Dual  findings  indicate  that  simultaneous  or  closely 
spaced  infections  were  observed  in  13  patients.  All 
but  two  were  20  years  or  younger,  that  is  at  the  age 
when  most  primary  virus  infections  occur.  The 
etiologic  role  of  each  virus  is  difficult  to  assess  in 
these  cases,  particularly  when  both  of  them  are  po- 
tentially neuropathogenic. 

As  in  the  preceding  years,  diagnostic  rates  were 
highest  for  the  major  diagnostic  categories:  en- 

cephalitis, 41  percent;  meningoencephalitis,  30  per- 
cent. meningitis,  34  percent. 
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Albany,  N.Y.  12201 
(DR.  DEIBEL) 

Acknowledgments.  The  authors  thank  all  physicians  who 
submitted  specimens  and  information  for  the  CNS  surveillance. 
They  are  indebted  to  Walter  Decher,  Laurence  Gross,  Jack  Jacobs, 
Estelle  Moses,  Mary  Jane  Schwabel,  and  John  Woodall,  Ph.D., 
for  supervising  the  various  laboratory  procedures. 


References 

1.  Deibel,  R.,  and  Vianna,  N.  J.:  Central  nervous  system 
infections  in  New  York  State;  etiologic  and  epidemiologic  obser- 
vations, March  to  November,  1970,  New  York  State  J.  Med.  71. 
2856(1971). 

2.  Deibel,  R.,  and  Smith,  V.;  Central  nervous  system  in- 
fections in  New  York  State;  etiologic  and  epidemiologic  observa- 
tions, March  to  November,  1971,  ibid.  73: 1953  (1973). 

3.  Deibel,  R.,  Barron,  A.,  Millian,  S.,  and  Smith,  V.:  Central 
nervous  system  infections  in  New  York  State;  etiologic  and  epi- 
demiologic observations,  1972,  ibid.  74:  1929  (1974). 

4.  Deibel,  R.,  Flanagan,  T.  D.,  and  Smith,  V.:  Central  ner- 
vous system  infections  in  New  York  State;  etiologic  and  epide- 
miologic observations,  1974,  ibid.  75:  2337  (1975). 

5.  Deibel,  R.,  Gross,  L.  L.,  and  Collins,  D.  N.:  Isolation  of 
a new  enterovirus,  Proc.  Soc.  Exper.  Biol.  & Med.  148:  203 
(1975). 

6.  Deibel,  R.,  Woodall,  J.  P.,  Decher,  W.  J.,  and  Schryver,  G. 
D.:  Lymphocytic  choriomeningitis  virus  in  man.  Serologic  evi- 
dence of  association  with  pet  hamsters,  J.A.M.A.  232:  501 
(1975). 

7.  Vianna,  N.,  et  al.:  California  encephalitis  in  New  York 
State,  Am.  J.  Epidemiol.  94:  50  (1971). 

8.  Morris,  C.  D.,  Whitney,  E.,  Bast,  T.  F.,  and  Deibel,  R.:  An 
outbreak  of  Eastern  equine  encephalomyelitis  in  Upstate  New 
York  during  1971,  Am.  J.  Trop.  Med.  22:  561  (1973). 

9.  Smith,  R.,  et  al.:  Powassan  virus  infection.  A report  of 
three  human  cases  of  encephalitis,  Am.  J.  Dis.  Child.  127:  691 
(1974). 

10.  Deibel,  R.,  Woodall,  J.  P.,  and  Lyman,  D.  O.:  Powassan 
virus  isolation  from  a patient  with  encephalitis,  New  York,  Mor- 
bidity & Mortality  Weekly  Rep.  24:  379  (1975). 

11.  Plager,  H.,  and  Deibel,  R.:  Echo  30  virus  infections;  out- 
break in  New  York  State,  New'  York  State  J.  Med.  70:  391 
(1970). 

12.  Sever,  J.  L.:  Application  of  a microtechnique  to  viral 
serological  investigations,  J.  Immunol.  88:  320  ( 19C2). 

13.  Kent,  J.  F.,  and  Fife,  E.  H.,  Jr.:  Precise  standardization 
of  reagents  for  complement  fixation.  Am.  J.  Trop.  Med.  12:  103 
(1963). 

14.  Whitney,  E.,  Jamnback,  H.,  Means,  R.  G.,  and  Watthews, 
T.  H.:  Arthropod-borne-virus  survey  in  St.  Lawrence  County, 
New  York.  Arbovirus  reactivity  in  serum  from  amphibians, 
reptiles,  birds,  and  mammals,  ibid.  17:  645  (1968). 

15.  Lennette,  E.,  and  Schmidt,  N.  J.,  Eds.:  Diagnostic  Pro- 
cedures, 4th  ed.,  New  York,  American  Public  Health  Association. 
1969,  pp.  428,  472,  524% 

16.  Whitney,  E.:  Serologic  evidence  of  group  A and  B ar- 
thropod-borne virus  activity  in  New  York  State,  Am.  J.  Trop.  Med. 
12:417  (1963). 

17.  Idem:  Flanders  strain,  an  arbovirus  newiy  isolated  from 
mosquitoes  and  birds  of  New  York  State,  ibid.  13:  123  (1964). 

18.  Cohen,  S.  M.,  Triandaphilli,  I.  A.,  Barlow,  J.  L.,  and  Hot- 


August  1977/New  York  State  Journal  of  Medicine  1403 


chin,  J.:  Immunofluorescent  detection  of  antibody  to  lymphocytic 
choriomeningitis  virus  in  man,  J.  Immunol.  96:  111  (1966). 

19.  Lennette,  E.,  and  Schmidt,  N.  J.,  Eds.:  Diagnostic  Pro- 
cedures for  Viral  and  Rickettsial  Diseases,  3rd  ed.,  New  York, 
American  Public  Health  Association,  1964,  p.  456. 

20.  Ito,  M.,  and  Barron,  A.  L.:  Surface  antigen  produced  by 
herpes  simplex  virus  (HSV),  J.  Immunol.  108:  711  (1972). 

21.  Barron,  A.  L.,  Olshevsky,  C.,  and  Cohen,  M.  M.:  Char- 
acteristics of  the  BGM  line  of  cells  from  African  green  monkey 
kidney.  Brief  report,  Arch.  ges.  Virusforsch.  32:  389  (1970). 

22.  Reported  cases  of  notifiable  diseases,  United  States, 
1966-75,  tables  2A  and  2B,  Morbidity  & Mortality  Weekly  Rep., 
annual  supp.  summary  1975,  24:  2,  3 (Aug.)  1976. 

23.  Cases  of  specified  notifiable  diseases:  United  States,  ibid. 
25:  278,  280  (Sept.  10)  1976. 

24.  Surveillance  summary.  Human  arboviral  infections  in 
Canada — 1975,  Canada  Dis.  Weekly  Rep.  2-21:  81  (May  22) 
1976. 

25.  Reported  cases  of  infectious  encephalitis  by  geographic 
division  and  by  state,  United  States,  1974, 1975,  tables  7A  and  7B, 
Morbidity  & Mortality  Weekly  Rep.,  annual  supp.  summary  1975, 
24:  11,  12  (Aug.)  1976. 


Clinical  Clues 

— Combined  antimicrobial  therapy  has  been  shown  to  be 
superior  for  infections  such  as  enterococcal  endocarditis, 
brucellosis,  and  tuberculosis. 

— Noninvasive  strains  of  staphylococci,  Klebsiella,  Esch- 
erichia coli,  and  Pseudomonas  resident  in  the  host’s 
indigenous  flora  may  occasionally  produce  quantities  of 
penicillinase  sufficient  to  inactivate  penicillin  on  con- 
tiguous body  surfaces  (Weinstein,  L.,  et  al.:  Host 

determinance  of  response  to  antimicrobial  agents,  New 
England  J.  Med.  279:  580  (1968)). 

— Malignant  hypertension  may  cause  acute  renal  failure, 
and  successful  treatment  of  hypertension  may  eventually 
lead  to  improvement  in  renal  function.  This  usually 
does  not  occur,  however,  in  scleroderma  (Sevitt,  L.  H., 
et  al.:  Acute  oliguric  renal  failure  due  to  accelerated 
(malignant)  hypertension,  Quart.  J.  Med.  157:  127 
(1971)). 

— In  all  cases  of  intrinsic  acute  renal  failure,  a blood  smear 
should  be  examined  for  microangiopathic  hemolytic 
anemia.  The  presence  of  “battered  red  cells”  suggests 
fibrin  deposition  in  the  small  blood  vessels  or  glomerular 
capillaries  or  both.  They  are  found  in  some  patients 
with  rapidly  progressive  glomerulonephritis,  malignant 
hypertension,  disseminated  intravascular  coagulation 
syndromes,  adenocarcinoma,  and  the  adult  hemolytic- 
uremic  syndrome. 

— The  adult  hemolytic-uremic  syndrome  occurs  mainly  in 
women  post  partum  or  while  taking  oral  contraceptive 
agents,  and  it  may  respond  to  heparin  (Khanh,  D.  T.,  et 
al.:  Role  of  heparin  therapy  in  the  outcome  of  adult 
hemolytic  uremic  syndrome,  Nephron.  16:  292  (Apr. 
1976). 

Atheroembolic  renal  disease  is  caused  by  multiple  cho- 
lesterol emboli  and  is  difficult  to  diagnose  ante  mortem. 
It  may  be  suspected  in  patients  in  whom  acute  renal 
failure  develops  after  surgery,  trauma,  hemorrhage,  or 
diagnostic  radiographic  procedures  in  an  atherosclerotic 
aorta  near  t he  origin  of  the  renal  arteries. 

Papillary  necrosis  is  substantially  of  vascular  origin, 
since  it  results  from  occlusion  of  the  medullary  vasa 
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recta.  It  is  most  often  associated  with  diabetes  mellitus, 
obstructive  uropathy  with  infection,  alcoholism, 
sickle-cell  anemia,  and,  especially,  analgesic  nephropa- 
thy. Papillae  may  be  seen  in  the  urine,  and  a ring  of 
calcification  may  develop  in  the  kidney  at  sites  of  pre- 
viously sloughed  papillae. 

— Occasionally,  severe  bilateral  acute  pyelonephritis  may 
cause  acute  renal  failure,  but  this  is  rare  unless  it  is  ac- 
companied either  by  obstruction  of  the  urinary  tract  or 
by  pre-existing  renal  impairment. 

— Acute  interstitial  nephritis  which  may  be  accompanied 
by  fever,  skin  rash,  and  eosinophilia,  is  usually  reversible. 
The  best-recognized  form  is  that  associated  with  hy- 
persensitivity to  methicillin  or  ampicillin.  Other  drugs 
probably  will  also  be  recognized  as  causes  of  this  syn- 
drome. 

— Patients  with  myeloma  may  present  acute  renal  failure, 
which  often  is  precipitated  by  an  episode  of  dehydra- 
tion. 

— Elevated  serum  acid  phosphatase  levels  may  be  associ- 
ated with  conditions  other  than  prostatic  disease.  Some 
examples  include  Paget’s  disease,  multiple  myeloma, 
hepatobiliary  diseases  such  as  viral  hepatitis,  chlorpro- 
mazine  hepatitis,  extrahepatic  biliary  obstruction  and 
cirrhosis,  blood  dyscrasias  such  as  Hodgkin’s  disease  and 
leukemia,  hyperparathyroidism  and  visceral  cancer  with 
osseous  and/or  hepatic  metastases,  and  certain  kidney 
diseases  such  as  chronic  glomerulonephritis  and  gouty 
nephritis.  (Lepow,  H.,  et  al.:  J.  Urol.  87:  991  (1962)). 

— Prostatic  trauma  such  as  occurs  after  rectal  examination 
or  following  catheterization  may  cause  transient  acid 
hyperphosphatasia  (Cook,  W.  B.,  Fishman,  W.  H.,  and 
Clarke,  B.  G.:  ibid.  88:281  (1962)). 

— Profound  hypothermia  and  irreversible  cardiac  ar- 
rhythmia may  be  produced  by  massive  transfusion  of 
cold  blood. 

NATHANIEL  SHAFER,  M.D. 
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Amniocentesis  for  prenatal  diagnosis  was  per- 
formed on  96  patients  at  the  Westchester  County 
Medical  Center  from  May,  1973,  to  March,  1976. 
The  purpose  of  this  report  is  to  review  this  experience 
and  to  report  subjective  patient  responses  obtained 
through  a follow-up  questionnaire. 

Materials  and  methods 

During  the  first  three  years  of  the  prenatal  diag- 
nosis program  at  the  center,  134  patients  were 
counseled.  Of  these,  96  eventually  had  amniocen- 
tesis performed,  and  93  fluids  were  obtained  for 
study. 

Of  the  patients,  97  percent  were  referred  by  their 
private  physicians,  and  the  remaining  3 percent  were 
hospital  clinic  referrals.  Currently  accepted  indi- 
cations were  used  for  patient  selection.1-2  Table  I 
summarizes  the  indications  in  our  96  cases. 

Before  amniocentesis  was  performed,  both  parents 
came  for  counseling,  at  which  time  detailed  infor- 
mation was  given  them  on  reasons  for  prenatal  di- 
agnosis, procedures  employed,  and  risks  involved. 

* 'this  work  was  supported  in  part  by  grants  from  the  Nation- 
al Foundation  March  of  Dimes  and  The  State  of  New  York 
Department  of  Health  Birth  Defects  Institute. 


TABLE  I.  Indications  for  prenatal  diagnosis 
in  96  patients 


Indication 

Number 

of 

Patients 

Advanced  maternal  age  (35  or  over) 

74 

Defects  and  abnormalities 

6 

of  previous  child 
Trisomy  21 

Translocation  Down  syndrome 

1 

Trisomy  18 

2 

Meningomyelocele 

4 

Anencephaly 

4 

Multiple  congenital  anomalies 

2 

Undiagnosed  problems 

1 

Repeated  miscarriages 

1 

Anxiety  about  chromosomal  ab- 

1 

normalities 

Total 

96 

The  parents  signed  an  informed  consent  form  if  they 
desired  to  proceed  with  the  amniocentesis. 

After  October,  1974,  a standard  ultrasound  ex- 
amination immediately  preceded  each  amniocen- 
tesis, and  ultrasonography  was  also  utilized  during 
the  tap  whenever  necessary.  Amniocentesis  was 
generally  performed  between  15  and  17  weeks  after 
the  patient’s  last  menstrual  period.  Almost  all  the 
taps  were  done  by  one  physician,  using  standard 
techniques,  and  approximately  15  to  20  cc.  of  am- 
niotic  fluid  were  aspirated.  Amniotic  fluid  cell  cul- 
ture and  chromosome  analysis  were  performed  in  a 
standard  fashion. 

When  completed,  results  were  reported  immedi- 
ately to  both  the  patient  and  the  referring  physician 
by  telephone  and  letter.  67  patients  who  had  already 
received  their  results  were  sent  a follow-up  ques- 
tionnaire. They  were  asked  to  respond  candidly  to 
questions  concerning  all  phases  of  their  experience 
with  prenatal  diagnosis,  from  initial  referral  through 
counseling,  amniocentesis,  and  results.  Respondents 
could  just  check  off  choices  in  answering  questions, 
or  could  add  individual  comments  and  criticisms  if 
they  wished. 

In  the  first  12  months  that  prenatal  diagnosis  was 
offered  at  the  center,  only  31  percent  were  performed 
because  the  mothers  were  age  35  or  older;  the  re- 
maining 69  percent  had  had  children  previously  with 
chromosomal  abnormalities  or  neural  tube  defects. 
In  the  last  12  months  of  this  series,  89  percent  were 
performed  because  of  advanced  maternal  age. 

Results 

Thirty-one  of  the  67  questionnaires  sent  to  pa- 
tients were  returned  within  one  month,  fully  com- 
pleted, with  an  abundance  of  comments  and  several 
suggestions.  The  majority  of  respondents  expressed 
enthusiastic  approval  and  appreciation  for  prenatal 
diagnosis,  but  there  were  also  some  important  criti- 
cisms. 
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TABLE  II.  Relationship  between  interval  since  counseling  and 
level  of  recall 


Interval 

Since 

Num- 

ber 

f -Level  of  Re 

Ex- 
cellent Good 

Date 

Coun- 

seled 

Coun-  of 

seled  Re- 

(months)  plies 

Adequate 

Poor 

1975 

3 to 
14 

18 

5 (28) 

4 (22) 

6 (33) 

3 (17) 

1973  to 
74 

15  to 
34 

13 

0 

8 (62) 

3 (23) 

2 (15) 

TOTALS  3 to 
34 

31 

5 (16) 

12  (39) 

9 (29) 

5 (16) 

Subjective  responses  by  patients  to  amniocentesis  for 
prenatal  diagnosis  were  obtained  through  a ques- 
tionnaire. Replies  indicated  that  reactions  were 
generally  positive,  the  four-week  period  of  waiting  for 
the  laboratory  results  was  a very  anxious  and  difficult 
time,  especially  if  life  was  felt  before  results  were 
available.  Most  women  found  the  pre-amniocentesis 
counseling  helpful,  considered  the  discomfort  or  pain 
associated  with  the  procedure  insignificant,  and  ex- 
pressed enthusiastic  approval  of  prenatal  diagnosis 
and  the  reassurance  it  afforded  them. 


Two  of  the  respondents  were  self-referred,  and  the 
remaining  29  (94  percent)  were  referred  hy  their 
obstetricians  or,  in  one  case,  a pediatrician;  71  per- 
cent had  already  learned  about  amniocentesis  from 
newspapers,  magazines,  television,  and  friends  or 
relatives. 

Several  complaints  were  registered  about  the  dis- 
turbing atmosphere  of  the  clinic  where  amniocentesis 
was  done  in  the  earlier  cases.  Patients  were  much 
more  at  ease  in  the  quiet  privacy  of  the  ultrasound 
room  in  the  division  of  obstetrics  where  the  amnio- 
centesis has  been  performed  since  February,  1976. 

Pre-amniocentesis  counseling  was  described  by 
most  patients  as  “reassuring,”  “helpful,”  and  “clearly 
explained.”  To  judge  the  effectiveness  of  the  in- 
formation provided  during  counseling,  respondents 
were  asked  what  they  could  recall  about  their  risks 
for  an  abnormal  child,  the  risks  of  amniocentesis, 
what  kinds  of  abnormalities  could  and  could  not  be 
detected  prenatally,  and  any  other  information  they 
had  received.  Seventeen  of  the  responses  were,  in 
our  judgment,  good  or  excellent,  in  terms  of  both 
accuracy  and  amount  of  information  recalled.  Only 
five  replies  were  poor,  showing  little  or  no  correct 
understanding  of  general  concepts;  the  remaining 
nine  were  considered  adequate. 

There  was  no  correlation  between  the  patient’s 
own  rating  of  her  anxiety  level  and  her  success  in 
recalling  information.  Only  a slight  relationship  was 
evident  between  the  time  interval  since  counseling 
and  ability  to  recall  (Table  II). 

A wide  variation  of  opinion  existed  regarding  the 
pain  or  discomfort  of  amniocentesis.  More  than  half 
the  respondents  rated  the  pain  or  discomfort  “in- 
significant” rather  than  “moderate”  or  “severe.” 
Seven  patients  did  check  “severe,”  and  five  of  these 
were  cases  for  whom  more  than  one  insertion  of  the 
needle  or  a repeat  tap  at  another  time  was  necessary 
to  obtain  fluid.  One  patient  checked  both  “severe” 
and  “insignificant,”  explaining  that  “any  pain  was 
well  worth  the  results  and  the  relief  from  anxiety.” 
In  the  case  of  one  mother  who  had  two  taps,  the  pain 
was  “severe”  the  first  time,  and  “over  before  I knew 
he’d  started”  the  second  time.  Another  patient 
found  it  “very  painful  both  times”  in  two  different 
pregnancies,  even  though  the  first  was  performed 
elsewhere  with  local  anesthesia,  which  we  did  not 
use. 


Most  women  (61  percent)  reported  only  a moder- 
ate amount  of  anxiety  about  an  abnormal  baby  be- 
fore amniocentesis  was  done;  23  percent  reported  a 
high  amount  of  anxiety  about  the  procedure  itself, 
and  42  percent  a moderate  amount.  Most  respon- 
dents were  very  anxious  while  awaiting  results,  and 
the  length  of  time  required  was  the  most  common 
complaint.  When  results  were  finally  received,  al- 
most all  the  women  found  them  very  reassuring,  and 
several  commented  on  their  great  pleasure  from  the 
“extra  fringe  benefit”  of  knowing  the  baby’s  sex  in 
advance.  A few  patients  continued  to  worry  even 
after  receiving  normal  chromosome  test  results. 
This  was  especially  true  of  women  with  previous 
abnormal  children.  A tendency  among  these  women 
to  suffer  more  severe  anxiety  or  pain  at  every  stage 
of  their  amniocentesis  experience  was  noted. 

When  asked  whether  or  not  they  would  request 
amniocentesis  if  they  were  pregnant  again,  no  one 
said  no,  and  29  of  the  31  respondents  said  yes.  Of  the 
remaining  two,  one  said  it  was  unnecessary  for  her 
because  she  had  had  a tubal  ligation.  The  other 
answered  “do  not  know,”  possibly  because  fluid  had 
been  unusually  difficult  to  obtain  in  her  case,  and  she 
had  rated  the  pain  as  “severe.”  From  their  general 
comments  at  the  end  of  the  questionnaire,  it  was 
apparent  that  most  women  considered  prenatal  di- 
agnosis very  helpful  and  important. 

Comment 

The  most  serious  and  basic  problem  pointed  out 
by  many  women  is  the  stressful  four-week  wait  for 
results  that  come  so  late  in  the  pregnancy.  In  addi- 
tion to  comments  such  as  “the  wait  for  the  results  of 
the  test  seemed  forever,”  several  respondents  re- 
marked about  the  problem  of  a possible  abortion 
after  feeling  life.  The  conflict  this  produces  was 
described  by  one  patient  as  follows: 

I was  very  happy  to  know  about  the  procedure 
and  to  have  it  done.  The  way  it  was  handled  was 
excellent  from  my  first  visit  to  the  last.  I would 
recommend  it  to  anyone  who  might  be  inter- 
ested. 

However,  there  was  one  problem  I felt — the 
long  time  it  took  for  results.  By  the  time  I got  re- 
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suits  I would  feel  the  baby  move  and  would  have 
had  a very  tough  decision  to  make  if  something 
had  been  found  to  be  wrong.  In  the  first  weeks  of 
pregnancy  it  was  easy  to  say  I would  have  an 
abortion  if  the  baby  was  abnormal,  but  as  time 
went  by  and  you  feel  the  baby,  that  statement  is 
Jiarder  to  make. 

Patients  who  tend  to  have  high  anxiety  levels  be- 
cause of  previous  abnormal  children  require  espe- 
cially careful  counseling  and,  perhaps,  the  possibility 
of  additional  counseling  even  after  normal  results  are 
obtained.  One  such  patient  commented  that  this 
kind  of  follow-up  counseling  would  have  been  help- 
ful; the  same  recommendation  has  been  made  in 
another  study  of  the  impact  of  amniocentesis  on 
mothers.3 


Clinical  Clues 


— The  natural  history  of  intermittent  claudication  dis- 
closes its  benign  nature.  About  40  percent  of  patients 
improve,  40  percent  remain  unchanged,  and  only  20 
percent  need  surgery,  with  10  percent  requiring  ampu- 
tation. Nevertheless,  no  matter  how  benign  the  symp- 
tom of  claudication  may  seem  to  be,  the  seriousness  of 
the  underlying  disease  is  disclosed  by  the  mortality  rate, 
mainly  from  coronary  thrombosis:  20  percent  up  to  12 
years  from  the  onset  of  claudication  (Taylor,  G.  W..  and 
Calo,  A.  R.:  Brit.  M.  J.  1:  507  (1962)). 

— Repeated  exposure  to  halothane  may  cause  hepatitis, 
and  possibly  obese  women  with  a tendency  to  organ- 
specific  autoimmunity  may  be  more  at  risk.  A short 
latent  period  between  anesthesia  and  the  onset  of 
jaundice  is  a poor  prognostic  sign,  and  death  usually  does 
not  occur  after  a latent  period  longer  than  seven  days 
(Moult,  P.  J.,  and  Sherlock,  S.:  Quart.  J.  Med.  44:  99 
(1975)). 

— Entrapment  of  the  abdominal  segmental  nerves  within 
the  rectus  abdominis  muscle  may  produce  abdominal 
pain  simulating  surgical  or  genitourinary  disease 
(Doouss,  T.  W.,  and  Boas,  R.  A.:  New  Zealand  M.  J.  81: 
473  (1975)). 

— The  Center  for  Disease  Control  reports  an  attack  rate 
of  giardiasis  of  22.8  percent  in  travelers  returning  from 
the  Soviet  Union.  Leningrad  is  an  especially  high-risk 
area  (Morbid.  Mortal.  Weekly  Rep.  22:  78  (1974),  and 
Walzer,  P.  D.,  Wolfe,  M.  S.,  and  Schultz,  M.  G.:  Giar- 
diasis in  travelers,  J.  Infect.  Dis.  24,  235  (1971)). 

Melioidosis  should  be  suspected  when  a patient  who  has 
recently  been  in  Southeast  Asia  has  pulmonary  infil- 
trates, subcutaneous  abscess,  or  infected  wounds.  This 
rare,  infectious  disease  is  caused  by  a gram-negative 
bacillus,  Pseudomonas  pseudomallei,  which  is  found  in 
certain  tropical  areas.  Although  usually  present  as  an 
acute  pneumonia  that  simulates  tuberculosis,  melioi- 
dosis also  may  occur  as  a localized  infection  or  as  over- 
whelming septicemia.  (Buchman,  R.  J.,  Kmiecik,  J.  E., 
and  LaNoue,  A.  M.:  Am.  J.  Surg.  125:  324  (1973)). 


Summary 

The  value  of  prenatal  diagnosis  by  amniocentesis 
is  most  dramatically  emphasized  when  the  tragedy 
of  the  birth  of  a seriously  defective  child  is  averted. 
The  ultimate  value  for  the  vast  majority  of  women 
stems  from  the  significant  reassurance  it  provides 
and  the  relief  from  anxiety  during  the  remaining 
months  of  pregnancy. 
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— The  finding  of  diffuse  nephrocalcinosis  (calcification  of 
the  renal  pyramids)  is  almost  pathognomonic  of  hyper- 
parathyroidism, either  primary  or  secondary.  Rarely 
a somewhat  similar  roentgenographic  picture  may  be 
found  in  patients  with  pyelonephritis  resulting  from 
Hemophilus  influenzae.  Here  the  deposits  of  calcium 
are  larger  and  less  uniform. 

— Less  diffuse  calcification  of  the  pyramids  has  been  re- 
ported to  occur  in  infants  with  dehydration;  in  cases  of 
poisoning  from  mercury,  uranium,  or  oxalate;  and  in  a 
few  patients  with  Escherichia  coli  urinary  tract  infec- 
tions. 

— The  presence  of  beta-hemolytic  streptococci  on  throat 
culture  does  not  indicate  unequivocally  that  the  sore 
throat  is  streptococcal.  Group  A streptococci  are  found 
in  only  about  one  third  of  children  with  pharyngitis  and 
only  one  half  of  these  show  a rising  titer  of  streptococcal 
antibodies. 

— Recurrent  abdominal  pain  is  one  of  the  commoner 
childhood  complaints,  affecting  one  in  nine  of  unselected 
children.  An  organic  cause  is  found  in  only  a small 
proportion  of  them,  hardly  more  than  1 in  20.  It  has 
been  suggested  that  the  further  the  pains  are  from  the 
center,  the  more  likely  are  they  to  be  due  to  organic 
disease  (Apley,  J.:  The  Child  with  Abdominal  Pains, 
Oxford,  Blackwell  Scientific,  1959). 

— The  question  has  arisen  whether  the  patient  with  allergy 
to  penicillin  may  eat  blue  cheese.  This  cheese  owes  its 
particular  properties  and  flavor  to  seeding  with  species 
of  Pencillium,  but  a penicillin-sensitive  subject  does  not 
react  to  the  mold  itself.  He  would  react  only  to  peni- 
cillin, if  this  were  formed  by  the  species  and  strain  con- 
cerned. At  least  23  species  of  Penicillium  and  several 
of  Aspergillus  are  known  to  produce  penicillin,  some  of 
them  only  in  small  amounts,  and  there  are  hundreds  of 
species  which  do  not  produce  penicillin.  Hence,  the 
antibiotic  is  unlikely  to  occur  in  blue  cheeses  made  in 
traditional  ways,  and  this  food  may  be  allowed  to  peni- 
cillin-sensitive individuals  (Flory,  H.  W.,  et  al.:  Anti- 
biotics, London,  Oxford  University  Press,  1949)). 
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The  post-treatment  outcomes  of  202  subjects  were 
examined  for  a period  of  approximately  two  years 
after  termination  of  methadone  maintenance  treat- 
ment. Only  22, 10.8  percent,  were  found  to  have  re- 
mained free  of  drug  problems  during  this  time.  Over 
two-thirds  of  the  subjects  had  returned  to  occasional 
or  continuous  use  of  illicit  narcotics.  Comparison  of 
the  discharged  patients  with  a comparable  group  that 
entered  the  program  at  the  same  time  and  remained 
in  treatment  showed  a much  higher  incidence  of 
narcotic  abuse  and  drug-related  deaths  in  the  dis- 
charged group,  but  a similar  incidence  of  alcoholism. 
The  greater  incidence  of  narcotic  abuse  in  the  dis- 
charged group  was  evident  despite  the  greater  prob- 
ability of  discovering  problems  in  the  treatment 
group,  which  was  under  continuing  surveillance  and 
was  being  monitored  by  weekly  analyses  of  urine. 


Methadone 

Maintenance 

Outcome  lifter  termination* 

VINCENT  P.  DOLE,  M.D. 

New  York  City 
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In  a report  to  the  President  recently  issued  by 
The  Domestic  Council  Drug  Abuse  Task  Force  en- 
titled White  Paper  on  Drug  Abuse,  September, 
1975, 1 it  was  estimated  that  “there  are  several  hun- 
dred thousand  daily  users  of  heroin  not  currently  in 
treatment.”  This  statistic  was  brought  forward  by 
the  authors  of  this  report  to  emphasize  the  magni- 
tude of  the  national  demand  for  heroin  and  the  need 
for  effective  treatment  to  reduce  the  demand  if  the 
narcotics  epidemic  is  to  be  brought  under  control. 
Enforcement  efforts  directed  to  reduction  in  supply 
of  illicit  narcotics  cannot  solve  the  problem  alone. 
Indeed,  if  reduction  in  supply  is  not  balanced  by  a 
comparable  reduction  in  demand,  the  consequences 
of  addiction  might  be  made  much  worse  by  widening 
the  supply-demand  gap,  increasing  the  cost  of  illicit 
drugs,  and  increasing  the  amount  of  crime  committed 
by  addicts. 

Existing  programs 

As  compared  with  the  number  of  narcotics  addicts, 
the  total  capacity  of  programs  for  treating  them  is 
small,  probably  less  than  one-fifth.  Although  it  can 
be  argued  that  no  further  expansion  of  treatment 
facilities  is  indicated  because  the  demand  for  treat- 
ment has  been  met,  that  is,  many  programs  have 
vacant  “slots,”  it  cannot  be  said  that  the  reduction 
in  demand  for  illicit  narcotics  called  for  by  the  White 
Paper  is  being  achieved  by  treating  a small  fraction 
of  the  addicts.  The  existing  programs  may  be 
meeting  the  needs  of  the  addicts,  in  the  sense  that 
any  addict  who  seeks  treatment  can  obtain  it,  but  the 
programs  are  far  from  eliminating  the  crime  and  so- 
cial disruption  associated  with  the  several  hundred 
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thousand  untreated  narcotics  addicts. 

A classification  of  existing  treatment  programs 
shows  an  even  greater  disparity  between  treatment 
facilities  and  the  number  of  chronic  narcotics  addicts, 
since  a large  fraction,  possibly  the  major  part,  of  the 
drug  treatment  “slots”  in  public  and  private  pro- 
grams today  are  not  being  used  for  treatment  of 
persons  drawn  from  the  several  hundred  thousand 
daily  users  of  narcotics. 1 This  is  not  to  question  the 
desirability  of  treating  persons  who  use  marijuana 
and  other  nonnarcotic  drugs,  or  of  attempting  to 
prevent  intermittent  users  of  narcotics  from  pro- 
gressing to  chronic  daily  use,  but  these  facilities 
cannot  be  counted  in  the  inventory  of  programs  that 
might  reduce  the  present  demand  for  heroin  by  the 
intractable  addicts  identified  in  the  White  Paper. 

The  remaining  variable  in  the  analysis  of  demand 
reduction  is  the  effectiveness  of  programs  that  treat 
persons  who  have  been  chronic  daily  users  of  nar- 
cotics. These  programs  may  be  classified  by  the 
length  of  time  that  they  retain  their  clients  in  treat- 
ment and  by  the  outcome  following  termination. 

Limited  intervention  programs,  that  is,  detoxifi- 
cation over  one  or  two  weeks,  provide  an  essential 
service  to  desperate  addicts  attempting  to  reduce 
their  habits,  but  they  cannot  be  counted  as  a major 
factor  in  demand  reduction.  For  instance,  if  an  ad- 
dict is  treated  in  a short  detoxification  program,  re- 
turns to  drug  use  within  three  weeks  after  discharge, 
which  is  usually  the  case,  and  reaches  his  pretreat- 
ment level  of  narcotic  consumption  within  three 
months,  his  annual  purchase  of  illicit  narcotics  will 
be  roughly  80  percent  of  what  it  would  have  been 
without  treatment.  If  one  half  of  the  several  hun- 
dred thousand  chronic  addicts  in  the  country  were 
detoxified  each  year,  the  illicit  market  would  never- 
theless remain  at  about  90  percent  what  it  would  be 
without  detoxification  facilities.  Although  necessary 
in  human  terms,  detoxification  programs  are  no 
threat  to  the  sellers  of  illicit  narcotics. 
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TABLE  I.  Outcome  of  methadone  maintenance  subjects  after  detoxification 


Status  Aft6r 
Termination 
of  Treatment 

Distribution 
(N  = 202) 
(Percent) 

Average  Time 
Addicted 
Before 
Treatment 
(Months) 

Average 
Time  in 
Treatment 
(Months) 

Average  Time 

/ Post-treatment 

In  Con-  In  Com- 

finement  munity 

(Months)  (Months) 

Average 

Age 

(Years) 

Sex 

(Percent 

Males) 

No  problems 

10.8 

55.09 

9.34 

1.93 

23.63 

24.5 

63.6 

Narcotic 

abuse 

67.6 

71.52 

7.1 

5.21 

18.77 

24.5 

82.6 

Nonnarcotic 

abuse 

14.7 

60.5 

8.19 

3.21 

23.96 

25.4 

83.3 

Serious  al- 

coholism 

16 

64.48 

7.58 

2.45 

23.98 

27.2 

77.1 

Arrests 

26 

75.75 

4.92 

9.4 

15.92 

26.3 

96.2 

Deaths 

9.3 

122.57 

6.95 

0.28 

10.5 

32.4 

68.4 

Programs  retaining  addicts  for  longer  periods  of 
time  can  contribute  significantly  to  reduction  in 
demand  only  by  curing  addicts  so  that  they  do  not 
return  to  the  illicit  market  after  they  leave  treatment. 
To  a minor  extent  they  reduce  the  illicit  demand  for 
narcotics  by  temporarily  removing  addicts  into 
treatment,  but  even  if  every  client  in  such  programs 
refrained  from  using  any  illicit  drug  while  in  treat- 
ment, a very  optimistic  assumption,  the  market  for 
illicit  narcotics  would  be  reduced  by  only  the  number 
of  addicts  in  treatment. 

Some  authorities  have  argued  that  retention  of 
clients  in  treatment  is  unimportant,  since  they  can 
return  to  the  clinic  if  they  relapse.  From  the  per- 
spective of  the  addict  this  is  a reasonable  statement, 
but  in  terms  of  demand  reduction,  treatment  pro- 
grams operating  as  revolving  doors  are  essentially 
detoxification  programs  in  which  the  reduction  in 
demand  is  not  much  greater  than  the  number  of 
spaces  in  the  program. 

The  essential  questions,  therefore,  are  how  many 
addicts  might  be  attracted  into  treatment  if  unlim- 
ited facilities  were  available,  and  how  many  of  them 
could  be  cured.  If  a high  percentage  abstained  from 
illicit  drug  use  after  leaving  treatment,  the  work  of 
the  programs  would  be  cumulative,  and  with  ex- 
pansion of  facilities  the  demand  reduction  envisioned 
by  the  White  Paper  could  be  achieved. 

A review  of  the  literature,  however,  does  not  pro- 
vide grounds  for  optimism  in  this  respect.  Numer- 
ous studies  over  the  past  100  years  have  testified  to 
the  high  relapse  rate  of  addicts  with  pretreatment 
histories  of  chronic  daily  narcotic  use.2  4 Never- 
theless, the  present  Federal  guidelines  for  methadone 
treatment  programs  emphasize  t he  goal  of  detoxifi- 
cation. ■’  As  yet  the  consequences  of  this  goal  are 
undefined. 

Present  study 

Materials  and  methods.  The  present  study  was 
undertaken  to  provide  data  on  t he  outcome  of  per- 
sons who  entered  methadone  maintenance  programs 
in  New  York  City  with  histories  of  chronic  daily 
narcotics  addiction,  and  were  detoxified  after  various 
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periods  of  time.  Investigators  from  our  research 
group  have  studied  official  records  such  as  vital  sta- 
tistics, correction,  probation,  parole,  welfare,  post 
office,  treatment,  and  detoxification  services,  to  ob- 
tain data  on  outcome  and  have  searched  for  the  dis- 
chargees in  the  communities  from  which  they  came. 
A starting  point  was  provided  by  demographic  data 
from  the  Methadone  Data  Center,  which  maintains 
computerized  records  on  approximately  72,000  per- 
sons who  have  received  methadone  maintenance 
treatment  in  New  York  City  since  the  inception  of 
this  program  12  years  ago. 

The  initial  phase  of  the  study,  which  is  the  subject 
of  this  report,  deals  with  a random  sample  of  461 
patients  drawn  from  a listing  of  5,571  persons  who 
entered  treatment  in  the  calendar  year  1972  and  who 
were  not  in  treatment  during  the  first  six  months  of 
1974.  For  comparison,  an  equal  sample  matched  by 
age,  sex,  and  ethnic  group  was  drawn  from  the  11,994 
persons  who  entered  during  the  same  year  but  re- 
mained in  treatment.  Alt  hough  the  follow-up  study 
is  not  yet  complete,  the  difference  in  outcome  be- 
tween the  two  groups  is  large  enough  to  justify  a 
preliminary  report  at  this  time. 

Results.  Table  I shows  the  outcome  of  202 
subjects  whose  treatment  was  terminated,  classified 
by  time  of  pretreatment  addiction,  time  in  treatment, 
and  time  after  treatment.  The  category  of  “no 
problems”  includes  all  persons  who  denied  any  use 
of  opiates  or  cocaine  in  the  posttreatment  period,  or 
any  disabling  use  of  alcohol  or  other  drugs,  and  who 
stated  that  they  had  no  legal  problems.  No  labora- 
tory tests  or  other  investigat  ions  were  made  to  con- 
firm these  claims.  The  number  scored  as  successful 
outcomes  thus  is  a maximum.  Only  22  persons,  10.8 
percent,  met  these  criteria;  10  of  the  22  had  minimal 
histories  of  pretreatment  heroin  use  and  may  have 
had  less  than  the  required  two  years  of  daily  heroin 
use.  The  percentages  of  persons  in  the  remaining 
categories  add  up  to  more  than  100  percent  since  the 
problems  of  these  subjects  are  multiple;  persons  who 
had  relapsed  to  use  of  narcotics  frequently  were  also 
using  other  drugs.  In  addition,  they  may  have  been 
arrested  and  in  some  cases  died  of  overdose.  In 
summary,  over  89  percent  of  t he  sample  of  202  per- 


TABLE  II.  Comparison  of  discharged  subjects  with 
those  remaining  in  treatment 


Status 

Discharged 
(N  = 202) 
(Percent) 

Remaining  in 
Treatment 
(N  = 143) 
(Percent) 

No  drug  abuse,  alcohol 
problems,  or  criminality 

11 

53 

Narcotic  abuse 

More  than  weekly 

59 

1 

Less  than  weekly 

9 

6 

Nonopiate  abuse 

Serious 

8 

6 

Marginal 

7 

27 

Alcohol  problems 

16 

13 

sons  discharged  from  methadone  maintenance  pro- 
grams in  New  York  City  had  either  relapsed  to  nar- 
cotic use,  had  become  alcoholic  or  used  other  drugs 
to  a disabling  degree,  or  were  arrested  or  died  within 
two  years. 

On  the  other  hand,  as  shown  in  Table  II,  53  percent 
of  the  comparison  group  was  found  to  have  no  drug 
or  legal  problems  under  much  more  critical  condi- 
tions of  scrutiny  than  were  applied  to  the  follow-up 
group,  since  these  persons  came  to  the  clinic  for 
medication  two  or  more  times  per  week  and  regularly 
gave  urine  for  analysis. 

Table  III,  comparing  the  causes  of  death,  shows  a 
sharp  drop  in  drug-related  deaths  for  patients  in 
treatment  but  emphasizes  the  violent  life  in  this 
cultural  group.  Even  when  drug  abuse  is  eliminated 
by  treatment,  persons  in  the  ghetto  areas  live  in 
danger  of  violent  death. 

In  evaluating  the  differences  between  persons 
leaving  treatment  and  those  remaining,  it  must  be 
noted  that  most  of  the  persons  who  left  treatment 
had  not  remained  long  enough  to  be  considered  by 
the  staff  as  ready  for  termination.  The  outcome 
after  longer  periods  of  treatment  will  be  examined  in 
future  studies  when  a sample  of  the  relatively  few 
persons  remaining  in  treatment  for  several  years  will 
be  studied.  However,  the  sample  examined  in  the 
present  study  represents  the  present-day  reality.  In 
the  methadone  programs  currently  operating  in  New 
York  City,  the  12-month  retention  rate  has  fallen  to 
about  60  percent;  elsewhere  in  the  country  the  re- 
tention rate  is  lower.  In  practical  terms,  methadone 
maintenance  treatment  is  disappearing  as  a modality 
and  being  replaced  by  extended  detoxification  pro- 
grams. The  data  from  the  present  study  suggest  that 
the  prospect  of  cure  for  persons  with  a history  of 
chronic  daily  heroin  use  after  several  months  of 
maintenance  treatment  is  not  much  better  than  the 
prospect  after  short-term  detoxification. 

Comment 

The  findings  in  the  present  study  diverge  from 
those  of  two  other  recent  follow-up  studies,  which 
reported  a dramatic  reduction  in  drug  abuse  of 
subjects  after  leaving  treatment,  as  compared  with 


TABLE  III.  Deaths 


/' 

- Time ■v 

In- 

Post- 

Cause 

treatment  treatment 

Apparently  drug-related 

Narcotic 

0 

7 

Cocaine 

1 

0 

Violent 

7 

7 

Medical 

6 

2 

Unknown 

4 

3 

Totals 

18 

19 

the  amount  of  drug  abuse  during  a period  of  two 
months  prior  to  entry.6-7  Indeed,  in  both  studies 
even  subjects  who  received  essentially  no  treatment 
were  markedly  improved;  there  were  no  significant 
differences  in  outcome  between  the  control  groups, 
who  remained  in  treatment  for  only  a few  days,  and 
subjects  who  had  been  treated  for  longer  periods  of 
time.  In  both  studies  the  treated  population  in- 
cluded an  assortment  of  persons  who  were  using 
nonnarcotic  drugs  and  persons  with  only  short 
histories  of  pretreatment  heroin  use.  Unfortunately, 
it  is  not  possible  to  identify  in  these  reports  the 
subgroups  who  had  been  chronic  daily  users  of  her- 
oin, but  presumably  they  were  not  numerous  since 
it  seems  unlikely  that  a chronic,  previously  intrac- 
table addiction  to  heroin  would  be  cured  simply  by 
registering  for  a program  and  then  leaving  without 
treatment. 

In  contrast  with  these  studies,  another  survey  of 
former  methadone  patients  with  pretreatment 
histories  of  chronic  heroin  addiction  reported  a 
post-treatment  pattern  of  relapse,  alcoholism,  jail, 
and  death  comparable  to  that  found  in  the  present 
study.8  Apparently  the  degree  of  addiction  prior  to 
treatment  is  a crucial  factor  in  outcome.  We  have 
been  unable  to  find  any  report  in  which  any  sizable 
group  of  persons  with  a history  of  continuous  daily 
use  of  heroin  for  a period  of  two  or  more  years  prior 
to  treatment  have  remained  drug-free  for  as  long  as 
one  year  following  termination  of  maintenance. 
Until  such  evidence  is  available,  it  does  not  seem 
reasonable  to  assume  that  the  majority  of  the  daily 
users  of  heroin  in  the  nation  can  be  cured  by  a limited 
period  of  methadone  maintenance  followed  by  de- 
toxification. 

For  persons  who  have  been  chronically  addicted 
to  heroin,  maintenance  treatment  obviates  the  need 
to  buy  drugs  from  the  illicit  market,  and  thus  enables 
them  to  escape  criminal  activities,  to  become  em- 
ployed, and  live  normally.  Conceivably,  if  mainte- 
nance were  available  to  all  persons  with  histories  of 
intractable  addiction,  and  if  patients  in  maintenance 
programs  were  not  under  so  much  pressure  to  leave 
treatment,  the  enormous  market  for  illicit  narcotics 
might  be  reduced,  and  many  of  the  several  hundred 
thousand  persons  who  are  now  chronic  daily  users  of 
illicit  narcotics  could  become  productively  employed. 
In  reality  there  is  little  prospect  of  this,  since  main- 
tenance programs  have  become  so  punitive  in  their 
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regulations  that  most  addicts  on  the  street  today 
would  reject  this  treatment  even  if  unlimited  facili- 
ties were,  available.  In  time,  the  demand  for  illicit 
narcotics  by  this  group  will  decrease  as  they  diminish 
their  addictions  spontaneously,  go  to  prison,  or  die. 
From  the  perspective  of  demand  reduction,  as  out- 
lined in  the  White  Paper,  the  hope  lies  in  the  spon- 
taneous extinction  of  the  heroin  epidemic  and  not  in 
any  of  the  existing  treatment  programs. 

From  the  individual  perspective,  however,  the 
outlook  is  much  brighter.  As  the  result  of  various 
treatment  programs,  many  thousand  former  addicts 
are  now  supporting  families  and  doing  socially  pro- 
ductive work.  Although  this  group  is  relatively 
small,  probably  no  greater  than  10  percent  of  the 
several  hundred  thousand  chronic  daily  users  of 
narcotics,  their  success  gives  all  addicts  some  reason 
for  hope.  In  summary,  treatment  programs  can  be 
justified  by  their  individual  results,  but  no  evidence 
has  been  found  to  suggest  that  they  can  greatly  re- 
duce the  massive  national  demand  for  illicit  narcot- 
ics. 


Clinical  Clues 

— Localized  pruritus  may  be  the  only  initial  manifestation 
of  stasis  dermatitis.  As  it  worsens,  there  may  be  any 
combination  of  excoriations,  healed  and  new  ulcerations, 
parafollicular  erythematous  papular  lesions,  plaque 
formation  with  or  without  lichenification,  hyperpig- 
mentation, hypopigmentation,  and  weeping. 

— Penicillin  should  not  be  given  to  patients  who  have  a 
history  of  hay  fever,  asthma,  urticaria,  or  atopic  der- 
matitis, as  well  as  those  allergic  to  penicillin,  because  of 
their  propensity  to  fatal  anaphylaxis  when  sensitized. 

— The  pneumococcus  is  the  most  common  cause  of  pneu- 
monia arising  in  the  community  in  previously  healthy 
children  and  adults;  in  contrast,  Hemophilus  influenzae 
and  organisms  such  as  Klebsiella  are  unusual.  In  an 
influenza  epidemic,  however,  staphylococcal  pneumonia 
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may  be  important. 

— Diffuse  interstitial  pneumonia  in  patients  with  immune 
suppression  may  be  due  to  Pneumocystis  carinii,  fungi, 
viruses,  or  Toxoplasma  gondii.  Tissue  obtained  by 
needle  biopsy  or  open  biopsy  is  usually  necessary  for 
diagnosis.  P.  carinii  is  the  most  common. 

— In  clindamycin-associated  colitis  (pseudomembranous 
colitis)  and  in  that  associated  with  other  antibiotics, 
diarrhea  may  occur  occasionally  only  after  therapy  has 
been  completed.  Usually  there  is  profuse  watery  diar- 
rhea, but  in  some  cases  there  is  rectal  bleeding,  marked 
dehydration,  abdominal  pain,  and  even  acute  tubular 
necrosis. 
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111  In  (Indium)-chloride  bone  marrow  scans  were 
obtained  in  17  patients  with  Stage  D prostatic  car- 
cinoma to  evaluate  bone  marrow  involvement  and 
reserve.  All  patients  had  multiple  skeletal  lesions 
demonstrated  by  technetium  99- pyrophosphate  bone 
scan  and/or  skeletal  survey.  Bone  marrow  periph- 
eral expansion,  manifested  by  increased  UI/n  uptake 
in  the  humeri  and  femora,  was  seen  in  7 of  the  17 
patients.  Six  of  these  7,  86  percent,  had  severe 
anemia  requiring  blood  transfusions.  Only  one  of  the 
10  patients,  10  percent,  who  did  not  show  peripheral 
expansion  of  the  bone  marrow  required  transfusion. 
The  tumor  showed  inconsistent  uptake  of  the  111 In- 
chloride. In  2 of  the  patients  increased  uptake  was 
found  in  tumor  areas;  in  5 decreased  uptake,  or  cold 
area,  was  seen  at  involved  sites,  but  in  10  of  the  17  the 
uptake  in  tumorous  areas  did  not  differ  from  the 
surrounding  tissue.  While  niIn-chloride  is  not  ef- 
fective in  localizing  metastases  from  prostatic  car- 
cinoma, it  is  accurate  in  evaluating  bone  marrow  re- 
serve. The  future  usefulness  of  this  technique  may 
be  in  predicting  hematologic  toxicity  caused  by  che- 
motherapy. 
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IHIn  (indium)  chloride  is  a new  agent  used  in 
bone-marrow  scanning.  It  is  comparable  to  iron  in 
its  uptake  and  distribution  in  the  bone  marrow  and 
superior  to  radiocolloids  in  delineating  erythropoietic 
activity.1-4 

Indium  as  11  •In-chloride  was  initially  introduced 
as  a tumor-localizing  agent,5-8  but  it  was  rapidly 
recognized  that  it  was  less  reliable  than  other  iso- 
topes.910 Today, 11 ’In  is  used  mainly  in  hematologic 
diseases  to  determine  bone-marrow  distribu- 
tion.11-14 

Prostate  carcinoma  commonly  metastasizes  to  the 
bone  marrow.1516  For  example,  we  found  that  in  19 
out  of  28  patients  with  Stage  D prostatic  carcinoma, 
a random  iliac  crest  biopsy  finding  was  positive  for 
malignant  cells  regardless  of  the  x-ray  appearance  of 
this  area.  This  is  similar  to  previously  published 
data.1.  Because  of  the  frequent  bone-marrow  in- 
volvement in  advanced  prostatic  cancer,  we  investi- 
gated the  value  of  bone-marrow  scanning  with  U1ln 
in  this  disease. 

The  objectives  of  this  study  were  to  determine  the 
ability  of  niIn-chloride  to  localize  tumor  areas  and 
to  predict  hematologic  impairment. 

* Supported  in  part  by  United  States  Public  Health  Service 
Grant  # RR-05648-10  of  the  National  Institutes  of  Health. 


Materials  and  methods 

Seventeen  patients  with  Stage  D prostatic  carci- 
noma had  a complete  work-up  including  skeletal 
x-rays,  Tc  (Technetium)-99m  pyrophosphate  bone 
scans,  and  Jamshidi  bone  marrow  biopsy.  In  all  17 
patients,  skeletal  metastases  were  demonstrated 
involving  the  pelvis  and  thoracolumbar  spine.  One 
to  2 mCi.  of  carrier-free  mIn-chloride,  with  a half-life 
of  2.8  days,  were  injected  intravenously.  Forty-eight 
hours  after  injection,  a total  body  scan  was  per- 
formed, using  a rectilinear  scanner,  in  the  anterior 
and  posterior  projections. 

Significant  patient  data  are  found  in  Table  I. 
Nine  of  17  patients  had  radiation  therapy,  more  than 
2,000  rads,  to  the  pelvic  area.  Previous  nonhormonal 
chemotherapy  included  adriamycin  combined  with 
cyclophosphamide  in  two  cases  and  5-fluorouracil  in 
another,  patient  number  8.  Anemia  requiring 
transfusion  was  interpreted  as  a hemoglobin  below 
8 Gm.  per  100  ml.  within  two  months  of  bone-marrow 
scanning.  A single  bone-marrow  biopsy  was  ob- 
tained from  the  posterior  iliac  spine  without  regard 
to  any  radiologic  evidence  of  tumor  involvement. 

Results 

The  results  of  bone-marrow  scanning  and  bone- 
marrow  biopsies  are  summarized  in  Table  I.  The 
tumor  showed  inconsistent  uptake  of  the  U1ln.  In 
2 of  the  17  patients,  increased  uptake  was  found  in 
tumor  areas;  in  5,  decreased  uptake,  or  “cold  area,” 
was  found;  and  in  10  patients  the  uptake  in  the  tu- 
morous area  did  not  differ  from  the  surrounding 
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TABLE  I.  Clinical  data  and  results  of  "'In-chloride  bone-marrow  scanning  in  patients 
with  advanced  prostatic  carcinoma 


Pa- 

tient 

Num- 

ber 

Age 

(years) 

Previous 

Radiation 

Therapy* 

Previous 

Non-hormonal 

Chemotherapy* 

Anemia 

Requiring 

Transfusion 

Bone- 

Marrow 

Biopsy 

Bone-Marrow  Scan 

’ 1 

56 

+(3) 

+ 

+ 

Peripheral  expansion 

2 

60 

+(3) 

+ 

+ 

Peripheral  expansion 

3 

67 

+(D 

+ 

Peripheral  expansion 

4 

70 

+ 

+ 

Peripheral  expansion 

5 

77 

+d) 

+ 

+ 

Peripheral  expansion 

6 

59 

+ 

+ 

Peripheral  expansion 

7 

65 

+(1) 

Peripheral  expansion 

8 

72 

+(D 

+(D 

+ 

+ 

WNLt 

9 

61 

» ... 

+ 

WNL 

10 

72 

+ 

WNL 

11 

85 

WNL 

12 

74 

WNL 

13 

55 

+(5) 

+d) 

+ 

WNL 

14 

72 

+ 

WNL 

15 

72 

+(10) 

+(1) 

WNL 

16 

60 

WNL 

17 

61 

WNL 

* Number  of  years  prior  to  scanning  in  parentheses.  For  additional  explanation,  see  text. 
TWNL:  within  normal  limits. 
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FIGURE  1.  Posterior  projection  of  whole  body  of  patient  number  6.  (A)  Tc-99m-pyrophosphate  bone  scan.  Note  multiple 
skeletal  metastases  in  spine,  pelvis,  ribs,  right  femoral  neck  (— ►),  and  upper  margin  of  right  scapula  (=»).  (B) 1 1 ’In-chloride 
scan.  Note  normal  uptake  on  spine  and  pelvis  with  expansion  to  humeri  and  femora.  Right  scapular  lesion  noted  on  Figure 
1 A appears  here  as  "cold  area"  (=*),  but  spinal  and  right  femoral  (— ►)  lesions  do  not  show  up.  Patient  had  8-Gm.  per  100 
ml.  hemoglobin  and  required  transfusions. 
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FIGURE  2.  Anterior  projection  of  whole  body.  "’In-chloride  scans.  (A)  Patient  number  10,  only  spinal  and  pelvic  uptake 
seen;  no  uptake  demonstrated  in  humeri  and  femora.  Patient  had  biopsy-proved  bone-marrow  involvement  by  metastases, 
but  normal  blood  counts;  hemoglobin  12.5  Gm.  per  100  ml.  (B)  Patient  number  2,  note  peripheral  expansion  of  bone  marrow 
to  humeri  and  femora.  Although  not  severely  anemic  at  time  of  scanning,  patient  developed  severe  anemia  within  two  months 
and  required  multiple  transfusions. 


tissue.  Sometimes  in  the  same  patient  some  in- 
volved sites  demonstrated  decreased  uptake  of 11 ’In 
while  others  were  normal  (Fig.  1). 

Two  patterns  of  bone-marrow  uptake  were  en- 
countered. The  usual  pattern,  shown  in  10  patients, 
showed  predominantly  spinal  and  pelvic  uptake  (Fig. 
2A).  According  to  our  experience  and  previous  re- 
ports, this  may  be  considered  a normal  bone-marrow 
distribution. 

In  the  second  pattern  “peripheral  expansion”  of 
the  bone  marrow  was  demonstrated  with  marked 
uptake  in  the  humeri  and  femora  (Fig.  2B). 

There  was  almost  an  exact  clinical  correlation 
between  poor  bone-marrow  reserve,  expressed  in  this 
study  by  transfusion  requirement,  and  bone-marrow 
peripheral  expansion  (Table  I).  Six  of  7 patients 
with  peripheral  expansion  had  severe  anemia,  while 
only  1 of  10  patients  with  a normal  marrow  pattern 
required  transfusion;  this  is  statistically  significant 
at  the  level  of  p < 0.005. 


Comment 

Peripheral  expansion  of  the  bone  marrow  in  adults 
is  a response  to  failure  of  hematopoiesis.4-18  This 
compensatory  mechanism  is  apparently  grossly  in- 
adequate in  patients  with  prostatic  cancer.  Most  of 
our  patients  with  peripheral  expansion  of  the  bone 
marrow  had  severe  anemia  requiring  transfusion. 
Similarly,  Henry  et  al.19  were  able  to  show'  an  asso- 
ciation between  the  extension  of  the  bone  marrow 
and  hematologic  intolerance  to  chemotherapy  in 
Hodgkin’s  disease  and  non-Hodgkin’s  lymphoma. 
Thus,  it  appears  that  bone-marrow  peripheral  ex- 
pansion in  malignant  conditions  is  a sign  of  poor 
bone-marrow  reserve.  While  there  was  a correlation 
between  the  presence  of  tumor  cells  in  bone-marrow 
biopsy  and  severe  anemia,  the  relationship  with  11 ’In 
scanning  was  much  more  accurate.  ”’In  scanning 
was  not  of  value  in  determining  the  distribution  of 
prostatic  carcinoma;  however,  it  was  possible  to 
predict  those  patients  with  severe  hematologic  im- 
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pairment.  Only  10  percent  of  patients  with  a normal 
mIn  bone-marrow  distribution  required  transfusion 
compared  to  86  percent  of  those  with  peripheral  ex- 
pansion on  scan. 

No  correlation  with  previous  chemotherapy  was 
observed.  Antecedent  radiation  was  more  frequent 
in  patients  who  developed  peripheral  expansion  of 
the  bone  marrow,  and  it  is  noteworthy  that  2 patients 
with  normal  distribution,  patients  13  and  15,  had 
radiation  therapy  5 and  10  years  previously.  Those 
patients  may  have  had  peripheral  expansion  of  the 
bone  marrow  in  the  two  or  three  years  following  ra- 
diation with  a recovery  thereafter. 20T 

The  value  of  nonhormonal  chemotherapy  in  ad- 
vanced prostatic  carcinoma  is  currently  being  doc- 
umented.22,23 An  increasing  number  of  patients  will 
be  treated  with  cytotoxic  drugs,  and  it  is  essential  to 
know  the  hematologic  status  of  the  patients  before 
administration  of  chemotherapy.  Patients  with 
advanced  prostatic  carcinoma  are  especially  sus- 
ceptible to  bone  marrow  impairment  because  of 
widespread  marrow  involvement  by  tumor  and  the 
frequent  previous  radiation  and/or  chemotherapy. 

The  use  of  bone-marrow  scanning  prior  to  initia- 
tion of  chemotherapy  may  select  those  patients  at 
greatest  risk  of  bone-marrow  damage  and  prevent 
irreversible  hematologic  toxicity. 

Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  New  York  14266 
(DR.  MURPHY) 
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Postdoctoral  fellowships  in  diabetes  research 

The  Juvenile  Diabetes  Foundation  announces  the  availability  of  postdoctoral  fellowships  in  diabetes  research  for  the 
funding  year  July  1,  1978  to  June  30,  1979. 

Applications  may  be  obtained  from:  Grant  Administrator,  Juvenile  Diabetes  Foundation,  23  F,ast  26th  Street,  New 
York,  N.Y.  10010,  (212)  689-7868. 

The  applicant,  by  the  beginning  of  the  period  of  support  sought,  must  have  a doctoral  degree,  or  the  equivalent,  from 
an  accredited  institution  and  shall  not  be  simultaneously  serving  an  internship  or  residency. 

Completed  applications  must  be  postmarked  not  later  than  September  10,  1977. 


1416  New  York  State  Journal  of  Medicine/August  1977 


consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodilator 


(POSTERIOR  VIEW  OF  PANCREAS) 


no  interference  in  the  management  of  the  diabetic  patient  has  been  reported  with 


VASODILAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator  TABLETS,  20  mg 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences 
National  Research  Council  and/or  other  information,  the  FDA  has  classified  the  indi- 
cations as  follows: 

Possibly  Effective 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans  thromboangiitis 
obliterans  (Buerger's  Disease)  and  Raynaud's  disease 
Final  classification  of  the  less-than-effective  indications  requires  further  investigation 

Composition:  Vasodhan  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI.  5 mg  per  ml 


Dosage  and  Administration:  Oral  10  to  20  mg  three  or  four  tunes  daily. 
Intramuscular:  5 to  10  mg.Uor  2 ml.)  two  or  three  times  daily.  Intramuscular  adminis- 
tration may  be  used  initially  in  severe  or  acute  conditions. 

Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral  use 
when  administered  in  recommended  doses.  Should  not  be  given  immediately  postpartum 
or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood  of  side 
effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has  been  asso- 
ciated in  time  with  the  occurrence  of  hypotension,  tachycardia,  nausea,  vomiting, 
dizziness  abdominal  distress,  and  severe  rash  If  rash  appears  the  drug  should  be 
discontinued. 


Although  available  evidence  suggests  a temporal  association  of  these  reactions  with 
isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 

Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypotension  and 
tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses  For  these  reasons 
single  intramuscular  doses  exceeding  10  mg  are  not  recommended.  Repeated  adminis- 
tration of  5 to  10  mg  intramuscularly  at  suitable  intervals  may  be  employed 
Supplied:  Tablets  10  mg.,  bottles  o‘  100,  1000,  5000  and  Unit  Dose:  Tablets.  20  mg 
bottles  of  100,  500.  1000.  5000  and  Unit  Dose,  Injection,  10  mg  per  2 ml.  ampul,  box  of 
SIX  2 ml.  ampuls  ..  ILJL  US  Pat  No  3.056.836 
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Programmable 

Pacemaker 


Two-year  study 


LAWRENCE  GOULD,  M.D. 

Brooklyn,  New  York 

C.  V.  RAMANA  REDDY,  M.D. 

Brooklyn,  New  York 

From  the  Department  of  Medicine,  The  Methodist  Hospital 


The  Omni-Stanicor  programmable  pacemaker  has 
features  that  are  highly  desirable  to  the  physician. 
The  rate  and  current  output  of  this  pacemaker  can 
be  changed  at  any  time  by  a noninuasiue  technique 
involving  electromagnetic  pulse  emitted  by  an  ex- 
ternal programmer.  Thus,  adjustments  in  the  rate 
and  power  output  can  be  made  as  the  patient’s  re- 
quirements change.  By  decreasing  the  current  out- 
put the  pacemaker’s  longevity  is  increased.  The 
adjustable  rate  control  facilitates  control  of  compli- 
cating arrhythmias.  Since  September,  1974,  the 
R-wave  inhibited  Omni-Stanicor  demand  pacemaker 
was  implanted  in  104  patients.  Sixty-three  of  these 
patients  were  subsequently  reprogrammed.  In  40 
patients  the  milliamperes  were  reduced  to  4,  14  were 
set  at  6 ma.,  and  9 remained  at  9 ma.  Only  one 
pacemaker  in  this  series  was  removed  because  of  de- 
fective functioning  of  a circuit.  The  pacemaker  rate 
was  usually  set  at  60  beats  per  minute.  However, 
transient  or  permanent  increase  in  rate  could  be  used 
to  suppress  ventricular  premature  beats. 


The  omnicor  (Omni-Stanicor)*  programmable 
pacemaker  has  features  that  are  highly  desirable  to 
the  physician.  The  rate  and  current  output  of  this 
pacemaker  can  be  changed  at  any  time  by  a nonin- 
vasive  technique  involving  electromagnetic  pulse 
trains  emitted  by  an  external  programmer. 

Thus,  adjustments  in  the  rate  and  power  output 
can  be  made  as  the  patient’s  requirements  change. 
By  decreasing  the  current  output  the  pacemaker’s 
longevity  is  increased.  The  adjustable  rate  control 
facilitates  control  of  complicating  arrhythmias. 

Since  September,  1974,  the  R wave-inhibited, 
omnicor  demand  pacemaker  was  implanted  in  104 
patients  at  the  Methodist  Hospital.  All  the  patients 
have  been  followed  by  transmitting  the  electrocar- 
diogram over  the  telephone.  This  article  describes 
our  experience  with  the  programmer  and  pacemaker 
as  well  as  the  advantages  of  this  particular  instru- 
ment. 

Description 

The  pacer  battery  is  composed  of  five  Mallory 
mercury  cells.  The  rate  and  output  can  be  adjusted 
by  an  external,  battery-powered  programmer.  This 
programming  unit  emits  electromagnetic  pulses  in 
a code  recognized  only  by  the  omnicor  pacing  system. 
The  programmer  pulses  are  emitted  at  a steady  rate 
of  one  pulse  every  three  milliseconds.  The  pulses  are 
capable  of  opening  and  closing  a reed  switch  within 
the  pacer. 

The  programmer  contains  control  switches  for 
rate,  current,  and  the  type  of  pacemaker  being  pro- 
grammed (Fig.  1).  One  switch  controls  the  rate 
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* Manufactured  by  the  Cordis  Corporation,  Miami,  Florida.  FIGURE  1.  Omnicor  programmable  pacemaker. 
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which  can  be  set  at  60, 65,  70,  and  80  beats  per  minute 
for  all  models.  Rates  of  90  and  1 00  beats  per  minute 
can  be  used  for  fixed-rate  pacers,  or  the  R wave- 
inhibited,  omnicor  unit.  A second  switch  controls 
the  current  output  settings,  which  can  be  set  at  2.3 
ma.  (test),  4 ma.  (low),  6 ma.  (medium),  and  9 ma. 
(high). 

The  activating  button  is  located  on  the  handle, 
which,  when  depressed  and  released,  starts  a train  of 
magnetic  field  pulsations  that  reprograms  the 
pacemaker.  Next  to  this  button  is  a small  light 
which  flashes  every  time  the  electromagnetic  coil  is 
activated.  On  the  undersurface  of  the  programmer 
is  the  electromagnetic  coil. 

The  simulation  rate  is  governed  by  the  frequency 
of  a programmable  clock  oscillator  in  the  pacemaker. 
The  clock  frequency  controls  the  length  of  the  pacer 
beat-to-beat  cycle.  The  clock  speed  determines  the 
length  of  the  refractory  period  when  the  pacemaker 
does  not  respond  to  cardiac  signals  as  well  as  the 
length  of  the  noise-sampling  period.  The  latter  is  set 
at  one-sixth  of  the  refractory  period.  When  an  R 
wave  is  detected  during  the  alert  period,  the  pacer 
terminates  the  alert  period  without  producing  an 
output  pulse.  If  an  R wave  does  not  fall  in  the  alert 
period,  the  pacemaker  will  then  emit  an  output  pulse 
at  its  preset  rate. 

Patient  experience 

Omnicor  or  R wave-inhibited  pacemakers  were 
inserted  in  104  patients  between  September,  1974, 
and  August,  1976,  at  Methodist  Hospital.  There 
were  59  males  and  45  females.  The  ages  ranged  from 
28  to  95  years,  with  an  average  age  of  74.2  years. 

The  pacemaker  comes  from  the  manufacturer  set 
at  6 ma.  and  70  beats  per  minute.  At  the  time  of 
implantation,  all  units  were  programmed  to  9 ma. 
The  cardiac  rate  was  usually  set  at  60  beats  per 
minute.  Two  to  three  months  after  surgery  the 
pacemaker  was  reprogrammed  to  a new  milliampere 
setting,  one  setting  above  that  which  allows  consis- 
tent pacing. 

Forty  patients  were  reprogrammed  to  4 ma.,  14 
patients  were  set  at  6 ma.,  and  9 were  left  at  9 ma. 
Thus,  only  63  of  the  104  patients  or  61  percent  could 
be  programmed.  Of  the  remaining  41  patients,  22 
have  consistently  refused  to  have  this  service  per- 
formed. An  additional  18  patients  were  unable  to 
come  to  the  hospital  for  reprogramming  because  of 
severe  illness.  They  subsequently  have  expired. 
None  of  these  18  patients  succumbed  as  a result  of 
pacemaker  failure.  One  patient  moved  to  California 
and  was  lost  to  follow-up. 

Only  one  pacemaker  in  this  series  was  removed 
because  of  defective  functioning.  This  unit  proved 
to  have  a circuit  malfunction. 

Comment 

The  major  advantage  of  the  programmable  pace- 
maker is  that  a reduction  in  the  milliamperage  is 


possible.  Thus,  the  battery  life  can  be  prolonged. 
Only  one  patient  in  our  series  had  a battery  failure 
due  to  a defective  circuit.  Of  the  63  patients  who 
were  eventually  reprogrammed,  40,  or  63  percent, 
had  a reduction  in  the  pacer  output  to  4 ma.  This  is 
less  than  half  the  usual  pacer  output  of  9 ma.  This 
is  not  an  unusual  experience.  Recently,  Morse, 
Fernandez,  and  Lemole1  have  reported  that  85  per- 
cent of  their  123  patients  with  programmable  om- 
nicor pacemakers  could  be  reprogrammed  to  4 ma. 
However,  it  is  disappointing  that  only  63  of  the  104 
patients  in  our  series  (61  percent)  could  be  pro- 
grammed. All  of  our  patients  are  followed  with  a 
telephone  surveillance  system.  Therefore,  the  rap- 
port with  the  patients  is  excellent.  However,  the 
advanced  age  of  many  of  our  patients  and  their 
underlying  illnesses  were  used  as  the  main  reasons 
for  their  not  coming  to  the  hospital  for  reprogram- 
ming. As  a result,  39  percent  of  our  patients  were  left 
at  the  maximum  current  setting  of  9 ma. 

The  pacemaker  rate  in  most  of  our  patients  was  set 
at  60  beats  per  minute.  Thus,  the  standby  position 
can  be  more  frequently  attained  with  a resultant 
improvement  in  pacemaker  longevity.  Occasionally 
the  pacemaker  rate  was  increased  to  suppress  ven- 
tricular premature  beats.  After  pacemaker  im- 
plantation, a transient  increase  in  pacemaker  rate  to 
80  or  90  beats  per  minute  was  very  helpful  in  sup- 
pressing ventricular  premature  beats. 

The  manufacturer  had  a moisture  problem  in  the 
sealed  circuits  of  their  programmable  pacemakers. 
However,  this  defect  was  corrected  in  early  1974.  All 
of  the  pacemakers  in  our  series  were  manufactured 
after  these  changes  took  place.  Thus,  we  did  not 
encounter  this  problem.  Morse,  Fernandez,  and 
Lemole1  observed  that  if  the  pacemakers  with  the 
moisture  problem  are  excluded  from  their  series,  then 
the  42-month  pacemaker  survival  rate  is  90  percent. 
The  manufacturer  evaluated  the  pacemaker  survival 
rate  of  1,061  omnicor  units  implanted  after  June  30, 
1974.  As  of  January.  1976, 53  pacers  were  explanted 
due  to  random  types  of  failures.  This  is  a failure  rate 
of  5.2  units  per  100  implantations.  This  contrasts 
to  the  1 percent  failure  rate  in  our  present  study. 

The  average  life  span  of  the  older  nonprogram- 
mable pacemakers  with  Mallory  type  batteries  was 
approximately  two  years.2  The  programmable 
pacemaker  life  has  been  predicted  to  be  in  the  range 
of  three  to  five  years.  This  estimation  is  for  an  om- 
nicor pacer  programmed  with  a fixed  rate  of  70  beats 
per  minute  and  an  output  current  setting  of  4 ma. 
However,  field  experience  over  many  years  will  be 
required  to  establish  the  actual  life  of  these  low 
battery-drain  pacers. 

The  recent  introduction  to  lithium  batteries  in  the 
omnicor  demand  pacemaker  will  undoubtedly 
prolong  the  life  span  of  these  units.  Hopefully  the 
5 percent  pacemaker  component  failure  rate,  re- 
ported by  the  manufacturer,  will  also  fall  with  this 
new  modification.  However,  the  experience  is  very 
limited  with  this  new  instrument,  and  no  meaningful 
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data  are  available. 

Safety  factors 

The  most  significant  measure  of  pacing  output 
effectiveness  or  strength  is  believed  to  be  the  charge 
transferred  from  the  electrode  to  the  ventricle  via  the 
pacer  pulse.  This  charge  is  approximately  equal  to 
the  product  of  the  output  current  and  pulse  duration. 
When  voltage  equivalent  to  that  of  one  cell  is  lost,  the 
current  output  decreases  by  15  percent.  At  the  same 
time,  the  duration  of  the  output  pulse  increases 
proportionally.  Since  the  decrease  in  output  current 
is  offset  by  the  increase  in  pulse  duration,  the  charge 
transferred  to  the  ventricle  is  not  significantly  af- 
fected by  decreases  in  battery  voltage.  In  fact,  the 
current  is  still  greater  than  it  would  be  at  the  next 
lower  setting  with  a fresh  battery.  This  is  an  im- 
portant safety  feature  of  this  pacemaker. 

Extraneous  electric  currents  or  electromagnetic 
interference  will  not  change  the  programmed  output 
current  and/or  the  programmed  fixed  rate  of  an 
omnicor  pacer.  Programming  in  the  omnicor  system 
requires  that  an  extremely  strong  pulsating  magnetic 
field  be  properly  oriented  over  the  pacer,  and  that  at 
least  8 pulses  occur  within  a fraction  of  a second  at 
a steady  rate  of  1 pulse  every  3 msec.  Only  the  om- 


nicor programmer  is  capable  of  meeting  these  re- 
quirements. 

Summary 

Since  September,  1974,  the  R wave-inhibited 
omnicor  (Omni-Stanicor)  demand  pacemaker  was 
implanted  in  104  patients.  Sixty-three  of  these  pa- 
tients were  subsequently  reprogrammed.  In  forty 
patients  the  milliampere  was  reduced  to  4,  14  were 
set  at  6 ma.,  and  9 remained  at  9 ma.  Only  one 
pacemaker  in  this  series  was  removed  because  of 
defective  functioning  of  a circuit.  The  pacemaker 
rate  was  usually  set  at  60  beats  per  minute.  How- 
ever, transient  or  permanent  increase  in  rate  could 
be  used  to  suppress  ventricular  premature  beats. 

The  Methodist  Hospital 
506  Sixth  Street 
Brooklyn,  N.Y.  11215 
(DR.  GOULD) 
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Deaths  per  100,000  population* 

1970 

1975 

Percent 

Change 

Heart  disease 

362.3 

339.0 

-6.4 

Cancer 

162.8 

174.4 

+7.1 

Stroke 

101.9 

91.8 

-9.9 

Accidents 

56.4 

47.6 

-15.6 

Influenza  and  pneumonia 
Certain  causes  of  death  in 

30.9 

27.0 

-12.6 

early  infancy 

21.3 

12.8 

-39.9 

Diabetes  mellitus 

18.0 

16.8 

-6.7 

Arteriosclerosis 

15.6 

13.7 

-12.2 

Cirrhosis  of  the  liver 

15.5 

15.1 

-2.6 

Bronchitis,  emphysema,  asthma 
All  other  causes; 

15.2 

11.0 

-27.6 

Suicide,  homicide 

18.7 

19.9 

+6.4 

Other  causes 

126.1 

126.1 

0.0 

All  causes  of  death 

945.3 

896.1 

-5.2 

‘From  “The  State  of  the  Nation’s  Health;  an  overview  as  measured  by  various  health  indicators,  prepared  by  Peter  Van  Note,  AM  A 
Newsbureau,  American  Medical  Association,  March  1977,  page  9. 
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formed  on  the  very  elderly  as  to  be  commonplace. 
Because  of  improvements  in  anesthetic  management 
and  surgical  technique  it  is  often  stated  that  age  in 
itself  is  no  barrier  to  surgery  and  by  implication  no 
barrier  to  anesthesia.  Nevertheless,  the  aged  sur- 
gical patient  is  usually  afflicted  with  multiple  coex- 
isting disease  states  and  suffers  a relatively  high 
postoperative  morbidity  and  mortality  rate  when 
compared  with  younger  patients.  There  is  a con- 
tinuing need  to  analyze  the  risks  of  anesthesia  and 
surgery  in  the  geriatric  patient  so  that  the  problems 
associated  with  management  may  be  better  recog- 
nized. The  many  factors  relating  to  morbidity  and 
mortality  in  the  aged  undergoing  surgery  have  often 
been  reviewed  but  usually  with  reference  to  patients 
aged  over  70  or  80  years.  Geriatric  surgery  is  now 
such  a reality  that  Denney  and  Denson2  were  able  to 
report  on  the  risks  in  272  patients  aged  over  90  years 
from  a surgical  viewpoint.  Keep3  described  the 
management  of  general  anesthesia  for  51  nonage- 
narians in  1966,  but  there  are  few  subsequent  reports 
concerning  the  effects  of  anesthesia  on  patients  in 
this  age  group.  We  have  therefore  reviewed  the 
problems  associated  with  anesthesia  and  the  results 
of  operative  intervention  in  147  patients  aged  be- 
tween 90  and  102  years. 


It  is  well  appreciated  that  the  population  of  the 
United  States  is  an  aging  one.  In  this  century,  as 
each  decade  has  passed,  significant  increases  in  life 
expectancy  have  been  realized,  and  the  absolute 
number  of  patients  surviving  beyond  80  and  90  years 
has  steadily  increased.  One  in  10  Americans  is  now 
65  years  or  older,  and  by  the  year  2020  the  proportion 
is  likely  to  be  1 in  5.  Less  than  half  a century  ago 
surgery  was  considered  hazardous  for  patients  aged 
over  50  years,  and  anesthesia  was  approached  with 
apprehension  because  of  the  added  risks  posed  by 
age.1  Gradually  the  concept  of  an  upper  age  limit  of 
safety  for  anesthesia  and  surgery  has  faded,  and 
major  surgical  procedures  are  now  so  regularly  per- 


AG  E ( years  ) A 


Materials  and  results 

Material.  A review  of  our  departmental  anes- 
thesia charts  for  the  period  1970  to  1975  indicated 
that  147  patients  aged  90  years  or  more  had  under- 
gone 171  surgical  procedures  with  anesthesia  in- 
volvement. The  records  of  those  patients  have  been 
examined  in  detail  and  yielded  the  information  which 
forms  the  substance  of  this  report.  One  hundred  of 
the  patients  were  female,  and  47  were  male;  3 of  the 
patients  were  over  100  years  of  age.  The  age,  sex, 
and  overall  mortality  of  the  group  are  illustrated  in 
Figure  1A. 

Surgical  procedures.  All  patients  were  included 
regardless  of  the  magnitude  of  surgery.  Sixty-six 
orthopedic  patients,  of  w’hom  57  were  female,  all 


FIGURE  1.  Age,  sex,  and  mortality.  (A)  In  147  patients  aged  90  years  or  more.  (B)  In  66  patients  aged  over  90  years 
undergoing  surgery  for  fractured  hip. 


August  1977/New  York  State  Journal  of  Medicine  1421 


TABLE  I.  Surgical  procedures  and  mortality  in  147 
patients  aged  over  90  years 


Service 

Patients 

Procedures 

Deaths 

(Percent) 

Orthopedics 

66 

69 

6 (9) 

General  surgery 

46 

55 

9 (20) 

Urology 

13 

17 

1 

Vascular  surgery 

11 

16 

2 

Ophthalmology 

3 

5 

Otolaryngology 

4 

5 

Gynecology 

2 

2 

Neurosurgery 

2 

2 

Totals 

147 

171 

18  (12) 

underwent  hip  surgery  for  fractured  neck  of  femur 
and  constituted  the  largest  subgroup  (Fig.  IB). 

Forty-six  patients  had  a variety  of  general  surgical 
procedures  ranging  in  severity  from  sigmoidoscopy 
to  esophagogastrectomy;  the  commonest  procedures 
related  to  the  gastrointestinal  tract  in  22  patients,  the 
biliary  tract  in  10  patients,  and  hernia  repair  in  14 
patients. 

Of  the  remaining  35  patients,  13  had  prostatic 
surgery,  and  11  belonging  to  the  vascular  service 
underwent  a variety  of  lower-limb  amputations.  The 
number  of  surgical  procedures  associated  with  each 
surgical  service  is  indicated  in  Table  I.  Only  16  pa- 
tients were  subjected  to  more  than  one  operation;  13 
had  2 procedures,  2 had  4 procedures,  and  1 patient 
was  operated  on  6 times. 

Preoperative  status.  Some  degree  of  preoper- 
ative cardiovascular  disability  was  found  in  120  of  the 
147  patients.  Atherosclerosis  was  very  commonly 
noted.  Fifty-three  patients  were  being  treated  for 
congestive  cardiac  failure,  43  had  a history  of  coro- 
nary insufficiency,  and  32  were  hypertensive.  Dys- 
rhythmias were  noted  in  35  patients:  15  had  atrial 
fibrillation;  10  had  atrial  premature  beats;  and  10  had 
ventricular  premature  beats.  Seventeen  of  these 
patients  had  some  degree  of  bundle  branch  block. 

In  42  patients  the  records  indicated  marked  pre- 
operative pulmonary  disease.  Of  these,  22  had 
bronchitis  and  emphysema,  14  pneumonitis,  and  8 
pulmonary  fibrosis. 

Forty-one  patients  exhibited  senile  dementia,  and 
a further  1 1 gave  a history  of  a cerebrovascular  acci- 
dent. Twenty-six  patients  were  considered  anemic, 
and  17  were  diabetic.  Preoperative  concomitant 
pathologic  conditions  are  summarized  in  Table  II. 

Anesthesia.  Premedication  was  minimal.  About 
one  third  of  the  patients  received  none,  and  most  of 
the  remainder  were  given  a small  dose  of  diazepam 
or  secobarbital  with  or  without  atropine  intramus- 
cularly. 

In  132  of  171  operations  general  anesthesia  was 
used.  Of  these  patients  1 14  were  ventilated 
throughout;  induction  was  achieved  with  small  doses 
of  thiopental  or  diazepam,  and  endotracheal  intu- 
bation was  facilitated  with  succinylcholine.  Pan- 
curonium bromide  or  d-tubocurarine  chloride  were 


Anesthesia  for  the  aged  has  been  reviewed  in  147 
patients  aged  between  90  and  102  years  who  under- 
went 171  surgical  procedures.  There  were  no  fa- 
talities in  the  operating  or  recovery  room.  The 
overall  hospital  mortality  rate  was  8 percent,  and 
most  deaths  were  related  to  cardiac  or  pulmonary 
complications.  In  this  particular  series  of  patients 
neither  the  technique  nor  the  duration  of  anesthesia 
appeared  to  influence  the  outcome. 

TABLE  II.  Preoperative  concomitant  pathologic 

conditions  in  147  patients  aged  over  90  years 

Nature  of  Condition  Number  of  Patients 

Cardiovascular 

Atherosclerosis 

109 

Hypertension 

32 

Coronary  insufficiency 

(±  myocardial  infarct) 

43 

Congestive  cardiac  failure 

53 

Dysrhythmias 

35 

Valvular  disease 

7 

Indwelling  pacemaker 

2 

Respiratory 

Bronchitis,  emphysema 

22 

Pneumonitis 

14 

Pulmonary  fibrosis 

8 

Atelectasis 

3 

Pleural  effusion 

3 

Pulmonary  infarct 

1 

Pneumothorax 

1 

Kyphoscoliosis 

5 

Neurologic 

Chronic  brain  syndrome 

41 

Cerebrovascular  accident 

11 

Parkinson’s  disease 

2 

Seizure  disorders 

2 

Miscellaneous 

Diabetes 

17 

Anemia 

26 

Arthritis 

18 

Cataract 

32 

Glaucoma 

7 

used  to  provide  muscle  relaxation  in  77  cases;  anes- 
thesia was  maintained  with  nitrous  oxide  and  either 
a halogenated  agent,  such  as  halothane  or  enflurane 
(Ethrane),  or  with  a neuroleptic  technique  utilizing 
droperidol  and  fentanyl  (Tables  III  and  IV).  No 
deaths  occurred  during  anesthesia,  and  there  were 
no  dramatic  complications  noted.  Moderate  tran- 
sient hypotension  was,  however,  a frequent  occur- 
rence. The  duration  of  anesthesia  was  commonly 
one  to  two  hours  but  on  13  occasions  exceeded  three 
hours  (Table  V). 

In  the  recovery  room  a 90-year-old  female  with  a 
history  of  hypertension,  hypothyroidism,  and  a 
previous  myocardial  infarct  who  had  received  spinal 
anesthesia  for  resection  of  a rectal  lesion,  developed 
atrial  flutter,  complained  of  chest  pain,  and  suffered 
an  acute  myocardial  infarction;  she  subsequently 
recovered  and  ultimately  left  the  hospital  in  good 
condition.  A patient  with  severe  atherosclerotic 
heart  disease,  congestive  cardiac  failure,  and  atrial 
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TABLE  III.  Anesthesia  premedication  in  patients  aged 
over  90  years 


Premedication  Numbe 

r of  Patients 

None 

54 

Diazepam  and  atropine 

32 

Atropine 

29 

Barbiturate  and  atropine 

18 

Diazepam 

17 

Barbiturate 

5 

Miscellaneous 

16 

Total 

171 

TABLE  IV.  Anesthesia  procedures  on  patients  aged 

over  90  years 

Type  of  Anesthesia 

Number 

of 

Patients 

Ventilated 

Neurolept  and  muscle  relaxant 

64 

Halogenated  agent  and  muscle  relaxant 

13 

Halogenated  agent 

37 

Spontaneous  respiration 

Halogenated  agent  and  nitrous  oxide 

10 

Thiopental  and  nitrous  oxide 

6 

Diazepam  and  nitrous  oxide 

2 

Regional 

Spinal 

20 

Epidural 

1 

Field  block 

6 

Local  and  sedation 

12 

Total 

171 

fibrillation  on  digoxin  received  epidural  anesthesia 
for  a hip  pinning  and  had  a cardiac  arrest  in  the  re- 
covery room;  she  was  resuscitated  and  survived.  The 
causes  of  these  two  complications  are  difficult  to 
determine.  There  were  no  fatalities  in  the  recovery 
room  or  within  the  first  24  postoperative  hours. 

Morbidity  and  mortality.  Postoperative  com- 
plications, the  commonest  being  urinary  and  respi- 
ratory infections,  occurred  in  70  of  the  147  patients, 
or  48  percent.  Cardiopulmonary  complications  or 
sepsis  preceded  17  of  18  fatalities  (Table  VI).  Only 
fatalities  which  occurred  during  the  postoperative 
hospital  course  have  been  reviewed.  Only  six  of  the 
orthopedic  patients,  9 percent,  died,  deaths  occurring 
between  postoperative  days  3 and  120.  The  main 
cause  of  death  was  bronchopneumonia  in  four  cases, 
pulmonary  embolus  in  one,  and  septicemia  in  one; 
none  of  these  patients  had  gross  pulmonary  disease 
preoperatively.  Many  of  the  orthopedic  patients 
were  transferred  early  to  homes  for  the  aged;  44  of  66 
were  discharged  within  two  weeks,  and  56  of  66  wrere 
discharged  within  the  first  postoperative  month. 
Twelve  surgical,  nonorthopedic,  patients,  15  percent, 
died  between  1 and  73  days  postoperatively.  Of 
these  seven  had  obstructive  bowel  disease,  two  had 
rectal  carcinoma,  two  had  severe  peripheral  vascular 
disease,  and  one  had  urinary  obstruction.  The  main 
cause  of  death  was  bronchopneumonia  in  five  cases, 
myocardial  infarction  in  three,  and  multiple  organ 
failure  and  sepsis  in  three.  In  one  patient  death 


TABLE  V.  Duration  of  anesthesia  related  to  morbidity 
and  mortality;  171  procedures  on  patients  aged  over 
90  years 


Duration  of 
Anesthesia 

Number 

of 

Procedu res 

Post- 

opera- 

tive 

Com- 

pli- 

ca- 

tions 

Ultimate 

Deaths 

Less  than  1 hour 

42 

9 

5 

One  to  two  hours 

74 

34 

7 

Two  to  three  hours 

42 

20 

4 

Three  to  four  hours 

10 

5 

2 

Four  to  five  hours 

3 

2 

0 

TABLE  VL  Postoperative  morbidity  and  mortality  in 
147  patients  aged  over  90  years 


Condition 

r — Number  of  Patients  — ^ 
Morbidity  Mortality 

Myocardial  infarction 

5 

3 

Cardiac  failure 

7 

Pulmonary  embolus 

3 

1 

Bronchopneumonia 

11 

9 

Cerebrovascular  accident 

2 

Transient  dementia 

4 

Septicemia 

8 

4 

Renal  failure 

1 

Gastrointestinal  bleeding 

2 

1 

Urinary  infection 

13 

Paralytic  ileus 

3 

Decubitus  ulcer 

7 

Wound  infection 

2 

Electrolyte  inbalance 

2 

Totals 

70 

18 

occurred  due  to  intractable  rectal  hemorrhage.  All 
three  patients  expiring  following  postoperative 
myocardial  infarction  had  a preoperative  history  of 
myocardial  infarction;  three  of  five  patients  whose 
death  was  due  to  bronchopneumonia  had  severe 
preoperative  respiratory  disease.  Eighteen  surgical, 
nonorthopedic  patients  underwent  emergency  pro- 
cedures, and  of  these  five  died,  an  incidence  of  28 
percent.  The  mortality  rate  for  all  147  patients  was 
12  percent.  There  was  no  apparent  relationship 
between  the  type  or  duration  of  anesthesia  and  the 
ultimate  outcome,  but  relatively  fewer  postoperative 
complications  were  noted  in  those  patients  in  which 
the  duration  of  anesthesia  was  under  one  hour  (Table 
V). 

Comment 

The  problems  of  geriatric  anesthesia  are  well  rec- 
ognized and  relate  to  the  altered  physiologic  status 
and  concomitant  pathologic  condition  common  in  the 
very  aged.4-11  The  aged  have  a low  basal  metabolic 
rate  and  are  prone  to  become  hypothermic  particu- 
larly in  cold  operating  rooms;  they  are  also  more 
susceptible  to  narcotic  drugs  and  anesthetic  agents. 
In  the  aged,  gastric  and  pancreatic  secretions  are 
reduced  so  that  the  effect  and  onset  of  action  of  oral 
analgesics  and  premedications  is  variable.  The 
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salivary  glands  atrophy  with  age,  and  the  resultant 
decrease  of  oropharyngeal  secretions  obviates  the 
routine  preoperative  administration  of  antisiala- 
gogues.  Intravenous  agents  should  be  administered 
cautiously  in  the  aged  because  of  the  slow  circulation 
time.  Since  the  proportion  of  body  weight  due  to  fat 
Increases  with  age,  fat-soluble  drug  excretion,  for 
example,  of  thiopental,  may  be  delayed,  and  drug 
accumulation  may  occur.  In  the  aged  total  body 
water  diminishes  so  that  those  drugs  distributed 
throughout  the  whole  body  water  have  a higher  final 
concentration.  There  is  an  inverse  relationship  be- 
tween the  minimum  alveolar  concentration  of  inha- 
lation anesthetic  agents  and  age;  therefore  reduced 
concentrations  are  adequate  for  the  aged.9  Anes- 
thetic agents  should  therefore  be  administered  slowly 
and  in  reduced  dosages  to  the  aged.  It  has  been 
suggested  that  drug  dosages  in  the  very  aged  may  be 
related  to  age  rather  than  weight.12  The  choice  of 
anesthetic  technique  does  not  usually  affect  the 
outcome  and  is  of  less  importance  than  the  experi- 
ence of  the  anesthesiologist.4’13-16  Some  surgeons 
prefer  local  anesthesia  for  the  very  aged  whenever 
possible.17-19  Spinal  anesthesia  is  usually  preferred 
for  urologic  surgery.20  Epidural  anesthesia  has  been 
associated  with  a high  incidence  of  postoperative 
morbidity  and  mortality.21  It  should  be  noted  that 
there  is  an  increased  susceptibility  to  local  anesthetic 
agents  in  the  elderly  due  to  degeneration  of  myelin 
sheaths.11  Many  prefer  a local  or  regional  technique 
because  of  progressive  impaired  pulmonary  function 
in  the  aged.22’23  However  general  endotracheal  an- 
esthesia is  often  chosen  for  the  same  reason.  All 
parameters  of  pulmonary  function  diminish  with  age, 
resulting  in  an  increase  in  the  alveolar  arterial  oxygen 
gradient  and  low  arterial  oxygen  tensions.24  The  risk 
of  hypoxia  regardless  of  anesthetic  technique  is  ever 
present  during  surgery,  and  its  effects  may  be  ag- 
gravated by  hypotension,  which  is  the  commonest 
complication  of  anesthesia.21  Gross  disturbance  of 
ventilation  perfusion  relationships  and  increased 
shunting  are  associated  with  general  anesthesia  and 
persist  into  the  postoperative  period.24 

Postoperative  hypoxemia  tends  to  increase  with 
advancing  age.  Protective  laryngeal  reflexes  di- 
minish with  age.25  To  protect  the  airway  and  assure 
adequate  ventilation,  old  age  alone  has  been  sug- 
gested as  an  indication  for  endotracheal  intubation.3 
A prolongation  of  the  recovery  period  commonly 
follows  general  anesthesia9;  nevertheless  many  prefer 
general  anesthesia  and  consider  its  use  as  safe  as  any 
other  technique.4’26’27  Renal  function  is  markedly 
diminished  in  the  elderly,  and  metabolic  acidosis  is 
prone  to  develop.  Therefore,  arterial  blood-gas 
analysis  and  acid -base  status  should  be  monitored 
in  all  major  procedures. 

The  importance  of  adequate  preoperative  prepa- 
ration of  the  geriatric  patient  is  well  appreciated,27 
but  adequate  support  in  the  immediate  postoperative 
period  is  of  equal  importance.  Regardless  of  the 
operation  and  the  choice  of  anesthesia,  some  degree 


of  postoperative  hypoxia  is  inevitable  and  is  partic- 
ularly hazardous  in  the  elderly  who  commonly  have 
impaired  cardiac  function.1-3’6’21’22-28 

The  mortality  rate  following  corrective  surgery  for 
fractured  neck  of  femur  in  the  aged  has  been  reported 
as  between  8. 1 and  28  percent.2-17’26’29’30  Denney  and 
Denson2  reported  a 28  percent  mortality  in  patients 
over  90  years  of  age.  Eighteen  of  28  nonagenarians 
died  in  a series  reported  by  Lorhan  and  Shelby29  and 
3 of  13  in  a series  by  Davie,  MacRae,  and  Malcolm- 
Smith.16  Centenarians  have  also  survived  surgical 
treatment.31-32  The  high  incidence  of  preoperative 
cardiorespiratory  disease  noted  in  our  group  of  pa- 
tients is  similar  to  that  reported  by  others.  The 
recommended  technique  of  anesthesia  for  hip  surgery 
varies  between  local,  spinal,  and  general;  it  is  likely 
that  no  one  technique  is  superior  to  the  other.  Elli- 
son9 considers  the  anesthesiologist  more  important 
than  the  technique. 

That  no  fatalities  occurred  in  the  operating  room 
is  not  surprising,  since  such  occurrences  are  now 
unusual.  Most  reports  of  geriatric  anesthesia  are 
without  operating  room  deaths.3-16-26-30  Anderson10 
recently  stated  that  nowhere  is  a geriatric  patient 
safer  than  in  the  operating  room  in  the  hands  of  a 
competent  anesthesiologist.  Occasional  deaths  have 
been  reported  within  24  hours,  but  most  are  scattered 
over  many  weeks.29  Hospital  or  30-day  mortality 
rates  are  therefore  unsatisfactory,  and  60  or  180  days 
are  more  realistic.13 

High  mortality  rates  have  been  reported  for  ab- 
dominal and  thoracic  surgery  in  the  aged.2-15-33 
Denney  and  Denson2  reported  a 63  percent  mortality 
rate  associated  with  bowel  obstruction  in  patients 
aged  over  90  years.  Urologic  surgery  is  usually  as- 
sociated with  a low  mortality  rate.20-34 

Preoperatively  cardiorespiratory  disease  is  very 
common  in  the  elderly.  At  least  50  percent  of  elderly 
surgical  patients  have  cardiac  and  respiratory  dis- 
ease.1-35 One  third  of  those  surgical  patients  aged 
over  70  years  have  some  disturbance  of  cardiac 
rhythm.6  Cardiac  status  may  be  the  most  important 
factor  determining  the  outcome,  but  Denney  and 
Denson2  found  that  acute  pulmonary  disease  was  the 
most  serious  associated  pathologic  condition.  Hy- 
pertension, very  common  in  the  elderly,  does  not 
seem  to  have  any  great  effect  on  the  postoperative 
course.1  The  postoperative  complication  rate  in 
patients  with  a previous  myocardial  infarction  is  very 
high.21  Burnett  and  McCaffrey1  reported  seven 
postoperative  deaths  due  to  myocardial  infarction, 
and  all  had  experienced  a previous  infarct. 

There  is  no  general  agreement  concerning  the  re- 
lationship between  the  duration  of  surgery  or  anes- 
thesia and  the  outcome.  Some  deny  any  relation- 
ship,2-13-15-36 while  others  consider  the  operative  time 
of  vital  importance.5,21’37  Skinner  and  Pearce33 
consider  that  mortality  increases  with  the  duration 
of  surgery  in  cardiac  patients.  Stevens  and  Aldrete21 
found  higher  mortality  and  morbidity  rates  with 
procedures  over  two  hours  in  duration.  Lorhan  and 
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Shelby29  also  consider  two  hours  a critical  period. 
Severe  postoperative  complications,  as  in  this  series, 
are  primarily  respiratory  or  cardiac.  Stahlgren38 
found  a 75  percent  mortality  rate  following  severe 
cardiorespiratory  complication  postoperatively. 
That  emergency  surgery  is  associated  with  much 
higher  morbidity  and  mortality  rates  is  also  widely 
appreciated. I>15>36’38,39 

Of  particular  interest  in  the  elderly  are  postoper- 
ative changes  in  neurologic  status.  In  the  group  of 
patients  described,  four  became  confused  and  dis- 
oriented for  a few  days  postoperatively  but  recovered. 
In  these  cases  there  was  no  evidence  of  neurologic 
disease  preoperatively.  Bedford  in  195540  described 
18  cases  of  dementia  in  aged  individuals  following 
anesthesia.  He  considered  this  complication  due  to 
hypotension  during  operation  and  concluded  that 
surgery  on  the  elderly  should  be  confined  to  neces- 
sary cases  and  that  it  was  important  to  maintain  the 
blood  pressure  at  normal  levels.  Subsequently, 
Simpson  et  al.41  in  an  extensive  study  found  that 
anesthesia  had  no  effect  on  the  physical  activity, 
mental  ability,  or  personality  of  a group  of  patients 
aged  over  65  years.  More  recently  Rollason  et  al.42 
found  no  difference  in  postoperative  mental  function 
in  relation  to  normotensive  or  hypotensive  spinal 
anesthesia;  they  considered  morbidity  and  mortality 
no  greater  with  hypotensive  than  normotensive  an- 
esthesia in  the  aged.  In  this  study  it  was  not  possible 
to  evaluate  postoperative  neurologic  status  ade- 
quately because  of  its  retrospective  nature. 

That  age  in  itself  is  no  longer  a barrier  to  anes- 
thesia and  surgery  may  be  widely  accepted,  but  the 
very  aged  almost  invariably  have  cardiorespiratory 
problems  and  suffer  a far  higher  complication  and 
mortality  rate.  A modicum  of  apprehension  when 
faced  with  the  problems  of  anesthetizing  nonage^ 
narians  remains  justified. 
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It  is  now  generally  accepted  that  comprehensive 
rehabilitation  programs  following  stroke  can  be  ex- 
tremely effective,1-16  while  at  the  same  time  pro- 
ducing “substantial  savings”  in  the  cost  of  medical 
care.2  A major  question  remains,  however:  are 

there  any  predictors  of  outcome  to  define  groups  who 
might  benefit  maximally  from  rehabilitation? 

Perceptual  and/or  cognitive  loss;  poor  motivation; 
severe  weakness;  age;  presence  of  a hemisensory  loss 
or  a visual  field  cut;  dysphasia;  persistent  deficits 
more  than  30  days  after  the  onset  of  stroke  symp- 
toms; poor  initial  scores  on  a functional  evaluation 
assessment  such  as  the  Barthel  index;  the  presence 
of  ASHD  (arteriosclerotic  heart  disease);  hyperten- 
sion or  diabetes;  and  persistent  urinary/fecal  incon- 
tinence have  all  been  identified  as  factors  predicting 
poor  outcome.3-16  Several  authors  have  used  so- 
phisticated statistical  techniques  to  analyze  the  in- 
teractions of  these  variables.4’5  The  clinical  use- 
fulness of  these  so-called  prognostic  indicators  in 
screening  patients  who  apply  for  a stroke  rehabili- 
tation program  often  has  proved  disappointing.16 

Careful  review  of  the  literature  shows  that  many 
of  the  studies  designed  to  outline  predictive  factors 
had  patient  populations  and  assessment  protocols 
which  were  not  comparable.  Diagnostic  categories, 
that  is,  infarction,  intracerebral  hemorrhage,  sub- 
arachnoid hemorrhage,  and  so  forth,  were  rarely 
specified,  and  localization(s)  of  the  major  lesion(s) 
were  usually  not  included  in  these  reports.  Often 
neurologic  deficits  were  not  compared  with  func- 
tional deficits,  and  outcome  was  rarely  measured  in 
terms  of  discharge  disposition  and  functional  status 
on  discharge. 

Few  authors  have  attempted  to  relate  LOS  (length 
of  stay)  to  coexistent  medical  problems,  neurologic 


Severe  weakness,  perceptual  or  cognitive  dysfunc- 
tion, the  presence  of  a homonymous  hemianopsia  or 
multiple  neurologic  defects,  poor  motivation,  in- 
ability to  walk,  and  persistent  urinary/fecal  incon- 
tinence were  clearly  identified  as  poor  prognostic 
signs  in  a group  of  566  elderly  stroke  patients  treated 
in  a short-term  stroke  rehabilitation  unit  over  a 
33-month  period.  The  presence  of  a hemisensory 
loss,  dysphasia,  the  age  of  the  patient,  and  the  pres- 
ence of  concurrent  arteriosclerotic  heart  disease/ 
hypertension/diabetes  were  unrelated  to  outcome. 
Differences  between  these  findings  and  those  re- 
ported by  other  groups  are  discussed.  Outcome 
statistics  are  presented  linking  neurologic  deficits  to 
functional  deficits  and  length  of  stay.  The  statistics 
reported  help  define  a group  of  stroke  patients  who 
may  benefit  maximally  from  rehabilitation;  help 
outline  factors  which  may  increase  length  of  stay;  and 
underscore  the  fact  that  most  stroke  patients  make 
significant  gains  in  a suitable  rehabilitation  program 
even  if  they  have  one  or  more  of  the  poor  prognostic 
signs. 


deficits,  and  functional  status,14-16  even  though  this 
information  is  becoming  invaluable  in  documenting 
treatment  protocols  and  LOS  for  pertinent  utiliza- 
tion review  committees  and  for  third-party  insurance 
carriers. 

This  investigation  summarizes  our  data  on  factors 
predicting  outcome  and  length  of  stay  in  a large, 
homogeneous,  well-defined  population. 

Methods 

Patient  population.  In  a 33-month  period,  566 
patients  were  discharged  from  a 30-bed  stroke  re- 
habilitation unit  at  the  Burke  Rehabilitation  Center 
in  White  Plains,  New  York;  39  percent  of  these  pa- 
tients were  originally  referred  from  local  hospitals, 
40.8  percent  from  New  York  City  hospitals,  12.7 
percent  from  other  hospitals,  and  7.5  percent  from 
other  sources.  Most  of  the  patients,  94.2  percent, 
were  Caucasian,  5.7  percent  were  Black,  and  0.1 
percent  Puerto  Rican.  There  were  269  males  and 
297  females  with  approximately  equal  numbers  with 
left  and  right  hemiparesis.  A small  percent,  4 per- 
cent, had  no  demonstrable  weakness  on  admission 
but  did  have  other  deficits  such  as  ataxia,  dysmetria, 
extrapyramidal  signs,  dysphasia,  perceptual/cogni- 
tive  impairment,  or  functional  disabilities  from  other 
stroke-related  problems.  Of  the  patients,  89.9  per- 
cent had  cerebral  infarctions,  46.1  percent  throm- 
botic, 23  percent  embolic,  and  20.8  percent  secondary 
to  occlusive  disease  of  the  precerebral  arteries.  Only 
4.1  percent  had  subarachnoid  hemorrhages,  2.1 
percent  intracranial  hemorrhages,  and  3.9  percent 
infarctions  from  other  causes.  The  average  age  was 
67,  with  a range  from  17  to  98. 
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Number 

• ACTIVITIES  OF  DAILY  LIVING  of  patient* 

Requires  no  assistance  or  supervision  - 289  ^ 
Requires  supervision  but  no<  assistance  19 1 

Requires  assistance  in  dressing 2-1 ' PI 

in  personal  hygiene 170 

in  feeding 10b 

with  bladder  or  catheter  routine-*  110 

with  bowel  routine- 91 

Deceased 7| 

L 

• AMBULATION  STATUS 

Bedfast  13 1 

Limited  to  wheelchair 65 

Ambulates  short  distances  97 

Ambulates  with  aids 225 

Ambulates  without  aids 159 

Deceased 7 | 

L. 

0 


20  30 

Percent  ol  population 


FIGURE  1.  Functional  status  on  discharge. 


Approximately  80  percent  of  the  lesions  were  be- 
lieved to  be  confined  to  a middle  cerebral  artery 
distribution  although  it  soon  became  apparent  that 
many  patients  had  multiple  lacunar  infarctions.  A 
small  number  of  patients  had  brain-stem  lesions, 
lesions  in  the  distribution  of  the  anterior  middle  ce- 
rebral artery,  or  multiple  cerebral  infarctions. 

Since  outcome  and  age  range  were  not  significantly 
different  between  the  groups  with  right  and  left  he- 
miparesis,  data  for  these  two  groups  were  combined 
in  the  following  analysis. 

Treatment  program.  A detailed  description  of 
the  treatment  program  is  published  in  this  Jour- 
nal.17 

Assessment  protocols.  Descriptive  data  were 
abstracted  from  a computerized  stroke  discharge 
summary  previously  described  by  Stern  et  al.18  as 
modified  by  the  present  authors. 

Outcome  was  defined  in  terms  of  discharge  dis- 
position, (home  or  elsewhere)  and  functional  status 
on  discharge  was  measured  bv  ADL  (activity  of  daily 
living)  status  and  ambulation  status.  In  analyzing 
ADL  status,  patients  were  designated  as  “indepen- 
dent,” “needs  supervision  but  no  assistance,”  “needs 
aids  with  dressing/feeding/hygiene,”  and  “needs  aids 
with  bowel/bladder  care.”  ADL  ratings  were  con- 
densed into  these  four  categories,  since  each  category 
represents  a significant  increment  in  the  amount  of 
support  needed  after  discharge.  Ambulation  status 
was  divided  into  three  categories:  those  walking  with 
no  aids;  those  walking  with  aids  and/or  assistive  de- 
vices; and  those  who  were  unable  to  walk. 

Results  and  comment 

After  an  average  length  of  stay  of  45  days,  with  a 
range  of  from  0 to  120  days,  78.6  percent  of  the  pa- 
tients in  this  study  returned  home,  10.8  percent  went 
to  nursing  homes  or  extended  care  facilities,  9.4 
percent  were  sent  to  acute  care  hospitals,  and  1.2 
percent  died.  (N.B.  The  statistics  quoted  in  the 
following  text  are  usually  but  not  always  based  on  the 
entire  group  of  566  patients.  Since  1.2  percent  died 
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FIGURE  2.  Degree  of  weakness  on  admission. 
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while  hospitalized,  the  statistics  presented,  partic- 
ularly those  referring  to  discharge  disposition  and 
functional  status,  only  add  up  to  98.8  percent,  which 
represents  outcome  in  the  559  surviving  patients). 

Of  the  total  group  85  percent  were  ambulatory  on 
discharge,  with  28  percent  requiring  no  aids  and  57 
percent  needing  some  type  of  supportive  device  such 
as  a brace  or  cane;  only  14  percent  were  confined  to 
a wheelchair  or  to  bed.  In  ADL  activities,  51  percent 
were  completely  independent;  3 percent  required 
supervision  but  no  assistance;  44  percent  needed 
assistance  for  dressing,  feeding,  and  personal  hygiene; 
and  20  percent  required  aids  with  bowel/bladder  care 
(Fig.  1). 

Figure  2 shows  that  the  severity  of  weakness  on 
admission  is  strongly  related  to  discharge  disposition, 
functional  status  on  discharge,  and  LOS.  Of  those 
entering  with  mild  weakness,  83  percent  went  home, 
96  percent  were  ambulatory,  86  percent  needed  no 
assistance  for  ADL,  3 percent  required  supervision 
but  no  assistance,  20  percent  required  aids  with 
dressing/feeding/hygiene,  and  only  8 percent  needed 
aids  for  bowel/bladder  care.  The  average  LOS  was 
42  days. 

Statistics  for  those  admitted  with  moderate 
weakness  were  similar  in  that  87  percent  went  home, 
96  percent  were  ambulatory  on  discharge,  only  10 
percent  needed  aid  with  bowel/bladder  function,  and 
the  average  LOS  was  40  days.  In  this  group  of  pa- 
tients, however,  only  64  percent  became  independent 
in  ADL,  5 percent  still  needed  supervision,  and  30 
percent  required  aids  with  dressing/feeding/hy- 
giene. 

In  the  group  admitted  with  severe  weakness,  only 
76  percent  went  home;  only  76  percent  were  ambu- 
latory on  discharge,  and  most  of  these  patients  re- 
quired aids  or  assistive  devices;  only  35  percent  were 
able  to  perform  ADL  without  aid  or  assistance;  60 
percent  required  aids  with  dressing;  and  30  percent 
required  aids  for  bowel/bladder  care.  The  average 
LOS  for  this  group  was  51  days.  Thus  patients  with 
more  severe  weakness  often  cannot  be  discharged 
home,  have  less  success  with  ambulation  activities, 
need  more  help  with  A.DL,  and  have  longer  hospi- 
talizations. It  should  be  emphasized,  however,  that 
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FIGURE  3.  Discharge  disposition  in  relation  to  neurologic 
deficit. 


a significant  number  of  pat  ients  with  severe  weakness 
did  become  ambulatory  and  self-sufficient  and  that 
76  percent  were  discharged  home  (Fig.  2). 

An  analysis  of  associated  neurologic  deficits  is 
shown  in  Figure  3.  The  presence  of  an  OMS  (organic 
mental  syndrome)  or  severe  perceptual  dysfunction, 
that  is,  denial,  neglect,  apraxia,  disorders  of  body 
image/scheme,  visual/spatial/right-left  disorienta- 
tion, and  so  forth;  an  HHA  (homonymous  hemia- 
nopsia); or  poor  motivation  adversely  affect  outcome, 
although  the  presence  of  dysphasia  or  a hemisensory 
loss  were  unrelated  to  discharge  disposition  or 
functional  status  on  discharge.  The  coincidence  of 
a hemiparesis  with  any  two  of  the  variables  men- 
tioned here  was  also  a poor  prognostic  sign.  LOS  was 
slightly  increased  in  patients  with  perceptual  prob- 
lems, HHA,  hemisensory  losses,  and  dysphasia.  The 
relatively  high  incidence  of  perceptual  or  cognitive 
dysfunction  and  HHA  should  be  emphasized  par- 
ticularly since  these  factors  adversely  affect  outcome. 
In  another  study  which  screened  all  patients  for 
perceptual  and  cognitive  deficits,16  the  overall 
prevalence  of  perceptual  dysfunction  in  a group  of 
318  patients  was  found  to  be  39  percent;  27  percent 
of  the  group  had  a significant  OMS.  Programs 
aimed  at  identifying  and  treating  these  problems 
lengthened  hospital  stay  but  produced  better  out- 
come.16 

Figure  4 shows  that  between  the  ages  of  41  and  80, 
age  was  unrelated  to  discharge  disposition  or  func- 
tional status  on  discharge,  since  about  80  percent  of 
these  patients  went  home,  about  85  percent  were 
ambulatory,  and  about  50  percent  were  independent 
in  ADL.  In  the  group  over  81,  outcome  was  worse 
than  expected,  even  though  LOS  was  not  prolonged. 
Thus,  even  though  patients  over  81  had  less  severe 
weakness  on  admission,  only  76  percent  were  am- 
bulatory on  discharge,  most  needing  a cane  and/or 
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FIGURE  4.  Discharge  disposition  in  relation  to  age. 
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FIGURE  5.  Discharge  disposition  in  relation  to  O-A-l. 


a brace,  and  only  38  percent  were  independent  in 
ADL,  55  percent  needing  aids  with  dressing/feed- 
ing/hygiene and  33  percent  needing  aids  with 
bowel/bladder  care.  The  poor  ADL  performance  of 
the  patients  over  81  was  probably  responsible  for  the 
relatively  high  percentage  discharged  either  to 
nursing  homes  or  extended  care  facilities.  In  addi- 
tion, a higher  proportion  of  patients  in  this  group 
were  sent  back  to  acute  care  hospitals  for  further 
evaluation  or  treatment  of  complicating  medical 
problems.  Patients  between  17  and  40  did  well. 
Statistics  for  the  41  to  50  year-old  group  were 
somewhat  skewed  because  these  patients  tended  to 
have  more  weakness  on  admission  and  more  severe 
functional  disabilities. 

The  relationship  of  age  to  LOS  was  unclear.  Age 
seemed  to  be  inversely  related  to  LOS,  but  the 
younger  patients  had  more  severe  weakness  on  ad- 
mission and  needed  longer  hospitalization  to  maxi- 
mize gains,  so  it  is  most  likely  that  in  the  younger 
groups  LOS  was  related  more  to  the  severity  of  the 
weakness  than  to  age. 

Figure  5 shows  that  O-A-I  (onset-admission  in- 
terval) was  related  to  all  three  measures  of  outcome 
but  was  unrelated  to  LOS.  Although  severity  of 
weakness  on  admission  was  similar  in  all  three 
groups,  a higher  percentage  of  patients  with  short 
O-A-Is  were  discharged  home,  a higher  percentage 
were  ambulatory,  and  fewer  needed  assistance  with 
dressing/feeding/hygiene  or  bowel/bladder  care. 
The  higher  degree  of  ADL  dependence  in  the  group 


1428  New  York  State  Journal  of  Medicine/August  1977 


Number 

ol 

patients 

Percent  of 
population 

Can  walk 

159 

28% 

Walks  witn  aids  — 

322 

57% 

Can  not  walk 

78 

14% 

Discharge  disposition 
Home.  Elsewhere 


Average 
length 
ot  stay 


34  days 
52  days 
32  days 


Independent  in  daily  ^gg 
living  activities 


51% 


41  days 


Requires  supervision  19 

Needs  aid  dressing/  ^ 
feeding /hygiene 

Requires  bowel  and  ... 
bladder  routine 


3% 


57  days 


44% 


47  days 


0 50  100% 


FIGURE  6.  ADL  status  on  discharge. 


with  an  O-A-I  of  more  than  60  days  was  probably 
responsible  for  the  difference  in  discharge  disposi- 
tion. Reasons  for  the  adverse  effect  of  long  O-A-Is 
have  been  discussed  in  another  publication.16 

Figure  6 shows  that  patients  who  cannot  walk  or 
who  are  dependent  in  ADL  usually  cannot  be  man- 
aged at  home.  The  degree  of  ADL  dependence  is 
directly  related  to  discharge  disposition.  Because 
of  this,  nonambulatory  patients  with  the  capacity  to 
walk  and  ADL-dependent  patients  with  the  capacity 
to  achieve  greater  independence  had  longer  hospi- 
talizations. 

The  presence  of  ASHD,  hypertension,  diabetes, 
hyperlipidemia,  and  various  combinations  of  these 
problems  were  essentially  unrelated  to  outcome, 
LOS,  or  severity  of  weakness  on  admission  (Fig.  7). 
Of  the  566  patients,  86  percent  had  at  least  one  of 
these  concurrent  medical  problems,  but  the  relatively 
high  prevalence  of  hyperlipidemia,  25  percent, 
suggests  that  more  active  screening  for  hyperlipi- 
demia should  be  performed  in  stroke  patients.  The 
outcome  profile  for  patients  with  hyperlipidemia 
either  alone  or  in  combination  with  other  disorders 
is  difficult  to  explain  although  the  statistics  for  this 
group  may  be  skewed  since  (1)  hyperlipidemia  was 
not  age-related,  while  diabetes,  hypertension,  and 
ASHD  were  age-related  and  therefore  tended  to  be 
present  in  younger  patients;  and  (2)  not  all  patients 
were  screened  for  this  disorder. 

Conclusion 

Our  findings  are  summarized  in  the  following 
outline: 

Factors  found  to  adversely  affect  outcome  included 

1.  Severe  weakness  on  admission 

2.  Perceptual/cognitive  dysfunction 

3.  Presence  of  a homonymous  hemianopsia 

4.  Poor  motivation 

5.  Presence  of  multiple  neurologic  deficits 

6.  An  O-A-I  of  more  than  30  days 

7.  Inability  to  walk  at  the  time  of  discharge 

8.  Persistent  urinary  or  fecal  incontinence 
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FIGURE  7.  Concurrent  conditions. 


Factors  found  to  be  unrelated  to  outcome  included 

1.  Hemisensory  loss 

2.  Dysphasia 

3.  Age  (up  to  the  ninth  decade) 

4.  Presence  of  ASHD/hypertension/diabetes 
Factors  increasing  LOS  included 

1.  Severe  weakness  on  admission 

2.  Presence  of  perceptual  dysfunction 

3.  Presence  of  a homonymous  hemianopsia 

4.  Presence  of  a hemisensory  deficit 

5.  Presence  of  multiple  neurologic  deficits 

6.  Slow  functional  recovery 
Factors  unrelated  to  LOS  included 

1.  Age 

2.  O-A-I 

3.  Presence  of  concurrent  ASHD/hypertension/ 
diabetes 

4.  Poor  motivation 

Severe  weakness  on  admission,  perceptual  and/ 
or  cognitive  dysfunction,  poor  motivation,  the  pres- 
ence of  an  HHA  or  multiple  neurologic  deficits,  an 
O-A-I  of  more  than  30  days,  inability  to  walk,  and 
persistent  urinary  and/or  fecal  incontinence  were  all 
adversely  related  to  outcome.  These  findings  sup- 
port our  other  studies,13-16  and  are  also  in  agreement 
with  the  findings  of  other  groups.4-6’9’10'12 

The  presence  of  dysphasia  or  a hemisensory  defi- 
cit, the  age  of  the  patient,  and  the  presence  of  con- 
current ASHD,  hypertension,  diabetes,  or  hyperli- 
pidemia were  unrelated  to  outcome.  These  findings 
are  in  disagreement  with  those  reported  in  other  ar- 
ticles,1’4’6,9’10 but  support  our  earlier  reports.13-16 

The  only  two  factors  significantly  increasing  LOS 
in  this  study  were  the  severity  of  weakness  on  ad- 
mission and  slow  functional  recovery  in  patients  with 
the  capacity  to  become  more  independent.  Per- 
ceptual dysfunction,  hemisensory  losses  and/or  the 
presence  of  an  HHA,  or  dysphasia  minimally  in- 
creased LOS  as  did  long  O-A-Is.  The  presence  of 
ASHD,  hypertension,  and  diabetes  or  combinations 
of  these  medical  problems  were  unrelated  to  LOS, 
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although  the  presence  of  hyperlipidemia  was  asso- 
ciated with  a minimal  increase  in  LOS. 

The  statistics  presented  in  this  study  and  in  pre- 
vious communications  thus  describe  a group  of  pa- 
tients who  should  maximally  benefit  from  a stroke 
.rehabilitation  program.13-16  The  high  success  rate 
in  rehabilitating  patients  having  poor  prognostic 
signs  strongly  suggests,  however,  that  most  stroke 
patients  do  significantly  benefit  from  appropriate 
treatment  and  should  not  be  excluded  from  reha- 
bilitation programs.  Our  findings  are  thus  in 
agreement  with  Lehmann  et  al.4 

This  study  demonstrates  that  the  problems  of  re- 
habilitating elderly  patients  with  multiple  medical 
problems  in  addition  to  severe  weakness,  sensory 
losses,  and  dysphasia  may  all  be  overcome  with  a 
vigorous  program  aimed  at  taking  care  of  the  whole 
patient  and  giving  heavy  emphasis  to  family  and 
patient  education.  By  using  this  approach,  we  have 
been  able  to  return  80  percent  of  our  566  patients  to 
their  homes  and  families;  85  percent  were  ambulatory 
at  the  time  of  discharge,  with  54  percent  independent 
or  needing  only  supervision  in  activities  of  daily  liv- 
ing. 

References 

1.  Wylie,  C.:  Rehabilitative  care  of  stroke  patients,  J.A.M.A. 
196: 1117  (1966). 

2.  Lehmann,  J.  F.,  et  al.:  Stroke:  Does  rehabilitation  affect 
outcome?.  Arch.  Phys.  Med.  56:  375  (Sept.)  1975. 

3.  Miglietta,  0.,  Chung,  T.  S.,  and  Rajeswaramma,  V.:  Fate 


of  stroke  patients  transferred  to  a long-term  rehabilitation  hos- 
pital, Stroke  7:  76  (Jan. -Feb.)  1976. 

4.  Lehmann,  J.  F.,  et  al.:  Stroke  rehabilitation:  Outcome 
and  prediction,  Arch.  Phys.  Med.  56:  383  (Sept.)  1975. 

5.  Anderson,  T.  P.,  Bourestom,  N.,  Greenberg,  F.  R.,  and 
Hildyard,  V.  G.:  Predictive  factors  in  stroke  rehabilitation,  ibid. 
55:  545  (1974). 

6.  Stern,  P.  H.,  McDowell,  F.  H.,  Miller,  J.  M.,  and  Robinson, 

M.:  Factors  influencing  stroke  rehabilitation,  Stroke  2:  213 

(1971). 

7.  McDowell,  F.,  and  Louis,  S.:  Improvement  in  motor 
performance  in  paretic  and  paralyzed  extremities  following 
nonembolic  cerebral  infarction,  ibid.  2:  395  (1971). 

8.  Truscott,  B.  L.,  Kretschmann,  C.  M.,  Toole,  J.  F.,  and 
Pajak,  T.  F.:  Early  rehabilitative  care  in  community  hospitals: 
effect  on  quality  of  survivorship  following  a stroke,  ibid.  5:  623 
(1974). 

9.  Wylie,  C.  M.:  Gauging  the  response  of  stroke  patients  to 
rehabilitation,  J.  Am.  Geriatrics  Soc.  15:  797  (1967). 

10.  Idem:  Measuring  end  results  of  rehabilitation  of  patients 
with  stroke,  Pub.  Health  Rep.  82:  893  (1967). 

11.  Granger,  C.  V.,  et  al.:  Measurement  of  outcome  of  care 
for  stroke  patients,  Stroke  6:  34  (Jan. -Feb.)  1975. 

12.  Haerer,  A.  F.:  Visual  field  defects  and  the  prognosis  of 
stroke  patients,  ibid.  4: 163  (1973). 

13.  Feigenson,  J.  S.,  et  al.:  Factors  influencing  outcome  and 
length  of  stay  in  stroke  rehabilitation,  presented  at  the  Joint 
Meeting  on  Stroke  and  Cerebral  Circulation,  Dallas,  Texas,  Feb- 
ruary, 1976. 

14.  Feigenson,  J.  S.,  et  al.:  Factors  influencing  outcome  and 
length  of  stay  in  stroke  rehabilitation,  presented  at  the  AAPMR 
and  ACRM  meetings,  San  Diego, California,  November,  1976. 

15.  Feigenson,  J.  S.,  et  al.:  Factors  influencing  outcome  and 
length  of  stay  in  stroke  rehabilitation— I,  Stroke,  in  press. 

16.  Feigenson,  J.  S.,  et  al.:  Factors  influencing  outcome  and 
length  of  stay  in  stroke  rehabilitation — II,  ibid.,  in  press. 

17.  Feigenson,  J.  S.,  and  McCarthy,  M.  L.:  Stroke  rehabili- 
tation; II.  Guidelines  for  establishing  unit,  New  York  State  J. 
Med.  77: 1430  (Aug.)  1977. 

18.  Stern,  P.  H.,  Lincoln,  J.  C.,  and  Robinson,  M.  B.:  Data 
base  for  stroke  rehabilitation  using  computerized  English  text 
discharge  summaries,  Stroke  6:  181  (Mar. -Apr.)  1975. 
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In  a 33-month  period  566  stroke  patients  were  dis- 
charged from  a 30-bed  stroke  unit  at  the  Burke  Re- 
habilitation Center  in  White  Plains,  New  York. 
Most  of  these  patients  were  elderly  with  an  average 
age  of  67  and  ranging  in  age  from  17  to  98;  almost  all 
had  complicating  medical  problems.  Nevertheless, 
80  percent  of  these  patients,  most  of  whom  suffered 
from  motor  weakness,  sensory  loss,  visual-field  de- 
fects, speech  problems,  perceptual/cognitive  dys- 
function, or  other  stroke-related  disabilities,  were 
able  to  return  home  after  an  average  hospitalization 
of  only  45  days.  On  discharge,  85  percent  of  the 
patients  were  ambulatory,  and  54  percent  needed  no 
assistance  with  their  ADL  (activities  of  daily  liv- 
ing). 


A total  of  566  stroke  patients  were  discharged  in  a 
33-month  period  from  a newly  established  stroke 
rehabilitation  unit.  Eighty-five  percent  of  these 
patients,  who  had  an  average  age  of  67  and  ranged 
from  17  to  98  years  of  age,  most  of  whom  suffered  from 
moderate  to  severe  motor  weakness,  sensory  loss,  vi- 
sual field  defects,  speech  problems,  perceptual 
problems  or  organic  dementia,  were  able  to  return 
home  after  an  average  stay  of  only  45  days.  Factors 
responsible  for  such  a high  success  rate  are  discussed. 
Guidelines  for  establishing  a multidisciplinary  stroke 
unit  are  presented  in  detail,  and  some  practical 
suggestions  for  enhancing  present  rehabilitation 
programs  are  offered. 


As  noted  in  previous  reports,  it  is  difficult  to 
compare  outcome  statistics,  since  wide  interinstitu- 
tional  differences  in  population,  assessment  proto- 
cols, and  therapeutic  programs  may  sometimes  pre- 
clude meaningful  comparisons.1-5 

Since  our  patient  population  approximated  those 
in  other  studies,  since  the  present  assessment  pro- 
tocols included  many  items  evaluated  by  other 
groups,  and  since  outcome  data  for  patients  reported 
in  the  present  study  are  nevertheless  significantly 
better  than  outcome  data  reported  by  others,6-11  we 
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believe  that  the  Burke  Rehabilitation  Center  stroke 
program  was  largely  responsible  for  the  successful 
outcome  reported  for  patients  treated  in  our  center. 
This  report  describes  the  stroke  unit  organization 
and  some  of  its  treatment  protocols  and  emphasizes 
practical  guidelines  for  enhancing  present  stroke 
rehabilitation  programs  without  increasing  the  cost 
of  pat  ient  care. 

Stroke  team 

Rehabilitation  of  the  stroke  patient  is,  by  neces- 
sity, a multidisciplinary  effort  which  aims  at  pro- 
viding total  care  of  all  of  the  patient’s  medical  and 
nonmedical  problems  and  requires  a number  of 
specialists  to  provide  care.  Members  of  the  stroke 
team  at  the  Burke  Rehabilitation  Center  are  as  fol- 
lows: full-time  physician;  primary  care  nurse; 

nursing  aide(s);  PT  (physical  therapist(s));  OT  (oc- 
cupational therapist(s));  speech  pathologist;  social 
service  representative(s);  dietician;  neuropsycholo- 
gist; vocational  rehabilitation  expert(s);  psychologist; 
psychiatrist;  chaplain;  audiologist;  optometrist/ 
ophthalmologist;  podiatrist;  dentist;  and  orthotist. 
Experience  shows  that  this  group  works  most  effec- 
tively if  the  team  members  are  permanently  assigned 
to  the  stroke  unit  and  each  given  the  responsibility 
of  developing  new  programs  while  also  providing 
routine  patient  care.  Since  most  stroke  victims  are 
affected  with  visual,  auditory,  perceptual,  cognitive, 
medical,  social,  dental,  psychological,  and  socioeco- 
nomic problems  in  addition  to  their  physical  handi- 
caps, access  to  appropriate  consultation  from  the 
various  members  is  needed  if  optimal  care  is  to  be 
provided.  Most  acute  care  hospitals  already  have 
access  to  consultation  in  these  specialty  areas. 

Responsibilities  of  team  members.  A full-time 
neurologist  with  an  office  on  the  stroke  unit  is  in 
charge  of  the  stroke  program.  He  functions  as  pri- 
mary care  physician  and  also  reviews  applications  for 
admission,  coordinates  the  overall  rehabilitative  ef- 
fort, teaches,  and  devises  and  studies  the  effective- 
ness of  new  programs.  He  is  backed  up  by  a full  staff 
of  medical  consultants. 

The  nursing  care  coordinator  directs  the  primary 
care  nurses  and  nurses’  aides,  teaches,  and  organizes 
new  nursing  approaches  to  patient  care. 

The  primary  care  nurse  coordinates  all  daily  ac- 
tivities of  the  patient;  is  actively  involved  in  treating 
the  medical  problems  of  the  patients  assigned  to  her; 
acts  as  a liaison  between  the  patient,  his  family,  and 
others  on  the  team;  provides  rehabilitation  therapy; 
and  also  functions  as  a “nurse.” 

The  nursing  aide  spends  more  time  with  the  pa- 
tients than  does  any  other  member  of  the  team  and 
becomes  more  familiar  with  patients  than  do  other 
members  of  the  stroke  team.  Hence  the  aide  serves 
a critical  therapeutic  role  in  all  aspects  of  patient  care 
including  ADL  training,  assessment  for  adaptive 
devices,  and  discharge  planning. 

Depression,  anxiety,  and  fear  of  becoming  useless 


and  abandoned,  common  emotional  responses  of  the 
stroke  patient,  all  require  adequate  psychological 
support.  Although  this  is  the  responsibility  of  all 
members  of  the  team,  in-depth  counseling  by  a full- 
time  social  worker,  with  an  office  on  the  stroke  unit, 
can  be  of  enormous  value,  since  the  social  worker  is 
often  keenly  aware  of  the  psychosocial  and  socio- 
economic devastation  of  prolonged  illness.  The  so- 
cial worker  is  also  involved  with  discharge  planning, 
preadmission  screening  of  stroke  applications,  eco- 
nomic counseling,  and  sex  counseling. 

Occupational  therapy,  physical  therapy,  speech 
therapy,  an  orthotics  service,  vocational  rehabilita- 
tion, and  spiritual  guidance  are  also  important  parts 
of  the  rehabilitation  program. 

The  difficulties  caused  by  perceptual-cognitive 
dysfunction  make  psychological  or  neuropsycholog- 
ical consultation  helpful,  since  they  often  can  help 
outline  the  exact  deficits  and  help  plan  corrective 
programs.  It  should  be  emphasized,  however,  that 
many  of  the  tests  traditionally  administered  by  oc- 
cupational therapists  often  give  significant  infor- 
mation about  perception  and  that  much  useful  in- 
formation can  also  be  obtained  by  close  observation 
of  the  patient  in  real-life  settings. 

In  addition  to  their  major  handicaps,  stroke  pa- 
tients often  have  vision  and  hearing  problems,  ill- 
fitting  dentures,  and  a need  for  podiatric  care.  Ef- 
fective rehabilitation  is  often  impeded  until  these 
matters  are  solved.  Most  stroke  patients  also  need 
dietary  advice  for  coexisting  hypertension,  diabetes, 
hyperlipidemia,  heart  disease,  and  obesity.  These 
problems  should  all  be  solved  before  discharge  so  that 
when  the  patient  returns  home  he  can  concentrate 
on  living  as  full  a life  as  possible  within  the  confines 
of  his  disability  without  worrying  about  getting  to  the 
eye  doctor  for  new  glasses,  to  the  dentist  for  new 
dentures,  and  to  a hearing  aid  clinic  for  a hearing 
aid. 

Staffing.  On  the  day  shift  there  are  five  nurses 
and  five  aides;  on  the  evening  shift,  four  nurses  and 
four  aides;  and  on  the  night  shift,  two  nurses  and  two 
aides.  During  the  day  four  occupational  therapists, 
five  physical  therapists,  two  speech  pathologists,  a 
full-time  physician,  and  a full-time  social  worker  are 
all  actively  involved  with  patient  care. 

Communications.  Successful  rehabilitation 
often  depends  on  continuity  of  care  which,  in  turn, 
is  dependent  on  adequate  and  open  communication 
among  the  members  of  the  team. 

Communication  problems  can  be  minimized  by: 
(1)  establishing  a well-coordinated  team;  (2)  frequent 
staff  conferences  and  team  rounds;  and  (3)  maxi- 
mizing the  geographic  proximity  of  the  team  mem- 
bers. 

In  our  institution,  the  concept  of  a rehabilitative 
therapist  is  slowly  dissolving  the  artificial  boundaries 
which  previously  separated  the  physician,  the  nurs- 
ing staff,  and  the  specialty  disciplines,  and  each 
group  is  expected  to  participate  in  all  the  activities 
of  the  stroke  unit.  Many  of  the  basic  activities  pre- 
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TABLE  I.  Weekly  activities 


Activity 

Days 

Times 

Daily  rounds 

Monday  to 

8:30  A.M.  to 

Friday 

10:00  A.M. 

Walking  rounds 

Tuesday, 

8:30  A.M.  to 

Thursday 

10:00  A.M. 

Grand  rounds 

Thursday 

1:00  P.M.  to 
2:00  P.M. 

Brace  rounds 

Wednesday 

10:00  A.M. 
to  11:00 
A.M. 

Nursing/OT/PT 

Friday 

1:00  P.M.  to 

speech  con- 

2:00  P.M. 

ference 

Patient  discussion 

Monday 

1 :00  P.M.  to 

groups 

2:00  P.M. 

Family  discussion 

Wednesday 

11:00  A.M.  to 

groups 

12:00  noon 

Stroke  lectures 

Tuesday 

6:00  P.M.  to 
7:30  P.M. 

Departmental 
Conferences 
(nursing,  PT, 
OT,  speech) 

Weekly 

viously  delegated  to  physical  therapy,  occupational 
therapy,  and  speech  therapy  are  now  performed  by 
the  nurses  and  nurses’  aides,  thus  providing  the  pa- 
tient with  full-time  care.  Often,  a therapist  from 
each  discipline  and  a primary  care  nurse  or  nursing 
aide  will  treat  a patient  together,  each  contributing 
her  unique  skills.  Scheduling  must  be  flexible 
enough,  however,  to  permit  this  approach. 

Table  I lists  the  weekly  conferences  of  the  Burke 
stroke  team.  Although  these  conferences  obviously 
limit  the  total  number  of  hours  of  formal  patient  care, 
our  experience  has  shown  that  the  improvement  in 
continuity  of  care  engendered  by  these  frequent 
conferences  is  invaluable. 

Communication  problems  have  also  been  mini- 
mized by  having  all  the  patient  care  programs  located 
on  the  stroke  unit.  This  makes  an  interdisciplinary 
approach  easier,  provides  for  more  flexible  sched- 
uling, decreases  transportation  problems,  increases 
team  identity,  and  makes  it  possible  to  have  most 
questions  answered  and  most  problems  solved  on  the 
spot.  The  physician  and  social  worker  are  always 
available  to  the  patients,  their  families,  and/or  the 
staff  since  their  offices  are  on  the  unit. 

Staff  education.  A comprehensive  training 
program  for  all  members  of  the  stroke  team  promotes 
interest  in  new  scientific  developments,  a questioning 
approach,  and  stimulates  individual  participation  in 
analyzing  the  effectiveness  of  treatment  programs. 
Daily  teaching  rounds  are  attended  by  the  physician, 
the  nursing  care  coordinator,  and  the  primary  care 
nurse  or  nursing  aide  working  on  that  district.  On 
team  rounds,  all  disciplines  report  on  all  phases  of 
patient  performance,  and  discharge  planning  is  dis- 
cussed. Grand  rounds  are  usually  didactic,  but  may 
include  journal  club  discussions,  guest  speakers,  or 
organizational  meetings. 

Approach  to  analyzing  problems.  Patient  care 
can  he  optimized  if  all  team  members  emphasize 
ability  rather  than  disability  and  use  a questioning 
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approach  to  problem  solving  rather  than  accepting 
pat  answers  and  descriptive  phenomenology.  If  a 
patient  fails  to  respond,  it  is  often  helpful  to  review 
his  entire  treatment  program  with  particular  em- 
phasis on  the  types  of  tasks  that  he  can  and  cannot 
perform.  Analysis  of  the  variables  contributing  to 
success  or  failure  in  any  or  all  of  these  tasks  can  then 
provide  additional  insight  and  lead  to  individualized 
treatment  programs.  Thus,  if  sitting  balance  is  poor, 
why  is  it  poor?  Is  it  due  to  weakness?  To  truncal 
ataxia?  To  poor  perception  of  verticality?  If  the 
patient  does  not  dress  himself,  why?  Is  he  poorly 
motivated?  Is  there  a conflict  in  the  way  he  was 
taught  to  dress?  Is  he  apraxic?  Attempting  to  an- 
swer such  questions,  rather  than  just  labeling  deficits, 
has  been  a most  useful  stimulus  to  all  members  of  the 
team. 

All  members  of  the  staff  use  a modified  problem- 
oriented  approach  to  patient  care  and  make  weekly 
entries  on  the  Burke  Stroke  Profile,  a computerized 
functionally  oriented  record  of  patient  performance. 
This  approach  also  fosters  continuing  awareness  of 
the  many  problems  affecting  the  patients. 

Admission  procedures 

The  transfer  of  a patient  from  an  acute  hospital  to 
a rehabilitation  center  is  sometimes  more  traumatic 
for  the  patient  than  his  initial  stroke.  Often,  the 
interplay  of  his  hopes  and  fears  and  the  confusion  of 
new  surroundings  and  new  routines  contribute  to  his 
anxiety  and  depression.  Because  of  this,  a very 
simple  but  inclusive  admission  procedure  to  help 
allay  these  problems  has  been  developed. 

1.  The  patient  is  welcomed,  and  his  family  is  given 
a verbal  description  of  the  programs  and  of  the  staff. 
A handout  describes  a typical  day,  tells  the  patient 
what  uniforms  each  of  the  staff  members  wears,  and  to 
whom  to  talk  if  a problem  arises.  They  are  also  told 
that  they  will  receive  blood  tests,  a urinalysis,  an  elec- 
trocardiogram, and  a chest  x-ray.  It  is  explained  that 
these  tests  are  routinely  performed  on  all  admissions. 

2.  A medical  evaluation  is  performed  by  the  physi- 
cian with  the  primary  care  nurse  and  nursing  care  co- 
ordinator in  attendance,  so  that  all  pertinent  findings 
and  problems  can  be  outlined  and  discussed.  The 
cause  of  the  stroke  is  sought,  and  appropriate  preven- 
tive measures  are  instituted  when  applicable.  The  na- 
ture and  extent  of  the  handicap  is  evaluated,  and  med- 
ical and  rehabilitative  orders  are  then  written. 

3.  The  patient  is  told  what  programs  he  will  have 
and  why  he  will  go  to  these  programs.  A positive  ap- 
proach is  used;  the  patient’s  progress  since  the  stroke  is 
always  emphasized  as  a rationale  for  the  rehabilitation 
program  in  our  facility. 

4.  A conference  with  the  family  is  held  the  day  of 
admission  to  discuss  the  physical  findings  and  the 
prognosis,  if  known.  Preliminary  discharge  plans  are 
also  discussed.  In  addition,  the  family  members  are 
told  of  the  vital  role  they  will  play  in  the  rehabilitation 
process,  informed  of  the  stroke  lecture  series,  and  in- 
vited to  go  through  the  program  before  taking  their  af- 
fected family  member  home  on  pass  prior  to  dis- 
charge. 


k 


5.  Physical  therapy,  occupational  therapy,  speech, 
and  social  service  then  evaluate  the  patient,  and  limit- 
ed therapy  is  started  within  24  hours  after  admission. 
Detailed  evaluations  are  then  performed  and  discussed 
with  the  team  on  team  rounds. 

6.  The  dietician  interviews  the  patient  on  admis- 
sion and  provides  dietary  counseling. 

After  all  of  these  evaluations  are  performed  the 
patient  is  started  on  an  active  program. 

Program 

Patients  are  scheduled  for  three  or  four  formal 
programs  per  day,  usually  involving  one  or  two  ses- 
sions of  physical  therapy  for  preambulation  and 
ambulation  activity,  general  conditioning,  and  spe- 
cific therapeutic  modalities;  one  or  two  sessions  of 
occupational  therapy  for  ADL  training,  perceptual 
evaluation  and  training,  homemaking  activities, 
speech-related  activities,  as  well  as  training  of 
upper-extremity  function;  and  one  or  two  sessions  of 
speech  therapy.  Some  treatment  periods  are  indi- 
vidual; some  are  group  sessions.  Patients  may  also 
be  scheduled  for  horticultural,  music,  art,  or  dance 
therapy.  On  weekends  or  holidays,  patients  may  go 
out  on  recreational  activity  programs,  and,  when 
indicated,  staff  may  accompany  patients  on  travel 
trips  to  assess  function. 

Patients  are  given  activities  that  are  commensu- 
rate with  their  ability  to  perform  and  tailored  to  their 
needs  after  discharge.  Since  all  the  therapy  is  per- 
formed on  the  unit,  changes  in  scheduling  and/or 
programmed  activities  are  easily  made,  since  all  team 
members  are  well  aware  of  all  aspects  of  patient 
performance. 

Daily  schedule.  At  7:00  A.M.  patients  are 
awakened  and  guided  through  personal  hygiene  and 
dressing  activities  by  the  nurses  and  nursing  aides. 
Breakfast  is  served  in  the  rooms  at  8:00  A.M. 
Packaging  is  kept  simple  so  that  the  patients  can  set 
up  their  own  trays  and  feed  themselves.  Modified 
eating  utensils  are  supplied  as  needed.  Lunch  and 
dinner  are  served  in  a community  dining  room  on  the 
stroke  unit.  Patients  are  encouraged  to  either  walk 
in  assisted  by  the  PT/nursing  staff,  or  to  wheel  their 
own  chairs  in.  The  OT/nursing  staff  monitor  the 
frays  and  teach  self-feeding  techniques. 

Between  10:00  A.M.  and  12:00  A.M.  patients  go  to 
scheduled  activities;  12:00  noon  to  1:00  P.M.  is  lunch 
time;  and  1:00  P.M.  to  2:00  P.M.  is  rest  time.  Pa- 
tients return  to  scheduled  programs  between  2:00 
P.M.  and  4:00  P.M.,  after  which  a rest  time  precedes 
dinner  at  5:00  P.M.  Visiting  hours  start  at  6:00  P.M. 
On  weekends  and/or  holidays  patients  may  be  given 
limited  or  overnight  passes. 

Hospital  routines.  Some  hospital  routines  can 
make  patients  worse  rather  than  better.  Elderly 
patients  often  get  confused  when  familiar  sur- 
roundings are  removed.  Confusion  and  disorienta- 
tion worsen  in  the  evening  after  a long  day  of  activi- 
ties, especially  when  the  lights  are  turned  off  and 


strange  noises  engulf  them.  Taking  a routine  tem- 
perature during  this  period  can  often  produce  a se- 
vere reaction  because  the  patient  is  not  aware  of  what 
is  happening  and  may  think  he  is  being  molested. 
Leaving  the  room  lights  on  often  lessens  this  evening 
anxiety  as  does  assigning  the  same  staff  to  work  with 
the  same  patient  on  a continuing  basis. 

Frequent  room  changes,  inappropriately  designed 
call  buttons,  cluttered  and  confusing  corridors,  lack 
of  wall  clocks  and/or  calendars,  difficulty  with  com/- 
munications,  and  an  insensitive  staff  often  contribute 
to  untoward  patient  responses.  By  avoiding  some 
of  these  errors  common  to  so  many  hospital  routines, 
patient  performance  and  compliance  can  be  mark- 
edly improved. 

Family/patient  education.  Families  and  pa- 
tients should  be  taught  all  relevant  information  about 
the  medical,  rehabilitative,  psychological,  and  so- 
cioeconomic effects  of  stroke.  This  can  be  done  in 
lectures,  in  group  discussions,  in  one-to-one  confer- 
ences with  members  of  the  stroke  team,  or  by  com- 
bining these  approaches.  The  value  of  family  edu- 
cation has  already  been  documented.11 

Families  should  also  be  involved  in  providing 
physical  therapy,  occupational  therapy,  and  speech 
therapy  to  their  affected  family  members.  This 
helps  them  understand  the  handicaps,  learn  how  to 
deal  with  them,  and  know  how  to  provide  consistency 
in  care  after  discharge.  Ward  activities  can  be  left 
for  family  members  so  that  they  can  help  continue 
therapy  after  hours,  on  weekends  and  holidays,  and 
when  the  patient  goes  out  on  pass. 

The  most  successful  educational  technique  has 
been  a weekly  lecture  series,  given  in  the  evenings, 
where  the  medical,  rehabilitative,  nursing,  and 
speech  problems  of  stroke  patients  are  presented  on 
a rotating  basis  by  the  physician,  PT/OT,  nursing, 
and  speech  staff.  Both  patients  and  families  are 
invited  to  these  sessions  and  usually  find  them  quite 
informative. 

Discussion  groups,  run  by  a psychiatrist  and  a so- 
cial worker,  are  also  held  weekly  and  are  aimed  at 
helping  the  patients  accept  their  disabilities. 

Discharge  planning.  Early,  realistic  discharge 
planning  prevents  last-minute  decisions  which  are 
usually  inappropriate,  do  not  allow  for  adequate 
follow-up  planning,  upset  the  patient  and  his  family, 
and  often  result  in  unrealistic  placement.  Discharge 
planning  involves  all  members  of  the  stroke  team, 
since  all  aspects  of  patient  performance  must  be 
considered  in  making  this  decision.  Almost  all  pa- 
tients return  home  on  pass  before  discharge  to  avoid 
postdischarge  problems.  No  placement  is  final,  and 
members  of  the  stroke  team  are  always  available  to 
help  make  other  plans  if  the  initial  plans  fail. 

Stroke  patients  usually  fear  discharge  because  they 
are  still  handicapped,  and  they  often  are  afraid  of 
being  burdens  to  their  family  and/or  friends. 
Therefore,  discharge  planning  must  also  involve  the 
patient  as  well  as  the  family. 

Follow-up.  Before  discharge,  referrals  are  made 
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to  our  day  hospital,  local  home  care  programs,  local 
rehabilitation  facilities,  and  the  VNA  (Visiting  Nurse 
Association)  so  that  these  community  agencies  can 
begin  care  as  soon  as  the  patient  returns  home. 
Patients  are  strongly  urged  to  return  to  their  refer- 
ring physician  soon  after  discharge.  Many  patients 
also  choose  to  attend  our  stroke  clinic  where  they  are 
followed  at  three-  to  six-month  intervals.  This  clinic 
was  set  up  to  provide  local  physicians  and  their  pa- 
tients with  a consulting  service  in  an  attempt  to  help 
maintain  stroke  patients  in  community  settings. 
Follow-up  notes  are  routinely  sent  to  the  patients’ 
referring  physicians  with  specific  recommendations 
for  further  medical/rehabilitative  therapy.  When 
indicated,  patients  may  be  scheduled  for  outpatient 
department  therapy. 

A member  of  the  team  routinely  calls  on  each  pa- 
tient one  to  two  months  following  discharge  to  en- 
courage the  patient  to  return  to  his  own  primary  care 
physician,  to  insure  that  the  patient  continues  to 
make  progress,  and  to  find  out  if  the  family  needs  any 
help  in  coping  with  the  many  problems  engendered 
by  caring  for  a handicapped  stroke  patient. 

Comment 

A successful  approach  to  total  patient  care  based 
on  complete  involvement  of  a closely  knit  team  with 
maximal  freedom  of  individual  expression  regardless 
of  rank,  a questioning  approach  to  problem  solving, 
understanding  and  compassion,  and  extensive  and 
intensive  patient-family-staff  education,  has  allowed 
us  to  design  a cost-effective  multidisciplinary  ap- 
proach to  stroke  rehabilitation.  It  should  be  noted 
that  none  of  the  changes  involved  in  developing  this 
program  resulted  in  an  increased  cost  to  the  institu- 
tion since  all  changes  were  procedural  and  did  not 
require  additional  staffing. 

Since  all  groups  helped  develop  the  programs, 
since  emphasis  was  always  on  individual  creativity 
rather  than  rank,  and  since  each  specialty  discipline 
was  expected  to  cross  boundary  lines,  interdiscipli- 
nary rivalry  was  minimized,  making  possible  a true 
team  effort,  therefore  producing  excellence  in  patient 
care. 

Some  practical  suggestions 

The  guidelines  offered  may  not  be  applicable  to  all 
rehabilitation  programs  but  are  presented  as  sug- 
gestions for  enhancing  current  programs.  By  dem- 
onstrating ways  of  establishing  comprehensive  stroke 
rehabilitation  programs  without  requiring  additional 
staff  and  without  increasing  hospital  cost,  they  em- 
phasize practical  methods  of  changing  emphasis, 
renewing  concepts  of  care,  and  improving  outcome. 
There  is  already  evidence  of  the  efficacy  of  this  ap- 
proach in  caring  for  patients  admitted  to  community 
hospitals  with  acute  stroke.12,13 

Although  a full-time  neurologist  is  in  charge  of  our 
inpatient  stroke  rehabilitation  unit,  Howard1213  has 
shown  that  any  interested  physician,  regardless  of 
specialty,  can  successfully  direct  a stroke  rehabili- 


tation unit.  Our  own  day  hospital  experience 
suggests  that  a nurse  practitioner  can  also  organize 
and  run  a stroke  rehabilitation  program.  The  key 
to  success  is  the  ability  to  organize  the  team,  coor- 
dinate its  programs,  and  keep  it  inspired.  Many 
hospitals  already  have  the  nucleus  of  a potential  re- 
habilitation team  and  could  begin  an  active  com- 
prehensive cost-effective  stroke  rehabilitation  pro- 
gram without  major  organizational  or  budgetary 
changes. 

Conclusion 

We  believe  that  this  team  approach  to  total  patient 
care  has  been  largely  responsible  for  our  unusually 
good  outcome  and  has  allowed  us  to  discharge  80 
percent  of  our  566  patients  home  in  an  average  of 
only  45  days.1-4  Eighty-five  percent  of  these  pa- 
tients were  ambulatory  on  discharge,  and  54  percent 
needed  no  help  with  their  ADL. 

Since  our  population  was  elderly,  with  an  average 
age  of  67  and  a mode  of  71,  and  since  they  suffered 
from  many  concurrent  medical  problems  and  phys- 
ical disabilities,  our  outcome  cannot  be  explained  by 
population  biasing.  Similarly,  a trial  of  preadmis- 
sion screening,  to  select  out  patients  who  were  too 
confused  or  perceptually  unaware  to  benefit  from  an 
active  program  and  to  select  out  patients  with  no 
friends  or  family  members  to  help  with  discharge 
planning,4  did  not  alter  the  percentage  of  patients 
discharged  home,  again  suggesting  that  the  treat- 
ment program  and  not  population  biasing  was  re- 
sponsible for  the  very  encouraging  results  re- 
ported. 
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The  objective  of  this  study  is  a critical  analysis 
of  collected  data  with  the  identification  of  factors 
which  account  for  delays  in  rehabilitation  and  sug- 
gestions for  improving  functional  outcome. 

Major  lower-limb  amputations  are  done  on  more 
than  20,000  persons  per  year  in  the  civilian  sector  of 
the  United  States;  the  majority  are  caused  by  vas- 
cular disease  rather  than  by  traumatic,  malignant, 
or  congenital  conditions. 

This  report  is  based  on  experience  gained  in  the 
management  of  215  lower-limb  amputees  discharged 
from  the  amputee  service  of  The  Burke  Rehabilita- 
tion Center  during  the  period  of  January  1,  1974, 
through  December  31,  1976.  Observations  were 
augmented  by  over  1,000  patient  follow-up  visits  over 
the  same  time  span.  This  number  included  new 
patients  who  did  not  require  further  hospitalization 
for  rehabilitation  following  the  initial  hospital 
stay. 

Methods  and  materials 

Data  base.  Statistical  observations  made  in  this 
study  are  derived  from  the  analysis  of  a data  base 
established  from  variables  contained  in  computerized 
English  text  discharge  summaries.  This  is  a time- 
sharing data-processing  system  which  consists  of  an 
IBM  3767  terminal  connected  by  telephone  to  a re- 
motely located  IBM  370  computer.  It  uses  an  in- 
novative general-purpose  program  written  in  a pro- 
gram language  (APL)  a program  generator  (APG), 
the  details  of  which  were  reported  in  previous  pub- 
lications.1’2 Of  the  215  patients  transferred  to  The 
Burke  Rehabilitation  Center,  68  (31  percent)  origi- 
nated at  The  New  York  Hospital-Cornell  Medical 
Center,  62  (29  percent)  came  from  New  York  City 
Hospitals,  45  (21  percent)  from  local  hospitals,  and 
40  (19  percent)  from  hospitals  located  in  remote 
areas. 

Clinical  setting.  An  interdisciplinary  amputee 
service  has  been  in  operation  for  many  years  at  The 


TABLE  I.  Reason  for  amputation 


Reason 

Number 

Traumatic 

Industrial 

2 

Traffic 

7 

Gunshot 

1 

Recreational 

2 

Other 

1 

Vascular 

Diabetic  ASO* 

128 

ASO* 

52 

Thromboangiitis  obliterans 

2 

Thromboembolism 

11 

Other 

7 

Congenital 

1 

Tumor 

2 

* Arteriosclerotic  obliterans. 


New  York  Hospital.  Cooperation  exists  between 
surgical,  medical,  and  rehabilitation  specialists,  as 
well  as  with  specialized  allied  health  personnel.  This 
team  is  concerned  primarily  with  the  acute  phase  of 
amputation  problems.  The  amputee  service  exerts 
its  influence  in  amputation  technology  and  rehabil- 
itation on  the  education  of  graduate  and  under- 
graduate staff,  and  facilitates  the  early  transfer  of 
patients  to  the  amputee  service  of  The  Burke  Re- 
habilitation Center,  a Cornell  University  Medical 
Center  affiliate.  The  amputee  service  at  The  Burke 
Rehabilitation  Center  operates  along  similar  lines, 
except  that  it  has  its  own  prosthetic/orthotic  and 
bioengineering  division  which  can  provide  immediate 
service  to  amputees.  There  are  no  surgical  facilities 
at  the  Center,  and  its  amputee  service  has  had  vir- 
tually no  influence  on  either  the  type  of  acute-phase 
management  or  on  the  timing  for  transfer  to  reha- 
bilitation from  referring  hospital,  except  in  the  case 
of  The  New  York  Hospital. 

Surgical  aspects.  The  reasons  for  amputation 
are  stated  in  Table  I,  from  which  it  is  apparent  that 
about  90  percent  were  necessitated  by  vascular  dis- 
ease. The  current  principles  of  amputation  proce- 
dures are  amply  documented  in  the  surgical  litera- 
ture and  will,  therefore,  not  be  mentioned  in  this 
context.  Instead,  only  frequently  encountered  pit- 
falls  will  be  singled  out  for  discussion.3-5 

In  B/K  (below-knee)  procedures  we  favor  the 
technique  first  described  by  Ghormley4  and  later  by 
Burgess,  Romano,  and  Zettl5,  in  which  a long  poste- 
rior flap  is  formed  with  essentially  no  anterior  flap, 
the  anterior  skin  being  cut  at  the  same  level  as  the 
tibia.  This  results  in  the  suture  line  lying  anteriorly 
and  the  bone  being  covered  with  a thick  musculocu- 
taneous flap  with  much  better  blood  supply  than  a 
thin,  relatively  avascular  anterior  flap. 

The  posterior  flap  must  be  carefully  tailored  to 
prevent  “dog  ears,”  a bulbous  stump,  or  ischemic  skin 
edges. 

The  ultimate  decision  to  perform  a B/K  amputa- 
tion for  vascular  disease  must  be  made  at  the  oper- 
ating table  and  depends  on  adequate  bleeding  from 
the  skin,  subcutaneous  tissue,  and  muscle.  If 
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This  is  a critical  analysis  of  computerized  data  col- 
lected on  215  lower-limb  amputees,  discharged  from 
The  Burke  Rehabilitation  Center  in  the  past  three 
years.  This  led  to  the  identification  of  factors  which 
account  for  delays  in  rehabilitation.  Suggestions  for 
improved  patient  care  are  offered. 


TABLE  III.  Description  of  amputation 
Description  Number 


TABLE  II.  Level  of  amputation 


Level 

Number 

Hemipelvectomy 

3 

Hip  disarticulation 

1 

Short  A/K 

20 

Midthigh 

47 

Long  A/K 

8 

Knee  disarticulation 

2 

Short  B/K 

37 

Mid  B/K 

118 

Long  B/K 

10 

Svmes 

3 

Transmetatarsal 

0 

Other 

0 

bleeding  is  not  adequate,  the  below-knee  procedure 
should  be  abandoned  and  carried  out  at  a higher 
level.  In  all  cases  we  prepare  the  entire  extremity, 
in  case  it  should  be  necessary  to  proceed  at  a higher 
level. 

Table  II  lists  the  level  of  amputation,  and  Table 
III  describes  the  amputations  observed  in  our  pop- 
ulation sample;  it  is  significant  to  note  that  the  ratio 
of  B/K  to  A/K  (above-knee)  amputation  is  about  2:1. 
This  is  a laudable  trend  since,  only  15  years  ago,  A/K 
amputations  were  prevalent.  This  trend  must  be 
considered  an  indication  of  growing  sophistication 
in  presurgical  evaluation  and  carefully  planned  and 
executed  amputation  techniques.  A great  many 


Right 

94 

Left 

88 

Bilateral  B/K 

21 

Bilateral  A/K 

2 

Asymmetrical 

10 

variations  can  be  found,  however,  in  the  application 
of  surgical  skills  and  postoperative  prosthetic  man- 
agement, both  of  which  require  meticulous  attention 
to  detail  without  ever  losing  sight  of  the  overall  ob- 
jectives of  amputee  rehabilitation,  which  are:  ag- 
gressive treatment  of  associated  and  concomitant 
disorders;  self-sufficiency  in  self-care  activities;  ad- 
aptation to  an  altered  body  image;  and  reintegration 
into  family,  community,  and  the  working  world. 

Problems.  Following  are  examples  of  some  of  the 


FIGURE  1.  (A)  Too  short  below-knee  stump.  (B)  Thigh  corset  for  suspension  in  such  an  instance. 
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TABLE  IV.  Complications  at  acute  hospital 


Complications 

Number 

None 

74 

Blood-loss  anemia 

89 

Pulmonary  embolism 

8 

Infection 

44 

, Myocardial  infarction 

4 

Pneumonia 

2 

Other 

54 

more  common  problems  we  encountered. 

Length  of  stumps.  If  an  A/K  amputation  is  per- 
formed at  or  near  the  femoral  condyles,  flaring  of  the 
stump  end  is  usually  the  undesirable  result.  Not 
only  is  it  difficult  to  fit  a total  contact  socket,  but 
dissymmetry  of  the  prosthesis  will  have  an  adverse 
effect  on  cosmesis.  Knee  mechanisms  require  at 
least  four  inches  of  space,  which  forces  the  limbmaker 
to  shorten  the  lower  shank  accordingly.  In  a sitting 
position,  the  prosthesis  will  protrude  beyond  the 
remaining  limb  and,  despite  prior  counseling,  pa- 
tients will  usually  be  bitterly  disappointed  over  this 
seemingly  trivial  situation.  W e observed  this  in  eight 
of  our  patients. 

A very  short  B/K  stump  is  also  an  undesirable 
level,  since  a thigh  corset  is  usually  required  for 
suspension  of  the  prosthesis  (Fig.  1).  In  addition, 
patients  are  likely  to  develop  knee-flexion  contrac- 
tures, despite  preventive  therapy,  with  resulting 
adverse  effects  on  functional  outcome.  Carefully 
selected  and  performed  knee  disarticulation  proce- 
dures resulting  in  an  end-bearing  stump  should  be 
considered  more  often  as  an  effective  alternative  to 
either  too-long  or  too-short  A/K  or  B/K  amputation 
levels. 

Syme’s  procedures  for  patients  with  small-vessel 
disease  are  fraught  with  complications,  and  a high 
percentage  require  eventual  conversion  to  B/K  levels, 
even  in  nonvascular  conditions.  The  same  seems  to 
hold  true  in  partial  foot  amputations.  In  this  series 
35  (6.3  percent)  of  the  patients  suffering  from  pe- 
ripheral vascular  disease  underwent  toe  or  partial- 
foot  amputations  which  later  required  conversion  to 
B/K  or  A/K  levels.  There  are  known  cases  of  “nib- 
bling,” wherein  toe  amputation  preceded  a 
transmetatarsal  procedure,  which  was  followed  by 
a B/K  conversion  and  an  eventual  A/K  amputation. 
Presurgical  evaluation,  using  Doppler  instrumen- 
tation and  angiography,  is  utilized  at  present  to  assist 
the  surgeon  in  determining  the  best  level  of  ampu- 
tation. 

Shape  of  stumps.  The  optimal  stump  shape  for 
both  A/K  and  B/K  stumps  is  conical  in  configuration, 
with  good  muscle  stabilization  at  the  stump,  and 
adequate  blood  supply  to  suture  lines  and  sur- 
rounding tissue.  This,  however,  is  easier  said  than 
done,  as  demonstrated  by  our  statistics  which  show 
that  of  the  215  patients,  only  66  (31  percent)  had 
optimal  stump  conditions;  68  stumps  (32  percent) 
were  found  to  he  bulbous,  107  (50  percent)  did  not 
heal,  and  37  (17.2  percent)  became  infected.  The 


remainder  of  the  patients  had  other  unfavorable 
stump  conditions  such  as  contractures,  bony  pro- 
truberances,  or  postoperative  edema.  The  latter 
condition  is  of  consequence  only  if  it  persists  beyond 
two  weeks  postoperatively.  It  can  be  avoided,  to  a 
significant  degree,  by  the  application  of  an  immediate 
postoperative  rigid  dressing  or  by  proper  stump 
bandaging.  Application  of  an  immediate  postoper- 
ative plaster  of  Paris  pylon  prosthesis  and  early 
weight-bearing  should  be  avoided  in  the  elderly 
vascular  amputee  because  of  the  danger  of  local  or 
systemic  complications. 

Postoperative  care.  Since  the  mean  age  of  the 
study  group  was  63  (range  16  to  90),  with  a high  in- 
cidence of  preoperative  debilitation,  complications 
reported  in  Table  IV  are  to  be  expected.  Only  74  (34 
percent)  had  no  reported  complications.  Two  of  the 
most  commonly  observed  and  avoidable  problems  are 
postamputation  depression  in  association  with 
phantom  pain  and  hip  and  knee  flexion  contractures. 
The  former  can  be  mitigated  by  pre-  and  postoper- 
ative counseling,  early  mobilization,  and  walking  with 
temporary  devices,  the  latter  by  bed  and  wheelchair 
positioning  and  joint  ranging.  Barring  serious  sys- 
temic or  local  complications,  the  patient  should  be 
ready  for  amputee  rehabilitation  after  the  end  of  the 
second  postoperative  week. 

Amputee  rehabilitation  principles  and 
procedures 

The  categorical  imperative  at  The  Burke  Reha- 
bilitation Center  is  to  provide  amputees  with  tem- 
porary or  preparatory  plaster  of  Paris  pylon  pros- 
theses  as  early  as  possible  after  admission,  and  to 
begin  gait  training  as  soon  as  the  plaster  has  dried. 
These  prostheses,  for  both  A/K  and  B/K  levels,  are 
fabricated,  adjusted,  and  applied  by  certified 
prosthetists  (Fig.  2).  Good  craftsmanship  is  the  key 
element  of  success.  The  A/K  pylon  prosthesis  in- 
corporates a knee  lock  but  is,  in  in  every  other  aspect, 
a simulation  of  the  final  type  of  device.  If  the  patient 
learns  to  walk  well,  the  lock  can  be  kept  open  and  an 
elastic  extension  Y-strap  added.  The  temporary 
B/K  prosthesis  is,  again,  a simulation  of  a standard 
patella  tendon-bearing  prosthesis.  If  needed,  a thigh 
corset  can  be  attached.  The  reasons  for  applying 
temporary  prostheses  in  90  percent  of  our  amputees 
are  to  shorten  the  interval  between  amputation  and 
walking,  to  facilitate  rapid  stabilization  of  stump- 
volume  changes,  and  to  decide  whether  or  not  a 
borderline  candidate  for  amputee  rehabilitation  will 
benefit  from  a final  type  of  prosthesis. 

Daily  patient  care  activities  consist  of  medical  and 
nursing  care  for  treatment  of  associated  and  con- 
comitant conditions,  and  include  stump  care  and 
bandaging.  Physical  therapy  for  preprosthetic  ac- 
tivities and  carefully  graded  gait  training  is  also  ad- 
ministered. Patients  with  certain  cardiac  conditions, 
such  as  borderline  congestive  heart  failure  or  coro- 
nary artery  disease,  are  subjected  to  telemetric 
electrocardiographic  monitoring. 
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FIGURE  2.  Plaster  of  Paris  temporary  pylon 
TABLE  V.  Ability  to  use  lower  limb  prosthesis 

Class 

Functional  Outcome 

Num- 

ber 

I 

Excellent;  not  handicapped 

2 • 

11 

Good;  some  restriction 

27 

III 

Fair;  job  modification  required 

91 

IV 

Walking  with  assistance  and  for  short 

68 

V 

distance  only 

No  significant  improvement  of  mobility 

19 

VI 

Rejection  of  prosthesis 

8 

Physical  therapists  compensate  for  expected 
stump  shrinkage  by  using  stump  socks,  and  teach  the 
doffing  and  donning  of  prostheses.  Progress  is  dis- 
cussed in  weekly  team  sessions,  with  occupational 
therapists,  social  workers,  and  rehabilitation  coun- 
selors in  attendance.  The  decision  on  the  type  of 
final  prosthesis  is  then  made.  The  majority  of  pa- 
tients, however,  are  discharged  with  temporary 
prostheses,  and  are  followed  on  home  care  and  out- 
patient surveillance  until  a final  prosthesis  is  deliv- 
ered. Most  patients  are  no  longer  in  need  of  further 
gait  training  at  that  time,  except  in  the  cases  of  some 
above-knee  amputees  for  whom  more  sophisticated 
knee  mechanisms,  such  as  variable  friction  or  hy- 
draulic systems,  are  prescribed. 

The  need  for  routine  reevaluation  cannot  be 


prosthesis.  (A)  Above  knee.  (B)  Below  knee. 


TABLE  VI.  Associated  conditions 


Associated  Conditions 

Number 

None 

17 

Dementia 

31 

Parkinsonism 

2 

Stroke 

7 

Heart  disease 

102 

Hypertension 

32 

Pulmonary  disease 

15 

Renal  disease 

14 

Gastrointestinal  disease 

15 

Diabetes  mellitus 

118 

Genitourinary  disease 

18 

Fractures 

7 

Depression 

19 

Eye  disease 

36 

Peripheral  neuropathy 

12 

Other 

0 

stressed  enough.  At  that  time,  the  patient’s  general 
condition  and  his  walking  proficiency  is  reassessed, 
as  is  the  condition  and  fit  of  the  prosthesis.  The 
remaining  limb  is  examined;  this  includes  the  use  of 
Doppler  instrumentation  which,  in  our  hands,  has 
replaced  oscillometry  and  thermometry. 

Results 

The  functional  outcome,  as  described  in  Table  V, 
is  based  on  the  amputee  achievement  scale  after 
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Russek.6  In  less  than  2 percent  of  the  patients, 
prosthetic  application  was  either  abandoned  or  did 
not  significantly  improve  mobility.  This  was  due 
either  to  overwhelming  associated  conditions  or  bi- 
laterality of  the  amputations.  Elderly  vascular  bi- 
lateral A/K  amputees  were  categorically  excluded 
from  prosthetic  application.  A time  interval  of  about 
two  months  between  amputation  and  walking  with 
a temporary  prosthesis  was  observed  (median  49, 
mode  35  days.)  Of  the  patients,  81  percent  were  able 
to  return  home;  62  percent  of  the  overall  population 
were  retired  from  work,  20  percent  were  unable  to 
return  to  work,  and  the  rest  were  either  able  to  return 
to  their  usual  occupations  or  required  job  modifica- 
tion or  retraining.  These  results  were  achieved 
during  the  patients’  inpatient  stay,  and  do  not  reflect 
improvements  noted  on  follow-up  visits,  particularly 
when  a final  prosthesis  was  delivered  at  that  time. 

The  average  length  of  stay  was  46  days  (median  41, 
mode  35,  and  range  3 to  284  days). 

Comments 

The  length  of  stay  and  general  rehabilitation 
outcome  were  influenced  by  three  main  factors;  as- 
sociated systemic  disease,  condition  of  the  stump, 
and  social  (housing)  problems. 

Table  VI  lists  the  major  associated  conditions 
encountered,  a combination  of  which  was  frequently 
found  in  individual  patients. 

The  observation  that  only  32  percent  of  the  study 
population  had  optimal  stump  conditions  is  a telling 
figure,  relating  to  inadequate  surgery  and  postop- 
erative stump  care.  Some  speculations  are  that  the 
average  general  surgeon  seems  to  have  an  aversion 
to  the  definitive,  destructive  amputation  procedure, 
the  incidence  of  which  is  relatively  too  low  to  enable 
him  to  continue  to  develop  his  skills.  On  the  other 
hand,  considerable  surgical  effort  to  avoid  amputa- 
tion is  made,  even  if  the  odds  against  saving  the  limb 
are  high.  In  this  study  group,  45  percent  (98)  of  the 
patients  underwent  procedures  ranging  from  sym- 
pathectomies (29  patients)  and  embolectomies  (20 
patients)  to  a variety  of  bypass  procedures  (49  pa- 
tients). In  other  words,  13  percent  of  the  patients 
still  had  the  once-so-popular  sympathectomies,  and 
32  percent  sustained  vascular  surgery  prior  to  the 
ultimate  amputation. 

Once  again,  one  can  only  speculate  as  to  the  ra- 
tionale of  subjecting  elderly  patients  with  progressive 
vascular  disease  to  the  risks  of  surgery,  recumbency, 
pain,  anxiety,  and  financial  strain  and,  at  the  end, 
having  to  shatter  their  hopes  by  their  surgeon’s  still 
being  faced  with  an  ischemic  extremity  requiring 
amputation.  The  same  holds  true  for  patients  with 
severe  trauma,  particularly  extensive  burns. 

The  alternative  is  to  advise  the  patient  as  to  the 
advantages  of  a timely,  elective  and,  it  is  hoped,  R/K 
amputation,  followed  by  early  postoperative  ambu- 
lation in  the  expectation  of  promoting  collateral 
circulation  in  the  stump  and  remaining  limb  and  for 
general  cardiovascular  conditioning. 


Although  81  percent  of  the  patients  were  eventu- 
ally able  to  return  home,  discharge  disposition 
problems,  compounded  by  utilization  and  review 
committee  pressures,  present  an  exercise  in  frustra- 
tion for  the  amputee  rehabilitation  team,  particularly 
for  the  home-care  nurse  and  social  worker,  who  bear 
the  brunt  of  them. 

Treatment  personnel  of  the  Center  are  loathe  to 
see  their  efforts  toward  a good  functional  outcome 
thwarted  by  the  presence  of  architectural  barriers  or 
the  other  adverse  conditions  of  the  home  environ- 
ment so  often  encountered  in  urban  areas  such  as 
New  York  City. 

The  upgrading  of  home-care  services  and  the  im- 
proved availability  of  transportation  for  the  handi- 
capped (Medicab)  has  also  proved  to  be  beneficial  in 
providing  comprehensive  services  to  amputees. 

Conclusions 

Computerized  data  analysis  and  clinical  observa- 
tions reveal  that  delays  in  amputee  rehabilitation  are 
avoidable,  in  many  instances,  by  the  improvement 
of  amputation  techniques  and  postoperative  stump 
care. 

Early  transfer  to  a specialized  amputee  rehabili- 
tation service  usually  permits  early  ambulation  with 
temporary  prostheses,  an  obvious  advantage  over 
having  to  wait  until  amputation  stump  volume  has 
stabilized  for  permanent  prosthetic  application. 

The  use  of  commercially  available  stock  devices 
has  been  abandoned  in  preference  to  custom-made 
plaster  of  Paris  prostheses,  since  this  results  in  early 
gait  training  and,  in  our  experience,  a superior  final 
functional  outcome. 

Our  data,  believed  to  be  a fair  representation  of 
nationwide  statistics  on  lower-extremity  amputa- 
tions, once  again  demonstrate  that  elderly  patients 
with  vascular  disease  are  a major  public  health  con- 
cern as  compared  with  those  requiring  amputations 
for  all  other  causes  combined. 

Director,  Amputee  Service 
The  Burke  Rehabilitation  Center 
White  Plains,  New  York  10605 
(DR.  STERN) 
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Tuberculosis 

Patients* 

Reactivation 


Reactivation  was  studied  among  326  tuberculosis 
patients  who  received  at  least  one  year  of  chemo- 
therapy with  two  drugs;  many  were  treated  for  two 
or  more  years.  The  follow-up  period  ranged  from 
four  to  five  and  one-half  years.  Rigid  criteria  were 
used  to  determine  the  activity  status,  and  measures 
were  taken  to  reduce  sources  of  error  in  evaluation. 
Of  the  326  previously  treated,  confirmed  inactive 
patients,  35,  or  10.7 percent,  reactivated.  The  vari- 
ables of  age,  sex,  and  ethnic  background  did  not  sig- 
nificantly affect  the  reactivation  rate.  Patients  with 
extensive  pathologic  conditions  reactivated  twice  as 
often  as  those  with  minimal  lesions.  Among  recal- 
citrant patients,  reactivation  was  three  times  higher 
than  among  patients  who  took  their  drugs  regularly. 
Reactivation  was  lower  among  patients  who  were 
classified  as  inactive  according  to  radiologic  and 
bacteriologic  criteria  than  among  those  who  were  so 
classified  on  radiologic  bases  only. 
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This  study  was  undertaken  as  a part  of  a compre- 
hensive eight -year  clinicoepidemiologic  study  of 
tuberculosis  patients  in  New  York  City.  The  ob- 
jective of  the  investigation  was  to  elucidate  the  fac- 
tors contributing  to  reactivation  of  previously  treated 
and  arrested  tuberculosis  episodes  under  existing 
field  conditions.  For  this  purpose,  a review  of  the 
records  of  all  patients  diagnosed  with  active  tuber- 
culosis in  the  borough  of  Brooklyn,  New  York,  during 
a 16-month  period  was  made.  The  preliminary  re- 
view resulted  in  the  exclusion  of  many  patients  re- 
corded administratively  as:  discharged  delinquent, 
discharged  moved,  discharged  dead,  and  misdiag- 
nosis. 

Study  design 

Several  conditions  had  to  be  met  before  a patient 
was  included  in  the  investigation: 

1.  The  patient  should  have  had  active  tuberculosis 
according  to  the  criteria  set  by  the  National  Tubercu- 
losis and  Respiratory  Disease  Association. 

2.  The  patient  should  have  received  at  least  two 
drugs  during  a period  of  at  least  12  months. 

3.  The  patient  should  have  been  diagnosed  as  having 

* This  work  was  supported  by  Grant  1523  from  the  Health 
Research  Council  of  the  City  of  New  York. 


inactive  disease  following  the  active  episode  for  at  least 
a one-year  period. 

4.  The  patient  should  have  had  frequent  evaluations 
including  bacteriologic  and  radiologic  examinations, 
during  a follow-up  period  of  five  years. 

To  reduce  the  sources  of  error  in  evaluation  and 
assessment  of  the  activity  status,  all  chest  x-ray  films 
were  re-examined  by  one  member  of  the  project  staff, 
and  all  bacteriologic  and  clinical  findings  and  prog- 
ress reports  were  reviewed.  This  procedure  elimi- 
nates interindividual  variation  in  determining  the 
activity  status  when  such  a determination  is  based 
on  radiologic  findings. 

Many  patients  were  called  back  for  re-examina- 
tion, clinically,  bacteriologically,  and  radiographi- 
cally. Several  patients  were  disqualified  because  the 
criteria  of  inactivation  were  not  met:  they  did  not 
receive  the  minimal  therapeutic  schedule,  or  they 
were  not  examined  at  regular  intervals  of  at  least  once 
every  six  months.  A total  of  326  patients  met  the 
aforementioned  criteria  and  were  thus  included  in 
the  investigation.  The  follow-up  period  ranged  from 
four  to  five  and  one-half  years  following  diagnosis. 

Study  findings 

Of  the  326  previously  treated,  confirmed  inactive 
patients,  35,  or  10.7  percent,  reactivated.  Reacti- 
vation was  determined  either  by  positive  bacterio- 
logic findings,  worsening  of  the  chest  radiographs,  or 
both.  Reactivation  was  studied  in  relation  to  the 
various  demographic  and  epidemiologic  variables. 
Influences. 

Age  and  Sex.  Reactivation  was  relatively  low 
among  the  25-  to  34-year  age  group  and  among  those 
who  were  65  years  and  over.  The  few  patients  (20) 
in  the  last  category  do  not  allow  for  solid  conclusions. 
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TABLE  I.  Reactivation  by  age 


l4-i 


/■ — Inactive — N 

/'Reactivated^ 

Total 

Age  in 

Num- 

Per- 

Num- 

Per- 

Num- 

Years  , 

ber 

cent 

ber 

cent 

ber 

0 to  14 

2 

2 

15  to  24 

44 

86.3 

7 

13.7 

51 

25  to  34 

70 

92.2 

6 

7.8 

76 

35  to  44 

71 

87.7 

10 

12.3 

81 

45  to  54 

46 

88.5 

6 

11.5 

52 

55  to  64 

38 

86.4 

6 

13.6 

44 

65  plus 

20 

100.0 

0 

0 

20 

years 

Totals 

291 

89.3 

35 

10.7 

326 

Slight  variations  in  the  reactivation  rates  from  the 
overall  rate  of  10.7  percent  were  noted  among  other 
age  groups  (Table  I).  The  sex  of  the  patient  was  not 
a determinant  in  reactivation. 

Ethnic  background.  Although  the  incidence  of 
tuberculosis  among  blacks  is  much  higher  than 
among  whites,  this  difference  does  not  hold  true  in 
the  case  of  reactivation.  Reactivation  was  observed 
among  13  percent  of  whites  and  11  percent  of  the 
black  patients.  Spanish-speaking  patients  had  the 
lowest  reactivation  rate,  6.2  percent.  This  may  be 
partly  attributed  to  the  fact  that  they  are  usually 
afflicted  with  minimal  disease  rather  than  with 
moderate  or  far-advanced  disease,  owing  to  their 
younger  age  group.  This  factor,  namely,  the  extent 
of  the  pathologic  lesion,  was  found  to  be  a deter- 
mining factor  in  reactivation. 

Living  conditions  and  marital  status.  Almost 
twice  as  many  reactivations  occurred  among  patients 
living  alone  as  among  those  living  with  their  families, 
16  and  8.9  percent,  respectively.  This  could  be  in- 
terpreted as  a function  of  two  factors:  one  is  the 
prevalence  of  extensive  disease  among  patients  living 
alone;  the  other  is  the  assumingly  increased  aware- 
ness of  the  disease,  regularity  of  medication,  and 
better  nutrition  among  those  living  in  a family  set- 
ting, all  factors  leading  to  better  healing  among  this 
patient  population. 

Married  patients  reactivated  at  a lower  rate  than 
did  unmarried  ones,  9.1  percent  as  compared  with 
12.8  percent,  respectively. 

FJxtent  of  disease.  The  relationship  of  reactiva- 
tion to  the  extent  of  disease  during  the  previous  ac- 
tive episode  is  shown  in  Figure  1.  There  was  a direct 
correlation  between  the  extent  of  disease  and  reac- 
tivation, ranging  from  6.9  percent  in  the  case  of  those 
with  minimal  disease  to  13.8  percent  in  the  case  of 
patients  with  far-advanced  disease. 

Alcohol  consumption.  Information  relating  to 
alcohol  consumption  was  obtained  from  173  patients. 
Patients  were  classified  as  light,  moderate,  or  heavy 
consumers,  or  alcoholics,  according  to  the  following 
criteria: 

bight — Less  than  one  quart  per  week 

Moderate — One  to  two  quarts  per  week 

Heavy — More  than  two  quarts  per  week 


MINIMAL  MODERATELY  FAR  OTHER 

ADVANCED  ADVANCED 

EXTENT  OF  DISEASE 

FIGURE  1.  Reactivation  rate  by  extent  of  disease. 


PERCENT 

FIGURE  2.  Reactivation  rate  by  alcohol  consumption. 


Alcoholic — An  excessive  drinker  whose  alcoholic  de- 
pendency has  been  made  manifest  in  noticeable  men- 
tal disturbance  and  has  interfered  with  his  physical 
and  mental  well-being  and  with  his  ability  to  cope  with 
social  and  economic  problems 

Figure  2 demonstrates  the  reactivation  rate  ac- 
cording to  alcohol  consumption.  Light  and  moder- 
ate users  experienced  a reactivation  rate  of  12.8 
percent,  almost  twice  that  of  nonusers,  6.6  percent; 
heavy  consumers  and  alcoholics  were  three  times  as 
much,  18.6  percent. 

Smoking.  Reactivat  ion  was  higher  among  heavy 
smokers,  16  percent,  than  among  moderate  or  light 
or  nonsmokers,  12.1,  8,  and  9.8  percent,  respective- 
ly- 

Locale  of  therapy.  The  locale  of  therapy  is  de- 
pendent, to  a great  extent,  on  the  degree  of  existing 
pathologic  conditions,  a very  influential  determinant 
in  reactivation.  Of  all  patients  treated  exclusively 
at  home,  44  percent  were  suffering  from  minimal 
disease;  among  patients  who  received  hospital 
treatment,  only  15  percent  were  suffering  from  the 
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TABLE  II.  Reactivation  by  extent  of  disease 


Extent  of 
Disease 

{ — Inactive — ^ 
Num-  Per- 

ber  cent 

/^Reactivated-^ 
Num-  Per- 
ber  cent 

Total 

Num- 

ber 

Minimal 

67 

93.1 

5 

6.9 

72 

Moderately 

advanced 

129 

89.6 

15 

10.4 

144 

Far  advanced 

81 

86.2 

13 

13.8 

94 

Other* 

14 

87.5 

2 

12.5 

16 

Totals 

291 

89.3 

35 

10.7 

326 

• Includes  pleural  effusion,  miliary  tuberculosis,  and  so  forth. 


same  pathologic  condition.  Consequently,  one 
should  expect  a higher  reactivation  rate  among  hos- 
pitalized patients  than  among  patients  treated  ex- 
clusively at  home.  When  patients  were  classified 
according  to  whether  they  were  treated  at  home  or 
received  both  hospital  and  domiciliary  treatment,  it 
was  found  that  6.5  percent  of  the  former  patients 
reactivated  during  the  follow-up  period,  as  compared 
with  12  percent  among  the  latter  group.  This  rela- 
tionship could  be  easily  demonstrated  when  reacti- 
vation is  calculated  according  to  the  two  variables 
simultaneously,  namely,  extent  of  disease  and  locale 
of  therapy  (Tables  II  and  III). 


Patients  who  were  hospitalized  less  than  one  year 
reactivated  at  the  rate  of  10  percent  as  compared  with 
50  percent  for  those  who  were  hospitalized  more  than 
one  year  (P  < 0.01). 

Although  the  majority  of  hospitalized  patients 
were  admitted  only  once,  still  17  percent  of  patients 
were  hospitalized  twice  or  more  times  for  several 
reasons.  Many  patients  left  the  hospital  against 
medical  advice  and  were  readmitted  when  their 
medical  condition  deteriorated.  Among  those  who 
were  never  hospitalized,  6.5  percent  reactivated,  for 
those  hospitalized  once  10.2  percent,  and  for  patients 
admitted  two  or  more  times,  the  reactivation  rate  was 
24.2  percent. 

Regularity  in  drug  administration.  The  patient’s 
acceptance  and  cooperation  in  drug  administration 
played  a major  role  in  reactivation.  Patients  were 
classified  into  three  groups  regarding  this  variable: 
good  or  fair,  recalcitrant,  and  questionable.  Among 
patients  who  rated  good  or  fair,  the  reactivation  rate 
was  9 percent,  as  compared  with  25.8  percent  among 
those  considered  recalcitrant.  The  29  patients  rated 
as  questionable  did  not  have  enough  information  to 
be  classified  in  either  group  (Table  IV). 

It  is  of  interest  to  note  that  the  highest  reactivation 
rate  among  the  various  age  groups,  regardless  of  all 


TABLE  III.  Reactivation  by  extent  of  disease  and  locale  of  therapy 


Locale  of 


-Minimal- 


Reactivated 


-Moderate  and ^ 

Far  Advanced 

Reactivated 


Other- 


Reactivated 


-Total  Number — 
Reactivated 


Therapy 

Inactive 

(percent) 

Inactive 

(percent) 

Inactive 

(percent) 

Inactive 

(percent) 

Domiciliary 

31 

1 (3.1) 

39 

4 (10.2) 

2 

0 

72 

5 (6.5) 

Hospital  and 

36 

4 (10.0) 

171 

24  (14.0) 

12 

2 (14.3) 

219 

30  (12.1) 

domiciliary 

Totals 

67 

5 (6.9) 

210 

28  (11.8) 

14 

2 (12.5) 

291 

35  (10.7) 

TABLE  IV.  Reactivation  by  patient  cooperation 
in  drug  administration 

/ — Inactive — ^ /-Reactivated-^  Total 
Patient  Num-  Per-  Num-  Per-  Num- 


Cooperation 

ber 

cent 

ber 

cent 

ber 

Good  or  Fair 

242 

90.0 

24 

9.0 

266 

Recalcitrant 

23 

74.2 

8 

25.8 

31 

Questionable 

26 

89.7 

3 

10.3 

29 

Totals 

291 

35 

326 

Significant  differences  were  noted  in  the  reacti- 
vation rate  according  to  the  length  of  the  hospitali- 
zation period  and  the  number  of  hospital  admissions. 


other  variables,  was  in  the  age  group  of  15  to  24  years, 
13.7  percent.  In  a previous  investigation  of  the 
regularity  of  drug  administration  among  hospitalized 
and  ambulatory  tuberculosis  patients,  the  authors 
found  that  ambulatory  patients  who  were  less  than 
20  years  of  age  were  markedly  less  regular  in  self- 
medication  when  compared  with  other  age  groups. 

Coexisting  other  illnesses.  A marked  difference 
existed  in  the  reactivation  rate  between  those  pa- 
tients whose  past  history  or  existing  current  illnesses 
were  insignificant,  10.6  percent,  and  those  who  gave 
a history  of  chronic  lung  disease,  23  percent,  or 
mental  illness,  27.2  percent. 


TABLE  V.  Reactivated  cases  by  initial  bacteriologic  findings  and  results  of  bacteriologic 
and  radiologic  examinations  on  reactivation 

( Findings  on  Reactivation ^ 

X-ray  Film  Results 

Initial  ^ — Positive  Culture — ^ f Worsening ^ ^ Both Total 

Cultures  Number  Percent'  Number  Percent  Number  Percent  Number 


Positive 

2 

8.7 

10 

43.5 

11 

47.8 

23 

Negative 

4 

33.0 

7 

58.3 

1 

8.7 

12 

Totals 

6 

17 

12 

35 
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TABLE  VI.  Reactivation  by  last  known  x-ray 
film  examination 


Last  Known 

/ — Inactive  — s 

/-Reactivated^ 

Total 

X-ray  Film 

Num- 

Per- 

Num- 

Per- 

Num- 

Findings 

ber 

cent 

ber 

cent 

ber 

Clearing 

134 

91.2 

13 

8.8 

147 

> No  Change 

26 

89.7 

3 

10.3 

29 

Fibrosis 

80 

85.2 

14 

14.8 

94 

Cavitation 

6 

66.7 

3 

33.3 

9 

Totals 

246 

33 

279 

Reactivation. 

Relation  to  previous  bacteriologic  status.  In 
studying  the  reactivation  rate  according  to  the  bac- 
teriologic findings  during  the  initial  episode,  it  was 
found  that  several  patients  were  diagnosed  on  ra- 
diologic grounds  only;  a few  had  their  sputa  examined 
only  once.  Consequently,  this  relationship  was  not 
explored. 

In  trying  to  correlate  the  initial  bacteriologic  status 
of  patients  who  reactivated  with  their  subsequent 
bacteriologic  findings  on  reactivation,  it  was  found 
that  if  it  was  hard  to  culture  the  Mycobacterium 
tuberculosis  during  the  initial  episode,  it  was  simi- 
larly difficult  to  obtain  a positive  culture  on  reacti- 
vation. Of  35  patients  who  reactivated,  23  had 
positive  cultures  during  the  initial  active  episode;  of 
these  latter,  13  patients,  or  56.5  percent,  were  ex- 
creting tubercle  bacilli  on  reactivation.  Of  the  re- 
maining 12  with  initial  negative  cultures,  only  5,  or 
41.6  percent,  had  positive  cultures  on  reactivation 
(Table  V). 

Relation  to  radiologic  findings  during  active  ep- 
isode. Adequate  radiologic  information  was  avail- 
able for  279  patients.  Among  the  nine  patients  who 
had  cavitation  in  their  initial  active  episodes,  three, 
or  33.3  percent,  reactivated.  Among  those  patients 
whose  last  known  chest  films  indicated  clearing  of 
previous  findings,  reactivation  was  lowest,  8.8  percent 
(P  <0.01)  (Table  VI). 

Relation  to  criteria  utilized  in  establishing  inac- 
tive state.  If  the  diagnosis  of  inactivation  was  based 
on  both  radiologic  and  bacteriologic  examinations, 
the  reactivation  rate  was  10  percent.  If,  on  the  other 
hand,  radiologic  criteria  were  the  only  ones  used, 
reactivation  was  much  higher,  21.4  percent. 

Relation  to  period  between  diagnosis  of  initial 
episode  and  inactivation.  When  reactivation  of 
patients  was  studied  according  to  the  period  that 
elapsed  between  diagnosis  and  their  achieving  an 
inactive  state,  it  was  found  that  the  longer  the  period 
it  took  for  the  lesion  to  become  inactive,  the  higher 
the  chances  of  reactivation.  Thus,  among  those  who 
became  inactive  in  less  than  one  year,  the  reactiva- 
tion rate  was  9 percent,  as  compared  with  20.5  per- 
cent for  those  whose  lesions  became  inactive  after  two 
years. 

Comment 

In  spite  of  the  tremendous  achievements  in  tu- 


berculosis chemotherapy  during  the  past  25  years 
and  the  continuous  decline  in  mortality  and  mor- 
bidity rates,  tuberculosis  still  remains  one  of  the 
major  public  health  problems,  especially  in  our  large 
urban  centers. 

Several  factors  precipitated  to  the  present  delay 
in  tuberculosis  elimination.  Among  these  are:  (1) 
the  persistently  late  identification  of  tuberculosis 
patients  whereby  between  60  to  70  percent  of  all  cases 
when  first  diagnosed  are  found  to  have  extensive 
pathologic  conditions;  (2)  the  irregularity  of  self- 
medication  among  patients  on  ambulatory  treat- 
ment, the  most  frequently  used  mode  of  therapy  at 
present;  (3)  the  persistent  high  infection  rate  among 
some  ethnic  groups  in  large  urban  areas;  and  (4)  the 
relatively  high  relapse  rate  among  those  who  were 
previously  patients. 

The  reactivation  phenomenon  in  the  natural  his- 
tory of  pulmonary  tuberculosis  was  well  known  long 
before  the  advent  of  the  chemotherapeutic  agents. 
The  reactivation  rate  in  the  prechemotherapy  era  ran 
as  high  as  30  to  40  percent.  Mitchell,1  in  a follow-up 
study  of  2,331  patients  for  20  years,  found  an  overall 
reactivation  rate  of  28  percent.  Sbarbaro  and  On- 
stad,2  in  a study  of  399  persons  with  inactive  tuber- 
culosis between  1935  and  1960,  found  that  31  persons, 
or  8.1  percent,  reactivated,  and,  of  these,  20  had  not 
received  chemotherapy  previously.  Comstock3  re- 
ported a reactivation  rate  of  30  percent  for  untreated 
black  patients  as  compared  with  10  percent  for 
whites.  Campbell4  from  Australia  found  that  the 
annual  relapse  rate  among  patients  who  had  received 
chemotherapy  was  1.2  percent,  but  was  2.1  to  2.9 
percent  for  those  treated  without  the  traditional 
bacteriostatic  drugs. 

A few  selected  reactivation  studies  are  summarized 
in  Table  VII.  1>4~9  The  observed  marked  variation 
in  reactivation  can  be  attributed  to  a multitude  of 
factors.  Among  these  are:  the  characteristics  of  the 
patient  population;  the  extent  of  disease  and  the 
presence  of  cavitation;  the  treatment  regimens  and 
regularity  of  medication;  the  bacteriologic  findings; 
the  criteria  defining  the  activity  status;  the  follow-up 
period  and  the  methods  used  in  the  analysis  and  in- 
terpretation of  data. 

In  the  present  investigation,  an  attempt  was  made 
to  standardize,  as  much  as  possible,  the  diagnostic 
criteria  and  to  reduce  sources  of  error.  Probably,  the 
major  finding  of  the  investigation  is  that  the  current 
reactivation  rate  among  patients  who  received  at 
least  one  year  of  chemotherapy  with  two  drugs  (many 
of  whom  received  two  years  or  more  of  therapy)  is  still 
more  than  10  percent.  The  variables  of  age,  sex,  and 
ethnic  background  did  not  seem  to  affect,  signifi- 
cantly, the  reactivation  rate. 

A few  factors  played  a major  role  in  reactivation, 
namely,  the  extent  of  pathologic  condition,  the  reg- 
ularity of  drug  administration,  and  the  criteria  used 
in  establishing  an  inactive  state.  Patients  who  had 
had  extensive  pathologic  conditions  reactivated  twice 
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TABLE  VII.  Selected  reactivation  studies 


Author 


Mitchell1 


Campbell4 


Campbell4 


Phillips5 


Corpe  and 
Blalock6 


Horwitz7 


Edsall,  Collins, 
and  Gray8 


Population  Studied  and  Period 

2,331  patients  diagnosed  between  1930- 
1939  with  uncomplicated  advanced 
pulmonary  tuberculosis  followed  for 
15  to  25  years 

282  male  patients  with  quiescent  disease. 
Some  treated  with  chemotherapy  for 
less  than  six  months;  remainder  treated 
without  chemotherapy 

Second  group  of  84  male  patients  treated 
with  triple-drug  therapy  for  at  least 
18  months 

15-year  study  of  predominantly  male 
group  of  112  patients  discharged  from 
Veterans  Administration  Hospital  in 
Memphis,  Tennessee,  with  medical  ap- 
proval between  1947—1950 


Continuing  study  at  Battey  State  Hos- 
pital, Rome,  Georgia;  764  patients  dis- 
charged between  1953  and  1964  met 
criteria  for  inclusion,  namely:  (1)  proved 
Mycobacterium  tuberculosis  as  causa- 
tive organism,  (2)  atypical  cases  ex- 
cluded, (3)  cavitation  present  at  dis- 
charge, (4)  patient  must  have  had  at 
least  six  months  of  negative  bacteriology, 
and  (5)  at  discharge  roentgenogram  must 
have  revealed  either  stability  or  improve- 
ment 


6,24  2 patients  whose  disease  was  arrested 
between  1951  to  1953  in  Denmark 
studied  during  a follow-up  period  of 
seven  years;  of  these,  522  relapsed 
during  study  period 


Statistical  analysis  of  reactivated  cases 
reported  to  New  York  City  Bureau  of 
Tuberculosis  during  1967 


(■ continued ) 


Reactivation  and  Comments 

Overall  rate  of  28  percent.  Relapse  defined  as 
unfavorable  roentgengraphic  or  bacteriologic 
finding  leading  to  active  treatment  after 
having  achieved  clinical  arrest 

Annual  rate  of  2.1  to  2.9  percent 


Annual  rate  of  1.2  percent. 


47  patients  relapsed  during  period,  cumulative 
relapse  rate  of  41  percent;  17  patients  had 
more  than  one  reactivation.  Extent  of  dis- 
ease did  not  affect  relapse  rate  significantly. 
Most  of  relapses  occurred  within  first  five 
years.  Patients  treated  in  earliest  years  of 
chemotherapeutic  era  before  1951,  mostly 
service  connected 

Relapse  rate  among  those  with  cavities  treated 
with  effective  chemotherapy  during  last  six 
years  of  study  period  was  2.3  percent  as 
compared  with  6.2  percent  for  those  treated 
during  first  six  years  (less  effective  chemo- 
therapy). Overall  relapse  rate  4 percent.  Re- 
lapse more  frequent  in  patients  with  cavities 
of  less  than  2 cm.  in  diameter,  8.7  percent 
than  with  larger  cavities,  1.4  percent  for  9 
cm.  or  more  cavities.  Patients  with  thick- 
walled  cavities  reactivated  at  rate  of  7.4  per- 
cent as  compared  with  2.4  percent  with  thin- 
walled  cavities.  Patients  treated  with  strep- 
tomycin, isoniazid,  and  PAS  (para-amino- 
salicylic acid)  had  lower  relapse  rate  than  those 
treated  only  with  isoniazid  and  PAS.  Failure 
of  patients  to  take  drugs  regularly  after  hos- 
pitalization contributed  to  risk  of  relapse. 

80  percent  of  relapses  occurred  within  first 
three  years  of  discharge.  This  study  directed 
toward  role  played  by  chemotherapy  and 
extent  of  cavitation  on  relapse. 

Rate  of  13  per  1,000  person  years.  Rate  in- 
creased from  5 per  1,000  person  years  for 
age  group  10  to  19  years  to  35  per  1,000 
person  years  for  age  group  60  years  plus.  Re- 
lapse rate  higher  among  infectious  than 
among  noninfectious  patients.  Relapse  rate 
12  per  1,000  person  years  in  preisoniazid 
era  and  6 per  1,000  person  years  in  isoniazid 
era.  To  estimate  rate  of  relapse,  number  of 
relapses  calculated  in  relation  to  actual  num- 
ber of  persons  at  risk,  and  expressed  as  num- 
ber of  relapses  per  1,000  person  years 

Reactivation  more  pronounced  among  elderly, 
alcoholics,  and  especially  those  at  lowest 
end  of  socioeconomic  scale.  Inadequate 
chemotherapy  appeared  to  be  most  impor- 
tant factor  in  reactivation,  in  addition  to 
extent  of  disease.  Almost  50  percent  of  re- 
activations occurred  after  more  than  five 
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TABLE  VII.  ( continued ) 


Author 


Chan-Yeung 
et  al.9 


Population  Studied  and  Period 


Reactivation  and  Comments 


Study  included  all  cases  of  reactivation 
of  tuberculosis  occurring  in  Eskimo 
population  in  Canadian  Northwestern 
territories  between  1965—1969;  97 
patients  included  in  investigation 


years  following  inactivation.  Authors  stated 
many  of  these  patients’  active  episodes  not 
treated  with  chemotherapeutic  agents 
Reactivation  rate  1.3  percent  per  annum.  Risk 
of  reactivation  increased  from  0.4  percent 
during  first  two  years  to  more  than  2 percent 
at  11  to  12  years,  and  subsequently  remained 
at  this  level.  Patients  with  more  advanced 
disease  had  higher  annual  reactivation  rate 
than  those  with  minimal  disease,  2.3  and  1.1 
percent,  respectively;  80  percent  of  patients 
with  reactivated  disease  showed  bacilli  fully 
susceptible  to  main  drugs.  Criteria  for  ac- 
ceptability: (1)  documented  evidence  of 
active  disease  in  both  original  and  reactiva- 
tion episodes  based  on  tuberculin  sensitiv- 
ity, chest  radiographs,  bacteriologic  studies, 
or  both,  and  (2)  period  of  inactivity  of  at 
least  one  year  between  two  active  episodes 


as  often  as  those  with  minimal  lesions.  Recalcitrant 
patients  had  a reactivation  rate  about  three  times  as 
much  as  those  who  took  their  drugs  regularly. 

The  study  also  shows  that  reactivation  is  lower 
among  patients  who  were  classified  as  inactive  ac- 
cording to  both  radiologic  and  bacteriologic  criteria 
than  if  this  were  based  on  radiologic  findings  only. 

Summary 

The  elimination  of  tuberculosis  as  a public  health 
problem  can  only  be  achieved  when  the  number  of 
active  cases  is  reduced  to  a minimum.  This  can  be 
accomplished  through  a reduction  in  the  infection 
reservoir — those  infected  with  the  tubercle  bacil- 
lus— and  in  the  number  of  patients  who  are  reacti- 
vated from  the  inactive  pool.  The  current  investi- 
gation elucidates  some  of  the  factors  involved  in 
reactivation  and  may  help  toward  the  latter  goal. 
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Introduction 


ALFRED  A.  ANGRIST,  M.D. 

Lake  Success,  New  York 

Chairman  (Emeritus)  and  Professor,  Department  of  Pathology, 
Albert  Einstein  College  of  Medicine  of  Yeshiva  University 

Our  subject,  as  the  program  indicates,  is  “Human- 
ism and  Medical  Ethics.”  Offhand  one  might 
question  the  need  or  justification  for  such  a sympo- 
sium. It  smacks  of  a topic  that  is  self-evident  in  its 
affirmation  and  promotion,  and  any  negative  ap- 
proach would  be  equivalent  to  opposition  to  moth- 
erhood, charity,  morality,  and  goodness  in  general. 
Could  we  not  stop  now;  is  there  any  more  to  be 
said? 

It  would  seem  that  devotion  to  goodness,  kindness, 
and  concern  for  fellow  human  beings  should  come  to 
all  with  their  mothers’  milk.  The  trouble  is  that  this 
might  have  been  true  heretofore,  but  many  things 
have  changed,  particularly  in  medicine,  as  in  the 
whole  modern  world,  most  especially  including  and 

Presented  at  the  170th  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  General  Sessions,  No- 
vember 8,  1976. 

Medical  Ethics, 

Humanism,  and 
Preparation  of 
Modern  Physician 

JOHN  NAUGHTON,  M.D.* 

Buffalo,  New  York 

Dean  and  Professor  of  Medicine,  State  University  of  New  York  at 
Buffalo  School  of  Medicine 

Medicine  is  a profession  which  has  long  prided  it- 

Presented  at  the  1 70th  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  General  Sessions,  No- 
vember 8,  1976. 

*By  invitation. 


Humanism  and 
Medical  Ethics 


encompassing  all  the  advances  in  medicine;  the  entire 
world  is  different  now.  There  is  the  rub;  for  no 
longer  is  the  baby  fed  mother’s  milk;  it  is  now  a pre- 
pared formula,  if  not  a synthetic  one! 

The  old  humanism  and  ethical  code  must  be 
changed  to  meet  the  new  conditions  that  prevail  in 
the  world  about  us.  We  must  meet  the  new  needs. 
No  longer  can  a successful  application  of  old  dogma 
and  old  codes  be  taken  for  granted.  Much  of  it  is 
inapplicable  in  the  present.  The  ancient,  very  suc- 
cessful, physician-patient  relationship  requires  many 
adjustments  and  alterations,  and  there  now  prevails 
a new  basis  for  the  interaction  between  patient  and 
physician.  The  old  empathy  must  be  there,  but  it 
cannot  depend  on  the  Hippocratic  Oath,  the  Oath  of 
Geneva,  or  the  Prayer  of  Maimonides  alone. 

We  are  fortunate  indeed  in  having  had  outstanding 
speakers  selected  for  us  who  are  to  present  several 
aspects  to  bring  our  ethical  and  humanistic  concepts 
as  they  apply  to  medicine  now  into  the  proper  per- 
spective for  the  present  era.  I am  certain  you  will 
find  much  food  for  thought  in  what  our  speakers  tell 
us. 

Our  first  speaker  will  be  John  Naughton,  M.D., 
Dean  and  Professor  of  Medicine,  State  University  of 
New  York  at  Buffalo  School  of  Medicine,  and  his 
topic  will  be  “the  physician  of  tomorrow.” 


self  on  its  ability  to  maintain  a set  of  principles  and 
values  that  characterize  physicians  as  citizens  beyond 
reproach  and  a profession  as  sacrosanct.  In  recent 
years,  physicians  and  the  profession  have  come  under 
greater  and  greater  scrutiny  by  fellow  health  pro- 
fessionals, by  governmental  agencies,  by  patients,  by 
providers  and  consumers,  and  by  other  professional 
organizations.  At  an  initial  glance,  it  might  appear 
that  medicine  is  the  whipping  boy  for  other  dissat- 
isfied and  unrewarded  endeavors,  but  such  is  hardly 
the  situation.  To  be  sure,  the  dynamic  nature  of  the 
1960s  combined  with  results  of  the  counterculture 
and  sudden,  dramatic  expansion  of  medical  school 
class  sizes  from  7,500  students  in  1964  to  almost 
15,000  in  1977,  have  contributed  much  to  the  fer- 
ment. As  important,  however,  is  the  suspicion  with 
which  authority  is  regarded  throughout  the  United 
States  and  the  fact  that  we  now  live  in  a society  in 
which  authoritative  behavior  must  be  more  clearly 
separated  and  classified  from  authoritarian  behavior. 
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Whatever  the  cause,  it  is  apparent  that  medical 
school  faculties  must  evaluate  the  current  status  of 
medical  ethics  and  humanism  in  their  institutions, 
and  they  must  reappraise  the  necessity  of  including 
formal  course  work  in  these  areas  as  a part  of  the 
medical  students’  preparation  for  the  future.  This 
presentation  will  highlight  three  aspects  of  physician 
and  professional  behavior  for  which  a foundation  in 
medical  ethics  is  required. 

Bioethics 

In  my  limited  exploration  of  the  problems  related 
to  ethics  and  humanism  in  the  medical  curriculum, 
I am  impressed  that  a questionnaire  survey  would 
probably  identify  two  basic  justifications  for  in- 
cluding these  topics  in  the  medical  educational  pro- 
cess. The  first  justification  is  to  provide  medical 
students  with  the  basis  for  making  correct  judgments 
about  issues  dealing  with  the  technologic  advances 
of  the  discipline.  This  problem  area,  usually  iden- 
tified as  bioethics,  deals  with  those  issues  relating  to 
the  maintenance  of  life  with  mechanical  support 
services  such  as  respirators,  hemodialysis  units,  and 
mechanical  assistance  to  the  cardiovascular  system. 
This  field  of  ethics  usually  concentrates  its  energies 
around  the  single  case  approach  and  those  problems 
which  usually  arise  from  crisis  intervention.  There 
are  circumstances  such  as  in  the  field  of  population 
control  in  which  decision  making  and  ethical  judg- 
ments are  not  necessarily  acute  in  nature,  but 
wherein  a host  of  individual  and  social  concerns  are 
raised  that  must  be  dealt  with. 

Humanistic  physician 

The  second  area  that  I predict  would  be  identified, 
especially  by  practicing  physicians  and  other  health 
professionals,  would  relate  to  a sense  that  many  of 
today’s  physicians  have  developed  a set  of  values 
which  are  not  appreciated  as  compatible  with  those 
which  once  characterized  the  model  physician. 
Some  responders  might  object  to  such  features  as 
personal  appearance;  others  to  style  of  dress  or  to  the 
manner  in  which  rapport  is  or  is  not  established;  and 
others  to  a relegating  of  individual  human  values  to 
a second  order  of  priority  in  relation  to  applying  the 
advances  of  modern,  scientific,  technologic  medicine. 
For  those  individuals  most  dedicated  to  the  ideals  of 
the  profession,  these  concerns  are  indeed  troubling 
because  they  evidence  change,  change  which  is 
visualized  as  denigrating  to  the  patient,  the  physi- 
cian, and  the  profession,  and  which  is  oftentimes 
focused  on  as  the  explanation  for  society’s  critical 
stance  toward  the  profession. 

It  is  the  symptoms  resulting  from  this  category  of 
concern  that  have  directed  professional  and  national 
attention  to  the  role  of  the  medical  schools  in  pre- 
paring physicians.  Although  a sufficient  data  base 
is  lacking,  only  the  most  calloused  observer  would 
deny  that  in  the  attempt  to  deal  with  the  knowledge 


explosion  of  the  post-World  War  II  era,  the  tremen- 
dous expansions  of  the  biomedical  research  mission, 
and  the  development  of  specialization  and  super- 
specialization, medical  school  faculties  often  ignored 
their  perspective  of  the  core  mission  to  the  detriment 
of  the  perceived  needs  of  the  profession,  the  indi- 
vidual, and  the  society.  Today,  the  academic  med- 
ical community  finds  itself  caught  in  the  middle  be- 
tween the  goals  and  needs  of  a highly  technologic, 
highly  specialized  biomedical  community  and  those 
of  a society  whose  priorities  appear  vastly  different. 
It  is  this  conflict  and  confrontation  which  has  fueled 
many  to  consider  whether  tomorrow’s  physicians  are 
being  provided  with  a balanced  diet  of  science  and 
art.  For  this  category  of  concern,  the  ethical  con- 
siderations are  not  ones  of  maintenance  of  life  at  all 
cost  nor  the  loss  of  human  dignity  at  death,  but 
rather  are  ones  which  relate  to  the  day-to-day  in- 
teractions of  physicians  with  peers,  health-care 
professionals,  and  patients,  and  between  the  pro- 
fession and  its  society. 

The  foregoing  describes  broad  categories  of 
problems  for  which  some  preparation  in  ethics  and 
human  behavior  can  provide  a foundation  with  which 
physicians  can  make  rational  correct  judgments  and 
which  could  promote  an  improved  perception  by  the 
patient  about  the  physician’s  proper  and  justified 
authoritarian  role  in  society. 


Social-professional  ethics 

There  is  a third  category  of  broad  concerns  which 
also  justifies  examination  by  the  academic  commu- 
nity when  exploring  the  need  for  ethics  and  human- 
ism in  the  curriculum.  Although  this  category  can- 
not easily  be  labeled,  it  is  possible  to  identify  certain 
indications  and  actions  which  suggest  that  tomor- 
row’s physician  must  be  prepared  differently  from 
yesterday’s  if  a major  irreversible  confrontation  be- 
tween the  profession  and  the  society  is  to  be  pre- 
vented. 

We  are  at  a point  in  medical  education  and  health 
care  at  which  the  system  is  being  challenged  from 
without  more  than  from  within,  and  medical  educa- 
tion and  health  policy  are  being  formulated  by  a se- 
ries of  seemingly  disjointed  and  unrelated  events 
rather  than  by  centralized  coordination  and  imple- 
mentation. Be  that  as  it  may,  several  major  changes 
in  social  posture  toward  the  medical  establishment 
have  occurred  in  recent  years,  and  they  have  culmi- 
nated in  the  legislating  of  the  Health  Professions 
Assistance  Act  of  1976.  The  physician  of  the  future 
must  be  prepared  to  negotiate  a dialogue  that  will 
explore  and  examine  just  and  reasonable  differences 
and  which  will  result  in  an  improved  equilibrium 
between  the  profession  and  the  society. 

Some  of  the  changes  in  attitude  toward  medical 
education  and  the  profession  are  expressed  as  fol- 
lows: 
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1.  The  burden  of  the  cost  of  medical  student  edu- 
cation is  being  and  will  be  shifted  more  and  more  from 
the  Federal  sector  to  the  private  and  state  sectors. 
Many  medical  schools,  especially  private  schools,  have 
increased  tuition  levels  significantly,  and  there  is  every 
reason  to  believe  that  eventually,  the  medical  student 
will  be  expected  to  bear  the  full  brunt  of  the  education- 
al costs.  For  those  students  who  must  be  helped  with 
nonfamily  sources,  loan  money  at  commercial  interest 
rates  will  be  fashionable,  or  they  may  receive  Federal 
support  in  the  form  of  scholarships  in  exchange  for 
participation  in  the  National  Health  Service  Corps  fol- 
lowing completion  of  their  training. 

2.  Subsidization  of  full-time  medical  school  faculty 
through  participation  in  the  nation’s  biomedical  re- 
search mission  is  being  severely  modified  either 
through  containment  of  the  nation’s  research  budget 
or  withdrawal  of  support.  This  policy  has  resulted  in 
many  schools  reducing  their  number  of  basic  science 
faculty  and  by  placing  a responsibility  on  the  clinical 
faculty  for  deriving  more  and  more  of  their  support 
through  private  practice  activities. 

3.  The  schools  of  medicine  have  been  given  the  re- 
sponsibility of  regulating  the  distribution  of  their 
house  staff  so  that  by  1980,  at  least  50  percent  of  the 
placements  in  any  overall  university-affiliated  pro- 
gram are  in  the  fields  of  internal  medicine,  family  med- 
icine, and  pediatrics,  and  no  more  than  7 percent  are 
allocated  as  primary  care  positions  to  gynecology-ob- 
stetrics. Failure  to  comply  will  result  in  a school’s 
being  penalized  in  the  form  of  withdrawal  of  Federal 
capitation  support. 

4.  A concerted  effort  is  being  made  to  contain  the 
proportion  of  the  total  GNP  (gross  national  product) 
that  is  allocated  to  health.  In  1973,  the  Federal  goal 
was  to  limit  that  proportion  to  8.3  percent  of  the  GNP 
or  to  about  118  billion  dollars.  In  point  of  fact,  it  has 
risen  slightly  to  9.1  percent.  We  now  see  this  goal  as 
being  acted  out  through  control  of  reimbursement 
rates,  reduction  in  support  for  hospital-based  educa- 
tional experiences,  and  external  pressures  being 
brought  to  bear  on  hospitals  and  providers. 

The  aforementioned  may  seem  remote  to  medi- 
cal education.  Nothing  could  be  further  from  the 
truth.  Although  developed  piecemeal  and  isolated, 
it  points  toward  the  evolution  of  a national  health 
policy  whose  goal  is  to  contain  cost;  enhance  service; 
improve  accessibility;  redefine  the  priority  orienta- 
tion of  education,  research,  and  service;  and  to  make 
accountability  of  the  medical  profession  to  society 
fashionable  and  acceptable.  To  adapt  to  these  goals, 
schools  of  medicine  have  an  emergent  and  immediate 
responsibility  to  evaluate  their  role  in  preparing  to- 
morrow’s medical  students  with  an  appreciation  and 
background  in  ethics  and  humanism.  To  do  other- 
wise would  be  to  prepare  a generation  of  physicians 
whose  appreciation  of  this  social  change  would  be 
totally  lacking  and  whose  only  coping  mechanism  is 
confrontation. 

Place  in  curriculum 

Most  physicians  know  and  appreciate  that  cur- 
ricular change  is  difficult  to  implement.  The  com- 


plexities are  more  difficult  to  comprehend  for  the 
nonphysician.  A medical  school  curriculum  is  an 
intense  learning  experience  which  is  subject  to  an 
inevitable  degree  of  failure  and  dissatisfaction  simply 
because  enough  material  cannot  be  taught  and  as- 
similated rapidly  enough  to  prepare  the  future  phy- 
sician for  his  professional  role.  At  the  present  state 
of  the  Act,  medical  school  faculties  have  concentrated 
their  efforts  on  developing,  defining,  and  refining  the 
basic  core  materials  that  every  physician  should 
know.  The  four  “preparatory”  years  of  medical 
school  are  utilized  to  master  this  content.  The 
graduate  medical  education  programs  have  evolved 
so  that  the  core  can  be  expanded  on  as  the  student 
learns  more  and  more  about  less  and  less.  When 
terminated  at  the  end  of  a residency  and/or  fellow- 
ship experience,  he  is  a specialist.  An  examination 
of  any  student’s  preparation  would  reveal  many  areas 
of  educational  deficiency,  and  the  problem  for  a 
medical  school  faculty  is  to  establish  priorities  and 
to  make  decisions  as  to  which  area  of  education 
cannot  be  ignored.  Obviously,  either  by  conscious 
or  unconscious  exclusion,  emphasis  on  ethics  and 
humanism  received  a low  priority  in  the  post-World 
War  II  era. 

Today,  students,  faculty,  practicing  physicians, 
and  society  are  indicating  that  this  priority  must  be 
reconsidered,  and,  in  my  opinion,  there  is  a consensus 
that  formal  preparation  is  required  and  desirable  and 
that  a medical  school’s  commitment  to  it  should  be 
evident. 

We  are  at  a point,  therefore,  where  query  about 
“why  to  do  it”  is  no  longer  an  issue.  Rather,  faculties 
must  be  concerned  with  implementation  and  with  the 
logistics  of  implanting  these  course  materials  in  an 
already  overloaded  and  inadequate  educational  ex- 
perience. To.  be  effective,  a program  offering  in 
ethics  and  humanism  must  draw  on  a number  of  re- 
sources, most  of  which  are  not  traditionally  located 
in  a medical  school  of  a health  sciences  center.  These 
resources  include  faculty;  students;  hospital  staffs, 
philosophers;  lawyers;  staff  from  religious  centers 
such  as  Newman  centers,  Baptist  student  unions,  and 
Jewish  centers;  psychologists;  and  sociologists. 

The  development  and  implementation  of  a com- 
petitive, rewarding  educational  experience  requires 
several  curricular  years.  Although  the  goal  is  to 
provide  each  student  with  a specific  level  of  knowl- 
edge and  understanding,  the  magnitude  of  the  pro- 
gram is  such  that  it  must  be  initiated  with  a small 
core,  create  its  resource  pool,  coordinate  its  team, 
and,  finally,  make  its  impact  on  the  faculty  and  stu- 
dent body.  This  requires  process  development 
which  begins  with  an  assessment  of  needs  and  re- 
sources and  progresses  through  a series  of  steps  over 
a period  of  three  to  five  years  which  include: 

1.  Public  discussion  among  faculty  and  student 

committees  and  groups  to  explore  the  need  for  such 

material  and  to  establish  the  goals  of  the  program. 

2.  Mutual  reinforcement  of  the  need  through  the 
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mechanism  of  formal  seminars,  lectures,  or  clinical 
rounds  which  emphasize  problem  areas  which  have 
ethical  and  humanistic  issues  associated  with  them. 

3.  The  introduction  of  informal  courses  which 
form  the  demonstration  model  from  which  the  final, 
refined  product  will  emanate. 

4.  The  introduction  of  credit  courses  either  as  re- 
quired or  elective  courses.  These  would  obviously 
represent  the  formalized  commitment  of  a school,  its 
faculty,  and  its  students  to  the  importance  of  such  core 
material. 

5.  The  eventual  training  of  physicians  and  other 
health  professionals  to  become  proficient  and  expert  in 
the  field  of  medical  ethics  and  humanism. 

Each  medical  school  must  determine  whether 
the  goal  is  to  incorporate  the  material  onto  or  into  the 
curriculum.  If  the  first  goal  is  chosen,  then  that 
school  will  probably  develop  a full-blown  department 
whose  staffing  pattern  becomes  large  and  whose 
faculty  accept  full  responsibility  for  teaching  all 
material  related  to  ethics  and  humanism.  If  the 
latter  approach  is  taken,  then  a small-core  staff  is 
selected,  and  the  bulk  of  the  teaching  is  accomplished 

Are  Hospitals 
Dehumanized? 

DAVID  D.  THOMPSON,  M.D. 

New  York  City 

Director,  The  New  York  Hospital 

My  assignment  is  to  address  the  question,  “Are 
hospitals  dehumanized?”  My  answer  can  only  be  an 
unequivocal  yes.  Do  I sit  down  now  and  let  the  next 
speaker  have  his  turn,  or  do  I go  on  to  elaborate  fur- 
ther? I choose  to  elaborate,  since  I do  not  feel  that 
to  just  state  that  hospitals  are  dehumanized  really 
tells  the  full  story. 

Today’s  medical  care  delivery  system  is  a complex 
process.  From  primary  care  centers  all  the  way  to 
tertiary  care  centers  patients  are  grouped  according 
to  their  need,  type  of  illness,  and  degree  of  urgency. 
This  has  become  necessary  to  deliver  the  quantity  of 
care  that  is  being  demanded  by  the  public.  In 
maintaining  that  quantity,  however,  we  must  never 
lose  sight  of  the  fact  that  there  must  also  be  quali- 
ty. 

Webster  defines  “dehumanize”  as  “to  deprive  of 
human  qualities,  as  pity,  kindness,  individuality, 
creativity,  etc.;  make  inhuman  or  machine  like.” 
While  it  may  be  difficult  to  allow  for  individuality  in 
treating  large  numbers  of  people,  there  is  no  excuse 
for  not  showing  kindness  and  respect  to  those  who 
come  to  us  for  assistance.  Efficiency  should  not  be 

Presented  at  the  170th  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  General  Sessions,  No- 
vember 8, 1976. 


through  surrogates  who  have  had  proper  in-service 
preparation  and  who  can  appreciate  how  to  raise  the 
relevant  issues  at  the  proper  time  in  the  appropriate 
setting.  The  latter  is  obviously  a less  costly  ap- 
proach, but  can  only  work  if  the  core  group  is  strong 
and  has  a strong  institutional  commitment.  The 
former  approach  mirrors  the  manner  in  which  most 
programs  have  been  developed  in  universities  in 
modern  times;  it  is  more  costly  and  creates  the  di- 
lemma that  in  addition  to  education,  specialists  in 
ethics  and  humanism  must  be  generated. 

In  summary,  today’s  and  tomorrow’s  physicians 
require  a firm  foundation  in  the  principles  of  ethics 
and  human  behavior.  We  are  at  a crisis  point  where 
that  need  is  greater  than  ever.  The  challenge  is  not 
to  debate  the  need,  but  to  develop  education  pro- 
grams that  will  be  well  received  and  which  will  have 
impact  on  the  student  in  the  same  fashion  as  do  the 
other  educational  offerings  in  a medical  school. 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 
Capen  Hall 
Buffalo,  New  York  14214 

synonymous  with  dehumanism  but  rather  with  hu- 
manism. 

The  great  increase  in  the  volume  of  delivery  of 
medical  care,  the  increase  in  the  use  of  the  specialist 
in  lieu  of  the  family  physician,  and  the  centralization 
and  classification  of  medical  care  as  primary,  sec- 
ondary, and  tertiary  have  contributed  to  the  growing 
feeling  that  hospitals  and  health  care  delivery  insti- 
tutions are  dehumanized.  Unfortunately,  this 
“malignancy”  had  to  grow  to  a noticeable  size  before 
many  of  us  realized  what  was  happening.  Symptoms 
began  to  increase  and  become  severe  enough  to  be 
observable.  It  took  yet  a while  before  the  diagnosis 
was  made,  but  then  it  became  obvious  what  was 
necessary — the  lesion  had  to  be  excised.  I believe 
that  excision  is  taking  place  today. 

Steps  toward  humanization 

Health  care  professionals  and  hospital  adminis- 
trators alike  are  today  recognizing  that  behind  the 
morass  of  numbers  that  identify  patients,  such  as 
social  security  numbers,  hospital  patient  numbers, 
account  numbers,  and  specimen  numbers,  are  indi- 
vidual people.  The  proof  of  this  is  the  recognition 
by  the  American  Hospital  Association  and  the  vari- 
ous health  departments  and  state  legislatures  around 
the  country  that  patients  have  certain  rights.  As  you 
know,  The  State  of  New  York  Department  of  Health 
mandated  that  all  hospitals  in  New  York  State  post 
and  distribute  a Patients’  Bill  of  Rights.  There  is 
nothing  radical  or  bizarre  in  any  of  the  Rights’ 
statements,  but  rather  it  is  a recognition  that  a pa- 
tient has  the  right  to  know  about  his  diagnosis  and 
his  prognosis.  First  and  foremost,  physicians  can 
humanize  the  hospital  by  answering  each  patient’s 
questions  and  letting  him  know  that  he  is  a partner 
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with  the  physician  and  that  the  plan  of  treatment  is 
being  geared  to  him  as  an  individual  with  recogniz- 
able needs  and  wants. 

When  discussing  the  dehumanization  of  a hospital, 
the  easiest  thing  to  do  is  to  blame  it  on  the  “system,” 
but  the  system  is  really  nothing  more  than  a method 
or  plan  of  arrangements  devised  by  individuals. 
Thus,  if  a system  is  dehumanizing  it  has  become  so 
because  of  the  individuals  who  established  it.  In  my 
own  institution  I have  seen  evidence  of  humanism 
still  prevailing  in  the  system.  Team  conferences  are 
held  on  patient  units  to  discuss  the  problems  of  in- 
dividual patients.  There  is  multidisciplinary  rep- 
resentation to  allow  for  varied  input.  The  patients 
discussed  at  these  team  conferences  are  usually  those 
who  the  staff  have  recognized  as  having  particular 
problems  either  in  dealing  with  their  hospitalization, 
their  illness,  or  outside  socioeconomic  problems 
which  are  affecting  their  recovery.  To  me,  the  fact 
that  this  recognition  takes  place  and  that  an  attempt 
to  help  this  patient  is  made  is  a very  gratifying  sign 
that  there  is  humanization  in  the  hospital  system. 

Another  way  in  which  hospitals  are  trying  to  hu- 
manize their  delivery  of  care  is  the  establishment  of 
patient  representative,  that  is,  advocate  or  om- 
budsman programs.  Patient  representatives  are 
there  to  assist  patients  with  their  individual  needs 
that  perhaps  don’t  fall  readily  into  the  province  of 
one  or  another  member  of  the  hospital  team  or  go 
beyond  the  scope  and  function  of  the  professional 
staff  directly  responsible  for  the  patient’s  care. 
Oftentimes  the  patient  representative  serves  as  a li- 

Teaching 

Humanity-Oriented 
Medical  Ethics 

STEPHEN  NORDLICHT,  M.D. 

New  York  City 

Consultant  in  Psychiatry,  The  Roosevelt  Hospital,  and  Consultant 
Psychiatrist,  New  York  City  Police  Department 

Emphasis  on  humanistic  criteria  does  not  imply  a 
retreat  from  science;  rather  it  points  to  the  need  for 
an  enlargement  and  a rededication  of  the  scientific 
enterprise.” — Rene  Dubos1 

Medicine  as  it  evolved  over  the  centuries  moving 
from  sorcerer  to  shaman,  to  priest,  and  ultimately  to 
the  physician  was  at  the  same  time  slowly  developing 
its  own  code  of  conduct.2  However  it  was  Hippoc- 
rates of  Cos,  in  the  fifth  century  B.C.,  who,  appar- 
ently recognizing  that  greater  guidance  was  neces- 
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aison  between  the  patient  and  the  health  care  team, 
or  the  patient  and  the  institution  at  large,  because  the 
patient  is  uncomfortable  or  unfamiliar  with  how  to 
express  his  own  needs,  concerns,  or  fears.  Once  the 
patient  representative  has  been  alerted  to  a patient’s 
problem  he  or  she  then  works  with  and  through  the 
staff  in  trying  to  resolve  that  problem  for  that  indi- 
vidual patient. 

Summary 

The  hospital  edifice  may  seem  austere  and  inhu- 
man, but  the  interior  can  be  just  the  opposite. 
Specialty  units  are  structured  and  geared  to  the 
needs  of  individual  patients  as  they  are  affected  by 
their  disease.  Treatments  and  routines  must  be 
carried  out,  but  at  the  same  time,  a person’s  right  to 
privacy  and  to  accept  or  decline  treatment  must  be 
recognized  as  an  integral  part  of  the  delivery  of  health 
care.  Notice  that  I said  person,  not  patient.  If  we 
remember  that  patients  are  people  and  we  treat  them 
as  such,  we  will  not  lose  sight  of  the  humanism  fac- 
tor. 

Are  hospitals  dehumanized?  I think  they  might 
have  been,  and  maybe  in  many  instances  they  still 
are,  but  I think  they  are  trying.  I believe  all  of  us 
recognize  that  a large  part  of  curing  is  caring  and  that 
only  by  caring  will  we  be  able  to  maintain  a human- 
ized hospital. 

525  East  68th  Street 
New  York,  N.Y.  10021 

sary,  proceeded  to  develop  our  first  code  of  ethics.3’4 
It  is  still  with  us  today  but  no  longer  fulfills  our 
present  needs. 

Our  technical  advances,  together  with  the  ac- 
companying changes  in  our  social  structure,  confront 
us  with  a variety  of  problems  which  continue  to 
challenge  our  former  and  accustomed  ways  of 
thinking.  Yesterday’s  training  and  teaching  of  fu- 
ture physicians  can  no  longer  be  viewed  as  acceptable 
unless  it  also  includes  education  in  medical  ethics  and 
humanism.  Our  students  can  then  learn  that  the 
solutions  to  many  problems  may  not  be  as  simple  as 
they  once  may  have  thought,  but  involve  a more 
profound  understanding  and  an  analysis  of  complex 
personal,  familial,  moral,  religious,  and  societal  fac- 
tors. 

Definitions  and  background 

To  avoid  any  misunderstanding,  perhaps  it  would 
be  advisable  at  this  point  to  define  ethics,  medical 
ethics,  and  humanism.  There  may  be  some  differ- 
ences in  interpretation,  but  basically  we  should  be  in 
agreement.  Ethics,  also  referred  to  as  moral  phi- 
losophy, is  that  study  or  discipline  which  concerns 
itself  with  judgments  of  approval  or  disapproval, 
rightness  or  wrongness,  goodness  or  badness,  and 
virtue  or  vice.5  It  may  be  undertaken  purely  on  a 
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theoretical  level  or,  utilizing  this  insight,  proceed 
further  and  prescribe  for  the  summum  bonum. 
Today  we  are  witnessing  more  and  more  the  com- 
bining of  both  approaches. 

Medical  ethics,  which  is  a part  of  general  ethics, 
adheres  to  the  very  same  moral  principles  but  is 
solely  concerned  with  man’s  medical  experiences. 
The  complex  medical  problems  confronting  us  today 
which,  for  example,  may  be  in  genetic  counseling  or 
a triage  decision  for  a transplant,  deserve  a careful 
moral  evaluation  requiring  not  only  the  efforts  of  the 
physician  but  also  the  ethicist. 

Humanism,  too,  offers  various  definitions,  but  the 
one  I shall  be  referring  to  in  this  report  concerns  itself 
with  the  welfare  and  happiness  of  man  and  the  ful- 
fillment sought  by  each  person.  More  simply  stated, 
it  is  a philosophy  viewing  every  person  as  essentially 
valuable.  In  this  age  of  standardization  it  behooves 
us  to  recognize  the  uniqueness  of  the  physician’s  re- 
sponsibility and  that  treating  the  patient  also  in- 
cludes a caring  and  concern.  If  we  forget  this,  we 
unfortunately  have  become  merely  sophisticated 
technicians. 

With  the  beginning  of  the  century,  reforms  in 
medical  education  were  being  instituted,  but  it  was 
the  Flexner6  report  which  resulted  in  ushering  in  a 
new  era  of  medicine.  Today  we  may  be  witnessing 
just  as  dramatic  a reform  but  focusing  also  on  the 
ethical,  moral,  and  social  issues.7  The  need  for  some 
of  these  changes  already  began  to  be  evident  as 
World  War  II  was  drawing  to  a close.  Our  curricula, 
our  pedagogy,  and  our  mode  of  practice  were  in 
transition.  As  these  changes  were  taking  place,  we, 
in  turn,  were  also  being  changed.  We  can  now,  per- 
haps, better  appreciate  what  Dobzhansky8  meant 
when  he  wrote,  “By  changing  w’hat  he  knows  about 
the  world,  man  changes  the  world  he  knows;  and  by 
changing  the  world  in  which  he  lives,  man  changes 
himself.” 

The  unexpected  rapidity  of  our  medical  growth, 
which  introduced  new  techniques  and  procedures, 
was  also  accompanied  by  ethical  problems  heretofore 
never  encountered.  In  prolonging  life  for  the  dying 
patient,  by  means  of  biomedical  intervention,  the 
physician  may  also  have  to  face  another  problem, 
that  is,  when  to  intervene  and  cease  prolonging  life. 
Our  medical  progress,  in  the  words  of  Lord  Ritchie- 
Calder9:  “has  produced  an  ethical  crisis  which 

transcends  our  conventional  ideas  of  good  and  evil.” 
It  is  not  astonishing  that  as  we  grappled  with  the 
dilemmas  surrounding  fetal  research,  behavior  con- 
trol, transplantation,  and  euthanasia,  we  also  became 
aware  of  the  dichotomies  in  our  own  thinking.  The 
knowledge  that  these  medical  problems  also  con- 
cealed fundamental  moral  conflicts  only  emphasized 
our  need  for  a greater  ethical  understanding,  if  we 
were  to  fulfill  our  responsibilities  as  physicians.  We 
can  be  most  grateful  to  that  select  group  of  philoso- 
phers and  theologians  who  were  interested  in  our 
problems  and  were  interested  in  working  with  us. 


Ethics  as  part  of  medical 
education  curriculum 

As  the  number  of  institutions  teaching  medical 
ethics  has  continued  to  increase10  we  have  benefited 
by  learning  from  each  other’s  mistakes  and  failures. 
We  have  learned  that  offering  only  an  isolated  course 
in  medical  ethics  will  not  achieve  very  much  but  does 
reveal  the  ambivalent  feelings  of  the  faculty  and  their 
reluctance  to  really  commit  themselves.  Medical 
ethics  must  be  planned  and  integrated  as  a part  of  the 
curriculum,  offering  courses  which  are  required  as 
well  as  the  electives. 

The  importance  of  the  introductory  course  cannot 
be  too  strongly  emphasized,  for  it  will  be  here  that  the 
student  decides  whether  or  not  medical  ethics  has 
any  value.  It  should  be  conducted  during  rounds,  for 
we  already  know  that  teaching  at  the  bedside  is  more 
meaningful  to  the  students  than  the  formal  lectures 
held  in  the  classroom.  This  was  also  recognized  by 
the  great  humanist-physician,  Sir  William  Osier,  who 
almost  a century  ago  was  responsible  for  introducing 
bedside  teaching  at  Johns  Hopkins.11  The  course 
will  require  coteaching  by  a physician  and  an  ethi- 
cist,11-' for  few  will  be  found  who  are  qualified  or 
possess  the  necessary  expertise  in  both  medicine  and 
philosophy.  However,  it  is  to  be  anticipated  that  as 
this  area  of  medicine  grows  and  develops  more  stu- 
dents will  undertake  both  studies  to  achieve  this 
competency. 

Since  most  medical  students  have  not  majored  in 
philosophy,  the  teaching  will  have  to  focus  on  their 
first  learning  to  recognize  the  existing  elements  of 
ethical  controversy  which  the  patient’s  medical 
problems  present.  As  the  student  progresses,  he  will 
also  begin  to  perceive  that  all  medical  decisions  will 
involve  ethical  issues  but  that  these  go  unnoticed 
when  they  are  not  too  controversial.  For  those  who 
are  interested  and  wish  to  go  further,  the  electives 
should  be  provided  which  would  introduce  them  to 
the  classic  and  modern  theories  of  ethics  as  well  as 
their  applications. 

The  acquisition  of  this  new  knowledge  by  the 
medical  student  is  only  a part  of  our  goal.  Our 
greater  concern  involves  the  values  he  is  developing 
and  how  they  will  be  used  in  the  field  he  is  entering. 
Again,  the  model  we  create  for  the  student  when  we 
question  and  examine  the  patient  plays  a most  im- 
portant role  in  his  learning  and  development.  His 
witnessing  our  genuine  concern  and  interest  as  well 
as  our  gentleness  and  compassion  will  leave  a much 
deeper  impression  on  him  than  all  our  words.  It  is 
then  that  he  can  begin  to  understand  what  we  mean 
when  we  speak  about  humanism  in  medicine.  It  will 
be  also  then  that  his  studies  in  medical  ethics  will 
take  on  added  meaning  and  significance. 

Perhaps  as  our  curricula  continue  to  be  modified 
we  may  also  understand  the  benefits  of  exposing  the 
medical  student  to  the  humanistic  studies  and  not 
only  to  the  physical  sciences.  Several  of  our  medical 
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colleges  have  already  undertaken  this,13  and  hope- 
fully others  will  follow. 

The  growing  materialism  surrounding  us  has  no 
place  in  medicine,  and  the  words  of  Sir  Thomas 
Browne,14  “no  one  should  approach  the  temple  of 
science  with  the  soul  of  a moneychanger,”  are  even 
more  relevant  today. 

In  this  period  when  religious  faiths  are  being 
questioned  and  attacked,  it  would  be  appropriate  to 
comment  on  their  contributions  to  our  medical 
teaching  programs.  Historically  members  of  the 
clergy  have  always  been  closely  associated  with  our 
profession  and  have  shared  the  joys  and  sorrows  of 
our  work.  Their  studies  in  the  humanities  as  well  as 
their  religious  training  have  enabled  them  to  par- 
ticipate in  the  medical  ethical  courses  with  great 
distinction.15  We  remain  in  debt  to  them  and  can 
only  endeavor  to  repay  it  by  acknowledging  our  ap- 
preciation and  defending  them  if  they  are  attacked. 
We  will  always  need  them  as  members  of  our  multi- 
disciplinary team. 

Summary 

Medicine  today  has  grown  and  acquired  a vast 
store  of  knowledge  which  never  before  existed  in  our 
world.  This  has  been  entrusted  to  us,  and  its  use  has 
now  become  our  responsibility.  The  goals  we  have 
to  set  for  ourselves  must  go  beyond  knowledgeability 
to  include  application,  and  must  also  include  a 
greater  concern  and  compassion  for  the  patient  as 
well  as  a trained  understanding  of  ethical  concepts. 
Teilhard  de  Chardin16  expressed  his  hope  for  hu- 
manity when  he  so  eloquently  wrote  of  “a  new  spirit 
silently  taking  shape  around  us.”  Only  then  can  we 
look  forward  with  optimism  to  the  creation  of  a 
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such  as  plague  or  cholera  in  the  past  and,  in  this 
century,  the  ravages  of  pandemic  influenza  or  po- 
liomyelitis, led  to  public  health  measures  to  control 
and  prevent  diseases.  Enlightened  self-interest  and 
a sense  of  the  common  good  by  our  profession  un- 
derlie the  provision  of  care  at  little  or  no  cost  to  hosts 
of  persons. 

We  are  justly  proud  that  our  profession  gave  birth 
to  public  health  innovation  from  vaccination  onward. 
Devotion  to  research  into  causes  of  disease  and  the 
development  of  scientific  testing  and  validation  of 
results  of  therapy  were  and  are  part  of  the  altruism 
of  medicine.  In  the  evolution  of  modern  medicine, 
the  care  of  the  sick  poor  was  a free  service.  Our 
hospitals  had  their  origins  in  the  almshouses  of  the 
cities  and  rural  areas.  Medical  visitors  were  not 
paid. 

I grew  up  in  medicine  in  the  1920s  when  appoint- 
ments to  the  municipal  hospitals  were  prized  for  their 
opportunities  to  serve,  learn,  and  teach.  The  notion 
of  financial  compensation  for  attending  physicians 
or  interns  was  never  discussed.  House  staff  ap- 
pointments for  conventional  two-year  internships 
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provided  only  board,  lodging,  and  uniforms.  After 
that,  $900  to  $1,000  per  year  was  the  stipend  for  a 
resident  in  training  two  or  more  years  after  gradua- 
tion. Attending  physicians  came  daily  or  at  least  six 
days  a week  to  make  rounds,  when  assigned  to  inpa- 
tient ward  service  in  both  voluntary  and  municipal 
hospitals.  At  other  times  attendance  at  outpatient 
clinics,  usually  two  per  week,  were  customary  re- 
quirements for  periods  of  one  to  two  hours  per  day 
with  no  financial  compensation. 

The  long-established  pattern  of  service  gave  our 
profession  a special  standing  in  our  society.  The  gift 
of  care  for  the  poor  or  disabled  was  in  the  highest 
tradition  of  altruism.  Protecting  our  society  from 
ravaging  infections  was  necessary  and  self-serving, 
but  the  day-to-day  care  of  the  chronically  ill  and 
disabled,  the  treatment  of  self-limited  infections,  and 
acute  surgical  problems  consumed  our  attention, 
energy,  and  time.  Our  prime  reward  was  in  the 
quality  of  service  rendered,  the  healing  achieved,  and 
the  satisfaction  of  helping.  This  gift  of  service  con- 
tinues but  is  blurred  in  today’s  image  of  medical  care. 
I submit  that  it  is  still  our  raison  d’etre.  Now,  how- 
ever, we  are  all  parties  to  the  change  that  has  been 
imposed  by  the  introduction  of  third-party  payment 
for  service. 

Indications  of  decline 

Has  altruism  declined  in  the  past  fifty  years?  I 
contend  it  has.  We  are  in  the  process  of  full  com- 
mercialization of  our  services  however  we  provide 
them.  There  are  fees  for  services,  prepaid  insurance, 
third-party  payment  of  hospitalization,  clinic  visits, 
physicians  visits,  office  visits,  and  emergency  room 
visits.  In  hospitals  the  conversion  of  attending  staffs 
to  groups,  incorporated  or  in  free  associations,  has 
developed  to  share  in  third-party  payments.  All 
varieties  of  payments  are  fixed  in  the  pattern  of 
furnishing  care.  Every  variety  of  service  is  itemized 
and  added  to  the  bill  whenever  or  wherever  it  is 
rendered. 

What  is  still  donated  freely,  regardless  of  fees  and 
inherent  in  the  donation,  is  the  best  information, 
advice,  or  skill  that  the  physician  vendor  can  provide. 
His  knowledge  is  the  prime  tool  for  diagnosis  and 
therapy.  Fixed  or  prevailing  fees  do  not  recognize 
the  difference  in  experience,  skill,  or  training  and 
often  ignore  the  time  required  for  care. 

Variations  in  fees  occur  according  to  geographic 
locale  and  institution  costs  and  charges.  New  scales 
of  reimbursement  have  been  formulated  to  distin- 
guish between  teaching  and  nonteaching  hospitals 
related  to  assumption  of  professional  achievements 
and  costs  involved  in  maintenance  of  teaching  facil- 
ities, which  can  be  debated  for  their  alleged  superior 
contribution  to  care. 

Should  the  patient’s  bill  be  larger  in  a teaching 
hospital  for  an  appendectomy?  For  five  days  in  a 
coronary  care  unit?  Should  the  reimbursement 
formula  for  a hospital  with  a training  school  for 


nurses  be  higher  than  for  other  hospitals  without 
such  schools?  Why  should  the  cost  of  training  in- 
terns, residents,  and  nurses  be  a part  of  the  hospital 
bill?  Others  have  argued  for  decades  that  medical 
education,  postgraduate  medical  training,  and 
nurses’  training  should  be  budgeted  for  and  paid  for 
by  society  out  of  general  tax  revenues  like  any  other 
public  education  program.  To  place  these  costs  in 
the  medical  bill  is  to  burden  the  sick  and  the  insur- 
ance carriers  inequitably. 

What  have  these  changes  done  to  young  physi- 
cians-to-be?  The  knowledge  that  medicine  is  now 
the  highest-paid  profession  in  our  country  and  the 
guarantee  of  nearly  universal  payment  for  services 
must  control  the  thinking  and  planning  of  each  young 
practitioner.  Where  shall  he  practice  to  maximize 
his  skills  and  his  income?  What  areas  of  need 
guarantee  financial  security  for  himself  and  family? 
How  should  he  contend  with  ever-present  infla- 
tionary pressure  on  his  overhead  costs  and  his  fami- 
ly’s needs?  He  is  not  different  in  his  needs  from 
other  entrepreneurs,  young  lawyers,  architects, 
chemical  engineers,  merchants,  and  bankers.  But 
if  he  is  not  different  in  his  capacity  for  giving,  he  will 
lose  his  priceless  heritage  to  serve  regardless  of  fi- 
nancial reward.  If  patients  are  to  keep  their  trust  in 
physicians,  the  physicians  must  remain  trustworthy 
in  all  aspects  of  their  care.  The  ever-expanding 
technologic  advances  can  be  overused,  as  well  as 
waste  rare  resources  and  huge  amounts  of  money. 
Consider  the  dubious  status  of  highly  touted  and 
expensive  multiphasic  screening  examinations  in  the 
detection,  prevention,  or  care  of  disease. 

In  the  scramble  to  be  first,  physicians  may  forget 
the  need  to  be  best  by  careful  discriminating  use  of 
facilities.  I worry  about  the  rate  our  hospital  charges 
have  set  as  a general  pattern  for  escalaiing  costs  of 
simple  tests.  Have  you  looked  at  fees  for  x-rays, 
electrocardiograms,  blood  counts,  chemical  tests,  and 
urinalyses  in  emergency  rooms  lately?  Have  you 
compared  charges  for  clinic  visits  with  charges  for 
private  office  visits?  Have  you  compared  Medicare 
and  Medicaid  allowances  for  such  visits? 

Comment 

Our  private  hospitals  grew  on  philanthropic  sup- 
port for  free  care  or  nearly  free  care.  Now  they  too 
are  hostages  of  the  commercialization  developed  by 
third-party  insurance  which  expands  the  cost  by 
transferring  it  to  the  premiums  paid  by  the  insured. 
If  altruism  is  to  be  restored  to  our  roles  as  physicians, 
we  shall  have  to  lead  the  way  as  in  the  past  and  close 
ranks  to  control  the  financial  process  administered 
by  government,  nonprofit,  and  commercial  insurance 
carriers.  If  we  do  not,  our  historic  role  as  donors  to 
the  public  good  will  wither  away. 

I do  not  argue  that  medical  insurance  schemes  are 
not  socially  desirable.  They  are  necessary  to  provide 
a share-the-cost  program,  under  which  all  can  get  the 
care  they  require  at  reasonable  rates,  and  the  vendor 
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physicians  may  receive  equitable  remuneration,  with 
safeguards  that  encourage  good  practice  and  alleviate 
fears  of  malpractice  actions  and  unconscionable 
malpractice  insurance  rates  that  discourage  many 
physicians  from  some  kinds  of  service  and  increase 
overall  medical  costs. 

Consider  the  need  for  and  growth  of  Good  Sa- 
maritan laws  to  protect  physicians  who  render  service 
to  strangers  in  injuries  sustained  in  public  places  and 
are  often  hounded  by  medicolegal  and  alleged  mal- 
practice lawyers  afterward.- 

I cannot  overlook  the  new  adversary-like  relations 
with  some  patients  that  new  malpractice  insurance 
rates  have  prompted.  The  nonaltruistic  approach 
of  lawyers  who  specialize  in  developing  and  pro- 
moting malpractice  suits  is  an  evil  of  its  own.  We 
pray  the  legal  profession  and  government  will  curtail 
and  correct  this,  for  it  surely  further  increases  hos- 
pital and  medical  costs.  Altruism  on  the  part  of 
lawyers  to  check  this  evil  would  be  in  the  public 
good. 

Challenging  the  day-to-day  operations  of  all 
practicing  physicians  are  measures  sanctioned  by  law 
or  insurance  contracts  that  undermine  the  bilateral 
trust  between  patients  and  their  physicians.  Con- 
fidentiality is  breached  in  peer  and  utilization  re- 
view. 

Pressure  to  predict  or  terminate  bed  utilization 
based  on  variable  reimbursement  for  occupancy  stays 
thrusts  a wedge  between  attending  physicians  and 
hospital  administration. 

A special  area  requiring  altruistic  approach  con- 
cerns the  needs  of  the  aged.  The  reluctance  to  care 
for  them  and  the  separation  of  custodial  and  termi- 
nal-care facilities  from  general  hospitals  creates  a 
meaningless  two-class  separation  of  the  sick.  Dif- 
ferences in  Federal  and  state  reimbursement  for  their 
care  compared  with  the  acutely  sick  encourages  this 
downgrading  separation.  The  result  is  the  rejection 
of  the  nursing-home  population  from  the  best  re- 
sources in  hospital  care. 
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Our  profession  has  a special  opportunity  to  in- 
crease the  available  resources  and  quality  of  care  for 
the  aged.  This  would  be  an  altruistic  accentuation 
of  medical  care  by  greater  participation  in  nursing- 
home  medicine,  by  rotating  staff  trainees  in  the  care 
of  patients  in  these  homes  and  by  increasing  the  li- 
aison between  these  homes  and  teaching  programs 
in  medical  schools  and  hospitals,  to  insure  greater 
attention  to  this  growing  population  with  its  great 
dependence  on  excellent  nursing  and  medical  care. 

Further  erosion  of  the  altruistic  impulse  in  medical 
practice  is  an  unwanted  effect  of  specialization.  It 
is  so  rewarded  in  our  society  as  to  breed  frustrating 
relationships  among  ourselves  as  physicians  and 
strain  the  financial  formulas  built  up  to  provide 
payments  to  physicians. 

Status  in  the  profession  has  become  specialty 
oriented.  Primary  care  or  personal  physicians  find 
themselves  at  the  periphery  of  the  competing 
specialties  for  recognition. 

The  effect  on  career  choices  of  young  physicians 
is  self-evident.  We  are  no  longer  solo  practitioners, 
and  we  work  naturally  in  teams  for  our  patient’s 
benefit,  but  the  rewards  to  the  members  of  the  team 
should  be  equitable  and  are  not. 

Finally,  the  hospitals  which  are  crucial  for  the  care 
of  the  sick  are  being  denied  their  full  rights  in  exer- 
cising their  own  kinds  of  voluntarism.  Subject  to 
review  and  recurrent  inspection,  now  threatened  by 
federally-conceived  monolithic  planning  for  their 
proper  development  and  services,  their  leaders,  like 
us,  are  being  fitted  for  uniforms  they  did  not  order 
and  ordered  to  march  to  music  they  don’t  know,  like, 
or  choose!  We  shall  all  have  to  fight  the  growing 
bureaucracy  with  all  our  skill  if  we  are  to  retain  the 
best  of  what  we  have  to  give  to  our  patients  in  a form 
that  will  not  stultify,  regiment,  or  wither  our  tradi- 
tional role  as  an  altruistic  profession. 

791  Park  Avenue 
New  York,  N.Y.  10021 

normative  principles  which  should  govern  the  be- 
havior of  physicians  in  the  ordinary  medical  en- 
counter, that  is,  the  situation  in  which  one  human  in 
distress  seeks  out  another  who  professes  to  have  the 
knowledge  and  skill  to  help  or  heal.  I will  prescind 
from  specific  ethical  issues  such  as  abortion,  pro- 
longation of  life,  use  of  scarce  resources,  behavioral 
modification,  and  the  like.  These  are  being  much 
discussed,  and  justifiably  so,  but  my  focus  will  be  on 
the  rather  more  central  daily  interaction  between 
physician  and  patient.  In  this  domain,  ethical  issues 
are  not  so  overtly  presented,  and  too  much  is  taken 
for  granted  about  the  way  physicians  conduct 
themselves. 

What  I wish  to  suggest  is  that  the  traditional  view 
of  professional  ethics  derives  from  overemphasis  on 
what  physicians  are  and  what  they  ought  to  do  for 
their  patients  in  consequence  of  their  special  position 
in  society.  The  whole  of  these  obligations  is  rooted 
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in  an  image  and  a professional  ethos  which  have 
served  well,  but  which  require  serious  reappraisal  in 
contemporary  society.  But  beyond  this,  the  more 
reliable  source  for  a more  humanistic  professional 
ethics  resides  in  the  existential  nature  of  illness  and 
in  the  inequality  between  physician  and  patient  in- 
trinsic to  that  state.  The  ethical  imperatives  which 
bind  physicians  are  reducible  to  the  demands  of  an 
impaired  humanity  which  sickness  implies.  While 
I shall  speak  almost  exclusively  of  physicians,  the 
same  applies  to  other  health  professionals,  whose 
professional  ethical  conduct  is  similarly  deter- 
mined. 

What  is  at  stake,  1 believe,  is  a fundamental  re- 
casting of  the  traditional  image  of  physicians,  one 
with  profound  implications  for  their  social  situation 
as  well  as  their  education  and  image  of  themselves. 
It  is  a recasting  implicit  in  the  disquietude  expressed 
by  many  patients  who  call  for  a more  humanistic 
profession.  Without  such  a redefinition  of  profes- 
sional obligations,  it  will  be  impossible  to  close  the 
widening  gap  between  what  physicians  conceive 
themselves  to  be  and  what  increasingly  larger  seg- 
ments of  the  public  expect  them  to  be. 

Anyone  who  uses  the  adjective  humanistic  today 
is  compelled  at  the  outset  to  give  it  at  least  an  oper- 
ational definition.  The  term  has  become  a veritable 
shibboleth.  It  is  used  as  a challenge,  a claim,  or  an 
ideal,  justifying  all  sorts  of  diverse  and  contradictory 
human  activities.  It  is  linked  to  every  sort  of  political 
or  social  ideology,  so  that  we  hear  of  democratic,  so- 
cialist, communist,  and  even  totalitarian  humanisms, 
all  espousing  the  cause  of  man,  but  on  vastly  differing 
presuppositions.  It  is  piously  affirmed  by  every 
professional  and  every  bureaucracy  as  precisely  what 
it  aims  to  do  but  finds  missing  in  others. 

I will  take  the  term  in  the  loose  sense  in  which  it  is 
used  by  most  people  today,  when  applying  it  to  the 
health  professions  as  well  as  other  professions.  It 
encompasses  a spirit  of  sincere  concern  for  the  cen- 
trality of  human  values  in  every  aspect  of  professional 
activity.  This  concern  focuses  on  respect  for  the 
freedom,  dignity,  worth,  and  belief  systems  of  the 
individual  person,  and  it  implies  a sensitive,  non- 
humiliating, and  empathetic  way  of  helping  another 
person  with  some  problem  or  need. 

I shall  not  use  the  term  in  its  more  pristine  mean- 
ing as  a literary  or  educational  ideal.  Nor  is  it  de- 
pendent on  an  education  in  depth  in  the  classics  or 
the  humanities,  as  it  was  originally  understood. 
These  older  interpretations  of  the  term  humanism 
are  admittedly  more  precise  and  of  course  are  still 
valid  and  important.  But  it  is  essential  to  distin- 
guish them  from  the  more  popular  usage  for  two 
reasons:  first,  to  be  clear  about  the  domain  we  are 
exploring;  and  second,  to  be  sure  that  we  do  not  link 
an  intellectual,  cognitive,  and  educational  ideal  too 
exclusively  with  what  it  is  that  many  people  see 
lacking  in  the  profession  today. 

With  this  operational  definition  of  humanism  as 


a benchmark,  we  can  now  consider  what  might  be  the 
most  compelling  derivation  of  a specifically 
humanistic  professional  ethics.  Our  inquiry  will 
proceed  from  an  examination  of  the  more  traditional 
source  in  the  image  and  ethos  of  the  physician  to  a 
source  in  the  specifically  human  dimensions  of  being 
ill  and  in  distress.  I will  argue  that  a more  sensitive 
and  compelling  guide  to  the  care  of  the  sick  is  to  be 
found  in  the  fact  of  illness  as  a human  experience 
than  in  the  assigned  role  of  the  profession.  Without 
supplanting  traditional  professional  ethics,  the  in- 
trinsic dehumanizing  nature  of  illness  imposes  ad- 
ditional obligations  of  greater  sensitivity,  precisely 
those  so  often  found  wanting  by  the  critics  of  medi- 
cine today. 

Traditional  source  of 
professional  ethics 

For  most  of  its  history,  the  relationship  of  physi- 
cian and  patient  has  been  dominated  by  the  physi- 
cian’s point  of  view.  Ethical  codes  have  been  es- 
tablished more  on  the  basis  of  the  obligation  physi- 
cians feel  than  those  patients  may  impose.  The 
image  of  physicians  which  dominates  the  profession 
and  society  is  still  based  in  the  Hippocratic  ideal. 
Physicians  are,  in  this  tradition,  represented  as 
learned  and  noble  men,  members  of  a select  broth- 
erhood, which  is  largely  self-regulating  and  autono- 
mous. Hippocratic  physicians  assume  responsibility 
as  set  forth  in  the  Oath — not  to  harm  patients,  not 
to  induce  abortion,  not  to  practice  euthanasia,  to 
preserve  confidentiality,  and  to  take  a paternal  in- 
terest in  their  students  as  the  future  members  of  a 
select  group.13  The  Oath  and  the  four  so-called 
deontologic  books  of  the  Hippocratic  corpus,  The 
Law,  Decorum,  The  Physician,  and  Precepts,  re- 
emphasize these  values  in  a variety  of  clinical  con- 
texts. In  addition,  they  enjoin  physicians  to  attend 
carefully  to  their  comportment,  to  be  dignified  and 
reserved,  to  use  common  sense,  to  be  moderate,  and 
to  reveal  nothing  of  their  secrets  to  those  outside  of 
the  brotherhood,  or  even  to  their  patients.4 

The  profession  has  idealized  these  values  over  the 
centuries.  They  were  Christianized  in  the  Middle 
Ages;  Thomas  Percival  in  his  Code  adapted  them  to 
the  spirit  of  eighteenth-century  England.  They  have 
been  modernized  in  the  successive  codes  of  ethics  of 
the  American  Medical  Association  and  similar  codes 
in  other  countries.  These  values  were  epitomized 
further  in  the  lives  and  credos  of  some  of  the  greatest 
physicians  in  the  Western  world.  They  are  today 
romanticized  in  the  public’s  ideal  of  the  physician. 
Centuries  of  physicians  have  been  sustained  by  the 
Hippocratic  image  and  inspired  by  it  to  the  highest 
standards  of  service. 

Only  in  the  last  several  decades  has  there  been  any 
challenge  to  this  traditional  image.  Since  then,  the 
additional  and  often  competing  image  of  the  physi- 
cian as  scientist  has  appeared.  The  benefactions  of 
science  and  technology  in  medicine  have  given  cre- 
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dence  to  an  image  of  physicians  quite  at  odds  with 
older  medical  value  systems.  The  public  is  genuinely 
ambivalent  toward  this  new  image.  It  recognizes  the 
power  of  scientific  medicine  but  simultaneously  fears 
the  loss  of  the  virtue  inherent  in  the  older  image. 
Physicians  and  patients  have  yet  to  amalgamate  the 
older  hieratic  and  the  newer  scientific  conceptions 
of  the  physician. 

This  uncertain  process  of  amalgamation  is  com- 
plicated by  sharp  changes  in  the  social,  political,  and 
economic  climate  within  which  physicians  now 
function.  We  no  longer  have  consensus  as  a nation 
about  what  we  expect  from  physicians  and  from 
medicine.  Our  attitudes  about  the  authority,  priv- 
ileges, and  superiority  of  professional  groups  have 
changed  drastically.  In  a democratic  society,  we 
expect  everyone  to  participate  in  decisions  which  will 
affect  them. 

Clearly,  the  easy  congruence  between  the  values 
of  physician  and  patient  which  was  commonplace  in 
the  past  is  rarely  attainable  in  a democratic  society 
which  tolerates  and  guarantees  a plurality  of  values. 
Sharp  differences  of  opinion  now  separate  physician 
from  physician  and  patient  from  patient  in  such 
matters  as  euthanasia,  abortion,  sterilization,  pro- 
longation of  life,  and  the  like.  In  an  educated  and 
liberalized  society,  the  values  of  patients  and  physi- 
cians are  as  likely  to  be  divergent  as  convergent. 

Part  of  the  problem  also  arises  from  the  position 
of  physicians  as  technical  experts.  We  are  all  fearful 
of  the  potential  tyranny  of  anyone  with  esoteric 
knowledge  which  can  alter  our  lives  in  ways  and  by 
means  which  we  cannot  fully  understand.  Physi- 
cians are  constantly  portrayed  as  the  most  powerful 
of  modern  thaumaturges.  Their  power  is  no  longer 
related  to  their  unique  contact  with  the  world  of 
spirit,  with  which  they  might  negotiate  in  behalf  of 
their  patients.  Instead,  their  power  is  linked  to 
mastery  of  impersonal  instruments,  tests,  procedures, 
and  medications  which  can  too  easily  be  used  in  in- 
jurious ways  or  to  advance  professional  rather  than 
public  interest. 

Everywhere,  there  are  efforts  to  restrain  not  only 
this  new  magic,  but  the  old  Aesculapean  power  and 
authority  as  well.  The  list  of  mechanisms  being  in- 
voked is  a long  one:  legislative  control  of  quality, 
costs,  and  distribution  of  medical  care,  as  well  as  the 
education  of  physicians  and  other  health  workers; 
demands  for  consumer  participation  in  the  man- 
agement, accreditation,  and  licensing  of  medical  in- 
stitutions; the  declaration  of  a patient’s  bill  of  rights 
to  guarantee  the  elementary  human  rights  of  confi- 
dentiality and  consent  in  medical  transactions;  and 
the  growing  tendency  consciously  to  limit  the  growth 
of  high  technology  and  research.  The  most  extreme 
reactions  call  for  removing  the  larger  part  of  medicine 
from  physicians  and  returning  it  to  the  people,5  or 
seeking  redress  in  malpractice  suits  for  every  real, 
potential,  or  imagined  injustice  in  the  patient-phy- 
sician encounter. 
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There  is  clearly  an  overt  public  disquietude  with 
a large  part  of  the  spectrum  of  medical  activity. 
Almost  every  serious  ethical  responsibility  which  had 
heretofore  been  delegated  solely  to  the  profession  is 
today  being  at  least  partially  withdrawn,  or  critically 
scrutinized.  The  traditional  ideal  of  a self-regulating 
elite  and  a trusted  profession  to  whom  society  cedes 
moral  and  technical  authority  has  been  undergoing 
serious  erosion.  The  ancient  source  of  professional 
ethics  in  the  responsibilities  assumed  by  physicians 
as  members  of  a select  group  has  become  insufficient 
in  the  eyes  of  many. 

Before  looking  for  an  alternate  source  out  of  which 
we  might  develop  more  authentic  and  more  lasting 
normative  guidelines,  it  is  useful  to  review  briefly 
some  of  the  social,  cultural,  and  political  forces  which 
have  irrevocably  transformed  the  relationship  of 
physicians  with  individual  patients  and  with  society. 
Such  a survey  is  essential  to  understanding  that  the 
traditional  view  of  the  physician  and  of  medicine  is 
not  likely  to  be  resuscitated. 

To  begin  with,  the  capabilities  of  modern  medicine 
are  now  so  patently  expanded  that  physicians’  deci- 
sions can  have  a profound  effect  on  the  quality  of  the 
individual’s  life.  The  right  clinical  decisions  and 
their  competent  implementation  can  make  the  dif- 
ference between  life,  health,  and  relief  on  the  one 
hand,  and  death,  disability,  or  pain  on  the  other. 
The  quality  of  human  existence  is  genuinely  often  in 
physicians’  hands  today,  whereas  it  was  only  figura- 
tively so  in  the  past. 

Moreover,  when  the  acts  of  modern  physicians  are 
taken  collectively,  they  can  alter  the  quality  of  life  for 
the  whole  of  mankind.  The  cumulative  effects  of 
prolongation  of  life  of  the  aged  or  the  incapacitated, 
of  the  expansion  of  high  technology  to  cover  pre- 
viously incurable  disorders,  and  of  the  potentials  of 
genetic  manipulations  and  behavioral  modification 
are  already  painfully  obvious.  It  is  today  becoming 
more  difficult  to  separate  the  ethical  impact  of  in- 
dividual and  social  medical  decisions.  Medical 
progress  and  practice  must  of  necessity  answer 
questions  of  social  purpose  and  value,  questions 
which  transcend  the  privileges  any  expert  group 
might  arrogate  to  itself. 

In  a democratic  society  we  face,  in  addition,  the 
crucial  issues  of  how  to  enable  people  to  participate 
as  free  individuals  in  the  choices  which  affect  them. 
These  decisions  cannot  be  delegated  to  the  expert, 
whether  a nuclear  engineer,  military  expert,  or  phy- 
sician. The  community  must  generate  the  mandate 
under  which  experts  can  practice  their  technology  as 
means  toward  ends  society  must  define. 

In  a democracy,  too,  there  must  be  some  protection 
for  pluralism  in  values  about  such  fundamental 
matters  as  the  value  of  life,  the  rights  of  the  fetus,  or 
the  use  or  rejection  of  medical  treatments.  Values 
in  these  matters  are  no  longer  held  in  common,  nor 
can  they  be  established  solely  by  the  profession  as 
they  were  of  old.  Many  of  the  things  forbidden  in 


the  Hippocratic  Oath  have  already  been  challenged 
in  modern  society,  such  as  abortion,  the  proscription 
against  euthanasia,  and  the  use  of  dangerous  medi- 
cations. These  are  instances  in  which  contemporary 
social  values  have  taken  precedence  over  professional 
ethical  values  previously  held  inviolate. 

The  complexities  in  the  physician-patient  rela- 
tionship introduced  by  the  capabilities  of  medicine 
and  the  pluralism  of  values  in  a democratic  society 
are  accentuated  by  the  depersonalization  inherent 
in  the  growing  institutionalization  and  bureaucrat- 
ization of  the  medical  encounter.  Authority  is  now 
diffused  and  partitioned  among  members  of  ever 
larger  teams  of  health  workers,  administrators,  and 
other  functionaries.  The  authority  of  the  individual 
physician  is  increasingly  transferred  to  institutional 
structures.  This  means  standardization,  reducing 
performance  to  an  average  uniformity,  and  assuring 
outcomes  by  adherence  to  procedures  and  regula- 
tions, rather  than  depending  on  the  initiatives  of 
individual  physicians. 

Thus,  at  a time  when  medicine  has  begun  seriously 
to  threaten  human  values  and  when  the  premium  on 
humanizing  medical  care  should  be  at  its  highest,  the 
organization  of  medical  practice  is  tending  to  the 
contrary.  Patients  not  only  have  lost  the  person  to 
whom  they  might  make  some  assignment  of  moral 
values  held  in  common,  but  they  have  also  lost  their 
personal  advocate,  who  now  recedes  into  the  sys- 
tem. 

The  final  touch  is  added  when,  as  in  recent 
years,  the  profession  subscribes  to  some  of  the  eco- 
nomic values  in  the  society  around  it.  While  legiti- 
mate for  other  professions  or  occupations,  these  are 
questionable  in  medicine.  I refer  to  the  growing 
tendency  of  physicians  to  adopt  shorter  work  days 
and  weeks,  longer  and  more  frequent  vacations,  and 
more  regular  hours.  Many  now  take  a unionist 
stance  with  respect  to  their  rights  and  compensation. 
Whatever  justification  they  might  have,  the  use  of 
such  means  as  strikes  or  slowdowns  by  segments  of 
the  profession  have  seriously  damaged  the  image  of 
medicine  as  a profession  dedicated  to  service  above 
its  own  interests.  One  of  the  distinguishing  features 
of  the  profession  of  medicine  has  thus  been  com- 
promised by  physicians  themselves.  Those  who 
choose  to  pursue  their  self-interest,  as  union  mem- 
bers might,  cannot  at  the  same  time  demand  a su- 
perior moral  position  in  society. 

Factors  such  as  those  just  outlined  impart  a vastly 
different  quality  to  the  relationships  between  phy- 
sicians and  patients.  Its  former  hieratic  quality  has 
been  challenged  by  the  demands  of  a democratic 
society  and  diminished  by  contemporary  patterns  of 
medical  organizations  and  practice.  Physicians  can 
no  longer  assume  a moral  stance  for  their  patients  or 
presume  to  derive  moral  authority  from  a unique 
position  in  society.  In  short,  the  traditional  deri- 
vation of  professional  ethics  in  the  unique  responsi- 
bilities the  profession  might  impose  on  itself  has  been 


damaged  beyond  rehabilitation.  We  must  look 
elsewhere  for  a humanistic  medical  ethics. 

Humanistic  source 
of  medical  ethics 

A more  authentically  humanistic  basis  for  pro- 
fessional ethics  is  clearly  needed,  one  which  is  more 
suited  to  contemporary  society  and  less  dependent 
on  the  changing  interpretations  physicians  or  society 
may  place  on  the  role  of  medicine.  This  means  that 
we  must  derive  physicians’  obligations  from  the 
specific  situation  of  the  person  seeking  assistance  in 
the  state  of  illness.  The  unique  impact  on  the  person 
of  being  ill,  that  is  to  say  on  the  person’s  humanity, 
is  by  far  the  most  certain  source  of  a humanistic 
ethics,  since  it  is  a source  which  gives  meaning  to  the 
whole  of  the  physician’s  activities.  It  is  the  need  to 
repair  the  specific  damage  done  to  patients’  hu- 
manity by  illness  which  imposes  obligations  on 
physicians. 

It  is  to  this  state  of  wounded  humanity  that  we  now 
turn,  first  to  define  its  concrete  features  and  then  to 
delineate  the  ethical  imperatives  which  flow  from  it. 
These  imperatives  cannot  constitute  anything  but 
a humanistic  ethics,  since  they  are  tied  to  a specifi- 
cally human  experience  and  not  to  the  definition  of 
a social  or  historic  role  for  the  profession. 

The  essence  of  humanistic  ethics  is  this:  there  are 
particular  features  of  illness  which  diminish  and 
obstruct  patients’  capacity  to  live  a specifically 
human  existence  to  its  fullest.  These  features  create 
a relationship  of  inherent  inequality  between  two 
human  beings,  one  a physician,  the  other  a patient. 
That  inequality  must  be  removed  as  fully  as  possible 
before  the  humanity  of  the  patient  is  restored.  The 
obligation  to  restore  the  patient’s  humanity  is  in- 
trinsic to  the  relationship  physicians  assume  when 
they  profess  medicine.  Specific  obligations  derive 
from  the  profession,  an  active  assumption  by  the 
physician  as  a free  person  entering  a relationship  with 
another  person.  These  obligations  transcend  any 
responsibilities,  rights,  or  privileges  that  physicians 
may  feel  have  been  conferred  on  them  by  the  degree 
they  possess. 

We  can  now  turn  to  a partial  exemplification  of 
this  line  of  reasoning  by  first  identifying  the  deficits 
in  the  patient’s  humanity  imposed  by  illness  and  then 
the  obligation  of  physicians  to  repair  them.  It  is  the 
configuration  of  these  obligations  which,  in  sum, 
constitute  an  authentic,  humanistic,  professional 
medical  ethics. 

Those  who  are  ill,  that  is,  those  who  have  experi- 
enced some  event — a symptom,  an  injury,  a disabil- 
ity— which  they  regard  as  illness,  suffer  an  insult  to 
their  whole  being.  They  experience  a series  of  inti- 
mate insults  to  those  aspects  of  their  existence  which 
are  most  integral  to  being  human.  By  virtue  of  the 
event  of  illness,  these  patients  lose  their  freedom  to 
act;  they  lack  the  knowledge  on  which  to  make  ra- 
tional choices  or  to  regain  their  freedom  to  act;  they 
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must  place  themselves  in  the  power  of  another 
human  being,  as  petitioners,  to  regain  their  human- 
ity; and  their  integrity  that  is,  self-image,  is  shattered, 
or  at  least  threatened. 

In  short,  those  patients  who  have  just  experienced 
illness  as  an  acute  event  or  who  have  lived  with  it  as 
a chronic  accompaniment  of  life  are  deprived  in 
varying  degrees  of  those  things  which  distinguish 
humanity  from  other  forms  of  existence.  A closer 
inspection  of  these  deficiencies  will  clarify  the 
meaning  of  the  state  of  wounded  humanity  and  the 
resultant  state  of  inequality  which  define  the  rela- 
tionship between  physician  and  patient. 

When  we  are  ill,  the  body  is  no  longer  a ready  in- 
strument of  the  will;  we  lack  the  knowledge  and  the 
skill  to  make  the  choices  which  will  restore  it;  we 
come  necessarily  under  the  power  of  others,  and  the 
integrated  image,  our  embodied  selves,  which  gives 
meaning  to  our  lives,  is  in  consequence  shattered. 
The  deficiencies  in  the  humanity  of  those  who  are 
sick,  therefore,  can  be  examined  under  four  headings: 
freedom  of  action,  freedom  to  make  rational  choices, 
freedom  from  the  power  of  others,  and  integrity  of 
self-image,  which  gives  meaning  to  the  first  three.  A 
brief  inquiry  into  each  of  these  deficiencies  and  the 
obligations  which  derive  from  them  will  illustrate 
what  I mean  by  a humanistically  based  professional 
ethics. 

Freedom  of  action.  Certainly,  one  of  the  essen- 
tial attributes  of  being  human  is  the  ability  to  use  the 
body  as  a ready  instrument  of  our  own  purposes,  to 
attain  goals  which  transcend  the  needs  of  the  body 
itself.  The  body  is  man’s  instrument  for  work,  play, 
esthetic  or  physical  pleasure,  and  creative  activity  of 
every  kind.  The  bodies  of  plants,  in  contrast,  are 
rooted  and  passive;  those  of  animals  are  responsive 
largely  to  needs  which  do  not  transcend  the  body  it- 
self, although  locomotion  permits  a more  active 
pursuit  of  those  bodily  needs.  In  the  human  being, 
the  body  is  the  agent  for  highly  individualizing  and 
personalizing  activities,  which  serve  purposes  beyond 
the  body’s  own  needs. 

Illness  compromises  the  span  of  transbodily  goals 
a person  may  set  for  himself  or  attain.  Pain,  disa- 
bility, or  malaise  make  the  body  the  center  and  end 
of  existence  rather  than  its  means.  Instead  of  being 
commanded,  the  body  commands  attention,  and  by 
that  fact  the  patient  moves  closer  to  an  animal  or 
even  a vegetative  existence.  Whatever  definition  we 
may  have  given  to  the  good  life  must  be  set  aside  until 
the  body  can  be  restored  as  the  ready  instrument  in 
that  pursuit. 

Freedom  to  make  choices.  The  second  assault 
on  humanity  in  the  fact  of  illness  is  the  lack  of  the 
information  and  skill  necessary  to  restore  the  body 
to  its  former  state.  The  sick  person  lacks  knowledge 
of  almost  all  the  essential  information  needed  to 
make  rational  choices  and  decisions  of  the  utmost 
importance  to  his  life.  He  does  not  know  what  is 
wrong;  he  is  not  sure  of  how  he  became  ill,  or  why;  he 


does  not  know  how  serious  his  problem  may  be, 
whether  he  can  recover,  what  treatments  are  avail- 
able, whether  they  are  effective,  and  with  what  risk, 
cost,  pain,  or  loss  of  dignity. 

The  freedom  to  make  informed  choices  in  matters 
affecting  our  well-being,  one  of  the  most  fundamental 
of  human  prerogatives,  is  lost  or  seriously  impaired 
in  illness. 

The  freedom  to  make  choices  and  take  action  in 
terms  of  one’s  own  value  system  is  impaired.  In 
addition,  the  pain  and  discomfort  of  being  ill  make 
the  patient  susceptible  to  easier  assent  than  would 
ordinarily  be  the  case.  Organic  or  functional  dis- 
turbances of  brain  function  add  further  to  this  sus- 
ceptibility or  may  even  obviate  completely  the  pos- 
sibility of  free  and  informed  consent  or  choice.  In 
short,  lacking  knowledge  to  make  decisions  deprives 
the  patient  of  his  prime  and  intrinsic  characteristics 
as  a human  agent. 

Lack  of  information  for  rational  decision-making 
is  common  in  a technologic  society.  Even  in  ordinary 
daily  affairs,  it  is  manifestly  impossible  to  compre- 
hend all  the  alternatives.  Dependence  on  others  is 
a practical  necessity.  In  matters  of  health,  however, 
the  decisions  penetrate  too  deeply  into  personal 
values  and  identities  to  be  treated  casually.  In- 
creasing numbers  of  patients  perceive  this  difference 
and  are  expressing  their  dissatisfaction  in  a spate  of 
patients’  bills  of  rights.  The  central  thrust  of  these 
bills  of  rights  is  a plea  for  genuine  participation  in  the 
process  of  medical  decision-making. 

Freedom  from  power  of  others.  A consistent 
aim  of  a democratic  and  humanistic  social  order  is  to 
insure  the  widest  individual  self-determination 
consistent  with  the  good  of  all.  Each  person  wishes 
to  be  free  of  the  power  of  others  and  to  enter  into 
personal  associations  on  the  basis  of  equality  as  much 
as  possible.  In  illness  this  freedom,  like  the  others, 
is  seriously  compromised.  Even  the  most  powerful, 
the  most  wealthy,  and  the  best  educated  must  be- 
come petitioners.  Dependence  on  professionals, 
institutions,  administrators,  technicians,  indeed  the 
whole  human  apparatus  of  hospitals  and  clinics,  is 
imposed  of  necessity  on  the  sick  person.  While  the 
dependence  is  not  as  absolute  as  being  a passenger 
in  an  airliner  landing  in  the  fog,  it  is  nonetheless  of 
the  same  kind  and  sustained  for  a much  longer 
time. 

The  power  of  others  to  harm  and  to  help  is  inter- 
mixed in  every  medical  transaction.  The  patient  is 
at  the  mercy  of  the  integrity,  competence,  or  moti- 
vation of  others  most  of  whom  are  strangers  to  him. 
In  today’s  complicated  technologic  medicine,  a team 
is  often  necessary  in  vital  aspects  of  a patient’s  care. 
Many  team  members  are  never  seen,  or  only  fleet- 
ingly.  The  dangers  of  impersonalized  use  of  power 
by  team  members  are  grave. 

The  fact  of  being  ill,  therefore,  not  only  limits  our 
freedom  to  act  and  to  make  free  and  rational  choices, 
but  it  places  us  in  the  most  vulnerable  position  con- 
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ceivable  before  those  who  have  the  power  to  make  up 
these  deficiencies. 

Threats  to  personal  self-image.  Finally,  these 
impediments  to  ordinary  human  freedoms  occur 
within  a context  in  which  the  patient’s  image  of 
himself  is  overtly  or  covertly  threatened.  Every  ill- 
ness is  an  assault  on  the  integrity  of  the  person.  The 
assaults  are  of  the  most  direct  kind,  such  as  survival 
or  death,  cure  or  disability,  pain,  discomfort,  and 
limitations.  The  patient’s  idea  of  a satisfying  life  is 
threatened  by  the  need  to  adapt  to  the  demands  of 
chronic  illness  or  the  threat  of  repetition  of  acute 
episodes. 

A lifelong  effort  to  construct  a personal  image,  one 
carefully  tailored  to  balance  abilities  and  limitations, 
is  eroded  by  the  fact  of  illness.  The  challenge  of  re- 
construction, the  weakening  of  self-confidence,  and 
the  simple  acknowledgment  of  vulnerability  must  be 
faced  and  a new  image  constructed.  Some  patients 
succeed  completely,  some  succeed  partially,  and  some 
fail.  But  all,  in  some  measure  or  other,  must  con- 
front the  test  of  an  assault  on  the  integrity  of  the 
person  and  at  the  very  time  that  the  other  human 
freedoms  enjoyed  by  the  well  have  been  lost  or  cir- 
cumscribed. 

Moral  obligations  of  the  professional 

It  is  the  undeniable  fact  of  these  specific  disabili- 
ties in  the  humanity  of  the  sick  person  which  must 
be  the  infrangible  base  for  the  obligations  of  the 
physicians  and  all  others  who  profess  to  heal.  These 
obligations,  when  codified  and  explicated,  constitute 
the  substance  of  professional  medical  ethics.  This 
rooting  of  professional  ethics  in  the  existential  sit- 
uation of  the  patient  is  a more  authentic  and  more 
human  footing  than  the  traditional  one  in  the  self- 
declared  duties  of  the  profession.  If  we  accept  this 
distinction,  then  we  will  have  the  basis  for  a 
humanistic  medical  ethics,  one  rationally  and  hu- 
manely justifiable. 

There  is  not  the  time  to  define  all  the  obligations 
which  flow  directly  from  the  situation  of  the  sick 
person  and  the  declaration  the  professional  makes 
to  assist.  The  obligations  which  derive  from  the 
wounded  humanity  of  the  patient  fall  squarely  on  the 
professional,  since  the  inequalities  in  the  relationship 
with  the  patient  place  all  the  power  on  his  side.  The 
professional  must  consciously  remedy  the  four  defi- 
ciencies which  impair  the  patient’s  expression  of 
humanity,  or  his  profession  is  inauthentic. 

Clearly,  the  body  must  be  healed.  This  duty  is  the 
one  most  easily  assumed  by  the  health  professional. 
The  highest  degree  of  competence  then  becomes  a 
moral  imperative,  not  primarily  a source  of  profes- 
sional satisfaction. 

But  in  making  his  competence  available  to  the 
patient,  the  physician  must  also  attend  to  the  other 
deficiencies  created  by  illness.  His  technical  deci- 
sions must  be  congruent  with  the  patient’s  needs  to 
participate  in  the  choices  as  freely  and  rationally  as 


education,  time,  and  the  circumstances  permit. 
Disclosure  of  the  facts  of  the  illness;  the  degree  of  its 
gravity;  the  alternatives  open;  their  relative  effec- 
tiveness, costs,  and  dangers;  the  physician’s  own 
experience  and  skill  in  comparison  with  others;  and 
the  likelihood  of  success  or  failure  must  all  be  expli- 
cated. Only  with  the  closing  of  the  information  gap 
can  patients  approach  truly  valid  consent,  one  which 
permits  participation  as  a human  being  and  enables 
the  patient  to  incorporate  the  decision  into  his  own 
value  system. 

Every  clinical  decision  involves  technical  and  value 
choices.  These  must  to  the  most  careful  degree  be 
dissected  from  each  other  to  avoid  imposing  the 
physician’s  values.  The  professional  can  make  a 
valid  claim  for  technical  authority,  but  this  no  longer 
extends  to  moral  authority.  In  a pluralistic  society, 
the  patient  has  the  human  right  to  his  own  moral 
agency  if  he  wishes  to  exercise  it.  The  physician  has 
the  moral  obligation  to  ascertain  the  degree  to  which 
the  patient  wishes  to  exercise  his  moral  prerogatives 
and  to  provide  the  fullest  exposition  which  will  en- 
able the  privilege  to  be  exercised. 

Obviously,  these  obligations  are  conditioned  by  the 
acuteness  of  the  clinical  situation,  as  well  as  the 
physiologic  state  of  the  patient.  But  before  excusing 
himself  from  them,  the  physician  has  the  obligation 
to  assure  that  he  has  exerted  the  care  necessary  to 
assure  patient  participation.  We  cannot  speak  of  a 
humanistic  basis  for  professional  ethics  which  does 
not  include  the  most  careful  management  of  the  in- 
tersections of  values  which  medical  care  so  frequently 
entails. 

This  obligation  extends  beyond  the  patient  to  his 
surrogate  in  those  circumstances  when  the  patient 
cannot  act  for  himself.  Parents  in  the  case  of  chil- 
dren, guardians  in  the  case  of  the  incompetent,  and 
family  or  friends  in  the  case  of  unconscious  adults  all 
share  with  the  physician  the  obligation  to  make  de- 
cisions which  will  protect  the  patient’s  values  to  the 
extent  they  are  known.  The  implications  are  obvious 
in  such  common  clinical  decisions  as  initiating  and 
terminating  life-support  techniques,  selection  of 
treatment  for  noncurable  fatal  disorders,  or  abortion, 
whether  for  social,  medical,  or  genetic  reasons.  An 
ever-present  subtle  temptation  to  the  physician  and 
other  health  professionals  is  to  impose  their  own 
values.  The  meaning  of  life,  death,  and  quality  of 
life,  the  exact  content  of  a healthy  existence,  and  the 
relationship  of  spiritual  to  temporal  concerns,  each 
is  a matter  closely  identified  with  our  integrity  as 
persons.  Decisions  affecting  them  cannot  be  hu- 
mane unless  they  allow  for  individuals  to  express 
their  values  meaningfully. 

The  physician  too  has  a set  of  values  to  which  he 
owes  allegiance.  He  has  a double  obligation,  to 
protect  those  of  the  patient  and  to  be  faithful  to  his 
own.  Conflicts  will,  of  necessity,  occur  from  time  to 
time.  To  deal  with  them  humanely,  the  physician 
must  know  enough  about  his  own  beliefs  to  decide 
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when  he  can  compromise,  when  he  cannot,  and  when 
he  must  give  the  patient  an  opportunity  to  transfer 
his  care  to  another  physician  whose  values  more 
closely  coincide. 

A truly  humanistic  relationship  allows  the  physi- 
cian as  well  as  the  patient  to  express  his  humanity  as 
fully  as  possible. 

This  is  essential  also  in  dealing  with  the  threatened 
self-image  of  the  person  who  is  ill.  He  must  con- 
sciously be  assisted  to  integrate  the  experience  of 
illness  into  his  life.  To  do  so  requires  his  active 
participation  in  the  decisions  which  affect  him. 
Patient  and  physician  must  together  reconstruct  a 
meaning  in  the  events  of  illness,  even  when  it  requires 
a drastic  alteration  of  the  patient’s  prior  conception 
of  himself. 

The  moral  obligations  which  arise  in  the  fact  of 
illness  bear  not  only  on  the  individual  physician,  but 
also  on  the  institutions  which  profess  to  provide 
medical  care.  Hospitals  share  the  moral  responsi- 
bility to  repair  the  injuries  to  the  patient’s  humanity. 
The  responsibility  is  a corporate  one,  vested  in  the 
board  of  trustees,  but  it  is  not  less  binding.  This 
responsibility  cannot  be  delegated  to  the  physician 
totally.  When  the  physician  uses  a hospital,  he  is  in 
a decision-making  context  which  is  no  longer  isolated. 
The  degree  to  which  he  fulfills  the  moral  require- 
ments of  humanistic  medical  ethics  must  be  a cor- 
porate concern  as  well.  I am  suggesting  that  the 
hospital  too  must  be  a moral  agent.  This  aspect  for 
the  agency  has  yet  to  be  adequately  explored.  It  lies 
in  a realm  of  social  ethics,  one  which  I believe  will 
increasingly  require  critical  scrutiny  in  the  years 
ahead.6 


Recapitulation 

I have  tried  tentatively  to  offer  an  alternative  basis 
for  the  ethics  of  the  medical  profession,  that  is,  those 
principles  which  should  guide  the  physician  in  his 
personal  transaction  with  the  patient.  This  is  a 
different  realm  from  that  of  bioethics,  which  deals 
with  specific  biologic  or  clinical  procedures. 

I have  suggested  that  the  basis  for  a truly  human- 
istic professional  ethics  lies  in  the  obligations  which 
flow  of  necessity  from  the  experience  of  illness  by 
human  beings,  and  the  nature  of  the  profession 
physicians  and  hospitals  make  in  undertaking  to 
heal.  Ethics  based  in  this  experience  carries  more 
explicit  implication  for  the  humanity  of  the  patient 
than  ethics  derived  from  the  traditional  sources. 

There  are  important  implications  in  all  of  this  for 
some  significant  transformation  of  the  image  of  the 
physician  which  has  dominated  Western  culture  for 
more  than  two  millennia. 

Yale  University  School  of  Medicine 
New  Haven,  Connecticut  06510 
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QUESTION  226.  The  patient  has  had  acute  myocardial  infarction.  He  developed  a slow  ventricular  rate  and  fall  in 
blood  pressure  for  which  isoproterenol  was  administered  intravenously.  Lead  II  was  taken  shortly  after  the  drug  was 
started. 
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ELUCIDATION 


Question  225.  Regular  sinus  rhythm  is  present. 
The  P waves  are  notched.  P waves  4,  8,  12,  and  16 
are  not  conducted.  All  other  P waves  are  conducted 
to  the  ventricles  at  a fixed  P-R  interval  of  0.15  sec- 
ond. The  rhythm  is  sinus  with  second-degree  heart 
block,  Mobitz  II. 


Question  226.  No  atrial  activity  is  seen.  The  first 
3 beats  are  regular,  of  normal  duration,  and  have  a 
rate  of  50  beats  per  minute.  The  S-T  segment  is  el- 
evated. These  beats  are  junctional  escapes.  The 
next  five  beats  are  wide  and  at  a rate  of  170  per 
minute.  This  is  a burst  of  ventricular  tachycardia. 
The  next  beat  is  junctional,  followed  by  a premature 
supraventricular  beat.  The  last  two  beats  are  ven- 
tricular premature  beats.  In  addition  to  increasing 
cardiac  rate,  isoproterenol  may  cause  increased 
ventricular  irritability,  as  in  this  case,  ventricular 
tachycardia. 


Wound  infection:  a prospective  study  of  7,519 
operations 

A study  of  wound  infections  in  7,519  consecutive  oper- 
ations revealed  a major  change  in  bacterial  flora  of  wound 
infection  in  clean  surgical  cases:  from  E.  coli  and  Staph, 
aureus  to  enterococci.  (A  “clean”  wound  meant  one 
without  obvious  bacterial  contamination.  Except  for 
transection  of  the  cystic  duct  in  elective  cholecystectomy 
or  incidental  (noninflamed)  appendectomy,  the  gastroin- 
testinal, biliary,  or  respiratory  tracts  were  not  entered.) 
The  overall  infection  rate  was:  clean,  3.2  percent;  clean- 
contaminated,  4.4  percent;  infected,  16.2  percent.  Wound 
infection  was  not  seasonally  related  or  dependent  on 
changes  in  house  staff.  In  clean  cases  the  predominant  role 
of  Staph,  aureus  (37  percent)  was  superceded  hy  entero- 
cocci (44  percent).  In  clean-contaminated  cases,  entero- 
cocci (43.5  percent)  were  most  common,  followed  by  E.  coli 
(40.0  percent).  In  contaminated  wounds,  E.  coli  was  most 
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common  (also  40.0  percent).  The  infected  case  category 
grew  mixed  flora  (E.  coli,  82  percent;  enterococci,  54  per- 
cent; and  P.  aeruginosa,  43  percent).  Nosocomial  organ- 
isms were  important  only  in  the  contaminated  (14  percent) 
and  infected  (43  percent)  categories.  Antibiotic  therapy 
before  cultures  become  available  should  include  agents 
with  activity  against  enterococci  as  well  as  Staph,  aureus 
and  E.  coli  in  clean  cases.  (Note:  A “clean-contaminated” 
wound  was  one  in  which  the  gastrointestinal  or  respiratory 
tract  was  opened  [without  unusual  spillage]  or  where  biliary 
or  urinary  tracts  were  opened  in  presence  of  contaminated 
urine.  The  “contaminated”  classification  included  oper- 
ations where  acute  inflammation  [without  pus]  was  en- 
countered, with  significant  spillage  from  the  gastrointes- 
tinal tract,  and  all  fresh  traumatic  wounds.  “Infected” 
cases  were  defined  as  those  where  pus,  a perforated  viscus, 
or  old  traumatic  wounds  were  encountered.)  Stone,  A.  M., 
et  al.:  Am.  Surg.  42:  849  (Nov.)  1976 
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Left  Upper  Quadrant 
Mass  and  Abdominal 
Pain 


Case  history 

Jack  Baldassare,  M.D.*:  The  patient  is  a 49- 
year-old  male  who  was  admitted  with  a chief  com- 
plaint of  abdominal  pain  in  the  left  upper  quadrant 
which  radiated  to  his  back.  Two  years  prior  to  ad- 
mission, following  a period  of  alcohol  consumption, 
he  had  a similar  episode  and  underwent  abdominal 
exploration.  He  was  told  at  that  time  that  he  had  a 
“stomach  tumor.”  Since  his  operation  he  had  been 
in  good  health  except  for  occasional  episodes  of  vague 
abdominal  pain.  He  denied  jaundice,  fever,  hema- 
temesis,  diarrhea,  or  vomiting.  There  was  a slight 
weight  loss  of  several  pounds  after  his  previous  sur- 
gery. He  had  consumed  alcohol  heavily  for  30 
years. 

On  admission,  physical  examination  was  unre- 
markable except  for  a scar  in  the  midline  upper 
abdomen  from  his  previous  laparotomy.  No  masses 
were  felt,  and  there  was  no  tenderness.  Blood 
chemistries,  blood  culture,  liver  function  tests,  serum 
amylase,  and  urine  analysis  all  yielded  normal  find- 
ings. His  hematocrit  was  17,  and  his  hemoglobin  was 
4.6  Gm.  per  100  ml.  Stool  guaiac  test  showed  nega- 
tive results.  On  the  following  admission,  a gas- 
trointestinal series  was  performed. 

John  Wexler,  M.D.*:  A lateral  film  from  the 
gastrointestinal  series  reveals  that  the  stomach  is 
impressed  on  by  an  extrinsic  mass  on  the  upper 
posterior  lesser  curvature  (Fig.  1).  The  mucosa  of 
the  stomach  is  stretched  but  does  not  appear  de- 
stroyed. There  is  no  evidence  of  either  calcification 
or  lucency  within  the  area  of  the  mass.  Retrogastric 
masses  can  arise  from  pancreas,  spleen,  kidney, 
vascular  structures,  or,  rarely,  may  be  exophytic  from 
the  stomach  itself,  for  example,  by  a leiomyoma. 

* Resident  in  Radiology. 


FIGURE  1.  Lateral  film  from  gastrointestinal  series  shows 
smooth  extrinsic  indentation  of  posterior  upper  gastric  lesser 
curvature  (arrow). 


Dr.  Baldassare:  For  further  evaluation  an  in- 
travenous urogram  was  performed. 

Dr.  Wexler:  A single  film  from  intravenous 

urography  shows  the  right  kidney  to  be  normal.  The 
upper  pole  calyces  and  infundibula  of  the  left  kidney 
appear  somewhat  flattened  (Fig.  2).  I cannot  see  the 
entire  left  renal  cortex  on  this  examination.  The 
inability  to  see  the  entire  renal  cortex  might  suggest 
a left  renal  mass.  However,  an  extrarenai  mass  could 
also  distort  the  calyces  by  pressure  effect.1 

Dr.  Baldassare:  Angiography  was  next  per- 

formed. The  first  study  was  a left  renal  arterio- 
gram. 

Dr.  Wexler:  A single  film  from  the  left  renal  ar- 
teriogram, illustrated  in  Figure  3,  reveals  the  renal 
cortex  to  he  intact.  There  is  mild  stretching  of  the 
upper  pole  arteries.  No  neovascularity,  encasement, 
or  tumor  blush  is  seen. 

A normal  “splenic  hump”  is  incidentally  noted. 
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FIGURE  2.  Intravenous  urogram  shows  pressure  on  left 
upper  pole  collecting  system. 


A 


FIGURE  3.  Left  selective  renal  arteriogram  shows  no  in- 
trinsic mass,  but  slight  stretching  of  upper  pole  arteries  and 
bulging  of  upper  pole  outline  secondary  to  extrinsic  pressure 
by  mass. 

This  arteriogram  suggests  that  the  mass  in  question 
is  probably  extrarenal,  with  the  renal  arterial 
stretching,  most  likely  secondarily  produced  by  ex- 


FIGURE  4.  Celiac  arteriograms.  (A)  Reveals  draping  of 
splenic  branches  (large  arrow)  around  mass,  marked  superior 
displacement  of  dorsal  pancreatic  artery  which  has  distal 
small  tortuous,  beaded  branches  (arrow  head),  and  angulated 
pancreatica  magna  (small  arrow).  (B)  Venous  phase  of 
celiac  injection  shows  occluded  nonopacified  splenic  vein 
and  tortuous  venous  collateral  (arrow)  as  well  as  varices 
(arrow  heads). 

trinsic  pressure  on  the  upper  half  of  that  kidney. 

Dr.  Baldassare:  A celiac  arteriogram  was  then 
performed. 

Dr.  Wexler:  Two  films  from  the  celiac  arterio- 
gram are  seen  (Fig.  4).  The  first  is  during  the  arterial 
phase;  the  catheter  is  in  the  celiac  artery.  The  he- 
patic artery  and  left  gastric  artery  appear  normal. 
Transient  corrugated  “standing  waves”  seen  in  the 
proximal  portion  of  the  splenic  artery  are  an  artifact 
of  the  injection.  The  proximal  splenic  artery  is  dis- 
placed downward.  Distal  branches  of  the  splenic 
artery  are  displaced  laterally  and  are  bowed  around 
a relatively  avascular  mass,  shown  by  the  arrow  in 
Figure  4A.  Several  pancreatic  arterial  branches 
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arising  from  the  splenic  artery  are  also  noted  to  be 
somewhat  tortuous  and  draped  around  the  mass. 
The  pancreatica  magna  artery  is  displaced  interiorly, 
and  the  dorsal  pancreatic  artery  is  deflected  superi- 
orly, at  the  medial  aspects  of  the  mass.  Their  pe- 
ripheral arterial  supply  is  tortuous,  some  hypervas- 
cular,  and  in  a few  areas  beaded. 

The  second  film  from  the  angiogram  is  from  the 
venous  phase  (Fig.  4B).  Varices  are  seen  in  the 
fundal  and  distal  esophageal  region,  as  indicated  by 
the  small  arrow  heads.  There  is  obstruction  of  the 
splenic  vein  with  splenic  venous  return  via  a promi- 
nent collateral  vein.  The  large  circular  mass  in  the 
left  upper  quadrant  is  outlined  by  surrounding  tor- 
tuous veins  and  is  approximately  10  cm.  in  diameter. 
The  mass  delineated  by  these  studies  is  thought  most 
likely  to  be  in  the  tail  of  the  pancreas. 

Both  carcinoma  of  the  pancreas  and  pseudocysts 
of  the  pancreas  can  cause  obstruction  of  the  splenic 
vein.  The  presence  of  irregular  circumferential  ar- 
terial vessels,  splenic  vein  obstruction,  and  varices 
could  be  found  in  both  inflammatory  pancreatic 
disease  as  well  as  neoplasm.  The  angiographic  dif- 
ferentiation between  carcinoma  of  the  pancreas  and 
pancreatitis  with  pseudocyst  formations  is  sometimes 
difficult.  Adenocarcinoma  of  the  pancreas  is  fre- 
quently relatively  avascular,  but  cystadenocarcinoma 
and  endocrine  tumors  such  as  insulinomas  are  often 
hypervascular.2  Both  pancreatic  inflammatory 
disease  with  pseudocyst  formation  and  carcinoma 
may  occlude  the  splenic  vein,  resulting  in  secondary 
collateral  venous  circulation.  The  circumferential 
tortuous  and  irregular  arterial  branches  seen  around 
the  periphery  of  the  mass  in  this  case  could  be  in- 
terpreted as  inflammation  around  the  pseudocyst, 
or  as  a neovascularity  in  the  periphery  of  a relatively 
avascular  adenocarcinoma  of  the  tail  of  the  pancre- 
as.3’4 

Ultrasonography  or  computerized  axial  tomogra- 
phy, if  done  in  this  case,  probably  would  have  been 
most  useful  in  differentiating  a transsonic  lucent 
pseudocyst  from  an  echo-producing  solid  tumor. 
However,  in  view  of  the  predominant  arterial  finding 
of  marked  stretching  around  the  periphery  of  a large 
relatively  avascular  mass,  the  history  of  alcoholism 
which  could  predispose  to  pancreatitis,  and  the 
smooth  extrinsic  pressure  defect  on  the  stomach 
without  noticeable  gastric  wall  irregularity,  I would 
favor  pancreatic  pseudocyst  as  the  primary  diagnosis. 
Carcinoma  in  the  tail  of  the  pancreas  could  be  con- 
sidered, but  is  less  likely. 

Dr.  Wexler’s  diagnosis 

Pancreatic  pseudocyst 

Pathologic  discussion 

Boyce  Bennett,  M.D.*:  At  laparotomy,  an  8-  by 
12-cm.  cystic  mass  was  found  on  the  superior  aspect 

* Professor,  Department  of  Pathology. 


FIGURE  5.  Biopsy  of  cyst  wall  consisting  of  hyalinized  fi- 
brous tissue  without  epithelial  lining  (hematoxylin  and  eosin 
stain). 


of  the  body  of  the  pancreas;  it  extended  into  the 
lesser  peritoneal  sac  and  was  loosely  adherent  to  the 
posterior  wall  of  the  stomach.  The  contents  of  the 
cyst  were  aspirated,  the  cyst  was  biopsied,  and  finally 
a Roux-en-Y  cystojejunostomy  and  jejunojejunos- 
tomy  was  performed.  Amylase  determination  of  the 
cyst  contents  was  essentially  the  same  as  the  serum 
amylase.  The  postoperative  course  was  unremark- 
able. 

The  biopsy  specimen  of  the  cyst  wall  showed  hy- 
alinized connective  tissue  containing  only  a few  fi- 
brocytes;  no  epithelium  was  present  (Fig.  5).  In  view 
of  the  location  of  the  cyst  and  the  histologic  appear- 
ance, the  cyst  was  interpreted  as  a pancreatic  pseu- 
docyst. 

Comment 

Dr.  Bennett:  Cysts  of  the  pancreas  are  divided 
into  three  groups:  (1)  the  very  rare  parasitic  cysts, 
usually  hydatic  disease;  (2)  the  infrequent  “true” 
cysts;  and  (3)  the  more  common  pseudocyst,  of  which 
this  is  an  example.  True  cysts  may  be  congenital,  as 
with  polycystic  disease,  or  acquired  owing  to  reten- 
tion from  duct  obstruction.  They  are  distinguished 
histologically  from  pseudocysts  by  the  presence  of  an 
epithelial  lining.  This  may  be  lacking,  however,  if 
the  cyst  becomes  inflamed,  thus  blurring  the  dis- 
tinction from  pseudocyst.  Pseudocysts  make  up 
more  than  80  percent  of  pancreatic  cysts  and  result 
either  from  chronic  pancreatitis,  usually  secondary 
to  alcoholism,  or  from  trauma.  Most  patients  have 
epigastric  pain  or  discomfort,  sometimes  severe,  with 
radiation  to  the  back.  Nausea,  vomiting  and  weight 
loss  are  present  in  one  half  of  the  cases.  Physical 
examination  reveals  the  epigastric  mass  in  a bare 
majority  of  patients.  Ascites  or  hypertension  may 
be  present,  but  jaundice  is  infrequent  Laboratory 
results  usually  show  an  elevated  serum  amylase. 
Other  laboratory  findings  are  inconsistent. 

The  majority  of  pseudocysts  are  found  in  the  body 
or  tail  of  the  pancreas;  only  one-quarter  are  found  in 
the  head,  and  these  may  produce  obstruction  of  the 
common  bile  duct.  The  cyst  contents  are  fluid  with 
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hemorrhage  and  debris,  sometimes  sloughed  pan- 
creas. The  fluid  is  usually  but  not  invariably  rich  in 
pancreatic  enzymes.  Rarely  are  the  cysts  infected. 

The  clinical  course  of  untreated  pseudocysts  is 
highly  variable.  A small  number  regress  sponta- 
neously by  decompression  into  the  pancreatic  duct, 
common  bile  duct,  duodenum,  or  colon.  A greater 
number  produce  severe  complications,  such  as  ob- 
struction of  the  duodenum  or  common  bile  duct, 
rupture  with  pancreatic  ascites,  or  hemorrhage.  It 
is  because  of  the  complications  that  surgical  inter- 
vention is  advised,  with  cystoduodenostomy  or  cys- 
tojejunostomy  the  procedures  of  choice. 

Last,  the  term  pseudocyst  seems  a bit  inappro- 
priate, since,  “What  is  a cavity  with  a connective 
tissue  wall  containing  up  to  2,000  cc.  of  fluid  if  it  is 
not  a cyst?”6 


Final  diagnosis 

Pancreatic  pseudocyst 
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Hawaii!  What  a perfect  setting  for  continuing  your 
medical  education! 

The  AMA  Regional  Meeting  in  Honolulu,  Hawaii 
offers  an  ideal  blend  of  study  and  sun.  Morning 
hours  are  devoted  to  study.  Up  to  23  hours  of  Cate- 
gory 1 credit  may  be  earned,  with  53  credit  hours  of 
Category  1 available.  After  1 :00  p.m.  you  are  free  to 
pursue  Hawaii’s  abundant  pleasures.  Grab  a surf 
board  and  hang  ten!  Try  scuba  diving  or  play  ten- 
nis. Play  golf,  go  fishing,  or  see  the  sights.  Whatever 
you  choose,  Hawaii’s  weather  will  be  totally 
cooperative. 

In  1977,  the  AMA  is  also  offering  Regional  CME 
Meetings  in  the  following  picturesque  settings: 

Tan-Tar-A  Golf  and  Tennis  Resort 

Osage  Beach,  Missouri 
Sept.  16-18 

Sawmill  Creek  The  Homestead 

Huron,  Ohio  Hot  Springs,  Virginia 

Oct.  7-9  Sept.  30-Oct.  2 
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I □ Hawaii  □ Tan-Tar-A 
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American  medicine  is  not  prepared  to  satisfy  the 
special  health  needs  of  the  very  people  it  has  helped 
to  live  longer  in  greater  numbers  than  ever  before. 

Medical  advances  were  a major  factor  in  extending 
life  expectancy  from  47  to  70.4  years  between  1900 
and  1970  and  in  the  population  explosion  that  saw 
the  numbers  of  people  65  and  older  grow  from  3 to  23 
million  during  that  time. 

Yet,  the  education  of  physicians,  both  researchers 
and  practitioners,  ignores  aging  and  age-related 
problems.  Geriatric  medicine  simply  is  not  taught 
in  a nation  where  1 in  10  is  elderly. 

A survey  of  99  medical  schools  in  1970,  for  exam- 
ple, found  that  50  did  not  mention  geriatrics  in  their 
catalogs,  and,  of  all  114  medical  schools,  only  32  of- 
fered electives  in  the  subject.  There  are  but  two 
formal  medical  school  training  programs  in  the  field 
and  very  few  centers  in  which  any  sort  of  training  for 
research  in  clinical  gerontology  can  be  obtained.  No 
medical  school  requires  systematic  training  within 
nursing  homes,  long-term  care  institutions,  or  in 
home-care  programs. 

Medical  students,  in  other  words,  get  little  or  no 
knowledge  of  the  medical  problems  of  the  elderly, 
and  the  exposure  they  do  receive  is  often  in  an  at- 
mosphere of  prejudice  toward  the  aged  displayed  by 
many  teaching  and  practicing  physicians. 

Until  last  January,  there  was  not  a single  endowed 
chair  in  geriatric  medicine.  Today,  there  is  one — the 
Irving  Sherwood  Wright  Professorship  in  Geriatrics 
at  the  New  York  Hospital-Cornell  Medical  Center 
in  New  York  City. 

Let  us  hope  that  establishment  of  the  chair,  by  a 
$1  million  endowment  from  the  Gladys  and  Roland 
Harriman  Foundation,  signals  a new  academic  em- 


phasis and  that  the  Wright  professorship  is  the  first 
in  a series  of  similar  teaching  and  research  positions 
to  provide  leadership  in  geriatrics. 

The  shortcomings  of  medical  education  are  felt  by 
practitioners,  as  indicated  by  a survey  of  practicing 
physicians  reported  in  the  American  Medical  Asso- 
ciation’s Impact,  September,  1976;  75  percent  of 
those  questioned  responded  affirmatively  when 
asked  “Do  M.D.s  need  special  training  in  geriat- 
rics?” * Moreover,  there  is  evidence  that  the  public 
is  moving  ahead  of  the  profession  in  the  establish- 
ment by  Congress  of  the  National  Institute  on  Aging 
(NIA)  as  the  eleventh  of  the  National  Institutes  of 
Health.  The  Research  on  Aging  Act  of  1974  autho- 
rized the  Institute  after  Congress  found  that  “no 
American  institution  . . . has  undertaken  compre- 
hensive systematic  and  intensive  studies  of  the  bio- 
medical and  behavioral  aspects  of  aging  and  the  re- 
lated training  of  necessary  personnel.” 

The  Institute,  which  began  operations  last  year, 
is  responding  by  support  of  a comprehensive  program 
of  research  and  training  on  a variety  of  factors — 
biologic,  medical,  social,  and  behavioral — that  con- 
tribute to  the  aging  process. 

We  are  convinced  that  the  teaching  of  geriatric 
medicine  is  necessary  to  serve  as  a catalyst  for  the 
research  that  forms  the  basis  of  a good  health  care 
and  service  delivery  system.  A logical  place  to  start 
meeting  the  challenge  of  adequate  service  for  the 
aged  is  in  medical  schools,  where  the  future  of  med- 
ical practice  and  the  attitudes  of  practitioners  are 
shaped. 

To  make  sure  that  there  is  accurate  diagnosis, 
sensitive  care,  and  effective  treatment  for  the  elderly, 
it  is  essential  that  geriatric  medicine  be  introduced 
into  the  curricula  of  medical  schools,  intern  and 
residency  training,  and  programs  of  continuing  ed- 
ucation. 

The  question  is  not  whether  geriatric  medicine 
should  be  a specialty,  certified  or  otherwise.  The 
question  is:  How  do  we  expose  every  physician  to  the 
procedures  of  primary  care  necessary  to  deal  with 
older  patients?  The  body  of  knowledge  required  is 
not  just  disease  categoric,  it  is  broad  in  perspective 
and  reflects  the  complex  character  of  human  expe- 
rience, including  the  multiple  physical,  personal,  and 

* Golin,  C.  B.:  The  trouble  with  nursing  homes,  Impact,  A.M.A. 
News,  September  27, 1976,  p.  1. 
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social  processes  that  occur  with  age. 

The  teaching  of  geriatric  medicine  is  demanded  by 
five  imperatives  impossible  to  ignore  or  to  escape: 
intellectual,  demographic,  epidemiologic,  economic, 
and  attitudinal. 

Imperatives 

Intellectual.  As  a practical  matter,  the  first 
argument  for  the  teaching  of  geriatric  medicine  is 
that  this  body  of  special  knowledge  already  exists,  far 
from  complete  but,  nonetheless,  substantial.  The 
data  that  underpin  geriatric  medicine  are  to  be  found 
in  the  disciplines  of  human  physiology  and  patho- 
physiology. 

These  data  deal  with  the  differentiation  of  time- 
related  changes  from  pathogenetic  elements,  from 
the  results  of  socioeconomic  adversities,  and  from  the 
effects  of  personal  crises.  The  characteristics  of 
changes  inherent  in  late  life  can  be  distinguished 
from  the  concomitant  crush  of  environmental  events. 
Making  these  distinctions  is  the  first  critical  step  in 
recognizing,  diagnosing,  and  ameliorating  conditions 
that  are  reversible. 

With  time  comes  an  accumulation  of  diseases,  such 
as  arteriosclerosis,  and  disabilities,  such  as  joint 
trauma.  In  later  years,  multiple  disorders  are 
present  as  the  body’s  protective  mechanisms,  such 
as  immunity,  are  compromised.  Symptoms  appear 
differently  in  the  old,  and  the  inadequately  trained 
clinician  can  miss  diagnoses.  For  example: 

An  older  person  with  hyperthyroidism  may  appear 
apathetic,  not  hyperactive. 

Turberculosis  may  proceed  in  silence. 

Appendicitis  may  occur  without  the  characteristic 
abdominal  tenderness  at  McBurney’s  point. 

An  older  person  may  have  a heart  attack  without 
chest  pain  and  may  instead  appear  confused  and  dis- 
oriented, seeming  to  be  the  victim  of  stroke. 

Demographic.  The  second  argument  for  the 
teaching  of  geriatric  medicine  is  demographic. 
People  65  and  older  constituted  4 percent  of  the 
American  population  in  1900;  they  made  up  10  per- 
cent by  1970;  they  will  perhaps  be  12  percent  by  the 
turn  of  the  century;  and  they  may  reach  some  17  to 
20  percent  between  2020  and  2030.  The  latter  fig- 
ures are  predicated  on  the  highly  unlikely  assump- 
tion that  there  will  be  no  improvements  in  the  de- 
livery of  health  care,  nor  achievements  in  scientific 
research.  It  is  far  more  probable  that  in  2030,  one 
out  of  every  five  Americans  will  be  over  65. 

Epidemiologic.  The  third  argument  for  geriatric 
medicine  is  that  if  we  are  to  have  a responsible, 
high-quality  health  care  system,  we  must  first  accu- 
rately and  realistically  measure  the  proportions  of  the 
problems  with  which  we  are  confronted. 

For  example,  we  must  face  the  high  incidence  and 
prevalence  of  disorders  that  accumulate  or  develop 
for  the  first  time  in  the  later  years.  One  of  these  is 
senile  dementia,  which  is  so  devastating  to  human 


personality,  identity,  and  memory.  This  malady  is 
perhaps  the  fifth  greatest  killer  in  the  United  States 
and  is  the  reason  why  an  estimated  50  percent  of 
patients  enter  nursing  homes.  Diabetes,  rheumatoid 
arthritis,  osteoporosis,  cardiovascular  and  cerebro- 
vascular diseases,  and  many  more  require  accurate 
delineation  and  epidemiologic  analysis  to  enable  the 
health  care  system  to  respond  effectively. 

Economic.  The  fourth  imperative  for  attention 
to  geriatric  medicine  is  economic.  The  national  ex- 
penditure on  health  in  1975  amounted  to  $118.7 
billion.  Of  that  staggering  figure,  more  than  one 
half,  $60  billion,  was  spent  for  chronic  disease;  one 
third  of  all  acute  hospital  beds,  for  example,  were 
occupied  by  older  people.  There  were  1.2  million 
patients  in  the  country’s  23,000  nursing  homes  in 
1975,  more  patients  than  in  the  75,000  voluntary 
hospitals,  and  nearly  one  fourth  of  all  drugs  con- 
sumed in  the  nation  were  taken  by  older  Ameri- 
cans. 

Haphazard  service  delivery,  resulting  from  in- 
completely trained  diagnosticians  and  technicians, 
is  expensive.  Without  a thoroughly  educated  and 
sensitized  corps  of  physicians  and  support  ing  service 
delivery  personnel,  new  ideas  will  not  germinate; 
research  loses  its  momentum,  and  health  care  sys- 
tems stagnate.  Measures  that  can  save  time  and 
money  as  well  as  lives  cease  to  find  their  way  into 
use. 

Attitudinal.  Finally,  failure  to  provide  ade- 
quately for  older  people  may  grow  out  of  an  attitu- 
dinal problem,  one  that  surely  should  be  counter- 
acted by  the  sensitive  teaching  of  geriatric  medicine. 
Americans  in  general  suffer  from  a personal  and  in- 
stitutionalized prejudice  against  older  people.  This 
may  be  attributed  in  part  to  a primitive  dread  of 
aging,  but  it  is  emphasized  in  our  society  and,  thus, 
is  more  harmful.  It  is  a cultural  insensibility  that 
could  be  changed  through  study,  education,  and 
understanding.  When  a medical  student  or  a phy- 
sician shares  in  that  negative  attitude,  it  is  especially 
disturbing  but,  unfortunately,  not  surprising. 

Future  physicians  frequently  encounter  a negative 
influence  on  their  approach  to  the  aged  in  medical 
schools.  It  is  a fact  of  medical  learning  that  the  first 
aged  person  the  student  meets  and  knows  intimately, 
aside,  perhaps,  from  some  of  his  teachers,  is  the  ca- 
daver. And  it  may  be  in  these  anatomy  studies  that 
a lifelong  rejection  of  the  elderly  is  instilled  as  the 
student  reacts  to  the  imagery  created  by  his  experi- 
ence with  the  first  cadaver  Few  medical  schools  pay 
attention  to  the  disturbing  dreams,  nausea,  and 
confusion  that  the  medical  student  faces  in  response 
to  the  dismemberment  of  the  body. 

It  is  small  wonder  that  the  student  develops  a 
negative  attitude.  Gallows  humor  emerges,  as  does 
a youth-oriented  Peter  Panism.  One  study  of  Uni- 
versity of  California  medical  students  showed  that 
their  attitude  toward  older  people  actually  deterio- 
rated during  their  four  y3ars  in  medical  school. 

Medical  students  are  not  brought  into  contact  with 
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healthy  older  people  in  the  same  way  that  they  are 
exposed  to  healthy  children,  for  example,  in  sunny 
well-baby  nurseries  and  clinics.  One  wonders 
whether  medical  students  would  choose  to  be  pedi- 
atricians if,  during  their  training,  they  saw  only 
babies  suffering  from  irreversible  conditions. 

Conclusion 

These  five  imperatives  provide  pragmatic  and 
humanitarian  arguments  in  support  of  the  position 
that  the  nation,  and  the  medical  profession,  cannot 


afford  to  deny  geriatric  medicine  a place  in  the  cur- 
ricula of  schools  of  medicine. 

Solutions  to  what  has  come  to  be  called  the  prob- 
lem of  aging  can  be  found  through  a collaboration 
between  research  scientists  and  practitioners  in  the 
field.  The  National  Institute  on  Aging  intends  to 
serve  in  the  interest  of  both  the  elderly  and  the  nation 
as  a whole. 

National  Institute  on  Aging 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
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Cerebrovascular  accidents  have  been  described 
in  abusers  of  amphetamine,  heroin,  LSD  (lysergic 
acid  diethylamide),  and  other  illicitly  used  drugs. 
We  report  here  a man  whose  stroke  appeared  to  be 
related  to  a parenteral  injection  of  cocaine. 

Case  report 

A 43-year-old  man  had  been  a heroin  addict  for  27 
years  and  had  then  been  receiving  methadone- 
maintainance  therapy  for  3 years.  Every  few  months 
for  several  years  he  had  taken  a $10  bag  of  cocaine 
intravenously  or  intramuscularly.  During  the  two 
weeks  prior  to  admission  he  took  no  methadone.  On 
the  day  of  admission  he  drank  more  than  a bottle  of 
wine  and  then  gave  himself  his  usual  dose  of  cocaine 
into  the  left  deltoid  muscle.  Between  one  and  two 
hours  later  he  noted  difficulty  speaking,  together 
with  weakness  in  the  right  limbs,  and  came  to  Harlem 
Hospital. 

On  admission,  blood  pressure  was  180/130  mm. 
Hg,  pulse  96  per  minute  and  regular,  respirations  16 
per  minute  and  regular,  and  temperature  38°C. 
There  was  a grade  3/6  systolic  murmur  suggestive  of 
mitral  regurgitation,  but  the  palpated  heart  was 
considered  normal  in  size.  There  was  no  spleno- 
megaly, skin  petechiae,  Osier  nodes,  or  splinter 
hemorrhages.  He  was  alert  and  attentive,  with 
normal  comprehension,  but  had  nonfluent  aphasic 
speech  with  impaired  speech  initiation,  naming  dif- 
ficulty, dysarthria,  and  better  repetition  than  spon- 
taneous speech.  Using  the  left  hand,  there  was  a- 
graphia  and  constructional  apraxia;  there  was  also 
buccolingual  apraxia.  A prominent  upper-motor- 
neuron-type  facial  weakness  was  present  on  the  right 

* Supported  in  part  by  Grant  1-R01-DA-00101-02,  National 
Institute  on  Drug  Abuse,  Rockville,  Maryland. 


side,  as  was  a flaccid  hemiparesis,  severe  in  the  arm 
and  moderate  in  the  leg.  On  the  right  side,  deep 
tendon  reflexes  were  brisker,  and  there  was  an  ex- 
tensor plantar  response.  The  optic  fundi,  visual 
fields,  and  sensory  examination  findings  were  nor- 
mal. 

Hematocrit  was  32,  white  blood  count  was  5,200 
per  cubic  millimeter  (53  per  cent  polymorphonuclear 
leukocytes,  43  per  cent  lymphocytes,  4 per  cent  mon- 
ocytes), platelet  count  was  normal,  and  erythrocyte 
sedimentation  rate  was  70  mm.  Tests  resulting  in 
normal  findings  were:  urinalysis,  blood  sugar,  blood 
urea  nitrogen,  serum  sodium,  potassium,  carbon 
dioxide,  calcium,  magnesium,  bilirubin,  glutamic 
oxaloacetic  transaminase,  alkaline  phosphatase, 
prothrombin  time,  L.E.  (lupus  erythematosus) 
preparation,  and  antinuclear  antibodies.  Cholesterol 
was  175  mg.  per  100  ml.;  serum  triglycerides  were  175 
mg.  per  100  ml.;  serum  latex  fixation  test  was  posi- 
tive. Serum  protein  electrophoresis  showed  albumin 
2.76  mg.  per  100  ml.,  alpha-1  globulin  0.31  per  cent, 
alpha-2  globulin  0.82  Gm.  per  100  ml.,  beta  globulin 
0.82  Gm.  per  100  ml.,  and  gamma  globulin  2.52  Gm. 
per  100  ml.  (34.4  per  cent  of  total;  normal  range  is  8.5 
to  22.5  per  cent).  Chest  x-ray  film  and  electrocar- 
diogram findings  were  normal.  Cerebrospinal  fluid 
showed  normal  opening  pressure,  cells,  protein, 
sugar,  VDRL  test  results,  and  culture.  Sixteen 
consecutive  blood  cultures  were  normal  for  bacteria. 
Urinary  vanillylmandelic  acid  test  findings  were 
normal. 

The  day  after  admission,  the  patient  was  short  of 
breath;  temperature  rose  to  39.3°C.,  there  was  now 
an  infiltrate  of  the  right  lower  lobe  revealed  on  chest 
x-ray  film,  and  arterial  blood  showed  pH  7.48,  oxygen 
pressure  48  mm.  Hg,  oxygen  saturation  91  per  cent, 
and  carbon  dioxide  partial  pressure  34  mm.  Hg.  A 
sputum  smear  showed  gram-positive  diplococci,  and 
he  was  given  penicillin.  Sputum  culture  disclosed 
no  bacteria,  and  when  his  respiratory  status  contin- 
ued to  worsen,  he  was  transferred  to  an  intensive  care 
unit,  where  tracheostomy  was  performed  and  inter- 
mittent positive  pressure  ventilation  instituted. 
Oxacillin  and  streptomycin  were  added.  Cerebro- 
spinal fluid  remained  normal,  and  respiratory  status 
and  arterial  gases  improved. 

Two  weeks  after  admission,  hematocrit  had  fallen 
to  21.  Sickle  preparation  finding  was  negative,  re- 
ticulocytes were  1.4  per  cent,  serum  iron  was  185 
micrograms  per  100  ml.,  and  iron-binding  capacity 
259  micrograms  per  100  ml.  Serum  haptoglobin  was 
normal.  Red  cells  were  macrocytic  (mean  corpus- 
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cular  volume  was  114  cu.  microns)  and  normochromic 
on  peripheral  smear,  with  polysegmented  polymor- 
phonuclear leukocytes  seen,  and  bone-marrow  as- 
piration showed  mild  myeloid  hyperplasia,  no  ab- 
normal cells,  and  normal  iron  stores.  Serum  vitamin 
B12  was  700  pico  Gm.  per  milliliter  (normal  200  to  950 
pg.  per  milliliter). 

He  received  folate,  5 mg.  daily,  and  his  hematocrit 
rose  to  32  over  the  next  two  weeks  following  a retic- 
ulocyte response  of  13  per  cent. 

Antibiotics  were  stopped  three  weeks  after  ad- 
mission, but  a week  later  fever  recurred,  his  arterial 
oxygen  pressure  was  55  mm.  Hg  on  room  air,  and 
sputum  and  two  blood  cultures  grew  Enterobacter- 
iaceae.  Gentamicin  was  given.  A week  later  blood 
cultures  grew  enterococcus,  and  penicillin  was  added. 
Repeated  sputum  cultures  for  tuberculosis  were 
normal. 

Fevers  then  gradually  subsided  over  the  next  three 
weeks,  after  which  blood  cultures  remained  normal, 
no  further  antibiotics  were  given,  and  his  tracheos- 
tomy was  removed. 

During  this  time,  his  aphasia  and  agraphia  had 
completely  cleared,  but  facial  and  arm  weakness  on 
the  right  side  remained  severe.  Returning  to  the 
ward  from  the  intensive  care  unit  two  months  after 
admission,  he  refused  cerebral  angiographic  exami- 
nation. A technetium  99m  pertechnetate  brain  scan 
showed  uptake  only  in  the  right  parietal  lobe,  which 
was  still  present,  although  smaller,  a month  later. 
His  blood  pressure  after  admission  ranged  from 
100-140/70-100;  it  was  usually  around  120/80  mm. 
Hg.  The  murmur  of  mitral  regurgitation  remained 
constant  during  his  hospitalization.  He  was  dis- 
charged five  months  after  admission,  still  with 
marked  facial  and  arm  weakness  on  the  right  side. 
On  follow-up  examination  a year  later,  his  weakness 
had  lessened  considerably,  and  no  new  neurologic 
deficit  had  appeared.  He  had  taken  no  more  cocaine 
or  other  drugs  except  methadone  during  the  interval. 
His  blood  pressure  on  that  occasion  was  150/105  mm. 

Hg. 

Comment 

To  our  knowledge,  stroke  has  not  been  described 
previously  in  cocaine  abusers.  This  man’s  stroke, 
probably  an  occlusion  of  an  anterior  branch  or 
branches  of  the  left  middle  cerebral  artery,  occurred 
between  one  and  two  hours  after  he  gave  himself  in- 
tramuscular cocaine,  his  first  such  injection  in  several 
weeks.  Hypertension,  of  course,  may  have  played  a 
role,  even  though,  following  the  initial  very  high  el- 
evation (to  which  cocaine  may  have  contributed),  his 
blood  pressure  was  only  mildly  and  intermittently 
elevated.  He  had  a heart  murmur,  but  16  consecu- 
tive blood  cultures  were  negative  for  bacteria  on  ad- 
mission, his  murmur  never  changed,  and  there  were 
no  other  signs  to  suggest  bacterial  endocarditis.  Nor 
were  there  other  apparent  underlying  conditions, 
such  as  hyperlipemia  or  blood  dyscrasia,  to  predis- 


pose such  a young  man  to  cerebrovascular  disease.  It 
seems  reasonable,  therefore,  to  assume  that  cocaine 
may  have  contributed  to  his  stroke. 

Cocaine  is  the  only  naturally  occurring  local  an- 
esthetic and  is  obtained  from  an  alkaloid  of  the  shrub 
Erythroxylon  coca,  extensively  cultivated  in  the 
mountain  uplands  of  South  America,  where  its  use 
stretches  back  at  least  1,000  years  to  the  Inca  Em- 
pire.1-3 Cocaine  is  capable  of  producing  euphoric 
excitement  and  in  high  dosage  an  hallucinatory  ex- 
perience. These  properties  lead  to  the  highest  de- 
gree of  psychic  dependence.  A relatively  small  and 
specialized  medical  use  is  recognized,  but  cocaine’s 
illicit  market  has  followed  the  trend  upward  that  has 
been  seen  with  other  illicit  drugs  during  the  past 
decade. 

Among  drug  abusers  in  urine-screening  programs, 
cocaine  is  infrequently  detected  because  it  is  rapidly 
metabolized  to  highly  water-soluble  compounds  that 
are  not  effectively  extracted  by  toxicologic  screening 
methods  employing  traditional  solvents.  Therefore, 
the  true  magnitude  of  cocaine  abuse  cannot  readily 
be  substantiated.  However,  with  the  use  of  special 
solvent  systems  and  techniques  at  the  office  of  the 
chief  medical  examiner  of  New  York  City,  cocaine 
and  its  metabolites  were  identified  in  15  per  cent  of 
1,000  randomly  selected  urine  samples  from  drug- 
abuse  treatment  programs  in  New  York  City,  in- 
cluding one  from  central  Harlem.4 

Cocaine  may  be  purchased  illegally  at  $500  to 
$1,500  an  ounce.  This  is  usually  diluted  with  lactose 
and  other  adulterants  by  the  street  peddler  and  av- 
erages $50  to  $75  a “spoon,”  or  about  $10  for  a “snort” 
or  bag  of  less  than  200  mg.  of  this  material.1  Inter- 
mittent use  of  cocaine  is  common  among  the  multi- 
ple-drug-abusing patients  seen  in  the  central  Harlem 
area.  In  most  instances,  cocaine  is  inhaled  into  a 
nostril.  Some  of  our  patients  have  injected  cocaine 
subcutaneously  or  intramuscularly  along  with  her- 
oin-adulterant mixtures.  Intravenous  use  is  less 
frequent.  We  have  seen  severe  reactions  with  pre- 
sumed cocaine  overdose  including  hypertension, 
followed  by  shock,  hyperthermia,  seizures,  coma,  and 
cardiopulmonary  arrest. 

Cocaine  prevents  uptake  of  sympathomimetic 
neurotransmitters  by  nerve  terminals.5  The  result 
is  sensitization  to  epinephrine  and  norepinephrine, 
and  vasoconstriction.  Unlike  the  amphetamines, 
however,  which  increase  brain  metabolism  (CMRO2), 
cocaine  depresses  cerebral  metabolic  activity  in  vitro 
and  in  vivo.6  One  might  expect,  therefore,  to  en- 
counter cocaine  effects  both  similar  to  and  different 
from  those  produced  by  amphetamines.  Necrotizing 
angiitis  was  reported  by  Citron  et  al.7  in  14  patients 
who  had  used  a variety  of  drugs  but  with  whom 
methamphetamine  was  considered  the  likeliest 
common  denominator.  In  one  of  four  cases  verified 
at  autopsy,  infarcts  and  hemorrhages  were  present 
in  cerebrum,  cerebellum,  and  brain  stem.  The  au- 
thors stressed  that  the  lesions  did  not  resemble  hy- 
persensitivity angiitis,  and  suggested  a direct  toxic 
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effect  of  one  or  more  of  the  drugs.7 

Rumbaugh  et  al.8  described  cerebral  angiographic- 
findings  in  young  multiple-drug  abusers  admitted 
with  stroke,  obtundation,  or  coma.  Segmental 
constriction  of  many  large-  and  medium-sized 
intracranial  arteries,  plus  stenosis  or  occlusion  of 
penetrating  arterioles,  was  seen.  The  same  authors 
also  gave  single  intravenous  injections  of  metham- 
phetamine  to  monkeys  in  doses  roughly  equivalent 
to  those  used  by  drug  users.9  There  was  immediate 
hypertension,  and  cerebral  angiography  done  10 
minutes  after  injection  showed  decreased  caliber  of 
frontoparietal  branches  of  the  middle  cerebral  artery 
and  of  the  lenticulostriate  arteries.  Alt  hough  these 
changes  had  disappeared  on  angiographic  viewing  24 
hours  later,  necropsy  done  after  two  weeks  showed 
numerous  petechial  hemorrhages  in  cerebrum,  cer- 
ebellum, and  brain  stem  in  all  animals,  and  frank 
subarachnoid  hemorrhage  in  some;  there  were  also 
scattered  focal  ischemia  and  infarction,  plus  mi- 
croaneurysms. 

Other  authors  have  also  reported  intracranial 
hemorrhage  in  amphetamine  abusers. 10-15  In  most 
reports  the  hypertensive  effect  of  the  drug  was  con- 
sidered crucial. 

Sobel,  Espinas,  and  Friedman16  reported  a 14- 
year-old  boy  who  developed  hemiplegia  on  the  left 
side  after  ingesting  four  LSD  capsules;  angiographic 
examination  of  the  right  carotid  artery  showed  total 
obstruction  of  the  internal  carotid  artery  above  the 
siphon.  The  authors16  postulated  that  arterial 
spasm  was  caused  by  the  vasoconstrictor  activity  of 
the  ergot  derivative  LSD. 

A different  potential  mechanism  for  stroke  was 
suggested  by  Atlee,17  who  reported  on  17  patients 
who  took  repeated  intravenous  injections  of  crushed 
methylphenidate  hydrochloride  and  who  showed  tiny 
yellowish-red  crystals  in  vessels  on  fundoscopic  ex- 
amination. Autopsy  in  one  patient  showed  talc  and 
cornstarch  particles  in  small  vessels  of  retina,  brain, 
and  lung.  None  of  these  patients,  however,  showed 
focal  neurologic  deficit,  nor  did  the  autopsied  brain 
show  evidence  of  infarct. 

It  remains  uncertain,  of  course,  whether  or  not  the 
relationship  between  cocaine  and  stroke  in  our  pa- 
tient was  more  than  fortuitous.  If  in  fact  cocaine 


played  a causal  role,  we  anticipate  that  more  strokes 
will  be  seen  among  the  many  abusers  of  this  agent  in 
American  cities. 

Summary 

A 43-year-old  mildly  hypertensive  man  had  a 
stroke  one  to  two  hours  after  receiving  intramuscular 
cocaine.  Since  cocaine  sensitizes  tissues  to  norepi- 
nephrine and  epinephrine,  it  is  possible  that  cocaine 
contributed  to  the  stroke  by  a mechanism  similar  to 
that  of  amphetamine,  a drug  known  to  be  associated 
with  cerebrovascular  accidents. 
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Letters  to  the  Editor 


Unnecessary  surgery 

To  the  Editor:  I am  writing  in  response  to  the  charges 
made  by  Ralph  Emerson,  M.D.,  F.A.C.S.,  and  John  Cree- 
don  M.D.,  F.A.C.S.,  in  the  April*  issue  of  this  Journal.  In 
their  article,  the  authors  attacked  the  “fallacious  McCarthy 
and  Widmer  statistics”  (the  Cornell  University  Medical 
Center  administered  second  opinion  elective  surgery 
project)  by  means  of  incomplete  and  inaccurate  quotes, 
suppositions,  and  conjectures.  This  letter  responds  to  the 
more  glaring  errors. 

First,  the  McCarthy /Widmer  article  never  professed  that 
the  second  opinion  program  was  designed  to  measure 
“unnecessary”  surgery.  In  addition,  since  the  term  “un- 
necessary” was  never  used  in  the  context  presented  by  Drs. 
Emerson  and  Creedon,  the  use  of  the  term  “deferred  sur- 
gery” is  not  to  be  regarded  as  a retreat  or  a revision. 

If  the  authors  carefully  read  the  McCarthy/Widmer 
paper  they  would  have  seen  that  (1)  it  is  clearly  stated  that 
the  findings  presented  cannot  be  applied  to  the  general 
population  undergoing  elective  operations  and  (2)  the 
findings  were  to  be  considered  preliminary.  Much  more 
information  had  to  be  analyzed  before  responsible  con- 
clusions regarding  the  program’s  effectiveness  could  be 
drawn. 

Second,  the  authors  state  that  their  original  study  in- 
validates the  methodology.  In  the  early  1960s,  the  Medical 
Society  of  the  State  of  New  York  challenged  the  two 
Teamster  studies  done  by  Trussed  and  Morehead  by  in- 
dicating that  they  were  retrospective  chart  reviews  which 
are  intrinsically  deficient  in  the  evaluation  of  quality  of 
care.  Only  a prospective  comparison  of  the  necessity  for 
elective  surgery  would  be  valid  for  those  patients  with  a full 
flowering  of  symptoms.  Yet,  the  authors  reverse  them- 
selves now  and  state  that  a retrospective  study  relying  on 
medical  records  is  methodologically  superior  to  a pro- 
spective review  of  the  requirements  for  surgical  treat- 
ment. 

Third,  the  authors  appear  to  be  missing  the  point  of  our 
second  opinion  program.  In  our  study,  it  is  made  quite 
clear  to  all  those  individuals  seeking  a second  opinion  that 
the  final  decision  to  undergo  surgery  rests  with  the  indi- 
vidual. Essentially,  the  surgical  consultant’s  diagnosis 
helps  the  individual  to  make  up  his  or  her  mind.  Even  if 
the  consultant  suggests  that  surgery  is  not  appropriate  or 
that  the  operation  can  be  deferred,  that  is,  medical  treat- 
ment might  be  recommended,  the  individual  is  entitled  to 
have  the  surgery  performed  if  he  or  she  desires.  Drs. 
Flmerson  and  Creedon,  never  have  we  “engineered  and 
publicized”  that  the  consultant’s  opinion  is  the  right 
opinion. 

Fourth,  in  the  Cornell  mandatory  second  opinion  pro- 
grams, all  individuals  are  free  to  accept  the  opinion  of  ei- 
ther the  initial  diagnostic  physician  or  the  second  opinion 
Hoard -certified  surgeon  without  loss  of  any  benefits.  This 
has  been  the  case  Irom  the  program’s  inception  and  con- 

Unjustified  surgery  dilemma;  second  opinion  versus  preset 
criteria,  77:  779  (Apr.)  1977. 


tinues  to  be  in  effect. 

The  authors  appear  to  be  highly  biased  against  second 
opinion  elective  surgery  programs,  and  this  prejudice  seems 
to  be  clouding  their  ability  to  analyze  and  to  evaluate  not 
only  the  Cornell  program,  but  also  other  programs  that  are 
being  developed  across  the  country.  We  postulate  that  the 
reason  for  the  success  of  the  second  opinion  program  and 
its  rapid  adoption  around  the  country  is  that  there  has  been 
a veritable  explosion  or  epidemic,  if  you  will,  in  the  rate  of 
surgery  since  1971.  Based  on  household  surveys  conducted 
in  the  United  States  from  1928-1960  and  based  on  the 
Hospital  Discharge  Surveys  conducted  by  The  National 
Center  for  Health  Statistics,  the  rates  of  surgery  can  be 
traced.  The  rate  had  been  constant  up  to  the  mid-1960s. 
For  example,  in  1965,  the  rate  of  surgery  was  77  per  1,000, 
and  in  1971  it  was  78  per  1,000.  In  1973  it  rose  to  89  per 
1,000;  in  1975  it  rose  to  96  per  1,000.  In  1971  we  went  from 
15.7  million  operations  to  well  over  21  million  in  1976,  an 
increase  of  approximately  5 million.  During  this  same  time 
frame,  the  population  grew  at  0.8  percent  annually. 
Hence,  surgery  rates  are  growing  three  and  a half  times 
faster  than  the  population. 

Our  prospective  study,  free  from  the  limitations  of  re- 
trospective chart  review,  demonstrates  that  a second 
opinion  consultation  program  can  reduce  surplus  surgery. 
Based  on  follow-up  data,  we  found  that  our  study  has  un- 
covered a potential,  serious  public  health  program  of  pa- 
tient-deferred surgery  in  the  face  of  a double  recommen- 
dation for  surgical  care.  After  the  follow-up  of  at  least  two 
years,  and  in  some  cases,  five  years,  60  percent  of  those  who 
were  not  confirmed  for  surgery  have  not  required  further 
medical  care  for  their  condition.  This  is  the  group  that  we 
have  labeled  “potential  surplus  surgery.”  Our  study’s 
projection  has  never  been  revised,  either  upwards  or 
downwards  to  date. 

In  the  near  future,  we  will  be  reporting  on  the  outcome 
of  all  the  nonconfirmed  population,  one  third  of  whom  have 
received  medical  treatment  in  place  of  the  recommended 
surgery.  We  will  report  what  percentage  of  this  alternative 
medical  treatment  group  was  successfully  treated  by  a 
medical  regimen  and  what  percentage  required  the  surgery 
because  the  medical  treatment  proved  to  be  inadequate. 
The  outcome  of  the  alternative  medical  treatment  group 
will  complete  the  utilization  phase  of  our  study. 

In  addition,  the  cost  containment  features  of  our  study 
to  date  have  been  not  solely  relegated  to  the  savings  that 
result  from  permanently  deferring  surgery,  but  to  the  fol- 
lowing also: 

1.  Three  and  a half  percent  of  our  confirmed  surgery, 

in  the  opinion  of  our  Board-certified  specialist, 
can  be  performed  on  an  ambulatory  basis,  thus 
saving  the  cost  of  hospitalization. 

2.  The  lengt  h of  stay  of  patients  with  a second  opinion 

is  shorter  by  approximately  a day  from  a compa 
rable  control  group. 

3.  Finally,  a “sentinel  effect”  has  been  the  most  re- 

markable feature  with  respect  to  a long  range  cost 

continued  on  page  1517 
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Cutaneous  manifestations  of  sarcoidosis,  aside 
from  erythema  nodosum,  are  rather  common.  The 
skin  lesions  are  of  various  forms  and  have  no  char- 
acteristic distribution.  Tattooing  may  be  compli- 
cated by  a variety  of  systemic  and  local  disorders 
such  as  syphilis,  tuberculosis,  vaccinia,  pyogenic  in- 
fections, malignant  degeneration,  viral  hepatitis, 
lupus,  photosensitivity,  and  other  allergic  reactions.1 
Although  tattoo  granulomas  of  foreign-body  type 
have  been  encountered  occasionally,  sarcoid  reaction 
in  the  tattoos  as  a part  of  systemic  sarcoidosis  has 
only  been  reported  on  rare  occasions.2-6  Following 
is  the  report  of  a patient  with  systemic  sarcoidosis 
who  developed  characteristic  skin  lesions  in  green 
pigmented  areas  of  all  three  of  his  tattoos. 

Case  report 

A 40-year-old  steel  plant  machinist  was  admitted 
to  the  E.  J.  Meyer  Memorial  Hospital,  Buffalo,  New 
York,  in  January,  1973,  for  evaluation  of  pulmonary 
hilar  mass.  At  four  years  of  age  he  had  a right  chest 
empyema  for  which  he  was  hospitalized  and  treated 
in  a tuberculosis  sanatorium.  At  age  18,  while  in  the 
military  service,  he  had  three  tattoos  applied  to  his 
upper  extremities.  In  1966,  a gastrojejunostomy, 
with  vagotomy,  was  performed  for  recurrent  peptic 
ulcer  disease.  A coronary  angiography,  which  was 
done  in  1968  for  frequent  chest  pains  and  abnormal 
electrocardiogram,  showed  no  evidence  of  coronary 
artery  disease. 

For  the  previous  three  months  he  had  complained 
of  fatigue,  general  malaise,  abdominal  pain,  non- 
productive cough,  and  vague  anterior  chest  pain.  In 
November,  1972,  he  was  admitted  to  a local  hospital 
when  a chest  roentgenogram  showed  an  abnormal 
hilar  shadow.  A bronchoscopy  result  was  normal. 
While  in  the  hospital,  he  developed  polyarthralgia, 
low-grade  fever,  and  erythema  nodosum  on  the  an- 
terior surface  of  his  legs  and  the  dorsum  of  his  hands. 
He  was  treated  with  prednisone.  The  erythema 


FIGURE  1 Right  arm  tattoo  showing  several  discrete  nod- 
ules involving  green  pigmented  areas. 


nodosum  cleared,  but  he  continued  to  have  fatigue 
and  polyarthralgia. 

On  admission  to  the  E.  J.  Meyer  Memorial  Hos- 
pital he  was  afebrile  and  in  no  acute  distress.  He 
weighed  120  Kg.  His  parotid  glands  were  moder- 
ately and  symmetrically  enlarged.  Examination  of 
the  eyes,  including  slit-lamp  study,  revealed  normal 
findings.  He  had  no  peripheral  adenopathy.  There 
was  an  irregularly  dimpled  scar  on  the  right  side  of 
his  chest  posteriorly.  The  lungs  were  clear  to  per- 
cussion and  auscultation.  The  abdomen  was 
markedly  obese;  no  enlarged  organs  or  masses  could 
be  palpated.  His  wrist,  elbow,  and  shoulder  joints 
were  moderately  tender.  However,  no  swelling,  de- 
formity, or  change  of  range  of  motion  could  be  de- 
tected. He  had  three  large  multicolored  tattoos  on 
his  upper  extremities  which  were  studded  with  sev- 
eral discrete,  slightly  desquamating  and  brownish 
nodules  of  4 to  8 mm.  in  diameter  (Fig.  1).  The  le- 
sions were  exclusively  in  the  green  pigmented  areas 
of  the  tattoos.  The  patient  had  noted  these  changes 
for  the  previous  three  months.  There  was  no  other 
skin  lesion. 

The  following  laboratory  values  were  within  nor- 
mal limits;  hematocrit,  serum  electrolytes,  calcium, 
phosphorus,  blood  sugar,  creatinine,  bilirubin,  al- 
kaline phosphatase,  glutamic  oxaloacetic  and  glu- 
tamic pyruvic  transaminases,  lactic  acid  dehydro- 
genase, protein  electrophoresis,  and  complement. 
White  cell  count  was  4,700  per  cubic  millimeter  with 
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FIGURE  2.  Chest  roentgenogram  showing  bilateral  hilar  and 
questionable  right  paratracheal  lymphadenopathy;  no  pa- 
renchymal infiltration. 

67  per  cent  neutrophils,  29  per  cent  lymphocytes  and 
4 per  cent  eosinophils.  Serum  uric  acid  was  8.9  mg. 
per  100  ml.  A chest  x-ray  film  showed  bilateral,  but 
predominantly  left-sided,  hilar  mass  and  question- 
able right  paratracheal  lymphadenopathy  (Fig.  2). 
The  lung  fields  were  clear.  Skin  test  results,  with 
intermediate  strength  purified  protein  derivative  and 
mumps  antigen,  were  negative.  There  were  no 
acid-fast  organisms  or  fungi  on  smear  or  culture  of 
several  sputum  samples. 

A mediastinal  lymph-node  biopsy  showed  nonca- 
seating  epithelioid  granulomas.  Several  biopsies 
from  the  skin  lesions  in  the  tattoos  of  both  arms  had 
similar  pathologic  changes.  In  the  upper  dermis 
there  was  some  foreign  body  reaction  around  pig- 
mented particles.  However,  the  significant  findings 
were  abundant  noncaseating  epithelioid  tubercles 
throughout  the  depth  of  the  dermis  and  the  dermo- 
subcutaneous  junction  (Fig.  3). 

Comment 

The  first  case  of  sarcoid  lesion  in  a tattoo,  which 
was  reported  by  Madden  in  1939, 2 had  no  evidence 
of  systemic  sarcoidosis.  Lubeck  and  Epstein  in  19523 
reported  a patient  with  iritis,  pulmonary  lesions,  hilar 
lymphadenopathy,  migratory  arthritis,  and  bony 
lesions,  who  developed  elevated  and  scaly  eruption 
over  the  red,  green,  and  blue-colored  tattoos.  Al- 
though a right  supraclavicular  node  was  normal, 
chronic  noncaseating  granulomatous  inflammation 
with  epithelioid  and  giant  cells  was  demonstrated  in 
tattoo  lesions.  Obermayer  and  Hassen  in  19554  re- 
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FIGURE  3.  Light  microscopy  of  one  skin  lesion  in  tattoo. 
Characteristic  sarcoid  granulomas  seen  in  dermis  and  der- 
mosubcutaneous  junction  (original  magnification  X 250, 
hematoxylin  and  eosin  stain). 


ported  a patient  in  whom  itchy  nodules  appeared  in 
a red  and  blue  tattoo.  He  had  no  systemic  symp- 
toms, but  increased  pulmonary  markings  with  nod- 
ular infiltrate  and  hilar  and  peritracheal  lymphade- 
nopathy were  seen  in  the  chest  roentgenogram. 
Biopsies  of  the  left  axillary  lymph  node  and  the  tat- 
too lesions  showed  noncaseating  epithelioid  granu- 
lomas. Weidman,  Andrade,  and  Franks  in  19665 
published  the  case  of  a patient  who  was  tattooed  45 
years  earlier.  Several  nodules  developed  in  the  blue 
and  reddish  pigmented  tattoos.  Biopsy  was  inter- 
preted as  sarcoid  granuloma.  Findings  on  a Kveim 
test,  however,  were  negative.  Skin  lesions  and 
changes  found  on  chest  x-ray  films  disappeared 
spontaneously  within  four  months.  Dickinson  in 
19696  reported  two  cases.  The  first  patient  had  his 
tattoos  for  nine  years  when  nodular  eruption  ap- 
peared in  three  of  his  four  tattoos,  involving  the  blue, 
green,  and  red-pigmented  areas.  He  had  peripheral 
and  mediastinal  lymphadenopathy.  Biopsies  from 
the  right  scalene  node,  mediastinal  node,  and  lung 
and  tattoo  lesions  showed  noncaseating  granulomas. 
His  second  patient,  tattooed  for  eleven  years,  de- 
veloped a painful  nodule  in  a red-pigmented  area  of 
one  of  his  tattoos.  He  had  bilateral  hilar  lymphad- 
enopathy. Biopsies  from  the  skin  lesion  and  su- 
praclavicular fat  pad  showed  noncaseating  granulo- 
mas. 

The  development  of  sarcoid  lesions  in  tattooed 
skin  with  the  onset  of  systemic  sarcoidosis,  although 
a rare  occurrence,  is  an  interesting  phenomenon 
which  might  help  in  understanding  at  least  certain 
aspects  of  pathogenesis  of  this  mysterious  disease. 
Many  years  of  asymptomatic  interval  from  the  time 
of  application  of  tattoos  to  the  time  of  appearance  of 
characteristic  granulomatous  lesions,  concomitantly 
in  the  tattooed  skin  and  other  organs,  supports  the 
contention  that  a change  in  body  reactivity  is  a pre- 


. 


requisite  for  the  development  of  sarcoidosis.  It  is, 
therefore,  plausible  that  sarcoid  reaction  anywhere 
in  the  body  is  in  response  to  certain  local  factors  once 
this  state  of  particular  granulomatous  hypersensi- 
tivity has  occurred.  The  local  or  tissue  factors  may 
be  quite  variable,  not  only  in  an  individual  patient 
but  in  different  individuals.  As  in  sarcoid  reaction 
of  tattoos,  these  factors  are  probably  exogenous  in 
origin.  This  view  is  further  suggested  by  the  primary 
role  of  macrophages  in  granuloma  formation,  by  the 
predominant  involvement  of  organs  rich  in  reticu- 
loendothelial system,  and  by  almost  invariable  par- 
ticipation of  lungs  and/or  their  lymph  nodes  in  sar- 
coidosis. It  is  likely  that  exogenous  materials  are 
processed  inside  macrophages,  either  by  an  anti- 
gen-antibody  reaction  or  by  some  other  mechanism, 
before  inciting  granulomatous  reaction  in  susceptible 
host.  Moreover,  the  ultrastructural  changes  in  sar- 
coid tissue,  with  cytoplasmic  vacuoles  and  electron- 
dense  bodies  demonstrated  in  the  epithelioid  and 
giant  cells,  are  suggestive  of  their  macrophage  ori- 
gin.7-9 The  demonstration  that  the  active  material 
of  Kveim  antigen  is  in  particle  form  and  associated 
with  cytoplasmic  bodies  suggests  that  this  antigen 
is  the  product  of  phagocytosis  and  processing  of 
certain  exogenous  matters.10  Therefore,  it  can  be 
maintained  that  the  Kveim  antigen  contains  one  or 
more  tissue  factors  rather  than  a specific  etiologic 
agent.  This  hypothesis  also  concedes  that  various 
agents  implicated  in  the  etiology  of  sarcoidosis,  such 
as  Mycobacterium  tuberculosis,  atypical  mycobac- 
teria, pine  pollen,  and  numbers  of  other  chemical  and 
biologic  substances,  after  being  phagocytized  and 
altered  by  the  macrophages  of  the  susceptible  indi- 
viduals, may  act  as  tissue  factors  and,  therefore,  in- 
cite granulomatous  reaction. 


AMA  expands  accreditation 
for  allied  professionals 

Broad  representation  of  professionals  outside  the 
American  Medical  Association  will  be  included  in  the 
AMA’s  committee  which  evaluates  and  accredits  allied 
health  education  programs. 

Final  accreditation  authority  for  allied  health  profes- 
sionals has  been  assigned  to  the  Committee  on  Allied 
Health  Education  and  Accreditation  of  the  AMA’s  Council 
on  Medical  Education. 

Two  thirds  of  the  new  accreditation  committee  will 


Summary 

A 40-year-old  man  developed  characteristic  sar- 
coid lesions  in  all  three  of  his  tattoos  concomitant 
with  the  onset  of  subacute  systemic  sarcoidosis, 
manifested  by  erythema  nodosum,  polyarthralgia, 
and  hilar  lymphadenopathy.  The  possible  patho- 
genic role  of  exogenous  agents  in  sarcoidosis  is  briefly 
discussed. 

E.  J.  Meyer  Memorial  Hospital 
462  Grider  Street 
Buffalo,  New  York  14215 
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represent  allied  health  professionals,  employers,  educators, 
and  the  public.  In  the  past  only  AMA  members,  all  med- 
ical doctors,  served  in  the  accreditation  program. 

The  committee  includes  five  allied  health  professionals, 
two  hospital  administrators,  one  junior  college  president, 
and  three  physicians.  Public  representatives  and  two 
members  of  the  AMA  Council  will  be  added. 

The  AMA  also  has  revised  accreditation  standards  for 
some  of  the  allied  health  professions — medical  record 
technicians,  cytotechnologists,  specialists  in  blood  bank 
technology,  and  radiation  therapy  technologists. 
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Inadvertent 
Chlorambucil 
Overdose  in  Adult* 

ROBERT  E.  ENCK,  M.D. 

Rochester,  New  York 

JOHN  M.  BENNETT,  M.D. 

Rochester,  New  York 

From  the  Hematology  Unit  and  the  University  of  Rochester 
Cancer  Center,  Department  of  Medicine,  University  of  Rochester 
School  of  Medicine  and  Dentistry,  and  the  Eastern  Cooperative 
Oncology  Group 

Chlorambucil,  synthesized  by  Everett,  Roberts, 
and  Ross  in  1953, 1 is  an  alkylating  agent  that  has 
gained  wide  use  in  the  treatment  of  chronic  lym- 
phocytic leukemia,2,3  lymphomas,4’5  Waldenstrom’s 
macroglobulinemia,6  and  ovarian  carcinoma.7  Ac- 
cidental ingestion  of  large  doses  of  chlorambucil  have 
previously  been  reported,8  9 both  cases  occurring  in 
young  children,  but  no  prior  cases  in  adults  have  been 
reported.  Recently,  an  adult  male  with  chronic 
lymphocytic  leukemia  was  treated  with  biweekly 
chlorambucil,  as  suggested  by  Knospe,  Loeb,  and 
Huguley.10  He,  inadvertently,  ingested  280  mg.  of 
chlorambucil  over  a five-day  period. 

Case  report 

A 63-year-old  white  male  appeared  on  September 
9, 1974,  because  of  progressive  weakness,  a 16-pound 
weight  loss,  and  the  recent  onset  of  a skin  rash. 
Pertinent  physical  findings  included  a liver  edge 
palpable  3 cm.  below  the  right  costal  margin,  a firm, 
nontender  spleen  palpable  16  cm.  below  the  left 
costal  margin,  a scattered  maculopapular  rash  in- 
volving the  extremities  as  well  as  the  back,  and  no 
significant  peripheral  lymphadenopathy. 

The  initial  complete  blood  count  revealed  a he- 
matocrit of  34,  hemoglobin  10.6  Gm.  per  100  ml., 
white  blood  count  348,000  per  microliter  consisting 
of  95  per  cent  small,  well-differentiated  lymphocytes, 
and  a platelet  count  of  300,000  per  microliter.  The 
Ig(immunoglobulin)G  and  IgA  were  low  normal,  and 
the  IgM  was  slightly  increased  on  the  immunogram. 
Because  of  occasional  teardrop-  and  target-shaped 
red  cells  on  the  peripheral  smear  as  well  as  an  ele- 
vated red-cell  count  in  relation  to  the  degree  of  ane- 
mia, a hemoglobin  electrophoresis  was  obtained. 
This  revealed  90  per  cent  hemoglobin  A],  normal  92 
to  98  per  cent  total  hemoglobin,  and  8 per  cent  he- 
moglobin A 2,  normal  less  than  5 per  cent  total  he- 
moglobin, consistent  with  the  diagnosis  of  thalas- 
semia minor.  A skin  biopsy  of  the  maculopapular 
lesions  revealed  the  changes  of  leukemia  cutis. 

In  view  of  the  blood  picture,  the  patient’s  history, 

* Supported  in  part  by  U.S.  Public  Health  Services  Grants  AM 
05113,  CA  11083-07,  ana  CA  1 1 1 98-06  of  the  National  Institutes 
of  Health. 


and  physical  findings,  a diagnosis  of  chronic  lym- 
phocytic leukemia  was  established,  and  the  patient 
was  started  on  a therapeutic  regimen  consisting  of 
chlorambucil  30  mg.  per  square  meter,  total  dose  of 
56  mg.,  orally  on  day  one,  prednisone  80  mg.  orally 
daily  on  days  one  through  five,  and  allopurinol,  100 
mg.  orally  three  times  a day.  This  regimen  was  then 
repeated  every  two  weeks  with  the  patient  tolerating 
the  chemotherapy  well  and  only  noting  minimal  fa- 
tigue for  24  to  48  hours  following  cessation  of  the 
prednisone.  Following  the  fifth  course  of  chloram- 
bucil-prednisone therapy,  the  white  blood  count  had 
fallen  to  17,900  per  microliter  with  64  per  cent  lym- 
phocytes, the  hemoglobin  had  increased  to  12  Gm. 
per  100  ml.,  the  spleen  had  decreased  in  size  to  10  cm. 
below  the  left  costal  margin,  and  the  skin  lesions  had 
disappeared. 

At  this  point,  on  November  23,  1974,  the  patient 
inadvertently  took  chlorambucil,  56  mg.  daily  for  five 
days,  a total  dose  of  280  mg.  or  4.1  mg.  per  kilogram, 
as  well  as  the  prednisone,  80  mg.  daily  for  five  days. 
On  November  27,  while  still  taking  the  chlorambucil 
and  prednisone,  the  patient  was  seen  by  his  family 
physician  because  of  a nonproductive  cough.  A chest 
film  at  this  time  revealed  a minimal  left  perihilar 
infiltrate,  and  the  patient  was  treated  with  a ten-day 
course  of  oral  penicillin.  When  the  patient  notified 
us  in  early  December  of  his  error  in  taking  the 
chlorambucil,  repeat  blood  counts  were  obtained. 
These  counts,  shown  in  Table  I,  done  on  the  fifth  day 
after  stopping  the  chlorambucil,  revealed  a white 
blood  count  of  3,500  per  microliter  with  70  per  cent 
lymphocytes  and  18  per  cent  neutrophils,  hemoglo- 
bin 11.5  Gm.  per  100  ml.,  and  platelet  count  78,000 
per  microliter.  Repeat  counts  10  days  later  showed 
the  white  blood  count  increasing  to  4,500  per  mi- 
croliter with  51  per  cent  lymphocytes  and  35  per  cent 
neutrophils,  a hemoglobin  of  12  Gm.  per  100  ml.,  and 
a platelet  count  of  86,000  per  microliter.  Blood 
counts  obtained  one  month  after  the  patient’s  inad- 
vertent ingestion  of  280  mg.  of  chlorambucil  revealed 
a white  blood  count  of  5,200  per  microliter  with  40 
per  cent  lymphocytes  and  58  per  cent  neutrophils,  a 
hemoglobin  of  11.9  Gm.  per  100  ml.,  and  a platelet 
count  of  130,000  per  microliter. 

He  denied  nausea  or  vomiting  or  other  symptoms 
associated  with  the  chlorambucil  overdose.  Two 
months  later,  although  the  spleen  had  decreased  in 
size  and  the  hemoglobin  had  increased  to  13.7  Gm. 
per  100  ml.,  the  white  blood  count  had  increased  to 
15,400  per  microliter,  and  the  patient  was  restarted 
on  the  biweekly  chlorambucil-prednisone  regimen 
after  careful  instruction. 

Comment 

This  is  the  first  reported  case  of  an  adult  ingesting 
a large  dose  of  chlorambucil,  total  dose  of  280  mg.  or 
4.1  mg.  per  kilogram,  over  a short  period  of  time,  five 
days,  without  serious  sequelae.  In  fact,  the  patient 
was  not  hospitalized  and  was  followed  as  an  outpa- 
tient with  serial  blood  counts  as  noted  in  the  case 
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TABLE  I.  Laboratory  results 


• Date 

Blood  Counts Nov.  18,  1974  Nov.  24,  1974  Dec.  3,  1974  Dec.  13,  1974  Dec.  23,  1974  Jan.  27,  1976 


White  blood  count 

17,900 

12,900 

3,500 

4,500 

5,200 

9,200 

Per  cent  lymphocytes 

64 

66 

70 

51 

40 

32 

Per  cent  neutrophils 

32 

33 

18 

35 

58 

68 

Hemoglobin 

12 

12.1 

11.5 

12 

11.9 

12.8 

(Gm.  per  100  ml.) 
Platelet  count 

1 60,000 

180,000* 

78,000 

86,000 

130,000 

140,000 

* Chlorambucil  administered 

56  mg.  per  day  X 

5 between  November 

23,  1974,  and 

November  28, 

1974. 

report.  The  infiltrate  on  the  chest  film  of  November 
27  may  well  have  been  coincidental,  since  leukopenia 
with  marked  neutropenia  was  not  present  until  De- 
cember 3,  1974.  Also  of  interest  is  the  lack  of  gas- 
trointestinal toxicity  which  is  so  commonly  associ- 
ated with  higher  dose  chlorambucil  chemothera- 
py.10 

Wolfson  and  Olney8  first  reported  a case  of  acci- 
dental chlorambucil  ingestion  in  a child  in  1957. 
They  reported  the  case  of  a two-and-one-half-year- 
old  male  who  accidentally  ingested  70  mg.  of  chlor- 
ambucil, 5 mg.  per  kilogram,  following  which  he  be- 
came comatose  with  multiple  grand-mal  seizures  for 
the  first  24  hours.  Following  this,  the  neurologic 
signs  disappeared,  and  the  patient  made  an  eventful 
recovery  punctuated  by  recurrent  temperature  ele- 
vations and  the  development  of  rubeola  late  in  the 
hospital  course.  The  second  case  is  that  of  a two- 
year-old  female  who  ingested  approximately  20  mg. 
of  chlorambucil,  approximately  1.5  mg.  per  kilogram, 
and  developed  neurologic  signs  consisting  of  lethargy, 
ataxia,  and  agitated  behavior  for  the  first  two  days 
following  the  drug  ingestion.9  These  symptoms 
gradually  dissipated,  and  the  patient  made  an  un- 
eventful recovery. 

In  both  cases,  lymphopenia  occurred  early,  in  4 to 
5 days  following  drug  ingestion,  followed  by  a delayed 
neutropenia  on  13  to  14  days  after  drug  ingestion; 
Also,  leukopenia  was  noted  early  in  the  first  case,  on 
the  fourth  day,  and  on  the  fourteenth  day  in  the 
second  case.  Platelets  were  reported  normal  as  was 
the  hemoglobin  in  the  first  case,  while  a gradual  fall 
was  noted  in  the  hemoglobin  and  platelet  count 
during  the  first  14  days  after  drug  ingestion  in  the 
second  case.  In  both  cases,  blood  counts  had  re- 
turned to  normal  by  the  twenty-seventh  to  thirtieth 
days. 

In  our  case,  leukopenia  and  neutropepia  developed 
early,  on  the  fifth  day  following  cessation  of  the 
chlorambucil,  as  did  a drop  in  the  hemoglobin  and 
platelet  count  (Table  I).  This  pancytopenia  was 
transient  and  reversible  within  30  days  and,  as  pre- 
viously mentioned,  produced  no  serious  sequelae. 
Also,  unlike  the  two  previous  cases,  no  neurologic 
symptoms  or  signs  developed  in  our  patient. 

Galton  et  al.2  have  noted  that  when  the  total  dose 
of  chlorambucil  approaches  6.5  mg.  per  kilogram, 
there  is  a risk  of  causing  irreversible  bone-marrow 
damage.  However,  our  patient  received  a total  dose 
of  8.2  mg.  per  kilogram  chlorambucil  over  a 12-week 
period,  considering  the  five  previous  courses  of 


chlorambucil-prednisone  therapy  prior  to  his  over- 
dose, without  demonstrable  irreversible  bone-mar- 
row damage.  It  is  possible  that  our  patient  demon- 
strated unusual  tolerance  to  the  high  dose  of  chlor- 
ambucil in  regard  to  stem-cell  protection.  Never- 
theless, the  lack  of  any  side-effects  other  than  mild 
pancytopenia  suggests  that  higher  doses  of  chlor- 
ambucil than  previously  recognized  may  be  tolerated 
in  adults.  Escalation  of  recommended  dosages  of 
chlorambucil  by  25  per  cent  to  moderate  hematologic 
toxicity  by  cooperative  groups  and  others  employing 
the  intermittent  biweekly  regimen  may  provide  data 
that  would  point  to  higher  recommended  sched- 
ules. 

Summary 

Instead  of  receiving  a biweekly  course  of  56  mg.  of 
chlorambucil  as  therapy  for  active  chronic  lympho- 
cytic leukemia,  a patient  inadvertently  self-admin- 
istered the  dose  of  56  mg.  by  mouth  on  five  consec- 
utive days  for  a total  of  280  mg.  Other  than  modest 
pancytopenia,  there  were  no  side-effects,  in  contrast 
to  the  neurologic  sequelae  described  in  the  literature. 
A good  partial  remission  resulted. 

University  of  Rochester  Cancer  Center 
601  Elmwood  Avenue 
Rochester,  New  York  14642 
(DR.  BENNETT) 
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THE  LOWER  G.I.  TRACT: 
ORGANICALLY  SOUND 


. . .BUT  OVERSENSITIVE 
TO  EMOTIONAL  STRESS 


IN  IRRITABLE  BOWEL 
SYNDROME  LIBRAX 
PROVIDES  DISTINCTIVE 
ADVANTAGES 


■ the  specific  antianxiety  action  of 
Libnurrf(chlordiazepoxide  HCl) 


• the  potent  antispasmodic  action 
of  Quarzanfclidinium  Br) 


Adjunctive/Dual-Action 

LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg  clidinium  Br. 

A clear  treatment  advantage 
for  patients  with 
irritable  bowel  syndrome 


*This  drug  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


A CLEAR  TREATMENT 
ADVANTAGE  FOR  PATIENTS 
WITH  IRRITABLE  BOWEL 
SYNDROME 


Adjunctive/Dual-Acrion 

LIBRAX 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br. 


ONLY  LIBRAX  PROVIDES  THE  SPECIFIC 
ANTI  ANXIETY  ACTION  OF 


LIBRIUM6  (chlordiazepoxide  HCl)  PLUS  THE  POTENT 
ANTISPASMODIC  ACTION  OF  QUARZAN*  (clidinium  Br) 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as 
follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment 
of  peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Though  phys- 
ical and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  Librium®  (chlor- 
diazepoxide hydrochloride)  to  known  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions;  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  increase 
gradually  as  needed  and  tolerated)  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  pharmacologic  effects  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors  and 


phenothiazines.  Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  pa- 
tients. Employ  usual  precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochlorioe  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  avoidable  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido — all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  the  mouth,  blurring  of  vision,  urinary  hesitancy  and  consti- 
pation. Constipation  has  occurred  most  often  when  Librax  therapy 
is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients — see  Precautions. 

How  Supplied:  Librax  is  available  in  green  capsules,  each  contain- 
ing 5 mg  chlordiazepoxide  hydrochloride  (Librium®)  and  2.5  mg 
clidinium  bromide  (Quarzan®)— bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 
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The  bronchiolar  wall  is  composed  of  a single  layer 
of  ciliated  cells,  a middle  muscular  coat,  and  an  outer 
fibrous  membrane  which  is  devoid  of  cartilage.1 
Although  the  diameter  is  less  than  1 mm.,  the  large 
number  of  bronchioles  results  in  a total  cross-sec- 
tional area  approximately  20  times  that  of  the  tra- 
chea.2 Bronchiolitis  obliterans  is  a disease  of  these 
airways  characterized  by  proliferation  of  granulation 
tissue  within  the  bronchiole  in  response  to  injury. 
The  bronchiolar  obstruction  has  also  been  said  to  be 
associated  with  pulmonary  hypertensive  arteriopathy 
characterized  by  intimal  proliferation.3  Liebow,4 
however,  has  informed  the  authors  that  he  believes 
that  the  vascular  changes  are  due  to  loss  of  capillary 
bed  associated  with  focal  organizing  pneumonia. 
Bronchiolitis  obliterans  must  be  differentiated  from 
inflammation  and  mucus  plugging  of  the  bron- 
chioles.5-6 True  bronchiolitis  obliterans  was  first 
described  by  Lange  in  1901."  Despite  the  specific 
histologic  lesions,  the  recognition  of  this  disease  is 
rare.  LaDue’s8  review  of  more  than  40,000  autopsies 
revealed  only  one  case.  This  report  presents  a pa- 
tient with  bronchiolitis  obliterans  who,  by  clinical 
criteria,  recovered  and  was  studied  during  the  fol- 
lowing nine  years. 

* This  study  was  supported  in  part  by  Public  Health  Service 
Research  Career  Development  Award  1-K3-HE-19414  from  the 
National  Heart  Institute  (Dr.  Gilbert),  and  Public  Health  Service 
Grant  H-2800  from  the  National  Heart  Institute.  This  work  was 
also  supported,  in  part,  by  the  Division  of  Research  Facilities  and 
Resources  of  the  National  Institutes  of  Health  through  Grant 
FR-00353. 


Case  Report 

This  patient,  a 48-year-old  housewife  with  pro- 
gressive shortness  of  breath,  was  admitted  to  the 
University  Hospital  in  Syracuse  on  June  4,  1965. 
Previously  she  had  been  healthy,  but  in  April  of  that 
year  developed  rhinorrhea,  sore  throat  with  loss  of 
voice,  and  a nonproductive  cough.  Two  weeks  later 
she  noted  the  sensation  of  heaviness  in  the  chest  on 
inspiration  and  dyspnea  while  standing  but  not  while 
lying.  Fever  was  not  noted,  but  night  sweats  oc- 
curred. Despite  antibiotic  treatment  by  her  local 
physician  her  shortness  of  breath  progressed  so  that 
she  was  continually  breathing  in  a gasping  manner 
and  was  unable  to  eat  because  of  dyspnea. 

She  smoked  one  pack  of  cigarettes  per  day  for  34 
years  without  chronic  cough  or  other  respiratory 
symptoms  and  had  stopped  smoking  two  years  pre- 
viously for  social  reasons.  The  patient  denied  ex- 
posure to  irritant  fumes,  gases,  or  dusts  with  the  ex- 
ception of  exposure  to  carbon  tetrachloride  as  a child. 
A chest  x-ray  film  taken  at  age  40  for  incidental  rea- 
sons was  reported  as  showing  negative  results.  There 
was  no  history  of  pertussis,  pneumonia,  or  tubercu- 
losis. One  sister  had  chronic  bronchitis  but  was  a 
nonsmoker. 

On  examination  she  was  a middle-aged  woman  in 
respiratory  distress  when  sitting  up  but  not  when 
lying  flat.  Cyanosis  was  not  present.  The  respira- 
tory rate  was  26  per  minute,  temperature  37.5°C., 
heart  rate  80  per  minute,  and  blood  pressure  110/80 
mm.  Hg.  Pulmonary  examination  revealed  dullness 
at  both  bases  associated  with  increased  fremitus, 
bronchial  breath  sounds,  and  rales. 

The  packed  cell  volume  was  45  per  cent,  and  the 
white  blood  count  was  11,000  with  65  per  cent  poly- 
morphonuclear cells,  26  per  cent  lymphocytes,  6 per 
cent  monocytes,  2 per  cent  eosinophils,  and  1 per  cent 
bands.  Examination  of  the  sputum  did  not  suggest 
an  infectious  process.  Posterior-anterior  and  lateral 
chest  x-ray  films  demonstrated  poorly  defined  nod- 
ular densities  in  the  lower  lung  zones  (Fig.  1).  Vital 
capacity  was  1,460  cc.,  predicted  3,210  cc.,  and  the 
FEVi  (forced  expiratory  volume  in  one  second)  was 
950  cc.,  predicted  2,900  cc.  Arterial  oxygen  satura- 
tion was  88  per  cent  (Table  I).  Second  strength  PPD 
(purified  protein  derivative)  was  negative.  In  the 
hospital  the  patient  showed  some  spontaneous  clin- 
ical improvement,  and  an  open  biopsy  of  the  left 
lower  lobe  was  performed  on  June  14,  1965. 
Hematoxylin  and  eosin  stained  sections  were  sent  to 
Averill  A.  Liebow,  M.D.,  who  noted  polypoid  masses 
of  granulation  tissue  filling  many  of  the  small  bron- 
chioles. These  findings  were  believed  to  be  diag- 
nostic of  bronchiolitis  obliterans  (Fig.  2).  Culture 
findings  of  the  biopsy  were  negative  for  bacteria, 
fungi,  and  tuberculosis.  A chest  x-ray  film  one  week 
later  revealed  some  clearing  of  the  densities. 

On  June  22, 1965,  prednisone,  40  mg.  per  day,  was 
started.  A chest  x-ray  film  ten  days  later  revealed 
continued  clearing.  The  dose  of  prednisone  was 
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FIGURE  1.  Posteroanterior  radiographs  of  chest.  (A)  Mixed  air  space  and  interstitial  abnormality,  rather  patchy  in  distribution 
at  each  base.  Some  of  shadows  seem  to  have  somewhat  rounded  configuration  consistent  with  poorly  defined  parenchymal 
nodules.  (B)  Seven-and-one-half  years  after  initial  examination  minimal  linear  interstitial  densities  revealed  at  right  base. 
Cardiac  apex  and  left  diaphragm  not  well  delineated,  probably  due  to  minimal  chronic  parenchymal  residuals  and  some  pleural 
fibrosis. 


TABLE  I.  Pulmonary  function  and  arterial  blood  gas  studies 


Gas  Study 

Predicted 

6/7/65 

7/1/65 

7/28/65 

8/2/65 

uaie 

1/4/66 

4/7/67 

4/27/70 

\ 

1/23/73  5/15/74 

VC* 

3,210  cc. 

1,460 

2,180 

2,260 

2,300 

2,770 

3,120 

3,020 

2,400 

2,850 

FEV,t 

2,900  cc. 

960 

1,810 

1,790 

1,900 

2,300 

2,550 

2,380 

2,125 

2,300 

FEVj/VC 

83  per  cent 

66 

83 

79 

83 

83 

82 

79 

89 

81 

MW** 

94  L.  per  minute 

65 

111 

108 

119 

111 

123 

96 

64 

66 

TLCtt 

4,725  cc. 

3,570 

4,470 

4,330 

4,450 

RV*** 

1,515  cc. 

1,280 

1,700 

1,210 

1,430 

SaG  ttt 

>94  per  cent 

88 

96 

97 

96 

97 

(resting) 

PaCO  **** 

36  to  44  mm.  Hg 

43 

38 

42 

31 

(resting) 

dltttt 

27  ml.  per  minute 
per  mm.  Hg 

11 

10 

15 

18 

VO,  max***** 

1.3  L.  per  minute 

1.8 

* VC  = Vital  capacity.  ***  RV  = Residual  volume. 

T FEV,  = Forced  expiratory  volume  in  one  second  ITT  SaO?  = Arterial  saturation  of  oxygen. 

**  MW  = Maximum  voluntary  ventilation.  * **  * PaCO,  = Arterial  carbon  dioxide  tension  (mm.  Hg). 

tt  TLC  = Total  lung  capacity.  tttt  Dl  = Diffusing  capacity  (single  breath). 

*****  V02  max  = Maximum  uptake  of  oxygen. 


reduced,  and  the  drug  was  discontinued  in  November 
of  1965  because  of  a 14-kg.  weight  gain.  By  Decem- 
ber of  1965  the  patient’s  dyspnea  was  so  improved 
that  she  was  able  to  climb  a flight  of  stairs.  Chest 
x-ray  films  revealed  further  resolution  of  the  lung 
densities.  In  1967  she  noted  two  episodes,  each 
lasting  a month,  of  cough  associated  with  a sensation 
of  heaviness  in  the  chest.  X-ray  films  continued  to 
show  resolution  of  the  pulmonary  infiltrates.  Gen- 
eral improvement  continued,  but  in  1970  she  expe- 
rienced rhinorrhea,  a sensation  of  heaviness  in  the 
chest,  nonproductive  cough,  and  occasional  fever  as 
high  as  38.4°C.  Although  this  symptom  complex 
lasted  several  months,  follow-up  physical  examina- 


tion of  the  chest  yielded  normal  findings,  and  a chest 
x-ray  film  showed  almost  complete  clearing  of  the 
previous  densities  with  residual  scarring  at  the  bases. 
Since  1970  she  has  had  several  additional  episodes 
of  cough,  myalgia,  weakness,  and  sensation  of  chest 
pressure.  The  most  recent  episode  occurred  in 
January,  1974.  In  general  she  has  noted  progressive 
improvement  since  1965  and  now  is  able  to  do  all  her 
housework  without  any  discomfort.  She  believes 
that  she  has  returned  to  complete  health.  Serial 
improvement  in  chest  films  is  demonstrated  in  Figure 
IB.  The  patient’s  pulmonary  function  testing  has 
shown  continued  improvement  (Table  I).  The  ar- 
terial oxygen  saturation  returned  to  normal  by  July, 
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FIGURE  2.  Low-power  photomicrograph  illustrating  marked 
atelectasis  and  nodules  of  organizing  pneumonitis  in  bron- 
chioles. Loose  organizing  connective  tissue  cores  in 
bronchioles  still  lined  by  essentially  intact  respiratory  epi- 
thelium (hematoxylin  and  eosin  stain). 


1965,  and  has  remained  so  since  that  time.  However, 
maximum  voluntary  ventilation  fell  to  64  to  66  L.  per 
minute  in  1973  to  1974  after  reaching  a high  of  123 
L.  per  minute  in  1967,  and  the  single  breath  diffusing 
capacity  never  became  normal  (Table  I). 

Comment 

The  two  known  causes  of  bronchiolitis  obliterans 
are  the  inhalation  of  irritating  gases9-11  and  airway 
infections.12,13  Infectious  bronchiolitis  is  a common 
disease  in  children,  and  various  viruses  have  been 
implicated.14,15  Inflammation  of  the  bronchioles, 
increased  mucus,  and  occasional  necrosis  of  the  epi- 
thelial walls  occur.16  Total  respiratory  resistance  is 
increased  in  the  acute  phase  of  bronchiolitis  in  chil- 
dren and  may  still  be  increased  following  apparent 
recovery.1.  Wheezing  may  follow  childhood  bron- 
chiolitis, but  the  etiologic  relationship  between  this 
and  bronchiolitis  obliterans  is  unproved.18  Several 
cases  of  bronchiolitis  obliterans  have  been  reported 
following  infectious  bronchiolitis  in  children.19-21  In 
adults,  infection  of  the  small  airways  has  also  been 
recognized.  Inflammation  and  mucus  plugging  of 
the  small  airways  has  been  called  “obstructing 
bronchiolitis.”6  These  changes  are  similar  to  those 
seen  with  infectious  bronchiolitis  in  children.  The 
development  of  bronchiolitis  obliterans  secondary 
to  infectious  bronchiolitis  in  the  adult  has  been  de- 
scribed by  Blumgart  and  MacMahon.12  Winternitz, 
Wason,  and  McNamara13  examined  95  cases  of  in- 
fluenza and  noted  that  the  characteristic  pathologic 
lesion  was  necrosis  of  the  trachea,  bronchi,  bron- 
chioles, and  alveoli.  They  also  reported  a 35-year-old 
man  with  cough,  chest  pain,  headache,  chills,  fever, 
coryza,  jaundice,  and  pulmonary  consolidation. 
After  death,  which  was  secondary  to  pulmonary 
embolus,  histologic  examination  of  the  consolidated 


lung  revealed  strands  of  fibroblasts  within  the 
bronchiolar  exudate  and  occasional  complete  oblit- 
eration of  the  lumen.  Therefore,  it  is  evident  that 
bronchiolitis  obliterans  may  occur  in  both  children 
and  adults  secondary  to  infectious  agents.  Our  pa- 
tient’s sore  throat,  laryngitis,  malaise,  and  low-grade 
fever  are  all  compatible  with  an  infectious  etiology. 
Tuberculosis  was  excluded  by  the  negative  biopsy 
cultures  for  the  tubercle  bacillus  and  by  a negative 
second-strength  PPD  result  Fungal  culture  find- 
ings of  the  biopsy  specimen  were  also  negative. 
Therefore  we  believe  that  our  patient  represents  a 
case  of  bronchiolitis  obliterans  caused  by  a viral  ill- 
ness. Another  possible  explanation  for  this  woman’s 
clinical  and  histologic  status  is  that  she  may  have 
developed  bronchiolitis  obliterans  earlier  in  life  from 
an  unknown  cause  and  that  the  acute  illness  pre- 
ceding lung  biopsy  merely  represented  a superim- 
posed viral  infection.  This,  however,  is  unlikely  since 
our  patient  had  no  respiratory  symptoms  prior  to  this 
illness,  and  an  x-ray  film  taken  at  age  40  was  reported 
to  show  negative  findings. 

The  roentgenologic  characteristics  of  bronchiolitis 
obliterans  have  been  reviewed  by  Gosink,  Friedman, 
and  Liebow.22  Our  case  would  appear  to  conform  to 
the  category  of  basilar  opacities,  and  in  this  group  the 
authors  observed  only  a few  cases  of  complete  re- 
covery. Nearly  all  of  those  with  substantial  im- 
provement had  been  treated  with  steroids. 

Steroids  may  be  effective  in  treating  bronchiolitis 
obliterans,10,23  and  our  patient  improved  with 
prednisone  during  the  early  stages  of  her  illness. 
Both  clinical  and  radiographic  improvement,  how- 
ever, began  before  the  institution  of  steroids  and, 
therefore,  the  beneficial  effect  of  steroids  cannot  be 
known  with  certainty.  The  clinical  improvement  of 
our  patient  has  been  maintained  for  nine  years. 
Liebow24  suggests  that  such  improvement  could  be 
explained  by  reversal  of  the  interstitial  inflammation 
occurring  in  the  more  distal  air  spaces  The  pre- 
sumed irreversible  nature  of  the  polypoid  obstructive 
lesions  led  to  the  early  supposition  by  Liebow  that 
the  patient  would  have  a hazard  of  reinfection,  and 
she  has  indeed  experienced  recurrent  respiratory 
symptoms  which  were  probably  caused  by  infec- 
tion. 

Bronchiolitis  obliterans  should  be  considered  in 
patients  who  do  not  recover  normally  from  a viral 
respiratory  illness.  The  impression  of  bronchiolitis 
obliterans  can  be  confirmed  by  lung  biopsy.  Once 
the  diagnosis  is  established,  prednisone  therapy  may 
be  beneficial. 
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Study  technique  for  birth  defects 
in  unborn  infants  declared  safe 

Amniocentesis  properly  performed  involves  negligible 
risk  and  is  most  useful  in  identifying  potentially  defective 
children  well  before  birth,  says  a research  report  in  the 
March  28  Journal  of  the  American  Medical  Associa- 
tion. 

Amniocentesis  is  a process  in  which  the  physician  ex- 
tracts with  a needle  and  syringe  a small  amount  of  the  fluid 
that  surrounds  the  fetus,  and  examines  the  fluid  in  the 
laboratory  to  determine  whether  the  fetus  is  at  risk  of  being 
a malformed  infant. 

However,  there  has  been  some  element  of  risk  in  the 
procedure,  and  many  physicians  have  been  reluctant  to 
suggest  amniocentesis  for  their  patients,  says  Arthur  I. 
Goldstein,  M.D.,  and  colleagues  of  the  University  of  Cali- 
fornia College  of  Medicine  at  Irvine. 

The  risk  of  complications  has  been  less  than  1 percent, 
but  even  this  low  figure  can  be  reduced  through  techniques 
studied  in  120  amniocenteses  performed  at  the  University 
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of  California  Irvine  Medical  Center,  Dr.  Goldstein  says. 

Timing  of  the  procedure  is  important,  and  the  Irvine 
group  determined  that  16  weeks’  gestation  is  the  safest 
time.  Preliminary  study  by  ultrasound  methods  shows  the 
physician  exactly  where  the  fetus  is  located  within  the  sac 
and  thus  permits  insertion  of  the  needle  without  possible 
danger.  And  the  procedure  should  be  done  only  by  per- 
sonnel trained  and  experienced  in  the  technique. 

Women  who  become  pregnant  after  the  age  of  40  years 
have  a higher  risk  of  giving  birth  to  a malformed  infant,  and 
women  of  all  ages  with  certain  inborn  characteristics  also 
are  at  risk. 

“Physicians  should  be  encouraged  to  refer  appropriate 
patients  for  amniocentesis.  While  not  a panacea,  it  cer- 
tainly represents  a major  step  toward  the  reduction  of 
tragic  birth  defects  in  the  United  States  today,”  Dr. 
Goldstein  declares. 

Five  of  1 18  successful  amniocenteses  at  the  Irvine  center 
revealed  that  the  expected  child  would  be  born  defective, 
he  reports. 
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It  was  in  1874  that  Gull1  described  a cretinoid  state 
in  middle-aged  women  with  muscular  stiffness  and 
joint  swelling.  In  1878,  Ord2  reported  five  cases  of 
myxedema  with  many  rheumatic  manifestations 
including  swollen,  clumsy  fingers,  joints  containing 
effusions,  weak  stiff  muscles,  and  lax  ligaments. 
Golding8  reported  nine  patients  with  hypothyroidism 
having  musculoskeletal  pain  and  stiffness  as  pre- 
dominant symptoms.  Only  one  of  these  looked 
typically  myxedematous.  Bland  and  Frymoyer4 
recently  reviewed  a series  of  74  patients  attending  a 
rheumatology  unit  who  were  suspected  of  suffering 
from  myxedema  on  clinical  grounds,  and  of  these,  38 
were  proved  to  have  the  disease  on  the  basis  of  lab- 
oratory data.  In  11  of  these,  arthritis  as  a manifes- 
tation could  be  attributed  to  no  cause  other  than 
myxedema.  None  of  these  11  patients  were  diag- 
nosed previously  as  having  myxedema.  Conven- 
tional analgesic  and  anti-inflammatory  agents  were 
not  beneficial  in  the  treatment,  and  none  of  the  pa- 
tients were  relieved  of  their  joint  manifestations. 
However,  everyone  recovered  promptly  and  com- 
pletely on  thyroid  replacement  therapy. 

It  has  been  shown  that  experimental  hypothy- 
roidism induced  by  thyroidectomy  or  antithyroid 
drugs  results  in  alteration  of  the  metabolism  of  the 
connective  tissues.  In  rats,  experimental  hypothy- 
roidism results  in  increased  hyaluronic  sulfate  in  the 
skin.5  This  is  probably  due  to  accumulation  of  nic- 
otinamide dinucleotide  hydrazide  in  the  tissues  of 
hypothyroid  animals.  This  in  turn  influences  the 
enzymes  involved  in  the  complex  metabolism  of  the 
hyaluronic  acid  and  chondroitin  sulfate.6  Dziewi- 
atkowski 1 postulated  in  his  studies  using  S35  sulfate 
that  the  thyroid  influenced  the  metabolism  of 
chondroitin  sulfate.  He  also  indicated  that  incor- 
poration of  S35  sulfate  into  the  skin  and  articular 
cartilage  is  significantly  depressed  by  thyroidectomy 
and  partially  restored  by  thyroid  replacement  ther- 
apy.8 In  spite  of  these  data  the  exact  role  of  thyroid 
in  the  intermediary  metabolism  of  articular  cartilage 
components  is  not  as  yet  clearly  established.  Con- 


flicting results  have  been  reported  by  various  workers 
in  studies  on  experimental  animals  as  to  the  influence 
of  thyroid  in  development  of  degenerative  joint  dis- 
ease.9-10 

It  is  an  accepted  fact,  however,  that  joint  effusions 
and  fibrositis-like  syndromes  do  occur  in  primary 
hypothyroidism.11  13  Abnormally  high  concentra- 
tion of  mucin  and  very  high  relative  viscosity  are  the 
characteristics  of  the  fluid  aspirated  from  the  joint 
involved.14  This  increase  in  mucin  may  be  attrib- 
uted to  hyaluronic  acid  which  accumulates  in  the  skin 
and  muscles  of  myxedematous  patients  and  hypo- 
thyroid animals.5-15-17 

Phis  report  documents  two  members  of  the  same 
Jewish  family  manifesting  predominantly  painful 
swelling  of  multiple  joints.  The  joint  involvement 
was  not  relieved  by  an  conventional  analgesic  and/or 
anti-inflammatory  therapy.  A few  clinical  signs  and 
borderline  laboratory  data  suggested  the  diagnosis 
of  hypothyroidism,  hence  they  were  subjected  to  a 
therapeutic  trial  with  thyroid  replacement  therapy. 
The  joint  swelling  and  pain  disappeared  over  a period 
of  a month.  There  was  no  recurrence  of  similar 
manifestations  in  either  patient  for  about  one  and 
one-half  years  with  continuous  thyroid  replacement 
therapy. 

Familial  occurrence  of  myxedema  has  been  re- 
ported previously  by  Hall18  and  Goldberg.19  All 
patients  in  their  studies  were  typically  myxedema- 
tous, and  the  diagnosis  was  not  difficult.  The  pa- 
tients in  this  report  were  members  of  the  same  fam- 
ily, and  the  myxedematous  manifestations  presented 
by  both  of  them  were  atypical,  hence  the  diagnosis 
was  considerably  more  difficult. 

Case  reports 

Case  1.  This  76-year-old  Jewish  man  was  ad- 
mitted to  Jewish  Memorial  Hospital,  New  York,  in 
October,  1971.  He  complained  of  severe  pain  and 
swelling  of  the  joints  of  both  hands  and  left  ankle, 
which  had  been  present  for  about  one  week  prior  to 
admission.  There  was  bilateral  knee  pain  as  well. 
The  patient  had  below-the-knee  amputation  on  the 
right;  this  had  resulted  from  vascular  disease.  The 
patient  was  diabetic,  and  his  blood  sugars  were  well 
controlled  with  NPH  insulin  and  diet.  There  was  no 
fever  and  no  respiratory,  gastrointestinal,  cardiac,  nor 
urinary  symptoms.  The  patient  had  not  been  re- 
ceiving medication,  except  the  insulin,  prior  to  the 
onset  of  the  present  condition.  He  had  no  history  of 
a similar  episode  and  there  had  not  been  any  relief 
of  his  symptoms  with  heat  pads,  mild  sedatives,  or 
salicylates. 

Physical  examination  revealed  a slightly  obese, 
white,  elderly  male  with  a missing  right  lower  ex- 
tremity. There  was  swelling  over  the  left  ankle  with 
effusion  of  the  joint.  There  was  restriction  of 
movement.  Both  wrists  were  swollen  as  were  the 
metacarpophalangeal  and  interphalangeal  joints  of 
both  hands.  There  was  swelling  also  over  the  dorsal 
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FIGURE  1.  Case  1.  Hands  of  patient  before  treatment. 
Note  thickening  of  whole  hand. 


surfaces  of  both  hands,  and  the  movements  at  all 
these  joints  were  restricted,  with  the  patient  unable 
to  grip  (Fig  1).  Neurologic  examination  showed 
depressed  tendon  jerks.  Cardiovascular  examination 
showed  normal  heart  sounds  and  grade  II/IV  mid- 
systolic  murmur  at  the  mitral  area.  The  rest  of  the 
system  examination  showed  no  other  abnormality. 
The  thyroid  gland  was  never  palpated,  and  antithy- 
roid assays  were  not  done. 

During  his  stay  in  the  hospital,  he  was  found  to  be 
moderately  anemic  and  his  erythrocyte  sedimenta- 
tion rate  was  120  mm.  at  the  end  of  an  hour.  The 
blood  chemistry  profile  was  within  normal  limits. 
Results  of  tests  such  as  latex  fixation,  lupus  erythe- 
matosus factor,  and  antinuclear  antibody  studies 
were  repeatedly  negative.  X-ray  films  of  the  hands 
showed  severe  osteoporosis,  chronic  degenerative 
osteoarthritis,  and  shallow  erosions  of  the  heads  of 
the  fifth  and  second  metacarpal  bones  of  the  left 
hand.  X-ray  films  of  the  other  involved  joints 
showed  osteoporosis  of  the  adjoining  bones  and  de- 
generative arthritic  lesions.  Findings  on  x-ray 
studies  of  the  chest  were  within  normal  limits,  and 
the  electrocardiogram  showed  a left  bundle  branch 
block.  During  this  period  of  about  one  month,  an- 
algesic, anti-inflammatory  medications,  and  steroids 
were  tried  without  relief  of  the  symptoms.  Phenyl- 
butazone USP  (Butazolidine)  worsened  his  symp- 
toms. This  offered  a clue  to  possible  thyroid  dys- 
function since  phenylbutazone  USP  is  known  to 
possess  antithyroid  properties.  This  had  been  noted 
by  Golding3  in  one  of  his  patients. 

The  patient  stated  that  a definite  change  in  his 
voice,  tending  to  make  it  hoarse,  had  occurred,  as  well 
as  recurrent  constipation  and  some  somnolence. 
Further,  it  was  noted  that  his  skin  was  somewhat  dry 
and  coarse  and  that  there  was  loss  of  the  lateral  half 
of  his  eyebrows.  None  of  these  were  particularly 
marked.  Protein  bound  iodine  was  3.4  micrograms 
per  100  ml.,  4 to  8 micrograms  per  100  ml.  being 
normal;  tri-iodo-thyronine  (T3)  was  24.6  per  cent 
normal  range  being  25-35  per  cent,  and  thyroxin  (T4) 
was  2.6  micrograms  per  100  ml.,  normal  range  being 
2.7  to  6 micrograms  per  100  ml. 


FIGURE  2.  Case  1 . Hands  of  same  patient  after  adminis- 
tration of  thyroid. 


With  these  data,  it  was  decided  to  use  thyroid  re- 
placement therapy.  Response  was  dramatic,  with 
marked  improvement  in  the  arthritic  manifestations. 
Within  four  weeks  he  was  almost  completely  free  of 
the  joint  swelling  and  pain.  The  erythrocyte  sedi- 
mentation rate  dropped  gradually  to  normal,  and  he 
was  discharged  from  the  hospital  in  the  middle  of 
December,  1971.  There  has  been  no  recurrence  to 
date,  while  on  continuous  thyroid  replacement 
therapy.  His  hands,  as  seen  at  the  end  of  six  months 
of  thyroid  replacement  therapy,  are  shown  in  Figure 
2. 

Case  2.  This  was  the  50-year-old  daughter  of  the 
patient  in  Case  1.  She  was  admitted  to  another 
hospital  in  mid- 1969  with  painful  swelling  of  the 
joints  of  both  hands.  She  had  not  had  similar  epi- 
sodes and  was  not  taking  any  medication.  Results 
of  tests,  such  as  rheumatoid  factor,  L.E.  preparation, 
and  so  forth,  were  repeatedly  negative.  The  patient 
also,  apparently,  looked  hypothyroid,  and  thyroid 
function  studies  were  performed.  Routine  blood 
chemistries  were  within  normal  limits.  Protein 
bound  iodine  and  radioactive  iodine  uptake  were 
below  normal.  X-ray  film  studies  of  the  hands  were 
unremarkable.  She  was  then  placed  on  thyroid  re- 
placement therapy,  and  the  joint  symptoms  im- 
proved markedly.  Conventional  analgesic  and 
anti-inflammatory  agents,  including  steroids,  had 
previously  failed.  In  about  a month,  she  too  had 
recovered,  almost  completely,  from  the  joint  mani- 
festations. There  has  been  no  recurrence  on  con- 
tinuous thyroid  replacement  therapy. 

It  is  of  further  interest  that  the  first  patient’s  wife, 
who  was  his  first  cousin,  reputedly  also  had  hy- 
pothyroidism with  similar  clinical  manifestations. 
She  is  not  alive  and  the  only  other  close  member  of 
the  family  is  the  patient’s  son,  and  he  is  apparently 
symptom  free. 

Comment 

Despite  increasing  knowledge  of  the  physiology  of 
the  thyroid  gland  and  the  development  of  the  im- 
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proved  means  of  investigating  thyroid  function,  the 
diagnosis  of  hypothyroidism  is  often  overlooked. 
This  is  probably  due  to  the  wide  variety  of  presenting 
features,  some  of  which  may  be  vague  and  nonspe- 
cific. That  is  particularly  true  in  older  people,  and 
hypothyroidism  may  develop  so  insidiously  that  its 
manifestations  are  often  mistaken  for  aging  alone. 
The  tendency  to  look  for  the  classic  symptoms  and 
signs  of  full-blown  myxedema  is  probably  another 
reason  the  diagnosis  is  often  overlooked.  Further, 
too  much  reliance  may  be  placed  on  various  labora- 
tory tests  in  evaluating  thyroid  functions.  All  of 
these  tests  have  deficiencies,  and  there  is  overlapping 
of  normal  and  abnormal  values.  This  is  well  dis- 
cussed by  Werner  and  Ingbar.20  A therapeutic  trial 
with  thyroid  hormones  may  be  necessary  in  a sus- 
pected case  with  borderline  test  results.  Case  1 is  an 
example  of  such  a situation. 

There  have  been  previous  reports  of  manifesta- 
tions of  musculoskeletal  disorders  in  patients  suf- 
fering from  hypothyroidism.1-4  These  patients  may 
complain  of  vague  muscular  and  articular  pains  and 
stiffness  of  the  extremities.  These  features  closely 
resemble  so-called  fibrositis  rather  than  arthritis.13,14 
The  manifestation  of  hypothyroidism  as  arthritis,  as 
seen  in  our  patients,  is  rather  unusual. 

Familial  occurrence  of  adult  myxedema  has  rarely 
been  mentioned  in  the  literature.21  Hall  in  196518 
reported  a series  of  five  families  consisting  of  14 
members  suffering  from  myxedema.  The  manifes- 
tations presented  by  these  patients  were  typical  of 
classical  myxedema  and  the  disease  was  uniform  in 
its  expressions,  both  within  one  family  and  from 
family  to  family.  He  concluded  from  his  studies, 
however,  that  the  evidence  was  not  sufficient  to  es- 
tablish the  role  of  hereditary  factors  in  the  etiology 
of  myxedema.  He  then  went  on  to  examine  the 
possible  influence  of  environmental  factors  in  the 
etiology  of  the  disease.  Two  considerations  arose. 
One  of  these  is  the  role  of  various  drugs,  such  as  re- 
sorcinol, which  can  cause  hypothyroidism.22  Another 
possible  environmental  factor,  as  reported  by  Gold- 
berg,19 was  the  high  incidence  of  hypothyroidism  in 
certain  families.  In  his  series,  the  most  common 
finding  was  that  both  husband  and  wife  were  af- 
fected. This  suggested  the  possibility  of  an  insidious 
viral  infection.  On  the  other  hand,  in  Hall’s18  series, 
in  no  family  were  both  husband  and  wife  affected.  In 
our  report,  even  though  the  patient’s  deceased  wife 
could  not  be  examined,  she  was  suffering  from  hy- 
pothyroidism, according  to  the  patient  and  their 
daughter.  In  our  family  group  there  was  no  history 
of  febrile  illness  which  might  suggest  an  infectious 
etiology. 

Our  report  is  unique  in  that  in  both  our  patients 
painful,  swollen  joints  were  the  predominant  mani- 
festation of  spontaneous  hypothyroidism.  This  is 
in  contrast  to  the  reports  of  Hall18  and  Goldberg19  in 
whose  patients  the  typical  picture  of  myxedema  was 
found.  The  other  interesting  feature  about  our 
family  group  is  that  they  had  similar  pictures  and  in 


this  respect  they  resembled  the  family  groups  in 
Hall’s18  series. 

Summary 

This  report  documents  two  members  of  one  Jewish 
family  who  presented  unusual  arthritic  manifesta- 
tions which  were  associated  with  spontaneous  hy- 
pothyroidism. Thyroid  replacement  therapy  com- 
pletely relieved  the  arthritic  symptoms. 

The  other  feature  in  this  report  is  that  the  familial 
occurrence  of  adult  hypothyroidism  may  not  be  very 
rare.  The  occurrence  in  one  family  suggests  the 
possibility  that  spontaneous  hypothyroidism  may 
reflect  the  operation  of  hereditary  and/or  environ- 
mental factors. 
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Recently  we  examined  an  elderly  man  with  bilat- 
eral Bell’s  palsy.  In  the  course  of  investigation  he 


was  found  to  have  diabetes  mellitus. 

Bell’s  palsy  is  an  idiopathic  neuropathy  of  the 
seventh  cranial  nerve.  Usually  it  is  unilateral,  but 
bilateral  cases  are  known  to  occur.  Diabetes  mellitus 
is  an  accepted  cause  of  mononeuropathies  of  the 
lower  and  upper  extremities,  frequently  of  multiple 
type  (mononeuropathy  multiplex).  Facial-nerve 
palsy  may  occur  in  the  course  of  diabetes  mellitus, 
but  the  relationship  between  diabetes  and  paralysis 
is  moot.1,2 

Case  report 

A 75-year-old  white  man  had  been  in  good  health 
until  two  weeks  previously,  when  he  got  up  in  the 
morning  and  found  himself  unable  to  move  either 
side  of  the  face;  he  had  difficulty  both  in  closing  the 
eyes  and  in  opening  the  mouth.  A few  days  after  the 
onset,  he  had  an  ophthalmologic  examination  be- 
cause of  burning  sensation  of  the  eyes.  There  was 
no  loss  of  taste,  recent  disturbance  in  hearing,  or  as- 
sociated pain.  Four  years  previously  he  had  been 
found  to  have  arterial  hypertension,  for  which  he  had 
had  intermittent  treatment.  He  did  not  smoke  or 
drink  alcohol. 

He  was  well  nourished  and  had  a recumbent  blood 
pressure  of  130/70  mm.  Hg  in  the  arms.  There  was 


FIGURE  1.  (A)  Patient’s  face  few  days  after  admission  to  hospital  (nasolabial  folds  flattened).  (B)  Patient’s  face  revealing 

inability  to  close  eyes. 
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bilateral  facial  palsy  of  almost  complete  degree  with 
lagophthalmos,  ectropion,  and  Bell’s  phenomenon 
(Fig.  1).  Taste  appreciation  was  intact.  Apart  from 
mild  bilateral  neuronal  hearing  loss  which  had  been 
known  to  be  present  for  several  years,  cranial  nerve 
functions  were  intact;  the  rest  of  the  general  neuro- 
logic examination  disclosed  nothing  abnormal.  In 
particular,  there  was  no  weakness  or  sensory  loss,  and 
the  deep  reflexes  in  the  limbs  were  intact  and  sym- 
metrical. 

Hospital  course  and  follow-up  findings.  After 
establishing  the  diagnosis,  antidiabetic  treatment 
was  started  in  the  form  of  tolbutamide,  500  mg.  twice 
daily,  with  good  response  within  a few  days  in  the 
blood-sugar  level  and  the  glycosuria. 

Three  months  later  the  patient  showed  clinical 
signs  of  slow  recovery  of  the  facial  weakness  on  both 
sides;  he  was  able  to  close  his  right  eye  almost  com- 
pletely and  the  left  one  partially. 

Laboratory  studies.  The  fasting  blood  sugar  was 
372  mg.  per  100  ml.,  and  there  was  glycosuria;  on  the 
glucose  tolerance  test  the  blood-sugar  level  was  420 
mg.  per  100  ml.  at  one  hour;  420  mg.  at  two  hours;  and 
452  mg.  at  three  hours.  The  lumbar  spinal  fluid 
showed  a pressure  of  90  mm.  of  water;  the  protein 
content  was  38  mg.,  and  the  glucose  135  mg.  per  100 
ml.;  the  cell  count  was  5 leukocytes  per  cubic  milli- 
meter, and  there  were  no  red  blood  cells;  the  colloidal 
gold  curve  was  normal  and  the  culture  negative  for 
bacteria.  Other  laboratory  study  findings  were 
within  normal  limits:  blood  count,  blood  urea  ni- 
trogen, creatinine,  serum  electrolytes,  bilirubin, 
serum  calcium,  phosphorus  and  magnesium,  total 
protein,  protein  electrophoresis,  serum  glutamic 
oxaloacetic  transaminase,  serum  glutamic  pyruvic 
transaminase,  lactic  acid  dehydrogenase,  alkaline 
phosphatase,  acid  phosphatase,  decreased  intra- 
ocular tension  (T-4),  VDRL  test,  and  erythrocyte 
sedimentation  rate  (ESR). 

Findings  of  radiograms  of  the  chest  and  skull  were 
normal,  as  were  the  electroencephalogram  and  brain 
scan.  Audiographic  examination  revealed  mild  to 
moderate  bilateral  sensory  nerve  deafness,  attributed 
to  a high  noise  level  at  work,  and  eye  examination 
showed  bilateral  senile  cataracts  and  mild  narrowing 
of  the  retinal  vessels. 

Nerve  conduction  studies,  done  three  days  after 
the  patient’s  first  visit  at  a room  temperature  of 
70°F.,  showed  mild  to  moderate  prolongation  in  both 
facial  nerves;  on  the  right,  the  motor-conduction  time 
was  4.2  msec,  to  the  musculus  orbicularis  oculi,  and 
5 msec,  to  the  musculus  orbicularis  oris;  on  the  left 
the  corresponding  times  were  5 and  6 msec.,  respec- 
tively. (Normal  values  are  up  to  4 msec,  for  the 
corresponding  distance  of  10  cm.).  The  motor- 
conduction  velocities  of  the  right  ulnar  and  right 
posterior  tibial  nerves  were  slightly  reduced,  46  and 
33  M.  per  second,  respectively;  in  the  right  median 
and  right  peroneal  nerves  the  results  were  within 
normal  limits  for  this  age.  The  antidromic  sensory 


conduction  velocity  of  the  distal  right  ulnar  nerve  was 
50  M.  per  second. 

Electromyographic  studies  revealed  in  the  left 
frontalis  muscle  almost  complete  absence  of  activity; 
in  the  right  frontalis,  a marked  reduction  in  the  fre- 
quency and  amplitude  of  the  motor-unit  potentials. 
The  orbicularis  oris  muscles  on  both  sides  showed 
severe  neurogenic  involvement,  slightly  more  marked 
on  the  left  than  on  the  right. 

After  eight  days,  only  slight  changes  in  motor- 
conduction  times  were  noted  in  the  facial  branches 
on  the  right  side,  3.8  and  5.5  msec.,  respectively;  and 
on  the  left  in  both  branches,  6 msec.  (Facial  skin 
temperature  was  91°F.;  stimulus  duration  was  0.6 
msec.). 

Three  months  later  the  motor-conduction  velocity 
of  the  right  median  and  right  ulnar  nerves  was  within 
normal  limits.  The  antidromic  sensory  conduction 
velocity  of  the  right  ulnar  nerve  remained  lower 
borderline  normal,  (41  M.  per  second).  The 
branches  of  the  right  facial  nerve  in  the  upper  and 
lower  face  revealed  motor  conduction  times  of  6 
msec.;  and  on  the  left,  4.4  msec,  in  the  musculus  or- 
bicularis oculi,  and  5.8  msec,  in  the  orbicularis  oris, 
with  a skin  temperature  of  87°F.  Again,  no  fibril- 
lations or  fasciculations  were  observed.  The  right 
frontalis  and  orbicularis  oris  muscles  revealed  mod- 
erately severe  neurogenic  involvement,  whereas  on 
the  right  side  the  involvement  was  severe. 

Comment 

Traverner  in  19553  described  the  diagnostic  cri- 
teria of  Bell’s  palsy  as  follows:  ( 1 ) complete  or  par- 
tial paralysis  of  sudden  onset  of  the  muscles  of  ex- 
pression of  the  whole  one  side  of  the  face;  (2)  absence 
of  symptoms  or  signs  of  other  neurologic  diseases; 
and  (3)  absence  of  symptoms  or  signs  of  disease  of  the 
ear  or  posterior  cranial  fossa. 

Bell’s  palsy  is  common,  the  annual  incidence  re- 
ported by  Hauser  et  al.4  being  22.8  per  100,000  pop- 
ulation, and  by  Brewis  et  al.,5  13  per  100,000. 

McGovern6  found  bilateral  Bell’s  palsy  to  be  rare. 
It  is  known  to  occur  in  the  course  of  various  diseases: 
sarcoidosis,  encephalitis,  poliomyelitis,  mumps, 
chickenpox,  influenza;  it  also  may  be  part  of  poly- 
neuritis or  infectious  mononeuritis.  It  is  also  seen 
in  herpes  zoster  and  in  the  syndromes  of  Mobius 
(congenital  facial  diplegia)  and  Melkersson.6  He 
described  only  one  case  of  a 22-year-old  woman  in 
whom  the  facial  palsy  developed  on  the  right  side 
three  days  after  the  left  side  was  affected.  Leibo- 
w itz"  found  in  582  cases  of  idiopathic  facial  nerve  palsy, 
5 with  bilateral  involvement;  Adour  and  Swanson8 
found  one  bilateral  palsy  among  308  cases;  and 
Hauser  et  al.4  2 bilateral  palsies  in  121  cases.  In  both 
of  Hauser  et  al.’s  patients,  the  contralateral  side  be- 
came involved  two  to  six  weeks  later. 

Cranial  nerve  palsies,  especially  those  involving  the 
ocular  motor  nerves,  are  a well-documented  com- 
plication of  diabetes  mellitus  and  are  considered  to 
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be  the  result  of  specific  vascular  disease,  either  of  the 
vasa  nervorum  or  in  the  brain  stem.9 

Larson  and  Auchincloss10  described  three  cases  of 
poorly  controlled  diabetes  mellitus  with  multiple 
bilateral  cranial  neuropathies,  including  facial 
palsies.  Korczyn1  studied  130  cases  of  Bell’s  palsy 
and  found  66  per  cent  of  the  patients  to  be  diabetic. 
He  postulated  that  many  cases  of  facial  neuropathy 
were  due  to  diabetic  angiopathy.  Adour,  Bell,  and 
Wingerd,2  however,  questioned  Korczyn’s1  criteria 
for  diabetes  on  the  grounds  that  his  studies  were 
based  on  the  capillary  blood  glucose  rather  than  on 
the  venous  level.11  The  two-hour  glucose  level  of  120 
mg.  per  100  ml.  or  higher,  which  Korczyn1  considered 
to  indicate  abnormal  carbohydrate  tolerance,  was 
also  challenged.  In  their  study  of  395  cases  of  Bell’s 
palsy,  Adour,  Bell,  and  Wingerd2  found  only  10  per 
cent  of  the  patients  to  be  diabetic.  This  figure  was 
higher  than  could  be  expected  from  chance  when 
compared  with  the  2 per  cent  prevalence  of  diabetes 
mellitus  in  the  general  population  of  the  United 
States,  as  estimated  by  the  Public  Health  Service.12 
They  agreed  that  there  was  more  than  the  coinci- 
dental relationship  between  Bell’s  palsy  and  diabetes 
but  did  not  concede  that  the  relationship  was  causal.2 
We  ourselves  find  it  difficult  to  exclude  a causal  re- 
lationship on  the  basis  of  these  figures. 

The  prognosis  of  Bell’s  palsy  in  diabetic  patients 
is  regarded  as  relatively  poor,  a view  probably  sus- 
tained by  the  observation  of  our  patient.2,13 

Summary 

A 75-year-old  man  developed  a sudden  and  si- 


multaneous bilateral  facial  palsy,  which  does  occur 
rarely  in  early  diabetes  mellitus.  The  causal  rela- 
tionship of  diabetes  to  Bell’s  palsy  is  discussed 
against  the  background  literature. 

Acknowledgment.  We  thank  B.  H.  Smith,  M.D.,  Professor 
of  Neurology,  for  reviewing  the  manuscript  and  for  his  helpful 
suggestions. 
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Medical  Meetings 


Network  for  continuing  medical  education 

The  Network  for  Continuing  Medical  Education  pro- 
grams for  August  8 to  September  4 are:  “Chronic  Hemo- 
dialysis: Maximizing  the  potentials,”  with  Eli  A.  Fried- 
man, M.D.,  professor  of  medicine  and  director,  Division  of 
Renal  Diseases,  Downstate  Medical  Center;  “Assessing  the 
child  with  acute  abdominal  pain,”  with  Russell  S.  Asnes, 
M.D.,  director,  Pediatric  Ambulatory  Services,  and  asso- 
ciate professor  of  clinical  pediatrics,  Columbia  Presbyte- 
rian Medical  Center;  and  “The  Undergrown  Infant;  an 
American  problem,”  with  Myron  Winick,  M.D.,  director, 
Institute  for  Human  Nutrition,  the  R.  R.  Williams  Pro- 
fessor of  Nutrition,  and  professor  of  pediatrics,  Columbia 
University  College  of  Physicians  and  Surgeons. 

These  programs  are  acceptable  for  the  highest  levels  of 
formal  continuing  medical  education  credit  by  the  AMA 
and  AAFP. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


Senior  Medical  Consultants  course 

SMC  (Senior  Medical  Consultants)  are  presenting  a 
course  on  “Gastrointestinal  Disorders,”  on  Wednesday, 
September  7 from  2 to  3 p.m.,  at  Jewish  Memorial  Hospital, 
Broadway  and  196th  Street,  New  York,  New  York  10040. 
Charles  Flood,  M.D.,  will  be  the  speaker.  Eligible  physi- 
cians will  receive  one  hour  of  category  I credit  for  this  ses- 
sion 

Fitness  after  Fifty — Body  and  Mind 

The  Center  for  the  Study  of  Aging,  Inc.,  presents: 
“Fitness  After  Fifty — Body  and  Mind,”  a weekend  of 
seminars  with  workshops,  demonstrations,  and  lectures  by 
national  authorities.  The  program  including  physiological, 
psychological,  biochemical  and  mental  aspects  of  exercise, 
relaxation,  bio-feedback,  and  exercises  for  the  elderly,  will 
be  held  September  16, 17,  and  18, 1977,  at  the  Institute  on 

continued  on  pane  1519 
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What  do  you  advise  your  alcoholic  patients — cut 

it  down  or  cut  it  out? 

This  was  the  title  of  a panel  discussion  at  the  re- 
cent MSSNY  (Medical  Society  of  the  State  of  New 
York)  Annual  Convention.  The  focus  was  the  Rand 
Report  on  Alcoholism  and  Treatment  which  has  been 
causing  quite  a stir  in  the  field  of  alcoholism  since  its 
release  in  June  of  1976. 1 To  try  to  shed  light  rather 
than  heat  on  this  controversial  subject,  the  MSSNY 
Committee  on  Alcoholism  brought  together  four 
people  eminently  qualified  to  discuss  this  issue:  Dr. 
David  Armor,  formerly  an  associate  professor  of  so- 
ciology at  Harvard  University  and  currently  senior 
social  scientist  at  the  Rand  Corporation  and  principle 
author  of  the  Rand  Report;  John  A.  Ewing,  M.D., 
formerly  chairman  of  the  department  of  psychiatry 
at  the  University  of  North  Carolina  and  currently  the 
director.  Center  for  Alcohol  Studies,  Chapel  Hill, 
North  Carolina;  Stanley  Gitlow,  M.D.,  clinical  pro- 
fessor of  medicine  at  Mt.  Sinai  Medical  College  and 
chairman  of  the  MSSNY  Committee  on  Alcoholism; 
and  Sheila  B.  Blume,  M.D.,  director  of  Alcoholism 
Rehabilitation  Unit  at  Central  Islip  Psychiatric 
Center  and  vice-president  elect  of  the  American 
Medical  Society  on  Alcoholism. 

Dr.  Armor  reviewed  the  findings  of  the  Rand  Re- 
port, revised  from  data  collected  from  the  National 
Institute  of  Alcoholism  and  Alcohol  Abuse  (NIAAA) 
monitoring  system  of  45  community  alcoholism 
treatment  centers  throughout  the  country  and  special 
follow-up  surveys  of  8 of  these  treatment  centers: 

Presented  at  the  170th  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Special  Activities, 
Committee  on  Alcoholism,  Tuesday  November  9,  1976. 


1.  At  follow-up  at  6 and  18  months,  the  rate  of  im- 
provement is  about  70  percent. 

2.  Although  this  improvement  rate  is  impressive, 
this  includes  only  a relatively  small  number  who  are 
long-term  abstainers;  a high  percentage  have  periods 
of  abstinence  interspersed  with  periods  of  drinking 
that  were  considered  to  be  not  out  of  control. 

3.  Rates  of  relapse  to  uncontrolled  drinking  for 
those  who  were  continuing  to  drink,  but  not  out  of  con- 
trol, were  found  to  be  no  higher  than  those  for  long- 
term abstainers. 

4.  An  untreated  control  group  (those  who  had 
made  some  contact  with  the  center  but  had  not  fol- 
lowed through  with  treatment)  had  improvement  rates 
on  the  order  of  50  percent. 

5.  The  fact  of  having  treatment,  and  in  sufficient 
amount,  seemed  to  be  the  most  important  factor  deter- 
mining positive  outcome,  rather  than  any  specific  type 
of  treatment. 

Dr.  Armor  felt  that  one  of  the  key  findings  in  this 
study  was  the  suggestion  that  the  possibility  of 
treatment  goals  other  than  total  abstention  exists. 
It  is  this  suggestion  for  further  research  (rather  than 
a recommended  policy)  that  has  stirred  so  much  of 
the  controversy  among  those  involved  in  treating 
alcoholics. 

Dr.  Ewing  is  in  a unique  position  in  this  contro- 
versy because  about  six  years  ago  he  enthusiastically 
tried  to  work  with  alcoholics  to  get  them  to  be  able 
to  drink  socially  and  in  a controlled  manner.  Dr. 
Ewing,  his  co-workers,  and  patients  put  in  much  ef- 
fort and  time  in  training  sessions.  After  12  to  18 
months  the  results  looked  quite  promising.  At  this 
time,  however,  his  conclusion  is  that  the  experiment 
was  totally  unsuccessful.2  Most  of  his  patients  have 
now  decided  that  this  goal  of  controlled  drinking  was 
not  possible  for  them  to  attain,  and  most  have  settled 
on  a goal  of  abstinence. 

How  do  we  synthesize  and  integrate  these  seem- 
ingly inconsistent  data?  In  alcoholism  treatment, 
as  in  all  treatment,  what  we  do  emanates  from  our 
belief  system.  Hopefully  our  belief  system  is  derived 
from  a sound  data  base.  At  first  glance,  the  conclu- 
sions of  the  Rand  Report  shake  our  belief  system  that 
abstinence  is  the  most  practical  goal.  Dr.  Armor 
makes  a point  that  we  must  not  abandon  those  pa- 
tients who  do  not  accept  abstinence,  because  his 
studies  show  that  at  any  point,  most  recently -treated 
alcoholics  are  not  abstinent. 

What  is  the  goal  of  treatment? 

Dr.  Gitlow  points  out  that  abstinence  in  itself  is  not 
a goal,  merely  a means  to  an  end — optimal  func- 
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tioning — just  as  we  are  speaking  of  the  goal  of  opti- 
mal functioning  in  any  chronic  illness,  whether  it  be 
diabetes,  hypertension,  and  so  forth.3-4  And  we  look 
at  abstinence  as  the  best  way  to  achieve  that  goal  of 
optimal  functioning,  having  arrived  at  this  conclusion 
by  seeing  hundreds  of  patients  over  the  years  fail  to 
. accomplish  this,  although  still  trying  to  maintain 
moderate  drinking,  as  Dr.  Ewing’s  studies  confirm. 

What  is  treatment? 

What  then  do  we  have  to  offer  to  alcoholics  who  do 
not  accept  the  abstinence  model?  As  physicians  we 
have  a great  deal.  In  its  simplest  form,  alcoholism 
treatment  can  be  divided  into  two  phases:  (1) 

dealing  with  the  denial,  the  alcoholic’s  belief  system, 
so  that  he  recognizes  his  drinking  as  a problem  and 
is  motivated  to  want  to  live  without  the  consequences 
of  excessive  drinking,  and  (2)  continued  support  to 
enable  him  to  accomplish  his  goal. 

Dr.  Gitlow  and  Dr.  Blume  both  stress  that  the  re- 
lationship with  the  patient  is  the  main  tool  in  dealing 
with  both  the  denial  and  support  aspects  of  alco- 
holism treatment.  Within  this  accepting  relation- 
ship we  must  challenge  the  alcoholic’s  belief  system 
by  continuing  to  mirror  reality,  the  consequences, 
and  impaired  functioning  resulting  from  his  drink- 
ing.5 To  agree  with  him  and  to  help  him  maintain 
this  denial  is  the  opposite  of  treatment.  We  do  our 
patients  no  service  by  abandoning  them  if  they  do  not 
accept  our  belief  system,  that  abstinence  is  the  most 
useful  way  of  attaining  the  goal  of  optimal  func- 
tioning; but  by  the  same  token  we  do  our  patients  no 
service  by  accepting  and  supporting  their  erroneous 
belief  system. 

Synthesis 

In  this  sense,  there  is  no  conflict  between  the  Rand 
Report  and  experienced  clinicians  in  the  matter. 
The  Rand  Report  does  not  state  that  people  function 


8th  International  symposium 

The  8th  International  Symposium  of  the  Fulton  Society 
will  be  held  on  September  16, 1977,  in  conjunction  with  the 
1 1 th  World  Congress  of  Neurology  in  Amsterdam.  “Neu- 
rotransmitters” will  be  the  subject  under  discussion.  All 
interested  persons  may  attend  the  symposium  which  will 
be  published  in  the  International  Journal  of  Neurology, 


better  when  drinking,  and  nowhere  does  it  show  that 
alcoholics  can  function  over  time  without  impair- 
ment. Rather,  it  points  out  that  they  do  shift  back 
and  forth  among  various  states  of  controlled  drink- 
ing, uncontrolled  drinking,  and  abstinence. 

All  clinicians  with  experience  in  this  field  have  seen 
some  patients,  admittedly  very  few,  who  are  able  to 
return  to  the  social  use  of  alcohol  over  an  extended 
period  of  time  without  adverse  consequences.  For 
those  for  whom  this  works — great!  But  as  physicians 
we  certainly  could  not  justify  recommending  a 
treatment  that  frequently  is  helpful  for  a few  weeks 
or  months  and  on  rare  occasions  successful  for  years, 
when  there  is  another  treatment  that  if  followed  is 
100  percent  effective.  Thus,  we  should  recommend 
abstinence  as  the  best  and  safest  therapeutic  goal  for 
the  treatment  of  our  alcoholic  patients.  However, 
if  our  patients  do  not  accept  the  immediate  goal  of 
abstinence,  we  should  still  accept  our  patients.  We 
must  recognize  that  patients’  attempts  at  controlled 
drinking,  with  its  failures,  may  be  a necessary  step 
for  them  to  arrive  at  their  own  conclusion  that  ab- 
stinence is  the  best  way  to  attain  their  goal  of  optimal 
functioning. 

Medical  Director 
Southern  Tier,  Alcoholism  Rehabilitation  Service 
Elmira,  New  York  14901 
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Obituaries 


Hans  Ludwig  W.  Blume,  M.I).,  of  New  York  City,  died 
on  April  30  at  the  age  of  75.  Dr.  Blume  received  his  med- 
ical degree  from  the  University  of  Jena  in  1928.  He  was 
an  emeritus  member  of  the  medical  staff  in  medicine  at 
Lenox  Hill  Hospital.  Dr.  Blume  was  a Fellow  of  the 
American  College  of  Chest  Physicians  and  a member  of  the 
American  Thoracic  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

George  Joseph  Brancato,  M.D.,  of  Brooklyn,  died  on 
March  10  at  the  age  of  75.  Dr.  Brancato  graduated  in  1927 
from  Long  Island  College  Hospital.  He  was  an  attending 
hematologist  at  Victory  Memorial  Hospital  and  a con- 
sulting hematologist  at  Lutheran  Hospital.  Dr.  Brancato 
was  a member  of  the  American  Society  of  Clinical  Pa- 
thologists, the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Johanna  N.  Bulova,  M.D.,  of  Glens  Falls,  died  on  No- 
vember 8 at  the  age  of  71.  Dr.  Bulova  received  her  medical 
degree  from  the  University  of  Vienna  in  1932.  She  was  a 
member  of  the  Warren  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  Nicol  Daly,  M.D.,  of  Rochester,  died  on  April  19  at 
the  age  of  62.  Dr.  Daly  graduated  in  1939  from  Albany 
Medical  College.  He  was  chief,  emeritus,  of  orthopedic 
surgery  at  Highland  Hospital  of  Rochester.  Dr.  Daly  wag 
a Diplomate  of  the  American  Board  of  Orthopedic  Surgery 
and  a member  of  the  American  Academy  of  Orthopaedic 
Surgeons,  the  Rochester  Academy  of  Medicine,  the  Monroe 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Isidore  Ernest  Davis,  M.D.,  of  Brooklyn,  died  on  January 
17  at  the  age  of  68.  Dr.  Davis  received  his  medical  degree 
from  the  University  of  Zurich  in  1936.  He  was  a member 
of  the  American  Academy  of  Family  Physicians,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

William  Hays  de  Rouville,  M.D.,  of  Albany,  died  on  April 
17  at  the  age  of  67.  Dr.  de  Rouville  graduated  in  1934  from 
Albany  Medical  College.  He  was  an  assistant  surgeon  at 
Albany  Medical  Center  Hospital.  Dr.  de  Rouville  was  a 
Diplomate  of  the  American  Board  of  Surgery  and  a mem- 
ber of  the  Albany  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Francis  M.  Grandell,  M.D.,  of  Brooklyn,  died  on  April 
9 at  the  age  of  62.  Dr.  Grandell  received  his  medical  degree 
from  the  University  of  Helsingfors  in  1946.  He  was  an 


associate  director  of  medicine  at  Lutheran  Medical  Center 
and  chief  of  pulmonary  diseases  there,  and  a visiting  phy- 
sician in  medicine  at  Kings  County  Hospital  Center.  Dr. 
Grandell  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine  and  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Sender  Horowitz,  M.D.,  of  Brooklyn,  died  on  April  29  at 
the  age  of  68.  Dr.  Horowitz  received  his  medical  degree 
from  Charles  University,  Prague,  in  1938.  He  was  an  as- 
sociate, emeritus,  physician  in  medicine  at  Maimonides 
Medical  Center.  Dr.  Horowitz  was  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York  State  Society 
of  Internal  Medicine,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Jacaruso,  M.D.,  of  Brooklyn,  died  on  March  31 
at  the  age  of  84.  Dr.  Jacaruso  graduated  in  1918  from  New 
York  Homeopathic  Medical  School  and  Flower  Hospital. 
He  was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

M.  Ralph  Kaufman,  M.D.,  of  New  York  City,  died  on  May 
20  at  the  age  of  76.  Dr.  Kaufman  graduated  in  1925  from 
McGill  University  Faculty  of  Medicine.  He  was  a con- 
sultant and  director  emeritus  in  psychiatry  at  The  Mount 
Sinai  Hospital.  Dr.  Kaufman  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  (Psychiatry 
and  Neurology),  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  American  Psychoanalytic 
Association,  the  American  Psychiatric  Association,  the 
New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Carmine  M.  Labozzetta,  M.D.,  of  Bay  Shore,  died  on  May 
16  at  the  age  of  66.  Dr.  Labozzetta  received  his  medical 
degree  from  the  University  of  Rome  in  1938.  He  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  American  Geriatrics  Society,  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Chauncey  M.  Lapp,  M.D.,  of  Corning,  died  on  May  17  at 
the  age  of  80.  Dr.  Lapp  graduated  in  1921  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was  an  honorary 
member  of  the  medical  staff  at  Corning  Hospital.  Dr. 
Lapp  was  a member  of  the  Steuben  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  E.  Leone,  M.D.,  of  Southampton,  died  on  April 
30  at  the  age  of  72.  Dr.  Leone  graduated  in  1929  from  the 
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University  of  Buffalo  School  of  Medicine.  He  was  a con- 
sulting physician  in  public  health  at  St.  Charles  Hospital 
(Port  Jefferson).  Dr.  Leone  was  a Diplomate  of  the 
American  Board  of  Preventive  Medicine,  Inc.  (Public 
Health),  a Fellow  of  the  American  College  of  Preventive 
Medicine,  and  a member  of  the  American  Public  Health 
Association,  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Harold  Patrick  McGan,  M.D.,  of  Albany,  died  on  July 
28,  1976,  at  the  age  of  67.  Dr.  McGan  graduated  in  1927 
from  Albany  Medical  College.  He  was  a member  of  the 
American  Academy  of  Allergy,  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Roy  J.  Monte,  M.D.,  of  Ridgewood,  died  on  March  3 at  the 
age  of  61.  Dr.  Monte  graduated  in  1942  from  Middlesex 
University  School  of  Medicine.  He  was  an  assistant  family 
practitioner  at  Wyckoff  Heights  Hospital  and  an  attending 
physician  in  family  practice  at  Lutheran  Hospital.  Dr. 
Monte  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Pan  American  Medical  Association,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Carl  Muschenheim,  M.D.,  of  New  York  City,  died  on 
April  27  at  the  age  of  72.  Dr.  Muschenheim  graduated  in 
1931  from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  physician  at  The  New  York 
Hospital,  a consulting  physician  in  pulmonary  diseases  at 
Westchester  County  Medical  Center,  and  an  attending 
physician  at  Summit  Park  Hospital  (Pomona).  Dr. 
Muschenheim  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  American  Thoracic  So- 
ciety, the  American  Clinical  and  Climatological  Associa- 
tion, the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Carroll  Leja  Nichols,  M.D.,  of  Pawling,  died  on  January 
21  at  the  age  of  95.  Dr.  Nichols  graduated  in  1904  from 
Cornell  University  Medical  College.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Leonard  M.  Niesen,  M.D.,  of  Hudson,  died  on  May  5 at 
the  age  of  73  Dr.  Niesen  graduated  in  1926  from  the 
University  of  Cincinnati  College  of  Medicine.  He  was  an 
honorary  member  of  the  medical  staff  at  Northern  Dut- 
chess Hospital  and  an  attending  physician  in  public  health 
at  Columbia  Memorial  Hospital.  Dr.  Niesen  was  a Fellow 
of  the  American  College  of  Physicians  and  a member  of  the 
Columbia  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Marie  S.  Quasha,  M.D.,  of  Brooklyn,  died  on  January  16 
at  the  age  of  77.  Dr.  Quasha  received  her  medical  degree 
from  the  University  of  Warsaw  in  1926.  She  was  an 
emeritus  family  practitioner  at  Brookdale  Hospital  Med- 
ical Center.  Dr.  Quasha  was  a member  of  the  American 


Academy  of  Family  Physicians,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Julian  Rose,  M.D.,  of  New  York  City,  died  on  April  18  at 
the  age  of  82.  Dr.  Rose  graduated  in  1918  from  Harvard 
University  Medical  School.  He  was  a member  of  the  New 
York  Gastroenterological  Society,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Monroe  N.  Rosenblatt,  M.D.,  of  New  Rochelle,  died  on 
May  13  at  the  age  of  53.  Dr.  Rosenblatt  graduated  in  1947 
from  New  York  Medical  College.  He  was  an  associate 
ophthalmologist  at  New  Rochelle  Hospital  Medical  Center. 
Dr.  Rosenblatt  was  a Diplomate  of  the  American  Board  of 
Ophthalmology  and  a member  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Mojzesz  Salamon,  M.D.,  of  West  Orange,  New  Jersey, 
formerly  of  New  York  City,  died  on  February  8, 1972,  at  the 
age  of  81.  Dr.  Salamon  received  his  medical  degree  from 
the  University  of  Kharkov  in  1911.  He  had  been  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Erwin  Schattner,  M.D.,  of  Brooklyn,  died  on  January  16 
at  the  age  of  83.  Dr.  Schattner  received  his  medical  degree 
from  the  University  of  Vienna  in  1931.  He  was  an  assistant 
emeritus  physician  in  medicine  at  Maimonides  Medical 
Center.  Dr.  Schattner  was  a member  of  the  Medical  So- 
ciety of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Sabato  Serpico,  M.D.,  of  The  Bronx,  died  on  April  14  at 
the  age  of  77.  Dr.  Serpico  received  his  medical  degree  from 
the  University  of  Naples  in  1924.  He  was  codirector  of 
surgery  at  Pelham  Bay  General  Hospital.  Dr.  Serpico  was 
a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Thomas  Norwood  Sickels,  M.D.,  of  Watertown,  died  on 
May  16  at  the  age  of  74.  Dr.  Sickels  graduated  in  1929 
from  Western  Reserve  University  School  of  Medicine.  He 
was  an  honorary  radiologist  at  Good  Samaritan  Hospital. 
Dr.  Sickels  was  a Diplomate  of  the  American  Board  of 
Radiology  (Roentgenology),  a Fellow  of  the  American 
College  of  Radiology,  and  a member  of  the  Radiological 
Society  of  North  America,  Inc.,  the  Jefferson  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frank  Joseph  Slater,  M.D.,  of  Clinton,  died  on  May  14 
at  the  age  of  73.  Dr.  Slater  graduated  in  1929  from 
Washington  University  School  of  Medicine,  St.  Louis.  He 
was  a Fellow  of  the  American  College  of  Anesthesiologists 
and  a member  of  the  American  Society  of  Anesthesiolo- 
gists, Inc.,  the  Academy  of  Medicine,  the  New  York  State 
Society  of  Anesthesiologists,  the  Oneida  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Kenneth  Allan  Smith,  M.D.,  of  Lackawanna,  died  on 
January  31  at  the  age  of  83.  Dr.  Smith  graduated  in  1917 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
an  honorary  surgeon  at  Our  Lady  of  Victory  Hospital.  Dr. 
Smith  was  a member  of  the  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Stanley  Stark,  M.D.,  of  West  Palm  Beach,  Florida,  for- 
merly of  Brooklyn  and  Lake  Success,  died  on  April  9 at  the 
age  of  56.  Dr.  Stark  graduated  in  1945  from  Middlesex 
University  School  of  Medicine.  He  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine  (Gastroenter- 
ology), a Fellow  of  the  American  College  of  Gastroenter- 
ology, a Fellow  of  the  American  College  of  Physicians,  and 
a member  of  the  New  York  Gastroenterological  Society. 

George  Stephen  Stern,  M.D.,  of  Yonkers,  died  on  March 
11  at  the  age  of  65.  Dr.  Stern  graduated  in  1937  from 
Vanderbilt  University  School  of  Medicine.  He  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Francis  L.  Stevens,  M.D.,  of  Brooklyn,  died  on  April  12 
at  the  age  of  51.  Dr.  Stevens  received  his  medical  degree 
from  the  University  of  Munich  in  1951.  He  was  director 
of  obstetrics  and  gynecology  at  Unity  Hospital,  visiting  in 
obstetrics  and  gynecology  at  Kings  County  Hospital  Cen- 
ter, and  an  attending  obstetrician  and  gynecologist  at 
Caledonian  Hospital.  Dr.  Stevens  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists,  and 
a member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hans  Strauss,  M.D.,  of  New  York  City,  died  on  May  6 at 
the  age  of  79.  Dr.  Strauss  received  his  medical  degree  from 
the  University  of  Frankfurt  in  1921.  He  was  a neuropsy- 
chiatrist at  Royal  Hospital,  a consultant  in  electroen- 
cephalography at  Kirby-Manhattan  Psychiatric  Center, 


Two-hour  AMA  Category  Credit  I 
to  be  offered 

The  Medical  Staff,  Professional  Education  Committee, 
of  White  Plains  Hospital  Medical  Center  will  offer  a two- 
hour  AMA  Category  1 credit  course,  “Immunology  for 
Physicians,”  on  September  20, 1977,  from  3:30  to  5:30  p.m. 
in  the  Medical  Education  Auditorium. 

The  first  hour  will  be  devoted  to  a discussion  of  “Basic 


a consultant  on  the  medical  staff  at  Dunlap-Manhattan 
Psychiatric  Center,  and  a consulting  neurologist  at  The 
Mount  Sinai  Hospital.  Dr.  Strauss  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  and  a 
member  of  the  American  Academy  of  Neurology,  the 
American  Psychiatric  Association,  the  Association  for 
Research  in  Nervous  and  Mental  Disease,  the  New  York 
Neurological  Society,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Louis  Usen,  M.D.,  of  Brooklyn,  died  on  October  16  at  the 
age  of  85.  Dr.  Usen  graduated  in  1919  from  Long  Island 
College  Hospital.  He  was  an  associate  emeritus  otolar- 
yngologist at  Maimonides  Medical  Center.  Dr.  Usen  was 
a Diplomate  of  the  American  Board  of  Otolaryngology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Academy  of  Ophthalmology  and  Otolar- 
yngology, the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Sol  Weiner,  M.D.,  of  New  Hyde  Park,  died  on  January  16 
at  the  age  of  80.  Dr.  Weiner  graduated  in  1918  from  Long 
Island  College  Hospital.  He  was  a member  of  the  Ameri- 
can Geriatrics  Society,  the  New  York  Academy  of  Medi- 
cine, the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

A.  Vaughn  Winchell,  M.D.,  of  Fairport,  died  on  April  12 
at  the  age  of  72.  Dr.  Winchell  graduated  in  1932  from 
Rush  Medical  College.  He  was  an  emeritus  radiologist  at 
St.  Mary’s  Hospital  (Rochester)  and  a consulting  radiolo- 
gist at  Lakeside  Memorial  Hospital  (Brockport).  Dr. 
Winchell  was  a Diplomate  of  the  American  Board  of  Ra- 
diology (Radium  Therapy),  a Fellow  of  the  American 
College  of  Radiology,  and  a member  of  the  Radiological 
Society  of  North  America,  Inc.,  the  American  Association 
for  Cancer  Research,  the  Radiological  Society  of  the  State 
of  New  York,  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


Immunology  for  the  Physician,”  by  Barry  Bloom,  M.D., 
professor  of  surgery  and  chief,  Department  of  Immunology, 
Albert  Einstein  College  of  Medicine.  In  the  second  hour, 
the  topic,  “Clinical  Applications  of  Modern  Immunology,” 
will  be  discussed  by  Anna  Kadish,  M.D.,  assistant  profes- 
sor, Department  of  Pathology,  Albert  Einstein  College  of 
Medicine. 

Further  information  can  be  obtained  from  Lawrence 
Kadish,  M.D.,  170  Maple  Avenue,  White  Plains,  New  York 
10601,  Area  Code  914-949-4609. 
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A SIMPLE  REMEDY 
FOR  THE  HIGH  COST 
OF  CAR  RENTAL. 


THE  REMEDY. 


YOU’LL  LIKE  OUR  STYLE. 


It's  simple.  A Thrifty  Rent-A-Car  Special 
Account. 

And  if  you're  a member  of  the  M.S.S.N.Y, 
you're  automatically  eligible  to  join. 

Here's  how  you'll  benefit: 

• You'll  save  up  to  44%  of  the  cost  of 
other  car  rental  firms. 

• For  a Chevrolet  Monte  Carlo,  or 
similar  car,  you'll  pay  just  $ 13.95  a day 
and  13$  a mile.  Including  all  gasoline. 

• Or  you  can  pay  $18.95  a day  with  100 
miles  included  and  you  pay  for  the 
gas.  Miles  over  100  are  only  5$  each. 
(Rates  slightly  higher  in  some  areas.) 

• Thrifty  has  over  360  offices  in  the  U.S., 
Canada,  and  Europe.  And  a convenient 
toll-free  "Hot  Line"  for  instant 
reservations. 

• All  special  account  rates  include 
liability,  property  damage  and  full 
comprehensive  insurance,  plus 
deductable  collision  protection. 

• You  choose  how  you'd  like  to  be  billed. 
Either  monthly,  or  after  each 
particular  rental. 


As  we  said,  making  your  Thrifty  booking 
is  as  easy  as  picking  up  the  phone.  Dial 
toll-free  1-800-331-4200  and  we'll  confirm 
your  reservation  then  and  there. 

When  you  arrive  at  your  destination  just 
phone  us,  and  we'll  soon  be  there  to  pick  you 
up.  We'll  drive  you  out  of  airport  congestion 
to  your  waiting  Thrifty  car. 

We'll  even  transfer  your  bags  while  you 
enjoy  a free  cup  of  coffee  or  use  the  telephone. 

Then  when  it's  time  to  go  home,  we'll  drop 
you  and  your  bags  back  at  your  airline's  door. 


1500 


TO  JOIN: 

Just  complete  the  application 
below  and  mail  it  to:  Gordon  Kemp,  manager, 
Special  Accounts  Division,  Thrifty  Rent-A-Car 
2400  North  Sheridan  Rd.,  Tulsa, 

Oklahoma  74151. 


ANY  QUESTIONS? 

If  you  want  to  know  more,  call  Thrifty 
collect  at  (918)  838-3335.  Or  talk  to  Bernard 
Jackson,  C.L.U  , Division  of  Insurance  & 
Membership  Benefits;  Medical  Society,  State 
of  New  York;  420  Lakeville  Rd.,  Lake  Success, 
New  York  11040,  phone  (516)  488-6100. 


r 


1 


Gentlemen 

Our  business  desires  to  avail  itself  of  fhe  Thrifty  Special  Account  Ran  at  your  various  locations  We  prefer  the  following  (check  one) 
□ CENTRAL  BILLING  □ INDIVIDUAL  BILLING 


FOR  THRIFTY  OFFICE  USE  ONLY 
APPLICATION  APPROVED  BY 


We  hereby  request  and  authorize  you  to  issue  cords  to  our  business  in  our  name  and  in  the  names  of  the  following  individuals: 


(please  type  or  print) 

(please  type  or  print) 

Lis'  additional  names  on  your  letterhead 

(CONDITIONS) 


1  Thnlty  Credit  or  identification  Cords  will  be  issued  on  approwi  of  this  application  This  must 
De  signed  Py  an  authorized  representative  ol  your  business  You  assume  responsibility  tor  an 
charges  incurred  through  their  use  All  rentals  are  subject  to  the  terms  ond  conditions  of  the 
Thrifty  Rental  Agreement  The  Thnlty  Credit  or  Identification  Card  must  be  presented  ot  the 
trme  of  rental 


2  All  rentals  will  receive  the  current  applicable  Special  Account  Rate,  however,  in  the  event  reset 


vations  ore  made  through  an  independent  travel  agent  or  other  commissionable  source, 
such  Special  Rate  will  not  be  applicable 


3  Thr.tty  Credit  or  Identification  Cards  are  not  transferable  and  may  be  invalidated  or  the  terms 
thereot  modified  by  Thrifty  at  any  time  The  subscribing  business  agrees  to  promptly  report  in 
writing,  any  additions,  revisions,  cancellations,  lost  or  stolen  cards,  and  destroy  any  obsolete 
cards  The  subscribing  business  will  oe  responsible  for  all  charges  incurred  through  use  of 
such  cards  prior  to  receipt  of  notice  by  Thrifty 


BUSINESS  NAME 

AUTHORIZED  SIGNATURE 

BUSINESS  ADDRESS 

TYPE  OR  PRINT  ABOVE  NAME 

BILLING  ADDRESS 

TITLE 

CITY  & STATE 

PHONE  NO 

ZIP 

DATE 

Thrifty  Rent-A-Car  System,  Inc 

2400  N Shendan  Road,  Tulsa,  Oklahoma  74151 


Ti 


HRIFTY 

■ rent-a-car 


J 


L 
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governments  is  completely  open  to  innovation,  competi- 
tion, quality  control,  or  consumer  choice.” 

* * * 

Julius  Richmond,  M.D.,  the  newly  appointed  Assistant 
Secretary  for  Health  at  the  HEW  Department,  also  will 


The  AMA-Washington  Office: 

What  it  does  and 
How  it  functions 

Physicians  feel  frequently  that  the  Federal  Government 
is  far  too  much  involved  these  days  in  their  profession’s  and 
patients’  destinies. 

Indeed,  physicians  can  hardly  be  blamed  for  feeling  this 
way. 

Increasingly  the  Congress  demonstrates  its  preoccupa- 
tion with  health  and  medical  care  by  “tinkering”  with  it. 
Congress  schedules  and  holds  hearings;  debates  and  passes 
bills;  and  of  the  25,000  or  so  measures  introduced  into  each 
Congress,  some  ten  percent  bear  directly  or  indirectly  on 
health. 

Once  the  new  laws  are  on  the  books,  the  administrative 
agencies  take  over  the  business  of  implementation.  That 
means  that  regulations  now  must  be  drafted  and  argued 
and  adopted. 

Neither  legislation  nor  regulation  can  be  ignored.  As 
true  as  it  is  that  the  power  to  tax  is  the  power  to  destroy, 
so  the  power  to  regulate  can  be  the  power  to  paralyze,  to 
strangle,  and  ultimately  to  kill.  Intelligently  drawn  reg- 
ulations can  make  poor  laws  workable  and  badly  drawn 
regulations  can  make  good  laws  unworkable. 

And  so  the  symbiotic  relationship  on  laws  that  exists 
between  the  legislative  and  the  executive  branches  of  the 
Federal  Government  demands  unremitting  vigilance. 

The  American  Medical  Association  exercises  that  vigi- 
lance, and  has  since  1944,  through  a Washington  office. 
The  Washington  office  has  a number  of  functions: 

* It  is  an  intelligence-gathering  organization,  charged 
with  the  responsibility  of  staying  abreast  of  congressional 
thinking,  planning  and  action;  and  with  maintaining  an 
equally  close  vigil  on  the  doings  of  the  various  executive 
departments  and  agencies. 

* It  is  a podium  from  which  to  disseminate  AMA 
thinking  on  a variety  of  subjects  of  concern  to  govern- 
ment— and  give  reliable  information  to  lawmakers  and 
media  alike. 

* It  is  a mechanism  for  providing  service  to  legislators 
and  administrators;  an  on-the-spot  AMA  presence;  a 
two-way  conduit  between  those  who  make  and  admin- 
ister the  laws  and  the  medical  profession. 

I he  Washington  office  works  as  a highly  specialized 
group  of  experts  who  serve  as  the  extended  arm  of  the  AMA 
in  Chicago.  Efforts  to  increase  the  effectiveness  of  the 
Washington  office  are  always  being  made. 

Today  the  Washington  office  is  a unit  of  the  Division  of 
Public  Affairs,  linked  so  closely  with  Chicago  by  tielines, 
teletype,  and  thermofax  that  contact  is  continuous 


bear  the  title — long  considered  moribund— of  U.S.  Surgeon 
General.  This  post  hadn’t  been  filled  for  several  years. 
Though  Dr.  Richmond  isn’t  a career  Public  Health  Service 
officer,  the  resurrection  of  the  title  brought  joy  to  the 
Uniform  Corps  which  has  been  under  constant  threat  of 
extinction  but  has  managed  to  survive.  The  Surgeon 
General  is  the  top  official  of  the  Corps. 


throughout  the  working  day,  and  often  goes  on  well  after 
the  day  has  ended. 

Under  the  Washington  office  director  and  his  deputy  are 
a director  and  four  assistant  directors  of  the  Department 
of  Congressional  Relations.  These  five  men  cover  all  535 
members  of  Congress  and  their  staffs;  and  work  particu- 
larly closely  with  the  staffs  and  members  of  those  key 
committees  through  which  the  bulk  of  important  health 
legislation  must  pass.  The  deputy  director  of  the  Wash- 
ington office  is  also  director  of  the  Department  of  Federal 
Affairs  which  works  closely  with  the  departments  and 
agencies  of  the  executive  branch.  Within  this  department 
are  also  two  legislative  attorneys  who  research  major 
Federal  legislation  affecting  health;  attend  hearings; 
monitor  the  Congressional  Record  and  the  Federal  Reg- 
ister-, work  closely  with  the  Division’s  Legislative  Depart- 
ment back  in  Chicago;  touch  bases  frequently  with  the 
lobbyists;  and  help  staff  all  meetings  of  the  AMA’s  Council 
on  Legislation. 

A four-man  Communications  Department  deals  with 
media,  covers  the  Washington  scene  for  AM  News  and 
JAMA,  helps  congressional  staffs  with  research  or  speech 
material,  and  so  forth.  Supporting  all  of  this  broad  activity 
is  the  library,  which  serves  staff,  the  general  public,  Con- 
gress, and  the  Federal  agencies. 

So  much  for  the  administrative  unit.  How  does  it  work 
to  reflect  AMA  policy? 

First,  The  AMA’s  legislative  objectives  are  set  by  its 
House  of  Delegates,  usually  in  broad  policy  guidelines. 
These  guide  the  AMA’s  Council  on  Legislation  when  the 
time  comes  for  it  to  review  the  many  and  varied  issues  de- 
veloping in  government.  The  Council  then  recommends 
to  the  Board  of  Trustees  that  legislation  be  proposed. 
Once  the  Board  has  acted,  its  decisions  are  sent  to  the 
Public  Affairs  Division  for  appropriate  action  in  Chicago 
and  Washington. 

It  is  in  this  way  that  practicing  physicians’  viewpoints 
and  supporting  arguments  are  made  known  to  the  legisla- 
tive and  executive  branches  of  government.  By  and  large, 
this  method  has  proved  effective.  Some  AMA  viewpoints 
are  indeed  rejected.  But  many  are  accepted;  and  many 
more  help  shape  compromise  positions. 

The  Congress  usually  welcomes  AMA  viewpoints  be- 
cause it  recognizes  that  the  public  cannot  be  well  served 
unless  all  portions  of  a question  are  carefully  weighed. 
Thus,  such  independent  forces  as  organized  medicine 
contribute  to  the  public  weal  by  studying  and  questioning 
what  government  does,  should  not  do,  does  not  do,  and 
should  do. 

In  summation,  the  AMA-Washington  office  is  an  im- 
portant component  of  a complex  mechanism  designed  to 
convey  the  individual  American  physician’s  viewpoint  to 
the  Federal  Government. 
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Abstracts 


Lin,  Y.  T.,  Yeh,  L.,  and  Oka,  Y.:  Pathophysiology  of 
general  cyanosis;  a graphical  analysis,  New  York  State  J. 
Med.  77:1393  (Aug.)  1977. 

The  pathophysiology  of  cyanosis  was  analyzed  theo- 
retically. Mathematical  formulas  were  developed  ac- 
cording to  simple  physiological  principles,  and  the  quan- 
titative relationships  among  various  factors  which  deter- 
mined the  amount  of  reduced  hemoglobin  in  capillary 
blood  were  analyzed  by  computer  modelling  according  to 
these  formulas.  The  results  were  illustrated  graphically. 
It  demonstrated  in  a quantitative  and  predictable  manner 
the  importance  of  hemoglobin  concentration,  cardiac 
output,  and  oxygen  consumption  in  deciding  the  critical 
levels  of  arterial  and  mixed  venous  oxygen  saturation  which 
would  result  in  the  initial  appearance  of  general  cyanosis. 
By  referring  to  these  numerical  data,  the  nature  of  cyanosis 
could  be  assessed  quickly  and  proper  course  of  therapies 
initiated. 

Deibel,  R.,  Flanagan,  T.  D.,  and  Smith,  V.:  Central 
nervous  system  infections;  Etiologic  and  epidemiologic 


observations  in  New  York  State,  New  York  State  J.  Med. 
77:  1398  (Aug.)  1977. 

In  an  ongoing  surveillance  the  viral  etiology  of  CNS 
(central  nervous  system)  infections  was  investigated  in  815 
residents  of  New  York  State,  exclusive  of  New  York  City. 
Diagnostic  findings  were  obtained  in  199  of  these  patients. 
For  the  First  time  in  New  York  State,  St.  Louis  encephalitis 
virus  was  implicated  in  the  etiology  of  patients  with  men- 
ingitis, with  or  without  encephalitis.  An  unusually  high 
prevalence  of  two  viruses  was  observed  in  these  CNS  cases; 
influenza  A,  during  the  Statewide  outbreak  from  January 
through  March,  and  measles.  In  the  24  fatal  cases,  the 
mortality  rate  was  highest  (48  percent)  in  patients  with  a 
diagnosis  of  Reye’s  syndrome.  Echo  9 and  herpes  simplex 
were  the  most  frequently  found  viruses  in  patients  with 
meningitis.  Powassan  and  California  viruses  remained 
endemic,  but  the  absence  of  laboratory-confirmed  lym- 
phocytic choriomeningitis  (LCM)  virus  infections  indi- 
cated that  control  measures  taken  after  the  pet  hamster- 
associated  LCM  outbreak  in  1974  were  effective. 

continued  on  page  1506 


FOR 
FEAR  OF 
LITTLE  MEN 


Can  life  be  worthwhile  when  there  is  no  death  to 
make  it  meaningful?  Can  even  a super-human  being 
endure  without  compassion? 

Balthus.  near-omiscient  director  of  a scientific 
control  center  that  synthesizes  such  beings,  wonders. 
His  search  for  an  answer  forces  him  to  explore  new 
concepts  of  existence  that  transcend  the  supposed 
perfection  of  his  society's  ideals. 

" A unique  novel.  Profound.  Evocative.  Textbook- 
exact  with  remarkable  embellishments.  Should  be  re- 
quired reading  for  physicians.  Will  appeal  to 
individuals  at  once  literary  and  science  oriented." 
— George  Van  S.  Smith.  M.D.,  WILLIAM  H. 
BAKER  PROFESSOR  OF  GYNECOLOGY, 
EMERITUS.  HARVARD  MEDICAL  SCHOOL. 

$10.00 


A fantastic  journey  to 
the  fortieth  century  and 
the  core  of  human  creation 

JAMES  A.  FITZGERALD  M.D. 
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credit  card  orders  accepted  by  phone  or  mail — if 
$ 1 5 or  more.) 
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Tenth  Annual  Symposium  on 
MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Americana  Hotel,  New  York  City 
Saturday,  October  1,  1977 
9:00-12:30 — Versailles  Terrace 


PROGRAM 

The  Medical  Society  of  the  State  of  New  York  Joint  Session 
of  the  Committee  on  the  Medical  Aspects  of  Sports  and  the 
Section  on  School  Health. 

PHYSICAL  FITNESS  & ATHLETICS 

The  Role  of  the  Physician,  Coach,  Physical  Educator  and 
Athletic  Trainer. 

9:30-9:45  The  Need  for  Inolvement 
in  Fitness  & Athletics 

Donald  T.  Kasprzak,  M.D.,  Chairman,  Committee  on 
Medical  Aspects  of  Sports;  School  Physician,  St. 
John’s  Central  High  School,  Plattsburgh,  N.Y.;  Cham- 
plain Valley  Physician's  Hospital,  Thoracic  & General 
Surgery;  Fellow  of  American  College  of  Surgeons, 
Fellow  of  International  College  of  Surgeons. 

9:45-10:45  Preparticipation  Evaluation 

James  Nicholas,  M.D.,  Director,  Institute  of  Sports 
Medicine  & Athletic  Trauma;  Director,  Department  of 
Orthopedic  Surgery,  Lenox  Hill  Hospital,  New  York 
City;  Associate  Clinical  Professor  of  Orthopedic  Sur- 
gery, Cornell  University  Medical  College;  Adjunct  As- 
sociate Professor,  Department  of  Physical  Education, 
New  York  University  School  of  Education. 

General  Medical  Evaluation  in  School  Athletes 

Tenley  E.  Albright,  M.D.,  Harvard  Medical  School, 
American  College  of  Sports  Medicine;  President’s 
Council  on  Physical  Fitness;  U.S.  Olympic  Committee; 
Executive  Committee  & Board  of  Directors,  Medical 
Consultant  to  National  Trainers'  Association;  Consul- 
tant to  Handicapped  Youth  Program.  First  American 
girl  to  win  the  Olympic  Gold  Medal,  Figure  Skating 
1956;  World  Championship  1955  & 1956;  National 
Champion  1952-  1956. 


Cardio-Pulmonary  Evaluation 

Norman  B.  Schell,  M.D.,  M.P.H.,  Member,  Committee 
on  School  Health;  Member,  National  Committee  on 
School  Health;  Fellow  of  American  Academy  of  Pedi- 
atrics; Editor,  School  Health  Section,  New  York  State 
Journal  of  Medicine 

Musculoskeletal  Evaluation 

John  Marshall,  M.D.,  Vice-Chairman,  MSSNY Commit- 
tee on  Medical  Aspects  of  Sports;  Assistant  Professor 
of  Orthopedic  Surgery  and  Anatomy,  Cornell  Universi- 
ty Medical  College;  Director,  Department  of  Sports 
Medicine,  Hospital  for  Special  Surgery,  New  York 
City;  Director  of  Sports  Medicine  Clinic  & Annual 
Sports  Medicine  Program,  sponsored  by  the  Hospital 
for  Special  Surgery,  New  York  City. 


10:45  Break 


11:00-12:00  Current  Concepts  of  Fitness  & Condition- 
ing 

The  Physiologic  Basis  for  Conditioning  Programs 

Albert  B.  Craig,  Jr.,  Professor  of  Physiology,  University 
of  Rochester  Medical  School;  Member,  American 
Physiology  Society;  Member,  American  College  of 
Sports  Medicine;  Monroe  County  Medical  Society. 

Practical  Considerations 

Kenneth  E.  DeHaven,  M.D.,  Dartmouth  Medical 
School,  Hanover,  New  Hampshire;  Sports  Medicine 
Committee,  Cleveland  Academy  of  Medicine  1972- 
75;  Sports  Medicine,  Monroe  County  Medical  Society 
1975;  American  College  of  Sports  Medicine,  Team 
Physician  Euclid  & Wickliffe  High  Schools,  Cleveland, 
Ohio  1969-72;  Team  Physician,  University  of  Roches- 
ter, Rochester,  N.Y.  1975;  Orthopedic  Consultant, 
Rochester  Redwings  Baseball  Team  1975;  Orthopedic 
Consultant,  Public  School  System  1975. 
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A Workable  Year  Round  Conditioning  Program 

Joseph  Abraham,  Chief  Trainer,  Hobart  College,  Ge- 
neva, N.Y.;  Secretary-Treasurer,  Eastern  Athletic 
Trainers  Association;  Woman 's  Olympic  Teams  Train- 
er, Munich  and  Mexican  games. 

12:00-12:30  Panel  Discussion 

1:00  Luncheon,  Versailles  Ballroom.  Tickets:  $8.00 
Address:  Comments  Regarding  Past  and  Present 

Olympics 

Speaker:  Tenley  E.  Albright,  M.D.,  Harvard  Medical 
School,  American  College  of  Sports  Medicine;  Presi- 
dent's Council  on  Physical  Fitness;  U.S.  Olympic 
Committee;  Executive  Committee  and  Board  of  Direc- 
tors, Medical  Consultant  to  National  Trainers ' Associ- 
ation; Consultant  to  Handicapped  Youth  Program. 
First  American  girl  to  win  the  Olympic  Gold  Medal,  Fig- 
ure Skating  1956;  World  Championship  1955  and 
1956;  National  Champion  1952- 1956. 


ATTENDANCE  BY  PHYSICIANS  AT  THIS  SYMPOSIUM  FUL- 
FILLS THE  REQUIREMENT  FOR  4 CREDITS  IN  CATEGORY  2 
TOWARDS  THE  AMERICAN  MEDICAL  ASSOCIATION  PHYSI- 
CIAN'S RECOGNITION  AWARD 


For  further  information  and  program,  write: 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Road 
Lake  Success,  New  York  11040 


Send  Reservation  Form  to: 

Donald  T.  Kasprzak,  M.D.,  Chairman 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Rd.,  Lake  Success,  N.Y.  11040 


I will  □ will  not  □ attend  the  luncheon 
Please  reserve tickets  for  the  luncheon  at  $8.00  per  person 

Name 

(please  print) 

Address  

street 

City  State  Zip 

Make  check  payable  to:  Medical  Society  of  the  State  of  New  York 
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continued  from  page  1503 

Chervin,  A.,  Farnsworth,  P.  B.,  Freedman,  W.  L., 
Duncan,  P.  A.,  and  Shapiro,  L.:  Amniocentesis  for 
prenatal  diagnosis;  subjective  patient  response,  New  York 
State  J.  Med.  77: 1406  (Aug.)  1977. 

Subjective  responses  by  patients  to  amniocentesis  for 
prenatal  diagnosis  were  obtained  through  a questionnaire. 
Replies  indicated  that  reactions  were  generally  positive, 
the  four-week  period  of  waiting  for  the  laboratory  results 
was  a very  anxious  and  difficult  time,  especially  if  life  was 
felt  before  results  were  available.  Most  women  found  the 
pre-amniocentesis  counseling  helpful,  considered  the 
discomfort  or  pain  associated  with  the  procedure  insig- 
nificant, and  expressed  enthusiastic  approval  of  prenatal 
diagnosis  and  the  reassurance  it  afforded  them. 

Dole,  V.  P.,  and  Joseph,  H.:  Methadone  maintainance; 
outcome  after  termination,  New  York  State  J.  Med.  77: 
1409  (Aug.)  1977. 

The  post-treatment  outcomes  of  202  subjects  were  ex- 
amined for  a period  of  approximately  two  years  after  ter- 
mination of  methadone  maintenance  treatment.  Only  22, 
10.8  percent,  were  found  to  have  remained  free  of  drug 
problems  during  this  time.  Over  two  thirds  of  the  subjects 
had  returned  to  occasional  or  continuous  use  of  illicit 
narcotics.  Comparison  of  the  discharged  patients  with  a 
comparable  group  that  entered  the  program  at  the  same 
time  and  remained  in  treatment  showed  a much  higher 
incidence  of  narcotic  abuse  and  drug-related  deaths  in  the 
discharged  group,  but  a similar  incidence  of  alcoholism. 
The  greater  incidence  of  narcotic  abuse  in  the  discharged 
group  was  evident  despite  the  greater  probability  of  dis- 
covering problems  in  the  treatment  group,  which  was  under 
continuing  surveillance  and  was  being  monitored  by  weekly 
analyses  of  urine. 

Catane,  R.,  Kaufman,  J.  H.,  Bakshi,  S.,  Parthasarathy, 
K.  L.,  Mittelman,  A.,  and  Murphy,  G.  P.:  'indium- 
chloride  bone  marrow  scanning  in  advanced  prostatic 
carcinoma,  New  York  State  J.  Med.  77:  1413  (Aug.) 
1977. 

inIn  (Indium)  -chloride  bone  marrow  scans  were  ob- 
tained in  17  patients  with  Stage  D prostatic  carcinoma  to 
evaluate  bone  marrow  involvement  and  reserve.  All  pa- 
tients had  multiple  skeletal  lesions  demonstrated  by 
technetium  99-pyrophosphate  bone  scan  and/or  skeletal 
survey.  Bone  marrow  peripheral  expansion,  manifested 
by  increased  mIn  uptake  in  the  humeri  and  femora,  was 
seen  in  7 of  the  17  patients.  Six  of  these  7,  86  percent,  had 
severe  anemia  requiring  blood  transfusions.  Only  one  of 
the  10  patients,  10  percent,  who  did  not  show  peripheral 
expansion  of  the  bone  marrow  required  transfusion.  The 
tumor  showed  inconsistent  uptake  of  the  mIn-chloride. 
In  2 of  the  patients  increased  uptake  was  found  in  tumor 
areas;  in  5 decreased  uptake,  or  cold  area,  was  seen  at  in- 
volved sites,  but  in  10  of  the  17  the  uptake  in  tumorous 
areas  did  not  differ  from  the  surrounding  tissue.  While 
1 1 'In-chloride  is  not  effective  in  localizing  metastases  from 
prostatic  carcinoma,  it  is  accurate  in  evaluating  bone 
marrow  reserve.  The  future  usefulness  of  this  technique 
may  be  in  predicting  hematologic  toxicity  caused  by  che- 
motherapy. 

Gould,  L.,  and  Reddy,  C.  V.  R.:  Programmable  pace- 
maker; Two-year  study,  New  York  State  J.  Med.  77: 1418 


(Aug.)  1977. 

The  Omni-Stanicor  programmable  pacemaker  has  fea- 
tures that  are  highly  desirable  to  the  physician.  The  rate 
and  current  output  of  this  pacemaker  can  be  changed  at 
any  time  by  a noninvasive  technique  involving  electro- 
magnetic pulse  emitted  by  an  external  programmer.  Thus, 
adjustments  in  the  rate  and  power  output  can  be  made  as 
the  patients  requirements  change.  By  decreasing  the 
current  output  the  pacemaker’s  longevity  is  increased. 
The  adjustable  rate  control  facilitates  control  of  compli- 
cating arrhythmias.  Since  September,  1974,  the  R-wave 
inhibited  Omni-Stanicor  demand  pacemaker  was  im- 
planted in  104  patients.  Sixty-three  of  these  patient’s  were 
subsequently  reprogrammed.  In  40  patients  the  mil- 
liamperes  were  reduced  to  4,  14  were  set  at  6 ma.,  and  9 
remained  at  9 ma.  Only  one  pacemaker  in  this  series  was 
removed  because  of  defective  functioning  of  a circuit.  The 
pacemaker  rate  was  usually  set  at  60  beats  per  minute. 
However,  transient  or  permanent  increase  in  rate  could  be 
used  to  suppress  ventricular  premature  beats. 

Miller,  R.,  Marlar,  K.,  and  Silvay,  G.:  Anesthesia  foi 
patients  aged  over  ninety  years,  New  York  State  J.  Med 
77:  1421  (Aug.)  1977. 

Anesthesia  for  the  aged  has  been  reviewed  in  147  pa- 
tients aged  between  90  and  102  years  who  underwent  171 
surgical  procedures.  There  were  no  fatalities  in  the  op- 
erating or  recovery  room.  The  overall  hospital  mortality 
rate  was  8 percent,  and  most  deaths  were  related  to  cardiac 
or  pulmonary  complications.  In  this  particular  series  oi 
patients  neither  the  technique  nor  the  duration  of  anes- 
thesia appeared  to  influence  the  outcome. 

Feigenson,  J.  S.,  McCarthy,  M.  L.,  Meese,  P.  D.,  Feig 
enson,  W.  D.,  Greenberg,  S.  D.,  Rubin,  E.,  ant 
McDowell,  F.  H.:  Stroke  rehabilitation;  I.  factors  pre 
dieting  outcome  and  length  of  stay;  an  overview,  Nev 
York  State  J.  Med.  77:  1426  (Aug.)  1977. 

Severe  weakness,  perceptual  or  cognitive  dysfunction 
the  presence  of  a homonymous  hemianopsia  or  multipli 
neurologic  defects,  poor  motivation,  inability  to  walk,  anc 
persistent  urinary/fecal  incontinence  were  clearly  identi 
fied  as  poor  prognostic  signs  in  a group  of  566  elderly  stroki 
patients  treated  in  a short-term  stroke  rehabilitation  uni 
over  a 33-month  period.  The  presence  of  a hemisensor;  ( 
loss,  dysphasia,  the  age  of  the  patient,  and  the  presence  o ! 
concurrent  arteriosclerotic  heart  disease/hypertension  i 
diabetes  were  unrelated  to  outcome.  Differences  betweei  i 
these  findings  and  those  reported  by  other  groups  an 
discussed.  Outcome  statistics  are  presented  linking  neu 
rologic  deficits  to  functional  deficits  and  length  of  stay 
The  statistics  reported  help  define  a group  of  stroke  pa 
tients  who  may  benefit  maximally  from  rehabilitation;  helj 
outline  factors  which  may  increase  length  of  stay;  and  un 
derscore  the  fact  that  most  stroke  patients  make  significan 
gains  in  a suitable  rehabilitation  program  even  if  they  hav> 
one  or  more  of  the  poor  prognostic  signs. 

Feigenson,  J.  S.,  and  McCarthy,  M.  L.:  Stroke  reha 
bilitation;  II.  guidelines  for  establishing  unit,  New  Yorl 
State  J.  Med.  77:  1430  (Aug.)  1977. 

A total  of  566  stroke  patients  were  discharged  in  a 33 
month  period  from  a newly  established  stroke  rehabilita 
tion  unit.  Eighty-five  percent  of  these  patients,  who  hac 
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an  average  age  of  67  and  ranged  from  17  to  98  years  of  age, 
most  of  whom  suffered  from  moderate  to  severe  motor 
weakness,  sensory  loss,  visual  field  defects,  speech  prob- 
lems, perceptual  problems,  or  organic  dementia,  were  able 
to  return  home  after  an  average  stay  of  only  45  days. 
Factors  responsible  for  such  a high  success  rate  are  dis- 
cussed. Guidelines  for  establishing  a multidisciplinary 
stroke  unit  are  presented  in  detail,  and  some  practical 
suggestions  for  enhancing  present  rehabilitation  programs 
are  offered. 

Stern,  P.  H.,  and  Skudder,  P.  A.:  Amputee  rehabilita- 
tion; I.  Lower-limb  amputation,  New  York  State  J.  Med. 
77:  1436  (Aug.)  1977. 

This  is  a critical  analysis  of  computerized  data  collected 
on  215  lower-limb  amputees,  discharged  from  The  Burke 
Rehabilitation  Center  in  the  past  three  years.  This  led  to 
the  identification  of  factors  which  account  for  delays  in 
rehabilitation.  Suggestions  for  improved  patient  care  are 
offered. 


Zaki,  M.  H.,  Lyons,  H.  A.,  Tizes,  R.,  Ali,  H.:  Tuberculosis 
patients;  reactivation,  New  York  State  J.  Med.  77:  1441 

(Aug.)  1977. 

Reactivation  was  studied  among  326  tuberculosis  pa- 
tients who  received  at  least  one  year  of  chemotherapy  with 
two  drugs;  many  were  treated  for  two  or  more  years.  The 
follow-up  period  ranged  from  four  to  five  and  one-half 
years.  Rigid  criteria  were  used  to  determine  the  activity 
status,  and  measures  were  taken  to  reduce  sources  of  error 
in  evaluation.  Of  the  326  previously  treated,  confirmed 
inactive  patients,  35,  or  10.7  percent,  reactivated.  The 
variables  of  age,  sex,  and  ethnic  background  did  not  sig- 
nificantly affect  the  reactivation  rate.  Patients  with  ex- 
tensive pathologic  conditions  reactivated  twice  as  often  as 
those  with  minimal  lesions.  Among  recalcitrant  patients, 
reactivation  was  three  times  higher  than  among  patients 
who  took  their  drugs  regularly.  Reactivation  was  lower 
among  patients  who  were  classified  as  inactive  according 
to  radiologic  and  bacteriologic  criteria  than  among  those 
who  were  so  classified  on  radiologic  bases  only. 


Abstracts  in  interlingua 


Lin,  Y.  T.,  Yeh,  L.,  e Oka.  Y.:  Physiopathologia  del  cy- 
anose  generalisate;  analyse  graphic,  New  York  State  J. 
Med.  77:  1393  (Augusto)  1977. 

Le  physiopathologia  del  cyanose  esseva  analysate 
theoreticmente.  Formulas  mathematic  esseva  disvelop- 
pate  de  accordo  a principios  physiologic  simple,  e etiam  le 
relationes  quantitative  inter  varie  factores  que  determinava 
le  magnitude  del  hemoglobina  reducite  in  le  sanguine  ca- 
pillari  esseva  analysate  per  computator  modelari  de  ac- 
cordo a iste  formulas.  Le  resultatos  es  illustrate  graphic- 
mente.  Ille  demonstra,  in  un  maniera  predecibile  quan- 
titativemente,  que  le  importantia  del  concentration  de 
hemoglobina,  le  rendimento  cardiac,  e le  consumo  de  ox- 
ygeno  pro  determinar  le  nivellos  critic  del  saturation  de 
oxygeno  del  sanguine  arterial  e venose  mixturate,  pote 
indicar  le  apparition  initial  del  cyanose  generalisate.  Per 
referentia  a iste  information  numeric,  le  natura  del  cyanose 
poteva  esser  evalutate  rapidmente  e le  proprie  cursos 
therapeutic  poteva  esser  initiate. 

Deibel,  R.,  Flanagan,  T.  D.,  e Smith,  V.:  Infectiones  del 
systema  nervose  central;  observationes  etiologic  e epide- 
miologic in  le  Stato  de  Nove  York,  New  York  State  J. 
Med.  77: 1398  (Augusto)  1977. 

In  un  studio  in  progresso  supra  le  etiologia  viral  del  in- 
fectiones del  systema  nervose  central  (SNC),  815  residentes 
del  Stato  de  Nove  York,  exclusive  le  Citate  de  Nove  York, 
esseva  investigate.  Trovatos  diagnostic  esseva  obtenite  in 
199  de  iste  patientes.  Per  le  prime  vice  in  le  Stato  de  Nove 
York,  le  virus  del  encephalitis  St.  Louis  esseva  implicate 
in  le  etiologia  in  caso  de  patientes  con  meningitis,  con  o sin 
encephalitis.  Un  prevalentia  non  usualmente  elevate  de 


2 viruses  esseva  observate  in  iste  casos  de  infection  del 
SNC:  Influenza  A,  durante  le  epidemia  in  omne  le  Stato 
inter  Januario  e Martio,  e le  virus  del  sarampion  (“mea- 
sles”). In  le  24  casos  fatal  le  mortalitate  esseva  plus  elevate 
(48  pro  cento)  in  le  patientes  con  le  syndrome  de  Reye.  Le 
Echo  9 e le  herpes  simplex  esseva  le  viruses  plus  frequen- 
temente  trovate  in  patientes  con  meningitis.  Le  viruses 
Powassan  e California  permaneva  endemic,  mais  tests  de 
laboratorio  confirmava  le  absentia  del  virus  lymphocyto- 
choriomeningitis  (VLCM)  lo  que  indicava  que  le  mesuras 
de  controlo  prendite  depost  le  epidemia  de  iste  infectiones 
(LCM)  relationate  con  le  hamster  de  casa,  durante  1974, 
habeva  essite  effective. 

Chervin,  A.,  Farnsworth,  P.  B.,  Freedman,  W.  L., 
Duncan,  P.  A.,  e Shapiro,  L.:  Le  amniocentesis  pro 
diagnose  prenatal;  responsa  subjective  del  patientes,  New 
York  State  J.  Med.  77:  1406  (Augusto)  1977. 

Le  responsas  subjective  del  patientes  al  amniocentesis 
pro  diagnose  prenatal  esseva  obtenite  mediante  un  ques- 
tionario.  Iste  responsas  indicava  que,  generalmente,  le 
reactiones  esseva  positive.  Le  periodo  de  spera  de  4 sep- 
timanas  per  le  resultatos  del  laboratorio  esseva  anxiose  e 
difficile,  specialmente  quando  le  signos  de  vita  (intra- 
uterine) esseva  experimentate  ante  del  obtention  del  re- 
sultatos. Le  major  parte  del  feminas  trovate  que  le  consilio 
pre-amniocentesis  esseva  de  adjuta  e etiam  considerava 
que  le  molestia  o dolor  relationate  con  le  procedimento 
esseva  insignificante;  illes,  etiam,  expresate  su  approvation 
enthusiastic  pro  le  diagnose  prenatal  e le  assecurantia  que 
iste  examination  pote  offerer. 

continued  on  page  1516 
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Medical  News 


Medical  Society  of  the 
State  of  New  York 


Annual  Dinner  Dance 

in  honor  of 

George  L.  Collins,  Jr.,  M.D. 
President 

Wednesday,  October  5,  1977 

Versailles  and  Royal  Ballrooms 

Americana  of  New  York 

Seventh  Avenue  & 52nd  St. 

Cocktail  Hour 

7 p.m.  Dinner 

Versailles  Ballroom  Royal  Ballroom 

Subscription  $30.00  per  person 

Reservation  Form 

Make  check  payable  to: 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  1 1040 

Please  send  me tickets  for  the 

Annual  Dinner  Dance  on  October  5,  1977. 

Check  enclosed  for  $ 

Name 

Address 

Zip 

Please  attach  guest  list 

V ) 


Prize  for  scholarly  analysis  of  health  issues 

To  stimulate  scholarly  inquiry  into  key  domestic  health 
issues,  Project  HOPE  is  offering  two  $1,000  prizes  for  an- 
alytical papers  on  the  long-range  consequences  which 
might  be  expected  to  result  from  a nationwide  hospital  cost 
containment  program. 

There  is  high  national  interest  in  the  rapidly  increasing 
cost  of  hospital  care.  Legislation  is  pending  in  Congress 
which  would  attempt  to  contain  these  increases.  If  some 
kind  of  cost  containment  program  is  ultimately  imple- 
mented, the  question  arises,  what  would  be  the  conse- 
quences on  the  hospitals  and  on  the  health  delivery  sys- 
tem? For  example,  one  might  consider  the  relationship 
of  cost  containment  programs  to  the  distribution  and  types 
of  health  manpower  required;  to  patients’  access  to  inpa- 
tient and  outpatient  hospital  services;  to  the  hospitals’ 
ability  to  finance  new  equipment  and  technologies  related 
to  patient  care;  or,  to  fiscal  and  hospital  management 
control.  The  papers  may  concentrate  on  a single  aspect 
of  the  issue,  several  aspects,  or  all;  they  may  speak  to  the 
positive  consequences  alone,  the  negative  consequences 
alone,  or  to  both.  Maximum  freedom  to  the  writer  is  in- 
tended. 

It  should  be  understood  that  the  author  is  not  expected 
to  analyze  Legislation  pending  in  Congress  but  should 
focus  on  the  issue  of  the  consequences  of  containment  of 
hospital  cost  increases. 

One  prize  will  be  awarded  to  a pre-baccalaureate  student 
registered  in  a United  States  college  or  university  during 
calendar  year  1977  and  one  prize  will  be  awarded  to  a 
similarly  registered  post-baccalaureate  student.  Co- 
authored papers  are  not  eligible.  Entries  must  be  mailed 
not  later  than  December  31,  1977  to:  Project  HOPE 
Committee  on  Health  Policy,  c/o  Center  for  Health  Ser- 
vices Research,  University  of  Southern  California  School 
of  Medicine,  2025  Zonal  Avenue,  Los  Angeles,  California 
90033. 

Judging  of  the  papers  shall  be  by  members  of  the  Project 
HOPE  Committee  on  Health  Policy,*  and  shall  be  based 
on  the  quality  of  the  analysis,  clarity  of  presentation,  and 
originality. 

Manuscripts  should  not  exceed  5,000  words,  exclusive 
of  a 150  word  abstract,  and  otherwise  follow  the  format  for 
articles  submitted  to  any  professional  medical  or  health 
care  journal.  The  author’s  name  must  appear  only  on  a 
separate  title  page.  Submitted  papers  become  the  sole 
property  of  Project  HOPE  for  whatever  purposes  it  deems 
appropriate,  including,  but  not  limited  to,  publication  in 
whole  or  in  part.  If  published,  authorship  shall  be  ac- 

* Project  HOPE  Committee  on  Health  Policy:  Karl  D.  Bays, 
Earl  W.  Brian,  M.D.,  Jane  Claflin,  Donald  W.  Giffen,  John  T. 
Gurash,  James  C.  Haughton,  M.D.,  John  A.  Hill,  David  James,  H. 
Bradley  Jones,  Allen  W.  Mathies,  Jr.,  M.D.,  J.  Alexander 
McMahon,  Joseph  Newhouse,  Ph.D.,  James  Sammons,  M.D., 
Anne  R.  Somers,  Robert  B.  Shira,  D.D.S.,  Joseph  C.  Stetler, 
Samuel  J.  Tibbitts,  John  Tomayko,  James  Vohs,  William  B. 
Walsh,  M.D.,  Casper  W.  Weinberger 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 

continued  on  page  1515 
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171st  annual 

CONVENTION 


MEDICAL  SOCIETY  — 
STATE  OF  NEW  YORK 

Americana  of  New  York 

October  2-6,  1977  New  York  City 


Highlights  . . . .General  Sessions:  Prevention  & 
Early  Detection  of  Cancer;  The  Family,  Changing  Values; 
Diagnosis  & Management  of  Coagulation  Defects;  Noninva- 
sive  Techniques  in  Diagnosis  • 25  Scientific  Sections  • 
Symposia  • Panel  Discussions  • Annual  Meeting  of  House 
of  Delegates  • President's  Reception  & Dinner  Dance  • 
Scientific  & Technical  Exhibits  • Scientific  Motion  Pictures 
• Tours  for  Spouses 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


clmericana  of  new  york  seventh  avenue  at  52nd  st„  n.y.,  n.y.  10019 


Please  make  reservations  for 


NAME(S) 


persons 


TELEPHONE  (212)  581-1000 

PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  New  York  City  and  State  Taxes) 


~1 


Address 

City State Zip  

A.M. 

Arrive:  Date  AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  MUST  BE  RECEIVED  BY 

HOTEL  TWO  WEEKS  PRIOR  TO  YOUR  ARRIVAL 


Daily  Rates 


□ Single  Room 

$43.00 

□ Tw;n/Double 

$53.00 

□ One  Bedroom  Suite 

$125.00 

□ Two  Bedroom  Suite 

$160.00 

A limited  number  of  rooms  are  available  across  the 
street  at  the  Americana  City  Squire  Inn  that  includes  Free 

Automobile  Parking. 
□ Single  Room 

$43.00 

□ Twin/Dcuble 

$53  00 

.J 
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NEW  YORK  CONVENTION  & VISITORS  BUREAU 


SCHEDULE  OF  SCIENTIFIC  MEETINGS 

1977  Annual  Convention 
Medical  Society  of  the  State  of  New  York 
Americana  Hotel,  New  York  City 

Sunday,  October  2 through  Wednesday,  October  5 


SUNDAY,  OCTOBER  2: 

10:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  of  Urology  with  Nuclear  Medi- 
cine. 

ALLERGY  & IMMUNOLOGY,  Versailles  Ballroom 
NEUROSURGERY,  Royal  Ballroom  B 
OBSTETRICS  & GYNECOLOGY,  Versailles  Terrace 

2:00  p.m.  GENERAL  SESSION,  (cont'd),  Royal  Ballroom  A 
ANESTHESIOLOGY,  Versailles  Ballroom 
OBSTETRICS  & GYNECOLOGY,  (cont’d),  Versailles  Terrace 
ORTHOPEDIC  SURGERY,  Royal  Ballroom  B 

MONDAY,  OCTOBER  3: 

9:00  a.m.  CARDIOVASCULAR  DISEASES,  Versailles  Terrace.  Joint  meeting  with  Nuclear  Medi- 
cine. 

DERMATOLOGY  & SYPHILOLOGY,  Royal  Ballroom  A 
FAMILY  & GENERAL  PRACTICE,  Royal  Ballroom  B 

GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY,  Versailles  Ballroom 

2:00  p.m.  GENERAL  SESSION,  Royal  Ballroom  A 
NEUROLOGY,  Royal  Ballroom  B 
DIALOGUE,  Versailles  Ballroom 
MALPRACTICE,  Versailles  Terrace 

TUESDAY,  OCTOBER  4 

9:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  with  Pathology. 

CHEST  DISEASES,  Versailles  Ballroom 

EMERGENCY  MEDICINE,  Royal  Ballroom  B.  Joint  meeting  with 

PREVENTIVE  MEDICINE  & PUBLIC  HEALTH 
SOCIO-ECONOMIC,  Versailles  Terrace 

2:00  p.m.  GENERAL  SESSION,  (cont'd),  Royal  Ballroom  A. 

MEDICAL  LEGAL  & WORKMEN’S  COMPENSATION  MATTERS,  Versailles  Ballroom. 

Joint  meeting  with 
OCCUPATIONAL  MEDICINE 

PLASTIC,  RECONSTRUCTIVE,  & MAXILLOFACIAL  SURGERY,  Royal  Ballroom  B 
SURGERY,  Versailles  Terrace 

WEDNESDAY,  OCTOBER  5: 

9:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  with  Internal  Medicine. 
PSYCHIATRY,  Versailles  Ballroom 
RADIOLOGY,  Versailles  Terrace 
PEDIATRICS,  Royal  Ballroom  B 

2:00  p.m.  GENERAL  SESSION,  (cont’d),  Royal  Ballroom  A 

PHYSICAL  MEDICINE  & REHABILITATION,  Versailles  Ballroom 
TRAUMA,  Royal  Ballroom  B 
PSRO,  Versailles  Terrace 

• 

SCIENTIFIC  MOTION  PICTURES  and  SCIENTIFIC  & TECHNICAL  EXHIBITS 

Sunday  through  Wednesday,  9 a.m.  to  5 p.m. 

Albert  Hall,  Lower  Lobby 

SCIENTIFIC  MEETING  ROOMS 

Second  Floor 
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GENERAL  SESSION 

1977  Annual  Convention 
Medical  Society  of  the  State  of  New  York 
Americana  Hotel,  New  York  City 
Sunday,  October  2,  1977,  All  Day  Session 
Royal  Ballroom  A,  Second  Floor 

EARLY  DETECTION  & PREVENTION  OF  CANCER 

Martin  Lipkin,  M D..  New  York  City,  Presiding 
Associate  Chairman,  Scientific  Program  Committee 

Joint  Meeting  with  Sections  on  Gastroenterology  and  Colon  and  Rectal  Surgery;  Urology;  and  Greater  New  York  Chapter;  Eastern  Great  Lakes 

Chapter,  Society  of  Nuclear  Medicine 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this  continuing  medical  education  offering  meets  the  criteiia  for  6 credit  hours  in  Category 
1 of  the  Physician's  Recognition  Award  of  the  American  Medical  Association 

• 

MORNING  SESSION 

9:50  Business  Meetings — Election  of  Officers 

10:00  Introductory  Keynote  Address:  Recent  Advances  in  Early  Diagnosis  and  Prevention  of  Cancer 
R.  A.  Good,  M,D  , New  York  City  (by  invitation) 

President  and  Director,  Sloan-Kettering  Institute  for  Cancer  Research 
Symposium  and  Panel  Discussion:  Newer  Diagnostic  Modalities 
Martin  Lipkin,  M.D  , New  York  City,  Moderator 
10:30  Early  Tumor  Markers 

Morton  Schwartz,  M.D,,  New  York  City 

Professor  of  Biochemistry,  Sloan-Kettering  Division,  Graduate  School  of  Medical  Sciences,  Cornell  University 

10:50  Cancer  of  the  Prostate 

T.  Ming  Chu,  Ph  D.,  Buffalo  (by  invitation) 

Director  of  Cancer  Research  in  Diagnostic  Immunology,  Research  and  Biochemistry,  Roswell  Park  Memorial  Insti- 
tute 

11:10  Cancer  of  the  Gastrointestinal  Tract 

Martin  Lipkin,  M.D  , New  York  City 

Memorial  Sloan-Kettering  Cancer  Center 
11:30  Cancer  of  the  Breast 

George  A.  Degenshein,  M.D..  Brooklyn 

Director  of  Surgery,  Attending-in-Charge,  Division  of  Breast  Surgery,  Maimonides  Medical  Center;  Clinical  Professor 
of  Surgery,  State  University  of  New  York  Downstate  Medical  Center 

11:50  Cancer  of  the  Lung 

Muhammad  B.  Zaman,  M.D.,  New  York  City  (by  invitation) 

Cytology  Service.  Memorial  Hospital  for  Cancer  and  Allied  Diseases 
12:10  Cancer  of  the  Bladder 

Zew  Wajsman,  M.D.,  Buffalo  (by  invitation) 

Cancer  Research  Clinician,  Roswell  Park  Memorial  Institute 
12:30  Panel  Discussion 

The  Above  Speakers 


AFTERNOON  SESSION 

Symposium  and  Panel  Discussion:  Programs  of  Cancer  Prevention 
Rodman  D.  Carter,  M.D.,  Cooperstown,  Moderator 

Associate  Clinical  Professor  of  Surgery,  Columbia  University  College  of  Physicians  and  Surgeons;  Attending  Surgeon 
(Urology),  Mary  Imogene  Bassett  Hospital 

2:00  Environmental  Leads  in  Prevention  of  Cancer 

Ernst  L.  Wynder,  M.D.,  New  York  City 

President  and  Medical  Director,  American  Health  Foundation 

2:30  Experience  with  the  CANSCREEN  Program  in  Cancer  Prevention 

Daniel  Miller,  M.D.,  New  York  City 

President  and  Medical  Director,  Preventive  Medicine  Institute — Strang  Clinic 

3:00  Panel  Discussion 

The  Above  Speakers 
3:20  Recess  to  View  Exhibits 

Symposium  and  Panel  Discussion:  Applications  of  Nuclear  Medicine 
Richard  Benua,  M.D.,  New  York  City,  Moderator,  (by  invitation) 

3:50  Will  Radiotracers  Find  Primary  Cancers?  The  Magic  Bullet  and  Its  Limitations 

Richard  Benua,  M.D.,  New  York  City  (by  invitation) 

Chief,  Nuclear  Medicine  Service,  Memorial  Hospital  for  Cancer  and  Allied  Diseases;  Associate  Professor  of  Medicine, 
Cornell  University  Medical  College 

4:10  In  Search  of  Metastatic  Cancer:  Staging  of  Tumor  Spread  with  Radionuclides 

Rashid  Fawwaz,  M.D.,  New  York  City  (by  invitation) 

Assistant  Professor  of  Radiology,  Columbia  University  College  of  Physicians  and  Surgeons 

4:30  The  Radioimmunologic  Trail  of  Cancer 

Stanley  J.  Goldsmith,  M.D.,  New  York  City 

Director,  Department  of  Physics  and  Nuclear  Medicine,  The  Mount  Sinai  Hospital;  Associate  Professor  of  Medicine, 
Mount  Sinai  School  of  Medicine  of  the  City  University  of  New  York 

4:50  Panel  Discussion 

The  above  speakers 

Non-member  physicians  and  out  of  state  physicians  are  welcome  to  attend  the  general  sessions. 
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TOURS  FOR  SPOUSES 

1977  Annual  Convention 

Medical  Society  of  the  State  of  New  York 

Americana  Hotel,  New  York  City 
October  2-6,  1977 

We  are  delighted  to  present  an  outstanding  program  of  activities  for  the  spouses  who  are  attending 
the  convention  this  year.  The  spouse  program  schedule  will  not  conflict  with  events  of  the  Auxiliary; 
ample  time  will  also  be  provided  between  special  spouse  activities  and  the  evening  scheduled 
events. 

SUNDAY,  OCTOBER  2 

1-5  p.m.  WINDOWS  ON  THE  WORLD.  A gourmet  dinner 
on  the  107th  floor  of  the  World  Trade  Towers,  plus  an 
unbelievable  view  of  New  York  and  130  miles  beyond. 

Bus  & sightseeing  tour  downtown  & back.  At  dinner, 
a talk  on  “Money  Management”  will  be  given  by  a rep- 
resentative of  one  of  our  leading  brokerage  firms.  Early 
reservations  required.  Price:  Dinner  $28.16  per 

person;  bus  $6.00  per  person.  Total:  $34.16. 

MONDAY,  OCTOBER  3 
7:30  p.m.  THEATRE  PARTY.  Benefit  for  AMA-ERF 
Scholarship  Fund.  A musical  review,  SIDE  BY  SIDE 
BY  SONDHEIM  at  the  Music  Box  Theatre,  239  West  45th 
St.,  New  York  City.  Contact:  Mrs.  John  Barbey, 

Theatre  Benefit  Chairman,  187  Judson  Ave.,  Dobbs 
Ferry,  N.Y.  10522.  (914)  693-2124.  Price:  $25  per 
person. 

TUESDAY,  OCTOBER  4 
9:15-11:15  a.m.  TOUR  OF  LINCOLN  CENTER.  Your  visit 
will  include  the  New  York  State  Theatre,  the  Vivian 
Beaumont  Theatre,  the  Metropolitan  Opera  Flouse,  & 

Avery  Fisher  Flail.  Price:  $3.50  per  person  plus 

transportation. 

1 p.m.  AUXILIARY  LUNCHEON  in  the  Imperial  Ballroom 
of  the  Americana  Hotel.  Flonoring  Mrs.  Lawrence  J. 

Radice,  President  of  the  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York.  Entertainment  to  be  an- 
nounced. Non-member  spouses  are  welcome  at  this 
gala  affair.  Price:  $15  per  person. 

SPOUSE  HOSPITALITY  CENTER 

The  center  will  be  open  from  9 a.m.  to  5 p.m.  Sunday,  October  2nd,  and  daily  thereafter 
during  convention  hours  9 a.m.  to  5 p.m. 

Afternoon  Events — No  Charge 

MONDAY  HOW  TO  PACK  A SUITCASE.  Around  the  World  in  a Tote  Bag,  or  three  weeks  at  your  favorite 

1:30-4  spots  with  a perfectly  coordinated  wardrobe.  At  this  demonstration,  you  will  learn  the  most 
fascinating  and  practical  means  for  travel  freedom.  It’s  like  a magician  and  his  magic  hat,  and 
all  without  a wrinkle. 

COSMETIC  DEMONSTRATION.  Learn  how  a subtle  application  of  the  proper  makeup  can 
transform  a "plain  Jane”  into  the  beautiful  woman  she  can  be.  You'll  see  a cosmetic  analysis, 
demonstration  and  perhaps  a personal  evaluation. 

BOOK  DISCUSSION  of  Dr.  Milton  Helpern’s  book,  “Autopsy — Memoirs  of  a Medical  Detec- 
tive.” 

Watch  for  additional  events 


WEDNESDAY,  OCTOBER  5 

12:30-4  p.m.  GIOVANNIS’  OASIS— Luncheon.  Leave 
hotel  at  12:30  p.m.  with  a hostess.  A sparkling  new 
metropolitan  restaurant,  featuring  authentic  roman 
cuisine.  Menu:  Typical  Italian  meal,  or  a light  salad, 
etc.  Also,  an  informal  fashion  show  by  Lili  Rubin  during 
luncheon.  After  luncheon,  a hostess  will  take  the  ladies 
shopping  at  Bergdorf  Goodman,  Bonwit  Teller,  I.  Miller, 
Henry  Bendel,  Lili  Rubin,  etc.  Early  reservations  re- 
quired. Price:  $18  per  person. 

THURSDAY,  OCTOBER  6 

a.m.  FASHION  MORNING  WITH  FONTAYNE.  Visit  with 
Fontayne,  actress,  model,  dancer  & couturiere  designer 
in  her  beautifully  decorated  duplex.  She  will  model 
some  designs  & accessories  from  her  current  collection. 
Coffee  & danish  will  be  served.  Also,  time  to  explore 
boutique  shops  along  Madison  Avenue.  Price:  $15 
per  person. 


The  above  prices  are  all  inclusive  & include  tips,  taxes, 
transportation  on  chartered  buses  plus  hostesses  on  all  buses 
& at  all  events.  All  tours  will  leave  from  the  Spouse  Hospi- 
tality Center.  Please  complete  the  reservation  form  on  the 
facing  page.  Tickets  will  be  mailed,  or  may  be  picked  up  ir 
the  Hospitality  Center  at  the  Americana  Hotel  beginning 
Sunday,  October  2nd  at  9 a.m. 
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Tours  for  Spouses 
Reservation  Form 


Windows  on  the  World  $ 

| Lincoln  Center  Tour  $ 

1 Auxiliary  Luncheon  $ 

j Giovannis’  Oasis  $ 

i Fontayne  Fashion  Show  $ 

Total  enclosed  $ 


Please  make  check  payable  to  the  Medical  Society  of  the 
State  of  New  York  and  mail  with  this  form  to: 

Pauline  Nodar 
Executive  Assistant 
Medical  Society  of  the 
State  of  New  York 
420  Lakeville  Road 
Lake  Success,  N.Y.  11040 

Phone:  516-488-6100 


Name 

Address 

Zip 

Phone  (area  code) 


GENERAL  SESSIONS 


1977  Annual  Convention 

Medical  Society  of  the 
State  of  New  York 

• 

October  2-5,  1977 

AMERICANA  HOTEL,  NEW  YORK  CITY 

OUTSTANDING 

CONTINUING 
MEDICAL  EDUCATION 
PROGRAMS 

SUNDAY,  October  2: 

10  a.m.  & 2 p.m.  Prevention  & Early  De- 
tection of  Cancer.  Society  of  Nuclear 
Medicine,  Section  on  Urology.  All  day. 

MONDAY,  October  3: 

2 p.m.  The  Family;  Changing  Values 

TUESDAY,  October  4: 

9 a.m.  & 2 p.m.  Diagnosis  & Manage- 
ment of  Coagulation  Defects;  Emphasis 
on  Disseminated  Intravascular  Coagula- 
tion. Section  on  Pathology.  All  day. 

WEDNESDAY,  October  5: 

9 a.m.  & 2 p.m.  Noninvasive  Techniques 
in  Diagnosis.  N.Y.  State  Society  of  Inter- 
nal Medicine,  Section  on  Internal  Medi- 
cine. All  day. 


J 
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Continuing  Medical  Education 


AMA  Physician’s 
Recognition  Award 

Symposiums  and 
Panel  Discussions 

The  AMA  Physician’s  Recognition  Award  is  presented 
to  physicians  who  complete  150  hours  of  accredited 
medical  education  over  a three-year  period. 

Medical  Society  of  the 
State  of  New  York 
ANNUAL  CONVENTION 

Americana  Hotel,  New  York  City 

• 

Sunday,  October  2,  10:00  a.m. 

The  criteria  for  the  1977  Physician’s  Recognition  Award 
are  given  in  a booklet  available  from  the  Department 
of  Continuing  Medical  Education  of  the  AMA.  Assis- 
tance in  applying  for  the  Award  is  available  at  the 
MEDICAL  SOCIETY  EXHIBIT  in  Albert  Hall. 

RESPIRATORY  CARE 
Section  on  Anesthesiology 

Monday,  October  3,  9:00  a.m. 

TREATMENT  OF  CHRONIC  PAIN 
Section  on  Family  & General  Practice 

• 

As  an  organization  accredited  for  continuing  medical 
education,  the  Medical  Society  of  the  State  of  New 
York  Scientific  Program  Committee  certifies  that  all 
scientific  programs  are  eligible  for  AMA-PRA  credit. 

Tuesday,  October  4,  9:00  a.m. 

MODERN  OFFICE  PRACTICE 
MANAGEMENT 

Committee  on  Socioeconomics  of  the  Medical 
Society  of  the  State  of  New  York 

CHECK  INDIVIDUAL  PROGRAMS  FOR 
THE  CATEGORY  CLASSIFICATION 
AND  NUMBER  OF  CREDIT  HOURS. 

Wednesday,  October  5 

REHABILITATION  & TREATMENT 
OF  THE  DIABETIC  FOOT 

• 

Section  on  Physical  Medicine  & Rehabilitation 

CME  CREDIT  FOR 
OTHER  MEDICAL  SOCIETIES 
Appropriate  credits  for  other  medical  societies  are  listed 
under  specific  programs,  i.e. , pathology,  family  prac- 
tice, etc. 

• 

Check  the  detailed  program  appearing  in  the  August  issue, 
Part  II,  New  York  State  Journal  of  Medicine,  for  the  category 
classification  & number  of  credit  hours. 
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continued  from  page  1508 

knowledged  unless  anonymity  is  requested.  Winning 
contestants  will  be  so  notified  not  later  than  May  5, 
1978. 

Select  committee  applauds  expanded 
concern  for  international  drug  problems 
by  Swedish  government 

Lester  L.  Wolff  (D.,  N.Y.),  Chairman  of  the  U.S.  House 
Select  Committee  on  Narcotics  Abuse  and  Control  on  May 
17,  expressed  the  satisfaction  of  the  Committee  that  in- 
ternational cooperation  in  the  fight  against  drug  abuse  has 
been  affirmatively  enhanced  by  the  Swedish  Government. 
On  May  11,  1977,  the  Swedish  Government  contributed 
approximately  $400,000  to  the  United  Nations  Fund  for 
Drug  Abuse  Control.  Sweden  has  now  joined  other  gov- 
ernments, particularly  Norway,  in  providing  funds  for  crop 
substitution  programs  for  opium  cultivating  nations. 

The  Select  Committee  in  its  statement  of  April  27, 1977, 
underscored  recent  epidemics  of  heroin  addiction  in  Ger- 
many, Italy,  Holland,  and  France  as  indicators  of  the 
spread  of  trafficking  in  drug  abuse  throughout  Western 
Europe  and  urged  that  nations  reinvigorate  their  financial 
and  moral  support  for  the  United  Nations  Fund  for  Drug 
Abuse  and  Control.  Mr.  Wolff  stated:  “This  recent 
Swedish  initiative  is  of  great  value  to  the  continuing  role 
of  the  United  Nations  Drug  Abuse  Fund  in  controlling 
narcotics.”  He  continued,  “the  Select  Committee  on 
Narcotics  Abuse  and  Control  sees  the  support  of  the  United 
Nations  Drug  Abuse  Fund  as  a primary  example  of  the 
necessary  worldwide  cooperation  needed  to  fight  against 
drug  trafficking.”  The  Select  Committee  congratulated 
the  Swedish  Government  for  its  contribution  to  UNFDAC 
and  urged  continued  expansion  of  the  world  community’s 
concern  and  participation  in  this  endeavor. 

Second  annual  study  affirms 
high  cost  of  auto  damage  repair 

Repairing  a totally  demolished  car  still  can  cost  over  four 
times  as  much  as  buying  a new  one,  says  the  American 
Mutual  Insurance  Alliance.  According  to  a second  annual 
study  just  completed  it  would  cost  a motorist  $21,471  to 
replace  all  the  parts  on  a totally  wrecked  1977  standard 
automobile.  The  factory  price  was  $4,681.  It’s  cheaper 
to  buy  another  car. 

The  significance  of  the  analysis,  however,  is  that  damage 
to  less  than  one-fourth  of  a car’s  parts  could  cost  more  to 
repair  than  the  car  is  worth. 

The  cost  of  repairing  crash  damage  also  is  pushing  up  the 
cost  of  collision,  comprehensive,  and  property  damage 
insurance.  The  cost  of  these  coverages  is  rising  much 
faster  than  the  cost  of  bodily  injury  insurance,  even  though 
the  rising  cost  of  hospital  care  and  medical  care  is  well 
known. 

Drivers  of  late  model,  medium-priced  cars  are  likely  to 
spend  60  to  70  percent  of  their  total  auto  insurance  pre- 
miums for  the  collision,  comprehensive,  and  property 
damage  coverages. 

Here  and  there 

Appointed:  Henry  P.  Staub,  M.D.,  director  of  pediatrics, 
Edward  J.  Meyer  Memorial  Hospital,  Buffalo,  has  been 
appointed  to  the  A.  Conger  Goodyear  Chair  of  Pediatrics 
at  the  State  University  of  Buffalo  School  of  Medicine. 


An  Evening  of 

Entertainment 

especially  designed  for  the 
members  of  the  Medical  Society 
of  the  State  of  New  York 


SATURDAY,  OCTOBER  1st: 

THE  KING  & I (Orchestra  or  front  mezzanine)  8:00 
p.m.,  Uris  Theatre,  1633  Broadway  at  50th  St. 
Dinner  at  MAMMA  LEONE’S,  239  W.  48th  St., 
5:30-7:30  dinner  from  regular  menu. 

Price:  $27.50  per  person 
TUESDAY,  OCTOBER  4th: 

CHICAGO  (orchestra  or  front  mezzanine).  8:00 
p.m.,  46th  Street  Theatre,  226  W.  46th  St. 
Dinner  at  MA  BELL’S,  218  W.  45th  St.,  5:30-7:30 
special  dinner  menu. 

Price:  $26.50  per  person 
Cutoff  date:  September  18,  1977 
Note:  Tickets  will  not  be  sent  before  cut- 

off date.  Menu  will  be  forwarded 
with  tickets. 


ORDER  FORM 

□ OCTOBER  1st: 

THE  KING  & I,  and  dinner  at  MAMMA  LEONE'S 

#  Tickets  @ $27.50  each.  Total  $ 

□ OCTOBER  4th: 

CHICAGO,  and  dinner  at  MA  BELL'S 

#  Tickets  (g,  $26.50  each.  Total  $ 

Add  $.50  service  charge  per  order,  make  your  check  payable 
to  Restaurant  Associates,  enclose  stamped,  self-addressed 
envelope,  and  mail  to: 

J.  Beinhorn 
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Dole,  V.  P.,  e Joseph,  H.:  Mantenimento  con  methadona; 
futuro  depost  le  termination  del  tractamento,  New  York 
State  J.  Med.  77: 1409  (Augusto)  1977. 

Le  futuro  post-therapeutic  de  202  individuos  esseva 
evalutate  durante  approximente  2 annos  depost  le  termi- 
nation del  therapia  de  mantenimento  con  methadona. 
Esseva  trovate  que  solmente  22  (10.8  pro  cento),  durante 
iste  tempore,  permaneva  libere  de  problemas  relationate 
con  le  droga.  Le  duo-tertios  del  subjetos  retornava  al  uso 
illicito,  occasional  o continuo,  de  narcoticos.  Le  compa- 
ration  del  patientes  discargate  con  ille  de  un  gruppo  com- 
parabile  de  patientes  que  entrava  al  programma  al  mesmo 
tempore  e que  permaneva  in  tractamento,  demonstrava  un 
incidentia  multe  major  de  abuso  de  narcoticos  e de  mortes 
relationate  con  le  droga  in  le  gruppo  discargate,  e etiam  un 
frequentia  similar  de  alcoholismo.  Le  plus  frequentia  del 
abuso  de  narcoticos  in  le  gruppo  discargate  esseva  evidente 
nonobstante  le  plus  major  probabilitate  de  discoperir 
problemas  in  le  gruppo  de  tractamento  que  esseva  infra 
continue  supervision  e monitorisate  mediante  analyses  de 
urina  cata  septimana. 

Catane,  R.,  Kaufman,  J.  H.,  Bakshi,  S.,  Parthasarathy, 
K.  L.,  Mittelman,  A.,  e Murphy,  G.  P.:  Scanderisation 
del  medulla  ossee  con  cloruro  de  Indium111  in  le  carcinoma 
avantiate  del  prostata,  New  York  State  J.  Med.  77: 1413 
(Augusto)  1977. 

Le  scanderisation  del  medulla  ossee  con  le  cloruro  de 
Indium111  esseva  facite  in  17  patientes  con  Stato  D del 
carcinoma  prostatic  pro  evalutar  le  compromiso  del  me- 
dulla ossee  e su  reserva.  Omne  patientes  habeva  multiple 
lesiones  skeletic  demonstrate  per  le  scanderisation  ossee 
con  pyrophosphato  de  technetium"  e/o  mediante  studios 
skeletic.  Le  expansion  peripheric  del  medulla  osse, 
manifestate  per  le  captation  augmentate  del  Indium111  in 
le  humeros  e femores,  esseva  observate  in  7 del  17  patientes 
studiate.  Sex  (6)  de  iste  7 patientes  (86  pro  cento)  habeva 
anemia  grave  que  requireva  transfusiones  sanguine. 
Solmente  un  (1)  de  10  patientes  (10  pro  cento)  que  non 
habeva  expansion  peripheric  del  medulla  ossee  requireva 
transfusiones.  Le  tumor  demonstrava  captation  aug- 
mentate in  le  areas  tumoral;  in  5,  le  captation  esseva  re- 
ducite  (area  frigide)  in  le  sitos  compromitite;  mais  in  10  del 
17  patientes,  le  captation  in  le  areas  tumoral  non  differeva 
del  ille  trovate  in  le  texitos  subjacente.  Nonobstante  le 
Indium111  non  es  effective  pro  le  localisation  de  metastases 
del  carcinoma  prostatic,  es  accurate  pro  le  evalutation  del 
reserva  del  medulla  ossee.  Le  utilitate  future  de  iste 
technica  pote  esser  le  prediction  del  toxicitate  hematologic 
causate  per  le  chimiotherapia. 

Gould,  L.,  e Reddy,  C.  V.  R.:  Marcapasso  programma- 
bile;  studio  de  2 annos,  New  York  State  J.  Med.  77: 1418 

(Augusto)  1977. 

Le  marcapasso  Omni-Stanicor  programmabile  ha 
characteristicas  que  !e  face  altemente  desirabile  per  le 
medicos.  Le  rhythmo  e ie  rendimento  de  iste  marcapasso 
pote  esser  cambiate  in  qualunque  tempore  mediante  un 
technica  non-invasive  usante  un  pulso  electromagnetic 
emittite  per  un  programmator  externe.  Assi,  le  adjus- 
tamentos  del  rhythmo  e del  rendimento  del  marcapasso 
pote  esser  facite  de  accordo  al  necessitates  del  patiente. 
Decrescendo  le  rendimento,  le  marcapasso  pote  durar  plus 
tempore.  Le  controlo  adjustable  del  rhythmo  facilita  le 
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controlo  de  arrhythmias  complicante.  Desde  Septembre 
de  1974,  con  inhibition  del  unda  R,  le  marcapasso  Omni- 
Stanicor,  de  demanda,  esseva  implantate  in  104  patientes. 
Sexanta-tres  (63)  de  iste  patientes  esseva  reprogrammate 
subsequentemepte.  In  40  patientes,  le  milliamperios  (ma) 
esseva  reducite  a 4;  in  14,  le  marcapasso  esseva  fixate  a 6; 
in  9,  permaneva  in  9 ma.  In  iste  serie,  solmente  un  mar- 
capasso esseva  removite  debite  al  functionamento  defective 
de  un  circuito.  Le  rhythmo  del  marcapasso  usualmente 
esseva  fixate  a 60  stimulationes  per  minuto.  Nonobstante, 
un  augmento  transitorio  o permanent^  del  rhythmo  poteva 
esser  usate  pro  supprimer  contractiones  ventriculari  pre- 
mature. 

Miller,  R.,  Marlar,  K.,  e Silvay,  G.:  Anesthesia  pro  pa- 
tientes ancian  de  plus  90  annos,  New  York  State  J.  Med. 
77:  1421  (Augusto)  1977. 

Le  anesthesia  pro  ancianos  ha  essite  revistite  in  147  pa- 
tientes de  90  a 102  annos  de  etate  que  requireva  171  pro- 
cedimentos  chirurgic.  Necuno  moreva  in  le  sala  de  oper- 
ationes  o de  recuperation.  Le  mortalitate  total  in  le  hos- 
pital esseva  8 pro  cento,  e le  major  parte  del  mortes  esseva 
relationate  con  complicationes  cardiac  o pulmonari.  In 
iste  serie  particular  de  patientes  ni  le  technica  ni  le  duration 
del  anesthesia  pareva  influentiar  le  resultato  final. 

Feigenson,  J.  S.,  McCarthy,  M.  L.,  Meese,  P.  D.,  Feig- 
enson,  W.  D.,  Greenberg,  S.  D.,  Rubin,  E.,  e McDowel, 

F.  H.:  Rehabilitation  depost  accidentes  vasculari  cerebral. 
I.  Factores  pro  predicer  le  resultato  final  e le  duration  del 
hospitalisation;  un  revista,  New  York  State  J.  Med.  77: 
1426  (Augusto)  1977. 

Debilitate  grave,  dysfunction  perceptual  o de  cognes- 
centia,  hemianopsia  homonymous  o defectos  neurologic 
multiple,  motivation  deficiente,  incapacitate  pro  ambular 
e incontinentia  urinari/fecal  persistente  esseva  identificate 
claramente  como  signos  diagnostic  povre  in  un  gruppo  de 
566  patientes  ancian  con  accidentes  vasculari  cerebral 
tractate  durante  un  tempore  breve  in  un  unitate  de  reha- 
bilitation de  patientes  con  iste  typo  de  accidente  vasculari 
durante  un  periodo  de  33  menses.  Le  presentia  de  perdita 
hemisensorial,  dysphasia,  le  etate  del  patientes  e le  pre- 
sentia concurrente  de  arteriosclerosis  cardiac/hyperten- 
sion/diabetes non  esseva  relationate  con  le  resultato  final. 
Le  differentias  inter  iste  trovatos  e illes  reportate  per  altere 
investigatores  es  discutite.  Statisticas  del  resultatos  final 
es  presentate,  relationante  le  deficits  neurologic  con  illes 
de  origine  functional  e le  duration  del  hospitalisation.  Le 
statisticas  reportate  adjuta  a definir  un  gruppo  de  patientes 
con  accidentes  vasculari  cerebral  que  pote  esser  benefitiate 
maximente  con  le  rehabilitation;  etiam  adjuta  a establir  le 
factores  relationate  con  le  resultatos  final  o que  prolonga 
le  duration  del  hospitalisatio.  Etiam,  sirve  pro  affirmar 
le  factores  que  le  major  parte  del  patientes  con  accidentes 
vasculari  cerebral  pote  experimentar  benefitios  significa- 
tive intra  un  programma  adequete  de  rehabilitation, 
mesme  si  le  patientes  ha  un  o plus  signos  de  povre  valor 
prognostic. 

Feigenson,  J.  S.,  e McCarthy,  M.  L.:  Rehabilitation  de 
accidentes  vasculari  cerebral  (“stroke”).  II.  Guidas  pro 
establir  un  unitate  de  rehabilitation,  New  York  State  J. 
Med.  77:  1430  (Augusto)  1977. 

Un  total  de  566  patientes  con  accidentes  vasculari  ce- 
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savings.  In  a before  and  after  study  of  our  origi- 
nal mandatory  second  opinion  program,  there  has 
been  a nine  percent  drop  in  surgical  claims.  In 
the  same  time  period,  1971-72  vs.  1975-76,  sur- 
gical procedures  in  the  United  States  have  in- 
creased by  23  percent. 

Certainly,  the  issue  of  surgical  care  needs  further  anal- 
ysis and  evaluation.  Surgical  care  is  a dominant  category 
of  hospital  admissions  for  the  under  65  population.  We 
acknowledge  that  second  opinion  consultation  programs 
may  be  only  one  possible  means  of  curtailing  the  increase 
in  surgical  utilization.  What  we  do  request,  however,  is 
that  the  program  be  judged  by  an  unbiased  audience  will- 
ing to  offer  constructive  criticism. 

EUGENE  G.  McCARTHY,  M.D. 

Clinical  Associate  Professor 
Department  of  Public  Health 
The  New  York  Hospital-Cornell  Medical  Center 

1300  York  Avenue 
New  York.  N.  Y 10021 

Rebuttal  to  Dr.  McCarthy's  rebuttal 

To  the  Editor:  I will  respond  to  Dr.  McCarthy’s  letter  by 
grouping  my  response  to  his  remarks  by  categories. 

1.  Dr.  McCarthy  states  that  his  article  never  professed 
that  the  “second  opinion  program”  was  designed  to  mea- 
sure “unnecessary”  surgery.  In  addition,  “the  term  ‘un- 
necessary’ was  never  used  in  the  context  presented  by 
Drs.  Emerson  and  Creedon.”  However,  for  the  Moss 
Subcommittee  on  Oversight  and  Investigations,  “unnec- 
essary surgery”  was  implied,  and  further,  was  so  inter- 
preted by  the  news  media  with  front  page  headlines.  Also, 
politicians  and  the  public  have  been  quoting  this  report  and 
interpreting  it  as  proof  of  the  prevalence  of  “unnecessary 
surgery”  ever  since.  Dr.  McCarthy  has  gone  along  with 
this  interpretation  thus  far,  for  he  has  not  put  in  print  any 
disclaimer  of  such  an  erroneous  interpretation  of  his  study 
of  “unnecessary”  or  “unjustified”  surgery,  nor  has  he 
condemned  the  extrapolation  on  a national  basis. 

His  references  to  unnecessary  surgery  and  his  further 
extrapolation  of  cost  savings  implied  24  percent  unneces- 
sary surgery.  Now  he  has  modified  “not  confirmed”  to 
“deferred  surgery,”  and  more  recently,  coined  the  phrase 
“potential  surplus  surgery.”  Why  does  he  not  state  his 
paper  is  or  is  not  a study  on  unnecessary  surgery  and  stop 
dissembling.  I believe  he  owes  a simple,  clear-cut  state- 
ment to  the  public,  the  news  media,  and  the  medical  pro- 
fession. 

2.  The  Trusssell  and  Morehead  studies  were  refuted, 
in  fact,  by  the  New  York  County  Medical  Society,  and  not 
by  the  Medical  Society  of  the  State  of  New  York.  The 
county  society  committee  objected  to  many  aspects  of  the 
report,  but  basically  because  acceptable  preset  criteria  as 
indications  for  surgery  were  not  used. 

3.  Dr.  McCarthy  states  the  patient  is  entitled  to  have 
surgery  performed  if  he  or  she  so  desires.  However,  Mr. 
Mickelson,  President  of  the  Storeworker’s  Union,  told  a 
committee  of  the  American  College  of  Surgeons  that  the 
consultant  had  the  final  say,  and  if  he  disagreed  with  the 
need  for  surgery,  his  union  would  not  pay  the  hospital  or 
the  physician.  Naturally  we  were  disturbed  and  we  offered 
to  have  a committee  of  the  American  College  of  Surgeons, 
Brooklyn-Long  Island  Chapter,  review  any  questionable 
cases  without  charge.  In  addition,  the  patient’s  physician 
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does  not  receive  the  “consultant’s  second  opinion  report.” 
It  is  given  only  to  the  patient  and  to  the  union. 

4.  Dr.  McCarthy  states  that  we  are  biased  against 
second  opinions  and  the  “reason  for  success  of  the  second 
opinion  program  and  its  rapid  adoption  around  the  country 
is  that  there  has  been  a veritable  explosion,  or  epidemic, 
if  you  will,  in  the  rate  of  surgery  since  1971.”  We  do  not 
object  to  a second  opinion,  and  never  have,  if  it  is  voluntary 
and  the  patient  or  physician  desires  one.  In  fact,  the 
Brooklyn-Long  Island  Chapter  of  the  American  College  of 
Surgeons  is  participating  in  a Second  Opinion  Program, 
but  only  on  the  basis  that  the  surgeon  giving  the  second 
opinion  give  his  opinion  only,  and  does  not  accept,  or  “lift,” 
the  case,  in  contrast  to  the  McCarthy  panel;  they  accepted 
30  percent  of  the  confirmed  cases.  The  “Greater  New 
York  Second  Opinion”  project  also  provides  that  the  con- 
sultant not  accept  the  case. 

Further,  the  second  opinion  programs  are  not  the  huge 
success  Dr.  McCarthy  claims.  In  fact,  the  Detroit  plan 
could  not  get  off  the  ground,  and  the  Vermont  plan  was 
abandoned  because  no  one  requested  a second  opinion. 
The  Syracuse  plan  of  600,000  subscribers  did  not  have  a 
single  request  in  the  first  six  months  or  so.  Pennsylvania 
Blue  Shield  offered  the  opportunity  for  a consultation  to 
8,500  subscribers  and  had  only  seven  requests  in  the  first 
six  months.  The  Greater  New  York  Blue  Cross  plans  of- 
fered consultations  to  six  and  one-half  million  subscribers 
and  the  small  fraction  of  0.1  percent  requested  consulta- 
tions, as  mentioned  in  our  paper. 

We  believe  the  so-called  “explosive”  or  epidemic  rate  of 
surgery  from  77  per  1,000  to  96  per  1,000  patients  is  in  fact 
directly  related  to  the  availability  of  sources  of  financing 
of  health  care  under  Medicare-Medicaid  (Titles  18, 19)  and 
the  phenomenal  growth  of  the  private  health  insurance 
industry.  People,  who  heretofore  could  not  afford  medical 
and  surgical  care,  were  now  able  to  have  elective  surgery 
and  medical  care,  and  this  backlog  of  unmet  needs  was 
reflected  in  the  increased  utilization  of  services. 

5.  Dr.  McCarthy  mentions  several  points  on  the  cost 
containment  features  of  his  study  which  require  discussion. 
He  refers  to  the  savings  as  though  it  was  an  established  fact, 
but  in  fact  it  may  not  be  a savings.  Let  me  illustrate  this 
point.  Dr.  McCarthy  stated  in  his  original  paper  in  the 
New  England  Journal  of  Medicine  (December  19,  1974) 
that  the  number  of  unconfirmed  cases,  335,  would  yield  a 
savings  of  $554,090  using  a per  diem  rate  of  $141  and  an 
average  length  of  stay  of  7.3  days.  The  335  cases  repre- 
sented the  alleged  24  percent  “unconfirmed”  cases.  In 
addition,  “savings  from  hospitalization  not  required  for  27 
persons  who  had  their  ‘confirmed  procedures’  done  on  an 
outpatient  basis  yielded  a total  savings  of  $581,873.” 
Minor  procedure  rates  done  in  an  outpatient  department, 
are  similar  and  sometimes  a “six  hour”  short  stay,  or  a one 
day  hospitalization;  yet  Dr.  McCarthy’s  figures  are  based 
on  7.3  days  stay  at  $141  per  diem  or  $1,029  for  minor  sur- 
gery, and  this  represents  $27,783.  This  Figure  should  wash 
out  for  the  above  reasons.  Using  the  alleged  savings  of 
$554,090  we  must  deduct  the  cost  of  the  program  which  he 
states  was  $75,268,  and  this  leaves  us  the  claimed  savings 


Awarded:  Arthur  Q.  Penta,  M.D.,  of  Schenectady,  was 
the  recipient  of  the  University  of  Vermont  Medical  Alumni 
Association’s  Distinguished  Alumni  Award  . . . Charles  M. 
Plotz,  M.D.,  has  received  the  1977  Alumni  Achievement 
Medallion  for  Distinguished  Service  to  American  Medicine 
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of  $478,822  reported  in  1974. 

Dr.  McCarthy  now  admits  that  the  335  cases  repre- 
senting 24  percent  is  now  reduced  to  11  percent,  or  about 
168  cases  (using  12  percent).  However,  there  has  been  a 
marked  inflation  since  the  1972-74  period,  and  this  12 
percent  of  cases  has  been  cared  for  at  increased  costs. 
Medicaid  rates  in  New  York  City  are  about  $225  per  diem, 
and  in  the  large  voluntary  hospitals  are  much  higher.  Also 
surgeons’  and  anesthesiologists’  fees  have  risen.  Using 
$200  per  diem  as  an  average,  and  an  increase  from  $500  to 
$600  for  the  surgeon’s  fee,  and  an  increase  from  $125  to 
$150  for  the  anesthesiologist,  Dr.  McCarthy’s  total  cost  of 
a hospital  stay,  $1,654,  would  be  increased  to  $2,210. 
Multiplying  168  by  2,210  equals  $371,280,  which  is  de- 
ducted from  the  alleged  savings  of  $478,822,  and  this  re- 
veals that  the  savings  have  shrunk  to  $107,542  at  the 
present  time;  and  this  does  not  provide  for  additional  ad- 
ministrative costs  or  concurrent  medical  care.  If  49  more 
patients  should  have  surgery,  even  at  today’s  prices,  Dr. 
McCarthy’s  projected  savings  would  be  washed  out  com- 
pletely. The  “long  tail”  effect  will  undoubtedly  erode,  and 
may  wipe  out,  the  alleged  potential  savings.  Does  anyone 
really  believe  that  a limited  study  of  335  unconfirmed  cases, 
now  reduced  to  one  half,  and  based  on  such  tenuous  cost 
savings  statistics  would  be  a sound  basis  for  rapid  adoption 
of  “the  second  opinion”  around  the  country? 

Dr.  McCarthy  states  “the  length  of  stay  of  patients  with 
a second  opinion  is  shorter  by  approximately  a day  from 
a comparable  control  group.”  It  has  been  demonstrated 
in  the  Federal  Employees  Program  that  out-of-hospital 
diagnostic  workup  will  shorten  the  hospital  stay  by  at  least 
one  day,  so  the  shorter  stay  more  likely  is  related  to  the 
insurance  benefit  program  and  not  his  second  opinion 
study. 

Dr.  McCarthy  states  “a  ‘sentinel  effect’  has  been  the 
most  remarkable  feature  with  respect  to  a long-range  cost 
savings,”  in  which  he  claims  “a  nine  percent  drop  in  sur- 
gical claims,  in  contrast  to  a 23  percent  increase  in  surgical 
procedures  in  the  United  States.”  What  Dr.  McCarthy 
neglected  to  say  was  that  his  patients  were  employed  in 
depressed  industries  with  a high  unemployment  rate.  In 
a recession,  when  people  lose  their  jobs  and  their  insurance 
coverage,  or  are  in  fear  of  losing  their  jobs,  they  defer 
elective  surgery.  This  is  a well  known  fact  among  private 
practicing  surgeons. 

In  conclusion,  Dr.  McCarthy  may  be  commended  for  his 
enthusiasm,  but  should  be  criticized  for  his  deductions  and 
conclusions.  It  is  a human  error,  for  some  overenthusiastic 
researchers  to  read  their  statistics  into  conclusions  as  they 
would  like  to  see  them,  rather  than  how  they  are.  Dr. 
McCarthy  did  an  interesting  study,  but  he  “blew  it”  when 
he  permitted  his  findings  to  be  interpreted  by  the  Moss 
Subcommittee  and  news  media  as  “unnecessary  surgery” 
and  did  not  publicly  refute  these  allegations. 

RALPH  S.  EMERSON,  M.D.,  F.A.C.S. 

Immediate  Past-President 
Medical  Society  of  the  State  of  New  York 
1 15  Warner  Avenue 
Roslyn  Heights,  N.Y.  11577 


from  the  College  of  Medicine  of  Downstate  Medical  Cen- 
ter. 

Elected:  David  Harker,  Ph.D.,  professor  emeritus  and 
consultant,  Roswell  Park  Memorial  Institute,  Buffalo,  has 
been  elected  to  the  National  Academy  of  Science. 
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rebral  esseva  discargate,  in  un  periodo  de  33  menses,  a un 
unitate  pro  rehabilitation  de  accidentes  vasculari  cerebral 
recentemente  establite.  Octanta-cinque  (85)  pro  cento  de 
iste  patientes,  de  67  annos  como  promedio  (variation  inter 
17  e 98  annos),  in  que  le  major  parte  habeva  debilitate 
motor  de  moderate  a intense,  perdita  del  sensori,  defectos 
del  campo  visual,  problemas  del  linguage  e perception  o 
dementia  organic,  poteva  retornar  al  casa  depost  de  un 
sojorno  de  sol  45  dies  como  promedio.  Le  factores  res- 
ponsible de  iste  elevate  successo  es  discutite.  Le  guidas 
pro  establir  un  unitate  multidisciplinari  pro  le  patientes 
con  accidentes  vasculari  cerebral  es  presentate  in  detalio, 
e alicun  suggestiones  practic  pro  refortiar  le  prognosis  ac- 
tual del  rehabilitation  es  offerite. 

Stern,  P.  H.,  e Skudder,  P.  A.:  Rehabilitation  de  am- 
putates. I.  Amputation  del  extremitate  inferior,  New 
York  State  J.  Med.  77:  1436  (Augusto)  1977. 

Iste  es  un  analyse  critic  del  information  computerisate 
colligete  inter  215  amputates  del  extremitate  inferior  dis- 
cargate  del  Centro  Burke  de  Rehabilitation  durante  le  ul- 
time  3 annos.  Iste  analyse  conduce  al  identificaction  del 
factores  relationate  con  retardos  del  rehabilitation. 
Suggestiones  pro  meliorar  le  attention  del  patientes  es 
offerite. 

Zaki,  M.  H.,  Lyons,  H.  A.,  Tizes,  R.,  e Ali,  H.:  Patientes 
tuberculose;  reactivation  del  morbo.  New  York  State  J. 
Med.  77:  1441  (Augusto)  1977. 

Le  reactivation  tuberculose  esseva  studiate  in  326  pa- 
tientes con  tuberculosis  tractate  al  minus  per  un  anno  con 
chimiotherapia  usante  2 drogas.  Multe  patientes  esseva 
tractate  durante  2 o plus  annos.  Le  periodo  de  observation 
durava  4 a 5 annos.  Un  criterio  rigide  esseva  usate  pro 
determinar  le  stato  de  activitate  del  morbo,  e mensuras 
esseva  prendite  pro  reducer  le  factor  de  error  in  le  evalu- 
tation.  Del  326  patientes  tractate  previemente  (le  inac- 
tivitate  del  morbo  esseva  confirmate)  35  (10.7  pro  cento) 
suffreva  reactivation.  Le  variantes  etate,  sexo  e typo 
ethnic  non  affectava  significativemente  le  indice  de  reac- 
tivation. Le  patientes  con  processos  pathologic  extense 
suffreva  reactivation  duo  vices  plus  frequente  que  illes  con 
lesiones  minimal.  Inter  le  patientes  con  morbo  recalci- 
trante,  le  reactivation  esseva  3 vices  plus  frequente  que 
inter  le  patientes  que  prendava  su  drogas  regularmente. 
Le  reactivation  esseva  minus  frequente  inter  le  patientes 
que  esseva  classificate  como  inactive  de  accordo  con  le 
criterios  radiologic  e bacteriologic  que  inter  le  patientes  que 
esseva  classificate  como  inactive  basate  solmente  in  le 
criterio  radiologic. 

Translated  by  Eduardo  I.  Juliet,  M.D. 

continued  from  page  1494 

Man  and  Science,  Rensselaerville,  New  York.  A partial 
list  of  the  distinguished  faculty  includes:  Dr.  Moshe  F el- 
denkrais,  Israel;  Elmer  E.  Green,  Ph.D.,  Menninger  Clinic; 
Hans  Kraus,  M.D.,  New  York,  New  York;  Raymond  Harris, 
M.D.,  Albany,  New  York;  William  H.  Strain,  Ph.D., 
Cleveland  Metropolitan  General  Hospital;  and  Robert  E. 
Wear,  Ph.D.,  University  of  New  Hampshire. 

Cooperating  national  agenices  include  the  President’s 
Council  on  Physical  Fitness  and  Sports;  National  Graduate 
University;  Institute  on  Man  and  Science;  National  Council 
of  YMCAs;  State  University  of  New  York,  Central  Ad- 
ministration; and  the  State  University  of  New  York  at 

continued  on  page  1520 


LIBERTY 

could  ring 
we  had  to 

ttwtolL 


Americans  paid  a heavy 
price  in  order  to  tell  the 
whole  world  for  whom  the 
Liberty  Bell  tolled. 

Both  in  lives  and  money. 

Today,  that  bell  still  rings 
loud  and  clear.  Thanks  to  the 
over  9Vi  million  Americans 
taking  stock  in  their  country, 
buying  U.S.  Savings  Bonds 
through  the  Payroll  Savings 
Plan. 

Whether  for  education, 
retirement,  or  even  a new 
home.  Savings  Bonds  offer 
safety  and  security  in  savings. 

Savings  that  can  mean 
financial  independence  for 
you.  And  an  investment  in 
freedom  for  America. 

So  buy  U.S.  Savings 
Bonds. 

When  it  comes  to  saving, 
they  always  ring  the  bell. 


E Bonds  pay  6%  interest  when  held 
to  maturity  of  5 years  (43^%  the  first 
year)  Interest  is  not  subject  to  state  or 
local  income  taxes,  and  federal  tax  may  be 
deferred  until  redemption 


A public  service  of  this  publication 
| and  The  Advertising  Council. 
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Albany. 

Registration  is  limited  and  inquiries  should  be  addressed 
to:  Mrs.  Sara  Harris,  Executive  Secretary,  Center  for  the 
Study  of  Aging,  Inc.,  706  Madison  Avenue,  Albany,  New 
York  12208,  Tel.  (518)  465-6927  or  462-1331. 

Computer  medicine  clinics 

“Computer  Medicine  Clinics,”  will  be  held  September 
19-21,  1977,  Sheraton-Park  Plaza  Hotel,  New  Haven, 
Connecticut. 

Cosponsored  by  the  Society  for  Computer  Medicine  and 
the  office  of  Graduate  and  Continuing  Education  of  Yale 
University  School  of  Medicine,  this  2 and  one-half  day 
course  is  designed  for  practicing  physicians,  nurses,  ad- 
ministrators, and  others  interested  in  a basic  introduction 
to  the  use  of  computers  in  patient  care.  No  prior  computer 
experience  is  necessary.  The  course  begins  with  funda- 
mental ideas  about  the  computer  and  systems,  discusses 
a number  of  wide-ranging  applications  in  the  office  and 
hospital,  and  ends  with  some  hands-on  workshops.  It  is 
acceptable  for  15  credit  hours  in  Category  1 for  the  AMA’s 
Physicians  Recognition  Award  and  an  equal  number  of 
elective  hours  from  the  American  Academy  of  Family 
Physicians.  Those  wishing  more  information  should 
contact  Michael  A.  Jenkin,  M.D.,  Society  for  Computer 
Medicine,  (612)  831-5055.  The  address  is  5100  Edina  In- 
dustrial Blvd.,  Suite  231F,  Edina,  Minnesota  55435. 

The  seventh  annual  conference  of  the  Society  will  be 
held  November  9 to  11,  at  the  Frontier  Hotel,  Las  Vegas, 
Nevada. 

Seminar  to  be  held 

The  Eighth  Annual  Seminar  of  the  Nassau  and  Suffolk 
County  Societies  of  Pathologists  will  be  held  September 
29,  30,  October  1,  and  2, 1977,  and  will  be  devoted  to  “Im- 
munopathology.”  The  faculty  will  include  William  W. 
Sheehan,  M.D.,  Frederick  Miller,  M.D.,  Stebbins  Chandor, 
M.D.,  and  Steven  Ritzman,  M.D.  Sessions  will  consist  of 
workshops,  demonstrations,  lectures,  and  an  all-day  slide 
seminar  at  the  Nassau  Academy  of  Medicine. 

For  information,  write:  Kaity  Yannopoulos,  M.D., 

Chairperson,  Scientific  Committee,  c/o  Nassau  Academy 
of  Medicine,  1200  Stewart  Avenue,  Garden  City,  New  York 
11530. 

Special  conference  for  stroke  “veterans” 
planned  by  Nassau  Heart  Association 

“Stroke:  A Learning  Fair — How  To  Live  With  Stroke,” 
an  all-day  conference  by  and  for  stroke  “veterans”  and 
their  families  will  be  presented  on  Saturday,  October  15, 
1977.  This  is  the  first  conference  in  the  metropolitan  area 
designed  specifically  for  persons  who  have  experienced 
stroke. 

The  day  will  include:  a panel  on  “Living  With  Stroke”; 
a discussion  on  “Nutrition”;  and  afternoon  workshops; 
government  assistance;  assistive  devices;  speech  therapy; 
office  and  vocational  rehabilitation;  and  exercises  for  the 
home. 

The  Holiday  Inn,  Hempstead,  will  house  these  activities 
and  is  designed  for  easy  wheelchair  mobility. 

Pre-registration  is  necessary  and  space  is  limited.  For 
further  information  call  the  American  Heart  Associa- 
tion-Nassau  Chapter  at  (516)  741-5522. 


One  day  session  of  information 
management  conference  and  exposition 

A new  program  format  to  provide  decision-making 
hospital  executives  with  a brief  but  intensive  introduction 
to  new  developments  in  information  management  will 
highlight  the  Information  Management  Conference  and 
Exposition,  it  was  announced  by  Clapp  & Poliak,  Inc.,  the 
New  York  exhibition  and  conference  management  firm. 

Both  the  exposition  and  conference,  also  known  as  INFO 
77,  will  take  place  at  the  New  York  Coliseum,  October  17 
to  20.  The  new  format  will  concentrate  hospital  topics  in 
a single  day,  so  that  a short  visit  will  provide  an  overview 
of  hospital  information  problems  and  solutions. 

The  specialized  hospital  sessions  will  present  “leading 
edge”  concepts  in  information  management  and  illustrate 
them  with  case  studies.  The  purpose  will  be  to  explain  the 
development  of  computer-based  information  systems  that 
will  provide  hospital  management  with  the  tools  to  improve 
patient  care  while  controlling  costs  within  the  constraints 
imposed  on  hospital  revenues  by  regulators. 

The  all-day  session  will  examine  the  use  of  new  tech- 
nologies such  as  minicomputers,  distributed  data  pro- 
cessing, and  data  base  management  techniques  in  each  of 
the  component  areas  of  patient  care  systems — bed  man- 
agement and  utilization  systems,  nursing  care  systems, 
pharmacy  systems,  laboratory  systems,  ambulatory  care 
systems,  and  PSRO-utilization  review  systems. 

Information  management  is  a new  executive  function, 
according  to  Richard  S.  Wolcott,  Clapp  & Poliak  vice- 
president.  “Gathering,  processing,  transmitting,  and 
presenting  information  has  become  so  efficient,  so  varied, 
so  technical,  and  so  costly  as  to  require  a new  type  of  ex- 
ecutive,” he  pointed  out. 

“New  technologies  are  fostering  the  merger  of  data 
processing,  telecommunications,  and  office  systems  into 
a single  function  called  ‘information  management,’  ” he 
said.  “In  large  institutions,  information  management  has 
become  a full-time  position.  In  smaller  institutions,  the 
function  may  be  managed  by  an  executive  with  other  duties 
but  it  is  a separate  function  nonetheless,”  he  explained. 

Hospital  executives  who  wish  to  obtain  an  even  broader 
view  of  the  field  than  will  be  provided  in  the  specialized 
hospital  sessions  may  participate  in  more  general  discus- 
sions. A keynote  session,  in  which  business  and  industry 
leaders  will  participate,  will  explore  the  new  concept  of 
information  management  and  its  component  functions  as 
they  relate  to  the  management  of  information  resources 
and  strategic  corporate  and  institutional  planning.  Other 
sessions  will  enlarge  on  the  basic  concept. 

The  rapid  recognition  of  the  new  field  is  indicated,  in 
part,  by  the  growth  of  the  exposition  which  will  occupy  an 
area  66  percent  greater  than  last  year. 

Meeting  rooms  will  be  constructed  at  the  Coliseum  to 
obviate  the  need  to  travel  between  a conference  hotel  and 
the  exhibits  at  the  Coliseum. 

A “Guide  to  the  Information  Management  Conference 
and  Exposition:  INFO  77”  and  the  full  conference  pro- 
gram are  available  from  Clapp  & Poliak,  Inc.,  245  Park 
Ave.,  New  York,  N.Y.  10017. 

Two-day  scientific  program 

Hillside  Hospital  of  Long  Island  Jewish-Hillside  Medical 
Center,  New  Hyde  Park,  New  York,  a nationally  known 
psychiatric  center,  will  celebrate  its  50th  anniversary  with 
a two-day  scientific  program  highlighting  future  directions 
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of  psychiatry.  Leading  authorities  in  the  psychiatric  field 
will  speak.  The  event  is  open  to  psychiatrists,  psycholo- 
gists, psychiatric  social  workers  and  nurses,  as  well  as  to 
other  psychiatric-related  health  professionals. 

The  program,  “Perspectives  in  Psychiatry  . . . the  1980s 
and  Beyond”  will  be  held  Thursday  and  Friday,  October 
27  and  28  at  the  Waldorf-Astoria  Hotel,  New  York  City. 
Keynote  speakers  will  be:  Seymour  S.  Kety,  M.D. — Bio- 
logical Psychiatry;  Leo  Ranged,  M.D. — Psychoanalysis  and 
Dynamic  Psychiatry;  Robert  Cancro,  M.D. — Schizophre- 
nia; Joseph  Thomas  English,  M.D. — Community  Psychi- 
atry; Bertram  S.  Brown,  M.D. — International  Psychiatry; 
and  John  Romano,  M.D. — An  Overview. 

This  program  is  approved  for  the  American  Medical 
Association  continuing  medical  education  credit. 

For  further  information  contact:  Dean  of  the  Clinical 
Campus,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park,  New  York  11040,  telephone  (212)  470-2111. 

Continuing  education  course 
for  physicians,  residents,  nurses 

“The  Trauma  Patient:  Care  and  Complications,”  a 
continuing  education  course  for  physicians,  residents,  and 
nurses,  will  be  held  November  14  to  16  at  the  Marriott  Inn, 
Cleveland,  Ohio.  The  course  is  sponsored  by  the  American 
College  of  Surgeons  Committee  on  Trauma  and  cospon- 
sored by  the  Department  of  Surgery,  Case  Western  Reserve 
Medical  School. 

The  course  has  a limited  registration  of  250. 

Advance  registration  forms  may  be  obtained  by  writing 
to  Mark  A.  Mandel,  M.D.,  F.A.C.S.,  associate  professor, 
director  of  plastic  surgery,  University  Hospitals  of  Cleve- 
land, 2065  Adelbert  Road,  Cleveland,  Ohio  44106,  or  by 
writing  to  the  Trauma  Division,  American  College  of  Sur- 
geons, 55  E.  Erie  Street,  Chicago,  Illinois  60611. 

Announcement  of  travel  awards 

The  USA  National  Committee  for  the  International 
Union  Against  Cancer  (UICC)  is  sponsoring  a travel  grant 
program  to  benefit  U.S.  scientists  who  will  not  be  able  to 
attend  the  XII  International  Cancer  Congress  in  Buenos 
Aires,  Argentina,  5 to  11  October  1978,  without  such  as- 
sistance. 

There  are  two  categories  of  travel  awards  that  will  be 
available: 

I.  Invited  participants  of  conferences  and  symposia;  and 
II.  Presentors  of  proffered  papers  (free  communications). 
The  number  of  grants  in  Category  II  will  be  limited.  Those 
eligible  for  awards  in  Category  II  are  qualified  scientists 
who  are  citizens  or  permanent  residents  of  the  United 
States.  Each  applicant  will  be  judged  on  the  merit  of  his 
contribution  to  the  Congress,  considering  his  training, 
experience,  and  potential,  as  well  as  a reasonable  repre- 
sentation of  age  groups.  The  application  must  be  ap- 
proved by  an  appropriate  official  of  the  applicant’s  insti- 
tution. Final  approval  of  the  travel  award  cannot  be 
made  until  the  USA  National  Committee  receives  official 
verification  of  the  acceptance  of  the  paper  by  the  XII 
Cancer  Congress  Program  Committee. 

(Both  categories  of  grants  will  ordinarily  be  limited  to 
economy  roundtrip  air  fare  plus  $150.) 

Requests  for  application  forms  should  be  addressed  to: 
USA  National  Committee  for  the  UICC,  Division  of 
Medical  Sciences,  National  Research  Council,  2101  Con- 
stitution Avenue,  N.W.,  Washington,  D.C.  20418. 

Deadline  for  receipt  of  applications  is  1 February 

1978. 


EFFECTIVE  MEDICAL  WAITING 

A Half-day  Workshop 
Saturday,  Oct.  1,  1977 
(preceding  annual  meeting,  1977) 

Americana  Hotel,  New  York  City 

• Do  you  . . . 

— Want  to  make  your  writing  more  effective,  more  inter- 
esting, more  acceptable? 

— Need  to  learn  the  principles  of  clear  writing? 

— Wish  to  prepare  manuscripts  for  publication? 

• If  so  . . . 

— Attend  a workshop  on  medical  writing  co-sponsored  by 
the  Medical  Society  of  the  State  of  New  York  and  the 
American  Medical  Writers  Association 
— Register  now  by  writing  to: 

David  A.  E.  Shephard,  M.B., 

Director,  Education  Department 
American  Medical  Writers  Association 
5272  River  Road,  Suite  290 
Bethesda,  MD  20016 


— Registration  fee:  $25.00 

(to  cover  cost  of  material  to  be  sent 
to  you  before  the  workshop) 

Deadline:  Sept.  15,  1977 


Need  help.  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

420  Lakeville  Road 
Lake  Success,  New  York  11040 
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LENOX  HILL  HOSPITAL 

Announces  a Symposium  on 

Tumors  of  the  Eyelids,  Orbit 
and  Ocular  Adnexae 

OCTOBER  27,  28,  29,  1977 

This  Symposium  will  be  devoted  to  the  diagnosis,  pathogenesis 
and  treatment  of  tumors  of  the  eyelids  and  orbit,  emphasizing 
basal  cell  carcinoma  of  the  eyelids.  The  course  will  be  presented 
by  outstanding  ophthalmologists,  ophthalmic  surgeons,  plastic 
surgeons,  x-ray  therapists,  dermatologists,  immunotherapists, 
cryosurgeons  and  pathologists.  The  format  will  consist  of  lec- 
tures, panel  discussions,  surgical  films  and  videotapes  of  sur- 
gery. 

THE  FACULTY  WILL  INCLUDE:  Albert  Hornblass,  M.D.,  Course 
Dir. 

Edgar  Berry,  M.D. 

Charles  Beyer,  M.D. 

Jackson  Coleman,  M.D. 

Anthony  Domonkis,  M.D. 

Andrew  Ferry,  M.D. 

Paul  Henkind,  M.D. 

Crowell  Beard,  M.D. 

Henry  Gougelman,  M.D. 

and  others 

Tuition:  Practitioners:  $200  Residents:  $75 

For  further  information  write  to: 

Department  of  Ophthalmology 
Lenox  Hill  Hospital 

100  East  77th  St.,  New  York,  N.Y.  10021 

This  activity  is  acceptable  for  21  credit  hours  in  Category  I 


Analgesics 

Darvon  (Eli  Lilly  & Company)  

1435 

Antibiotics 

Keflex  (Eli  Lilly  & Company)  

1386 

Auto  sales  and  leasing 

Carann  Corp 

1405 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  

2nd  cover 

Gastrointestinal 

Pro-Banthine  (G.  D.  Searle) 

1391,  1392 

Post-graduate  courses 

New  York  University  P-G  Medical  School  

1526 

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories)  . . . . 

1397 

Publishers 

Fear  of  Little  Men  (Exposition  Press,  Inc.)  

1503 

Selective  vasodilators 

Cafergot  (Sandoz  Pharmaceuticals)  

4th  cover 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  

1417 

Tranquilizers 

Librium  (Roche  Laboratories)  

1382,  1383 

Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories)  

1482,  1483,  1484 

Vasodilators 

Iso-Bid  (Geriatric  Pharmaceutical  Corp.)  

1379 

Lazio  Bird,  M.D. 
Morris  Leider,  M.D. 
David  Soil,  M.D. 
Byron  Smith,  M.D. 
Perry  Robins,  M.D. 
Michael  Tenner,  M.D 
Seamus  Lynch,  M.D. 
Stephen  Trokel,  M.D. 


Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year’s  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 


Mandl  School  for  Medical  and 
Dental  Assistants— founded  1924 


New  York 

254  West  54  Street 

(212)  247-3434 


Hempstead.  LI 
175  Fulton  Avenue 
(516)  481-2774 


The  University  of  Rochester  Medical  Center 
Department  of  Orthopaedics,  announces  a 
POSTGRADUATE  COURSE  IN  ORTHOPAEDIC  MEDICINE 

With  James  H Cyriax,  M.D  , Visiting  Professor  of  Orthopaedic  Medicine 
OCTOBER  3RD  THRU  8TH,  1977 
For  further  information  please  contact  P G Course,  Box  665, 
Department  of  Orthopaedics.  University  of  Rochester  Medical  Center, 

601  Elmwood  Ave  . Rochester.  N Y 14642  (716)  275-5894 


POSITIONS  WANTED 


MF1DICAL  OFFICE  MANAGER:  Mature,  attractive  college  graduate.  Fif  n 
years  experience.  Complete  knowledge  all  insurance  forms,  medical  terminc 


and  office  procedures.  Excellent  patient  and  employee  relations.  Full  l 
Nassau  County  only.  Dept,  597,  c/o  NYSJM. 


GENERAL  SURGEON,  37,  BOARD  ELIGIBLE:  F.R.C.S.  (Eng.  & Ed).  FI  L 
experience  in  vascular  and  pediatric  surgery.  Excellent  training.  Acad'  if 
background  including  Harvard.  Excellent  references.  Seeks  practice  op  r 
tunity,  solo,  group,  partnership  or  institutional.  Available  January  18. 
Contact  I.  N.  Nayak,  M.D.,  St.  Barnabas  Medical  (’enter,  Livingston,  New  Ji  !|.v 
07039.  (201)  533-5252,  or  evenings  (201)  731-7179. 
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EQUIPMENT 


KNTIRK  CONTENTS  OF  NEWLY  APPOINTED  MEDICAL  OFFICE  available. 
Includes  medical  equipment  and  furnishings  for  three  examining  rooms,  a small 
lab  and  the  business-reception  area  equipment  and  furnishings.  Excellent  op- 
portunity for  new  physician  going  into  practice.  Terms  reasonable.  Call  (516) 
928-5252. 

•'URNISHINGS  FOR  EXAM  ROOMS  AND  OFFICE,  office  equipment,  medical 
equipment,  surgical  instruments  at  great  savings  available  from:  Physicians 
Buying  Cooperative,  475  Park  Ave.  South,  New  York,  N.Y.  10017.  Call  (212) 
I 725-5176. 


PRACTICES  AVAILABLE 


■ROWING  FAMILY  PRACTICE  AVAILABLE.  N.  Shore.  L.I..  Suffolk  County 
Includes  newly  appointed  1,000  sq.  ft.  fully  equipped  office  with  waiting,  con 
\ sultation  and  three  examining  rooms,  and  a small  lab.  Two  hospitals  in  prox- 
imity. Reasonable  terms.  Call  (516)  928-5252. 

)PHTHALMOLOGIST  to  take  over  25  year  old  general  practice  with  much  sur- 
gery. Routine  recall  appointments  booked  2 years  in  advance.  No  cost  to  you. 
t Your  option  to  buy  equipment  and  furniture  if  you  desire.  Beautiful  Central 
New  York,  drawing  area  of  250, OCX).  Excellent  hospitals,  schools,  hunting,  fishing, 
skiing,  curling,  golf,  tennis  (indoor  too).  W’ould  like  somebody  to  take  over  as 
soon  as  possible.  I am  leaving  to  join  a group  in  Arizona.  Richard  J.  Valone, 
M.D.,  3 Parkside  Court,  Utica,  N.Y.  13501.  Home  phone:  (315)  732-1366. 
Office:  (315)  732-8616. 


‘HYSICIANS  WANTED 


HYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York.  New  Jersey,  Connecticut /permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited  For  further  info  contact: 
Karrey  Associates,  agency  for  Execu-Med.  23-25  East  26th  St..  New  York. 
N'.Y.  10010.  Telephone:  (212)  532-7625. 


’EDIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPU- 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
air.  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr.  J.  A. 
Colaizzi.  Administrator.  Grove  Citv  Hospital.  Grove  City,  Pa.  16127  Phone 
, (412)458-7132. 


'CCU  RATIONAL  PHYSICIAN  FOR  FULL-TIME  CAREER  position  in  Rem- 
ington Arms  Co.  plant  in  Ilion,  New  York  Exc.  opportunity.  General  practicfe 
background  acceptable.  Exc.  salary  and  outstanding  company  paid  benefit 
program.  Equal  opportunity  employer  M/F.  Call  or  write  R.  Hall,  Plant 
Manager.  Remington  Arms  Co.,  Inc.,  ilion.  New  York  13357.  (315)  894-9961. 


EDIATRICIAN.  BOARD  CERTIFIED/ELIGIBLE,  to  join  two  other  pediatri- 
cians in  established  practice  in  Orange  County,  New  York.  Early  partnership. 
Submit  curriculum  vitae  to  Dept.  577,  c/o  NYSJM. 


PSTATE  NEW  YORK.  URGENT.  E.R.  PHYSICIANS,  2 M.D.’s  with  E.R. 
experience  needed  for  active  practice.  25,000  annual  visits,  new  facility  opened 
— - •®/,6.  northwestern  Catskills,  university  town,  excellent  schools  and  recreation, 
v ompensation  and  benefits  excellent.  Frank  M.  Isbell.  Administrator.  A.O.  Fox 
Memorial  Hospital,  1 Norton  Ave..  Oneonta.  N.Y.  13820.  (607)  432-2000.  ext. 


JARI)  ELIGIBLE  OR  CERTIFIED  PEDIATRICIAN  with  good  training  (ex- 
perience in  Neonatology'  preferred)  to  join  Board  certified  pediatricians.  Full 
partnership  after  one  year.  Nice,  progressive  college  town  in  Finger  Lakes  region, 
New  York  State.  Send  resume  to  Dept.  587,  c/o  NYSJM. 

1NERAL  PRACTITIONERS  AND  SPECIALISTS  IN  INTERNAL  MEDI- 
ine  and  family  practice  needed  with  current  license  to  practice  medicine  in 
New  5ork  State.  Excellent  salaries  with  outstanding  benefits  at  Center  for 
Retardation  and  other  developmental  disabilities.  Center  located  in  town  of 
150,000  with  outstanding  recreational  and  cultural  facilities  available  in  less 
than  one  hour  travel  time  Salaries  depend  upon  qualifications  and  ex- 
perience. Please  contact  Herbert  F.  Trapl,  M.D.,  Deputy  Director  Clinical, 
>r  Mr  ( ornelius  R Walsh,  Director.  Rome  Developmental  Center,  Box  550, 
Rome.  N.Y.  13440.  Call  (315)  336-2300. 


VACANCIES  AVAILABLE  IN  THE 
U.S.  ARMY  RESERVE  MEDICAL  CORPS 

The  U.S.  Army  Reserve  has  numerous  vacancies  for  physicians, 
male  and  female,  anywhere  within  New  York  State,  but  espe- 
cially in  the  New  York  City  area.  Positions  are  available  in  all 
military  ranks  up  through  lieutenant  colonel.  Female  physicians 
are  particularly  encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  complete  20  years  service  by  age 
60  can  be  accepted  if  they  are  willing  to  waive  their  pension 
benefits.  Individuals  with  no  prior  military  service  are  urged  to 
apply  as  are  those  who  have  previously  served  on  active  duty 
(i.e.,  U.S.  Army,  Navy  or  Air  Force). 

Active  part-time  participation  requires  attendance  at  up  to  12 
once-monthly  weekends  per  year  plus  two  weeks  of  active  duty 
during  the  same  year. 

The  pay  is  up  to  $4,000  annually  for  a lieutenant  colonel  with  20 
years  service  in  the  local  Medical  Army  Reserve. 

For  additional  information  on  your  hometown  Medical  Army 
Reserve  unit,  all  sent  to  you  without  any  obligation,  please  write 
to: 

Brig.  General  Joseph  P.  Cillo,  M.D. 

8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  N.Y.  11252 

THE  MEDICAL  ARMY  RESERVE  . . . 

PART  OF  WHAT  YOU  EARN  IS  PRIDE! 

Visit  us  at  Booth  26  at  the  1977  Annual  Convention 
Medical  Society  of  the  State  of  New  York 


PHYSICIANS  WANTED  — CONT  D 


COLLEGE  HEALTH  PHYSICIAN:  12  month  position,  provide  primary  care  for 
student  population  of  15,000.  Extensive  fringe  benefits  associated  with  uni- 
versity including  malpractice  insurance.  Liberal  free  time,  limited  call  during 
academic  year.  No  call  in  summer.  Will  complete  staff  of  5 GPs.  NYS  license 
required.  Excellent  salary.  Send  detailed  CV  and  three  letters  of  recommen- 
dation by  August  30, 1977  to  Dr.  Vincent  Lamparella,  Syracuse  University  Health 
Service,  111  W'averly  Ave.,  Syracuse,  N.Y.  13210.  EO/AA  Employer.  (315) 
423-2666. 

GENERAL  PRACTITIONER  NEEDED:  Annual  salary  paid  in  excess  of  doctor’s 
private  practice.  Health  Center  available  to  the  doctor  furnished  by  the  town. 
Three  new  hospitals  within  a 30  minute  drive.  New  Central  High  School. 
Summer  and  winter  vacation  area.  Three  famous  ski  areas,  one  in  our  town,  rest 
in  neighboring  towns.  Advantageous.  Present  doctor  retired.  Call  John  A.  Orr, 
Jr.,  Wells,  New  York  12190.  (518)  924-2093. 

PHYSICIANS — FULL  OR  PART  TIME:  Major  drug  addiction  program  ad- 
ministered by  leading  teaching  medical  center  has  a number  of  openings  for 
qualified  physicians  in  various  locations  in  NYC.  New  York  State  license  re- 
quired. Specialty  in  internal  medicine  or  psychiatry  preferred  but  not  required. 
Excellent  salary  and  benefits.  Medical  center  appointment  is  accepted.  An 
Equal  Opportunity  Employer.  Call  or  send  resume  in  confidence  to:  Steven 
Karten,  Administrator,  Beth  Israel  Medical  Center,  MMTP,  245  East  17th  St., 
NYC  10003.  (212)  420-2073. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT" 

Unique  positions  throughout  the  U.S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group.  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 
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PHYSICIANS  WANTED  — CONT  D 


An  Assistant  For  You! 


Something  new  has  been  added  to  our  curriculum  . . . “NEW  ON  JOB 
TRAINING  PROGRAM"  . . . we  need  your  assistance  in  establishing  our 
new  voluntary  "ON  JOB  TRAINING  PROGRAM" 

During  the  last  six  weeks  of  our  medical  assistants  course,  we  want 
to  place  our  highly  trained  para-professionals  into  actual  "on  the  job" 
working  situations  on  a voluntary  basis.  Our  medical  assistants  are 
trained  and  qualified  in  all  office  procedures,  taking  blood  pressures, 
pulse  rates,  respiration  rates,  EKG’s,  developing  X-rays,  CBC's,  lab 
work-ups,  and  more!  We  are  flexible  in  coordinating  hours  to  conform 
to  your  schedule. 

If  you  are  interested  in  assisting  us  with  our  new  program,  please  call 
(914)428-1960. 


cQtecWestcl\esterc:Sclipol 

For  Paraprofessional  Training 

1 North  Broadway,  White  Plains,  N.Y.  10601  (914)  428-1960 
130  Ontario  Street,  Albany,  N.Y.  12206  (518)  462-6621 
275  Broadhollow  Rd.  (Rte.  110)  Melville,  N.Y.  11746  (516)  752- 
1060 

(The  Westchester  School  is  licensed  by  the  State  of  N.Y.) 


PHYSICIANS  WANTED— CONT  D 


WANTED:  FAMILY  PRACTITIONER  TO  JOIN  GROUP  in  medical  office  fully 
staffed  and  equipped.  Located  in  Upstate  New  York,  one  hour  drive  from 
Montreal,  Canada,  and  Burlington,  Vt.  Dept.  589,  c/o  NYSJM. 


ALLERGIST:  Major  midwestern  teaching  and  research  medical  center  has  a career 
opportunity  for  a Board  certified  or  Board  eligible  allergist.  The  appointment 
would  encompass  activities  at  our  central  campus  and  our  newly  established 
suburban  clinics.  Affiliation  with  several  major  medical  universities  affords 
additional  teaching  opportunities.  Individual  based  salary,  commensurate  with 
experience  and  comprehensive  benefits  are  offered.  These  include:  malpractice 
insurance,  retirement  plan,  BC/BS  master  medical,  life  accident,  travel  and  dental 
insurance  coverage,  as  well  as  a lease  car  plan  and  many  extras.  Interested  parties 
should  send  their  curriculum  vitae  in  strict  confidence.  Dept.  595,  c/o 
NYSJM. 


FAMILY  PRACTITIONER/INTERNIST  interested  in  primary  care  sought  for 
excellent  opportunity  in  group  or  solo  private  practice  in  the  scenic  Berkshire 
Hills  of  Western  Massachusetts.  Reply  Dept.  596,  c/o  NYSJM. 


BECOME  A SOUTHERN  PHYSICIAN:  Urgent  needs  in  all  specialties,  especial 
GP/FP,  Ob/Gyn,  internal  medicine,  & orthopedics.  Excellent  income  plus  offic 
personnel,  accounting  services,  and  in  some  cases  retirement  programs  and  pro! 
sharing.  Group,  solo,  and  hospital  situations  available.  Write  with  CV  for  mo 
specific  details.  Our  fee  is  paid!  Medical  Search,  3274  Buckeye  Road,  Atlant 
GA  30341.  1-404-458-7831. 


ANESTHESIOLOGIST:  Major  midwestern  teaching  and  research  medical  cent 
has  opportunities  available  for  Board  certified  or  Board  eligible  anesthesiolog 
for  the  positions  of  Senior  Staff  Physicians,  Department  of  Anesthesiology.  T 
appointment  affords  the  benefits  of  practicing  as  a member  of  a “closed  stal 
group  practice  with  major  facilities  which  include  a 1,100  bed  teaching  hospi 
and  39  medical  specialties  located  at  a central  city  clinic  and  three  suburb 
satellite  clinics.  Affiliation  with  several  major  medical  universities  affords  8 
ditional  teaching  opportunities.  Salary  and  fringe  benefits  are  competitive  a 
the  latter  includes:  malpractice  insurance,  generous  vacation  and  travel  tir 
a sound  disability  insurance,  as  well  as  life  insurance,  a tax  sheltered  annuni 
a low  cost  lease  car  plan  along  with  many  other  benefits.  Interested  part 
should  forward  their  curriculum  vitae  in  strict  confidence.  Dept.  594, 
NYSJM. 


ORTHOPEDIC  SURGEON:  Major  midwestern  teaching  and  research  medi 
center  has  a career  opportunity  for  a Board  certified  or  Board  eligible  orthope 
surgeon.  The  appointment  would  encompass  activities  at  our  central  cam| 
and  our  newly  established  suburban  clinics.  Affiliation  with  several  ms 
medical  universities  affords  additional  teaching  opportunities.  Individual  ba 
salary,  commensurate  with  experience  and  comprehensive  benefits  are  offer 
These  include:  malpractice  insurance,  retirement  plan,  BC/BS  master  medi 
life,  accident,  travel  and  dental  insurance  coverage,  as  well  as  a lease  car  plan  ; 
many  extras.  Interested  parties  should  send  their  curriculum  vitae  in  st 
confidence.  Dept.  590,  c/o  NYSJM. 


RADIOLOGISTS:  Major  midwestern  teaching  and  research  medical  center 
an  opportunity  available  for  Board  certified  general  diagnostic  radiologist : 
an  angiography  specialist.  These  appointments  afford  the  benefits  of  practi< 
as  a member  of  a “closed  staff’  group  practice  at  our  main  campus  in  Detr 
our  suburban  centers  as  well  as  several  affiliation  medical  schools.  The  : 
partment  of  Diagnostic  Radiology  is  multi-facet  in  that  it  is  composed  of  ii 
vidual  “center”  for  general  diagnostic  activities,  nuclear  medicine  activities 
trasound  activities,  and  most  recently  computed  tomograph  procedure  wl 
includes  both  the  EMI  head  scanner  and  the  EMI  body  scanner.  Trail : 
programs  include  an  accredited  residency  program  and  allied  health  scie 
education  programs  in  the  areas  of  nuclear  medicine,  radiologic  technology,  I 
ultrasound  technology.  Salary  and  fringe  benefits  are  competitive  with  la  ' 
including:  malpractice  insurance,  generous  vacation  and  travel  time,  a so  I 
disability  insurance,  as  well  as  life  insurance,  a tax  sheltered  annuity,  a low  t 
lease  car  plan  along  with  many  other  benefits.  Interested  parties  should  forv  I 
their  curriculum  vitae  in  strict  confidence.  Dept.  591,  c/o  NYSJM. 


OTOLARYNGOLOGIST:  Major  midwestern  teaching  and  research  me  al 

center  has  a career  opportunity  for  a Board  certified  or  Board  eligible  otol<  d 
gologist.  The  appointment  would  encompass  activities  at  our  central  cai  Ji 
and  our  newly  established  suburban  clinics.  Affiliation  with  several  r hi 
medical  universities  affords  additional  teaching  opportunities.  Individual  1 so 
salary,  commensurate  with  experience  and  comprehensive  benefits  are  off  d 
These  include:  malpractice  insurance,  retirement  plan,  BC/BS  master  me*  al 
life  accident,  travel  and  dental  insurance  coverage,  as  well  as  a lease  car  plai  M 
many  extras.  Interested  parties  should  send  their  curriculum  vitae  in  : cl 
confidence.  Dept.  593,  c/o  NYSJM. 


BOY  do  we  have  a girl  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  11552 

516-483-0577 


GENERAL  INTERNIST:  Major  midwestern  teaching  and  research  medical  c «' 
has  an  opportunity  available  for  a Board  certified  internist  for  the  positf  of 
Senior  Staff  Physician  Department  of  Medicine.  The  appointment  afford  hi 
benefits  of  practicing  as  a member  of  a “closed  staff”  group  practice  with  r oi 
facilities  which  include  a 1 ,100  bed  teaching  hospital  and  39  medical  speck  el 
located  at  a central  city  clinic  and  three  suburban  satellite  clinics.  Affili.  >n 
with  several  major  medical  universities  affords  additional  teaching  opportur  a* 
Salary  and  fringe  benefits  are  competitive  and  the  latter  includes:  malprs  « 
insurance,  generous  vacation  and  travel  time,  a sound  disability  insurant  a>| 
well  as  life  insurance,  a tax  sheltered  annuity,  a low  cost  lease  car  plan  along  tlii 
many  other  benefits.  Interested  parties  should  forward  their  curriculum  ael 
in  strict  confidence.  Dept.  592,  c/o  NYSJM. 
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FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 


Fulfilling  all  the  typing  needs  of  the  Medical  Profession. 
Pick-up  & Delivery.  Fast  Accurate  Service. 


Free 


V 


(212) 592-1566 

99-05  58th  Ave.,  Corona.  N Y.  1 1368 


J 


MISCELLANEOUS 


(JILLS  COLLECTED — ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
I (212)730-0069. 


r \ 

BUY  REAL  ESTATE 

For 

• Tax  Shelter 

• Appreciation 

• Income 

selected  situations  available 
Irwin  J.  Berlin 

PROFESSIONAL  EQUITIES 

licensed  real  estate  broker 
964  Third  Ave.  (17th  FI.)  New  York,  NY  10022 


V 


In  New  York  State 
Out  of  N Y.  State 


CALL  TOLL  FREE 


800-962-1480 

800-448-4511 


J 


REAL  ESTATE  FOR  SALE  OR  RENT 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


L AN  H ATT  AN’S  EAST  SIDE,  133  EAST  73RD  ST..  N.Y.C.  LEXINGTON 
I Professional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
| office  suites.  Furnished  & equipped  24  hour  answering  service;  receptionist. 
I Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
[necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 

Doctors  office  specialist:  for  prompt,  efficient  service 

) in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell 
I or  appraise  a co-op,  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Gibbons 
& Ives.  Inc.,  745  Fifth  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 


(■ARDEN  CI1  Y VICINITY,  LONG  ISLAND:  Quality  Tudor  style,  easy  main- 
tenance, low  taxes,  excellent  schools,  adjacent  houses  of  worship.  Immediate 
occupancy.  Principals  only.  Asking  $69,900.  Call  Sunday-Friday  (516) 
489-0608,  or  (516)  486-3596. 


BROOKLYN,  KINGS  PLAZA  AREA:  Flatbush  Ave.  & Avenue  S,  street  floor, 
1,250  sq.  ft.  plus  full  basement.  Ideal  dental  or  medical.  Owner  (516)  599 
2600. 


IX  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
in  Lvnbrook,  L.I.  Available  immediately.  Centrally  located  near  major  hos- 
pitals. Call  (212)  297-4140. 


[pace  AVAILABLE  IN  OFFICE  OF  INTERNIST,  SATURDAY  OR  SUNDAY. 
J New  building,  completely  furnished.  Consultation  room,  three  examining  rooms, 
300  MA  X-ray  machine,  EKG’s,  sigmoidoscope.  On  Grand  Concourse  (Nr.  206th 
' St.)  (212)  298-3322. 

LAWRENCE,  L.L,  N.Y.  IN  CHOICE  LOCATION.  Spacious  8 room,  3 bedroom 

* home  and  7 room  office  wing  with  separate  entrance.  Suitable  for  2 physicians. 
1 200  ma  X-ray  available.  Golf,  Tennis,  Boating  nearby.  Close  to  beaches, 
i transportation  and  houses  of  U'orship.  Internist  retiring.  Phone  (516)  371- 

• 1800. 


0SL\  N HEIGHTS,  L.I.,  N.V . CHOICE  LOCATION.  Space  available,  for  rent, 
in  medical  building.  Beautifully  decorated.  X-rav  view  box  and  intercom  in 
consultation  rooms.  300  MA  X-ray  and  lab.  available.  (516)  621-1501. 

OR  SALE:  HOME-OFFICE  COMBINATION.  SMITHTOWN.  L.I.  Ten  room 
^ split,  3 bedrooms,  l1^  baths,  full  basement,  fully  carpeted,  professional  decorated; 

landscaped,  fenced,  corner  % acre  opposite  Smithtown  General  Hospital.  3^ 
i room  air  conditioned  office  with  bath,  room  for  expansion.  Suitable  G.P.,  anv 
t specialty.  $45,000.  Owner  (516)  265-4244. 

N RAC  USE,  NEW  \ORK.  MEDICAL  OFFICES.  Corner  location.  Suitable 
for  group  practice  or  busy  practitioner.  3 treatment  rooms.  X-ray  room,  1 1 pa- 
tient rooms,  laboratory  room.  Sprinkler  system  thruout.  Asking  $165,000  with 
$45,000  cash.  Balance  easy  terms.  Money  maker.  Must  be  seen.  Exclusive 
with  Rural  Realty,  Venice  Center.  N.Y.  13161  Call  toll  free  in  New  York  State 
800-962-1480;  Out  of  N.Y.  State  800-448-4511. 


GREAT  BU\  Two  large  panelled  rooms  and  V>  bath  on  ground  floor  with  s 
oknt.runreS,  Faees  busy  location  on  Doctor’s  Row.  Six  large  rooms  ab, 
< °r  lvln“  Quarters  (if  desired ).  Several  hospitals  in  vicinity.  Un 
SbU.000.  Must  see  to  appreciate.  Call  (516)  221-5784. 


ELLMORE.  NEW  YORK:  Splendid,  back  to  front,  split  level  ranch,  5 levels, 
■1  • * 40  with  ample  provision  for  professional  office.  Owner  would  never  part 
with  this  immaculate  showpiece  home  if  it  weren’t  for  his  transfer.  Cathedral 
ceiling  & balcony  in  living  room,  formal  dining  room,  beautiful  sunny  country 
kitchen.  Three  bedrooms,  family  room,  full  cellar  & attic.  All  rooms  are  spacious 
but  none  are  overpowering.  Situated  on  a landscaped,  hemlock  lined  corner  plot, 
100  X 125',  bordered  by  private  road.  Priced  for  immediate  sale:  $49,990,  far 
below  its  actual  value.  2086  Hillside  Avenue.  (516)  785-5866. 


FOR  SALE:  SEA  CLIFF,  LONG  ISLAND,  N.Y.  Combined  10  room  house  (6 
bedrooms)  with  attached  5 room  office,  separate  entrance.  With  or  without  3 
car  garage,  H,  acre  on  park.  Frank  C.  Nichols,  M.D.,  87  Glen  Ave.,  Sea  Cliff,  N.Y. 
11579.  (516)671-0445. 


VALLEY  STREAM,  LONG  ISLAND:  Office  building  ideal  location,  Sunrise 
Highway  exposure.  Adjacent  to  RR  station.  Exceptional  oppty.  for  practitioner. 
(516)  599-2600. 


WHITE  PLAINS,  N.Y.  Doctor’s  suite  with  private  entrance,  luxury  apartment 
building;  11  Lake  Street,  modern,  a/c.  Suitable  for  sharing.  For  inspection  call: 
(914)  761-4359,  or  call  owner/mgmt.  (914)  948-6424. 


EAST  PATCHOGUE,  LONG  ISLAND:  New  Medical  Arts  Building,  36,000  sq. 
ft.  Adjacent  to  Brookhaven  Memorial  Hospital.  Suites  available.  Phone: 
Nassau  County  (516)  222-1222;  Suffolk  County  (516)  864-7900. 


• FARMS  • ACREAGE  • LAKE  PROPERTY 

• COUNTRY  HOMES— All  Prices-AII  Sizes— 

large  choice  in  4 counties 
RURAL  REALTY,  Venice  Center,  New  York  13161 
CALL  TOLL  FREE 

In  New  York  State  800-962-1480 

Out  of  N.Y.  State  800-448-4511 


Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St„  New  York,  N.Y.  10021 
(212) 472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician.  Call  or  write  for  further  details 
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FALL  COURSES  1977 

NEW  YORK  UNIVERSITY  POST-GRADUATE  MEDICAL 

SCHOOL 


CLINICAL  ANESTHESIA  TODAY  (CAT  III) 
Tuition  $200’  September  16-18 

For  practitioners  and  nurse  anesthetists  to 
improve  and  update  skills  in  clinical  anesthe- 
sia. Stress  is  on  new  management  and  care 
concepts,  especially  in  circulation,  respiration, 
anesthetic  agents,  obstetrics,  neuroanesthesia 
and  pediatrics.  Includes  group  workshops  in 
respiratory  care  and  a special  session  on 
government  regulation  and  malpractice. 
Review  will  assist  in  preparation  for  the  ADA 
oral  examination.  Tuition  $100  for  residents 
and  nurse  anesthetists.  (2 1 AMA  Category  1 
credit  hours). 


CLINICAL  RHEUMATOLOGY  FOR 
PRIMARY  PHYSICIANS 

Tuition  $165*  October  9-10 

Practical  knowledge  and  application  of  the 
newest  developments  in  the  diagnosis  and 
treatment  of  the  rheumatic  diseases.  Special 
attention  to  the  more  common  disorders  such 
as  rheumatoid  arthritis,  gout,  osteoarthritis  and 
various  musculoskeletal  syndromes.  Problem 
cases  are  presented  and  discussed.  Several 
concurrent  lectures  in  Spanish  are  offered. 
(14  A AFP  prescribed  hours;  14  AMA  Category 
1 credit  hours). 


INTRODUCTION  TO  MEDICAL  GENETICS 
FOR  PRIMARY  PHYSICIANS 

Tuition  $165’  October  11-12 

Basic  concepts  and  genetic  terminology  are 
defined.  Differential  diagnosis  with  emphasis 
on  inborn  errors  of  metabolism  is  reviewed 
with  special  attention  to  practical  application 
in  clinical  situations.  Office  counseling  and 
treatment  including  dietary  and  replacement 
therapy  and  the  implications  of  genetic 
screening  are  considered  (14  AAFP  prescribed 
hours;  14  AMA  Category  1 credit  hours). 


GENERAL  DIAGNOSTIC  RADIOLOGY 
Tuition  $275  October  10-14 

An  in-depth  survey  of  all  subspecialties  of  di- 
agnostic radiology  including  neuroradiology 
and  bone  and  joint  radiology.  Basic  concepts 
and  practical  clinical  applications  are  reviewed 
with  particular  attention  to  currently  accepted 
procedures  as  well  as  newer  developments, 
e.g.,  computerized  tomography  and  its  appli- 
cation to  the  trunk  and  head.  A refresher 
course  for  practicing  radiologists  and  a review 
for  candidates  preparing  for  radiology  exams. 
Tuition  $175  for  residents,  fellows  and  military 
personnel.  (30  AMA  Category  1 credit 
hours). 


DERMATOLOGICAL  DIAGNOSIS 
& MANAGEMENT  FOR 
THE  PRIMARY  PHYSICIAN 

Tuition  $200*  October  26-28 

Common  dermatologic  problems  are  consid- 
ered with  emphasis  on  unraveling  diagnostic 
possibilities  in  a presenting  complaint  and 
providing  relief  of  the  patient’s  symptoms 
while  the  evaluation  is  underway.  Format 
includes  clinical  presentations  and  a workshop 
on  therapeutics.  (21  AAFP  prescribed  hours; 
21  AMA  Category  1 credit  hours). 


Tuition  $165’  October  20-21 

Basic  physical  concepts  of  sound  and  ultra- 
sound are  reviewed,  echocardiographic 
equipment  is  described  and  demonstrated  and 
examination  techniques  are  illustrated.  Indi- 
cations for  examination  in  adults  and  children 
are  presented  and  the  echocardiographic 
patterns  of  patient  problems  commonly  seen 
in  practice  are  examined.  Assumes  no  pre- 
vious experience  with  the  subject.  Will  assist 
physicians  evaluate  their  patients'  echocar- 
diograms and  intelligently  interpret  the  litera- 
ture. (14  AAFP  prescribed  hours;  14  AMA 
Category  1 credit  hours). 


OFFICE  MANAGEMENT  OF  COMMON 
ORTHOPEDIC  PROBLEMS 
FOR  THE  PRIMARY  PHYSICIAN 

Tuition  $165’  October  22-23 

An  intensely  practical  review  of  the  diagnosis 
and  management  of  common  orthopedic 
problems  as  seen  in  the  office  and  emergency 
room.  Topics  include  neck  and  shoulder  pain, 
hand  trauma,  low  back  pain  and  disc  disease, 
the  painful  hip,  the  painful  knee,  the  sprained 
ankle,  common  foot  problems  and  frequently 
missed  fractures.  Instructors  stress  their 
personalized  approach  to  diagnosis  and 
management.  (14  AMA  Category  1 credit 
hours;  14  AAFP  prescribed  hours;  Emergency 
Medicine  credit  pending). 


HYPNOSIS  IN  CLINICAL  PRACTICE 
Tuition  $165’  October  29-30 

A practical  demonstration  on  how  and  when 
to  employ  hypnosis  in  office  practice.  The 
use  of  the  Hypnotic  Induction  Profile  (test  and 
measure  of  hypnotizability)  is  taught  as  a di- 
agnostic tool  and  a therapeutic  agent  in  the 
treatment  of  smoking,  weight  control,  man- 
agement of  pain,  seizure  disorders,  control  of 
breathing  disorders,  blood  pressure,  functional 
cardiac  arrhythmias  and  the  management  of 
phobic  reactions.  The  reaction  of  hypnosis 
to  TM,  yoga,  biofeedback  and  acupuncture  is 
examined.  (14  AAFP  prescribed  hours;  14 
AMA  Category  1 credit  hours). 


ADDITIONAL  C0URSES-FALL  1977 

• Management  of  the  Alcoholic  and  the 
Alcohol  Abuser — Oct.  13-15 

• Internal  Medicine:  An  In-Depth  Review — 

Jan. -April  (1978) 

• Diagnosis  of  Inflammatory  Skin  Diseases 
(dermatologists,  pathologists) — Oct.  13-15 

• Helping  Children  Cope — Oct.  15 

• Hotchkiss  Symposium  on  Male  Infertility — 

Nov.  5-6 

• Diagnosis  of  Muscular  Disease  for  Primary  Physician — 
Nov.  11 

• Neurosurgery/New  York  City  1977 — 

Nov.  28-Dec.  1 

• Urodynamics — Dec.  3-6 

• Advanced  Clinical  Diagnosis  of 
Neuromuscular  Disease — Dec  8-9 


INTRODUCTION  TO  ECHOCARDIOGRAPHY 


’ Tuition  includes  continental  breakfast,  lunch  and  refreshments,  and  written  materials. 

For  more  detailed  information  write  or  phone:  Registration  Department,  NYU  Post-Graduate  Medical  School,  550  First  Avenue,  New  York, 
NY  10016;  (212)  679-3200,  Ext.  4038. 
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Beth  Abraham  Hospital 

612  Allerton  Avenue 
Bronx 

September  1 

PHENOL  BLOCKS  IN  THE  MANAGEMENT  OF  SPASTICITY 

Samuel  Levine,  M.D. 

September  8 

DIETARY  MANAGEMENT  FOR  THE  ELDERLY  DIABETIC 

Robert  Matz,  M.D. 

September  15 

ENDOCARDITIS  IN  THE  ELDERLY 
Joan  Casey,  M.D. 

September  29 

DIFFERENTIAL  DIAGNOSIS  OF  HEADACHES  IN  THE 
ELDERLY 

David  Kaufman,  M.D. 

For  further  information  contact  the  Beth  Abraham  Hospital, 
612  Allerton  Avenue,  Bronx,  10467.  Tel:  212/920-6013. 


The  Brookdale  Hospital  Medical  Center 

Linden  Blvd.  at  Brookdale  Plaza 
Brooklyn 

September  2,  1977-August  25,  1978,  Fridays  9:00-10:00  a. m. 
SEMINARS  IN  FAMILY  PRACTICE 
Seymour  Falkow,  M.D. 

The  basic  orientation  of  these  seminars  will  be  the  practical 
utilization  of  newly  acquired  skills  for  the  family  physician. 
This  series  of  seminars  will  consist  of  50  hourly  lectures  by 
experts  in  each  field  and  will  cover  a broad  range  of  subjects 
as  outlined  below: 

1.  GASTROENTEROLOGY  (including  HEPATOLOGY) 

S.  Fierst,  M.D.  and  Staff 

2.  BASIC  HEMATOLOGY 

M.  Tobin,  M.D.  and  Staff 

3.  NEONATOLOGY 

B.  Fisher,  M.D.  and  Staff 

4.  RADIOLOGY 

I.  Bluth,  M.D.  and  Staff 

5.  CARDIAC  ARRHYTHMIAS  & EKG  REVIEW 
S.  Falkow,  M.D.  and  Staff 

6.  HEAD  & NECK  PROBLEMS 
E.  Saltzman,  M.D.  and  Staff 

7.  MEDICAL  GENETICS 
E.  Schutta,  M.D. 

8.  INFECTIOUS  DISEASES 

J.  Bloom,  M.D. 

9.  ORAL  PATHOLOGY 

N.  Cranin,  D.D.S.  and  Staff 

10.  ADOLESCENT  MEDICINE 

I.  Sacker,  M.D. 

11.  NEPHROLOGY 

J.  Porush,  M.D.  and  Staff 

FEE:  $200.  payable  when  submitting  pre-registration  form. 
CREDIT:  AMA  Cat.  1 (50  hrs.) 

For  further  information  contact  William  Mackler,  M.D.,  The 
Brookdale  Hospital  Medical  Center,  Office  of  Continuing 
Education,  Linden  Blvd.  at  Brookdale  Plaza,  Brooklyn  11212. 
Tel:  212/240-5317. 


Westchester  Square  Hospital  in  collaboration 
with  the  Albert  Einstein  College  of  Medicine 

4:00-5:30  p.m. 

1625  St.  Peters  Avenue 
Bronx 

September  7 

IMMUNOLOGIC  ASPECTS  OF  CANCER  THERAPY 
George  C.  Escher,  M.D. 

NO  FEE  CREDIT:  AAFP  1 % 

September  2 1 

COMMON  CARDIAC  ARRHYTHMIAS:  DIAGNOSIS  AND 

TREATMENT 

Ira  Rubin,  M.D. 

NO  FEE  CREDIT:  AAFP  V/2 


The  New  York  Hospital-Cornell  Medical  Center 

525  East  68th  Street 
September  7-December  21,  1977 
8:30-9:30  p.m.,  Wednesday 
MODALITIES  OF  PSYCHIATRIC  THERAPY 
September  14,  197 7 -June  1978 

3:00-4:00  and  8:30-9:30  p.m.,  Wednesday 
GROUP  PSYCHOTHERAPY 
September  21,  1977-June  1978 
2:00-5:00  p.m.,  Wednesday 
BEHAVIOR  THERAPY 

For  further  information  write  Office  of  Continuing  Medical 
Education,  525  East  68th  St.,  New  York  10021. 

September  1977-September  1978 

Kingsbrook  Jewish  Medical  Center  co- 
sponsored by  Downstate  Medical  Center 
(SUNY) 

Kingsbrook  Jewish  Medical  Center 
Brooklyn 

GERIATRIC  SEMINAR  SERIES  1977-1978 
Morris  J.  Kleinfeld,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
For  further  information  contact  Morris  Kleinfeld,  M.D., 
Kingsbrook  Jewish  Medical  Center,  Brooklyn.  Tel:  212/ 
756-9700  ext.  2296. 


September  1977-September  1978 
1:00-3:00  p.m.,  Wednesdays 

Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

GRAND  ROUNDS  CONFERENCE 
Norman  B.  Levy,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Norman  B.  Levy,  M.D.  or  Ms. 
Susan  Goldberg,  450  Clarkson  Avenue,  Brooklyn  11203. 
Tel:  212/270-2022. 


September  1977-September  1978 

Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

DIAGNOSTIC  RADIOLOGY— A WORKING  TUTORIAL 
Joshua  A.  Becker,  M.D. 

FEE:  $500.  CREDIT:  AMA  Cat.  1 (70  hrs.) 

For  further  information  contact  Joshua  A.  Becker,  M.D.,  Box 
1 198,  Dept,  of  Radiology,  450  Clarkson  Avenue,  Brooklyn 
11203.  Tel:  212/270/1603. 


September  1977-September  1978 
2:00  p.m.,  Tuesdays 

Kings  County  Hospital  co-sponsored  by 
Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

PULMONARY  DISEASE  DIVISION 
Harold  A.  Lyons,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 & 

AAFP 

For  further  information  contact  Harold  A.  Lyons,  M.D.,  450 
Clarkson  Avenue,  Brooklyn  1 1203.  Tel:  212/270-1332. 

September  1977-September  1978 
1 1:30  a. m. -12:45  p.m.,  Thursdays 

Kings  County  Hospital  co-sponsored  by 
Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

MEDICAL  GRAND  ROUNDS 
NO  FEE  CREDIT:  AMA  Cat.  1 
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For  further  information  contact  Mrs.  Marylin  Rothman,  Kings 
County  Hospital,  450  Clarkson  Avenue,  Brooklyn  11203. 

Tel:  212/270-1571. 

Brookdale  Hospital  Medical  Center  co- 
sponsored by  New  York  University  Post- 
Graduate  Medical  School 

Brookdale  Hospital  Medical  Center  Linden  Boulevard  and 
Brookdale  Plaza,  Brooklyn 
September  2,  1977-August  25,  1978 
SEMINARS  IN  FAMILY  PRACTICE 
FEE:  $200.  CREDIT:  AMA  Cat.  1 & AAFP 
For  further  information  contact  William  Mackler,  M.D., 
Brookdale  Hospital  Medical  Center,  Linden  Boulevard  and 
Brookdale  Plaza,  Brooklyn  1 121 1.  Tel:  212/240-5317. 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

September  7,  1977-May  24,  1978 

THE  PHYSICS  OF  DIAGNOSTIC  RADIOLOGY 
FEE:  $300.  CREDIT:  AMA  Cat.  1 
September  8,  1977-January  6,  1978 

RADIATION  BIOLOGY  FOR  DIAGNOSTIC  RADIOLOGISTS 
FEE:  $180.  CREDIT:  AMA  Cat.  1 
September  16-18 

CLINICAL  ANESTHESIA  TODAY  (CAT  III) 

FEE:  $200.  CREDIT:  AMA  Cat.  1 
For  further  information  contact  Registration  Department,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/679-3200,  ext.  4038. 

September  19-November  23 

Columbia  University  College  of  P & S 

630  West  168th  Street 
PSYCHIATRY  PM  1. 

SYMPOSIUM  ON  NEUROLOGY  AND  PSYCHIATRY 
FEE:  $550. 

September  20 — December  13,  1977 
4:30-5:30  p.m.  (Tuesdays) 

RADIOLOGY,  RADIOBIOLOGY 
FEE:  $175.  Residents  $75. 


September  23.  1977-May  5,  1978 
PSYCHIATRY  PM  2. 

THE  BASIC  PSYCHOLOGICAL  SCIENCES. 

FEE:  $1200.  CREDIT:  AMA  Cat.  1 
For  further  information  contact  Jose  M.  Ferrer,  M.D., 
Associate  Dean,  College  of  Physicians  & Surgeons,  Columbia 
University,  630  West  168th  Street,  New  York  10032.  Tel: 
212/694-3682. 

Goldwater  Memorial  Hospital  co-sponsored  by 
New  York  University  Post-Graduate  Medical 
School 

Goldwater  Memorial  Hospital 
Roosevelt  Island 
September  29-30 

SPECIALIZED  APPROACHES  TO  WHEELCHAIR 

PRESCRIPTION  AND  TRAINING 

FEE:  $150.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Registration  Department,  NYU 

Post-Graduate  Medical  School,  550  First  Avenue,  New  York 

10016.  Tel:  212/679-3200,  ext.  4038. 

Institute  of  International  Medical  Education 

222  East  19th  Street 

Fall  and  Spring  Semesters  1977-78 

BASIC  MEDICAL  SCIENCES  AND  CLINICAL  MEDICINE 
CURRICULA  FOR  ECFMG,  FLEX,  VQE  AND  NATIONAL 
BOARDS,  PARTS  I & II 


For  further  information  contact  Institute  of  International 
Medical  Education,  222  East  19th  St.,  New  York  10003.  Tel: 
212/677-4728. 


September  27,  1977-May  9,  1978 
8:30-9:30  a.m.,  Tuesdays 

The  Long  Island  College  Hospital  co-sponsored 
by  Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

* Polhemus  Building 
340  Henry  Street 
Brooklyn 

FAMILY  PRACTICE  REVIEW 

Earl  Peterson,  M.D.,  William  G.  Mullin,  M.D. 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (31  hrs.) 

For  further  information  contact  William  G.  Mullin,  M.D.,  The 
Long  Island  College  Hospital,  340  Henry  Street,  Brooklyn 
11201.  Tel:  212/780-1551. 


September  28,  1977 
3:30  p.m. 

Jewish  Hospital  and  Medical  Center  of 
Brooklyn  with  the  American  Cancer  Society, 
Brooklyn  Unit  and  SUNY  Downstate  Medical 
Center 

555  Prospect  Place 
Brooklyn 

CURRENT  SURGICAL  THERAPY  FOR  BREAST  CANCER 
Peter  Pressman,  M.D. 

CREDIT:  AMA  & AAFP 

For  further  information  contact  the  Jewish  Hospital  and 
Medical  Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn, 
11238,  Tel:  212/240-1211.  

American  Cancer  Society 
National  Cancer  Institute 

* Waldorf  Astoria  Hotel 
September  29-October  1 

THE  LYMPHOMAS  AND  THE  LEUKEMIAS 
NO  FEE  CREDIT:  AMA  Cat.  1 (15V2  hrs.) 

AAFP  15Y2  hrs. 

CAT.  Il-D  AOA 

For  further  information  write  to:  Sidney  L.  Arje,  M.D., 
American  Cancer  Society-National  Cancer  Institute  National 
Conference  on  the  Lymphomas  and  the  Leukemias,  777  Third 
Avenue,  New  York,  10017. 


QUEENS  COUNTY 

Astoria  General  Hospital 

25-10  30th  Avenue 
Long  Island  City 

September  10,  9:00-1 1:00  a.m. 

CLINICAL  APPLICATIONS  OF  BLOOD  GAS  STUDIES 
CREDIT:  AAFP 

September  17,  9:00-1 1:00  a.m. 

CLINICAL  APPLICATIONS  OF  BLOOD  GAS  STUDIES 
September  20,  8:15-10:15  p.m.,  Tuesday 
CHILDHOOD  EXANTHEMS 
Samuel  Weinberg,  M.D 
CREDIT:  AAFP 
September  24 

CURRENT  CONCEPTS  OF  INFLUENZA 
Stephen  Udem,  M.D. 

CREDIT:  AAFP 

For  further  information  contact  Astoria  General  Hospital, 
25-10  30th  Avenue,  Long  Island  City,  11102.  Tel:  212/ 
932-1000. 

September  27,  8: 15- 10: 15  p.m.  Tuesday 

DERMATOLOGICAL  DISEASES  IN  CHILDREN 
Samuel  Weinberg,  M.D. 
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WESTCHESTER  COUNTY 

The  New  York  Medical  College 

Valhalla 

September  1977 — June  1978 

PROBLEMS  OF  THE  GERIATRIC  PATIENT 
David  Sohn,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
September  1,  1977 — June  30,  1978 

CONTINUING  EDUCATION  COURSES  IN 

ANESTHESIOLOGY 

Dante  Bizzarri,  M.D. 

CREDIT:  AMA  Cat.  1 (80  hrs) 

September  7,  1977 — April  19,  1978 

COMPREHENSIVE  PSYCHIATRY  REVIEW  AND  RECENT 
ADVANCES 

Benjamin  J.  Sadock,  M.D. 

FEE:  $650.  CREDIT:  AMA  Cat.  1 (90  hrs) 

September  7,  1977 — March  12,  1978 
CLINICAL  ASPECTS  OF  NEUROLOGY 
Benjamin  J.  Sadock,  M.D. 

FEE:  $550.  CREDIT:  AMA  Cat.  1 (45  hrs) 

September  8,  1977 — May  25,  1978 

BASIC  SCIENCES  RELATED  TO  UROLOGY 
Joseph  E.  Davis,  M.D. 

FEE:  $250. 

September  8,  1977 — November  19,  1977 
LENS  IMPLANT  COURSE 
Miles  A.  Galin,  M.D.  & Michael  W.  Dunn,  M.D. 

FEE:  $1,500.  CREDIT:  AMA  Cat.  1 (19  hrs) 

September  9,  1977 — June  30,  1978 

NEWER  CONCEPTS  IN  PEDIATRIC  DEVELOPMENTAL 

DISABILITIES 

Emanuel  Chusid,  M.D. 

NO  FEE:  CREDIT:  AMA  Cat.  1 (60  hrs) 

September  19 — January  23,  1978 

CLINICAL  ASPECTS  OF  PSYCHIATRY 
Benjamin  J.  Sadock,  M.D. 

FEE:  $550.  CREDIT:  AMA  Cat.  1 (45  hrs) 

September  29,  1977 — October  1,  1977 

MEDICAL  AND  SURGICAL  PROBLEMS  IN  OBSTETRICS 
AND  GYNECOLOGY 
Alexander  Sedlis,  M.D. 

FEE:  $175.  CREDIT:  AMA  Cat.  1 (18  hrs) 

For  further  information  contact  New  York  Medical  College, 
Valhalla  10595 
Tel:  914/347-5090. 


September  8 
9:00  a.m. 

St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

THE  AUTO-IMMUNE  DISEASES 
Thomas  Argyros,  M.D. 

CREDIT:  AAFP 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  St. 
Joseph's  Hospital,  127  South  Broadway,  Yonkers  10701. 
Tel:  914/965-6700. 


NASSAU  COUNTY 

September  10,  8: 15  a m. -5:00  p.m.  (including  lunch) 

North  Shore  University  Hospital  with  Cornell 
University  Medical  College 

300  Community  Drive 
Manhasset 

ACID-BASE  TERMINOLOGY 
L.  Mailloux,  M.D. 

NORMAL  A-ACIDOSIS,  TYPES,  RTA 


A.  B.  Schwartz,  M.D. 

THERAPY  OF  ACIDOSIS 
R.  T.  Mossey,  M.D. 

METABOLIC  ALKALOSIS-PATHOPHYSIOLOGY 
DIFFERENTIAL  DIAGNOSIS,  USE  OF  URINE 
ELECTROLYTES,  VOLUME  STATUS 
L.  Mailloux,  M.D. 

THERAPY  OF  ALKALOSIS 
A.  B.  Schwartz,  M.D. 

WORKSHOP:  CLINICAL  PROBLEMS  DEALING  WITH 
ACID/BASE  DISTURBANCES 
POTASSIUM,  SODIUM,  AND  WATER  BALANCE 
P.  A.  Bluestone,  M.D. 

POTASSIUM  BALANCE:  HYPOKALEMIA,  AND 

TREATMENT 

A.  B.  Schwartz,  M.D. 

SODIUM  AND  WATER  DISTRIBUTION,  HYPONATREMIA, 
DEFINITIONS,  TREATMENT 
L.  Scherr,  M.D. 

HYPERNATREMIA-APPROACH  TO  PATIENT, 

DIFFERENTIAL  DIAGNOSIS,  TREATMENT 
P.  A.  Bluestone,  M.D. 

WORKSHOPS:  CLINICAL  PROBLEMS  DEALING  WITH 

ELECTROLYTE  IMBALANCES 

NO  FEE  CREDIT:  AMA  Cat.  1 (7V2  hrs.) 

AOA  10  hrs. 

AAFP  Pending 

For  further  information  contact  Division  of  Nephrology  at 
North  Shore  University  Hospital,  300  Community  Drive, 
Manhasset,  11030.  Tel:  516/562-4384. 

St.  Francis  Hospital  co-sponsored  by  the 
Association  for  Practioner  of  Infection  Control 
(APIC) 

100  Port  Washington  Blvd. 

Roslyn 

September  15-16,  Thursday  and  Friday 

TEAM  APPROACH  FOR  INFECTION  CONTROL  AND 
PRACTICE  (PREVENTION  AND  TREATMENT) 

This  course  is  designed  for  professionals  involved  in  infection 
control. 

CREDIT:  AMA  Cat.  1 (12  hrs.) 

For  further  information  contact  The  Dept,  of  Continuing 
Medical  Education,  St.  Francis  Hospital,  100  Port  Washington 
Blvd.,  Roslyn,  11576.  Tel:  516/627-6200,  ext.  1936. 


SUFFOLK  COUNTY 


Brookhaven  Memorial  Hospital  Co-sponsored 
by  Suffolk  Academy  of  Medicine 

101  Hospital  Road 
Patchogue 

September  9,  8:00  a.m. -9:00  a.m. 

EKG,  ARRYTHMIAS  I 
September  23,  8:00  a.m. -9:00  a.m. 

EKG,  ARRYTHMIAS  II 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Dorothy  S.  Lane,  M.D., 

Brookhaven  Memorial  Hospital,  101  Hospital  Road, 

Patchogue  11772.  Tel:  516/654-7095. 

Department  of  Family  Medicine  SUNY  at  Stony 
Brook 

Health  Sciences  Center 
Stony  Brook 
September  25/30 

THIRD  ANNUAL  FAMILY  MEDICINE  REVIEW  COURSE 
FEE:  $250.  CREDIT:  AAFP  40  hrs. 

(Includes  lunch  and  transportation  to  and  from  motels)  For 
further  information  contact  Dept,  of  Family  Medicine  SUNY  at 
Stony  Brook,  11794.  Tel:  516/444/2458. 
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BUFFALO 


September  16- 18 

State  University  of  New  York  at  Buffalo 

The  Niagara  Hilton 
Niagara  Falls 

September  16.  Friday,  12:15  p.m. -9:30  p.m. 

SURGERY  FOR  BENIGN  DISEASE 
(Moderators) 

Vincent  J.  Capraro,  M.D. 

Marcos  B.  Gallego,  M.D. 

TECHNIQUE  OF  ABDOMINAL  HYSTERECTOMY 
John  D.  Thompson,  M.D. 

TECHNICAL  PRINCIPLES  OF  VAGINAL  HYSTERECTOMY 
David  H.  Nichols,  M.D. 

SURGERY  FOR  PELVIC  ENDOMETRIOSIS 
Donald  W.  Hall,  M.D. 

TREATMENT  OF  CHRONIC  CYSTIC  MASTITIS 
Vincent  J.  Capraro,  M.D. 

Marcos  B.  Gallego,  M.D. 

* Surgical  Motion  Pictures — 

September  17,  Saturday,  9:00  a. m. -4:30  p.m. 

GYNECOLOGIC  ONCOLOGY 
Moderator:  Myroslaw  M.  Hreshchyshyn,  M.D. 

SURGICAL  TREATMENT  OF  OVARIAN  CANCER 
Steven  H.  Piver,  M.D. 

GASTROINTESTINAL  PROBLEMS  WITH  ONCOLOGIC 
SURGERY 

Douglas  J.  Marchant,  M.D. 

THE  SCHAUTA  OPERATION 
John  D.  Thompson,  M.D. 

GRADUATED  SURGICAL  TREATMENT  FOR 
CARCINOMA  OF  THE  BREAST 
John  D.  Bartels,  M.D. 

SURGICAL  STAGING  OF  GYNECOLOGIC  CANCER: 

THE  PLACE  FOR  PARA-AORTIC  NODE  REMOVAL 
Mahmood  Yoonessi,  M.D. 

LUNCH 

GYNECOLOGIC  UROLOGY 
Moderator:  David  H Nichols,  M.D. 

NORMAL  URODYNAMICS 
Goran  Enhorning,  M.D. 

ABNORMAL  URODYNAMICS 
Goran  Enhorning,  M.D. 

PHARMACOLOGIC  FACTORS  IN  URODYNAMICS 
Douglas  J.  Marchant,  M.D. 

THE  SLING  PROCEDURES  FOR  SEVERE  OR  RECURRENT 
URINARY  STRESS  INCONTINENCE 
David  H.  Nichols,  M.D. 

URETHROSCOPY  AND  DIAGNOSIS  AND  FOLLOW-UP 
Fereidoon  Jamshidi,  M.D. 

September  18.  Sunday,  9:00  a. m. -12:00  noon 
COMPLICATIONS  AND  ENDOSCOPY 
Moderator:  Jack  Lippes,  M.D. 

PELVIC  INFECTION-PELVIC  ABSCESS  AND  ANTIBIOTICS 
John  D.  Thompson,  M.D. 

SURGICAL  COMPLICATIONS  OF  HYSTERECTOMY  FOR 
BENIGN  DISEASE 
Douglas  J.  Marchant,  M.D. 

SURGICAL  COMPLICATIONS  OF  LAPAROSCOPY 
Norman  G.  Courey,  M.D. 

HYSTEROSCOPY 
Fereidoon  Jamshidi,  M.D. 

DISCUSSION 

FEE:  $150.  CREDIT:  AMA  Cat.  1 & 

AAFP  & ACOG-20  cognates 


NEW  HAMPTON 


Mid-Hudson  Psychiatric  Center 

New  Hampton 

September  8,  Thursday,  8:00  a.m. 

Opening  Remarks 
E.  Tekben,  M.D. 

VIDEO:  CLINICAL  DEPRESSION:  HISTORIAL 
PERSPECTIVES  & CURRENT  CONCEPTS  OF  DIAGNOSIS 
RECOGNITION  & MANAGEMENT  OF  THE  SUICIDAL 
PATIENT 

George  C.  Murphy,  M.D. 

Question  and  Answer  Period 
SUICIDE  IN  ALCOHOLISM 
George  C.  Murphy,  M.D. 

Discussion  Period 

MOVIE:  NEW  CONCEPTS  IN  THE  PSYCHIATRIC 
MANAGEMENT  OF  THE  DEPRESSED  PATIENT 
Closing  Remarks 
Haluk  Bulay,  M.D. 

For  further  information  contact  Mid-Hudson  Psychiatric 
Center,  New  Hampton,  10958.  Tel:  914/374-3171. 


OUT-OF-STATE 


NEWARK,  NEW  JERSEY 


September  15 

New  Jersey  Medical  School 

100  Bergen  Street 
Newark,  New  Jersey 

CARDIOVASCULAR-RESPIRATORY  & 

MUSCULOSKELETAL  SYSTEMS 
Max  M.  Novich,  M.D. 

For  further  information  contact  Andrew  B.  Weiss,  M.D.,  New 
Jersey  Medical  School,  100  Bergen  Street,  Newark,  New 
Jersey  07103. 


SAN  FRANCISCO,  CALIFORNIA 

September  24-25 

University  of  California 

San  Francisco,  California 

NATIONAL  SYMPOSIUM  ON  PATIENT  EDUCATION 
FEE:  $65. 

For  further  information  contact  University  of  California,  San 
Francisco,  Continuing  Education  in  Health  Sciences,  1308 
Third  Avenue,  San  Francisco,  94143. 


GAINESVILLE,  FLORIDA 


September  30-October  1 

Monroe  Community  Hospital 

Affiliated  with  The  University  of  Rochester  School  of  Medicine 
and  Dentistry 

* held  at  Gainesville  Florida 

MEDICAL  ASPECTS  OF  AGING 

For  further  information  contact  Knight  Steel,  M.D.,  The 

University  of  Rochester  School  of  Medicine  and  Dentistry, 

435  East  Henrietta  Road,  Rochester,  New  York  14603.  Tel: 

716/473-4080. 


OUT  OF  U.S.A. 


For  further  information  contact  State  University  of  New  York 

at  Buffalo,  2211  Main  Street,  Buffalo,  14214.  Tel:  716/  CANADA 

831-5526.  _______ 
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Physicians  who  wish  to  apply  to  the  MSSNY  s Physicians  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York.  Physicians'  Placement  Bureau.  420 
Lakeville  Road,  Lake  Success.  NY  11040.  or  Tel  516/488- 
6100  ext  241 

FOR  APPLICATION  FORM 
SEE  LAST  PAGE 


ALLERGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Allergist.  Anesthesiolo- 
gist, Dermatologist,  Emergency  Room  Physician,  ENT  Physician. 
Contact  Mr.  Charles  D.  Hicks,  Director,  Physicians'  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/253- 
3388. 

ANESTHESIOLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Anesthesiologist,  Allergist, 
Dermatologist,  Emergency  Room  Physician,  ENT  Physician. 
Contact  Mr.  Charles  D.  Hicks,  Director,  Physicians'  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/253- 
3388. 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O'Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkwy.,  Buffalo,  14208. 
Tel:  716/886-4400,  ext.  447. 

CORNING,  N.Y.,  Steuben  County  needs  an  Anesthesiologist. 
Contact  Marvin  S.  Lee,  M.D.,  P.O.  Box  35,  Coming,  14830.  Tel: 
607/962-5051,  ext.  278. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Anesthesiologist 
and  Ob/Gyn  physician.  Contact  Jose  Galinso,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive.  Gowanda,  14070.  Tel: 
7 1 6/532-3377  or  7 1 6/366- 1111. 

NYACK,  N.Y.,  Rockland  County  needs  an  Anesthesiologist.  Contact 
Seymour  D.  Kizner,  M.D.,  Physician  Associates,  160  North 
Midland  Avenue,  Nyack,  10960.  Tel:  914-EL  8-1404. 

POTSDAM,  N.Y.,  St.  Lawrence  County,  needs  an  Anesthesiologist 
Contact  C.  Edward  Stevens,  Executive  Director,  Central  St. 
Lawrence  Health  Services,  50  Leroy  Street,  Potsdam,  13676. 
Tel:  315/265-3300. 

DERMATOLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Dermatologist,  Allergist, 
Anesthesiologist,  Emergency  Room  Physician,  ENT  Physician. 
Contact  Mr.  Charles  D.  Hicks,  Director,  Physicians'  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/253- 
3388. 

EAST  AMHERST,  N.Y.,  Erie  County  needs  a Dermatologist.  Contact 
Joseph  T.  Lucas,  M.D.,  6745  Transit  Road,  East  Amherst,  14051. 
Tel:  716/688-6766.  After  6 P.M.,  716/634-7332. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Group, 
Olean,  14760.  Tel:  716/372-0141. 

EMERGENCY  ROOM 

ALBANY,  N.Y.,  Albany  County,  needs  an  Emergency  Room  Physi- 
cian and  Employee  Health  Service  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room  Physi- 
cian, Anesthesiologist,  Allergist,  Dermatologist,  ENT  Physician. 
Contact  Mr.  Charles  D.  Hicks,  Director,  Physicians'  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/253- 
3388. 

NEW  HARTFORD,  N.Y.,  Oneida  County  needs  an  Emergency  Room 
physician.  Position  offers  excellent  benefits.  Contact  Irving 
Cramer,  M.D.,  St.  Luke’s  Hospital  Center,  Box  479  Champlin  Rd., 
Utica,  13502. 

SCHENECTADY,  Schenectady  County  needs  an  Emergency  Room 
physician.  Internal  medicine  New  York  State  license  required. 
Contact  Roger  E.  Calkins,  Ass’t.  Adm.,  St.  Clare's  Hospital,  600 
McClellan  Street,  Schenectady,  12304.  Tel:  518/382- 

2192. 


ENT 

AUBURN,  N.Y.,  Cayuga  County  needs  an  ENT  Physician,  Anesthe- 
siologist, Allergist,  Dermatologist,  Emergency  Room  Physician. 
Contact  Mr.  Charles  D.  Hicks,  Director,  Physicians'  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/253- 
3388. 

FAMILY  PHYSICIAN 

ALBANY,  N.Y.,  Albany  County,  needs  an  Employee  Health  Service 
Physician  and  an  Emergency  Room  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

ATHENS,  N Y.,  Greene  County  needs  a Family  Physician.  Contact 
Ms  Emily  Dinkelacker,  Village  of  Athens. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center,  Bergen  14416.  Tel:  716/494-1621. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CANDOR.  N Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician Contact  Peter  Cappiello,  Chairman  of  Candor  Com- 
munity Service  Corp.,  80  Main  Street,  Candor  13743. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

COPAKE,  N.Y.,  Columbia  County  needs  a Family  Physician.  Con- 
tact Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Tel: 
607/936-9971. 

FREEPORT,  N.Y.,  Nassau  County  needs  a Family  Physician. 
Contact  Bernard  Ross,  M.D.,  121  South  Ocean  Avenue,  Free- 
port. 

HAMILTON,  N.Y.,  Madison  County  needs  a Family  Physician. 
Contact  Ms.  N.  Cara  Ackerman,  Director,  Mid-York  Family  Health 
Center,  150  Broad  Street,  Hamilton,  13346.  Tel:  315/824- 
0850. 

HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of  Webb  Health 
Center,  Old  Forge  13429.  Tel:  315/369-3464. 

HIGHLAND  FALLS,  N.Y.,  Orange  County  needs  a Family  Physician. 
Contact  G.  R.  Carroll,  M.D.,  7 Satterlee  Rd.,  Highland  Falls, 
10928.  Tel:  914/446-4040. 

HORNELL.  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director, 
Family  Health  Center,  51  Glasgow  Avenue,  Jamestown 
14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street, 
Johnstown,  12095. 

LOCKPORT,  N.Y.,  Niagara  County  needs  several  Family  Physicians. 
Contact  N.  Donald  Peifer,  Lockport  Memorial  Hospital,  Lockport, 
14094.  Tel:  716/433-3831. 

MARGARETVILLE,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville,  12455.  Tel:  914/586-2631. 

MEDINA,  N.Y.,  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

OGDENSBURG,  N.Y.,  St.  Lawrence  County,  needs  a Family  Physi- 
cian. Contact  R.  Agarwal,  M.D.,  Health  Center,  Ogdensburg, 
13669.  Tel:  315/393-4171. 

PENN  YAN  N.Y.,  Yates  County  needs  a Family  Physician,  Ophthal- 
mologist and  Internist.  Contact  Daniel  J.  Clements,  1 13  Chapel 
Street,  Penn  Yan,  14527.  Tel:  315/536-3973  or  536-4431. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
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Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/754-6227  days, 
315/754-6663  evenings. 

SALAMANCA.  N.Y.,  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

TROY,  N.Y.,  Rensselaer  County,  needs  a General  Physician  with 
interest  in  alcoholism.  Contact  David  Kadish,  Assistant  Adm., 
Samaritan  Hospital,  2215  Burdett  Avenue,  Troy,  12180.  Tel: 
518/274-3000,  ext.  201. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan,  Waddington  13694.  Tel:  315/ 

388-4446  or  315/388-5908. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Alexander  Boroff,  M.D.,  474  Pennsylvania  Avenue,  Waverly, 
14892.  Tel:  607/565-8360. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Charles  F.  Ryan,  M.D.,  Tioga  General  Hospital,  Waverly,  14892. 
Tel:  607/565-2861. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hospital  of  William 
F.  & Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville,  14895. 
Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.,  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Robert 
Arnold,  Willsboro,  12996. 

INTERNISTS 

BUFFALO,  N.Y.,  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  interest  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine.  For 
further  information  contact  W.  H.  Stevenson,  Ass’t  Director  of 
Personnel,  the  Buffalo  General  Hospital,  100  High  Street,  14203. 
Tel:  716/845-7490. 

CANDOR,  N Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Com- 
munity Service  Corp.,  80  Main  Street,  Candor  13743. 

DELHI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

FAR  ROCKAWAY,  N.Y.,  Queens  County  needs  an  Internist  with 
Gastroenterology  or  Pulmonary  Disease  subspecialty.  Contact 
Mrs.  Moore,  Seagirth  Health  Care  Service,  1731  Seagirth  Blvd., 
Far  Rockaway,  11691.  Tel:  2 1 2/471-5400. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  an  Internist  and  a part-time 
Pathologist.  Contact  Arthur  Howard,  M.D.,  Chairman,  Physician 
Recruitment  Committee,  Johnstown  Hospital,  201  S.  Melcher 
Street,  Johnstown  12095.  Tel:  518/762-3161. 

MONTOUR  FALLS,  N.Y.,  Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J.  McDonald,  Adm.,  Schuyler 
Hospital,  Montour  Falls,  14865.  Tel:  607/535-7121. 

NEWARK,  N.Y.,  Wayne  County  needs  an  Internist.  Contact  W L. 
Fredricksen,  Admin.,  Newark  Medical  Center,  Newark  14513. 
Tel:  315/331-3310. 

NEW  YORK  CITY,  needs  an  Internist.  Contact  A.  J.  Cuti,  M.D., 
Flower-Fifth  Family  Medical  Office,  10  East  107th  Street,  New 
York  10029.  Tel:  212/EN9-221 1. 

NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Building,  Norwich,  13816. 
Tel:  607/334-6928. 

PENN  YAN,  N.Y.,  Yates  County  needs  an  Ophthalmologist,  Internist 
and  Family  Physician.  Contact  Daniel  J.  Clements,  1 13  Chapel 
Street,  Penn  Yan,  14527.  Tel:  315/536-3973  or  536-4431. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primry  Care  Physicians.  For  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Internist  with  a subspe- 
ciality in  Cardiology.  Contact  John  W.  Sands,  Adm.,  The  Hos- 


pital, Pearl  Street,  Sidney,  13838.  Tel:  607/563-9934. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  and  Pediatri- 
cian. Contact  C.  K.  Heins,  M.D.,  16  Jones  Street,  Monticello, 
12701.  Tel:  914/794-64545. 

GENERAL  SURGEON 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a General  Surgeon. 
Contact  George  Skomsky,  Adm.,  Massena  Memorial  Hospital, 
Massena,  13662.  Tel:  351/769-9991. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon, 
Family  Physician  and  an  Internist.  Contact  Ms.  B.  J.  Sommer- 
ville, Adm.,  Salamanca  District  Hospital,  150  Parkway  Drive, 
Salamanca  14779. 

ORTHOPEDIC  SURGEON 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Orthopedic  Surgeon, 
ENT,  Psychiatrist  and  General  Physician.  Contact  George 
Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena,  13662. 
Tel:  315/769-9991. 

MEDINA,  N.Y.,  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

DIRECTOR 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Director 
for  St.  Mary’s  Hospital,  89  Genesee  Street,  Rochester, 
14611. 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Surgeon. 
Contact  A.  J.  Graziani,  M.D.,  St.  Mary’s  Hospital,  89  Genesee 
Street,  Rochester,  14611. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Orthopedic  Surgeon. 
Contact  Charles  F.  Ryan,  M.D.,  Tioga  General  Hospital,  Waverly, 
14892.  Tel:  607/565-2861. 

NEW  YORK  CITY,  N.Y.,  needs  an  Orthopedist  for  part-time  4-6 
hours  weekly.  Contact  F.  P.  Guidotti,  M.D.,  Medical  Director, 
Health  Center  Family  Medical  Office,  321  W.  44th  Street,  New 
York  10036.  Tel:  212/586-1550. 

OBSTETRICIAN/GYNECOLOGIST 

BATAVIA,  N.Y.,  Genesee  County  needs  an  Ob/Gyn  physician. 
Contact  Louis  E.  Green,  Jr.,  M.D.  and  John  T.  Chua,  M.D.,  P.C., 
215  Summit  Street,  Batavia  14020.  Tel:  716/343-6076. 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

GOWANDA,  N.Y.,  Cattaragus  County  needs  an  Ob/Gyn  physician 
and  an  Anesthesiologist.  Contact  Jose  Galindo,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

HORNELL,  N.Y.,  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  Contact  Gorden  Stenhouse,  M.D.,  Hornell  Medical 
Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.,  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

MONTOUR  FALLS,  N.Y.,  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

SODUS,  N.Y.,  Wayne  County  needs  an  Ob/Gyn  Physician.  Contact 
Chuck  Pattison,  Adm.,  Wayne  County  Rural  Comprehensive 
Health  Program,  P.O.  Box  A,  Sodus  14551. 

STAMFORD,  N.Y.,  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr.  Stewart  Redman, 
Adm.,  Community  Hospital,  Harper  Street,  Stamford  12167.  Tel: 
607/652-7521. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 
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OPHTHALMOLOGIST 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Ophthalmologist. 
Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital.  140 
Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext. 
261  04  262. 

PENN  YAN,  N.Y.,  Yates  County  needs  an  Internist,  Family  Physician 
and  Ophthalmologist.  Contact  Daniel  J.  Clements,  1 13  Chapel 
Street.  Penn  Yan  14527.  Tel:  315/536-3973  or  536-4431. 

PATHOLOGIST 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a part-time  Pathologist 
and  Internist.  Contact  Arthur  Howard,  M.D.,  Chairman,  Physician 
Recruitment  Committee,  Johnstown  Hospital,  201  S.  Melcher 
Street,  Johnstown  12095.  Tel:  518/762-3161. 

PEDIATRICIAN 

THOMSON,  N.Y.,  Sullivan  County  needs  a Pediatrician  and  Internist. 
Contact  C.  K.  Heins,  M.D.,  16  Jones  Street,  Monticello,  12701. 
Tel:  914/794-4545. 

YONKERS,  N.Y.,  Westchester  County  needs  a pediatrician.  Contact 
Dr.  L.  Kauffman,  Lewis  Rd  . Irvington,  10533. 

PSYCHIATRIST 

CORTLAND,  N.Y.,  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph  D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph  D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County,  needs  a Radiologist.  Contact  Dr. 
Bernard  Suster,  Chief,  Radiology  Service,  Brooklyn  Veterans 
Administration,  800  Poly  Place,  Brooklyn.  11209.  Tel:  212/ 
836-6600,  ext.  341/342. 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact  David 
Bryk,  M.D.,  Director  of  Radiology,  555  Prospect  Place,  Brooklyn 
11238. 


UTICA,  N.Y.,  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  in- 
cluding special  procedures,  ultrasound  and  nuclear  medicine. 
Contact  B.  H.  Johnson,  M.D.,  Dept,  of  Radiology,  St.  Luke’s 
Memorial  Hospital  Center,  Box  479,  Utica  15303. 

SR.  HOUSE  PHYSICIAN 

FAR  ROCKAWAY,  N.Y.,  Queens  County  needs  a Sr.  House  Physi- 
cian. Contact  Robert  C.  Taymor,  M.D.,  Director,  Department 
of  Medicine,  Peninsula  Hospital  Center,  51-15  Beach  Channel 
Drive,  Far  Rockaway,  1 1691.  Tel:  212/945-7100  ext  391. 


Physicians  who  wish  to  apply  to  the  MSSNY's  Physicians'  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians'  Placement  Bureau.  420 
Lakeville  Road,  Lake  Success.  N Y 11040,  or  Tel  516/488- 
6100  ext.  241 

FOR  APPLICATION  FORM 
SEE  FOLLOWING  PAGE 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 


TO:  Subscribers  to  "What  Goes  On  In  Medicine' 

FROM:  The  Editor 

As  a past  reader  of  What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience  Please  send  a check  for  $3  00,  made  out  to  "What  Goes  On"  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured)  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  What  Goes  On"  and  invite  your  suggestions  and  comments 


WHAT  GOES  ON" 

SUB  SCRIPT  JON  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
"What  Goes  On" 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name . 

Address  

City,  State 

(zip) 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name 


Date 


Address 


(Zip  code  number) 

Date  of  Birth  Place  of  Birth 


Citizenship  Status_ 

Medical  School 

Internship 


Hospitals_ 


Residency 


Hosp  ita  ls_ 


Specia  lty_ 


Licensed  in  what  States?^ 
Applied  for 


American  Board  Certificates  held?_ 

Eligible 


Certified 


Do  you  have  a New  York  State  License?_ 
Military  Status 


(Telephone  Number) 


Marital  Status 


Year  Graduated 


Dates 


Dstes 


Date  of  Certificate 


Professional  Organization  Memberships 
Arc  you  in  practice  at  present? 

Solo 


Associate 


What  type  of  practice  are  you  Interested  in? 

Indus  tr  ia  1 Group Ins  t ltut  Iona  1 


Other 


Ddte  you  will  be  available  for  practice_ 

practiced  


Former  locations  in  which  you  have 


(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y,  11040.  Tel.  516/  488-6100. 
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CONVENTION  SCHEDULE 
171st  ANNUAL  CONVENTION 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

October  2 through  6,  1977 

AMERICANA 
OF  NEW  YORK 


Scientific  Program  1540 

Special  Activities  1554 

Scientific  Motion  Pictures 1556 

Technical  Exhibits  1558 

Auxiliary  Program 1561 

Spouse  Program 1562 

House  of  Delegates  1 563 


House  of  Delegates 

The  annual  meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  will  be  called  to 
order  at  2:00  P.M.  on  Sunday,  October  2,  1977,  in  the  Geor- 
gian Ballroom  of  the  Americana  of  New  York. 

In  accordance  with  Article  III,  Section  3,  of  the  Bylaws,  the 
House  will  assemble  according  to  the  following  schedule: 


Sunday,  October  2,  2:00  P.M. 

Tuesday,  October  4,  2:00  P.M. 

Wednesday,  October  5,  9:00  A.M.  and  2:00  P.M. 
Thursday,  October  6,  9:00  A.M. 


At  the  last  scheduled  session  (Thursday,  October  6,  9:00 
A.M.)  the  election  of  officers,  councilors,  trustees,  and  del- 
egates to  the  American  Medical  Association  will  take  place 
in  accordance  with  Article  VIII  of  the  Bylaws. 

Joseph  F.  Shanaphy,  M.D.,  Speaker 
Bernard  J.  Pisani,  M.D.,  Secretary 


171st  Annual  Meeting 

The  171st  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York  will  be  held  on  Thursday,  October  6,  1977, 
at  10:30  A.M.  in  the  Georgian  Ballroom  of  the  Americana  of 
New  York. 

George  L.  Collins,  Jr.,  M.D.,  President 
Bernard  J.  Pisani,  M.D.,  Secretary 


Registration 

Registration  for  delegates  will  be  held  in  Vendome  9 and 
10,  third  floor  of  the  Americana,  on  Saturday,  October  1,  from 
12:00  noon  to  7:30  P.M.  and  in  the  foyer  of  the  Georgian 
Ballroom,  third  floor,  Sunday  through  Wednesday,  October 
2 through  5,  from  8:00  A.M.  to  5:00  P.M.,  and  Thursday,  Oc- 
tober 6,  from  8:00  A.M.  to  1:00  P.M. 

General  registration  for  State  Society  members  and  guests 
will  take  place  in  Albert  Hall  of  the  Americana  Hotel,  Sunday, 
October  2,  through  Wednesday,  October  5,  from  8:30  A.M. 
to  5:00  P.M.  There  is  no  registration  fee. 

Exhibits 

Scientific  Exhibits  will  be  located  in  Albert  Hall. 
Scientific  Motion  Pictures  will  be  shown  in  the  Motion 
Picture  Theatre  in  Albert  Hall. 

Technical  Exhibits  will  be  located  in  Albert  Hall. 

Exhibits  will  be  on  view  Sunday,  October  2,  through 
Wednesday,  October  5,  9:00  A.M.  to  5:00  P.M. 

Intermissions 

Each  scientific  session  will  have  a one-half  hour  inter- 
mission in  the  morning  and  afternoon  for  viewing  of  exhibits. 
Exact  times  will  be  posted  in  the  individual  programs  of  each 
session. 

Scientific  Program 

General  Sessions  will  be  held  Sunday,  October  2,  at  10:00 
A.M.  and  2:00  P.M.;  Monday,  October  3,  at  2:00  P.M.;  Tues- 
day, October  4,  at  9:00  A.M.;  and  Wednesday,  October  5,  at 
8:15  A.M.  and  2:00  P.M. 

Section  Meetings  will  be  held  Sunday,  October  2,  at  10:00 
A.M.  and  2:00  P.M.;  Monday,  October  3,  through  Wednesday, 
October  5,  at  9:00  A.M.  and  2:00  P.M. 

Dinner  Dance 

The  Annual  Dinner  Dance  will  be  held  in  the  Royal  Ballroom 
of  the  Americana  of  New  York,  in  honor  of  George  L.  Collins, 
Jr.,  M.D.,  President,  on  Wednesday,  October  5,  1977,  pre- 
ceded by  a cocktail  hour  in  the  Versailles  Ballroom  at  7 p.m. 
Tickets  should  be  ordered  in  advance  from  the  Medical  So- 
ciety of  the  State  of  New  York,  420  Lakeville  Road,  Lake 
Success,  New  York  11040.  Suoscription  is  $30  per  per- 
son. 

Auxiiiary  to  the  MSSNY 

See  page  1561  for  program. 

Spouse  Program 

See  page  1562  for  program. 
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1977  ANNUAL  CONVENTION 


Symposium  and  Panel  Discussion: 

NEWER  DIAGNOSTIC  MODALITIES 


Program 


Chairman 

STEPHEN  NORDLICHT,  M.D.,  New  York 
Associate  Chairmen 

MARTIN  LIPKIN,  M.D.,  New  York 
A.  W.  MARTIN  MARINO,  Jr.,  M.D.,  Brooklyn 
HENRY  B.  MARSHALL,  M.D.,  Elmira 
MAXWELL  SPRING,  M.D.,  The  Bronx 
WILLIAM  J.  STAUBITZ,  M.D.,  Buffalo 
LEO  J.  SWIRSKY,  M.D.,  Brooklyn 
Consultant 

ALBERT  H.  DOUGLAS,  M.D.,  Jamaica 
Director,  Division  of  Scientific  Activities 

GEORGE  J.  LAWRENCE,  Jr.,  M.D.,  Lake  Success 
AND 

CHAIRMEN  OF  SECTIONS  AND  SESSIONS 
Advisor 

BERNARD  J.  PISANI,  M.D.,  New  York  City 


GENERAL 

SESSIONS 


Martin  Lipkin,  M.D.,  New  York  City,  Moderator 

10:30  Early  Tumor  Markers 

Morton  Schwartz,  M.D.,  New  York  City 

Professor  of  Biochemistry,  Sloan-Kettering  Divi- 
sion, Graduate  School  of  Medical  Sciences,  Cor- 
nell University 

10:50  Cancer  of  the  Prostate 

T.  Ming  Chu,  Ph.D.,  Buffalo  {by  invitation) 

Director  of  Cancer  Research  in  Diagnostic  Immu- 
nology, Research  and  Biochemistry,  Roswell  Park 
Memorial  Institute 

11:10  Cancer  of  the  Gastrointestinal  Tract 

Martin  Lipkin,  M.D.,  New  York  City 

Memorial  Sloan-Kettering  Cancer  Center 

1 1 :30  Cancer  of  the  Breast 

George  A.  Degenshein,  M.D.,  Brooklyn 

Director  of  Surgery,  Attending-in-Charge,  Division 
of  Breast  Surgery,  Maimonides  Medical  Center; 
Clinical  Professor  of  Surgery,  State  University  of 
New  York  Downstate  Medical  Center 

11:50  Cancer  of  the  Lung 

Muhammad  B.  Zaman,  M.D.,  New  York  City  (by  invi- 
tation) 

Cytology  Service,  Memorial  Hospital  for  Cancer 
and  Allied  Diseases 

P.M. 

12:10  Cancer  of  the  Bladder 

Zew  Wajsman,  M.D.,  Buffalo  (by  invitation) 

Cancer  Research  Clinician,  Roswell  Park  Memori- 
al Institute 

12:30  Panel  Discussion 

The  Above  Speakers 


Sunday,  October  2,  1977,  10:00  A.M.  and  2:00 
P.M.,  All  Day  Session 

Royal  Ballroom  A,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  6 credit 
hours  in  Category  1 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association 

Martin  Lipkin,  M.D.,  New  York  City,  Presiding 

Associate  Chairman,  Scientific  Program  Committee 
JOINT  MEETING  WITH 

Sections  on  Gastroenterology  and  Colon  and 
Rectal  Surgery;  Urology;  and  Greater  New  York 
Chapter;  Eastern  Great  Lakes  Chapter,  Society 
of  Nuclear  Medicine 


A.M. 

9:50  Business  Meetings-Election  of  Officers 
EARLY  DETECTION  AND  PREVENTION  OF  CANCER 

10:00  Introductory  Keynote  Address:  Recent  Advances  in 
Early  Diagnosis  and  Prevention  of  Cancer 

R.  A.  Good,  M.D.,  New  York  City  (by  invitation) 
President  and  Director,  Sloan-Kettering  Institute 
for  Cancer  Research 


P.M. 

Symposium  and  Panel  Discussion: 

PROGRAMS  OF  CANCER  PREVENTION 

Rodman  D.  Carter,  M.D.,  Cooperstown,  Moderator 

Associate  Clinical  Professor  of  Surgery,  Columbia  University 
College  of  Physicians  and  Surgeons;  Attending  Surgeon 
(Urology),  Mary  Imogene  Bassett  Hospital 

2:00  Environmental  Leads  in  Prevention  of  Cancer 

Ernst  L.  Wynder,  M.D.,  New  York  City 

President  and  Medical  Director,  American  Health 
Foundation 

2:30  Experience  with  the  CANSCREEN  Program  in  Cancer 
Prevention 

Daniel  Miller,  M.D.,  New  York  City 

President  and  Medical  Director,  Preventive  Medi- 
cine Institute-Strang  Clinic 

3:00  Panel  Discussion 

The  Above  Speakers 

3:20  Recess  to  View  Exhibits 


Symposium  and  Panel  Discussion: 

APPLICATIONS  OF  NUCLEAR  MEDICINE 

Richard  Benua,  M.D.,  New  York  City,  Moderator  (by  invita- 
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3:50  Will  Radiotracers  Find  Primary  Cancers?  The  Magic 
Bullet  and  Its  Limitations 

Richard  Benua,  M.D.,  New  York  City  (by  invitation) 
Chief.  Nuclear  Medicine  Service,  Memorial  Hospi- 
tal for  Cancer  and  Allied  Diseases:  Associate  Pro- 
fessor of  Medicine.  Cornell  University  Medical 
College 

4:10  In  Search  of  Metastatic  Cancer:  Staging  of  Tumor 
Spread  with  Radionuclides 

Rashid  Fawwaz,  M.D.,  New  York  City  (by  invitation) 
Assistant  Professor  of  Radiology,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons 

4:30  The  Radiolmmunologic  Trail  of  Cancer 

Stanley  J.  Goldsmith,  M.D.,  New  York  City 

Director,  Department  of  Physics  and  Nuclear  Med- 
icine, The  Mount  Sinai  Hospital;  Associate  Profes- 
sor of  Medicine,  Mount  Sinai  School  of  Medicine 
of  the  City  University  of  New  York 

4:50  Panel  Discussion 

The  Above  Speakers 


Monday,  October  3,  1977,  2:00  P.M. 

Royal  Ballroom  A,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  2 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

Stephen  Nordlicht,  M.D.,  New  York  City,  Presiding 
Chairman,  Scientific  Program  Committee 

Symposium: 

THE  FAMILY:  CHANGING  VALUES 

Alfred  A.  Angrist,  M.D.,  Lake  Success,  Moderator 
Chairman  (Emeritus)  and  Professor  of  Pathology,  Albert  Ein- 
stein College  of  Medicine  of  Yeshiva  University 

P.M. 

2:00  Family  Law  in  Flux 

The  Honorable  Nanette  Dembitz,  New  York  City  (by 

invitation) 

Presiding  Judge,  The  Family  Court  of  the  State  of 
New  York 

2:30  Healthy  Children  in  Healthy  Families 

Vincent  De  Paul  Larkin,  M.D.,  Brooklyn 

Consultant  in  Pediatrics,  Methodist  Hospital;  Clini- 
cal Professor  of  Pediatrics,  State  University  of 
New  York  Downstate  Medical  Center 

3:00  Recess  to  View  Exhibits 

3:30  Family  Values  in  a West  Point  Education 

Reverend  James  D.  Ford,  West  Point  (by  invitation) 
Senior  Chaplain,  United  States  Military  Academy 

4:00  The  Quest  for  a New  Family  Structure 

Stephen  Nordlicht,  M.D.,  New  York  City 
Consultant  in  Psychiatry,  Roosevelt  Hospital;  Con- 
sultant Psychiatrist,  The  New  York  City  Police  De- 
partment 

4:30  From  the  Viewpoint  of  the  Primary  Physician 

Irving  S.  Wright,  M.D.,  New  York  City 
Clinical  Professor  of  Medicine  (Emeritus),  Cornell 
University  Medical  College 


Tuesday,  October  4,  1977,  8:45  A.M.  and  2:00 
P.M.,  All  Day  Session 

Royal  Ballroom  A,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  Certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  6 credit 
hours  in  Category  1 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

This  program  meets  the  criteria  for  6 credit  hours  in  Category  A 1 
of  the  Pathology  Continuing  Medical  Education  Certificate  ( CAP - 
ASCP). 

JOINT  MEETING  WITH 

Section  on  Pathology,  Clinical  Pathology,  and 
Blood  Banking;  New  York  State  Society  of 
Pathologists 

A.M. 

8:45  Business  Meeting-Pathology  Section 
Symposium  and  Panel  Discussion: 

COAGULATION  DEFECTS  INCLUDING  DISSEMINATED 
INTRAVASCULAR  COAGULATION 

Walter  R.  Stern,  M.D.,  Glens  Falls,  Moderator 

Director,  Department  of  Pathology,  Glens  Falls  Hospital 

9:00  Present  Status  and  Recent  Advances  in  the  Coagu- 
lopathies 

Kenneth  M.  Brinkhous,  M.D  , Chapel  Hill,  North  Car- 
olina (by  invitation) 

Professor  of  Pathology,  University  of  North  Caro- 
lina School  of  Medicine 

9:50  Abnormalities  of  Platelet  Function  with  Update  on  Von 
Willebrand’s  Disease 

Harvey  J.  Weiss,  M.D.,  New  York  City 

Professor  of  Medicine,  Columbia  University  Col- 
lege of  Physicians  and  Surgeons 

10:40  Recess  to  View  Exhibits 

11:10  Atherosclerosis  and  the  Clotting  Process 

Theodore  H.  Spaet,  M.D.,  The  Bronx  (by  invitation) 
Professor  of  Medicine,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University 

12:00  Noon  Panel  Discussion 
The  Above  Speakers 


P.M. 

2:00  The  Hypercoagulable  State  and  Disseminated  Intra- 
vascular Coagulation 

Clarence  Merskey,  M.D.,  The  Bronx 

Professor  of  Medicine,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University 

2:50  The  Morphologic  Base  for  Local  and  General  Intravas- 
cular Coagulation  and  Red  Blood  Cell  (RBC)  Frag- 
mentation 

Walter  R.  Stern,  M.D.,  Glens  Falls 

3:20  Recess  to  View  Exhibits 

3:50  Current  Status  of  Heparin  Therapy  Including  Low  Dose 
Regimens 

Standford  Wessler,  M.D.,  New  York  City 

Professor  of  Medicine,  New  York  University 
School  of  Medicine 

4:30  Panel  Discussion 

The  Above  Speakers 
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Wednesday,  October  5,  1977  8:30  A.M.  and  2 
P.M.,  All  Day  Session 

Royal  Ballroom  A,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  6 credit 
hours  in  Category  1 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

Monte  Malach,  M.D.,  Brooklyn,  Presiding 

Clinical  Professor  of  Medicine,  State  University  of  New  York 
Downstate  Medical  Center 
JOINT  MEETING  WiTH 

Section  on  Internal  Medicine;  New  York  State 
Society  of  Internal  Medicine 


A.M. 

8:30  Business  Meeting — Section  on  Internal  Medicine 
Symposium  and  Panel  Discussion: 

NONINVASIVE  TECHNIQUES  IN  DIAGNOSIS 

8:40  Imaging  Instrumentation  Update:  X-Ray  Transmission, 
Gamma  Emission,  and  Ultrasound 

Myron  Youdin,  M.E.E.,  New  York  City  (by  invita- 
tion) 

Senior  Research  Scientist,  Institute  of  Rehabilita- 
tion Medicine,  New  York  University  Medical  Cen- 
ter 

9:05  Ultrasonic  Scanning  in  the  Evaluation  of  Prostatic  Dis- 
ease 

Martin  I.  Resnick,  M.D.,  Winston-Salem,  North  Car- 
olina (by  invitation) 

Assistant  Professor  of  Urology,  Department  of 
Surgery,  Bowman  Gray  School  of  Medicine  of 
Wake  Forest  University 

9:25  Clinical  Echocardiography — 1977 

Louis  Evan  Teichholz,  M.D.,  New  York  City  (by  invi- 
tation) 

Associate  Professor  of  Medicine,  Mount  Sinai 
School  of  Medicine  of  The  City  University  of  New 
York;  Associate  Chief,  Division  of  Cardiology,  The 
Mount  Sinai  Flospital 

9:55  The  Use  of  Echocardiography  in  the  Evaluation  of 
Positive  Stress  Tests 

William  Frischman,  M.D.,  The  Bronx  (by  invitation) 
Assistant  Professor  of  Medicine  and  Chief  of  Non- 
invasive  Techniques,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University 

10:10  Recess  to  View  Exhibits 


Maxwell  Spring,  M.D.,  The  Bronx,  Presiding 

Clinical  Associate  Professor  of  Medicine,  College  of  Medi- 
cine and  Dentistry  of  New  Jersey,  New  Jersey  Medical 
School,  Newark,  New  Jersey;  Advisor  for  Programs,  NYSS- 
IM  Committee  on  Continuing  Medical  Education  and  Pro- 
grams 


10:40  Computerized  Tomography  in  Medical  Diagnosis 

Joseph  A.  Marasco,  Jr.,  M.D.,  Pittsburgh,  Pennsyl- 
vania (by  invitation) 

Director  of  Diagnostic  Radiology,  St.  Francis  Gen- 
eral Hospital;  Clinical  Associate  Professor  of  Ra- 
diology, University  of  Pittsburgh  School  of  Medi- 
cine 

1 1:10  Cardiac  Nuclear  Imaging — 1977 

Lawrence  S.  Cohen,  M.D.,  New  Haven,  Connecticut 
(by  invitation) 

Professor  of  Medicine;  Director  of  Cardiology, 
Yale  University  Medical  Center 

1 1:35  Noninvasive  Evaluation  of  the  Patient  with  Dyspnea 

Henry  N.  Wagner,  Jr.,  M.D.,  Baltimore,  Maryland 
(by  invitation) 

Professor  of  Medicine,  Radiology,  and  Environ- 
mental Health  Sciences;  Head,  Divisions  of  Nucle- 
ar Medicine  and  Radiation  Health,  The  Johns  Hop- 
kins Medical  Institutions 

12:05  Panel  Discussion 

Maxwell  Spring,  M.D.,  The  Bronx,  Moderator 
The  Above  Speakers 


P.M. 

2:00  Practical  Noninvasive  Diagnostic  Techniques  in  Pe- 
ripheral Arterial  Disease 

Robert  W.  Barnes,  M.D.,  Richmond,  Virginia  (by  in- 
vitation) 

David  M.  Hume  Professor  of  Surgery,  Medical  Col- 
lege of  Virginia,  Virginia  Commonwealth  Universi- 
ty 

2:25  Noninvasive  Technique  in  the  Diagnosis  of  Venous 
Thrombosis 

Jack  Hirsh,  M.D.,  Hamilton,  Ontario,  Canada  (by  in- 
vitation) 

Professor  of  Pathology  and  Medicine,  McMaster 
University  School  of  Medicine 

2:55  Noninvasive  Diagnostic  Techniques  in  Extracranial 
Arterial  Disease,  Oculoplethysmography,  Doppler  So- 
nography, and  Ultrasonic  Arteriography 

David  Sumner,  M.D.,  Springfield,  Illinois  (by  invita- 
tion) 

Professor  of  Surgery;  Chief  of  Peripheral  Vascular 
Surgery,  Southern  Illinois  University  School  of 
Medicine 

3:20  Recess  to  View  Exhibits 

3:50  Value  of  Mammography,  Xeroradiography,  and  Ther- 
mography in  the  Evaluation  of  Breast  Lesions 

Philip  Strax,  M.D.,  New  York  City 

Medical  Director,  Guttman  Institute;  Director  of 
Radiology,  LaGuardia  Hospital 

4:15  Panel  Discussion 

Robert  W.  Barnes,  M.D.,  Moderator 
The  Above  Panelists 
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SECTIONS 


All  papers  read  before  the  Society  by  members  be- 
come the  property  of  the  Society.  The  original  copy 
of  each  paper  shall  be  left  with  the  Secretary  of  the 
Section  or  Session. 

Discussers  should  have  their  remarks  typed  and 
should  hand  them  to  the  Secretary. 

Section  and  Session  meetings  shall  begin  promptly 
at  the  hour  specified. 

Executive  Session — The  first  order  of  business, 
election  of  officers.  “To  participate  in  the  election  of 
any  section,  a member  of  the  Medical  Society  of  the 
State  of  New  York  must  register  with  such  section. " 

— Bylaws,  Article  XII,  Section  1 


Allergy  and  Immunology 

JAMES  R.  GOLUB,  M.D.,  New  Rochelle,  Chairman 
LAWRENCE  T.  CHIARAMONTE,  M.D.,  Flushing,  Vice- 
Chairman 

ABRAHAM  YURKOFSKY,  M.D.,  New  York,  Secretary 
HARRY  LEIBOWITZ,  M.D.,  Brooklyn,  Delegate 

Sunday,  October  2,  10:00  A.M. 

Versailles  Ballroom,  Second  Floor 


Anesthesiology 

THOMAS  K.  LAMMERT,  M.D.,  Scarsdale,  Chairman 
MARILYN  M.  S.  KRITCHMAN,  M.D.,  Great  Neck,  Vice- 
Chairman 

ERWIN  LEAR,  M.D.,  Williston  Park,  Secretary 
EDWARD  SINNOTT,  M.D.,  Old  Westbury,  Delegate 

Sunday,  October  2,  2:00  P.M. 

Versailles  Ballroom,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  2 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

P.M. 

2:00  Business  Meeting 

Symposium: 

RESPIRATORY  CARE 

2:20  What’s  New  in  Respiratory  Care? 

Roger  S.  Wilson,  M.D.,  Boston,  Massachusetts  (by 
invitation) 

Assistant  Professor  of  Anesthesia,  Harvard  Medi- 
cal School;  Associate  Anesthetist,  Massachusetts 
General  Hospital 

3:20  New  Developments  in  Respiratory  Therapy  Equip- 
ment 

Joel  S.  Archer,  M.D.,  New  York  City 

Physician-in-Charge  Respiratory  Therapy,  St.  Vin- 
cent's Hospital  and  Medical  Center  of  New  York, 
Clinical  Assistant  Professor  of  Anesthesiology, 
Mount  Sinai  School  of  Medicine  of  City  University 
of  New  York 


The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  1 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

A.M. 

10:00  Business  Meeting-Election  of  Officers 
Symposium: 

IMMUNODEFICIENCY  DISEASE 


10:10 


Cellular  Basis  of  the  Immune  Response 

Gregory  W.  Siskind,  M.D.,  New  York  City  (by  invita- 
tion) 

Professor  of  Medicine,  Head  of  Division  of  Allergy 
and  Immunology,  Cornell  University  Medical  Col- 
lege 


10:30  Clinical  Characteristics  of  Immune  Deficiency  Dis- 
ease 

Stanley  Schwartz,  M.D.,  New  York  City 

Associate,  Sloan-Kettering  Institute  for  Cancer 
Research;  Assistant  Attending  Physician,  Memori- 
al Hospital  for  Cancer  and  Allied  Diseases 

1 1:00  Recess  to  View  Exhibits 


1 1:30  Immunological  Engineering  in  the  Treatment  of  Immu- 
nodeficiency Disease 

Richard  O’Reilly,  M.D.,  New  York  City  (by  invita- 
tion) 

Assistant  Attending  Physician  in  Pediatrics,  Me- 
morial Hospital  for  Cancer  and  Allied  Diseases 

12  Noon  Basis  of  Immune  Defect  Associated  with  Aging 

Marc  Weksler,  M.D.,  New  York  City  (by  invitation) 
Associate  Professor  of  Medicine,  Cornell  Univer- 
sity Medical  College 


4:20  Discussion 


Cardiovascular  Diseases 

FREDERICK  J.  FLATLEY,  M.D.,  Rochester,  Chairman 
JOSEPH  SCHLUGER,  M.D.,  Brooklyn,  Vice-Chairman 
CHARLES  A.  BERTRAND,  M.D.,  White  Plains,  Secretary 
CHARLES  A.  BERTRAND,  M.D.,  White  Plains,  Delegate 

Monday,  October  3,  9:00  A.M. 

Versailles  Terrace,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  2 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

JOINT  MEETING  WITH 

American  Heart  Association,  New  York  State 
Affiliate;  Greater  New  York  Area  Chapter, 
Society  of  Nuclear  Medicine,  Eastern  Great 
Lakes  Chapter. 

A.M. 

9:00  Business  Meeting-Election  of  Officers 
Symposium  and  Panel  Discussion: 

NUCLEAR  MEDICINE  IN  CARDIOLOGY:  A NONINVASIVE 

APPROACH 

Richard  N.  Pierson,  Jr.,  M.D.,  New  York  City,  Moderator 
Director,  Division  of  Nuclear  Medicine,  St.  Luke’s  Hospital 
Center 
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9:15  Pulmonary  Embolism:  The  Sensitivity,  Specificity,  and 
Utility  of  the  Lung  Scan  in  the  Clinical  Environment 

a.  The  Postsurgical  Patient 

b.  The  Ambulatory  Patient  with  Chest  Pain 

c.  The  Elderly  Patient  with  Heart  Disease 
Philip  M.  Johnson,  M.D.,  New  York  City 

Director,  Division  of  Nuclear  Medicine,  Columbia 
Presbyterian  Medical  Center 

9:45  The  Measurement  of  Renal  Blood  Flow  and  Function 
with  Radioisotopes 

M.  Donald  Blaufax,  M.D.,  The  Bronx  (by  invitation) 
Professor  of  Medicine  and  Radiology,  Albert  Ein- 
stein College  of  Medicine  of  Yeshiva  University 

10:15  Recess  to  View  Exhibits 

10:45  The  Use  of  Radionuclides  to  Identify,  Stage,  and  Size 
Ischemic  Myocardium 

Jerome  Jacobstein,  M.D.,  The  Bronx  (by  invitation) 
Associate  Director,  Division  of  Nuclear  Medicine, 
New  York  Hospital 

11:15  Ventricular  Function:  Can  Radionuclide  Measurements 
Be  Quantitative? 

Richard  N.  Pierson,  Jr.,  M.D.,  New  York  City 

11:45  Panel  Discussion:  An  Integrated  Role  for  Nuclear 

Cardiography  in  the  Complete  Cardiology  Division 

Panelists: 

The  Above  Speakers 

Harvey  G.  Kemp,  M.D.,  New  York  City 

Chief,  Cardiology  Division,  St.  Luke's  Hospital 
Center 


Chest  Diseases 

ROY  H.  CLAUSS,  M.D.,  New  York  City,  Chairman 
FREDERICK  R.  BEEREL,  M.D.,  Buffalo,  Vice-Chairman 
PASOUALE  CIAGLIA,  M.D.,  Utica,  Secretary 
ARTHUR  G.  PENTA,  M.D.,  Schenectady,  Delegate 

Tuesday,  October  4,  9:00  A.M. 

Versailles  Ballroom,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  2 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

JOINT  MEETING  WITH 

New  York  State  Chapter  of  the  American 
College  of  Chest  Physicians 

A.M. 

9:00  Business  Meeting-Election  of  Officers 

9:15  Coronary  Artery  Surgery:  Rationale  and  Results  of 
Endarterectomy  and  Bypass  in  the  Beating  Partially 
Supported  Heart 

Eugene  Wallsh,  M.D.,  New  York  City 

Associate  Cardiovascular  Surgeon,  Lenox  Hill 
Hospital 

DRCE  (Distal  right  coronary  endarterectomy)  with  SCB  (saphe- 
nous coronary  bypass)  has  been  used  to  revascularize  diffusely 
obstructed  right  coronary  arteries  in  1 16  patients.  Clinical  follow-up 
was  100  percent  for  a total  of  2,853  patient  months.  Operative 
mortality  was  0.9  percent,  or  1 of  1 16  patients.  One  presumed  late 
coronary  death  occurred  at  four  months.  Late  patency  was  92 
percent,  or  22  of  24  patients  randomly  studied  beyond  one  year. 


Preoperative  infarction  rate  was  3.3  percent,  or  3 of  91  patients, 
when  intraoperative  electric  fibrillation  was  abandoned  versus  24 
percent,  or  6 of  25  patients,  when  fibrillation  was  employed. 
Cardiopulmonary  bypass  was  only  used  to  support  cardiac  function 
when  necessary  with  the  beating  heart. 

DRCE  with  SCB  may  be  used  to  revascularize  the  distal  right 
coronary  artery  when  diffuse  obstruction  might  make  it  unsuitable 
for  conventional  bypass.  Excellent  clinical  results,  myocardial 
preservation,  and  high  late  patency  with  low  operative  mortality  may 
be  obtained  when  unphysiologic  techniques,  that  is,  ventricular  fi- 
brillation and  total  cardiopulmonary  bypass,  are  avoided. 

9:35  Pulmonary  Infection  in  the  Compromised  Host 

Donald  B.  Louria,  M.D.,  Newark,  New  Jersey  (by  in- 
vitation) 

Professor  and  Chairman,  Department  of  Preven- 
tive Medicine  and  Community  Health,  New  Jersey 
School  of  Medicine  and  Dentistry 

An  approach  to  superinfection  will  be  outlined  by  the  use  of  il- 
lustrative clinical  cases.  Four  categories  will  be  discussed:  in- 
fection due  to  specific  underlying  diseases:  infection  related  to 
treatments  the  patient  has  received:  those  infections  increased  in 
severity  by  underlying  diseases  or  treatments,  but  not  necessarily 
increased  in  incidence;  and  infections  related  to  societal  factors, 
including  contraceptive  techniques  and  use  of  licit  or  illicit  intoxi- 
cants. 

We  believe  that  attention  to  this  categorization  of  superinfections 
will  make  it  much  easier  for  the  clinician  to  focus  diagnostically  and 
therapeutically  on  specific  microbial  agents. 

9:55  Asthma:  Functional  Considerations  of  Practical 

Therapy 

Fred  M.  Jacobs,  M.D.,  Newark,  New  Jersey  (by  invi- 
tation) 

Director,  Chest  and  Medical  Service  and  Intensive 
Care  Unit,  St.  Barnabas  Medical  Center,  Living- 
ston, New  Jersey:  Associate  Clinical  Professor  of 
Medicine,  New  Jersey  College  of  Medicine  and 
Dentistry 

In  the  past  several  years,  important  advances  in  the  under- 
standing of  the  biochemical  and  physiologic  basis  of  asthma  have 
been  achieved.  The  role  of  the  autonomic  nervous  system  in  reflex 
bronchoconstriction  and  the  action  of  biochemical  mediators  in  the 
asthmatic  patient  have  led  to  an  improved  rationale  on  which  to  base 
therapy.  This  improvement  in  the  treatment  of  asthma  has  been 
achieved  by  the  introduction  of  more  selective  sympathetic  agonists, 
nonabsorbable  corticosteroid  aerosols,  and  the  introduction  of 
parasympatholytic  agents. 

This  presentation  will  deal  with  these  developments  in  the  context 
of  the  practical  office  management  of  the  severe  asthma  pa- 
tient. 

10:15  Recess  to  View  Exhibits 

10:45  Primary  and  Secondary  Lung  Tumors  Responsive  to 
Chemotherapy 

Edward  J.  Beattie,  Jr.,  M.D.,  New  York  City 

Chairman,  Department  of  Surgery;  Chief  Medical 
Officer,  Memorial  Hospital  for  Cancer  and  Allied 
Diseases;  Professor  of  Surgery,  Cornell  University 
Medical  College 

Primary  bronchogenic  carcinoma  has  been  notoriously  resis- 
tant to  chemotherapy.  However,  a protocol  of  high-dose  intrave- 
nous cyclophosphamide  (Cytoxan)  and  high-dose  Cis-diaminodi- 
chloro-platinum  is  promising. 

Among  the  secondary  tumors  in  the  lung,  the  Wilms’  tumor  in 
children  and  the  various  testicular  tumors  in  adults  have  been  the 
most  responsive  tumors.  Among  the  more  usual  carcinomas 
metastatic  to  the  lung,  namely  colonic,  these  have  generally  been 
resistant  to  chemotherapy.  However,  a recently  modified  MOF 
(methotrexate  oncovin  fluorouracil)  protocol  in  addition  to  strepto- 
zotocin  has  shown  promise. 

A general  review  of  the  subject  and  what  it  may  mean  to  the 


1544  New  York  State  Journal  of  Medicine/August  1977 


multidisciplinary  approach  to  the  treatment  of  primary  and  secondary 
lung  cancers  will  be  presented. 

1 1:05  The  Annual  Howard  Lilienthal  Memorial  Lecture— The 

Adult  Respiratory  Distress  Syndrome  and  the  Current 
Status  ol  Extracorporeal  Membrane  Oxygenators 

Matthew  B.  Divertie,  M.D.,  Rochester,  Minnesota 
(by  invitation) 

Professor  of  Medicine,  Mayo  Medical  School; 

President,  American  College  of  Chest  Physicians 

Treatment  of  the  adult  respiratory  distress  syndrome  is  princi- 
pally directed  to  maintaining  adequate  oxygen  delivery  to  the  brain 
and  heart  while  allowing  or  assisting  the  lungs  to  recover  from  the 
precipitating  insult.  Supportive  measures  are  based  on  mechanical 
ventilation,  supplemental  oxygen,  and  various  levels  of  positive  end 
expiratory  pressure.  The  mortality  rate  has  remained  high,  how- 
ever, and  the  introduction  of  membrane  oxygenators  was  welcomed 
as  a new  and  powerful  tool  in  the  therapy  of  this  condition.  This 
presentation  will  review  the  historic  development  of  this  approach 
and  critically  appraise  its  present  place  in  the  development  of  adult 
respiratory  distress  syndrome. 

11:35  Discussion 


NEW  YORK  STATE  CHAPTER  OF  THE 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS 

ANNUAL  DINNER  AND  BUSINESS  MEETING 
Monday,  October  3,  1977 


Americana  Hotel 

Business  Meeting — Chapter  Suite,  4:45  P.M. 

Cocktails — Chapter  Suite,  6:15  P.M. 

Dinner — La  Loire  Suite,  3rd  floor,  7:45  P.M. 

Speaker:  Matthew  B.  Divertie,  M.D.,  Rochester,  Min- 
nesota 

President,  American  College  of  Chest 
Physicians;  Professor  of  Medicine,  Mayo 
Medical  School 

Please  make  your  dinner  reservations  no  later  than  Sep- 
tember 20. 

Dinner — $20  (including  cocktails  and  dinner  wines) 
Checks  payable  to  New  York  State  Chapter  AACP 
Mail  to:  Arthur  Q.  Penta,  M.D. 

1301  Union  Street 
Schenectady,  N.Y.  12308 
Your  ticket  will  be  held  for  you  at  the  door. 

For  information  regarding  location  of  Chapter  Suite,  please 
contact  hotel  telephone  operator. 

Come  and  enjoy  the  evening. 


Dermatology  and  Syphilology 

JOHN  T.  MCCARTHY,  M.D.,  New  York  City,  Chairman 
NORMAN  B.  KANOF,  M.D.,  New  York  City,  Vice-Chairman 
NORMAN  B.  KANOF,  M.D.,  New  York  City,  Delegate 

Monday,  October  3,  9:00  A.M. 

Royal  Ballroom  A,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  2 credit 
hours  in  Category  2 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

A.M. 

9:00  Business  Meeting-Election  of  Officers 


9:30  Mechanisms  of  Drug  Eruptions 

Adolph  Rostenberg,  Jr.,  M.D.,  Chicago,  Illinois  (by 

invitation) 

Professor  and  Chairman  (Emeritus),  Department 
of  Dermatology,  University  of  Illinois  College  of 
Medicine 

10:30  Recess  to  View  Exhibits 

11:00  Panel  Discussion: 

CHALLENGES  IN  DERMATOLOGIC  DIAGNOSIS  AND 
MANAGEMENT 

Adolph  Rostenberg,  Jr.,  M.D.,  Chicago,  Illinois  (by  invitation), 

Moderator 

Panelists 

Anthony  D.  Domonkos,  M.D.,  New  York  City 
Clinical  Professor  of  Dermatology,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons 

Charles  P.  DeFeo,  M.D.,  New  York  City 

Clinical  Professor  of  Dermatology,  New  York  Uni- 
versity School  of  Medicine 

Samuel  B.  Frank,  M.D.,  White  Plains 

Clinical  Professor  of  Dermatology,  New  York  Uni- 
versity School  of  Medicine 

John  T.  McCarthy,  M.D.,  New  York  City 
Chief  of  Dermatology,  Lenox  Hill  Hospital 


Emergency  Medicine 

EDWARD  MCNEIL,  M.D.,  Mount  Kisco,  Chairman 
CHARLES  N.  RAPPAPORT,  M.D.,  Rochester,  Vice- 
Chairman 

JULIUS  P.  DUIC,  M.D.,  Scarsdale,  Secretary 
DAVID  N.  KLUGE,  M.D.,  Rochester,  Delegate 


Tuesday,  October  4,  9:00  A.M. 

Royal  Ballroom  B,  Second  Floor 

The  Medicai  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  2 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

JOINT  MEETING  WITH 

Section  on  Preventive  Medicine  and  Public 
Health 

A.M. 

9:00  Business  Meetings-Eleclion  of  Officers 

9:10  The  Training  and  Deployment  of  Advanced  Emergency 
Medicine  Technicians 

Robert  Huszar,  M.D.,  Albany 

Director,  Bureau  of  Emergency  Health  Services, 
State  of  New  York  Department  of  Health 

9:45  Hematological  Emergencies 

Bennett  Lustgarten,  M.D.,  Hastings-on-Hudson 
Assistant  Professor  of  Clinical  Medicine,  New 
York  University  School  of  Medicine;  Consultant  in 
Hematology,  S*.  Joseph’s  Hospital,  Yonkers 
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10:20 


Panel  Discussion: 


HEALTH  DEPARTMENT/EMERGENCY  DEPARTMENT 
RELATIONS 

Edward  L.  McNeill,  M.D.,  Bedford,  Moderator 

Emergency  Physician,  Northern  Westchester  Hospital  Cen- 
ter 

Panelists 

Jack  J.  Goldman,  M.D.,  White  Plains 

Commissioner  of  Health,  Westchester  County; 
Clinical  Professor  of  Community  and  Preventive 
Medicine,  New  York  Medical  College 

Julius  P.  Duic,  M.D.,  Bronxville 

Director,  Emergency  Department,  Lawrence  Hos- 
pital 

Gordon  A.  Eadie,  M.D.,  Auburn 

Commissioner  of  Health,  County  of  Cayuga 

Cyril  T.  M.  Cameron,  M.D.,  Troy  (by  invitation) 
Director,  Emergency  Department,  Samaritan  Hos- 
pital 

10:55  Recess  to  View  Exhibits 

1 1 :30  Murder  or  Suicide? 

Yong-Myun  Rho,  M.D.,  New  York  City  (by  invita- 
tion) 

Deputy  Chief  Medical  Examiner,  City  of  New  York; 
Associate  Professor  of  Forensic  Medicine,  New 
York  University  School  of  Medicine 

1 2 Noon  Emergency  Medical  Services  in  the  North  Humberside 
of  England 

John  Gosnold,  M.D.,  Hull,  England  (by  invitation) 

North  Humberside  is  comprised  of  two  adjacent  districts  in  the 
Humberside  area,  forming  part  of  the  Yorkshire  region.  It  covers 
an  area  of  400,000  acres  and  has  a population  of  500,000,  50 
percent  of  whom  live  in  the  City  of  Hull. 

The  Major  Accident  Unit  responsible  for  receiving  all  acute 
emergencies  is  situated  at  the  Hull  Royal  Infirmary,  surrounded  by 
an  active  voluntary  service  of  general  practitioners  who  are  linked 
by  radio  to  the  ambulance  service. 

The  Unit  also  receives  emergencies  from  the  North  Sea,  ships 
and  oil  rigs,  having  a helicopter  landing  site  on  the  hospital 
grounds. 


Family  and  General  Practice 

L.  THOMAS  WOLFF,  M.D.,  Syracuse,  Chairman 
BENTLEY  D.  MERRIM,  M.D.,  Brooklyn,  Vice-Chairman 
MARGERY  W.  SMITH,  M.D.,  East  Berne,  Secretary 
JAMES  R.  NUNN,  M.D.,  Amherst,  Delegate 

Monday,  October  3,  9:00  A.M. 

Royal  Ballroom  B,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  2 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

A.M. 

9:00  Business  Meeting-Election  of  Officers 
Symposium  and  Panel  Discussion: 

TREATMENT  OF  CHRONIC  PAIN 

L.  Thomas  Wolff,  M.D.,  Syracuse,  Moderator 


Professor  and  Chairman,  Department  of  Family  Practice, 
State  University  of  New  York  Upstate  Medical  Center  at  Syr- 
acuse 

9:10  The  Psychiatric  Role  in  the  Treatment  of  Chronic  Pain 

Carmen  A.  Delcioppo,  M.D.,  Liverpool 

Clinical  Assistant  Professor  of  Family  Practice, 
State  University  of  New  York  Upstate  Medical 
Center  at  Syracuse 

9:45  Something  Old-Something  New:  The  Neurosurgical  Ap- 
proaches to  Pain 

Herbert  Lourie,  M.D.,  Syracuse 

Clinical  Professor  of  Neurosurgery,  State  Univer- 
sity of  New  York  Upstate  Medical  Center  at  Syra- 
cuse 

10:30  Recess  to  View  Exhibits 

11:00  Alternatives  to  Drugs  in  the  Treatment  of  Chronic  Pain 
Syndromes 

Ronald  J.  Dougherty,  M.D.,  Syracuse 

Clinical  Associate  Professor  of  Family  Practice, 
State  University  of  New  York  Upstate  Medical 
Center  at  Syracuse;  Director  of  Drug  Rehabilita- 
tion, Crouse-lrving  Memorial  Hospital,  Pain  Refer- 
ral Center 

11:45  Panel  Discussion 

The  Above  Speakers 


Gastroenterology  and  Colon  and  Rectal  Surgery 

STUART  H.  QUAN,  M.D.,  New  York  City,  Chairman 
TAY  S.  KIM,  M.D.,  Brooklyn,  Vice-Chairman 
MANDELL  I.  GANCHROW,  M.D.,  Spring  Valley,  Secretary 
HANS  J.  BRUNS,  M.D.,  Syracuse,  Delegate 

Monday,  October  3,  9:00  A.M. 

Versailles  Ballroom,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  2 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

A.M. 

9:00  Business  Meeting-Election  of  Officers 
Symposium: 

COLONOSCOPY  IN  1977 

9:10  Polyp-Cancer  Controversy  Updated 

Cecelia  Fenoglio.  M.D.,  New  York  City  (by  invita- 
tion) 

Associate  Professor  of  Pathology,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons;  Asso- 
ciate Director,  Division  of  Obstetric  and  Gynecolo- 
gic Pathology,  Sloane  Hospital  for  Women 

The  two  types  of  colonic  polyps  we  will  be  concerned  with  are 
the  very  common  hyperplastic  polyps  which  are  not  neoplastic  and 
adenomatous  polyps.  The  latter  are  true  neoplasms  and  are  one- 
tenth  as  common  as  hyperplastic  polyps.  Depending  on  the  size 
and  probably  related  to  a sessile  mode  of  growth,  one  may  readily 
observe  intramucosal  or  early  invasive  carcinoma.  Early  cancer 
does  not  occur  unassociated  with  adenomas.  Ordinary  colorectal 
carcinoma  does  not  arise  de  novo  from  normal  crypts  of  Lieberkuhn 
without  passing  through  an  intermediate  stage  known  as  adeno- 
mas. 
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9:40  Current  Techniques  in  the  Early  Diagnosis  of  Colon  Tu- 
mors 

Sidney  J.  Winawar.  M.D.,  New  York  City 

Director,  Diagnostic  Gastrointestinal  Unit,  Memo- 
rial Hospital  for  Cancer  and  Allied  Diseases 

Techniques  are  now  available  for  the  detection  of  early  colo- 
rectal cancer  and  polyps.  Asymptomatic  men  and  women  age  40 
and  over  can  be  screened  with  fecal  occult-blood  testing.  Results 
indicate  a 1 percent  rate  of  positive  slides  with  a 50  percent  pre- 
dictive potential  for  neoplastic  lesions.  Sigmoidoscopy  still  remains 
an  under-utilized  and  potential  highly  productive  technique,  since 
approximately  50  percent  of  colorectal  neoplasms  occur  within  its 
range.  Flexible  sigmoidoscopy  provides  a more  extensive  exam- 
ination and  has  a higher  yield  than  rigid  sigmoidoscopy.  Colonos- 
copy has  revolutionized  the  approach  to  colorectal  neoplasia, 
providing  an  increased  detection  rate  of  colorectal  cancers  and 
adenomas.  These  screening  and  detection  techniques  can  be 
applied  to  high-risk  groups  and  to  the  general  population  at  risk  by 
age  for  detection  of  early  colorectal  neoplasia. 

10:10  Colonoscopy  in  the  Diagnosis  and  Management  of  In- 
flammatory Bowel  Disease 

Jerome  D.  Waye,  M.D.,  New  York  City 

Associate  Clinical  Professor  of  Medicine,  Mount 
Sinai  School  of  Medicine  of  the  City  University  of 
New  York;  Chief,  Gastrointestinal  Endoscopy  Unit, 
The  Mount  Sinai  Hospital 

Endoscopy  can  assist  the  physician  in  the  care  of  patients  with 
inflammatory  bowel  disease  when  certain  specific  indications  exist. 
These  indications  include  filling  defects  found  on  barium  enema 
x-ray  film  examination,  strictures  in  the  bowel  in  the  patient  with 
chronic  colitis,  in  the  differential  diagnosis  between  ulcerative  colitis 
and  granulomatous  colitis,  in  the  preoperative  evaluation  of  the  exact 
extent  of  colonic  disease  in  patients  with  Crohn’s  colitis,  and  for 
cancer  surveillance  in  patients  with  universal  chronic  ulcerative 
colitis.  Care  must  be  taken  in  the  preparation  and  performance 
of  the  procedure  lest  perforation  of  the  bowel  occur. 

10:40  Recess  to  View  Exhibits 

11:10  ALBERT  F.  R.  ANDRESEN  MEMORIAL  LECTURE.  Colonos- 
copic Management  of  Polypoid  Disease  of  the  Colon:  A 
Surgeon’s  Viewpoint 

Gerald  Marks.  M.D.,  Philadelphia,  Pennsylvania  (by 

invitation) 

Assistant  Professor  of  Clinical  Surgery,  Jefferson 
Medical  College  of  Thomas  Jefferson  University 

Initial  efforts  in  the  use  of  flexible  fiberoptic  colonoscopy  for 
the  control  of  polypoid  disease  of  the  colon  were  concerned  pri- 
marily with  instrumentation,  methodology,  and  the  description  of 
complications.  The  mechanical  features  of  colonoscopic  poly- 
pectomy have  been  well  defined  and  are  suitably  applied  by  a 
growing  number  of  expert  colonoscopists.  There  is  need  now  to 
direct  attention  to  furthering  refinements  in  the  judgmental  areas 
of  patient  selection  for  polypectomy,  radiologic  interpretation,  in- 
dications for  and  extent  of  surgical  resection,  surveillance  schemes, 
and  the  recognition,  avoidance,  and  management  of  complications. 
Judgmental  refinements  are  dependent  on  the  proper  interpretation 
of  rapidly  accumulating  data  and  observations.  Interpretation,  an 
intellectual  exercise,  may  deceptively  reflect  a subjective  response 
based  on  past  experiences,  prejudice,  and  perspective. 

The  purpose  of  this  presentation  is  to  apply  a surgical  ethic  in  the 
enunciation  of  guidelines  for  colonoscopic  management  of  polypoid 
disease  of  the  colon  in  a manner  acceptable  to  nonsurgeons  as  well 
as  surgeons.  Bound  by  the  flexible  fiberoptic  colonoscope,  we  have 
a unique  opportunity  to  achieve  a commonness  of  mind  and  purpose 
in  a rare  spirit  of  cooperation  as  we  direct  our  energies  to  the  control 
of  polypoid  disease  of  the  colon. 


Internal  Medicine 

MONTE  MALACH,  M.D.,  Brooklyn,  Chairman 
MILFORD  C.  MALONEY,  M.D.,  West  Seneca,  Vice- 
Chairman 

JOSEPH  N.  SILVERSTEIN,  M.D.,  Brooklyn,  Secretary 
JOHN  R.  WILLIAMS,  JR.,  M.D.,  Rochester,  Delegate 

Wednesday,  October  5,  8:30  A.M. 

Royal  Ballroom  A,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  6 hours 
in  Category  1 of  the  Physician 's  Recognition  A ward  of  the  American 
Medical  Association. 

JOINT  MEETING  WITH 

New  York  State  Society  of  Internal  Medicine 

SEE  GENERAL  SESSION  PAGE  1542  FOR  PROGRAM 


Medical-Legal  and  Workmen’s  Compensation 
Matters 

PHILIP  E.  M.  BOURLAND,  M.D.,  New  York  City,  Chairman 
WILLIAM  G.  DUPONG,  M.D.,  Brooklyn,  Vice-Chairman 
JACOB  D.  MATIS,  M.D.,  New  York  City,  Secretary 
ROBERT  KATZ,  M.D.,  New  York  City,  Delegate 

Tuesday,  October  4,  2:00  P.M. 

Royal  Ballroom  B,  Second  Floor 
JOINT  MEETING  WITH 

Section  on  Occupational  Medicine 

PROGRAM  TO  BE  ANNOUNCED. 


Neurology 

RICHARD  SATRAN,  M.D.,  Rochester,  Chairman 
ROBERT  J.  JOYNT,  M.D.,  Rochester,  Vice-Chairman 
BERNARD  H.  SMITH,  M.D.,  Buffalo,  Secretary 
DAVID  GREEN,  M.D.,  Albany,  Delegate 

Monday,  October  3,  2:00  P.M. 

Royal  Ballroom  B,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  2 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

P.M. 

2:00  Business  Meeting-Election  of  Officers 
Symposium  and  Panel  Discussion: 

CURRENT  PERSPECTIVES  IN  NEUROLOGY 

Richard  Satran,  M.D.,  Rochester,  Moderator 

Professor  of  Neurology,  University  of  Rochester  School  of 
Medicine  and  Dentistry 
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2:10  The  Medical  Management  of  Cerebrovascular  Dis- 
ease 

David  Green,  M.D.,  Albany 

Clinical  Associate  Professor  of  Neurology,  Albany 
Medical  College  of  Union  University 
2:30  Heavy  Metals  and  the  Brain 

David  O.  Marsh,  M.D.,  Rochester 

Associate  Professor  of  Neurology,  University  of 
Rochester  School  of  Medicine  and  Dentistry 
2:50  Tardive  Dyskinesia 

George  Paulson,  M.D.,  Columbus,  Ohio  (by  invita- 
tion) 

Clinical  Professor  of  Neurology,  Ohio  State  Uni- 
versity College  of  Medicine 

3: 10  Recess  to  View  Exhibits 

3:40  Cervical  Spondylosis 

Bernard  Smith,  M.D.,  Buffalo 

Professor  of  Neurology,  State  University  of  New 
York  at  Buffalo  School  of  Medicine 
4:00  Diseases  of  Nerve  Roots  and  Nerve  Plexuses 
Richard  Satran,  M.D.,  Rochester 

Panel  Discussion 

The  Above  Speakers 


Neurosurgery 

DAVID  G.  STORRS,  M.D.,  Endicott,  Chairman 
EDGAR  M.  HOUSEPIAN,  M.D.,  New  York  City,  Vice- 
Chairman 

DONALD  H.  STEWART,  Jr.,  M.D.,  Syracuse,  Secretary 
RUSSEL  H.  PATTERSON,  Jr.,  M.D.,  New  York  City, 
Delegate 

Sunday,  October  2,  10:00  A.M. 

Royal  Ballroom  B,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  2 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

JOINT  MEETING  WITH 

New  York  State  Neurosurgical  Society 

A.M. 

10:00  Business  Meeting-Election  of  Officers 

10:10  Precocious  Puberty:  Neurosurgical  Aspects 

Saul  Balagura,  M.D.,  The  Bronx  (by  invitation) 
Kenneth  Shulman,  M.D.,  The  Bronx 

The  Leo  M.  Davidoff  Department  of  Neurological 
Surgery,  Albert  Einstein  College  of  Medicine  of 
Yeshiva  University 

The  case  of  a one-year-old  boy  with  precocious  puberty  is  pre- 
sented, and  the  differential  diagnosis  of  its  causes  is  discussed. 
Surgical  exploration  demonstrated  a hamartoma  projection  un- 
derneath the  optic  chiasm.  Multidisciplinary  research  in  animals, 
using  lesioning,  stimulation,  and  tagging  techniques  demonstrate 
that  the  basal  diencephalon  is  important  to  the  behavioral  and 
neuroendocrinologic  regulation  of  sexual  characteristics.  This 
knowledge  may  contribute  to  the  understanding  of  this  clinical  en- 
tity. 

Discussion: 

Fred  J.  Epstein,  M.D.,  New  York  City 

Assistant  Professor  of  Medicine,  New  York  Uni- 
versity School  of  Medicine 


10:20  Experience  with  the  Transcallosal  Approach  to  the 
Anterior  Ventricular  System 

William  Shucart,  M.D.,  Brooklyn 

Professor  and  Chairman,  Department  of  Neurosur- 
gery, State  University  of  New  York  Downstate 
Medical  Center 

An  anterior  transcallosal  route  was  used  for  a variety  of  intra- 
ventricular lesions  in  21  patients.  We  have  found  this  approach 
to  be  rapid  and  easy  with  no  neurologic  deficits  related  to  the  ex- 
posure documented  to  date.  The  facility  of  this  route  and  the  op- 
erative technique  will  be  presented. 

10:30  Technical  Improvements  in  Radiofrequency  Trigeminal 
Rhizotomy 

Ronald  Brisman,  M.D.,  New  York  City 

Associate  in  Clinical  Neurological  Surgery,  Pres- 
byterian Hospital 

Although  the  percutaneous,  radiofrequency  selective  retrogas- 
serian  trigeminal  rhizotomy  is  an  elegant  and  highly  successful 
treatment  for  trigeminal  neuralgia,  a number  of  technical  problems 
may  occur  which  are  not  clearly  resolved  in  the  literature.  Improved 
ways  for  avoiding  and  handling  these  problems  are  discussed  as  they 
pertain  to  x-ray  localization,  response  to  stimulation,  presence  of 
cerebrospinal  fluid,  sensory  changes  after  lesioning,  hyperemia  in 
the  trigeminal  distribution,  duration  and  degree  of  heating,  and 
neuroleptic  anesthesia. 

10:40  An  Approach  to  Ruptured  Thoracic  Discs  Through  the 
Vertebral  Pedicle 

R.  H.  Patterson,  Jr.,  M.D.,  New  York  City 

Attending-in-Charge  of  Neurosurgery,  New  York 
Hospital 

Ehud  Arbit,  M.D.,  New  York  City  (by  invitation) 

The  surgery  of  ruptured  thoracic  discs  is  not  without  risk,  as  a 
review  of  the  literature  indicates.  A good  principle  to  follow  is  to 
remove  the  disc  before  performing  a laminectomy,  and  this  can  be 
accomplished  through  a midline  incision  by  removing  a pedicle  just 
caudal  to  the  ruptured  disc  and  thereby  gaining  entry  to  the  disc 
interspace.  Three  cases  have  been  operated  on  by  this  technique 
with  a good  result  in  each. 

Discussion: 

V.  Benjamin,  M.D.,  New  York  City 

E.  Schlesinger,  M.D.,  New  York  City 

10:50  Fracture  Dislocation  of  the  Cervical  Spine;  Value  of 
Anterior  Approach  with  Calf  Bone  Interbody  Fusion 

Arnold  Goran,  M.D.,  Poughkeepsie 

K.  Krishna  Murthy,  M.D.,  Poughkeepsie 

St.  Francis  Hospital;  Vassar  Brothers  Hospital 

Twenty  surgically  treated  cases  of  fracture  dislocation  of  the 
cervical  spine  are  presented.  All  patients  had  hyperflexion  injuries 
with  associated  rupture  of  the  intervertebral  disk.  All  patients  were 
operated  on  through  an  anterior  surgical  approach.  Ten  consec- 
utive patients  had  interbody  fusion  with  autogenous  bone,  and  ten 
consecutive  patients  were  fused  anteriorly  with  bovine  (Kiel)  bone. 
All  patients  fused  satisfactorily.  There  was  no  significant  difference 
between  the  use  of  autogenous  bone  and  bovine  bone. 

11:00  Cerebral  Metastasis  from  Pulmonary  Cancer:  Two 
Long-Term  Postsurgical  Survivors 

Ronald  P.  Hantman,  M.D.,  Syracuse  (by  invitation) 
Resident  in  Neurosurgery,  State  University  Hospi- 
tal 

Luciano  M.  Modesti,  M.D.,  Syracuse 

Associate  Professor  of  Neurosurgery,  State  Uni- 
versity of  New  York  Upstate  Medical  Center  at 
Syracuse;  Chief  Neurosurgical  Section,  Veterans 
Administration  Hospital 

Two  patients  with  continued  long-term  survival  after  surgery  for 
cerebral  metastasis  from  pulmonary  cancer  are  reported  as  ex- 
ceptions to  the  poor  prognosis  associated  with  this  disease.  One 
patient  had  excision  of  a solitary  metastasis  one  year  after  pneu- 
monectomy while  the  other  had  resection  of  the  cerebral  metastasis 
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prior  to  definitive  pulmonary  surgery.  Recent  evaluations  re- 
spectively at  eight  and  four  years  after  cranial  surgery  show  no 
evidence  of  recurrence.  The  pathology  and  ramifications  of  the 
CAT  scan  with  respect  to  management  of  cerebral  metastasis  is 
discussed. 

11:10  Recess  to  View  Exhibits 

1 1:40  Subdural  Empyema  in  Africans  in  Rhodesia 

Franz  E.  Glassauer,  M.D.,  Buffalo  (by  invitation) 
Department  of  Neurosurgery,  Edward  J.  Meyer 
Memorial  Hospital 

Laurance  F.  Levy,  M.D.,  Salisbury,  Rhodesia,  Africa 
(by  invitation) 

Harari  Central  Hospital.  Rhodesia,  Africa 

Forty-four  patients  with  subdural  empyema  were  encountered 
in  Africans  at  the  Harari  Hospital  in  Salisbury,  Rhodesia,  during  the 
period  of  1970-1974.  The  analysis  of  these  cases  revealed  some 
interesting  observations. 

Sixty-eight  percent  of  the  patients  were  below  the  age  of  20 
years,  and  males  predominated.  About  one  half  of  the  patients  had 
either  a history  or  evidence  of  an  infectious  process  outside  the 
central  nervous  system.  About  the  same  percentage  demonstrated 
localizing  signs  on  admission.  Cultures  of  the  empyema  were 
positive  in  38  per  cent,  and  the  predominant  organisms  identified 
were  Streptococcus  and  Staphylococcus.  The  mortality  rate  re- 
mained high,  and  there  was  no  correlation  between  antibiotic  therapy 
and  eventual  outcome. 

Some  of  these  observations  relate  to  the  racial  and  socioeco- 
nomic environment  and  the  cultural  background  of  the  African 
population. 

1 1:50  Section  of  the  Pituitary  Stalk  in  Primates:  An  Old  Model 
Revisited 

John  L.  Antunes,  M.D.,  New  York  City  (by  invita- 
tion) 

Visiting  Fellow,  Department  of  Neurological  Sur- 
gery, Columbia  Presbyterian  Medical  Center 

Section  of  the  pituitary  stalk  was  one  of  the  first  experimental 
approaches  to  the  study  of  the  hypothalamo-pituitary  axis.  The  use 
of  specific  immunocytochemical  techniques  for  the  morphologic 
study  of  the  various  pituitary  cells  and  detailed  endocrine  evaluation 
has  provided  new  insights  on  the  hypothalamic  regulation  of  the 
pituitary  gland.  The  mechanisms  are  different  for  growth  hormone 
and  ACTH  (adrenocorticotropic  hormone),  which  are  preserved, 
prolactin,  which  increases,  and  LH  (luteinizing  hormone),  FSH 
(follicle  stimulating  hormone),  and  TSH  (thyroid  stimulating  hormone), 
which  decrease  after  stalk  section.  Both  LH  and  FSH,  however, 
are  still  present  in  the  proximal  pars  tuberalis  of  the  pituitary  gland. 
This  preparation  provides  an  useful  model  for  the  study  of  the  effects 
of  various  agents  on  an  “isolated"  pituitary. 

12  Noon  Monoamine  Chemistry  in  Experimental  Spinal  Cord 
Trauma 

Robert  A.  Brodner,  M.D.,  New  York  City  (by  invita- 
tion) 

Department  of  Surgery,  The  Mount  Sinai  School  of 
Medicine  of  the  City  University  of  New  York 

P.M. 

12:10  Chemotherapy  of  Nonirradiated  Gliomas 

Anthony  M.  Avellanosa,  M.D.,  Buffalo  (by  invita- 
tion) 

Charles  R.  West,  M.D.,  Buffalo  (by  invitation) 
Roswell  Park  Memorial  Institute 

12:20  Treatment  of  Intracanial  Metastases  by  Surgical  Extir- 
pation 

Francis  W.  Gamache,  Jr.,  M.D.,  New  York  City 
New  York  Hospital 

12:30  Microvascular  Bypass  Grafts:  The  Ischemic  Stimulus 
to  Growth 

Jack  M.  Fein,  M.D.,  The  Bronx 

Department  of  Neurosurgery,  Albert  Einstein  Col- 
lege of  Medicine  of  Yeshiva  University 


Obstetrics  and  Gynecology 

MORTON  A SCHIFFER,  M.D.,  Brooklyn,  Chairman 
WAYNE  L.  JOHNSON,  M.D.,  Buffalo,  Vice-Chairman 
STEPHEN  A,  GETTINGER,  M.D.,  Huntington,  Secretary 
DONALD  W.  HALL,  M.D.,  Buffalo,  Delegate 

Sunday,  October  2,  10:00  A.M.  and  1:30  P.M.,  All 
Day  Session 

Versailles  Terrace,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  6 credit 
hours  in  Category  1 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

A.M. 

10:00  Business  Meeting-Election  of  Officers 
Symposium  and  Panel  Discussion: 

GYNECOLOGIC  ONCOLOGY 

John  L.  Lewis,  Jr.,  M.D.,  New  York  City,  Moderator 

Director  of  Gynecology,  Memorial  Hospital  for  Cancer  and 

Allied  Diseases 

Sponsored  by  the  Gynecology  Department  of  the 

Memorial  Hospital  for  Cancer  and  Allied  Diseases 

10:15  Staging  of  Gynecologic  Cancer 

James  Freel,  M.D.,  New  York  City 

Assistant  Attending,  Departments  of  Surgery, 
Gynecology;  Assistant  Professor  of  Obstetrics  and 
Gynecology,  Cornell  University  Medical  College 

10:35  Endometrial  Carcinoma:  Response  to  Therapy 

Basil  Hilaris,  M.D.,  New  York  City 

Attending  in  Radiation  Therapy;  Professor  of  Ra- 
diation Therapy,  Cornell  University  Medical  Col- 
lege 

1 1:00  The  Diethylstilbestrol  (DES)  Patient 

John  L.  Lewis,  Jr.,  M.D.,  New  York  City 

1 1:40  Diseases  of  the  Trophoblast 

Walter  Jones,  M.D.,  New  York  City 

Associate  Attending  Gynecologist;  Associate  Pro- 
fessor of  Obstetrics  and  Gynecology,  Cornell  Uni- 
versity Medical  College 

P.M. 

1:30  Carcinoma  of  The  Vulva 

Wooshim  Kim,  M.D.,  New  York  City 

Assistant  Attending  Surgeon  in  Gynecology,  Me- 
morial Sloan-Kettering  Cancer  Center 

2:00  Carcinoma  of  the  Cervix 

James  H.  Nelson,  M.D.,  Boston,  Massachusetts  (by 

invitation) 

Joe  Vincent  Meigs  Professor  of  Obstetrics  and 
Gynecology,  Massachusetts  General  Hospital; 
Professor  of  Obstetrics  and  Gynecology,  Harvard 
Medical  School 

2:30  Immunology  of  Ovarian  Cancer 

Kenneth  Lloyd,  M.D.,  New  York  City 

Associate,  Sloan-Kettering  Institute  for  Cancer 
Research;  Assistant  Professor  of  Obstetrics  and 
Gynecology,  Cornell  University  Medical  College 

3:00  Ovarian  Carcinoma:  A Multidisciplined  Approach 
1.  Surgery 

Donald  Clark,  M.D.,  New  York  City 

Attending  Surgeon  in  Gynecology;  Clinical  Asso- 
ciate, Sloan-Kettering  Institute  for  Cancer  Re- 
search 
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2.  Chemotherapy 

Manuel  Ochoa,  M.D.,  New  York  City 

Attending  Physician,  Solid  Tumor  Service,  Memo- 
rial Sloan-Kettering  Cancer  Center 

3.  Radiation 

Basil  Hilaris,  M.D.,  New  York  City 
3:45  Panel  Discussion:  Gynecologic  Cancer 

Panelists 

John  L.  Lewis,  Jr.,  M.D. 

James  H.  Nelson,  M.D. 

Basil  Hilaris,  M.D. 

Manuel  Ochoa,  M.D. 

Walter  Jones,  M.D. 

Wooshim  Kim,  M.D. 

Donald  Clark,  M.D. 

James  Freel,  M.D. 


Occupational  Medicine 

HENRY  YOUNG,  M.D.,  New  York  City,  Chairman 
HOWARD  GROSSMAN,  M.D.,  New  York  City,  Vice- 
Chairman 

CHARLES  H.  STEINMETZ,  M.D.,  New  York  City,  Secretary 
THOMAS  J.  DOYLE,  M.D.,  New  York  City,  Delegate 

Tuesday,  October  4,  2:00  P.M. 

Royal  Ballroom  B,  Second  Floor 
JOINT  MEETING  WITH 

Section  on  Medical-Legal  and  Workmen’s 
Compensation  Matters 

PROGRAM  TO  BE  ANNOUNCED. 


Orthopedic  Surgery 

EDWARD  C.  HUGHES,  JR.,  M.D.,  Jamesville,  Chairman 
HOWARD  ROSEN,  M.D.,  New  York  City,  Vice-Chairman 
RICHARD  L.  WEISS,  M.D.,  Buffalo,  Secretary 
JOHN  D.  STATES,  M.D.,  Rochester,  Delegate 

Sunday,  October  2,  2:00  P.M. 

Royal  Ballroom  B,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  2 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

P.M. 

2:00  Business  Meeting-Election  of  Officers 

2:30  Injuries:  A Report  from  Research  Accident  Investigation 
(RAI)  of  the  University  of  Rochester  School  of  Medicine 
and  Dentistry 

John  D.  States,  M.D.,  Rochester 

Chief  Investigator,  RAI,  University  of  Rochester 
School  of  Medicine  and  Dentistry 

3:00  Current  Aspects  of  Aneurysmal  Bone  Cysts 

Eugene  R.  Mindell,  M.D.,  Buffalo 

Chief  and  Attending,  Department  of  Orthopedic 
Surgery,  Edward  J.  Meyer  Memorial  Hospital; 
Chief  of  Orthopedic  Surgery,  Children’s  Hospital 

3:30  Recess  to  View  Exhibits 


4:00  Ligamentous  Reconstruction  Using  Fascia  Lata  Graft 

Joseph  F.  Giattini,  M.D.,  New  York  City 

Chief  of  Orthopedic  Surgery,  Metropolitan  Hospi- 
tal; Assistant  Orthopedic  Surgeon,  Flower  and 
Fifth  Avenue  Hospitals 

4:30  Human  Fetal  Dissections  Regarding  the  Etiology  of 
Discoid  Menisci 

Richard  L.  Weiss,  M.D.,  Buffalo 

Orthopedic  Surgeon,  Children’s  Hospital;  Buffalo 
General 

Pathology,  Clinical  Pathology,  and  Blood 
Banking 

WALTER  R.  STERN,  M.D.,  Glens  Falls,  Chairman 
IRVING  M.  RATNER,  M.D.,  South  Salem,  Vice-Chairman 
LOUIS  G.  JAKOVIC,  M.D.,  Albany,  Secretary 
HERBERT  LANSKY,  M.D.,  Eggertsville,  Delegate 

Tuesday,  October  4,  8:45  A.M.  and  2:00  P.M. 

All  Day  Session 

Royal  Ballroom  A,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  6 credit 
hours  in  Category  1 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

This  program  meets  the  criteria  for  6 credit  hours  in  Category  A 1 
of  the  Pathology  Continuing  Medical  Education  Certificate  (CAP- 
ASCP). 

JOINT  MEETING  WITH 

New  York  State  Society  of  Pathologists 

SEE  GENERAL  SESSION  PAGE  1541  FOR  PROGRAM 


Pediatrics 

WILLIAM  W.  WHITTEN,  M.D.,  Larchmont,  Chairman 
PHILIP  W.  H.  ESKES,  M.D.,  Huntington,  Vice-Chairman 
GEORGE  S.  STURTZ,  M.D.,  Watertown,  Secretary 
ROBERT  A.  HOEKELMAN,  M.D.,  Rochester,  Delegate 

Wednesday,  October  5,  9:00  A.M. 

Royal  Ballroom  B,  Second  Floor 

Pediatric  Update — 1977 

THE  STATE  OF  THE  ART  IN  BOSTON 

Boston  Children’s  Medical  Center,  Boston,  Massachusetts 

PROGRAM  TO  BE  ANNOUNCED. 


Physical  Medicine  and  Rehabilitation 

RADU  I.  GHIULAMILA,  M.D.,  Albany,  Chairman 
JOHN  J.  UNTEREKER,  M.D.,  New  York  City,  Vice- 
Chairman 

ERWIN  G.  GONZALEZ,  M.D.,  New  York  City,  Secretary 
ASA  P.  RUSKIN,  M.D.,  Brooklyn,  Delegate 

Wednesday,  October  5,  2:00  P.M. 

Versailles  Ballroom,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  tl  is 
continuing  medical  education  offering  meets  the  criteria  for  2 credit 
hours  in  Category  2 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 


1550  New  York  State  Journal  of  Medicine/August  1977 


P.M. 

2:00  Business  Meeting-Election  of  Officers 
Symposium  and  Panel  Discussion: 

THE  REHABILITATION  AND  TREATMENT  OF  THE 
DIABETIC  FOOT 

Radu  I.  Ghiulamilia,  M.D.,  Albany,  Modera*or 

Professor  and  Chairman,  Department  of  Physical  Medicine 
and  Rehabilitation,  Albany  Medical  College  of  Union  Univer- 
sity and  Albany  Medical  Center  Hospital 

2:10  Neurologic  Problems 

Leonard  D.  Policoff,  M.D.,  Princeton,  New  Jersey 

(by  invitation) 

Professor  and  Chairman,  Department  of  Physical 
Medicine  and  Rehabilitation,  Rutgers  Medical 
School,  Piscataway,  New  Jersey 

2:30  Vascular  Problems 

Heinz  Lipf>mann,  M.D.,  The  Bronx 

Emeritus  Professor  of  Rehabilitation  Medicine,  Al- 
bert Einstein  College  of  Medicine  of  Yeshiva  Uni- 
versity 

2:50  Recess  to  View  Exhibits 

3:20  Medical  Treatment 

Harold  Rifkin,  M.D.,  New  York  City 

Clinical  Professor  of  Medicine,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University 

3:40  Surgical  Treatment 

Richard  Jacobs,  M.D.,  Albany 

Professor  and  Chairman,  Department  of  Orthope- 
dic Surgery,  Albany  Medical  College  of  Union  Uni- 
versity and  Albany  Medical  Center  Hospital 

4:00  Panel  Discussion 

The  Above  Speakers 


Plastic,  Reconstructive,  and  Maxillofacial 
Surgery 

JOSEPH  D.  KEPES,  M.D.,  Rochester,  Chairman 
PHILIP  C.  BONANNO,  M.D.,  White  Plains,  Vice-Chairman 
RAY  A.  ELLIOTT,  Jr.,  M.D.,  Albany,  Secretary 
HOWARD  B.  RASI,  M.D.,  Brooklyn,  Delegate 

Tuesday,  October  4,  2:00  P.M. 

Royal  Ballroom  B,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  2 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

This  program  is  acceptable  for  2 prescribed  hours  by  the 
American  Academy  of  Family  Physicians. 


JOINT  MEETING  WITH 

Section  on  Family  and  General  Practice 

A.M. 

2:00  Business  Meeting-Election  of  Officers 
Symposium  and  Panel  Discussion: 

DIAGNOSIS  OF  TUMORS  OF  THE  HEAD  AND  NECK 

Joseph  D.  Kepes,  M.D.,  Rochester,  Moderator 

Assistant  Clinical  Professor  of  Plastic  Surgery,  University  of 


Rochester  School  of  Medicine  and  Dentistry:  Chief  of  Plastic 
Surgery  Service,  Rochester  General  Hospital 

2:10  Diagnosis  of  Intraoral  Cancer 

Samuel  Shatkin,  M.D.,  Buffalo 

Associate  Clinical  Professor  of  Plastic  Surgery, 
State  University  of  New  York  at  Buffalo  College  of 
Medicine;  Chief,  Head  and  Neck  Section,  Buffalo 
General  Hospital 

Emphasis  will  be  placed  on  clinical  diagnosis  and  histopatholo- 
gy,  locations  within  the  oral  cavity,  incidence  and  etiology,  objectives 
of  therapy,  modes  of  therapy,  and  prognosis. 

2:40  Diagnosis  of  Tumors  of  the  Facial  Skeleton 

Michael  Lewin,  M.D.,  The  Bronx 

Professor  of  Plastic  Surgery,  Albert  Einstein  Col- 
lege of  Medicine  of  Yeshiva  University;  Chief  of 
Plastic  Surgery,  Montefiore  Hospital  and  Medical 
Center  and  Affiliated  Hospitals 

Tumors  originating  in  osseous  and  related  tissues  of  the  face 
include  those  which  develop  from  the  odontogenic  apparatus  in  the 
mandible  and  maxilla.  The  majority  of  these  tumors  are  either 
benign  or  of  low  malignant  potential,  cystic  or  solid.  They  may 
appear  at  any  age.  Thus,  they  are  of  concern  to  the  family  physician 
as  well  as  to  the  pediatrician. 

The  main  diagnostic  symptoms  are  localized  swelling,  facial 
asymmetry,  and  distortion  of  facial  features.  Other  symptoms  are 
respiratory  obstruction,  difficulty  in  mastication,  or  change  in  dental 
occlusion. 

Radiologic  examination  is  essential  to  determine  the  extent  of 
the  lesion  and  its  architectural  details  so  that  the  lesion  can  be 
correctly  identified.  A biopsy  often  is  necessary  to  establish  a 
definite  diagnosis. 

Familiarity  with  the  biologic  course  of  various  tumors  is  essential 
for  judicious  management  and  would  avoid  either  over-  or  under- 
treatment. If  treatment  of  these  tumors  result  in  a deformity,  im- 
mediate or  subsequent  reconstructive  procedures  are  indicated. 

3:10  The  Diagnosis  of  Tumors  of  the  Salivary  Glands 

Robin  M.  Rankow,  M.D.,  New  York  City 

Attending  Surgeon,  Doctor’s  Hospital;  Associate 
Attending  Head  and  Neck  Surgeon,  Columbia 
Presbyterian  Medical  Center 

A reliable  history  and  simultaneous  bilateral  inspection  and  pal- 
pation are  essential  for  differential  detection  of  variations  in  size, 
contour,  and  consistency  suggestive  of  tumors,  lymphadenopathy, 
calculi,  and  inflammatory  masses  of  the  salivary  glands.  Special 
diagnostic  procedures  and  the  common  characteristics  of  benign 
and  malignant  salivary  gland  tumors  will  be  outlined.  The  funda- 
mental significance  of  an  adequate  excisional  biopsy  and  its  clini- 
copathologic  correlation  will  be  emphasized  as  the  keystone  of 
appropriate  management  of  salivary  gland  tumors. 

3:40  Recess  to  View  Exhibits 

4:10  The  Diagnosis  of  Skin  Cancers 

Arthur  Lehrman,  M.D.,  Syracuse 

Clinical  Associate  Professor  of  Plastic  Surgery; 
Chief,  Division  of  Plastic,  Reconstructive,  and 
Maxillofacial  Surgery,  State  University  of  New 
York  Upstate  Medical  Center  at  Syracuse 

This  is  a slide  presentation  focusing  on  the  clinical  recognition 
of  various  types  of  skin  cancer,  malignant  melanoma,  and  lesions 
which  are  to  be  differentiated  from  skin  cancer.  The  accent  is 
placed  heavily  on  recognition  and  only  secondarily  on  treatment. 
The  purpose  of  this  presentation  is  to  enhance  the  diagnostic  skills 
of  primary  care  physicians. 

4:40  Panel  Discussion 

The  Above  Speakers 
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Preventive  Medicine  and  Public  Health 


Radiology 


GORDON  A.  EADIE,  M.D.,  Auburn,  Chairman 
CAROLYN  SILBERMAN,  M.D.,  New  York  City,  Vice- 

Chairman 

J.  WARREN  TOFF,  M.D.,  New  York  City,  Secretary 
J.  WARREN  TOFF,  M.D.,  New  York  City,  Delegate 

Tuesday,  October  4,  9:00  A.M. 

Royal  Ballroom  B,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  2 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

JOINT  MEETING  WITH 

Section  on  Emergency  Medicine 

SEE  PAGE  1545  FOR  PROGRAM 


Psychiatry 

EDWARD  L.  PINNEY,  Jr.,  M.D.,  New  York  City,  Chairman 
MORTON  M.  GOLDEN,  M.D.,  Brooklyn,  Vice-Chairman 
HENRY  I.  SCHNEER,  M.D.,  Lido  Beach,  Secretary 
ROBERT  J.  CAMPBELL,  III,  M.D.,  New  York  City,  Delegate 

Wednesday,  October  5,  9:00  A.M. 

Versailles  Ballroom,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  2 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

A.M. 

9:00  Business  Meeting-Election  of  Officers 

9:10  Liaison  and  Consultation  Psychiatry:  Definitions  and 
Expectations 

Edward  L.  Pinney,  M.D.,  New  York  City 

9:20  Overview  of  Liaison  Consultation  Psychiatry 

Milton  Viederman,  M.D.,  New  York  City 
New  York  Hospital 

9:40  What  the  Surgeon  Expects  from  the  Psychiatrist 

Bjorn  Thorbjarnarson,  M.D.,  New  York  City 
New  York  Hospital 

10:00  What  the  Internist  Expects  from  the  Psychiatrist 

Joseph  Dreyfus,  M.D.,  New  York  City 
New  York  Hospital 

10:15  Recess  to  View  Exhibits 

10:45  What  the  Urologist  Expects  from  the  Psychiatrist 

Rodman  Carter,  M.D.,  Cooperstown 
Mary  Imogene  Bassett  Hospital 

1 1:05  What  the  Obstetrician-Gynecologist  Expects  from  the 
Psychiatrist 

Fred  Martens,  M.D.,  New  York  City 
New  York  Hospital 

11:45  General  Discussion 


EUGENE  V.  LESLIE,  M.D.,  Buffalo,  Acting  Chairman 
STEPHEN  B.  KARDON,  M.D.,  Scarsdale,  Secretary 
SAMUEL  H.  MADELL,  M.D.,  New  York  City,  Delegate 

Wednesday,  October  5,  9:00  A.M. 

Versailles  Terrace,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  2 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

A.M. 

9:00  Business  Meeting-Election  of  Officers 
Symposium  and  Panel  Discussion 

DIAGNOSTIC  IMAGING:  AN  UPDATE 

Eugene  V.  Leslie,  M.D.,  Buffalo 

Clinical  Professor  and  Chairman,  Department  of  Radiology; 
Clinical  Professor  of  Nuclear  Medicine,  State  University  of 
New  York  at  Buffalo  School  of  Medicine 

9:10  Mammography 

Victor  A.  Panaro,  M.D.,  Buffalo 

Clinical  Professor  of  Radiology;  Clinical  Associate 
Professor  of  Nuclear  Medicine,  State  University  of 
New  York  at  Buffalo  School  of  Medicine 

9:18  Examination  of  the  Gastrointestinal  Tract 

David  F.  Hayes,  M.D.,  Buffalo  (by  invitation) 

Assistant  Professor  of  Radiology,  State  University 
of  New  York  at  Buffalo  School  of  Medicine 

9:28  Angiography 

Sadishiv  S.  Shenoy,  M.D.,  Buffalo 
Clinical  Assistant  Professor  of  Radiology,  State 
University  of  New  York  at  Buffalo  School  of  Medi- 
cine 

9:35  Computed  Tomography  of  the  Head  and  Neck 

George  J.  Alker,  Jr.,  M.D.,  Buffalo 

Clinical  Professor  of  Radiology;  Clinical  Associate 
Professor  of  Nuclear  Medicine,  State  University  of 
New  York  at  Buffalo  School  of  Medicine 

9:45  Computed  Tomography  of  the  Abdomen 

Victor  A.  Panaro,  M.D.,  Buffalo 

9:55  Ultrasound 

David  Rowland,  M.D.,  Buffalo 

Clinical  Assistant  Professor  of  Radiology,  State 
University  of  New  York  at  Buffalo  School  of  Medi- 
cine 

10:15  Nuclear  Radiology 

Hussein  M.  Abdel-Dayem,  M.D.,  Buffalo 

Clinical  Associate  Professor  of  Radiology  and  Nu- 
clear Medicine,  State  University  of  New  York  at 
Buffalo  School  of  Medicine 

10:35  Cerebral  Blood  Flow  and  Imaging 

George  J.  Alker,  Jr.,  M.D.,  Buffalo 

10:40  Recess  to  View  Exhibits 

11:10  Panel  Discussion 
Problem  Cases 

The  Above  Speakers 
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School  Health 

VIOLA  F.  ANDERSON,  M.D.,  Bronxville,  Chairman 
GARRA  L.  LESTER,  M.D.,  Chautauqua,  Vice-Chairman 
JUSTIN  W.  MIGNAULT,  M.D.,  Baldwinsvil'e,  Secretary 
ARTHUR  HOWARD,  M.D.,  Johnstown,  Delegate 

JOINT  MEETING  WITH 

Committee  on  Medical  Aspects  of  Sports 

Saturday,  October  1,  9:00  A.M. 

Versailles  Terrace,  Second  Floor 
Topic: 

PHYSICAL  FITNESS  AND  ATHLETICS:  THE  ROLE  OF 
THE  PHYSICIAN,  COACH,  PHYSICAL  EDUCATOR,  AND 
ATHLETIC  TRAINER 

PROGRAM  TO  BE  ANNOUNCED. 


Surgery 

PAUL  W.  WALCZAK,  M.D.,  Buffalo.  Chairman 
THEODORE  C.  MAX,  M.D.,  Utica,  Vice-Chairman 
GERALD  J.  LUSTIG,  M.D.,  Staten  Island,  Secretary 
IRVING  CRAMER,  M.D.,  Utica,  Delegate 

Tuesday,  October  4,  9:00  A.M. 

Versailles  Terrace,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  2 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

JOINT  MEETING  WITH 

American  College  of  Surgeons,  Brooklyn  and 
Long  Island  Chapter 

P.M. 

2:00  Business  Meeting-Election  of  Officers 
Symposium  and  Panel  Discussion: 

MULTIPLE  ENDOCRINE  ABNORMALITIES:  THE  MEA 
SYNDROME 


Professor  and  Chairman,  Department  of  Surgery,  University 
of  Kansas  School  of  Medicine;  Consulting  Thoracic  Surgeon, 
Veterans  Administration  Hospital 

2:10  Thyroid  and  Parathyroid 

Joseph  N.  Attie,  M.D.,  Great  Neck 

Attending-in-Charge,  Head  and  Neck  Surgery, 
Long  Island  Jewish-Hillside  Medical  Center; 
Queens  Hospital  Center  at  Elmhurst 

2:30  Adrenals 

Demetrius  Pertsemlidis,  M.D.,  New  York  City 
Associate  Clinical  Professor  of  Surgery,  Mount 
Sinai  School  of  Medicine  of  City  University  of  New 
York;  Assistant  Attending  Surgeon,  City  Hospital 
Center  at  Elmhurst 

2:50  The  Pancreas 

Sheldon  J.  Bleicher,  M.D.,  Brooklyn 

Attending-in-Charge,  Endocrine  and  Metabolism 
Service,  Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

3: 10  Recess  to  Visit  Exhibits 

3:40  Pituitary 

Robert  E.  Decker,  M.D.,  New  Hyde  Park 

Staff  Neurosurgeon,  Long  Island  Jewish-Hillside 
Medical  Center;  Assistant  Clinical  Professor  of 
Neurosurgery,  Mount  Sinai  School  of  Medicine  of 
The  City  University  of  New  York 

4:00  Panel  Discussion 

The  Above  Speakers 


Urology 

RODMAN  D.  CARTER,  M.D.,  Cooperstown,  Chairman 
SEARS  E.  EDWARDS,  M.D.,  Garden  City,  Vice-Chairman 
PERRIN  B.  SNYDER,  M.D.,  New  York  City,  Delegate 

Sunday,  October  2,  9:00  A.M.  and  2:00  P.M.,  All 
Day  Session 

Royal  Ballroom  A,  Second  Floor 
JOINT  MEETING  WITH 

Section  on  Gastroenterology  and  Colon  and 
Rectal  Surgery 


Stanley  R.  Friesen,  M.D.,  Kansas  City,  Kansas  (by  invitation)  SEE  GENERAL  SESSION  PAGE  1540  FOR  PROGRAM 
Moderator  
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1977  ANNUAL  CONVENTION 


A.M. 


SPECIAL 

ACTIVITIES 


DIALOGUE:  An  Unstructured  Program  of 
Questions  and  Answers 

Monday,  October  3,  1977,  1:30  P.M. 

Versailles  Ballroom,  Second  Floor 

Supported  in  part  by  a grant  from  the  Pfizer 
Laboratories  and  Roerig  Divisions  of  Pfizer 
Pharmaceuticals 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  1 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

P.M. 

1 :30  Psychiatric  Problems  of  Old  Age 

Fred  Charatan,  M.D.,  New  Hyde  Park 

Chief  of  Psychiatry,  Jewish  Institute  for  Geriatric 
Care;  Associate  Professor  of  Clinical  Psychiatry, 
State  University  of  New  York  at  Stony  Brook 
Health  Sciences  Center  School  of  Medicine 

2:30  Recess  to  View  Exhibits 

3:00  Drug  Interactions 

Philip  P.  Gerbino,  Pharm.  D.,  Philadelphia,  Pennsyl- 
vania 

Associate  Professor  of  Clinical  Pharmacy,  Phila- 
delphia College  of  Pharmacy 

4:15  Antibiotic  Update — 1977 

Richard  Quintiliani,  M.D.,  Hartford,  Connecticut 
Director,  Division  of  Infectious  Disease  and  Medi- 
cal Research,  Hartford  Hospital 


Committee  on  Socioeconomics,  Medical 
Society  of  the  State  of  New  York 

Dallas  E.  Billman,  M.D.,  Corning,  Chairman 

Tuesday,  October  4,  1977,  9:00  A.M. 

Versailles  Terrace,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  education  offering  meets  the  criteria  for  3 credit  hours 
in  Category  2 of  the  Physician's  Recognition  Award  of  the  American 
Medical  Association. 

Symposium  and  Panel  Discussion: 

MODERN  OFFICE  PRACTICE  MANAGEMENT 

Leonard  S.  Weiss,  M.D.,  Middletown,  Moderator 

Chairman,  Health  Systems  Agency  Coordinating  Committee; 
Member,  Socioeconomics  Committee,  MSSNY 


9:00  Medicare — Solving  Its  Labyrinth 

Ms.  Jacqueline  G.  Wilson,  New  York  City 

Regional  Medicare  Director,  Bureau  of  Health  In- 
surance, Region  II 

9:15  The  Blues — How  to  Stay  in  Tune 

Mr.  John  H.  Clancy,  Syracuse 

President,  Blue  Shield  of  Central  New  York 
9:30  Third  Party  Payors — How  to  Respond 
Robert  Katz,  M.D.,  New  York  City 

Vice-President  and  Medical  Director,  Equitable 
Life  Assurance  Society  of  the  United  States 
9:45  Medicaid — Cutting  the  Gordian  Knot 
William  Steibel,  D.D.S.,  Albany 

Deputy  Commissioner,  New  York  State  Depart- 
ment of  Social  Services 
10:30  Recess  to  View  Exhibits 
1 1 :00  Streamlining  Your  Office  Procedures 
Maynard  L.  Heacox 

Director,  Practice  Management  Department, 
American  Medical  Association 
1 1 :20  Panel  Discussion 

The  Above  Speakers 


Wednesday,  October  5,  1977,  2:00  P.M. 

Royal  Ballroom  B,  Second  Floor 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  3 credit 
hours  in  Category  1 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 

New  York-Brooklyn  Committee  on  Trauma  of  the 
American  College  of  Surgeons;  co-sponsored  by 
American  Trauma  Society,  New  York  State 
Division;  The  Regional  Emergency  Medical 
Services  Council  of  New  York  City 

TRAUMA  SPECIAL 

Walter  F.  Pizzi,  M.D.,  New  York  City,  Program  Director 
Chairman,  New  York-Brooklyn  Committee  on  Trauma  of  the 
American  College  of  Surgeons 

Louis  R.M.  Del  Guercio,  M.D.,  New  York  City,  Moderator 
Professor  and  Chairman,  Department  of  Surgery,  New  York 
Medical  College 

P.M. 

2:00  Pathophysiology  of  Shock 

Robert  F.  Wilson,  M.D.,  Detroit,  Michigan 

Professor  of  Surgery,  Wayne  State  University 
School  of  Medicine 

2:20  Fluid  Resuscitation  in  Shock 

Peter  C.  Canizaro,  M.D.,  New  York  City 

Professor  of  Surgery,  Cornell  University  Medical 
College 

2:40  The  Management  of  Shock  in  Sepsis 

Hiltrud  S.  Mueller,  M.D.,  St.  Louis,  Missouri 
Professor  of  Medicine  and  Chief  of  Cardiology,  St. 
Louis  University  School  of  Medicine 

3:00  Pharmacologic  Aspects  of  the  Treatment  of  Shock 

Martin  S.  Litwin,  M.D.,  New  Orleans,  Louisiana 
Professor  of  Surgery,  Tulane  University  School  of 
Medicine 

3:20  Recess  to  View  Exhibits 


1554  New  York  State  Journal  of  Medicine/August  1977 


3:50  Emergency  Medical  Services  (EMS) — Then  and  Now 
The  First  Annual  Robert  Haywood  Kennedy  Lecture 

Joseph  D.  Farrington,  M.D.,  Key  Colony  Beach, 
Florida 

Introduced  by  Gerald  W.  Shaftan,  M.D.,  New  York 
City 

President,  American  Trauma  Society,  New  York 
State  Division 


4:20  Panel  Discussion:  Shock 

Louis  R.  M.  Del  Guercio,  M.D.,  New  York  City,  Mod- 
erator 

Robert  F.  Wilson,  M.D.,  Detroit,  Michigan 
Peter  C.  Canizaro,  M.D.,  New  York  City 
Hiltrud  S.  Mueller,  M.D.,  St.  Louis,  Missouri 
Martin  S.  Litwin,  M.D.,  New  Orleans,  Louisiana 

5:00  to  7:00  Reception  in  Honor  of  Robert  Haywood  Kennedy, 
M.D. 

Princess  Ballroom,  Second  Floor 
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1977  ANNUAL  CONVENTION 

SCIENTIFIC 
MOTION  PICTURES 

The  Medical  Society  of  the  State  of  New  York 
certifies  that  this  Scientific  Motion  Picture 
Program  meets  the  criteria  for  Category  5 (a)  on 
an  hour-for-hour  basis,  of  the  Physician’s 
Recognition  Award  of  the  American  Medical 
Association. 

Sunday,  October  2,  through 
Wednesday,  October  5 
Motion  Picture  Theatre,  Albert  Hall 
In  cooperation  with  the  Medical  Film  Library  of  the 
State  of  New  York  Department  of  Health 
Sunday 

October  2,  1977 
Morning 

9:00  Muscles  of  Mastication  and  the  Infratemporal  Fossa 

Teaching  Films,  Inc.,  2518  Northern  Boulevard, 
Houston,  Texas 

9:22  Inguinal  Region 

Teaching  Films,  Inc.,  2518  Northern  Boulevard, 
Houston,  Texas 

9:45  Male  Perineum 

Teaching  Films,  Inc.,  2518  Northern  Boulevard, 
Houston,  Texas 

10:10  Female  Pelvic  Viscera 

Teaching  Films,  Inc.,  2518  Northern  Boulevard, 
Houston,  Texas 

10:35  Palmar  Hand,  Part  I:  Orientation 

Teaching  Films,  Inc.,  2518  Northern  Boulevard, 
Houston,  Texas 

10:56  Palmar  Hand,  Part  II:  Intrinsic  Muscles 

Teaching  Films,  Inc.,  2518  Northern  Boulevard, 
Houston,  Texas 

11:18  The  Cough:  Diagnosis,  Management,  Research 

Eli  Lilly  and  Company,  P.O.  Box  100B,  Indianapolis, 
Indiana  46206 

1 1 :52  Triad  of  Infection 

Eli  Lilly  and  Company,  P.O.  Box  100B,  Indianapolis, 
Indiana  46206 

Afternoon 

12:08  Normal  Labor 

Eli  Lilly  and  Company,  P.O.  Box  100B,  Indianapolis, 
Indiana  46206 

12:29  Prolongation  of  Labor  Due  to  Uterine  Dysfunction 

Eli  Lilly  and  Company,  P.O.  Box  100B,  Indianapolis, 
Indiana  46206 

12:49  Clinical  Pelvimetry 

Eli  Lilly  and  Company,  P.O.  Box  100B,  Indianapolis, 
Indiana  46206 

1:12  Total  Hip  Replacement 

Eli  Lilly  and  Company,  P.O.  Box  100B,  Indianapolis, 
Indiana  46206 

1:52  Total  Knee  Replacement 

Eli  Lilly  and  Company,  P.O.  Box  100B,  Indianapolis, 
Indiana  46206 


2:00  Gentle  Birth 

Polymorph  Films,  331  Newbury  Street,  Boston,  Mas- 
sachusetts 02115 

2:22  The  Sea  Within  Us 

Searle  Laboratories,  P.O.  Box  5110,  Chicago,  Illinois 
60680 

2:54  Management  of  Hyperlipidemia 

Ayerst  Laboratories,  685  Third  Avenue,  New  York, 
New  York  10017 

3:31  Hypercholesterolemia:  A Major  Risk  Factor  in  Coronary 
Heart  Disease 

Upjohn  Professional  Film  Library,  7000  Portage 
Road,  Kalamazoo,  Michigan  49001 

4:01  New  Approaches  to  Tuboplasty 

Maxwell  Roland,  M.D.,  The  Executive,  72-35  112th 
Street,  Forest  Hills,  New  York  11375 

4:30  Broken  Bus 

Charles  Cahill  & Associates,  Inc.,  P.O.  Box  3220, 
Hollywood,  California 

Monday 

October  3,  1977 
Morning 

9:00  The  Effect  of  Viruses  on  a Cell  Line  of  Human  Origin 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

9:35  Examination  of  Reflexes 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

9:59  Excision  of  Urethral  Diverticulum  by  Transvesical  Ap- 
proach 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
10:26  Seizure 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

11:13  Neurological  Examination 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

1 1 :40  Enzymatic  Debridement  I 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

Afternoon 

12:07  Enzymatic  Debridement  II 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

12:37  Induction  or  Stimulation  of  Labor 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

12:56  CU  7 

Searle  Laboratories,  P.O.  Box  5110,  Chicago,  Illinois 
60680 

1:30  The  Beginning  of  Life 

Rokura  Hiashi,  M.D.,  Nishi-lke  Bwkuro,  Tokyo, 
Japan 

2:07  Estrogen  in  Female  Development  and  Function 

Ayerst  Laboratories,  685  Third  Avenue,  New  York, 
New  York  10017 

2:44  Immediate  Post  Surgical  Prosthesis 

DuArt  Film  Laboratory,  245  West  56th  Street,  New 
York,  New  York  10019 

3:36  Inner  World  of  Aphasia 

Psychology  Exploration  Media,  Verdi,  Nevada 
89439 

4:07  Moles  and  Melanomas 

American  Cancer  Society,  1010  James  Street,  Syra- 
cuse, New  York  13201 

4:40  Cricothyroidotomy 

Naval  Medical  School,  Bethesda,  Maryland  20014 
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Tuesday 
October  4,  1977 

Morning 

9:00  Use  of  Plantar  Skin  in  Correcting  a Severe  Finger 
Contracture 

Eaton  Laboratories,  Norwich,  New  York  13815 

9:22  Staged  Reconstruction  of  the  Severely  Burned  Hand 

Eaton  Laboratories,  Norwich,  New  York  13815 

9:49  Accurate  Silastic  Implants 

Eaton  Laboratories,  Norwich,  New  York  13815 

10:14  Operation  for  Vaginal  Agenesis 

Eaton  Laboratories,  Norwich,  New  York  13815 

10:41  Embryology  of  the  External  Male  Genitalia 

Eaton  Laboratories,  Norwich,  New  York  13815 

11:03  Classical  Foley  Y-Plasty 

Eaton  Laboratories,  Norwich,  New  York  13815 

1 1:25  Machine  Induced  Genital  Trauma 

Eaton  Laboratories,  Norwich,  New  York  13815 

11:45  Ileocecal  Cystoplasty 

Eaton  Laboratories,  Norwich,  New  York  13815 

Afternoon 

12:06  Microscopic  Technique  for  Vasovasostomy 

Eaton  Laboratories,  Norwich,  New  York  13815 

12:43  Thoracoabdominal  Excision  of  Wilms’  Tumor 

Eaton  Laboratories,  Norwich,  New  York  13815 

1:08  Functional  Closure  of  Exstrophy  of  the  Bladder 

Eaton  Laboratories,  Norwich,  New  York  13815 

1:35  Perineal  Repair  of  Urethral  Strictures  with  Skin  Graft 
Patch 

Eaton  Laboratories,  Norwich,  New  York  13815 
1:56  Parotidectomy 

Eaton  Laboratories,  Norwich,  New  York  13815 

2:19  Urinary  Tract  Infection 

Eaton  Laboratories,  Norwich,  New  York  13815 

2:58  Abnormal  Movements 

Eaton  Laboratories,  Norwich,  New  York  13815 

3:20  The  Modern  Management  of  Tuberculosis 

The  Dow  Chemical  Company,  P.O.  Box  68511,  India- 
napolis, Indiana  46268 

4:14  The  Arthroscope  in  Diagnosis  and  Treatment 

The  Upjohn  Company,  7000  Portage  Road,  Kalama- 
zoo, Michigan  49001 


Wednesday 
October  5,  1977 

Morning 

9:00  Cinegastroscopy  with  the  Fiberscope:  An  Aid  to  Di- 
agnosis of  Gastric  Lesions 

Ayerst  Laboratories,  685  Third  Avenue,  New  York, 
New  York  10017 


9:27  Reprieve  from  Lethal  Infection 

Ayerst  Laboratories,  685  Third  Avenue,  New  York, 
New  York  10017 

9:52  Chronic  Bronchitis — A Team  Affair 

Ayerst  Laboratories,  685  Third  Avenue,  New  York, 
New  York  10017 

10:29  Bacterial  Meningitis 

Ayerst  Laboratories,  685  Third  Avenue,  New  York, 
New  York  10017 

11:01  The  Management  of  the  Patient  Undergoing  Surgical 
Correction  of  Mitral  Stenosis 

Ayerst  Laboratories,  685  Third  Avenue,  New  York, 
New  York  10017 

1 1:29  Correlation  of  Recent  Memory  and  Eye  Movement 

Ayerst  Laboratories,  685  Third  Avenue,  New  York, 
New  York  10017 

1 1 :48  Cardiac  Arrhythmias  During  Anesthesia 

Ayerst  Laboratories,  685  Third  Avenue,  New  York, 
New  York  10017 


Afternoon 

12:21  Alcoholism,  Disease  in  Disguise 

Ayerst  Laboratories,  685  Third  Avenue,  New  York, 
New  York  10017 

12:55  Scoliosis  Screening  for  Early  Detection 

Multi-Video  International  Inc.,  Suite  220,  7300 
France  Avenue  South,  Minneapolis,  Minnesota 
55435 

1:16  Special  Children,  Special  Needs 

Campus  Film  Distributors  Corp.,  20  E.  46th  Street, 
New  York,  New  York  10017 

1:45  When  a Child  Enters  the  Hospital 

Polymorph  Films,  331  Newbury  Street,  Boston,  Mas- 
sachusetts 02115 

2:12  Ether  Analgesia  for  Cardiac  Surgery 

Squibb,  P.O.  Box  4000,  Princeton,  New  Jersey 
08540 

2:44  Conservative  Management  of  Tubal  Pregnancy 

Squibb,  P.O.  Box  4000,  Princeton,  New  Jersey 
08540 

3:02  Clinical  Nuclear  Medicine 

Squibb,  P.O.  Box  4000,  Princeton,  New  Jersey 
08540 

3:44  The  Dynamic  Kidney  Part  I 

Eli  Lilly  and  Company,  P.O.  Box  100B,  Indianapolis, 
Indiana  46206 

4:20  Update:  Hypertension 

Ayerst  Laboratories,  685  Third  Avenue,  New  York, 
New  York  10017 


August  1977/New  York  State  Journal  of  Medicine 


1557 


1977  ANNUAL  CONVENTION 


phlin,  Salutensin,  Naldecon,  Polymox,  Polycillin,  Bris- 
toject,  and  the  newest  Bristol  product  Amikin. 


TECHNICAL 

EXHIBITS 


ALBERT  HALL 

THE  TECHNICAL  EXHIBITS  will  be  located  in  Albert 
Hall  of  the  Americana  Hotel  and  will  open  officially  on 
Sunday,  October  2,  1977,  at  9:00  AM.  to  5:00  P.M. 
Monday  through  Wednesday,  October  3 to  5,  1977;  the 
hours  will  be  from  9:00  AM.  to  5:00  P.M. 

Our  exhibitors  look  forward  to  the  pleasure  of 
meeting  and  serving  members  and  guests  of  the  Medical 
Society  of  the  State  of  New  York. 

Aquatherm  Products  Corporation  Booth  46 

Rahway,  New  Jersey 

Aqua-Pedic  Floatation  Mattress  and  Aqua-Seat  Floa- 
tation Pad 

Armour  Pharmaceutical  Company  Booth  14 

Phoenix,  Arizona 

Calcimar,  Letter,  Nicobid 

Ayerst  Laboratories  Booth  16 

New  York  City 

Representatives  look  forward  to  the  opportunity  of 
discussing  the  Ayerst  products  and  services  with 
you. 

Herbert  Behrens  Pensions  Ltd.  Booth  2 

New  York  City 

Defined  Benefit  Keogh  Plans 

Biometric  Systems,  Inc.  Booth  20 

Commack,  New  York 

Bio-Science  Laboratories  Booth  A 

Rockville  Centre,  New  York 

E.  & W.  Blanksteen  Booth  69 

New  York  City 

Insurance  administrators 

Blue  Cross-Blue  Shield  of  Greater  New  York  Booth  37 

New  York  City 

Boehringer  Ingelheim  Ltd.  Booth  30 

Elmsford,  New  York 

Bristol  Laboratories  Booth  19 

Syracuse,  New  York 

Cefadyl,  Kantrex  Injection,  Tegopen,  Tetrex,  Phosta- 


Browne  Corporation  Booth  53 

Santa  Barbara,  California 

Burroughs  Wellcome  Company  Booth  18 

Research  Triangle  Park,  North  Carolina 

Carann  Leasing  Corporation  Booth  29 

Westbury,  New  York 

Chemical  Bank  Booth  10 

New  York  City 

Brochures  on  Chemical  Banks’  Professional  Services 
Program 

Cooper  Laboratories,  Inc.  Booth  13 

Wayne,  New  Jersey 

Elixophyllin,  Kay  Ciel,  Deconamine,  Quinaglute  Dura- 
Tabs,  and  other  Cooper  products. 

Dannon  Milk  Products  Booth  12 

Long  Island  City,  New  York 

Dannon  Yogurt  (14  different  varieties)  and  frozen  Yo- 
gurt 

Data  Medic  Corporation  Booth  32 

Plainview,  New  York 

Devereux  Foundation  Booth  15 

Devon,  Pennsylvania 

Advertising  brochures  only  re  nationwide  residential/ 
day  school  programs  for  mentally  retarded  and/or 
emotionally  disturbed  children  and  youth. 

Dista  Products  Company  Booth  22 

Indianapolis,  Indiana 

Encyclopaedia  Britannica  Booth  11 

Chicago,  Illinois 

Encyclopaedia  Britannica  3,  The  Junior  Britannica, 
Great  Books  of  the  Western  World,  and  other  related 
products 

Donald  J.  Fager  & Associates  Booth  70 

New  York  City 


General  Foods  Corporation  Booths  33-34 

(Maxwell  House  Div.) 

White  Plains,  New  York 

Sanka  Brand  Decaffeinated  Coffee.  Medical  sampling 
program  to  physicians. 

Gerber  Products  Company  Booth  4 

Fremont,  Michigan 

Gerber  Baby  Foods,  Infant  Care  Products,  Nurser  Ac- 
cessories, Meat  Base  Formula,  Hankscraft  Humidifi- 
ers, Zymenol 
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Group  Health  Incorporated  Booth  21 

New  York  City 

Hermal  Pharmaceutical  Laboratories  Booth  48 

Elmsford,  New  York 

Hermal  Bath  Oil,  RV  Cream,  pH-Stabil  Cream 

Hoechst-Roussel  Pharmaceuticals,  Inc.  Booth  7 

Somerville,  New  Jersey 

Myron  Kaller  & Associates,  Inc.  Booth  74 

Hicksville,  New  York 
Rare  Stamps 

KLB  Professional  Services,  Inc.  Booth  8 

Ridgewood,  New  Jersey 

Data  processing  services  including  billing,  insurance 
processing,  and  practice  management  reports 

Lederle  Laboratories  Booth  44 

Pearl  River,  New  York 

Minocin,  Aristocort,  Zorane,  Materna 

Eli  Lilly  & Company  Booth  17 

Indianapolis,  Indiana 

Louis  Marcus  Booth  73 

Forest  Hills,  New  York 

Ultrasound  and  Electrical  Muscle  Stimulators;  Short- 
wave; Electrocardiograph 

McNeil  Laboratories,  Inc.  Booths  41-42 

Fort  Washington,  Pennsylvania 

Haldol,  Tolectin,  Tylenol  with  Codeine,  Parafon  Forte 
and  Tylenol  Extra-Strength  capsules 

Medical  Opinion  Research  Associates  Booth  54-A 

New  York  City 

Physician  research  in  the  medical  community 

Medical  Plastics  Laboratory,  Inc.  Booth  1 

Gatesville,  Texas  76528 

Authentic  anatomic  reproductions  and  patient  simula- 
tors. 

New  York  Telephone  Booth  75 

New  York  City 

Parle  Portraits  Booth  76 

New  York  City 
Oil  portraits 

Pfizer,  Inc.  Booth  31 

New  York  City 


Samuel  A.  Ramirez  & Company,  Inc.  Booth  25 

New  York  City 

A.  H.  Robins  Company  Booth  6 

Richmond,  Virginia 

Roerig  Division,  Pfizer,  Inc.  Booth  47 

New  York  City 

William  H.  Rorer,  Inc.  Booth  5 

Fort  Washington,  Pennsylvania 

Maalox  Plus,  Maalox,  Camalox,  Ascriptin  A/D,  Quaa- 
lude,  and  other  products. 

St.  Martin’s  Press  Booth  3 

New  York  City 

"Autopsy — Memoirs  of  a Medical  Detective"  by  Mil- 
ton  Helpern,  M.D.  with  Bernard  Knight 

Sandoz  Pharmaceuticals  Booth  43 

East  Hanover,  New  Jersey 

Searle  Laboratories  Booth  27 

Chicago,  Illinois 

Cu-7,  Ovulen,  Demulen,  Enovid,  Aldactazide,  Aldac- 
tone,  Flagyl,  Lomotil,  Pro-Bantine,  Metamucil,  and 
other  drugs  of  interest 

Charles  J.  Sellers  & Company  Booth  52 

Buffalo,  New  York 

Medical  Society  of  the  State  of  New  York  endorsed  in- 
surance plans. 

U.S.  Army  Medical  Department  Booth  9 

Washington,  D.C. 

U.S.  Army  Reserve,  8th  Medical  Brigade  Booth  26 

Fort  Hamilton,  Brooklyn,  N.Y. 

Recruitment  of  physicians  for  part-time  Medical  Army 
Reserve 

United  States  Air  Force  Medical  Service  Booth  71 

New  York  City 

Air  Force  Medical  Placement  Team 

United  States  Navy  Booths  39-40 

Bethesda,  Maryland 

The  Upjohn  Company  Booth  28 

Kalamazoo,  Michigan 

Warner/Chilcott,  Booth  54 

Div.  of  Warner  Lambert  Company 

Morris  Plains,  New  Jersey 
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Medical  Society  of  the 

State  of  New  York 

Annual  Dinner  Dance 

in  honor  of 

George  L.  Collins,  Jr.,  M.D. 
President 

Wednesday,  October  5,  1977 

Versailles  and  Royal  Ballrooms 

Americana  of  New  York 

Seventh  Avenue  & 52nd  St. 


Cocktail  Hour 
7 p.m. 

Versailles  Ballroom 


Dinner 

Royal  Ballroom 


Subscription  $30.00  per  person 


Reservation  Form 

Make  check  payable  to: 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  1 1040 

Please  send  me tickets  for  the 

Annual  Dinner  Dance  on  October  5,  1977. 
Check  enclosed  for  $ 

Name 

Address 


Zip 


V. 


Please  attach  guest  list 
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Auxiliary  to  MSSNY 


41st  Annual  Convention 
Americana  Hotel,  New  York  City 

Sunday,  October  2,  through 
Wednesday,  October  5,  1977 


Mrs.  Lawrence  J.  Radice,  President,  Mrs.  James  Caddy.  Presi- 
dent-Elect, The  Officers,  Convention  Chairman,  Mrs.  Gerald  D. 
Dorman,  Convention  Co-Chairman,  Mrs.  Clifford  Spingarn.  and 
Convention  Upstate  Coordinator,  Mrs.  James  I.  Hursh,  extend  to  all 
the  physicians ' spouses  an  invitation  to  register  and  attend  all  the 
general  sessions  and  social  functions  at  the  4 1st  Annual  Conven- 
tion. 


Sunday,  October  2,  1977 

10:00  A M.-  Registration  and  Information 
4:30  P M.  Imperial  Ballroom  Foyer 

10:30  A.M.  Board  of  Directors  Meeting 
Provence  Room  46 

7:00  P.M.-  Reception  in  honor  of  Past  State  Presidents 
8:00  P.M.  Versailles  Terrace 

Monday,  October  3 


8:00  A.M.- 
4:00  P.M. 


8:30  A.M.- 


12  Noon 


1:00  P.M.- 
4:00  P.M. 


7:30  P.M. 


Coffee,  Registration  and  Information 
Imperial  Ballroom  Foyer 
House  of  Delegates 
Imperial  Ballroom  B 

Keynote  Speaker:  Mrs.  Chester  L.  Young, 

President,  American  Medical  Association  Auxil- 
iary, Inc. 

House  of  Delegates 
Imperial  Ballroom  B 

Voting  for  the  Nominating  Committee  and  for  the 
Delegates  to  National  Convention,  June  18-21, 
1978,  St.  Louis,  Missouri 

Theatre  Party  Benefit  for  AMA-ERF  and  Scholarship 
Fund,  “Side  by  Side  by  Sondheim,"  Music  Box 
Theatre,  239  W.  45th  St,  NYC. 

Reservations: 

Contact  Mrs.  John  Barbey, 

Theatre  Benefit  Chairman, 

187  Judson  Avenue 
Dobbs  Ferry,  N.Y.  10522 
(914) 693-2124 


Tuesday,  October  4 


8:00  A.M.- 
11:30  A.M. 
8:45  A.M.- 
11:30  A.M. 
1:00  P.M. 


Coffee,  Registration  and  Information 
Imperial  Ballroom  Foyer 
House  of  Delegates 
Imperial  Ballroom  B 

Luncheon  honoring  Mrs.  Lawrence  J.  Radice, 
President,  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York 
Imperial  Ballroom  A 
Program  to  be  announced 


Wednesday,  October  5 


8:00  A.M.- 
11:30  A.M. 
8:45  A.M.- 
10:00  A.M. 

11:00  A.M. 

7:00  P.M. 


Coffee,  Registration  and  Information 
Imperial  Ballroom  Foyer 
House  of  Delegates, 

Installation  of  Officers 
Imperial  Ballroom  B 

Board  of  Directors  Meeting  in  the  Presidential 
Suite 

Reception  and  Dinner  Dance  honoring  George  L. 
Collins,  Jr.,  M.D.,  President  of  the  Medical  Society 
of  the  State  of  New  York 

Versailles  Suite  and  Royal  Ballroom 


Officers 


Mrs.  Lawrence  J.  Radice, 

Erie,  President 
Mrs.  James  Caddy, 

Nassau,  President-Elect 
Mrs.  James  Holmblad, 

Schenectady,  First  Vice-President 
Mrs.  Eugene  Fanta, 

Kings,  Second  Vice-President 
Mrs.  Phillip  Ikins, 

Onondaga,  Recording  Secretary 
Mrs.  Henry  Carls, 

Erie,  Corresponding  Secretary 
Mrs.  M.  Theodore  Tanenhaus, 
Kings,  Treasurer 
Mrs.  Clement  Boccalini, 

Nassau,  Assistant  Treasurer 


Mrs.  Gerald  D.  Dorman, 

New  York,  Convention  Chairman 


Convention  committee 

Mrs.  Clifford  Spingarn, 

New  York,  Convention  Co-Chairman 


Mrs.  James  I.  Hursh, 

Genesee,  Upstate  Coordinator 
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Tours  for  Spouses 

1977  Annual  Convention 

Medical  Society  of  the 
State  of  New  York 

Americana  Hotel,  New  York  City 
October  2-6, 1977 

We  are  delighted  to  present  an  outstanding  program  of  activities 
for  the  spouses  who  are  attending  the  convention  this  year.  The 
spouse  program  schedule  will  not  conflict  with  events  of  the  Aux- 
iliary; ample  time  will  also  be  provided  between  special  spouse 
activities  and  the  evening  scheduled  events. 

Sunday 

Afternoon  Windows  on  the  World 

1:00  P.M. -4:00  P.M. 

A gourmet  dinner  on  the  1 07th  floor  of  the  World  T rade  T owers, 
plus  an  unbelievable  view  of  New  York  and  130  miles  beyond.  Bus 
and  sightseeing  tour  downtown  and  back.  At  dinner,  a talk  on 
‘‘Money  Management"  will  be  given  by  a representative  of  one  of 
our  leading  brokerage  firms.  Early  reservations  required.  Price: 
Dinner  $28. 16  per  person;  bus  $6.00  per  person.  Total: 
$34. 16. 

Monday 

Afternoon  How  to  Pack  a Suitcase 

1:30  P.M. -4:00  P.M. 

Around  the  world  in  a tote  bag,  or  three  weeks  at  your  favorite 
spots  with  a perfectly  coordinated  wardrobe.  At  this  demonstration, 
you  will  learn  the  most  fascinating  and  practical  means  for  travel 
freedom.  It’s  like  a magician  and  his  magic  hat,  and  all  without  a 
wrinkle.  No  charge. 

Evening  Theatre  Party 

7:30  P.M. 

Benefit  for  AMA-ERF  Scholarship  Fund.  A musical  review,  “Side 
By  Side  By  Sondheim”  at  the  Music  Box  Theatre,  239  West  45th  St., 
New  York  City.  Contact:  Mrs.  John  Barbey,  Theatre  Benefit 

Chairman,  187  Judson  Ave.,  Dobbs  Ferry,  New  York  10522.  (914) 
693-2124.  Price:  $25.00. 

Tuesday 

Morning  Tour  of  Lincoln  Center 

9:15  A.M.-1 1:15  A.M. 

Your  visit  will  include  the  New  York  State  Theatre,  the  Vivian 
Beaumont  Theatre,  the  Metropolitan  Opera  Fiouse,  and  Avery  Fisher 
Flail.  Price:  $3.50  per  person  plus  transportation. 


1:00  P.M.  Auxiliary  Luncheon 

Auxiliary  Luncheon  in  the  Imperial  Ballroom  of  the  Americana 
Hotel.  Honoring  Mrs.  Lawrence  J.  Radice,  President  of  the  Auxiliary 
to  the  Medical  Society  of  the  State  of  New  York.  Entertainment  to 
be  announced.  Nonmember  spouses  are  welcome  at  this  gala 
affair.  Price:  $15.00  per  person. 

Wednesday 

Afternoon  Giovannis’  Oasis 

12:30  P.M. -4:00  P.M. 

Luncheon.  Leave  hotel  at  12:30  P.M.  with  a hostess.  A spar- 
kling new  metropolitan  restaurant,  featuring  authentic  roman  cuisine. 
Menu:  Typical  Italian  meal,  or  a light  salad,  etc.  Also,  an  informal 
fashion  show  by  Lili  Rubin  during  luncheon.  After  luncheon,  a 
hostess  will  take  the  ladies  shopping  at  Bergdorf  Goodman,  Bonwit 
Teller,  I.  Miller,  Henry  Bendel,  Lili  Rubin,  etc.  Early  reservations 
required.  Price:  $18.00  per  person. 

Thursday 

Morning  Fashion  Morning  with  Fontayne 

Visit  with  Fontayne,  actress,  model,  dancer,  and  couturiere  de- 
signer in  her  beautifully  decorated  duplex.  She  will  model  some 
designs  and  accessories  from  her  current  collection.  Coffee  and 
danish  will  be  served.  Also,  time  to  explore  boutique  shops  along 
Madison  Avenue.  Price:  $15.00  per  person. 

The  above  prices  are  all  inclusive  and  include  tips,  taxes,  trans- 
portation on  chartered  buses,  plus  hostesses  on  all  buses  and  at  all 
events.  All  tours  will  leave  from  the  Spouse  Hospitality  Center. 
Please  complete  the  reservation  form  at  the  bottom  of  the  page. 
Tickets  will  be  mailed  or  may  be  picked  up  in  the  Hospitality  Center 
at  the  Americana  Hotel  beginning  Sunday,  October  2,  at  9:00 
A.M. 

Spouse  Hospitality  Center.  The  center  will  be  open  from  9:00 
A.M.  to  5:00  P.M.  Sunday,  October  2,  and  daily  thereafter  during 
convention  hours,  9:00  A.M.  to  5:00  P.M. 

Monday 

Approximately  Cosmetic  Demonstration 

3:00  P.M. 

Learn  how  a subtle  application  of  the  proper  makeup  can  trans- 
form a plain  Jane  into  the  beautiful  woman  she  can  be.  You’ll  see 
a cosmetic  analysis,  demonstration,  and  perhaps  a personal  eval- 
uation. No  charge. 

Wednesday  Book  Discussion 

11:30  A.M. 

Book  Discussion  of  Dr.  Milton  Helpern’s  book,  "Autopsy — 
Memoirs  of  a Medical  Detective.”  No  charge. 

Watch  for  additional  events. 


Tours  for  Spouses  Reservation  Form 

Windows  on  the  World  $ Auxiliary  Luncheon  $ 

Lincoln  Center  Tour  $ Giovannis’  Oasis  $ 

Fontayne  Fashion  Show  $ 

□ Total  enclosed  $ 

Please  make  check  payable  to  the  Medical  Society  of  the  State  of  New  York  and  mail  with 
this  form  to:  Pauline  Nodar,  Executive  Assistant,  Medical  Society  of  the  State  of  New  York, 
420  Lakeville  Road,  Lake  Success,  N.Y.  1 1040,  Phone:  516-488-6100 


Name 

Address 


Phone  (area  code). 


Zip 


MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

1563 

1564 

1565 

1569 

1570 
0000 

DELEGATES 

October  2 through  6,  1977 
Americana  Hotel 


HOUSE  OF 


Schedule  of  Sessions  

Order  of  Business  

Members  of  House  

Reference  Committees  

Annual  Reports  to  House  

Additional  Reports,  see  September 


Sunday,  October  2 

Opening  Session 

2:00  p.m. 

Monday,  October  3 

Reference  Committee  Hearings  

Reference  Committee  Hearings 

9:00  a.m. 

2:00  p.m. 

SCHEDULE 

Tuesday,  October  4 

Reference  Committee  Hearings  

Second  Session 

9:00  a.m. 

2:00  p.m. 

of 

Wednesday,  October  5 

Third  Session  

Fourth  Session  

9:00  a.m. 

2:00  p.m. 

SESSIONS 

Thursday,  October  6 

Closing  Session 

9:00  a.m. 

August  1977/New  York  State  Journal  of  Medicine  1563 


According  to  the  Bylaws,  Article  III,  Section  3,  the  following 
shall  be  the  order  of  business  at  the  Sessions  of  the  House  of 
Delegates 


ORDER  OF 
BUSINESS 


1.  Calling  the  meeting  to  order 

2.  Invocation 

3.  National  Anthem 

4.  Report  of  Reference  Committee  on  Credentials 

5.  Report  by  the  secretary  as  to  the  presence  or  ab- 
sence of  a quorum 

6.  Remarks  by  the  speaker 

7.  Reading  the  minutes  of  the  previous  meeting  by 
title 

8.  Address  by  the  president 

9.  Report  of  House  Committee  on  Bylaws 

10.  Report  of  the  Judicial  Council 

11.  Report  of  Council  commissions  and  committees 

12.  Report  of  the  secretary 

13.  Report  of  the  treasurer 

14.  Report  of  the  Board  of  Trustees 

15.  Report  of  the  executive  vice-president 

16.  Reports  of  district  branches 

17.  Reports  of  special  committees 

18.  Reports  of  reference  committees 

19.  Elections 

20.  Recess  for  annual  meeting  of  the  State  Society 

21.  Unfinished  business 

22.  New  business 

23.  Adjournment 
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1977  House  of  Delegates 
MEMBERS 


The  following  pages  contain  a list  of  members  of  the  1977  House  of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York 


Officers  1976-1977 

President — George  L.  Collins,  Jr.,  Erie 
President-Elect — Carl  Goldmark,  Jr.,  New  York 
Vice-President — George  T.  C.  Way,  Dutchess 
Secretary — Bernard  J.  Pisani,  New  York 
Assistant  Secretary — John  H.  Carter,  Albany 
Treasurer — Albert  M.  Schwartz,  New  York 
Assistant  Treasurer — Warren  A.  Lapp,  Kings 
Speaker — Joseph  F.  Shanaphy,  Richmond 
Vice-Speaker — Richard  D.  Eberle,  Onondaga 

Councilors 

Term  Expires  1977 
G.  Rehmi  Denton,  Albany 
Albert  H.  Douglas,  Queens 
Allison  B.  Landolt,  Westchester 
Milton  Rosenberg,  Suffolk 
Term  Expires  1978 
Keith  O.  Guthrie,  Jr.,  New  York 
George  Lim,  Oneida 
Ralph  M.  Schwartz,  Kings 
Charles  D.  Sherman,  Jr.,  Monroe 
Term  Expires  1979 
Charles  N.  Aswad,  Broome 
Sears  E.  Edwards,  Nassau 
Kenneth  H.  Eckhert,  Erie 
Daniel  F.  O’Keeffe,  Warren 

Trustees 

James  M.  Blake,  Schenectady,  Chairman 

Walter  Scott  Walls,  Erie 

Reid  R.  Heffner,  W’estchester 

John  Edward  Lowry,  Queens 

David  Kershner,  Kings 

Lynn  R.  Callin,  Monroe 

Ralph  S.  Emerson,  Nassau 

Past  Presidents 

1955-1956 — Renato  J.  Azzari,  Bronx 

1959- 1960 — Henry  I.  Fineberg,  Suffolk 

1960- 1961 — Norman  S.  Moore,  Tompkins 

1961- 1962 — John  M.  Galbraith,  Nassau 
1966-1967 — James  M.  Blake,  Schenectady 

1969- 1970 — Walter  T.  Heldmann,  Richmond 

1970- 1971 — Walter  Scott  Walls,  Erie 

1971- 1972 — George  Himler,  New  York 

1972- 1973 — Edward  Siegel,  Clinton 

1973- 1974 — Thomas  F.  McCarthy,  Bronx 

1974- 1975 — Lynn  R.  Callin,  Monroe 

1975- 1976 — Ralph  S.  Emerson,  Nassau 

Commissioner,  New  York  State  Department  of 
Health 

Robert  P.  Whalen,  Albany 


District  Delegates 

(Elected  Delegates  of  District  Branches) 

First — Robert  J.  O’Connor,  Richmond 
Second — Clement  J.  Boccalini,  Nassau 
Third — Thomas  W.  Greenlees,  Schoharie 
Fourth — Richard  A.  Hughes,  Warren 
Fifth — Bernard  J.  Hartnett,  Cayuga 
Sixth — Vincent  I.  Maddi,  Broome 
Seventh — Erich  Hirsch,  Ontario 
Eighth — Paul  W.  Sum,  Cattaraugus 
Ninth — James  K.  Keeley,  Dutchess 

Section  Delegates 

( Delegates  from  Scientific  Sections) 

Allergy  and  Immunology — Harry  Leibowitz,  Kings 
Anesthesiology — Edward  C.  Sinnott,  Nassau 
Cardiovascular  Diseases — Charles  A.  Bertrand, 
Westchester 

Chest  Diseases — Arthur  Q.  Penta,  Schenectady 
Dermatology  and  Syphilology — Norman  B.  Kanof,  New 
York 

Emergency  Medicine — David  N.  Kluge,  Monroe 
Family  and  General  Practice — James  R.  Nunn,  Erie 
Gastroenterology  and  Colon  and  Rectal  Surgery — Hans 
J.  Bruns,  Onondaga 

Internal  Medicine — John  R.  Williams,  Jr.,  Monroe 
Medical-Legal  and  Workmen’s  Compensation  Matters — 
Robert  Katz,  New  York 
Neurology — David  Green,  Albany 
Neurosurgery — Russel  H.  Patterson,  Jr.,  New  York 
Obstetrics  and  Gynecology — Donald  W.  Hall,  Erie 
Occupational  Medicine — Thomas  J.  Doyle,  Queens 
Ophthalmology — Francis  J.  Gilroy,  Broome 
Orthopedic  Surgery — John  D.  States,  Monroe 
Otolaryngology  and  Maxillofacial  Surgery — William  F. 
Robbett,  New  York 

Pathology,  Clinical  Pathology,  and  Blood  Banking — 
Herbert  Lansky,  Erie 

Pediatrics — Robert  A.  Hoekelman,  Ontario 
Physical  Medicine  and  Rehabilitation — Asa  P.  Ruskin, 
New  York 

Plastic,  Reconstructive,  and  Maxillofacial  Surgery — 
Howard  B.  Rasi,  Kings 

Preventive  Medicine  and  Public  Health — Jules  Warren 
Toff,  Bronx 

Psychiatry — Robert  J.  Campbell,  III,  New  York 
Radiology — Samuel  H.  Madell,  New  York 
School  Health — Arthur  Howard,  Fulton 
Surgery — Irving  Cramer,  Oneida 
Urology — Perrin  B.  Snyder,  New  York 

Delegates  from  Component  County  Medical 
Societies 

Albany  (4) 

John  W.  Abbuhl,  Albany 
William  O’Dwyer,  Latham 
Anthony  P.  Tartaglia,  A'bany 
Nicholas  P.  Teresi,  Albany 
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Allegany  (1) 

Bronx  (12) 

-John  P.  Albanese,  The  Bronx 
Anthony  J.  Altieri,  The  Bronx 
Leonard  L.  Heimoff,  The  Bronx 
Manuel  F.  Kirschtein,  The  Bronx 
Dattatraya  G.  Lanjewar,  Pelham  Manor 
Michael  N.  Lavacca,  The  Bronx 
Charles  Laverdi,  The  Bronx 
John  LoCascio,  The  Bronx 
Luigi  J.  Mazzella,  The  Bronx 
John  M.  Patrissi,  The  Bronx 
Aftab  A.  Siddiqui,  The  Bronx 
Philip  C.  Suriano,  The  Bronx 

Broome  (4) 

Paul  M.  DeLuca,  Johnson  City 
John  A.  Kalb,  Endicott 
John  F.  Spring,  Binghamton 
David  G.  Storrs,  Johnson  City 

Cattaraugus  (1) 

William  C.  MacFarland,  Olean 

Cayuga  (1) 

Frank  T.  Moran,  Auburn 
Chautauqua  (2) 

Hilton  R.  Jacobson,  Lakewood 
Lewis  F.  Kibler,  Jamestown 

Chemung  (2) 

Henry  B.  Marshall,  Elmira 
James  H.  Marshall,  Elmira 

Chenango  (1) 

Thomas  M.  Flanagan,  Norwich 
Clinton  (1) 

David  B.  McDowell,  Plattsburgh 
Columbia  (1) 

Rosewell  D.  Shaw,  Stottville 
Cortland  (1) 

Nicholas  J.  Gabriel,  Cortland 
Delaware  (1) 

Thomas  E.  Lavell,  Jr.,  Walton 

Dutchess  (3) 

Henry  Sherman  Hirst,  Hyde  Park 
Eleanor  C.  Kane,  Poughkeepsie 
Seymour  R.  Stall,  Poughkeepsie 

Erie  (9) 

Ralph  J.  Argen,  Tonawanda 
Carmelo  S.  Armenia,  Tonawanda 
Frank  J.  Bolgan,  Buffalo 
Thomas  S.  Bumbalo,  Alden 
James  H.  Cosgriff,  Jr.,  Buffalo 
Anthony  J.  Federico,  Buffalo 
George  W.  Fugitt,  Tonawanda 
John  J.  Giardino,  Buffalo 
Charles  E.  Wiles,  Buffalo 

Essex  (1) 

George  G.  Hart,  Lake  Placid 
Franklin  (I) 

Alfred  A.  Hartmann,  Sr.,  Malone 


Fulton  (1) 

Armand  J.  D’Errico,  Gloversville 
Genesee  (1) 

Alfred  L.  George,  Batavia 
Greene  (1) 

John  A.  Vosburgh,  Jr.,  Catskill 
Herkimer  (1) 

Harold  T.  Golden,  Herkimer 

Jefferson  (2) 

Thomas  P.  Hamilton,  Jr.,  Watertown 
Frederic  A.  Stone,  Watertown 
Kings  (22) 

Lawrence  Ames,  Brooklyn 
Joseph  C.  Amico,  Brooklyn 
Norman  S.  Blackman,  Brooklyn 
Joseph  R.  Brennan,  Brooklyn 
Matthew  Brody,  Brooklyn 
Philip  J.  Cantor,  Brooklyn 
Vernal  G.  Cave,  Brooklyn 
Duncan  W.  Clark,  Brooklyn 
Philip  Cohen,  Brooklyn 
Joseph  R.  Fontanetta,  Brooklyn 
Vincent  J.  Geraci,  Brooklyn 
Robert  E.  Gordon,  Brooklyn 
Irving  G.  Kroop,  Brooklyn 
David  R.  Levine,  Brooklyn 
George  Liberman,  Brooklyn 
A.  W.  Martin  Marino,  Jr.,  Brooklyn 
Martin  Markowitz,  Brooklyn 
Bentley  D.  Merrim,  Brooklyn 
Bernard  S.  Post,  Manhasset 
Leo  J.  Swirsky,  Brooklyn 
M.  Theodore  Tanenhaus,  Brooklyn 
Alexander  I.  Thomashow,  Brooklyn 
Lewis  (1) 

John  C.  Herrman,  Lowville 
Livingston  (1) 

John  W.  Stoll,  Dansville 
Madison  (1) 

Theodore  J.  Prowda,  Sherrill 
Monroe  (7) 

John  G.  Hamilton,  Rochester 
Nathaniel  J.  Hurst,  Rochester 
Robert  J.  Peartree,  Rochester 
Donald  S.  Raines,  Rochester 
David  A.  Sherman,  Pittsford 
Robert  E.  Steinkraus,  Rochester 
Robert  C.  Webster,  Webster 
Montgomery  (1) 

John  R.  McNulty,  Amsterdam 
Nassau  (12) 

Arnold  M.  Behrer,  Jr.,  Garden  City 
Ray  S.  Crampton,  Garden  City 
Sears  E.  Edwards,  Garden  City 
Samuel  M.  Gelfand,  Freeport 
Morton  Goldfarb,  Massapequa  Park 
Waldemar  F.  Hermann,  Mineola 
Joseph  P.  Mahoney,  Manhasset 
William  J.  Messinger,  Great  Neck 
Jack  W.  McElwain,  Bethpage 
Lawrence  Ravich,  Bethpage 
Patricia  G.  Squillace,  Rockville  Centre 
Richard  H.  Walden,  Mineola 
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New  York  (24) 

Shepard  G.  Aronson,  New  York  City 
Melvin  H.  Becker,  Manhasset 
Seyton  G.  Bentham,  New  York  City 
Edgar  P.  Berry,  New  York  City 
Irwin  J.  Cohen,  New  York  City 
Hugh  C.  Davidson,  dr..  New  York  City 
Gerald  D.  Dorman,  Orient 
John  A.  Finkbeiner,  New  York  City 
Edgar  P.  Fleischmann,  New  York  City 
Elizabeth  A.  Goessel,  New  York  City 
John  P.  Grant,  Jr.,  New  York  City 
George  Hyams,  New  York  City 
Vance  Lauderdale,  Jr.,  New  York  City 
Albert  S.  Lyons,  New  York  City 
George  VV.  Melcher,  Jr.,  New  York  City 
William  F.  Mitty,  Jr.,  New  York  City 
Richard  B.  Nolan,  New  York  City 
Andrew  H.  Patterson,  New  York  City 
Richard  N.  Pierson,  Jr.,  New  York  City 
Oma  H.  Price,  New  York  City 
William  B.  Rawls,  New  York  City 
Francis  Z.  Reinus,  New  York  City 
Clifford  L.  Spingarn,  New  York  City 
Meyer  Texon,  New  York  City 

Niagara  (2) 

John  T.  Donovan,  Jr.,  Lockport 
William  C.  Stein,  Jr.,  Lockport 

Oneida  (3) 

Clarke  T.  Case,  Utica 
Robert  M.  George,  Utica 
Robert  B.  Wallace,  Utica 

Onondaga  (5) 

Robert  B.  Bryant,  Syracuse 
Carl  E.  Marlow,  North  Syracuse 
John  T.  Prior,  Syracuse 
Edward  D.  Sugarman,  Syracuse 
Martin  C.  Ushkow,  Syracuse 

Ontario  (2) 

Verne  M.  Marshall.  Geneva 
Robert  M.  Price,  Clifton  Springs 

Orange  (4) 

Ansel  R.  Marks,  Middletown 
Barry  P.  Pariser,  Newburgh 
Orin  A.  Wahl,  Newburgh 
Leonard  S.  Weiss,  Middletown 

Orleans  (1) 

Antoine  A.  Nassar,  Albion 
Oswego  (1) 

Barry  R.  Buhler,  Oswego 
Otsego  (1) 

Rodman  D.  Carter,  Cooperstown 
Putnam  (1) 

Herbert  Bessen,  Carmel 
Queens  (16) 

Lester  J.  Candela,  Great  Neck 
Alexander  M.  De  la  Garza,  Flushing 
Franz  L.  Ebstein,  Forest  Hills 
Fred  N.  Flatau,  Flushing 
Irving  G.  Frohman,  Rockaway  Beach 
Leo  Arthur  Green,  Forest  Hills 


Edith  Gutmann,  Flushing 
William  M.  Hewlett,  St.  Albans 
Joseph  Elements,  Forest  Hills 
Morton  M.  Kurtz,  Flushing 
Alvin  M.  Lashinsky,  Elmhurst 
Norton  M.  Luger,  Fresh  Meadows 
Felix  R.  Rosenhain,  Forest  Hills 
Paul  B.  Ross,  Fresh  Meadows 
Ralph  E.  Schlossman,  South  Ozone  Park 
Lester  R.  Tuchman,  New  York  City 
Rensselaer  (2) 

Thomas  D.  Pemrick,  Troy 
William  A.  Whyland,  Troy 
Richmond  (3) 

Gerald  J.  Lustig,  Staten  Island 
William  A.  Schwarz,  Staten  Island 
Albert  B.  Siewers,  Jr.,  Staten  Island 
Rockland  (4) 

Ralph  J.  Greenberg,  Spring  Valley 
Gordon  S.  Liebergall,  Spring  Valley 
Boris  A.  Vanadzin,  New  City 
Jack  J.  Wiener,  Monsey 
St.  Lawrence  (1) 

Maurice  J.  Elder,  Massena 
Saratoga  (1) 

Joseph  H.  Mintzer,  Saratoga  Springs 
Schenectady  (3) 

John  L.  Clowe,  Schenectady 
Milton  F.  Gipstein,  Schenectady 
Stephen  J.  Grey,  Schenectady 
Schoharie  (1) 

Frederick  J.  Michel,  Cobleskill 
Schuyler  (1) 

Joseph  Y.  Roberts,  Watkins  Glen 
Seneca  (1) 

Paul  C.  Jenks,  Waterloo 
Steuben  (2) 

Stanley  B.  Chapman,  Bath 
Wayne  C.  Templer,  Corning 
Suffolk  (10) 

Stephen  I.  Braitman,  Islip  Terrace 
Frank  R.  Collier,  Pori  Jefferson 
John  G.  Egner,  West  Islip 
Daniel  Friedman,  Bay  Shore 
Stephen  A.  Gettinger,  Huntington 
James  A.  Holleran,  East  Setauket 
Nathaniel  B.  Messinger,  Islip  Terrace 
Melvin  Shuter.  Islip  Terrace 
Stanley  A.  Steckler,  Smithtown 
Leonard  Weitzman,  Commack 

Sullivan  (1) 

Bernard  F.  Kalina,  Liberty 

Tioga  (1) 

John  R.  Scott,  Apalachin 
Tompkins  (2) 

Stephen  W.  Blatchly,  Groton 
David  Safadi,  Ithaca 

Ulster  (2) 

John  A.  Cooke,  Jr.,  Kingston 
Frederic  W.  Holcomb,  Jr.,  Kingston 
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Warren  (1) 

Harold  J.  Luria,  Glens  Falls 
Washington  (1) 

John  E.  Glennon,  Granville 
Wayne  (1) 

James  M.  Flanagan,  Newark 
Westchester  (9) 

Allan  H.  Bruckheim,  Harrison 
William  P.  Clark,  Eastchester 
Katharine  L.  Friedmann,  Ardsley 
Robert  A.  Mayers,  Port  Chester 
William  J.  McCann,  New  Rochelle 
John  A.  Ramsdell,  White  Plains 
Thomas  Dignan  Rizzo,  Bronxville 
Michael  Sierp,  Yonkers 
Charles  Weller,  Larchmont 
Wyoming  (1) 

Richard  T.  Williams,  Warsaw 
Yates  (1) 

John  F.  Flynn,  Penn  Yan 
Medical  School  Delegates 
Albany  Medical  College — Joseph  T.  Doyle,  Albany 


Albert  Einstein  College  of  Medicine — Alfred  A.  Angrist, 
Queens 

Columbia  University  College  of  Physicians  and 
Surgeons — Jose  M.  Ferrer,  Jr.,  New  York 
Cornell  University  Medical  College — Arthur  Randall 
Beil,  Jr.,  Nassau 

Mount  Sinai  School  of  Medicine — Sherman  Kupfer, 
New  York 

University  of  Rochester  School  of  Medicine  and 
Dentistry — Thomas  Franklin  Williams,  Monroe 
New  York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals — Saverio  S.  Bentivegna,  New  York 
New  York  University  School  of  Medicine — Ivan  L. 
Bennett,  New  York 

State  University  of  New  York  at  Buffalo  School  of 
Medicine — Leonard  A.  Katz,  Erie 
State  University  of  New  York  Downstate  Medical 
Center — Calvin  H.  Plimpton,  Kings 
State  University  of  New  York  Upstate  Medical  Center 
in  Syracuse — Edward  A.  Wolfson,  Broome 
State  University  of  New  York  at  Stony  Brook — 
Tamarath  K.  Yolles,  Suffolk 

Student  Delegate — 

Douglas  Murphy-Chutorian,  New  York 
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REFERENCE  COMMITTEES 


Credentials 

William  A.  Schwarz,  Richmond,  Chairman 
Anthony  J.  Federico,  Erie 
A.  W.  Martin  Marino,  Jr.,  Kings 
Henry  B.  Marshall,  Chemung 

Reports  of  Officers 

President 

President-Elect 

Secretary 

Treasurer 

Executive  Vice-President 
Board  of  Trustees 
Budget  and  Finance 
New  York  Delegation  to  AM  A 
William  M.  Hewlett,  Queens,  Chairman 
William  F.  Mitty,  Jr.,  New  York 
Patricia  G.  Squillace,  Nassau 
John  D.  States,  Monroe 
Martin  C.  Uskow,  Onondaga 

Scientific  Activities,  Publications  and  Miscellaneous 

Archives 

Awards  and  Prize  Essays 

Convention 

District  Branches 

General  Insurance 

Journal 

Library 

Membership 

Membership  Benefits 

New  York  Chapter,  American  Medical  Assistants  Associa- 
tion 

Physicians  ' Placement 

Public  and  Professional  Relations 

Publications 

Research  and  Planning 

What  Goes  On 

Ad  Hoc,  to  Study  Listing  of  M.D.'s/D.O.'s  in  the  Directory 
Seymour  R.  Stall,  Dutchess,  Chairman 
Clarke  T.  Case,  Oneida 
Gerald  J.  Lustig,  Richmond 
Richard  B.  Nolan,  New  York 
Boris  A.  Vanadzin,  Rockland 

Public  Health 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Child  Abuse 
Drug  Abuse 

Emergency  Health  Services 

Environmental  Quality 

Home  Health  Care 

Maternal  and  Child  Health 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Rural  Medical  Service 

School  Health 

Joseph  R.  Fontanetta,  Kings,  Chairman 
Stanley  B.  Chapman,  Steuben 


Leonard  L.  Heimoff,  Bronx 
James  R.  Nunn,  Erie 

Education 

Continuing  Medical  Education 

Data  Processing  in  Medicine 

Forensic  Medicine 

Health  Manpower 

Medical  School  Relationships 

Quackery 

Thanatology 

Robert  A.  Mayers,  Westchester,  Chairman 

Arnold  M.  Behrer,  Jr.,  Nassau 

Melvin  Shuter,  Suffolk 

Robert  C.  Webster,  Monroe 

Edward  A.  Wolfson,  Broome 

Medical  Services 

Medical  Care  Insurance 

Health  Systems  Agencies 

Hospital  and  Professional  Relations 

Interspecialty 

No-Fault  Insurance 

Socioeconomics 

Workmen’s  Compensation  and  Occupational  Health 
Frank  J.  Bolgan,  Erie,  Chairman 
Morton  M.  Kurtz,  Queens 
David  B.  McDowell,  Clinton 
George  W.  Melcher,  Jr.,  New  York 
Leonard  S.  Weiss,  Orange 

Governmental  Affairs  and  Legal  Matters 

Constitutions  and  Bylaws  ( Council  Committee ) 

Ethics 

Federal  Legislation 
State  Legislation 
Judicial  Council 

New  York  State  Association  of  the  Professions 
Professional  Medical  Liability  Insurance  and  Defense 
Board 

Countersuits  Subcommittee  of  the  Professional  Medical 
Liability  Insurance  and  Defense  Board 
PSRO 

Ad  Hoc,  to  Review  Legislative  Activities 
Ad  Hoc,  to  Review  Legal  Activities 
Liaison,  with  New  York  State  Bar  Association 
Meyer  Texon,  New  York,  Chairman 
William  P.  Clark,  Westchester 
James  M.  Flanagan,  Wayne 
Robert  J.  O’Connor,  Richmond 
Edward  D.  Sugarman,  Onondaga 

Tellers 

Joseph  Theobald  Doyle,  Albany,  Chairman 

Norman  S.  Blackman,  Kings 

Vernal  G.  Cave,  Kings 

John  T.  Donovan,  Jr.,  Niagara 

James  A.  Holleran,  Suffolk 

Sergeant  at  Arms 

Bernard  J.  Hartnett,  Cayuga,  Chairman 
John  P.  Albanese,  Bronx 
Irwin  J.  Cohen,  New  York 
Armand  J.  D’Errico,  Fulton 
Katharine  L.  Friedmann,  Westchester 
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NEW  YORK 


Officers  1976-1977 


George  L,  Collins,  Jr. 
Erie 

President 


Dutchess 

Vice-President 


New  York 

Secretary 


Albert  M.  Schwartz 


Warren  A.  Lapp 


Joseph  F.  Shanaphy 


New  York 

Treasurer 


Kings 

Assistant  Treasurer 


Richmond 

Speaker 


Carl  Goldmark,  Jr. 
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Milton  Helpern* 
New  York 


David  Kershner 
Kings 


Albert  H.  Douglas 
Queens 


Councilors 

1976-1977 


* Deceased.  Succeeded  by  Ralph 
S.  Emerson. 


G.  Rehmi  Denton 
Albany 


Walter  Scott  Walls 
Erie 


Lynn  R.  Callin 
Monroe 


Allison  B.  Landolt 


Westchester 


Board  of 
Trustees 
1976-1977 


Reid  R.  Heffner 
Westchester 


James  Blake 

Schenectady 

Chairman 


John  Edward  Lowry 
Queens 
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George  Lim,  M.D. 
Oneida 


Milton  Rosenberg 
Suffolk 


Ralph  M.  Schwartz 
Kings 


Charles  D.  Sherman,  Jr. 
Monroe 


Keith  O.  Guthrie,  Jr. 
New  York 


Charles  N.  Aswad,  M.D. 
Broome 


Kenneth  H.  Eckhert 
Erie 


Sears  E.  Edwards,  M.D. 


Nassau 


Daniel  F.  O’Keeffe,  M.D. 
Warren 
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NOMINATING  COMMITTEE 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

In  accordance  with  Article  XI,  Section  2 of  the  Bylaws  of  the  Medical  Society  of  the  State  of  New  York,  the  Nominating 
Committee  met  at  the  Society’s  headquarters,  420  Lakeville  Road,  Lake  Success,  New  York,  on  Wednesday,  June  8, 1977, 
at  4:30  p.m. 

Members  of  the  committee  present  were: 

Member-at-Large — Ralph  S.  Emerson,  M.D.,  Roslyn  Heights,  Chairman 
First  District  Branch — John  A.  Finkbeiner,  M.D.,  New  York  City 
Second  District  Branch — Clement  J.  Boccalini,  M.D.,  Floral  Park 
Third  District  Branch — John  H.  Carter,  M.D.,  Albany 
Fourth  District  Branch — Daniel  F.  O’Keeffe,  M.D.,  Glens  Falls 
Fifth  District  Branch — Bernard  J.  Hartnett,  M.D.,  Auburn 
Sixth  District  Branch — Paul  M.  DeLuca,  M.D.,  Johnson  City 
Seventh  District  Branch—  David  L.  Koch,  M.D.,  Waterloo 
Eighth  District  Branch — Carmelo  S.  Armenia,  M.D.,  Buffalo 
Ninth  District  Branch — Robert  A.  Mayers,  M.D.,  Port  Chester 
Member-at-Large — William  A.  Schwarz,  M.D.,  Stapleton 


After  careful  consideration  of  the  recommendations  submitted  by  the  district  branches,  county  medical  societies  and 
scientific  sections  in  response  to  a memorandum,  dated  March  14,  1977,  and  nominations  from  the  floor,  your  committee 
respectfully  nominated  the  following  candidates  for  election  on  October  6,  1977: 

President — Carl  Goldmark,  Jr.,  M.D.,  New  York 
President-Elect — George  T.  C.  Way,  M.D.,  Dutchess 
Vice-President — G.  Rehmi  Denton,  M.D.,  Albany 
Secretary — Bernard  J.  Pisani,  M.D.,  New  York 
Assistant  Secretary — Victor  J.  Tofany,  M.D.,  Monroe 
Treasurer — Warren  A.  Lapp,  M.D.,  Kings 
Assistant  Treasurer — John  A.  Finkbeiner,  M.D.,  New  York 
Speaker — Joseph  F.  Shanaphy,  M.D.,  Richmond 
Vice-Speaker — Richard  D.  Eberle,  M.D.,  Onondaga 
Trustee  (one  for  five  years)— Paul  M.  DeLuca,  M.D.,  Broome 
Councilors  (four  for  three  years ) — John  H.  Carter,  M.D.,  Albany 

Morton  Kurtz,  M.D.,  Queens 
Allison  B.  Landolt,  M.D.,  Westchester 
Milton  Rosenberg,  M.D.,  Suffolk 
(one  for  one  year) — George  Lim,  M.D.,  Oneida 


Delegates  to  the  American  Medical  Association 

Charles  N.  Aswad,  M.D.,  Broome 
John  H.  Carter,  M.D.,  Albany 
George  L.  Collins,  Jr.,  M.D.,  Erie 
Paul  M.  DeLuca,  M.D.,  Broome 
G.  Rehmi  Denton,  M.D.,  Albany 
Ralph  S.  Emerson,  M.D.,  Nassau 
John  A.  Finkbeiner,  M.D.,  New  York 
Joseph  R.  Fontanetta,  M.D.,  Kings 

The  eight  nominees  receiving  the  largest  number  of  votes 


for  two  years  commencing  January  1, 1978: 

Morton  Kurtz,  M.D.,  Queens 
Allison  B.  Landolt,  M.D.,  Westchester 
George  Lim,  M.D.,  Oneida 
Andrew  H.  Patterson,  M.D.,  New  York 
Bernard  J.  Pisani,  M.D.,  New  York 
Milton  Rosenberg,  M.D.,  Suffolk 
Charles  D.  Sherman,  Jr.,  M.D.,  Monroe 
Wayne  C.  Templer,  M.D.,  Steuben 
will  be  delegates;  the  second  eight  will  be  alternates. 


Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 
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HOUSE  COMMITTEE  ON  BYLAWS 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  House  Committee  on  Bylaws  consists  of  the  fol- 
lowing members: 

Allison  B.  Landolt,  M.D.,  Chairman  . . . .Westchester 

Frank  Bolgan,  M.D Erie 

Stanley  B.  Chapman,  M.D Steuben 

G.  Rehmi  Denton,  M.D Albany 

Joseph  R.  Fontanetta,  M.D Kings 

Keith  0.  Guthrie,  Jr.,  M.D New  York 

George  Lim,  M.D Oneida 

Henry  B.  Marshall,  M.D Chemung 

Robert  A.  Mayers,  M.D Westchester 

Daniel  F.  O’Keeffe,  M.D Warren 

Milton  Rosenberg,  M.D Suffolk 

George  L.  Collins,  Jr.,  M.D.,  President,  ex  officio  .... 

Erie 

Bernard  J.  Pisani,  M.D.,  Secretary,  ex  officio  

New  York 

Joseph  F.  Shanaphy,  M.D.,  Speaker,  ex  officio 

Richmond 

Richard  D.  Eberle,  M.D.,  Vice-Speaker,  ex  officio  . . . 

Onondaga 

The  House  Committee  on  Bylaws  has  met  on  two  occa- 
sions since  the  1976  session  of  the  House  of  Delegates;  on 
May  5,  1977  and  again  on  June  29,  1977. 

In  all,  nine  resolutions  asking  for  amendments  to  the 
Bylaws  and  four  resolutions  requesting  changes  in  the 
Principles  of  Professional  Conduct  were  referred  to  the 
committee  for  consideration. 

The  resolutions  were  studied  in  great  detail  and  their 
proponents  invited  to  testify  before  the  committee.  A 
number  of  physician  members  took  advantage  of  the  in- 
vitation and  their  statements  greatly  aided  the  committee 
in  its  deliberations. 

The  following  actions  were  taken  with  respect  to  the 
resolutions  referred  to  this  Committee: 

PROPOSED  AMENDMENTS  TO  BYLAWS 

Resolution  76-4,  Amendment  to  Bylaws  Changing 
Requirement  for  Life  Membership 

Introduced  by  Medical  Society  of  the  County  of  Kings 
Whereas,  Life  Membership  in  the  Medical  Society  of 
the  State  of  New  York  and  its  constituent  county  so- 
cieties is  achieved  when  a member  reaches  the  age  of  70, 
and  meets  the  added  requirements  of  five  consecutive 
years  of  membership;  and 

Whereas,  The  county  membership  rolls  are  being 
depleted  by  the  inordinate  number  of  such  eligibles  with 
consequent  loss  of  necessary  revenue,  and  poses  a serious 
threat  to  the  stability  of  county  medical  societies;  and 
Whereas,  The  five  year  clause  seems  completely  in- 
adequate, tends  to  encourage  late  enrollment  in  county 
societies  and  is  patently  unfair  to  the  great  majority  of 
members  who  have  supported  their  county  societies  for 
all  or  most  of  their  productive  years;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  1 , Paragraph  10  of 
the  Bylaws  by  deleting  the  word  “five”  and  inserting  the 
word  “twenty.” 


Article  II,  Section  1,  Paragraph  10  would  then  read  as 
follows: 

An  active  member  in  good  standing  for  the  twenty 
consecutive  years  before  reaching  the  age  of  seventy 
years,  unless  there  are  extenuating  reasons  such  as 
illness,  or  an  active  member  in  good  standing  for 
five  consecutive  years  or  more  who  is  permanently 
disabled,  may  apply  for  life  membership.  . . 

and 

Resolution  76-5,  Amendment  to  Bylaws  Changing 
Requirements  for  Life  Membership  of  Physicians 
Retired  from  Practice 

Introduced  by  Medical  Society  of  the  County  of  Erie 
Whereas,  There  is  a growing  trend  for  physicians  to 
retire  from  the  active  practice  of  medicine  before  at- 
taining the  age  of  seventy;  and 

Whereas,  Such  physicians  do  not  qualify  for  life 
membership  because  they  are  not  70  years  of  age  or 
permanently  disabled;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  1,  Paragraph  10  of 
the  Bylaws  to  read  as  follows: 

An  active  member  in  good  standing  for  the  five 
consecutive  years  before  reaching  the  age  of  seventy 
years,  unless  there  are  extenuating  reasons  such  as 
illness,  or  an  active  member  in  good  standing  for 
five  consecutive  years  or  more  who  is  permanently 
disabled,  or  an  active  member  in  good  standing  for 
twenty  years  or  more  who  has  fully  retired  from  the 
active  practice  of  medicine,  may  apply  for  life 
membership. 

and 

Resolution  76-56,  Eligibility  Requirements  for  Life 
Membership  Status 

Introduced  by  Joseph  J.  Kaufman,  M.D.,  Chairman,  Board 
of  Trustees 

Whereas,  The  budgets  of  both  the  individual  county 
medical  societies  and  the  Medical  Society  of  the  State 
of  New  York  continues  to  increase  yearly  as  a result  of 
both  inflationary  pressures  and  the  increased  demands 
made  upon  the  county  societies  and  the  State  Society  to 
become  involved  in  new  projects;  and 

Whereas,  One  of  the  unfortunate  results  of  the  recent 
dues  increase  has  been  the  loss  of  a substantial  number 
of  members;  and 

Whereas,  The  loss  of  members  combined  with  the 
increased  numbers  of  members  applying  for  life  mem- 
bership status  have  contributed  to  the  present  budgetary 
crises;  and 

Whereas,  The  purpose  of  the  life  membership  cate- 
gory was  to  permit  those  physicians  who  have  supported 
their  medical  societies  for  many  years  and  have  now 
reached  the  age  where  they  wish  to  completely  retire 
from  active  practice  to  retain  the  benefits  of  society 
membership  without  the  financial  burden  associated 
with  the  payment  of  dues;  and 

Whereas,  It  is  becoming  increasingly  obvious  that 
many  physicians  who  reach  the  age  of  seventy  years  do 
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not  retire  completely  from  active  practice;  therefore  be 
it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  he  amended  to  permit  those 
physicians  who  do  retire  completely  from  active  practice 
at  age  seventy  to  apply  for  life  membership  status  while 
requiring  those  physicians  who  elect  to  continue  their 
active  practice  past  the  age  of  seventy  to  remain  active 
members  until  such  time  as  they  reach  the  age  of  sev- 
enty-five; and  be  it  further, 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  also  be  amended  to  require  the 
physician  member  applying  for  life  membership  status 
to  have  been  a member  for  the  ten  consecutive  years 
immediately  preceding  his  application;  and  be  it  fur- 
ther 

Resolved,  That  in  order  to  effectuate  these  changes. 
Article  II,  Section  1,  paragraph  9 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  should  be 
amended  to  read  as  follows: 

An  active  member  in  good  standing  who  has 
completely  withdrawn  from  the  active  practice  of 
medicine  and  who  has  been  a member  in  good 
standing  for  the  ten  consecutive  years  prior  to  the 
attainment  of  the  age  of  seventy  years  or  an  active 
member  in  good  standing  who  continues  the  active 
practice  of  medicine  and  who  has  been  a member 
in  good  standing  for  the  ten  consecutive  years  prior 
to  the  attainment  of  the  age  of  seventy-five  years, 
or  an  active  member  in  good  standing  for  ten  con- 
secutive years  or  more  who  is  permanently  disabled, 
may  apply  for  life  membership.  The  House  of 
Delegates  or  the  Council  may  waive  the  ten  con- 
secutive year  requirement  in  a proper  case  where 
there  appear  to  be  extenuating  circumstances  such 
as  illness.  He  shall  apply  for  such  life  membership 
to  the  component  county  medical  society  of  which 
he  is  a member.  His  application  shall  be  governed 
by  the  constitution  and  bylaws  of  the  component 
county  medical  society  relative  to  active  member- 
ship. 

Because  of  the  similarity  of  content,  the  committee  re- 
viewed Resolutions  76-4,  76-5,  and  76-56  at  the  same  time. 
After  careful  consideration,  the  committee  recommends 
DISAPPROVAL  of  Resolutions  76-4  and  76-5  because 
they  only  deal  with  a portion  of  the  subject  of  life  mem- 
bership. 

Resolution  76-56  takes,  what  the  committee  feels,  is  a 
positive  step  towards  a just  and  fair  solution  to  the  problem 
of  the  ever-increasing  number  of  members  applying  for  the 
category  of  “Life  Member.” 

The  committee,  therefore,  recommends  AP- 
PROVAL of  Resolution  76-56. 

Resolution  76-1,  Date  Annual  Dues  Become  Due  and 
Payable 

Introduced  by  Joseph  Kaufman,  M.D.,  Chairman  of  the 
Board  of  Trustees 

Whereas,  The  present  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  provide  that  a member  whose 
dues  are  unpaid  after  May  1st  of  any  current  year  is  not 
in  good  standing;  and 

Whereas,  The  failure  of  some  county  medical  societies 
to  forward  such  monies  on  behalf  of  their  members  prior 
to  this  date  causes  many  problems  to  be  experienced  by 
the  Medical  Society  of  the  State  of  New  York  in  relation 


to  its  financial  standing  and  reporting  requirements, 
particularly  with  respect  to  the  creation  of  a delay  of  two 
months  in  the  administration  of  funds;  therefore  be  it 
Resolved,  That  Article  XV  of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
so  as  to  substitute  the  words  “March  1”  for  the  words 
“May  1”  in  paragraph  5,  line  4 thereof.  The  paragraph 
as  amended  would  then  read  as  follows: 

Any  member,  except  a member  who  is  eligible  for 
and  has  applied  for  life  membership,  whose  com- 
ponent county  medical  society  and  State  Society 
dues  are  unpaid  after  March  1 of  any  current  year, 
or  whose  assessments  are  unpaid  by  the  specified 
time  is  not  in  good  standing  and  shall  be  deemed  to 
be  in  arrears; 
and  be  it  further 

Resolved,  That  Article  XVIII,  Section  3 of  the  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York  be 
amended  so  as  to  substitute  the  word  “March”  for  the 
word  “May”  in  paragraph  3,  line  8 thereof.  The  para- 
graph as  amended  would  then  read  as  follows: 

The  treasurer  of  each  component  county  medical 
society  shall  forward  to  the  treasurer  of  the  Medical 
Society  of  the  State  of  New  York  the  amount  of  the 
State  Society  per  capita  dues  and/or  assessments 
and  the  amount  of  all  American  Medical  Associa- 
tion dues  collected  from  members  of  his  component 
county  medical  society  as  promptly  as  possible  but 
in  any  event  before  the  first  day  of  March  of  each 
year; 

and  be  it  further 

Resolved,  That  Article  II,  Section  2 of  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  be 
amended  so  as  to  substitute  the  word  “April”  for  the 
word  “June”  in  paragraph  12,  line  1 thereof.  This 
paragraph  as  amended  would  then  read  as  follows: 

A member  whose  dues  are  unpaid  after  April  1 
or  whose  assessments  are  unpaid  one  month  after 
the  specified  date  shall  be  dropped  from  the  rolls 
of  membership  of  his  component  county  medical 
society  and  the  Medical  Society  of  the  State  of  New 
York,  upon  reasonable  notice  to  such  member  by 
his  component  county  medical  society,  or  the  State 
Society,  and  without  further  action  on  the  part  of 
either  the  component  county  medical  society  or  the 
State  Society,  and  on  such  data  he  shall  automati- 
cally cease  tc  be  a member  of  both  the  component 
county  medical  society  and  the  State  Society. 

The  committee  was  in  full  agreement  with  this  resolution 
and  felt  that  by  changing  the  specified  date  for  final  pay- 
ment of  dues  from  May  1st  to  March  1st,  it  would  expedite 
the  flow  of  dues  and/or  assessments  collected  by  the  county 
societies  to  the  State  Society  and/or  AMA,  as  promptly  as 
possible.  The  committee  was  also  in  full  agreement  with 
substituting  “April”  for  “June”  as  the  final  date  before  a 
physician  automatically  ceases  to  be  a member  of  both  the 
county  medical  society  and  the  State  Society 

The  committee  recommends  APPROVAL  of  Res- 
olution 76-1. 

Resolution  76-2,  County  Medical  Society  Member- 
ship Categories 

Introduced  by  Ralph  M.  Schwartz,  M.D.,  Councilor 

Whereas,  Under  the  existing  Bylaws  provisions 
county  medical  societies  are  permitted  to  create  what- 
ever categories  of  county  membership  they  wish,  so  long 
as  no  category  contravenes  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York;  and 
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Whereas,  The  result  has  been  a proliferation  of  vari- 
ous categories  of  membership  at  the  local  county  society 
level;  and 

Whereas,  The  classes  of  membership  so  created  do  not 
necessarily  have  any  relationship  with  membership 
classes  created  in  other  counties  or  by  the  Medical  So- 
ciety of  the  State  of  New  York;  and 

Whereas,  The  result  of  this  situation  has  been  that 
many  physicians  who  formerly  had  been  carried  on  the 
rolls  of  the  State  Society  as  active  members,  since  that 
was  the  only  means  by  which  they  could  likewise  retain 
their  county  medical  society  membership,  now  become 
aware  of  the  fact  that  a new  county  medical  society 
membership  category  would  permit  them  to  resign  from 
membership  in  the  State  Society  while  retaining  their 
county  medical  society  affiliation;  and 

Whereas,  Such  a policy,  if  it  became  widespread  could 
result  in  a mass  exodus  of  members  from  the  Medical 
Society  of  the  State  of  New  York;  therefore  be  it 
Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  so  as  to  preclude  any 
possibility  that  a category  of  membership  could  be 
created  whereby  members  would  not  be  required  to  be- 
come dues  paying  members  of  the  State  Society  unless 
such  a category  first  receives  the  approval  of  the  Medical 
Society  of  the  State  of  New  York;  and  be  it  further, 
Resolved,  That  Article  XVIII,  Section  2,  paragraph 
1 of  the  Bylaws  of  the  Medical  Society  be  amended  to 
add  a new  sentence  following  the  first  sentence  to  read 
as  follows: 

However,  no  county  medical  society  shall  be 
permitted  to  create  any  new  category  of  member- 
ship until  such  category  has  been  approved  by  the 
Medical  Society  of  the  State  of  New  York. 

The  committee  discussed  the  problems  which  occur 
when  local  county  societies  create  categories  of  member- 
ship which  do  not  require  concurrent  membership  in  the 
State  Society.  Since  it  is  entirely  possible  that  a category 
could  be  created  without  the  knowledge  of  this  Society  and 
draw  its  members  from  physicians  who,  because  of  their 
activities  in  other  counties,  would  not  be  eligible  if  all  the 
facts  were  known,  the  committee  felt  that  all  such  catego- 
ries should  first  be  approved  by  the  Medical  Society  of  the 
State  of  New  York. 

The  committee  voted  to  recommend  APPROVAL 
of  Resolution  76-2. 

Resolution  76-3,  County  Medical  Society  Member- 
ship Categories  for  Nonresident  Physicians 
Introduced  by  Ralph  M.  Schwartz,  M.D.,  Councilor 

Whereas,  Under  the  existing  Bylaw  provisions,  county 
medical  societies  are  permitted  to  create  whatever 
categories  of  county  membership  they  wish,  as  long  as 
no  category  contravenes  the  Bylaws  of  the  Medical  So- 
ciety of  the  State  of  New  York;  and 

Whereas,  The  result  has  been  a proliferation  of  vari- 
ous categories  of  membership  at  the  local  county  society 
level  especially  as  these  pertain  to  physicians  who  nei- 
ther reside  nor  practice  in  that  county;  and 
Whereas,  The  classes  of  membership  so  created  do  not 
necessarily  have  any  relationship  with  membership 
classes  created  in  other  counties  or  by  the  Medical  So- 
ciety of  the  State  of  New  York;  and 

Whereas,  The  result  has  been  that  many  physicians 
who  formerly  had  been  carried  on  the  rolls  of  the  State 
Society  as  active  members,  since  that  was  the  only  means 


by  which  they  could  likewise  retain  their  county  medical 
society  membership,  became  aware  of  the  fact  that  a new 
county  medical  society  membership  category  recently 
created  would  permit  them  to  resign  from  membership 
in  the  State  Society  while  retaining  their  county  medical 
society  affiliation;  and 

Whereas,  The  possibility  exists  that  unless  the  local 
county  medical  society  notifies  the  Medical  Society  of 
the  names  of  those  physicians  seeking  membership  in 
these  various  nonresident  categories  and  requests  veri- 
fication from  the  State  Society  of  that  applicant’s  cur- 
rent active,  junior  or  life  membership  in  another  county 
medical  society,  the  Medical  Society  of  the  State  of  New 
York  might  never  be  able  to  advise  the  local  society  of 
a particular  applicant’s  ineligibility  for  such  local 
membership  status;  and 

Whereas,  This  lack  of  knowledge  might  permit  those 
individuals  to  become  nonresident  county  society 
members  notwithstanding  the  fact  that  they  would  be 
ineligible  if  the  facts  were  known  since  they  were  not 
active,  junior,  or  life  members  in  another  component 
county  society;  and 

Whereas,  Such  a policy,  if  it  became  widespread,  could 
result  in  a mass  exodus  of  members  from  the  Medical 
Society  of  the  State  of  New  York  and  the  local  county 
medical  societies  themselves;  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  so  as  to  require  the 
local  county  medical  society,  in  which  nonresident 
membership  is  requested,  to  advise  the  Medical  Society 
of  the  State  of  New  York  of  the  names  of  the  physicians 
applying  for  this  status  and  require  verification  from  the 
State  Society  of  their  eligibility;  and  be  it  further 

Resolved,  That  Article  XVIII,  Section  2 of  the  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York  be 
amended  to  add  a new  paragraph  immediately  following 
the  present  second  paragraph  to  read  as  follows: 

No  physician  shall  be  granted  membership  by  any 
county  medical  society  in  any  category  of  mem- 
bership which  has  been  created  for  the  benefit  of 
physicians  who  neither  reside  nor  practice  in  such 
county,  unless  and  until  such  county  medical  soci- 
ety verifies,  with  the  Medical  Society  of  the  State 
of  New  York,  the  fact  that  the  applicant  currently 
holds  either  active,  junior,  or  life  membership  in 
another  county  of  this  State.  This  requirement 
applies  with  equal  force  whether  the  category  of 
membership  on  the  local  county  medical  society 
level  be  designated  as  “associate  membership,” 
“affiliate  membership,”  “corresponding  member- 
ship,” “nonresident  membership,”  or  by  any  similar 
designation. 

The  committee  studied  this  resolution  in  conjunction 
with  Resolution  76-2.  Many  of  the  same  reasons  which 
compelled  the  recommendation  of  approval  of  Resolution 
76-2  require  the  same  recommendation  with  respect  to  this 
resolution.  The  committee  wished  to  preclude  the  possi- 
bility of  a physician  applying  for  membership  in  a less  re- 
strictive category  in  one  medical  society  on  the  basis  of  full 
membership  in  another  county,  when  in  fact,  no  full 
membership  in  another  county  medical  society  existed.  It 
was  felt  that  the  only  method  whereby  this  practice  could 
be  eliminated  was  by  requiring  the  local  societies  to  notify 
the  State  Society  before  any  such  less  restrictive  mem- 
berships were  granted  since  only  the  State  Society  is  able 
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to  ascertain  whether  the  applicant  was  qualified  to  apply 
for  such  membership. 

The  committee  voted  to  recommend  APPROVAL 
of  Resolution  76-3. 

Resolution  76-7,  Nominating  Committee  Appoint- 
ments 

Introduced  by  James  Blake,  M.D.,  Member  of  the  House 
for  Life  and  Trustee 

Whereas,  The  Nominating  Committee  consists  of 
eleven  members  of  which  one  member  is  selected  from 
each  of  the  nine  district  branches  and  two  members  are 
selected  at  large;  and 

Whereas,  Each  member  of  the  Nominating  Com- 
mittee selected  to  represent  a particular  district  branch 
is  selected  by  the  President  of  the  Medical  Society  of  the 
State  of  New  York  from  a list  of  not  less  than  three  nor 
more  than  five  candidates  submitted  by  the  respective 
district  branches  pursuant  to  Article  XI,  Section  2 of  the 
Bylaws  of  the  Medical  Society  of  the  State  of  New  York; 
and 

Whereas,  The  objective  of  the  provisions  of  Article  XI, 
Section  2 of  the  Bylaws  is  to  insure  adequate  represen- 
tation from  each  of  the  district  branches;  and 

Whereas,  It  is  desirable  to  continue  to  attempt  to  se- 
cure such  equal  representation  on  this  committee  in  the 
event  that  a particular  designated  representative  or  al- 
ternate is  unable  to  attend  the  meeting  of  the  Nomi- 
nating Committee;  therefore  be  it 

Resolved,  That  in  the  event  that  a designated  rep- 
resentative of  one  of  the  district  branches,  or  his  alter- 
nate is  unable  to  attend  the  meeting  of  the  Nominating 
Committee,  the  President  shall  appoint  an  at  large 
member,  preferably  from  the  district  which  would  oth- 
erwise not  be  adequately  represented  as  a result  of  the 
absence  of  its  delegated  member  or  alternate;  and  be  it 
further 

Resolved,  That  Article  XI  of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
to  add  the  following  sentence  immediately  following  the 
second  sentence  of  Section  2 thereof: 

In  the  event  that  a member  of  the  Nominating 
Committee  who  has  been  selected  as  the  represen- 
tative of  a particular  district  branch  or  his  alternate 
shall  be  unable  to  attend  the  meeting  of  this  com- 
mittee, the  president  shall  appoint  an  at  large 
member,  preferably  from  the  district  branch  whose 
representative  is  absent,  to  represent  the  interests 
of  that  district  on  the  Nominating  Committee. 

The  committee  recommends  amending  this  resolution 
by  deleting  the  words  “or  his  alternate”  where  they  appear 
in  the  two  Resolveds.  It  was  agreed  that  with  reasonable 
notice  a substitute  could  be  selected  from  the  list  of  not  less 
than  three  nor  more  than  five  candidates  submitted  pre- 
viously by  the  respective  district  branches,  as  called  for  in 
Article  XI,  Section  2 of  the  MSSNY  Bylaws. 

The  amended  resolution  reads  as  follows:  (deletions  in 
brackets;  additions  in  italics) 

Resolved,  That  in  the  event  that  a designated  rep- 
resentative of  one  of  the  district  branches,  [or  his  alter- 
nate], is  unable  to  attend  the  meeting  of  the  Nominating 
Committee,  the  president  shall  appoint  an  at  large 
member,  preferably  from  the  district  which  would  oth- 
erwise not  be  adequately  represented  as  a result  of  the 
absence  of  its  delegated  member  [or  his  alternate];  and 
be  it  further 


Resolved,  That  Article  XI  of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
to  add  the  following  sentence  immediately  following  the 
second  sentence  of  Section  2 thereof: 

In  the  event  that  a member  of  the  Nominating 
Committee  who  has  been  selected  as  the  repre- 
sentative of  a particular  district  branch  [or  his 
alternate ] shall  be  unable  to  attend  the  meeting 
of  this  committee,  the  president  shall  appoint  an 
at  large  member,  preferably  from  the  district 
branch  whose  representative  is  absent,  to  represent 
the  interests  of  that  district  on  the  Nominating 
Committee. 

The  committee  recommends  APPROVAL  of  Res- 
olution 76-7,  as  AMENDED. 

Resolution  76-51,  Society  Past-Presidents  and  Past 
Members  of  the  Board  of  Trustees  to  be  Designated 
as  Members  of  the  Council 

Introduced  by  David  Kershner,  M.D.,  as  an  Individual 
Whereas,  At  the  present  time  the  past-presidents  of 
the  Medical  Society  of  the  State  of  New  York,  with  the 
exception  of  the  immediate  past-president,  and  past 
chairman  of  the  Board  of  Trustees  are  not  designated 
to  attend  all  meetings  of  the  Council;  and 

Whereas,  The  Council  therefore  derives  no  benefit 
from  their  valuable  experience,  knowledge  and  expertise; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  to  have  all  Society  past- 
presidents  and  past  chairmen  of  the  Board  of  Trustees 
designated  to  attend  all  meetings  of  the  Council;  and  be 
it  further 

Resolved,  That  Article  IV,  Section  1,  paragraph  2,  of 
the  Bylaws  of  the  Medical  Society  of  the  State  of  New 
York  be  amended  to  read  as  follows: 

The  trustees,  the  executive  vice-president,  the 
deputy  executive  vice-president,  all  past-presidents 
of  the  Society  and  all  past  chairmen  of  the  Board 
of  Trustees  and  the  general  counsel  of  the  Medical 
Society  of  the  State  of  New  York  shall  attend  all 
meetings  of  the  Council  with  voice  but  without 
vote. 

The  committee  recommends  amending  this  resolution, 
as  follows:  (deletions  in  brackets;  additions  in  italics) 
Resolution  76-51,  Society  Past-Presidents  and  Past 
[Members]  Chairmen  of  the  Board  of  Trustees  to  be 
Designated  as  Members  of  the  Council 
Introduced  by  David  Kershner,  M.D.,  as  an  Individual. 

The  first  “Resolved”  will  remain  the  same.  The  second 
“Resolved”  will  now  read  as  follows: 

Resolved,  That  of  Article  IV,  Section  1,  paragraph 
2,  of  the  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  be  amended  to  read  as  follows: 

The  trustees,  the  executive  vice-president,  the 
deputy  executive  vice-president  and  the  general 
counsel  of  the  Medical  Society  of  the  State  of  New 
York  shall  attend  all  meetings  of  the  Council  with 
voice  but  without  vote.  All  past-presidents  of  the 
Society  and  past  chairmen  of  the  Board  of  Trust- 
ees may  attend  all  meetings  of  the  Council  with 
voice  but  without  vote. 

The  committee  unanimously  agreed  that  by  extending 
the  courtesy  of  attending  Council  meetings  to  past-presi- 
dents and  chairmen  of  the  Board  of  Trustees  that  the 
MSSNY  would  greatly  benefit  from  their  experience. 
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The  committee  recommends  APPROVAL  of  Res- 
olution 76-51,  as  AMENDED. 

Resolution  76-81,  Change  in  Name  of  the  Council  of 
the  Medical  Society  of  the  State  of  New  York  to  the 
Executive  Committee  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  Individual 

Whereas,  The  Council  of  the  Medical  Society  of  the 
State  of  New  York  has  been  designated  pursuant  to 
Article  IV  of  the  Bylaws  as  the  policy  making  body  of  the 
Medical  Society  of  the  State  of  New  York  when  the 
House  of  Delegates  is  not  in  session;  and 

Whereas,  Although  all  of  its  actions  between  meetings 
of  the  House  of  Delegates  are  decisive  and  final,  these 
are  subject  to  review  by  the  House  of  Delegates  which 
has  the  authority  to  rescind  any  and  all  actions  of  the 
Council;  and 

Whereas,  The  Council,  therefore,  is  in  fact  the  Exec- 
utive Committee  of  the  House  of  Delegates  and  functions 
thereas;  and 

Whereas,  The  Not-For-Profit  Corporation  Law  is  the 
New  York  State  statute  which  governs  the  actions  of 
corporations  such  as  medical  societies,  and  this  statute 
makes  reference  throughout  to  executive  committees 
and  their  functions;  and 

Whereas,  It  would  be  more  appropriate  and  less 
confusing  if  this  body  were  given  its  proper  designation; 
therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  to  change  the  des- 
ignation from  “Council”  to  “Executive  Committee  of  the 
House  of  Delegates”;  and  be  it  further 

Resolved,  That  these  Bylaws  be  changed  as  fol- 
lows: 

The  words  “Executive  Committee  of  the  House  of 
Delegates”  should  be  substituted  for  the  word  “Council” 
wherever  it  appears; 

The  words  “member  of  the  Executive  Committee  of 
the  House  of  Delegates”  should  be  substituted  for  the 
word  “councilor”  wherever  it  appears;  and 

The  words  “members  of  the  Executive  Committee  of 
the  House  of  Delegates”  should  be  substituted  for  the 
word  “councilors”  wherever  it  appears. 

An  executive  committee  of  an  organization  consists 
of  several  members  of  the  Board  of  Directors,  in  this  case 
the  House  of  Delegates,  appointed  by  the  entire  board 
(i.e.,  House  of  Delegates)  to  function  in  its  stead  on  a 
day-to-day  basis  between  the  regular  meetings  of  the 
board.  If  the  recommendations  of  the  “Hughes’  Report” 
were  to  be  adopted,  the  Council  would  be  selected  by  the 
members  of  the  district  branches.  Although  the  coun- 
cilors so  selected  would  become  members  of  the  House 
of  Delegates,  they  would  not  be  elected  by  the  members 
of  that  House.  Consequently,  they  would  not  be  func- 
tioning as  an  executive  committee  of  the  House. 

The  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolution  76-81. 

PROPOSED  CHANGES  IN  PRINCIPLES  OF 
PROFESSIONAL  CONDUCT 

Resolution  76-10,  Physicians  as  Expert  Witnesses 
Introduced  by  Medical  Society  of  the  County  of  Kings 

Whereas,  The  spirit  of  justice  is  being  thwarted  by  the 
fact  that  some  doctors  pose  and  testify  as  experts  in 
medical  fields  in  which  they  lack  expertise;  and 


Whereas,  In  addition,  it  serves  as  a source  of  embar- 
rassment to  the  medical  profession  as  a whole;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  declaring  it  unethical  if  a 
doctor  testifies  as  an  expert  witness  outside  his  specialty 
or  is  not  actively  engaged  in  the  practice  of  the  medical 
subject  under  discussion;  and  be  it  further 
Resolved,  That  the  penalty  for  so  testifying  would  be 
expulsion  from  his/her  county  medical  society  and  the 
Medical  Society  of  the  State  of  New  York;  and  be  it 
further 

Resolved,  That  any  physician  found  unethical  be 
referred  for  action  to  the  State  Board  for  Professional 
Conduct  and  to  the  specialty  board  of  which  he  may  be 
a member. 

The  House  Committee  on  Bylaws  feels  that  while  we 
recognize  the  problems  and  motives  behind  this  resolution 
and  are  in  sympathy  with  the  Resolveds,  we  feel  to  approve 
this  resolution  would  infringe  on  the  province  of  the  Ju- 
diciary. 

The  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolution  76-10. 

Resolution  76-28,  Obligation  of  Physician  to  Provide 
Non-Medical  Services  to  Patients  Whose  Accounts  are 
in  Arrears. 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  It  is  understood  that  when  a physician  un- 
dertakes the  responsibility  of  treating  a patient,  the 
patient  assumes  the  responsibility  of  paying  the  fee; 
and 

Whereas,  The  Principles  of  Professional  Conduct  do 
not  address  the  problem  of  a patient  who  has  not  paid 
his  physician’s  fees,  and  yet  requests  assistance  for  this 
patient’s  legal  problems;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Principles  of  Professional  Con- 
duct, Chapter  II,  Section  4 to  read: 

. . . that  the  physician  is  not  obligated  to  undertake  the 
additional  non-medical  services  to  the  patient  unless  he 
pays  the  fee  for  previous  services  or  unless  such  payment 
creates  a financial  hardship  for  the  patient. 

and 

Resolution  76-32,  Change  in  the  Principles  of  Pro- 
fessional Conduct 

Introduced  by  Medical  Society  of  the  County  of  Queens 
Whereas,  Our  present  Principles  of  Professional 
Conduct  prohibit  physicians  from  withholding  reports 
to  attorneys  and  others  if  bills  are  not  paid;  and 

Whereas,  One  serious  cause  of  malpractice  actions  is 
a suit  by  a physician  against  a patient  for  unpaid  bills; 
and 

Whereas,  After  reports  have  been  rendered  to  attor- 
neys and  others,  financial  settlements  are  made  to  pa- 
tients without  notification  to  the  physician;  and 

Whereas,  In  many  of  these  instances  the  physicians 
never  receive  payment  and  are  thereby  financially 
harmed  as  a result  of  their  being  cooperative  and  con- 
forming to  the  rules  of  ethics;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Principles  of  Professional  Conduct 
and  urge  that  the  law  be  modified  to  provide  permission 
to  physicians  not  to  furnish  reports  except  upon  written 
agreement  that  their  bills  be  paid  upon  conclusion  of  any 
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action  or  claim  including  interest  computed  from  the 
date  of  termination  of  services  or  date  bill  is  rendered 
whichever  comes  first;  and  be  it  further 

Resolved,  That  it  shall  not  be  deemed  unethical  and 
unlawful  for  a physician  to  withhold  reports  pending 
payment  of  hills  or  a satisfactory  agreement  to  pay  hills; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  American  Medical  Association 
for  a change  in  the  latter’s  Principles  of  Medical  Ethics 
to  include  the  same  principles  as  enumerated  in  this 
resolution,  since  these  principles  apply  universally  to 
physicians  all  over  the  country  as  well  as  in  the  State  of 
New  York;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  and  the  American  Medical  Association  bring 
this  inequity  to  the  attention  of  the  State  and  Federal 
legislatures  for  correction. 

and 

Resolution  76-62,  Medical  Reports  and  Payment  for 
Medical  Services 

Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Individual 
Whereas,  Our  present  Principles  of  Professional 
Conduct  has  been  interpreted  to  mean  that  a physician 
cannot  withhold  a medical  report  simply  because  his  bill 
for  professional  services  has  not  been  paid;  and 

Whereas,  It  has  been  held  ethical  for  a physician  to 
charge  for  the  preparation  of  a report;  and 

Whereas,  The  providing  of  a report  frequently  results 
in  payment  to  the  physician’s  patient  in  one  of  several 
forms  without  the  physician’s  being  aware  that  such 
payment  has  been  made;  and 

Whereas,  It  has  frequently  occurred  that  after  such 
payment  has  been  made  the  physician's  bill  has  not  been 
paid  because  no  lien  law  for  physicians  exists  in  this 
State;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Principles  of  Professional  Conduct 
to  provide  that  a physician  is  not  required  to  issue  a re- 
port unless  either  his  bill  has  been  paid  or  a legally  valid 
assignment  for  the  payment  of  such  bill  for  moneys  due 


from  any  third  party  including  insurers  has  been  sent 
and  acknowledged;  and  be  it  further 

Resolved,  That  such  assignment  shall  be  valid  and 
binding  on  all  third  party  payors  and  on  the  recipients 
of  such  reports  including  attorneys  and  claimants  who 
shall  become  in  receipt  of  funds  based  in  part  on  the 
information  provided  by  the  reporting  physician;  and 
be  it  further 

Resolved,  That  it  shall  be  declared  unethical  for  a 
physician  to  supply  a report  until  such  or  some  guarantee 
of  payment  by  a responsible  party  has  been  provided  in 
cases  where  the  bill  has  remained  unpaid  at  the  time  of 
submission  of  the  requested  report. 

Because  of  the  similarity  of  the  subject  matter,  the 
committee  reviewed  these  three  resolutions  as  one. 

After  considerable  discussion,  it  was  the  consensus  that 
these  resolutions,  as  presented,  are  contrary  to  the  present 
position  of  the  Medical  Society  of  the  State  of  New  York, 
as  enunciated  at  the  June  9,  1977  meeting  of  the  Council, 
endorsing  the  AMA  recommendation,  i.e.,  “The  attending 
physician  should  complete  without  charge  the  appropriate 
‘simplified’  Health  Insurance  Council  forms  and  similar 
insurance  claim  forms  as  a part  of  his  service  to  the  patient 
to  enable  the  patient  to  receive  his  benefits.” 

“A  charge  for  more  complex  forms  may  be  made  in 
conformity  with  local  custom.  This  suggestion  is  advisory. 
In  all  cases,  the  local  medical  society  can  be  looked  to  for 
an  authoritative  opinion.” 

7 'he  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolutions  76-28,  76-32  and  76-62. 

Your  chairman  would  like  to  thank,  in  addition  to  the 
members  of  the  committee  and  the  physicians  who  testified 
before  it,  those  members  of  the  staff  who  have  greatly  aided 
the  work  of  this  committee;  J.  Richard  Burns,  J.D.,  General 
Counsel,  Francis  J.  McKee,  J.D.,  Staff  Attorney,  and  Mrs. 
Joan  Grimm  who  acted  as  recorder  and  secretary  for  this 
committee. 

Respectfully  submitted, 

Allison  B.  Landolt,  M.D.,  Chairman 
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Reports  of  Officers 


SECRETARY 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  secretary  reports  as  follows  for  the  year  1976- 
1977. 


House  of  Delegates.  An  edited  version  of  the  minutes 
of  the  1976  House  of  Delegates’  meeting  was  transmitted 
to  the  New  York  State  Journal  of  Medicine  and  was  pub- 
lished in  the  March  1977  issue,  Vol.  77,  No.  4.  Verbatim 
minutes  of  the  1976  annual  meeting  of  the  House  are  on  file 
at  the  headquarters  office.  Matters  referred  by  the  House 
of  Delegates  to  the  Council  were  reported  to  the  Council 
by  the  secretary  in  December  1976.  Instructions  of  the 
House  of  Delegates  were  referred  by  the  executive  vice- 
president  to  the  appropriate  officers,  committee  chairmen, 
division  directors,  and  other  persons.  A “Resume  of  In- 
structions of  the  House  of  Delegates  and  Actions  Thereon 
by  the  Council,  Board  of  Trustees,  and  Officers”  is  being 
prepared.  It  will  record  the  final  disposition  of  the  in- 
structions of  the  House  as  reported  at  the  time  of  publi- 
cation of  the  annual  reports. 

Council,  Executive  Committee,  Board  of  Trustees, 
and  Judicial  Council.  The  Secretary  has  sent  notices  of 
the  meetings  of  the  Council,  the  Board  of  Trustees,  and  the 
Executive  Committee  and  has  also  reported  Executive 
Committee  actions  to  the  Council.  The  office  of  the  gen- 
eral counsel  has  sent  notices  in  the  secretary’s  name  of  a 
meeting  of  the  Judicial  Council  held  in  May  1977.  If  it  is 
necessary  to  send  notices  of  any  further  Judicial  Council 
meetings,  that  fact  will  be  recorded  in  the  secretary’s 
supplementary  report. 

Membership.  At  its  meetings  in  December  1976,  and 
January,  February,  March  and  April  1977,  the  Council 
approved  requests  by  county  medical  societies,  presented 
by  the  secretary  for  remission  of  dues  of  139  members  be- 
cause of  illness,  financial  hardship,  or  military  service. 
Membership  figures  for  the  period  ending  September  30, 
1977,  will  be  presented  in  a supplementary  report.  They 
will  reflect  any  additional  dues  remissions  approved  by  the 
Council  in  June  and  September  1977,  as  well  as  the  139 
mentioned  above. 

From  December  1976  through  April  1977,  the  county 
medical  societies  submitted  and  the  secretary  presented 
to  the  Council  the  names  of  309  applicants  for  election  to 
life  membership,  and  the  Council  elected  them  at  the 
meetings  of  December  1976,  and  of  January,  February, 
March  and  April  1977.  The  list  of  life  members  elected 
during  the  above  stated  period  follows. 


John  J.  Adler,  Watertown 
Kurt  Adler,  Jamaica 
Robert  Aguayo,  Smithtown 
Vincent  S.  Alberti,  Freeport 
Saunders  P.  Alexander,  New  City 
Henry  Alicandri,  Brooklyn 
Lawrence  Ames,  Brooklyn 
Edward  J.  Amorosi,  Brooklyn 
Arthur  J.  Antenucci,  New  York  City 
Morris  Appelman,  Brooklyn 
Nathan  Artsis,  Merrick 
J.  Edward  Astrachan,  Bellaire 
Louis  A.  Auletta,  Jackson  Heights 
Paul  Auspitz,  New  York  City 
Vytautas  Avizonis,  Milford,  Delaware 


G.  Stanley  Baker,  Castile 

Carl  Baron,  Brooklyn 

Michael  H.  Barone,  Buffalo 

Alfred  J.  Barra,  Bayside 

Stewart  Bauman,  Syracuse 

Thomas  W.  Baylek,  New  York  City 

Frederick  Beck,  Ithaca 

Max  Bendersky,  Brightwaters 

George  Bialkin,  The  Bronx 

Paul  Biel,  Babylon 

Francis  A.  Beneventi,  New  York  City 

Newton  J.  T.  Bigelow,  Marcy 

Morris  Binder,  Huntington 

Harold  Birnkrant,  Brooklyn 

William  B.  Birnkrant,  New  York  City 

Abram  Blau,  New  York  City 

Perry  Blumberg,  New  York  City 

Herman  Bolker,  Atlantic  Beach 

Hans  Herman  Bonheim,  Merrick 

John  H.  Born,  New  York  City 

Daniel  J.  Bradley,  Amityville 

Murray  A.  Bratt,  Rochester 

Joel  J.  Brenner,  Freeport 

Henry  Brill,  Islip 

David  F.  Brodey,  Brightwaters 

Norbert  Bromberg,  Tarrytown 

Daniel  Brown,  Mt.  Kisco 

Israel  A.  Brunstein,  New  York  City 

John  F.  Buglino,  Brooklyn 

John  P.  Burghardt,  Bayside 

Winfield  L.  Butsch,  Buffalo 

Joseph  -J.  Calcagno,  Brooklyn 
William  T.  Carrington,  Brooklyn 
Frank  D.  Carroll,  New  York  City 
Orville  K.  Chancellor,  New  York  City 
Stephen  G.  Chasko,  Dix  Hills 
Chao  J.  Chen,  Latham 
Anthony  R.  Cherry,  Huntington 
Morris  Chesanow,  East  Islip 
Philip  A.  Chillemi,  Flushing 
Frank  E.  Ciancimino,  Upper  Nyack 
Joseph  Citron,  The  Bronx 
Eugene  E.  Cliffton,  White  Plains 
Gerald  T.  Connelly,  Elmira 
Frank  D.  Conole,  Binghamton 
Paul  M.  Cramer,  Syracuse 
Thomas  R.  Cummins,  Ticonderoga 
Benjamin  S.  Custer,  Fredonia 

John  Ruskin  Dallas,  Ridge 
Armando  del  Rio,  New  York  City 
Yvonne  de  Souza,  Middle  Village 
Joseph  C.  DiFiore,  The  Bronx 
Stanley  M.  Dillenberg,  New  York  City 
Donald  E.  Donovan,  East  Aurora 
Joseph  R.  Dorsey,  Hopewell  Junction 
Anczel  Dresner,  Ozone  Park 
Foster  T.  Drury,  Gouverneur 
Dante  V.  Durante,  The  Bronx 

Milton  J.  Eisen,  Yonkers 
Sidney  Elpern,  The  Bronx 
Edwin  J.  Euphrat,  Fayetteville 

Benjamin  Fabricant,  Forest  Hills 
Robert  Feldman,  Forest  Hills 
Benjamin  L.  Feuerstein,  Brightwaters 
Alexander  A.  Fisher,  Woodside 
Leonard  J.  Flanagan,  Binghamton 
Irwin  F.  Forbes,  Herkimer 
Ludwig  L.  Forchheimer,  New  York  City 
William  G.  Ford,  Buffalo 
Lewis  F.  Foster,  Center  Moriches 
Alvin  S.  Fox,  Jackson  Heights 


1580  New  York  State  Journal  of  Medicine/ August  1977 


Leo  A.  Fox,  The  Bronx 
Irvin  M.  Fradkin,  Freeport 
Louis  N.  Frankel,  Hempstead 
Abraham  W.  Freireich,  Malverne 
Louis  Friedfeld,  New  York  City 
Abraham  H.  Friedman,  New  York  City 
Bernard  Friedman,  North  Miami,  Florida 
Joseph  J.  Friedman,  Binghamton 
G.  Thurman  Fulmer,  Astoria 

David  Gersten,  New  York  City 

Gaetano  Gialanella,  Merrick 

Hugh  H.  Gibb,  Port  Chester 

Anthony  Ginorio,  St.  Croix,  Virgin  Islands 

Joseph  Giuffre,  The  Bronx 

Aaron  M.  Gold,  The  Bronx 

Alex  E.  Gold,  Hempstead 

Barnett  J.  Gold,  The  Bronx 

Morris  C.  Goldberg,  Brooklyn 

George  T.  Golding,  Forest  Hills 

Max  D.  Goldman,  Hollywood,  Florida 

James  B.  Golkin,  Binghamton 

Victor  Goodside,  The  Bronx 

Sidney  L.  Gottlieb,  The  Bronx 

Arnold  S.  Gradinger,  Jamaica 

Maurice  D.  Grant,  The  Bronx 

Arthur  A.  Gray,  New  York  City 

Nelson  Milton  Gray,  Hastings-on-Hudson 

Frank  M.  Green,  Rockville  Centre 

Henry  Greenbaum,  Forest  Hills 

Samuel  Grosberg,  Key  Biscayne,  Florida 

Oscar  Gutierrez,  Elmhurst 

Morris  H.  Hadler,  Kingston 

Joseph  J.  Hallett,  Frogmore,  South  Carolina 

Earle  H.  Harris,  Jamaica 

Max  Lionel  Hart,  Rego  Park 

Joseph  Hartman,  Kingston 

Ellwyn  E.  Heier,  Cattaraugus 

Joseph  Heller,  Brooklyn 

Emanuel  Hellreich,  Brooklyn 

Morris  Herman,  New  York  City 

Nathaniel  R.  Hermann,  Brooklyn 

Karl  Herz,  The  Bronx 

Jacob  Herzlich,  Brooklyn 

L.  Clovis  Hirning,  Katonah 

Ernest  F.  Hock,  Binghamton 

Thomas  Hsueh-Kai  Lee,  Englewood,  New  Jersey 

Lester  Cole  Huested,  Glens  Falls 

Francis  R.  Hunter,  Mamaroneck 

Joseph  Hyman,  Brooklyn 

Walter  Impert,  Horseheads 
Morris  Isenberg,  Forest  Hills 
Murray  Israel,  Roslyn  Heights 
Louis  A.  Iuppa,  Rochester 

Lewis  Jacobs,  Chappaqua 
Ira  Arnold  Jaffe,  The  Bronx 
Irving  J.  Jarrett,  Brooklyn 
Abraham  Jezer,  The  Bronx 
Gerald  F.  Jones,  Utica 

George  J.  Kantor,  Stony  Brook 
Abraham  N.  Kaplan,  Brooklyn 
Harold  Kelman,  New  York  City 
Daniel  Klein,  Brooklyn 
Milton  W.  Kogan,  Oswego 
Joseph  Korn,  Brooklyn 
Michael  D.  Kraska,  Buffalo 
Herbert  Kubel,  Yonkers 
Tatiana  G.  Kushnareff,  Hillsdale 

Adrian  C.  Lamos,  Brooklyn 
Jacob  I.  Lampert,  Buffalo 
P.  Jerome  Laviano,  Patchogue 


Joseph  M Lebowich,  Saratoga  Springs 

Jacob  Leffert,  Brooklyn 

Irving  M.  Lefkon,  Jackson  Heights 

Ellen  F.  Leong,  New  York  City 

Charles  J.  Leslie,  Manhasset 

Jack  M.  Lesnow,  Rockville  Centre 

Garra  Levant  Lester,  Chautauqua 

Elliott  A.  Levine,  Hillsboro  Beach,  Florida 

David  R.  Levine,  Brooklyn 

Robert  D.  Levinson,  Brooklyn 

Jesse  M.  Levitt,  Brooklyn 

Emanuel  Levokove,  Far  Rockaway 

Abraham  H.  Levy,  Brooklyn 

George  Liberman,  Brooklyn 

Frederick  Lee  Liebolt,  New  York  City 

George  C.  Linn,  Scarsdale 

David  Lawrence  Little,  Glens  Falls 

James  E.  Long,  Buffalo 

Winifred  C.  Loughlin,  New  York  City 

Norman  C.  Lyster,  Norwich 

Arthur  S.  MacGregor,  Rockaway  Point 

Jesse  W.  Mahoney,  Setauket 

Carl  C.  Mandelbaum,  Forest  Hills 

Herbert  R.  Marcus,  Ft.  Lauderdale,  Florida 

Rose  V.  Mayor,  New  York  City 

Thomas  A.  McCullough,  Latham 

Gerald  S.  McGuire,  Webster 

William  P.  McKenna,  Ellenburg  Depot 

Adolph  Mechner,  New  York  City 

Domenick  J.  Melfi,  The  Bronx 

Charles  P.  Melone,  Bethpage 

Milton  Mendlowitz,  New  York  City 

Ladislav  Merei,  Forest  Hills 

Emanuel  Messinger,  Dix  Hills 

Lawrence  J.  A.  Miano,  Buffalo 

Marvin  H.  Milch,  Williamsville 

Orestes  V.  Milian,  New  York  City 

Robert  S.  Millen,  Brookville 

Saul  D.  Miller,  New  York  City 

Majid  Mogtader,  Freeport 

Peter  Mombello,  Fishkill 

Joseph  S.  Mondello,  Long  Island  Citv 

Royal  M.  Montgomery,  Forest  Hills 

Arthur  S.  Moses,  Brooklyn 

I.  Irving  Mouber,  New  York  City 
Thomas  M.  Mulcahy,  Jamaica 
John  P.  Murphy,  Elmira 

Carl  Muschenheim,  New  York  City 

Marcus  Nash,  Roslyn 
Harold  W.  Neild,  Geneva 

Nicholas  R.  Occhino,  Johnson  City 
Henry  Oppenheim,  Elmhurst 
Jacob  B.  Ostroff,  Brooklyn 

J.  Woodhull  Overton,  Newburgh 

Joseph  A.  Panzarella,  Rockville  Centre 
Robert  Lee  Patterson,  New  York  City 
Harry  Perlowitz,  Brooklyn 
William  A.  Petry,  Penfield 
Arthur  J.  Philip,  Rockville  Centre 
Milton  B.  Philips,  Mt.  Vernon 
Murray  Port,  Miami  Beach,  Florida 
Anton  J.  Pospisil,  East  Northport 
Eric  Poulsen,  North  Babylon 
Keith  B.  Preston,  Utica 
Paul  WT.  Preu,  Rochester 
Allan  Putterman,  Jamaica 

Edward  A.  Quinlan,  Port  Chester 

Richard  M.  Radford,  Monsey 
Morris  A.  Raif,  The  Bronx 
William  Rechter,  New  York  City 
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Gerhard  Reiter,  Scarsdale 
Donald  Wood  Richie,  Croton  Falls 
Earle  G.  Ridall,  Elmira 
William  F.  Riley,  Buffalo 
Barnard  H.  Robbins,  New  York  City 
Bernard  Rollin,  Mt.  Vernon 
Paul  S.  Romano,  The  Bronx 
Abner  H.  Rosenthal,  Richmond  Hills 
Stuart  T.  Ross,  Garden  City 
Anthony  Jerome  Rossi,  The  Bronx 
Herman  Rothman,  The  Bronx 
Jacob  M.  Rubin,  The  Bronx 

Hiram  P.  Salter,  Bronxville 

Nathan  Samuels,  Brooklyn 

Abraham  M.  Sands,  Brooklyn 

Donald  B.  Sanford,  Cazenovia 

Robert  A.  Savitt,  New  York  City 

Harold  H.  Saxton,  Mayville 

Norman  Schaefer,  New  York  City 

Manuel  J.  Scham,  Yonkers 

Samuel  I.  Schantz,  Brooklyn 

Alvin  A.  Schaye,  New  York  City 

Samuel  P.  Schwartzfarb,  The  Bronx 

Irma  Schwarzbart,  Forest  Hills 

Joseph  Scialabba,  Roscoe 

Frederick  M.  Serafini,  New  York  City 

Olaf  J.  Severud,  Cooperstown 

Menahem  Shaham,  Rego  Park 

Rosewell  Shaw,  Stottville 

James  E.  Sheehy,  Syracuse 

Anthony  L.  Shelfo,  Boca  Raton,  Florida 

John  L.  Schultz,  Penn  Yan 

Hyman  Silverman,  Jackson  Heights 

Julius  Solan,  Brooklyn 

Arthur  Solomon,  Endicott 

David  Soloway,  Tarry  town 

Hans  J.  Sowka,  Wilmington 

Charles  Spark,  Flushing 

Elmer  G.  St.  John,  Scotia 

Joseph  Steinberger,  Oakdale 

Mario  E.  Stella,  New  York  City 

Alice  H.  Stewart,  Brooklyn 

Robert  A.  Stoller,  Newburgh 

Leo  Stone,  New  York  City 

Erastus  Edward  Strobino,  Rochester 

Arthur  M.  Suffin,  Hempstead 

Theodore  J.  Talbot,  Staten  Island 

Richard  G.  Taylor,  Hamburg 

Samuel  Teich,  Huntington  Station 

Mark  Teichman,  Long  Island  City 

Vincent  J.  Tesoriero,  Boynton  Beach,  Florida 

Philip  Toker,  The  Bronx 

George  J.  Train,  Brooklyn 

Dominic  R.  Trozze,  Binghamton 

Joseph  S.  Tumiel,  Buffalo 

Mauro  A.  Tumolo,  Brooklyn 

Herbert  J.  Ulrich,  Buffalo 

Daniel  G.  Unangst,  Bronxville 

Rudolph  E.  Vandeveer,  Rome 
Greta  H.  Van  Fenema,  New  York  City 
Leo  R.  Varon,  The  Bronx 
Carmelo  C.  Vitale,  Brooklyn 
George  W.  Volow,  Palm  Beach,  Florida 
Olga  M.  Von  Tauber,  Huntington 
S.  Elisabeth  Vuornos,  Liberty 

Henry  A.  Wahn,  The  Bronx 
James  M.  Walsh,  Ticonderoga 


Arthur  H.  Weinstein,  Brooklyn 

Bernard  A.  G.  Weisl,  Jamesburg,  New  Jersey 

Andor  A.  Weiss,  Forest  Hills 

W’illiam  A.  Weiss,  Lawrence 

Paul  P.  Welsh,  LeRoy 

William  E.  F.  Werner,  Holiday,  Florida 

David  J.  Wexler,  Islip 

Mosetta  C.  White,  Ardmore,  Pennsylvania 

James  R.  Wilson,  Sylvan  Beach 

Ezra  A.  Wolff,  Manhasset 

Heinz  0.  Wolff,  Bronxville 

Charles  S.  Yavelow,  Mount  Vernon 
Elias  W.  Young,  Goshen 

Alexander  Zabin,  Woodmere 
Morris  Zimmerman,  New  York  City 
Kurt  Zinner,  Wellsville 


The  secretary’s  supplementary  report  will  list  life 
members  elected  in  June  and  September  1977. 

Meetings.  The  secretary  has  attended  meetings  of  the 
Council,  the  Executive  Committee,  the  Board  of  Trustees, 
and  the  Judicial  Council  as  well  as  meetings  of  the  Pro- 
fessional Medical  Liability  Insurance  and  Defense  Board 
and  the  Medical  Liability  Mutual  Insurance  Company  of 
which  he  is  a director.  As  an  ex  officio  member  of  all 
committees,  he  has  attended  many  committee  meetings 
throughout  his  tenure  as  well  as  serving  as  chairman  of  the 
Committee  on  Continuing  Medical  Education. 

The  secretary  also  attended  the  following: 

...  As  a representative  of  the  Medical  Society  of  the 
State  of  New  York — a meeting  of  the  newly  formed 
Continuing  Medical  Education  Council  of  the  State  of 
New  York; 

...  As  advisor — meetings  of  the  Convention,  Scien- 
tific Program,  and  Hospital  and  Professional  Relations 
Committee; 

...  As  a member — meetings  of  the  Committee  on 
Medical  School  Relationships. 

As  an  officer  of  the  State  Society  and  delegate  to  the 
American  Medical  Association  House  of  Delegates,  he  has 
attended  the  annual  and  clinical  meetings  of  the  American 
Medical  Associat  ion,  as  well  as  all  meetings  of  the  Associ- 
ation’s Council  on  Medical  Education  and  the  National 
Coordinating  Council  on  Medical  Education. 

Other  Matters.  As  required  by  the  Bylaws,  the  Sec- 
retary has  kept  minutes  of  the  House  of  Delegates,  the 
Council,  the  Board  of  Trustees,  and  the  Judicial  Council, 
including  verbatim  records  of  the  proceedings  of  the  House 
of  Delegates  and  the  Judicial  Council  and  a tape  recording 
of  the  proceedings  of  the  Council  and  has  also  kept  files  of 
the  correspondence  resulting  from  the  meetings  of  the 
House  of  Delegates,  the  Council,  the  Executive  Committee, 
and  the  Board  of  Trustees.  Records  and  correspondence 
relating  to  actions  of  the  Judicial  Council  are  kept  in  the 
office  of  the  general  counsel.  The  secretary  is  custodian 
of  the  seal  of  the  Society  and  has  had  it  affixed  to  appro- 
priate documents. 


Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Secretary 
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* TREASURER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

As  reported  by  the  Board  of  Trustees,  the  excess  of  in- 
come over  expenditures  for  the  calendar  year  1 97 ti  was 
$635,522.  This  figure,  added  to  the  adjusted  unrestricted 
surplus  of  $426,958  at  January  1,  1976,  gives  us  an  unre- 
stricted surplus  at  December  31,  1976,  of  $1,062,480. 

Although  this  may  look  like  an  impressive  surplus,  we 
must  remember  that  the  Council  and  Board  of  Trustees 
have  a tendency  to  “bite”  into  these  funds;  and  surpluses 
may  diminish  rapidly.  We  must  keep  in  mind  that  we  are 
trying  to  achieve  a prudent  surplus  reserve,  equal  to  50% 
of  a one-year’s  operational  budget.  This  is  a recommended 
figure,  which  would  temporarily  take  care  of  State  Society 
operations  in  case  of  unforeseen  difficulties.  We  must 
strive  for  a $2,000,000  unrestricted  surplus.  As  can  he 
seen,  we  are  not  near  this  goal  at  present. 

On  March  24,  1977,  the  Board  of  Trustees  transferred 
$150,000  to  the  Repair  and  Replacement  Fund.  The 
purpose  of  such  a transfer  is  multifold  and  is  explained  in 
the  report  of  the  Board  of  Trustrees. 

Your  treasurer  continues  to  be  disturbed  by  dues  col- 
lection practices  of  a few  county  medical  societies.  There 
is  a tendency  in  some  areas,  to  collect  county,  State,  and 
American  Medical  Association  dues  and  to  withhold  for- 
warding of  these  two  receipts  until  several  months  later. 
The  counties  invest  these  monies  in  short-term  securities, 
earning  substantial  income  to  these  counties  involved. 
This  practice  hinders  the  treasurer  from  fulfilling  his  as- 
signed duties,  i.e.,  to  collect  all  monies  legally  due  the  State 
Society  as  quickly  as  possible  so  that  proper  planning,  cash 
flow  and  income  factors  can  be  projected  to  the  fullest  ex- 
tent. These  practices  by  certain  county  medical  societies 
exist  even  though  the  State  Society  reimburses  them  for 
dues  collection  expenses. 

In  addition,  the  county  societies  (85%)  who  participate 
in  the  State  Society  data  processing  dues  billing,  collection, 
and  reporting  system,  have  all  costs  paid  by  the  State  So- 
ciety for  expenses  involved  in  this  program.  These  costs 
include:  printing  of  billing  notices,  second  and  third  no- 
tices, delinquent  notices,  postage  in  all  instances,  and 
print-outs  of  regular  periodic  dues  paid  reports  sent  to 
county  medical  societies. 

Despite  payment  of  a dues  collection  fee,  absorption  of 
dues  billing,  collection  and  mailing  costs,  and  the  supplying 
of  periodic  reports,  some  county  societies  remain  adamant 
about  holding  on  to  State  Society  and  AMA  monies.  It 
appears  that  there  may  be  two  solutions  to  the  problem. 

1.  State  Society  to  implement  direct  billing  of 
State  and  AMA  dues  or 

2.  To  give  support  to  resolution  76-1  “Date  Annual 
Dues  Become  Due  and  Payable,”  introduced  by  Jo- 
seph J.  Kaufman,  M.D., — . This  resolution  changes 
the  date  a member  becomes  delinquent  from  May  1 to 
March  1 and  changes  the  date  that  a member  is 
dropped  from  the  rolls  of  membership  from  June  1 to 
April  1. 

The  treasurer  wishes  to  express  his  gratitude  to  Henry 
I.  Fineberg,  M.D.,  Executive  Vice-President  and  Eugene 
S.  Dombrowski,  director,  Business  Division,  (Comptroller) 
for  their  administrative  efforts  in  guiding  the  day  to  day 
fiscal  affairs. 

Respectfully  submitted, 

Albert  M.  Schwartz,  M.D.,  Treasurer 


HOARD  OF  TRUSTEES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Board  of  Trustees  consists  of  the  following  mem- 


bers: 

James  M.  Blake,  M.D.,  Chairman Schenectady 

Lynn  R.  Callin,  M.D Monroe 

Reid  Heffner,  M.D Westchester 

‘Milton  Helpern,  M.D New  York 

David  Kershner,  M.D Kings 

John  E.  Lowry,  M.D Queens 

Walter  Scott  Walls,  M.D Erie 


It  is  with  deep  regret  that  we  record  the  death  of  one  of 
the  members  of  the  Board,  Milton  Helpern,  M.D.  Dr. 
Helpern  had  been  a Trustee  since  1970,  an  AMA  delegate 
for  many  years,  and  a past  president  of  the  Medical  Society 
of  the  County  of  New  York.  His  levelheaded  approach  to 
many  of  our  fiscal  problems  will  be  sorely  missed. 

The  Board  of  Trustees  is  charged  with  the  supervision 
of  the  financial  affairs  of  the  State  Medical  Society.  As 
such,  it  acts  on  the  estimated  budgets  presented  to  the 
Board  as  well  as  on  any  requests  for  expenditures  of  money 
forwarded  by  the  Council.  The  Board  reviews  these 
matters  carefully  before  making  final  judgment. 

The  annual  audit  of  the  financial  records  of  the  State 
Medical  Society  was  conducted  by  the  Certified  Public 
Accounting  Firm,  Elmer  Fox,  Westheimer  & Co.  The 
completed  audit  report  for  the  calendar  year  1976  was 
submitted  on  April  28,  1977.  The  results  of  this  audit  are 
included  as  an  integral  part  of  the  Board  of  Trustees’  report 
to  the  House  of  Delegates.  (See  the  following  report  from 
Elmer  Fox,  Westheimer  & Co.,  certified  public  accoun- 
tants.) 

The  report  will  show  that  the  auditors  adjusted  the 
opening  unrestricted  surplus  balance  at  January  1,  1976. 
It  was  felt  that  the  payment  of  unrelated  business  income 
taxes  in  1976  for  the  years  1973, 1974,  and  1975  should  not 
be  included  in  the  current  years  expenditure  statement. 


Therefore,  the  unrestricted  surplus  was  stated  as  fol- 
lows: 

Previous  unrestricted  surplus, 

January  1,  1976  $572,662 

Prior  year’s  adjustments  (Unrelated 

Business  Income  Taxes)  — 145,704 

New  opening  unrestricted  surplus 

at  January  1,  1976  $426,958 

Excess  of  income  over  expenditures 

January  1-December  31,  1976  $635,522 

Unrestricted  surplus  at  Dec.  31,  1976  . . .$1,062,480 


The  unrestricted  surplus  at  December  31,  1976,  of 
$1,062,480  may  appear  to  be  a tidy  sum  but  in  reality  is  far 
short  of  our  goal  of  having  a surplus  reserve  of  $2,000,000 
to  take  care  of  contingencies  that  may  develop. 

Some  of  the  activities  of  the  Board  of  Trustees  since  the 
November,  1976,  meeting  of  the  House  of  Delegates,  were 
as  follows: 

Investment  Committee.  With  the  approval  of  the 
entire  Board,  the  committee  invested  in  the  General  Fund 
as  much  as  possible  (top  limit  $500,000)  in  various  savings 
banks  for  a 12-month  period,  earning  interest  at  the  rate 
of  6%%.  Also  in  the  Special  Assessment  Fund,  it  invested 
as  much  as  possible  (top  limit  $450,000)  in  various  savings 
banks  for  a 12-month  period,  earning  interest  at  the  rate 
of  6%%. 

This  action  was  taken  because  short-term  investments 
in  U.S.  Treasury  Bills  and  commercial  paper  for  a 6 month 

* Deceased. 


August  1977/New  York  State  Journal  of  Medicine  1583 


duration  was  paying  in  the  area  of  about  5%.  To  go  out 
into  the  market  in  search  of  higher  yields  would  mean 
substantially  higher  maturity  dates,  thereby  tying  up  our 
funds. 

War  Memorial  Committee.  As  reported  previously, 
there  still  remains  one  (1)  known  beneficiary  receiving 
assistance  from  the  War  Memorial  Fund.  His  eligibility 
will  terminate  in  1978.  At  December  31,  1976,  the  fund 
surplus  stands  at  $85,890. 

Employee  Benefits  Committee,  Work  continues  on 
the  amendments  to  the  Employee  Benefits  Plan  which  are 
necessary  because  of  the  pension  reform  law  of  1974 
(ERISA).  We  complied  with  all  aspects  of  the  law,  i.e., 
reporting  information  to  the  IRS  and  the  U.S.  Department 
of  Labor  and  provided  an  annual  accounting  of  the  plan  to 
the  employees. 

Other  Actions  Taken: 

a.  Approved  the  transfer  of  $150,000  from  the 
General  Fund  surplus  to  the  “Repair  and  Replacement 
Fund.”  This  action  has  a twofold  purpose,  i.e.,  1.  It 
provides  a reserve  for  replacement  of  worn  out  equip- 
ment such  as  heating,  air  conditioning  units,  or  may 
serve  as  a fund  for  extensive  repairs  that  may  occur  in 
the  future;  and  2.  It  could  be  used  partially  for  possi- 
ble eventual  purchase  of  the  leased  IBM  data  process- 
ing equipment,  or  as  a long  range  project,  could  estab- 
lish a fund  for  eventual  replacement  of  the  present 
building. 

b.  Approved  the  leasing  of  an  inhouse  computer 
which  will  automate  the  membership,  medical  directo- 
ry, payroll,  accounting,  and  continuing  medical  educa- 
tion records. 

c.  Approved  a flat  per  diem  allowance  of  $80.00 
plus  travel  expenses  for  the  New  York  Delegation  to 
the  AMA  meeting  in  San  Francisco,  June  1977. 

d.  Approved  a per  diem  allowance  of  up  to  $70.00 
per  day  (no  flat  $70  allowance  unless  costs  actually  in- 
curred) for  those  who  are  entitled  to  expense  reim- 
bursement for  attending  the  State  Society  annual 
meeting  in  New  York  City. 

e.  Approved  the  mailing  of  issues  of  the  New  York 
State  Journal  of  Medicine  to  selective  news  media  to 
keep  them  abreast  of  our  activities. 

f.  Approved  an  increase  in  the  travel-accident 
insurance  coverage  for  Officers,  Councilors,  Trustees, 
AMA  Delegates,  and  certain  key  employees  while  trav- 
eling on  State  Society  business.  The  coverage  now  is 
$300,000  per  individual  with  an  aggregate  of 
$4,000,000  per  accident. 

g.  Approved  an  appropriation  of  up  to  $40,000  for 
a membership  recruitment  campaign. 

A supplemental  report  of  the  Board  of  Trustees  will  be 
prepared  prior  to  the  State  Society  annual  meeting  in  Oc- 
tober. 

This  is  the  last  year  that  your  chairman  will  be  a member 
of  the  Board  of  Trustees.  Many  problems  that  evolved 
over  the  years  posed  challenges  that  were  accepted  freely. 
Resolving  these  enigmas  made  for  some  interesting  and 
rewarding  experiences.  The  chairman  trusts  that  he  has 


served  his  colleagues  well;  and  that  he,  in  some  manner,  has 
contributed  to  the  making  of  sound  financial  judg- 
ments. 

The  chairman  would  like  to  express  his  thanks  to  Henry 
I.  Fineberg,  M.D.,  Executive  Vice-President,  for  his  valu- 
able assistance  to  the  Board  and  to  J.  Richard  Burns,  J.D., 
General  Counsel,  Eugene  S.  Dombrowski,  M.B.A.,  director, 
Business  Division  (Comptroller)  and  Ms.  Gretchen 
Wunsch,  Executive  Associate,  for  their  continued  coop- 
eration in  preparing  reports  and  providing  information  to 
the  Board. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 


REPORT  OF  CERTIFIED  PUBLIC 
ACCOUNTANTS 

To  the  Board  of  Trustees 
Medical  Society  of  the 

State  of  New  York 
Lake  Success,  New  York 

We  have  examined  the  balance  sheets  of  the  General 
Fund,  Special  Fund,  other  funds  and  Contract  #HSA 
105-74-72  with  the  Health  Services  Administration  for  a 
Statewide  Professional  Standards  Review  Support  Center 
(Contract  #HSA  105-74-72)  of  the  Medical  Society  of  the 
State  of  New  York  as  of  December  31, 1976,  and  the  related 
statements  of  operating  income  and  expenses  and  changes 
in  fund  balance  of  the  General  Fund,  income  and  expenses 
and  changes  in  unexpended  balance  of  the  Special  Fund 
and  Contract  #HSA  105-74-72  and  income  and  expenses 
and  changes  in  fund  balances  of  the  other  funds  for  the  year 
then  ended.  Our  examination  was  made  in  accordance 
with  generally  accepted  auditing  standards  and,  accord- 
ingly, included  such  tests  of  the  accounting  records  and 
such  other  auditing  procedures  as  we  considered  necessary 
in  the  circumstances. 

The  Society  does  not  follow  the  generally  accepted  ac- 
counting principle  of  depreciating  fixed  assets. 

In  our  opinion,  except  for  the  effects  of  not  depreciating 
fixed  assets  as  referred  to  in  the  preceding  paragraph,  the 
financial  statements  designated  above  present  fairly  the 
financial  position  of  the  Medical  Society  of  the  State  of 
New  York  at  December  31, 1976,  and  the  results  of  its  op- 
erations and  changes  in  fund  balances  and  unexpended 
balances  for  the  year  then  ended,  in  conformity  with  gen- 
erally accepted  accounting  principles  applied  on  a basis 
consistent  with  that  of  the  preceding  year. 

The  accompanying  supplementary  information,  while 
not  necessary  for  a fair  presentation  of  financial  position, 
results  of  operations  or  changes  in  fund  balances  and 
unexpended  balances,  has  been  examined  and,  in  our 
opinion,  is  fairly  stated  in  all  material  respects  in  relation 
to  the  financial  statements  taken  as  a whole. 

Elmer  Fox,  Westheimer  & Co. 

Hempstead,  New  York 
March  14,  1977 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
General  Fund— Balance  Sheet,  December  31,  19  76 

ASSETS 


$ 53,613 

76,142 
925 


Investments,  shortterm  commercial  paper 
and  U S.  Government  Securities,  at 
cost,  which  approximates  market 
Accounts  receivable,  net  of  allowance 
for  doubtful  accounts  of  $830 
Accrued  interest  receivable 
Due  from  other  funds 
Inventories 
Prepaid  expenses 


Current  assets: 

Cash  in  bank — checking  and  investment 
accounts 

Cash  in  bank — savings  accounts 
Cash  on  hand 


Total  current  assets 
Other  assets: 

Deposits  6,035 

Advances  to  employees  10,448 


Property  and  equipment,  at  cost: 

Land  and  building  4,315,794 

Furniture  and  equipment  359,128 


LIABILITIES  AND  FUND  BALANCE 

Current  liabilities: 

Accounts  payable 
Taxes  payable 
Sundry  accruals 
Due  to  other  funds 

Total  current  liabilities 
Deferred  credits: 

Advance  membership  dues  for  1977  $ 51,800 

Other  4,749 


Fund  balance: 
Restricted 
Unrestricted 


4,674,922 

1,062,480 


The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (page  1590). 


$ 130,680 


1,041,883 

67,786 

7,053 

28,409 

34,047 

33,368 


1,343,226 


16,483 


4,674,922 


$6,034,631 


$ 123,098 
8,004 
105,470 
4,108 


240,680 


56,549 


5,737,402 


$6,034,631 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Statement  of  Operating  Income  and  Expenses  and  Changes  in  Fund  Balance  of  the  General  Fund,  Year  ended  December  31,  1976 

Operating  income: 

Dues  income 

$3,371,331 

Less: 

Allocated  to  Journal  circulation 

$ 78,750 

Allocated  to  Newsletter 

45,000 

123,750 

Journal  circulation 

3,361 

3,247.581 

Add  allocated  from  dues  income 

78,750 

82,111 

Newsletter — allocated  from  dues  income 

45,000 

Advertising  income: 

Journal 

200,297 

Newsletter 

61,668 

261,965 

Other  income: 

Annual  meeting  booth  rental 

34,500 

Directory  circulation 

87,983 

Interest 

92,933 

Reprint  income — Journal 

14,234 

Criteria  Predictor 

1,820 

PSRO — State  Support  Center 

58,616 

Dues  collection  income  from  AMA 

24,886 

Miscellaneous 

459 

315,431 

Total  operating  income 

3,952,088 

Operating  expenses: 

Office  of  Vice-President 

295,908 

Office  of  Executive  Vice-President — District  Branches 

4,234 

Business  division: 

Comptroller  (Director  of  Business) 

55,961 

Accounting 

81,250 

Data  processing 

45,872 

Purchasing 

16,035 

Medical  directory 

118,305 

Membership 

64,947 

Advertising  sales — Journal 

72,178 

Advertising  sales — Technical  exhibits 

22,716 

477,264 

Public  and  professional  affairs 

362,722 

Management  services  division: 

Personnel  and  office  services 

109,187 

Building  services 

10,192 

179,654 

Mail  and  reproduction 

60,275 

General  counsel 

104,606 

Medical  services 

110,343 

Scientific  activities  division: 

Public  health  and  education 

97,178 

Scientific  program  at  annual  convention 

10,207 

107,385 

Scientific  publications 

474,900 

Legislative  counsel 

60,000 

Continuing  medical  education 

9,217 

Annual  convention 

77,632 

Research  and  planning 

55,048 

Governmental  affairs: 

Governmental  relations 

1 18,156 

PSRO  and  related  activities 

52,007 

170,163 

Insurance  and  membership  benefits 

46,581 

Officers,  Board  of  Trustees  and 

AMA  delegation 

93,103 

House  of  Delegates  (Special  Committees) 

800 

Council  committees — including  public 

health  and  education 

43,044 

Non-divisional 

643,962 

Total  operating  expenses 

3,316,566 

Excess  of  income  over  expenses 

635,522 

Fund  balance  at  January  1 1976: 

As  previously  reported 

5,233,999 

Adjustment  for  Federal  and  state  taxes 
of  prior  years  on  unrelated  business 

income 

(145,704) 

As  restated 

5,088,295 

Interfund  transfer 

13,585 

Fund  balance  at  December  31,  1976 

$5,737,402 

The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (page  1590). 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Special  Fund— Balance  Sheet,  December  31 , 19  76 

ASSETS 


Cash  in  bank — checking  and  investment 


accounts 

$ 22,866 

Investments  in  U.S.  Government  Securities, 

at  cost,  which  approximates  market 

602,644 

Accounts  receivable 

5 

Accrued  interest  receivable 

4,801 

Due  from  other  funds 

3,043 

$633,359 

LIABILITIES  AND  UNEXPENDED  SPECIAL  ASSESSMENT  BALANCE 

Liabilities: 

Taxes  payable  $ 2 

Unexpended  balance  633,357 

$633,359 


The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (page  1590). 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Statement  of  Income  and  Expenses  and  Changes  in  Unexpended  Balance  of  the  Special  Fund, 

Year  ended  December  3 1 , 1976 

Income: 

Special  assessment 

$ 7,400 

Interest  on  investments 

38,329 

Reimbursement  from  Medical  Liability 
Mutual  Insurance  Company 

510 

Binding  arbitration  booklets 

1,630 

Miscellaneous 

173 

Expenses: 

Lobsenz-Stevens,  Inc.— public  relations 

$461,000 

48,042 

Dr.  Emerson’s  mailing  on  malpractice 
arbitration  and  questionnaire 

7,192 

Dr.  Emerson’s  arbitration  letters  and 
booklets 

5,379 

Postage 

3,876 

Printing 

3,657 

Supplies 

199 

Meetings 

1,154 

County  medical  societies’  participation 
in  malpractice  program 

168.787 

Medical  Liability  Mutual  Insurance  Company 
(reimbursed  above) 

510 

Miscellaneous  travel 

174 

Telephone  and  mailgrams 

284 

Legal  fees 

1,106 

Mailing  of  malpractice  information 

127 

Messenger  service 

5 

Investment  advisory  fee 

3,710 

Auditing 

2,000 

American  Arbitration  Association 

6,000 

665,160 

Excess  of  expenses  over  income 

(617.118) 

Unexpended  balance  at  January  1,  1976 

1,250,475 

Unexpended  balance  at  December  31,  1976 

$ 633,357 

The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (page  1590). 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Contract  &HSA  105-74-72  with  the  Health  Services  Administration 
for  a Statewide  Professional  Standards  Review  Support  Center 
Balance  Sheet — December  31,  1976 


Cash  in  bank 
Petty  cash 

Federal  aid  receivable 
Advances 

$75,441 


ASSETS 


$48,969 

50 


$49,019 


26,222 

9nn 


LIABILITIES  AND  UNEXPENDED  BALANCE 

Due  to  Medical  Society  of  the 

State  of  New  York  $38,099 

Due  to  local  professional  standards 

review  organizations  1,500 

39,599 

Unexpended  balance  35,842 

$75,441 


The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (page). 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Statement  of  Income  and  Expenses  and  Changes  in  Unexpended  Balance  of  Contract  ~ USA  105-74-72 
Health  Services  Administration  for  a Statewide  Professional  Standards  Review  Support  Center, 

Year  ended  December  31 , 1976 

with  the 

Income: 

Federal  aid 

$178,026 

Expenses: 

Direct  expenses: 
Direct  labor: 

Payroll 

$ 84.987 

Fringe  benefits 

11,413 

Consultants 

96,400 

13.000 

Subcontractors 

10,402 

Travel 

20.571 

Furniture  and  equipment  purchases 

1,498 

Other  direct  costs: 

Stationery  and  supplies 

1.904 

Reproduction 

3,762 

Reproduction  supplies 

123 

Postage 

518 

Subscription  and  membership 

1.115 

Educational 

548 

Telephone  and  telegraph 

6,014 

Visual  aids 

3.433 

Advertising 

717 

Maintenance 

1,043 

Auditing 

1,643 

Rental  of  equipment 

540 

Total  direct  expenses 

163,231 

Indirect  expenses 

18,128 

181,359 

Excess  of  expenses  over  income 

(3,333) 

Unexpended  balance  at  January  1,  1976 

39,175 

Unexpended  balance  at  December  31,  1976 

$ 35,842 

The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (page  1590). 
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Notes  to  Financial  Statements 

December  31,  1976 

1.  SUMMARY  OF  ACCOUNTING  POLICIES 

This  summary  of  accounting  policies  of  the  Medical 
Society  of  the  State  of  New  York  is  presented  to  assist  in 
understanding  the  Society’s  financial  statements.  These 
accounting  policies  conform  to  generally  accepted  ac- 
counting principles  except  that  the  Society  does  not  de- 
preciate the  building,  furniture  or  equipment.  These 
policies  have  been  consistently  applied  in  the  preparation 
of  the  financial  statements. 

Federal  income  taxes 

The  Society  is  a nonprofit  organization  as  defined  in 
Section  501  (c)  (6)  of  the  International  Revenue  Code 
and  is  exempt  from  Federal  income  taxes  except  on  un- 
related business  income. 

Investments 

Investments  are  valued  at  cost.  Gains  or  losses  are 
recognized  when  the  investment  is  sold.  Income  is  re- 
corded on  the  accrual  basis. 

Inventories 

Inventories  consisting  of  paper  for  printing  of  publi- 
cations and  supplies  are  valued  at  cost. 

Property  and  equipment 

Land,  building,  and  equipment  are  reported  in  the 
General  Fund  at  cost.  Major  additions  and  improve- 
ments are  purchased  by  the  repair  and  replacement 
fund  and  transferred  to  the  General  Fund.  Mainte- 
nance and  repairs  that  do  not  improve  or  extend  the 
life  of  the  assets  are  charged  to  expense. 

The  Society  does  not  depreciate  the  building,  furni- 
ture, or  equipment. 

Dues  income 

Dues  income  includes  amounts  collected  for  the  cur- 
rent year  and  dues  in  arrears. 

Employee  retirement  plan 

The  Society  has  a noncontributory  employee  retire- 
ment plan  which  covers  substantially  all  employees. 
Pension  costs  charged  to  operations  represent  actuar- 
ially  estimated  amounts  necessary  to  fund  the  current 
service  costs  of  pensions  and  prior  service  obligations 
over  approximately  30  years. 

Contract  #HSA  105-74-72  with  the  Health  Services 

. . . Administration  for  a Statewide  Professional 
Standards  Review  Support  Center 

The  cost  reimbursement  Contract  #HSA  105-74-72 
for  a Statewide  Professional  Standards  Review  Sup- 
port Center,  dated  June  26,  1974,  was  extended  on 
June  30,  1976,  to  September  30,  1977.  The  total  ap- 
proved contract  to  September  30,  1977,  is  $566,202. 

The  advance  payment  and  all  subsequent  payments 
under  the  contract  were  deposited  in  a special  bank  ac- 
count as  specified  under  Article  XVII(b).  Withdraw- 
als from  this  account  were  solely  for  the  purpose  of 
making  direct  payments  for  items  of  allowable  costs 
and  to  reimburse  the  Society  for  allowable  costs  ad- 
vanced by  the  Society. 

Income  (Federal  aid)  is  accrued  when  claims  for 
reimbursement  of  expenses  are  submitted  to  the  Fed- 
eral government.  Expenses  are  accrued  as  incurred. 
The  initial  cash  advance,  received  from  the  Federal 
government  in  August  1974,  was  used  to  start  the  pro- 
gram and  was  credited  to  income.  The  amount  of  the 
advance  equalled  25%  of  the  first  contract  year  budget 
(June  26,  1974  to  June  30,  1975). 


Indirect  expenses  are  based  on  a fixed  percentage  of 
total  direct  costs  less  furniture  and  equipment  pur- 
chases, alterations  and  renovations.  The  Society  used 
a 15.8%  indirect  cost  rate,  in  accordance  with  the  nego- 
tiation agreement  for  non-profit  institutions  dated  De- 
cember 30, 1976,  for  the  period  July  1, 1976,  to  Decem- 
ber 31,  1976.  Prior  to  this  agreement,  the  Society 
billed  all  indirect  cost  items  on  a direct  line  basis. 

The  Federal  government  has  title  to  all  furniture 
and  equipment  purchased. 

The  Society  is  in  compliance  with  the  general  and 
special  provisions  of  the  negotiated  contract  with  the 
Department  of  Health,  Education,  and  Welfare  and  all 
other  modifications  now  in  effect. 

2.  ADJUSTMENT  FOR  FEDERAL  AND  STATE  TAXES  ON 
UNRELATED  BUSINESS  INCOME 

As  previously  reported  in  1971,  the  Society  was  assessed 
$46,134  by  the  Internal  Revenue  Service  as  the  result  of  an 
audit  of  unrelated  business  income  for  the  year  1968.  The 
assessment  was  charged  to  operations  in  that  year.  A final 
settlement  was  reached  with  the  Internal  Revenue  Service 
in  1976  resulting  in  a refund  of  $33,733.  The  refund  has 
been  treated  as  a prior  period  adjustment  to  the  General 
Fund  balance  at  January  1, 1976. 

Due  to  an  amendment  to  the  tax  regulations  which  re- 
troactively changed  the  determination  of  unrelated  busi- 
ness income  of  exempt  organization  from  the  sale  of  ad- 
vertising in  periodicals,  the  Society  was  liable  for  a tax  on 
its  unrelated  business  income  for  the  years  1973, 1974,  and 
1975.  The  returns  were  previously  filed  with  no  tax  due. 
During  1976,  the  Society  paid  Federal  and  New  York  State 
taxes  in  the  amounts  of  $151,862  and  $34,975,  respectively, 
for  the  years  1973, 1974,  and  1975.  The  additional  taxes, 
net  of  State  income  tax  benefit  of  $7,400,  were  treated  as 
a prior  period  adjustment  to  the  General  Fund  balance  at 
January  1,  1976. 

Federal  and  New  York  State  taxes  on  unrelated  business 
income  of  $9,500  and  $5,000,  respectively,  for  the  year  1976 
have  been  charged  to  current  operations. 

3.  EMPLOYEE  RETIREMENT  PLAN 

The  Society  adopted  a retirement  plan  on  January  1, 
1966,  for  the  benefit  of  its  employees.  To  be  eligible  to 
participate,  employees  must  be  25  years  of  age  but  less  than 
65  and  have  had  completed  12  months  of  continuous  em- 
ployment with  the  Society.  As  of  January  1, 1973,  the  plan 
is  noncontributory.  The  annual  charge  to  operations 
should  include  the  normal  cost  of  the  plan  (the  amount  to 
be  contributed  during  a year  to  fund  the  estimated  cost  of 
the  plan  attributable  to  operations  of  that  year)  installment 
payment  required  to  amortize  prior  service  costs  over  the 
remaining  20  years  of  an  original  30  year  period.  In  1976, 
$152,450  was  charged  to  operations.  The  estimated  un- 
funded prior  service  cost  at  the  last  valuation  date  (De- 
cember 31, 1975)  was  $642,174.  The  actuarially  computed 
value  of  vested  benefits  for  the  plan  at  the  last  valuation 
date  (December  31, 1975),  exceeded  the  total  of  the  pension 
fund  by  approximately  $123,787. 

4.  SPECIAL  FUND 

A special  fund  was  created  in  1975  to  pursue  an  equitable 
malpractice  program.  The  fund  was  financed  by  assessing 
each  active  member  of  the  Society  $100. 

The  Council  of  the  Medical  Society  of  the  State  of  New 
York  appointed  a subcommittee  to  plan  and  implement  the 
program.  The  special  assessment  is  kept  in  a separate 
fund  and  expenditures  are  approved  by  the  Board  of 
Trustees  of  the  Society. 
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The  Council  plans  to  continue  the  program  commenced 
in  1975  and  will  use  the  unexpended  special  assessment 
balance  for  this  purpose. 

5.  HEAL  ESTATE  TAXES 

The  Society  has  been  assessed  annually  by  the  Village 


of  Lake  Success,  New  York  for  real  estate  taxes  since  June 
1,  1972,  which  assessments,  were  paid.  The  amount  of 
$26,840  was  paid  in  1976.  The  County  of  Nassau  and  the 
Town  of  North  Hempstead  have  not  assessed  the  Society 
for  real  estate  taxes. 


SUPPLEMENTARY  INFORMATION 

Analysis  of  investments  held 

Interest 


rate 

(percentage) 

Maturity 

date 

Face 

value 

Cost 

Market 

value 

General  Fund: 

United  States  Government 
obligations: 

U.S.  Treasury  bills 

1/20/77 

100,000 

S 98,864 

8 98,864 

U.S.  Treasury  bills 

— 

2/10/77 

120,000 

118,607 

118,607 

U.S.  Treasury  bills 

— 

2/24/77 

265,000 

262,412 

262,412 

Thirteen  Banks  for 
Co-ops  consolidated 
bonds 

6.15 

1/  3/77 

100,000 

100,000 

100,000 

Commercial  paper: 

General  Motors  Acceptance 
Corp. 

4.375 

1/17/77 

106,000 

106,000 

106,000 

General  Motors  Acceptance 
Corp. 

4.30 

1/  5/77 

151,000 

151,000 

151,000 

General  Motors  Acceptance 
Corp. 

4.25 

1/10/77 

100,000 

100,000 

100,000 

Certificate  of  deposit 

4.625 

1/24/77 

105,000 

105,000 

105,000 

Special  Fund: 

United  States  Government 
obligations: 

U.S.  Treasury  bills 

1/27/77 

150,000 

81,041,883 
8 148,185 

81,041,883 
8 148,185 

U.S.  Treasury  bills 

— 

2/  3/77 

460,000 

454,459 

454,459 

War  Memorial  Fund: 

United  States  Government 
obligations: 

U.S.  Treasury  bonds 

3.25 

6/15/83 

53,000 

8 602,644 
8 45,722 

8 602,644 
8 45,103 

Thirteen  Banks  for 
Co-ops  consolidated 
bonds 

5.65 

3/  1/77 

10,000 

10,000 

10,000 

Federal  National  Mortgage 
Association 

4.50 

2/10/77 

24,000 

22,080 

23,818 

Bernstein  Memorial  Fund: 
United  States  Government 
obligations: 

Thirteen  Banks  for 
Co-ops  consolidated 
bonds 

5.65 

3/  1/77 

105,000 

8 77,802 

8 105,000 

8 78,921 

8 105,000 

========= 

====== 
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Summary  of  government  property  on  hand — Contract  ~HSA  105-74-72  with  the  Health  Services  Administration  for  a 

Statewide  Professional  Standards  Review  Support  Center 


Description  Quantity  Cost 


Purchased  in  prior  years: 

Sony  VO-1800  video  cassette  recorder 
Sony  CVM-1720  17”  color  monitor  receiver 
Bretford  VTR-29  equipment  cart 
Camera  and  accessories 

Purchased  in  year  ended  December  31,  1976: 
Shipping  case,  LC-300A  for  Sony  recorder 
Two  drawer  file  cabinet 
Table  (30  X 60) 

Four  drawer  file  cabinet 

Bookcase 

Side  chair 

Total 


1 

$1,450 

1 

888 

1 

71 

1 

903 

$3,312 

1 

152 

1 

196 

2 

267 

3 

446 

1 

191 

2 

246 

1,498 

$4,810 
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BUDGET  AND  FINANCE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Budget  and  Finance  consists  of  the 


following  members: 

Walter  T.  Heldmann,  M.D.,  Chairman  . . . Richmond 

Ralph  S.  Emerson,  M.D Nassau 

Joseph  J.  Kaufman,  M.D Wayne 

Warren  A.  Lapp,  M.D Kings 

Albert  M.  Schwartz,  M.D New  York 

Walter  S.  Walls,  M.D Erie 


The  committee  continued  the  practice  of  meeting  on  a 
quarterly  basis  to  review  the  estimated  budget  versus  ac- 
tual figures  of  income  and  expenditures  for  each  period. 

The  estimated  budget  and  the  actual  income  and  ex- 
penditures for  the  calendar  year  1976,  is  shown  in  Table 
1 (page  1594).  As  a means  of  comparison,  this  table  also 
includes  the  revised  estimated  budget  for  1977  (revisions 
made  as  of  March  31, 1977).  The  revised  estimated  budget 
for  1977  projects  an  excess  of  income  over  expenditures  of 
$17,436.  This  projection  was  made  possible  even  though 
at  the  first  quarter  revision  substantial  appropriations  were 
made  because  of  previous  Council  and  Board  of  Trustees 
approvals  in  the  first  three  months  of  1977. 

Some  of  these  changes  and  revisions  included: 

Income  Section 
Increases 

1.  News  of  New  York — advertising.  . . . From 
$61,668  to  $68,204  due  to  a renegotiated  contract 
with  Hoffmann-La  Roche  Inc. 

2.  Interest  on  Investments — General  Fund. 
. . . From  $75,000  to  $85,000  due  to  higher  interest 
rates. 

3.  Dues  Collection  Fee — AMA. . . . From  -0-  to 
$25,000  because  no  decision  has  been  reached  on 
possible  AMA  direct  dues  billing.  Therefore,  in 
1977,  the  AMA  will  reimburse  the  State  Society 
for  dues  collection  fee  as  in  past  years. 

Decreases 

1.  Journal  Advertising.  . . . From  $200,000  to 
$175,000  due  to  the  continued  trend  of  reduced 
pharmaceutical  advertising. 

Expenditure  Section 
Reductions 

1.  Scientific  Publications — Printing.  . . . Re- 
duced from  $238,000  to  $210,000  due  to  experi- 
ence and  new  methods  of  production. 


2.  Scientific  Publications — Paper.  . . . Re- 
duced from  $132,000  to  $115,000  due  to  experi- 
ence. 

3.  Non  Divisional — Unrelated  Business  In- 
come Tax.  . . . Reduced  from  $60,000  to  $20,000 
because  of  a loss  in  journal  advertising  income. 

Increases 

1.  Medical  Services — Selected  Economics 
Statistics.  . . . From  -0-  to  $6,000.  This  item  was 
approved  by  Council  and  Board  of  Trustees  in 
1976  but  nothing  was  expended  in  that  year.  A 
reinstatement  was  requested  for  1977  and  is  not 
being  included  by  the  Budget  Committee. 

2.  Business  Division — Data  Processing  De- 
partment. . . . From  $51,225  to  $133,054.  This 
budget  was  previously  approved  by  the  Board  of 
Trustees  and  takes  into  consideration  the  leasing 
of  IBM  data  processing  equipment.  The  system, 
when  in  full  operation,  will  include  membership, 
medical  directory,  accounting,  payroll  and  con- 
tinuing medical  education  records.  The  addi- 
tional cost  was,  for  all  intensive  purposes,  offset 
by  job  savings  and  reductions  of  cost  in  other 
areas. 

3.  Non  Divisional— Membership  Campaign. 

. . . An  appropriation  of  $40,000  was  made  in  this 
area,  based  upon  prior  approval  by  the  Council 
and  Board  of  Trustees. 

The  committee  plans  to  meet  before  the  House  of  Del- 
egates meeting  in  October.  It  is  hoped  that  we  can  prepare 
an  estimated  budget  for  the  calendar  year  1978,  which  can 
then  be  presented  to  the  House. 

On  behalf  of  the  committee,  the  chairman  wishes  to 
thank  Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 
and  Eugene  S.  Dombrowski,  director,  Business  Division 
(Comptroller),  for  their  prudent  management  of  the  day 
to  day  fiscal  affairs. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
TABLE  / — Comparative  Estimated  Budgets  for  the  Calendar  Years  1976  and  1977 


Revised 

Revised 

Estimated 

Received 

Estimated 

Budget 

to 

Budget-1977 

Income 

1976 

12/31/76 

@ 3/31/77 

Dues 

3,320,000 

3,371,331 

3,320,000 

Journal  Advertising 

200,000 

199,775 

175,000 

Journal  Circulation 

3,200 

3,361 

3,200 

Journal  Reprints 

15,000 

14,234 

15,000 

News  of  New  York— advertising 

61,668 

61,668 

68,204 

Medical  Directory— sales 

90,000 

87,983 

25,000 

Annual  Convention— exhibit  rentals 

35,000 

34,500 

35,000 

Interest  on  Investments— General  Fund 

75,000 

92,933 

85,000 

What  Goes  On — subscriptions 

300 

522 

300 

PSRO  Support  Center  Net  Reimbursement 

30,000 

58,616 

30,000 

Dues  Collection  Fee— AMA 

35,000 

24,886 

25,000 

Miscellaneous  Income 

750 

459 

750 

Criteria  Predictors 

500 

1,820 

-0- 

Total  Income 

3,866,418 

3,952,088 

3,782,454 

Revised 

Revised 

Estimated 

Expended 

Estimated 

Budget 

to 

Budget-1977 

Expenditures 

1976 

12/31/76 

@ 3/31/77 

Office  of  Executive  Vice  President 

307,330 

300,142 

318,171 

General  Counsel 

108,131 

104,606 

110,280 

Governmental  Affairs 

178,058 

170,163 

184,721 

Insurance  and  Membership  Benefits 

45,757 

46,581 

48,713 

Scientific  Activities  Division 

109,955 

107,385 

114,280 

Continuing  Medical  Education 

10,000 

9,217 

100,000 

Scientific  Publications  Division 

551,509 

474,900 

522,380 

Medical  Services  Division 

113,447 

110,343 

120,164 

Research  and  Planning  Division 

55,257 

55,048 

60,927 

Business  Division 

517,395 

477,264 

574,183 

Management  Services  Division 

190,527 

179,654 

201,371 

Public  and  Professional  Affairs  Division 

373,004 

362,722 

382,423 

Annual  Convention 

79,425 

77,632 

82,325 

Office  of  Executive  Vice-President 

95,750 

93,103 

102,650 

House  of  Delegates— Special  Committees 

900 

800 

900 

Council  Committees 

57,114 

43,044 

69,200 

Legislative  Counsel 

60,000 

60,000 

60,000 

Non-Divisional 

813,860 

643,962 

712,330 

Total  Expenditures 

3,667,419 

3,316,566 

3,765,018 

Excess  of  Income  over  Expenditures 

198,999 

635,522 

17,436 
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Hknry  I.  Finf.berg,  M.D. 


EXECUTIVE  VICE-PRESIDENT 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  medical  crises  with  which  our  profession  is  con- 
fronted, continues  to  increase  year  by  year.  Our  Council, 
its  committees,  and  the  staff  are  ever  striving  to  arrive  at 
equitable  answers  to  the  many  problems  that  arise.  The 
results  of  our  efforts  are  often  frustrating;  and  some  of  the 
enigmas  are  truly  insoluble — due,  in  the  main,  to  the  un- 
wise edicts  of  government  and  unrealistic  legislative  in- 
eptitude. 

It  is  our  feeling  that,  as  time  goes  on,  we  will  be  com- 
pelled more  and  more  to  take  our  cases  to  court  in  order  to 
gain  equity  for  the  doctors  of  medicine  and  the  people  we 
serve.  We  must  resort  to  litigation  if  we  are  to  achieve 
justice.  Of  course,  this  type  of  action  will  require  the  ex- 
penditure of  considerable  funds;  but  it  appears  that  often 
it  may  be  our  only  road  to  a semblance  of  order  and  logic. 
These  endeavors  will  be  well  worth  the  cost. 

Frequently,  and  unfortunately,  the  attitude  of  the 
■‘powers-that-be”  in  government  is  that  they  do  not  wish 
to  be  confused  by  facts.  They  refuse  to  listen  to  the  ex- 
perts. On  the  other  hand,  we  cannot  capitulate  to  medi- 
ocrity; and  we  must  continue  to  battle  all  the  way  down  the 
line  for  what  we  believe  to  be  right.  There  can  be  no  res- 
pites in  the  tasks  that  lie  ahead! 

CHIROPRACTIC 

What  we  reported  in  a recent  issue  of  the  News  of  New 
York  should  be  stressed  once  again.  Despite  all  the  evi- 
dence that  we  were  able  to  muster  and  present  to  the  ap- 
propriate bodies,  the  “erudite”  Board  of  Regents  of  the 
State  of  New  York  has  voted  that  the  New  York  Chiro- 
practic College  (formerly  the  Columbus  Institute  of  Chi- 
ropractic) be  authorized  to  offer  a curriculum  in  Chiro- 
practic and  to  award  the  degree  of  Doctor  of  Chiropractic 
(D.C.)  to  “duly  qualified  students”  completing  the  regis- 
tered curriculum,  to  be  effective  April  18, 1977.  This  is  a 
horrendous  turn  of  events  in  the  field  of  higher  education. 
It  is  difficult  to  combat  the  machinations  of  those  in  high 
places  who  would  yield  to  charlatanism. 

Too  many  times  the  odds  against  reason  are  over- 
whelming. 

At  an  early  age,  we  were  taught  that  one  of  the  functions 
of  government  is  to  protect  the  “common  man”  from  the 
nefarious  manipulations  of  those  who  would  destroy 
righteousness.  What  has  happened  to  the  executives,  the 
legislators,  the  guardians  of  our  educational  systems,  the 
judiciary — who  foist  unwise  philosophies  upon  an  unin- 
formed and  unsuspecting  public! 


Recently,  I read  a report  which  is  truly  amazing.  It 
appears  that  a lady  was  “adjusted”  by  a chiropractor  and 
suddenly  developed  painof  an  excruciating  nature.  At  this 
juncture,  she  consulted  an  orthopedic  surgeon  who  found 
three  fractures  of  the  vertebrae.  It  was  subsequently  es- 
tablished that  she  had  multiple  myeloma. 

The  patient  felt  that  the  failure  to  investigate  her  entire 
condition  before  performing  the  adjustment  and  the  in- 
adequacy of  x-ray  studies  and  poor  treatment  in  general 
constituted  inadequate  and  improper  therapy.  The  pa- 
tient sued  the  chiropractor. 

During  the  trial,  the  defense  was  that  the  chiropractor 
did  not  deviate  from  the  normal  practice  of  chiropractic 
in  doing  adjustments;  and  therefore  was  not  liable.  What 
a sad  turn  of  events!  In  a sense,  this  truly  permits  a chi- 
ropractor to  continue  to  pursue  his  ridiculous  form  of 
therapy  without  any  responsibility  for  his  acts. 

Without  a doubt,  if  an  orthopedist,  physiatrist,  or  any 
physician  engaged  in  this  type  of  work  had  been  involved 
in  such  an  episode,  he  would  have  been  sued  relentlessly; 
and  surely  some  award  would  have  been  given. 


AMA  EDUCATION  AND  RESEARCH  FOUNDATION 
In  March  of  this  year,  we  received  a number  of  checks 
for  presentation  to  the  medical  schools  in  New  York  as 
unrestricted  grants.  It  should  be  noted  that  contributions 
to  the  AMA-ERF  medical  school  fund  for  distribution  in 
1976  totaled  $1,180,000.  Virtually,  all  of  these  gifts  came 
from  the  medical  family  and  were  collected  in  large  part 
by  the  American  Medical  Association  Auxiliary. 

We  did  not  present  these  checks  to  the  schools  at  a for- 
mal ceremony.  Experience  has  taught  us  that  it  is  very 
difficult  for  representatives  of  the  schools  to  appear  at  our 
headquarters  for  this  type  of  procedure.  Therefore,  again 
this  year,  we  transmitted  the  checks  to  the  folks  concerned 
by  mail;  and  we  have  received  acknowledgments  from  these 
people.  Following  is  distribution  of  the  funds  allocated 
in  New  York: 

Columbia  University  College  of  Physicians  and 

Surgeons  New  York  $7,734.16 

Albany  Medical  College  of  Union  University  5,082.83 
University  of  Buffalo  FNDN  4,198.45 

State  University  of  New  York  Downstate 
Medical  Center  Faculty  Student  Association 


3,612.31 

New  York  Medical  College — Flower  and  5th 

Avenue  Hospital  4,878.22 

State  University  of  New  York  Upstate  Medical 

Center  Faculty  Student  Association  2,693.13 

New  York  University  College  of  Medicine  4,222.48 

University  of  Rochester  School  of  Medicine 

and  Dentistry  4,849.69 

A.  Einstein  College  of  Medicine  Yeshiva  Uni- 
versity New  York  1,247.47 

Mount  Sinai  School  of  Medicine  New  York  1,095.00 

State  University  of  New  York  Stony  Brook 

Health  Science  Center  770.00 

Cornell  University  Medical  College  6,084.03 


RESEARCH  AND  PLANNING 

Our  Division  of  Research  and  Planning  has  transmitted 
the  following  information  wnich  we  believe  will  be  of  in- 
terest to  the  members  of  our  Society. 
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Geographic  Analysis  of  Physician  Age 


Physicians 


An  analysis  of  age  groupings  for  all  physicians  Statewide 
and  MSSNY  members  show  the  following  results: 

“A”  percentage  of  physicians  in  age  group  as  a 

percentage  percent  of  the  total  State  physician 
column — population  (includes  interns  and 

residents) 

“B”  percentage  of  physicians  in  age  group  as  a 

percentage  percent  of  total  MSSNY  membership 
column — (includes  all  membership  categories) 


Commission  on  Education 

Continuing  Medical  Education 

Data  Processing  in  Medicine 

Forensic  Medicine 

Health  Manpower 

Medical  School  Relationships 

Quackery 

Thanatology 

Archives 


Age  Group 

A 

B 

Under  45  years 

52.0% 

31.3% 

45-65  years 

30.7% 

43.0% 

65-70  years 

6.9% 

10.0% 

Over  70  years 

10.3% 

15.6% 

The  average  age  of  the  physicians  in  New  York  State  and 
MSSNY  is: 

Statewide  46.9  years 
MSSNY  member  53.9  years 


Convention 

Ad  Hoc  Committee  to  Prepare  a Position  Paper 
Health  Crisis 
Scientific  Awards 
Scientific  Exhibits 
Scientific  Programs 

Division  of  Scientific  Publications 

Publications 

Library 


THE  STAFF 

During  the  past  year  there  have  been  very  few  changes 
in  the  staff  structure.  The  Table  of  Organization  (T.O.) 
remains  practically  as  it  was  last  year. 

In  accordance  with  a precedent  set  some  time  ago,  the 
staff  maintains  its  routine  of  participating  in  all  committee 
activities.  Following  is  a list  of  commissions  and  com- 
mittees and  their  counterparts; — Staff  Divisions: 

Office  of  the  Executive  Vice-President 

(including  Executive  Associate) 

House  of  Delegates 
Council 

Executive  Committee  of  the  Council 
Board  of  Trustees  and  Committees 
New  York  Delegation  to  the  AMA 
Nominating 

Ad  Hoc  Committee  to  Review  Legislative  Activities 
Professional  Medical  Liability  Insurance 
and  Defense  Board 

Division  of  Scientific  Activities 
Commission  on  Public  Health 
Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Child  Abuse 
Drug  Abuse 

Emergency  Health  Services 

Environmental  Quality 

Home  Health  Care 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Rural  Medical  Service 

School  Health 


Division  of  Medical  Services 
Commission  on  Medical  Services 
Health  Systems  Agency,  Coordinating 
Hospital  and  Professional  Relations 
Interspecialty 
Medical  Care  Insurance 
Socioeconomics 

Workmen’s  Compensation  and  Occupational 
Health 

No-Fault  Insurance 

Division  of  Governmental  Relations 

Commission  on  Governmental  Affairs 
Federal  Legislation 
State  Legislation 

New  York  State  Association  of  the  Professions 

PSRO  and  Related  Activities 

PSRO 

Ad  Hoc  Committee  to  Prepare  a Position 
Paper  on  Discipline 
PSRO  and  Related  Activities 

General  Counsel 

Bylaws  (House) 

Constitutions  and  Bylaws  (Council) 

Consultant  to  the  Professional  Medical  Liability 
Insurance  and  Defense  Board 
Countersuits  Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board 
Liaison  Committee  with  the  New  York  State 
Bar  Association 
Ethics 

Judicial  Council 

Ad  Hoc  Committee  to  Review  Legal  Activities 

Business  Division 
Budget  and  Finance 
Convention 

Technical  Exhibits 

Division  of  Research  and  Planning 

Research  and  Planning 
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Division  of  Public  and  Professional  Affairs 

Advisory  to  New  York  State  Medical 
Assistants  Association 

Advisory  to  Woman’s  Auxiliary 

Awards  and  Prize  Essays 

Membership 

New  York  Delegation  to  the  AM  A 

Public  and  Professional  Affairs 

Division  of  Insurance  and  Membership  Benefits 

Commission  on  Insurance  and  Membership  Benefits 
General  Insurance 
Membership  Benefits 

Division  of  Management  Services 

Convention — Dinner 

DIVISIONS 

SCIENTIFIC  ACTIVITIES 

Since  the  Annual  Meeting  in  November  1976  the  division 
has  continued  to  support  the  Commissions  on  Education 
and  on  Public  Health  in  their  various  activities.  Twenty- 
six  of  the  committees  in  these  divisions  met  at  Society 
Headquarters  between  November  and  May.  They  have 
discussed  issues  referred  to  them  by  the  Council  and  the 
House  of  Delegates;  and  introduced  subjects  of  interest  for 
formulation  of  policies.  The  committee  reports  go  to  the 
Council  and  often  become  official  Society  policies.  Their 
reports  are  published  elsewhere  in  this  issue  of  the  Journal 
and  should  be  read  by  all  members.  Participation  in 
committee  activities  provides  the  opportunity  for  the 
MSSNY  member  to  involve  himself  in  the  important  area 
of  decision  making.  Younger  members  are  particularly 
encouraged  to  volunteer  for  this  service  to  their  profes- 
sion. 

Particular  attention  is  called  to  the  reports  of  the 
Committees  on  Alcoholism,  Child  Abuse,  Continuing 
Medical  Education,  Health  Manpower,  and  Thanatology. 
The  latter  is  a newly  created  committee  under  the  chair- 
manship of  Allison  Landolt,  M.D.  It  is  coping  with 
subjects  which  have  posed  problems  for  philosophers,  ed- 
ucators, the  courts  and  the  clergy,  as  well  as  for  hospitals 
and  physicians. 

Other  activities  included  in  the  division  are  the  Physi- 
cians’ Placement  Bureau  and  What  Goes  On  in  CME. 

Physicians’  Placement  Bureau.  The  bureau  reports 
an  increasing  efficiency  in  the  methods  it  employs  to  match 
communities  seeking  physicians  and  physicians  looking  for 
job  opportunities.  A great  number  of  physicians  and 
communities  have  written  letters  and  called  to  thank  us  for 
the  bureau’s  services. 

Since  the  bureau  published  the  complete  list  of  Physi- 
cians’ Placement  Opportunities  in  the  New  York  State 
Journal  of  Medicine,  many  communities  and  physicians 
have  been  alerted  to  our  service  and  have  applied  for  our 
assistance.  An  application  form  for  physicians  seeking 
placement  opportunities  appears  on  the  back  page  of  most 
monthly  issues  of  “Physicians’  Placement  Opportunities” 
and  the  number  of  applications  that  have  been  filled  out 
and  mailed  to  us  indicates  that  a great  number  of  physi- 
cians are  utilizing  this  convenient  form. 

At  our  Annual  Convention,  the  Medical  Society  exhibit 
staff  received  numerous  physician  placement  requests  as 
well  as  subscription  requests  for  the  Physicians’  Placement 
Opportunities  publication.  We  are  trying  to  answer  as  best 
we  can  the  constant  demands  required  of  our  Physicians’ 
Placement  Bureau. 


What  Goes  On  in  CME.  This  publication  has  changed 
its  format  to  accommodate  the  ever  increasing  number  of 
continuing  medical  education  listings  it  carries.  Institu- 
tions conducting  CME  courses  are  encouraged  to  send  in 
CME  announcements  as  frequently  and  as  early  as  events 
are  scheduled  so  that  the  information  can  be  publicized  in 
W GO.  What  Goes  On  in  CME  helps  disseminate  the  CME 
schedules  for  institutions,  at  no  cost  to  them,  and  at  the 
same  time  informs  physicians  of  the  available  CME  courses 
given  throughout  the  State.  We  are  particularly  anxious 
to  publicize  all  courses  approved  for  American  Medical 
Association  Category  1 accreditation,  as  this  listing  is  of 
primary  importance  to  physicians  in  fulfilling  the  CME 
requirements. 

The  director  of  the  Division  of  Scientific  Activities  at- 
tends all  Council  and  House  of  Delegates  meetings,  as  well 
as  staff  and  committee  conferences  in  the  division.  At  the 
Annual  Convention  he  assists  the  Reference  Committees 
on  Public  Health,  Education,  and  Scientific  Activities.  He 
has  represented  MSSNY  at  meetings  of  the  Coalition  of 
Home  Health  Services  in  New  York  State  and  the  Codes 
Committee  of  the  Hospital  Association  of  New  York.  He 
has  also  attended  three  nationwide  congresses  on  Con- 
tinuing Medical  Education  held  in  Chicago  under  the 
auspices  of  the  AMA  and  the  Alliance  for  Continuing 
Medical  Education.  He  has  participated  in  all  the  site 
surveys  for  CME  which  are  included  in  the  report  of  the 
Committee  on  Continuing  Medical  Education.  He  has  also 
visited  several  medical  societies,  hospital  staffs,  and  acad- 
emies of  medicine  to  explain  the  MSSNY  program  in 
CME. 

The  division  has  been  deeply  involved  in  the  establish- 
ment of  the  Continuing  Medical  Education  Council  of  New 
York  State  and  has  been  staffing  its  meetings  during  its 
planning  and  organizational  stages.  All  members  are 
urged  to  read  carefully  the  report  of  the  Committee  on 
Continuing  Medical  Education  which  describes  in  depth 
the  CME  program  of  the  Medical  Society  of  the  State  of 
New  York  and  its  relationship  with  the  CME  Council  of 
New  York  State. 

SCIENTIFIC  PUBLICATIONS 

The  New  York  State  Journal  of  Medicine  has  continued 
publication  on  a monthly  basis,  a program  that  has  brought 
about  better  organization  of  material  and  scheduling  and 
considerable  savings  in  production.  This  change  has  been 
well  received.  The  special  covers,  initiated  for  the  Bi- 
centennial year,  brought  such  favorable  comment  that  they 
are  being  continued. 

The  Publications  Committee,  under  Warren  A.  Lapp, 
M.D.,  chairman,  is  responsible  for  reviewing  matters  of 
policy,  particularly  in  reference  to  new  members  of  the 
Associate  Editorial  Board.  Members  of  this  group  are 
conscientious  in  their  review  of  manuscripts  on  the  basis 
of  merit;  this  permits  the  Journal  to  maintain  its  preemi- 
nent position  among  medical  publications;  and  we  are 
grateful  for  their  invaluable  service. 

The  Journal  continues  to  attract  a high  caliber  of  man- 
uscripts for  consideration.  Since  ours  is  one  of  the  few 
journals  to  include  case  reports,  many  are  transmitted  to 
us.  As  a result,  there  is  considerable  backlog  of  this  ma- 
terial and  a consequent  delay  in  publication.  It  is  felt  that 
this  is  valuable  teaching  material.  Also,  to  maintain  the 
ratio  between  editorial  and  advertising  pages,  material  is 
sometimes  held  over  that  might  otherwise  be  published 
sooner. 
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Since  1975,  845  manuscripts  have  been  received,  with 
537  accepted,  193  rejected.  There  were  414  manuscripts 
sent  to  consultants,  and  15  are  still  being  reviewed  by  them. 
The  Journal  contains  not  only  scientific  material,  but  also 
reports  and  opinions  reflecting  special  concerns  of  the 
Medical  Society,  such  as  malpractice,  hospital  costs,  con- 
fidentiality, and  proposed  government  health  care  pro- 
grams. 

In  July  a special  Bicentennial  issue  was  prepared  and 
published,  reflecting  the  history  of  the  medical  community 
in  New  York  State. 

Two  new  sections  have  been  started  in  the  Journal,  one 
dealing  with  hypertension  exclusively,  under  Lionel  U. 
Mailloux,  M.D.,  and  another  section  on  school  health, 
under  Norman  B.  Schell,  M.D.  We  have  solicited  a num- 
ber of  articles  on  immunology  to  try  to  bring  our  readers 
up-to-date. 

Of  the  total  of  3,224  pages  published,  including  covers, 
2,610.25  were  editorial  pages,  devoted  to  scientific  and 
special  articles  and  special  sections  of  the  Journal,  and 
613.75  pages  were  advertising.  The  ratio  of  editorial  to 
advertising  was  79/21. 

At  the  Annual  Convention,  On  November  7,  1976,  the 
Fourteenth  Annual  Redway  Award  and  Medal  for  medical 
writing  were  presented  to  Rudolph  Deibel,  M.D.,  Thomas 
D.  Flanagan,  Ph.D.,  and  Victoria  Smith,  M.D.,  for  their 
article,  “Central  Nervous  System  Infections  in  New  York 
State;  Etiologic  and  Epidemiologic  Observations,  1974.” 
This  appeared  in  the  November,  1975,  issue  of  the  Journal. 
James  R.  Jones,  M.D.,  of  the  Associate  Editorial  Board,  was 
presented  with  the  William  Hammond  Award  for  Distin- 
guished Service. 

MEDICAL  SERVICES 

Workmen’s  Compensation  Activities 

Committee  Meetings.  A special  meeting  of  the  Work- 
men’s Compensation  Committee  was  held  on  January  13 
in  response  to  the  Council’s  request  for  an  opinion  as  to 
whether  MSSNY  should  become  involved  in  the  defense 
of  two  Nassau  County  physicians  whose  authorization  to 
treat  workmen’s  compensation  claimants  had  been  re- 
voked. In  preparation  for  this  meeting,  the  director  re- 
viewed and  abstracted  the  files  and  transcripts  of  the 
hearings,  and  prepared  the  pertinent  material  for  the 
committee  and  the  Council. 

The  above  committee  met  again  on  February  1 to  con- 
sider the  House  of  Delegates  resolutions  referred  to  it. 
These  resolutions  were  lengthy  and  complex;  and  again  the 
director  prepared  the  pertinent  background  material 
necessary  for  the  committee  to  deal  with  these  resolutions 
expeditiously. 

Fee  Negotiations.  In  January,  MSSNY  representatives 
on  the  Advisory  Committee  on  the  Medical  Fee  Schedule 
and  Allied  Problems  of  the  Workmen’s  Compensation 
Board  initiated  discussions  to  seek  fee  increases  effective 
July  1,  1977.  This  activity  is  of  considerable  importance 
to  our  members  and  a great  deal  of  time  has  been  expended 
in  amassing  the  data  to  support  our  request  for  an  overall 
35%  increase.  As  part  of  this  activity,  we  obtained  material 
from  the  AM  A economic  surveys;  met  with  a representative 
from  the  AMA’s  Department  of  Negotiations;  and  arranged 
for  him  to  attend  a meeting  of  the  advisory  committee. 
There  is  still  a great  deal  of  work  to  be  done  before  the 
negotiations  are  concluded.  A paper  is  in  preparation  to 
supplement  the  verbal  presentation,  with  comparative  and 
analytical  factual  data. 


As  a member  of  the  Chairman  of  the  Workmen’s  Com- 
pensation Board’s  special  economic  committee  to  develop 
an  index,  the  director  has  attended  its  meetings  and  has 
challenged  some  of  the  approaches  suggested  by  the  lay 
members  of  that  committee.  The  director  has  also  at- 
tended meetings  of  a special  Workmen’s  Compensation 
Board  Committee  to  improve  arbitration  proceedings. 

Legislation.  The  division  has  cooperated  in  analyzing 
bills  being  introduced  in  the  Albany  Legislature  that  deal 
with  workmen’s  compensation,  as  well  as  other  areas  within 
the  division’s  scope;  and  prepared  memoranda  for  the  Di- 
vision of  Governmental  Affairs  as  well  as  for  our  Albany 
legislative  representatives. 

No-Fault  Insurance.  The  director  early  recognized  the 
major  impact  that  would  result  from  the  proposal  to  place 
physicians’  fees  for  the  treatment  of  no-fault  cases  under 
the  provisions  of  the  Workmen’s  Compensation  Law. 
Memoranda  have  been  prepared  on  this  subject  and  dis- 
tributed to  individuals  and  groups;  and  discussions  have 
been  held.  The  division  has  been  coordinating  the  ac- 
tivities of  the  Ad  Hoc  Committee  appointed  to  deal  with 
this  matter. 

Conferences.  The  above  matters  have  required  a con- 
siderable number  of  meetings  with  the  chairman  of  the 
Workmen’s  Compensation  Board  and  his  top  executives 
to  explore  and  attempt  to  resolve  problems  that  have 
arisen.  The  director  was  one  of  the  representatives  who 
visited  the  legislators  in  Albany  to  present  the  MSSNY 
viewpoints. 


Health  Systems  Agency  Coordinating  Committee 

The  Health  Systems  Agency  Coordinating  Committee 
sponsored  an  open  meeting  on  November  10,  1976,  which 
attracted  a standing-room-only  audience.  The  division 
made  the  arrangements  for  the  meeting  and  secured  the 
speakers.  The  subject  matter  engendered  a spirited  ex- 
change of  views.  The  New  York  City  Health  Systems 
Agency  situation  elicited  the  sharpest  discussion  with 
marked  differences  of  opinion  as  to  whether  practicing 
physicians  truly  had  effective  input. 

In  preparation  for  the  committee  meetings  the  division 
accumulated  and  reproduced  pertinent  material.  As  the 
activities  of  the  health  systems  agencies  gain  momentum, 
physicians  are  becoming  more  aware  of  the  impact  of  these 
agencies  on  the  health  care  delivery  system  and  their  re- 
strictions on  a physician’s  manner  of  practice.  The 
MSSNY  and  the  division  have  from  the  inception  of  the 
National  Health  Planning  and  Resources  Development  Act 
recognized  its  potential  to  control  the  practice  of  medicine, 
and  continue  to  monitor  developments  most  carefully. 
MSSNY  considers  it  most  important  that  all  the  county 
medical  societies  become  involved  in  HSA  activities  and 
that  it  has  the  obligation  to  see  that  there  is  effective 
communication  between  the  counties  within  an  HSA  area 
as  well  as  between  the  areas;  and  attempts  are  being  made 
to  effect  this.  Liaison  has  also  been  established  with  in- 
dividuals in  the  HSA  areas  for  the  transmittal  and  ex- 
change of  information  and  views. 

The  major  thrust  of  our  efforts  is  to  enable  the  practicing 
physician,  who  is  most  knowledgeable  about  the  health 
problems  of  the  public,  to  have  meaningful  input  into 
planning  that  can  radically  alter  the  manner  in  which 
health  care  will  be  available  to  the  public,  with  our  stress 
on  accessability  and  high  quality. 
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Hospital  and  Professional  Relations 

Although  this  committee  has  not  yet  had  a formal 
meeting  since  November  1976,  a number  of  urgent  prob- 
lems such  as  the  proposed  merging  or  closings  of  hospitals, 
the  curtailment  of  beds  or  services  and  the  restriction  of 
installations  of  facilities  such  as  computerized  tomographic 
scanners,  have  required  prompt  attention. 

Problems  of  individual  physicians  with  their  hospital 
affiliations  have  also  been  adjudicated  through  corre- 
spondence and  discussion.  We  anticipate  that  there  will 
be  more  of  these  problems  as  time  goes  on,  and  the  division 
remains  alert  to  obtain  and  disseminate  relevant  materi- 
al. 

Interspecialty  Committee 

The  activities  within  the  scope  of  this  committee  con- 
tinue to  increase.  The  importance  of  the  interrelationships 
between  the  Medical  Society  of  the  State  of  New  York  and 
the  Statewide  specialty  societies  cannot  be  overstressed; 
and  there  is  general  agreement  that  this  committee  has 
been  very  successful  in  establishing  a close  and  effective 
interchange  between  the  respective  specialty  societies  and 
MSSNY. 

In  addition  to  the  agendas  of  the  formal  meetings,  there 
are  frequent  instances  where  matters  come  to  the  attention 
of  MSSNY  that  involve  a particular  specialty.  In  such 
cases  the  matters  are  referred  to  the  specialty  society 
representatives  for  discussion  with  their  board  of  directors, 
with  the  request  that  the  opinion  of  that  specialty  society 
be  forwarded  to  MSSNY  for  its  guidance  in  dealing  with 
the  particular  item.  Problems  of  this  nature  have  involved 
legislation,  governmental  agencies,  as  well  as  individual 
physicians. 

The  division  director  has,  through  the  Interspecialty 
Committee,  communicated  to  the  specialty  societies  the 
activities  and  decisions  of  MSSNY  that  affect  the  specialty 
groups  and,  where  indicated,  their  input. 

With  the  amendment  of  MSSNY’s  Bylaws,  the  in- 
volvement of  the  specialty  societies  with  their  respective 
sections  has  increased  and  should  lead  to  improving  the 
functioning  of  the  sections. 

The  division  has  been  active  in  correlating  the  Inter- 
specialty Subcommittee  on  Continuing  Medical  Education 
with  MSSNY’s  Council  Committee  on  Continuing  Medical 
Education,  and  the  Continuing  Medical  Education  Council 
of  the  State  of  New  York.  The  division  has  also  been  ac- 
tive in  those  problems  which  involve  peer  review,  as  a 
function  of  the  Subcommittee  on  Peer  Review  of  the  In- 
terspecialty Committee. 

Medical  Care  Insurance 

The  problems  facing  physicians  in  coping  with  health 
insurance  coverage  and  third  party  payors  has,  as  was  an- 
ticipated, increased  considerably  during  the  past  year.  A 
considerable  percentage  of  the  daily  activities  of  the  divi- 
sion is  devoted  to  responding  to  inquiries  from  physicians, 
patients,  and  carriers  seeking  either  information  or  assis- 
tance. The  task  of  replying  meaningfully  to  some  of  the 
requests  has  been  greatly  hampered  by  the  rulings  of  the 
Federal  Trade  Commission  and  the  Justice  Department, 
that  led  to  the  discontinuance  of  evaluating  the  reason- 
ableness of  physicians’  fees.  Nevertheless,  the  response 
to  inquiries  directed  to  us  has.  without  a doubt,  established 
a positive  image  for  our  Society. 

In  the  operation  of  the  Medicare  program,  the  division 
has  established  direct  contact  with  the  responsible  ad- 
ministrators, both  at  the  government  and  the  carrier  levels, 


which  has  assisted  in  expeditous  resolution  of  difficulties 
that  physicians  or  patients  encounter. 

The  Medicaid  program  has  continued  to  be  unsatisfac- 
tory from  the  viewpoint  of  most  physicians.  Apart  from 
the  entirely  unrealistic  fee  schedule  imposed  by  the  State, 
there  is  an  ever-increasing  burden  of  paper  work  com- 
pounded by  chaotic  administrative  procedures. 

The  past  several  months  has  witnessed  a flood  of  com- 
plaints from  physicians  resulting  from  a peremptory  de- 
mand by  the  State  Medicaid  office  for  refunding  of  monies 
paid  for  services  rendered  as  far  back  as  seven  years  ago, 
without  identifying  the  patients  or  the  services  involved. 
The  division  intervened  actively  in  this  situation  with 
notification  to  the  county  medical  societies  of  our  recom- 
mendations to  physicians  as  to  the  manner  in  which  they 
should  respond.  The  relationship  we  had  established  with 
the  Deputy  Commissioner  of  the  Social  Services  Depart- 
ment led  to  an  agreement  which  has  been  most  helpful  to 
those  physicians  charged  with  overbilling  or  double  billing; 
and  the  response  from  the  physicians  assisted  has  been  very 
gratifying. 

A modus  vivendi  has  been  arrived  at  with  the  Depart- 
ment of  Social  Services  so  that  the  opinion  of  MSSNY  will 
probably  be  sought  prior  to  the  enactment  of  new  proce- 
dures, rather  than  having  to  react  to  measures  after  they 
are  instituted. 

The  Blue  Cross-Blue  Shield  of  Greater  New  York  has 
launched  a new  full  payment,  first  dollar  coverage  health 
insurance  plan,  and  is  seeking  the  endorsement  of  this  plan 
from  the  seventeen  county  medical  societies  in  its  area. 
We  are  in  the  process  of  arranging  a meeting  of  represen- 
tatives of  the  seventeen  county  medical  societies  in  re- 
sponse to  the  numerous  inquiries  we  have  received. 

We  continue  to  press  our  efforts  to  have  all  health  in- 
surance carriers  accept  a uniform  health  claim  form  and 
to  adopt  a uniform  coding  and  terminology  system. 
MSSNY  responded  to  the  demand  by  some  carriers  that 
only  their  individual  codes  be  used  when  doctors  bill  for 
services  rendered  to  cover  patients,  by  insisting  that  this 
was  an  unjustified  demand,  and  we  won  our  point.  Several 
carriers  have  now  adopted  the  five-digit  coding  and  ter- 
minology', and  it  is  our  expectation  that  if  physicians  persist 
in  using  this  coding  throughout  the  State  all  carriers  will 
in  time  make  the  necessary  inhouse  changes. 

Socioeconomics  Committee 

The  increasing  importance  of  the  social  environment  on 
the  practice  of  medicine  has  been  recognized  by  MSSNY’s 
Socioeconomics  Committee;  and  the  division  has  brought 
pertinent  subjects  to  the  latter  committee  for  deliberation. 
Attention  has  been  directed  to  proposed  national  health 
insurance  plans,  with  endorsement  of  the  AMA  plan. 

The  intrusion  of  governmental  actions  on  the  practice 
of  medicine  led  MSSNY’s  Council  to  charge  the  Socio- 
economics Committee  with  the  task  of  preparing  a position 
paper,  with  emphasis  to  be  on  the  primary  purpose  of  the 
physicians  and  of  MSSNY  to  assure  that  every  individual 
in  the  State  has  adequate  and  acceptable  medical  care. 
The  division  is  in  the  process  of  preparing  a draft  of  the 
position  paper  for  consideration  by  the  Socioeconomics 
Committee. 

The  Socioeconomics  Committee  was  of  the  opinion  that 
a session  devoted  to  the  topic  “Modern  Office  Practice 
Management”  to  deal  with  the  everyday  nonprofessional 
problems  encountered  in  the  practice  of  medicine  would 
be  of  interest  and  helpful  to  our  membership;  and  the  di- 
vision is  in  the  process  of  developing  such  a program  to  be 
held  during  the  annual  meeting  in  October  1977. 
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Other  Activities 

In  addition  to  the  activities  described  that  fall  within  the 
purview  of  constituted  committees,  the  division  is  called 
upon  and  participates  in  other  areas  which  do  not  fall 
within  a defined  field.  One  such  area  is  participating  in 
an  Advisory  Committee  to  the  Social  Security  Disability 
Evaluations  Department  of  New  York  State  Social  Ser- 
vices. 


GENERAL  COUNSEL 

The  activities  of  the  office  of  the  General  Counsel  fall 
into  five  main  categories: 

I.  Written  Memoranda  and  letters  prepared 
which  have  involved  legal  research; 

II.  Legal  matters; 

III.  Committees; 

IV.  Meetings; 

V.  Miscellaneous. 

I.  Written  Memoranda  and  Letters,  Since  the  last 
annual  meeting  of  the  Society,  the  general  counsel  and  his 
associate  have  prepared  numerous  memoranda  on  behalf 
of  the  administration  and  various  divisions  and  com- 
mittees, as  well  as  letters  in  response  to  inquiries  from  local 
societies  and  individual  member  physicians  throughout  the 
State. 

The  topics  included  vary  greatly  such  as: — Informed 
Consent;  Release  of  Medical  Information  to  Governmental 
Authorities;  Authority  of  Hospital  Governing  Boards  vis 
a vis  Hospital  Medical  Staffs;  Legal  Status  of  Physician’s 
Assistants,  Nurse  Practitioners,  Chiropractors,  etc.;  In- 
terpretation of  “Personal  Services”  under  Medicare  and 
Medicaid  Regulations;  Hospital  Bylaw  Provisions  Re- 
garding Allied  Health  Professionals;  Completion  of  Health 
Insurance  Forms;  Liability  of  Hospital  Attending  Physi- 
cian for  Actions  of  His  Surgical  Residents;  State  Sanitary 
Code  Regulations  Concerning  the  Ownership  and  Use  of 
Radiation  Equipment;  and  Confidentiality  of  Medical 
Records  as  Applied  to  Requests  by  Agents  of  IRS  Without 
Required  Authorization;  etc.,  etc. 

II.  Legal  Matters.  The  general  counsel  has  worked 
closely  with  the  firm  of  LeBoeuf,  Lamb,  Leiby  & MacRae 
in  the  legal  proceedings  against  the  State  Health  Depart- 
ment concerning  the  Chapter  76  Amendments.  Presently, 
the  Society  and  the  individual  plaintiffs  have  succeeded 
in  obtaining  a preliminary  injunction  which  has  prevented 
the  implementation  of  such  amendments.  At  this  time, 
we  are  awaiting  the  decision  of  the  U.S.  Circuit  Court  of 
Appeals  for  the  Second  Circuit,  on  the  appeal  of  the  State 
Health  Department  seeking  to  overturn  the  lower  court’s 
decision  and  to  vacate  the  preliminary  injunction. 

III.  Committees.  The  general  counsel  has  continued 
to  provide  staff  support  and  legal  advice  to  the  committees 
assigned  to  his  division— 

a.  House  Committee  on  Bylaws.  The  assistance 
given  to  this  committee  is  twofold.  Our  attorneys  pro- 
vide the  necessary  legal  expertise  required  to  insure  that 
the  changes  proposed  with  respect  to  the  Bylaws  of  this 
Society  are  both  legally  permissible  and  are  enacted  in 
the  proper  fashion.  In  addition,  this  office  provides  the 
administrative  services  which  are  required. 

b.  Council  Committee  on  Constitutions  and  Bylaws. 
This  office  is  charged  with  providing  the  necessary  legal 
expertise  to  insure  that  this  committee  does  not  permit 
any  local  county  medical  society  or  district  branch’s 
constitution  and/or  bylaws  to  be  approved  by  the 


Council  if  it  does  not  conform  to  the  Bylaws  of  this  So- 
ciety or  if  it  violates  either  State  or  Federal  Law. 

c.  Ethics  Committee.  This  office  has  continued  to 
work  with  the  chairman  of  this  committee  in  regard  to 
the  formulation  of  ethical  opinions  concerning  a myriad 
of  subjects  dealing  with  the  practice  of  medicine. 

d.  Professional  Medical  Liability  Insurance  and 
Defense  Board.  The  general  counsel  continues  to  sit 
monthly  with  the  Board  and  provides  legal  advice  to  the 
members  thereof,  when  necessary. 

e.  Judicial  Council.  Your  general  counsel  provides 
legal  advice  to  the  Judicial  Council  during  all  stages  of 
appeal  proceedings.  The  past  several  years  have  pro- 
duced a marked  increase  in  the  number  of  appeals  by 
members  brought  to  this  stage. 

f.  Countersuits  Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board.  The 
general  counsel  has  scheduled,  attended,  and  partici- 
pated in  all  meetings  of  this  subcommittee  and  has  as- 
sisted in  the  formulation  and  distribution  of  various 
materials  in  relation  thereto.  To  date  forty-three  (43) 
questionnaires  have  been  sent  to  members  evincing  an 
interest  in  filing  a countersuit  and  twelve  (12)  have  been 
returned  for  evaluation.  This  committee  will  review  all 
of  those  submitted  in  order  to  ascertain  whether  they  are 
appropriate  for  Society  support.  Since  this  review  is 
legal  in  nature,  the  general  counsel  and  Donald  J.  Fager, 
Esq.,  Executive  Secretary  of  the  Board,  have  provided 
the  services  required  in  this  respect. 

IV.  Meetings  Attended.  Your  general  counsel  and 
his  associate  are  requested  to  speak  of  various  subjects  at 
regular  intervals.  F ollowing  is  a list  of  some  of  their  forums 
at  which  their  presence  has  been  requested: — 

Joint  Meeting  of  Niagara  County  Medical  Society, 
Niagara  Bar  Association,  and  Niagara  County  Dental 
Association.  Spoke  on  Anti-Trust  matters,  When  the 
Doctor  Dies,  and  the  Chapter  76  litigation. 

Nassau  County  Medical  Society.  Participated  in 
meeting  regarding  the  countersuit  program  with  mem- 
bers of  the  Hospital  Medical  Staff  Association  of  Nassau, 
Inc. 

Suffolk  County  Medical  Society.  Attended  meeting 
called  to  discuss  the  public  hearings  on  medical  disci- 
pline. 

Brooklyn  Committee  for  Political  Action.  Addressed 
a general  meeting  concerning  this  Society’s  countersuit 
program. 

New  York  County  Medical  Society.  Participated  in 
meeting  of  the  county  society  concerning  the  Anti -Trust 
aspects  of  local  Peer  Review  Committees. 

Chicago.  Attended  an  Anti-Trust  seminar  dealing 
with  the  Federal  Anti-Trust  implications  of  various  ac- 
tivities of  the  Society. 

New  York  City.  With  our  president-elect,  met  with 
the  Regional  Director  of  the  Federal  Trade  Commission 
and  discussed  the  Anti-Trust  implications  of  Peer  Re- 
view Committees. 

Lake  Success.  Met  with  the  chairman  and  the  ex- 
ecutive director  of  the  State  Board  for  Professional 
Medical  Conduct  to  discuss  common  problems. 

Dutchess  County  Medical  Society.  Addressed  a 
regular  meeting  on  the  problems  associated  with  the 
Conduct  of  Peer  Review  Committees,  as  well  as  their 
present  legal  difficulties  with  two  of  their  members. 

St.  Barnabas  Hospital.  Addressed  the  Long  Range 
Planning  Committee  on  the  rights  of  Physician  staff 
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members  with  respect  to  their  Administrative  Posi- 
tions. 

New  York  City,  Albany,  and  Rochester.  Addressed 
the  enrollees  of  the  Medical  Practice  Workshop  spon- 
sored by  the  Society  of  the  various  legal  implications  of 
Medical  Practice. 

V.  Miscellaneous.  In  addition  to  all  of  the  above 
noted  activities,  the  general  counsel  has  provided  assis- 
tance in  other  areas.  Some  examples  of  this  are  as  fol- 
lows: 

— Prepared  the  legal  documents  to  incorporate  the 
Continuing  Medical  Education  Council  of  the  State  of 
New  York,  Inc. 

— Prepared  the  Certificate  of  Amendment  to  the 
Certificate  of  Incorporation  of  the  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York,  Inc.,  involving 
name  change. 

— At  the  request  of  the  Eighth  District  Branch,  pre- 
pared the  suggested  wording  of  Amendments  to  the 
Bylaws  to  be  used  if  the  concept  of  direct  election  of 
Councilors  is  adopted  by  the  1978  House  of  Delegates. 
— Acted  as  liaison  between  the  Medical  Society  of  the 
State  of  New  York  and  the  New  York  State  Bar  Associ- 
ation in  attempting  to  enlist  its  support  for  our  self  dis- 
cipline bill,  as  well  as  a redrafting  of  the  “Standards  of 
Practice  for  Doctors  and  Lawyers.” 

GOVERNMENTAL  RELATIONS 

Albany  Operations  of  Governmental  Relations. 

During  the  1977  session  of  the  New  York  State  Legislature, 
the  director  has  been  representing  the  State  Medical  So- 
ciety at  the  State  Capitol  in  Albany.  His  efforts  with  re- 
gard to  the  Legislature  include  communicating  the  position 
of  the  Society  on  a number  of  health  bills  considered  by  the 
Senate  and  Assembly,  contacting  key  lawmakers  and  their 
staffs  to  discuss  the  bills  of  interest  to  the  medical  profes- 
sion, and  working  closely  with  the  Society’s  Legislative 
Counsel  in  the  implementation  of  MSSNY  legislative 
policy. 

While  the  Legislature  is  in  session,  the  director’s  teler 
phone  answering  service  is  in  operation  to  assist  him  in 
communications  with  the  legislators  and  their  staffs, 
county  medical  societies,  individual  members,  and  head- 
quarters. 

“Capitol  News,”  the  weekly  legislative  newsletter  of  our 
State  Medical  Society,  has  been  published  in  Albany 
during  the  1977  session  of  the  Legislature.  “Capitol  News” 
is  read  by  members  of  the  Legislature,  county  medical  so- 
ciety officers  and  executives,  and  key  physicians  around 
the  State.  This  publication  keeps  them  abreast  of  devel- 
opments in  health  legislation  in  New  York  State.  We 
anticipate  that  approximately  twenty-three  will  be  pub- 
lished this  year. 

Headquarters  Activities.  Under  the  supervision  of 
the  director,  the  division  staff  is  responsible  for  the  review 
of  State  and  Federal  legislation  and  regulations  pertaining 
to  health  care  and  the  practice  of  medicine.  Files  are 
maintained  on  bills  introduced  in  the  State  Legislature  and 
the  Congress;  and  their  progress  is  monitored  through 
publications  subscribed  to  by  the  division.  During  each 
legislative  session,  the  director  and  staff  assist  in  the 
preparation  of  letters  and  statements  for  dissemination  to 
governmental  officials  on  both  the  State  and  Federal  levels. 
Also,  the  director  has  collaborated  with  other  Society  di- 
visions by  providing  them  with  necessary  information  and 


seeking  their  advice  and  recommendations  on  pending 
legislation  and  regulations. 

The  division  has  prepared  and  distributed  the  “Legis- 
lation Action  Bulletin”  (LAB)  to  county  medical  societies, 
liaison  physicians,  and  the  MSSNY  Auxiliary  urging  their 
support  and  assistance  with  our  legislative  efforts  at  the 
Capitol.  These  LAB  bulletins  from  the  director  contain 
information  on  the  latest  developments  in  Albany,  as  well 
as  materials  sent  by  the  executive  vice-president  to  mem- 
bers of  the  State  Legislature. 

At  the  conclusion  of  the  1976  legislative  session,  the  di- 
vision prepared  a “Health  Legislation”  brochure  containing 
information  on  all  the  major  health  bills  considered  last 
year.  Included  were  important  laws  enacted,  bills  vetoed 
by  the  Governor,  and  measures  not  passed  by  the  Legis- 
lature. This  publication  was  distributed  to  county  medical 
societies,  the  AMA,  and  the  other  state  medical  societies 
around  the  country. 

On  a quarterly  basis,  the  division  prepared  reports  on 
Federal  health  legislation  for  publication  in  the  News  of 
New  York. 

Through  our  Legislation  Information  Center,  the  divi- 
sion staff  provided  information  and  materials  to  county 
medical  societies,  individual  members,  the  AMA,  and 
others.  These  requests  were  quite  varied  and  were  an- 
swered as  quickly  as  possible. 

During  the  last  calendar  year,  the  director  and  his  as- 
sistant attended  various  MSSNY  committee  meetings  and 
assisted  the  committees  with  matters  involving  govern- 
mental activity.  In  addition,  the  division  provided  infor- 
mation to  the  PSRO  Statewide  Support  Center  for  use  on 
matters  concerning  utilization  review. 


State  Legislation  Committee.  The  Division  of  Gov- 
ernmental Relations  provided  staff  support  to  the  State 
Legislation  Committee.  In  this  capacity,  the  director  and 
division  staff  worked  closely  with  the  committee  and  under 
its  direction.  It  is  the  responsibility  of  the  division  to  ap- 
prise the  committee  of  activities  in  Albany  and  to  make  the 
necessary  preparations  for  their  meetings.  Since  May 
1976,  the  State  Legislation  Committee  has  met  on  three 
occasions. 

September  16,  1976.  At  this  meeting,  the  committee 
considered  proposals  for  the  Society’s  1977  legislative 
program  and  discussed  arrangments  for  the  Annual  Con- 
ference of  County  Medical  Society  Legislation  Represen- 
tatives scheduled  for  October  14.  The  committee  reviewed 
many  legislative  proposals  including  bills  from  the  1976 
session  and  new  recommendations  for  1977.  Also  con- 
sidered were  resolutions  referred  to  the  committee  by  the 
Council  and  House  of  Delegates. 

October  13, 1976.  This  meeting  was  held  on  the  evening 
preceding  the  Annual  Legislative  Conference  in  Syracuse. 
The  committee  reviewed  the  actions  taken  by  the  Council 
on  September  23,  1976,  considered  several  issues  deferred 
from  its  own  September  meeting,  and  discussed  new  items 
submitted  by  our  committee  members  and  others.  In 
addition,  final  preparations  for  the  Conference  were 
made. 

January  20, 1977.  The  committee  conducted  its  regular 
winter  meeting  in  Albany  to  review  developments  in  the 
opening  weeks  of  the  1977  session  and  to  consider  matters 
referred  to  it  by  the  Council  and  others.  Included  were 
resolutions  acted  upon  by  ihe  1976  House  of  Delegates  at 
the  Annual  Convention  in  November. 
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Federal  Legislation  Committee.  The  division  is  also 
responsible  for  providing  staff  assistance  to  the  Federal 
Legislation  Committee.  The  director  and  his  staff  worked 
closely  with  the  chairman  and  committee  members  and 
under  their  supervision.  The  division  provided  the  com- 
mittee with  information  on  Federal  health  bills  and  pre- 
pared materials  for  their  meetings.  Since  our  last  report, 
the  committee  has  held  two  meetings. 

June  17,  1976.  The  committee  met  at  MSSNY  head- 
quarters to  review  major  health  legislation  pending  in 
Congress  and  to  consider  recommendations  from  the 
committee  members  regarding  its  future  activities.  The 
director  delivered  a report  on  division  activities  in  regard 
to  Federal  Legislation,  including  our  work  with  the  AMA, 
mailings  from  the  executive  vice-president  to  Congres- 
sional representatives  and  related  endeavors. 

March  31,  1977.  The  committee  met  at  Society  head- 
quarters to  consider  developments  in  the  opening  weeks 
of  the  95th  Congress,  to  prepare  a position  statement  on 
National  Health  Insurance  in  accordance  with  Council 
instructions,  and  to  review  the  major  health  bills  and  issues 
pending  at  this  session. 

Annual  Legislative  Conference.  On  October  14, 1976, 
the  State  Medical  Society  held  its  Annual  Conference  of 
County  Medical  Society  Legislation  Representatives  at  the 
Hilton  Inn,  North  Syracuse.  This  meeting  was  divided 
into  two  sections  presented  by  the  State  and  Federal 
Legislation  Committees.  The  morning  session  was  de- 
voted to  State  Legislation  and  included  presentation  of  our 
proposed  legislative  program  for  1977.  The  afternoon 
session  dealt  with  Federal  legislation  and  included  a dis- 
cussion of  the  major  bills  considered  by  the  94th  Congress. 
Guest  speakers  on  State  legislation  were  Senator  Tarky  J. 
Lombardi,  Jr.,  chairman,  Senate  Health  Committee,  and 
Assemblyman  James  R.  Tallon,  Jr.,  member,  Assembly 
Health  Committee;  and  on  Federal  legislation,  John  F. 
Mahoney,  AMA  Washington  representative  for  the  New 
York  Congressional  Delegation.  The  director  and  his  staff 
made  the  arrangements  for  this  meeting  and  prepared 
materials  used  by  the  participants.  The  director  also  took 
an  active  part  in  the  presentation  and  discussion  peri- 
ods. 

Public  Meetings  and  Private  Conferences.  In  ad- 
dition to  other  responsibilities,  the  director  attended  many 
public  hearings,  county  medical  society  meetings,  and 
private  conferences  throughout  the  year.  He  regularly 
attends  legislative  committee  meetings  on  health  matters 
in  Albany,  and  monitors  important  public  hearings  at  the 
Capitol  and  elsewhere  around  the  State.  He  and  other 
MSSNY  representatives  also  participated  in  important 
private  meetings  with  government  officials.  The  following 
is  a list  of  some  of  the  key  meetings  attended  by  the  Di- 
rector since  May  1976. 

September  10,  1976.  Annual  Legislative  Conference 
conducted  by  Board  of  Regents,  Albany.  Presented 
statement  on  behalf  of  Ralph  S.  Emerson,  M.D.  presi- 
dent. 

November  18,  1976.  Public  Hearing  on  Definition  of 
Death  and  the  Living  Will  Concept.  Statement  presented 
by  Allison  B.  Landolt,  M.D. 

November  23,  1976.  Meeting  with  Superintendent  of 
Insurance.  Attended  with  Henry  W.  Kaessler,  M.D.,  Max 
N.  Howard,  M.D.,  and  our  Legislative  Counsel. 

January  6 through  8,  1977.  AMA  Legislative  Meeting, 
Orlando,  Florida.  Attended  with  Edward  Siegel,  M.D. 


January  12,  1977.  Meeting  with  Association  Repre- 
sentatives on  Malpractice  Legislative  Program.  Con- 
ducted with  John  H.  Carter,  M.D.  and  Legislative  Coun- 
sel. 

January  13,  1977.  Education  Department  Public 
Hearing  on  Proposed  new  Regents  Rules  on  Unprofessional 
Conduct.  Statement  presented  by  John  H.  Carter,  M.D. 
on  behalf  of  George  L.  Collins,  Jr.,  M.D.,  president. 

January  24,  1977.  Meeting  with  representatives  of  the 
Governor  to  review  matters  to  be  included  in  his  Annual 
Health  Message.  Attended  with  John  H.  Carter,  M.D., 
and  Legislative  Counsel. 

February  28,  1977.  Assembly  Hearing  on  Confidenti- 
ality of  Medical  Records.  Statement  presented  by  Leg- 
islative Counsel. 

March  1,  1977.  Meeting  with  Matthew  L.  Lifflander, 
Esq.,  regarding  Speaker  Steingut’s  Medical  Practice  Task 
Force  investigation  on  licensure  and  discipline.  Attended 
with  John  H.  Carter,  M.D.,  and  legislative  counsel. 

March  15, 1977.  Meeting  with  Assemblyman  Vincent 
Nicolosi  on  Confidentiality  of  Medical  Records.  Attended 
with  William  A.  Bauman,  M.D.,  George  J.  Lawrence,  Jr., 
M.D.,  and  legislative  counsel. 

April  14, 1977.  Public  Hearing  conducted  by  Assembly 
Health  and  Insurance  Committees  regarding  physician 
licensure  and  discipline  (Medical  Practice  Task  Force), 
New  York  City.  Statement  presented  by  Joseph  F.  Sha- 
naphy,  M.D.  Attended  with  Dr.  Shanaphy  and  Legislative 
Counsel.  Additional  hearings  scheduled  for  April  21, 1977, 
in  New  York  City,  and  April  28  and  May  5, 1977,  in  Alba- 
ny. 

New  York  Sta  te  Associa  tion  of  the  Professions.  The 

director  also  has  staff  responsibility  for  Society  partici- 
pation in  the  New  York  State  Association  of  the  Profes- 
sions (NYSAP).  The  State  Medical  Society  is  an  active 
member  of  NYSAP  along  with  seven  other  major  licensed 
professions. 

PROFESSIONAL  STANDARDS  REVIEW  ORGANIZATION 
(PSRO) 

Major  activities  of  the  PSRO  Statewide  Support  Center 
have  been  in  the  areas  of  data,  technical  assistance  to  un- 
funded areas,  and  ongoing  educational  programs. 

In  the  area  of  data,  the  Support  Center  staff  continues 
to  participate  in  the  New  York  State  Study  for  Uniform 
Hospital  Data  System  in  order  to  develop  a single  data 
collection  agency  in  New  York  State  for  our  health  ser- 
vices. 

Area  6 Professional  Services  Review  Organization,  Area 
7 PSRO  of  Eastern  New  York,  Inc.,  and  Area  8 Medical 
Professional  Standards  Review  Corporation,  with  our  aid, 
have  submitted  requests  for  planning  status;  and  they  were 
funded  during  the  month  of  February  1977.  Suffolk 
County  PSRO  has  submitted  a request  for  planning  funds 
in  April;  and  still  has  not  received  definitive  word.  The 
Support  Center  has  provided  technical  assistance  to  the 
unfunded  areas  and  assisted  them  in  developing  their 
planning  proposals  and  in  all  other  areas  of  need. 

The  State  Support  Center  has  produced  a new  five  part 
videotape  series  entitled,  “Health  Resources  Allocation 
through  Utilization  Review  in  the  Acute  Care  Hospital.” 
This  series  examines  important  aspects  of  the  PSRO  pro- 
gram as  it  relates  to  the  delivery  of  health  care.  The 
Support  Center  has  received  many  requests  for  viewing  this 
series  from  hospitals,  medical  organizations,  etc.,  from  all 
over  the  country. 
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In  addition  to  regular  monthly  Support  Center  meetings, 
the  staff  has  been  involved  with  the  New  York  State  PSR 
Council,  National  Council  meetings  in  Washington,  D.C., 
meetings  with  the  State  Health  Department,  Board  of 
Regents,  and  various  regional  and  local  meetings. 

Following  is  a news  release  developed  by  our  PSRO  Di- 
vision: 

April  6,  1977,  Washington,  D.C. — The  Medical  Soci- 
ety of  the  State  of  New  York  (MSSNY)  today  told  the 
House  Ways  and  Means  Committee  that  the  United 
States  Law  establishing  the  Professional  Standards 
Review  Organization  (PSRO)  Program  which  was 
created  to  monitor  Medicare  and  Medicaid  has  not 
been  effective  in  New  York  State  because  of  the  inter- 
ference of  the  New  York  State  Health  Department  and 
the  failure  of  the  Department  of  HEW  to  issue  guide- 
lines and  to  provide  the  necessary  funding.  MSSNY 
presented  documented  evidence  that  the  medical  pro- 
fession in  New  York  State  has  been  working  diligently 
to  assure  that  the  PSRO  program  would  be  effective, 
but  has  been  repeatedly  frustrated  in  its  efforts.  This 
has  led  to  a devastatingly  impossible  situation. 

Charles  N.  Aswad,  M.D.,  a privately  practicing  phy- 
sician from  Binghamton,  New  York,  and  chairman  of 
the  Statewide  Support  Center  for  PSRO,  a Division  of 
the  Medical  Society  of  the  State  of  New  York,  testified 
for  MSSNY.  He  said,  “It  was  selfevident  to  the  Con- 
gress, as  well  as  organized  medicine  in  New  York  State, 
that  previous  mechanisms  for  utilization  review  and 
quality  control — namely  the  fiscal  intermediaries  and 
State  Medicaid  Agency  were  ineffective  as  either  qual- 
ity or  cost-control  agents.  It  was  their  inability  to  con- 
trol constantly  rising  Medicare  and  Medicaid  costs  and 
the  absence  of  documentation  concerning  quality  of 
care  delivered  which  led  to  enactment  of  PL  92-603."’ 
"We  believe,”  he  continued,  “that  the  Congress 
acted  wisely  in  deciding  to  allow  the  medical  profes- 
sion through  its  local  PSRO  to  become  their  agent  to 
assure  that  Federal  funds  expended  for  the  Medicare 
and  Medicaid  Program  are  medically  necessary  at  the 
appropriate  level  of  care  and  of  acceptable  quality. 
Prudent  health  care  policy  requires  that  medical  judg- 
ment be  an  important  aspect  of  any  quality  control  and 
cost  containment  program.” 

Dr.  Aswad  said,  “The  PSRO  statue  provides  a viable 
operative  mechanism  for  mobilizing  the  medical  com- 
munity to  assume  the  responsibility  for  assuring  that 
public  dollars  are  spent  for  the  care  intended  by  the 
Congress  with  minimal  waste  and  abuse.” 

MSSNY  told  the  committee  that  New  York  State 
has  continuously  attempted  to  thwart  the  intent  of 
Congress.  “This,”  Dr.  Aswad  told  them,  “could  result 
in  our  hospitals  being  faced  with  the  prospect  of  per- 
forming duplicative  and  costly  review  systems  on  Med- 
icaid patients.  We  are  concerned  that  the  Federal 
Government  may  not  have  the  determination  to  pre- 
vent the  State  of  New  York  from  implementing  such 
duplicative  review.  It  does,  however,  have  the  power 
and  responsibility  to  make  certain  Federal  funds  are 
not  utilized  by  the  State  to  support  such  duplication  of 
effort.” 

“It  should  be  discouraging  to  the  Congress,” 
MSSNY  warned,  “to  learn  that  few  PSRO’s  in  New 
York  State  have  been  able  to  process  the  data  collected 
because  no  funding  has  been  forthcoming  to  pay  for 
the  necessary  processing  systems.  Therefore,  they 


have  not  been  able  to  meet  the  Federal  Review  Reports 
even  though  some  of  our  PSRO’s  began  Medicare  re- 
view as  early  as  September  1975.  Without  the  sophis- 
ticated analysis  it  is  impossible  to  identify  what  is 
working  well  and  address  constructively  what  is  not. 
Our  physician  members  are  concerned  about  not  hav- 
ing the  necessary  quantitative  outputs  to  ascertain 
whether  or  not  their  organizations  are  properly  fulfill- 
ing the  congressional  mandate.” 

Despite  an  excellent  response  from  the  medical  com- 
munity to  the  mandate  contained  in  the  PSRO  law, 
implementation  of  the  program  is  not  progressing  rap- 
idly enough  in  New  York  to  suit  the  medical  communi- 
ty. The  reasons  for  this  are  varied  but  much  of  the 
problem  is  a direct  result  of  the  inability  on  the  part  of 
HEW'  to  carry  out  the  intent  of  Congress  in  a coherent 
and  timely  fashion. 

PUBLIC  ANI)  PROFESSIONAL  AFFAIRS 

As  we  have  reported  previously,  the  Division  of  Public 
and  Professional  Affairs  is  comprised  of  the  Department 
of  Public  and  Professional  Relations,  the  Department  of 
Information,  the  Department  for  Membership  News,  and 
the  Field  Service  of  four  regional  representatives. 

The  director,  in  addition  to  supervising  these  four 
components  of  the  division,  also  staffs  the  Council  Com- 
mittee on  Public  and  Professional  Relations,  the  Council 
Committee  on  Membership,  and  the  New  York  Delegation 
to  the  American  Medical  Association. 

As  usual,  the  Department  of  Public  and  Professional 
Relations  conducted  the  affairs  of  the  News  Room  at  the 
1976  MSSNY  Convention  in  November.  There  was  more 
than  the  normal  amount  of  interest  from  the  news  media; 
and  MSSNY’s  staff  served  more  than  100  representatives 
of  both  the  print  and  the  electronic  media. 

As  an  incentive  to  physicians  to  visit  the  technical  booths 
at  our  convention,  especially  the  MSSNY  exhibit,  a plastic 
automobile  visor  sign,  “Physician  on  Call,”  which  also  bears 
MSSNY  promotional  information  was  given  to  each  phy- 
sician visiting  our  exhibit.  The  residue  of  the  supply  of 
visor  signs  was  subsequently  offered  via  the  News  of  New 
York  to  members  of  MSSNY  upon  request.  The  response 
was  surprising;  hundreds  of  the  signs  were  mailed  with  a 
MSSNY  information  folder  to  all  parts  of  the  State.  When 
nonmembers  requested  the  visor  sign  they  received  a letter 
from  the  director  of  the  division  advising  them  that  the 
signs  were  intended  for  members  of  MSSNY.  They  were 
urged  to  consider  membership;  and  58  responded  indi- 
cating their  interest  in  membership. 

As  a membership  promotion  tool,  the  division  produced 
a pamphlet  entitled,  “MSSNY  Serves  Members.”  The 
pamphlets  were  widely  distributed  at  the  convention;  have 
since  been  enclosed  with  copies  of  the  News  of  New  York; 
and  have  been  sent  to  10,000  nonmember  physicians.  Also 
they  have  been  extensively  employed  in  the  1977  Mem- 
bership Development  Program. 

The  normal  efforts  of  the  Department  of  Public  Rela- 
tions have  produced  hundreds  of  contracts  with  the  news 
media.  Routinely  requests  for  information  and  MSSNY 
speakers  are  processed  each  day. 

Continuing  with  the  procedure  of  presenting  a kit  to  each 
new  member  (a  packet  comprised  of  the  MSSNY  Princi- 
ples of  Professional  Conduct,  the  Bylaws,  and  other  per- 
tinent information),  the  division  assembled  and  distributed 
them  either  with  a personal  call  by  a regional  representa- 
tive or  through  the  mail. 
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Included  in  the  new  member  kit  is  the  bronze  seal  of 
MSSNY  designed  as  a paperweight.  The  new  member  kit 
and  the  bronze  seal  continue  to  receive  very  favorable  re- 
sponse from  the  new  members,  particularly  when  they  are 
presented  during  a personal  visit  by  a regional  represen- 
tative. It  is  a gesture  appreciated  by  the  new  member. 

The  project  of  distributing  taped  public  service  health 
education  radio  announcements  to  radio  stations 
throughout  New  York  State  has  continued  into  1977. 
Thirty  New  York  radio  stations  routinely  air  these  public 
health  messages  which  include  reference  to  MSSNY. 

Three  “Establishing  Yourself  in  Medical  Practice” 
workshops  were  conducted  in  1977.  These  workshops, 
which  provide  essential,  practical  information  needed  by 
the  young  physician  setting  up  practice  (information  uni- 
formly lacking  in  the  curriculum  of  the  medical  schools) 
are  jointly  conducted  by  the  State  Society  and  the  AMA. 
The  $125  fee  to  the  young  physician  defrays  the  cost  to  the 
State  Medical  Society.  The  physicians  who  attend  are 
enthusiastic  about  the  training  course.  The  workshop 
offered  in  New  York  City  was  80%  oversubscribed.  It 
seems  that  two  New  York  City  workshops  will  be  needed 
in  1978.  The  workshops  in  upstate  New  York  were  in  Al- 
bany and  in  Rochester. 

In  response  to  several  suggestions  received  from  county 
medical  societies,  the  division  designed  and  produced  a new 
membership  application  form.  This  form  has  been  dis- 
tributed to  all  county  societies  and  has  created  favorable 
comment. 

The  News  of  New  York  remains  MSSNY’s  principal 
means  of  communicating  nontechnical  and  nonscientific 
information  to  our  membership.  All  indications  are  that 
the  reader  loyalty  to  the  NEWS  continues.  According  to 
reports,  an  extremely  high  percentage  of  New  York  doctors, 
including  nonmembers  to  whom  10,000  copies  of  each  issue 
are  distributed  for  membership  promotion,  routinely  and 
thoroughly  read  each  issue. 

Our  Ad  Rem  bulletins  still  are  an  important  avenue  for 
communicating  with  the  physicians  of  New  York  State. 
Approximately  400  Ad  Rem  bulletin  boards  are  now 
mounted  in  strategic  locations  in  the  hospitals  throughout 
New  York  State,  and  we  have  been  receiving  requests  from 
more  hospitals  to  participate  in  this  “quick  news”  com- 
munication program. 

The  Department  of  Information,  consisting  of  only  one 
staff  person,  provides  a vital  service  to  the  MSSNY  mem- 
bership, allied  health  organizations,  and  the  public.  The 
department  receives  several  hundred  requests  for  advice 
and  information  each  month,  not  only  from  the  State  of 
New  York,  but  from  other  parts  of  the  nation,  and  inter- 
estingly, from  several  foreign  countries.  Also,  the  De- 
partment of  Information  provides  the  Woman’s  Auxiliary 
to  MSSNY  and  the  medical  assistants  association  with 
extensive  assistance.  It  is  the  Department  of  Information 
which  annually  processes  over  350  50-year  service  citations, 
the  President’s  Citation,  and  the  Albion  O.  Bernstein, 
M.D.  awards. 

The  MSSNY  field  service  represents  the  Society’s  most 
effective  means  of  liaison  with  its  component  county 
medical  societies.  The  four  regional  representatives 
constantly  circulate  about  the  State  contacting  the  officers 
and  staff  of  all  local  societies  gathering  and  disseminating 
current  information,  and  assisting  with  the  programs  of 
both  the  State  Society  and  the  local  societies.  They  attend 
the  majority  of  the  meetings  of  the  county  societies  to 
provide  program  information  and  interpret  State  Society 


policy.  During  this  year,  these  men  have  been  involved 
with  the  conduct  of  the  Membership  Development  Pro- 
gram and  have  gathered  the  needed  facts  where  corre- 
spondence has  failed.  The  field  service  also  conveys  kits 
to  each  new  member  with  a word  of  personal  greeting. 

Since  the  1976  annual  convention,  the  director  of  the 
division,  in  addition  to  his  supervisory  responsibilities  has, 
assisted  in  the  development  of  the  MSSNY  manual  of 
position  papers,  a project  mandated  by  the  1976  House  of 
Delegates.  It  is  expected  that  in  June,  1977  the  first 
loose-leaf  manuals  will  have  been  distributed  to  the  county 
medical  societies  with  the  first  30  approved  MSSNY  po- 
sition papers.  A system  for  the  future  distribution  of  ad- 
ditional and  amended  position  papers  has  been  devel- 
oped. 

President  Collins’  call  for  a vigorous  membership  pro- 
motion effort  in  1977  has  been  given  action  by  the  division 
director  with  the  guidance  of  the  new  Council  Committee 
on  Membership.  The  project  has  been  proceeding  in  co- 
operation with  local  county  medical  societies.  To  date,  two 
mailings  have  resulted  in  several  hundred  requests  for 
membership  information.  An  additional  four  State  So- 
ciety mailings  will  be  released  prior  to  the  1977  conven- 
tion. 


RESEARCH  AND  PLANNING 

Computerization.  On  February  9,  1977,  the  inhouse 
computer  was  turned  over  to  the  Medical  Society  staff  for 
operation.  Since  that  time  it  has  been  utilized  heavily  and 
is  continuing  to  expand  its  services,  which  have  involved 
internal  record  keeping  systems  as  well  as  aiding  county 
societies  and  health  related  organizations.  The  division 
has  been  able  to  effectively  maintain  current  member  lists 
and  accurate  dues  payment.  The  requests  from  counties 
for  rosters  designating  such  things  as  members,  non- 
members, hospital  affiliations,  age,  specialty,  etc.,  is  con- 
sistent; and  we  have  been  able  to  comply  with  all  demands 
with  the  exception  of  commercial  ventures. 

The  Data  Processing  Department  within  the  division  is 
designing  new  methods  and  systems  for  increased  com- 
puter techniques  which  would  be  advantageous  to  the 
Society.  At  this  time,  there  is  a concentrated  effort  to  train 
and  educate  staff  in  the  concept  of  computerization  since 
many  of  their  job  functions  will  be  interrelated  with  com- 
puter methods.  The  division  is  currently  involved  with 
establishing  a system  for  Continuing  Medical  Education 
which  will  maintain  the  physician’s  attendance  records  and 
also  be  able  to  provide  information  and  keep  on  file  the 
courses,  and  details  of  each. 

The  Directory  is  a constantly  changing  procedure  which 
now  relies  on  the  updating  of  the  master  files  that  the 
computer  is  able  to  effect.  The  division  assists  the  Public 
and  Professional  Relations  personnel  with  their  mailings 
and  has  been  able  to  increase  efficiency  with  accurate  ad- 
dresses and  faster  turn  around  time  for  the  address  labels 
with  no  additional  expenses. 

Also,  Research  and  Planning  is  involved  in  providing  a 
method  of  coding  unique  numbers  for  the  State  Support 
Center  and  has  been  negotiating  with  PSRO  and  the  State 
for  information  on  tape  that  is  of  mutual  concern  for  both 
divisions.  MSSNY  has  been  furnished  biweekly  analysis 
reports  on  membership  counts  and  dues  billing  which  have 
been  of  great  help  to  the  administration;  and  a closer  liaison 
has  been  created  with  the  counties. 
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Health  Education  Resources.  At  the  request  of  the 
Council,  a paper  is  being  developed  which  deals  with  health 
education  resources  Statewide.  This  involves  a look  at  the 
existing  laws  governing  education  and  licensing  require- 
ments, the  collection  of  health  education  resource  materials 
and  available  public  and  private  services  on  all  levels  of 
preventive  medicine,  health  care,  and  educational  treat- 
ment. There  will  be  recommendations  coming  out  of  this 
report  with  regard  to  the  improvement  of  health  education 
resources  to  further  advance  the  health  care  delivery  sys- 
tem. 

Job  Study.  The  division  undertook  the  task  of  con- 
ducting an  internal  job  study  of  the  Medical  Society  staff. 
This  involved  polling  our  employees  and  requesting  a de- 
scription of  their  job  responsibilities.  A method  of  job 
categories  is  defined  in  this  study  with  varying  grades  in 
some  of  the  positions.  This  will  allow  for  a more  uniform 
salary  schedule,  fairer  hiring  practices  and  promotions,  and 
an  increased  awareness  of  the  functions  performed.  In- 
cluded in  the  study  are  recommendations  for  more  effective 
staff  functioning.  The  study  is  awaiting  administrative 
implementation. 

Medical  Distribution.  At  the  request  of  the  Rural 
Health  Medicine  Planning  Committee,  the  division  has 
begun  researching  and  updating  the  problems  of  distri- 
bution and  manpower  shortages  in  rural  areas.  Statistics 
will  be  formulated;  and  a forward  look  at  the  ways  to  alle- 
viate physician  shortages  in  problem  areas  will  be  recom- 
mended. 

Medical-Media  Package.  The  Division  of  Research 
and  Planning  completed  a medical-media  package  to  serve 
as  a guideline  for  the  future  media  programs  and  public 
relations  campaigns.  There  was  a survey  of  the  various 
methods  available  to  better  communicate  with  those  media 
channels  that  would  be  influential  and  positive  with  regard 
to  the  membership.  The  paper  deals  with  several  views 
and  recommendations  for  implementation.  The  division 
has  been  awaiting  administrative  direction. 

Office  of  Ombudsman.  The  division  was  directed  to 
look  into  the  idea  of  setting  up  an  office  that  would  act  as 
ombudsman.  This  was  to  be  explored  with  the  Member- 
ship Committee;  and  staff  assignments  were  to  be  deter- 
mined by  the  administration.  The  ombudsman  would  act 
as  a clearinghouse  routing  inquiries,  following  up  problems, 
disseminating  and  receiving  information. 


INSURANCE  AND  MEMBERSHIP  BENEFITS 

General  Insurance.  There  are  approximately  9,000 
participants  in  the  Medical  Society  of  the  State  of  New 
York  supplemental  insurance  programs.  Thus  far,  a 
Group  Life,  Disability  Income,  Professional  Overhead 
Expense,  In-Hospital  Indemnity,  and  Accidental  Death 
and  Dismemberment  Insurance  programs  have  been  im- 
plemented. 

With  the  cooperation  of  the  underwriting  company,  the 
Continental  Insurance  Group,  physician  members  applying 
for  supplemental  coverage,  where  identical  programs  al- 
ready exist,  will  be  notified  by  the  Continental  Insurance 
Group  of  the  supplementary  nature  of  the  State  pro- 
gram. 

The  General  Insurance  Committee  and  staff  have  spent 
much  time  researching  a suitable  Pension  Program  for  the 
membership,  and  have  recommended  a plan  to  the  Council 
for  its  approval. 


Other  forms  of  insurance  for  the  personal  and  profes- 
sional needs  of  the  membership  are  being  studied  contin- 
uously. Among  these  are  major  medical  insurance  and  a 
Medicare  supplement.  Also,  such  casualty  lines  as  Group 
Auto  and  Homeowners  Insurance  are  being  reviewed  and 
studied.  However,  the  underwriting  market  for  casualty 
and  liability  insurance  is  extremely  limited  due  to  the  high 
loss  ratio  experienced  under  these  lines  throughout  the 
insurance  industry. 

Membership  Benefits.  The  Committee  on  Member- 
ship Benefits  reports  with  regret  the  death  of  Edward  T. 
Mulligan,  M.D.,  chairman,  last  November,  1976.  J.  Con- 
rad Greenwald,  M.D.,  has  been  appointed  to  replace  him. 
This  committee  is  continuing  to  develop  the  theme 
“Membership  pays,  it  does  not  cost.” 

During  this  past  year,  the  following  new  membership 
benefits  were  introduced:  Thrifty  Rent-A-Car,  with 

special  discounts  and  service  to  our  members;  and  Deluxe 
Group  Travel  programs.  Datamedic  established  a unique 
computer  billing  service  at  special  prices;  Histacount 
Corporation  offered  a “product  of  the  month”  at  special 
discounts.  Grolier  Corporation,  publishers  of  the  Ency- 
clopedia Americana,  presented  special  negotiated  prices. 
Aynsley  Bone  China  and  Lladro  Porcelain  are  being  im- 
ported at  substantial  discounts. 

A supplement  on  membership  benefits  in  the  News  of 
New  York  has  prompted  over  4,500  physicians  to  respond 
for  more  information  on  the  various  benefits  available. 

BUSINESS  DIVISION 
Accounting  Department 

a.  The  annual  audit  of  the  financial  records  of  the  State 
Society  was  concluded  in  the  first  week  of  April,  1977.  It 
indicates  that  the  financial  records  are  in  order  and  fairly 
represent  the  financial  position  of  the  State  Society  at 
December  31, 1976. 

b.  Now  that  the  audit  has  been  completed,  work  will 
commence  on  converting  the  payroll  and  accounting  rec- 
ords from  a hand  processing  to  electronic  data  process- 
ing. 

Data  Processing  Department 

a.  With  the  approval  of  the  Board  of  Trustees,  data 
processing  equipment  was  leased  from  the  IBM  Corpora- 
tion. The  lease  contains  a clause  which  will  allow  a credit 
of  up  to  50%  of  the  lease  payments  towards  eventual  pur- 
chase of  the  equipment. 

b.  Our  membership  records  are  now  100%  on  our  sys- 
. tern.  Periodic  reports  are  produced  showing  payments  of 

State  Society  and  AMA  dues.  Billing  notices  are  also 
produced  by  the  system. 

c.  Medical  Directory  records  are  presently  being  au- 
tomated. The  Directory  questionnaires  will  be  mailed  in 
May;  and  upon  their  return  they  will  be  used  to  update  the 
Directory  file. 

Journal  Advertising 

Journal  advertising  revenues  continue  to  decrease. 
Comparative  figures  for  the  year  1976  vs.  1975  show: 

1976  199,975 

1975  263,468 

Decrease  63,493 

For  the  four  months  comparison  1977  vs.  1976  the  de- 
creasing trend  prevails: 

Thru  April  30, 1977  48,868 

Thru  April  30, 1976  62,007 

Decrease  13,139 
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Technical  Exhibits 

Comparative  figures  for  technical  exhibits  revenue  for 
the  year  1976  vs.  1975  show: 

1976  34,500 

1975  41,598 

Decrease  7,098 

At  the  present  time  we  have  no  meaningful  figures  as  to 
technical  exhibit  sales  for  the  October  1977  convention. 
bther  Activities 

a.  Unrelated  Business  Income — As  stated  previously, 
the  Society  was  assessed  unrelated  business  income  taxes 
for  the  years  1973,  1974,  and  1975.  In  addition,  following 
the  new  IRS  regulations,  the  Society  paid  a tax  for  the  year 
1976.  All  of  these  payments  were  paid  under  protest. 


There  is  some  feeling  by  the  management  of  the  American 
Society  of  Association  Executives  that  some  amendments 
may  be  made  to  IRS  regulations  in  the  future.  If  this 
should  take  place,  we  stand  a good  chance  of  having  part 
or  all  of  the  unrelated  business  taxes  paid,  returned  to 
us. 

ACKNOWLEDGMENT 

As  usual,  we  are  grateful  to  all  who  have  worked  for 
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some  of  our  problems. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 
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EDUCATION 


CONTINUING  MEDICAL  EDUCATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Continuing  Medical 


Education  are  as  follows: 

Bernard  J.  Pisani,  M.D.,  Chairman New  York 

Marvin  L.  Bloom,  M.D Erie 

Louis  J.  Delli-Pizzi,  M.D Nassau 

Peter  B.  Farnsworth,  M.D Westchester 

William  C.  Felch,  M.D Westchester 

Solomon  Hershey,  M.D Bronx 

William  F.  Mitty,  Jr.,  M.D New  York 

William  P.  Nelson,  III,  M.D Albany 

Stephen  Nordlicht,  M.D New  York 

Ward  L.  Oliver,  M.D Schoharie 

Robert  Lee  Patterson,  Jr.,  M.D New  York 

Theodore  J.  Prowda,  M.D Oneida 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Morris  Theodore  Tanenhaus,  M.D Kings 

John  R.  Williams,  Jr.,  M.D Monroe 

Tamarath  K.  Yolles,  M.D Suffolk 

Edward  D.  Coates,  M.D.,  Advisor Albany 

Ralph  M.  Schwartz,  M.D.,  Advisor Kings 


After  almost  ten  years  of  planning  under  the  chair- 
manship of  Marvin  L.  Bloom,  M.D.,  the  establishment  of 
a Statewide  Council  on  Continuing  Medical  Education  has 
been  achieved.  On  November  15,  1976  the  Continuing 
Medical  Education  Council  of  the  State  of  New  York  was 
incorporated.  The  Medical  Society  of  the  State  of  New 
York,  the  Associated  Medical  Schools  of  New  York,  and 
the  Association  of  New  York  State  Medical  Specialty  So- 
cieties are  signatory  members  of  the  corporation  and  the 
New  York  State  Departments  of  Health  and  Education 
serve  as  advisory  members.  Dr.  Bloom  was  appointed 
chairman  pro  tern  of  the  Council  at  its  organizational 
meeting  on  January  12,  1977.  A second  meeting  is  to  be 
held  on  June  1, 1977,  and  it  is  expected  that  Bylaws  will  be 
approved  and  working  committees  appointed.  The  pur- 
poses for  which  the  Council  was  formed  are  “to  foster  a 
Statewide  approach  for  continuing  medical  education, 
using  relevant  educational  means,  to  improve  the  quality 
of  medical  care,  by: 

a.  Making  periodic  determinations  of  the  needs  for 
continuing  medical  education; 

b.  Encouraging  continuing  medical  educational 
programs  for  New  York  State  physicians; 

c.  Developing  procedures  for  documenting  physician 
participation  in  continuing  medical  education; 
and 

d.  Maintaining  a registry  of  ongoing  continuing 
medical  education  programs. 

Since  June  of  1976  the  committee  has  been  very  active 
through  its  Subcommittee  on  Surveys.  Site  surveys  have 
been  completed  at  four  academies  of  medicine  and  four 
hospitals.  All  of  our  recommendations  to  the  Council  on 
Medical  Education  of  the  American  Medical  Association 
have  been  approved,  bringing  to  about  fifty  the  number  of 
institutions  in  New  York  State  which  are  presently  ap- 
proved for  CME  in  the  AMA-PRA  (Physician’s  Recogni- 


tion Award)  program.  The  ultimate  goal  of  the  MSSNY 
program  in  CME  is  to  provide  opportunites  of  the  highest 
caliber  for  fulfilling  their  CME  requirements  to  all  physi- 
cians in  the  State  so  that  these  needs  may  be  met  as  effi- 
ciently and  economically  as  possible. 

The  House  of  Delegates  has  set  March  1, 1981  as  the  date 
by  which  time  all  members  must  have  met  the  requirement 
for  CME  in  order  to  continue  their  membership.  The 
following  are  ways  approved  by  MSSNY  for  meeting  this 
requirement. 

1.  By  attaining  AMA-PRA  during  the  previous  three 
years. 

2.  By  satisfying  the  continuing  education  requirement 
of  a national  medical  specialty  organization  during 
the  previous  three  years. 

3.  By  successfully  completing  a formal  self-evaluation 
examination  developed  by  one  of  the  recognized 
specialty  societies  during  the  previous  three 
years. 

4.  By  successfully  passing  a certification  or  a recer- 
tification examination  offered  by  one  of  the  spe- 
cialty boards  during  the  previous  three  years. 

5.  By  obtaining  a certificate  of  special  competence 
from  one  of  the  specialty  boards  during  the  previ- 
ous three  years. 

6.  By  serving  as  a resident  during  the  previous  three 
years  in  an  approved  training  program. 

The  Council  has  also  ruled  that  all  physicians  who  are 
practicing  and  earning  a living  in  medical  practice,  medical 
administration,  or  medical  education  must  meet  the  CME 
requirements. 

The  mandate  will  not  be  imposed  on  retired  members 
who  are  not  active  in  any  area  of  medical  practice.  New 
members  elected  to  MSSNY  after  March  1,  1981  will  be 
allowed  three  years  after  election  to  fulfill  the  CME  re- 
quirement. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 

DATA  PROCESSING  IN  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Data  Processing  are 


as  follows: 

William  A.  Bauman,  M.D.,  Chairman New  York 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Alvin  H.  Freiman,  M.D New  York 

Elemer  R.  Gabrieli,  M.D Erie 

Robert  M.  Klein,  M.D Westchester 

Terence  W.  Murphy,  M.D Westchester 

Leon  Pordy,  M.D New  York 

Charles  T.  Ryder,  M.D New  York 

Edward  Vastola,  M.D Kings 

Sheldon  Zimberg,  M.D New  York 

Dr.  Philip  Aisen,  Advisor  Bronx 

Mr.  Allan  C.  Anderson,  Advisor Monroe 

Mr.  Thomas  C.  Gabriele,  Advisor Albany 

Mr.  William  J.  Mueller,  Advisor  Onondaga 

Dr.  Donald  M.  Shapiro,  Advisor  New  York 
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The  Commitee  on  Data  Processing  in  Medicine  was 
convened  on  February  7,  1977  at  which  time  it  approved 
the  recommendation  that  the  Medical  Society  of  the  State 
of  New  York  undertake  the  organization  of  a Statewide 
body  to  accredit  data  centers  handling  confidential  clinical 
data.  The  approval  was  in  response  to  Resolut  ion  76-57, 
Implementation  of  the  Program  on  Accreditation  of  Data 
Centers  Handling  Confidential  Clinical  Data,  passed  by 
the  House  of  Delegates  and  referred  to  our  committee. 
The  committee  agreed  that  a Statewide  body  should  be 
formed  consisting  of  representatives  of  professional  asso- 
ciations in  the  State  which  set  standards  for  creation, 
storage,  and  disbursal  of  clinical  information  relating  to 
the  patient -doctor  relationship.  The  committee  will  confer 
with  representatives  of  the  several  organizations  at  a 
meeting  at  State  Medical  Society  Headquarters  on  May 
23,  1977. 

The  committee  reviewed  the  suggestions  that  its  scope 
of  activities  be  expanded  to  include  all  aspects  of  man- 
agement of  medical  information  systems,  whether  or  not 
computers  are  involved.  The  committee  also  is  considering 
extending  its  role  into  the  areas  of  new  medical  technology 
that  involve  computer  applications,  such  as  computerized 
axial  tomography,  monitoring,  laboratory  testing,  and 
electrocardiography. 

Your  committee  chairman,  George  J.  Lawrence,  M.D., 
Director  of  Scientific  Activities;  and  Martin  J.  Tracey,  J.D., 
Director  of  Governmental  Affairs,  met  with  Assemblyman 
Vincent  F.  Nicolasi,  the  cosponsor  of  Assembly  Bill  7081 
which  is  a measure  to  prohibit  any  person  from  disclosing 
a patient’s  confidential  medical  information  to  a third 
party  without  the  written  consent  of  the  patient.  The  bill 
also  provides  the  patient’s  right  of  access  to  his  confidential 
medical  information  as  long  as  the  physician  had  indicated 
that  it  is  not  detrimental  to  the  patient’s  interest.  The  bill 
is  pending  in  the  State  Legislature. 

The  committee  reviewed  a recommendation  for  a private 
data  processing  consultant  sponsored  bv  the  American 
Medical  Association. 

The  Chairman  of  the  Committee  was  informed  that  since 
the  section  of  Data  Processing  in  Medicine  of  the  annual 
convention  does  not  have  an  affiliation  with  a Statewide 
medical  specialty  society  the  section  can  no  longer  be 
considered  official. 

Respectfully  submitted, 

William  A.  Bauman,  M.D.,  Chairman 

THANATOLOGY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Thanatology  are 


as  follows: 

Allison  B.  Landolt,  M.D.,  Chairman  . Westchester 

Marcelle  T.  Bernard,  M.D Bronx 

Robert  B.  Bryant,  M.D Onondaga 

Paul  M.  DeLuca,  M.D Broome 

Katharine  L.  Friedmann,  M.D Westchester 

Donald  H.  Schultz,  M.D Ulster 

Joseph  G.  Zimring,  M.D Nassau 


The  Committee  on  Thanatology  was  organized  as  di- 
rected by  amended  Resolution  76-23  as  approved  by  the 
House  of  Delegates  at  its  annual  meeting  in  November 
1976.  Our  first  organizational  meeting  was  held  on  March 
23,  1977.  Several  topics  were  considered  with  spirited 
discussion. 


The  Scope,  Purpose,  and  Role  of  the  Committee  on 
Thanatology.  With  modern  technology  burgeoning 
ominously,  physicians  and  concerned  laity  have  a respon- 
sibility to  protect  the  living  and  the  dying.  The  committee 
will  concern  itself  with  innovative  ideas  relating  to  the 
entire  field  of  thanatology  and  will  offer  its  expertise  to 
physicians,  medical  educators,  legislators,  and  the  public 
through  the  Medical  Society  of  the  State  of  New  York. 
The  role  of  the  committee  shall  be  to  have  input  into  edu- 
cation and  legislation  by  the  development  of  position  pa- 
pers for  MSSNY.  Questions  of  ethics  will  be  considered 
in  cooperation  with  the  Committee  on  Ethics. 

A Consensus  Definition  of  Death  as  the  Official 
Position  of  MSSNY.  A person  shall  be  dead  when  in  the 
announced  opinion  of  a duly  licensed  physician,  based  on 
prevailing  standards  of  medical  practice,  such  person  has 
experienced  both  an  irreversible  cessation  of  spontaneous 
respiratory  and  circulatory  function.  If  the  use  of  artificial 
means  of  life  support  precludes  a determination  that  these 
functions  have  ceased,  a person  shall  be  dead  if  in  the  an- 
nounced opinion  of  a duly  licensed  physician,  based  on 
prevailing  standards  of  medical  practice,  such  person  has 
experienced  a total  and  irreversible  cessation  of  brain 
function. 

The  committee  recommended  that  MSSNY  not  approve 
any  proposed  legislation  concerning  “death”  unless  the 
preceding  definition  be  included  in  any  statute  addressing 
itself  to  a determination  of  death. 

Living  Wills,  Death  with  Dignity,  and  Right  to  Die. 

Considerable  discussion  relating  to  legislation  pertaining 
to  “living  wills,”  “death  with  dignity,”  and  “right  to  die” 
statutes  was  thoroughly  evaluated  and  a number  of  caveats 
were  raised.  Any  legislation  which  would  penalize  a phy- 
sician for  failure  to  effectuate  a qualified  patient’s  directive 
and  constitute  such  failure  as  unprofessional  conduct 
cannot  be  condoned  or  accepted.  As  of  this  writing,  two 
states  have  passed  a natural  death  act  and  the  New  York 
Legislature  is  grappling  with  the  problem. 

The  importance  of  education  for  physicians  and  medical 
students  in  the  proper  handling  of  the  terminally  ill  patient 
is  a growing  responsibility  of  our  profession.  The  Com- 
mittee on  Thanatology  and  MSSNY  should  be  initiators 
in  encouraging  the  development  of  programs  of  teaching 
in  all  the  aspects  of  dying;  the  patient,  his  or  her  family  and 
other  related  cultural  involvements.  Accordingly  we  have 
sought  advisors  in  the  fields  of  law  and  theology  as  ongoing 
participants  in  our  deliberations. 

Acknowledgments.  The  committee  wishes  to  express 
its  profound  gratitude  to  George  J.  Lawrence,  Jr.,  M.D., 
Director  of  Division  of  Scientific  Activities,  for  his  inval- 
uable assistance  in  launching  this  new  Society  effort  to 
anticipate  the  needs  of  our  medical  colleagues  and  their 
patients.  We  welcome  the  advice  and  wisdom  of  our 
general  counsel,  J.  Richard  Burns,  J.D.,  in  matters  of  legal 
and  forensic  import.  As  usual,  we  could  not  function 
without  the  unstinting  aid  and  support  of  the  secretarial 
staff  and  we  voice  our  appreciation  for  now  and  the  future. 
Your  chairman  is  most  thankful  to  the  committee  members 
for  their  generous  contribution  of  time  and  thought. 

Respectfully  submitted, 

Allisor  B.  Landolt,  M.D.,  Chairman 
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GOVERNMENTAL  AFFAIRS 
AND  LEGAL  MATTERS 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Commission  on  Governmental  Affairs  is  composed 
of  the  following  committees: 

Federal  Legislation 

New  York  State  Association  of  the  Professions 
PSRO 

State  Legislation 

The  members  of  the  commission  are  as  follows: 


Richard  D.  Eberle,  M.D.,  Chairman  . . . .Onondaga 

Charles  N.  Aswad,  M.D Broome 

John  H.  Carter,  M.D Albany 

Joseph  R.  Fontanetta,  M.D Kings 


The  Commission  on  Governmental  Affairs  is  responsible 
for  governmental  activity  on  both  the  State  and  Federal 
levels.  Staff  assistance  for  the  commission  is  provided 
by: 

(a)  The  Division  of  Governmental  Relations,  Martin  J. 
Tracey,  J.D.,  Director,  (b)  The  Division  of  PSRO  and 
Related  Activities,  Morton  N.  Chalef,  F.A.C.H.A.,  Direc- 
tor. 

Since  the  last  meeting  of  the  House  of  Delegates  in  No- 
vember 1976,  each  committee  has  been  active  in  its  re- 
spective area,  and  has  filed  a report  detailing  its  operations. 
For  the  information  of  the  House  of  Delegates,  the  fol- 
lowing is  a brief  review  of  the  highlights  of  these  reports: 

Federal  Legislation.  The  Committee  on  Federal 
Legislation  has  monitored  the  activities  of  the  new  Con- 
gress since  it  convened  in  January.  A number  of  health 
measures  have  been  introduced  including  major  legislation 
resubmitted  from  last  year.  The  major  topics  being  con- 
sidered are  extensions  of  many  existing  health  programs, 
Medicare-Medicaid  anti-fraud  and  abuse  amendments, 
Medicare-Medicaid  reimbursement  amendments,  clinical 
laboratories  improvement  act,  hospital  cost  containment, 
Federal  Trade  Commission  amendments,  drug  safety 
amendments  and  National  Health  Insurance.  At  the  di- 
rection of  the  Council,  the  committee  has  also  been  pre- 
paring a position  statement  on  national  health  insurance 
for  our  State  Medical  Society. 

New  York  State  Association  of  the  Professions 
( NYSAP ).  The  Medical  Society  of  the  State  of  New  York 
has  three  representatives  to  NYSAP.  They  are  Carl 
Goldmark,  Jr.,  M.D.,  New  York;  Stephen  Nordlicht,  M.D., 
New  York;  Henry  I.  Fineberg,  M.D.,  Executive  Vice- 
President.  While  not  a committee  of  the  House  of  Dele- 
gates, these  gentlemen,  along  with  our  director,  represent 
our  Society  on  the  governing  board  of  NYSAP,  and  work 
closely  with  their  officers  and  staff.  The  purpose  of 
NYSAP  is  to  coordinate  the  activities  of  the  member  or- 
ganizations on  matters  of  common  interest.  This  year, 
NYSAP,  at  the  request  of  MSSNY,  is  sponsoring  legisla- 
tion to  repeal  the  State  tax  on  pension  and  profit  sharing 
funds  of  professional  corporations. 

State  Legislation.  The  1977  session  of  the  New  York 
State  Legislature  commenced  on  January  5,  and  has  been 
most  active  in  several  crucial  health  areas.  Among  these 
are  no-fault  automobile  insurance,  physician  licensure  and 
discipline,  Medicaid,  generic  drug  substitution,  malprac- 
tice, professional  advertising,  and  animal  research.  Our 


director  and  legislative  counsel  have  been  representing  the 
State  Medical  Society  in  Albany,  and  working  diligently 
to  communicate  our  views  to  the  lawmakers. 

PSRO.  Since  the  last  meeting  of  the  House  of  Delegates 
there  have  been  four  planning  PSROs  that  are  now  con- 
ditional PSROs  (i.e.  operational)  making  a total  of  13 
conditionals,  and  three  areas  formerly  unfunded  are  now 
funded  as  planning  PSROs  (Areas  6,  7 and  8).  Only  one 
area  (17)  is  still  unfunded. 

We  were  invited  to  testify  before  the  Subcommittee  on 
Oversight  of  the  House  Ways  and  Means  Committee,  and 
also  before  the  New  York  Congressional  Delegation 
meeting  concerning  our  continuing  conflict  with  the  New 
York  State  Department  of  Health  regulations  which  are 
in  direct  conflict  with  Federal  law  from  whence  we  derive 
our  authority. 

Our  chairman  and  director  have  been  representing  us 
in  Washington,  D.C.,  at  meetings  with  DHEW-BQA  offi- 
cials producing  most  satisfactory  results.  They  have  also 
been  deeply  involved  for  the  past  two  years  in  attempting 
to  create  a cooperative  system  of  data  collection  in  New 
York  State  that  would  serve  five  major  component  groups 
(a)  the  hospitals,  (b)  several  State  agencies,  (c)  the  third 
party  payors,  (d)  the  PSROs,  and  (e)  the  HSAs,  while  still 
protecting  the  confidentiality  of  such  data  as  required  by 
each  group  from  all  other  groups. 


Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 


COUNTERSUITS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Countersuits  Subcommittee  of  the 
Professional  Medical  Liability  Insurance  and  Defense 


Board  are  as  follows: 

Milton  Rosenberg,  M.D.,  Chairman  Suffolk 

Ronald  A.  Andree,  M.D New  York 

Carl  Goldmark,  Jr.,  M.D New  York 

Allison  B.  Landolt,  M.D Westchester 

Herbert  Lourie,  M.D Onondaga 

Harold  N.  Schwinger.  M.D Kings 

M.  Theodore  Tanenhaus,  M.D Kings 

Irving  J.  Thorne,  M.D New  York 


J.  Richard  Burns,  J.D.,  Legal  Advisor 
Donald  J.  Fager,  J.D.,  Legal  Advisor 
This  subcommittee  of  the  Board  was  created  by  the  1976 
House  of  Delegates  in  order  to  proceed  further  with  the 
work  which  was  started  by  the  Ad  Hoc  Committee  To 
Study  The  Feasibility  of  Countersuits.  The  Ad  Hoc  1 
Committee  in  its  report  to  the  House  noted  that  although 
the  final  outcome  of  such  countersuit  activity  was  in  douht, 
the  Society  should  proceed  to  investigate  this  entire 
area. 

Upon  adjournment  of  the  House,  your  subcommittee  i 
organized  and  began  to  draft  the  ordered  structure  upon 
which  it  would  operate.  A set  of  guidelines  and  a ques-  j 
tionnaire  were  formulated  to  be  distributed  to  each  phy- 
sician who  evinced  a desire  to  bring  a countersuit.  These 
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were  submitted  to  the  Board  and  the  Council,  received  the 
necessary  approvals,  and  are  currently  being  used. 

Once  these  guidelines  and  the  questionnaire  were  ap- 
proved, the  committee’s  primary  function  thereupon 
consisted  of  assessing  the  relat  ive  merits  of  all  of  those  cases 
submitted  by  physicians  who  are  soliciting  the  support  of 
the  Society. 

Since  this  is  an  annual  report,  it  might  be  well  for  me  to 
describe  the  method  by  which  the  committee  operates. 
Upon  receipt  of  a request  from  a physician  for  assistance, 
the  committee  forwards  the  individual  a copy  of  the 
guidelines  as  well  as  a questionnaire.  The  latter  is  to  be 
completed  and  returned.  However  since  much  of  the  in- 
formation required  is  legally  technical,  the  input  of  the 
physician’s  defense  attorney  in  the  original  malpractice 
action  is  required  in  completing  the  questionnaire.  Once 
the  committee  has  received  the  required  information,  the 
committee’s  legal  advisors  review  the  case  from  a legal 
standpoint.  If  it  is  felt  that  a particular  case  needs  a more 
in  depth  legal  review  for  one  reason  or  another,  it  can  be 
submitted  to  other  attorneys  for  analysis.  It  is  only  after 
a determination  has  been  made  with  respect  to  the  legal 
sufficiency  of  a case  that  it  is  submitted  to  the  physician 
members  of  this  subcommittee  for  a medical  evaluation. 
If  a particular  case  considered  is  one  which  presents  an 
excellent  set  of  facts  upon  which  a countersuit  might  be 
predicated,  this  committee  would  advise  the  physician  of 
its  intention  to  furnish  support.  (To  date,  none  of  the 
cases  submitted  have  as  yet  progressed  to  this  point.) 

Finally,  as  of  this  writing,  your  subcommittee  has  com- 
plied with  forty-four  (44)  requests  for  guidelines  and 
questionnaires  and  has  received  twelve  (12)  completed 
questionnaires  which  are  presently  being  evaluated.  Upon 
completion  of  the  evaluation  process,  a decision  will  be 
made  with  reference  to  Society  support. 

Respectfully  submitted, 

Milton  Rosenberg,  M.D.,  Chairman 

ETHICS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Ethics  consists  of  the  following 


members: 

Joseph  G.  Zimring,  M.D.,  Chairman  Nassau 

Franklyn  C.  Hayford,  M.D Schenectady 

Theodore  C.  Jewett,  M.D Erie 

Clifford  L.  Spingarn,  M.D New  York 

George  Tilley,  M.D Onondaga 


The  majority  of  letters  received  during  the  past  six 
months  concerned  advertising  and  the  solicitation  of  pa- 
tients. This  is  a continuation  of  inquiries  on  advertising 
which  started  some  time  in  1974. 

The  Committee  on  Ethics  is  definitely  against  adver- 
tising w hen  the  physician  uses  it  for  solicitation  of  patients, 
or  when  it  is  used  for  self-aggrandizement,  or  used  to  make 
promises  of  cures,  etc. 

The  Committee  on  Ethics  concurs  with  the  statement 
of  the  Judicial  Council  of  the  American  Medical  Associa- 
tion (New  York  State  Journal  of  Medicine,  December, 
1976 — page  2179)  which  states:  “The  physician  may 
furnish  this  information  (names  of  physicians,  types  of 
their  practice,  location  of  their  offices,  their  office  hours, 
and  other  useful  information  that  will  enable  people  to 
make  a more  informed  choice)  through  the  accepted  local 
media  of  advertising  or  communication,  which  are  open  to 


all  physicians  on  like  conditions.  Office  signs,  professional 
cards,  dignified  announcements,  telephone  directory  list- 
ings, and  reputable  directories  are  examples  of  acceptable 
media  for  making  information  available  to  the  public.  The 
Committee  on  Ethics  also  believes  that  the  above  should 
be  subject  to  regulations  prescribed  by  the  county  medical 
society  involved. 

Recently,  1 saw  an  advertisement,  which  I considered  an 
unethical  solicitation  of  patients  by  a group  of  doctors 
through  a third  party.  This  matter  was  referred  to  the 
Board  of  Professional  Medical  Conduct  of  the  State  of  New 
'i  ork.  I was  told  by  them  that  this  group  was  under  in- 
vestigation by  both  the  Attorney  General’s  Office  of  the 
State  of  New  York  as  well  as  the  Internal  Revenue  Ser- 
vice. 

The  question  of  physician’s  listing  in  the  “Yellow  Pages” 
of  telephone  directories  was  brought  up  by  several  letters 
to  the  committee  by  both  physicians  and  county  medical 
societies.  Listing  in  the  “Yellow  Pages”  of  telephone 
directories  by  specialties  as  an  ethical  part  of  advertising 
was  reapproved  by  the  Council  of  the  Medical  Society  of 
the  State  ol  New  York  in  September,  1975,  and  reaffirmed 
by  the  House  of  Delegates  in  1976.  The  Medical  Society 
of  the  State  of  New  York  is  primarily  concerned  with  the 
verification  of  the  accuracy  of  listings  of  medical  specialties. 

I he  Council,  on  February  24, 1977,  reaffirmed  its  previous 
approval  of  telephone  listing  with  the  following  resolu- 
tion:— “That  specialty  listing  in  telephone  directories  be 
limited  to  board  certified  or  board  eligible  physicians  and 
that  the  publisher  of  such  a directory  should  verify  all  such 
listings  either  with  the  county  medical  society  or  the  in- 
volved specialty  society.” 

Another  problem  that  was  brought  before  the  Commit- 
tee on  Ethics  concerned  the  charging  of  interest  on  unpaid 
bills.  All  inquiries  were  answered  by  the  resolution  as 
passed  by  the  House  of  Delegates  in  1975  as  follows:— “It 
is  not  improper  for  a physician  to  add  a service  charge, 
equal  to  the  actual  administrative  cost  of  rebilling,  on  ac- 
counts not  paid  within  a reasonable  time  provided  that 
patients  are  notified  in  advance  of  the  existence  of  this 
practice.  A physician  availing  himself  of  this  policy  is 
subject  to  the  Federal  “Truth-in-Lending  Act.” 

The  question  of  subleasing  space  to  another  physician, 
pharmacist,  or  any  other  professional  on  a percentage  basis 
was  brought  to  the  attention  of  our  committee  by  several 
letters.  This  was  answered  by  the  statement  that  the 
“Principles  of  Professional  Conduct”  of  MSSNY  and  the 
“Principles  of  Medical  Ethics”  and  “Rules  of  the  Judicial 
Council  of  the  American  Medical  Association”  state  that 
it  is  considered  unethical  for  a physician  to  lease  office 
space  for  a percentage  of  gross  income  rather  than  on  a 
fixed  rental  basis.  This  statement  was  recently  confirmed 
by  the  passage  of  an  amendment  to  the  Regulations  of  the 
Commissioner  of  Education  (Subdivision  (d)  of  Section 
60.1  amended  by  addition  of  a new  paragraph  (12).  This 
new  regulation  defines  one  guilty  of  professional  miscon- 
duct as  “.  . . one  who  enters  into  an  arrangement  or  agree- 
ment with  any  person  or  other  entity  in  the  State  of  New 
York  whereby  the  amount  received  by  such  a person  in 
payment  for  furnishing  space,  facilities,  equipment,  or 
personnel  service  used  by  a physician  in  his  or  her  practice 
constitutes  a percentage  of  or  is  otherwise  dependent  upon 
the  income  or  receipts  of  the  physician  from  such  prac- 
tice.” 

The  chairman  wishes  to  express  his  appreciation  to  the 
members  of  the  committee  for  their  cooperation;  my  deep 


August  1977/New  York  State  Journal  of  Medicine  1611 


appreciation  to  J.  Richard  Burns,  J.D.,  general  counsel,  for 
his  assistance  and  guidance  in  dealing  with  many  compli- 
cated matters.  The  chairman  also  wishes  to  extend  his 
appreciation  to  Francis  J.  McKee,  J.D.,  staff  attorney,  for 
his  cooperation  and  my  sincere  appreciation  to  Mrs.  Joan 
Grimm  For  her  wonderful  secretarial  assistance. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

FEDERAL  LEGISLATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Federal  Legislation  is  composed  of 
the  following  members: 

Joseph  R.  Fontanetta,  M.D.,  Chairman Kings 

Robert  H.  Carrier,  M.D Monroe 

Robert  P.  Coolidge,  M.D Schenectady 

Irwin  Felsen,  M.D Allegany 

Seymour  L.  Halpern,  M.D New  York 

Allen  Reichman,  M.D Nassau 

Committee  Meeting.  Since  our  last  report  to  the 
House  of  Delegates  in  November  1976,  the  Federal  Legis- 
lation Committee  has  met  once  at  State  Medical  Society 
headquarters  on  March  31,  1977.  The  purpose  of  this 
meeting  was  to  review  developments  in  the  opening  weeks 
of  the  95th  Congress,  to  develop  positions  on  major  health 
bills,  and  to  prepare  a position  statement  on  national 
health  insurance  in  accordance  with  Council  instruc- 
tions. 

Based  upon  recommendations  of  your  committee,  the 
Council  has  adopted  positions  on  several  bills  as  follows: 
Health  Security  Act  ( S.l , Kennedy;  H.R.  21,  Car- 
man) is  the  national  health  insurance  proposal  calling 
for  a comprehensive  program  of  Federal  financing  and 
administration.  Opposed  by  MSSNY. 

National  Health  Care  Act  (S.5,  McIntyre;  H R.  5, 
Burleson)  on  national  health  insurance  calls  for  a pro- 
gram of  financing  health  insurance  benefits,  providing 
assistance  for  development  of  ambulatory  health  care 
centers  and  outlining  methods  for  development  of  a 
national  health  care  policy.  Opposed  by  MSSNY. 

PSRO — Optometrists  (S.410,  Hansen)  would  au- 
thorize local  PSROs  to  use  the  services  of  optometrists 
in  carrying  out  review  activities  and  in  developing  re- 
view criteria.  Advisory  groups  to  Statewide  PSR 
Councils  would  include  one  optometrist  member.  Op- 
posed by  MSSNY. 

Medicare  Provider  Amendments — Chiropractic 
{H  R.  880,  Fish)  would  extend  payments  to  chiroprac- 
tors for  x-rays,  physical  examinations,  and  related  rou- 
tine laboratory  tests  that  the  chiropractor  is  autho- 
rized to  perform  by  State  law.  Opposed  by  MSSNY. 

Department  of  Health  (H.R.  1003,  Murphy)  would 
establish  a cabinet-level  department  to  assume  re- 
sponsibility for  all  health  care  programs  on  the  Federal 
level.  Supported  by  MSSNY. 

Two  other  major  health  issues  were  considered  by  your 
committee  and  referred  to  the  Council  for  action: 

Health  Care  Financing  Administration,  established  as 
a part  of  a reorganization  program  by  the  Secretary  of 
Health,  Education,  and  Welfare,  will  be  responsible  for 
Medicare,  Medicaid,  PSRO,  and  nursing  homes.  Your 
committee  is  concerned  that  under  this  new  agency  ar- 
rangement, medical  quality  standards  will  be  subjugated 


to  considerations  of  cost  control.  The  committee  believes 
strongly  that  standards  of  medical  care  should  be  estab- 
lished by  physicians  to  insure  that  patients  receive  the 
highest  quality  of  care  possible.  The  Council  therefore 
approved  a recommendation  that  letters  to  this  effect  be 
sent  to  the  Secretary  and  our  New  York  Congressional 
delegation. 

National  Health  Insurance — In  compliance  with 
Council  instructions,  your  committee  has  prepared  a po- 
sition statement  on  national  health  insurance.  The 
Council  reviewed  this  statement  in  April  and  asked  for 
clarification  of  certain  points  by  the  committee  and  staff. 
The  statement  with  this  additional  information  will  be 
resubmitted  for  Council  action  in  June. 

General  Health  Bills.  While  the  attention  at  this 
session  will  now  focus  on  President  Carter’s  energy  pro- 
gram, action  is  expected  on  several  important  health  bills, 
among  which  are  the  following: 

Medicare— Medicaid  Anti-Fraud  and  Abuse  (H.R. 
3,  Rogers — Rostenkowski;  S.l 43,  Talmadge) — At  the 
close  of  the  last  Congress,  legislation  was  enacted 
creating  the  Office  of  Inspector  General  to  audit  and 
investigate  HEW  programs  with  special  attention  to 
problems  of  fraud  and  abuse.  This  new  legislation 
would  clarify  the  ban  on  factoring  arrangements  for 
Medicare  and  Medicaid  payments,  define  “shared 
health  facilities,”  strengthen  criminal  penalties  for 
fraud  under  these  programs,  modify  PSRO  repsonsi- 
bilities  in  this  area,  require  suspension  of  practitioners 
under  Medicare  and  Medicaid  when  convicted  of  such 
criminal  activities,  require  disclosure  of  the  identities 
of  persons  with  major  controlling  interests  in  the  pro- 
vider, and  permit  access  to  provider  Medicaid  records 
by  Federal  officials. 

Renewal  of  Health  Programs — Included  in  this 
group  are  grants  for  community  health  centers,  com- 
prehensive public  health  services,  medical  libraries, 
family  planning  services,  sudden  infant  death  syn- 
drome, hemophilia  treatment  and  blood  separation 
centers,  construction  and  renovation  of  medical  facili- 
ties, immunization  and  disease  control  programs,  con- 
trol of  venereal  disease,  genetic  screening,  emergency 
medical  services  systems,  HMOs,  and  the  office  of  drug 
abuse.  In  addition,  the  National  Health  Planning  Act 
which  created  the  HSA  program  is  up  for  renewal. 

Clinical  Laboratory  Improvement  Act  (H.R.  6221, 
Rogers,  et  al.;  S.705,  Javits)- — This  measure  would  es- 
tablish stronger  penalties  for  Medicare  and  Medicaid 
fraud  and  increase  the  role  of  private  accreditation  and 
proficiency  testing  groups.  However,  the  definition  of 
“clinical  laboratory”  is  sufficiently  broad  to  subject 
every  physician’s  practice  to  Federal  standards,  licen- 
sure, and  regulation  by  including  facilities  that  collect, 
process,  and  transmit  human  specimens  for  later  labo- 
ratory testing  and  procedures. 

Federal  Trade  Commission  Amendments  (HR. 
3816,  Eckhardt) — This  bill  would  extend  the  commis- 
sion’s authority  beyond  for-profit  business  corpora- 
tions to  all  corporations  and  legal  entities  including 
all  nonprofit  organizations.  Our  executive  vice- 
president,  Henry  I.  Fineberg,  M.D.,  has  expressed 
MSSNY’s  strong  opposition  to  this  proposal  in  letters 
to  the  four  New  York  Congressmen  who  sit  on  the 
House  Interstate  and  Foreign  Commerce  Committee 
which  has  jurisdiction  over  this  bill.  Your  committee 
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has  learned  that  the  provision  giving  the  FTC  authori- 
ty over  deceptive  advertising  and  fraudulent  practices 
of  nonprofit  organizations  has  been  deleted  from  the 
bill. 

Hospital  Cost  Containment  Bill — The  Carter  Ad- 
ministration has  announced  its  proposal  for  Hospital 
Cost  Containment,  including  an  annual  9%  ceiling  on 
increases  in  an  individual  institution’s  revenues  over 
the  previous  year’s  income.  Certain  incentives  and 
penalties  would  be  included  in  the  program  to  assure 
compliance.  While  the  Administration  proposal 
would  apply  only  to  acute  hospitals  and  hospital-relat- 
ed equipment  purchases,  the  hospital  proposal  is 
viewed  as  an  interim  step  while  a comprehensive  plan 
to  control  health  care  costs  is  developed. 

Medicare  and  Medicaid  Administrative  and  Reim- 
bursement Reform  Act  ( S.1470 , Talmadge) — This  bill 
is  a revised  version  of  S.3205  introduced  by  Senator 
Talmadge  last  year.  In  addition  to  long-term  struc- 
tural changes  in  the  administration  of  these  programs, 
this  measure  contains  provisions  regarding  hospital 
and  practitioner  reimbursement,  use  of  relative  value 
scales,  modifications  in  financial  arrangements  be- 
tween hospitals  and  radiologists  and  pathologists,  and 
long-term  care. 

Headquarters  Activities.  Your  committee,  through 
the  activities  of  the  Division  of  Governmental  Relations, 
keeps  abreast  of  the  latest  developments  in  Congress 
through  three  reporting  services.  Current  files  are  main- 
tained on  the  major  bills  pending  in  both  houses,  and  copies 
of  statutes  enacted  are  also  obtained.  The  regulatory  ac- 
tivity of  all  Federal  agencies  dealing  with  health  and 
medicine  is  monitored  by  the  division  through  the  Federal 
Register.  As  issues  arise  requiring  action  by  our  Society, 
the  division  works  with  the  administration  and  other  staff 
divisions  on  the  preparation  of  mailings  to  our  Congres- 
sional representatives  and  to  governmental  agencies.  The 
division  also  prepares  a quarterly  report  on  Federal  legis- 
lation for  the  News  of  New  York. 

Cooperation  with  AM  A.  Following  our  established 
practice  of  cooperating  fully  with  the  AMA  in  furthering 
mutual  objectives,  your  committee,  in  conjunction  with 
MSSNY’s  administration,  responded  to  the  AMA  request 
for  action  on  the  Federal  Trade  Commission  amendments, 
H.R.  3816.  In  addition,  our  division  maintains  commu- 
nications with  the  legislative  staffs  of  both  the  Chicago  and 
Washington  offices.  At  the  request  of  our  executive 
vice-president,  the  director  and  his  assistant  have  also 
participated  in  two  AMA  conference  calls  this  year. 

Acknowledgments.  Your  chairman  is  most  grateful 
to  the  members  of  your  Federal  Legislation  Committee  for 
their  excellent  assistance  and  cooperation.  We  appreciate 
the  help  given  by  numerous  other  individuals,  including 
Richard  D.  Eberle,  M.D.,  chairman,  Commission  on  Gov- 
ernmental Affairs;  Henry  I.  Fineberg,  M.D.,  executive 
vice-president;  Edward  Siegel,  M.D.,  deputy  executive 
vice-president;  Martin  J.  Tracey,  J.D.,  director,  Division 
of  Governmental  Relations;  Richard  M.  Berry,  J.D.,  as- 
sistant to  the  director;  and  Elizabeth  Hirsch  and  Elizabeth 
Bernardi,  our  secretarial  staff. 
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GENERAL  OBSERVATIONS 
As  this  report  is  being  prepared  in  late  May,  the  State 
Legislature  is  still  in  session.  Therefore,  the  information 
regarding  specific  legislation  is  submitted  to  the  House  of 
Delegates  as  a progress  report  to  this  time.  A final  run- 
down on  legislation  of  special  importance  to  the  medical 
profession  will  be  contained  in  our  Supplementary  Report 
this  fall. 

COMMITTEE  MEETINGS 

Since  our  Supplementary  Report  to  the  House  of  Dele- 
gates in  November  1976,  the  Committee  on  State  Legis- 
lation has  met  once  in  Albany  on  January  20, 1977.  This 
meeting  was  held  to  review  developments  in  the  opening 
weeks  of  the  1977  session  of  the  New  York  State  Legisla- 
ture, and  to  consider  matters  referred  to  the  committee  by 
the  House  of  Delegates,  the  Council,  and  others. 

HOUSE  OF  DELEGATES  RESOLUTIONS— 1976 
The  following  resolutions  were  referred  to  the  State 
Legislation  Committee  from  the  1976  House  of  Delegates. 
These  resolutions  were  reviewed  carefully  by  your  com- 
mittee, and  recommendations  for  action  were  submitted 
to,  and  approved  by,  the  Council  in  January  1977.  The 
following  is  a report  on  each  of  these  resolutions: 

Substitute  Resolution  for  Resolution  76-78  and 
76-69,  Foreign  Medical  Student  Transfers. 
Adopted  and  referred  by  the  House  of  Delegates. 

a.  MSSNY  encourage  the  medical  schools  in 
New  York  State  to  establish  a policy  of  accepting  the 
maximum  feasible  percentage  over  their  class  size  so 
that  third  year  medical  students  who  are  New  York 
State  residents  in  foreign  medical  schools  and  candi- 
dates for  Fifth  Pathway  programs  are  given  priori- 
ty; 

b.  This  resolution  be  referred  to  the  Legislative 
Committee  for  their  consideration  in  regard  to  resi- 
dency requirements  for  investigation  of  legislative 
action. 

Recommendation.  Your  committee  was  aware  that 
P.L. 94-484,  enacted  in  1976,  established  a transfer  pro- 
gram for  third  and  fourth  year  students  studying  abroad, 
and  that  Education  Law,  Section  6528  governs  the  Fifth 
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Pathway  programs  in  New  York.  The  committee  recom- 
mended that  MSSNY  support  appropriate  legislation  to 
encourage  medical  schools  in  the  State  to  accept  New  York 
State  residents.  On  a related  matter,  the  committee  also 
recommended  that  MSSNY  support  the  establishment  of 
permanent  limits  on  the  number  of  foreign  born  medical 
graduates  entering  the  State  for  their  internship  and  res- 
idency. 

' Report  of  Health  Manpower  Committee  to 
the  House  of  Delegates — Physician’s  Assistants. 

Adopted  by  House  of  Delegates;  referred  by  Council  to 
State  Legislation  and  Health  Manpower  Committees. 

a.  The  Council  use  all  reasonable  means  to  abort 
this  program; 

b.  MSSNY  redouble  its  efforts  to  provide  prop- 
erly trained  physicians  to  medically  deprived  areas. 

Recommendation.  Included  in  our  1977  program  is  a 
bill  to  clarify  the  present  law  regarding  supervision  of 
physician’s  assistants  within  the  hospital.  Your  committee 
also  recommended  that  MSSNY  support  legislation  which 
would  improve  supervision  of  Physician’s  Assistants,  and 
place  appropriate  limits  on  their  scope  of  practice. 

Resolution  76-85,  Electromyography  as  Part  of 
the  Practice  of  Medicine.  Adopted  by  House  of 
Delegates;  referred  by  Council. 

a.  MSSNY  strongly  restate  the  principle  that 
electromyography  is  a part  of  the  practice  of  medi- 
cine; 

b.  MSSNY  introduce  appropriate  legislation  to 
insure  that  electromyography  remain  firmly  in  the 
hands  of  the  medical  profession. 

Recommendation.  Your  committee  understood  that 
this  resolution  was  intended  to  prevent  the  use  of  elec- 
tromyography by  insufficiently  trained  allied  health  per- 
sonnel. Therefore,  the  committee  recommended  that 
MSSNY  continue  its  opposition  to  legislation  which  would 
permit  this  procedure  to  be  used  by  such  personnel. 

Resolution  76-38,  Malpractice.  House  of  Dele- 
gates referred  to  the  Council  without  action;  referred 
by  Council. 

a.  MSSNY  sponsor  and  support  legislation 
which  will  mandate  that  no  summons  can  be  served 
in  malpractice  cases  as  a means  of  starting  the  case; 

b.  Such  legislation  shall  contain  language  that 
the  notice  of  claim  must  be  filed  within  the  court 
and  that  such  court  shall  then  order  the  inquiry  and 
the  evaluation  of  the  data  to  be  assembled  for  later 
review  by  panels  now  hearing  malpractice  claims  to 
ascertain  if  the  claim  is  justified  or  not; 

c.  The  court  can  then  turn  this  data  over  to  the 
plaintiffs  attorney  for  study  and  further  action; 

d.  Such  legislation  shall  provide  that  any  claim- 
ant whose  claim  is  adjudged  to  be  without  merit 
shall  still  retain  the  right  via  his  attorney  to  issue 
summonses  and  proceed  as  under  present  law  but 
that  all  data  adduced  by  the  court  in  its  preliminary 
inquiry  shall  be  admissible  as  evidence  in  any  subse- 
quent action; 

e.  MSSNY  by  means  of  such  legislation  indicate 
that  its  intent  is  to  eliminate  the  tendency  to  abso- 
lute liability  even  where  no  possibility  of  liability  ex- 
ists, as  is  now  taking  place  under  judicial  rulings 
from  several  courts. 

Recommendation.  Your  committee  believed  that  this 
proposal  would  allocate  a function  to  the  Judiciary  which 
it  is  not  intended  to  perform,  and  therefore,  recommended 
that  no  action  be  taken  by  MSSNY.  The  committee  sug- 
gested that  Resolution  76-98  be  filed  for  information. 
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Resolution  76-26,  No-Fault  Automobile  Insur- 
ance. House  of  Delegates  referred  to  Council  without 
action;  referred  by  Council. 

a.  MSSNY  go  on  record  as  urging  major  revi- 
sions or  possible  repeal  of  the  no-fault  automobile 
insurance  law. 

Recommendation.  Your  committee  was  advised  that 
major  revisions  in  the  no-fault  law  are  expected  this  year, 
including  elimination  of  the  monetary  threshold  and  es- 
tablishment of  a fee  schedule  for  physicians’  services.  In 
place  of  the  monetary  threshold,  it  is  anticipated  that  a 
verbal  description  of  serious  injuries  will  be  substituted. 
The  committee  recommended  that  MSSNY  oppose  legis- 
lation which  would  create  a verbal  threshold  and  impose 
a fee  schedule  for  physicians’  services. 

Resolution  76-34,  Implementation  of  Resolution 
74-81.  Approved  in  principle  by  the  House  of  Dele- 
gates and  referred  by  Council. 

a.  House  of  Delegates  reiterate  its  desire  to  carry 
out  the  intent  of  resolution  74-81;  Mandatory  As- 
signment of  Benefits; 

b.  MSSNY  draw  up  the  necessary  legislative 
proposals  promptly  for  prefiling  before  the  onset  of 
the  1977-78  legislative  session,  if  such  be  necessary 
upon  advice  of  our  counsel. 

Recommendation.  This  matter  was  presented  to  the 
Superintendent  of  Insurance  by  MSSNY  representatives 
in  November.  He  responded  that  he  was  unaware  of  any 
problem  in  this  area,  but  suggested  that  any  complaints 
addressed  to  MSSNY  be  forwarded  to  his  office.  Your 
committee  recommended  that  MSSNY,  through  the  News 
of  New  York,  request  doctors  to  send  such  complaints  to 
headquarters  for  transmittal  to  the  Superintendent.  Our 
committee  members  also  mentioned  a specific  problem 
with  GHI  not  honoring  assignments.  Since  IX-C  carriers 
may  have  a statutory  exemption  from  honoring  assign- 
ments, this  matter  is  under  review  by  our  Division  of 
Medical  Services  and  Office  of  General  Counsel. 

Committee  on  Mental  Health.  Psychiatrist- 
Patient  Privileged  Communications.  Approved 
and  referred  by  the  Council. 

a.  MSSNY  reiterate  its  support  of  legislation 
like  A.3675-A  of  1975  to  protect  the  confidentiality 
of  communications  between  a psychiatrist  and  his 
patient. 

Recommendation.  Your  committee  has  supported 
such  legislation  in  the  past,  and  will  continue  to  do  so  this 
year. 

Substitute  Resolution  for  Resolution  76-31, 
Medicaid.  Approved  and  referred  by  the  House  of 
Delegates. 

a.  Since  the  Medicaid  program  as  now  carried 
out  in  New  York  State  has  failed  to  attain  the  ex- 
pressed goal  of  Title  XIX  to  reintroduce  the  Medi- 
caid indigent  patient  into  the  mainstream  of  high 
quality  medical  care,  therefore  MSSNY  must  con- 
tinue to  seek  correction  of  the  deficiencies  that  have 
led  to  the  acknowledged  failure  of  the  Medicaid  pro- 
gram. 

Resolution  76-64,  Opposition  of  Chapter  76  of 
the  Laws  of  New  York — 1976.  Adopted  and  re- 
ferred by  the  House  of  Delegates. 

a.  MSSNY  oppose  the  implementation  of  Chap- 
ter 76  of  the  Laws  of  New  York — 1976  (Medicaid 
cutbacks). 

Recommendation.  Your  committee  believed  that  the 
legal  action  instituted  by  MSSNY  satisfies  the  intent  of 


Resolution  76-64.  With  regard  to  Resolution  76-31, 
MSSNY  has  always  opposed  two  levels  of  care  based  upon 
income,  and  your  committee  will  continue  to  work  closely 
with  officials  of  the  State  government  to  correct  deficien- 
cies in  the  Medicaid  program  and  to  forestall  further  cut- 
backs. 

Resolution  76-86,  Opposition  to  Repeal  of  New 
York  State  Motorcycle  Helmet  Usage  Law. 
Adopted  and  referred  by  the  House  of  Delegates. 

MSSNY  vigorously  oppose  all  efforts  to  repeal  the 
New  York  State  law  requiring  motorcyclists  to  wear 
helmets. 

Recommendation.  Your  committee  has  opposed  such 
legislation  in  the  past,  and  will  continue  to  do  so  in  the 
future. 

Resolution  76-23,  Enactment  of  a Public  Health 
Law  Authorizing  an  Individual  to  Execute  a Docu- 
ment Directing  Discontinuance  of  Maintenance 
Medical  Treatment  in  the  Event  of  Terminal  Ill- 
ness. Adopted  and  referred  by  the  House  of  Dele- 
gates. 

a.  MSSNY  support  the  concept  that  an  individ- 
ual of  sound  mind  and  18  years  of  age  or  older,  with 
the  concurrence  of  his/her  physician  and  his/her 
family,  may  execute  a document  directing  that  no 
maintenance  medical  treatment  be  utilized  for  the 
prolongation  of  his/her  life  at.such  time  as  he/she  is 
suffering  from  a terminal  illness; 

b.  MSSNY  direct  the  State  Legislation  Com- 
mittee to  make  our  position  known  to  the  State  Leg- 
islature; 

c.  MSSNY  create  a special  committee  of  persons 
which  will  offer  its  professional  knowledge  and  expe- 
rience to  the  appropriate  legislative  committee  in  an 
ongoing  creative  partnership  role. 

Recommendation.  This  resolution  was  presented  to 
the  Legislature  in  November  by  Allison  B.  Landolt,  M.D. 
At  that  time.  Dr.  Landolt  testified  at  a public  hearing 
conducted  by  the  Assembly  Subcommittee  on  Health  Care. 
In  April,  the  Council  approved  the  report  of  the  Thana- 
tology  Committee  regarding  amendments  to  A.2383-A 
(Hevesi,  et  al.)  which  will  be  carried  out  by  our  commit- 
tee. 

1977  STATE  LEGISLATIVE  PROGRAM 
The  following  proposals,  approved  by  the  House  of 
Delegates  and  the  Council,  are  included  in  our  State 
Medical  Society’s  Legislative  Program  for  1977.  Bill 
numbers  and  sponsors’  names  are  in  parentheses: 

I.  Bills  on  Malpractice 
A.  Legislation  Dealing  with  All  Negligence  Ac- 
tions 

1.  Life  Structured  Awards  would  place  a 
$100,000  limit  on  any  lump  sum  award  for  pain  and 
suffering  with  amounts  in  excess  of  $100,000  invest- 
ed for  the  benefit  of  the  plaintiff,  and  would  permit 
the  payment  of  special  damages  for  anticipated  fu- 
ture expenses  as  such  expenses  accrue  or  are  in- 
curred (S.4490,  Pisani;  A. 6283,  Tallon). 

2.  Limitation  of  Pain  and  Suffering  Awards 
would  place  a $100,000  limit  on  any  lump  sum  award 
for  pain  and  suffering  with  amounts  in  excess  of 
$100,000  invested  for  the  benefit  of  the  plaintiff. 
Upon  the  death  of  the  plaintiff,  the  principal  invest- 
ed would  revert  to  the  insurance  carrier  which  paid 
on  behalf  of  the  defendant  (S.4435,  Pisani;  A. 6286, 
Tallon). 


3.  Pain  and  Suffering  Awards — $100,000  Limit 
would  provide  that  awards  for  pain  and  suffering  in 
personal  injury  actions  shall  not  exceed  $100,000 
(S.4664,  Schermerhorn;  A. 7264,  D’Andrea). 

4.  Reduction  of  Awards  by  Collateral  Sources  of 
Payment  would  require  the  court  to  reduce  a person- 
al injury  award  by  the  amount  of  any  collateral  pay- 
ments made  to  a successful  plaintiff  pursuant  to  cer- 
tain health  insurance  policies  which  such  plaintiff 
might  have  (S.4205,  Flynn;  A. 5733,  Frey). 

5.  Constitutional  Amendment  would  amend  the 
State  Constitution  to  provide  that  there  shall  be  no 
limit  on  the  power  of  the  Legislature  to  enact  laws 
relating  to  compensation  for  personal  injury  to  or  for 
death  of  persons,  with  or  without  trial  by  jury 
(S.4436,  Pisani;  A. 6287,  Tallon). 

B Legislation  Dealing  with  Malpractice  Actions 

1.  Contingency  Legal  Fees— McGill  Schedule 
would  amend  the  Judiciary  Law  to  replace  the  cur- 
rent statutory  fee  schedules  with  the  McGill  Com- 
mission recommendation,  as  follows:  40%  of  the  first 
$25,000  recovered;  25%  of  the  next  $75,000  recov- 
ered; 15%  of  any  recovery  beyond  $100,000  (S.4682, 
Warder;  A. 5537,  Conners). 

2.  Patients’  Indemnification  System  would  es- 
tablish an  administrative  system  for  determining  li- 
ability and  awarding  compensation  to  claimants  in- 
jured by  the  incompetent  treatment  of  a health  care 
provider  (S.4799,  Knorr;  A. 5728,  Flack). 

3.  Immunity — Life  Threatening  Emergencies 
would  provide  immunity  from  liability  for  all  health 
care  personnel  who  respond  to  life  threatening 
emergencies  in  the  hospital  setting  (A.967-B,  Flana- 
gan, et  al;  S.5247,  B.  Smith,  et  al.;  and  S.5325,  Staf- 
ford). 

4.  Activation  of  State  Insurance  Fund — Amend- 
ment would  change  the  criteria  for  activation  of  the 
State  Insurance  Fund  to  prevent  such  action  so  long 
as  professional  liability  insurance  coverage  is  avail- 
able through  a private  mutual  insurance  carrier. 
This  bill  has  been  prepared  and  submitted  to  the 
chairmen  of  the  Insurance  Committees  of  the  Senate 
and  Assembly  for  introduction. 

5.  Malpractice  Panel  Bond  would  require  the 
plaintiff  to  post  a bond  of  up  to  $2,000  for  costs  if  the 
malpractice  mediation  panel  finds  against  him  and 
he  still  proceeds  to  trial  (S.5654,  Stafford;  A. 7826, 
McGee). 

6.  Immunity — Communicating  Information  on 
Misconduct  would  provide  immunity  from  liability 
for  any  person,  society,  or  other  entity  who,  in  good 
faith,  communicates  information  in  his  or  its  posses- 
sion or  makes  a recommendation  or  evaluation  re- 
garding the  qualifications,  fitness,  or  professional 
conduct  or  practices  of  a physician,  to  any  govern- 
mental agency,  medical  or  specialty  society,  or  hos- 
pital (A.6741,  Hevesi). 

II.  Bills  on  Other  Matters 

Health  Insurance  Coverage  for  Newborns  would  re- 
quire that  family  health  insurance  coverage  provide 
that  coverage  of  newborn  infants  be  effective  from  the 
moment  of  birth  for  injury  or  illness,  including  neces- 
sary care  and  treatment  for  medically  diagnosed  con- 
genital defects  and  birth  abnormalities  including 
premature  birth  (S.2077,  Trunzo,  et  al.;  A.2584, 
Cochrane).  S.2077  has  been  passed  by  the  Senate. 
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Professional  Service  Corporation  Tax  Law  Amend- 
ments would  repeal  Tax  Law  provisions  dealing  with 
pension  and  profit  sharing  funds  of  professional  corpo- 
rations Initiated  by  the  New  York  State  Association 
of  the  Professions  at  the  request  of  MSSNY  (S.4739, 
Pisani;  A. 4927,  Frey). 

Cancer  Remedies  Act  would  establish  a Cancer  Bu- 
reau and  Cancer  Advisory  Council  within  the  State 
Nealth  Department  to  protect  patients  with  regard  to 
cancer  drugs  and  devices  (S.5261,  Volker;  A. 7415, 
Dwyer). 

Annual  Evaluation  of  State  Controlled  Substances 
Act  would  require  the  Health  Department  to  review 
annually  the  effectiveness  of  statutory  provisions  re- 
garding controlled  substances,  including  the  State 
drug  abuse  program,  and  submit  a report  thereon  to 
the  Legislature  (A. 6978,  Levy). 

Physician’s  Assistants — Limitation  in  Hospital 
Setting  would  limit  the  number  of  physician’s  assis- 
tants and  specialist’s  assistants  under  the  supervision 
of  a physician  to  two  per  physician,  whether  in  or  out 
of  the  hospital  setting  (S.  5465,  Stafford). 

Financial  Grants  to  Teaching  Hospitals  would  ap- 
propriate annual  lump  sum  grants  to  teaching  hospi- 
tals in  New  York  State  to  compensate  for  reduction  in 
their  reimbursement  rates.  Due  to  a change  in  cir- 
cumstances, this  bill  has  not  been  introduced. 

GENERAL  HEALTH  ISSUES 
The  1977  session  of  the  State  Legislature  has  been 
dominated  in  the  health  field  by  an  investigation  into 
physician  discipline,  cost  containment  proposals,  including  r 
further  reductions  in  the  Medicaid  program,  amendments 
to  the  No-Fault  Automobile  Insurance  Law,  generic  drug 
substitution,  and  increased  regulation  of  shared  health 
facilities  (the  so-called  “Medicaid  Mills”).  At  this  writing 
in  early  May,  the  following  actions  have  been  taken: 

Malpractice.  Although  your  committee  and  our  Al- 
bany representatives  have  continued  our  all-out  ef- 
forts for  malpractice  legislation,  there  has  been  very 
little  interest  and  movement  in  this  vital  area  on  the 
part  of  the  Legislature.  Despite  the  introduction  of 
our  program  bills,  mailings  to  the  lawmakers  from  our 
Executive  Vice-President,  and  personal  contacts  by 
our  legislative  representatives,  floor  action  by  the  Leg- 
islature has  been  taken  on  only  two  measures: 
A.967-C  (Flanagan,  et  al.)  regarding  immunity  in  cases 
involving  life  threatening  emergencies  occurring  in  the 
hospital  setting,  and  S.9-A  (Lombardi,  et  al.)  dealing 
with  a limitation  on  awards  for  pain  and  suffering  in 
medical  malpractice  actions  We  will  continue  our  ef- 
forts to  secure  enactment  of  our  bills,  and  a detailed  re- 
port on  malpractice  will  be  submitted  in  September. 

Physician  Licensure  and  Discipline.  Assembly 
Speaker  Stanley  Steingut  has  appointed  a Medical 
Practice  Task  Force  chaired  jointly  by  Assemblyman 
Alan  Hevesi,  Chairman,  Assembly  Health  Committee, 
and  Assemblyman  Leonard  Silverman,  Chairman,  As- 
sembly Insurance  Committee.  The  State  Medical  So- 
ciety’s representative  on  the  Task  Force  is  our  Presi- 
dent-Fllect,  Carl  Goldmark,  Jr.,  M.D.  Five  hearings 
have  been  scheduled  during  April  and  May,  with  the 
final  hearing  on  May  12, 1977.  At  this  hearing,  George 
L.  Collins,  Jr.,  M.D.,  President,  presented  the  state- 
ment of  our  Society  including  our  proposal  for  a new 
disciplinary  mechanism  modeled  after  the  procedure 
in  effect  in  the  State  of  Maryland.  The  State  Medical 


Society  has  also  been  represented  at  each  of  the  other 
hearings.  In  addition,  our  legislative  representatives 
in  Albany  have  been  working  closely  with  the  Task 
Force  staff.  The  major  bill  to  emerge  from  these  hear- 
ings is  A.7037-A  (Hevesi,  Silverman,  et  al.)  which 
would  require  health  care  professionals  to  report  viola- 
tions of  the  rules  of  professional  conduct  by  physicians 
to  the  State  Board  for  Professional  Medical  Conduct. 
Immunity  from  suit  would  be  provided  to  those  re- 
porting in  good  faith,  with  a willful  violation  of  the  re- 
porting requirement  to  constitute  unprofessional  con- 
duct. Our  State  Medical  Society  has  endorsed  this 
measure  in  principle.  As  this  report  is  being  written, 
the  bill  has  passed  the  Assembly. 

No-Fault  Automobile  Insurance.  Due  to  rising 
costs  in  the  no-fault  automobile  insurance  program, 
the  Legislature  has  been  actively  considering  several 
proposed  amendments  in  the  existing  law.  The  Ad- 
ministration bill  (A.7781,  Silverman)  would  replace 
the  present  monetary  threshold  with  a verbal  thresh- 
old describing  serious  injury.  The  presence  of  such  an 
injury  would  remove  the  procedural  limitations  of  the 
statute,  and  permit  resolution  of  the  claim  by  a jury 
trial.  This  bill  would  also  impose  the  Workmen’s 
Compensation  fee  schedule  for  physicians’  services  in 
no-fault  cases,  which  the  State  Medical  Society  has 
adamantly  opposed.  Senator  Dunne,  Chairman  of  the 
Senate  Insurance  Committee,  has  introduced  a bill, 
S.1475,  which  provides  for  the  verbal  threshold  but  no 
medical  fee  schedule.  At  this  point,  Senator  Dunne’s 
bill  has  been  passed  by  the  Senate  and  is  now  in  the 
Assembly.  Two  other  major  bills  are  also  being  con- 
sidered: A. 7796  (M.  Miller,  et  al.)  in  the  Assembly 
containing  the  Blue  Cross  fee  schedule,  and  S.4956 
(Gold)  in  the  Senate  containing  the  Workmen’s  Com- 
pensation schedule.  In  addition,  Senator  Dunne  has 
introduced  the  Administration  bill  in  the  Senate 
(S.5748).  Our  legislative  representatives  have  been 
actively  engaged  in  conveying  our  views  in  opposition 
to  the  provisions  of  those  bills  which  mandate  fee 
schedules  for  medical  services.  Recently,  MSSNY  of- 
ficials met  with  leaders  of  the  Legislature  to  discuss 
our  concerns  regarding  these  measures.  They  were 
George  L.  Collins,  Jr.,  M.D.,  President;  Henry  I.  Fine- 
berg,  M.D.,  Executive  Vice-President;  Edward  Siegel, 
M.D.,  Deputy  Executive  Vice-President;  G.  Rehmi 
Denton,  M.D.,  Chairman,  Ad  Hoc  Committee  on  No- 
Fault;  and  your  chairman.  Special  position  papers 
have  been  prepared  by  our  Legislative  Counsel  and 
presented  to  our  lawmakers.  Your  committee  believes 
that  as  a result  of  this  intensive  effort,  the  views  of  our 
Society  are  now  being  given  added  consideration. 

Medicaid  Cutbacks.  As  enacted  in  Chapter  77, 
Laws  of  New  York — 1977,  the  new  cost  controls  in- 
clude the  freezing  of  clinic  and  outpatient  Medicaid 
rates,  a restricted  reimbursement  for  some  optional 
Medicaid  services,  substantially  lower  rates  for  long- 
term care  hospital  beds,  limiting  weekend  hospital  ad- 
missions, requiring  a $.50  payment  for  each  drug  pre- 
scription from  Medicaid  recipients  between  21  and  62 
years  of  age,  and  eliminating  Medicaid  reimbursement 
of  podiatrists,  chiropractors,  and  some  other  optional 
services  effective  July  1,  1977. 

Animal  Research.  A bill  to  repeal  the  Metcalf- 
Hatch  Animal  Research  Law,  which  was  enacted  some 
years  ago  with  State  Medical  Society  support,  has  been 
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passed  in  the  Assembly.  This  bill,  A.617-B  (Passan- 
nante),  has  now  been  referred  to  the  Senate.  Our 
State  Society  vigorously  opposed  the  measure  in  the 
Assembly,  and  will  work  for  its  defeat  in  the  Senate. 

" Medicaid  Mills.”  The  Assembly  has  passed  a bill 
to  regulate  shared  health  facilities,  the  so-called  “Med- 
icaid Mills.”  Initial  consideration  of  this  proposal 
began  last  year,  and  the  State  Medical  Society  has  sub- 
mitted comments  on  the  bill  both  last  year  and  this 
year.  While  regulation  of  these  facilities  as  outlined  in 
the  bill  is  supported  in  principle  by  our  Society,  objec- 
tions have  been  filed  to  certain  provisions.  Your  com- 
mittee will  work  for  elimination  of  the  undesirable  por- 
tions of  the  bill  (A. 2822,  Hevesi,  et  al.)  in  the  Senate. 

Generic  Drug  Substitution.  As  in  past  years,  a 
number  of  bills  on  generic  drug  substitution  have  been 
introduced  in  the  Senate  and  Assembly.  To  date,  fif- 
teen separate  measures  are  before  the  lawmakers. 
The  State  Medical  Society  has  opposed  all  such  pro- 
posals which  would  mandate  substitution  by  the  State 
without  regard  to  the  physician’s  judgment.  The  two 
bills  presently  receiving  the  greatest  attention  are 
A.8336-A  (Rules  Comm.);  S.5515-A  (La  Valle,  et  al.) 
and  S.6231  (Lombardi,  et  al.).  A.8336-A  has  been 

passed  by  the  Assembly,  and  is  now  in  the  Senate 
Health  Committee  with  its  companion,  S.5515-A. 
This  measure  would  mandate  the  writing  of  prescrip- 
tions by  generic  name,  and  is  adamantly  opposed  by 
MSSNY.  S.6231  calls  for  prescription  forms  with  two 
signature  lines  indicating  the  wishes  of  the  prescriber 
regarding  substitution.  This  latter  bill  is  acceptable 
to  MSSNY. 

PUBLIC  HEARINGS  AND  PRIVATE  CONFERENCES 
Since  last  November,  our  State  Medical  Society  has 
presented  a number  of  statements  at  public  hearings  con- 
ducted by  the  Legislature  and  governmental  agencies.  In 
addition.  Society  representatives,  including  our  director 
and  legislative  counsel,  have  met  privately  with  key  law- 
makers and  administrative  officials  on  a variety  of  im- 
portant matters.  Among  the  major  topics  addressed  have 
been  no-fault  automobile  insurance,  physician  licensure 
and  discipline,  regents  rules  on  unprofessional  conduct; 
professional  advertising,  generic  drug  substitution,  Med- 
icaid reimbursement,  the  “Living  Will”  concept,  shared 
health  facilities,  nursing  and  physician’s  assistant  practice, 
and  confidentiality  of  medical  records.  It  should  be  noted 
the  number  of  such  hearings  and  meetings  has  increased 
greatly  this  year. 

ALBANY  OPERATIONS 

This  year,  as  in  past  years,  our  Society  has  been  repre- 
sented in  Albany  by  our  director  of  Governmental  Rela- 
tions and  Legislative  Counsel.  Our  views  are  communi- 
cated to  the  Legislature  through  personal  contacts  with  the 
lawmakers  and  their  staffs,  and  through  written  materials 
prepared  in  Albany.  The  director’s  telephone  answering 
service  is  in  operation  at  the  Capitol  again  this  year.  This 
mechanism  is  a valuable  communications  tool  since  the 
work  requires  that  our  representatives  be  constantly  on  the 
go  in  order  to  convey  our  views  to  as  many  legislators  as 
possible. 

HEADQUARTERS  ACTIVITIES 
Each  year  thousands  of  bills  are  introduced  in  the  State 
Legislature,  many  of  which  relate  to  health  care  and  the 
practice  of  medicine.  Files  on  all  such  health  bills  are 
maintained  and  updated  by  the  division  staff.  Under  the 
supervision  of  the  director,  the  following  are  some  of  the 


principal  accomplishments  of  the  division  since  Novem- 
ber: 

During  the  early  weeks  of  the  1977  session,  the  Legisla- 
tion Action  Bulletin  (LAB)  was  utilized  on  several  occa- 
sions to  follow  up  on  President  Collins’  malpractice  co- 
sponsor campaign,  to  disseminate  memoranda  on  our 
malpractice  legislative  program  and  other  program  bills, 
and  to  alert  the  county  societies  regarding  pending  legis- 
lation on  no-fault  automobile  insurance  and  generic  drug 
substitution.  The  LAB  bulletins  are  sent  by  the  director 
to  county  medical  society  legislation  chairmen  and  our 
panel  of  liaison  physicians.  They  contain  copies  of  position 
statements  prepared  by  our  legislative  counsel  which  assist 
the  local  people  in  their  legislative  activities.  Copies  are 
also  sent  to  the  county  medical  society  presidents,  secre- 
taries, and  executives,  as  well  as  to  officers  of  the  MSSNY 
Auxiliary  for  their  information  and  support. 

Over  the  signature  of  our  executive  vice-president, 
memoranda  are  mailed  directly  to  all  members  of  the  State 
Legislature.  Each  memorandum  serves  as  a transmittal 
letter  for  position  statements  on  a variety  of  important 
health  bills  which  are  pending  at  the  time  of  mailing. 

When  time  is  a vital  factor,  mailgrams  are  sent  and 
special  memoranda  are  circulated  personally  by  our  di- 
rector and  legislative  counsel  to  the  lawmakers.  Certain 
county  medical  societies  whose  assemblymen  or  senators 
are  on  key  committees  are  contacted  by  telephone  and 
asked  to  call  or  telegraph  their  representatives  regarding 
important  legislation.  This  cooperative  effort  between  the 
State  and  local  organizations  has  proven  to  be  very  effec- 
tive. 

At  the  close  of  the  1977  session,  the  director  and  his  staff 
plan  to  prepare  a concise  report  entitled  “1977  Health 
Legislation.”  This  brochure  is  a review  of  the  major  health 
bills  considered  by  the  Legislature  in  1977  giving  the  final 
disposition  of  each.  Copies  are  distributed  to:  county 
medical  society  presidents,  secretaries,  executive  secreta- 
ries, and  legislation  chairmen;  officers  of  MSSNY’s  Aux- 
iliary; the  Council;  the  Board  of  Trustees;  MSSNY  division 
heads  and  regional  representatives;  executive  secretaries 
of  state  medical  societies  throughout  the  country;  and  the 
AMA. 

LEGISLATIVE  COUNSEL 

The  work  of  the  State  Medical  Society  in  Albany  is  the 
product  of  a combined  effort  by  our  division  and  our  leg- 
islative counsel,  the  law  firm  of  DeGraff,  Foy,  Conway  and 
Holt-Harris.  We  have  been  ably  represented  this  year  by 
three  members  of  the  firm:  John  E.  Holt-Harris,  Jr.,  Esq., 
Gerard  L.  Conway,  Esq.,  and  John  C.  Rice,  Esq. 

The  position  statements  which  express  the  views  of  our 
organization  on  important  health  legislation  are  drawn  up 
by  our  legislative  counsel.  The  statements  are  filed  with 
the  Governor,  the  leadership  in  both  chambers  of  the 
Legislature,  chairmen  and  members  of  committees  con- 
sidering health  bills,  the  sponsors  of  the  bills  and  the  other 
members  of  both  houses.  To  reinforce  these  written 
statements,  our  legislative  counsel  and  director  met  the 
lawmakers  personally  to  discuss  the  bills  in  more  detail. 
Our  legislative  counsel  has  also  worked  closely  with  our 
director  and  other  State  Society  representatives  on  gov- 
ernment regulatory  matters. 

LEGISLATION  INFORMATION  CENTER 

The  Legislation  Information  Center,  which  is  part  of  our 
Governmental  Relations  Division,  continues  to  supply 
valuable  information  to  individuals,  committees,  and  or- 
ganizations interested  in  State  and  Federal  legislation. 
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This  center,  which  plays  a vital  role  in  the  work  of  your 
committee,  has  up-to-date  files  on  all  the  important  health 
bills  on  both  State  and  Federal  levels.  Numerous  requests 
for  information  and  materials  are  received  each  week  by 
telephone  and  mail,  and  these  requests  are  answered 
promptly  and  efficiently  by  the  division  staff. 

The  center  also  received  and  processed  notices  of  public 
hearings.  Copies  of  the  notices  are  sent  to  key  State 
Medical  Society  representatives  so  they  can  take  appro- 
priate action.  As  the  situation  demands,  individual  phy- 
sicians who  are  expert  in  the  area  under  consideration  will 
be  contacted  and  assisted  in  the  preparation  of  their  pre- 
sentations. 

The  principal  purpose  of  the  center  is  to  help  individual 
physicians  and  county  medical  societies;  however,  infor- 
mation and  assistance  have  also  been  supplied  to  legisla- 
tors, administrative  officials,  hospitals,  allied  health  or- 
ganizations, and  other  state  and  county  medical  societies 
throughout  the  country. 

CAPITOL  NEWS 

Capitol  News,  the  weekly  legislative  newsletter  of  our 
Society,  is  published  in  Albany  during  each  week  that  the 
legislature  is  in  session.  Two  additional  issues,  which 
highlight  the  results  of  the  session  and  the  Governor’s 
signing  period,  are  also  distributed  following  adjournment. 
Capitol  News  has  received  a great  deal  of  attention  from 
both  physicians  and  laymen,  and  the  number  of  requests 
for  mailings  grows  each  year.  Our  State  Medical  Society 
is  fortunate  in  having  William  W.  Tyler,  a former  Associ- 
ated Press  correspondent  in  the  Capitol,  to  write  and  edit 
the  copy  for  publication.  Mr.  Tyler  works  closely  with  o(rr 
director  and  supervises  the  preparation  and  content  of  the 
Capitol  News.  To  date,  eighteen  issues  have  been  pub- 
lished. 

PANEL  OF  LIAISON  PHYSICIANS 

Your  committee  has  continued  to  work  with  the  panel 
of  liaison  physicians.  This  group  is  composed  of  physicians 
recommended  by  their  county  medical  societies  who  are 
interested  in  legislation  and  personally  acquainted  with 
members  of  the  State  Legislature.  As  mentioned  above, 
the  panel  members  keep  informed  about  legislative  ac- 
tivities through  LAB  mailings  sent  by  our  director.  The 
LAB  material  includes  MSSNY  position  statements  which 
supply  the  panel  members  with  information  to  use  in  their 
contacts  with  the  legislators.  Your  chairman  wishes  to 
emphasize  the  importance  of  active  participation  by  panel 
members  and  county  medical  societies  in  contacting  our 
lawmakers.  The  views  of  physicians  at  the  local  level  are 
most  significant  because  they  come  directly  from  the 
electors  and  constituents  of  the  legislators.  Therefore, 
while  we  appreciate  the  efforts  of  the  panel  members  and 
our  local  societies,  your  committee  wishes  to  urge  their 
continued  and  active  support  of  our  State  Society’s  legis- 
lative endeavors. 

MSSNY  COMMITTEES 

Continuing  a practice  started  several  years  ago,  your 
chairman  invited  the  chairmen  of  our  various  State  Med- 
ical Society  committees  to  submit  their  suggestions  re- 
garding the  initiation  of  bills  by  MSSNY,  as  well  as  their 
views  on  other  bills  which  might  come  before  the  State 
Legislature.  'Phis  was  part  of  our  continuing  campaign 
over  the  years  to  develop  a program  of  State  Legislation 
which  will  be  responsive  to  all  the  varied  concerns  of  or- 
ganized medicine  in  this  State.  The  response  to  our  me- 
morandum has  been  improving.  While  a number  of 


chairmen  answered  our  memorandum,  many  did  not  re- 
spond. There  is  room  for  more  improvement  in  this  area. 
Your  chairman  strongly  urges  all  committee  chairmen  of 
MSSNY  to  cooperate  in  our  State  Medical  Society’s  leg- 
islative endeavors  by  submitting  to  this  committee  any 
suggestions  they  may  have  concerning  State  legislation  at 
anytime. 

NEW  YORK  STATE  ASSOCIATION 
OF  THE  PROFESSIONS 

Through  our  director,  your  committee  worked  closely 
with  the  New  York  State  Association  of  the  Professions  on 
various  legislative  matters  of  common  interest.  Our  State 
Medical  Society  is  an  active  member  of  the  association  and 
as  a result,  we  were  able  to  gain  NYSAP  support  of  our 
program  bills.  NYSAP  also  joined  our  efforts  in  support 
or  opposition  to  certain  measures  before  the  Legislature 
which  were  initiated  by  other  sources. 
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Respectfully  submitted, 
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PROFESSIONAL  STANDARDS  REVIEW  ORGA- 
NIZATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Pro- 
fessional Standards  Review  Organizations: 


Charles  N.  Aswad,  M.D.,  Chairman  Broome 

Irwin  Felsen,  M.D Allegany 

Donald  Raines,  M.D Monroe 

John  T.  Prior,  M.D Onondaga 

Neville  W.  Harper,  M.D Oneida 

Donald  A.  Richter,  M.D Franklin 

Gerald  Haines,  M.D Schenectady 

G.  Rehmi  Denton,  M.D Albany 

Allen  D.  Levine,  M.D Orange 

Daniel  A.  Sherber,  M.D Westchester 

Howard  B.  Goldstein,  M.D Rockland 

Roger  W.  Steinhardt,  M.D New  York 

William  A.  Schwarz,  M.D Richmond 

Joseph  R.  Brennan,  M.D Kings 

Morton  Kurtz,  M.D Queens 

Joseph  F.  Chiaramonte,  M.D Nassau 

Michael  A.  Walsh,  M.D Bronx 

Thomas  M.  Gellert,  M.D Suffolk 


Since  the  last  annual  meeting  of  the  Medical  Society  of 
the  State  of  New  York  in  November  1976,  the  State  Sup- 
port Center  and  the  PSRO  organizations  within  New  York 
State  have  continued  to  make  significant  progress.  At 
convention  time,  12  of  the  17  designated  PSRO  areas  in 
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New  York  State  had  achieved  conditional  status.  That  is 
they  had  begun  to  do  hospital  review,  data  collection,  and 
some  medical  care  evaluation  studies.  Of  the  remaining 
five  PSRO  areas  in  New  York,  Area  14  Queens  County 
PSRO  obtained  its  conditional  status  in  February  1977. 
Area  6 Professional  Services  Review  Organization  in 
Schenectady,  Area  7 PSRO  of  Eastern  New  York,  Inc.,  in 
Albany,  and  Area  8 Medical  Professional  Standards  Review 
Corporation,  the  mid- Hudson  area,  all  submitted  requests 
for  planning  status  and  were  funded  during  the  month  of 
February  1977.  What  remains  is  the  Suffolk  County 
PSRO  which  has  submitted  a request  for  planning  funds 
in  April.  It  should  be  noted  that  the  Statewide  Support 
Center  provided  technical  assistance  to  all  the  unfunded 
areas,  assisting  them  in  developing  a planning  proposal. 

The  New  York  State  PSR  Council  held  its  first  organi- 
zational meeting  during  January  1977.  In  accordance  with 
Federal  regulations,  two  representatives  were  designated 
by  the  State  Medical  Society  and  appointed  by  the  Sec- 
retary of  Health,  Education,  and  Welfare.  Charles  N. 
Aswad,  M.D.,  and  Richard  D.  Eberle,  M.D.,  are  MSSNY 
representatives  to  the  PSR  Council.  In  addition,  there  are 
two  representatives  designated  by  the  Hospital  Association 
of  New  York,  four  representatives  appointed  by  the  Gov- 
ernor, and  one  representative  from  each  conditional  PSRO. 
Howard  B.  Goldstein,  M.D.,  representing  the  Area  9 
Rockland  County  PSRO,  was  chosen  as  temporary  chair- 
man. 

Another  integral  part  of  the  PSRO  program  is  the  New 
York  State  Study  for  Uniform  Hospital  Data  System  which 
was  Federally  funded  to  develop  a single  data  collection 
agency  in  New  York  State  for  our  health  services.  The 
State  Support  Center  staff  continues  to  participate  actively 
in  this  program  through  Dr.  Aswad,  who  is  an  officer  and 
a member  of  the  Executive  Committee  of  this  organization 
and  the  director  of  our  PSRO  Division,  Mr.  Morton  N. 
Chalef. 

Almost  50%  of  the  physicians  in  the  12  conditional  PSRO 
areas  are  PSRO  members — 20,554  out  of  42,398  physicians. 
Of  the  242  hospitals  in  these  conditional  PSRO  areas,  as 
of  October  1976,  80  are  doing  review  functions  and  227  are 
expected  to  be  under  review  sometime  during  1977.  In 


these  hospitals  there  are  2,100,000  admissions  of  which 
920,000  are  Federal  patients  under  “Titles  V,  XVIII,  or 
XIX.”  Of  these,  92,000  were  reviewed  during  1976.  It  is 
expected  that  664,000  would  be  reviewed  during  the  year 
1977. 

The  highlight  of  the  PSRO  exhibit  at  the  MSSNY 
Convention  was  the  preliminary  showing  of  segments  of 
the  latest  videotape  series.  This  was  extremely  successful; 
more  than  400  convention  goers  visited  our  booth  and  the 
PSRO  staff  was  able  to  supply  answers  to  the  large  volume 
of  inquiries.  In  addition  the  Support  Center  presented  a 
scientific  program  entitled,  “Past,  Present,  and  Future  of 
PSRO.”  The  program  was  moderated  by  Morton  Kurtz, 
M.D.  The  speakers  were  Charles  N.  Aswad,  M.D.,  Stanley 
I.  Fishman,  M.D.,  and,  speaking  on  the  future  of  PSROs, 
was  Henry  Simmons,  M.D.,  former  Deputy  Assistant 
Secretary  of  Health. 

The  Support  Center  staff  continues  to  be  involved  with 
the  PSRO  in  the  principle  problems  which  have  developed 
between  the  PSROs  and  the  State  of  New  York.  They 
have  met  with  State  officials  concerning  the  problems  of 
the  PSROs’  doing  binding  Title  XIX  review  and  with  the 
State  Health  Department  and  the  Board  of  Regents  con- 
cerning the  problems  of  medical  practice  in  the  shared 
health  facilities. 

The  videotape  series  produced  by  the  Support  Center 
entitled,  “Health  Resources  Allocation  through  Utilization 
Review  in  the  Acute  Care  Hospital,”  which  was  previewed 
at  the  MSSNY  Convention,  was  ready  for  distribution  this 
Spring.  This  series  concerns  important  aspects  of  the 
PSRO  program  as  it  relates  to  the  delivery  of  health 
care. 

In  addition  to  the  regularly  scheduled  monthly  Support 
Center  meetings  and  the  involvement  with  the  State 
Health  officials,  the  Support  Center  staff  has  attended 
many  significant  meetings  involving  the  PSRO  including 
the  National  Council  meeting,  various  regional  meetings, 
seminars,  and  a large  number  of  local  meetings. 

Respectfully  submitted, 

Charles  N.  Aswad  M.D.,  Chairman 
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MEDICAL  SERVICES 


HEALTH  SYSTEMS  AGENCY  COORDINATING 
COMMITTEE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  the  report  of  the  Health  Systems 
Agency  Coordinating  Committee: 

The  committee  members  are  as  follows: 


Leonard  S.  Weiss,  M.D.,  Chairman  Orange 

Gerald  J.  E.  Ansell,  M.D Broome 

Kenneth  H.  Eckhert,  M.D Erie 

Samuel  M.  Gelfand,  M.D Nassau 

John  C.  Herrman,  M.D Lewis 

David  L.  Koch,  M.D Seneca 

Morton  Kurtz,  M.D Queens 

Thomas  D.  Pemrick,  M.D Rensselaer 

Charles  Weller,  M.D Westchester 


Since  its  last  report  to  the  House  of  Delegates,  the 
committee  met  once  on  April  20,  1977.  Reported  below 
are  the  major  matters  dealt  with.  Mr.  Thomas  H.  Cran- 
shaw,  Executive  Director  of  the  Nassau-Suffolk  Health 
Systems  Agency,  Inc.,  and  Chairperson,  NYS-HSA  Exec- 
utive Conference  was  invited  and  attended  this  meeting. 

< 

Resolution  127  (AMA  Annual,  1976).  Establishment 
of  National  Health  Systems  Agency  Coordinating 
Committees.  Pursuant  to  the  recommendation  of  this 
committee  the  MSSNY  Delegates  introduced  a resolution 
to  effect  the  above  at  the  June  1976  AMA  meeting.  The 
House  referred  the  resolution  to  the  Board  of  Trustees  for 
study  as  to  the  feasibility  and  the  desirability  at  this  time 
of  establishing  a National  Health  Systems  Agency  Coor- 
dinating Committee  and  instituting  other  actions  re- 
quested in  the  resolution. 

Resolution  128  (AMA  Annual,  1976).  Definition  of 
terms  “Provider” and  “Consumer.”  This  resolution  was 
also  introduced  at  the  AMA  June  1976  meeting  to  imple- 
ment the  recommendation  by  this  committee,  approved 
by  the  MSSNY  Council.  It  too  was  referred  to  the  AMA 
Board  of  Trustees  for  appropriate  action. 

Alternate  Delegates  on  HSA  Units.  This  subject 
matter  was  discussed  at  the  September  29  meeting  of  the 
above  committee.  The  following  motion  was  passed  and 
referred  to  the  Council. 

It  was  moved,  seconded,  and  unanimously  passed 
that  the  MSSNY  take  the  necessary  steps  to  provide 
for  an  alternate  delegate  on  HSA  bodies  at  all  levels, 
this  delegate  to  serve  in  the  absence  of  the  designated 
member  with  the  right  to  vote,  and  to  receive  regularly 
all  agency  material  so  as  to  remain  knowledgeable  of 
the  proceedings. 

The  Council  at  its  meeting  in  February  1977  amended 
the  motion  to  insert  after  the  word  “on  HSA  bodies” 
“subject  to  Federal  legislation.  ” The  Council  approved 
the  amended  motion. 

A copy  of  HSA  area  3 Bylaws,  which  specifically  provide 
for  an  alternate  when  the  principal  member  is  not  available 
to  attend  meetings,  was  submitted.  Dr.  Herrman  stated 
that  on  a number  of  occasions  the  alternates,  physicians 
as  well  as  others,  who  had  received  all  information  relevant 
to  the  subject  of  the  meetings  were  able  to  attend  and 
participate  in  the  meetings  intelligently,  so  that  repre- 


sentation of  the  particular  principal  member  was  not 
lost. 

The  committee  voted  to  distribute  a copy  of  the  Bylaws 
to  all  HSAs  with  a covering  letter  requesting  that  the  en- 
actment of  similar  provisions  be  considered  by  the  indi- 
vidual executive  committees. 

Mr.  Cranshaw  was  requested  to  disseminate  this  infor- 
mation and  to  seek  the  support  of  the  members  of  the  Ex- 
ecutive Conference. 

Alternate  Committee  Members.  The  same  difficul- 
ties apply  to  physicians  attending  meetings  of  this  com- 
mittee as  were  commented  upon  in  seeking  alternate 
members  for  the  HSA  bodies.  It  was  noted  that  every  ef- 
fort is  made  to  give  four  weeks  prior  notice  of  all  MSSNY 
meetings.  It  was  suggested,  however,  that  emergencies  and 
last  minute  demands  on  a physician  are  not  infrequent. 

The  committee  voted  to  approve  a motion  that  an  al- 
ternate be  named  for  each  member  of  the  HSA  Coordi- 
nating Committee.  This  alternate  to  be  kept  fully  in- 
formed of  all  notices  of  the  committee,  and  to  serve  with 
the  right  to  vote  whenever  the  appointed  member  is  unable 
to  attend  a meeting  of  the  committee.  This  was  referred 
for  Council  action. 

MSSNY  Representation  on  the  NYS  Health  Coor- 
dinating Council.  As  the  organization  representing  the 
great  majority  of  the  practicing  physicians  in  the  State,  and 
thus  most  knowledgeable  concerning  the  health  problems 
of  its  citizens,  as  well  as  being  in  a position  to  best  coordi- 
nate the  activities  required  for  an  optimum  health  pro- 
gram, it  is  incongruous  that  the  MSSNY  not  have  a voice 
in  the  HSA  Health  Coordinating  Council. 

The  Coordinating  Council  is  now  in  the  process  of  being 
constituted  and  unless  some  action  is  taken  immediately, 
it  is  likely  that  organized  medicine  on  a Statewide  basis, 
as  represented  by  the  MSSNY,  will  have  no  direct  input 
into  the  NYS  Health  Coordinating  Council  that  will  have 
tremendous  impact  on  the  practice  of  medicine  and  the 
health  care  of  the  public.  Since  there  has  been  no  request 
from  the  NYS  Health  Coordinating  Council  to  MSSNY, 
the  committee  recommends  that  MSSNY  take  positive 
action  and  make  a direct  request  for  such  representation. 
This  Society,  as  a representative  of  the  great  majority  of 
practicing  physicians  in  New  York  State,  (with  the  au- 
thority to  speak  for  physicians  in  the  State  as  a whole) 
should  have  a designated  position  on  the  NYS  Health 
Coordinating  Council.  This  committee  also  respectfully 
recommends  that  if  MSSNY  succeeds  in  its  request,  due 
consideration  be  given  to  having  the  chairman  of  this 
committee  as  the  MSSNY  representative  on  the  NYS 
Health  Coordinating  Council  since  he  is  one  who  is  most 
knowledgeable  of  the  HSA  problems  and  positions  in  all 
the  eight  areas  of  the  State  and  is  not  limited  to  situations 
that  pertain  in  only  one  local  area. 

The  committee  recommended  to  the  Council  that 
MSSNY  request,  through  appropriate  communications  to 
Governor  Carey,  Kevin  Cahill,  M.D.,  and  Arthur  Webb 
(Executive  Director),  that  a representative  of  the  MSSNY 
be  appointed  as  a member  of  the  NYS  Health  Coordinating 
Council  and  that  a copy  of  this  request  be  forwarded  to  the 
Department  of  Health,  Education,  and  Welfare.  The 
Council  approved  and  implemented  this  motion. 
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Report  on  HSA  Session  11/10/76.  A special  session 
devoted  to  the  subject  of  Health  Systems  Agencies  was  held 
during  the  annual  meeting  of  the  MSSNY.  The  division 
director  reported  to  the  committee  on  that  meeting,  noting 
that  the  interest  physicians  have  in  this  subject  was  evi- 
denced by  the  standing  room  only  attendance,  the  vigor 
marking  the  exchange  of  views,  and  the  probing  questions 
addressed  to  the  panel  members.  It  was  obvious  that  al- 
most all  physicians  present  felt  that  greater  involvement 
by  the  medical  profession  in  the  political  process  was  es- 
sential if  physicians  are  to  have  any  effective  input  into 
programs  which  will  have  a marked  impact  on  the  health 
care  of  the  public,  both  as  to  accessibility  and  quality,  and 
the  practice  of  medicine. 

Of  particular  interest  was  the  exchange  between  physi- 
cians from  HSA  VII  (New  York  City)  and  the  executive 
director  of  that  area.  Criticism  was  voiced  at  the  inade- 
quate representation  of  practicing  physicians  on  the  Ex- 
ecutive Committee  (one),  and  the  failure  to  keep  an  implied 
promise  by  the  previous  director  to  increase  the  repre- 
sentation to  at  least  two  and  possibly  three.  The  failure 
of  the  executive  director  to  consult  with  his  Board,  let  alone 
other  interested  groups,  was  pointed  up  by  the  press  release 
proposing  the  closing  of  30  hospitals  in  Area  VII.  The 
highhanded  manner  in  which  this  information  was  dis- 
seminated without  any  forewarning  caused  the  named 
hospitals  considerable  difficulties  and  inconvenience. 

There  was  a general  impression  from  the  physicians  at- 
tending that  the  profession  was  hearing  of  decisions  after 
they  were  reached  rather  than  being  afforded  an  oppor- 
tunity to  voice  opinions  that  might  affect  decisions  before 
they  are  concluded. 

Cost  Containment  Committee.  The  chairman  of  this 
committee  feels  that  the  medical  profession  must  recognize 
that  the  thrust  of  the  HSA  and  similar  programs  is  to 
control  the  increasing  costs  of  health  care,  that  this  is  a 
topic  of  paramount  concern  to  legislative  bodies  and  the 
media,  and  that  it  behooves  us  rather  than  to  react  nega- 
tively to  proposals  we  disagree  with,  to  offer  positive  ideas 
to  assure  that  the  maximum  benefit  is  obtained  from  the 
health  dollar  expended.  Most  of  what  has  so  far  been 
proposed  by  HSA  bodies  is  general  in  nature  and  has  not 
really  addressed  itself  to  specifics.  The  medical  profession 
possesses  the  knowledge  and  expertise  to  develop  and 
present  tangible,  hard  fact  proposals  to  assure  the  main- 
tenance of  high  quality  care  that  could  still  lead  to  de- 
creased health  expenditures,  and  we  should  develop  such 
initiatives  both  on  local  and  Statewide  levels.  As  examples 
were  cited  the  development  of  ambulatory  surgical  units, 
and  family  planning  units  in  rural  hospitals. 

It  is  noted  that  other  MSSNY  committees  are  also  in- 
volved with  the  subject  of  cost  containment,  namely  the 
Socioeconomics  Committee,  the  PSRO  Committee.'and  the 
Hospital  and  Professional  Relations  Committee,  and  in- 
terrelationships with  these  committees  will  have  to  be  es- 
tablished. It  was  suggested  that  an  advisory  committee 
be  established  with  representatives  of  the  other  involved 
committees  to  accumulate  and  disseminate  appropriate 
material  and  recommendations. 

The  committee  decided  unanimously  that  the  members 
of  this  committee  should  take  the  matter  under  advisement 
and  be  prepared  at  the  next  meeting  to  present  specific 
suggestions  on  cost  containment  that  would  be  applicable 
within  their  HSA  areas. 

Status  Report  of  HSA  Areas.  The  committee  mem- 
bers were  requested  to  submit,  when  they  are  unable  to 


attend  a meeting,  a written  report,  summarizing  activities 
within  that  individual’s  HSA  for  dissemination  to  the 
committee  as  a whole. 

HSA  3.  Has  excellent  balance  between  physicians  and 
consumers.  Those  selected  to  serve  on  the  various  com- 
mittees are  considered  well  qualified.  Many  of  the  phy- 
sicians in  the  area  are  still  uninformed  on  the  functions  and 
powers  of  the  HSA.  Although  there  are  dissident  groups, 
in  general  affairs  are  running  well. 

HSA  5.  Is  in  the  process  of  closing  down  some  obstet- 
rical and  pediatric  services.  In  one  instance  this  would 
place  the  next  closest  hospital  30  miles  away.  Also  re- 
classifying hospitals  into  categories  1,  2,  and  3,  with  phy- 
sician dissatisfaction  resulting.  The  need  is  felt  for  the 
development  of  data  and  a core  of  informed  physicians  to 
refute  some  of  the  arguments  presented  in  support  of 
contesting  decisions  to  which  physicians  take  exception. 

HSA  7.  Extremely  difficult  to  obtain  any  information 
in  this  area,  it’s  run  as  a closed  private  club. 

HSA  8 Decisions  seem  to  be  made  in  response  to  po- 
litical winds  rather  than  to  objective  considerations.  A 
decision  by  the  HSA  to  limit  the  number  of  OB  beds  in  an 
institution  was  reversed  because  of  such  pressure.  An 
HMO  was  approved  because  it  was  stated  to  be  educational 
in  purpose,  but  would  function  on  a five-day  basis  leaving 
its  subscribers  to  fend  for  themselves.  The  material  to  be 
discussed  at  HSA  meetings  is  received  so  late  that  there  is 
insufficient  time  to  review  it  and  prepare  thoughtout  ma- 
terial. 

The  Effect  of  Merging  of  Departments  and  Closing 
of  Hospitals  on  Physicians.  The  committee  is  concerned 
about  the  fact  that  physicians  may  be  deprived  of  necessary 
facilities  for  the  proper  care  of  their  patients  because  of  the 
closing  of  departments  or  hospitals,  and  noted  that 
MSSNY  has  already  taken  a position  that  when  this  occurs, 
adequate  arrangements  be  made  for  privileges  in  other 
hospitals  for  qualified  physicians.  It  was  felt  that  such 
problems  are  best  dealt  with  on  a local  basis.  It  was  pro- 
posed however,  that  MSSNY,  when  requested,  offer  its 
services  to  mediate  problems  of  this  nature.  The  com- 
mittee was  informed  that  MSSNY  has  already  done  so,  and 
has  authorized  its  Hospital  and  Professional  Relations 
Committee  to  respond  to  such  requests. 

Deep  concern  was  expressed  that  with  the  goal  of  cutting 
down  expenditures  for  health  care,  indiscriminate  and 
ill-conceived  steps  will  be  taken  without  due  regard  for  the 
maintenance  of  the  highest  quality  of  medical  care.  Rigid 
rules,  on  a State  or  HSA  level,  may  well  disregard  peculiar 
local  conditions  that  warrant  exception  to  the  rules,  and 
adequate  provision  to  take  such  situations  into  account 
should  be  enacted. 

The  committee  had  discussed  the  desirability  of  ade- 
quately communicating  the  activities  of  this  committee, 
not  only  through  the  media  of  MSSNY  publications,  but 
also  through  the  local  county  medical  societies.  Copies  of 
minutes  are  made  available  to  each  county  medical  society 
through  the  minutes  of  the  MSSNY  Council  and  there 
must  be  a reasonable  control  of  the  amount  of  material  that 
can  be  distributed  and  be  productive.  It  was  expected  that 
members  of  the  committee  would  take  the  necessary 
measures  to  keep  the  county  medical  societies  in  their  area 
and  the  physicians  directly  involved  with  HSA  activities, 
informed  of  what  transpires  within  this  committee.  In 
turn  it  is  expected  that  similar  information  will  be  con- 
veyed from  within  the  HSA  areas  to  MSSNY  through  this 
committee. 
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Acknowledgments.  The  chairman  would  like  to  ex- 
tend his  personal  t hanks  to  the  members  of  the  committee 
who  have  given  so  freely  of  their  time  and  efforts  this  past 
year,  to  Max  N.  Howard,  M.D.,  Director  of  the  Division  of 
Medical  Services,  for  his  untiring  efforts  on  behalf  of  the 
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Respectfully  submitted, 

Leonard  S.  Weiss,  M.D.,  Chairman 


INTERSPECIALTY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Interspecialty  Committee  are  as 


follows: 

Samuel  H.  Madell,  M.D.,  Chairman  New  York 

Herbert  Lansky,  M.D.,  Vice-Chairman  Erie 

Harold  E.  Berson,  M.D Kings 

Kenneth  H.  Brookler,  M.D New  York 

Stephen  Burstein,  M.D Nassau 

Henry  Fleck,  M.D Bronx 

Irwin  Gribetz,  M.D New  York 

Donald  W.  Hall,  M.D Erie 

Norman  B.  Kanof.  M.D New/York 

Robert  Kohn,  M.D Erie 

Norman  R.  Loomis,  M.D Wayne 

Theodore  C.  Max,  M.D Oneida 

Andrew  J.  McGowan,  Jr.,  M.D New  York 

Robert  Mickatavage,  M.D Westchester 

Howard  B.  Rasi,  M.D Kings 

William  J.  Rogers,  III,  M.D Erie 

Edward  C.  Sinnott,  M.D Nassau 


Two  meetings  have  been  held  during  the  period  cov- 
ered by  this  report. 

Resolution  76-17,  Hospital  Privileges  of  Nonphysi- 
cian Providers  of  Health  Services 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  every  patient  admitted  to  a duly 
accredited  hospital  must  be  under  the  primary  desig- 
nated responsibility  and  continued  care  of  a physician 
who  is  qualified  by  training,  experience  and  demon- 
strated continuing  competence;  and  be  it  further 
Resolved,  That  these  adopted  policies  be  made 
known  to  the  Joint  Commission  on  Accreditation  for 
consideration  and  implementation;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  the  New  York  Delegation  to  the 
American  Medical  Association  to  introduce  a similar 
resolution  at  the  December  1976  meeting  of  the  House 
of  Delegates  in  Philadelphia. 

The  AMA  House  of  Delegates  referred  the  resolu- 
tion to  the  AMA  Board  of  Trustees  to  be  taken  up  at 
their  June  meeting  in  San  Francisco. 

Resolution  76-43,  Right  of  Medical  Specialists  to 
Interpret  the  X-rays  Particular  to  his  Field  of  Prac- 
tice as  an  X-ray  Specialist 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s 
Compensation  Board  to  amend  the  Minimum  Fee 
Schedule  so  as  to  provide  that  fees  for  a specialist  in 
any  field  interpreting  radiographs  in  his  field  be  equal 


to  that  paid  to  radiologists  interpreting  similar  radio- 
graphs. 

The  committee  observed  that  this  resolution  confines 
itself  to  the  payment  for  interpretation  only  without  any 
reference  as  to  who  performed  the  technical  process  of 
taking  the  x-rays,  and  that  if  the  x-rays  were  taken  by  a 
radiologist  or  a hospital  then  this  resolution  would  institute 
and  approve  double  billing  for  the  same  service.  It  was 
noted  that  a physician  who  refers  a patient  for  x-rays  is 
expected  to  receive  and  review  the  films  as  an  integral  part 
of  his  evaluation  of  the  patient,  in  addition  to  reading  the 
roentgenologist’s  report,  customarily  without  any  addi- 
tional fee  being  levied. 

The  comment  in  the  second  whereas  that  “the  skill  of  a 
specialist . . . interpreting  radiographs  in  his  field  is  at  least 
the  equivalent  or  better  than  that  of  a general  radiologist” 
was  considered  pejorative  by  the  committee. 

It  was  unanimously  moved  that  resolution  76-43  be 
disapproved,  and  this  action  was  taken  by  the  Council. 

Resolution  76-54,  Coverage  of  Non-Functional 
Congenital  Defects  Under  Accident  and  Health 
Policies  Issued  in  New  York  State 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Superintendent  of  Insurance  to 
delete  the  word  “functional”  from  Section  52.16(c)  (5), 
' so  that  it  will  include  reconstructive  surgery  to  correct 
such  non-functional  deformities  as  a congenitally  ab- 
sent nose  or  ear  or  the  nose  lip  and  dishface  deformi- 
ties of  a child  born  with  a cleft  lip  and/or  palate. 

It  was  reported  that  the  subject  of  this  resolution  was 
discussed  with  the  New  Y ork  State  Superintendent  of  In- 
surance at  a meeting  in  November  1976,  challenging  his 
Department’s  interpretation  that  the  correction  of  such 
congenital  defects  as  noted  in  the  resolution  were  cosmetic 
procedures  and  therefore  not  covered  by  health  insurance 
plans.  After  discussion,  the  Superintendent  was  inclined 
to  agree  with  our  opinion  that  the  correction  of  such  defects 
was  material  to  the  wellbeing  of  a child  and  should  be 
considered  as  a functional  repair,  and  he  would  explore  this 
with  the  Department  of  Health  on  whose  advice  his  original 
ruling  had  been  based.  The  Society  of  Plastic  Surgeons 
was  informed  of  this  and  has  forwarded  appropriate  sup- 
porting communications  to  the  Superintendent  of  Insur- 
ance and  the  Commissioner  of  Health. 

Coverage  of  Cosmetic  Surgery  of  Health  Insurance. 
Action  on  the  resolution  introduced  by  the  Medical  Society 
of  the  County  of  New  York  asking  MSSNY  to  request  the 
New  York  State  Superintendent  of  Insurance  to  suspend 
implementation  of  his  regulation  of  August  1,  1975  that 
“surgery  resulting  from  trauma  or  malignancy  should  not 
be  considered  cosmetic  surgery”  had  been  deferred  for  an 
opinion  from  the  New  York  State  Society  of  Plastic  Sur- 
geons. Dr.  Howard  Rasi  reported  that  the  Board  of  Di- 
rectors of  that  society  had  confirmed  that  reconstructive 
surgery  after  any  type  of  surgery  for  malignancy  is  war- 
ranted if  the  physician  so  decides,  and  if  the  patient  desires 
it,  including  mammoplasty  after  mastectomy,  and  rec- 
ommended that  MSSNY  not  support  the  resolution  of  the 
Medical  Society  of  the  County  of  New  York. 

It  was  unanimously  voted  to  recommend  to  the  Council 
that  MSSNY  not  support  this  resolution,  but  to  confirm 
its  support  of  the  regulation  of  the  Superintendent  of  In- 
surance effective  August  1,  1975.  The  Council  approved 
this  recommendation. 
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Functional  vs.  Cosmetic  Plastic  Surgery.  Difficul- 
ties have  been  experienced  in  trying  to  separate  by  defi- 
nition functional  plastic  surgery  and  cosmetic  plastic 
surgery.  Most  health  insurance  plans  cover  functional 
surgery  but  exclude  cosmetic  surgery. 

The  committee  voted  to  recommend  that  the  MSSNY 
Council  approve  the  definition  of  cosmetic  surgery  en- 
dorsed by  the  American  Society  of  Plastic  and  Recon- 
structive Surgeons  and  the  AMA  which  reads  “the  term 
cosmetic  surgery  shall  be  taken  to  mean  that  surgery  which 
is  done  to  revise  or  change  the  skin  texture,  configuration, 
or  relationship  with  other  contiguous  structures  of  any 
feature  of  the  human  form  which  would  be  considered  by 
the  average  prudent  observer  to  be  within  the  broad  range 
of  “normal”  and  acceptable  variations  for  age  and  ethnic 
origin;  and,  in  addition,  which  condition  is  judged  by 
competent  medical  opinion  to  be  without  potential  jeop- 
ardy to  physical  and  mental  health.  This  was  approved 
by  the  Council. 

Request  by  Family  Physicians  for  a Change  in 
Relativity  in  the  Workmen’s  Compensation  Schedule 
of  Medical  Fees;  Resolution  76-36,  Implementation  of 
House  of  Delegates  Resolutions  re  Family  Practice; 
Resolution  76-77,  Reaffirmation  of  Recognition  of 
Family  Practice  Specialty.  These  resolutions  were 
considered  together  by  the  reference  committee  at  the 
House  of  Delegates  in  November  1976  and  the  following 
substitute  resolution  was  approved: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reaffirm  its  recognition  of  the  Specialty  of 
Family  Practice  equivalent  to  all  other  recognized  spe- 
cialty societies;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  continue  its  efforts  to  have  all  groups  con- 
cerned with  the  practice  of  medicine  also  grant  such 
recognition. 

The  substitute  resolution  was  approved  by  the  House 
of  Delegates. 

The  Reference  Committee  also  recommended  and  the 
House  of  Delegates  approved  that  “the  American  Academy 
of  Family  Physicians  submit  its  request  for  the  changes  it 
seeks  in  the  section  on  Family  Physicians  in  the  present 
Workmen’s  Compensation  Medical  Fee  Schedule  to 
MSSNY  for  consideration,  and  that  the  Interspecialty 
Committee  evaluate  the  interrelationships  of  the  sought 
changes  on  the  same  basis  that  it  considers  interrelation- 
ships between  all  other  specialty  societies,  and  that  the 
request  by  the  American  Academy  of  Family  Physicians 
be  dealt  with  as  expeditiously  as  possible.” 

The  President  of  the  New  York  State  Academy  of 
Family  Physicians,  in  a letter  to  the  MSSNY  President 
dated  February  18,  1977,  requested  changes  in  the  rela- 
tivity of  the  fee  schedule  involving  family  physicians. 

The  chairman  questioned  whether  the  discussion  by  this 
committee  placed  its  members,  as  well  as  MSSNY,  in 
jeopardy  of  being  charged  by  the  Federal  Trade  Commis- 
sion or  the  Justice  Department  of  violating  the  anti-trust 
statutes.  Dr.  Howard  reviewed  the  decision  of  the 
MSSNY  Council  in  December  1975  to  discontinue  all  rel- 
ativity study  activities  pending  the  resolution  of  the  legal 
challenges  then  in  motion.  Subsequently,  responding  to 
the  necessity  to  obtain  and  utilize  basic  data  for  MSSNY 
to  engage  in  meaningful  negotiations,  as  required  by  New 
York  State  law,  in  revising  the  Workmen’s  Compensation 
Schedule  of  Medical  Fees,  which  is  based  on  a relativity 
scale,  the  Council  modified  its  position  to  permit  such  ac- 


tivities when  specifically  requested  by  governmental 
agencies.  Dr.  Howard  informed  the  committee  that  there 
had  been  verbal  communications  from  the  Workmen’s 
Compensation  Board  Counsel’s  office  that  MSSNY  would 
be  exempt  from  anti-trust  violation  by  virtue  of  the  New 
York  State  Workmen’s  Compensation  Law,  and  we  had 
had  a written  opinion  to  that  effect.  Upon  review  of  this 
opinion,  however,  there  was  still  some  question  whether 
it  is  directly  responsive  to  the  questions  raised. 

It  was  decided  to  seek  a written  opinion  from  the  chair- 
man of  the  Workmen’s  Compensation  Board  as  to  whether 
our  Society  and  its  component  groups  would  be  exempt 
from  charges  of  anti-trust  violation  if  it  engaged  in  dis- 
cussions and  negotiations  involving  the  utilization  of  a 
relative  value  scale  and  the  establishment  of  fees. 

It  was  also  decided  to  seek  an  opinion  from  the  Work- 
men’s Compensation  Board  Counsel  whether  surveys 
conducted  by  MSSNY  in  regard  to  relativity  and  fees  to 
permit  meaningful  negotiations  with  the  Workmen’s 
Compensation  Board  would  also  be  exempt  from  the 
charge  of  violating  the  anti-trust  statutes. 

On  March  1,  1977  these  questions  were  asked  of  Mr. 
Arthur  Cooperman,  Chairman  of  the  Workmen’s  Com- 
pensation Board,  and  his  response,  dated  March  3,  1977, 
cited  the  section  of  the  law  under  which  he  requests  that 
MSSNY  “submit  to  him  a report  on  the  amount  of  remu- 
neration your  Society  deems  to  be  fair  and  adequate  for  the 
types  of  medical  care  to  be  rendered  under  the  Workmen’s 
Compensation  Law,”  and  in  addition  requests  “the  basis 
for  such  computation  and  the  supporting  data  for  same.” 
Mr.  Cooperman’s  response  was  presented  to  the  Council 
at  its  meeting  on  March  28,  1977  and  accepted  as  sufficient 
for  MSSNY  and  its  committees  to  engage  in  such  activities 
that  would  permit  a meaningful  response  to  his  request. 

The  following  broad  guidelines  were  recommended  to 
the  Council  that: 

1.  Individuals  who  have  been  certified  by  the  Board 
of  Family  Practice  be  recognized  as  specialists,  and 
may  use  the  numbers  in  the  specialists’  section  of  the 
workmen’s  compensation  medical  fee  schedule; 

2.  Rules  and  regulations  will  apply  equally  to  all 
specialists; 

3.  All  services  rendered  by  physicians  will  be  identi- 
fied by  using  the  current  procedural  terminology,  and 
new  patients  will  be  identified  either  by — 

(a)  comprehensive  examination  or  evaluation 

(b)  intermediate  examination; 

4.  Subsequent  office  visits  will  be  identified  as — 

(a)  intermediate 

(b)  limited; 

5.  It  is  understood  that  if  an  insurance  company 
questions  the  level  of  service  rendered  in  any  of  the 
above  designations  it  may  request  a photocopy  of  the 
record  and  review  by  a committee  appointed  by  the  In- 
terspecialty Committee  which  will  utilize  the  expertise 
of  the  specialty  society  involved; 

be  adopted  and  the  appropriate  steps  taken  to  obtain  fa- 
vorable action  by  the  Workmen’s  Compensation  Board. 
This  was  referred  for  Council  action. 

A subcommittee  is  working  out  the  specific  terminology 
and  relativity  to  be  included  in  the  Workmen’s  Compen- 
sation Medical  Fee  Schedule.  The  final  recommendations 
will  be  submitted  to  the  Advisory  Committee. 

Limitation  of  Private  Practice  by  State  Employed 
Psychiatrists.  The  problem  created  by  the  Governor’s 
Executive  Order,  prohibiting  psychiatrists  employed  by 
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the  Department  of  Mental  Hygiene  who  earn  $30,000  or 
more  a year  from  treating  private  patients  on  their  own 
time  for  more  than  five  hours  a week,  was  discussed.  It  was 
recognized  that  one  intent  of  the  order  was  to  prevent  the 
infringement  of  private  practice  on  the  psychiatrist’s  ac- 
tivities during  his  State  employment  working  hours.  The 
paramount  basic  issue,  however,  is  whether  any  agency, 
governmental  or  other,  should  have  the  right  to  limit  or 
define  what  an  individual  may  do  on  his  own  time.  A legal 
challenge  to  the  Governor’s  order  has  been  instituted,  the 
present  status  of  which  was  not  known. 

The  committee  voted  to  recommend  that  MSSNY  en- 
dorse and  support  the  position  of  the  New  York  State 
Psychiatric  Society  that  physicians  employed  by  the  State 
or  any  other  party,  shall  fulfill  the  obligations  of  their 
contracts  but  not  be  subject  to  any  constraints  on  the  ac- 
tivities they  may  pursue  on  their  own  time.  The  Council 
approved  this  motion  and  appropriate  communications 
were  effected. 

Public  Disclosure  of  Outside  Income  by  Govern- 
ment Employees.  The  executive  order  that  all  New  York 
State  employees  must  disclose  the  amount  and  source  of 
all  their  income,  in  addition  to  their  State  salaries,  was 
discussed.  This  order  particularly  affects  psychiatrists 
employed  by  the  State.  This  order  has  been  challenged 
in  the  courts.  It  was  the  consensus  of  the  committee  that 
forced  disclosure  of  all  income  of  a physician  is  in  principle 
abhorrent.  The  order  was  designed  to  prevent  conflict  of 
interest  situations  involving  State  employees,  which  is  most 
unlikely  to  arise  in  the  case  of  physicians.  But  recognizing 
the  public  and  political  climate  of  the  day  it  was  ques- 
tionable whether  the  State  Society  should  be  an  active 
antagonist  in  this  matter. 

It  was  voted  to  refer  this  to  the  Council,  with  the  rec- 
ommendation that  our  general  counsel  be  requested  to 
review  the  matter  and  express  an  opinion  as  to  the  advis- 
ability of  contesting  the  order,  and  the  Council  did  so 
refer. 

Medicaid  Reimbursement  for  Hospitalized  Patients 
on  “Therapeutic  Leave.”  The  New  York  State  Psychi- 
atric Association,  its  representative  not  being  able  to  be 
present,  had  requested  that  the  committee  consider  sup- 
porting its  resolution  objecting  to  the  New  York  State 
Department  of  Health  ruling  that  no  payment  would  be 
made  for  those  days  when  a Medicaid  patient  is  on  “ther- 
apeutic leave”  and  not  physically  occupying  a bed. 

Therapeutic  leave  is  a comprehensive  part  of  treatment 
in  psychiatry,  a method  of  hastening  and  encouraging  the 
rehabilitation  of  patients  that  usually  results  in  a shortened 
overall  hospital  stay.  Medicaid’s  ruling  is  therefore  det- 
rimental to  the  care  of  such  patients.  It  was  determined 
that  Veterans  Administration  hospitals  are  reimbursed  for 
“therapeutic  leave”  days. 

The  Psychiatric  Association  resolution  reads: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Department  of  Health  to  pro- 
hibit the  disallowance  of  payment  for  “therapeutic 
leave”  of  hospitalized  psychiatric  patients  covered  by 
Medicaid. 

It  was  suggested  that  perhaps  the  hospital  should  be 
paid  a lesser  sum  for  those  days  when  a patient  does  not 
physically  occupy  a bed.  The  subject  was  tabled  for  dis- 
cussion when  a representative  of  the  Psychiatric  Associa- 
tion would  be  present  for  a more  thorough  exploration  of 
the  problem. 

Insurance  Coverage  of  the  Newborn.  The  MSSNY 


was  requested  to  endorse  the  New  York  State  Society  of 
Pediatricians’  position  that  all  health  insurance  coverage 
offered  in  New  York  State  be  mandated  to  include  coverage 
of  the  newborn.  This  has  been  the  position  of  MSSNY  for 
some  time,  and  the  committee  reaffirmed  this  position. 
Reaffirmation  was  also  voted  by  the  Council. 
Specialty  Societies'  Involvement  with  MSSNY 
Sections.  The  MSSNY  House  of  Delegates  in  November 
1976  took  final  action  on  Resolution  75-62  and  the  Bylaws 
were  modified  to  establish  a greater  involvement  by  the 
specialty  societies  with  their  respective  sections,  in  accor- 
dance with  the  desires  of  both  MSSNY  and  the  specialty 
societies. 

It  is  now  the  responsibility  of  the  specialty  societies  to 
nominate  the  officers  of  the  section  and  organize  the  sci- 
entific program  of  the  annual  meeting. 

Criteria  for  Specialty  Society  Representation  on  the 
Interspecialty  Committee.  The  relationship  between 
a specialty  society  and  its  component  sub-specialties  was 
explored  as  it  relates  to  membership  on  the  Interspecialty 
Committee.  This  matter  has  been  previously  considered 
on  several  occasions  without  any  firm  conclusion  reached 
whether  there  should  be  one  representative  from  an  inte- 
gral specialty  that  will  also  speak  for  and  represent  the 
sub-specialties  that  are  a part  of  the  whole.  There  was 
concern  that  if  all  sub-specialties  were  represented,  the 
'committee  would  become  so  large  as  to  become  unwieldly. 
In  regard  to  the  sections,  the  question  was  whether  each 
sub-specialty  should  have  a section,  which  would  entitle 
it  to  a delegate  in  the  House,  or  should  they  be  represented 
through  their  parent  section  and  its  delegate.  Distinction 
was  made  between  a section  vs.  a scientific  session;  sub- 
specialties could  conduct  scientific  sessions  without  actu- 
ally being  designated  as  a section.  The  members  of  the 
committee  were  requested  to  discuss  this  matter  with  their 
respective  Boards  and  present  their  society’s  decision. 

It  was  unanimously  passed  that  MSSNY  adopt  the  fol- 
lowing criteria  for  representation  of  a Society  on  the  In- 
terspecialty Committee: 

a.  The  Society  must  be  organized  on  a Statewide 
basis  with  a Board  of  Directors  that  meets  on  a regular 
basis. 

b.  There  must  be  a certification  Board  for  the  spe- 
cialty. 

c.  The  specialty  must  have  a section  in  the  MSSNY 
organization. 

d.  The  representative  on  the  Interspecialty  Com- 
mittee must  be  a member  of  MSSNY. 

e.  The  representative  on  the  Interspecialty  Com- 
mittee must  attend  the  meetings  of  the  board  of  direc- 
tors of  the  particular  specialty  society. 

f.  The  specialty  society  must  have  at  least  100  New 
York  State  physician  members. 

This  motion  was  referred  to  the  Council. 

MSSNY  Membership  Campaign.  Dr.  George  L. 
Collins,  Jr.,  MSSNY  President,  asked  that  the  ongoing 
campaign  to  increase  MSSNY  membership  be  called  to  the 
attention  of  representatives  of  the  specialty  societies.  The 
importance  of  increasing  our  membership  to  augment  our 
strength  and  ability  to  act  as  a unified  profession  to  speak 
with  the  greatest  authority  for  the  physicians  who  practice 
in  New  York  State  was  stressed.  Undoubtedly  there  are 
and  will  be  divergent  opinions  among  physicians  on  issues 
and  the  manner  in  which  to  deal  most  effectively  with  the 
multitude  of  problems  that  increasingly  confront  physi- 
cians. These  differences  can  best  be  met  by  open  discus- 
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sion  within  our  society  to  arrive  at  a consensus  that  will 
represent  the  views  of  the  majority.  Organized  medicine 
must  increase  its  potency  to  enable  it  to  respond  effectively 
to  the  many  challenges  facing  it  and  to  assure  it  a potent 
voice  in  establishing  or  modifying  those  measures  that 
affect  the  health  of  the  public  and  the  manner  in  which  a 
physician  will  be  permitted  to  practice  his  profession. 
MSSNY  feels  that  the  same  arguments  are  pertinent  to 
every  physician  being  a member  of  the  AMA  as  well,  for 
that  organization  is  the  spokesman  for  medicine  on  the 
national  level. 

An  intensive  campaign  for  increased  membership  is  in 
progress.  Dr.  Collins  requested  that  all  members  of  this 
committee  obtain  authorization  from  their  board  of  di- 
rectors to  permit  printing  on  the  back  of  the  campaign 
letter  that  membership  in  MSSNY  is  recommended  or 
endorsed  by  their  respective  specialty  societies. 

Listing  of  Specialties  in  Telephone  Directory.  The 
report  of  the  MSSNY  Ethics  Committee  that  the  listings 
in  the  Yellow  Page  Directory  were  of  questionable  accu- 
racy, and  that  the  practices  of  verifying  the  information 
varied  from  county  to  county,  was  discussed.  The  question 
was  raised  as  to  the  liability  of  the  publisher  of  the  Yellow 
Pages  should  a patient  consult  a physician  who  did  not 
possess  the  expertise  that  the  telephone  listing  indicat- 
ed. 

It  was  voted  unanimously  that  MSSNY  should  continue 
its  efforts  to  have  specialty  listing  in  telephone  directories 
limited  to  board-certified  or  board-eligible  physicians,  and 
that  the  publisher  should  verify  all  such  listings  either  with 
the  county  medical  society  or  the  involved  specialty  society. 
The  Council  reaffirmed  this  position. 

Proposals  for  Limiting  Private  Physicians  Expen- 
ditures Over  $100,000.  It  was  noted  that  proposals  are 
in  the  making  that  would  require  certificate  of  need  ap- 
proval for  any  expenditure  by  a physician  for  sums  over 
$100,000.  The  committee  expressed  its  approval  of  the 
MSSNY  position  that  there  should  be  no  controls  over  a 
physician’s  expenditures  in  his  own  office. 

The  committee  discussed  the  problems  attending  the 
limitation  of  Computerized  Axial  Tomography  installa- 
tions. The  committee  endorsed  the  principles  of  the 
MSSNY  position  that  when  such  facilities  are  physically 
restricted,  accessibility  to  them  by  all  qualified  physicians 
be  assured. 

Expansion  of  Optometrist’s  Scope.  The  court  deci- 
sion in  West  Virginia,  authorizing  optometrists  to  use  drugs 
and  instruments  for  diagnostic  and  therapeutic  purposes, 
was  reported.  It  is  anticipated  that  the  New  York  State 
Optometrists  will  again  try  to  have  a similar  law  passed  in 
Albany.  MSSNY  will  oppose  this  as  it  has  in  the  past,  and 
it  is  hoped  that  all  specialty  societies  will  join  in  this  posi- 
tion. 

Electromyography.  Attention  was  called  to  Resolu- 
tion 76-58,  “Electromyography  as  a Part  of  the  Practice 
of  Medicine,”  passed  by  the  MSSNY  House  of  Delegates 
in  November  1976.  We  anticipate  that  registered 
physiotherapists  will  seek,  as  they  have  in  the  past,  an  ex- 
pansion of  their  scope  to  permit  them  to  perform  and  in- 
terpret such  tests.  MSSNY  will  oppose  this  as  it  has  in  the 
past  and  encourages  the  support  of  all  specialty  so- 
cieties. 

Continuing  Medical  Education.  The  subcommittee 
on  CME  held  periodic  meetings  and  representatives  have 
attended  meetings  of  the  MSSNY  Committee  on  CME  and 
of  the  Statewide  Council  on  CME.  Reports  of  activities 


of  the  two  latter  groups  were  received  and  discussed. 
Guidelines  have  been  established  and  are  being  refined  for 
surveying  and  approving  organizations  that  will  have  ac- 
crediting functions.  Several  organizations  have  been 
surveyed  and  approved  to  date. 

There  was  discussion  of  how  New  York  State  specialty 
societies  would  relate  to  this  accrediting  program.  It  was 
noted  that  such  organizations  could  function  either 
through  the  accrediting  process  of  their  national  organi- 
zation or  in  co-sponsorship  of  New  York  State  accrediting 
groups,  such  as  foundations  and  hospitals. 

It  was  noted  that  the  minutes  of  the  March  17,  1977 
meeting  of  the  MSSNY  Continuing  Medical  Education 
Committee  state  that  the  highest  priorities  for  accredita- 
tion will  be  given  to  Academies  of  Medicine  and  hospitals; 
that  MSSNY  will  accredit  and  sponsor  its  own  programs, 
and  will  only  co-sponsor  programs  of  continuing  medical 
education  with  District  Branches  and  county  medical  so- 
cieties when  requested,  and  where  proper  requirements  for 
co-sponsorship  are  met.  The  minutes  did  not  address  the 
role  of  the  specialty  societies,  but  the  Interspecialty 
Committee  representatives  did  stress  the  importance  of 
the  place  of  the  specialty  societies  in  any  continuing 
medical  education  program,  and  that  such  programs  de- 
veloped by  them  should  be  accredited  after  the  societies’ 
program  had  been  surveyed. 

This  committee  has  repeatedly  stressed  the  importance 
of  state  specialty  societies  in  developing  and  implementing 
effective  programs  for  the  members  of  that  specialty.  The 
individual  specialty  organizations  are  in  the  best  position 
to  fulfill  the  first  requirement  of  any  educational  program, 
namely,  that  of  determining  the  deficits  in  clinical  com- 
petence. 

It  was  unanimously  passed  that  the  MSSNY  Committee 
on  Continuing  Medical  Education  insure  that  the  highest 
priority  is  given  to  requests  for  surveys  of  continuing 
medical  education  committees  of  the  State  specialty  so- 
cieties for  the  purpose  of  evaluating  them  as  accredited 
sites,  and  recommends  that  this  resolution  be  referred  to 
the  MSSNY  Committee  on  Continuing  Medical  Educa- 
tion. 

This  was  referred  to  Council. 

Government  Mandated  Continuing  Medical  Edu- 
cation. The  mandating  of  continuing  medical  education 
for  New  York  State  reregistration  of  licensure  to  practice 
medicine  was  again  discussed. 

It  was  unanimously  passed  that  it  be  recommended  to 
the  MSSNY  Council  that  it  approve  in  principle  the 
concept  that  measures  be  instituted  to  insure  that  members 
of  the  profession  licensed  in  New  York  State  maintain  their 
professional  proficiency,  and  that  MSSNY  and  the 
Statewide  Council  on  Continuing  Medical  Education  play 
a major  role  in  the  establishment  of  those  measures  ap- 
plicable to  the  medical  profession. 

This  was  approved  by  the  Council. 

What’s  New  Section  of  the  New  York  State  Journal 
of  Medicine.  The  recommendation  by  this  committee  to 
Dr.  Alfred  Angrist,  Editor  of  the  New  York  State  Journal 
of  Medicine,  that  there  be  a regular  feature  in  the  Journal 
entitled  “What’s  New  In  (Specialty),”  was  accepted  en- 
thusiastically. It  is  expected  that  each  society  will  assume 
the  responsibility  for  the  preparation  of  an  appropriate 
brief  article.  It  was  stressed  that  once  begun  this  must  be 
an  ongoing  program. 

Peer  Review.  The  subcommittee  has  met  periodically 
and  developed  guidelines  for  its  activities. 


August  1977/New  York  State  Journal  of  Medicine  1625 


It  was  passed  that  within  the  purview  of  peer  review,  the 
specialty  societies  constitute  panels  to  serve  as  represen- 
tative of  their  respective  societies  to  advise  MSSNY,  the 
county  medical  societies,  PSRO’s,  the  American  Arbitra- 
tion Association,  and  the  Professional  Medical  Liability 
Insurance  and  Defense  Board  as  conditions  arise  so  that 
specialty  problems  can  be  resolved  expeditiously  by  their 
own  peers. 

The  Council  amended  this  motion  to  read  “to  advise 
when  requested,”  and  approved  the  amended  motion. 

Workmen’s  Compensation  Fee  Schedule  Negotia- 
tions and  the  Need  for  Factual  Da  ta.  The  members  of 
the  Interspecialty  Committee  have  been  continuously  kept 
informed  of  developments  in  the  area  of  Workmen’s 
Compensation. 

At  the  request  of  MSSNY,  negotiations  for  an  increase 
in  the  fees  paid  under  the  workmen’s  compensation  fee 
schedule  have  been  instituted  through  the  Workmen’s 
Compensation  Advisory  Committee.  MSSNY  has  re- 
quested an  overall  30%  increase  in  the  schedule  to  become 
effective  July  1, 1977,  predicted  on  the  basis  of  the  increase 
in  the  consumer  price  index,  the  increase  in  professional 
overhead  expenses,  and,  particularly,  the  disparity  between 
the  present  workmen’s  compensation  fees  and  those  pre- 
vailing in  the  community.  MSSNY  also  requested  that  the 
minimum  fee  for  a routine  follow-up  visit  by  a gefneral 
practitioner  be  set  at  $10.00.  Discussions  within  the  Ad- 
visory Committee  are  still  ongoing  as  of  this  writing. 

MSSNY  has  been  challenged  on  the  factual  data  it 
presented.  We  had  obtained,  from  the  AMA  Center  for 
Health  Services  Research  and  Development,  the  data  it 
had  on  New  York  State  physicians’  income,  expenses,  and 
office  fees  for  the  years  1973-74,  and  these  support  our 
contention  that  a sizeable  increase  is  warranted.  It  is  the 
opinion  of  staff  that  more  detailed  data  from  New  York 
State  physicians  broken  down  by  specialty  and  geographic 
area  would  be  of  inestimable  value  in  conducting  such 
negotiations.  A survey  of  this  type  was  proposed  by  the 
Socioeconomics  Committee  about  five  years  ago  but  has 
been  dormant  because  of  the  lack  of  support,  primarily  by 
the  specialty  societies.  With  every  passing  year  the  im- 
portance of  accumulat  ing  such  a data  base  becomes  more 
evident. 

A Patterns  of  Practice  Questionnaire  had  been  pre- 
viously approved  by  this  committee  and  by  the  MSSNY 
Council,  and  it  had  been  planned  to  conduct  the  survey 
starting  in  September  1976.  However,  a letter  to  the 
president  of  MSSNY  from  the  president  of  the  New  York 
State  Academy  of  Family  Physicians  dated  August  5, 1976 
requested  that  the  Council  reevaluate  its  authorization. 
The  Council  on  September  23,  1976  referred  the  ques- 
tionnaire back  to  the  Interspecialty  Committee  “to  un- 
dertake the  development  of  a new  questionnaire  aimed  at 
getting  type  of  information  discussed,  with  the  exclusion 
of  fees.” 

The  Council  based  its  action  on  its  previous  decision  that 
MSSNY  would  desist  from  any  further  fee  determination 
pending  developments  with  the  Federal  Trade  Commis- 
sion. It  was  a consensus  that  the  modification  requested 
by  the  Council  would  render  the  survey  meaningless.  It 
was  further  pointed  out  that  the  American  Medical  Asso- 
ciation in  its  publications  “Profile  of  Medical  Practice”  and 
“Socioeconomic  Issues  of  Health”  had,  and  were  continuing 
to  conduct,  surveys  which  included  questions  related  to 
fees. 

The  committee  voted  (with  one  nay)  to  request  the 


Council  to  reconsider  the  matter  and  authorize  the  original 
questionnaire,  because  to  omit  any  reference  to  usual  and 
customary  fees  would  make  the  questionnaire  survey 
valueless.  The  recommendation  was  tabled  by  the 
Council. 

The  division  director  requested  an  opinion  from  the 
specialty  societies  of  their  support  of  a questionnaire  that 
would  be  submitted  to  physicians  on  a voluntary  basis, 
provided  that  the  group  responding  would  be  statistically 
valid  as  representative  of  specialists  and  general  practi- 
tioners, both  as  to  number  and  distribution.  The  partic- 
ipating physicians  would  have  to  be  in  private  practice, 
preferably  in  the  young  or  middle  age  group,  so  that  the 
responses  would  be  on  an  annual  basis,  indicating  changes 
from  one  year  to  the  next.  It  was  emphasized  that  the 
material  obtained  would  be  kept  confidential  with  ano- 
nymity assured,  and  utilized  only  for  the  purposes  of  ne- 
gotiating revisions  in  the  workmen’s  compensation  fee 
schedule. 

It  was  unanimously  voted  to  recommend  to  the  Council 
that  it  conduct  a survey  on  the  patterns  of  practice. 

The  recommendation  was  referred  to  the  Council  for 
action. 

It  was  unanimously  voted  to  appoint  a subcommittee  to 
the  Interspecialty  Committee  to  recommend  those  line 
items  which  should  be  included  in  the  workmen’s  com- 
pensation fee  schedule. 

This  was  referred  to  the  Council  for  action. 

Federal  Trade  Commission  Actions  Against  the  Use 
of  Relative  Value  Scales.  The  MSSNY  House  of  Dele- 
gates had  moved  that  we  obtain  a clarification  from  the 
Federal  Trade  Commission  as  to  what  activities  by  our 
organization  and  its  component  groups  would  be  consid- 
ered proper  when  requested  to  evaluate  the  propriety  of 
physicians’  fees.  A motion  to  this  effect  was  introduced 
by  MSSNY  into  the  AMA  House  of  Delegates  and  referred 
to  the  AMA  Board  of  Trustees. 

The  results  of  a meeting  of  MSSNY  representatives  with 
the  regional  FTC  Director  on  December  23, 1976  were  en- 
tirely negative. 

The  division  director  reported  on  the  substance  of  a 
meeting  he  attended  on  December  14,  1976  when  this 
subject  was  discussed  by  representatives  of  the  FTC  and 
the  Justice  Department,  and  covered  as  well  the  estab- 
lishment or  use  of  a relativity  scale  and  conducting  neces- 
sary surveys.  Although  a Deputy  Counsel  on  President 
Carter’s  White  House  staff  opened  the  meeting  with  the 
comment  that  it  was  the  President’s  intention  to  have  less 
rather  than  more  Federal  regulatory  activity,  the  repre- 
sentatives of  the  FTC  and  Justice  Department  indicated 
that  the  learned  professions  could  anticipate  more  rather 
than  fewer  challenges  to  any  activity  that  in  any  way  hinted 
at  being  anti-competitive.  Their  comments  indicated  a 
strict  prohibition  against  any  involvement  by  medical  or- 
ganizations in  fee  discussions.  In  regard  to  surveys,  they 
commented  that  in  and  of  themselves  surveys  were  not  in 
violation  of  the  anti-trust  act  but  that  informing  the  par- 
ticipants of  the  results  of  such  survey  or  publishing  them 
in  any  manner  would  be  so  considered.  When  questioned 
whether  a state  law,  such  as  the  New  York  State  Work- 
men’s Compensation  Law,  authorizing  a medical  society 
to  engage  in  negotiations  involving  fees  with  a state  agency, 
and  such  fee  negotiations  involved  the  use  of  a relativity 
scale,  would  exempt  the  medical  organization  from  anti- 
trust violation  charges,  the  response  can  at  best  be  de- 
scribed as  non-responsive.  They  were  unaware  that  the 
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New  York  State  Workmen’s  Compensation  Law  estab- 
lishes a minimum  fee  schedule. 

MSSNY  is  still  pursuing  this  matter  to  seek  an  advisory 
opinion  from  the  Department  of  Justice  regarding  the 
utilization  of  Relative  Value  Scales  by  county  medical  so- 
cieties when  the  latter  are  requested  by  patients  or  third 
parties  to  evaluate  the  reasonableness  of  physicians’ 
fees. 

New  York  State  Society  of  Orthopedic  Surgeons 
Request  for  Support  of  Action  Against  the  Workmen's 
Compensation  Board  Chairman.  This  request  was 
presented  to  the  MSSNY  Council  which  decided  not  to 
become  involved  in  the  pending  legal  challenge  of  the 
Workmen’s  Compensation  Board  chairman.  The  New 
York  State  Society  of  Orthopedic  Surgeons  had  asked  that 
this  request  be  presented  to  the  specialty  societies  through 
the  Interspecialty  Committee,  and  was  therefore  placed 
on  the  agenda.  The  orthopedic  representative  discussed 
the  problem  as  his  society  saw  it.  The  chairman  and  the 
division  director  reported  on  the  problems  that  had  arisen 
and  the  developments  to  date.  No  action  was  taken. 

No-Fault  Insurance  Law  Amendments.  The  state- 
ment and  the  testimony  of  Dr.  Howard  before  Senator 
Dunne’s  Committee  on  Insurance  on  December  14,  1976 
was  discussed.  It  was  moved  and  approved  that  the  record 
note  the  committee’s  commendation  of  Dr.  Howard  for 
both  the  position  paper  and  the  statements  to  the  Senate 
committee. 

Several  proposals  have  been  introduced  into  the  Albany 
legislature  now  in  session  to  amend  the  no-fault  auto  in- 
surance law.  Included  in  some  of  these  proposals  are 
provisions  for  the  workmen’s  compensation  medical  fee 
schedule  to  apply  to  the  treatment  of  no-fault  claimants. 
MSSNY  is  strongly  opposed  to  this  latter  provision  and  has 
made  its  position  known  through  its  legislative  represen- 
tatives in  Albany  and  through  meetings  by  officers  and 
staff  of  MSSNY  with  Albany  legislators. 

Public  Health  Law  Amendment  to  Permit  Renewal 
Fees  and  Inspection  of  Laboratory  re  Fees  Paid  by 
Clinical  Laboratories  and  Blood  Banks  (S-3277).  This 
Act  introduced  in  the  present  Senate  session  in  Albany  at 
the  request  of  the  State  Department  of  Health  would  re- 
quire a registration  fee  of  $100.00  for  “each  renewal  ap- 
plication” in  addition  to  the  present  initial  application,  and 
“establish  schedules  of  inspection  and  laboratory  reference 
fees  in  amounts  not  exceeding  the  estimated  costs  of  the 
program  and  subject  to  the  approval  of  the  director  of  the 
budget.”  The  New  York  State  Society  of  Pathologists 
opposes  any  change  from  the  present  law  and  requested 
MSSNY  support.  This  proposed  act  will  be  brought  to  the 
attention  of  our  legislative  representative  in  Albany. 

Establishment  of  Medicare  Fees  in  Laboratory 
Procedures.  MSSNY  was  approached  by  the  Regional 
Medicare  Director  of  HEW  (Region  II)  for  an  opinion  on 
proposed  changes  in  payments  for  certain  blood  chemistry 
tests.  The  matter  was  referred  to  the  New  York  State 
Society  of  Pathologists  through  its  representative  on  the 
Interspecialty  Committee.  The  various  aspects  of  the 
problem  were  discussed,  emphasizing  that  the  proposed 
changes  not  only  affect  clinical  laboratories  and  patholo- 
gists, but  also  physicians  who  perform  blood  chemistry 
analytical  procedures  in  their  offices. 

It  was  agreed  that  MSSNY  recommend  to  the  HEW 
Regional  Director  that  a meeting  between  its  representa- 
tives and  representatives  of  the  Societies  of  Family  Phy- 
sicians, Internists,  and  Pathologists  be  held  to  discuss  the 


problem.  Such  a meeting  has  been  arranged  for  June  2, 
1977. 

Blue  Shield  of  Central  New  York  Adoption  of  Five 
Digit  Coding.  The  committee  noted  this  organization’s 
moves  to  implement  the  five  digit  coding  system  recom- 
mended by  MSSNY  in  1975,  and  also  that  it  is  moving  to 
upgrade  profiles  on  a more  current  basis  so  that  these  will 
reflect  the  charges  through  June  30, 1976,  effective  January 
1,  1977.  It  was  unanimously  approved  that  a letter  of  ap- 
proval of  these  moves  be  addressed  to  Mr.  John  H.  Clancy, 
President  of  Blue  Shield  of  Central  New  York. 

Expert  Medical  Testimony  Should  be  By  a Friend 
of  the  Court.  Dr.  Howard  B.  Rasi  requested  this  com- 
mittee’s support  of  his  Resolution  76-55,  which  read: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  expert  witnesses  including  physi- 
cians testify  as  unbiased  witnesses  reporting  to  the 
court  the  material  to  be  used  by  one  or  both  sides  as 
they  see  fit;  and  be  it  further 

Resolved,  That  this  be  not  only  in  connection  with 
medical  legal  work  but  in  any  situation  where  a physi- 
cian is  called  upon  to  be  an  expert  witness;  and  be  it 
further 

Resolved,  That  MSSNY  send  this  resolution  to  the 
New  York  Bar  Association,  the  New  York  Trial  Law- 
yers Association,  and  the  New  York  Defense  Bar 
suggesting  their  implementation  of  this  resolution;  and 
be  it  further 

Resolved,  That  the  Delegation  of  the  Medical  Soci- 
ety of  the  State  of  New  York  to  the  American  Medical 
Association  introduce  a similar  resolution  at  the  Clini- 
cal Congress  in  Philadelphia  in  December  1976  so  that 
this  resolution  can  be  transmitted  to  the  American  Bar 
Association,  the  American  Trial  Lawyers  Association, 
and  the  American  Defense  Bar. 

The  concept  embodied  in  the  resolution  was  approved. 
The  MSSNY  House  of  Delegates,  November  1976,  adopted 
Resolution  76-55. 

The  chairman  of  the  committee  expresses  his  appre- 
ciation to  the  members  of  the  committee  for  the  time  and 
effort  they  have  devoted  to  the  problems  dealt  with.  He 
also  wishes  to  thank  Max  N.  Howard,  M.D.,  Division  Di- 
rector, William  D.  Brainin,  Associate  Director,  and  Mrs. 
Imelda  Morrissey,  Secretary,  for  their  conscientious  efforts 
and  diligence. 

Respectfully  submitted, 

Samuel  H.  Madell,  M.D.  Chairman 

MEDICAL  CARE  INSURANCE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Medical  Care  In- 


surance are  as  follows: 

Daniel  F.  O’Keeffe,  M.D.,  Chairman Warren 

Joseph  F.  Shanaphy,  M.D.,  Vice-Chairman 

Richmond 

Franz  L.  Ebstein,  M.D Queens 

Robert  D.  Fairchild,  M.D Onondaga 

Ronald  A.  Housman,  M.D Suffolk 

Samuel  H.  Madell,  M.D New  York 

Monte  Malach,  M.D Kings 

Robert  J.  O’Connor,  M.D Richmond 

Gregory  Thorsell,  M.D Chautauqua 

Daniel  H.  Webster,  M.D Clinton 
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The  following  is  the  report  of  the  Committee  on  Medical 

Care  Insurance: 

Blue  Cross-Blue  Shield  of  Greater  New  York — 
Premier  Physician  Care  Coverage.  The  committee 
considered  some  of  the  features  of  this  proposed  plan  at  its 
previous  meeting,  deferring  any  final  opinion  on  it  until 
specific  details  were  spelled  out.  No  further  information 
has  as  yet  been  received.  It  has  been  learned  that  the  plan 
has  been  finalized  and  will  be  presented  to  the  Blue 
Cross-Blue  Shield  Medical  Policy  Advisory  Committee  at 
the  meeting  on  April  18, 1977. 

Mandatory  Health  Insurance  Coverage  of  All 
Newborn.  The  Interspecialty  Committee  recommended, 
the  Council  approved,  and  the  MSSNY  legislative  repre- 
sentatives have  been  instructed  to  work  toward  the  passage 
of  a bill  that  would  mandate  that  all  health  insurance 
written  in  New  York  State  covering  maternity,  contain 
provisions  to  include  all  newborn.  This  implements  sim- 
ilar recommendations  that  this  committee  has  support- 
ed. 

Mandatory  Acceptance  of  Patient  Assignments  by 
Insurance  Carriers.  MSSNY  Resolution  74-81  sought 
the  forced  acceptance  by  insurance  carriers  of  assignments 
by  a patient  authorizing  the  benefits  due  to  the  latter  to  be 
paid  directly  to  the  named  physician.  In  discussion,  the 
Council  felt  that  the  aim  of  this  resolution  could  best  be 
obtained  through  administrative  measures  taken  foy  the 
New  York  State  Superintendent  of  Insurance.  In  No- 
vember 1976,  the  division  director,  in  a meeting  with  the 
superintendent,  discussed  this  problem  and  was  assured 
that  if  such  failure  of  a carrier  to  honor  a valid  assignment 
was  brought  to  his  attention,  it  would  be  pursued  and 
corrective  measures  taken. 

It  is  requested  that  instances  of  failure  to  honor  assign- 
ments be  brought  to  the  division  director’s  attention  for 
follow-up. 

The  IX-C  carriers  have  in  the  past  been  exempted  from 
observing  assignments  except  to  participating  physicians. 
We  are  attempting  to  determine  the  basis  for  the  exemp- 
tion and  whether  it  is  still  valid. 

Liability  of  Physician  for  Disallowed  Hospital  Stay. 
W'ith  increasing  utilization  review  by  various  third  party 
groups,  particularly  under  the  Medicaid  and  Medicare 
programs,  and  the  more  frequent  occurrence  of  disallow- 
ance of  days  of  hospital  stay,  questions  have  arisen  whether 
the  physicians  involved  could  be  held  liable  by  the  patient 
for  that  portion  of  the  disallowed  payment.  Based  on  the 
Pennsylvania  case  of  a few  years  ago,  we  do  not  believe  a 
physician  would  be  liable  when,  in  his  professional  judg- 
ment, the  patient  required  the  length  of  hospital  stay  even 
though  this  judgment  is  at  variance  with  some  reviewing 
body. 

The  physicians  may,  however,  have  to  return  payments 
made  to  him  by  Medicare  or  Medicaid  to  those  agencies  for 
the  noncovered  days,  with  recourse  to  the  patient  for 
payment  for  the  noncovered  services  that  he  rendered  to 
the  patient. 

Medicaid  Demand  for  Refunds  from  Physicians. 
I he  division  director  reported  on  a situation  that  devel- 
oped in  the  New  York  City  area  as  a result  of  an  intensifi- 
cation by  the  New  York  State  Department  of  Social  Ser- 
vices of  its  program  to  recoup  funds  allegedly  paid  erro- 
neously. A spate  of  letters  was  mailed  to  physicians  per- 
emptorily demanding  the  repayment  within  ten  days,  of 
i he  monic  plus  interest.  The  patients  were  identified  by 
first  names  only,  with  voucher  numbers,  nor  were  the  ser- 


vices for  which  repayment  was  demanded  specifically 
identified. 

The  division  was  flooded  with  inquires  from  physicians 
as  to  how  to  respond  to  these  letters.  We  advised  them, 
as  well  as  the  county  medical  societies,  to  respond  by  asking 
for  proper  identification  of  the  patients  and  the  specific 
services  being  questioned.  A letter  of  protest  was  sent  to 
the  New  York  State  Department  of  Social  Services  and  an 
urgent  meeting  arranged.  The  officials  recognized  the 
validity  of  our  complaints  and  took  immediate  measures 
to  correct  the  procedures.  We  are  pleased  to  report  that 
in  the  majority  of  cases,  problems  were  resolved  to  the 
satisfaction  of  the  physicians  involved. 

Revision  of  New  York  State  Medicaid  Program. 
Governor  Carey  is  proposing  a major  revision  in  some  of 
the  provisions  of  the  Medicaid  program.  To  date,  what  we 
have  received  does  not  indicate  any  proposals  that  alter  the 
program  as  it  affects  physicians. 

Medicare  Payments  for  Concurrent  Care.  Protests 
were  received  from  several  physicians  complaining  about 
decisions  by  the  Downstate  Medicare  fiscal  intermediary 
to  refuse  payment  for  concurrent  care.  The  problem  arises 
when  physicians  of  comparable  expertise  are  treating  the 
same  patient.  The  distinction  between  concurrent  care 
and  consultation  is  usually  evident.  The  records  should 
specify  when  a physician  is  requested  to  see  a patient  in 
.consultation  as  against  referring  the  care  of  the  patient  to 
the  specialist.  Where  the  called-in  physician  continues 
to  see  and  treat  a patient  when  all  was  requested  was  a 
consultation,  it  signifies  lack  of  adequate  communication 
between  the  physicians. 

The  problem  was  discussed  with  the  fiscal  intermediary, 
and  we  were  informed  that  they  now  had  a better  under- 
standing of  the  definition  of  concurrent  care,  and  are  in  the 
process  of  evolving  methodology  to  deal  with  the  situa- 
tion. 

The  division  director  has  requested  that  the  complaining 
physicians  submit  specific  cases  with  the  situation  defined 
so  that  meaningful  followup  can  be  carried  out. 

Adequate  Payment  to  Pharmacists  for  Medicaid 
Prescriptions.  The  following  resolution  was  submitted 
by  the  Medical  Society  of  the  County  of  Kings  to  the 
MSSNY  Council,  which  referred  it  to  this  committee  for 
evaluation: 

Whereas,  It  is  a matter  of  great  importance  and  con- 
cern to  the  Medical  Society  of  the  County  of  Kings 
that  Medicaid  patients  should  be  able  to  obtain  medi- 
cations prescribed  for  them  by  their  physicians;  and 

Whereas,  A crisis  now  exists  in  the  availability  of 
such  medications  from  recent  cutbacks  and  economics 
in  prescription  allowances  in  the  Medicaid  Program 
due  to  financial  losses  and  hardships  suffered  by  phar- 
macists who  choose  to  fill  Medicaid  prescriptions; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  County 
of  Kings  respectfully  request  the  cooperation  of  the 
Governor,  the  State  Legislature,  the  State  Health  De- 
partment, and  the  State  Department  of  Social  Services 
in  restoration  of  the  allowances  for  Medicaid  prescrip- 
tions in  order  to  permit  a reasonable  professional  fee 
by  pharmacists  participating  in  this  program;  and  be  it 
further 

Resolved,  That  administrative  procedures  be  re- 
vised so  as  to  facilitate  processing  of  such  claims;  and 
be  it  further 

Resolved,  That  this  resolution  be  acted  upon  imme- 
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diately  and  forwarded  to  the  other  metropolitan  coun- 
ty medical  societies,  and  Coordinating  Council  of  the 
First  District  Branch,  the  Medical  Society  of  the  State 
of  New  York,  and  affected  consumer  groups. 
Discussion  noted  that  the  imposition  of  controlled 
payments  and  the  maximum  allowable  cost  regulations 
have  led  to  situations  where  pharmacists  participating  in 
the  Medicaid  program  are  unable  to  cover  their  costs.  The 
result  has  been  a massive  withdrawal  by  pharmacies  from 
the  Medicaid  program,  creating  hardships  for  patients  and 
creating  difficulties  for  physicians  treating  such  patients. 
In  some  instances  this  will  force  the  more  expensive  ad- 
ministration of  medications  parenterally  rather  than 
orally. 

The  committee  voted  to  refer  this  to  the  Council  with  the 
recommendation  that  the  principles  embodied  in  the  res- 
olution be  introduced. 

National  Uniform  Health  Claim  Form.  The  subject 
of  a universally  used  health  claim  form  has  been  discussed 
by  this  committee  on  numerous  occasions.  MSSNY  has 
approved  the  AMA  Uniform  Health  Claim  Form,  but  we 
questioned  whether  this  is  being  utilized  to  any  appreciable 
degree  by  New  York  State  physicians.  Examples  of  claim 
forms  to  be  used  in  Louisiana,  Pennsylvania,  and  Michigan 
were  distributed,  all  of  which  differed. 

The  desirability  of  one  claim  form  that  would  meet  the 
needs  of  all  carriers  and  ease  the  burden  of  paper  work  in 
a physician’s  office  was  reemphasized.  The  data  requested 
on  a form  should  be  limited  to  what  is  needed  to  properly 
process  a claim.  It  was  recommended  that  we  continue  to 
endorse  the  AMA  form  but  determine  from  the  AMA,  the 
Health  Insurance  Institute,  the  Blue  Shield  Plans,  and 
other  carriers  what  their  experience  with  this  form  has 
been.  If  defects  have  been  demonstrated  we  should  ad- 
dress ourselves  to  their  correction. 

The  Right  of  a Physician  to  Refuse  to  Complete  a 
Health  Insurance  Claim  Form.  The  legal  position  of 
a physician  who  refuses  to  fill  out  a claim  form  until  his  fee 
has  been  paid  has  been  discussed.  MSSNY  has  endorsed 
the  AMA  recommendation  that  a physician  complete  one 
insurance  form  without  charge,  and  that  for  additional  or 
complicated  forms  a fee,  to  cover  the  expenses  incidental 
to  the  completion  of  these  additional  forms,  may  be 
charged.  The  Ethics  Committee  of  MSSNY  has  taken  the 
position  that  a physician  has  the  right  to  refuse  to  complete 
an  insurance  form  until  his  fee  has  been  paid. 

The  committee  recommended  to  the  Council  that 
MSSNY  endorse  the  AMA  recommendation. 

Complaints  About  Having  to  Fill  Out  Insurance 
Claim  Forms.  A letter  from  a physician  complained 
about  the  additional  work  required  from  physicians  when 
forms  are  submitted  by  patients  to  justify  reimbursement 
for  services  rendered  by  laboratories,  hospitals,  and  others. 
The  division  director  informed  the  committee  that  he  had 
responded  to  the  letter  by  pointing  out  that  carriers,  as 
responsible  fiscal  agents,  must  determine  that  the  services 
they  are  paying  for  are  covered  by  the  contract,  and  must 
identify  the  specific  service  for  which  payment  is  requested. 
It  was  further  pointed  out  that  carriers  are  subject  to  in- 
spection by  the  Superintendent  of  Insurance  to  ascertain 
that  they  are  fulfilling  their  obligation  as  fiscal  inter- 
mediaries. Dr.  O’Keeffe  stated  that  the  physician,  who 
practices  in  his  area,  was  satisfied  with  the  response  re- 
ceived. 

Group  Practice  Billing  for  Medicare  Covered  Pa- 
tients. A problem  arises  frequently  in  group  practice,  such 


as  a professional  corporation,  where  in  the  course  of  caring 
for  a patient  several  members  of  the  group  will  be  involved 
in  the  treatment.  Medicare  regulations  now  require  that 
payment  be  made  only  to  a physician  who  certifies  that  he 
has  personally  rendered  the  services  billed  for.  In  group 
practice  this  creates  multiple  and  confusing  billings. 

Medicare  does  permit  a group  to  apply  for  a group 
number  and  thereafter  payments  can  be  made  directly  to 
that  group  for  any  services  rendered  by  any  of  the  physician 
members. 

Pregnancy  Disability  Coverage.  New  York  State 
courts  have  disagreed  with  the  U.S.  Supreme  Court  and 
have  ruled  pregnancy  a disability.  Theoretically,  if  a 
physician  so  states,  a patient  may  be  eligible  for  disability 
payments  throughout  the  course  of  her  entire  pregnancy. 
Hearings  are  being  held  by  Albany  legislative  committees 
to  set  some  limit  on  the  period  that  would  be  covered.  The 
most  recent  recommendation  by  the  American  Academy 
of  Obstetrics  and  Gynecology  is  that  an  eight  week  period 
is  reasonable  and  equitable  except  under  unusual  cir- 
cumstances that  warrant  a longer  period.  Recently  a bill 
was  introduced  in  Albany  that  would  establish  a total  of 
eight  weeks  as  the  period  of  covered  disability  either  before 
or  after  delivery. 

The  disability  section  of  the  Workmen’s  Compensation 
Law  specifically  excluded  pregnancy  as  disability.  We  are 
informed  that  measures  are  being  taken  to  amend  the  law 
so  that  payment  to  pregnant  women  would  be  effected 
through  the  disability  provisions  of  the  Workmen’s  Com- 
pensation Law.  Cost  of  this  coverage  is  yet  to  be  deter- 
mined but  all  estimates  are  that  it  would  add  a substantial 
amount  to  the  employer’s  premiums  in  New  York  State. 

Medicaid  Coverage  of  Obstetrical  Patients.  A 
problem  was  considered  regarding  an  obstetrical  patient 
who  had  agreed  upon  a fee  with  the  obstetrician,  pays  part 
or  none  of  the  fee  as  the  pregnancy  progresses,  and  who  is 
subsequently  ruled  eligible  for  Medicaid  benefits.  The 
physician  is  then  paid  the  difference  between  what  the 
patient  has  already  paid  as  a private  patient  and  what 
Medicaid  allows.  This  in  effect  negates  the  contract 
agreed  upon  with  the  total  payment  resulting  in  a consid- 
erably lower  fee  than  the  usual  and  customary  fee. 

The  division  director  reported  on  a somewhat  compa- 
rable situation  where  a patient  covered  by  Medicare  has 
exhausted  all  benefits  and  falls  under  Medicaid  coverage. 
The  Social  Services  Department  was  asked  what  the  ruling 
would  be  in  such  situations,  and  the  response  was  that  the 
primary  carriers  benefits  must  be  exhausted  and  then  the 
secondary  carrier,  in  this  instance  Medicaid,  would  pick 
up  the  charges  without  any  retroactivity.  Staff  will  seek 
a determination  as  to  whether  this  same  situation  applies 
to  pregnancy  cases. 

Medicaid  Coverage  of  Deductible  and  20%  Coin- 
surance. Where  a patient  is  covered  by  both  Medicare 
and  Medicaid,  the  law  now  requires  that  Medicaid  cover 
the  deductible  and  the  20%  coinsurance  until  such  time  as 
all  Medicare  benefits  have  been  exhausted.  New  York 
City  Medicaid  has  been  contesting  such  payments,  and  the 
opinion  of  the  New  York  State  Medicaid  Bureau  was  that 
such  payments  by  Medicaid  were  not  warranted  since  the 
direct  Medicare  payments  were  usually  greater  than  the 
total  allowed  under  Medicaid.  The  Bureau  is  seeking  a 
change  in  the  law.  They  did  recognize  that  many  physi- 
cians, particularly  in  Upstate  areas,  would  stop  accepting 
patients  having  both  Medicare  and  Medicaid  coverage  if 
Medicaid  benefits  only  were  applied. 
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The  chairman  of  the  committee  expresses  his  appre- 
ciation to  the  members  of  the  committee  for  the  time  and 
effort  they  have  devoted  to  the  problems  dealt  with.  He 
also  wishes  to  thank  Max  N.  Howard,  M.D.,  Division  Di- 
rector, William  D.  Brainin,  Associate  Director,  and  Mrs. 
Imelda  Morrissey,  Secretary,  for  their  conscientious  efforts 
and  diligence. 

Respectfully  submitted, 

Daniel  F.  O’Keeffe,  M.D.,  Chairman 

SOCIOECONOMICS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Socioeconomics  are 


as  follows: 

Dallas  E.  Billman,  M.D.,  Chairman  Steuben 

John  W.  Abbuhl,  M.D Albany 

Jeff  J.  Coletti,  M.D Nassau 

Alfred  L.  George,  M.D Genesee 

Richard  A.  Hughes,  M.D Warren 

Charles  S.  LaMonte,  M.D New  York 

Francis  J.  Loperfido,  M.D Bronx 

Gerald  J.  Lustig,  M.D Richmond 

Robert  C.  McVeigh,  M.D Monroe 

Alexander  I.  Thomashow,  M.D Kings 

Harold  N.  Schwinger,  M.D Kings 

Leonard  S.  Weiss,  M.D 1-Orange  / 


The  following  is  the  report  of  the  Committee  on  Socio- 
economics: 

Council  Charge  to  Develop  a Position  Paper  on  the 
Effects  of  Medicare  and  Medicaid  on  Health  Care 
Delivery.  Dr.  G.  Rehmi  Denton  reviewed  for  the  com- 
mittee the  discussion  in  the  Council  that  led  to  this  charge. 
The  original  intent  of  Medicare  (Title  XVIII)  and  Medi- 
caid (Title  XIX)  is  being  subverted  by  the  many  changes 
that  are  taking  place  in  the  administration  of  those  health 
programs.  There  is  a feeling  that  the  medical  profession 
is  reacting  in  a defeatist  manner  to  those  changes;  that  it 
is  necessary  for  MSSNY  to  develop  a position  paper  clearly 
setting  forth  those  actions  taken  by  governmental  agencies 
under  the  two  programs  that  are  deleterious  to  the  best 
health  care  delivery  obtainable;  and  that  the  MSSNY  po- 
sition should  be  widely  publicized.  The  paper  should 
stress  the  interest  of  MSSNY  in  the  attaining  of  optimum 
health  care  for  the  citizens  of  the  State.  Many  of  the 
changes  under  these  two  titles  in  effect  shortchange  the 
public,  and  mislead  it  as  to  what  is  being  offered,  and  also 
interfere  with  the  delivery  of  high  quality  medical  care. 
The  most  recent  changes  effected  by  additions  to  Chapter 
86  (Part  85  and  86  of  the  New  York  State  Hospital  Code) 
affect  availability  and  impair  the  quality  of  care  that  can 
be  rendered.  These  changes  are  in  fact  creating  a double 
standard  with  two  levels  of  medical  care,  thus  subverting 
the  intentions  of  Titles  XVIII  and  XIX,  that  beneficiaries 
of  those  two  statutes  will  receive  health  care  equal  to  that 
of  all  other  citizens,  irrespective  of  income  levels. 

It  is  felt  that  MSSNY  must  come  up  with  positive  rec- 
ommendations to  control  the  cost  of  medical  care  without 
affecting  quality;  that  practicing  physicians  are  the  most 
knowledgeable  group  in  this  area;  that  when  such  proposals 
are  formulated,  MSSNY  should  present  them  in  a face- 
to  face  meeting  with  legislators  and  the  involved  govern- 
mental agencies,  and  should  inform  the  public  through  the 
various  media. 

It  was  noted  that  MSSNY  has  continuously  maintained 
uch  dialogues  with  legislators,  and  that  MSSNY  has  re- 


peatedly asked  governmental  agencies  for  consultation 
prior  to  the  enactment  of  restrictive  regulations,  and  has 
offered  its  services.  However,  the  reception  has  been  very 
poor,  and  the  governmental  agencies  have  ignored  our  or- 
ganization and  promulgated  rules  and  regulations  without 
any  consultation  with,  or  input  from,  the  representatives 
of  the  practicing  physicians. 

It  was  recognized  that  there  is  a conflict  between  limiting 
or  reducing  monies  expended  on  health  care,  and  the  ad- 
vances in  medicine  that  permit  more  extensive  procedures 
and  services  but  require  sophisticated  and  expensive  ma- 
terials and  facilities.  With  the  increased  age  of  our  pop- 
ulation we  are  confronted  by  increasing  chronic  disease, 
the  care  of  which  requires  longer  hospital  and  health  re- 
lated facility  stays. 

It  was  felt  that  there  are  possible  steps  that  could  lead 
to  reduced  health  care  costs  without  limiting  the  quality 
or  the  availability  of  necessary  medical  care.  It  was  sug- 
gested that  each  specialty  society,  through  its  represen- 
tatives on  the  Interspecialty  Committee,  be  requested  to 
address  itself  to  this  task. 

It  was  noted  that,  in  addition  to  the  charge  to  this  com- 
mittee, an  ad  hoc  committee  has  been  appointed  by  the 
Council  to  deal  with  “health  care  crisis,”  and  that  there  is 
overlapping  between  these  activities.  This  duplication  will 
be  looked  into. 

It  was  decided  that  the  committee  would  draft  a position 
paper  responsive  to  the  charge  of  the  Council. 

National  Health  Insurance.  Although  there  is  doubt 
that  Congress  will  enact  national  health  insurance  this 
year,  hearings  are  being  held  on  a number  of  proposed  bills, 
and  this  committee  has  the  obligation  to  review  the  various 
proposals  and  recommend  what  MSSNY’s  position  should 
be.  The  AMA  is  supporting  HR  6222,  and  we  understand 
there  have  been  some  changes  made  which  differ  from  the 
previous  bill  it  supported.  The  California  Medical  Asso- 
ciation is  supporting  a catastrophic  health  bill. 

This  committee  last  year  supported  the  AMA  bill  and 
recommended  no  changes  in  the  previous  position  paper 
of  the  MSSNY  in  regard  to  national  health  insurance. 

Modern  Office  Practice  Management  Workshop. 
This  committee  had  approved  a session  on  this  topic  to  be 
held  during  the  annual  MSSNY  meeting  in  October  1977. 
A draft  of  the  proposed  program  was  distributed  to  the 
members  of  the  committee  which  approved  it.  The  pro- 
gram is  geared  to  the  problems  of  the  practicing  physician, 
in  contrast  to  other  workshops  that  MSSNY  is  conducting 
throughout  the  State  for  the  physician  entering  into 
practice.  The  session  will  be  held  at  9:00  a.m.,  October  4, 
1977. 

Utilization  Relative  Value  Scales.  This  committee 
together  with  the  Interspecialty  Committee  had  conducted 
the  relativity  studies  that  were  finalized  in  the  Relative 
Value  Scale  published  in  1975.  The  actions  of  the  Federal 
Trade  Commission  and  Justice  Department  against  other 
organizations  using  RVSs  led  to  the  discontinuing  by 
MSSNY  of  all  RVSs  activity  in  December  1975. 

Negotiations  are  at  present  underway  with  the  Work- 
men’s Compensation  Board  in  response  to  a request  by 
MSSNY  for  an  upgrading  of  the  Workmen’s  Compensation 
Medical  Fee  Schedule  with  a target  date  of  July  1, 1977.  In 
the  course  of  the  negotiations,  MSSNY  has  been  chal 
lenged  to  present  factual  data  on  which  it  predicates  re- 
quested increases.  This  committee,  about  five  years  ago, 
recognizing  the  need  for  such  data,  had  recommended  that 
MSSNY  undertake  a survey  through  an  expense  overhead 
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questionnaire.  For  a number  of  reasons  that  activity  was 
never  implemented.  The  need  for  such  data  becomes  more 
evident  with  every  passing  year. 

The  data  obtained  by  such  a survey  would  he  utilized 
only  for  workmen’s  compensation  negotiations.  In  re- 
sponse to  our  inquiry,  we  have  received  a letter  from  the 
chairman  of  the  Workmen’s  Compensation  Board  re- 
questing such  data  which  we  feel  is  sufficient  to  protect  the 
Society  and  its  committees  against  any  charges  of  being  in 
violation  of  the  antitrust  statutes. 

The  committee  voted  to  recommend  to  the  Council  that 
an  overhead  expense  survey  be  conducted,  such  data  to  he 
utilized  only  for  the  purposes  of  negotiating  with  the 
Workmen’s  Compensation  Board  as  provided  for  under  the 
New  York  State  Workmen’s  Compensation  Law,  and  as 
requested  by  the  Chairman  of  the  Board. 

Blue  Shield  of  Central  New  York — Adoption  of  Five 
Digit  Code.  The  committee  was  informed  that  this  Blue 
Plan  has  adopted  the  five  digit  coding.  This  Blue  Plan  also 
instituted  an  accelerated  updating  to  physicians’  profiles 
to  diminish  the  time  lag  between  the  profile  and  the  current 
date. 

The  committee  recommended  that  Central  Blue  Shield 
of  New  York  be  commended  for  its  actions  and  that  the 
MSSNY  continue  to  press  all  other  health  insurance  car- 
riers to  take  similar  action. 

The  chairman  of  the  committee  expresses  his  appre- 
ciation to  the  members  of  the  committee  for  the  time  and 
effort  they  have  devoted  to  the  problems  dealt  with.  He 
also  wishes  to  thank  Max  N.  Howard,  M.D.,  division  di- 
rector, William  D.  Brainin,  associate  director,  and  Mrs. 
Imelda  M.  Morrissey,  secretary,  for  their  conscientious 
efforts  and  diligence. 

Respectfully  submitted, 

Dallas  E.  Billman,  M.D.,  Chairman 

WORKMEN’S  COMPENSATION  AND 
OCCUPATIONAL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  the  report  of  the  Committee  on  Work- 
men’s Compensation  and  Occupational  Health  of  the 
Commission  on  Medical  Services. 

The  committee  members  are  as  follows: 


John  H.  Morton,  M.D.,  Chairman Monroe 

Frederic  W.  Holcomb,  Jr.,  M.D.,  Vice-Chairman  . . . . 

Ulster 

Robert  A.  Caputi,  M.D Erie 

Thomas  J.  Doyle,  M.D New  York 

Walter  W.  Frederick,  M.D Essex 

Burton  P.  Hoffman,  M.D Westchester 

John  A.  Kalb,  M.D Broome 

Robert  Katz,  M.D New  York 

George  Lim,  M.D Oneida 

Nicholas  P.  Teresi,  M.D Albany 

Leonard  Weitzman,  M.D Suffolk 


Since  its  last  report  to  the  House  of  Delegates,  the 
committee  has  met  on  two  occasions  with  additional  con- 
sultations by  telephone  or  mail  to  deal  with  those  problems 
requiring  prompt  resolution.  Reported  on  below  are  those 
matters  which  were  of  major  concern. 

Revocation  by  the  Workmen’s  Compensation  Board 
Chairman  of  the  Authorization  of  Two  Nassau 


County  Physicians  to  Treat  Workmen’s  Compensation 
Claimants.  A special  meeting  of  the  Committee  on 
Workmen’s  Compensation  and  Occupational  Health  was 
held  on  January  13  in  response  to  the  Council’s  request  for 
an  opinion  as  to  whether  MSSNY  should  become  involved 
in  the  defense  of  two  Nassau  County  physicians  whose 
authorization  to  treat  workmen’s  compensation  claimants 
had  been  revoked. 

The  events  that  necessitated  the  calling  of  the  special 
meeting  were  reviewed.  Following  the  revocation  of  the 
workmen’s  compensation  authorization  of  the  two  physi- 
cians, a letter  was  submitted  by  the  attorney  for  the  New 
York  State  Society  of  Orthopedic  Surgeons,  Inc.,  re- 
questing MSSNY  to  take  immediate  legal  action  by  an 
Article  78  proceeding  to  correct  abuses  by  the  chairman  of 
the  Workmen’s  Compensation  Board.  The  Council  con- 
sidered the  request  on  12/16/76  and  after  discussion  de- 
cided that  further  investigation  was  warranted  to  develop 
the  salient  facts  before  a final  decision  was  made.  It  re- 
ferred the  matter  to  this  committee  for  such  investigation. 
Abstracts  of  the  pertinent  material  contained  in  the  cor- 
respondence. the  files,  and  the  transcripts  of  the  hearings 
in  the  cases  of  the  two  physicians  were  reviewed  and 
thoroughly  discussed.  It  was  the  opinion  of  the  committee 
that  the  record  contained  statements  and  attitudes  ex- 
pressed by  the  two  physicians  that  were  at  variance  with 
the  position  of  MSSNY. 

The  committee  voted  unanimously  to  recommend  that, 
based  on  the  review  of  the  material  available,  MSSNY  not 
become  involved  at  this  time  in  the  legal  actions  in  process 
in  the  two  cases  considered.  The  Council  approved  this 
recommendation  on  1/27/77. 

Order  of  the  Chairman  of  the  Workmen’s 
Compensation  Board  .325-1. 21(b) 

STATE  OF  NEW  YORK 
WORKMEN’S  COMPENSATION  BOARD 
Order  of  the  Chairman 

By  virtue  of  the  authority  vested  in  me  by  subdivi- 
sion 2,  paragraph  (a)  of  Section  13-d  and  Sections  117 
and  141  of  the  Workmen’s  Compensation  Law,  I,  Ar- 
thur Cooperman,  Chairman  of  the  Workmen’s  Com- 
pensation Board,  hereby,  effective  November  8,  1976, 
add  a new  Section  325-1.21  to  Title  12  of  the  Official 
Compilation  of  Codes,  Rules  and  Regulations  of  the 
State  of  New  York  relative  to  the  failure  of  a physician, 
podiatrist,  chiropractor,  medical  bureau  or  laboratory 
authorized  by  the  chairman  of  the  Workmen’s  Com- 
pensation Board,  to  render  treatment  and  care  to 
workmen’s  compensation  claimants  when  requested 
by  the  claimant,  to  take  effect  November  8,  1976,  to 
read  as  follows: 

325-1.21  Failure  to  treat.  All  physicians,  podia- 
trists, chiropractors,  medical  bureaus  and  laborato- 
ries authorized  by  the  chairman  are  required  to  ren- 
der treatment  and  care  to  workmen’s  compensation 
claimants  within  the  scope  of  their  workmen’s  com- 
pensation authorization  when  requested  by  the 
claimant.  Refusal  to  do  so  without  reasonable  cause 
shall  be  deemed  misconduct  constituting  grounds 
for  suspension  or  revocation  of  such  authorization. 
On  November  10,  1976,  the  chairman  of  the  Work- 
men’s Compensation  Board  presented  to  the  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  the  above  order  effective  November  8,  1976. 
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The  MSSNY  representatives  took  strong  objection  to  that 
order  and,  after  a heated  discussion  the  chairman  invited 
MSSNY  to  suggest  substitute  language. 

In -subsequent  discussions  with  the  Workmen’s  Com- 
pensation Board  chairman  we  questioned  the  necessity  for 
any  new  order  of  this  nature,  since  the  chairman  and 
counsel  of  the  Workmen’s  Compensation  Board  had  stated 
they  were  authorized  by  law  to  remove  a phsyician’s  au- 
thorization, in  accordance  with  the  steps  spelled  out  in  the 
law.  We  objected  specifically  to  the  phrase  “without 
reasonable  cause”  on  the  basis  that  this  was  so  broad  a 
phraseology  that  it  invited  the  instigation  of  charges 
against  physicians  based  on  frivolous  and  insignificant 
complaints.  The  chairman  responded  that  he  had  no  in- 
tention of  permitting  investigation  of  complaints  of  such 
nature,  but  that  as  a result  of  the  situation  that  had  de- 
veloped in  Nassau  County,  where  apparently  they  had 
difficulty  interpreting  the  law  as  he  saw  it,  a more  specific 
reference  would  clarify  the  situation.  He  felt  that  the 
problem  in  Nassau  County  arose  from  the  involved  phy- 
sicians being  unwilling  to  accept  the  compensation  fee 
schedule  and  the  two  avenues,  namely  by  agreement  with 
the  carrier  or  by  submission  to  the  arbitration  committee, 
of  adjudicating  disputes  when  a higher  fee  than  that  set  in 
the  fee  schedule  was  requested. 

The  Medical  Society  of  the  State  of  New  York  then  de- 
cided to  accept  the  chairman’s  invitation  and  submitted 
the  following  language: 

A physician  applying  to  the  Workmen’s  Compensa- 
tion Board  for  authorization  to  treat  patients  covered 
by  that  Law,  signifies  that  he  will  accept  and  treat  such 
patients  in  a manner  corresponding  to  that  accorded 
other  patients  in  his  practice.  The  acceptance  of  said 
authorization  implies  that  compensation  covered  pa- 
tients will  not  arbitrarily  be  refused  care.  A patient 
may  not  be  refused  care  on  the  basis  of  a fee  request 
greater  than  set  forth  in  the  Medical  Fee  Schedule 
since  the  physician  in  accepting  authorization  agrees 
by  the  schedule  and  submit  to  the  arbitration  of  fee 
disputes  as  set  forth  in  Section  13-g  of  the  Workmen’s 
Compensation  Law.  A physician  whose  actions  are  in- 
consistent with  the  above  shall  be  charged  with  mis- 
conduct and  subject  to  suspension  or  to  revocation  by 
the  chairman  of  authorization  to  treat  workmen’s 
compensation  cases  in  accordance  with  the  procedures 
in  Section  13-d. 

The  chairman  then  submitted  to  the  Advisory  Com- 
mittee a modification  of  the  previous  order,  effective 
January  17,  1977. 

STATE  OF  NEW  YORK 
WORKMEN’S  COMPENSATION  BOARD 
Order  of  the  Chairman 

By  virtue  of  the  authority  vested  in  me  by  subdivi- 
sion 2,  paragraph  (a)  of  Section  13-d  and  Sections  117 
and  141  of  the  Workmen’s  Compensation  Law,  I,  Ar- 
thur Cooperman,  Chairman  of  the  Workmen’s  Com- 
pensation Board,  hereby,  effective  January  17,  1977, 
REPEAL  Section  325-1.21  of  Title  12  of  the  Official 
Compilation  of  Codes,  Rules  and  Regulations  of  the 
State  of  New  York  relative  to  the  failure  of  a physician, 
podiatrist,  chiropractor,  operator  of  a medical  bureau 
or  laboratory  authorized  by  the  Chairman  of  the 
Workmen’s  Compensation  Board,  to  render  treatment 
and  care  to  workmen’s  compensation  claimants  when 


requested  by  the  claimant,  and  ADOPT  a new  Section 
325-1.21  in  lieu  thereof  on  the  same  subject,  to  take  ef- 
fect on  January  17, 1977,  to  read  as  follows: 

325-1.21  Failure  to  treat.*  A physician,  podiatrist, 
chiropractor,  operator  of  a medical  bureau  or  labora- 
tory authorized  by  the  chairman  to  render  treat- 
ment and  care  to  injured  employees  under  the 
Workmen’s  Compensation  Law  shall  (a)  accept  and 
treat  such  injured  employees  in  a manner  corre- 
sponding to  that  accorded  other  patients  in  his  prac- 
tice, (b)  shall  not  refuse  to  provide  treatment  and 
care  to  such  injured  employees  without  reasonable 
cause,  and  (c)  shall  not  refuse  treatment  and  care  on 
the  basis  of  a fee  request  greater  than  that  set  forth 
in  the  applicable  prescribed  fee  schedule,  but  shall 
submit  to  arbitration  such  fee  dispute  in  accordance 
with  the  provisions  of  the  Workmen’s  Compensation 
Law.  Nothing  contained  herein  shall  prevent  a vol- 
untary payment  of  an  amount  higher  than  the  fees 
and  charges  found  in  the  fee  schedule  where  agreed 
to  by  the  employer  or  carrier.  An  authorized  physi- 
cian, podiatrist,  chiropractor,  operator  of  a medical 
bureau,  or  laboratory  whose  actions  violate  or  are  in- 
consistent with  the  foregoing  provisions  shall  be 
charged  with  misconduct,  and  his  authorization  to 
treat  workmen’s  compensation  cases  shall  be  subject 
to  revocation  by  the  chairman  in  accordance  with 
the  procedures  set  forth  in  the  law. 

This  new  12  NYCRR  325-1.21  is  being  filed  in  the 
Office  of  the  Department  of  State  pursuant  to  Section 
8 of  Article  IV  of  the  Constitution  of  the  State  of  New 
York  and  Section  102  of  the  Executive  Law,  and  shall 
become  effective  January  17,  1977. 

Dated:  December  20,  1976 

* This  constitutes  Rule  19-b  of  the  Chairman’s  Rules  relative 
to  Medical  and  Surgical  Care  and  Treatment  under  §§13-13-1 
of  the  Workmen’s  Compensation  Law. 

This  committee  found  (a)  and  (c)  of  the  above  in  general 
agreement  with  the  MSSNY  suggestions,  but  still  objected 
to  (b)  for  the  reasons  previously  stated,  namely  that  the 
phrase  “without  reasonable  cause”  invited  complaints  of 
a frivolous  inconsequential  nature  that  would  necessitate 
timeconsuming  but  nonproductive  investigations. 

The  committee  passed  the  following  resolution  re- 
questing the  withdrawal  by  the  Workmen’s  Compensation 
Board  Chairman  of  subsection  (b).  It  was  approved  by  the 
Council  on  1/27/77  and  submitted  to  the  Workmen’s 
Compensation  Board  Chairman. 

Rescinding  of  Order  of  the  Workmen ’s  Compensation 
Board  Chairman  325- 1.21(b) 

Whereas,  The  Workmen’s  Compensation  Board 
Chairman  and  his  staff  have  for  many  years  main- 
tained that  the  Workmen’s  Compensation  Law  em- 
powers the  chairman  to  take  action  against  those  phy- 
sicians who  violate  or  abuse  the  Law  and  its  regula- 
tions; and 

Whereas,  The  justification  advanced  for  the  pro- 
mulgation of  order  325-1.21  was  to  clarify  those  por- 
tions of  the  Law  and  regulations  that  define  the  re- 
sponsibility of  an  authorized  physician  to  abide  by  the 
Workmen’s  Compensation  Medical  Fee  Schedule 
when  treating  patients  covered  by  the  Workmen’s 
Compensation  Law;  and 

Whereas,  This  purpose  is  adequately  clarified  by 
subsections  (a)  and  (c)  of  order  325-1.21;  and 

Whereas,  The  language  of  subsection  (b)  of  the 
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order  is  so  broad  in  scope,  subject  to  varied  interpreta- 
tions that  may  foster  the  instigation  of  time-consum- 
ing investigation  of  capricious  and  trivial  complaints; 
and 

Whereas,  The  Workmen’s  Compensation  Board  of- 
ficials have  insisted  that  the  Law  already  empowers 
them  to  conduct  investigations  such  as  they  have  in 
mind  in  formulating  subsection  (b);  and 

Whereas,  Subsection  (b)  is  therefore  unnecessary 
and  has  the  potential  to  create  mischief;  therefore  be 
it 

Resolved,  That  the  Chairman  of  the  Workmen’s 
Compensation  Board  be  urged  to  rescind  subsection 
(b)  of  Order  325-1.21,  since  it  is  uncalled  for  and  likely 
to  foster  contention  and  discord. 

The  Workmen’s  Compensation  Board  Chairman  in- 
formed MSSNY  that  he  has  taken  the  above  resolution 
under  advisement  and  is  contemplating  a further  amend- 
ment of  Order  325-1.21. 

“Minimum” Medical  Fee  Schedule.  The  significance 
of  the  word  “minimum”  as  applied  to  the  Workmen's 
Compensation  Medical  Fee  Schedule  was  discussed.  It 
was  again  explained  that  this  word  was  introduced  in  the 
1930’s  following  a Moreland  Act  investigation  that  revealed 
flagrant  abuses  in  the  treatment  of  patients  covered  by  the 
Workmen’s  Compensation  Law  and  was  designed  to  pre- 
vent physicians  from  underbidding  to  have  patients  re- 
ferred to  them.  Although  the  Workmen’s  Compensation 
Medical  Fee  Schedule  is  not  a maximum  schedule,  since 
it  provides  that  higher  fees  may  be  granted  either  by 
reaching  an  agreement  with  the  insurance  carrier  or  by 
submitting  the  request  to  the  arbitration  committee,  the 
latter  two  provisions  in  effect  establish  the  fee  schedule  as 
the  usual  fees  except  through  those  two  avenues.  Some 
carriers  do  authorize  and  pay  higher  fees.  The  arbitration 
committee,  composed  of  three  physicians,  also  authorizes 
higher  fees  if  in  its  opinion,  the  circumstances  in  a case 
justify  such.  The  arbitration  committee  will  raise  fees  to 
the  minimum  where  a physician  has  billed  incorrectly  or 
the  carrier  has  evaluated  improperly. 

No-Fault  Automobile  Insurance  Law  Amendments. 
It  became  apparent  that  the  1977  Albany  Legislative  ses- 
sion would,  as  one  of  its  major  topics,  consider  amending 
the  No-Fault  Insurance  Law.  Rumors  reached  MSSNY 
that  there  were  proposals  to  limit  physicians  fees  to  those 
set  forth  in  the  Workmen’s  Compensation  Medical  Fee 
Schedule  and  the  problem  was  brought  to  the  committee’s 
attention. 

MSSNY  presented  its  position  in  an  open  hearing  held 
by  Senator  Dunne’s  Committee  on  Insurance,  submitting 
the  following  paper,  as  well  as  by  oral  testimony  in  which 
it  took  strong  exception  to  the  imposition  of  the  Workmen’s 
Compensation  Medical  Fee  Schedule  on  no-fault  cases, 
pointing  up  the  inequities  that  would  result.  At  that  same 
hearing  the  Superintendent  of  Insurance  expressed  the 
opinion  that  there  should  be  one  Statewide  medical  fee 
schedule  applicable  not  only  to  workmen’s  compensation 
and  no-fault  but  to  all  other  health  insurance  coverage  such 
as  third-party  payors,  the  Blue  Shield  plans,  Medicaid, 
Medicare,  etc.  Senator  Dunne  pressed  whether  MSSNY 
would  urge  physicians  to  accept  a fixed  fee  schedule  and 
MSSNY  responded  that  if  it  had  meaningful  input  into  a 
schedule  and  approved  such,  then  it  would  recommend  its 
acceptance.  Asked  if  MSSNY  would  attempt  to  pressure 
physicians  to  accept  patients  covered  by  a fixed  fee 
schedule,  the  response  was  that  we  would  object  to  this  as 


strenuously  as  we  would  to  patients  being  forced  to  accept 
a physician  not  of  their  choice.  The  point  was  made  that 
the  imposition  of  the  proposed  restraints  might  result  in 
the  flourishing  of  “no-fault  mills”  as  occurred  in  Medi- 
caid. 


STATEMENT  ON  BEHALF  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK  RE  AMENDMENTS  TO 

THE  NO-FAULT  AUTOMOBILE  INSURANCE  LAW, 
PRESENTED  BY  MAX  N.  HOWARD,  M.D.,  AT  PUBLIC 
HEARING  CONDUCTED  BY  SENATE  COMMITTEE  ON 
INSURANCE,  DECEMBER  14,  1976,  NEW  YORK  CITY. 

I am  Max  N.  Howard,  M.D.,  Director  of  the  Division 
of  Medical  Services  for  the  Medical  Society  of  the 
State  of  New  York.  The  State  Medical  Society  appre- 
ciates the  opportunity  to  express  its  views  on  the  pro- 
posed amendments  to  the  New  York  State  no-fault  au- 
tomobile insurance  law.  The  rising  cost  of  automobile 
liability  insurance  indicates  that  the  no-fault  law  has 
not  succeeded  in  attaining  the  goal  of  a reduction  in 
these  insurance  rates.  We  have  not  been  able  to  ob- 
tain for  review  basic  data  that  would  enable  a compre- 
hensive analysis.  Hence,  our  remarks  will  be  limited 
to  a few  of  the  points  raised  in  the  notice  of  this  public 
hearing. 

A New  Definition  of  Serious  Injury.  We  do  not  be- 
lieve that  it  is  possible  to  comprehensively  define  in 
words  a “serious  injury”  that  would  be  applicable  in  all 
situations.  The  medical  profession  has,  for  many 
years,  been  unable  to  develop  language  which  would 
draw  a clear  line  between  “minor”  and  “major”  in- 
juries and  surgery;  what  may  be  minor  in  one  instance 
could  be  major  in  another  set  of  circumstances.  The 
same  difficulty  applies  to  trying  to  define  a serious  in- 
jury. For  example,  an  injury  which  results  in  a some- 
what stiffened  finger  might  be  of  little  consequence  in 
the  performance  of  the  required  duties  of  a crane  oper- 
ator, but  be  major  and  incapacitating  to  a typist,  ty- 
pographer, or  musician.  We  suggest  that  no  attempt 
be  made  to  further  delineate  a “serious  injury,”  leaving 
this  to  a common  sense  approach,  taking  into  account 
the  circumstances  in  individual  cases,  and  where  nec- 
essary determination  by  trial. 

A Specified  Period  of  Total  Disability.  We  ques- 
tion the  advisability  of  specifying  the  length  of  such  a 
period  as  a qualifying  factor.  The  imposing  of  such  a 
limitation  could  be  counterproductive  in  that  individ- 
uals who  might  return  to  limited  activities  would  be 
tempted  to  remain  out  of  work  for  longer  periods  in 
order  to  establish  a claim  beyond  the  no-fault  provi- 
sions. It  would  also  create  the  problem  of  having  to 
determine  whether  or  not  an  injured  individual  was  in- 
fact totally  disabled  for  the  entire  period,  with  the  at- 
tending difficulty  of  evaluating  the  nuances  of  differ- 
ences of  opinion  that  may  exist  between  physicians. 

Increasing  the  $500  Threshold.  The  inflationary 
impact  on  costs  in  the  past  few  years  has  been  such 
that  an  increase  of  this  monetary  threshold  would 
seem  warranted,  and  we  support  such  a move.  This 
increase  is  a more  practical  approach  than  a fixed  peri- 
od of  total  disability. 

Elimination  of  Duplicate  Payments.  We  favor 
elimination  of  duplicate  payments  for  the  same  ser- 
vices or  loss  of  wages.  New  York  State  has  established 
a coordination  of  benefits  for  payments  under  health 
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insurance,  and  this  should  be  extended  to  the  no-fault 
law.  irrespective  of  the  source  of  payment. 

Prohibiting  Drivers  With  Extraordinarily  Poor 
Driving  Records.  We  address  ourselves  here  only  to 
the'  medical  aspects  of  this  question  and  recommend 
that  such  drivers  be  required  to  have  a phsyical  exami- 
nation, properly  documented,  that  will  determine  that 
a physical  or  mental  condition  does  not  exist  that  is 
causative  or  contributory  to  the  poor  driving  record. 

If  such  a medical  condition  is  found  to  exist  and  is 
remediable,  then  the  driver  should  be  required  to  un- 
dergo the  treatment  necessary  to  correct  it. 

Establishing  a Schedule  of  Fees.  We  strongly  op- 
pose the  establishment  of  a fixed  fee  schedule  for  reim- 
bursement of  physicians  for  services  they  render  to  pa- 
tients covered  by  the  no-fault  law.  A fixed  fee  sched- 
ule is  never  equitable  since  it  does  not  take  into  ac- 
count the  differences  that  exist  in  the  practice  of  medi- 
cine that  vary  with  location,  expertise,  and  overhead 
costs.  A fixed  fee  schedule  tends  to  pay  some  physi- 
cians more  than  their  usual  and  customary  fees,  and 
underpay  others.  A fee  schedule  becomes  frozen,  un- 
realistic and  unresponsive  to  cost  increases. 

The  law  states  that  reasonable  and  necessary  medi- 
cal expenses  will  be  covered.  Insurance  carriers  have, 
over  the  years,  accumulated  sufficient  information 
about  the  usual,  customary  and  prevailing  f^es  in  an  , 
area  to  determine  whether  the  fees  submitted  are  rea- 
sonable. We  believe  insurance  carriers  are  in  a posi- 
tion to  properly  evaluate  submitted  charges  by  estab- 
lishing an  adequate  review  methodology. 

The  Medical  Society  of  the  State  of  New  York  has 
taken  the  position  that  a physican  should  not  “pad” 
his  bills  beyond  his  normal,  usual  and  customary 
charges,  but  is  entitled  to  reasonable  compensation  for 
the  work  he  performed.  We  question  the  media  charg- 
es that  “abuses”  by  physicians  are  a major  cause  of  the 
escalating  cost  of  auto  liability  coverage  and  request 
that  such  documentation,  if  it  exists,  be  submitted  for 
study  and  verification. 

Until  very  recently  the  Medical  Society  of  the  State 
of  New  York  through  its  component  County  Medical 
Societies  Review  and  Grievance  Committees,  was  in  a 
position  and  did  offer  to  assist  carriers  in  evaluating 
the  reasonableness  of  charges  submitted  by  physi- 
cians. Unfortunately,  the  recent  actions  by  the  Feder- 
al Trade  Commission  and  the  Justice  Department 
threatening  to  institute  anti-trust  suits  to  prohibit 
such  activities  has  led  to  a discontinuance  of  our  re- 
view procedures.  The  Medical  Society  of  the  State  of 
New  York  and  its  component  County  Medical  So- 
cieties stand  ready  to  assist  in  such  review  if  a State  law 
were  to  be  enacted  that  would  free  them  from  the  threat 
of  anti-trust  litigation. 

We  again  express  our  appreciation  for  this  opportu- 
nity to  he  heard,  and  trust  that  our  views  will  be  given 
due  consideration. 

It  was  learned  that  steps  have  already  been  taken  to 
evaluate  what  measures  would  be  required  if  the  Work- 
men’s Compensation  Board  were  to  take  over  the  payments 
of  physicians’  fees  under  no-fault  insurance.  The  impli- 
cations of  removing  yet  another  segment  of  the  population 
in  New  York  State  from  the  established  and  customary 
modes  of  medical  practice  are  serious. 

T he  committee  voted  unanimously  to  recommend  that 
MSSNY  mount  a vigorous  effort  to  prevent  patients  cov- 
ered by  the  no  fault  law  from  being  placed  under  the  re- 
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strictions  and  provisions  similar  to  that  of  the  Workmen’s 
Compensation  Law;  Council  approval  was  voted  on  1/ 
27/77. 

Since  the  above  transpired,  there  have  been  several  bills 
introduced  calling  for  fee  schedules,  which  are  being 
strenuously  opposed  by  MSSNY.  Two  bills  called  for  fee 
schedules,  another  for  a Blue  Shield  schedule  and  a fourth 
bill  does  not  call  for  a fee  schedule.  MSSNY  has  offered 
its  cooperation  in  evaluating  the  reasonableness  of  physi- 
cians’ fees  and  controlling  excessive  charges. 

Referral  by  an  Insurance  Carrier  of  Patient  under 
Treatment  by  a Physician  to  a Chiropractor  for  Con- 
sultation. The  MSSNY  Council  on  12/16/76,  in  response 
to  a complaint  by  the  president  of  a county  medical  society 
that  a patient  under  treatment  by  a physician  was  referred 
to  a chiropractor  for  consultation,  referred  the  matter  to 
this  committee  for  investigation. 

The  director  visited  the  offices  of  the  insurance  carrier 
involved,  reviewed  the  file,  and  abstracted  the  pertinent 
information.  The  patient,  then  under  the  care  of  an  M.D., 
was  on  the  last  visit  referred  to  an  orthopedist,  but  instead 
of  seeing  the  latter,  the  patient  placed  himself  under  the 
care  of  a chiropractor.  The  chiropractor,  in  a report  to  the 
carrier,  stated  that  he  had  treated  the  patient  eleven  times 
and  estimated  that  twenty  more  treatments  over  the  next 
five  weeks  would  be  required  and  requested  authorization. 
It  was  following  the  receipt  of  that  report  that  the  insur- 
ance carrier  referred  the  patient  to  their  chiropractor 
consultant.  The  patient  last  visited  the  treating  chiro- 
practor on  7/31/75.  The  patient  returned  to  the  original 
physician  on  8/2/75  and  on  8/18/75  visited  the  orthopedist 
to  whom  he  had  been  originally  referred.  The  latter 
treated  the  patient  from  8/18/75  to  12/18/75.  He  then  had 
no  further  treatment  until  11/22/76  when  he  consulted  a 
different  orthopedist.  The  file  indicated  no  treatment 
since  11/22/76. 

It  was  ascertained  from  the  file  that  the  patient  was  not 
referred  for  consultation  to  anyone  during  the  initial  period 
of  treatment  by  the  M.D.  The  carrier  referred  the  patient 
to  a chiropractor  for  consultation  a)  after  the  patient  had 
terminated  his  treatment  with  the  M.D.,  and  was  under 
treatment  by  a chiropractor  of  the  patient’s  choice,  and  b) 
upon  receipt  of  the  chiropractor’s  report  that  the  patient 
would  require  twenty  more  treatments. 

MSSNY  exerted  strenuous  efforts  to  prevent  the  li- 
censing of  chiropractors  both  as  it  involves  the  general 
public  and,  more  recently,  workmen’s  compensation 
claimants.  The  Law  now  permits  chiropractors  to  treat 
workmen’s  compensation  cases  if  patients  so  desire,  and 
this  appears  to  be  the  case  here.  The  record  indicates  that 
the  carrier  referred  the  patient  for  evaluation  to  a chiro- 
practor for  an  opinion  while  he  was  under  treatment  by 
another  chiropractor,  at  which  time  they  had  no  indication 
that  he  was  under  any  physician’s  care.  The  representa- 
tive of  the  carrier  assured  us  they  have  not,  nor  do  they 
intend  to,  refer  any  patient  under  treatment  by  an  M.D. 
to  a chiropractor.  To  the  contrary,  they  will  more  fre- 
quently refer  patients  treated  by  a chiropractor  to  ortho- 
pedists. 

The  committee  then  recommended  to  the  Council  that 
the  circumstances  in  this  case  did  not  warrant  any  action 
by  MSSNY,  and  the  Council  approved  this  recommenda- 
tion on  1/27/77. 

Propriety  of  Charges  by  a Physician  When  not 
Physically  Present  and  not  Actually  Rendering  Ser- 
vices. The  chairman  of  the  Workmen’s  Compensation 
Arbitration  Committee  called  the  attention  of  MSSNY  to 


three  cases  in  which  a physician  hilled  for  services  rendered 
by  the  house  staff  in  the  hospital  emergency  room.  The 
patients  were  then  referred  to  that  physician’s  private  of- 
fice for  followup  care.  The  matter  was  referred  to  the 
physician’s  county  medical  society  and  its  workmen’s 
compensation  committee  questioned  whether,  although 
the  physician  was  not  physically  present,  if  the  house  staff 
telephoned  him  and  he  advised  the  treatment  to  be  ren- 
dered, thus  becoming  responsible  for  the  consequences  of 
such  treatment,  he  was  not  entitled  to  a fee  since,  in  the 
event  of  a mishap,  he  would  be  involved.  A ruling  from  the 
Workmen’s  Compensation  Board  was  requested.  The 
chairman  of  the  Workmen’s  Compensation  Board  replied 
on  2/10/77  that  “it  is  my  opinion  that  Section  13-b.  1 (c) 
requires  that  an  authorized  physician  be  actually  present. 
Directions  obtained  from  telephone  conversations  are  not 
considered  to  be  ‘under  active  and  personal  supervision.’ 
The  fact  that  the  physician  who  gives  instructions  by 
telephone  is  liable  for  any  damages  incurred  by  the  patient 
has  no  bearing  in  the  matter.” 

MSSNY’s  Workmen’s  Compensation  Committee  will 
further  consider  this  matter. 

RESOLUTIONS 

Resolution,  76-29,  Workmen's  Compensation  Fee 
Schedule 

Introduced  by  Nassau  County  Medical  Society. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Workmen’s  Compensation  Board 
to  adopt  a usual  and  customary  fee  schedule  forth- 
with. 

It  was  noted  that  MSSNY  has  consistently  requested, 
whenever  negotiations  have  been  conducted  for  revision 
of  the  WC  Medical  Fee  Schedule,  that  physicians  be  paid 
on  a usual  and  customary  basis.  This  has  to  date  always 
been  rejected  and  the  chairman  of  the  WCB  has  very  re- 
cently stated  that  he  would  not  accept  such  a payment 
mechanism.  Nevertheless,  it  is  the  intention  of  the 
MSSNY  Advisory  Committee  representatives  to  repeat 
this  request  when  the  new  negotiations  for  the  July  1, 1977 
revisions  are  under  way. 

The  committee  recommended  approval  of  the  resolution 
in  principle  and  the  Council  approved. 

Resolution  76-50,  Modified  Radiologic  Technologist 
Licensure 

Introduced  by  Frederic  W.  Holcomb,  Jr.,  M.D.,  as  an  In- 
dividual. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  its  appropriate  scientific  division 
or  committee,  request  the  State  Education  Depart- 
ment and/or  the  State  Health  Department  to  establish 
a curriculum  of  study  and  training  for  the  purpose  of 
qualifying  and  licensing  x-ray  technologists  whose  ac- 
tivities would  be  limited  to  diagnostic  x-rays  of  the 
chest  and  extremities  without  the  use  of  any  contrast 
medium. 

This  resolution  was  referred  by  the  Council  to  the  Di- 
vision of  Scientific  Activities.  In  discussion  following  that 
action,  however,  it  was  pointed  out  this  resolution  is  di- 
rected primarily  to  problems  in  inplant  medical  occupa- 
tional departments,  and  it  was  agreed  that  the  topic  be 
referred  to  this  committee  as  well  for  discussion  and  rec- 
ommendation. 

The  problem  developed  in  1968  when  the  requirements 
for  licensing  x-ray  technicians  were  greatly  expanded.  In 
occupational  medical  departments,  the  primary  use  of 


x-rays  is  for  routine  chest  examinations,  not  only  for  pre- 
placement examinations,  but,  more  importantly,  as  a part 
of  periodic  health  examinations.  The  x-rays  are  usually 
taken  by  a nurse  with  the  x-ray  machine  present  and  fixed. 
Hence  the  exposure  is  minimal  and  the  necessity  for  de- 
tailed knowledge  of  radiologic  techniques  is  minimal. 

W'hen  the  new  requirements  were  established  most  of 
the  occupational  health  nurses  then  taking  such  x-rays 
were  able  to  qualify  under  the  “grandperson  clause.”  With 
many  of  these  people  now  retiring,  it  has  become  imprac- 
tical to  employ  a radiotechnician  for  the  limited  need  in  an 
occupational  health  setting.  The  shortage  of  x-ray  tech- 
nicians has  led  to  considerable  moonlighting  on  the  part 
of  these  individuals  and  diverting  them  to  occupational 
medical  departments  serves  to  augment  the  shortage  of 
individuals  who  could  be  utilized  more  productively. 

The  Committee  on  Occupational  Medicine  of  the  New 
York  County  Medical  Society  attempted,  unsuccessfully, 
in  1968  to  have  the  requirements  modified.  The  matter 
was  reconsidered  by  that  same  committee  on  January  18, 
1977  and  they  recommended  that  Resolution  76-50  be 
modified  by  removing  the  phrase  “diagnostic  x-ray  of  the 
extremities.” 

After  discussion,  the  committee  voted  that  action  on  the 
resolution  be  deferred  pending  receipt  of  recommendations 
by  the  New  York  County  Medical  Society’s  Committee  on 
Occupational  Medicine. 

The  Committee  on  Occupational  Medicine  of  the  Med- 
ical Society  of  the  County  of  New  York,  meeting  on  April 
19,  1977,  reaffirmed  its  position,  taken  in  1970,  to  establish 
an  additional  category  of  “chest  radiographer  technologist” 
in  inplant  occupational  health  departments  with  the  re- 
quirements of  an  RN  degree,  10  hours  of  didactic  classroom 
work  in  a recognized  school,  and  30  hours  of  practical 
training  under  a Board  certified  radiologist. 


Consideration  of  Resolutions  Introduced  by  Dr.  Leo 
Arthur  Green,  Queens  County,  as  an  Individual.  Dr. 

Green  was  invited  and  was  present  on  February  1, 1977  to 
discuss  the  following  resolutions,  introduced  by  him  as  an 
individual  to  the  1976  MSSNY  House  of  Delegates.  The 
actions  were  taken  in  executive  session. 

Resolution  76-37,  Legislative  Relief  under  Com- 
pensation Law 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s 
Compensation  Board  to  ask  the  Legislature  of  the 
State  of  New  York  to  alter  the  law  and  the  regulations 
issued  thereunder  to  eliminate  the  subrogation  privi- 
lege; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Workmen’s  Compensation 
Board  and  the  Legislature  of  the  State  of  New  York  to 
modify  the  law  regarding  torts  in  such  a way  that  no 
claim  for  reimbursement  for  Medicare  and  other 
charges  provided  under  the  purview  of  the  Workmen’s 
Compensation  Law  can  be  entered  against  any  third 
party  carrier  as  an  item  of  damages  for  recovery  there- 
of; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s 
Compensation  Board  and  Legislature  of  the  State  of 
New  York  to  so  modify  its  regulations  and  the  law  of 
the  State  of  New  York  to  provide  that  recovery  for 
torts  arising  out  of  acts  performed  under  the  purview 
of  the  Workmen’s  Compensation  Act  shall  be  limited 
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to  damages  resulting  from  the  impaired  or  lost  func- 
tion of  one  or  more  parts  of  the  body,  loss  of  use  or  loss 
of  a member  of  the  body,  loss  of  use  or  loss  of  one  or 
more  eyes  of  the  body,  loss  of  wages  in  excess  of  that 
provided  in  the  Workmen’s  Compensation  Law,  medi- 
cal and  other  expenses  not  covered  by  the  Workmen’s 
Compensation  Board  in  full,  expense  necessary  to  hire 
temporary  worker  replacements  or  assistance  plus  pro- 
vision for  damages  for  pain  and  suffering  and  for  the 
cost  of  attorneys’  fees  including  court  costs;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  the  Legislature  of  the  State  of 
New  York  enact  legislation  guaranteeing  the  right  of 
each  such  claimant  to  have  the  right  of  free  election  of 
No-Fault  Law  benefits  or  other  Insurance  Benefits  he 
has  until  all  such  benefits  are  exhausted  when  the 
claimant  shall  again  have  the  right  to  elect  further  care 
and  reimbursement  for  loss  of  any  kind  under  the 
Workmen’s  Compensation  Act,  or  not,  as  he  may  de- 
sire. 

The  intent  of  this  resolution  was  not  clear  either  from 
wording  or  from  the  introducer’s  verbal  explanation. 
There  appears  to  be  a contradiction  between  the  resolution 
and  the  MSSNY  position  that  a physician  should^have  the 
right  to  bill  for  differences  between  a fee  schedule  and  his 
usual  and  customary  fees. 

The  resolution  was  referred  to  the  Division  of  Govern- 
mental Relations  for  opinion. 

Resolution  76-40,  Mechanism  for  Prompt  Evaluation 
of  Compensability  of  Injured  Worker 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s 
Compensation  Board  and  the  Legislature  of  the  State 
of  New  York  to  enact  rules  and  legislation  to  the  effect 
that  carriers  will  maintain  a 24  hour  a day  reporting 
service  by  telephone  within  the  office  of  the  chairman 
of  the  Workmen’s  Compensation  Board;  and  be  it  fur- 
ther 

Resolved,  That  such  legislation  contain  a provision 
that  employers  and  physicians  must  immediately  re- 
port by  telephone  to  such  claim  receiving  service  di- 
rectly after  each  accident  to  each  employee  that  will 
come  under  treatment;  and  be  it  further 

Resolved,  That  the  reporting  by  both  the  employer 
and  the  physician  shall  serve  to  establish  the  claim  of 
any  claimant  for  a period  of  72  hours  during  which  the 
carrier  shall  have  the  right  to  determine  the  compensa- 
bility of  any  claim;  and  be  it  further 

Resolved,  That  such  legislation  referred  to  above 
shall  carry  the  provision  that  the  physician  shall  be 
paid  for  his  services  regardless  of  whether  the  case  is 
subsequently  found  to  be  compensable  or  not  during 
the  first  72  hours;  and  be  it  further 

Resolved,  That  no  physician  shall  continue  to  treat 
such  patient  beyond  72  hours  unless  during  this  said  72 
hour  period  authorization  has  been  granted  to  the  phy- 
sician to  continue  to  treat  such  patient;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Commissioner  of  Insurance  and 
the  Legislature  of  the  State  of  New  York  to  modify  the 
Insurance  Regulations  and  to  support  and  sponsor 
changes  in  the  Insurance  Law  to  permit  all  insurance 
carriers  that  have  provisions  excluding  benefits  for 
Workmen’s  Compensation  claimants  to  permit  bene- 


fits for  Workmen’s  Compensation  claimants  subse- 
quent to  the  72  hour  period  referred  to  above  when  a 
decision  has  been  made  that  no  further  treatment  has 
been  authorized  under  Workmen’s  Compensation  Law 
or  when  the  facts  are  insufficient  to  warrant  a decision 
as  to  compensability;  and  be  it  further 

Resolved,  That  under  conditions  where  compensa- 
bility cannot  be  readily  determined  that  Workmen’s 
Compensation  Law  and  regulations  thereunder  shall 
be  changed  to  permit  physicians  and  others  treating 
Workmen’s  Compensation  claimants  to  charge  the  pa- 
tients directly  their  usual  and  customary  fees  until 
such  determination  shall  have  been  made  and  that 
these  fees  shall  be  binding  during  such  period  if  inves- 
tigation and  pending  such  determination  of  liability. 
The  committee  considered  the  mechanisms  to  be  set 
up  by  this  resolution  are  impractical  and  recommended 
non-approval. 

The  Council  disapproved  the  resolution. 

Resolution  76-41  Impartial  Examination  of  Com- 
pensation Patients  by  an  Approved  Panel  of  Special- 
ists 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s 
Compensation  Board  to  revise  the  Rules  of  the  Board 
to  forbid  this  practice;  and  be  it  further 

Resolved,  That  carriers  be  prohibited  from  retain- 
ing physicians  of  their  own  choice  for  examination  of 
patients  followed  within  a particular  specialty;  and  be 
it  further 

Resolved,  That  the  Workmen’s  Compensation 
Board  shall  maintain  a list  of  each  physician  practicing 
within  each  specialty  that  is  designated  by  the  Board, 
and  from  this  list  will  be  provided,  on  a rotating  basis, 
regionally,  the  names  of  all  physicians  who  practice 
their  specialty  in  the  particular  area  to  be  used  for  ex- 
aminations of  claimants  being  treated  under  the 
Workmen’s  Compensation  Act;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  rules  shall  be  made  by  the 
chairman  of  the  Workmen’s  Compensation  Board  that 
such  physicians  shall  be  permitted  to  charge  only  the 
minimum  specialists  fee  for  the  examination  of  the  pa- 
tient plus  additional  fee  for  review  of  file  depending 
upon  the  size  of  the  file,  plus  additional  fee  for  review 
of  x-rays,  said  fees  to  be  set  forth  by  the  chairman  of 
the  Workmen’s  Compensation  Board;  and  be  it  fur- 
ther 

Resolved,  That  the  secretary  of  the  Workmen’s 
Compensation  Board  shall  keep  a roster  of  the  physi- 
cians specializing  in  each  field  and  the  order  in  which 
they  have  been  assigned  to  examine  Workmen’s  Com- 
pensation cases  requested  by  carriers  in  order  to  pro- 
vide an  opportunity  for  each  specialist  to  participate  in 
the  examination  of  claimants  with  the  objection  of  pro- 
viding a fair  and  equitable  method  of  assessment  of  the 
extent  of  disability,  and  necessity  for  frequency  and 
type  of  treatment. 

This  resolution  was  considered  impractical.  Refer- 
ence should  also  be  made  to  plaintiffs  physicians  as  well 
as  carrier’s  physicians.  It  was  noted  that  where  there  is  a 
difference  of  opinion  between  physicians,  the  Workmen’s 
Compensation  Board  utilizes  a panel  of  “impartial  ex- 
perts.” 

The  committee  recommended  the  disapproval  of  the 
resolution  and  the  Council  did  so. 
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Resolution  76-42,  Specialist  Fees  under  Compen- 
sation Law 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s 
Compensation  Board  to  issue  a specific  regulation  to 
the  effect  that  carriers  cannot  arbitrarily  decide  that 
specialists  may  be  only  paid  general  practitioner  fees 
be  discontinued;  and  be  it  further 

Resolved,  That  the  chairman  of  the  Workmen’s 
Compensation  Board  issue  a specific  regulation  requir- 
ing that  all  services  rendered  by  a specialist  in  his  par- 
ticular field  be  paid  at  the  appropriate  specialist 
rates. 

The  resolution  is  in  error  in  stating  that  insurance  car- 
riers can  arbitrarily  decide  whether  a specialist  is  rendering 
services  within  his  scope.  Such  questions  are  referred  to 
and  decided  by  an  arbitration  committee  of  three  physi- 
cians. Some  years  ago  there  was  one  insurance  carrier  that 
consistently  raised  this  issue  and  MSSNY  was  successful 
in  having  the  carrier  desist. 

It  was  the  opinion  of  this  committee  that  what  this  res- 
olution calls  for  has  been  and  is  being  done  and  the  com- 
mittee therefore  recommended  it  be  filed;  the  Council  did 
so. 

Resolution  76-43,  Right  of  Medical  Specialist  to 
Interpret  the  X-rays  Particular  to  His  Field  of  Prac- 
tice as  an  X-ray  Specialist 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s 
Compensation  Board  to  amend  the  Minimum  Fee 
Schedule  so  as  to  provide  that  fees  for  a specialist  in 
any  field  interpreting  radiographs  in  his  field  be  equal 
to  that  paid  to  radiologists  interpreting  similar  radio- 
graphs. 

The  issue  raised  here  is  a thorny  one  that  has  been  dis- 
cussed several  times  within  the  Interspecialty  Committee. 
The  committee  recommended  that  this  resolution  be  re- 
ferred to  the  Interspecialty  Committee  for  its  review  and 
recommendation.  The  Council  did  so  refer  it. 

Resolution  76-44,  The  Use  of  Written  Interrogato- 
ries as  Evidence  in  Compensation  Hearings 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  to  permit 
written  interrogatories  to  be  used  in  place  of  personal 
appearance  claimants;  and  be  it  further 

Resolved,  That  physicians  shall  be  paid  a regular 
testifying  fee  for  completing  such  interrogatories;  and 
be  it  further 

Resolved,  That  the  rules  shall  permit  the  summon- 
ing of  a physician  for  personal  crossexamination  if  the 
answers  to  the  interrogatories  are  deemed  unsatisfac- 
tory after  a conference  by  the  referee  and  the  attorneys 
for  both  parties  or  all  parties,  if  more  than  two. 

It  was  recognized  that  any  mechanism  that  would  less- 
en the  demands  upon  a physician’s  time  and  expedite 
proceedings  was  laudable.  The  introducer  of  the  resolu- 
tion mentioned  in  his  oral  presentation  to  the  committee 
that  written  interrogatories  were  being  used  in  other  states. 
He  was  requested  to  obtain  and  furnish  the  committee  with 
a sample  of  the  law  in  other  states  for  consideration  by  this 
committee. 

The  committee  recommended  that  consideration  of  this 
resolution  be  deferred  pending  the  receipt  of  the  requested 
information.  The  Council  approved  the  recommenda- 
tion. 


Resolution  76-45,  Failure  of  Carriers  to  Follow  the 
Fee  Schedule  in  Compensation  Cases 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  the  Workmen’s  Compensation 
Board  issue  regulations  that  certify  that  each  report 
containing  a diagnosis  and  each  bill  containing  an 
amount  for  services  rendered  constitutes  an  item  in  ev- 
idence; and  be  it  further 

Resolved,  That  no  carrier  shall  have  the  right  to 
modify  either  of  these  items;  and  be  it  further 

Resolved,  That  if  a carrier  objects  to  either  of  these 
items  he  shall  file  an  A-l  as  provided  by  law  and  not 
take  it  upon  himself  to  make  changes. 

The  measures  referred  to  in  the  resolveds  already  exist 
in  the  present  Law  and  regulations  and  the  committee 
recommended  the  resolution  be  filed.  The  Council  ac- 
cepted the  recommendation. 

Resolution  76-46,  Payment  for  Independent  Special 
Services  in  Compensation  Cases 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  vigorously  protest  this  type  of  activity  to  the 
chairman  of  the  Workmen’s  Compensation  Board  with 
a request  that  he  order  its  immediate  cessation;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  would 
mandate  separate  fees  for  treatment  by  a licensed 
physiotherapist  whether  in  the  employ  of  a physiatrist 
or  of  the  treating  physician  during  the  aftercare  period 
of  fractures;  and  be  it  further 

Resolved,  That  such  fees  shall  be  in  accordance 
with  the  fee  schedule  and  not  part  of  the  trust  fee  al- 
lowed for  treatment  of  fractures. 

This  resolution  was  withdrawn  by  Dr.  Green. 

Resolution  76-47,  Compensation  Payments  in  No- 
Fault  Insurance  Cases 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  will 
permit  physicians  to  charge  their  usual  and  customary 
fees  in  these  cases;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  would 
stop  temporarily  the  working  of  the  Workmen’s  Com- 
pensation Law  regarding  fees  and  certain  other  ex- 
penses until  the  conclusion  of  the  no-fault  action;  and 
be  it  further 

Resolved,  That  legislation  be  supported  and  spon- 
sored by  the  Medical  Society  of  the  State  of  New  York 
that  would  provide  that  when  the  no-fault  benefits 
have  been  used  up  and  no  other  third  party  action  is 
pending  beyond  same,  the  cases  shall  then  revert  to  the 
compensation  carrier  for  continued  payment  of  medi- 
cal expenses  and  compensation,  including  attorney’s 
fees  for  such  further  treatment  as  may  be  necessary. 

It  was  stated  that  the  entire  no-fault  law  is  now  the 
subject  of  review  by  the  State  Legislature  and  that  it  would 
probably  be  unwise  to  press  this  particular  resolution  at 
this  time.  It  was  recommended,  however,  that  the  reso- 
lution be  referred  to  the  Division  of  Governmental  Rela- 
tions for  opinion.  The  Council  did  so  refer. 

Resolution  76-48,  Medical  Examination  of  Com- 
pensation Claimants 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  strongly  disapproving  this 
practice;  and  be  it  further 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  sponsor  and  support  legislation  that  would 
mandate  that  all  physicians  examining  and  treating 
patients  whether  on  behalf  of  the  claimant  or  on  behalf 
of  the  carrier,  be  paid  the  rates  established  within  the 
Workmen’s  Compensation  fee  schedule. 

The  present  Workmen’s  Compensation  Law  permits 
p'hysicians  to  obtain  fees  greater  than  those  in  the  Work- 
men’s Compensation  medical  fee  schedule,  either  by 
agreement  or  by  arbitration.  The  committee  does  not  feel 
that  provisions  that  would  prohibit  the  payment  of  fees  to 
physicians  greater  than  those  set  forth  in  the  WC  fee 
schedule  should  be  sought.  It  therefore  recommended 
disapproval  and  the  Council  accepted  this  recommenda- 
tion. 

Resolution  76-58,  Payment  for  Independent  Services 
in  Compensation  Cases 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  vigorously  protest  this  type  of  activity  to  the 
chairman  of  the  Workmen’s  Compensation  Board  with 
a request  that  he  order  its  immediate  cessation;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  tjiat  would  • 
mandate  separate  fees  for  treatment  by  a licensed 
physiotherapist  whether  working  upon  the  referral  or 
prescription  of  a physiatrist  or  of  the  treating  physi- 
cian during  the  aftercare  period  of  fractures  and  surgi- 
cal operations;  and  be  it  further 

Resolved,  That  such  fees  shall  be  in  accordance 
with  the  fee  schedule  and  not  part  of  the  unit  fee  al- 
lowed for  treatment  of  fractures  or  surgical  opera- 
tions. 

Dr.  Green  was  informed  that  MSSNY  has  already 
objected  to  the  practice  referred  to  in  this  resolution  and 
that  corrective  measures  have  been  taken.  The  carriers 
and  the  Workmen’s  Compensation  Board  have  agreed  that 
when  an  inclusive  or  global  fee  applies,  the  aftercare  period 
will  be  that  of  the  1968  Workmen’s  Compensation  fee 
schedule,  rather  than  the  present  one,  applicable  to  the 
payment  for  physiotherapy.  He  was  also  informed  that 
when  these  issues  are  brought  to  the  arbitration  com- 
mittees, the  latter  have  almost  always  ruled  that  the  global 
fee  concept  does  not  apply  when  it  is  demonstrated  that 
specialized  physiotherapeutic  measures  were  warranted. 
Dr.  Green  stated  that  if  this  was  so  he  would  consider 
withdrawing  this  resolution. 

The  committee  recommended  no  action,  and  the  Council 
so  moved. 

Resolution  76-59,  Controverted  Compensation 
Claims 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  will 
eliminate  this  problem  and  provide  permission  to  use 
alternate  methods  of  payment  during  such  controvert- 
ed claim  periods  and  for  subsequent  repayment  and 
fee  adjustments  if  claim  is  later  found  valid,  including 
interest  as  indicated. 

Dr.  Green  was  informed  that  the  committee  could  not 
deal  intelligently  with  this  resolution  until  the  “alternate 
methods  of  payment”  was  spelled  out,  and  he  was  re- 
quested to  do  so. 

The  committee  recommended  deferral  of  consideration 
pending  receipt  of  the  requested  clarification,  and  this 
action  was  taken  by  the  Council. 


Resolution  76-60,  Payment  for  Copies  of  X-rays  in 
Compensation  Cases 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  to  the  effect 
that  carriers  will  be  ordered  to  pay  a reasonable  fee  for 
copies  of  x-rays  either  in  film  form,  Polaroid  form, 
slide  form,  or  other  approved  form  when  x-rays  are  re- 
quested by  carriers;  and  be  it  further 

Resolved,  That  when  requested  to  testify  at  hear- 
ings, physicians  may  bring  x-rays  to  be  reviewed  at  the 
hearings  and  to  be  retained  by  him  when  he  leaves  the 
hearing;  and  be  it  further 

Resolved,  That  the  chairman  of  the  Workmen’s 
Compensation  Board  shall  be  requested  to  devise  a 
mechanism  whereby  payment  for  copies  of  x-ray  films 
and  the  use  of  copies  of  x-ray  films  can  be  incorporated 
in  the  regulations  promulgated  with  the  present  fee 
schedule. 

The  resolution  has  in  fact  already  been  implemented 
by  MSSNY  through  its  representatives  on  the  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  of  the  Workmen’s  Compensation  Board.  A 
satisfactory  resolution  of  the  problem  has  not  been  at- 
tained. The  committee  recommended  approval  of  this 
resolution,  and  the  Council  did  so. 

Resolution  76-61,  Payment  for  Services  Rendered 
Compensation  Claimants 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  will 
outlaw  the  use  of  the  Fee  Schedule  in  Workmen’s 
Compensation;  and  be  it  further 

Resolved,  That  such  supported  and  sponsored  leg- 
islation wili  mandate  that  all  fees  shall  be  at  usual  and 
customary  rates;  and  be  it  further 

Resolved,  That  fees  for  attendance  at  hearings 
should  include  allowances  for  travel  time,  travel  ex- 
pense, fees  for  parking,  waiting  time  and  testifying 
time  calculated  at  usual  and  customary  charges  for 
similar  services  when  rendered  in  private  practice. 
That  portion  of  the  resolution  which  refers  to  the  usual 
and  customary  fee  has  already  been  dealt  with  in  Resolu- 
tion 76-29  (see  above). 

That  portion  of  the  resolution  dealing  with  relative  value 
scales  involves  problems  now  being  dealt  with  by  MSSNY 
through  other  avenues. 

The  committee  therefore  recommended  that  this  reso- 
lution be  filed;  the  Council  filed  the  resolution. 

Revision  of  Workmen ’s  Compensation  Fee  Schedule. 

The  committee  was  advised  that  the  MSSNY  represen- 
tatives on  the  Advisory  Committee  on  the  Medical  Fee 
Schedule  and  Allied  Problems  had  asked  for  the  opening 
of  negotiations  to  revise  the  fees  as  of  July  1, 1977.  They 
requested  a complete  revision  of  the  schedule  and  the  Rules 
and  Regulations  pertaining  to  it,  since  many  of  the  latter 
are  archaic  and  inconsistent  with  the  manner  in  which 
medical  services  are  usually  provided  to  patients.  Since 
the  workmen’s  compensation  fee  schedule  is  based  on  a 
relativity  scale,  it  is  also  planned  to  request  that  the  rela- 
tivity scale  be  updated,  with  services  more  clearly  identi- 
fied. 

In  the  event  that  the  above  which  obviously  would  be  a 
time-consuming  project,  cannot  be  effected  for  July  1, 1977, 
then  it  is  the  intention  of  MSSNY  to  request  an  increase 
in  the  conversion  factors  applicable  to  the  present  schedule 
as  of  that  date. 
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This  committee  had  previously  been  informed  that  the 
chairman  of  the  Workmen’s  Compensation  Board  has 
constituted  an  Economics  Committee  to  develop  an  index 
that  can  be  utilized  in  considering  increases  in  the  fee 
schedule.  This  committee  has  met  once  and  its  delibera- 
tions merely  confirmed  the  difficulty  in  establishing  a 
meaningful  index.  There  was  an  expression  that  it  be- 
hooves the  physicians  to  accumulate  and  present  factual 
data  to  support  the  amount  of  increase  requested. 

Overhead  expense  data  for  the  medical  profession  of 
New  York  State  has  since  been  obtained  from  the  AMA 
Health  Center  for  Research  and  Development.  Based  on 
this  and  other  data  MSSNY  has  requested  an  overall  30% 
increase  in  the  workmen’s  compensation  medical  fee 
schedule,  citing  that  such  increase  was  justified  by  the  in- 
crease in  the  Consumer  Price  Index,  the  increase  in  pro- 
fessional expenses,  and  above  all  the  disparity  between  the 
present  workmen’s  compensation  fees  and  those  prevailing 
in  the  community.  MSSNY  further  requested  that  the 
minimum  fee  for  an  office  visit  for  a general  practitioner 
be  increased  to  $10.  Negotiations  are  still  ongoing  as  of 
this  writing. 

Division  Director  Activities.  Since  the  last  annual 
meeting  the  division  director  has  attended  the  following 
meetings: 

The  Advisory  Committee  on  the  Medical  Fee  Schedule 
and  Allied  Problems  (5),  Council  of  MSSNY,  Committee 
to  Study  the  Fee  Schedule  (WCB),  Subcommittee  on  Ar- 
bitration (WCB),  Conferences  with  Chairman  of  the 
Workmen’s  Compensation  Board,  Disability  Determina- 
tions Committee  of  the  New  York  State  Department  of 


Social  Services,  Continuing  Education  Committee  of 
MSSNY,  American  Society  of  Association  Executives, 
Board  of  Governors  of  the  American  Academy  of  Com- 
pensation Medicine,  Symposium  sponsored  by  the  Amer- 
ican Academy  of  Compensation  Medicine,  Conference  with 
Mr.  Seymour  Burrows  of  the  AMA,  Conference  with  Dr. 
Wm.  Steibel  of  the  New  York  State  Department  of  Social 
Service  (Medicaid),  annual  meeting  New  York  Profes- 
sional Bureau  of  the  Medical  Society  of  the  County  of  New 
York,  Medical  Advisory  Committee  of  Blue  Cross-Blue 
Shield,  Clinical  Session  of  the  AMA,  Philadelphia,  Meet- 
ings of  the  Occupational  Health  and  Workmen’s  Com- 
pensation Committees  of  the  Medical  Society  of  the 
County  of  New  York,  Arbitration  Hearings  in  New  York, 
Queens,  Bronx,  Brooklyn,  Richmond,  Nassau,  Suffolk, 
Rockland,  Dutchess,  Orange  and  Erie  Counties,  Senate 
Hearing  on  No-Fault  Insurance  Law  Amendments, 
Meeting  in  Albany  with  Commissioner  Robert  P.  Whalen, 
M.D.,  American  Occupational  Health  Conference. 

The  chairman  expresses  his  appreciation  to  all  the 
members  of  the  committee  who  have  given  so  freely  of  their 
time  and  efforts.  He  also  expresses  his  thanks  to  the  Di- 
rector of  the  Division,  Max  N.  Howard,  M.D.,  Mr.  Wm.  D. 
Brainin,  Associate  Director,  and  Miss  Alice  E.  Wheeler  for 
their  efforts  and  cooperation. 


Respectfully  submitted, 

John  H.  Morton,  M.D.,  Chairman 
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PUBLIC  HEALTH 


ACCIDENT  AND  INJURY  PREVENTION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Accident  and  Injury 


Prevention  are  as  follows: 

John  D.  States,  M.D.,  Chairman  Monroe 

Gerald  Adams,  M.D Kings 

Harold  Brandaleone,  M.D New  York 

James  H.  Cosgriff,  Jr,  M.D Erie 

David  R.  Heller,  M.D Putnam 

James  E.  Holmblad,  M.D Schenectady 

Marshall  Lepidus,  M.D ^.Suffolk  ' 

William  D.  Wiley,  M.D Jefferson 

Robert  Huszar,  M.D Albany 


The  Committee  on  Accident  and  Injury  Prevention  met 
on  December  14,  1976  and  May  10,  1977. 

State  Legislation.  A concerted  effort  was  made  to 
oppose  repeal  of  New  York  State’s  Mandatory  Motorcycle 
Helmet  Usage  Law.  A resolution  was  introduced  and 
unanimously  passed  by  the  Medical  Society  of  the  State 
of  New  York  House  of  Delegates  at  its  annual  meeting  on 
November  9, 1976.  The  committee  chairman  has  been  in 
touch  with  Senator  John  Caemmerer  and  Assemblyman 
Thomas  Frey  and  strongly  opposed  any  efforts  of  repeal. 
An  extensive  review  of  the  literature  was  written  by  the 
committee  chairman  and  sent  to  key  legislators,  MSSNY, 
and  other  interested  parties. 

Mopeds  (motorized  bicycles)  were  licensed  under  law 
which  became  effective  on  December  1, 1976.  The  law  was 
declared  unenforceable  by  the  New  York  State  Depart- 
ment of  Motor  Vehicles,  and  additional  legislation  re- 
categorizing Mopeds  was  requested.  The  committee  be- 
lieves that  any  legislative  changes  should  require  that 
Moped  users  wear  protective  helmets  and  that  special 
educational  efforts  be  made  in  training  Moped  users. 

Mandatory  safety  belt  usage  legislation  appears  to  be 
dead.  No  state  in  the  United  States  has  enacted  an  en- 
forceable law.  The  Carter  Administration  has  renewed  its 
efforts  to  mandate  air  bags  because  they  do  not  believe 
mandatory  usage  is  a viable  alternative. 

An  effort  is  being  made  to  reduce  the  first  drunk  driving 
conviction  from  a misdemeanor  to  a traffic  violation.  No 
consensus  was  reached  by  the  committee  on  this  legislative 
effort  and  it  was  referred  to  the  Committee  on  Alcoholism 
for  further  consideration. 

Physician  Guide  for  Driving  Disabilities.  A Guide 

for  New  York  State  physicians  concerning  driver  disabil- 
ities was  further  developed  by  a complete  rewriting  un- 
dertaken by  the  committee.  Hopefully,  this  will  be  com- 
pleted in  1977. 

Drug  Surveillance.  Committee  members  revealed 
that  methadone  and  marihuana  are  becoming  an  increasing 
problem  in  accident  causation  on  the  highway.  Metha- 
done recipients  may  require  restriction  of  driving  privileges 


while  they  are  under  therapy.  Further  data  is  being  sought 
on  this  question.  As  yet,  a quantitative  test  for  marihuana 
determination  is  not  available  and  precludes  the  devel- 
opment of  standards  or  further  control  efforts  for  driving 
under  its  influence. 

Air  Bags.  The  U.S.  Department  of  Transportation 
Secretary,  Brock  Adams,  has  recommended  that  air  bags 
be  considered  for  all  cars  produced  in  the  United  States. 
The  committee  chairman,  Dr.  States,  testified  at  hearings 
in  Washington,  D.C.,  on  April  27, 1977  opposing  this  rec- 
ommendation. In  its  stead,  he  supported  the  decision  of 
the  previous  Secretary,  William  T.  Coleman,  who  recom- 
mended an  extensive  introductory  program  which  would 
have  placed  500,000  vehicles  on  the  highways  during  the 
1979  and  1980  model  runs.  Dr.  States  further  expressed 
concern  with  respect  to  the  reliability  of  air  bags  in  older 
cars.  It  is  feared  that  they  may  be  inadvertantly  deployed 
and  not  replaced  because  of  the  cost  ($300-500)  and  that 
the  cars  would  be  less  safe  with  a deployed  air  bag  than 
with  a conventional  dashboard.  New  technology  in 
windshield  materials  and  design,  dashboard  design,  and 
seat  design  makes  the  possibility  of  static  occupant  pro- 
tection technically  feasible  at  this  time.  A static  system 
is  believed  to  be  less  costly  and  far  more  reliable. 

Driving  Regulations  for  Diabetics  Taking  Insulin. 
An  effort  to  liberalize  Federal  commercial  driving  regula- 
tions for  diabetics  taking  insulin  was  opposed  by  the 
committee.  The  committee  reaffirmed  its  position  that 
drivers  taking  insulin  should  not  operate  large  commercial 
vehicles  or  busses. 

Respectfully  submitted, 

John  D.  States,  M.D.,  Chairman 

AGING  AND  NURSING  HOMES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Aging  and  Nursing 


Homes  are  as  follows: 

Marcelle  T.  Bernard,  M.D.,  Chairman  Bronx 

Albert  F.  R.  Andresen,  Jr.,  M.D Westchester 

Robert  Collins,  M.D Onondaga 

Eli  A.  Leven,  M.D Monroe 

Edward  J.  Lorenze,  III,  M.D New  York 

James  A.  Moore,  M.D Albany 

John  R.  Price,  M.D Jefferson 

Leon  M.  Rothman,  M.D Kings 

Garrett  W.  Vink,  M.D Putnam 

George  M.  Warner,  M.D Albany 

Paul  W.  Sum,  M.D Cattaraugus 


The  Aging  and  Nursing  Homes  Committee  is  currently 
studying  and  reviewing  the  Basic  Principles  for  Health 
Facility  Standards,  Format  for  Analyses — RHCF,  Code 
Revision,  Timetable  and  Calendar  for  Revising  RHCF 
Standards.  Dr.  George  Warner  distributed  the  interim 
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report  to  the  committee  and  we  hope  to  have  a report  on 
this  ready  for  the  Annual  Meeting  of  MSSNY. 

Because  of  communications  received  from  practicing 
physiatrists,  we  have  the  following  statement  outlining  the 
role  of  the  physiatrist  in  the  long  term  care  facility. 

RECOMMENDATION  OF  THE  COMMITTEE  ON 
PHYSICAL  MEDICINE  & REHABILITATION  OF  THE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

At  our  recent  meeting  with  officials  of  the  New  York 
State  Department  of  Health  the  following  recommendation 
was  made: 

If  a skilled  nursing  facility  elects  to  accept  patients  for 
comprehensive  rehabilitation  it  shall  provide,  or  arrange 
for  the  provision  of  appropriate  therapeutic  services  which 
may  include,  but  not  necessarily  be  limited  to  physical 
therapy,  occupational  therapy,  and  speech  therapy.  In 
such  instances  there  shall  be  designated  a physiatrist,  or 
other  physician  with  demonstrated  interest  and  expertise 
in  rehabilitation  medicine  to  direct,  and  supervise  such  a 
program.  It  is  the  responsibility  of  the  Medical  Director 
of  the  skilled  nursing  facility  to  assure  that  this  designation 
and  function  is  clearly  established  in  the  medical  staff 
bylaws,  rules,  and  regulations,  and  in  the  written  policies 
governing  the  medical,  nursing,  and  related  health  services 
provided  in  the  facility  in  accordance  with  the  “guidelines” 
published  by  the  American  Medical  Association. 

PROPOSED  POSITION  STATEMENT 
REHABILITATION  IN  SKILLED 
NURSING  FACILITIES 

The  patient’s  need  for  rehabilitation  services  is  one  of 
the  two  primary  bases  for  the  admission  and  acceptance 
of  eligible  patients  under  Medicare  and  Medicaid  in  an 
approved  skilled  nursing  facility.  Little  attention  has  been 
paid  to  the  standards  and  criteria  by  which  the  quality  of 
this  care  can  be  evaluated  in  terms  of  medical  audit.  Many 
patients  are  admitted  on  the  basis  of  need  for  rehabilitation 
services,  to  skilled  nursing  facilities  that  do  not  provide 
adequate  programs.  The  comprehensive  rehabilitation 
services  to  w hich  these  patients  are  entitled  by  law  appear 
to  be  determined  to  be  provided  if  there  is  a physical 
therapist  providing  some  physical  therapy  services  on  a 
part  time,  or  full  time  basis.  This  is  manifestly  inade- 
quate. 

If  the  need  for  comprehensive  rehabilitation  services  is 
to  be  met,  each  institution  that  accepts  patients  on  this 
basis  must  document  the  fact  that  comprehensive  reha- 
bilitation services  are  available,  and  have  been  provided 
when  prescribed.  In  particular,  each  such  admission  must 
have  a comprehensive  rehabilitation  evaluation  or  as- 
sessment which  starts  with  the  services  of  a physician  who 
has  training  in  this  specialty  field  of  medical  care.  This 
physician  need  not  be  a diplomate  of  the  American  Board 
of  Physical  Medicine  and  Rehabilitation,  although  this 
would  certainly  seem  desirable.  However,  the  medical 
staff  organization  should  provide  for  a physician  who  has 
had  training  and  demonstrated  interest  in  this  field,  and 
who  has  accepted  the  responsibility  for  providing  reha- 
bilitation evaluation  of  new  patients  to  the  facility,  and  for 
providing  leadership  to  the  other  members  of  the  reha- 
bilitation team  from  the  various  disciplines.  In  those  cases 
where  the  attending  physician  wishes  to  maintain  primary 
responsibility  for  the  comprehensive  rehabilitation  eval- 
uation, interaction  with  the  rehabilitation  team  members, 
formulation  of  the  group  decisions  including  goals,  pre- 
scription of  the  specific  program,  and  re-evaluations,  this 


may  be  provided  for  in  the  medical  staff  rules  and  regula- 
tions. The  consultant  in  rehabilitation  medicine  would 
then  have  responsibility  for  seeing  that  these  functions  are 
performed  and  documented.  In  most  situations  it  would 
appear  more  appropriate  for  the  rehabilitation  medicine 
consultant  to  provide  these  functions  for  the  attending 
physician  on  referral.  There  must  be  written  documen- 
tation of  the  rehabilitation  conference,  the  goals,  prognosis, 
anticipated  length  of  trial,  prescription  of  the  therapeutic 
program,  results  of  re-evaluations,  and  discontinuation  of 
therapy  when  deemed  no  longer  feasible.  The  rehabili- 
tation medicine  consultant  must  be  in  a position  to  pre- 
scribe braces,  prostheses,  and  other  assistive  devices,  in- 
cluding appropriate  wheelchairs  as  indicated.  Unless  an 
appropriately  trained  physician  has  been  so  designated, 
and  has  accepted,  and  is  performing  this  function  on  a 
regular  basis,  the  extended  care  facility  cannot  be  consid- 
ered to  be  providing  for  the  comprehensive  rehabilitation 
needs  of  the  patients. 

The  directives  from  Washington  and  the  interpretation 
by  State  officials  and  inspectors  have  done  little  to  properly 
see  that  capital  “R”  Rehabilitation  programs  are  developed 
in  these  facilities.  In  fact,  it  has  been  brought  to  our  at- 
tention in  New  York  State  that  facilities  have  been  advised 
that  a physician  in  this  role  is  not  necessary,  as  long  as  there 
is  a part  time  or  full  time  physical  therapist  on  the  staff. 
This  shows  a complete  misunderstanding  of  the  place  of 
rehabilitation  medicine  in  the  spectrum  of  comprehensive 
health  care.  This  is  particularly  important  because  the 
skilled  nursing  facility  is  one  of  the  primary  loci  in  the 
continuum  of  health  care  services  in  which  the  rehabilita- 
tion needs  of  patients  can  be  met.  If  the  patient  with  re- 
habilitation potential  must  be  discharged  from  the  acute 
general  hospital,  and  a rehabilitation  center  is  not  avail- 
able, then  capital  “R”  Comprehensive  Rehabilitation  in 
the  skilled  nursing  facility  is  mandatory.  The  recognition 
of  this  responsibility  was  clearly  in  the  minds  of  the  Con- 
gress when  these  provisions  were  enacted.  It  is  high  time 
that  the  medical  profession  developed  positive  recom- 
mendations to  see  that  this  serious  gap  is  corrected. 

One  of  the  local  medical  societies  (Monroe)  has  written 
to  us  re:  the  DMS-1  form  and  the  rating  system. 

We  feel  that  this  form  usurps  the  Federal  mandate  that 
physicians  determine  the  medical  necessity  for  admissions 
and  continued  stay.  Many  areas  have  PSRO  systems  to 
develop  and  implement  a review  system  which  will  result 
in  appropriate  placement. 

The  DMS-1  form  does  not  reflect  the  true  medical  and 
psycho-social  needs  of  patients  in  the  Skilled  Nursing 
Facility. 

The  point  system  is  self  defeating  because  it  encourages 
or  rewards  poor  care.  There  is  no  incentive  to  provide  good 
rehabilitative  nursing  practices. 

It  has  been  called  to  my  attention  that  many  doctors  are 
still  getting  notices  from  long  term  care  facilities  re:  30  day 
visits  to  their  patients.  The  patient  must  be  seen  by  his 
attending  doctor  at  least  once  very  30  days  for  the  first  90 
days  following  admission.  After  the  90  day  period  an  al- 
ternate schedule  for  visits  may  be  adopted  when  the  phy- 
sician determines  and  so  justifies  in  the  patients  medical 
record  that  the  patients  condition  does  not  require  visits 
at  30  day  intervals.  At  no  time  may  the  alternate  schedule 
exceed  60  days. 

We  also  reaffirm  that  every  physician  is  required  to  make 
arrangements  for  medical  care  of  his  patients  in  his  absence 
(e.g.  vacations). 
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A supplemental  report  will  be  submitted  after  the  next 

meeting  of  the  committee. 

My- sincere  thanks  to  all  my  most  interested  and  con 
cerned  committee  members;  to  an  esteemed  advisor,  Dr. 
G.  Warner,  and  to  an  outstanding  secretary,  Dorothy 
Smith. 

Respectfully  submitted, 

Marcelle  T.  Bernard,  M.D.,  Chairman 


ALCOHOLISM 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Alcoholism  are  as 


follows: 

Stanley  E.  Gitlow,  M.D.,  Chairman  New  York 

LeClair  Bissell,  M.D New  York 

Sheila  B.  Blume,  M.D Suffolk 

Pasquale  A.  Carone,  M.D Suffolk 

Stephen  M.  Clement,  M.D Erie 

Luther  A.  Cloud,  M.D New  York 

Sidney  S.  Greenberg,  M.D New  York' 

William  L.  Holt,  Jr.,  M.D 'T.  .Albany 

Brian  R.  Nagy,  M.D Chemung 


During  the  past  year  the  Committee  on  Alcoholism  has 
addressed  its  attentions  to  numerous  and  diverse  problems 
in  the  field  of  alcoholism.  In  1974  we  presented  to  the 
Council  a resolution  suggest  ing  that  alcoholism  should  be 
classified  in  the  International  Classification  of  Diseases  in 
both  the  psychiatric  and  medical  sections.  The  Council 
approved  the  following  resolution: 

Whereas,  In  the  International  Classification  of  Dis- 
eases (Eighth  Revision),  alcoholism  is  designated  as  a 
mental  disorder  under  the  general  numerical  code  303; 
and 

Whereas,  This  places  alcoholism  into  a general  clas- 
sification, numbers  300  to  309,  which  constitutes  a sec- 
tion described  as — neurosis,  personality  disorders,  and 
other  nonpsychotic  mental  disorders;  and 

Whereas,  This  permits  only  a psychiatric  rather 
than  a medical  classification  of  this  disease;  and 

Whereas,  Clinical  and  investigat  ive  work  of  the  past 
three  decades  has  led  many  workers  in  this  field  to  the 
conclusion  that  alcoholism  may  well  be  a medical  con- 
dition with  concomitant  emotional  and  psychiatric 
components;  and 

Whereas,  The  inclusion  of  alcoholism  under  a psy- 
chiatric nomenclature  appears  to  add  an  unnecessary 
and  undesired  stigma  to  this  already  overly  stigma- 
tized illness;  and 

Whereas,  As  long  as  alcoholism  remains  classified  as 
a psychiatric  disease;  third  party  payments  by  insur- 
ance carriers  for  health  care  will  be  limited  to  that  or- 
dinarily offered  for  psychiatric  conditions,  in  amounts 
often  less  adequate  than  those  for  medical  diseases; 
and 

Whereas,  It  is  the  considered  opinion  of  many  au- 
thorities in  the  field  of  alcoholism,  including  the  mem- 
bers of  the  Committee  on  Alcoholism  of  the  Medical 
Society  of  the  State  of  New  York,  that  expert  treat- 
ment of  the  patient  with  alcoholism  is  in  no  way  limit- 
ed to  the  physician  whose  specialty  discipline  is  that  of 
psychiatry;  and 

Whereas,  The  present  classification  of  alcoholism  as 
a psychiatric  illness  represents  a major  impasse  to  the 


assumption  of  responsibility  by  third  party  contrac- 
tors for  payments  for  health  care  of  these  patients  to 
other  than  psychiatrists;  and 

Whereas,  Adequate  medical  education  as  well  as  re- 
search concerning  alcoholism  might  be  significantly 
broadened  and  advanced  by  its  inclusion  within  a 
“medical”  classification  of  illness;  and 

Whereas,  Such  reclassification  might  also  result  in 
significant  improvement  in  the  accuracy  with  which  al- 
coholism is  reported  in  documents  dealing  with  public 
health;  and 

Whereas,  A precedent  currently  exists  for  a dual 
classification  of  certain  illnesses  (peptic  ulcer,  asthma, 
ulcerative  colitis,  etc.),  such  that  they  appear  under 
both  psychiatric  and  medical  codes;  therefore  be  it 
Resolved,  That  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  endorse  the  dual  classifica- 
tion of  alcoholism  under  both  psychiatric  and  medical 
sections  of  the  International  Classification  of  Diseas- 
es. 

This  resolution,  accepted  by  the  House  of  Delegates  in 
1974,  will  be  introduced  by  the  MSSNY  delegation  at  the 
annual  meeting  of  the  American  Medical  Association  in 
June,  1977.  Suggestions  were  made  regarding  various 
sections  of  the  classification  of  this  disease  in  DSM-III  but 
the  Ninth  Revision  of  ICD  could  not  be  modified.  It  is  the 
intention  of  this  committee  that  every  effort  be  bent  to 
incorporation  of  its  suggestions  in  the  International  Clas- 
sification of  Diseases  No.  10. 

Efforts  have  been  made  to  obtain  sectional  status  for 
alcoholism  at  the  level  of  the  State  Medical  Society.  This 
issue  is  being  brought  to  the  attention  of  the  House  of 
Delegates  at  this  time.  The  Committee  on  Alcoholism  had 
successfully  organized  the  second  recent  symposium  on 
alcoholism  at  the  1976  annual  meeting  of  MSSNY. 
Moreover,  the  local  chapter  of  the  American  Medical  So- 
ciety on  Alcoholism  as  well  as  the  national  organization, 
approved  a sponsoring  role  for  a section  on  alcoholism  in 
the  Medical  Society  of  the  State  of  New  York.  Although 
there  are  many  cogent  reasons  against  the  formation  of  a 
section  on  individual  diseases,  alcoholism  defies  a simple 
classification.  This  illness  has  major  ramifications  in  the 
fields  of  internal  medicine  and  psychiatry.  It  is  the  fourth 
most  frequent  illness  in  the  United  States  and  therefore 
represents  a major  problem  for  an  overwhelming  number 
of  citizens  of  the  State  of  New  York  and  finally  it  possesses 
important  social  implications  in  the  fields  of  transporta- 
tion, environmental  health,  and  welfare.  As  an  illness,  the 
expression  of  which  crosses  so  many  classifications  and 
results  in  confusion,  reduplication  of  effort,  and  at  times 
inadequate  attention,  alcoholism  demands  that  singular 
attention  be  directed  to  it  by  the  medical  profession  in 
order  to  mount  appropriate  medical  measures  for  its  con- 
trol. This  can  obviously  be  carried  forth  more  effectively 
through  the  means  of  a Scientific  Section  in  MSSNY. 

The  Committee  on  Alcoholism  supported  the  statement 
of  the  American  Medical  Association  on  milk  type  alcoholic 
beverages  as  printed  below: 

The  American  Medical  Association  deplores  recent 
efforts  by  certain  companies  in  the  licensed  beverage 
industry  to  promote  sales  to  women  and  youth  through 
what  have  been  characterized  as  “milk  type  fun 
drinks.”  These  sweetened  beverages  are  comparable 
in  alcohol  content  to  wine  and  are  produced  and  mar- 
keted to  appeal  particularly  to  women  and  young  peo- 
ple, the  very  segments  of  the  nation’s  population  now 
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experiencing  alarming  increases  in  alcohol  abuse  and 
alcoholism. 

The  AMA  urges  the  licensed  beverage  industry  to 
take  a second  look  at  the  predictable  social  conse- 
quences of  its  latest  fadism. 

The  committee  addressed  its  attention  to  issues  of 
confidentiality.  One  of  the  committee’s  members,  Dr. 
Blume,  gave  extensive  attention  to  this  problem  during  the 
past  year.  As  a result  of  her  efforts,  a pamphlet  was  pub- 
lished by  the  National  Council  on  Alcoholism  entitled 
“Confidentiality  of  Medical  Records  in  Alcohol-Related 
Problems.”  The  committee  forwarded  its  recommenda- 
tions to  the  Department  of  Health,  Education,  and  Welfare 
as  it  progressively  formulated  its  rules  and  regulations 
concerning  confidentiality  issues  in  the  field  of  addictive 
diseases.  The  committee  discussed  recent  legislative  at- 
tempts in  the  State  of  New  York  to  protect  medical  infor- 
mation, and  members  of  the  committee  carried  on  exten- 
sive correspondence  with  the  State  Motor  Vehicle  Bureau 
concerning  its  almost  total  absence  of  protection  of  confi- 
dential medical  information.  These  specific  efforts  will 
continue  during  the  current  year.  Under  the  able  leader- 
ship of  John  D.  States,  M.D.,  a pamphlet  was  prepared 
offering  specific  advice  and  information  to  the  physician 
concerning  questions  of  alcohol  use  and  abuse  as  they  relate 
to  motor  vehicle  operation  and  licensure.  These  efforts 
have  unfortunately  still  failed  to  address  the  issue  of  the 
current  question  directed  toward  obtaining  information 
concerning  treatment  of  alcoholism  by  a driver  applicant. 
Efforts  to  correct  this  unfortunate  and  misguided  attempt 
to  improve  driving  safety  will  continue  during  1977. 

The  committee  referred  to  Donald  J.  Fager,  J.D.,  exec- 
utive secretary  of  the  Professional  Medical  Liability  In- 
surance and  Defense  Board,  a question  concerning  the 
rating  by  the  Board  for  recovered  alcoholic  physicians.  We 
were  reassured  that  such  an  individual  would  be  treated 
as  any  other  physician  and  his  rating  would  reflect  no  more 
than  his  claims  experience  would  warrant.  It  was  noted 
that  a review  of  this  subject  by  the  American  Medical  As- 
sociation recently  noted  that  physicians  suffering  from 
alcoholism  had  a disproportionately  low  incidence  of 
malpractice  claims. 

As  a result  of  the  program  presented  at  the  annual 
meeting  in  1976,  Dr.  Nagy  of  this  committee  forwarded  a 
report  to  Alfred  A.  Angrist,  M.D.,  for  publication  in  the 
New  York  State  Journal  of  Medicine.  The  committee 
forwarded  to  the  Council  the  following  recommendations 
concerning  the  handing  of  disciplinary  matters  in  the  State 
of  New  York: 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  recognizes  that  the  physician  disabled  by  mental 
illness,  narcotic  addiction,  or  alcoholism  deserves 
prompt  and  humane  assistance  in  combatting  his  ill- 
ness; and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  is  unequivocably  committed  to  the  prompt  pro- 
tection of  the  lay  citizenry  of  this  State  from  the  po- 
tentially adverse  acts  of  such  disabled  physicians; 
and 

Whereas,  The  present  legislative  methods  for  ac- 
complishing the  protection  of  the  public  and  the  reha- 
bilitation of  the  disabled  physician  suffer  from  such 
obscuration  of  purpose,  redundancy  of  effort,  frag- 
mentation of  responsibility,  and  absence  of  defined 
and  specific  techniques  as  to  result  in  inefficiency,  un- 
conscionable delay,  and  occasionally  the  total  inability 
to  achieve  these  aims;  and 


Whereas,  The  Medical  Society  of  the  State  of  New 
York  perceives  that  the  citizens  of  the  State  of  New 
York  concur  with  the  desire  to  attain  at  the  earliest 
moment  a practical  and  expeditious  technique  where- 
by the  above  aims  could  be  attained;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  he  State  of 
New  York  recommend  legislative  change  in  order  to: 

(a)  place  upon  the  Board  for  Professional  Medi- 
cal Conduct  the  responsibility  for  an  immediate  de- 
termination of  the  need  for  temporary  suspension  of 
the  rights  and  privileges  of  medical  licensure,  such 
temporary  suspension  to  be  of  no  greater  duration 
than  60  days  or,  if  sooner,  until  definitive  action  has 
been  taken  by  the  Board; 

(b)  consolidate  within  a single  body  (such  as  the 
Board  for  Professional  Medical  Conduct)  the  re- 
sponsibility for  investigation,  hearing,  and  ultimate 
adjudication  relative  to  the  continued  exercise  of 
medical  licensure  following  a charge  of  unethical  or 
incompetent  practice  or  (continued)  professional  ac- 
tivity complicated  by  the  physician’s  disability;  this 
consolidation  of  responsibility  should  in  no  way 
compromise  the  right  of  the  physician  to  recourse  to 
the  courts  for  redress  or  relief; 

(c)  direct  that  the  same  single  body,  i.e.  the 
Board  for  Professional  Medical  Conduct,  become  a 
temporary  repository  for  suspended  or  abridged 
medical  licenses  and  that  a system  for  monitoring 
the  decisions  of  the  Board  be  established,  such  sys- 
tem to  function  within  the  general  guidelines  as 
noted  in  appendix  A.  Definitive  revocation  of  licen- 
sure may  be  acomplished  in  conjunction  with  the 
Board  of  Regents; 

(d)  reconfirm  that  the  ultimate  aim  of  this 
Board  is  one  of  rehabilitation  as  opposed  to  punish- 
ment or  vengeance,  such  practice  to  be  conducted 
within  the  limitations  of  full  protection  of  the  public 
at  all  times; 

(e)  charge  the  Board  with  the  responsibility  for 
investigation  of  all  charges  and  adjudication  within 
60  days;  such  deliberate  haste  would  minimize  hard- 
ships upon  the  accused  and  simultaneously  yield 
maximal  protection  of  the  public;  it  is  understood 
that  the  attainment  of  accuracy,  fairness,  and 
promptness  in  any  such  program  would  necessitate 
adequate  funding  of  the  Board’s  activities. 

APPENDIX  A 

GUIDELINES  ON  RECOVERY  FROM 
ALCOHOLISM  FOR  PHYSICIANS  UNDERGOING 
MONITORED  TREATMENT 
Background.  The  recommendation  that  physicians 
whose  licenses  are  in  jeopardy  because  of  alcoholism  be 
offered  the  option  of  monitored  treatment  for  their  illness, 
makes  apparent  the  need  for  some  guidelines  on  the  defi- 
nition of  recovery  for  this  purpose.  A physician  whose 
monitored  treatment  leads  to  a successful  outcome  should, 
at  some  point,  be  judged  recovered  and  returned  to  full- 
licensed  status.  Without  provision  for  such  an  event,  the 
physician  would  be  required  to  remain  under  monitored 
treatment  status  for  life. 

Although  alcoholism  is  a chronic  disease  in  which  relapse 
after  many  years  of  remission  is  possible,  the  likelihood  of 
relapse  diminishes  progressively  over  time,  to  the  point 
where  the  probability  of  relapse  becomes  less  than  the 
probability  of  alcoholism  developing  in  the  physician  who 
has  not  been  known  to  have  previous  alcohol  problems. 
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Although  the  exact  period  mentioned  above  is  not  precisely 
known  for  alcoholic  physicians,  the  following  guidelines  are 
based  on  he  lengthy  clinical  experience  of  the  members 
of  MSSNY’s  Alcoholism  Committee.  Where  there  is 
doubt,  the  option  chosen  was  the  more  conservative. 

The  guidelines  apply  to  physicians  for  whom  alcoholism 
is  uncomplicated  by  clinically  evident  mental  illness. 
Oases  of  alcoholism  accompanying  schizophrenia,  manic- 
depressive  illness  or  narcotic  addiction,  for  example,  might 
necessitate  longer  periods  of  monitored  care.  Particular 
cases  may  require  longer  periods. 

Definition.  “Remission”  is  defined  as  the  absence  of 
abuse  of  alcohol  or  other  sedatives.  For  all  but  a very  few 
rare  exceptional  cases,  this  means  complete  abstinence 
from  alcohol  and  sedatives. 

Guidelines.  An  alcoholic  physician  may  return  to  ac- 
tive practice  after  four  weeks  of  continuous  remission 
under  monitored  treatment  outside  of  an  institutional 
sett  ing.  Recovery  may  be  assumed  after  a period  of  two 
years  of  continuous  remission  under  monitored  treat- 
ment. 

It  should  be  understood  that  “monitored  treatment” 
implies  the  presence  of  two  separate  modalities,  a thera-' 
peutic  milieu  chosen  by  the  patient  (psychotherapist, 
counselor,  or  formal  multifaceted  alcoholism  treatment 
program  preferably  complemented  by  Alcoholics  Anony- 
mous) as  well  as  a physician  with  extensive  clinical  expe- 
rience in  the  management  of  the  alcohol  and  drug  abusing 
physician  who  would  be  appointed  by  the  Board  for  Pro- 
fessional Medical  Conduct  and  who  would  have  complete 
liberty  to  evaluate  the  respondent’s  progress  (including  use 
of  the  investigative  personnel  working  for  the  Board). 

Amongst  the  problems  in  dealing  with  the  disabled 
physician  are  those  of:  adequate  financing  for  rehabili- 
tative help,  assistance  by  organized  medicine  in  reintro- 
ducing the  physician,  after  such  rehabilitative  efforts,  back 
to  the  practice  of  medicine,  and  finally  arranging  adequate 
methods  to  deal  with  the  occasional  need  for  a locum  ten- 
ens  during  the  time  that  a rural  physician  might  require 
withdrawal  from  his  own  environment  in  order  to  achieve 
rehabilitation.  Most  disabled  physicians  reach  financial 
and  social  exhaustion  by  the  time  their  illness  achieves 
recognition  and  rehabilitative  efforts  begin.  Unfortu- 
nately, the  majority  of  physicians  in  the  State  of  New  York, 
offered  their  group  health  and  disability  insurance  through 
their  various  county  medical  societies,  have  inadequate 
protection  against  one  of  the  most  common  illnesses,  ad- 
diction to  alcohol  and/or  other  drugs.  MSSNY  success- 
fully formulated  an  insurance  program  which  would  yield 
adequate  coverage  of  this  sort  without  excessive  cost,  but 
this  plan  has  not  achieved  the  required  support  as  yet.  It 
appears  that  the  physicians  of  the  State  of  New  York  are 
unaware  of  the  import  of  such  insurance,  and  the  com- 
mittee feels  that  it  must  continue  to  exert  every  effort  to 
emphasize  this  particular  need. 

Respectfully  submitted, 

Stanley  E.  Gitlow,  M.D.,  Chairman 

CANCER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Cancer  Committee: 


Charles  E.  Rogers,  M.D.,  Chairman  Nassau 

I.  Joseph  Aprile,  M.D Queens 

Daniel  Burdick,  M.I) Onondaga 

Richard  G.  Cooper,  M.D Erie 
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Bernard  Gardner,  M.D Kings 

Thomas  P.  Hamilton,  Jr.,  M.D Jefferson 

John  W.  Hirshfeld,  M.D Tompkins 

Richard  H.  Lange,  M.D Schenectady 

Daniel  G.  Miller,  M.D New  York 

Guy  F.  Robbins,  M.D New  York 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Arthur  A.  Stein,  M.D Albany 

Herbert  Volk,  M.D Bronx 

Nicholas  G.  Bottiglieri,  M.D.,  Advisor  Conn. 

Peter  Greenwald,  M.D.,  Advisor Albany 

Gerald  P.  Murphy,  M.D.,  Advisor  Erie 


The  Committee  on  Cancer  met  on  May  19,  1977. 

Laetrile — Lombardi  Bill.  The  committee  discussed 
the  Lombardi  Bill  to  amend  the  public  health  law  and  the 
education  law,  in  relation  to  the  use  of  mygdalin  (lae- 
trile). 

This  bill  would  permit  the  use  of  laetrile  under  strictly 
controlled  medical  supervision.  The  committee  feels  that 
Senator  Lombardi  should  be  commended  for  his  consid- 
eration of  the  importance  of  strict  medical  control  over  the 
use  of  experimental  drugs.  However,  the  bill  cannot  be 
supported  by  MSSNY  because  it  intends  to  set  up  an  ex- 
perimental protocol  which  will  permit  the  use  of  the  drugs 
on  humans.  This  is  in  spite  of  the  fact  that  several  well- 
conducted  studies  on  animals  have  demonstrated  its  in- 
effectiveness. The  protocol  as  described  in  the  bill  would 
make  the  drug  available  in  the  name  of  experimentation 
but  lacks  scientific  controls  which  would  permit  objective 
evaluation  of  the  drug.  The  committee  recommended  that 
the  Council  disapprove  this  bill. 

Thyroid  Cancer  Screening  Program.  This  screening 
program  was  proposed  by  the  State  Consumer  Protection 
Board.  The  committee  feels  the  following  position  paper 
approved  by  the  Council  on  December  16, 1976  represents 
MSSNY’s  feeling  on  the  subject: 

CANCER  OF  THE  THYROID 

The  Medical  Society  of  the  State  of  New  York  in  Octo- 
ber, 1975  considered  the  problems  surrounding  possible 
side  effects  resulting  from  x-ray  treatment  given  to  children 
between  the  late  1930’s  and  early  1960’s  for  head  and  neck 
abnormalities,  and  advised  as  follows: 

At  the  time,  x-ray  was  deemed  a medically  safe  and  ef- 
fective procedure  for  shrinking  tonsils,  adenoids,  and  the 
thymus  gland  as  well  as  for  treatment  of  other  benign 
conditions.  Although  this  type  of  treatment  has  been 
generally  discontinued  for  at  least  15  years,  recent  evidence 
suggests  that  persons  who  received  it  are  at  a higher  risk 
of  developing  benign  or  malignant  thyroid  growths. 

Compared  to  other  types  of  cancer,  thyroid  cancer  is 
uncommon.  The  type  of  cancer  associated  with  x-ray 
treatment  grows  slowly  and  has  a high  cure  rate. 

MSSNY  urges  persons  who  had,  or  suspect  that  they 
had,  x-ray  treatment  of  the  head  or  neck  during  childhood 
or  adolescence  to  contact  their  physician  for  a checkup. 

Persons  who  do  not  have  a personal  physician  can  seek 
referral  to  a physician  by  writing  to  their  local  medical 
society  or  their  hospital  for  referral  to  a physician. 

Release  of  Confidential  Information.  The  commit- 
tee reviewed  the  material  sent  by  William  S.  Burnett,  M.D., 
Assistant  Director  of  the  Cancer  Control  Bureau,  and  ap- 
proves the  policy  contained  therein  chiefly  because  of  the 
statement  “with  the  endorsement  of  the  county  medical 
society  and  where  applicable  the  State  Medical  and/or 
osteopathic  societies  must  be  secured.”  This  reaffirms 
policy  already  established  by  the  MSSNY. 


HR  3352  ( Holtzman).  This  was  referred  to  the  Cancer 
Committee  by  the  Council.  The  committee  is  in  favor  of 
the  inclusion  of  outpatient  coverage  in  Health  Insurance 
programs  but  opposed  this  particular  bill  because  it  is  too 
broad  and  would  probably  increase  costs  of  hospital  in- 
surance. 

The  committee  discussed  the  following  clip  from  the 
Buffalo  Courier  Express  and  the  rebuttal  of  Dr.  Rogers  for 
the  information  of  the  Council.  The  committee  approved 
the  following  position  paper  on  Laetrile: 

POSITION  PAPER  ON  LAETRILE 

1.  The  Medical  Society  of  the  State  of  New  York  be- 
lieves that  there  is  no  scientific  evidence  that  laetrile 
is  effective  or  safe  in  treating  or  preventing  cancer, 
and  that  making  it  available  to  cancer  patients  could 
prove  medically  detrimental. 

2.  Patients  who  are  persuaded  of  the  effectiveness  of 
laetrile  as  a treatment  for  cancer  often  postpone 
seeking  proven  medical  treatment  which  may  eradi- 
cate or  ameliorate  the  disease,  and  such  delay  may 
allow  progression  from  a curable  to  an  incurable  sit- 
uation. 

3.  In  addition,  some  patients  who  may  be  considered 
terminal  in  one  center  may,  in  fact,  respond  to  the 
newest  therapies  available.  The  decision  that  there 
is  no  further  treatment  which  has  any  chance  of 
benefit  is  a highly  sophisticated  one,  rarely  made  by 
those  who  specialize  in  cancer  care.  Those  who  ad- 
vocate the  use  of  laetrile  as  a treatment  for  malig- 
nancies in  effect  exploit  the  victims  of  cancer  and 
their  families  by  offering  unfounded  representations 
that  the  patient’s  cancer  will  be  cured. 

MSSNY  endorses  the  concept  that  drugs  or  regimens  for 
cancer  care  must  be  proven  effective  before  being  offered 
to  the  public. 

Respectfully  submitted, 

Charles  E.  Rogers,  M.D.,  Chairman 

CARDIOVASCULAR  DISEASE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Car- 


diovascular Disease: 

Charles  A.  Bertrand,  M.D.,  Chairman  . .Westchester 

Norman  S.  Amer,  M.D Nassau 

Richard  R.  Banner,  M.D Monroe 

William  J.  Breen,  M.D Erie 

Joseph  T.  Doyle,  M.D Albany 

Abraham  Jezer,  M.D Bronx 

Jerome  A.  Schack,  M.D New  York 

Morris  A.  Shapiro,  M.D Schenectady 

Jay  Harris,  M.D.,  Advisor  Albany 


1.  The  Good  Samaritan  Law  aimed  to  protect  physicians 
against  malpractice  suit  for  emergency  calls  in  hospital  on 
another  physician’s  patient  was  not  passed  by  the  New 
\ork  State  Legislature  in  1976.  However,  it  has  been 
reintroduced  this  year,  but,  as  of  now,  no  action  has  been 
taken. 

2.  A letter  from  the  NYS  affiliate  of  the  American  Heart 
Association  regarding  the  use  of  non-M.D.’s  in  hyperten- 
sion screening  was  discussed.  The  committee  made  the 
following  recommendations: 

It  is  recommended  that  MSSNY  approve  the  use  of 
trained  personnel  in  hypertension  detection  programs 
under  the  supervision  and  guidance  of  a physician  with  the 


stipulation  that  if  a person  is  found  to  have  an  elevated 
blood  pressure — he  is  to  be  referred  to  his  own  physician. 
This  recommendation  will  be  presented  to  the  MSSNY 
Council  for  approval. 

3.  The  committee  discussed  Sec.  207K  General  Mu- 
nicipal Law  and  Section  363a  of  the  Retirement  and  Social 
Security  Law,  which  had  been  referred  to  the  committee 
as  the  result  of  an  inquiry  from  Mr.  Joseph  G.  Metz,  Ex- 
ecutive Director,  Permanent  Commission  on  Public  Em- 
ployee Pension  and  Retirement  Systems  of  the  State  of 
New  York.  These  sections  contain  presumption  in  law 
that  heart  disease  is  either  service  connected  or  the  result 
of  an  accident  or  both  in  firemen  and  policemen  in  New 
York  City  and  Upstate  respectively. 

After  discussion — the  following  are  the  recommenda- 
tions of  the  committee  which  will  be  presented  to  the 
MSSNY  Council  for  approval: 

A heart  condition  is  presumed  to  have  occurred  in  the 
performance  and  discharge  of  duty  if  the  following  condi- 
tions are  present: 

a)  There  must  be  a bonafide  heart  condition. 

b)  There  must  be  an  unusual  or  excessive  effort  while 
the  employee  is  at  work. 

c)  There  must  be  a reasonable  time  relationship  be- 
tween the  work  effort  and  the  onset  of  the  claimed  dis- 
ability. 

Respectfully  submitted, 

Charles  A.  Bertrand,  M.D.,  Chairman 

CHILD  ABUSE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Child  Abuse  are  as 


follows: 

Vincent  J.  Fontana,  M.D.,  Chairman  New  York 

Christopher  S.  Demtrak,  M.D Broome 

Marvin  L.  Blumberg,  M.D Queens 

Dominick  J.  DiMaio,  M.D New  York 

Theodore  C.  Jewett,  Jr.,  M.D Erie 

Fedor  A.  Kuritzkes,  M.D Queens 

Walter  J.  O’Connor,  M.D Suffolk 

Aaron  R.  Rausen,  M.D New  York 

Doris  L.  Wethers,  M.D New  York 

Mr.  James  Cameron,  Advisor  Albany 

Bernard  Pollara,  M.D.,  Advisor  Albany 


In  accordance  with  the  aims  and  goals  stated  in  the 
Annual  Report  of  the  Committee  on  Child  Abuse  for  1975, 
the  following  accomplishments  were  realized  in  1976: 

The  Committee  on  Child  Abuse  expressed  grave  concern 
that  there  was  no  diagnosis  and  code  number  in  the  In- 
ternational Classification  of  Diseases  for  the  “Child  Mal- 
treatment Syndrome.”  On  July  15, 1976,  a letter  was  sent 
to  Dorothy  Rice,  Director  of  the  National  Center  for  Health 
Statistics  of  the  Department  of  Health,  Education,  and 
Welfare  indicating  the  committee’s  concern  and  urging 
that  consideration  be  given  to  inclusion  of  the  diagnosis 
“Maltreatment  Syndrome  in  Children”  in  the  Ninth  Re- 
vision of  the  International  Classification  of  Diseases. 
Notification  was  received  by  the  committee  in  November 
that  “Child  Maltreatment  Syndrome”  would  be  included 
in  the  Ninth  Edition.  This  was  a major  accomplishment 
of  the  committee  and  will  undoubtedly  influence  and  make 
available  more  reliable  future  National  figures  on  the  in- 
cidence of  this  problem  in  the  United  States. 

Posters  describing  the  Procedures  for  Reporting  of 
Suspected  Abused  or  Maltreated  children  residing  in  New 
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York  State  or  New  York  City  were  mailed  to  all  hospital 
administrators  in  the  New  York  State  area.  A question- 
naire was  also  mailed  to  these  hospitals  asking  them  to 
indicate  whether  or  not  their  hospital  had  a Child  Abuse 
Committee;  whether  their  hospital  had  a specific  individual 
responsible  for  handling  cases  of  suspected  child  abuse;  and 
whether  their  hospital  could  utilize  a child  abuse  consultant 
if  one  were  available.  The  purpose  of  the  questionnaire 
was  to  give  to  the  committee  some  information  on  what 
hospital  programs  are  presently  in  existence  for  the  re- 
porting and  treating  of  child  abuse  cases.  With  this  data, 
the  committee  could  give  attention  to  developing  infor- 
mation dissemination  techniques  for  assisting  those  hos- 
pitals less  equipped  to  deal  with  this  problem.  A total  of 
340  questionnaires  were  mailed  and  to  date  134  responses 
have  been  received. 

During  the  coming  months,  the  committee  will  address 
itself  to  the  problem  areas  of  institutional  abuse,  the 
“Boarder  Baby”  Hospital  situation,  and  pornography  in- 
volving young  children.  A series  of  articles  written  by 
committee  members  on  child  abuse  and  neglect  are  being 
planned  for  publication  in  the  New  York  State  Journal  of' 
Medicine  to  increase  awareness  of  physicians  teethe  critical 
nature  of  the  child  maltreatment  problem. 

Respectfully  submitted, 

Vincent  J.  Fontana,  M.D.,  Chairman 

DRUG  ABUSE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Drug  Abuse  are  as 


follows: 

Leonard  L.  Heimoff,  M.D.,  Chairman  Bronx 

Richard  S.  Blum,  M.D Nassau 

Matthew  Brody,  M.D Kings 

Roderick  E.  Charles,  M.D Erie 

Douglas  C.  Evans,  M.D Monroe 

Sidney  S.  Greenberg,  M.D New  York 

Philip  K.  Kaufman,  M.D Queens 

Allison  B.  Landolt,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 

J.  Warren  Toff,  M.D.,  Advisor  New  York 


The  question  of  the  uses  and  abuses  of  marijuana,  plus 
the  problem  of  its  effects  on  the  human  being,  have  been 
around  for  hundreds  of  years.  There  has  been  a great  deal 
of  rhetoric  on  the  subject  but  little  valid,  reliable  scientific 
research.  There  have  been  many  reports  and  scientific 
articles  on  the  subject,  but  quite  often  t he  results  have  been 
prejudiced  by  the  prior  biases  of  the  investigator  and  by 
the  lack  of  large  scale  and  long  term  evaluation  by  com- 
petent investigators. 

Recent  reports  indicate  that  perhaps  30,000,000- 
50,000,000  Americans  are  smoking  marijuana  for  diverse 
reasons.  They  are,  under  our  current  laws,  subject  to  all 
sorts  of  criminal  penalt  ies,  which  may  endanger  their  jobs, 
schooling,  and  future  lives.  Conversely,  the  use  of  a drug, 
any  drug  such  as  this,  may  alter  a person’s  way  of  coping 
with  life  and/or  its  problems. 

Marijuana,  it  must  be  understood,  can  come  from  many 
areas  and  have  many  variations  in  the  strength  of  its  active 
ingredient  Domestic,  Mexican,  South  American,  and 
Asian  cannabis  vary  markedly  in  their  strength  of  tetra- 
hydro-  and  delta  9 cannibol  ingredients. 

We  must,  in  our  discourses  on  decriminalization  take 
into  account  the  mind  altering  effects  of  t he  drug  on  depth 


perception  reaction  time,  recent  memory,  and  previous 
state  of  mental  health.  Therefore,  we  will  have  to  come 
up  with  caveats  concerning  the  age  of  the  user,  and  the 
driving  of  vehicles  under  its  influence;  as  well  as  how  the 
drug  is  to  be  obtained. 

We  would  recommend,  therefore,  the  following  as  the 
position  of  the  Medical  Society  of  the  State  of  New  York 
on  marijuana. 

1.  That  laws  pertaining  to  individual  use  and  pos- 
session of  small  amounts  of  marijuana  for  personal  use 
be  decreased  to  misdemeanor  status. 

2.  That  no  one  up  to  age  17  be  permitted  to  buy  or 
use  the  drug. 

3.  That  driving  under  the  influence  of  marijuana 
be  severely  restricted  by  motor  vehicle  law. 

4.  That  an  adequate  education  and  drug  informa- 
tion program  be  started  by  the  New  York  State  Health 
Department,  in  conjunction  with  MSSNY,  to  dissemi- 
nate the  latest  information  on  the  drug.  This  is  to  pre- 
vent people  from  thinking  that  there  is  no  risk  at- 
tached to  its  use.  This  program  to  be  done  also  with 
the  State  Education  Department. 

5.  That  more  serious  research  be  done  on  the  Fed- 
eral and  State  levels  on  the  subject  of  effects  of  mari- 
juana use  on  long  term  and  short  term  use. 

6.  That  the  sale  and/or  importation  of  marijuana 
be  continued  to  be  regarded  a felony  and  the  exchange 
of  marijuana  by  its  users  be  restricted  to  very  small 
amounts.  This  must  be  done  in  order  to  prevent  users 
from  becoming  pushers  in  order  to  support  their  own 
habits. 

7.  That  the  State  and  Federal  Health  departments 
develop  means  of  testing  the  potency  of  confiscated 
marijuana  quickly  and  to  develop  rapid  test  methods 
for  determining  its  presence  in  blood  and  urine. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  Chairman 

EMERGENCY  HEALTH  SERVICES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen; 

The  members  of  the  Committee  on  Emergency  Health 


Services  are  as  follows: 

David  N.  Kluge,  M.D.,  Chairman  Monroe 

Charles  N.  Aswad,  M.D Broome 

James  H.  Cosgriff,  Jr.,  M.D Erie 

Edward  L.  McNeil,  M.D Westchester 

Alexander  E.  Messer,  M.D Otsego 

Walter  F.  Pizzi,  M.D New  York 

Gerald  W.  Shaftan,  M.D Kings 

Nicholas  Scors,  M.D Clinton 

Irving  G.  Frohman,  M.D Nassau 

Robert  Huszar,  M.D.,  Advisor Albany 


The  urgent  first  priority  this  year  in  emergency  health 
services  in  New  York  State  is  the  establishment  of  proper 
legislation  and  insurance  coverage  for  advanced  life  sup- 
port systems.  This  requires  proper  definitions  and  edu- 
cational and  certification  protocols  by  an  enlightened 
legislature  and  State  Health  Department.  This  committee 
and  its  individual  members  have  actively  pursued  this 
all-important  goal  for  both  hospital  and  pre-hospital  sys- 
tems. The  ambulance  companies  and  the  Advanced 
Emergency  Medical  Technicians  or  “EMT-Paramedics” 
have  had  to  stop  service  in  Buffalo,  Rochester,  and  Long 
Island  for  periods  of  time  because  of  termination  of  in- 
surance liability  coverage  or  because  the  premium  for  such 
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coverage  increased  ten-fold  or  more.  This  necessitates 
good  Samaritan  laws  to  reduce  this  exposure. 

At  the  time  this  report  was  written,  a bill  had  just  been 
passed  by  the  New  York  State  Legislature  and  awaits  the 
Governor’s  signature.  It  does  not,  however,  cover  hospital 
and  proprietary  ambulance  advanced  life  support  care. 
The  State  Health  Department  has  developed  a proper 
educational  and  certification  method  and  is  modifying  its 
rules  and  regulations  covering  advanced  life  support  to 
facilitate  quality  care  for  the  citizens  of  this  State. 

All  members  of  the  Medical  Society  are  urged  to  en- 
lighten their  own  district  legislators  about  the  recent  ad- 
vances in  emergency  care  so  that  they  may  recognize  the 
importance  of  legislation  that  must  be  enacted  to  insure 
proper  care  for  themselves  and  their  families  at  the  time 
of  an  emergency. 

Respectfully  submitted, 

David  N.  Kluge,  M.D.,  Chairman 

MATERNAL  AND  CHILD  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Maternal  and  Child 


Health  are  as  follows: 

Roderick  A.  McLean,  M.D.,  Chairman  Monroe 

Walter  L.  Freedman,  M.D Westchester 

Myron  Gordon,  M.D New  York 

Richard  E.  Murphy,  M.D Clinton 

Ralph  M.  Schwartz,  M.D Kings 

William  T.  Seed,  M.D New  York 

Donald  Swartz,  M.D Albany 


It  is  with  sincere  regret  that  the  committee  notes  the 
death  of  Edward  C.  Hughes,  M.D.,  former  President  of  the 
Medical  Society  of  the  State  of  New  York  and  Chairman 
of  the  Maternal  and  Child  Health  Committee.  His  un- 
tiring efforts  and  foresight  toward  improving  the  quality 
of  obstetric  care  throughout  the  world  will  always  be  ap- 
preciated and  an  incentive  for  us  all  to  continue  the  prin- 
ciples he  set  forth. 

The  first  meeting  of  the  committee,  under  the  chair- 
manship of  Roderick  McLean,  M.D.,  is  planned  for  May 
24,  1977.  A supplemental  committee  report  will  be  sub- 
mitted following  the  meeting. 

The  1976  annua!  report,  “Material  Mortality  Study, 
1970-1975,"  prepared  by  The  Central  New  York  Maternal 
and  Perinatal  Mortality  Study,  under  the  auspices  of  the 
Maternal  and  Child  Welfare  Committee,  was  published  in 
the  New  York  State  Journal  of  Medicine,  Vol  76,  No.  13, 
December  1976.  This  report  details  maternal  mortality 
over  the  past  six  years  based  on  regional  analysis  as  well  as 
selected  cause-of-death  categories.  The  1977  annual 
statistical  report  is  presently  in  progress  and  will  be  sub- 
mitted as  a supplemental  report  once  review  and  analysis 
of  the  current  mortality  cases  is  complete. 

In  conjunction  with  the  continuing  maternal  mortality 
study,  two  educational  articles  have  been  prepared  for 
publication,  one  based  on  a 20  year  study  of  maternal 
mortalities  associated  with  ruptured  uterus,  and  the  other 
a review  of  abortion-related  mortality  in  New  York  State 
(1957-1976). 

As  documented  in  the  1976  committee  report,  the  staff 
has  been  responsible  for  the  design  of  obstetric  and 
gynecologic  records.  These  records  have  been  distributed 
to  various  authorities  in  the  medical  field  for  their  com- 
ment and  criticism. 


The  staff  has  been  requested  to  develop  a set  of  newborn 
records  as  a complement  to  the  obstetric-gynecologic  rec- 
ord system.  In  preparation  for  record  design,  blank  charts 
have  been  requested  from  113  hospitals,  clinics,  and  uni- 
versity medical  centers  selected  to  reflect  a representative 
geographic  distribution  of  the  United  States.  Data  col- 
lection and  analysis  for  this  portion  of  the  project  is  not  yet 
complete.  Before  undertaking  the  actual  design  process, 
the  staff  w ill  review  completed  hospital  charts  to  ascertain 
the  utilization  of  existing  records  in  medical  center  facilities 
as  well  as  community-based  hospitals. 

Dr.  McLean  and  his  staff,  at  Community  General  Hos- 
pital of  Syracuse,  have  developed  a fetal  monitoring  record 
which  is  currently  being  field  tested  at  their  hospital.  The 
results  of  the  project  will  be  analyzed  at  the  end  of  one 
year. 

In  accord  with  the  committee’s  continuing  role  as  con- 
sultant to  the  New  York  State  Department  of  Health  in 
matters  pertaining  to  maternal  and  infant  care,  the  fol- 
lowing topics  have  been  submitted  for  committee  recom- 
mendation at  the  upcoming  meeting: 

. . . Requirements  concerning  the  practice  of  midwif- 
ery in  New  York  State; 

. . . Maternity  Center  Association’s  application  for 
continuation; 

. . . New  York  State  Hospital  Code — Necessity  of 
Standards  for  the  Performance  of  Laparoscopic  Steril- 
ization; 

. . . Regionalization  of  maternal  and  perinatal  health 
services  in  New  York  State; 

. . . Review  of  New  York  State  Hospital  Code  in  re- 
gard to  Section  722  concerning  definitions  of  terms 
pertaining  to  “high  risk”  patients  and  facilities; 

. . . Use  of  lithotomy  position  during  delivery. 

In  addition,  the  committee  has  provided  assistance  to 
the  National  Center  for  Disease  Control  in  their  ongoing 
Abortion  Surveillance  studies  by  submitting  data  on 
abortion-related  mortality  cases.  The  committee  is  also 
submitting  data  on  ectopic  pregnancy  mortality  in  an  effort 
to  aid  the  Center  in  collecting  nationwide  statistics  on  this 
particular  aspect  of  maternal  mortality. 

As  presented  to  the  November  meeting  of  the  House  of 
Delegates,  the  committee’s  ongoing  program  for  the  year 
is  as  follows: 

. . . The  Physician  and  Hospital  Records  will  be  field 
tested  prior  to  final  revision  through  the  cooperation 
of  selected  physicians  and  hospitals  in  New  York 
State. 

. . . Results  of  the  field  test  will  be  analyzed  following 
personal  interviews  with  physicians  and  hospital  per- 
sonnel. 

. . . The  records  will  be  revised  and  redesigned  in  ac- 
cordance with  the  results  of  the  field  test. 

. . . Hospital  newborn  records  will  be  developed  to 
complement  the  hospital  obstetric  record.  These  rec- 
ords will  also  be  subject  to  field  testing. 

. . . The  maternal  mortality  reporting  form  will  be 
revised  to  include  data  elements  pertinent  to  current 
obstetric  and  perinatal  research.  The  consultant 
analysis  process  of  maternal  mortality  review  will  con- 
tinue as  in  the  past. 

...  In  conjunction  with  maternal  mortality  review, 
educational  articles  will  be  prepared  for  publication  on 
selected  topics. 

. . . The  ongoing  hospital  survey  will  be  updated  to 
reflect  current  trends  in  the  practice  of  obstetrics  and 
gynecology. 
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The  chairman  of  the  committee  has  recently  been  ap- 
pointed to  serve  in  a representative  capacity  on  the  fol- 
lowing committees:  the  American  College  of  Obstetricians 
and  Gynecologists,  District  II,  Task  Force  on  Reduction 
of  Maternal  & Perinatal  Mortality  & Morbidity;  the  Up- 
state New  York  Perinatal  Association,  and  the  Subcom- 
mittee on  Regionalization  of  Obstetrics  and  Pediatrics  of 
the  State  Hospital  Review  and  Planning  Council. 

Respectfully  submitted, 

Roderick  A.  McLean,  M.D.,  Chairman 

MEDICAL  ASPECTS  OF  SPORTS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  the 


Medical  Aspects  of  Sports: 

Donald  T.  Kasprzak,  M.D.,  Chairman  Clinton 

John  L.  Marshall,  M.D.,  Vice-Chairman  . .New  York 

Albert  B.  Accettola,  M.D Richmond 

Viola  F.  Anderson,  M.D Westchester 

Herbert  Bessen,  M.D Putnam 

John  L.  Butsch,  M.D Erie 

Kenneth  E.  DeHaven,  M.D Monroe 

Louis  N.  Frankel,  M.D Nassau 

Onslow  A.  Gordon,  III,  M.D Essex 

Frederick  H.  Grabo,  M.D Oneida 

Norman  R.  Loomis,  M.D Wayne 

Michael  C.  Young,  M.D Putnam 

Richard  B.  Commentucci,  M.D New  York 

Mr.  Joseph  Abraham,  Advisor  Ontario 


The  Committee  on  the  Medical  Aspects  of  Sports  held 
several  meetings  during  the  year.  This  year,  for  the  first 
time,  the  committee  meetings  were  held  in  conjunction 
with  the  Committee  on  School  Health,  George  F.  Cun- 
ningham, M.D.,  chairman.  It  was  felt  that  this  would  lead 
to  beneficial  exchange  of  ideas  and  in  the  long  run  establish 
more  meaningful  programs  in  the  future. 

Several  members  of  the  committee  participated  in  the 
meeting  of  the  New  York  State  Public  High  School  Athletic 
Assocation  for  Health,  Physical  Education,  and  Recreation. 
The  meeting  was  held  at  the  Concord  Hotel,  Kiamesha 
Lake,  New  York  on  January  28  and  29th,  1977.  In  addi- 
tion, a program  on  Sports  Medicine  was  presented  at  the 
annual  meeting  in  New  York  City  last  November  9,  1976. 
Plans  are  at  the  present  time  being  formulated  for  the 
program  to  be  presented  at  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  New  York  on  October  2, 
1 977.  The  program  is  to  be  developed  in  conjunction  with 
the  Committee  on  School  Health.  It  is  hoped  that  by 
participating  in  two  meetings  a year,  more  information  can 
be  disseminated  to  the  coaches,  physical  educators,  school 
legislators,  trainers,  and  school  physicians. 

Safety  Factors.  In  addition  to  being  concerned  with 
the  usual  safety  factors  in  all  sports,  the  committee  put 
considerable  stress  on  hockey.  There  has  been  a growing 
interest  and  growth  in  the  number  of  schools  participating 
in  interscholastic  hockey.  With  this  growth  there  has  been 
an  increase  in  the  number  of  facial  and  ocular  injuries.  In 
view  of  this,  the  committee  felt  that  wearing  full  facial 
masks  be  mandatory.  This  has  been  approved  in  con- 
junction with  the  NYSPHSAA,  and  as  of  the  coming  season 
starting  in  1977,  wearing  full  facial  protection  has  been 
declared  mandatory. 

Athletic  Trainers.  On  several  previous  occasions  the 
>f  u ing  full  time  athletic  trainers  has  been  reported. 


Statistics  show  that  proper  care  and  workable  rehabilita- 
tion programs  following  injury,  shorten  the  recovery  period 
following  injury.  At  the  present  time,  the  New  York  State 
Athletic  Trainers  Association  is  being  organized.  The 
Association  has  asked  for  the  backing  of  the  Committee  on 
Medical  Aspects  of  Sports.  At  the  last  meeting  the  com- 
mittee agreed  on  the  concept,  but  wished  to  have  further 
information  about  the  group  before  it  recommended  the 
matter  of  licensing.  The  Athletic  Trainers  Association  is 
working  with  the  office  of  Senator  Tarky  Lombardi  and  the 
New  York  State  Board  of  Regents  regarding  formal  licen- 
sure. 

Selection  and  Classification.  The  program  continues 
to  work  satisfactorily.  Over  500  schools,  both  public  and 
private,  continue  to  participate.  The  program  has  been 
designed  to  allow  youngsters,  both  boys  and  girls,  to  par- 
ticipate in  higher  levels  of  competition  if  they  qualify  after 
being  thoroughly  tested  as  to  endurance,  strength,  agility, 
and  speed. 

In  addition,  the  competitors  are  tested  according  to 
physical  maturity,  physical  fitness,  and  degree  of  skill. 
The  program  has  allowed  both  male  and  female  competi- 
tors to  participate  in  higher  levels  of  competition  but  with 
a full  degree  of  safety.  The  committee  feels  the  program 
of  selection  and  classification  is  a major  step  in  bringing 
about  a safer  level  of  sports  competition.  Inquiries  from 
several  states,  as  well  as  Canada,  have  been  received  re- 
garding the  structuring  of  the  program.  The  committee 
feels  that  this  indicates  that  others  feel  there  is  merit  in  the 
program.  A request  for  Federal  funds  to  subsidize  the 
program  was  turned  down  by  Congress  last  year,  but 
reapplication  is  being  made  again  this  year,  through  the 
offices  of  the  NYSPHSAA. 

The  Dunne  Bill.  To  date  the  Dunne  Bill  has  not  been 
approved  by  the  Council  in  its  present  form.  At  the 
present  time,  the  bill  releases  the  school  physicians  and  the 
school  district  in  the  event  of  a liability  action;  but  does  not 
release  the  consulting  physicians.  It  is  hoped  that  the  bill 
can  be  amended  so  as  to  release  the  consulting  physicians 
from  liability  action  in  the  case  of  dispute  regarding  a 
young  male  or  female  participating  in  interscholastic  sports 
with  a disqualifying  factor. 

Recommendations  on  Safety  in  Athletics.  In  order 
that  there  be  increasing  safety  in  interscholastic  sports 
competition,  the  committee  has  recommended  the  fol- 
lowing: 

RECOMMENDATIONS  ON  SAFETY  IN  ATHLETICS 
FROM  THE  COMMITTEE  ON  THE  MEDICAL  ASPECTS 

OF  SPORTS  OF  THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK  AND  THE  NEW  YORK  STATE 

PUBLIC  HIGH  SCHOOL  ATHLETIC  ASSOCIATION 

I.  Preseason  Orientation  for  Fall  Sports 
A.  That  there  be  mandatory  annual  June  meetings  in 
each  of  the  11  Sections  of  the  NYSPHSAA  to  include  all 
of  the  Fall  sports  (football,  soccer,  cross  country,  and  field 
hockey)  for  the  purposes  of: 

1.  Reviewing  Rules  and  Regulations  of  the 
NYSPHSAA; 

2.  A minute  session  on  Sports  Medicine,  with 
major  emphasis  on  heat  illness,  conducted  by  a physi- 
cian; 

3.  Outlining  general  conditioning  programs  for 
athletics  which  should  be  on  a continuing,  year  around 
basis,  and  include  procedures  to  develop  each  of  the 
following: 
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(a)  Endurance 

(h)  Strength 

(c)  Flexibility 

(d)  Agility 

Reasonable  summer  conditioning  programs 
should  be  recommended  and  outlined  for  the 
players  to  include  the  above  principles  and  the 
principles  relating  to  prevention  of  heat  illness  as 
covered  under  II. 

Attendance  at  these  meetings  should  be  man- 
datory for  at  least  one  member  of  the  coaching 
staff  of  the  Fall  sports  of  each  high  school  and  ju- 
nior high  school  in  that  section. 

B.  That  the  preseason  (August)  rules  interpretation 
meetings  presently  being  conducted  by  section  for  foot- 
ball and  soccer  be  continued,  and  initiated  for  cross  country 
and  field  hockey  where  appropriate. 

C.  A mandatory  requirement  that  at  least  one  coach 
be  present  throughout  all  practice  sessions  for  New  York 
High  School  Varsity,  Junior  Varsity,  and  modified  program 
teams. 

II.  Prevention  of  Heat  Illness 

At  the  beginning  of  practice  for  the  Fall  sports  it  must 
be  recognized  that  the  level  of  conditioning  for  each  player 
is  variable,  and  it  must  be  assumed  that  no  player  is  accli- 
matized to  the  heat.  It  is  absolutely  essential  that  the 
conditioning  and  acclimatization  programs  at  the  onset  of 
practice  begin  at  a modest  level  and  progress  slowly  during 
the  first  few  days.  Rubberized  or  other  types  of  non-po- 
rous  sweat  suits  must  not  be  used  during  independent 
summer  conditioning  or  preseason  practice  under  any 
circumstances. 

A.  Mandatory  procedures  for  the  prevention  of  heat 
illness  during  the  pre-season  for  football,  soccer,  cross 
country,  and  field  hockey: 

1.  A ten  minute  rest  break  during  each  hour  of 
practice  to  include 

(a)  Loosening  of  uniform  jerseys  and  pads  to  fa- 
cilitate cooling. 

(b)  Free  intake  of  water  to  replace  fluid  losses. 

(c)  The  rest  break  should  be  conducted  in  a 
shaded  area  if  at  all  possible. 

2.  Water  must  be  freely  available  to  players  on  the 
field  at  all  other  times  during  practice  sessions  and 
games  involving  New  York  High  School  Varsity,  Ju- 
nior Varsity,  and  modified  program  teams. 

3.  Continuation  of  the  mandatory  “five-ten-five” 
regulation  for  preseason  football  practices,  5 days  of 
conditioning  drills  and  practice  without  pads  and  with 
no  contact,  10  days  of  practice  in  full  pads  including  in- 
trasquad contact  drills,  and  5 days  when  scrimmage 
with  other  teams  is  allowed  prior  to  the  beginning  of 
regularly  scheduled  games. 

B.  Strongly  recommended  additional  procedures  to 
help  prevent  heat  illness  during  the  pre-season  in  football, 
soccer,  cross  country  and  field  hockey: 

1.  The  use  of  a weight  chart  to  record  each  player’s 
weight  before  and  after  every  practice.  Any  player 
losing  more  than  3%  body  weight  should  receive  special 
attention  to  insure  adequate  fluid  replacement. 

2.  Revisions  in  the  conduct  of  practice  sessions 
when  the  temperature-humidity  factor  becomes  criti- 
cal (which  is  best  monitored  by  the  use  of  a sling-psy- 
chrometer  or  wTet  bulb  thermometer  readings): 

(a)  Shorten  the  length  of  practice  sessions. 


(b)  Revise  type  and  amount  of  clothing  and 
equipment  (shorts,  mesh  jerseys,  etc.) 

(c)  reduce  degree  of  exertion  required  during 
practice  sessions. 

III.  Medical  Coverage  of  Athletics 

A.  It  is  strongly  recommended  that  school  districts 
have  a physician,  preferably  the  school  physician,  present 
at  all  regularly  scheduled  “home”  athletic  contests  which 
involve  strenuous  body  contact.  However,  due  to  the 
scarcity  of  physicians  in  some  areas,  this  may  be  impossible. 
In  this  event,  some  arrangements  should  be  made  so  that 
a physician  will  be  on  call  and  available  at  short  notice  to 
take  care  of  emergencies.  When  a physician  is  not  physi- 
cally present,  a member  of  the  school  staff  (other  than  the 
coach)  whose  training  includes  First  Aid  procedures,  (in- 
cluding cardiopulmonary  resuscitation),  and  who  ideally 
is  a qualified  Trainer,  should  he  responsible  for  the  care  of 
an  injured  player  or  spectator  until  the  arrival  of  the  phy- 
sician. 

B.  It  is  strongly  recommended  that  each  school  district 
have  a certified  athletic  trainer,  or  where  this  is  not  possi- 
ble, a suitably  qualified  lay  trainer  to  serve  the  athletic 
teams  of  the  district. 

C.  A mandatory  requirement  that  medical  coverage 
be  arranged  for  all  league,  sectional,  intersectional,  and 
State  tournaments  and  meets. 

Conclusion.  The  Committee  on  Medical  Aspects  of 
Sports  hopes  to  continue  work  with  the  Committee  on 
School  Health  in  order  to  provide  for  greater  safety  in 
sports.  It  is  hoped  that  by  having  the  meeting  at  the 
Concord,  as  well  as  the  annual  meeting  in  New  York  City, 
more  information  can  be  disseminated  among  school 
physicians,  school  legislators,  coaches,  physical  educators, 
and  athletic  trainers. 

As  chairman,  I wish  to  express  my  thanks  to  George  J. 
Lawrence,  M.D.,  the  members  of  the  Committee  on  the 
Medical  Aspects  of  Sports,  as  well  as  the  members  of  the 
Committee  on  School  Health.  I wish  to  acknowledge  the 
help  our  committee  has  received  from  Kenneth  Hafner, 
Field  Director  of  the  NYSPHSAA,  as  well  as  his  capable 
staff.  Lastly,  I wish  to  express  my  thanks  to  Dorothy 
Smith  for  all  her  help  throughout  the  year. 

It  has  been  a pleasure  and  a privilege  for  me  to  partici- 
pate as  the  chairman  of  the  Committee  on  the  Medical 
Aspects  of  Sports. 

Respectfully  submitted, 

Donald  T.  Kasprzak,  M.D.,  Chairman 

MENTAL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Mental  Health  are 


as  follows: 

Allison  B.  Landolt,  M.D.,  Chairman  . . . .Westchester 

Douglas  C.  Evans,  M.D Monroe 

Edith  M.  Jurka,  M.D New  York 

Bernard  F.  Kalina,  M.D Sullivan 

John  P.  Lambert,  M.D Westchester 

Laurence  Loeb,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 

Herbert  S.  Peyser,  M.D New  York 

Donald  H.  Schultz,  M.D Ulster 

Robert  McKinley,  M.D Albany 


The  Mental  Health  Committee  continues  to  concern 
itself  with  legislative  and  judicial  matters  as  they  pertain 
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to  patients’  rights,  welfare,  and  quality  of  care.  The  right 
to  treatment  (Donaldson),  the  right  to  refuse  treatment, 
and  thp  abridgement  of  privileged  communication  where 
the  public  weal  is  endangered  (Tarasoff)  are  among  some 
of  the  ground-breaking  decisions  now  decisively  affecting 
treatment  methodology.  The  Department  of  Mental 
Hygiene  in  New  York  has  been  authorized  to  develop  a 
patients’  “Bill  of  Rights”  in  all  public  institutions  which 
can  be  applied  to  private  facilities  where  indicated.  Much 
of  these  extensions  of  civil  liberties  are  good,  are  needed, 
and  will  undoubtedly  improve  quality  of  care.  But  too 
zealous  an  application  of  “rights”  may  result  in  tieing  the 
therapeutic  hands  of  psychiatrists  to  make  proper  treat- 
ment judgments  for  the  real  welfare  of  the  sick  person. 
Much  lively  discussion  continues  to  debate  this  prob- 
lem. 

Another  matter  of  interest  to  our  committee  is  the  role 
of  the  psychiatrist  as  primary  physician.  Many  emo- 
tionally disturbed  individuals  may  present  their  problems 
directly  to  the  psychiatrist  without  referral  by  a family 
practitioner  or  internist.  Thus  the  psychiatrist  should  be 
qualified  to  evaluate  a patient’s  total  condition  and  order 
necessary  tests;  and  most  importantly  recognize  pathology 
and  refer  to  the  appropriate  specialist.  This  naturally 
presupposes  a good  grounding  in  general  medicine,  the 
return  of  the  internship  for  all  psychiatric  specialists.  Our 
committee  wholeheartedly  endorses  this  concept. 

The  problems  of  the  impaired  physician  cont  inue  to  be 
our  concern  and  we  have  shared  our  views  with  the  Phy- 
sicians’ Committee.  In  connection  with  the  sick  doctor 
problem,  there  is  the  problem  of  the  unethical  physician 
and  the  incompetent  physician.  All  three  categories  may 
represent  underlying  psychopathology.  As  this  pertains 
to  psychiatrists,  we  observe  a link  between  the  above 
mentioned  disabilities  and  the  development  of  adequate 
peer  review.  In  a hospital  setting  such  documentation  can 
be  fairly  easily  constructed  with  regulations  regarding 
admissions  qualifications,  treatment  specifications,  length 
of  stay,  and  discharge  and  outreach  programs  and  policies. 
But  the  area  of  review  and  quality  assurance  in  the  private 
clinicians  office  setting  is  a thorny  issue  still  puzzling 
psychiatric  evaluation  committees  because  onsite  valida- 
tion, fitness  determination,  and  therapeutic  skill  is  made 
ineffectual  by  the  presence  of  the  observer.  Chart  review 
seems  a logical  starting  point  for  determination  of  com- 
petence but  no  set-in-concrete  screening  criteria  are  yet 
finalized.  One  argument  against  such  procedures  is  once 
again  the  specter  of  breach  of  privilege. 

We  have  been  most  fortunate  in  this  past  year  to  have 
a close  contact  with  the  New  York  State  Department  of 
Mental  Hygiene  through  an  advisor  to  our  committee, 
Robert  McKinley,  M.D.,  First  Deputy  Commissioner  of 
Mental  Hygiene.  We  have  also  been  privileged  to  maintain 
a communication  with  Ms.  Elizabeth  Connelly,  Assembly 
Chairperson  of  the  Committee  on  Mental  Health  of  the 
New  Y ork  State  Legislature.  She  has  sponsored  legislation 
on  the  problems  of  confidentiality.  Our  sincere  appre- 
ciation is  extended  to  George  J.  Lawrence,  Jr.,  M.D.,  Di- 
rector of  Scientific  Activities,  for  his  most  valuable  support 
and  advice.  Miss  Dorothy  Smith  again  deserves  our  deeply 
felt  thanks  for  her  continuing  devotion. 

Respectfully  submitted, 

Allison  B.  Landolt,  M.D.,  Chairman 


METABOLIC  DISEASES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Meta- 


bolic Diseases: 

Arthur  H.  Dube,  M.D.,  Chairman  Onondaga 

Marshall  Clinton,  M.D Erie 

William  W.  Faloon,  M.D Monroe 

Joel  J.  Schnure,  M.D Broome 

Harold  Zarowitz,  M.D Kings 

Bernard  Pollara,  M.D.,  Advisor  Albany 


A telephone  conference  of  the  Committee  on  Metabolic 
Diseases  was  held  on  June  2, 1977. 

The  committee  discussed  the  use  of  anorexogenic  drugs. 
The  committee  in  its  annual  report  to  the  House  of  Dele- 
gates in  1976  made  the  following  recommendation  re:  the 
use  of  anorexogenic  drugs  in  the  treatment  of  obesity: 

First,  the  problem  of  obesity  was  reviewed.  We  have 
been  pleased  with  the  success  of  diet  group  therapy  either 
through  organizations  such  as  TOPS,  Weight  Watchers, 
or  local  hospital  programs.  The  results  of  intestinal  bypass 
surgery  were  reviewed.  The  Rochester  Group  has  done  70 
patients  with  a high  rate  of  success.  The  mechanism  for 
improvement  is  probably  reduced  food  intake  to  control 
the  diarrhea  which  develops  after  the  procedure.  At 
present,  the  program  is  experimental  and  should  be  re- 
stricted to  centers  capable  of  studying  the  procedure  as  a 
research  project.  As  for  the  use  of  anorexogenic  drugs,  we 
feel  they  have  no  place  in  the  management  of  obesity  and 
suggest  that  the  State  Society  establish  a position  against 
their  continuing  use. 

The  Reference  Committee  on  Public  Health  amended 
this  recommendation  as  follows: 

The  report  of  the  Committee  on  Metabolic  Diseases  was 
read  with  interest.  Your  reference  committee  amended 
the  last  sentence  of  the  first  paragraph  of  the  report  to  read 
as  follows:  “As  for  the  use  of  anorexogenic  drugs,  we  feel 
they  have  little  place  in  the  management  of  obesity  and 
suggest  that  the  Medical  Society  of  the  State  of  New  York 
establish  a position  cautioning  against  their  long  term 
use.” 

The  committee  still  supports  its  original  statement 
feeling  there  is  no  indication  for  the  use  of  anorexogenic 
drugs  in  the  management  of  obesity.  However,  if  the  drugs 
are  to  be  used,  in  the  light  of  MSSNY’s  flexible  position, 
the  committee  insists  that  an  absolute  warning  against 
their  use  in  hypertensive  patients  be  added. 

2.  The  position  of  the  committee  on  the  use  of  saccharin 
or  other  artificial  sweetners  was  discussed.  The  committee 
is  totally  opposed  to  the  FDA  position  in  banning  the  use 
of  saccharin.  The  unanimous  sentiment  of  the  committee 
is  that  withdrawing  this  drug  from  the  market  will  cause 
mental  and  possibly  physical  problems  in  patients  long 
accustomed  to  their  use.  We  recommend,  that  MSSNY 
adopt  the  following  policy  statement: 

“MSSNY  is  totally  opposed  to  any  ban  on  the  use  of 
saccharin  especially  since  there  is  no  other  sugar  substitute 
available.” 

3.  The  committee  discussed  the  use  of  low  calorie  high 
protein  diets  for  weight  reduction.  Although  these  diets 
are  very  useful  in  the  management  of  obesity,  we  see  no 
benefit  from  adding  commercially  prepared  protein  sup- 
plements. Since  they  increase  cost  and  do  not  provide 
advantages  over  standard  foods,  we  are  opposed  to  their 
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use  and  recommend  adoption  of  this  position  and  state- 
ment by  MSSNY. 

Respectfully  submitted, 

Arthur  H.  Dube,  M.D.,  Chairman 

PHYSICAL  MEDICINE  AND 
REHABILITATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Physical  Medicine 
and  Rehabilitation  are  as  follows: 

Edward  J.  Lorenze,  III,  M.D.,  Chairman  . . New  York 


William  H.  Georgi,  M.D Erie 

Milton  Lowenthal,  M.D New  York 

Edward  W.  Lowman,  M.D New  York 

Leon  M.  Rothman,  M.D Kings 

Asa  P.  Ruskin,  M.D Kings 

Samuel  S.  Sverdlik,  M.D New  York 

Frederick  A.  Groff,  Jr.,  M.D.,  Advisor  Albany 


The  meeting  of  the  Committee  on  Physical  Medicine 
and  Rehabilitation  was  held  at  MSSNY  headquarters  on 
Friday,  April  29,  1977. 

Discussion  was  held  regarding  the  question  of  the  revi- 
sion of  the  hospital  and  nursing  home  codes  in  reference 
to  Dr.  Ruskin’s  suggestion  that  this  should  include  staffing 
patterns,  space,  and  equipment.  The  representatives  of 
the  New  York  State  Department  of  Health  indicated  that 
this  had  never  been  in  the  code,  and  therefore  was  not  being 
left  out  at  this  time,  and  there  was  general  discussion  as  to 
the  difficulties  of  being  specific  and  detailed  in  this  re- 
gard. 

A suggestion  for  paragraph  731.6,  Rehabilitation  Ther- 
apy Services,  was  presented  by  the  representatives  of  the 
New  York  State  Department  of  Health,  and  discussed. 
The  committee  particularly  noted  disagreement  with  the 
provision  for  skilled  nursing  facilities,  and  health  related 
facilities  that  these  services  would  be  carried  out  upon 
written  order,  or  by  referral  of  a physician.  The  committee 
feels  that  they  should  always  be  upon  written  order,  and 
not  oral  referral.  They  also  noted  that  termination  of 
treatment  should  be  done  by  the  physician  on  recom- 
mendation of  the  therapist,  and  not  as  a completely  inde- 
pendent function. 

The  committee  expressed  its  very  real  concern  for  the 
fact  that  the  physician’s  role  in  the  provision  of  rehabili- 
tation services  was  completely  overlooked.  A strong  rec- 
ommendation was  made  to  the  representatives  of  the  New 
York  State  Department  of  Health  that  an  appropriate 
statement  in  an  appropriate  part  of  the  code  in  reference 
to  rehabilitation  should  indicate  clearly  the  primary  role 
and  responsibility  of  the  physician  in  the  provision  of 
comprehensive  rehabilitation  care.  The  representatives 
of  the  New  York  State  Department  of  Health  understood 
the  recommendations  of  the  committee,  and  indicated  that 
they  would  give  this  consideration  on  return  to  Albany. 

The  committee  prepared  a statement,  which  is  included 
in  the  annual  report  of  the  Committee  on  Aging  and 
Nursing  Homes  (pp.  1640,)  regarding  its  recommendations 
to  the  Council  of  the  Medical  Society  of  the  State  of  New 
York,  recommending  approval  of  this  statement  as  a po- 
sition of  the  Medical  Society  in  regard  to  revisions  of  the 
hospital  code  and  for  the  provision  of  rehabilitation  in 
skilled  nursing  facilities  in  the  State  of  New  York.  The 
committee  recommends  that  the  MSSNY  Council  forward 
such  statement  to  the  Commissioner  of  Health  of  the  State 


of  New  York,  Secretary  of  the  Department  of  Health.  Ed- 
ucation, and  Welfare,  and  that  it  be  presented  to  the 
American  Medical  Association  by  our  delegation. 

The  chairman  noted  that  the  matter  of  physician  par- 
ticipation in  the  provision  of  rehabilitation  services  in 
skilled  nursing  facilities  was  discussed  at  a recent  meeting 
of  the  Committee  on  Aging  and  Nursing  Homes.  That 
committee  felt  that  the  services  of  a physician  with  ex- 
pertise in  this  area  was  essential  and  that  the  Medical  So- 
ciety of  the  State  of  New  York  should  take  a different  po- 
sition in  support  of  such  physician  participation.  This 
matter  came  up  specifically  because  of  a letter  from  a 
physician  indicating  that  representatives  of  the  New  York 
State  Department  of  Health  had  indicated  to  the  admin- 
istrator of  a nursing  home,  with  which  he  was  associated, 
that  such  physician  expertise  was  not  required. 

Respectfully  submitted, 

Edward  J.  Lorenze,  III.,  M.D.,  Chairman 

PHYSICIANS’  COMMITTEE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
Following  is  the  report  of  the  MSSNY  Physicians’ 
Committee,  LeClair  Bissell,  M.D.,  Chairman. 

From  its  inception  late  in  1974  through  June  1976,  the 
MSSNY  Physicians’  Committee  had  contacted  53  physi- 
cians identified  by  their  colleagues  as  appropiate  for  this 
approach.  In  the  period  July  1, 1976  through  June  10, 1977 


an  additional  28  requests  for  help  were  received. 

Problems 

addressed  have  been  as  follows: 

Total 

Fall  1974  thru  June  1976 

7/1/76-6/ 

to  date 

10/77 

Alcoholism  only 

20 

4 

24 

Drug  Abuse  only 

12 

13 

25 

Mental  Illness  only 

15 

10 

25 

Combined  Alcoholism  & 

4 

4 

Drug  Abuse 

Combined  Alcoholism  & 

2 

1 

3 

Mental  Health 

53 

28 

81 

It  is  apparent  that  while  the  services  of  the  committees 
are  in  some  demand  the  number  of  calls  are  still  few  in 
number  compared  to  the  magnitude  of  the  physician 
population — the  state  and  the  number  of  doctors  wrhom 
one  would  estimate  to  be  in  need  of  help.  Also,  the  number 
of  calls  remains  essentially  constant  rather  than  showing 
an  increase. 

The  activities  of  the  committee  are  still  not  well  under- 
stood by  our  colleagues,  nor  are  many  of  them  more  than 
vaguely  aware  that  the  committee  exists.  There  is  con- 
siderable comparison  and  ignorance  surrounding  the  whole 
problem  of  physician  discipline  in  general,  as  well  as  poor 
understanding  of  the  Physicians’  Committee  attempt  to 
reach  and  offer  help  to  the  doctor  who  is  ill. 

Attempts  to  improve  this  situation  have  included  the 
manning  of  an  exhibition  booth  at  the  November  1976 
MSSNY  Convention  at  the  Americana  Hotel  (this  was 
staffed  by  volunteers  of  the  Committee  on  Alcoholism), 
notices  in  county  medical  society  news  bulletins,  and  sev- 
eral lectures  to  medical  audiences  by  past  and  present 
chairmen. 

Our  efforts  continue  to  attract  a great  deal  of  interest 
from  other  states.  In  February  of  1977,  the  second  AM  A 
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conference  on  the  "Disabled  Doctors”  was  held  in  Atlanta, 
and  New  York  was  represented  as  one  of  the  states  seen  as 
well  along  in  solving  the  problem.  While  compared  to  most 
other  states  we  are  indeed  pioneers,  it  is  very  clear  that  no 
state  has  yet  fully  solved  this  self-regulation  problem.  We 
have  a long  journey  ahead  with  increasing  interest  in  the 
past  of  JCAH,  this  general  practice  and  now  various  gov- 
ernmental bodies  in  physician  discipline,  certain  facts  are 
quite  clear.  Either  we  will  find  a way  to  get  sick  doctors 
into  treatment  and  unethical  ones  under  control  or  outside 
agencies  will  take  the  initiative  away  from  us.  The  recent 
bill  by  Assemblyman  Alan  Hevesi  is  a case  in  point  (this  is 
a bill  proposing  a hold — harmless  provision  for  doctors  who 
without  malice  report  a colleague  whose  behavior  appears 
to  be  endangering  patients  and  simultaneously  punishes 
a failure  to  so  report). 

There  are  several  obvious  chores  that  need  attention: 

1.  The  Physicians’  Committee  must  find  a way  to  make 
its  activities  and  availability  more  widely  known  and  un- 
derstood. 

2.  The  effort  to  include  appropriate  insurance  coverage 
for  the  treatment  of  alcoholic,  addicted,  and  pentally  ill 
physicians  in  settings  most  likely  to  result  in  successful 
outcomes  must  combine.  At  present,  there  is  still  too  little 
coverage  for  other  than  acute  hospital  care  treatment.  The 
efforts  of  the  committee  on  alcoholism  to  correct  this 
problem  should  be  strongly  supported. 

3.  Legislative  changes  designed  to  permit  prompt  but 
flexible  and  humane  intervention  dealing  with  the  disabled 
doctor  should  be  encouraged. 

While  the  last  two  suggestions  really  are  not  within  the 
mandate  of  the  Physicians’  Committee,  they  form  an  es- 
sential part  of  the  picture.  If  we  succeed  in  persuading  a 
colleague  to  accept  treatment  it  is  tragic  to  discover  that 
health  insurance  coverage  recommended  by  peers  and 
bought  in  good  faith  does  not  cover  the  disease  of  alco- 
holism and  addiction  except  in  those  settings  that  are  often 
most  costly  and  frequently  not  the  most  effective  for  a 
given  case. 

Something  like  the  Physicians’  Committee  may  well 
need  to  continue  working  even  if  mechanisms  for  compel- 
ling treatment  becomes  much  more  efficient  and  humane 
persuasion  is  always  preferable  to  force.  However,  the 
present  committee  is  frequently  asked  to  do  what  it  is  un- 
able to  do.  It  is  willing  to  try  and  also  willing  to  fail. 

When  it  does  fail,  the  concerned  person  who  initially 
called  for  help  must  have  a next  step  to  take  which  is 
readily  available  to  him  and  effective  in  meeting  the 
need. 

Respectfully  submitted, 

LeClair  Bissell,  M.D.,  Chairman 

PREVENTIVE  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Preventive  Medicine 


are  as  follows: 

Harry  S.  Lichtman,  M.D.,  Chairman  Nassau 

John  P.  Albanese,  M.D Bronx 

Vernal  G.  Cave,  M.D Kings 

Duncan  W.  Clark,  M.D Kings 

Gerald  J.  Duffner,  M.D Wayne 

Rudolf  H.  Steinharter,  M.D Nassau 

Thomas  S.  Bumbalo,  M.D Erie 

Leonard  L.  Heimoff,  M.D Bronx 

Howard  B.  Shookhoff,  M.D Bronx 


Harry  A.  Feldman,  M.D.,  Advisor  Monroe 

Yehudi  Felman,  M.D.,  Advisor  New  York 

Donald  O.  Lyman,  M.D.,  Advisor  Albany 


During  the  past  year,  the  Committee  on  Preventive 
Medicine  met  on  October  1, 1976  and  on  June  7, 1977. 
The  following  matters  were  considered: 

Smallpox.  This  disease  has  been  eradicated  by  the  lay 
press  on  several  occasions  and  its  demise  predicted  mo- 
mentarily by  the  medical  press.  A recent  report  revealed 
that  smallpox  is  still  a problem  in  Somalia. 

‘Swine  Flu  ’ Immunizations.  In  view  of  our  unfortu- 
nate ‘swine  flu’  immunization  experiences  during  the  fall 
and  winter  of  1976/77,  it  is  interesting  to  review  the  dis- 
cussion of  our  committee  report  at  the  meeting  of  the 
Commission  on  Public  Health  held  in  Albany  in  July 
1976. 

‘‘The  threat  of  an  influenza  epidemic  next  winter  came 
in  for  considerable  discussion.  Dr.  Lichtman  suggested 
that  Federal  authorities  may  have  overreacted  to  the 
identification  of  the  “swine  virus”  as  a cause  of  death  in 
Camp  Dix  earlier  this  year.  He  questions  the  evidence  that 
has  accumulated  to  date  as  being  sufficient  to  cause  such 
alarming  forecasts.  However,  he  reiterated  that  MSSNY 
and  the  Health  Department  must  be  prepared  to  cooperate 
in  the  proposed  vaccination  program. 

The  question  of  protection  against  malpractice  claims 
for  those  who  participate  in  the  program  was  also  dis- 
cussed.” 

The  following  resolution  was  passed  by  the  committee 
on  October  1,  1976: 

Resolved,  That  the  MSSNY  support  the  Influenza 
Immunization  Program  of  1976  and  encourage  the  Im- 
munization Programs  of  the  State  of  New  York  and  of 
the  City  of  New  York  to  make  the  free  vaccines  readily 
available  to  all  citizens;  and  be  it  further 

Resolved,  That  the  MSSNY  encourage  all  physicians 
in  the  State  of  New  York  to  support  this  program. 

Addendum,  MSSNY  advises  that  physicians  in  pri- 
vate practice  may  find  it  useful  to  set  up  special  immu- 
nization hours  outside  of  their  regular  office  hours  for 
the  duration  of  this  program. 

Hepatitis  B Studies.  A final  description  and  summary 
will  be  submitted  in  a supplementary  report. 

Sexually  transmitted  diseases.  The  report  of  the 
subcommittee  will  also  be  summarized  in  a supplementary 
report. 

Local  Immunization  Action  Committees.  Methods 
to  stem  the  resurging  incidence  of  measles,  German  mea- 
sles, polio,  diphtheria,  etc.,  due  to  the  failure  of  reaching 
susceptible  infants  and  children,  were  discussed  in  great 
detail. 

County  medical  societies  were  encouraged  to  appoint 
local  or  regional  Immunization  Action  Committees.  To 
be  effective,  the  committees  must  develop  a rapport  with 
public  and  private  organizations  dedicated  to  community 
health,  education,  welfare,  and  labor.  They  will  also  be 
expected  to  enlist  the  services  of  concerned  citizens,  the 
local  radio,  and  press. 

Coronary  Pulmonary  Resuscitation.  Exhibits  and 
a workshop  on  CPR  were  again  recommended  to  the  pro- 
gram committee  of  MSSNY  for  the  October  Annual 
Meeting. 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 
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SCIENTIFIC  ACTIVITIES, 
PUBLICATIONS,  AND  MISCELLANEOUS 


ADVISORY  COMMITTEE  TO  THE 
AMERICAN  ASSOCIATION  OF  MEDICAL 
ASSISTANTS,  NEW  YORK  STATE  SOCIETY, 
INC. 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Advisory  Committee  to  the  Amer- 
ican Association  of  Medical  Assistants,  New  York  State 


Society,  Inc.,  are  as  follows: 

David  Safadi,  M.D.,  Chairman  Tompkins 

Anthony  F.  Fragola,  M.D Suffolk 

Carl  C.  San  Socie,  M.D Monroe 


The  1977  Annual  Meeting  of  the  Association  was  held 
in  April,  1977,  at  the  Holiday  Inn  Downtown,  Rochester, 
New  York.  Mrs.  Joan  Michaels,  AAMA  President,  spoke 
to  the  members  on  membership  and  the  importance  of 
increasing  membership  and  various  ways  to  do  this.  Two 
new  chapters  were  chartered  at  the  Annual  Meeting.  They 
were  Steuben  Chapter  and  Putnam  Chapter.  There  are 
two  scholarships  for  Medical  Assistants.  One  is  the 
Maxine  Williams  AAMA  Scholarship  and  the  other  is  the 
New  York  State  Society  Scholarship.  These  funds  are 
available,  on  a loan  basis,  for  members  who  are  interested 
in  becoming  more  educated  and  interested  in  becoming  a 
CMA.  The  1977  Eastern  Central  Meeting  will  be  held  in 
New  York  City  on  September  24-25,  1977. 

There  is  no  doubt  in  our  minds  that  if  organized  medi- 
cine is  to  succeed,  it  must  develop  and  grow  away  from  the 
“cottage  industry”  mentality.  Each  and  every  practice  is 
complex,  and  the  physicians  must  recognize  his  “general- 
manship”  to  the  staff  that  helps  make  him  succeed.  The 
esprit  de  corps  at  the  individual  nuclear-type  practice  is 
essential,  otherwise,  the  variety  of  ancillary  and  para- 
medical components  will  become  the  dominant  and  de- 
veloping and  controlling  factor  for  medicine.  It  may  be 
essential  to  “hit  the  physicians  over  the  head”  in  order  to. 
get  their  attention. 

Please  keep  in  mind  that  the  importance  politically  of 
maintaining  the  privacy  and  the  integrity  of  our  citizens, 
especially  in  their  patient-physician  relationship,  is  the 
greatest  and  safest  bulwark  to  protect  and  advance  the 
unique  democracy  of  our  nation,  a democracy  that  exists 
in  a very  small  portion  of  this  earth’s  geography.  The 
physicians  need  the  dedication  and  the  effort  of  the  Med- 
ical Assistants  in  order  to  persevere  in  maintaining  this 
ultimate  human  integrity.  The  Medical  Assistants  are 
part  and  parcel  of  the  connecting  link  to  the  public,  and  we 
must  help  them  develop,  grow,  and  achieve  the  same  moral 
and  intellectual  commitment  that  the  physician  has  to  have 
to  humanity. 

Respectfully  submitted, 

David  Safadi,  M.D.,  Chairman 

ARCHIVES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Archives  are  as  fol- 


lows: 

Paul  S.  Striker,  M.D.,  Chairman  New  York 

Harriett  Northrup,  M.D Chautauqua 


Bernard  Margolius,  M.D Greene 

Nathan  Roth,  M.D New  York 

Alfred  A.  Angrist,  M.D.,  ex  officio  Bronx 


As  in  previous  years,  the  Committee  on  Archives  of  the 
Medical  Society  of  the  State  of  New  York  culminated  its 
activities  at  the  annual  convention  held  at  the  Americana 
Hotel.  Again,  with  the  cooperation  of  other  archival 
groups,  concentration  was  centered  on  the  discovery  and 
preservation  of  medical  archives  in  the  State  of  New  York. 
An  additional  emphasis  has  been  placed  on  stimulating 
interest  in  archives,  and  in  keeping  with  the  Bicentennial 
theme,  the  Session  on  Archives  featured  a salute  to  the 
Bicentennial  by  a distinguished  panel  presenting  topics 
dealing  with  New  York  State  medicine  and  its  practice  in 
colonial  times. 

The  Medical  Archivists  of  New  York,  the  United  Hos- 
pital Fund,  the  Women’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York,  and  the  Committee  on  Archives 
and  Regional  History  of  the  Medical  Society  of  the  County 
of  New  York  have  all  assisted  our  efforts  to  encourage  other 
county  societies  to  trace  and  make  known  their  regional 
archives.  Many  of  these  precious  and  fragile  documents 
are  already  lost  or  damaged.  The  committee  respectfully 
suggests  that  the  example  of  the  microduplication  of  the 
priceless  museum  archives  of  the  Medical  Society  of  the 
County  of  New  York  dating  from  1806,  and  delineated  in 
previous  committee  reports,  be  followed  by  other  medical 
societies  of  the  State. 

Respectfully  submitted, 

Paul  S.  Striker,  M.D.  Chairman 


CON  VENTION—  1 9 7(> 

To  the  House  of  Delegates',  Ladies  and  Gentlemen: 

The  1976  Convention  Committee  consisted  of  the  fol- 


lowing members: 

Joseph  G.  Zimring,  M.D.,  Chairman  Nassau 

Frank  LaGattuta,  M.D Bronx 

Stephen  Nordlicht,  M.D New  York 

Albert  H.  Douglas,  M.D.,  Consultant  Queens 

George  J.  Lawrence,  Jr.,  M.D.,  ex  officio  . . .Queens 

Bernard  J.  Pisani,  M.D.,  Advisor New  York 

George  T.  C.  Way,  M.D.,  ex  officio  Dutchess 


The  170th  Annual  Convention  of  the  Medical  Society 
of  the  State  of  New  York  was  held  on  Sunday,  November 
7 through  Thursday,  November  11.  1976,  at  the  Americana 
Hotel  in  New  York  City.  Attendance  figures  follow: 


Sun. 

Mon. 

Tues. 

Wed. 

Total 

Physicians* 

1,441 

404 

270 

344 

2,459 

Allied  Profession** 

248 

142 

75 

59 

524 

Guests 

366 

135 

80 

77 

658 

Totals 

2,055 

681 

425 

480 

3,641 

Technical  Exhibitors  . . . . 

500 

Grand  Total 

4,141 

*Includes  House  of  Delegates 

**Includes:  Dentists,  Ph.D.s,  medical  students,  nurses, 
medical  technicians,  etc. 
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Comparative  figures: 


1973 

1974 

1975 

1976 

Physicians  

2,713 

2,186 

2,173 

2,459 

Allied  Profession  . 

540 

599 

529 

524 

Guests 

529 

536 

591 

658 

Totals 

3,782 

3,321 

3,293 

3,641 

Scientific  Meetings 

Attendance 

GENERAL  SESSIONS 

Sunday  (Joint  meeting  with  Sections  on  Fam-  460 
ily  and  General  Practice;  Pathology,  Clinical 
Pathology,  and  Blood  Banking;  Radiology; 

Surgery) 

Monday  127 

Tuesday  (Joint  meeting  with  Com.  on  Medical  70 
Aspects  of  Sports;  Section  on  Orthopedic 
Surgery) 

Wednesday  (Joint  meeting  with  Sections  on  250 
Internal  Medicine;  Gastroenterology  and 
Colon  and  Rectal  Surgery) 

SECTIONS  > 

Allergy  and  Immunology  125 

Anesthesiology  38 

Cardiovascular  Diseases  81 

Chest  Diseases  100 

Data  Processing  in  Medicine  14 

Dermatology  and  Syphilology  93 

Emergency  Medicine  (with  Preventive  Medi- 
cine and  Public  Health)  43 

Family  and  General  Practice  (in  G.S.)  460 

Gastroenterology  (with  G.S.)  250 

Internal  Medicine  (with  G.S.)  250 

Medical  Legal  and  Workmen’s  Compensation 

Matters  (with  Occupational  Medicine)  50 

Neurology  39 

Neurosurgery  57 

Obstetrics  and  Gynecology  (with  Section  on 

Urology)  50 

Occupational  Medicine  (with  Medical  Legal 

and  Workmen’s  Compensation)  50 

Ophthalmology  145 

Orthopedic  Surgery  84 

Otolaryngology  and  Maxillofacial  Surgery  73 

Pathology  (in  G.S.)  460 

Pediatrics  95 

Plastic,  Reconstructive,  and  Maxillofacial 
Surgery  80 

Preventive  Medicine  and  Public  Health  (with 

Emergency  Medicine)  43 

Psychiatry  62 

Radiology  (in  G.S.)  460 

School  Health  (with  Committee  on  Medical 

Aspects  of  Sports;  Radiology)  70 

Surgery  55 

Urology  (with  Ob.  & Gyn.)  50 

SESSION 

Archives  30 


Special  Activities.  There  were  a number  of  innova- 
tions in  our  scientific  program.  The  most  ambitious  one 
was  the  “Meet  the  Professor”  luncheons.  This  was  partly 
underwritten  by  the  State  Society  and  partly  by  Merck 
Sharp  & Dome,  and  the  Upjohn  Company.  It  ran  for  three 


days,  Monday  through  Wednesday,  with  an  attendance  of 
72,  85,  and  85  attendees.  This  was  an  informal  arrange- 
ment of  one  professor  at  a table,  an  expert  in  his  field,  and 
physicians  sitting  around  and  asking  questions  and  dis- 
cussing topics  in  a particular  area. 

Dialogue.  This  was  an  unstructured  program  of  ques- 
tions and  answers  sponsored  by  Pfizer  Pharmaceuticals. 
Three  specialists  on  the  program  lent  their  expertise  to 
problems  presented  by  the  audience.  The  attendance  was 
50. 

Committee  on  Alcoholism.  A symposium  and  panel 
discussion  on  Alcoholism  Treatment  was  attended  by  54 
physicians. 

PSRO  (Professional  Standards  Review  Organization) 
gave  a program  on  the  status  of  PSRO  in  New  York  State, 
attended  by  55. 

Trauma.  New  York  and  Brooklyn,  and  the  New  York 
State  Committees  on  Trauma  of  the  American  College  of 
Surgeons  presented  a panel  discussion  on  trauma,  attended 
by  237  physicians. 

Scientific  Exhibits.  Thomas  S.  Bumbalo,  M.D., 
Chairman , and  his  committee  chose  40  exhibits.  The 
Mobile  Intensive  Care  Unit  attracted  a large  audience.  A 
plaque  for  the  most  outstanding  exhibit  and  a check  for 
$150  were  presented  to  the  award-winning  physician  by 
Upjohn.  The  State  Society  awarded  three  certificates  in 
each  of  two  categories — clinical  research  and  scientific 
research.  The  chairman  thanks  the  members  of  his  com- 
mittee for  their  help  in  evaluating  and  selecting  the  ex- 
hibits. He  expresses  his  thanks  to  George  J.  Lawrence,  Jr., 
M.D.,  for  his  valuable  support,  and  to  Miss  Mollie  Pesikoff 
for  her  intelligent  assistance  in  organizing  and  arranging 
the  exhibits. 

Again,  as  in  the  past  few  years,  it  has  become  increasingly 
more  difficult  to  attract  scientific  exhibits  to  the  annual 
meeting.  Efforts  by  staff  and  members  of  the  committee 
to  attract  exhibits  have  not  been  too  fruitful.  Dr.  Law- 
rence and  Dr.  Bumbalo  have  personally  solicited  scientific 
exhibits  at  the  AMA  meeting,  Atlantic  City,  and  Phila- 
delphia. 

The  status  of  the  scientific  exhibit  section  of  the  annual 
meeting  warrants  close  monitoring  in  the  next  few  years. 
If  a sharp  drop  in  the  number  of  exhibits  is  experienced, 
the  committee  recommends  a meeting  with  the  top  officials 
of  the  society  to  explore  ways  and  means  to  increase  the 
number  of  scientific  exhibits. 

Nonetheless,  it  is  most  gratifying  to  note  that  while  the 
number  of  scientific  exhibits  is  decreasing,  the  quality  of 
those  approved  by  the  committee  was  of  eminently  high 
caliber. 

Scientific  Motion  Pictures.  The  New  York  State 
Department  of  Health  Motion  Picture  Library  was  again 
responsible  for  an  excellent  program.  Sixty-five  showings 
brought  a total  attendance  of  1,084  for  the  four  days.  The 
State  Society  is  most  grateful  to  the  New  York  State  De- 
partment of  Health  for  reviewing  and  arranging  the  pro- 
gram, and  for  sending  personnel  to  the  convention  to  man 
it. 

Technical  Exhibits.  Due  to  the  tight  money  condition, 
pharmaceutical  companies  have  curtailed  and  decreased 
many  of  their  exhibits.  Nevertheless,  Mrs.  Camille  M. 
Cunningham,  technical  exhibits  manager,  reports  that  66 
exhibit  booths  were  sold.  In  lieu  of  exhibiting,  several 
pharmaceutical  companies  have  donated  grants  to  the 
Society.  These  grants  were  used  for  furthering  the  edu- 
cational activities  at  our  meeting. 
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Specified  times  for  intermissions  at  the  scientific  sessions 
and  sections  created  heavier  traffic  in  the  exhibit  hall  and 
the  exhibitors  were  pleased  by  the  attendance. 

All  members  and  guests  of  the  Society  were  urged  to 
attend  and  visit  the  exhibits.  The  income  from  these  ex- 
hibits pay  for  a good  part  of  the  expenses  of  the  annual 
convention. 

Dinner  Dance.  There  was  no  dinner  dance.  Instead 
a reception  and  cocktail  party  was  held  for  the  House  of 
Delegates  and  guests. 

House  of  Delegates.  The  House  of  Delegates  met  on 
Sunday,  November  7 and  adjourned  on  Thursday,  No- 
vember 11.  Eighty-seven  resolutions  were  received  and 
acted  upon. 

1977  Convention.  The  Convention  Committee  met  and 
set  into  motion  plans  for  the  1977  Scientific  Program. 
Emphasis  has  been  put  on  recognizing  only  those  sections 
that  have  a New  York  State  parallel  specialty  society,  and 
have  been  approved  bv  the  State  Society  Council.  In  view 
of  this,  the  Section  on  Space  Medicine,  the  Section  on  Data 
Processing  in  Medicine,  and  the  Session  on  Archives  have 
been  dropped  from  the  1977  Convention.  Most  of  the 
specialty  societies  have  sponsored  joint  meetings  with  the 
appropriate  sections. 

Continuing  Medical  Education.  The  Scientific 
Program  Committee  of  the  State  Society  has  been  ac- 
credited by  the  American  Medical  Association  for  Con- 
tinuing Medical  Education.  Several  of  the  programs  for 
the  1977  Convention  have  been  planned  so  as  to  fulfill  the 
criteria  for  Category  1 in  the  AMA  Physician’s  Recognition 
Award  program.  There  will  be  scientific  meetings  avail- 
able each  day  that  will  meet  these  criteria.  This  will  afford 
our  members  the  opportunity  to  achieve  CME  credits  at 
their  own  State  Society  Convention. 

Several  of  our  Special  Activities,  i.e.,  Dialogue,  Trauma, 
PSRO,  and  other  programs  presented  by  Medical  Society 
committees  again  will  be  given  in  October  1977. 

The  Convention  Committee  chairman  expresses  his 
thanks  to  all  the  subcommittees  and  staff  engaged  in  the 
various  facets  of  convention  activities. 

Respectfully  submitted. 

Joseph  G.  Zimring.  M.D.,  Chairman 

DISTRICT  BRANCHES 

Third  and  Fourth  District  Branches 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Third  and  Fourth  District  Branches  of  the  Medical 
Society  of  the  State  of  New  York,  held  their  1976  combined 
meeting  at  the  MSSNY  House  of  Delegates.  Issues  before 
the  House  were  discussed  and  decisions  and  policies  of  the 
District  Branches  were  formulated  and  action  accordingly 
voiced  during  the  MSSNY  Annual  Meeting. 

Mutual  of  Omaha,  which  had  provided  disability  in- 
surance benefits  for  a number  of  Third  and  Fourth  District 
Branch  members,  cancelled  their  insurance  contract. 
Officials  of  the  insurance  company  refused  to  negotiate  and 
instead,  offered  individual  contracts  to  members  at  a 
substantial  increase  in  premiums.  Thomas  W.  Greenlees, 
president  of  the  Third  District  Branch  and  Richard  A. 
Hughes,  president  of  the  Fourth  District  Branch,  refused 
to  approve  the  new  agreement,  although  the  insurance 


carrier  attempted  to  give  the  impression  they  had  the  en- 
dorsement of  both  presidents. 

A combined  meeting  of  the  Third  and  Fourth  District 
Branches  is  currently  being  planned  for  September  15-18, 
1977,  to  be  held  at  the  Queen  Elizabeth  Hotel,  Montreal. 
Early  response  is  good  and  a successful  meeting  is  expected. 
Programs  and  activities  will  be  announced  in  June, 
1977. 

Elections  of  officers,  to  serve  for  two  years,  will  be  held 
at  the  Annual  Meeting. 

Respectfully  submitted, 

Richard  A.  Hughes,  M.D.,  President 
Fourth  District  Branch 
Thomas  W.  Greenlees,  M.D.,  FJresident 
Third  District  Branch 

Ninth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Annual  Meeting  of  the  Ninth  District  Branch  of  the 
Medical  Society  of  the  State  of  New  York  was  held  on 
November  8,  1976,  at  the  Americana  Hotel  in  New  York 
City.  Delegates  and  others  from  the  county  societies  were 
represented  with  the  exception  of  Rockland  County. 

Report  of  MSSNY  Nominating  Committee — Dr.  Ansel 
Marks  represented  the  Ninth  District  Branch  on  this 
committee,  and  it  was  his  feeling  that  the  list  of  nominees 
was  a rubber  stamp  on  the  part  of  the  State  Medical  Soci- 
ety. There  were  no  changes  made  in  the  selection  of 
nominees,  and  candidates  requested  by  counties  in  the 
Ninth  District  Branch  were  not  even  considered  by  the 
Nominating  Committee.  He  said  he  would  nominate 
Leonard  S.  Weiss  M.D.,  for  AMA  delegate  from  the  floor 
of  the  House.  He  suggested  the  Ninth  District  Branch 
submit  a resolution  next  year  asking  for  a revamping  of  the 
Nominating  Committee.  It  was  his  feeling  that  a curric- 
ulum vitae  should  be  obtained  on  all  nominees  and  a per- 
sonal interview  should  be  made  with  the  candidates  by  the 
Nominating  Committee.  It  was  explained  it  would  be 
difficult  to  interview  all  the  candidates  but  that  the 
suggestion  regarding  curriculum  vitae  could  be  imple- 
mented. 

Candidates  for  AMA  Delegates — The  list  of  candidates 
for  delegates  to  the  American  Medical  Association  for  two 
years  commencing  January  1,  1977,  was  distributed  to  the 
delegates. 

Assignment  to  Reference  Committees — Delegates  were 
assigned  to  the  various  reference  committees  so  that  all 
could  be  informed  of  important  issues  coming  up  on  the 
floor  of  the  House. 

It  was  noted  that  the  following  members  of  the  Ninth 
District  Branch  were  assigned  to  Reference  Committees: 
Reports  of  Officers,  William  P.  Clark.  M.D.,  Westchester; 
Scientific  Activities,  Publications,  and  Miscellaneous.  H. 
Sherman  Hirst.  M.D.,  Chairman,  Dutchess;  Public  Health, 
Boris  A.  Vanadzin,  M.D.,  Rockland;  Education,  Katharine 
L.  Friedmann,  M.D.,  Westchester;  Medical  Services,  James 
K.  Keeley,  M.D.,  Dutchess;  Leonard  S.  Weiss,  M.D., 
Chairman. 

Color-Coded  Resolutions — Delegates  were  reminded 
that  at  the  annual  meeting  of  the  Ninth  District  Branch 
on  March  10,  1975,  a recommendation  was  approved  that 
resolutions  prepared  by  the  State  Medical  Society  be 
color-coded  for  easier  reference  and  filing.  This  was  not 
done  for  the  annual  meeting  in  1976  and  it  was  suggested 
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that  we  write  to  the  Speaker  of  the  House  asking  for  his 
consideration  on  this  recommendation  for  the  1977  and 
future  meetings. 

Minutes — George  T.  C.  Way,  M.D.,  has  pointed  out  that 
last  year’s  minutes  of  the  Ninth  District  Branch  did  not 
reflect  accurately  his  remarks  concerning  “no  women  on 
the  Council  of  the  State  Medical  Society  and  Dr.  Way 
nominated  Katharine  L.  Friedmann,  M.D.,  as  a junior  of- 
ficer from  the  Ninth  District  Branch.”  He  said  there  was 
no  such  officer  classification  on  the  Council  and  he  did  not 
want  to  give  the  impression  that  there  were  two  represen- 
tatives from  the  Ninth  District  Branch  on  the  Council  of 
the  Medical  Society  of  the  State  of  New  Y ork.  The  min- 
utes of  the  Annual  Meeting  of  the  Ninth  District  Branch 
held  on  March  10,  1975,  were  approved  as  amended. 

Poll  of  Delegates — A poll  of  the  delegates  was  made  to 
be  certain  that  they  will  be  available  to  vote  on  Thursday 
morning.  It  was  noted  alternate  delegates  were  available 
to  substitute  for  regular  delegates  unable  to  be  present  for 
the  vote. 

Ninth  District  Branch  and  Health  Systems  Agency,  Area 
VI — The  Ninth  District  Branch  of  the  Medical  Society  of 
the  State  of  New  York  encompasses  five  counties,  namely, 
Westchester,  Putnam,  Dutchess,  Rockland,  and  Orange. 
Area  VI  Health  Systems  Agency  includes  seven  counties, 
Westchester,  Putnam,  Dutchess,  Rockland,  Orange,  Ulster, 
and  Sullivan.  In  order  to  effect  closer  ties  and  uniformity 
with  regional  health,  mental  health,  and  county  societies 
on  HSA  boundaries,  it  was  suggested  that  Ulster  and  Sul- 
livan counties  consider  being  included  in  the  Ninth  District 
Branch  of  the  Medical  Society  of  the  State  of  New  York. 
Consultation  with  the  Northern  Metropolitan  Hospital 
Association  revealed  their  hospital  area  also  encompasses 
the  seven  counties  as  does  the  regional  health  and  mental 
health  areas.  The  following  recommendations  were 
made: 

1 ) That  the  counties  of  Ulster  and  Sullivan  institute 
plans  to  implement  transfer  from  their  present  district 
branch  to  the  Ninth  District  Branch  of  the  Medical  So- 
ciety of  the  State  of  New  York.  This  would  clarify  the 
liaison  of  the  District  Branch  with  Regional  Health, 
Mental  Health,  HSA,  and  Hospital  Association  Regional 
Areas. 

2)  State  Society  officials  present  indicated  the 
presidents  of  the  county  societies  of  Ulster  and  Sullivan 
could  write  a letter  to  the  President  of  the  Medical  So- 
ciety of  the  State  of  New  York  requesting  transfer  to  the 
Ninth  District  Branch  of  MSSNY. 

3)  It  was  suggested  the  President  of  the  Ninth  Dis- 
trict Branch  write  to  the  county  society  presidents  asking 
them  to  consider  this  recommendation. 

The  officers  of  the  Ninth  District  Branch  serving  until 
October,  1977  are: 

President  James  K.  Keeley,  M.D.,  Dutchess 

First  Vice-President  Leonard  S.  Weiss,  M.D., 

Orange 

Second  Vice-President  . . . .Allison  B.  Landolt,  M.D., 

Westchester 

Secretary  John  Simmons,  M.D.,  Putnam 

Treasurer  Joel  E.  Mandel,  M.D.,  Rockland 

Respectfully  submitted, 

James  K.  Keeley,  M.D.,  President 


GENERAL  INSURANCE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  General  Insurance  is  composed  of  the 
following  members: 

Bernard  J.  Hartnett,  M.D.,  Chairman Cayuga 

Leonard  J.  Barron,  M.D Broome 

Renzo  S.  Basili,  M.D Kings 

Francis  X.  Dever,  M.D Warren 

John  G.  Hamilton,  M.D Monroe 

Jack  Lehman,  M.D Queens 

John  Alan  Ramsdell,  M.D Westchester 

Thomas  J.  Sheehy,  Jr.,  M.D Nassau 

Charles  J.  Tanner,  M.D Erie 

The  Committee  on  General  Insurance  is  pleased  to  re- 
port that  thus  far  a Group  Life,  Disability  Income,  Pro- 
fessional Overhead  Expense,  In-Hospital  Indemnity,  and 
an  Accidental  Death  and  Dismemberment  Insurance 
programs  have  been  implemented  successfully.  Ap- 
proximately 9,000  participants  have  been  enrolled  in  the 
various  programs  thus  far. 

With  the  cooperation  of  the  underwriting  company,  the 
Continental  Insurance  Group,  physician  members  applying 
for  supplemental  coverage,  where  identical  programs  al- 
ready exist,  will  be  notified  by  the  Continental  Insurance 
Group  of  the  supplementary  nature  of  the  State  pro- 
grams. 

The  General  Insurance  Committee  and  staff  have  spent 
much  time  researching  a suitable  pension  program  for  the 
membership  and  have  recommended  a plan  to  the  Council 
for  their  approval. 

Other  forms  of  insurance  for  the  personal  and  profes- 
sional needs  of  the  membership  are  being  studied  contin- 
uously. Among  these  are  major  medical  insurance  and  a 
Medicare  supplement.  Also,  such  casualty  lines  as  group 
auto  and  homeowners  insurance  are  being  reviewed  and 
studied.  However,  the  underwriting  market  for  casualty 
and  liability  insurance  is  extremely  limited  due  to  the  high 
loss  ratio  experienced  by  these  lines  throughout  the  in- 
surance industry. 

Your  chairman  would  like  to  thank  the  members  of  his 
committee  who  have  contributed  a considerable  amount 
of  their  time  and  energy  to  the  work  of  this  committee. 

Also,  I would  like  to  thank  Bernard  M.  Jackson,  C.L.U., 
and  his  secretary,  Mrs.  Sylvia  Frank,  for  their  staff  assis- 
tance. 

Respectfully  submitted, 

Bernard  J.  Hartnett,  M.D.,  Chairman 

MEMBERSHIP 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Membership  are  as 


follows: 

Kenneth  H.  Eckhert,  M.D.,  Chairman  Erie 

Duane  M.  Cady,  M.D Onondaga 

William  L.  Craver,  M.D Monroe 

Thomas  W.  Greenlees,  M.D Schoharie 

William  M.  Hewlett,  M.D Queens 

Martin  Markowitz,  M.D Kings 

Donald  A.  Richter,  M.D Franklin 

Patricia  G.  Squillace,  M.D Nassau 

Wayne  C.  Templer,  M.D Steuben 

Nicholas  P.  Teresi,  M.D Albany 

Robert  B.  Wallace,  M.D Oneida 

Richard  B.  Nolan,  M.D New  York 
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Your  Committe  on  Membership  has  held  three  meetings 
in  1977  to  date. 

At  the  first  meeting  on  January  26,  Dr.  Collins  advised 
the  committee  of  his  intense  interest  in  the  success  of  the 
mission  of  the  Committee  on  Membership.  He  described 
the  unsatisfactory  trend  in  MSSNY  and  AMA  member- 
ship. 

The  committee  decided  that  it  would  immediately  take 
two  actions;  first,  a Membership  Development  Program 
to  involve  both  the  county  medical  societies  and  MSSNY 
and,  second,  an  analysis  of  MSSNY  services,  benefits,  and 
organization  to  determine  if  changes  would  make  partici- 
pation in  organized  medicine  more  appealing  to  New  York 
physicians. 

Four  reasons  were  cited  for  the  urgent  need  to  increase 
membership  in  MSSNY  and  the  AMA:  the  increasing 
State,  County,  and  Federal  regulation  of  medicine,  the 
unhealthy  malpractice  situation,  continuing  medical  ed- 
ucation, and  tangible  (financial)  benefits  through  mem- 
bership. 

The  Membership  Development  Program,  it  was  agreed, 
would  consist  of  two  parts.  The  principle  effort  must  be 
by  the  county  medical  societies;  a person-to-person 
membership  solicitation  effort  organized  by  each  county 
society  and  executed  by  present  members.  Local  activity 
would  vary  according  to  the  abilities  and  needs  of  the 
various  county  societies. 

MSSNY,  it  was  agreed,  would  support  the  efforts  of  the 
county  medical  societies  by  promotion  of  membership 
through  the  mails.  It  was  agreed  that  there  should  be  six 
or  seven  mailings  during  an  intense  six-month  Membership 
Development  Program  which  would  commence  in  March 
and  continue  through  August. 

The  first  MSSNY  mailing,  in  March,  was  a HOTLINE 
letter  from  President  George  Collins  to  all  members  and 
nonmembers  in  New  York  State.  The  purpose  of  this 
letter  was  to  gain  the  attention  of  everyone,  to  encourage 
present  members  to  join  in  the  membership  recruitment 
effort  and  to  invite  nonmembers  to  apply  for  membership. 
The  second  mailing,  in  April,  was  a pamphlet  with  a mes- 
sage from  President-Elect  Carl  Goldmark  and  the  attes- 
tations of  12  key  members  from  various  parts  of  the  State. 
Subsequent  mailings  are  supportive  of  the  theme  outlined 
in  the  HOTLINE 

As  of  this  date  it  is  too  early  to  know  what  the  success  of 
the  county  medical  society  effort  will  be.  This  is  also  true 
of  the  MSSNY  mailing  efforts,  though  a good  response  to 
the  first  two  letters  has  been  received.  Successive  mailing 
by  MSSNY  will  include  a promotional  letter  from  the 
chairman  of  the  Committee  on  Membership,  a letter  from 
the  Executive  Vice  President  of  the  AMA,  a promotional 
flyer  to  interns  and  residents  from  Dr.  Ian  Jones,  Delegate 
to  the  AMA  Intern  and  Resident  Section,  and  a final 
windup  letter  from  Dr.  Collins  at  the  end  of  the  six-month 
campaign. 

During  February  Dr.  Collins  and  your  chairman  con- 
ducted five  regional  meetings  throughout  the  State  to 
which  presidents  and  executive  secretaries  of  all  county 
medical  societies  were  invited.  The  purpose  of  these 
meetings  was  to  announce  the  Membership  Development 
Program  and  to  gain  the  active  participation  of  all  county 
medical  societies.  The  meetings  were  fairly  well  attended 
bv  county  society  representatives  who  pledged  their  sup- 
port and  were  in  turn  offered  assistance  with  their  pro- 
grams from  MSSNY  including  financial  assistance  for 
promotional  mailings. 


It  was  announced  at  these  meetings  that  membership 
effort  would  not  be  confined  to  the  six-month  Membership 
Development  Program  but  would  continue  as  an  important 
part  of  MSSNY  activity  in  the  future. 

Your  committee  is  studying  several  suggestions  for 
change  which  might  encourage  physicians,  particularly 
young  physicians,  to  join  organized  medicine.  Investiga- 
tion of  a package  of  benefits  to  be  made  available  to  interns 
and  residents  is  under  way. 

Several  recommendations  for  bylaw  changes  have  been 
submitted  to  the  Council.  On  April  28  the  Council  ap- 
proved the  committee’s  recommendation  that  a Section 
on  Interns  and  Residents  be  established  to  provide  official 
representation  for  these  young  physicians.  Also  recom- 
mended to  the  Council  was:  a reduction  in  MSSNY  dues 
for  interns  and  residents;  that  MSSNY  should  advance  the 
training  of  State  and  county  medical  society  representa- 
tives in  the  art  of  negotiating;  that  life  members  be  re- 
quested to  voluntarily  remit  all  or  a part  of  the  annual 
MSSNY  dues;  that  life  membership  be  made  more  re- 
strictive so  that  physicians  who  continue  in  practice  would 
continue  to  pay  all  or  part  of  MSSNY  dues  depending  upon 
their  degree  of  activity,  their  age,  and  their  health.  The 
committee  recommended  that  a study  should  be  made  of 
an  optional  system  of  quarterly  payment  of  dues.  In  order 
to  facilitate  this  procedure  and  eliminate  some  of  the 
problems  which  now  exist  with  dues  collections  by  the 
county  medical  societies,  the  committee  proposed  to  the 
Council  that  the  State  Society  collect  MSSNY  and  AMA 
dues  directly  from  the  member  and  also  to  collect  the  dues 
of  any  county  medical  society  which  requests  MSSNY  do 
so.  The  suggestion  provides  that  any  county  society  may 
collect  its  own  dues.  Your  committee  will  continue  its 
study  of  MSSNY  services  and  will  present  additional  rec- 
ommendations for  changes  and  new  services  from  time  to 
time. 

Presently  the  Membership  Development  Program  is  in 
the  very  middle  of  its  course  and  it  is  apparent  that  a sup- 
plementary report  to  the  House  will  be  necessary. 
Respectfully  submitted, 

Kenneth  H.  Eckhert,  M.D.,  Chairman 

MEMBERSHIP  BENEFITS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Membership  Benefits  is  composed 


of  the  following  members: 

J.  Conrad  Greenwald,  M.D.,  Chairman  Nassau 

Vincent  Geraci,  M.D Kings 

John  G.  Hamilton,  M.D Monroe 

Karl  Neumann,  M.D Queens 

Francis  Z.  Reinus,  M.D New  York 


The  Committee  on  Membership  Benefits  reports  with 
regret  the  untimely  death,  in  November  1976,  of  Edward 
T.  Mulligan,  M.D.  He  had  served  faithfully  as  chairman 
and  he  had  earned  the  respect  of  all  the  members. 

The  Committee  on  Membership  Benefits  is  constantly 
exploring  all  areas  and  means  to  provide  the  membership 
with  meaningful  programs  befitting  the  image  of  the 
Medical  Society  of  the  State  of  New  York.  Our  aim  is  to 
obtain  quality  goods  and  services  at  specially  negotiated 
prices  and  fees. 

The  past  year  the  following  new  membership  benefits 
were  approved  by  the  Council: 

. . . Thrifty  Rent-A-Ca1-  with  special  discounts  and 
service  to  our  members; 


August  1977/New  York  State  Journal  of  Medicine  1657 


. . . DeLuxe  Group  Travel  programs  were  estab- 
lished; 

. . . Datamedic  Corporation  established  a unique 
computer  billing  service  at  special  prices  for  our  mem- 
bers; 

. . . Grolier  Interstate,  Inc.,  publishers  of  the  Ency- 
clopedia Americana,  the  New  Book  of  Knowledge,  and 
other  educational  material,  offered  our  membership 
specially  negotiated  prices; 

. . . Histacount  Corporation  offered  our  membership 
a “product  of  the  month”  at  special  discounts. 

A supplement  on  membership  benefits  in  the  News  of 
New  York  has  prompted  over  4,500  physicians  to  respond 
for  more  information  on  the  various  benefits  available. 

The  committee  will  continue  to  develop  the  theme 
“Membership  Pays;  It  Does  Not  Cost.”  This  philosophy 
will  make  it  economically  better  than  ever  for  a physician 
to  belong  to  the  Society.  In  addition,  these  programs 
should  be  an  aid  in  recruiting  new  members. 

Your  chairman  would  like  to  thank  the  members  of  the 
committee  for  the  time  and  energy  they  devoted  to  the 
committee.  ' 

In  addition,  I would  like  to  thank  Bernard  M.  Jackson, 
C.L.U.,  and  his  secretary,  Mrs.  Sylvia  Frank,  for  their  staff 
assistance. 


Respectfully  submitted, 

J.  Conrad  Greenwald,  M.D.,  Chairman 


PUBLIC  & PROFESSIONAL  RELATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Public  and  Professional  Relations 


Committee  are: 

Richard  B.  Nolan,  M.D.,  Chairman New  York 

George  W.  Benninger,  M.D Orange 

Leonard  S.  Brahen,  M.D Nassau 

William  P.  Clark,  M.D Westchester 

Robert  E.  Good,  M.D Chemung 

Edward  C.  Hughes,  Jr.,  M.D Syracuse 

David  B.  McDowell,  M.D Clinton 

Jack  D.  O’Neil,  M.D Steuben 

Frederick  Gould  Peckham,  M.D Jefferson 

William  C.  Stein,  M.D Niagara 


During  the  year  of  1976  and  through  May  1977,  the 
Public  and  Professional  Relations  Committee  held  nine 
meetings  to  discuss,  map  out,  and  recommend  projects  and 
programs,  and  to  cooperate  with  and  serve  the  needs  of 
various  divisions  and  committees  of  the  Medical  Society 
of  the  State  of  New  Y ork.  Of  special  significance  has  been 
the  combined  efforts  of  this  committee  and  the  Committee 
on  Membership  in  the  retention  and  increasing  of  mem- 
bership in  MSSNY. 

Following  the  success  of  the  “Establishing  Yourself  In 
Medical  Practice”  workshop,  held  in  June,  1976,  the  Board 
of  Trustees  approved  funding  for  three  workshops  for  1977. 
The  workshops,  held  in  New  York  City,  Albany,  and 
Rochester,  were  very  successful.  A part  of  each  workshop 
is  devoted  to  explaining  the  benefits  and  services  of 
MSSNY,  the  county  medical  society  and  the  American 
Medical  Association  to  the  physicians  attending.  More 
than  50%  of  the  new  doctors  attending  the  1976  workshop 
have  already  become  MSSNY  members.  Your  committee 
believes  this  service  to  young,  potential  members  should 
be  a major  program  of  the  future. 


The  series  of  public  service  health  education  radio  spots 
continued  on  32  stations  in  New  York  State.  Our  invest- 
ment of  $8,000  for  production  and  distribution  of  the  spots 
has  been  returned  more  than  seven-fold.  To  date,  the 
value  of  the  air  time  is  worth  more  than  $60,000.  The 
theme  of  each  of  the  public  service  messages  is  “how  people 
can  maintain  their  health  and  reduce  medical  expenses 
through  proper  use  of  health  care  services.” 

During  the  year,  the  committee  received  approval  from 
the  Council  to  send  special  condensations  of  the  New  York 
State  Journal  of  Medicine  to  selected  members  of  the  news 
media.  The  condensations  included  the  table  of  contents, 
editorial  pages,  selected  special  articles,  and  a preview  of 
articles  in  the  following  issue.  Members  of  the  news  media 
indicated  their  appreciation  for  this  service  because  it  saves 
them  considerable  time  in  reviewing  a complex  publication 
such  as  the  Journal.  Numerous  articles  were  written  based 
on  material  from  the  Journal. 

During  1975,  staff  developed  and  arranged  for  the  taping 
and  placing  of  several  health  education  television  spots  on 
WNBC-TV.  These  spots  were  aired  during  1975,  1976 
and,  again,  in  1977.  There  was  no  cost  to  MSSNY  and  the 
value  of  the  public  service  time  is  now  more  than 
$80,000. 

The  committee,  in  cooperation  with  staff,  is  preparing 
a survey  to  help  determine  what  the  membership  would 
like  the  Society  to  be  doing  for  them  and  what  services  they 
want  and  need.  The  results  will  help  in  developing  a 
meaningful  professional  relations  program.  Part  of  the 
survey  results  should  be  of  benefit  to  the  Committee  on 
Membership. 

The  committee  is  compiling  a list  of  subjects  suitable  for 
county  medical  society  meetings.  This  will  be  circulated 
with  a list  of  speakers  on  the  various  subjects. 

During  the  year,  the  committee  began  a cooperative  ef- 
fort with  the  Pharmaceutical  Society  of  the  State  of  New 
York  to  revise  “The  Code  of  Understanding”  pamphlet. 
The  new  version  will  be  in  print  in  mid-year. 

A “Physician  on  Call”  sign  for  automobile  visors  was 
produced  for  distribution  of  physicians  visiting  the 
MSSNY  exhibit  in  Albert  Hall  during  the  1976  convention. 
At  the  exhibit  and  on  written  request,  visor  signs  were 
distributed  to  over  2500  member  physicians. 

Respectfully  submitted, 

Richard  B.  Nolan,  M.D.,  Chairman 


RESEARCH  AND  PLANNING 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Research  and  Plan- 


ning are  as  follows: 

Paul  M.  DeLuca,  M.D.,  Chairman  Broome 

William  M.  Hewlett,  M.D Queens 

Henry  B.  Marshall,  M.D Chemung 

Charles  Weller,  M.D Westchester 

George  T.  C.  Way,  M.D Dutchess 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Walter  Scott  Walls,  M.D Erie 

G.  Rehmi  Denton,  M.D.,  Advisor  Albany 

Lynn  Callin,  M.D. , Advisor  Monroe 


The  Committee  on  Research  and  Planning  held  meet- 
ings in  March,  June,  and  August  of  1976,  and  March  of 
1977. 
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The  functions  of  the  Research  and  Planning  Committee, 
as  defined  by  Paul  M.  DeLuca,  M.D.,  Chairman,  are 
fourfold:  “It  is  essentially  a division  which  reflects  upon 
itself  and  all  internal  functions  of  the  Medical  Society  of 
the  State  of  New  York’s  division  in  relation  to  each  other; 
secondly,  it  examines  the  relationship  of  the  Medical  So- 
ciety of  the  State  of  New  York  in  the  context  of  the  social, 
economic,  and  scientific  trends  of  the  times;  the  third  facet 
is  that  this  division  is  designed  to  produce  necessary  plans 
to  effect  the  changes  needed  to  accomplish  the  goals  indi- 
cated by  our  research  and  lastly,  the  initiation  of  innovative 
ideas  to  improve  the  Medical  Society’s  service  to  its 
membership  and  to  the  community.”  The  committee  has 
followed  these  guidelines  since  its  inception  and  the  fol- 
lowing projects  are  the  outcome  of  the  assignments  and 
projects  undertaken  by  the  committee  in  the  past  year. 

1.  Computerization:  The  administration  approved 
the  rental  of  an  inhouse  computer  system  within  the  past 
year  and  it  began  services  in  February.  Since  that  time  it 
has  been  heavily  utilized  and  is  continuing  to  expand  its 
services.  These  services  have  involved  internal  record 
keeping  systems  as  well  as  aiding  county  societies  and 
health  related  organizations.  The  systems  perfected  have 
been  able  to  effectively  maintain  current  member  lists  and 
accurate  dues  payment.  The  requests  from  counties  for 
rosters  designating  such  things  as  members,  nonmembers, 
hospital  affiliations,  age,  specialty,  etc.,  are  consistent  and 
all  requests  have  been  complied  with  except  for  commercial 
requests  which  the  committee  has  at  this  time  decided 
against  fulfilling.  New  methods  are  being  designed  for 
increased  computer  techniques  and  systems  which  would 
be  advantageous  to  the  Society.  As  a backup  for  this 
computerization,  the  staff  is  being  trained  and  educated 
as  many  job  functions  will  be  interrelated  with  computer 
methods.  The  division  has  worked  under  the  direction  of 
the  committee  with  other  departments,  divisions,  counties, 
and  related  health  programs  to  supply  invaluable  and  ac- 
curate information  quickly. 

2.  Continuing  Medical  Education:  The  committee 
has  been  working  closely  with  the  Division  of  Scientific 
Activities  in  the  area  of  continuing  medical  education.  We 
are  examining  the  procedural  methods  needed  to  begin  a 
register  and  continue  documentation  for  physicians.  With 
an  effort  from  both  divisions,  a liaison  with  the  offering 
institutions  is  being  developed.  We  will  be  able  to  main- 
tain attendance  records  of  physicians  and  also  be  able  to 


provide  information  and  keep  on  file  the  courses,  and  de- 
tails for  each. 

3.  Health  Education:  An  extensive  paper  is  being 
developed  at  the  request  of  the  Council,  originating  with 
the  Cancer  Committee.  It  is  a charge  to  research  health 
education  resources  Statewide.  This  will  involve  a look 
at  the  existing  laws  governing  educational  and  licensing 
requirements,  collection  of  health  education  resource 
materials,  and  available  private  and  public  services  on  all 
levels  of  preventive  and  educational  treatment.  There  will 
be  recommendations  coming  out  of  the  committee  with 
regard  to  the  improvement  of  health  education  resources 
to  further  advance  the  health  care  delivery  system. 

4.  Medical  Manpower  Distribution:  The  com- 

mittee has  been  requested  by  the  Rural  Health  Medicine 
Planning  Committee  to  begin  researching  and  updating 
the  problems  of  medical  distribution  in  rural  areas.  Sta- 
tistics will  be  formulated  and  recommendations  made  to 
devise  ways  to  correct  the  existing  shortages. 

5.  Medical-Media  Package:  The  Committee  on 
Research  and  Planning  has  initiated  a medical-media 
package  to  serve  as  a guideline  for  the  future  media  pro- 
grams and  public  relations  campaigns.  This  is  a look  at 
the  various  methods  available  to  better  communicate  with 
those  media  channels  that  would  be  influential  and  positive 
with  regard  to  the  membership.  The  paper  deals  with 
several  views  and  recommendations  for  implementation. 
The  committee  is  awaiting  administrative  direction. 

6.  Office  of  Ombudsman:  The  committee  looked 
into  the  notion  of  setting  up  an  office  that  would  act  as 
ombudsman.  This  was  to  be  explored  with  the  Member- 
ship Committee  and  staff  assignments  would  be  deter- 
mined by  the  administration.  The  ombudsman  would  act 
as  a clearinghouse  routing  inquiries,  following  up  problems, 
and  disseminating  and  receiving  information. 

7.  Resource  Council:  The  committee  has  had  a 
continuing  interest  in  the  creation  of  a resource  council. 
This  council  would  provide  a readily  accessible  pool  of 
medical  experts  to  disseminate  information.  These  re- 
source people  would  provide  a comprehensive  and  cohesive 
unit  representing  the  policies,  opinions,  and  medical  ex- 
pertise of  the  Medical  Society  of  the  State  of  New  York. 
This  would  become  a core  group  with  rotating  voluntary 
participation. 

Respectfully  submitted, 

Paul  M.  DeLuca,  M.D.,  Chairman 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
HOUSE  OF  DELEGATES 

October  2 through  6, 1977 
Instructions  from  1976  House 


Resume  of  instructions  from  the  1976  House  of  Delegates 
and  actions  thereon  by  the  Council,  Board  of  Trustees, 
and  Officers  as  reported  by  May  1977  * 

AM  A — Meetings  of  the  New  York  Delegation  (page 
557).  The  House  adopted  the  portion  of  the  report  of  the 
Reference  Committee  on  Reports  of  Officers  under  the 
heading  New  York  Delegation  to  the  American  Medical 
Association.  The  reference  committee  suggested  that  our 
delegates  meet  on  a regular  basis  throughout  the  year  to 
acquaint  themselves  with  medical  problems  of  national 
importance. 

On  April  27, 1977  the  New  York  Delegation  to  the  AMA 
met  at  the  Society’s  headquarters  to  discuss  and  review 
resolutions  passed  by  the  Council  for  transmittal  to  the 
AMA. 

AMA— Report  on  Actions  of  New  York  Delegation 

(pages  628  and  629).  The  House  adopted  the  recommen- 
dation of  the  Reference  Committee  on  Medical  Services 
that  the  MSSNY  staff  establish  methodology  to  ensure 
that  the  action  of  its  delegates  to  the  AMA  are  transmitted 
expeditiously  to  the  division  directors  so  that  this  infor- 
mation can  be  disseminated  to  our  members  as  soon  as 
possible. 

Highlights  of  action  by  the  AMA’s  House  of  Delegates 
at  the  Clinical  Convention  in  Philadelphia,  December  4-8, 
1976  on  resolutions  introduced  by  the  New  York  Delega- 
tion to  the  AMA  were  reported  in  the  News  of  New  York 
on  December  15,  1976. 

The  following  resolutions  were  forwarded  to  the  AMA 
as  requested  by  the  House: 

Resolution  76-6,  substitute  resolution  for  resolutions 
76-16  and  76-30,  resolution  76-17,  76-20,  76-21,  76-55, 
and  76-66. 

Autopsy  Requirements  for  Accreditation  (pages  688 
and  689).  The  House  of  Delegates  adopted,  as  amended 
by  the  House,  resolution  76-18,  “Restitution  of  Autopsy 
Requirements  for  Accreditation  of  Hospitals  for  Internship 
and  for  Specialty  Training  Programs.”  The  resolved 
portions  follow. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  in  its  concern  for  continuing  monitoring  and 
control  of  the  quality  of  patient  care,  and  to  assure  ad- 
equate teaching  and  training  and  continuing  medical 
education  in  our  hospitals,  petition  the  Joint  Commis- 
sion for  Accreditation  of  Hospitals  to  consider  the  total 
number  and  percent  of  autopsies  as  a pertinent  factor 
in  accreditation  and  the  revocation  of  the  abolition  of  the 
requirement  of  a minimum  total  number  and  a mini- 
mum percentage  of  autopsies;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  send  copies  of  this  resolution  to  the  Joint 

' Pages  referred  to  are  from  the  Minutes  of  the  1976  Annual 
Meeting  of  the  House  of  Delegates,  as  published  in  the  New  York 
te  Journal  of  Medicine  for  March  1977.  vol.  77,  no.  4,  pages  465 

to  704. 


Commission  for  Accreditation  of  Hospitals  and  to  each 
of  its  constituent  participating  agencies  (American 
Medical  Association,  American  Hospital  Association, 
American  College  of  Surgeons,  American  College  of 
Physicians),  and  to  the  Association  of  American  Medical 
Colleges,  the  American  Public  Health  Association,  and 
other  organizations  interested  in  undergraduate,  grad- 
uate, and  continuing  medical  education. 

On  November  22, 1976  copies  of  this  resolution  were  sent 
to  the  Joint  Commission  for  Accreditation  of  Hospitals,  the 
American  Medical  Association,  the  American  Hospital 
Association,  the  American  College  of  Surgeons,  the 
American  College  of  Physicians,  the  Association  of 
American  Medical  Colleges  and  the  American  Public 
Health  Association,  with  a memorandum  stating:  “Your 
cooperation  in  carrying  out  the  mandate  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of  New  York 
will  be  appreciated.” 

A letter  of  acknowledgment  was  received  in  December, 
1976  from  the  Director  of  the  American  College  of  Sur- 
geons, stating:  “I  have  transmitted  this  information  to  our 
Commissioners  on  the  Joint  Commission  for  Accreditation 
of  Hospitals,  and  they  will  be  prepared  to  discuss  this  at 
the  next  meeting  of  the  Commission.” 

The  President  of  the  Association  of  American  Colleges 
responded  on  December  1, 1976,  stating:  “The  Association 
of  American  Colleges  will  ask  that  the  resolution  be  con- 
sidered by  the  Liaison  Committee  on  Graduate  Medical 
Education  in  the  near  future.” 

George  Wm.  Graham,  M.D.,  Deputy  Director,  Joint 
Commission  on  Accreditation  of  Hospitals,  responded  to 
resolution  76-18  on  April  13,  1977  and  stated:  “Inasmuch 
as  you  have  forwarded  your  materials  to  the  American 
College  of  Surgeons  and  the  other  corporate  members  of 
the  Joint  Commission  on  Accreditation  of  Hospitals,  we 
will  look  to  the  matter  being  discussed  at  a forthcoming 
Board  of  Commissioners  meeting.  I shall  keep  in  touch 
with  you  as  things  develop.” 

Blood  Supplies — Provisions  (pages  640  and  641).  The 
House  adopted  resolution  76-21,  “Cooperation  in  Providing 
Adequate  Blood  Supplies,”  the  resolved  portions  of  which 
follow: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  American  Blood  Commission  to  take 
immediate  steps  to  insure  the  continued  cooperation  of 
the  American  Red  Cross  and  the  Greater  New  York 
Blood  Program  and  the  Clearinghouse  of  the  American 
Association  of  Blood  Banks;  and  be  it  further 

Resolved,  That  the  credit  system  for  recruitment  of 
blood  be  continued  and  supported  at  least  until  the 
needs  for  blood  of  the  community  are  fully  met;  and  be 
it  further 

Resolved,  That  the  American  Red  Cross  and  the 
American  Association  of  Blood  Banks  make  no  changes 
in  their  well-functioning  reciprocity  arrangements  until 
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an  adequate  supply  of  blood  and  blood  components  from 
indigenous  sources  becomes  available  from  within  the 
community;  and  be  it  further 

Resolved,  That  the  New  York  Delegation  to  the 
American  Medical  Association  introduce  this  resolution 
at  its  clinical  meeting  in  December,  1976  so  that  the 
AMA  representatives  to  the  American  Blood  Commis- 
sion can  convey  these  views  to  the  Board  of  Directors  of 
the  American  Blood  Commission. 

The  New  York  Delegation  to  the  American  Medical 
Association  introduced  a resolution  to  this  effect — reso- 
lution 75(C-76)  to  the  House  of  Delegates  of  the  AMA  at 
its  meeting  in  December  1976.  The  following  was  adopted 
by  the  AMA  House  of  Delegates  in  lieu  of  resolution 
75(C-76): 

Resolved,  That  the  American  Medical  Association 
declares  that  the  withdrawal  of  the  American  National 
Red  Cross  from  the  National  Blood  Clearinghouse 
Program  is  unfortunate  and  not  in  the  public  interest; 
and  be  it  further 

Resolved,  That  the  American  Medical  Association 
support  the  concept  of  a non-replacement  or  deposit  fee 
as  an  effective  incentive  for  blood  replacement,  and  as 
a method  of  financial  savings  for  patients  when  blood  is 
replaced  by  relatives  or  friends;  and  be  it  further 
Resolved,  That  the  American  Medical  Association 
call  on  the  American  Blood  Commission  and  its  organi- 
zational members,  including  the  American  Medical 
Association,  to  urge  the  leaders  of  the  American  National 
Red  Cross  to  reconsider  and  support  the  National  Blood 
Clearinghouse  Program. 

Bylaws,  Amendments  Proposed  (pages  697, 698,  699 
and  700).  Resolutions  76-1,  76-2,  76-3,  76-4,  76-5,  76-7, 
76-51,  76-56,  and  76-81  are  under  consideration  by  the 
House  Committee  on  Bylaws. 

Bylaws,  Amendments  Adopted  (pages  485,  486,  488. 
489,  491, 492, 493, 494, 495,  496, 497,  and  498).  The  House 
adopted  as  amended  by  the  House  Committee  on  Bylaws 
resolution  75-1,  “Submission  of  Resolutions,”  amending 
the  Bylaws  by  the  insertion  of  a new  paragraph  following 
paragraph  three  of  Article  III,  Section  3. 

The  House  amended  and  adopted  resolution  75-8, 
“Determination  of  Number  of  County  Medical  Society 
Delegates  to  House  of  Delegates  of  Medical  Society  of  the 
State  of  New  York,”  amending  Article  III,  Section  I (b)  of 
the  Bylaws. 

The  House  adopted  resolution  75-123,  “Vice-President 
as  Member  of  Medical  Society  of  the  State  of  New  York 
Executive  Committee,”  amending  Article  IV,  Section  4 of 
the  Bylaws. 

The  House  adopted,  as  amended  by  the  House  Com- 
mittee on  Bylaws,  resolution  75-3,  “Designation  of  Junior 
Members  to  Affiliate  Members,”  amending  Articles  II, 
XIV,  XV,  XVIII  of  the  Bylaws. 

The  House  voted  to  adopt,  as  amended  by  the  House 
Committee  on  Bylaws  and  the  House,  resolution  75-95, 
“Expenditure  of  Funds  by  the  Medical  Society  of  the  State 
of  New  York,”  amending  Article  VI,  Section  2 of  the  By- 
laws. 

The  House  voted  to  adopt,  as  amended  by  the  House 
Committee  on  Bylaws  and  the  House,  resolution  75-96, 
“Appointments,  Reappointments,  Expenditures  of  Funds 
and  Contracts  to  be  Approved  by  the  Council,”  amending 
Article  IV,  Section  2,  paragraph  7 of  the  Bylaws. 

The  House  voted  to  adopt,  as  amended  by  the  House 
Committee  on  Bylaws  and  the  House,  resolution  75-62, 


“Specialty  Society  Representation  in  the  Sections,” 
amending  Article  XII,  Section  1,  paragraphs  1 and  2 of  the 
Bylaws. 

Resolution  73-30,  “Continuing  Education”  was  adopted 
by  the  House  of  Delegates  in  1973  and  referred  to  the 
House  Committee  on  Bylaws.  The  committee  amended 
this  resolution.  The  House  voted  to  adopt  resolution  73-30 
as  amended  by  the  House  Committee  on  Bylaws,  amending 
Article  II,  Section  3 of  the  Bylaws.  ( See  Annual  Report 
of  the  Committee  on  Continuing  Education,  page  1608.) 

Resolution  74-1  (Hughes  Report)  Recommendations  II, 
III,  IV,  and  XI  were  adopted  in  1975.  Recommendation 
X was  adopted  in  1976. 

Resolution  75-63,  “Councilor  Assignment  to  County 
Societies”  was  considered  in  conjunction  with  Recom- 
mendation X of  resolution  74-1  (Hughes  Report)  by  the 
House  Committee  on  Bylaws.  The  House  voted  to  adopt 
resolution  75-63.  The  resolved  portion  of  the  resolution 
reads  as  follows; 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  IV,  Section  1,  a new  paragraph  shall  be  inserted 
following  paragraph  5 therein  to  read  as  follows: 

Councilors  shall  be  assigned  to  specific  county  so- 
cieties as  liaison  for  the  Council  in  accordance  with  the 
provisions  of  Article  V,  Section  2.  Councilors  shall 
be  required  to  disseminate  information  of  Council 
activity  as  well  as  returning  information  to  the 
Council,  and  shall  report  regularly  to  the  Council  on 
their  activity. 

Article  IV,  Section  2,  a new  paragraph  shall  be  inserted 
following  paragraph  7 therein  to  read  as  follows: 

The  Council  shall,  by  written  notice,  inform  the 
component  county  medical  societies  of  the  specific 
Councilor  assigned  to  it  as  liaison  with  the  Council. 
Article  V,  Section  2,  a new  paragraph  shall  be  inserted 
following  paragraph  7 under  “President”  to  read  as  fol- 
lows: 

He  shall  assign  Councilors  as  liaison  between  the 
Council  and  specific  county  medical  societies  for  the 
purpose  of  the  dissemination  of  information  to  such 
societies. 

In  accordance  with  the  change  in  Bylaws,  President 
Collins  on  December  6,  1976,  sent  a memorandum  to 
members  of  the  Council,  Trustees,  and  presidents  of  the 
county  medical  societies,  assigning  councilors  as  liaison 
between  the  Council  and  specific  county  medical  so- 
cieties. 

All  of  these  amendments  have  been  incorporated  in  the 

1976  Bylaws,  published  on  pages  825  to  842  of  the  April 

1977  issue  of  the  New  York  State  Journal  of  Medicine. 

Chapter  76  of  the  Laws  of  New  York  (page  636).  The 
House  voted  to  adopt  resolution  76-64,  “Opposition  of 
Chapter  76  of  the  Laws  of  New  York — 1976,”  which  calls 
on  the  Society  to  oppose  the  implementation  of  Chapter 
76  of  the  Laws  of  New  York — 1976. 

On  December  1, 1976,  a copy  of  the  resolution  was  sent 
to  the  Committee  on  State  Legislation  asking  for  cooper- 
ation in  carrying  out  the  mandate  of  the  House  of  Dele- 
gates. 

In  its  report  to  the  Council  on  January  27,  1977,  the 
Committee  on  State  Legislation  stated  that  it  believes  that 
the  legal  action  instituted  by  MSSNY  satisfies  the  intent 
of  resolution  76-64. 
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A preliminary  injunction  to  stay  implementation  of  the 
State  Health  Department  regulations  (Article  76  of  Laws 
of  1976)  was  granted  on  January  18,  1977. 

Presently  pending  is  the  decision  by  the  U.S.  Circuit 
Court  of  Appeals  on  the  appeal  of  the  State  Health  De- 
partment to  vacate  the  preliminary  injunction  and  dismiss 
the  Society’s  law  suit  challenging  Chapter  76  of  the  Laws 
of  1976. 

Data  Processing  in  Medicine  (page  690).  The  House 
voted  to  approve  and  refer  to  the  Council  for  implemen- 
tation resolution  76-57,  “Resolution  Re  Implementation 
of  Program  of  Accreditation  of  Data  Centers  Handling 
Confidential  Clinical  Data,”  which  calls  on  the  Society  to 
implement  the  program  of  accreditation  of  data  centers 
handling  confidential  clinical  data,  with  a budgeted  item 
up  to  but  not  to  exceed  $2,500. 

The  Council,  at  its  meeting  on  December  16,  1976,  re- 
ferred the  resolution  to  the  Committee  on  Data  Processing 
in  Medicine  for  comment. 

In  its  report  to  the  Council  on  February  24,  1977,  the 
Committee  on  Data  Processing  in  Medicine  referred  the 
following  items  to  the  Council  for  approval: 

1.  The  committee  recommends  to  the  Council  that 
the  Medical  Society  take  the  lead  in  organizing  a 
Statewide  body  whose  function  is  to  accredit  data  cen- 
ters in  New  York  State  that  handle  confidential  clinical 
data. 

2.  That  the  committee  be  authorized  to  contact  the 
following  organizations  in  regard  to  establishing  such  an 
accrediting  body: 

a.  Joint  Task  Group  (on  confidentiality  of  com- 
puterized medical  records. 

b.  Hospital  Association  of  New  York  State 

c.  New  York  State  Nurses  Association 

d.  Health  Insurance  Association  of  America 

e.  PSRO  (New  York  Statewide  Review  Coun- 
cil) 

f.  Medical  Records  Association 

g.  New  York  State  Health  Systems  Agency 

h.  New  York  State  Dental  Association 

i.  New  York  State  Osteopathic  Association 

j.  The  Medical  Society  of  the  State  of  New 
York 

3.  That  $2,500  be  appropriated  to  the  committee  to 
initiate  the  above  activities. 

The  Council  amended  the  report  to  indicate  that  the 
organizations  in  the  accrediting  body  should  include  all  of 
the  above,  but  should  not  be  limited  only  to  these  organi- 
zations. This  was  approved  as  amended  and  referred  to 
the  Board  of  Trustees. 

The  Board,  at  its  meeting  on  March  24, 1977,  approved 
an  appropriation  of  up  to  $2,500  to  initiate  the  above  ac- 
tivities. 

The  annual  report  of  the  Committee  on  Data  Processing 
in  Medicine  states  that  the  committee  will  convene  the 
several  organizations  at  a meeting  at  the  Medical  Society 
Headquarters  on  May  23,  1977.  The  committee  reviewed 
the  suggestions  that  its  scope  of  activities  expand  to  include 
all  aspects  of  management  of  medical  information  systems, 
whether  or  not  computers  are  involved. 

Drugs — Anorexogenic  (pages  591  and  592).  The 
Reference  Committee  on  Public  Health  amended  the  last 
entence  of  the  first  paragraph  of  the  annual  report  of  the 
Committee  on  Metabolic  Diseases  to  read  as  follows: 

“As  for  the  use  of  anorexogenic  drugs,  we  feel  they 
have  little  place  in  the  management  of  obesity  and 
nggest  that  the  Medical  Society  of  the  State  of  New 


York  establish  a position  cautioning  against  their  long 
term  use.” 

The  House  adopted  this  portion  of  the  reference  com- 
mittee report  as  amended. 

On  December  1, 1976,  a letter  was  sent  to  the  chairman 
of  the  Committee  on  Metabolic  Diseases,  informing  him 
of  the  action  of  the  House. 

Elective  Surgery  (pages  675  and  676).  The  Reference 
Committee  on  Governmental  Affairs  and  Legal  Matters 
amended  resolution  76-65,  “Guidelines  for  Second  Opinion 
in  Elective  Surgery.”  The  House  referred  to  the  Council 
the  amended  resolution.  As  amended  the  resolved  portion 
of  the  resolution  reads: 

Resolved,  That  the  following  guidelines  be  institut- 
ed: 

a.  The  program  must  be  completely  voluntary — a 
voluntary  right  of  the  patient. 

b.  It  must  include  the  written  opinion  of  the  first 
surgeon. 

c.  Patient  must  have  right  to  consultation  even 
if  the  first  physician  advised  against  surgery. 

d.  Patient  must  have  free  choice  of  any  physician 
qualified  in  the  specialty  under  consideration. 

and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be  trans- 
mitted to  the  Commissioner  of  Health. 

Your  reference  committee  recommends  that  Resolu- 
tion 76-65  as  amended  be  referred  to  the  Council. 

This  was  approved  by  the  Council  on  December  16, 
1976. 

On  December  22, 1976,  copy  of  the  amended  resolution 
was  sent  to  Robert  P.  Whalen,  M.D.,  New  York  State 
Commissioner  of  Health,  requesting  his  cooperation  in 
carrying  out  the  mandate  of  the  House. 

A reply,  dated  January  20, 1977,  from  Dr.  Whalen  stat- 
ed: 

Guidelines  on  the  implementation  of  Chapter  76  have 
been  sent  to  the  hospital  administrators  of  each  hospital 
in  New  York  State  for  the  purposes  of  the  utilization  and 
review  and  Medicaid  Cost  Containment. 

If  you  desire,  and  believe  it  appropriate,  we  would  be 
pleased  to  prepare  reference  material  for  hospital  staff 
physicians  and  surgeons  for  distribution  jointly  with  the 
MSSNY. 

Electromyography  (page  690).  The  House  voted  to 
approve  and  refer  to  the  Council  resolution  76-85,  “Elec- 
tromyography as  a Part  of  the  Practice  of  Medicine,”  which 
calls  on  the  Society  to  strongly  restate  the  principle  that 
Electromyography  is  a part  of  the  practice  of  medicine  and 
to  introduce  appropriate  legislation  to  insure  that  Elec- 
tromyography remain  firmly  in  the  hands  of  the  medical 
profession. 

The  Council,  at  its  meeting  on  December  16,  1976,  re- 
ferred resolution  76-85  to  the  Committee  on  State  Legis- 
lation. 

On  January  27,  1977,  the  Council  approved  the  recom- 
mendation of  the  Committee  on  State  Legislation  that 
MSSNY  continue  its  opposition  to  legislation  which  would 
permit  this  procedure  to  be  used  by  insufficiently  trained 
allied  health  personnel. 

Expert  Medical  Testimony  (page  668).  The  House 
voted  to  adopt  resolution  76-55,  “Expert  Medical  Testi- 
mony Should  be  by  a Friend  of  the  Court.”  The  resolved 
portions  of  the  resolution  follow. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  expert  witnesses,  including  physi- 
cians, testify  as  unbiased  witnesses  reporting  to  the  court 
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the  material  to  be  used  by  one  or  both  sides  as  they  see 
fit;  and  be  it  further 

Resolved,  That  this  be  not  only  in  connection  with 
medical-legal  work,  but  in  any  situation  where  a physi- 
cian is  called  upon  to  be  an  expert  witness;  and  be  it 
further 

Resolved,  That  MSSNY  send  this  resolution  to  the 
New  York  Bar  Association,  the  New  York  Trial  Lawyers 
Association,  and  the  New  York  Defense  Bar  suggesting 
their  implementation  of  this  resolution;  and  be  it  fur- 
ther 

Resolved,  That  the  Delegation  of  the  Medical  Society 
of  the  State  of  New  York  to  the  American  Medical  As- 
sociation introduce  a similar  resolution  at  the  Clinical 
Congress  in  Philadelphia  in  December  1976,  so  that  this 
resolution  can  be  transmitted  to  the  American  Bar  As- 
sociation, the  American  Trial  Lawyers  Association,  and 
the  American  Defense  Bar. 

On  November  23,  1976,  copies  of  this  resolution  were 
sent  to  the  New  York  Trial  Lawyers  Association  and  to  the 
New  York  Bar  Association  for  information  and  possible 
implementation. 

At  the  December  session  of  the  American  Medical  As- 
sociation House  of  Delegates  the  New  York  delegation 
introduced  a resolution  to  this  effect — resolution  78(C-76). 
The  House  referred  the  resolution  to  the  AMA  Board  of 
Trustees. 

Family  Practice  Specialty  (pages  633  and  634).  The 
Reference  Committee  on  Medical  Services  recommended 
adoption  of  a substitute  resolution  for  resolution  76-36, 
“Implementation  of  House  of  Delegates  Resolutions  re: 
Family  Practice,”  and  resolution  76-77,  “Reaffirmation  of 
Recognition  of  Family  Practice  Specialty.”  The  House 
adopted  the  substitute  resolution,  which  calls  on  the  So- 
ciety to  reaffirm  its  recognition  of  the  specialty  of  Family 
Practice  equivalent  to  all  other  recognized  specialty  so- 
cieties, and  continue  its  efforts  to  have  all  groups  concerned 
with  the  practice  of  medicine  also  grant  such  recogni- 
tion. 

On  November  29, 1976,  copies  of  the  substitute  resolu- 
tion were  sent  to  the  Committee  on  Workmen’s  Compen- 
sation, the  Interspecialty  Committee,  and  to  the  President 
of  the  New  York  Academy  of  Family  Physicians,  with  a 
statement  that  the  Reference  Committee  on  Medical 
Services  recommends  that  the  Academy  of  Family  Physi- 
cians submit  its  request  for  the  changes  it  seeks  in  the 
section  on  Family  Physicians  in  the  present  Workmen’s 
Compensation  Medical  Fee  Schedule  to  MSSNY  for  con- 
sideration and  that  the  Interspecialty  Committee  evaluate 
the  interrelationships  of  the  sought  changes  on  the  same 
basis  that  it  considers  interrelationships  between  all  other 
specialty  societies  and  that  the  request  by  the  American 
Academy  of  Family  Physicians  be  dealt  with  as  expedi- 
tiously as  possible. 

On  February  18, 1977,  a request  for  changes  in  the  Fee 
Schedule  affecting  its  members  was  received  from  the 
President  of  the  New  York  State  Academy  of  Family 
Physicians. 

Fee  Schedules  and  the  Relative  Value  Scale  (pages 
634  and  635).  The  House  voted  to  adopt  resolution  76-6, 
“Propriety  of  County  Societies  Providing  Insurance  Car- 
riers Relative  to  Usual  Customary  or  Reasonable  Fees,  etc.” 
which  calls  on  the  Society  to  instruct  the  New  York  Dele- 
gation to  the  American  Medical  Association  to  introduce 
a resolution  to  the  House  of  Delegates,  calling  for  the  AMA 
to  request  an  advisory  opinion  from  the  Department  of 


Justice  concerning  recent  actions  of  the  Federal  Trade 
Commission,  which  have  raised  doubts  about  the  propriety 
of  fee  schedules  and  contradictions  to  efforts  of  local,  State, 
and  Federal  government  to  establish  fee  schedules,  and  also 
to  request  an  advisory  opinion  on  the  actions  of  the  FTC 
which  question  the  propriety  of  Peer  Review  activities  in 
preventing  fee  gouging  whether  of  individuals  or  insurance 
carriers. 

The  House  also  voted  to  adopt  the  following  substitute 
resolution  for  resolution  76-16,  “Relative  Value  Guides” 
and  resolution  76-30,  “Relative  Value  Fee  Schedules:” 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  its  delegates  to  the  American  Medical 
Association  at  the  December  1976  session  to  introduce 
a resolution  that  the  AMA  be  requested  to  help  defend 
against  attacks  on  the  use  of  Relative  Value  studies,  and 
to  promote  legislation  supporting  of  developing  relativity 
studies;  and  be  it  further 

Resolved,  That  the  AMA  be  requested  to  seek  the 
involvement  of  all  other  State  Medical  Societies  and 
Specialty  Societies  that  have  been  using  the  relative 
value  scale. 

At  the  December  session  of  the  American  Medical  As- 
sociation House  of  Delegates  the  New  York  delegation 
introduced  resolutions  to  this  effect — resolution  77(C-76) 
and  resolution  80(C-76). 

The  House  of  Delegates  of  the  American  Medical  Asso- 
ciation referred  the  following  substitute  resolution  for 
resolution  77(C-76)  and  resolution  80(C-76)  to  the  AMA 
Board  of  Trustees: 

Resolved,  That  the  American  Medical  Association 
continue  to  pursue  through  all  appropriate  means  the 
introduction  and  enactment  of  national  legislation  de- 
signed to  confirm  the  authority  to  develop  and  use  rel- 
ative value  scales  and  studies  by  the  medical  profes- 
sion. 

At  a meeting  with  Richard  Givens,  Regional  Director  of 
the  Federal  Trade  Commission  on  December  23,  1976, 
MSSNY  representatives,  Carl  Goldmark,  Jr.,  M.D.,  Pres- 
ident-Elect, and  J.  Richard  Burns,  J.D.,  General  Counsel, 
discussed  what  a county  medical  society  could  do  in  ad- 
vising patients  and  others,  i.e.,  insurance  companies,  on  the 
propriety  of  medical  fees  without  violating  the  anti-trust 
laws.  Mr.  Givens’  reaction  was  negative.  He  said  that  any 
discussion  by  a group  of  physicians  of  “usual  and  custom- 
ary” fees  would  be  considered  by  the  FTC  as  a conspiracy 
to  commit  “price-fixing”  and  would  violate  the  Sherman 
Anti-Trust  Act. 

General  Insurance  (pages  571  and  572).  The  House 
voted  to  adopt  the  resolution  contained  in  the  Supple- 
mentary Report2  of  the  Committee  on  General  Insurance. 
The  resolution  states  as  follows: 

Resolution:  All  insurance  programs  sponsored 
by  MSSNY,  County  or  District  Medical  Societies 
Adhere  to  the  Following  Principles; 

1.  State  programs  should  not  compete  at  the  pri- 
mary level  with  identical  basic  coverage  of  County  or 
District  programs. 

2.  State  programs  should  be  limited  to  supple- 
mental programs  above  and  beyond  the  identical 
County  or  District  programs,  where  such  programs 
already  exist. 

3.  Physicians  applying  for  supplemental  coverage 
be  notified  by  the  insurance  carrier  (of  the  State) 
where  the  county  markets  an  identical  insurance 
program. 
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On  November  17,  1976,  a copy  of  the  resolution  was 
forwarded  to  the  Division  of  Insurance  and  Membership 
Benefits  for  implementation. 

In  its  report  to  the  Council  on  March  24,  1977,  the 
Committee  on  General  Insurance  informed  the  Council 
that  this  resolution  was  implemented  by  restating  the  basic 
philosophy  that  the  State  Insurance  programs  should  not 
compete  with  identical  basic  coverage  of  County  or  District 
programs.  The  committee  selected  and  amended  a letter 
from  the  Continental  Insurance  Company,  which  will  be 
sent  to  the  physician  member  applying  for  insurance,  ad- 
vising the  physician  of  the  supplementary  nature  of  the 
State  insurance  program  where  identical  programs  already 
exist. 

This  is  also  reported  in  the  annual  report  of  the  Com- 
mittee on  General  Insurance. 

Health  Care  (page  642).  The  Reference  Committee 
on  Medical  Services  accepted  an  amendment  to  resolution 
76-66,  “Accurate  Cost  Accounting  of  Governmentally  Fi- 
nanced and  Governmentally  Regulated  Health  Care  Pro- 
grams.” Amended  portion  reads  as  follows: 

Resolved,  That  all  governmental  agencies  that  con- 
trol health  care  delivery  systems,  including  the  Veterans 
Administration,  be  required  to  maintain  and  make 
available  accurate  records  to  indicate  the  costs  and 
reimbursement  of  precisely  identified  services,  thereby 
insuring  that  government  policy  adhere  to  the  principle 
that  the  medical  services  for  which  they  provide  are 
rendered  in  less  costly  settings  consistent  with  Profes- 
sional Standards  Review  criteria;  and  be  it  further 
Resolved,  That  this  resolution  be  introduced  at  the 
next  meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association. 

The  New  York  delegation  introduced  a resolution  to  this 
effect  at  the  December  1976  session  of  the  American 
Medical  Association  House  of  Delegates — resolution 
74(C-76).  The  AMA  House  of  Delegates  adopted  this 
resolution. 

Health  Insurance  Benefits — Duplicate  Copies  (page 
638).  The  Reference  Committee  on  Medical  Services 
presented  to  the  House  of  Delegates  a substitute  resolution 
for  resolution  76-12,  “Duplicate  Copies  of  Health  Insurance 
Benefits  Paid  Directly  to  Patients.” 

The  House  adopted  the  substitute  resolution,  which  calls 
on  the  Society  to  request  the  State  Insurance  Department 
to  mandate  that  all  insurance  companies  send  to  all  phy- 
sicians in  the  State  of  New  York  a duplicate  copy  of  the 
benefits  paid  to  their  patients  for  services  rendered  by  the 
physicians  to  their  patients. 

A copy  of  the  resolution  was  sent  on  November  29, 1976, 
to  Mr.  Thomas  A.  Hartnett,  Superintendent,  New  York 
State  Department  of  Insurance,  with  a statement  that  his 
efforts  to  carry  out  the  mandate  of  the  House  of  Delegates 
would  be  appreciated. 

A reply  received  in  January  1977  from  the  Deputy  Su- 
perintendent of  the  State  of  New  York  Insurance  De- 
partment stated  that  it  is  the  patient’s  obligation  to  pay 
the  provider  of  health  services  and  riot  the  health  insurer’s 
obligation,  unless  the  provider  has  entered  into  an  ar- 
rangement with  the  insurer  to  act  as  a participating  pro- 
vider. 

Hospital— Based  Physician  (pages  638  and  639).  The 
I louse  adopted,  as  amended  by  the  Reference  Committee 
on  Medical  Services,  resolution  76-15,  “Definition  of 


Hospital-Based  Physicians.”  The  resolved  portions  fol- 
low. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  adopt  the  definition  of  a “Hospital-Based 
Physician”  as  “a  physician  who,  with  respect  to  his 
practice  or  other  professional  services,  is  in  an  employ- 
ment relationship  with  one  or  more  hospitals.”  Most 
commonly,  hospital-based  physicians  will  include  phy- 
sicians who  are  paid  salaries  for  staffing  emergency 
rooms  and  outpatient  clinics,  or  performing  adminis- 
trative or  educational  functions  as  a part  of  management 
of  hospital  affairs;  and  be  it  further 

Resolved,  That  the  use  of  the  phrase  “Hospital-Based 
Physicians”  by  the  Medical  Society  of  the  State  of  New 
York  be  in  strict  accordance  with  the  above  definition 
in  all  of  its  correspondence  and  that  its  component 
county  medical  societies  be  so  notified  of  this  action. 
Copies  of  this  resolution  were  sent  to  county  medical 
society  presidents,  secretaries,  executive  secretaries/di- 
rectors, and  to  the  chairman  of  the  Committee  on  Hospital 
and  Professional  Relations  on  November  29, 1976,  with  a 
statement  that  their  efforts  in  carrying  out  the  mandate 
of  the  House  of  Delegates  would  be  appreciated. 

Hospital  Privileges  of  Non-Physician  Providers  of 
Health  Services  (page  641).  The  House  of  Delegates 
adopted  resolution  76-17,  “Hospital  Privileges  of  Non- 
Physician  Providers  of  Health  Services,”  which  calls  on  the 
Society  to  (1)  urge  that  every  patient  admitted  to  a duly 
accredited  hospital  must  be  under  the  primary  designated 
responsibility  and  continued  care  of  a physician  who  is 
qualified  by  training,  experience,  and  demonstrated  con- 
tinuing competence,  and  (2)  make  known  these  adopted 
policies  to  the  Joint  Commission  on  Accreditation  for 
consideration  and  implementation,  and  (3)  instruct  the 
New  York  Delegation  to  the  American  Medical  Association 
to  introduce  a similar  resolution  at  the  December  1976 
meeting  of  the  House  of  Delegates  in  Philadelphia. 

The  New  York  Delegation  introduced  a resolution  to  this 
effect  at  the  December  1976  session  of  the  American 
Medical  Association  House  of  Delegates — resolution 
79(C-76).  The  House  referred  the  resolution  to  the  AMA 
Board  of  Trustees. 

Hospital  Staff  Appointments  (page  637).  The  Ref- 
erence Committee  on  Medical  Services  presented  to  the 
House  of  Delegates  a substitute  resolution  for  resolution 
76-8,  “Staff  Appointments  for  Physician-Members  of 
Hospitals  in  Hospital  Services  that  are  Discontinued.” 
The  resolved  portions  of  the  substitute  resolution,  adopted 
by  the  House  of  Delegates,  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  no  hospital  or  hospital  departments  be 
closed  by  the  State  Health  Department  without  the 
process  afforded  those  involved  to  present  their  views; 
and  be  it  further 

Resolved,  That,  where  justified  deletions  of  service 
or  closures  of  hospitals  result  in  physicians  being  without 
any  hospital  appointments,  MSSNY  exert  every  effort 
to  achieve  appointments  for  the  affected  physician  on 
the  staff  of  vicinity  hospitals,  merged  hospitals,  or 
merged  services;  and  be  it  further 

Resolved,  That  MSSNY  seek  the  cooperation  of  the 
State  Health  Department  to  implement  the  first  re- 
solved, and  of  the  Hospital  Association  of  New  York 
State  to  implement  the  second  resolved. 
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On  November  29,  1976,  copies  of  this  substitute  resolu- 
tion were  sent  to  Robert  P.  Whalen,  M.D.,  Commissioner 
of  Health  of  the  State  of  New  York  and  to  Mr.  George  B. 
Allen,  President,  Hospital  Association  of  New  York  State, 
with  a request  for  cooperation  in  carrying  out  the  mandate 
of  the  House  of  Delegates. 

A related  resolution  was  approved  by  the  Council  at  its 
meeting  on  January  27,  1977,  and  sent  to  the  Commissioner 
of  Health  of  the  State  of  New  York  with  a carbon  copy  to 
the  President  of  the  Hospital  Association  of  New  York 
State.  The  resolved  portions  of  this  resolution  read  as 
follows: 

Resolved,  That  the  rights  of  patients  and  physicians 
must  be  preserved  in  the  closure  and  mergers  of  hospi- 
tals; and  be  it  further 

Resolved,  That  physicians’  rights  to  practice  medi- 
cine must  be  preserved  by  granting  comparable  hospital 
privileges  in  the  merged  hospital  consistent  with  their 
training  and  performance. 

Dr.  Whalen  responded  to  this  resolution  in  a letter  of 
March  29,  1977,  stating: 

The  Department  wholeheartedly  agrees  that  staff  of 
acute  care  facilities  which  are  subject  to  closure  should 
be  absorbed  by  surviving  facilities  given  the  financial 
constraints  of  the  continuing  institutions.  It  may  be  not 
only  desirable  but  necessary  as  well  that  those  hospitals 
which  are  considered  long  range  resources  provide 
privileges  to  additional  physicians  to  effectively  handle 
the  increased  utilization  which  may  be  produced  at  some 
facilities  as  a result  of  hospital  closures.  The  expertise 
of  physicians  which  now  have  privileges  in  hospitals 
scheduled  for  closure  is  certainly  an  invaluable  com- 
modity which  should  be  drawn  on  to  whatever  extent 
possible. 

Hospital  Treatment  of  the  Emotionally  III  (pages  595 

and  596).  The  Reference  Committee  on  Public  Health 
amended  resolution  76-22,  “Hospital  Treatment  of  the 
Emotionally  111  vs.  Outpatient  Local  Community  Health 
Center  Treatment.”  The  House  adopted,  as  amended  by 
the  reference  committee,  resolution  76-22,  the  resolved 
port  ions  of  which  follow. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  approving  the  concept  of 
hospital-operated  “half-way  houses”  on  a much  larger 
scale.  The  patient  should  receive  all  rehabilitative 
services  before  returning  to  the  community,  when  he/she 
is  capable  of  self-sustaining  behavior;  and  be  it  fur- 
ther 

Resolved,  That  community  mental  health  services 
be  reconstituted  to  serve  essentially  self-reliant  indi- 
viduals who,  needing  supportive,  guiding,  and  structured 
therapy,  can  function  appropriately  in  the  local  com- 
munity without  becoming  a public  charge;  and  be  it 
further 

Resolved,  That  hospitals  and  local  services  work  in 
conjunction  and  in  harmony  to  allocate  responsibilities 
for  the  best  interests  of  the  patient;  and  be  it  further 

Resolved,  That  the  above  recommendations  be 
transmitted  to  the  appropriate  State  agencies  for  in- 
formation and  action. 

A copy  of  this  resolution  was  sent  on  November  22,  1976, 
to  Lawrence  C.  Kolb,  M.D.,  New  York  State  Commissioner 
of  Mental  Hygiene.  Dr.  Kolb  replied  on  December  8, 1976, 
and  stated: 

We  are  making  every  effort  in  this  Department  to 


strengthen  our  potential  for  bringing  about  social  re- 
habilitation of  those  who  have  been  served  in  the  facili- 
ties of  this  Department.  In  so  doing,  we  have  estab- 
lished a separate  Office  of  Social  Rehabilitation  charged 
to  aid  our  Regional  Directors  and  Directors  of  our  psy- 
chiatric centers  and  developmental  centers  in  their  tasks 
of  establishing  those  treated  by  them  as  socially  com- 
petent persons  within  the  local  communities.  We  have 
also  offered  the  services  of  this  office  to  local  county 
executives  who  have  been  concerned  with  the  problems 
emergent  in  the  local  areas,  as  in  the  past  the  patients 
and  clients  have  been  returned  without  sufficient 
preparation. 

Hospitals — Closing  and  Waiver  of  Occupancy  Rates 

( pages  637  and  638).  The  Reference  Committee  on  Med- 
ical Services  presented  to  the  House  of  Delegates  a sub- 
stitute resolution  for  resolutions  76-14,  “Waiver  of  Hospital 
Occupancy  Rates”  and  76-82,  “Protest  Against  Proposed 
Closing  of  Bethesda  Community  Hospital.”  The  House 
amended  and  voted  to  adopt  the  substitute  resolution  as 
amended.  The  resolved  portions  follow. 

Resolved,  That  the  discontinuance  of  services  or  the 
closing  of  hospitals  in  New  York  State  should  not  be 
based  on  arbitrary  mathematical  formulae  but  take  into 
account  the  geographic  characteristics  of  the  region  to 
assure  that  there  is  ready  access  to  alternate  health  fa- 
cilities; and  be  it  further 

Resolved,  That  in  closing  hospitals  or  departments 
of  hospitals,  the  community  must  not  be  deprived  of 
needed  medical  facilities  by  virtue  of  distance  or  acces- 
sibility, and  these  facilities  to  be  replaced  by  equal  or 
better  facilities;  and  be  it  further 

Resolved,  That  the  closing  of  hospitals  must  take  into 
account  whether  this  unduly  deprives  patients  of  a 
needed  health  resource  and  physicians  in  the  area  of  a 
major  center  for  continuing  medical  education  and  the 
maintenance  of  a physician’s  skills;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  convey  these  concerns  to  the  New  York  State 
Department  of  Health. 

A copy  of  the  amended  substitute  resolution  was  sent  to 
Robert  P.  Whalen,  M.D.,  Commissioner,  Department  of 
Health  of  the  State  of  New  York,  and  to  Mr.  George  B. 
Allen,  President  of  the  Hospital  Association  of  New  York 
State,  on  November  29, 1976,  with  a statement  that  their 
cooperation  in  carrying  out  the  mandate  of  the  House  of 
Delegates  would  be  appreciated. 

House  of  Delegates — Speaker’s  Recommendations 
for  Improving  the  Performance  of  the  House  (page 
548).  The  House  amended  and  adopted  the  portion  of  the 
report  of  the  Reference  Committee  on  Reports  of  Officers 
regarding  the  Speaker’s  recommendations  for  improving 
the  performance  of  the  House  of  Delegates.  Dr.  Way  made 
the  following  recommendations: 

1.  Continuation  of  the  orientation  session  for  county 
medical  society  officers  and  new  delegates. 

2.  The  early  submission  of  resolutions  to  allow  time 
for  their  proper  phraseology,  and  for  legal  counsel  to 
attend  to  the  legal  amenities. 

3.  A change  with  present  procedures  to  allow  county 
medical  societies  to  discuss  all  of  the  resolutions  sub- 
mitted to  the  House  of  Delegates  in  order  that  delegates 
would  be  more  responsible  to  the  wishes  of  their  local 
counties;  all  resolutions  to  be  in  the  hands  of  delegates 
not  less  than  one  week  prior  to  the  annual  meeting. 
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4 Copies  of  all  resolutions  adopted  by  the  House  and 
pertaining  to  health  on  a Federal  level  would  automat- 
ically be  sent  with  a covering  letter  to  the  following: 

A.  The  two  Senators  and  all  Congressmen  repre- 
senting New  York  State. 

B.  All  members  of  the  various  health  committees 
of  Congress. 

C.  The  secretary  and/or  director  of  the  Federal 
agency  which  might  be  concerned  with  the  intent  of 
the  resolution. 

5.  Introduction  into  the  House  of  Delegates  of  the 
American  Medical  Association  of  all  resolutions  per- 
taining to  health  matters  on  a Federal  level. 

6.  A similar  mailing  list  should  be  created  and 
maintained  for  a program  to  alert  all  legislators  and 
agencies  involved  with  health  matters  on  a State  level. 
Dr.  Way’s  recommendations  have  been  forwarded  to  the 

speaker  for  implementation  at  the  next  annual  meeting. 

Insurance  Coverage  of  Non-Functional  Congenital 
Defects  (pages  641  and  642).  The  House  accepted  reso- 
lution 76-54,  “Coverage  of  Non-Functional  Congenital 
Defects  Under  Accident  and  Health  Policies  Issued  in  New 
York  State”  for  information.  The  resolved  portion  of  the 
resolution  calls  on  the  Society  to  request  the  Superinten- 
dent of  Insurance  to  delete  the  word  “functional”  from 
Section  52.16(c)(5),  so  that  it  will  include  reconstructive 
surgery  to  correct  such  non-functional  deformities  as  a 
congenitally  absent  nose  or  ear  or  the  nose,  lip,  and  dish  face 
deformities  of  a child  who  was  born  with  a cleft  lip  and/or 
palate. 

In  its  reports  to  the  Council  in  February  and  March  1977 
the  Interspecialty  Committee  reported  that  the  Director 
of  the  Division  of  Medical  Services  discussed  resolution 
76-54  with  the  New  York  State  Superintendent  of  Insur- 
ance. The  Superintendent  commented  that  the  decision 
was  based  on  a judgment  by  the  Department  of  Health,  and 
that  based  on  MSSNY  arguments  he  also  questioned  the 
decision  arrived  at.  He  promised  to  refer  the  matter  back 
to  the  New  York  State  Department  of  Health.  The  Society 
of  Plastic  Surgeons  was  informed  of  this  and  has  forwarded 
appropriate  communications  to  the  Superintendent  of 
Insurance  and  the  Commissioner  of  Health. 

Implementation  of  Resolution  74-81  (pages  673  and 
674).  The  House  approved  in  principle  and  referred  to  the 
Council  resolution  76-34,  “Implementation  of  Resolution 
74-81,  (‘Mandatory  Assignment  of  Benefits’).”  This  res- 
olution called  for  MSSNY  to  urge  and  encourage  third 
party  payors  to  continue  or  resume  assignment  of  benefits 
to  treating  physicians,  and  to  draw  up  the  necessary  leg- 
islative proposals  promptly  for  prefiling  before  the  onset 
of  the  1977-78  legislative  session,  if  such  be  necessary  upon 
advice  of  our  Counsel. 

At  its  meeting  on  December  16,  1976,  the  Council  re- 
ferred this  to  the  Committee  on  State  Legislation. 

In  its  report  to  the  Council  on  January  27,  1977,  the 
Committee  on  State  Legislation  noted  that  this  matter  had 
been  presented  to  the  Superintendent  of  Insurance  by 
MSSNY  representatives  in  November.  He  responded  that 
he  was  unaware  of  any  problem  in  this  area,  but  suggested 
that  any  complaints  addressed  to  MSSNY  be  forwarded 
to  his  office.  The  committee  recommended  that  MSSNY, 
through  the  News  of  New  York,  request  doctors  to  send 
such  complaints  to  headquarters  for  transmittal  to  the 
Superintendent,  and  also  recommended  that  MSSNY  send 
a letter  to  the  Superintendent  asking  him  to  correct  a sit- 
uation with  GHI  who  was  not  honoring  assignments. 


Life  Member  Benefits  (page  562).  The  House  of 
Delegates  voted  to  refer  the  first  resolved  of  resolution 
76-39,  “Benefits  for  Life  Members”  to  the  Council. 

The  Council,  at  its  meeting  on  December  16,  1976,  re- 
ferred the  first  resolved  of  this  resolution,  which  calls  on 
the  Society  to  permit  benefits  arranged  for  active  members 
by  the  Medical  Society  to  be  retained  with  reduced  rates 
and  benefit  by  all  persons  who  become  Life  Members  by 
virtue  of  attaining  the  predetermined  age,  to  the  Com- 
mittee on  General  Insurance  for  attention  and  report  back 
to  the  Council. 

Malpractice  (page  668).  The  House  voted  to  refer 
resolution  76-38,  “Malpractice”  to  the  Council.  The  re- 
solved portions  of  the  resolution  follow. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  sponsor  and  support  legislation  which  will 
mandate  that  no  summons  can  be  served  in  malpractice 
cases  as  a means  of  starting  the  case;  and  be  it  further 

Resolved,  That  such  legislation  shall  contain  lan- 
guage that  the  notice  of  claim  must  be  filed  within  the 
court,  and  that  such  court  shall  then  order  the  inquiry 
and  the  evaluation  of  the  data  to  be  assembled  for  later 
review  by  panels  now  hearing  malpractice  claims  to  as- 
certain if  the  claim  is  justified  or  not;  and  be  it  further 

Resolved,  That  the  court  can  then  turn  this  data  over 
to  the  plaintiffs  attorney  for  study  and  further  action; 
and  be  it  further 

Resolved,  That  such  legislation  shall  provide  that  any 
claimant  whose  claim  is  adjudged  to  be  without  merit 
shall  still  retain  the  right,  via  his  attorney,  to  issue 
summonses  and  proceed  as  under  present  law,  but  that 
all  data  adduced  by  the  court  in  its  preliminary  inquiry 
shall  be  admissible  as  evidence  in  any  subsequent  action; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  by  means  of  such  legislation,  indicate  that  its 
intent  is  to  eliminate  the  tendency  to  absolute  liability 
even  where  no  possibility  of  liability  exists,  as  is  now 
taking  place  under  judicial  rulings  from  several 
courts. 

The  Council,  at  its  meeting  on  December  16,  1976,  re- 
ferred the  resolution  to  the  Committee  on  State  Legislation 
and  to  the  Legislative  Counsel  for  report  back  to  the 
Council.  The  Committee  on  State  Legislation  recom- 
mended filing  this  resolution  for  information,  as  the  com- 
mittee believed  that  this  proposal  would  allocate  a function 
to  the  Judiciary  which  it  is  not  intended  to  perform.  The 
Council,  at  its  meeting  on  January  27, 1977,  voted  approval 
of  the  recommendation. 

Malpractice,  Countersuits  (pages  668  and  669).  The 
Reference  Committee  on  Governmental  Affairs  and  Legal 
Matters  recommended  approval  of  resolution  76-52, 
“Countersuits”  in  lieu  of  resolutions  76-11,  “Malpractice 
Countersuits,”  76-19,  “Establishment  of  Advisory  Panel 
to  Challenge  Frivolous  Malpractice  Claims,”  and  76-27, 
“Insurance  for  Countersuits.”  The  House  amended  and 
voted  to  adopt  resolution  76-52  as  amended.  The  resolved 
portions  of  this  resolution  follow. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  undertake  to  play  an  active  role  in  support  of 
those  physician  members  who,  after  a determination  has 
been  made  by  an  appropriate  body  that  they  have  been 
involved  in  an  unjustified  malpractice  action,  are  willing 
and  intent  upon  bringing  a countersuit  against  either  or 
both  the  plaintiff  in  the  malpractice  action  and  his  at- 
torney; and  be  it  further 
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Resolved,  That  in  furtherance  of  this  purpose  the 
House  of  Delegates  request  that  the  President  appoint 
a new  subcommittee  of  the  Professional  Medical  Lia- 
bility Insurance  and  Defense  Board,  commissioned  to 
review  the  facts  upon  which  a particular  countersuit  is 
based,  and  render  its  opinion  with  respect  to  the  medical 
and  legal  merits  thereof;  and  be  it  further 

Resolved,  That  this  subcommittee  appoint  appro- 
priate legal  advisors  initially  with  the  intention  of  adding 
additional  legal  advisors  if  required;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  provide  the  necessary  medical  expertise  in 
order  to  assist  physician  plaintiffs  in  the  prosecution  of 
such  countersuits;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  advise  physicians  who  currently 
contemplate  the  institution  of  any  such  countersuit,  that 
the  decision  to  proceed  should  not  be  made  without  first 
submitting  the  facts  of  the  case  to  this  Society  for  its 
review;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  only  those  countersuits  which  the 
subcommittee  feels  have  merit;  and  be  it  further 
Resolved,  That  those  physicians,  whose  contem- 
plated countersuits  were  not  considered  as  ideal  from 
the  standpoint  of  the  State  Society’s  program,  be  en- 
couraged not  to  countersue  until  the  Medical  Society  of 
the  State  of  New  York’s  program  is  well  established;  and 
be  it  further 

Resolved,  That  a portion  of  the  funds,  currently 
earmarked  for  purposes  having  to  do  with  the  attempt 
to  ameliorate  the  malpractice  problem,  be  utilized  in  the 
financing  of  the  activities  of  the  subcommittee  if  feasible 
and  in  part  of  the  actual  physician  countersuits. 

The  Countersuits  Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board  was  ap- 
pointed by  the  president  in  June,  1976. 

The  Council,  at  its  meeting  on  January  27,  1977,  ap- 
proved the  guidelines  and  questionnaire  proposed  by  the 
Countersuits  Subcommittee,  outlining  conditions  under 
which  MSSNY  will  assist  a member  physician  in  a mal- 
practice countersuit. 

The  News  of  New  York  of  March  15, 1977,  reported  that 
the  complete  guidelines  are  available  from  the  Office  of  the 
General  Counsel,  MSSNY.  They  will  also  appear  in  the 
May  issue  of  the  New  York  State  Journal  of  Medicine. 

Medicaid  (pages  635  and  636).  The  Reference  Com- 
mittee on  Medical  Services  presented  to  the  House  of 
Delegates  a substitute  resolution  for  resolution  76-31, 
"Medicaid.”  The  resolved  portion  of  the  substitute  res- 
olution reads: 

Resolved,  That  since  the  Medicaid  program,  as  now 
carried  out  in  New  York  State,  has  failed  to  attain  the 
expressed  goal  of  Title  XIX  to  reintroduce  the  Medicaid 
indigent  patient  into  the  mainstream  of  high  quality 
medical  care,  therefore,  the  Medical  Society  of  the  State 
of  New  York  must  continue  to  seek  correction  of  the 
deficiencies  that  have  led  to  the  acknowledged  failure 
of  the  Medicaid  program. 

The  House  adopted  this  substitute  resolution  and  re- 
ferred it  to  the  Committee  on  State  Legislation. 

In  its  report  to  the  Council  on  January  27,  1977,  the 
Committee  on  State  Legislation  stated  that  MSSNY  has 
always  opposed  two  levels  of  care  based  upon  income.  The 
committee  will  continue  to  work  closely  with  officials  of  the 
State  government  to  correct  deficiencies  in  the  Medicaid 


program  and  to  forestall  further  cutbacks.  The  Council 
voted  approval  of  the  committee’s  actions. 

Medicaid  Fiscal  Intermediary  (pages  636  and  637). 
The  House  amended  and  voted  to  adopt  as  amended  res- 
olution 76-83,  “Change  of  the  Medicaid  Fiscal  Intermedi- 
ary," which  had  been  amended  by  the  Reference  Com- 
mittee on  Medical  Services.  The  amended  resolved  por- 
tion of  the  resolution  calls  on  the  Society  to  seek  to  have 
established  in  the  Medicaid  program  the  system  of  having 
the  private  insurance  companies  serve  as  carriers  as  they 
do  in  the  Medicare  Title  XVIII  program. 

A copy  of  the  amended  resolution  was  sent  on  December 
1,  1976,  to  the  Committee  on  Medical  Care  Insurance. 

Medical  Administrators — Formal  Education  (page 
689).  The  House  adopted  resolution  76-24,  “Formal  Ed- 
ucation for  Medical  Administrators”  which  calls  on  the 
Society  to  (1)  commend  the  American  Medical  Association 
and  the  American  Association  of  Medical  Society  Execu- 
tives for  pursuing  educational  programs  which  would 
provide  a Masters  Degree  in  medical  administration  and 
appropriate  seminars  for  continuing  education  of  medical 
association  executives,  and  (2)  take  every  opportunity  to 
encourage  students  and  medical  society  executives  in  New 
York  State  to  avail  themselves  of  these  educational  op- 
portunities. 

This  resolution  was  brought  to  the  attention  of  the  ex- 
ecutive vice-president  of  the  American  Medical  Associa- 
tion, the  secretary  of  the  American  Association  of  Medical 
Society  Executives,  and  executives  and  directors  of  county 
medical  societies  in  New  York  State. 

In  a letter  of  January  3,  1977,  Dr.  Sammons,  Executive 
Vice-President  of  the  AMA  stated  that  he  was  pleased  to 
learn  of  the  action  of  the  Medical  Society  of  the  State  of 
New  York  in  endorsing  the  Northwestern  University 
Medical  Society  Administration  program  through  adoption 
of  resolution  76-24,  and  called  attention  to  the  1977 
Northwestern  Seminar  which  will  be  scheduled  for  August 
or  early  September,  1977. 

Michael  W.  McManus,  Secretary-Treasurer  of  the 
American  Association  of  Medical  Society  Executives, 
congratulated  MSSNY  for  endorsing  the  concept  of  pro- 
viding special  educational  opportunities  for  medical  ex- 
ecutives by  adopting  resolution  76-24.  By  carbon  copy  of 
this  letter  of  January  6, 1977,  Mr.  McManus  asked  James 
Hickox,  Editor  of  “The  Executive”  to  give  consideration 
to  publishing  the  resolution. 

Earl  R.  Thayer,  President,  American  Association  of 
Medical  Society  Executives,  expressed  appreciation  for  the 
adoption  of  resolution  76-24  by  stating  in  a letter  of  April 
12,  1977,  “That  action  has  been  widely  publicized  among 
‘execs’  and  is  extremely  encouraging  of  our  efforts  to  build 
greater  competence  in  medical  executives  for  this  country’s 
medical  societies.” 

Medical  Education  and  Community  Orientation 
(MECO)  (pages  695  and  696).  The  House  adopted  reso- 
lution 76-84,  “Recognition  of  Medical  Education  and 
Community  Orientation  (MECO)”  with  implementation 
as  approved  by  the  Council.  The  resolved  portions  of  the 
resolution  follow. 

Resolved,  That  the  Medical  Society  of  the  State  of 

New  York  endorse  MECO;  and  be  it  further 

Resolved,  That  MSSNY  recognize  the  MECO  pro- 
gram as  the  means  by  which  Resolution  74-107  and 

75-135  be  implemented;  and  be  it  further 

Resolved,  That  MSSNY  make  available  adminis- 
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trative  support  and  technical  assistance  to  the  MECO 
program;  and  be  it  further 

Resolved,  That  MSSNY  provide  funding  for  three 
annual  planning  meetings;  and  be  it  further 

Resolved,  That  each  county  medical  society  is  re- 
quested to  devote  study  and  general  meeting  time  to  the 
implementation  of  the  MECO  program  within  the 
county. 

The  Council,  at  its  meeting  on  December  16,  1976,  re- 
ferred resolution  76-84  to  the  Board  of  Trustees.  The 
Board  of  Trustees  referred  the  resolution  to  the  Commis- 
sion on  Education. 

Medical  Student  Loans  (page  693).  The  House 
adopted  resolution  76-72,  “Extension  of  Medical  Student 
Loans  to  New  York  State  Residents  Studying  Medicine 
Abroad,”  as  amended  by  the  Reference  Committee  on 
Education.  The  amended  resolved  portions  read  as  fol- 
lows: 

Resolved,  That  the  maximum  limit  on  Federally  In- 
sured Loans  which  can  be  borrowed  to  finance  graduate 
education  be  increased;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  concept  that  qualified  students 
from  New  York  State  attending  fully  qualified  foreign 
medical  schools  should  be  eligible  for  guaranteed  insured 
loans  on  the  same  basis  as  students  from  New  York  State 
attending  medical  schools  in  the  United  States;  and  be 
it  further 

Resolved,  That  MSSNY  encourage  New  York  State 
to  guarantee  student  status  to  students  in  the  Fifth 
Pathway  program  so  that  they  will  not  be  required  to 
begin  repayment  of  the  State  loans  until  the  end  of  the 
one  year  program. 

On  November  30, 1976,  a copy  of  the  amended  resolution 
was  forwarded  to  Bernard  J.  Pisani,  M.D.,  chairman  of  the 
Committee  on  Continuing  Medical  Education. 

Medical  Students  (page  691).  The  Reference  Com- 
mittee on  Education  presented  to  the  House  of  Delegates 
a substitute  resolution  for  resolution  76-67,  “Disputes 
Between  Medical  Students  and  Their  Respective  Medical 
Schools,”  and  resolution  76-70,  "Guarantee  of  Due  Process 
for  Medical  Student  Members  of  the  Medical  Society  of 
the  State  of  New  York.”  The  resolved  portion  of  the 
substitute  resolution  reads: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  the  process  for  medical  students 
in  regard  to  interaction  with  their  medical  schools;  and 
be  it  further 

Resolved,  That  MSSNY  encourage  the  policy  of 
binding  arbitration  by  the  American  Arbitration  Asso- 
ciation for  serious  disputes  that  arise  between  medical 
students  and  their  respective  medical  schools  that  can- 
not be  resolved  by  existing  mediating  procedures;  and 
be  it  further 

Resolved,  That  MSSNY  request  the  12  New  York 
State  Medical  Schools  to  seriously  consider  binding  ar- 
bitration by  the  AAA  of  the  disputes,  that  cannot  be 
settled  by  their  arbitration  procedures. 

The  House  referred  the  substitute  resolution  to  the 
Council.  The  Council,  at  its  meeting  on  December  16, 
1976,  referred  the  substitute  resolution  to  the  Commission 
on  Education. 

Medical  Students — Transfer  (pages  691  and  692). 
The  Reference  Committee  on  Education  presented  to  the 
House  a substitute  resolution  for  resolution  76-68,  “In- 


crease in  Number  of  Transfer  Students  into  New  York 
State  Medical  Schools,”  and  resolution  76-69,  “Expansion 
of  New  York  State  Fifth  Pathway  Program.”  The  resolved 
portion  of  the  substitute  resolution  reads: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  the  medical  schools  in  New  York 
State  to  establish  a policy  of  accepting  the  maximum 
feasible  percentage  over  their  class  size  so  that  third  year 
medical  transfer  students  who  are  New  York  residents 
in  foreign  medical  schools  and  candidates  for  Fifth 
Pathway  programs  are  given  priority;  and  be  it  fur- 
ther 

Resolved,  That  this  resolution  be  referred  to  the  State 
Legislation  Committee  for  their  consideration  in  regard 
to  residency  requirements  for  investigation  of  legislative 
action. 

The  House  voted  to  adopt  the  substitute  resolution. 
On  November  22, 1976,  copies  of  the  substitute  resolu- 
tion were  sent  to  the  deans  of  the  twelve  New  York  State 
medical  schools,  with  a statement  that  their  cooperation 
in  carrying  out  the  first  resolved  of  this  resolution  will  be 
appreciated. 

In  a letter  of  December  13,  1976,  Ivan  L.  Bennett,  Jr., 
M.D.,  Dean  of  the  New  York  University  School  of  Medi- 
cine, stated  that  the  Associated  Medical  Schools  in  New 
York  reached  an  agreement  with  the  appropriate  legislative 
committee  in  Albany  last  year  to  carry  out  the  first  part  of 
the  resolution.  As  a result,  the  legislature  agreed  to  pro- 
vide adequate  capitation  to  cover  the  additional  expenses 
involved.  In  addition,  the  existing  legislation  requires  that 
the  medical  schools  admit  to  their  classes  each  year  a re- 
quired percentage  of  New  York  State  residents  and  this 
percentage  will  increase  during  the  next  3 years.  This 
information  was  referred  to  the  Committee  on  State  Leg- 
islation. 

A copy  of  the  resolution  was  referred  to  the  Committee 
on  State  Legislation  on  November  22, 1976.  In  its  report 
to  the  Council  on  January  27, 1977,  the  Committee  on  State 
Legislation  stated: 

“Your  committee  is  aware  that  P.L. 94-484,  enacted 
in  1976,  establishes  a transfer  program  for  third  and 
fourth  year  students  studying  abroad,  and  that  Educa- 
tion Law,  Section  6528  governs  the  Fifth  Pathway  Pro- 
grams in  New  York.  The  committee  recommends  that 
MSSNY  support  appropriate  legislation  to  encourage 
medical  schools  in  the  State  to  accept  New  York  State 
residents.” 

The  Council  approved  the  recommendation  of  the 
committee. 

Medical  Treatment  in  the  Event  of  Terminal  Illness 

(page  673).  The  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters  amended  resolution  76-23, 
“Enactment  of  a Public  Health  Law  Authorizing  an  Indi- 
vidual to  Execute  a Document  Directing  Discontinuance 
of  Maintenance  Medical  Treatment  in  the  Event  of  Ter- 
minal Illness.”  The  House  voted  to  adopt  resolution  76-23 
as  amended,  which  calls  on  the  Society  to  (1)  support  the 
concept  that  an  individual  of  sound  mind  and  eighteen 
years  of  age  or  older,  with  the  concurrence  of  his/her  phy- 
sician and  his/her  family,  may  execute  a document  di- 
recting that  no  maintenance  medical  treatment  be  utilized 
for  the  prolongation  of  his/her  life  at  such  time  he/she  is 
suffering  from  a terminal  illness,  and  (2)  direct  the  Com- 
mittee on  State  Legislation  to  make  our  position  known  to 
the  New  York  State  Legislature,  and  (3)  create  a special 
committee  of  persons  which  will  offer  its  professional 
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knowledge  and  experience  to  the  appropriate  legislative 
committee  in  an  ongoing  creative  partnership. 

On  November  24,  1976,  copies  of  this  resolution  were 
transmitted  to  John  H.  Carter,  M.D.,  chairman,  Committee 
on  State  Legislation  and  to  George  L.  Collins,  Jr.,  M.D., 
President,  Medical  Society  of  the  State  of  New  York. 

In  its  report  to  the  Council  in  December,  1976,  and 
January,  1977,  the  Committee  on  State  Legislation  re- 
ported that  Allison  B.  Landolt,  M.D.,  chairman  of  the 
newly  formed  Committee  on  Thanatology,  presented  res- 
olution 76-23  to  the  legislature  at  the  November  18, 1976, 
public  hearing  conducted  by  the  Assembly  Subcommittee 
on  Health  Care. 

In  its  annual  report  the  Committee  on  Thanatology 
outlines  (1)  the  scope,  purpose,  and  role  of  the  committee, 
(2)  a concensus  definition  of  death  as  the  official  position 
of  MSSNY,  which  was  approved  by  the  Council  at  its 
meeting  on  April  28, 1977,  and  (3)  an  evaluation  of  stat  utes 
relating  to  legislation  pertaining  to  “living  wills,”  “death 
with  dignity,”  and  “right  to  die.”  (See  Annual  Report  of 
the  Committee  on  Thanatology  on  page  1609.) 

Membership  (pages  470  through  473).  In  his  address 
to  the  House  on  Thursday,  November  11,  1976,  Presi- 
dent-Elect, George  L.  Collins,  Jr.,  M.D.,  stated:  “. . . I 
intend  during  the  next  year  to  do  all  that  I can  do  to  see 
that  the  membership  of  the  county,  State,  and  American 
Medical  Association  is  increased.  I feel  strongly  at  this 
time  that  falling  membership  is  really  our  most  pressing 
problem  ...  .” 

The  Committee  on  Membership  was  revitalized  and 
enlarged  as  the  result  of  Dr.  Collins’  inaugural  address. 
The  committee  presented  an  outline  for  a membership 
recruitment  campaign  to  the  Council  at  its  meeting  on 
January  27,  1977,  which  was  approved  by  the  Council  and 
referred  to  the  Board  of  Trustees  for  consideration.  The 
Board  of  Trustees  approved  an  appropriation  of  $40,000 
to  develop  a climate  within  MSSNY  to  retain  members  and 
attract  new  members  through  promotional  letters,  pam- 
phlets and  meetings. 

Motorcycle  Helmet  Usage  Law  (page  596).  The 
House  adopted  resolution  76-86,  “Opposition  to  Repeal  of 
New  York  State  Motorcycle  Helmet  Usage  Law,”  which 
calls  on  the  Society  to  vigorously  oppose  all  efforts  to  repeal 
the  New  York  State  law  requiring  motorcyclists  to  wear 
helmets. 

On  November  22, 1976,  copies  of  resolution  76-86  were 
sent  to  members  of  the  New  York  State  Senate  and  As- 
sembly with  a statement  that  their  efforts  on  behalf  of  the 
Medical  Society  of  the  State  of  New  York  in  preventing  the 
repeal  of  the  New  York  State  law  requiring  motorcyclists 
to  wear  helmets  will  be  greatly  appreciated. 

A letter  was  received  on  November  30,  1977,  from  Mr. 
Stanley  Steingut,  Speaker  of  the  Assembly,  stating  that  he 
had  reviewed  the  resolution,  referred  it  to  counsel  and 
forwarded  it  to  the  Assembly  Transportation  Committee 
for  their  information.  In  addition,  a number  of  favorable 
replies  were  received  from  State  Senators  and  Assembly- 
men.  The  Medical  Society  of  the  State  of  New  York  also 
answered  an  inquiry  about  resolution  76-86  from  the  Office 
of  Public  Information  of  the  New  York  State  Department 
of  Motor  Vehicles. 

No-Fault  Automobile  Insurance  (page  673).  The 
House  referred  to  the  Council  resolution  76-26,  “No-Fault 
Automobile  Insurance.”  This  resolution  calls  for  the  So- 


ciety to  go  on  record  as  urging  major  revisions  or  possible 
repeal  of  the  no-fault  automobile  insurance  law. 

At  its  meeting  on  December  16,  1976,  the  Council  re- 
ferred this  to  the  Committee  on  State  Legislation. 

The  Committee  on  State  Legislation  recommended  to 
the  Council  at  its  meeting  on  January  27,  1977,  that 
MSSNY  oppose  legislation  pending  on  no-fault  automobile 
insurance.  A statement  on  behalf  of  MSSNY  re  amend- 
ments to  the  no-fault  automobile  insurance  law,  was  pre- 
sented by  Max  N.  Howard,  M.D.,  at  a Public  Hearing 
conducted  by  Senate  Committee  on  Insurance,  on  De- 
cember 14,  1976,  in  New  York  City,  and  reported  to  the 
Council  at  its  meeting  on  January  27,  1977. 

At  its  meeting  on  February  24,  1977,  the  Council  ap- 
proved resistance  to  the  revision  of  the  no-fault  insurance 
law  calling  for  a fixed  physician’s  fee  schedule  to  cover  all 
health  insurance  under  the  jurisdiction  of  the  Superin- 
tendent of  Insurance. 

Also  at  this  meeting,  a Committee  on  No-Fault  Insur- 
ance was  appointed. 

In  its  report  to  the  Council  on  April  28,  1977,  the  Com- 
mittee on  State  Legislation  stated  that  it  has  adamantly 
opposed  the  imposition  of  a fee  schedule  in  no-fault  in- 
surance, and  MSSNY’s  Albany  representatives  have  con- 
veyed our  position  to  the  Legislature,  and  to  our  county 
medical  societies  through  the  Legislative  Action  Bulletin. 
In  addition,  the  committee  reported  that  because  of  the 
great  importance  of  the  no-fault  proposals,  plans  are  being 
made  to  have  State  Medical  Society  officials  discuss  the 
proposals  in  Albany  in  the  very  near  future  with  leaders  of 
the  State  Legislature.  These  appointments  are  now  being 
scheduled  by  our  Legislative  Counsel. 

Physicians  as  Expert  Witnesses  (page  667).  The 
House  referred  resolution  76-10,  “Physicians  as  Expert 
Witnesses”  to  the  House  Committee  on  Bylaws.  The  re- 
solved portions  of  the  resolution  follow: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  go  on  record  as  declaring  it  unethical  if  a doctor 
testifies  as  an  expert  witness  outside  his  specialty  or  is 
not  actively  engaged  in  the  practice  of  the  medical 
subject  under  discussion;  and  be  it  further 

Resolved,  That  the  penalty  for  so  testifying  would  be 
expulsion  from  his/her  county  medical  society  and  the 
Medical  Society  of  the  State  of  New  York;  and  be  it 
further 

Resolved,  That  any  physician  found  unethical  be 
referred  for  action  to  the  State  Board  for  Professional 
Conduct  and  to  the  specialty  board  of  which  he  may  be 
a member. 

Physicians’  Assistants  (page  688).  The  House  adopted 
the  portion  of  the  Reference  Committee  Report  on  Edu- 
cation under  the  heading  “Health  Manpower”  which  had 
been  amended  by  the  House  by  the  insertion  of  the  fol- 
lowing resolution: 

Whereas,  The  Physician’s  Assistant  Piogram  does 
exist  in  New  York  State;  and 

Whereas,  We  do  not  and  never  have  accepted  the 
concept  of  “incompletely  trained  physicians,”  and, 
therefore,  the  physicians’  assistants  are  not  acceptable 
to  us  as  substitute  physicians;  therefore  be  it 

Resolved,  That  we  request  the  Council  to  use  all 
reasonable  means  to  abort  this  program  at  this  time;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  redouble  its  efforts  to  provide  properly 
trained  doctors  to  medically  deprived  areas. 
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The  Council,  at  its  meeting  on  December  16,  1976,  re- 
ferred the  resolution  to  the  Committee  on  State  Legislation 
and  to  the  Committee  on  Health  Manpower  for  action  and 

report  back  to  the  Council. 

In  its  report  to  the  Council  on  January  27,  1977,  the 
Committee  on  State  Legislation  indicated  that  a bill  to 
clarify  the  present  law  regarding  supervision  of  physicians’ 
assistants  within  the  hospital  is  included  in  the  1977 
MSSNY  legislative  program.  The  committee  recom- 
mended that  MSSNY  support  legislation  which  would 
improve  supervision  of  physician’s  assistants  and  place 
appropriate  limits  on  their  scope  of  practice.  The  rec- 
ommendation of  the  committee  was  approved  by  the 
Council. 

The  Committee  on  Health  Manpower  considered  and 
amended  the  resolution  and  presented  it  to  the  Council  at 
its  meeting  on  April  28,  1977.  The  Council  referred  the 
resolution  back  to  the  Committee  on  Health  Manpower. 
It  was  the  feeling  of  the  Council  that  the  Committee  on 
Health  Manpower  had  not  responded  to  the  intent  of  the 
resolution  passed  in  the  House  of  Delegates  reaborting  the 
Physician’s  Assistant  program. 

Physicians,  Sick  or  Impaired  (pages  639  and  640). 
The  Reference  Committee  on  Medical  Services  amended 
resolution  76-20,  “Guidelines  for  Helping  the  Sick  or  Im- 
paired Physician.”  The  House  adopted  resolution  76-20 
as  amended.  The  resolved  portions  follow: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  adopt  a set  of  guidelines  which  protects  the 
patient  and  hospital  and  grants  due  process  to  the  phy- 
sicians; and  be  it  further 

Resolved,  That  a copy  of  these  guidelines,  when  ap- 
proved, be  referred  to  the  Commissioner  of  Health  of  the 
State  of  New  York,  as  suggested  changes  in  the  New 
York  State  Hospital  Code;  and  be  it  further 

Resolved,  That  a copy  of  the  Guidelines  also  be  dis- 
tributed to  County  Medical  Societies,  the  Hospital  As- 
sociation of  New  York  State  and  other  appropriate 
medical  professional  groups;  and  be  it  further 

Resolved,  That  the  New  York  Delegation  to  the 
American  Medical  Association  introduce  these  guide- 
lines at  its  clinical  meeting  in  December,  1976.” 

On  November  29,  1976,  copies  of  resolution  76-20  and 
attached  guidelines  were  sent  to  the  President  of  the 
Hospital  Association  of  New  York  State,  to  the  Commis- 
sioner of  the  Department  of  Health  of  the  State  of  New 
York  and  to  county  medical  society  presidents,  secretaries, 
and  executive  secretaries/directors,  with  a memorandum 
stating  that  their  cooperation  in  carrying  out  the  mandate 
of  the  House  of  Delegates  would  be  appreciated. 

The  New  York  Delegation  to  the  American  Medical 
Association  introduced  a resolution  to  this  effect  at  the 
December  1976  session  of  the  AMA  House  of  Delegates — 
resolution  76(C-76).  The  AMA  House  of  Delegates 
adopted  a substitute  resolution  as  follows: 

Resolved,  That  the  AMA  reaffirm  its  support  of  pe- 
riodic evaluations  of  members  of  hospital  medical  staffs 
including  consideration  of  their  physical  and  mental 
status;  and  be  it  further 

Resolved,  That  the  AMA  support  the  mechanism 
whereby  a committee  of  the  medical  staff  reviews  the 
individual’s  status  and  has  the  authority  to  require  the 
individual  to  submit  evidence  of  his  health  status  either 
by  a physician  on  the  hospital  staff  involved  or  outside 
by  a physician  acceptable  to  the  medical  staff;  and  be  it 
further 


Resolved,  That  the  AMA  commissioners  be  requested 
to  seek  a change  in  the  wording  of  Medical  Staff  Stan- 
dard III  deleting  the  requirement  that  hospital  staff 
bylaws  outline  the  frequency,  necessity,  and  type  of 
health  evaluations  required. 

Position  Statements  (pages  570  and  571).  The  House 
adopted,  as  amended  by  the  Reference  Committee  on 
Scientific  Activities,  Publications,  and  Miscellaneous, 
resolution  76-78,  “Encyclopedia  of  the  Policies  of  the 
Medical  Society  of  the  State  of  New  York.”  The  resolved 
portions  of  the  resolution  read  as  follows: 

Resolved,  That  this  House  of  Delegates  mandate  that 
the  reference  guide  to  policies,  issues,  and  statements 
of  the  Medical  Society  of  the  State  of  New  York  in  regard 
to  key  health  issues  be  published  and  distributed  to  all 
constituent  county  medical  societies  no  later  than  twelve 
months  from  the  date  of  acceptance  of  this  resolution; 
and  be  it  further 

Resolved,  That  this  guide  be  loose-leaf  in  nature  so 
that  it  can  be  revised  periodically. 

The  amended  resolution  was  forwarded  to  Edward 
Siegel,  M.D.,  Deputy  Executive  Vice-President,  and  to  Guy 
D.  Beaumont,  Director  of  the  Division  of  Public  and  Pro- 
fessional Affairs,  for  implementation. 

The  director  of  the  Division  of  Public  and  Professional 
Affairs  reported  that,  as  of  June  1,  1977,  the  guide  with 
approximately  thirty  Council  approved  position  state- 
ments will  have  been  distributed  to  the  constituent  county 
medical  societies. 

Principles  of  Professional  Conduct,  Proposed 
Amendments  (pages  700  and  701).  Resolutions  76-28, 
76-32,  and  76-62  are  under  consideration  by  the  House 
Committee  on  Bylaws  and  will  be  acted  upon  at  the  1977 
Annual  Meeting  of  the  House  of  Delegates. 

Professional  Medical  Liability  Insurance  (page  675). 
The  House  adopted,  as  amended  by  the  Reference  Com- 
mittee on  Governmental  Affairs  and  Legal  Matters,  reso- 
lution 76-63,  “Medical  Liability  Mutual  Insurance  Com- 
pany— Additional  Insurance,”  which  calls  on  the  Society 
to  recommend  that  the  Medical  Liability  Mutual  Insurance 
Company  offer  another  line  of  insurance  that  will  pay  a 
doctor  a stipend  while  he  is  on  trial. 

On  November  23,  1976,  a copy  of  the  resolution  was 
forwarded  to  Arthur  Mannix,  M.D.,  President  of  the 
Medical  Liability  Mutual  Insurance  Company,  with  a 
statement  that  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters  noted  that  they  had  been  in- 
formed that  this  is  already  under  consideration. 

Radiologic  Technologist  Licensure  (page  690).  The 
House  of  Delegates  voted  to  refer  resolution  76-50, 
“Modified  Radiologic  Technologist  Licensure”  to  the 
Council  for  referral  to  the  Committee  on  Workmen’s 
Compensation  and  Occupational  Health.  The  resolved 
portion  of  the  resolution  calls  on  the  Society,  through  its 
appropriate  scientific  division  or  committee,  to  request  the 
State  Education  Department  and/or  the  State  Health 
Depart  ment  to  establish  a curriculum  of  study  and  training 
for  the  purpose  of  qualifying  and  licensing  x-ray  technol- 
ogists whose  activities  would  be  limited  to  diagnostic  x-rays 
of  the  chest  and  extremities  without  the  use  of  any  contrast 
medium. 

The  Committee  on  Workmen’s  Compensation  and  Oc- 
cupational Health  in  its  report  to  the  Council  on  February 
24,  1977,  recommended  that  action  on  the  resolution  be 
deferred  pending  receipt  of  recommendations  by  the  New 
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York  County  Medical  Society’s  Committee  on  Occupa- 
tional Medicine,  which  had  attempted,  unsuccessfully,  in 
1968  to  have  the  requirements  modified.  The  matter  was 
reconsidered  by  that  same  committee  on  January  18, 1977, 
and  they  recommended  that  resolution  76-50  be  modified 
by  removing  the  phrase  “x-rays  of  the  extremities.” 

This  recommendation  was  referred  to  the  Committee  on 
Workmen’s  Compensation  and  Occupational  Health. 

Report  of  the  Executive  Vice-President  (pages  527 
and  547).  The  Reference  Committee  on  Reports  of  Offi- 
cers quoted  the  opinion  expressed  in  the  report  of  the  Ex- 
ecutive Vice-President  that  non-physicians  are  with  in- 
creasing frequency  insinuating  themselves  into  the  control 
of  the  practice  of  medicine  and  that  physicians  are  being 
criticized  by  people  who  are  not  their  peers  in  professional 
medical  matters.  The  House  amended  the  reference 
committee  report  by  the  insertion  of  the  following  phrase 
after  the  first  paragraph:  “This  to  be  referred  to  the 
Council  for  consideration  for  widespread  publicity  to  public 
relations  committees  of  county  medical  societies.”  The 
House  adopted  this  portion  of  the  reference  committee 
report  as  amended. 

The  Council,  at  its  meeting  on  December  16,  1976,  re- 
ferred this  matter  to  Administration  for  implementa- 
tion. 

Student  Section — Administrative  Supportive  Ser- 
vices (page  695).  The  House  approved  and  referred  to  the 
Council  resolution  76-76,  “Budget  Formulation  for  Sup- 
portive Administrative  Services  to  the  Student  Section,” 
which  calls  on  the  Society  to  reconsider  resolution  75-134 
and  to  appropriate  a total  of  $5,190  for  the  activities  of  the 
Student  Section  of  the  Medical  Society  of  the  State  of  New 
York  for  the  upcoming  year. 

The  Council,  at  its  meeting  on  December  16,  1976,  re- 
ferred the  resolution  to  the  Board  of  Trustees.  At  its 
meeting  on  February  24,  1977,  the  Board  approved  an 
appropriation  of  $4,000  for  the  Student  Section. 

Student  Section  Advisor  (pages  690  and  691).  The 
House  of  Delegates  approved  a motion  that  a Council 
member  be  appointed  as  advisor  to  assist  the  students  in 
preparing  resolutions  to  be  submitted  to  the  House  of 
Delegates  by  the  Student  Section. 

In  a letter  of  November  22,  1976,  the  Executive  Vice- 
President  of  the  Medical  Society  of  the  State  of  New  York 
asked  Charles  D.  Sherman,  Jr.,  M.D.,  chairman  of  the 
Committee  on  Medical  School  Relationships,  to  undertake 
this  responsibility  for  the  coming  year. 

Swine  Flu  Vaccine — Medical  Liability  (page  641). 
The  House  voted  to  adopt  resolution  76-53,  "Medical  Li- 
ability in  the  Administration  of  Swine  Flu  Vaccine,”  as 
amended  by  the  Reference  Committee  on  Medical  Ser- 
vices. The  resolved  portion  of  the  amended  resolution 
calls  on  the  Society  to  recommend  that  the  swine  flu  in- 
jections be  given  free  of  charge,  when  feasible. 

On  November  30, 1976,  a copy  of  the  resolution  was  sent 
to  Andrew  H.  Patterson,  M.D.,  chairman  of  the  Profes- 
sional Medical  Liability  Insurance  and  Defense  Board. 

It  was  reported  in  the  News  of  New  York  on  December 
1,  1976,  that  PL  94-380  provides  that  any  claim  arising 
under  the  swine  flu  inoculation  program  shall  be  brought 
directly  against  the  United  States  so  long  as  the  manu- 
facturer, distributor,  public,  and  private  entities  providing 
inoculations  and  personnel  administrating  the  inoculations 
comply  with  the  conditions  regarding  charges  and  informed 
consent  forms.  The  physician  is  required  to  cooperate 


with  the  government  in  defense  of  any  claim;  failure  to  do 
so  will  result  in  his  taking  the  government’s  place  as  de- 
fendant. If  the  government  is  required  to  pay  a claim,  it 
may  recover  from  the  physician  any  portion  of  the  damages 
resulting  from  the  physician’s  failure  to  carry  out  his  re- 
sponsibilities under  the  program,  or  attributable  to  the 
negligent  conduct  by  the  physician. 

Triplicate  Prescription  Law  (pages  674  and  675). 
The  House  voted  to  refer  to  the  Council  resolution  76-35, 
“Proposed  Repeal  of  Triplicate  Prescription  Law,”  which 
calls  on  the  Society  to  make  every  effort  to  repeal  this  in- 
famous and  wasteful  Triplicate  Prescription  Law,  and  re- 
turn to  the  conventional,  ethical  method  of  prescription 
which  will  yield  at  least  as  much  surveillance  of  the  drug 
situation  as  the  T riplicate  Prescription.  The  action  of  the 
House  was  taken  in  view  of  the  supplemental  report  of  the 
Committee  on  State  Legislation,  which  requests  that 
MSSNY  recommend  to  the  State  Legislature  that  an  in- 
vestigation be  conducted  to  determine  the  cost  effective- 
ness of  a triplicate  prescription  law  in  achieving  the  pur- 
pose for  which  it  was  enacted,  and  to  justify  continuation 
of  the  program  in  view  of  the  costs  involved. 

The  Council,  at  its  meeting  on  December  16,  1976, 
postponed  action  on  this  resolution  indefinitely. 

The  legislative  avenue  of  approach  is  now  the  only  re- 
course since  the  U.S.  Supreme  Court  ruled  on  January  22, 
1977,  that  the  law  was  constitutional.  On  March  24, 1977, 
the  Chairman  of  the  Board  of  Trustees  informed  the 
Council  of  the  U.S.  Supreme  Court  ruling. 

Workmen’s  Compensation  (pages  629  through  633). 
The  House  referred  the  following  resolutions  to  the  Council 
for  referral  to  the  Committee  on  Workmen’s  Compensation 
and  Occupational  Health:  Resolution  76-37,  76-40,  76-41, 
76-42,  76-43,  76-44,  76-45,  76-46,  76-47,  76-48,  76-58,  76-59, 
76-60,  and  76-61. 

The  Committee  on  Workmen’s  Compensation  and  Oc- 
cupational Health  considered  the  above  resolutions  at  its 
meeting  on  February  1, 1977,  and  reported  its  recommen- 
dations to  the  Council  at  its  meeting  on  February  24, 
1977. 

On  that  date  the  Council  took  the  following  action  on 
these  resolutions: 

Resolution  76-37,  "Legislative  Relief  Under  Compen- 
sation Law”  was  referred  to  the  Division  of  Governmental 
Relations.  The  resolved  portions  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  ask  the  Legislature  of  the  State 
of  New  York  to  alter  the  law  and  the  regulations  issued 
thereunder  to  eliminate  the  subrogation  privilege:  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Workmen’s  Compensation  Board 
and  the  Legislature  of  the  State  of  New  York  to  modify 
the  law  regarding  torts  in  such  a way  that  no  claim  for 
reimbursement  for  Medicare  and  other  charges  provided 
under  the  purview  of  the  Workmen’s  Compensation  Law 
can  be  entered  against  any  third  party  carrier  as  an  item 
of  damages  for  recovery  thereof;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen’s 
Compensation  Board  and  Legislature  of  the  State  of 
New’  York  to  so  modify  its  regulations  and  the  law  of  the 
State  of  New  York  to  provide  that  recovery  for  torts 
arising  out  of  acts  performed  under  the  purview  of  the 
Workmen’s  Compensation  Act  shall  be  limited  to  dam- 
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ages  resulting  from  the  impaired  or  lost  function  of  one 
or  more  parts  of  the  body,  loss  of  use  or  loss  of  a member 
of  the  body,  loss  of  use  or  loss  of  one  or  more  eyes  of  the 
body,  loss  of  wages  in  excess  of  that  provided  in  the 
Workmen’s  Compensation  Law,  medical  and  other  ex- 
penses not  covered  by  the  Workmen’s  Compensation 
. Board  in  full,  expense  necessary  to  hire  temporary 
worker  replacements  or  assistance  plus  provision  for 
damages  for  pain  and  suffering,  and  for  the  cost  of  at- 
torneys fees  including  court  costs;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  the  Legislature  of  the  State  of 
New  York  enact  legislation  guaranteeing  the  right  of 
each  such  claimant  to  have  the  right  of  free  election  of 
No-Fault  Law  benefits  or  other  Insurance  Benefits  he 
has  until  all  such  benefits  are  exhausted  when  the 
claimant  shall  again  have  the  right  to  elect  further  care 
and  reimbursement  for  loss  of  any  kind  under  the 
Workmen’s  Compensation  Act,  or  npt,  as  he  may  de- 
sire. 

Resolution  76-40,  “Mechanism  for  Prompt  Evaluation 
of  Compensability  of  Injured  Worker”  was  disapproved  by 
the  Council. 

The  Council  also  disapproved  resolution  76-41,  “Im- 
partial Examination  of  Compensation  Patients  by  an  Ap- 
proved Panel  of  Specialists.” 

Resolution  76-42,  “Specialist  Fees  Under  Compensation 
Law,”  which  calls  on  the  Society  to  request  that  the 
chairman  of  the  Workmen’s  Compensation  Board  issue  a 
specific  regulation  to  the  effect  that  carriers  cannot  arbi- 
trarily decide  that  specialists  may  be  only  paid  general 
practitioner  fees,  and  that  the  chairman  be  requested  to 
issue  a specific  regulation  requiring  that  all  services  ren- 
dered by  a specialist  in  his  particular  field  be  paid  at  the 
appropriate  specialist  rates,  was  filed. 

The  Council  referred  resolution  76-43,  “Right  of  Medical 
Specialist  to  Interpret  the  X-Rays  Particular  to  his  Field 
of  Practice  as  an  X-Ray  Specialist”  to  the  Interspecialty 
Committee  for  its  review  and  recommendations.  In  ac- 
cordance with  the  recommendations  of  the  Interspecialty 
Committee,  the  Council,  at  its  meeting  on  March  24, 1977, 
disapproved  resolution  76-43. 

Resolution  76-44,  “The  Use  of  Written  Interrogatories 
as  Evidence  in  Compensation  Hearings,”  which  calls  on  the 
Society  to  (1)  support  and  sponsor  legislation  to  permit 
written  interrogatories  to  be  used  in  place  of  personal  ap- 
pearance claimants,  so  that  (2)  physicians  shall  be  paid  a 
regular  testifying  fee  for  completing  such  interrogatories, 
and  (3)  the  rules  shall  permit  the  summoning  of  a physician 
for  personal  cross-examination  if  the  answers  to  the  in- 
terrogatories are  deemed  unsatisfactory  after  a conference 
by  the  referee  and  the  attorneys  for  both  parties  or  all 
parties,  if  more  than  two,  was  considered  by  the  committee. 
T he  Council  deferred  action  on  resolution  76-44,  pending 
the  receipt  of  requested  information  in  regard  to  samples 
of  the  law  of  other  states  where  written  interrogatories  are 
being  used. 

Resolution  76-45,  “Failure  of  Carriers  to  Follow  the  Fee 
Schedules  in  Compensation  Cases”  calls  on  the  Society  to 
request  that  the  Workmen’s  Compensation  Board  issue 
regulations  that  certify  that  each  report  containing  a di- 
agnosis and  each  bill  containing  an  amount  for  services 
rendered  constitutes  an  item  in  evidence;  and  further  states 
that  no  carrier  shall  have  the  right  to  modify  either  of  these 
items,  and  that  if  a carrier  objects  to  either  of  these  items 
he  shall  file  an  A- 1 as  provided  by  law  and  not  take  it  upon 


himself  to  make  changes.  The  Council  filed  resolution 
76-45  as  the  measures  referred  to  in  the  resolveds  already 
exist  in  the  present  law  and  regulations. 

Leo  Arthur  Green,  M.D.,  who  introduced  resolution 
76-46,  “Payment  for  Independent  Special  Services  in 
Compensation  Cases,”  withdrew  this  resolution. 

The  Council  referred  resolution  76-47,  “Compensation 
Payments  in  No-Fault  Insurance  Cases”  to  the  Division 
of  Governmental  Relations  for  an  opinion.  The  resolved 
portions  follow: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  will 
permit  physicians  to  charge  their  usual  and  customary 
fees  in  these  cases;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  would 
stop  temporarily  the  working  of  the  Workmen’s  Com- 
pensation Law  regarding  fees  and  certain  other  expenses 
until  the  conclusion  of  the  no-fault  action;  and  be  it 
further 

Resolved,  That  legislation  be  supported  and  spon- 
sored by  the  Medical  Society  of  the  State  of  New  York 
that  would  provide  that  when  the  no-fault  benefits  have 
been  used  up  and  no  other  third  party  action  is  pending 
beyond  same,  that  the  case  shall  then  revert  to  the 
compensation  carrier  for  continued  payment  of  medical 
expenses  and  compensation  including  attorney’s  fees  for 
such  further  treatment  as  may  be  necessary. 

The  Council  disapproved  resolution  76-48,  “Medical 
Examination  of  Compensation  Claimants.” 

Corrective  measures  have  been  taken  and  the  Medical 
Society  of  the  State  of  New  York  has  already  objected  to 
the  practice  referred  to  in  resolution  76-58,  “Payment  for 
Independent  Services  in  Compensation  Cases.”  The  re- 
solved portions  of  this  resolution  follow. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  vigorously  protest  this  type  of  activity  to  the 
Chairman  of  the  Workmen’s  Compensation  Board  with 
a request  that  he  order  its  immediate  cessation;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  would 
mandate  separate  fees  for  treatment  by  a licensed 
physiotherapist  whether  working  upon  the  referral  or 
prescription  of  a physiatrist  or  of  the  treating  physician 
during  the  aftercare  period  of  fractures  and  surgical 
operations;  and  be  it  further 

Resolved,  That  such  fees  shall  be  in  accordance  with 
the  fee  schedule  and  not  part  of  the  unit  fee  allowed  for 
treatment  of  fractures  or  surgical  operations. 
Accordingly,  the  Council  took  no  action  on  resolution 
76-58. 

The  Council  deferred  action  on  resolution  76-59, 
“Controverted  Compensation  Claims,”  which  calls  on  the 
Society  to  support  and  sponsor  legislation  that  will  elimi- 
nate the  problem  of  controverted  compensation  claims  and 
provide  permission  to  use  alternate  methods  of  payment 
during  such  controverted  claim  periods  and  for  subsequent 
repayment  and  fee  adjustments  if  claim  is  later  found  valid, 
including  interest  as  indicated. 

The  committee  recommended  deferral  of  consideration 
of  resolution  76-59  pending  receipt  of  requested  clarifica 
tion  of  “alternate  methods  of  payment.” 

The  Council  approved  resolution  76-60,  “Payment  for 
Copies  of  X-Rays  in  Compensation  Cases.”  The  resolved 
portions  read  as  follows; 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  to  the  effect 
that  carriers  will  be  ordered  to  pay  a reasonable  fee  for 
copies  of  x-rays  either  in  film  form,  Polaroid  form,  slide 
form,  or  other  approved  form  when  x-rays  are  requested 
by  carriers;  and  be  it  further 

Resolved,  That  when  requested  to  testify  at  hearings, 
physicians  may  bring  x-rays  to  be  reviewed  at  the  hear- 
ings and  to  be  retained  by  him  when  he  leaves  the  hear- 
ing; and  be  it  further 

Resolved,  That  the  Chairman  of  the  Workmen’s 
Compensation  Board  shall  be  requested  to  devise  a 
mechanism  whereby  payment  for  copies  of  x-ray  films 
and  the  use  of  copies  of  x-ray  films  can  be  incorporated 
in  the  regulations  promulgated  with  the  present  fee 
schedule. 

Resolution  76-60  has  been  implemented  by  the  Medical 
Society  of  the  State  of  New  York  through  its  representa- 
tives on  the  Advisory  Committee  on  the  Medical  Fee 
Schedule  and  Allied  Problems  of  the  Workmen’s  Com- 
pensation Board.  A satisfactory  resolution  of  the  problem 
has  not  been  attained. 

Resolution  76-61,  “Payment  for  Services  Rendered 
Compensation  Claimants”  was  filed.  The  resolved  por- 
tions read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  and  sponsor  legislation  that  will 
outlaw  the  use  of  the  Fee  Schedule  in  Workmen’s 
Compensation;  and  be  if  further 

Resolved,  That  such  supported  and  sponsored  leg- 
islation will  mandate  that  all  fees  shall  be  at  usual  and 
customary  rates;  and  be  it  further 

Resolved,  That  fees  for  attendance  at  hearings  should 


include  allowances  for  travel  time,  travel  expense,  fees 
for  parking,  waiting  time  and  testifying  time  calculated 
at  usual  and  customary  charges  for  similar  services  when 
rendered  in  private  practice. 

That  portion  of  the  resolution  which  refers  to  the  usual 
and  customary  fee  has  already  been  dealt  with  in  Resolu- 
tion 76-29.  ( See  Workmen’s  Compensation  Fee  Sched- 
ule.) 

The  portion  of  the  resolution  dealing  with  relative  value 
scales  involves  problems  now  being  dealt  with  by  the 
Medical  Society  of  the  State  of  New  York  through  other 
avenues.  (See  Fee  Schedules  and  the  Relative  Value 
Scale.) 

Workmen’s  Compensation  Fee  Schedule  (page  634). 
The  House  voted  to  refer  resolution  76-29,  “Workmen’s 
Compensation  Fee  Schedule”  to  the  Council  for  referral 
to  the  Committee  on  Workmen’s  Compensation  and  Oc- 
cupational Health.  The  resolved  portion  calls  on  the  So- 
ciety to  urge  the  Workmen’s  Compensation  Board  to  adopt 
a usual  and  customary  fee  schedule  forthwith. 

The  Council,  at  its  meeting  on  December  16,  1976,  re- 
ferred the  resolution  to  the  Committee  on  Workmen’s 
Compensation  and  Occupational  Health.  In  its  report  to 
the  Council  on  February  24,  1977,  the  committee  noted 
that  MSSNY  has  consistently  requested,  whenever  nego- 
tiations have  been  conducted  for  revision  of  the  WC 
Medical  Fee  Schedule,  that  physicians  be  paid  on  a usual 
and  customary  basis.  This  has  always  been  rejected  and 
the  chairman  of  the  Workmen’s  Compensation  Board  has 
very  recently  stated  that  he  would  not  accept  such  a pay- 
ment mechanism.  Nevertheless,  it  is  the  intention  of  the 
MSSNY  Advisory  Committee  representatives  to  repeat 
this  request  when  the  new  negotiations  for  the  July  1, 1977, 
revisions  are  under  way. 
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and  counted  upon  to  ben 
20,000,000  persons,  becan 
day  when  it  was  signed 
dent  Roosevelt  in  the  pr 
those  chiefly  responsible 
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President  Hails  ‘Great 
Instrument  of  Peace/ 
Insists  it  Be  Used 


HISTORIC  LANDMARK 

rating  Gives  Standing 
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those  who  have  died  in  order  that 
we  might  meet  here  in  freedom  and 
safety  to  create  it.’ 

"If  we  seek  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations— we 
shall  be  equally  guilty  of  that  be- 
trayal.” 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
.sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World- 
War,  in  which  he  himself  served, 
seemed  to  give  unconscious  expres- 
sion to  the  solemn  feeling  of  the 
occasion  when,  at  the  outset  of  his 
speech,  he  Interpolated  the  words, 
half  a hope,  half  a prayer: 

"Oh,  what  a great  day  this'  can 
be'in  history!”-  • \ 

Just  before  the  plenary  session 
tho  President  accompanied  the 
eight  United  States  delegates  to 
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WASHINGTON,  Jan.  27, 
1973— “With  the  signing  of 
the  peace  agreement  in 
Paris  today,  and  after  re- 
ceiving a report  from  the 
Secretary  of  the  Army  that 
he  foresees  no  need  for 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumers  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patients  right  to  know  more  about  his 
or  her  prescription  medications.  One 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated. they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone's  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a ‘‘fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framew'ork  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 


oxazepam 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local 
Q pathology;  spasticity  caused 

H //  by  upper  motor  neuron 

N— c disorders;  athetosis; 

stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
months  of  age.  Acute 
narrow  angle  glaucoma; 
may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 


Valium^ 

(diazepam)  ^ 

2-mg,5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Officers 


Medical  Society  of 
the  State  of  New  York 


George  L.  Collins,  Jr.,  M.D.,  Erie 
Ralph  S.  Emerson,  M.D.,  Nassau 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
GEORGE  T.  C.  Way,  M.D.,  Dutchess 
Bernard  J.  Pisani,  M.D.,  New  York 
John  H.  Carter,  M.D.,  Albany 
- Albert  M.  Schwartz,  M.D.,  New  York 
Warren  A.  Lapp,  M.D.,  Kings 
Joseph  F.  Shanaphy,  M.D.,  Richmond 
Richard  D.  Eberle,  M.D.,  Onondaga 


President 

Past-President 

President-Elect 

Vice-President 

Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Councilors 

Term  Expires  1977 

G.  Rehmi  Denton,  M.D.,  Albany 

Albert  H.  Douglas,  M.D.,  Queens* 

Allison  B.  Landolt,  M.D.,  Westchester 
Milton  Rosenberg,  M.D.,  Suffolk 

Term  Expires  1978 

Keith  O.  Guthrie,  Jr.,  M.D.,  New  York 
George  Lim,  M.D.,  Oneida 
Ralph  M.  Schwartz,  M.D.,  Kings 
Charles  D.  Sherman,  Jr.,  M.D.,  Monroe 

Term  Expires  1979 

Charles  N.  Aswad,  M.D.,  Broome 
Sears  E.  Edwards,  M.D.,  Nassau 
Kenneth  H.  Eckhert,  M.D.,  Erie 
Daniel  F.  O’Keeffe,  M.D.,  Warren 

Trustees 

James  M.  Blake,  M.D.,  Schenectady,  Chairman 
Ralph  S.  Emerson,  M.D.,  Nassau 
Walter  Scott  Walls,  M.D.,  Erie 
John  Edward  Lowry,  M.D.,  Queens 
David  Kershner,  M.D.,  Kings 
Lynn  R.  Callin,  M.D.,  Monroe 

I'he  Council  is  composed  of  the  officers,  the  council- 
ors, and  the  chairman  of  the  Board  of  Trustees. 

* Deceased. 


Headquarters 

420  Lakeville  Road,  Lake  Success,  New  York  11040 
Tel.  516-488-6100 

Staff 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 

Edward  Siegel,  M.D. 

Deputy  Executive  Vice-President 

Alfred  A.  Angrist,  M.D.,  Director- 

Division  of  Scientific  Publications  and  Editor  of 
the  New  York  State  Journal  of  Medicine 

Directing  Librarian 

Guy  D.  Beaumont,  Director- 

Division  of  Public  and  Professional  Affairs 

J.  Richard  Burns,  J.D.  General  Counsel 

Morton  N.  Chalef,  Sc.M.,  Director 

Division  of  P.S.R.O. 

Eugene  S.  Dombrowski,  M.B.A.,  Comptroller 

and  Director  of  Business  Division 

George  W.  Forrest,  Jr.,  Director- 

Division  of  Management  Services 

Max  N.  Howard,  M.D.,  Director 

Division  of  Medical  Services 

Bernard  M.  Jackson,  C.L.U.,  Director 

Division  of  Insurance  and  Membership  Benefits 

George  J.  Lawrence,  Jr.,  M.D.,  Director 

Division  of  Scientific  Activities 

Ernest  T.  Mattison,  Director 

Division  of  Research  and  Planning 

Martin  J.  Tracey,  J.D.,  Director- 

Governmental  Relations 

Marion  Lee  Executive  Associate 


1 30  New  York  State  Journal  of  Medicine/September  1977 


Abstracts 


Raine,  C.  S.,  and  Stone,  S.  H.:  Animal  model  for  multiple 
sclerosis;  Chronic  experimental  allergic  encephalomyelitis 
in  inbred  guinea  pigs.  New  Y'ork  State  J.  Med.  77:  16911 
(Sept.)  1977. 

This  short  report  highlights  the  applicability  of  a form 
of  chronic  experimental  allergic  encephalomyelitis  induced 
in  inbred  strain  13  guinea  pigs  to  the  study  of  human 
demyelinating  disease,  multiple  sclerosis.  The  animal 
model  mimics  both  clinically  and  morphologically  the 
picture  seen  in  multiple  sclerosis.  It  is  proposed  that  ex- 
ploration of  immunologic  phenomena  in  this  animal  model 
may  open  new  avenues  in  the  search  for  pathogenetic 
mechanisms  in  multiple  sclerosis. 

Glass,  G.  B.  J.:  Immunology  of  atrophic  gastritis.  New 
York  State  J.  Med.  77:  1697  (Sept.)  1977. 

Atrophic  gastritis  in  some  of  its  forms  is  caused  immu- 
nologically.  The  degree  of  participation  of  humoral  and 
cellular  mechanisms  of  immunity  in  their  pathogenesis 
varies  greatly,  however.  The  presence  of  parietal  cell  an- 
tibodies in  the  serum,  at  times  associated  with  the  lowering 
of  serum  complement,  is  diagnostic  for  chronic  gastritis, 
and  results  from  the  reduction  of  parietal  cell  mass  and 
hydrochloric  acid  output.  The  circulation  in  the  serum  of 
intrinsic  factor  antibodies  is  pathognomonic  for  pernicious 
(or  prepernicious)  anemia,  and  occasionally  of  a severe 
endocrine  disorder,  with  gastric  atrophy.  The  circulating 
gastric  autoantibodies  inhibit  the  maturation  and  prolif- 
eration of  parietal  and  peptic  cells  with  their  hypoplasia 
and  hyposecretion.  A new  chapter  of  therapeutic  appli- 
cations of  this  new  finding  in  treatment  of  gastric  acid 
hypersecretion  and  its  sequellae  is  expected  to  open  in  the 
foreseeable  future. 

Haddad,  A.  H.,  and  Dean,  D.  C.:  Silent  mitral  stenosis; 
with  atrial  fibrillation  detected  by  echocardiography.  New 
York  State  J.  Med.  77:  1709  (Sept.)  1977. 

Two  patients  are  reported  with  symptoms  of  congestive 
heart  failure  and  atrial  fibrillation.  The  first  patient  in 
addition  had  multiple  systemic  emboli.  The  diagnosis  of 
mitral  stenosis  was  first  suggested  by  routine  echocardio- 
gram and  confirmed  by  cardiac  catheterization.  It  is 
suggested  that  all  patients  with  atrial  fibrillation  should 
have  an  echocardiogram  to  rule  out  silent  mitral  steno- 
sis. 

Hassani,  S.  N.:  Ultrasonography  of  acute  medical 

emergency,  New  York  State  J.  Med.  77:  1711  (Sept.) 
1977. 

High-resolution  ultrasonography  is  a noninvasive  simple 
technique  which  may  be  used  in  many  types  of  medical 
emergencies.  Due  to  its  atraumatic  nature,  it  may  often 
be  the  only  diagnostic  tool  available  to  the  physician  caring 
for  the  acutely  ill  patient.  Sonography  of  the  eye  may 
detect  foreign  bodies;  intraocular  bleeding  as  well  as  he- 
matomas in  thyroid  tumors  may  be  quickly  assessed. 


Abnormal  sonography  is  a compliment  for  contrast  aor- 
tography in  the  preoperative  evaluation  of  aortic  aneu- 
rysms, and  in  some  cases  is  the  only  procedure  of  choice. 
The  urologic  tract  also  may  be  studied  safely  and  yield 
excellent  information.  Bleeding  disorders  in  pregnancy 
may  be  pinpointed  with  ultrasound  sparing  the  gravid 
patient  more  hazardous  diagnostic  procedures. 

Deibel,  R.,  Decher,  W.,  and  Armstrong,  G.:  Influenza; 
surveillance  report  for  “swine  flu”  scare  year.  New  York 
State  J.  Med.  77:  1716  (Sept.)  1977. 

The  influenza  epidemic  of  January  to  April,  1976,  ap- 
peared to  be  associated  with  a higher  mortality  rate  than 
any  other  influenza  outbreak  since  1968  to  1969.  Com- 
plications of  the  central  nervous  system  and  cardiovascular 
system  were  more  frequently  observed  in  younger  patients. 
For  202  patients  from  New  York  State,  exclusive  of  New 
York  City,  a virus  resembling  the  A/Victoria  3/75  variant 
was  the  etiologic  strain.  No  evidence  was  obtained  of  re- 
cent infections  with  swine-like  influenza  viruses  although 
serologic  evidence  showed  that  healthy  individuals  over  30 
years  old  are  susceptible  to  swine  influenza  virus.  In  sera 
from  older  individuals,  particularly  those  over  50,  anti- 
bodies to  a swine-like  influenza  virus  were  frequently 
found,  presumably  dating  to  exposure  prior  to  the  mid- 
1930s.  Heterologous  antibody  reactions  were  occasionally 
encountered,  particularly  in  older  patients;  this  fact  must 
be  considered  in  interpreting  the  serologic  results. 

Berry,  E.  P.:  Breast  reconstruction  following  mastecto- 
my, New  York  State  J.  Med.  77:  1725  (Sept.)  1977. 

A top  authority  in  the  field  of  cancer  surgery  recently 
stated,  “There  is  no  longer  any  one  best  treatment  for 
breast  cancer.”  Surgeons  cognizant  of  this  change  of  at- 
titude are  faced  with  a multitude  of  controversial  opera- 
tions and  ideas  for  treatment  of  malignant  and  premalig- 
nant  diseases  of  the  breast.  And,  in  addition  to  these  va- 
cillations, the  cancer  surgeon  must  begin  to  think  in  terms 
of  the  reconstructed  breast  following  radical  mastectomy 
when  and  if  indicated.  Plastic  surgeons  have  for  many 
years  been  interested  in  esthetic  reconstructive  procedures 
of  the  breast,  but  seldom  have  entered  into  the  realm  of 
reconstruction  following  cancer  surgery.  And  now  they, 
too,  are  being  caught  up  with  these  same  changing  thoughts 
in  the  care  of  the  female  patient  following  radical  mastec- 
tomy. And,  finally,  if  reconstructive  procedures  are  to  be 
adopted,  proper  guidelines,  acceptable  to  all  physicians 
involved  in  the  care  and  treatment  of  the  cancer  patient, 
will  have  to  be  defined  to  meet  the  criteria  and  the  needs 
of  cancer  surgery  and  adopt  the  plastic  procedure  to  this 
new  application. 

Samson,  R.  H.,  and  Altman,  S.  F.:  Antibiotic  prophylaxis 
for  minor  lacerations;  controlled  clinical  trial.  New  York 
State  J.  Med.  77: 1728  (Sept.)  1977. 
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The  Doctor  Tom  Dooley  statue 

A committee  of  distinguished  citizens  from  the  St.  Louis 
area  has  been  formed  to  raise  funds  for  the  construction 
of  a statue  in  honor  of  Thomas  A.  Dooley,  M.D.,  a physician 
who  was  well  known  for  his  medical  missionary  work  in 
Southeast  Asia  prior  to  his  untimely  death  in  1961.  Dr. 
Dooley  was  a native  of  the  St.  Louis  area  and  received  his 
medical  training  at  St.  Louis  University  School  of  Medi- 
cine. The  statue  is  to  be  placed  in  a new  national  park 
being  established  in  that  city. 

Contributions  may  be  directed  to:  Mrs.  Lucille  Selsor, 
Chairman,  The  Dr.  Tom  Dooley  Statue  Committee,  1735 
Delmar  Boulevard,  St.  Louis,  Missouri  63103. 

New  public  education  film 
tells  hospitals’  side  of  cost 
and  Federal  Intervention  controversies 

A new  film,  designed  to  present  the  hospital’s  side  of  the 
controversial  issues  surrounding  health  care,  has  been 
produced  for  use  in  public  education  and  inhospital  pro- 
grams. 

The  20  minute,  sound-color  film  entitled  “The  Changing 
World  of  the  Voluntary  Hospital”  shows  the  latest  ad- 
vances in  diagnosis  and  treatment  available  at  most  hos- 
pitals and  relates  these  improvements  plus  “invisible  ser- 
vices,” to  patient  benefits  and  to  the  sharply  rising  oper- 
ational costs  facing  all  hospitals. 

Roswell  Park  study  suggests 
lung  cancer  growing  more  deadly 

Lung  cancer,  presently  a leading  cause  of  cancer  death 
among  men,  may  be  changing  it’s  pattern,  but  not  for  the 
better. 

Doctors  at  Roswell  Park  Memorial  Institute,  the  New 
York  State  Health  Department’s  comprehensive  cancer 
center  in  Buffalo,  N.Y.,  report  that  the  more  deadly  ade- 
nocarcinoma is  emerging  as  the  most  prevalent  type  of  the 
disease  and  fear  that  lung  cancer  mortality  rates  for  women 
will  soon  equal  that  of  men. 

A warning  on  the  suspected  trend  was  contained  in  a 
report  published  in  the  journal  “Cancer,”  and  is  based  on 
a review  of  1,682  lung  cancer  patients  treated  at  the  Insti- 
tute over  a 13-year  period  beginning  in  1962. 

CMSS  to  continue  NAIC 
malpractice  study 

Highly  respected  statistical  studies  of  medical  profes- 
sional liability  claims  by  the  National  Association  of  In- 
surance Commissioners  (NAIC)  will  resume  under  a pro- 
gram of  financial  support  being  coordinated  by  the  Council 
of  Medical  Specialty  Societies  (CMSS).  Funding  will 
occur  principally  through  voluntary  grants  from  CMSS 

Materia!  for  inc  lusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 
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tropics seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 
the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
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important,  one  of  the  safest  antianxiety  agents  available. 
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A controlled  clinical  trial  was  initiated  in  August,  1974, 
to  determine  the  role  of  dicloxacillin  in  the  prophylaxis  of 
infection  in  minor  lacerations  treated  at  the  Bronx  Mu- 
nicipal Hospital  Center.  By  December,  1975,  a total  of 
1,334  patients  were  seen,  with  an  overall  infection  rate  of 
6.67  percent;  this  figure  is  similar  to  that  found  in  other 
studies.  Oral  dicloxacillin  taken  prophylactically  did  not 
alter  significantly  the  infection  rate.  No  case  of  tetanus 
was  encountered;  no  prognostic  factors  could  be  demon- 
strated. It  is  concluded  that  antibiotic  prophylaxis  should 
not  be  used  as  a routine  in  the  treatment  of  minor  lacera- 
tions. 

Mayron,  J.:  Clotrimazole  for  vulvovaginal  candidiasis; 
Report  of  double-blind  study,  New  York  State  J.  Med. 
77:  1732  (Sept.)  1977. 

A double-blind,  non-crossover  comparative  study  was 
undertaken  to  prove  the  efficacy  of  a new  therapeutic  agent 
for  vulvovaginal  candidiasis.  A total  of  65  patients  entered 
the  study.  Forty-nine  patients  (20  treated  with  clotri- 
mazole and  29  with  nystatin)  were  evaluated  for  efficacy. 
Treatment  with  clotrimazole  vaginal  tablets  for  7 days  was 
successful  in  79  percent  of  the  patients  as  compared  with 
a success  rate  of  59  percent  in  the  group  of  patients  treated 
with  nystatin  for  14  days.  The  shorter  duration  of  treat- 
ment with  clotrimazole  was  more  acceptable  to  the  pa- 
tients. 


THE  MEDICAL  SOCIETY 
OF  THE 

STATE  OF  NEW  YORK 

announces  to  its  members 
an  opportunity  to  participate  in  a trip 

to  England,  USSR,  Czechoslovakia,  Poland,  Switzerland 

Sponsored  by  People-to-People  International 


The  22-day  mission  to  Europe  and  the  Soviet  Union  is  endorsed  by  the  U S Department 
it  Stale  and  will  altord  MSSNY  members  a unique  opportunity  to  meet  with  physicians 
and  governmental  medical  leaders  in  these  countries.  Departure  will  be  from  New 
York  City  on  October  22.  1977  via  747.  Applications  will  be  accepted  on  a “first- 
received''  basis  and  only  with  a deposit.  Spouses  are  invited  to  join  this  limited  and 
exclusive  delegation. 

Citie  to  be  visited  include  LONDON,  WARSAW,  PRAGUE,  LENINGRAD  and 
MOSCOW,  and  ZURICH  and  LUCERNE.  The  inclusive  pnce  for  all  services  including 
tips  will  be  $2467  with  departure  from  New  York  City. 

Applications  must  include  the  physician  member's  name,  spouse's  name  if  partici- 
pating, address,  telephone  number  and  a deposit  of  $150  for  each  person.  Send 
Application  to: 

People-to-People  International  Mission 
c/o  Professional  Affairs  Division,  MSSNY 
420  Lakeville  Road 
Lake  Success,  NY  1 1040 


Cardiovascular-disease  mortality  trends 
and  oral  contraceptive  use  in  young  women 

Tabulated  are  the  percentage  of  women  aged  15  to  44 
estimated  to  be  using  oral  contraceptives  1971-72  in  21 
countries.  The  tabulation  shows  the  age-standardized 
mortality  rates  during  those  years  from  nonrheumatic 
heart  disease  and  hypertension,  cerebrovascular  disease, 
and  all  nonrheumatic  cardiovascular  diseases.  The  mor- 
tality trends  in  these  groups  have  been  strongly  associated 
with  changes  in  the  prevalence  of  oral  cont  raceptive  use  in 
each  country.  The  relationship  is  highly  specific  for 
women  of  reproductive  age.  The  relative  risks  of  death 
from  (a)  heart  disease  and  hypertension,  (b)  cerebrovas- 
cular disease,  and  (c)  all  cardiovascular  diseases  for  women 
using  oral  contraceptives  compared  with  nonusers  were 
estimated  to  be  5 to  1,  2 to  1,  and  3 to  1,  respectively. 
These  findings  suggest  that  the  range  of  cardiovascular 
diseases  affected  by  oral  contraceptive  use  and  the  size  of 
associated  risks  may  be  greater  than  previously  recognized. 
Also,  the  increased  risks  may  relate  to  the  new  “lower  dose 
pills  as  well  as  the  ones  with  high  estrogen  content.  Beral, 
V.:  Lancet  2:  1047  (Nov.  13)  1976 
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INTERDISIPLINARY  SYMPOSIUM  ON  JAUNDICE 
PRESENTED  BY  THE  FACULTY  OF 
NEW  YORK  MEDICAL  COLLEGE 
AT  THE  CONCORD  HOTEL. 

October  28,  29  and  30, 1977  (Friday  through  Sunday) 

COURSE:  THIS  TWO-DAY  COURSE  IS  DESIGNED  TO  PROVIDE  A PRACTICAL  APPROACH  TO  PROBLEMS 
IN  THE  PREVENTION,  DIAGNOSIS  AND  MANAGEMENT  OF  JAUNDICE.  IT  DEALS  WITH  PROBLEMS  WHICH 
FACE  EVERY  PHYSICIAN  AND  SURGEON.  IT  INCLUDES  UP  TO  DATE  INFORMATION  ON  THE  VARIOUS 
ASPECTS  OF  SURGICAL  AND  MEDICAL  JAUNDICE. 

CREDITS:  THIS  CONTINUING  MEDICAL  EDUCATIONAL  COURSE  OFFERING  MEETS  THE  CRITERIA  FOR 
NINE  HOURS  OF  CREDIT  IN  CATEGORY  1 FOR  THE  PHYSICIAN'S  RECOGNITION  AWARD  OF  THE 

AMERICAN  MEDICAL  ASSOCIATION. 


FEES:  $90.  REGISTRATION  FEE  PLUS  HOTEL  ACCOMMODATIONS. 

Daily  rates  weekend  (Fri-Sun)  per  person,  2 persons  in  room  Accommodations— Main  Building  Color  TV 


Executive  Twin  Baths 

$58 

Children  as  3rd  or  4th  in  room 

Superior  Clubhouse 

$53 

Under  1 6 years  old 

$30. 

Standard 

$49 

16  or  older 

$35. 

Private  Bath 

$44 

One  day  weekend  stay  additional  to  rate  $1 0 

Single  occupancy— additional 

$20 

And  of  course,  between  or  after  sessions,  all  the  fabled  facilities  of  the  world's  foremost  resort . . . 

Full  American  Plan  • 3 Gourmet  Meals  Daily  • Private  Symposium  Cocktail  Party  • Special  Diets  • Children's  Dining  room 
Entertainment  and  Dancing  Nightly  • All-Star  Show  Nightly  • No  Cover  or  Minimum  • Late  Night  Lounge  Shows  • 
Discotheque  Music  • Little  Club  for  Late  Dining,  Dancing,  Drinking 
Sports  Activities  • 45  Holes  of  Golf  • Indoor  Swimming  • 1 6 Indoor  Tennis  Courts— Open  24  Hours  • 1 4 Outdoor  Courts  • 

1 8-Hole  Miniature  Golf  Course  • Indoor  Ice  Skating  • Riding  Stable  • Masseurs  & Masseuses  • Men's  and  Ladies  Steam 
Rooms,  Saunas,  Health  Club  and  Plunge  • Volley-Ball,  Ping  Pong  • Free  Valet  Car  Parking 
Children's  Program  All  facilities  for  pre-school  to  teens.  • Baby  Sitters  Available  • Day  Camps  for  Youngsters  over  3 Yrs 

FOR  FURTHER  INFORMATION: 

DEPARTMENT  OF  CONTINUING  MEDICAL  EDUCATION  THE  CONCORD  HOTEL 

KIAMESHA  LAKE,  N.Y.  12751  • (914)  794-4000  • Direct  Wire  N.Y.  (212)  244-3500 
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Editorials 


Students  or  employees 

At  the  recent  AMA  Annual  Session  in  San  Fran- 
cisco P.L.  H.R.-2222,  the  Thompson  Bill,  to  amend 
the  National  Labor  Relations  Act  to  “include  interns, 
residents,  and  other  housestaff  physicians  as  pro- 
fessional employees”  was  a major  topic  of  discussion 
and  debate.  Both  sides  of  the  issue  were  thoroughly 
aired.  The  proponents  were  mainly  students,  house 
officers,  and  AMA  officials.  The  opponents  were 
medical  educators,  members  of  faculties,  and  vol- 
untary teachers.  During  the  reference  committee 
hearing,  long  lines  of  those  anxious  to  speak  formed 
behind  each  of  the  microphones.  Those  in  favor  of 
the  bill  argued  for  the  right  of  house  officers  to 
“collective  bargaining.”  They  claimed  that  they 
assumed  this  posture  primarily  on  behalf  of  good 
“patient  care”  and  not  for  financial  reasons  and  in- 
sisted that  unionization  was  not  a consideration. 
The  AMA  officers  strongly  supported  the  house  of- 
ficers while  the  medical  school  deans,  program  di- 
rectors, and  the  voluntary  teachers  were  opposed. 

The  proponents  emphasized  that  house  officers  are 
paid  for  the  actual  services  they  render  and  do  use 
the  facilities  supplied  by  the  hospital.  Like  all  other 
workers  they  receive  fringe  benefits  and  their  in- 
comes are  subject  to  taxation.  Therefore,  they 
concluded,  house  officers  are  both  students  and 
employees. 

Those  of  us  opposed  to  the  bill  argued  that  all  of 
the  duties  performed  by  house  officers  from  the  ad- 
mission of  patients  to  their  discharge  or  death  were 
educational.  The  completion  of  forms,  urine  anal- 
ysis, blood  counts,  intravenous  procedures,  taking 
blood,  helping  a patient  use  a bed  pan,  or  escorting 
the  sick  patient  to  another  department  are  all 
learning  experiences,  “pure  and  simple.”  The 
knowledge  and  expertise  acquired  eventually  helps 
in  private  practice  or  teaching. 

House  officers  are  now  paid  well  and  properly  so, 
for  most  are  married,  have  children,  and  are  not  able 
to  serve  as  in  the  past  while  living  in  a small  room  in 
a staff  house  with  uniforms  and  meals  as  the  only  free 
benefits.  However,  it  is  difficult  for  some  of  us  to 
understand  how  reimbursement  changes  the  status 
of  our  young  colleagues  from  students  to  employees. 
Passage  of  H.R.-2222  may  well  disrupt  the  medical 
education  process. 

Classifying  house  officers  as  employees,  partial  or 
full  time,  and  therefore  covered  by  the  National 
Labor  Relations  Act,  bodes  ill  for  both  patient  care 
and  postgraduate  medical  education.  It  matters 
little  how  well  intentioned  and  idealistic  house  offi- 


cers may  be.  Having  the  right  of  “collective  bar- 
gaining” has  already  lead  to  “unionization”  in  some 
cities  and  the  negotiators  are  labor  union  lawyers  not 
colleagues.  If  this  becomes  accepted  procedure,  the 
program  directors  in  affected  hospitals  will  be  unable 
to  set  standards  or  rules  regarding  assignments  or 
other  duties  without  having  to  clear  them  with  a 
union  delegate. 

Negotiations  will  inevitably  include  daily  working 
hours,  weekend  assignments,  holiday  duty,  overtime 
pay,  work  load,  days  off,  and  so  forth,  and  so  forth. 
The  history  of  labor  negotiations  in  industry  and  the 
recent  experiences  with  organized  interns  and  resi- 
dents in  some  of  our  cities  demonstrate  clearly  that 
salary  increases  and  working  hours  are  the  major 
items  placed  on  the  bargaining  table.  During  recent 
negotiations,  very  few  were  fooled  by  those  who 
claimed  that  limiting  working  hours  would  result  in 
an  improvement  in  patient  care.  Shortages  in 
supplies  and  equipment  and  poor  facilities  not- 
withstanding, a major  contribution  to  good  patient 
care  is  the  kind  and  sympathetic  ministrations  of  a 
physician.  With  outrageous  facilities  and  inade- 
quate supplies  many  of  us  performed  well  under  the 
terribly  adverse  conditions  in  municipal  hospitals 
during  World  War  II,  as  well  as  under  combat  con- 
ditions in  the  European  and  South  Pacific  theaters. 
Working  hours,  salaries,  days  off,  and  working  con- 
ditions were  never  questioned.  The  care  of  the  sick 
and  injured  was  our  only  concern  and  that  is  as  it 
should  be  always. 

All  physicians  deplore  interference  by  third  parties 
in  patient  care.  Unfair  regulations  written  by  the 
uninformed  in  government  plague  all  of  us.  It  is, 
therefore,  inconceivable  that  a few  in  our  profession, 
both  young  and  old,  now  seek  and  encourage  the  in- 
trusion of  labor  lawyers  into  the  medical  profession. 
The  ultimate  weapon  of  all  unions  is  the  strike  and, 
in  my  opinion,  strikes  by  physicians,  no  matter  what 
the  cause  may  be,  are  detrimental  to  patient  care  and 
immoral  in  every  sense  of  the  word.  Self-serving 
actions  have  no  place  on  our  hospital  wards  and  in 
graduate  medical  education. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 

Note:  At  the  Annual  Session  in  San  Francisco,  June 
19,  1977  to  June  23, 1977,  the  House  of  Delegates  of 
the  AMA  approved  a resolution  to  the  effect  that 
house  officers  were  both  students  and  employees.  I 
believe  that  time  will  prove  this  to  be  a terrible  mis- 
take. 
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High  blood  pressure 

Elsewhere  in  this  issue  of  the  New  York  State 
Journal  of  Medicine  is  a summary  abstract  of  the 
Joint  National  Committee  Report  on  Detection, 
Evaluation,  and  Treatment  of  High  Blood  Pressure. 
This  report,  which  attempts  to  set  basic  guidelines 
for  (1)  defining  significantly  elevated  blood  pressure; 

(2)  an  adequate  cost  effective  diagnostic  workup;  and 

(3)  an  approach  to  a simple  step-care  method  of 
treatment  of  hypertension,  has  been  approved  by 
many  major  medical  organizations,  each  of  which  was 
represented  by  a member  on  the  committee.  No 
attempt  has  been  made  to  set  rigid  standards. 

The  guidelines  established  are  believed  to  be  rea- 
sonable and  represent  quality  ^ledical  care.  They 
stress  the  fact  that  hypertension  is  not  a disease  re- 

Legislation  by  “rider” 

Senate  Bill  3972  and  Assembly  5405,  which  was 
introduced  on  March  1,  1977  by  Senator  Lombardi 
and  Assemblyman  Wertz  and  cosponsored  by  As- 
semblymen Frye  and  Tallon,  had  as  its  objective  the 
correction  of  the  shortage  of  cadavers  in  medical 
schools,  particularly  those  Upstate. 

At  the  very  last  moment  an  orthodox  group  added 
a rider  to  the  Bill  which  had  nothing  to  do  with  the 
original  topic  or  purpose.  This  rider,  promoted  by 
Rabbi  Sherer,  dealt  with  an  entirely  different  subject 
and,  in  effect,  would  preclude  a medical  examiner  or 
coroner  in  New  York  State  from  performing  an  au- 
topsy in  any  medicolegal  case  whether  the  death  was 
suspicious,  of  unknown  cause,  or  occurred  in  any 
unique  and  unusual  manner — without  first  obtaining 
the  usual  consent  for  autopsy  examination  from  the 
next  of  kin — or  if  no  nearest  of  kin  existed  nor  was 
available,  then  such  consent  would  be  required  from 
the  appropriate  religious  representative,  that  is,  from 
rabbinical  or  ecclesiastical  authorities.  This 
amendment  would  set  the  entire  medicolegal  system 
back  to  the  days  when  a medical  examiner  or  coroner 
had  to  obtain  permission  for  an  autopsy  by  a court 
order  or  from  a district  attorney.  This  would,  in 
effect,  destroy  the  independence  of  the  medical  ex- 
aminer or  coroner  as  a free  agent  and  as  an  effective 
investigative  authority  in  many  deaths  that  really 
required  autopsy  study  for  elucidation,  clarification, 
and  classification  of  nature  and  mechanism  of  cause 
and  time  of  death. 

This  was  the  status  quo  in  New  York  City  before 
1915,  when  the  scandals,  political  and  otherwise,  that 
developed  at  that  time  led  to  an  investigation  by  the 
Public  Health  Committee  of  the  New  York  Academy 
of  Medicine. 

It  was  that  report  and  their  recommendation  that 
initiated  legislation  in  Albany  that  established  the 
office  of  the  Chief  Medical  Examiner  in  New  York 
City  and  gave  the  medical  examiner  the  full  authority 


quiring  frequent  visits  to  physicians  in  the  majority 
of  cases,  especially  once  blood  pressure  is  controlled, 
and  that  it  need  not  require  hospitalization  for  study 
in  most  cases.  The  stepped-care  method  of  treat- 
ment has  been  found  to  be  acceptable  and  effective 
in  the  majority  of  cases  over  the  past  15  to  20  years 
and  has  stood  the  test  of  time.  It  is  hoped  that  the 
report  guidelines  will  be  useful  for  groups  involved 
in  screening  and  referral  programs  as  well  as  for 
physicians  who  are  concerned  with  the  long  term 
management  of  hypertensive  patients. 

MARVIN  MOSER,  M.D.,  Chairman 
Joint  National  Committee  on  Detection,  Evaluation  and 
Treatment  on  High  Blood  Pressure 
National  Heart,  Lung  and  Blood  Institute 


to  perform  an  autopsy  and  carry  out  a full  investi- 
gation when  he  thought  circumstances  warranted  it 
and,  in  his  opinion  only,  it  seemed  indicated.  This 
advance  in  civil  and  criminal  justice  would  be  effec- 
tively destroyed  and  we  would  revert  to  this  former 
era  of  anarchy  in  law  enforcement  if  the  Bill,  with  this 
rider  attached,  become  law. 

One  should  understand  realistically  that  this  Bill, 
with  the  rider,  was  passed  unanimously  by  the  As- 
sembly and  surely  would  have  been  passed  with  a 
large  majority  by  the  Senate,  and,  further,  Governor 
Carey  had  indicated  that  he  would  sign  such  a Bill. 

Fortunately,  Assemblyman  A.  Wertz  utilized  his 
prerogative  to  recall  the  Bill  inasmuch  as  he  had  in- 
troduced it  originally,  so  that  this  harmful  legislation 
did  not  come  to  a vote  in  the  Senate  and  thus  did  not 
become  the  law  of  the  State  this  year. 

It  should  alert  us  to  the  pragmatic  certainty  that 
an  equivalent  situation  will  prevail  next  year  and  this 
requires  preparation  for  concerted  action  on  the  part 
of  all  concerned  to  forestall  such  a retrogressive 
event. 

Addendum:  This  problem  of  performance  of 

autopsies  in  forensic  cases  is  involving  other  juris- 
dictions. For  instance,  in  the  State  of  Maryland,  on 
February  2,  1977,  the  courts  finally  upheld  the  right 
of  the  medical  examiner  to  perform  an  autopsy  when 
the  cause  of  death  was  suspicious  or  unexplained, 
despite  objections  on  religious  grounds.  A subse- 
quent effort  by  the  Legislature  of  Maryland  to  limit 
the  power  of  medical  examiners  in  cases  where  an 
autopsy  was  clearly  indicated,  on  the  basis  of  religious 
objection,  was  resolved.  This  took  the  form  of  an 
agreement  in  the  form  of  a compromise  solution  that 
requires,  in  cases  of  religious  objection,  that  any  au- 
topsy order  by  a local  or  deputy  medical  examiner 
must  be  reviewed  and  approved  as  appropriate  under 
the  law,  by  the  Chief  Medical  Examiner  before  it  can 
be  performed. 

A. A. A. 
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Anrar  wMC  Scrapbook 
of  Vitamin  Facts  & Fallacies 


A study  conducted  among  elderly  patients 
in  England  showed  that  4 1 % were  deficient 
in  ascorbic  acid  on  admission  to  the  hospital 
Even  among  those  living  at  home  and  well, 
or  not  sufficiently  ill  for  admission,  27%  were 
deficient  in  ascorbic  acid 

Griffiths,  L L Brocklehurst,  J C , MacLean.  R et  al 
Diet  in  Old  Age,  Brit  Med.  J..  1 739.  1966 
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The  loss  of  riboflavin  in 
milk  in  a glass  container 
exposed  to  sunlight  for 
two  hours  may  be  as 
high  as  95%. 


Quick  freezing  of  vegetables 
is  accompanied  by  very 
little  ascorbic  acid  loss 
But  blanching,  washing,  and 
prolonged  standing  at ’room 
temperatures  results  in 
considerable  reduction  in 
Vitamin  C content 


At  least  144  different 
quality  assurance  tests 
are  run  on  the  raw 
materials  and  manufactur- 
ing steps  that  go  into 
Allbee®with  C.  The  Mono- 
gram AHR  on  every 
capsule  is  your  assurance 
that  this  is  the  original  and 
genuine  Allbee®  with  C 
and  notan  imitation 


In  World  War  I a unit  of  1 00  beds  per  division 
in  the  Russian  army  was  set  aside  for 
scurvy  patients  Yet.  only  20  cases  of  scurvy 
were  reported  among  all  American 
troops  in  1917-18 


Available  on  your 
prescription  or 
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information,  FOA  has  classified  the  following  indications  as  possibly  eflec 
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irritable  bowel  syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis.  Final  classification  ol  the  less  than  effective  indications 
reguires  further  investigation 
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Donnatal 
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obstructive  uropathy  (for  example, 
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Animal  Model  for 
Multiple  Sclerosis 

Chronic  experimental  allergic 
encephalomyelitis  in  inbred  guinea 
pigs* 


This  short  report  highlights  the  applicability  of  a 
form  of  chronic  experimental  allergic  enceph- 
alomyelitis induced  in  inbred  strain  13  guinea  pigs 
to  the  study  of  human  demyelinating  disease,  mul- 
tiple sclerosis.  The  animal  model  mimics  both 
clinically  and  morphologically  the  picture  seen  in 
multiple  sclerosis.  It  is  proposed  that  exploration 
of  immunologic  phenomena  in  this  animal  model  may 
open  new  avenues  in  the  search  for  pathogenetic 
mechanisms  in  multiple  sclerosis. 


CEDRIC  S.  RAINE,  Ph.D.,  D.Sc. 

The  Bronx,  New  York 

SANFORD  H.  STONE,  D.Sc. 

Bethesda,  Maryland 

From  the  Departments  of  Pathology  (Neuropathology)  and 
Neuroscience,  Albert  Einstein  College  of  Medicine,  The  Bronx, 
New  York;  and  the  National  Institute  of  Allergy  and  Infectious 
Disease,  National  Institutes  of  Health,  Bethesda,  Maryland 


That  chronic  MS  (multiple  sclerosis),  the  para- 
digm of  the  human  inflammator>  demyelinating 
diseases,  might  involve  an  immunologic  mechanism, 
has  been  postulated  for  many  years.1-9  Whether  this 
putative  mechanism  might  in  itself  be  responsible  for 
CNS  (central  nervous  system)  plaque  development 
and  whether  it  might  be  directed  toward  a brain- 
specific  or  nonbrain-specific  (including  viral)  antigen 
are  still  matters  of  speculation.  To  date,  evidence 
for  or  against  sensitization  against  a specific  antigen, 
including  myelin,  in  MS  is  inconclusive.8,9 

To  approach  questions  raised  in  MS  by  hypotheses 
on  autoimmune  demyelination  and  delayed  hyper- 
sensitivity, the  laboratory  model,  acute  EAE  (ex- 
perimental allergic  encephalomyelitis)  was  devel- 
oped.9 This  CNS  disease  is  induced  in  animals  by 
inoculation  with  an  emulsion  containing  complete 
Freund’s  adjuvant  and  CNS  white  matter  or  purified 
myelin  basic  protein.  The  experimental  protocol  can 
be  manipulated  with  subsequent  alterations  in  the 
disease  pattern.10  Acute  EAE  is  usually  a mono- 
phasic,  short-term,  severe,  and  often  fatal  condition. 
While  it  has  been  acclaimed  the  experimental  analog 
for  MS  on  the  basis  of  morphologic  similarities  to 

* Supported  in  part  by  grant  RG  1001 -A- 1 from  the  National 
Multiple  Sclerosis  Society;  U.S.  Public  Health  Service  grants  NS 
08952,  NS  70265,  and  NS  11920;  a grant  from  the  Kroc  Founda- 
tion; and  a grant  from  the  Alfred  P.  Sloan  Foundation. 


post-rabies  immunization  encephalomyelitis  and 
acute  multiple  sclerosis,  in  many  regards  it  is  not 
ideal.11,12  Typically,  MS  is  a chronic  progressive 
disease  with  relapses  and  remissions.  MS  lesions  are 
grossly  visible  and  histologically  show  gliosis  and  a 
few  inflammatory  cuffs.  Acute  EAE  lesions,  on  the 
other  hand,  are  microscopic  and  highly  inflamma- 
tory. 

It  seems  apparent,  therefore,  that  should  MS  have 
an  immunogenic  basis  and  if  its  elucidation  is  to  be 
approached  by  the  EAE  model,  then  a form  of  EAE 
with  a clinical  course  more  reminiscent  of  MS  than 
acute  EAE  would  be  more  appropriate.  A chronic, 
sometimes  relapsing,  model  of  EAE  has  been  known 
since  1965  but  until  recently  has  not  been  studied 
extensively.13-15  It  is  the  purpose  of  this  commu- 
nication to  present  briefly  the  methodology  involved 
in  the  induction  of  this  disease,  to  enumerate  some 
advantages  it  has  over  other  EAE  models,  and  to 
highlight  its  great  relevance  to  MS  research. 

Material  and  method 

This  form  of  chronic  EAE  depends  on  the  use  of 
juvenile  strain  13  guinea  pigs.  These  animals  are 
given  a single  intracutaneous  inoculation  in  the  nu- 
chal area  in  five  sites  with  0.5  ml.  of  an  emulsion 
containing  0.25  ml.  of  a 50  percent  suspension  of 
isologous  spinal  cord  in  0.25  ml.  complete  Freund’s 
adjuvant  containing  2.5  mg.  of  killed,  dried  Myco- 
bacterium tuberculosis.  Complete  details  are  pre- 
sented elsewhere.13-15 

About  8 to  12  weeks  postinoculation,  after  a long, 
asymptomatic  latent  period,  sensitized  animals  de- 
velop neurologic  signs  consisting  of  incontinence, 
weakness,  and  paraparesis  sometimes  progressing  to 
quadriparesis.  These  signs  frequently  remit  to  a 
large  degree.  Animals  with  this  chronic  EAE  have 
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FIGURE  1.  Chronic  experimental  allergic  encephalomyelitis.  (A)  Eighteen  weeks  postsensitization,  four  weeks  after  onset 
of  clinical  signs.  Montage  of  typical,  chronically  demyelinated  lesion  occurs  at  subpial  margin  of  spinal  cord.  Lesion  about 
1 mm.  in  extent;  shows  innun ierable  chronically  demyelinated  pale  staining  axons  (arrows)  separated  by  glial  scar  tissue 
and  macrophages  containing  myelin  debris.  Fibrotic  changes  around  blood  vessels  (V)  and  adherent  meningeal  infiltrates 
(M)  also  seen.  Normally  myelinated  axons  present  in  adjacent,  relatively  unaffected  CNS  tissue  lower  left  and  right  (original 
magnification  X 350).  (B)  Fourteen  weeks  postsensitization,  relapsing  neurologic  signs  tor  four  weeks.  Large,  chronically 
demyelinated  plaque  lies  at  periphery  of  spinal  cord.  Pial  surface  of  spinal  cord  (large  arrows)  covered  by  extensive  in- 
flammatory component  in  leptomeninges  on  right.  Within  plaques,  in  addition  to  many  naked,  pale-staining  axons  (small 
arrows)  note  intense,  recent  inflammation  around  many  blood  vessels  (V)  within  plaque.  Normally  myelinated  axons  can 
be  seen  in  upper  left  and  lower  right  (original  magnification  X 160).  (Toluidine  Blue-Stained,  One-Micron  Epon  Sections) 
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been  maintained  for  two  to  three  years  postinocula- 
tion, and  relapses  are  not  uncommon.  Morpholog- 
ically, the  CNS  of  these  animals  sampled  during  the 
first  eight  weeks  (latent  period),  show  signs  of  acute 
inflammation  and  demyelination,  a pathologic  ex- 
perience lacking  a clinical  correlate.14  By  the  time 
overt  clinical  disease  develops,  the  CNS  shows  both 
recent  and  old  lesions,  the  latter  morphologically  and 
topographically  comparable  to  MS  plaques  in  man 
(Fig.  1A).  Animals  maintained  for  longer  periods 
show  a wide  spectrum  of  lesion  development  con- 
sistent with  the  coexistence  of  recent  and  long- 
standing disease.  Where  clinical  relapses  are  clearly 
documented,  chronically  demyelinated  lesions  con- 
taining active  inflammation  can  be  found  (Fig.  IB). 
Sometimes,  the  CNS  of  long-term  animals  also  con- 
tains Schwann  cells  and  peripheral  nervous  system 
myelin,  features  also  seen  in  MS.16 

The  present  form  of  chronic  EAE  in  juvenile  strain 
13  guinea  pigs  has  been  found  by  our  previous  and 
ongoing  studies  to  possess  the  following  features, 
some  of  which  overlap  with  some  theories  on  MS  and 
which  render  it  highly  applicable  to  the  study  of 
pathologic  and  immunologic  phenomena  in  this 
human  disease. 

1.  It  is  age  dependent;  sensitization  of  juveniles  pro- 
duces chronic  EAE,  while  sensitization  of  adults  pro- 
duces acute,  fatal  EAE.910 

2.  It  is  strain  dependent;  the  susceptibility  appears 
to  be  genetically  determined.  Sensitization  of  other 
strains,  inbred  or  outbred,  yields  less  reproducible  re- 
sults.17 

3.  Only  a single  sensitization  to  CNS  tissue  is  re- 
quired.13 

4.  It  has  a long,  8 to  12-week,  latent  period  before 
clinical  onset.13’14 

5.  The  disease  course  is  protracted  and  progressive. 

6.  Clinical  and  morphologic  evidence  of  episodic 
disease  activity  occurs.  Some  episodes  are  not  detect- 
able clinically.15 

7.  Demyelinated  plaques  are  large  and  of  different 
ages.14 

8.  Reparatory  events  are  seen,  namely  remyelina- 
tion.1415 

9.  The  use  of  an  inbred  strain  offers  much  beside 
homogeneity  in  the  examination  of  histocompatibility 
and  cell-mediated  immunity,  for  example,  using  adop- 
tive transfer  techniques.18-19 

10.  The  prolonged  disease  course  lends  itself  to 
therapeutic  trials.20 

11.  Because  the  model  involves  guinea  pigs,  the  ani- 
mals of  choice  for  experiments  on  delayed  hypersensi- 
tivity, it  is  most  appropriate  for  in  vivo  and  in  vitro 
(lymphocyte)  studies.21 

12.  Sensitization  in  the  nuchal  area  does  not  inter- 
fere with  the  clinical  evaluation  of  limb  activity,  a haz- 
ard indigenous  to  the  evaluation  of  animals  which  have 
been  sensitized  in  the  footpads. 

Although  inappropriate  at  this  moment  to  claim 
that  the  progressive,  recurrent  disease  activity  in  our 
model  truly  simulates  the  situation  in  MS,  it  proba- 
bly approximates  more  closely  the  human  disease 


than  any  other  model  currently  available.  We  feel 
that  if  immunogenetic  factors  are  indeed  operative 
in  MS,  and  if  the  disease  can  be  ameliorated  by  im- 
munologic manipulation,  then  these  parameters  can 
be  more  extensively  explored  utilizing  our  model  of 
chronic  EAE. 

Conclusion 

In  conclusion,  chronic  EAE  in  strain  13  guinea  pigs 
offers  a reproducible  model  for  the  study  of  clinical, 
pathologic,  immunologic,  and  therapeutic  phenom- 
ena in  multiple  sclerosis.  The  ability  to  maintain 
chronically  afflicted  animals  up  to  two  or  three  years 
postinoculation  offers  an  enormous  advantage.  For 
the  reasons  listed,  the  model  comes  closer  than  any 
other  to  the  situation  in  MS.  Strain  13  guinea  pigs 
are  available  from  a number  of  commercial  sources. 
They  are  bred  at  many  research  centers  in  the  United 
States  and  abroad,  as  well  as  at  the  National  Insti- 
tutes of  Health. 
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I say  the  bullet  must  come  out.  But  of  course,  if  you  must  get  a second  opinion. . . .” 


Immunology  of 
Atrophic  Gastritis* 


Atrophic  gastritis  in  some  of  its  forms  is  caused  im- 
munologically.  The  degree  of  participation  of  hu- 
moral and  cellular  mechanisms  of  immunity  in  their 
pathogenesis  varies  greatly,  however.  The  presence 
of  parietal  cell  antibodies  in  the  serum,  at  times  as- 
sociated with  the  lowering  of  serum  complement,  is 
diagnostic  for  chronic  gastritis,  and  results  from  the 
reduction  of  parietal  cell  mass  and  hydrochloric  acid 
output.  The  circulation  in  the  serum  of  intrinsic 
factor  antibodies  is  pathognomonic  for  pernicious  (or 
prepernicious)  anemia,  and  occasionally  of  a severe 
endocrine  disorder,  with  gastric  atrophy.  The  cir- 
culating gastric  autoantibodies  inhibit  the  matura- 
tion and  proliferation  of  parietal  and  peptic  cells 
with  their  hypoplasia  and  hyposecretion.  A new 
chapter  of  therapeutic  applications  of  this  new 
finding  in  treatment  of  gastric  acid  hypersecretion 
and  its  sequellae  is  expected  to  open  in  the  foresee- 
able future. 


GEORGE  B.  JERZY  GLASS,  M.D. 

New  York  City 
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The  pathologic  importance  of  atrophic  gastritis 
consists  in  its  being  a forerunner  and/or  associate  of 
at  least  four  important  pathologic  conditions:  gas- 
tric ulcer,  gastric  polyps,  gastric  cancer,  and  perni- 
cious anemia.  Atrophic  gastritis  is  also  frequently 
present  in  iron-deficiency  anemia  and  in  various 
endocrinologic  disorders,  such  as  diabetes  mellitus, 
adrenal  insufficiency,  and  hypothyroidism.  This 
underlying  pathologic  factor  is  also  the  main  cause 
of  gastric  hypoacidity  and  anacidity  in  man. 

Chronic  atrophic  gastritis  is  now  construed  as  a 
chronic  process,  which  usually  starts  as  superficial 
gastritis,  as  seen  in  Figure  1A,  infiltrates  gastric 
mucosa  with  lymphocytes  and  plasma  cells,  and  by 
extension  into  lamina  propria  affects  the  glandular 
structures  of  the  stomach.  At  this  stage,  it  is  called 
early  atrophic  gastritis.  Autoimmune  mechanisms 
may  participate  in  its  natural  history,  and  the  disease 
may  either  recede  back  to  normal,  remain  stationary, 
or  progress  to  moderate  or  advanced  atrophic  gas- 
tritis (Fig.  IB).  The  end  stage  of  atrophic  gastritis, 
gastric  atrophy,  is  the  burned-out  sequela  of  this 
process  which  is  usually  associated  with  pyloric  or 
intestinal  metaplasia  (Fig.  1C).  Other  forms  of 
atrophic  gastritis,  such  as  antral  gastritis  of  alcoholics 
or  fundic  gastritis  after  partial  gastrectomy,  are 
usually  not  immunologically  conditioned. 

Several  reviews  on  the  subject  of  chronic  gastritis 
have  been  published,1-10  and  some  of  them  have 
touched  on  the  immunology  of  this  disease.7-10  The 
recent  progress  in  this  area  justifies  a new  review  of 
the  subject.  This  brief  article  also  summarizes  the 
contributions  of  our  laboratory  in  this  area. 

Presented,  in  part,  at  the  170th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  General  Ses- 
sions, Joint  Meeting  of  the  Section  on  Gastroenterology  and  Colon 
and  Rectal  Surgery;  Section  on  Internal  Medicine;  New  York  State 
Society  of  Internal  Medicine,  Wednesday,  November  10, 1976. 

* This  work  was  supported  by  Grant-in-Aid  AM  00068-18 
through  24  from  the  National  Institute  of  Arthritis  and  Metabolic 
and  Digestive  Diseases,  The  National  Institutes  of  Health,  Public 
Health  Service. 


Cellular  hypersensitivity  in  atrophic  gastritis 

In  the  production  of  some  of  the  forms  of  atrophic 
gastritis  in  man,  cellular  hypersensitivity  may  play 
an  important  role.  It  is  probable  that  B-  and  T- 
lymphocytes  and  plasma  cells  infiltrating  gastric 
mucosa,  produce  and  carry  antibodies  that  may 
contribute  to  the  impairment  of  the  growth  and 
function  of  parietal  and  peptic  cells. 

Brus  etal.11  used  direct  fluorescent  Coons’  test 
with  labeled  anti-immunoglobulin  A and  anti-im- 
munoglobulin  G sera  on  gastric  biopsies  for  detection 
of  immunoglobulins  in  lymphocytes  and  plasma  cells 
infiltrating  gastric  mucosae.  Under  normal  condi- 
tions, their  content  is  very  small,  as  seen  in  Figure  2A, 
but  in  atrophic  gastritis  the  number  of  immuno- 
globulin A-containing  cells  was  found  to  be  markedly 
increased  (Fig.  2B).  In  pernicious  anemia,  also,  a 
marked  increase  of  immunoglobulin  G-containing 
cells  was  found  by  other  investigators.12  A large 
proportion  of  these  cells  carry  gastric  autoantibodies 
to  gastric  mucosa  in  man. 

The  derangements  of  cellular  immunity  in 
atrophic  gastritis  have  been  indeed  demonstrated  by 
various  investigators,  who  mainly  used  two  important 
techniques,  such  as  the  macrophages  migration  in- 
hibition test,13-18  lately  in  its  sensitized  modification 
on  agarose,19-21  and  the  lymphocytes  blast  trans- 
formation test.22’23  The  yield  of  these  tests  has  been 
considerable  in  cases  of  gastric  atrophic  lesions  due 
to  pernicious  anemia,  especially  when  more  or  less 
purified  intrinsic  factor  preparations  were  used  as 
antigen.  Here,  the  incidence  of  positive  test  results 
was  reaching  70  to  80  percent.13-17’21-23  However, 
the  yield  of  positive  test  reactions  with  these  two  tests 
in  cases  of  nonpernicious  anemia  and  atrophic  gas- 
tritis, especially  when  rather  crude  mucosal  extracts 
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from  the  fundus  or  antrum  of  the  stomach  were  used 
as  antigens,  was  rather  low,  0 to  20  percent.21’24-26 
More  recently,  Ito,  Pitchumoni,  and  Glass27  have 
applied  a modified  skin-window  technique  of  Black 
and  Leis28  to  the  study  of  gastric  cellular  hypersen- 
sitivity reaction  in  57  patients  with  gastric  disorders. 
This  reaction  is  read  in  the  exudate  collected  from 
the  abraded  skin  of  the  forearm  of  the  patient  with 
chronic  gastritis,  to  which  a cryostat  frozen  section 
of  the  autologous  gastric  biopsy  of  the  same  patient 
is  applied  for  24  to  28  hours.  Although  the  normal 
response,  shown  in  Figure  3A,  consists  of  a mono- 
layered sheet  of  polynuclear  or  histiocytic  cells  and 
macrophages  in  a compact-like  arrangement,  an 
abnormal  cellular  pattern  was  obtained  in  25  percent 
of  patients  with  atrophic  gastritis  at  various  stages 
of  disease.  This  consists  of  sheets  or  aggregate 
groupings  of  lymphoid  cells  with  basophilic  cyto- 
plasm, as  shown  in  Figure  3B.  The  incidence  of  the 
positive  hypersensitivity  reaction  obtained  by  the 
skin-window  technique  is  by  far  higher  than  that 
obtained  by  other  authors  who  used  other  skin  tests 
in  atrophic  gastritis.26,29  The  further  advantage  of 
the  skin-window  test  over  the  other  skin  tests  is  that 
it  uses  autologous  tissue  and  thus  avoids  viral  infec- 
tions, and  its  yield  corresponds  to  that  obtained  by 
the  in  vitro  tests  mentioned  here. 


FIGURE  1.  (A)  Superficial  gastritis  with  early  atrophy;  fun- 

dus. (B)  Advanced  atrophic  gastritis  without  intestinal 
metaplasia;  fundus.  (C)  Gastric  atrophy  with  intestinal 
metaplasia;  fundus.  (Hematoxylin  and  Eosin,  PAS,  and  Au- 
rantia  Stains,  original  magnification  X 100)9 


Humoral  immunity  in  atrophic  gastritis 

In  the  complex  entity  of  atrophic  gastritis  in  man, 
both  the  cellular  and  humoral  mechanisms  of  im- 
munity combine  together  and  seem  to  interact  jointly 
in  production  and  maintenance  of  this  disorder.  The 
information  available  on  humoral  derangements  of 
immunity  in  atrophic  gastritis  is  by  far  more  exten- 
sive, however,  than  that  on  cellular  immunity  dis- 
orders in  this  disease.  This  deals  with  the  occurrence 
and  the  presumptive  role  of  circulating  gastric  au- 
toantibodies in  atrophic  gastritis. 

The  first  of  the  circulating  gastric  autoantibodies 
discovered  in  patients  with  pernicious  anemia  were 
the  IFA  (intrinsic  factor  antibodies)  described  some 
20  years  ago  by  Taylor30  and  Schwartz.31  IFA  are  of 
two  types:  ( 1 ) blocking  IF  A which  prevent  binding 
of  B 12  to  IF  (intrinsic  factor),32  the  incidence  of  which 
in  pernicious  anemia  patients  ranges  from  about  65 
to  75  percent.33  These  antibodies  are  present  almost 
exclusively  in  pernicious  anemia  sera.  Yet  they  are 
found  also  in  gastric  cancer,  that  develops  in  some  8 
to  10  percent  of  pernicious  anemia  patients,  and  in 
some  endocrine  disorders,  such  as  adrenal  insuffi- 
ciency, Hashimoto  struma,  or  hypothyroidism33;  (2) 
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gastritis  without  intestinal  metaplasia.  Lamina  propria  loaded 
A.  (Direct  Coons’  test,  original  magnification  X 375)11 


binding  or  complex-binding  IFA,  which  bind  to  IF 
itself  or  to  IF-vitamin  B12  complex,  and  are  present 
roughly  in  one  third  of  the  cases  of  pernicious  ane- 
mia.32,34 Both  these  IFA  are  secreted  into  the 
stomach  and  saliva  where  they  bind  to  IF  and,  after 
being  passed  into  the  small  intestine,  reduce  the 
absorption  of  B12  in  the  terminal  ileum. 

With  Elizabeth  Jacob,  M.D.,  we  became  interested 


FIGURE  2.  (A)  Normal  gastric  mucosa.  Fluorescence  of 

immunoglobulin  A present  in  cytoplasm  of  a few  mono- 
nuclear cells  scattered  in  lamina  propria.  (B)  Atrophic 
with  diffusely  dispersed  round  cells  containing  immunoglobulin 


in  exploring  whether  or  not  the  circulating  IFA  also 
bind  directly  to  the  IF  at  the  site  of  its  production, 
that  is,  in  the  parietal  cell  of  man.35  Indeed,  as 
shown  in  Figure  4A,  the  fluorescein-labeled  anti- 
gen-antibody complex  does  form  under  the  mem- 
brane of  the  parietal  cell  in  the  indirect  Coons’  test. 
This  occurs  if  the  IFA-containing  immunoglobulin 
G,  separated  by  column  chromatography  from  per- 


FIGURE  3.  Exudate  from  skin  window.  (A)  Normal  pattern  of  histiocytic  and  polynuclear  cells  in  monolayered  sheets  and 
macrophages  in  compact-like  arrangement.  (B)  Abnormal  cellular  pattern  consisting  of  sheets  and  aggregate  groupings 
of  lymphoid  cells,  many  with  basophilic  cytoplasm.  (Wright  Stain) 
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FIGURE  4.  Human  gastric  mucosa  showing  fluorescence. 
(A)  Under  membrane  of  parietal  cells  on  incubation  with  IFA, 
isolated  from  pernicious  anemia  serum,  and  fluoresceinated 
antihuman  immunoglobulin  G.  (B)  Of  entire  parietal  cell  and 
clumping  of  cytoplasm  on  incubation  with  IFA  isolated  from 
pernicious  anemia  serum,  normal  complement-containing 
serum,  and  fluoresceinated  antihuman  complement  (C3) 
serum.35  (C)  Parietal  cells  in  normal  human  gastric  mucosa 
in  indirect  Coons’  test  after  exposure  to  parietal  cell  anti- 
body-containing serum  of  patient  with  advanced  atrophic 
gastritis  and  fluorescein-labeled  antihuman  globulin. 
(Original  magnification  X 320) 


nicious  anemia  serum,  is  added  together  with  fluo- 
rescein-labeled antihuman  immunoglobulin  G serum 
to  normal  human  gastric  mucosa.35  This  IF-IFA 
complex  also  fixes  complement,  as  is  shown  in  Figure 
4B,  if  a fluorescein-labeled  anticomplement  C3 
serum,  an  anti-IF  globulin  and  normal  comple- 
ment-containing serum,  are  added  to  normal  human 
gastric  mucosa.35 

Another  important  gastric  autoantibody  in  the 
serum  of  patients  with  atrophic  gastritis  is  the  PCA 
(parietal  cell  antibody)  directed  against  parietal  cells’ 
microsomal  antigen.  This  was  first  described  by 
Irvine  et  al.36  and  by  Taylor  et  al.37  It  can  be  dem- 
onstrated best  by  the  indirect  Coons’  immunofluo- 
rescent  test  when  normal  human  gastric  mucosa  is 


1700  New  York  State  Journal  of  Medicine/September  1977 
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FIGURE  5.  Serum  complement  and  parietal  cell  antibody 
in  52  individuals.  Figures  in  small  boxes  represent  numbers 
of  cases  studied  in  each  group.39 


exposed  to  serum  containing  this  antibody  and  to 
fluorescein-labeled  antihuman  globulin  (Fig.  4C) 
38 
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PCA  is  organ  specific,  but  not  species  specific,  as 
shown  by  its  reactivity  with  parietal  cell  microsomal 
antigens  of  other  animal  species,  such  as  cat  or  rat, 
and  it  fixes  complement.  This  was  clearly  demon- 
strated in  our  laboratory  by  immunofluorescence  of 
the  parietal  cell  when  fluorescein-labeled  anti-C3 
complement  globulin  was  used  in  the  indirect  Coons’ 
test  instead  of  the  fluorescein-labeled  anti-immu- 
noglobulin  G globulin  together  with  PCA-containing 
serum  on  normal  gastric  mucosa.39  The  destructive 
effect  of  this  immune  complex  on  parietal  cell  cyto- 
plasm was  evident  from  the  clumpy  appearance  of 
the  cytoplasm  of  these  cells.39 

Since  both  IF  A and  PCA  are  complement-fixing, 
we  sought  for  indirect  evidence  that  the  tissue  fixa- 
tion of  complement  in  the  stomach  really  occurs  in 
vivo  in  patients  with  atrophic  gastritis  and  circulating 
gastric  autoantibodies.  Indeed,  a decrease  of  com- 
plement level  in  the  serum  was  found  in  our  labora- 
tory in  about  one  fourth  of  patients  with  advanced 
atrophic  gastritis,  and  in  one  third  of  pernicious 
anemia  patients  with  circulating  gastric  autoanti- 
bodies using  the  sensitized  sheep-cells  assay  (Fig. 
5).40 

This  indirectly  suggests  that  immune  complexes 
may  form  in  vivo  in  parietal  cells  of  patients  with 
atrophic  gastritis  between  the  parietal  cell  antigen, 


FIGURE  6.  (A)  Incidence  of  parietal  cell  antibodies  in  74 

cases  of  atrophic  and  superficial  gastritis  proved  by  biopsy. 
(B)  Incidence  of  parietal  cell  antibodies  in  25  cases  of  atrophic 
gastritis  with  intestinal  metaplasia.40 

the  PCA,  and  the  complement,  and  in  pernicious 
anemia  patients  also  between  the  complement,  in- 
trinsic factor,  and  the  IFA.41  However,  a direct  ev- 
idence for  the  formation  of  these  immune  complexes 
in  vivo  in  parietal  cells  of  human  beings  with  atrophic 
gastritis  could  not  be  obtained,  and  therefore  the 
clinical  significance  of  this  finding  cannot  as  yet  be 
determined.42 

The  incidence  of  PCA  in  serum  is  different  in 
various  forms  of  atrophic  gastritis.33  In  our  labora- 
tory,40 it  was  highest  in  patients  with  pernicious 
anemia,  where  it  exceeded  77  percent;  it  was  lowest 
(3  percent)  in  atrophic  gastritis  after  subtotal  gas- 
trectomy, which  disease  is  not  immunologically 
conditioned;  it  was  intermediate  in  idiopathic 
atrophic  gastritis,  histamine-fast  anacidity,  and 
gastric  cancer  (Fig.  6A).  In  our  patients,  all  with 
intestinal  metaplasia,  the  incidence  of  PCA  followed 
a similar  pattern  as  the  one  noted  here,  despite 
identical  morphologic  background  (Fig.  6B).  The 
highest  incidence  of  PCA  was  again  in  pernicious 
anemia,  the  lowest  after  subtotal  gastrectomy,  and 
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FIGURE  7.  Three-hours’  hydrochloric  acid  output.  (A)  In 
rats  treated  intravenously  daily  for  six  and  eight  weeks  with 
normal  human  immunoglobulin  G and  that  containing  parietal 
cell  antibody  as  compared  with  rats  prior  to  treatment  or 
controls  injected  with  saline.45  (B)  Per  kilogram  weight 
before  and  during  eight  weeks  of  treatment  with  saline, 
normal  immunoglobulin  G (IgG-N),  and  PCA-containing  im- 
munoglobulin G (IgG-PCA)  (means  with  standard  error).50 


intermediate  (36  percent)  in  idiopathic  atrophic 
gastritis. 

Effects  of  circulating  gastric  autoantibodies 

Parietal  and  peptic  cell  masses  and  secretion 
of  hydrochloric  acid,  pepsin,  and  intrinsic  factor. 

Some  authors43’44  including  ourselves,7’45’46  in  op- 
position to  others,47  49  have  maintained  that  gastric 
autoantihodies  participate  actively  in  the  natural 
history  of  gastric  atrophic  lesions  and  that  they 
represent  an  important  agent  in  the  dynamic  evolu- 
tion of  this  disease  toward  mucosal  atrophy.  Much 
of  the  direct  evidence  to  this  effect  is  derived  from  the 
work  of  our  laboratory  in  which,  with  Tanaka45  and 
Inada,46  we  studied,  in  rats,  the  effects  of  circulating 
PCA  and  IFA  in  vivo  on  the  mass  and  secretory 
outputs  of  parietal  and  peptic  cells  of  the  stomach. 
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FIGURE  8.  Effect  on  gastric  secretion  of  hydrochloric  acid, 
pepsin,  and  IF  of  daily  administration  to  rats  for  12  weeks  of 
rabbit  immunoglobulin  G.  (A)  Containing  antibodies  to  human 
and  rat  intrinsic  factor  (means  of  eight  rats).  (B)  From  normal 
animals  (means  of  four  rats).46 


We  have  injected,  intravenously,  daily  for  6 to  12 
weeks  several  groups  of  rats,  totaling  about  200  ani- 
mals, 3 to  4 mg.  of  immunoglobulin  G,  separated  on 
diethylaminoethyl  cellulose  columns  from  various 
sources.45-46  These  included  sera  of  patients  with 
atrophic  gastric  lesions  having  circulating  PCA,  sera 
of  patients  with  pernicious  anemia  having  circulating 
IFA  and  PCA,  sera  of  rabbits  immunized  with  human 
or  rat  semipurified  IF  and  having  circulating  IFA  to 
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FIGURE  9.  Parietal  cell  and  peptic  cell  masses  in  rats  in- 
jected daily  for  12  weeks  with  immunoglobulin  G of  various 
sources  (means  of  8 rats  with  standard  error).  Difference 
between  control  rats  injected  with  normal  human  immuno- 
globulin G and  those  injected  with  PCA  containing  immuno- 
globulin G significant  for  parietal  cells  only  (P  < 0.05);  that 
for  rats  injected  with  PCA  and  antihuman  intrinsic  factor  an- 
tibodies significant  for  both  parietal  and  peptic  cells  (P  < 
0.05).  Difference  between  control  rats  injected  with  normal 
rabbit  immunoglobulin  G and  those  injected  with  rabbit  anti-rat 
IF  antibodies  containing  immunoglobulin  G significant  both 
for  peptic  cells  (P  < 0.02)  and  parietal  cells  (P  < 0.05).46 


human  or  rat  IF,  and  sera  of  normal  human  beings 
and  rabbits  used  as  controls. 

As  shown  in  Figure  7A,  rats  injected  with  immu- 
noglobulin G containing  PCA  showed  a striking  and 
statistically  significant  reduction  of  hydrochloric  acid 
output,  as  compared  with  controls,  after  six  weeks, 
and  still  more  after  eight  weeks  of  daily  injections  of 
antibodies.  This  reduction  was  statistically  signif- 
icant, especially  after  eight  weeks  of  daily  injections 
and  also  if  calculated  per  kilogram  of  weight  (Fig. 
7B). 45,50 

In  the  second  series  of  experiments,  we  studied  the 
effect  of  circulating  IFA  on  the  secretion  of  IF  and 
pepsin  in  the  rat,46  in  whom  both  pepsin  and  IF  are 
known  to  be  produced  in  peptic  cells,  as  demon- 
strated first  by  Hoedemaeker  et  al.51  As  shown  in 
Figure  7B,  a striking  reduction  of  pepsin  and  intrinsic 
factor  outputs  in  rats  occurred  following  8 to  12  weeks 
of  daily  intravenous  administration  of  rabbit  im- 
munoglobulin G,  containing  antibodies  to  human  and 
rat  intrinsic  factor.46  However,  the  hydrochloric  acid 
output  was  not  changed,  since  no  PCA  was  inject- 
ed. 

Figure  8A,  for  comparison,  shows  the  effects  of 
daily  administration  of  rabbit  normal  immunoglob- 
ulin G for  the  same  length  of  time.  The  outputs  of 
all  secretory  components  in  these  control  experi- 
ments show  an  upward  trend,  due  to  progressive  in- 
crease in  weight  of  the  animals. 

The  effect  of  gastric  autoantibodies,  contained  in 
human  and  rabbit  immunoglobulin  G,  on  parietal 


and  peptic  cell  masses  is  shown  in  Figure  8B.  Al- 
though in  normal  controls  the  total  mass  of  parietal 
and  peptic  cells  was  110  to  130  million,  in  rats  in- 
jected for  12  weeks  with  antibodies  to  parietal  or 
peptic  cells,  the  mean  masses  of  these  cells  became 
reduced  to  70  to  90  million,  or  by  about  one  third  on 
the  average.45 

This  reduction  also  has  been  reflected  in  the  de- 
crease of  mucosal  thickness  of  gastric  mucosa,  which 
was  statistically  significant.45  Even  though  control 
rats  of  the  same  weight,  injected  for  12  weeks  daily 
with  saline  or  normal  human  or  rabbit  immuno- 
globulin G,  had  mucosal  thickness  of  400  to  450  mi- 
crons, rats  injected  with  immunoglobulins  containing 
PCA,  IFA,  or  both  showed  a statistically  significant 
reduction  of  mucosal  thickness  of  from  280  to  320 
microns.  This  reduced  mucosal  thickness  is  clearly 
illustrated  in  Figure  9 after  eight  weeks  of  daily  in- 
travenous administration  of  immunoglobulin  G- 
containing  PCA  to  rats,  as  compared  with  various 
controls.45 

Cellular  maturation  and  proliferation  of  pa- 
rietal and  peptic  cells.  The  remarkable  feature  of 
the  hypoplastic  mucosae  of  rats  injected  with  gastric 
autoantibodies  was  the  absence  of  any  inflammatory 
reaction  and  the  lack  of  any  cytotoxic  damage  to 
parietal  or  peptic  cells  (Fig.  10).  This  attests  to  the 
absence  of  cellular  hypersensitivity  reaction  under 
the  condition  of  these  experiments.  Furthermore, 
the  reduction  of  the  parietal  cell  mass  in  the  gastric 
mucosae  was  detectable  only  in  rats  injected  with 
antibodies  for  more  than  six  weeks,  but  not  be- 
fore.45,46 This  length  of  time  corresponds  in  small 
rodents  to  two  half-life  times  of  parietal  cells.52 
Therefore,  it  occurred  to  us  that  the  reduction  of  the 
cellular  mass  and  gastric  mucosal  hypoplasia  in  an- 
imals treated  with  the  circulating  gastric  autoanti- 
bodies could  be  due  not  to  cytotoxicity  but  to  the 
inhibition  by  these  antibodies  of  the  maturation  and 
proliferation  of  parietal  and  peptic  cells.  The  work 
by  Lopes,  Ito,  and  Glass  was  undertaken  on  rats  to 
verify  this  hypothesis.  The  preliminary  findings 
have  been  published  in  the  abstract  form  and  pre- 
sented at  the  meetings,53,54  and  the  original  report 
has  been  submitted  for  publication.55- 

Sixty  rats  were  divided  in  four  groups  and  injected 
six  days  a week  for  the  duration  of  eight  weeks  daily 
with  2-mg.  doses  of  immunoglobulin  G containing 
human  antibodies  to  parietal  cells  or  rabbit  anti- 
bodies to  IF.  The  rats  injected  with  immunoglobulin 
G,  processed  from  normal  human  and  rabbit  sera, 
served  as  controls.  Thirty-six  rats  of  the  four  groups 
were  injected  at  the  end  of  the  study  with  five  daily 
pulses  of  0.7  microcuries  of  tritiated  methylthymi- 
dine.  Thereafter,  rats  were  killed  from  2 hours  to  30 
days  after  the  last  thymidine  pulse.  Representative 
strips  of  gastric  mucosae  were  processed  for  ra- 
dioautography by  the  technique  of  Deschner  and 
Lipkin,56  and  developed  for  up  to  30  days.  Labeled 
and  unlabeled  parietal  and  peptic  cells  in  each  of 
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these  many  slides  were  counted  in  a number  ade- 
quate for  statistical  evaluation. 

A delay  of  the  maturation  peak  of  parietal  cells  and 
a striking  reduction  of  labeling  index  of  parietal  cells 
extending  over  the  ent  ire  period  of  study  were  found 
in  rats  injected  with  human  antibodies  to  parietal 
cells,  as  compared  with  controls.53’54  Since  parietal 
cells  do  not  undergo  mitoses,57  the  reduced  incor- 
poration of  thymidine  should  be  interpreted  here  as 
a result  of  the  inhibition  of  maturation  of  these  cells 
from  the  progenitor  stage. 

It  was  striking  that  PCA  affected  proliferation 
kinetics  of  parietal  cells  in  a manner  opposite  to  that 
of  gastrin,  which  increases  the  growth  of  gastric 
mucosa58-60  and  augments  the  incorporation  of 
thymidine  into  parietal  cells  nuclei.57 

In  rats  treated  for  prolonged  period  of  time  with 
immunoglobulin  G from  rabbit  serum  containing 
antibodies  to  Ik’,  a marked  reduction  of  the  labeling 
index  of  peptic  cells  was  observed.53,54  Controls 
receiving  normal  rabbit  immunoglobulin  G showed, 
to  the  contrary,  a perfectly  flat  tracing.  This  reduced 
incorporation  of  thymidine  into  peptic  cells  in  rats 
injected  with  gastric  autoantibodies  suggests  the 
reduction  of  the  mitotic  activity  of  these  cells.  This 


FIGURE  10.  Illustrative  sections  of  rat  gastric  fundic  mucosa 
after  eight  weeks’  daily  treatment  with:  (A)  saline  and  (B) 
human  immunoglobulin  G containing  parietal  cell  antibodies. 
No  cytotoxic  changes  or  inflammatory  lesions  present  in 
mucosae  of  either  of  these  two  sections.  Marked  shortening 
of  fundic  glands  and  hypoplasia  (and  hypotrophy)  of  parietal 
and  peptic  cell  evident  in  fundic  mucosa  of  rats  injected  daily 
for  eight  weeks  with  human  immunoglobulin  G containing 
parietal  cell  antibodies.45  (Aurantia  and  periodic  acid-Schiff 
stain,  original  magnification  X 100.) 


could  not  be  determined  directly,  however,  by 
counting  the  mitotic  figures,  because  of  their  ex- 
ceedingly low  number  in  peptic  cell  population.57 
When  the  mean  values  of  the  labeling  indices  of  pa- 
rietal and  peptic  cells  in  four  groups  of  rats  between 
the  fifth  and  thirtieth  days  after  the  injection  of  the 
last  dose  of  labeled  thymidine  were  counted,  rats 
treated  with  immunoglobulins  containing  PCA  or 
IFA  showed  statistically  significant  reduction  of 
parietal  or  peptic  cells,  by  23  and  32  percent,  re- 
spectively, as  compared  with  controls.53,54 

This  suggested  that  the  mechanism  of  reduction 
of  parietal  and  peptic  cell  masses  by  circulating 
gastric  autoantibodies  in  rats  may  consist  of  the  in- 
hibition of  the  maturation  and  proliferation  of  these 
cells.  After  extrapolating  these  findings  to  man,  one 
could  hypothesize  that,  also  in  man,  the  circulating 
parietal  cell  and  intrinsic  factor  antibodies  inhibit 
maturation  and  proliferation  of  parietal  cells.  This 
would  contribute  to  the  reduction  of  parietal  cells 
mass,  hypoplasia  of  the  mucosa,  and  decrease  of  the 
secretory  output  of  hydrochloric  acid  and  intrinsic 
factor  in  atrophic  gastritis. 
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Conclusion 

The  evidence  available  at  the  present  indicates 
that  the  spectrum  of  atrophic  gastritis  includes  var- 
ious forms  of  this  disease,  some  of  which  are,  some 
others  are  not,  immunologically  conditioned.40  The 
participation  of  both  humoral  and  cellular  immu- 
nologic mechanisms  in  pathogenesis  and  natural 
history  of  atrophic  gastritis  is  apparent.  Yet,  the 
degree  of  contribution  of  each  of  these  mechanisms 
is  different  in  various  forms  of  this  disease. 

The  detection  of  PCA  and  IFA  in  the  serum  has 
important  diagnostic  significance.  Since  no  PCA  in 
the  serum  has  ever  been  detected  in  patients  who  had 
normal  gastric  mucosa  on  multiple  gastric  biopsies, 
this  antibody  in  serum  indicates  the  presence  of 
chronic  gastritis  with  more  or  less  extensive  loss  of 
parietal  cells  from  the  gastric  mucosa,  some  reduction 
of  the  hydrochloric  acid,  and  usually  also  pepsinogen 
outputs  in  gastric  juice.33  The  existence  of  IFA  in 
the  serum,  on  the  other  hand,  is  diagnostic  for  per- 
nicious and  prepernicious  anemia  and  for  some  rare 
cases  of  endocrine  disorders  associated  with  gastric 
atrophy.33  The  reduced  serum  complement  level  in 
the  absence  of  renal  or  collagen  disease  should  draw 
attention  to  the  possibility  of  chronic  gastritis  or 
pernicious  anemia  in  the  patient. 

The  circulating  gastric  autoantibodies  (PCA  and 
IFA)  actively  participate  in  the  mechanisms  of  re- 
duction of  parietal  and  peptic  cell  masses  by  inhib- 
iting the  maturation  and  proliferation  of  these  cells. 
This  contributes  to  the  decrease  of  the  secretory 
output  of  hydrochloric  acid  and  IF  and  probably  also 
of  pepsin  in  patients  with  chronic  lesions  of  the  gas- 
tric mucosa  and  circulating  gastric  autoantibodies  in 
the  serum. 

A new  chapter  of  therapeutic  applications  of  im- 
munologic findings  in  atrophic  gastritis  may  open  in 
the  future.  It  is  conceivable  that  active  immuniza- 
tion with  antigens  from  gastric  parietal  cells  would 
produce  circulating  gastric  autoantibodies  in  patients 
with  abnormally  high  parietal  cell  mass,  such  as  re- 
fractory and  recurrent  duodenal  ulcer,  cases  of  re- 
tained antrum  and  hypergastrinemia  after  partial 
gastrectomy,  and  in  Zollinger-Ellison  syndrome.  If 
a proper  technique  of  this  immunization  is  devel- 
oped, it  is  conceivable  that  a prolonged  reduction  of 
the  parietal  cell  mass  will  be  obtained,  followed  by 
prolonged  reduction  of  hydrochloric  acid  output  in 
those  patients.  Although  at  the  present  time  this 
treatment  is  not  yet  in  sight,  further  efforts  in  this 
direction  may,  in  the  future,  introduce  this  new 
modality  of  treatment  into  the  management  of  re- 
current duodenal  ulcer  and  other  hypersecretory 
states. 
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physician  manpower 
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United  States  has  been  growing  twice  as  fast  as  the  general 
population.  Production  of  new  physicians  has  been  ac- 
celerating in  recent  years,  while  the  growth  rate  of  the 
general  population  has  been  slowing. 

As  a consequence,  the  physician  population  since  1970 
has  been  increasing  more  than  four  times  faster  than  the 
U.S.  population  as  a whole. 

In  1975,  there  were  about  543  potential  patients  for  every 
physician  in  the  U.S.  In  1970,  the  ratio  was  613  persons 
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medical  school  graduates.  The  13,561  graduates  in  the 
1975-76  school  year  were  nearly  double  the  number  of 
graduates  in  1960-61. 

Foreign-trained  physicians,  too,  have  contributed  to  the 
growth  of  physician  manpower.  These  include  foreign 
nationals  and  Americans  who  received  their  medical 
training  outside  the  U.S.  or  Canada.  About  one  of  every 
five  physicians  in  the  U.S.  is  a foreign  medical  school 
graduate.  However,  the  recently  enacted  Health  Profes- 
sions Assistance  Act  is  expected  to  decrease  somewhat  the 
future  role  of  foreign-trained  graduates. 

Measures  of  physician  manpower  in  the  U.S.  are  not 
precisely  comparable  with  those  of  other  countries,  because 
the  criteria  for  medical  education  and  licensure  differ  from 
country  to  country.  (The  U.S.  standards  are  among  the 
highest  in  the  world.)  Among  leading  industrial  nations, 
the  U.S.  has  one  of  the  highest  ratios  of  physicians  per 
100,000  population. 
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“I’m  just  a 
shadow  of  what 
I used  to  be.” 


That  is  what  depressed  individuals 
may  feel  is  the  substance  of 
their  being.  There  is  no  pleasure, 
no  joy  - nothing  grows  - and  in  the 
cold  shadow  of  depression  their 
activities  are  inhibited,  while  ini- 
tiative may  be  eroded  or  des- 
troyed. The  tragedy  is  that  they 
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therefore,  in  administering  the  drug  to  pregnant  patients, 
nursing  mothers,  or  women  of  childbearing  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards.  Animal  reproduction  studies  have  yielded  incon- 
clusive results.  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
but  a causal  relationship  has  not  been  confirmed. 

Extreme  caution  should  be  used  when  this  drug  is  given 
to 

— patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia; 

— patients  with  increased  intraocular  pressure,  history  of 
urinary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug's  anticholinergic  properties, 

— hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity; 

— patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold, 

— patients  receiving  guanethidine  or  similar  agents  since 
imipramine  may  block  the  pharmacologic  effects  of 
these  drugs. 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  operating  an  automobile  or 
machinery,  the  patient  should  be  cautioned  accordingly. 
Usage  in  Children  Tofranil-PM,  brand  of  imipramine 
pamoate,  should  not  be  used  in  children  of  any  age  be- 
cause of  the  increased  potential  for  acute  overdosage 
due  to  the  high  unit  potency  (75  mg,.  100  mg.,  125  mg. 
and  150  mg  ).  Each  capsule  contains  imipramine 
pamoate  equivalent  lo  75  mg  , 100  mg.,  125  mg  or  150 
mg,  imipramine  hydrochloride. 

Precautions:  It  should  be  kept  in  mind  that  the  possibility 
of  suicide  in  seriously  depressed  patients  is  inherent  in 


Tofranil-PM  encourages  patient 
compliance  because  one 
capsule  lasts  from  bedtime  to 
bedtime. 

Good  results  are  usually  seen 
at  the  starting  dose  of  one 
75-mg  capsule  h.s. 

- For  many  patients,  dosage  can 
be  safely  increased  to  150mq 
daily. 


the  illness  and  may  persist  until  significant  remission  oc- 
curs. Such  patients  should  be  carefully  supervised  during 
the  early  phase  of  treatment  with  Tofranil-PM.  brand  of 
imipramine  pamoate,  and  may  require  hospitalization. 
Prescriptions  should  be  written  for  the  smallest  amount 
feasible. 

Hypomamc  or  manic  episodes  may  occur,  particularly  in 
patients  with  cyclic  disorders.  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug  If  needed,  Tofranil-PM. 
brand  of  imipramine  pamoa'e.  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow. 

An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazine 
In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropme-like  effects  may  become  more 
pronounced  (e  g . paralytic  ileus)  Close  supervision  and 
careful  ad|ustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomimet- 
ic amine  (e  g , adrenalin,  noradrenalin),  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  reported 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards;  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered. 

Cardiovascular  Hypotension,  hypertension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  heart  block, 
stroke,  falls 

Psychiatric  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions,  anxiety, 
restlessness,  agitation;  insomnia  and  nightmares, 
hypomama.  exacerbation  of  psychosis 
Neurological  Numbness,  tingling,  paresthesias  of  ex- 
tremities, incoordination,  ataxia,  tremors;  peripheral 
neuropathy,  extrapyramidal  symptoms,  seizures,  altera- 
tions in  EEG  patterns,  tinnitus 

Anticholinergic  Dry  mouth,  and,  rarely,  associated  sub- 
lingual adenitis;  blurred  vision,  disturbances  of  accommo- 
dation, mydriasis,  constipation,  paralytic  ileus;  urinary  re- 
tention, delayed  micturition,  dilation  of  the  urinary  tract. 
Allergic  Skin  rash,  petechiae.  urticaria,  itching,  photosen- 


As with  all  tricyclics,  sedation 
may  occur.  Please  caution 
patients  against  driving  or  oper- 
ating dangerous  machinery. 

Each  capsule  contains 
imipramine  pamoate  equivalent 
to  75,  100, 125  or  150  mg  of 
imipramine  hydrochloride. 


sitization  (avoid  excessive  exposure  to  sunlight),  edema 
(general  or  of  face  and  tongue),  drug  fever;  cross- 
sensitivity with  desipramme 

Hematologic  Bone  marrow  depression  including  agran- 
ulocytosis; eosinophilia;  purpura;  thrombocytopenia 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  dunng 
therapy;  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression 
Gastrointestinal  Nausea  and  vomiting,  anorexia,  epigas- 
tnc  distress,  diarrhea,  peculiar  taste,  stomatitis,  abdominal 
cramps,  black  tongue 

Endocrine  Gynecomastia  in  the  male,  breast  enlarge- 
ment and  galactorrhea  in  the  female,  increased  or  de- 
creased libido,  impotence;  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

Other  Jaundice  (simulating  obstructive);  altered  liver 
function,  weight  gam  or  loss;  perspiration;  flushing,  uri- 
nary frequency;  drowsiness,  dizziness,  weakness  and 
fatigue,  headache;  parotid  swelling;  alopecia 
Withdrawal  Symptoms  Though  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise 
Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with  75 
mg, /day.  This  may  be  increased  to  150  mg. /day  which  is 
the  dose  level  which  usually  obtains  optimum  response.  If 
necessary,  dosage  may  be  increased  to  200  mg. /day. 
Dosage  should  be  modified  as  necessary  by  clinical  re- 
sponse and  any  evidence  of  intolerance  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divided 
daily  doses 

Hospitalized  patients  should  be  started  on  a once-a-day 
basis  with  100-150  mg. /day  and  may  be  increased  to  200 
mg./day  Dosage  should  be  increased  to  250-300  mg./day 
if  there  is  no  response  after  two  weeks 
Following  remission,  maintenance  medication  may  be  re- 
quired for  a longer  period  of  time  at  the  lowest  dose  that 
will  maintain  remission  The  usual  adult  maintenance 
dosage  is  75-150  mg./day  on  a once-a-day  basis,  prefer- 
ably at  bedtime. 

In  adolescent  and  geriatric  patients,  capsules  of  Tofranil- 
PM,  brand  of  imipramine  pamoate,  may  be  used  when 
total  daily  dosage  is  established  at  75  mg.  or  higher.  It  is 
generally  unnecessary  to  exceed  100  mg./day  in  these 
patients  This  dosage  may  be  given  once  a day  at  bed- 
time or,  if  needed,  in  divided  daily  doses 
How  Supplied:  Tofranil-PM,  brand  of  imipramine 
pamoate  Capsules  of  75,  100,  125  and  150  mg  (Each 
capsule  contains  imipramine  pamoate  equivalent  to  75. 
100,  125  or  150  mg.  of  imipramine  hydrochloride.) 

(B)  98-146-840-A(9/75)  667120 

For  complete  details,  including  dosage  and  adminis- 
tration, please  refer  to  the  full  prescribing  information. 
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Silent  Mitral 
Stenosis  with 
Atrial  Fibrillation 

Detected  by  echocardiography 


Two  patients  are  reported  with  symptoms  of  con- 
gestive heart  failure  and  atrial  fibrillation.  The  first 
patient  in  addition  had  multiple  systemic  emboli. 
The  diagnosis  of  mitral  stenosis  was  first  suggested 
by  routine  echocardiogram  and  confirmed  by  cardiac 
catheterization.  It  is  suggested  that  all  patients  with 
atrial  fibrillation  should  have  an  echocardiogram  to 
rule  out  silent  mitral  stenosis. 


ALI  H.  HADDAD,  M.D.a 

Buffalo,  New  York 

DAVID  C.  DEAN,  M.D.b 

Buffalo,  New  York 

From  the  Department  of  Medicine,  State  University  of  New  York 
at  Buffalo  School  of  Medicine,  and  Veterans  Administration 
Hospital. 

a Assistant  Clinical  Instructor;  Fellow  in  Cardiology. 
b Clinical  Associate  Professor;  Chief,  Cardiopulmonary 
Laboratory. 


Silent  mitral  stenosis,  which  implies  mitral  stenosis 
without  diastolic  murmur,  has  been  reported.1-4 
The  causes  for  this  silent  mitral  stenosis  are  usually 
related  to  a low  cardiac  output  and  may  be  associated 
with  severe  congestive  heart  failure,  severe  pulmo- 
nary hypertension,  severe  aortic  stenosis,  extensive 
myocardial  infarction,  myxedema,  and  severe  calci- 
fication of  a fibrous  mitral  valve.1  Massive  thrombi 
of  the  left  atrium  may  deviate  the  stream  away  from 
the  apex.4  A large  atrial  septal  defect  may  cause  the 
blood  to  flow  across  the  septal  defect  rather  than  the 
stenotic  mitral  valve;  hence,  the  diastolic  murmur 
diminishes.  Obesity  and  emphysema  may  diminish 
the  findings  of  mitral  stenosis. 

Severe  right  ventricular  hypertrophy  may  move 
the  left  ventricle  posteriorly  and  so  may  attenuate  the 
mitral  stenosis  murmur.5  Tachycardia  may  make 
the  murmur  difficult  to  analyze.  Atrial  fibrillation 
reduces  the  flow  because  of  the  loss  of  atrial  con- 
traction. Over  the  last  two  years,  we  have  seen  two 
cases  of  mitral  stenosis  in  which  the  diagnosis  was 
missed  until  it  was  revealed  by  echocardiogram. 

Case  reports 

Case  1.  A 55-year-old  white  male  veteran  was  seen  in 
May,  1971,  regarding  swelling  of  his  ankles.  The  cardiac 
examination  revealed  a grade  3/6  apical  systolic  murmur. 
The  rhythm  was  regular,  and  the  impression  was  that  the 
edema  was  not  cardiac,  but  due  to  venous  insufficiency. 

On  July  21,  1975,  he  was  admitted  to  the  Buffalo  Vet- 
erans Administration  Hospital  because  of  shortness  of 
breath  of  three  days’  duration.  An  electrocardiogram  now 
showed  atrial  fibrillation.  The  chest  x-ray  films  showed 
cardiomegaly.  He  was  treated  for  pulmonary  edema.  No 
murmur  was  heard  at  the  time  of  admission.  Subse- 


quently, he  was  seen  by  a cardiologist  who  heard  a mitral 
regurgitation  murmur  which  he  felt  was  due  to  hyperten- 
sive cardiomyopathy  with  papillary  muscle  dysfunction. 

On  May  2,  1976,  he  developed  hemiplegia  of  the  left  arm 
and  left  leg.  On  May  11,  1976,  the  patient  underwent  left 
popliteal  embolectomy.  Six  hours  later,  he  underwent  left 
femoral  embolectomy.  On  May  16,  1976,  he  again  un- 
derwent left  popliteal  artery  embolectomy. 

Because  of  the  frequency  of  the  embolization,  a cardi- 
ology consultation  was  again  requested.  The  physical 
examination  revealed  a slightly  obese  middle-aged  man 
with  left  hemiplegia.  The  blood  pressure  was  150/100  mm. 
Hg.  The  lungs  were  clear.  The  point  of  maximal  impulse 
was  difficult  to  feel.  There  was  mild  left  parasternal  heave. 
The  rhythm  was  irregularly  irregular  with  a heart  rate  of 
110  per  minute.  There  was  a grade  3/6  pansystolic  re- 
gurgitant murmur  heard  best  at  the  apex,  radiating  well 
to  the  axilla  and  poorly  to  the  base.  No  diastolic  murmur 
was  heard,  nor  was  an  opening  snap.  The  electrocardio- 
gram findings  again  revealed  atrial  fibrillation. 

The  echocardiogram  was  done  as  a part  of  our  evaluation 
of  atrial  fibrillation,  which  revealed  many  typical  features 
of  mitral  stenosis  (Fig.  1A).  The  left  atrium  size  was  3.8 
cm.;  the  upper  limit  of  normal  in  our  laboratory  is  4 cm. 

Cardiac  catheterization  on  June  14,  1976,  revealed  a 
23-mm.  mean  diastolic  gradient  across  the  mitral  valve. 
There  was  mild  mitral  regurgitation.  The  pulmonary  ar- 
tery pressure  was  62/27  mm.  Hg;  the  cardiac  index  was  2.87 
L.  per  minute  per  square  meter.  On  July  29,  1976,  re- 
placement of  the  mitral  valve  was  performed  with  insertion 
of  a Hancock  valve.  The  mitral  valve  was  very  highly 
calcific.  The  commissures  were  fused,  and  the  chordae 
tendineae  were  thickened.  No  thrombi  were  seen  in  the 
left  atrium.  The  patient  had  an  uneventful  postoperative 
course. 

Case  2.  The  patient  is  a 60-year-old  white  male  veteran. 
He  developed  sudden  onset  of  shortness  of  breath  and 
chest  pain  in  February,  1972.  His  electrocardiogram 
showed  atrial  fibrillation,  which  was  treated  with  digoxin, 
and  the  patient  retired  from  his  job  as  a porter. 

In  June,  1976,  he  developed  dyspnea  on  exertion  while 
fishing  and  was  admitted  to  a Veterans  Administration 
Hospital,  where  the  diagnosis  of  coronary  heart  disease  was 
entertained.  No  diastolic  murmur  was  heard,  and  he  was 
referred  to  the  Buffalo  Veterans  Administration  Hospital 
for  further  cardiac  evaluation.  Neither  the  ward  physician 
nor  the  cardiology  consultant  was  able  to  hear  a mitral 
diastolic  murmur.  He  did  hear  a grade  2/6  ejection  systolic 
murmur  at  the  apex,  which  radiated  well  to  the  left  axilla 
and  poorly  to  the  base. 

The  chest  x-ray  film  showed  cardiomegaly  with  a car- 
diothoracic  ratio  of  18/34.  Because  of  the  atrial  fibrilla- 
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FIGURE  1 . Echocardiograms.  (A)  Case  1 . Demonstrates 
many  typical  features  of  mitral  stenosis:  reduced  EF  slope; 
AML  and  PML  move  in  same  direction  during  diastole.  (B) 
Case  2.  Demonstrates  enlargement  of  left  ventricle  and 
typical  features  of  mitral  stenosis:  reduced  EF  slope;  AML 
and  PML  move  in  same  direction  during  diastole.  PCG  at  third 
interspace  of  left  lower  sternal  border  shows  SI  and  S2,  but 
no  opening  snap.  (ECG  = electrocardiogram;  AML  = an- 
terior mitral  leaflet;  PML  = posterior  mitral  leaflet;  IVS  = 
interventricular  septum;  LV  = left  ventricle;  RV  = right 
ventricle;  PCG  = phonocardiogram;  PWLV  = posterior  wall 
of  left  ventricle). 

tion,  an  echocardiogram  was  done,  which  unexpectedly 
revealed  typical  features  of  mitral  stenosis  (Fig.  IB).  The 
left  atrium  dimension  was  5 cm. 

On  .June  30,  1976,  cardiac  catheterization  revealed  an 
8-mm.  mean  diastolic  gradient  across  the  mitral  valve, 
moderate  mitral  regurgitation,  and  cardiac  index  of  2.4  L. 
per  minute  per  square  meter. 


Comment 

The  term  silent  mitral  stenosis  was  strongly 
objected  to  by  Cobbs,6  but  he  admitted  that  the  en- 
tity occasionally  occurs.  McKusick7  regarded  true 
silent  mitral  stenosis  as  rare  and  felt  that  careful 
auscultation  would  discover  the  elusive  murmur. 

In  these  two  cases,  the  mitral  stenosis  was  missed 
by  clinical  auscultation,  and  the  first  sign  to  suggest 
mitral  stenosis  was  the  echocardiogram.  Mitral 
stenosis  does  not  cause  left  ventricular  enlargement; 
however,  the  echocardiogram  in  these  two  cases 
showed  left  ventricular  enlargement,  probably  due 
to  associated  cardiomyopathy. 

In  Case  1,  the  patient  had  documented  atrial  fi- 
brillation for  ten  months  before  his  first  episode  of 
systemic  embolization.  Mitral  valve  replacement 
might  have  prevented  multiple  emboli  if  the  diag- 
nosis had  been  established  earlier.  The  causes  of  the 
silent  mitral  stenosis  in  this  case  were  probably  se- 
vere calcification  and  immobility  of  the  mitral  valve, 
mild  obesity,  emphysema,  and  the  presence  of  atrial 
fibrillation  with  rapid  ventricular  rate.  In  Case  2,  the 
diagnosis  of  mitral  stenosis  was  made  by  the  echo- 
cardiogram, which  led  to  further  evaluation  by  car- 
diac catheterization.  The  causes  of  this  silence  were 
probably  the  mildness  of  the  stenosis  and  the  pres- 
ence of  atrial  fibrillation,  which  cause  loss  of  atrial 
contraction. 

In  reviewing  the  literature,  the  majority  of  re- 
ported cases  of  silent  mitral  stenosis  were  associated 
with  atrial  fibrillation,  as  in  our  two  cases.1  4 

Cardiac  catheterization  is  the  best  method  to 
confirm  the  diagnosis  of  mitral  stenosis.  However, 
the  echocardiogram  is  a noninvasive  test  and  thus  is 
an  excellent  screening  tool  if  one  suspects  mitral 
stenosis.8 

It  is  our  recommendation  that  an  echocardiogram 
should  be  done  as  a routine  test  on  all  patients  with 
atrial  fibrillation  if  no  other  obvious  reason  is 
found. 
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The  recent  addition  of  high  resolution  gray  scale 
systems  and  real  time  scanners  have  led  to  improved 
visualization  of  many  parts  of  the  body  previously 
difficult  to  evaluate  with  the  earlier  ultrasonic  units.1 
The  better  azimuthal  and  depth  resolution  properties 
of  the  higher  frequency  and  specially  focused  trans- 
ducers now  enable  the  sonographer  to  detect  lesions 
smaller  than  1 cm.  in  diameter  in  specific  areas.2 

Over  the  past  five  years  we  have  performed  over 
3,500  examinations  using  a combination  of  real  time 
scanners  and  gray  scale  ultrasonic  units  in  a variety 
of  organ  systems.  The  transducer  frequency  was 
specifically  adapted  for  the  optimal  imaging  of  each 
region  studied  with  both  the  real  time  scanner  and 
the  gray  scale  sonography.  The  eye  was  investigated 
with  7.5-  and  10-MHz.  transducers.  The  thyroid  and 
subcutaneous  lesions  were  studied  with  5-  and  10- 
MHz.  transducers.3  Deeper  scanning  was  performed 


with  2.25-  and  3.5-MHz.  transducers  in  the  abdom- 
inal and  pelvic  regions.4  The  combination  of  real 
time  scanner  and  gray  scale  ultrasound  imaging 
provided  high  resolution  capability  with  the  ability 
to  monitor  vascular  structures  by  their  characteristic 
pulsations.5  The  geographic  localization  of  arteries 
and  veins  provided  excellent  anatomic  landmarks  to 
the  mapping  of  pathologic  processes  in  a three- 
dimensional  construct. 

Review  of  all  scans  of  acute  medical  and  surgical 
problems  revealed  that  ultrasound  provided  high 
diagnostic  accuracy  in  cases  of  ocular  trauma,  en- 
larging masses  in  the  thyroid  or  other  superficial 
regions,  bleeding  during  pregnancy,  and  urgent  ab- 
dominal and  urinary  disorders.  In  certain  condi- 
tions, ultrasound  diagnosis  was  the  only  modality 
available  to  the  examining  physician  in  the  evalua- 
tion of  complex  pathologic  problems. 

The  following  examples  reveal  the  role  of  ultra- 
sonography as  the  definitive  diagnostic  procedure. 
The  proper  usage  of  ultrasound  facilitated  rapid  di- 
agnosis leading  to  prompt  patient  care.  Due  to  the 
nature  of  the  disorder,  ultrasonography  was  the  only 
diagnostic  test  in  these  specific  cases  that  was  per- 
formed and  yielded  the  final  diagnosis.  The  simple, 
safe,  and  atraumatic  nature  of  sonography  suggests 
early  application  of  this  test  in  the  diagnostic  battery 
of  examinations. 

Case  Reports 

Case  1 . A 32-year-old  male  chemist  was  brought  to  the 
emergency  room  with  acid  burns  to  both  of  his  eyes  fol- 
lowing a laboratory  explosion.  Marked  swelling  of  the 
eyelids  prevented  visual  examination  of  the  cornea  and 
internal  ocular  structures.  A contact  real-time  scanner  was 
coupled  to  both  injured  eyes  atraumatically  by  the  use  of 
a thick  layer  of  viscous  methy  lcellulose  ointment.  Ultra- 
sonic examination  of  the  right  eye  showed  no  displacement 
of  the  lens.  No  foreign  body  or  vitreous  hemorrhage  was 
detected.  There  was  no  evidence  of  retinal  detachment 


FIGURE  1.  Case  1.  (A)  Normal  right  eye  showing  no  evidence  of  abnormal  echoes  within  clear,  black,  vitreous.  Normal 
optic  nerve  seen  posteriorly.  (B)  Left  eye  with  sheet-like  echoes  along  posterior  vitreous  radiating  from  optic  nerve  in 
characteristic  pattern  of  retinal  detachment. 
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Thyroid  Adenoma 


FIGURE  2.  Case  2.  (A)  Thyroid  adenoma  with  echogenic 
center  and  halo  sign  at  periphery.  (B)  Echo-free  cystic  lesion 
at  former  site  of  thyroid  adenoma  represents  acute  hematoma 
formation.  Normal  thyroid  tissue  partly  seen  in  section. 


High-resolution  ultrasonography  is  a noninvasive 
simple  technique  which  may  be  used  in  many  types 
of  medical  emergencies.  Due  to  its  atraumatic  na- 
ture, it  may  often  be  the  only  diagnostic  tool  available 
to  the  physician  caring  for  the  acutely  ill  patient. 
Sonography  of  the  eye  may  detect  foreign  bodies; 
intraocular  bleeding  as  well  as  hematomas  in  thyroid 
tumors  may  be  quickly  assessed.  Abnormal  sonog- 
raphy is  a compliment  for  contrast  aortography  in  the 
preoperative  evaluation  of  aortic  aneurysms,  and  in 
some  cases  is  the  only  procedure  of  choice.  The 
urologic  tract  also  may  be  studied  safely  and  yield 
excellent  information.  Bleeding  disorders  in  preg- 
nancy may  be  pinpointed  with  ultrasound  sparing 
the  gravid  patient  more  hazardous  diagnostic  pro- 
cedures. 


a large  echo-free  space  with  a slightly  irregular  boundary. 
A presumptive  diagnosis  of  a thyroid  adenoma  with  acute 
hemorrhage  was  entertained  (Fig.  2B).  After  topical  an- 
esthesia, the  cystic  area  was  localized  under  ultrasonic 
guidance  then  percutaneously  aspirated.  As  the  bloody 
fluid  was  withdrawn,  the  tumor  decreased  rapidly  in  size 
with  significant  alleviation  of  the  symptoms  of  pain  and 
shortness  of  breath.  Definitive  therapy  followed  elec- 
tively. 

Comment.  The  halo  sign  demonstrated  with  gray 
scale  ultrasound  is  specific  for  thyroid  adenomas  in 
our  experience.  Cystic  transformation  of  these  ad- 
enomas or  hemorrhagic  complications  may  be  diag- 
nosed and  localized  by  high-resolution  ultra- 
sonography. Ultrasonic  guidance  is  a highly  accurate 
method  for  the  percutaneous  aspiration  of  fluid 
collections. 


or  retrobulbar  space-occupying  lesion  (Fig.  1A).  Ultra- 
sonic examination  of  the  left  eye  revealed  evidence  of  ret- 
inal detachment  (Fig.  IB).  The  patient  was  treated  con- 
servatively because  of  the  severe  burns.  Later,  definitive 
therapy  followed. 

Comment.  Attempted  visual  examination  of  the 
injured  eye  may  produce  further  damage.  Ultra- 
sound can  safely  detect  the  pathologic  changes 
commonly  occurring  with  ocular  trauma  and  simplify 
the  decision  for  interventional  or  conservative  ther- 
apy. 

Case  2.  A 28-year-old  female  was  admitted  with  a 
rapidly  enlarging  mass  in  the  neck  over  the  past  eight 
hours.  The  patient  had  a thyroid  mass  lesion  which  was 
being  treated  conservatively  for  the  past  six  months  (Fig. 
2A).  The  patient  complained  of  local  tenderness  and  at 
the  time  of  examination  was  developing  slight  shortness 
of  breath.  Physical  examination  revealed  a diffusely 
swollen  neck  mass  on  the  left  side.  Sonography  showed 
a normal-sized  right  thyroid  lobe,  a trachea  deviated  to  the 
right,  and  a large  tumor  of  the  left  thyroid  gland  with  cystic 
and  solid  components.  Part  of  the  tumor  was  solid  with 
a halo  sign  well  outlined.  Lateral  to  this  solid  portion  was 


Case  3.  A 56-year-old  obese,  hypertensive  male  entered 
the  emergency  room  stuporous  and  complaining  of  vague 
abdominal  pain.  The  patient  was  in  shock,  and  a vague 
abdominal  mass  which  was  thought  to  be  pulsatile  was 
noted  in  the  abdomen.  Emergency  ultrasonography  re- 
vealed an  enlargement  of  the  abdominal  aorta  with  low 
amplitude  echoes  representing  thrombus  (Fig.  3).  The 
patient  was  hospitalized  due  to  pain.  The  hematocrit  in 
two  days  suddenly  dropped,  and  repeat  sonography  scan- 
ning revealed  an  echo-free  collection  extending  into  the 
right  flank  with  displacement  of  the  right  kidney  anteri- 
orly. The  patient  was  taken  to  the  operating  room,  and  an 
emergency  aneurysmectomy  was  performed  revealing  an 
aneurysm  with  retroperitoneal  hemorrhage  due  to  leakage 
of  blood  from  aneurysm. 

Comment.  Ultrasound  is  a highly  accurate 
method  of  obtaining  the  maximal  outer-wall  diam- 
eter of  an  aortic  aneurysm.  In  contradistinction  to 
contrast  aortography,  the  blood-filled  lumen  is 
opacified  by  the  radiographic  contrast,  but  the  area 
that  is  filled  with  clot  cannot  be  identified  in  all  cases. 
Gray  scale  ultrasound  shows  the  echo-free  lumen  as 
well  as  the  thrombosis,  or  as  in  this  case,  in  repeat 
examination  due  to  decreasing  hematocrit,  the  re- 
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FIGURE  3.  Case  3.  (A)  Longitudinal  scan  of  aorta  showing 
dilatation  with  peripheral  low  amplitude  echoes  representing 
internal  thrombus.  (B)  Transverse  scan  of  aortic  aneurysm 
showing  clotted  blood  inside  aortic  lumen. 
tToperitoneal  hematoma  easily  detected  by  sonog- 
raphy. Since  the  outer-wall  diameter  is  the  primary 
surgical  indicator  as  to  conservative  or  operative 
treatment,  this  simple  method  of  ultrasonic  aortog- 
raphy has  proved  to  be  the  procedure  of  choice  for  the 
diagnosis  of  abdominal  aortic  aneurysms.  Inciden- 
tally, retroperitoneal  dissection  of  blood  can  be 
diagnosed  during  the  same  examination  if  the  col- 
lection of  blood  is  sufficient  to  produce  a cystic  echo 
pattern. 

Case  4.  A 22-year-old  female  who  had  undergone  heart 
surgery  with  mitral  valve  replacement  was  admitted  to  the 
emergency  room  for  the  acute  onset  of  left  lower  quadrant 
pain.  The  patient  had  been  on  anticoagulant  therapy  for 
several  months.  Conventional  abdominal  radiography 
revealed  a normal  gas  pattern.  No  space-occupying  lesion 
was  noted.  Sonography  of  the  abdomen  revealed  a 4-  by 
5-cm.  echo-free  area  within  the  left  medial  lower  rectus 
sheath  (Fig.  4).  This  area  did  not  fill  in  at  high-gain  set- 
ting. The  patient  was  taken  to  the  operating  room,  and, 
under  local  anesthesia,  a hematoma  of  the  rectus  abdom- 
inus  muscle  was  discovered  and  drained. 

Comment.  In  patients  with  bleeding  disorders 
due  to  primary  disease  or  anticoagulant  therapy,  the 
acute  onset  of  bleeding  may  mimic  a variety  of 
pathologic  conditions.  Ultrasonography  prevented 
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FIGURE  4.  Case  4.  Longitudinal  midline  sonogram  showing 
intramuscular  echo-free  hematoma  within  medial  rectus 
sheath. 


FIGURE  5.  Case  5.  Midline  scan  showing  massive  echo- 
free  area  in  region  of  bladder  representing  distended  blad- 
der. 

an  exploratory  laparotomy  under  general  anesthesia 
localizing  a subcutaneous  hematoma.  In  a similar 
fashion,  patients  prone  to  develop  anterior  abdomi- 
nal wall  abscesses,  such  as  diabetic  patients  or  pa- 
tients on  steroid  therapy,  may  have  this  condition 
readily  and  accurately  diagnosed. 

Case  5.  A 18-year-old  male  was  admitted  to  the  emer- 
gency room  for  sudden  onset  of  anuria.  The  patient  was 
complaining  of  diffuse  abdominal  and  back  pain,  and  the 
possibility  of  acute  nephritis  was  suggested  based  on  severe 
drug  abuse.  Due  to  severe  abdominal  guarding,  the  patient 
was  referred  from  the  emergency  room  to  the  sonography 
department  for  urinary  tract  evaluation.  The  results  of 
the  examination  of  the  abdomen  were  unsatisfactory. 
Sonography  of  the  abdomen  revealed  the  kidney  to  be 
normal  in  size,  shape,  position,  and  echo  pattern.  In  su- 
pine scanning  a massively  dilated  bladder  was  demon- 
strated (Fig.  5).  Attempt  to  pass  a catheter  was  unsuc- 
cessful. At  this  point  the  patient  admitted  to  a history  of 
obstruction  with  increasing  dysuria.  Under  ultrasonic 
guidance  the  bladder  was  localized,  and  a percutaneous 
aspiration  of  the  distended  bladder  was  performed  without 
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FIGURE  6.  Case  6.  Longitudinal  scan  showing  single  fetus 
in  vertex  presentation.  Echoes  of  anterior  placenta  stop  at 
outline  of  fetal  head,  ruling  out  placenta  previa. 
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FIGURE  7.  Case  7.  Uterus  slightly  enlarged.  Centrally 
located  with  circular  dark  echo  outline  is  normal  gestational 
sac. 


complication.  The  patient  was  treated  for  stricture  of  the 
urethra  due  to  chronic  gonococcal  ureteritis. 

Comment.  The  genitourinary  system  is  very  ac- 
cessible to  the  scanning  ultrasonic  beam.  High  di- 
agnostic accuracy  has  been  achieved  in  the  area  of 
renal  tumors,  hydronephrosis,  bladder  tumors,  and 
prostatic  masses.  In  this  patient’s  case,  the  absence 
of  an  ultrasonically  demonstrable  renal  pathologic 
condition  or  an  obstructing  lesion  of  the  bladder  neck 
helped  localize  the  problem  to  the  urethra.  In  view 
of  the  anuria  the  intravenous  urogram  was  thought 
to  be  hazardous.  Owing  to  the  patient’s  severe  ab- 
dominal guarding  the  massively  distended  bladder 
could  not  be  palpated.  This  example  shows  how  the 
noninvasive  nature  of  ultrasound  can  serve  to  pin- 
point the  area  of  urologic  disease. 

Case  6.  A 20-year-old  primigravida  was  admitted  to  the 
emergency  service  for  the  evaluation  of  mid-trimester 
bleeding.  The  bleeding  was  moderate,  and  the  patient 
denied  abdominal  pain.  From  the  emergency  room,  the 
patient  was  transferred  to  the  ultrasound  department. 
The  sonogram  revealed  the  low  amplitude  placental  echoes 
completely  covering  the  anterior  uterine  wall  and  sparing 
the  internal  cervical  os  (Fig.  6).  The  diagnosis  of  an  an- 
terior placenta  was  made,  the  patient  was  sent  home,  and 
uterine  bleeding  resolved. 

Comment.  Ultrasonography  has  long  been  used 
to  evaluate  fetal  growth  and  placental  position.  The 
detection  of  complications  of  pregnancy  and  placenta 
previa  are  rapidly  and  accurately  diagnosed  by  ul- 
trasound. Other  placental  bleeding  conditions,  such 
as  abruptio  placenta  with  the  presence  of  a retro- 
placental  hematoma  or  hydatidiform  mole,  may 
similarly  be  diagnosed  by  ultrasound,  and  emergency 
measures  may  be  instituted  to  save  both  the  life  of 
the  fetus  and  the  mother. 


Case  7.  A 30-year-old  female  patient  being  treated  for 
secondary  infertility  appeared  in  the  emergency  room  with 
acute  onset  of  lower  abdominal  pain  and  cramps.  The 
pregnancy  test  result  was  positive,  and  the  diagnosis  of 
ectopic  pregnancy  was  suggested.  Sonography  showed  an 
early  gestational  sac  well  centered  within  the  uterus  and 
intact  in  outline  (Fig.  7).  No  adnexal  mass  was  demon- 
strated. The  patient  was  treated  expectantly  and  followed 
a normal  gestational  course. 

Comment.  The  symptoms  of  pain  in  early  preg- 
nancy raise  the  possibility  of  ectopic  pregnancy  or 
threatened  abortion.  The  presence  of  an  intra- 
uterine gestational  sac  rules  out  ectopic  pregnancy. 
An  intact  outline  to  the  pregnancy  ring  assures  that 
the  abortion  has  not  occurred. 

Summary 

The  application  of  ultrasound  in  emergency 
medicine  has  been  discussed.  Since  this  test  is  safe, 
simple,  and  atraumatic,  it  should  be  used  without 
hesitation  in  the  evaluation  of  diagnostic  problems. 
In  many  conditions  the  high  diagnostic  accuracy  of 
sonography  may  eliminate  the  necessity  for  other 
procedures  that  are  time  consuming  and  potentially 
hazardous  to  the  patient. 

Queens  Hospital  Center 
Jamaica,  New  York  11432 
(DR.  HASSANI) 
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The  influenza  epidemic  that  occurred  from  Janu- 
ary through  April,  1976,  in  the  United  States  has 
attracted  considerable  attention  because  its  mor- 
tality rate  was  higher  than  that  of  any  other  influenza 
outbreak  since  the  pandemic  of  1968  to  1969. 1 In 
addition,  the  simultaneous  occurrence  of  two  anti- 
genically  different  influenza  A viruses — the  currently 
prevalent  A/Victoria  3/75  and  a swinelike  influenza 
A virus  (the  latter  only  in  a military  compound  in 
New  Jersey) — was  an  unusual  event  with  potentially 
important  epidemiologic  implications.2’3 

The  swinelike  influenza  A virus  has  two  surface 
units,  a hemagglutinin,  Hswl,  and  a neuraminidase, 
Nl,  which  are  antigenically  completely  different  from 
those  of  the  Victoria  strain  and  other  recently  oc- 
curring influenza  A strains.4-5  The  hemagglutinin 
of  the  Victoria  virus,  H3,  is  related  to  that  of  the 
Hong  Kong  influenza  virus  of  the  1968  to  1969  pan- 
demic and  the  Victoria  neuraminidase,  N2,  to  that 
of  the  Asian  influenza  viruses  of  the  1957  pandemic.6 
Antibodies  to  influenza  in  the  general  population  are 
directed  for  the  most  part  against  these  H3N2  anti- 
gens, and  an  antigenic  change  may  make  epidemics 
by  a different  virus  strain  possible. 

Swinelike  influenza  A virus  is  thought  to  have  been 
the  cause  of  the  devastating  influenza  pandemic  of 
1918  to  1919  and  of  sporadic  influenza  infections  in 
the  following  years  until  the  mid-1930s,  when  a new 
variant  with  a major  antigenic  drift  became  preva- 
lent.47 H It  is  presumed  that  almost  all  individuals 
born  since  the  mid- 1930s  are  susceptible  to  swinelike 
influenza  A virus.  The  few  persons  born  since  then 
who  have  detectable  levels  of  swine  influenza  anti- 
body are  thought  to  have  encountered  a somewhat 
similar  strain  in  nature  or  in  influenza  vaccines.4 

The  potential  risk  of  a spread  of  swinelike  in- 
fluenza A virus  prompted  increased  laboratory  sur- 
veillance to  elucidate  the  precise  etiology  in  patients 
with  a clinical  diagnosis  of  influenza.  The  findings 
of  the  State  of  New  York  Department  of  Health  virus 
laboratory  indicated  a virus  resembling  the  Victoria 


strain  as  the  1976  epidemic  virus.  No  infection  with 
swinelike  influenza  A virus  was  found  in  any  of  the 
patients  studied  during  the  epidemic  and  the  re- 
mainder of  the  year.  Most  individuals  over  50  years 
of  age  had  antibody  to  swinelike  influenza  A virus — 
this  was  not  evidence  of  recent  infection;  younger 
individuals  only  rarely  had  antibody  against  it,  and 
then  at  a low  level. 

The  nomenclature  used  in  this  report  follows  the 
revised  system  of  classification  of  influenza  viruses.6 
The  antigenic  type  of  the  ribonucleoprotein  is  fol- 
lowed by  the  place  of  origin  of  the  first  identified 
isolate,  the  sequential  laboratory  number  of  the  virus, 
and  the  year  of  its  isolation.  For  convenience,  strains 
are  at  times  referred  to  in  the  text  by  the  place  of 
origin  only. 

Materials  and  methods 

Patients’  specimens.  In  1976  specimens  were 
received  from  2,260  patients  with  a diagnosis  of  in- 
fluenza or  respiratory  tract  infection.  We  studied 
442  of  these  patients  by  isolation  attempts  only,  1,629 
by  serologic  means  only,  and  189  by  both  procedures. 
Of  the  2,260  patients  tested,  1,051  came  to  our  at- 
tention during  the  influenza  epidemic  in  January  to 
April,  and  1,209  were  studied  from  May  through 
December  as  part  of  a surveillance  for  reemergence 
of  the  epidemic  strain  or  other  influenza  viruses  and 
for  spread  of  swinelike  influenza  virus  to  our  State. 

In  this  surveillance  special  effort  was  made  to  ob- 
tain throat  swabs  from  children  and  adolescents  with 
febrile  upper  respiratory  infections.  Each  throat 
swab  was  collected  in  5 ml.  of  Hank’s  buffered  salt 
solution  containing  0.5  percent  gelatin,  300  units  of 
penicillin,  and  300  micrograms  of  streptomycin  per 
milliliter.  Specimens  were  submitted  under  refrig- 
eration within  24  hours  of  collection  or  were  frozen 
if  they  were  to  be  submitted  by  public  carrier;  au- 
topsy specimens  were  submitted  frozen  in  dry  ice. 
The  specimens  included  14  isolates  in  MK  (monkey 
kidney)  cells  from  14  patients  with  influenza;  these 
isolates  were  submitted  for  identification  by  the 
State  University  of  New  York  Upstate  Medical 
Center  in  Syracuse. 

Blood  samples  were  collected  during  the  acute  and 
convalescent  phases  or,  in  some  cases,  during  the 
convalescent  phase  only. 

Specimens  from  healthy  persons.  Sera  received 
from  residents  of  New  York  State,  excluding  New 
York  City,  for  premarital  or  preemployment  tests 
were  assayed  by  CF  (complement  fixation)  in  a con- 
tinuing survey  of  the  incidence  of  antibodies  to  in- 
fluenza viruses  in  New  York  State.  Each  month  100 
of  these  sera  were  selected  for  a predetermined  dis- 
tribution of  individuals  by  age:  56  percent  were  11 
to  30  years  old,  32  percent  were  31  to  50,  and  12  per- 
cent were  51  or  older.  The  emphasis  was  on  younger 
individuals  because  they  had  had  fewer  exposures  to 
influenza  and  were  consequently  more  susceptible 
to  infection. 
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The  influenza  epidemic  of  January  to  April,  1976, 
appeared  to  he  associated  with  a higher  mortality 
rate  than  any  other  influenza  outbreak  since  1968  to 
1969.  Complications  of  the  central  nervous  system 
and  cardiovascular  system  were  more  frequently 
observed  in  younger  patients.  For  202  patients  from 
New  York  State,  exclusive  of  New  York  City,  a virus 
resembling  the  A/Victoria  3/75  variant  was  the  eti- 
ologic  strain.  No  evidence  was  obtained  of  recent 
infections  with  swine-like  influenza  viruses  although 
serologic  evidence  showed  that  healthy  individuals 
over  30  years  old  are  susceptible  to  swine  influenza 
virus.  In  sera  from  older  individuals,  particularly 
those  over  50,  antibodies  to  a swine-like  influenza 
virus  were  frequently  found,  presumably  dating  to 
exposure  prior  to  the  mid- 1930s.  Heterologous 
antibody  reactions  were  occasionally  encountered, 
particularly  in  older  patients;  this  fact  must  be  con- 
sidered in  interpreting  the  serologic  results. 


Antigens  and  antisera  from  patient  specimens. 

HA  (hemagglutinating)  antigens  were  prepared  in 
chick  embryos  from  influenza  A viruses  isolated  in 
our  laboratory  from  four  patients  (A/Albany  1/76, 
3/76, 12/76, 27/76).  The  HA  titers  were  high,  ranging 
between  64  and  512  HA  units  per  0.05  ml.  of  undi- 
luted antigen. 

The  A/Albany  1/76  isolate  was  obtained  from  a 
student  returning  from  Florida  who  had  stopped  at 
his  home  in  Brooklyn  and  had  contact  there  with 
persons  with  influenza-like  symptoms.  He  became 
ill  immediately  after  his  arrival  in  Albany,  where  no 
influenza  activity  had  been  noted,  and  is  presumed 
to  be  the  index  case  for  the  influenza  outbreak  at  the 
State  university  campus,  which  began  approximately 
one  week  later.  This  isolate  was  characterized  by  the 
CDC  (Center  for  Disease  Control),  Atlanta,  Georgia, 
as  resembling  the  Victoria  variant. 

Antisera  to  the  four  patients’  isolates  were  pro- 
duced in  ferrets  by  intranasal  inoculation  of  1-ml. 
doses  of  undiluted  antigen  under  slight  anesthesia. 
The  animals  were  bled  14  days  later,  at  which  time 
the  sera  had  strong  HI  (hemagglutination  inhibition) 
titers  of  160  to  320. 

Reference  antigen  and  antibodies.  The  World 
Health  Organization  International  Influenza  Center 
for  the  Americas,  housed  at  the  CDC,  supplied  HA 
influenza  A antigens  of  four  recently  prevalent  H3N2 
variants:  A/Hong  Kong  8/68,  A/England  42/72, 

A/Port  Chalmers  1/73,  and  A/Victoria  3/75  (made 
available  in  May,  1976).  Also  supplied  were  HA 
antigens  of  two  swinelike  influenza  A viruses:  A/ 
Mayo  Clinic  103/74  (made  available  in  February, 
1976)  and  A/New  Jersey  8/76  (made  available  in 
May,  1976).  Both  normal  chicken  sera  and  immune 
chicken  sera  to  these  reference  strains  were  obtained 
from  the  same  source. 

Complement-fixation  antigens  for  influenza  A, 
influenza  B,  adenovirus,  Mycoplasma  pneumoniae, 
respiratory  syncytial  virus,  parainfluenza  viruses 
types  1,  2,  and  3,  and  cytomegalovirus  were  obtained 
commercially.*  Those  for  parainfluenza  4 were 
prepared  in  our  laboratory. 

For  assay  of  neutralizing  antibody  to  Coxsackie  B 
virus  the  following  virus  strains  were  used:  Cox- 
sackie Bl  (Olivine),  B2  (Ohio  Red),  B3  (Nancy),  B4 
(Van  Barschoten),  and  B5  (Faulkner). 

Virus  isolation.  All  specimens  were  inoculated 
into  primary  cynomolgous  MK  cells  and  a strain  of 
human  embryonic  lung  cells.9-10  In  addition,  throat 
swabs  and  tissue  suspensions  were  inoculated  into 
the  amniotic  cavities  of  10-day-old  chick  embryos  by 
the  window  technique,  with  the  exception  of  27 
specimens  that  yielded  influenza  A virus  in  cell  cul- 
tures before  the  chick  embryo  inoculation  could  be 
performed.11  Influenza  viruses  were  identified  by 
HI  with  chicken  anti-Port  Chalmers  serum.  This 
reference  serum  showed  a clear  titer  of  80  against  the 
homologous  virus  and  did  not  react  at  1:10  dilution 

* Microbiological  Associates,  Bethesda,  Maryland. 


with  the  two  swinelike  influenza  virus  antigens. 
Some  isolates  were  further  tested  by  HI  with  other 
reference  antisera  as  described  in  the  results. 

Antibody  titrations.  All  sera  were  tested  by  CF 
with  the  following  antigens:  influenza  A,  influenza 
B,  adenovirus,  and  M.  pneumoniae.  Sera  from  in- 
dividuals 16  years  or  younger  also  were  assayed  for 
antibody  against  respiratory  syncytial  virus  and 
parainfluenza  viruses  types  1 to  4.  F urther  tests  with 
other  antigens  were  performed  on  some  patients  who, 
in  addition  to  respiratory  tract  symptoms,  had  signs 
of  complications  involving  other  organic  systems  (as 
described  in  the  results). 

Sera  were  titrated  by  Sever’s12  micromethod.  The 
CF  antigen  was  standardized  according  to  the 
method  of  Kent  and  Fife,13  and  four  50  percent  he- 
molysis units  were  used.  In  CF  tests  the  sera  were 
screened  at  a 1:8  dilution,  and  reacting  sera  were  ti- 
trated in  twofold  serial  dilutions  beginning  at  1:4. 
For  HI  tests  the  sera  were  pretreated  with  receptor- 
destroying  enzyme  obtained  from  CDC  or  commer- 
cial sources  and  titrated  in  twofold  serial  dilutions 
beginning  at  1:10.14  In  microneutralization  tests  for 
assay  of  Coxsackie  B antibody,  sera  were  titrated  in 
twofold  serial  dilutions  beginning  at  1:16. 15 

Results — epidemic  ( January  to  April,  1976) 

Virus  isolations.  Influenza  A virus  was  isolated 
from  59  patients  (49  in  MK  cells,  10  in  chick  embryo) 
and  was  confirmed  in  the  14  additional  isolates 
submitted  from  the  Upstate  Medical  Center.  All  73 
isolates  were  readily  inhibited  by  the  Port  Chalmers 
antiserum,  usually  at  a 1:40  to  1:320  dilution.  Four 
isolates  required  a 1:20  dilution. 

To  further  test  the  relationship  of  the  four  Albany 
isolates  to  the  recently  prevalent  Victoria  and  Port 
Chalmers  viruses,  ferret  antisera  against  the  four 
isolates  were  tested  by  cross-HI.  Each  reacted 
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TABLE  I.  Number  of  diagnostic  antibody  findings  for  influenza  A by  age  of  patient  obtained  during  epidemic, 

January  to  April,  1976 


t 

HI  Antibody 

»■ CF  Antibody — ■> 

, , A/Albany  1/76- 

N 

t A/Mayo  103/74- 



Age 

Number  of 

>4-Fold 

>64 

>4-Fold 

>10 

>4-Fold 

>10 

(Years) 

Patients 

Rise 

No  Rise 

Rise 

No  Rise 

<10 

Rise 

No  Rise 

<10 

0 to  30 

51 

38 

13 

35 

14 

2 

1 

5 

45 

' 31  to  50 

24 

12 

12 

14 

7 

3 

0 

7 

17 

>51 

56 

35 

21* 

32 

18 

6 

4 

44 

8 

Not  given 

8 

4 

4 

4 

4 

0 

0 

2 

6 

Totals 

139 

89 

50 

85 

43 

11 

5^ 

58 

76 

Grand  Totals 

139 

139 

139 

* Includes  one  patient  with  a fourfold  decline  of  antibody. 
f All  five  patients  also  had  diagnostic  rises  in  HI  tests  with  A/Albany  1/76. 

_<_50  Years  of  Aje  _>_51  Years  of  Age 

• « Soluble  CF  Antigen 


FIGURE  1.  Geometric  means  of  influenza  antibody  titers: 
see  section  on  results,  antibody  studies,  for  explanation. 


strongly  against  the  Victoria  antigen  but  4-  to  16-fold 
lower  against  the  Port  Chalmers  antigen.  All  four 
antisera  reacted  with  all  four  isolates  with  no  sig- 
nificant differences. 

Antibody  studies.  During  the  epidemic,  sera 
were  submitted  from  870  patients  for  antibody  as- 
says, and  evidence  of  influenza  infection  was  found 
for  139  patients  (16  percent);  virus  was  recovered 
from  9 of  these  139  patients.  The  diagnostic  results 
were:  fourfold  or  greater  antibody  rises  in  paired 
sera,  89  patients;  a fourfold  antibody  decline,  1 pa- 
tient; and  definitive  titers  (>64)  in  convalescent- 
phase  sera,  49  patients.  Antibodies  against  A/Al- 
bany  1/76  were  found  in  the  sera  of  128  of  the  139 
patients,  and  fourfold  or  greater  HI  antibody  rises 
against  this  virus  were  found  in  85  patients  (Table 

I). 

From  8 of  the  1 1 patients  without  reactions  against 
the  Albany  strain,  sufficient  amounts  of  sera  were 
obtained  to  permit  tests  with  antigens  of  four  in- 
fluenza A viruses  prevalent  since  1968:  Hong  Kong, 
England,  Port  Chalmers,  and  Victoria.  Five  pa- 
tients, (22,  25,  33,  39,  and  55  years  old)  did  not  react 
with  any  of  these  antigens.  The  other  three  patients 
(46,  53,  and  55  years  old)  had  antibody  against  all 
except  the  Victoria  strain. 

Although  antibodies  against  the  swinelike  Mayo 
virus  were  found  in  63  of  the  139  patients,  nearly  all 
(58  or  92  percent)  showed  no  evidence  of  a rise  in 
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TABLE  II.  Physicians’  notes  in  191*  patients  with 
laboratory  diagnostic  findings  for  influenza  A during  the 
epidemic  January  to  April  1976 


Signs,  Symptoms, 
Diagnoses 

-Number  of  Patients  and  Age^ 
<50  Years  >51  Years 

( 1 19  Patients)  (72  Patients) 

Headache 

39 

10 

Fever 

73 

32 

Cough 

63 

34 

“Flu” 

14 

4 

Nausea/vomiting 

7 

3 

Enteritis 

4 

Upper  respiratory  infection 

50 

25 

Pneumonia 

32 

31 

Laryngitis 

9 

Myocarditis 

5 

Pericarditis 

4 

1 

Meningitis 

11 

1 

Encephalitis 

3 

1 

Reye’s  syndrome 

1 

Miscarriage 

1 

* For  an  additional  11  patients  the  age  was  not  given. 

titer.  The  remaining  five  patients  all  had  strong 
antibody  conversions  to  the  Albany  virus,  as  well  as 
significant  but  low-titered  conversions  to  the  Mayo 
virus;  Mayo  antibody  was  detected  in  the  acute- 
phase  blood  of  three  of  these  patients.  The  five  pa- 
tients were  20, 53,  54, 65,  and  87  years  old,  and  overall 
a marked  age-dependence  in  the  incidence  of  anti- 
body against  the  Mayo  virus  was  noted:  only  6 (12 
percent)  patients  <30  years  old  or  younger  had 
antibody,  but  7 (29  percent)  patients  age  31  to  50  and 
47  (85  percent)  of  those  over  50  reacted. 

To  investigate  further  this  difference  in  antibody 
responses  of  younger  and  older  individuals,  titers  of 
the  sera  from  60  patients  <50  years  old  and  45  older 
patients  were  grouped  according  to  interval  between 
the  onset  of  illness  and  the  date  of  the  sample.  The 
geometric  mean  (GM)  of  the  titers  for  each  interval 
and  each  group  was  then  computed  (Fig.  1).  The  34 
patients  whose  onset  data  and/or  age  were  not  given 
were  omitted  from  this  evaluation.  In  the  older  pa- 
tients, the  antibody  rises  against  the  Albany  virus 
were  greater  than  in  younger  individuals.  The  geo- 
metric mean  of  antibody  titers  against  the  Mayo 
strain  remained  under  10  in  the  younger  patients  but 
showed  a slow  rise  from  23  in  the  acute  phase  to  59 
in  the  convalescent  phase  of  the  older  patients. 

Clinical  observations.  The  patients  with  con- 
firmed influenza  infections  were  of  all  age  groups,  and 


TABLE  III.  Physicians’  notes  on  12  patients  with  laboratory-confirmed  influenza  A and  fatal  outcome  of  disease 


Case 

Age  (Years) 

Sex 

Physicians’  Notes 

1 

11  months 

M 

Died  in  hospital  with  tentative  diagnosis  of  flu.  Postmortem  findings:  acute  tracheal  bronchitis  with 
hemorrhagic  edema  of  lungs  and  visceral  congestion.  Virus  isolated  from  lung. 

2 

20 

M 

Upper  respiratory  infection  for  five  days,  developed  chest  pain,  and  went  into  cardiac  arrest.  Postmortem 
findings:  large  dilated  heart,  edematous  lungs,  rhabdomyolysis,  myoglobinuria  with  acute  renal  shutdown. 
Virus  isolated  from  lung. 

3 

31 

M 

Patient  developed  flu-like  syndrome,  found  dead  at  home  by  wife.  Diagnosis  streptococcal  pneumonia. 
Postmortem  findings  not  submitted.  Virus  isolated  from  lung,  kidney,  and  heart. 

4 

47 

F 

Patient  made  appointment  for  medical  care  because  of  "flu”-like  disease  of  one  week’s  duration,  suffered 
sudden  collapse  at  the  physician’s  office,  followed  by  generalized  convulsion.  Resuscitation  unsuccessful, 
dead  on  arrival  at  emergency  room  of  hospital.  Postmortem  findings:  acute  ulcerative  tracheal  bronchitis, 
focal  massive  macrophage  infiltration  of  alveolar  spaces,  no  histologic  evidence  of  meningoencephalitis. 
Virus  isolated  from  brain,  liver,  kidney,  myocardium:  submitted  pooled. 

5 

48 

M 

Patient  had  chronic  heart  failure  and  old  rheumatic  fever,  died  10  days  after  onset  with  clinical  diagnosis 
of  pneumonia.  During  this  time  had  significant  rise  of  CF  influenza  A antibody,  from  8 to  64.  Postmortem 
findings:  hemorrhagic  pneumonitis,  acute  pulmonary  edema. 

6 

50 

M 

Fever  of  107°F.,  bilateral  pulmonary  infiltrates,  white  blood  cells  1,000.  Postmortem  findings  not  sub- 
mitted. Virus  isolated  from  lung. 

7 

51 

F 

Patient  had  suffered  from  multiple  sclerosis  for  15  years.  Died  of  massive  acute  bronchial  pneumonia 
following  flulike  syndrome.  Postmortem  findings  not  submitted.  Virus  isolated  from  lung. 

8 

52 

F 

Developed  respiratory  symptoms,  admitted  two  days  later  to  hospital  with  diagnosis  of  pneumonia,  de- 
veloped signs  of  encephalitis,  died  one  day  after  admission  to  the  hospital.  Postmortem  findings  not 
submitted.  Virus  isolated  from  heart,  lung,  and  kidney. 

9 

66 

M 

Diagnosis  of  viral  pneumonitis.  Postmortem  findings  not  submitted.  Virus  isolated  from  lung. 

10 

75 

M 

Died  one  day  after  onset  with  diagnosis  of  bronchial  pneumonia.  Postmortem  findings  not  submitted. 
Virus  isolated  from  throat  and  bronchus  swabs. 

11 

79 

M 

Diagnosis  of  pneumonia.  CF  antibody  for  influenza  rose  from  16  to  64.  Postmortem  findings  not  sub- 
'mitted. 

12 

Not  given 

F 

No  clinical  history  submitted,  dead  on  arrival  in  hospital.  Postmortem  findings:  acute  necrotizing 
tracheobronchitis  and  pneumonitis.  Bacteriologic  isolation  of  Staphylococcus  aureus.  Virus  isolated 
from  lung. 

both  sexes  were  equally  affected.  In  the  physicians’ 
reports,  diagnoses  of  respiratory  tract  infections  were 
most  common  (Table  II).  Complications  involving 
other  organ  systems  such  as  meningitis,  encephalitis, 
myocarditis,  or  pericarditis  were  more  frequent  in 
patients  aged  50  or  younger. 

Death  occurred  for  37  patients  who  came  to  our 
attention  with  a diagnosis  of  influenza.  These  cases 
were  distributed  about  equally  over  all  age  groups. 
In  12  of  these  cases,  mostly  age  47  or  older,  a diag- 
nosis of  influenza  A was  confirmed  either  by  virus 
isolation  (10  patients)  or  by  antibody  rises  (Table 
III). 

Postepidemic  surveillance  ( May  to  December, 
1976) 

Virus  isolations.  Specimens  were  received  from 
357  patients;  no  influenza  A virus  was  isolated  from 
any  of  these  specimens. 

Antibody  studies.  Sera  were  submitted  from  948 
patients,  but  positive  test  results  were  obtained  for 
only  13:  fourfold  or  greater  antibody  rises  in  3 pa- 
tients and  diagnostic  titers  ( >64)  in  the  convales- 
cent-phase sera  of  10  patients.  The  onsets  of  illness 
were  in  May  (three  patients),  June  (one),  July,  Au- 
gust, October,  and  November  (two  each),  and  De- 
cember (one). 

Only  one  patient,  a 59-year-old  woman,  with  a di- 
agnosis of  upper  respiratory  infection,  rash,  fever, 
and  perimyocarditis,  had  HI  rises  against  the  Victoria 
and  New  Jersey  strains;  this  patient  had  received  the 
influenza  vaccine  in  the  fall  of  1975.  However,  she 
also  had  significant  rises  by  CF  against  cytomegalo- 


virus and  by  neutralization  against  Coxsackie  viruses 
B2  and  B4.  The  two  other  patients  (ages  56  and  73) 
with  fourfold  rises  of  CF  antibody  against  influenza 
A had  no  detectable  antibody  against  the  Victoria 
strain  and  only  low-level,  stable  titers  against  the 
swinelike  influenza  virus. 

The  remaining  10  patients  all  had  antibody  against 
the  Victoria  strain.  In  addition,  antibody  against  the 
New  Jersey  strain  was  found  in  the  Five  older  patients 
(ages  50,  54, 55, 63,  and  68)  but  not  in  the  Five  younger 
ones  (ages  18,  19,  22,  23,  and  48). 

Fatal  cases.  During  this  period,  12  patients  with 
diagnoses  of  respiratory  tract  infection  and  fatal 
outcome  of  disease  came  to  our  attention.  Their  ages 
were  1, 10,  and  11  months,  and  10,  26,  28,  50,  52,  72, 
78,  and  88  years.  No  virus  was  isolated  from  the 
lungs  of  any  of  these  patients. 

Other  diagnostic  findings.  Although  influenza 
A accounted  for  82  percent  of  all  diagnostic  findings 
during  the  influenza  epidemic,  M.  pneumoniae  was 
the  most  prevalent  pathogen  thereafter  (70  percent) 
of  all  diagnostic  findings).  Respiratory  tract 
pathogens  other  than  influenza  A virus  were  con- 
Firmed  in  131  patients  in  the  course  of  the  year  (Table 
IV). 

For  seven  patients  with  respiratory  tract  infections 
and  signs  of  peri-  and/or  myocarditis,  sufficient 
samples  were  received  to  enable  testing  for  antibodies 
to  Coxsackie  viruses  types  1 to  5.  Two  patients  had 
diagnostic  antibody  rises,  a 2-year-old  boy  with  a 
monotypic  reaction  for  Coxsackie  B2  and  the  59- 
year-old  woman  described  previously. 

For  five  patients  with  respiratory  infections  and 
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TABLE  IV.  Diagnostic  findings  for  respiratory  virus  and 
M.  pneumoniae  in  2,060  patients  with  respiratory  tract 
infections  studied  in  1976 


Data 

Epidemic 
(January  to 
April) 

Postepidemic 
(May  to 
December) 

Number  of  patients 

1,051 

1,209 

studied 

Number  of  patients  with 

diagnostic  findings 

248 

99 

Influenza  A 

203* 

13 

Influenza  B 

'5 

2 

Adenovirus 

IT 

10** 

M.  pneumoniae 

17 

69 

Respiratory  syncytial 

9 

1 

virus 

Parainfluenza 

3t+ 

4*** 

* From  9 of  the  203  patients  virus  was  isolated  and  serologic  diagnostic 
findings  were  obtained. 

i One  each  of  type  1,  2,  7,  and  14;  seven  untyped. 

**  One  each  of  type  3 and  7;  eight  untyped. 

n All  type  2. 

***  All  type  3. 

signs  of  central  nervous  system  infections,  sufficient 
samples  were  available  to  test  against  the  common 
neurotropic  viruses:  herpes  simplex,  measles,  and 
mumps.  In  none  of  the  patients  were  diagnostic 
findings  obtained. 

Serosurveillance  of  healthy  individuals.  Sera 
from  healthy  persons  obtained  in  December,  1975 
(before  the  onset  of  the  epidemic),  in  March,  1976 
(immediately  following  the  epidemic  peak),  and  in 
October,  1976  (before  the  beginning  of  the  influenza 
vaccination  campaign)  were  tested  by  CF  and  also  by 
HI  with  the  Albany  and  Mayo  strains  (Table  V). 
The  sera  obtained  in  March  showed  a significant 
increase  in  the  incidence  of  CF  antibody  in  11-  to 
50-year-old  individuals  but  no  change  in  individuals 
>51.  In  contrast,  the  incidence  of  antibody  against 
the  Albany  strain  was  low  in  all  age  groups  in  De- 
cember and  increased  in  all  age  groups  in  March. 
Incidence  of  antibody  to  the  Mayo  strain  remained 
high  in  the  individuals  >51  and  low  in  those  <30 
years  old. 

Comment 

The  epidemic  of  influenza  in  New  York  State  from 
January  through  April,  1976,  can  be  attributed,  on 
the  basis  of  consistent  laboratory  results,  to  A/ Albany 
1/76,  which  resembles  the  Victoria  virus.  The  inci- 
dence of  antibody  against  the  epidemic  virus  suggests 
an  attack  rate  of  25  to  30  percent,  considerably  lower 
than  the  75  percent  rate  observed  during  the  previous 
TABLE  V.  Influenza  A antibody  prevale 


influenza  epidemic  of  1968  to  1969. 10  Yet  the  mor- 
tality rate  of  the  1976  epidemic  was  at  the  level  of  the 
1968  to  1969  epidemic,  higher  than  that  of  any  more 
recent  outbreak.  It  is  true  that  the  patients  who 
came  to  our  attention  may  not  be  a representative 
sampling  of  the  population:  a patient  with  a com- 
plicated course  of  disease  is  more  likely  to  seek 
treatment  by  a physician  and  be  sampled  for  virus 
diagnostic  tests.  On  the  other  hand,  large  numbers 
of  specimens  from  captive  populations,  such  as  stu- 
dents, with  outbreaks  of  uncomplicated  respiratory 
tract  infections  are  at  times  submitted  by  public 
health  authorities  who  must  decide,  for  instance, 
whether  or  not  to  close  a school. 

Thirty-seven  fatal  cases  with  a clinical  diagnosis 
of  influenza  came  to  our  attention,  and  in  12  of  these 
(32  percent)  influenza  was  confirmed.  Underlying 
conditions  of  chronic  heart  failure  and  multiple 
sclerosis  may  have  contributed  to  the  fatal  outcome 
in  2 of  these  12  patients;  bacterial  superinfections 
were  noted  in  3.  In  some  patients,  the  virus  infection 
may  have  been  the  primary  cause  of  death:  one  pa- 
tient died  one  day  after  onset,  and  a sudden  death 
was  implied  in  four  others  who  were  dead  on  arrival 
in  the  hospital  or  who  died  shortly  after  admission. 

Lower  respiratory  tract  involvement  and  compli- 
cations were  frequent  in  cases  submitted  to  us. 
Complications  involving  the  central  nervous  and 
cardiovascular  systems  occurred  more  often  in  the 
patients  <50  years  old.  Even  in  the  two  patients 
with  Coxsackie  B virus  infections,  the  possibility 
remains  of  a causal  relationship  between  the  in- 
fluenza and  the  cardiac  involvement  or  of  a syner- 
gistic effect  of  the  dual  viral  infection.  One  mis- 
carriage was  reported,  but  a causal  relationship  with 
the  influenza  infection  could  not  be  confirmed  be- 
cause specimens  from  the  fetus  were  not  submit- 
ted. 

The  smaller  rises  in  titer  of  antibody  against  the 
epidemic  virus  in  patients  <50  years  old  suggest  a 
primary  immune  response.  In  older  individuals  the 
antibody  rises  were  higher  and  may  reflect  secondary 
immune  responses.  However,  there  was  no  serologic 
evidence  of  earlier  widespread  occurrence  of  viruses 
resembling  the  1976  epidemic  variant.  If  a related 
virus  was  prevalent  before  the  epidemic,  antibody 
against  it  must  be  presumed  to  have  fallen  below 
detectable  levels;  this  is  a possibility  that  is  supported 
by  the  relatively  low-peak  antibody  response  (geo- 
metric mean  43  and  73,  compared  with  300  for  the 
Hong  Kong  virus  during  the  1968  to  1969  epidemic)  1 
; in  healthy  residents  of  New  York  State 


Number  Percent  Reacting \ 

Studied  in  CF  Test-Soluble  , HI  Test \ 

Each  of  t Antigen \r A/Albany  1/76 v A/Mayo  103/74 \ 

Age  Group  Specified  1975  , 1976 s 1975  r 1976 n 1975  < 1976 { 

(Years)  Months  December  March  October  December  March  October  December  March  October 


1 1 to  30 

56 

12 

32 

23 

7 

34 

45 

4 

7 

3 

31  to  50 

32 

16 

41 

28 

6 

13 

27 

16 

28 

7 

51  to  70 

12 

58 

58 

30 

8 

42 

20 

83 

83 

60 

Totals 

100 

19 

38 

26 

7 

28 

37 

17 

23 

10 

i 
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and  by  the  slight  drop  in  titer  observed  during  con- 
valescence in  patients  >51  years  old  (Fig.  1). 

In  contrast,  antibody  against  swinelike  influenza 
virus  appears  to  have  persisted  at  detectable  levels 
lifelong,  as  indicated  by  the  incidence  of  antibody  in 
the  sera  of  60  to  83  percent  of  healthy  adults  and  of 
85  percent  of  patients  over  50  years  old.  Similar 
evidence  of  persistence  has  been  reported  from  other 
continents.16-17  In  our  older  patients,  the  antibody 
titers  against  swinelike  influenza  virus  rose  sharply 
during  the  A/Albany  infections;  in  younger  patients 
it  remained  low  and  stable.  The  exposure  of  older 
individuals  to  many  antigenically  different  influenza 
viruses  during  their  lives  may  cause  a broadening  of 
antibody  response  and  may  explain  these  heterolo- 
gous reactions. 

Of  the  five  patients  with  onset  of  illness  during  the 
epidemic  and  heterologous  reactions,  four  were  alive 
when  swine  influenza  virus  is  presumed  to  have  in- 
fected human  beings  regularly;  three  had  definitive 
serologic  evidence  of  a past  infection.  Since  the 
1930s,  evidence  of  swine  influenza  virus  infection  has 
been  found  only  in  “rare  instances  when  human 
disease  was  directly  related  to  contact  with  swine.”4 
However,  the  fifth  patient,  a 20-year-old  female 
student,  had  neither  had  contact  with  swine  nor  re- 
ceived influenza  vaccines;  there  may  have  been  a past 
infection  with  a virus  somewhat  related  to  swine  in- 
fluenza virus.  A sixth  patient  with  multiple  signif- 
icant rises  by  CF  against  influenza  A and  cytomega- 
lovirus, by  HI  against  the  Victoria  and  New  Jersey 
strains,  and  by  neutralization  against  Coxsackie  B2 
and  4 viruses  is  in  our  experience  an  extremely  un- 
usual case.  It  is  difficult,  if  not  impossible,  to  assess 
the  determinant  in  this  patient,  who  may  suffer  from 
an  anomaly  in  her  immune  response. 

Throughout  the  year  there  was  no  serologic  evi- 
dence whatsoever  for  an  occurrence  of  swinelike  in- 
fluenza virus.  It  was  never  isolated,  and  the  low  in- 
cidence of  antibody  against  this  virus  in  10-  to  30- 
year-old  healthy  individuals,  which  made  them  po- 
tential prime  targets,  remained  unchanged.  A 
stepped-up  national  and  international  surveillance 
by  the  U.S.  Public  Health  Service  and  the  National 
Influenza  Centers  also  failed  to  show  evidence  of  any 
human-to-human  spread  of  swinelike  influenza  vi- 
ruses outside  the  military  installation  in  New  Jer- 
sey.16-21 As  far  as  can  be  determined,  the  outbreak 
in  New  Jersey  was  an  isolated  event. 

Nevertheless,  the  low  incidence  of  swinelike  virus 
antibody  indicates  a general  susceptibility  of  the 
younger  population  to  this  virus,  and  a continuation 
of  the  stepped-up  surveillance  is  therefore  advisable, 
especially  for  patients  with  febrile  respiratory  in- 
fections. The  spread  or  perhaps  even  the  reap- 
pearance of  swinelike  influenza  virus  would  be  an 
appropriate  justification  for  resuming  vaccination 
of  the  general  public.  In  this  surveillance,  however, 
heterologous  antibody  reactions  must  be  considered 


when  interpreting  the  serologic  results.  It  would  be 
inadequate  to  perform  antibody  assays  with  swine- 
like influenza  virus  antigen  alone  to  confirm  or  rule 
out  an  infection  with  this  virus;  an  antigen  prepared 
with  the  currently  prevalent  influenza  virus  must  be 
included.  We  found  only  six  patients  with  appar- 
ently heterologous  antibody  rises,  but  such  findings 
might  become  much  more  frequent  as  a consequence 
of  the  short-lived  mass  vaccination  program.  The 
heterologous  response  appears  to  be  slower,  however, 
in  preexposed  individuals.  Therefore,  acute-phase 
sera  should  be  collected  as  soon  as  possible,  and 
convalescent-phase  blood  obtained  as  early  as  10 
days  postonset,  to  better  differentiate  between  ho- 
mologous and  heterologous  reactions. 

Division  of  Laboratories  and  Research 
State  of  New  York  Department  of  Health 
Albany,  New  York  12201 
(DR.  DEIBEL) 

Acknowledgments.  The  authors  are  indebted  to  the  physi- 
cians in  New  York  State  who  submitted  specimens  for  the  in- 
fluenza surveillance.  The  technical  assistance  of  Barbara  Allen, 
Charlotte  Eastwood,  Margaret  Koehler,  Carl  Senter,  and  Mary 
Stammel  is  gratefully  acknowledged. 

References 

1.  Current  trends:  Influenza — United  States,  Morb.  & 

Mortal.  25:  124  (Apr.  23)  1976. 

2.  Ibid.  25:  47  (Feb.  14)  1976. 

3.  Ibid.  25:  55  (Feb.  21)  1976. 

4.  Influenza  vaccine — Preliminary  statement,  ibid.  25:  165 
(June  4)  1976. 

5.  Influenza  surveillance,  Weekly  Epidemiol.  Rec.  51:  108 
(Apr.  2)  1976. 

6.  A revised  system  of  nomenclature  for  influenza  viruses, 
Bull.  World  Health  Organ.  45:  119  (1971). 

7.  Stuart-Harris,  C.  H.,  and  Andrewes,  C.:  Influenza  and 
Other  Virus  Infections  of  the  Respiratory  Tract,  Baltimore,  The 
Williams  & Wilkins  Company,  1965,  p.  86. 

8.  Hoyle,  L.:  The  influenza  viruses,  Virology  Monographs, 
New  York  City,  Springer-Verlag  New  York,  Inc.,  1968,  vol.  4,  pp. 
9,  20. 

9.  Plager,  H.,  and  Deibel,  R.:  Echo  30  virus  infections; 
Outbreak  in  New  York  State,  New  York  State  J.  Med.  70:  391 
(1970). 

10.  Deibel,  R.,  Decher,  W.,  and  Jacobs,  J.:  Observations 
during  Hong  Kong  influenza  epidemic,  ibid.  70:  2799  (1970). 

11.  Lennette,  E.,  and  Schmidt,  N.  J.,  Eds.:  Diagnostic  Pro- 
cedures for  Viral  and  Rickettsial  Diseases,  3rd  ed.,  New  York  City, 
American  Public  Health  Association,  1964,  p.  456. 

12.  Sever,  J.  L.:  Application  of  a microtechnique  to  viral 
serological  investigations,  J.  Immunol.  88:  320  (1962). 

13.  Kent,  J.  F.,  and  Fife,  E.  H.,  Jr.:  Precise  standardization 
of  reagents  for  complement  fixation.  Am.  J.  Trop.  Med.  12:  103 
(1963). 

14.  Advanced  Laboratory  Techniques  for  Influenza  Diagnosis, 
Immunology  Series,  no.  6 Procedural  Guide,  Atlanta,  U.S.  De- 
partment of  Health,  Education,  and  Welfare,  Center  for  Disease 
Control,  1975. 

15.  Catalano,  L.  W.,  Jr.,  Fuccillo,  D.  A.,  and  Sever,  J.  L.: 
Piggy-back  microtransfer  technique,  Appl.  Microbiol.  18:  1094 
(1969). 

16.  Influenza,  Weekly  Epidemiol.  Rec.  51:  205  (June  18) 
1976. 

17.  Influenza  surveillance,  ibid.  51:  170  (May  28)  1976. 

18.  World  Health  Organization,  Report  to  the  Director- 
General,  Consultation  on  Influenza,  Geneva,  April  7 and  8, 
1976. 

19.  Influenza,  Weekly  Epidemiol.  Rec.  51:  178  (June  4) 
1976. 

20.  Ibid.  51:  214  (June  25)  1976. 

21.  Current  trends:  Influenza — Worldwide,  Morb.  & Mortal. 
25:  190  (June  25)  1976. 


September  1977/New  York  State  Journal  of  Medicine  1721 


THE  LOWER  G.I.  TRACI 
ORGANICALLY  SOUND 


Celiac  angiography  is  one  of  a number 
of  highly  specialized  diagnostic  techniques 
sometimes  necessary  to  rule  out  organic 
causes  of  abdominal  pain. 


. .BUT  OVERSENSITIVE 
TO  EMOTIONAL  STRESS 
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IN  IRRITABLE  BOWEL 
SYNDROME  LIBRAX 
PROVIDES  DISTINCTIVE 
ADVANTAGES 


the  specific  antianxiety  action  of 
Libriurn(chlordiazepoxide  HCl) 

the  potent  antispasmodic  action 
of  Ouarzan(clidinium  Br) 


Adjunctive/Dual-Action 

LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg  clidinium  Br. 

A clear  treatment  advantage 
for  patients  with 
irritable  bowel  syndrome 


<^B0CHE^> 


*This  drug  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


A CLEAR  TREATMENT 
ADVANTAGE  FOR  PATIENTS 
WITH  IRRITABLE  BOWEL 
SYNDROME 


Adjunctive/Dual-Acrion 

LIBRAX 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br. 


ONLY  LIBRAX  PROVIDES  THE  SPECIFIC 
ANTI  ANXIETY  ACTION  OF 
LIBRIUM®  (chlordiazepoxide  HCl)  PLUS  THE  POTENT 
ANTISPASMODIC  ACTION  OF  QUARZAN®  (clidinium  Br) 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


* indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as 
follows: 

"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment 
of  peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  {e  g.,  operating  machinery,  driving).  Though  phys- 
ical and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  Librium®  (chlor- 
diazepoxide hydrochloride)  to  known  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  increase 
gradually  as  needed  and  tolerated).  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  pharmacologic  effects  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors  and 


phenothiazines.  Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  pa- 
tients. Employ  usual  precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  avoidable  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido — all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  the  mouth,  blurring  of  vision,  urinary  hesitancy  and  consti- 
pation. Constipation  has  occurred  most  often  when  Librax  therapy 
is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients — see  Precautions. 

How  Supplied:  Librax  is  available  in  green  capsules,  each  contain- 
ing 5 mg  chlordiazepoxide  hydrochloride  (Librium®)  and  2.5  mg 
clidinium  bromide  (Quarzan®)— bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  1 0. 
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Following 

Mastectomy 

EDGAR  P.  BERRY,  M.D.,  F.A.C.S. 

New  York  City 

Chief,  Department  of  Plastic  Surgery,  Lenox  Hill  Hospital 


A top  authority  in  the  field  of  cancer  surgery  re- 
cently stated,  “There  is  no  longer  any  one  best 
treatment  for  breast  cancer.”1  Surgeons  cognizant 
of  this  change  of  attitude  are  faced  with  a multitude 
of  controversial  operations  and  ideas  for  treatment 
of  malignant  and  premalignant  diseases  of  the  breast. 
And,  in  addition  to  these  vacillations,  the  cancer 
surgeon  must  begin  to  think  in  terms  of  the  recon- 
structed breast  following  radical  mastectomy  when 
and  if  indicated.1-8 

Plastic  surgeons  have  for  many  years  been  inter- 
ested in  aesthetic  reconstructive  procedures  of  the 
breast  but  seldom  have  entered  into  the  realm  of 
reconstruction  following  cancer  surgery.  And  now 
they,  too,  are  being  caught  up  by  these  same  changing 
thoughts  in  the  care  of  the  female  patient  following 
radical  mastectomy. 

And,  finally,  if  reconstructive  procedures  are  to  be 
adopted,  proper  guidelines,  acceptable  to  all  physi- 
cians involved  in  the  care  and  treatment  of  the  cancer 
patient,  will  have  to  be  defined  to  meet  the  criteria 
and  the  needs  of  cancer  surgery. 

Conflicting  concepts 

Those  plastic  surgeons  who  have  become  inter- 
ested in  reconstructive  surgery  of  the  breast  following 
ablative  surgery  have  entered  the  controversy  and 
have  challenged  classic  concepts.  We  hear  that  the 
Halsted  operation  may  be  outmoded,  that  removal 
of  the  pectoral  muscles  need  not  alter  the  cure  rate, 
that  large  sections  of  skin  no  longer  need  be  removed, 
that  transverse  incisions  are  better  than  vertical  or 
oblique  incisions,  that  subcutaneous  mastectomies 
may  reduce  the  incidence  of  cancer,  and  that  breast 
reconstruction  after  mastectomy  may  be  safe.  Al- 
though many  of  these  concepts  may  be  true,  few  are 
documented  in  the  literature  or  are  accepted  by 
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general  surgeons  who  are  doing  the  radical  mastec- 
tomies. 

Plastic  surgeons,  as  well  as  cancer  surgeons,  are 
faced  with  indecisions.  Indications  and  contrain- 
dications for  reconstructive  surgery  are  not  specifi- 
cally defined,  and  when  to  introduce  these  proce- 
dures is  not  completely  understood.  The  presence 
of  a foreign  implant  in  a site  that  recently  harbored 
cancer  may  not  be  acceptable  to  all  plastic  surgeons, 
and  the  aftercare  of  these  patients  has  not  been  de- 
termined. These  and  many  other  unknowns  will 
have  to  receive  our  attention  and  our  study  to  val- 
idate such  new  and  exciting  opinions.  In  conjunction 
with  changes  in  our  medical  thinking  we  should  not 
forget  the  female  patient  who  also  must  make 
changes  in  her  way  of  thinking  and  acceptance  of 
these  new  ideas.  Perhaps  it  may  be  more  difficult 
for  her  to  go  along  with  a theory  that  has  met  general 
but  not  universal  approval  in  the  medical  profession 
as  a whole. 

Subcutaneous  mastectomy 

I shall  discourse  briefly  on  the  subject  of  the  sub- 
cutaneous mastectomy  because  it  has  become,  per- 
haps too  frequently,  an  operation  designed  for  pre- 
vention of  cancer. 

The  indication  for  a subcutaneous  mastectomy  has 
not  been  established  to  the  satisfaction  of  all  sur- 
geons. The  criteria  for  stating:  “This  is  a precan- 
cerous  breast”  still  remain  within  the  realm  of  an 
uncertain  diagnosis.  True,  . . . determinations  are 
based  on  sound  and  valid  methods  of  study,  but  these 
evaluations  may  vary  greatly  with  any  given  number 
of  surgeons.  An  eminent  pathologist  from  a promi- 
nent medical  university  has  stated  that  the  diagnosis 
of  a breast  biopsy,  falling  within  the  sphere  of  a 
precancerous  lesion,  may  differ  widely  with  different 
pathologists.  The  operation  itself  is  frequently 
performed  by  plastic  surgeons  as  well  as  by  cancer 
surgeons.  The  plastic  surgeon,  when  he  does  the 
operation,  is  thinking  of  reconstruction,  and  the 
cancer  surgeon  is  thinking  of  cancer.  Consequently, 
there  is  a wide  divergence  in  the  techniques  intro- 
duced by  these  two  schools  of  surgeons. 

The  fact  that  the  subcutaneous  operation  is  not  a 
standard  procedure,  that  the  amount  of  breast  tissue 
removed  is  variable,  and  that  the  operation  is  de- 
signed for  treatment  of  a precancerous  breast  gives 
me  considerable  pause  for  thought.  Should  we  not 
ask  ourselves,  “If  this  breast  is  truly  precancerous, 
why  not  do  a cancer  operation  right  from  the 
start?” 

The  choice  of  defining  indications  and  contrain- 
dications for  the  subcutaneous  mastectomy  is  ob- 
viously so  difficult  that  I do  not  hesitate  to  recom- 
mend that  this  responsibility  remain  the  function  of 
the  cancer  surgeon.  I would  also  hope  that  if  a pro- 
cedure can  be  standardized,  it  will  be  workable  for 
both  the  cancer  surgeon  and  the  plastic  surgeon.  For 
it  is  the  responsibility  of  the  plastic  surgeon  to  take 
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what  is  left  of  the  breast  and  create  a structure  that 
will  be  acceptable  to  the  patient. 

Reconstruction  factors 

The  indications  for  a modified  mastectomy  or  a 
radical  mastectomy  of  the  breast  remain  unques- 
tionably within  the  province  of  the  cancer  surgeon. 
The  selection  of  a candidate  for  reconstruction 
probably  should  be  the  function  of  the  cancer  surgeon 
and  the  plastic  surgeon  working  within  the  bounda- 
ries of  a team  approach. 

The  time  between  radical  mastectomy  and  re- 
constructive surgery  is  gradually  being  decreased. 
Prior  to  recent  times  patients  who  were  considered 
for  reconstruction  were  individuals  who  had  survived 
for  many  years  Without  recurrence  or  metastatic 
disease  and  who  were  unable  to  cope  with  their  de- 
formity. Today,  the  time  interval  between  opera- 
tions has  been  shortened  considerably  and  frequently 
is  not  much  longer  than  one  year.  The  “wait  period” 
is  usually  determined  by  the  classification  of  the 
cancer  and  the  opinions  of  the  cancer  surgeon,  the 
pathologist,  the  oncologist,  and  the  plastic  surgeon 
working  as  a team.  Generally  speaking,  the  time 
between  operations  is  arbitrarily  set  at  six  to  twelve 
months  to  provide  for  tissue  adjustment,  the  absence 
of  local  recurrence,  and  the  lack  of  evidence  of  a 
metastatic  lesion. 

The  contraindications  for  reconstructive  surgery 
are  couched  in  the  qualifying  terminology  . . . the 
patient  is  a “poor  candidate  for  repair.”  A poor 
candidate  is  one  who  may  have  one  of  or  all  of  the 
following  conditions: 

1.  The  obvious  high-risk  factors 

2.  Systemic  disease  with  or  without  local  recur- 
rence 

3.  Primary  disease  in  the  other  breast 

4.  Extensive  x-ray  therapy  to  the  skin  for  preven- 
tion of  local  recurrence 

A poor  prognosis,  however,  need  not  always  be  a 
deterrent  to  reconstructive  surgery.  The  desire  of 
the  patient  to  feel  as  a “whole  woman”  would  have 
to  be  weighed  against  the  probability  of  recurrence 
or  extension  of  her  disease.  The  unanswered  ques- 
tion, “Will  this  operation  accelerate  the  activity  of 
the  cancer?”  remains  unanswered.  Obviously  we 
need  more  study  and  more  data  to  establish  a positive 
position  on  this  matter. 

Patient  preparation 

In  this  day  and  age  the  surgeon  is  frequently  un- 
able to  devote  adequate  time  to  know  and  under- 
stand his  patient  who  has  been  informed  that  she  has 
a diseased  breast  and  must  undergo  a radical  cancer 
operation.  Approximately  70,000  to  90,000  new 
cases  of  breast  cancer  are  detected  in  the  United 
States  each  year.  Nearly  80  percent  of  the  women 
will  adjust  to  postmastectomy  deformity  with  the  use 
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in  aesthetic  reconstructive  procedures  of  the  breast, 
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struction following  cancer  surgery.  And  now  they, 
too,  are  being  caught  up  with  these  same  changing 
thoughts  in  the  care  of  the  female  patient  following 
radical  mastectomy.  And,  finally,  if  reconstructive 
procedures  are  to  be  adopted,  proper  guidelines,  ac- 
ceptable to  all  physicians  involved  in  the  care  and 
treatment  of  the  cancer  patient,  will  have  to  be  de- 
fined to  meet  the  criteria  and  the  needs  of  cancer 
surgery  and  adopt  the  plastic  procedure  to  this  new 
application. 


of  external  prosthesis.  The  remaining  20  percent 
may  experience  moderate  to  extreme  difficulty  in 
adjusting  to  their  deformity,  and  some  may  suffer  the 
tortures  of  hell.  The  latter,  the  20  percent  who  will 
have  difficulty  in  compromising,  certainly  should 
have  the  opportunity  to  discuss  reconstruction  of  the 
breast  following  mastectomy. 

The  patient  who  has  been  told  that  she  needs  a 
mastectomy  should  be  informed  of  the  deformity 
that  must  be  expected  after  surgery.  Allowing  time 
for  such  a discussion  is  too  often  neglected,  and 
consequently  the  patient  is  too  often  poorly  prepared 
for  what  is  about  to  come.  If  the  patient  shows  an 
interest  in  having  further  surgery,  she  should  be  al- 
lowed to  consult  with  a plastic  surgeon  who  is 
schooled  in  the  aesthetics  of  the  reconstructed  breast. 
The  knowledge  that  a new  breast  can  be  constructed 
is  a great  morale  booster  and  probably  will  give  ad- 
ditional support  and  courage  to  the  patient  who  is 
about  to  undergo  the  terrors  of  a cancer  operation. 

Team  work 

I believe  that  surgery  of  this  caliber  should  be  and 
must  be  a team  approach.  It  demands  input  from 
many  sources,  and  we  would  be  remiss  if  the  advan- 
tages of  a team  effort  were  laid  aside.  I also  recom- 
mend that  the  subcutaneous,  the  simple,  the  modi- 
fied, and  the  radical  mastectomies  all  should  be 
performed  by  the  cancer  surgeon  so  that  there  will  be 
fewer  divided  opinions  as  to  the  efficacy  of  the  op- 
erating surgeon.  If  both  the  plastic  surgeon  and  the 
cancer  surgeon  see  fit  to  combine  their  skills  during 
these  procedures,  that  would  be  a more  desirable 
solution.  Naturally,  I would  recommend  that  re- 
construction of  the  breast  be  performed  by  a plastic 
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surgeon.  When  the  mastectomy  and  the  recon- 
struction are  carried  out  back  to  back,  both  the  can- 
cer surgeon  and  the  plastic  surgeon  should  operate 
together  to  insure  the  best  possible  solution  to  a very 
difficult  problem. 

In  the  preparation  and  the  follow-up  of  the  breast 
cancer  patient,  the  team  approach  should  be  broad- 
ened to  include  other  physicians  who  are  vitally  in- 
terested in  the  care  of  that  particular  individual. 
The  referring  physician  should  become  an  integral 
part  of  this  program  because  who  would  know  the 
patient  better  than  her  private  physician.  The  on- 
cologist, the  radiologist,  the  pathologist,  and  the 
psychiatrist,  if  involved,  would  and  could  make  the 
team  approach  a workable  unit.  This  may  sound 
impractical,  but  not  really  so,  because  the  care  of 
these  people  stretches  out  over  many  months  and 
years. 

Methods 

The  actual  reconstruction  of  a breast  following 
radical  mastectomy  is  not  an  easy  matter,  and  until 
recently  has  been  rather  unsatisfactory.  The  basic 
difficulties  encountered  have  been  (1)  the  radical 
mastectomy  leaves  little  to  no  useful  skin  or  muscle 
over  the  chest  wall,  (2)  in  the  past  we  had  no  satis- 
factory implant  to  place  under  the  skin,  and,  finally, 
(3)  if  x-ray  therapy  has  been  used  to  prevent  local 
recurrence,  it  usually  gives  birth  to  an  impossible 
situation. 

The  creation  of  a mound  at  the  site  of  the  removed 
breast  is  probably  the  most  important  aspect  of  this 
operation.  Once  this  has  been  achieved,  the  external 
prosthesis,  which  incidentally  is  frequently  very 
uncomfortable,  can  be  discarded  and  a brassiere  may 
be  worn  without  embarrassment.  To  succeed  in  this 
endeavor  the  plastic  surgeon  must  have  adequate 
healthy  skin,  subcutaneous  tissue,  and  muscle 
whenever  possible,  lying  over  the  rib  cage.  These 
tissues,  if  not  available  at  the  mastectomy  site,  can 
be  had  by  the  rotation  or  advancement  of  skin  flaps. 
Omentum  can  be  brought  up  out  of  the  abdomen  to 
take  the  place  of  muscle  coverage  if  deemed  neces- 
sary. And,  in  the  not  too  distant  future,  microvas- 
cular  flaps  may  become  available  to  suit  our  needs. 
Frequently  the  “modified”  mastectomy  will  accom- 
plish the  same  requirement  and  thereby  negate  the 
need  for  these  additional  operations. 

Once  the  site  has  been  properly  prepared,  it  then 
becomes  possible  to  position  a silicone  implant  be- 
neath the  skin.  This  will  create  the  necessary 
mound.  Refinishing  the  mound  as  to  its  shape  and 
the  creation  of  a nipple  can  be  scheduled  at  will  if  the 
patient  so  desires.  The  silicone  implant  available 
today  has  been  vastly  improved  over  the  prosthesis 
that  was  used  two  or  three  years  ago.  It  comes  in 
multiple  shapes  and  sizes;  its  contents  and  sac  cov- 
erage are  extremely  soft,  and  the  total  mass  remains 
durable.  It  is  seldom  rejected  by  the  body  and,  if 
rejected,  this  is  usually  due  to  outside  interference. 


A very  stringent  follow-up  has  been  maintained  on 
an  international  level  for  the  past  16  years,  and  no 
documented  cancer  has  been  observed  that  can  be 
attributed  directly  to  the  implant. 

In  the  process  of  reconstructing  a new  breast  fol- 
lowing mastectomy,  it  frequently  becomes  necessary 
to  pay  attention  to  the  opposite  breast,  particularly 
if  it  is  large  and  overdeveloped.  The  reconstructed 
breast  is  at  best  a small  breast,  and  its  presence  is 
defeated  if  the  opposite  is  out  of  proportion  and  will 
not  easily  fit  in  the  same  brassiere.  If  this  condition 
does  exist,  the  plastic  surgeon  will  have  to  turn  to  the 
cancer  surgeon,  or  others  of  the  team,  for  counseling 
and  advice.  If  approval  for  surgery  on  the  unin- 
volved breast  is  obtained,  he  should  probably  be 
guided  by  the  following  two  options: 

1.  If  the  future  is  uncertain  for  possible  primary  or 
metastatic  involvement,  the  operation  of  choice  should 
be  a cancer  procedure,  probably  a simple  mastectomy. 
Reconstruction  of  a breast,  similar  to  the  reconstruct- 
ed opposite,  would  then  follow. 

2.  If  the  future  is  more  optimistic,  with  involve- 
ment considered  unlikely,  the  operation  of  choice 
would  be  the  amputation  type  of  breast  reduction. 
This  procedure  would  remove  most  of  the  breast  tissue 
and  would  create  a satisfactory  companion  to  the  other 
breast. 

Summary 

Cancer  surgeons  and  plastic  surgeons  are  learning 
to  accept  breast  reconstruction  following  radical 
mastectomy. 

Proper  guidelines  will  have  to  be  defined  for  op- 
erations that  will  meet  the  criteria  of  cancer  sur- 
gery. 

Only  a small  group  of  selected  patients  will  benefit 
from  these  procedures. 

A team  approach  is  recommended  to  insure  proper 
care. 

There  is  a great  need  to  determine  if  recurrence 
rate  or  metastatic  disease  is  or  is  not  accelerated  by 
these  operations. 
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Antibiotic 
Prophylaxis  for 
Minor  Lacerations 

Controlled  clinical  trial 


A controlled,  clinical  trial  was  initiated  in  August, 
1974,  to  determine  the  role  of  dicloxacillin  in  the 
prophylaxis  of  infection  in  minor  lacerations  treated 
at  the  Bronx  Municipal  Hospital  Center.  By  De- 
cember, 1975,  a total  of  1,334  patients  were  seen,  with 
an  overall  infection  rate  of  6.67  percent;  this  figure 
is  similar  to  that  found  in  other  studies.  Oral  di- 
cloxacillin taken  prophylactically  did  not  alter  sig- 
nificantly the  infection  rate.  No  case  of  tetanus  was 
encountered ; no  prognostic  factors  could  be  demon- 
strated. It  is  concluded  that  antibiotic  prophylaxis 
should  not  be  used  as  a routine  in  the  treatment  of 
minor  lacerations. 
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Antibiotic  prophylaxis  for  wound  infection  remains 
a controversial  subject.1  12  There  are  physicians  who 
give  antibiotics  routinely  in  the  treatment  of  lacer- 
ations seen  in  the  emergency  room;  in  contrast,  there 
are  those  who  suggest  that  such  antibiotic  use  in- 
creases the  incidence  of  wound  infection.  Until  re- 
cently, there  have  been  no  controlled  clinical  studies 
in  this  area;  therefore,  we  decided  to  undertake  such 
a study  to  determine  what  role,  if  any,  systemic  an- 
tibiotics should  play  in  the  treatment  of  minor  lac- 
erations as  seen  in  the  emergency  room  of  the  Bronx 
Municipal  Hospital  Center. 

Patients  and  methods 

Selection  and  allocation.  All  patients  who  had 
sustained  a minor  laceration  and  who  were  treated 
in  the  emergency  room  of  Bronx  Municipal  Hospital 
Center  between  August,  1974,  and  December,  1975, 
were  included  in  the  study,  with  the  exception  of 
patients  with  an  allergic  diathesis  or  defined  history 
of  antibiotic  sensitivity.  The  patients  were  divided 
into  two  groups — Group  1 received  antibiotics  and 
Group  2 received  no  antibiotics;  otherwise,  the 
treatment  of  both  groups  was  the  same.  They  were 
allocated  to  groups  according  to  hospital  number: 
even  numbers  to  Group  1,  odd  numbers  to  Group  2. 
In  all  cases  the  wounds  were  irrigated  well  with  nor- 
mal saline  and  soaked  for  five  minutes  in  an  equal 
mixture  of  povidone-iodine  (Betadine)  and  saline. 
All  tissue  that  was  not  viable,  questionably  viable,  or 


grossly  contaminated  was  aggressively  debrided. 
Ragged  and/or  contused  skin  edges  were  excised. 
Hemostasis  and  subcutaneous  closure  were  achieved 
using  chromic  catgut  when  necessary.  The  skin  was 
approximated  with  synthetic  sutures  (Tevdek, 
Dexon),  nylon,  or  silk,  and  the  wounds  were  dressed 
with  dry  sterile  gauze  dressings.  Each  week  a dif- 
ferent suture  material  was  designated  for  use  to 
balance  the  study.  Lidocaine  (Xylocaine)  1 percent 
without  epinephrine  was  used  for  local  anesthesia; 
sterile  technique  was  employed  throughout  treat- 
ment. Cultures  were  taken  of  the  wound  prior  to 
therapy  during  the  first  four  months  of  the  study. 

Records 

A check  list  was  completed  by  the  resident  in- 
volved in  the  suturing,  with  approximately  40  resi- 
dents cooperating  in  the  study  at  one  time  or  another. 
The  check  list  included:  age,  sex,  local  and  general 
hygiene,  causal  agent  and  its  cleanliness,  wound  site, 
presence  of  surrounding  hair,  wound  depth,  wound 
size,  and  wound  quality  and  nature.  A note  was 
made  of  the  suture  material  used,  the  presence  or 
absence  of  subcutaneous  sutures,  and  the  time  gap 
between  injury  and  treatment. 

Antibiotic  treatment 

Patients  allocated  to  the  antibiotic  group  (Group 
1 ) received  dicloxacillin.  This  antibiotic  was  chosen 
because  of  its  95  percent  efficacy  rate  against  gram- 
positive organisms  in  our  community.  The  dosage 
regimen  was  250  mg.  taken  orally  at  the  time  of  sut- 
uring, and  then  four  times  a day  for  seven  days. 

Follow-up 

The  patients  and  their  wounds  were  followed  in  the 
surgical  dressing  outpatient  clinic  from  one  to  ten 
days  later.  Patient’s  follow-up  assessment  was 
usually  by  a resident  other  than  the  one  who  per- 
formed the  initial  treatment.  The  assessment  and 
surgical  dressing  treatment  were  made  prior  to  any 
perusal  of  the  chart  so  that  the  inspecting  resident 
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was  not  aware  to  which  group  the  patient  belonged. 
Wounds  were  considered  infected  when  frank  pur- 
ulence  was  present;  patients  who  had  not  taken  their 
antibiotics  were  dropped  from  the  study.  Cultures 
were  taken  wherever  pus  was  encountered. 

Results 

A total  of  1,334  patients  were  included  in  the  study, 
with  an  overall  infection  rate  of  6.67  percent  (89  pa- 
tients), which  is  close  to  that  reported  by  others.112 
Of  this  total  number  of  patients  in  the  study,  detailed 
analysis  could  be  performed  only  on  271  patients. 
The  rest  of  the  patients  were  eliminated  because  we 
were  unable  to  match  initial  treatment  sheets  and 
follow-up  sheets,  and  because  a number  of  patients 
did  not  take  the  antibiotics  as  directed.  Culture 
results  could  also  not  be  adequately  controlled  and 
accordingly  were  not  entered  into  this  report. 
However,  we  did  notice  that  at  least  one  half  the 
wounds  cultured  prior  to  suture  did  not  grow  any 
pathogenic  organism. 

Of  the  271  patients,  67  received  dicloxacillin 
(Group  1)  and  204  did  not  receive  antibiotics  (Group 
2).  The  disparity  in  size  of  the  groups  was  chance 
and  a result  of  previously  mentioned  failures  in  the 
study. 

Of  these  271  patients,  17  patients  (6.27  percent) 
developed  wound  infections:  3 from  Group  1 and  14 
from  Group  2.  Staphylococcus  aureus  sensitive  to 
dicloxacillin  was  isolated  in  all  17  patients.  Thus, 
4.68  percent  of  Group  1 patients  and  7.36  percent  of 
Group  2 patients  developed  wound  infections. 
These  two  infection  rates  are  statistically  equal  by 
the  chi-square  test  at  a level  of  0.5.  In  short,  di- 
cloxacillin given  prophylactically  did  not  alter  the 
subsequent  infection  rate  in  minor  wounds  seen  in 
the  emergency  area. 

This  study,  in  addition  to  assessing  the  role  of 
prophylactic  antibiotic  in  minor  lacerations,  was 
designed  to  determine  if  there  are  any  additional 
factors  that  might  be  of  significance  in  wound  in- 
fection other  than  proper  wound  care  as  outlined 
here.  It  is  held  that  poor  local  and  general  hygiene, 
a dirty  causal  agent,  and  deep,  contaminated  or 
ragged  wounds  all  have  a higher  risk  of  infection.4,8 
Delay  in  treatment  of  more  than  six  hours  or  the  use 
of  subcutaneous  catgut  suture  are  also  held  to  be 
deleterious.  Lesions  of  the  scalp  are  said  to  have  a 
high  resistance  to  infection. 

Table  I compares  these  factors  in  wounds  that 
healed  well  with  the  17  that  became  infected.  It  can 
be  seen  that  there  is  no  factor  that  can  be  used  to 
prognosticate  the  chance  of  subsequent  infection  if 
proper  standard  wound  care  is  observed.  It  should 
be  noted  that  scalp  and  face  lacerations,  however,  do 
appear  to  become  infected  less  frequently  than  do 
wounds  elsewhere. 

Adequate  control  of  infection  appears,  therefore, 
to  be  completely  dependent  on  thorough  cleansing 
and  careful  debridement  prior  to  suturing. 


TABLE  I.  Comparison  of  wounds  that  healed  with  those 
that  became  infected* 


Prognostic  Factor 

Wounds  Without-^ 
Infection 
Num-  Percent 
ber  of  of  that 
Pa-  Group 

tients  (271) 

y— Wounds  With-^ 
Infection 
Num-  Percent 
ber  of  of  That 
Pa-  Group 

tients  (271) 

Hygiene,  local 

Good 

242 

87 

15 

89 

Poor 

37 

13 

2 

11 

Hygiene,  general 

Good 

224 

91 

17 

100 

Poor 

20 

9 

0 

0 

Causal  agent  sharp 

Clean 

88 

71 

9 

73 

Dirty 

36 

29 

3 

27 

Causal  agent  blunt 

Clean 

62 

69 

3 

60 

Dirty 

28 

31 

2 

40 

Wound  site 

Scalp 

50 

18 

1 

6 

Face 

74 

27 

1 

6 

Axilla 

1 

0.3 

0 

0 

Hand 

86 

32 

8 

47 

Arm 

27 

10 

3 

17 

Foot 

7 

2.5 

1 

6 

Lower  limb 

17 

6 

2 

11 

Trunk  above 

2 

0.7 

1 

6 

umbilicus 

Trunk  below 

1 

0.3 

0 

0 

umbilicus 
Wound  depth 

Skin  only 

81 

32 

5 

29 

Skin  and 

148 

58 

11 

64 

subcutaneous 

tissue 

Muscle 

23 

9 

1 

5 

Wound  nature 

Linear 

161 

63 

11 

64 

Contused 

35 

13 

3 

17 

Flap 

31 

12 

2 

11 

Ragged 

26 

10 

1 

5 

Wound  quality 

Clean 

200 

85 

14 

83 

Dirty 

34 

14 

3 

17 

Wound  size 

One  inch  and  less 

148 

63 

12 

70 

One  to  four  inches 

83 

35 

5 

29 

More  than  four 

3 

1 

0 

0 

inches 

Treatment  time 
interval  from 
trauma 

Up  to  two  hours 

208 

80 

13 

76 

Two  to  six  hours 

44 

17 

4 

24 

More  than  six 

6 

3 

0 

0 

hours 

Suture  material 

Silk 

89 

35 

7 

41 

Nvlon 

119 

•19 

7 

41 

Dexon 

25 

10 

2 

11 

Tevdek 

12 

5 

1 

5 

Subcutaneous  suture 

No 

235 

90 

16 

95 

Yes 

25 

10 

1 

5 

Antibiotics 

No  dicloxacillin 

183 

75 

14 

83 

Dicloxacillin 

63 

25 

3 

17 

* If  the  proportion  that  the  factor  forms  in  the  no-infection  and  infect  ion 
groups  is  similar,  then  it  cannot  be  considered  to  have  prognostic  signifi- 
cance. 
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Comment 

Epidemiology  of  wound  sepsis  in  casualty  and 
outpatients  has  been  studied  much  less  frequently 
than  in  hospital  wards.  There  still  remain  many 
approaches  to  the  treatment  of  minor  lacerations.2’7’9 
The  prognostic  factors  generally  held  to  be  of  sig- 
nificance have  not  been  substantiated  either  by  this 
study  or  by  any  other  studies.4-7,9’12 

Clinical  studies  have  been  rare.  In  a study  by 
Caro,  Reynolds,  and  De  Smith  in  19675  432  superfi- 
cial wounds  were  examined;  an  overall  infection  rate 
of  10  percent,  not  affected  by  topical  polymyxin  B, 
bacitracin,  and  neomycin  spray,  was  encountered. 
In  another  study  by  Caro  and  Surtees  in  1965, 4 the 
infection  rate  was  5 percent,  which  was  approxi- 
mately similar  to-ours.  Day  in  19756  showed  a 15 
percent  rate  of  infection  in  patients  given  intra- 
muscular, long-acting  depot  penicillin  or  tetracy- 
clines. 

It  should  be  noted  that  where  staphylococci  were 
isolated,  they  were  found  to  be  penicillin-resistant. 
Illingworth  in  19738  showed  87  percent  of  staphylo- 
cocci were  penicillin-resistant  in  the  community 
served  by  her  hospital.  We  have  found  80  percent 
of  the  staphylococcus  infections  in  the  hospital  to 
be  so  resistant,  whereas,  only  5 percent  were  resistant 
to  dicloxacillin. 

These  findings  argue  against  the  benefit  of  a con- 
trolled study  using  a nonpenicillinase-resistant 
penicillin. 

The  use  of  antibiotics  has  been  suggested  for  the 
prevention  of  tetanus.2,7  No  case  of  tetanus  was 
encountered  in  the  entire  1,334  patients  or  during  the 
16  months  of  trial.  Hence,  we  believe  that  in  our 
population  group,  standard  antitetanus  regimens  are 
adequate  when  combined  with  aggressive  debride- 
ment. 


Conclusion 

We  feel  that  since  the  use  of  dicloxacillin  showed 
no  significant  effect  on  our  infection  rate,  its  use  is 
contraindicated  in  the  prophylaxis  of  wound  infec- 
tion. 

Department  of  Surgery 
Albert  Einstein  College  of  Medicine 
1300  Morris  Park  Avenue 
The  Bronx,  New  York  10461 
(DR.  SAMSON) 
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an  improved  delivery  system 

sustained  release  by  micro-dialysis  diffusion 

New  B-C-BID  provides  a smooth,  continuous,  predictable  rate  of  release 
of  water-soluble  B-complex  and  C vitamins.  Your  patient  can  now 
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ONE  CAPSULE  AFTER  BREAKFAST  AND  ONE  AFTER 
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Report  of  double-blind  study 
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University  School  of  Medicine;  Attending,  Department  of 

Obstetrics  and  Gynecology,  Bellevue  Hospital  Center 

In  the  past  few  years,  therapy  for  vulvovaginal 
candidiasis  has  been  limited  to  only  a few  agents  and 
the  requisite  courses  of  treatment  have  ranged  from 
14  to  as  much  as  28  days.  Recently  a new  agent, 
clotrimazole  (Lotrimin,  Gyne-Lotrimin),  a trilylim- 
idazole,  has  demonstrated  its  availability  for  the 
rapid  treatment  of  vaginal  candidiasis. 

Studies  conducted  in  England,  Germany,  Swit- 
zerland, Finland,  and  Scotland,  using  vaginal  tablets 
containing  100  mg.  clotrimazole  in  a six-day  treat- 
ment course  has  indicated  mycologic  and  clinical 
cures  ranging  from  77  to  95  percent.1-7  Isolates  of 
Candida  albicans  resistant  to  clotrimazole  have  not 
been  found,  nor  has  secondary  resistance  to  it  de- 
veloped during  successive  passages  of  cultures  in 
vitro.8-11 

However,  although  its  efficacy  and  rapid  clearing 
effect  have  been  reported,  there  has  been  a lack  of 
uniformity  concerning  post-treatment  time-cure 
rates  among  these  studies.  We,  therefore,  initiated 
a double-blind  noncrossover  comparative  study. 
The  following  report  of  our  study  is  based  on  a 7-day 
course  of  treatment  with  clotrimazole  vaginal  tablets 
and  a 14-day  course  with  nystatin  (Korostatin,  Ny- 
costatin,  Nilstat)  vaginal  tablets. 

Materials  and  Method 

Sixty-five  women  with  symptomatic,  mycologically 
proved  vulvovaginal  candidiasis  were  enrolled  in  the 
study.  The  diagnosis  was  made  on  the  basis  of 
clinical  observations,  and  recovery  of  positive  cul- 
tures of  C.  albicans  on  appropriate  culture  media, 

* Supported  by  a grant  from  Delbay  Pharmaceuticals,  Inc.  of 
Bloomfield,  New  Jersey. 


TABLE  I.  Distribution  of  patients  by  treatment  group 
versus  combined  results  of  cultures  and  smears  for 
pseudohyphae  before  and  after  treatment* 

Definitive  Post 

Pretreatment  treatment 


Agent 

Positive 

Negative 

Positive 

Negative 

Clotrimazole 

20 

0 

4 

16 

Nystatin 

29 

0 

8 

21 

Totals 

49 

0 

12 

37 

* P = 0.738 


TABLE  II.  Distribution  of  patients  by  treatment  group 
versus  overall  results* 


Agent 

Excel- 

lent 

Good 

Fair 

Sympto- 

matic 

Relief 

No 

Re- 

sponse 

Clotrimazole 

13 

2 

1 

3 

1 

Nystatin 

16 

1 

4 

3 

5 

Totals 

29 

3 

5 

6 

6 

* P = 0.359 


and  demonstration  of  pseudohyphae  on  microscopic 
examination.  No  concomitant  antifungal  therapy 
or  local  vaginal  or  penile  therapy  of  any  type  was 
permitted  during  the  study,  including  the  four-week 
post-treatment  period.  Test  preparations  of  seven 
clotrimazole  vaginal  tablets  containing  100  mg.  of 
active  substance,  or  14  nystatin  vaginal  tablets  con- 
taining 100,000  microns  of  active  substance,  were 
randomly  assigned  to  patients.  Patients  were  in- 
structed to  insert  one  tablet  each  night  for  7 or  14 
consecutive  nights.  Post-treatment  visits  were 
scheduled  for  two  and  six  weeks  after  the  initial  visits, 
at  which  time  clinical  observation  was  made  and 
smears  and  cultures  repeated.  The  final  evaluation 
was  made  at  the  last  visit  which  was  at  least  four 
weeks  after  the  completion  of  therapy.  Epidemio- 
logic factors  such  as  age,  duration  of  disease,  and  use 
and  type  of  contraceptives  were  considered.  Anal- 
ysis of  these  data  showed  there  were  no  significant 
differences  between  the  groups. 

Results 

Forty-nine  patients  completed  the  study,  20 
treated  with  clotrimazole  and  29  with  nystatin. 
Table  I shows  the  mycologic  findings  before  and  after 
treatment. 

Following  treatment,  specimens  from  16  of  20 
patients  (80  percent)  of  the  clotrimazole-treated 
group  and  21  of  29  patients  (72  percent)  of  the  ny- 
statin-treated group,  were  negative  for  pseudohyphae 
and  culture. 

Table  II  shows  the  overall  clinical  and  mycologic 
results. 

Treatment  was  considered  successful  for  patients 
in  categories  “excellent”  and  “good”  since  their 
vulvovaginal  candidiasis  essentially  disappeared. 
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A double-blind,  non-crossover  comparative  study  was 
undertaken  to  prove  the  efficacy  of  a new  therapeutic 
agent  for  vulvovaginal  candidiasis.  A total  of  65 
patients  entered  the  study.  Forty-nine  patients  (20 
treated  with  clotrimazole  and  29  with  nystatin)  were 
evaluated  for  efficacy.  Treatment  with  clotrimazole 
vaginal  tablets  for  7 days  was  successful  in  79  percent 
of  the  patients  as  compared  with  a success  rate  of  59 
percent  in  the  group  of  patients  treated  with  nystatin 
for  14  days.  The  shorter  duration  of  treatment  with 
clotrimazole  was  more  acceptable  to  the  patients. 


The  overall  success  rate,  based  on  clinical  and  my- 
cologic  criteria,  was  75  percent  (15  of  20  patients)  for 
the  clotrimazole-treatment  group,  and  59  percent  (17 
of  29  patients)  for  the  nystatin-treatment  group. 
This  difference  is  not  statistically  significant  (P  = 
0.361). 

Conclusions 

A total  of  65  patients  entered  this  trial  and  were 
evaluated  for  tolerance  to  the  test  preparation;  no 
adverse  experience  was  reported.  Of  this  total,  49 
patients  (20  treated  with  clotrimazole  and  29  treated 
with  nystatin)  were  evaluated  for  efficacy.  The 
clotrimazole-treated  patients  had  received  one  tablet 
a day  for  one  week.  The  nystatin-treated  patients 
had  received  one  vaginal  tablet  daily  for  two 
weeks. 

Treatment  with  clotrimazole  vaginal  tablets  was 
successful  in  75  percent  of  the  patients  as  compared 
with  a success  rate  of  59  percent  for  the  patients  in 
the  nystatin  treatment  group.  While  this  numerical 
difference  favoring  clotrimazole  is  not  statistically 
significant  in  this  small  sample,  it  is  apparent  that 
vaginal  tablets  containing  100  mg.  of  clotrimazole  per 
tablet,  used  once  daily  for  7 days,  are  at  least  as  ef- 
fective as  a therapeutic  agent  in  vulvovaginal  can- 

Ididiasis  as  vaginal  tablets  containing  100,000  microns 
of  nystatin  per  tablet  used  once  daily  for  14  days. 

Comments 

One  of  the  problems  in  the  treatment  of  vulvova- 
ginal candidiasis  has  not  been  the  eventual  efficacy 
of  the  medication  so  much  as  the  length  of  time  and 
the  inconvenience  of  usage  required  to  achieve  that 
efficacy.  Patient  compliance  thus  plays  a major  role 
in  the  ultimate  acceptance  of  a drug  Masterson  et 
al.,12  discussing  their  six-day  clotrimazole/nystatin 
study,  noted  that  only  half  their  patients  carried  out 
their  treatment  instructions,  so  that  the  clinical 
outcome  depended  on  the  amount  of  drug  the  patient 
decided  to  use  rather  than  on  what  was  acutally 
prescribed.  Masterson  et  al.12  further  stated,  “We 
also  know  that  the  shorter  and  more  simple  the 
course  of  treatment,  the  more  likely  the  patient  is  to 
complete  it  successfully.” 

In  our  study  we  noted  rapid  relief  of  symptoms, 
excellent  tolerance  to  the  medication,  and  a higher 
rate  of  cure  in  half  the  time  required  by  standard 
therapy.  The  rapid  reduction  of  the  symptoms  of 
itching,  burning,  and  complaints  as  expressed  by 
most  patients  served  as  a plus  factor  in  the  thera- 


peutic regimen.  On  the  basis  of  our  analysis,  further 
efficacy  studies  on  the  rapidity  of  action  of  clotri- 
mazole in  the  treatment  of  vulvovaginal  candidiasis 
are  warranted. 
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SYMPOSIUM 


The  Psychiatrist 
and  the  Nursing  Home 

SEYMOUR  B.  JACOBSON,  M.D. 

New  York  City 

Associate  Attending  Psychiatrist,  The  Bronx-Lebanon  Hospital 
Center;  Attending  Psychiatrist,  The  Jewish  Home  and  Hospital 
for  Aged  and  the  Daughters  of  Jacob  Geriatric  Center 


The  New  York  State  Moreland  Act  Commission 

on  Nursing  Homes  and  Residential  Facilities  recently 
issued  a report  which  revealed  serious  and  persistent 
deficiencies  in  care  rendered  by  many  of  these  in- 
stitutions. This  report,  and  the  increased  public 
interest  which  it  generated,  have  resulted  in  serious 
efforts  to  improve  the  quality  of  care  provided  by 
nursing  homes  in  this  State. 

In  addition  to  sharing  in  the  general  concern  about 
this  situation,  psychiatrists  are  specialists  who  can 
contribute  significantly  to  its  correction;  they  are  also 
often  the  physicians  called  on  by  the  elderly  and  their 
families  for  advice  when  placement  in  a long-term 
care  facility  is  under  consideration.  It  is  appropriate, 
therefore,  that  psychiatrists  be  better  informed  about 
nursing  homes. 

What  is  a nursing  home? 

A nursing  home  has  been  defined  as  “primarily  a 
residential  facility  with  a minimum  level  of  nursing 
care  designed  for  the  convalescence  and  long-term 
care  of  the  seriously  ill  of  all  ages  but  primarily  for  the 
aged.”  1 Although  the  label  “nursing  home”  is 
commonly  applied  to  a number  of  institutional  set- 
tings for  the  elderly,  it  more  precisely  refers  to  what 
is  called  a “skilled  nursing  facility.”  Other  types  of 
long-term  care  institutions  are  the  health-related 
facility,  the  chronic  care  hospital,  and  the  domiciliary 
care  facility. 

Skilled  nursing  facility.  A skilled  nursing  fa- 
cility provides  services  for  patients  requiring  24-hour 
nursing  care  or  supervision  and/or  a rehabilitation 
program.  These  patients  are  admitted,  either  fol- 
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lowing  early  discharge  from  an  acute  care  hospital  or 
directly  from  the  community,  because  their  needs 
cannot  be  met  either  at  home,  in  a health-related 
facility,  or  in  a domiciliary  care  facility.  Skilled 
nursing  facilities  in  New  York  State  are  licensed  and 
inspected  by  the  State  Department  of  Health,  which 
also  periodically  assesses  the  quality  of  care  they 
provide  and  sets  their  Medicaid  reimbursement 
rates. 

Health-related  facility.  Health-related  facilities 
provide  services  for  those  who,  because  of  physical 
or  mental  limitations,  or  because  of  inadequate  social 
supports,  require  institutional  care  less  extensive 
than  that  available  in  a skilled  nursing  facility  or 
chronic  care  hospital.  Most  health-related  facilities 
are  operated  in  association  with  a skilled  nursing 
facility,  thus  enabling  transfers  to  be  readily  made, 
as  necessary,  in  either  direction.  A small  number  of 
health-related  facilities  are  free-standing. 

Chronic  care  hospital.  A chronic  care  hospital 
provides  services  for  patients  who  have  a chronic 
illness  or  disability  of  such  severity  as  to  require  a 
high  level  of  continuous  nursing  care  and/or  reha- 
bilitation not  available  at  most  skilled  nursing  fa- 
cilities. These  patients  may  also  often  require  im- 
mediately available  medical  attention. 

Domiciliary  care  facility.  Domiciliary  care  fa- 
cilities include  private  proprietary  homes  for  adults 
and  voluntary  homes  for  the  aged.  They  provide 
room  and  board  and  limited  personal  assistance,  but 
may  not  provide  medical  or  nursing  services. 

Demographic  data 

The  number  of  nursing  homes  in  the  United  States 
has  doubled  in  the  past  ten  years.  There  are  now 
over  24,000  nursing  homes;  79  percent  of  them  are 
proprietary,  and  the  remainder  are  under  voluntary 
or  governmental  auspices.1  This  rapid  expansion  is 
largely  due  to  the  increase  in  the  number  of  aged 
persons  in  our  population. 

In  1975,  in  New  York  State  alone,  there  were 
2,045,000  persons  over  the  age  of  65,  with  more  than 
one  third  of  them  over  75.  Close  to  60,000  elderly 
New  Yorkers  are  now  living  in  528  certified  skilled 
nursing  facilities  and  about  21,000  in  233  certified 
health-related  facilities.  By  1979,  there  will  be  an 
estimated  total  of  102,000  skilled  nursing  and 
health-related  beds  in  New  York  State  through  the 
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addition  of  approximately  10,000  beds  in  each  cate- 
gory. By  way  of  comparison,  there  are  now  61,000 
general  hospital  beds  in  this  State,  with  an  estimated 
77,000  to  be  available  by  1979.- 

Additional  factors  contributing  to  the  expansion 
of  nursing  homes  include  the  encouragement  of  their 
construction  by  the  Hill-Burton  Act  of  1946  and  the 
Kerr-Mills  or  Medicaid  Act  of  1965;  the  shifting  of 
elderly  patients  from  acute  and  chronic  care  hospitals 
and  from  mental  institutions  to  nursing  homes;  in- 
appropriate placements  in  nursing  homes  made 
without  consideration  of  other  alternatives;  and  the 
lag  in  the  development  of  community  services  which 
would  enable  some  elderly  persons  to  remain  in  their 
own  homes. 

Characteristics  of  those  living 
in  skilled  nursing  facilities 

Today’s  residents  of  skilled  nursing  facilities  are 
older,  frailer,  and  psychologically  more  vulnerable 
than  those  of  a decade  ago.  The  average  age  is  82; 
more  than  three  quarters  of  them  are  over  75.  Owing 
to  their  greater  longevity,  more  than  7 out  of  10  are 
women.  Most  patients  have  multiple  physical  ill- 
nesses with  moderate  to  marked  restriction  of 
physical  activity;  about  one-third  are  bedfast  and 
one-fourth  incontinent. 

Mental  disorders  are  prevalent  among  those  in 
nursing  homes.  At  one  time,  the  majority  of  chron- 
ically mentally  ill  elderly  were  patients  in  long-term 
psychiatric  hospitals.  In  recent  years,  there  has  been 
a marked  decline  in  the  over-65  population  of  these 
institutions.  This  is  largely  due  to  changes  in  State 
mental  hospital  policies  which  severely  limit  the 
admission  of  the  elderly  and  encourage  the  discharge 
of  those  receiving  custodial  care.  Nursing  homes  and 
related  facilities  have  taken  the  place  of  State  mental 
hospitals  and  are  now  the  primary  community  re- 
source for  mentally  ill  aged  persons.3 

About  one  half  of  those  now  living  in  skilled 
nursing  facilities  are  considered  by  staff  to  have  some 
degree  of  mental  disorder.  Some  are  admitted  with 
a history  of  mental  illness  or  were  found  to  have  a 
functional  mental  illness  or  moderate  to  severe  or- 
ganic brain  syndrome  during  intake.  Others  develop 
symptoms  of  mental  disorder  shortly  after  admission 
in  reaction  to  institutionalization,  or  later,  in  re- 
sponse to  increasing  age-related  losses  of  physical  or 
mental  capacity. 

Psychiatric  disturbances  are  among  the  most 
troublesome  problems  which  confront  the  staffs  of 
nursing  homes.4  Psychiatric  services  are  essential 
if  these  disturbances  are  to  be  properly  managed. 
Despite  the  evident  value  of  these  services,  they  are 
not  regularly  provided  except  in  some  voluntary 
nursing  homes.  In  proprietary  nursing  homes,  they 
are  limited  by  Medicare  and  Medicaid  regulations 
which  tend  to  discourage  psychiatrists  from  offering 
fee-for-service  care. 


Psychiatric  services  in  nursing  homes 

The  kinds  of  psychiatric  services  which  should  be 
made  available  in  long-term  care  facilities  for  the 
aged  include  the  preadmission  psychiatric  evalua- 
tion, consultation  and  treatment  of  problem  patients, 
and  participation  by  the  psychiatrist  in  inservice 
training. 

Preadmission  evaluation.  The  preadmission 
psychiatric  evaluation  is  done  at  the  request  of  the 
institution’s  social  service  department  when  the 
history  or  observations  made  during  intake  raise 
doubts  about  the  applicant’s  suitability.  The  eval- 
uation is  not  intended  to  exclude  any  applicant;  it  is 
designed  to  ensure  that  those  who  are  admitted  have 
the  capacity  to  adapt  to  the  institution  and  that  the 
institution  can  provide  the  kind  of  care  they  require. 
The  psychiatrist  must,  therefore,  not  only  gain  a 
thorough  understanding  of  the  applicant,  but  must 
also  be  familiar  with  the  institution  and  its  re- 
sources.5 

In  the  course  of  the  evaluation,  the  psychiatrist 
carefully  reviews  the  medical  material  and  psycho- 
social history  obtained  by  the  intake  worker  and 
determines  what  additional  information  might  be 
required.  The  applicant  is  then  first  interviewed 
alone,  with  a particular  emphasis  on  the  mental 
status;  a subsequent  interview  together  with  the 
family  is  extremely  useful.  Those  who  are  home- 
bound  or  hospitalized  may  require  visits  to  their 
place  of  stay.  The  psychiatrist  attempts  to  learn 
about  the  applicant’s  background,  family  relation- 
ships, past  reactions  to  stress,  current  social  and 
psychological  functioning,  attitude  toward  admis- 
sion, expectations  from  the  institution,  and  the 
probable  support  that  the  family  will  provide  after 
admission.  This  information  helps  to  identify  the 
applicant’s  needs  properly  and  to  determine  the 
potential  for  a satisfactory  adjustment. 

Physicians  and  other  professionals  will  sometimes 
omit  pertinent  information  which  they  believe  will 
prejudice  the  institution  against  an  applicant’s  ad- 
mission. This  can  have  unfortunate  results. 

Case  1.  A 76-year-old  widower  was  admitted  to  a 
nursing  home  following  the  death  of  his  spouse.  He  had 
become  depressed  and  been  under  the  care  of  a psychia- 
trist, who  had  written  a favorable  report  to  the  institution. 
Within  a week  after  admission,  he  committed  suicide.  It 
was  later  learned  that  the  psychiatrist  had  been  aware  of 
his  patient’s  suicidal  tendency  but  had  concealed  the  in- 
formation. 

Case  2.  A 72-year-old  woman  was  admitted  from  a 
general  hospital.  The  medical  and  social  information 
submitted  at  the  time  of  application  contained  nothing 
suggestive  of  significant  mental  disorder.  The  applicant 
was  found  acceptable  and  arrived  late  on  the  day  of  ad- 
mission, when  time  precluded  a careful  examination  of  the 
medical  transfer  form.  That  night  she  became  actively 
delusional.  On  the  following  day,  a reading  of  the  transfer 
form  revealed  a secondary  diagnosis  of  paranoid  schizo- 
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phrenia  for  which  she  was  being  treated  with  high  doses  of 
haloperidol.  In  this  instance,  the  referring  institution  had 
withheld  important  facts  to  facilitate  disposition. 

Very  few  applicants  referred  for  psychiatric  eval- 
uation are  found  unsuitable  for  admission.  The 
admission  of  most  of  those  considered  unacceptable 
on  psychiatric  grounds  is  deferred  pending  treatment 
in  a more  appropriate  setting.  Applicants  referred 
by  psychiatric  hospitals  are  usually  admitted  with  the 
understanding  that  the  referring  hospital  will  assume 
the  responsibility  to  readmit  them  should  it  become 
necessary. 

Consultation  and  treatment.  Psychiatric  con- 
sultation and  subsequent  treatment  of  problem  pa- 
tients is  primarily  requested  for  disturbed  behavior 
that  is  unacceptable  to  staff,  other  patients,  or  the 
families  of  patients.6  Such  behavior  includes  hostile 
or  physically  assaultive  acts;  depression,  especially 
with  suicidal  overtones;  sexual  acting  out  toward 
other  patients  or  staff;  excessive  noisiness;  confusion 
with  wandering;  smoking  in  restricted  areas  with  the 
attendant  fire  hazard;  uncooperativeness;  poor  per- 
sonal hygiene;  and  incontinence. 

The  psychiatrist  called  on  for  consultation  will  be 
aware  of  possible  underlying  and  undetected  physical 
conditions  which  may  actually  be  responsible  for  a 
mental  disturbance.  Mental  changes  may  be  the 
first  indication  of  an  acute  physical  illness  or  an  un- 
wanted side-effect  of  medication.7-8 

Case  3.  A previously  alert  and  self-sufficient  man  of  80 
was  reported  as  confused,  unable  to  properly  care  for 
himself,  and  to  have  become  aggressive  toward  others. 
Physical  and  laboratory  examination  revealed  a recent 
myocardial  infarction  which  was  associated  with  cerebral 
malsupport  leading  to  an  acute  organic  brain  syndrome. 

Case  4.  An  86-year-old  woman  repeatedly  complained 
of  the  strangers  who  were  invading  her  room  and  at- 
tempting to  kill  her.  Perusal  of  the  record  revealed  that 
she  was  under  treatment  for  parkinsonism  with  L-dopa. 
The  delusional  ideas  were  a side-effect  of  the  medication 
and  disappeared  when  it  was  discontinued. 

Progressive  intellectual  deterioration  may  be  due 
to  a diagnosable  and  treatable  condition  such  as  a 
subdural  hematoma  or  normal-pressure  hydro- 
cephalus; it  not  infrequently  may  be  simulated  by 
depression.9 

Case  5.  A 78-year-old  woman  had  been  admitted  to  a 
general  hospital  following  a mugging  and  was  discharged 
to  her  home  in  the  absence  of  positive  findings.  An  ap- 
plication for  admission  to  a nursing  home  was  eventually 
made  because  of  progressive  mental  impairment.  She  was 
referred  for  diagnostic  study  on  the  basis  of  the  history.  A 
subdural  hematoma  was  found,  and  following  its  surgical 
evacuation,  she  was  admitted  to  the  nursing  home  at  a level 
of  care  appropriate  to  her  improved  mental  state. 

Most  functional  mental  disorders  and  the  affec- 
tive, ideational,  or  behavioral  symptoms  which  can 


be  associated  with  organic  brain  syndrome  are 
treated  within  the  nursing  home.  Transfer  to  a 
psychiatric  hospital  is  required  only  in  exceptional 
cases,  and  readmission  after  successful  treatment 
with  remission  is  the  rule.  When  it  is  indicated, 
electroshock  treatment  is  usually  done  on  an  out- 
patient basis. 

Even  when  symptoms  cannot  be  completely  re- 
moved, they  can  generally  be  sufficiently  ameliorated 
to  render  the  patient’s  behavior  tolerable.  Psy- 
choactive drugs  are  not  routinely  used,  are  prescribed 
cautiously  to  minimize  side-effects,  and  are  regularly 
reviewed.  Restraints  are  avoided  as  much  as  possi- 
ble because  of  their  tendency  to  agitate.  A modified 
form  of  psychotherapy  may  be  helpful  in  selected 
cases,10  but,  since  psychiatric  time  in  a nursing  home 
is  limited,  ongoing  work  must  frequently  be  the  re- 
sponsibility of  the  social  work  staff.  At  the  Daugh- 
ters of  Jacob  Geriatric  Center,  a psychiatric  social 
worker  has  a major  role  in  such  treatment. 

Many  of  the  adjustment  problems  which  arise  in 
a nursing  home  can  be  resolved  by  environmental 
manipulation,  and  the  psychiatrist  should  be  pre- 
pared to  use  his  authority  in  support  of  reasonable 
requests  for  his  assistance. 

Training.  Inservice  training  provides  all  levels 
of  staff  with  an  opportunity  to  gain  a better  under- 
standing of  the  particular  emotional  needs  of  elderly 
patients  and  the  ways  in  which  these  needs  may  be 
expressed.  The  psychiatrist  can  help  to  provide  such 
understanding  by  his  active  participation  in  inservice 
training  programs. 

Inservice  training  is  most  effectively  done  through 
regularly  scheduled  unit  case  conferences  at  which 
problem  patients  are  discussed.  These  conferences 
are  best  held  on  the  unit,  with  all  involved  staff 
present.  Staff  nurses,  aides,  and  orderlies  are  valued 
participants  because  of  their  close,  continuing  con- 
tact with  the  patients. 

In  the  unit  case  conference,  the  pertinent  social 
and  medical  background  is  given,  the  problem  clearly 
delineated,  and  the  patient  interviewed.  It  is  es- 
sential to  inform  the  patient  in  advance  about  the 
conference  and  to  obtain  his  consent.  In  the  fol- 
lowing discussion,  the  psychiatrist  seeks  to  explain 
the  patient’s  behavior  as  a means  of  communicating 
needs.  Under  the  psychiatrist’s  guidance,  the  staff 
arrives  at  the  best  possible  way  to  respond.  The 
conferences  are  also  useful  in  clarifying  staff  attitudes 
and  concerns  and  in  reducing  anxiety  which  may 
interfere  with  care. 

Staff  training  may  also  utilize  informal  lecture- 
discussions  of  various  aspects  of  aging,  sometimes 
complemented  by  selected  films.  Individual  case 
consultations  present  additional  opportunities  for 
staff  education. 

Other  psychiatric  services  in  a nursing  home  in- 
clude the  development  and  support  of  programs  to 
meet  the  needs  of  special  groups  of  patients;  con- 
sultation with  social  workers  and  other  staff  members 
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concerning  their  contacts  with  patients  and  their 
families;  meeting  with  the  families  on  an  individual 
or  group  basis;  and  advising  administration  on  mat- 
ters which  directly  or  indirectly  affect  patient  care. 

The  need  for  psychiatric  services  in  long-term  care 
facilities  for  the  aged  is  great  and  their  value  im- 
measurable. Psychiatrists  have  an  increasing  re- 
sponsibility to  use  their  training,  experience,  and 
skills  for  the  benefit  of  those  living  in  these  institu- 
tions. It  is  a responsibility  they  should  he  prepared 
to  meet. 


Summary 

Critical  attention  has  recently  been  focused  on  the 
nursing  homes  of  New  York  State  and  on  deficiencies 
in  the  care  rendered  by  many  of  them.  A wider  use 
of  psychiatric  services  would  contribute  significantly 
to  remedying  this  situation.  Psychiatrists  should 
become  better  informed  about  long-term  care  facil- 
ities to  more  effectively  apply  their  training,  expe- 
rience, and  skill  for  the  benefit  of  the  elderly  living 
in  these  institutions. 
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In  approaching  this  subject,  occupationally  related 
problems,  on  which  much  opinion  but  little  fact  ex- 
ists, it  is  advisable  to  look  for  any  measurements  that 
might  help  to  sharpen  our  focus. 

Although  good  measurements  are  not  easy  to  come 
by  in  the  mental  health  field,  there  is  one  measure- 
ment that  can  be  made  with  more  certainty  than 
others,  and  that  is  the  suicide  rate.  Such  a rate  is 
generally  reliable  even  though  the  true  figure  may  be 
understated  by  an  unknown  amount.  Therefore,  as 
a point  of  reference  we  will  present  three  charts  which 
review  trends  in  suicide  rates  over  the  past  50 
years. 

Suicide  rates 

Figure  1A  shows  United  States  suicide  rates  from 
1923-1924  to  1973-1974  for  white  males  and  females. 
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To  eliminate  distortions  created  over  the  years  by 
shifts  in  the  age-sex  composition  of  the  population, 
the  data  have  been  adjusted  on  the  basis  of  the  1940 
United  States  total  population.  Inspection  shows 
that  the  suicide  rate  for  males  is  always  substantially 
higher  than  that  for  females,  especially  in  the  early 
1930s.  The  age-adjusted  suicide  rate  was  the  highest 
in  1931-1932  for  both  males  and  females.  In 
1931-1932  the  age-specific  mortality  rate  from  sui- 
cide among  males  25  years  and  older  was  higher  than 
in  any  similar  period  of  the  past  50  years.  During 
this  same  two-year  period  the  age  specific  suicide 
rate  among  females  was  either  at  or  near  the  highest 
level  of  the  last  half  century.  The  low  point  was  re- 
corded for  males  during  World  War  II,  in  1943-1944, 
and  for  women  in  1953-1954. 

The  next  two  figures  show  the  suicide  rates  for 
three  age  categories:  under  40;  40-64;  and  over  65. 
Figure  IB  presents  the  male  data,  and  Figure  1C 
shows  the  female  data. 

Inspection  of  Figure  IB  reveals  some  interesting 
trends.  The  middle-aged  male,  depicted  in  novels 
and  plays  as  being  harried,  is  showing  a level  or 
slightly  declining  suicide  rate  in  the  last  two  decades. 
The  men  over  age  65  also  show  a steadily  declining 
suicide  rate,  possibly  related  to  a combination  of 
factors  such  as  improved  economic  security,  better 
medical  care,  and  improved  psychiatric  diagnosis  and 
treatment. 

The  suicide  rate  for  men  under  age  40,  however, 
while  lower  than  that  of  older  men,  gives  serious 
cause  for  concern,  since  the  rate  is  accelerating  and 
has  almost  doubled  in  the  last  two  decades.  If 
present  trends  continue,  the  suicide  rate  of  the 
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younger  men  will  surpass  that  of  the  middle  and  older 
age  groups  in  twenty  years.  Leaders  of  the  psychi- 
atric and  allied  professions  may  see  this  as  indicating 
a need  for  allocation  of  more  resources  to  the  mental 
health  problems  of  young  men. 

Figure  1C  shows  the  suicide  rate  trends  among 
females.  Women  in  the  younger  and  middle-age 
groups  show  sharply  upward  trends  in  the  last  two 
decades.  During  this  period  many  women  entered 
the  employment  market  with  its  stresses.  Many 
encountered  role  confusion  and  conflicts  with  the 
concepts  of  liberation.  An  increasing  number  of 
women  became  the  head  of  a single-parent  family. 

Although  suicide  rates  may  be  only  one  broad  in- 
dication of  mental  health,  these  data  suggest  that 
emotional  problems  are  increasing  for  young  people 
of  both  sexes  and  for  middle-aged  women,  have  sta- 
bilized for  middle-aged  men,  and  have  eased  for  older 
persons  of  both  sexes. 

Emotional  problems 

The  remainder  of  this  presentation  will  deal  with 
emotional  problems  of  middle-aged  men  and  women 
in  the  work  environment  and  how  the  occupational 
physician  and  attending  psychiatrist  cooperate  to 
handle  them. 

The  first  point  to  emphasize  is  that  the  vast  ma- 
jority of  emotional  problems  seen  at  work  do  not  have 
an  occupational  origin.  It  is  estimated  that  80  per- 
cent of  the  emotional  problems  which  appear  at  work 
are  derived  from  nonwork  related  causes.  The  most 
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FIGURE  1.  Mortality  from  suicide,  50-year  trend,  1923- 
1924  to  1973-1974.  (A)  United  States  white  total  population. 
(B)  United  States  white  male  population.  (C)  United  States 
white  female  population. 

intense  feelings  and  emotional  involvements  occur 
in  the  family,  not  in  the  work  environment.  Loss  of 
a family  member,  especially  a spouse,  is  generally 
considered  the  most  stressful  life  experience. 

Some  emotional  problems  do  occur  directly  in  re- 
sponse to  the  occupational  setting.  The  most  serious 
of  these  stresses  is  loss  of  employment,  which  can  be 
a catastrophe  to  a person  of  any  age  in  these  difficult 
times. 

When  loss  of  employment  occurs,  skilled  place- 
ment or  retraining  services  should  be  made  available 
to  the  terminated  employee  to  make  a difficult 
transition  easier.  The  occupational  physician  may 
be  able  to  provide  practical  counseling,  and  if 
symptoms  indicating  emotional  illness  are  observed, 
prompt  recommendation  for  psychiatric  consultation 
should  be  made.  Group  health  insurance  plans 
provide  for  conversion  of  coverage  for  a period  of  time 
after  termination  of  employment,  as  a protection 
against  the  added  hazard  of  ill  health.  Loss  of  em- 
ployment is  a severe  stress,  calling  for  close  cooper- 
ation between  the  occupational  and  the  psychiatric 
health  teams. 

Other  powerful  stresses  occurring  in  the  employ- 
ment setting  are  conflicts  over  policy,  procedures, 
results,  and  various  other  aspects  of  a business  op- 
eration. The  experienced  occupational  physician 
knows  the  general  emotional  reserve  of  the  employee 
and  may  understand  some  of  the  causes  and  other 
personalities  in  the  conflict.  The  physician  should 
recognize  when  the  employee’s  ability  to  cope  is 
threatened  and  should  take  appropriate  steps  to 
provide  relief.  A short  vacation  or  period  of  disa- 
bility absence  for  medical  or  psychiatric  evaluations 
may  be  recommended.  Some  segments  of  the 
American  public  still  take  a negative  view  of  psy- 
chiatric consultation  or  treatment,  and  the  occupa- 
tional physician,  nurse,  or  counselor  may  be  helpful 
in  improving  their  understanding.  If  consultation 
is  arranged,  the  physician  should,  with  the 
employee’s  permission,  convey  to  the  psychiatrist  the 
relevant  information  in  the  case. 
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When  an  employee  is  involved  in  repetitive  work 
crises  or  personality  clashes,  the  occupational  phy- 
sician should  recognize  that  a deep-seated  person- 
ality or  emotional  problem  may  exist.  The  physician 
may  recognize  that  the  employee’s  job  tenure  or  ad- 
vancement is  threatened  because  of  this  and  should 
encourage  psychiatric  consultation  and  treatment  to 
modify  the  maladaptive  behavior  pattern. 

Some  social  psychiatrists  appear  to  believe  that  the 
frustration  of  unfulfilled  expectations  is  inevitable 
for  a majority  of  people  at  middle  age  because  of  the 
pyramidal  structure  of  organizations  which  allow 
only  a few  to  reach  the  upper  levels.  It  is  impossible 
to  measure  this  concept  because  many  other  variables 
affect  life  adjustments  of  middle  age,  for  example, 
concern  for  elderly  parents  and  for  children  leaving 
home.  Many  industrial  organizations  try  to  alleviate 
the  more  severe  aspects  of  the  pyramidal  structure 
by  looser,  less  formal  working  groups  such  as  task 
forces. 

The  occupational  physician  does,  however,  see 
cases  where  the  employee  feels  bitterness  and  re- 
sentment over  unfulfilled  expectations.  The  phy- 
sician must  attempt  to  determine  how  much  of  the 
problem  is  based  on  reality  where  the  employee  may 
be  a true  victim  of  circumstances,  and  how  much  is 
based  on  distortions  in  the  employee’s  mind.  The 
physician  may  have  to  deal  with  both  aspects.  After 
gaining  the  employee’s  confidence  and  approval,  the 
physician  may  act  as  an  advocate  with  management 
to  ask  for  a review  of  all  facts,  consideration  of  dif- 
ferent job  placement,  or  other  alternatives.  At  the 
same  time  psychiatric  consultation  may  be  recom- 
mended to  help  the  employee  develop  better  un- 
derstanding of  his  or  her  feelings,  and  how  to  deal 
more  constructively  with  them. 

The  skilled  industrial  nurse  who  knows  the  com- 
pany operations  and  the  differing  emotional  make- 
ups of  employees  can  be  most  helpful  in  evaluating 
these  situations.  Many  companies  or  unions  also 
have  experienced  professional  or  lay  counselors  who 
work  closely  with  the  medical  and  personnel  staffs 
in  cases  of  emotional  disturbance,  job  maladjust- 
ment, alcoholism,  preretirement  counseling,  and 
other  personal  problems. 

Despite  all  these  helpful  resources,  the  employee 
may  come  to  a point  where  he  or  she  must  accept  the 
fact  that  further  significant  advancement  in  the  or- 
ganization is  not  likely.  To  some  extent  the  em- 
ployee may  have  predetermined  this  point  years 
earlier  by  failing  to  accept  new  challenges,  new 
training  courses,  or  other  opportunities.  The  reali- 
zation and  impact  of  these  lost  opportunities  may 
produce  hostile  feelings  against  the  self,  as  well  as 
depression,  in  later  years.  The  occupational  physi- 
cian, nurses,  and  counselors,  working  with  the  psy- 
chiatric health  team,  can  help  the  employee  mobilize 
these  feelings  into  more  constructive  channels  and 
receive  appropriate  therapy. 

Most  cases  turn  out  well.  People  come  to  realize 


that  a variety  of  adjustments  must  be  made  in  middle 
age  and  that  job  adjustment  is  only  one  of  them. 
Only  a few  cases  in  which  paranoid  ideation  is  a 
prominent  factor  lapse  into  a chronic  disability  where 
resentment  becomes  the  main  emotional  force  of  life. 
These  cases  are  very  difficult  or  impossible  to  reha- 
bilitate in  the  original  work  setting.  In  some  in- 
stances rehabilitation  is  achieved  in  a completely  new 
industry  or  occupation. 

Prevention  of  these  unfortunate  situations  may 
never  be  completely  possible,  especially  when  a 
paranoid  personality  structure  preexists,  but  man- 
agement training  courses  should  warn  of  the  conse- 
quences of'  ill-considered  statements  that  falsely  raise 
the  expectations  of  employees.  Industry  can  sponsor 
clubs,  trips,  and  activities  which  help  employees  into 
a broader  base  of  emotional  satisfactions. 

Another  cause  of  occupationally  related  emotional 
illness  results  from  rapid  change  over  too  short  a 
period  of  time  to  allow  for  psychological  adaptation. 
This  probably  occurs  less  often  than  popular  writers 
would  have  us  believe.  When  it  does  occur,  it  tends 
to  appear  as  a paralysis  of  function  with  depressive 
features  in  individuals  whose  preexisting  personality 
structure  required  order  and  security. 

As  in  other  psychiatric  syndromes,  early  recogni- 
tion and  referral  usually  produce  the  best  results.  In 
the  case  of  the  employed,  such  recognition  and  re- 
ferral should  be  made  before  job  performance  dete- 
riorates to  a critical  level.  In  addition  to  psychiatric 
counseling  and  antidepressant  medication,  a period 
away  from  work  may  be  desirable.  The  occupational 
physician,  with  the  consent  of  the  employee  and  the 
concurrence  of  the  attending  psychiatrist,  may  also 
be  able  to  arrange  for  return  to  a previous  work  set- 
ting where  adjustment  was  better. 

Most  management  people  recognize  the  hazards 
which  can  occur  in  situations  of  rap’d  change.  They 
try  to  combat  these  dangers  by  clear,  repeated  com- 
munication of  the  reasons  for  the  change  and  the 
direction  it  is  taking.  In  some  instances  employees 
making  major  job  changes  are  offered  a trial  period 
in  the  new  position,  during  which  time  they  can  re- 
turn to  their  previous  position  without  loss  of  status 
if  things  do  not  go  well. 

Employees  should  not  be  encouraged  to  take  new 
positions  if  they  express  fear  of  failure  and  lack  of 
confidence;  they  may  have  made  a correct  self-as- 
sessment of  the  level  of  job  complexity  and  pressure 
which  they  can  tolerate. 

Every  significant  job  change  requires  some  adap- 
tive reaction  that  may  show  the  typical  signs  of  stress 
reaction,  such  as  sleep  disturbances  and  psycho- 
physiologic  symptoms.  It  is  important  to  remember 
that  most  of  these  situations  are  assimilated  suc- 
cessfully by  the  employee  in  a relatively  short  period. 
Therefore,  the  occupational  physician  should  not 
overemphasize  the  significance  of  job  change  reac- 
tions or  move  too  quickly  to  interfere.  If  indications 
of  significant  job  change  stress  persist,  help  can  be 
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offered  at  a time  judged  appropriate  by  the  physi- 
cian. 

In  some  ways  the  industrial  or  business  organiza- 
tion is  similar  to  that  of  the  family;  for  instance, 
members  will  look  more  to  some  individuals  than  to 
others  for  both  guidance  and  emotional  support. 
Loss  of  a key  support  figure  can  be  a devastating 
blow,  especially  when  it  occurs  unexpectedly,  al- 
lowing little  time  for  consideration  of  alternatives. 
The  effect  is  accentuated  when  clusters  of  individuals 
are  engaged  in  a power  struggle. 

In  such  situations  the  occupational  health  team 
may  see  unusual  reactions,  some  requiring  psychi- 
atric consultation.  The  most  common  is  depression, 
often  difficult  to  recognize  because  it  has  so  many 
presentations.  The  acute  awareness  of  loss  may 
create  a sense  of  panic  with  fearful  anticipation  of  all 
sorts  of  disasters,  most  of  which  are  highly  unlikely 
in  reality  terms.  A variety  of  psychosomatic  symp- 
toms may  also  be  seen.  Close  cooperation  between 
the  occupational  and  the  psychiatric  health  teams 
can  assist  the  employee  through  these  difficult  ad- 
aptations. The  occupational  physician  may  need  to 
act  as  the  employee’s  advocate  in  the  organization, 
but  only  with  full  consent  of  the  employee  and  the 
consulting  psychiatrist. 

The  emotional  health  problems  of  women  require 
attention  because  they  are  now  in  the  work  force  in 
large  numbers  and  are  guaranteed  equal  opportunity 
for  advancement  by  law.  The  figures  presented 
earlier  on  suicide  rates  showed  disturbing  upward 
trends  in  both  young  and  middle-aged  women,  and 
it  was  observed  that  the  achievements  of  women’s 
liberation  have  not  been  without  cost. 

The  woman  in  business,  especially  one  with  aspi- 
rations, is  in  a difficult  position.  She  must  mobilize 
enough  aggression  to  demand  results  from  others,  but 
if  her  aggression  is  excessive  it  may  be  regarded  as 
unseemly  or  inappropriate.  Although  women  in 
business  may  have  undertaken  the  challenges  of  their 
new  roles,  they  may  be  accepted  only  grudgingly  by 
the  men  around  them.  This  will  change  with  time, 
but  during  the  transitional  period  we  can  expect  some 
stressful  interactions.  The  occupational  health  team 
should  become  familiar  with  the  health  problems  of 
as  many  women  in  the  company  as  possible  and  be 
on  the  alert  for  symptoms  of  emotional  stress. 

Some  men  in  their  middle  to  late  fifties  seem  prone 
to  a reaction  popularly  known  as  the  male  meno- 
pause. This  has  many  features  of  an  agitated  de- 
pression. Symptoms  include  profound  anxiety  with 
many  acceptable  psychophysiologic  symptoms, 
coupled  with  a pervasive  feeling  of  helplessness  and 
inability  to  cope.  In  some  cases  this  results  from  a 
breakthrough  of  hostile  feelings  against  the  job  which 
were  successfully  repressed  in  earlier  years  by  reality 
demands,  such  as  financial  pressures  to  educate  the 
children.  At  the  same  time  as  these  demands  ease, 


the  employee  begins  to  see  the  prospect  of  at  least 
partial  economic  security  for  old  age  in  the  form  of 
retirement  or  disability  plans. 

This  can  be  an  extremely  difficult  syndrome  to 
manage.  The  desire  to  escape  a job  never  really  liked 
whose  demands  are  becoming  more  complex,  the 
difficulty  in  meeting  these  demands  because  of  ad- 
vancing age,  and  the  increasing  availability  of  eco- 
nomic resources  to  survive  without  working  all  create 
incentives  and  momentum  very  difficult  for  the 
health  team  to  reverse.  Being  disabled  at  a mature 
age  is  socially  very  acceptable;  consequently,  the 
syndrome  is  not  recognized  as  being  primarily  psy- 
chiatric by  most  patients  searching  for  organic  causes 
such  as  arthritis  or  high  blood  pressure,  already 
common  at  this  age.  These  patients  resist  psychi- 
atric referral  and  probably  are  poor  candidates  for 
therapy  because  of  the  incentives  previously  men- 
tioned. Their  problem  tends  to  ease  rapidly  once  the 
thought  of  returning  to  any  job  is  ruled  out  by  phy- 
sicians. A short  period  of  disability  followed  by  re- 
tirement is  perhaps  a reasonable  way  to  deal  with 
those  not  amenable  to  therapy.  Some  of  these  in- 
dividuals later  become  quite  vigorous  psychologically 
in  their  new  retirement  setting. 

Another  subject  to  consider  is  the  problem  of  re- 
lapsing psychiatric  disability  in  the  work  setting. 
Repeated  absences  create  uncertainty  and  concern 
for  the  employee,  fellow  workers,  management,  and 
the  health  team.  A point  may  be  reached  where  no 
one  can  be  certain  that  the  employee  can  function  at 
an  acceptable  level  or  on  a sustained  basis. 

Previous  absences  and  poor  performance  may  have 
brought  the  employee  close  to  termination  of  em- 
ployment. 

In  this  delicate  situation  it  may  be  desirable  for  the 
employee  to  remain  away  from  work,  doing  volunteer 
service  in  an  appropriate  setting.  In  this  way  the 
employee  can  demonstrate  the  ability  or  inability  to 
function  on  a sustained  basis  in  a setting  where  fail- 
ure will  not  be  castastrophic.  After  three  to  six 
months  of  sustained,  acceptable  volunteer  work  is 
demonstrated,  there  is  more  likelihood  that  the  em- 
ployee could  return  successfully  to  his  or  her  previous 
job. 

Space  does  not  permit  a detailed  discussion  of 
communication  between  the  occupational  physician, 
nurse,  or  counselor  and  the  psychiatric  profession. 
It  is  clear,  however,  that  the  employee  should  know 
when  communication  is  taking  place,  for  what  pur- 
pose, and  the  general  content  of  the  message.  In  this 
way  the  employee  will  be  a knowledgeable,  helpful 
participant  in  the  important  decisions  that  affect  his 
or  her  life. 

In  general,  occupational  physicians,  nurses,  and 
counselors  appreciate  all  the  help  they  and  their 
employees  get  from  the  psychiatric  health  team. 
Perhaps  the  most  frequently  heard  complaint, 
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however,  is  that  a few  psychiatrists  and  clinics  have 
the  tendency  to  recommend  return  to  work  while  the 

I patient  is  too  heavily  tranquilized  to  function.  The 
occupational  health  team  also  complains  that  some 
family  physicians  and  internists  tend  to  blame  the 
| job  too  quickly  for  a patient’s  health  problems,  that 
I is,  without  having  first  taken  the  trouble  to  inquire 
into  the  facts  with  the  industrial  physician,  nurse, 
counselor,  or  other  appropriate  person. 

No  doubt  the  psychiatrist  and  family  physician 
also  have  their  justifiable  complaints  about  the  oc- 
j cupational  health  team.  More  communication  be- 
! tween  the  two  groups  can  reduce  the  areas  of  mis- 
understanding. 


Conclusion 

It  is  traditional  to  end  remarks  like  these  with  a 
clarion  call  for  the  elimination  of  whatever  health 
problem  one  is  talking  about.  In  our  opinion  that  is 
not  a realistic  approach  in  dealing  with  psychological 
illness.  Stress,  conflict,  loss,  and  emotional  illness 
of  various  sorts  are  part  of  the  very  fabric  of  life  and 
no  doubt  will  continue  to  be  for  the  foreseeable  fu- 
ture. 

A more  attainable  objective  is  to  ask  that  cooper- 
ation between  the  occupational  and  the  psychiatric 
health  teams  obtain  for  the  employee  with  emotional 
illness  the  same  fair  handling  and  opportunities  at 
work  afforded  persons  with  most  other  illnesses. 


Many  physicians  practicing 
“defensive  medicine,”  AMA  poll  shows 

Three  out  of  four  American  physicians  are  practicing 
"defensive  medicine” — that  is,  ordering  extra  tests  and 
procedures  for  patients — as  a protection  against  potential 
malpractice  suits,  according  to  an  American  Medical  As- 
sociation poll. 

And  the  medical  bills  of  the  patients  are  increasing  as  a 
result. 

Results  of  the  poll  are  published  in  the  March  28  “Im- 
pact' section  of  American  Medical  News,  the  weekly 


newspaper  for  physicians  of  the  /\MA. 

More  than  90  percent  of  the  poll  respondents  indicate 
they  are  more  conscious  today  than  in  the  past  that  they 
may  later  be  sued  for  malpractice. 

A sizeable  number  of  the  physicians  say  they  are  or- 
dering one  or  two  more  extra  tests — x-rays,  laboratory 
tests,  other  diagnostic  procedures,  and  some  are  ordering 
three  or  four  more  tests. 

Not  only  are  patients  paying  for  more  tests,  but  three  out 
of  five  physicians  say  they  had  raised  their  own  fees  in  the 
last  year  because  of  increasing  malpractice  premiums. 
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Electrocardiograms 
of  the  Month 


Montefiore  Hospital  and  Medical  Center 

The  Bronx,  New  York 

Editors 

IRA  L.  RUBIN,  M.D. 

Head,  Department  of  Electrocardiography 
JULIAN  FRIEDEN,  M.D. 

Associate  Head,  Department  of  Electrocardiography 


QUESTION  227.  Electrocardiogram  (top)  was  taken  while  the  patient  was  at  rest.  The  patient  was  a 53-year-old 
man  with  atypical  chest  pain.  Lower  tracings  were  obtained  10  minutes  after  exercising.  What  is  the  interpretation 
of  these  tracings? 


QUESTION  228.  What  is  the  rhythm? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  227.  The  top  tracing  is  within  normal 
limits.  In  the  lower  tracing,  the  S-T  segment  is  de- 
pressed in  V2  to  V4.  The  initial  portion  of  the  S-T 
segment  is  almost  horizontal.  There  is  a negative  U 
wave  visible  in  V9  and  V4.  These  findings  developing 
after  exercise  suggest  myocardial  ischemia.  Al- 
though false  positive  test  results  occur  in  10  to  20 
percent  of  normal  individuals,  the  additional  ab- 


normality of  a negative  U wave  is  further  evidence 
that  the  test  result  is  positive.  The  significance  of 
a negative  U wave  is  unknown  and  is  rarely  seen  in 
normal  electrocardiograms. 

Question  228.  The  first  seven  QRS  complexes 
are  not  preceded  by  visible  atrial  activity.  Beats  8 
to  17  show  a P wave  superimposed  on  the  initial 
portion  of  the  QRS  with  a gradually  lengthening  P-R 
interval.  The  ventricular  rate  remains  constant. 
The  diagnosis  is  atrioventricular  dissociation  with 
a junctional  rhythm  controlling  the  ventricles,  and 
the  sinus  node  controlling  the  atria.  Both  have  ap- 
proximately the  same  rate  of  105  beats  per  minute. 


ji 


Med  students  and  young  physicians 
receive  $7.8  million  through  AMA 

Approximately  6,000  medical  students  and  physicians- 
in-training  borrowed  $7.8  million  in  1976  from  the  Amer- 
ican Medical  Association  Education  and  Research  Foun- 
dation student  loan  program  to  help  meet  medical  educa- 
tion expenses,  the  AMA-ERF  reported  in  March. 

Loans  to  medical  students  (5,055)  accounted  for  91 
percent  of  all  loans  made  through  the  AMA-ERF  program 
last  year.  Since  the  program  began  in  1962,  more  than  $77 
million  in  loans  have  been  arranged  and  guaranteed  by  the 
AMA-ERF. 


Largest  volume  of  student  loans  in  1976  originated  from 
Columbia  University  College  of  Physicians  and  Surgeons, 
New  York  City,  and  Georgetown  University  and  Howard 
University,  Washington,  D.C. 

Approximately  $1,180,000  in  unrestricted  grants  will  be 
distributed  by  the  AMA-ERF  to  medical  schools  this  year 
as  a result  of  fund-raising  activities  in  1976.  Funds  are 
donated  to  AMA-ERF  primarily  from  the  medical  family, 
through  the  fund-raising  efforts  of  the  county,  state,  and 
national  auxiliaries  (physicians’  wives)  and  from  physicians 
themselves.  For  the  past  28  years,  unrestricted  gifts  to 
medical  schools  from  the  Foundation  have  averaged  more 
than  $1  million  per  year. 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Obstructive  Jaundice 


Case  Presentation 

Satish  Goyal,  M.D.:  A 24-year-old  Filipino  fe- 
male dietician  was  admitted  to  the  hospital  with  a 
history  of  intermittent  jaundice,  fever,  chills,  and 
pruritis  over  the  preceeding  nine  months.  On  ad- 
mission the  blood  pressure  was  1 10/80  mm.  Hg;  the 
pulse  76,  and  the  respirations  20  per  minute.  The 
temperature  was  99.2°F.  General  physical  exami- 
nation revealed  icterus  of  skin  and  sclerae  and  ten- 
derness overlying  a globular  mass  in  the  right  upper 
quadrant.  The  hemoglobin  was  1 1.3  Gm.  per  deci- 
liter; the  white  count  was  7,800  per  cubic  milliliter, 
with  83  percent  mature  polymorphonuclear  leuko- 
cytes. The  urinalysis  showed  4 plus  proteinuria  and 
10  to  12  red  blood  cells.  The  prothrombin  time  was 
32.7  seconds,  with  a control  of  13  seconds;  after  vi- 
tamin K parenterallv,  the  prothrombin  time  was  13.9 
with  a control  of  11.9.  The  serum  albumin  was  2 
Gm.,  and  the  total  bilirubin  15.3  mg.  per  deciliter;  the 
alkaline  phosphatase  was  325  microunits  per  milli- 
liter, the  normal  ranging  from  35  to  85,  and  the 
SGOT  (serum  glutamic  oxaloacetic  transaminase), 
was  115  microunits  per  milliliter,  the  normal  being 
7.5  to  40.  The  electrocardiogram  showed  results 
within  normal  limits. 

The  chest  x-ray  Film  showed  negative  results  (Fig. 
1).  The  abdominal  film  showed  mild  distention  of 
small  bowel,  suggestive  of  reflex  ileus.  The  liver  scan 
findings  were  within  normal  limits.  Percutaneous 
cholangiography  demonstrated  that  the  catheter 
entered  the  gallbladder  and  that  the  dye  outlined  a 
distended  gallbladder  with  cystic  duct  obstruction. 
At  laparotomy,  nodular  masses  were  present  in  the 
right  and  left  lobes  of  the  liver;  the  gallbladder  was 
distended  and  chronically  inflamed.  Oval  nodular 
masses  were  palpable  in  the  ileum,  2 to  3 cm.  in  di- 
ameter, separated  by  distances  of  4 to  5 inches; 
lymphadenopathy  was  noted  within  the  mesentery 
of  the  bowel.  On  attempted  dissection  in  the  porta 
hepatis  area,  it  was  thought  that  the  common  hepatic 
duct  was  obstructed  proximal  to  the  entrance  of  the 
cystic  duct,  and  therefore  a palliative  bypass  chole- 
cystojejunostomy  was  not  done.  Biopsies  were  taken 


Beekman-Downtown  Hospital 
New  York  City 

September  30,  1976 

Conducted  by  JOHN  T.  FLYNN,  M.D.,  and 
SOLANGE  ABU-NASSAR,  M.D. 

Discussed  by  JEROME  S.  BRESLAW,  M.D. 


FIGURE  1.  X-ray  film  photograph  showing  normal  heart  and 
lungs. 


from  the  wall  of  the  ileum,  from  mesenteric  nodes, 
and  from  the  liver.  A Foley  catheter  was  placed 
within  the  gallbladder  and  drained  through  a stab 
wound  incision.  Multiple  antibiotic  therapy  was 
administered;  postoperatively  the  bilirubin  decreased 
to  2.9  mg.  A cholangiogram  through  the  indwelling 
cholecystostomy  tube  showed  only  the  gallbladder; 
the  cystic  duct  appeared  to  be  obstructed.  Intra- 
venous pyelogram  showed  calcific  deposits  in  the 
region  of  the  liver;  good  urinary  excretory  function 
and  a normal  genitourinary  tract  were  noted.  Oral 
cholecystograms  failed  to  reveal  the  gallbladder;  an 
intravenous  cholangiogram  revealed  a normal  hepatic 
duct  and  common  bile  duct  system.  Except  for  a 
slight  rise  in  temperature  to  101. 5°F.  immediately 
following  operation,  the  patient  remained  afebrile 
throughout  her  hospital  course;  coccidioidin  and 
histoplasmin  skin  tests  yielded  negative  findings.  At 
the  time  of  discharge  from  the  hospital  on  the 
thirty-eighth  day,  the  patient’s  bilirubin  was  1.8  mg., 
but  the  alkaline  phosphatase  was  still  540  microunits, 
and  the  SGOT  was  165  microunits. 

One  month  after  discharge  the  patient  was  read- 
mitted because  of  fever,  chills,  sweating  and  pain  in 
the  back  for  the  five  days  before  admission.  The 
physical  examination  revealed  a blood  pressure  of 
130/80  mm.  Hg,  pulse  120,  and  temperature  102°F. 
A cholecystostomy  tube  with  bile  draining  in  the 
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right  upper  quadrant  was  the  only  finding  on  physi- 
cal examination.  The  white  blood  count  was  4,100 
with  82  percent  polymorphonuclear  leukocytes.  The 
alkaline  phosphatase  was  175  microunits;  the  LDH 
(lactic  dehydrogenase)  450  microunits  per  milliliter, 
the  normal  being  100  to  225  microunits;  the  SGOT 
140  microunits;  and  the  serum  bilirubin  0.6  mg.  per 
deciliter.  Abdominal  x-ray  films  showed  multiple 
distended  loops  of  bowel  but  no  evidence  of  me- 
chanical obstruction.  Again  tube  cholecystogram 
showed  only  opacification  o/the  gallbladder,  but  no 
contrast  medium  entered  the  cystic  duct. 

The  patient  was  continued  on  antibiotic  therapy; 
during  the  first  five  days  in  the  hospital,  the  tem- 
perature spiked  irregularly  to  103°F.,  but  thereafter 
returned  to  normal  and  remained  normal  up  to  the 
time  of  discharge  on  the  thirteenth  hospital  day. 
Enterococci  and  Pseudomonas  were  cultured  from 
the  gallbladder  discharge.  The  patient  was  dis- 
charged on  the  thirteenth  hospital  day,  with  the 
understanding  that  she  might  at  some  future  time 
undergo  cholecystectomy;  the  tube  cholecystostomy 
was  kept  in  place. 

Discussion 

Jerome  S.  Breslaw,  M.D.:  This  24-year-old  fe- 
male entered  the  hospital  with  a nine-month  history 
of  intermittent  jaundice,  fever,  chills,  and  pruritus, 
all  indicative  of  incomplete  biliary  obstruction  with 
probably  ascending  cholangitis.  Physical  exami- 
nation revealed  hydrops  of  the  gallbladder  secondary 
to  cystic  duct  obstruction;  the  white  blood  count  was 
normal,  with  83  percent  polymorphonuclear  forms; 
proteinuria  and  hematuria  were  observed,  at  least 
briefly.  She  had  hypoalibuminemia  either  on  the 
basis  of  malnutrition,  because  of  malabsorption,  or 
secondary  to  decreased  synthesis  with  liver  disease; 
perhaps  there  was  excess  loss  secondary  to  a pro- 
tein-losing enteropathy  or  to  renal  disease.  Unfor- 
tunately, a 24-hour  urine  test  for  protein  was  not 
done.  Her  mild  hypoprothrombinemia  could  have 
been  due  to  malabsorption  on  the  basis  of  small  in- 
testinal disease,  to  jaundice  with  deficient  bile  salt 
excretion,  or  to  breakdown  of  bile  salts  by  bacteria 
in  the  gut  or  biliary  tree.  This  deficiency  was,  how- 
ever, easily  corrected  with  vitamin  K therapy. 

The  markedly  elevated  bilirubin  and  alkaline 
phosphatase  levels,  together  with  minimally  elevated 
transaminase  levels,  speak  for  extrahepatic  ob- 
struction; intrahepatic  abscess  formation  is  possible, 
but  an  intrahepatic  cholestasis  secondary  to  a pri- 
mary hepatocellular  disease  process  is  most  unlikely, 
in  my  judgment. 

Dr.  Ratillas,  may  we  review  the  x-ray  films? 

John  Batillas,  M.D.:  The  chest  x-ray  film  shows 
negative  findings;  the  heart,  lung  fields,  and  costo- 
phrenic  angles  yield  results  within  normal  limits  (Fig. 
1 ).  The  abdomen  demonstrated  a nonspecific  small 
intestinal  gas  pattern  in  the  midabdomen;  the  up- 
right film  showed  only  a few  fluid  levels.  An  intra- 


venous pyelogram  yielded  negative  results.  On  the 
liver  scan,  no  enlargement  was  seen,  and  the  general 
pattern  was  normal;  there  was  rather  intense  ra- 
dioactive uptake  by  the  spleen.  The  gastrointestinal 
series  and  small-bowel  series  results  were  considered 
to  be  normal,  with  no  evidence  of  the  nodular  masses 
described  in  the  protocol.  A percutaneous  cholan- 
giogram  introduced  dye  into  the  gallbladder  and 
demonstrated  cystic  duct  obstruction.  Intravenous 
cholangiogram  outlined  the  biliary  ducts  which  ap- 
peared normal  in  size  and  course;  no  biliary  calculi 
are  visualized,  and  the  dye  entered  the  duodenal 
sweep  rather  readily.  Late  films  fail  to  demonstrate 
visualization  of  the  gallbladder. 

Cone  views  of  the  right  upper  quadrant  demon- 
strated nodular  calcific  densities,  several  millimeters 
to  1 cm.  in  diameter,  scattered  in  the  inferior  portion 
of  the  liver. 

Postoperative  studies  through  the  cholecystostomy 
tube  again  demonstrated  cystic  duct  obstruction  and 
the  calcifications  in  the  liver. 

Dr.  Breslaw:  The  liver  scan  yields  normal  find- 
ings; liver  biopsy  was  not  performed.  After  the 
percutaneous  cholangiogram  demonstrated  cystic 
duct  obstruction,  an  exploratory  laparotomy  was 
performed,  and  despite  the  normal  scan,  there  were 
masses  observed  in  both  the  right  and  left  lobes  of  the 
liver.  In  addition  there  were  masses  in  the  ileum  and 
in  the  mesentery. 

Several  questions  now  have  to  be  raised.  Was  the 
parietal  peritoneum  involved  either  with  infiltrates 
or  with  adhesions  about  the  ileum?  Were  there 
nodules  in  the  terminal  portion  of  the  ileum  also,  and 
in  the  cecum?  Did  the  appendix  appear  normal? 
Were  the  so-called  hepatic  masses  actually  in  the 
porta  hepatis,  and  were  they  the  reason  for  the 
blockage  of  the  common  hepatic  duct  and  cystic 
duct?  Masses  located  in  the  porta  hepatis  rather 
than  in  the  liver  would  explain  the  normal  liver  scan. 
We  may,  however,  have  expected  this  scan  to  indicate 
some  enlargement  of  the  porta  hepatis  if  only  because 
of  the  distended  gallbladder  and  especially  if  the  local 
masses  were  greater  than  1 to  2 cm.  in  diameter. 

Another  question  that  comes  to  mind  relates  to  the 
reason  for  the  cholecystostomy  if  the  cystic  duct  and 
common  hepatic  duct  were  blocked.  Was  it  because 
the  surgeon  at  operation  recognized  that  the  disease 
process  was  amenable  to  antibiotic  therapy?  Post- 
operatively  the  patient  made  a slow  but  uneventful 
recovery  and  was  discharged  five  and  a half  weeks 
after  surgery,  only  to  be  readmitted  one  month  later 
with  an  episode  of  what  appeared  to  be  ascending 
cholangitis  and  pericholangitis  probably  secondary 
to  incomplete  obstruction  of  the  common  bile 
duct. 

With  all  this  in  mind,  we  have  to  explain  the  he- 
patic, biliary,  and  small  intestinal  abnormalities 
preferably  on  one  disease  process.  Crohn’s  disease 
is  certainly  a possibility.  It  is  very  common  for  the 
terminal  ileum  to  be  the  only  site  involved  in  this 
disease;  it  may  also  explain  the  hypoprothrombine- 
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mia  and  hypoalbuminemia.  However,  the  radiologic 
and  operative  findings  do  not  lend  themselves  to  the 
diagnosis  of  Crohn’s  disease.  The  terminal  ileum 
appeared  to  he  normal  on  spot  films  in  the  small 
howel  series;  there  was  also  no  separation  of  the  distal 
loops  of  small  intestine  secondary  to  inflammation 
of  the  mesentery  and  to  increased  amounts  of  fat  on 
the  howel  itself,  as  is  common  in  Crohn’s  disease. 
The  early  renal  manifestation  of  Crohn’s  disease  is 
usually  hydronephrosis  and  may  he  the  first  clue  that 
Crohn’s  disease  is  present.  It  does  not  usually  cause 
hematuria,  and  marked  albuminuria  may  occur  only 
if  a nephrotic  syndrome  ensues  secondary  to  amyloid 
renal  disea.se;  this,  however,  is  usually  a late  finding. 
The  hepatic  changes  of  granulomatous  howel  disease 
are  multiple,  hut  portal  tract  inflammation  is  com- 
mon and  usually  depends  on  the  extent  and  duration 
of  colonic  involvement;  yet  here  we  have  no  evidence 
of  transmural  involvement  in  the  large  bowel.  The 
patient  may  be  ill  on  the  basis  of  a specific  ileitis,  for 

I instance,  Yersinia  enterocolitica;  or  any  of  a variety 
of  organisms  may  he  implicated.  She  may  have  also 
developed  a subclinical  appendicitis  with  subsequent 
periappendiceal  abscess  and  metastatic  hepatic  in- 
fection. 

When  amebiasis  is  the  cause  of  intestinal  disease, 
rectal  scraping  at  the  time  of  sigmoidoscopy  may 
show  positive  findings  for  the  hemophagous  ameba; 
but  when  the  disease  is  confined  to  the  cecum,  as  it 
might  be  in  this  case,  or  if  there  were  skip  areas,  re- 
covery of  amebae  from  the  stool  is  very  difficult.  An 
ameboma  tends  to  be  chronic,  intramucosal,  and 
inflammatory.  Amebiasis  may  become  a systemic 
disease,  as  the  organisms  move  into  the  bowel  wall, 
enter  the  capillaries  and  venules,  and  then  enter  the 
portal  circulation.  Thus  the  liver  is  the  most  fre- 
quently involved  organ  outside  the  gut  and  is  often 
the  site  of  abscess  formation;  but  involvement  of  the 
terminal  ileum  either  as  the  primary  site  of  amebic 
involvement  or  together  with  colonic  amebiasis  ap- 
pears to  be  rare. 

Could  the  patient  have  an  amebic  abscess?  The 
answer  is  yes,  but  it  is  unlikely.  Amebiasis  and 
amebic  abscess  are  much  more  common  in  people 
who  have  been  in  the  tropics,  and  the  abscess  for- 
mation may  occur  years  later.  On  physical  exami- 
nation the  liver  is  usually  exquisitely  tender;  and 
although  there  may  be  variable  elevation  of  the 
transaminase  and  alkaline  phosphatase  levels, 
jaundice  only  rarely  occurs.  Eighty  percent  of  pa- 
tients with  amebic  abscess  will  have  x-ray  film  ab- 
normalities including  elevation  of  the  right  hemidi- 
aphragm  and  obliteration  of  the  right  cardiophrenic 
angle,  which  were  not  seen  in  our  patient.  In  addi- 
tion, the  abscess  is  usually  single  and  located  in  the 
right  lobe  of  the  liver.  When  liver  abscess  is  present 
the  indirect  hemagglutination  test  result  for  amebi- 
asis will  become  positive  in  high  titers  in  over  95 
percent  of  the  cases. 

We  may  be  dealing  with  tuberculosis.  In  this  case 


a negative  skin  test  finding  would  have  been  helpful 
in  excluding  the  diagnosis,  but  since  the  patient 
comes  from  the  Philippines,  she  most  likely  would  be 
tuberculin-positive.  Most  patients  with  gastroin- 
testinal tuberculosis  will  also  have  pulmonary  in- 
volvement; gastrointestinal  tuberculosis  alone, 
without  other  organ  involvement,  is  rare,  mainly 
because  of  the  pasteurization  of  milk  and  the  use  of 
milk  from  tuberculin-negative  animals. 

When  the  gastrointestinal  tract  is  the  site  of  tu- 
berculosis, it  usually  involves  the  terminal  ileum, 
perhaps  because  of  the  abundance  of  lymphoid  tissue 
in  the  area;  the  cecum  is  often  commonly  involved 
also.  Pathologically  the  disease  may  appear  in  three 
forms  in  the  gastrointestinal  tract:  the  ulcerative 
type;  the  hypertrophic  type;  and  the  ulcerohyper- 
trophic  type.  The  hypertrophic  type  strongly  re- 
sembles carcinoma.  On  the  serosal  surface  of  the 
involved  tissue  may  be  seen  numerous  small  yellow 
tubercles,  similar  to  the  picture  of  tuberculous  peri- 
tonitis seen  at  laparotomy  or  at  laparoscopy.  There 
is  also  thickening  of  the  bowel  wall;  masses  seen  in 
the  mesentery  are  usually  due  to  enlarged  lymph 
nodes.  When  these  lymph  nodes  heal,  they  may 
become  calcified. 

Other  less-common  causes  of  similar  lesions  in- 
clude candidiasis,  histoplasmosis,  South  American 
blastomycosis,  and  actinomycosis.  Intestinal  can- 
didiasis usually  occurs  in  the  clinical  setting  of  far- 
advanced  carcinoma  and  in  patients  receiving  im- 
munosuppressive drugs  or  corticosteroids;  it  usually 
manifests  itself  by  profuse  watery  diarrhea.  South 
American  blastomycosis  is  caused  by  the  budding 
yeast  Blastomyces  brasiliensis  and  occurs  almost 
exclusively  in  people  living  in  South  America.  W’hen 
the  gastrointestinal  tract  is  involved,  the  colon  and 
terminal  ileum  are  most  often  the  site  of  invasion;  the 
liver,  spleen,  lymph  nodes,  and  other  abdominal  or- 
gans may  be  involved  with  ulcerating  lesions  and 
multiple  abscesses.  If  the  patient  has  not  traveled 
to  South  America,  this  disease  would  be  unlikely; 
otherwise  there  would  be  no  way  to  exclude  its 
presence. 

Histoplasmosis  can  probably  be  excluded  on  the 
basis  of  the  negative  histoplasmin  skin  test  findings 
and  the  lack  of  the  usual  clinical  findings,  such  as 
nausea,  vomiting,  diarrhea,  and  extreme  weight 
loss. 

We  may  also  exclude  coccidioidomycosis  on  the 
basis  of  the  negative  skin  test  findings.  It  is  inter- 
esting though  that  this  disease  appears  to  be  10  times 
more  common  in  Philippine  people  than  in  the  gen- 
eral population. 

Most  people  who  have  pyogenic  liver  abscesses 
have  an  acute  clinical  process;  often  routine  blood 
cultures  are  found  negative  because  in  approximately 
50  percent  of  cases  the  organism  responsible  for  the 
disease  is  an  anaerobe.  The  correct  diagnosis  is 
usually  made  on  the  basis  of  liver  scan  or  at  laparot- 
omy. When  a radioactive  gallium  scan  is  used,  the 
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gallium-67  citrate  will  usually  be  taken  up  by  intra- 
hepatic  abscesses,  lymphomas,  some  metastatic 
carcinomas,  and  most  hepatomas.  On  the  other 
hand  amebic  abscesses  do  not  usually  take  up  the 
gallium,  a fact  which  in  some  cases  is  therefore 
helpful  in  distinguishing  amebic  from  other  abscesses 
preoperatively.  Our  patient  had  a long,  chronic, 
indolent  course,  and  it  would  be  most  unusual  if  this 
lesion  were  strictly  a pyogenic  abscess.  On  the  other 
hand,  a neoplasm  would  not  be  expected  to  improve 
with  antibiotics.  < 

Actinomycosis  is  a disease  produced  by  one  of 
three  species  of  Actinomyces:  israeilii,  bovis,  and 
naeslundii.  The  actinomycete  is  usually  present  in 
the  tonsillar  crypts  or  in  carious  teeth;  the  disease  is 
usually  a sequela  of  dental  work,  of  abdominal  sur- 
gery, or  of  intraperitoneal  infection.  It  has  been 
reported  that  actinomycosis  can  be  a cause  of  chronic 
cholecystitis;  generally,  however,  the  three  most 
common  areas  of  actinomycotic  infection  are  cervi- 
cofacial, pleuropulmonary,  and  intra-abdominal.  In 
a study  by  Brown,1  33  percent  of  180  patients  had 
intra-abdominal  actinomycosis;  in  another  study,  50 
percent  were  cases  of  cervicofacial  involvement  and 
17  percent  were  pleuropulmonary,  while  in  22  per- 
cent the  abdominal  organs  were  the  site  of  the  in- 
fection.2 When  gastrointestinal  disease  is  present, 
the  primary  focus  is  usually  in  the  terminal  ileum  and 
cecum,  but  primary  anorectal  disease  may  be  seen  in 
approximately  12  percent  of  cases.  Involvement  of 
the  terminal  ileum  or  cecum  is  usually  secondary  to 
chronic  actinomycotic  appendicitis  with  periap- 
pendiceal abscess,  or  occasionally  to  a ruptured  di- 
verticulum. The  mode  of  spread  is  not  via  the  lym- 
phatics, but  via  the  portal  veins  and  by  direct  ex- 
tension. Of  the  23  cases  described  by  Harvey,  Can- 
trell, and  Fisher,3  the  disease  had  spread  from  the 
primary  site  to  the  liver  in  4 cases,  to  the  colonic  wall 
in  6,  to  the  mesentery  in  8,  and  to  the  kidneys  in  2, 
where  secondary  abscesses  occurred. 

In  most  reported  cases  of  intra-abdominal  acti- 
nomycosis, the  diagnosis  is  not  made  prior  to  lapa- 
rotomy, and  many  cases  do  not  present  the  soft  tiny 
yellow  sulphur  granules  sometimes  seen  in  a fistula 
tract  to  the  skin.  Fistulas  and  sinus  formations 
generally  are  not  very  common  in  actinomycosis. 
Treatment  for  actinomycosis  is  intravenous  penicillin 
in  large  doses  given  over  a protracted  period  of  time, 
in  addition  to  surgical  drainage. 

The  most  likely  diagnosis  in  this  case  would  seem 
to  be  actinomycosis  involving  the  terminal  ileum, 
with  secondary  spread  to  the  porta  hepatis,  extra- 
hepatic  biliary  obstruction,  and  intrahepatic  abscess 
formation. 

John  T.  Flynn,  M.D.:  If  I had  not  known  the 
diagnosis  beforehand,  I think  probably  actinomycosis 
would  have  been  my  choice  also,  Dr.  Breslaw.  At 
operation  the  surgeon  thought  that  this  patient  had 
cancer.  Dr.  Breslaw  brought  up  the  possibility  of 
tuberculosis;  we  shovdd  ask  our  Indian  colleagues 
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FIGURE  2.  Tuberculous  granuloma  on  serosal  surface  of 
ileum  (hematoxylin  and  eosin  stain). 


whether  they  have  seen  such  a sequence  of  pathologic 
events  with  bovine  tuberculosis  which  is  so  common 
in  India. 

Rakesh  Jindal,  M.D.:  I have  not  seen  the  whole 
range  of  tuberculosis  in  India,  but  still  this  patient 
appeared  with  obstructive  jaundice  which  would  be 
very  difficult  to  explain  on  the  basis  of  tuberculo- 
sis. 

Abdominal  tuberculosis  is  ileocecal  in  location, 
mesenteric,  or  renal.  The  liver  also  may  be  involved 
in  tuberculosis  but  with  very  small  isolated  tuber- 
culous granulomas  which  for  the  most  part  are 
asymptomatic. 

Dr.  Breslaw:  Tuberculosis  of  the  gastrointestinal 
tract  most  commonly  appears  as  a fever  of  unknown 
origin.  At  laparotomy  and  at  laparoscopy,  miliary 
tubercles  can  be  seen  as  very  small  yellowish-white 
lesions  separated  by  normal  peritoneum;  these 
tubercles  can  be  removed  for  acid-fast  staining  and 
for  histologic  section. 

Satish  Dhalla,  M.D.:  I think  that  infection  by 
the  parasite  Paragonimus  westermani  can  appear  as 
masses  in  the  liver  which  are  basically  eosinophilic 
granulomas  surrounding  the  parasites  themselves. 
These  can  occur  in  t he  intestinal  wall  and  peritoneum 
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FIGURE  3.  Acid-fast  bacillus  (arrow)  in  lymph  node  of  porta 
hepatis  (hematoxylin  and  eosin  stain). 

and  can  coalesce  to  form  palpable  masses.  This 
disease  is  very  well  known  to  cause  obstructive 
jaundice.  Another  parasite  which  can  produce  this 
clinical  picture  is  Clonorchis  sinensis,  which  can 
cause  inflammation  and  obstruction  of  the  hepatic 
duct  with  obstructive  jaundice. 

Jaw-Huei  Chen,  M.D.:  In  Asia  we  have  to  con- 
sider schistosomiasis  when  the  hepatic  biliary  system 
is  involved  prominently  in  a disease  process. 

Dr.  Breslaw:  Of  the  three  species  of  schisto- 
somes, japonicum,  haematobium,  and  mansoni,  the 
latter  most  commonly  involves  the  liver;  I don’t  know 
of  any  involvement  of  the  small  intestine.  Schisto- 
somiasis commonly  appears  with  portal  hyperten- 
sion. To  my  knowledge  there  is  no  effective  treat- 
ment. 

Ascaris  lumbricoides  can  certainly  cause  jaundice 
since  the  organisms  crawl  into  the  ampulla  of  Vater 
and  into  the  common  bile  duct.  However,  again,  to 
put  everything  together  with  the  small  intestinal 
involvement,  I find  it  rather  difficult  to  implicate  one 
of  these  multicellular  organisms,  unless  there  was 
marked  secondary  bacterial  infection. 

Clinical  diagnoses 

Obstructive  jaundice,  with  hydrops  of  the  gall- 
bladder, cause  undetermined.  Immediate  operative 
diagnosis — probable  neoplasm  of  the  small  bowel, 
with  metastases  to  liver  and  porta  hepatis 

Dr.  Breslaw ’s  diagnoses 

Probable  actinomycosis  involving  terminal  ileum, 
liver,  and  porta  hepatis 

Pathologic  discussion 

Solange  Abu-Nassar,  M.D.:  I must  congratulate 
Dr.  Breslaw  for  his  excellent  differential  diagnosis. 
In  all  the  articles  I read  about  the  underlying  disease 
process  here,  generally  the  correct  diagnosis  was 
missed  preoperatively,  which  is  very  understand- 
able. 

We  have  biopsies  from  the  mesenteric  lymph 
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FIGURE  4.  Tuberculosis  of  mesenteric  lymph  node,  with 
granuloma  and  giant-cell  formation  (hematoxylin  and  eosin 
stain). 

nodes,  from  the  intestine,  from  the  lymph  nodes  near 
the  porta  hepatis,  and  from  the  liver.  All  of  the 
sections  show  essentially  the  same  disease  process, 
which  is  tuberculosis.  An  interesting  fact  about 
tuberculosis  in  the  lymph  nodes  of  the  porta  hepatis 
is  the  resulting  compression  of  the  biliary  tree,  at  or 
near  the  hilum,  and  rarely  affecting  the  region  of  the 
pancreas.4  Such  patients  develop  jaundice,  as  in  our 
case,  but  do  not  develop  portal  hypertension. 

The  granulomas  in  this  case  for  the  most  part  are 
confluent,  and  this  makes  one  suspect  tuberculosis 
rather  than  sarcoidosis  (Fig.  2).  The  differential 
diagnosis  of  all  the  granulomas  comes  into  question 
here,  so  that  to  pinpoint  the  diagnosis,  we  had  to 
identify  acid-fast  bacilli,  which  we  did,  even  though 
they  were  very  rare  (Fig.  3).  One  of  the  main  reasons 
for  their  rarity  relates  to  the  acid-fast  bacillus’  need 
for  oxygen;  even  in  sections  from  a tuberculous  lung 
we  don’t  find  acid-fast  bacilli  easily  except  in  cavities 
or  near  an  erosion  into  a bronchus,  where  they  are  in 
contact  with  oxygen.  Anyway,  in  abdominal  tuber- 
culosis acid-fast  studies  yield  positive  results  in  less 
than  20  percent  of  cases.5 

Outside  of  the  lung,  the  first  most  common  loca- 
tion for  tuberculosis  is  lymph-node  tissue  (Fig.  4);  of 
all  the  lymph  nodes  in  the  body  the  least  frequently 
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FIGURE  5.  Section  of  liver  showing  tuberculous  granuloma 
formation  and  fibrosis  (hematoxylin  and  eosin  stain). 


affected  are  those  near  the  porta  hepatis.  As  Dr. 
Jindal  mentioned,  such  an  involvement  is  rarely  seen 
even  in  India  or  wherever  else  tuberculosis  is  preva- 
lent. In  all,  fewer  than  60  such  cases  have  been  re- 
ported in  the  medical  literature.6  One  cannot  pre- 
dict the  clinical  evolution  of  such  cases,  but  the  ma- 
jority progress  to  surgical  intervention,  with  the  in- 
variable preoperative  diagnosis  of  carcinoma. 

Generally  the  liver  in  abdominal  tuberculosis  is 
rarely  involved,  but  we  do  see  granulomatous  in- 
flammation in  this  case,  again  a very  rare  pathologic 
finding  (Fig.  5).  There  was  extensive  hyalinization 
in  the  affected  areas,  which  goes  along  with  the 
clinical  history  of  nine  months’  duration;  but  new 
fresh  granulomas  here  speak  for  active  intercurrent 
disease  in  the  liver. 

The  section  of  the  gastrointestinal  tract  which  we 
received  showed  a small  nodule  on  the  serosa  not 
involving  the  muscularis.  Tuberculosis  in  the  in- 
testine involves  the  submucosal  lymph  follicles,  after 
extending  from  the  mucosa  to  the  submucosa.  That 
is  one  reason  why  it  is  mostly  in  the  ileocecal  region, 
because  Peyer’s  patches  are  most  numerous  in  that 
area.  Tuberculosis  progresses  in  the  mucosa,  gen- 
erally below  the  age  of  six  years,  in  an  ulcerative  form, 
as  Dr.  Breslaw  told  you;  it  goes  through  the  intestinal 
wall  and  assumes  the  hypertrophic  or  mixed  ul- 
cerohypertrophic  form  generally  after  the  age  of  six 
years. 

If  the  surgeon  at  the  time  of  the  operation  is  faced 
with  the  differential  diagnosis  between  Crohn’s  dis- 
ease and  tuberculosis,  he  can  properly  surmise  that 


tuberculosis  rather  than  Crohn’s  disease  is  present, 
if  serosal  nodules  are  visible.5 

We  have  no  sections  from  the  gallbladder,  but 
generally  tuberculosis  in  the  gallbladder  is  rarer  than 
it  is  in  the  porta  hepatis.7  I think  the  gallbladder  bile 
has  an  inhibitory  effect  on  the  growth  of  the  acid-fast 
bacilli.  When  tuberculosis  involves  the  gallbladder, 
obstruction  will  be  present,  and  we  have  it  here. 
Multiple  tuberculous  nodules  were  present  on  the 
surface  of  the  liver;  it  would  not  be  unusual  for  them 
to  extend  directly  into  the  gallbladder  and  cause  in- 
fection. Cultures  were  negative  from  the  gallblad- 
der, but  the  patient  was  already  on  antituberculous 
treatment. 

If  you  want  a tissue  diagnosis  of  gastrointestinal 
tuberculosis,  you  must  establish  that  diagnosis  before 
you  give  treatment;  the  intestinal  granulomas  may 
resolve,  and  you  may  never  be  able  to  make  the  di- 
agnosis. Another  reason  for  the  negative  culture  is 
the  inhibition  of  acid-fast  bacilli  by  formalin  fixative. 
Sometimes  in  peritonitis,  the  ascitic  fluid  must  be 
cultured  in  liter-quantities,  and  sometimes  you  need 
three  months  instead  of  six  weeks  to  allow  full  growth 
of  the  acid-fast  organism. 

Abdominal  involvement  with  tuberculosis  may  be 
primary,  or  it  may  be  secondary  to  pulmonary  tu- 
berculosis, active  or  inactive.  In  fact,  the  chest  x-ray 
film  findings  may  be  negative  in  up  to  70  percent  of 
patients  with  extrapulmonary  tuberculosis.8  In  our 
own  case,  we  do  not  know  where  the  whole  process 
started;  I am  sure,  however,  that  the  infection  of  the 
lymph  nodes  in  the  mesentery  was  secondary  to  that 
in  the  gastrointestinal  tract.  Probably  also  the  in- 
volvement of  the  porta  hepatis  and  the  liver  was 
secondary  to  the  intestinal  lesions.  We  do  not  know 
if  the  genitourinary  tract  or  other  intra-abdominal 
organs  are  or  were  involved  in  this  patient.  We  also 
do  not  know  the  type  of  bacterial  strain,  human  or 
bovine,  or  whether  we  are  dealing  with  atypical  my- 
cobacteria; indeed,  of  all  the  published  cases  of  porta 
hepatis  tuberculosis,  in  only  a few  was  the  strain  of 
tuberculosis  organism  identified.4 

Involvement  of  the  porta  hepatis  lymph  nodes,  as 
reported  in  Western  countries,  involves  immigrants, 
as  was  true  in  this  case;  the  prognosis  is  good  in  gen- 
eral, with  excellent  response  to  antituberculous 
chemotherapy. 

The  rarity  of  such  involvement  is  reflected  by  the 
finding  of  only  one  previously  reported  case  in  the 
English  literature7;  one  half  of  all  reported  cases 
originate  in  high-risk  areas,  mostly  Africa  and 
Asia. 

So  in  summary  then  we  are  dealing  with  tubercu- 
losis, as  far  as  we  know  localized  to  the  abdomen  and 
largely  in  the  intestine,  liver,  and  especially  in  the 
lymph  nodes  of  the  porta  hepatis,  with  resulting 
obstructive  jaundice. 

Seymour  Fink,  M.D.:  It  was  my  impression  from 
reading  the  protocol  that  there  was  involvement  of 
the  common  hepatic  duct  intrinsically,  rather  than 
by  extrinsic  pressure  from  lymph  nodes.  At  times, 
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patients  who  have  what  looks  like  Crohn’s  disease 
may  actually  have  tuberculosis  of  the  small  bowel; 
antituberculous  treatment  has  been  used  on  the  as- 
sumption that  if  the  correct  diagnosis  was  tubercu- 
losis, the  condition  would  improve. 

Dr.  Breslaw:  The  surgeon  indicated  that  there 
were  2-  to  3-cm.  nodules  on  the  serosal  surface  of  the 
terminal  ileum  and  the  mesentery.  Such  nodules 
would  be  quite  large.  Dr.  Abu-Nassar,  did  you 
identify  these  masses  as  granulomata  or  as  enlarged 
lymph  nodes? 

Dr.  Abu-Nassar:  Generally  the  serosal  lesions 
which  were  submitted  to  us  were  about  1 cm.  in  di- 
ameter and  appeared  to  be  granulomata.  The  fact 
that  neither  the  mucosa  nor  the  muscularis  seemed 
to  be  involved  does  not  rule  out  tuberculous  invasion 
of  the  ileum  from  the  intestinal  lumen.  I can  be  sure 

I that  the  infection  in  the  mesentery  was  in  lymph 
nodes  and  secondary  to  that  in  the  gastrointestinal 
tract.  Incidentally,  lymph-node  examination  is  more 
reliable  for  diagnosis  of  tuberculosis  than  study  of  the 
ileal  lesions,  since  the  nodes  will  more  frequently 
demonstrate  typical  tubercle  bacilli. 

Dr.  Breslaw:  Most  patients  who  have  tubercu- 
losis involving  the  liver  will  have  a normal  serum 
bilirubin  and  a very  high  alkaline  phosphatase,  with 
a marked  disproportion  between  the  elevation  of  the 
alkaline  phosphatase  level  and  the  normal  biliru- 
bin. 

Dr.  Flynn:  We  are  indebted  to  Benjamin  Payson, 


Heart  valve  surgery 
aids  older  patients 

Successful  outcome  of  heart  valve  replacement  surgery 
in  older  patients  is  reported  in  the  April  11  Journal  of  the 
American  Medical  Association. 

Jack  G.  Copeland,  M.D.,  of  Stanford  University  Medical 
Center,  California,  and  colleagues  analyze  the  results  of 
heart  valve  replacements  after  an  average  follow-up  period 


M.D.,  for  his  surgical  contributions  to  this  case  and 
regret  that  he  was  not  able  to  join  the  discussion  here 
today. 

Final  diagnoses 

1.  Gastrointestinal  tuberculosis,  with  involve- 
ment of  terminal  ileum,  liver,  and  lymph  nodes. 

2.  Jaundice  secondary  to  common  bile  duct  ob- 
struction caused  by  tuberculosis  of  the  lymph  nodes 
of  the  porta  hepatis. 
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of  three  years  in  196  patients  with  a mean  age  of  70.4  years, 
of  whom  84  percent  were  in  advanced  heart  failure. 

Ninety-four  percent  of  the  patients  who  survived  the 
operation  were  greatly  improved,  Dr.  Copeland  says. 
Operative  mortality  was  12  percent. 

“Aortic  valve  replacement  in  elderly  patients  entails 
reasonable  operative  risk,  and  results  in  satisfactory 
postoperative  rehabilitation,”  he  reports. 
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Manufacturers  of  Fine  Pharmaceuticals  for  Over  48  Years 


about  generics 


Latest  National  Survey*  Reports: 
Pharmacists  again  prefer 


Elizabeth,  NJ  07207 

AMERICA’S  LEADING  NATIONAL  BRAND  OF  GENERICS 


PU  REPAC 


Over  every  other  generic  manufacturer. 


There  are  5 major  national  drug  manu- 
facturers with  generic  lines:  Purepac, 
Pfizer,  Lederle,  Parke-Davis  and  SmithKline, 
but  only  Purepac  manufactures  more  of  its 
generic  products— in  its  own  plants,  than 
any  of  the  other  4. 

Purepac’s  is  the  most  complete  of  all 
these  national  generic  lines,  and  Purepac's 
prices  are  more  economical. 

Now  that  many  states  have  repealed 
their  anti-substitution  law,  you  can  help 
reduce  your  patients  prescription  costs 
with  quality  generics.  Prescribe  Purepac, 


or  request  your  pharmacists  to  dispense 
the  Purepac  brand. 

Bio-availability  data  of  Purepac  manu- 
factured pharmaceuticals  and  Generic 
Reference  Chart  are  yours  upon  request. 


*The  November  1976  study  by  American 
Druggist  Magazine  reconfirms  Purepac 
leadership  over  every  other  generic 
manufacturer. 


Copies  of  this  study,  and  Purepac’s  Annual 
Report  are  available. 
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A senes  of  articles  on  hypertension 
prepared  under  the  auspices  of  the 
American  Heart  Association,  Neu  York 
State  Affiliate,  Inc. 


Hypertension:  Current  Concepts 


LIONEL  U MAILLOUX.  MD  , Editor 


Detection,  Evaluation, 
and  Treatment  of  High 
Blood  Pressure 

Report  of  Joint  National  Committee 


MARVIN  MOSER,  M.D.,  F.A.C.P. 

White  Plains,  New  York 

Senior  Medical  Consultant,  National  High  Blood  Pressure 
Education  Program,  and  Clinical  Professor  of  Medicine. 
New  York  Medical  College,  Valhalla,  New  York 


The  report  of  the  Joint  National  Committee  on 

Detection,  Evaluation,  and  Treatment  of  High  Blood 
Pressure  presents  a consensus  of  the  organizational 
representatives  serving  on  the  committee.  Thera- 
peutic considerations  emphasize  treatment  to  a goal 
of  normotensive  or  near  normotensive  blood  pressure 
levels.  Blood  pressure  levels  are  specified  as  re- 
quiring further  investigation,  periodic  follow-up,  or 
treatment,  and  updated  guidlines  for  therapy  have 
been  formulated.  Although  recommendations  have 
stressed  a cost-beneficial,  practical  approach  to  both 
diagnosis  and  treatment,  the  committee  believes  that 
quality  care  has  not  been  compromised. 

Confirmation  of  hypertension 

All  adults  with  diastolic  blood  pressures  of  120 
mm.  Hg  or  above,  recorded  at  the  disappearance  of 
sound,  should  be  referred  promptly  to  a source  of 
medical  care  (Table  I).  All  persons  with  blood 
pressures  of  160/95  mm.  Hg  or  above  should  have  the 
blood  pressure  elevation  confirmed  within  one 
month.  All  persons  under  the  age  of  50  with  blood 
pressures  between  140/90  and  160/95  mm.  Hg  should 
be  checked  every  two  to  three  months.  All  persons 
over  50  years  of  age  with  a blood  pressure  between 
140/90  and  160/95  mm.  Hg  should  be  checked  every 
six  to  nine  months.  All  adults  with  diastolic  blood 


TABLE  I.  Recommended  action  for  initial  blood 
pressure  measurement* 


Patient 

Qualifications 

Systolic/ 
Diastolic 
Pressure 
(mm.  Hg) 

Recommended 

Action 

All  persons 

Diastolic  120  or 

Prompt  evaluation 

higher 

and  treatment 

All  persons 

160/95  or  higher 

Confirm  blood  pressure 
evaluation  within 
one  month 

Under  age  50 

140/90  to  160/95 

Blood  pressure  check 
within  2 to  3 months 

Age  50  and  older 

140/90  to  160/95 

Check  within  6 to  9 
months 

A blood  pressure  measurement  is  recommended  annually  for  everyone 
and  should  be  done  by  competent  and  properly  trained  personnel. 


pressures  below  90  mm.  Hg  should  be  advised  to  have 
their  blood  pressure  checked  yearly. 

While  recognizing  the  epidemiologic  data  regard- 
ing increased  risk  from  elevated  systolic  pressure  at 
all  ages,  the  committee  chose  the  diastolic  blood 
pressure  as  the  basis  for  confirming  high  blood 
pressure  and  recommending  disposition,  since  the 
benefits  of  treatment  of  systolic  pressure  are  unclear. 
If  both  systolic  and  diastolic  pressures  were  used  as 
guidelines,  the  recommendations  would  be  far  too 
complex.  Table  II  summarizes  follow-up  recom- 
mendations for  referral  to  treatment. 

Community  programs  and  participation 
of  nonphysicians 

The  committee  believes  that  as  the  various  com- 
ponents of  the  medical  care  system  include  routine 
blood  pressure  measurement  in  normal  health  care 
delivery,  the  need  for  mass  screening  programs  will 
greatly  diminish. 

In  situations  where  nonmedical  personnel  are  in- 
volved in  screening  efforts,  training  in  blood  pressure 
measurement  should  be  required  and  conducted 
under  the  supervision  of  a physician  or  other  quali- 
fied personnel.  Groups  or  individuals  who  plan  to 
measure  blood  pressure  must  ensure  an  adequate 
system  for  repeating  blood  pressure  measurement 
and  for  prompt  referral  of  patients  with  elevated 
blood  pressure. 
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TABLE  II.  Follow-up  recommendations* 


Average  Diastolic 
Blood  Pressure 
(mm.  Hg) 

Recommended 

Action 

120  or  higher 

Immediate  evaluation  and 
treatment  indicated 

105  to  119 

Treatment  indicated 

90  to  104 

Individualized  treatment 

Under  90 

Remeasure  blood  pressure 

at  yearly  levels 

* Repeat  or  confirmation  blood  pressures  are  recommended  whenever 
the  previous  initial  measurement  reveals  either  a blood  pressure  level  of 
140/90  mm.  Hg  or  higher  in  a person  under  age  50  or  160/95  mm.  Hg  in  all 
persons. 

J 

The  National  Heart,  Lung,  and  Blood  Institute 
Advisory  Council  has  adopted  the  position  that 
nonphysicians  following  these  protocols  and  specif- 
ically avoiding  statements  implying  diagnosis  should 
not  be  considered  as  engaging  in  the  practice  of 
medicine.  The  subject  should  be  clearly  informed 
that  a single  elevated  reading  does  not  constitute  a 
diagnosis  of  high  blood  pressure,  but  it  is  a sign  that 
further  evaluation  is  required. 

Recommendations  for  evaluation 

Extensive  laboratory  testing  of  patients  with  high 
blood  pressure  has,  until  recently,  been  advocated  in 
many  medical  centers.  All  routine  pretreatment 
work-up  should  be  limited  to  defining  the  severity  of 
the  blood  pressure  and  identifying  its  complications 
and  associated  cardiovascular  risk  factors.  More 
complex  diagnostic  procedures  designed  to  discover 
specific  causes  of  high  blood  pressure  can  be  rea- 
sonably reserved  for  those  subjects:  (1)  in  whom 
routine  history,  physical  examination,  or  the  rec- 
ommended laboratory  findings  suggest  one  of  the 
specific  recognizable  causes;  (2)  who  are  under  the 
age  of  30,  since  they  have  the  greatest  prevalence  of 
correctable  secondary  high  blood  pressure;  or  (3)  in 
whom  drug  therapy,  as  subsequently  outlined,  proves 
inadequate  or  unsatisfactory. 

History.  The  medical  history  should  consist  of 
any  previous  history  of  high  blood  pressure  or  its 
treatment,  the  use  of  birth  control  pills  or  other 
hormones,  cardiac  or  renal  disease,  stroke,  and  other 
cardiovascular  risk  factors,  including  diabetes,  cig- 
arette Smoking,  a high  salt  intake,  lipid  abnormali- 
ties, or  family  history  of  high  blood  pressure  or  its 
complications.  A history  of  weakness,  muscle 
cramps,  and  polyuria  suggests  further  screening  for 
aldosteronism.  A history  of  headaches,  palpitations, 
excessive  sweating,  and  so  forth  suggests  further 
study  for  pheochromocytoma. 

Physical  evaluation.  In  addition  to  two  or  more 
blood  pressure  measurements,  one  standing,  the 
pretreatment  physical  examination  should  include 
the  following:  height  and  weight;  funduscopic  ex- 
amination of  the  eyes  for  hemorrhages,  exudates,  and 
papilledema,  which  is  especially  important  in  persons 


with  diastolic  blood  pressures  of  110  mm.  Hg  or 
higher;  examination  of  the  neck  for  thyroid  en- 
largement, bruits,  and  distended  veins;  auscultation 
of  the  lungs;  examination  of  the  heart  for  increased 
rate,  size,  precordial  heave,  murmurs,  arrhythmias, 
and  gallops;  examination  of  the  abdomen  for  bruits, 
large  kidneys,  or  dilatation  of  the  aorta;  and  exami- 
nation of  the  extremities  for  edema,  peripheral 
pulses,  and  neurologic  deficits  associated  with 
stroke. 

Although  the  history  and  physical  examination 
have  been  the  exclusive  province  of  the  physician, 
there  is  increasing  acceptance  of  having  other  spe- 
cially trained  personnel  carry  out  these  procedures, 
obtain  predetermined  laboratory  tests,  and  report 
the  findings  to  the  responsible  physician. 

Basic  laboratory  tests.  The  following  laboratory 
tests  should  be  administered  before  initiating  ther- 
apy: hematocrit;  urinalysis  for  protein,  blood,  and 
glucose,  using  the  dipstick  method;  creatinine  and/or 
blood  urea  nitrogen;  serum  potassium;  and  electro- 
cardiogram. 

Other  tests  which  may  be  helpful  include  a chest 
x-ray,  blood  sugar,  serum  cholesterol,  serum  uric  acid, 
microscopic  urinalysis,  and  blood  count.  Minimal 
cost  to  the  patient  can  sometimes  be  achieved  by 
ordering  automated  blood  chemistries.  Clinical 
judgment  or  abnormal  findings  obtained  during  the 
routine  evaluation  may  suggest  other  tests,  such  as 
an  intravenous  urogram  and  urinary  catechol- 
amines. 

Explanation  of  findings  to  patient.  Under- 
standing by  the  patient  of  his  disease  and  what  ac- 
tions he  must  take  is  crucial  to  high  blood  pressure 
control.  The  patient  must  be  given  adequate  in- 
formation and  opportunity  to  ask  questions  or  dis- 
cuss points  of  concern.  The  patient  with  high  blood 
pressure  must  clearly  understand  the  seriousness  and 
lifelong  nature  of  high  blood  pressure  and  the  pos- 
sible consequences  of  not  treating  it;  the  importance 
of  taking  medication  as  directed  to  maintain  blood 
pressure  control;  the  asymptomatic  nature  of  the 
disease,  that  is,  how  the  patient  feels  may  not  reflect 
the  level  of  blood  pressure  or  the  need  to  continue 
taking  medication;  and  the  importance  of  keeping 
follow-up  appointments. 

Recommendations  for  selection 
and  initiation  of  therapy 

Goals  of  therapy.  Virtually  all  patients  with 
diastolic  pressures  of  105  mm.  Hg  or  more  should  be 
treated  with  antihypertensive  drugs.  Present  in- 
formation indicates  that  drug  treatment  reduces 
morbidity  and  mortality  in  such  patients  when  blood 
pressure  is  maintained  at  or  near  normotensive  levels. 
The  first  goal  of  antihypertensive  therapy  is  to 
achieve  and  maintain  diastolic  pressure  levels  at  less 
than  90  mm.  Hg  with  minimal  adverse  effects;  the 
patient  must  be  treated  to  a defined  endpoint.  This 
can  be  accomplished  in  80  to  85  percent  of  hyper- 
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TABLE  III.  Basic  dose  recommendations  for  antihypertensive  regimens* 

Group  2 

Less  Severe  (Diastolic  More  Severe  (Diastolic 

Pressure  90  to  104  mm.  Hr)  Pressure  1 15  to  129  mm.  Hg) 


Drug 

Dosage1 

— Initial 
Dose 

(mg.  per  day) 

Maximum- 

Dose 

(mg.  per  day) 

Initial 

Dose 

(mg.  per  day) 

Maximum- 

Dose 

(mg.  per  day) 

Group  3 

(Diastolic  Pressure 
130  mm.  Hg) 

| Diuretics 

Begin  with 

smaller  dose  and 

Begin  with  full 

Prompt  careful  moni- 

(Table  V) 

increase  in  one  step  to 

dose 

toring  and  treat- 

Rauwolfia 

full  dose  if  needed 

ment 

Multiple  drug  therapy 

Compounds 
(Table  VI) 
Methyldopa 

500 

2,000 

750 

3,000 

usually  necessary 

Propranolol 

40 

320 

160 

480** 

Hydralazine 

50 

250 

75 

300 

Accelerated  hypertension 

Guanethidine 

12.5 

100 

25 

300 

may  require 
parenteral  therapy 

Clonidine 

0.1 

1 

0.1 

2.4 

Prazosin" 

1 

15 

1 

15" 

' For  Group  1,  with  diastolic  pressure  90  to  104  mm.  Hg.  management  may  include  weight  loss,  sodium  restriction,  or  drug  therapy. 

* See  Table  V for  dosages  of  diuretics  and  Table  VI  for  other  antihypertensive  drug  data. 

**  Exact  dosage  limit  not  as  yet  determined. 

**  Therapy  should  he  initiated  with  low  dosage  since  large  amounts  may  induce  postural  hypotension. 

NOTE:  Diuretics,  reserpine,  and  guanethidine  can  lie  given  in  single  daily  doses  Methyldopa,  hydralazine,  propranolol,  prazosin,  and  clonidine  should 
he  given  in  two  to  four  divided  doses. 


tensive  patients  regardless  of  the  initial  severity  of 
the  disease.  This  goal  may  be  modified  if  adverse 
effects  are  unacceptable,  but  every  effort  should  be 
made  to  approach  it  as  closely  as  possible. 

Treatment  of  patients  with  diastolic  pressures 
from  90  to  104  mm.  Hg  should  be  individualized. 
For  some  patients,  weight  control  and  a reduced  salt 
intake  may  lower  blood  pressure;  but  if  this  proves 
ineffective  after  three  to  six  months,  specific  drug 
therapy  may  be  necessary  in  addition  to  diet.  Fac- 
tors which  influence  the  decision  to  begin  drug 
treatment  at  diastolic  blood  pressure  levels  of  90  to 
105  mm.  Hg  include  elevated  systolic  blood  pressure; 
presence  of  target-organ  damage,  for  example,  left 
ventricular  hypertrophy;  family  history  of  the  com- 
plications of  hypertension;  male  sex;  smoking  habits; 
elevated  blood  cholesterol  level;  and  diabetes. 

Patients  with  diastolic  pressures  of  90  to  105  mm. 
Hg  who  are  not  placed  on  treatment  should  be  ex- 
amined at  intervals  of  six  to  nine  months.  In  all 
cases,  correction  of  additive  risk  factors  in  cardio- 
vascular disease,  such  as  hypercholesterolemia  and 
smoking,  should  be  instituted. 

Therapeutic  guidelines.  Concept  of  stepped- 
care  approach  to  treatment.  The  regimen  recom- 
mended here  is  a stepped-care  program.  It  calls  for 
initiating  therapy  with  a small  dose  of  an  antihy- 
pertensive drug,  increasing  the  dose  of  that  drug,  and 
then  adding,  one  after  another,  other  drugs  as 
needed.  The  dose  of  each  drug  initially  is  low  and 
subsequently  is  increased  as  needed  to  reach  a pre- 
determined therapeutic  goal. 

While  there  are  many  possible  effective  thera- 
peutic regimens,  there  is  currently  little  reason  to 
suppose  that  if  two  regimens  lower  the  pressure 


equally,  one  is  preferable  to  the  other,  unless  one 
minimizes  adverse  side-effects,  patient  inconve- 
nience, frequency  of  drug  administration,  or  cost. 
The  regimens  outlined  here  have  been  chosen  be- 
cause experience  suggests  that  they  produce  the  de- 
sired control  of  high  blood  pressure  with  a minimum 
of  side-effects  and  patient  inconvenience.  Tran- 
quilizers and  sedatives  are  not  effective  in  lowering 
blood  pressure  and  should  not  be  used  as  primary 
therapy. 

Drug  therapy.  For  purposes  of  discussion,  pa- 
tients are  grouped  by  average  diastolic  pressures,  as 
indicated  in  Tables  III  and  IV.  Group  1 has  average 
diastolic  pressures  of  less  than  105  mm.  Hg;  Group 
2 has  average  diastolic  pressures  of  105  to  129  mm. 
Hg;  and  Group  3 has  average  diastolic  pressures  of 
130  mm.  Hg  or  more. 

The  therapy  outlined  is  primarily  for  Group  2.  In 
general,  Group  1,  if  treated  with  antihypertensive 
drugs,  initially  would  probably  be  given  thiazide  di- 
uretics; Group  3 would  probably  require  more  in- 
tensive therapy  and  might  be  given  several  drugs  si- 
multaneously. 

The  higher  the  blood  pressure  and  the  greater  the 
evidence  of  target-organ  involvement,  the  sooner 
therapy  should  be  instituted  and  the  more  vigorously 
it  should  be  pursued.  The  recommended  initial  and 
maximum  doses  of  the  therapeutic  agents  are  given 
in  Table  III,  with  special  tables  for  diuretics  (Table 
V).  After  blood  pressure  control  is  achieved,  setting 
the  frequency  of  visits  every  three  to  four  months  as 
recommended  will  increase  patient  compliance.  As 
in  all  therapy,  if  one  or  several  medications  do  not 
achieve  normotensive  blood  pressure  levels,  an  al- 
ternative drug  or  drugs  should  be  substituted.  No 
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TABLE  IV.  Basic  time  recommendations  for 
antihypertensive  regimens 


TABLE  V.  Available  oral  diuretics 


uroup  l 

Less  Severe 

More  Severe 

(Diastolic 

(Diastolic 

Pressure  105  to  114 

Pressure 

mm.  Hg) 

1 15  to  129  mm.  Hg) 

Aver- 

Maxi- 

Aver- 

Maxi- 

age 

mum 

age 

mum 

Inter- 

Inter- 

Inter- 

Inter- 

' Time 

val 

val 

val 

val 

Interval 

(months),  (months) 

(months) 

(months) 

Interval  between 

1/2 

2 

1/4 

1 

visits  while 

blood  pressure 
is  being  lowered 

Interval  between 
visits  when 

2 

4 

2 

4 

blood  pressure 
is  under  control 

Interval  between 

6 

12 

6 

12 

reexaminations, 

repeat 

laboratory 

work 

one  combination  of  drugs  works  in  all  patients. 
Potential  side-effects  from  antihypertensive  agents 
are  outlined  in  Table  VI. 

Stepped-care  approach 

Step  1.  The  first  step  in  the  recommended  pro- 
gram should  ordinarily  be  a thiazide-type  diuretic  in 
the  doses  suggested  in  Table  V,  starting  with  less 
than  maximal  dose  (Fig.  1).  Dietary  supplements  are 
usually  sufficient  to  prevent  hypokalemia.  For  pa- 
tients who  develop  low  levels  of  serum  potassium, 
that  is,  below  3 to  3.2  mEq.  per  liter,  and/or  symp- 
toms of  hypokalemia,  potassium  supplements  may 
be  given,  or  one  of  the  potassium-sparing  diuretics 
combined  with  a thiazide-type  diuretic  may  be  used. 
Moderate  sodium  restriction  may  also  be  helpful. 
Asymptomatic  thiazide-induced  chemical  hypo- 
kalemia of  a moderate  degree,  such  as  3.3  to  3.5  mEq. 
per  liter,  need  not  be  treated.  The  combination  of 
a diuretic  with  digitalis  requires  particular  attention 
because  the  hypokalemia  induced  by  the  diuretic 
potentiates  the  toxicity  of  the  digitalis.  In  these 
instances,  potassium  supplements  or  adjunct  therapy 
with  a potassium-sparing  diuretic  should  be  given 
when  serum  potassium  is  3.5  mEq.  per  liter  or  below. 
Asymptomatic  low-grade  hyperuricemia,  under  8 to 
10  mg.  per  100  ml.,  usually  does  not  require  any 
therapy. 

Step  2.  If  the  therapeutic  goal  is  not  achieved 
with  the  diuretic  alone  and  a review  of  the  possible 
reasons  for  treatment  failure  has  been  made,  an  ad- 
ditional drug  should  he  added  as  the  second  step 
to  the  therapeutic  program.  Possible  reasons  for 
treatment  failure  are:  (1)  poor  patient  adherence; 
(2)  excessive  sodium  intake;  and  (3)  use  of  competing 


Type  of  Diuretic 

Dose  Range 
(mg.  per  day) 

Duration  of 
Action 
(Hours) 

Sulfonamide  derivative 

Thiazides  and  thiazide  derivatives 

Chlorothiazide 

500  to  1,000 

6 to  12 

Flumethiazide 

500  to  1,000 

6 to  12 

Hydrochlorothiazide 

50  to  100 

6 to  12 

Hydroflumethiazide 

50  to  100 

12  to  24 

Chlorthalidone 

25  to  100 

48  to  72 

Bendroflumethiazide 

5 to  20 

18  to  24 

Benzthiazide 

50  to  200 

12  to  18 

T richlormet  hiazide 

2 to  4 

24 

Methyclothiazide 

2.5  to  5 

24 

Polythiazide 

2 to  4 

24  to  36 

Cyclothiazide 

1 to  2 

18  to  24 

Quinethazone 

50  to  100 

18  to  24 

Metolazone 

2.5  to  10 

12  to  24 

Nonthiazide  diuretic  agent* 

Furosemide* 

80  to  320 

4 to  6 

Potassium-sparing** 

Triamterenet+ 

50  to  150 

Diuresis  begins 

Spironolactone 

50  to  100 

at  2 hours, 
maximum 
8 hours 

* Most  potent,  shorter-acting  oral  diuretic  (loop  diuretic). 
f Not  usually  a Step  1 drug;  especially  useful  in  renal  insufficiency  or 
resistant  cases. 

**  Not  usually  Step  1 drug;  usually  used  in  combination  with  one  of  the 
sulfonamide  derivatives. 

tt  p’ewer  dosages,  less  cost,  fewer  side-effects. 


drugs,  such  as  cold  remedies,  and  so  forth. 

There  are  several  alternative  second  drugs,  as 
shown  in  Figure  1:  reserpine;  methyldopa,  or  pro- 
pranolol. Any  of  these  three  drugs  may  be  effective 
in  some  patients  but  ineffective  in  others;  all  may 
produce  some  side-effects  in  some  patients  (Table 
VI).  Whichever  drug  is  chosen,  it  should  be  ad- 
ministered in  small  dosages  and  increased  gradually 
until  the  therapeutic  effect  is  achieved  or  the  maxi- 
mum dose  cited  in  Table  III  has  been  reached.  Re- 
sistance or  tolerance  to  the  aforementioned  three 
drugs  may  indicate  the  occurrence  of  fluid  retention 
and  a need  for  increased  diuretic  therapy  or  reduced 
sodium  intake. 

Step  3.  When  a third  step  is  needed,  hydralazine 
may  be  added  to  the  regimen.  It  is  an  effective  pe- 
ripheral vasodilator;  it  should  probably  be  used  in 
combination  with  a sympathetic  blocking  agent,  or 
Step  2 drugs,  plus  a diuretic. 

Step  4.  If  the  first  three  steps  of  the  stepped-care 
regimen  are  ineffective  and  the  causes  for  unre- 
sponsiveness have  been  investigated,  substitution  or 
addition  of  guanethidine  in  increasing  doses  for  one 
of  the  Step  2 drugs  is  indicated;  these  patients  will 
require  more  careful  supervision.  Guanethidine  is 
potent  and  often  effective  in  resistant  cases. 

Although  the  same  general  stepped-care  program 
is  advocated  for  patients  in  Group  2 with  the  higher 
range  of  diastolic  blood  pressures,  that  is,  115  to  129 
mm.  Hg,  several  differences  in  the  plan  of  therapy 
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TABLE  VI.  Side  effects  of  and  precautions  with  commonly  used  antihypertensive  drugs 


Drugs 

Side-effects* 

Precautions 

Diuretics 

Thiazide  and  thiazide  deriv- 

BUN  (blood  urea  nitrogen) 

Hypokalemia;  gout; 

ative  diuretics 

t i uric  acid  f ; calcium  t, 
serum  K+  1;  potassium  glucose  t; 
gastrointestinal  irritation;  weakness; 
photosensitivity,  blood  dyscrasias; 
pancreatitis* 

renal  insufficiency 

Loop  diuretics  (furosemide) 

Calcium  i;  BUN  t;  uric  acid  |; 
serum  K+  photosensitivity 

Hypokalemia;  gout 

Potassium -sparing  diuretics 

Spironolactone 

Hyperkalemia;  gynecomastia; 
drowsiness;  hirsutism;  irregular 
menses 

Renal  failure; 
hyperkalemia 

Triamterene 

Hyperkalemia;  diarrhea;  nausea 

Renal  failure; 
hyperkalemia 

Nondiuretics 

Rauwolfia  alkaloids 

Drowsiness;  sedation;  lassitude; 
nasal  congestion;  bradycardia; 
depression;  gastric  hyperacidity, 
nightmares 

Mental  depression 

Methyldopa 

Orthostatic  hypotension,  drowsi- 
ness, depression,  abnormal  liver 
function  tests,  positive  direct 
Coombs’  test 

Liver  disease 

Propranolol 

Insomnia;  bradycardia;  broncho- 
spasm;  heart  failure;  sedation 

Asthma;  heart  fail- 
ure; diabetes 

Hydralazine 

Headache;  tachycardia;  palpita- 
tions; exacerbation  of  angina  or 
congestive  heart  failure;  mesen- 
chymal (“lupus-like”)  reaction** 

Symptomatic  coronary 
artery  disease 

Guanethidine 

Orthostatic  hypotension  (especial- 
ly in  the  A.M.);  weakness  on 
exertion  bradycardia;  diarrhea; 
loss  of  ability  to  ejaculate 

Symptomatic  cardio- 
vascular disease 

* See  also  manufacturer’s  full  prescribing  information.  Impotency  may  occur  with  any  antihypertensive  drug  except  hydralazine. 

* Many  side-effects,  for  example,  blood  dyscrasias  and  pancreatitis,  are  rare  with  diuretics. 

**  Rare  with  dosage  under  300  mg.  per  day. 

NOTE:  Comparable  data  on  side-effects  from  clonidine  and  prazosin  not  available. 


add 


add 

add  PROPRANOLOL 
or 

METHYLDOPA 

or 

RESERPIXE 
STEP  2 


or 

substitute  G VAN  E T HID  I X E 
STEP  4 

HYDRALAZINE  1 
[ STEP  3 


THIAZIDES 
STEP  1 


FIGURE  1.  Outline  of  recommended  antihypertensive 
regimens.  Experience  with  clonidine  and  prazosin,  newly 
approved,  moderately  potent  antihypertensive  agents  which 
may  be  added  or  substituted  for  Step  2 or  Step  3 drugs,  is 
limited. 


may  be  appropriate.  To  achieve  control  of  the  blood 
pressure  more  rapidly,  treatment  may  be  begun  with 


a full  dose  rather  than  a half  dose  of  a thiazide.  The 
intervals  between  changes  in  the  regimen  should  be 
decreased,  and  the  maximum  permitted  dose  of 
various  drugs  should  be  increased. 

Group  3 patients,  those  with  an  average  diastolic 
pressure  of  130  mm.  Hg  or  more,  may  require  urgent 
treatment  and  hospitalization.  Treatment  may  be 
initiated  with  several  drugs  simultaneously.  Blood 
pressure  levels  should  not  be  used  as  the  sole  indi- 
cation for  parenteral  or  emergency  therapy.  For 
patients  with  heart  failure,  encephalopathy,  or 
findings  suggestive  of  renal  arteriolar  disease,  such 
as  microscopic  red  blood  cells,  casts,  and  so  forth, 
minutes  and  hours  can  be  critical;  blood  pressures 
must  be  brought  down  promptly,  but  not  precipi- 
tously, to  normotensive  levels.  In  these  instances  of 
accelerated  high  blood  pressure,  other  drugs  such  as 
parenteral  nitroprusside  or  diazoxide  may  have  to  be 
used. 

Comment 

Surgery  and  antihypertensive  drugs.  Preop- 
erative withdrawal  of  antihypertensive  drugs  is 
usually  unnecessary  prior  to  surgery.  However,  it  is 
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extremely  important  to  make  sure  the  anesthesiol- 
ogist is  well  informed  regarding  the  patient’s  medi- 
cation. Pre-  and  postoperative  potassium  deter- 
minations are  important  for  patients  taking  diuret- 
ics. 

Long-term  maintenance  of  control.  Manage- 
ment of  high  blood  pressure  must  be  considered  a 
lifelong  endeavor,  with  the  levels  of  blood  pressure 
the  criteria  of  its  adequacy.  Patients  must  be  peri- 
odically monitored  to  ensure  blood  pressure  control 
and  to  overcome  a majbr  problem  in  treatment, 
specifically  poor  patient  adherence  to  therapy.  After 
control  has  been  demonstrated  and  the  patient’s 
blood  pressure  is  stable,  remeasurement  every  three 
to  six  months'1 2  should  be  adequate  for  most  pa- 
tients. 

After  normal  levels  are  achieved,  it  may  be  possible 
to  reduce  drug  therapy;  however,  rarely  is  it  possible 
to  discontinue  treatment.  This  point  should  be 
emphasized  to  the  patient. 

Most  patients  with  uncomplicated  essential  hy- 
pertension have  few,  if  any,  symptoms  related  to  their 
hypertension;  however,  drug  therapy  may  produce 
unwanted  effects  about  which  patients  should  be 
forewarned.  Every  effort  should  be  made  to  adjust 
drugs  and  their  dosages  to  eliminate  or  minimize  such 
unpleasant  effects  and,  at  the  same  time,  to  gain 
patient  acceptance  of  any  that  remain.  Those  re- 
sponsible for  monitoring  antihypertensive  regimens 
should  also  be  well  aware  of  pharmacologic  interac- 
tions and  adverse  effects  of  antihypertensive  agents 
and  should  be  alert  to  discover  and/or  prevent 
them. 

Summary  recommendations  of  report 

Six  general  recommendations  for  the  detection, 
evaluation,  and  treatment  of  high  blood  pressure  in 
adults  are  stressed. 

1,  Any  group  measuring  blood  pressure  should 
have  resources  available  for  referral,  confirmation,  and 
follow-up. 

2.  Virtually  all  patients  with  a diastolic  pressure  of 
105  mm.  Hg  or  greater  should  be  treated  with  antihy- 
pertensive drug  therapy. 


3.  For  persons  with  diastolic  pressures  of  90  to  104 
mm.  Hg,  treatment  should  be  individualized  with  con- 
sideration given  to  other  risk  factors. 

4.  The  evaluation  of  patients  with  high  blood  pres- 
sure can  be  limited  to  a few  baseline  tests  in  most  in- 
stances. 

5.  The  stepped-care  approach  outlined  in  this  re- 
port is  advocated  as  a cost-effective  method  of  treating 
most  patients. 

6.  Treatment  of  patients  with  high  blood  pressure 
includes  plans  for  maintenance  of  blood  pressure  con- 
trol. 


The  guidelines  for  referral  and  repeat  measure- 
ments of  blood  pressure  have  been  redefined,  and 
new  drugs  have  been  added  to  the  stepped-care  reg- 
imens since  the  original  Task  Force  Report  of 
1973. 
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It  is  the  obligation  of  the  practicing  physician  to 
bring  to  the  attention  of  his  colleagues  suspected 
drug  toxicity  as  well  as  drug  efficacy.  Dantrolene 
sodium  has  been  in  the  recent  literature  from  1967 
to  the  present.  Approximately  62  articles  have  been 
reviewed  from  the  bibliography  supplied  by  the 
Eaton  Company;  only  one  of  those  was  a report  of 
significant  side-effects1;  in  a letter  Shaivitz1  de- 
scribed three  patients  whose  treatment  with  dan- 
trolene sodium  resulted  in  varying  degrees  of  atony 
of  the  bowel.  Two  additional  cases  of  atony  have 
been  reported  to  the  company  and  are  as  yet  un- 
published.2 

Other  adverse  reactions  are  numerous  with  the  use 
of  this  drug.  We  will,  however,  limit  ourselves  to 
discussion  of  atony  of  the  bowel  and  the  possibility 
of  hepatotoxicity.  To  date,  approximately  15  case 
reports  of  significant  hepatic  toxicity  have  been  re- 
ceived by  Eaton  Laboratories2;  none  of  these  has 
been  published.  The  following  patient  report  is  a 
case  of  fatality  associated  with  the  administration  of 
dantrolene  sodium.  Both  gastrointestinal  and  he- 
patic involvement  were  present  in  this  patient. 

Dantrolene  sodium 

Pharmacology  and  action.  Dantrolene  sodium 
acts  in  the  area  of  the  sarcoplasmic  reticulum  to 
dissociate  the  acetylcholine  contractile  mechanism. 
This  action  would  appear  to  be  in  some  way  related 
to  a combining  phenomenon  with  calcium  ions, 
thereby  diminishing  the  amount  of  available  calcium 
released  from  the  sarcoplasmic  tubular  system.  It 
is  by  this  mechanism  that  the  contractile  process  is 


interfered  with,  thereby  preventing  depolarization 
from  occurring.3-6 

Adverse  reactions.  The  adverse  reactions  of 
dantrolene  sodium  fall  into  approximately  nine  areas 
of  significant  side-effects.  In  the  first  group  we  have 
photosensitivity,  drowsiness,  dizziness,  and  weak- 
ness. The  second  group  of  adverse  reactions  includes 
gastrointestinal  complaints  consisting  of  cramps, 
anorexia,  constipation  or  diarrhea,  bleeding,  gastric 
irritation,  and  difficulty  swallowing.  It  should  also 
be  noted  that  temporary  atony  of  the  bowel  had 
previously  been  reported  in  this  area.1  In  the  neural 
category  we  have  symptoms  consisting  of  headaches, 
seizures,  slurred  speech,  diplopia,  and  alteration  of 
taste.  In  the  cardiac  category  we  have  tachycardia 
or  erratic  blood  pressure.  Psychiatric  symptoms, 
consisting  of  depression,  confusion,  and  nervousness, 
have  been  noted.  In  recent  conferences  held,  the 
conferees  have  mentioned  numerous  other  psychi- 
atric effects  that  have  not,  as  yet,  been  reported  in  the 
literature,  including  overt  psychotic  manifestations, 
most  of  which  were  reversible  by  ceasing  the  drug. 
Genitourinary  symptoms  consist  mainly  of  fre- 
quency. Ectodermal  symptoms  consist  of  increasing 
hair  growth,  pruritus,  eczematoid  reaction,  and  in- 
creased sweating.  That  patients  feel  a sense  of  suf- 
focation at  times  has  been  noted.  The  final  area  of 
adverse  reactions  is  within  the  liver  where  it  has  been 
noted  that  alterations  and  abnormalities  of  the  liver 
chemistries  were  found.  The  company  has  cautioned 
that  patients  with  preexisting  liver  disease  should  not 
be  given  the  drug,  or  it  should  be  given  only  with  the 
greatest  caution. 

Case  report 

A 40-year-old  white  woman  was  admitted  to  the 
hospital  with  the  diagnosis  of  intestinal  obstruction. 
This  patient  had  been  suffering  from  multiple  scle- 
rosis for  21  years  and  was  a resident  of  a long-term 
nursing  home.  She  was  a malnourished  woman  with 
severe  muscle  wasting  and  spasms  and  was  wheel- 
chair-bound. She  was  placed  on  dantrolene  sodium 
five  months  prior  to  admission  to  the  hospital.  The 
drug  had  been  given  to  reduce  the  muscle  spasms, 
and  this  goal  had  been  achieved.  An  initial  dosage 
of  25  mg.  twice  daily  had  been  given;  this  was  later 
increased  to  a maintenance  dosage  of  100  mg.  twice 
daily,  which  she  was  receiving  for  the  three-month 
period  prior  to  the  onset  of  vomiting.  Additional 
medications  administered  during  this  time  period  of 
five  months  included  acetaminophen,  multivitamins, 
stool  softeners,  and  amitriptyline  hydrochloride,  all 
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BUN  TB  iiLB.  Bill.  LSH  *P  SGOT  K-t~ 
3/31/72  7 6.5  3.2  0.5  165  75  16 

1/  7/74  9 7.1  3.7  0.4  140  192  20 

*7/  8/74  9.5  7.0  4.1  0.3  155  78  16 

**9/  9/74  36  8.4  4.6  0.3  210  350  85  3.2 

9/10/74  3.0 

9/15/74  2.7 

9/16/74  3.0 

9/19/74  2.7 

9/20/74  • 3.1 

9/21/74  3.3 

9/22/74  3.2 

***9/25/74  7 5.6  2.7  0.5  245  130  20  3.5 

9/27/75  ^ Deceased 


♦Dantrolene  Dodium  begun  3/22/7'+. 

♦♦ndmission  to  hospital.  Dantrolene  discontinued. 
♦♦♦Dantrolene  resumed. 


Code;  BUN  - blood  urea  nitrogen 
TP  - total  protein 
nL3 . - albumin 
Dili-  bilirubin 

LDH  - lactic  acid  dehydrogenase 
AP  - alkaline  phosphatase 

3G0T-  serum  glutamic  oxaloacetic  transaminase 
K+  - potassium 

FIGURE!  Laboratory  data. 


in  low  dosage.  The  results  of  liver  enzyme  studies 
performed  two  months  prior  to  administration  were 
within  normal  limits. 

On  admission  to  the  hospital,  the  patient  was 
noted  to  be  a dehydrated,  lethargic,  generally  wasted 
woman,  suffering  from  marked  abdominal  distention. 
The  abdomen  was  tympanitic  without  bowel  sounds. 
Urine  output  was  normal.  There  was  significant 
elevation  of  the  lactic  dehydrogenase,  serum  glutam  ic 
oxaloacetic  transaminase,  and  alkaline  phosphatase. 
Mild  elevation  of  the  blood  urea  nitrogen  was  also 
noted.  Serum  potassium  was  mildly  depressed  (Fig. 
1). 

X-ray  films  were  taken  on  and  subsequent  to  ad- 
mission, demonstrating  “enormous  distention  of  the 
stomach  and  duodenum.”  No  peristaltic  activity 
was  demonstrated  during  any  of  the  studies.  The 
repeated  bowel  studies,  both  upper  and  lower  gas- 
trointestinal, could  not  distinguish  between  a para- 
lytic ileus  and  intestinal  obstruction  (Fig.  2).  Na- 
sogastric decompression  was  attempted  but  was 
unsuccessful.  Ten  days  after  admission,  a laparot- 
omy was  performed  to  relieve  the  intestinal  ob- 
struction thought  to  be  a mechanical  obstruction. 
The  stomach  and  duodenum  were  found  to  be 
massively  dilated.  The  colon  was  filled  with  feces. 
A gastrojejunostomy  was  performed  and  a gastros- 
tomy tube  inserted.  Postoperatively,  this  patient  did 
not  resume  bowel  function.  Urine  output  remained 
normal.  She  died  eight  days  postoperatively  and 
eighteen  days  after  admission.  All  medications  were 


FIGURE  2.  Roentgenograms.  (A)  Enormous  dilatation  of  stomach  and  duodenum  occupying  most  of  abdomen.  Large  and 
small  bowel  loops  seen  displaced  into  pelvis.  (B)  Nasogastric  tube  coiled  in  fundus  of  stomach.  Barium  collected  in  fundus 
as  well  as  in  dilated  second  part  of  duodenum.  Contrast  material  in  colon  has  worked  into  large  bowel. 
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discontinued  at  the  time  of  admission  and  dantrolene 
sodium  was  not  resumed  until  two  days  postopera- 
tively  (for  t reatment  of  spasms)  and  then  only  for  five 
days.  At  the  time  of  drug  resumption,  results  of  liver 

(enzyme  studies  had  shown  a return  to  normal  or  near 
normal. 

An  autopsy  was  performed  on  this  patient. 
Findings  were  as  follows: 

1.  A fatty  liver  weighed  1,160  Gm. 

2.  A gastrojejunostomy  was  intact. 

3.  "Marked  distention  of  the  stomach,  duodenum, 
and  upper  portion  of  the  small  bowel”  was  noted. 

4.  Fecal  material  filled  the  large  bowel. 

5.  The  superior  mesenteric  artery  was  not  felt  to  be 
obstructed  nor  was  it  obstructing  other  structures. 

6.  No  intestinal  perforation  was  noted. 

Microscopic  findings  were  as  follows: 

1.  The  liver  demonstrated  severe  fatty  metamor- 
phosis. This  could  have  been  compatible  with  malnu- 
trition or  drug-toxic  effect. 

2.  The  gastrointestinal  tract  and  mesenteric  plex- 
us showed  no  microscopic  abnormality. 

X-ray  film  findings 

Figure  2A  demonstrates  enormous  dilatation  of  the 
i stomach  and  duodenum  occupying  most  of  the 
abdomen.  The  large  and  small  bowel  loops  can  be 
seen  displaced  into  the  pelvis.  A decubitus  film,  not 
demonstrated  here,  was  also  obtained,  which  re- 
vealed long  air  fluid  levels  in  both  the  stomach  and 
duodenum. 

Figure  2B  demonstrates  a nasogastric  tube  coiled 
in  the  fundus  of  the  stomach.  There  is  barium  col- 
lected in  the  fundus  as  well  as  in  the  dilated  second 
part  of  the  duodenum.  The  contrast  material  that 
is  seen  in  the  colon  is  sodium  diatrizoate  (Hypaque) 
that  was  introduced  about  six  days  prior  to  this  film 
and  had  since  worked  its  way  into  the  large  bowel. 
No  peristaltic  activity  was  noted  at  the  time  of  fluo- 
roscopy. An  additional  film  was  obtained  two  hours 
later  which  revealed  absolutely  no  change  in  the 
position  of  any  of  the  contrast  material. 

Comment 

The  rationale  for  surgery  in  this  case  was  for  the 
suspected  possibility  of  intestinal  obstruction  rather 
than  for  paralytic  ileus.  It  was  not  possible  clinically 
to  make  an  absolute  distinguishing  diagnosis,  and 


even  at  the  time  of  surgery  the  diagnosis  was  not  to- 
tally proved  or  disproved.  It  was  rather  in  retro- 
spect, having  all  the  data  available  including  the 
autopsy  reports,  reviewing  the  x-ray  films,  and  dis- 
cussions with  the  surgeon,  radiologist,  and  patholo- 
gist, that  it  was  apparent  that  the  cause  of  death  was 
not  related  to  a physical  obstruction  but  rather  more 
likely  to  that  of  an  adynamic  ileus. 

In  view  of  the  reported  cases  of  Shaivitz1  and  other 
unreported  cases,  we  suggest  that  the  severe  atony 
of  the  bowel,  resulting  in  a clinical  picture  of  intes- 
tinal obstruction,  was  related  to  the  administration 
of  dantrolene  sodium.  The  reported  cases  of  hepatic 
damage  lead  us  to  suggest  that  this  patient  may  also 
have  had  liver  damage  caused  by  dantrolene  sodium. 
Findings  of  liver  enzyme  studies  two  months  prior  to 
the  hospital  admission  were  within  normal  limits. 
Liver  enzyme  studies  drawn  prior  to  and  during  the 
administration  of  dantrolene  sodium  demonstrated 
only  one  instance  of  elevation  of  any  of  the  liver  en- 
zymes until  admission  on  September  9,  1974.  Since 
dantrolene  sodium  is  reportedly  metabolized  by  the 
liver  and  the  metabolites  excreted  by  the  kidney,  liver 
toxicity  would  tend  to  potentiate  the  action  of  the 
drug.  This  might,  in  some  way,  be  responsible  for 
additional  toxic  factors,  that  is,  atony  of  the  bowel. 

Conclusion 

In  reporting  this  fatality  associated  with  severe 
bowel  atony  and  hepatic  toxicity,  attention  has  been 
drawn  to  the  association  of  therapeutic  levels  of 
dantrolene  sodium  for  five  months  prior  to  admis- 
sion. 
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Hypercalcemia 
Complicating  Vulvar 
Carcinoma 

ARTHUR  F.  CHUNG,  M.D.,  F.A.C.O.G. 

New  York  City 

MARTIN  KRUMERMAN,  M.D. 

New  York  City 

From  the  Departments  of  Obstetrics  and  Gynecology  and 
Pathology,  The  Roosevelt  Hospital 

Five  cases  of  hypercalcemia  complicating  squa- 
mous cell  carcinoma  of  the  vulva  have  been  reported 
in  the  English  literature.  Schatten  et  al.  in  19581 
reported  the  first  case  in  a 72-year-old  woman  whose 
serum  calcium  rose  to  17  mg.  per  100  ml.  O’Grady, 
Morse,  and  Lee2  cited  a case  using  information  sup- 
plied by  Muntz  and  Gold  in  1965,  and  Buchsbaum, 
in  1969, 2 reported  on  a third  case.  In  1973,  Nichols 
and  Bonney4  reported  the  fourth  case  in  a patient 
whose  serum  calcium  fell  to  normal  following  radical 
vulvectomy  and  bilateral  inguinal-femoral  node 
dissection.  More  recently,  Niebyl  et  al.5  have  re- 
ported two  additional  cases.  The  following  is  a case 
report,  the  sixth  in  the  English  literature,  of  hyper- 
calcemia complicating  squamous  cell  carcinoma  of 
the  vulva  without  clinical  evidence  of  osseous  me- 
tastases,  renal  disease,  or  parathyroid  malfunc- 
tion. 

Case  report 

A 40-year-old  white  female,  gravida  2,  para  2,  two 
years  posttotal  abdominal  hysterectomy  for  sub- 
mucous myomas,  presented  herself  to  the  gynecology 
clinic  of  The  Roosevelt  Hospital  in  May  of  1974.  For 
approximately  six  months  prior  to  admission  she  had 
experienced  pruritis  vulvae  which  had  been  subjected 
to  self  medicaments  and  finally  a vaginal  combina- 
tion cream  (AVC  cream)  by  a local  physician.  One 
week  prior  to  admission,  the  patient  noticed  an  en- 
larging mass  on  the  left  vulva  which  bled  centrally. 

Physical  examination  revealed  an  obese  white  fe- 
male with  no  abnormalities  except  for  an  8-cm.  by 
5-cm.  ulcerating  bleeding  tumor  of  the  left  labium 
majus.  Enlarged,  fixed  nodes  were  palpable  in  the 
left  groin.  The  patient  was  admitted  to  the  oncology 
service  of  the  Department  of  Obstetrics  and  Gyne- 
cology and  underwent  examination  under  anesthesia 
and  biopsy  of  the  tumor  mass  on  May  15, 1974.  Bi- 


opsy of  the  lesion  was  reported  as  invasive  keratin- 
izing squamous  cell  carcinoma  of  the  vulva.  Meta- 
static evaluation  by  chest  x-ray,  intravenous  uro- 
gram, barium  enema,  skeletal  survey,  cystoscopy,  and 
proctoscopy  showed  normal  limits.  Serum  chemical 
profile  was  normal  with  a serum  calcium  of  9 mg.  per 
100  ml.,  normal  being  8.5  to  10.5  mg.  per  100  ml. 
Examined  under  anesthesia,  the  patient  was  found 
to  have  involvement  of  the  perineum  by  an  ulcerating 
tumor  measuring  8 cm.  by  5 cm.  by  8 cm.  There  were 
enlarged,  fixed  nodes  palpable  in  both  groins.  She 
was  classified  as  F.I.G.O.  (International  Federation 
for  Obstetrics  and  Gynecology)  stage  IV  and  five  days 
later  underwent  radical  vulvectomy  with  en  bloc  bi- 
lateral inguinal-femoral  lymph  node  dissection. 

The  postoperative  course  was  complicated  by 
wound  infection  and  dehiscence,  and  this  was  treated 
conservatively  by  debridement,  irrigation,  and  ap- 
plication of  local  heat. 

Pathologic  examination  of  the  radical  vulvectomy 
specimen  revealed  in  situ  and  infiltrating  keratinizing 
squamous  cell  carcinoma  with  metastases  to  all  re- 
sected left  femoral  and  inguinal  lymph  nodes.  The 
right  aspect  of  the  nodal  dissection  was  free  of  dis- 
ease. On  August  23,  1974,  the  patient  underwent 
split-thickness  skin  grafting  of  the  perineal  wound. 
Scrapings  from  the  surface  of  the  granulating  area 
were  subsequently  reported  as  recurrent  squamous 
carcinoma.  Consequently,  the  patient  received  5,025 
rads  of  external  cobalt  therapy  to  the  perineum  over 
a five-week  period.  This  was  given  concomitantly 
with  intravenous  bleomycin  (0.5  units  per  kilogram 
intravenously  biweekly)  to  a total  dose  of  400  units. 
Following  this  therapy,  the  patient  was  discharged 
to  a nursing  home  for  convalescent  care. 

On  December  2, 1974,  she  was  readmitted  because 
of  lethargy,  nausea,  vomiting,  and  constipation. 
Routine  physical  examination  revealed  no  evidence 
of  bowel  obstruction,  but  the  serum  calcium  was 
noted  to  be  1 5 mg.  per  100  ml.  with  an  accompanying 
serum  phosphate  of  3.4  mg.  per  100  ml.  This  rose  to 
16  mg.  per  100  ml.  despite  adequate  hydration  and 
continued  ambulation.  Chest  x-ray  films  at  this  time 
revealed  a nodule  in  the  left  lower  lung  field,  but 
skeletal  survey  revealed  no  radiographic  evidence  of 
bony  metastases.  She  was  treated  with  intravenous 
fluids  and  corticosteroids  with  reduction  of  the  serum 
calcium  to  10.5  mg.  per  100  ml.  after  one  week  of 
therapy. 

At  this  time  she  was  noted  to  have  a subcutaneous 
nodule  in  the  left  groin  with  evidence  of  cutaneous 
metastatic  disease  in  the  skin  of  the  left  thigh.  Ad- 
ditionally, there  was  evidence  of  tumor  recurrence 
in  the  perineal  wound.  She  subsequently  deterio- 
rated, evidencing  further  hypercalcemia  to  16  mg.  per 
100  ml.  with  serum  phosphorus  of  3.5  mg.  per  100  ml., 
until  she  expired  on  February  8,  1975. 

Pathologic  findings 

Postmortem  examination  was  performed  within 
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eight  hours  of  death  and  revealed  evidence  of  widely 
disseminated  tumor.  A gross  tumor  nodule  in  the 
lower  lobe  of  the  left  lung  revealed  metastatic  squa- 
mous carcinoma  with  endobronchial  extension. 
Additional  tumor  metastases  were  found  in  the  right 
lung,  the  pleura,  liver,  spleen,  left  adrenal  gland,  di- 
aphragm, and  skin  of  the  left  thigh.  The  vertebral 
column  and  calvarium  conspicuously  lacked  meta- 
static deposits.  The  topographic  pattern  of  tumor 
metastases  resembled  that  seen  in  either  broncho- 
genic carcinoma  or  extrathoracic  tumors  producing 
pulmonary  metastases  with  endobronchial  exten- 
sion. 

Examination  of  the  neck  organs  revealed  four 
parathyroid  glands,  normal  in  size  and  weight,  and 
showing  no  histologic  evidence  of  hyperplasia  or 
adenoma.  Sections  of  kidney  revealed  prominent 
interstitial  nephrocalcinosis.  Of  additional  interest 
was  the  finding  of  tumor  necrosis  with  calcification 
of  tumor  cells  in  the  majority  of  metastatic  loci  ex- 
amined. 

Comment 

A variety  of  paraendocrine  syndromes  accompa- 
nying tumors  of  nonendocrine  origin  have  now  been 
well  documented.  Most  common  of  these  is  the 
syndrome  of  hypercalcemia  accompanying  dissemi- 
nated carcinoma  with  no  evident  osseous  metastases. 
The  symptoms  may  be  indistinguishable  from  those 
of  primary  hyperparathyroidism.  The  most  com- 
mon complaints  are  those  of  gastrointestinal  origin 
and  include  anorexia,  nausea,  vomiting,  and  consti- 
pation. Central  nervous  system  disturbances  are 
next  in  frequency  and  range  from  generalized 
weakness  to  a semicomatose  condition.  The  ma- 
jority of  patients  have  hypercalcemia  with  associated 
hypophosphatemia.  The  serum  phosphorus  may  not 
be  elevated,  however,  in  as  many  as  one  third  of 
cases.6  Anatomic  and  pathophysiologic  evidence  of 
primary  parathyroid  gland  dysfunction  is,  by  defi- 
nition, absent. 

While  there  are  several  theories  purporting  to  ex- 
plain this  phenomenon,  that  given  most  general 
credence  ascribes  the  hypercalcemia  to  the  produc- 
tion of  a substance  with  parathormone-like  activity 
by  the  neoplasm.  Extirpation  of  the  primary  tumor 
thus  results  in  resolution  of  signs  and  symptoms  with 
the  return  to  normal  of  the  serum  calcium  level. 
Similarly,  recurrence  of  disease  causes  re-elevation 


of  serum  calcium  levels.  A polypeptide  hormone 
demonstrating  close  immunologic  similarities  to 
parathormone  has  been  isolated  from  extracts  of  a 
variety  of  neoplasms  producing  hypercalcemia.7 
Perhaps  best  known  of  these  is  bronchogenic  squa- 
mous carcinoma  with  parathormone-like  activity.8 
Elevated  serum  levels  of  circulating  parathormone 
have  been  more  difficult  to  demonstrate  in  these 
patients. 

In  necropsied  cases,  where  the  parathyroid  glands 
have  been  available  for  study,  no  histologic  evidence 
of  hyperplasia  or  adenoma  formation  has  been  de- 
monstrable. 

While  our  patient  did  not  evidence  hypercalcemia 
at  the  time  of  primary  therapy,  her  symptoms,  failure 
to  maintain  response  to  hydration  and  glucocorti- 
coids, recurrent  disease,  lack  of  osteolytic  skeletal 
metastases,  and  absence  of  parathyroid  abnormality 
at  necropsy,  place  her  in  the  expanding  category  of 
patients  with  squamous  carcinoma  of  the  vulva  as- 
sociated with  hypercalcemia.  Niebyl  et  al.5  have 
pointed  out  that  vulvar  carcinoma  is  second  only  to 
ovarian  carcinoma  among  gynecologic  cancers  pro- 
ducing hypercalcemia. 

Summary 

A case  of  vulvar  carcinoma  complicated  by  hy- 
percalcemia is  reported,  to  add  to  the  growing  liter- 
ature on  this  subject.  A brief  review  of  the  literature 
is  presented  and  therapy  discussed. 
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Simultaneous  Intrauterine 
and  Extrauterine 
Pregnancies 
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From  the  Department  of  Obstetrics  and  Gynecology,  Fordham 
Hospital,  The  Bronx,  New  York 

It  is  estimated  that  simultaneous  intrauterine  and 
extrauterine  pregnancies  occur  approximately  1 in 
30,000  pregnancies.  Among  25,270  pregnancies, 
including  215  tubal  pregnancies  observed  at  Ford- 
ham  Hospital  from  January  1967  to  December  1973, 
one  such  case  occurred. 

Case  report 

A 25-year-old  female,  gravida  7,  para  5,  abortion 
2,  was  admitted  to  the  gynecology  service  at  5:20  A.M. 
on  May  10,  1973,  with  the  chief  complaint  of  ab- 
dominal pain  and  vaginal  bleeding.  Her  last  normal 
menstrual  period  was  on  April  28, 1973,  for  four  days, 
followed  by  irregular  spotting  until  moderate 
bleeding  ensued  on  the  day  of  admission.  Her  pre- 
vious period  had  been  on  March  28, 1973,  limited  to 
some  spotting  for  three  days.  She  denied  a history 
of  any  fainting  spells  or  shoulder  pains.  There  was 
no  history  of  taking  ovulation-inducing  drugs.  Her 
past  surgical  and  medical  history  was  uneventful. 

General  physical  examination  was  unremarkable. 
Her  temperature  was  98.°F.,  pulse  rate  90  per  min- 
ute, blood  pressure  90/60  mm.  Hg,  and  abdomen  soft 
and  nontender.  Pelvic  examination  revealed  the 
cervix  to  be  soft,  closed,  nontender  on  motion;  the 
uterus  was  six  to  eight  weeks  in  size  and  soft.  There 
were  no  adnexal  masses,  and  fornices  were  nonten- 
der. Moderate  bleeding  was  observed  exuding  from 
the  cervical  os. 

Laboratory  data  revealed  hematocrit  31,  hemo- 
globin 9.8  Gm.  per  100  ml.,  white  blood  count  9,700, 
with  normal  differential  count.  Urinalysis  was  un- 
remarkable, and  the  pregnancy  test  result  was  neg- 
ative. The  patient  was  admitted  on  the  gynecology 
ward  with  a diagnosis  of  possible  intrauterine  preg- 
nancy and  to  rule  out  the  possibility  of  an  ectopic 
pregnancy.  During  the  next  48  hours,  her  clinical 

* At  present  Attending  in  the  Department  of  Obstetrics  and 
Gynecology,  Lincoln  Hospital  affiliation,  Misericordia  Hospi- 
tal. 


condition  and  serial  hematocrit  levels  remained 
stable.  On  May  14,  1973,  she  was  taken  to  the  op- 
erating room  for  examination  under  general  anes- 
thesia and  to  perform  a dilatation  and  curettage  and 
posterior  colpotomy.  Under  general  anesthesia  the 
uterus  was  felt  to  be  10  to  12  weeks  in  size,  and  an- 
terior cervical  os  was  open.  No  adnexal  masses  were 
felt.  Dilatation  and  curettage  was  then  performed. 
A large  amount  of  tissue  resembling  products  of 
conception  was  obtained.  Microscopic  findings  next 
day  confirmed  the  presence  of  placental  tissue.  The 
patient  was  then  discharged  on  May  16,  1973,  with 
a discharge  diagnosis  of  incomplete  abortion  and  was 
told  to  return  to  the  clinic  for  follow-up. 

Patient  was  readmitted  at  10:30  P.M.  on  May  17, 
1973,  complaining  of  severe  lower  abdominal  pain 
and  persistent  vaginal  bleeding.  Her  general  con- 
dition was  stable.  She  exhibited  no  signs  of  intra- 
peritoneal  hemorrhage.  Pelvic  examination  revealed 
a closed  cervical  os;  the  uterus  was  of  normal  size  and 
slightly  tender.  Adnexae  were  slightly  tender  bi- 
laterally. No  masses  were  felt.  Her  hematocrit  was 
30.7,  white  hlood  count  9,300,  with  normal  differen- 
tial. Blood  chemistries,  including  blood  urea  ni- 
trogen, creatinine,  electrolytes,  liver  function  studies, 
and  so  forth,  were  within  normal  limits. 

A diagnosis  of  postabortal  endometritis  was  made. 
The  patient  was  put  on  intravenous  oxytocin  (Pito- 
cin)  drip  and  antibiotics.  On  May  21,  1973,  her  he- 
matocrit dropped  to  27,  and  she  complained  of  per- 
sistent vaginal  bleeding.  Two  units  of  whole  blood 
were  transfused,  and  the  patient  was  taken  to  the 
operating  room  to  evacuate  the  uterine  cavity  of  any 
retained  secundines.  Pelvic  examination  under 
general  anesthesia  again  revealed  no  abnormal 
findings.  A dilatation  and  curettage  was  productive 
of  a small  amount  of  tissue  resembling  decidua,  which 
was  confirmed  microscopically  as  decidua  and  ne- 
crotic villi  with  inflammation.  Vaginal  bleeding  and 
abdominal  pain  were  relieved  postoperatively. 

At  11:00  P.M.  on  May  24,  1973,  the  patiertt  com- 
plained of  severe  abdominal  pain  and  appeared  ex- 
tremely pale  and  shocky.  Her  pulse  rate  was  120  per 
minute,  regular;  blood  pressure  was  90/60.  The 
abdomen  appeared  moderately  distended,  and  there 
was  diffuse  tenderness  throughout  the  whole  abdo- 
men and  rebound  tenderness  over  the  lower  abdo- 
men. Bowel  sounds  were  absent.  Pelvic  examina- 
tion revealed  the  cervix  closed,  firm,  and  extremely 
tender.  Uterus  could  not  be  delineated.  Bilateral 
adnexal  tenderness  and  fullness  of  both  fornices  and 
cul-de-sac  were  appreciated.  A diagnosis  of  hemo- 
peritoneum  was  made.  The  patient  underwent  an 
emergency  exploratory  laparotomy  under  general 
anesthesia.  On  opening  the  abdomen,  approxi- 
mately 1,500  cc.  of  free  blood  were  found  in  the  per- 
itoneal cavity.  There  was  evidence  of  a ruptured 
right  ampullary  tubal  pregnancy,  and  the  hemor- 
rhagic mass  involved  the  right  ovarian  ligament  and 
ovary.  A right  salpingo-oophorectomy  was  per- 
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formed.  The  patient  was  transfused  4 units  of  blood 
before,  during,  and  after  surgery.  The  patient  did 
well  thereafter  and  was  discharged  on  June  5,  1973. 
Pathologic  examination  of  the  tube  confirmed  the 
presence  of  a ruptured  tubal  pregnancy  in  its  am- 
pullary  region. 

Comment 

Heterotopic  pregnahcies  have  been  defined  as 
coexistent  intrauterine  and  extrauterine  pregnancies. 
It  would,  therefore,  include  all  cases  of  intrauterine 
pregnancies  associated  with  interstitial,  tubal,  and 
intra-abdominal  pregnancies.  Since  the  total 
number  of  cases  reported  in  the  literature  are  few,  the 
occurrence  of  this  rare  condition  appears  to  be  gov- 
erned by  individual  chance  rather  than  statistical 
rules.  DeVoe  and  Pratt1  estimated  that  coexistent 
intrauterine  and  extrauterine  pregnancies  occur  in 
0.8  percent  of  all  ectopic  pregnancies  and  the  latter 
occurs  in  0.37  percent  of  all  pregnancies. 

The  first  such  case  was  reported  in  the  literature 
by  Duverney  in  1708,  based  on  an  autopsy  observa- 
tion. Novak2  reviewed  276  cases  in  the  literature  in 
1926.  In  1952,  Zarou  and  Sy3  brought  the  total  to 
415.  Viviano,  in  1956, 4 cited  a total  of  437  cases. 
Winer,  Bergman,  and  Fields5  reviewed  the  total  to 
be  466  cases  in  literature  as  of  December  31,  1954. 
They  also  stressed  that  many  cases  may  have  been 
undiagnosed.  Brody  and  Stevens  in  1963, 6 found  39 
cases  reported  from  December,  1954,  to  June,  1961, 
10  of  which  could  not  be  reviewed  in  detail.  This 
brings  the  total  of  reported  cases  to  506.  Thereafter, 
there  have  been  occasional  reports  of  observed  cases 
in  the  literature,  including  one  of  coexistent  inter- 
stitial and  intrauterine  pregnancies  observed  by 
Goodno  and  Gentry,7  and  three  others  reported  by 
Ross  and  Gunther  in  1970.8 

Since  the  advent  of  ovulation  inductors,  concom- 
itant pregnancies  are  seen  more  often  than  before. 
Among  204  pregnancies  resulting  from  administra- 
tion of  ovulation  inductors,  Berger  and  Taymor9  re- 
ported two  such  cases,  resulting  from  administration 
of  human  chorionic  gonadotropin  in  one  case  and 
clomiphine  citrate  in  the  other. 

Many  theories  have  been  advanced  to  explain  the 
occurrence  of  concomitant  pregnancies.  It  is  as- 
sumed, that  they  occur  from  fertilization  of  two  ova. 
Any  condition  preventing  progress  of  one  of  the  fer- 
tilized ova  during  its  passage  through  the  tube  could 
cause  the  extrauterine  component  to  occur.  These 
conditions  may  include  congenital  or  pathologic  al- 
terations of  tubal  anatomy,  disturbances  in  tubal 
propulsive  action  due  to  nervous  or  anatomic  alter- 
ations, delayed  implantation  due  to  peritoneal 
transmigration  of  fertilized  ovum,  or  narrowing  of  the 
tubal  lumen  due  to  previously  established  intra- 
uterine pregnancy.  Superfetation  and  superfe- 
cundation are  interesting  elements  to  be  considered 
in  the  mechanism  of  this  pathology. 

Diagnosis  of  combined  pregnancies  poses  a diffi- 


cult problem  for  the  clinician.  The  clinical  picture 
confronted  may  depend  on  which  of  the  two 
pregnancies  is  present  initially.  Generally,  diagnosis 
and  management  are  simpler  when  the  ectopic 
pregnancy  is  present  initially.  When  a patient  pre- 
sents an  obvious  clinical  picture  of  ectopic  pregnancy, 
absence  of  vaginal  bleeding,  and/or  uterine  enlarge- 
ment to  indicate  presence  of  intrauterine  pregnancy, 
one  should  suspect  concomitant  pregnancies.  In- 
advertent termination  of  normal  intrauterine  preg- 
nancy through  a curettage  at  the  time  of  management 
of  the  ectopic  pregnancy  can  then  be  avoided  in  such 
instance.  If  profuse  vaginal  bleeding  occurs  in  a 
patient  with  tubal  pregnancy,  abortion  of  a coexistent 
intrauterine  pregnancy  should  be  suspected.  Fol- 
lowing surgery  for  an  ectopic  pregnancy,  if  the  pa- 
tient exhibits  persistent  presumptive  signs  of  preg- 
nancy, coexisting  intrauterine  pregnancy  should  be 
looked  for. 

Diagnosis  is  much  more  difficult,  the  course  of 
illness  is  more  protracted,  and  the  results  are  some- 
what more  morbid  when  intrauterine  pregnancy  is 
present  initially,  either  as  a normal  pregnancy  or  a 
threatened  or  incomplete  abortion.  When,  after 
curettage  for  incomplete  abortion,  the  patient  con- 
tinues to  bleed  and  has  abdominal  pain,  as  in  the 
present  case,  presence  of  coexisting  ectopic  preg- 
nancy should  be  ruled  out.  All  known  modalities  of 
diagnosis  should  be  used  to  resolve  the  issue.  These 
should  include  examination  under  anesthesia;  either 
culdoscopy,  laparoscopy,  or  posterior  colpotomy;  and 
ultrasound  pelvic  sonography,  where  possible.  Re- 
cently, the  use  of  laparoscopy  has  become  a standard 
procedure  in  management  of  suspected  ectopic 
pregnancy.  In  a recent  series  of  22  cases  of  suspected 
ectopic  pregnancy,  laparoscopy  was  always  accurate. 
Laparoscopic  examination  is  an  invaluable  tool  in  the 
diagnosis  of  unruptured  ectopic  pregnancy.  It  would 
undoubtedly  shorten  the  length  of  the  morbid  period 
that  sometimes  accompanies  cases  of  double 
pregnancies.  In  DeVoe  and  Pratt’s1  series  of  16 
cases,  intrauterine  pregnancy  was  terminated  first 
in  half  the  cases,  and  the  time  elapsing  before  the 
extrauterine  pregnancy  was  treated  varied  from  a few 
hours  to  as  long  as  eight  weeks. 

In  the  case  presented  here,  the  patient  came  to  the 
hospital  with  abdominal  pain  and  vaginal  bleeding. 
Her  diagnosis  was  incomplete  intrauterine  preg- 
nancy, for  which  she  was  treated.  Postoperatively 
she  complained  of  persistent  pain  and  vaginal 
bleeding,  which  could  have  aroused  the  suspicion  of 
coexisting  ectopic  pregnancy.  She  was  suspected  of 
having  a postabortal  endometritis  with  retained 
placental  tissue  and  treated  as  such.  Repeat  exam- 
ination under  general  anesthesia  did  not  suggest  any 
intraperitoneal  pathologic  condition.  Abdominal 
exploration  was  therefore  not  contemplated  until  she 
exhibited  obvious  signs  of  hemoperitoneum.  Timely 
laparoscopic  examination  could  have  resolved  the 
problem  much  earlier  and  saved  the  patient  from 
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life-threatening  intraperitoneal  hemorrhage. 

The  mortality  rate  of  this  entity  is  high.  Muller 
in  1952, 10  cited  a maternal  mortality  of  21  percent  in 
202  cases. 

Conclusion 

A case  of  simultaneous  intrauterine  and  extrau- 
terine  pregnancies  is  presented. 

A brief  review  of  reported  literature  along  with  a 
short  discussion  of  diagnosis  and  management  of 
concomitant  pregnancies  is  presented. 

241  Beverly  Road 
Scarsdale,  New  York  10583 

References 

1.  I)evoe,  R.  W„  and  Pratt,  J.  H.:  Simultaneous  intrauterine 


Medicaid  physicians  work  harder 
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be  board  certified,  the  survey  found. 
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cians. But  most  of  them  are  seen  by  a minority  of  the 
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Medicaid  and  non-Medicaid  eligible  patients  is  by  Sharon 
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Breast  carcinoma,  with  its  tendency  to  produce 
widespread  metastases,  can  lead  to  a large  variety  of 
symptoms.  While  syndromes  due  to  painful  bone 
metastases  and  extensive  chest-wall  recurrence  are 
too  well  known  to  require  discussion,  less  common 
clinical  conditions  are  seen  from  time  to  time  by 
clinical  oncologists. 

This  article  is  concerned  with  those  syndromes 
produced  by  abdominal  or  pelvic  metastatic  disease 
originating  from  cancer  of  the  breast.  Since  liver 
metastases  are  so  frequent,  and  the  symptoms  pro- 
duced so  familiar,  we  will  not  discuss  this  aspect 
further.  In  the  past  five  years,  the  authors  have 
personally  treated  10  patients  in  whom  pelvic  or 
abdominal  metastases  of  breast  cancer  were  the  cause 
of  clinically  important  symptoms. 

Case  reports 

Case  1.  The  patient  was  referred  to  the  Monte- 
fiore Hospital  and  Medical  Center  radiotherapy 
department  in  November,  1970.  One  and  one-half 
years  previously  a left  radical  mastectomy  had  been 
performed  elsewhere  for  a large  breast  cancer,  with 
positive  axillary  nodes.  Radiotherapy  was  given  to 
the  left  supraclavicular  and  axillary  regions  in  No- 
vember, 1970,  because  of  nodal  recurrence. 

In  April,  1971,  marked  ascites  and  a large  pelvic 
mass  were  discovered.  Liver  function  test  findings 
were  abnormal,  but  barium  enema  examination 
findings  were  within  normal  limits.  On  intravenous 
pyelography  there  was  no  visualization  of  the  left 
kidney,  while  the  right  kidney  and  ureter  were  seen 
as  normal.  The  left  ureter  was  dilated.  Roentgen- 
ograms showed  the  bones  were  normal,  and  ascitic 
fluid  cytology  result  was  negative.  Therapy  with 


5-Fluorouracil  and  diethylstilbestrol  was  started. 

In  June,  1971,  total  anuria  developed.  Silastic 
catheters  were  placed  in  both  ureters  with  prompt 
appearance  of  urine  flow  and  return  of  the  markedly 
elevated  blood  urea  nitrogen  to  normal. 

Although  the  patient  lived  until  January  3, 1972, 
her  course  was  stormy  with  multiple  Montefiore 
Hospital  and  Medical  Center  admissions  for  ab- 
dominal paracenteses,  urinary  tract  infections,  gas- 
trointestinal bleeding,  and  congestive  heart  failure. 
Autopsy  was  not  performed. 

Case  2.  This  patient  had  a left  radical  mastecto- 
my for  breast  cancer  in  March,  1969,  at  another 
hospital.  Postoperative  radiotherapy  was  admin- 
istered, and  the  patient  did  well  until  March,  1970, 
when  she  was  found  to  have  a right  pleural  effusion 
and  osteoblastic  bone  metastases.  Therapy  with 
diethylstilbestrol,  15  mg.  daily,  was  started,  and  ra- 
diotherapy was  administered  to  painful  bone  me- 
tastases in  the  right  upper  femur. 

In  August,  1970,  because  of  tumor  nodules  in  the 
skin  of  the  left  chest  wall,  diethylstilbestrol  was 
stopped  and  therapy  with  fluoxymethyltestosterone, 
10  mg.  twice  a day,  was  started.  Soon  thereafter  the 
skin  nodules  became  much  smaller.  However,  on 
June  29, 1971,  androgen  therapy  was  stopped  because 
of  the  development  of  jaundice.  Liver  biopsy  showed 
cholestasis,  and  the  jaundice  gradually  cleared. 
After  the  bilirubin  returned  to  normal,  a cholecys- 
togram  showed  multiple  small  gallbladder  stones. 

The  patient  remained  well  until  September  25, 
1971,  when  new  skin  nodules  were  noted  on  the  left 
chest  wall.  Fluoxymethyltestosterone  therapy  was 
begun  that  day  and  jaundice  did  not  recur.  Admis- 
sion to  the  hospital  became  necessary  on  October  1, 
1971,  because  of  bilateral  pleural  effusions.  Marked 
edema  of  both  lower  extremities  was  seen,  as  well  as 
multiple  tumor  nodules  on  the  left  chest  wall  and 
over  the  skin  of  the  right  breast. 

Because  of  a blood  urea  nitrogen  of  58  mg.  per  100 
ml.,  intravenous  pyelography  was  performed.  There 
was  no  filling  of  the  left  kidney,  and  a dilated  calyx 
was  seen  on  the  right  kidney.  The  patient  died  on 
October  22,  1971. 

At  postmortem  examination  there  was  tumor 
surrounding  and  obstructing  both  ureters.  In  ad- 
dition, there  was  metastatic  tumor  in  both  adrenals, 
the  omentum,  cecum,  lungs,  and  serosa  of  the  small 
intestine  and  urinary  bladder.  There  were  no  stones 
in  the  gallbladder. 

Case  3.  The  patient  was  admitted  to  the  hospital 
on  March  20,  1973,  because  of  anemia  and  skin 
nodules.  In  1960  a right  radical  mastectomy  for 
breast  cancer  was  performed  following  which  post- 
operative radiotherapy  was  administered.  In  1961, 
prophylactic  radiation  castration  was  performed. 

In  August,  1972,  she  was  admitted  to  another 
hospital  because  of  anemia.  Bone-marrow  aspirate 
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was  reported  to  be  normal,  and  no  abnormality  was 
seen  on  gastrointestinal  tract  roentgenograms. 
Blood  transfusions  and  hematinics  were  adminis- 
tered. 

On  admission  to  Montefiore  Hospital  and  Medical 
Center  in  March,  1973,  physical  examination  showed 
multiple  1 to  2-cm.  cutaneous  nodules  on  the  trunk 
and  scalp  with  a preponderance  of  lesions  in  the  groin 
area.  In  addition,  there  was  a 2-cm.  subcutaneous 
nodule  over  the  left  breast.  Pelvic  examination 
showed  a 2-cm.  nodule  on  the  cervix  as  well  as  a fro- 
zen pelvis. 

Significant  laboratory  results  included:  hemat- 
ocrit 26,  white  blood  count  7,000  per  cubic  millimeter, 
34  percent  polymorphonuclear  leukocytes,  57  percent 
lymphocytes,  3 percent  stabs,  2 percent  metamye- 
locytes, 2 percent  monocytes,  and  2 percent  eosino- 
phils. There  were  3 nucleated  red  blood  cells  per  100 
white  blood  cells;  platelet  count  was  42,000  per  cubic 
millimeter. 

Roentgenographic  hone  survey  revealed  mixed 
lytic,  blastic  bone  metastases  in  the  pelvis,  and  in- 
travenous pyelogram  showed  bilateral  hydrone- 
phrosis, but  the  ureters  were  not  visualized. 

Bone-marrow  biopsy  showed  metastatic  tumor 
consistent  with  origin  in  the  breast.  The  skin  biopsy 
as  well  as  biopsy  of  a nodule  on  the  cervix  uteri  were 
interpreted  as  metastatic  adenocarcinoma  consistent 
with  origin  in  the  breast. 

Fluoxymethyltestosterone  10  mg.  twice  a day  was 
started  on  March  27, 1973,  and  the  patient  was  dis- 
charged. Readmission  was  necessary  on  April  8, 
1973,  because  of  epistaxis.  At  that  time  the  platelet 
count  was  32,000  per  cubic  millimeter.  She  was 
started  on  weekly  injections  of  5-fluorouracil.  There 
was  gradual  improvement  of  her  blood  count. 

Soon  thereafter  the  skin  lesions  began  to  decrease 
in  size  and  within  a few  months  disappeared  com- 
pletely, as  did  the  abnormal  findings  on  pelvic  ex- 
amination. The  patient  remained  in  complete 
clinical  remission  until  April,  1974,  receiving  fluox- 
ymethyltestosterone 10  mg.  twice  daily,  and  intra- 
venous 5-fluorouracil  800  mg.  weekly. 

In  April,  1974,  intermittent  dizziness  was  noted. 
In  July,  1974,  she  complained  of  falling  to  the  left,  but 
electroencephalogram  and  brain  scan  findings  were 
normal.  On  October  17,  1974,  she  was  readmitted 
to  Montefiore  Hospital  and  Medical  Center  with 
slight  papilledema,  right  central  facial  weakness,  and 
mild  right  hemiparesis.  A diagnosis  of  carcinoma- 
tous meningitis  was  made  on  the  basis  of  spinal  fluid 
cytology.  Despite  cerebral  radiotherapy  and  intra- 
thecal methotrexate  administration,  she  died  on 
November  19,  1974.  Autopsy  confirmed  the  diag- 
nosis of  meningeal  carcinomatosis.  Tumor  was  also 
found  in  periureteral  tissues  and  in  multiple 
bones. 

Case  4.  The  patient,  then  age  43,  had  a left  radical 
mastectomy  performed  in  1969  at  another  hospital 


Postoperative  radiotherapy  was  administered. 
Three  months  after  her  mastectomy,  bilateral 
oophorectomy  was  performed  because  of  bony  me- 
tastases. Soon  thereafter  fluoxymethyltestosterone 
therapy  was  started. 

On  October  11, 1972,  she  was  admitted  to  Monte- 
fiore Hospital  and  Medical  Center  with  severe  ane- 
mia. Hemoglobin  was  5.5  Gm.  per  100  ml.,  while  the 
hematocrit  was  15.  Serum  iron  was  50  meg.  per  100 
ml.  with  a total  iron  binding  capacity  of  300  meg.  per 
100  ml.  Bone-marrow  aspiration  was  unsuccessfully 
attempted.  On  physical  examination  there  was  a 
large  pelvic  mass  and  the  cervical  Papanicolaou  smear 
was  positive  for  adenocarcinoma  consistent  with 
origin  in  the  breast.  There  were  multiple  lytic  bone 
lesions  seen  on  skeletal  roentgenograms.  Gas- 
trointestinal roentgenogram  results  were  negative, 
as  was  the  intravenous  pyelogram. 

In  the  remaining  eight  months  of  the  patient’s  life 
there  were  numerous  hospital  admissions  for  anemia 
and  pathologic  fractures.  A partial  response  to 
chemotherapy  was  obtained  for  several  months. 
Ascites  associated  with  liver  metastases  was  noted 
shortly  before  her  death.  Autopsy  permission  was 
not  obtained. 

Case  5.  This  patient,  age  49,  was  admitted  to 
Montefiore  Hospital  and  Medical  Center  on  August 
5, 1974,  because  of  dyspnea  and  chest  pain.  In  1971, 
a left  radical  mastectomy  was  performed  at  another 
hospital  for  breast  cancer  with  axillary  lymph-node 
metastases.  Postoperative  radiotherapy  was  ad- 
ministered. Early  in  1973  vaginal  bleeding  was 
noted.  Uterine  dilatation  and  curettage  revealed 
metastatic  duct-cell  carcinoma  compatible  with  the 
original  breast  cancer.  Intrauterine  radium  therapy 
was  administered  with  control  of  the  vaginal  bleed- 
ing. 

On  admission  to  Montefiore  Hospital  and  Medical 
Center  on  August  5, 1974,  the  patient  was  obese.  An 
enlarged  liver  was  palpated  extending  6 cm.  below 
the  right  costal  margin.  In  the  left  breast  two  masses 
were  felt,  and  there  were  two  cutaneous  tumor  nod- 
ules below  the  right  breast.  Biopsy  of  one  of  these 
showed  cancer  compatible  with  origin  in  the 
breast. 

Case  6.  The  patient,  age  67,  was  first  seen  on 
April  18,  1972,  because  of  pleural  effusion.  A left 
radical  mastectomy  had  been  performed  on  June  16, 
1969,  because  of  breast  cancer  with  axillary  node 
metastases.  In  February,  1972,  she  started  to  have 
episodes  of  coughing,  and  sought  medical  attention 
in  April  of  that  year.  Chest  roentgenogram  showed 
a right  pleural  effusion,  but  no  other  evidence  of 
metastatic  disease  was  discovered.  Pelvic  exami- 
nation result  was  negative.  Pleural  biopsy  and 
pleural  fluid  cvtology  gave  negative  findings  in  June, 
1972. 

Diethylstilbestrol  therapy  was  started  in  August, 
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Cases  I to  3 represent  examples  of  ureteral  com- 
pression by  metastatic  breast  cancer  The  first  pa- 
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referable  to-  this  comp  location.  The  third  patient  also 
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metastases  to  the  cervix,  we  observed  two  other  pa- 

itients  with  uterine  metastases.  Case  4 also  had 
tumor  in  the  cervix,  while  Case  5 had  uterine  bleeding 
due  to  endometrial  metastases.  Cases  6 and  7 rep- 
resent examples  of  intestinal  obstruction  due  to 

I metastatic  tumor  arising  from  a primary  breast 
cancer.  Cases  8 to  10.  as  well  as  Case  1.  represent 
examples  of  breast  cancer  patients  with  significant 
ascites  in  the  absence  of  serious  liver  involvement  by 
tumor.  Case  8 underwent  exploratory  laparotomy 
which  revealed  peritoneal  metastases  without  tumor 
involvement  of  the  liver. 

One  relatively  well-known  syndrome  in  breast 
cancer  patients  is  ureteral  obstruction  caused  by 
ureteral  or  periureteral  metastases.  Usually  an  au- 
topsy finding,  and  one  that  only  sometimes  causes 
symptoms  during  life,  such  retroperitoneal  metas- 
tases led  to  the  development  of  uremia  in  three  of  our 
patients.  One  was  totally  anuric  for  several  days 
before  seeking  medical  attention,  but  the  urologist, 
fortunately,  was  able  to  pass  silastic  catheters  into 
both  ureters  which  led  to  the  prompt  onset  of  urinary 
output  with  relief  of  the  uremia.  The  other  two  pa- 
tients had  a moderate  blood  urea  nitrogen  elevation 
with  confirmation  of  the  diagnosis  by  intravenous 
pyelography  and  autopsy  findings. 

There  are  a number  of  case  reports  and  review 
articles  concerning  ureteral  and  periureteral  me- 
tastases from  breast  cancer.1-5  Grabstald  and 
Kaufman1  presented  24  women  with  periureteral 
metastases  and  hydronephrosis  culled  from  a clinical 
series  of  over  6,000  breast  cancer  patients  treated  at 
Memorial  Hospital  in  New  York  City.  “Twelve  pa- 
tients had  isolated  periureteral  metastases  without 
other  obvious  evidence  of  intraabdominal  or  retro- 
peritoneal disease  in  addition  to  periureteral  me- 
tastases.” Most  of  Grabstald  and  Kaufman's  pa- 
tients had  urinary  symptoms.  “Metastases  were 
always  periureteral,  occurring  in  soft  tissues  rather 
than  nodes  and  did  not  invade  the  mucosa.  The 
pathogenesis  seemed  to  be  by  invasion  of  periureteral 
fibroadiopose  tissues  and  lymphatics  by  tumor  with 
resulting  encasement  and  constriction  without  actual 
invasion  of  the  ureteral  lumen.”  “Seven  of  24  pa- 
tients survived  for  more  than  one  year  by  virtue  of 
recognition  and  management  of  hydronephrosis.” 
Symptoms  and  signs  described  by  Grabstald  and 
Kaufman1  were  variable.  Three  patients  became 
anuric,  while  three  had  oliguria.  Polyuria  was  not 
uncommon,  while  urinary  tract  infections,  low-back 
pain,  and  flank  pain  were  other  key  symptoms.  In 
a companion  report  Grabstald  and  Sherman2  de- 
scribe rather  characteristic  radiographic  findings  in 
the  same  24  women. 

Cohen,  Freed,  and  Hasson3  reported  on  31  patients 
with  metastatic  cancer  to  the  ureter,  7 of  whom  had 
primary  tumors  that  arose  in  the  breast.  These  au- 
thors restricted  their  study  to  patients  whose  ureters 
were  involved  by  growth  within  the  wall  and/or  by 
tumor  in  the  immediate  periureteral  lymphatics  and 


tissues.  Eighty-five  percent  were  asymptomatic,  so 
that  the  periureteral  tumor  was  found  only  at  au- 
topsy. 

Another  common  metastatic  site  of  breast  cancer 
is  the  female  genital  tract.  Ovarian  metastases  are 
well-known  phenomena;  approximately  30  percent 
of  patients  who  have  surgical  castration  for  female 
breast  cancer  will  have  tumor  spread  to  the  ovaries.4 
Such  lesions  are  usually  asymptomatic.  Metastases 
to  the  endometrium  or  cervix,  however,  are  less 
common,  but  we  have  observed  three  such  patients, 
all  of  whom  had  tumor  involvement  of  the  cervix,  one 
of  whom  also  had  endometrial  metastases  with  re- 
sultant vaginal  bleeding. 

Grimaldi  and  Schettini,  in  1973, 5 presented  a pa- 
tient with  uterine  metastases  from  breast  cancer  and 
reviewed  the  literature  concerning  uterine  metastases 
from  extrapelvic  carcinoma.  Of  89  patients,  39  had 
their  primary  tumor  in  the  breast.  The  authors  did 
not  discuss  the  location  of  the  uterine  metastases  in 
the  reviewed  patients,  but  in  their  own  patient  there 
was  tumor  in  the  cervix  and  parametrium,  although 
clinical  symptoms  did  not  arise  as  a result  of  this 
spread. 

An  infrequent  complication  of  breast  cancer  is 
bowel  obstruction  due  to  a metastatic  lesion.  We 
have  observed  two  such  patients,  one  of  whom  had 
metastatic  tumor  in  the  small-bowel  mesentery 
which  extended  to  and  almost  totally  occluded  the 
ileum,  leading  to  symptoms  of  intestinal  obstruction 
requiring  small-bowel  resection.  The  other  patient 
had  to  have  a transverse  colostomy  because  of  a large 
metastatic  pelvic  mass  which  obstructed  and  invaded 
the  rectum,  eventually  leading  to  a rectovaginal  fis- 
tula. In  both  patients,  the  operative  findings  and 
histologic  appearance  of  the  tumor  were  much  more 
consistent  with  metastases  from  breast  cancer  than 
a tumor  arising  in  the  gastrointestinal  tract. 

Four  of  our  patients  developed  clinically  signifi- 
cant ascites.  Although  three  had  laboratory  evi- 
dence of  liver  metastases,  their  liver  disease  did  not 
appear  to  be  clinically  significant.  Only  one  of  the 
patients  developed  other  symptoms  of  liver  metas- 
tases, approximately  two  years  after  the  onset  of  as- 
cites. 

One  of  the  four  patients  with  ascites  had  positive 
cell  findings  in  the  ascitic  fluid,  while  a second  had 
diffuse  tumor  involvement  of  the  peritoneum  at 
laparotomy.  It  is  not  known  whether  or  not  liver 
involvement  by  cancer  contributed  to  the  formation 
of  ascites  in  these  four  patients,  but  the  symptoms 
caused  by  peritoneal  fluid  were  predominant,  while 
the  liver  metastases  were  otherwise  clinically  silent. 
It  is  not  unheard  of  for  patients  with  extensive  liver 
metastases  to  have  ascites  in  the  absence  of  other 
intra-abdominal  tumor.  I have  seen  this  in  patients 
with  colon,  rectal,  or  gastric  cancer,  but  these  patients 
have  almost  always  had  large  hard  livers  accompa- 
nied by  jaundice. 

Many  authors  have  described  the  clinical  and  ra- 
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diographic  characteristics  of  breast  cancer  metastases 
to  the  gastrointestinal  tract.6-14  Choi,  Sheehan,  and 
Pickren6  reviewed  341  autopsied  patients  with  breast 
cancer,  and  found  that  28,  8.2  percent,  had  metas- 
tases to  the  stomach.  Patients  with  only  serosal  in- 
volvement by  tumor  were  not  included.  Of  15  pa- 
tients with  abdominal  symptoms,  9 had  upper  gas- 
trointestinal roentgenograms  performed.  The  x-ray 
appearance  was  not  diagnostic  and  often  suggested 
primary  gastric  cancer.  Abrams,  Spiro,  and  Gold- 
stein7 suggest  that  corticosteroid  therapy  increases 
the  incidence  of  breast  cancer  metastases  to  the 
stomach  and  duodenum.  In  reviewing  204  autopsies 
of  breast  capper  patients,  they  noted  29  with  gastric 
metastases  in  the  136  patients  who  received  adrenal 
steroid  therapy,  while  only  9 instances  of  metastases 
to  the  stomach  were  noted  in  the  68  nonsteroid- 
treated  patients.  Even  more  striking  was  the  fact 
that  24  of  the  corticosteroid-treated  patients  had 
metastases  to  the  gastric  mucosa  or  submucosal  re- 
gion as  opposed  to  only  2 in  the  group  not  given  these 
agents.  Graham  and  Goldman9  studied  300  patients 
who  attended  the  advanced  breast  cancer  clinic,  75 
of  whom  underwent  either  laparotomy  or  autopsy 
examination.  Twenty-five  of  the  latter  had  metas- 
tases to  the  gastrointestinal  tract.  There  were  4 
patients  with  esophageal  metastases,  11  with  gastric 
metastases,  9 with  small-bowel  metastases,  and  12 
with  metastases  to  the  colon  or  rectum.  Eight  of  the 
25  had  metastases  to  multiple  regions  of  the  gas- 
trointestinal tract.  The  authors  found  five  patients 
with  what  they  described  as  “linitis  plastica”  of  the 
stomach,  and  two  with  the  same  lesion  in  the  colon 
due  to  breast  cancer  metastases.  In  contrast  to  the 
findings  of  Abrams,  Spiro,  and  Goldstein7,  the  inci- 
dence of  stomach  metastases  was  not  higher  in  cor- 
ticosteroid-treated patients. 

Asch,  Wieael,  and  Habif10  reviewed  337  autopsied 
cases  of  female  breast  cancer  and  found  20  patients 
with  gastric  metastases,  7 of  whom  required  palliative 
surgical  intervention.  Four  patients  with  small- 
bowel  metastases  who  presented  a clinical  picture  of 
intestinal  obstruction  also  required  surgery  to  relieve 
symptoms. 

A number  of  authors  have  discussed  the  propensity 
of  breast  cancer  to  metastasize  to  the  colon,  and 
several  articles  have  emphasized  that  the  clinical  and 
radiologic  picture  may  mimic  ulcerative  colitis.10-14 
Asch,  Wiedel,  and  Habif10  reported  15  breast  cancer 
patients  with  metastases  to  the  colon  and  3 with 
rectal  metastases,  5 of  whom  required  surgery  for 
intestinal  obstruction.  In  four  patients  a colostomy 
was  performed,  while  the  fifth  had  a biopsy  followed 
by  radiation  therapy.  Meyers  and  McSweeney11 
discuss  six  patients  with  breast  cancer  metastases  to 
the  large  bowel.  The  authors  discuss  the  hematog- 
enous route  of  spread,  which  they  feel  is  responsible 
for  such  spread. 

In  a companion  report,  Meyers  et  al.12  emphasize 
that  metastatic  cancer  to  the  large  bowel  can  mimic 
ulcerative  colitis  both  clinically  and  radiographically. 


Melnick  and  Rosenholtz13  present  one  patient  in 
whom  metastatic  breast  carcinoma  simulated  ul- 
cerative colitis. 

Wigh  and  Tapley14  reviewed  30  patients  with 
metastases  to  the  large  bowel,  but  did  not  categorize 
their  patients  as  to  primary  site.  Of  their  patients 
37  percent  had  two  or  more  sites  of  colonic  involve- 
ment in  contrast  to  patients  with  primary  colon 
cancer  who  rarely  have  more  than  one.  Although  17 
of  their  patients  showed  annular  lesions  on  barium 
enema,  the  typical  shelving  seen  in  primary  colon 
cancer  was  absent,  and  the  defects  were  tapered  or 
conical.  Only  two  patients  showed  shelving. 

The  patients  discussed  in  this  article  illustrate  that 
breast  cancer  is  a generalized  illness  often  requiring 
systemic  therapy.  Y et  local  complications  requiring 
local  treatment  may  be  a prominent  part  of  any  pa- 
tient’s course.  Since  the  life  span  of  the  breast 
cancer  patient  from  the  first  appearance  of  meta- 
static disease  may  vary  from  a few  weeks  to  more 
than  five  years,  it  is  incumbent  on  the  physician  to 
attempt  to  prolong  comfortable  life.  To  do  this,  he 
or  she  must  be  prepared  to  treat  complications  as 
they  occur. 

One  aspect  not  illustrated  by  our  patients  is  the 
possibility  that  such  problems  as  intestinal  ob- 
struction or  jaundice  occurring  in  a patient  with  a 
breast  cancer  history  may  be  due  to  a benign  cause 
such  as  intestinal  adhesions  or  gallstones  in  the 
common  bile  duct.  It  is  very  easy  for  the  physician 
treating  a woman  who  has  once  had  a mastectomy  to 
attribute  all  illness  to  metastatic  breast  cancer. 
While  it  is  certainly  true  that  once  a woman  has  had 
breast  cancer  she  can  never  be  considered  cured, 
metastases  occurring  after  a 10-year,  cancer-free 
interval  are  uncommon.15 

Even  if  the  patient’s  problems  are  related  to  breast 
cancer,  treatment  may  well  produce  symptomatic 
relief  as  well  as  prolongation  of  life.  Local  irradiation 
is  useful  for  painful  bone  metastases,  skin  or  subcu- 
taneous recurrence  in  or  near  the  mastectomy  site, 
as  well  as  for  the  treatment  of  brain  metastases. 
Systemic  therapy  either  by  ablative  endocrine  sur- 
gery, such  as  oophorectomy,  adrenalectomy,  or  hy- 
pophysectomy;  additive  hormone  therapy;  or  by 
chemotherapy  will  often  produce  objective  and 
subjective  response  lasting  from  months  to  years.16’17 
The  skilled  oncologist  must  apply  the  proper  blend 
of  systemic  and  local  treatment,  and  in  addition  be 
prepared  to  distinguish  problems  due  to  metastatic 
disease  from  those  caused  by  unrelated  illness. 

In  this  article  we  have  touched  on  only  one  aspect 
of  metastatic  breast  cancer,  the  abdominal  and  pelvic 
manifestations  of  this  disease.  The  pulmonary 
specialist,  the  neurologist,  the  orthopedic  surgeon, 
the  ophthalmologist,'  or  almost  any  other  medical 
specialist  could  discuss  the  manifestations  of  breast 
cancer  as  seen  by  him.  Breast  carcinoma  is  a sys- 
temic disease. 

838  Pelhamdale  Avenue 
New  Rochelle,  New  York  10801 
(DR.  GREENWALD) 


1772  New  York  State  Journal  of  Medicine/September  1977 


References 

1.  Grabstald,  H.,  and  Kaufman,  R.:  Hydronephrosis  sec- 
ondary to  ureteral  obstruction  by  metastatic  breast  cancer,  J.  Urol. 
102:569(1969). 

2.  Grabstald,  H.,  and  Sherman,  R.  S.:  Radiographic  diag- 
nosis of  ureteral  involvement  by  metastatic  breast  cancer,  Radi- 
ology 92:  1184  (1969). 

3.  Cohen,  W.  M.,  Freed,  S.  Z.,  and  Hasson,  J.:  Metastatic 
cancer  to  the  ureter:  a review  of  the  literature  and  case  presen- 
tations, J.  Urol.  112:  188  (1974). 

4.  Lumb,  G.,  and  Mackenzie,  D.  H.:  The  incidence  of  me- 
tastases  in  adrenal  glands  and  ovaries  removed  for  carcinoma  of 
the  breast.  Cancer  12:  521  (1959). 

5.  Grimaldi,  M.,  and  Schettini,  F.:  Metastasi  uterina  da 
carcinoma  mammario,  Minerva  Med.  64:  2708  (1973). 

6.  Choi,  S.  H.,  Sheehan,  F.  R.,  and  Pickren,  J.  W.:  Metastatic 
involvement  of  the  stomach  by  breast  cancer.  Cancer  17:  791 
(1964). 

7.  Abrams,  H.  L.,  Spiro,  R.,  and  Goldstein,  N.:  Metastases 
in  carcinoma:  analysis  of  1,000  cases,  ibid.  3:  74  (1950). 

8.  Hartmann,  W.  H.,  and  Sherlock,  P.:  Gastroduodenal 
metastases  from  carcinoma  of  the  breast.  An  adrenal  steroid- 
induced  phenomenon,  ibid.  14:  426  (1961). 

9.  Graham,  W.  P.,  3d,  and  Goldman,  L.:  Gastrointestinal 


Causes  of  perinatal  death 
tabulated  in  research  study 

The  U.S.  infant  mortality  rate — regarded  as  one  indi- 
cator of  the  health  of  the  U.S.  population — has  been  im- 
proving steadily  since  World  War  II. 

In  1975  infant  mortality  rate  was  16.1  per  1,000  live 
births.  This  represents  a 44.9  percent  decrease  from  1950, 
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But  medical  science  is  far  from  satisfied  with  the  gains, 
and  research  continues  on  many  fronts  to  try  for  even  lower 
rates. 
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between  20  weeks  of  gestation  and  28  days  after  birth — is 
reported  in  the  July  18  Journal  of  the  American  Medical 
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State  University  College  of  Medicine,  Hershey.  Dr.  Naeye 
reports  findings  of  the  Collaborative  Perinatal  Project 
organized  by  the  National  Institute  of  Neurological  and 
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Communicative  Disorders  and  Stroke. 

The  study  sought  to  identify  underlying  causes  of  death 
in  53,518  pregnancies  in  the  United  States,  in  12  univer- 
sity-affiliated hospitals  in  different  regions  between  1959 
and  1966.  Autopsies  were  performed  on  some  of  the  in 
fants,  and  placental  examinations  on  some  two  thirds. 

The  leading  cause  of  death  (17  percent)  was  acute  am- 
niotic  fluid  infection,  causing  pneumonia  in  the  unborn  or 
newborn,  says  Dr.  Naeye.  Second  leading  cause  (11  per- 
cent) was  premature  detachment  of  the  placenta  prior  to 
birth.  Premature  rupture  of  the  membrane  caused  10 
percent  of  the  deaths,  and  9 percent  were  attributed  to 
inherited  defects.  A variety  of  causes  were  assigned  in  the 
others. 

Three  fourths  of  the  deaths  were  due  to  disorders  that 
at  present  are  so  poorly  understood  that  it  is  not  clear  how 
they  can  be  prevented,  he  points  out. 

The  trend  of  decreasing  deaths  is  certain  to  continue  “if 
we  learn  more  about  the  pathogenesis  of  the  pertinent 
disorders  and  develop  specific  means  to  prevent  them/’ 
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Sclerosing  mediastinitis  (chronic  fibrous  medias- 
tinitis)  is  a gradually  progressive  fibrosing  process 
which  has  long  been  recognized  as  a cause  of  ob- 
structive mediastinal  symptoms.  In  1855  Oulmont1 
described  probably  the  first  case  reported  of  idio- 
pathic fibrous  mediastinitis.  Osier  in  19032  reported 
eight  cases  of  superior  vena  cava  obstruction,  among 
which  were  several  caused  by  mediastinal  fibrosis  of 
unclassified  etiology.  The  disease  was  uniformly 
thought  to  be  due  to  tuberculosis  or  syphilis  until 
Knox  in  19253  noted  that  other  agents  such  as  my- 
coses might  be  the  cause.  In  this  regard,  sclerosing 
mediastinitis  due  to  Histoplasma  capsulation  has 
been  reported  by  Salyer  et  al.,4  Gillespie,5  and  Miller, 
Allen,  and  Amidon.6  Aspergillus  was  not  implicated 
as  a causative  organism  until  1971,  when  Cohen  and 
Goggans,7  reported  a case  of  sclerosing  mediastinitis 
in  which  a fungus  suggestive  of  Apsergillus  was 
found.  Their  patient  was  predisposed  to  the  devel- 
opment of  aspergillosis  by  chronic  bronchiectasis. 

The  present  report  deals  with  sclerosing  medias- 
tinitis in  a young  man  caused  by  a fungus  suggestive 
of  Aspergillus  species  and  not  associated  with  any 
underlying  disease  or  other  predisposing  factor.  We 
are  reporting  this  case  because  the  concurrence  of  two 
rare  conditions,  sclerosing  mediastinitis  and  primary 
aspergillosis,  identified  solely  on  morphologic 
grounds,  may  represent  more  than  just  a chance  as- 
sociation. 

Clinical  history 

A 31 -year-old  black  male  was  admitted  to  Bronx 
Municipal  Hospital  on  August  23,  1974,  with  com- 


plaints of  generalized  seizures  followed  by  confusion, 
aphasia,  and  right  hemiparesis.  In  the  past  he  had 
episodes  of  “passing  out”  on  July  4,  1974,  and  at  least 
two  to  three  times  over  the  previous  few  months.  He 
had  a history  of  frontal  headaches  for  many  years  but 
took  no  treatment.  He  apparently  had  suffered  from 
a nonproductive  cough  about  three  months  prior  to 
admission,  which  responded  well  to  some  unknown 
cold  medication.  He  was  born  in  New  York  and 
never  worked  or  lived  on  a farm.  He  occasionally 
drank  heavily  and  smoked  less  than  one  pack  of  cig- 
arettes per  day.  There  was  no  exposure  to  tuber- 
culosis and  no  history  of  drug  addiction. 

Physical  examination  revealed  positive  findings 
limited  only  to  the  central  nervous  system.  He  was 
markedly  lethargic  and  dysphasic,  with  right  hemi- 
paresis and  right  gaze  preference.  Chest  x-ray  films 
showed  plate-like  atelectasis  of  the  right  lower  lobe. 
Hemoglobin,  hematocrit,  white  blood  count,  and 
serum  chemistry  were  within  normal  limits.  Blood 
cultures  were  negative  for  bacteria,  fungus,  and 
acid-fast  bacilli  on  two  occasions.  Tuberculin  skin 
test  result  was  negative.  Lumbar  puncture  on  ad- 
mission revealed  an  opening  pressure  of  160  mm.  of 
water,  protein  83  mg.  per  100  ml.,  sugar  62  mg.  per 
100  ml.,  and  no  cells.  Brain  scan  showed  two  discrete 
areas  of  increased  uptake  in  the  right  and  left  frontal 
regions.  Spinal  fluid  culture  was  negative  for  bac- 
teria and  fungus. 

The  patient  deteriorated  progressively  during  the 
first  24  hours  of  hospitalization.  A cerebral  angio- 
gram was  performed  which  revealed  a thrombosed 
left  carotid  artery.  The  visualization  of  the  right 
cerebral  vessels  demonstrated  a deeply  located 
avascular  mass  in  the  frontal  region.  Repeated 
lumbar  puncture  disclosed  an  opening  pressure  of 
260  mm.  of  water  and  contained  78  mg.  per  100  ml. 
protein,  64  mg.  per  100  ml.  sugar,  and  198  leukocytes, 
64  percent  monocytes  and  36  percent  polymorpho- 
nuclear leukocytes.  Bilateral  needle  exploration  of 
the  frontal  lobe  was  performed,  and  no  abscess  cavity 
was  encountered.  However,  a small  amount  of  tissue 
was  obtained  and  submitted  to  pathology.  The  pa- 
tient’s condition  continued  to  deteriorate,  and  he 
died  two  days  after  the  neurologic  procedure. 

Autopsy  findings 

The  autopsy  was  performed  eight  hours  after 
death,  and  significant  findings  were  limited  to  the 
chest  and  brain.  No  venous  thrombi  or  injection 
sites  were  seen. 

In  the  upper  mediastinum  an  irregular,  firm, 
greyish-yellow  mass  with  indefinite  borders  mea- 
suring 9 by  7 by  4 cm.  was  found  extending  around 
t he  hilum  of  the  right  lung,  right  pulmonary  artery, 
superior  vena  cava,  right  and  left  atria,  and  interatrial 
septum  (Fig.  1). 

Heart.  The  weight  of  the  heart  was  400  Gm.  The 
base  of  the  heart  was  encased  in  the  fibrotic  mass 
described  previously.  The  medial  walls  of  the  right 
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and  left  atria  were  separated  by  a thick  greyish-yel- 
low tissue  measuring  2 cm.  in  thickness.  The  cavity 
of  the  right  atrium  showed  firm  greyish-yellow  nod- 
ules which  extended  into  the  distal  half  of  the  supe- 
rior vena  cava,  although  the  lumen  of  the  superior 
vena  cava  was  not  obliterated.  The  left  atrial  cavity 
showed  the  same  type  of  nodularity,  but  the  changes 
were  more  extensive  than  on  the  right  side,  and  there 
was  marked  luminal  narrowing  of  3 out  of  4 pulmo- 
nary veins.  The  cardiac  valves  and  both  ventricles 
were  normal.  There  was  no  involvement  of  the  arch 
of  the  aorta. 

Lungs,  The  right  pleural  surface  had  old  adhe- 
sions to  the  chest  wall.  The  hilum  of  the  right  lung 
was  adherent  to  the  mediastinal  mass  causing  fixa- 
tion of  the  right  main-stem  bronchus  and  the  right 
pulmonary  artery  at  the  hilum,  but  there  was  no  in- 
filtration or  narrowing  of  the  lumina  of  either  one 
(Fig.  1 ).  The  bronchi  distal  to  the  hilum  were  normal 
in  diameter  and  contained  minimal  secretions.  The 
lung  parenchyma  showed  atelectasis  of  the  right 
lower  lobe.  The  left  lung  was  normal  except  for  the 
presence  of  a few  recent  thromhoemboli. 

Only  a few  hilar  lymph  nodes  were  readily  identi- 
fied and  they  grossly  appeared  normal.  No  Ghon 
complex  or  caseating  lesions  were  found. 

Brain.  The  brain  showed  evidence  of  massive 
edema  with  uncal  and  cerebellar  herniation,  throm- 
bosis of  the  left  internal  carotid  artery,  softening  of 
the  left  parietal-occipital-temporal  area,  and  two 
large  firm  masses  occupying  both  frontal  poles. 
Duret-Berner  hemorrhages  were  noted  in  the  mid- 
brain and  pons. 

The  remainder  of  the  autopsy  was  unremark- 
able. 

Microscopic  examination 

Mediastinal  mass.  The  mass  mainly  consisted 
of  dense  fibrous  tissue  containing  numerous  granu- 
lomas (Fig.  2).  The  granulomas  were  composed  of 
lymphocytes,  plasma  cells,  macrophages,  with  oc- 
casional eosinophils,  and  many  multinucleated  giant 
cells.  In  a few  areas  necrosis  and  some  polymor- 
phonuclear leukocytes  were  also  seen.  Gomori’s 
methenamine  silver  stain  and  periodic  acid-Schiff 
stain  (PAS)  revealed  the  presence  of  broad  septate 
branching  hyphae  with  vacuolation  extensively  in- 
filtrating throughout  the  fibrous  mass.  No  spore 
formation  was  identified.  A few  hyphae  had  a 
club-shaped  end  resembling  the  conidial  head  of 
Aspergillus  but  no  unequivocal  fruiting  bodies  were 
noted.  Many  of  the  giant  cells  also  contained  fungus 
and  hyphae  within  their  cytoplasm.  Fungi  were  also 
observed  invading  through  the  wall  of  a blood  vessel 
in  the  fibrous  mass. 

Lungs.  Dense  fibrous  tissue  with  granulomatous 
inflammation  was  also  observed  at  the  base  of  the 
right  main-stem  bronchus  and  right  main  pulmonary 
artery  close  to  the  hilum  of  the  right  lung.  No  in- 
volvement of  the  lumen  of  either  was  present.  The 


FIGURE  1.  Portion  of  sclerotic  mediastinal  mass,  left  side, 
adherent  to  hilum  of  right  lung.  Mass  compresses  and  focally 
invades  pulmonary  tissue.  Involves  neither  mainstem 
bronchus  nor  pulmonary  artery. 


FIGURE  2.  Dense  relatively  acellular  fibrous  tissue  present 
surrounding  granulomatous  reaction  consisting  of  lympho- 
cytes, plasma  cells,  eosinophils,  and  many  multinucleated 
giant  cells.  Branching  fungal  hyphus  can  be  seen  in  center 
of  field  (hemotoxylin  and  eosin  stain,  original  magnification 
X 100). 

lung  parenchyma  close  to  the  right  hilum  showed 
many  granulomas  without  necrosis  or  dense  fibrous 
tissue.  Both  lungs  contained  multiple  areas  of  focal 
atelectasis.  The  large  and  small  bronchi  did  not 
demonstrate  any  changes  of  bronchiectasis  or  chronic 
bronchitis.  The  blood  vessels  showed  the  presence 
of  multiple  acute  thromhoemboli.  The  hilar  lymph 
nodes  contained  many  old  granulomas  with  giant 
cells  containing  fungus.  There  was  no  evidence  of 
cellular  abnormality  in  the  lymph  nodes,  which  might 
suggest  an  immunologic  deficiency. 
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Heart.  Both  atria  showed  extensive  involvement 
of  the  endocardium  and  myocardium  by  dense  col- 
lagen tissue  and  granulomatous  inflammation  with 
central  areas  of  necrosis  (Fig.  3).  Typical  branching 
and  septate  hyphae  were  identified.  The  fine  nod- 
ularity observed  at  gross  examination  consisted  of 
fungal  hyphae  and  granulomas.  The  endothelial 
lining  of  the  superior  vena  cava  was  almost  entirely 
covered  with  hyphae. 

Brain.  Sections  through  the  left  frontal  lobe  mass 
revealed  granulomas  with  several  stages  of  activity. 
The  center  of  the  lesion  was  necrotic  and  was  sur- 
rounded by\a  zone  of  chronic  granulomatous  in- 
flammation with  proliferation  of  plasma  cells,  lym- 
phocytes, eosinophils,  and  multinucleated  foreign- 
body  giant  cells  embedded  in  a matrix  of  dense  col- 
lagenous tissue.  Scattered  throughout  the  lesion 
were  numerous  organisms  consisting  of  branched 
septate  hyphae  morphologically  identical  to  those 
previously  described. 

The  left  internal  carotid  artery  and  left  posterior 
communicating  artery  were  occluded  by  acute 
thrombus  with  early  organization.  The  thrombus 
and  blood  vessel  walls  were  invaded  by  many  hy- 
phae. 

The  cause  of  death  was  a result  of  cerebral  fungal 
abscess  and  acute  cerebral  infarction  secondary  to 
mediastinal  fungal  infection.  The  acute  fungal  ar- 
teritis and  thrombus  within  the  left  internal  carotid 
artery  and  the  left  posterior  communicating  artery 
were  thought  to  be  secondary  to  fungal  endocardi- 
tis. 

Comment 

Sclerosing  mediastinitis  has  been  recognized  as  a 
rare  but  well-known  disease  entity  for  more  than  half 
a century.  Mclntire  and  Sykes,8  reported  a selected 
series  extending  from  1904  to  1946,  in  which,  of  62 
cases,  46  were  secondary  to  tuberculosis  or  syphilis, 
while  16  were  idiopathic.  Improvement  in  diagnostic 
techniques  has  resulted  in  the  discovery  of  other 
etiologic  factors  which  play  a role  in  the  pathogenesis 
of  sclerosing  mediastinitis.  Knox3  pointed  out  that 
other  agents  which  produce  granulomatous  lesions, 
such  as  fungi,  may  be  the  cause  of  mediastinal  scle- 
rosis. Increasingly,  various  etiologic  factors  have 
been  documented  in  the  world  literature.  Hache, 
Woolner,  and  Bernatz  in  19629  enumerated  various 
causes  such  as  infections,  autoimmune  disease, 
rheumatic  fever,  neoplasms,  traumatic  hemorrhage, 
drugs,  and  coniosis.  Among  infections,  tuberculosis, 
histoplasmosis,  aspergillosis,  and  syphilis  have  been 
implicated. 

Primary  Aspergillus  infection  occurring  without 
any  predisposing  factors  such  as  underlying  malig- 
nant disease,  chemotherapy,  bone  marrow  suppres- 
sion, steroids,  or  antibiotic  administration,  is  a rare 
entity.  Few  cases  of  primary  aspergillosis  have  been 
described  in  the  literature.  Two  out  of  20  cases  of 
pulmonary  aspergillosis  reported  by  Edge,  Stansfield, 


FIGURE  3.  Elevated,  centrally  necrotic,  fungal  granuloma 
on  endocardium  of  right  atrium.  Numerous  giant  cells  seen 
surrounding  zone  of  necrosis.  Extensive  inflammation  in- 
volves underlying  atrial  myocardium  (trichrome  stain). 


and  Fletcher10  did  not  have  any  other  associated 
disease.  One  out  of  55  cases  reported  by  Eastridge, 
et  al.11  had  no  known  underlying  cause.  Khoo, 
Sugai,  and  Leong,12  in  their  review  of  disseminated 
aspergillosis  is  usually  localized  to  the  lungs,  skin, 
sinuses,  external  ear,  urethra,  and  vagina.  However, 
the  lung  is  the  most  frequently  involved  organ  in  both 
primary  and  secondary  aspergillosis. 

According  to  Finegold,  Will,  and  Murray,13  pri- 
mary aspergillosis  is  mainly  encountered  in  hair 
the  lung  is  the  most  frequently  involved  organ  in  both 
primary  and  secondary  aspergillosis. 

According  to  Finegold,  Well,  and  Murray,13  pri- 
mary aspergillosis  is  mainly  encountered  in  hair 
sorters,  bird  fanciers,  millers,  threshers,  and  others 
whose  occupation  involves  the  handling  of  grains, 
flour,  and  other  vegetable  material.  Sclerosing 
mediastinitis  of  at  least  12  years’  duration  due  to 
fungus  suggestive  of  Aspergillus  species  was  reported 
for  the  first  time  by  Cohen  and  Goggans.7  This  case 
involved  a farmer’s  wife  with  chronic  obstructive 
bronchiectasis. 

Hinson,  Moon,  and  Plummer14  classified  Asper- 
gillus infections  into  three  categories:  saprophytic, 
allergic,  or  pyemic  (disseminated).  It  is  as  yet  un- 
clear whether  the  extensive  sclerotic  reaction  asso- 
ciated with  fungus  infection  noted  in  this  case,  and 
the  case  reported  by  Cohen  and  Goggans,7  represents 
a new  form  of  Aspergillus  infection.  Whether  this 
type  of  sclerosis  associated  with  Aspergillus  species 
represents  an  unusual  response  of  the  host  possibly 
altered  by  immunologic  factors,  or  whether  it  is 
caused  by  a new  species  of  Aspergillus,  will  have  to 
await  cultural  identification  of  the  pathogenic  or- 
ganism. Interestingly,  in  the  present  case,  a striking 
desmoplastic  reaction  similar  to  that  noted  in  the 
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chest  was  present  around  the  cerebral  abscess. 

Evidence  that  the  sclerosing  mediastinitis  in  the 
present  case  was  secondary  to  Aspergillus  infection 
is  only  conjectural.  However,  the  extensive  medi- 
astinal tumor-like  mass  of  fibrous  tissue  had  fungal 
granulomas  distributed  throughout  the  lesion.  In 
contrast,  in  the  majority  of  the  previously  reported 
cases  of  sclerosing  mediastinitis  due  to  tuberculosis 
or  histoplasmosis,  the  causative  organism  was  limited 
to  a caseous  lymph  node  or  a caseating  granulo- 
ma  4, 15,16  Nelsonj  Lundberg,  and  Dickerson,16  in 
their  reported  case,  observed  only  a single  acid-fast 
Bacillus  in  the  entire  specimen.  It  is  unlikely  that 
a fungal  superinfection  of  a previously  existing  id- 
iopathic sclerosing  mediastinitis  would  demonstrate 
such  extensive  permeation  of  the  tissue  by  organ- 
isms. 

The  manifestations  of  the  sclerosing  mediastinitis 
and  aspergillosis  in  the  present  case  were  unusual. 
There  was  no  evidence  of  vena  cava  obstruction 
which  is  the  most  common  symptom  of  mediastinal 
fibrosis.3,415,17  However,  there  was  fungal  involve- 
ment of  the  superior  vena  cava  endot  helium,  as  well 
as  partial  obstruction  of  3 out  of  4 pulmonary  veins. 
The  primary  manifestation  of  the  disease  process  in 
this  patient  was  that  of  cerebral  abscess.  It  is  likely 
that  the  cerebral  infection  was  a result  of  hematog- 
enous seeding  by  fungus  which  had  invaded  the 
heart.  The  inflammatory  reaction  in  the  endocar- 
dium and  myocardium  appeared  to  be  less  chronic 
than  the  mediastinal  inflammation.  It  is  probable 
that  the  cardiac  infection  was  a relatively  late  event, 
although  dating  the  various  processes  in  the  medi- 
astinum, heart,  and  brain  is  a speculative  exercise. 

Fungal  myocarditis  which  was  once  a rare  disease, 
has  sharply  increased  in  incidence  in  recent  years.18 
Candida  and  Histoplasma  are  the  most  frequently 
reported  causative  organisms.18  However,  Wil- 
liams19 has  recently  reviewed  Aspergillus  myocar- 
ditis, and  was  able  to  accumulate  37  cases  from  the 
literature.  In  contradistinction  to  the  present  case, 
the  reported  cases  had  predisposing  causes  for  the 
fungal  infection. 

Finally,  there  should  be  no  need  to  stress  that  the 
association  between  two  rare  diseases,  sclerosing 
mediastinitis  and  primary  Aspergillus  infection,  may 
not  represent  a chance  occurrence.  As  such,  both 
clinicians  and  pathologists  should  become  aware  of 
this  entity  as  a cause  of  mediastinal  symptoms  and 
metastatic  fungal  infection.  It  will  also  be  critical  in 
the  future  that  attempts  be  made  to  culture  the 
causative  organism  to  document  whether  or  not  this 
disease  is  secondary  to  a new  pathogenic  strain  of 
Aspergillus. 

Summary 

A case  of  sclerosing  mediastinitis  caused  by  a 
fungus  consistent  with  Aspergillus  species  in  a 31- 


year-old  male  is  presented.  The  disease  process  was 
clinically  silent  until  fungus  invaded  the  superior 
vena  cava  and  both  atria,  and  subsequently  spread 
to  the  brain  producing  cerebral  abscesses.  Dense 
obliterative  fibrosis,  which  was  the  outstanding 
feature  of  the  mediastinal  disease,  was  also  noted 
around  the  necrotic  abscesses  in  the  brain. 

To  the  best  of  our  knowledge,  this  is  the  first  re- 
ported association  between  aspergillosis  and  scler- 
osing mediastinitis,  in  which  there  was  no  predis- 
posing cause  for  the  mycotic  infection.  It  is  unclear 
whether  the  sclerosis  in  the  mediastinum  and  brain 
represents  an  unusual  response  of  the  host,  or 
whet  her  it  is  caused  by  an  uncommon  species  of  As- 
pergillus. 

Blodgett  Memorial  Medical  Center 
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Typhoid  fever  in  pregnancy,  which  was  not  un- 
common at  the  turn  of  the  century,  it  was  found  in  1,4 
percent  of  pregnancies  at  the  Johns  Hopkins  Hos- 
pital in  1901,  is  exceedingly  rare  in  the  United  States 
today.1  Since  there  has  been  an  increase  in  inter- 
national travel  in  recent  years,  even  to  areas  pre- 
viously visited  less  frequently,  where  typhoid  fever 
is  endemic,  especially  among  those  of  childbearing 
age,  the  reappearance  of  sporadic  cases  of  typhoid 
fever  associated  with  pregnancy  would  seem  inevi- 
table. Such  a case  was  presented  to  us. 

Case  report 

A 26-year-old,  22-weeks  pregnant  white  female 
presented  herself  with  fever  of  eight  days’ duration, 
two  weeks  after  returning  from  a month-long  trip  to 
Israel  and  Africa.  She  had  diarrhea  without  mucus, 
blood,  or  fever,  for  three  days  while  in  Israel,  four 
weeks  prior  to  admission.  During  the  eight  days 
preceding  admission  she  developed  fever  to  104°F., 
sore  throat,  nonproductive  cough,  constipation, 


malaise,  myalgia,  and  fleeting  rash.  A diagnosis  of 
tonsilitis  prompted  treatment  with  ampicillin  for  the 
last  five  days  preceding  admission.  Her  past  history 
findings  were  negative. 

Admission  physical  examination  revealed  an 
awake,  alert,  and  mildly  toxic  white  female.  Her 
temperature  was  103. 2°F.,  blood  pressure  120/70, 
and  pulse  100  a minute  and  regular.  She  had  no 
rash.  Positive  findings  included  an  injected  pharynx 
without  exudation,  a grade  II/VI  systolic  murmur 
along  the  left  sternal  border,  and  a palpable  spleen 
tip.  Her  uterus  extended  2 cm.  above  the  umbilicus; 
stool  was  negative  for  occult  blood  and  for  ova  and 
parasites. 

Admission  laboratory  tests  revealed  a white  blood 
count  of  9,000,  with  8 metamyelocytes,  13  bands,  66 
neutrophils,  1 eosinophil,  91  lymphocytes,  and  3 
monocytes.  Hemoglobin  was  9.4  Gm.  per  100  ml.; 
serum  glutamic  oxaloacetic  transaminase  179;  lactic 
dehydrogenase  491;  bilirubin  0.7;  albumin  2.8;  and 
creatinine  0.8.  Urinalysis  showed  3 plus  protein  with 
7 to  10  white  blood  cells  on  microscopic  examina- 
tion. 

Sodium  cephalothin  (Keflin)  2 Gm.  intravenously 
every  4 hours  was  begun,  and  gentamicin  (Garamy- 
cin),  60  mg.  intravenously  every  eight  hours,  was  soon 
added  without  clinical  response.  Direct  and  indirect 
Coombs,  test  results  were  negative.  Febrile  agglu- 
tinins for  Salmonella  -somatic  antigens  were  positive 
as  follows:  type  B 1:320;  type  C 1:160;  and  type  D 
1:80.  Flagellar  antigens  were  negative.  Serum 
glutamic  oxaloacetic  transaminase  rose  to  240;  lactic 
dehydrogenase  to  500;  and  hemoglobin  dropped  to 
8.5  Gm.  per  100  ml.  Multiple  blood  cultures  grew 
Salmonella  typhi,  and  the  patient  was  started  on 
ampicillin,  2 Gm.  intravenously  every  four  hours. 
When  a maculopapular  skin  eruption  developed,  the 
ampicillin  was  discontinued,  and  chloramphenicol 
(Chloromycetin),  500  mg.  intravenously  every  six 
hours,  was  initiated.  Within  24  hours  she  was  sub- 
jectively improved,  and  on  the  third  day  of  this 
therapy  her  fever  lysed.  Thereafter,  further  recovery 
was  uneventful.  Serum  glutamic  oxaloacetic 
transaminase  and  lactic  dehydrogenase  returned  to 
normal  by  the  fourteenth  hospital  day. 

A 7-pound,  15-ounce  boy  was  delivered  at  term 
without  complication. 

Comment 

As  early  as  1901,  it  was  noted  that  pregnancy  af- 
forded no  protection  from  typhoid  fever,  occurring 
with  equal  frequency  in  the  pregnant  and  the  non- 
pregnant female,  and  that  placental  passage  of  the 
typhoid  bacillus  occurred  with  resultant  fetal  septi- 
cemia and  carnage.1  Although  a rare  combination 
in  the  United  States  over  the  past  several  decades, 
only  two  cases  were  reported  out  of  11,000  obstetrical 
admissions  from  the  University  of  Iowa  during  1926 
to  1939,  its  morbidity  and  mortality  without  proper 
treatment,  abortion  or  premature  labor  in  60  to  80 
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percent  of  cases  with  a 75  percent  fetal  mortality,  and 
a maternal  mortality  of  15  percent,  warrant  quick 
recognition.2,3  Even  today,  outside  the  United 
States,  in  areas  w'here  typhoid  fever  is  more  common, 
high  mortality  exists:  three  spontaneous  abortions 
in  seven  pregnancies.4 

The  typhoid  fever  case  presented  here  was  prob- 
ably contracted  on  a trip  to  Israel  and  Africa  during 
the  first  trimester  of  pregnancy,  with  an  incubation 
period  of  approximately  one  month.  Two  aspects 
of  this  case  are  of  special  interest.  It  is  a general  rule 
that  patients  with  typhoid  fever  are  leukopenic  un- 
less complication,  such  as  perforation  or  abscess, 
occurs.5  This  patient  ran  white  blood  counts  of  9,000 
to  10,000,  with  marked  shifts  to  the  left.  We  assume 
that  this  relative  white-count  elevation  is  secondary 
to  pregnancy.  One  case  was  reported  by  Diddle  and 
Stephens,2  and  one  of  the  two  cases  reported  was  by 
Stevenson,  et  al.3  The  second  case  has  no  recorded 
white  blood  count,  and  both  cases  reported  by 
Lynch1  had  white  blood  counts  in  this  range. 

Also  of  interest  were  the  elevated  liver  chemistries 
which  returned  to  normal  w'ith  the  treatment  of  the 


Insecticides 

Are  the  bugs  eating  up  your  garden? 

Most  insects  can  be  knocked  out  with  sprays,  powders 
and  other  poisons,  but  the  unwary  gardener  sometimes  can 
suffer  from  the  effects  of  the  bug  sprays  too. 

Some  tips  on  use  of  insecticides  are  offered  by  the 
American  Medical  Association. 

* Read  the  directions  on  the  container  carefully — and 
follow  them.  The  manufacturer  spells  out  the  proper 
usage  and  safety  precautions. 

* If  the  directions  call  for  rubber  gloves,  protective 
clothing  or  goggles,  leave  this  one  for  the  experts  and 
use  a less  potent  poison. 

* Store  the  insecticide  in  its  original  container,  with 


salmonellosis.  This  was  probably  a result  of  typhoid 
hepatitis,  a known  entity  that  usually  has  little 
clinical  significance  in  the  majority  of  patients  with 
typhoid  fever.6  7 Liver  biopsy  was  never  considered 
because  of  lack  of  clinical  indication  and  risk  in 
pregnancy. 

4928  Lenore  Street 
Torrance,  California  90503 
(DR.  SCHIFFMAN) 
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original  label,  in  a safe,  locked  compartment,  away 
from  children  and  pets. 

* Destroy  empty  containers  immediately. 

* Apply  downwind,  to  avoid  inhaling  sprays  and  dusts. 
Stay  out  of  freshly  sprayed  areas  the  rest  of  the  day. 

* Do  not  smoke  while  spraying  or  dusting.  Some  of 
the  chemicals  are  flammable.  And  you  might  inhale 
poisons  along  with  the  smoke. 

* If  chemicals  are  spilled  on  the  skin,  wash  immediately 
and  thoroughly. 

* Cover  bird  baths,  dog  dishes,  and  fish  pools  before 
spraying.  Pour  left  over  spray  down  a drain  or  into  the 
soil.  Don’t  leave  it  around  in  pans  or  pails. 

In  case  of  accident,  follow  the  directions  on  the  container. 

If  in  doubt,  call  your  physician. 
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Excessive  pessimism  in  the  treatment  of  solitary 
cerebral  metastasis  may  be  unwarranted. 

In  1926  Grant1  advocated  that  no  surgery  be  per- 
formed for  patients  with  metastatic  cerebral  tumors. 

In  reporting  his  epochal  series  of  2,000  brain  tumors 
in  1932,  Cushing2  stated  that  the  low  incidence  of 
metastatic  tumors  in  his  series,  4.2  percent,  was  due 
to  his  refusal  to  accept  for  surgery  those  patients  with 
obvious  intracranial  metastasis.  He  did,  however, 
report  a six-year  survival  of  a patient  with  a solitary 
metastasis  on  whom  he  operated. 

This  report  details  personal  experience  with  a 
patient  with  almost  seven  years  survival,  and  a review 
of  the  literature  reveals  that  there  are  a significant 
number  of  patients  with  apparent  cures  who  are 
frequently  without  neurologic  deficit  following  total 
removal  of  a solitary  metastatic  cerebral  lesion. 

In  view  of  the  recent  suggestions  that  surgery  for 
metastatic  lesions  be  abandoned  in  favor  of  steroid, 
x-ray,  and  chemotherapy,  these  surgical  cases  are  of 
particular  significance. 

Case  report 

A 62-year-old  white  married  woman  was  admitted 
to  St.  Francis  Hospital,  Poughkeepsie,  on  September 
3,  1970  with  a history  of  six  weeks  of  intermittent 
headache  and  vertigo.  The  patient  was  originally 
seen  by  an  otolaryngologist,  and  an  outpatient  brain 
scan  disclosed  a large  area  of  abnormal  activity  in  the 
right  frontal  lobe. 

On  admission  the  patient  appeared  to  be  an  obese, 
elderly,  and  debilitated  woman.  She  was  somewhat 
lethargic,  and  there  were  no  specific  motor  or  sensory 
findings  on  neurologic  examination. 
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FIGURE  1.  Angiogram  demonstrates  large  right  frontal  lobe 
mass.  (A)  Displacing  anterior  cerebral  arteries.  (B)  Dis- 
placing frontal  polar  arteries. 


A carotid  arteriogram,  performed  on  September 
4,  1970,  showed  a large  frontal  lobe  tumor  (Fig.  1). 
Echoencephalogram  demonstrated  a 5-mm.  shift 
right  to  left. 

On  September  9,  1970,  a right  frontal  craniotomy 
was  performed.  A cystic,  necrotic  mass  was  visual- 
ized in  the  right  frontal  parasaggital  area.  The 
tumor  was  adjacent  to  the  falx  and  adherent  to  the 
frontal  lobe  dura.  There  was  no  obvious  capsule; 
however,  the  mass  was  well  demarcated  from  the 
surrounding  brain.  Gross  total  removal  of  the  tumor 
was  accomplished. 


FIGURE  2.  Photomicrograph  of  undifferentiated  adeno- 
carcinoma. 


Pathologic  examination  of  the  tumor  revealed  an 
anaplastic,  undifferentiated  metastatic  carcinoma 
i Fig.  2). 

Postoperatively  the  patient  experienced  a mild 
hemiparesis  on  the  left  side.  Her  level  of  con- 
sciousness improved,  she  became  quite  alert,  and 
there  was  no  cranial  nerve  deficit. 

The  patient  underwent  extensive  investigation  to 
determine  the  source  of  her  primary  lesion,  but  none 
was  found.  Mammography,  intravenous  pyelogram, 
barium  enema,  gastrointestinal  series,  skeletal  sur- 
vey, and  genitourinary  and  gynecologic  evaluations 
were  all  unremarkable. 

The  patient  was  subjected  to  a course  of  x-ray 
therapy  with  the  total  dose  being  some  3,000  r. 
During  the  period  of  x-ray  therapy  the  patient  be- 
came somewhat  lethargic:  however,  this  was  resolved 
by  the  time  the  treatment  was  completed.  At  the 
time  of  discharge  the  patient,  although  alert,  was 
essentially  bedridden.  She  was  discharged  to  the 
care  of  her  family  with  the  agreement  that  she  would 
stay  there  until  she  required  terminal  care. 

The  patient  was  next  seen  in  November,  1970, 
when  she  was  readmitted  to  the  hospital  with  a his- 
tory of  weakness  on  the  left  side  of  ten  days’  duration. 
On  the  day  of  admission  the  patient  suffered  a grand 
mal  seizure  and  was  admitted  through  the  emergency 
room. 

Examination  revealed  that  the  cranial  incision  was 
well  healed.  She  was  alert  and  in  good  condition 
except  for  weakness  on  the  left  side.  There  was  a 
Foley  catheter  in  place.  Considering  the  nature  of 
her  illness  it  was  felt  that  no  further  treatment  was 
indicated.  The  patient  was  transferred  to  a nursing 
home  for  terminal  care. 

Patient  was  subsequently  lost  to  follow-up  care 
and  was  presumed  to  have  expired  from  her  malig- 
nant condition  when,  on  September  14,  1971,  she 
presented  herself  for  outpatient  examination. 

At  that  time  the  patient  was  completely  ambula- 
tory and  without  neurologic  deficit.  Her  complaint 


was  of  edema  in  the  lower  extremities.  The  patient 
related  that  she  had  discharged  herself  from  the 
nursing  home  in  July,  1971,  and  since  that  time  had 
been  caring  for  herself  and  her  invalid  husband  as 
well  as  performing  volunteer  work  for  housebound 
invalids! 

After  this  rather  surprising  visit  the  patient’s 
pathologic  slides  were  again  reviewed  and  again  there 
was  no  question  as  to  the  diagnosis  of  metastatic 
undifferentiated  carcinoma. 

The  patient  was  next  seen  in  December  of  1973 
complaining  of  right  frontal  headache.  In  all  other 
respects  the  patient  was  entirely  asymptomatic  and 
without  neurologic  deficit.  She  was  admitted  to  St. 
Francis  Hospital  on  December  3,  1973.  A brain  scan 
showed  an  area  of  abnormal  activity  at  the  site  of  the 
former  right  frontal  craniotomy.  X-ray  findings  on 
the  skull  were  unremarkable  except  for  evidence  of 
the  previous  craniotomy. 

On  December  4,  1973,  a bilateral  carotid  arteri- 
ography was  performed  (Fig.  3).  The  angiography 
was  entirely  within  normal  limits  except  for  nonfill- 
ing of  the  right  anterior  cerebral  artery. 

The  patient  again  was  evaluated  from  the  point  of 
view  of  finding  the  site  of  the  primary  tumor,  and 
again  the  investigation  was  entirely  unproductive. 
She  was  discharged  from  the  hospital  on  December 
11.1 973,  asymptomatic  and  with  her  headache  hav- 
ing resolved.  A review  of  the  slides  by  several  pa- 
thologists reconfirmed  the  diagnosis. 

The  patient  was  last  seen  on  April  10,  1977,  at 
which  time  she  was  asymptomatic  and  without 
neurologic  deficit. 

Comment 

Haar  and  Patterson’s3  series  of  167  patients  sur- 
gically treated  revealed  that  only  about  20  percent 
of  patients  survived  excision  by  one  year.  However, 
seven  patients,  4 percent,  survived  five  years  or  more 
and  must  be  considered  to  represent  cures.  It  should 
be  noted  that,  although  lung,  skin,  and  breast  were 
the  most  common  site  of  primary  neoplasm,  “site 
unknown”  was  the  largest  category  other  than  lung. 
Whether  the  long-term  survivors  were  from  this 
group  rather  than  from  the  groups  where  the  primary 
site  was  known  is  not  indicated. 

In  Vieth  and  Odom’s4  series  of  313  intracranial 
metastatic  tumors,  42.5  percent  were  cases  of  solitary 
metastasis.  In  32.5  percent  of  these  cases,  the  site 
of  the  primary  was  also  unknown. 

Of  146  patients  operated  on,  only  3 patients  sur- 
vived five  years  or  longer  (five  years,  six  years,  eight 
years).  This  represents  a cure  rate  of  2 percent. 
Survival  rates  are  heavily  weighted  by  the  number 
of  cases  in  which  the  lung  is  the  primary  site  of  the 
tumor.  Long-term  survivors  from  bronchogenic 
carcinoma  with  cerebral  metastasis  are  distinctly 
rare.  The  highest  survival  rates  in  terms  of  longevity 
are  found  to  be  associated  with  metastasis  from  the 
kidney.5  All  the  large  series  generally  indicate  that 
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FIGURE  3.  Anteroposterior  carotid  angiogram  with  no  evidence  of  recurrent  tumor.  (A)  Right.  (B)  Left. 


symptomatic  with  a cerebral  metastasis. 

Summary 

Despite  advances  in  the  palliative  treatment  of 
cerebral  metastasis  with  steroids,  x-ray  therapy,  and 
chemotherapy,  patients  in  good  general  health  with 
evidence  of  a single  cerebral  metastasis  as  docu- 
mented by  pancerebral  angiography  should  be  con- 
sidered for  surgery,  especially  if  the  primary  source 
is  not  the  lung. 
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survival  rate  is  best  in  the  surgically  treated  solitary 
lesion  group  versus  those  treated  nonsurgically. 
Unfortunately,  the  problem  of  multiple  cerebral 
metastasis  is  not  always  easily  defined. 

Stortebecker5  showed  that  fewer  than  half  the 
patients  operated  on  for  what  was  considered  to  be 
a solitary  metastasis  turned  out  to  have  more  than 
one  cerebral  metastasis  at  autopsy.  In  view  of  this 
fact,  probably  all  patients  with  solitary  metastatic 
lesions  under  consideration  for  surgery  should  have 
pancerebral  angiography  to  rule  out  the  possibility 
of  occult  multiplicity. 

One  should  not  necessarily  presume,  in  a patient 
with  a known  primary  tumor,  that  the  appearance  of 
a single  brain  lesion  is  the  result  of  a cerebral  me- 
tastasis. There  are  many  anecdotal  instances  of 
patients  who  have  succumbed  to  a primary  intra- 
cranial neoplasm  that  was  believed  to  be  a metasta- 
sis. 

Ransohoff6  has  pointed  out  that  the  prognosis  in 
patients  admitted  for  signs  and  symptoms  of  central 
nervous  system  dysfunction,  and  found  to  have  an 
intracranial  metastasis,  may  he  quite  different  from 
those  patients  with  cerebral  metastasis  who  are 
symptomatic  from  their  primary  cancer.  A third 
group  are  patients  who  have  been  adequately  treated 
for  their  previous  malignant  condition  and  are  now 
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Alcoholism  has  long  been  referred  to  as  a disease 
requiring  the  services  of  a physician.  In  1785,  Ben- 
jamin Rush,  M.D.,  referred  to  the  effects  of  alcohol 
as  bringing  about  “a  fit  of  drunkenness,”  and  as  an 
“odious  disease.”1  A recent  article  states  that  “on 
the  whole,  like  society  in  general,  medical  men 
showed  little  interest  in  alcoholism,  learned  little 
about  it  in  medical  school,  and  did  not  consider  the 
alcoholic  as  a sufferer  worthy  of  medical  attention; 
for  many  years  doctors  and  alcoholics  were  only  too 
anxious  to  keep  out  of  each  other’s  way.”1  In  1935, 
Alcoholics  Anonymous  began  to  promulgate  the 
notion  of  alcoholism  as  a disease,  and  this  idea  has 
begun  to  permeate  medical  attitudes  and  prac- 
tices.2’3 

In  modern,  urban,  acute-care  hospitals,  the 
treatment  of  alcoholism  usually  begins  when  the  al- 
coholic presents  himself  for  treatment  of  the  organic 
diseases  secondary  to  alcohol  abuse.  However,  the 
treatment  of  the  underlying  alcoholism  itself  is  rarely 
approached. 

Attitudes  again  play  a major  role.  The  attitude 
of  the  public  and  the  general  physician  in  not  recog- 
nizing the  need  for  an  acute-care  facility  in  the 
treatment  of  alcoholism  was  reinforced  by  the 
third-party  reimbursers.  It  was  not  until  1966  that 


Medicaid,  and  then,  in  1969,  Blue  Cross  recognized 
alcoholism  as  a disease  that  often  requires  an 
acute-care  facility.4 

Current  thinking  regarding  the  treatment  of  al- 
coholism includes  both  medical  and  psychosocial 
concepts.  For  a variety  of  reasons  a general  hospital 
may  be  appropriate  for  the  treatment  of  alcoholism. 
Many  alcoholics  present  themselves  to  the  emergency 
room  and  clinics,  or  are  referred  directly  by  private 
physicians,  because  of  alcoholism  or  because  of  sec- 
ondary diseases.  They  frequently  require  detoxifi- 
cation before  a more  comprehensive  therapeutic 
approach  can  be  undertaken.  Moreover,  many  of  the 
therapeutic  techniques  for  alcoholism  such  as  Alco- 
holics Anonymous,  group  therapy,  individual  coun- 
seling, and  psychiatric  consultation  do  not  neces- 
sarily require  a specialized  facility,  but  can  be  carried 
out  in  a general  hospital. 

The  purpose  of  this  article  is  to  describe  our  ap- 
proaches to,  and  experiences  with  an  alcoholic  de- 
toxification program,  with  particular  reference  to  our 
solution  of  some  of  the  problems  presented  by  the 
limitations  of  an  acute-care,  teaching  hospital. 

During  the  first  few  months  of  our  program,  alco- 
holics were  detoxified,  but  little  else  was  done.  Al- 
though alcoholic  patients  were  referred  to  an  outside 
agency  on  discharge,  there  was  no  attempt  to  develop 
a coordinated  program  in  which  the  participating 
hospital  departments  and  disciplines  interacted. 
The  result  was  a high  rate  of  sign-outs,  recidivism, 
and  drinking  on  the  nursing  units.  On  the  part  of  the 
hospital  staff,  there  was  a great  deal  of  hostility 
toward  alcoholic  patients.  It  became  evident  that 
a specialist  in  the  treatment  of  alcoholism  was  es- 
sential to  coordinate  the  program. 

Program  coordinator 

A coordinator  with  extensive  prior  experience  in 
the  treatment  of  alcoholism  was  hired.  Her  back- 
ground was  that  of  a certified  social  worker  who  had 
spent  several  years  in  a number  of  different  alco- 
holism programs  in  the  New  York  City  area.  This 
experience  provided  perspectives  in  the  various 
forms  of  programs  and  the  problems  of  existing  al- 
coholism units.  Equally  advantageous  was  the  direct 
knowledge  of  existing  treatment  resources  for  alco- 
holics in  the  community. 

The  coordinator  was  given  several  mandates.  She 
was  required  to  develop  a program  and  protocol  for 
treatment  of  alcoholics  during  the  initial  phase  of 
detoxification,  to  establish  a liaison  into  the  network 
of  other  programs  for  the  alcoholic  in  the  community, 
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and  to  improve  the  attitudes  of  hospital  personnel 
toward  this  group  of  patients. 

The  position  of  coordinator  was  given  sufficient 
organizational  stature  to  carry  out  these  mandates. 
The  coordinator  reported  directly  to  the  associate 
administrator  of  the  hospital.  She  was  encouraged 
to  cut  across  the  traditional  table  of  organization  and 
deal  directly  with  any  department  head,  as  necessary 
to  accomplish  her  mission.  The  hospital’s  support 
of  the  coordinator’s  efforts  were  demonstrated  by  the 
extent  of  delegated  authority  and  responsibility,  as 
well  as  by  providing  direct  access  to  the  policy- 
making level'pf  the  administrative  structure. 

An  initial  approach  of  the  coordinator  was  the 
development  of  a patient  management  committee. 
All  personnel  having  direct  involvement  with  alco- 
holic patients  attended  these  meetings.  The  com- 
mittee included  not  only  physicians  and  nurses,  but 
also  personnel  from  the  security  force,  clerks,  and 
nurses’  aides.  The  objectives  of  these  meetings  were 
to  enable  this  staff  to  coordinate  its  efforts  and 
function  as  a team.  Didactic  sessions  in  the  nature 
of  alcoholism  and  its  clinical  management  were  held. 
The  special  needs  and  problems  of  the  alcoholic  were 
discussed.  An  attitude  toward  the  alcoholic  as  a 
patient  requiring  the  same  level  of  dedicated  service 
as  other  patients  was  stressed.  It  became  quickly 
evident  that  this  training  and  interdisciplinary  ap- 
proach was  improving  the  level  of  function.  The 
previous  tendency  of  the  staff,  either  to  place  the 
alcoholic  as  a low-priority  problem  or  to  be  frankly 
antagonistic,  began  to  subside. 

The  program  coordinator  was  also  responsible  for 
hiring,  orienting,  and  supervising  the  necessary 
counselors,  and  integrating  them  with  the  other  staff 
involved  in  the  program.  Each  counselor  was  able 
to  handle  about  15  patients  at  one  time,  and  was  re- 
sponsible for  obtaining  a social  history,  helping  solve 
personal  problems  for  the  patients  where  possible, 
and  arranging  for  disposition.  The  team  approach 
was  emphasized,  and  the  counselors  were  included 
on  rounds  with  the  attending  physician,  the  physi- 
cian’s associates,  and  the  charge  nurse.  On  these 
rounds  the  major  decisions  regarding  individual 
management  were  usually  made. 

Development  of  separate  alcohol  unit 

We  discovered  very  quickly  that  the  random 
placement  of  patients  undergoing  alcoholic  detoxi- 
fication and  rehabilitation  among  the  general  medical 
beds  was  causing  many  problems.  Friction  with 
other  patients  was  common.  Alcoholic  patients 
derived  emotional  support  from  each  other,  and 
wanted  to  be  together.  They  resisted  separation 
from  their  comrades  even  when  the  presence  of  se- 
rious associated  disease  made  such  a separation  ad- 
vantageous from  the  viewpoint  of  medical  manage- 
ment. We  found  that  there  were  some  staff  members 
who  were  not  responsive  to  the  needs  of  the  alcoholic 
because  of  their  preconceived  inflexible  attitudes. 


Visiting  was  not  permitted  to  alcoholic  patients 
during  detoxification  because  it  either  aggravated  the 
emotionally  upset  or,  in  many  instances,  surrepti- 
tiously provided  alcohol.  Enforcement  of  this  policy 
was  next  to  impossible  with  the  random  placement 
of  patients. 

For  these  reasons,  and  on  the  advice  of  the  pro- 
gram coordinator,  it  was  decided  that  the  alcoholic 
patients  should  be  kept  together,  separate  from  other 
medical  patients,  under  the  care  of  selected  staff  who 
indicated  their  willingness  to  care  for  and  to  sym- 
pathize with  these  patients.  This  staff  attended  the 
meetings  of  the  patient  management  committee. 
Alcoholic  patients  were  transferred  out  of  the  unit 
only  when  there  was  a strong  medical  or  surgical  in- 
dication. 

Physician  associates 

Because  many  of  the  daily  tasks  in  managing  al- 
coholic patients  are  routine  and  repetitive,  it  was 
soon  found  that  for  many  duties  physicians  were 
neither  needed  to  render  the  type  of  care  required, 
nor  were  they  intellectually  stimulated  in  terms  of 
teaching  material  or  by  the  clinical  problems  en- 
countered. Because  of  the  limited  range  of  clinical 
teaching  material  and  limited  educational  value,  it 
was  felt  inappropriate  to  assign  residents  on  a full- 
time basis  to  this  primarily  service  function. 
Therefore,  the  unit  was  organized  so  that  primary 
care  could  be  rendered  by  several  full-time  P.A.s 
(physician  associates)  under  the  supervision  of  one 
part-time  attending  physician.  We  found  that  the 
P.A.s  had  a positive  attitude  toward  being  employed 
in  this  way  and  were  stimulated  by  the  level  of 
medical  care  involved.  Economically  the  situation 
was  advantageous  to  the  hospital  since  it  became 
unnecessary  to  employ  multiple  physicians  on  a 
full-time  basis. 

A protocol  was  developed  which  outlined  the 
duties  of  the  P.A.s  in  the  unit.  The  drugs  which  they 
were  allowed  to  prescribe  were  listed.  They  received 
training  in  problems  of  alcoholism  and  alcoholic 
detoxification,  and  in  their  inter-relationship  with 
other  departments  of  the  hospital.  Lines  of  referral 
were  clearly  defined  so  that  they  were  able  to  get  help 
when  needed.  Emphasis  was  placed  on  the  idea  that 
they  were  not  to  assume  responsibilities  beyond  their 
level  of  competence;  that  help  was  available  at  several 
different  levels.  In  the  patient  management  com- 
mittee meetings,  training  was  such  that  P.A.s  would 
be  accepted  by  other  groups,  especially  by  nurses  and 
residents. 

In  general  one  P.A.  was  responsible  for  about  15 
patients.  In  one  unit  of  28  beds,  two  P.A.s  staggered 
their  hours  so  that  one  or  the  other  was  in  attendance 
from  8:00  A.M.  to  8:00  P.M.  Supervision  was  by  a 
salaried  physician,  who  made  rounds  approximately 
two  and  one-half  hours  each  day.  P.A.s  were  re- 
sponsible for  writing  the  admission  history,  physical 
examination,  progress  notes,  and  discharge  summary. 
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The  admitting  orders  were  preprinted  but  could  be 
modified  by  the  P.A.s  as  indicated. 

Attending  physician 

The  attending  physician  wrote  an  admission  note, 
countersigned  the  P.A.’s  admission  notes,  orders,  and 
discharge  notes.  On  rounds,  which  included  the 
P.A.’s  counselors  and  program  coordinator,  he  saw 
the  unusual  problems,  diagnosed  associated  medical 
disease,  and  prescribed  therapy  and  disposition.  A 
consulting  psychiatrist  was  available  on  a part-time 
basis  for  psychiatric  evaluation  to  guide  the  P.A.s  and 
counselors  in  the  management  and  disposition  of 
patients  with  psychiatric  problems.  During  the 
night  and  on  weekends,  problems  in  the  unit  were 
handled  by  the  medical  residents  on  duty  and  present 
in  the  hospital.  Special  training  sessions  for  house 
staff  were  held  so  that  they  would  become  familiar 
with  the  problems  of  alcoholism  and  the  organization 
of  the  unit.  A protocol  was  developed  for  the  man- 
agement of  the  more  common  complications  of  al- 
coholism. 

Nursing,  security,  dietary 

Some  members  of  the  nursing  staff  did  not  regard 
the  alcoholic  as  deserving  nursing  care.  Rather,  they 
resented  what  they  felt  was  an  unnecessary  hospi- 
talization and  a possible  physical  threat.  Only 
nursing  personnel  who  volunteered  to  work  with  the 
alcoholic  were  assigned  to  this  program.  The  staffing 
pattern  was  basically  the  same  as  on  other  acute-care 
units.  The  extent  of  care  needed  by  this  patient 
population  was  similar  to  that  of  other  patient  groups 
and,  therefore,  required  the  same  intensive  nurs- 
ing. 

Disruption  on  the  unit  frequently  occurred  during 
visiting  hours,  because  visitors  would  often  bring 
alcohol  to  the  unit  or  precipitate  emotional  crises. . 
Therefore,  visitors  were  barred  from  the  unit.  The 
support  of  the  security  department  was  necessary  to 
enforce  this  rule  and  also  to  handle  the  occasional 
aggressive  patient.  The  strong  support  of  security 
personnel  was  reassuring  to  the  staff  working  on  the 
unit. 

During  detoxification,  alcoholics  quickly  regain 
their  appetites.  It  is  difficult  to  satisfy  the  appetites 
of  patients  during  the  third  to  sixth  day  of  detoxifi- 
cation. Double  portions  of  food  were  served.  This 
had  to  be  supplemented  by  snacks.  Easy  access  to 
peanut  butter  and  jelly  sandwiches  was  an  especially 
effective  solution. 

Finance 

The  staff  additions  necessary  to  the  program 
consisted  of  several  physician  associates  and  coun- 
selors, a coordinator  of  the  program,  and  one  half- 
time attending  physician.  These  additional  salaries 
were  compensated  by  a lower  intensity  of  other  ser- 
vices such  as  laboratory,  radiology,  and  the  need  for 


TABLE  I.  Admissions  to  alcohol  detoxification  unit, 
January,  1975,  to  June,  1975 

Rescue  Referral 

Team  From 

Admis-  Self  Other 

sions  Referrals  Agencies 

(Percent  (Percent  (Percent 


of  of  of  Total 

Monthly  Monthly  Monthly  Admis- 


Month 

Total) 

Total) 

Total) 

sions 

January 

99 

1 

0 

27 

February 

74 

13 

13 

38 

March 

47 

21 

32 

87 

April 

21.7 

47.0 

31.3 

83 

May 

34.7 

19.8 

45.5 

101 

June 

29.7 

23.4 

46.9 

128 

TABLE  II.  Patients  remaining  after  detoxification  for 


further  medica 

il  care  January,  1975,  to  June,  1975 

Month 

Number 

of 

Patients 

Percent 

of 

Admis- 

sions 

Total 

Admissions 

January 

4 

14.8 

27 

February 

16 

42.1 

38 

March 

16 

18.4 

87 

April 

23 

27.7 

83 

May 

17 

16.8 

101 

June 

19 

14.8 

128 

Totals 

95 

20.4 

464 

other  complex  diagnostic  and  therapeutic  modalities. 
Therefore,  expense  for  this  program  was  kept  at  a 
minimum.  This  was  not  a specially  or  separately 
funded  program.  All  income  was  derived  from  the 
usual  third-party  reimbursers,  and  it  more  than 
offset  total  costs. 

Results 

Our  program  began  in  December,  1973,  when  six 
beds  were  allocated  to  patients  brought  in  by  a rescue 
team  sponsored  by  the  Manhattan  Bowery  Project. 
This  program  was  developed  for  the  treatment  of 
street  alcoholics  on  the  upper  west  side  of  Manhattan 
at  the  urging  of  the  congresswoman  for  the  districts. 
The  number  of  beds  allocated  was  increased  gradu- 
ally first  to  10,  then  20;  by  March.  1975,  there  were 
23  beds,  and  by  June,  1975,  there  were  28  beds.  The 
occupancy  rate  was  95  to  100  percent.  The  average 
number  of  admissions  for  several  months  prior  to 
June,  1975,  was  about  125  patients  per  month  (Table 
I).  During  the  calendar  year,  1975,  we  treated  1,501 
patients.  Although  at  the  outset  all  patients  were 
street  alcoholics  referred  by  the  rescue  team,  by  June, 
1975,  the  rescue  team  referrals  accounted  for  only 
about  29  percent  of  admissions.  Affiliated  agencies 
referring  patients  included  community  groups,  labor 
unions,  corporations,  Alcoholics  Anonymous,  and 
other  organizations,  which  accounted  for  48  percent 
of  admissions.  As  word  of  the  facility  spread  through 
the  alcoholic  community,  the  number  of  walkins  in- 
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TABLE  III.  Disposition  of  patients  discharged  from 
alcohol  detoxification  unit  January,  1975  to  June,  1975* 

Dis- 

charged 

with 

After-  No  Against 

care  After-  Medical 


Month 

Referral 
(Per- 
cent) ' 

care 

Referral 

(Percent) 

Advice 

(Per- 

cent) 

Total 

Dis- 

charges 

January 

20 

64 

16 

25 

February 

54 

33.5 

12.5 

24 

March 

66 

18 

16 

85 

April  ^ 

51.9 

26 

18.4 

87 

May 

59.8 

18.5 

21.7 

92 

June 

60 

17.5 

22.5 

120 

*One  death  occurred  during  hospitalization. 


creased.  The  average  hospital  stay  was  five  to  seven 
days.  An  average  of  23  percent  of  the  patients  each 
month  had  a longer  duration  of  stay  because  of 
complicating  illness  requiring  additional  medical  or 
surgical  therapy  (Table  II).  Detoxification  was 
achieved  in  all  patients  staying  five  days  or  longer 
(Table  I).  At  time  of  discharge,  the  number  of  pa- 
tients referred  to  other  agencies  for  continuing  am- 
bulatory care  of  their  alcoholism  increased  with  the 
addition  of  the  coordinator  and  counselor  (Table 
III). 

Summary 

A 28-bed  unit  for  detoxification  of  alcoholics  was 
developed  within  an  acute-care  hospital.  Services 
were  provided  within  the  institution  and  through 
liaison  with  outside  agencies.  A program  coordina- 


tor, experienced  in  working  with  alcoholism,  was 
hired  and  encouraged  to  cut  across  traditional  lines 
of  authority  to  accomplish  her  mission.  She  initiated 
meetings  of  a patient  management  committee  in  the 
regular  meetings  of  which  the  staff  was  trained,  and 
their  attitudes  toward  alcoholics  were  improved. 
The  program  coordinator  was  responsible  for  de- 
veloping a counseling  program.  Early  experience  led 
to  the  recognition  that  alcoholics  are  best  kept  to- 
gether and  separate  from  other  medical  patients. 
The  majority  of  the  medical  management  of  these 
patients  could  be  done  by  physician  associates 
working  under  the  supervision  of  a part-time  at- 
tending physician,  supplemented  by  house-staff 
coverage  for  problem  patients,  and  on  nights  and 
weekends.  Only  nurses  who  volunteered  were  as- 
signed to  the  unit.  Strong  support  by  security  and 
dietary  departments  was  essential  to  the  smooth 
functioning  of  the  unit.  This  program  was  finan- 
cially feasible  because  third-party  reimbursement 
offset  the  costs. 

Beth  Israel  Hospital 
Division  of  Gastroenterology 
Nathan  Perlman  Place 
New  York,  N.Y.  10003 
(DR.  GELB) 
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Correction 

In  the  article,  “Heirs  to  Trotula,”  by  Elizabeth  C.  Smith,  appearing  in  the  June,  1977,  issue  of  the  Journal,  on 
page  1161  it  should  be  stated  that  Cooper  Medical  College  was  founded  in  1858,  not  1878. 
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The  development  of  effective  vaccines  against 
the  common  communicable  diseases  of  childhood 
should  in  theory  have  led  to  near-zero  incidence  of 
these  diseases  in  the  United  States.  Given  the  vast 
resources  in  this  country  for  the  delivery  of  immu- 
nizations through  both  the  private  and  public  sectors, 
the  attainment  of  near-zero  incidence  of  the  common 
childhood  communicable  diseases  should  be  easily 
attainable.  Yet  this  has  not  occurred.  In  fact,  in 
some  areas  of  the  country,  as  for  example  on  Long 
Island  and  in  Los  Angeles,  there  have  been  significant 
epidemics  of  measles.  And  in  other  parts  of  the 
country  diphtheria,  poliomyelitis,  rubella,  and 
pertussis  have  occurred  in  scattered  outbreaks. 
Clearly  then,  something  has  gone  wrong. 

Recognizing  the  problem  of  low  immunization 
levels,  the  secretary  of  Health,  Education,  and  Wel- 
fare, Joseph  A.  Califano,  Jr.,  announced  in  April, 
1977,  plans  for  launching  a major  national  immuni- 
zation campaign.  The  goal  of  this  campaign  is  to 
immunize  over  90  percent  of  the  20  million  children 
who  are  estimated  not  to  have  complete  immuniza- 
tion against  poliomyelitis,  measles,  rubella,  diph- 
theria, pertussis,  and  tetanus.  The  target  date  for 
achieving  this  goal  is  the  fall  of  1979.  In  addition,  the 
Carter  Administration  plans  to  establish  a perma- 
nent system  for  immunizing  the  approximately  3 
million  children  who  are  born  annually  in  the  United 
States.  To  achieve  these  goals,  government  plan- 
ners, practicing  physicians,  and  public  health  officials 
will  not  only  have  to  improve  the  existing  delivery 
systems,  but  they  will  also  have  to  overcome  those 
obstacles  which  to  a significant  degree  account  for  the 
less  than  desirable  immunization  levels  we  have 
today. 

Immunization  levels 

United  States.  Each  year  the  Bureau  of  the 
Census  in  cooperation  with  the  Center  for  Disease 


TABLE  I.  Measles  immunization  status,  age  group  1 
to  4,  United  States  1965-19751 


Year 

Population 

(Thousands) 

Percent  With 
Infection 

Vaccine 

Vaccine 

and/or 

Infection 

1965 

16,502 

33.2 

19.7 

51 

1966 

16,091 

45.4 

16.7 

59 

1967 

15,552 

56.4 

12.8 

66.2 

1968 

14,994 

58.8 

9.7 

66 

1969 

14,393 

61.4 

8.3 

66.9 

1970 

14,123 

57.2 

8.1 

62.3 

1971 

14,112 

61.0 

8.7 

66.6 

1972 

13,905 

62.2 

7.4 

66 

1973 

13,874 

61.2 

6.3 

64.1 

1974 

13,210 

64.5 

5.1 

66.6 

1975 

12,729 

65.5 

4.8 

67.7 

TABLE  II.  Rubella  immunization  status,  age  group  1 to 

4,  United  States  1970-19751 

Vaccine 

Population 

and/or 

Year 

(Thousands) 

Vaccine 

Infection 

Infection 

1970 

14,123 

37.2 

14.4 

47.3 

1971 

14,112 

51.2 

13.9 

59.4 

1972 

13,905 

56.9 

12.3 

63.3 

1973 

13,874 

55.6 

12.8 

62.4 

1974 

13,210 

59.8 

12.2 

66.0 

1975 

12,729 

61.9 

11.3 

67.5 

Control  conducts  the  United  States  Immunization 
Survey.  The  data  for  this  survey  are  obtained  during 
the  month  of  September  as  part  of  the  Current 
Population  Survey.  In  1975,  35,000  housing  units 
distributed  throughout  the  country  constituted  the 
survey  sample.1  During  the  survey  information  is 
obtained  on  immunizations  against  DTP  (diphthe- 
ria-tetanus-pertussis),  measles,  rubella,  smallpox, 
influenza,  and  mumps.  The  survey  also  acquires 
data  on  history  of  measles,  rubella,  mumps,  and 
chickenpox  infections  for  specified  age  groups.1 
Survey  data  are  tabulated  for  the  United  States  as 
a whole  and  for  its  major  geographic  divisions.  In 
addition  data  are  presented  for  what  is  termed  the 
SMSAs  (Standard  Metropolitan  Statistical  Areas). 
There  are  243  SMSAs  used  in  compiling  the  nation- 
wide data  for  SMSAs  in  general.  Each  SMSA  con- 
sists of  at  least  one  city  of  50,000  people  or  more  and 
may  include  adjacent  counties  which  have  close  social 
and  economic  links  with  it. 

Tables  I through  V present  the  results  of  recent 
national  immunizations  in  the  United  States.1 
These  data  are  based  on  interview  surveys.  In  in- 
terpreting these  data  one  must  bear  in  mind  that  they 
represent  national  averages  based  on  sample  surveys. 
There  is  much  variability  in  immunization  levels 
from  area  to  area  and  city  to  city.  In  parts  of  New 
York  State  and  New  York  City  for  example  immu- 
nization levels  among  preschool  children  are  con- 


1788  New  York  State  Journal  of  Medicine/September  1977 


TABLE  III.  DTP  immunization  status,  age  group  1 to  4, 
United  States  1965-19751 


Year 

Population 

(Thousands) 

• Percent  With' 
>3  Doses 

>4  Doses 

No  Doses 

1965 

16,502 

37.6 

73.9 

10.9 

1966 

16,091 

37.0 

74.5 

10.8 

1967 

15,552 

35.2 

77.9 

9.3 

1968 

14,994 

34.1 

76.5 

8.6 

1969 

14,393 

37.4 

77.4 

7.2 

1970 

14,123 

34.4 

76.1 

7.0 

1971 

14,112 

37.1 

78.7 

5.8 

1972 

13,905 

33.8 

75.6 

6.9 

1973 

13,874 

33.2 

72.6 

6.2 

1974 

13,210 

35.8 

73.9 

5.2 

1975 

12,729 

34.5 

75.2 

4.5 

TABLE  IV.  Poliomyelitis  immunization  status,  age 
group  1 to  4,  United  States  1965-19751 


Population 

Percent  With 

Year 

(Thousands) 

>3  Doses 

No  Doses 

1965 

16,502 

73.9 

9.9 

1966 

16,091 

70.2 

11.3 

1967 

15,552 

70.9 

11.7 

1968 

14,994 

68.3 

10.5 

1969 

14,393 

67.7 

10.2 

1970 

14,123 

65.9 

10.8 

1971 

14,112 

67.3 

8.6 

1972 

13,905 

62.9 

10.7 

1973 

13,874 

60.4 

13.9 

1974 

13,210 

63.1 

11.7 

1975 

12,729 

64.8 

10.3 

siderably  higher  than  the  national  averages  presented 

in  Tables  I through  V. 

Table  I presents  the  percentage  of  children  from 

one  to  four  years  from  1965  through  1975  who  have 

been  immunized  with  vaccine  or  through  natural 
infection.  The  percentages  of  children  immunized 
in  any  given  year  in  the  present  decade  has  been  in 
the  sixtieth  percentile.  In  central-city  areas  the 
levels  were  in  the  upper  fiftieth  percentile  through 
1973  and  in  the  sixtieth  percentile  in  1974  and  1975. 
Although  levels  of  immunization  against  measles 
have  not  fallen  over  the  past  five  years,  they  have  not 
risen  dramatically  either  in  spite  of  annual  public 
health  efforts  to  raise  them.  At  present  levels  large 
pools  of  susceptible  children  remain  vulnerable  to 
outbreaks  and  epidemics.  This  is  not  only  true  in 
those  parts  of  the  country  where  levels  are  below  the 
national  average,  but  also  of  those  areas  where  levels 
are  above  it.  Ideally,  measles  immunization  levels 
should  be  raised  well  into  the  ninetieth  percentile 
range  to  achieve  effective  epidemiologic  control.  But 
even  raising  the  present  levels  by  10  to  20  percent 
would  be  a considerable  improvement  over  the 
present  situation. 

As  shown  in  Table  II,  rubella  immunization  levels 
have  also  been  low.  Levels  of  DTP  immunization, 
however,  have  been  considerably  higher  than  for  ei- 
ther measles  or  rubella  (Table  III).  The  percentage 


TABLE  V.  Percent  of  population  1 to  4 years  of  age 
with  history  of  specified  doses  of  rubella,  measles,  DTP, 
polio,  and  mumps  vaccines  by  SMSA  central  cities  and 
remaining  SMSA,  United  States  1969-19751 

SMSA  Component  Area 

Vaccine  and  Year  Central  Cities  Remaining  SMSAs 


Rubella* 

1970 

38.3 

39.2 

1971 

51.6 

52.8 

1972 

56.8 

58.7 

1973 

56.9 

58.6 

1974 

61.1 

62.3 

1975 

61.7 

64.8 

Measles 

1969 

57.3 

66.6 

1970 

55.2 

61.7 

1971 

59.2 

64.7 

1972 

59.8 

66.0 

973 

59.6 

65.1 

1974 

62.5 

68.5 

1975 

65 

68.5 

DTP  (3+  Doses) 

1969 

73.8 

87.6 

1970 

68.9 

80.7 

1971 

71.9 

82.9 

1972 

68.5 

81.7 

1973 

67.4 

79.5 

1974 

69.5 

77.9 

1975 

68.8 

79.3 

Poliovirus  (3+  Doses) 

1969 

62.4 

72.5 

1970 

61 

70.8 

1971 

63.6 

71.6 

1972 

57.5 

68.3 

1973 

58 

66.6 

1974 

60 

68.1 

1975 

60.3 

69.8 

Mumps* 

1973 

33.4 

38.7 

1974 

37.9 

43.9 

1975 

43.6 

49.1 

* Rubella  vaccine  was  licensed  in  .June,  1969. 

* Mumps  vaccine  was  included  in  the  questionnaire  in  1973. 


of  children  aged  one  to  four  immunized  with  three 
doses  of  poliomyelitis  vaccine  was  9.1  percent  lower 
in  1975  than  in  1965  (Table  IV).  In  1975,  64.8  per- 
cent gave  a history  of  receiving  three  or  more  doses 
of  poliomyelitis  vaccine.  The  poliomyelitis  vaccine 
currently  used  in  the  United  States  is  exclusively  live 
oral  poliovirus  vaccine.  Vaccine  virus  can  be  spread 
from  vaccines  to  contacts  who  in  turn  acquire  im- 
munity. The  magnitude  of  this  form  of  immuniza- 
tion may  be  quite  large  but  would  not  be  reflected  in 
data  from  an  interview  survey.  In  1972,  an  immu- 
nization interview  survey  was  conducted  in  49,408 
entering  students  in  New  York  City  schools  among 
whom  66  percent  were  found  to  be  fully  immunized 
against  poliomyelitis.  In  1971,  sera  from  1,200 
children  from  poverty  areas  of  four  of  New  York 
City’s  five  boroughs  were  tested  by  the  Department 
of  Health  for  neutralization  antibodies  to  poliovirus 
types  I,  II,  and  III.  Among  children  three  years  of 
age,  92  percent  had  antibodies  to  type  I,  98  percent 
to  type  II,  and  80  percent  to  type  III.2  These  data 
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TABLE  VI.  Immunization  levels  in  day  care  centers  and  nurseries,  1974-1975  and  1975-19763 


Percent  Children  Adequately  Immunized 

— Diphtheria — -Poliomyelitis'  Measles - — Rubella ■ 


Type 

1974 

1975 

1974 

1975 

1974 

1975 

1974 

1975 

Upstate 
Day  care 

78 

82 

77 

81 

77 

82 

74 

79 

Nurseries 

86 

88 

86 

88 

84 

88 

86 

85 

New  York  City 
Pay  care 

87 

82 

87 

87 

86 

86 

85 

84 

Nurseries 

92 

92 

92 

92 

89 

91 

86 

90 

TABLE  VII.  Percentage  of  adequately  immunized  enterers  by  type  of  school,  1975-19763 

Percent  of  School  Enterers  Adequately  Immunized 

Diphtheria Poliomyelitis Measles Rubella 

Type  Upstate  New  York  City  Upstate  New  York  City  Upstate  New  York  City  Upstate  New  York  City 


Public 

93 

72 

92 

73 

93 

75 

93 

75 

Private 

90 

82 

89 

82 

89 

84 

88 

84 

Day  Care 

82 

87 

81 

87 

82 

86 

79 

84 

Nurseries 

88 

92 

88 

92 

88 

91 

85 

90 

Total 

92 

79 

91 

80 

92 

81 

91 

80 

show  much  higher  levels  of  protection  in  inner-city 
poverty  areas  than  those  obtained  through  interview 
surveys  asking  immunization  histories.  In  large 
measure  this  disparity  can  be  accounted  for  by 
transfer  of  vaccine  virus  from  vaccinated  children  to 
their  unvaccinated  contacts,  a transfer  which  is  fa- 
cilitated in  the  crowded  environment  of  the  inner  city 
where  levels  of  hygiene  are  poor. 

New  York  City  and  New  York  State.  Over  the 
past  several  years  immunization  surveys  have  been 
conducted  both  in  Upstate  New  York  and  New  York 
City.  In  New  York  City,  door-to-door  household 
interview  surveys  have  been  conducted  as  well  as 
surveys  of  children  registering  for  school.  In  1972, 
the  State  of  New  York  Department  of  Health  and  the 
State  of  New  York  Department  of  Education  con- 
ducted what  has  now  become  an  annual  Statewide 
survey  for  levels  of  immunization  to  diphtheria,  po- 
liomyelitis, and  measles.  In  1975  questionnaires 
were  sent  to  4,346  public  and  private  schools  in  the 
State  and  to  1,965  day  care  centers  and  nurseries. 
Schools  were  requested  to  provide  information  on  the 
number  of  children  immunized  against  the  four 
aforementioned  diseases  among  the  total  number  of 
school  enterers.  Statewide,  of  the  total  of  6,31 1 in- 
stitutions surveyed,  4,730,  or  75  percent,  responded. 
In  New  York  City  1,376  of  2,454,  56  percent,  re- 
sponded, while  in  Upstate  New  York  3,354  of  3,857, 
87  percent,  responded. 3 In  New  York  City  the  low 
response  rate  has  been  encountered  in  previous  State 
surveys.  In  large  measure  it  is  due  to  the  assignment 
of  a low  priority  to  the  survey  by  school  principals 
whose  staffs  have  been  sharply  reduced  in  recent 
years  because  of  the  fiscal  crisis. 

In  1975,  immunization  status  data  were  obtained 
in  this  survey  on  297,106  children  who  were  either 
entering  school  for  the  f irst  time  or  else  enrolled  in 
day  care  centers  or  nurseries.3 


Table  VI  presents  the  results  of  the  survey  in  916 
day  care  centers  and  252  nurseries.  The  levels  of 
immunization  in  New  York  City  day  care  centers  and 
nurseries  were  found  to  be  considerably  higher  than 
those  for  Upstate  New  York.  However,  as  shown  in 
Table  VII,  the  percent  of  public  and  private  school 
enterers  adequately  immunized  is  higher  in  Upstate 
New  York  than  in  New  York  City.  In  New  York 
City,  levels  are  considerably  higher  among  private 
school  enterers  than  among  public  school  enterers. 
Yet  in  Upstate  New  York  slightly  more  public  school 
enterers  are  adequately  immunized  than  private 
school  enterers. 

In  looking  at  these  data  one  must  bear  in  mind  that 
they  represent  averages  for  schools  across  the  State 
and  do  not  reflect  the  clusters  of  schools  where  levels 
are  much  lower  than  the  averages.  Also,  they  do  not 
reflect  the  status  of  almost  one-half  the  schools  in 
New  York  City;  44  percent  did  not  respond. 

In  New  York  City  the  Bureau  of  School  Health 
conducts  an  on-site  survey  of  the  immunization  levels 
of  all  school  enterers  in  all  grades  at  the  beginning  of 
each  year.  Table  VIII  presents  the  results  of  the 
1975  survey.  Levels  of  immunization  among  all 
school  children,  elementary  and  junior  high,  were  in 
the  seventieth  percentile  for  poliomyelitis,  DTP, 
measles,  and  rubella.  Both  of  these  surveys  reflect 
considerably  higher  levels  of  immunization  in  school 
enterers  in  Upstate  New  York  and  New  York  City 
than  in  the  United  States  as  a whole. 

Implications  of  current 
immunization  levels 

The  national  and  New  York  State  data  all  indicate 
first  of  all  that  large  numbers  of  children  are  ade- 
quately immunized  against  poliomyelitis,  DTP, 
measles,  and  rubella.  Levels  for  mumps  are  much 
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TABLE  VIII.  Percentage  of  children  adequately 
immunized  on  entry  to  school,  all  grades.  New  York  City, 
September,  1975* 


District 

Poliomyeli- 

tis 

DTP/DT 

Measles  Rubella  Mumps 

New  York  City 

76.8 

78.7 

76.4 

74.5 

35.4 

Manhattan 

70.6 

71.3 

68.8 

65.1 

27.3 

Central  Harlem 

81.2 

82.1 

81.1 

78.1 

19.8 

East  Harlem 

84.2 

84.8 

84.8 

83.6 

24  4 

Kips  Bay 

86.4 

86.9 

84.5 

78.2 

54.7 

Lower  East  Side 

65.3 

67.5 

62 

55.2 

29 

Lower  West  Side 

64.9 

66.8 

63.1 

58.1 

36.5 

Riverside 

62.2 

62 

61.2 

58.4 

23 

Washington  Heights 

66 

65.5 

63.1 

60.7 

25.8 

The  Bronx 

77 

77.4 

76.1 

74.8 

27.3 

Ford  ham 

85.6 

85.2 

83 

80.1 

36.2 

Morrisania 

65.5 

67.7 

65.6 

65.2 

15 

Mott  Haven 

74.5 

76.2 

75.2 

74.2 

17.5 

Pelham 

89.4 

91.5 

92.4 

90.5 

50.8 

Tremont 

63.5 

64.6 

64.2 

62.1 

17.8 

W’estchester 

87.2 

88.6 

85.7 

85.8 

37.7 

Brooklyn 

76.9 

77.8 

75.6 

74.5 

32.1 

Bay  Ridge 

94.9 

94  5 

94.2 

92.8 

56.1 

Bedford 

76.5 

77.2 

76.2 

73.3 

17.8 

Brownsville 

78.9 

80 

77.6 

77.2 

31.1 

Bushwick 

71 

73 

71.8 

72.9 

17.7 

Flatbush 

81.7 

82.8 

79.7 

78.6 

46.7 

Fort  (Ireene 

56 

56.2 

54.5 

54.2 

13.1 

(»ravesend 

86.5 

87.5 

86.1 

84.9 

49.3 

Red  Hook 

82.3 

84.2 

78.9 

77.5 

34.3 

Sunset  Park 

75.2 

76.7 

69.1 

66.5 

33.4 

Williamsburg 

57 

56.5 

55.7 

54.1 

11.6 

Queens 

77.6 

82.4 

79.6 

76.8 

46.4 

Astoria 

70.8 

75.7 

79 

75.7 

35 

Corona 

73.3 

77.3 

72.9 

69.1 

42.6 

Flushing 

86.3 

89.6 

85.8 

82.1 

57 

Jamaica  Fast 

73 

79.8 

78.7 

76.1 

49.1 

Jamaica  West 

83.3 

85.5 

85.4 

83.9 

48.4 

Maspeth 

74.1 

82.2 

70.7 

74.3 

36.2 

Richmond 

92.6 

93.1 

89.4 

88.6 

59.6 

* Source:  Bureau  of  School  Health,  Department  of  Health,  The  City 
of  New  York. 


lower,  for  a couple  of  reasons.  Mumps  is  viewed  by 
many  pediatricians  and  medical  practitioners  as  a 
relatively  benign  childhood  infection;  a large  per- 
centage of  cases  are  subclinical  or  very  mild.  The 
vaccine  is  relatively  new  and  quite  expensive  com- 
pared with  the  other  vaccines  used  among  children. 
These  facts  serve  as  deterrents  to  mumps  immuni- 
zation. 

The  data  also  indicate  that  there  are  sizable 
numbers  of  children  who  are  inadequately  immu- 
nized or  not  immunized  at  all.  These  children  are 
therefore  susceptible  and  if  clustered  in  given  schools 
or  geographic  locales  constitute  pools  of  susceptible 
individuals  capable  of  being  the  target  of  local  out- 
breaks and  epidemics.  The  magnitude  of  such  out- 
breaks depends  of  course  on  the  size  of  the  suscep- 
tible population  and  the  disease  in  question.  The 
extent  of  their  geographic  spread  is  determined  by 
the  levels  of  immunity  in  contiguous  geographic 
areas.  Measles  outbreaks,  for  example,  have  oc- 
curred among  susceptible  pockets  of  children  in 
Nassau  County  over  the  past  few  years,  yet  they  have 
not  spread  to  contiguous  New  York  City  where  im- 
munization levels  to  this  disease  are  quite  high.  In 
1976  there  were  only  496  cases  of  measles  in  New 
York  City,  constituting  a low  incidence  compared 
with  a decade  ago  when  several  thousand  cases  oc- 
curred each  year.4 

Diphtheria  has  sporadically  occurred  in  New  York 


City  in  recent  years,  among  small  pools  of  unimmu- 
nized susceptible  persons.5  In  the  first  four  months 
of  1977,  the  first  cases  of  this  disease  in  five  years 
occurred  in  New  York  City.  There  were  five  cases 
and  two  deaths  among  children  who  had  never  been 
immunized.  In  1972  there  were  4 cases  among  a 
family  of  15,  none  of  whom  had  been  adequately 
immunized.  One  child  died  in  this  outbreak.5 
These  scattered  outbreaks  of  diphtheria  point  out 
that  in  spite  of  high  levels  of  herd  immunity  in  the 
pediatric  population,  the  causative  agent  manages 
to  survive  and  does  eventually  reach  susceptible  in- 
dividuals who  can  develop  severe  and  fatal  illness.  In 
1976  there  were  106  reported  cases  of  rubella  in  New 
York  City,  1,746  cases  of  mumps,  and  1 case  of  po- 
liomyelitis. Conceding  that  underreporting  of  cases 
is  significant  today  as  it  was  in  the  past,  the  data 
speak  for  rather  low  disease  incidence.  The  likeli- 
hood is  that  if  immunization  levels  remain  about  the 
same  in  the  United  States  we  will  witness  geo- 
graphically well-circumscribed  outbreaks,  sporadic 
cases,  and  clusters  of  cases  among  susceptible  people 
in  the  future.  It  is  very  unlikely  that  massive  epi- 
demics extending  over  wide  geographic  areas  would 
occur  simply  because  current  immunization  levels 
constitute  a significant  barrier  to  spread. 

Public 's  perception  of  problem 

It  would  not  be  an  exaggeration  to  say  that  most 
people  perceive  the  communicable  diseases  of 
childhood  as  either  a thing  of  the  past  or  else  as 
something  children  must  go  through  as  sort  of  a 
necessary  rite  de  passage.  The  latter  view  is  com- 
mon in  inner-city  poverty  areas  among  blacks  and 
Hispanics,  many  of  whom  do  not  perceive  these  dis- 
eases as  being  very  serious.  Both  attitudes  result  in 
apathy  about  childhood  immunizations.  Newspaper 
headline  announcements  of  measles  epidemics  in 
California,  Ohio,  or  nearer  home  in  Nassau  County 
in  1977  did  not  result  in  an  increased  demand  for 
measles  immunizations  in  New  York  City.  Similarly, 
heavy  television,  radio,  and  newspaper  coverage  of 
the  1977  cluster  of  diphtheria  cases  in  New  York  City 
did  not  serve  to  motivate  parents  to  have  their  chil- 
dren immunized.  In  a sense  we  are  locked  into  a sort 
of  holding  pattern  by  parental  apathy  spawned  in 
part  by  the  relatively  low  incidence  of  these  diseases 
and  by  the  belief  that  they  are  not  serious  anyway. 

Credibility  gap  and 
swine  influenza  program 

To  these  factors  must  be  added  the  serious  erosion 
of  the  credibility  of  official  warnings  about  potential 
epidemics.  Zealous  public  health  officials  have  been 
annually  forecasting  serious  epidemics  of  measles, 
poliomyelitis,  diphtheria,  and  pertussis  over  the  past 
several  years  in  a sincere  attempt  to  raise  immuni- 
zation levels.  They  have  warned  that  such  epidemics 
will  occur  if  immunization  levels  are  not  raised.  In 
conjunction  with  this,  they  have  engaged  in  epide- 
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miologic  hyperbole,  terming  clusters  of  cases  as 
“outbreaks”  and  local  outbreaks  as  “epidemics.” 
These  scare  tactics  have  not  resulted  in  significant 
increases  in  immunization  levels,  but  have  often 
obtained  the  increased  levels  of  funding  also  sought 
through  this  campaign  of  hyperbole.  And  most 
important,  the  epidemics  which  have  been  fore- 
casted have  simply  not  materialized  in  the  public’s 
view,  thereby  either  generating  skepticism  or  rein- 
forcing it.  Many  view  the  swine  influenza  predic- 
tions of  1976  as  having  been  a major  extension  of  this 
already  existing  approach  to  motivate  the  public. 
Whereas  previous  predictions  about  measles  and 
other  diseases  escaped  sharp  scrutiny,  those  con- 
cerning swine  influenza  did  not.  The  predictions 
were  challenged  by  respected  scientists  under  intense 
media  and  press  coverage,  further  eroding  the  cred- 
ibility of  the  advocates  of  a mass  immunization 
program.  That  swine  influenza  did  not  materialize 
as  predicted  only  served  to  reinforce  the  public’s 
skepticism  of  the  statements  of  public  health  offi- 
cials, not  only  those  dealing  with  swine  influenza  but 
also  those  dealing  with  other  communicable  diseas- 
es. 

Two  other  important  issues  were  also  brought  into 
high  profile  by  the  swine  influenza  program:  un- 
toward reactions  and  medical  malpractice.  Un- 
toward reactions,  including  the  Guillain-Barre  syn- 
drome, received  intense  publicity.  The  recitation  of 
statistics  by  public  health  officials  indicating  the 
relative  statistical  insignificance  of  occurrence  of  side 
reactions  was  poor  currency  when  paired  off  against 
human  interest-oriented  television  and  radio  inter- 
views of  ordinary  people  who  had  these  reactions  or 
of  their  relatives  if  they  had  died.  That  the  Guil- 
lain-Barre syndrome  was  a relatively  rare  occurrence 
had  little  effect  on  turning  the  public’s  attitude 
around  about  the  swine  influenza  vaccine.  Many  are 
now  unwilling  to  be  immunized  or  to  have  their 
children  immunized  with  any  antigen  unless  there  is 
a zero  possibility  of  side  reactions.  For  some,  the 
relative  risks  of  measles  for  example  are  viewed  as 
being  less  than  the  risks  from  the  vaccine.  Statistical 
arguments  have  so  far  had  little  effect  in  convincing 
those  who  hold  this  view  that  they  are  wrong. 

Closely  allied  to  the  problem  of  untoward  reactions 
is  that  of  medical  malpractice.  This  issue  surfaced 
very  early  in  the  swine  influenza  program  when  the 
four  pharmaceutical  houses  producing  the  vaccine 
lost  their  liability  insurance  coverage.  Congress 
eventually  had  to  pass  indemnification  legislation. 
A large  number  of  lawsuits  have  now  been  filed  by 
people  alleging  reactions  of  various  kinds  and  degrees 
of  seriousness.  From  a medical  historic  perspective 
this  represents  the  first  episode  of  large-scale  lawsuits 
associated  with  an  immunization  campaign.  Prior 
to  the  swine  influenza  program,  the  issue  of  liability 
had  already  begun  to  be  a thorny  problem,  particu- 
larly with  regard  to  live  poliovirus  vaccine.  The  well 
known  Reyes  case  witnessed  $200,000  paid  to  the 


plaintiff  who  claimed  permanent  damage  from  live 
oral  poliovirus  vaccine.  The  intensification  of  this 
problem  has  occurred  against  a background  of  de- 
clining numbers  of  vaccine  manufacturers.  If  cur- 
rent and  past  trends  presage  future  developments 
there  will  be  increasingly  fewer  pharmaceutical 
houses  engaging  in  vaccine  production  in  the  future. 
At  the  same  time  consent  forms  required  by  manu- 
facturers from  physicians  using  vaccines  supplied  by 
public  agencies  have  become  more  and  more  com- 
plex. Those  now  required  for  poliomyelitis  vaccine 
are  geared  more  for  the  manufacturers’  protection 
than  for  patient  information. 

The  liability  issue  was  discussed  at  the  Second 
National  Immunization  Conference  in  April,  1977. 
Some  participants  suggested  federalizing  all  vaccine 
manufacture  and  delivery.  Although  this  a likely 
possibility  in  the  future,  the  current  conference 
suggested  the  establishment  of  a system  under  which 
the  Federal  government  would  assume  liability  for 
all  claims  associated  with  the  use  of  vaccines  em- 
ployed in  a campaign  declared  by  the  President  to  be 
of  “grave  public  health  interest.” 

The  near  future  is  likely  to  witness  increasing 
government  involvement  in  the  liability  issue  and  a 
key  government  role  in  vaccine  production  and  policy 
making.  It  would  be  erroneous  to  attribute  these 
developments  to  the  swine  influenza  program.  They 
would  have  occurred  even  in  the  absence  of  that 
program,  albeit  at  a slower  pace.  The  swine  in- 
fluenza immunization  campaign  in  a sense  served  as 
the  stage  on  which  medical  malpractice  entered  the 
previously  insulated  world  of  public  health  prac- 
tice. 

Raising  immunization  levels 

Current  national  levels  of  immunization  should  be 
ideally  raised  into  the  ninetieth  percentile.  To  ac- 
complish this  a number  of  problems  must  be  over- 
come. These  include:  (1)  public  apathy,  skepticism, 
and  fear;  (2)  the  liability  issue;  (3)  apathy  on  the  part 
of  public  health  departments,  medical  practitioners, 
and  school  officials;  (4)  inadequacies  in  the  health 
care  delivery  system  which  reduce  accessibility  to 
immunizations;  and  (5)  the  lack  of  a permanent  na- 
tional system  for  immunizing  the  3 million  children 
born  annually  in  the  United  States. 

None  of  these  problems  can  be  solved  overnight. 
Public  apathy  has  historically  been  neutralized  by 
panic  reactions  to  outbreaks  and  epidemics,  resulting 
in  increased  numbers  of  immunizations.  But  in  re- 
cent years,  and  particularly  in  the  past  year,  skeptical 
consumer  parents  have  not  rushed  to  have  their 
children  immunized  against  measles,  even  in  the  face 
of  measles  epidemics.  Public  discussion  of  the  ideal 
age  at  which  measles  vaccine  should  be  given  and 
expressions  of  concern  by  some  scientists  about  its 
long-term  safety  have  made  some  parents  decide  not 
to  have  their  children  immunized.  Learned  con- 
census can  dismiss  as  pure  speculation  expressions 
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of  concern  about  “slow  viruses”  such  as  the  measles 
virus,  and  what  they  might  do  in  terms  of  causing 
disease  in  later  life.  But  those  doing  the  speculation 
hasten  to  point  out  that  measles  vaccines  are  rela- 
tively new  with  only  a 14-year-long  track  record,  not 
long  enough  to  disprove  their  theory.  The  consumer 
parent  understandably  asks  who  is  right  and  who  is 
wrong. 

Physicians  who  must  advise  parents  and  immunize 
children  are  best  guided  by  the  recommendations  of 
such  bodies  as  the  American  Academy  of  Pediatrics 
and  the  U.S.  Public  Health  Service  Expert  Advisory 
Committee  on  Immunization  Practices.  It  is  un- 
derstandable that  a large  portion  of  the  general 
public  is  skeptical  about  all  types  of  vaccine,  espe- 
cially in  this  period  following  the  controversial  swine 
influenza  immunization  program.  And  the  physician 
invoking  the  recommendations  of  learned  bodies  and 
committees  finds  this  of  little  help  in  persuading 
some  parents.  The  latter  are  quick  to  point  out  that 
these  groups  also  endorsed  the  swine  influenza  vac- 
cine. But  with  effort  and  equipped  with  updated 
knowledge,  the  practicing  physician  can  allay  the 
anxieties  parents  have  and  thereby  make  an  appre- 
ciable contribution  toward  raising  immunization 
levels. 

Apathy  on  the  part  of  public  health  departments, 
medical  practitioners,  and  school  officials  have  sig- 
nificantly contributed  to  low  immunization  levels  in 
many  parts  of  the  United  States.  New  York  State, 
however,  has  had  relatively  high  immunization  levels, 
reflecting  a greater  effort  on  the  part  of  both  private 
practitioners  and  public  agencies  to  get  children 
immunized.  Our  task  is  to  raise  these  levels  even 
higher,  an  achievable  goal  which  will  require  greater 
effort  on  the  part  of  all. 

The  solution  of  the  liability  question  and  the  es- 
tablishment of  a permanent  national  immunization, 
system  will  require  national  initiatives  and  con- 
gressional legislation.  Both  issues  are  being  dis- 
cussed at  the  national  level,  and  it  is  likely  that  so- 
lutions to  them  will  be  forthcoming  in  the  not  too 
distant  future. 

Inaccessibility  or  difficult  access  to  immunization 
services  is  a problem  whose  seriousness  varies  greatly 
from  one  part  of  the  United  States  to  another.  It  is 
essentially  of  two  types:  geographic  or  cost-pro- 
hibitive. The  populations  in  the  United  States  for 
whom  immunizations  are  geographically  inaccessible 
or  of  difficult  access  are  found  in  both  rural  and 
urban  settings.  In  the  latter  setting,  increased  dis- 
tance from  a clinic,  even  of  only  a few  blocks,  wit- 
nesses a face-off  in  utilization  of  immunization  ser- 
vices. Utilization,  however,  does  fluctuate  upward 
with  panic  associated  with  epidemics  and  downward 
with  apathy  in  quiescent  periods.  In  rural  areas, 
miles  substitute  for  city  blocks.  A far  greater  prob- 
lem, however,  is  inaccessibility  resulting  from  par- 
ents’ inability  to  pay  for  immunizations.  The 
working  poor,  who  cannot  afford  to  pay  and  who 


TABLE  IX.  New  York  City  Department  of  Health 
guidelines  for  immunizing  children* 


Age 

Vaccine 

Comments 

Primary 

Immuniza- 

tions 

2 months 

DTP  and 

Diphtheria,  tetanus,  and 

Polio 

pertussis  (whooping  cough)  are 
combined  in  one  injection 

4 months 

DTP  and 
Polio 

Same  as  for  2 months 

6 months 

DTP  and 
Polio 

Same  as  for  2 months 

12  to  15 

Measles- 

Available  as  three  vaccines 

months 

rubella- 

combined  for  one  injection. 

mumps 

Successful  immunization  is 
more  likely  at  15  months  than 
at  12  months.  When  there  are 
outbreaks  of  measles,  vaccine 
may  be  given  again  after  15 
months  of  age.  Protection 
should  be  lifelong. 

18  months 

DTP  and 

These  doses  are  considered  to  be 

Polio 

an  integral  part  of  the  primary 
immunizing  series  and  should 
not  be  omitted  or  postponed. 

Booster 

Immuniza- 

tions 

4 to  5 years 

DTP  and 

Should  be  given  prior  to  school 

Polio 

entry 

Every  10 

Td 

Should  be  given  at  10-year 

years 

intervals  to  persons  6 years  of 
age  and  above. 

' Physicians  may  choose  to  change  the  schedule  to  meet  the  needs  of 
individual  patients. 


because  of  their  income  are  ineligible  for  Medicaid, 
find  themselves  in  a difficult  situation.  In  New  York 
City  they  can  obtain  free  immunizations  for  their 
children  at  any  one  of  60  locations.  Improvements 
in  the  effectiveness  of  the  health  care  delivery  system 
and  patient  accessibility  to  immunizations  is  very 
much  tied  to  broader  issues  dealing  with  national 
health  insurance  and  a national  health  system. 
While  the  current  crash  program  to  raise  immuni- 
zation levels  may  achieve  a significant  degree  of 
success,  it  may  not  result  in  ideal  levels  of  immuni- 
zation. This  is  because  it  may  not  be  able  to  signif- 
icantly overcome  the  five  major  obstacles  just  men- 
tioned. But  even  small  increases  in  immunization 
levels,  however  small,  are  worth  striving  for,  since 
they  reduce  the  number  of  susceptible  individuals 
from  a collective  perspective  and  illness  and  suffering 
for  the  individual  patient. 

Guidelines  for  immunizing 
children  and  adults 

The  New  York  City  Department  of  Health 
guidelines  for  immunizing  children  are  presented  in 
Table  IX.  These  guidelines  differ  from  those  rec- 
ommended by  the  U.S.  Public  Health  Service  Advi- 
sory Committee  on  Immunization  Practices  with 
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respect  to  measles  immunizations.  The  American 
Academy  of  Pediatrics  has  recently  recommended 
that  measles  immunizations  be  given  at  15  months. 
This  is  because  studies  have  shown  that  about  10 
percent  of  children  below  1 year  of  age  have  maternal 
antibodies  which  can  interfere  with  the  development 
of  permanent  antibodies  in  response  to  vaccine.  At 
15  months  of  age,  very  few  children  possess  inter- 
fering maternal  antibodies. 

There  is  a relatively  high  risk  of  measles  among  the 
medically  indigent  urban  pediatric  population  in 
places  like  New  York  City.  The  reservoir  of  sus- 
ceptible immunized  children  would  be  increased  in 
New  York  City  if  measles  immunizations  were 
postponed  until  15  months  of  age.  Also,  the  child 
health  stations  of  the  Department  of  Health,  which 
service  one-quarter  of  all  children  born  in  the  city, 
consistently  experience  a fall  in  attendance  after 
infants  reach  one  year  of  age.  If  we  do  not  immunize 
many  children  at  one  year,  we  run  the  risk  of  never 
being  able  to  immunize  them.  For  these  reasons  the 
City  of  New  York  Department  of  Health  clinics 
continue  to  administer  measles-mumps-rubella 
vaccine  at  12  months  of  age. 

The  current  national  recommendation  to  im- 
munize against  measles  at  15  months  may  be  modi- 
fied for  local  areas  in  the  event  of  epidemics.  In  se- 
vere local  epidemics,  measles  immunizations  can  be 
given  to  infants  who  are  six  months  and  older.  This 
provides  for  immediate  short-term  protection.  But 
since  maternal  antibodies  may  be  present  among 
those  below  13  months,  they  should  be  reimmunized 
at  15  months  to  provide  them  with  long-term  pro- 
tection. Thus,  while  the  general  recommendation 
is  to  administer  measles-mumps-rubella  vaccine  at 
15  months  of  age,  public  health  departments  may  opt 
for  the  earlier  12-month  age  for  inner-city  poverty 
populations  for  the  reasons  just  stated  and  may  even 
recommend  immunization  before  one  year  of  age  in 
the  event  of  an  epidemic. 

Physicians  should  be  aware  that  the  Salk  killed 
poliovirus  vaccine  will  soon  become  available  again 
in  the  United  States.  In  recent  years,  the  Salk  vac- 
cine was  no  longer  produced  in  the  United  States.  In 
April,  1977,  the  Institute  of  Medicine  recommended 
that  the  Salk  vaccine  be  made  available  as  an  option 
for  those  who  preferred  it  over  the  Sabin  live  oral 
poliovirus  vaccine.  The  Institute’s  committee  which 
conducted  a study  of  poliovirus  vaccines  for  the  De- 
partment of  Health,  Education,  and  Welfare  also 
recommended  that  the  Salk  vaccine  be  the  one  of 
choice  for  immunodeficient  children  and  their  sib- 
lings, immunosuppressed  persons,  those  with  high 
susceptibility  to  infection,  and  nonimmune  adults 
traveling  to  areas  of  high  poliomyelitis  incidence. 
The  latter  group  of  patients  has  posed  a serious 
problem  for  physicians  over  the  past  several  years, 
since  oral  poliovirus  vaccine  is  not  routinely  recom- 
mended for  those  over  18  years  of  age. 


TABLE  X.  Tetanus  prophylaxis6 

Minor  Clean 

— Wounds — -Other  Wounds 

Previous  Doses  of  Tetanus 


Toxoid 

Td 

TIG 

Td 

TIG 

Unknown  or  uncertain 

Yes 

No 

Yes 

Yes 

0 to  1 

Yes 

No 

Yes 

Yes 

2 

Yes 

No 

Yes 

No* 

3 or  more 

Not 

No 

No** 

No 

* Unless  wound  more  than  24  hours  old. 

* Unless  more  than  10  years  since  last  dose. 
**  Unless  more  than  5 years  since  last  dose. 


Comments  on  specific  vaccines 

DTP.  The  toxoids  and  vaccine  are  available  not 
only  in  various  combinations,  but  also  in  different 
concentrations.  The  three  most  important  combi- 
nations are:  (1)  T (tetanus  toxoid);  (2)  Td  (tetanus 
and  diphtheria  toxoids,  adult  type);  and  (3)  DTP 
(diphtheria  and  tetanus  toxoids  and  pertussis  vac- 
cine). 

In  each  of  these  combinations  the  concentration 
of  tetanus  toxoid  is  the  same.  In  Td  the  concentra- 
tion of  diphtheria  toxoid  is  only  one-fifth  that  con- 
tained in  the  standard  DTP  preparation  used  in  in- 
fants and  children. 

The  course  of  primary  immunization  with  DTP  is 
presented  in  Table  IX.  For  children  who  are  six 
years  and  above  and  adults  who  are  being  immunized 
for  the  first  time  the  following  schedule  is  recom- 
mended: a series  of  three  doses  of  Td  given  intra- 
muscularly; the  second  dose  is  given  from  four  to  six 
weeks  after  the  first  and  the  third  dose  one  year  after 
the  second.  If  a primary  trivalent  oral  poliovirus 
vaccine  series  is  being  given  simultaneously,  then  the 
second  dose  of  Td  should  be  given  six  to  eight  weeks 
after  the  first.  Td  is  the  agent  of  choice  for  children 
six  years  and  older  and  for  adults  who  are  being  im- 
munized. Reactions  to  diphtheria  toxoid  increase 
with  age  and  can  be  quite  severe.  For  this  reason 
DTP  should  not  be  used  in  adults.  The  incidence 
and  severity  of  reactions  also  increase  if  booster  doses 
are  given  more  frequently  than  every  ten  years.6 

Tetanus  toxoid  and  tetanus  immune  globulin. 
Complete  primary  immunization  with  tetanus  toxoid 
gives  long-lasting  levels  of  protective  antitoxin. 
Even  higher  levels  of  antitoxin  develop  when  a 
booster  dose  is  given  to  those  who  have  had  at  least 
two  doses  of  tetanus  toxoid.  Thus  TIG  (tetanus 
immune  globulin  (human))  need  be  used  only  when 
a patient  has  fewer  than  two  previous  injections  of 
toxoid  or  when  the  wound  has  been  untreated  for 
more  than  a day.6 

Table  X presents  a general  guide  to  active  and 
passive  immunization  to  tetanus  at  the  time  of  wound 
cleansing  or  debridement.  The  physician  using  it 
must  have  a good  knowledge  of  the  patient’s  immu- 
nization history.  Otherwise  it  is  best  to  assume  that 
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the  patient  has  received  no  previous  immuniza- 
tions. 

TIG  is  now  used  almost  exclusively,  having  re- 
placed animal  antitoxins  which  often  gave  serious 
side  reactions.  TIG  gives  long  protection  and  is 
relatively  free  from  serious  side  reactions.  The  usual 
dose  given  is  250  units,  but  more  may  be  required  for 
wounds  of  a very  serious  nature.  Separate  syringes 
should  be  used  for  giving  tetanus  toxoid  and  TIG, 
and  they  should  be  injected  into  separate  anatomic 
sites. 

Measles-mumps-rubella  vaccines.  Measles- 
mumps-rubella  vaccines  are  manufactured  singly  or 
in  various  combinations.  Table  IX  presents  the 
schedule  for  primary  immunization  of  infants.  A 
single  dose  of  these  vaccines  given  subcutaneously 
at  15  months  of  age  will  result  in  permanent  immu- 
nity in  most  children.  As  explained  earlier,  measles 
immunization  may  be  undertaken  in  younger  infants 
in  the  face  of  epidemic  exposure.  Vaccination  of 
children  over  15  years  of  age  and  of  adults  has  not 
been  necessary  in  the  United  States  until  recently, 
since  most  were  immune.  However,  children  who 
were  vaccinated  before  12  months  of  age  may  be 
susceptible  unless  revaccinated.  Also  children 
vaccinated  simultaneously  with  both  vaccine  and 
MIG  (measles  immune  globulin)  or  with  inactivated 
measles  vaccine  should  be  revaccinated,  since  they 
develop  inadequate  antibody  titers.  Many  children 
who  were  vaccinated  with  these  vaccines  and  ac- 
cording to  these  protocols  are  now  teenagers  and  may 
be  susceptible.  Physicians  should  verify  their  im- 
munization records  and  revaccinate  the  children  if 
necessary. 

Measles  may  be  prevented  or  modified  if  MIG  is 
given  within  48  hours  after  exposure.  Immune 
serum  globulin  (ISG)  is  also  effective.  Both  are  given 
in  a dose  of  0.1  ml.  per  pound  of  body  weight.  Chil- 
dren so  treated  should  be  given  measles  vaccine  three 
months  later  if  they  are  at  least  15  months  old. 

Mumps  vaccine  can  be  used  at  any  age  after  12 
months.  Because  many  cases  of  mumps  are  sub- 
clinical  or  clinically  mild,  there  has  been  less  enthu- 
siastic adoption  of  mumps  vaccine  use  by  physicians 
than  other  vaccines.  The  vaccine  is  of  particular 
value  in  children  approaching  puberty,  adolescents, 
and  adult  males  who  have  not  had  mumps.  Delin- 
eating susceptible  persons  is  not  possible  on  the  basis 
of  clinical  history,  since  so  many  infections  are 
asymptomatic.  The  only  reliable  method  of  estab- 
lishing susceptibility  is  through  serologic  testing. 
The  currently  available  skin  test  is  not  a reliable  in- 
dicator of  immunity.6 

Rubella  vaccine  is  recommended  for  all  individuals 
between  15  months  and  puberty.  Preschoolers  and 
elementary  school  children  are  the  priority  target 
population  for  rubella  vaccine,  since  they  are  the 
principal  source  of  the  virus  in  a community.  The 
immunization  of  adolescent  girls  and  adult  women 


should  only  be  undertaken  if  they  are  shown  by  se- 
rologic testing  to  be  susceptible  and  if  they  agree  to 
prevent  pregnancy  for  two  months  after  immuniza- 
tion.6 The  immunization  of  adolescent  and  adult 
males  is  of  a low  order  of  priority  except  in  controlling 
outbreaks  and  epidemics.  There  is  merit  in  im- 
munizing women  in  the  immediate  postpartum  pe- 
riod who  are  susceptible  as  demonstrated  by  serologic 
testing. 

Poliomyelitis  vaccine.  The  primary  course  of 
immunization  against  poliomyelitis  is  presented  in 
'Table  IX.  The  primary  series  is  three  doses  for 
children  6 years  and  older  and  for  adolescents  up  to 
18  years  of  age.  The  first  two  doses  of  TOPV  (tri- 
valent  oral  poliovirus  vaccine)  should  be  given  6 to 
8 weeks  after  the  first  and  the  third  8 to  12  months 
after  the  second.  If  poliomyelitis  vaccine  is  being 
given  to  someone  between  6 and  18  years  of  age  in 
conjunction  with  Td,  the  third  dose  of  it  should  be 
given  a year  after  the  second  to  keep  in  synchrony 
with  the  scheduling  of  Td. 

TOPV  is  not  routinely  recommended  for  adults  in 
the  United  States  because  of  the  unlikelihood  of  ex- 
posure. However,  adults  working  in  medical  labo- 
ratories, hospitals,  and  sanitation  facilities  are  at 
increased  risk  as  are  those  traveling  to  areas  of  high 
incidence  such  as  Africa,  Central  and  South  America, 
and  Asia.  Adults  in  these  categories  should  prefer- 
ably be  given  immunization  with  Salk  killed  polio- 
virus vaccine. 

The  need  for  an  additional  booster  dose  of  TOPV 
has  not  been  established,  but  it  may  be  given  if  there 
is  uncertainty  about  the  adequacy  of  protection.  A 
single  booster  dose  of  TOPV  can  be  given  to  those 
traveling  into  areas  of  high  poliomyelitis  incidence 
or  those  in  hazardous  occupations  provided  they  have 
received  a full  primary  series. 

Smallpox  vaccines.  At  the  present  time,  small- 
pox is  confined  to  the  Horn  of  Africa,  that  is,  Ethio- 
pia, Somalia,  and  eastern  Kenya,  where  it  has  oc- 
curred in  sporadic  outbreaks.  The  World  Health 
Organization  is  hopeful  that  global  eradication  will 
be  achieved  by  the  end  of  this  year.  Routine  small- 
pox immunizations  are  no  longer  indicated  for 
United  States  residents  within  the  confines  of  the 
United  States.  However,  travelers  to  the  remaining 
endemic  areas,  such  as  Ethiopia,  Somalia,  and 
Kenya,  should  be  immunized.  In  addition,  many 
countries  still  require  a valid  smallpox  vaccination 
certificate  of  all  arrivals,  even  those  coming  from 
smallpox-free  areas.  Many  of  these  regulations  are 
being  changed  at  present  in  light  of  the  disappear- 
ance of  smallpox  from  most  countries  of  the  world. 
Travelers  should  ascertain  specific  country  re- 
quirements before  leaving  the  United  States  to  avoid 
unnecessary  inconvenience  on  arrival.  This  can  be 
easily  done  when  inquiring  about  visas  through 
consulates,  embassies,  and  permanent  missions  to  the 
United  Nations. 
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Contraindications 

DTP.  DTP  preparations  should  be  used  with 
caution  if  there  has  been  a history  of  adverse  reaction 
to  either  DTP  or  Td.  Local  reactions  consisting  of 
pain,  redness,  and  swelling  and  fever  are  not  un- 
common in  adults.  Fractionated  doses  of  DTP  may 
be  used  to  avoid  or  at  least  minimize  such  reactions. 
Individuals  receiving  steroid  therapy  should  not  re- 
ceive these  preparations.  Minor  infections  such  as 
upper  respiratory  tract  infections  not  associated  with 
fever  are  not  contraindications  to  DTP  use,  but  fe- 
brile illnesses  are. 

Measles-mumps-rubella  vaccines.  There  are 
a number  of  contraindications  to  the  use  of  mea- 
sles-mumps-rubella live-virus  vaccines.  They  in- 
clude: (1)  pregnancy;  (2)  malignant  conditions  or 
leukemia;  (3)  febrile  illnesses  of  a moderate  or  severe 
nature;  (4)  the  use  of  immunosuppressive  agents  or 
steroids;  (5)  if  immune  serum  globulin  has  been  given 
in  the  previous  twelve  weeks;  (6)  sensitivity  to  eggs 
if  the  vaccine  is  prepared  in  eggs  and  rabbit  sensi- 
tivity if  vaccine  is  prepared  in  rabbit  kidney;  (7)  ac- 
tive, untreated  tuberculosis;  and  (8)  altered  immune 
states.  Tuberculin  skin  tests  should  not  be  given  for 
six  weeks  following  measles,  mumps,  or  rubella  im- 
munizations. They  can  be  administered  on  the  same 
day  these  vaccines  are  given. 

Poliomyelitis  vaccine.  Poliomyelitis  vaccine 
should  not  be  administered  to  anyone  with  severe 
underlying  disease  such  as  leukemia,  lymphoma,  or 
generalized  malignant  condition.  It  should  not  be 
given  to  those  with  altered  immune  states  or  those 
who  are  being  treated  with  steroids,  alkylating 
agents,  antimetabolites,  or  radiation.  Persistent 
vomiting  and  diarrhea  are  also  contraindications. 
Live  oral  poliovirus  vaccine  should  not  be  given  to 
individuals  over  18  years  of  age. 

Smallpox  vaccine.  Vaccination  is  contraindi- 
cated in  pregnancy.  It  should  only  be  given  to 
pregnant  women  if  there  is  a real  risk  of  exposure, 
and  in  these  rare  instances  VIG  (vaccinia  immune 
globulin)  should  be  given  with  it.  Eczema  and  other 
forms  of  chronic  dermatitis  in  the  individual  to  be 
vaccinated  or  in  contacts  are  contraindications. 
Altered  immune  states  and  therapy  with  immuno- 
suppressive drugs  and  radiation  therapy  also  are 
contraindications. 

Simultaneous  administration 
of  live-virus  vaccines 

In  1972,  the  U.S.  Public  Health  Service  Advisory 
Committee  on  Immunization  Practices  approved  the 
simultaneous  administration  of  combined  measles- 
mumps-rubella  or  measles-rubella  vaccine  with  tri- 
valent  oral  poliovirus  vaccine.  It  has  been  found  that 
antibody  responses  are  comparable  to  those  occur- 
ring when  these  vaccines  are  administered  at  differ- 
ent times.6 


Storage  of  vaccines 

It  is  surprising  how  often  vaccines  are  improperly 
stored  or  handled,  leading  to  a decrease  or  total  loss 
of  their  potency.  Storage  requirements  vary  with 
different  preparations,  a fact  that  is  often  lost  sight 
of. 

1.  DTP,  DT,  Td  (adult),  and  T should  all  be  stored 
in  the  refrigerator  section  and  not  in  the  freezer  com- 
partment. Storage  temperatures  should  be  between 
35°  and  46°F.,  or  2°  and  8°C.  The  potency  of  toxoids 
is  greatly  reduced  by  freezing.  Thus  toxoid  prepara- 
tions which  have  been  frozen  should  be  discarded. 

2.  Measles-mumps-rubella  should  be  stored  at 
46°F.  or  8°C.,  or  less.  Ideally  they  should  be  placed  in 
the  freezer  compartment.  The  diluent  need  not  be  re- 
frigerated. But  it  should  not  be  allowed  to  rise  to  high 
ambient  indoor  temperatures  as  can  occur  if  it  is  left  on 
a windowsill  in  the  sun  or  in  an  automobile.  Hot  dilu- 
ent injected  into  frozen  vaccine  effectively  destroys  the 
live  virus  particles  and  renders  the  vaccine  useless. 

3.  Oral  poliomyelitis  vaccine  should  be  stored  in 
the  freezer  compartment  of  the  refrigerator.  Prior  to 
use  the  vaccine  should  be  thawed  and  shaken.  Once  a 
container  of  vaccine  is  opened,  it  must  be  used  within 
seven  days.  During  this  time  it  should  be  stored  at 
less  than  46°F.  or  8°C.  An  unopened  container  can  go 
through  10  cycles  of  thawing  and  freezing  provided  the 
total  thaw  period  does  not  exceed  24  hours.  If  this 
time  period  is  exceeded,  then  the  vaccine’s  life  span  is 
30  days.  During  this  time  it  should  be  stored  at  less 
than  46°F.,  or  8°C. 

Practical  advice 

Although  broad  guidelines  cover  most  individuals 
immunized,  there  are  occasional  instances  in  which 
the  physician  may  require  further  guidance  and  ad- 
vice. The  New  York  City  Department  of  Health 
Immunization  Program  is  available  to  assist  physi- 
cians in  this  manner.  Physicians  requiring  this  type 
of  help  should  call  (212)  DI  9-2255.  In  Upstate  New 
York  the  State  of  New  York  Department  of  Health 
also  provides  physicians  with  further  assistance. 
Physicians  in  Upstate  New  York  should  call  (518) 
474-4284. 

Conclusion 

Although  relatively  safe  and  effective  vaccines 
have  been  available  for  quite  some  time  to  immunize 
children  against  the  common  communicable  diseases, 
immunization  levels  in  the  United  States  are  cur- 
rently less  than  ideal.  In  large  measure  this  has  come 
about  because  of  apathy  on  the  part  of  parents, 
physicians,  public  health  officials,  and  educators. 
This  apathy  has  grown  against  the  backdrop  of  the 
relatively  low  incidence  of  these  diseases  in  recent 
years  and  has  created  large  pools  of  susceptible 
children  vulnerable  to  local  outbreaks  and  epidem- 
ics. 

The  liability  issue  had  begun  to  be  a significant 
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problem  a few  years  ago  as  the  cognoscenti  know, 
particularly  with  regard  to  live  oral  poliovirus  vac- 
cine. The  swine  influenza  immunization  program 
brought  this  issue  to  the  forefront  and  greatly  ac- 
celerated its  impact  on  all  immunization  programs. 
But  this  program  also  became  a public  controversy 
of  the  genre  vulnerable  to  mass  media  exploitation. 
This  led  to  an  increase  in  public  skepticism  about  the 
efficacy  and  safety  not  only  of  the  swine  influenza 
vaccines  but  of  vaccines  in  general.  The  era  of  un- 
questioning public  acceptance  of  the  advice  of  med- 
ical authorities  and  expert  committees  about  vac- 
cines has  in  effect  ended.  The  swine  influenza  im- 
munization program  did  not  cause  this  directly. 
Rather  it  accelerated  a process  already  well  underway 
due  to  increased  medical  consumerism  and  public 
skepticism  in  general. 

Translating  the  knowledge  of  learned  medical 
concensus  about  vaccines  into  language  under- 
standable to  the  general  public  is  no  easy  task.  But 
it  is  the  crucial  one  required  in  my  opinion  to  over- 
come public  skepticism  and  fear  about  vaccines,  their 
efficacy,  and  their  safety.  Individual  physicians  can 
and  must  do  much  to  reach  vast  numbers  of  people 
and  help  accomplish  this  task. 

There  is  no  vaccine,  no  biologic  product,  no  med- 
ication that  will  not  at  some  time,  in  some  place, 
under  some  circumstance,  cause  some  untoward  re- 
action in  a given  individual.  This  is  a fact  of  life  and 
one  w-hich  medicine  accepts  at  present.  The  general 
public  must  also  learn  to  accept  this.  Untoward  re- 
actions to  most  currently  used  vaccines  are  mild, 
self-limited,  and  easily  managed.  They  and  the  rare 
serious  untoward  reactions  can  be  reduced  to  mini- 
mal incidence  by  scrupulous  adherence  to  immuni- 
zation guidelines,  exclusion  of  patients  for  whom 
medical  contraindications  exist,  and  administration 


of  vaccines  under  proper  medical  supervision  and 
circumstances.  In  spite  of  all  these  precautions,  an 
irreducible  minimal  number  of  untoward  reactions 
will  occur.  As  physicians  we  have  both  a responsi- 
bility and  a mission  to  explain  these  to  patients  and 
to  place  them  in  their  proper  perspective.  The  risks 
from  immunizing  children  are  far  less  than  those 
inherent  in  their  acquiring  natural  infections.  My 
perception  is  that  the  majority  of  patients  are  rea- 
sonable and  will  respond  to  reason.  But  reasoning 
is  not  enough.  We  must  also  learn  of  their  individual 
concerns  and  fears,  and  deal  with  them  within  the 
unique  context  of  the  physician-patient  relationship. 
We  must  succeed  in  this  to  achieve  the  goal  of  ideal 
community  levels  of  immunity.  Individual  physi- 
cians across  the  State  can  make  this  happen,  working 
alone  but  in  concert.  I am  optimistic  we  will  suc- 
ceed. 

125  Worth  Street 
New  York,  N.Y.  10013 
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'-''Correction 

In  the  July,  1977,  Journal,  “Safety  of  Aortic  Valve  Replacement  in  Septuagenarians,”  page  1258,  by  Hines, 
Boal,  and  Reed,  the  ascription  should  read: 

• From  the  Departments  of  Surgery  and  Medicine,  New  York  University  School  of  Medicine,  and  the  Division 
of  Cardiology,  Department  of  Medicine,  Booth  Memorial  Medical  Center. 


September  1977/New  York  State  Journal  of  Medicine  1797 


Football  season 
is  here  again 

All  over  the  nation  American  males  are  tossing  and 
kicking  and  running  with  footballs,  all  the  way  from  8- 
year-olds  in  the  backyard  to  junior  and  senior  high  and 
college  teams  to  the  big  bruisers  of  the  professional 
leagues. 

' Football  is  a rough  contact  sport  and  inevitably  will 
produce  its  full  quota  of  bumps  and  bruises,  strains  and 
sprains,  cuts  and  gashes.  Most  of  these  aren’t  serious  and 
the  lads  concerned  are  back  in  the  game  shortly. 

A thorough  medical  examination  is  highly  important  for 
boys  preparing  to  go  out  for  football  to  make  certain  that 
there  is  no  physical  condition  that  should  be  noted  before 
beginning  the  rigorous  training  and  hard  knocks  of  the 
game. 

Proper  physical  conditioning  hardens  the  body  and  in- 
creases resistance  to  fatigue,  thus  helping  prevent  injury. 
A minimum  of  three  weeks  of  conditioning  are  recom- 
mended prior  to  the  first  game  of  the  season.  Coaches  and 
team  physicians  are  alert  to  the  fact  that  many  injuries 
occur  when  the  player  is  tiring  and  thus  less  alert. 

Good  coaching  enables  the  players  to  perform  better  and 
thus  be  less  prone  to  injury.  Good  officiating  makes  for 
better  games  and  also  helps  protect  players.  Proper 
equipment  and  facilities  are  important  to  reduce  injuries. 
Good  first  aid  procedures  and  medical  care,  with  a physi- 
cian available  during  practice  drills  and  on  the  bench 
during  games  are  major  factors  in  cutting  serious  in- 
juries. 

Precautions  against  the  extreme  heat  of  early  season 
days  also  are  important.  Many  coaches  now  schedule  the 
hot  weather  workouts  in  early  morning  and  late  afternoon 
to  avoid  the  heat  of  the  day.  The  old  rule  against  drinking 
water  during  drills  and  games  has  long  since  been  proved 
invalid  and  dangerous.  Water  and  salt  is  necessary  to  re- 
place fluids  lost  through  copious  sweating. 

If  your  boy  is  playing  on  an  organized  team,  the  chances 
are  good  that  all  of  these  safeguards  are  observed.  If  most 
of  his  playing  is  done  on  a vacant  lot  in  the  afternoons  and 
on  Saturdays,  it  becomes  the  parents’  responsibility  to  see 
that  the  player  has  the  benefit  of  the  safety  principles. 


Cardilate  (erythrityl  tetranitrate) 

INDICATIONS  For  the  prophylaxis  and  long-1 
treatment  of  patients  with  frequent  or  recurrer| 
anginal  pain  and  reduced  exercise  tolerance 
associated  with  angina  pectoris,  rather  than  ft 
the  treatment  of  the  acute  attack  of  angina  pec 
since  its  onset  is  somewhat  slower  than  that  cj 
nitroglycerin. 

PRECAUTIONS:  As  with  other  effective  nitrite:1 
some  fall  in  blood  pressure  may  occur  with 
large  doses 

Caution  should  be  observed  in  administering 
drug  to  patients  with  a history  of  recent  cerebr 
hemorrhage,  because  of  the  vasodilation  whic 
occurs  in  the  area  Although  therapy  permits 
more  normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from  anginal 
attacks  as  a signal  to  drop  all  restrictions 
SIDE  EFFECTS  No  serious  side  effects  have  i 
been  reported  In  sublingual  therapy,  a tinglinc 
sensation  hike  that  of  nitroglycerin)  may  some 
times  be  noted  at  the  point  of  tablet  contact  w 
the  mucous  membrane.  If  objectionable,  this  i 
be  mitigated  by  placing  the  tablet  in  the  buccs 
pouch  As  with  nitroglycerin  or  other  effective 
nitrites  temporary  vascular  headache  may  oc 
during  the  first  few  days  of  therapy.  This  can  b 
controlled  by  temporary  dosage  reduction  in 
order  to  allow  adjustment  of  the  cerebral  hem 
dynamics  to  the  initial  marked  cerebral  vasodi 
tion  These  headaches  usually  disappear  withi 
one  week  of  continuous  therapy  but  may  be  n 
mized  by  the  administration  of  analgesics. 

Mild  gastrointestinal  disturbances  occur  occa- 
sionally with  larger  doses  and  may  be  contrail 
by  reducing  the  dose  temporarily 
HOW  SUPPLIED:  10  mg  chewable  scored  tat( 
bottle  of  100  Also  5.  10  and  15  mg  oral/sublinc 
scored  tablets  in  bottles  of  100  10  mg  oral/ 
sublingual  scored  tablets  also  supplied  in  botti 
of  1.000 

Al  o available  Cardilate"  P brand  Erythrityl 
Tetranitrate  with  t'henobarbital*  Tablets  (Scort 
(‘Warning  may  be  habit  forming  ) 
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; energy  cost  of  sex  to  the 
art  is  relatively  modest. 

3r  80%  of  post-coronary  patients 
ultimately  resume  sexual  activity 
liout  serious  risk  Hellerstein  and 
ledman  demonstrate  that  mean 
Iximal  heart  rate  during  orgasm 
[')  spouse  [as  opposed  to  extra- 
Irital  sex)  in  14  post-infarct  pa- 
( ts  is  lower  than  that  during  usual 
|:upational  activity. 


Dresentations  below  of  actual 
G readings  of  an  attorney,  post 
illustrate  the  point: 

H R 

W****TT 

. jJ*/  \ 3D 

yfP—* V90 

forking  in  office 
ibout  90 
eats/min) 

B Confrontation  in  judge  s 
chamber  (about  125 
beats/min) 

H R 

a NAv  iuMoo 

V*  l0° 

dU 

re-orgasm  sex 
ctivity  (about 
0 beats/mm) 

D Peaks  at  orgasm 
(120  beats/min) 

"Our  sex  life  is  nil...”  A problem  of  the  first  magnitude  to  many  post 
infarct  patients  and  their  mates  patients  are  often  reluctant  to  broach  the 
subject  physicians  may  frequently  overlook  its  implications.  This  new 
16mm  film  combines  candid  patient  interviews  with  discussions  by  Drs 
Herman  Hellerstein.  Thomas  Hackett,  Albert  Kattus,  Richard  Stein,  Carroll 
Witten  and  Lenore  Zohman  Film  and  related  monograph  comprise  2 
AAFP  credit  hours.  To  arrange  viewing,  write  Burroughs  Wellcome  Co., 
Educational  Services  Department  Research  Triangle  Park,  N.C.  27709  or 
contact  your  B.W  Co  " representative. 

Sex  and  the 
heart  patient: 

A film  every  doctor  should  see. 


Fear  of  pain  greatest  deterrent 
to  post  Ml  sex 

In  the  multitude  of  Ml  patients  with 
angina  pain  is  due  to  diminished 
coronary  reserve  and  increased 
myocardial  oxygen  demand,  pre- 
cipitated by  sex,  other  excitement 
and  improper  exercise  Anginal 
pain,  however,  can  be  relieved,  and 
its  recurrence  mitigated. 

Cardilate"  (erythrityl 
tetranitrate)  increases  exercise 
tolerance. 

Cardilate  relieves  anginal  pain  and 
prevents  its  recurrence,  thereby 
allowing  increased  activity. 
Commencing  to  work  in  as  little  as 
2 to  5 minutes.  Cardilate  protects 
against  recurrence  of  angina  for  at 
least  2 hours. 

Available  in  both  sublingual  and 
chewable  forms.  Cardilate  is  a versa- 
tile. convenient  agent  to  help  make 
the  angina  patient's  life  more  livable. 


Cardilate 

(erythrityl  tetranitrate) 
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Communicable  Disease 
Reporting 

NORMAN'  B.  SCHELL,  M.D.,  M.P.H. 

Mineola,  New  York 

Deputy  Commissioner,  Nassau  County  Department 
of  Health 


With  the  development  of  a new  reporting  system, 
reported  cases  of  communicable  diseases  in  Nassau 
County  have  increased  over  1,000  percent.  There 
were  5,294  cases  reported  to  the  Health  Department 
in  the  first  quarter  of  1977.  A special  system  for  re- 
ports from  physicians,  first  implemented  in  April, 
1977,  is  expected  to  further  increase  the  number  of 
case  reports. 

Reporting  system 

The  physicians’  reporting  system  is  part  of  a pro- 
gram for  better  communication  between  the  physi- 
cians and  the  health  department.  In  addition  to 
report  forms,  which  are  designed  for  ease  of  reply,  a 
24-hour  automatic  phone  answering  service  for  re- 
porting has  been  initiated.  A health  department 
physician-epidemiologist  is  available  for  consultation 
during  office  hours.  A newsletter,  EPI  FACTS,  is 
being  distributed  bimonthly  to  physicians  to  keep 
them  informed  of  current  problems  and  develop- 
ments in  public  health. 

All  the  forms  include  a statement  of  the  pertinent 
section  of  the  State  of  New  York  Public  Health  Law 
and  include  the  list  of  the  reportable  diseases. 

To  obtain  cooperation  from  the  various  institu- 
tions involved,  extensive  meetings  and  follow-up 
contacts  were  held  with  the  chief  administrative  of- 
ficers as  well  as  the  people  who  would  be  doing  the 
actual  reporting. 

In  the  schools  which  provided  4,285  reports  in  the 
first  quarter  of  1977,  correspondence  was  sent  to  the 
superintendents,  and  telephone  contact  was  main- 


TABLE  I.  Nassau  County  communicable  disease 
reports 


Diseases 

1975 

Number 
of  Cases 
Nation- 
wide 

1975 
Reports 
Expected 
in  Nassau 
County 

1975 

Nassau 

County 

Reports 

Received 

Reports 

First 

Quarter 

1977, 

Nassau 

County 

Mumps 

59,037 

400 

6 

23 

Measles 

24,199 

164 

17 

475 

Rubella 

16,343 

111 

12 

756 

Hepatitis  “A” 

35,046 

248 

109 

37 

Chickenpox 

145,055 

990 

178 

3,176 

tained  with  the  individual  school  nurses  by  the  public 
health  school  liaison  nurse. 

Substantial  underreporting  had  been  indicated  by 
an  analysis  early  in  1976,  in  which  the  number  of 
cases  of  specified  diseases  in  Nassau  County  for  1975 
reported  to  the  Department  was  compared  with  na- 
tional statistics  for  these  diseases  extrapolated  to  the 
County. 

The  results  of  that  analysis  and  the  number  of 
reported  cases  in  the  first  quarter  this  year  are  in 
Table  I. 

Comment 

The  increase  in  reported  cases  is  obvious,  but  the 
information  on  the  chart  raises  a number  of  ques- 
tions. It  should  be  emphasized  that  the  1977  sta- 
tistics are  only  first-quarter  being  compared  to  full- 
year  statistics.  Are  these  real  increases  in  number 
of  cases?  Does  Nassau  County  really  have  such  a 
peculiar  pattern  of  communicable  disease?  Are 
national  statistics  substantially  incorrect? 

The  improved  reporting  has  had  a number  of 
positive  effects  for  the  County.  It  has  provided  an 
early  warning  system  for  outbreaks  and  epidemics. 
The  reports  provided  an  impetus  to  immunization 
programs  in  the  schools.  It  has  also  helped  in  the 
locating  of  rare  diseases  so  clinic  research  could  fol- 
low. For  the  first  time  there  were  reports  of  Reye’s 
syndrome,  and  in  two  out  of  the  three  cases  the  dis- 
eases followed  chickenpox.  The  Department  has 
also  found  that  there  are  more  cases  of  mononucleosis 
and  mycoplasma  pneumonia,  as  well  as  chickenpox, 
than  previously  estimated.  The  extensive  reporting 
is  also  providing  a data  base  for  future  planning. 

240  Old  Country  Road 
Mineola,  New  York  11501 
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Continuing  Education  for 
Community  Pharmacist 

Medicu  I school  program 


BURTON  GREBIN,  M.D.a 

New  York  City 

RUSSELL  S.  ASNES,  M.D.b 

New  York  City 

KARIN  R.  DICKINSON,  M.P.H.C 

New  York  City 

LLOYD  F.  NOVICK,  M.D.,  M.P.H.d 

New  York  City 

From  Columbia-Presbyterian  Medical  Center. 

a Assistant  Professor  of  Pediatrics;  Director,  Pediatric  Clinic. 
b Assistant  Professor  of  Pediatrics  and  Public  Health;  Director, 
Division  of  Pediatric  Ambulatory  Care. 
c Research  Staff  Associate,  Center  for  Community  Health 
System,  Faculty  of  Medicine,  Columbia  University. 
d Associate  Commissioner,  New  York  City  Department  of 
Health. 


Since  February,  1973,  a continuing  education  pro- 
gram for  community  pharmacists  has  been  sponsored 
by  the  Department  of  Pediatrics  of  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  The 
Pediatric  Ambulatory  Care  Division  of  the  Depart- 
ment of  Pediatrics,  Columbia-Presbyterian  Medical 
Center.  New  York  City,  established  this  educational 
program  for  the  purpose  of  enabling  pharmacists  to 
assume  a more  effective  role  in  the  delivery  of  health 
care.  The  program  utilized  a faculty  of  physicians 
on  the  staff  of  the  college.  Intended  primarily  for 
those  practicing  in  the  local  community,  this  activity 
was  directed  toward  updating  the  pharmacists’ 
knowledge  of  current  medical  and  pharmacologic 
practices  that  were  relevant  to  community  needs. 
Improvement  of  the  professional  relationships  be- 
tween the  community  pharmacists  and  the  consumer, 
hospital,  and  physician  were  also  major  program 
goals.  Involvement  of  a medical  school  with  the 
teaching  of  health  professionals  outside  of  institu- 
tional walls  was  another  program  objective. 

Setting 

Residents  of  upper  Manhattan  and  other  urban 

Presented  at  the  102nd  Annual  Meeting  of  the  American  Public 
Health  Association,  New  Orleans,  Louisiana,  October  20,  1974. 


areas  suffer  from  problems  and  shortcomings  in  the 
delivery  of  health  care.  Many  families,  often  newly 
immigrated  or  unfamiliar  with  the  language  and 
health  care  system,  are  unaware  of  the  variety  of 
health  facilities  available  to  them.  They  do  not  know 
where  to  seek  health  information,  what  facility  is 
appropriate  for  a particular  medical  problem,  or  how 
and  when  to  enter  the  complex  health  care  system. 

In  the  Washington  Heights  area  of  upper  Man- 
hattan, consumers  with  limited  access  to  a family 
physician  depend  on  multiple  facilities  for  their 
health  needs.  Coordination  of  services,  including  the 
monitoring  of  multiple,  complex,  and  perhaps  an- 
tagonistic drugs  prescribed  for  a patient  who  is 
relying  on  numerous  facilities,  has  become  increas- 
ingly difficult. 

This  area  is  characterized,  furthermore,  by  a di- 
minishing number  of  private  physicians.  Hospital 
outpatient  departments  and  private  physicians  who 
remain  in  the  inner  city  are  overburdened  with  pa- 
tients. Health  education  and  drug  counseling  are 
of  ten  neglected.  Patient  understanding  of  his  con- 
dition and  drug  compliance  with  therapeutic  regi- 
mens are  frequently  unsatisfactory. 

Pharmacists  are  in  a unique  position  to  address 
these  gaps  in  the  health  care  system  and  make  a sig- 
nificant impact  on  the  delivery  of  care.  In  many 
instances,  pharmacists  are  the  health  professionals 
in  closest  contact  with  people,  and  in  areas  of  high 
crime  they  often  are  the  only  health  professionals 
remaining  to  serve  the  people.1’2  They  are  available 
without  appointment,  well  distributed,  and  already 
providing  pharmaceutical  health  services  to  con- 
sumers. As  highly  trained  professionals,  they  receive 
two  to  three  times  more  education  in  pharmacology 
and  drug  therapeutics  than  a physician.3  Moreover, 
some  pharmacists  may  be  dissatisfied  with  their 
present  occupational  role.4~6  Recognizing  the  fact 
that  they  are  underutilized  as  health  professionals, 
pharmacists  have  become  increasingly  concerned 
with  exploring  new  roles  and  redefining  their  pro- 
fessional image. 

In  view'  of  the  pharmacists’  strategic  location  in  the 
community,  their  extensive  training,  and  their  desire 
to  upgrade  their  professional  services,  a continuing 
education  program  was  established  to  assist  phar- 
macists in  recognizing  their  potential  as  health  pro- 
fessionals. Potential  areas  of  impact  from  such  an 
educational  program  include  patient  counseling, 
health  education,  referral,  end  pharmacologic  con- 
sultation to  physicians.  A continuing  education 
program  for  community  pharmacists  was,  therefore, 
developed  with  the  following  objectives: 


i.  To  increase  the  pharmacists’  ability  to  serve  as 
drug  counselors  to  consumers  concerning  side-effects, 
contraindications,  and  administration  of  prescription 
and  nonprescription  drugs. 

II.  To  update  the  pharmacists’  knowledge  of  ad- 
verse drug  reactions  and  interactions,  thereby  improv- 
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ing  their  ability  to  monitor  current,  commonly  pre- 
scribed drugs. 

III.  To  broaden  the  pharmacists’  knowledge  of  com- 
mon medical  conditions  and  health  facilities,  thereby 
enhancing  their  ability  to  render  medical  advice  as  in- 
dicated and  to  refer  consumers  to  appropriate  facili- 
ties. 

IV.  To  improve  their  ability  to  provide  health  edu- 
cation to  consumers  concerning  conditions  prevalent 
in  a community. 

V.  To  enable  pharmacists  to  serve  as  more  effective 
pharmacologic  consultants  to  physicians. 

VI.  To  explore  the  role  of  the  medical  school  in  pro- 
viding education  to  community-based  health  profes- 
sionals. 

Program  implementation 

An  intensive  effort  was  made  by  the  staff  of  the 
Division  of  Ambulatory  Care  of  the  Department  of 
Pediatrics  to  identify  pharmacists  with  practices  in 
the  community.  Community  pharmacists  were  de- 
fined to  be  nonhospital  or  other  health  facility-based 
pharmacists  actively  practicing  in  the  Washington 
Heights  health  district,  an  area  which  extends  from 
135th  Street  to  the  northern  tip  of  Manhattan  and 
is  bounded  by  the  Hudson  and  Harlem  Rivers. 
From  Medicaid  lists,  the  yellow  pages  of  the  tele- 
phone directory,  and  canvassing  by  a medical  stu- 
dent, 57  community  pharmacists  were  identified. 
Appointments  with  11  (20  percent)  randomly  se- 
lected pharmacists  were  scheduled  at  their  respective 
pharmacies  to  solicit  their  reactions  to  the  feasibility 
of  instituting  a continuing  education  program.  The 
role  of  pharmacists  and  their  relationship  with  the 
consumer,  hospital,  and  private  physicians,  were  also 
explored.  Responses  by  these  pharmacists  sup- 
ported establishment  of  the  proposed  program. 
Topics  relevant  to  the  practicing  pharmacists  and 
times  convenient  for  scheduling  sessions  of  the  pro- 
gram were  suggested  by  pharmacists.  Based  on  the 
outcome  of  interviews  with  this  sample  of  known 
pharmacists,  recruitment  of  community  pharmacists 
to  the  program  was  initiated.  A cover  letter  de- 
scribing the  purpose  of  the  program  was  sent  to  the 
57  pharmacists  identified  as  practicing  in  the  com- 
munity. A questionnaire  soliciting  interest  in 
suggesting  topics  and  times  was  included. 
Twenty-five  pharmacists  responded  to  the  ques- 
tionnaire. 

The  first  session  scheduled  for  February,  1973,  was 
attended  by  12  community  pharmacists.  Although 
originally  intended  for  pharmacists  providing  ser- 
vices to  the  Washington  Heights  area,  the  program 
received  increased  visibility  through  informal  con- 
tacts among  colleagues  of  the  pharmacy  profession. 
Hospital  pharmacists,  retired  pharmacists,  phar- 
macists from  areas  outside  the  Washington  Heights 
area,  as  well  as  pharmaceutical  medical  services 
representatives  requested  invitations  to  future  ses- 
sions. 

The  program  format  consisted  of  an  ongoing  series 


of  informal  and  participative  lectures.  Topics  se- 
lected for  presentation  were  those  suggested  by  the 
pharmacists.  Program  content,  however,  was  de- 
signed by  the  staff  of  the  Division  of  Pediatric  Am- 
bulatory Care.  Sessions  were  scheduled  once  every 
two  months  in  the  Babies  Hospital,  Columbia- 
Presbyterian  Medical  Center,  on  Wednesday  eve- 
nings from  7:30  P.M.  to  10:00  P.M.  In  each  session, 
two  or  three  topics  were  explored. 

Presentations  were  by  the  faculty  of  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  who 
are  usually  involved  with  the  teaching  of  medical 
students  and  resident  physicians  of  the  college. 
Currently  accepted  pharmacologic  and  medical 
practices  related  to  conditions  commonly  encoun- 
tered by  the  pharmacists  were  explored. 

Topics  presented  for  discussion  included  the  fol- 
lowing: 


— Current  Concepts  About  Venereal  Disease 
— Accidental  Ingestion  and  Safety  Packaging 
—Hypertension:  Etiology  and  Management 
— Drug  Abuse  Among  Adolescents 
— Underweight  and  Overweight  Children 
— Common  Gynecologic  Problems:  Vaginitis  and 

Dysmenorrhea 

—Pharmacologic  Agents  used  in  Bronchial  Asthma 
— Child  Abuse 


Participation  by  pharmacists  was  encouraged  by 
inclusion  of  a lengthy  discussion  period.  Pharma- 
cists also  used  this  time  to  relate  personal  experiences 
pertinent  to  the  topic  under  discussion. 

Evaluation 

Participating  pharmacists  responded  with  en- 
thusiasm to  these  efforts  by  a willingness  to  become 
actually  involved.  Comments  from  pharmacists 
attending  each  session  affirmed  the  fact  that  they 
were  favorably  impressed  with  the  nature  and  quality 
of  the  presentations. 

An  objective  although  crude  measure  of  the  ac- 
ceptance of  the  program  is  that  of  an  increasing  at- 
tendance record.  The  first  session  was  attended  by 
12  community  pharmacists.  Although  there  were  no 
attempts  to  recruit  pharmacists  other  than  commu- 
nity pharmacists,  a number  of  hospital  pharmacists, 
retired  pharmacists,  and  pharmacists  practicing 
outside  the  target  area  began  attending  the  program. 
Attendance  at  the  second  session  was  30,  followed  by 
an  attendance  of  31,  67,  73,  and  65  at  the  third, 
fourth,  fifth,  and  sixth  sessions  respectively. 

Assessment  of  behavioral  changes  was  difficult 
because  of  the  lack  of  precise  instruments  of  mea- 
surement. However,  one  reflection  of  the  program’s 
impact  was  the  notable  increase  in  the  number  of 
telephone  calls  to  the  pediatric  clinic  from  commu- 
nity pharmacists  posing  queries  about  the  dosage  and 
appropriateness  of  prescribed  medications.  Simi- 
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TABLE  I.  Type  of  pharmacists  who  attended  program 


Type  of  Pharmacists 

Number  Percent 

Community 

42  52 

Hospital 

27  34 

Retired 

3 4 

Students  and  faculty  of  schools  of 

3 4 

pharmacy 

Medical  sales  representatives 

4 5 

State  of  New  York  Department  of  Health 

1 1 

Total 

80  100 

larly,  they  freely  sought  advice  concerning  the  legal 
limitations  of  their  practice  and  judicious  means  for 
dealing  with  aberrant  prescribing  patterns  of  phy- 
sicians. 

A survey  was  undertaken  of  the  129  pharmacists 
participating  in  the  program.  Two  mailings,  con- 
sisting of  a cover  letter  and  questionnaire,  were  sent 
in  dune,  1974,  and  a final  effort  to  solicit  responses 
to  the  questionnaire  was  made  by  telephone  contact 
with  19  (38  percent)  of  the  remaining  50  pharmacists 
who  had  attended  the  program  but  had  not  returned 
the  questionnaire.  Of  the  129  pharmacists  who  at- 
tended one  or  more  sessions,  80  completed  and  re- 
turned the  questionnaire,  a return  rate  of  61  per- 
cent. 

Analysis  of  the  data  from  the  questionnaire  re- 
vealed that  the  median  age  of  the  80  pharmacists  who 
attended  the  program  and  answered  the  question- 
naire was  44,  with  a range  of  24  to  74  years.  About 
one  tenth  of  the  pharmacists  were  between  the  ages 
of  65  and  74. 

Fifty-two  percent  of  the  participants  practiced  in 
community  pharmacies,  while  34  percent  were  hos- 
pital pharmacists.  Medical  representatives  ac- 
counted for  6 percent  of  the  participants  and  retired 
pharmacists  for  4 percent.  The  remaining  partici- 
pants were  students  and  faculty  from  schools  of 
pharmacy  and  nonpracticing  pharmacists  in  the 
State  of  New  York  Department  of  Health  (Table 
I). 

Of  the  69  pharmacists  in  active  practice,  61  percent 
were  community  pharmacists,  and  38  percent  were 
hospital  pharmacists.  Sixty-eight  percent  of  these 
pharmacists  practiced  in  Washington  Heights,  25 


percent  in  other  parts  of  New  York,  and  7 percent  in 
New  Jersey.  Almost  90  percent  of  the  pharmacists 
who  practiced  in  community  pharmacies  worked  full 
time  in  one  pharmacy,  with  60  percent  as  owners. 

Fifty  percent  of  the  pharmacists  reported  that  they 
subscribed  to  one  or  two  pharmaceutical  journals, 
with  an  additional  20  percent  subscribing  to  five  or 
more  journals.  Only  4 percent  indicated  that  they 
did  not  subscribe  to  any  professional  journals.  In 
contrast,  more  than  half  the  pharmacists  reported 
that  they  had  not  attended  any  professional  post- 
graduate courses  in  the  past  five  years,  and  for  the 
same  time  period,  approximately  half  reported  no 
attendance  at  professional  society  meetings. 
'Twenty-five  percent  of  the  pharmacists  had  neither 
attended  any  professional  meetings  nor  participated 
in  any  continuing  education  programs  within  the  past 
five  years. 

About  80  to  90  percent  of  the  respondents  reported 
updating  pharmaceutical  knowledge  and  updating 
medical  knowledge  as  very  important  factors  in  their 
decision  to  attend  the  program.  Less  than  half  in- 
dicated that  fulfilling  requirements  for  recertification 
was  a very  important  consideration.*  Consulting 
with  speakers  and  staff  and  talking  with  colleagues 
was  considered  somewhat  important  to  45  to  49 
percent  of  the  pharmacists  (Table  II). 

Regarding  the  extent  to  which  specific  aspects  of 
the  program  were  considered  helpful  to  the  partici- 
pating pharmacists,  80  percent  reported  presenta- 
tions, and  60  percent  indicated  the  question  and 
discussion  period  to  be  very  helpful.  Consultations 
with  speakers  and  staff  was  considered  very  helpful 
to  about  40  percent  of  the  pharmacists,  and  some- 
what helpful  to  an  additional  40  percent.  About  50 
percent  of  the  pharmacists  regarded  the  opportunity 
to  talk  with  colleagues  as  somewhat  helpful  (Table 
III). 

Responding  to  queries  concerning  how  the  pro- 
gram may  have  benefited  the  participants,  almost  50 
percent  of  the  attending  pharmacists  indicated  that 
the  sessions  updated  their  medical  and  therapeutic 
knowledge  (Table  IV).  An  improved  ability  to 
counsel  patients  on  medication  and  health  matters 

' New  Jersey  participants  require  continuing  education  credits 
for  licensure. 


TABLE  li.  Reasons  given  by  pharmacists  for  attending  meetings 

Very  Somewhat  Not 

Important  Important  Important  Unknown  Total 


Reasons 

Num- 

ber 

Percent 

Num- 

ber 

Percent 

Num- 

ber 

Percent 

Num- 

ber 

Percent 

Num- 

ber 

Percent 

Update  knowledge 

Medical 

63 

79 

16 

20 

0 

0 

1 

1 

80 

100 

Pharmaceutical 

70 

87 

6 

7 

1 

1 

1 

1 

80 

100 

Talk  with  colleagues 

11 

14 

36 

45 

24 

30 

9 

11 

80 

100 

Consult  with  speakers  staff 

24 

30 

39 

49 

10 

13 

7 

9 

80 

100 

Fulfill  requirements  for 

36 

45 

13 

16 

20 

25 

11 

14 

80 

100 

recertification 

Other 

5 

6 

0 

0 

0 

0 

75 

94 

80 

100 
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TABLE  III.  Extent  following  aspects  were  helpful 


Very  Somewhat  Not 

Helpful  Helpful  Helpful  Unknown  Total 


Aspects  Number  Percent  Number  Percent  Number  Percent  Number  Percent  Number  Percent 


Presentations 

65 

81 

11 

14 

0 

0 

4 

5 

80 

100 

Questions  and  discussions 

50 

63 

25 

31 

2 

2 

5 

6 

80 

100 

Talking  with  colleagues 

9 

11 

41 

51 

17 

21 

13 

16 

80 

100 

Cpnsultation  with  speakers  and 
staff 

32 

40 

30 

38 

6 

8 

12 

15 

80 

100 

Other 

1 

1 

0 

0 

0 

0 

79 

99 

80 

100 

TABLE  IV.  How  program  was  helpful 


Responses 

Num- 

ber 

Per- 

cent 

Provided  updated  information  to  pharmacists 

39 

49 

Improved  pharmacist  ability  to  counsel  patients 

22 

28 

Increased  pharmacist  capability  to  monitor 

8 

10 

drugs 

Increased  pharmacist  capability  to  institute 

2 

3 

health  education  programs 

Facilitated  pharmacist  ability  to  refer  patients 

3 

4 

Improved  pharmacist-patient  relationship 

5 

6 

Improved  pharmacist-physician  relationship 

10 

13 

Increased  understanding  and  interaction 

4 

5.0 

between  pharmacist  and  the  hospital 

Modified  self-image 

24 

30 

Miscellaneous 

1 

1 

No  response 

13 

16 

Totals* 

80 

100 

*Thesums  are  greater  than  the  total  because  some  pharmacists  gave  more 
than  one  response. 


was  reported  by  30  percent  of  the  pharmacists,  to 
monitor  drugs  by  10  percent,  and  to  refer  patients  by 
4 percent.  Three  percent  of  the  pharmacists  indi- 
cated that  the  program  enabled  them  to  institute 
health  education  programs  within  the  pharmacy. 

In  terms  of  changes  in  relationships  between  the 
pharmacist  and  consumer,  hospital,  and  physician, 
6 percent  of  the  participants  reported  greater  rapport 
with  their  customers,  and  a similar  observation  was 
noted  concerning  relationships  with  the  hospital. 
Five  percent  of  the  participants  reported  increased 
contacts  with  physicians  relating  to  prescriptions  of 
patients,  and  another  8 percent  indicated  greater 
understanding  and  rapport  between  physician  and 
pharmacist. 

A modified  self-image  was  reported  by  23  (30 
percent)  of  the  pharmacists.  Of  these,  4 became 
more  critical  of  the  limitations  of  their  present  ac- 
tivities and  position  in  the  health  care  team,  and  19 
noted  greater  self-assurance,  improved  self-image, 
and  renewed  interest  in  the  professional  aspects  of 
pharmacy  practice. 

Comment 

An  ongoing  continuing  education  program  has 
been  offered  to  community  pharmacists.  An  18- 
month  experience  is  reported.  This  effort  has  sev- 
eral unique  aspects:  the  program  is  directed  and 


staffed  by  physician  educators  of  a medical  school 
facility.  Unlike  other  pharmacist  continuing  edu- 
cation programs  which  have  focused  on  pharmaco- 
logic agents,  the  orientation  of  this  program  was  on 
current  medical  and  therapeutic  advances  applicable 
to  health  problems  prevalent  in  the  community. 
The  pharmacists  indicated  informally,  by  atten- 
dance, and  by  survey,  that  they  were  enthusiastic 
about  the  program  and  eager  to  participate  in  similar 
activities  in  the  future. 

The  goals  of  the  program  were  concerned  with  in- 
creasing the  capability  of  the  community  pharmacist 
to  assume  a more  effective  role  as  a health  profes- 
sional and  to  foster  an  improved  relationship  be- 
tween two  heretofore  isolated  health  providers:  the 
community  pharmacist  and  the  large  urban  hospital. 
Many  in  the  health  field  have  suggested  that  the 
pharmacist  assume  a greater  role  as  a health  profes- 
sional beyond  his  traditional  medication-dispensing 
activities.7’8  However,  little  has  been  reported  on  a 
method  of  modifying  the  pharmacists’  behavior  or 
role.  This  reported  attempt  has  been  through  an 
educational  process.  Unsolicited  attendance  by  a 
large  number  of  community  and  hospital  pharma- 
cists indicated  that  they  actively  sought  inclusion  in 
a continuing  education  program  with  this  purpose. 

Although  a fourth  of  the  pharmacists  had  not  had 
any  formal  continuing  education  experience  within 
the  past  five  years,  the  program  attracted  129  phar- 
macists, four  fifths  of  whom  attended  the  sessions  for 
the  purpose  of  updating  their  pharmaceutical  and 
medical  knowledge.  Three  fourths  of  the  pharma- 
cists wanted  the  frequency  of  the  sessions  increased, 
indicating  the  general  acceptance  of  this  program  and 
the  program’s  potential  for  addressing  unmet  pro- 
fessional needs. 

Activities,  relationships,  and  attitudes  were  per- 
ceived by  pharmacists  as  being  favorably  influenced 
by  participation  in  the  program.  Improvements  in 
the  pharmacist’s  ability  to  serve  as  a more  effective 
health  and  drug  counselor,  referral  agent,  drug 
monitor,  and  health  educator  were  reported  by  large 
numbers  of  pharmacists  who  attended  the  program. 
The  capability  to  counsel  patients  was  seen  as  im- 
proved by  nearly  one  third  of  the  participants,  and 
gains  in  medical  knowledge  by  one-half.  Changes  in 
relationships  both  to  their  clients  and  to  other  health 
providers  was  noted  by  program  participants.  This 
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suggests  that  the  educational  process  is  a viable  ve- 
hicle by  which  to  approach  role  expansion  for  the 
community  pharmacist. 

This  program  demonstrated  that  a suitable  edu- 
cational experience  can  favorably  modify  the  pro- 
fessional self-image  of  the  pharmacist  and  his  or  her 
activities  within  the  pharmacy.  As  pharmacists 
express  growing  dissatisfaction  with  the  limitations 
of  their  role,  and  when  periodic  recertification  of 
these  professionals  becomes  mandatory,  the  need  for 
programs  such  as  the  one  reported  can  be  expected 
to  assume  increasing  importance.  These  programs 
should  be  interdisciplinary  and,  when  sponsored  bv 
medical  schools,  serve  to  bring  pharmacists  and 
physicians  together  with  other  members  of  the  health 
care  team.  Proper  utilization  of  the  vehicle  of  con- 
tinuing education  can  assist  in  preparing  pharmacists 
for  a broader  scope  of  activities  in  delivery  of  health 
care  services  in  the  future.  Integration  of  pharmacist 
activities  with  those  of  the  physician  and  other  pro- 
viders of  health  care  is  also  a potential  benefit  of 
medical  school  involvement  in  this  educational  area. 


Don’t  be  a target  for  lightning — follow  the 
New  York  City  Health  Department’s  advice 
during  thunderstorms 

When  Benjamin  Franklin  stood  outside  with  his  kite 
and  key  during  an  electrical  storm  225  years  ago,  he  was 
lucky  to  have  escaped  uninjured.  Statistics  indicate  that 
lightning  is  responsible  for  approximately  125  deaths  in  the 
United  States  each  year. 

The  extent  of  the  damage  to  the  human  body  is  depen- 
dent on  many  factors,  including  the  intensity  of  the  flash 
and  the  angle  at  which  the  bolt  enters  the  body.  Many 
people  who  are  hit  by  a bolt  of  lightning  walk  away  un- 
harmed; others,  whose  heart  or  lungs  have  stopped,  can  be 
maintained  by  artificial  respiration  and  cardiac  massage, 
until  they  can  be  resuscitated  within  a hospital  setting. 
Such  procedures  should  be  instituted  immediately. 
Electrical  charges  cannot  be  transmitted  from  one  person 
to  the  next. 


For  the  goals  of  expanded  pharmacist  activity  and 
increased  pharmacist- physician  synergism  to  be  met, 
changes  are  also  needed  in  undergraduate  pharmacist 
and  physician  education. 

622  W 168  Street 
New  York,  N.Y.  10032 
DR.  ASNES 
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Lightning  has  been  known  to  occur  in  all  types  of 
weather,  but  most  often  it  is  the  result  of  thunderstorm 
cloud  activity.  The  Commissioner  of  Health  advises  New 
Yorkers  to  take  the  following  safety  precautions  when  an 
electrical  storm  occurs: 

• It  is  safest  to  remain  indoors  and  away  from  anything 
that  can  conduct  electricity  or  link  up  with  a conductor 
outside.  Such  objects  include  television  sets,  lamps, 
hairdryers,  telephones,  fireplaces,  large  metal  objects,  and 
sinks. 

• If  you  must  be  outside,  avoid  seeking  shelter  under 
trees.  They  are  natural  targets  for  lightning.  Stay  as  close 
to  the  ground  as  possible;  seek  refuge  in  ditches,  hollows, 
or  caves,  or  lie  flat  in  an  open  field. 

• If  a storm  breaks  while  you  are  swimming  or  boating, 
get  out  of  the  water  immediately.  While  on  board  a boat, 
avoid  the  mast  and  rigging,  and  try  to  get  below  deck. 

• If  a car  is  nearby,  use  it  for  shelter.  Automobiles 
provide  protection  from  lightning.  However,  be  certain 
that  all  the  windows  are  closed. 
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Obituaries 


Armenak  Alichania,  M.D.,  of  New  York  City,  died  on 
May  30  at  the  age  of  84.  Dr.  Alichania  received  his  medical 
degree  from  the  University  of  Rome  in  1919.  Retired,  he 
was  a member  of  the  New  York  County  Medical  Society, 
the  MedicaLSociety  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alexander  Amols,  M.D.,  of  Pearl  River,  formerly  of  The 
Bronx,  died  on  January  15  at  the  age  of  84.  Dr.  Amols 
graduated  in  1916  from  Long  Island  College  Hospital.  He 
was  a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Martell  Benjamin,  M.D.,  of  Middletown,  died  on  May  16 
at  the  age  of  60.  Dr.  Benjamin  graduated  in  1943  from  the 
University  of  Texas  School  of  Medicine.  He  was  an  asso- 
ciate physician  in  medicine  at  the  Elizabeth  A.  Horton 
Memorial  Hospital.  Dr.  Benjamin  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Orange 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Guido  Boccardi,  M.D.,  of  Malba,  formerly  of  Long  Island 
City,  died  on  June  17  at  the  age  of  76.  Dr.  Boccardi  re- 
ceived his  medical  degree  from  the  University  of  Naples 
in  1923.  He  was  an  emeritus  surgeon  at  Misericordia 
Hospital  Medical  Center.  Dr.  Boccardi  was  a Fellow  of  the 
International  College  of  Surgeons  and  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Roswell  Kingsbury  Brown,  M.D.,  of  Goleta,  California, 
formerly  of  New  York  City,  died  in  May  at  the  age  of  80. 
Dr.  Brown  graduated  in  1926  from  Cornell  University 
Medical  College.  He  was  a consulting  surgeon  at  Chil- 
dren’s Hospital  (Buffalo)  and  a senior  consulting  surgeon 
at  Buffalo  General  Hospital.  Dr.  Brown  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  American  As- 
sociation for  the  Surgery  of  Trauma,  the  New  York  Acad- 
emy of  Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  C.  Cotzias,  M.I).,  of  Upton,  died  on  June  13  at  the 
age  of  58.  Dr.  Cotzias  graduated  in  1943  from  Harvard 
University  Medical  School.  He  was  an  attending  in 
medicine  at  Brookhaven  Research  Center  and  an  attending 
neurologist  at  The  New  York  Hospital.  The  developer  of 
L-Dopa  therapy  for  Parkinson’s  disease,  in  1969  he  re- 
ceived the  Albert  Lasker  award  for  clinical  medical  re- 
search. Dr.  Cotzias  was  a member  of  the  American 
Physiological  Society,  the  American  Neurological  Associ- 
ation, the  Society  for  Experimental  Biology  and  Medicine, 
and  the  Association  for  Research  in  Nervous  and  Mental 
Disease. 


John  W.  Copeland,  M.D.,  of  Auburn,  died  on  July  4 at  the 
age  of  86.  Dr.  Copeland  graduated  in  1915  from  New  York 
Homeopathic  Medical  College  and  Flower  Hospital.  He 
was  an  honorary  member  of  the  medical  Staff  at  Auburn 
Memorial  Hospital.  Dr.  Copeland  was  a member  of  the 
Cayuga  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Curlin  Calvert  Craven,  M.D.,  of  Rye,  died  on  June  7 at 
the  age  of  81.  Dr.  Craven  graduated  in  1921  from  Co- 
lumbia University  College  of  Physicians  and  Surgeons.  He 
was  a Fellow  of  the  American  College  of  Gastroenterology 
and  a member  of  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Nathan  Davis,  M.D.,  of  New  York  City,  died  on  May  13 
at  the  age  of  76.  Dr.  Davis  graduated  in  1927  from  the 
University  of  Tennessee  College  of  Medicine.  Fie  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Hugh  B.  Deegan,  M.D.,  of  Buffalo,  died  on  December  7, 
1976,  at  the  age  of  98.  Dr.  Deegan  graduated  in  1908  from 
the  University  of  Buffalo  School  of  Medicine.  He  was  an 
honorary  member  of  the  medical  staff  of  DeGraff  Memorial 
Hospital.  Dr.  Deegan  was  a Fellow  of  the  American  Col- 
lege of  Surgeons  and  a member  of  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Glenn  John  Doolittle,  M.D.,  of  Rochester,  died  on  May 
7 at  the  age  of  90.  Dr.  Doolittle  graduated  in  1911  from 
Chicago  College  of  Medicine  and  Surgery.  He  was  a 
Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  and  a member  of  the  American  Psychiatric 
Association,  the  Livingston  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Marcel  Feldman,  M.D.,  of  The  Bronx,  died  on  March  3 
at  the  age  of  72.  Dr.  Feldman  received  his  medical  degree 
from  the  University  of  Paris  in  1930.  He  was  a member  of 
the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Melchior  Fogel,  M.D.,  of  Massapequa  Park  and  Babylon, 
died  on  July  7 at  the  age  of  53.  Dr.  Fogel  received  his 
medical  degree  from  the  University  of  Timisoara  in  1953. 
He  was  an  associate  dermatologist  at  Brunswick  Hospital 
Center,  a junior  dermatologist  at  Nassau  County  Medical 
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Center,  and  an  assistant  dermatologist  at  Good  Samaritan 
Hospital.  Dr.  Fogel  was  a member  of  the  Society  for  In- 
vestigative Dermatology,  the  Suffolk  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Eugene  Foldes,  M.D.,  of  New  York  City,  died  on  -June  21 
at  the  age  of  86.  Dr.  Foldes  received  his  medical  degree 
from  the  University  of  Budapest  in  1914.  He  was  a 
Diplomate  of  the  American  Board  of  Internal  Medicine, 
a Fellow  of  the  American  College  of  Gastroenterology,  and 
a member  of  the  International  Society  of  Internal  Medi- 
cine, the  Pan  American  Medical  Association,  the  New  York 
Cardiological  Society,  the  New  York  Academy  of  Gastro- 
enterology, the  New  York  State  Society  of  Internal  Medi- 
cine, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Theodore  T.  Fox,  M.D.,  of  New  York  City,  died  on  June 
16  at  the  age  of  83.  Dr.  Fox  graduated  in  1928  from  McGill 
University  Faculty  of  Medicine.  He  was  a consultant  in 
internal  medicine  at  the  Hospital  for  Joint  Diseases  and 
Medical  Center.  Dr.  Fox  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  (Cardiovascular  Diseases),  a 
Fellow  of  the  American  College  of  Physicians,  a Fellow  of 
the  American  College  of  Chest  Physicians,  a Fellow  of  the 
American  College  of  Cardiology,  and  a member  of  the 
American  Thoracic  Society,  the  New  York  Academy  of 
Medicine,  the  New  York  Pathological  Society,  the  New 
York  Cardiological  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Morris  Levine,  M.D.,  of  Jackson  Heights  and  Flushing, 
died  on  May  29  at  the  age  of  67.  Dr.  Levine  received  his 
medical  degree  from  the  University  of  Vienna  in  1938.  He 
was  an  attending  general  practitioner  at  Parsons  Hospital 
and  an  assistant  physician  at  Physicians  Hospital.  Dr. 
Levine  was  a member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Harry  Fried,  M.D.,  of  The  Bronx,  died  on  April  13  at  the 
age  of  87.  Dr.  Fried  graduated  in  1912  from  Yale  Univer- 
sity School  of  Medicine.  He  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

William  C.  Gallo,  M.D.,  of  Margaretville  and  Roxbury, 
died  on  May  28  at  the  age  of  63.  Dr.  Gallo  graduated  in 
1939  from  Georgetown  University  School  of  Medicine.  He 
was  head  of  radiology  at  Margaretville  Memorial  Hospital. 
Dr.  Gallo  was  a Diplomate  of  the  American  Board  of  Ra- 
diology, a Fellow  of  the  International  College  of  Surgeons, 
and  a member  of  the  Pan  American  Medical  Association, 
the  Delaware  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Leonard  R.  Generson,  M.D.,  of  Pelham  Manor,  died  on 
April  15  at  the  age  of  68.  Dr.  Generson  received  his  med- 
ical degree  from  the  University  of  Basel  in  1936.  He  was 
a Fellow  of  the  American  College  of  Obstetricians  and 
Gynecologists,  a Fellow  of  the  International  College  of 
Surgeons,  and  a member  of  the  Bronx  County  Medical 


Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Alfred  Goldberg,  M.D.,  of  New  York  City,  died  on  May 
15  at  the  age  of  78.  Dr.  Goldberg  received  his  medical 
degree  from  the  University  of  Konigsberg  in  1924.  He  was 
a consulting  cardiologist  at  Sydenham  Hospital.  Dr. 
Goldberg  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  American  Geriatrics  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Alvin  Irving  Goldfarb,  M.D.,  of  New  York  City  and 
Bayside,  died  on  June  1 1 at  the  age  of  63.  Dr.  Goldfarb 
graduated  in  1939  from  Johns  Hopkins  University  School 
of  Medicine.  He  was  an  associate  psychiatrist  at  The 
Mount  Sinai  Hospital  and  at  Metropolitan  Hospital  Center 
and  a consulting  neurologist  and  psychiatrist  at  the  Jewish 
Home  and  Hospital  for  the  Aged.  Dr.  Goldfarb  was  a 
Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry  and  Neurology)  and  a member  of 
the  American  Psychiatric  Association,  the  American 
Academy  of  Neurology,  the  American  Psychoanalytic 
Association,  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Nora  Gottschalk,  M.D.,  of  New  York  City,  died  on  July 
12  at  the  age  of  77.  Dr.  Gottschalk  received  her  medical 
degree  from  the  University  of  Bonn  in  1927.  She  was  a 
clinical  assistant,  off  service,  pediatrician  at  the  Bronx- 
Lebanon  Hospital  Center.  Dr.  Gottschalk  was  a member 
of  the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Esther  Haar,  M.D.,  of  Great  Neck,  died  on  June  27  at  the 
age  of  53.  Dr.  Haar  graduated  in  1947  from  New  York 
Medical  College.  She  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Psychiatric  Association,  the 
American  Academy  of  Psychoanalysis  (also  a trustee),  the 
Academy  of  Psychosomatic  Medicine,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Bernard  Jack  Handler,  M.D.,  of  New  York  City,  died  on 
June  2 at  the  age  of  65.  Dr.  Handler  graduated  in  1936 
from  Columbia  University  College  of  Physicians  and  Sur- 
geons. He  was  an  attending  physician  at  Doctors  Hospi- 
tal. Dr.  Handler  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine,  a Fellow  of  the  American  College  of 
Cardiology,  and  a member  of  the  American  Occupational 
Medicine  Association,  the  New  York  State  Society  of  In- 
ternal Medicine,  the  New  York  State  Society  of  Industrial 
Medicine,  the  New  York  Cardiological  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Harold  Jerome  Harris,  M.D.,  of  Westport,  died  on  June 
14  at  the  age  of  78.  Dr.  Harris  graduated  in  1921  from 
Albany  Medical  College.  He  was  a consulting  physician 
at  St.  Lawrence  Psychiatric  Center,  an  attending  general 
practitioner  at  Elizabethtown  Community  Hospital,  Inc., 
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and  a consulting  physician  at  Champlain  Valley  Physicians 
Hospital  and  Medical  Center.  Dr.  Harris  was  a Fellow  of 
the  American  College  of  Physicians  and  a member  of  the 
International  Society  of  Internal  Medicine,  the  American 
Psychiatric  Association,  the  Academy  of  Medicine,  the 
New  York  State  Society  of  Internal  Medicine,  the  Essex 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Edith  Jacobson,  M.D.,  of  New  York  City,  died  on  June 
5 at  the  age  of  79.  Dr.  Jacobson  received  her  medical  de- 
gree from  the  University  of  Munich  in  1922.  She  was  a 
member  of  the  American  Psychoanalytic  Association,  the 
American  Psychiatric  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  A.  Landy,  M.D.,  of  The  Bronx,  died  on  May  21  at 
the  age  of  88.  Dr.  Landy  graduated  in  1914  from  Columbia 
University  College  of  Physicians  and  Surgeons.  He  was 
a consulting  surgeon  at  Morrisania  City  Hospital  and  the 
Bronx-Lebanon  Hospital  Center.  Dr.  Landy  was  a 
member  of  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Maximilian  Lewitter,  M.D.,  of  New  York  City,  died  on 
April  30  at  the  age  of  80.  Dr.  Lewitter  received  his  medical 
degree  from  the  University  of  Vienna  in  1922.  He  was  a 
member  of  the  American  Geriatrics  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

William  Francis  McDermott,  M.D.,  of  Lakewood,  New 
Jersey,  formerly  of  The  Bronx,  died  on  May  27  at  the  age 
of  79.  Dr.  McDermott  graduated  in  1919  from  Albany 
Medical  College.  He  was  an  honorary  surgeon  at  St. 
Elizabeth’s  Hospital  Division.  Dr.  McDermott  was  a 
member  of  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  Edward  McGowan,  M.D.,  of  Hempstead,  died  on 
July  4 at  the  age  of  66.  Dr.  McGowan  graduated  in  1934 
from  Syracuse  University  College  of  Medicine.  He  was  a 
member  of  the  American  Psychiatric  Association,  the 
Nassau  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Locke  Litton  Mackenzie,  M.D.,  of  New  York  City,  died 
on  May  10  at  the  age  of  76.  Dr.  Mackenzie  graduated  in 
1926  from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  honorary  obstetrician  and  gynecol- 
ogist at  Doctors  Hospital,  a consulting  obstetrician  and 
gynecologist  at  the  New  York  Infirmary,  St.  Luke’s  Hos- 
pital Center,  and  The  Methodist  Hospital.  Dr.  Mackenzie 
was  a Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Surgeons, 
a Fellow  of  the  American  College  of  Obstetricians  and 
Gynecologists,  and  a member  of  the  Pan  American  Medical 
Association,  the  New  York  Academy  of  Medicine,  the  New 
York  Obstetrical  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Anthony  L.  Mauceri,  M.D.,  of  Kingston,  died  in  February 
at  the  age  of  63.  Dr.  Mauceri  graduated  in  1941  from 
Middlesex  University  School  of  Medicine.  He  was  an 
honorary  general  practitioner  at  Benedictine  Hospital.  Dr. 
Mauceri  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Ulster  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Frederick  U.  Metcalf,  M.D.,  of  Rockville  Centre,  died  on 
June  7 at  the  age  of  75.  Dr.  Metcalf  graduated  in  1927 
from  the  Medical  College  of  Virginia.  He  was  an  honorary 
physician  in  family  medicine  at  South  Nassau  Communi- 
ties Hospital.  Dr.  Metcalf  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  Nassau  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Nathan  Meyer,  M.D.,  of  Englewood,  New  Jersey,  for- 
merly of  New  York  City,  died  on  May  27  at  the  age  of  80. 
Dr.  Meyer  received  his  medical  degree  from  the  University 
of  Wurzburg  in  1921.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Jacob  I.  Migden,  M.D.,  of  New  York  City,  died  on  June 
27  at  the  age  of  66.  Dr.  Migden  received  his  medical  degree 
from  the  University  of  Nancy  in  1937.  He  was  an  assistant 
physician  at  Beth  Israel  Medical  Center.  Dr.  Migden  was 
a member  of  the  Pan  American  Medical  Association,  the 
American  Geriatrics  Society,  the  American  Academy  of 
Family  Physicians,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Nasser  Moradian,  M.D.,  of  Brooklyn,  was  fatally  stabbed 
on  June  6 at  the  age  of  39.  Dr.  Moradian  received  his 
medical  degree  from  the  University  of  Teheran  in  1964. 
He  was  an  active  attending  pediatrician  at  Kings  County 
Hospital  Center.  Dr.  Moradian  was  a Diplomate  of  the 
American  Board  of  Pediatrics. 

Eduard  Muehsam,  M.D.,  of  New  York  City,  died  on  June 
23  at  the  age  of  79.  Dr.  Muehsam  received  his  medical 
degree  from  the  University  of  Heidelberg  in  1922.  He  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Arnold  Nacht,  M.D.,  of  New  York  City,  died  on  June  13 
at  the  age  of  66.  Dr.  Nacht  received  his  medical  degree 
from  the  University  of  Belgrade  in  1938.  He  was  an  as- 
sistant physician  in  internal  medicine  at  Trafalgar  Hos- 
pital. Dr.  Nacht  was  a member  of  the  American  Public 
Health  Association,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Albert  Martin  Nelsen,  M.D.,  of  New  York  City,  died  on 
December  9, 1976  at  the  age  of  83.  Dr.  Nelsen  received  his 
medical  degree  from  the  University  of  Rostov  in  1930.  He 
was  a Fellow  of  the  International  College  of  Surgeons  and 
a member  of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 


1808  New  York  State  Journal  of  Medicine/September  1977 


Medical  Association. 

Ray  Wilson  Peterson,  M.D.,  of  Johnson  City,  died  on 
June  25  at  the  age  of  79.  Dr.  Peterson  graduated  in  1922 
from  Syracuse  University  College  of  Medicine.  He  was  an 
honorary  member  of  the  medical  staff  at  Binghamton 
General  Hospital.  Dr.  Peterson  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Binghamton 
Academy  of  Medicine,  the  Broome  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ulric  Richard  Plante,  M.D.,  of  Massena,  died  on  June 
1 at  the  age  of  86.  Dr.  Plante  graduated  in  1915  from 
Vermont  Medical  College.  He  was  a member  of  the  St. 
Lawrence  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Aaron  Pliss,  M.D.,  of  Buffalo,  died  on  March  23  at  the  age 
of  71.  Dr.  Pliss  graduated  in  1930  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  an  emeritus  oph- 
thalmologist at  Millard  Fillmore  Hospital.  Dr.  Pliss  was 
a Diplomats  of  the  American  Board  of  Ophthalmology  and 
a member  of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Nathan  Reibstein,  M.D.,  of  Brooklyn,  died  on  May  25  in 
his  77th  year.  Dr.  Reibstein  graduated  in  1923  from  Long 
Island  College  Hospital.  He  was  director  and  an  attending 
obstetrician  and  gynecologist  at  Lefferts  General  Hospital. 
Dr.  Reibstein  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Rose  Rieger,  M.D.,  of  New  York  City,  died  on  May  13. 
Dr.  Rieger  received  her  medical  degree  from  the  University 
of  Vienna  in  1924. 

Dominick  Filbert  Rossi,  M.D.,  of  Babylon,  died  on  July 
4 at  the  age  of  71.  Dr.  Rossi  graduated  in  1930  from  Long 
Island  College  of  Medicine.  He  was  a member  of  the 
Suffolk  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Marcus  Schatner,  M.D.,  of  New  York  City,  died  on  June 
13  at  the  age  of  82.  Dr.  Schatner  received  his  medical  de- 
gree from  the  University  of  Vienna  in  1924.  He  was  a 
member  of  the  American  Psychoanalytic  Association,  the 
American  Psychiatric  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Barnet  Packer  Stivelman,  M.D.,  of  New  York  City,  died 
on  June  8 at  the  age  of  85.  Dr.  Stivelman  graduated  in 
1914  from  Long  Island  College  Hospital.  He  was  a 
Diplomate  of  the  American  Board  of  Internal  Medicine, 
a Fellow  of  the  American  College  of  Physicians,  a Fellow 
of  the  American  College  of  Chest  Physicians,  and  a member 
of  the  American  Thoracic  Society,  the  New  York  Academy 
of  Medicine,  the  New  York  Society  for  Thoracic  Surgery, 


the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Isadore  Max  Tarlov,  M.D.,  of  New  York  City,  died  on 
June  4 at  the  age  of  72.  Dr.  Tarlov  graduated  in  1930  from 
Johns  Hopkins  University  School  of  Medicine.  He  was  a 
consulting  neurosurgeon  at  the  Hospital  for  Joint  Disease 
and  Medical  Center  and  an  attending  neurosurgeon  at 
Doctors  Hospital.  Dr.  Tarlov  was  a Diplomate  of  the 
American  Board  of  Neurological  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Association  of  Neuropathologists,  the  American 
Neurological  Association,  the  American  Association  of 
Neurologic  Surgeons,  the  Association  for  Research  in 
Nervous  and  Mental  Disease,  the  New  York  Academy  of 
Medicine,  the  New  York  Neurological  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Brian  P.  Tully,  M.D.,  of  The  Bronx,  died  on  July  10  at  the 
age  of  61.  Dr.  Tully  received  his  medical  degree  from  the 
National  University  of  Eire  in  1939.  He  was  an  associate 
surgeon  at  St.  Elizabeth’s  Hospital  and  an  associate  general 
practitioner  at  Union  Hospital  of  The  Bronx.  Dr.  Tully 
was  a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Charles  R.  Weeth,  M.D.,  of  Rochester,  died  on  June  3 at 
the  age  of  81.  Dr.  Weeth  graduated  in  1920  from  the 
University  of  Nebraska  College  of  Medicine.  He  was  a 
Diplomate  of  the  American  Board  of  Otolaryngology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Academy  of  Ophthalmology  and  Otolar- 
yngology, the  American  Larvngological,  Rhinological  and 
Otological  Society,  the  American  Academy  of  Facial  and 
Plastic  Reconstruction  Surgery,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Luvia  Willard,  M.D.,  of  Jamaica,  died  on  June  29  at  the 
age  of  95.  Dr.  Willard  graduated  in  1909  from  Cornell 
University  Medical  College.  She  was  an  honorary  pedia- 
trician at  Jamaica  Hospital.  Dr.  Willard  was  a Diplomate 
of  the  American  Board  of  Pediatrics,  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

John  Frederick  Wiltberger,  M.D.,  of  Ithaca,  died  on 
June  22  at  the  age  of  48.  Dr.  Wiltberger  graduated  in  1947 
from  Ohio  State  University  College  of  Medicine.  He  was 
an  orthopedic  surgeon  at  Tompkins  County  Hospital.  Dr. 
Wiltberger  was  a Diplomate  of  the  American  Board  of 
Orthopedic  Surgery  and  a member  of  the  American 
Academy  of  Orthopaedic  Surgeons,  the  Tompkins  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Marcus  Aurelius  Wuerschmidt,  M.D.,  of  Oswego,  died 
on  June  10  at  the  age  of  60.  Dr.  Wuerschmidt  graduated 
in  1943  from  Syracuse  University  College  of  Medicine.  He 
was  an  attending  ophthalmologist  at  Oswego  Hospital.  Dr. 
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Wuerschmidt  was  a Diplomate  of  the  American  Board  of 
Ophthalmology  and  a member  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  the  Oswego  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Frederick  Nicholas  Zuck,  M.D.,  of  Rochester,  died  on 
May  29  at  the  age  of  69.  Dr.  Zuck  graduated  in  1937  from 


Physicians  make  17  million 
house  calls  annually 

Do  physicians  still  make  house  calls? 

Most  people  would  answer  “No”  to  that  question. 

But  the  truth  is  that  a lot  of  physicians  still  make  some 
house  calls.  Not  as  many  as  did  physicians  of  a generation 
past,  to  be  sure,  but  more  than  might  be  imagined— more 
than  17  million  per  year. 

The  American  Medical  Association  talked  with  physi- 
cians and  patients  in  a small  town,  in  a medium-sized  city, 
and  in  a large  metropolitan  area  about  house  calls.  The 
small  town  physician  still  makes  house  calls  regularly,  while 
those  in  the  large  communities  do  so  much  less  frequent- 
ly- 

The  physicians  generally  agree  that  they  can  actually  do 
more  for  their  patients  in  the  hospital  or  in  their  offices, 
where  extensive  diagnostic  equipment  and  facilities  and 
skilled  staff  are  at  hand. 

But  all  also  admit  that  in  certain  circumstances,  the 
house  call  can  be  an  effective  and  important  facet  of  the 
physician-patient  relationship. 

The  most  recent  statistics  available  showing  more  than 
17  million  house  calls  made  annually  in  the  United  States 
mean  that  about  2 percent  of  all  physician  services  are 
being  delivered  at  home. 

Granted,  that  number  is  between  a third  and  a quarter 
of  the  63  million  house  calls  made  20  years  ago,  but  to  the 
question,  “Do  physicians  still  make  house  calls?”  the  an- 
swer is  “Yes.” 

F^atients  of  all  income  levels  are  visited  at  home.  About 
40  percent  of  those  seen  are  in  families  with  an  annual  in- 
come of  less  than  $5,000  and  another  40  percent  are  in 
families  earning  $10,000  and  more.  A further  breakdown 
shows  25  percent  of  the  physicians’  house  calls  are  in  homes 
of  less  than  $3,000  annual  income  and  21  percent  take  place 
in  homes  where  the  annual  income  exceeds  $15,000.  Pa- 
tients in  the  $5,000  to  $10,000  income  bracket  account  for 
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about  20  percent  of  all  house  calls. 

Visits  to  elderly  patients — persons  65  and  older — are  the 
most  prevalent,  accounting  for  51  percent  of  all  house  calls. 
Persons  in  the  45  to  65  age  bracket  are  the  home  patients 
25  percent  of  the  time,  with  illnesses  of  children  from  ages 
5 through  14  being  the  reason  physicians  go  to  the  home 
7 percent  of  the  time.  All  other  age  groups  combined  ac- 
counted for  the  remaining  17  percent  of  physician  visits  to 
the  home. 

Of  those  patients  seen  at  home,  56  percent  are  disabled 
or  limited  in  activity,  with  44  percent  having  no  problems 
of  limitation. 

Far  more  women  and  girls  (62  percent)  are  seen  by 
physicians  on  house  calls  than  are  men  and  boys. 

The  vast  majority  (70  percent)  of  house  calls  are  made 
in  cities,  with  rural  patients  accounting  for  27  percent  of 
the  total  number  made,  and  farm  family  members  repre- 
senting 3 percent  of  the  home  visits  by  physicians. 

Almost  half  (44  percent)  of  the  house  calls  are  made  in 
the  northeastern  region  of  the  United  States,  with  the 
north  central  and  southern  states  residents  accounting  for 
23  percent  each,  and  visits  by  physicians  in  western  states 
providing  the  remaining  10  percent. 

General  practitioners  or  family  physicians  are  the  groups 
visiting  the  homes  most  often — -77  percent  of  the  time,  with 
internists  providing  8 percent  of  the  house  call  care,  and 
all  other  specialists  representing  the  remaining  15  percent 
of  home  visits. 

A summary  of  the  1976  Patient  Attitude  Survey  con- 
ducted by  Medical  Economics  Magazine  states  that  “the 
relatively  rare  physician  who  still  makes  emergency  house 
calls  ranks  high  with  patients.” 

Obviously,  enough  of  those  patients  polled  had  been 
recipients  of  house  calls  that  they  felt  they  could  evaluate 
the  physicians’  level  of  concern. 

And,  one  might  ask,  is  “relatively  rare”  an  accurate  de- 
scription of  more  than  17  million  annual  home  visits  by 
physicians? 
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ADDITIONAL  ANNUAL  REPORTS 


PHESIDENT 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

At  the  conclusion  of  my  term  as  President  of  the  Medical 
Society  of  the  State  of  New  York,  I would  like  to  express 
these  sentiments  to  the  House  of  Delegates.  I am  grateful 
to  have  had  the  opportunity  to  serve  MSSNY  in  this  office. 
I have  thoroughly  enjoyed  the  experience  and  sincerely 
hope  that  in  some  small  way  I have  helped  to  advance  the 
purpose  of  the  Medical  Society  of  the  State  of  New 
York. 

Certainly  today,  I can  sympathize  with  my  predecessors 
in  this  office  who,  upon  conclusion  of  their  terms  also  ex- 
pressed their  frustration  over  having  too  little  time  to  ac- 
complish the  too  many  important  things  we  had  resolved 
to  do  when  we  assumed  the  office.  Nevertheless,  I have 
enjoyed  every  aspect  of  my  experience;  the  opportunities 
to  travel  throughout  the  State  and  meet  many  physicians 
whom  I would  never  have  had  the  opportunity  to  meet 
under  normal  circumstances,  the  pleasure  of  attending 
meetings  of  county  medical  societies,  district  branch 
meetings,  and  especially  the  Spring  Conference  of  the 
Auxiliary  to  the  State  Medical  Society. 

I shall  miss  the  close  communication  with  my  peers,  yet 
I am  very  ready  to  turn  over  this  office  to  my  worthy  suc- 
cessor. 

There  are,  of  course,  a number  of  events  of  particular 
importance  I should  like  to  call  to  the  attention  of  the 
delegates  in  this  report. 

The  intrusion  of  governmental  agencies  into  the  practice 
of  medicine  has  created  new  problems  which  MSSNY  has 
attempted  to  resolve  as  they  occured.  The  Socioeconomics 
Committee  has  been  charged  to  study  the  problems  and 
to  seek  the  means  for  effectively  dealing  with  them. 

A recent  concern  is  the  elimination  of  some  departments, 
or  the  closing  of  total  hospitals  which  limits  patients’  ac- 
cessibility to  proper  care,  and  deprives  physicians  of  hos- 
pital facilities.  Our  efforts  must  continue  to  insure  that 
patients  have  ready  access  to  needed  facilities,  and  that 
displaced  physicians  are  afforded  the  opportunity  for  staff 
appointments  in  the  remaining  institutions. 

For  many  years  MSSNY  has  called  attention  to  the  de- 
ficiencies of  the  Medicaid  program  in  New  York  State.  We 
have  sought  correction  without  any  results.  The  state  of 
affairs  of  the  Medicaid  program  has  defeated  its  aim  to 
afford  the  medically  needy  access  to  high  quality  medical 
care  by  personal  physicians.  Following  a change  in  the 
administrative  head  of  the  State  program,  the  advice  of  our 
Society  was  sought  and  we  are  hopeful  that  in  the  future 
closer  consultation  may  result  in  an  improvement  in  the 
administration  of  Medicaid. 

In  .June  a MSSNY  delegation  of  officers  met  with  HEW 
officials  in  Washington,  D.C.  to  protest  certain  New  York 
State  regulations  affecting  Medicaid  patients  which  con- 
flicted with  the  Federal  PSRO  Law.  It  was  an  important 
and  productive  meeting.  HEW  promptly  sent  a letter  to 
the  State  Department  of  Social  Services  which  made  it 
clear  that  HEW  disapproved  of  the  pre-  and  post-operative 
hospital  stay  limitations  for  medicaid  patients  established 
by  the  State  Health  Department.  In  a second  letter  in 
•June,  HEW  criticized  the  State  for  carrying  out,  under 


Chapter  76,  Medicaid  onsite  review  activities  which  dup- 
licated PSRO  review,  and  overturned  or  ignored  PSRO 
review  determinations.  HEW  called  upon  the  State  to 
cease  duplicate  review  determinations  from  PSRO  dele- 
gated hospitals,  and  to  accept  PSRO  decisions  on  medical 
necessity  or  forfeit  Federal  limitation  funds. 

Despite  protests  from  the  State  of  New  York,  HEW 
maintained  its  position  and  advised  the  State  that  they 
must  (1)  submit  the  required  preprinted  State  plan 
amendments  to  incorporate  PSRO  review,  and  (2)  accept 
PSRO  medical  necessity  decisions  and  eliminate  duplicate 
State  review  or  monitoring.  The  State  was  advised  that 
Federal  matching  funds  are  available  only  for  State  mon- 
itoring of  PSROs  which  does  not  duplicate  the  purpose  of 
PSRO  review,  and  that  the  New  York  State  monitoring 
plan  is  not  approved.  The  letter  concluded  by  advising 
that  HEW  expects  “a  satisfactory  resolution  of  this  matter 
within  the  next  30  days.” 

At  this  writing  the  State’s  reactions  are  yet  to  be  known, 
but  we  are  optimistic  that  a resolution  to  this  problem  is 
at  hand.  I feel  that  the  action  on  the  part  of  the  Medical 
Society  of  the  State  of  New  York  precipitated  a necessary 
confrontation  between  HEW  and  New  York  State,  and  it 
seems  destined  to  redound  to  the  benefit  of  our  Medicaid 
patients. 

Recently,  following  an  audit  conducted  by  a State  Health 
Department  physician,  letters  were  sent  to  two  hospitals 
and  the  involved  physicians  claiming  that  the  stays  of  a 
number  of  Medicaid  patients’  were  unduly  lengthy,  and 
demanding  the  return  of  monies.  The  form  letter  to  the 
physicians  implied  that  the  physicians  were  guilty  of  fraud, 
abuse  or  misconduct,  and  stated  that  the  decisions  of  the 
Health  Department  would  be  reported  to  a number  of 
other  groups  including  disciplinary  bodies. 

Both  the  Suffolk  County  Medical  Society  and  MSSNY 
took  strong  exception  to  both  the  methods  and  conclusions 
drawn  by  the  State  Health  Department  and  the  Depart- 
ment of  Social  Services. 

MSSNY  requested  a meeting  with  Commissioner  of 
Health,  Robert  Whalen,  M.D.,  during  which  he  agreed  that 
implications  of  fraud  and  abuse  were  unjustified  and  that 
he  would  have  the  use  of  the  letter  discontinued.  The 
Medical  Society  of  the  State  of  New  York  requested  that 
a consultative  procedure  for  peer  review  of  a physician’s 
practice  be  established  to  resolve  professional  differences 
of  opinion,  and  offered  to  assist  in  such  a peer  review 
mechanism.  The  Commissioner  of  Health  welcomed  this 
suggestion,  and  steps  will  be  taken  to  explore  this  fur- 
ther. 

The  State  Society  and  its  component  county  societies 
are  confronted  with  a dilemma.  We  are  receiving  requests 
from  patients  and  third-party  payors  to  evaluate  the  rea- 
sonableness of  physicians’  fees  in  specific  instances.  At 
the  same  time  we  are  advised  that  any  participation  by 
medical  associations  in  the  discussion  of  fees  in  any  context 
is  anti-competitive  and,  therefore,  in  violation  of  the 
anti-trust  laws. 

MSSNY  has  been  responsive  to  requests  for  evaluation 
of  fees,  and  has  rendered  opinions  which,  although  not 
always  binding,  have  nevertheless  served  what  we  consider 
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to  be  a valuable  public  service.  For  example,  the  New  York 
County  Medical  Society  Insurance  Review  Committee, 
from  1969  through  1975,  upon  request,  reviewed  811  cases. 
In  62%  of  these  cases  the  appraisal  was  that  the  physicians’ 
fees  were  above  the  prevailing  rates  in  the  county,  and  a 
recommendation  for  the  reduction  of  the  fees  was  sub- 
mitted. (In  dollars,  the  reduction  recommended 
amounted  to  34%.)  This  experience  hardly  supports  the 
claim  that  to  have  physician  committees  review'  physicians’ 
fees  is  tantamount  to  the  “fox  watching  the  chicken 
coop.” 

To  evaluate  fees,  it  is  necessary  to  know  the  usual,  cus- 
tomary and  prevailing  fees  in  an  area.  Such  basic  figures 
are  accumulated  by  survey  to  determine  the  range  of  fees 
rather  than  fixed  fees.  One  of  the  most  useful  tools  for 
evaluation  is  a relativity  scale  such  as  MSSNY  developed 
through  a survey  conducted  in  1972.  Our  scale  was  dis- 
continued in  December  of  1975  because  of  actions  by  the 
Justice  Department  and  the  Federal  Trade  Commission. 
The  scale,  in  addition  to  its  usefulness  in  evaluating  fees, 
also  served  as  a guideline  to  new  physicians  entering 
practice. 

It  is  incongruous  that  one  governmental  agency  should 
issue  cease  and  desist  orders  against  the  use  of  relativity 
scales,  while  another  governmental  agency  (such  as  HEW), 
encourages  their  use.  Equally  surprising  is  the  fact  that 
third-party  payors,  including  the  Blue  Shield  Plans,  are 
permitted  to  utilize  relativity  scales  in  establishing  their 
fee  schedules,  and  that  the  New  York  State  agencies  for 
W'orkmen’s  Compensation  and  Medicaid  also  utilize  rel- 
ativity scales. 

In  June,  the  Council,  implementing  a House  of  Delegates 
resolution  that  Family  Practice  receive  recognition  as  a 
specialty,  resolved  that  the  following  should  be  recom- 
mended to  the  Workmen’s  Compensation  Board: 

That  physicians  certified  by  the  Board  of  Family 
Practice  be  recognized  as  specialists  who  will  receive 
payment  according  to  the  specialists’  section  of  the 
workmen’s  compensation  fee  schedule;  that  the  same 
workmen’s  compensation  rules  apply  to  them  as  to  all 
other  specialists;  and  that  the  level  of  services  be  spe- 
cifically identified  as  comprehensive,  intermediate  or 
limited. 

The  Interspecialty  Committee,  which  developed  these 
recommendations  for  the  Council’s  approval,  offered  to 
assist  in  resolving  questions  as  to  which  of  the  above  levels 
was  applicable. 

MSSNY  will  present  the  above  recommendation  to  the 
Workmen’s  Compensation  Board  Advisory  Committee. 

Incidentally,  the  Workmen’s  Compensation  Board 
chairman,  pending  the  report  from  his  Economic  Index 
Committee,  has  denied  our  request  for  a 30%  overall  in- 
crease of  fees  to  become  effective  July  1, 1977.  We  are  still 
in  the  process  of  negotiating. 

It  is  nice  to  report  that  some  of  the  anticipated  benefits 
of  a closer  interrelationship  between  MSSNY  and  the 
specialty  societies  have  been  attained.  Our  Interspecialty 
Committee  has  been  effective  in  establishing  better  lines 
of  communication,  and  with  the  coordination  of  activities, 
we’ve  realized  a strengthening  of  the  profession  as  a 
whole. 

During  1977  I have  devoted  a good  deal  of  time  and 
thought  to  a basic  problem  with  which  MSSNY  and  our 


county  medical  societies  must  come  to  grips.  Declining 
membership  has  suddenly  become  apparent,  affecting  the 
State  Society,  several  of  our  metropolitan  component  so- 
cieties, and  certainly  the  AMA. 

In  the  past,  we  have  made  some  mistakes  which  we  must 
rectify.  Times  had  changed  and  we  were  caught  without 
the  system  or  the  skill  to  recruit  members.  We  have  been 
complacent  when  we  should  have  been  actively  seeking  out 
every  non-member  doctor  in  every  county  in  New  York 
State. 

In  February  we  activated  a Statewide  membership  de- 
velopment program  in  which  we  urged  the  local  societies 
to  become  involved.  It  has  met  with  limited  success. 
When  we  complete  this  six-month  program  in  September, 
we  expect  that  we  will  have  recruited  about  400  new 
members.  While  that  number  amply  defrays  the  budgeted 
cost  of  the  program,  it  hardly  begins  to  reduce  the  large 
number  of  New  York  physicians  who  should  be  members 
but  are  not.  There  are  9,000  of  these  doctors  that  should 
be  members,  but  who  do  not  join  us  despite  our  repeated 
invitations  through  the  mail. 

A change  is  needed.  We  must  make  member  recruit- 
ment a permanent,  on-going  function  of  MSSNY.  The 
State  Society  has  already  made  substantive  progress  in  that 
direction.  Henry  I.  Fineberg  M.D.,  Executive  Vice-Pres- 
ident, taking  advantage  of  what  was  learned  during  our 
membership  development  program,  has  made  important 
innovations.  Membership  recruitment  has  now  become 
a major,  on-going  staff  function  at  the  State  level.  How- 
ever, it  remains  for  it  to  become  a basic  function  of  every 
county  society  as  well.  If  we  learned  one  thing  during  our 
membership  drive,  it  is  that  the  membership  problem  can 
be  solved  by  joint  action  of  the  State  and  county  societies. 
However,  the  really  productive  effort  must  be  done  locally, 
through  personal  contact  by  our  members  with  the  non- 
members. Training  ourselves  to  do  this  will  take  perse- 
verance— but  learn  it  we  must,  both  State  and  county. 

The  annual  meeting  of  the  Commissions  on  Public 
Health  and  Education  with  the  New  York  State  Depart- 
ment of  Health  was  held  in  Albany  on  July  15  and  16.  As 
usual  this  meeting  served  as  a productive  dialogue  between 
MSSNY  and  the  Health  Department.  It  was  attended  by 
Commissioner  Whalen,  and  ten  of  his  directors  of  services. 
All  participated  in  the  lively  report  presented  by  the 
chairmen  of  the  various  committees  in  the  two  MSSNY 
Commissions.  In  addition  to  these  chairmen,  Drs.  Carl 
Goldmark,  Henry  I.  Fineberg,  Edward  Siegel,  and  I also 
attended.  The  meeting  was  chaired  in  turn  by  Dr.  Keith 
Guthrie,  Chairman  of  the  Commission  on  Public  Health, 
and  Dr.  Kenneth  Eckhert,  Chairman  of  the  Commission 
on  Education.  Members  should  read  the  reports  of  these 
committees  in  order  to  learn  the  tremendous  amount  of 
work  they  have  contributed. 

EMPAC  (Empire  Medical  Political  Action  Committee) 
had  a banner  year  in  1976.  It  set  a record  for  membership, 
and  thus  was  able  to  participate  in  the  election  campaigns 
of  many  candidates  who  had  proven  their  sympathy  with 
the  causes  of  the  medical  profession.  I urge  all  members 
who  have  not  joined  this  year  to  do  so,  and  even  better,  each 
of  us  should  also  get  a non-member  to  join.  This  will 
provide  medicine’s  political  action  arm  with  the  strength 
to  concentrate  on  those  forces  which  are  attempting, 
through  the  political  arena,  to  destroy  the  private  practice 
of  medicine.  I also  urge  all  of  you  to  attend  the  annual 
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dinner  of  EMPAC  which  will  be  held  on  October  4,  1977 
at  the  Americana  Hotel.  An  outstanding  American  po- 
litical figure  will  be  the  speaker. 

Government  Relations.  Turning  to  what  has  become 
an  area  of  primary  importance  with  respect  to  our  profes- 
sion, the  area  of  government  relations,  my  experience  as 
President  of  the  Medical  Society  of  the  State  of  New  York 
leads  me  to  the  conclusion  that  the  direction  in  which  our 
prpfession  moves  in  the  coming  years  will,  in  large  measure, 
be  determined  by  the  extent  to  which  we,  both  individually 
and  organizationally,  improve  and  expand  expertise  in  the 
area  of  delivery  of  health  care.  This  expertise  must  be 
forcefully  conveyed  and  affirmatively  responded  to  by 
those  in  government  who  are  more  and  more  regularly 
determining  the  dimensions  of  our  health  delivery 
modalities. 

During  the  1977  Legislative  Session  9,046  bills  were  in- 
troduced in  the  New  York  State  Assembly  and  6,957  bills 
were  introduced  in  the  New  York  State  Senate.  Of  this 
number  no  less  than  ten  percent  (10%)  involved  issues 
which,  in  varying  degrees,  related  to  health  matters. 

The  Medical  Society’s  ongoing  efforts  to  obtain  real  and 
substantial  relief  in  the  area  of  medical  malpractice  in- 
surance costs  saw  the  introduction  of  eight  (8)  bills  directed 
toward  eliminating  inequities  which  have  arisen  in  the 
manner  in  which  the  present  system  adjudicates  mal- 
practice responsibility.  Two  of  the  primary  bills  were 
passed  by  the  Senate  but  remain  at  this  time  in  Assembly 
committees,  with  the  Legislature  scheduled  to  return  on 
October  25.  One  bill  passed  by  the  Senate  would  have 
limited  the  monetary  verdicts  in  malpractice  actions  to 
$100,000  (S.  9-A,  Lombardi).  Another  bill  would  have 
amended  the  New  York  State  Constitution  to  permit  the 
creation  of  a new  non-judicial  system  for  adjudicating 
malpractice  claims  (S.  8,  Lombardi,  A.  3287,  Burns).  The 
Cxovernor  recently  appointed  a successor  committee  to  the 
McGill  Panel  to  work  with  the  medical  profession  and 
other  interested  groups  in  completing  the  reforms  begun 
two  years  ago.  It  is  clear  that  the  achievement  of  a final 
equitable  solution  must  await  this  committee’s  report. 

A Medical  Society  program  bill  relating  to  controlled 
substances  and  triplicate  prescriptions  was  passed  in  the 
Assembly  but  remains,  at  this  time,  in  the  Senate  Health 
Committee  (A.  6978,  Levy). 

Many  other  legislative  proposals,  emanating  from  a va- 
riety of  sources,  involved  issues  of  substantial  concern  to 
medicine.  The  issue  of  generic  substitution  was  the  subject 
of  intensive  attention  legislatively  with  many  of  the  pro- 
posals being  entirely  unacceptable  to  physicians.  We  were 
successful  in  shaping  the  final  legislation  (S.  6231,  Lom- 
bardi, A.  8935,  Rules)  to  preserve  the  absolute  authority 
of  the  physician  in  the  area  of  prescriptive  drugs,  and  the 
bill  ultimately  enacted  into  law  flatly  prohibits  substitution 
unless  it  is  specifically  authorized  by  the  physician. 

Another  legislative  proposal  of  primary  importance  to 
medicine  was  the  so-called  “CAT  Scanner”  bill  introduced 
by  the  Department  of  Health  (S.  6365-B,  Lombardi,  A. 
6885-B,  Tallon).  Essentially,  it  would  have  required 
Health  Department  approval  before  any  practitioner  could 
have  acquired  equipment  with  a value  in  excess  of  a certain 
stated  amount.  Although  t he  value  was  high  and  its  target 
rather  specific,  conceptually  this  legislation  represented 
the  first  attempt  to  involve  government  in  the  operational 
activity  of  the  private  practitioner’s  office.  By  controlling 
the  basic  tools  which  a physician  could  acquire,  government 
would  have  pre-determined  the  functional  capabilities  of 


that  physician.  The  bill  was  defeated  through  the  efforts 
of  the  Medical  Society  of  the  State  of  New  York. 

We  have  seen  over  the  last  few  years  a number  of  at- 
tempts to  expand  legislatively  the  functional  capabilities 
of  the  so-called  “allied  health  professions.”  At  the  same 
time  the  educational  prerequisites  necessary  for  entry  into 
such  professions  have  been  left  unchanged  or,  indeed,  in 
some  cases,  actually  reduced.  The  idea  of  eliminating  an 
illusory  physician  shortage  by  arbitrarily  expanding  the 
capabilities  of  those  with  less  training  and  education  is,  in 
our  view,  not  only  simplistic  but  fraught  with  danger  for 
the  people  we  have  chosen  to  serve.  For  example,  legis- 
lation was  introduced  this  year  to  mandate  independent 
insurance  coverage  for  independent  nurse  services  (S.  4386, 
Pisani,  A.  6713,  Virgilio).  Nurses  perform  a critical  service 
and  must  be  rewarded  economically.  However,  the  danger 
in  this  legislation  conceptually  was  that,  as  a practical 
matter,  it  would  have  added  an  economic  dimension  to  the 
present  delivery  patterns  which  could  only  prove  divisive 
and  costly.  Our  delicately  balanced  delivery  system  would 
have  been  fundamentally  and  tragically  ruptured  had  this 
bill  passed.  It  did  not. 

Other  areas  which  were  legislatively  addressed  and 
which  related  to  our  profession  included  bills  relating  to 
a definition  of  death  (S.  6027-A,  Ohrenstein,  A.  4488-A, 
Nadler),  consent  requirements  for  surgery  (S.  4933, 
Bronston,  A.  7103,  Landes),  the  use  of  drugs  by  optome- 
trists (S.  1783-A,  Bernstein,  A.  1890-A  Lasher),  physi- 
cian-hospital contracts  (S.  577-B,  Present,  A.  716-B, 
Kidder),  mandatory  continuing  medical  education  and 
reregistration  (S.  6885,  Rules,  A.  8979,  Rules)  and  modi- 
fication of  autopsy  procedures  (S.  3972-B,  Lombardi,  A. 
5405-A,  Wertz).  These  bills  for  various  reasons  were  op- 
posed by  the  State  Society  and  all  were  defeated. 

Other  bills  in  which  the  Medical  Society  was  involved 
included  the  decriminalization  of  marijuana,  and  two  bills 
involving  the  limited  legalization  of  the  substance  laetrile. 
The  latter  bills  were  opposed  by  the  Medical  Society  and 
were  vetoed  by  the  Governor  (S.  6300,  Lombardi  and  S. 
6582-A,  Pisani,  A.  8829,  Rules).  The  Medical  Society  also 
worked  closely  with  the  sponsors  of  a measure  to  more 
closely  guard  the  confidentiality  of  medical  records.  This 
passed  the  Assembly  but  remains  in  the  Senate  Finance 
Committee  (S.  4855-B,  Pisani,  A.  7081-B,  Nicolosi). 

A bill,  supported  by  the  Medical  Society,  dealing  with 
medical  witnesses  at  civil  trials  (S.  2631,  Barclay,  A.  3988, 
Nicolosi)  passed  both  houses  but  was  recalled.  A bill 
dealing  with  Shared  Health  Facilities,  or  so  called  “Med- 
icaid Mills,”  which  the  State  Society  favored  in  principle 
(S.  2181-A,  Gold,  A.  2822-A,  Hevesi)  passed  and  was  signed 
into  law. 

Any  number  of  proposals  amending  the  Workmen’s 
Compensation  Law  were  introduced.  None  of  those  op- 
posed by  the  Medical  Society  were  signed  into  law. 

Bills  dealing  with  the  concept  of  the  “right  to  die”  and 
the  concept  of  “living  will”  were  introduced  and,  although 
at  this  point  none  have  passed,  the  Medical  Society  has 
been  most  affirmatively  involved  in  shaping  the  form  which 
these  will  ultimately  take  in  coming  legislative  sessions. 

The  two  bills  which  received  the  most  wide-spread  at- 
tention within  the  profession,  as  well  as  among  the  public, 
were  A.  7037-A  (Silverman,  Hevesi)  dealing  with  the  duty 
to  report  professional  misconduct  and  A.  7781 -A  (Silver- 
man)  relating  to  no-fault  automobile  insurance.  The  first 
of  these  bills  was  the  source  of  a great  deal  of  confusion  and 
misunderstanding  within  the  medical  profession.  In  order 
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to  alleviate  misunderstanding  and  uncertainty  deriving 
from  frequently  erroneous  media  accounts  of  this  legisla- 
tion, the  State  Society  prepared  a Hotline  which  was  sent 
to  all  county  societies  fully  explaining  the  legislation  and 
the  reasons  why  the  principle  embodied  in  the  legislation 
was  accepted  by  the  profession  organizationally.  Essen- 
tially this  support  was  premised  upon  our  belief  that  the 
practice  of  medicine  is  a human  calling  of  which  there  is 
none  more  noble  and  which,  of  necessity,  must  be  charac- 
terized by  the  highest  standards  of  professional  conduct. 
These  standards,  in  our  judgment,  embody  the  concept 
that  the  unprofessional  conduct  of  a physician  cannot  be 
tolerated  by  his  colleagues.  To  the  extent  that  the  legis- 
lation was  simply  a statutory  recognition  of  this  funda- 
mental belief,  the  Medical  Society  of  the  State  of  New  York 
has  endorsed  this  bill  in  principle.  We  participated  in 
many  drafts  and  modifications  of  the  legislation  in  order 
to  eliminate,  to  the  extent  possible,  what  we  believed  to  be 
deficiencies  in  the  various  proposals.  The  bill  ultimately 
enacted  into  law  (S.  5977-B,  Lombardi,  A.  8122-A,  Hevesi) 
represented,  in  our  judgment,  the  most  acceptable  reso- 
lution of  this  problem. 

Unfortunately,  the  second  of  these  bills,  that  involving 
no-fault  automobile  insurance,  was  passed  and  signed  into 
law.  The  legislation  had  been  strongly  criticized  in  vir- 
tually all  of  the  State’s  newspapers  as  being  a sham  and  a 
fraud  on  the  New  York  State  consumer.  The  Medical 
Society  of  the  State  of  New  York  had  adamant  ly  opposed 
the  legislation  on  the  ground  that  adoption  of  the  fee  con- 
trol mechanism  of  Workmen’s  Compensation  would  save 
virtually  no  money,  but  at  the  same  time  inequitably  de- 
prive physicians  of  the  right  to  render  a reasonable  charge 
for  their  services. 

Representatives  of  the  State  Society  met  on  numerous 
occasions  with  the  legislative  leadership  repeatedly, 
pointing  out  that  the  total  medical  component  of  the  av- 
erage insurance  premium  was  only  approximately  2%.  It 
was  pointed  out  to  Governor  Carey,  the  legislative  lead- 
ership, both  Democratic  and  Republican,  and  to  every  in- 
dividual legislator  that  the  imposition  of  an  inequitable  fee 
schedule  would  ultimately  deprive  the  consumer  of  his 
basic  right  to  select  freely  the  physician  of  his  choice  to 
render  medical  services.  This  message  was  conveyed 
through  innumerable  personal  contacts,  written  memo- 
randa, telegrams,  mailgrams,  Capitol  News  and  LABS. 
Meetings  were  held  with  the  New  York  State  Department 
of  Insurance  and  with  the  Superintendent  of  Insurance,  at 
which  specific  expert  data  was  made  available  by  the  State 
Society  representatives.  These  efforts  lead  to  the  intro- 
duction of  a measure  containing  a more  acceptable  ap- 
proach to  cost  control.  However,  this  bill  was  ultimately 
rejected  in  favor  of  the  measure  enacted.  Despite  our  ef- 
forts, the  Legislature,  feeling  compelled  to  act  because  of 
mounting  public  pressure,  passed  a bill  generally  regarded 
by  even  those  voting  in  favor  of  it  to  offer  little,  if  any,  hope 
of  resolving  the  automobile  insurance  premium. 

I have  highlighted  here  only  a few  pieces  of  the  legislation 
effecting  medicine  which  we  saw  this  year.  They  are  il- 
lustrative of  literally  hundreds  of  other  pieces  of  legislation, 
out  of  the  thousands  regularly  introduced,  which  pro- 
foundly effect  your  professional  lives.  The  bills  mentioned 
included  one  which  would  have  told  you  what  you  could  or 
could  not  buy  for  use  in  your  office,  thereby  determining 


what  you  could  or  could  not  do  in  your  office.  Another 
would  have  dictated  what  courses  you  would  have  to  take 
to  continue  to  hold  your  license.  A third  would  have  de- 
termined what  parts  of  your  functional  capabilities  would 
be  accorded  to  others  not  possessing  your  education  or 
qualifications.  A fourth  tells  you  what  you  can  charge  in 
certain  cases. 

As  I stated  earlier,  government  has  become  directly  in- 
volved in  finally  determining  the  form  and  shape  of  our 
health  delivery  modalities.  Given  this  new  governmental 
role,  it  is  my  opinion  that  our  profession  must  gain  new  and 
positive  input  into  the  reality  of  government  activity  in  the 
health  field.  Unless  we  do  so,  this  government  activity,  if 
it  continues  in  the  direction  it  is  now  moving,  will  rapidly 
and,  in  my  view,  tragically  erode  the  superior  care  levels 
which  modern  medicine  has  attained. 

We  must  not  fall  victim  to  the  simplistic  viewpoint  that 
sees  these  bills  as  reflective  only  of  an  aberrant  adminis- 
tration or  the  unique  viewpoint  of  an  individual  adminis- 
trator. Far  more  basically,  they  represent  a fundamental 
alterat  ion  in  the  relationship  of  government  to  the  delivery 
of  health  care.  Our  government  planners  no  longer  view 
the  State’s  role  in  the  health  field  and,  indeed,  in  many 
other  areas  of  human  intercourse,  as  simply  supervisory. 
Government  now  pays  for  the  delivery  of  most  health  care 
either  directly,  through  government  programs  such  as 
Medicare  and  Medicaid,  or  indirectly,  through  government 
employee  health  programs.  As  government  became  the 
primary  payor,  it  was  inevitable  that  it  would  gradually 
assume  the  role  of  the  service  provider  as  well  as  payor. 
That  is  the  course  which  we  have  embarked  upon,  and  it 
is  my  firm  personal  conviction  that  the  culmination  of  this 
process  can  only  be  deleterious  to  our  people.  That  is  not 
to  say  that  government  does  not  have  a legitimate  role  in 
many  types  of  services  provided  in  our  complex  society. 
But  government  must,  except  in  the  rarest  of  cases,  refrain 
from  moving  from  a regulator  to  an  actual  provider. 

We  must  change  the  direction  in  which  we  are  headed 
in  the  area  of  health.  We  must  not  complain  to  each  other 
about  our  common  plight,  and  walk  away  feeling  com- 
fortable in  the  conviction  that  we  are  right.  Our  forces  and 
energies  and  talents  must  be  directed  outward  and  not 
expended  through  internal  disagreement  and  rancor  and, 
thus  expended,  serve  only  to  divide  and  immobilize. 
Rather,  we  must  raise  our  voices  in  new  ways  and  to  new 
levels.  Each  and  every  local  medical  society  must  become 
politically  involved  as  a constituent  part  of  a Statewide 
political  viable  force.  Under  a guiding  State  entity,  there 
must  be  physician  groups  at  the  local  level  willing  to  meet 
with  individual  political  candidates  for  the  State  Senate 
and  State  Assembly  to  learn  the  viewpoints  and  attitudes 
of  these  candidates,  and  to  intelligently  evaluate  those 
attitudes  to  determine  which  are  most  reflective  of  what 
we,  on  a Statewide  basis  through  our  unique  position  in  the 
field  of  health  care,  know  to  be  in  the  best  interests  of  our 
citizens.  And  most  importantly,  we  must  financially 
support,  properly  and  ethically,  those  who  are  adjudged 
to  be  most  reflective  of  views  held  by  our  profession  in  this 
field.  This  political  activity  must  be  commenced  imme- 
diately— otherwise  our  fates  are  already  determined. 

Respectfully  submitted, 

George  L.  Collins,  Jr.,  M.D.,  President 
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NEW  YORK  DELEGATION  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

CLINICAL  CONVENTION, 

PHILADELPHIA,  PENNSYLVANIA, 
DECEMBER  4 to  8.  1976 

At  the  Clinical  Convention,  Philadelphia,  Pennsylvania, 
December  4-8,  1976,  the  New  York  Delegation  included 
the  following: 

Delegates:  John  H.  Carter,  John  L.  Clowe,  George  L. 
Collins,  Jr.,  Paul  M.  DeLuca,  Arthur  H.  Diedrick,  Richard 

D.  Eberle,  Ralph  S.  Emerson,  Henry  I.  Fineberg,  Carl 
Goldmark, ^Jr.,  Milton  Gordon,  Milton  Helpern,  Joseph  J. 
Kaufman,  Francis  J.  Loperfido,  Bernard  J.  Pisani,  Ralph 
M.  Schwartz,  Charles  D.  Sherman,  Jr.,  Wayne  C.  Templer, 
Walter  Scott  Walls,  George  T.  C.  Way. 

Alternate  Delegates:  Edgar  P.  Berry,  Thomas  S. 

Bumbalo,  Clarke  T.  Case,  Joseph  R.  Fontanetta,  Daniel 
Friedman,  Allison  B.  Landolt. 

Section  Delegates:  George  F.  Crikelair,  Ray  A.  Elliott, 
Jr.,  Russel  H.  Patterson,  Jr.,  Julius  E.  Stolfi. 

Also:  James  M.  Blake,  Gerald  D.  Dorman. 

County  Executives:  Coleman  M.  C.  Fineberg,  Norman 

D.  Steingraber,  Charles  Patterson,  Stephen  K.  Leech. 

Staff:  Guy  D.  Beaumont  and  Gretchen  Wunsch. 

The  delegation  held  breakfast  meetings  Sunday  through 
Wednesday;  and  a luncheon  meeting  on  Monday.  At  these 
meetings  reports  and  resolutions  coming  before  the  House 
were  considered  as  reports  were  made  by  those  assigned 
to  each  reference  committee. 

Decisions  made  by  the  delegation  in  its  business  meet- 
ings: 

San  Francisco  meeting:  The  Hospitality  Suite  to  be 
open  each  evening;  there  to  be  no  joint  reception  at  this 
meeting. 

Meetings:  A business  meeting  of  the  delegation  to  be 
held  a month  ahead  of  the  San  Francisco  meeting. 

Candidates:  It  was  suggested  that  a committee  to  re- 
view candidates  might  arrive  on  Friday  and  interview 
candidates  all  day  on  Saturday. 

It  was  also  suggested  that  a meeting  might  be  held  in 
May  or  late  in  April  with  representatives  of  the  other 
Northeastern  States  to  consider  qualifications  of  candi- 
dates. 

Dr.  Blake  to  run  for  reelection  to  Board  of  Trustees.  It 
was  announced  that  a printed  brochure  would  be  sent  out; 
hospitality  suite  to  be  open  every  evening;  possibility  of  a 
luncheon  was  mentioned. 

Reference  Committee  Assignments.  Members  of  the 
New  York  Delegation  serving  on  reference  committees 
were: 

E.  (Scientific  and  Public  Health) 

Bernard  J.  Pisani 

F.  (Board  of  Trustees)  John  L.  Clowe 

H.  (Miscellaneous) George  L.  Collins,  Jr. 

Observers  at  reference  committees  designated  by  the 

chairman  of  the  delegation  were: 

Constitution  and  Bylaws  . . . .Drs.  Berry  and  Templer 

A.  (Insurance  and  Medical  Services,  PSRO) 

Drs.  Walls  and  Case 

B.  (Legislation)  . . Drs.  Eberle,  Schwartz  and  Carter 

C.  (Medical  Education)  

. Drs.  Sherman,  Kaufman,  Bumbalo  and  Landolt 

I).  (Hospitals)  ...  Drs.  Way,  Diedrick  and  Friedman 


E.  (Scientific,  Public  Health)  

Drs.  Pisani,  Helpern  and  Elliott 

F.  (Board  of  Trustees) 

Drs.  Goldmark  and  Loperfido 

G.  (Miscellaneous,  Professional  Medical  Liability 

Insurance)  

Drs.  Emerson  and  Fineberg 

HOSPITALITY.  The  Hospitality  Suite  was  open 
Saturday,  Sunday,  and  Tuesday  evenings.  On  Monday 
evening,  December  6,  New  York  joined  with  the  other 
twelve  original  colonies  as  cohosts  for  a very  successful 
reception  for  AMA  delegates  and  their  families. 

RESOLUTIONS:  The  following  resolutions  were  in- 
troduced by  the  New  York  Delegation  and  were  acted  upon 
as  indicated: 

Resolution:  37(C-76),  Opposition  to  Limitation  by 
HEW  Regulation  of  the  Private  Practice  of  Medicine 
Whereas,  The  Department  of  Health,  Education, 
and  Welfare  has  proposed  denying  payment  to  physi- 
cians for  services  deemed  necessary  by  the  physicians 
for  the  proper  care  of  their  patients,  intending  by  this 
monetary  measure  to  limit  the  installation  and  utiliza- 
tion of  medical  facilities;  and 

Whereas,  This  limitation  by  HEW  regulation  con- 
stitutes an  illegal  intrusion  into  the  practice  of  medi- 
cine; therefore  be  it 

Resolved,  That  the  American  Medical  Association 
register  its  opposition  to  any  limitation  by  the  Depart- 
ment of  Health,  Education,  and  Welfare  regulation  of 
the  private  practice  of  medicine  by  denying  payment 
to  physicians  for  services  that  are  deemed  necessary  by 
the  physicians  for  the  proper  care  of  their  patients. 
ACTION:  Not  adopted. 

Resolution:  74{C-76),  Accurate  Cost  Accounting  of 
Governmentclly  Financed  and  Governmentally  Regu- 
lated Health  Care  Programs 

Whereas,  The  cost  of  delivering  health  care  is  of 
major  concern  to  all  persons;  and 

Whereas,  The  government  is  paying  an  increasing 
proportion  of  these  costs,  financed  by  taxation;  and 
Whereas,  Governmental  agencies,  by  regulation  of 
insurance  premiums  and  payment  schedules,  control 
the  amount  of  money  that  can  be  collected  and  dis- 
persed including  health  coverage  insurance  entirely  fi- 
nanced privately;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
urge  that  all  governmental  agencies  which  control 
health  care  delivery  systems,  including  the  Veterans 
Administration,  be  required  to  maintain  and  make 
available  accurate  records  to  indicate  the  costs  and 
reimbursements  of  precisely  identified  services,  insur- 
ing that  government  policies  adhere  to  the  principle 
that  services  provided  for  are  rendered  in  the  least 
costly  setting  consistent  with  Professional  Standards 
Review  criteria. 

ACTION:  Adopted. 

Resolution:  75(C-76),  Cooperation  in  Providing  Ade- 
quate Blood  Supplies 

Whereas,  The  first  goal  of  the  National  Blood  Policy 
as  published  in  the  “Federal  Register”  of  June  1973  is 
“a  supply  of  blood  and  blood  products  adequate  to 
meet  all  of  the  treatment  and  diagnostic  needs  of  the 
population  of  the  country”;  and 

Whereas,  In  spite  of  impressive  improvement,  this 
goal  has  never  been  completely  achieved;  and 
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Whereas,  Periods  of  severe  shortages  of  blood  and 
blood  components  continue  to  be  experienced  in  this 
and  other  areas;  and 

Whereas,  As  recently  as  September  21,  1976,  major 
surgery  had  to  be  postponed  in  New  York  because  the 
Greater  New  York  Blood  Program  was  unable  to  sup- 
ply the  needs  of  its  affiliated  hospitals;  and 

Whereas,  At  this  time,  the  indigenous  blood  supply 
of  New  York  continues  to  be  supplemented  by  impor- 
tation of  146,000  units  from  as  far  as  Germany  and 
Switzerland;  and 

Whereas,  This  importation  continues  to  increase 
yearly;  and 

Whereas,  The  American  Association  of  Blood  Banks 
and  the  American  Red  Cross  have  had  an  effective 
agreement  for  borrowing  and  lending  of  blood  since 
1960;  and 

Whereas,  During  these  sixteen  years  there  has  been 
an  exchange  of  3 million  blood  replacement  credits  and 
shipment  of  1,500,000  units;  and 

Whereas,  More  than  800  blood  facilities  utilize  this 
system  to  help  meet  patient  needs;  and 

Whereas,  The  reciprocity  agreement  between  the 
American  Red  Cross  and  the  American  Association  of 
Blood  Banks  has  been  cancelled  effective  October  19, 
1976;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
urge  the  American  Blood  Commission  to  take  immedi- 
ate steps  to  insure  the  continued  cooperation  of  the 
American  Red  Cross  and  the  American  Association  of 
Blood  Banks;  and  be  it  further 

Resolved,  That  the  credit  system  for  recruitment  of 
blood  be  continued  and  supported  at  least  until  the 
needs  for  blood  of  the  community  are  fully  met;  and  be 
it  further 

Resolved,  That  the  American  Red  Cross  and  the 
American  Association  of  Blood  Banks  make  no 
changes  in  their  well-functioning  reciprocity  arrange- 
ments until  an  adequate  supply  of  blood  and  blood 
components  from  indigenous  sources  becomes  avail- 
able from  within  the  community. 

ACTION:  The  following  was  adopted  in  lieu  of  Reso- 
lutions 75  and  20: 

Resolution:  70(C-76),  National  Blood  Clearinghouse 
Program 

Whereas,  Since  1961,  the  American  National  Red 
Cross  and  the  American  Association  of  Blood  Banks 
have  been  cooperating  partners  in  a National  Clearing- 
house Program  designated  to  facilitate  the  movement 
of  blood  and  credit  for  blood  donation  throughout  the 
country;  this  program  allows  a patient  in  one  part  of 
the  country  to  receive  credit  for  the  voluntary  dona- 
tion of  blood  by  a friend  or  relative  in  another  part  of 
the  country;  and 

Whereas,  The  clearinghouse  has  been  the  single 
mechanism  for  national  control  of  blood  inventories, 
arranging  interbank  borrowing  and  lending  of  blood 
units  and  alleviating  type  specific  shortages  reported 
by  banks  in  various  parts  of  the  country;  and 

Whereas,  Since  its  inception,  the  clearinghouse  has 
handled  the  transfer  of  more  than  4 million  blood  re- 
placement credits,  resulting  in  an  estimated  financial 
savings  of  approximately  $97  million  in  blood  costs  for 
patients  receiving  blood  transfusions,  especially  signif- 
icant to  families  of  chronic  blood  users  (such  as  hemo- 
philiacs) whose  transfusion  expenses  are  offset  when 
blood  is  donated  in  their  name;  and 


Whereas,  The  decision  by  the  American  National 
Red  Cross  to  terminate  its  clearinghouse  agreement 
with  the  American  Association  of  Blood  Banks,  an- 
nounced September  20,  1976,  in  Washington,  D.C., 
and  effective  October  19,  1976,  will  cause  confusion 
among  hospitals  and  potential  hardships  to  transfu- 
sion patients;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
declares  that  the  withdrawal  of  the  American  National 
Red  Cross  from  the  National  Blood  Clearinghouse 
Program  is  unfortunate  and  not  in  the  public  interest; 
and  be  it  further 

Resolved,  That  the  American  Medical  Association 
support  the  concept  of  a non- replacement  or  deposit 
fee  as  an  effective  incentive  for  blood  replacement,  and 
as  a method  of  financial  savings  for  patients  when 
blood  is  replaced  by  relatives  or  friends;  and  be  it  fur- 
ther 

Resolved,  That  the  American  Medical  Association 
call  on  the  American  Blood  Commission  and  its  organi- 
zational members,  including  the  American  Medical 
Association,  to  urge  the  leaders  of  the  American  Na- 
tional Red  Cross  to  reconsider  and  support  the  Nation- 
al Blood  Clearinghouse  Program. 

Resolution:  76(C-76),  Guidelines  for  Helping  the 

Sick  or  Impaired  Physician 

Whereas,  The  problem  of  the  sick  physician  and/or 
impaired  physician  has  evoked  much  discussion;  and 
Whereas,  A set  of  guidelines  which  protects  the  pa- 
tient and  hospital  and  grants  due  process  to  the  sick  or 
impaired  physician  is  desirable;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
adopt  a set  of  guidelines  which  protects  the  patient 
and  hospital  and  grants  due  process  to  the  sick  or  im- 
paired physician;  and  be  it  further 

Resolved,  That  these  guidelines,  when  approved,  be 
referred  to  the  Joint  Commission  on  Accreditation  of 
Hospitals  as  suggested  changes  in  hospital  codes. 
Proposed  Guidelines  (pages  1817) 

ACTION:  A substitute  resolution  was  amended  and 
adopted  as  follows: 

Resolved,  That  the  AM  A reaffirm  its  support  of  pe- 
riodic evaluations  of  members  of  hospital  medical 
staffs  including  consideration  of  their  physical  and 
mental  status;  and  be  it  further 

Resolved,  That  the  AMA  support  the  mechanism 
whereby  a committee  of  the  medical  staff  reviews  the 
individual’s  status  and  has  the  authority  to  require  the 
individual  to  submit  evidence  of  his  health  status  ei- 
ther by  a physician  on  the  hospital  staff  involved  or 
outside  by  a physician  acceptable  to  the  medical  staff; 
and  be  it  further 

Resolved,  That  the  AMA  commissioners  be  re- 
quested to  seek  a change  in  the  wording  of  Medical 
Staff  Standard  III  deleting  the  requirement  that  hos- 
pital staff  bylaws  outline  the  frequency,  necessity,  and 
type  of  health  evaluations  required. 

PROPOSED  GUIDELINES  FOR  HELPING 
THE  SICK  OR  IMPAIRED  PHYSICIAN 

Each  hospital  will  assume  responsibility  for  the  pro- 
tection of  its  patients  from  sick  or  impaired  members 
of  its  professional  staff.  A Standing  Committee  shall 
be  appointed,  any  one  of  whose  members,  ma>  be  con- 
tacted concerning  complaints  of  this  nature.  Those 
submitting  complaints  should  be  willing  to  appear  be- 
fore this  committee  to  document  their  charges.  All  in- 


September  1977/New  York  State  Journal  of  Medicine  1817 


formation,  including  names,  shall  be  held  privileged 
and  confidential,  being  restricted  in  transmission  to 
the  committee  defined  in  Step  I. 

STEP  I 

A Standing  Committee  of  the  medical  staff  shall 
be  appointed  to  include  members  of  the  medical 
staff  and  psychiatrists.  The  committee  will  elect  its 
own  chairman. 

(a)  Upon  receipt  of  a complaint,  the  committee  will 
be  convened  within  three  working  days.  The 
involved  physician  will  subsequently  be  con- 
tacted and  interviewed  concerning  the  infor- 
mation received.  Records  of  such  meetings  are 
kTpt;  procedures  should  be  instituted  to  limit 
access  of  this  information  strictly  to  those  with 
a legitimate  need  to  know. 

(b)  The  committee  shall  make  known  its  recom- 
mendations to  the  involved  physician.  Their 
recommendations  shall  consider  the  protection 
of  patients  both  in  and  outside  of  the  hospi- 
tal. 

(c)  If  the  physician  accepts  and  acts  upon  the 
recommendation  of  the  committee,  the  inves- 
tigation shall  be  terminated. 

(d)  The  committee  shall  monitor  the  future  activity 
of  the  physician  in  a manner  which  is  appro- 
priate to  the  complaint,  and  which  safeguards 
the  physician  from  prejudicial  or  harassing 
supervision. 

STEP  II 

Failure  of  the  involved  physician  to  act  upon  the 
recommendation  of  the  Standing  Committee  shall 
cause  the  problem  to  be  referred  without  delay  to  an 
Appeals  Committee  (made  up  of  three  members  of 
the  Executive  Committee)  which  will  hold  appropri- 
ate hearings,  and  will  make  recommendations  to  the 
physician.  These  recommendations  will  also  be 
transmitted  to  the  chairman  of  the  Standing  Com- 
mittee, who  will  be  responsible  for  monitoring  com- 
pliance. 

STEP  III 

Failure  of  the  involved  physician  to  act  upon  the 
recommendations  of  the  investigating  and  Appeals 
Committee  shall  be  cause  for  a hearing  before  the 
hospital’s  Executive  Committee. 

Members  of  the  initial  investigating  committee 
shall  not  vote  as  members  of  the  Executive  Commit- 
tee in  such  a hearing.  The  director  of  service  of  the 
involved  physician  shall  be  informed  of  accusations 
against  any  member  of  his  department,  and  shall  be 
invited  to  appear  before  the  committee.  Recom- 
mendations of  the  Executive  Committee  should  be 
referred  to  the  hospital  Board  of  Directors  or  Trust- 
ees. Failure  of  the  involved  physician  to  cooperate 
in  any  of  the  above  steps  shall  be  considered  grounds 
for  temporary  suspension  by  the  Board  of  Direc- 
tors. 

At  each  step  of  the  investigation,  the  involved 
physician  shall  receive  notice,  and  shall  have  oppor- 
tunity to  be  heard.  He  will  be  entitled  to  the  protec- 
tion of  due  process  as  required  by  the  hospital  by- 
laws. The  Board  of  Directors  shall  communicate 
any  action  resulting  in  curtailment,  termination  or 
diminution  of  privileges  to  the  Department  of 


Health  of  the  State  of  New  York  as  required  by  Part 
720  of  the  State  Hospital  Code.  In  addition,  infor- 
mation regarding  the  corrective  action  taken  by  the 
Board  should  be  made  available  to  other  hospitals 
with  which  the  involved  physician  is  affiliated  and  to 
the  county  medical  society. 

EMERGENCY  PROCEDURE 
In  the  event  that  the  involved  physician  refuses  to 
accept  the  recommendations  of  the  Standing  Com- 
mittee, and  the  Standing  Committee  believes  any 
delay  might  endanger  the  welfare  of  the  patients  or 
the  hospital,  then  the  involved  physician  may  be 
temporarily  suspended  according  to  hospital  regula- 
tions. This  temporary  suspension  does  not  pre- 
clude the  physician  from  exercising  his  rights  as  list- 
ed above. 

REINSTATEMENT 

It  is  incumbent  upon  the  hospital  to  reinstate  the 
rehabilitated  professional  without  undue  delay. 
Failure  to  comply  with  this  procedure  would  unfair- 
ly jeopardize  the  entire  process  and  would  unjustly 
penalize  the  concerned  party.  This  reinstatement 
could  be  on  a conditional  basis  so  that  if,  indeed,  a 
relapse  should  occur,  emergency  suspension  proce- 
dures could  be  invoked.  In  the  event  that  a physi- 
cian’s privileges  are  suspended  and  later  he  wishes 
to  have  the  privileges  reinstated,  he  may  apply  di- 
rectly to  the  Standing  Committee.  In  the  event  his 
reinstatement  is  refused  by  the  Standing  Commit- 
tee, he  may  use  the  same  procedures  as  are  outlined 
for  suspending  his  privileges — that  is,  he  may  go  to 
the  Appeals  Committee,  the  Executive  Committee, 
etc. 

OTHER  RECOMMENDATIONS 
In  addition  to  the  above  formal  procedural  recom- 
mendations by  the  hospital,  the  county  medical  soci- 
ety should  invite  utilization  of  informal  mechanisms 
of  cooperation  between  hospital  medical  boards  and 
the  county  medical  society.  Members  of  the  Board 
of  Censors,  Medical  Boards  and  Hospital  Adminis- 
tration have  in  the  past  communicated  information 
regarding  impaired  physicians.  Such  communica- 
tion has  resulted  in  some  physicians  agreeing  to  re- 
ceive remedial  treatment.  In  addition,  the  Board  of 
Censors  has  been  able  to  act  as  a buffer  or  informal 
fact-finding  body  between  the  physician  and  the 
state  disciplinary  Boards. 

Resolution:  77(C-76),  Propriety  of  County  Medical 
Societies  Providing  Insurance  Carriers  with  Information 
Relative  to  Usual,  Customary  or  Reasonable  Fees 

Whereas,  Recent  actions  of  the  Federal  Trade  Com- 
mission have  raised  doubts  concerning  the  propriety  of 
county  medical  societies  providing  insurance  carriers 
with  opinions  relative  to  usual,  customary  or  reason- 
able fees  for  medical  services;  and 

Whereas,  The  FTC  has  raised  questions  whether 
any  fee  schedule,  including  the  Relative  Value  Scale, 
may  restrain,  inhibit  or  impinge  on  free  competition  in 
the  rendering  of  professional  services;  and 

Whereas,  Any  question  of  the  propriety  of  fee 
schedules  is  in  direct  contradiction  to  efforts  of  local, 
state  and  Federal  government  to  establish  fee  sched- 
ules, for  instance  in  Workmen’s  Compensation,  etc.; 
and 
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Whereas,  Such  activity  of  the  FTC  further  ques- 
tions the  propriety  of  Peer  Review  activities  in  pre- 
venting fee  gouging  whether  of  individuals  or  insur- 
ance carriers;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
request  an  advisory  opinion  from  the  Department  of 
Justice  concerning  recent  actions  of  the  Federal  Trade 
Commission,  which  have  raised  doubts  about  the  pro- 
priety of  fee  schedules  and  contradictions  to  efforts  of 
local,  state  and  Federal  government  to  establish  fee 
schedules;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
request  also  an  advisory  opinion  on  the  actions  of  the 
FTC  questioning  the  propriety  of  Peer  Review  activi- 
ties in  preventing  fee  gouging  whether  of  individuals  or 
insurance  carriers. 

Resolution:  80(C-76),  Relative  Value  Guides 

Whereas,  The  United  States  Department  of  Justice 
Anti-Trust  Division  and  the  Federal  Trade  Commis- 
sion have  instituted  actions  to  prevent  medical  so- 
cieties from  compiling  relative  value  studies;  and 

Whereas,  Other  Federal  governmental  agencies,  i.e., 
Health,  Education,  and  Welfare,  encourage  the  utiliza- 
tion of  relative  value  studies;  and 

Whereas,  Insurance  carriers,  including  the  Blue 
Shield  Plans,  establish  their  own  relative  value  scales; 
and 

Whereas,  The  prohibition  against  medical  societies 
engaging  in  any  relative  value  activities  prevents  the 
gathering  of  data  with  which  to  evaluate  the  accuracy 
of  other  scales;  and 

Whereas,  The  lack  of  basic  data  makes  it  impossible 
to  respond  to  the  numerous  requests  to  medical  so- 
cieties from  patients  and  other  lay  groups  for  an  evalu- 
ation of  the  reasonableness  of  physicians’  fees;  and 
Whereas,  Relativity  studies  do  not  establish  fee 
schedules;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
assist  state  medical  societies  and  recognized  national 
professional  medical  societies  in  defending  against  at- 
tacks on  their  development  and  use  of  relative  value 
studies;  and  be  it  further 

Resolved,  That  the  AMA  seek  the  enactment  of  leg- 
islation supportive  to  encourage  the  development  of 
relativity  studies;  and  be  it  further 

Resolved,  That  the  AMA  seek  the  involvement  in 
the  above  efforts  of  all  other  state  medical  societies 
and  medical  specialty  societies  that  have  been  engaged 
in  relativity  studies. 

Fiscal  Note:  The  legal  and  legislative  action  called 
for  in  the  first  two  resolveds  could  require  a substan- 
tial commitment  of  resources,  the  extent  of  which 
would  depend  upon  the  action  taken. 

ACTION:  The  following  substitute  for  Resolutions 
1 1,  77,  and  80  was  referred  to  the  Board  of  Trustees: 
Resolved,  That  the  American  Medical  Association 
continue  to  pursue  through  all  appropriate  means  the 
introduction  and  enactment  of  national  legislation  de- 
signed to  confirm  the  authority  to  develop  and  use  rel- 
ative value  scales  and  studies  by  the  medical  profes- 
sion. 

Resolution:  78(C-76),  Expert  Medical  Testimony 

Should  be  by  a Friend  of  the  Court 

Whereas,  When  a physician  is  giving  expert  testi- 
mony in  a lawsuit,  there  may  be  a tendency  for  him  to 


be  biased  toward  the  side  that  hired  him;  and 

Whereas,  This  may  result  in  two  equally  competent 
physicians  giving  differing  testimony;  and 

Whereas,  There  is,  therefore,  a need  to  restructure 
the  testimony  of  expert  medical  witnesses  in  courts  of 
law;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
urge  that  expert  witnesses,  including  physicians,  testi- 
fy as  unbiased  witnesses  reporting  to  the  court  the  ma- 
terial to  be  used  bv  one  or  both  sides  as  they  see  fit;  and 
be  it  further 

Resolved,  That  this  be  not  only  in  connection  with 
medical  legal  work  but  in  any  situation  where  a physi- 
cian is  called  upon  to  be  an  expert  witness;  and  be  it 
further 

Resolved,  That  this  resolution  be  sent  to  the  Ameri- 
can Bar  Association,  the  American  Trial  Lawyers  As- 
sociation, and  the  American  Defense  Bar  suggesting 
implementation  of  this  resolution. 

ACTION:  Referred  to  the  Board  of  Trustees. 

Resolution:  791C-76),  Hospital  Privileges  of  Non- 

Physician  Providers  of  Health  Services 

Whereas,  There  are  indications  that  various  groups 
of  non-physician  providers  of  health  services  are  re- 
questing expanded  hospital  use  privileges;  and 

Whereas,  The  health  and  safety  of  every  patient  en- 
tering a duly  accredited  hospital  for  treatment  is  the 
paramount  concern  and  responsibility  of  physicians; 
and 

Whereas,  Established  physician  accrediting  agen- 
cies such  as  the  American  Medical  Association,  the 
American  College  of  Surgeons  and  the  American  Col- 
lege of  Physicians  and  the  American  Board  of  Medical 
Specialties  continually  review  the  guidelines  and  pub- 
lish listings  for  all  medical  specialty  and  pre-specialty 
training,  thus  controlling  standards  of  care;  and 

Whereas,  No  such  controls  are  enforceable  over  the 
dissimilar  training  programs  of  non-physicians,  there- 
by affecting  the  anticipated  level  of  competence  in 
general  patient  management;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
urge  that  every  patient  admitted  to  a duly  accredited 
hospital  must  be  under  the  primary  designated  re- 
sponsibility and  continued  care  of  a physician  who  is 
qualified  by  training,  experience  and  demonstrated 
continuing  competence;  and  be  it  further 

Resolved,  That  these  adopted  policies  be  made 
known  to  the  Joint  Commission  on  Accreditation  for 
consideration  and  implementation. 

ACTION:  Referred  to  the  Board  of  Trustees. 

The  following  Memorial  Resolution  was  adopted  una- 
nimously: 

Edward  C.  Hughes,  M.D. 

Introduced  by  New  York  Delegation 

Whereas,  Edward  C.  Hughes,  M.D.,  died  in  Syra- 
cuse on  Saturday,  November  6,  1976;  and 

Whereas,  Dr.  Hughes  is  remembered  for  his  many 
years  of  devoted  service  to  his  community  as  an  obste- 
trician and  gynecologist  in  private  practice  and  in 
teaching  as  Professor  of  Obstetrics  and  Gynecology  at 
the  State  University  of  New  York  Upstate  Medical 
Center  in  Syracuse;  and 

Whereas,  He  was  president  of  the  American  College 
of  Obstetrics  and  Gynecology  and  the  American  Asso- 
ciation of  Obstetricians  and  Gynecologists;  and 
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Whereas,  He  served  his  profession  as  delegate  from 
his  county  medical  society,  Councilor,  President,  and 
Trustee  of  the  Medical  Society  of  the  State  of  New 
York;  and 

Whereas,  He  will  be  remembered  by  this  House  as  a 
delegate  to  the  American  Medical  Association  from 
New  York  from  1964  through  1975;  therefore  be  it 
Resolved,  That  this  House  of  Delegates  of  the 
American  Medical  Association  express  its  sorrow  at 
’the  loss  of  Edward  C., Hughes,  M.D.;  and  be  it  further 
Resolved,  That  the  sympathy  of  his  colleagues  in 
this  House  of  Delegates  be  extended  to  his  family  and 
that  this  resolution  be  made  a part  of  the  official  min- 
utes of  this  1976  Clinical  Meeting  of  the  House  of  Dele- 
gates of  the  American  Medical  Association. 

125th  Annual  Convention,  San  Francisco, 

June  19  to  23,  1977 

Fairmont  Hotel,  San  Francisco,  California. 

At  the  125th  Annual  Convention,  San  Francisco,  June 
19  to  June  23, 1977,  the  New  York  Delegation  included  the 
following: 

Delegates:  Edgar  P.  Berry,  George  L.  Collins,  Jr.,  Paul 
M.  DeLuca,  G.  Rehmi  Denton,  Richard  D.  Eberle,  Ralph 
S.  Emerson,  Henry  I.  Fineberg,  John  A.  Finkbeiner,  Carl 
Goldmark,  Jr.,  Milton  Gordon,  George  Himler,  Bernard 
J.  Pisani,  Ralph  M.  Schwartz,  Charles  D.  Sherman,  Jr.,  and 
George  T.  C.  Way. 

Alternate  Delegates:  Thomas  S.  Bumbalo  and  Joseph 
J.  Kaufman. 

Section  Delegates:  George  F.  Crikelair,  Ray  A.  Elliott, 
Jr.,  Russel  H.  Patterson,  Jr.,  and  Julius  E.  Stolfi. 

Also:  James  M.  Blake,  Gerald  D.  Dorman,  Coleman  M. 
C.  Fineberg,  Norman  D.  Steingraber  and  Vincent  Zinga- 
ro. 

Staff:  Guy  D.  Beaumont  and  Gretchen  Wunsch. 

The  Delegation  held  a business  meeting  at  4:30  p.m.  to 
interview  candidates  for  various  positions  in  the  American 
Medical  Association.  The  purpose  was  to  conduct  the 
interviews  prior  to  the  opening  of  the  House  of  Delegates 
and  to  allow  more  time  at  the  daily  7:00  a.m.  breakfast 
meetings  to  analyze  the  resolutions,  reports  and  other 
business  of  the  House.  The  Hospitality  Suite  was  open  at 
lunch  for  the  New  York  Delegation  with  evening  receptions 
for  all  the  Delegates  and  guests.  A publicity  campaign  was 
promoted  on  behalf  of  the  candidacy  of  James  M.  Blake, 
M.D.,  for  Trustee. 

Reference  Committee  Assignments.  Members  of  the 
New  York  Delegation  serving  on  reference  committees 
were: 

Constitution  and  Bylaws:  Ralph  M.  Schwartz 

C.  (Medical  Education)  ..  .Charles  D.  Sherman,  Jr. 

F.  (Board  of  Trustees) Carl  Goldmark,  Jr. 

Observers  at  reference  committees  designated  by  the 
chairman  of  the  delegation  were: 

Constitutions  and  Bylaws Drs.  Berry,  Schwartz 

A.  (Insurance,  Medical  Service,  PSRO)  

Drs.  Denton,  Himler 

B.  (Legislation) Drs.  Collins,  Eberle 

C.  (Medical  Education) 

Drs.  Kaufman,  Pisani,  Sherman 

I).  (Hospitals  and  Medical  Facilities)  

Drs.  Finkbeiner,  Way 

E.  (Scientific  and  Public  Health) 

Drs.  Crikelair,  Elliott;  Gordon 

F.  (Board  of  Trustees)  ....  Drs.  DeLuca,  Goldmark 


G.  (Miscellaneous)  Drs.  Emerson,  Fineberg 

H.  (Miscellaneous,  Professional  Medical  Liability 

Insurance)  

Drs.  Berry,  Schwartz 

Resolutions.  The  following  resolutions  were  intro- 
duced by  the  New  York  Delegation  and  were  acted  upon 
as  indicated: 

Resolution:  26(A-77),  Recertification  and  Hospital 

Privileges 

Whereas,  The  concept  of  recertification  has  found 
impetus  from  governmental  pressures;  and 

Whereas,  Such  recertification  has  been  equated  er- 
roneously with  the  quality  of  patient  care;  and 

Whereas,  There  will  be  many  board  certified  practi- 
tioners who  may  well  elect  not  to  undergo  recertifica- 
tion; therefore  be  it 

Resolved , That  the  American  Medical  Association 
endorses  the  policy  that  the  fact  a board  certified  prac- 
titioner fails  to  undergo  the  recertification  examina- 
tion shall  not  be  adequate  reason  to  modify  or  with- 
hold privileges  from  said  physician;  and  be  it  further 
Resolved,  That  modification  or  withholding  of  hos- 
pital privileges  shall  be  purely  on  the  basis  of  assess- 
ment of  performance. 

ACTION:  Adopted. 

Resolution:  27(C-77),  Fragmentation  of  Child  Health 
Care  by  the  Schools 

Whereas,  It  is  the  goal  of  both  the  public  and  the 
American  Medical  Association  that  each  individual 
within  the  country  should  have  a personal  physician  to 
coordinate  all  medical  and  medically  related  services 
for  that  individual;  and 

Whereas,  In  many  areas  of  the  country  where  there 
are  adequate  numbers  of  primary  physicians,  school 
districts  are  pursuing  a multitude  of  disjointed  organ- 
related  screening  programs;  and 

Whereas,  Such  programs  are  a major  cause  of  the 
fragmentation  of  child  medical  care;  therefore  be  it 
Resolved,  That,  in  areas  not  designated  as  under- 
served by  the  Department  of  Health,  Education,  and 
Welfare,  the  American  Medical  Association  encourage 
state  and  local  medical  societies  to  oppose  mass 
screenings  of  school  children  in  fragmented  organ  sys- 
tem screening  programs;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
encourage  state  and  local  societies  to  develop  with  the 
schools  methods  of  referral  so  that  each  child  can  have 
a physician  to  carry  out  necessary  periodic  evaluations 
of  the  child  as  a whole,  rather  than  have  the  child’s 
care  involved  in  fragmented  disjointed  programs. 
ACTION:  The  following  California  resolution  was 

amended  and  adopted  as  amended  in  lieu  of  Resolution 
27(C-77): 

Resolution:  19(C-77),  Fragmentation  of  Child  Health 
Care  by  the  Schools 

Whereas,  It  is  a goal  of  both  the  public  and  the  AMA 
that  each  individual  within  the  country  should  have  a 
personal  physician  who  is  the  focus  of  coordinating  all 
medical  and  medically-related  services  for  that  indi- 
vidual; and 

Whereas,  In  many  areas  of  the  country  where  there 
are  adequate  numbers  of  primary  physicians,  school 
districts  are  pursuing  a multitude  of  disjointed  organ- 
related  screening  programs;  and 
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Whereas,  Such  programs  are  a major  cause  of  the 
fragmentation  of  child  medical  care;  therefore  he  it 
Resolved,  That  mass  screenings  of  school  children, 
particularly  in  fragmented  organ  system  screening 
programs,  should  he  undertaken  only  with  the  approv- 
al of  the  local  medical  society;  and  he  it  further 

Resolved,  That  the  American  Medical  Association 
encourage  state  and  local  societies  to  develop  with  the 
schools  methods  of  referral  so  that  each  child  can  have 
a physician  to  carry  out  necessary  periodic  evaluations 
of  the  child  as  a whole,  rather  than  have  the  child’s 
care  involved  in  fragmented,  disjointed  programs. 

Resolution:  28(A-77),  New  York  State's  Statewide 

Support  Center  for  PSROs 

Whereas,  The  New  York  State  Statewide  Support 
Center  for  PSROs  has  been  in  operation  for  the  past 
two  and  one-half  years;  and 

Whereas,  The  Department  of  Health,  Education, 
and  Welfare’s  Bureau  of  Quality  Assurance  has  indi- 
cated that  funding  beyond  October  1,  1977  is  not  like- 
ly; and 

Whereas,  The  Statewide  Support  Center  has  more 
than  adequately  served  the  purpose  for  which  it  was 
organized,  to  wit,  to  coordinate  the  development  and 
continued  functioning  of  New  York  State’s  PSROs; 
and 

Whereas,  The  Board  of  Trustees  of  the  American 
Medical  Association  gave  full  support  to  the  Statewide 
Support  Center  for  the  fiscal  year  1976;  therefore  be  it 
Resolved,  That  the  American  Medical  Association 
endorse  the  continuation  of  the  New  York  Statewide 
Support  Center  for  PSROs  for  the  purpose  of  coordi- 
nating the  development  and  continuing  functioning  of 
the  PSROs  within  New  York  State;  and  be  it  further 
Resolved,  That  the  American  Medical  Association 
forcefully  urge  the  Department  of  Health,  Education, 
and  Welfare  to  continue  to  financially  support  the 
New  York  State  Statewide  Support  Center  for  PSROs 
directly. 

ACTION:  The  following  substitute  was  adopted: 
Resolved,  That  the  American  Medical  Association 
continue  to  encourage  the  Department  of  Health,  Edu- 
cation, and  Welfare  to  provide  for  funding  of  statewide 
PSRO  support  centers  in  all  states  which  request  it. 

Resolution:  29(A-77),  Fallacy  of  Physician  Recertifi- 
cation 

Whereas,  There  have  been  public  and  governmental 
pressures  for  the  medical  profession  to  eliminate  its  in- 
competent and  inadequate  practitioners;  and 

Whereas,  The  boards  of  the  medical  specialties,  for 
reasons  best  known  to  them,  have  created  the  concept 
of  recertification  in  response  to  the  public  demands  for 
competency;  and 

Whereas,  There  has  been  a growing  reaction  among 
medical  leaders  that  the  recertification  process  does 
not  begin  to  assure  or  even  assess  competency  in  pa- 
tient care;  and 

Whereas,  the  only  published  report  of  a scientific 
nature  evaluating  deficiency  in  patient  care  has  re- 
vealed that  94  percent  of  the  deficiencies  lie  in  the  area 
of  lack  of  performance  and  only  6 percent  exist  in  the 
area  of  lack  of  knowledge;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
decry  the  concept  of  physician  recertification  as  being 


devisive,  repetitive,  and  completely  unrelated  to  the 
quality  of  patient  care;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
adopt  the  concept  that  quality  of  patient  care  can  only 
be  evaluated  by  continuing  and  ongoing  medical  audit, 
perhaps  by  sophist  icated  mechanisms  of  assessment  of 
performance  yet  to  he  developed;  and  be  it  further 

Resolved,  That  the  entire  matter  of  the  evaluation 
of  the  quality  of  patient  care  be  referred  to  the  Board 
of  Trustees  of  the  American  Medical  Association  for 
continuing  creative  research  on  the  subject. 

ACTION:  Referred  to  the  Board  of  Trustees. 

Resolution:  B0( A-77),  Multiplicity  of  Hospital  In- 

spections 

Whereas,  The  hospital  is  the  ultimate  workshop  of 
the  physicians;  and 

Whereas,  The  role  of  the  hospital  in  the  modern 
health  care  system  has  become  increasingly  promi- 
nent; and 

Whereas,  In  New  York  State  each  of  the  362  hospi- 
tals licensed  for  acute  patient  care  is  subject  to  report 
to,  audit  by,  visitation  and  inspection  by,  and  perhaps 
regulation  by,  some  1 12  different  official,  semi-official, 
and  regulatory  groups;  and 

Whereas,  There  is  little  or  no  coordination  between 
the  demands  and  requests  of  the  112  different  groups; 
and 

Whereas,  The  demands  of  these  various  groups  has 
created  an  insufferable  burden  upon  the  operation  of 
each  health  facility;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
recognize  and  decry  the  current  system  of  inspection, 
regulation,  and  demands  upon  the  hospitals  of  this 
country;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
endorse  the  concept  of  a single  annual  complete  on-site 
review  so  comprehensive  that  it  could  supply  data  to 
all  legitimate  agencies  and  groups  so  entitled;  and  be  it 
further 

Resolved,  That  the  American  Medical  Association, 
through  its  representative  Commissioners  to  the 
•JCAH,  urge  that  the  Joint  Commission  on  Accredita- 
tion of  Hospitals,  together  with  the  various  state  de- 
partments of  health,  provide  the  stimulus  and  leader- 
ship for  the  organization  of  such  a single  comprehen- 
sive review  that  could  satisfy  the  needs  of  all  legitimate 
agencies  and  reviewing  groups. 

ACTION:  Adopted  as  amended.  The  second  re- 

solved to  read  as  follows: 

Resolved,  That  the  American  Medical  Association 
endorse  the  concept  that  a number  of  complete  onsite 
reviews  be  reduced  to  a minimum  and  that  they  be 
comprehensive  enough  to  supply  data  to  all  legitimate 
agencies  and  groups  so  entitled;  and  be  it  further 

Resolution:  31(A-77),  Need  for  New  Medical 

Schools 

Whereas,  The  Carnegie  Foundation  in  September 
1977  released  a sequel  report  on  the  medical  schools  in 
the  United  States;  and 

Whereas,  The  original  Carnegie  Report  pointed  out 
the  need  for  certain  newly  established  medical  schools 
in  addition  to  increased  enrollment  in  existing  schools; 
and 

Whereas,  The  most  recent  Carnegie  Report  states 
that  the  needs  of  both  new  schools  and  expanded  exist- 
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ing  schools  have  been  met;  and 

Whereas,  Not  only  does  this  latest  report  say  that 
no  new  schools  are  needed  but  also  that  the  eight  new 
schools  now  currently  in  the  planning  phase  should  be 
totally  discontinued;  and 

Whereas,  The  major  portion  of  these  contemplated 
new  schools  exist  in  the  bureaucracy  of  the  Federal 
government;  and 

Whereas,  On  February  22, 1977,  the  Carter  adminis- 
tration recommended  the  closing  of  the  newly  opened 
Armed  Forces  Medical  School  in  Washington  because 
of  its  enormous  expense;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
express  ifs  agreement  with  the  findings  of  the  Septem- 
ber 1977  Carnegie  Foundation  Report  that  there  are 
currently  enough  medical  schools  in  the  United  States 
to  meet  the  needs  of  our  citizens;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
affirm  to  the  Federal  administration  that  those  schools 
in  the  planning  stage  within  the  Veterans  Administra- 
tion structure  should  be  discontinued;  and  be  it  fur- 
ther 

Resolved,  That  the  American  Medical  Association 
point  out  to  the  various  state  health  departments  and 
the  state  boards  of  regents  that,  indeed,  the  existing 
need  for  medical  schools  has  been  met  and  that  further 
medical  schools  should  not  be  authorized  at  present. 
ACTION:  Withdrawn  by  New  York  Delegation. 

Resolution:  321A-77),  Disease  Classification  of  Alco- 
holism 

Whereas,  In  the  International  Classification  of  Dis- 
eases, Eighth  Revision  (the  Ninth  Revision  will  be 
published  this  summer),  alcoholism  is  designated  as  a 
mental  disorder  under  the  general  numerical  code  303; 
and 

Whereas,  This  places  alcoholism  into  a general  clas- 
sification, numbers  300  to  309,  which  constitutes  a sec- 
tion described  as  neurosis,  personality  disorders,  and 
other  nonpsychotic  mental  disorders;  and 

Whereas,  This  permits  only  a psychiatric  rather 
than  a medical  classification  of  this  disease;  and 

Whereas,  Clinical  and  investigative  work  of  the  past 
three  decades  has  led  many  workers  in  this  field  to  the 
conclusion  that  alcoholism  may  well  be  a medical  con- 
dition with  concomitant  emotional  and  psychiatric 
components;  and 

Whereas,  The  inclusion  of  alcoholism  under  a psy- 
chiatric nomenclature  appears  to  add  an  unnecessary 
and  undesired  stigma  to  this  already  overly  stigma- 
tized illness;  and 

Whereas,  As  long  as  alcoholism  remains  classified  as 
a psychiatric  disease,  third  party  payments  by  insur- 
ance carriers  for  health  care  will  be  limited  to  that  or- 
dinarily offered  for  psychiatric  conditions,  in  amounts 
often  less  adequate  than  those  for  medical  diseases; 
and 

Whereas,  It  is  the  considered  opinion  of  many  au- 
thorities in  the  field  of  alcoholism,  including  the  mem- 
bers of  the  Committee  on  Alcoholism  of  the  Medical 
Society  of  the  State  of  New  York,  that  expert  treat- 
ment of  the  patient  with  alcoholism  is  in  no  way  limit- 
ed to  the  physician  whose  specialty  discipline  is  that  of 
psychiatry;  and 

Whereas,  The  present  classification  of  alcoholism  as 
a psychiatric  illness  represents  a major  impasse  to  the 


assumption  of  responsibility  by  third  party  contrac- 
tors for  payments  for  health  care  of  these  patients  to 
other  than  psychiatrists;  and 

Whereas,  Adequate  medical  education  as  well  as  re- 
search concerning  alcoholism  might  be  significantly 
broadened  and  advanced  by  its  inclusion  within  a 
“medical”  classification  of  illness;  and 

Whereas,  Such  reclassification  might  also  result  in 
significant  improvements  in  the  accuracy  with  which 
alcoholism  is  reported  in  documents  dealing  with  pub- 
lic health;  and 

Whereas,  A precedent  currently  exists  for  a dual 
classification  of  certain  illnesses  (peptic  ulcer,  asthma, 
ulcerative  colitis,  etc.),  such  that  they  appear  under 
both  psychiatric  and  medical  codes;  therefore  be  it 
Resolved,  That  the  American  Medical  Association 
endorse  the  dual  classification  of  alcoholism  under 
both  the  psychiatric  and  the  medical  sections  of  the  In- 
ternational Classification  of  Diseases. 

ACTION:  Adopted. 

Resolution:  33(A-77),  Separate  Cabinet-Level  De- 

partment for  all  Federal  Activities  in  Health  Care 

Whereas,  Health  care  on  the  Federal  level  has  be- 
come such  a major  undertaking;  and 

Whereas,  All  activities  in  this  area  should  be  united 
within  a separate,  cabinet-level  department;  therefore 
be  it 

Resolved,  That  the  American  Medical  Association 
support  or  sponsor  legislation  to  create  a separate,  cab- 
inet-level Department  of  Health  Care  on  the  Federal 
level. 

ACTION:  Adopted. 

Resolution:  50(A-77),  Revision  of  “Opinions  and  Re- 
ports of  the  Judicial  Council” 

Whereas,  The  Judicial  Council  has  recently  com- 
pleted the  first  comprehensive  revision  of  “Opinions 
and  Reports  of  the  Judicial  Council”  since  it  was  origi- 
nally compiled  in  1958;  and 

Whereas,  Such  revision  represents  over  a year  and 
one-half  of  intensive  effort  by  the  members  of  the  Ju- 
dicial Council;  and 

Whereas,  Such  revision  contains  changes  in  content 
and  format,  which  make  this  publication  more  timely 
and  more  efficient  to  use;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  commend 
the  members  of  the  Judicial  Council  for  their  leader- 
ship, effort  and  devotion  in  maintaining  this  valuable 
compilation  in  a manner  suitable  for  the  guidance  of 
physicians  in  meeting  the  challenges  presented  by  the 
changing  conditions  of  medical  practice. 

ACTION:  Adopted. 

Important  Actions  of  the  House  of  Delegates  In- 
cluded: 

1.  Discontinued  scientific  portion  of  June  conventions 
(after  1978  Annual  Convention)  to  permit  expansion 
of  the  Winter  Scientific  Meeting  and  the  Regional 
Scientific  Programs. 

2.  Expansion  of  Specialty  Society  representation  with 
appointment  of  a steering  committee  to  determine 
how  direct  representation  can  be  achieved. 

3.  Resident  Physicians  Section  was  established  ex- 
panding their  role  in  AMA  activities. 

4.  Section  on  Medical  Schools  was  established 
Eighty-five  medical  schools  were  represented  at  the 
session. 
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5.  A “vigorous  public  information  campaign”  on  all 
aspects  of  the  health  care  system  was  requested  by 
the  House.  The  Board  of  Trustees  were  asked  to 
give  a “detailed  demonstration”  of  a program  within 
90  days. 

6.  Reaffirmation  of  the  AMA  comprehensive  health 
care  insurance  proposal  after  a spirited  debate. 

7.  Reaffirmation  of  the  AMA  position  that  a medical 
resident  is  both  a student  and  an  employee  under 
the  National  Labor  Relations  Act. 

8.  Reaffirmation  of  the  AMA  position  that  Laetrile  “is 
a substance  which  has  no  proven  value  as  a drug.” 

9.  Opposed  the  Administration’s  hospital  cost  con- 
tainment legislation. 

10.  Requested  legislation  requiring  Federal  hospitals 
and  HMOs  to  participate  in  the  same  regulatory 
processes  as  non  Federal  hospitals. 

11.  Opposed  mandatory  patient  package  inserts  for 
drugs  approved  for  marketing  by  the  Federal  Food 
and  Drug  Administration. 

12.  Favored  legislation  or  regulatory  measures  to  permit 
continued  marketing  of  saccharin  as  a food  additive 
or  over-the-counter  product  with  a warning  label. 

We  were  disappointed  that  Jim  Blake  lost  by  a few 
votes  in  a run  off  for  the  Board  of  Trustees.  We  are  re- 
viewing our  activities  to  strengthen  our  political  base. 

The  Conference  of  Presidents  and  other  officers  of  State 
Medical  Associations  held  their  Forum  on  Medical  Affairs 
on  June  19  at  which  time  your  chairman  was  installed  as 
president.  The  program  on  Health  Care  Costs  attracted 
a large  audience  of  physicians,  executives,  government 
hospital  and  third  party  representatives. 

The  New  York  Delegation  members  are  vocal  in  the 
House  activities,  but  votes  decide  issues.  Our  strength  has 
dwindled  from  twenty-seven  in  the  past  few  years  to  fif- 
teen, due  to  loss  of  AMA  members.  If  our  physicians  want 
to  influence  national  policies,  they  must  join  the  AMA  and 
support  the  only  organization  which  has  the  muscle  to 
counteract  the  movement  toward  increased  government 
control.  The  AMA  has  changed  its  posture  the  past  few 
years  and  is  more  responsive  to  critical  issues.  They  are 
going  to  court  on  your  behalf.  They  have  broadened  their 
base  to  give  greater  representation  and  input  of  our  medical 
students,  residents,  specialty  societies  and  our  medical 
schools.  They  are  building  a base  for  a strong  team,  and 
if  we  hang  together  we  won’t  hang  separately.  The  AMA 
merits  your  support  and  membership. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 

JUDICIAL  COUNCIL 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Judicial  Council  are  as  follows: 


James  M.  Blake,  M.D.,  Chairman Schenectady 

Walter  T.  Heldmann,  M.D Richmond 

Reid  R.  Heffner,  M.D Westchester 

Joseph  G.  Zimring,  M.D Nassau 

Thomas  S.  Bumbalo,  M.D Erie 


George  L.  Collins,  Jr.,  M.D.,  President,  ex  officio 

Erie 

Bernard  J.  Pisani,  M.D.,  Secretary,  ex  officio 

New  York 

In  accordance  with  the  requirements  of  Article  VII, 
Section  3 of  the  Bylaws,  the  Judicial  Council  held  an  or- 
ganizational meeting  on  November  11,  1976,  immediately 


following  the  close  of  the  annual  meeting  of  the  House  of 
Delegates.  James  M.  Blake,  M.D.  was  elected  chair- 
man. 

On  May  12,  1977  and  June  30, 1977,  the  Judicial  Council 
met  to  hear  an  appeal  by  a physician  from  a decision  of  the 
Westchester  County  Medical  Society  censuring  said  phy- 
sician for  improper  billing  practices  and  overutilization. 

In  addition  to  the  voting  members  of  the  Judicial 
Council,  all  of  whom  were  present  at  said  meetings,  also 
present  were  Henry  I.  Fineberg,  M.D.,  Executive  Vice- 
President,  Edward  Siegel,  M.D.,  Deputy  Executive  Vice- 
President,  J.  Richard  Burns,  J.D.,  General  Counsel,  Francis 
J.  McKee,  J.D.,  Staff  Attorney  and  Mrs.  Joan  Grimm, 
Recorder  and  Secretary. 

The  Judicial  Council,  after  reading  all  of  the  written 
material  provided  to  it,  and  after  hearing  extensive  oral 
argument  by  counsel  for  the  physician  and  counsel  for  the 
Westchester  County  Medical  Society,  voted  to  affirm  the 
censure  of  the  physician.  The  Judicial  Council  member 
from  Westchester  County  voluntarily  abstained  from 
voting  in  the  interest  of  fairness. 

The  Judicial  Council  was  advised  by  Mr.  Burns  that  at 
the  present  time  there  are  two  more  appeals  pending  which 
will  require  consideration. 

The  Judicial  Council,  through  its  chairman,  wishes  to 
thank  J.  Richard  Burns,  J.D.  and  Francis  J.  McKee,  J.D. 
for  their  legal  advice  and  administrative  assistance  in  the 
conduct  of  the  activities  of  the  Judicial  Council.  A special 
vote  of  thanks  to  Mrs.  Joan  Grimm  for  her  most  efficient 
activities  as  Recorder  and  Secretary. 

Respectfully  submitted, 

James  M.  Blake,  M.D.  Chairman 

PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  AND  DEFENSE  BOARD 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 


The  members  of  the  Professional  Medical  Liability  In- 
surance and  Defense  Board  are  as  follows: 

Andrew  H.  Patterson,  M.D.,  Chairman  . . . New  York 
Harold  N.  Schwinger,  M.D.,  Vice  Chairman  . . . Kings 

Ronald  A.  Andree,  M.D New  York 

Robert  A.  Breault,  M.D Schenectady 

Robert  E.  Fear,  M.D Suffolk 

Herbert  Lourie,  M.D Onondaga 

Antonio  F.  LaSorte,  M.D Broome 

M.  Theodore  Tanenhaus,  M.D Kings 

J.  Richard  Burns,  J.D.,  General  Counsel,  ex  officio 

Nassau 

Bernard  J.  Pisani,  M.D.,  ex  officio New  York 


Donald  J.  Fager,  J.D.,  Executive  Secretary,  ex  officio 

New  York 

The  Professional  Medical  Liability  Insurance  and  De- 
fense Board,  successor  to  the  Council  Committee  on  Mal- 
practice Defense  and  Insurance,  was  created  in  1946  as  a 
committee  by  your  House.  The  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  state  that  it  is  the  duty 
of  the  Board  to  “study  and  supervise,  on  behalf  of  the 
Medical  Society  of  the  State  of  New  York,  all  matters 
having  to  do  with  malpractice  insurance  and  defense.” 
While  one  could  scarcely  have  predicted  in  1946  the 
immense  strides  medicine  would  take  in  its  care  for  the 
afflicted,  it  is  equally  unlikely  that  the  vast  complexities 
in  the  medical  malpractice  arena  could  have  been  forecast 
with  any  degree  of  accuracy.  However,  now  in  its  31st  year, 
the  Board,  in  carrying  out  its  assigned  duty,  strives  ear- 
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nestly  to  keep  abreast  of  developments  in  the  malpractice 
insurance  field.  The  variety  of  tasks  performed  by  the 
Board  increases  with  each  succeeding  year  and  currently 
contemplates,  among  others,  the  reviewing  of  cases  brought 
against  insured  physicians  and  surgeons,  recommending 
changes  in  policy  provisions  to  meet  current  requirements, 
resolving  questions  of  classification  and  the  consideration 
of  a vast  array  of  special  problems  presented  in  today’s  ever 
more  complex  medical  malpractice  insurance  climate. 

The  members  of  the  Professional  Medical  Liability  In- 
surance and  Defense  Board,  as  well  as  the  members  of  its 
various  Specialty  Subcommittees  and  County  Malpractice 
Advisory  Committees,  have  been  working  diligently  to 
scrutinize  carefully  the  loss  records  of  doctors  who  present 
greater  than  normal  risks  in  an  effort  to  improve  patient 
care  and  aid  our  insurance  program. 

In  the  area  of  the  ongoing  review  of  the  loss  experience 
and  medical  practice  of  physicians  and  surgeons,  the 
members  of  the  Board  meet  once  a month  to  interview  in- 
dividual doctors,  together  with  their  loss  records.  Rec- 
ommendations to  the  Company  for  surcharged  policies, 
where  appropriate,  continue  to  be  made.  More  signifi- 
cantly, the  Board  recommends  restrictions  of  coverage 
when  there  is  convincing  evidence  that  a physician  is 
practicing  in  fields  beyond  his  competence.  Additionally, 
the  Board  must  review  each  year  all  physicians  and  sur- 
geons currently  insured  on  a rated-up  basis  whose  regular 
renewals  fall  on  the  annual  policy  commencement  date  of 
July  1,  1977. 

In  my  report  last  year,  I commented  on  the  efforts  of  the 
Board  in  the  area  of  individual  physician  and  surgeon  re- 
view, and  added  that  the  Board  felt  strongly,  as  set  forth 
in  recommendation  #3  of  the  McGill  Commission  Report 
that  the  denial  or  cancellation  of  coverage  of  incompetent 
doctors  is  in  the  public  interest.  The  Board  feels  strongly 
that  it  should  be  able  to  recommend  denial  of  an  applica- 
tion for  coverage  or  cancellation  of  coverage  whenever  in 
the  Board’s  opinion  a doctor’s  conduct,  attitude,  method 
of  practice  or  loss  record  make  his  a hazardous  risk.  The 
Company  shares  this  view  and  is  vigorously  pursuing  this 
goal. 

The  Board  has  been  active  in  a number  of  important 
areas  not  heretofore  normally  a part  of  their  endeavors.  At 
its  meeting  on  March  10th  of  1977  the  members  considered 
a letter  from  one  of  the  prominent  medical  malpractice 
defense  attorneys  in  New  York  City  requesting  New  York 
State  Medical  Society  sponsorship  for  a medical-legal  in- 
vestigation relating  to  retrolental  fibroplasia.  The  Board 
recommended  to  the  Council  approval  of  the  project  and 
the  Council  voted  favorably.  The  project  will  not  require 
any  financial  expense  for  the  Society  and  the  results  of  the 
study  will  be  made  available  to  the  Society  for  use  in  its 
Professional  Liability  Program. 

The  Board  continues  to  have  brought  before  it  com- 
plaints about  handling  and,  most  specifically,  legal  repre- 
sentation, on  the  part  of  prior  carriers  for  the  State  Society 
Program.  The  Board  continues  to  provide  assistance  in 
these  problems  and,  where  appropriate,  communicate  di- 
rectly with  both  Employers  Insurance  of  Wausau  and  the 
Argonaut  Insurance  Company  in  an  effort  to  prevail  upon 
them  to  assure  representation  of  high  quality. 

At  its  meeting  on  May  26,  1976,  the  members  of  the 
Board  voted  to  recommend  to  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  that  they  appoint  a sub- 
committee of  the  Board  to  investigate  thoroughly,  with 
legal  representation,  the  possibility  of  Society  support  for 


extremely  meritorious  countersuits  against  plaintiffs  and 
their  attorneys  and  what  part  the  Medical  Society  of  the 
State  of  New  York  and  the  Board  should  play  in  such 
countersuits.  This  subcommittee  has  been  appointed  and 
has  been  active  and  the  Board  has  been  instrumental  in 
assisting  the  Countersuits  Subcommittee  in  their  ongoing 
efforts. 

In  reaffirming  its  previous  decision,  the  Board  voted  and 
recommended  to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  “that  a physician  or  surgeon  should  sign 
the  chart  of  a patient  when,  and  only  when,  he  has  seen  the 
patient  or  has  otherwise  personally  been  involved  in  the 
patient’s  care.” 

Classification,  and  interpretation  of  classification 
questions,  and  other  related  matters,  occupied  a great  deal 
of  the  Board’s  time  during  the  past  year.  Matters  con- 
sidered included  the  following: 

The  Board  voted  to  eliminate  the  word  “ordering” 
from  the  definition  of  Premium  Class  4 — Neurology 
and/or  Psychiatry,  and  Premium  Class  7 — Psychiatry 
and/or  Neurology. 

The  Board  accepted  the  position  of  the  Anesthesiol- 
ogy Subcommittee  that  the  Premium  Class  5 was  not 
appropriate  for  the  practice  of  pulmonary  medicine, 
including  the  treatment  of  pneumonia,  and  asthmatic 
episodes,  emphysema  and  respiratory  failure.  Doctors 
engaged  in  that  practice  should  remain  in  Premium 
Class  2 — General  Practice  and  Limited  Major  Surgery 
and/or  Anesthesiology. 

The  Board  recommended  to  the  Company  that  nec- 
essary action  be  taken  to  develop  actuarial  data  so  that 
the  question  of  a separate  rate  could  be  considered  for 
physicians  who  practice  “Therapeutic  Radiology” 
only. 

CAT  scanning  calls  for  Premium  Class  5 and  not 
Class  6 or  Class  7. 

The  Board  considered  the  possibility  of  a special 
classification  for  Family  Physicians  who  no  longer  do 
normal  obstetrics  but  continue  to  assist  at  surgery  for 
their  own  patients.  While  the  Board  was  concerned 
about  the  issue,  it  did  not  feel  there  was  sufficient  sta- 
tistical data  presently  available  to  warrant  a change  in 
classification  but  recommended  to  the  Medical  Liabil- 
ity Mutual  Insurance  Company  that  it  monitor  data  in 
this  area  so  that  the  question  could  be  fully  considered 
as  soon  as  adequate  experience  was  available. 

The  Board  voted  to  reaffirm  its  position  that  a phy- 
sician who  surgically  implants  pacemakers  be  in  Pre- 
mium Class  1. 

Premium  Class  2 — General  Practice  and  Limited 
Major  Surgery  should  be  amended  to  reflect  that  the 
definition  of  abortion  should  include  the  phraseology 
“through  the  twelfth  week  of  pregnancy  done  by  suc- 
tion curettage.” 

The  Board  voted  to  recommend  to  the  Company 
that  where  a licensed  radiation  therapy  technician  is 
present,  the  delegation  of  the  actual  set-up  of  the  pa- 
tient is  acceptable,  provided  that  a physician  is  physi- 
cally available  on  the  premises  during  the  patient’s 
treatment  and  the  physician  sees  the  patient  at  least 
once  a week. 

The  Obstetrics  and  Gynecology  Subcommittee  has 
met  a number  of  times  and  reviewed  the  loss  experience  of 
a number  of  surgeons  and  made  appropriate  recommen- 
dations to  the  Board.  This  subcommittee  has  also  per- 
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formed  considerable  work  in  the  area  of  the  review  of  in- 
dividual cases. 

This  subcommittee  has  also  been  active  in  the  most 
complex  area  of  proper  classification,  and  at  its  meeting 
on  March  10th  of  this  year  defined  “Normal  Obstetrics” 
for  classification  purposes  and  recommended  to  the  Board 
that  this  would  generally  be  confined  to  normal  sponta- 
neous deliveries  with  episiotomy.  The  subcommittee  went 
on  to  indicate  that  in  situations  requiring  low  or  mid  for- 
ceps, or  where  a breech  is  first  recognized  at  the  time  of 
delivery,  where  possible,  a consultation  by  a Board  Certi- 
fied Ob/Gyn  Specialist  should  be  secured  immediately. 
The  subcommittee  further  stated  that  under  no  circum- 
stances should  a physician  classified  in  General  Practice 
and  Minor  Surgery  be  allowed  to  perform  a breech  delivery 
where  he  is  aware  of  the  position  prior  to  admission,  nor 
should  he  be  allowed  to  use  Pitocin  as  an  inductive  agent 
during  labor.  This  definition  has  been  approved  by  the 
Board  and  the  Company. 

In  part,  as  a result  of  action  taken  by  one  of  the  Califor- 
nia physician -owned  malpractice  insurance  companies,  the 
Obstetrics  and  Gynecology  Subcommittee  requested  a 
study  of  the  proper  relationship,  for  classification  purposes, 
of  the  components  of  their  specialty,  obstetrics,  separate 
and  apart  from  gynecological  surgery.  For  this  purpose, 
cases  closed  by  Employers  Insurance  of  Wausau  in  the 
years  1973  and  1974  were  reviewed  by  the  office  of  Donald 
J.  Eager  and  Associates,  Inc.  and  the  review  was  discussed 
by  the  subcommittee  in  detail.  Following  deliberation,  the 
subcommittee  expressed  the  opinion  that  this  survey  was 
inconclusive  from  the  standpoint  of  supporting  a premium 
reduction  for  a specialist  performing  gynecological  surgery 
exclusively.  The  subcommittee  recommended  to  the 
Board,  and  the  Board  to  the  Medical  Liability  Mutual 
Insurance  Company,  that  it  undertake  reasonable  efforts, 
as  soon  as  practicable,  to  subdivide  the  loss  experience  of 
the  two  groups  of  specialists. 

The  Neurosurgical  Subcommittee  has  renewed  its 
meetings  and  has  also  reviewed  the  subject  of  “Informed 
Consent.”  The  chairman  of  the  subcommittee  posed  the 
following  question  to  the  members: 

“What  specific  neurosurgical  procedures  are  prone 
to  precipitate  malpractice  claims  and  suits  and  which 
of  them  most  frequently  go  to  court?” 

When  the  Medical  Liability  Mutual  Insurance  Compa- 
ny has  sufficient  data  available  to  make  a study  of  this 
question  feasible,  it  will  be  undertaken. 

The  Neurosurgical  Subcommittee  has  been  active, 
particularly  in  the  area  of  classification.  The  subcom- 
mittee recommended  to  the  Board,  and  it  was  approved  by 
the  Company,  that  the  rules  for  supervising  Anesthesiol- 
ogist and  Nurse  Anesthetist  be  clarified  so  that  hospital 
patients  in  the  State  of  New  York  will  be  administered 
anesthesia  only  on  a medically  sound  basis.  The  rules  will 
be  publicized  by  requiring  that  each  Anesthesiologist  who 
supervises  a Nurse  Anesthetist  sign  a copy  of  the  rules 
relative  to  supervision.  The  rules  follow: 

THE  FOLLOWING  REQUIREMENTS  MUST  BE 
AGREED  TO 

BY  THE  SUPERVISING  ANESTHESIOLOGIST 
BEFORE  COVERAGE  CAN  BE  INSTITUTED 
FOR  CERTIFIED  REGISTERED  NURSE 
ANESTHETIST: 


1.  No  more  than  three  (3)  Nurse  Anesthetists  will 
be  employed  by  any  one  (1)  Anesthesiologist; 

2.  Each  patient  will  be  seen  by  an  M.D.  or  D.O.  An- 
esthesiologist before  anesthesia  is  administered; 

3.  The  Nurse  Anesthetist  will  act  only  under  the  su- 
pervision of  an  M.D.  or  D.O.  Anesthesiologist  and  will 
not  work  independently.  Such  supervision  will  re- 
quire physical  availability  of  the  M.D.  or  D.O.  Anes- 
thesiologist for  immediate  diagnosis  and  treatment  of 
exceptional  situations; 

4.  When  anesthesia  is  administered  by  a Nurse 
Anesthetist,  the  hospital  chart  will  clearly  reflect  this 
fact; 

5.  Except  in  unusual  situations,  a single  Anesthesi- 
ologist shall  not  simultaneously  supervise  more  than 
two  (2)  Nurse  Anesthetists.  The  supervising  physi- 
cian shall  not  be  engaged  in  personally  administering 
any  other  anesthesia  at  the  time  he  is  providing  such 
management. 


(Date)  (Signature) 

In  addition  to  the  above  activity,  the  Anesthesiology 
Subcommittee  has  interviewed  individual  Anesthesiolo- 
gists and  reported  to  the  Board,  as  well  as  endeavored  to 
be  of  assistance  to  the  Company  in  the  review  of  individual 
law  suits. 

The  Orthopedic  Surgery  Subcommittee  of  the  Board  has 
also  met  for  the  purposes  both  of  interviewing  individual 
surgeons  with  respect  to  cases  against  them  and  the  pos- 
sibility of  premium  surcharges.  One  surgeon  who  failed 
to  appear  for  an  interview  by  the  Orthopedic  Subcom- 
mittee, and  thereafter  by  the  Board,  was  offered  a sub- 
stantially surcharged  policy. 

The  County  Malpractice  Advisory  Committees,  adjuncts 
of  the  Professional  Medical  Liability  Insurance  and  De- 
fense Board,  have  been  reactivated  after  a long  hiatus  as 
a result  of  the  absence  of  any  meaningful  file  material  with 
which  to  work.  Meetings  have  been  held  in  Westchester, 
Rockland,  Nassau  and  Orange  counties  and  further 
meetings  will  follow  on  a “need”  basis  in  those  and  other 
counties.  This  is  for  the  reason  that  to  a large  degree  the 
efforts  of  these  Advisory  Committees  will  be  both  as  a 
complement  and  as  a supplement  to  those  of  the  Compa- 
ny’s Claim  Committee. 

As  would  seem  to  be  amply  demonstrated  from  the 
above,  the  members  of  the  Professional  Medical  Liability 
Insurance  and  Defense  Board  and  the  Specialty  Subcom- 
mittees have  been  exceedingly  busy  during  the  past  twelve 
months-in  the  performance  of  their  assigned  duty  to  care- 
fully scrutinize  the  loss  records  of  doctors  who  presented 
greater  than  normal  risks  as  well  as  to  assure,  in  an  advisory 
capacity,  that  in  other  important  areas  the  insurance 
program  of  the  Medical  Society  of  the  State  of  New  York 
be  in  the  best  position  to  serve  the  needs  of  its  members. 

I would  like  to  thank  all  of  the  members  of  the  Board  and 
Specialty  Subcommittees,  as  well  as  the  County  Mal- 
practice Advisory  Committees’  members,  for  their  un- 
stinting and  enthusiastic  efforts  in  these  endeavors. 

Respectfully  submitted, 

Andrew  H.  Patterson,  M.D.,  Chairman 
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Abstracts  in  Interlingua 


Raine,  C.  S.,  e Stone,  S.  H.:  Modello  animal  pro  sclerosis 
multiple;  encephalomyelitis  chronic  allergic  experimental 
in  porcos  de  India,  New  York  State  J.  Med.  77:  1693 
(Septembre)  1977. 

In  iste  breve  reporto  es  realtiate  le  applicabilitate  de  un 
forma  de  encephalomyelitis  chronic  allergic  experimental 
inducite  in  13  porcos  de  India  (species  in  multiplication) 
pro  studiar  le  sclerosis  multiple,  un  morbo  human 
demyelinisante.  Le  modello  animal  mima  le  pictura  clinic 
e morphologic  observate  in  le  sclerosis  multiple.  Es  pro- 
posite  que  le  exploration  del  phenomenos  immunologic  in 
iste  modello  animal  pote  aperir  nove  avenues  in  le  recerca 
del  mechanismo  pathogenic  del  sclerosis  multiple. 

Glass,  G.  B.  J.:  Immunologia  de  gastritis  atrophic,  New 
York  State  J.  Med.  77:  1697  (Septembre)  1977. 

Alicun  formas  de  gastritis  es  de  origene  immunologic. 
Nonobstante,  le  grado  de  participation  del  mechanismo 
humoral  e cellular  de  immunitate  in  le  pathogenesis  de  iste 
morbo  varia  grandemente.  Le  presentia  de  anticorpores 
pro  le  cellulas  parietal  in  le  serum,  a vices  associate  con  un 
descenso  del  complemento  seric,  es  diagnostic  per  le  gas- 
tritis chronic,  e es  le  resultato  del  reduction  del  massa  de 
cellulas  parietal  e del  elimination  del  HC1.  Le  circulation 
seric  del  anticorpores  contra  le  factor  intrinsic  es  pathog- 
nomonic del  anemia  perniciose  (o  pre-perniciose)  e oc- 
casionalmente  de  un  perturbation  endocrine  grave  con 
atrophia  gastric.  Le  anticorpores  gastric  circulante  inhibe 
le  maturation  e proliferation  del  cellulas  parietal  e peptic, 
con  le  consequente  hypoplasia  e hyposecretion.  Un  nove 
capitulo  de  applicationes  therapeutic  de  iste  nove  trovato 
in  le  tractamento  del  hypersecretion  gastric  acide  e su  se- 
quelae es  expectate  in  un  future  predicebile. 

Haddad,  A.  H.,  e Dean,  D.  C.:  Stenosis  mitral  silente,  con 
fibrillation  atrial,  e detectate  mediante  le  echocardiogra- 
phia,  New  York  State  J.  Med.  77:  1709  (Septembre) 
1977. 

Es  reportate  2 patientes  con  symptomas  de  insufficientia 
cardiac  congestive.  Le  prime  patiente  etiam  habeva 
multiple  embolismos.  Le  diagnose  de  stenosis  mitral  es- 
seva  suspectate  primemente  mediante  un  echocardio- 
gramma  rutinari  e depost  confirmate  con  le  catheterisation 
cardiac.  Es  suggerite  que  omne  patientes  con  fibrillation 
atrial  ha  un  echocardiogramma  pro  eliminar  le  stenosis 
mitral  silente. 

Hassani,  S.  N.:  Ultrasonographia  pro  emergentias  med- 
ical acute,  New  York  State  J.  Med.  77: 1711  (Septembre) 

1977. 

Le  ultrasonographia  de  alte  resolution  es  un  technica 
non-invasive  simple  que  pote  esser  usate  in  multe  typos  de 
emergentias  medical.  Debite  a que  es  atraumatic,  con 
frequentia  pote  esser  usate  como  le  elemento  diagnostic- 
unique  pro  le  medicos  que  attende  patientes  con  un  morbo 
acute.  Le  sonographia  ocular  pote  detectar  corpores  es- 
triane;  le  hemorrhagia  intra-oculari  e le  hematomas  in  tu- 


mores  del  thyroides  pote  esser  rapidemente  evalutate.  Le 
sonographia  abnormal  es  un  complemento  del  aortographia 
de  contraste  in  le  evalutation  pre-operatori  del  aneurysmas 
aortic  e,  in  alicun  casos,  pote  esser  le  unique  procedimento 
elective.  Le  vias  urinari  etiam  pote  esser  studiate  in  forma 
secure  proportionate  un  information  excellente.  Le 
morbos  hemorrhagic  del  pregnantia  pote  esser  diagnos- 
ticate con  le  ultrasonographia  economisante  al  femina 
gravide  le  uso  de  procedimentos  diagnostic  plus  pericu- 
lose. 

Diebel,  R.,  Decher,  W.,  e Armstrong,  G.:  Influenza; 
reporte  de  vigilantia  del  anno  alarmante  del  “Influenza 
porcin”  (Swine  influenza),  New  York  State  J.  Med.  77: 
1716  (Septembre)  1977. 

Le  epidemia  de  influenza  de  Januario  a April  de  1976 
pareva  esser  associate  con  un  plus  elevate  mortalitate  que 
in  altere  epidemias  de  influenza  inter  1968  e 1969.  Le 
complicationes  del  sistema  nervose  central  e del  cardio- 
vasculari  esseva  plus  frequentemente  observate  in  le  pa- 
tientes plus  juvene.  In  202  patientes  del  Stato  de  Nove 
York,  exclusive  le  Citate  de  Nove  York,  un  virus  resimilante 
al  variante  del  A/Victoria  3/75  esseva  le  specie  etiologic. 
No  evidentia  esseva  obtenite  de  infectiones  recente  con  le 
virus  del  typo  del  influenza  obtenite  de  infectiones  recente 
con  le  virus  del  typo  del  influenza  porcin;  nonobstante,  le 
evidentia  serologic  demonstrava  que  individuos  san  de  plus 
que  30  annos  esseva  susceptibile  al  virus  del  influenza 
porcin.  In  le  sera  del  individuos  plus  ancien,  particular- 
mente  illos  de  plus  que  50  annos,  le  anticorpores  del  virus 
del  typo  del  influenza  porcin  esseva  trovate  plus  frequen- 
temente, possibilimente  como  resultato  de  expositiones 
previe  al  influenza  durante  le  medie  del  decada  de  1930. 
Reactiones  anticorporal  heterologous  esseva  trovate  oc- 
casionalmente  particularmente  in  le  patientes  plus  ancien. 
Iste  facto  debe  esser  considerate  al  interpretar  le  resultatos 
serologic. 

Berry,  E.  P .:  Reconstruction  del  pectore  post-mastec- 
tomia,  New  York  State  J.  Med.  77:  1725  (Septembre) 

1977. 

Un  alte  authoritate  in  le  campo  del  chirurgia  pro  cancer 
diceva  recentemente:  “Non  existe  un  tractamento  que  sia 
le  melior  pro  le  cancer  mammari.”  Le  chirurgos  cognos- 
cente de  iste  cambio  de  attitute  affronta  un  multitude  de 
operationes  e ideas  controversial  pro  le  tractamento  de 
morbos  maligne  e pre-maligne.  Non  obstante  iste  vacil- 
lationes  le  chirurgos  del  cancer  debe  pensar  in  le  recon- 
struction del  pectore  depost  le  mastectomia  radical  quando 
iste  es  indicate.  Le  chirurgos  plastic,  durante  multe  annos, 
ha  essite  interesate  in  procedimentos  esthetic  recon- 
structive del  pectore,  mais  rara  vices  penetra  in  le  campo 
real  del  reconstruction  post-chirurgic  del  patiente.  Ora 
le  chirurgos  es  in  le  medie  de  iste  cambios  in  le  attention 
del  patientes  feminas  depost  le  mastectomia  radical.  E, 
finalmente,  si  le  procedimento  reconstructive  es  adoptate, 
le  guidas  appropriate  e acceptabile  per  omne  medicos  que 
attende  e tracta  le  patientes  cancerose  debe  haber  le  cri- 
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terio  e le  necessitate  de  chirurgia  pro  cancer,  e adoptar  le 
procedimento  plastic  pro  iste  nove  indication. 

Samson,  K.  H.t  e Altman,  S.  F.:  Prophylaxis  antibiotic 
pro  lacerationes  minor;  essaio  clinic  controlate,  New  York 
State  J.  Med.  77:  1728  (Septembre)  1977. 

Un  essaio  clinic  controlate  esseva  initiate  in  Augusto, 

1974,  pro  determinar  le  rolo  del  dicloxacillina  in  le  pro- 
phylaxis infectiose  de  lacerationes  minor  tractate  in  le 
Centro-Hospital  Municipal  del  Bronx.  Usque  Decembre, 

1975,  un  total  de  1334  patientes  esseva  tractate;  illes  habeva 
un  total  de  6.67  pro  cento  de  infectiones.  Iste  cifra  esseva 
similar  al  trovate  in  altere  studios.  Le  administration  oral 
prophylactic  de  decloxacillina  non  alterava  significa- 
tivemente  iste  frequentia  de  infectiones.  Nulle  casos  de 
tetanos  esseva  observate;  non  esseva  demonstrate  necun 
factor  prognostic.  Es  concludite  que  le  prophylaxis  anti- 
biotic non  debe  esser  usate  como  medio  de  rutina  in  le 


tractamento  del  lacerationes  minor. 

Mayron,  J.:  Clotrimazol  pro  le  candidiasis  vulvovaginal; 
reporte  de  un  studio  doblemente  cec,  New  York  State  J. 
Med.  77:  1732  (Septembre)  1977. 

Un  studio  comparative,  non  crusate,  doblemente  cec, 
esseva  facite  pro  demonstrar  le  efficatia  de  un  nove  agente 
therapeutic  pro  le  candidiasis  vulvovaginal.  Un  total  de 
65  patientes  esseva  includite  in  iste  studio.  Quaranta-nove 
(49)  patientes  (20  tractate  con  clotrimazol  e 29  con  nysta- 
tina)  esseva  evalutate  pro  cognoscer  le  efficatia  del  trac- 
tamento. Le  therapia  con  tabletas  de  clotrimazol  ad- 
ministrate durante  7 dies  esseva  successose  in  79  pro  cento 
del  patientes,  comparate  con  59  pro  cento  de  successo  in 
le  gruppo  de  patientes  tractate  con  nystatina  durante  14 
dies.  Le  breve  duration  del  tractamento  con  clotrimazol 
esseva  plus  acceptabile  per  le  patientes. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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continued  from  page  1682 

member  societies,  and  from  physician-owned  professional 
liability  companies. 

The  NAIC  Closed  Claims  Malpractice  Study  was  ini- 
tially undertaken  in  1975  and  was  co-funded  by  the  NAIC 
and  insurance  companies.  It  was  discontinued  after  one 
year  due  to  withdrawal  of  financial  support  by  the  insur- 
ance companies. 

Under  terms  of  a CMSS  proposal  accepted  by  the  NAIC 
on  June  10, 1977,  continuation  of  the  NAIC  Closed  Claims 
Malpractice  Study  began  July  1,  1977.  The  issuance  of 
study  quarterly  reports,  of  which  four  have  been  published 
to  date  withthe  last  covering  the  period  ending  June  30, 
1976,  will  resume  as  soon  as  practical.  The  first  study 
analyzed  25,000  claims  closed  during  a twelve-month  pe- 
riod beginning  July  1,  1975. 

Use  of  Interlingua 

Interlingua  plays  an  important  role  in  providing  a uni- 
versal language.  In  1975  the  Interlingua  Institute  an- 
nounced the  completion  of  work  on  the  “Multilingual 
Compendium  of  Common  Crop  Disease  Names.” 

Interlingua  is  the  least  “foreign”  of  all  foreign  languages, 
utilizing  only  those  elements  which  are  common  to  the 
control  languages  (English,  French,  Italian,  and  Spanish) 
and  discarding  the  “idiomatic”  features  of  each  of  these. 
It  is  predicated  on  the  universality  of  a large  vocabulary, 
often  technological  in  nature,  and  frequently  of  greco- 
latinate  origin,  throughout  the  languages  of  Europe  and 
the  Americas.  It  is,  however,  by  no  means  confined  to  the 
Occident  since  the  exportation  of  Western  technology  and 
of  the  International  Scientific  Vocabulary  has  brought 
significant  elements  of  the  international  language  into  Asia 
and  Africa  as  well. 

Unlike  various  interlinguistic  systems  formulated  in  the 
last  century,  Interlingua  is  not  a created  artifact,  but  rather 
an  attempt  to  refine  into  a neutral  and  supranational  form 
those  words  which  are  already  international  in  character. 
As  a result,  it  requires  no  study.  Most  educated  individ- 
uals find  that  they  can  read  Interlingua  virtually  at  sight 
since  its  constituent  elements  are  known  to  them  under  one 
form  or  another.  Information  concerning  recent  publi- 
cations and  future  projects  is  available  on  request  from  the 
Interlingua  Institute,  Box  126  Canal  Street  Station,  New 
York,  New  York  10013. 

Invitation  to  join 

The  Medical  Archivists  of  New  York,  founded  in  1960 
by  Gertrude  L.  Annan  and  Joseph  A.  Tamerin,  M.D.,  is  a 
group  of  physicians,  historians,  archivists,  librarians,  and 
others  interested  in  promoting  the  collection  and  preser- 
vation of  historical  materials  relating  to  health  care  in  the 
State  of  New  York.  Its  official  organ,  The  New  York  Mi- 
croform Journal  of  Medical  Archives,  1974,  contains  a 
history  of  the  group. 

You  are  invited  to  become  a member.  To  become  a 
member  of  the  Medical  Archivists  of  New  York,  contact 
Paul  R.  Rugen,  Keeper  of  Manuscripts,  The  New  York 
Public  Library,  Fifth  Avenue  and  42nd  Street,  New  York, 


New  York  10018  for  complete  information. 

VA-scholars  program 

The  Veterans  Administration  has  initiated  a new  pro- 
gram to  prepare  outstanding  individuals  to  assume  sig- 
nificant roles  in  the  development  and  management  of  large 
health  care  systems. 

Although  the  program  is  sponsored  by  the  Veterans 
Administration  and  George  Washington  University,  it  is 
by  no  means  limited  to  VA  employees.  Indeed,  anticipated 
is  a very  rigorous  national  competition,  and  an  active 
seeking  of  qualified  applicants  from  a broad  range  of  health 
and  health  related  professions. 

For  further  information  write  or  call:  Harrison  Owen, 
Acting  Executive  Director,  VA  Administrative  Scholars 
Program,  Veterans  Administration,  Department  of  Med- 
icine and  Surgery,  Washington,  D.C.  20420  (refer  to:  107); 
telephone  (202)  389-3588. 

Here  and  there 

Appointed:  Robert  J.  Schultz,  M.D.,  was  appointed 

professor  and  chairman,  Department  of  Orthopedic  Sur- 
gery, New  York  Medical  College,  effective  June  1 . . . Sey- 
mour Levine,  M.D.,  professor  of  pathology,  was  appointed 
associate  director  of  pathology,  Westchester  County 
Medical  Center,  Valhalla,  heading  operations  at  the  Cen- 
ter’s new  neuropathology  laboratory,  effective  July  1 . . . 
Randall  B.  Griepp,  M.D.,  professor  of  surgery;  Victor 
Herbert,  M.D.,  professor  of  medicine,  and  Edgar  Lichstein, 
M.D.,  associate  professor  of  medicine;  and  Marvin  H. 
Lipkowitz,  M.D.,  associate  professor  of  clinical  psychiatry, 
all  at  Downstate  Medical  Center. 

Elected:  John  S.  Rienzo,  M.D.,  Director  of  Obstetrics  and 
Gynecology,  LaGuardia  Hospital,  president  of  Queens 
County  Gynecological  Society  . . . Masazumi  Adachi,  M.D., 
president  of  the  Japanese  Medical  Society  of  New  York; 
Morrell  M.  Avram,  M.D.,  president-elect  of  the  End  Stage 
Renal  Disease,  Network  #25,  DHEW;  Stanley  I.  Fishman, 
M.D.,  elected  chairman,  Board  of  Directors,  Kings  County 
Health  Care  Review  Organization,  Inc.;  Alan  R.  Shalita, 
M.D.,  elected  to  the  Board  of  Trustees  of  the  Dermatology 
Foundation;  Gabriel  Spergel,  M.D.,  president-elect  of  the 
New  York  Diabetes  Association;  Julius  E.  Stolfi,  M.D., 
elected  vice  chairman,  Board  of  Directors,  Kings  County 
Health  Care  Review  Organization,  Inc.;  and  Seymour  Zeff, 
M.D.,  appointed  regent  and  elected  chairman,  Board  of 
Governors  of  the  American  College  of  Oral  and  Maxillo- 
facial Surgeons,  all  from  Downstate. 

Grants:  Mauricio  J.  Dulfano,  M.D.,  associate  professor 
of  medicine,  awarded  a grant  of  $180,000  to  study  the  fac- 
tors affecting  mucociliary  clearance  by  the  Veterans  Ad- 
ministration; Laverne  K.  Eveland,  M.D.,  associate  pro- 
fessor of  microbiology  and  immunology,  a grant  of  $93,805 
for  studies  basic  to  the  production  and  storage  of  live  vac- 
cine for  schistosomiasis  by  the  Edna  McConnell  Clark 
Foundation;  Leonard  Laster,  M.D.,  dean,  College  of 
Medicine,  a grant  of  $464,669  renewed  for  a general  clinical 
research  center  by  the  Division  of  Research  Resources, 
NIH,  all  at  Downstate  Medical  Center. 
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INTRODUCING 

The  Truly  Affordable  Small  Business  Computer 
Let  it  Do  Your  Billing  for  You 


Designed  specifically  for  Medical  & Dental  prac- 
tices. Complete  computer  systems  (including 
Billing  for  Blue  Cross/Shield  and  other  insurance 
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Medical  Meetings 


Third  annual  seminar 

The  third  annual  Ignatz  Semmelweis  Memorial  Seminar 
of  the  New  Jersey  Medical  School  of  the  College  of  Medi- 
cine and  Dentistry  of  New  Jersey  will  be  held  September 
15  to  18  at  the  Chalfonte-Haddon  Hall.  Atlantic  City,  New 
Jersey.  Conducted  by  the  medical  school’s  Departments 
of  Obstetrics  and  Gynecology,  Medicine,  and  Pediatrics, 
it  will  concern  itself  with  “Medical  Complications  in 
Modern  Perinatology” — childbearing  and  infancy. 

Cosponsoring  this  year’s  session  are:  The  National 
Foundation-March  of  Dimes,  The  New  Jersey  Obstetrics 
and  Gynecology  Society,  The  Academy  of  Medicine  of  New 
Jersey,  the  New  Jersey  Academy  of  Family  Physicians, 
Lederle  Laboratories,  Corometrics  Medical  Systems,  In- 
corporated, and  a number  of  other  pharmaceutical  com- 
panies. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


Physicians  attending  the  seminar  will  also  be  offered 
continuing  education  credits  from  the  American  College 
of  Obstetrics  and  Gynecology.  Credits  are  being  arranged 
also  for  nurses,  who  will  have  a separate  section  at  the 
meeting. 


Graduate  and  continuing  education 

“Planning  for  Rural  Health  Care”  will  be  presented 
on  September  20  and  21  at  the  Holiday  Inn,  Downtown, 
Syracuse,  New  York.  The  program  coordinators  are 
Horace  S.  Ivey,  MSW,  associate  professor,  Division  of 
Medical  Society  Services,  Department  of  Rehabilitation 
Medicine,  and  director,  Department  of  Social  Work  Ser- 
vices, Upstate  Medical  Center,  and  Jean  G.  Pitt,  MSW, 
ACSW,  clinical  assistant  professor,  Division  of  Medical 

continued  on  page  1S31 
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Month  in  Washington 


Strong  pressure  from  President  Carter,  other  Adminis- 
tration officials,  and  a desire  by  Congress  to  get  some 
handle  on  rising  health  care  costs  appear  to  be  weakening 
Congress’  previously  firm  sentiment  against  the  Admin- 
istration’s Hospital  Cost  Containment  program.  Some 
Hill  observers  now  believe  the  plan — in  some  form  or 
other — is  picking  up  enough  momentum  to  clear  Congress 
this  year,  a possibility  viewed  as  remote  earlier  in  the  ses- 
sion. 

The  Cost  Containment  plan  calls  for  imposition  of  an 
annual  ceiling  of  about  nine  percent  on  all  hospital  revenue 
increases.  It  places  a $2.5  billion  limit  on  capital  expen- 
ditures. Major  health  provider  groups,  including  the 
American  Hospital  Association  and  the  American  Medical 
Associat  ion,  have  assailed  the  plan  as  a revival  of  the  dis- 
credited wage  and  price  freeze  several  years  ago. 

Other  versions  of  the  Administration’s  plan,  however, 
are  taking  shape  in  the  Congress.  Here  are  some  recent 
developments: 

**Rep.  Paul  Rogers  (D.,  Fla.),  Chairman  of  the  House 
Commerce  Subcommittee  on  Health,  has  introduced  a 
modified  version  of  the  Administration  bill  and  held 
one  day  of  public  hearings. 

**The  House  Ways  and  Means  Subcommittee  on 
Health,  headed  by  Rep.  Dan  Rostenkowski,  (D.,  111.), 
has  started  marking  up  a measure  following  introduc- 
tion of  a version  by  Rostenkowski. 

**Sen.  Edward  Kennedy  (D.,  Mass.)  called  his  Senate 
Human  Resources  Subcommittee  on  Health  to  put  to- 
gether a bill  containing  major  elements  of  the  Admin- 
istration plan. 

**Sen.  Richard  Schweiker  (R.,  Pa.),  ranking  Republi- 
can on  Kennedy’s  subcommittee,  has  introduced  an  al- 
ternative plan  that  would  beef  up  state  control  of  hos- 
pital costs  and  prohibit  capital  expenditures  for  18 
months.  Schweiker  has  been  joined  by  Sen.  Thomas 
McIntyre  (D.,  N.H.). 

Public  Hearings  now  have  been  completed  on  the  issue 
by  three  of  the  four  Congressional  committees  with  juris- 
diction. The  exception — the  Senate  Finance  Subcom- 
mittee on  Health — has  conducted  public  sessions  on  leg- 
islation by  Subcommittee  Chairman  Herman  Talmadge 
(I).,  Ga.)  that  is  limited  to  restrictions  on  Medicare-Med- 
icaid spending  by  Hospitals,  but  could  be  broadened  to 
include  all  revenues. 

Congress  takes  a month  vacation  during  August  and 
leaders  are  pushing  for  an  October  recess  date.  This  does 
not  leave  much  time  for  the  four  involved  committees  to 
resolve  their  differences  and  agree  on  such  a volatile  issue 
as  controls  on  one  segment  of  the  economy. 

The  American  Medical  Association  has  testified  that  the 
Rogers’  bill  “unfortunately  retains  those  programs  which 
would  in  effect  allow  the  (HP1W)  Secretary  to  determine 
revenue  increases,  capital  expenditures,  and  utilization 
rates.’’  The  arbitrary  limitations  on  revenue  increases 
Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


“would  prove  to  be  disastrous  for  many  hospitals,  especially 
to  the  already  more  efficient  hospitals  and  those  hospitals 
which  are  located  in  rural  areas,”  said  Edgar  T.  Bedding- 
field,  Jr.,  M.D.,  chairman  of  the  AMA  Council  on  Legisla- 
tion. 

The  major  changes  made  in  the  Administration  plan  by 
Rogers  would  extend  the  government’s  power  to  regulate 
the  purchase  of  new  major  medical  equipment,  provide 
incentives  for  hospitals  to  eliminate  services,  and  award 
hospitals  for  cutting  costs.  Dr.  Beddingfield  lauded  the 
concept  of  incentives,  but  questioned  the  details  of  the  new 
plan. 

The  AMA  official  said  that  financing  incentive  payments 
to  hospitals  out  of  general  revenues  raises  constitutional 
questions.  “Should  Congress  pay  out  of  the  general  trea- 
sury amounts  td  hospitals  for  providing  services  for  which 
the  Federal  government  otherwise  has  no  obligation  to 
pay?”  he  asked,  noting  that  all  inpatients,  not  just  Federal 
beneficiaries,  would  be  covered. 

Under  the  measure,  expensive  equipment  purchased  for 
use  in  a physician’s  office  could  be  subject  to  a certificate 
of  need  restriction.  Dr.  Beddingfield  attacked  this  pro- 
vision. “Any  initial  inroads  into  medical  practice  seeking 
to  control  physician  offices  or  the  acquisition  of  practice 
equipment  would  jeopardize  the  independent  practice  of 
professions,”  he  said. 

Dr.  Beddingfield  continued:  “Such  an  action  could  only 
lead  to  more  stringent  controls  eventually  controlling 
practice  locations  and  extent  of  services  available  and  af- 
fecting quality  of  care.  Medical  practice — the  physician’s 
office  in  particular — should  not  be  treated  as  a public 
utility.” 

The  Carter  Administration  also  opposed  the  amend- 
ments recommended  by  Rogers.  Sticking  to  their  game 
plan  of  fighting  for  its  proposal  with  no  changes,  HEW 
officials  told  the  House  Commerce  Health  Subcommittee 
that  the  suggested  changes  “have  much  long-run  poten- 
tial,” but  “often  raise  more  questions  than  they  re- 
solve.” 

Karen  Davis,  Deputy  HEW  Assistant  Secretary  for 
Planning,  said  “we  simply  do  not  have  the  time  to  refine 
proposals  (such  as  those  in  the  Rogers  bill)  to  insure  that 
they  have  the  desired  effect  and  preserve  administrative 
simplicity.”  The  Hospital  Cost  Containment  Act  as 
originally  proposed  should  be  enacted  “as  the  first  and 
desperately  needed  step  in  devising  a permanent  solution 
to  the  critical  national  problem  of  controlling  rising  health 
costs,”  she  said. 

* * * 

A bill  before  the  Congress  would  mandate  that  pre- 
scription drug  packages  would  carry  a warning  label  stat- 
ing: 

“Warning  to  physicians  and  patients — the  Federal 

Food,  Drug  and  Cosmetic  and  Devices  Administration 
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Social  Work,  Upstate  Medical  Center. 

On  September  28  to  30,  a “Gynecologic  Oncology  Post- 
graduate Course"  will  be  offered  at  the  Hilton  Inn,  Buckley 
Road,  North  Syracuse,  New  York.  Parviz  Hanjani,  M.D., 
assistant  professor  and  director,  Gynecologic  Oncology, 
Department  of  Obstetrics  and  Gynecology,  State  Univer- 
sity of  New  York  Upstate  Medical  Center,  Syracuse,  is  the 
program  coordinator. 

For  more  information  on  both  programs  write  to:  Pro- 
gram Assistant,  Office  of  Graduate  and  Continuing  Edu- 
cation, State  University  of  New  York,  Upstate  Medical 
Center,  750  East  Adams  Street,  Syracuse,  New  York  13210; 
telephone  (315)  473-4607. 

Oncology  seminary 
on  Chronic  Leukemia  cancelled 

The  Roswell  Park  Memorial  Institute  continuing  med- 
ical education  seminar  on  oncology,  scheduled  for  Sep- 
tember 22, 1977,  has  been  cancelled  due  to  a date  conflict 
with  Yom  Kippur.  The  program  will  be  rescheduled  for 
a later  date. 

Continuing  medical  education 

Continuing  Medical  Education  Program,  Association 
of  Practicing  Physicians  of  The  New  York  Hospital-Cornell 
Medical  Center,  monthly  lectures  will  be  held  on 
Wednesdays  7 to  9 p.m.  The  programs  began  in  Septem- 
ber but  the  future  programs  to  be  held  are:  October  19, 
November  16,  January  18,  1978,  February  15,  March  15, 
April  12,  and  May  17. 

For  more  information,  contact  Lila  A.  Wallis,  M.D.,  The 
New  York  Hospital,  525  East  68th  Street,  New  York,  New 
York  10021;  telephone  (212)  737-4444. 

Upcoming  programs  for  the  Network 
for  Continuing  Medical  Education 

The  Network  for  Continuing  Medical  Education  pro- 
grams has  announced  the  program  for  September  5 to 
October  2 will  be  “Clinical  Immunology  Update.”  The 
telecourse  faculty  on  this  three  part  program  is  Robert  M. 
Nakamura,  M.D.,  chairman,  Department  of  Pathology, 
Scripps  Clinic  Medical  Institutions,  La  Jolla,  California, 
and  Ernest  S.  Tucker,  M.D.,  associate  clinical  professor  of 
pathology  and  pediatrics,  University  of  California  School 
of  Medicine,  San  Diego.  These  programs  are  acceptable 
for  the  highest  levels  of  formal  continuing  medical  educa- 
tion credit  by  the  AMA  and  AAFP. 

Annual  meeting 

The  annual  meeting  of  the  American  Medical  Writers 
Association  will  be  held  September  27  through  October  1 
at  the  Americana  Hotel  in  New  York  City. 

Further  information  can  be  obtained  from  the  AMWA 
national  office,  Kenwood  Professional  Building,  Suite  290, 
5272  River  Road,  Bethesda,  Maryland  20016. 

Postgraduate  medical  education 

“Cardiology  for  the  Practicing  Physician”  will  be  pre- 
sented at  the  White  Plains  Hospital  Center  on  October  6. 
This  course  is  on  the  advances  in  therapy  for  the  chronic 
and  acutely  ill  cardiac  patient. 
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approves  this  drug  or  device  for  the  following  purposes 

and  no  other  purpose.” 

Drugs  would  be  accompanied  by  patient  package  in- 
serts approved  by  the  FDA  explaining  in  layman’s  language 
the  uses  of  the  drug,  a description  of  the  side  effects,  and 
so  on. 

This  provision  of  a sweeping  drug  measure  proposed  by 
Sen.  Edward  Kennedy  (D.,  Mass.)  was  attacked  by  the 
AMA.  “By  setting  out  in  bold  print  and  by  directing  the 
warning  to  physicians  and  patients,  the  statement  raises 
a spectre  that  a drug  as  prescribed  is  dangerous,”  said 
Lowell  H.  Steen,  M.D.,  a member  of  the  AMA’s  Board  of 
Trustees.  “We  believe  that  such  a phrase  unduly  intrudes 
into  the  practice  of  medicine  in  an  attempt  to  limit  in  some 
manner  the  use  of  a drug,”  said  Dr.  Steen. 

“To  mandate  a drug  label  warning  that  in  any  way 
suggests  that  a drug  can,  because  of  special  Federal  ap- 
proval, be  used  properly  for  only  certain  conditions  and  not 
for  any  other  condition  is  an  improper  attempt  to  restrict 
the  necessary  freedom  of  the  physician  to  prescribe  the 
needed  treatment,”  Dr.  Steen  said. 

Dr.  Steen  noted  that  the  AMA  supports  certain  addi- 
tions to  the  drug  labeling  requirements  and  has  drafted  a 
bill  that  would  require  certain  information  to  be  listed  on 
the  drug  container  dispensed  to  the  patient. 

But,  he  told  Kennedy’s  Health  Subcommittee,  “it  is 
highly  inappropriate  to  include  a requirement  that  the 
proposed  warning  be  placed  on  all  drug  labels.  Moreover, 
we  believe  that  all  drugs  should  not  be  required  to  have 
patient  package  inserts.  The  preparation  and  distribution 
of  the  information  to  be  required  in  the  patient  package 
inserts  pose  a number  of  problems.  Patients  differ  in  their 
drug  requirements  with  respect  to  dose,  duration  of  ther- 
apy and  adjunct  medication.  They  also  differ  in  thera- 
peutic response,  adverse  side  effects  and  toxic  reactions. 
‘Patient  package  insert’  might  be  helpful  to  some  patients, 
but  might  confuse,  frighten,  or  even  harm  other  pa- 
tients.” 

The  most  appropriate  source  for  a patient  desiring  drug 
information  is  the  physician.  The  AMA  official  testified 
“we  do  not  believe  that  it  is  desirable  for  the  Commissioner 
of  FDA  to  publish  ‘mini’  treatises  on  drug  usage  for  dis- 
semination to  patients  for  all  drugs.  A professional  judg- 
ment on  what  is  the  best  treatment  for  the  patient  is  the 
physician’s  responsibility  and  is  made  on  the  basis  of  ex- 
tensive training  and  experience.” 

Dr.  Steen  spoke  favorably  of  a Kennedy  provision  for  an 
expanded  drug-testing  program  for  drugs  that  have  not  vet 
received  new-drug  application  approval.  This,  he  said, 
“could  be  highly  beneficial  in  bringing  new  drugs  and 
chemical  entities  to  the  market  as  expeditiously  as  possible. 
There  have  been  indications  that  our  present  system  of 
new-drug  approval  has  led  to  a relative  drug  lag  between 
the  United  States  and  other  industrialized  countries.” 

* * * 

Much  of  the  autonomy  and  power  of  the  ten  HEW  re- 
gional offices  have  been  eliminated  in  a major  reorganiza- 
tion by  HEW  Secretary  Joseph  Califano. 

Powers  once  vested  in  the  regional  directors  were  shifted 
to  HEW  headquarters  in  Washington,  D.C.,  bringing  to 
dust  the  goal  of  the  Nixon  Administration  to  establish 
“mini  HEW’s”  with  substantial  independence  to  deal  wit  h 
regional  problems.  However,  the  ten  offices  with  tens  of 
thousands  of  employees  across  the  Nation  will  stay  in 


business,  but  with  much  closer  ties  to  the  Nation’s  Capi- 
tol. 

Califano  designated  Eugene  Eidenberg  as  Deputy  Under 
Secretary  for  Intergovernmental  Affairs.  “In  this  roll,  Mr. 
Eidenberg  will  be  my  principal  liaison  and  point  of  contact 
on  a daily  basis  with  the  PSROs,”  he  said. 

“In  the  past,”  he  said,  “there  has  been  confusion  about 
the  role  of  the  regional  offices  and  often  considerable  dis- 
crepancy between  the  rhetoric  that  was  used  to  describe 
their  functions  and  their  actual  functions.  The  regional 
offices,  on  paper,  were  mini-HEW’s  and  the  regional  di- 
rector a field  secretary  with  line  direction  over  program 
operations  in  the  field.” 

“Our  five-month  review  of  the  regional  operations  has 
led  to  the  conclusion  that  this  has  not,  in  fact,  been  the 
function  of  the  regional  offices  and  that  it  should  not  be,” 
Califano  continued. 

Instead,  the  Secretary  said,  “the  reorganization  is  in- 
tended to  provide  clear  and  direct  accountability  between 
the  program  people  in  the  field  and  their  respective 
headquarters  program  offices  in  Washington,  without  the 
presence  of  the  Regional  Director  as  ‘middleman.’  ” 

The  reorganization  will  make  the  heads  of  the  Depart- 
ment’s major  program  divisions  (the  assistant  secretaries 
and  commissioners)  accountable  for  all  aspects  of  the  op- 
erations of  their  program  on  a nationwide  basis. 

Califano  said  that  the  reorganization  would  be  imple- 
mented gradually  to  avoid  disruption  of  established  op- 
erations and  to  minimize  any  adverse  impact  on  HEW 
employees. 

* * * 

The  AMA  is  supporting  a bill  to  increase  Veterans  Ad- 
ministration physician  and  dentist  pay. 

The  legislation  before  the  Senate  would  extend  for  one 
year  authorization  (Pay  Comparability  Act  of  1975)  for  the 
Administrator  of  the  Veterans  Administration  to  provide 
special  pay  to  eligible  physicians  and  dentists.  The  bill 
also  provides  that  a physician  or  dentist  who  has  entered 
into  an  agreement  with  the  Veterans  Administration  which 
will  be  completed  during  the  extended  authorization  period 
may  enter  into  a new  agreement  not  to  exceed  four  years 
in  duration. 

In  a letter  to  the  Senate  Committee  on  Veterans  Affairs, 
James  H.  Sammons,  M.D.,  AMA  Executive  Vice  President 
said: 

“The  American  Medical  Association  has  been  supportive 
for  many  years  of  the  Federal  government’s  efforts  to  re- 
cruit and  retain  career-minded  health  professionals  for 
Federal  Health  delivery  programs.” 

“We  urge  that  the  Congress  act  favorably  on  this  legis- 
lation and  to  assure  the  continuation  of  current  authorit  ies 
to  provide  more  adequate  and  equitable  compensation  for 
physicians  and  dentists  in  the  Veterans  Administration 
health  care  system,”  said  Dr.  Sammons. 

* * * 

In  remarks  before  a recent  conference  in  Washington, 
D.C.,  on  the  subject  of  controlling  health  care  costs,  Lewis 
Thomas,  M.D.,  president  of  Sloan-Kettering  Cancer 
Center,  shared  these  following  thoughts  with  those 
present: 

“The  roster  of  major  diseases  that  have  become  con- 
trollable within  my  lifetime  made  up  the  main  body  of  the 
textbooks  of  medicine  and  pediatrics  in  the  1930’s.  Most 
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Enjoy  a Hawaiian  Holiday- - 
Surf,  Sun  and  CME 

AMA  Regional  CME  Meeting 
Honolulu,  Hawaii 
Oct.  30-Nov.  4, 1977 


uthe  loveliest  fleet  of Islands 
that's  anchored  in  any  ocean  J’ 


Hawaii!  What  a perfect  setting  for  continuing  your 
medical  education! 

The  AMA  Regional  Meeting  in  Honolulu,  Hawaii 
offers  an  ideal  blend  of  study  and  sun.  Morning 
hours  are  devoted  to  study.  Up  to  23  hours  of  Cate- 
gory 1 credit  may  be  earned,  with  53  credit  hours  of 
Category  1 available.  After  1 :00  p.m.  you  are  free  to 
pursue  Hawaii’s  abundant  pleasures.  Grab  a surf 
board  and  hang  ten!  Try  scuba  diving  or  play  ten- 
nis. Play  golf,  go  fishing,  or  see  the  sights.  Whatever 
you  choose,  Hawaii’s  weather  will  be  totally 
cooperative. 

In  1977,  the  AMA  is  also  offering  Regional  CME 
Meetings  in  the  following  picturesque  settings: 

Tan-Tar-A  Golf  and  Tennis  Resort 

Osage  Beach,  Missouri 
Sept.  16-18 

Sawmill  Creek  The  Homestead 

Huron,  Ohio  Hot  Springs,  Virginia 

Oct.  7-9  Sept.  30-Oct.  2 

(Photo  courtesy  of  Hawaii  Visitors  Bureau) 


Use  the  coupon  below  to  send  for  your  brochure  on 
Hawaii  or  any  of  the  other  AMA  Regional  CME 
Meetings. 
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Chicago,  IL  60610 
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Against  Cancer  Quackery 


The  anguish  associated  with  cancer  is  compounded 
by  the  cancer' quack.  False  hopes— harmful  delays— 
devastating  expenses— deceptive  diagnoses— loss  of 
life— these  are  hazards  facing  the  cancer  patient 
desperate  enough  to  seek  a cancer  quack. 

The  problem:  how  to  divert  the  patient 
from  this  tragic  encounter. 

As  medical  guide,  family  counselor,  trusted 
friend— you,  doctor,  play  a major  role  in  the 
fight  against  cancer  quackery. 

We  are  here  to  serve  as  your  partner. 

Our  National  Office  maintains  an  up-to-date  central 
clearinghouse  for  materials  on  unproven  methods  of 
cancer  diagnosis  and  treatment.  This  is  a unique  operation 
and  the  principal  source  of  such  information  in  the 
country.  Its  services  are  widely  used.  Hundreds  of 
inquiries  are  received  and  answered  from  all 
segments  of  the  community,  from  coast  to  coast. 

To  trigger  grass-roots  action,  we  have 
formulated  a model  State  Cancer  Remedy 
Act  designed  to  control  the  promotion  and 
sale  of  unproven  methods  of  cancer 
management.  This  has  helped  to  inspire 
some  20  states  to  enact  or  consider 
legislation  against  cancer  quackery— with 
active  support  from  the  medical 
community.  Copies  of  the  model  act,  as 
well  as  copies  of  laws  in  effect,  are  available 
through  our  National  and  Division  offices. 

In  these  actions  against  cancer  quackery, 
as  in  all  our  efforts  against  cancer,  ours 
is  a lifesaving  partnership. 

American  Cancer  Society  % 

New  York  State  Division,  Inc. 

6725  Lyons  St.,  P.O.  Box  7 
East  Syracuse,  N.Y.  13057 
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of  this  transformation  occurred  in  the  field  of  infection, 
thanks  to  immunization  and  the  antibiotics,  but  there  have 
been  improvements  of  comparable  magnitude  in  other 
fields,  notably  hematology.  And  the  change  is  still  going 
on. 

"There  has  never  been  a time  like  it,  in  all  the  long  his- 
tory of  medicine,  and  the  prospects  strike  me  as  brighter 
today  than  ever  before.  Of  all  times  these  are  the  un- 
likeliest  for  slowing  down  or  stopping  science,  or  for  trying 
to  put  restraints  on  technology.  We  will  not  be  helped  by 
restraining  innovation,  we  will  simply  stay  where  we  are, 
unable  to  change  the  largely  unsatisfactory  and  costly 
things  we  are  obliged  to  do  for  the  diseases  whose  mecha- 
nisms we  still  fail  to  understand.  And  those  diseases — 
heart  disease,  cancer,  stroke  and  the  rest-  are  not  going 
to  go  away  by  themselves,  nor  are  we  going  to  be  able  to  talk 
them  away.  The  problems  are  much  more  complex  and 
profound  than  most  people  realize  ...  . There  is  within 
medicine,  somewhere  beneath  the  pessimism  and  dis- 
couragement resulting  from  the  disarray  of  the  health  care 
system  and  its  stupendous  cost,  an  undercurrent  of  un- 
qualified optimism  about  what  may  lie  ahead  for  the 
treatment  of  human  disease — if  we  can  only  keep  learn- 
ing.” 


Role  of  the  host  in  nosocomial  infections 

The  emphasis  in  hospital  infection  control  seems  to  be 
shifting  from  airborne  to  direct  contamination,  due  chiefly 
to  the  general  shift  of  nosocomial  infections  from  gram- 
positive to  gram-negative  organisms:  Pseudomonas 

aeruginosa,  Klebsiella  aerobacter,  proteus,  and  anaerobe 
bacteroides  which,  unlike  staphylococci,  thrive  in  moist 
areas,  including  bodies  of  the  operating  team.  Gram- 
negative organisms  now  appear  to  account  for  well  over  50 
per  cent  of  the  hospital  acquired  infections,  especially 
among  patients,  but  also  among  medical  personnel,  and  are 
responsible  for  a much  higher  mortality  rate  than  S.  aureus. 
There  is  evidence  that  this  trend  will  continue  and  that 
gram-negative  organisms  will  dominate  the  scene.  The 
author  discusses  briefly  the  more  difficult  problems  of 
decontaminating  equipment  like  respirators,  nebulizers, 
and  so  forth,  as  well  as  places  like  wet  floors,  sinks,  in- 
dwelling intravenous  lines,  and  so  forth.  He  directs  special 
attention  to  what  he  believes  to  be  a generally  underem- 
phasized factor — the  host  himself.  Munster,  A.  W.: 
Combating  hospital  infections:  new  concepts  for  the  70s, 
Hospitals  49:  21:  85  (Nov.  1)  1975 
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Anterior  Urethropexy 
British  National  Health  Service 
Reiter’s  Disease—? 
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Chemotherapy  of  Bladder  Cancer 
Epilepsy  and  Mental  Illness 
Malignant  Mesothelioma  of  Pleura 
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in  Homosexuality 
Electrocardiograms  in  Multiphasic 
Health  Testing 
Hypertension 

Cutaneous  Sensation  and  L-Dopa 
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School  Health 
Alcohol  and  Drug  Problems 
Needle  Biopsy  of  Parietal  Pleura 
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Immunity 
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Geriatrics 
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Tenth  Annual  Symposium  on 
MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 
Americana  Hotel,  New  York  City 
Saturday,  October  1,  1977 
9:00-12:30 — Versailles  Terrace 


PROGRAM 

The  Medical  Society  of  the  State  of  New  York  Joint  Session 
of  the  Committee  on  the  Medical  Aspects  of  Sports  and  the 
Section  on  School  Health. 

PHYSICAL  FITNESS  & ATHLETICS 

The  Role  of  the  Physician,  Coach,  Physical  Educator  and 
Athletic  Trainer. 

9:30-9:45  The  Need  for  Inolvement 
in  Fitness  & Athletics 

Donald  T.  Kasprzak,  M.D.,  Chairman,  Committee  on 
Medical  Aspects  of  Sports;  School  Physician,  St. 
John's  Central  High  School,  Plattsburgh,  N.Y.;  Cham- 
plain Valley  Physician's  Hospital,  Thoracic  & General 
Surgery;  Fellow  of  American  College  of  Surgeons, 
Fellow  of  International  College  of  Surgeons. 

9:45-10:45  Preparticipation  Evaluation 

James  Nicholas,  M.D.,  Director , Institute  of  Sports 
Medicine  & Athletic  Trauma;  Director,  Department  of 
Orthopedic  Surgery,  Lenox  Hill  Hospital,  New  York 
City;  Associate  Clinical  Professor  of  Orthopedic  Sur- 
gery, Cornell  University  Medical  College;  Adjunct  As- 
sociate Professor,  Department  of  Physical  Education, 
New  York  University  School  of  Education. 

General  Medical  Evaluation  in  School  Athletes 

Tenley  E.  Albright,  M.D.,  Harvard  Medical  School, 
American  College  of  Sports  Medicine;  President's 
Council  on  Physical  Fitness;  U.S.  Olympic  Committee; 
Executive  Committee  & Board  of  Directors,  Medical 
Consultant  to  National  Trainers'  Association;  Consul- 
tant to  Handicapped  Youth  Program.  First  American 
girl  to  win  the  Olympic  Gold  Medal,  Figure  Skating 
1956;  World  Championship  1955  & 1956;  National 
Champion  1952- 1956. 


Cardio-Pulmonary  Evaluation 

Norman  B.  Schell,  M.D.,  M.P.H.,  Member,  Committee 
on  School  Health;  Member,  National  Committee  on 
School  Health;  Fellow  of  American  Academy  of  Pedi- 
atrics; Editor,  School  Health  Section,  New  York  State 
Journal  of  Medicine 

Musculoskeletal  Evaluation 

John  Marshall,  M.D.,  Vice-Chairman,  MSSNY Commit- 
tee on  Medical  Aspects  of  Sports;  Assistant  Professor 
of  Orthopedic  Surgery  and  Anatomy,  Cornell  Universi- 
ty Medical  College;  Director,  Department  of  Sports 
Medicine,  Hospital  for  Special  Surgery,  New  York 
City;  Director  of  Sports  Medicine  Clinic  & Annual 
Sports  Medicine  Program,  sponsored  by  the  Hospital 
for  Special  Surgery,  New  York  City. 


10:45  Break 


11:00-12:00  Current  Concepts  of  Fitness  & Condition- 
ing 

The  Physiologic  Basis  for  Conditioning  Programs 

Albert  B.  Craig,  Jr.,  Professor  of  Physiology,  University 
of  Rochester  Medical  School;  Member,  American 
Physiology  Society;  Member,  American  College  of 
Sports  Medicine;  Monroe  County  Medical  Society. 

Practical  Considerations 

Kenneth  E.  DeHaven,  M.D.,  Dartmouth  Medical 
School,  Hanover,  New  Hampshire;  Sports  Medicine 
Committee,  Cleveland  Academy  of  Medicine  1972- 
75;  Sports  Medicine,  Monroe  County  Medical  Society 
1975;  American  College  of  Sports  Medicine,  Team 
Physician  Euclid  & Wickliffe  High  Schools,  Cleveland, 
Ohio  1969-72;  Team  Physician,  University  of  Roches- 
ter, Rochester,  N.Y.  1975;  Orthopedic  Consultant, 
Rochester  Redwings  Baseball  Team  1975;  Orthopedic 
Consultant,  Public  School  System  1975. 
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A Workable  Year  Round  Conditioning  Program 

Joseph  Abraham,  Chief  Trainer,  Hobart  College.  Ge- 
neva, N.Y.;  Secretary-Treasurer.  Eastern  Athletic 
Trainers  Association;  Woman's  Olympic  Teams  Train- 
er, Munich  and  Mexican  games. 

12:00-12:30  Panel  Discussion 

1:00  Luncheon,  Versailles  Ballroom.  Tickets:  $8.00 
Address:  Comments  Regarding  Past  and  Present 

Olympics 

Speaker:  Tenley  E.  Albright,  M.D.,  Harvard  Medical 
School,  American  College  of  Sports  Medicine;  Presi- 
dent's Council  on  Physical  Fitness;  U S.  Olympic 
Committee;  Executive  Committee  and  Board  of  Direc- 
tors, Medical  Consultant  to  National  Trainers'  Associ- 
ation; Consultant  to  Handicapped  Youth  Program. 
First  American  girl  to  win  the  Olympic  Gold  Medal,  Fig- 
ure Skating  1956;  World  Championship  1955  and 
1956;  National  Champion  1952- 1956. 


ATTENDANCE  BY  PHYSICIANS  AT  THIS  SYMPOSIUM  FUL- 
FILLS THE  REQUIREMENT  FOR  4 CREDITS  IN  CATEGORY  2 
TOWARDS  THE  AMERICAN  MEDICAL  ASSOCIATION  PHYSI- 
CIAN’S RECOGNITION  AWARD 


For  further  information  and  program,  write: 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Road 
Lake  Success,  New  York  1 1040 


Send  Reservation  Form  to: 

Donald  T.  Kasprzak,  M.D.,  Chairman 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Rd.,  Lake  Success,  N.Y.  11040 

I will  □ will  not  □ attend  the  luncheon 
Please  reserve tickets  for  the  luncheon  at  $8.00  per  person 

Name 

(please  print) 

Address 

street 


City  State  Zip 

Make  check  payable  to:  Medical  Society  of  the  State  of  New  York 
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Avery 

REFINED 

Gentleman 

. ORhow 

N0R8ERT  RILUEUX 

was  the 
original 

Sugar  Daddy. 


On  August  26, 1842, 
Norbert  Rill  leux  put  a patent 
on  a sweet  idea. 

It  was  a way  to  refine  sugar. 

To  help  the  sugarcane 
juices  evaporate  more  quickly, 
he  enclosed  condensation  coils 
in  a vacuum  chamber.  A 
process  that’s  made  things  a 
lot  sweeter  ever  since. 

You  can  make  your  future 
a little  sweeter,  too,  by  buying 
U.S.  Savings  Bonds  through 
your  Payroll  Savings  Plan. 

They’re  the  dependable 
way  to  save  for  an  education, 
vacation,  or  even  retirement. 
Because  they  always  pay  off 
with  interest. 

So  buy  U.S.  Savings 
Bonds. 

And  be  a “sugar  daddy”  in 
your  spare  time. 

Si  rics  E Bonds  pay  6%  interest  when  held  to 
maturity  of  5 years  (4'/2%  the  first  year)  Interest 
is  not  subject  to  state  or  local  income  taxes,  and 
federal  tax  may  be  deferred  until  redemption. 


continued  from  page  1831 

For  additional  information,  contact:  Marvin  Moser, 
M.D.,  chief,  Cardiology,  White  Plains  Hospital  Center, 
telephone  (914)  948-3636  or  write:  33  Davis  Avenue,  White 
Plains,  New  York  10605. 

43rd  Annual  scientific  assembly 

The  43rd  Annual  Scientific  Assembly  of  the  American 
College  of  Chest  Physicians  will  be  held  at  the  MGM  Grand 
Hotel  in  Las  Vegas,  Nevada,  October  30-November  3, 1977. 
Chairman  of  the  Scientific  Program  Committee  is  Stephen 
M.  Ayres,  M.D.,  chairman,  Department  of  Internal  Medi- 
cine, St.  Louis  University  School  of  Medicine,  St.  Louis, 
Missouri. 

Theme  for  the  1977  ACCP  Annual  Meeting  is  “Cardio- 
pulmonary Medicine  and  Surgery:  Current  Perspectives 
and  Future  Frontiers.”  Dr.  Ayres  and  the  specific  program 
committee  have  developed  two  new  teaching  techniques 
for  the  meeting: 

1.  Clinical  Colloqua— Twenty  special  iy2  hour  sessions 
designed  to  give  registrants  an  opportunity  for  in- 
depth  study  on  a specific  topic.  These  sessions  will 
be  held  Monday  afternoon  and  will  be  limited  to  30 
participants  per  session. 

2.  Self-Assessment  on  Sounds  of  the  Chest — A con- 
tinuous session  on  sounds  of  the  chest  with  self- 
assessment.  This  educational  program  will  be  lo- 
cated in  the  Multi-Media  Learning  Center. 

The  meeting  will  feature  eight  major  symposia,  original 
investigations,  luncheon  panels,  evening  seminars,  and 
fireside  conferences.  In  additional,  “Ask  the  Expert:  an 
Hour  with  the  Clinician-Teacher,”  tutorial  sessions  will  be 
scheduled  thoroughout  the  meeting.  Because  of  its  success 
at  last  year’s  meeting,  the  ACCP  will  feature  the  Multi- 
Media  Learning  Center,  again.  It  will  be  located  in  the 
Exhibit  Hall. 

For  further  information,  including  registration  materials, 
please  contact:  Dale  E.  Braddy,  MS,  Director  of  Educa- 
tion, American  College  of  Chest  Physicians,  911  Busse 
Highway,  Park  Ridge,  Illinois  60068. 

Postgraduate  course  in  ophthalmology 

The  Department  of  Ophthalmology  of  the  State  Uni- 
versity of  New  York  Upstate  Medical  Center  in  Syracuse 
will  present  its  Twenty-Eighth  Annual  Postgraduate 
Course  in  Ophthalmology  at  the  Hotel  Syracuse,  Friday 
and  Saturday,  December  2 and  3,  1977. 

Inquiries  regarding  the  course  may  be  forwarded  to 
James  L.  McGraw,  M.D.,  State  University  of  New  York 
Upstate  Medical  Center  in  Syracuse,  750  East  Adams 
Street,  Syracuse,  New  York  13210. 

3rd  International 
Stroke  Conference 

The  3d  International  Conference  on  Cerebrovascular 
Disease  and  Cerebral  Circulation  will  be  held  from  Feb- 
ruary 16-18,  1978,  in  the  Fairmont  Hotel,  New  Orleans,  La. 
Robert  G.  Siekert,  M.D.,  of  the  Mayo  Clinic,  is  serving  as 
chairman  of  the  conference  under  sponsorship  of  the 
Stroke  Council  of  the  American  Heart  Association;  the 
Cerebrovascular  Surgery  Section,  American  Association 
of  Neurological  Surgeons;  Canadian  Stroke  Society,  Ca- 

continued  on  page  1840 


Books  Receiued * 


For  Fear  of  Little  Men.  A Novel.  By  James  A.  Fitz- 
Gerald, M.D.  Hicksville,  N.Y.  Exposition  Press,  1977. 
Cloth,  279  pages.  Price,  $10. 

Scoliosis.  Second  edition.  By  J.  I.  P.  James.  With  ad- 
ditional chapters  by  P.  A.  Zorab  and  Ruth  Wynne-Davies. 
New  York,  Churchill  Livingstone,  1976.  Illustrated,  378 
pages.  Cloth,  $35. 

Essential  Concepts  of  Clinical  Physiology.  By  James 
V.  Lawry.  Sunderland,  Mass.,  Sinauer  Associates,  Inc., 
1977.  Illustrated,  246  pages.  Paperback,  $7.50. 

Correlative  Atlas  of  Vectorcardiograms  and  Elec- 
trocardiograms. By  C.  V.  Ramana  Reddy,  M.D.,  and 
Lawrence  A.  Gould,  M.D.  Mount  Kisco,  N.Y.  Futura 
Publishing  Co.,  Inc.,  1977.  Illustrated,  295  pages.  Hard- 
cover, $29. 

Infectious  Diseases  of  Children.  Sixth  edition.  By  Saul 
Krugman,  M.D.,  Robert  Ward,  M.D.,  and  Samuel  L.  Katz, 
M.D.  St.  Louis,  The  C.  V.  Mosby  Company,  1977.  Illus- 
trated, 539  pages.  Cloth,  $29.50. 

Current  Diagnosis  and  Management  of  Chorioretinal 
Diseases.  Edited  by  Francis  A.  L’Esperence,  Jr.,  M.D. 
St.  Louis,  Mo.,  The  C.  V.  Mosby  Company,  1977.  Illus- 
trated, 573  pages.  Cloth,  $62.50. 

Culture,  Medicine  and  Psychiatry;  and  International 
Journal  of  Comparative  Cross-Cultural  Research. 

Arthur  M.  Kleinman,  Editor-in-Chief.  Boston,  D.  Reidel 
Publishing  Co.  Published  quarterly.  Volume  1,  number 
1,  April,  1977.  Price:  $18.  per  year. 

Basic  Surgery.  Edited  by  John  A.  McCredie,  M.B., 
B.Ch.,  F.A.C.S.  New  York,  Macmillan  Publishing  Co..  Inc. 
1977.  Illustrated,  660  pages.  Paper,  $15.95. 

Psychosomatic  Aspects  of  Allergy.  By  Claude  A.  Fra- 
zier, M.D.,  New  York,  Van  Nostrand  Reinhold  Company, 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


1977.  257  pages.  Cloth,  $14.95. 

The  Molecular  Biology  of  Animal  Viruses.  Vol.  1. 
Edited  by  Debi  Prosad  Nayak.  New  York,  Marcel  Dekker, 
Inc.,  1977.  Illustrated,  542  pages.  Hard  cover,  $49.75 
(volumes  I and  II).  (A  special  adoption  price  of  $29.75  is 
available  on  this  title  when  5 or  more  copies  are  ordered. 
This  offer  applies  only  in  the  U.S.  and  Canada.) 

The  Theology  of  Medicine.  The  Political-Philosophical 
Foundations  of  Medical  Ethics.  By  Thomas  Szasz.  Baton 
Rouge,  Louisiana  State  University  Press,  1977.  Cloth,  170 
pages.  Price,  $8.95. 

Rehabilitation  Medicine.  Fourth  edition.  By  Howard 
A.  Rusk,  M.D.  St.  Louis,  Mo.  The  C.  V.  Mosby  Company, 
1977.  Illustrated,  675  pages.  Cloth,  $29.50. 

Microvascular  Reconstructive  Surgery.  By  Bernard 
McC.  O’Brien,  B.Sc.,  F.A.S.C.  New  York,  Churchill  Liv- 
ingstone, 1977.  Illustrated,  359  pages.  Cloth,  $38. 

Jewish  Ethno-Psychiatry.  A Manual  for  Inservice 
and  House  Staff  Education.  By  the  Committee  on 
Residency  Training.  New  York,  Federation  of  Jewish 
Philanthropies  of  New  York,  Inc.,  1977.  Paperback,  80 
pages.  Price,  $3.00. 

Immunology  of  the  Gut.  Ciba  Foundation  Symposium 
46  (New  Series).  New  York,  Elsevier,  1977.  Illustrated, 
376  pages.  Cloth,  $28.75. 

The  Suicidal  Patient:  Recognition  and  Management. 

By  Ari  Kiev,  M.D.  Chicago,  Nelson-Hall,  1977.  Hard- 
cover, 157  pages.  Price,  $12. 

A Good  Idea.  The  History  of  the  Nutrition  Founda- 
tion. By  Charles  Glen  King,  Ph.D.  New  York  and 
Washington,  The  Nutrition  Foundation,  1976.  Illustrated, 
241  pages.  Hardcover. 

Needs  of  the  Cancer  Patient.  Edited  by  Joanne  Par- 
sons, R.N.  Wakefield,  Mass.  Contemporary  Publication, 
Summer,  1977,  volume  5,  number  2 issue  of  Nursing  Di- 
gest, Published  quarterly,  Price,  $12  per  year. 
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Medical  Society  of  the 
State  of  New  York 

Annual  Dinner  Dance 

in  honor  of 

George  L.  Collins,  Jr.,  M.D. 
President 

p 

Wednesday,  October  5,  1977 

Versailles  and  Royal  Ballrooms 

Americana  of  New  York 

Seventh  Avenue  & 52nd  St. 

Cocktail  Hour 

7 p.m.  Dinner 

Versailles  Ballroom  Royal  Ballroom 

Subscription  $30.00  per  person 


continued,  from  page  1838 

nadian  Heart  Association,  and  the  Society  for  Vascular 
Surgery. 

For  further  information:  Administrator,  Postgraduate 
Programs,  American  Heart  Association,  7320  Greenville 
Dallas,  Texas  75231. 

7th  International  Congress  of  infectious  and 
parasitic  diseases 

The  Vllth  International  Congress  of  Infectious  and 
Parasitic  Diseases  will  be  held  October  2 to  6,  1978,  in 
Varna,  Bulgaria.  Organized  by  the  International  Society 
for  the  study  of  Infectious  and  Parasitic  Diseases,  the  sci- 
entific program  will  concern:  viral  hepatitis;  gastroin- 
testinal infections;  nosocomial  infections;  parasitic  dis- 
eases; chemotherapy  of  infectious  diseases;  teaching  of 
infectious  diseases;  and  varia.  For  complete  information 
about  registration  and  attendance,  write:  7th  Interna- 
tional Congress  of  Infectious  and  Parasitic  Diseases,  26,  VI. 
Zaimov  Bid.,  1504  Sofia,  Bulgaria,  P.O.B.  33. 

Thyroid  cancer  occurring  as  a late 
consequence  of  head-and-neck  irradiation; 
evaluation  of  1,056  patients 

A study  of  subjects  irradiated  during  the  1940s  and  1950s 
for  conditions  of  the  upper  respiratory  tract  indicates  that 
nodular  thyroid  disease,  benign  and  malignant,  continues 
as  a major  health  problem  for  at  least  35  years.  The 
tonsillar  and  the  nasopharyngeal  region  was  the  treatment 
site  in  85  per  cent  of  the  patients  examined.  Preliminary 
analysis  for  potential  risk  factors  suggest  a correlation 
between  radiation  exposure  and  presence  of  hyroid  nodules 
( <0.001).  Favus,  J.  J.,  et  al.:  New  England  J.  Med.  294: 
1019  (May  6)  1976 


Reservation  Form 

Make  check  payable  to: 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  1 1040 


Please  send  me tickets  for  the 

Annual  Dinner  Dance  on  October  5,  1977. 
Check  enclosed  for  $ 

Name 

Address 


V 


Zip 


Please  attach  guest  list 


J 


PENINSULA  HOSPITAL  CENTER 
CONTINUING  EDUCATION  PROGRAM 

REVIEW  COURSE  FOR 
COMMUNITY  PHYSICIANS 

Under  the  auspices  of  Downstate  Medical  Center.  Cc 
sponsored  by  the  Queens  County  Academy  of  Medicine. 

21  Lectures  Sundays,  9:00  a.m.- 12:00  noon 
October  16,  1977  to  March  26,  1978 

63  hrs.  accreditation,  AAFP  & AMA  Cat.  I (applied  for) 
Fee:  $200.  For  registration,  contact: 

Edward  Davis,  M.D.  212-945-7100,  ext.  213 
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171st  ANNUAL 

CONVENTION 


MEDICAL  SOCIETY 
STATE  OF  NEW  YORK 

Americana  of  New  York 

October  2-6,  1977  New  York  City 


Highlights  . . . .General  Sessions:  Prevention  & 
Early  Detection  of  Cancer;  The  Family,  Changing  Values; 
Diagnosis  & Management  of  Coagulation  Defects;  Noninva- 
sive  Techniques  in  Diagnosis  • 25  Scientific  Sections  • 
Symposia  • Panel  Discussions  • Annual  Meeting  of  House 
of  Delegates  • President’s  Reception  & Dinner  Dance  • 
Scientific  & Technical  Exhibits  • Scientific  Motion  Pictures 
• Tours  for  Spouses 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


dmericana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  N.Y.,  N.Y.  10019 


1 


Please  make  reservations  for 

persons 

NAME(S)  


TELEPHONE  (212)  581-1000 

PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  New  York  City  and  State  Taxes) 


Address 

City State Zip  

A.M. 

Arrive:  Date  AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  MUST  BE  RECEIVED  BY 

HOTEL  TWO  WEEKS  PRIOR  TO  YOUR  ARRIVAL 


Daily  Rates 


□ Single  Room 

$43.00 

□ Twin/Double 

$53.00 

□ One  Bedroom  Suite 

$125.00 

□ Two  Bedroom  Suite 

$160.00 

A limited  number  of  rooms 

are  available  across  the 

street  at  the  Americana  City  Squire  Inn  that  includes  Free 
Automobile  Parking. 

□ Single  Room 

$43.00 

□ Twin/Double 

$53.00 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

October  2-6,  1977 


NEW  YORK  CONVENTION  & VISITORS  BUREAU 


SCHEDULE  OF  SCIENTIFIC  MEETINGS 


1977  Annual  Convention 
Medical  Society  of  the  State  of  New  York 
Americana  Hotel,  New  York  City 

Sunday,  October  2 through  Wednesday,  October  5 


SUNDAY,  OCTOBER  2: 

10:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  of  Urology  with  Nuclear  Medi- 

^ cine. 

ALLERGY  & IMMUNOLOGY,  Versailles  Ballroom 
NEUROSURGERY,  Royal  Ballroom  B 
OBSTETRICS  & GYNECOLOGY,  Versailles  Terrace 

2:00  p.m.  GENERAL  SESSION,  (cont'd),  Royal  Ballroom  A 
ANESTHESIOLOGY,  Versailles  Ballroom 
OBSTETRICS  & GYNECOLOGY,  (cont'd),  Versailles  Terrace 
ORTHOPEDIC  SURGERY,  Royal  Ballroom  B 

MONDAY,  OCTOBER  3: 

9:00  a.m.  CARDIOVASCULAR  DISEASES,  Versailles  Terrace.  Joint  meeting  with  Nuclear  Medi- 
cine. 

DERMATOLOGY  & SYPHILOLOGY,  Royal  Ballroom  A 
FAMILY  & GENERAL  PRACTICE,  Royal  Ballroom  B 

GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY,  Versailles  Ballroom 

2:00  p.m.  GENERAL  SESSION,  Royal  Ballroom  A 
NEUROLOGY,  Royal  Ballroom  B 
DIALOGUE,  Versailles  Ballroom 
MALPRACTICE,  Versailles  Terrace 

TUESDAY,  OCTOBER  4 

9:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  with  Pathology. 

CHEST  DISEASES,  Versailles  Ballroom 

EMERGENCY  MEDICINE,  Royal  Ballroom  B.  Joint  meeting  with 

PREVENTIVE  MEDICINE  & PUBLIC  HEALTH 
SOCIO-ECONOMIC,  Versailles  Terrace 

2:00  p.m.  GENERAL  SESSION,  (cont'd),  Royal  Ballroom  A 

MEDICAL  LEGAL  & WORKMEN’S  COMPENSATION  MATTERS,  Versailles  Ballroom. 

Joint  meeting  with 
OCCUPATIONAL  MEDICINE 

PLASTIC,  RECONSTRUCTIVE,  & MAXILLOFACIAL  SURGERY,  Royal  Ballroom  B 
SURGERY,  Versailles  Terrace 

WEDNESDAY,  OCTOBER  5: 

9:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  with  Internal  Medicine. 
PSYCHIATRY,  Versailles  Ballroom 
RADIOLOGY,  Versailles  Terrace 
PEDIATRICS,  Royal  Ballroom  B 

2:00  p.m.  GENERAL  SESSION,  (cont’d),  Royal  Ballroom  A 

PHYSICAL  MEDICINE  & REHABILITATION,  Versailles  Ballroom 
TRAUMA,  Royal  Ballroom  B 
PSRO,  Versailles  Terrace 


SCIENTIFIC  MOTION  PICTURES  and  SCIENTIFIC  & TECHNICAL  EXHIBITS 

Sunday  through  Wednesday,  9 a.m.  to  5 p.m. 

Albert  Hall,  Lower  Lobby 

SCIENTIFIC  MEETING  ROOMS 

Second  Floor 


1842 


GENERAL  SESSION 

1977  Annual  Convention 
Medical  Society  of  the  State  of  New  York 
Americana  Hotel,  New  York  City 
Sunday,  October  2,  1977,  All  Day  Session 
Royal  Ballroom  A,  Second  Floor 

EARLY  DETECTION  & PREVENTION  OF  CANCER 

Martin  Lipkin,  M.D.,  New  York  City.  Presiding 
Associate  Chairman,  Scientific  Program  Committee 

Joint  Meeting  with  Sections  on  Gastroenterology  and  Colon  and  Rectal  Surgery;  Urology;  and  Greater  New  York  Chapter,  Eastern  Great  Lakes 

Chapter,  Society  of  Nuclear  Medicine 

The  Medical  Society  of  the  State  of  New  York  certifies  that  this  continuing  medical  education  offering  meets  the  criteria  for  6 credit  hours  in  Category 
1 of  the  Physician  s Recognition  Award  of  the  American  Medical  Association 

• 

MORNING  SESSION 

9:50  Business  Meetings — Election  of  Officers 

10:00  Introductory  Keynote  Address:  Recent  Advances  in  Early  Diagnosis  and  Prevention  of  Cancer 
R.  A.  Good,  M.D.,  New  York  City  (by  invitation) 

President  and  Director,  Sloan-Kettering  Institute  for  Cancer  Research 
Symposium  and  Panel  Discussion:  Newer  Diagnostic  Modalities 
Martin  Lipkin,  M.D.,  New  York  City,  Moderator 
10:30  Early  Tumor  Markers 

Morton  Schwartz,  M D.,  New  York  City 

Professor  of  Biochemistry,  Sloan-Kettering  Division,  Graduate  School  of  Medical  Sciences,  Cornell  University 

10:50  Cancer  of  the  Prostate 

T.  Ming  Chu,  Ph  D.,  Buffalo  (by  invitation) 

Director  of  Cancer  Research  in  Diagnostic  Immunology,  Research  and  Biochemistry,  Roswell  Park  Memorial  Insti- 
tute 

11:10  Cancer  of  the  Gastrointestinal  Tract 

Martin  Lipkin,  M.D.,  New  York  City 

Memorial  Sloan-Kettering  Cancer  Center 
1 1:30  Cancer  of  the  Breast 

George  A.  Degenshein,  M.D.,  Brooklyn 

Director  of  Surgery,  Attending-in-Charge,  Division  of  Breast  Surgery,  Maimonides  Medical  Center;  Clinical  Professor 
of  Surgery,  State  University  of  New  York  Downstate  Medical  Center 

11:50  Cancer  of  the  Lung 

Muhammad  B.  Zaman,  M.D.,  New  York  City  (by  invitation) 

Cytology  Service,  Memorial  Hospital  for  Cancer  and  Allied  Diseases 
12:10  Cancer  of  the  Bladder 

Zew  Wajsman,  M.D.,  Buffalo  (by  invitation) 

Cancer  Research  Clinician,  Roswell  Park  Memorial  Institute 
12:30  Panel  Discussion 

The  Above  Speakers 


AFTERNOON  SESSION 

Symposium  and  Panel  Discussion:  Programs  of  Cancer  Prevention 
Rodman  D.  Carter,  M.D.,  Cooperstown,  Moderator 

Associate  Clinical  Professor  of  Surgery,  Columbia  University  College  of  Physicians  and  Surgeons;  Attending  Surgeon 
(Urology),  Mary  Imogene  Bassett  Hospital 

2:00  Environmental  Leads  in  Prevention  of  Cancer 

Ernst  L.  Wynder,  M.D.,  New  York  City 

President  and  Medical  Director,  American  Health  Foundation 

2:30  Experience  with  the  CANSCREEN  Program  in  Cancer  Prevention 

Daniel  Miller,  M.D.,  New  York  City 

President  and  Medical  Director,  Preventive  Medicine  Institute — Strang  Clinic 

3:00  Panel  Discussion 

The  Above  Speakers 
3:20  Recess  to  View  Exhibits 

Symposium  and  Panel  Discussion:  Applications  of  Nuclear  Medicine 
Richard  Benua,  M.D.,  New  York  City,  Moderator,  (by  invitation) 

3:50  Will  Radiotracers  Find  Primary  Cancers?  The  Magic  Bullet  and  Its  Limitations 

Richard  Benua,  M.D.,  New  York  City  (by  invitation) 

Chief,  Nuclear  Medicine  Service,  Memorial  Hospital  for  Cancer  and  Allied  Diseases;  Associate  Professor  of  Medicine, 
Cornell  University  Medical  College 

4:10  In  Search  of  Metastatic  Cancer:  Staging  of  Tumor  Spread  with  Radionuclides 

Rashid  Fawwaz,  M.D.,  New  York  City  (by  invitation) 

Assistant  Professor  of  Radiology,  Columbia  University  College  of  Physicians  and  Surgeons 

4:30  The  Radioimmunologic  Trail  of  Cancer 

Stanley  J.  Goldsmith,  M.D.,  New  York  City 

Director,  Department  of  Physics  and  Nuclear  Medicine,  The  Mount  Sinai  Hospital;  Associate  Professor  of  Medicine, 
Mount  Sinai  School  of  Medicine  of  the  City  University  of  New  York 

4:50  Panel  Discussion 

The  above  speakers 

Non-member  physicians  and  out  of  state  physicians  are  welcome  to  attend  the  general  sessions. 
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Symposiums  and 
Panel  Discussions 


Sunday,  October  2,  10:00  a.m. 
Section  on  Allergy  & Immunology 
IMMUNODEFICIENCY  DISEASE 

Section  on  Obstetrics  & Gynecology 
(all  day  session) 

GYNECOLOGIC  ONCOLOGY 


Monday,  October  3,  2:00  p.m. 

Section  on  Neurology 

CURRENT  PERSPECTIVES  IN  NEUROLOGY 


Tuesday,  October  4,  2:00  p.m. 

Section  on  Plastic,  Recon.  & Maxillo.  Surgery 
combined  with  Section  on  Family  & General 
Practice 

DIAGNOSIS  OF  TUMORS  OF  HEAD  & NECK 

1 

Section  on  Surgery 

MULTIPLE  ENDOCRINE  ABNORMALITIES 


Wednesday,  October  5,  9:00  a.m. 

Section  on  Psychiatry 

LIASON  & CONSULTATION  PSYCHIATRY 


For  details  and  credit  hours,  see  the  August  issue,  Part  II, 
New  York  State  Journal  of  Medicine. 


Mebendazole  in  the  treatment  of  helminthiasis 

Mebendazole  (Vermox,  Ortho-Pharmaceutical,  Ltd., 
Canada)  a new  broadspectrum  antihelminthic,  was  used 
to  treat  patients  with  nematode  infections  (ascariasis, 
trichuriasis,  and  hookworm).  Pre-  and  post-treatment  egg 
counts  on  stool  specimens  showed  that  after  mebendazole 
treatment  there  was  a reduction  of  over  99  percent  in  egg 
count  per  gram  of  stool  in  all  3 types  of  infection.  Overall 
cure  rates  were  as  follows:  A.  lumbricoides,  86.8  percent 
(59  of  68  patients);  Trichuris  trichiuria,  86.0  percent 
(37/43);  and  hookworm,  85.7  percent  (24/28).  The  drug 
was  equally  effective  in  light  and  heavy  infestations.  No 
important  side  effects  were  noted.  Results  suggest  that 
mebendazole  is  the  drug  of  choice  for  trichuriasis  and 
mixed  nematode  infections.  Seah,  S.  K.  K.:  Canad.  M. 
A.  J.  115:  777  (Oct.  23)  1976 


Herbal  intoxication:  psychoactive  effects 
from  herbal  cigarettes,  tea,  and  capsules 

Readily  available  in  health  food  stores,  in  markets,  and 
by  direct  mail,  herbal  products  for  smoking,  for  tea,  and 
so  forth,  are  having  increasing  use.  Often  they  are  ad- 
vertised as  “natural  and  legal  drugs”  or  “herbal  highs.” 
Many  of  these  contain  significant  amounts  of  psychoactive 
substances,  use  of  which  has  caused  intoxications  requiring 
clinical  attention.  The  author  lists  25  such  herbal  products 
along  with  psychoactive  substances  found  in  them,  package 
name,  pharmacologic  principle,  suggested  use,  and  effects 
reported  by  users.  Among  those  listed  as  strong  halluci- 
nogens are  juniper,  thorn  apple,  and  periwinkle;  others  are 
listed  as  mild  hallucinogens,  stimulants,  sedatives,  or  eu- 
phoriants. The  author  discusses  the  substances  under  3 
headings:  cigarettes,  tea,  and  capsules.  Siegal,  R.  K.: 
J.A.M.A.  236:  473  (Aug.  2)  1976 


Cimetidine  in  the  treatment  of  active  duodenal 
and  prepyloric  ulcers 

Of  44  patients  with  duodenal  (36)  or  prepyloric  (8)  ul- 
cers, were  treated  for  six  weeks  with  cimetidine  and  14  with 
a placebo.  At  six  weeks,  27  of  the  cimetidine  group  (90 
percent)  had  healed  ulcers  as  against  5 (36  percent)  in  the 
placebo  group.  Those  getting  cimetidine  had  less  daytime 
pain  during  four  of  the  six  weeks;  also,  they  took  signifi- 
cantly less  antacids  than  the  placebo  patients  and  their 
overall  assessment  of  well-being  was  better.  All  cimetidine 
patients  had  a significant  reduction  of  their  basal  and 
pentagastrin-stimulated  acid  secretion,  but  no  reduction 
was  measured  in  the  placebo  group.  Bodemar,  G.,  and 
Walan,  A.:  Lancet  2:  161  (July  24)  1976 
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Auxiliary  to  MSSNY 

41st  Annual  Convention 

Tuesdav.  October  4 

Americana  Hotel,  New  York  City 

Sunday,  October  2,  through 

8:00  A M - Coffee,  Registration  and  Information 

Wednesday,  October  5,  1977 

11:30  A M Imperial  Ballroom  Foyer 

Mrs.  Lawrence  J.  Radice.  President,  Mrs  James  Caddy,  Presi- 

8:45  A M - House  of  Delegates 

1 1 :30  A M Imperial  Ballroom  B 

dent-Elect,  The  Officers.  Convention  Chairman,  Mrs.  Gerald  D. 

1:00  P M Luncheon  honoring  Mrs.  Lawrence  J.  Radice, 

Dorman,  Convention  Co-Chairman,  Mrs.  Clifford  Spingarn,  and 

President,  Auxiliary  to  the  Medical  Society  of  the 

Convention  Upstate  Coordinator,  Mrs.  James  1.  Hursh,  extend  to  all 

State  of  New  York 

the  physicians ' spouses  an  invitation  to  register  and  attend  all  the 

Imperial  Ballroom  A 

general  sessions  and  social  functions  at  the  4 1st  Annual  Conven- 

Program  to  be  announced 

tion. 

Sunday,  October  2,  1977 

Wednesday,  October  5 

8:00  A M.-  Coffee,  Registration  and  Information 

10:00  A M - Registration  and  Information 

11:30  AM.  Imperia  1 Ba  llroom  Foyer 

4:30  P.M  Imperial  Ballroom  Foyer 

8:45  A M.-  House  of  Delegates, 

10:30  A M Board  of  Directors  Meeting 

10:00  A M Installation  of  Officers 

Provence  Room  46 

Imperial  Ballroom  B 

7:00  P.M.-  Reception  in  honor  of  Past  State  Presidents 

11:00  A M Board  of  Directors  Meeting  in  the  Presidential 

8:00  P M.  Versailles  Terrace 

Suite 

Monday,  October  3 

7:00  P M Reception  and  Dinner  Dance  honoring  George  L. 

Collins,  Jr..  M.D  , President  of  the  Medical  Society 

of  the  State  of  New  York 

Versailles  Suite  and  Royal  Ballroom 

8:00  A M - Coffee,  Registration  and  Information 

4:00  P.M  Imperial  Ballroom  Foyer 

8:30  A M - House  of  Delegates 

Officers 

1 2 Noon  Imperial  Ballroom  B 

Keynote  Speaker:  Mrs.  Chester  L.  Young, 

President,  American  Medical  Association  Auxil- 

Mrs  Lawrence  J.  Radice, 

iary,  Inc. 

Erie,  President 

1:00  P M - House  of  Delegates 

Mrs.  James  Caddy, 

4:00  P.M.  Imperial  Ballroom  B 

Nassau,  President-Elect 

Voting  for  the  Nominating  Committee  and  for  the 

Mrs.  James  Holmblad, 

Delegates  to  National  Convention,  June  18-21, 

Schenectady,  First  Vice-President 

1978,  St.  Louis,  Missouri 

Mrs.  Eugene  Fanta, 

7:30  P.M.  Theatre  Party  Benefit  for  AMA-ERF  and  Scholarship 

Kings,  Second  Vice-President 

Fund,  “Side  by  Side  by  Sondheim,”  Music  Box 

Mrs.  Phillip  Ikins, 

Theatre,  239  W.  45th  St,  NYC. 

Onondaga,  Recording  Secretary 

Reservations: 

Mrs.  Henry  Carls, 

Contact  Mrs.  John  Barbey, 

Erie,  Corresponding  Secretary 

Theatre  Benefit  Chairman, 

Mrs.  M Theodore  Tanenhaus, 

187  Judson  Avenue 

Kings,  Treasurer 

Dobbs  Ferry.  N Y.  10522 

Mrs.  Clement  Boccalini, 

(914) 693-2124 

Nassau,  Assistant  Treasurer 

Convention 

Committee 

Mrs.  Gerald  D.  Dorman, 

Mrs  Clifford  Spingarn, 

New  York,  Convention  Chairman 

New  York,  Convention  Co-Chairman 

Mrs.  James  1.  Hursh, 

Genesee,  Upstate  Coordinator 
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TOURS  FOR  SPOUSES 

1977  Annual  Convention 

Medical  Society  of  the  State  of  New  York 

Americana  Hotel,  New  York  City 
October  2-6,  1977 


We  are  delighted  to  present  an  outstanding  program  of  activities  for  the  spouses  who  are  attending 
the  convention  this  year.  The  spouse  program  schedule  will  not  conflict  with  events  of  the  Auxiliary; 
ample  time  will  also  be  provided  between  special  spouse  activities  and  the  evening  scheduled 
events. 


SUNDAY,  OCTOBER  2 

1-5  p.m.  WINDOWS  ON  THE  WORLD.  A gourmet  dinner 
on  the  107th  floor  of  the  World  Trade  Towers,  plus  an 
unbelievable  view  of  New  York  and  130  miles  beyond. 
Bus  & sightseeing  tour  downtown  & back.  At  dinner, 
a talk  on  “Money  Management"  will  be  given  by  a rep- 
resentative of  one  of  our  leading  brokerage  firms.  Early 
reservations  required.  Price:  Dinner  $28.16  per 

person;  bus  $6.00  per  person.  Total:  $34.16. 

MONDAY,  OCTOBER  3 
7:30  p.m.  THEATRE  PARTY.  Benefit  for  AMA-ERF 
Scholarship  Fund.  A musical  review,  SIDE  BY  SIDE 
BY  SONDHEIM  at  the  Music  Box  Theatre,  239  West  45th 
St.,  New  York  City.  Contact:  Mrs.  John  Barbey, 

Theatre  Benefit  Chairman,  187  Judson  Ave.,  Dobbs 
Ferry,  N.Y.  10522.  (914)  693-2124.  Price:  $25  per 
person. 

TUESDAY,  OCTOBER  4 

9:15-11:15  a.m.  TOUR  OF  LINCOLN  CENTER.  Your  visit 
will  include  the  New  York  State  Theatre,  the  Vivian 
Beaumont  Theatre,  the  Metropolitan  Opera  House,  & 
Avery  Fisher  Hall.  Price:  $3.50  per  person  plus 

transportation. 

1 p.m.  AUXILIARY  LUNCHEON  in  the  Imperial  Ballroom 
of  the  Americana  Hotel.  Honoring  Mrs.  Lawrence  J. 
Radice,  President  of  the  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York.  Entertainment  to  be  an- 
nounced. Non-member  spouses  are  welcome  at  this 
gala  affair.  Price:  $15  per  person. 


WEDNESDAY,  OCTOBER  5 

12:30-4  p.m.  GIOVANNIS’  OASIS — Luncheon.  Leave 
hotel  at  12:30  p.m.  with  a hostess.  A sparkling  new 
metropolitan  restaurant,  featuring  authentic  roman 
cuisine.  Menu:  Typical  Italian  meal,  or  a light  salad, 
etc.  Also,  an  informal  fashion  show  by  Lili  Rubin  during 
luncheon.  After  luncheon,  a hostess  will  take  the  ladies 
shopping  at  Bergdorf  Goodman,  Bonwit  Teller,  I.  Miller, 
Henry  Bendel,  Lili  Rubin,  etc.  Early  reservations  re- 
quired. Price:  $18  per  person. 

THURSDAY,  OCTOBER  6 

a.m.  FASHION  MORNING  WITH  FONTAYNE.  Visit  with 
Fontayne,  actress,  model,  dancer  & couturiere  designer 
in  her  beautifully  decorated  duplex.  She  will  model 
some  designs  & accessories  from  her  current  collection. 
Coffee  & dariish  will  be  served.  Also,  time  to  explore 
boutique  shops  along  Madison  Avenue.  Price:  $15 
per  person. 


The  above  prices  are  all  inclusive  & include  tips,  taxes, 
transportation  on  chartered  buses  plus  hostesses  on  all  buses 
& at  all  events.  All  tours  will  leave  from  the  Spouse  Hospi- 
tality Center.  Please  complete  the  reservation  form  on  the 
facing  page.  Tickets  will  be  mailed,  or  may  be  picked  up  in 
the  Hospitality  Center  at  the  Americana  Hotel  beginning 
Sunday,  October  2nd  at  9 a.m. 


SPOUSE  HOSPITALITY  CENTER 

The  center,  located  in  the  Frontier  Lounge,  lobby  level,  will  be  open  from  9 a.m.  to  5 p.m.  Sunday,  October  2nd,  and 

daily  thereafter  during  convention  hours  9 a.m.  to  5 p.m. 


Afternoon  Events — No  Charge 


MONDAY  HOW  TO  PACK  A SUITCASE.  Around  the  World  in  a Tote  Bag,  or  three  weeks  at  your  favorite 

1:30-4  spots  with  a perfectly  coordinated  wardrobe.  At  this  demonstration,  you  wiil  learn  the  most 

fascinating  and  practical  means  for  travel  freedom.  It’s  like  a magician  and  his  magic  hat,  and 
all  without  a wrinkle. 


COSMETIC  DEMONSTRATION.  Learn  how  a subtle  application  of  the  proper  makeup  can 
transform  a “plain  Jane"  into  the  beautiful  woman  she  can  be.  You'll  see  a cosmetic  analysis, 
demonstration  and  perhaps  a personal  evaluation. 

WEDNESDAY  BOOK  DISCUSSION  of  Dr.  Milton  Helpern’s  book,  "Autopsy — Memoirs  of  a Medical  Detec- 
11:30  tive." 

Watch  for  additional  events 
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Tours  for  Spouses 
Reservation  Form 


Windows  on  the  World  $. 

Lincoln  Center  Tour  $. 

Auxiliary  Luncheon*  $_ 

Giovannis’  Oasis  $. 

Fontayne  Fashion  Show  $. 

Total  enclosed  $_ 

Separate  check  payable  to  the  Auxiliary  to  MSSNY 


Please  make  check  payable  to  the  Medical  Society  of  the 
State  of  New  York  and  mail  with  this  form  to: 


Pauline  Nodar 
Executive  Assistant 
Medical  Society  of  the 
State  of  New  York 
420  Lakeville  Road 
Lake  Success.  N Y.  11040 

Phone:  516-488-6100 


Name. 


Address_ 


.Zip. 


Phone  (area  code). 


\ 

GENERAL  SESSIONS 

• 

1977  Annual  Convention 

Medical  Society  of  the 
State  of  New  York 

• 

October  2-5,  1977 

AMERICANA  HOTEL,  NEW  YORK  CITY 

OUTSTANDING 
CONTINUING 
MEDICAL  EDUCATION 
PROGRAMS 

SUNDAY,  October  2: 

10  a.m.  & 2 p.m.  Prevention  & Early  De- 
tection of  Cancer.  Society  of  Nuclear 
Medicine,  Section  on  Urology.  All  day. 

MONDAY,  October  3: 

2 p.m.  The  Family;  Changing  Values 

TUESDAY,  October  4: 

9 a.m.  & 2 p.m.  Diagnosis  & Manage- 
ment of  Coagulation  Defects:  Emphasis 
on  Disseminated  Intravascular  Coagula- 
tion. Section  on  Pathology.  All  day. 

WEDNESDAY,  October  5: 

9 a.m.  & 2 p.m.  Noninvasive  Techniques 
in  Diagnosis.  N.Y.  State  Society  of  Inter- 
nal Medicine,  Section  on  Internal  Medi- 
cine. All  day. 
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Back  to  school 


Fifth  Official  Postgraduate 
Acupuncture  Course 
December  7-1 1th,  1977 

The  NEW  YORK  SOCIETY  OF  ACUPUNCTURE  FOR 
PHYSICIANS  AND  DENTISTS,  Inc.  will  give  its  fifth 
Postgraduate  Course  and  Workshop  in  Acupuncture 
for  advanced  and  beginner  students  at  the  Barbizon 

— V 

Plaza  Hotel,  New  York  City.  Approved  by  New 
York  State  Boards  for  Medicine  and  Dentistry  for  50 
credit  hours.  Write  for  application  to: 

S.  J.  Yue,  M.D.,  Secretary 
New  York  Society  of  Acupuncture 
for  Physicians  and  Dentists 
115  East  61st  St. 

New  York,  N.Y.  10021 
or  phone  mornings  212-245-4737 

or  weekends 


EFFECTIVE  MEDICAL  WRITING 

A Half-day  Workshop 
Saturday,  Oct.  1,  1977 
(preceding  annual  meeting,  1977) 

Americana  Hotel,  New  York  City 

• Do  you  . . . 

— Want  to  make  your  writing  more  effective,  more  inter- 
esting, more  acceptable? 

— Need  to  learn  the  principles  of  clear  writing? 

— Wish  to  prepare  manuscripts  for  publication? 

• If  so  . . . 

— Attend  a workshop  on  medical  writing  co-sponsored  by 
the  Medical  Society  of  the  State  of  New  York  and  the 
American  Medical  Writers  Association 
— Register  now  by  writing  to: 

David  A.  E.  Shephard,  M.B., 

Director,  Education  Department 
American  Medical  Writers  Association 
5272  River  Road,  Suite  290 
Bethesda,  MD  20016 


— Registration  fee:  $25.00 

(to  cover  cost  of  material  to  be  sent 
to  you  before  the  workshop) 

Deadline:  Sept.  15,  1977 


School  days  are  almost  here  again  for  millions  of  Amer- 
ican youngsters. 

With  the  approach  of  the  fall  term,  the  American  Med- 
ical Association  reminds  parents  once  again  that  there  are 
health  and  safety  considerations  that  are  important  in 
preparing  the  small  fry  for  another  nine  months  of  stud- 
ies. 

The  AMA  recommends  a thorough  health  examination 
for  5 and  6-year-olds  who  are  starting  school  for  the  first 
time.  Your  physician  will  know  what  to  do.  His  exami- 
nation will  cover  all  aspects  of  your  child’s  health,  and  will 
encompass  hearing  (to  make  certain  he  can  hear  the 
teacher)  and  vision  (to  make  sure  he  can  see  the  black- 
board). It  is  better  if  this  examination  can  be  made  and 
booster  immunizations  given  a few  weeks  before  school 
starts. 

School  boards  in  some  communities  require  a health 
exam  for  beginning  students.  Many  schools  also  require 
certain  immunizations  against  infectious  disease.  Your 
physician  will  know  of  the  requirements  for  your  neigh- 
borhood. 

Most  physicians  feel  that  four  or  five  thorough  health 
examinations  during  the  school  years  are  sufficient  for 
healthy  youngsters.  These  usually  are  spaced  at  the  start 
of  the  first  year,  about  the  fourth  grade,  about  the  seventh 
grade,  at  the  ninth  or  tenth  grade,  and  on  graduation. 
A thorough  examination  is  important  if  the  child  is  par- 
ticipating in  school  athletics.  The  physician  should  be  told 
that  junior  is  going  out  for  football,  so  that  he  can  look  for 
any  health  problems  that  might  be  heightened  by  rough 
contact  sports. 

In  the  excitement  of  the  first  few  days  of  school  the  small 
child  may  forget  all  of  the  safety  warnings  you’ve  been 
teaching  him.  Each  parent  should  make  certain  the  child 
knows  how  to  cross  streets  and  intersections  en  route  to  and 
from  school.  He  should  know  that  crossing  guards  are 
there  for  his  protection  and  obey  them.  He  should  know 
about  proper  deportment  on  the  school  bus.  He  should 
know  the  rules  of  bicycle  safety. 
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If  the  AMA  didn’t  speak 

for  the  profession,  who  would? 


Who  would  speak  for  the  profession  on  the  2,500 
health  bills  introduced  in  every  Congress7  Or  the 
regulations  issued  by  federal  agencies7 

Who  would  state  the  profession's  views  on  na- 
tional health  insurance7  Utilization  Review  Regu- 
lations7 The  Health  Planning  Act  of  1 974 7 
Maximum  Allowable  Cost  Regulations7  Health 
Manpower7 

Who  would  provide  the  scientific  input  and  the 
practitioner's  experience  and  knowledge  so  es- 
sential to  legislation  on  drugs,  cancer,  heart  dis- 
ease, communicable  diseases7  Can  you  think  of 
anyone7 


The  fact  is,  there  is  only  one  organization  that 
can  — and  does  — speak  for  the  profession  as  a 
whole  The  AMA 

It  does  so  to  protect  the  basic  freedoms  of 
medical  practice  in  any  federal  health  program 
that  might  be  enacted,  and  even  more  important, 
to  promote  legislation  for  better  health  care  for 
the  entire  public. 

The  AMA's  voice  can  only  be  as  strong  as  the 
members  of  the  profession  choose  to  make  it, 
With  your  support,  the  AMA  can  be  even  more 
effective  spokesman 


Join  us. 

We  can  do  much  more  together. 

Dept  of  Membership  Development 

American  Medical  Association 

535  N Dearborn  St. /Chicago,  IL  60610 

Please  send  me  more  information  on  the  AMA 
and  AMA  membership. 


City/State/Zip . 


American  Medical  Association  Ad  # 966-M 


Index  to  Advertised  Products 


VACANCIES  AVAILABLE  IN  THE 

U.S.  ARMY  RESERVE  MEDICAL  CORPS 

I 


The  U.S.  Army  Reserve  has  numerous  vacancies  for  physicians, 
male  and  female,  anywhere  within  New  York  State,  but  espe- 
cially in  the  New  York  City  area.  Positions  are  available  in  all 
military  ranks  up  through  lieutenant  colonel.  Female  physicians 
are 'particularly  encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  complete  20  years  service  by  age 
60  can  be  accepted  if  they  are  willing  to  waive  their  pension 
benefits.  Individuals  with  no  prior  military  service  are  urged  to 
apply  as  are  those  who  have  previously  served  on  active  duty 
(i.e.,  U.S.  Army,T4avy  or  Air  Force). 

Active  part-time  participation  requires  attendance  at  up  to  12 
once-monthly  weekends  per  year  plus  two  weeks  of  active  duty 
during  the  same  year. 

The  pay  is  up  to  $4,000  annually  for  a lieutenant  colonel  with  20 
years  service  in  the  local  Medical  Army  Reserve. 

For  additional  information  on  your  hometown  Medical  Army 
Reserve  unit,  all  sent  to  you  without  any  obligation,  please  write 

to: 

Brig.  General  Joseph  P.  Cillo,  M.D. 

8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  N Y.  11252 

THE  MEDICAL  ARMY  RESERVE  . . . 

PART  OF  WHAT  YOU  EARN  IS  PRIDE! 

Visit  us  at  Booth  26  at  the  1977  Annual  Convention 
Medical  Society  of  the  State  of  New  York 


THE  BIRTH  OF  A SPECIALTY 

The  Diary  of  an 
American  Cardiologist 

1926  - 1972 

by 

Louis  Faugeres  Bishop,  M.D. 

This  professional  autobiography  by  a founder  and  past 
president  of  both  the  New  York  Cardioiogical  Society  and 
of  the  American  College  of  Cardiology  also  traces  the 
beginnings  and  growth  of  the  specialty  of  cardiology  as 
the  author  witnessed  them.  Interesting,  thoughtful,  and 
amusing.  $6.95 

Available  at  your  local  bookstore  or  through: 

VANTAGE  PRESS,  Inc.  516  W.  34  St.,  New  York,  N.Y.  10001 


Analgesics 

Darvon  (Eli  Lilly^&  Company)  

Antibiotics 

Kefzol  (Eli  Lilly  & Company) 

Neosporin  (Burroughs  Wellcome  Company) 

Antidiabetic  agents 

Orinase  (Upjohn  Company)  

Antipyretic  analgesics 

Empracet  (Burroughs  Wellcome  Company) 

Antispasmodics 

Donnatal  (A.  H.  Robins  Company)  

Computer  systems 

Micro  Computer  Technology  Inc 

Coronary  vasodilators 

Cardilate  (Burroughs  Wellcome  Company) 

Diagnostic  laboratory  tests 

Bio-Science  Laboratories  

Generic  drugs 

PurePac  Pharmaceuticals  

Medical  assistants 

Westchester  School  

Mood  elevators 

Tofranil-PM  (Geigy  Pharmaceuticals) 

Multivitamins 

Albee  with  C (A.  H.  Robins  Company) 
B-C-Bid  (Geriatric  Pharmaceutical  Corp.)  . 

Publishers 

Feat  of  Little  Men  (Exposition  Press  Inc.)  . . 
Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories)  

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  . . . 

Tranquilizers 

Librium  (Roche  Laboratories)  

Valium  (Roche  Laboratories) 

Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories)  
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2nd  cover 

1811 

1715 

1692 

1829 

1798,  1799 

1787 

1752 

1853 

1707,  1708 

1691 

1731 

1827 

. 3rd  & 4th  covers 

1762 

1682,  1683 

1679 

1722,  1723,  1724 


OFFICE  SPACE  WANTED 


NASSAU  COUNTY  DOCTOR  SEEKS  existing  office  space.  Needs  to  sh  t 
exam,  rooms,  2 physician  office,  waiting  room,  additional  small  office.  Call  12) 

362-5560. 


BOY  do  we  have  a girl  for  you1  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

2 90  Hempstead  Turnpike,  West  Hempstead,  N V.  11552 

516-483-0577 


Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  sur  "y 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212)  472-3000 

Treatments  will  be  tree  of  charge,  and  patients  will  remain  under  the  care  ol  the  rete  K 
physician  Call  or  write  tor  further  details 
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HUIPMENF 


AY  ADAMS  CHEMISTRY  SET,  centrifuge,  desk,  chairs,  X-ray  cabinets.  1-1 
< 17,  two  examining  tables,  etc.  All  in  good  condition.  Call  (516)  352-0234. 


HACTICES  AVAILABLE 


It  SALE:  LONG  ESTABLISHED  FAMILY  PRACTICE,  home  office  apart- 
[ lent  building,  available  due  to  retirement.  Excellent  location,  suburban  to 
I ochesler.  N Y.  Nearby  modern  hospital  and  Rochester  Medical  Center.  Nine 
I iom  office  suite,  X-ray,  EKG,  etc.  Scarcity  of  FP  and  pediatric  care  in  area, 
t 'ffice  space  sufficient  for  two  physicians,  Long  term  payments  if  desired.  Dept. 
f t)l,c/o  NYSJM. 


DSITIONS  WANTED 

— 


1'ERNIST.  RHEUMATOLOGIST,  age  45,  seeks  association  with  another  in 
?rnist  or  group  in  the  Syracuse,  N.Y.  area.  Experienced  in  academic  and  pri 
lary  care  medicine.  Dept.  600,  c/o  NYSJM. 


I YSIC1AN  ASSISTANT,  EXPERIENCED,  nationally  certified,  seeks  etn 
ilovment  in  rural  setting.  Contact:  Richard  Mvers,  640  Main  St.,  Branford, 
'T  06405. 


■'.D1CAL  WRITER/RECKPTIONIST  will  assist  physician  10  hours  weekly,  New 
i'ork  City  only.  (212)  288-3892. 


4YSICIANS  WANTED 


YSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

fork.  New  Jersey,  Connecticut/permanent  full-halftime  as  well  as  temporary 
ind  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
\arrey  Associates,  agency  for  Execu -Med,  23-25  East  26th  St..  New  York. 
'EY.  l'OOlO.  Telephone:  (212)  532-7625. 


iDIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPLi: 
ation  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
or,  good  schools  in  Western  Pa  Substantial  guarantee.  Contact  Mr.  J A. 
/olaizzi,  Administrator,  Grove  City  Hospital,  Grove  City.  Pa.  16127.  Phone 
412)  458-7132. 


EDIATRICIAN.  BOARD  CERTIFIED/ELIGIBLE,  to  join  two  other  pediatri- 
' dans  in  established  practice  in  Orange  County,  New  York.  Early  partnership. 
Submit  curriculum  vitae  to  Dept.  577,  c/o  NYSJM. 


,3ARD  ELIGIBLE  OR  CERTIFIED  PEDIATRICIAN  with  good  training  (ex 
perience  in  Neonatology  preferred)  to  join  Board  certified  pediatricians.  Full 
partnership  after  one  year.  Nice,  progressive  college  town  in  Finger  Lakes  region. 
New  York  State.  Send  resume  to  Dept.  587,  c/o  NYSJM. 


ENERAL  PRACTITIONER  NEEDED:  Annual  salary  paid  in  excess  of  doctor’s 
private  practice.  Health  Center  available  to  the  doctor  furnished  by  the  town. 
Three  new  hospitals  within  a 30  minute  drive.  New  Central  High  School. 
Summer  and  winter  vacation  area.  Three  famous  ski  areas,  one  in  our  town,  rest 
in  neighboring  towns.  Advantageous.  Present  doctor  retired.  Call  John  A.  Orr, 
Jr.,  Wells,  New  York  12190.  (518)  924-2093. 


ENNSYLVANIA  & NEW  JERSEY  EMERGENCY  MEDICINE  positions 
available  with  fee-for-service  group  in  suburban  Philadelphia,  central  and  eastern 
Pennsylvania,  Pittsburgh,  and  northern  and  southern  New  Jersey  and  New  York 
hospitals.  Physician  directors  also  wanted.  Send  resume  to:  Northeast 

Emergency  Medical  Associates,  500  Spruce  St.,  Philadelphia,  PA  19106.  (215) 
925-3511. 


\ 

Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year’s  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 

Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 

Now  York  Hempstead.  LI 

254  West  54  Street  1 75  Fulton  Avenue 

(212)247-3434  (516)481-2774 

v / 


PHYSICIANS  WANTED  — CONT  D 


I AM  A BOARD  SURGEON  looking  for  a well  qualified  surgeon  to  assist  and 

eventually  take  over  my  practice.  Located  in  a pleasant,  small  town  in  the  Finger 
Lakes  area.  Dept.  598,  c/o  NYSJM. 


EMERGENCY  ROOM.  OUTPATIENT  DEPARTMENT  physician  needed  im- 

mediately: 320  bed.  modern,  general  hospital  with  complete  facilities;  excellent 

starting  salary  and  fringe  benefits;  population  area  150,000  plus;  modern  town, 

excellent  schools  and  college;  near  Finger  Lakes.  Charles  H.  Kinley,  M.D.,  Di- 

rector. Emergency/Outpatient  Department.  Arnot-Ogden  Memorial  Hospital, 
Elmira,  N.Y.  14901  (607)  737-4256. 


PHYSICIAN  OCCUPATIONAL  MEDICINE  for  medical  program  including 
pre-employment  physicals  and  medical  review  and  evaluation  of  job  related 
disabilities.  NYS  license  plus  Workmen’s  Compensation  rating  required.  Full 
time.  Long  Island,  N.Y.  location.  Salary  excellent,  plus  comprehensive  benefits 
program.  Equal  Opty/Affirmative  Action  Employer.  Submit  CV  to:  Cherly 
C.  Reeve,  Suffolk  Countv  Personnel  Office,  Dennison  Building,  Hauppauge,  N.Y. 
11787. 


OFFICE  OPHTHALMOLOGIST,  FULL  OR  PART  TIME.  Age  or  sex  no  barrier. 
Flexible  arrangements.  Immediate  opening.  Unique  general  practice  with  high 
incidence  of  pathology.  Sunny  Southern  Calif.,  L. A.  area.  Write:  Robert  K. 
Abraham.  M.D..  16542  Ventura  Blvd.,  Encino,  CA  91436. 


ORTHOPEDIC  SURGEON  WANTED— New  York  City.  Full  time  hospital  salary 
plus  income  from  practice.  Malpractice  insurance  paid.  Approved  residency 
program.  Medical  college  faculty  appointment.  Convenient  to  suburban  or 
city  living.  Excellent  opportunity.  Write  or  call  Andrew  Schildhaus.  M.D., 
Bronx-Lebanon  Hospital  Center.  1650  Grand  Concourse,  Bronx,  N.Y.  10457. 
(212)  299-2526. 


RESEARCH  IMMUNOLOGIST:  Ph  D.  or  Ph  D.  candidate  for  cancer  research. 
Experienced  in  murine  T & B cell  typing.  Part  time,  annual  appointment. 
Salary  negotiable.  Send  resume.  Dept.  602.  c/o  NYSJM. 


G.I.  ENDOSCOPIST,  A G.I.  FELLOWI * * * * * 7,  or  newly  in  practice,  needed  by  general 
internist  on-half  dav  or  one  dav  a week  on  the  Grand  Concourse  near  206th  St., 
Bronx.  Call  (212)  298-3322. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U.S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc.  solo  and  group.  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


LENOX  HILL  HOSPITAL 

Announces  a Symposium  on 

Tumors  of  the  Eyelids,  Orbit 
and  Ocular  Adnexae 

OCTOBER  27,  28,  29,  1977 

This  Symposium  will  be  devoted  to  the  diagnosis,  pathogenesis 
and  treatment  of  tumors  of  the  eyelids  and  orbit,  emphasizing 
basal  cell  carcinoma  of  the  eyelids  The  course  will  be  presented 
by  outstanding  ophthalmologists,  ophthalmic  surgeons,  plastic 
surgeons,  x-ray  therapists,  dermatologists,  immunotherapists, 
cryosurgeons  and  pathologists.  The  format  will  consist  of  lec- 
tures, panel  discussions,  surgical  films  ana  videotapes  of  sur- 
gery. 

THE  FACULTY  WILL  INCLUDE:  Albert  Hornblass,  M.D.,  Course 
Dir. 


Edgar  Berry,  M.D. 

Charles  Beyer,  M.D. 

Jackson  Coleman,  M.D. 

Anthony  Domonkis,  M.D. 

Andrew  Ferry,  M.D. 

Paul  Henkind,  M.D. 

Crowell  Beard,  M.D. 

Henry  Gougelman,  M.D. 

and  others 


Lazio  Bird,  M.D. 
Morris  Leider,  M.D. 
David  Soil,  M.D. 
Byron  Smith,  M.D. 
Perry  Robins,  M.D. 
Michael  Tenner.  M.D. 
Seamus  Lynch,  M.D. 
Stephen  Trokel,  M.D. 


Tuition:  Practitioners:  $200  Residents:  $75 


For  further  information  write  to: 


Department  of  Ophthalmology 
Lenox  Hill  Hospital 

100  East  77th  St.,  New  York,  N.Y.  10021 

This  activity  is  acceptable  for  21  credit  hours  in  Category  I 


MISCELLANEOUS 


SIX  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  buildii 
in  Lynbrook,  L.I.  Available  immediately.  Centrally  located  near  major  he 
pitais.  Call  (212)  297-4140. 


EAST  PATCHOGUE,  LONG  ISLAND:  New  Medical  Arts  Building,  36,000  s 
ft.  Adjacent  to  Brookhaven  Memorial  Hospital.  Suites  available.  Phor 
Nassau  County  (516)  222-1222;  Suffolk  County  (516)  864-7900. 


338  EAST  30th ST.  (NR.  FIRST  AVE.-N.Y.U.  MED.).  Entire  floor  of  beautii 
brownstone,  1600  sq.  ft.,  central  a/c,  excel,  condition,  large  waiting  room,  nur 
station,  consul,  room,  five  exam,  rooms,  various  other  rooms.  Available  imn 
diately.  Reasonable.  (212)  895-3797;  344-7750. 


( )FFICE  SPACE  AVAILABLE,  also  suitable  for  group  practice,  in  large,  attract 
office  near  Lincoln  Center  area.  For  more  information  call  (212)  874-6362. 


MASSAPEQUA  SOUTH,  LONG  ISLAND:  Two  oak  panelled,  main  floor,  5 ro( 
suites  available  in  prestigeous,  beautifully  decorated,  8 suite,  all  medical  Sf 
cialists  building  on  Rt.  107,  close  to  parkways  and  major  hospitals.  7,000  sq. 
Va  share  ownership  available.  (516)  541-7515. 


ACTIVE  RADIOLOGIST’S  OFFICE,  near  Lincoln  Center  area,  for  sale,  rent 
partnership.  For  more  information  call  (212)  874-6362. 


BELLE  HARBOR,  NEW  YORK.  Magnificent  ocean  view.  Colonial,  brick,  2 
house  from  ocean,  60  X 100'  deep.  Lot  adjoining  60  X 100  also  available.  Ti 
120  X 10'.  Three  floors,  slate  roof,  copper  gutters  and  drain,  storm  windows;  la  | 
attic,  enclosed  and  heated  front  porch,  patio,  full  basement  unfinished;  cen 
ha.ll.  30  ft.  living  room  with  working  fireplace,  formal  dining  room,  large  eat  j 
kitchen  and  pantry — functional;  8 large  bedrooms,  4 on  each  2nd  and  3rd  floe  I 
3 full  baths  with  stall  showers  on  the  upper  floors;  6 ft.  wall  around  entire  pr 
ertv,  very  private;  2 car  garage,  detached  with  remote  control  door  opener;  pie  i j 
of  parking  space.  One  of  the  most  beautiful  homes  in  the  area.  It  must  be  s.  1 
to  be  appreciated.  By  appointment  only.  Price:  $100,000  house;  $50,000  9 
Owner  (212)  634-6986  or  (516)  757-7100. 


BILLS  COLLECTED  ABUSE  IS  RULED  OUT - TACTFUL  YET  Suc- 
cessful—40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
(212) 730-0069  . 


REAL  ESTATE  FOR  SALE  OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.,  N.Y.C.  LEXINGTON 
Professional  ( enter,  Inc.  Part  time  & full  time  medical,  dental,  psychiatric- 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


PARK  AVENLIE  AND  83  ST.  Afternoon  hours  available  in  well  furnished  ; 
well  equipped  office,  with  laboratory  and  X-rav.  Full  time  available  later.  Di 
599,  c/o  NYSJM. 


FOR  RENT — FLORIDA:  Beautiful,  3 bedroom  house  in  exclusive  Spanish  Cc  j 
section  of  Boca  Raton.  Private  olympic-size  swimming  pool,  Florida  room,  o t 
'TV,  etc.  5 minutes  to  beach,  tennis,  golf  and  shopping  centers.  No  pets.  Re  1 
monthly  or  by  season.  Rates  according  to  season.  Call  (315)  252-3769,  or  w ‘ 
to  Max  L.  Fox,  M.D.,  188  Genesee  St.,  Auburn,  N.Y.  13021. 


OFFICE  SPACE  FOR  RENT,  CENTRAL  PARK  WEST,  Manhattan.  Pres  e 
building;  large  room;  share  waiting  and  business  area.  Convenient  locat  i. 

(212)  TR  7-4735. 


LAWRENCE,  L.I. , N.Y.  IN  CHOICE  LOCAT  ION.  Spacious  8 room,  3 bedroom 
home  and  7 room  office  wing  with  separate  entrance.  Suitable  for  2 physicians. 
200  ma  X ray  available.  Golf,  Tennis,  Boating  nearby.  Close  to  beaches, 
transportation  and  houses  of  worship.  Internist  retiring  Phone  (516)  371 
1 800. 


r 


FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 


Fulfilling  all  the  typing  needs  of  the  Medical  Profession. 
Pick-up  & Delivery.  Fast  Accurate  Service. 


(212) 592-1566 

99-05  58th  Ave.,  Corona,  N Y 11368 


A 


Free 


J 


EXTRAORDINARY  OPPORTUNITY  for  use  and  investment.  Bayville,  L i, 
Island,  North  Shore  village.  Population  7,000  expanding.  Well  above  avet  e 
incomes.  Needs  doctors  and  dentists.  Lovely  property  approximately  one  a i, 
runs  from  Main  Avenue  to  bay.  Includes  spacious  colonial  home  facing  wa 
front,  separate  office  building  with  radiology  setup,  and  offices  for  two  ph  ■ 
dans;  wing  with  dentist  facilities.  Ample  parking.  Present  zoning  perr  s 
sub  division  ol  land  Price:  $160,000.  Marv  D.  Baird,  Realtor,  (516)  628-2  ; 
(516)  628-1086. 


1 NEED  A DOCTOR!  REDUCED  THOUSANDS.  I need  tender  loving  car  I 
am  a gorgeous  extra  large  custom  13  room  Colonial  home  set  on  one  acre  wi  a 
20  X 40  inground  pool.  I exist  in  the  most  sought  after  Landing  Ave.  are  )f 
Smithtown,  L.I  (’lose  to  hospitals.  Magnificent  4 room  office,  wall  to  P 
carpeting,  central  air  conditioning,  all  appliances,  2 zone  heating,  many  ex  is 
too  numerous  to  list  V & V.  Realty  Inc.,  $109,990.  Ask  for  George  Anna  ( |) 
543-7410;  eves.  368-5491. 


1852  New  York  State  Journal  of  Medicine/September  1977 


WESTCHESTER 


TRI  CITY  BRANCH 


AT  MELVILLE 


1 NORTH  BROADWAY 
WHITf  PLAINS.  N Y 10601 
(914)  4281960 


130  ONTARIO  STREET 
ALBANY,  N Y 12206 
(518)  462-6621 


275  BROADHOLLOW  RD  (RTE  110) 
MELVILLE,  L I , N.  Y 11746 
(516)  752-1060 


Dear  Doctor: 


A good  assistant  is  not  hard  to  find.  Not  when  you  can  just  pick 
up  your  phone  and  call  The  Westchester  School  in  your  area. 

No  ads  to  place.  No  fees  to  pay.  No  time  wasted  in  non-productive 
interviews . 


Simply  tell  us  the  kind  of  person  you're  looking  for  and  the  kind 
of  opening  you  want  to  fill  — Medical  or  Dental  Assistant,  Lab- 
oratory Technician,  Geriatric  or  Pediatric  Aide.  We'll  do  the 
preliminary  screening  and  send  you  the  kind  of  responsible,  qual- 
ified person  you  want. 


For  more  than  ten  years  now  The  Westchester  School  has  been  doing 
just  that  --  training  and  supplying  Physicians,  Dentists,  Labora- 
tories and  Hospitals  with  skilled  paraprof essionals . Today  we  are 
one  of  the  largest  --  and  most  accomplished  --  paramedical  schools 
in  New  York  State. 


Our  students  are  trained  by  highly  qualified  practitioners  in  their 
fields  --  R.N.'s,  Medical  and  Dental  Technicians,  specialists  in 
subjects  ranging  from  Office  Management  to  Chemistry  to  Clinical 
Pathology  to  X-ray  Technique.  They  work  with  the  latest  equipment. 
Their  methods  are  completely  up-to-date.  Their  standards  are  those 
set  by  professionals  like  you,  yourself.  Teachers  and  curriculum 
are  all  licensed  by  the  New  York  State  Education  Department. 


If  we  can  help  you  now  or  furnish  any  further  information,  please 
call.  If  you  have  no  opening  now  but  may  have  one  in  the  future, 
tear  out  this  letter  and  file  it  so  you'll  have  our  number  at  hand 
for  quick  and  efficient  help  when  the  timre”~qomes. 

Sincerely , 


^ » V 

Marion  D.  Soup' 
President 


■*  - 
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5th  SYMPOSIUM 

CURRENT 
DIAGNOSTIC 
METHODS  IN 
CARDI0L08Y 

Deborah  Heart 
and  Lunq  Center 

V ' Browns  Mills,  New  Jersey 


PROGRAM 

Four  sessions,  with  panel  discussions,  including:  Exercise  Testing 
. . . Holter  Monitoring  . . . Ventricular  Asynergy  . . . HIS  Bundle 
Recording  . . . Swan-Ganz  Clinical  Application  . . . Isotope  Stress 
Testing  . . . Myocardial  Imaging  . . . CT  Scanning  . . . Echocardi- 
ography... 


This  program  is  acceptable  for: 

11  Hours  Credit,  Category  1,  Physicians  Recognition  Award,  American  Medical  Association. 

12  Hours  Prescribed  Credit,  American  Academy  of  Family  Physicians. 

12  Hours  Credit  (Class  2),  American  College  of  General  Practitioners  in  Osteopathic 
Medicine  and  Surgery. 


Admission  free  to  residents,  fellows,  interns, 
medical  students  and  nurses. 

Cherry  Hill  Inn,  Cherry  Hill,  New  Jersey 

November  11-12,  1977 

Registration  fee:  $100 

(includes  CME  certificate,  luncheon  on  both  days) 


For  full  program,  write  to: 

Deborah  Heart  and  Lung  Center  Symposium, 
P.O  Box  425,  Ardmore,  Pa.  19003 


NEW  YORK  STATE 


what  goes  n 

CONTINUING  MEDICAL 
EDUCATION 


OCTOBER  1977 


CONTENTS 


New  York  City  2 

Queens  County 6 

Nassau  County  7 

Suffolk  County  7 

Westchester  County 7 

Lake  Placid 8 

New  Hartford  8 

Syracuse  8 


Out-of-State  8 


Out-of-USA 9 


Physicians’  Placement 

Opportunities  10 

Physicians’  Placement 

Application  Form  13 

Community  Application  for 

Physician  Opening  14 


Compiled  by  the  Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 


SPECIALTY  INDEX 


Anesthesiology 2 

Basic  Science  2 

Cancer  2,  5,  6,  7 

Cardiology  2,3,7 

Dermatology 2,  3,  6,  7 

General  Practice 2,  3,  4,  5,  6,  7 

Internal  Medicine  2,  3,  4,  5,  6,  7 

Neurology 4,5,6 

Obstetrics/Gynecology 2,7 

Ophthalmology  2,  3,  5 

Orthopedics  3 

Pathology  2 

Pediatrics  2 

Radiology  2,3,4 

Rehabilitation  3 

Surgery 3,  5 

Urology 3,  4 


SUBSCRIPTION 

Subscriptions  to  “WHAT  GOES  ON"  are  being  offered  at  less  than 
cost.  The  $3.00  one-year  subscription  rate  guarantees  you  12  issues 
mailed  first  class  in  advance  of  the  New  York  State  Journal  of 
Medicine. 
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NEW  YORK  CITY 


The  Brookdale  Hospital  Medical  Center  co- 
sponsored by  the  New  York  University  Post- 
Graduate  Medical  School 

Brookdale  Hospital  Medical  Center 
Linden  Blvd.  at  Brookdale  Plaza  Brooklyn 
October  1,  8:30  a. m. -12:30  p.m. 

FETAL  MONITORING  AND  ANESTHETIC  MANAGEMENT 
DURING  FETAL  DISTRESS 

This  course  is  designed  to  explain  fundamentals  and  recent 
advances  iq^ fetal  monitoring  for  anesthesiologists, 
obstetricians,  neonatologists,  nurses,  and  allied  personnel. 
Emphasis  is  on  the  effect  of  anesthetic  agents,  regional  and 
general,  on  the  distressed  fetus  and  neonate. 

Adel  Abadir,  M.D. 

FEE:  $25.  CREDIT:  AMA  Cat.  1 (4  hrs.) 

For  further  information  contact  William  Mackler,  M.D., 
Brookdale  Hospital  Medical  Center,  Linden  Boulevard  and 
Brookdale  Plaza,  Brooklyn,  11211.  Tel:  21 2/679-3200, 
ext.  4207. 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

October5,  1977— April 26,  1978,  4:00-7:00 p.m. 

INTERNAL  MEDICINE:  AN  IN-DEPTH  REVIEW 

This  course  provides  a review  of  the  entire  field  of  internal 

medicine. 

Saul  J.  Farber,  M.D.  and  Louis  Shenkman,  M.D. 

FEE:  $285.  CREDIT:  AMA  Cat.  1 (90  hrs.) 


October  9- 10 

CLINICAL  RHEUMATOLOGY  FOR  THE  PRIMARY 
PHYSICIAN 

This  course  provides  primary  care  physicians,  internists, 
psychiatrists  and  orthopedists  with  practical  knowledge  of 
the  newest  developments  in  the  diagnosis  and  treatment  of 
the  rheumatic  disease. 

Bertrand  Agus,  M.D.  and  Irving  Karten,  M.D. 

FEE:  $165.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

AAFP  14  hrs. 


October  10-14 
’ Biltmore  Hotel 
New  York  City 

GENERAL  DIAGNOSTIC  RADIOLOGY 
This  course  includes  a survey  of  ail  subspecialities  of 
diagnostic  radiology  with  a discussion  of  computerized 
tomography  and  its  application  to  the  trunk  and  head.  The 
course  is  structured  as  follows  (one  day  each  topic): 
neuroradiology;  chest  and  cardiac  radiology;  gastrointestinal 
radiology;  uroradiology;  and  bone  and  joint  radiology. 
Norman  E.  Chase,  M.D.  and  Morton  A.  Bosniak,  M.D. 

Fee:  $275.  CREDIT:  AMA  Cat.  1 (27  hrs.) 


October  1 1- 12 

INTRODUCTION  TO  MEDICAL  GENETICS  FOR 
PRACTICING  PHYSICIANS 

This  course  is  designed  to  acquaint  primary  care  physicians 
with  application  of  genetic  knowledge  to  clinical  situations. 
Rody  P.  Cox,  M.D.,  Sandra  R.  Wolman,  M.D.,  and  James  C. 
King,  M.D. 

FEE:  $165.  includes  a continental  breakfast, 

lunch  and  refreshments. 

CREDIT:  AMA  Cat.  1 (14  hrs.) 

AAFP  14  hrs. 


October  13-15 

DIAGNOSIS  OF  INFLAMMATORY  SKIN  DISEASES— 
HISTOLOGIC,  ELECTRON  MICROSCOPIC,  AND 
IMMUNOLOGIC  ASPECTS 

This  Symposium  deals  with  the  diagnosis  of  inflammatory 
diseases  of  the  skin  by  light  microscopy,  electron 
microscopy,  and  immunology. 

HISTOLOGY:  Drs.  A.  Bernard  Ackerman,  John  Headington, 
John  Maize,  Arkadi  Rywlin;  ELECTRON  MICROSCOPY:  Drs. 
Michael  Heaphy,  Elaine  Waldo,  Helmut  Woff;  IMMUNOLOGY: 
Drs.  Frank  Austen,  Rudolf  Baer,  Gunter  Burg,  Jean-Claude 
Bystryn,  Stephen  Katz,  Sherwood  Lawrence,  William  Meigel, 
Thomas  Provost,  Dorothy  Zucker-Franklin. 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (17  hrs.) 

$100.  Residents 


October  15,  8:30  a.m.-4:30  p.m. 

HELPING  CHILDREN  COPE 

Stella  Chess,  M.D.  and  Alfred  Florman,  M.D. 

FEE:  $80.  CREDIT:  AMA  Cat.  1 (7  hrs.) 


October  2 1-22 

INTRODUCTION  TO  DIAGNOSTIC  ECHOCARDIOGRAPHY 
Itzhak  Kronzon,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  the  Office  of  the  Associate 
Dean,  New  York  University  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York  10016.  Tel:  212/679-3200, 
ext.  4038. 


Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
Fjfth  Avenue  & 100th  Street 
October  2-4,  Sunday-Tuesday 
9:00  a.m.-5:00  p.m. 

* New  York  Hilton  Hotel 

RECENT  ADVANCES  IN  MEDICAL  ONCOLOGY 
James  F.  Holland,  M.D. 

FEE:  $300.  CREDIT:  AMA  Cat.  1 


Octobers,  Wednesday,  9:00  a.m.-4:30  p.m. 

* Mount  Sinai  Medical  Center 

FROM  ACNE  TO  ZOSTER:  COMMON  DERMATOLOGICAL 
PROBLEMS  FOR  THE  PRACTICING  PHYSICIAN 
Harry  Shatin,  M.D. 

FEE:  $60.  CREDIT:  AMA  Cat.  1 


October  7,  1977— May  19,  1978 
* Mount  Sinai  Medical  Center 

MICROBIOLOGY  PM  195— WORKSHOPS  IN  CLINICAL 
LAB  SCIENCES 

Victor  Bokkenheuser,  M.D.  and  Edward  J.  Bottone,  Ph.D. 
FEE.  $75.  per  session  CREDIT:  AMA  Cat.  1 


October  8,  Saturday,  9:00  a.m.-5:00  p.m. 

* Mount  Sinai  Medical  Center 

CARDIOVASCULAR  RISK:  ASSESSMENT  AND 

MANAGEMENT 

Lawrence  R.  Krakoff,  M.D. 

FEE:  $75.  CREDIT:  AMA  Cat.  1 


October  11-15,  Tuesday-Saturday 
9:00  a.m.-5:00  p.m. 

* Mount  Sinai  Medical  Center 

OPHTHALMIC  BASIC  AND  CLINICAL  REVIEW 
Steven  M.  Podos,  M.D. 

FEE:  $375.  including  lunches  and  cocktail  party 

CREDIT:  AMA  Cat.  1 
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October  19,  Wednesday,  9:00  a m.  -5:00  p.m. 

* Mount  Sinai  Medical  Center 

PSYCHOPHARMACOLOGICAL  TREATMENT  OF 
PSYCHIATRIC  DISORDERS 
Seymour  Rosenblatt,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 


October  2 1-22 

Friday,  9:00  a. m. -5:00  p.m. 

Saturday.  9:00  a m. -noon 
* Mount  Sinai  Medical  Center 

PRACTICAL  APPLICATIONS  OF  NEWER  NON-INVASIVE 
TECHNIQUES  IN  CARDIAC  DIAGNOSIS 
Michael  V.  Herman,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 


October  21,  Friday,  9:00  a m. -5:00  p.m. 

* Mount  Sinai  Medical  Center 

MANAGEMENT  OF  KIDNEY  FAILURE 
Marvin  F.  Levitt,  M.D, 

FEE:  $75.  CREDIT:  AMA  Cat.  1 


October  22,  Saturday,  9:00  a. m. -5:00  p.m. 

• Mount  Sinai  Medical  Center 

MYASTHENIA  GRAVIS  UPDATED  1978 
Gabriel  Genkins,  M.D. 

FEE:  $75.  CREDIT:  AMA  Cat.  1 


October  27,  1977 — January  12,  1978 
Thursdays  2:00  p.m. -3:30  p.m. 

• Mount  Sinai  Medical  Center 

PSYCHIATRY  PM  123-HYPNOSIS  AND  CONDITIONING 
THERAPIES  FOR  PSYCHIATRISTS:  A CLINICAL 
EVALUATION  AND  PRACTICAL  TECHNIQUES 
Elliot  N.  Wineberg,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 


October  28,  Friday,  9:30  a. m. -4:00  p.m. 

* Mount  Sinai  Medical  Center 

SOCIAL  WORK  PM  280-FAMILY  THERAPY  WITH 
PATIENTS  SUFFERING  FROM  PHYSICAL  DISORDERS 
Harry  Aponte,  MSW 
FEE:  $40.  CREDIT:  AMA  Cat.  1 


The  New  York  Academy  of  Medicine 

2 East  103rd  Street 
October  3,  Monday,  7:30  p.m. 

SECTION  ON  ORTHOPEDIC  SURGERY 

1.  CAUSES  AND  SOLUTIONS  FOR  FAILED  TOTAL  HIP 
REPLACEMENTS 

Frank  Stinchfield,  M.D. 

2.  BACKGROUND  AND  CAUSES  OF  MECHANICAL 
TOTAL  HIP  REPLACEMENT  FAILURES 

Alfred  Burstein,  M.D. 

3.  CAUSES  AND  SOLUTIONS  FOR  FAILED  TOTAL  HIP 
REPLACEMENT 

Nas  Eftekhar,  M.D. 

4.  SPECIAL  PROBLEMS  IN  TOTAL  HIP  REPLACEMENTS 
Phillip  D.  Wilson,  M.D. 

CREDIT:  AMA  Cat.  1 (2%  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  6:30  p.m. 


October  4,  Tuesday,  7:00  p.m. 

SECTION  ON  DERMATOLOGY  AND  SYPHILOLOGY 

1.  PRESENTATIONS  OF  CASES  FROM  THE 
DEPARTMENTS  OF  DERMATOLOGY  OF: 

a.  Columbia-Presbyterian  Medical  Center 

b.  Roosevelt  Hospital 

c.  St.  Luke's  Hospital  Center 

d.  U.S.P.H.S.  Hospital,  Staten  Island 


2.  BUSINESS  MEETING:  7:45-8:15  p.m. 

3.  DISCUSSION  OF  CASES:  8:15-9:45  p.m. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 


October  5,  Wednesday,  8:00p.m. 

SECTION  ON  PHYSICAL  MEDICINE  AND  REHABILITATION 
WITH  THE  NEW  YORK  SOCIETY  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION 

SIGNS  AND  SYMPTOMS  IN  MUSCULOSKELETAL 
DISORDERS  OF  THE  EXTREMITIES 
Eugene  Moskowitz,  M.D. 

CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  7:00  p.m. 


October  13,  Thursday,  9:20  a m. -4:20  p.m. 

COMMITTEE  ON  MEDICAL  EDUCATION 

ETHICAL  CONCEPTS  IN  MODERN  MEDICAL  EDUCATION 
William  H.  Becker,  M.D.,  Jose  M.  Ferrer,  M.D. 

Ethics  and  Ethical  Discourse  in  Medicine 
Edmund  D.  Pellegrino,  M.D. 

ETHICAL  CONCERNS  IN  CLINICAL  TRAINING 
The  Teaching  of  Medical  Students 
Stanley  E.  Bradley,  M.D. 

The  Surgical  Internship  and  Residency 
Francis  D.  Moore,  M.D. 

The  Family  Practice  Preceptorship 
Charles  M.  Plotz,  M.D. 

The  Teaching  of  Psychiatry 
Arthur  Zitrin,  M.D. 

THE  GOVERNMENT  AND  THE  COMMUNITY:  THEIR 
INFLUENCES  ON  THE  ETHICS  OF  MEDICAL  EDUCATION 
Campbell  Moses,  M.D. 

The  New  York  State  Legislative  Process  as  it  Affects  The 

Medical  Profession 

The  Honorable  Tarky  J.  Lombardi,  Jr. 

State  and  Federal  Regulations  and  Pressures  Affecting 
Medical  Schools 
Phil  R.  Manning,  M.D. 

The  Rationale  for  Emerging  National  Policies  That  Work  to 
Limit  the  Growth  and  Specialty  Mix  of  Physician  Manpower 
Mr.  John  H.  Morrow 

Ethical  Questions  Posed  by  Community  and  Government 
Pressures  on  Medical  Education  in  Canada 
Arnold  Naimark,  M.D. 

Panel  and  General  Discussion 

Drs.  Moses,  Hunter,  Manning  and  Naimark  and  Misters 

Lombardi  and  Morrow 

Wrap  Up 

Thomas  H.  Hunter,  M.D. 

* Advance  Registration  prior  to  October  6,  1977  is  required. 

Non-fellows  $20.  each 

Fellows  of  the  Academy  $10.  each 

Registration  fee  includes  Luncheon  and  Coffee  Break. 

October  17,  Monday,  8:00  p.m. 

SECTION  ON  OPHTHALMOLOGY 

1.  ANTERIOR  SEGMENT  COMPLICATIONS  OF 
INTRAOCULAR  LENSES 

Herve  Byron,  M.D. 

2.  INTRAOCULAR  LENSES  AND  POSTERIOR  SEGMENT 
COMPLICATIONS 

H.  MacKenzie  Freeman,  M.D. 

3.  EXTENDED  WEAR  CONTACT  LENS:  AN  OVERVIEW 
G.  Peter  Halberg,  M.D. 

CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

Reception  6:00  p.m.-Subscription  Dinner  7:00  p.m. 


October  17,  Monday,  4:30  p.m. 

SECTION  ON  RADIOLOGY  with  The  New  York  Roentgen 
Society 

4:30-6:00  p.m. 
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1.  NEURO-CT 

Norman  E.  Leeds,  M.D. 

2.  ACCURACY  OF  CT  IN  INTRA-CRANIAL  TUMORS 
Michael  Deck,  M.D. 

3.  BLOOD:  SPONTANEOUS,  ANEURYSMAL  AND 
TRAUMATIC 

Sadek  K.  Hilal,  M.D.,  Irvin  I.  Kricheff,  M.D.,  Stephen  A. 
Kieffer,  M.D. 

CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

5:00-6:00  p.m. 

SECTION  ON  RADIOTHERAPY 

TOTAL  BODY  IRRADIATION 
Samuel  Heilman,  M.D. 

6:00-7:00  p.m. 

* Reception  and  Dinner 
8:00  p.m. 

COMPUTED  TOMOGRAPHY  OF  THE  SPINE 
Stephen  A.  Kieffer,  M.D. 

CREDIT:  AMA  Cat.  1 ( 1 V2  hrs.) 

8:00  p.m. 

SECTION  ON  RADIOTHERAPY— Evening  Session 

CARCINOMA  BREAST 
Samuel  Heilman,  M.D. 

CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 


October  19,  Wednesday,  8:30  p.m. 

SECTION  ON  UROLOGY 

MEDICAL  MANAGEMENT  OF  RECURRENT  CALCIUM 
CALCULI 

Edmond  Yendt,  M.D. 

Reception  6:30  p.m. — Subscription  Dinner  7:30  p.m. 
CREDIT:  AMA  Cat.  1 ( 1 V2  hrs.) 


October  26,  Wednesday,  8: 15  p.m. 

SECTION  ON  HISTORICAL  MEDICINE 

FELIX  MENDELSSOHN:  GERMAN  MUSICAL  GENIUS 

HIS  UNFINISHED  CAREER 

Louis  Carp,  M.D.,  William  B.  Ober,  M.D. 

Reception  6:00  p.m. — Subscription  Dinner  6:45  p.m. 


Brooklyn  Radiological  Society  co-sponsored  by 
Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

October  1977-May  1978,  1st  Thursday  of  every  month 
5:30  p.m. 

VISITING  PROFESSOR  PROGRAM 

(series  of  8,  1 hour,  lectures  by  distinguished  teachers  of 

Radiology) 

NO  FEE  CREDIT:  AMA  & ACR 

For  further  information  contact  E.  George  Kassner,  M.D., 

Professor  of  Clinical  Radiology,  Downstate  Medical  Center, 

450  Clarkson  Avenue,  Box  45,  Brooklyn  11203.  Tel:  212/ 

270-1617. 


Westchester  Square  Hospital  in  collaboration 
with  the  Albert  Einstein  College  of  Medicine 

4:00-5:30  p.m. 

1625  St.  Peters  Avenue 

Bronx 

October  5 

ACUTE  CHEST  PAIN:  IMMEDIATE  EVALUATION  AND 

MANAGEMENT 

Martin  N.  Cohen,  M.D. 

NO  FEE  CREDIT:  AAFP  lV2 

October  19 

OFFICE  UROLOGY  FOR  THE  FAMILY  PHYSICIAN 
John  R.  Herman,  M.D. 

NO  FEE  CREDIT:  AAFP  V/a 


Brooklyn  Psychiatric  Society,  Inc.  co- 
sponsored by  Downstate  Medical  Center 
(SUNY) 

* 450  Clarkson  Avenue 
Brooklyn 

October  3,  1977-June  1978  (Once  per  month  for  eight  months) 
8:30  p.m.- 10:30  p.m. 

SPECIAL  PROBLEMS  IN  ADULT  PSYCHOTHERAPY 
William  Kapuler,  M.D. 

FEE:  $85.  CREDIT:  AMA  Cat.  1 (16  hrs.)  APA 


October  3,  1977-June  1978  (Once  per  month  for  eight  months) 
8:30  p.m.- 10:30  p.m. 

FAMILY  THERAPY 
Paul  Franklin,  M.D. 

FEE:  $85.  CREDIT:  AMA  Cat.  1 (16  hrs.)  APA 

For  further  information  contact  Jerry  Weisfogel,  M.D., 
Brooklyn  Psychiatric  Society,  Inc.,  Seven  East  85  Street, 
New  York,  10028. 


October  6,  1977-June  1978  (One  Thursday  per  month) 

8:30  p.m.- 10:30  p.m. 

REVIEW  AND  UPDATE  IN  INTERNAL  MEDICINE  FOR 
PSYCHIATRISTS 

Abraham  Perlstein,  M.D.,  Charles  Plotz,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (20  hrs.)  APA 

For  further  information  contact  Abraham  P.  Perlstein,  M.D., 
157  Hempstead  Avenue,  Lynbrook  11563. 


October  6,  1977-June  1978 
8:30  p.m.- 10:30  p.m. 

THE  THEORY  AND  PRACTICAL  APPLICATION  OF 
MODERN  PSYCHOANALYTICALLY-BASED 
PSYCHOTHERAPY 
Richard  Drooz,  M.D. 

" FEE:  $85.  CREDIT:  AMA  Cat.  1 (16  hrs.)  APA 


October  12,  1977-June  1978 
8:30  p.m.- 10:30  p.m. 

SOMATIC  TREATMENTS  IN  PSYCHIATRY 
Renzo  S.  Basili,  M.D. 

FEE:  $85.  CREDIT:  AMA  Cat.  1 (16  hrs.)  APA 


October  12,  (Once  per  week  for  eight  weeks) 

5:00  p.m. -6:30  p.m. 

NEUROLOGY  FOR  PSYCHIATRISTS 
Henry  Schutta,  M.D.,  Brian  Anziska,  M.D. 

FEE:  $85.  CREDIT:  AMA  Cat.  1 (16  hrs.)  APA 


October  13,  1977-June  1978 
8:30  p.m.- 10:30  p.m. 

PSYCHOTHERAPY  IN  SCHIZOPHRENIA 
Abraham  Perlstein,  M.D. 

FEE:  $85.  CREDIT:  AMA  Cat.  1 (16  hrs.)  APA 


October  13,  1977-June  1978  (2nd  Thursday  of  each  month) 
8:45  p.m.- 10:45  p.m. 

PSYCHIATRIC  CONSULTATION  AND  LIAISON  IN  THE 
GENERAL  HOSPITAL 
Lewis  Glickman,  M.D. 

FEE:  $85.  CREDIT:  AMA  Cat.  1 (16  hrs.)  APA 


* Place:  To  Be  Announced 
October  17,  1977-June  1978 
8:30  p.m.- 10:30  p.m. 

SPECIAL  PROBLEMS  IN  ADOLESCENT  PSYCHOTHERAPY 
Joshua  Perman,  M.D. 

FEE:  $85.  CREDIT:  AMA  Cat.  1 (16  hrs.)  APA 


October  23,  1977-June  1978 
10:00  a m.- 12:00  noon 
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SPECIAL  TECHNIQUES  IN  THE  PSYCHOTHERAPY  OF 
THE  BORDERLINE  PATIENT 
Julius  Buchwald,  M.D. 

FEE:  $85.  CREDIT:  AMA  Cat.  1 (16  hrs.)  APA 


October  26,  1977-June  1978 
8:30  p.m- 10:30  p.m. 
PSYCHIATRY  AND  THE  ARTS 
Ferruccio  Di  Cori,  M.D. 

FEE:  $85.  CREDIT:  AMA 


October  27-June  1978  (Second  Thursday  of  the  Month) 

8:30  p.m- 10:30  p.m. 

RECENT  ADVANCES  IN  PSYCHIATRY 
Leslie  Linet,  M.D. 

FEE:  $85.  CREDIT:  AMA  Cat.  1 (16  hrs.) 

APA 

For  further  information  concerning  all  the  Brooklyn 
Psychiatric  Society  courses  contact  Jerry  Weisfogel,  M.D., 
Continuing  Education  Committee,  Brooklyn  Psychiatric 
Society,  Inc.,  Seven  East  85  Street.  New  York  10028. 

New  York  Medical  College 

5th  Avenue  at  106th  Street 
October  5 

8:00  p.m.- 10:00  p.m. 

FAMILY  & MARITAL  PROCESS 
FEE:  $450. 

For  further  information  contact  Benjamin  J.  Sadock,  M.D., 
Director,  Graduate  and  Continuing  Education  in  Psychiatry, 
N.Y.  Medical  College,  5th  Avenue  at  106th  Street,  N.Y. 

10029. 

Columbia  University  College  of  P & S 

630  West  168th  Street 
October  10-12 

PATHOLOGY  PM  3 

DIAGNOSIS  AND  ADVANCES  IN  SURGICAL  PATHOLOGY 
FEE:  $250.  CREDIT.  AMA  Cat.  1 (22V2  hrs.) 

Residents:  $125. 

October  24-28 

OBSTETRICS  & GYNECOLOGY  PM  1 

REVIEW  COURSE  IN  OBSTETRICS  & GYNECOLOGY 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (37V2  hrs.) 

Residents  $125. 

OBSTETRICS  & GYNECOLOGY  PM  2 

HYSTEROSCOPY 

* to  be  given  several  times  a year. 

FEE:  $110.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

ONE  WEEK  EACH  MONTH  EXCEPT  JULY  AND  AUGUST 
MEDICINE  PM  201. 

ALCOHOLISM:  MEDICAL  AND  THERAPEUTIC 
MANAGEMENT  OF  THE  ALCOHOLIC  PATIENT 
CREDIT:  AMA  Cat.  1 (37%  hrs.) 

For  further  information  contact  Jose  M.  Ferrer,  M.D., 
Associate  Dean,  Columbia  University,  College  of  Physicians 
and  Surgeons,  630  West  168th  Street,  New  York  10032. 

Veterans  Administration  Hospital,  Neurology 
Service  co-sponsored  by  Downstate  Medical 
Center 

Brooklyn 
October  11 

NEUROOPHTHALMOLOGY 
CREDIT:  AMA  Cat.  1 (8  hrs.) 

For  further  information  contact  Dr.  Walter  R.  Slade,  Jr.,  M.D., 
V.A.  Hospital  Brooklyn,  800  Poly  Place,  Brooklyn  11209.  Tel: 
212/836-6600,  ext.  562. 


New  York  Diabetes  Association 

* New  York  University  Medical  Center 
550  First  Avenue 


October  15 

9:30  a m. -4:30  p.m. 

25th  ANNUAL  SYMPOSIUM 

Noel  K.  Maclaren,  M.D.,  Pablo  Rubinstein,  M.D., 

Susan  E.  Leeman,  Ph  D.,  Rubin  Bressler,  M.D., 

Samuel  W.  Cushman,  M.D.,  Lelio  Orci,  M.D. 

FEE:  $15.  non-members 

For  further  information  contact  New  York  Diabetes 
Association,  104  East  40th  St.,  New  York  10016.  Tel: 
212/697-7760 

Postgraduate  Center  for  Mental  Health 

124  E.  28th  Street 
October  19 
8:30  p.m. 

LANGUAGE  AND  THE  UNCONSCIOUS 
William  T Richardson,  S.J.,  Ph.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

APA  & APA 

For  further  information,  contact  Postgraduate  Center  for 
Mental  Health  124  East  28th  Street,  NY  10016.  Tel:  212/ 
689-7700. 

Cornell  University  Medical  College 

N.Y.  Hospital 
Payne  Whitney  Clinic 
535  E.  68th  Steet 
October  19 

9:00  a. m. -3:00  p.m. 

COMMUNITY  CARE 

For  further  information  contact  Office  of  Continuing 
Education,  P-163-C,  525  East  68th  Street,  New  York  10021. 
Tel:  212/472-6161. 

Beth  Israel  Medical  Center  with  The  Page  & 
William  Black  Post-Graduate  School  of 
Medicine  of  the  Mt.  Sinai  School  of  Medicine 

10  Nathan  D.  Perlman  Place 
October  19 

8:30  a. m. -4:00  p.m. 

CRITICAL  CARE  UNITS:  PATIENT  MANAGEMENT 
Gerald  J.  Friedman,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Beth  Israel 

Medical  Center,  10  Nathan  D.  Perlman  Place, 

_New  York  10003_  _TeL  _212/673:3q0a 

Beth  Israel  Medical  Center  co-sponsored  with 
the  American  Cancer  Society,  N.Y.C.  Division, 
Inc. 

10  Nathan  D.  Perlman  Place 
October  26 

8:30  a.m.-5:00  p.m. 

DIAGNOSIS,  TREATMENT  AND  REHABILITATION  OF 
CARCINOMA  OF  THE  ORAL  CAVITY  AND  RELATED 
STRUCTURES 

Moses  Nussbaum,  M.D.,  Charles  E.  Barr,  D.D.S. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Beth  Israel  Medical  Center, 
10  Nathan  D.  Perlman  Place,  New  York  10003.  Tel:  212/ 
673-3000. 

The  Coney  Island  Hospital  co-sponsored  by 
Downstate  Medical  Center  (SUN) 

Coney  Island  Hospital 
2601  Ocean  Parkway 
Brooklyn 

8:00-10:00  a. m. 

October  19,  1977-April  12,  1978,  Wednesdays 
CLINICAL  PROBLEMS  IN  FAMILY  PRACTICE 
Avir  Kagan,  M.D. 

FEE:  To  be  announced  CREDIT:  AMA  Cat.  1 & 

AAFP 
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For  further  information  contact  Dr.  Avir  Kagan,  Director, 
Medical  Education,  Coney  Island  Hospital,  2601  Ocean 
Parkway,  Brooklyn  11235. 


Association  for  the  Advancement  of 
Psychoanalysis 

Karen  Homey  Clinic  Building 
329  East  62nd  Street 
October  26 
8:30  p.m. 

PSYCHODYNAMICS  OF  VIOLENCE-PRONE  MARRIAGES 
Martin  Symonds,  M.D.,  Milton  M.  Berger,  M.D. 

CREDIT:  AMA  Cat.  1 

For  furtherlnformation  contact  the  Association  for  the 
Advancement  of  Psychoanalysis,  329  East  62nd  Street,  New 
York  10021.  Tel:  212/PL  2-5267. 


South  Beach  Psychiatric  Center  co-sponsored 
by  Downstate  Medical  Center  (SUNY) 

* Hunter  College 
695  Park  Avenue 
October  28-29 

BEYOND  THE  DOUBLE  BIND 

FEE:  $35.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

AAFP  & APA 

For  further  information  write  Milton  M.  Berger,  M.D., 
Conference  Coordinator,  South  Beach  Psychiatric  Center, 
777  Seaview  Avenue,  Staten  Island,  10305.  Tel:  212/ 
390-6131. 


Long  Island  Jewish-Hillside 
Medical  Center 

* Waldorf  Astoria  Hotel 
October  27-28 

1.  BIOLOGICAL  PSYCHIATRY 
Seymour  S.  Kety,  M.D. 

2.  PSYCHOANALYSIS  AND  DYNAMIC  PSYCHIATRY 
Leo  Rangell,  M.D. 

3.  SCHIZOPHRENIA 
Robert  Cancro,  M.D. 

4.  COMMUNITY  PSYCHIATRY 
Joseph  Thomas  English,  M.D. 

5.  INTERNATIONAL  PSYCHIATRY 
Bertram  S.  Brown,  M.D. 

6.  An  OVERVIEW 
John  Romano,  M.D. 

FEE:  $150.  (Includes  one  lunch,  one  banquet  dinner) 

CREDIT:  AMA 

For  further  information  contact  office  of  the  Dean  of  the 

Clinical  Campus,  Long  Island  Jewish-Hillside  Medical  Center, 

New  Hyde  Park,  N.Y.  11040.  Tel:  212/470-2111. 


Harlem  Valley  Psychiatric  Center 

* Waldorf  Astoria  Hotel 
October  29 

9:30  a. m. -4:30  p.m. 

OBEDIENCE  TO  AUTHORITY 

John  W.  Dean,  III,  Stanley  Milgram,  Ph.D.,  Herbert  Spiegel, 
M.D.,  Thomas  Szasz,  M.D. 

FEE:  $100. 

For  further  information  contact  Jerome  Steiner,  M.D.,  Office 
of  Professional  Affairs,  Harlem  Valley  Psychiatric  Center, 
Station  'A’,  Wingdale,  12594. 

October  21-22 

New  York  University  Medical  Center 

• Waldorf  Astoria  Hotel 


THE  FIRST  ANNUAL  SCIENTIFIC  MEETING  OF  THE 
EASTERN  USA  REGIONAL  CHAPTER  OF  THE 
INTERNATIONAL  ASSOCIATION  FOR  THE  STUDY  OF 
PAIN 

For  further  information  contact  Dr.  Arthur  F.  Battista, 
Professor,  Dept,  of  Neurosurgery,  New  York  University 
Medical  Center,  550  First  Avenue,  New  York  10016.  Tel: 
212/679-3200  ext.  2664. 


QUEENS 


Astoria  General  Hospital  co-sponsored  by 
Albert  Einstein  College  of  Medicine 

25-10  30th  Avenue 
Long  Island  City 
October  1 

VARICOSE  VEINS  AND  THROMBOPHLEBITIS 
Robert  Goetz,  M.D. 

October  15 

LUPUS  UPDATE 
Peter  Barland,  M.D. 

October  29 

ESSENTIAL  FACTS  ABOUT  THE  COMPUTERIZED  AXIAL 
TOMOGRAPHIC  (CAT)  SCANNER 
Mannie  Schechter,  M.D. 


(RESPIRATORY  MEDICINE  LECTURE  SERIES) 

October  8,  9:00  a.m.-l  1:00  a.m. 

CHRONIC  OBSTRUCTIVE  PULMONARY  DISEASE 
October  22 

CLINICAL  APPLICATIONS  OF  PULMONARY  FUNCTION 
STUDIES 

CREDIT:  AAFP  & AMA 


(DERMATOLOGY  LECTURE  SERIES) 

October  4,  8: 15  p.m.- 10: 15  p.m. 

SEXUALLY  TRANSMITTED  DISEASES 
Burton  Allyn,  M.D. 

October  11 

CONTACT  ALLERGIC  DERMATITIS 
Norman  Kanof,  M.D. 

October  25 

THE  TEN  MOST  COMMON  OFFICE 
DERMATOLOGICAL  DISEASES 
David  Ramsey,  M.D. 

CREDIT:  AMA  & AAFP 

For  further  information  contact  Maxine  Lilia,  Astoria  General 
Hospital,  25-10  30th  Avenue,  Long  Island  City,  1 1 102.  Tel: 
212/932-1000. 

Brooklyn  Psychiatric  Society,  Inc.  co- 
sponsored by  Downstate  Medical  Center 
(SUNY) 

* Queens  Hospital  Center 
82-68  164th  Street 
Jamaica 

October  1,  1977-June  1978  (Once  per  month  for  eight  months) 
10:00  a.m.- 12:00  noon 

TOPICS  IN  BIOCHEMISTRY  FOR  PSYCHIATRISTS 
Walter  Essman,  M.D. 

FEE:  $85.  CREDIT:  APA 

Physicians  Hospital 

34-01  73rd  Street 
Jackson  Heights 
8:00  p.m. 

October  5 

SYMPOSIUM  ON  COLON  CANCER 

FILM:  COLONOSCOPY  AND  THE  REMOVAL  OF 

COLONIC  POLYPS 
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John  Madden,  M.D.,  Hiromi  Shinya.  M.D.,  Boris  Krynski,  M.D. 
For  further  information  contact  Physicians  Hospital  34-01 
73rd  Street.  Jackson  Heights,  1 1372.  Tel:  212/446-1100 

Peninsula  Hospital  Center  and  the  Academy  of 
Medicine  of  Queens  County  co-sponsored  by 
Downstate  Medical  Center  (SUNY) 

• Peninsula  Hospital  Center 
51-15  Beach  Channel  Drive 
Far  Rockaway 

October  16,  1977-March  26,  1978 
Sundays,  9:00  am- 12:00  noon 
(COURSE  FOR  FAMILY  PHYSICIANS) 

Drs.  Charles  M.  Plotz,  Edward  H.  Davis.  Hilda  Ratner  and 
Gideon  Drimer. 

FEE:  To  be  announced  CREDIT:  AMA  Cat.  1 (63  hrs.) 

AAFP 

For  further  information  contact  Edward  H.  Davis,  M.D., 
Education  Committee,  Peninsula  Hospital  Center,  51-15 
Beach  Channel  Drive,  Far  Rockaway.  11691.  Tel:  212/ 
945-7100. 


Boulevard  Hospital  and  the  Academy  of 
Medicine  of  Queens  County  co-sponsored  by 
Downstate  Medical  Center  (SUNY) 

* Boulevard  Hospital 
46-04  31st  Avenue 
Long  Island  City 

October  16,  1977-March  26,  1978,  Sundays 
9:00  a m.- 12  noon 

COURSE  FOR  FAMILY  PHYSICIANS 

Drs.  Charles  M.  Plotz,  Edward  H.  Davis,  Hilda  Ratner  and 

Gideon  Drimer 

FEE:  To  be  announced  CREDIT:  AMA  Cat.  1 (63  hrs.) 

AAFP 

For  further  information  contact  Mrs.  Katherine  Fries, 
Boulevard  Hospital.  46-04  31st  Avenue,  Long  Island  City, 
11103.  Tel:  212/RA  1-7000. 


NASSAU  COUNTY 

* Since  this  copy  went  to  press  the  following  two 
programs  have  been  cancelled.  Please  check  at 
later  date  for  re-scheduling. 

St.  Francis  Hospital  co-sponsored  by  the 
American  Lung  Association  of  Nassau-Suffolk 

100  Port  Washington  Blvd. 

Roslyn 

October  6-7,  Thursday  and  Friday 

ADVANCES  IN  THE  MANAGEMENT  OF  RESPIRATORY 
FAILURE 

Frank  N.  Marici,  M.D.,  Oscar  S.  Cunanan,  M.D. 

CREDIT:  AMA  Cat.  1(12  hrs.) 

October  26,  Wednesday 

* Co-sponsored  by  the  Nassau-Suffolk  Heart 
Association 

SELECTED  CURRENT  PROBLEMS  IN  VALVULAR  HEART 
DISEASE  (PART  2,  AORTIC  VALVE) 

William  J.  Noble,  M.D. 

CREDIT:  AMA  Cat.  1 (8  hrs.) 

For  further  information  contact  The  Dept,  of  Continuing 
Medical  Education,  St.  Francis  Hospital,  100  Port  Washington 
Blvd.,  Roslyn,  11576.  Tel:  516/627-6200,  ext.  1936. 


SUFFOLK  COUNTY 


Southside  Hospital  co-sponsored  by  Suffolk 


County  Academy  of  Medicine 

Montauk  Highway 
Bayshore 

October  12,  Wednesday,  8:30- 10:00  a.m. 

DERMATOLOGIC  CARCINOMA,  DIAGNOSIS  AND 
TREATMENT 

John  Ruppe,  M.D.,  Michael  Klein,  M.D. 

CREDIT:  AMA  Cat.  1 


Good  Samaritan  Hospital  co-sponsored  by 
Suffolk  County  Academy  of  Medicine 

1000  Montauk  Highway 
West  Islip 

October  13,  Thursday,  9:30  a.m. -4:15  p.m. 

TEACHING  DAY  IN  NEONATOLOGY 
CREDIT:  AMA  Cat.  1 (5  hrs.) 


Suffolk  Pediatric  Society  co-sponsored  by 
Suffolk  County  Academy  of  Medicine 

850  Veterans  Memorial  Highway 
Hauppauge 

October  26,  Wednesday,  8:30  p.m.-10:00  p.m. 

ACID-BASE  ASSESSMENT  PART  1 OF  AN  8 PART 
LECTURE  SERIES  •'PROBLEMS  OF  THE  NEWBORN” 
FEE:  $100.  for  entire  nursery  staff  of  hospital 

CREDIT:  AMA  Cat.  1(12  hrs.) 


Southampton  Hospital  co-sponsored  by  Suffolk 
County  Academy  of  Medicine 

265  Herrick  Rd. 

Southampton 

October  29,  Saturday,  8:30  a.m. 

ADULT  RESPIRATORY  DISTRESS  SYNDROME 
Robert  Schick,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Suffolk  Academy  of  Medicine, 
850  Veterans  Memorial  Highway,  Hauppauge,  11787.  Tel: 
516/265-6666. 


Kings  Park  Psychiatric  Center  co-sponsored  by 
Suffolk  County  District  Branch  of  the  American 
Psychiatric  Association 

Kings  Park 

October  12  10:30  a.m. -12:00  noon 

THE  CLINICAL  USE  OF  LITHIUM  CARBONATE 

Samuel  Gershon,  M.D. 

CREDIT:  APA  (applied  for) 

For  further  information  contact  Dr.  Laury.  Tel:  516/544- 
2677. 


St.  John’s  Episcopal  Hospital 

Route  25A 
Smithtown 

October  25  8:30  p.m.- 10:00  p.m. 

ADULT  RESPIRATORY  DISTRESS  SYNDROME 
John  Crocco,  M.D. 

CREDIT:  AMA  & AAFP  (applied  for) 

For  further  information  contact  Mrs.  Carol  Lumley,  Tel: 
516/360-2282. 


WESTCHESTER  COUNTY 

New  York  Medical  College 

Valhalla 

October  5,  1977-March  1,  197C 
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FAMILY  AND  MARITAL  PROCESS  (PSYCHIATRY) 
Benjamin  Sadock,  M.D. 

FEE:  $450.  CREDIT:  AMA  Cat.  1 (40  hrs.) 

For  further  information  contact  Benjamin  J.  Sadock,  M.D., 
New  York  Medical  College,  Valhalla,  10595.  Tel:  914/ 

347-5090. 

Octobers,  1977-May  3,  1978 

DISTINGUISHED  GUEST  LECTURE  SERIES 
(DERMATOLOGY) 

Edward  H.  Mandel,  M.D. 

NO  FEE  CREDIT;  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  Edward  H.  Mandel,  M.D.,  New 
York  Medical  College,  Valhalla,  10595.  Tel:  914/347- 
5090. 

October  6,  1-977-June  1,  1978 

POSTGRADUATE  EDUCATION  IN  INTERNAL  MEDICINE 
(INTERNAL  MEDICINE) 

Sheldon  P.  Rothenberg,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (10  hrs.) 

For  further  information  contact  Benjamin  J.  Sadock,  M.D., 
New  York  Medical  College,  Valhalla,  10595.  Tel:  914/ 
347-5090. 

October  6,  1977-February  23,  1978 
GROUP  THERAPY 
(PSYCHIATRY) 

Benjamin  J.  Sadock,  M.D. 

Fee:  $150.  CREDIT:  AMA  Cat.  1 (10  hrs.) 

For  further  information  contact  Benjamin  J.  Sadock,  M.D., 
New  York  Medical  College,  Valhalla,  10595.  Tel:  914/347- 
5090. 

October  8,  8:40  a. m. -4:20  p.m. 

1.  NEW  INSULINS:  THEIR  ADVANTAGES.  ORAL 
COMPOUNDS?  WHY? 

Edwin  E.  Gordon,  M.D. 

2.  HYPOGLYCEMIA:  DIAGNOSIS,  TREATMENT, 
PREVENTION 

Sheldon  J.  Bleicher,  M.D. 

3.  DIABETES  IN  CHILDREN  AND  ADOLESCENTS 
Harold  S.  Cole,  M.D. 

4 ACIDOSIS:  KETO-HYPEROSMOLAR-LACTIC.  NEW  vs. 
OLD  CONCEPTS  OF  TREATMENT 
Andrew  J.  Szabo,  M.D. 

5.  NEUROLOGICAL  COMPLICATIONS:  DIAGNOSIS, 
TREATMENT 

Norton  Spritz,  M.D. 

6.  RETINOPATHY:  WHAT  CAN  BE  DONE  TODAY? 
LASSER,  VITRECTOMY 

Harold  F.  Spalter,  M.D. 

7.  VASCULAR  COMPLICATIONS:  EARLY  DIAGNOSIS, 
TREATMENT,  PREVENTION: 

Rafael  A.  Camerini-Davalos,  M.D. 

8.  DOES  CONTROL  OF  HYPERGLYCEMIA  AFFECT  THE 
COURSE  OF  COMPLICATIONS? 

Leo  Krall,  M.D. 

For  further  information  contact  Saverio  S.  Bentivegna,  M.D., 
New  York  Medical  College,  Valhalla,  10595.  Tel:  914/347- 
5090. 


October  20-22 

GLAUCOMA  SURGICAL  COURSE  (OPHTHALMOLOGY) 
Miles  A.  Galin,  M.D.  & Michael  W.  Dunn,  M.D. 

FEE:  $1,500.  CREDIT:  AMA  Cat.  1 (19  hrs.) 

For  further  information  contact  Miles  A.  Galin,  M.D.  or 
Michael  W.  Dunn,  M.D.,  New  York  Medical  College,  Valhalla, 
10595.  Tel:  914/347-5090. 


October  6 9:00  a m. 

St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

DIAGNOSIS  AND  MANAGEMENT  OF  DISSEMINATED 
INTRAVASCULAR  COAGULATION 


Clarence  Merskey,  M.D. 

CREDIT:  AAFP 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  St. 
Joseph’s  Hospital,  127  South  Broadway,  Yonkers  10701. 
Tel:  914/965-6700. 


LAKE  PLACID 


New  York  Trudeau  Society  and  The  American 
Lung  Association  of  New  York  State 

Lake  Placid  Club 
Lake  Placid 
October  11-14 

PHYSIOLOGICAL  MANAGEMENT  OF  ACUTE  AND 
CHRONIC  RESPIRATORY  FAILURE 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  W.  Ray  Williams,  Executive 
Secretary,  New  York  Trudeau  Society,  8 Mountain  View 
Avenue,  Albany  12205.  Tel:  518/459-4197. 


NEW  HARTFORD 

Central  New  York  Academy  of  Medicine,  Inc. 

210  Clinton  Road  (Route  12-B) 

New  Hartford 

October  20,  Thursday  2:00  p.m. 

HEART  TEACHING  DAY 

FEE:  $20.  CREDIT:  AMA  Cat.  1 (8  hrs.) 

For  further  information  contact  Mr.  Russell  H.  Feltus, 
Executive  Director,  Central  New  York  Academy  of  Medicine, 
Inc.,  210  Clinton  Road,  New  Hartford,  13413. 


SYRACUSE 


SUNY-Upstate  Medical  Center 

750  East  Adams  Street 

Syracuse 

October  26-28 

ANNUAL  REFRESHER  COURSE  FOR  THE  PRACTICING 
ANESTHESIOLOGIST 

For  further  information  contact  William  Evers,  M.D.,  State 
University  of  New  York,  Upstate  Medical  Center,  750  East 
Adams  Street,  Syracuse,  13210.  Tel:  315/473-4607. 


OUT-OF-STATE 


MILWAUKEE,  WISCONSIN 


The  Medical  College  of  Wisconsin 

Milwaukee  Children’s  Hospital 
1700  West  Wisconsin  Avenue 
Milwaukee,  Wisconsin 
October  3-4 

SELECTED  PROBLEMS  IN  PEDIATRIC  NEUROLOGY 
FEE:  $120. 

For  further  information  contact  Jerome  V.  Murphy,  M.D.,  The 
Medical  College  of  Wisconsin,  Milwaukee  Children’s 
Hospital,  1700  West  Wisconsin  Avenue,  Milwaukee, 
Wisconsin  53233.  Tel:  414/344-7100. 


SAN  FRANCISCO,  CALIFORNIA 


University  of  California 


1862  New  York  State  Journal  of  Medicine/September  1977 
WGO-8 


• Sheraton  Palace  Hotel 
San  Francisco 
October  1-2 

STRESS  MANAGEMENT  AND  APPROACHES  TO  STRESS 
For  further  information  contact  University  of  California, 
Continuing  Education  in  Health  Sciences,  1308  3rd  Avenue, 
San  Francisco,  California  94143.  Tel:  415/666-4728. 


LOS  ANGELES,  CALIFORNIA 

The  Society  for  Clinical  and  Experimental 
Hypnosis,  Inc. 

• Los  Angeles 
October  11-14 

9:30  a m.  -6:00  p.m. 

SCEH  29th  ANNUAL  WORKSHOPS  ON  HYPNOSIS  IN 
MEDICINE 

CREDIT:  AMA  Cat.  1 (30  hrs.) 

For  further  information  contact  Mrs.  Marion  Kenn,  The 
Society  for  Conical  and  Experimental  Hypnosis,  Inc.,  129-A 
Kings  Park  Drive,  Liverpool,  New  York  13088.  Tel:  315/ 
652-7299. 


LEXINGTON,  KENTUCKY 


University  of  Kentucky 

* Hyatt  Regency 
Lexington,  Kentucky 
October  2-7 

EIGHTH  FAMILY  MEDICINE  REVIEW 
SESSION  I 
October  23-28 
SESSION  II 

FEE:  $295.  CREDIT:  AMA  Cat.  1 

AAFP  50  hrs. 

For  further  information  contact  Frank  R.  Lemon,  M.D., 
Continuing  Education,  College  of  Medicine,  University  of 
Kentucky,  Lexington,  Kentucky  40506. 


OUT-OF-USA 


CANADA 


October  26 

McMaster  University  Medical  Centre 

1200  Main  Street  West 
Hamilton,  Ontario 

WORKSHOPS  ON  DIAGNOSIS  OF  VENOUS 
THROMBOSIS:  THEORETICAL  AND  PRACTICAL 
APPROACHES 

For  further  information  contact  Dr.  J.  Hirsh,  Professor, 
McMaster  University  Medical  Centre,  1200  Main  Street  West, 
Room  3N18,  Hamilton,  Ontario,  L8S  4J9. 


BERMUDA 


The  American  College  of  Ob/Gyn 

* Southhampton  Princess  Hotel 

Bermuda 

October  19-23 

DISTRICT  II  OF  THE  AMERICAN  COLLEGE  OF 
OBSTETRICIANS  AND  GYNECOLOGISTS  ANNUAL 
MEETING 

For  further  information  contact  Abraham  Risk,  M.D.,  The 
Roosevelt  Hospital,  428  West  59th  Street,  New  York  10019. 
Tel:  212/582-3723. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 


WHAT  GOES  ON" 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
What  Goes  On" 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address  

City,  State 

(zip) 
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ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O’Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkwy.,  Buffalo,  14208. 
Tel:  716/886-4400,  ext.  447, 

CORNING,  N.Y.,  Steuben  County  needs  an  Anesthesiologist. 
Contact  Marvin  S.  Lee,  M.D.,  P.O.  Box  35,  Coming,  14830.  Tel: 
607/962-5051,  ext.  278. 

NYACK,  N.Y.,  Rockland  County  needs  an  Anesthesiologist.  Contact 
Seymour  D.  Kizner,  M.D.,  Physician  Associates,  160  North 
Midland  Avenue,  Nyack,  10960.  Tel:  914-EL  8-1404. 

POUGHKEEPSIE,  N.Y.,  Dutchess  County  needs  an  Anesthesiologist. 
Contact  Hiroshi  Fujimori,  M.D.,  St.  Francis  Hospital,  Pough- 
keepsie, N.Y.  Tel:  914/471-2000. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Anesthesiologist,  Family 
Physician  and  Internist.  Contact  John  W.  Sands,  Adm.,  The 
Hospital,  Pearl  Street,  Sidney,  13838.  Tel:  607/563-9934 

DERMATOLOGIST 

EAST  AMHERST,  N.Y.,  Erie  County  needs  a Dermatologist.  Contact 
Joseph  T.  Lucas,  M.D.,  6745  Transit  Road,  East  Amherst,  14051. 
Tel:  716/688-6766.  After  6 P.M.,  716/634-7332. 

OLEAN.  N.Y.,  Cattaraugus  County  needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Group, 
Olean,  14760.  Tel:  716/372-0141. 

EMERGENCY  ROOM 

ALBANY,  N.Y.,  Albany  County,  needs  an  Emergency  Room  Physi- 
cian and  Employee  Health  Service  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room  Physi- 
cian, ENT  Physician.  Contact  Mr.  Charles  D.  Hicks,  Director, 
Physicians'  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

ENT 

AUBURN,  N.Y.,  Cayuga  County  needs  an  ENT  Physician,  Emergency 
Room  Physician.  Contact  Mr.  Charles  D.  Hicks,  Director,  Phy- 
sicians' Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

FAMILY  PHYSICIAN 

ALBANY,  N.Y.,  Albany  County,  needs  an  Employee  Health  Service 
Physician  and  an  Emergency  Room  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

BAINBRIDGE,  N.Y.,  Chenango  County,  needs  a Family  Physician. 
Contact  Roger  I.  Williams,  M.D.,  12  E.  Main  Street,  Bainbridge, 
13733.  Tel:  607/967-2071. 

BEACON,  N.Y.,  Dutchess  County  needs  a Family  Physician.  Con- 
tact Harold  L.  Kaplan,  M.D.,  16  North  Elm  Street,  Beacon  12508. 
Tel:  518/831-2450. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center,  Bergen  14416.  Tel:  716/494-1621. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

COPAKE,  N/Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  Donald  Shadic,  Town  of  Copake,  Copake, 
12516. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Tel: 
607/936-9971. 

HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of  Webb  Health 
Center,  Old  Forge  13429.  Tel:  315/369-3464. 

HIGHLAND  FALLS,  N.Y.,  Orange  County  needs  a Family  Physician. 
Contact  G.  R.  Carroll,  M.D.,  7 Satterlee  Rd.,  Highland  Falls, 
10928.  Tel:  914/446-4040. 


HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

HUDSON,  N.Y.,  Columbia  County  needs  a Family  Physician,  Internist 
and  Oncologist.  Contact  Stanley  Bardwell,  M.D.,  848  Columbia 
Stree,  Hudson  12534. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director, 
Family  Health  Center,  51  Glasgow  Avenue,  Jamestown 
14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street, 
Johnstown,  12095. 

LOCKPORT,  N.Y.,  Niagara  County  needs  several  Family  Physicians. 
Contact  N.  Donald  Peifer,  Lockport  Memorial  Hospital,  Lockport, 
14094.  Tel:  716/433-3831. 

MEDINA,  N.Y.,  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

ONTARIO,  N.Y.,  Wayne  County,  needs  a Family  Physician.  Contact 
Norman  R.  Loomis,  M.D.,  5973  Walworth  Road,  Ontario,  14519. 
Tel:  315/524-2881. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/754-6227  days, 
315/754-6663  evenings. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician,  Internist 
and  Anesthesiologist.  Contact  John  W.  Sands,  Adm.,  The 
Hospital,  Pearl  Street,  Sidney,  13838.  Tel:  607/563-9934. 

VICTOR,  N.Y.,  Ontario  County,  needs  a Family  Physician.  Contact 
Francis  V.  Oderkirk,  M.D.,  115  E.  Main  Street,  Victor,  14564. 
Tel:  716/924-2100. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan,  Waddington  13694.  Tel:  315/ 

388-4446  or  315/388-5908. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Alexander  Boroff,  M.D.,  474  Pennsylvania  Avenue,  Waverly 
14892.  Tel:  607/565-8360. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician  and  In- 
ternist. Contact  Charles  F.  Ryan,  M.D.  or  Miles  D.  St.  John,  M.D., 
Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly  14892 
Tel:  607/565-2861. 

WILLSBORO-ESSEX,  N.Y.,  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Robert 
Arnold,  Willsboro,  12996. 

INTERNISTS 

BUFFALO,  N.Y.,  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  interest  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine.  For 
further  information  contact  W.  H.  Stever  son,  Ass’t  Director  of 
Personnel,  the  Buffalo  General  Hospital,  100  High  Street,  14203. 
Tel:  716/845-7490. 

DEHLI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

FAR  ROCKAWAY,  N.Y.,  Queens  County  needs  an  Internist  with 
Gastroenterology  or  Pulmonary  Disease  subspecialty.  Contact 
Mrs.  Moore,  Seagirth  Health  Care  Service,  1731  Seagirth  Blvd., 
Far  Rockaway,  11691.  Tel:  212/471-5400. 

HERKIMER,  N.Y.,  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420.  Tel: 
315/369-2464. 
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HUDSON,  N.Y.,  Columbia  County  needs  an  Internist,  Family  Physi- 
cian and  Oncologist.  Contact  Stanley  Bardwell,  M.D.,  848 
Columbia  Street,  Hudson  12534. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  an  Internist,  Family  Phy- 
sician and  part-time  Pathologist.  Contact  Arthur  Howard,  M.D., 
Chairman,  Physician  Recruitment  Committee,  Johnstown  Hos- 
pital, 201  S.  Melcher  Street,  Johnstown  12095. 

MONTOUR  FALLS,  N.Y.,  Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J.  McDonald,  Adm.,  Schuyler 
Hospital,  Montour  Falls,  14865.  Tel:  607/535-7121. 

NEWARK,  N.Y.,  Wayne  County  needs  an  internist.  Contact  W.  L. 
Fredricksen,  Admin.,  Newark  Medical  Center,  Newark  14513. 
Tel:  315/331-3310. 

NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R.  Arorlson,  M.D.,  Medical  Arts  Building,  Norwich,  13816. 
Tel:  607/^34-6928. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Internist,  Family  Physician 
and  Anesthesiologist.  Contact  John  W.  Sands,  Adm.,  The 
Hospital,  Pearl  Street,  Sidney,  13838.  Tel:  607/563-9934. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  and  Pediatri- 
cian. Contact  C.  K.  Heins,  M.D.,  16  Jones  Street,  Monticello, 
12701.  Tel:  914/794-64545. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Charles  F.  Ryan,  M.D.  or  Miles  D.  St.  John,  M.D., 
Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly,  14892. 
Tel.  607/565-2861. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician  and  In- 
ternist. Contact  Alexander  Boroff,  474  Pennsylvania  Avenue, 
Waverly,  14892.  Tel:  607/565-8360. 

GENERAL  SURGEON 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  1 6 High  STREET  = Delhi,  13753.  Tel:  21 2/759- 1 775 
or  weekends  607/746-3891. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon, 
Family  Physician  and  an  Internist.  Contact  Ms.  B.  J.  Sommer- 
ville, Adm.,  Salamanca  District  Hospital,  150  Parkway  Drive, 
Salamanca  14779. 

ORTHOPEDIC  SURGEON 

NEW  YORK  CITY,  N.Y.,  needs  an  Orthopedist  for  part-time  4-6 
hours  weekly.  Contact  F.  P.  Guidotti,  M.D.,  Medical  Director, 
Health  Center  Family  Medical  Office,  321  W.  44th  Street,  New 
York  10036.  Tel:  212/586-1550. 

MEDINA,  N.Y.,  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Orthopedic  Surgeon. 
Contact  Charles  F.  Ryan,  M.D.,  Tioga  General  Hospital,  Waverly, 
14892.  Tel:  607/565-2861. 

DIRECTOR 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Director 
for  St.  Mary's  Hospital,  89  Genesee  Street,  Rochester, 
14611. 

OBSTETRICIAN/GYNECOLOGIST 

BATAVIA,  N.Y.,  Genesee  County  needs  an  Ob/Gyn  physician. 
Contact  Louis  E.  Green,  Jr.,  M.D.  and  John  T.  Chua,  M.D.,  P C., 
215  Summit  Street,  Batavia  14020.  Tel:  716/343-6076. 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  physician 
and  an  Anesthesiologist.  Contact  Jose  Galindo,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

MONROE,  N.Y.,  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 


MONTOUR  FALLS,  N.Y.,  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

NEWBURGH,  N.Y.,  Orange  County  needs  a OB/Gyn  physician. 
Contact  Drs.  M.  Jay  Wexler  or  Cornell  I.  McFadden,  450  Gidney 
Avenue,  Newburg,  12550.  Tel:  914/562-0720. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a OB/Gyn  physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street, 
Olean,  14760.  Tel:  716/372-7910. 

SODUS,  N.Y.,  Wayne  County  needs  an  Ob/Gyn  Physician.  Contact 
Chuck  Pattison,  Adm.,  Wayne  County  Rural  Comprehensive 
Health  Program,  P.O.  Box  A,  Sodus  14551. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Ophthalmologist. 
Contact  Nicholas  A.  Prisco,  ADM/=  Little  Falls  Hospital,  140 
Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 

PENN  YAN,  N.Y.,  Yates  County  needs  an  Internist,  Family  Physician 
and  Ophthalmologist.  Contact  Daniel  J.  Clements,  1 13  Chapel 
Street,  Penn  Yan  14527.  Tel:  315/536-3973  or  536-4431. 

PATHOLOGIST 

CORTLAND,  N.Y.,  Cortland  County  needs  a Staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a part-time  Pathologist, 
Internist  and  Family  Physician.  Contact  Arthur  Howard,  M.D., 
Chairman,  Physicians  Recruitment  Committee,  Johnstown 
Hospital,  201  S.  Melcher  Street,  Johnstown  12095. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

PEDIATRICIAN 

THOMSON,  N.Y.,  Sullivan  County  needs  a Pediatrician  and  Internist. 
Contact  C.  K.  Heins,  M.D.,  16  Jones  Street,  Monticello,  12701. 
Tel:  914/794-4545. 

PSYCHIATRIST 

CORTLAND,  N.Y.,  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County,  needs  a Radiologist.  Contact  Dr. 
Bernard  Suster,  Chief,  Radiology  Service,  Brooklyn  Veterans 
Administration,  800  Poly  Place,  Brooklyn,  11209.  Tel:  212/ 
836-6600,  ext.  341/342. 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact  David 
Bryk,  M.D.,  Director  of  Radiology,  555  Prospect  Place,  Brooklyn 
11238. 

UTICA,  N.Y.,  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  in- 
cluding special  procedures,  ultrasound  and  nuclear  medicine. 
Contact  B H.  Johnson,  M.D.,  Dept,  of  Radiology,  St.  Luke’s  l' 
Memorial  Hospital  Center,  Box  479,  Utica  15303. 

UROLOGIST 

WARSAW,  N.Y.,  Wyoming  County  needs  a Urologist.  Contact  W. 

H.  Hanson,  M.D.,  Wyoming  County  Community  Hospital,  400 
North  Main  St.,  Warsaw  14569.  Tel:  716-796-2233. 
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(Zip  code  number) 

Date  of  Birth  Place  of  Birth 

(Telephone  Number) 

Citizenship  Status 

Marital  Status 

Medical  School 

Year  Graduated 

Internship 

Hospitals 

Dates 

Residency 

Hospitals 

Dates 

Specia lty 

Licensed  in  what  States? 

Applied  for__ 

American  Board  Certificates  held?  

Eligible Certified 

Do  you  have  a New  York  State  License? Date  of  Certificate^ 

Military  Status 

Professional  Organization  Memberships _ _ 

Arc  you  in  practice  at  present? What  type  of  practice  are  you  interested  in? 

Solo Associate Industrial Group  Institutional  _____ 

Other  _ 

Date  you  will  be  available  for  practice Former  locations  in  which  you  have 

prect  iced 

(Give  daces) 


Name 

Address 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

'Name  of  Town  County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  i-s.  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced_ 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available?^ 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly_ 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone:  (5i6)  488-6100. 
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Officers/County  Medical  Societies/1977 — October  1,  1977 

County  President  Secretary  Treasurer 

Albany  Ralph  W.  Reynolds,  M.D.  ...  Albany  Margery  W.  Smith,  M.D.  East  Berne  Nathan  P.  Reed,  M.D Albany 

Allegany  Robert  Schreiber,  M.D Cuba  Kenneth  (1.  Van  Dine,  M.D.  ...  Wellsville  Farooq  P.  Agha,  M.D Wellsville 

Bronx D.  G.  Lanjewar,  M.D Pelham  Manor  John  LoCascio,  M.D  ..  Bronx  Albert  J.  Kaplus,  D.O Bronx 

Broome  Herbert  J.  Wilk,  M.D.  . .Binghamton  Louis  W.  Giordano,  M.D Endicott  Irwin  J.  Rosenberg,  M.D Endicott 

Cattaraugus  Muhammad  Kaqih  Raja,  M.D.  .Olean  C.  Frederick  Kurtz,  M.D.  Gowanda  Bernard  S.  Yurick,  M.D Olean 

Cayuga.  Lawrence  H.  E.  Smith,  M.D.  Auburn  Richard  J.  Freeman,  Ml).  Auburn  Edwin  T.  Dailey,  M.D Auburn 

Chautauqua  Robert  F.  Wettingfeld,  M.D.  Jamestown  Lewis  F.  Kibler,  M.D.  Jamestown  John  R.  Forbes,  M.D Dunkirk 

Chemung  ..  Thomas  W.  Atkins,  M.D Elmira  John  K.  Cusick,  M.D.  ..  . .Elmira  Francis  B.  Haber,  M.D Elmira 

Chenango  ...  Fred  C.  Hirschenfang,  M.D.  .Norwich  James  A.  Gilroy.  M.D Greene  Henry  W.  Hemsley,  M.D Norwich 

Clinton  John  B.  Southwick,  M.D  Champlain  Francis  P Ryan,  M.D.  Plattsburgh  Leland  S.  Berger,  M.D Plattsburgh 

Columbia  Joseph  J.  Fusco,  M.D.  ...  Hudson  Joseph  Bellamy,  M.D.  Hudson  Joseph  Bellamy,  M.D Hudson 

Cortland  Pauline  A.  Pieloch,  M.D  Cortland  R Edward  Miner,  M.D.  Cortland  Mohanial  Lahiri,  M.D Cortland 

Delaware  Jamil  Sarfraz,  M.D  Walton  Osias  M Villaflor,  M.D Hancock  Osias  M.  Viilaflor,  M.D Hancock 

Dutchess  Paul  C.  Garell,  M.D Beacon  Donald  P.  McKibbin,  M.D.  ...  Rhinebeck  Alfio  J.  Romano,  M.D Poughkeepsie 

Erie  Anthony  J.  Federico,  M.D.  . Buffalo  Frank  A.  Pfalzer,  Jr.,  M.D  Buffalo  Frank  A.  Pfalzer.  Jr.,  M.D Buffalo 

Essex  Edward  Lebowitz.  M.D.  . . Lake  Placid  Herbert  Bergamini,  M.D.  . Lake  Placid  Herbert  Bergamini,  M.D.  ...  Lake  Placid 

Franklin  Leon  C.  Benardot,  M.D Malone  Joseph  Rosenstein.  M.D.  Saranac  Lake  Joseph  Rosenstein.  M.D.  . .Saranac  Lake 

Fulton  John  R.  Kearney.  M.D Gloversville  Lawrence  Horowitz.  D.O.  . . . Gloversville  William  H.  Raymond,  M.D.  ..Johnstown 

Genesee  David  R.  Harrington,  M.D  Batavia  Gary  H.  Jeffery.  M.D.  . Batavia  Maidul  I.  Khan,  M.D Batavia 

Greene Hans  W.  Leeds,  M.D Catskill  William  F.  Browne.  M.D Cairo  William  F.  Browne,  M.D Cairo 

Herkimer  Krishna  K.  Vadlamudi.  M.D Ilion  Thomas  R Welch,  M.D Herkimer  David  E.  Burns,  M.D Little  Falls 

Jefferson  . William  C.  Heady.  M.D Watertown  Louis  C.  Battista,  II.  M.D.  ...Watertown  Louis  C.  Battista,  II,  M.D.  ...Watertown 

Kings Bernard  S.  Post.  M.D Manhasset  Bentley  D.  Merrim.  M.D.  ....Brooklyn  Adrian  C.  Lamos,  M.D Brooklyn 

Lewis  William  S.  Reed,  M.D Lowville  John  H.  Brooks,  M.D Lowville  John  H.  Brooks,  M.D Lowville 

Livingston  . Amir  A.  Djavaheri,  M.D Sonyea  Nadene  D.  Hunter.  M.D  Sonyea  Nadene  D.  Hunter,  M.D Sonyea 

Madison Gordon  T.  Bourns,  M.D Oneida  Chan  H.  Whiting,  Jr..  M.D Oneida  W:aldo  Zeun,  M.D Oneida 

Monroe  David  A.  Sherman,  M.D Pittsford  Robert  C.  Boon,  M.D.  Brockport  Charles  J.  Vacanti,  M.D Rochester 

Montgomery  . Thomas  J.  Weyl,  M.D Amsterdam  Juan  K.  Laurilla, -Jr..  M.D.  ..Amsterdam  Benjamin  H.  Button,  M.D.  ..Amsterdam 

Nassau Rav  S.  Crampton,  M.D Garden  City  Jerome  Zwanger.  M.D Massapequa  Wallace  M.  Shaw,  M.D Bethpage 

New  York Lawrence  Essenson,  M.D New  York  Albert  S.  Lyons,  M.D. New  York  John  P.  Grant,  Jr.,  M.D New  York 

Niagara  Edward  A.  Dunlap.  Jr  . M.D.  . Lewiston  Michael  B.  Gottfurcht.  M.D.  ...  Lockport  Kenneth  Klementowski.  M.D.  .Kenmore 

Oneida  Theodore  C.  Max.  M.D Utica  Neville  W.  Harper,  M.D Rome  Frank  J.  Kroboth,  Jr.,  M.D Utica 

Onondaga  David  L.  Poushter,  M.D Syracuse  Richard  A.  Konys,  M.D Syracuse  Richard  P.  Schmidt,  M.D Syracuse 

Ontario  Lois  M.  E.  Brennan,  M.D Honeoye  William  H.  Newman,  M.D Geneva  William  H.  Newman,  M.D Geneva 

Orange W.  Brewster  Wolfe,  M.D Newburgh  Torrence  P.  B.  Payne,  M.D.  ..Newburgh  Torrence  P.  B.  Payne,  M.D.  ..Newburgh 

Orleans  Edward  A.  Barrett.  M.D Albion  Sallah  U.  Abbasey.  M.D Medina  Sallah  U.  Abbasey,  M.D Medina 

Oswego  Ravtndra  F.  Shah.  M.D Fulton  Marvin  J.  Dexter.  M.D Fulton  Marvin  J.  Dexter  M.D Fulton 

Otsego  John  S.  Davis,  M.D Cooperstown  David  W.  Vaules,  M.D Cooperstown  David  W.  Vaules,  M.D Cooperstown 

Putnam  Michael  C.  Young.  M.D Carmel  Zane  A.  Miranda,  M.D Carmel  Virgilio  A.  Monteleone,  M.D.  . .Brewster 

Queens Felix  R.  Rosenhain.  M.D.  ...  Forest  Hills  Morton  M.  Kurtz,  M.D Flushing  Fred  N.  Flatau,  M.D Flushing 

Rensselaer  Thomas  F.  D'Aurio,  M.D Troy  Thomas  V.  Casey,  M.D Troy  Louis  C.  Hacker.  M.D Troy 

Richmond Basil  Hyman.  M.D Staten  Island  H.  I Sonnenblick.  M.D.  . . .Staten  Island  Spero  Vozeolas,  M.D Staten  Island 

Rockland Jack  J.  Wiener,  M.D Monsey  Roy  H.  Lieberman,  M.D Nanuet  Donald  S.  Waldorf,  M.D Nanuet 

St.  Lawrence  ...  Francis  J.  Citro.  Jr.,  M.D Potsdam  Lachlan  M.  MacKenzie,  M.D.  ...Canton  Maurice  J.  Elder,  M.D Massena 

Saratoga  W.  H.  Moore.  M.D Saratoga  Springs  T.  Klepetar.  M.D Saratoga  Springs  M.  J.  F.  Kinosian,  M.D.  .. Saratoga  Spgs. 

Schenectady  . . . . Robert  J.  Cassidy.  M.D Schenectady  Robert  E.  Sandroni,  M.D.  ..Schenectady  -Janis  L.  Best,  M.D Schenectady 

Schoharie  James  T.  Drew Cobleskill  Thomas  W.  Greenlees,  M.D.  ..Cobleskiil  Thomas  W.  Greenlees,  M.D.  ..Cobleskill 

Schuyler  Nicholas  Anastasiu.  M.D.  .Watkins  Glen  Marjorie  S.  Norton.  M.D.  . Montour  Falls  Marjorie  S.  Norton,  M.D.  . Montour  Falls 

Seneca  Willis  D.  Allen.  M.D Ovid  Donald  W.  Bidwell,  M.D.  ..  .Seneca  Falls  Donald  W.  Bidwell,  M.D.  . .Seneca  Falls 

Steuben John  K.  Coyle.  M.D Hornell  Alexander  F.  Wahlig.  Jr.,  M.D.  ..Corning  William -J.  MacFarland,  M.D  ...Hornell 

Suffolk Stephen  A.  Gettinger.  M.D.  . Huntington  Stanley  M.  Vickers,  M.D.  . . . Huntington  Frank  R.  Collier,  M.D Port  Jefferson 

Sullivan Bernard  Bloom.  M.D.  . . . Kiamesha  Lake  Bernard  F.  Kalina.  M.D Liberty  Bernard  F.  Kalina,  M.D Liberty 

Tioga  John  R.  Scott,  D.O Apalachin  Polachirak  V.  Abraham,  M.D.  . .Waverly  Polachirak  V.  Abraham,  M.D.  ..Waverly 

Tompkins  Louis  W.  Munchmever,  Jr.,  M.D.  .Ithaca  E.  James  Fogel, -Jr..  M.D Ithaca  Leroy  K.  Young,  M.D Ithaca 

Ulster Frederick  Horwitz.  M.D Ellenville  F.  W.  Holcomb,  Jr.,  M.D Kingston  E.  F.  MacFadden,  Jr.,  M.D Kingston 

Warren  Barbara  E.  Chick.  M.D Glens  Falls  Franklin  A.  DePeters,  M.D.  ..Glens  Falls  Betty  L.  Voelker,  M.D Glens  Falls 

Washington  ....  Stiles  D.  Ezell,  M.D Salem  John  E.  Glennon,  M.D Granville  David  A.  Wasser,  M.D Cambridge 

Wayne  Edward  -J.  Diamond,  M.D Newark  Stephen  R.  Pope.  M.D Sodus  Stephen  R.  Pope,  M.D  Sodus 

Westchester  ....  John  A.  Ramsdell,  M.D.  ...  White  Plains  Armond  V.  Mascia.  M.D Tarrvtown  Michael  Sierp,  M.D Yonkers 

Wyoming Frederick  R.  Downs,  M.D W'arsaw  Richard  T.  W'illiams,  M.D Warsaw  Richard  T.  Williams,  M.D W'arsaw 

^ ates  Robert  W.  McLaughlin,  M.D.  . Penn  Yan  Vincas  Sirmenis,  M.D Penn  Yan  Vincas  Sirmenis,  M.D Penn  Yan 
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Medical  Meetings 


Annual  education  conference 

The  Annual  New  York  State  Health  Education  Con- 
ference will  be  held  on  the  campus  of  the  State  University 
College  at  Cortland,  New  York,  on  October,  21,  22,  and  23. 
The  1977  conference  theme  is  “Health  Education  Advo- 
cacy: Total  Community  Responsibility”  and  coordination 
of  school  and-community  health  education  programs  will 
be  highlighted. 

The  conference  represents  a cooperative  effort  of  major 
State  agencies  and  organizations  to  provide  a quality  ed- 
ucational experience  for  persons  interested  in  the  health 
education  field,  including  school  personnel,  public  health 
service  personnel,  professionals  and  volunteers  working 
in  community  agencies,  and  parents.  The  Health  Service 
Agency  and  its  role  in  health  education  and  health  care; 
strategies  for  alcohol  prevention  in  school  and  community 
settings;  the  role  of  youth  bureaus  in  meeting  health  and 
educational  needs;  a look  at  alternatives  in  substance  abuse 
prevention;  strategies  for  alcohol  abuse  prevention  in  a 
rural  setting;  cancer,  vision,  and  dental  health  updates,  and 
a National  Center  for  Alcohol  Education  training  program 
for  concerned  adults  who  work  with  12-  to  18-year  olds  are 
a few  of  the  topics  that  will  be  presented  at  the  conference 
sessions. 

Preregistration  is  advised.  For  further  information,  call 
Betsy  Thompson,  State  Education  Department,  (518) 
474-1492  and  Judith  L.  Wax,  New  York  State  Department 
of  Mental  Hygiene,  Division  of  Alcoholism,  (518)  474- 
1335. 

Tumors  of  the  eyelids, 
orbit,  and  ocular  adnexa 

A symposium  devoted  to  diagnosis,  pathogenesis,  and 
treatment  of  tumors  of  the  eyelids  and  orbit,  emphasizing 
basal  cell  carcinoma  of  the  eyelids  will  be  held  October  27 
and  28, 1977.  The  course  will  be  presented  by  outstanding 
ophthalmologists,  ophthalmic  plastic  surgeons,  plastic 
surgeons,  x-ray  therapists,  dermatologists,  immuno- 
therapists,  cryosurgeons,  and  pathologists. 

The  format  will  consist  of  lectures,  panel  discussions, 
surgical  films,  and  video  tapes. 

For  additional  information:  Lenox  Hill  Hospital,  De- 
partment of  Ophthalmology,  100  East  77th  Street,  New 
York,  N.Y.  10021. 

Workshop-course 

“The  Coney  Island  Hospital,  in  conjunction  with  the 
State  University  of  New  York-Downstate  Medical  Center, 
will  hold  a course  entitled  “Patient  Management  Approach 
in  Internal  Medicine.”  This  workshop-course  will  meet 
weekly  on  Wednesday  evenings  from  7 p.m.  to  9 p.m.  for 
20  consecutive  sessions  beginning  November  2,  1977. 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 

continued  on  page  1876 
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LIBRIUM 

(chlordiazepoxideHC!) 

5 mg, 10  mg,  25  mg  capsules 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  admin- 
istering to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 
the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido- 
all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  oc- 
casionally, making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy. 

Supplied:  Librium1"'  Capsules  containing  5 
mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs^  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley  New  Jersey  07110 


Librium  has  often  set  the  standard  tor  safe,  effec- 
tive antianxiety  therapy.  It  generally  offers  a favorable 
benefits- to- risk  ratio.  Seldom  associated  with  serious  side 
effects  (the  most  common  are  dose-related  and  thus 
largely  avoidable),  Librium  rarely  affects  the  cardiovas- 
cular or  respiratory  system,  rarely  interferes  with  mental 
acuity.  However,  as  with  all  CNS-acting  dmgs,  patients 
should  be  cautioned  against  hazardous  activities  requir- 
ing complete  mental  alertness,  and  against  using  Librium 
in  combination  with  alcohol. 

An  effective  antianxiety  agent,  Librium  is,  most 
important,  one  of  the  safest  antianxiety  agents  available. 


AN  OUTSTANDING  RECORD 
OF  SAFETY 


THAT’S  WHAT  MAKES 

LIBRIUM  LIBRIUM  ® 

chlordiazepoxide  HCI/Rochs 

fSSS  SUSS  JSSS 

THE  ANXIETY-SPECIFIC 

<R0 

Please  see  summary  of  product  information  on  opposite  page.  \ 
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Emphasis  will  be  on  the  management  of  patients  with  a 
variety  of  medical  problems  and  will  encompass  all  the 
subspecialties  of  internal  medicine.  For  further  infor- 
mation contact  the  Department  of  Medicine,  Coney  Island 
Hospital,  2601  Ocean  Parkway,  Brooklyn,  New  York  11235 
or  Telephone  (212)  743-4219.” 

New  York  State 

Cancer  Programs  Association,  Inc. 

New  York  State  Cancer  Programs  Association,  Inc., 
announces  “The  Community  Hospital  Cancer  Patient,  the 
Practicing  Physician,  Adjuvant  Therapy,  and  the  NCI- 
Designated  Comprehensive  Cancer  Center — How  Do  They 
Interact?”  on  Saturday,  November  5, 1977,  at  The  Plaza 
Hotel,  Fifth  Avenue  at  59th  Street,  New  York,  N.Y. 

This  program  is  approved  for  five  hours  of  Category  I 
credit  for  the  physicians  recognition  award  of  the  American 
Medical  Association  under  the  auspices  of  the  Mary  Imo- 
gene  Bassett  Hospital,  Cooperstown,  New  York,  and  Co- 
lumbia University  College  of  Physicians  and  Surgeons. 

Postgraduate  teaching  day 

A postgraduate  teaching  day  on  “Arterial  Blood  Gas 
Abnormalities  and  Their  Interpretation”  will  be  presented 
on  November  6,  1977,  from  9:00  a.m.  to  5:30  p.m.,  at 
Queens-Hospital  Center  Affiliation/Long  Island  Jewish- 
Hillside  Medical  Center.  Sponsored  by  the  Division  oP 
Pulmonary  Medicine,  Department  of  Medicine,  Queens 
Hospital  Center  Affiliation  of  Long  Island  Jewish-Hillside 
Medical  Center  and  Health  Sciences  Center,  State  Uni- 
versity of  New  York  at  Stony  Brook,  the  morning  session 
will  be  devoted  to  didactic  lectures  dealing  with  mecha- 
nisms of  hypoxia,  etiologies,  and  pathophysiology  of  acute 
and  chronic  hypercapnia  and  hypocapnia,  and  a clinical 
approach  to  the  analysis  of  mixed  acid  base  distur- 
bances. 

The  afternoon  session  will  consist  of  workshops  where 
participants  will  actively  participate  in  discussion  of  case 
histories,  which  will  be  distributed  at  the  time  of  regis- 
tration. 

This  Continuing  Medical  Education  offering  meets  the 
criteria  for  8 hours  of  credit  in  Category  1 for  the  Physi- 
cian’s Recognition  Award  of  the  American  Medical  Asso- 
ciation. Application  has  been  made  for  credit  from  the 
New  York  State  Nurses  Association,  American  Academy 
of  Family  Physicians,  and  the  American  Association  of 
Respiratory  Therapists. 

For  further  information:  F.  Khan,  M.D.,  Physician- 
in-Charge,  Pulmonary  Medicine,  Queens  Hospital  Center, 
82-68  164th  Street,  Jamaica,  New  York  11432,  telephones: 
(212)  990-2091,2092. 


Postgraduate  course 

The  postgraduate  course,  “Clearing  the  Respiratory 
Tract — Physiopathology  and  Therapeutics”  will  be  pre- 
sented by  the  American  College  of  Chest  Physicians.  This 
educational  program  is  cosponsored  by  the  State  Univer- 
sity of  New  York,  Downstate  Medical  Center  and  the  New 
York  University  Postgraduate  Medical  School.  Course 
director  is  Maurice  J.  Dulfano,  M.D.,  chief,  respiratory  care 
center,  Veterans  Administration  Hospital  and  associate 
professor  of  medicine,  State  University  of  New  York, 
Downstate  Medical  Center,  Brooklyn.  The  course  will  be 
held  at  the  New  York  Sheraton,  New  York,  New  York, 
November  28-30, 1977. 

For  further  information,  please  contact:  Mr.  Dale  E. 
Braddy,  Director  of  Education,  American  College  of  Chest 
Physicians,  911  Busse  Highway,  Park  Ridge,  Illinois 
60068. 

Second  pediatric 
nephrology  symposium 

The  second  pediatric  nephrology  symposium  will  be 
sponsored  by  Georgetown  University  and  the  San  Juan 
City  Hospital,  Condado  Beach  Hotel,  San  Juan,  Puerto 
Rico,  December  6 to  9,  1977. 

Topics  include:  Nephrologic  Problems  of  the  Newborn; 
Evaluation  of  the  Patient  with  Renal  Disease;  Treatment 
of  Renal  Disease;  Systemic  Disease  and  the  Kidney;  Renal 
Physiology;  Dialysis  and  Transplantation.  Speakers  are 
internationally  known  in  the  field  of  nephrology. 

Acreditation  in  Category  I for  the  Physician’s  Recogni- 
tion Award  has  been  applied  for. 

For  information  write:  Jose  F.  Pascual,  M.D.,  P.O.  Box 
3342,  Old  San  Juan,  Puerto  Rico  00904. 

International  symposium 

An  international  symposium  on  “The  Dying  Human” 
will  be  held  January  15  to  20, 1978,  in  Tel  Aviv,  Israel.  For 
additional  information  write:  Organizing  Committee,  P.O. 
Box  16271,  Tel  Aviv,  Israel. 

Postgraduate  seminar 

A postgraduate  seminar  will  be  held  in  New  York  City 
at  the  New  York  Hilton  Hotel  at  Rockefeller  Plaza,  March 
31  through  April  2, 1978.  The  postgraduate  seminar  is  the 
meeting  of  the  American  Urological  Association  sponsored 
by  the  New  York  Section  of  the  American  Urological  As- 
sociation. 

General  urology  will  be  covered  and  in  addition  one  day 
will  be  devoted  to  oncology  of  both  the  adult  and  pediatric 
patient.  Cross-sectional  anatomy  and  uroradiology  will 
be  covered  entirely.  The  seminar  director  is  Russell  W. 
Lavengood,  M.D.,  65  East  66th  Street,  New  York,  New 
York  10021  (telephone)  212-744-8801,  8802. 
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Jara,  F.,  Takita,  H.,  and  Kao,  U.  N.  M.:  Malignant 
mesothelioma  of  pleura;  clinicopathologie  observation, 
New  York  State  J.  Med.  77:  1885  (Oct.)  1977. 

Clinicopathologie  studies  of  26  patients  with  malignant 
mesothelioma  of  pleura  are  presented.  The  most  frequent 
presenting  symptom  was  chest  pain  The  initial  chest  x-ray 
film  showed  the  presence  of  pleural  effusion  in  all  the  cases. 
In  our  experience,  cytologic  diagnosis  from  pleural  fluid 
was  not  reliable  and  in  19  of  26  cases,  open  biopsy  was 
necessary  for  diagnosis.  Radiation  therapy  alone  was  not 
effective.  Of  19  chemotherapeutic  agents,  four  drugs 
showed  some  activity  against  malignant  mesothelioma; 
they  are:  5-fluorouracil,  cyclophosphamide,  doxorubicin 
hydrochloride,  methotrexate,  and  methyl  GAG.  Patients 
survived  1.5  to  67  months  with  a median  of  five  months. 

Murphy,  G.  P.:  Chemotherapy  of  bladder  cancer;  current 
progress,  New  York  State  J Med.  77: 1889  (Oct.)  1977. 

The  chemotherapy  of  bladder  cancer,  superficial  or  ad- 
vanced, is  still  in  an  early  stage  of  development.  Five  drugs 
to  date  have  received  a minimal  significant  evaluation. 
The  fact  that  all  five,  Adriamycin,  5-fluorouracil,  mito- 
mycin C,  platinum,  and  cyclophosphamide,  show  some 
evidence  of  activity,  indicates  a potential  responsiveness 
to  chemotherapy  which  should  be  exploited  further  under 
controlled  clinical  trials.  The  effects  of  such  agents  as  the 
nitrosoureas,  bleomycin,  and  actinomycin  D as  a combi- 
nation chemotherapeutic  approach  will  be  of  further  in- 
terest. Other  combinations  must  be  carefully  studied  for 
responses.  The  primary  need  in  bladder  cancer  therapy 
today  is  an  effective  modality,  with  minimal  toxicity,  ca- 
pable of  eradicating  tumor  cells  remaining  after  surgery 
and  radiotherapy  have  accomplished  their  major  tumor  cell 
kill  function.  Our  current  trials  would  indicate  that  che- 
motherapy offer  some  potential  for  fulfilling  this  require- 
ment. 

Farber,  I.:  Manic-depressive  psychoses,  New  York  State 
J Med.  77: 1904  (Oct.)  1977. 

In  past  years  there  has  been  a steady  decline  in  the  in- 
cidence of  manic-depressive  psychoses.  More  recently, 
with  the  use  of  lithium  in  treating  this  illness,  and  the 
marked  increase  in  the  medical  and  nonmedical  literature 
concerning  manic-depressive  psychoses,  the  impression 
has  been  that  the  incidence  is  much  higher  than  in  the  past. 
However,  careful  study  of  the  illness  shows  that  there  has 
not  been  any  significant  rise  in  the  incidence  of  manic- 
depressive  psychoses. 

Siris,  J.  H.,  Werner,  W.  L.,  and  Pippenger,  C.  E.:  Epi- 
lepsy associated  with  mental  illness;  nature  and  manage- 
ment, New  York  State  J.  Med.  77:  1906  (Oct.)  1977. 

The  relatively  high  incidence  of  epilepsy  associated  with 
mental  illness  is  largely  accounted  for  by  patients  with 
brain  damage.  While  a schizophrenia-like  picture  may 
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Editorials 


The  A.M.A.  rides  with  the  punch 

If  we  in  organized  medicine  say  “no”  to  any  form 
of  national  health  insurance,  we  are  going  to  be  called 
negative  and  obstructive,  are  bound  to  be  outshouted 
and,  perhaps,  undone  by  the  labor-liberal  group  with 
their  strong  “yes.” 

Certainly  the  Carter  Administration  will  have  a 
“yes”  once  three  preconditions  are  met.  These 
preconditions  are  (1)  reorganization  of  the  Depart- 
ment of  Health,  Education,  and  Welfare,  (2)  welfare 
reform,  and  (3)  cost  controls  (as  embodied  in  the 
proposed  ceiling,  or  “cap”  on  hospital-cost  increases) 
are  initiated.  The  Administration’s  commitment  to 
NHI  is  indicated  by  the  Advisory  Committee  on 
National  Health  Insurance  issues  appointed  by 
HEW.  In  announcing  the  appointments,  HEW 
Secretary  Joseph  A.  Califano,  Jr.,  said  “NHI  is  a 
cornerstone  in  the  structure  of  the  President’s  do- 
mestic policy.”  We  can  be  on  the  lookout  for  the 
Administration  tooffer  an  NHI  proposal  next  year — 
and  strive  to  get  it  enacted  before  the  1980  elections. 
This  proposal  is  likely  to  defer  to  the  principal  ele- 
ments of  the  Kennedy-Corman-labor  NHI  bills — the 
way  the  1976  Democratic  platform  did. 

Senator  John  G.  Tower,  of  Texas,  has  stated,  “The 
most  viable  means  of  avoiding  the  Kennedv-Corman 


Danger  ahead:  rationing  of  care 

In  medicine,  as  in  all  other  purchases,  the  buyer 
finally  gets  what  he  pays  for.  As  always,  let  the  buyer 
beware!  Prices  of  care  cannot  be  harshly  cut  without 
some  effect  on  quality  or  quantity  of  care.  The 
government’s  cluster  of  programs  and  proposals  for 
containing  costs  is  made  to  look  like  pure  benefit  for 
the  patient,  without  any  actual  loss  on  his  part.  On 
analysis,  what  it  generally  boils  down  to  however,  is 
rationing  of  care. 

This  was  the  central  point  and  the  central  danger 
noted  by  Richard  E.  Palmer,  M.D.,  at  the  AMA’s 
annual  convention  last  June.  Dr.  Palmer  identified 
rationing  of  care  as  the  common  denominator  of  all 
the  proposed  restraints  in  the  control  of  surgery  and 
all  other  expenditures  covered  by  public  funds, 
HMOs,  the  Health  Planning  Act  of  1974,  the  push  for 


version  of  socialized  medicine  is  to  oppose  it  with 
more  reasonable  alternatives.”  Congressman  Paul 
G.  Rogers,  of  Florida,  has  said,  “It  is  my  view  that  to 
simply  oppose  legislation  without  offering  alterna- 
tives rarely  is  an  effective  approach  on  Capitol  Hill.” 
The  American  Medical  Association’s  comprehensive 
health  insurance  measure  should  be  considered  as  a 
reasonable  alternative. 

The  AMA  recognizes  that  most  of  the  general 
public  (the  ultimate  arbiter  on  the  issue)  wants  a 
NHI  bill.  The  majority,  according  to  a recent  Gallup 
Poll,  want  a form  of  it  that  is  largely  free  of  Federal 
involvement  and  funding.  A plurality — 39  percent 
of  the  people  polled — want  a version  that  tallies 
pretty  much  with  the  AMA  bill.  The  AMA  measure 
would  preserve  the  private  thrust  of  care  and  its  fi- 
nancing. It  would  depend  principally  on  em- 
ployer-employee contributions  and  apply  Federal 
funds  only  for  the  poor  and  jobless.  Funds  for  the 
latter  would  come  from  general  revenue — not  from 
any  special  levy — like  the  present  runaway  Social 
Security  tax.  In  short,  here’s  a bill  that  would  pre- 
serve our  professional  freedom  and  yet  honor  the 
public’s  wants  and  needs. 

A.  M.  A. 


generic  drugs,  and  the  proposed  “cap”  on  hospital 
charges.  All  this,  undoubtedly,  is  but  a prelude  to 
the  Administration’s  National  Health  Insurance 
proposal. 

On  the  proposed  ceiling  on  hospital  charges:  “Is 
it  not  predictable  that  the  most  creative,  resourceful, 
and  conscientious  hospitals  would  suffer  from  such 
an  economic  artifice?  Further,  in  treating  all  hos- 
pitals alike,  would  not  “cap”  penalize  those  that  are 
already  efficient,  as  a Senate  health  expert  was 
quoted?” 

Apropos  hospitals,  it  also  must  be  recognized  that 
some  of  them  lack  efficiency;  that  some  communities 
have  too  many  empty  beds,  and  that  costs — the 
number  one  health-care  concern  of  the  public  and  of 
all  in  the  health  care  industry — must  be  restrained 
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without  disastrous  effect  on  quality.  The  medical 
field — through  such  means  as  the  AMA’s  Commis- 
sion on  the  Cost  of  Medical  Care — must  do  its  prac- 
tical best  to  discourage  or  control  Federal  rationing 
of  health  services.  Shrinkage  of  service  also  could 
be  the  upshot  of  any  NHI  program  that  would  ape 
Britain’s  National  Health  Service,  said  Doctor 
Palmer,  for  it  has  happened  there. 

In  the  matter  of  HMOs,  Dr.  Palmer  noted  that 
these  have  been  hailed  on  Capitol  Hill  as  “ammuni- 
tion” against  rising  medical  costs.  But  he  wondered 
what  about  the  amount  and  above  all  the  quality  of 
care?  Recent  studies  indicate  that  HMO  physicians 
see  their  patients  less  often  and  give  less  personal  and 
other  scientific  medical  service — including  preven- 
tive care — than  do  fee-for-service  physicians. 

As  he  summed  up:  “No  individual — and  ours  is 
a nation  of  individuals — wants  his  own  personal  care 
to  fall  victim  to  cost-effective  common  denominators. 
No  individual  wants  his  own  particular  care  to  be 
rationed.”  Physicians  at  the  local  level  should  get 
this  point  across — as  the  government  sharpens  its  ax 
against  costs — what  may  well  be  very  necessary  costs 
too. 

A Harris  poll  of  public  opinion  revealed  an  even 
division  between  the  Carter  Administration’s  pro- 
posed nine  percent  “cap”  on  hospital  revenues  and^ 
the  alternative  proposal  of  Senator  Herman  Tal- 
madge.  Nearly  two  thirds  of  the  people  feel  that 
price  controls  on  hospital  revenues,  without  simul- 
taneous controls  on  labor  and  supplies,  is  unfair — 
and  realistically  quite  impossible.  A sizable  majority 
believes  that  increased  government  involvement  will 
add  to  hospital  costs  without  improving  quality. 

New  laws  increasing  minimum  wages  are  bound  to 
affect  hospital  costs  dramatically  and  drastically. 
It  may  intensify  the  spiralling  cost  and  increase  of 
hospital  bills  markedly. 

These  were  some  of  the  major  findings  of  a national 


opinion  survey  conducted  during  July  by  Louis 
Harris  & Associates  for  the  Federation  of  American 
Hospitals  (FAH).  “Clearly,  the  public  wants  rising 
hospital  costs  curtailed.  But  they  do  not  want  more 
government  control  of  the  system.” 

The  Harris  survey  concludes:  “It  is  evident  that 
the  American  people  are  sharply  divided  on  the  two 
alternative  approaches,  which  have  surfaced  recently 
in  Washington,  on  how  to  control  hospital  costs  and 
revenues.  That  the  issue  is  a major  one  and  that  the 
public  is  financially  hurting  is  not  hard  to  document. 
There  is  no  doubt  that  people  want  to  keep  hospital 
and  all  other  health  costs  in  line.  But  there  is  a deep 
public  aversion  to  Federal  promises  of  controlling 
costs.  There  is  a preference  for  local  community 
control  rather  than  by  either  the  state  or  Federal 
establishment.” 

“The  survey  data  demonstrates  that  the  public 
believes  that  many  factors  contribute  to  the  rapidly 
increasing  expenses  such  as  physicians’  fees,  complex 
equipment,  malpractice  insurance,  energy  costs,  in- 
creased tests  and  procedures,  poor  management,  and 
high  construction  costs  are  much  more  important  in 
accounting  for  increased  medical  costs.”  “It  also 
reveals  that  Americans  firmly  believe  that  the  quality 
of  care  being  delivered  in  hospitals  today  has  im- 
proved over  the  past  five  years,”  he  added. 

“The  Carter  proposal,”  Michael  D.  Bromberg, 
National  Director  of  Federation  of  American  Hos- 
pitals said,  “arbitrarily  places  a ‘cap’  on  expenditures 
for  all  hospitals  while  goods  and  services,  such  as 
diagnostic  tests  and  energy,  are  outside  controls. 
Further,  the  plan  calls  for  a rationing  of  dollars  for 
capital  improvement.  This  means  no  more  progress 
and  is  contrary  to  public  sentiment.”  “An  arbitrary, 
simplistic  ‘cap’  on  costs  has  tremendous  appeal,”  but 
where  is  there  any  insistance  or  provision  for  main- 
taining quality  of  service. 

A.M.  A. 
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“I’m  just  a 
shadow  of  what 
I used  to  be.” 


That  is  what  depressed  individuals 
may  feel  is  the  substance  of 
their  being.  There  is  no  pleasure, 
no  joy  — nothing  grows  — and  in  the 
cold  shadow  of  depression  their 
activities  are  inhibited,  while  ini- 
tiative may  be  eroded  or  des- 
troyed. The  tragedy  is  that  they 


can  see  that  others  are  able  to 
live  on  the  brighter  side  but  they, 
themselves,  cannot  reach  it  on 
their  own. 

Your  experience  in  treating 
depression,  and  Tofranil-PM 
can  help  light  the  way. 


Tofranil-PM’ 

imipramine  pamoate  Geigy 

Unsurpassed  effectiveness 
among  tricyclics  in  relieving  symptoms 
of  anxious  depression. 


Before  prescribing  Tofranil-PM.  please  review  a summary  of  the 
prescribing  information  on  the  back  of  this  page. 
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Tofranil-PM 

imipramine  pamoate 

As  anxiety,  agitation,  sleep 
disturbances,  and  other 
depressive  symptoms  are 
relieved,  mood  and  motivation 
may  be  markedly  improved. 

Patients  are  usually  alert  and 
capable  of  functioning  at  more 
normal  levels  of  behavior. 


Tofranil-PM" 

brand  of  imipramine  pamoate 


Indications:  For  the  relief  of  symptoms  of  depression 
Endogenous  depression  is  more  likely  to  be  alleviated 
than  other  depressive  states. 

Contraindications:  The  concomitant  use  of  monoamine 
oxidase  inhibiting  compounds  is  contraindicated.  Hyper- 
pyretic  crises  or  severe  convulsive  seizures  may  occur  in 
patients  receiving  such  combinations.  The  potentiation  of 
adverse  effects  can  be  serious,  or  even  fatal.  When  it  is 
desired  to  substitute  Tofranil-PM.  brand  of  imipramine 
pamoate,  in  patients  receiving  a monoamine  oxidase  in- 
hibitor, as  long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days.  Initial 
dosage  should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed.  The  drug  is  contraindicated 
during  the  acute  recovery  period  after  a myocardial  infarc- 
tion. Patients  with  a known  hypersensitivity  to  this  com- 
pound should  not  be  given  the  drug.  The  possibility  of 
cross-sensitivity  to  other  dibenzazepme  compounds 
should  be  kept  in  mind 

Warnings:  Usage  in  Pregnancy  Safe  use  of  imipramine 
during  pregnancy  and  lactation  has  not  been  established; 
therefore,  in  administering  the  drug  to  pregnant  patients, 
nursing  mothers,  or  women  of  childbearing  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards.  Animal  reproduction  studies  have  yielded  incon- 
clusive results.  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
but  a causal  relationship  has  not  been  confirmed. 

Extreme  caution  should  be  used  when  this  drug  is  given 
to; 

— patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia. 

— patients  with  increased  intraocular  pressure,  history  of 
urinary  refention.  or  history  of  narrow-angle  glaucoma 
because  of  the  drug's  anticholinergic  properties, 

— hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity; 

— patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold; 

— patients  receiving  guanethidine  or  similar  agents  since 
imipramine  may  block  the  pharmacologic  effects  of 
these  drugs 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  operating  an  automobile  or 
machinery,  the  patient  should  be  cautioned  accordingly. 
Usage  in  Childron  Tofranil-PM,  brand  of  imipramine 
pamoate,  should  not  be  used  in  children  of  any  age  be- 
cause of  the  increased  potential  for  acute  overdosage 
due  to  the  high  unit  potency  (75  mg,,  100  mg,.  125  mg 
and  150  mg.).  Each  capsule  contains  imipramine 
pamoate  equivalent  to  75  mg  , 100  mg.,  125  mg  or  150 
mg  imipramine  hydrochloride 

Precautions:  It  should  be  kept  in  mind  that  the  pos  .ibility 
of  suicide  in  seriously  depressed  patients  is  inherent  in 


UeJgy 


Tofranil-PM  encourages  patient 
compliance  because  one 
capsule  lasts  from  bedtime  to 
bedtime. 

Good  results  are  usually  seen 
at  the  starting  dose  of  one 
75-mg  capsule  h.s. 

For  many  patients,  dosage  can 
be  safely  increased  to  150  mg 
daily. 


the  illness  and  may  persist  until  significant  remission  oc- 
curs. Such  patients  should  be  carefully  supervised  during 
the  early  phase  of  treatment  with  Tofranil-PM,  brand  of 
imipramine  pamoate,  and  may  require  hospitalization. 
Prescriptions  should  be  writtearior  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur,  particularly  in 
patients  with  cyclic  disorders.  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug  If  needed,  Tofranil-PM, 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow 
An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazine. 

In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropine-like  effects  may  become  more 
pronounced  (e  g , paralytic  ileus).  Close  supervision  and 
careful  adjustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomimet- 
ic amine  (e.g.,  adrenalin,  noradrenalin),  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines. 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects. 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  reported 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards;  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  heart  block, 
stroke,  falls. 

Psychiatric.  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions;  anxiety, 
restlessness,  agitation;  insomnia  and  nightmares, 
hypomania;  exacerbation  of  psychosis 
Neurological dumbness,  tingling,  paresthesias  of  ex- 
tremities; incoordination,  ataxia,  tremors;  peripheral 
neuropathy,  extrapyramidal  symptoms,  seizures,  altera- 
tions in  EEG  patterns;  tinnitus 

Anticholinergic  Dry  mouth,  and,  rarely,  associated  sub- 
lingual adenitis  blurred  vision,  disturbances  of  accommo- 
dation, mydriasis;  constipation,  paralytic  ileus;  urinary  re- 
tention. delayed  micturition,  dilation  of  fhe  urinary  tract 
Allergic  Skin  rash,  petechiae,  urticaria,  itching,  photosen- 


As with  all  tricyclics,  sedation 
may  occur.  Please  caution 
patients  against  driving  or  oper- 
ating dangerous  machinery. 

Each  capsule  contains 
imipramine  pamoate  equivalent 
to  75,  100, 125  or  150  mg  of 
imipramine  hydrochloride. 


sitization  (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  of  face  and  tongue);  drug  fever;  cross- 
sensitivity with  desipramine 

Hematologic:  Bone  marrow  depression  including  agran- 
ulocytosis; eosmophilia;  purpura;  thrombocytopenia. 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression. 
Gastrointestinal:  Nausea  and  vomiting,  anorexia,  epigas- 
tric distress,  diarrhea,  peculiar  taste,  stomatitis,  abdominal 
cramps,  black  tongue 

Endocrine:  Gynecomastia  in  the  male;  breast  enlarge- 
ment and  galactorrhea  in  the  female;  increased  or  de- 
creased libido,  impotence,  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

Other:  Jaundice  (simulating  obstructive);  altered  liver 
function;  weight  gain  or  loss;  perspiration;  flushing;  uri- 
nary frequency;  drowsiness,  dizziness,  weakness  and 
fatigue;  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms:  Though  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise. 

Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with  75 
mg./day.  This  may  be  increased  to  150  mg./day  which  is 
the  dose  level  which  usually  obtains  optimum  response.  If 
necessary,  dosage  may  be  increased  to  200  mg./day. 
Dosage  should  be  modified  as  necessary  by  clinical  re- 
sponse and  any  evidence  of  intolerance.  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divided 
daily  doses 

Hospitalized  patients  should  be  started  on  a once-a-day 
basis  with  100-150  mg./day  and  may  be  increased  to  200 
mg./day  Dosage  should  be  increased  to  250-300  mg./day 
if  there  is  no  response  after  two  weeks 
Following  remission,  maintenance  medication  may  be  re- 
quired for  a longer  period  of  time  at  the  lowest  dose  that 
will  maintain  remission.  The  usual  adult  maintenance 
dosage  is  75-150  mg./day  on  a once-a-day  basis,  prefer- 
ably at  bedtime 

In  adolescent  and  geriatric  patients,  capsules  of  Tofranil- 
PM,  brand  of  imipramine  pamoate,  may  be  used  when 
total  daily  dosage  is  established  at  75  mg.  or  higher.  It  is 
generally  unnecessary  to  exceed  100  mg./day  in  these 
patients.  This  dosage  may  be  given  once  a day  at  bed- 
time or,  if  needed,  in  divided  daily  doses. 

How  Supplied:  Tofranil-PM,  brand  of  imipramine 
pamoate:  Capsules  of  75.  100,  125  and  150  mg.  (Each 
capsule  contains  imipramine  pamoate  equivalent  to  75, 
100,  125  or  150  mg.  of  imipramine  hydrochloride.) 

(B)  98-146-840-A(9/75)  667120 

For  complete  details,  including  dosage  and  adminis- 
tration, please  refer  to  the  full  prescribing  information. 
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Malignant 
Mesothelioma  of 
Pleura 

Clinicopa  thologic  observa  lion 


Clinicopathologic  studies  of  26  patients  with  malig- 
nant mesothelioma  of  pleura  are  presented.  The 
most  frequent  presenting  symptom  was  chest  pain. 
The  initial  chest  x-ray  film  showed  the  presence  of 
pleural  effusion  in  all  the  cases.  In  our  experience, 
cytologic  diagnosis  from  pleural  fluid  was  not  reliable 
and  in  19  of  26  cases,  open  biopsy  was  necessary  for 
diagnosis.  Radiation  therapy  alone  was  not  effective. 
Of  19  chemotherapeutic  agents,  four  drugs  showed 
some  activity  against  malignant  mesothelioma;  they 
arc:  5-fluorouracil,  cyclophosphamide,  doxorubicin 
hydrochloride,  methotrexate,  and  methyl  GAG. 
Patients  survived  1.5  to  67  months  with  a median  of 
five  months. 
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During  the  past  decade,  an  increased  number  of 
reports  on  malignant  mesothelioma  of  pleura  have 
been  published,  but  most  of  the  literature  deals  with 
the  epidemiologic,  etiologic,  and  pathologic  factors. 
Since  the  incidence  of  malignant  pleural  mesotheli- 
oma is  relatively  small,  no  prospective  therapeutic 
trial  has  been  reported  to  this  date. 

To  understand  the  clinicopathologic  features  and 
to  improve  the  therapeutic  management,  we  re- 
viewed the  cases  of  malignant  pleural  mesothelioma 
observed  at  Roswell  Park  Memorial  Institute  in  the 
past  20  years. 

Patients 

During  a period  between  1956  and  1975,  26  pa- 
tients with  malignant  mesothelioma  of  the  pleura 
were  treated  at  Roswell  Park  Memorial  Institute;  8 
patients  were  female  and  18  were  male,  with  a range 
in  age  from  30  to  76  years.  In  addition  to  these  26 
patients,  there  were  9 cases  of  mesothelioma  origi- 
nating from  the  peritoneum  and  2 cases  from  the 
tunica  vaginalis;  however,  these  11  cases  are  excluded 
from  this  series. 


Symptoms 

The  presenting  symptoms  are  shown  in  Table  I. 
The  most  common  symptom  was  chest  pain,  and  it 
was  recorded  in  22  of  26  patients.  Dyspnea  was 
present  in  16  patients  and  cough  in  6.  A variety  of 
symptoms  including  weight  loss,  anorexia,  fever,  and 
vomiting  were  present  in  9 patients.  One  patient  was 
asymptomatic  and  the  diagnosis  was  made  on  a 
routine  chest  x-ray  film  study.  One  patient  had 
episodes  of  hypoglycemia  requiring  repeated  intra- 
venous infusion  of  hypertonic  glucose  solutions. 

History  of  smoking  was  obtained  in  17  patients  (65 
percent);  10  patients  (38  percent)  had  a history  of 
exposure  to  asbestos. 

X-ray  film  findings 

On  x-ray  film,  pleural  effusion  was  observed  in  all 
the  cases.  Ill-defined  infiltrations  of  the  lung  par- 
enchyma were  observed  in  seven  cases  (27  percent). 
Other  findings  on  chest  x-ray  film  are  shown  in  Table 

II. 

Diagnosis 

Pleural  fluid  was  available  for  cytologic  evaluation 
in  20  patients;  11  tested  out  negative  for  malignant 
cells,  2 were  considered  suspicious.  In  eight  patients, 
malignant  cells  were  reported;  however,  the  cytolo- 
gists  could  not  determine  their  type.  In  only  one  case 
were  malignant  cells  reported  as  compatible  with 
mesothelioma,  and  this  was  later  proved  by  autop- 
sy- 
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TABLE  I.  Malignant  mesothelioma  of  pleura 


Symptoms 

Number  of 
Patients 

Percent 

Chest  pain 

22 

78.57 

Dyspnea 

16 

57.14 

Cough 

6 

21.42 

Weight  loss 

4 

12.28 

Anorexia 

2 

7.14 

Fever 

2 

7.14 

' Vomiting 

i 

3.51 

None 

i 

3.57 

TABLE  II.  Malignant  mesothelioma  of  pleura,  chest 
x-ray  films  findings 


Findings 

Number  of 
Patients 

Percent 

Pleural  effusion 
Unilateral 

24 

92.3 

Bilateral 

2 

7.7 

Pleural  thickening 

4 

14 

Lung  infiltrates 

7 

25 

Pneumothorax 

i 

3.6 

TABLE  III.  Malignant  mesothelioma  of  pleura — 
histopathologic  findings 


Cases 

Papillary 

Gland- 

ular, 

Carci- 

noma- 

Like 

Spindle 

Cells 

Fibrous 

Giant 

Cells 

/ 

Psam- 

moma 

Body 

Biopsy 

1 

+ 

-1- 

+ 

— 

2 

+ 

+ 

- 

- 

3 

+ 

- 

- 

- 

4 

+ 

- 

- 

- 

5 
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- 

- 

- 

6 

+ 

— 
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— 

7 

+ 

- 

- 

- 

8 

f 
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- 

- 

9 

+ 

- 

- 

- 

10 

+ 

- 

- 

- 

11 

- 

- 

+ 

— 

Autopsy 

12 

+ 

- 

- 

-1- 

13 

+ 

- 

- 

— 

14 

+ 

- 

- 

- 

15 

+ 

— 

— 

— 

16 

+ 

- 

- 

+ * 

+ 

17 

+ 

- 

- 

18 

+ 

- 

- 

- 

* Also  had  squamous  cell  carcinoma  element. 


Correct  diagnosis  of  mesothelioma  was  made  by 
thoracotomy  in  19  patients,  by  needle  biopsy  in  3 
cases,  and  by  cytology  of  pleural  fluid  in  1 case.  In 
three  patients,  diagnosis  of  mesothelioma  was  con- 
firmed at  the  time  of  autopsy. 

Histopathologic  findings  (Table  III) 

Review  of  the  pathology  slides  revealed  fairly 
uniform  cells  forming  predominantly  papillary  areas 
with  clefts  and  gland-like  spaces  in  the  majority  of 
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FIGURE  1.  Electron  micrograph  of  malignant  mesothelioma 
cell.  (A)  Bushy  long  microvilli  (original  magnification  X 
8,000).  (B)  Electron  micrograph  of  malignant  mesothelioma 
cell  showing  small  cytoplasmic  fibrils  and  glycogen  granules 
(arrow)  (original  magnification  X 22,000)  (lead  citrate  and 
uranyl  acetate). 


the  cases.  Three  cases  had  papillary  and  tubular 
elements  blended  with  spindle  cells,  which  in  turn 
showed  transition  toward  fibroblastic  elements  and 
collagen.  In  one  case,  the  cells  were  predominantly 
fibroblastic,  with  interlacing  irregularly  arranged 
plump  spindle  cells,  and  mitoses  were  also  noted. 

Two  cases  at  autopsy  showed  multinucleated  bi- 
zarre giant  cells  thought  to  be  the  effect  of  chemo- 
therapy. In  two  cases,  an  apparent  transition  was 


TABLE  IV.  Malignant  mesothelioma  of  pleura  autopsy 
findings,  15  cases 


Number  of 

Organ  Involved 

Patients 

Percent 

Peritoneum  and  omentum 

8 

53.33 

Opposite  lung 

6 

40 

Heart 

5 

33.33 

Liver 

5 

33.33 

Intestine 

4 

26.66 

Bones — vertebra 

3 

20 

Kidnev 

3 

20 

Lymph  nodes — mediastinal  2, 
1 

Stomach 

axillary  3 

2 

20 

13.33 

Spleen 

2 

13.33 

Ovaries 

2 

13.33 

Bladder 

2 

13.33 

Pancreas 

2 

13.33 

Adrenals 

2 

13.33 

Scrotum 

i 

6.66 

Gallbladder 

i 

6.66 

seen  toward  benign  flat  and  cuboidal  mesothelial 
cells.  In  one  instance,  a psammoma  body  was  found. 
In  two  autopsy  cases,  the  diagnosis  of  mesothelioma 
was  made  by  exclusion  of  other  malignant  diseas- 
es. 

Electron  microscopy  revealed  polygonal  epithelial 
cells  with  slightly  tabulated  and  indented  nuclei. 
Cytoplasm  contained  moderate  amounts  of  glycogen 
occurring  in  clumps.  Features  that  distinguished 
these  from  adenocarcinoma  were:  (1)  the  presence 
of  numerous  bushy  long  microvilli  which  occasionally 
interdigitated  with  neighboring  cells.  Desmosomes 
were  rare  and  inconspicuous  and  also  thin  (Fig.  1 A); 
(2)  presence  of  small  cytoplasmic  fibrils  concentrated 
toward  the  cell  border  (Fig.  IB). 


Survival 

The  overall  survival  time  ranged  from  one  month 
to  12  years  from  the  time  of  diagnosis,  and  median 
survival  rate  was  5 months,  excluding  three  cases  in 
which  diagnosis  was  made  at  autopsy.  Of  28  pa- 
tients, 9 survived  more  than  one  year,  and  3 patients 
survived,  respectively,  53  months,  67  months,  and  12 
years. 

Autopsy 

Autopsy  studies  of  15  patients  showed  rather  high 
frequency  of  spread  to  other  serous  cavities  as  well 
as  hematogenous  metastases  (Table  IV).  On  the 
contrary,  it  is  of  interest  that  in  only  20  percent  of  the 
cases  was  regional  lymph-node  involvement  noted. 
In  three  cases,  no  evidence  of  metastasis  was  found 
at  autopsy. 

Treatment 

Four  patients  received  radiation  therapy  for  pal- 
liative purposes,  with  the  dose  ranging  from  400  to 
3,000  rads.  The  survival  time  was,  respectively,  one, 
one,  four,  and  eight  months. 

Nineteen  chemotherapeutic  agents  (single  and/or 
combination)  were  given  to  15  patients  as  listed  in 
Table  V.  The  survival  ranged  from  6 weeks  to  67 
months,  with  six  patients  surviving  more  than  one 
year. 

Two  patients  received  5-fluorouracil,  and,  in  both 
cases,  a complete  regression  of  the  lesions  was  noted. 
They  survived  67  months  and  53  months.  One  of 
these  patients  later  received  cyclophosphamide,  and 
the  disease  remained  static  temporarily.  At  present, 
one  patient  is  receiving  adriamycin  and  methotrexate 
with  citrovorum  factor  and  is  alive  with  static  con- 


TABLE  V.  Malignant  mesothelioma  of  pleura — chemotherapy 


Patients 

; Chemotherapeutic  Agents 

Survival 

Times 

1 

Mechlorethamine  hydrochloride  (IP)  and  radiation  thearpy 

1.5  (months) 

2 

Melphalan 

2 

3 

Mechlorethamine  hydrochloride 

2 

4 

Benzcarbimine  and  radiation  therapy 

3 

5 

Hexamethylmelamine.  vincristine,  and  cyclophosphamide:  doxorubicine  hydrochloride  and  radiation 

4 

therapy 

6 

Dactinomycin  and  vincristine 

4 

7 

Thiotepa*  (IP) 

8 

8 

Dactinomycin  and  vincristine:  doxorubicin  hydrochloride;  dactinomycin,  vincristine,  and  doxorubicin 

9 

hydrochloride;  procarbazine  hydrochloride 

9 

Dichloromethotrexate;  mvcophenolic  acid  and  guanazolo 

11 

10 

Thiotepa 

13 

11 

Glucosamine 

14 

12 

Nitromin 

15 

13 

Doxorubicin  hydrochloride  and  methotrexate;  citrovorum  factor  (ST.);  doxorubicin  hydrochloride  (ST.) 

21  (alive) 

14 

5-fluorouracil  (CR);  cyclophosphmide  (ST.);  5-fluorouracil.  vincristine,  cyclophosphamide,  and 

53 

methotrexate;  dacarbazine 

15 

Methyl  GAG+  (PR);  5-fluorouracil  (CR);  dacarbazine  and  doxorubicin  hydrochloride 

67 

IP  = Intrapleural;  CR  = complete  response:  PR  = partial  response;  ST  = static. 

* N.N'.N"  triethylenephosphoramide. 

* Methylglyoxal-bis-guanyl  hydrazone. 
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dition  for  21.  Other  agents,  methyl  GAG,  gave  a 
partial  response. 

Comment 

A high  incidence  of  mesothelioma  among  asbestos 
workers  has  been  reported1-3;  moreover,  in  our  series, 
and  in  others,  a high  proportion  of  the  patients  with 
mesothelioma  had  a history  of  exposure  to  asbestos 
dust.4  In  an  animal  experiment,  intraperitoneal 
injections  of  asbestos  produced  mesothelioma.5 
From  these  findings,  there  appears  to  be  a strong 
relationship  between  exposure  to  asbestos  dust  and 
occurrence  of  mesothelioma. 

Cytologic  examination  of  pleural  effusion  obtained 
by  thoracentesis  contributed  little  to  the  diagnosis 
in  that  in  only  1 case  out  of  20  was  the  correct  cyto- 
logic diagnosis  of  mesothelioma  made.  Therefore, 
in  the  majority  of  our  cases,  the  diagnosis  had  to  be 
made  by  open  biopsy  of  the  pleura.  The  clinical  di- 
agnosis of  mesothelioma  is  made  by  exclusion  of 
nonmalignant  conditions,  primary  lung  carcinomas, 
and  metastatic  tumors.  When  all  these  conditions 
are  excluded,  an  open  biopsy  of  the  lesion  should  be 
made.  Because  the  histopathologic  pictures  of 
mesothelioma  may  often  resemble  other  malignant 
conditions,  especially  bronchogenic  carcinoma,  it  is 
necessary  to  obtain  a sufficiently  large  biopsy  spec- 
imen to  establish  the  correct  pathologic  diagnosis. 

A review  of  the  literature  revealed  only  a few  re- 
ports dealing  with  the  therapeutic  results  of  pleural 
mesothelioma.  Radiation  therapy  plus  chemo- 
therapy appears  to  be  the  treatment  most  commonly 
used;  however,  the  effectiveness  of  the  treatment  is 
not  clearly  established.6-8 

Regarding  chemotherapy,  according  to  our  series 


Clinical  Clues 

— When  a person  becomes  vaccinated  with  BCG  (bacillus 
Calmette-Guerin)  vaccine,  the  tuberculin  test  result 
becomes  positive,  and  the  degree  of  positivity  cannot  be 
used  as  an  indication  of  active  tuberculosis  infection. 
The  course  of  tuberculosis  in  the  BCG-vaccinated  in- 
dividual is  ordinarily  no  different  from  that  in  the  un- 
vaccinated individual. 

— To  avoid  mistaking  Bell’s  palsy  for  facial  paralysis  of 
central  nervous  system  origin,  remember  that  a central 
lesion  usually  affects  the  lower  part  of  the  face;  the 
muscles  of  the  forehead  or  lids  are  seldom  involved. 

— The  obese  patient  who  undergoes  small-bowel  bypass 
surgery  has  a 1 -in-4  chance  of  developing  urinary  tract 
stones. 

— Oral  contraceptives  have  been  linked  with  hepatic-cell 
adenomas  and  spontaneous  liver  rupture. 

— The  failings  of  liver  scans  should  be  kept  in  mind. 
Preoperative  scans  as  compared  to  operative  findings 
show  13  per  cent  false-positive  and  23  per  cent  false- 


(19 different  agents  have  been  used)  and  the  litera- 
ture, 5-fluorouracil,  doxorubicin  hydrochloride,  cy- 
clophosphamide, and  dacarbazine  appear  to  have 
therapeutic  effects.9  The  results  of  radical  surgical 
approaches,  for  example,  extrapleural  pneumonec- 
tomy or  total  pleurectomy,  have  been  unsatisfactory 
so  far.10  Such  an  approach  may  be  considered  if  the 
disease  remains  within  the  pleura;  as  in  our  series, 
three  cases  of  localized  pleural  disease  were  noted  at 
autopsy. 

Department  of  Thoracic  Surgery 
Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  New  York  14263 
(DR.  TAKITA) 
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negative  results  as  to  the  presence  of  hepatic  metastases 
(Fee,  H.J.,  Jr.,  et  al.:  Liver  scanning  in  patients  with 
suspected  abdominal  tumor,  J.A.M.A.  230:1675 
(1974)). 

— The  pattern  of  large  multinodular  densities  is  most 
frequently  a sign  of  metastatic  lung  disease.  Multiple 
nodular  densities  may  also  be  seen  in  sarcoidosis,  his- 
toplasmosis, tuberculosis,  multiple  benign  hamartomas, 
and  lymphoma. 

—Bile  reflux  may  be  a cause  of  heartburn  especially  in 
patients  with  achlorhydria  or  in  postgastrectomy  pa- 
tients (Rhodes,  J.,  et  al.:  Increased  reflux  of  bile  into 
the  stomach  in  patients  with  gastric  ulcer,  Gastroen- 
terology 57:241  (1969)). 

—A  routine  urinalysis  will  show  abnormal  findings  in  only 
about  half  of  asymptomatic  patients  with  urinary  tract 
infection. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Chemotherapy  of 
Bladder  Cancer 

Current  progress* 


The  chemotherapy  of  bladder  cancer,  superficial  or 
advanced,  is  still  in  an  early  stage  of  development. 
Five  drugs  to  date  have  received  a minimal  significant 
evaluation.  The  fact  that  all  five,  Adriamycin,  5- 
fluorouracil,  mitomycin  C,  platinum,  and  cyclo- 
phosphamide, show  some  evidence  of  activity,  indi- 
cates a potential  responsiveness  to  chemotherapy 
which  should  be  exploited  further  under  controlled 
clinical  trials.  The  effects  of  such  agents  as  the  ni- 
trosoureas, bleomycin,  and  actinomycin  D as  a com- 
bination chemotherapeutic  approach  will  be  of  fur- 
ther interest.  Other  combinations  must  becarefully 
studied  for  responses.  The  primary  need  in  bladder 
cancer  therapy  today  is  an  effective  modality,  with 
minimal  toxicity,  capable  of  eradicating  tumor  cells 
remaining  after  surgery  and  radiotherapy  have  ac- 
complished their  major  tumor  cell  kill  function.  Our 
current  trials  would  indicate  that  chemotherapy  offer 
some  potential  for  fulfilling  this  requirement. 


GERALD  P.  MURPHY,  M.D.,  D.Sc. 

Buffalo,  New  York 

Director,  Roswell  Park  Memorial  Institute,  State  of  New  York 
Department  of  Health,  State  University  of  New  York  at  Buffalo 


Chemotherapy  of  urogenital  tumors  is  a field  of 
limited  experience  despite  a large  number  of  avail- 
able agents.1  Therapies  in  these  conditions,  espe- 
cially with  bladder  cancer,  have  been  mostly  devoted 
to  treatment  of  advanced  or  metastatic  lesions. 
Metastases  in  bladder  cancer  occur  most  often  to  the 
external  iliac,  hypogastric,  and  common  iliac  lymph 
nodes.  Distant  metastases  may  extend  to  the  skin, 
liver,  lungs,  pleura,  abdominal  organs,  and  bone. 
However,  in  bladder  cancer,  bone  metastases  may  be 
involved  in  only  5 percent  of  the  cases.2 

Most  of  the  available  data  concerning  the  chemo- 
therapy of  bladder  cancer  have  been  obtained  in  large 
studies  devoted  to  the  effectiveness  of  specific  drugs 
in  a broad  range  of  tumors  which,  unfortunately, 
generally  included  only  a few  cases  of  bladder  cancer. 
While  these  drug-oriented  series  provide  some  idea 
of  the  potential  responsiveness  of  bladder  cancer  to 
antitumor  drugs,  they  establish  little  concerning  the 
prognostic  criteria  that  might  favor  the  use  of  che- 
motherapy in  this  disease.2  It  should  be  important 
to  stratify  our  considerations  about  the  therapeutic 
effectiveness  of  agents  rather  than  deal  with  anec- 
dotal therapeutic  reports.  From  this  aspect,  the 
three  phases  of  clinical  trials  using  various  agents 
have  recently  been  reviewed3: 

Phase  I trials  involve  clinical  pharmacology  in 
patients  with  tumors  resistant  to  all  currently 
available  treatment.  The  principal  aims  of  this 
phase  of  clinical  evaluation  are  to  determine  the 
maximal  effect  of  dose  or  the  maximum  tolerated 
dose  at  the  schedule  tested,  establish  the  parameters 
of  toxicity,  and  determine  whether  the  toxicity  is 
predictable,  treatable,  and/or  reversible.  The  pa- 
tients have  normal  organ  function  and  have  not  re- 

* Supported  in  part  by  U.S.  Public  Health  Services  Grant 
#RR-05648-10  of  the  National  Institutes  of  Health. 


ceived  prior  therapy  to  an  extent  that  would  com- 
promise the  evaluation  of  toxicity.  Their  estimated 
survival  is  generally  considered  to  be  at  least  two 
months  during  which  toxicity  and  response  are 
completely  evaluated.  Measurable  or  evaluable 
disease  is  not  required,  and  a favorable  response, 
although  encouraging  and  significant  when  it  occurs, 
is  not  essential  for  proceeding  with  Phase  II  trials.  In 
other  words,  such  initial  attempts  using  various  drugs 
are  merely  to  screen  for  activity  and  toxicity.3 

Phase  II  investigations  encompass  the  screening 
of  new  drugs  to  discover  clinical  antitumor  activity 
worthy  of  further  evaluations.  These  trials  are  not 
designed  to  provide  definitive  answers  to  the  ultimate 
value  or  function  of  a given  drug,  which  is  the  purpose 
of  the  larger-scale  Phase  III  studies.  When  one 
considers  the  various  types  of  reports  available  in  the 
chemotherapy  of  bladder  cancer,  our  results  are  very 
much  limited  to  nonrandomized  studies  and  to  Phase 
I and  Phase  II  therapies.3 

Incidence  and  treatment 

Cancer  of  the  bladder  is  the  seventh  leading  cause 
of  cancer  death  in  males  and  the  thirteenth  leading 
cause  of  cancer  death  in  females.  Bladder  cancer  is 
the  eleventh  leading  cause  of  cancer  death  in  the  total 
population  of  the  United  States  and  throughout  the 
world  where  survival  figures  are  available.  In  1968 
there  were  8,492  deaths  in  the  United  States  from 
cancer  of  the  bladder,  5,968  male  and  2,506  female.4 
It  was  estimated  that  in  1972  there  would  be  9,100 
deaths  from  cancer  of  the  bladder,  6,200  male  and 
2,900  female.5 

The  mean  ages  at  death  in  1968  were  71.4  years  for 
males  and  73.3  years  for  females.  Death  rates  from 
bladder  cancer  continue  to  climb  with  increasing  age 
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TABLE  I.  5-fluorouracil  therapy  of  bladder  cancer 


Investigator 
and  Reference 

Drug  Schedule* 

Number  of 
Patients 
Evaluable 

Re- 

sponses 

Glenn.  Hunt,  and 

S 

7 

4* 

Lathem9 

Wilson10 

s 

12 

9** 

Moore  et  al.11 

s 

9 

6" 

Olson  and  Greene12 

s 

3 

1 

Lemon12 

12  to  15  mg.  per  kilogram  per  day  for  3 to  6 days;  1 Gm.  per  day  for  5 days  (daily  8-year 
intravenous  infusion) 

3;  2 

1;  0 

Young  et  al.14 

S 

4 

1 

Kennedy  and 

S 

2 

0 

Theologides15 

Weiss,  Jackson,  and 

s 

6 

0 

Carabasi16 

Staley  et  al.17 

s 

3 

1 

Vaitkevicius  et  al.18 

s 

3 

0 

Ansfield,  Schroeder, 

s 

7 

1 

and  Curreri19 

Hall  and  Good20 

S or  15  mg.  per  kilogram  per  day  for  3 days,  then  7.5  mg.  per  kilogram  per  day  on  day 
4 and  5,  followed  by  7.5  mg.  per  kilogram  biweekly  for  4 to  5 weeks 

2 

0 

Choy,  Stylianou,  and 

S 

1 

0 

Hangul21 

Field22 

S except  7.5  to  10  mg.  per  kilogram  per  week  as  maintenance 

9 

^ * * * 

Cressy  and  Schell23 

S 

1 

1 

Totals 

7 

74 

26 

* S = Standard  loading  dose  ( 15  mg.  per  kilogram  per  day  intravenously  for  4 to  5 days;  then  7.5  mg.  per  kilogram  every  2 to  3 days  to  toxicity,  repeated 
monthly). 

’ Patients  with  superficial  lesions  had  significant  improvement;  those  with  invasive  tumors  failed  to  respond. 

**  Responses  include  only  marked  objective  regression. 
n Includes  1 complete  and  5 partial  responses. 

***  Response  >1  year  duration. 


until  age  65.  This  is  the  pattern  for  whites  and 
nonwhites  for  each  sex.  The  rates  for  whites  for  both 
sexes  continue  to  rise  into  the  80s  and  older,  while  the 
rates  for  nonwhites  level  off  after  age  65  in  both 
sexes. 

The  rates  for  males  are  higher  than  the  rates  for 
females  in  all  age  groups;  this  is  true  for  whites  and 
for  nonwhites.  The  nonwhite  male  rates  are  higher 
than  the  white  male  rates  until  age  65,  after  which  the 
white  male  rates  are  higher.  The  rates  for  nonwhite 
females  are  higher  than  those  for  white  females  until 
age  75,  after  which  the  rates  for  white  females  are 
higher.4  These  statistics  indicate  that  bladder 
cancer  is  a significant  cancer  problem,  worthy  of  re- 
view and  current  summation. 

Carter3  has  summarized  these  data.  5-FU  (5- 
f luorouracil)  has  been  used  in  the  therapy  of  human 
malignant  conditions  since  1957  and,  until  recently, 
had  been  the  most  extensively  studied  drug  against 
bladder  cancer.  The  vast  majority  of  patients  have 
been  treated  according  to  the  “loading  dose” 
schedule  advocated  in  1958  by  Curreri  et  al.6  A 
standard  course  in  this  schedule  consisted  of  rapid 
injection  of  15  mg.  per  kilogram  per  day  for  four  to 
five  days  followed  by  7.5  mg.  per  kilogram  per  day 
every  two  or  three  days  until  mild  toxicity,  usually 
gastrointestinal,  occurred.  Subsequent  courses  were 
ordinarily  given  at  monthly  intervals.  Because  of 
severe  toxicity  observed  on  the  large-dose  regimen, 
Ansfield7  later  recommended  a lower  dose  schedule 


of  12  mg.  per  kilogram  per  day  for  four  to  five  days, 
followed  by  6 mg.  per  kilogram  every  other  day  until 
slight  toxicity  became  evident.  In  1968,  Jacobs, 
Luce,  and  Wood8  reported  results  of  5-FU  treatment 
without  a loading  dose  on  a weekly  basis,  and  this 
schedule  is  now  popular  despite  the  lack  of  any  report 
of  a controlled  comparison  of  the  two  approaches. 

Table  I outlines  15  studies  showing  an  overall  re- 
sponse rate  of  35  percent,  that  is,  26  of  74  cases,  with 
the  use  of  5-FU  in  bladder  cancer.  Unfortunately, 
very  few  of  these  include  details  that  allow  a defini- 
tion of  the  criteria  of  response  in  bladder  cancer  nor 
do  they  contain  much  information  on  the  kinds  of 
patients  treated. 

In  the  series  of  Glenn,  Hunt,  and  Lathem,9  nine 
patients  were  treated  with  5-FU.  There  was  no 
clinical  or  pathologic  evidence  of  improvement  in  five 
patients  with  deeply  invasive  carcinoma.  However, 
in  four  cases  with  superficial  bladder  lesions,  there 
was  evidence  of  tumor  regression,  decrease  in  urinary 
bleeding,  and  diminution  of  urgency  and  frequen- 
cy- 

Wilson’s10  report  includes  12  patients  with  either 
transitional  cell  or  epidermoid  carcinoma  of  the 
bladder  as  part  of  an  overall  series  of  67  patients  with 
solid  tumors.  Two  of  the  12  died  during  therapy,  but 
the  other  10  were  reported  to  have  experienced  ob- 
jective and  subjective  improvement.  Nine  patients 
were  described  as  having  a “good  response”  that  was 
not  fully  defined.  In  the  series  of  Moore  et  al.,11  an 
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objective  response  was  defined  as  50  percent  reduc- 
tion in  tumor  size  recorded  in  two  consecutive  mea- 
surements. Their  report  cited  six  responses  in  nine 
cases  of  bladder  cancer  but  gave  no  further  details. 

Among  the  other  fluorinated  pyrimidines,  FUDR 
(5-fluoro-2'-deoxyuridine)  has  been  employed  in  a 
few  patients.  Wilson  et  al.24  reported  8 cases  of 
bladder  cancer  in  a broad  series  of  288  patients 
treated  with  30  mg.  per  kilogram  per  day  for  five  days 
followed  by  a maximum  of  10  doses  of  15  mg.  per 
kilogram  per  day  intravenously.  Among  these  eight 
cases  there  were  one  complete  and  three  partial  re- 
gressions. 

The  proposed  mechanism  of  the  antineoplastic 
effect  of  doxorubicin  hydrochloride  (Adriamycin)  at 
the  cellular  level  is  drug-binding  to  DNA  (deoxyri- 
bonucleic acid)  by  intercalation  between  base  pairs 
and  inhibition  of  RNA  (ribonucleic  acid)  synthesis 
by  template  disordering  and  steric  obstruction.  This 
mechanism  of  action  is  based  predominantly  on  data 
obtained  from  investigations  of  daunorubicin.25  The 
evidence  for  binding  of  doxorubicin  hydrochloride 
to  DNA  is  supported  by  the  ultrastructural  changes 
induced  by  the  antibiotic  in  mouse  hepatic  cell  nu- 
cleoli.26 

Doxorubicin  hydrochloride  is  administered  by 
rapid  intravenous  infusion,  and  a variety  of  dose 
schedules  have  been  investigated.  The  original 
studies  of  Bonadonna  et  al. 27-29  utilized  schedules  of 
0.4  to  0.8  mg.  per  kilogram  per  day  for  three  or  four 
days  repeated  at  four-  to  seven-day  intervals  of  20  to 
25  mg.  per  square  meter  for  three  days  repeated  at 
three-week  intervals.  At  Memorial  Sloan-Kettering 
Cancer  Center  most  patients  have  received  doxoru- 
bicin hydrochloride  in  doses  of  0.5  to  1 mg.  per  kilo- 
gram per  day  for  two  to  six  days.30-33 

The  most  commonly  used  dose  schedule  is  an  in- 
termittent one  of  either  20  to  30  mg.  per  square  meter 
per  day  for  3 days,  30  to  35  mg.  per  square  meter  once 
every  7 days,  or  60  to  105  mg.  per  square  meter  once 
every  21  days.34-38 

The  currently  recommended  schedule  evolved 
from  clinical  experience  is  60  to  75  mg.  per  square 
meter  given  as  a single  rapid  infusion  and  repeated 
at  21  days.  This  recommendation  is  based  on  the 
pharmacokinetics  described  here  and  the  clinical 
observations  of  lower  toxicities  without  apparent  loss 
of  therapeutic  activity.37-39 

Doxorubicin  hydrochloride  has  been  studied  in  87 
patients  with  bladder  cancer,  which  makes  it  the 
most  studied  agent  against  this  tumor.  The  overall 
response  rate  of  35  percent,  30  of  87  cases,  indicates 
that  activity  exists  (Table  II).  Again,  these  data  were 
obtained  in  large  series  evaluating  the  agent  against 
a broad  spectrum  of  tumors,  and  details  are  not 
available  in  most  cases. 

The  toxic  effects  induced  by  doxorubicin  hydro- 
chloride are  dose-related,  predictable,  and  reversible. 
The  major  toxicities  are  dose-limiting  myelosup- 
pression  in  approximately  60  to  80  percent  of  pa- 
tients, stomatitis  in  as  many  as  80  percent,  nausea 


TABLE  II.  Activity  of  Adriamycin  in  bladder  cancer 


Investigator 
and  Reference 

Number 

of 

Patients 

Number 

of 

Responses 

Response 

Rate 

(Percent) 

Bonadonna  et  al.29 

43 

16 

37 

Tan  et  al.33 

5 

0 

0 

Middleman,  Luce,  and 

Frei:M 

O'Bryan  et  al.35 

39 

14 

35 

Totals 

87 

30 

35 

and/or  vomiting  in  20  to  55  percent,  and  alopecia  in 
virtually  all  cases. 

In  summary,  the  results  of  single-agent  therapy 
with  5-FU  regardless  of  the  schedule  on  doxorubicin 
hydrochloride  have  left  less  than  definitive  results, 
and  in  the  opinion  of  some,  the  agents  are  active. 
There  is  some  degree  of  response  as  noted,  however, 
and  further  protocol  design  is  probably  advisable  on 
a controlled  clinical  trial  basis. 

At  Roswell  Park  Memorial  Institute,  good  results 
have  been  obtained  combining  cyclophosphamide 
and  doxorubicin  hydrochloride.  In  a randomized 
study  comparing  the  effects  of  cyclophosphamide 
alone  and  doxorubicin  hydrochloride  alone  with  a 
combination  of  doxorubicin  hydrochloride  and  cy- 
clophosphamide, regression  of  metastases,  subjective 
improvement,  and  stabilization  of  advanced  disease 
states  were  frequently  observed  (Table  III).  Such 
regimens  can  now  be  effectively  used  in  advanced 
disease  states  and  may  have  a role  to  play  in  earlier 
stages  of  the  disease. 

Since  these  initial  observations  at  our  own  insti- 
tution with  combination  therapy,  there  have  been 
additional  reports  supporting  the  effect  of  doxoru- 
bicin hydrochloride  such  as  that  of  Weinstein  and 
Schmidt,40  who  observed  12  of  25  patients  with  sig- 
nificant, objective  improvement  lasting  an  average 
of  6.5  months.  Other  combinations,  including  dox- 
orubicin hydrochloride,  cyclophosphamide,  and 
5-FU  have  also  been  reported  to  be  of  some  limited 
benefit  by  Collier  and  Soloway.41  Two  of  three  pa- 
tients with  transitional  carcinoma  had  an  objective 
response.  This  report  principally  details  the  ability 
to  administer  this  drug  at  the  described  regimen. 
The  49  patients  treated  with  the  combination  of  cy- 
clophosphamide and  doxorubicin  hydrochloride  from 
our  original  description  have  been  added  to  consid- 
erably, with  continued  improvement.42 

Other  agents  that  have  shown  some  promise  in  a 
few  advanced  cases  where  they  have  been  utilized  are 
such  exotic  compounds  as  fluorinated  pyrimidines 
such  as  FUDR  and  an  extract  of  Streptomyces 
peucetius  var.  caesius  obtained  by  solvent  extraction 
and  chromatographic  purification.43  We  have  uti- 
lized mitomycin  C in  27  patients  with  advanced  stage 
D carcinoma  at  Roswell  Park  Memorial  Institute.44 
Of  these,  19  were  considered  evaluable,  and  an  ob- 
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TABLE  III.  Results  at  Roswell  Park  Memorial  Institute  of  chemotherapy  of  advanced  bladder  carcinoma  with 
doxorubicin  hydrochloride  and  cyclophosphamide  (Cytoxan)* 


Cyclophosphamide 

and 

, Cyclopnosphamidet ■,  / Adriamycin** \ r Adriamycin^ 


Responses 

Number; 

Percent 

Stage 

Number; 

Percent 

Stage 

Number; 

Percent 

Stage 

Number  of 
Patients 

Objective 

8;  38 

A 4;  B 4;  CO;  DO 

2;  28.5 

A 2;  B 0;  C 0;  D 0 

8;  53.3 

A 5;  B 0;  C 0;  D 3 

18 

Subjective 

7;  33.3 

A 2;  B 1;  C 1;  D 3 

2;  28.5 

A0;  B 1;  C 1;  DO 

4;  26.6 

A 1;  B 1;  C 0;  D 2 

13 

Stable 

4;  19 

A 1;  B 2;  CO;  D 1 

0 

A 0;  B 0;  C 0;  D 0 

0 

A 0;  B 0;  C 0;  D 0 

4 

Progression 

2;  9.5 

A 1;  B 0;  C 0;  D 1 

3;  43 

A 0;  B 0;  C 0;  D 3 

3;  20 

A 0;  B 0;  C 0;  D 3 

8 

Totals 

21 

7 

15 

43 

* Follow-up  of  one  year. 
f 1 (!m.  per  square  meter  every  three  weeks. 

**  75  mg.  per  square  meter  every  three  weeks. 

tf  Adriamycin  40  mg.  per  square  meter  every  three  weeks;  Cyclophosphamide  800  mg.  per  square  meter  every  three  weeks. 


jective  response  occurred  in  21  percent  for  a suffi- 
ciently long  period  of  time.  However,  the  major 
toxicity  involving  myelosuppression  and  occasional 
nephrotoxicity  is  such  that  this  single-agent,  regimen 
is  no  longer  being  pursued.44 

At  a recent  meeting  of  the  National  Bladder  Task 
Force,  additional  reports  on  the  beneficial  responses 
with  Adriamycin  were  also  documented.45’46 

Omura,  Okita,  and  Tasaka47  48  have  reported  that 
mitomycin  C induced  tumor  regression  and  palliation 
in  two  of  six  patients  with  urinary  bladder  tumors. 
Pavone-Macaluso,49  in  a large  series  of  23  patients 
treated  with  this  agent,  reported  15  with  subjective 
improvement  and  4 with  objective  responses  equiv- 
alent to  a Karnofsky  1-B  and  1-C  response;  there 
were  7 additional  1-A-type  responses.  Single  re- 
sponses with  mitomycin  C have  been  reported  by 
Frank  and  Osterberg,50  Kenis  and  Stryckmans,51 
and  Manheimer  and  Vital.52  There  are  other  limited 
reports  describing  the  beneficial  effect  of  metho- 
trexate, but  these  are  of  such  limited  nature  they  will 
not  be  covered  at  this  time  since  no  new  data  have 
been  noted. 

Bleomycin  has  been  described  as  having  some  ac- 
tivity with  transitional  squamous-cell  carcinomas. 
In  fact,  its  intravenous  use  as  a potential  syncro- 
nizing  agent  in  disseminated  malignant  conditions 
has  recently  been  described.53  Although  this  has 
been  mainly  used  in  head  and  neck  cancer,  patients 
with  transitional-cell  carcinoma  have  also  shown  a 
response. 

The  various  platinum  agents  have  also  now  been 
attempted  for  further  use  in  disseminated  bladder 
cancer.54  DDP  (dichloroplatinum  II)  has  been  given 
at  a dose  of  1.25  or  1.6  mg.  per  kilogram  for  24  pa- 
tients with  advanced,  measurable,  urinary  tract 
cancer.  Eight  patients  or  35  percent  achieved  a 
partial  remission,  and  four  additional  patients  had 
a minor  response.  There  were  14  patients  with 
transitional-cell  bladder  cancer  who  had  no  prior 
chemotherapy,  and  all  8 partial  responders  were  in 
this  group.  DDP,  in  the  opinion  of  Yagoda  et  a!.,54 


thus  appears  to  be  a more  active  antineoplastic  agent 
than  expected  in  bladder  cancer.  There  are  some 
results  from  Merrin  and  Beckley55  that  were  pre- 
sented using  this  agent  at  the  April,  1977,  American 
Urological  Association  meeting. 

Another  agent,  porfiromycin,  has  also  been  de- 
scribed to  have  some  activity  in  the  management  of 
epidermal  and  transitional-cell  cancer.56  The  results 
from  the  trial  are  summarized  in  Table  IV.  Because 
of  the  toxicity,  particularly  the  leukopenia,  the  ap- 
plication of  this  agent  may  be  limited. 

Porfiromycin  is  a structural  analog  of  mitomycin 
C.  Therefore  it  is  important  to  judge  whether  or  not 
there  are  enough  clinical  data  to  suggest  that  one 
drug  is  preferable  to  another.  There  are  data  in  mice 
that  suggest  that  compared  with  mitomycin  C,  por- 
firomycin offers  a more  beneficial  therapeutic  ratio 
between  normal  and  leukemic  cells.  Baker  et  al.57 
compared  high-dose  intermittent  therapy  with  the 
two  drugs  in  the  management  of  patients  with  gas- 
trointestinal and  other  abdominal  adenocarcinomas. 
Their  response  rates,  37  percent  of  32  mitomycin 
C-.treated  patients  and  32  percent  of  31  porfiromy- 
cin-treated  patients,  suggest  no  significant  difference 
between  these  two  drugs  in  the  management  of  these 
particular  types  of  malignant  conditions.  There  are 
no  data  to  compare  accurately  the  relative  effec- 
tiveness of  porfiromycin  and  mitomycin  C in  the 
management  of  epidermoid  or  transitional-cell  car- 
cinomas. In  summary,  this  agent  may  show  some 
future  application  in  additional  control  trials. 

Localized  disease  chemotherapy 

Topical  instillation  for  papillomas  and  other  types 
of  recurrent,  superficial  tumors  of  the  bladder  have 
been  described.  We,  of  course,  are  well  aware  of  the 
therapeutic  effects  of  thiotepa.2’58 

Tumor  cell  implantation  is  widely  believed  to  be 
a factor  in  the  cause  of  multiple  urothelial  tu- 
mors.59-62 If  implantation  is  a factor  and  if  the 
number  of  tumor  cells  floating  free  within  the  blad- 
der is  increased  as  a result  of  cystodiathermy,  then 
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TABLE  IV.  Results  of  porfiromycin  therapy 


Tumor  Type 
(Total  Number 
of  Patients 
Entered > 

Total  Number  of 
Nonevaluahle 
Patients/ 
Total 
Evaluable 

Early 

Death 

Inadequate 

Trial 

numocroi  raiienis  wiin 
Progressive  Stable  Partial 

Disease  Disease  Response 

Complete 

Response 

Squamous  cell 

Cervix  (45) 

1 

10 

11/34 

15 

10 

8 

1 

Vulva  (5) 

0 

2 

2/3 

2 

0 

1 

0 

Head  and  neck  (30) 

3 

2 

5/25 

17 

4 

4 

0 

Lung  (20) 

4 

3 

7/13 

10 

2 

1 

0 

Miscellaneous  (5) 

0 

0 

0/5 

2* 

2* 

1** 

0 

Transitional  cell 

Bladder  (4) 

1 

0 

1/3 

2 

1 

0 

0 

Ureter  (1) 

0 

0 

0/1 

0 

0 

1" 

0 

* One  penis  primary  and  1 mediastinal  primary. 

, One  unknown  primary  and  I anal  primary. 

*’  Unknown  primary. 

**  Clinically  a complete  response;  bv  autopsy,  the  response  was  partial. 


the  destruction  of  these  cells  should  reduce  the  in- 
cidence of  recurrent  tumor  formation. 

This  article  reports  a prospective  randomized  trial 
in  which  the  cytotoxic  agent  thiotepa  (triethyl- 
enethiophosphoramide)  was  introduced  into  the 
bladder  immediately  after  cystodiathermy.  Control 
patients  were  treated  by  cystodiathermy  alone,  and 
tumor  recurrence  was  compared  in  the  two  groups. 

Thiotepa  is  a polyfunctional  alkylating  agent 
which  is  believed  to  exert  its  cytotoxic  effect  through 
indirect  interference  with  nucleic  acid  synthesis. 
The  effectiveness  of  intravesical  thiotepa  is  attrib- 
uted to  the  relatively  low  level  of  mitotic  activity  of 
normal  urothelium  compared  with  the  higher  level 
of  mitosis  in  urothelial  tumors.  Since  the  prelimi- 
nary reports  of  Bateman  in  195563  and  of  Jones  and 
Swinney  in  196  164  a large  number  of  workers  have 
published  their  findings.65-67  It  is  now  generally 
accepted  that  intravesical  thiotepa  is  of  value  in  the 
treatment  of  well  or  moderately  differentiated  su- 
perficial bladder  tumors  but  that  it  is  of  little  or  no 
benefit  once  the  tumor  has  invaded  muscle.  Wes- 
cott68  and  Veenema  et  al.65  have  reported  favorable 
results  using  intravesical  thiotepa  prophylactically, 
and  it  has  been  suggested  that  the  beneficial  effects 
result  from  the  destruction  of  microscopic  foci  of 
tumor. 

The  complications  of  intravesical  thiotepa  have 
prevented  its  wider  acceptance.  Bone  marrow  de- 
pression resulting  from  absorption  into  the  systemic 
circulation  may  prove  fatal,69-70  and  symptoms  of 
urethrovesical  irritation  may  be  troublesome.64-65 
Intravesical  thiotepa  is  usually  administered  as  a 
course  of  four  to  six  treatments;  60  mg.  of  thiotepa 
are  introduced  at  each  treatment  for  60  to  90  min- 
utes, and  this  is  repeated  at  daily  or  weekly  intervals. 
It  seems  likely  that  the  repetitive  nature  of  this 
method  increases  the  likelihood  of  developing  com- 
plications. 

The  single-dose  technique,  in  which  90  mg.  of 
thiotepa  are  administered  intravesically  for  only  30 


minutes,  reduces  both  the  chance  of  significant  sys- 
temic absorption  and  of  urethrovesical  irritation. 
Only  one  transient  postoperative  reduction  of  white 
blood  cells  was  observed,  and  there  were  no  com- 
plaints of  undue  postoperative  discomfort  from  pa- 
tients in  either  group.  Single-dose  techniques  have 
been  described  by  other  authors,60-61-68-71  but  no  re- 
sults with  thiotepa  have  so  far  been  reported.  This 
technique  is  simple,  relatively  free  from  complica- 
tions, does  not  significantly  prolong  conventional 
methods  of  treatment,  and  causes  minimal  discom- 
fort and  inconvenience  to  the  patient. 

Although  the  numbers  in  many  reports  may  be 
relatively  small,  two  important  facts  emerge.  First, 
the  number  of  patients  who  remained  free  from  re- 
current tumor  was  significantly  greater  in  the  thio- 
tepa group  than  in  the  control  groups.  Second,  the 
continued  use  of  adjuvant  thiotepa  in  patients  who 
developed  recurrent  tumor  may  not  diminish  the 
frequency  of  recurrence.  It  follows  that  satisfactory 
results  appear  only  by  following  the  initial  treatments 
with  adjuvant  thiotepa.  This  fact  could  be  explained 
if  implanting  tumor  cells  were  destroyed  in  those 
patients  who  remained  free  of  recurrent  tumor  while 
recurrences  in  other  patients  arose  from  spontaneous 
change  in  an  unstable  epithelium.72 

Mishina  et  al.73  have  adequately  described  the  use 
of  mitomycin  C instillation  therapy  for  superficial 
bladder  tumors.  In  their  opinion,  it  appears  that 
mitomycin  C therapy  could  be  applied  to  low-stage, 
low-grade  tumors  less  than  1 cm.  in  diameter,  re- 
gardless of  the  number  of  tumors  for  the  following 
reasons: 

1.  Carcinoma  in  situ  or  precancerous  changes  at 
areas  invisible  to  the  naked  eye  cannot  be  determined 
cystoscopically,  and  these  histologic  changes  will  be 
missed  at  operation.  Preoperative  bladder  instillation 
of  mitomycin  C may  help  to  destroy  these  changes  and 
lower  the  rate  of  bladder  tumor  recurrences  and  im- 
prove the  prognosis. 

2.  In  patients  with  diffuse  papillomatosis,  total 
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cystectomies  can  be  minimized  to  conservative  trans- 
urethral or  surgical  interventions  if  partial  regressions 
take  place  by  preoperative  bladder  instillation  of  mi- 
tomycin C. 

3.  Mitomycin  C topical  therapy  inhibits  the 
growth  of  tumors  until  the  operation  is  performed  and 
reduces  the  dissemination  of  tumor  cells  into  the  oper- 
ative field  by  destroying  superficial  cells  of  tumors. 

4.  In  some  patients  mitomycin  C topical  therapy 
leads  to  improvement  of  subjective  complaints  and  re- 
duction of  blood  loss. 

Local  bladder  reaction  was  noted  in  three  pa- 
tients, but  a complete  course  of  therapy  was  accom- 
plished in  each,  in  two  patients  without  interruption 
of  treatment  and  in  one  by  delaying  treatment  for  one 
week.  Abnormal  values  of  hematocrit,  white  blood 
cells,  and  platelets  in  blood  were  not  observed  during 
therapy. 

These  agents  undoubtedly  will  have  additional 
trials  under  suitable  controls. 

There  are  also  reports  of  the  use  of  hydrostatic 
bladder  distention,74'75  but  this  form  of  therapy  does 
not  appear  to  receive  widespread  enthusiastic  sup- 
port. 

Other  forms  of  topical  immunologic  adjuvant 
therapy,  topical  or  systemic,  have  been  reported,  but 
since  they  do  not  appear  to  be  directly  within  the 
purview  of  chemotherapy,  will  not  be  covered  in  this 
particular  presentation.  A current  evolution  of 
therapy  that  is  under  trial  for  superficial  or  invasive 
bladder  cancer  is  summarized  in  three  stages.42-55 

1.  Stage  I disease.  Local  instillation  of  thiotepa, 

bleomycin,  or  mitomycin  C. 

2.  Stage  II,  with  invasion  of  muscle  in  the  wall  of  the 

bladder,  but  no  distant  metastases: 

Radical  cystectomy  followed  by  adjuvant 
therapy  with  cyclophosphamide  and  doxoru- 
bicin hydrochloride:  cyclophosphamide  600  mg. 
per  square  meter  and  doxorubicin  hydrochlo- 
ride 45  mg.  per  square  meter,  every  three 
weeks. 

Stop  doxorubicin  hydrochloride  after  500  mg. 
per  square  meter  and  continue  cyclophos- 
phamide. 

3.  Stage  III,  late-stage  disease — treat  with  doxorubicin 

hydrochloride  and  cyclophosphamide,  possibly 

DDP. 

Such  a scheme  as  shown  does  not  include  evalu- 
ation of  radiotherapy  as  employed  by  many. 

This  would  reflect  the  general  concensus  in  most 
experiences  at  present.  Such  assessments  do  not 
consider  radiotherapy,  which  has  not  been  included 
in  this  report. 

Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  New  York  14263 
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A TOTALLY  NEW 
DELIVERY  SYSTEM  TO 

HELP  REDUCE  THE  FEAR 
OF  ANGINAL 
ATTACKS 

Round-the-clock 
protection  with 

ISO-BID 

(ISOSORBIDE  DINITRATE) 

40  mg.  capsules  ...twice-a-dav  dosage 

Controlled  sustained  release  of  ISO-BIDs  isosorbide  dinitrate  through  micro- 
dialysis  diffusion  can  help  reduce  frequency  and  intensity  of  anginal  attacks. 

This  in  turn  can  minimize  patient’s  fear  of  attacks,  and  dependence  on  nitroglycerin. 


Unlike  ordinary  sustained  release  products,  ISO-BID  releases  isosorbide  dinitrate  at  a smooth,  continuous, 
predictable,  controlled  rate  to  provide  for  up  to  1 2 hours  of  therapeutic  activity.  Micro-dialysis  is  dependent  only 
upon  the  presence  of  fluid  in  the  G . I . tract  and  not  on  pH  or  other  variables.  ISO-BID  is  particularly  advantageous 
in  the  prevention  of  nocturnal  angina. 

DOSAGE:  One  ISO-BID  capsule  every  1 2 hours  on  an  empty  stomach  according  to  need,  for  continuous  24-hour 
therapy.  Some  patients  may  require  higher  dosage  levels.  In  these  patients,  dosage  should  be  titrated,  and  they 
may  require  two  ISO-BID  capsules  b.i.d.  Not  intended  for  sublingual  use.  Consult  product  brochure  before 
prescribing. 

THERAPEUTIC  FOOTNOTE:  IN  TREATING  ANGINA  . . . FAILURES  MAY  RESULT  FROM  INADEQUATE  DOSAGE 
Reports  in  the  literature  indicate  the  usefulness  of  higher  dosage  levels  of  isosorbide  dinitrate. 1,2 


INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  For  the  relief  of  angina 
pectoris  (pain  of  coronary  artery  disease).  ISO-BID 
is  not  intended  to  abort  the  acute  anginal  episode, 
but  is  widely  regarded  as  useful  in  the  prophy- 
lactic treatment  of  angina  pectoris.  Final  classifi- 
cation of  the  less-than-effective  indication  requires 
further  investigation. 


CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNINGS:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
glaucoma.  Tolerance  to  this  drug,  and  cross- 
tolerance to  other  nitrates  and  nitrites  may  occur. 
ADVERSE  REACTIONS:  Cutaneous  vasodilation  with 
flushing.  Headache  may  commonly  occur,  and  may 
be  both  severe  and  persistent.  Transient  dizziness 


and  weakness,  in  addition  to  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypoten- 
sion may  occasionally  be  seen.  ISO-BID  can  act  as 
a physiological  antagonist  to  norepinephrine,  his- 
tamine, acetylcholine  and  many  other  medications. 
An  occasional  patient  may  show  marked  sensi- 
tivity to  the  hypotensive  effects  of  nitrite;  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  excessive  sweating  and  collapse)  can 
occur,  even  with  the  usual  therapeutic  dosage; 
alcohol  may  enhance  this  effect.  A drug  rash  and/ 
or  exfoliative  dermatitis  is  occasionally  seen. 


SAMPLES  AND  LITERATURE  AVAILABLE. 

GERIATRIC  PHARMACEUTICAL  CORP.  BOX  68.  FLORAL  PARK,  NEW  YORK  11001 
PIONEERS  IN  GERIATRIC  RESEARCH 

DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GER-O-FOAM  • TESTAND-B 

1 Shane,  S J Canadian  Family  Physician,  November  1973.  2.  Lemberg,  L. : Practical  Cardiology,  February  1976. 
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Laser  Surgery 
for  Skin  Cancer 

LEON  GOLDMAN,  M.D.* 

Cincinnati,  Ohio 

Director  of  Laser  Laboratory,  University  of  Cincinnati  Medical 
Center 


Lasers,  powerful  light  beams  with  certain  fasci- 
nating properties,  are  found  now  in  many  super- 
markets, but  only  rarely  in  operating  rooms.  These 
new  intense  so-called  optical  scalpels  are  now  used 
clinically  for  surgery:  general,  cancer,  plastic, 

gynecologic,  rectal,  neuro-,  thoracic,  and  cardiac.1-8 
The  first  animal  laser  surgical  studies  for  cancer  were 
done  more  than  ten  years  ago  for  melanomas.  The 
red-light  laser  beam  of  694.3  nm.,  the  ruby  laser,  was 
used.  Now,  the  following  lasers  are  used  for  surgery: 
argon,  or  blue-green,  CCL  (carbon  dioxide),  or  far 
infrared;  and  Nd  (neodymium),  or  near  infrared. 
The  new  laser  systems  under  investigation  for  sur- 
gery are  the  carbon  monoxide  and  the  holmium  lasers 
(Table  I). 

Preliminary  information 

What  are  lasers,  and  why  are  they  used  for  inves- 
tigative surgery?  Lasers  are  powerful  light  beams. 
In  brief,  laser  action  results  from  stimulated  emission 
of  photons  from  a normal  to  an  excited  state  at  a rate 
greater  than  its  absorption  by  the  normal  state  to 
produce  the  excited  state.  Hence,  the  acronym  laser: 
Light  Amplification  by  Stimulated  Emission  of 
Radiation.  Laser  action  may  be  produced  in  atoms, 
ions,  molecules,  gas  phase,  liquid  phase,  solid  phase, 
and  in  free  electrons  over  a magnetic  field.  Accurate 
and  precise  focusing  is  possible  because  the  stimu- 
lated emission  photon  is  in  the  same  phase  as  the 
photon  causing  stimulation.  Lasers  extend  today 
from  the  soft  x-ray  to  the  far  infrared.  Their  pulsed 
duration  varies  from  cw  (continuous  wave)  to  pico 
seconds. 

In  brief,  the  laser  reactions  in  tissue  include  ther- 
mal and  nonthermal  reactions.5  They  are  outlined 
in  the  following: 

Presented  at  the  170th  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Section  on  Dermatology 
and  Svphilology,  November  8, 1976. 

* By  invitation. 
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TABLE  I.  Laser  for  surgery 


Laser 

Spectral 

Region 

Wavelength 

(Nm.) 

Media 

Type  of 
Opera- 
tion 

Ruby 

Red 

694.3 

Solid 

Pulsed 

Neodymium 

Infrared 

1,060 

Solid 

Pulsed 

NdrYAG 

Infrared 

1,060 

Solid 

CW 

Argon 

Blue-green 

476.5  to  514.5 

Gas 

CW' 

Carbon  dioxide  Far  infrared 

10,600 

Gas 

CW 

I.  Thermal  relates  to 

A.  Absorption  and  reflection  of  the  tissues  at  the 
laser  wavelength 

B.  Power  density  of  the  laser  beam 

C.  Speed  of  incision 

D.  Time  of  exposure 

E.  Extent  of  the  local  vascular  flow 

F.  The  degree  of  tension  of  the  tissue  in  the  area 
of  the  incision 

II.  Nonthermal  reactions  especially  with  pulsed  la- 
sers 

A.  Pressure  wave  effects 

B.  Stimulated  Raman  and  Brillouin  scattering 

C.  Field  stripping  effects 

D.  Inverse  bremsstrahlung 

E.  Double  photon  absorption 

F.  Self-focusing  effect 

G.  Self-induced  transparency 

The  cw  lasers  produce  mostly  thermal  reactions; 
the  pulsed  laser  systems  include  both  the  thermal 
and  nonthermal  reaction  types. 

These  characteristics  make  for  precision  and  ac- 
curate focusing  so  that  they  can  be  transmitted 
through  a fine  needle  into  selected  areas  of  the  brain 
or  even  to  selected  areas  on  individual  chromosomes 
of  the  salamander.  Lasers  in  the  visible  light  range 
are  absorbed  more  in  tissues  which  are  pigmented  or 
colored  with  vital  dyes,  carbon,  and  even  magnetic 
particles.  No  other  physical  modality  used  in  sur- 
gery or  radiation  has  this  property.  Minimal  thermal 
coagulation  necrosis  is  produced  by  lasers.  This 
makes  for  per  primum  healing  with  sutures,  and, 
consequently,  good  cosmetic  results.  Effective  he- 
mostasis is  also  produced.  In  addition  to  excision, 
lasers  may  be  used  for  massive  thermal  coagulation 
necrosis  of  masses  of  tissue.  Secondary  infection  is 
not  common.  Other  reasons  to  use  the  laser  in  sur- 
gery are  listed  in  the  following: 

1.  Specific  absorption  in  color 

2.  Precision 

3.  Reduction  of  hemorrhage 
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4.  For  vascular  surgery — no  direct  contact  with  the 
vessel 

5.  Where  needed,  high  energy  and  power  densities 

6.  For  excisions,  unlike  high-frequency  electrosur- 
gery, less  tissue  damage  and  no  electric  currents 
through  the  patient 

To  complete  this  oversimplified,  brief  introduc- 
tion to  lasers,  it  should  be  added  that  the  basic  credo 
everywhere  in  current  laser  technology  is  if  you  don’t 
need  the  laser,  don’t  use  it.  Controls  for  critical 
evaluation  of  laser  surgery  include  the  usual  scalpel, 
high-frequency  electrosurgery,  cryosurgery,  and  the 
plasma  torch.  In  addition  to  their  primary  use,  lasers 
may  be  used  as  adjuvants  for  all  forms  of  surgery  and 
also  for  ionizing  and  so-called  nonionizing  radia- 
tion. 

As  part  of  this  diffuse  introduction,  the  current 
laser  medical  market  should  be  reviewed  briefly. 
The  most  common  clinical  use  of  laser  surgery  is  laser 
eye  surgery.  At  present,  this  market  is  about  com- 
plete as  regards  the  argon  eye  lasers.  Commercial 
surgical  lasers,  CO2  lasers,  are  made  in  the  United 
States  and  Israel.  Nd  surgical  lasers  are  made  in 
Germany  and  in  Russia.  Lasers  for  surgical  endos- 
copy are  made  in  Germany  and  beginning  to  be  made 
commercially,  a rapidly  developing  field,  in  the 
United  States.  For  the  industrial  laser  market  for 
the  next  five  years,  the  CCU  and  Nd:YAG  (yttrium 
aluminum  garnet)  lasers  will  be  used  most  fre- 
quently. As  regards  costs  per  photon,  according  to 
the  National  Science  Foundation,  the  CCL  laser  is  100 
times  less  than  the  argon  ion  laser.  A new  Interna- 
tional Society  of  Laser  Surgeons  has  been  formed.9*10 
This  review  will  not  include  the  recent  developments 
of  laser  technology  in  medical  diagnosis  for  both  the 
laboratory  and  the  clinic. 

Dermatologist’s  use  of  laser 

With  his  interest  in  all  forms  of  irradiation,  it  is 
proper  for  the  dermatologist  to  be  interested  in  laser 
technology.  The  early  studies  on  the  effect  of  lasers 
on  tissues  were  done  by  dermatologists.  As  indi- 
cated, the  first  experiments  in  laser  cancer  surgery 
were  done  with  transplanted  melanomas  in  animals. 
Animal  surgery  continues  to  be  used  in  laser  surgical 
research. 

In  the  laser  surgical  research  program,  first  the 
instrument  is  evaluated  for  safety,  reliability,  flexi- 
bility, and  sterilizability.  Cost  analysis  then  follows. 
Laser  beams  are  powerful  light  beams  and  can 
damage  the  eye.  Therefore,  eye  protection  is  nec- 
essary both  for  the  patient,  the  operator,  and  the 
personnel  in  the  treatment  of  operating  room.  La- 
sers are  classified  according  to  the  need  for  safety 
programs.  Surgical  lasers  are  in  Class  IV  in  the 
present  safety  classification  schedules.7  In  a laser 
facility,  an  experienced  operator  or  even  a trained 
technician  is  designated  as  the  laser  safety  officer. 
All  personnel  concerned  are  instructed  in  las*  r safety. 


In  addition  to  eye  protection  with  protective  glasses, 
adjacent  skin  and  tissues  must  be  protected  so  that 
the  laser  beam  is  used  only  where  needed  on  the 
target  area.  With  the  CO2  laser,  wet  saline  sponges 
are  used  to  prevent  flammability  of  dry  gauze  packs. 
Adequate  ventilation  and  suction  are  used  for  those 
areas  where  volatile  products  may  be  produced. 
Usually,  sterile  drapes  are  used  to  cover  the  laser  arm 
leading  to  the  sterilized  operating  tips.  It  is  em- 
phasized that  the  commonly  used  CO2  laser  is  far 
infrared  so  that  the  operating  beam  is  invisible.  The 
operating  tips  are  so  constructed  that  one  observes 
that  exact  impact  area.  The  beam  can  be  transmit- 
ted far  beyond  this  point  of  the  target  area  as  it  moves 
or  goes  through  thin  tissues.  Long  experience  with 
laser  research  in  animals  and  man  has  shown  that  the 
lasers  now  used  are  not  carcinogenic.  There  has  not 
been  enough  research  to  determine  whether  the  ul- 
traviolet lasers,  in  all  the  forms,  are  carcinogenic  or 
not.  At  present,  these  are  not  used  for  laser  surgery, 
but  for  research  in  biology  and  for  experimental 
studies  with  photosensitizing  agents  including  the 
psoralens.7 

When  do  you  use  the  laser  for  skin  cancer?  Ob- 
viously, the  most  experience  has  been  with  melano- 
mas, primary  and  especially  metastatic.  In  our  in- 
vestigative laser  surgery  program,  primary  melano- 
mas can  be  treated  only  if  conventional  treatments 
cannot  be  used.  Because  of  the  color  qualities  of 
melanomas,  lasers  have  been  used  in  the  effective 
treatment  of  Pitt  41,  Cloudman’s  S91,  and  Har- 
ding-Passey  melanomas,  in  animals.  Lasers  may 
produce  selective  thermal  coagulation  necrosis  of  the 
melanomas  or,  with  the  continuous  wave  Nd  and  CO2 
lasers,  photoexcision.  It  is  assumed,  without  sig- 
nificant detailed  proof  as  yet,  that  the  thermal 
coagulation  of  the  blood  vessels  prevents  the  spread 
of  the  melanoma  from  the  treated  area.  With  pulsed 
lasers,  elastic  recoil  and  pressure  waves  in  tissue  may 
disseminate  viable  tissue  fragments  in  tissue.  This 
has  been  found  in  animals  only  with  the  pulsed  lasers, 
not  with  the  continuous  wave  lasers.  No  such  reac- 
tions were  found  with  the  pulsed  ruby  laser  treat- 
ment in  our  patients.  For  primary  melanomas, 
mostly  Stage  I,  the  laser  was  used  in  elderly  patients 
with  large  melanomas,  more  than  2 cm.,  and  for  those 
who  refused  the  conventional  treatments.  Only  five 
primary  melanomas  were  treated  in  our  series:  one 
with  autopsy  after  a year  from  a kidney  infection  with 
no  evidence  of  melanoma;  one  still  without  melanoma 
after  six  years;  one  showing  only  local  melanosis;  one 
with  no  melanoma  after  two  years;  one  operated  on, 
without  any  finding  of  melanoma;  and  one  lost  to 
observation. 

In  the  series  of  patients  without  extensive  meta- 
static cutaneous  lesions,  the  lesions  usually  recurrent 
after  surgery,  laser  radiation,  and  chemotherapy 
showed  excellent  local  results  with  good  cosmetic 
results,  including  one  with  perilesional  leukoderma 
and  disappearance  of  untreated  lesions.  In  this  se- 
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ries,  various  forms  of  immunotherapy  were  also 
used.4  These  included  autogenous  tissue  cultures 
with  subsequent  laser  irradiation  and  injection  of  the 
tissue  culture  extracts,  reinjection  of  laser-treated 
masses  with  extensive  controls,  Freund’s  adjuvant, 
and  BCG  vaccine.  Although  the  skin  lesions  cleared 
in  many  patients,  the  serious  prognosis  as  regards 
visceral  metastases  was  not  changed.  Without 
controlled  studies,  it  was  felt  that  the  accessible 
metastases  healed  without  local  reactions  and  with- 
out aggravating  the  inevitable  course  of  metastatic 
disease.  At  present,  the  CCU  laser  is  used  in  America 
and  Europe  to  excise  melanomas,  and  in  Russia,  the 
Nd  laser  is  used.  The  ruby  laser  has  also  been  used 
in  Russia  for  melanomas  of  the  ear.11  Graft  re- 
placement is  done  with  CO_>  laser  excisions.  As  with 
many  areas  of  investigative  laser  surgery,  more  con- 
trolled studies  are  needed  to  evaluate  the  laser  since, 
for  the  first  time,  the  surgeon  has  a physical  modality 
which  has  specific  absorption  for  color.  In  our  series, 
the  laser  was  of  value  in  the  surgery  of  metastatic 
melanoma  for  radical  neck  surgery  and  for  brain 
metastases.4 

Ruby,  Nd,  CO_>,  and  argon  lasers  have  been  used 
for  the  effective  treatment  of  basal-cell  malignant 
conditions,  especially  in  patients  with  multiple  car- 
cinomas. In  these  patients,  it  was  possible  to  have 
controlled  studies  with  surgical  excision,  curette- 
ment,  high-frequency  electrosurgery,  chemotherapy 
with  5 FU  (5-fluorouracil),  cyrosurgery,  and  radia- 
tion. In  the  nonpigmented  basal  carcinomas,  various 
dyes  were  tattooed  to  increase  the  laser  absorption 
and,  consequently,  the  laser  reaction.  The  laser  was 
used  also  as  an  adjuvant  to  radiation  and  5-FU 
therapy.  The  Mohs  controlled  chemosurgery  tech- 
nique was  used  to  study  the  depth  of  the  laser  reac- 
tion.5-7 

Basal-cell  carcinomas  were  also  selected  as  acces- 
sible test  models  in  studies  on  induced  hyperthermia 
for  the  treatment  of  cancer  with  the  use  of  colloidal 
iron  particles,  microwaves,  and  lasers.  The  iron 
particles  not  only  increase  absorption  of  microwaves 
but  also  because  of  the  black  color  increase  absorp- 
tion of  lasers.  Investigative  studies  are  being  done 
to  study  the  effect  of  magnetic  fields  on  movements 
of  iron  particles,  and  also  the  effect  of  the  magnetic 
fields  on  cancer.  With  improvements  in  microwaves 
for  deeper  penetration,  the  use  of  RF  (radiofre- 
quency) energy  to  induce  heat  deep  in  tissue,  and 
transmission  of  laser  beams  through  efficient  fiber- 
optics  systems,  it  should  be  possible  to  use  magne- 
tology  with  iron  particles  and  fiberoptic  transmission 
of  lasers  all  to  aid  in  the  treatment  even  of  metasta- 
ses. In  brief,  the  microwaves  increase  the  metabolic 
rate  of  tissues.  For  the  hyperthermia  treatment  of 
cancer,  it  is  necessary  to  consider  at  what  levels  the 
cancer  is  blocked,  destroyed,  or  even  stimulated.  An 
increase  in  tissue  temperature  of  5°  to  9°  C.  is  con- 
sidered to  be  cancericidal.12 

In  the  field  of  basal-cell  malignant  conditions,  in- 


vestigative laser  surgery  should  be  continued  for  the 
patient  with  multiple  skin  lesions,  since  adequate 
controls  are  available  for  critical  studies. 

The  next  fields  of  interest  in  our  studies  are  the 
malignant  vascular  tissues,  Kaposi’s  sarcoma,  and 
angiosarcoma,  including  Stewart-Treves  syndrome. 
In  Kaposi’s  sarcoma,  the  high-output  ruby  laser  was 
effective  for  small  lesions  but  not  practical  for  large 
or  deep  lesions.  Also,  it  was  effective  for  small  ac- 
cessible lesions  of  Stewart-Treves  syndrome.5  With 
an  attempt  at  controls,  the  CO2  laser  was  used  to 
excise  an  angiosarcoma  of  the  finger  and  found  to  be 
effective.  Carcinoma  of  the  vulva  was  excised  by  the 
COv  laser  by  Schellhas  at  Cincinnati.13 

In  the  miscellaneous  tumor  group,  the  laser  was 
used  to  treat  small  squamous  carcinomas  with  good 
results  and  even  one  metastatic  squamous  of  the  foot, 
utilizing  20,000  joules  per  square  centimeter  of  pulsed 
ruby  laser,  without  result.  Precancerous  actinic 
keratoses  and  leukoplakia  were  also  treated  more 
effectively  when  the  lesions  were  colored  with 
dyes. 

Again,  it  is  emphasized  that  dermatologists  with 
their  long  experience  in  radiation  should  be  inter- 
ested in  lasers  not  only  because  of  the  current  re- 
search in  laser  phototherapy  with  PUVA  (psoralen 
ultraviolet  A)  for  psoriasis,  but  also  for  laser  surgery. 
At  present,  such  studies  should  be  done  in  medical 
centers  where  laser  facilities,  all  too  rare  in  the  United 
States,  are  established.  Present  studies,  with  proper 
controls,  are  of  interest  for  melanoma,  especially 
cutaneous  metastases,  pigmented  basal  carcinomas, 
and  small  accessible  malignant  vascular  tumors.7-8 
The  industrial  laser  market  for  the  next  five  years  is 
to  be  chiefly  the  CO2  and  Nd:YAG  laser  systems. 
Medical  applications  will  have  to  follow  suit.  Again, 
don’t  use  the  laser,  if  you  don’t  need  it. 

In  general  surgery  today  in  the  United  States, 
there  are  some  60  lasers  used  for  routine  and  for  ex- 
perimental studies.  Actually,  every  division  of  ex- 
perimental surgery  in  departments  of  surgery  in 
university  centers  should  be  doing  well-controlled 
research  in  laser  surgery.9-10-14-15  In  this  manner, 
with  cooperative  groups,  the  value  and  limitations 
of  laser  surgery  will  be  determined  quickly. 

231  Bethesda  Avenue 
Cincinnati,  Ohio  45267 
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Although  involvement  of  the  skin  by  metastatic 
tumor  is  infrequent  compared  with  primary  cuta- 
neous neoplasia,  such  lesions  occur  in  sufficient 
numbers  to  allow  their  presentation  to  and  recogni- 
tion by  the  practicing  dermatologist.  Cutaneous 
metastatic  disease  may  occur  during  the  course  of  a 
known  primary  internal  cancer,  appearing  as  the  first 
indication  that  the  tumor  has  not  been  successfully 
eradicated.  More  uncommonly,  pathologic  study  of 
a skin  tumor  removed  from  an  otherwise  asymp- 
tomatic patient  may  disclose  a metastatic  carcinoma 
evolving  from  a clinically  silent  primary  focus.  In 
both  instances,  histopathologic  examination  evalu- 
ated in  context  with  the  clinical  and  topographic 
features  of  the  tumor  will,  in  most  cases,  allow  for  a 
correct  site-specific  diagnosis.  It  is  the  purpose  of 
this  presentation  to  review  the  histopathologic  and 
topographic  features  of  carcinomas  metastatic  to  skin 
and  to  correlate  the  nature  of  the  primary  tumors 
with  their  patterns  of  cutaneous  localization. 

Incidence  of  skin  involvement 

The  incidence  of  skin  metastases,  as  derived  from 
autopsy  material,  varies  greatly  in  different  series, 
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TABLE  I.  Incidence  of  cutaneous  metastases 


Author 

Number  of 
Patients 
with 

Carcinoma 

Number  of 
Patients 
with 
Skin 

Metastases 

Per- 

cent 

Willis2 

424 

4 

1 

Reingold3 

2,300 

32 

1.3 

Gates4 

2,031 

43 

2.1 

Abrams,  Spiro,  and 

1,000 

44 

4.4 

Goldstein5 

Leu6 

1,367 

34 

2.5 

depending  on  the  type  of  institution  reporting,  the 
varieties  of  malignant  tumors  included,  and  the  cri- 
teria utilized  for  inclusion.1  If  one  excludes  soft- 
tissue  sarcomas,  leukemias,  and  the  malignant  lym- 
phomas, it  can  be  stated  that  the  incidence  of  carci- 
nomas metastatic  to  skin  varies  between  1 and  4.4 
percent.  The  composite  statistics  culled  from  the 
available  literature  are  shown  in  Table  I.  It  should 
be  noted  that  the  most  recent  series,  that  of  Rein- 
gold,3 is  more  than  a decade  old.  In  view  of  the  al- 
most exponential  increase  over  the  past  decade  of 
lung  and  breast  cancers,  the  two  most  common  skin 
metastasizers,  it  can  be  immediately  anticipated  that 
the  incidence  rates  mentioned  here  are  far  too  low. 

Mechanisms  of  cutaneous  spread 

Carcinomas  may  reach  the  integument  by  a variety 
of  pathways,  the  most  common  of  which  are  direct 
extension  and  lymphatogenous  and  hematogenous 
dissemination.  Several  mechanisms  may  coexist,  as 
in  the  patient  with  Paget’s  disease  of  the  nipple  ac- 
companied by  an  inflammatory  carcinoma  with  peau 
d’orange.  The  more  common  mechanism,  that  by 
lymphatic  routes,  accounts  well  for  regional  patterns 
of  cutaneous  localization,  as  on  the  anterior  chest 
following  mammary  carcinoma  and  in  the  skin  of  the 
face  and  neck  following  squamous  carcinomas  of  the 
oral  cavity.  Hematogenous  embolization  to  skin 
occurs  from  tumors  which  are  highly  angioinvasive 
early  in  their  course,  such  as  lung  and  renal  carcino- 
mas and  results  in  a virtually  limitless  and  unpre- 
dictable pattern  of  cutaneous  localization.  The 
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importance  of  the  vertebral  venous  system,  a large 
valveless  blood  lake  interconnecting  the  head,  neck 
trunk,  and  extremities,  in  the  establishment  of  un- 
usual metastatic  patterns  has  recently  been  reviewed 
by  Hussey.7  Tumor  cells  may  also  reach  the  skin  by 
implantation,  as  seen  in  abdominal  wound  and  um- 
bilical metastases  from  ovarian  and  colorectal  can- 
cers.8 

Topographic  features 

Topographic  features  of  skin  metastases  include 
both  the  macroscopic  picture  of  the  individual  lesions 
and  their  distribution  on  the  body  surface.  The 
latter  features  will  be  reviewed  subsequently.  Me- 
tastases to  skin  assume  one  of  four  general  forms, 
occurring  as  discrete  nodules,  inflammatory  lesions, 
vascular  tumors,  and  cicatricial  plaques. 

Nodular  metastases  are  commonly  multiple  and 
appear  as  nontender,  firm,  skin-colored  masses  which 
rarely  ulcerate  and  commonly  evolve  suddenly  and 
grow  rapidly.  The  number  of  nodules  may  vary 
greatly  from  a solitary  lesion  to  literally  hundreds. 
The  latter  instance  was  recently  noted  at  our  hospital 
in  a patient  with  occult  renal-cell  carcinoma.  In 
patients  with  few  or  solitary  nodules  and  no  known 
internal  cancer,  the  clinical  diagnosis  is  usually  that 
of  an  intrinsic  skin  lesion,  most  commonly  derma- 
tofibroma, lipoma,  neurofibroma,  epidermoid  cyst, 
or  adnexal  tumor. 

Inflammatory  lesions,  characterized  by  erythema, 
warmth,  and  tenderness,  usually  involve  the  skin  of 
the  breast,  chest  wall,  or  upper  arm  and  may  be 
confused  with  such  bacterial  processes  as  erysipelas 
or  comedomastitis.  The  primary  tumor  is  usually 
in  the  breast,  less  commonly  in  lung,  and  the  clinical 
picture  is  produced  by  extensive  embolic  occlusion 
of  dermal  lymphatic  channels  with  accompanying 
lymph  stasis  and  inflammation. 

The  vascular  tumor  pattern  is  characterized  by  a 
usually  solitary  violaceous  nodule,  with  or  without 
ulceration,  appearing  anywhere  on  the  skin  or  mu- 
cous membranes.  The  primary  tumor  is  invariably 
a renal-cell  carcinoma  or  choriocarcinoma,910  and  it 
is  usually  occult  at  the  time  of  skin  involvement.  In 
patients  without  known  primary  lesions  the  clinical 
diagnosis  may  either  be  pyogenic  granuloma,  he- 
mangioma, or  Kaposi’s  sarcoma. 

Cicatricial  skin  lesions  arise  from  either  tumors 
with  characteristic  desmoplastic  stromal  responses, 
breast  or  pancreas,  or  may  result  from  tumor  im- 
plantation in  operative  scars,  as  following  resection 
of  colorectal  or  ovarian  carcinoma.  The  plaquelike 
lesions  are  usually  located  on  the  scalp  or  skin  of  the 
abdomen  and  flank  and  may  be  confused  clinically 
with  sclerosing  basal-cell  carcinoma,  alopecia  areata, 
or  keloid.1 

Histopathologic  features 

Although  cutaneous  metastases  have  been  re- 


ported from  primary  carcinomas  and  related  tumors 
of  virtually  every  body  site,  such  as  carcinoids  and 
germinomas,9'11  the  great  majority  arise  from  a rather 
limited  number  of  primary  foci,  the  frequency  of  each 
being  strongly  sex-dependent.  Thus,  85  percent  of 
skin  metastases  in  men  and  95  percent  in  women 
arise  from  only  eight  groups  of  primary  tumors,  the 
histopathologic  features  of  which  will  be  described 
and  illustrated. 

Lung  carcinomas  represent  the  most  common 
tumor  metastasizing  to  skin  in  men  and  represent  the 
same  subtypes  of  adenocarcinoma,  squamous  carci- 
noma, and  undifferentiated  carcinomas  of  oat-cell 
and  giant-cell  type  as  constitute  the  tumor  found  in 
the  lung  itself.12,18  Skin  metastases  from  pulmonary 
squamous  cancers  are  usually  only  moderately  well 
differentiated  and  are  distinguished  from  primary 
cutaneous  squamous  cancers  by  the  absence  of  sur- 
face change  and  transition  to  tumor  in  the  former. 
In  the  occasional  ulcerated  case,  distinction  may  not 
be  possible.  As  lung  cancers  metastasize  to  both 
solar  and  nonsolar-exposed  skin  areas,  this  distinc- 
tion may  also  be  impossible  on  clinical  grounds.  Skin 
lesions  resulting  from  undifferentiated  carcinomas 
of  oat -cell  type  are  highly  characteristic  on  histologic 
grounds  alone.  Giant-cell  carcinomas  may  at  times 
resemble  melanomas  of  amelanotic  type,  but  contain 
intracellular  mucin.  Metastatic  adenocarcinomas 
from  lung  are  usually  moderately  to  poorly  differ- 
entiated cancers  forming  small  glands  and  tumor 
trabeculae.  The  histology  is  not  organ-specific  and, 
when  involving  skin  areas  other  than  chest  wall,  these 
cancers  are  distinguished  with  great  difficulty  from 
similar  glandular  tumors  of  breast  or  gastrointestinal 
origin. 

Breast  carcinomas  constitute  the  overwhelming 
majority  of  cancers  metastatic  to  skin  in  women. 
The  pattern  of  localization  to  chest  wall  and  arm  is 
characteristic,  and  the  histologic  findings  of  moder- 
ately well-differentiated  adenocarcinoma  closely 
resemble  the  mammary  primary.  Also  characteristic 
of  mammary  origin  is  the  tendency  of  tumor  cells  to 
infiltrate  the  dermis  and  subcutis  in  linear  or  sin- 
gle-file fashion,  with  production  of  a highly  dense 
stroma.  In  surgically  treated  patients,  metastatic 
lesions  developing  on  the  homolateral  arm  must  be 
distinguished  from  postmastectomy  lymphangio- 
sarcoma.  The  latter  lesion  is  easily  recognized  his- 
tologically by  its  prominent  vasoformative  pattern 
of  tumor-cell  growth  and  the  accompanying  dense 
lymphocytic  infiltration.  The  occasional  apocrine 
carcinoma  of  mammary  origin  is  indistinguishable 
from  sweat  gland  cancers  differentiating  along  apo- 
crine lines. 

Oral  cavity  and  esophageal  carcinomas  are  in- 
variably squamous  and  similar  histologically  to 
pulmonary  carcinomas  of  squamous  type,  although 
the  former  tend  to  produce  more  keratin.  A marked 
male  predominance  is  characteristic,  and  with  re- 
spect to  oral  primaries,  the  pattern  of  localization  to 
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the  skin  of  the  face  and  neck  is  typical.  Esophageal 
primaries  may  additionally  spread  to  the  chest  wall 
or  more  distant  sites  and  are  not  generally  distin- 
guishable from  those  arising  in  the  lung.  In  patients 
presenting  metastatic  squamous  carcinoma,  the 
primary  tumor  is  invariably  pulmonary,  the  natural 
history  of  oral  cancer  being  such  that  metastases  al- 
most never  develop  prior  to  clinical  detection  of  the 
primary. 

Gastric  cancers  are  invariably  adenocarcinomas 
with  a variable  degree  of  differentiation.  In  the 
United  States,  the  tumor  is  only  rarely  well  differ- 
entiated, and  the  most  common  patterns,  both  in 
stomach  and  skin,  are  those  either  of  tumor  cells 
forming  nests  and  abortive  glands  or  an  undifferen- 
tiated tumor  of  signet-ring  cell  type.  Pancreatic 
carcinomas,  in  this  presentation,  are  grouped  with 
gastric  tumors  in  that  the  histology  of  both  groups  is 
generally  similar,  and  no  reliable  histopathologic 
differentiating  features  exist.  Similarly,  both  groups 
show  similar  patterns  of  skin  localization,  tending  to 
involve  the  abdominal  wall  but  retaining  the  ability 
to  involve  the  scalp,  neck,  chest,  and  back. 

Colorectal  carcinomas  represent  the  second  most 
common  carcinoma  to  metastasize  to  skin  in  both 
sexes.  Most  tumors  are  either  well-differentiated 
mucinous  carcinomas,  often  of  colloid  type,  or  grow 
as  moderately  well-differentiated  carcinomas  of 
glandular  type,  often  showing  complex  large  glan- 
dular patterns.  In  the  rare  patient  presenting  skin 
metastasis  from  an  occult  colorectal  primary,  the 
latter  histologic  feature  will  often  allow  prediction 
as  to  primary  site.  Cutaneous  metastases  show  a 
prominent  localization  pattern  to  the  abdomen  and 
pelvis,  may  involve  the  umbilicus,  and  must  be  dis- 
tinguished in  this  locus  from  primary  carcinomas  of 
urachal  rest  origin. 

Melanomas  constitute  the  third  most  common 
cancer  to  metastasize  to  skin  in  both  sexes.  The 
pattern  of  distribution  is  ubiquitous,  and  the  primary 
tumor  may  be  extracutaneous,  involving  either  mu- 
cous membranes  or  gastrointestinal  tract.  The  his- 
topathologic diagnosis  of  melanoma  is  usually  readily 
made  on  cytologic  and  pigmentary  features.  In  oc- 
casional amelanotic  cases,  distinction  from  anaplastic 
lung  cancers  may  prove  difficult.  Melanomas  met- 
astatic to  skin  are  distinguished  from  those  arising 
there  by  the  absence  of  junctional  change  in  the 
overlying  epidermis,  lack  of  epidermal  invasion,  and 
the  absence  of  a dense  inflammatory  infiltrate  sub- 
tending the  tumor. 

Ovarian  carcinomas  constitute  the  fourth  most 
common  cancers  to  spread  to  skin  in  women.  A 
strong  abdominal  pattern  of  localization  exists  and, 
as  in  colorectal  primaries,  a tendency  to  involve  the 
umbilicus  and  surgical  scars.  This  regional  pattern 
may  he  explained  by  either  direct  implantation  me- 
tastasis to  the  abdominal  wall  or,  more  commonly, 
retrograde  lymphatic  dissemination  to  the  abdominal 
wall  from  involved  pelvic  and  para-aortic  lymph 


nodes.  The  histologic  features  of  ovarian  carcinoma 
are  protean,  but  most  tumors  are  either  solid  or  pa- 
pillary carcinomas  of  serous  or  mucinous  type.  The 
occasional  papillary  ovarian  carcinoma  which  reaches 
the  skin  of  the  pelvic  region  must  be  distinguished 
histologically  from  pelvic  sweat  gland  tumors  such 
as  syringocystadenoma  papilliferum.  Although  the 
majority  of  choriocarcinomas  are  of  gestational  type 
and  thus  do  not  arise  in  the  ovary,  the  remaining 
tumors  of  this  category  are  primary  in  the  gonads. 
Unlike  choriocarcinomas  arising  in  the  uterine  canal 
which  produce  symptoms  early,  tumors  arising  in  the 
gonads  are  characteristically  detected  only  after  the 
appearance  of  systemic  metastases.  The  skin  may 
be  not  infrequently  involved,  and  several  instances 
of  predilection  for  the  scalp  have  been  noted.9  The 
cutaneous  metastases  are  often  highly  vascular  and 
necrotic  and  may  ulcerate.  Histologically,  the  bi- 
phasic  pattern  of  sheets  of  embryonal  cytotropho- 
blast  admixed  with  syncytiotrophoblast  in  a highly 
hemorrhagic  necrotic  stroma  are  characteristic. 

Renal  carcinomas,  although  constituting  the  sixth 
most  common  tumors  to  reach  the  skin  in  both  sexes, 
are  surpassed  in  frequency  only  by  lung  cancers  when 
one  considers  a male  patient  presenting  a skin  me- 
tastasis from  a clinically  silent  primary  focus.  Renal 
adenocarcinomas  are  highly  angioinvasive  early  in 
their  course  and  present  the  most  ubiquitous  and 
unpredictable  metastatic  patterns  of  all  known  tu- 
mors in  oncology.  Cutaneous  metastases  occur 
anywhere  on  the  body  surface  and  frequently  clini- 
cally suggest  an  intrinsic  vascular  tumor  of  skin.  The 
histologic  features  of  renal-cell  carcinoma  are  those 
of  either  an  adenocarcinoma  of  clear  cell  type  or,  less 
commonly,  a poorly  differentiated  spindle-cell  sar- 
comatous growth.  When  the  latter  predominates, 
either  in  the  primary  site  or  the  skin  metastasis,  the 
tumor  may  be  misinterpreted  as  a soft-tissue  sarco- 
ma. In  such  instances  correct  recognition  of  the 
tumor  type  will  depend  on  demonstration  of  transi- 
tional fields  of  glandular  differentiation,  often  re- 
quiring study  of  a great  many  histologic  sections. 
We  have  recently  studied  a patient  with  such  a 
pseudosarcomatous  renal  carcinoma  who  presented 
numerous  skin  and  mucous  membrane  nodules  in  the 
absence  of  urinary  tract  symptomatology.  The 
histologic  diagnosis  on  skin  nodules  rendered  by  the 
authors  and  several  noted  consultants  was  that  of  a 
malignant  histiocytoma.  Only  when  postmortem 
examination  of  a renal  mass  revealed  scattered  areas 
of  clear-cell  tumor  was  the  correct  diagnosis  estab- 
lished. Renal  carcinomas  of  clear  cell  and  granular 
type  metastatic  to  skin  must  be  distinguished  from 
malignant  adnexal  tumors,  usually  sweat  gland  car- 
cinoma. The  malignant  clear-cell  myoepithelial 
variant  of  sweat  gland  cancer  poses  a significant 
histologic  differential  distinction.  Distinguishing 
features  of  renal  clear-cell  carcinoma,  with  reference 
to  the  latter,  are  the  presence  of  both  fat  and  glycogen 
in  tumor  cells,  absence  of  squamoid  fields,  and  the 
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presence  of  a highly  vascular,  often  hemorrhagic 
stroma.  The  clinical  evolution  of  sweat  gland  car- 
cinoma as  rapidly  enlarging  tumors  evolving  from  a 
stationary  nodule  present  for  many  years  offers  an- 
other important  point  of  differentiation.  Sebaceous 
carcinomas  with  clear-cell  components  may  be  dis- 
tinguished from  metastatic  renal  carcinomas  by  the 
presence  of  both  numerous  cytoplasmic  fat  droplets 
and  transitional  basal-cell  areas  in  the  former  and  the 
absence  of  glycogen. 

Conclusion 

The  differentiation  of  carcinomas  metastatic  to 
skin  from  primary  cutaneous  neoplasms  and  the 
delineation  of  primary  tumor  sites  has  important 
prognostic  and  therapeutic  implications  for  both  the 
patient  and  the  clinician.  The  discovery  of  skin 
metastases  in  a patient  with  a known  primary  focus 
may  herald  the  onset  of  local  or  systemic  recurrence 
when  the  primary  has  been  previously  eradicated.  In 
patients  with  clinically  silent  primaries,  attention 
may  be  immediately  drawn  to  and  focused  on  the 
most  probable  primary  site,  facilitating  the  diag- 
nostic work-up.  Such  a differentiation  is  possible, 
in  the  great  majority  of  instances,  when  the  histo- 
pathologic features  of  the  skin  lesion  are  evaluated 


New  treatment  prevents  serious 
disease  of  premature  infants 

A new  treatment  to  prevent  hyaline  membrane  dis- 
ease— a serious  respiratory  disorder  in  premature  new- 
borns— is  described  in  the  April  25  Journal  of  the  Ameri- 
can Medical  Association. 

A research  project  at  Roswell  Park  Memorial  Institute, 
Buffalo,  N.Y.,  confirmed  that  administration  of  plas- 
minogen— a substance  extracted  from  human  blood — 
within  60  minutes  of  birth  brings  a substantial  decrease  in 
severe  breathing  problems  and  in  death  from  hyaline 
membrane  disease  in  premature  newborns. 

The  most  common  cause  of  death  in  both  premature  and 
full-term  infants  in  the  hours  following  birth  is  respiratory 
difficulty.  About  half  such  affected  infants  are  found  to 
have  an  excess  of  pink  fluid  clinging  to  the  membranes  of 
the  bronchial  tubes.  This  condition  is  called  hyaline 
membrane  disease  (HMD). 

Statistical  studies  have  shown  that  HMD  and  respira- 
tory distress  is  the  underlying  cause  of  death  in  some  9,000 
infants  each  year,  approximately  20  percent  of  all  neonatal 
deaths. 

Clara  M.  Ambrus,  M.D.,  of  Roswell  Park  Memorial  In- 
stitute, and  colleagues  report  on  a study  involving  500 


by  the  surgical  pathologist  in  context  with  the  topo- 
graphic features  of  the  lesion  and  known  and  pre- 
dictable patterns  of  cutaneous  localization. 
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premature  infants.  Half  were  treated  within  an  hour  of 
birth  with  plasminogen.  Half  received  a placebo.  The 
patients  were  in  four  hospitals  affiliated  with  the  State 
University  of  New  York  at  Buffalo.  In  each  hospital  the 
study  was  approved  by  the  Committee  on  Human  Exper- 
imentation. 

In  the  249  infants  in  the  placebo  group,  22  had  mild  and 
31  severe  respiratory  distress.  Of  the  last  31,  20  died;  11 
had  HMD.  In  the  plasminogen-treated  group  a of  251 
infants,  mild  respiratory  distress  developed  in  35  patients 
and  severe  respiratory  distress  developed  in  19.  This  is  the 
reverse  of  the  ratio  observed  in  the  placebo  group,  Dr. 
Ambrus  points  out.  Of  the  latter  19,  six  died. 

Administration  of  plasminogen  did  not  change  the 
overall  occurrence  of  respiratory  distress  in  premature 
infants,  but  its  use  often  converted  a potentially  serious 
disease  into  a mild  one  of  short  duration  requir  ing  minimal 
care,  the  report  says. 

Plasminogen  is  given  in  a single  intravenous  injection 
shortly  after  birth.  It  can  be  administered  by  the  family 
physician,  obstetrician,  or  pediatrician,  and  a sophisticated 
intensive  care  unit  is  not  required. 

Mortality  caused  by  HMD  in  the  plasminogen  group  was 
about  one-fourth  that  in  the  placebo  group,  Dr.  Ambrus 
says. 
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Manic-Depressive 

Psychoses 

IRVING  J.  FARBER,  M.D.,  F.A.P.A. 

Jamaica,  New  York 

Attending  Psychiatrist,  Booth  Memorial  Medical  Center,  Flushing, 
and  Clinical  Assistant  Professor  of  Psychiatry,  Downstate 
Medical  Center,  Brooklyn 

About  20  years  ago  I was  speaking  with  a clinician 
of  vast  experience  in  psychiatry,  Howard  W.  Potter, 
M.D.,  who  had  been  the  director  of  psychiatric  ser- 
vices at  Kings  County  Hospital,  Brooklyn,  New  York, 
for  many  years.  We  were  talking  about  the  course 
of  manic-depressive  patients  who  had  been  hospi- 
talized for  long  periods  of  time.  One  of  his  comments 
was  that  if  you  reevaluate  some  of  those  patients 
diagnosed  as  manic-depressive,  you  find  that  a more 
apt  diagnosis  would  be  schizophrenia.  I subse- 
quently did  this  with  a group  of  patients  in  Brooklyn 
State  Hospital,  Brooklyn,  New  York,  and  found  this 
to  be  true.1 

Currently,  this  view  has  been  turned  about  so  that 
the  literature  has  been  reporting  how  some  persons 
diagnosed  as  schizophrenic  may  actually  be  manic- 
depressive.2’3  In  recent  years  there  has  been  a 
marked  increase  of  articles  pertaining  to  manic- 
depressive  psychoses.  This  has  been  paralleled  by 
a marked  increase  of  reports  on  the  use  of  lithium  for 
this  condition.  Thus,  the  Cumulated  Index  Medicus 
shows  that  in  1955  there  were  23  articles  noted  in  the 
Index  which  pertained  to  manic-depressive  psy- 
choses, listed  under  “Insanity,”  and  there  were  three 
articles  related  to  lithium  use  in  manic-depressive 
psychoses.4  In  1976,  there  were  over  200  articles  on 
manic-depressive  psychoses  and  almost  350  on  lith- 
ium use  in  this  disorder. 

In  1959  I published  a report  that  dealt  with  the 
decline  in  the  reported  incidence  of  manic-depressive 
psychoses.5  In  that  publication,  communications 
from  some  of  the  most  experienced  clinicians  in 
psychiatry,  from  various  countries,  commented  on 
the  frequency  of  the  illness.  I concluded  that  there 
were  two  prime  factors  accounting  for  the  decline  in 
diagnosis  in  New  York  City  and  New  York  State 
psychiatric  hospitals:  ( 1 ) The  change  in  diagnostic 
methods  with  the  shift  from  the  diagnosis  of  manic- 
depressive  psychosis  to  the  diagnosis  of  involutional 
psychosis,  psychotic  depressive  reaction,  and  schiz- 
ophrenia, and  (2)  with  the  advent  of  electric-con- 
vulsive therapy  and  the  antidepressants,  more  people 
were  being  treated  outside  of  hospitals. 

The  study  also  confirmed  previously  observed 
phenomena  in  the  manic-depressive  psychoses,  in- 
cluding the  absence  of  a thought  disorder  and  the 
rarity  of  hallucinations  and  delusions. 


TABLE  I.  First  admissions  of  patients  with  manic- 
depressive  psychoses  and  involutional  reactions,  to  New 
York  State  psychiatric  centers  (percent  of  total 
admissions)* 


Year 

Manic- 

Depressive 

Psychoses 

Involutional 

Reactions 

1920 

13.4 

3.7 

1923 

14.2 

3.7 

1926 

13.6 

3.1 

1929 

14.1 

2.8 

1932 

12.1 

2.9 

1935 

9.0 

3.6 

1938 

7.3 

5.5 

1941 

5.4 

5.9 

1944 

4.7 

6.4 

1947 

3.8 

7.0 

1950 

2.3 

6.8 

1953 

6.6 

1956 

1.7 

7.0 

1960 

1.4 

1965 

1.0 

1971 

2.3 

1.8 

1975 

3.9 

1.0 

* Source:  Admissions  to  State  psychiatric  centers  by  ethnicity,  age,  se- 
lected diagnoses,  and  sex;  New  York  State  Department  of  Mental  Health, 
Albany,  New  York. 


The  steady  decline  in  the  percentage  of  first  ad- 
missions of  manic-depressive  patients  to  New  York 
State  psychiatric  centers  continued  into  the  1960s. 
In  the  1970s,  with  the  increased  use  of  lithium,  sig- 
nificant rise  in  research  involving  lithium  use  in 
manic-depressive  psychoses,  and  the  increase  in 
world  literature  concerning  the  subject,  the  fre- 
quency of  diagnosis  began  to  rise,  so  that  the  figure 
of  1.4  percent  diagnosis  of  manic-depressive  psy- 
chosis in  1960,  and  the  1 percent  figure  for  1965, 
jumped  to  2.3  percent  in  1971,  and  3.9  percent  in  1975 
(Table  I).  The  diagnosis  of  involutional  reactions, 
which  had  been  rising  as  the  manic-depressive 
diagnoses  had  been  declining  in  the  1940s  and  1950s, 
shifted,  so  that  in  1971  it  was  approximately  1.8 
percent  and  in  1975  1 percent  (Table  I). 

Thought  disorder  in  manic-depressive 
psychoses 

In  the  18-month  period  from  January  1,  1957,  to 
June  30, 1958,  there  were  15,162  persons  hospitalized 
in  the  Division  of  Psychiatry,  Kings  County  Hospital, 
Brooklyn,  New  York.  Of  this  number,  59  were 
diagnosed  as  having  manic-depressive  psychosis. 
This  was  0.39  percent  of  the  total  number  of  patients. 
There  was  only  one  among  the  59  patients  in  this 
group  who  had  a formal  thought  disorder.  Subse- 
quent reevaluation  of  this  patient  indicated  that  he 
was  suffering  from  schizophrenia.5 

In  seeking  a comparison  of  more  recent  hospital 
admissions  at  the  same  hospital,  I evaluated  the 
charts  of  patients  admitted  to  Kings  County  Hospital 
Center,  Division  of  Psychiatry,  for  the  year  April  1, 
1974,  through  March  31, 1975.  There  were  a total  of 
8,525  patients  admitted,  with  68  being  diagnosed  as 
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In  past  years  there  has  been  a steady  decline  in  the 
incidence  of  manic-depressive  psychoses.  More  re- 
cently, with  the  use  of  lithium  in  treating  this  illness, 
and  the  marked  increase  in  the  medical  and  non- 
medical literature  concerting  manic-depressive 
psychoses,  the  impression  has  been  that  the  incidence 
is  much  higher  than  in  the  past.  However,  careful 
study  of  the  illness  shows  that  there-has  not  been  any 
significant  rise  in  the  incidence  of  manic-depressive 
psychoses. 


suffering  from  manic-depressive  psychoses.  This 
amounts  to  0.8  percent  of  the  total.  If  we  view  the 
diagnosis  in  terms  of  the  absence  or  presence  of  a 
formal  thought  disorder,  careful  study  of  the  charts 
shows  that  at  least  20,  and  possibly  24  patients,  had 
what  I considered  to  be  a formal  thought  disorder, 
making  the  diagnosis  of  manic-depressive  psychosis 
in  these  persons  very  questionable.  Therefore,  if  the 
20  patients  mentioned  are  excluded  from  the  group 
diagnosed  as  manic-depressive,  the  incidence  drops 
to  0.56  percent,  and  if  24  are  excluded,  it  would  he 
0.52  percent.  In  my  1959  report,  the  absence  of  a 
formal  thought  disorder  in  manic-depressive  psy- 
chosis was  a key  clinical  sign.  Such  a thought  dis- 
order is  a cardinal  feature  in  schizophrenia.  The 
thought  disorder  is  to  be  distinguished  from  a flight 
of  ideas  that  is  often  seen  in  the  manic-depressive 
psychoses,  manic  phase.  The  flight  of  ideas,  however 
rapid,  maintains  some  continuity,  some  connecting 
associations,  which  enables  the  listener  to  follow 
threads  of  logic  in  the  manic’s  speech.  Not  so  with 
schizophrenia.  In  schizophrenic  speech,  the  con- 
necting links  are  broken,  associative  trends  absent, 
and  blocking  (an  unexplained  sudden  cessation  of  a 
patient’s  train  of  thought  w-hich  neither  patient  nor 
listener  can  explain,  with  influx  of  new,  unconnected 
thoughts)  may  occur. 

My  view  of  the  formal  thought  disorder  is  in  accord 
with  that  of  Cancro,6  Cameron,7  and  Bleuler.8  The 
reader  is  invited  to  read  the  writings  of  Oppen- 
heimer9  and  Kasanin10  for  further  descriptions. 

It  has  been  rare  for  me  to  substantiate  the  diag- 
nosis of  manic-depressive  psychosis  in  the  presence 
of  a formal  thought  disorder. 

The  question  of  diagnosing  manic-depressive 
psychosis  has  been  a heated  issue  for  many  years.  In 
Europe  and  England  the  diagnosis  is  made  with 
considerably  greater  frequency.  In  England,  for 
1973,  the  number  of  patients  admitted  to  English 
psychiatric  hospitals  with  a diagnosis  of  affective 
psychosis,  by  far  the  largest  group  having  manic- 
depressive  psychoses,  was  13  percent.11 

Change  in  diagnosis 

Conroy  and  Coyne12  report  that  the  diagnosis  of 
manic-depressive  psychosis  at  the  time  of  admission 
to  the  adult  hospital  of  the  Menninger  Foundation 
was  4.1  percent  in  1973,  6.3  percent  in  1974,  and  10.8 
percent  in  1975.  They  further  report  an  interesting 
observation:  at  the  time  of  discharge  from  the  hos- 
pital, almost  one  half  the  patients  initially  diagnosed 
as  manic-depressive  in  1973  had  a change  in  diag- 
nosis, and  one  half  the  patients  initially  diagnosed 
as  manic-depressive  in  both  1974  and  1975  had  a 
change  in  their  diagnoses.  They  commented:  “It 
is  said  that  there  is  a trend  across  the  country  towards 
changing  the  diagnosis  to  manic-depressive  when 
patients  are  found  to  respond  to  lithium.  This  would 
imply  that  there  should  be  increased  numbers  of 
patients  with  the  diagnosis  at  discharge  over  those 


at  admission.  However,  this  is  not  the  case  here.  It 
may  be  that  it  reflects  keeping  at  admission  a 
preadmission  diagnosis  given  elsewhere  and/or  being 
influenced  by  the  patient  receiving  lithium  prior  to 
admission.”  12 

My  experience  in  private  practice  has  been  that  of 
noting  no  increase  in  the  incidence  of  manic-de- 
pressive psychosis  in  the  past  20  years.  It  is  rather 
infrequent.  Some  of  my  colleagues  whose  orienta- 
tion is  along  dynamic  lines  report  similar  findings, 
while  some  who  are  more  organic  in  their  theory  and 
therapy  have  noted  an  increase  in  the  incidence  of  the 
illness. 

Perhaps  the  current  increase  in  the  reported  di- 
agnosis of  the  illness  can  best  be  summed  up  in  the 
words  of  Bleuler:13  “As  far  as  I can  judge,  the  fre- 
quency of  the  psychosis  has  not  changed,  but  the 
medical  interest  has  been  very  much  increased.  For 
this  reason  the  diagnosis  has  been  more  popular.” 
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Mentally-ill  persons  who  also  have  epilepsy  con- 
stitute a large,  but  little-known  patient  group. 
Possibly  because  the  focus  has  been  on  mental  illness, 
particularly  in  the  young,  such  individuals  have  been 
referred  to  as  “the  invisible  population.”  The  inci- 
dence of  seizures  in  State  mental  hospitals  is  ap- 
proximately 10  percent,  and  about  30  percent  in 
centers  for  developmental  disabilities  and  mental 
retardation.  In  facilities  for  the  more  severely 
brain-damaged,  it  may  exceed  80  percent.  One 
survey  suggests  that  for  every  such  individual  in  an 
institution,  there  is  another  individual  who  needs 
similar  services.1  Figures  are  not  available  for  those 
able  to  manage  without  such  services. 

Double  burden 

The  plight  of  such  persons  is  exacerbated  by  the 
burden  of  both  illnesses.  Pharmacologic  manage- 
ment of  these  patients,  by  itself,  is  apt  to  be  unsat- 
isfactory. The  regimen  must  take  into  account  cer- 
tain risk  factors  in  epilepsy  that  may  aggravate  the 
mental  state.  These  include  frequent  severe  attacks 
over  a long  period,  the  particular  psychosocial 
problems  associated  with  epilepsy,  possible  associ- 
ated brain  damage,  prolonged  exposure  to  high 
plasma  concentrations  of  ACD  (anticonvulsant 
drugs),  special  compliance  problems  presented  by  the 
psychiatric  patient  who  has  to  bear  the  added  burden 
of  seizures,  occasional  aggravation  of  the  mental 


status  by  seizure  control  itself,  and  the  environmental 
deprivation  and  deterioration  that  may  be  induced 
if  hospitalization  is  required. 

Schizophrenia.  Starting  with  Kahlbaum  in 
1874, 2 early  literature  of  what  came  to  be  known  as 
schizophrenia  linked  it  with  epilepsy.  It  was  as- 
sumed that  the  limbic  disease  process,  which  may  be 
associated  with  epilepsy,  might  also  account  for 
schizophrenic  symptoms.  Slater,  Beard,  and  Gli- 
thero3  found  a more  than  chance  association  of 
schizophreniform  psychosis  in  patients  with  ante- 
cedent epilepsy,  although  no  instances  of  epilepsy 
following  schizophrenia  onset.  Reynolds4  believes 
that  schizophrenia  in  epileptic  patients  usually  can 
be  explained  by  anticonvulsant  drugs,  and  suggests, 
like  von  Meduna5  before  him,  that  schizophrenia  and 
epilepsy  are  incompatible.  Davison  and  Bagley,6 
following  an  exhaustive  survey  of  the  literature, 
concluded  that  a psychosis  resembling,  but  geneti- 
cally distinct  from,  schizophrenia,  does  indeed  exceed 
chance  expectation  in  many  organic  CNS  (central 
nervous  system)  disorders,  and  that  the  site  of  the 
brain  lesion  (temporal  lobe,  diencephalon)  appears 
to  be  more  important  than  the  predisposition  of  the 
patient  in  the  genesis  of  the  psychosis.  They  offered 
no  conclusions  as  to  the  possible  incidence  of  epilepsy 
following  schizophrenia  onset. 

The  pitfalls  occasioning  confusion  between  acute 
episodic  schizophrenia  and  psychomotor/tempo- 
ral-lobe epilepsy  are  illustrated  by  Adebimpe’s7  re- 
port of  a patient  whose  aberrant  behavioral-complex 
partial  seizures  remained  undiagnosed  for  five  years, 
and  resulted  in  30  unnecessary  psychiatric  hospi- 
talizations. 

Method 

The  seizure  population  of  a large  psychiatric  cen- 
ter, to  which  patients  are  admitted  only  because  of 
mental  illness,  offers  an  opportunity  to  study  the 
relationship  of  type  of  mental  illness  to  associated 
epilepsy,  and  the  optimal  program  of  seizure  con- 
trol. 

Seizure  patients  and  suspects  were  screened  for 
substantiated  seizures  and  psychiatric  diagnosis. 
Masquerading  seizure-like  phenomena,  to  which 
patients  with  psychiatric  illness  may  be  prone,  were 
excluded,  for  example,  hysterical  and  attention- 
seeking seizures,  syncopal  episodes  such  as  might 
result  from  excessive  psychotropic  drug  medication, 
and  phenothiazine-induced  dystonic  pseudoseiz- 
ures. 

Special  importance  was  attached  to  detection  of 
aberrant  behavioral-complex  partial  seizures  re- 
sembling acute  schizophrenia.  It  was  stressed  that 
the  schizophrenic  episode  is  apt  to  be  accompanied 
by  bizarre  ideation  and  distraction  rather  than  by  a 
reduced  level  of  consciousness.  It  lacks  character- 
istic psychomotor  features  such  as  amnesia  for  the 
event,  nonpurposeful  movements,  finite  onset  and 
duration,  and  fixed  sequence  of  events. 
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Results 


The  relatively  high  incidence  of  epilepsy  associated 
with  mental  illness  is  largely  accounted  for  by  pa- 
tients with  brain  damage.  While  a schizophrenia- 
like picture  may  develop  in  epilepsy,  our  data  tend 
to  confirm  the  impression  that  uncomplicated 
schizophrenia  is  not  a significant  factor  in  subse- 
quent development  of  seizures.  There  appears  to  be 
a statistical  association,  although  perhaps  not  a 
proved  cause-and-effect  relationship,  between  the 
development  of  seizures  in  the  schizophrenic  popu- 
lation and  associated  brain  damage,  or  shock  therapy, 
psychosurgery,  and  high-dosage  neuroleptic  therapy. 
The  treatment  program  for  epilepsy  associated  with 
mental  illness  must  take  into  account  certain  psy- 
chiatric risk  factors  in  epilepsy,  since  pharmacologic 
management,  by  itself,  is  apt  to  be  unsatisfactory. 
Suggestions  are  made  as  to  reasons  for  seizures  and 
mechanism  for  improved  management. 


Seizure  phenomena.  The  seizure  phenomena 
encountered  were  essentially  of  the  major  motor  type. 
Although  the  aberrant  behavioral  form  of  complex 
partial  seizures  might  be  expected  in  the  mental 
hospital  population,  there  were  relatively  few  pa- 
tients who  could  be  characterized  as  suffering  from 
this  type  of  amnestic  automatism. 

Psychiatric  illness.  Brain  damage.  Seizure 
incidence  correlated  with  extent  of  brain  damage, 
which  was  found,  in  various  forms,  in  more  than  two 
thirds  of  all  seizure  patients.  The  correlation  is  re- 
flected in  a 32-percent  seizure  incidence  in  a devel- 
opmental center  with  which  the  hospital  is  associ- 
ated. In  the  hospital’s  multiple  disabilities  unit,  a 
section  set  aside  for  special  programs  for  the  more 
severely  brain-damaged,  approximately  80  percent 
of  the  patients  have  seizures. 

Schizophrenia.  Out  of  an  estimated  1,755 
schizophrenic  patients,  there  were  67  who  had  con- 
firmed seizures,  that  is,  3.8  percent  of  the  schizo- 
phrenic population,  and  2.3  percent  of  the  total 
hospital  population.  The  true  incidence  may  be 
appreciably  less  if  one  takes  into  account  antecedent 
therapeutic  interventions  w'hich,  in  some  instances, 
may  have  been  epileptogenic.  There  appears  to  be 
a statistical  association,  although  perhaps  not  a 
proved  cause-and-effect  relationship,  between  the 
incidence  of  seizures  in  this  schizophrenic  population 
and  interventions  such  as  shock  therapy,  psycho- 
surgery, and  high-dosage  neuroleptic  therapy. 

Shock  therapy  and  lobotomy.  Of  the  67  pa- 
tients, 41  (61  percent)  developed  seizures  after  shock 
therapy;  8 of  the  41  had  had  a lobotomy  in  the  period 
intervening  between  shock  therapy  and  seizure  onset. 
Two  additional  patients  had  had  seizures  following 
a lobotomy  without  antecedent  shock  therapy. 

Neuroleptics.  Of  the  remaining  24  schizophre- 
nia-seizure patients,  there  were  8 whose  attacks  ap- 
peared related  to  large  doses  of  neuroleptic  drugs. 
This  conforms  w’ith  other  experience.8 

The  16  remaining  patients  constituted  less  than 

I percent  of  the  schizophrenia  population,  or  0.5 
percent  of  the  total  hospital  patient  population. 
Some  in  this  group  had  evidence  of  concomitant  or- 
ganic brain  disease. 

Onset  of  seizures  and  mental  symptoms.  All 

but  5 of  the  67  schizophrenic  patients  had  had  onset 
of  mental  symptoms  prior  to  seizure  onset.  All  five 
with  prior  seizure  onset  appeared  to  have  evidence 
of  concomitant  organic  brain  disease.  Their  seizures 
had  started  an  average  of  18  years  prior  to  the  onset 
of  mental  symptoms  (average  age  of  seizure  onset: 

II  years;  mental  symptoms:  29  years).  These  data 
may  conform  with  the  conclusion  of  Davison  and 
Bagley6  that  a psychosis  resembling  schizophrenia 
exceeds  chance  expectation  in  many  organic  CNS 
disorders. 

Management  program.  The  management  pro- 
gram of  the  mentally-ill  patient  with  epilepsy  in- 


cludes specific  investigation  and  pharmacotherapy, 
and  onging  psychotherapy.  In  addition  to  systemic 
and  psychiatric  examinations,  studies  should  include 
blood  sugar  and  calcium  determinations,  psychologic 
testing,  neurologic  evaluation,  electroencephalog- 
raphy and  skull  x-ray  film  evaluation.  If  a major 
structural  encephalopathy  is  suspected,  investigation 
should  include  computed  tomographic  examina- 
tion. 

Pharmacotherapy  involves  the  mainstay  anti- 
convulsant drugs,  phenytoin  (diphenylhydantoin, 
DPH,  Dilantin)  and  phenobarbital  (PB).  Moni- 
toring plasma  ACD  levels  is  important  not  only  be- 
cause of  problems  of  drug  utilization  and  possible 
mutual  interference  of  anticonvulsant  drugs,9’10  but 
also  because  of  possible  unreliable  intake  and  inter- 
ference with  ACD  activity  by  psychotropic  drugs.11 
Because  of  evidence  that  prolonged  exposure  to  high 
plasma  concentrations  of  anticonvulsant  drugs  may 
aggravate  the  mental  state,  it  is  advisable  to  adjust 
for  the  lowest  levels  compatible  with  seizure  con- 
trol.12’13 

Most  instances  of  persisting  seizures  are  apt  to  be 
a result  of  faulty  intake.  It  is  helpful,  in  such  cir- 
cumstances, to  give  only  one  anticonvulsant  drug  in 
a single  daily  dose,  if  possible.  Because  of  the  rela- 
tively long  half-lives  of  phenobarbital  and  diphe- 
nylhydantoin, one  can  usually  maintain  stable  blood 
levels  with  single-dose  therapy.9-14 

Psychosocial  problems.  The  psychosocial 
problems  affecting  persons  with  epilepsy  generally 
are  apt  to  be  exacerbated  in  mentally  ill  patients  who 
have  to  bear  the  added  burden  of  seizures.  This  can 
equate  with  poor  seizure  control  despite  optimal 
ACD  blood  levels.  Some  patients  may  have  partic- 
ular difficulty  accepting  the  limitations  imposed  by 
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their  illness,  and  tend  to  act  out  in  anger  and  frus- 
tration. This  disruptive  behavior  may  take  the  form 
of  not  taking  medication  faithfully,  overmedication, 
or  attention -seeking  seizures.  Patients  may  gain 
attention  either  by  functional  seizures,  or  by  frank 
seizures  achieved  through  noncompliance. 

The  mutual  dependence  of  seizure  control  and 
improvement  in  the  mental  state  underscores  the 
importance  of  treating  the  whole  patient.  Never- 
theless, there  are  occasional  instances  of  seeming 
“inverse  relationship,”  when,  with  seizure  control 
achieved,  the  mental  state  may  worsen.  This  can 
take  the  form  of  aggressive,  paranoid  behavior. 
Reynolds4  has  suggested  that  this  may  be  a conse- 
quence of  altered  folate  or  vitamin  Bp?  metabolism 
induced  by  anticonvulsant  therapy.  Concomitant 
neuroleptic  administration  may  have  a favorable 
effect  in  such  instances. 

Conclusion 

The  relatively  high  incidence  of  epilepsy  associated 
with  mental  illness  is  largely  accounted  for  by  pa- 
tients with  brain  damage. 

Although  it  appears  that  a psychosis  resembling, 
but  genetically  distinct  from,  schizophrenia  exceeds 
chance  expectation  in  epilepsy,  as  suggested  by 
Davison  and  Bagley,6  our  data  tend  to  confirm  the 
impression  that  schizophrenia  is  not  a significant 
factor  in  subsequent  development  of  epilepsy.  This 
only  applies  if  factors  such  as  associated  brain  dam- 
age, or  apparent  surgically,  electric  convulsive  ther- 
apy, or  medicationallv  induced  seizures  are  excluded. 
Such  interventions  may  account  for  the  difference, 
in  relation  to  the  study  of  Slater,  Beard,  and  Glith- 
ero3,  who  did  not  report  instances  of  epilepsy  fol- 
lowing onset  of  schizophrenia. 

The  treatment  program  for  epilepsy  associated 
with  mental  illness  must  take  into  account  certain 
psychiatric  risk  factors  in  epilepsy,  since  pharma- 


cologic management,  by  itself,  is  apt  to  be  unsatis- 
factory. 

Section  of  Neurological  Services 
Creedmoor  Psychiatric  Center 
Queens  Village,  New  York  11427 
(DR.  SIRIS) 
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Urethropexy 

Retrospective  view 


Anterior  urethropexy  was  performed  in  86  cases  for 
the  correction  of  stress  incontinence.  Success  was 
achieved  in  85  percent  of  the  cases.  Of  12  failures, 
a secondary  procedure  was  performed  in  six  patients 
with  a satisfactory  result  in  four.  There  was  no 
mortality  or  major  morbidity.  This  experience  in- 
dicates that  with  proper  selection  of  cases,  gratifying 
results  in  the  correction  of  stress  incontinence  in 
women  can  be  obtained. 
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The  introduction  by  Marshall,  Marchetti,  and 
Krantz1  of  suprapubic  vesicourethral  suspension  to 
answer  the  challenge  of  stress  incontinence  in  the 
female  added  a new  dimension  to  a clinical  problem 
previously  inadequately  managed.  The  large  num- 
ber of  vaginal  procedures  and  sophisticated  sling 
operations  formerly  used  indicates  the  relative  in- 
efficacy and  failure  of  general  acceptance  of  any  one. 
The  methods  currently  employed  are  either  the 
original  anterior  urethropexy  procedure  or  modifi- 
cations of  the  initial  presentation. 

On  the  basis  of  fundamental  investigations  of  the 
anatomy  of  the  urethra,  internal  sphincter  resistance, 
and  urinary  hydrodynamics,  the  lesion  of  stress  in- 
continence has  been  defined.2-4  When  intravesical 
pressure  is  markedly  elevated  by  exertion,  urethral 
resistance  must  he  increased  to  prevent  incontinence. 
In  the  normal  female,  this  is  accomplished  by  a 
twofold  act  ion  of  the  striated  muscle  of  the  urogenital 
diaphragm  and  pelvic  floor.  These  muscles  com- 
press the  urethra  or  urinary  sphincter  circumferen- 
tially as  well  as  elongate  it  by  pulling  it  cephalad 
toward  the  fundus.  The  net  result  of  the  striped 
muscle  activity  is  to  decrease  the  caliber  of  the  ure- 
thral lumen,  to  increase  the  tension  of  the  urethral 
walls  against  its  lumen,  and  to  increase  the  length  of 
the  urethra,  all  factors  which  increase  the  resistance 
of  the  urinary  sphincter  to  the  flow  of  fluid  through 
it. 

The  basic  abnormality  common  to  females  with 

Presented  at  the  Annual  Meeting,  New  York  Section  of  the 
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stress  incontinence  was  found  to  be  an  unusually 
short  urethra  when  the  patient  assumed  the  standing 
position.5’6  There  is  shortening,  telescoping,  or 
collapse  of  the  urethra.  The  former  emphasis  on 
urethrovesical  angulation  is  now  relegated  to  insig- 
nificance, and  the  philosophy  of  correction  is  directed 
at  lengthening  the  urethra  and  appending  it  in  such 
fashion  that  foreshortening  will  not  prevail  in  the 
erect  position.  Adhering  to  this  concept,  then,  it 
follows  that  operations  designed  to  buttress  the 
posterior  aspect  of  the  urethra  are  erroneous  and 
should  be  confined  to  correction  of  cystocele,  ure- 
throcele, and  uterovaginal  decensus. 

Surgical  method 

The  operative  procedure  utilized  involves  features 
of  both  the  Marshall-Marchetti  and  Lapides  tech- 
niques,7 with  several  innovative  details.  The  pur- 
pose of  the  surgical  alterations  is  to  perform  anterior 
urethropexy  in  such  a manner  as  to  insure  permanent 
sustained  adhesion  of  the  urethrovesical  junction  to 
the  undersurface  of  the  symphysis  pubis. 

After  the  suprapubic  incision  and  exposure  of  the 
bladder  have  been  carried  out,  blunt  dissection  is 
employed  to  provide  mobilization  of  the  urethra, 
bladder  neck,  and  anterior  vesical  surface.  Inter- 
vening fatty  tissue  is  extracted  to  expose  a wide 
mobile  area  to  be  suspended.  The  symphyseal  arch 
is  similarly  cleared  of  fibrous  and  fatty  adhesions  to 
reveal  an  accessible  zone  for  surface  adherence  of  the 
elevated  urethra  and  bladder  neck.  The  bulb  of  a 
previously  inserted  Foley  catheter  is  now  palpated 
and  positioned  so  that  a row  of  interlocking  chromic 
number  0 sutures  can  be  placed  through  the  antero- 
lateral urethral  tissue  on  each  side  and  through  the 
anterior  urethra  wall  itself  precisely  below  the  lower 
border  of  the  balloon,  a site  just  inferior  to  the  vesical 
neck.  These  sutures  are  now  passed  through  pubic 
periosteum  and  cartilage  of  the  symphysis  (Fig.  1). 
When  tied,  the  first  stage  of  suspension  has  been  ef- 
fected. A second  superior  row  of  sutures  is  inserted 
horizontally  through  the  urethrovesical  boundary 
and  fastened  to  the  most  inferior  fibers  of  the  rectus 
fascia  as  they  impinge  on  the  pubis  (Fig.  1).  Each 
line  of  sutures  generally  consists  of  three  or  four 
stitches,  and  the  double  row  assures  adequate  sus- 
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FIGURE  1.  First  row  of  sutures  inserted  through  urethra  and 
attached  to  symphysis.  Insert  shows  application  of  second 
line  of  sutures  just  below  vesical  neck. 


pension  until  anatomic  assimilation  occurs  (Fig.  2). 
The  protracted  contact  fixes  the  urethra  in  a 
lengthened  condition  which  is  not  altered  by  body 
posture.  The  anterior  vesical  surface  is  routinely 
appended  to  the  rectus  sheath. 

Analysis  of  cases 

The  present  series  comprises  86  cases  of  anterior 
urethropexy  performed  in  the  period  between  1964 
to  1976  (Table  I).  The  age  of  the  patients  varied 
from  39  to  68  years;  the  average  was  52.  Twenty- 
three  women  had  had  previous  unsuccessful  vaginal 
repairs.  The  technique  previously  described  was 
uniformly  used. 

Of  the  entire  group,  85  percent  achieved  significant 
improvement;  62  cases  in  this  segment  were  totally 
successful,  with  complete  cessation  of  all  symptoms. 
Twelve  patients,  however,  had  only  partial  success 
in  that  although  there  was  some  degree  of  continued 
or  intermittent  stress  leakage,  in  general,  each 
woman  acknowledged  significant  and  gratifying 
improvement. 

In  12  cases,  failure  resulted,  since  sustained  con- 
tinence for  an  extended  period  of  time  was  not  at- 
tained. Three  patients  in  this  category  had  no  im- 
mediate postoperative  improvement.  Of  the  delayed 
failures,  six  occurred  in  less  than  one  year,  and  three 
developed  incontinence  after  one  year  of  correction. 
In  six  of  the  failures,  a secondary  procedure  was 
performed  with  complete  correction  in  four.  Ob- 
servation at  reoperation  revealed  inadequate  fixation 
with  either  total  or  partial  loss  of  attachment  be- 
tween urethra  and  pubis,  permitting  excessive  mo- 
bility and  faulty  elevation  of  the  urinary  outlet.  The 
original  method  of  repair  was  again  selected  in  each 
case.  The  remaining  two  persistent  failures  were  felt 
to  be  the  result  of  improper  selection.  One  patient 


TABLE!.  Analysis  of  86  cases 


Results 

Number  of  Cases  (Percent) 

Successful 

74  (85) 

Totally 

62 

Partially 

12 

Failures 

12  (15) 

Immediate 

3 

Delayed 

9 

Less  than  one  year 

6 

After  one  year 

3 

Secondary  procedure 

6 

Good  result 

4 

Failure 

2 

Prior  vaginal  repair 

23 

Major  complications 

0 

Deaths 

0 

was  subsequently  found  to  have  intrinsic  damage  to 
the  sphincteric  mechanism.  The  second  woman  was 
markedly  neurotic  and  later  had  two  further  unsuc- 
cessful attempts  at  correction  by  other  methods. 

The  complications  which  occurred  were  all  of  a 
minor  nature.  There  were  no  postoperative  deaths, 
nor  was  there  a major  morbidity  factor.  In  seven 
cases,  primarily  in  obese  women,  a superficial  wound 
infection  ensued.  Eight  patients  were  found  to  have 
urinary  tract  infection  of  greater  or  less  degree  which 
was  promptly  responsive  to  appropriate  therapy.  In 
one  case,  where  the  suspending  sutures  were  silk,  a 
calculus  was  found  to  be  adherent  at  the  vesical  neck. 
This  was  extracted  transurethrally.  A fistula  of  the 
anterior  urethra  was  demonstrated  in  one  patient; 
this  healed  spontaneously  on  catheter  drainage.  In 
four  cases,  temporary  urinary  retention  occurred 
after  catheter  removal.  Despite  absence  of  urinary 
infection,  with  adequate  capacity  of  the  bladder  and 
no  further  stress  incontinence,  six  women  com- 
plained of  urgency  and  frequency  for  a protracted 
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interval  postoperatively.  In  no  instance  was  the 
catheter  incorporated  in  a suture,  nor  was  there  a 
single  episode  of  ureteral  involvement.  Neither  os- 
teitis pubis  nor  hemorrhage  occurred  in  any  case. 

Selection  of  cases 

Survey  of  the  present  series  would  recommend 
certain  principles  in  the  selection  of  cases  for  the 
attainment  of  optimum  results.  The  cardinal  re- 
quirement is  that  true  stress  exists.  It  must  be  es- 
tablished that  the  wetting  is  not  attributable  to 
marked  urgency  nor  that  the  irritability  of  cystitis  is 
a significant  factor.  It  is  obvious  that  a better 
prognosis  can  be  anticipated  if  there  has  been  no 
previous  suprapubic  repair.  Meticulous  preopera- 
tive study  must  assure  that  sphincter  injury  is  absent. 
In  no  instance  should  operation  be  performed  with- 
out prior  endoscopic  study  and,  where  indicated,  a 
urethrographic  examination.  One  cannot  hope  to 
achieve  success  if  the  stress  tests,  strongly  empha- 
sized by  Marshall,  Marchetti,  and  Krarrtz,1  are  not 
indisputably  indicative  of  the  need  for  surgery.  The 
myriad  manifestations  of  psychogenic  dysuria  are  so 


Clinical  Clues 

— Dizziness  with  a sensation  of  motion,  true  vertigo,  is 
caused  by  peripheral  disease,  ear  and  eighth  cranial 
nerve,  rather  than  central  nervous  system  disease. 
However,  peripheral  disease  may  cause  dizziness  without 
a sense  of  motion,  especially  with  central  nervous  system 
compensation  over  a period  of  time. 

- — Syncope  never  occurs  with  labyrinthine  disease,  but  the 
history  is  often  too  vague  to  differentiate  true  syncope 
from  unsteadiness  or  associated  weakness. 

— A sudden,  violent,  unprecedented,  primary  attack  of 
vertigo  in  a patient  less  than  forty  years  old  is  usually 
nonspecific  labyrinthitis,  possibly  viral. 

— In  a patient  over  forty  years  of  age,  sudden  dizziness 
probably  represents  a vascular  disorder  involving  the 
vertebral  or  basilar  arteries  or  the  internal  acoustic 
branch. 

— Perhaps  only  5 per  cent  of  patients  with  recurrent  vertigo 
have  Meniere’s  disease  (endolymphatic  hydrops). 

— Most  cases  of  fever  of  unknown  origin  prove  to  be  atyp- 
ical manifestations  of  common  diseases  rather  than  ex- 
otic conditions. 

— In  children  results  of  specific  tests  for  rheumatoid  ar- 
thritis are  usually  negative  and  rarely  help.  Episodes 
of  high  fever  may  be  prominent  in  26  per  cent  of  cases 
of  juvenile  rheumatoid  arthritis;  10  per  cent  may  have 
prolonged  fever  before  joint  symptoms  develop. 

Drugs  known  occasionally  to  cause  fever  include  aceta- 


well  known  that  it  must  be  clearly  ascertained  that 
the  patient’s  incontinence  is  not  another  feature  of 
psychiatric  disturbance.  The  presence  of  a func- 
tional component  may  doom  the  procedure  to  fail- 
ure. 

124  Gregory  Avenue 
Passaic,  New  Jersey  07055 
(DR.  PINCK) 
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zolamide,  amphetamine,  azathioprine,  barbiturates, 
carbamazepine,  cephalosporins,  chlorpromazine,  colis- 
tin,  erythromycin,  haloperidol,  indomethacin,  isoniazid, 
meprobamate,  methicillin,  methimazole,  nitrofurantoin, 
nortriptyline,  parasaminosalicylic  acid,  sodium  diphe- 
nylhydantoin  (Dilantin),  potassium  iodide,  rifampin, 
sulphonamides,  and  thiouracil. 

— Cannula-related  sepsis  is  acknowledged  to  be  a major 
complication  of  intravenous  therapy;  the  risk  appears 
highest  with  plastic  catheters.  Catheter-associated 
sepsis  usually  responds  rapidly  to  removal  of  the  cath- 
eter. Scalp-vein  needles  are  probably  substantially  safer 
than  plastic  catheters  and  are  strongly  recommended  for 
elective  intravenous  infusions.  The  combined  data  from 
five  prospective  studies  of  scalp-vein  needles  indicate 
associated  bacteremia  in  approximately  0.2  per  cent, 
whereas  plastic  catheters  have  reported  rates  of  sepsis 
ranging  from  0 to  8 per  cent. 

— Panhypopituitarism,  an  uncommon  clinical  disorder, 
may  result  from  a variety  of  underlying  conditions. 
Chromophobe  adenoma  is  perhaps  the  most  frequent 
cause.  Less  common  but  confirmed  causes  include 
postpartum  pituitary  infarction,  granulomatous  lesions, 
head  trauma,  hemorrhage,  suprasellar  cysts,  cranio- 
pharyngioma, and  suprasellar  aneurysm. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Reiter’s  syndrome  or  disease  is  the  most  commonly 
used  eponvm  for  an  illness  generally  thought  to  he 
characterized  by  nongonococcal  urethritis,  arthritis, 
and  ocular  disturbances  such  as  conjunctivitis,  iritis, 
or  keratitis,  with  circinate  balanitis,  keratodermia, 
and  other  skin  and  mucous  ulceration  also  frequently 
occurring.  It  was  first  described  in  1507  by  Pierre 
Van  Forest,  writing  about  a patient  who  developed 
arthritis  in  the  knee  in  association  with  urethritis, 
and  was  described  again  by  Martiniere  in  1664,  who 
believed  the  arthritis  was  a complication  of  urethri- 
tis1; Brodie2  identified  five  separate  cases  in  1818. 
Other  reports  include  one  by  Fournier  in  1868,  and 
one  by  Launois  in  1899,  which  detailed  the  tendency 
of  the  disease  to  recur  and  to  involve  cutaneous  le- 
sions, features  which  came  to  be  considered  impor- 
tant characteristics.3 

There  is  considerable  confusion  about  the  no- 
menclature used  to  describe  this  condition.  This  is 
a disease  with  two  epidemiologic  forms,  a long  his- 
tory, and  a yet-unknown  cause,  and  these  factors 
have  resulted  in  at  least  30  different  synonyms,  ep- 
onyms,  or  other  denotations.  Syndrome  is  often 
used,  rather  than  disease,  because  it  is  thought  to  be 
restricted  to  a clinical  manifestation  of  a triad  of  the 
three  major  symptoms — conjunctivitis,  arthritis,  and 
urethritis — occurring  together.  In  addition  to  Re- 
iter’s disease  or  syndrome,  such  names  as  dysenteric 
arthritis  and  nongonococcal  polyarthritis,  conjunc- 
tival-urethral-synovial  syndrome,  and  Fiessinger- 
Leroy-Reiter  syndrome,  in  honor  of  two  physicians 
who  described  the  disease  at  about  the  same  time  as 
Reiter,  have  all  been  used  at  some  time.4  Yet  few 
authorities  have  ever  been  satisfied  with  the  termi- 
nology employed.  Ostler  et  al.,4  Harkness,5  and 
Hancock  and  Mason6  all  mention  disapproval  of  the 
name  Reiter’s  syndrome  or  disease,  but  agreed  to  use 
it  only  because  it  was  the  designation  most  commonly 
employed.  Hancock  and  Mason6  went  further:  “All 
of  these  (previously  used)  titles  are  historically  or 
medically  unsatisfactory  ...  .”  Wright7  was  even 


more  emphatic:  “Reiter’s  paper  made  a negligible 
if  not  somewhat  misleading  contribution  to  the 
subject.” 

The  inaccuracy  of  the  term  Reiter’s  disease  has 
become  more  objectionable  as  the  disease  becomes 
better  understood.  Both  incomplete  Reiter’s  syn- 
drome and  considerable  other  manifestations  beyond 
the  classic  triad  of  symptoms  have  created  a picture 
of  a disease  which  is  considerably  more  complex  and, 
to  a certain  extent,  simply  different  from  the  single 
case  Reiter  reported  in  1917.  But  more  important, 
investigations  into  tissue  typing  and  transplantation 
have  revealed  that  there  are  a range  of  diseases  with 
similar  and  overlapping  symptomatologies — Reiter’s 
disease,  ankylosing  spondylitis,  and  psoriatic  ar- 
thritis, among  others — also  known  to  be  associated 
with  a high  prevalence  of  the  histocompatibility  an- 
tigen HL-A  B27,  suggesting  the  possibility  that  the 
seronegative  arthropathies  represent  a clinical 
spectrum  of  a single  pathologic  entity. 

This  report  will  review  the  disease  Reiter  de- 
scribed, the  disease  as  it  is  currently  understood,  and 
the  evidence  linking  Reiter’s  syndrome  and  the  other 
seronegative  arthropathies  together  via  the  histo- 
compatibility antigen  HL-A  B27,  to  argue  that  the 
classic  picture  of  the  disease  should  be  replaced  by 
a new  conceptual  framework  which  more  adequately 
depicts  the  clinical  picture  and  sheds  light  on  the 
possible  cause  of  this  condition.  The  evidence 
linking  Reiter  to  the  pinnacles  of  power  in  Nazi 
Germany  and  to  the  Third  Reich’s  perverse  eugenic 
theories  and  practices  will  also  be  reviewed  as  a fur- 
ther impetus  to  change.  Although  it  is  the  intention 
of  this  author  to  propose  changing  Reiter’s  syndrome 
to  some  other  designation,  all  our  references  to  the 
disease  will  be  in  the  traditional  form. 

History 

Hans  Reiter  was  born  in  Leipzig  in  1881,  the  son 
of  an  industrialist.  He  began  to  study  medicine  in 
1901,  first  in  Leipzig,  then  in  Breslau  and  Tubingen. 
He  was  awarded  his  M.D.  in  1906  for  a dissertation 
called  “Nephritis  and  Tuberculosis,”  and  then  em- 
barked on  a course  of  postgraduate  study  in  bacte- 
riology which  took  him  to  St.  Mary’s  in  London, 
where  he  worked  with  Sir  Almroth  Wright;  Paris, 
where  he  studied  at  the  Pasteur  Institute;  and  Berlin. 
In  1913,  he  was  appointed  privatdozent  at  the  Insti- 
tute of  Hygiene  in  Konigsberg,  and  just  a few  months 
before  the  outbreak  of  World  War  I was  appointed 
deputy  director  of  the  Institute  of  Hygiene  at  the 
University  of  Berlin.  He  served  in  the  First  Hun- 
garian Army  during  the  war,  where  his  previous  in- 
terest in  the  spirochete  led  to  an  identification,  based 
on  his  military  experience,  of  the  causative  organism 
of  one  of  a group  of  maladies  known  as  Weil’s  disease. 
Some  months  later  he  observed  three  apparently 
unrelated  symptoms — urethritis,  conjunctivitis,  and 
arthritis — in  a postdysenteric  patient,  and  perhaps 
his  experience  with  infectious  diseases  enabled  him 
to  realize  that  these  diverse  symptoms  were  due  to 
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a single  malady,  the  one  which  today  bears  his 
name. 

In  1918  Reiter  became  professor  of  hygiene  at 
Rostock  University,  and  in  1923  was  appointed  sec- 
tion director  at  the  Kaiser  Wilhelm  Institute  of  Ex- 
perimental Therapy  in  Berlin-Dahlen.  In  1926  he 
became  director  of  the  Health  Department  of  the 
State  of  Mecklenberg. 

Reiter  was  an  early  supporter  of  Adolf  Hitler.  He 
was  interested  in  eugenics  and  so  in  1932,  with  a 
group  of  university  professors,  signed  an  oath  of  al- 
legiance to  the  National  Socialist  Movement.  In 
return,  he  received  appointments  from  the  Nazi 
government.  In  1933  he  was  appointed  president  of 
the  Health  Department  in  Berlin  and  honorary 
professor  of  Hygiene  at  the  University  of  Berlin. 
Later,  at  the  instigation  of  the  minister  of  internal 
affairs,  he  was  appointed  director  of  the  Federation 
of  Scientific  Societies,  which  began  to  perform  all  the 
functions  of  the  dissolved  National  Health  Office.  In 
1935  he  became  president  of  the  Robert  Koch  Insti- 
tute for  Infectious  Diseases.  From  1933 to  1945,  he 
represented  the  Third  Reich  at  the  International 
Health  Organization  in  Paris.  In  1940  Reiter 
published  a book  called  Inheritance  and  Race,  but 
despite  this  interest  in  eugenics,  there  is  no  docu- 
mented connection  between  Reiter  and  the  infamous 
genetic  experimentation  of  the  physicians  of  the  SS, 
although  he  was  an  important  enough  figure  in  the 
Nazi  Party  to  be  listed  in  a postwar  work  called 
Funftausend  Kopfe  (Five  Thousand  Heads),  which 
gives  capsule  biographies  of  the  top  5,000  National 
Socialists.8-10 

Reiter  is  also  noted  for  his  description  of  the  en- 
topic  symptoms  of  digitalis  intoxication,  or  corn- 
flower phenomenon.  He  is  perhaps  best  known  for 
isolating,  identifying,  and  naming  the  Reiter  strain 
of  Treponema  pallidum,  a nonpathologic  cultivable 
variant,  and  developing  an  antigen  for  it,  which  led 
to  his  complement  fixation  test  for  syphilis.  He  was 
also  the  author  of  a well-known  monograph  on  vac- 
cine diagnosis  and  treatment.  After  World  War  II, 
he  retired  to  a country  home  in  Kassel-Wilheimoe, 
Hessen,  and  studied  the  sociologic  problems  of  the 
illegitimate  child.  He  died  on  November  25,  1969, 
at  the  age  of  88. 8’9 

Reiter’s  initial  report  of  the  triad  described  a pa- 
tient with  both  urethritis  and  conjunctival  catarrh 
which  followed  closely  on  an  attack  of  abdominal 
cramps,  diarrhea,  and  bloody  stools.  Swelling  in  the 
knee  appeared  soon  after.  Reiter  obtained  a pure 
culture  of  spirochetes  in  the  blood  and  concluded 
that  a spirochete  infection  was  responsible.  He 
originally  named  the  infection  spirochetosis  arthri- 
tica  and  outlined  its  additional  characteristics. 
Later,  when  the  disease  failed  to  respond  to  salvar- 
san,  he  abandoned  his  belief  in  a spirochetal  cause. 
No  subsequent  researcher  has  ever  been  able  to  cul- 
ture this  organism  from  infected  tissue.9’11 

In  1942,  Bauer  and  Engleman12  described  the  first 
case  identified  in  this  country,  noting  the  previous 


Reiter’s  syndrome  is  traditionally  characterized  as 
a triad  of  three  symptoms,  arthritis,  conjunctivitis, 
and  urethritis,  occurring  either  together  or  sequen- 
tially. The  classic  picture  is  contrasted  with  the 
condition  as  Reiter  described  it  and  with  the  cur- 
rently accepted  spectrum  of  symptomatology.  Evi- 
dence showing  a high  correlation  between  Reiter’s 
disease,  other  seronegative  arthropathies  which  share 
Reiter’s  symptomatology,  and  the  histocompatibility 
antigen  HL-A  B27  is  reviewed.  It  is  suggested  that 
HL-A  B27  can  be  used  as  a confirming  test  in  the  di- 
agnosis of  Reiter’s  disease,  and  it  is  also  suggested 
that  the  correlation  of  HL-A  B27  with  similar 
arthropathies  indicates  that  these  conditions  are  not 
separate  entities,  but  very  likely  are  different 
manifestations  of  the  same  disease  process.  It  is 
further  urged  that  the  name  “ Reiter’s  disease”  be 
abandoned  and  a new  designation,  which  more  ac- 
curately describes  the  spectrum  of  this  disease  pro- 
cess, be  adopted. 


report  by  Reiter,  and  since  that  time  this  triad  of 
three  symptoms  has  been  referred  to  as  Reiter’s 
syndrome  or  disease,  although  nearly  every  aspect  of 
the  disease,  including  the  eponym,  has  been  the 
subject  of  significant  debate  in  the  literature.  Be- 
cause the  etiology  is  still  obscure,  the  term  is  used  to 
connote  almost  any  complication  of  nongonococcal 
urethritis.1 

Characteristics 

Two  different  types  of  the  disease  have  been  rec- 
ognized in  the  literature;  one,  like  the  case  Reiter  first 
identified,  is  postdysenteric,  and  the  other  is  trans- 
mitted by  sexual  contact,  although  their  clinical 
manifestations  are  exactly  the  same.1,5  The  dysen- 
teric type  has  appeared  with  some  frequency  after 
epidemics  or  quasi-epidemics  of  some  dysenteric 
conditions.  Paronen13  studied  344  cases  of  Reiter’s 
disease  which  occurred  in  Finland  from  1943  to  1946, 
following  a widespread  epidemic  of  Flexner’s  dys- 
entery, and  Noer14  identified  9 cases  following  602 
cases  of  bacillary  dysentery  which  broke  out  on  a U.S. 
Navy  vessel  at  sea.  Since  the  ship  was  at  sea,  there 
was  no  opportunity  for  infection  by  some  factor  other 
than  one  resulting  from  the  dysentery  itself.  Only 
one  half  the  men  on  board  actually  contracted  dys- 
entery, but,  as  Noer  notes,  no  patient  who  escaped 
dysentery  contracted  Reiter’s  disease. 

The  venereal  type  of  the  disease  occurs  relatively 
rarely.  Noer  showed  that  outside  the  aforemen- 
tioned epidemic,  only  4 cases  per  100,000  men  per 
year  occurred  in  the  U.S.  Navy  over  a ten-year  period, 
although,  as  Arnett  et  al.15  have  recently  pointed  out, 
the  difficulty  of  recognizing  incomplete  Reiter’s 
syndrome,  where  only  a single  symptom  is  present, 
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may  well  have  obscured  the  prevalence  of  this  con- 
dition. Reiter’s  syndrome  is  sometimes  hard  to 
identify  in  women  because  of  the  difficulty  of  diag- 
nosing nongonococcal  infection  in  the  female,  and  is 
often  confused  with  gonorrhea,  with  which  it  may 
coexist.  It  can  be  said  to  be  present  where  acute 
arthritis  develops  after  gonococcal  urethritis  so  long 
as  gonococci  are  not  recovered  from  the  involved 
joints,  where  the  arthritis  does  not  respond  to  peni- 
cillin, and  where  the  affected  patient  develops  other 
manifestations  associated  with  Reiter’s  disease.3’16 
The  disease,  as  it  has  been  documented  in  Europe 
and  America,  is  thought  to  be  caused  by  the  transfer 
of  some  precipitating  factor,  such  as  by  sexual  con- 
tact, but,  lacking  the  identification  of  any  such  factor 
and  with  some  patients  affected  by  the  disease 
denying  promiscuous  sexual  activity,  the  sexual  di- 
mension of  its  transmission  cannot  be  considered  a 
sine  qua  non.1-15 

Reiter’s  disease  occurs  most  frequently  in  young 
males,  even  considering  the  difficulty  of  identifying 
it  in  the  female  and  even  with  patients  affected  by  the 
postdysenteric  variant.  Of  344  patients  with  post- 
dysenteric  Reiter’s  syndrome  studied  by  Paronen,13 
only  10  percent  were  women.  Of  23  patients  studied 
by  Ostler  et  al.,4  22  were  men.  Out  of  213  cases 
studied  over  15  years  by  Oates  and  Csonka,17  only  4 
patients,  or  1.8  percent,  were  female.  Of  150  or  more 
cases  seen  by  Ford,16  only  2 were  in  women.  Simi- 
larly, there  is  overwhelming  evidence  to  show  that  the 
disease  is  more  prevalent  in  young  people.  Oates  and 
Csonka17  reported  that  the  mean  age  of  213  patients 
in  their  study  was  32.3  years.  Of  214  patients  with 
arthritis  and  venereal  disease  studied  by  Wright,7  51 
were  shown  to  have  Reiter’s  disease,  and  of  these  55 
percent  developed  joint  symptoms  before  the  age  of 
25.  The  mean  age  of  patients  in  a study  by  Ostler  et 
al.4  was  also  25. 

Another  characteristic  of  the  disease  is  its  tendency 
to  recur.  Of  29  cases  studied  by  Harkness,5  24  had 
2 attacks,  4 had  3 attacks,  and  1 had  4 attacks  of  one 
or  more  symptoms.  Paronen13  reported  50  recur- 
rences in  344  cases  considered,  with  intervals  between 
attacks  ranging  from  5 days  to  20  months.  In  12  of 
13  patients  studied  by  Arnett  et  al.15  the  disease 
followed  a chronic  or  relapsing  course. 

Clinical  manifestations 

The  classic  Reiter’s  triad  of  urethritis,  arthritis, 
and  ocular  lesion  is  no  longer  considered  an  adequate 
clinical  picture  of  the  disease.10  All  three  symptoms 
need  not  be  present;  indeed,  only  one  of  the  classic 
symptoms,  often  arthritis,  confirmed  by  one  of  a 
number  of  secondary  features,  is  usually  sufficient 
to  establish  the  identity  of  this  condition.  Secondary 
symptoms  include  periostitis,  especially  of  the  cal- 
caneus, involving  heel  pain,  sometimes  severe; 
asymmetric  diffuse  swelling  of  the  digits,  often  called 
sausaging;  spondylitis  and  associated  inflammation 
of  the  axial  skeleton;  rapid,  often  pronounced  weight 


loss;  dysentery  in  one  of  its  forms;  and  a course  of 
fever.15’18  Skin  and  mucocutaneous  involvement  is 
now  considered  a major  symptom  of  the  disease. 

Genitourinary  tract  involvement.  Urethritis 
is  usually  the  first  symptom  to  appear  where  more 
than  one  symptom  of  the  triad  is  present,  but  it  sel- 
dom appears  alone.  Characteristic  urethral  dis- 
charge is  mucoid  or  watery.  Occasionally  it  is  light 
enough  to  be  ignored  by  the  patient,  so  the  urethra 
must  be  examined  before  urination  in  the  morning 
or  even  milked.  Dysuria  is  a frequent  complication, 
as  is  prostatitis  and  hemorrhagic  cystitis;  where 
urethritis  is  not  present,  cystitis  is  often  the  cause, 
and  cystitis  is  usually  the  genitourinary  manifesta- 
tion of  the  disease  in  women.1’16  The  presence  of 
gonococci  in  the  urethral  discharge  does  not  rule  out 
the  possibility  of  a coexisting  case  of  Reiter’s  syn- 
drome. Genitourinary  tract  involvement  of  some 
description  was  found  in  79.3  percent  of  Paronen’s13 
cases. 

Articular  involvement.  Reiter’s  disease  is  now 
suspected  in  many  cases  of  arthritis  occurring  in 
young  men,  even  when  such  arthritis  occurs  in  the 
absence  of  other  symptoms.  Arnett  et  al.15  found 
that  Reiter’s  disease  is  the  most  common  cause  of 
inflammatory  arthritis  in  young  men  15  to  35  years 
old.  Forty -seven  percent  of  98  cases  of  inflammatory 
arthritis  in  the  sample  of  Arnett  et  al.  were  caused  by 
complete  or  incomplete  Reiter’s  syndrome,  nearly 
three  times  the  incidence  attributable  to  any  other 
cause.  The  arthritis  is  typically  asymmetric  and 
polyarticular.  It  is  more  common  in  the  large  joints 
than  in  the  fingers  and  toes  and  often  appears  in  the 
weight-bearing  joints.  Monoarticular  arthritis  is  not 
unusual,  but  polyarthritis,  involving  an  average  of 
four  to  five  joints,  is  much  more  common.15  In 
Paronen’s13  series,  97.2  percent  had  polyarticular 
arthritis,  with  the  most  frequent  site  of  pain  being  the 
knee,  followed  by  the  ankle.  Arthritis  is  usually  the 
second  or  third,  but  only  rarely  the  first,  symptom  of 
the  triad  to  appear  when  more  than  a single  symptom 
presents  itself. 

Ocular  involvement.  When  ocular  involvement 
is  the  first  symptom  to  appear,  it  is  usually  con- 
junctivitis, a fairly  mild  and  transient  form  which 
remisses  without  treatment.  In  most  cases  the 
conjunctivitis  is  bilateral  and  is  characterized  by 
slight  inflammation  and  only  slight  pain  or  burning. 
In  23  cases  studied  by  Ostler  et  al.,4  4 patients  had 
ocular  disturbance  as  the  first  symptom  of  the  triad, 
preceding  the  other  symptoms  by  as  much  as  four 
weeks.  In  5 patients  ocular  disturbance  followed 
some  other  symptom  within  two  weeks;  in  10,  eye 
involvement  manifested  itself  two  weeks  or  more 
after  the  appearance  of  some  other  symptom;  and  the 
time  lapse  of  the  remaining  4 cases  was  not  reported. 
These  patients  were  selected  for  study  because  of 
their  ocular  involvement.  Iritis  was  reported  in  be- 
tween 5 and  10  percent  of  the  patients  in  one  study1 
and  6.4  percent  in  a second  study.13  Keratitis  was 
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reported  in  7.8  percent  of  patients  in  the  latter  study. 
In  total,  eye  affectations  occurred  in  89  percent  of  all 
patients  affected  by  Reiter’s  disease  in  Paronen’s13 
sample. 

Mucous  membrane  and  skin  involvement. 

Circinate  balanitis  is  the  most  common  skin  mani- 
festation of  Reiter’s  syndrome  and  can  be  considered 
sufficient  for  a diagnosis  where  any  member  of  the 
.classic  triad  is  present.16  It  appeared  in  27  percent 
of  the  cases  in  one  study.13  Lesions  appear  on  the 
glans  penis  in  the  form  of  small  red  spots,  red  spots 
with  a central  scaling  or  crusting,  or  swollen  reddened 
and/or  eroded  areas  on  most  of  the  glans.1’3’16 

Reddened  patches  or  small,  painless  ulcers  on  the 
palate  or  dorsum  of  the  tongue  are  other  manifesta- 
tions of  the  syndrome.7  Keratodermia  blennorrha- 
gia  is  a less  common,  but  particularly  characteristic 
symptom,  often  confirming  the  presence  of  the  dis- 
ease in  women  where  other  indices  are  lacking. 
These  lesions  occur  on  the  hands  and  soles  of  the  feet. 
They  first  appear  as  small,  red  spots  or  flat  pustules, 
but  before  long  the  skin  around  the  lesions  thickens. 
This  epithelial  condition  may  spread  to  cover  the 
entire  sole.  Occasionally,  spreading  is  dramatic, 
covering  the  arms  and  legs.  There  are  several  reports 
in  the  literature  about  the  progress  of  extreme 
Reiter’s  involving  keratodermia  blennorrhagia  in 
women.5’17’19-21 

Diagnosis 

Ever  since  Reiter  incorrectly  identified  the  spiro- 
chetes as  the  cause  of  the  syndrome,  researchers  have 
been  attempting  to  locate  a specific  factor  responsible 
for  the  disease.  For  a time  it  was  thought  that 
Chlamydia  agents  were  etiologically  related  to  the 
syndrome,4  but  such  observations  have  received  little 
or  no  concrete  support  or  verification.3  T-strain 
mycoplasmas  and  trachoma  agents  have  been  re- 
covered from  many  patients  with  nongonococcal 
urethritis.  Although  most  patients  with  nongono- 
coccal urethritis  do  not  develop  Reiter’s  disease,  it 
is  possible  that  different  types  of  infection  expose 
patients  to  some  still  obscure  factor  which  in  turn 
leads  to  the  syndrome,3’22  or  that  Reiter’s  is  a com- 
plex disease  brought  on  by  the  unique  combination 
of  several  factors,  including  the  autoimmune  re- 
sponses of  the  host. 

The  dispute  about  the  name  of  this  condition  has 
been  further  clouded  by  the  difficulties  of  deciding 
on  criteria  for  differential  diagnosis,  difficulties 
brought  about  because  the  etiologic  factor  respon- 
sible for  the  condition  remains  obscure.  Since  a di- 
agnosis depended  on  clinical  manifestations  and 
clinical  manifestations  only,  there  has  been  constant 
debate  about  the  recognition  of  new  symptoms,  such 
as  polyarthritis,  periostitis,  asymmetric  swelling  of 
the  axial  skeleton,  and  several  mucocutaneous  con- 
ditions, as  well  as  debate  about  the  number  and 
timing  of  symptoms  necessary  to  confirm  a diagnosis, 
a debate  which  has  been  confounded  by  the  tendency 


of  the  venereal  form  of  the  disease  to  follow  gonor- 
rhea or  to  coexist  with  it.  Ford16  pointed  to  the 
difficulty  of  differentiating  the  disease  from  gono- 
coccal arthritis  when  a second  or  third  symptom  of 
the  triad  is  lacking  and  gonococci  are  present  either 
in  urethral  discharge  or  the  synovial  fluid. 

Paronen13  found  that  all  three  symptoms  were 
present  in  only  70  percent  of  his  series,  with  two 
symptoms  being  present  in  25  percent  and  only  one 
symptom  present  in  5 percent.  Wright7  claimed  that 
insistence  on  the  complete  triad  was  too  extreme  a 
criterion  for  diagnosis,  since  ocular  manifestations 
can  lag  behind  or  even  precede  the  other  symptoms 
by  as  much  as  three  years.  And  many  writers  have 
long  recognized  the  need  to  accept  some  secondary 
symptom  as  a confirming  factor  in  cases  where  a 
second  or  third  primary  symptom  is  lacking. 

Similarly,  there  have  always  been  problems  in 
differentiating  Reiter’s  disease  from  several  other 
conditions.  Gonococcal  arthritis,  psoriatic  arthritis,  | 
and  ankylosing  spondylitis  all  share  some  symp- 
tomatology with  so-called  Reiter’s  disease,  and  until 
recently  the  only  way  Reiter’s  disease  could  be 
identified  if  less  than  the  complete  triad  was  present 
was  when  a second  typical  symptom  of  the  syndrome 
appeared. 

Recent  findings  have,  however,  at  last  pointed  the 
way  toward  a unique  description  of  the  disease  and 
in  the  process  of  doing  so  have  clarified  our  under- 
standing of  both  the  disease  entity  and  the  nomen- 
clature problems  which  have  traditionally  sur- 
rounded it.  The  presence  of  the  histocompatibility 
antigen  HL-A  B27  has  been  uncovered  in  a very  large 
proportion  of  patients  with  both  Reiter’s  syndrome 
and  patients  with  other  seronegative  arthropa- 
thies. 

Numerous  investigators  have  shown  that  more 
than  90  percent  of  patients  with  either  ankylosing 
spondylitis  or  Reiter’s  syndrome  are  positive  for 
HL-A  B27  as  compared  with  a 6 to  8 percent  inci- 
dence in  Caucasian  control  subjects.23-26  In  black 
Americans  the  association  is  even  more  striking;  95 
percent  of  blacks  with  these  diseases  are  positive  for 
HL-A  B27.25  Brewerton  et  al.24  reported  that  90 
percent  of  their  patients  with  ankylosing  spondylitis 
were  positive  for  HL-A  B27.  Morris  et  al.25  report 
that  “It  is  apparent  that,  just  as  in  ankylosing  spon- 
dylitis, there  is  a highly  significant  association  be- 
tween HL-A  B27  and  Reiter’s  syndrome.”  In  their 
study,  96  percent  of  patients  with  Reiter’s  syndrome 
were  positive  for  HL-A  B27.  The  antigen  was  not 
detected  in  any  of  the  patients  with  gonococcal  ar- 
thritis and  was  noted  in  only  8 percent  of  the  white 
control  population.  Brewerton  et  al.26  found  that 
HL-A  B27  was  present  in  76  percent  of  patients  with 
Reiter’s  syndrome,  9 percent  of  patients  with  non- 
specific urethritis,  and  6 percent  of  controls.  Calin 
and  Fries27  state  that  “the  greatly  increased  fre- 
quency of  HL-A  B27  in  both  ankylosing  spondylitis 
and  Reiter’s  syndrome  has  been  well  recognized.” 
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Cross,  Rigby,  and  Dawkins28  studied  40  patients  with 
ankylosing  spondylitis  and  6 patients  with  Reiter’s 
syndrome.  HL-A  B27  was  found  in  92  percent  of  the 
patients  with  ankylosing  spondylitis  and  all  of  those 
with  Reiter’s  syndrome.  They  concluded  that  “the 
diagnosis  of  ankylosing  spondylitis  or  Reiter’s  syn- 
drome should  be  questioned  if  this  antigen  cannot  be 
demonstrated.” 

In  five  studies  HL-A  B27  was  found  in  from  63  to 
96  percent  of  affected  patients  as  compared  with 
from  4 to  8 percent  of  normal  control  subjects.15 
Arnett  et  al.15  found  the  antigen  in  12  or  13  patients 
who  had  incomplete  Reiter’s  syndrome,  that  is,  ar- 
thritis but  neither  urethritis  nor  conjunctivitis,  and 
accepted  the  presence  of  the  antigen  as  a confirming 
factor  in  diagnosis. 

Kemple  and  Bluestone29  remark  that  in  patients 
with  urethritis  and  arthritis  in  whom  bacteriology  is 
negative  for  gonococcal  infection,  but  the  suspicion 
justifiably  persists,  the  presence  of  the  HL-A  B27 
antigen  in  such  patients  is  strong  evidence  for  a di- 
agnosis of  Reiter’s  syndrome  with  early  or  incomplete 
expression. 

There  are  other  similarities  between  Reiter’s 
syndrome  and  ankylosing  spondylitis  besides  their 
close  association  with  tissue  antigen.  Both  show 
male  predominance,  lower-extremity  arthritis,  young 
age  at  onset,  ocular  inflammation,  spondylitis,  heel 
pain,  and  aortic  regurgitation.16’30  Certain  patients 
with  the  acute  form  of  the  disease  as  described  by 
Reiter  develop  chronic  sacroiliitis  and  spondylitis 
which  is  indistinguishable  from  ankylosing  spon- 
dylitis. 16-31-32  Twenty  to  40  percent  of  Reiter’s  pa- 
tients suffering  from  an  acute  attack  or  who  have 
experienced  one  or  two  recurrences  present  roent- 
genographic  evidence  of  sacroiliitis  in  one  or  both 
joints.  In  long-term  Reiter’s  disease  patients  the 
incidence  of  sacroiliitis  rises  to  more  than  60  percent, 
further  blurring  the  clinical  distinction  between 
Reiter’s  syndrome  and  ankylosing  spondylitis.33  A 
high  incidence  of  HL-A  B27  has  been  found  in  other 
seronegative  arthropathies  such  as  psoriatic  arthri- 
tis,34’35 spondylitis  secondary  to  ulcerative  colitis,35’36 
and  Yersinia  arthritis.37-38 

The  precise  etiologic  relationship  between  HL-A 
B27  and  these  seronegative  arthropathies  is  not  yet 
known;  it  is  clear  that  some  relationship  exists,  and 
this  relationship,  whatever  its  mechanism,  has 
alerted  us  to  the  value  of  viewing  this  spectrum  of 
disease  as  a single  entity.  Two  possible  mechanisms 
have  been  suggested,  although  neither  has  been 
proved.  In  one,  known  as  molecular  mimicry,  the 
antigenic  determinants  of  particular  histocompati- 
bility antigens  are  so  similar  to  that  of  an  invading 
agent,  such  as  a virus,  that  the  host  cannot  produce 
a suitable  immune  response  to  the  foreign  agent.  In 
the  other  mechanism,  the  histocompatibility  antigens 
are  not  directly  involved  in  the  disease  process. 
Their  importance  is  in  the  close  association  of  their 
inheritance  with  immune  response  genes,  which 


segregate  in  the  same  genetic  regions  and  are  believed 
to  control  the  inheritance  of  specific  immune  re- 
sponses, including  responses  to  infective  agents. 

Of  equal  importance,  however,  is  the  fact  that 
HL-A  B27  provides  the  first  laboratory  method  for 
identifying  the  disease  and,  used  together  with  clin- 
ical observation,  provides  the  first  definitive  de- 
scription or  selection  procedure  for  a disease  which 
until  now  has  been  known  only  by  its  clinical  char- 
acteristics. 

Comment 

This  article  proposes  abandoning,  for  many  rea- 
sons, the  inaccurate  and  inappropriate  designation 
“Reiter’s  syndrome”  and  replacing  it  by  the  more 
descriptive  definitive  terminology,  tissue  antigen 
disease  or  tissue  antigen  arthritis,  or  HL-A  disease, 
with  arthritis,  spondylitis,  urethritis,  conjunctivitis, 
mucocutaneous  involvement,  or  other  clinical 
manifestations,  as  appropriate.  A precedent  exists 
for  this  kind  of  classification  in  rheumatic  heart 
disease,  where  we  diagnose  rheumatic  heart  disease 
with  mitral  insufficiency  (MI),  aortic  insufficiency 
( AI),  or  aortic  stenosis  (AS),  according  to  the  relevant 
findings. 

The  most  frequently  used  alternative  terminology, 
nongonococcal  arthritis,  is  lacking  in  several  areas. 
First,  like  nonspecific  urethritis,  it  is  too  broad.  It 
fails  to  discriminate  between  arthritis  of  other  or 
undetermined  cause  and  the  specific  polyarticular 
asymmetric,  lower-extremity  arthritis  caused  by 
tissue  antigen  disease.  Further,  it  obscures  the 
possibility  of  the  coexistence  of  tissue  antigen  disease 
with  gonorrhea,  a possibility  which  is  always  neces- 
sary to  consider  when  urethral  discharge  and  arthritis 
are  present  together;  it  implies  a nonvenereal  epi- 
demiology, which  is  deceptive  since  one  of  the  two 
major  forms  of  tissue  antigen  disease  is  decidedly 
venereal,  and  it  does  not  suggest  the  possibility  and 
interrelationships  of  a complex  disease  process. 
Tissue  antigen  disease,  or  HL-A  or  TAD  disease,  for 
those  who  are  more  comfortable  with  abbreviations, 
is  preferred  over  other  alternatives  because  it  de- 
scribes both  the  unique  discriminating  factor  of  the 
disease  and  its  clinical  features,  the  number  and 
presence  of  which  vary  from  case  to  case.  It  is  pre- 
ferred because  it  does  not  force  the  physician  to  at- 
tempt to  discriminate  between  or  identify  the  cause 
of  atypical  symptomatology  of  what  has  been  called 
incomplete  Reiter’s  syndrome,  ankylosing  spondylitis 
with  peripheral  joint  involvement,  psoriatic  arthritis 
with  uveitis,  or  Reiter’s  disease  with  rash  identical 
to  psoriasis;  instead,  the  designation  tissue  antigen 
disease,  or  arthritis,  brings  all  these  variants  under 
a single  rubric  and  suggests  the  possibility  that  all  the 
aforementioned  variants  are  different  manifestations 
of  the  same  condition,  or  at  least  are  more  closely 
related  etiologically  or  pathologically  than  tradi- 
tionally thought.  “Reiter’s  syndrome,  ankylosing 
spondylitis,  and  juvenile  ankylosing  spondylitis  may 
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in  fact  be  a continuum  of  the  same  disease  process 
. . ,,”15  and  there  is  every  reason  to  believe  that  other 
arthritides  may  be  part  of  that  same  continuum  as 
well.  The  name  tissue  antigen  disease  is  intended 
to  bring  this  possibility  into  clearer  focus. 

Conclusion 

This  report  has  detailed  the  spectrum  of  so-called 
Reiter’s  disease,  which  involves  many  symptoms 
beyond  the  classic  triad.  The  histocompatibility 
antigen  HL-A  B27  was  found  to  be  present  in  up  to 
96  percent  with  the  disease  so  that  it  can  be  used  as 
a confirming  diagnostic  test.  The  presence  of  this 
antigen  in  Reiter’s  disease,  ankylosing  spondylitis, 
and  patients  with  other  seronegative  arthropathies 
underlines  their  close  relationship  and  the  difficulty 
of  differentiating  them.  For  this  reason,  and  because 
the  disease  as  Reiter  reported  it  was  so  fundamen- 
tally different  from  the  character  of  the  disease  as  it 
is  currently  understood,  it  is  suggested  that  the  name 
of  the  disease  be  changed  to  tissue  antigen  disease, 
or  HL-A  disease,  with  spondyloarthritis,  mucocu- 
taneous synovitis,  urethritis,  conjunctivitis,  or  other 
symptomatology  added  as  appropriate. 

At  any  rate,  Hans  Reiter’s  active  part  in  formu- 
lating and  carrying  out  the  repulsive  eugenic  mis- 
conceptions of  Nazi  Germany  does  not  make  his  a 
name  worthy  of  any  further  honor.  We  strongly  urge 
that  the  designation  tissue  antigen  disease,  with 
appropriate  symptomatology,  be  adopted  instead  of 
the  description  in  common  use. 
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QUESTION  229.  The  patient  was  a hypertensive  woman  who  was  receiving  drug  therapy.  She  came  to  the  emer- 
gency room  with  marked  weakness.  What  diagnosis  does  the  electrocardiogram  suggest? 


CONTINUOUS  TRACING  LEAD  2 

QUESTION  230.  What  is  the  rhythm? 
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ELUCIDATION 


Question  229.  The  rhythm  is  sinus  tachycardia. 
In  leads  V2  to  V4  there  is  a notch  following  the  T 
wave;  the  second  portion  of  the  notch  is  a U wave.  It 
is  taller  than  the  T wave.  In  the  limb  leads,  it  is 
fused  with  the  T wave  and  gives  the  appearance  of  a 
prolonged  Q-T  interval.  Tall  U waves  suggest  hy- 


pokalemia if  the  patient  is  not  receiving  quinidine. 
The  serum  potassium  was  2.3  mEq.  per  liter. 

Question  230.  Beats  1 and  2 are  not  preceded  by 
P waves.  Beat  2 is  followed  by  a retrograde  P wave 
with  a very  long  R-P  interval.  The  P wave  is  seen 
buried  in  the  terminal  portion  of  the  T wave.  This 
P conducts  to  beat  3 (reentry  or  echo  beat).  Beats 
4 to  6 arise  in  an  ectopic  atrial  or  a junctional  focus. 
The  first  five  beats  in  strip  two  are  junctional  beats 
and  beats  2 to  5 have  retrograde  P waves  following 
them.  When  the  R-P  interval  prolongs  (beat  5), 
reentry  occurs,  leading  to  beat  6.  A sinus  beat  fol- 
lows. The  peaked  T waves  may  be  normal,  but  could 
indicate  hyperkalemia. 


Clinical  Clues 


— If  sedation  is  necessary  during  anticoagulant  therapy, 
the  drugs  of  choice  are  the  antianxiety  agents  chloria- 
zepoxide  (Librium)  and  diazepam  (Valium)  and  the 
hypnotic  agent  flurazepam  hydrochloride  (Dalmane). 
These  agents  have  no  significant  effect  on  plasma  levels 
and  half-life  of  warfarin,  or  on  the  hypoprothrombinemic 
response  to  this  anticoagulant  or  to  other  coumarin  de- 
rivatives. Barbiturates,  glutethimide  (Doriden),  and 
chloral  hydrate  and  its  derivatives  may  alter  the  re- 
sponse to  anticoagulant  therapy. 

— Sixty-three  per  cent  of  women  with  chronic  active  hep- 
atitis are  noted  to  have  acne  (Wilcox,  R.G.,  et  al:  Am. 
J.  Med.  30:185  (1961)). 

— Liver  disease  is  adversely  affected  by  estrogens  (Kottra, 
J.,  et  al:.  Ann.  Rev.  Med.  18:325  (1967)). 

— After  the  menopause  normal  women  often  notice  the 
appearance  of  mild  hirsutism  which  may  be  due  to 
change  in  androgen-estrogen  production  rate  ratios  that 
occur  at  that  time  (Brooksbank,  B.W.L.:  Physiol.  Rev. 
41:623  (1961)). 

-Chest  pain  is  a frequent  accompainment  of  an  asthmatic 
attack.  It  may  precede  the  attack  or  persist  for  several 
days  afterwards.  It  is  usually  described  as  an  uncom- 
fortable pressure. 

When  an  “asthmatic”  episode  consisting  of  wheezing  and 
dyspnea  is  accompanied  by  pleuritic  chest  pain,  the 


physician  should  think  of  pulmonary  embolism  as  the 
cause  of  the  patient’s  asthma. 

— Paradoxical  embolism  should  be  suspected  when  there 
is  systemic  embolism  associated  with  pulmonary  em- 
bolism. In  83  of  101  cases  of  paradoxical  embolism  in 
one  series,  there  was  also  evidence  of  previous  pulmonary 
emboli  or  other  cause  of  pulmonary  hypertension. 
(Corrin,  B.:  Paradoxical  embolism,  Brit.  Heart  J.  26:549 
(1964)). 

— Almost  all  cases  are  associated  with  a patent  foramen 
ovale.  In  rare  cases  there  may  be  a ventricular  septal 
defect  or  patent  ductus  arteriosus. 

—The  triad  of  normal  serum  glutamic  oxaloacetic  trans- 
aminase level  with  elevated  bilirubin  and  lactic  dehy- 
drogenase levels  in  a patient  with  chest  pain  and  an  ab- 
normal chest  roentgenogram  finding  should  suggest 
pulmonary  embolism. 

— The  finding  of  a labile  blood  pressure  in  a young  or 
middle-aged  patient  suggests  the  likelihood  of  the  pa- 
tient developing  persistent  hypertension  with  the  pas- 
sage of  time. 

— A positive  history  of  hypertension  on  both  sides  of  the 
family  points  to  the  probability  that  the  patient  has  es- 
sential hypertension.  On  the  other  hand,  a negative 
family  history  on  both  sides  makes  the  likelihood  of  the 
hypertension’s  being  secondary  better  than  70  per 
cent. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Clinicopathologic 

Conference 
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WILLIAM  B.  OBER,  M.D.,  Editors 

Fifteen-year  History 
of  Carcinoid 

Case  presentation 

Lloyd  J.  Krapin,  M.D.:  Sixteen  years  prior  to  his 
death,  a 64-year-old  Cuban-born  busboy  was  ad- 
mitted to  a nearby  hospital  with  recurrent  vomiting 
and  weight  loss  for  six  months.  The  patient  had 
been  a chain  smoker  of  cigars  and  claimed  to  use  al- 
cohol only  in  moderation.  Physical  examination 
revealed  only  a Grade  I apical  systolic  murmur  and 
a white  blood  count  of  17,200  per  cubic  millimeter 
with  82  percent  segmented  forms.  The  patient 
signed  out  against  advice  but  was  readmitted  one 
year  later  with  pain  and  swelling  in  the  right  inguinal 
region  for  three  months  and  abdominal  swelling  and 
edema  of  the  lower  extremities  for  two  weeks.  His 
blood  pressure  was  180/100  mm.  Hg,  there  were 
coarse  rales  over  both  lung  bases,  the  abdomen  was 
distended,  and  there  was  pitting  edema  over  both 
lower  extremities.  The  patient  was  thought  to  have 
cirrhosis  of  the  liver,  and  with  diuretic  therapy  he  lost 
10  pounds  in  weight. 

Fifteen  months  later,  because  of  continued  com- 
plaints of  abdominal  discomfort  and  vomiting,  and 
following  a gastrointestinal  diagnostic  evaluation,  he 
underwent  exploratory  laparotomy  at  which  a large 
peritoneal  mass  was  discovered  invading  the  root  of 
the  mesentery  of  the  small  bowel  and  involving  the 
superior  mesenteric  vessels;  fibrosarcoma  was  re- 
ported on  frozen  section,  and  a 30-cm.  section  of 
gangrenous  ileum  was  resected.  Nodules  were  noted 
in  the  gangrenous  ileum  as  well  as  in  the  liver.  The 
resected  ileum  showed  surface  ulcerations  of  the 
mucosa,  fibrous  tissue  plaques,  and  nodular  masses, 
apparently  of  tumor.  The  tip  of  the  appendix  was 
thought  to  contain  carcinoid  tumor  but  was  not  re- 
sected. The  pathologic  diagnoses  on  the  resected 
tissue  were  chronic  and  active  ulcerative  enteritis, 
multiple  carcinoid  tumors  of  the  small  intestine,  and 
fibrosarcoma  with  metastases. 

Four  years  postoperatively,  the  patient  was  ad- 
mitted to  the  Heekman-  Downtown  Hospital  for 
treatment  of  second-degree  burns  about  t he  upper 


Beekman-Downtown  Hospital 
New  York  City 
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Conducted  by  JOHN  T.  FLYNN,  M.D.,  and 
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chest  and  face;  the  hemoglobin  was  8 Gm.  per  deci- 
liter. Liver  function  tests  yielded  normal  results. 
During  hospitalization  the  patient  developed  melena 
and  required  5 units  of  blood  transfusion.  The  5- 
hydroxyindoleacetic  acid  excretion  test  result  in  the 
urine  was  within  normal  limits. 

Two  years  later,  the  patient  was  admitted  with 
general  weakness,  shortness  of  breath,  and  dizziness. 
Physical  examination  showed  an  enlarged  prostate 
and  bilateral  hydroceles  with  edema  of  the  scrotum. 
The  hemoglobin  was  5.3  Gm.,  with  reticulocyte 
counts  of  16, 14,  and  10  percent.  X-ray  films  of  the 
chest  showed  only  a funnel  chest  deformity.  The 
intravenous  pyelogram  showed  irregular  elevation 
of  the  floor  of  the  bladder,  and  cystoscopy  revealed 
only  prostatic  enlargement.  The  gastrointestinal 
series  showed  only  thickened  duodenal  mucosal  folds. 
The  vanillylmandelic  acid  excretion  was  within 
normal  limits;  liver  function  test  findings  were  nor- 
mal. Again  the  5-hydroxyindoleacetic  excretion 
result  was  negative  in  24  hours.  The  serum  iron  was 
low,  but  the  iron-binding  capacity  was  normal.  On 
discharge  one  month  after  admission,  the  patient’s 
hemoglobin  was  15.5  Gm.  with  the  aid  of  oral  iron 
supplements. 

Three  and  one-half  years  later  during  outpatient 
examination,  the  patient  was  found  to  have  ascites, 
which  resisted  diuretic  therapy;  he  admitted  to  heavy 
drinking  in  his  earlier  life  but  not  during  the  pre- 
ceding 20  years.  He  suddenly  developed  tarry  stools 
over  several  days’  time,  and  on  admission  to  the 
hospital,  the  blood  pressure  was  160/94  mm.  Hg,  the 
abdomen  was  slightly  distended  with  the  liver  pal- 
pable 4 Fingerbreadths  below  the  right  costal  margin, 
and  there  was  mild  edema  of  both  ankles.  The  he- 
moglobin was  6.7  Gm.,  the  hematocrit  was  21,  and  the 
BUN  (blood  urea  nitrogen)  41  mg.  per  deciliter.  The 
serum  bilirubin  and  transaminase  enzyme  levels  were 
normal.  After  6 transfusions  the  hemoglobin  rose 
to  11  Gm.,  and  the  subsequent  stool  guaiac  exami- 
nations yielded  negative  results.  A small-bowel  se- 
ries showed  only  slight  coarsening  of  the  mucosal 
folds  with  a rapid  transit  time  and  evidence  of  ascites. 
Cholecystogram  showed  evidence  of  calculi  in  the 
gallbladder. 

During  the  next  year,  the  patient  was  admitted  on 
seven  occasions  because  of  recurrent  dark  red  mele- 
na; physical  examination  findings  were  unchanged. 
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Urinalyses  showed  1 to  2 plus  proteinuria  and  many 
coarse  to  finely  granular  casts.  The  hemoglobin 
ranged  from  5 to  7 Gm.  at  the  times  of  admissions  but 
responded  to  transfusions  of  packed  red  cells.  The 
BUN  remained  between  20  and  30  mg.  during  in- 
tervals between  gastrointestinal  bleeding.  The 
serum  albumin  was  2.3  to  2.7  Gm.  during  this  inter- 
val; liver  function  test  findings  remained  within 
normal  limits.  During  this  interval  pleural  effusions 
developed  and  were  persistent;  the  electrocardio- 
grams showed  only  unchanging  evidence  of  an  old 
anteroseptal  myocardial  infarction.  Endoscopy  on 
two  occasions  showed  a small  antral  ulceration  and 
a distorted  duodenal  bulb;  repeated  gastrointestinal 
series  revealed  no  new  information.  Repeated  urine 
5-hydroxyindoleacetic  acid  determinations  were 
normal  except  for  one  24-hour  period  of  excretion  of 
29  mg.,  the  normal  ranging  from  0 to  12  mg.  Urinary 
serotonin  levels  were  6.5  and  5.1  mg.  over  24  hours, 
the  normal  ranging  from  2 to  8 mg. 

A celiac  arteriogram  showed  diffuse  areas  of  ir- 
regularity of  the  superior  mesenteric,  duodenal,  and 
epigastric  arteries,  suggesting  areas  of  tumor  en- 
casement; the  hepatogram  yielded  normal  findings; 
and  the  splenic  vasculature  studies  suggested  a 
splenic  infarction.  There  was  almost  complete  ob- 
struction of  superior  mesenteric  veins  with  multiple 
mesenteric  varices. 

On  his  final  admission,  15  years  after  his  abdomi- 
nal surgery,  the  patient  was  readmitted  with  gas- 
trointestinal bleeding  and  abdominal  distention. 
The  patient  was  lethargic  and  short  of  breath;  the 
pleural  effusions  had  increased  considerably. 
Thoracenteses  produced  no  relief;  his  respiratory 
distress  improved  temporarily,  but  he  lapsed  into 
semistupor  and  expired  quietly  on  the  nineteenth 
hospital  day. 

Discussion 

Elias  R.  Stoller,  M.D.:  Approximately  16  years 
ago,  this  patient  was  admitted  to  another  hospital 
with  a mass  in  the  right  inguinal  region,  hyperten- 
sion, and  what  appeared  to  be  congestive  failure  of 
the  right  side  of  the  heart;  he  responded  well  to 
therapy  with  diuretics  and  digitalis.  At  the  time  it 
was  assumed  that  he  had  cirrhosis  of  the  liver.  Two 
years  later,  he  underwent  an  exploratory  laparotomy 
which  revealed  a large  retroperitoneal  tumor  in- 
volving multiple  blood  vessels;  on  biopsy,  the 
pathologic  diagnoses  were  fibrosarcoma,  carcinoid 
of  the  small  bowel,  enteritis,  and  possible  ulcerative 
colitis.  Subsequently  the  patient  was  readmitted 
many  times  for  lower  gastrointestinal  bleeding,  de- 
scribed in  this  protocol  as  reddish-stained  melena. 

This  man  survived  for  approximately  15  years  after 
the  diagnosis  of  extensive  fibrosarcoma.  Could 
anyone  live  so  long  with  such  an  aggressive  massive 
tumor?  With  a carcinoid  alone,  such  prolonged 
survival  is  possible,  even  though  carcinoids,  com- 
monly thought  to  be  nonmalignant,  may  metastasize 


and  cause  death.  Carcinoids  are  found  in  the  ap- 
pendix most  commonly  and  very  often  present  the 
clinical  picture  of  acute  appendicitis;  they  conse- 
quently are  removed  before  they  grow  very  large  and 
while  they  still  have  a good  prognosis.  They  are  also 
found  in  the  ileum,  rectum,  pancreas,  and  the  uterine 
fundus;  they  metastasize  to  the  liver,  to  the  right  side 
of  the  heart,  and  to  the  tricuspid  and  pulmonic 
valves.  Secretion  of  serotonin  by  carcinoid  tissue  can 
lead  to  retroperitoneal  fibrosis  that  simulates  a fi- 
brosarcoma, as  well  as  to  fibrous  changes  in  the  venae 
cavae  and  the  tricuspid  and  pulmonic  valves.  These 
changes,  together  with  extensive  intracardiac  fibrosis, 
could  lead  to  failure  of  the  right  side  of  the  heart. 

This  patient’s  recurrent  dark  red  melena  probably 
resulted  from  carcinoid  lesions  or  from  irritation  by 
serotonin.  Toward  the  end,  he  was  having  some 
evidence  of  iron  malabsorption;  carcinoid  can  pro- 
duce a malabsorption  syndrome  indistinguishable 
clinically  at  times  from  that  of  regional  ileitis.  There 
was  no  evidence  of  significant  liver  abnormalities 
except  for  minimal  elevations  of  the  SGOT  (serum 
glutamic  oxaloacetic  transaminase)  toward  the  end. 
His  liver  scan  did  not  indicate  intrahepatic  metas- 
tases  of  carcinoid.  He  did  not  have  other  elements 
of  the  carcinoid  syndrome,  such  as  flush,  asthma,  and 
bronchial  constriction,  but  not  all  patients  do.  On 
one  occasion  this  man  did  have  an  elevation  of  5- 
hydroxyindoleacetic  acid  in  the  urine,  but  this  test 
must  be  performed  on  a daily  basis,  often  for  a long 
period  of  time,  before  a positive  test  result  might  be 
detected;  or  it  may  be  positive  every  day.  Urinary 
bladder  abnormalities  on  the  intravenous  pyelogram 
might  also  result  from  the  fibrosis.  Evidence  of 
myocardial  disease  here  was  not  inconsistent  with  his 
age  and  may  have  been  unrelated  to  the  carcinoid 
process. 

The  celiac  arteriographic  studies  late  in  the  course 
of  his  illness  again  revealed  evidence  of  destruction 
of  vasculature,  presumably  related  to  the  diagnosis 
of  fibrosarcoma  which  I am  reinterpreting  as  exten- 
sive fibrosis  only. 

The  terminal  event  was  certainly  that  of  failure  on 
the  right  side  of  the  heart,  with  bilateral  massive 
pleural  effusion,  ascites,  and  extensive  peripheral 
edema.  My  final  diagnosis  is  carcinoid  with  secon- 
dary complications  only. 

John  T.  Flynn,  M.D.:  Am  I correct  in  my  as- 
sumption that  when  a carcinoid  is  such  an  aggres- 
sively secreting  tumor,  one  can  expect  to  find  meta- 
static liver  involvement? 

Dr.  Stoller:  Usually  when  a carcinoid  is  present 
in  the  appendix,  the  initial  presentation  is  that  of 
appendicitis  or  of  ileal  obstruction;  the  carcinoid  is 
resected,  and  as  a rule  no  metastases  develop.  Car- 
cinoids in  the  ileum,  stomach,  or  colon  are  not  usually 
recognized,  until  they  have  attained  considerable  size 
and  can  secrete  large  amounts  of  serotonin.  Fre- 
quently such  a tumor  will  metastasize  to  the  liver;  in 
this  case  there  was  evidence  of  carcinoid  on  the  sur- 
face of  the  liver  but  not  in  an  intrahepatic  location, 
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where  it  usually  is.  With  intrahepatic  metastases  the 
complete  carcinoid  syndrome  may  occur,  with 
flushing  and  bronchial  asthma,  simply  by  manual 
compression  of  the  liver  which  forces  serotonin  into 
the  bloodstream.  In  this  case  I think  the  seepage  was 
probably  through  the  intestinal  wall  into  the  retro- 
peritoneal tissues. 

The  chemical  usually  excreted  is  5-hydroxytryp- 
tamine;  it  can  seep  through  the  bowel  wall,  is  very 
irritating  to  the  intraluminal  surface  of  the  bowel, 
and  produces  severe  diarrhea  wThen  it  is  present  in 
large  amounts.  Intermediate  compounds  such  as 
5-hydroxytryptophane,  which  can  also  be  irritating, 
may  not  be  metabolized  to  tryptamine  o»  bradykinin 
and  will  not  produce  5-hydroxyindoleacetic  acid  as 
the  end  product  in  the  urine.  Carcinoids  which  se- 
crete such  substances  can  be  very  aggressive  and  grow 
very  large. 

Solange  Abu-Nassar,  M.D.:  Do  we  know 

whether  this  patient  received  radiation  at  all? 

Dr.  Flynn:  A notation  in  the  hospital  chart  in- 
dicated that  the  patient  had  a healed  radiation  der- 
matitis. The  early  treatment  of  this  patient  was  in 
another  institution,  so  we  only  have  fragmentary 
information  about  that  period  of  his  illness. 

Dr.  Abu-Nassar:  If  he  had  received  radiation, 
then  would  you  continue  to  accept  the  diagnosis  of 
fibrosarcoma  in  this  case? 

Dr.  Stoller:  Fibrosarcoma,  as  it  was  described 
initially,  was  so  massive  that  it’s  just  incredible  to  me 
that  the  patient  could  survive  for  16  years,  with  or 
without  radiation. 

Dr.  Abu-Nassar:  Dr.  Stoller,  did  you  accept  or 
reject  the  diagnoses  of  regional  enteritis  and  ulcera- 
tive colitis? 

Dr.  Stoller:  The  celiac  angiography  shows  areas 
of  arterial  supply  to  the  bowel  which  did  not  fill  out 
very  actively  or  came  to  an  abrupt  end,  suggesting 
entrapment  by  tumor;  the  hepatogram  demonstrates 
a uniform  pattern  of  vessels,  whereas  the  spleen, 
which  is  enlarged,  shows  patchy  areas  of  absent  cir- 
culation suggestive  of  splenic  infarct.  Gastric  varices 
are  present  together  with  other  dilated  abdominal 
veins  which  can’t  be  identified  as  to  exact  location. 
Barium  study  of  the  small  bowel  shows  diffuse  in- 
volvement with  widening,  edema,  and  distortion  of 
mucosal  folds;  this  is  not  specific  for  regional  ileitis, 
certainly  not  for  a condition  of  16  years’  duration. 
One  would  expect  to  see  areas  of  narrowing  as  well, 
with  so-called  regional  ileitis. 

The  patient  has  bilateral  pleural  effusion,  possibly 
related  to  the  carcinoid  process,  either  by  direct 
metastasis  or  indirectly  through  inflammatory  re- 
sponse to  its  chemical  secretions.  Lesions  in  the 
inferior  vena  cava  which  could  cause  obstruction  to 
blood  flow,  fibrosis  of  the  tricuspid  and  pulmonary 
valves,  pulmonary  fibrosis,  pulmonary  hypertension, 
cor  pulmonale,  and  failure  of  the  right  side  can  occur 
in  severe  cases. 

Dr.  Flynn:  Would  you  relate  this  type  of  change 


in  the  bowel  to  the  influence  of  serotonin  or  its  me- 
tabolite directly  on  the  bowel  itself,  or  could  the 
edema  and  the  distortion  of  the  intestine  be  due  only 
to  the  fact  that  the  venous  return  from  the  small 
bowel  was  being  obstructed  by  diffuse  retroperitoneal 
fibrosis? 

Dr.  Stoller:  It  probably  would  relate  both  to  local 
bowel  irritation  and  to  marked  embarrassment  of 
venous  return. 

Stuart  Karger,  M.D.:  When  you  have  this  much 
involvement  of  the  small  gut  and  of  the  ileocecal  re- 
gion, wouldn’t  it  seem  logical  that  metastases  would 
be  extensive  in  the  liver? 

Dr.  Stoller:  It  is  unusual  not  to  have  hepatic 
metastases  from  the  carcinoid  when  the  fibrotic 
process  appears  to  be  so  extensive,  but  the  liver  scan, 
hepatogram,  and  other  tests  of  liver  function  sug- 
gested nothing  seriously  wrong  with  the  liver;  thus 
in  this  instance  the  relatively  normal  liver  could  have 
metabolized  the  serotonin  or  other  irritant  chemical 
substances  very  actively,  leaving  little  or  no  end- 
metabolite,  such  as  5-hydroxyindoleacetic  acid,  to  be 
excreted  in  the  urine.  Also  one  might  add  the  pos- 
sibility that  many  small  areas  of  hepatic  metastasis 
might  be  found  on  pathologic  study  only. 

Harold  H.  Coppersmith,  M.D.:  We  should  keep 
in  mind  that  the  protocol  indicates  an  electrocardi- 
ogram showing  persistent  signs  of  anterior  myocar- 
dial wall  infarction. 

Clinical  diagnoses 

1.  Possible  cirrhosis  of  liver  with  portal  varices, 
recurrent  gastrointestinal  hemorrhage,  and  chronic 
anemia  secondary  to  blood  loss 

2.  Carcinoid  of  ileum,  with  liver  metastases 
(history) 

3.  History  of  retroperitoneal  fibrosarcoma 

Dr.  St  oiler's  diagnoses 

1.  Carcinoid  of  gastrointestinal  tract,  progres- 
sive over  16  years 

2.  Retroperitoneal  fibrosis  secondary  to  number 
1,  with  entrapment  of  abdominal  blood  vessels  and 
secondary  varix  formation 

3.  Gastrointestinal  bleeding  secondary  to  mes- 
enteric vein  obstruction  and  probably  to  chronic 
irritation  by  carcinoid  secretory  factors 

Pathologic  discussion 

Dr.  Abu-Nassar:  I agree  with  Dr.  Stoller  that  the 
final  diagnosis  is  carcinoid;  the  diversity  of  organ 
involvement  and  the  side-effects  and  complications 
of  a marked  desmoplastic  reaction  are  major  points 
of  interest  here. 

At  the  time  of  autopsy,  the  details  of  the  previous 
surgery  were  not  available.  In  the  jejunum  and 
ileum,  three  0.3-cm.  nodules  were  noted  near  the 
mesenteric  attachment;  one  in  the  submucosa  was 
smooth,  firm,  and  yellow,  and  two  in  the  serosa  were 
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dense  and  gray.  The  6-cm.-long  appendix  was  of 
uniform  0.8-cm.  diameter;  the  distal  1.2  cm.  were 
obliterated  by  yellow-orange  smooth  firm  tissue, 
typical  for  carcinoid.  The  duodenojejunal  and  ile- 
oileal  anastomoses  were  intact.  The  previously  de- 
scribed so-called  fibrosarcoma  in  the  root  of  the 
mesentery  was  still  evident  as  a well-defined,  round, 
gray,  sclerotic,  and  often  gritty,  bony,  hard  mass, 
measuring  5 cm.  in  diameter.  The  superior  mesen- 
teric vessels  were  patent,  but  were  distorted,  tortu- 
ous, and  markedly  compressed  by  the  mass;  the  su- 
perior mesenteric  artery  showed  severe  calcific  ath- 
erosclerosis. The  mesentery  distal  to  this  mass  was 
unremarkable  and  contained  a few  lymph  nodes,  up 
to  1 cm.  across,  a number  of  which  were  involved  by 
carcinoid.  Another  irregular  mass  was  continuous 
in  part  with  the  mesenteric  lesion  and  consisted  of 
enlarged,  often  confluent  lymph  nodes,  replaced  by 
carcinoid  with  intervening  gray  sclerotic  areas. 
These  extended  to  a depth  of  0.2  to  0.5  cm.  into  the 
superior  aspect  of  the  body  and  tail  of  the  pancreas, 
for  a distance  of  8 cm.  along  its  longitudinal  axis,  and 
averaged  about  3 cm.  in  diameter.  The  pancreas  was 
otherwise  unremarkable,  and  the  pancreatic  ducts 
were  patent.  There  was  marked  angulation  of  the 
jejunum  near  the  ligament  of  Treitz;  the  jejunal 
serosa  was  adherent  to  the  aforementioned  masses 
near  their  junction.  Multiple  discrete  lymph  nodes 
containing  carcinoid  were  noted  in  the  vicinity  of  the 
pancreas,  the  porta  hepatis,  the  thoracic  and  ab- 
dominal aorta,  and  near  the  hila  of  the  lungs.  The 
uniform  encasement  of  the  abdominal  aorta  by  a 
2-cm.  thick  envelope  of  carcinoid  and  scar  tissue  re- 
sulted in  a rigid  tube  extending  from  the  origin  of  the 
superior  mesenteric  artery  down  to  the  aortic  bifur- 
cation, in  part  made  up  of  lymph  nodes  and  at  one 
point  adherent  to  the  mesenteric  mass. 

Near  the  hilum  of  the  left  lung  a 2.5  by  2 by  2-cm. 
mass  of  lymph  nodes  and  scar  tissue  was  adherent  to 
the  left  main  bronchus,  to  the  adjacent  visceral 
pleura,  and  to  the  underlying  lung  parenchyma.  The 
lungs  were  about  twice  the  normal  weight,  edema- 
tous, and  congested;  both  contained  areas  of  pneu- 
monic consolidation,  but  mostly  in  the  right  lung, 
which  also  demonstrated  a few  areas  of  fibrosis  and 
apical  scarring.  The  right  visceral  pleura  was  oth- 
erwise unremarkable.  The  left  lung  was  partially 
atelectatic  and  showed  mild  to  moderate  fibrosis;  the 
lower  lobe  posteriorly  was  airless,  smooth,  dense,  and 
gray,  over  an  area  measuring  13  cm.  in  length,  8 cm. 
in  width,  and  up  to  3 cm.  in  depth.  The  visceral 
pleura  overlying  this  area  was  diffusely  and  uni- 
formly thickened  by  dense  scar  tissue  measuring  0.1 
cm.  in  thickness,  with  a smooth  outer  surface  and  a 
thin  layer  of  shaggy  fibrinous  exudate.  Irregular 
fibrous  thickening  over  the  remainder  of  the  left 
visceral  pleura  was  occasionally  noted;  no  adhesions 
with  the  parietal  pleura  were  seen.  The  left  pleural 
cavity  contained  400  cc.  of  serous  exudate. 

In  the  thoracic  region,  however,  the  most  eye- 


FIGURE  1 . Peripheral  nerve  tissue  from  abdominal  region 
(arrows),  with  perineural  infiltration  by  carcinoid  cells 
(hematoxylin  and  eosin  stain). 


catching  finding  was  the  smooth  pearly  gray  opaci- 
fication of  the  entire  parietal  pleura  due  to  dense 
sclerotic  tissue  extending  to  a depth  of  about  1 cm. 
throughout.  The  diaphragm  was  occasionally 
thickened  by  dense  gray  sclerotic  tissue  which  in  one 
area  was  bony  hard  and  shrunken,  while  other  areas 
up  to  1 cm.  in  thickness  had  the  appearance  of  car- 
cinoid. 

The  liver  weighed  1,450  Gm.,  contained  about  10 
to  15  carcinoid  nodules  up  to  1.5  cm.  across,  and 
elsewhere  showed  chronic  passive  congestion. 

Microscopic  study  of  all  of  the  masses  described 
here  revealed  mixtures  of  all  patterns  of  carcinoid 
with  varying  degrees  of  desmoplasia  and  occasionally 
calcification.  Invasion  of  carcinoid  into  blood  ves- 
sels, lymphatics,  and  particularly  nerves  was  striking 
(Fig.  1).  Carcinoid  in  the  small  intestinal  submu- 
cosal nodule  extended  to  the  mucosal  surface  and 
down  to  the  adjacent  fibers  of  the  muscularis.  The 
two  serosal  nodules  consisted  only  of  dense  scar  tis- 
sue, as  shown  in  Figure  2,  one  with  psammoma  bod- 
ies. In  the  appendix  the  carcinoid  extended  to  in- 
volve the  serosa.  The  mesenteric  mass  consisted  of 
poorly  cellular  and  often  acellular  dense  hyaline 
connective  tissue,  with  small  foci  of  calcification; 
isolated  islands  of  carcinoid  cells  were  rarely  ob- 
served. Similar  tissue  with  less  intense  hyalinization 
was  noted  in  the  parietal  and  visceral  pleurae,  and  in 
the  visceral  pleura  islands  of  carcinoid  cells  were 


October  1977/New  York  State  Journal  of  Medicine  1925 


FIGURE  2.  Serosal  nodule  from  small  intestine,  consisting 
of  dense  fibrous  tissue,  with  scattered  infiltration  by  carcinoid 
(hematoxylin  and  eosin  stain). 


mostly  at  the  junction  with  the  lung  parenchyma 
(Fig.  3).  The  areas  of  airless  lung  tissue  in  the  left 
lower  lobe  were  made  up  of  poorly  cellular  hyaline 
connective  tissue  admixed  with  numerous  elastic  fi- 
bers. Isolated  microscopic  foci  of  carcinoid  were 
noted  in  the  pulmonary  parenchyma,  in  the  areas  of 
pulmonary  fibrosis,  in  the  bone  marrow,  as  shown  in 
Figure  4,  and  in  the  liver,  as  shown  in  Figure  5. 
There  was  no  evidence  of  cirrhosis  in  the  liver  but 
only  mild  focal  periportal  fibrosis  and  congestion. 
The  serosal  surface  of  the  entire  gastrointestinal  tract 
showed  mild  focal  chronic  inflammation  and  mild 
fibrosis.  There  was  diffuse  thickening  of  the  capsule 
of  the  spleen,  up  to  0.5  cm.  Other  autopsy  findings 
include  adenomatous  goiter;  moderate  atrophy  of  the 
testes;  two  small  polypoid  adenomas  in  the  ascending 
colon;  a cholesterol  stone  in  the  gallbladder;  and  a 
cavernous  hemangioma  of  the  liver.  The  adrenal  and 
parathyroid  glands  were  normal. 

It  is  probably  a good  time  now  to  stop  and  discuss 
the  so-called  fibrosarcoma.  Like  Dr.  Stoller,  I was 
a little  dubious  about  that  diagnosis.  At  the  time  of 
autopsy,  there  was  no  gross  nor  microscopic  proof  for 
fibrosarcoma,  so  we  borrowed  the  original  slides  of 
14  years  ago  for  review.  They  showed  only  an  in- 
nocuous fibrous  tissue  reaction  with  scattered  in- 
flammatory cells  and  hemorrhage  (Fig.  6).  We  now 
know  that  carcinoid  tumors  are  capable  of  inducing 
a desmoplastic  reaction  so  that  a diagnosis  of  fibro- 
sarcoma perhaps  should  be  considered  unlikely  un- 
less the  evidence  for  it  is  overwhelming.  Further- 
more, although  a second  or  associated  malignant 
condition  occurs  in  a third  or  even  more  of  cases  of 
carcinoid,  it  is  usually  a carcinoma.1  This  type  of 
desmoplastic  fibrous  tissue  reaction  has  been  fre- 
quently described  in  carcinoid,  but  it  was  given  little 
attention  until  the  past  few  years;  the  reason  for  it  is 
not  understood.2  Serotonin  or  other  substances 
produced  by  the  carcinoid  cells  may  be  responsible; 


FIGURE  3.  Marked  thickening  of  visceral  pleura  by  fibrous 
and  hyaline  connective  tissue  (upper  right);  nest  of  carcinoid 
cells  (arrow).  Airless  lung  tissue,  consisting  of  hyaline 
connective  tissue  and  numerous  elastic  fibers,  lower  left 
(hematoxylin  and  eosin  stain). 

methysergide,  a serotonin  antagonist,  has  also  been 
incriminated.3  Similar  to  the  findings  in  this  case, 
the  fibrosis  starts  in  the  serosa  at  the  site  of  the  in- 
testinal carcinoid  and  extends  to  involve  the  adjacent 


FIGURE  4.  Bone  marrow  with  nests  of  carcinoid  tissue 
(hematoxylin  and  eosin  stain). 
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FIGURE  5.  (A)  Nodular  mass  of  carcinoid  tissue  in  liver.  (B)  Infiltration  of  portal  area  of  liver  by  carcinoid  tissue.  (Hematoxylin 

and  Eosin  Stain) 


FIGURE  6.  Section  from  original  biopsy  of  mesenteric  mass 
15  years  prior  to  death,  showing  only  fibrous  tissue  reaction 
with  scattered  inflammatory  cells  and  hemorrhage  (hema- 
toxylin and  eosin  stain). 

mesentery;  it  may  be  responsible  for  kinking  of  the 
bowel  segments,  obstruction,  or  even  gangrene. 
Carcinoid  cells  may  or  may  not  be  found  in  this  fi- 
brous tissue;  they  might  be  present  in  the  early 
stages,  but  disappear,  perhaps  being  choked  by  the 
fibrous  tissue  reaction. 

One  wonders  if  another  kind  of  fibrosing  effect  of 
the  carcinoid  could  be  exemplified  by  the  bizarre  type 
of  parietal  pleural  opacification  seen  in  this  case. 
Unlike  the  desmoplastic  reaction  just  mentioned,  this 
generalized  type  is  not  related  to  carcinoid  locally 
present  but  may  be  due  to  a chemical  substance  in 
the  blood  stream  produced  by  the  carcinoid  which 
favors  coating  of  the  mesothelial  surfaces  by  fibrinous 
or  other  proteinaceous  exudate.  Fibrosis  of  this 
exudate  eventually  ensues,  however,  without  the 
production  of  any  masses;  the  process  would  be  re- 
peated with  eventual  uniform  thickening  of  that 
surface.  I mention  this  because  in  the  left  lung  there 
was  a thin  layer  of  fibrinous  exudate  overlying  the 
area  of  uniformly  fibrosed  visceral  pleura  and  in  a few 
other  areas  in  both  lungs.  This  exudate  lacked  in- 
flammatory cells  and  was  not  related  to  any  bron- 
chopneumonia or  acute  inflammation  in  the  vicinity. 


The  pleural  fibrosis  may  have  started  about  the  time 
of  the  initial  discovery  of  the  carcinoid,  since  we  know 
that  the  patient  had  a long  history  of  recurrent 
pleural  effusion. 

There  may  be  an  interplay  between  carcinoid  and 
the  fibrosis;  by  acting  as  a physical  barrier,  the  fi- 
brosis may  check  further  local  growth  of  carcinoid, 
although  the  latter  may  be  growing  simultaneously 
in  other  areas  as  was  illustrated  in  this  case.  It  is 
possible  though  that,  given  sufficient  time,  fibrosis 
of  one  form  or  another  may  be  the  ultimate  fate  of 
most  carcinoid  tumors.  A perfect  example  would  be 
the  two  serosal  nodules  in  the  small  intestine.  Some 
authors  even  suggest  that  some  cases  of  “idiopathic 
retroperitoneal  fibrosis”  are  due  to  asymptomatic 
carcinoid.4  One  of  the  arguments  justifying  the 
absence  of  fibrous  tissue  reaction  in  most  carcinoids 
however  may  be  related  to  the  anti-inflammatory  and 
antifibrosing  effect  produced  by  the  adrenal  hor- 
mones.5 However  in  the  absence  of  any  gross 
pathologic  condition  of  the  latter  glands  as  in  the 
current  patient,  one  may  presume  that  the  fibrosing 
effect  of  the  carcinoid  far  outweighs  the  opposing 
adrenal  hormonal  effect. 

The  calcification  which  was  seen  microscopically 
in  the  mesenteric  mass,  in  the  diaphragm,  and  in  one 
of  the  serosal  nodules,  may  be  related  to  tissue 
breakdown.  The  radiation  given  to  this  patient  may 
also  have  contributed  to  the  extensive  hyalinization 
and  calcification.  However,  calcification,  formerly 
considered  rare  in  carcinoid  tumors,  is,  according  to 
Swedish  authors,  observed  on  x-ray  films  in  about  50 
percent  of  metastases;  it  is  usually  too  small  to  be 
seen  in  the  primary  lesion.6 

There  is  no  doubt  that  we  are  dealing  with  a mul- 
tifocal midgut  type  of  carcinoid:  jejunum,  ileum,  and 
appendix.  In  the  segment  previously  removed,  9 
carcinoid  nodules  were  present  up  to  2.5  cm.  across 
and  up  to  0.2  cm.  elevated;  the  largest  three  were 
ulcerated. 

The  presence  of  the  lesion  in  the  pancreas  and 
perhaps  in  the  left  lung  hilar  mass  raises  the  possi- 
bility that  in  those  locations  we  may  be  dealing  with 
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a foregut  type  of  carcinoid.  One  may  further  com- 
plicate matters  by  suggesting  that  the  tumor  in  the 
pancreas  is  an  islet  cell  tumor,  which  can  be  histo- 
logically identical  with  carcinoid7;  thus,  one  might 
conclude  that  this  combination  represents  multiple 
endocrine  adenomatosis,  which  may  occur  with  car- 
cinoid. These  questions  will  never  be  answered  with 
certainty  and  are  beyond  the  scope  of  our  present- 
day  knowledge  of  this  lesion.  It  is  perhaps  simplistic 
to  think  that  we  are  dealing  with  a primary  pancre- 
atic lesion,  since  only  that  part  of  the  pancreas  im- 
mediately adjacent  to  the  extrapancreatic  mass  was 
involved  by  carcinoid.  I would  like  to  mention  in 
passing  that  primary  carcinoid  of  the  pancreas  has 
been  reported  in  perhaps  a little  over  a dozen  cases 
in  recent  reviews  of  the  medical  literature.8  In  most 
of  these  cases,  carcinoid  was  not  found  in  the  gas- 
trointestinal tract  or  elsewhere;  furthermore,  in  this 
primary  pancreatic  location,  the  carcinoid  is  a much 
more  aggressive  neoplasm,  and  the  patients  die 
within  months. 

As  far  as  the  lung  is  concerned,  the  lack  of  bron- 
chial or  pulmonary  involvement  except  for  the  few 
isolated  nests  of  carcinoid  cells  in  the  pulmonary 
parenchyma  speak  for  metastases  rather  than  an 
independent  primary.  It  is  also  interesting  to  note 
that  according  to  Shafir,  Dinbar,  and  Tulcinsky,9 
only  4 cases  of  gastrointestinal  tract  carcinoid  met- 
astatic to  the  lung  have  been  described  in  the  litera- 
ture including  one  of  their  own.  It  should  perhaps 
be  remembered  that  metastases  to  the  lung  and  bone 
marrow  occur  more  frequently  in  foregut  than  in 
midgut  type  of  carcinoids. 

Histochemical  reactions  may  enable  one  to  dif- 
ferentiate foregut,  or  argyrophilic,  from  midgut,  or 
argentaffin,  carcinoids.  These,  however,  would  not 
have  been  helpful  because  of  the  autolytic  changes 
that  ensued  during  the  18  hours  after  death  and  prior 
to  the  autopsy.  Pancreatic  carcinoid  and  islet  cell 
tumor  often  cannot  be  differentiated  by  histochem- 
ical reactions,  by  electron  microscopy,  nor  by  the 
hormones  which  they  produce.7 

There  was  no  evidence  for  carcinoid  heart  disease, 
which  is  usually  found  in  association  with  the  carci- 
noid syndrome.  The  latter  occurs  most  commonly 
in  the  presence  of  extensive  metastases  of  small 
bowel,  midgut,  carcinoid  to  the  liver.  In  the  absence 
of  cardiac  valvular  lesions,  fibrosis  in  the  lung  might 
explain  the  congestive  heart  failure  of  the  right  side. 
In  addition,  the  pulmonary  arteries  were  sclerotic  in 
almost  every  section  I examined.  The  heart  weighed 
290  Gm.  and  demonstrated  focal  myocardial  fibrosis, 
which  was  probably  due  to  an  old  myocardial  infarct. 
There  was  no  endocardial  fibrosis. 

Did  this  patient  have  regional  enteritis  or  ulcera- 
tive colitis?  There  was  no  evidence  for  either  at 
autopsy.  Furthermore,  going  back  to  the  operative 
findings,  the  surgeon  described  the  isolated  segment 
of  ileum  as  gangrenous  due  to  compression  by  the 
mesenteric  mass.  A portion  of  the  segment  was 


thickened,  narrowed,  had  a cobblestone  appearance, 
and  showed  ulcerations.  Such  changes  mimicking 
regional  enteritis  and  ulcerative  colitis  have  been 
described  in  carcinoid  and  are  related  to  the  isch- 
emia. Review  of  the  original  slides  showed  ischemic 
necrosis  mainly  in  the  mucosa  and  submucosa,  with 
superficial  ulceration. 

The  repeated  hemorrhages  in  this  patient  are  then 
related  to  the  superficial  ulcerations  of  the  carcinoid 
nodules. 

To  recapitulate,  we  are  dealing  with  a carcinoid 
tumor,  of  special  interest  for  the  following  reasons: 

1.  The  multifocal  organ  involvement,  raising  the 
possibility  of  foregut  in  addition  to  the  well-estab- 
lished midgut  origin. 

2.  The  size  of  the  metastases,  which  were  often 
larger  than  the  primary  lesions. 

3.  The  many  aspects  of  the  fibrosing  effect  of  the 
carcinoid;  the  localized  reaction  with  production  of  a 
mass,  whereby  the  desmoplastic  mesenteric  changes 
led  to  the  erroneous  diagnosis  of  fibrosarcoma;  and  the 
generalized  reaction,  as  was  demonstrated  in  the  pari- 
etal pleura  and  perhaps  in  the  left  lung. 

4.  When  present,  the  fibrosis  may  be  asymptomat- 
ic, unless  it  produces  life-threatening  complications, 
for  example,  gangrene  of  the  bowel. 

5.  ' All  carcinoids  are  malignant.  The  metastatic 
potential  in  the  primary  jejunal  or  ileal  lesions  increase 
as  the  size  of  the  lesion  increases  above  2.5  cm.  and  if 
the  lesion  is  deeply  invasive,  halfway  or  more  through 
the  wall  of  the  organ  involved,  as  was  true  in  this  case. 
Appendiceal  lesions  rarely  metastasize;  however,  when 
they  extend  to  the  serosa,  as  occurred  in  this  case,  one 
cannot  exclude  the  metastatic  potential.  Since  ap- 
pendiceal carcinoids  are  less  aggressive  than  small  in- 
testinal carcinoids,  one  may  presume  that  the  metasta- 
ses in  this  case  are  due  to  the  latter. 

6.  In  spite  of  their  malignant  nature,  metastases, 
and  complications,  carcinoids  have  a slow  growth. 
There  was  carcinoid  in  the  appendix  14  years  previous- 
ly. The  nodules  in  the  liver  previously  thought  to  be 
fibrosarcoma  we  now  know  were  and  are  carcinoid. 
All  these  were  left  in  place,  and  perhaps  more  carci- 
noid was  left  in  the  unresected  small  intestine.  Were 
it  not  for  the  bilateral  acute  bronchopneumonia  that 
was  responsible  for  the  patient’s  death,  he  might  have 
survived  even  longer  with  this  lesion. 

Anatomic  diagnoses 

1.  Multiple  primary  carcinoid  tumors  of  the 
small  intestine,  and  primary  carcinoid  tumor  of  the 
appendix 

A.  Metastases  to  mesentery,  abdominal  and 
thoracic  lymph  nodes,  aorta,  pancreas,  liver, 
peritoneum,  diaphragm,  lungs,  pleurae,  and 
bone  marrow 

R.  Extensive  desmoplastic  reaction  due  to 
carcinoid,  most  prominent  in  mesentery,  pleu- 
rae, and  diaphragm,  and  around  the  aorta 

2.  Partial  atelectasis  and  fibrosis  of  left  lung 

3.  Bilateral  acute  bronchopneumonia 

4.  Pleural  effusion,  serous,  400  cc.,  left  side 
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Physicians  and  other  health  professionals 
set  the  pace  for  smoking  decline 

Physicians  are  setting  the  pace  for  health  profession- 
als— including  dentists,  pharmacists,  and  nurses — in 
leading  the  American  public  away  from  cigarette  smok- 
ing. 

Physicians  and  other  health  professionals  are  optimistic 
that  those  who  want  to  quit  can  do  so,  and  this  belief  is 
confirmed  by  recent  data:  Cigarette  smoking  among  men 
21  and  over  declined  from  52  percent  in  1966  to  39  percent 
in  1975.  Smoking  among  women  declined  from  34  percent 
to  29  percent  during  the  same  period. 

The  study — Survey  of  Health  Professionals:  Smoking 
and  Health,  1975 — involved  approximately  5,000  respon- 
dents from  each  of  the  four  health  professions. 

Three  out  of  every  five  health  professionals  surveyed  had 
a history  of  smoking,  but  the  majority  in  all  groups  except 
nursing  had  quit.  The  highest  “quit  rate”  was  found 
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among  physicians;  64  percent  of  all  those  who  had  ever 
smoked  were  former  smokers  at  the  time  of  the  1975  sur- 
vey. Sixty-one  percent  of  the  dentists  and  55  percent  of 
the  pharmacists  who  had  ever  smoked  had  quit.  These 
proportions  are  higher  than  the  quit  rate  of  43  percent  in 
the  adult  male  population.  Nurses  had  a “quit  rate”  of  36 
percent,  slightly  above  the  “quit  rate”  of  34  percent  for  all 
women  smokers. 

The  report  shows  that  a growing  majority  of  physicians 
and  other  health  professionals  link  smoking  to  a variety  of 
diseases,  including  lung  cancer,  emphysema,  and  heart 
disease.  Physicians  again  led  the  other  health  profes- 
sionals in  believing  they  should  set  a good  example  by  not 
smoking.  Ninety-one  percent  of  physicians,  88  percent  of 
dentists,  87  percent  of  nurses,  and  73  percent  of  pharma- 
cists feel  they  should  act  as  exemplars. 

The  majority  of  health  professionals  agree  it  is  their  re- 
sponsibility to  convince  people  to  stop  smoking,  and  many 
believe  this  effort  should  include  a more  active  role  in 
speaking  to  lay  groups  about  smoking. 
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LULBi  FKUGLAIMS 
WOMAN  SUFFRAGE 


Social  Security  Bill  Is  Signed, 
Gives  Pensions  to  Aged,  Jol 


Signs  Certificate  of  Ratification 
at  His  Home  Without 
Women  Witnesses. 


Roosevelt  Approves  Message  Intended  to  Benefit  30,(1 ! 
Persons  When  States  Adopt  Cooperating  Laws-He 
the  Measure  ‘Cornerstone’of  His  Economic  Progr  j 


MILITANTS  VEXED  AT  PRIVACY. 


Wanted  Movies  of  Ceremony, 
But  Both  Factions  Are 

Aug.  2d:  1920- 


TRUMAN  CLOSES 


SENATE  APPROVES 
18-YEAROLDVOTE 
INALLELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  Aug.  : 
The  Social  Security  Bill,  ] 
a broad  program  of  unem  s 
insurance  and  old  age 
and  counted  upon  to  beni 
20,000,000  persons,  becan 
day  when  it  was  signed 
dent  Roosevelt  in  the  pri 
those  chiefly  responsible! 
ting  it  through 
Mr.  R.  >evelt  cal 
“the  o erstone 


WASHINGTON,  March  10, 
1971— The  Senate  approve'5 

v:  o ntid  sen'  ^ 


UTED  NATIONS  CONFEREE 
WITH  PLEA  TO  TRANSLAT 


CHARTER  INTO  DEEDS 


NEW  WORLD  HOPE 


President  Hails  ‘Great 
Instrument  of  Peace,' 


Insists  It  Be  Used 


HISTORIC  LANDMARK 


eeting  Gives  Standing 
Executive 


eace 

.1". 


N FRANCISCO,  June  26, 194S 


"If  we  fail  to  use  it,”  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  ‘we  shall  betray  all  of 
those  who  have  died  in  order  that 
we  might  meet  here  in  freedom  and 
safety  to  create  it.’ 

"If  we  seek  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations— we 
shall  be  equally  guilty  of  that  he- 
trayal.” 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
eons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World- 
War,  in  which  he  himself  served, 
seemed  to  give  unconscioua  expres- 
sion to  the  solemn  feeling  of  the 
decaaiori  when,  at  the  outset  of  his 
speech,  he  Interpolated  the  words, 


wh 


>emg 


the  Dra 


Ends  No 


half  a. hone,  half  a prayer: 

Oh,  wnat  a great  day  this  can 


be  in  historyl”- 
Juat  before  the  plenary  session 
the  President  accompanied  the 
eight  United  States  delegates  to 


WASHINGTON,  Jan.  27, 
1973— “With  the  signing  of 
the  peace  agreement  in 
Paris  today,  and  after  re- 
ceiving a report  from  the 
Secretary  of  the  Army  that 
he  foresees  no  need  for 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications.  One 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated. they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone’s  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow',  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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Sarcomas  induced  by  radiation  therapy  for  breast 
cancer  are  rare.  Only  eight  cases  of  fibrosarcoma 
following  radiation  for  breast  carcinoma  have  been 
reported  in  the  literature  (Table  I).1-6 

We  have  recently  treated  a 66-year-old  woman  who 
presented  a small  fibrosarcoma  in  the  surgical  scar 
seven  years  after  mastectomy  and  a course  of  post- 
operative radiation  for  a scirrhous,  invasive  carci- 
noma of  the  breast.  The  deceptive  clinical  mani- 
festation, as  well  as  difficulty  in  histologic  diagnosis 
and  surgical  management  of  the  case,  prompted  the 
following  report  of  this  rare  condition. 

Case  report 

On  December  15,  1971,  a 66-year-old  married  fe- 
male presented  a slowly  enlarging,  painful  mass  in 
the  scar  at  the  site  of  a previous  radical  mastectomy 
on  the  right  side  performed  seven  years  earlier  at 
another  hospital  for  carcinoma.  Subsequently  she 
had  been  given  a course  of  radiation  therapy,  re- 
ceiving a total  tumor  dose  of  4,000  rads  through  three 
fields.  Five  years  later  a resection  for  adenocarci- 
noma of  the  sigmoid  colon  was  performed  at  Beth 
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Israel  Medical  Center,  at  which  time  no  abnormality 
of  the  chest  wall  was  noted.  Although  appearing 
regularly  for  colonic  follow-up  examination,  the  pa- 
tient did  not  submit  to  examination  of  the  breast 
because  of  religious  modesty.  Now,  because  of  the 
large  size  of  the  mass  and  pain,  she  requested  help. 
Except  for  diabetes  mellitus,  there  were  no  other 
pertinent  historical  facts.  Physical  examination  was 
unremarkable  except  for  a 6-cm.,  ovoid,  hard,  irreg- 
ular mass,  attached  to  the  overlying  skin,  but  seem- 
ingly movable  over  the  chest  wall.  There  were  tel- 
angiectasia and  thinning  of  the  adjacent  skin.  The 
lesion  was  located  at  the  right  anterior  axillary  fold 
in  the  surgical  scar.  At  two  points  the  skin  overlying 
the  mass  was  markedly  thinned.  The  clinical  im- 
pression was  local  recurrence  of  breast  carcinoma. 

Laboratory  studies  included  a complete  blood 
count  and  a sequential  multiple  analyzer  (SMA)-12 
chemistry  profile  which,  except  for  an  elevated 
fasting  blood  sugar,  were  within  normal  limits. 
Urine  calcium  and  creatinine  studies  tested  out 
normal. 

Surgical  excision  was  undertaken,  at  which  time 
the  mass  was  excised  with  a wide  margin  of  adjacent 
skin  and  underlying  subcutaneous  tissue.  A split- 
thickness skin  graft  was  used  to  cover  the  defect. 
The  postoperative  course  was  entirely  uncompli- 
cated. 

The  resected  specimen  contained  several  matted 
nodules,  the  largest  of  which  measured  2.5  cm.  in 
diameter.  A thin  strip  of  muscle  was  attached  to  the 
undersurface.  On  serial  section,  these  whitish,  firm 
nodules  were  poorly  demarcated  and  interconnected 
by  broad  projections.  Microscopically,  no  carcinoma 
was  found.  The  nodules  showed  interlacing  strands 
of  elongated  mesenchymal  cells  displaying  a wide 
range  of  cytologic  variation.  In  many  areas,  espe-  | 
dally  at  the  periphery  of  each  nodule  where  finger- 
like strands  extended  into  the  subcutaneous  adipose 
tissue,  as  in  Figure  1A,  the  cells  had  the  appearance 
of  immature  fibroblasts.  In  the  other  areas,  the  cells 
were  shorter  and  wider  and  possessed  vesicular  nu- 
clei. At  the  interface  with  striated  muscle,  large  cells 
with  hyperchromatic  nuclei  were  noted  within  in- 
terdigitating  strands.  One  end  of  this  cytologic 
spectrum  was  represented  by  huge  multinucleated 
giant  cells.  Mitosis  was  fairly  frequent.  The 
pathologic  diagnosis  rendered  was  “desmoid 
tumor.” 

Review  of  the  original  mastectomy  specimen  slides 
disclosed  the  conventional  histologic  condition  of 
invasive,  scirrhous  carcinoma  of  the  breast.  Simi- 


TABLE  I.  Postradiation  fibrosarcoma  of  chest  wall  following  mastectomy* 


Case 

Num- 

ber 

Author 

Age 

Latent 

Period 

in 

Years 

Site  at  Time  of 
Discovery 

Treatment 

Involved  Tissues 
in  Specimen 

Follo'w-up 

1 

Warren  and 
Sommer, 
1936‘ 

74 

24 

Left  side  of 
of  chest 

Not  reported 

Not  reported 

Not  reported 

2 

Paunier  and 
Candardjis, 
1967* 

53 

6 

Left  medial 
aspect  of 
clavicle 

Two  local  ex- 
cisions and 
radiation 
therapy 

Not  reported 

Palliative  therapy 

3 

Schwartz  and 
Rothstein, 
1968J 

58 

15 

Extra  pleural 
soft-tissue 
mass 

Needle  biopsy, 
then  interscapu- 
lothoracic  am- 
putation 

Soft  tissue  of 
anterior  chest 
wall,  ribs, 
pleura,  lung 

Not  reported 

4 

Oberman  and 
Oneal, 
1970J 

23 

4 

Soft  tissues 
at  mastectomy 
scar 

Two  local  ex- 
cisions, then 
wide  excisions 
with  full  thick- 
ness of  chest 
wall 

Soft  tissue  of 
chest  wall,  ribs, 
parietal  pleura, 
and  intercostal 
muscle 

Died  three  years 
later.  Autopsy 
showed  exten- 
tion  to  lung, 
pericardium, 
and  metastases 
to  liver  and 
heart 

5 

Hatfield  and 
Schulz, 
1970s 

65 

10 

Soft  tissue 
near  scapula 

Biopsy,  patient 
refused  surgery 

No  specimen 

Died  eight  months 
later,  no  post- 
mortem 

6 

Hatfield  and 
Schulz, 
1970s 

50 

10 

Soft  tissue 
over  shoulder 

Forequarter  am- 
putation, fol- 
lowed by  re- 
moval of 
shoulder  rem- 
nant and  upper 
4 ribs 

Soft  tissue  and 
periostium  of 
scapula 

Alive  with  tumor 
six  months  later 

7 

Senyszyn 
et  al., 
1970* 

57 

23 

Soft  tissue  of 
scapular 
region 

Biopsy,  then 
radiation 

No  specimen 

Died  one  year 
later  with  pul- 
monary metas- 
tases by  x-ray, 
no  postmortem 

8 

Senyszyn 
et  al., 
1970* 

57 

7 

Soft  tissue  of 
axilla 

Biopsy 

No  specimen 

Died  one  year 
later  with  x-ray 
film  evidence  of 
metastases  to 
lungs,  no  post- 
mortem 

9 

Present  case, 
1974 

66 

7 

Soft  tissue  at 
mastectomy 
scar 

Two  wide  ex- 
cisions with 
grafting,  then 
palliative  ex- 
cision with 
skin  pedicle 
and  adriamycin 
therapy 

Chest  wall,  rib, 
pleura,  and 
lung 

Independent  car- 
cinoma of 
colon.  Died 
three  years  later 
with  extensive 
involvement  of 
hemithorax,  no 
postmortem 

‘Fibrosarcoma  of  the  bones  and  extraskeletal  osteosarcoma  are  not  included. 


larly,  the  diagnosis  of  invasive  colonic  adenocarci- 
noma in  the  colectomy  specimen  was  confirmed  as 
representing  another  primary  cancer. 

Eight  months  following  discharge  from  the  hos- 
pital for  the  last  operative  procedure,  two  new  nod- 
ular masses  were  disclosed  in  the  remaining  portion 
of  the  mastectomy  scar.  A wide,  local  excision  with 
application  of  a split-thickness  graft  was  performed 
again,  with  an  uneventful  postoperative  course.  The 
pathologic  examination  of  this  last  specimen  revealed 
again  a "desmoid  tumor”  identical  to  the  first,  except 
for  a moderate  increase  in  collagen  deposition. 

The  patient  then  did  well  until  four  months  later 


when  she  appeared  with  a local  recurrence  of  the 
nodular  disease.  Following  slow  increase  in  size  of 
the  mass  over  the  next  six  months,  the  patient  was 
hospitalized.  No  evidence  of  metastatic  disease  was 
noted.  It  was  felt  that  if  the  problem  were  to  be  de- 
finitively managed,  another  local  excision  would  not 
be  adequate.  Accordingly,  plans  were  made  for 
radical  resection  of  the  chest  wall  and  closure  of  the 
defect  by  appropriate  reconstructive  measures. 
Roentgenograms  disclosed  no  detectable  rib  in- 
volvement. 

At  surgery  the  thoracic  cavity  was  entered  on  the 
right  side,  and  diffuse  intrathoracic  metastases  in- 
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FIGURE  1.  (A)  One  of  nodules  with  interconnecting  sarco- 

matous strands  in  subcutaneous  adipose  tissue  (hematoxylin 
and  eosin  stain).  (B)  Fibroblastic  sarcomatous  cells  with 
mitoses  in  cellular  area.  Pleural  implants  show  identical 
histology  (hematoxylin  and  eosin  stain,  original  magnification 
X 200). 


volving  the  parietal  pleura  of  the  chest  wall  and  di- 
aphragm as  well  as  direct  invasion  through  the  entire 
thickness  of  the  chest  wall  were  found.  Accordingly, 
plans  for  radical  resection  had  to  be  abandoned  and 
the  local  skin  lesion  alone  was  excised  for  palliative 
reasons.  Pathologic  examination  of  this  specimen 
revealed  essentially  similar  histologic  findings. 
However,  sections  taken  from  the  now  obvious 
pleural  implants  established  the  diagnosis  of  meta- 
static fibrosarcoma  (Fig.  IB).  Adriamycin  therapy 
was  instituted,  but  the  tumor  did  not  respond.  The 
local  tumor  mass  enlarged  and  ulcerated  through  the 
chest  wall  and  the  patient  expired  six  months  later 
from  progression  of  her  disease.  Permission  for 
postmortem  examination  was  not  obtained. 

Comment 

The  initial  clinical  manifestations  of  the  sarcoma 
in  our  patient  were  extremely  deceptive.  In  retro- 
spect, although  our  case  satisfied  standard  criteria 
of  a radiation-induced  malignant  condition  in  terms 
of  (1 ) site  of  involvement,  (2)  latent  period,  and  (3) 
histologic  verification,  the  lesion  was  not  fully  rec- 
ognized as  such  in  its  early  stages.  Initially  it  was 
regarded  as  a delayed,  local  recurrence  of  the  breast 


carcinoma,  until  the  histologic  condition  of  the  first 
resected  specimen  was  diagnosed  as  benign  desmoid. 
Suspicion  of  its  sarcomatous  nature  occurred  only 
after  rapid  regrowth  was  noted.  Oberman  and 
Oneal4  report  a case  with  a similar  sequence  of  events 
except  for  their  patient’s  younger  age  of  23,  and  a 
shorter  latent  period  of  four  years  (Case  4).  The 
remaining  seven  cases  analyzed  in  Table  I demon- 
strated large  soft  tissue  lesions,  not  limited  to  the 
mastectomy  scar  at  the  time  of  discovery. 

A histologic  diagnosis  of  benignity  based  on  the 
initial  biopsy  is  one  of  the  similarities  present  in  both 
Case  2 and  our  patient.  Although  a precise  diagnosis 
was  lacking  in  the  former,  desmoid  tumor  was  diag- 
nosed in  our  patient  on  the  basis  of  the  delicately 
branching  pattern  of  fibroblastic  spread,  as  in  Figure 
1A,  involvement  of  the  residual  pectoral  muscle,  and 
occasional  giant  cells.  Difficulty  in  histologic  prog- 
nostication of  fibrous  tumors  in  general  and  radia- 
tion-induced fibromatosis  has  been  repeatedly  em- 
phasized in  the  literature.5’7-11 

Stout  and  Lattes10  included  desmoid  tumor  as  a 
form  covered  by  their  comprehensive  term  “fibro- 
matosis.” They  note  that  despite  the  frequent  fail- 
ure of  surgical  removal,  desmoid  tumors  do  not  me- 
tastasize and  are  not  true  sarcomas.  Furthermore, 
they  state  that  most  cases  of  radiation  fibrosis  are 
also  not  sarcomatous  and  do  not  metastasize,  with 
fibrosarcoma  being  suspect  only  if  there  is  rapid 
growth  of  cicatricial  tissue  and  many  mitoses.  Their 
view,  shared  by  Arlen,12  illustrates  the  need  for  re- 
finement of  clinicopathologic  differentiation  of  fi- 
brous sarcomas.  If  one  accepts  the  strict  definition 
that  a fibrous  sarcoma  must  have  a metastasis,  only 
Cases  4 and  9 could  be  classified  as  sarcomata  (Table 
I).  Furthermore,  a sarcomatous  metastasis  must  be 
histologically  verified  as  differing  from  metastases 
from  the  primary  malignant  condition  that  preceded 
irradiation.  From  a clinical  viewpoint,  differentia- 
tion based  on  the  presence  of  a documented  metas- 
tasis is  retrospective  and  would  not  aid  in  definitive 
management  in  the  early  stage. 

Radiation-induced  sarcomas  encompass  a wide 
range  of  tumors  other  than  extraskeletal  fibrosar- 
coma. These  include:  osteosarcoma,5-7’13  fibro- 

sarcoma of  the  bones,5,7  extraskeletal  osteosarcoma,14 
and  meningeal  fibrosarcoma.15  In  addition,  a small 
number  of  pseudosarcomas11  and  atypical  fibro- 
xanthomas of  the  skin  were  reported  to  be  associated 
with  antecedent  radiation.8  Undoubtedly,  these 
tumors  are  histogenetically  interrelated,  and  their 
histologic  patterns  overlap.  For  instance,  the  giant 
cells  in  our  case  could  be  interpreted  as  a feature  of 
fibroxanthosarcoma  or  as  a malignant  fibrous  his- 
tiocytoma.8’16-18 In  the  absence  of  clear-cut  criteria, 
our  diagnosis  of  “fibrosarcoma”  is  intended  to  be 
descriptive  and  without  histogenetic  implication. 

The  colonic  carcinoma  that  developed  during  the 
latent  period  in  our  cases  is  unique  as  far  as  we  can 
ascertain.  Pendergrass19  has  reported  an  osteosar- 
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coma  of  the  third  rib  developing  without  postoper- 
ative radiation  after  a mastectomy.  The  possibility 
of  a fortuitous  appearance  of  a sarcoma  in  the  ra- 
diated area,  as  an  independent  nonradiation-induced 
malignant  condition  in  patients  statistically  at  high 
risk,  has  been  repeatedly  discussed.5’6  Although  our 
patient  with  two  metachronous  carcinomas  certainly 
belongs  to  this  statistically  higher-risk  group,  the 
criteria  accepted  as  supportive  of  induction  from 
radiation  were  adequately  met.  Thus,  our  case  has 
been  categorized  as  a radiation-induced  sarcoma 
rather  than  as  a “triple  primary”  phenomenon  with 
incidental  radiation. 

The  lesion  described  here  is  more  than  a clini- 
copathologic  oddity.  The  long  latent  period  found 
in  radiation-induced  sarcomas  offers  the  possibility 
that  an  increasing  number  of  such  cases  will  be  seen 
as  survival  of  breast  carcinoma  is  prolonged  by  im- 
provement in  other  methods  of  therapy.  Morever, 
it  should  be  stressed  that  any  growth  in  or  near  a 
radiated  mastectomy  scar  should  be  biopsied  before 
definitive  therapy  for  recurrent  breast  carcinoma  is 
instituted,  especially  in  patients  who  have  survived 
more  than  five  years.  If  the  growth  is  proved  to  be 
fibrous  proliferation,  an  aggressive  surgical  resection 
of  the  radiated  area  may  have  to  be  considered  as  the 
treatment  of  choice,  whether  or  not  the  microscopic 
appearance  of  the  biopsied  tissue  appears  malig- 
nant. 

Summary 

Radiation-induced  extraskeletal  fibrosarcomas 
following  treatment  for  breast  cancer  are  rare.  A 
66-year-old  female  presenting  a locally  recurrent 
breast  cancer  is  the  ninth  case  reported.  Clinical 
manifestations,  difficulty  in  histologic  diagnosis,  and 
surgical  management  are  discussed.  Strong  con- 
sideration should  be  given  to  aggressive  surgical 
treatment  for  these  seemingly  innocuous  fibrous 
growths. 

1175  Park  Avenue 
New  York,  New  York  10028 
(DR.  FRIEDMAN) 
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The  syndrome  of  hypospienism  and  sepsis  has 
been  well  documented.1-11  The  pneumococcus  has 
been  the  most  common  organism  causing  the  “post- 
splenectomy syndrome.”  The  two  organisms  iso- 
lated in  our  patient  are  not  often  associated  with  such 
an  entity.  Group  B streptococcal  bacteremia  is  a 
very  rare  event  in  adults  and  has  not  been  reported 
accompanying  hypospienism.12-17 

Although  Escherichia  coli  bacteremia  has  been 
reported  occasionally  in  hyposplenic  patients,  it  has 
never  caused  such  an  overwhelming  sepsis  as  in  our 
patient.18-20  The  most  striking  clinical  manifesta- 
tion of  this  sepsis  was  a profound  cholera-like  diar- 
rhea, followed  by  irreversible  shock.  The  autopsy 
findings  included  bilateral  adrenal  hemorrhage 
(Waterhouse-Friderichsen  syndrome)  and  extensive 
sickling  of  red  cells.  The  role  of  the  sickle-cell  ab- 
normality in  the  fatal  course  of  this  patient  will  be 
considered  here. 

Case  report 

A 19-year-old  Negro  male  was  admitted  to  the 
hospital  because  of  weakness  and  diarrhea.  He  had 
lived  in  the  New  York  metropolitan  area  all  his  life 
and  had  been  well  until  six  months  prior  to  admission 
when,  because  of  trauma,  he  required  a splenectomy. 
Recovery  was  uneventful  save  for  a small  stitch  ab- 
scess. The  patient  did  not  return  to  clinic  for  fol- 
low-up care.  He  was  apparently  well  until  f our  hours 


prior  to  admission  when  he  awakened  with  severe 
abdominal  cramps,  nausea,  vomiting,  and  massive 
greenish,  mucoid-watery  diarrhea  accompanied  by 
fever  and  chills.  He  became  incontinent  of  stool,  and 
related  an  episode  of  dizziness  and  a brief  period  of 
“total  blindness.”  The  patient  admitted  to  drinking 
alcohol  heavily  but  had  had  no  other  unusual  dietary 
habits.  There  was  no  history  of  any  relevant,  acute, 
or  chronic  illness  in  friends  or  family,  and  the  patient 
denied  any  recent  ingestion  of  uncooked  or  otherwise 
poorly  prepared  foods.  Physical  examination  re- 
vealed a well-developed,  lethargic,  and  irritable 
young  man  in  moderate  discomfort  because  of  pro- 
fuse diarrhea.  His  blood  pressure  was  60/0  mm.  Hg, 
rectal  temperature  104. 6°F.,  pulse  rate  120  per 
minute,  and  respiration  rate  24  to  30  per  minute. 
There  were  smooth,  freely  movable,  pea-sized,  non- 
tender nodes  in  the  cervical,  axillary,  and  inguinal 
areas.  There  was  a midline  laparotomy  scar  with  a 
1 by  1-cm.  subcutaneous  abscess  at  the  distal  end  of 
the  scar,  which  was  tender  to  palpation.  There  was 
diffuse,  moderate  abdominal  tenderness,  with  no 
rebound  and  hyperactive  bowel  sounds.  Both  knees 
were  tender,  but  there  were  no  effusions.  The  rec- 
tum was  continuously  draining  watery  mucoid  stool 
with  frequent  episodes  of  explosive  diarrhea  of  ap- 
proximately 250  cc.  Initial  laboratory  evaluation 
revealed:  serum  pH  7.35,  glucose  35  mg.  per  100  ml., 
blood  urea  nitrogen  17  mg.  per  100  ml.,  sodium  144, 
potassium  3.5,  chloride  100  and  bicarbonate  18  mEq. 
per  liter,  amylase  137  I.U.,  hematocrit  46,  white 
blood-cell  count  4,600  per  cubic  millimeter,  76  per- 
cent polymorphonuclear  leukocytes,  8 percent  bands, 
and  16  percent  lymphocytes.  The  hypotension  re- 
sponded quickly  to  intravenous  fluid  administration. 
The  patient  was  given  9 L.  of  normal  saline  with  5 
percent  dextrose  in  water  and  intravenous  ampicillin, 
1 Gm.  every  four  hours  for  three  doses.  After  eight 
hours,  there  was  no  improvement  in  the  diarrhea 
despite  the  administration  of  various  opiate  deriva- 
tives. At  this  time,  the  patient  again  became  hypo- 
tensive, and  it  was  noted  that  his  blood  was  not 
clotting  in  collection  tubes.  Repeat  hematocrit  was 
44,  white  blood-cell  count  15,400  per  cubic  millime- 
ter, with  64  percent  polymorphonuclear  leukocytes, 
3 percent  bands,  10  percent  myelocytes,  21  percent 
metamyelocytes,  and  2 percent  lymphocytes.  The 
peripheral  smear  revealed  decreased  platelets.  Fi- 
brinogen was  under  100  mg.  per  100  ml.,  partial 
thromboplastin  time  was  over  120  seconds,  fibrin 
split  products  82  mg.  per  100  ml.,  arterial  pH  7.20, 
and  oxygen  pressure  21  mm.  Hg.  Immunoelectro- 
phoresis revealed  normal  findings  (immunoglobulin 
G,  1,500,  A 125,  and  M 125  mg.  per  100  ml.).  Ad- 
ministration of  fluids  failed  to  raise  the  blood  pres- 
sure. Gentamycin  (80  mg.),  chloramphenicol  (500 
mg.  intravenously  every  six  hours),  sodium  bicar- 
bonate (89  mEq.),  heparin  (2,000  units  every  four 
hours),  and  steroids  (Solu-Medrol  1 Gm.  every  four 
hours)  were  added  to  the  regimen.  The  patient  had 
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massive  hemoptysis,  and  after  14  hours  suffered  a 
cardiac  arrest  and  died.  At  autopsy,  the  esophagus 
and  stomach  were  unremarkable.  The  small  and 
large  intestines  were  virtually  empty  except  for  small 
strands  of  gray,  yellow  mucus  on  the  mucosa  of  the 
sigmoid  colon.  The  mucosa  of  the  intestines  showed 
edema  and  congestion;  no  ulcerations  or  focal  lesions 
were  noted.  Microscopic  examination  confirmed  the 
gross  findings  of  edema  and  congestion.  The  adrenal 
glands  weighed  10  Gm.  each  and  showed  extensive 
hemorrhage.  The  spleen  was  absent.  An  accessory 
spleen  measuring  1.5  cm.  in  greatest  diameter  was 
found  adjacent  to  the  tail  of  the  pancreas.  Micro- 
scopic examination  revealed  pooling  of  blood  around 
splenic  follicles  with  extensive  sickling  of  red  cells. 
Also  noted  microscopically  were  massed  sickle  cells, 
packing  the  liver  sinusoids  and  the  glomerular  cap- 
illaries and  plugging  vessels  and  capillaries  of  most 
other  tissue  sections. 

Methods 

Because  the  clinical  picture  suggested  an  entero- 
toxin-mediated  diarrhea,  a number  of  strains  of  E. 
coli  isolated  from  the  patient  were  examined  for  their 
capacity  to  produce  enterotoxins. 

Cultures  were  obtained  from  blood  and  from  a 
rectal  swab  before  death  and  from  the  gallbladder, 
small-bowel  fluid,  and  direct  swab  of  small-bowel 
mucosa  at  autopsy.  Ten  lactose-fermenting  colonies 
on  MacConkey  agar  plates  were  selected  from  both 
small-bowel  and  rectal  cultures,  and  one  colony  was 
selected  from  each  of  the  blood,  bile,  and  mucosal 
sources.  Routine  biochemical  tests  confirmed  the 
identity  of  these  23  isolates  as  E.  coli.  For  toxin 
production,  organisms  were  grown  in  a casamino  acid, 
yeast-extract  medium  for  24  hours  at  37°C.  in  resting 
shallow  cultures  (surface/volume  ratio:  2 cm.2  per 
milliliter.).21  Sterile  cell-free  filtrates  were  prepared 
by  membrane  filtration  of  culture  supernatants. 

Filtrates  were  tested  for  heat-labile  enterotoxin 
(LT)  by  the  rabbit  intracutaneous  methods.21  The 
enterotoxinogenic  strain  of  E.  coli,  H 10400,  grown 
in  the  same  batch  of  medium  under  the  same  condi- 
tions, and  tested  in  the  same  rabbits,  evoked  lesions 
of  increased  vascular  permeability  (PF)  7 mm.  in 
diameter  at  a filtrate  dilution  of  1:10.  None  of  the 
23  isolates  from  our  patient  produced  significant 
amounts  of  vascular  permeability;  the  skin  responses 
to  their  filtrates  were  similar  to  the  nontoxinogenic 
strain,  H10405. 

Attempts  were  also  made  to  demonstrate  heat- 
labile  enterotoxin  production  by  one  rectal  and  one 
small-bowel  isolate  using  the  rabbit  ileal  loop  and 
adrenal  cell  culture  methods.22-24  These  two  assays 
were  carried  out  through  the  courtesy  of  R.  Bradley 
Sack,  M.D.,  Johns  Hopkins  School  of  Medicine. 
One-ml.  volumes  of  whole  culture  of  overnight 
growth  in  shaken  syncase  medium  were  injected  into 
ligated  ileal  loops  in  each  of  three  rabbits.  The  loops 
were  examined  after  18  hours,  and  neither  strain 


caused  accumulation  of  fluid.  Sterile  culture  fil- 
trates applied  to  adrenal  Y-l  cells  in  culture  similarly 
failed  to  produce  the  typical  morphologic  changes 
caused  by  E.  coli  and  cholera  enterotoxins. 

A search  for  heat-stable  (ST)  enterotoxin  pro- 
duction was  made  on  five  small-bowel  isolates  using 
the  suckling-mouse  model.25  The  cell-free  filtrates 
employed  for  the  intracutaneous  rabbit  test  for 
heat-labile  enterotoxin  were  used.  One-tenth-ml. 
volumes  were  injected  intragastrically  through  the 
body  wall,  and  fours  hours  later  the  ratio  of  gut 
weight  to  body  weight  was  determined.  The  known 
heat-stable-producing  strain,  334,  yielded  a ratio  of 
0.106;  the  five  small-bowel  isolates  yielded  ratios  of 
0.072  or  less,  the  same  as  saline-inoculated  control 
mice. 

Therefore,  it  can  be  concluded  that  neither  heat- 
labile  nor  heat-stable  enterotoxin  production  could 
be  demonstrated  for  any  of  the  isolates  obtained  from 
this  patient  using  a total  of  four  assay  systems. 

Comment 

Splenectomy  in  infants  has  long  been  associated 
with  an  increased  susceptibility  to  infection.26’27 
With  splenectomy,  the  infant  is  deprived  of  an  organ 
capable  of  recognizing  and  phagocytizing  small  doses 
of  particulate  antigen  in  the  absence  of  specific 
antibody.  Presumably,  the  spleen  itself  generates 
the  early  antibody  synthesis  (opsonization)  necessary 
for  the  removal  of  the  bacteria.  This  phenomenon 
is  most  often  associated  with  encapsulated  organ- 
isms, such  as  pneumococci.  It  appears  of  lesser  im- 
portance in  normal  adults  in  whom  antibody  pro- 
duction is  adequate.28 

In  animal  models  the  spleen  is  important  for  early 
clearance  and  immunologic  response  to  pneumo- 
coccal septicemia,  but  becomes  less  crucial  as  the 
antibody  response  progresses.29  In  rats  tested 
shortly  after  splenectomy,  a significant  delay  in 
clearance  rates  of  labeled  pneumococci  was  demon- 
strated as  compared  with  sham-operated  rats. 
Those  challenged  three  months  after  splenectomy 
had  normal  clearance  rates.30  In  a similar  experi- 
ment, immunization  with  homologous  vaccine  prior 
to  surgery  protected  the  animals  from  pneumococcal 
sepsis.29 

Leukokinin,  the  specific  gamma  globulin  that  coats 
leukocytes  and  is  necessary  for  their  phagocytic  ac- 
tivity, has  been  studied  in  regard  to  splenectomy.  In 
dogs,  leukokinin  activity  diminished  following  sple- 
nectomy, but  returned  to  normal  several  months 
later.31 

Sickle-cell  anemia  (S-S  and  S-C)  patients  have  an 
increased  tendency  toward  infections  and  bacter- 
emia.4-32-34 In  children  with  homozygous  sickle-cell 
disease  (S-S),  a functional  hyposplenism  has  been 
demonstrated  by  a variety  of  methods.35-36  These 
patients  react  as  do  individuals  who  have  had  their 
spleens  removed  early  in  life.  Furthermore,  such 
sickle-cell  disease  patients  with  hyposplenism  have 
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TABLE  I.  Cases  of  group  B streptococcal  septicemia  reported 


Number 

of  Ages  and 

Reference  Cases  Sex  Underlying  Event  Acute  Manifestation 


. 14 

20 

68  (mean) 

Spinal  cord  damage  and  para- 
plegia; cerebrovascular 
accident,  intracranial  tumor, 
diabetes  (4),  neoplasm  (3), 
Waldenstrom’s  macro- 
globinemia  (1),  direct  con- 
tact with  cattle 

Decubital  ulcers  (5);  urinary 
tract  infection  (6),  septic 
arthritis  (2) 

15 

1 

54  F 

Hepatic  cirrhosis,  hepatoma 

Septicemia 

15 

1 

56  F 

Hepatic  cirrhosis 

Peritonitis 

16 

1 

52  F 

None 

Septic  arthritis,  pneumonia 
empyema 

16 

1 

55  F 

Diabetes 

Pharyngitis  and  septicemia 

17 

1 

78  M 

Recent  transurethral  resec- 
tion 

Purpura  fulminans  and  endo- 
carditis 

a significant  deficiency  of  immunoglobulin  M,  an 
immunoglobulin  with  strong  bactericidal  and  op- 
sonizing properties  against  pneumococcus  and  sal- 
monella.37 Neither  the  functional  hyposplenism  nor 
the  immunoglobulin  M deficiency  has  been  demon- 
strated in  patients  heterozygous  for  hemoglobin  S, 
including  S-A,  and  S-thalassemia.  There  are,  how- 
ever, many  reports  describing  unexpected  and  often 
sudden  deaths  in  patients  with  S-A  and  S-C  sickle- 
cell disease.38-40 

It  is  unclear  whether  the  increased  susceptibility 
to  infection  seen  in  patients  with  Laennec’s  cirrhosis 
is  due  to  the  severe  liver  disease  or  to  the  effects  of 
alcohol  alone.  Leukopenia  has  been  reported  in 
acutely  intoxicated  individuals  in  the  absence  of 
splenomegaly.41  Alcohol  also  diminishes  leukocyte 
mobilization,  and  this  may  contribute  to  an  increased 
susceptibility  to  infections.42  Tuberculosis  is  a 
common  complication  of  chronic  alcoholism,  and 
enteric  infection  causing  bacteremia  and/or  perito- 
nitis has  also  been  reported.43-46  A significant 
number  of  patients  with  alcoholic  cirrhosis  have  a 
partial  impairment  of  the  delayed  hypersensitivity 
reaction,  but  antibody  production  does  not  appear 
to  be  impaired.47-49  In  addition,  malnutrition,  im- 
pairment of  protein  synthesis,  immunologic  en- 
hancement, circulatory  shunting,  intestinal  perme- 
ability, impaired  phagocytosis,  deficient  leukocytic 
chemotaxis,  and  depressed  complement  have  all  been 
proposed  as  causes  of  the  increased  susceptibility  of 
alcoholics  to  infection. 

Profuse  watery  or  secretory  diarrhea  (10  L.  per 
day)  of  an  infectious  nature  is  a rare  event  in  the 
western  hemisphere.  The  mechanism  of  these  di- 
arrheas seems  to  involve  a high  intracellular  con- 
centration of  cyclic  adenosine  monophosphate,  sec- 
ondary to  stimulation  of  adenyl  cyclase  by  an  en- 
terotoxin.  This  build-up  of  cyclic  adenosine  mo- 
nophosphate induces  rapid  secretion  from  the  crypt 
cells  of  the  epithelium  so  massive  as  to  overwhelm  the 
absorptive  capacity  of  the  colon,  resulting  in  a pro- 
fuse watery  diarrhea  with  minimal  mucus  and  no 


blood.50  Infectious  agents,  other  than  Vibrio  chol- 
erae,  that  have  been  implicated  in  such  diarrheal 
syndromes  include  E.  coli,  Clostridium  welchii,  and 
certain  salmonella  strains.50-53 

Another  form  of  diarrhea,  acute  undifferentiated 
diarrhea,  has  been  studied  in  India.54  Untypable 
strains  of  E.  coli  were  the  most  common  offending 
organism.  Positive  rabbit  ileal  loop  responses  have 
been  demonstrated  in  these  cases  with  sterile  broth 
filtrates  of  the  nonspecific  E.  coli,  suggesting  the 
presence  of  a heat-labile  enterotoxin. 

In  our  case  two  organisms  were  isolated.  The 
group  B Streptococcus  infrequently  produces  sep- 
ticemia. Most  commonly  it  is  encountered  as  the 
offending  organism  in  neonatal  meningitis  and  sepsis, 
where  it  has  been  shown  to  be  transmitted  from 
mother  to  neonate.12’17’55-62  In  the  adult  there  have 
been  27  reported  cases  of  group  B streptococcal 
septicemia  (Table  I).  However,  it  is  not  known  to 
cause  a cholera-like  diarrhea.  With  regard  to  E.  coli, 
only  those  organisms  that  produce  an  enterotoxin 
have  been  associated  with  such  a fulminant  watery 
diarrhea.  In  our  patient  no  toxin  could  be  detected 
by  any  of  four  assay  systems.  The  pathogenesis  of 
this  patient’s  diarrheal  condition,  therefore,  remains 
enigmatic. 

Conclusion 

This  case  is  an  example  of  the  “postsplenectomy 
syndrome”  manifested  by  a cholera-like  diarrhea, 
complicated  by  septicemia,  due  to  E.  coli  and  group 
B Streptococcus,  and  terminating  in  the  Water- 
house-Friderichsen syndrome  and  death. 

Although  this  young  man  drank  alcohol  to  excess, 
and  was  probably  heterozygous  for  sickle-cell  disease, 
the  splenectomy  appeared  to  be  the  precipitating 
cause  of  the  profound  sepsis.  There  is  insufficient 
data  regarding  the  follow-up  of  splenectomy  patients 
and  the  incidence  of  the  “postsplenectomy  syn- 
drome.” To  evaluate  the  pathogenesis  of  this  syn- 
drome and  to  consider  the  value  of  prophylactic  an- 
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tibiotics,  careful  prospective  studies  of  splenectomy 
patients  are  needed. 
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Recombinant  DNA  research 

Congress  should  enact  legislation  that  permits  recom- 
binant DNA  research  to  continue  under  proper  safeguards, 
the  American  College  of  Physicians  (ACP)  says. 

James  A.  Clifton,  M.D.,  F.A.C.P.,  president  of  the  Col- 
lege, noted  in  a letter  to  members  of  the  Senate  and  the 
House  of  Representatives  that  this  ACP  policy  established 
by  the  Board  of  Regents  was  guided  by  the  opinion  of  a 
panel  of  ACP  members  who  are  qualified  to  judge  both  the 
scientific  and  ethical  aspects  of  the  research. 

The  ACP,  an  organization  of  37,000  internists  and 
physicians  in  related  specialties,  is  one  of  a number  of  na- 
tional scientific  and  professional  societies  that  have  spoken 
out  about  proposed  legislation  involving  recombinant  DNA 
research.  Dr.  Clifton  is  the  Roy  J.  Carver  Professor  of 
Medicine  at  the  University  of  Iowa  College  of  Medicine, 
Iowa  City. 

Few  current  scientific  problems  have  attracted  as  much 
public  attention  as  recombinant  DNA  research.  The  genes 
and  chromosomes  of  all  living  things  contain  DNA  (deox- 
yribonucleic acid).  In  recent  years  scientists  have  devised 
laboratory  techniques  for  removing  part  of  the  DNA  mol- 
ecule from  the  chromosome  of  one  species  and  incorpo- 
rating this  into  the  genetic  material  of  another.  The  po- 
tential applications  of  this  research  are  limitless,  ranging 
from  the  development  of  bacteria  that  can  produce  insulin 
or  gobble  up  oil  slicks  at  sea  to — and  this  has  caused  some 
concern — the  possible  “escape”  of  hitherto  unknown  mi- 
croorganisms. 
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This  concern  led  the  National  Institutes  of  Health  (NIH) 
to  issue  detailed  guidelines  for  recombinant  DNA  research 
a year  ago.  The  present  Congressional  hearings  are  an 
expression  of  this  same  concern  that  was  first  expressed  by 
some  of  the  scientists  themselves. 

The  ACP  recommendations  take  into  account  both  the 
possible  benefits  and  perils.  They  read  in  part: 

“1.  Recombinant  DNA  research  offers  extraordinary 
opportunities  to  benefit  humanity.  It  should  receive  high 
priority  for  Federal  support. 

“2.  Recombinant  DNA  research  presents  remote  but 
theoretically  possible  risks  that  require  appropriate  control 
and  safeguards  to  protect  the  environment  and  the  pub- 
lic.” 

F urther,  the  ACP  Regerts  noted  that  the  NIH  guidelines 
“are  considered  to  be  both  appropriate  and  adequate  for 
federally  sponsored  research.  Legislation  is,  however, 
necessary  to  apply  uniform  standards  to  all  recombinant 
DNA  research  and  technology.” 

The  policy  statement  added  that  Federal  legislation 
should  provide  for  the  establishment  of  a National  Advi- 
sory Committee  responsible  to  the  Secretary  of  Health, 
Education,  and  Welfare. 

This  committee  should  consist  of  “scientists  engaged  in 
recombinant  DNA  research,  scientists  experienced  in  other 
biomedical  research,  practicing  physicians,  and  public 
representatives.  ” Similarly  constituted  committees  should 
monitor  the  application  of  the  NIH  guidelines  at  the  local 
level,  thus  assuring  public  accountability  in  the  re- 
search. 
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PNH  (paroxysmal  nocturnal  hemoglobinuria) 

is  an  uncommon,  acquired  hemolytic  anemia  caused 
by  an  intrinsic  defect  in  the  red  blood  cell  membrane. 
This  membrane  defect  permits  the  action  of  com- 
plement on  these  cells  and  leads  to  a state  of  chronic 
intravascular  hemolysis.1  One  well-recognized 
complication  of  this  disorder  is  the  occurrence  of 
thrombotic  episodes.  The  mechanism  underlying 
this  association  has  been  thought  to  be  the  develop- 
ment of  an  hypercoagulable  state  by  the  release  of  a 
procoagulant  from  red  cells  with  the  PNH  defect.2’3 
Theoretically,  the  consequences  of  the  release  of  this 
procoagulant  could  range  from  an  undetectable  de- 
gree of  coagulation  factor  activation  to  widespread 
thrombosis.  Thus,  the  association  of  DIC  (dissem- 
inated intravascular  coagulation)  with  PNH,  as 
documented  in  the  following  case,  is  not  unexpected 
in  theory,  but  it  has  not  been  reported  to  date. 

Case  report 

A 60-year-old  white  woman  was  admitted  to  North 
Shore  University  Hospital  for  evaluation  of  pancy- 
topenia on  October  4,  1973.  She  had  a history  of 
anemia  for  approximately  30  years,  reported  to  her 
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on  several  occasions  prior  to  1963.  At  that  time,  she 
underwent  mitral  commissurotomy  for  rheumatic 
heart  disease  and  mitral  stenosis  at  another  hospital. 
During  that  admission,  she  had  a hematocrit  of  28, 
a hemoglobin  level  of  8.9  Gm.  per  100  ml.,  a white 
blood  cell  count  of  3,350  per  cubic  millimeter,  hepa- 
tosplenomegaly,  and  a bone-marrow  aspirate  that 
showed  erythroid  hyperplasia.  The  impression  of 
a hematology  consultant  was  hypersplenism  secon- 
dary to  congestive  splenomegaly.  She  was  trans- 
fused with  5 units  of  packed  red  cells  and  underwent 
cardiac  surgery  with  no  untoward  effects.  Her 
anemia  has  persisted  uncorrected  by  iron,  folate,  and 
vitamin  Bi2  therapy,  but  she  had  been  well  except  for 
symptoms  relating  to  congestive  heart  failure  which 
developed  just  prior  to  the  present  admission. 

The  patient  was  employed  as  an  office  clerk  and 
had  had  no  exposure  to  heavy  metals  or  toxins. 
There  was  no  family  history  of  blood  disorders.  She 
related  a long  history  of  easy  bruisability  which  had 
become  increasingly  severe  over  the  prior  several 
months,  but  gave  no  history  of  overt  bleeding.  In 
addition,  she  had  a history  of  pneumonia  on  several 
occasions,  the  most  recent  episode  accompanied  by 
phlebitis.  She  had  no  history  of  hemoptysis  or  of  any 
neurologic  disorder.  She  was  taking  digoxin  0.25  mg. 
daily  and  furosemide  20  mg.  twice  weekly. 

The  physical  examination  was  remarkable  for  it 
revealed  atrial  fibrillation  and  rales  in  both  lung 
bases.  There  was  pedal  edema.  The  skin  was  sallow 
with  no  ecchymoses,  petechiae,  or  icterus.  The  liver 
was  1 cm.  and  the  spleen  5 cm.  below  the  costal 
margins.  The  rest  of  the  examination  findings,  ex- 
cept for  the  scars  of  cardiac  surgery,  were  unre- 
markable. 

Her  hematocrit  was  33,  hemoglobin  11.1  Gm.  per 
100  ml.,  white  blood  cell  count  2,600  per  cubic  milli- 
meter (neutrophils  69  percent,  lymphocytes  21  per- 
cent, monocytes  5 percent,  eosinophils  4 percent, 
basophils  1 percent),  platelets  58,000  per  cubic  mil- 
limeter, and  reticulocytes  5.8  to  7.2  percent.  The 
peripheral  smear  showed  normochromic,  normocytic 
red  cells  with  mild  poikilocytosis  and  polychroma- 
tophilia.  Bone-marrow  aspiration  showed  normal 
cellularity  with  erythroid  hyperplasia  and  megalo- 
blastoid  changes,  a myelocytererythrocyte  ratio  of  1:2, 
adequate  megakaryocytes,  and  normal  iron  stores  (2 
plus).  White  blood  cell  precursors  appeared  normal 
and  showed  normal  maturation.  The  blood  urea 
nitrogen  level  was  16  mg.  per  100  ml.,  creatinine  0.8 
mg.  per  100  ml.,  alkaline  phosphatase  140  mU.  per 
milliliter,  lactic  acid  dehydrogenase  470  mU.  per 
milliliter,  total  bilirubin  2.2  mg.  per  100  ml.  (direct 
1.2  mg.  per  100  ml.),  serum  glutamic  oxaloacetic 
transaminase  30  mU.  per  milliliter,  and  5 nucleo- 
tidase 8.3  units.  Direct  and  indirect  Coombs’  test 
findings  were  normal.  Serum  folic  acid  and  Bi2 
levels  were  normal. 

Hemoglobin  electrophoresis  was  normal.  Serum 
haptoglobin  was  absent.  Sugar  water  and  Ham  tests 
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indicated  positive  findings,  but  there  was  no  he- 
mosiderin in  the  urine.  Leukocyte  alkaline  phos- 
phatase was  10  Kaplow  units  (normal  25  to  100).  In 
addition,  coagulation  studies  were  performed  as 
follows:  prothrombin  time4  15.2  seconds  (control 

11.2  seconds),  activated  partial  thromboplastin  time5 
41.4  seconds  (control  35  seconds),  thrombin  time6 

1 1.3  seconds  (normal  4 to  9 seconds),  fibrinogen  72 
mg.  per  100  ml.  (normal  200  to  400  mg.  per  100  ml.), 
fibrinogen/fibrin  split  products'  greater  than  40 
micrograms  per  milliliter  (normal  less  than  10  mi- 
crograms per  milliliter),  plasma  protamine  para- 
coagulation  test  result8  strongly  positive,  and  eu- 
globulin  lysis  time9  30  minutes  (normal  over  90 
minutes). 

Further  investigation  demonstrated  moderate 
splenomegaly  with  increased  uptake  in  the  spleen  on 
scan.  Chromium  51  red-cell  survival  time  was  14 
days  (control  of  27  days)  with  spleen/liver  seques- 
tration ratio  of  3:1  on  day  10  of  the  study.  Intrave- 
nous pvelographic  and  inferior  venacavagram  find- 
ings were  normal.  Multiple  blood  cultures  were 
negative  for  bacteria,  and  the  patient  was  afebrile 
throughout  her  admission.  Her  hospital  course  was 
complicated  by  excess  bleeding  at  the  site  of  a fem- 
oral puncture  for  the  venacavagram.  The  bleeding 
was  treated  successfully  by  the  application  of  direct 
pressure  for  several  days.  No  specific  treatment  was 
given  for  the  PNH  or  the  DIC. 

Comment 

The  role  and  response  of  the  coagulation  system 
in  PNH  has  been  an  area  of  much  investigation. 
Several  possible  relationships  between  the  clotting 
mechanism  and  activity  of  PNH  have  been  suggested 
by  these  studies.  PNH  red  cells  have  been  shown  to 
liberate  a procoagulant  material  that  is  not  liberated 
in  significant  amounts  by  leukocytes  or  platelets.2’3 
The  release  of  this  substance  is  not  unique  to  PNH 
and  has  been  observed  in  sickle-cell  and  congenital 
nonspherocytic  hemolytic  anemia.2  Available 
chemical  analysis  indicates  that  this  procoagulant  is 
a phospholipid,  much  like  the  thromboplastic  sub- 
stance extracted  from  platelets,1011  and  that  it  is 
liberated  in  greater  quantities  by  immature  PNH 
cells.3  By  this  mechanism,  a hypercoagulable  state 
is  said  to  be  established.  Laboratory  studies  such  as 
the  thrombin  generation  test,2-12-13  kaolin-cephalin 
time,13  partial  thromboplastin  time,13  and  pro- 
thrombin consumption  tests  have  shown  abnor- 
malities that  tend  to  support  this  theory.14 

Furthermore,  although  the  release  of  the  pro- 
coagulant is  not  dependent  on  hemolysis,2  Amris  and 
Hansen13  have  demonstrated  enhanced  hypercoag- 
ulability during  hemolytic  crises.  Rabiner  and 
Friedman,10  using  infusions  of  autologous  hemolysed 
red  cells  into  dogs,  demonstrated  that  this  hyper- 
coagulable state  associated  with  intravascular  he- 
molysis may  progress  to  DIC.  The  act  of  hemolysis, 
then,  is  associated  with  the  release  of  factors  that  are 


capable  of  leading  to  consumption  of  clotting  fac- 
tors. 

Thrombocytopenia  is  a common  finding  in  PNH 
and  is  thought  to  be  due  to  decreased  production  or 
susceptibility  to  immune  reactions.16  Another 
mechanism  of  thrombocytopenia  is  the  result  of 
platelet  consumption  due  to  disseminated  intravas- 
cular coagulation,  as  demonstrated  in  this  case. 

The  instant  case,  then,  is  of  a patient  with  chronic 
DIC  and  secondary  fibrinolysis  associated  with  PNH. 
McKellar  and  Dacie2  postulated  the  occurrence  of 
this  condition  in  PNH;  however,  no  clear-cut  ab- 
normalities in  coagulation  or  fibrinolytic  studies  have 
been  demonstrated  in  previous  reports.  Other 
causes  of  DIC,  especially  systemic  infection  and 
malignant  conditions  were  considered  but  not  dem- 
onstrated in  this  patient. 

It  was  elected  not  to  treat  the  coagulation  abnor- 
mality in  this  patient  since  she  was  clinically 
asymptomatic  except  for  the  site  of  femoral  puncture. 
If  her  DIC  had  become  a serious  problem,  the  use  of 
heparin  would  have  been  considered  with  the 
knowledge  that  the  drug  has  been  implicated  in  the 
precipitation  of  hemolysis  in  PNH. 

Summary 

A 60-year-old  woman  with  PNH  (paroxysmal 
nocturnal  hemoglobinuria)  and  DIC  (disseminated 
intravascular  coagulation)  is  presented.  At  the  time 
of  diagnosis  there  was  no  evidence  of  a hemolytic 
crisis  nor  was  clinical  bleeding  demonstrated.  The 
presence  of  a hypercoagulable  state  has  been  sug- 
gested before  in  PNH,  and  no  other  cause  for  DIC 
was  found  in  this  patient.  It  is  suggested  that  this 
coagulation  abnormality  should  be  sought  in  other 
patients  with  PNH. 

Department  of  Hematology 
North  Shore  University  Hospital 
300  Community  Drive 
Manhasset,  New  York  11030 
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Sexual  revolution  reflected 
in  medical  practice  in  U.S. 

The  so-called  sexual  revolution  of  the  past  10  to  15  years 
is  real,  America’s  physicians  report. 

Two  thirds  of  primary  care  physicians  responding  to  an 
American  Medical  Association  poll  declare  that  the  sexual 
revolution  has  been  “markedly  reflected”  in  their  day- 
to-day  office  practice. 

The  physicians  report  an  increase  in  requests  for  birth 
control  information,  more  requests  for  abortion  informa- 
tion, more  incidence  of  venereal  disease,  and  more  requests 
from  patients  for  help  with  sexual  problems. 

Results  of  the  poll  are  published  in  the  April  25  Impact 
Section  of  American  Medical  News,  the  AMA’s  weekly 
newspaper  for  physicians. 

Physicians  polled  included  general  and  family  practi- 
tioners, internists,  obstetricians-gynecologists,  and  pedi- 
atricians. 

Some  of  the  physicians  report  they  are  seeing  more 
sexually  related  infections  and  diseases.  Many  more  fe- 
male patients  are  now  taking  the  birth  control  pill.  More 
requests  are  being  received  for  sterilization,  and  physicians 
are  being  asked  about  sex  after  heart  attacks.  Teenagers 
are  less  reluctant  to  be  examined  than  in  the  past,  and  there 
are  more  births  to  younger  parents.  More  teenagers  ask 
for  sexual  counseling. 

Almost  half  of  the  physicians  in  the  poll  say  that  patients 
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are  asking  for  sexual  counseling  much  more  frequently  in 
recent  years. 

How  competent  are  physicians  in  dealing  with  sexual 
problems  of  their  patients? 

Two  out  of  three  report  they  do  not  believe  their  medical 
education  equipped  them  adequately.  Physicians  under 
35  report  more  training  in  sexual  counseling,  indicating 
that  medical  schools  have  begun  in  recent  years  to  devote 
more  time  to  the  area.  But  90  percent  of  the  respondents 
declare  that  medical  schools  should  devote  even  more  time 
to  sexual  training. 

What  do  the  physicians  think  of  the  sexual  revolu- 
tion? 

Indications  are  revealed  in  their  candid  comments  in  the 
poll — 

“It’s  a good  thing”  . . . “Healthy”  . . . “An  overdue  ad- 
justment to  sexual  reality. 

“It’s  tragic”  . . . “Disgusting”  ...  “A  bummer. 

“It’s  no  revolution.  People  just  talk  more  about  sex. 

“It  has  appreciably  increased  venereal  disease  and  dis- 
rupted the  family  complex. 

“It’s  a good  change.  We  were  too  puritanical. 

“It’s  a serious  mistake  that  has  shaken  the  whole  moral 
fiber  of  the  nation. 

“The  openness  and  willingness  to  discuss  sexual  prob- 
lems is  good. 

“It’s  a return  to  paganism. 

“Vive  la  revolution!” 
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Lifesaving  Partnership... 
Against  Cancer  Quackery 


The  anguish  associated  with  cancer  is  compounded 
by  the  cancer  quack.  False  hopes— harmful  delays— 
devastating  expenses— deceptive  diagnoses— loss  of 
life— these  are  hazards  facing  the  cancer  patient 
desperate  enough  to  seek  a cancer  quack. 

The  problem:  how  to  divert  the  patient 
from  this  tragic  encounter. 

As  medical  guide,  family  counselor,  trusted 
friend— you,  doctor,  play  a major  role  in  the 
fight  against  cancer  quackery. 

We  are  here  to  serve  as  your  partner. 

Our  National  Office  maintains  an  up-to-date  central 
clearinghouse  for  materials  on  unproven  methods  of 
cancer  diagnosis  and  treatment.  This  is  a unique  operation 
and  the  principal  source  of  such  information  in  the 
country.  Its  services  are  widely  used.  Hundreds  of 
inquiries  are  received  and  answered  from  all 
segments  of  the  community,  from  coast  to  coast. 

To  trigger  grass-roots  action,  we  have 
formulated  a model  State  Cancer  Remedy 
Act  designed  to  control  the  promotion  and 
sale  of  unproven  methods  of  cancer 
management.  This  has  helped  to  inspire 
some  20  states  to  enact  or  consider 
legislation  against  cancer  quackery— with 
active  support  from  the  medical 
community.  Copies  of  the  model  act,  as 
well  as  copies  of  laws  in  effect,  are  available 
through  our  National  and  Division  offices. 

In  these  actions  against  cancer  quackery, 
as  in  all  our  efforts  against  cancer,  ours 
is  a lifesaving  partnership. 

American  Cancer  Society 

New  York  State  Division,  Inc. 

6725  Lyons  St.,  P.O.  Box  7 
East  Syracuse,  N.Y.  13057 
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The  staphylococcal  infections  are  frequently  de- 
scribed in  pediatric  literature,  including  intrauterine 
infection,  septicemia,  pneumonia,  pyopneumothorax, 
hemiplegia,  osteomyelitis,  mastitis,  mediastinitis, 
necrotizing  fasciitis,  abscesses  in  different  locations, 
peritonitis,  parotitis,  and  pyoderma.1-7 

In  the  late  1950s  and  early  1960s,  epidemics  of  se- 
vere staphylococcal  disease  in  newborns  were  re- 
ported. In  the  last  decade,  such  frequent  epidemics 
did  not  occur,  and  the  incidence  of  staphylococcal 
infections  in  the  hospitals  in  the  United  States  is 
reported  to  have  decreased.8-9 

The  purpose  of  this  article  is  to  describe  an  un- 
usual and  extremely  severe  staphylococcal  septicemia 
in  a newborn. 

Case  report 

A female  neonate  was  born  on  January  18,  1974, 
by  normal  spontaneous  vaginal  delivery  after  34 
weeks  of  gestation.  The  Apgar  score  was  9 and  10. 
The  birth  weight  was  2,523  Gm.  Findings  on  phys- 
ical examination  of  the  newborn  were  normal;  there 
was  no  heart  murmur.  The  mother  of  the  infant  did 
not  have  any  illness  during  the  pregnancy,  labor,  and 
the  postpartum  period. 

The  infant  developed  respiratory  distress  within 
one  hour  after  birth.  The  chest  x-ray  film  showed 
haziness,  granular  appearance,  and  air  bronchogram; 
there  were  no  cysts  in  the  lung  parenchyma.  Usual 
treatment  for  respiratory  distress  syndrome  was 
administered.  Antibiotics  were  not  given.  The 
dyspnea  disappeared  completely  on  January  23, 
1974.  It  was  noticed  during  the  next  day  that  the 


FIGURE  1.  Frontal  view  of  chest  shows  several  cyst-like 
areas  in  region  of  right  hilum  extending  into  adjacent  lung. 
Left  lung  normal. 


infant  had  poor  activity,  did  not  cry  loudly,  and  was 
not  taking  fluids  well  by  mouth.  The  chest  x-ray 
Film  showed  several  cysts  in  the  right  parahilar  region 
(Fig.  1).  Blood,  urine,  and  stool  specimens  were 
obtained  for  culture,  and  treatment  was  started  with 
penicillin  and  gentamicin.  The  infant  became  list- 
less, and  dyspnea  appeared  on  January  27,  1974. 
The  right  knee  was  swollen,  warm,  and  tender.  The 
right  thigh  was  flexed  for  prolonged  periods  of  time, 
and  there  was  a small  abscess  on  the  left  side  of  the 
chest  wall.  The  chest  x-ray  film  showed  numerous 
pneumatoceles  in  the  right  lung.  The  long  bones  of 
both  extremities  had  a radiolucent  band  in  the  me- 
taphyseal region  indicating  systemic  bone  disease. 
The  VDRL  test  result  was  nonreactive.  The  treat- 
ment was  changed  to  methicillin,  and  the  abscess  on 
the  chest  wall  was  drained.  The  dyspnea  became 
worse  on  the  following  day.  The  infant  did  not  move 
her  right  arm,  and  she  cried  when  the  arm  was 
touched  or  moved.  A loud  pansystolic  murmur  ap- 
peared over  the  left  sternal  border  at  the  pulmonic 
area,  and  it  became  continuous  next  day. 

Her  condition  deteriorated  suddenly  on  February 
2,  1974,  when  she  had  marked  respiratory  distress 
and  looked  very  pale  and  moribund.  The  chest  x-ray 
film  revealed  tension  pneumothorax  at  the  apex  of 
the  right  chest  with  marked  mediastinal  shift  to  the 
left;  there  was  no  pleural  fluid  (Fig.  2).  Emergency 
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FIGURE  2.  Partial  right-upper-lobe  pneumothorax  with  large 
discrete  pneumatoceles  in  right  lung.  Mediastinum  shifted 
to  left.  No  pneumatoceles  seen  in  left  lung.  Radiolucent 
metaphyseal  band  present  at  proximal  end  of  left  humer- 
us. 


tube  thoracostomy  was  performed.  The  infant  im- 
proved gradually  after  this  procedure.  The  heart 
murmur  disappeared  completely  in  one  week. 

Staphylococcus  aureus  coagulase  positive  was 
cultured  from  the  blood,  the  pus  of  the  chest  wall 
abscess,  and  also  from  the  pus  of  the  right  knee.  The 
organism  was  sensitive  to  methicillin  and  resistant 
to  penicillin.  The  chest  x-ray  finding  was  normal  on 
February  26, 1974,  and  there  were  no  abnormalities 
in  the  metaphyses  of  the  long  bones.  The  infant  was 
discharged  from  the  hospital  in  very  good  condi- 
tion. 

The  patient  was  followed  in  the  office  by  one  of  us 
(G.L.)  for  22  months,  and  she  made  excellent  prog- 
ress. Growth  and  development  were  very  good,  and 
she  walked  normally  at  the  age  of  12  months. 

Several  x-rays  of  the  hip  showed  moderate  irreg- 
ularity of  the  inferior  (ischial)  portion  of  the  right 
acetabulum.  The  development  of  right  proximal 
femoral  epiphysis  was  normal. 

Serum  immunoglobulins  were  measured  after  the 
discharge  from  the  hospital  and  the  values  were 
normal. 

Comment 

This  newborn  had  staphylococcal  septicemia  with 
skin  abscess,  pneumonia,  pneumothorax,  generalized 


osteomyelitis,  and  septic  arthritis  of  the  right 
knee. 

Subcutaneous  abscesses  are  very  frequent  in 
staphylococcal  septicemia.10  In  one  series,  27  per- 
cent of  patients  had  cutaneous  infections.11  The 
skin  abscesses  are  frequently  healed  when  the  clinical 
symptoms  of  pneumonia  develop. 10  The  onset  of  all 
staphylococcal  localizations  was  practically  simul- 
taneous in  our  patient  owing  to  hematogenous 
spread.  The  hematogenous  dissemination  also  ex- 
plains why  the  blood  culture  was  positive.  The  in- 
fection is  usually  bronchogenic  in  staphylococcal 
pneumonia  without  other  localizations,  and  the  blood 
culture  is  almost  always  negative.12 

The  presence  of  numerous  pneumatoceles  in  the 
right  lung  was  the  radiologic  manifestation  of  the 
pneumonia  in  our  patient.  There  were  no  pneuma- 
toceles or  consolidation  in  the  left  lung.  Careful 
postmortem  examinations  in  cases  of  clinical  and 
radiologic  unilateral  pneumonia  very  often  reveal 
minute  areas  of  inflammation  and  abscesses  in  the 
opposite  lung.10  It  is  possible,  therefore,  that  our 
patient  also  had  small  lesions  in  the  left  lung  which 
were  not  visible  radiologically.  Pneumatoceles  are 
very  frequently  present  in  infants  with  staphylo- 
coccal pneumonia  and  occur  characteristically  in  the 
periphery  of  the  lung.11-13  They  are  not  pathogno- 
monic of  this  condition  and  are  present  also  in  mea- 
sles pneumonia,  pulmonary  tuberculosis,  Escherichia 
coli  pneumonia,  and  in  hydrocarbon  ingestion.14-15 
A recent  article  suggests  that  radiologic  images  of 
pneumatoceles  are  caused  by  subpleural  emphyse- 
ma.15 The  rupture  of  a pneumatocele  can  cause  a 
tension  pneumothorax,  a sudden  and  life-threatening 
complication  of  a staphylococcal  pneumonia.16  It 
can  occur  at  any  time,  even  when  the  condition  of  the 
patient  seems  to  be  improving.  Prompt  tube  tho- 
racostomy is  a lifesaving  procedure.  Our  patient  did 
not  develop  empyema  after  the  appearance  of  the 
pneumothorax.  This  is  an  unusual  event. 

The  long-term  prognosis  of  staphylococcal  pneu- 
monia is  very  good,  if  the  infant  survives  the  acute 
episode.16-17 

Neonatal  osteomyelitis  differs  significantly  from 
the  disease  in  older  infants  and  children.18  The 
anatomic  characteristics  of  the  bone  in  small  infants 
explain  the  more  benign  course  of  the  disease  in  this 
age  group,  including  short  duration  of  the  illness, 
rapid  healing,  rare  sequestration,  and  infrequent 
recurrences.19  In  newborns,  the  bone  has  large 
cancellous  spaces,  spongy  character,  and  a very  small 
amount  of  cortical  tissue.  The  periosteum  strips  up 
very  easily  and  has  very  good  powers  of  regeneration. 
All  those  characteristics  permit  natural  decompres- 
sion and  improve  the  prognosis.18-20  The  course  of 
neonatal  osteomyelitis  is  favorable  only  if  the  new- 
born survives  the  septicemia  that  originated  the 
disease  and  when  there  are  no  serious  complica- 
tions.21-22 Purulent  arthritis,  epiphysiolisis,  and 
disturbances  of  growth  are  frequent  in  newborns  and 
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can  have  significant  disabling  consequences.  The 
hip  joint  is  frequently  affected,  since  its  anatomic 
characteristics  predispose  to  infection  and  destruc- 
tion of  the  proximal  femoral  epiphysis.23-25  Per- 
manent dislocation  of  the  hip  is  the  most  frequent 
crippling  complication  of  bone  infection  in  the 
newborn. 

The  osteomyelitis  in  our  patient  had  a benign 
course  in  spite  of  a severe  staphylococcal  sepsis.  The 
cure  was  complete:  there  are  no  deformities  or 

functional  deficit. 

In  newborns,  the  ductus  arteriosus  becomes 
functionally  closed  within  the  first  24  hours  after 
birth,  but  remains  anatomically  patent  for  two  or 
three  weeks.26-27  The  ductus  can  reopen  in  the 
neonate  under  the  influence  of  hypoxia.28  When  the 
oxygenation  of  the  newborn  improves,  the  ductus  can 
remain  open  or  a closure  can  take  place  under  the 
influence  of  increased  oxygen  concentration.29 

Our  infant  had  two  successive  illnesses  that  in- 
terfered with  oxygen  supply  to  the  blood:  the  res- 
piratory distress  syndrome  first  and  then  severe 
staphylococcal  pneumonia.  Her  ductus  was 
subjected  to  prolonged  and  severe  hypoxia.  The  low 
concentration  of  oxygen  caused  the  ductus  to  become 
open.  When  the  pneumonia  was  subsiding,  the  ox- 
ygenation improved  and  the  ductus  closed  again. 

Summary 

A case  of  severe  staphylococcal  septicemia  in  a 
newborn  is  described.  The  infant  developed  pneu- 
monia, tension  pneumothorax,  abscess  of  the  chest 
wall,  purulent  arthritis  of  the  right  knee,  and  os- 
teomyelitis of  the  long  bones.  The  ductus  arteriosus 
reopened  during  the  period  of  severe  hypoxia  and 
closed  when  the  patient  improved.  The  infant  re- 
covered without  sequelae. 

Pertinent  manifestations  of  staphylococcal  sep- 
ticemia in  the  newborn  are  briefly  discussed. 
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Left  bundle  branch  block  appears  de  novo  in  acute 
myocardial  infarction,  and  often  with  documented 
previous  disturbances  of  conduction.  It  may  also 
evolve  gradually  without  detected  ischemic  episodes, 
as  illustrated  in  37  years  of  observation  in  this  case 
in  which  normal  electrocardiograms  change  imper- 
ceptibly into  incomplete  and  Finally  complete  LBBB 
(left  bundle  branch  block). 

The  anatomic  basis  of  BBB  (bundle  branch  block) 
has  been  described  in  elegant  detail  by  Lenegre1'2  and 
others.  Lev  et  al.3  reviewed  the  literature  and  added 
eight  cases  recent  ly.  All  of  their  cases  and  almost  all 
of  those  previously  studied  have  significant  disrup- 
tions of  the  conduction  pathways.  BBB  and  atrio- 
ventricular block  are  similar  pathologically  and  total 
or  subtotal  in  complete  blocks,  right  or  left.  Lene- 
gre1 noted,  however,  that  incomplete  RBBB  (right 
bundle  branch  block)  more  often  had  only  right 
ventricular  hypertrophy.  Lev  et  al.3  found  ischemia 
in  all  of  their  cases,  often  three-vessel  disease,  and 
frequent  involvement  of  coronary  branches  to  the  His 
bundle  and  left  main  bundle  branch.  In  these  dis- 
tributions there  are  fibroelastosis,  vacuolization, 
cellular  infiltrates,  and  arteriolosclerosis.  The  most 
frequent  locations  are  at  the  origin  of  the  main  left 
bundle  branch  and  the  summit  of  the  ventricular 
septum. 

The  appearance  of  LBBB  may  be  precipitous  with 
or  without  clinical  myocardial  infarction.  It  may  be 
transient  or  recurrent  or  it  may  evolve  gradually,  as 
illustrated  in  the  37-year  course  of  this  case  report. 

Case  report 

A man,  age  39  years,  had  a rectal  polypectomy  in 
1937.  He  had  no  cardiac  symptoms  or  abnormal 
physical  findings  and  a normal  4-lead  electrocardi- 
ogram in  1938.  In  1953  he  had  transient  Bell’s  palsy. 
A carcinoma  of  the  descending  colon  was  resected  in 
1971  but  a polyp  in  the  ascending  colon  was  over- 
looked. Since  then  it  has  been  growing  slowly  and 
remains  under  observation.  Since  1974  he  has  been 
dyspneic  on  climbing  stairs  and  digoxin  0.25  mg. 
daily  is  the  only  medication  required.  He  is  over- 


weight, has  moderate  hypertension,  and  asymp- 
tomatic prostate  hypertrophy.  The  heart  is  slightly 
enlarged.  There  are  no  murmurs  and  calcified  valves 
are  not  demonstrated.  Blood  count,  urine,  blood 
sugar,  cholesterol,  triglycerides,  urea  nitrogen,  and 
creatinine  are  within  normal  range.  The  progression 
of  abnormalities  is  illustrated  in  the  electrocardio- 
grams, Figure  1. 

Normal  QRS  complexes  in  1938  widen  impercep- 
tibly to  abnormal  in  1973.  A notch  appears  in  the 
downstroke  in  lead  I in  1969.  Viewed  in  retrospect, 
this  is  the  beginning  of  incomplete  LBBB.  Complete 
LBBB  is  present  in  1973  to  1975.  P-R  interval  is 
unchanged  and  axis  shifts  leftward  in  1971  with 
minor  changes  in  amplitude  of  the  T wave.  Brady- 
cardia appeared  in  1975.  There  was  no  rate-de- 
pendence before  1975. 

Comment 

The  incidence  of  BBB  increases  with  advancing 
age.  In  an  old-age  home,  in  a changing  population 
increasing  to  600  plus,  the  incidence  in  the  eighth  to 
tenth  decades  in  1974  was  RBBB  40  cases,  RBBB 
with  hemiblocks  16  cases,  and  LBBB  22  cases.  The 
crude  mortality  rate  was  RBBB  12.5  percent,  RBBB 
with  hemiblocks  19  percent,  and  LBBB  23  percent 
(unpublished).5 

Lie  et  al. 1 found  half  of  the  patients  admitted  for 
acute  myocardial  infarction  with  LBBB  had  preex- 
istent conduction  disorders.  Presumably  many  cases 
are  due  to  previous  known  or  undetected  ischemic 
episodes.  Gradual  evolution  may  be  frequent  but 
the  incidence  is  not  known. 

The  problem  of  transient  BBB  has  now  been  elu- 
cidated. It  has  been  demonstrated  by  electrophys- 
iologic  studies  that  frequency-dependent  reduction 
of  the  upstroke  velocity  of  action  potential  deter- 
mines the  appearance  of  frequency-dependent 
LBBB.6  In  focal  diseases  small  strands  of  Purkinje 
fibers  between  intact  proximal  and  distal  pathways 
may  determine  the  success  or  failure  of  normal 
propagation. 

Conclusion 

LBBB  evolved  gradually  in  this  case,  progressing 
from  normal  electrocardiographic  findings  to  in- 
complete and  then  complete  LBBB  in  37  years. 

Addendum 

Sudden  death  in  April,  1977,  after  one  month  of 
angina  on  effort. 

1123  Park  Avenue 
New  York,  N.Y.  10028 

References 

1.  Lenegre,  J.:  Contributions  a letude  blocs  de  branche,  Arch, 
mal.  coeur  suppl.  1 (1957). 

2.  Idem:  Etiology  and  pathology  of  bilateral  bundle  branch 
block  in  relation  to  complete  heart  block,  Progr.  Cardiov.  Dis.  6: 


October  1977/New  York  State  Journal  of  Medicine  1951 


Cfi 

t/* 


lU 

** 

eh 

h 


FIGURE  1.  Precordial  leads  are  V leads,  except  CF4  in  1938,  CF2,  CF4,  CF6  in  1957,  and  V2  V in  1971. 
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Blastoma  of  the  lung  is  one  of  the  rarest  pulmo- 
nary neoplasms.  Since  the  first  description  of  this 
lesion  by  Barnard  in  19521  and  introduction  of  the 
term  “pulmonary  blastoma”  by  Spencer  in  1961, 2 a 
total  of  approximately  27  cases  have  been  reported. 
We  are  presenting  a pulmonary  blastoma  with  vas- 
cular invasion  in  a patient  who  has  been  without 
evidence  of  recurrence  over  three  years  after  resec- 
tion. The  theories  of  histogenesis  of  this  tumor  and 
the  pertinent  clinical  data  of  the  previously  reported 
cases  are  reviewed. 


Case  report 

A 31-year-old  man  was  admitted  to  The  New  York 
Hospital — Cornell  Medical  Center  because  of  an 
asymptomatic  coin  lesion  that  had  been  found  on  a 
routine  chest  roentgenogram.  He  had  smoked  one 
package  of  cigarettes  daily  for  several  years  and  had 
a chronic  morning  cough,  but  there  was  no  history  of 
hemoptysis,  dyspnea,  or  chest  pain.  Physical  ex- 
amination, bronchoscopy,  and  laboratory  studies 
revealed  no  abnormalities.  Chest  roentgenograms 
revealed  a 4-cm.  density  with  well-delineated  borders 
over  the  hilum  in  the  left  upper  lobe. 

At  thoracotomy,  there  was  no  evidence  of  neo- 
plasm beyond  the  left  upper  lobe,  and  a lobectomy 
was  performed.  The  postoperative  course  was  un- 
eventful, and  the  patient  was  followed  at  regular  in- 
tervals and  has  been  clinically  free  of  tumor  for  39 
months  after  lobectomy. 

Pathologic  findings 

The  resected  lobe  contained  a 4 by  4 by  3-cm. 
sharply  circumscribed,  pink,  fleshy  mass  located  in 
the  periphery  without  attachment  to  the  pleura  or  a 
major  bronchus.  The  mass  could  be  shelled  out 
easily  from  the  adjacent  parenchyma.  The  re- 
mainder of  the  lung  and  hilar  structures  were  grossly 
normal. 

Microscopically,  the  tumor  had  an  epithelial 
component  of  nests  of  cuboidal  cells  with  dark  round 
or  oval,  uniform  nuclei  exhibiting  only  slight  pleo- 
morphism  that  tended  to  form  acinar  structures  in 
which  the  lining  cells  often  assumed  a more  columnar 
shape  (Fig.l).  Mitotic  figures  were  not  seen  in  most 
of  the  lesion,  but  were  present  in  small  numbers  fo- 
cally.  A delicate  connective-tissue  stroma  was 
composed  of  spindly  mesenchymal  cells  suggestive 
of  smooth  muscle.  Cross-striations  were  not  seen  nor 
was  there  any  cartilage.  The  tumor  was  partially 
surrounded  by  a thin,  fibrous  capsule,  but  in  a few 
areas  clumps  of  tumor,  intermingled  with  adjacent 
alveoli  and  smaller  bronchial  passages,  and  one  nest 
of  tumor  were  seen  without  an  adjacent  vessel. 


FIGURE  1 . Pulmonary  blastoma.  (A)  Epithelial  cells  form  budding  tubules  separated  by  vascular  areola  stroma.  (B)  In  some 
areas  stroma  consists  of  spindly  smooth  muscle  cells. 
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FIGURE  2.  Normal  embryonal  lung  tissue,  showing  epithelial 
tubules  and  primitive  mesenchymal  stroma.  Pattern  similar 
to  that  observed  in  pulmonary  blastomas. 


Comment 

The  designation  “pulmonary  blastoma”  was  sug- 
gested by  Spencer2  who  described  three  cases  in  1961. 
An  earlier  example  of  this  lesion  called  “embryoma” 
by  Barnard1  had  been  included  with  a report  of  un- 
usual thoracic  tumors  in  1945.  Subsequently,  other 
reports  of  pulmonary  blastomas  have  been  published, 
and  we  have  found  approximately  27  cases.  The 
details  of  21  of  these  up  to  1974  are  tabulated  in  a 
review  by  Karcioglu  and  Someren3  who  added  one 
case  of  their  own.  Additional  single  cases  have  also 
been  reported  by  Dixon  and  Breslow,4  Rao  et  al.,5  and 
Scheffer,6  and  two  cases  have  recently  been  added  by 
Ghaffar  et  al.7 

Grossly,  pulmonary  blastomas  are  generally  de- 
scribed as  well-circumscribed,  fleshy  masses.  The 
distinct  separation  of  tumor  from  surrounding  lung 
parenchyma  seems  to  be  characteristic  of  most  of 
these  lesions,  and,  because  of  this,  many  blastomas 
may  readily  be  shelled  or  seem  to  pop  out  from  the 
surrounding  parenchyma. 

The  typical  microscopic  pattern  is  strikingly 
similar  to  that  of  embryonal  lung  tissue  (Fig.  2). 
Spencer,2  noting  the  analogy  between  these  lesions 
and  nephroblastoma  (Wilms’  tumor),  suggested  the 
term  “pulmonary  blastoma”  as  an  appropriate  name. 
Although  this  theory  of  genesis  from  embryonal  rests 
is  attractive,  it  remains  unproved.  Furthermore,  in 
contrast  to  nephroblastomas,  which  usually  occur  in 
infancy  and  only  rarely  in  adults,  pulmonary  blas- 
tomas have  all  been  found  in  adults,  except  for  one 
tumor  in  a nine-year-old  child.  Even  though  Spen- 
cer2 has  noted  that  lung  matures  later  than  kidney, 
persistence  of  embryonal  lung  tissue  in  adults  is  un- 
doubtedly very  rare  in  view  of  the  lack  of  documen- 
tation of  this  phenomenon. 

A mixture  of  primitive  epithelial  and  mesenchymal 
elements  may  also  be  found  in  so-called  “carcino- 
sarcomas” and  in  some  bronchogenic  carcinomas 


with  sarcomatous  stroma.  These  tumors,  composed 
of  mixtures  of  malignant  epithelial  and  connective 
tissue  elements  usually  seen  in  adults,  should  not  be 
confused  with  blastomas.8  Unfortunately,  the  il- 
lustrations in  some  of  the  reported  cases  of  blastoma 
do  not  permit  critical  evaluation  of  the  diagnostic 
criteria  used  in  all  the  reported  cases. 

Although  the  number  of  blastomas  is  small,  it  is 
apparent  that  there  are  no  signs  or  symptoms  so 
characteristic  of  these  lesions  that  they  may  be  dis- 
tinguished from  other  peripheral  lung  tumors  clini- 
cally. Blastomas  have  been  found  in  all  lobes  except 
the  right  middle  lobe,  and  the  size  has  varied  from  2.5 
cm.  to  26  cm.  in  diameter.  The  majority  of  these 
lesions  have  been  discovered  after  development  of 
symptoms,  usually  hemoptysis,  cough,  or  chest  pain. 
However,  a few  patients  with  blastomas  have  been 
asymptomatic,  the  tumors  having  been  discovered 
on  routine  chest  roentgenograms. 

Somewhat  over  half  the  reported  patients  have 
died  of  pulmonary  blastoma,  usually  within  a year, 
and  the  remaining  patients  were  reported  to  be  alive 
and  free  of  tumor  for  periods  of  up  to  15  years.  Since 
the  recorded  follow-up  of  the  survivors  was  quite 
brief  in  many  instances,  an  assessment  of  prognosis 
is  difficult.  Outcome  has  not  been  shown  to  be  re- 
lated to  location  or  size.  It  is  perhaps  significant  that 
none  of  the  patients  with  asymptomatic  tumors  has 
died  of  blastoma. 

All  surviving  patients  have  been  treated  by  surgical 
resection,  by  either  lobectomy  or  pneumonectomy; 
radiation  also  was  given  to  one  survivor.  The  ulti- 
mately fatal  course  of  the  other  tumors,  which  in 
most  instances  also  were  resected,  seemed  to  have 
been  little  affected  by  radiation  or  chemotherapy. 
Recognition  and  documentation  of  additional  in- 
stances of  this  interesting  tumor  may  provide  a 
clearer  understanding  of  its  origin  and  behavior. 

525  East  68th  Street 
New  York,  New  York  10021 
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The  Hauser1  and  Hughston2  procedures  for  chronic 
dislocated  patella  are  universally  known  and  per- 
formed. There  are  pitfalls  in  the  Hauser1  procedure, 
as  when  the  tibial  tubercle  is  displaced  too  distally 
and  causes  restricted  flexion,  patella  baja,  or  ad- 
versely affects  growth;  when  the  tibial  tubercle  is 
placed  too  medially  and  causes  medial  subluxation 
and  degenerative  changes  of  the  medial  patella  and 
of  the  medial  femoral  condyle;  or,  as  in  this  case, 
when  there  is  fibrous  adherence  of  the  medial  patella 
to  the  medial  femoral  condyle.  The  Hughston2 
procedure  of  attaching  the  vastus  medialis  obliquus 
to  the  proximal  fibers  of  the  patellar  tendon,  to  the 
patella,  and  to  the  distal  fibers  of  the  quadriceps 
tendon  is  relatively  recent,  accepted  as  a valuable 
strengthening  modality  of  the  medial  knee  soft 
tissues,  and  complications  have  not  been  reported. 
Patellar  shaving  for  chondromalacia  patella  is  a 
recognized  procedure,  but  results  are  only  satisfac- 
tory in  about  75  percent  of  the  cases.  I am  describing 
a complication  of  a Hauser-Hughston  patellar- 
shaving procedure,  “stuck  medial  patella.” 

Case  report 

A 25-year-old  woman  was  examined  on  July  13, 
1973,  limping,  assisted  by  a friend,  and  complaining 
of  left  knee  pain  and  stiffness  and  of  being  unable  to 
bear  weight  on  the  left  foot.  There  was  a history  of 
a left  patellar  dislocation  on  March  27,  1973,  after 
which  a cast  was  worn  until  a Hauser-Hughston  pa- 
tellar-shaving procedure  was  done  on  April  12, 1973, 
and  the  postoperative  cast  was  worn  until  June  5, 
1973.  She  denied  previous  patellar  dislocations. 

The  operative  report  of  surgery  on  April  12, 1973, 
from  another  hospital  is  quoted  in  part.  “There  was 
a significant  degree  of  chondromalacia  and  the  pa- 
tellar surface  was  scraped  with  a sharp  knife.  There 


FIGURE  1.  Anteroposterior  roentgenograms  illustrate  ab- 
normal medial  position  of  patella  and  tibial  tubercle.  Lateral 
half  of  proximal  fibula  uncovered  confirming  this  as  true 
anteroposterior  view.  Marked  porosis  of  body  of  patella  on 
lateral  view 


were  small  osteochondral  fractures  of  the  antero- 
lateral surface  of  the  lateral  femoral  condyle.  The 
vastus  medialis  was  sewn  back  to  a more  inferior  as- 
pect of  the  medial  patellar  retinaculum.  The  lateral 
synovium  was  closed,  and  the  lateral  retinaculum  was 
left  open.” 

Examination  of  the  left  knee  on  July  13, 1973,  re- 
vealed a long  lateral  scar.  Motion  was  from  0 to  30 
degrees  of  flexion.  There  was  34-inch  atrophy  of  the 
left  thigh.  Noteworthy  was  fixation  of  the  medial 
patella  to  the  medial  femoral  condyle,  and  exquisite 
patellar  pressure  pain.  An  attempt  to  elevate  the 
lateral  patella  was  feasible  only  momentarily  because 
of  pain  and  indicated  that  the  lateral  and  central 
portions  of  the  patellar  articular  surface  were  not 
adherent. 

Roentgenograms  of  the  left  knee  on  July  13,  1973, 
revealed  an  abnormal  medial  position  of  the  patella, 
and  a staple  holding  the  tibial  tubercle  too  mesially. 
Lateral  roentgenograms  revealed  diffuse  patellar 
porosis  (Fig.  1).  Tangential  and  tunnel  roentgeno- 
grams were  not  feasible. 

Surgery  was  performed  on  August  17, 1973.  The 
medial  border  of  the  patella  was  fixed  to  the  medial 
femoral  condyle.  It  was  freed  manually,  after  which 
the  tibial  tubercle  was  displaced  laterally  V2-inch  and 
held  with  a screw.  There  was  moderate  malacia  of 
the  medial  patella,  and  minimal  degenerative 
changes  of  the  medial  and  lateral  femoral  condyles. 
Neither  the  patella  nor  the  condyles  were  shaved. 
The  anterior  cast  was  removed  on  August  29,  1973, 
12  days  postoperatively  to  allow  for  gentle  out-of- 
cast  active  knee  exercises.  The  posterior  cast  was 
removed  on  September  3,  1973,  17  days  postopera- 
tively, after  which  an  elastic  bandage  was  worn  and 
gentle  active  exercises  only  prescribed.  In  October, 
1973,  the  patient  was  improved  subjectively,  but  knee 
flexion  was  not  possible  past  55  degrees.  On  October 
11, 1973,  manipulation  was  performed  under  general 
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FIGURE  2.  Tangential  roentgenogram  illustrates  irregularity 
of  medial  patella  indicative  of  malacic  changes. 


anesthesia  to  improve  flexion.  The  patella  did  not 
subluxate  nor  did  the  screw  pull  out.  Tangential 
roentgenograms  could  then  be  obtained  (Fig.  2). 
The  left  patella  lay  in  an  acceptable  central  position 
(Fig.  3).  At  present  the  left  patella  is  hypermobile, 
and  there  is  mild  to  moderate  patellar  pressure  pain. 
In  recumbency,  flexion  of  both  knees  is  equal  (Fig. 
4). 3 There  is  no  limp  and  there  is  %-inch  atrophy  of 
the  left  thigh.  There  are  complaints  of  pain,  quick 
fatigue,  and  weakness,  and  the  patient  has  given  up 
tennis  and  horseback  riding.  The  screw  which 
penetrates  the  posterior  tibial  cortex  has  not  caused 
any  problems.  There  is  bone  reaction  on  the  upper 
medial  surface  of  the  left  tibia  which  is  a reaction  to 
the  stapling  procedure  (Fig.  3). 

The  left  knee,  at  present,  is  excellent  when  com- 
pared with  its  condition  prior  to  surgery  in  August, 
1973.  However,  when  compared  to  the  right  knee  it 
rates  fair. 

Comment 

Five  components  must  be  considered  in  this 
complication.  They  are:  (1)  immediate  surgery 

after  removal  of  a 16-day-old  cast  applied  for  an 
acute  patellar  dislocation;  (2)  too-mesial  insertion  of 
the  tibial  tubercle;  (3)  patellar  shaving;  (4)  the 
Hughston  procedure;  and  (5)  8-week  postoperative 
casting. 

Excessive  immobilization  and  a too-medially 
placed  tibial  tubercle  can  be  considered  as  the  prime 
reasons  for  this  complication.  Postoperative  im- 
mobilization of  two  to  three  weeks  followed  by 
guarded  flexion  exercises  might  have  avoided  this 
complication  but,  on  the  other  hand,  might  have  led 
to  a mobile  but  medially  subluxating  patella.  Pa- 
tellar shaving  and  the  Hughston  component  then,  of 
necessity,  would  be  liberated  from  playing  a role  in 
fixing  the  patella  to  the  medial  condyle. 


FIGURE  3.  Anteroposterior  roentgenograms  of  both  knees 
for  comparison.  Normal  laterally-placed  right  patella  and 
quasi-normally  placed  left  patella;  bone  reaction  to  stapling 
procedure.  Lateral  half  of  proximal  fibula  uncovered  con- 
firming this  as  true  anteroposterior  view.  Bone  reaction 
confirmation  of  too-mesial  tibial  tubercle  displacement. 


FIGURE  4.  Lateral  roentgenogram  illustrates  both  knees 
flexing  equally  in  recumbent  position. 


It  is  essential  that  after  casting  for  an  acute  patellar 
dislocation,  particularly  when  there  is  surgical  in- 
tention, that  a three  to  four-week  period  of  mild  knee 
flexion  and  limbering  up,  always  flexing  to  a degree 
short  of  dislocations,  be  prescribed.  Mobilization 
would  have  prevented  the  formation  of  raw  soft  tissue 
and  bone  surfaces  which  are  an  ideal  terrain  for  ad- 
hesion formation.  Patellar  shaving,  the  Hughston 
procedure,  and  too-mesial  tibial  tubercle  insertion, 
plus  eight  weeks  postoperative  immobilization,  al- 
lowed adhesions  to  flourish  and  transform  into  fi- 
brous tissue  which  glued  the  patella  firmly  to  the 
condyle.  It  is  very  probable  that  the  patella  could 
have  been  freed  manually  under  general  anesthesia, 
but  the  need  for  more  lateral  tibial  tubercle  insertion 
and  for  complete  hemostasis  dictated  surgery.  The 
patella  and  the  condyles  were  deliberately  not  shaved 
to  avoid  new  raw  surfaces  and  a new  nidus  for  adhe- 
sion formation. 
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Liebler4  saw  one  patient  with  this  complication 
after  shaving,  and  he  feels  that  immobilization  was 
too  long.  Hughston2  has  not  seen  a patella  stuck  to 
the  medial  condyle  but  has  seen  condylar  defects  of 
the  medial  femoral  condyle  stuck  down  to  the  re- 
tinaculum, and  imagines  that  it  is  something  similar. 
He  thinks  that  this  situation  could  occur  quite  often 
after  patellar  surgery  and  shaving  for  subluxating 
patellas  and  for  patellar  malacia,  if  the  patient  is  not 
followed  carefully  and  mobilized  well  within  the  first 
six  to  eight  weeks  following  surgery.  Blazina5  has  not 
seen  a stuck  patella  following  a patelloplasty  in 
conjunction  with  patellar  realignment,  hut  has  seen 
it  in  patients  with  fibroarthrosis  from  long-standing 
nonmovement.  Insall6  has  seen  this  complication 
on  occasion,  and  he  solved  it  by  manipulation  and 
feels  that  it  is  not  an  uncommon  occurrence.  Nich- 
olas7 has  seen  a stuck  patella  at  least  three  times  and 
has  also  seen  this  complication  under  arthroscopy. 
He  thinks  it  is  associated  with  vastus  medialis  or 
medial  capsular  or  meniscal  patellofemoral  ligament 
adhesions  which  take  the  patella  to  the  medial  side, 
and  further  that  it  is  a variation  of  patella  baja. 

Patella  baja  is  a dynamic  longitudinal  complication 
resulting  when  the  tibial  tubercle  is  displaced  too 
distally,  and  stuck  patella  is  a static  and  transverse 
complication.  Both  are  very  painful  and  disabling; 
baja  is  more  frequent  than  stuck  patella  and  always 
requires  surgical  correction,  whereas  in  some  cases 
a stuck  patella  may  be  corrected  manipulatively  with 
a satisfactory  result  if  the  tibial  tubercle  has  not  been 
placed  too  medially. 

O’Donoghue8  has  seen  this  complication  and  feels 
it  results  from  shaving  down  cartilage  to  raw  bone, 
and  that  if  the  patellar  adhesions  are  confined  to  one 
or  the  other  facet,  the  remaining  part  is  reasonably 


good.  He  does  a facetectomy,  particularly  if  the  re- 
maining part  is  reasonably  good.  The  author  feels 
that  a facetectomy  in  the  presence  of  an  inflamed 
patellofemoral  joint  would  compound  the  problem 
and  agrees  with  Insall6  on  closed  manipulation  pro- 
vided the  tubercle  has  been  displaced  correctly;  but 
if  incorrectly  displaced,  then  the  procedure  herein 
described  is  mandatory.  Jackson9  has  not  seen  a 
stuck  patella,  as  in  this  case,  but  has  seen  an  in- 
creasing number  of  patients  with  adhesions  that  have 
obliterated  the  medial  gutter  following  a variety  of 
other  surgical  procedures. 

Conclusion. 

An  unusual  and  unreported  but  encountered 
complication  of  a Hauser-Hughston  patellar-shaving 
procedure  has  been  described.  Reconstructive 
surgery  obtained  a good  result.  There  are  clinical 
and  roentgenologic  signs  of  chondromalacia  and  a 
patellectomy  or  a patella  prosthesis  may  be  indicated 
in  the  future.  The  etiologies  of  this  complication  and 
suggestions  for  avoidance  of  it  were  discussed. 
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Plasmacytoma  (nonosseous  plasmacytoma,  ex- 
tramedullary myeloma)  has  received  a good  deal  of 
attention  in  recent  literature;  lesions  of  the  head  and 
neck  and  other  organ  systems  have  been  compre- 
hensively presented;  however,  a review  of  the  liter- 
ature reveals  no  report  of  lymphographic  findings  in 
extramedullary  plasmacytoma.1,2 

The  following  case  is  of  interest  because  of  an  in- 
triguing clinical  problem,  as  well  as  lymphographic 
findings  that  appear  indistinguishable  from  lym- 
phoma. 

Case  report 

This  29-year-old  female  was  first  seen  in  1964  with 
weakness  and  fatigue.  She  was  anemic,  and  exami- 
nation also  disclosed  a palpable  spleen,  low  serum 
iron,  and  hypercellular  marrow;  hemoglobin  8.3  Gm., 
hematocrit  32,  and  serum  protein  electrophoresis 
showed  a double  spike  in  the  alpha  and  gamma 
globulin  ranges.  The  patient  was  treated  for  a mi- 
crocytic hypochromic  anemia  and  was  given  oral  iron 
and  vitamin  H12. 

She  was  lost  to  follow-up  until  again  seen  in  Jan- 
uary of  1967,  at  which  time  physical  examination  was 
essentially  unchanged  and  laboratory  findings  were 
as  follows:  hemoglobin  8.6  Grn.,  hematocrit  34.9,  and 
immunodiffusion  studies  revealed  immunoglobulin 
G 4,600,  A 275,  and  M 87  mg.  per  100  ml.  The  pa- 
tient continued  to  do  well  until  1969  at  which  time 
she  complained  of  irregular  menses  and  a sensation 
of  fullness  in  the  pelvis.  A mass  posterior  to  the 

* This  work  was  supported  in  part  by  grants  from  the  Helena 
Rubinstein  Foundation,  Inc.,  the  National  Leukemia  Fund,  Inc., 
and  the  United  Leukemia  Fund,  Inc. 


FIGURE  1.  Abnormal  lymphogram  in  patient  with  nonos- 
seous plasmacytoma.  Rich  contrast  uptake  in  enlarged 
nodes,  reticular  pattern  and  areas  of  marginal  sinus  disrup- 
tion. Paracaval  nodes  nonopacified  (“nodal  ghosts”)  sec- 
ondary to  replacement  by  tumor. 


uterus  was  now  clearly  palpable.  Exploratory  lap- 
arotomy revealed  an  unresectable  fleshy  pelvic  mass 
contiguous  with  the  sigmoid,  extending  down  to  the 
hollow  of  the  sacrum.  Biopsy  findings  of  the  mass 
and  pelvic  lymph  nodes  were  reported  as  plasmacy- 
toma. 

The  patient  received  no  further  treatment  and 
remained  relatively  asymptomatic.  In  1970  her  he- 
moglobin was  8.5  Gm.  and  hematocrit  29;  an  increase 
in  the  gamma  globulin  spike  with  an  increase  in  im- 
munoglobulin G and  M components  was  present. 
The  bone  marrow  was  reported  as  hypercellular; 
however,  no  evidence  of  plasmacytosis  was  demon- 
strated. 

In  1975  the  patient  was  admitted  for  re-evaluation 
of  the  pelvic  mass  because  of  an  increase  in  size. 
Lymphographic  examination  was  performed;  striking 
changes,  resembling  those  seen  with  lymphoma, 
particularly  Hodgkin’s  disease,  were  revealed  (Fig. 
1). 

The  periaortic  and  the  common  iliac  nodal  groups 
were  markedly  rounded  and  enlarged  with  a char- 
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FIGURE  2.  Lymph  node  section.  Plasma  cell  proliferation 
and  infiltration  (hematoxylin  and  eosin  stain,  original  magni- 
fication X250). 


acteristic  reticular  pattern,  confluence  of  some  nodal 
groups,  rich  contrast  uptake,  and,  in  some  areas, 
disruption  of  the  marginal  sinuses.  In  the  para-  and 
retrocaval  nodal  groups,  absence  of  numerous  areas 
of  nodal  filling  is  demonstrated  (“ghosts”). 


Conclusion 

This  patient’s  lymphogram  findings  were  mark- 
edly abnormal  and  similar  in  appearance  to  lym- 
phoma. Biopsy  of  the  mass  and  lymph  nodes  re- 
vealed extramedullary  plasmacytoma  (Fig.  2).  For 
over  13  years  this  patient  has  been  free  of  any  bony 
lesions. 

Lymphographic  findings  in  pure  extramedullary 
plasmacytoma  are  unreported.  The  present  case 
revealed  lymphographic  findings  indistinguishable 
from  most  lymphomatous  diseases,  and  raises  the 
question  as  to  the  relationship  of  extramedullary 
plasmacytoma  and  lymphoproliferative  diseases. 
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Orthostatic  hypotension  is  most  often  drug-in- 
duced, or  is  secondary  to  a well-recognized  disease 
such  as  diabetes  mellitus,  uremia,  amyloidosis,  or 
neoplastic  disease  with  autonomic  involvement.  In 
all  these  instances,  corroborative  evidence  of  a more 
generalized  peripheral  neuropathic  condition  usually 
has  been  found.  There  are  patients  in  whom  no  such 
obvious  association  occurs  and  who  are  then  labeled 
as  idiopathic  orthostatic  hypotension  cases.  We 
have  followed  three  patients  with  idiopathic  hypo- 
tension in  whom  degenerative  central  nervous-sys- 
tem disease  was  documented  either  pathologically 
or  clinically. 

Case  reports 

Case  1 . This  58-year-old  white  male  was  admitted 
to  the  Veterans  Administration  Hospital,  Northport, 
New  York,  on  September  24,  1973,  with  the  chief 
complaint  of  blackout  spells  for  two  and  one-half 
years.  The  attacks  were  usually  preceded  by 
sweating,  palpitation,  lightheadedness,  and  were 
frequently  associated  with  falling  down;  there  was  no 
loss  of  consciousness  during  most  of  the  attacks.  The 
attacks  commonly  occurred  in  the  morning  on  arising 
from  bed,  but  also  occurred  while  walking  Each 
episode  lasted  for  a few  minutes  and  occurred  several 
times  per  day.  The  patient  had  a history  of  chronic 
alcoholism,  drinking  one-half  to  one  quart  of  whiskey 
a day  for  the  past  20  years.  Impotence  had  been 
present  for  more  than  five  years,  but  there  was  no 
urinary  incontinence. 


Physical  examination  revealed  a moderately 
well-nourished  and  well-developed  man,  alert,  co- 
operative, and  in  no  acute  distress.  Pulse  was  80  per 
minute  and  regular.  Blood  pressure  in  the  supine 
position  was  160/100  mm.  Hg,  and  standing  was 
100/70  mm.  Hg.  Examination  of  the  chest,  heart, 
and  abdomen  disclosed  no  abnormalities.  Neuro- 
logic examination  revealed  no  tremor  or  rigidity. 
Cranial  nerves  and  motor,  sensory,  and  cerebellar 
systems  were  intact.  Gait  and  station  were  nor- 
mal. 

Laboratory  test  findings,  including  cerebrospinal 
fluid  study,  electroencephalograms,  brain  scan,  se- 
quential multiple  analyzer  12,  electrolytes,  complete 
blood  count,  calcium,  phosphorus,  acid  phosphatase, 
and  alkaline  phosphatase,  were  within  normal  lim- 
its. 

Clinical  Course.  Several  attacks  of  hypotensive 
episodes  were  observed  while  the  patient  was  in  the 
hospital.  These  consisted  of  dizziness,  headache, 
and  sweating  while  getting  out  of  bed.  Blood  pres- 
sure measured  during  these  attacks  was  70/40  and 
80/64  mm.  Hg  on  two  occasions.  Five  to  10  minutes 
after  the  attacks,  while  the  patient  was  in  the  supine 
position,  the  blood  pressure  gradually  rose  to  110/70 
mm.  Hg,  and  over  a period  of  20  minutes  returned  to 
150/100  mm.  Hg.  He  was  subjected  to  tilt-table  ex- 
amination which  revealed  an  average  systolic  blood 
pressure  drop  of  60  and  diastolic  pressure  drop  of  30 
mm.  Hg  when  the  table  was  tilted  90  degrees.  The 
pulse  during  the  tilt-table  examination  went  from  a 
resting  of  74  to  86  per  minute  at  90  degrees.  He  was 
discharged  on  October  18,  1973,  with  the  diagnosis 
of  idiopathic  orthostatic  hypotension.  The  patient 
was  readmitted  on  June  25,  1974,  with  similar  com- 
plaints, but  of  increasing  severity  and  frequency.  In 
the  interim,  a trial  of  leg  stocking  and  of  fludrocort- 
isone acetate  was  ineffective  in  relieving  the  symp- 
toms. Physical  examination  on  the  second  admis- 
sion again  disclosed  no  neurologic  abnormalities. 
His  blood  pressure  was  150/90  mm.  Hg  in  the  supine 
position  and  96/60  mm.  Hg  on  standing.  Laboratory 
examination  findings,  including  skull  x-ray  film, 
electroencephalogram,  brain  scan,  electrolytes,  se- 
quential multiple  analyzer  12,  and  complete  blood 
count  were  within  normal  limits.  On  July  6,  1974, 
the  patient  had  a seizure  with  tonic  and  clonic 
movement  of  arms  and  legs  associated  with  loss  of 
consciousness.  Further  seizures  were  precipitated 
by  standing  up,  but  on  several  occasions  seizures 
occurred  while  the  patient  was  supine.  Carotid  an- 
giography was  performed  and  findings,  except  for 
segmental  narrowing  of  the  internal  carotid  artery, 
were  within  normal  limits.  His  postural  hypotension 
became  so  incapacitating  that  the  patient  had  to  be 
confined  to  bed.  Treatment  with  fludrocortisone, 
ephedrine,  and  high  salt  intake  was  ineffective. 
Subsequently  the  patient  developed  urinary  reten- 
tion which  necessitated  an  indwelling  catheter. 
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Urinary  tract  infection  and  later  septicemia  were 
responsible  for  his  long  hospitalization.  He  expired 
on  October  23,  1974. 

Pathologic  findings.  Autopsy  revealed  hemor- 
rhagic cystitis  and  bronchopneumonia.  The  brain 
was  grossly  unremarkable.  The  spinal  cord  was  not 
available  for  examination.  Microscopically  there  was 
marked  neuronal  loss  and  reactive  astrocytosis  in  the 
substantia  nigra,  locus  ceruleus,  and  dorsal  motor 
nucleus  of  the  vagus  nerve.  Free  and  microglial  in- 
gested clumps  of  melanin  were  evident  in  these  pig- 
mented nuclei.  There  were  no  Lewy  bodies  or  neu- 
rofibrillary tangles  in  surviving  neurons.  Mild  to 
moderate  neuronal  depletion  and  astrocytosis  were 
noted  in  the  cerebellar  Purkinje  cell  layer  and  den- 
tate nucleus,  the  medullary  olives,  and  the  lateral 
aspect  of  the  putamen.  Loss  of  both  axonal  and 
myelin  consituents  was  demonstrated  in  cranial 
nerve  roots  9,  10,  and  11,  utilizing  the  Holmes  and 
Luxol  fast  blue  periodic  acid,  Schiff  (PAS)  stains  in 
addition  to  routine  hemotoxylin  and  eosin-stained 
sections.  These  changes  represent  wallerian  de- 
generation secondary  to  the  severe  dorsal  motor  root 
neuronal  depletion  noted  here. 

It  would  appear  that  the  primary  pathologic  pro- 
cess destroyed  the  substantia  nigra,  locus  ceruleus, 
and  the  dorsal  motor  nucleus  of  the  vagus  nerve.  The 
absence  of  neurofibrillary  tangles  and  Lewy  bodies 
in  these  areas  and  the  intense  involvement  of  the 
dorsal  motor  nucleus  are  consistent  with  the  diag- 
nosis of  the  Shy-Drager  syndrome.1,2  The  milder 
neuronal  destruction  evident  in  the  cerebellum  and 
basal  ganglia  may  have  been  either  part  of  the  pri- 
mary process  or  secondary  to  cerebral  hypoxia  at- 
tributable to  the  loss  of  autoregulation  of  cerebral 
blood  flow  reported  in  this  disorder.3 

Case  2.  This  51-year-old  white  male  was  admitted 
to  the  Northport  Veterans  Administration  Hospital 
on  February  10,  1975,  for  reevaluation  of  the  diag- 
nosis of  multiple  sclerosis  made  five  years  previously. 
In  1966  the  patient  had  noted  impotence  and  diffi- 
culty in  moving  his  bowels.  In  1970  he  developed 
numbness  and  cramps  in  the  legs  and  urinary  in- 
continence. The  neurologic  examination  in  1970 
revealed  a decreased  pin  prick  over  the  dorsum  of  the 
right  foot  and  mild  ataxia.  Deep-tendon  reflexes 
were  markedly  decreased  in  the  lower  extremities. 
Cerebrospinal  fluid  examination  tested  out  normal, 
as  did  a cervical  myelogram.  The  patient  subse- 
quently received  intermittent  intramuscular  and 
intrathecal  cortisone  injections  without  significant 
improvement.  In  1972  he  started  to  complain  of 
dizziness  at  night  and  difficulty  in  focusing  his  eyes 
in  the  morning.  He  always  felt  as  though  he  were 
“walking  around  in  a daze.”  He  was  hospitalized  in 
February,  1972,  at  which  time  the  general  physical 
examination  findings  were  reported  as  normal. 
Neurologic  examination  revealed  active  deep-tendon 
reflexes  in  both  upper  and  lower  extremities,  with 
some  exaggeration  in  the  right  lower  extremity. 


Laboratory  tests  including  cystometry  revealed  no 
evidence  of  organic  bladder  abnormality  other  than 
slight  hypotonia.  Cerebrospinal  fluid  showed  no 
cells  wit  h a protein  of  54  mg.  per  100  ml.,  and  gamma 
globulin  was  6.5  percent  of  total  protein.  A brain 
scan,  electroencephalogram,  and  a Schilling  test 
disclosed  no  abnormalities.  He  was  again  admitted 
in  F’ebruary,  1974,  for  gram-negative  septicemia 
arising  from  the  urinary  tract  infections.  Difficulty 
in  walking  and  slurring  of  speech  were  also  noted 
gradually  since  1974. 

On  admission  to  the  Northport  Veterans  Admin- 
istration Hospital,  the  general  physical  examination 
findings  were  normal.  The  neurologic  examination 
revealed  a mild  mask-like  face,  fine  rhythmic  tremor 
at  three  per  second  in  the  right  hand,  moderate  bra- 
dykinesia,  and  stooping  posture.  His  speech  was 
slurred,  low,  and  monotonous.  There  was  impair- 
ment in  fine  coordinated  movements,  especially  in 
right  upper  and  lower  extremities.  Deep-tendon 
retlexes  with  clonus  were  present  in  both  lower  ex- 
tremities. Mild  weakness  in  the  right  upper  and 
lower  extremities  was  evident. 

Laboratory  findings.  Blood  pressure  on  sitting 
position  was  110/70  mm.  Hg,  but  on  standing  was 
70/40  mm.  Hg.  He  repeatedly  had  episodes  of 
fainting  spells  characterized  by  generalized  weakness 
and  blurred  vision  as  well  as  by  headaches.  Obser- 
vation during  the  fainting  episodes  revealed  a blood 
pressure  of  52/32  mm.  Hg  with  pulse  of  80  per  min- 
ute; two  hours  after  the  episode  his  supine  blood 
pressure  rose  to  110/70  mm.  Hg.  Tilt-table  exami- 
nation revealed  a blood  pressure  of  160/70  mm.  Hg 
at  horizontal  position,  and  at  60  degrees  it  dropped 
within  five  minutes  to  100/70  mm.  Hg,  and  within 
seven  minutes  to  70/40  mm.  Hg.  At  the  end  of  30 
minutes,  tilted  at  60  degrees,  the  blood  pressure  was 
50/20  mm.  Hg.  Associated  with  hypotension,  the 
patient  felt  very  dizzy,  complained  of  headache  and 
blurred  vision,  and  his  speech  was  noticeably  slurred. 
The  heart  rate  before  tilting  was  60  per  minute.  At 
60  degrees  the  heart  rate  went  up  to  100  per  minute 
and  stabilized  at  this  rate  during  the  remainder  of  a 
30-minute  examination.  The  following  autonomic 
functions  were  examined:  sweating  was  normal; 

pilocarpine  produced  miosis  and  tropicamide  (My- 
driacyl)  produced  mydriasis.  Cold  compress  test: 
initial  blood  pressure  100/60  mm.  Hg,  with  immer- 
sion of  the  hand  into  ice  water  130/80  mm.  Hg. 
Valsalva  maneuver  produced  hypotensive  effect  from 
100/70  to  70/40  mg.  Hg,  but  no  Valsalva  overshoot  or 
reflex  bradycardia.  Endocrine  work-up;  including 
17-ketosteroids,  17-hydroxysteroid,  and  third  and 
fourth  thoracic  nerves  were  within  normal  limits. 
Complete  blood  count,  sequential  multiple  analyzer 
12,  serum  electrolytes,  blood  urea  nitrogen,  choles- 
terol, triglyceride,  creatinine,  serum  glutamic  ox- 
aloacetic transaminase,  and  alkaline  phosphatase  all 
tested  out  normal.  Urinalysis  revealed  many  white 
blood  cells,  and  culture  grew  Escherichia  coli  and 
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Pseudomonas.  Intravenous  pyelograms,  chest  x-ray 
:i!m  and  cystoscopic  examination  disclosed  no  ab- 
normalities. Multiple  electrocardiograms  revealed 
normal  tracings.  At  one  time,  ectopic  atrial  beat  and 
brachycardia  were  noted. 

Clinical  course.  The  patient  was  treated  with 
various  combinations  of  L-dopa,  amantadine  hy- 
drochloride, dextroamphetamine  sulfate  (Dexe- 
drine),  and  fludrocortisone  acetate,  without  signifi- 
cant improvement.  He  was  discharged  on  fludro- 
cortisone acetate,  orally,  0.2  mg.  daily,  which  lessened 
the  frequency  of  hypotensive  episodes.  Follow-up 
visits  three  and  six  months  later  showed  no  signifi- 
cant changes  in  neurologic  status. 

Case  3.  This  65-year-old  right-handed  woman 
first  noted  some  slowness  in  her  movements  in  1966. 
Over  the  next  six  months  she  noted  an  increased 
tendency  to  fall  backward,  a deterioration  in  her 
handwriting,  as  well  as  a tremor  in  both  upper  ex- 
tremities. In  1969  she  was  placed  on  L-dopa,  but  this 
had  to  be  discontinued  because  of  severe  insomnia. 
Subsequently  the  patient  had  been  taking  tryhexy- 
phenidyl  hydrochloride  (Artane)  and  amantadine 
hydrochloride.  For  the  past  three  years  she  noted 
frequent  falling  and,  on  a number  of  occasions,  sus- 
tained significant  injury  to  herself.  In  addition,  she 
noted  occasional  diplopia.  Initial  examination  re- 
vealed the  patient  to  have  minimal  spontaneous  fa- 
cial movements.  There  was  a mild  tremor  in  both 
upper  extremities,  as  well  as  a moderate  degree  of 
rigidity.  Her  gait  was  slow  but  relatively  firm,  with 
difficulty  experienced  primarily  during  rapid  direc- 
tional changes  when  she  exhibited  a clear  tendency 
toward  retropulsion.  A moderate  degree  of  atrophy 
was  noted  in  her  left  lower  extremity,  with  some 
weakness  of  the  left  tibialis  anterior  muscle;  this  was 
attributed  to  poliomyelitis  suffered  by  the  patient  at 
age  five.  Deep-tendon  reflexes  were  active  and 
symmetrical  throughout.  A bilateral  partial  in- 
tranuclear ophthalmoplegia  was  evident.  The  pa- 
tient’s blood  pressure  was  110/80  while  sitting, 
dropping  promptly  to  90/60  when  she  assumed  the 
upright  posture.  The  patient  was  treated  with  salt 
supplements  and  support  stockings  with  only  mini- 
mal improvement  in  her  symptoms.  Subsequently, 
a repeat  trial  of  L-dopa  was  instituted,  but  this  had 
to  be  discontinued  when  she  developed  severe  or- 
thostatic hypotension. 

When  placed  on  fludrocortisone  acetate,  0.1  mg. 
four  times  daily,  her  blood  pressure  was  stable  at 
150/80  in  both  the  supine  and  standing  positions. 
Her  falling  attacks  diminished  markedly,  although 
her  rigidity  persisted.  With  the  addition  of  a com- 
bination of  levodopa  and  carbidopa  (Sinemet)  25/250 
once  daily,  there  was  considerable  improvement  in 
her  parkinsonian  symptoms,  without  exacerbation 
of  her  hypotensive  problem.  Her  intranuclear 
ophthalmoplegia  remained  unchanged. 


Comment 

All  three  of  our  patients  had  symptoms  resulting 
from  severe  orthostatic  hypotension.  However,  the 
neurologic  symptoms  were  variable.  In  Case  1,  there 
were  no  noticeable  neurologic  signs  with  follow-up 
periods  of  two  years  prior  to  his  death.  He  developed 
generalized  convulsion  late  in  the  course,  which  was 
predominately  secondary  to  systemic  hypotension. 
Retrospectively,  one  of  us  (P.S.)  felt  a mild  masked 
face  might  have  been  present  in  this  patient.  In 
contrast,  Case  2 developed  autonomic  dysfunction 
initially,  with  urinary  incontinence  and  impotence, 
and  as  the  disease  progressed  neurologic  signs  re- 
ferable to  extrapyramidal  and  pyramidal  systems 
were  noted.  In  Case  3,  typical  symptoms  of  park- 
insonism predominated.  Subsequently,  with  the 
development  of  internuclear  ophthalmoplegia  and 
orthostatic  hypotension,  the  diagnosis  of  Parkinson’s 
disease  became  untenable. 

In  1933,  Barker4  had  recognized  the  association  of 
idiopathic  orthostatic  hypotension  and  the  presence 
of  neurologic  signs,  but  the  association  was  thought 
to  be  incidental.  In  37  cases  of  idiopathic  orthostatic 
hypotension,  Rosecan,  Glaser,  and  Goldman5  had 
noted  that  central  nervous-system  abnormalities 
were  present  in  14  patients.  Shy  and  Drager6  called 
attention  to  the  possibility  of  idiopathic  orthostatic 
hypotension  being  symptomatic  of  a degenerative 
disease  of  the  nervous  system;  the  evidence  accu- 
mulated to  date  strongly  supports  this  view.  Today 
there  are  more  than  100  cases  of  idiopathic  ortho- 
static hypotension  reported.  Less  than  one-fifth  had 
autopsy  reports,  and  neuropathologic  findings  have 
not  been  consistent.1’6-8  However,  one  can  safely 
conclude  that  idiopathic  orthostatic  hypotension  is 
a degenerative  disease  which  may  affect  the  neuraxis 
at  several  levels  involving  basal  ganglia,  brain-stem 
nuclei,  spinal  cord,  and  sympathetic  ganglia. 

In  our  experience,  few  physicians  are  aware  of  the 
existence  of  this  syndrome  so  that  the  delay  in  diag- 
nosis is  common.  These  three  cases  exemplify  the 
varied  patterns  of  neurologic  involvement  in  this 
syndrome.  There  were  symptoms  of  postural  dys- 
functions such  as  fainting,  light-headedness,  and 
dimness  of  vision  presented  in  94  percent  of  57  cases 
reported  by  Thomas  and  Schirger9;  75  percent  had 
symptoms  implicative  to  autonomic  impairment  such 
as  impotence,  urinary  incontinence,  or  loss  of 
sweating.  Clinicians  frequently  neglected  to  inquire 
about  the  sexual  function  of  patients  and  even  when 
the  history  of  sexual  impotence  was  obtained,  little 
attention  had  been  paid  to  the  possible  implication 
of  generalized  autonomic  dysfunction.  Our  Case  1 
had  experienced  impotence  for  several  years,  but  this 
had  been  explained  on  the  basis  of  chronic  alcohol- 
ism. In  patients  who  had  more  extensive  neurologic 
involvement,  this  frequently  overshadowed  the  au- 
tonomic disturbance,  and  the  diagnosis  of  multiple 
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sclerosis  or  Parkinson’s  disease  was  made.  Our 
Cases  2 and  3 illustrate  this  point. 

More  than  50  percent  of  57  cases  reported  by 
Thomas  and  Schirger9  had  objective  signs  of  extra- 
pyramidal  system  involvement  such  as  masking  of 
face,  rigidity,  and  tremor.  When  L-dopa  therapy 
was  instituted,  severe  incapacitating  orthostatic 
hypotension  frequently  developed,  such  as  with  Case 
3.  This  is  not  surprising,  since  about  25  percent  of 
parkinsonism  cases  receiving  L-dopa  treatment  de- 
veloped some  degree  of  orthostatic  hypotension. 
L-dopa  and  fluorohydrocortisone,  in  combination 
with  high-salt  intake,  seems  to  benefit  some  patients. 
Clinical  experience  indicates  the  disease  is  progres- 
sive, and  death  occurs  w'ithin  several  years  after  the 
symptomatic  onset  of  disease. 

Summary 

Three  patients  with  “idiopathic”  orthostatic  hy- 
potension associated  with  central  nervous-system 
degeneration  are  described.  One  case  had  autopsy 
findings  compatible  with  Shy-Drager  syndrome. 
The  authors  call  attention  to  the  various  presenta- 
tions of  neurologic  symptoms  of  the  disease,  ranging 
from  minimal  deficit  to  obvious  impairment  involv- 
ing cranial  nerves  and  the  pyramidal  and  extrapy- 


ramidal  systems. 

Neurology  Service 
Veterans  Administrative  Hospital 
Northport,  New  York  1 1768 
(DR.  SU) 
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We  the  willing 

led  by  the  unknowing 
are  doing  the  impossible 
for  the  ungrateful  few 
We  have  done  so  much 
for  so  long  with  so  little 
We  are  now  qualified 
to  do  anything 
with  nothing 

Sign  in  the  office  of 
Brian  Able  Smith 
District  Community  Physician 
Ipswich  Health  District 
Ipswich,  Suffolk,  England 

If  a date  had  to  be  picked  as  the  beginning  of  the 
thrust  which  culminated  in  the  formation  of  the 
British  NHS  (National  Health  Service),  the  choice 
would  probably  be  the  introduction  of  Lloyd  George’s 
National  Health  Insurance  Act  of  1911.  While  some 
might  argue  that  there  were  historical  antecedents 
to  the  act,  such  as  the  Poor  Law  Act  of  1601,  the 
Public  Health  Act  of  1848,  and  the  Public  Health  Act 
of  1875,  the  1911  Act  was  the  first  to  be  specifically 
directed  at  caring  for  illness  in  the  population.1  As 
such,  it  represented  the  implementation  of  the  earlier 
Royal  Commission  on  the  Poor  Laws  and  the  Relief 
of  Distress  (1909),  which  called  for  comprehensive 
medical  services  to  be  provided  by  the  govern- 
ment.2 

Under  the  provisions  of  the  National  Health  In- 
surance Act  of  1911,  all  employed  persons  earning 
less  than  £160  per  year,  later  raised  to  £420,  were 
entitled  to  the  services  of  a general  practitioner,  fi- 
nanced jointly  by  employee  and  employer.  It  was  at 


this  time  that  capitation  fees,  one  of  the  weaknesses 
still  present  in  the  current  NHS,  were  introduced. 
By  means  of  this  mechanism,  physicians  were  paid 
as  a function  of  the  number  of  patients  on  their 
panels.  Over  the  years,  almost  half  the  population 
gained  coverage.3 

Along  with  this  first  governmental  system  for 
providing  physician  care  for  the  ill  was  the  growth  of 
hospital  networks.  The  system  came  to  include 
voluntary  hospitals  as  well  as  those  established  by 
local  authorities,  equivalent  to  our  municipal  hos- 
pitals. Because  of  differing  levels  of  municipal  af- 
fluence, however,  the  distribution  of  hospital  services 
prompted  concern.  One  of  the  more  significant  re- 
ports on  this  subject  was  the  “Dawson  Report”  of 

1920. 4 which  set  the  goals  of  the  future  NHS  as  well 
as  attainment  mechanisms.  Among  its  recommen- 
dations were  avoidence  of  duplication  of  regionali- 
zation, the  integration  of  curative  and  preventive 
medicine,  and  the  linking  of  voluntary  hospitals  with 
teaching  institutions  to  raise  standards. 

By  the  late  1930s,  comprehensive  medical  care  had 
become  enough  of  an  issue  for  both  the  Labour  and 
Conservative  parties  to  include  it  in  their  political 
platforms.  It  was  the  Labour  party,  however,  that 
took  a statement  of  principles  by  Sir  William  (later 
Lord)  Beveridge  and  turned  it  into  a blueprint  to  be 
implemented  in  the  National  Health  Service  Act  of 

1946.5  By  calling  for  an  extension  of  both  the  health 
and  social  security  services  and  for  the  establishment 
of  “comprehensive  health  and  rehabilitation  services 
for  prevention  and  care  of  disease  and  restoration  of 
capacity  for  work,  (to  be  made)  available  to  all 
members  of  the  community . . . without  contribution 
conditions  ...  .”  5 the  cornerstone  had  been  laid  for 
universal,  comprehensive,  governmental  health  in- 
surance. In  fact,  the  National  Health  Service  Act  of 
1946  went  into  operation  on  July  5,  1948,  as  an  im- 
plementation of  one  of  the  Labour  party’s  main 
platform  planks. 

National  Health  Service 

The  NHS  created  a tripartite  structure:  hospitals, 
general  practitioners,  and  local  governmental  au- 
thorities. 

Hospitals.  Hospitals  were,  in  effect,  nationalized. 
All  hospitals,  whether  teaching,  independent  vol- 
untary, or  local  authority,  were  placed  into  15  hos- 
pital regions,  the  major  subdivisions  of  the  nationally 
administered  NHS.  Insofar  as  was  possible,  these 
regions  were  centered  around  a major  medical 
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training  center,  with  smaller,  satellite  hospitals  dis- 
persed throughout  the  region.  Local  management 
boards  ran  these  local  hospitals,  while  the  medical 
centers  were  administered  by  boards  of  governors 
responsible  to  the  central  ministry  rather  than  to  the 
region. 

Staffing  within  the  hospitals  was  now  provided 
completely  by  various  “specialists,”  the  equivalent 
of  board-certified  or  residents-in-training  in  the 
United  States.  These  specialists  are  salaried 
employees  of  the  hospital  service  and  are  quite  dis- 
tinct from  the  general  practitioners.  In  fact,  the  GPs 
(general  practitioners)  cannot  admit  or  see  patients 
in  the  hospitals;  they  are  required  to  turn  patients 
over  to  specialists.  In  addition,  there  has  developed 
a rather  extensive  system  of  outpatient  services 
which,  in  addition  to  functioning  as  in  the  United 
States,  act  as  consultative  services  to  GPs. 

General  practitioner  service.  The  general 
practitioner  service  was  set  up  in  relation  to  the  134 
local  medical  councils,  with  areas  generally  corre- 
sponding to  those  of  local  health  authorities.  These 
councils  are  also  responsible  for  their  own  local 
dental,  pharmaceutical,  and  optometric  (dispensing) 
services.  The  myth  of  freedom  of  physician  and 
patient  was  preserved  by  providing  that  each  could 
select  and  change  the  other  pretty  much  at  will;  the 
fact  is  that  such  change  is  unusual. 

By  1964,  the  majority  of  GPs  were  seeing  their 
patients  through  the  NHS,  with  only  about  5 percent 
having  as  many  as  100  private  patients.6  This 
change  was  accomplished  by  removing  hospital 
privileges  from  the  GP;  in  effect,  he  was  forced  to  join 
the  NHS.,!  In  actuality,  however,  general  practice 
was,  and  is,  almost  unaffected  in  terms  of  structure. 
It  remained,  and  still  is,  a cottage  industry,  with  very 
few  GPs  working  within  the  advantages  of  a com- 
prehensive health  facility.  In  general,  preventive 
medical  care  was  administered  by  the  local  authority 
health  services  more  or  less  directly.  Such  services 
have  now  grown  to  include  school  health  care,  pre- 
natal care,  child  welfare  clinics,  immunizations, 
ambulance  service,  and  mental  health  service.  All 
are  provided  free  of  charge. 

Reorganized  National  Health  Service 

Because  of  political  lobbying,  what  should  have 
been  established  in  1948,  a comprehensive  health 
service  under  one  administrative  system,  did  not  take 
place.  The  tripartite  system,  already  described,  was 
created  to  satisfy  the  GPs,  who  wanted  to  maintain 
the  myth  of  their  independence,  and  by  the  local 
authorities,  who  insisted  on  retaining  their  areas  of 
control.  However,  the  hospital  service  struggled  to 
adjust.  This  adjustment  involved  the  creation  of 
new  relationships  with  GPs  and  specialists  as  well  as 
with  local  authorities. 

As  a result  of  the  tripartite  system,  each  service 
was  jealous  of  the  others  and  carefully  attempted  to 
guard  its  own  fief.  This  division  had  the  effect  of 


preventing  those  cooperative  efforts  necessary  for 
efficiency  and  effectiveness.7  To  remedy  this  sit- 
uation was  the  aim  of  the  Reorganization  Act  of  1973 
which  became  effective  on  April  1,  1974. 8 Its  main 
thrust  was  the  establishment  of  health  authorities 
which,  theoretically  at  least,  will  have  statutory  au- 
thority for  the  integration  of  all  health  services  such 
as  hospitals,  GPs,  prevention,  and  so  forth.  Under 
reorganization  the  NHS  is  now  a three-tier  system: 

Parliament 

I 

Secretary  of 

State  for  — *•  Department  of  Health  and 

Social  Social  Security 

Services  j 

Regional  Health  Authorities 

i 

Area  Health  Authorities 

Regional  Health  Authorities.  The  14  Regional 
Health  Authorities,  under  reorganization,  are  re- 
sponsible for  overall  planning  and  coordination  of  the 
approximately  five  to  seven  areas  within  their  juris- 
diction. In  addition,  they  are  responsible  for  em- 
ployment of  hospital  specialists,  design  and  con- 
struction of  capital  facilities,  and  for  those  services 
best  organized  on  large  bases,  such  as  blood  banking. 
Their  equivalent  of  a board  of  directors  is  appointed 
by  the  Secretary  of  State  after  appropriate  consul- 
tations. 

Area  Health  Authorities.  The  Area  Health 
Authorities  are  the  operational  health  authorities. 
The  boundaries  of  the  90  area  authorities  are  usually 
coterminus  with  local  governments.  Through  their 
boards  of  directors  they  exercise  authority  over  the 
health  districts.  These  health  districts,  serving  be- 
tween 200,000  and  300,000  people,  provide  direct, 
comprehensive  care,  yet  they  are  still  small  enough 
to  be  directly  administered  by  their  communities. 
Their  daily  direction  is  provided  by  a district  man- 
agement team,  comprised  of  medical  and  adminis- 
trative professionals. 

The  actual  basis  of  reorganization  is  supposed  to 
be  the  GP.  Recognizing  that  “over  a fifth  of  the  GPs 
are  still  in  solo  practice,  and  73  percent  either  solo  or 
in  partnerships  of  two  and  three,”  s one  of  the  central 
aims  of  reorganization  is  to  bring  all  GPs  into  com- 
prehensive medical  teams.10  Theoretically,  the  GP, 
freed  of  some  of  the  more  trivial  duties  by  ancillary 
and  nursing  staffs,  could  now  pursue  a subspecialty, 
further  enhancing  his  medical  usefulness  and  pro- 
fessional satisfaction.  Unfortunately,  at  least  in  part 
because  of  the  continued  myth  of  the  GP’s  inde- 
pendence and  the  belief  that  he  can  continue  to 
function  maximally  as  an  entrepreneur,  the  aim  of 
GP  professionalization  through  such  mechanisms  has 
been  thwarted,  or  at  least  deferred. 

Financial  structure.  In  1975  the  NHS  ac- 
counted for  approximately  5.2  percent  of  the  gross 
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TABLE  ! Health  and  personal  social  services  in  Great 
Britain:  sources  of  finances,  1970-19719 


Source 

Millions  of  £ 

Percent 

Central  government* 

1,908 

80.0 

NHS  contributions 

214 

9.0 

Local  government 

155 

6.5 

Payment  by  patients 

107 

4.5 

Hospital  pay  beds 

13 

, Drugs 

18 

Dental  treatment 

18 

Spectacles 

12 

Local  government  services 

44 

Other 

2 

Totals 

2,384 

100.0 

* Includes  grants  to  local  governments. 


national  product.11  While  the  largest  proportion  was 
contributed  by  the  national  government,  some 
amounts  also  came  from  local  authorities,  a national 
insurance  contribution  scheme,  and  small  charges 
paid  by  patients  for  such  services  as  prescriptions, 
dental  services,  and  ophthalmologic  facilities  (Table 

I). 

Remuneration.  Remuneration  to  the  various 
providers  of  health  services  varies.  Dentists, 
ophthalmic  practitioners  (optometrists),  and  phar- 
macists have  specific  fee  schedules  for  the  services 
they  provide.  The  patient  pays  minimal  amounts 
to  these  health  practitioners  who  in  turn  submit 
additional  bills  to  the  government  for  further  reim- 
bursement. These  schedules  are  negotiated  na- 
tionally with  representatives  of  each  of  the  profes- 
sions. There  are  even  provisions  for  exemptions 
from  the  minimal  patient  charges:  for  children 

under  16,  expectant  mothers,  and  those  with  very  low 
incomes.  It  is  also  possible  to  obtain  completely 
private  services  for  those  interested,  willing,  and  able 
to  pay  for  it;  in  practice  this  private  sector  represents 
a miniscule  factor. 

The  basic  system  of  financing  the  GP  is  capitation. 
For  each  patient  on  his  panel,  the  GP  receives  an 
annual  fee  of  £2.15  to  £3.15,  depending  on  age  (£1  = 
$1.75,  approximately).  Whether  the  GP  never  sees 
the  patient,  or  sees  him  every  week,  the  fee  is  con- 
stant. In  addition,  the  GP  receives  an  annual  basic 
practice  allowance  of  £2,425.  There  are  additional 
fees  available  for  practicing  in  underdoctored  areas 
(£750  to  £1,000  per  annum),  for  additional  training 
(£580  per  year),  night  home  calls,  and  items  of  fee 
service  payments  such  as  contraceptive  services, 
immunizations,  and  so  forth.  Taken  together,  the 
average  GP  earns  perhaps  £12,000  per  year,  a sum 
which  reflects  a narrowing  of  the  differential  between 
GPs  and  specialists  begun  in  1966  and  is  aimed  at 
enticing  more  physicians  into  general  practice.12 
While  average  annual  salary  does  not  compare  well 
with  averages  in,  say,  the  United  States,  it  should  be 
kept  in  mind  that  the  average  worker  in  Great  Britain 
earns  approximately  £3,000  to  £4,000  per  annum. 

Both  the  GP  and  the  patient  have  freedom  of 
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FIGURE  1.  Percentage  of  gross  national  product  spent 
annually  on  health  care  in  various  countries.11 


choice,  but  once  a patient  is  accepted  by  a GP  that 
physician  is  responsible  for  the  patient  24  hours  a 
day,  365  days  a year.  This  obligation  has  given  rise 
to  locum  physicians,  that  is,  when  a GP  wishes  to  be 
off-duty,  he  hires  another  physician  to  serve  as  his 
stand-in.  The  total  of  22,000  (1975  figures)  GPs  act 
as  the  first  line  of  treatment  of  illness  and  have 
complete  clinical  freedom  in  treating  patients,  so  long 
as  they  are  not  hospitalized. 

Arrangements  differ  for  physicians  who  work  in 
hospitals.  The  assorted  25,000  hospital  medical  staff 
are  full-time  and  salaried;  senior  hospital  specialists, 
the  consultants,  are  the  only  ones  who  have  the  op- 
tion of  engaging  minimally  (28  percent)  in  private 
practice.  The  exclusivity  of  this  privilege  has  caused 
problems  for  the  NHS,  having  led  to  strikes  by  junior 
and  senior  registrars  (seniors  in  medical  schools  and 
interns),  and  house  officers  (residents)  demanding 
higher  salaries. 

Other  financial  expenditures  of  the  NHS  include 
salaries  for  ancillary  health  workers  and  adminis- 
trative costs,  although  the  latter  run  to  no  more  than 
5 percent  of  the  total  NHS  budget.12  “Expenditure 
on  the  NHS  does  not,  of  course,  represent  total 
spending  on  health  care.  Consumers  spend  about 
as  much  on  self-medication  with  household  remedies 
as  the  NHS  pays  its  hospital  medical  staff;  something 
on  the  order  of  £100  million.”  9 

Comment  and  assessment 

The  5.2  percent  of  its  gross  national  product  that 
Great  Britain  spends  on  its  health  care  is  a figure 
considerably  lower  than  health  expenditures  in  other 
countries  (Fig.  1).  Even  the  recent  increase  to  5.7 
percent  is  quite  modest.13 

The  question  is  not  so  much  the  amount  Great 
Britain  is  spending  on  its  medical  care,  but,  rather, 
how  cost-effective  the  expenditure  is.  It  can  be  an- 
swered in  two  ways.  In  a positive  vein,  access  to 
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TABLE  II.  Total  cost  of  the  health  care  system  as  a 
percent  of  national  income18 

t Percent  of  National  Income 

Year  United  States  Sweden  England  and  Wales 


1950 

5.3 

3.2 

4.4 

1955 

5.4 

4.0 

3.9 

1960 

6.5 

4.9 

4.3 

1965 

7.3 

5.5 

4.6 

1970 

8.4 

8.1* 

5.6 

• 1968. 


health  services  is  excellent,  as  is  the  range  of  services, 
particularly  those  outside  hospitals,  such  as  com- 
munity and  domiciliary  services.11  In  addition, 
“there  is  no  doubt  about  the  popularity  of  the  NHS 
among  the  British  population.”  14 

However,  where  comparisons  with  other  nations 
are  made  using  age-specific  death  rates  and  life  ex- 
pectancy, the  United  Kingdom  does  not  fare  as 
well.15  British  health  officials  are  well  aware  of  this 
and  its  implications,16  and  claim  to  be  in  the  process 
of  reassessing  the  cost-effectiveness  of  various  pro- 
grams within  the  NHS.17  In  1976,  for  example,  the 
Department  of  Health  and  Social  Security  issued  a 
study,  Priorities  for  Health  and  Personal  Social 
Services  in  England:  A Consultative  Document ,16 
which  for  the  first  time  attempted  “to  establish  ra- 
tional and  systematic  priorities  throughout  the 
health  and  personal  social  services.”  This  document, 
long  overdue,  was  necessitated  by  the  government’s 
February,  1976,  “White  Paper  on  Public  Expendi- 
ture” which  pointed  out  anticipated  economic  limi- 
tations in  public  expenditures  through  1980.  Be- 
cause of  limited  resources  (the  NHS  will  not  receive 
outright  cuts  but,  rather,  there  will  be  little  margin 
for  growth),  the  department  saw  a need  for  reas- 
sessing priorities  within  the  NHS  and  a need  for  more 
joint  planning  with  local  authorities  to  stretch  re- 
sources as  far  as  possible. 

Taking  issue  with  the  necessity  for  rigidly  adopting 
these  priorities  in  response  to  the  government’s  stand 
on  the  economy,  rather  than  reevaluating  the  overall 
focus  of  health  policy,  is  an  interdisciplinary  team: 
the  Unit  for  the  Study  of  Health  Policy.  This  unit, 
set  up  in  1975,  is  part  of  the  Department  of  Com- 
munity Medicine  at  Guy’s  Hospital  Medical  School. 
In  their  publication,  Health,  Money  and  the  Na- 
tional Health  Service ,n  they  question  the  implica- 


tions for  healt  h flowing  from  the  assumption  that  by 
reducing  spending  in  the  public  sector  there  will  be 
an  increase  in  productivity  and  profitability  in  the 
wealth-producing,  presumably  goods-producing  as 
opposed  to  services-producing,  sector  of  the  econo- 
my. “Viewed  in  non-economic  terms,  this  strategy 
for  recovering  the  nation’s  economic  health  would 
seem  to  depend  in  part  on  a decline  in  the  health  of 
the  population.”  11  Further,  they  argue,  rather  than 
the  NHS  defensively  responding  to  economic  policy, 
there  ought  to  be  a threefold  focus  for  health  policy: 
concern  with  the  socioeconomic  causes  of  ill-health; 
concern  with  people’s  awareness  and  confidence  in 
health  matters;  and  the  development  of  more  ap- 
propriate health  and  caring  services.11  Unfortu- 
nately, documents  such  as  these  are  often  largely 
ignored. 

The  NHS  suffers  from  a number  of  basically  re- 
mediable shortcomings.  All,  however,  are  related  to 
a substantial  underfinancing  of  the  system,  a prob- 
lem which  is  the  direct  result  of  a determination  of 
national  priorities  over  which  the  NHS  has  practi- 
cally no  control.  Nothing  much  can  be  done  to  im- 
prove the  NHS  short  of  the  adoption  of  a continual 
and  substantial  real  increase  in  investment  in  the 
system. 

While  other  nations,  such  as  Sweden  and  the 
United  States,  have  come  rather  reluctantly  to  ex- 
pend over  8 percent  of  their  gross  national  products 
on  their  health-care  industries,  Great  Britain  is  ex- 
pending hardly  more  than  half  as  much.  To  many, 
both  within  and  outside  the  health  professions,  this 
expenditure  is  grossly  inadequate.  Trend-line 
comparisons  which  go  back  a decade  or  more  make 
the  disparity  still  more  pronounced  (Table  II).18 

While  the  United  States  and  Sweden  have  in- 
creased their  health  care  expenditures  58  percent  and 
153  percent  respectively  in  recent  times,  Great 
Britain  has  increased  hers  by  a relatively  small  27 
percent.  Even  analyzed  on  a per  capita  cost-increase 
basis,  the  disparity  holds  relatively  constant:  Great 
Britain’s  increase  in  health  care  has  been  159  percent 
versus  that  of  the  United  States,  221  percent,  and 
that  of  Sweden,  912  percent  (Table  III).19 

Great  Britain’s  problems  with  its  health  service 
expenditures  began  almost  as  soon  as  the  NHS  was 
introduced  in  1948.  For  that  first  year  of  universal 
health  insurance,  expenditures  exceeded  estimates 
by  over  70  percent,  £400  million  versus  £233  million, 


TABLE  III.  Total  cost  of  the  health  care  system  per  capita19 

United  States ^ , Sweden ^ r England  and  Wales  — 

Percent  Percent  Percent 


Year 

Amount 

Increase 

Amount 

Increase 

Amount 

Increase 

1950 

$ 84 

SK  121 

£13.3 

1955 

$108 

29 

SK  231 

91 

£16.3 

23 

1960 

$149 

78 

SK  375 

210 

£23.5 

77 

1965 

$210 

132 

SK  716 

492 

£29.2 

120 

1968 

$269 

221 

SK  1,225 

912 

£34.5 

159 
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TABL.:  iV.  Expenditures  for  the  health  care  system 
by  component  of  care23 


Component  of 
Care 

United 

States 

(Percent) 

Sweden 

(Percent) 

England  and 
Wales 
(Percent) 

Hospital 

34.0 

46.9 

38.9 

Physicians 

21.5 

13.9 

13.1 

Dentists 

6.8 

9.7 

4.6 

Other  professional 

2.4 

na* 

na 

Drugs 

11.7 

8.3 

19.0 

Eyeglasses,  etc. 

2.9 

na 

1.4 

Nursing  home  care 

3.1 

5.9 

3.5 

Administration 

3.1 

0.4 

1.0 

Public  health 

1.7 

1.7 

1.0 

Other  health 

4.4 

3.2 

12.4 

services 

Research  and 

3.7 

2.8 

na 

education 

Capital 

4.7 

7.5 

5.1 

construction 

* Na  = not  available. 


leading  to  the  first  of  constant  “arbitrary  ceiling(s)” 
all  being  observed  as  much  in  the  breach  as  in  fact.2 
Beginning  with  almost  the  first  days  of  the  NHS,  the 
entire  program  has  suffered  from  an  “alarmingly  low 
rate  of  capital  investment . . . falling  far  behind  re- 
placement needs,  not  to  mention  expansion.”  2 In 
fact,  during  its  early  years,  NHS  expenditures  “ac- 
tually accounted  for  a decreasing  proportion  of  the 
GNP”  (Table  II).19  At  present,  as  a result  of  decades 
of  such  parsimony,  “very  considerable  additional 
expenditures  (both  capital  and  current)  would  be 
required  ...  .”  2 

Numerous  study  commissions  have  examined  this 
overriding  financial  problem.  Generally,  they  have 
found  there  exists  a “valiant  attempt  ...  to  handle 
as  gracefully  and  equitably  as  possible  . . . (with)  no 
name  calling  . . . (the)  lack  of  acceptable  alterna- 
tives.” 2 Unfortunately,  their  recommendations 
have  been  of  the  Band-Aid  variety,  accepting  finan- 
cial starvat  ion  as  the  root  cause  of  much  of  the  NHS’s 
problems.2  While  this  might  be  expedient,  or  even 
realistic,  it  serves  no  purpose  except  to  stave  off  the 
inevitable,  some  form  of  gradual  grinding  to  a halt  of 
the  entire  system,  for  a few  more  decades.  The 
present  situation  of  waits  of  six  months  to  several 
years  for  herniorrhaphies  may  well  presage  a look  at 
the  future  of  the  system.  As  far  back  as  1955,  only 
seven  years  after  the  introduction  of  the  NHS,  it  was 
observed  that  “.  . . it  is  impossible  to  provide  an  ad- 
equate service  within  existing  resources  unless  a limit 
is  put  on  the  standard  of  service  ...  .”  20  This 
statement  appears  to  be  all  the  more  true  today. 

Granted,  “fair  shares  are  easier  to  attain  when 
there  is  continuously  more  to  share,”  and  it  is  true 
that  Great  Britain  is  in  palpably  poor  economic- 
shape.2  But  she  appears  to  be  actually  decreasing 
the  cost-effectiveness  of  her  NHS  by  “neglecting  the 
long-range  payoffs  that  might  be  possible,  such  as 
improvements  of  facilities,  medical  resources,  and 


TABLE  V.  Dentists  per  100,000  population23 


Year 

United  States 

Sweden 

England  and  Wales 

1950 

57 

49 

22 

1955 

57 

60 

23 

1960 

56 

68 

23 

1968 

57 

79 

24 

special  preventive  measures.”  2 The  suggestion  that 
“England  has  the  happiest  public  and  the  unhappiest 
profession”  in  its  health  system  is  not  unrelated  to 
this  problem.2 

As  one  result  of  holding  its  health  expenditures  so 
far  below  other  nations,  British  physicians  earn 
considerably  less  than  do  their  counterparts  in  the 
United  States  and  Sweden.  Even  in  the  latter 
country,  the  average  physician’s  compensation  is 
about  $45,000  per  annum  versus  a British  average  of 
perhaps  $23,000.  While  it  could,  with  some  justifi- 
cation, be  argued  that  Swedish  physicians  do  not  earn 
substantially  more  than  the  three  times  average  in- 
dustrial wages  which  is  the  case  in  Great  Britain, 
British  physicians,  nevertheless,  appear  to  be,  in  real 
terms,  more  poorly  off,  and  they  clearly  recognize  it. 
This  appears  to  be  true  in  spite  of  their  compensation 
being  “fair  in  relation  to  other  trades  and  professions 
as  judged  by  an  officially  constituted  commission 
instead  of  a product  of  the  play  of  market  forces.”  2 
That  they  do  not  emigrate  in  larger  numbers  is  for- 
tunate for  Great  Britain,  and  is  explainable,  perhaps, 
by  the  oft-contended  British  phlegmatism,  or  per- 
haps a sense  of  patriotism.  Certainly  there  are  a 
good  many  inducements  for  British  physicians  to 
emigrate,  not  the  least  of  which  is  that  “with  no  hope 
of  NHS  expansion  there  is  little  chance  of  offering 
career  opportunities  for  more  doctors.”  21 

What  is  more  ominous  for  both  cost-containment 
and  for  national  health  status  are  the  areas  of  specific 
disparities  in  British  health  expenditures  when 
compared  with  the  United  States  and  Sweden.22 
Thus,  Great  Britain  is  expending  significantly  less 
for  dental  care  and  public  health,  yet  considerably 
more,  double,  for  prescription  drugs  (Table  IV). 2:1 
That  this  latter  area  is  recognized  as  a serious  prob- 
lem goes  without  saying.22 

Also  potentially  destructive  to  national  health  and 
well-being  is  the  deficiency  in  dental  care  expendi- 
tures. The  discrepancy  becomes  obvious  when 
British  dentists  per  population  are  compared  to  the 
ratios  in  the  United  States  or  Sweden.  Great  Britain 
has  a mere  42  percent  of  the  dentist-population  ratio 
of  the  United  States,  and  30  percent  of  the  Swedish 
ratio  (Table  V).23  While  one  might  not  unreasonably 
postulate  that  this  situation  should  rather  quickly 
result  in  increased  rather  than  decreased  health  costs 
as  a result  of  an  inexorable  increase  in  the  severity  of 
the  ultimately  required  dental  work  which  follows 
neglect,  Great  Britain  has  coped  with  the  problem  by 
apparently  simply  ignoring  even  much  advanced 
dental  disease.  For  the  outsider  attempting  to  un- 
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derstand  just  how  this  may  result  in  savings,  it  should 
be  kept  in  mind  that  pulling  teeth  is  substantially  less 
expensive  than  attempting  to  save  them  and  that  it 
is  not  even  necessary  to  replace  the  pulled  teeth  with 
false  ones. 

In  sum,  then,  the  British  NHS  is  an  example  of 
paradoxes.  On  the  one  hand,  it  is  producing  excel- 
lent crude  health  statistics,  such  as,  the  falling  of 
their  infant  mortality  rate  from  15.7  in  1975  to  13.9 
per  1,000  in  1976,  “the  biggest  annual  reduction  since 
1951-52.”  21;  on  the  other  hand,  waiting  lists  for 
hospital  admissions  are  at  an  all-time  high,  with 
“600,000  people  awaiting  admission  to  hospital(s)  in 
England  alone  . . . ,”  of  which  59  percent  of  the  ap- 
proximately 40,000  classified  as  urgent  have  been 
waiting  for  more  than  a month,  and  27  percent  of  the 
rest  for  more  than  a year.24  In  addition,  it  is  a 
problem  with  uneven  incidence  in  Great  Britain, 
presenting  a picture  of  a substantial  gap  between 
different  medical  regions,  something  which  the  NHS 
was  supposed  to  alleviate.  Suggestions  that  the  fi- 
nancial stringencies  which  underly  the  problem  be 
approached  by  judiciously  spending  more  money  on 
prevention  are  rather  studiously  ignored  or  studied 
to  death  by  committees  of  the  Department  of  Health 
and  Social  Security  which  have  been  stacked  in  such 
a way  as  to  prevent  a fresh  mind  and  to  insure  “more 
interest  in  policy  matters  than  in  . . . efficiency.”  25 
Thus,  in  spite  of  the  evidence  that  “by  spending  a lot 
of  money  (one  can  incur)  a . . . consequent  saving  to 
the  national  exchequer  . . . ,”  25  the  NHS  continues 
to  be  starved  by  a combination  of  a lack  of  national 
appreciation  of  the  potential  of  major  programs  of 
prevention  for  cost-effectiveness,  as  well  as  forces 
within  the  NHS  which  militate  against  innovation 
and  flexibility  of  any  sort.  Given  Britain’s  financial 
problems,  the  parochialism  of  its  health  profession- 
als, and  the  generally  high  level  of  satisfaction  of  its 
health  consumers,  the  situation  is  likely  to  prevail  for 
the  forseeable  future. 

State  University  of  New  York 
College  at  New  Paltz 
New  Paltz,  New  York  12561 
(DR.  S.  L.  PURETZ) 
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Journal  lists  signs 
of  troubled  adolescents 

When  is  that  exasperating  adolescent  around  the  house 
just  “going  through  a phase”  and  when  is  he  or  she  a dis- 
turbed person  who  needs  help? 

Despite  many  popular  opinions  to  the  contrary,  most  of 
today’s  adolescents  function  with  gratification  and  com- 
petence in  most  spheres  of  their  lives  most  of  the  time,  says 
Mark  J.  Blotcky,  M.D.,  in  an  article  in  the  May  16  Journal 
of  the  American  Medical  Association. 

Symptoms  that  will  require  treatment  by  a specialist 
develop  only  in  a minority  of  youngsters,  Dr.  Blotcky  says. 
But  during  this  period  of  rapid,  serious,  and  lasting  change 
in  the  young  person’s  life,  the  family  physician  is  faced  with 
the  enigma  of  what  behavior  is  merely  normal  growth  and 
development,  and  what  is  something  else. 

In  assessing  seriousness  of  adolescent  adjustment 
problems,  Dr.  Blotcky  advises  family  physicians  to  consider 
five  areas:  ( 1 ) family  relationships,  (2)  peer  relationships, 
(3)  school  performances,  (4)  extracurricular  activities,  and 
(5)  pathologic  indicators,  including  antisocial,  self-de- 
structive and  bizarre  behavior. 

The  physician  starts  by  finding  what  the  adolescent 
thinks  about  himself.  How  he  functions  within  the  family 
is  especially  helpful  in  understanding  his  needs  and 
strengths.  I )o  arguments  linger  in  a smoldering  fire  or  in 
excessive  withdrawal? 
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By  adolescence,  a normal  youngster  has  developed  the 
capacity  for  solid  friendship,  Dr.  Blotcky  points  out. 
Exploring  peer  relationships  may  show  a spread  of  dif- 
ficulties outside  the  home.  Does  he  have  friends,  or  is  he 
lonely  and  shy?  By  midadolescence,  interests  in  the  op- 
posite sex  emerge,  and  by  late  adolescence  most  teenagers 
have  begun  dating,  at  least  tentatively. 

Ask  the  adolescent  to  describe  his  best  friend.  The  av- 
erage youth  will  give  a fairly  good  picture,  both  what  is 
likable  and  what  is  not.  The  disturbed  youngster’s  de- 
scription may  often  include  only  one  characteristic,  and  is 
monotonous  and  flat. 

Examination  of  school  grades  in  relation  to  intellect  and 
family  expectations  may  uncover  inhibition,  anxiety,  poor 
frustration  tolerance,  poor  impulse  control,  depression. 
Do  teachers  like  him?  Has  there  been  truancy  or  general 
withdrawal?  Is  he  interested  in  extracurricular  activities? 
One  can  learn  where  the  adolescent’s  energies  are  centered 
by  asking  what  he  enjoys,  what  he  does  after  school  and  on 
weekends,  and  with  whom  he  likes  to  be. 

The  physician  finds  that  parents  often  do  not  readily 
report  bizarre  antisocial  behavior.  Have  there  been  legal 
transgressions,  property  destruction,  or  assault?  Has  there 
been  drug  abuse  or  promiscuity?  Are  birth  control 
methods  used?  Has  he  or  she  run  away? 

The  family  physician  is  advised  to  be  clear,  firm,  and 
direct  in  referring  troubled  adolescents  for  specialist 
treatment. 
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How  the  Investigative 
Scot  Foiled  the 
Continental  Conqueror* 

WILLIAM  DOCK,  M.D.,  M.A.C.P. 

New  York  City 

From  Lutheran  Medical  Center,  Brooklyn,  New  York. 

It  is  well  known  that  “history  never  repeats  itself.” 
Also,  that  “those  who  are  ignorant  of  history  are 
doomed  to  repeat  it,”  and  that  “history  teaches  us 
that  men  have  learned  nothing  from  the  study  of 
history.”  Two  episodes  in  the  history  of  attempts  to 
invade  England  illustrate  how  history  has  repeated 
itself.  The  story  also  reminds  us  how  pioneers  are 
quickly  forgotten,  while  those  who  exploit  their  dis- 
coveries are  long  remembered.  The  names  of  the  two 
men  whose  work  made  it  possible  to  foil  Napoleon 
and  Hitler  are  unknown  to  999  out  of  1,000  Britons, 
while  every  schoolboy  in  England  knows  the  name  of 
Nelson  and  the  aces  of  Air  Marshal  Park’s  11th 
Group  of  fighter  pilots,  “the  few”  to  whom  “so  many” 
owed  “so  much.” 

In  both  cases  the  would-be  invaders  of  Britain  were 
aliens  in  the  countries  they  led  to  initial  victories  and 
eventual  disaster.  Napoleon  came  from  Genoese- 
speaking Corsica,  Hitler  from  a provincial  Austrian 
town.  Both  became  dictators  with  seeming  ease  and 
inevitability,  both  swiftly  conquered  most  of  Western 
Europe,  both  prepared  to  invade  and  conquer  En- 
gland. When  foiled  in  the  attempt,  both  turned  to 
the  conquest  of  Russia,  where  their  armies  melted 
away.  Both  saw  the  capitals  of  their  adopted 
countries  occupied  by  Russian  armies  and  those  of 
Russia’s  allies,  including  England. 

Between  Napoleon  and  England,  in  1805,  the  only 
obstacle  was  the  British  fleet,  which  also  had  to 
protect  the  fabulously  rich  West  Indies,  and  Britain’s 
other  possessions  in  the  Mediterranean  and  in  India. 
Twenty  years  earlier,  a French  fleet  under  Admiral 
de  Grasse  had  outmaneuvred  the  British  fleet, 
blockaded  the  Virginia  coast  and  cut  Cornwallis  off 
from  supplies  and  reinforcements.  This  forced  his 
surrender  to  Washington  and  persuaded  England  to 
free  the  Colonies. 

Napoleon  ordered  his  admirals  to  lure  the  British 
fleet  to  the  West  Indies,  as  de  Grasse  had  done  in 
1781,  and  to  return  so  as  to  permit  him  to  control  the 
Channel  for  the  few  days  needed  to  land  his  armies 
in  England  and  Ireland.  Nelson  did  follow  Ville- 
neuve  to  Antigua,  but  saw  through  the  feint  and  re- 

* Reprinted  from  The  Pharos  (30:  56,  1967)  with  permission 
of  the  editor  and  the  author.  Initiation  address  delivered  before 
the  Alpha  Omega  Alpha  Chapter  at  New  York  University  Medical 
School,  December,  1966. 


turned  in  time  to  cover  the  Channel  approaches  and 
to  destroy  the  French  fleet  at  Trafalgar.  As  de- 
scribed in  Admiral  Mahan’s  Influence  of  Sea  Power 
on  History,  “The  distant,  storm-tossed  ships,  on 
which  the  Grande  Armee  never  looked,  stood  be- 
tween Buonaparte  and  the  conquest  of  the  world.” 

Under  the  prevailing  conditions  of  maritime  life 
in  1780,  scurvy  began  to  weaken  a ship’s  crew  after 
a few  weeks  at  sea.  Napoleon  and  his  admirals  were 
justified  in  thinking  the  British  fleet  would  be  in  bad 
shape  after  months  of  patrolling  the  Mediterranean 
and  Atlantic,  though  they  might  have  recalled  that 
in  1799,  only  six  years  earlier,  Nelson’s  fleet,  equal  in 
numbers  but  with  smaller  ships  and  fewer  cannons, 
had  destroyed  the  French  fleet  in  the  battle  of  the 
Nile,  although  the  British  had  been  at  sea  for  many 
weeks.  At  Trafalgar  the  French  had  46  ships,  fresh 
from  port  at  Cadiz,  while  most  of  Nelson’s  40  ships 
had  been  at  sea  for  months.  The  defeat  convinced 
Napoleon  that  his  army,  massed  at  Boulogne,  would 
not  see  England  that  year.  He  rapidly  shifted  his 
divisions  across  the  Rhine,  moved  through  Austria, 
and  crushed  the  Russian  and  Austrian  armies  at 
Austerlitz.  In  1807  he  destroyed  another  Russian 
army  at  Friedland  in  East  Prussia,  but  in  1812,  after 
occupying  Moscow,  his  army  was  forced  to  make  a 
disastrous  retreat  through  the  snowstorms  of  Russia 
and  Poland. 

In  May  of  1940,  Hitler’s  armies  had  occupied  Po- 
land, Austria  and  Czechoslovakia  and  then  Norway, 
Denmark,  Holland,  Belgium,  and  France.  His  allies, 
Mussolini  and  Franco,  controlled  the  rest  of  Western 
Europe,  and  the  invasion  of  England  was  set  for 
August  14.  The  Luftwaffe  had  prevented  the  British 
navy  from  protecting  Norway,  and  the  British  army 
had  been  reduced  to  refugees  without  tanks  or  ar- 
tillery on  the  beaches  at  Dunkirk,  so  all  that  was 
needed  before  launching  the  invasion  was  to  destroy 
the  small  British  air  force.  It  would  require  a large 
number  of  planes  on  constant  patrol  to  interfere  with 
the  German  bombers,  and  five  days  seemed  sufficient 
to  trim  the  British  fighters  down  to  size. 

But  just  as  Napoleon  and  his  admirals  had  been 
astonished  and  frustrated  by  the  ability  of  British 
sailors  to  remain  in  good  health  and  fighting  trim 
after  months  at  sea,  so  were  Hitler  and  Goering  by 
the  ability  of  a tiny  fighter  force  to  meet  and  destroy 
so  many  Messerschmitts  and  Heinkels.  Days 
stretched  to  weeks,  and  still  the  Spitfires  and  Hur- 
ricanes were  there  to  oppose  the  Luftwaffe.  Indeed, 
the  British  air  fleets  were  growing  as  the  German 
losses  piled  up.  Daylight  attacks  were  abandoned, 
and  even  night  bombing  suffered  from  effective 
fighter  attacks.  In  the  end  the  battle  of  Britain 
dwindled  away  to  the  occasional  nuisance  raids  on 
London.  Hitler’s  armies  left  the  Normandy  ports  for 
an  assault  on  Russia,  and  their  doom.  Neither  Na- 
poleon, Hitler,  nor  the  people  of  France  or  Germany 
ever  knew  that  it  was  a single  investigative  Scot  who 
had  ruined  their  plans. 
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While  there  were  conscript  armies  in  France,  there 
were  none  in  England  in  Napoleon’s  day.  Welling- 
ton describes  his  infantry  as  the  “scum  of  the  gutters” 
and  remarked  to  his  aide  after  reviewing  a regiment 
before  Waterloo,  “I  don’t  know  what  impression 
these  men  will  make  on  the  enemy,  but  by  Gad, 
Creevy,  they  frighten  me!”  Nelson’s  sailors  were 
either  volunteers  or  men  seized  from  merchant  ships, 
or  the  streets  and  drinking  houses  of  seaports.  It  was 
the  seizure  of  American  sailors  by  press-gangs  which 
led  to  the  War  of  1812,  and  the  burning  of  the  city  of 
Washington.  Nelson  constantly  marvels  at  the 
health  of  these  reluctant  sailors,  in  his  letters  to  the 
Admiralty  and  to  his  mistress,  the  lovely  Emmy 
Hamilton,  whose  portraits  by  Romney  can  be  ad- 
mired at  the  Frick  Gallery  in  New  York  and  at  the 
Huntington  in  California.  Once  he  noted  “we  have 
been  at  sea  40  months  and  have  scarcely  had  any 
sickness  in  the  fleet.”  The  fleet  surgeon,  a few  years 
later,  reported  “little  illness  and  few  deaths,  9 out  of 
10  from  phthisis”  (pulmonary  tuberculosis).  The 
reason  Napoleon  was  foiled  by  this  healthy,  tireless 
fleet  was  that  it  was  free  of  scurvy,  which  only  24 
years  before  had  crippled  the  West  Indies  fleet,  al- 
lowed de  Grasse  to  blockade  Cornwallis  and  force  his 
surrender  to  Washington  at  Yorktown.  In  1805  the 
French  fleet  landed  1,000  sick  at  Martinique  after  the 
voyage  from  France  which  had  lured  Nelson  away 
from  the  Channel. 

James  Lind 

This  brings  us  to  James  Lind,  a Scot  who,  like 
Laennec  and  many  other  physicians  of  the  18th 
century,  began  his  clinical  training  at  the  tender  age 
of  15.  He  was  a surgeon  with  the  fleet  from  age  23  to 
32,  and  saw  much  scurvy  both  in  the  Tropics  and 
while  with  the  Channel  fleet.  From  1748  to  1758  he 
practiced  in  Edinburgh,  became  a member  of  the 
Royal  College  of  Physicians  and  in  1753  published 
his  Treatise  of  the  Scurvy.  From  1758  to  his  re- 
tirement in  1783,  he  was  physician  to  the  great  naval 
hospital  at  Portsmouth,  where  there  were  usually  300 
and  at  times  over  1,000  cases  of  scurvy.  He  effected 
rapid  cures,  and  showed  that  the  lemon  or  orange 
juice  he  concentrated  to  syrup  by  heating  below  the 
boiling  point  kept  its  antiscorbutic  potency  over  4 
years  when  in  tightly  closed  bottles.  But  he  did  not 
convince  the  profession  nor  the  naval  authorities  of 
its  value.  In  1762  he  wrote  “The  Province  has  been 
mine  to  deliver  precepts;  the  Power  is  in  others  to 
execute.”  In  1794,  those  others  used  their  power  to 
provide  the  annual  squadron  for  Madras  with  enough 
of  Lind’s  concentrate  for  the  long  voyage  around 
Africa.  Lind  died  shortly  before  they  returned, 
without  having  had  a single  case  of  scurvy.  In  1796 
the  Admiralty  added  lime  juice  to  the  naval  ration 
and  scurvy  vanished  from  the  fleets,  and  was  soon 
prevented  in  the  same  way  on  British  merchant  ships. 
British  sailors  were  contemptuously  referred  to  as 
“Limies”  by  the  Yankees,  who  took  no  stock  in  lemon 


juice.  Our  navy,  our  merchant  sailors,  and  especially 
our  whalers  suffered  from  scurvy  for  a century  more, 
when  the  coming  of  steam  shortened  voyages  to  a safe 
duration  for  many  men  at  sea.  But  lemon  or  lime 
juice  became  as  much  a part  of  the  British  tars’  world 
as  grog  and  whipping  with  the  cat-o-nine  tails  for 
minor  offenses.  This  change  occurred  only  three 
years  before  the  battle  of  the  Nile,  nine  years  before 
Trafalgar.  Lind’s  astute  selection  of  citrus  fruit  and 
his  skill  in  preparing  a concentrate  that  preserved  its 
virtue  are  less  noteworthy  than  his  patience  in 
demonstrating  its  value  and  his  tact  and  persistence 
which  at  last  persuaded  the  admiralty  to  run  the 
crucial  test.  This  led  them  to  adopt  his  technic  when 
the  event  left  no  doubt  of  its  value.  It  seems  rea- 
sonably certain  that  if  Lind  had  not  prevailed,  Nelson 
would  not  have  been  able  to  keep  the  men  in  the 
“distant,  storm-tossed  ships”  in  fighting  trim,  and 
Napoleon  might  well  have  repeated  the  feats  of  Julius 
Caesar  and  of  William,  Duke  of  Normandy.  Without 
Lind’s  genius  and  untiring  effort  over  four  decades, 
Nelson’s  victories  after  months  at  sea  could  not  have 
been  achieved.  Lind  was  dead  before  he  knew  he 
had  persuaded  the  “Powers  to  execute”  his  Pre- 
cepts. 

Thomas  Watson-Watt 

It  was  Thomas  Watson-Watt,  a Scot,  a physicist 
and  electrical  engineer,  who  was  Hitler’s  nemesis. 
He  made  rapid  advances  in  the  practical  develop- 
ment of  radar,  and  with  tact  and  good  fortune  per- 
suaded the  British  air  force  to  set  up  radar  stations 
around  the  coast  of  England.  This  work  proceeded 
in  remarkable  secrecy  from  1935  to  1940.  The  Ger- 
mans were  aware  of  odd-looking  towers  but  not  of 
their  use,  at  the  time  they  planned  the  invasion,  and 
allotted  five  days  to  destroying  the  Royal  Air  Force. 
The  Germans  took  it  for  granted  they  would  surprise 
and  destroy  many  planes  on  the  ground,  exhaust 
pilots  by  constant  patrols.  Thanks  to  Watson-Watt, 
there  was  no  need  to  keep  planes  aloft  on  patrol 
waiting  for  Germans  to  come  over.  British  pilots 
were  alerted  and  scrambled  to  their  fighters  only 
when  planes  from  the  Continent  approached  the 
Channel.  They  knew  the  height  and  location,  the 
number  and  line  of  flight  of  the  German  planes  as 
they  approached  them.  Luftwaffe  pilots  did  not 
know  their  attackers’  position  until  they  were  in 
range  of  vision,  and  often  only  as  they  opened  fire 
when  coming  out  of  the  clouds,  which  concealed  them 
but  not  the  Germans.  Later,  radar  became  airborne, 
allowing  special  planes  to  seek  and  destroy  night 
bombers.  It  was  as  though  riflemen  with  good  vision 
and  telescopes  were  pitted  against  enemies  who  were 
myopic,  or  blind.  Luftwaffe  losses,  from  the  first 
day,  were  far  beyond  Goering’s  advance  estimate, 
British  losses  far  less.  The  invasion  date  was  re- 
peatedly postponed  as  the  British  fighter  force  grew 
stronger,  the  Luftwaffe  weaker.  Autumn  came,  and 
the  Reichswehr  left  Normandy  to  prepare  for  attacks 
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on  the  Yugoslavs,  Greeks  and  Russians.  Hitler,  like 
Napoleon,  failed  because  a canny  Scot  had  given  his 
opponents  an  invaluable  secret  weapon. 

But  again  let  us  emphasize  that  it  was  not  Wat- 
son-Watt’s  skill  in  developing  practical  radar 
equipment  that  was  decisive,  but  his  ability  to  per- 
suade the  conservative  men  who  lead  all  armed  forces 
to  test  and  fully  exploit  the  new  defensive  weapon. 
Radar  principles  were  known  to  American  physicists 
before  Watson-Watt  began  his  work,  but  failed  to 
interest  the  military.  More  than  a year  after  the 
battle  of  Britain  there  was  a radar  tower  on  a peak  in 
the  island  of  Oahu.  It  was  manned  on  the  morning 
of  December  7,  1941,  and  excitedly  reported  many 
“bogies”  rapidly  coming  in  from  the  northwest.  But 
no  one  at  Pearl  Harbor  was  interested;  they  thought 
it  might  he  a practical  Sunday  joke,  or  perhaps  al- 
batross or  goony-birds  were  fooling  the  long-haired 
lads  with  the  funny  black  box.  No  planes  rose  to 
meet  the  Japanese,  our  fleet  was  destroyed  at  anchor, 
our  planes  on  the  airfields.  A few  days  later,  near 
Manila,  another  air  fleet  was  destroyed  on  the 
ground,  just  as  Goering  had  expected  to  do  to  the 
British  16  months  earlier,  only  to  find  the  fields 
empty  and  the  sky  full  of  fighters. 

Conclusion 

When  we  recall  the  slow  and  reluctant  acceptance 
of  anti-scorbutic  discipline  by  our  own  navy  and 
merchant  vessels,  and  of  radar  by  all  arms  of  our 
forces,  we  realize  that  convincing  people  to  accept 
life-saving  or  country-saving  discoveries  is  even 
harder  than  making  the  fundamental  discovery  and 
developing  practical  methods  for  applying  it.  Per- 
haps we  should  give  our  British  cousins  credit  for 
being  a bit  less  hide-bound  than  our  cousins  along  the 
Potomac.  It  took  the  “beeps”  of  an  orbiting  Russian 


sputnik  to  awaken  Washington  to  the  fact  that 
hardware,  and  even  men,  could  be  lifted  into  orbiting 
the  earth.  But  before  1930,  an  American,  Prof. 
Robert  Goddard,  had  published  the  theoretical  data 
on  which  the  Germans  and  Russians  developed  their 
giant  missiles.  In  1926  Goddard  had  successfully 
tested  a liquid-fueled  rocket,  but  when  he  died,  20 
years  later,  his  government  had  not  been  convinced 
that  this  could  he  of  military  value.  Fortunately  for 
England,  the  Royal  Navy  only  waited  40  years  to  test 
Lind’s  precept,  for  50  years  would  have  been  too  late. 
History  may  not  repeat  itself  exactly,  hut  it  keeps  on 
trying. 

Perhaps  the  importance  of  getting  ideas  accepted 
is  best  illustrated  by  a homely  tale,  current  in  the 
business  world.  A father  sent  his  lack-lustre  son  to 
he  interviewed  by  a big  firm’s  vocational  expert.  The 
lad  admitted  he  had  no  special  interest  in  any  course 
in  college,  got  by  with  C in  everything.  He  had  no 
hobbies,  excelled  in  no  sport.  In  despair  the  expert 
said  “Look,  can’t  you  remember  anything  you  did 
better  than  other  kids  when  you  were  young?”  After 
reflection  the  young  man  brightened  and  said  “When 
I was  about  1 1 or  12  I spent  a summer  on  my  uncle’s 
farm.  We  kids  used  to  throw  cow-flop  at  the  barn. 
Some  of  them  could  hit  closer  to  the  eaves;  others 
could  hit  it  from  farther  off,  but  I could  always  make 
mine  stick.”  The  vocational  wizard  dialed  franti- 
cally, got  through  to  the  president  of  the  company 
and  joyfully  shouted,  “I’m  sending  up  the  advertising 
executive  we’ve  been  hunting — offer  him  a vice- 
presidency.” 

After  all,  progress  is  due  to  men  who  make  it  stick, 
not  to  dreamers.  Lind  and  Watson-Watt,  like 
Morse,  Bell  and  Edison,  were  dreamers  who  made 
their  dreams  stick — and  just  in  time  to  save  their 
country. 
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develop  in  epilepsy,  our  data  tend  to  confirm  the  impres- 
sion that  uncomplicated  schizophrenia  is  not  a significant 
factor  in  subsequent  development  of  seizures.  There  ap- 
pears to  be  a statistical  association,  although  perhaps  not 
a proved  cause-and-effect  relationship,  between  the  de- 
velopment of  seizures  in  the  schizophrenic  population  and 
associated  brain  damage,  or  shock  therapy,  psychosurgery, 
and  high-dosage  neuroleptic  therapy.  The  treatment 
program  for  epilepsy  associated  with  mental  illness  must 
take  into  account  certain  psychiatric  risk  factors  in  epi- 
lepsy, since  pharmacologic  management,  by  itself,  is  apt 
to  be  unsatisfactory.  Suggestions  are  made  as  to  reasons 
for  seizure  and  mechanism  for  improved  management. 

Pinck,  B.  D.,  Alexander,  S.,  and  Siegendorf,  S.:  Ante- 
rior urethropexy;  retrospective  view,  New  York  State  J. 
Med.  77:  1910  (Oct.)  1977. 

Anterior  urethropexy  was  performed  in  86  cases  for  the 
correction  of  stress  incontinence.  Success  was  achieved 
in  85  percent  of  the  cases.  Of  12  failures,  a secondary 
procedure  was  performed  in  six  patients  with  a satisfactory 
result  in  four.  There  was  no  mortality  or  major  morbidity. 
This  experience  indicates  that  with  proper  selection  of 
cases,  gratifying  results  in  the  correction  of  stress  incon- 
tinence in  women  can  be  obtained. 

Shafer,  N.:  Why  Reiter’s  disease?,  New  York  State  J. 
Med.  77:  1913  (Oct.)  1977. 

Reiter’s  syndrome  is  traditionally  characterized  as  a 
triad  of  three  symptoms,  arthritis,  conjunctivitis,  and 
urethritis,  occurring  either  together  or  sequentially.  The 
classic  picture  is  contrasted  with  the  condition  as  Reiter 
described  it  and  with  the  currently  accepted  spectrum  of 
symptomatology.  Evidence  showing  a high  correlation 
between  Reiter’s  disease,  other  seronegative  arthropathies 
which  share  Reiter’s  symptomatology,  and  the  histocom- 
patibility antigen  HL-A  B27  is  reviewed.  It  is  suggested 
that  HL-A  B27  can  be  used  as  a confirming  test  in  the  di- 
agnosis of  Reiter’s  disease,  and  it  is  also  suggested  that  the 
correlation  of  HL-A  B27  with  similar  arthropathies  indi- 
cates that  these  conditions  are  not  separate  entities,  but 
very  likely  are  different  manifestations  of  the  same  disease 
process.  It  is  further  urged  that  the  name  “Reiter’s  dis- 
ease” be  abandoned  and  a new  designation,  which  more 
accurately  describes  the  spectrum  of  this  disease  process, 
be  adopted. 
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This  is  the  fourth  lecture  of  the  Robertazzi  series; 
I feel  somewhat  like  the  fourth  toastmaster  at  the 
same  banquet;  what  else  is  there  to  be  said?  A cen- 
tral theme  nonetheless  pervades.  With  Raphael  W. 
Robertazzi,  M.D..  as  viewed  by  his  many  colleagues, 
the  central  theme  was  Ray  and  the  patient. 

Responsibility  role  '■ 

In  1973  Louis  Orkin,  M.D.,  professor  and  chairman 
of  anesthesiology  at  Albert  Einstein  College  of 
Medicine,  addressed  this  section  on  the  anesthesi- 
ologist’s role  in  reduction  of  the  rate  of  patient  mor- 
bidity and  mortality.  The  following  year  Louis 
Blancato,  M.D.,  director  of  anesthesiology  at  St. 
Luke’s  Medical  Center  and  clinical  associate  pro- 
fessor at  Columbia’s  College  of  Physicians  and  Sur- 
geons, spoke  on  the  importance  of  peer  review.  Last 
year  Joseph  Artusio,  M.D.,  professor  and  chairman 
of  anesthesiology  at  Cornell  University  Medical 
College,  addressed  the  problem  of  quality  of  anes- 
thesia care  rendered  by  anesthesiologists  in  surgical 
and  obstetric  areas.  The  central  theme  running 
through  those  presentations  was  the  patient.  So, 
today,  the  patient  remains  the  connecting  link,  but 
is  viewed  from  different  vantage  points. 

Progress 

At  the  October,  1976,  meeting  of  the  American 
Society  of  Anest  hesiologists,  one  had  but  to  wander 
among  the  technical  and  scientific  exhibits  to  note 
the  visual  evidence  of  our  specialty’s  amazing  prog- 
ress, especially  in  this  last  decade. 

Following  World  War  II,  the  practice  of  anesthe- 
siology was  a combination  of  art  and  science,  with  a 
great  deal  of  emphasis  on  the  former.  Our  key  in- 
halation agents  were  nitrous  oxide,  ether,  and  cy- 
clopropane, although  some  of  us  dabbled,  at  least 
briefly,  with  chloroform,  ethylene,  and  vinyl  ether; 
it  was  toward  the  latter  part  of  this  postwar  decade 
that  H.  Laborit,  M.D.,  medical  director,  French 
Navy,  popularized  his  “iytic  cocktail”  for  “artificial 
hibernation,”  and  the  philosophy  of  “ganglioplegia” 
or  “neuroplegia”  gave  rise  in  time  to  “neuroleptan- 
esthesia.”  Hypotensive  techniques  were  frowned  on 
until  James  Eckenhoff,  M.D.,  returned  from  a sab- 
batical leave  in  Great  Britain. 

Presented  at  t he  1 70th  Annual  Convention  of  the  Medical  So- 
ciety of  the  State  of  New  York,  New  York  City,  Section  on  Anes- 
thesiology, Sunday,  November  7,  1976. 

* Fourth  Raphael  W.  Robertazzi  Memorial  Lecture. 


Monitoring  devices 

Monitoring  patients  was  more  a matter  of  clinical 
judgment  based  on  blood  pressure,  pulse,  urinary 
output,  and  frequent  or,  when  circumstances  per- 
mitted, almost  constant  observation  of  the  surgical 
site  for  evidence  of  either  hemoglobin-oxygen  satu- 
ration or  desaturation  as  the  case  might  be.  Devices 
to  assist  in  monitoring  were  few  and  far  between. 
The  Cambridge  Cardioscope  enclosed  in  its  explo- 
sion-proof housing  resembled  a miniature  torpedo; 
the  unit  frequently  succumbed  from  heat  prostration 
during  prolonged  surgery,  leaving  the  anesthesiolo- 
gist to  test  further  his  clinical  acumen.  The  original 
in-line  ventilation  meter  by  Monaghan  more  closely 
resembled  a gas  meter;  resistance  to  flow  in  this 
system  was  not  insignificant,  and  the  use  of  a semi- 
closed  circuit  literally  negated  the  validity  of  any 
data.  Once  again,  clinical  judgment  and  the  edu- 
cated hand  were  called  on  to  assess  the  adequacy  of 
controlled  ventilation.  The  ventilation  of  the  patient 
prior  to  extubation  was  most  often  determined  by  a 
simple  but  crude  procedure  employed  by  anesthesi- 
ologists of  the  period.  The  technique  consisted  of 
filling  the  5-L.  breathing  bag  in  the  closed  circuit  with 
100  percent  oxygen,  shutting  all  valves,  and  noting 
the  number  of  respirations  per  time  unit  required  to 
empty  the  bag.  Obviously,  poor  progress  demanded 
respiratory  assistance,  both  manual  and,  where  ap- 
propriate, pharmacologic. 

Anesthetic  agents 

The  careful  titration  of  anesthetic  agents  was  de- 
termined by  the  changing  level  of  surgical  stimuli  as 
the  surgeon  went  about  his  work,  at  one  time  stirring 
up  traction  reflexes,  at  another  point  anastomosing 
relatively  pain-free  hollow  viscera.  Patients  were 
skillfully  maneuvered  from  plane  to  plane  to  be 
physiologically  stable  and  capable  of  being  returned 
to  the  hospital  floors  at  the  conclusion  of  their  sur- 
gery; recovery  rooms  remained  “blueprint  dreams” 
for  many  anesthesiologists. 

The  administration  of  ether  and  cyclopropane 
sharply  limited  the  surgical  use  of  electrocautery 
techniques,  and  our  surgical  colleagues  were  facile 
with  hemostat  and  tie.  Those  surgeons  who  chose 
to  defy  convention  blatantly  used  cautery  while 
docile  nurse  anesthestists  simply  placed  wet  towels 
over  the  breathing  tubes  in  symbolic  defiance  of  the 
cyclopropane  flowing  into  the  patient. 

“Bovie”  surgery  was  shortly  to  be  unleashed  in 
massive  quantities  on  the  unsuspecting  anesthesi- 
ologist by  two  historically  unrelated  events.  First, 
the  great  teaching  institutions  began  spewing  forth 
a generation  of  “cautery-happy”  surgeons,  some  of 
whom  were  destined  to  take  over  surgical  depart- 
ments; second,  the  British  invented  a potent, 
nonexplosive  inhalation  agent,  halothane. 

The  increasingly  widespread  use  of  cautery,  at 
least  in  our  downstate  area,  did  not,  per  se,  shorten 
the  length  of  surgical  time  required  for  procedures 
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as  the  proponents  of  this  technique  had  forecast;  nor 
was  there  a reduction  in  tissue  trauma.  The  amount 
of  necrotic  tissue  generated  in  the  name  of  hemo- 
stasis was  equivalent  to  at  least  two  silk  ties  (and  a 
few  micrograms  of  cigarette  ash). 

One  must  credit  the  “Bovie”  surgeons,  however, 
with  providing  the  impetus  for  recognition  of  the 
importance  of  fluid  and  electrolyte  balance  during 
surgery.  As  a number  of  skillful  surgeons  adroitly 
converted  3-  and  4-hour  intra-abdominal  procedures 
into  11-  and  12-hour  “teaching”  cases,  patient  sur- 
vival demanded  that  the  anesthesiologist  master 
fluid  and  electrolyte  therapy. 

The  synthesis  of  halothane  opened  the  door  to  a 
renaissance  in  nonexplosive  anesthetics,  the  first 
such  achievement  since  the  introduction  of  chloro- 
form. As  the  agents  came  tumbling  off  the  phar- 
macologists’ shelves,  a call  was  heard  to  discontinue 
completely  the  expensive  concept  of  the  explosion- 
proof  operating-room  suite. 

On  the  negative  side,  however,  the  new  high-flow, 
nonrebreathing  anesthesia  techniques,  popularized 
with  the  introduction  of  halothane,  began  filling  the 
operating-room  suites  with  noxious  pollutants  akin 
to  automobile  emissions  and  the  aerosol-spray  can. 
Not  to  be  outdone,  the  toxic  and  explosive  vapors  of 
methyl  methacrylate  have  also  been  added  to  the 
operating-room  environment.  Thus,  a new  and 
thriving  industry  has  been  generated  to  make  our 
working  environment  safe. 

Subspecialties 

Be  that  as  it  may,  significant  and  meaningful  sci- 
entific progress  has  been  reported  throughout  the 
anesthesia  journals.  Our  specialty  has  now  become 
subspecialized  into  pediatric,  obstetric,  cardiac, 
neurosurgical,  and  regional  anesthesia,  as  well  as 
respiratory  care  specialists,  intensivists,  and  re- 
searchers. The  general  operating-room  suite  has 
been  left  to  us  old  timers  and  the  nonphysician 
anesthetists  or,  to  be  more  precise,  the  anesthesia- 
care  team.1  The  newer  generation  of  anesthesiolo- 
gists meanwhile  head  for  their  favorite  subspeci- 
alty. 

Equipment  costs 

The  trend  to  subspecialization  has  brought  with 
it  an  increased  demand  for  sophisticated  equipment, 
and  “therein  lies  the  rub.”  The  purchase  and 
maintenance  of  such  equipment  by  hospitals  have 
placed  enormous  financial  and  moral  burdens  on  the 
patient  and  his  family;  the  cost  of  hospitalization  has 
reached  staggering  sums. 

To  shrug  one’s  shoulders  and  consider  the  problem 
to  be  solely  for  administrators  or  trustees,  is  at  best 
short-sighted.  The  media,  amply  fueled  by  the 
politicians,  would  have  the  public  believe  the  phy- 
sician is  the  major  culprit  in  the  health-care  cost 
spiral,  implying  that  his  fees  (and  collaterally  his 
income)  are  much  too  high.  They  protest  unneces- 


sary laboratory  tests,  hospitalizations,  and  surgery; 
in  isolated  cases,  they  may  be  correct. 

We  anesthesiologists,  as  well  as  our  surgical, 
medical,  and  other  colleagues,  are  contributing, 
however,  to  cost  spirals  tangentially,  in  pursuit  of 
excellence;  we  cause  to  be  spawned  a myriad  of  spe- 
cialty manufacturers,  some  producing  at  great  cost 
only  a single  item. 

We  are  all  aware  of  the  challenges  thrust  on  the 
first  department  to  develop  and  install  an  “om- 
phalolintalyzer,”  guaranteeing  the  hospital  and 
medical  school  instant  fame  and  at  least  two  dozen 
federally-funded  grants;  but  we  forget  that  the  pa- 
tient is  ultimately  paying  the  bill.  One  must  remain 
aware  of  the  equipment  manufacturers’  desire  for 
penultimate  design,  regardless  not  only  of  purchase 
price,  but  also  of  maintenance  costs.  There  no  longer 
appears  to  be  any  ceiling  on  equipment  costs;  hos- 
pitals simply  lease  equipment  which  once  they  might 
have  purchased,  thus,  a new  industry  (or  middle- 
man) has  gained  a foothold  on  the  daily  reimburse- 
ment rate  that  the  patient  unfortunately  pays. 

The  widespread  use  of  disposable  goods  has  myr- 
iad long-term  disadvantages  which  we  ignore  for 
short-term  gain,  essentially  for  convenience. 
McChesney-  in  a recent  editorial  sets  forth  the 
problem  in  lucid  style,  causing  one  to  ponder  care- 
fully on  our  potential  folly. 

Finally,  we  practitioners  must  begin  to  question 
more  objectively  our  headlong  rush  to  use  every  new 
anesthetic  just  as  fast  as  it  clears  the  Federal  Food 
and  Drug  Administration.  The  cost  of  these  newer 
agents  is  prohibitive  when  compared  with  standard 
anesthetics  such  as  ether  or  cyclopropane.  A four 
and  one-half-hour  gastrectomy  requires  approxi- 
mately $21  worth  of  enflurane;  the  same  procedure 
with  a closed  circle  using  ether  costs  between  25  and 
50  cents:  equivalent  cyclopropane  anesthesia  would 
cost  about  $2. 

Just  as  long  as  these  costs  do  not  come  out  of  the 
pocket  of  the  anesthesiologist,  he  remains  undaunt- 
ed. By  the  same  token,  the  general  surgeons  and 
specialty  surgeons  also  drive  up  costs  with  pet  in- 
struments and  related  peculiarities  in  operating- 
room  supplies,  oblivious  to  costs. 

Summary 

In  pursuit  of  scientific  excellence  we,  as  members 
of  the  community  of  physicians,  have  shared  in  the 
ever-increasing  costs  of  hospitalization;  our  specialty 
has  achieved  significant  progress.  From  time  to 
time,  however,  we  must  weigh  carefully  our 
achievements  to  assure  an  enlightened  approach  in 
evaluating  “what  price  progress.” 

18  Holiday  Park  Drive 
Williston  Park,  New  York  11596 

References 

1.  Lear,  E.:  Esoanesthesia,  New  York  State  Society  of  An- 
esthesiologists Bulletin  18:  24  (1966). 

2.  McChesney,  J.  M.:  The  view  from  Upstate — Disposable 
what?,  New  York  State  Society  of  Anesthesiologists  Sphere  27: 
12  (July-Aug.)  1976. 


October  1977/New  York  State  Journal  of  Medicine  1977 


UNPROFESSIONAL 

CONDUCT 

NEW  YORK  STATE  BOARD  OF  REGENTS 

Albany,  New  York 


The  following  are  the  rules  of  the  New  York 
State  Board  of  Regents  relating  to  definitions  of 
unprofessional  conduct.  These  were  approved  July 
28, 1977,  to  become  effective  October  1,  1977. 

29.1  General  provisions  for  all  professions 

(a)  Unprofessional  conduct  shall  be  the  con- 
duct prohibited  by  this  section.  The  provisions 
of  these  rules  applicable  to  a particular  profes- 
sion may  define  additional  acts  or  omissions  as 
unprofessional  conduct  and  may  establish  excep- 
tions to  these  general  prohibitions. 

(b)  Unprofessional  conduct  in  the  practice  of 
any  profession  licensed  or  certified  pursuant  to 
Title  8 of  the  Education  Law  shall  include: 

(1)  Willful  or  grossly  negligent  failure  to 
comply  with  substantial  provisions  of  federal, 
state,  or  local  laws,  rules,  or  regulations  gov- 
erning the  practice  of  the  profession. 

(2)  Exercising  undue  influence  on  the  pa- 
tient or  client,  including  the  promotion  of  the 
sale  of  services,  goods,  appliances,  or  drugs  in 
such  manner  as  to  exploit  the  patient  or  client 
for  the  financial  gain  of  the  practitioner  or  of  a 
third  party. 

(3)  Directly  or  indirectly  offering,  giving, 
soliciting,  or  receiving,  or  agreeing  to  receive, 
any  fee  or  other  consideration  to  or  from  a 
third  party  for  the  referral  of  a patient  or  client 
or  in  connection  with  the  performance  of  pro- 
fessional services. 

(4)  Permitting  any  person  to  share  in  the 

fees  for  professional  services,  other  than:  a 

partner,  employee,  associate  in  a professional 
firm  or  corporation,  professional  subcontrac- 
tor, or  consultant  authorized  to  practice  the 
same  profession,  or  a legally  authorized  trainee 
practicing  under  the  supervision  of  a licensed 
practitioner.  This  prohibition  shall  include 
any  arrangement  or  agreement  whereby  the 
amount  received  in  payment  for  furnishing 
space,  facilities,  equipment,  or  personnel  ser- 
vices used  by  a professional  licensee  consti- 
tutes a percentage  of,  or  is  otherwise  depen- 


dent upon,  the  income  or  receipts  of  the  licens- 
ee from  such  practice,  except  as  otherwise  pro- 
vided by  law  with  respect  to  a facility  licensed 
pursuant  to  Article  28  of  the  Public  Health 
Law  or  Article  13  of  the  Mental  Hygiene  Law. 

(5)  Conduct  in  the  practice  of  a profes- 
sion which  evidences  moral  unfitness  to  prac- 
tice the  profession. 

(6)  Willfully  making  or  filing  a false  re- 
port, or  failing  to  file  a report  required  by  law 
or  by  the  Department  of  Education,  or  willful- 
ly impeding  or  obstructing  such  filing,  or  in- 
ducing another  person  to  do  so. 

(7)  Failing  to  make  available  to  a patient 
or  client,  upon  request,  copies  of  documents  in 
the  possession  or  under  the  control  of  the  li- 
censee which  have  been  prepared  for  and  paid 
for  by  the  patient  or  client. 

(8)  Revealing  of  personally  identifiable 
facts,  data,  or  information  obtained  in  a pro- 
fessional capacity  without  the  prior  consent  of 
the  patient  or  client,  except  as  authorized  or 
required  by  law. 

(9)  Practicing  or  offering  to  practice  be- 
yond the  scope  permitted  by  law,  or  accepting 
and  performing  professional  responsibilities 
which  the  licensee  knows,  or  has  reason  to 
know,  that  he  or  she  is  not  competent  to  per- 
form, or  performing  without  adequate  supervi- 
sion professional  services  which  the  licensee  is 
authorized  to  perform  only  under  the  supervi- 
sion of  a licensed  professional,  except  in  an 
emergency  situation  where  a person’s  life  or 
health  is  in  danger. 

(10)  Delegating  professional  responsibili- 
ties to  a person  when  the  licensee  delegating 
such  responsibilities  knows  or  has  reason  to 
know  that  such  person  is  not  qualified  by 
training,  by  experience,  or  by  licensure,  to  per- 
form them. 

(11)  Performing  professional  services 
which  have  not  been  duly  authorized  by  the 
patient  or  client  or  his  or  her  legal  representa- 
tive. 

(12)  Advertising  or  soliciting  for  patronage 
that  is  not  in  the  public  interest. 

i)  Advertising  or  soliciting  not  in  the 
public  interest  shall  include,  but  not  be  lim- 
ited to  advertising  that: 

1)  Is  false,  fraudulent,  deceptive,  mis- 
leading, sensational,  or  flamboyant. 

2)  Represents  intimidation  or  undue 
pressure. 

3)  Uses  testimonials. 

4)  Guarantees  any  service. 

5)  Offers  gratuitous  services  or  dis- 
counts in  connection  with  professional 
services,  but  this  clause  shall  not  be  con 
strued  to  relate  to  the  negotiation  of  fees 
between  professionals  and  patients  or 
clients,  or  to  prohibit  the  rendering  of 
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professional  services  for  which  no  fee  is 
charged. 

6)  Makes  claims  of  professional  supe- 
riority which  cannot  be  substantiated  by 
the  licensee,  who  shall  have  the  burden  of 
proof. 

7)  States  or  includes  prices  for  profes- 
sional services,  except  as  provided  for  in 
section  29.1  (b)  (12),  (b)  ii),  below. 

ii)  The  following  shall  be  deemed  appro- 
priate means  of  informing  the  public  of  the 
availability  of  professional  services. 

1)  Informational  advertising  not  con- 
trary to  the  foregoing  prohibitions. 

2)  The  advertising  in  a newpaper,  pe- 
riodical, or  professional  directory,  of  fixed 
prices,  or  a stated  range  of  prices,  for 
specified  routine  professional  services, 
provided  such  advertisement  clearly 
states  whether  additional  charges  may  be 
incurred  for  related  services  which  may  be 
required  in  individual  cases. 

(13)  Failing  to  respond  within  30  days  to 
written  communications  from  the  Education 
Department  and  to  make  available  any  rele- 
vant records  with  respect  to  an  inquiry  or  com- 
plaint about  the  licensee’s  unprofessional  con- 
duct. The  period  of  30  days  shall  commence 
on  the  date  when  such  communication  was 
sent  from  the  department  by  registered  or  cer- 
tified mail  with  return  receipt  requested  to  the 
address  appearing  in  the  last  registration. 

29.2  General  provisions  for  health  professions 


(a)  Unprofessional  conduct  shall  also  in- 
clude, in  the  professions  of: 


medicine 
acupuncture 
physical  therapy 
physician’s 
assistant 
specialist’s 
assistant 
chiropractic 
dentistry 
dental  hygiene 
pharmacy 
nursing 
(registered 


professional 
nurse,  licensed 
practical 
nurse) 
podiatry 
optometry 

ophthalmic  dispensing 
psychology 
social  work 
massage 

occupational  therapy 
speech  pathology 
audiology 


(1)  Abandoning  or  neglecting  a patient  or 
client  under  and  in  need  of  immediate  profes- 
sional care,  without  making  reasonable  ar- 
rangements for  the  continuation  of  such  care, 
or  abandoning  a professional  employment  by  a 
group  practice,  hospital,  clinic  or  other  health 
care  facility,  without  reasonable  notice  and 
under  circumstances  which  seriously  impair 


the  delivery  of  professional  care  to  patients  or 
clients. 

(2)  Willfully  harassing,  abusing,  or  intim- 
idating a patient  either  physically  or  verbally. 

(3)  Failing  to  maintain  a record  for  each 
patient  which  accurately  reflects  the  evalua- 
tion and  treatment  of  the  patient.  Unless  oth- 
erwise provided  by  law,  all  patient  records 
must  be  retained  for  at  least  six  years.  Ob- 
stetric records  and  records  of  minor  patients 
must  be  retained  for  at  least  six  years  and  until 
one  year  after  the  minor  patient  reaches  the 
age  of  21  years. 

(4)  Using  the  word  “Doctor”  in  offering 
to  perform  professional  services  without  also 
indicating  the  profession  in  which  the  licensee 
holds  a doctorate. 

(5)  Claiming  professional  superiority  or 
special  professional  abilities,  attainments, 
methods,  or  resources,  except  that  a specialist, 
qualified  or  certified  by  an  agency  recognized 
for  such  purpose  by  the  Board  of  Regents,  may 
indicate  a specialty  that  has  been  recognized 
as  such  by  the  Board  of  Regents.  This  provi- 
sion shall  apply  in  lieu  of  section  29.1  (b)  (12)  i) 
6). 

(6)  Failing  to  exercise  appropriate  super- 
vision over  persons  who  are  authorized  to  prac- 
tice only  under  the  supervision  of  the  licensed 
professional. 

(7)  Failing  to  make  available  to  a patient, 
or,  upon  a patient’s  request,  to  another  li- 
censed health  practitioner  consistent  with  that 
practitioner’s  authorized  scope  of  practice, 
copies  of  reports,  test  records,  evaluations,  or 
x-rays  relating  to  the  patient  which  are  in  the 
possession,  or  under  the  control,  of  the  licens- 
ee, or  failing  to  complete  forms  or  reports  re- 
quired for  the  reimbursement  of  a patient  by  a 
third  party.  Reasonable  fees  may  be  charged 
for  such  copies,  forms,  or  reports,  but  prior 
payment  for  the  professional  services  to  which 
such  records  relate  may  not  be  required  as  a 
condition  for  making  such  records  available. 
A practitioner  may,  however,  withhold  infor- 
mation from  a patient  if,  in  the  reasonable  ex- 
ercise of  his  or  her  professional  judgment,  he 
or  she  believes  release  of  such  information 
would  adversely  affect  the  patient’s  health, 
and  this  section  shall  not  require  release  to  the 
parent  or  guardian  of  a minor  of  records  or  in- 
formation relating  to  venereal  disease  or  abor- 
tion except  with  the  minor’s  consent.  This 
provision  shall  apply  in  lieu  of  section  29.1  (b) 
(7). 

(8)  Guaranteeing  that  satisfaction  or  a 
cure  will  result  from  the  performance  of  pro- 
fessional services. 

(9)  Ordering  of  excessive  tests,  treat- 
ment, or  use  of  treatment  facilities  not  war- 
ranted by  the  condition  of  the  patient. 
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(10)  Claiming  or  using  any  secret  or  spe- 
cial method  of  treatment  which  the  licensee  re- 
fuses to  divulge  to  the  state  board  for  the  pro- 
fession. 

(11)  Failing  to  wear  an  identifying  badge 
indicating  the  practitioner’s  name  and  profes- 
sional status,  while  practicing  as  an  employee 
or  operator  of  a hospital  or  clinic,  or  while 
practicing  at  a group  practice  or  other  multi- 
professional facility,  or  at  a commercial  estab- 
lishment. 

(12)  Entering  into  an  arrangement  or 
agreement  with  a pharmacy  for  the  com- 
pounding and/or  dispensing  of  coded  or  spe- 
cially marked  prescriptions. 

29.4  Special  provisions  for  the  profession  of 
medicine  ^ 

(a)  Unprofessional  conduct  in  the  practice  of 
medicine  shall  include  all  conduct  prohibited  by 
sections  29.1  and  29.2  of  these  Rules  except  as 
provided  herein,  and  shall  also  include  the  fol- 
lowing: 

(1)  Knowingly  or  willfully  performing  a 
complete  or  partial  autopsy  on  a deceased  per- 
son without  lawful  authority. 

(2)  Failing  to  comply  with  a signed  agree- 
ment to  practice  medicine  in  New  York  State 
in  an  area  designated  by  the  Commissioner  of 
Education  as  having  a shortage  of  physicians, 
or  refusing  to  repay  medical  education  costs  in 
lieu  of  such  required  service,  or  failing  to  com- 
ply with  any  provision  of  a written  agreement 
with  the  state  or  any  municipality  within 
which  the  licensee  has  agreed  to  provide  medi- 
cal service,  or  refusing  to  repay  funds  in  lieu  of 
such  service  as  consideration  of  awards  made 
by  the  state  or  any  municipality  thereof  for  his 
or  her  professional  education  in  medicine,  or 
failing  to  comply  with  any  agreement  entered 
into  to  aid  his  or  her  medical  education. 

(3)  A physician  who  prescribes  or  dispens- 
es lenses  or  frames  for  the  correction  of  vision 
shall  be  subject  to  the  provisions  of  sections 
29.8  and  29.9  of  these  Rules  relating  to  unpro- 
fessional conduct  in  optometry  and/or  ophthal- 
mic dispensing. 

(4)  In  the  conduct  of  psychologic  research, 
failing  to  undertake  reasonable  efforts  to  re- 
move the  possible  harmful  aftereffects  of  emo- 
tional stress  as  soon  as  the  design  of  the  re- 
search permits,  or  failing  to  inform  prospective 
research  subjects  or  their  authorized  represen- 
tatives fully  of  the  danger  of  serious  afteref- 
fects, if  such  danger  exists,  before  they  are  uti- 
lized as  research  subjects. 

(5)  In  the  interpretation  of  the  provisions 
of  section  29.1  (b)  (5)  and  in  the  treatment  of 
sexual  dysfunction  as  well  as  in  other  areas  of 
the  practice  of  psychiatry: 


a)  Immoral  conduct  shall  include  any 
physical  contact  of  a sexual  nature  between 
physician  and  patient;  but  immoral  conduct 
shall  not  include  the  use  of  films  and/or 
other  audiovisual  aids  with  individuals  or 
groups  in  the  development  of  appropriate 
responses  to  overcome  sexual  dysfunction. 

b)  In  therapy  groups,  immoral  conduct 
shall  include  activities  which  promote  ex- 
plicit physical  sexual  contact  between  group 
members  during  sessions. 

29.5  Special  provisions  for  the  professions  of 
dentistry  and  dental  hygiene 

(a)  Unprofessional  conduct  in  the  practice  of 
dentistry  and  dental  hygiene  shall  include  all 
conduct  prohibited  by  sections  29.1  and  29.2  of 
these  rules  except  as  provided  herein,  and  shall 
also  include  the  following: 

(1)  Failing  to  comply  with  a signed  agree- 
ment to  practice  dentistry  in  New  York  State 
in  an  area  designated  by  the  Commissioner  of 
Education  as  having  a shortage  of  dentists,  or 
refusing  to  repay  dental  education  costs  in  lieu 
of  such  required  service,  or  failing  to  comply 
with  any  provision  of  a written  agreement  with 
the  state  or  any  municipality  within  which  the 
licensee  has  agreed  to  provide  dental  service, 
or  refusing  to  repay  funds  in  lieu  of  such  ser- 
vice as  consideration  of  awards  made  by  the 
state  or  any  municipality  thereof  for  his  or  her 
professional  education  in  dentistry,  or  failing 
to  comply  with  any  agreement  entered  into  to 
aid  his  or  her  dental  education. 

29.6  Special  provisions  for  the  profession  of 
veterinary  medicine 

(a)  Unprofessional  conduct  in  the  practice  of 
veterinary  medicine  shall  include  all  conduct 
prohibited  by  section  29.1  of  these  Rules  except 
as  provided  herein,  and  shall  also  include  the  fol- 
lowing: 

(1)  Claiming  or  using  any  secret  or  special 
method  of  treatment  which  the  licensee  refus- 
es to  divulge  to  the  state  board  for  the  profes- 
sion. 

(2)  Failing  to  exercise  adequate  supervi- 
sion over  persons  who  are  authorized  to  prac- 
tice only  under  the  supervision  of  the  licensee. 

(3)  Failing  to  maintain  adequate  records 
of  visits,  diagnosis,  and  prescribed  treatments 
for  a period  of  at  least  three  years. 

(4)  Using  the  word  “Doctor”  in  offering  to 
perform  professional  services  without  also  in- 
dicating that  the  license  holds  a doctorate  in 
veterinary  medicine. 

(5)  Claiming  professional  superiority  or 
special  professional  abilities,  attainments, 
methods,  or  resources,  except  that  a specialist 
may  indicate  a specialty  that  has  been  recog- 
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nized  as  such  by  the  Board  of  Regents.  This 
provision  shall  apply  in  lieu  of  section  29.1  (b) 

(12)  i)  6). 

(6)  Guaranteeing  that  satisfaction  or  a 
cure  will  result  from  the  performance  of  pro- 
fessional services. 

(7)  Excessive  administering  of  treatment 
or  use  of  treatment  facilities  not  warranted  by 
the  condition  of  the  animal  patient. 

(8)  Abandoning  or  neglecting  an  animal 
patient  under  and  in  need  of  immediate  care, 
without  making  reasonable  arrangements  for 
the  continuation  of  such  care. 

(9)  Entering  into  an  arrangement  or  agree- 
ment with  a pharmacy  for  the  compounding 
and/or  dispensing  of  coded  or  specially 
marked  prescriptions. 

(b)  Distribution  of  information  to  members 
of  a union,  association  or  other  organized  group 
which  has  a contractual  arrangement  with  a 
practitioner  or  practitioners  for  the  provision  of 
veterinary  services  at  specific  prices,  which  state 
the  details  of  the  arrangement  including  the 
names,  addresses,  and  telephone  numbers  of  the 
participating  practitioners,  shall  be  deemed  an 
appropriate  means  of  informing  the  public  of  the 
availability  of  services. 

29.7  Special  provisions  for  the  profession  of 
pharmacy 

(a)  Unprofessional  conduct  in  the  practice  of 
pharmacy  shall  include  all  conduct  prohibited  by 
sections  29.1  and  29.2  of  these  rules  except  as 
provided  herein,  and  shall  also  include  the  fol- 
lowing: 

(1)  Advertisements  of  the  prices  of  pre- 
scription drugs  which  do  not  comply  with  the 
following  provisions: 

a)  The  advertised  price  shall  be  in  effect 
for  a period  of  time  stated  in  the  advertise- 
ment. 

b)  When  the  pricing  policy  of  a pharma- 
cy provides  for  a variation  from  any  adver- 
tised price  for  a special  group,  such  as  senior 
citizens,  the  advertising  may  include  one 
price  which  is  applicable  generally  and  an- 
other price  which  is  applicable  to  the  special 
group  and  which  is  so  identified.  Alterna- 
tively, the  advertisement  may  state  that  the 
quoted  prices  are  subject  to  a specific  dis- 
count for  individuals  belonging  to  the  spe- 
cial group. 

c)  When  the  advertising  of  prescription 
prices  forms  part  of  a larger  advertisement 
which  includes  the  offering  of  general  mer- 
chandise, the  advertising  pertaining  to  pre- 
scription prices  shall  be  separated  physical- 
ly, such  as  by  a box,  from  the  advertising 
pertaining  to  general  merchandise. 

d)  Nothing  in  this  subdivision  shall  be 


construed  to  prevent  the  use  in  advertising 
of  a statement  to  the  effect  that  the  price  for 
which  any  prescription  will  he  filled  is  avail- 
able on  request. 

e)  Such  advertisement  shall  comply 
with  the  Prescription  Drug  Consumer  Price 
Listing  requirements  set  forth  in  Section 
200.200  of  Title  21  of  the  Code  of  Federal 
Regulations,  as  amended. 

(2)  Failing  to  make  prescription  fee  or 
price  information  readily  available  by  provid- 
ing such  information  upon  request  and  upon 
the  presentation  of  a prescription  for  pricing 
or  dispensing.  Nothing  in  this  section  shall  be 
construed  to  prohibit  the  quotation  of  price  in- 
formation on  a prescription  drug  to  a potential 
consumer  by  telephone. 

(8)  Using  or  substituting,  without  authori- 
zation, one  or  more  drugs  in  the  place  of  the 
drug  or  drugs  specified  in  a prescription. 
Unauthorized  use  or  substitution  occurs  if  the 
same  is  done  without  the  knowledge  and  con- 
sent of  the  prescriber.  If  other  than  the  ingre- 
dients specified  are  utilized  by  the  pharmacist 
in  compounding  or  dispensing  the  prescrip- 
tions, improper  substitution  shall  be  presumed 
unless  there  shall  be  entered  upon  the  reverse 
of  the  original  prescription  information  setting 
forth  the  facts  of  the  substitution,  the  date, 
time  and  manner  in  which  authorization  for 
substitution  was  given,  and  the  signature  of 
the  pharmacist  who  received  such  authoriza- 
tion. 

(4)  Refilling  a prescription  for  any  drug  for 
which  a prescription  is  required  by  the  laws  of 
this  state  or  of  the  United  States,  pursuant  to 
the  oral  order  of  a prescriber,  unless  the  oral 
order  is  reduced  to  writing  and  signed  by  the 
pharmacist  receiving  such  order. 

(5)  Placing  in  stock  of  any  pharmacy  any 
part  of  any  prescription  compounded  or  dis- 
pensed which  is  returned  by  a patient,  provid- 
ed, however,  that  in  a hospital,  nursing  home, 
or  extended  care  facility  which  has  its  own 
pharmacy  and  in  which  unit  dose  medication  is 
dispensed  to  in-patients,  each  dose  being  indi- 
vidually sealed  and  labeled  with  the  name  of 
the  drug,  dosage  strength,  manufacturer’s  con- 
trol number,  and  expiration  date,  if  any,  the 
unused  unit  dose  of  medication  may  be  re- 
turned to  the  pharmacy  of  the  institution  for 
redispensing. 

(6)  Advertising  or  soliciting  professional 
practice  by  means  of  providing  physicians,  or 
others  authorized  to  prescribe,  with  prescrip- 
tion blanks  imprinted  with  either  the  name  of 
the  pharmacist  or  the  name  of  the  pharmacy. 

(7)  Nothing  in  these  rules  shall  be  con- 
strued to  prevent  the  ownership  of  a firm  or 
corporate  practice  in  this  state  by  an  unli- 
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censed  person  or  persons,  or  to  prevent  any 
contractual  arrangement  computing  the  salary 
of  professional  employees  or  the  amount  due 
the  owner  of  such  firm  or  corporation  or  a per- 
son leasing  space  or  equipment  to  such  firm  or 
corporation  on  the  basis  of  a percentage  of  the 
receipts  from  the  performance  of  professional 
services.  This  provision  shall  apply  in  lieu  of 
section  29.1  (b)  (4). 

(8)  Pharmacy  records  shall  be  maintained 
for  five  years  unless  otherwise  required  by 
law. 

29.8  Special  provisions  for  the  profession  of 
optometry 

(a)  Unprofessional  conduct  in  the  practice 
of  optometry  shall  include  all  conduct  prohibited 
by  sections  29.1  and  29.2  of  these  rules  except  as 
provided  herein,  and  shall  also  include  the  fol- 
lowing: 

(1)  Advertisements  of  the  prices  of  frames 
or  lenses  which  do  not  identify  the  lenses  as 
single  vision,  bifocal,  or  trifocal;  the  specific 
type  of  bifocal  or  trifocal  lenses;  and  as  either 
glass  or  plastic.  The  frame  style  advertised 
shall  be  identified  by  name  and/or  number. 
Advertisements  of  the  prices  of  contact  lenses 
need  only  identify  the  lenses  as  hard  or  soft. 
The  price  so  advertised  shall  be  in  effect  for  a 
period  of  time  stated  in  the  advertisement. 
When  the  pricing  policy  provides  for  a varia- 
tion from  any  advertised  price  for  a special 
group,  such  as  senior  citizens,  the  advertising 
may  include  one  price  which  is  applicable  gen- 
erally and  another  price  which  is  applicable  to 
the  special  group  and  which  is  so  identified. 
Alternatively,  the  advertisement  may  state 
that  the  quoted  prices  are  subject  to  a specific 
discount  for  individuals  belonging  to  the  spe- 
cial group. 

(2)  Aiding  and  abetting,  directly  or  indi- 
rectly, the  conduct  or  advertising  of  any  em- 
ployer, firm,  or  associate  if  such  conduct  or  ad- 
vertising conflicts  with  the  foregoing  regula- 
tions. It  shall  also  be  unprofessional  conduct 
for  a licensee  to  continue  in  the  employment  of 
an  employer  who  has  been  found  to  have  ad- 
vertised in  violation  of  these  regulations  after 
a preliminary  hearing.  Notice  of  such  prelimi- 
nary hearing  shall  be  given  in  writing  to  the  li- 
censee and  to  the  employer.  It  shall  state  the 
specific  violation  or  violations  and  that  contin- 
uation of  the  licensee’s  employment  after  the 
charges  are  sustained  may  constitute  unpro- 
fessional conduct  by  the  licensee.  It  shall  also 
state  that  both  the  licensee  and  the  employer 
shall  have  the  right  to  appear  at  the  prelimi- 
nary hearing,  the  right  to  be  represented  by 


counsel,  and  the  rights  set  forth  in  section  6510 
of  the  Education  Law. 

(3)  Failing  to  provide  a patient,  upon  re- 
quest, with  the  patient’s  prescription,  includ- 
ing the  name,  address,  and  signature  of  the 
prescriber  and  date  of  the  prescription. 

(4)  Failing  to  adhere  to  standards  for 
ophthalmic  materials  as  set  forth  in  regula- 
tions of  the  Commissioner  of  Education. 

(b)  Nothing  in  these  rules  shall  be  construed 
to  prevent  the  sale  of  eyeglasses  or  lenses  for  the 
correction  of  vision  by  any  person,  firm,  or  corpo- 
ration in  accordance  with  the  provisions  of  sec- 
tion 7106  (2)  of  the  Education  Law  or  to  prevent 
any  contractual  arrangement  between  any  such 
person,  firm,  or  corporation,  its  professional 
employees,  or  a person  leasing  space  or  equip- 
ment to  such  firm  or  corporation  under  which  the 
amount  due  any  of  such  parties  is  computed  on 
the  basis  of  a percentage  of  the  receipts  from  the 
performance  of  professional  services.  This  pro-  ' 
vision  shall  apply  in  lieu  of  section  29.1  (b)  (4). 

29.9  Special  provisions  for  the  profession  of 
ophthalmic  dispensing 

(a)  Unprofessional  conduct  in  the  practice  of 
ophthalmic  dispensing  shall  include  all  conduct 
prohibited  by  sections  29.1  and  29.2  of  these 
rules  except  as  provided  herein,  and  shall  also  in-  i 
elude  the  Mowing: 

(1)  Advertisements  of  the  prices  of  frames 
or  lenses  which  do  not  identify  the  lenses  as 
single  vision,  bifocal,  or  trifocal;  the  specific 
type  of  bifocal  or  trifocal  lenses;  and  as  either 
glass  or  plastic.  The  frame  style  advertised 
shall  be  identified  by  name  and/or  number,  j 
Advertisements  of  the  prices  of  contact  lenses 
need  only  identify  the  lenses  as  hard  or  soft.  | 
The  price  so  advertised  shall  be  in  effect  for  a 
period  of  time  stated  in  the  advertisement. 
When  the  pricing  policy  provides  for  a varia- 
tion from  any  advertised  price  for  a special 
group,  such  as  senior  citizens,  the  advertising 
may  include  one  price  which  is  applicable  gen-  j 
erally  and  another  price  which  is  applicable  tc 
the  special  group  and  which  is  so  identified. 
Alternatively,  the  advertisement  may  state 
that  the  quoted  prices  are  subject  to  a specific 
discount  for  individuals  belonging  to  the  spe- 
cial group. 

(2)  Aiding  and  abetting,  directly  or  indi 
rectly,  the  conduct  or  advertising  of  any  em 
ployer,  firm,  or  associate  if  such  conduct  or  ad 
vertising  conflicts  with  the  foregoing  regula 
tions.  It  shall  also  be  unprofessional  conduci 
for  a licensee  to  continue  in  the  employment  o 
an  employer  who  has  been  found  to  have  ad 
vertised  in  violation  of  these  regulations  afte: 
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a preliminary  hearing.  Notice  of  such  prelimi- 
nary hearing  shall  be  given  in  writing  to  the  li- 
censee and  to  the  employer.  It  shall  state  the 
specific  violation  or  violations  and  that  contin- 
uation of  the  licensee’s  employment  after  the 
charges  are  sustained  may  constitute  unpro- 
fessional conduct  by  the  licensee.  It  shall  also 
state  that  both  the  licensee  and  the  employer 
shall  have  the  right  to  appear  at  the  prelimi- 
nary hearing,  the  right  to  be  represented  by 
counsel,  and  the  rights  set  forth  in  section  6510 
of  the  Education  Law. 

(3)  Failing  to  fill  the  prescription  in  which 
the  refractive  error  of  the  eye  at  a vertex  dis- 
tance is  indicated  and  to  dispense  the  proper 
effective  power  of  the  prescription  as  adapted 
and  fitted  to  the  patient.  Such  prescription 
may  not  be  modified  without  the  approval  of 
the  prescriber  and  unless  this  approval  is 
noted  on  the  prescription. 

(4)  Failing  to  adhere  to  standards  for 
ophthalmic  materials  as  set  forth  in  regula- 
tions of  the  Commissioner  of  Education. 

(b)  Nothing  in  these  rules  shall  be  construed 
to  prevent  the  sale  of  eyeglasses  or  lenses  for  the 
correction  of  vision  by  any  person,  firm,  or  corpo- 
ration in  accordance  with  the  provisions  of  sec- 
tion 7126  (1)  of  the  Education  Law,  or  to  prevent 
any  contractual  arrangement  between  any  such 
person,  firm,  or  corporation,  its  professional 
employees,  or  a person  leasing  space  or  equip- 
ment to  such  firm  or  corporation  under  which  the 
amount  due  any  of  such  parties  is  computed  on 
the  basis  of  a percentage  of  the  receipts  from  the 
performance  of  professional  services.  This  pro- 
vision shall  apply  in  lieu  of  section  29.1  (b)  (4). 


29.12  Special  provisions  for  the  profession  of 
psychology 

(a)  Unprofessional  conduct  in  the  practice  of 
psychology  shall  include  conduct  prohibited  by 
sections  29.1  and  29.2  of  these  rules  except  as 
provided  herein,  and  shall  also  include  the  fol- 
lowing: 

(1)  In  the  conduct  of  psychological  re- 
search, failing  to  undertake  reasonable  efforts 
to  remove  the  possible  harmful  aftereffects  of 
emotional  stress  as  soon  as  the  design  of  the  re- 
search permits,  or  failing  to  inform  prospective 
research  subjects  or  their  authorized  represen- 
tatives fully  of  the  danger  of  serious  afteref- 
fects, if  such  danger  exists,  before  they  are  uti- 
lized as  research  subjects. 

(2)  In  the  interpretation  of  the  provisions 
of  section  29.1  (b)  (5)  and  in  the  treatment  of 
sexual  dysfunction  as  well  as  in  other  areas  of 
the  practice  of  psychology: 

a)  Immoral  conduct  shall  include  any 
physical  contact  of  a sexual  nature  between 
psychologist  and  client;  but  immoral  con- 
duct shall  not  include  the  use  of  films  and/or 
other  audiovisual  aids  with  individuals  or 
groups  in  the  development  of  appropriate 
responses  to  overcome  sexual  dysfunction. 

b)  In  therapy  groups,  immoral  conduct 
shall  include  activities  which  promote  or 
allow  explicit  sexual  contact  between  group 
members  during  sessions. 

(3)  The  provisions  of  section  29.2  (a)  (5) 
shall  apply  to  psychologists,  who  may  also  list 
in  directories  and  on  professional  stationery 
areas  of  specialization  and  subspecialties  rec- 
ognized by  the  Board  of  Regents. 
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More  Principles 

of  Medicine 

ROBERT  MATZ,  M.D. 

The  Bronx,  New  York 

Acting  Director  of  Medicine,  North  Central  Bronx  Hospital,  and 
Associate  Professor  of  Medicine,  Albert  Einstein  Coilege  of 
Medicine 

The  response  to  the  “Principles  of  Medicine”  * 
has  encouraged  me  to  try  again. 

1.  Specialization: 

A.  Specialization  creates  expertise  of  the  ir- 

responsible follow-the-leader  type. 

B.  Find  an  irrelevant  incompetence,  and 

practice  it  diligently. 

C.  There  is  only  one  thing  more  foolish  than 

to  think  that  one’s  t>wn  speciality  can 
solve  all  problems,  and  that  is  to  think 
that  another  specialty  can. 

D.  It  is  relatively  easy  to  become  a competent 

specialist,  but  it  is  much  more  difficult 
to  become  a good  physician — and  it  takes 
much  longer. 

E.  Leary’s  Law.  If  you’re  a failure  at  every- 

thing else,  you  can  always  be  a consul- 
tant. 

2.  More  Murphy’s  Laws: 

A.  Everything  is  always  worse  than  you 

thought  it  was  going  to  be. 

B.  Nothing  is  ever  as  simple  as  it  first 

seems. 

C.  If  you  tinker  with  something  long  enough 

you  will  break  it. 

D.  Everything  costs  more  than  you  first  esti- 

mated. 

E.  It  is  easier  to  get  involved  in  something  than 

to  get  out  of  it. 

F.  If  you  look  for  trouble  you  are  sure  to  find 

it. 

3.  To  err  is  human.  To  forgive  is  against  de- 
partmental policy. 

4.  The  common  cold:  treated  it  lasts  for  two 
weeks;  untreated,  a fortnight. 

5.  Some  physicians  believe  that  insight  is  the 
most  valuable  thing  they  have  and  therefore  should 
be  used  sparingly. 

6.  Worry  is  a device  of  nature  to  make  us  try  to 
do  our  best. 

7.  A conclusion  is  the  place  where  you  got  tired 
of  thinking. 

8.  Obesity: 

A.  To  live  and  be  fat  is  better  than  not  to  live 

at  all. 

B.  To  live  and  be  lean  is  better  than  to  be 

fat. 

C.  What  we  eat  will  determine  what  we  weigh 

until  the  second  law  of  thermodynamics 
is  repealed. 

* Matz,  R.:  Principles  of  medicine,  New  York  State  J.  Med  77: 
99  (.Jan.)  1977. 
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D.  The  only  glands  malfunctioning  in  obesity 

are  the  salivary  glands. 

E.  Imprisoned  in  every  fat  man,  a thin  one  is 

wildly  signaling  to  be  let  out. 

9.  No  one  is  ever  old  enough  to  know  better. 

10.  A.  No  one  betrays  himself  by  silence. 

B.  A closed  mouth  gathers  no  feet. 

11.  As  teachers  we  pay  too  much  attention  to  the 
bucket  function  of  the  mind  and  not  enough  to  its 
searchlight  function. 

12.  Those  who  welcome  death  have  only  tried  it 
from  the  ears  up. 

13.  To  profit  from  good  advice  requires  more 
wisdom  than  to  give  it. 

14.  There  is  nobody  so  irritating  as  somebody 
with  less  intelligence  and  more  common  sense  than 
we  have. 

15.  Progress  might  have  been  all  right  once,  but 
it  went  on  too  long. 

16.  A.  Too  many  scientists  offer  answers  before 

they  understand  the  questions. 

B.  It  is  better  to  know  some  of  the  questions 
than  all  of  the  answers. 

17.  Another  Peter  Principle.  Most  hierarchies 
were  established  by  men  who  now  monopolize  the 
upper  levels,  thus  depriving  women  of  their  rightful 
share  of  opportunities  for  incompetence. 

18.  Logic  is  the  art  of  going  wrong  with  confi- 
dence. 

19.  Man  is  nature’s  sole  mistake. 

20.  Growing  old  isn’t  so  bad  when  you  consider 
the  alternative. 

21.  If  you  actually  look  like  your  passport  photo, 
you  aren’t  well  enough  to  travel. 

22.  Maier’s  Law.  If  facts  do  not  conform  to 
theory  they  must  be  disposed  of. 

23.  He  that  relieves  pain  is  blessed,  but  he  that 
causes  none  is  doubly  so. 

24.  Where  all  think  alike,  no  one  thinks  very 
much. 

25.  Minds  are  like  parachutes;  they  only  function 
when  open. 

26.  Success  covers  a multitude  of  blunders. 

27.  God  couldn’t  be  everywhere,  and  therefore 
He  made  mothers. 

28.  A good  listener  is  not  only  popular  every- 
where, but  after  awhile  he  knows  something. 

29.  Roger’s  Rule.  The  trouble  with  people  is 
not  that  they  don’t  know,  but  that  they  know  so 
much  that  ain’t  so. 

30.  Since  scientific  evidence  on  the  one  hand 
points  in  one  direction  and  on  the  other  hand  points 
in  another  direction,  one  critic  called  for  “one-armed 
scientists.” 

31.  Nothing  appears  to  achieve  existence  until 
it  is  labeled,  and  a condition  springs  into  being  as 
soon  as  a name  is  given  to  it. 

32.  A profession  is  a group  of  individuals  largely, 
if  not  solely,  concerned  with  preserving  its  own  sta- 
tus. 

33.  The  well-trained  physician  knows  what  to  do 


for  his  patients;  the  especially  well -trained  physician 
knows  what  not  to  do. 

34.  Shoemaker’s  Dictum.  It  is  unwise  to 
monitor  patients  to  achieve  normal  values  because 
that  will  erase  compensations  that  have  survival 
value.  The  proper  objective  of  monitoring  is  to 
achieve  survival. 

35.  Principles  of  Intensive  Care: 

A.  Air  goes  in  and  out. 

B.  Blood  goes  ’round  and  ’round. 

C.  Oxygen  is  good. 

36.  Darwin  had  it  all  wrong.  It’s  going  the  other 
way! 

37.  Retrospective  analysis  is  an  exact  science. 

38.  What  good  is  willpower  when  you’ve  got  di- 
arrhea? 

39.  When  a patient  on  a drug — on  any  drug 

becomes  ill,  the  Napoleonic  Code  rather  than  the 
English  Common  Law  should  apply:  the  drug 

should  be  presumed  guilty  until  proved  innocent. 

40.  Chalmer’s  Principle.  The  smaller  the 
number  of  patients  you  want  to  study  to  show  the 
wonderful  effects  of  your  new  discovery,  the  more 
urgent  it  is  to  have  controls. 

41.  Muench’s  Second  Law.  Results  can  always 
be  improved  by  omitting  controls. 

42.  To  refer  to  only  one  authority  is  a form  of 
plagiarism,  whereas  to  refer  to  many  authorities  is 
accepted  generally  as  a form  of  research. 

43.  Bernstein’s  Precept.  The  radiologists’ 
national  flower  is  the  hedge. 

44.  Cochrane’s  Aphorism.  I was  brought  up 
in  an  older  tradition.  I was  told,  “Before  ordering 
a test  decide  what  you  will  do  if  it  is  (1)  positive,  or 
(2)  negative,  and  if  both  answers  are  the  same  don’t 
do  the  test.” 

45.  Shinya.  There  are  few  more  dangerous  in- 
struments than  a probe  with  no  brains  behind  it. 

46.  Bywaters.  Observers  may  be  grouped  as 
those  with  enthusiasm  and  no  controls  and  those  with 
controls  and  no  enthusiasm. 

47.  The  narrower  the  mind  the  broader  the 
statement. 

48.  Physicians  should  not  become  discouraged 
when  their  instructions  to  patients  are  not  carried 
out.  Dr.  Frank  Gilbreth,  used  to  say,  “After  all,  what 
success  did  God  get  with  the  Ten  Command- 
ments?” 

49.  The  fact  that  the  dog  has  lived  at  man’s  heel 
in  cave  and  cottage  since  the  dawn  of  time  has  not 
made  him  behave  physiologically  like  his  master. 
Few  animals  have  misled  pharmacologists  so  con- 
sistently; except,  of  course,  the  rat. 

50.  Unfortunately,  if  a patient  is  unconscious,  his 
osmostat  resides  in  his  physician’s  head. 

51.  You  won’t  cure  many  of  them;  you  won’t  even 
know  what’s  wrong  with  some  of  them;  but  you  can 
always  be  kind  to  them. 

52.  As  yet  no  drug  has  been  found  with  a single 
action  and  no  human  body  with  a single  reaction. 

53.  Diabetic  control,  like  virtue,  is  easier  to  talk 
about  than  to  define  or  achieve. 

54.  Medical  Modifications  of  Parkinson’s 
Laws: 

A.  The  staff  of  a hospital  increases  by  geo- 
metric progression  regardless  of  the  work 


demanded  of  it. 

B.  Hospital  activity  increases  to  occupy  or 
overfill  the  beds,  outpatient  department 
sessions,  and  supporting  services  pro- 
vided. 

55.  Pray  to  God,  but  make  sure  you  pick  a good 
internist. 

56.  Little  minds  will  still  be  little,  even  when  they 
are  made  professors. 

57.  If  people  cannot  write  well,  they  cannot  think 
well,  and  if  they  cannot  think  well,  others  will  do  their 
thinking  for  them. 

58.  Be  careful  of  your  thoughts;  they  may  break 
into  words  at  any  time. 

59.  Better  to  remain  silent  and  be  thought  a fool 
than  to  speak  up  and  remove  all  doubt. 

60.  Today’s  therapeutic  innovation  is  likely  to 
result  in  an  infection  tomorrow. 

61.  Learn  from  your  errors,  and  may  they  be 
few. 

62.  Many  clinicians  view  research  in  cardiac 
metabolism  the  way  farmers  view  studies  of  the 
earth’s  core:  It  doesn’t  help  much  with  the  plow- 
ing. 

63.  During  the  course  of  social  evolution  the 
human  conscience  has  become  a vestigial  organ. 

64.  If  you  must  use  placebos,  for  God’s  sake  al- 
ways make  sure  that  those  you  use  really  do  work! 

65.  Those  who  think  they  know  it  all  upset  those 
of  us  who  do! 

66.  Experience  is  the  name  everyone  gives  to 
their  mistakes. 

67.  The  expert  is  seldom  in  doubt  but  frequently 
in  error. 

68.  Osier.  You  should  not  prevent  patients 
from  getting  well  on  their  own. 

69.  The  Palmer  Principle.  The  man  who 
knows  not  and  knows  not  that  he  knows  not  is  dan- 
gerous. 

70.  Herbert’s  Homily.  The  only  thing  I know 
that  is  autoimmune  is  the  local  drunk  who  staggers 
across  the  street  to  the  bar  three  times  a day  and 
doesn’t  get  hit  by  a car. 

7 1 . Any  fool  can  cut  off  a leg,  but  it  takes  a sur- 
geon to  save  one. 

72.  It  is  nice  to  be  important,  but  it  is  more  im- 
portant to  be  nice. 

73.  Sattinger’s  Laws: 

A.  If  it  doesn’t  work,  we  need  a new  one. 

B.  It  works  better  if  you  plug  it  in. 

C.  If  at  first  you  don’t  succeed,  try  looking  in  the 

wastebasket  for  the  directions. 

74.  Listen  to  the  patient — he  is  telling  you  what 
is  wrong. 

75.  Medical  care  need  not  always  mean  the  at- 
tempt “to  rescue  the  perishing”  . . . but  does  always 
mean  “to  care  for  the  dying.” 

76.  Definitions: 

A.  Neurology.  The  differential  diagnosis  of 

incurable  diseases. 

B.  Internal  medicine.  That  branch  of  neurology 

that  deals  with  other  systems. 

77.  Mother  Nature  is  a bitch! 
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The  evidences  for  suicidal  behavior  are  to  be  found 
throughout  history  in  records,  artifacts,  and  litera- 
ture. The  references  to  suicide,  preserved  from  past 
sources,  provide  us  with  an  historical  context  for  the 
comparative  study  of  this  aspect  of  human  behavior. 
Written  accounts,  of  course,  are  not  always  intended 
as  factual  reports,  and  even  where  past  descriptions 
are  of  questionable  historicity,  such  accounts  may, 
nevertheless,  be  invaluable  as  literary  remains  re- 
flecting the  attitudes  and  lore  of  their  historic  era. 
The  histories  of  Josephus,  one  of  the  great  historians 
of  antiquity,  offer  a rich  opportunity  for  studying  the 
Roman  world  of  the  first  century  A.D.  Josephus 
wrote  in  rich  detail,  and  emphasized  the  psychologic 
aspects  of  his  narrative,  giving  us  a unique  window 
on  the  mentality  of  the  time. 

Flavius  Josephus  (37  to  circa  100  A.D.),  historian, 
writer,  soldier,  and  politician,  is  most  famous  for  his 
description  of  the  War  of  the  Jews  and  the  Romans 
and  his  own  role  in  it.  Josephus  commanded  the 
Judean  forces  in  the  Galilee  and  managed  the  defense 
of  the  city  of  Jotapata  which  fell  to  the  Romans  in 
67  A.D.  Josephus  escaped  a suicide  pact  among  a 
group  of  the  survivors,  surrendered,  and,  thereafter, 
became  the  Romans’  interpreter  and  advisor.  Born 
Joseph  ben  Matthias,  a priest  and  leader  of  the  Jews, 
he  lived  out  the  remainder  of  his  life  as  a Roman 
citizen  and  is  best  known  by  his  Latin  name,  Flavius 
Josephus  (Fig.  1 ). 

The  era  in  which  the  life  of  Josephus  changed  was 
one  of  massive  transition  for  all  the  Jews,  both  in 
Judea  and  the  Diaspora.  The  war  nearly  approxi- 
mated a genocide  for  the  Jews  of  the  time.  The 
Roman  onslaught  from  the  outside  was  comple- 
mented by  internal  strife  which  weakened  Judea’s 
ability  to  survive.  Like  Josephus,  any  leading  Jews 


FIGURE  1.  Flavius  Josephus,  37  to  circa  100  A.D. 


at  the  time  felt  that  the  Romans  were  invincible  and 
that  the  Jews  in  their  revolt  had  set  themselves  on  a . 
suicidal  course. 

Based  on  the  writings  of  Josephus,  this  report  will  1 
present  his  portrait  and  concept  of  suicide.1  The 
writings  of  Josephus  are  generally  well  preserved  and  I 
complete,  giving  an  excellent  account  of  his  times  and 
life.  They  total  approximately  1,000  printed  pages, 
comprised  of  four  works  written  in  the  following  J 
chronologic  order:  The  JW  (Jewish  War),  AJ  (An- 
tiquities of  the  Jews),  L (his  Life),  and  AA  (Against 
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Apion).*  As  an  ancient  historian,  his  overall  facts 
and  chronology  are  fairly  accurate,  although  there  are 
errors  and  lapses.2  Like  other  ancient  historians,  he 
freely  indulged  in  the  composition  of  eloquent  cur- 
tain speeches  and  battle-scene  exhortations  for  his 
characters  and  exaggerated  numbers  and  sizes  for 
dramatic  effects.3 

Josephus  deals  with  the  theme  of  suicide  in  written 
references  to  suicidal  acts,  attempts,  and  ideations. 
His  works  mention  24  different  fatal  suicide  incidents 
and  4 attempts.  These  28  incidents  are  usually  de- 
tailed, often  with  keen  observations,  and  repeated 
when  his  historic  works  overlap.  In  all,  35  references 
are  present.  Along  with  his  narration,  Josephus 
often  gives  his  own  value  judgment  on  the  suicide,  the 
motives  involved,  and  its  impact.  Thus,  when  Jo- 
sephus recounts  the  six  suicides  of  the  Old  Testament 
(Abimelech,  Samson,  Saul,  the  armorbearer  Achi- 
tophel,  and  Zimri)  he  goes  somewhat  beyond  his 
scriptural  sources  (AA  1.39-41)  and  offers  opinions 
on  the  morality  of  the  suicides. 

The  term  “incident”  has  been  used  to  designate 
suicide  in  one  or  more  people  at  any  one  given  historic 
moment.  Thus,  mass  suicides  involving  hundreds 
and  even  thousands  of  individuals  are  listed  as  single 
suicidal  incidents  in  Table  I.  Only  deliberate  self- 
injurious  acts  have  been  considered  as  fatal  or  at- 
tempted suicides;  not  counted  are  acts  of  martyrdom 
which  led  to  the  death  of  the  individual  by  execution 
or  the  action  of  others.  Thus,  the  incident  of  Samson 
who  pulled  down  the  temple  of  the  Philistines  on 
himself  (AJ  5.316)  is  studied  here  as  suicidal  but  not 
as  accounts  of  those  who  refused  to  worship  idols  and 
were  summarily  executed. 

The  works  of  Josephus  cover  the  span  of  history 
from  the  creation  to  his  own  time,  and  the  suicidal 
incidents  fall,  therefore,  over  an  ascribed  range  of 
approximately  1,500  years.  I have  considered  all 
descriptions  of  suicidal  acts  regardless  of  historic 
value.  Undoubtedly,  Josephus  himself  regarded  his 
sources  with  varying  degrees  of  credibility.  For  in- 
stance, the  suicide  of  Amenophis  (AA  1.236),  to  be 
discussed  following,  particularly  aroused  the  skep- 
ticism of  Josephus. 

Besides  the  description  of  suicides  committed  and 
attempted,  Josephus  touches  on  related  areas  at 
many  other  points  in  his  writings:  a record  of  the 
lengthy  debate  culminating  in  the  suicide  of  the  Jo- 
tapata  cave  survivors  (AJ  8.311);  verbatim  prosuicide 
exhortations  at  Masada  (JW  7.400);  suicidal  idea- 
tions of  Herod  Agrippa  I (AJ  18.148)  and  of  Alexan- 
dra after  the  murder  of  her  son  Aristobulus  by  Herod 
the  Great  (AJ  15.59);  the  expressed  death  wishes  of 
Elijah  the  prophet  (AJ  8.348),  of  Aristobulus  son  of 
Hyrcanus  (JW  1.84),  and  of  an  Essene,  Judas,  (JW 
1.79;  AJ  13.312);  and  the  willingness  of  Jonah  to  be 
sacrificed  at  sea  (AJ  9.211). 

* The  abbreviations  for  the  works  of  Josephus  are  used 
throughout  the  text  and  tables.  The  quotations  from  Josephus 
follow  closely  the  translation  of  the  Loeb  Classical  Library,  -Jo- 
L sephus.1 


TABLE  I.  Incidents  of  committed  suicide  described  by 
Josephus 


Suicide 

Date 

Method 

Given 

Setting 

Described 

Reference 

Amenophis  son  of 

Circa 

A A 1.236 

Paapis 

Abimelech 

1500  B.C. 
Circa 

Sword 

Tower  gate 

AJ  5.253 

Samson 

1200  B.C. 
Circa  1 100 

Crushing 

Great  hall 

AJ  5.316 

King  Saul 

B.C. 
1013  B.C. 

Sword 

Battle 

AJ  6.371,  A J 7.3 

Saul’s  armorbearer 

1013  B.C. 

Sword 

Battle 

AJ  6.372 

Ahitophel 

1000  B.C. 

Hanging 

Home 

AJ  7.229 

Zimri  (Zambrias) 

932  B.C. 

Burning 

Palace 

A J 8.311 

Hyrcanus  son  of 

175  B.C. 

AJ  12.236 

J<»seph 

Kleazar  Auran 

163  B.C. 

Crushing 

Battle 

JW  1.43,  AJ 

Jerusalemites, 

63  B.C. 

Jumping, 

Precipice. 

12.374 
JW  1.150, 

"countless 

burning 

temple 

AJ  4.70 

numbers" 
Phasael  son  of 
Antipater, 

brother  of  Herod 

40  B.C. 

Head 

Captivity 

JW  1.271, 

Old  Bandit 

38  B.C. 

smashing 

Jumping 

Precipice, 

AJ  14.367 
JW  1.313, 

Cleopatra 

30  B.C. 

cave 

AJ  14.430 
AA  2.60 

Gadarens 

20  B.C. 

Sword, 

Home, 

AJ  15.358 

Simon  of 

66  A.D. 

jumping, 

drowning 

Sword 

river 

Battle 

JW  2.476 

Scythopolis 

Jotapata  soldiers 

67  A.D. 

Sword 

Battle 

JW  3.331 

Jotapata  survivors,  39 

67  A.D. 

Sword 

Cave 

JW  3.391 

Joppa  sailors 

67  A.D. 

Sword 

Harbor 

JW  3.425 

Oamalans,  5000 

67  A.D. 

Jumping 

ship 

Citadel 

JW  4.79 

Kmperor  Nero 

68  A.D. 

ravine 

Rome 

JW  4.493 

Kmperor  Otho 

69  A.D. 

suburbs 

Brixellum, 

JW  4.548 

Longus 

70  A.D. 

Sword 

Gaul 

Temple 

JW  6.188 

Meirus  son  of 

70  A.D. 

Burning 

portico 

Temple 

JW  6.280 

Belgas,  Joseph  of 
Dalaeus 

Masadans,  960 

73  A.D. 

Sword 

Fortress 

JW  7.400 

A curious  incident  involved  Josephus  when  he  was 
an  official  in  the  Galilee  in  66  A.D.  (L  137).  A mob 
in  Tarichaea  had  been  roused  to  fury  over  word  that 
he  was  a traitor  for  the  Romans,  and  came  for  him. 
A bodyguard  of  Josephus,  Simon,  awakened  him  that 
he  might  kill  himself  as  befits  a brave  general  rather 
than  allowing  his  enemies  to  kill  him  or  force  him  to 
suicide.  Josephus  declined  the  suggestion  and 
through  his  oratoric  abilities  convinced  the  crowd 
that  they  were  mistaken  about  his  villainy.  In  an- 
other account  of  the  same  episode  (JW  2.601),  Jose- 
phus makes  no  mention  of  suicide,  simply  stating  he 
was  awakened  by  his  guards  as  the  mob  came  to  burn 
his  house.  It  is  generally  agreed  that  JW  was  written 
earlier,  perhaps  by  75  A.D.,  as  compared  with  L 
which  was  completed  close  to  100  A.D.  It  is  thus  the 
writing  more  distant  from  the  event  that  contains  the 
theme  of  suicide  and  its  rejection. 

Mass  suicides 

Josephus  presents  a number  of  incidents  involving 
masses  of  people  committing  suicide  under  a com- 
mon impetus.  These  were  powerful  emotional  sit- 
uations which  from  the  descriptions  of  Josephus 
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must  have  had  their  vicarious  impact  on  him  as 

well. 

Josephus  nearly  came  to  suicide  himself  on  one 
occasion.  The  incident  at  Jotapata  (JW  3.391) 
predated  the  more  famous  Masada  mass  suicide  by 
six  years.  The  historic  events  of  Jotapata  are  reliable 
in  their  overall  presentation,  although  the  details 
obviously  are  in  the  hands  of  the  author.  As  Jose- 
phus describes  it,  he  had  conducted  the  Jewish  forces 
in  a valiant  defense  of  Jotapata.  The  city  fell  after 
47  days  to  the  army  of  Vespasian  with  the  usual 
slaughter  and  battle-scene  suicides  (JW  3.391).  In 
the  carnage  Josephus  found  an  unusual  hiding  place, 
a deep  pit  connected  with  a cave  where  40  eminent 
men  of  Jotapata  were  already  in  hiding.  They  had 
a large  quantity  of  food  and  were  capable  of  holding 
out  for  many  days.  Vespasian  sent  out  searchers  for 
the  famous  Josephus,  and  thev cave  entry  was  dis- 
covered. The  Roman  soldiers  wanted  to  smoke  out 
the  quarry  in  the  cave,  and  the  40  leaders  in  the  cave 
clamored  for  Josephus  to  join  them  in  a suicide  pact. 
Conversations  between  the  parties  were  carried  out 
at  the  cave  mouth.  Nicanor,  an  old  friend  of  Jose- 
phus, was  sent  as  an  emissary  by  Vespasian  to  per- 
suade them  to  surrender.  Josephus  tried  to  prevent 
the  mass  suicides  through  eloquence  and  arguments, 
but  the  40  were  determined.  At  his  suggestion  they 
then  drew  lots  to  determine  the  order  of  death,  each 
man  killing  one  and  then  offering  himself  in  turn. 
The  lots  left  Josephus  and  one  other  for  last,  “should 
one  say  by  fortune  or  by  the  providence  of  God?”  he 
asks.  He  then  readily  persuaded  his  partner  to  drop 
the  idea  of  suicide,  surrendered  to  Nicanor,  and  was 
taken  to  Vespasian  where  his  career  as  a friend  of  the 
Romans  began  in  earnest. 

In  the  Slavonic  version  of  JW,  Josephus  is  candid 
about  his  trickery:  “and  when  he  had  thus  spoken,  he 
counted  the  numbers  with  cunning  and  thereby 
misled  them  all.”  The  Slavonic  Josephus  is  a con- 
troversial version  differing  considerably  from  the 
standard  Greek  one.  Although  it  has  been  shown 
that  many  of  the  Slavonic  variations  are  attributable 
to  later  Christian  interpolations,  it  has  been  argued 
that  the  Slavonic  version  may  have  been  based 
originally  on  a Greek  edition  by  Josephus  written 
prior  to  the  one  used  as  a basis  for  the  standard  ver- 
sion. Eisler4  argues  that  the  particular  reference  to 
the  lots  may  stem  from  this  earlier  (or  earliest)  Greek 
edition  by  Josephus  at  a time  when  he  was  more 
honest  about  his  deceit.  The  later  standard  version 
perhaps  reflects  Josephus  seeking  a more  respectable 
public  image  and  rewriting  the  account  according- 
ly- 

The  assessment  by  Josephus  of  the  mass  suicides 
varies,  but  generally  is  negative.  Of  the  mass  sui- 
cides described,  however,  Josephus  expressed  the 
most  admiration  for  the  Masada  defenders  (JW 
7.400).  Masada  was  a desert  fortress  built  by  Herod 
the  Great  in  a nearly  impregnable  position  atop  a 
mountain.  Ma  ■ H a in  73  A.D.  was  the  last  remaining 


rebellious  stronghold  against  the  Romans.  Its  960 
survivors  were  led  to  mass  suicide  by  their  zealous 
leader  Eleazar.  In  an  eloquent  and  lengthy  set 
speech  Eleazar  tells  the  Masadans  that  God  has 
condemned  them  to  destruction  and  bids  them  em- 
ulate the  suicidal  tradition  of  the  Indians  who  joy- 
fully seek  release  from  their  bodies  in  order  to  enter 
the  afterlife.  When  the  Romans  entered  the  fortress 
they  were  greeted  by  an  eerie  silence  and  a mass  of 
corpses.  Josephus  expresses  himself  indirectly, 
telling  us  that  the  battle-hardened  Roman  veterans 
were  awed  by  the  discipline,  pride,  and  “utter  con- 
tempt for  death”  shown  by  the  men,  women,  and 
children  of  Masada. 

A number  of  mass  suicides  described  by  Josephus 
were  simply  the  extension  of  the  slaughter  of  battle 
and  the  panic  of  defeat.  When  Jerusalem  fell  to 
Pompey  in  63  B.C.  (JW  1.150;  AJ  4.70),  the  Jeru- 
salemites madly  and  hopelessly  burned  their  homes 
and  threw  themselves  over  precipices.  The  Gadar- 
ens  after  an  abortive  rebellion  against  Herod  in  20 

B. C.  became  terrified  at  their  imminent  defeat  and 
in  panic  destroyed  themselves  (AJ  15.358).  The 
Jotopata  soldiers  (not  the  cave  group  with  Josephus), 
seeing  certain  death  at  the  hands  of  the  Romans 
pouring  into  the  city,  chose  to  be  the  authors  of  their 
own  deaths  (JW  3.331).  The  sailors  of  Joppa,  during 
a storm  that  sank  their  war  fleet  in  67  A.D.,  chose  to 
die  by  sword  rather  than  by  drowning  (JW  3.425). 
The  Gamalans,  as  their  defenses  were  being  over- 
whelmed by  Vespasian’s  troops,  behaved  similarly 
to  the  Jerusalemites  and  Gadarens,  hurling  their 
families  and  then  themselves  over  precipices  (JW 
4.79). 

Individual  suicides 

His  accounts  of  individual  suicides  cover  an  ex- 
tremely wide  group  of  settings  and  motives.  The 
most  ancient  account  referred  to  comes  from  Egyp- 
tian history,  the  suicide  of  Amenophis  which  is  as- 
cribed to  the  period  of  the  Hebrews’  sojourn  in  Egypt. 
Josephus  gives  as  the  source  of  this  account  Manetho, 
a Greco-Egyptian  historian  of  the  third  century  B. 

C.  According  to  Manetho,  Amenophis,  son  of  Paa- 
pis,  a wise  man  and  seer,  was  asked  by  his  king  (also 
named  Amenophis)  how  he  might  see  the  gods.  The 
wise  man  advised  him  to  clear  Egypt  of  all  impure 
people,  but  foreseeing  the  wrath  of  the  gods  and  the 
conquest  of  Egypt  by  outsiders  Amenophis  wrote  out 
his  prophecy  for  the  king  and  then  killed  himself. 
Josephus  questions  the  validity  of  the  entire  account 
on  various  historic  grounds.  Moreover,  he  adds  that 
the  behavior  of  Amenophis  is  unreasonable  and  silly; 
he  asks  how  a seer  was  not  able  to  oppose  the  king’s 
request,  and  what  fate  was  worse  than  the  suicide  he 
chose. 

A suicidal  incident  in  the  life  of  Herod  the  Great 
(73  to  4 B.C.)  holds  particular  dramatic  interest. 
The  incident  occurred  when  Herod  was  35  years  old, 
in  the  year  38  B.C.  (JW  1.313;  AJ  14.43).  During  his 
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rapid  rise  to  power,  Herod  had  undertaken  a cam- 
paign against  robbers  nested  in  caves  in  the  Judean 
mountains.  He  ingeniously  attacked  them  with 
soldiers  lowered  in  baskets  by  ropes  who  were  able 
then  to  fight  and  smoke  out  the  stubborn  bandits. 
Among  them  was  an  old  bandit  who  had  his  wife  and 
seven  children  in  the  cave;  he  resisted  all  entreaties 
from  his  loved  ones  as  well  as  an  offer  of  immunity 
from  Herod  who  was  situated  where  he  could  view 
the  action.  The  old  man  sneered  at  Herod  and  re- 
proached him  for  his  lowly  origins.  He  then  killed 
the  children  one  by  one,  next  his  wife,  and  finally 
leaped  off  the  precipice  himself. 

Another  suicide  which  involved  a family  group  as 
martyrs  or  victims  of  the  leader  was  t hat  of  Simon  of 
Scythopolis  (JW  2.476).  This  incident  occurred  in 
66  A.D.,  about  one  year  before  the  suicide  pact  of  the 
Jotapata  cave.  Simon,  son  of  a distinguished  Jewish 
leader  Saul,  had  joined  the  Syrians  in  attacking  his 
fellow  Jews  in  the  battle  of  Scythopolis.  Subse- 
quently, Simon  and  his  men  find  themselves  sur- 
rounded by  the  menacing  Syrians.  Josephus  gives 
Simon  an  ironic  curtain  speech  as  he  faces  annihila- 
tion: “Justly  am  I punished  for  my  crimes  ...  let  us 
. . . who  have  been  guilty  of  the  last  degree  of  impiety 
towards  our  own  people  . . . die  as  cursed  wretches, 
by  our  own  hands  .. . .”  Then,  with  “mingled  pity 
and  rage,”  he  killed  his  father,  mother,  wife,  children, 
and  finally  “plunged  the  sword  up  to  the  hilt  into  his 
own  throat.  So  perished  a youth  ...  by  reason  of  his 
trust  in  aliens  ...  .”  (JW  2.472-476). 

Had  Josephus  fallen  into  a similar  trap  with  the 
Romans,  a contemporary  historian  might  very  well 
have  written  this  curtain  scene  and  speech  for  him. 
Zeitlin5  has  pointed  out  that  Josephus  was  not  at 
Scythopolis  at  the  time  and  the  speech  is  an  inven- 
tion by  Josephus. 

As  will  be  seen,  the  theme  of  suicide  recurred 
throughout  the  life  of  Herod.  His  younger  brother 
Phasael  committed  suicide  under  particularly  brutal 
conditions  (JW  1.271;  AJ  14.367).  Phasael  was 
captured  by  King  Antigonus  and  while  in  fetters 
awaiting  execution  he  dashed  his  head  against  a large 
rock  “showing  himself  to  be  a true  brother  of  Herod.” 
As  he  lay  dying  “a  hero’s  death,”  Phasael  learned  that 
Herod  had  eluded  Antigonus  and  made  good  his 
flight.  He  expressed  his  final  satisfaction,  “now  I 
shall  depart  happy  since  I leave  one  behind  me  who 
will  have  vengeance  on  my  enemies”  (JW  1.272). 
Within  a year  Herod  overcame  Antigonus  in  the 
capture  of  Jerusalem  and  avenged  Phasael  by 
promptly  executing  Antigonus.  Herod  named  one 
of  his  famous  towers  in  reconstructed  Jerusalem  for 
Phasael  (JW  5.166). 

From  the  point  of  view  of  biblical  history,  the  most 
important  suicide  dealt  with  by  Josephus  is  that  of 
the  tragic  fate  of  Saul,  Israel’s  first  King.  Josephus 
illustrates  his  skill  as  a writer  and  his  understanding 
of  suicide  in  his  retelling  of  the  story  of  King  Saul’s 
death  (AJ  6.371;  AJ  7.3).  In  the  Old  Testament,  the 


suicide  of  Saul  is  described  in  three  places  (1  Sam.  31, 
2 Sam.  1,  and  1 Chron.  10).  There  is  a conflict  in 
these  biblical  references,  Saul  being  described  as 
falling  on  his  sword  in  one  reference  and  being  dis- 
covered alive  and  killed  by  an  Amalekite  straggler  in 
another  reference.  Josephus  adroitly  combines  the 
stories  in  his  account  stating  that  following  many 
wounds  Saul  is  too  enfeebled  to  run  himself  through 
and  asks  his  armorbearer  to  do  it  for  him.  His  ar- 
morbearer  refuses  and  commits  suicide  himself  (AJ 
6.372);  then,  according  to  Josephus,  follows  Saul’s 
asking  the  Amalekite  to  kill  him.  The  Amalekite 
completed  the  act  Saul  had  begun. 

Other  individual  battlefield  suicides  are  described 
by  Josephus  with  varying  degrees  of  sympathy  and 
admiration.  He  presents  two  slightly  different  views 
on  the  suicidal  fate  of  Kleazar  Auran,  son  of  Matthias, 
one  of  the  celebrated  Maccabees.  In  battle  Eleazar 
kills  a lead  elephant  by  striking  its  underbelly  and  is 
crushed.  In  his  earlier  work  Josephus  comments 
that  Eleazar  “achieved  nothing  more  than  to  attempt 
great  things,  holding  life  cheaper  than  renown  . . . 
even  had  it  happened  to  be  Antiochus,  his  daring 
assailant  would  have  achieved  but  the  reputation  of 
courting  death  in  the  bare  expectation  of  a brilliant 
exploit”  (JW7  1.43-44).  Writing  some  18  years  later 
Josephus  is  more  matter-of-fact:  “And  so,  after 
bravely  destroying  many  of  the  foe,  Eleazar  met  his 
end  in  this  matter”  (AJ  12.374).  In  comparison, 
Longus,  a Roman,  who  defiantly  stabs  himself  before 
the  Jews  in  the  Temple  receives  only  praise  from 
Josephus  (JW  6.188).  Did  Josephus  consider  the 
heedless  death  in  battle  an  act  of  vanity  when  com- 
mitted by  an  outnumbered  Jewish  zealot  but  an  act 
of  nobility  for  a legionnaire  of  the  conquering  Ro- 
mans? 

For  Josephus,  there  seem  to  be  criteria  that  make 
a suicide  praiseworthy  or  cowardly.  The  suicide  that 
was  deliberate,  prideful,  defiant,  and  vengeful  elicited 
Josephus’  most  frank  admiration:  Samson;  Phasael, 
the  brother  of  Herod;  and  Longus,  a soldier  who 
maintained  the  pride  of  the  Roman  army  by  not 
surrendering,  are  openly  praised.  For  example,  Jo- 
sephus comments  on  Samson,  “it  is  but  right  to  ad- 
mire (Samson)  for  . . . the  grandeur  of  his  end,  as  also 
for  the  wrath  which  he  cherished  to  the  last  against 
his  enemies”  (AJ  5.317).  In  other  cases  he  is  ambi- 
valent and  even  contemptuous.  Abimelech,  King 
Saul,  and  Hyrcanus,  son  of  Joseph,  are  described  as 
erring  or  pusillanimous  people  whose  suicides  were 
kind  of  final  reckonings  for  them  (Table  II). 

Attempted  suicide 

As  described  by  Josephus,  Herod  the  Great  at- 
tempted suicide  twice,  precipitated  an  attempt  by 
the  wife  of  his  brother  Pheroras,  and  witnessed  the 
suicide  of  an  old  bandit  (S.V.).  Herod’s  creative  and 
violent  career  is  described  in  rich  detail  by  Josephus, 
occupying  one  sixth  of  both  JW  and  AJ.  He  ruled 
Judea  the  last  34  years  of  his  life,  during  which  he 
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TABLE  II.  Suicide  attempts  described  by  Josephus 


Suicide 

Attempt 

Date 

Method  Setting 
Described  Described 

Reference 

Herod 

41  B.C. 

Sword 

Retreat 

road 

AJ  14.356 

Wife  of 
Pheroras 

5 B.C. 

Jumping 

Housetop 

JW  1.594,  AJ 
17.71 

Herod 

4 B.C. 

Knife 

Sickbed 

JW  1.662,  AJ 
17.184 

Decius 

Mundus 

9 A.D. 

Fasting 

Home 

AJ  18.69 

rebuilt  the  Temple.  He  murdered  large  numbers  of 
his  relatives  and  conquered  in  war,  politics,  and  love. 
At  his  death,  the  Jews  declared  a national  holiday. 
In  contrast,  Josephus  sums  up  Herod’s  life  with 
empathy  and  grudging  admiration:  “in  his  life  as  a 
whole  he  was  blessed  if  ever  a man  was,  by  fortune: 
a commoner,  he  mounted  to  a throne,  retained  it  for 
all  those  years,  and  left  it  to  his  own  children;  in  his 
family  life,  on  the  contrary,  no  man  was  more  un- 
fortunate” (JW  1.665). 

According  to  Josephus,  Herod  was  about  32  when 
he  first  attempted  suicide.  Shortly  afer  becoming 
Tetrarch,  he  suffered  a military  setback  (AJ  14.356), 
and,  while  fleeing  from  his  enemies,  the  wagon 
carrying  his  mother  was  overthrown.  Despairing 
Herod  drew  his  sword  to  kill  himself.  He  was  re- 
strained by  those  nearby  who  shamed  him  for 
wanting  to  desert  his  friends  and  relatives  in  this 
crisis.  With  characteristic  resiliency  Herod  took  up 
his  leadership  role  and  weathered  the  difficult  period. 
The  suicide  attempt  seems  to  have  served  as  a 
rallying  point  for  Herod’s  inner  resources  as  well  as 
for  his  followers. 

The  second  suicide  attempt  by  Herod  occurred 
when  he  was  69  years  old  and  in  extremis  with  a 
clinical  picture  of  advanced  uremia  and  congestive 
heart  failure.  In  great  physical  agony  he  attempted 
to  stab  himself  with  a fruit  knife;  his  cousin  Achiab 
stopped  him  by  grabbing  his  wrist.  Following  this 
suicide  attempt,  Herod  lingered  for  five  more  days 
during  which  he  put  to  death  another  of  his  sons, 
Antipater. 

Herod  was  instrumental  in  a suicide  attempt  by  his 
sister-in-law.  The  wife  of  his  brother  Pheroras  had 
been  interrogated  by  Herod  and  confessed  to  a plot 
to  poison  him.  She  was  sent  to  fetch  the  evidence 
and,  instead,  went  to  the  roof  and  jumped  off.  By 
chance  she  landed  feet  first  and  survived  her  injuries 
(JW  1.594;  AJ  17.71). 

An  interesting  clinical  aspect  of  the  case  of  the  wife 
of  Pheroras  comes  to  light  in  her  confession.  Pher- 
oras had  planned  to  poison  Herod  but  repented  on 
his  death  bed  and  asked  his  wife  to  burn  the  poison 
intended  for  Herod.  She  did  as  Pheroras  requested 
but  kept  a small  amount  for  herself,  she  confessed, 
for  the  uncertainties  of  the  future  and  to  escape  the 
torture  of  Herod  if  need  arose.  Thus,  her  rooftop 


leap  was  not  a completely  spontaneous  suicidal  im- 
pulse but  was  already  preceded  by  a suicidal  readi- 
ness on  her  part  to  escape  torture. 

The  other  suicide  attempt  mentioned  by  Josephus 
is  nearly  comic  by  comparison  with  the  general  con- 
tent of  his  works.  This  incident  involved  a Roman 
knight,  Decius  Mundus,  who  made  a rather  feeble 
attempt  to  die  by  fasting  following  a rebuff  in  ro- 
mance (AJ  18.69).  His  suicidal  gesture  attracted  the 
aid  of  others  who  helped  him  to  succeed  in  his  ro- 
mantic designs  on  a young  lady.  The  outcome  of 
Decius’  attempt  is  highly  familiar  in  terms  of  our 
contemporary  knowledge  of  suicidal  gestures  as  often 
provoking  outside  attention. 

In  the  case  of  the  suicide  attempts,  the  two  efforts 
by  Herod  discussed  previously  might  be  classified  as 
nonlethal  gestures,  both  occurring  in  the  presence  of 
others  who  intervened,  with  no  self-injury  resulting. 
The  use  of  the  sword  by  Herod  reveals  that  this  was 
not  a universally  lethal  method  of  suicide.  On  the 
other  hand,  the  attempt  by  the  wife  of  Pheroras, 
Herod’s  brother,  might  be  classified  as  lethal  in  in- 
tent. 

Comment 

Josephus  has  left  medical  history  a vivid  percep- 
tion of  suicide  in  the  first  century  A.D.  The  act  was 
usually  carried  out  by  men  rather  than  women,  more 
often  in  groups  than  alone,  and  with  death  imminent 
from  outside  sources  at  the  time.  A variety  of  painful 
methods  were  used,  although  the  weapon  of  war,  the 
sword,  is  most  often  noted.  The  accounts  suggest 
that  in  open  warfare,  a readiness  for  dying  and  an 
impetuosity  prevailed  that  made  the  defeated  person 
accept  equally  suicide  or  death  in  battle.  Most 
usually  for  Josephus  the  picture  of  suicide  was  that 
of  a combatant  using  his  war  weapon  on  himself  out 
of  motives  of  frustration,  despair,  escape,  or  defiance. 
Of  the  24  fatal  incidents,  16  are  in  the  setting  of  battle 
or  other  open  hostility;  those  committing  suicide  are 
but  a step  away  from  being  killed  by  their  adver- 
saries. Thus,  death  by  suicide  for  Josephus  is  a 
natural  extension  of  defeat  in  battle  and  the  avoid- 
ance of  its  consequences.  Defeat  in  battle  might 
carry  with  it  excruciating  torture,  sexual  abuse,  the 
enslavement  and  public  abuse  of  one’s  family  and 
tribesmen  (JW  7.334),  and  more  often  than  not  exe- 
cution for  the  captured  soldier.  For  many  who  were 
familiar  with  the  sequence  there  was  little  choice; 
when  feelings  were  heightened  by  a rout,  a confla- 
gration, or  other  cataclysm,  the  impulse  to  suicide 
through  any  method  at  hand  came  to  the  fore.  It  is 
likely  that  a desperate  mood  generally  prevailed  in 
the  Jewish  War  among  the  population.  The  Jewish 
War  was  a popular  revolt  and  a religious  conflict, 
pitting  the  Judean  masses  against  the  pagan  gov- 
ernment. Moreover,  the  War  was  conducted 
through  sieges  of  urban  centers  rather  than  by 
pitched  battles  between  armies.  Thus,  panic- 
stricken  civilians  along  with  fighting  men  were  in- 
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volved  in  the  routs  and  contributed  to  the  mass  sui- 
cides. 

In  terms  of  the  specific  method  of  suicide,  Jose- 
phus gave  careful  details  and  in  those  instances  where 
there  is  a second  description  it  is  consistent  with  the 
first;  there  are  five  cases  in  which  he  has  not  noted 
the  method.  In  that  of  Amenophis,  it  is  likely  that 
he  did  not  know  since  he  quotes  verbatim  from  his 
source  Manetho.  Hvcranus,  son  of  Joseph  the  tax 
collector,  he  says,  “slew  himself  by  his  own  hand”  ( AJ 
12.236).  We  might  surmise  that  he  used  a sword,  but 
it  is  not  explicit.  The  suicides  of  the  Emperors  Otho 
and  Nero  are  given  the  briefest  notice  as  asides  on 
concurrent  events  in  Rome.  We  know  from  Sueto- 
nius that  Otho  and  Nero  killed  themselves  with 
daggers.  The  famous  suicide  of  Cleopatra  is  men- 
tioned also  without  detail  (AA  1.60).  Anthony  and 
Cleopatra  were  peripheral  characters  in  the  events 
in  Josephus’  histories,  and  no  mention  at  all  is  made 
of  Anthony’s  suicide. 

The  single  most  common  method  was  that  of  the 
sword  or  knife,  occurring  12  times  out  of  the  26 
methods  recorded.  The  other  methods  used  covered 
a variety  of  relatively  painful  ways  of  suicide: 
crushing,  head  smashing,  jumping,  burning,  drown- 
ing, and  hanging.  Josephus  appears  to  have  made 
no  effort  to  portray  suicide  as  a painless  procedure. 
It  is  striking  that  there  is  no  instance  of  suicide  by 
poison,  although  poisoning  was  a constant  fear  of  the 
ancient  ruler,  and  poisons  were  amply  available. 
Herod  was  particularly  fearful  of  poisoning;  his  father 
had  been  poisoned.  In  terms  of  the  10  suicides 
during  the  lifetime  of  Josephus,  we  see  that  6 are  by 
sword  with  but  a single  incident  each  of  jumping  and 
burning. 

It  is  of  note  that  drunkeness  and  wine  abuse  are 
nowhere  in  Josephus  associated  with  committed  or 
attempted  suicide.  The  excessive  use  of  wine  and 
the  dangerous  state  of  vulnerability  it  produced  were 
well  known  to  the  ancients.  Josephus  describes  two 
incidents  in  which  guards  are  plied  with  wine,  once 
to  obtain  secrets  of  the  guard’s  mission  (L  225)  and 
another  time  to  allow  an  escape  (L  389).  But  no- 
where does  Josephus  mention  excess  drinking  in  as- 
sociation with  suicide.  By  way  of  contrast,  in  con- 
temporary clinical  studies  alcohol  is  significantly 
linked  with  suicide  as  well  as  with  related  fatalities 
such  as  automobile  accidents. 

The  paucity  of  narrated  suicide  attempts  as  com- 
pared with  suicide  fatalities  is  in  contrast  with  our 
contemporary  statistics  on  the  two  phenomena, 
surveys  demonstrating  eight  or  ten  attemped  for  each 
committed  suicide.  There  are  a number  of  consid- 
erations in  relation  to  this  lack  of  accounts  of  at- 
tempted suicide  in  Josephus.  His  narrative  works 
were  ostensibly  historic  in  nature  and  purpose. 
Committed  suicide  is  obviously  a more  substantial 
datum  than  is  attempted  suicide,  and  more  apt  to  be 
available  in  past  records.  Furthermore,  attempted 
suicide  may  be  concealed  more  readily  or  subject  to 


post  facto  elaboration  or  obfuscation. 

Another  factor  arises  from  the  place  of  women  in 
the  focus  of  Josephus’  historic  work.  Modern 
western  statistics  show  a much  higher  incidence  of 
attempted  suicide  in  females  compared  with  males. 
Women  were  seldom  central  characters  in  history  as 
Josephus  viewed  it.  The  only  female  suicide  spe- 
cifically mentioned  is  Cleopatra;  the  only  female 
attempt  is  the  wife  of  Pheroras  (interestingly  her 
given  name  is  never  stated).  Suicide  by  women  along 
with  men  is  suggested  in  the  mass  suicides  of  Jeru- 
salem, Gadara,  and  Gamala,  but  all  are  nameless  and 
the  impression  is  given  that  men  often  destroyed 
their  families  and  then  committed  suicide.  The 
destruction  of  the  families  by  the  male  leaders  is 
specifically  detailed  in  the  Masada;  mass  suicides  and 
those  of  the  old  bandit  at  bay  are  described  by  Herod 
and  Simon  of  Scythopolis.  The  nameless  quality  of 
womankind  in  the  history  of  Josephus  is  extended  to 
his  own  three  (or  four)  wives  and  his  mother.  All  his 
female  relatives  go  unnamed  whereas  he  cites  the 
names  of  his  three  sons,  a brother,  and  six  generations 
of  male  forebears  (L  3-7). 

Josephus  began  life  as  a Judean  citizen  and  fin- 
ished as  a Roman  one.  He  maintained  his  religious 
faith  (many  Diaspora  Jews  of  the  time  did  not)  and 
staunchly  defended  the  Jews  against  their  critics. 
On  the  other  hand,  he  very  facilely  made  his  way  in 
the  Roman  world;  undoubtedly  he  had  an  intimate 
knowledge  of  the  contrasts  in  attitudes  toward  sui- 
cide of  the  Jewish  and  Roman  cultures.  He  knew, 
for  example,  that  suicide  was  extremely  prevalent 
among  the  Romans  of  the  first  century  A.D.,  partic- 
ularly the  individuals  of  higher  status.  During  the 
very  year  in  which  Josephus,  then  26,  made  his  dip- 
lomatic mission  to  Rome,  the  Stoic  philosopher 
Seneca  was  advocating  suicide  as  the  noble  solution 
to  life’s  insults:  “To  die  well  is  to  escape  the  danger 
of  living  ill .. . . To  live  by  violence  is  unfair,  to  die 
by  violence  is  the  fairest  of  all.”6 

In  65  A.D.,  perhaps  one  year  after  Seneca  wrote 
these  words,  he  died  by  suicide  at  the  directive  of  his 
former  pupil  Nero.  So  common  was  death  by  un- 
natural means,  most  usually  suicide,  that  the  Roman 
historian  Tacitus  paused  in  noting  the  death  from 
natural  causes  of  a certain  aged  pontiff  to  state  that 
this  was  a rare  occurence  for  a person  of  prominence 
(Annals  6:10).  The  pontiff  referred  to  by  Tacitus 
died  around  37  A.D.,  the  year  in  which  Josephus  was 
born. 

While  Josephus  was  undoubtedly  aware  of  this 
climate,  his  work  seldom  focuses  on  suicide  among 
the  Romans.  The  suicides  of  Emperors  Otho  and 
Nero  are  given  scant  attention,  and  that  of  Marc 
Anthony  none  at  all.  As  mentioned,  Josephus  had 
occasion  to  describe  the  suicide  of  Longus,  a Roman 
soldier  trapped  while  fighting  for  the  Temple  in  the 
last  days  before  the  final  destruction.  Here  he  de- 
scribes the  suicide  as  a glorious  act.  It  is  possible 
that  Josephus  was  comfortable  not  having  to  deal 
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with  the  many  peacetime  suicides  of  the  Romans,  and 
thereby  be  placed  in  the  embarrassing  role  of  critic 
of  his  patrons  and  protectors. 

In  contrast  to  the  almost  casual  attitude  of  the 
Romans  toward  suicide,  the  Jews  claimed  a strong 
religious  abhorrence  for  the  act.  Josephus  reflects 
this  canon  when  attempting  in  the  cave  to  dissuade 
the  40  men  of  Jotapata  from  their  suicide  pact.  He 
there  tells  the  men  of  Jotapata  that  God  forbids  their 
taking  away  His  gift  of  life  to  them,  that  the  souls  of 
even  the  insane  who  commit  suicide  reside  in  Hades, 
and  that  the  children  of  suicides  suffer  for  the  fa- 
thers’ sins.  We  know,  of  course,  that  Josephus  was 
moved  to  piety  and  eloquence  in  the  cave  because  he 
was  unambivalently  committed  to  personal  survival. 
However,  the  religious  attitude  he  expressed  there 
was  an  accurate  reflection  of  that  found  among  the 
rabbis  of  the  Talmud.  Suicide  is  there  totally  con- 
demned except  for  a very  few  extreme  exceptional 
situations.  Specifically,  suicide  in  the  Talmud  was 
considered  permissible  only  if  the  individual  did  so 
because  of  absolute  coercion  to  commit  idolatry, 
murder,  or  adultery.7 

How  then  are  we  to  view  the  suicides  of  Masada 
where  elegant  and  convincing  arguments  in  favor  of 
suicide  are  advanced  by  Eleazar?  It  appears  that 
among  the  extremist  groups  participating  in  the  re- 
volt (Josephus  speaks  of  Zealots  and  Sicarii),  the 
resort  to  suicide  was  more  broadly  acceptable.8  The 
extremist  felt  no  religious  conflict  in  choosing  suicide 
over  surrender,  and  seemed  to  regard  such  a fate  as 
an  affirmation  of  faith.  It  is  likely  that  in  an  earlier 
era  the  old  man  defying  Herod  was  such  a zealous 
Judean  patriot  and  not  a bandit  as  Josephus  has  la- 
beled him.9  The  group  at  Masada,  called  Sicarii 
(after  the  Sica  or  small  dagger  they  used),  were 
probably  dedicated  to  martyrdom  as  a part  of  a 
messianic  hope.7  As  far  as  the  speech  given  by 
Eleazar,  the  leader  at  Masada,  it  is  likely  that  the 
particular  arguments  proposed  there  in  favor  of 
suicide  were  those  shaped  by  the  literary  assistants 
of  Josephus  who  used  Greek  classics  as  models  for  the 
oratory.  * Josephus  does  not  himself  express  admi- 
ration for  the  Masada  suicides,  it  will  be  recalled,  but 


rather  attributes  to  the  Roman  soldiers  this  feel- 
ing. 

Summary 

It  appears  that  Josephus  was  somewhat  critical  of 
the  act  of  suicide  and  probably  admired  neither  the 
institutional  suicide  of  the  Romans  nor  the  martyr- 
dom of  the  Jewish  extremists.  Did  Josephus, 
therefore,  share  the  Talmudic  rabbis’  religious  ab- 
horrence of  suicide?  It  is  likely  that  Josephus  was 
not  motivated  by  an  intense  commitment  to  Judaic 
tenets,  although  he  never  gave  up  his  religion  while 
a Roman  citizen;  rather,  as  a practical  and  cunning 
man,  he  put  survival  as  a first-order  goal,  above  ide- 
ology and  principle  when  faced  with  a test  of  will. 
His  detailed  reporting  of  suicides  in  history  was 
probably  accurate  to  a considerable  degree  and  en- 
hanced by  his  own  phobic  concern  for  that  fate. 

Department  of  Psychiatry 
Misericordia  Hospital  Center 
600  East  233rd  Street 
The  Bronx,  New  York  10466 
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History  of  Medicine 


Coronary  Obstruction 

1775  to  1976 

WILLIAM  DOCK,  M.D.,  M.A.C.P. 

Brooklyn,  New  York 

From  the  Lutheran  Medical  Center 

In  the  seventeenth  century,  William  Harvey  wrote 
about  a patient  with  ventricular  rupture  and  Thomas 
Willis  and  Theophile  Bonet  each  reported  a case  with 
pipestem  coronary  arteries.  AHjthree  of  the  patients 
had  had  episodes  of  thoracic  distress  or  dyspnea 
before  dying  suddenly. 

Angina  pectoris 

During  the  first  half  of  the  eighteenth  century 
several  case  histories  of  sudden  death  with  post- 
mortem findings  were  reported,  but  none  described 
occluded  coronary  arteries.  In  1768  William  He- 
berden,  M.D.,  then  58  years  old  and  30  years  in 
practice,  reported  that  he  had  seen  nearly  100  cases 
of  “pectoris  dolor.”  In  those  who  seemed  to  be  suf- 
focating he  diagnosed  “angina  pectoris.”  His  de- 
scription of  this  new  disease  is  only  too  familiar:  the 
patients  spoke  of  years  of  chest  pain  on  exertion, 
emotional  upset,  or  awakening  at  night.  The  few 
necropsies  he  reported  disclosed  no  heart  disease, 
even  in  those  who  died  suddenly  after  decades  of 
distress. 

An  anatomic  basis  for  angina  was  provided  by  John 
Fothergill,  M.D.,  in  1776,  in  his  report  of  a patient 
with  five  or  six  years  of  angina  of  effort.  When  he 
died  in  a “sudden  transport  of  anger,”  fibrous  scars 
in  the  heart  muscle  and  calcification  of  both  coronary 
arteries  were  found.  John  Hunter,  M.D.,  who  per- 
formed that  autopsy,  had  angina,  atypical  in  that 
many  of  his  attacks  were  of  long  duration.  After 
nearly  20  years  of  such  attacks  he  died  suddenly 
during  a hospital  board  meeting.  He,  too,  was  found 
to  have  calcified  coronary  arteries,  as  well  as  thick- 
ened mitral  and  aortic  cusps. 

It  is  noteworthy  that  coronary  occlusion  was  not 
observed  in  either  of  these  historic  autopsies  per- 
formed on  men  dying  in  attacks  of  angina.  After  Dr. 
Fothergill’s  report,  clinicians  diagnosed  coronary 
disease  frequently  in  patients  with  angina.  It  was 
Edward  Jenner,  M.D.,  the  discoverer  of  vaccination, 
who  made  this  diagnosis  in  his  teacher,  Dr.  Hunter, 
and  Coleb  Parry,  M.D.,  predicted  such  lesions  would 
be  found  in  several  of  his  patients.  He  was  proved 
correct  at  postmortem. 

Presented  at  the  170th  Annual  Convention  of  the  Medical  So- 
ciety of  the  State  of  New  York,  New  York  City,  Session  on  Car- 
diovascular Diseases,  Monday,  November  8,  1976. 


Myocardial  infarction 

Thousands  of  such  cases  were  diagnosed  and 
confirmed  during  the  next  century,  but  myocardial 
infarction  remained  undiagnosed  in  medical  texts 
and  books  on  cardiology  until  after  1920.  Patholo- 
gists had  described  all  the  coronary  lesions  known  to 
us,  notably  those  with  syphilitic  aortitis.  Occlusion 
without  aortitis  or  calcific  coronary  disease  was  either 
infrequent  or  commonly  overlooked.  Finally,  ex- 
perimental ligation  of  coronary  arteries  in  dogs  was 
shown  to  cause  death  in  minutes  or  a few  hours. 
Physicians  were  then  taught  that  coronary  occlusion 
was  a fatal  disease. 

In  1896  Rene  Marie,  M.D.,  published  a 240-page 
monograph  entitled  Myocardial  Infarction  and  its 
Consequences:  Fibrous  Plaques,  Aneurysms  and 
Rupture  of  the  Heart.  His  patients  included  those 
whose  attacks  were  mistaken  for  acute  abdominal 
crises,  mild  indigestion  with  sudden  death,  progres- 
sive cardiac  arrhythmia,  or  heart  failure.  In  the  same 
year,  William  Osier,  M.D.,  submitted  a series  of  pa- 
pers on  “Angina  and  Allied  Disorders”  to  the  New 
York  State  Journal  of  Medicine,  and  a professor 
from  Michigan,  George  Dock,  M.D.,*  gave  a talk  to 
the  Buffalo  County  Medical  Society  on  five  cases  of 
myocardial  infarction  confirmed  at  necropsy.  Dr. 
Osier  and  the  professor  from  Ann  Arbor  were  merely 
calling  to  the  attention  of  American  practitioners 
that  which  had  been  common  knowledge  at  the  aca- 
demic level,  from  Russia  to  New  Zealand,  for  several 
decades.  No  one  could  tell  which  bouts  of  indiges- 
tion were  due  to  coronary  occlusion.  The  practi- 
tioner knew  that  most  suspected  patients  went  back 
to  work  in  a few  days,  and  that  death,  acute  pericar- 
ditis, chronic  angina,  or  heart  failure  were  unusual. 
An  easy  way  to  lose  one’s  reputation  was  to  diagnose 
possibly  fatal  heart  disease  in  people  who  promptly 
got  well. 

In  1912,  James  B.  Herrick,  M.D.,1  published  sev- 
eral of  his  cases  that  confirmed  a 1910  report  by  the 
Russians  on  patients  operated  on  for  bowel  ob- 
struction, peptic  ulcer,  or  gallbladder  disease  who, 
at  autopsy,  were  found  to  have  had  acute  myocardial 
infarction.2  Dr.  Herrick,  therefore,  has  been  hailed 
as  the  first  to  diagnose  coronary  occlusion  during  life, 
but  he  never  made  such  a claim,  knowing  that  he,  as 
had  Dr.  Osier  and  others,  had  suspected  the  diag- 
nosis, but  could  never  be  sure.  In  1918,  he  did  report 
that  his  young  associate,  Fred  Smith,  M.D.,  had  ob- 
served specific  electrocardiographic  events  that 
confirmed  suspected  infarcts  in  patients  who  recov- 
ered.3 Similar  observations  had  been  made  by  car- 
diologists Frank  Wilson,  M.D.,  in  St.  Louis,  by 

* Editor’s  note:  father  of  the  author. 
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Samuel  Levine,  M.D.,  in  Boston,  and  by  Harold  E. 
B.  Pardee,  M.D.,  in  New  York,  but  they  had  gone  to 
World  War  I before  they  could  report  their  findings. 
Dr.  Pardee,  in  1920, 4 published  a study  entitled  “An 
Electrocardiographic  Sign  of  Coronary  Obstruction,” 
and  soon  after  that  articles  by  the  other  physicians 
appeared.  The  galvanometers  were  bulky  and  usu- 
ally immovable,  and  it  was  not  easy  to  use  them  on 
acutely  ill  patients.  It  was  a costly  apparatus  and 
found  only  in  academic  settings. 

Internists  and  cardiologists  were  uninterested  or 
obviously  skeptical  about  what  the  “wild  waves  were 
saying.”  About  1926,  and  only  after  the  portable 
devices  were  marketed  by  several  firms,  taking  ad- 
vantage of  amplifier  tubes  and  the  Dudell  oscillo- 
graph to  replace  the  quartz  fiber  galvanometer,  was 
there  an  explosive  outburst  of  articles  on  the  elec- 
trocardiographic diagnosis  of  myocardial  infarc- 
tion. 

In  1933,  David  Scherf,  M.D.,  introduced  stress 
testing  to  verify  the  diagnosis  of  angina,  and  20  years 
later  John  S.  La  Due,  M.D.,  in  New  York,  introduced 
tests  for  enzymes  in  the  sera  that  rose  after  myocar- 
dial infarction.  Now  we  have  various  isotopic  scans 
for  ischemic  muscle  and  infarcts,  as  well  as  echo- 
graphs  to  document  localized  myocardial  hypokin- 
esia or  dyskinesia. 

Prevention  and  Therapy 

So  far  as  therapy  was  concerned,  Dr.  Heberden 
wisely  said  little:  “Spirituous  liquors  help  restore 
patients  when  the  fit  does  not  soon  go  off.  Opium  at 
bedtime  will  prevent  attacks  at  night.”  In  the 
nineteenth  century,  Dr.  Fothergill  advised  his  cor- 
pulent patients  to  use  “great  temperance  and  mod- 
eration in  diet  and  drinking”  and  to  “ride  frequent- 
ly.” This  was  in  the  days  when  gentlemen  preferred 
riding  a horse  to  walking  the  muddy  streets  and 
highways.  A century  later,  Dr.  Osier  noted  that  his 
patients  ate,  drank,  and  smoked  too  much,  and 
considered  diet  and  steady,  quiet  exercise  the  most 
important  parts  of  management.  During  the  whole 
nineteenth  century  alcohol  was  considered  useful, 
and  the  newer  sedatives,  such  as  bromide,  of  little 
value.  The  introduction  of  nitroglycerin  or  amyl 
nitrite  for  acute  attacks  was  of  great  benefit  for  most 
patients,  and  was  swiftly  adopted  all  over  the  world 
immediately  following  the  initial  report  of  Thomas 
Lauder  Brunton,  M.D.,  published  in  1867.  Only 
recently  have  we  had  available  the  beta  adrenergic 
blockers,  such  as  propanolol  hydrochloride,  to  pro- 
vide prolonged  relief  for  many  patients.  Prevention 
and  rational  management  did  not  follow  the  proof  of 
etiology,  as  it  had  in  acute  and  chronic  infections. 
Economic  factors 

From  1770  to  1900,  it  had  been  obvious  that 
women  had  less  coronary  disease  than  men  (there 
were  only  3 women  in  Dr.  Heberden’s  series  of  100 
cases),  and  that  the  prosperous  were  far  more  prone 
to  angina  than  were  the  poor.  Autopsies  disclosed 
that  coronary  disease  was  a common  cause  of  death 
in  physicians,  lawyers,  and  capitalists,  but  very  rare 


in  charity  hospitals.  Dr.  Osier  emphasized  this  in  his 
articles  and  speculated  on  the  role  of  diet  and  am- 
bitious career  striving  in  causing  angiosclerosis.  In 
his  day,  poverty  was  ascribed  to  lack  of  energy  and 
ambition.  Paretic  insanity,  which  we  know  is  due  to 
syphilis,  and  coronary  disease  were  ascribed  to 
overtaxed  minds,  ambition,  and  long  hours  of  work; 
tuberculosis  was  blamed  on  thwarted  ambition  or 
love,  or  homesickness.  Dr.  Osier  decided  to  em- 
phasize rich  diets  and  lack  of  exercise  as  well  as  to 
recognize  the  aggravating  effects  of  mental  stress  and 
ambitious  striving  in  the  causation  of  coronary  dis- 
ease. 

Further  research 

In  Russia  the  great  difference  in  the  incidence  of 
coronary  disease  in  the  rich  and  the  poor  led  Ignat- 
ovski5  to  test  the  effects  of  enriching  the  diet  of  rab- 
bits with  the  milk,  meat,  and  eggs  of  rich  man’s  diet. 
He  observed  rapid  development  of  lesions  like  ours, 
confined  to  the  systemic  arteries  and  sparing  the 
pulmonary  arteries.  A colleague  found  that  en- 
riching the  rabbit’s  diets  with  brain  was  even  more 
effective,  and,  in  1912,  five  years  after  the  original 
experiments,  used  pure  cholesterol  in  the  diet  and 
obtained  classical  lesions.6  This  finding  was  con- 
firmed by  American  and  German  researchers  almost 
at  once. 

When  Jean  Antoine  Villemin,  M.D.,  in  Paris, 
produced  tuberculosis  in  guinea  pigs,  Robert  Koch, 
M.D.,  in  Germany  soon  isolated  the  organisms  and 
confirmed  the  infectious  nature  of  a disease  long 
thought  to  be  due  to  emotional  stress.  Positive 
findings  of  Wassermann  tests  in  the  paretics  ended 
the  “stress”  explanation  for  paresis.  But  producing 
lesions  of  the  arterial  intima  in  animals,  identical 
with  those  in  men  dead  of  coronary  obstruction,  had 
no  effect  on  the  views  of  most  professors  of  medicine 
or  pathology.  M.  C.  Winternitz,  M.D.,  a dean  and 
professor  of  pathology  at  Johns  Hopkins,  published 
a book,  Biology  of  Arteriosclerosis  in  the  1940s,  based 
on  the  notion  that  our  obstructive  lesions  began  as 
intimal  hemorrhages.  Russell  Ross,  M.D.,  a dean 
and  professor  of  pathology,  in  August,  1976,  pub- 
lished a review  of  the  same  problem,  based  on  the 
notion  that  smooth-muscle  cells  migrate  into  the 
intima  in  response  to  endothelial  injury  and  there 
initiate  the  lipid  deposits  and  fibrosis. 

As  Saul  Bellow  noted,  in  another  connection,  “A 
great  deal  of  intelligence  can  be  invested  in  ignorance 
when  the  need  for  illusion  is  deep.”  We  all  have  a 
deep  need  to  create  illusions  about  the  role  of  diet 
and  physical  inactivity  in  causing  lipoidosis  of  the 
intima.  Dr.  Winternitz  and  Dr.  Ross  chose  to  ignore 
the  absence  of  intimal  lipoidosis  in  the  veins  and  in 
the  pulmonary  arteries,  which  have  far  more  endo- 
thelial trauma  than  the  systemic  arteries.  They  also 
chose  to  ignore  the  fact  that  the  epicardial  segments 
of  coronary  arteries  have  far  more  occlusions  per 
centimeter  of  length  and  far  more  smooth-muscle 
cells  in  the  intima,  even  at  birth  and  neonatal  life, 
than  any  other  arteries  in  the  body.  The  anatomic 
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facts  had  been  made  plain  in  histology  texts  by  1930; 
the  sex  differences,  with  baby  boys  having  far  more 
smooth  muscle  in  the  intima  than  baby  girls,  had 
been  stressed  in  1946  in  the  J.A.M.A.,  and  reaffirmed 
by  Henry  N.  Neufeld,  M.D.,  in  articles  and  a mono- 
graph in  1975.  Such  annoying  facts  must  be  ignored 
if  we  are  to  enjoy  our  eggs,  ice  cream,  candy,  prime 
cuts  of  beef,  or  our  martinis,  vodka,  and  beer. 

Heredity 

Today  we  can  explain  familial  predisposition  to 
early  coronary  disease  on  either  anatomic  or  bio- 
chemical traits.  Those  who  have  abundant  smooth 
muscle  in  the  intima  as  hereditary  variants,  such  as 
hairy  chests  or  bald  heads,  run  greater  risks  even 
when  their  plasma  lipids  are  relatively  low  (choles- 
terol plus  triglyceride  under  300  mg.  per  deciliter). 
Those  who  have  high  levels  of  lipid  (cholesterol  plus 
triglyceride  over  600  mg.  per  deciliter)  run  high  risk 
of  xanthomatosis  of  skin,  gallstones,  and  xantho- 
sclerosis  of  the  systemic  arterial  intima.  Unless  they 
have  “effeminate”  coronaries,  with  minimal  intimal 
smooth  muscle,  they  risk  early  coronary  disease  be- 
fore their  femoral  arteries  cause  trouble.  But  even 
with  the  most  masculine,  smooth  muscle-rich  coro- 
nary intimas,  they  will  have  no  obstruction  if  their 
plasma  lipids — cholesterol  plus  triglyceride — remain 
under  200  mg.  per  deciliter  most  of  the  day  and  most 
of  the  year.  That  is  why  the  poor  of  the  western 
world,  up  to  1900,  and  of  most  of  the  world’s  poor  in 
1976,  need  not  concern  themselves  about  coronary 
occlusion. 

The  therapy  that  Dr.  Fothergill  urged  on  his  cor- 
pulent anginal  patient  in  1776,  and  that  Dr.  Osier 
urged  on  his  many  physician  patients  with  angina, 
from  1886  to  1916,  is  still  soundest  management  in 
1976.  Many  more  strange  hypotheses  about  causa- 
tion will  appear  in  the  future,  and  many  physicians 
and  laymen  will  gladly  accept  them  as  sound  reasons 
for  doing  what  comes  naturally.  As  the  cost  or  rich 
food  and  strong  drink  rises,  along  with  the  ratio  of 
bicycles  to  automobiles  in  a world  growing  poorer  in 
petroleum  and  rich  foods,  the  problem  of  coronary 
disease  will  diminish  to  the  low  level  it  had  in  West- 
ern Europe  and  North  America  before  1900,  or  in 
Holland  and  Norway  in  1942  to  1946.  Meanwhile, 
we  can  have  our  blocked  coronaries  bypassed  and  our 
ventricular  aneurysms  repaired. 

We  should  realize  that  there  is  a reason  why  Dr. 
Neufeld  found  the  neonatal  coronary  intima  of  Israeli 
Ashkenazies  so  much  thicker  than  that  in  the  Yem- 
enites or  Bedouins.  People  with  familial  tendency, 
metabolic  or  anatomic,  to  early  coronary  deaths  will 
have  more  grandchildren,  in  urban  environments, 
than  will  those  with  thin  coronary  intima  and  low 
plasma  lipids.  The  former,  by  vanishing  soon  after 
age  45,  leave  a nest  egg  for  their  children,  and  take  up 
no  room  in  the  house.  Ashkenazies  have  been  city 
dwellers  for  over  2,000  years,  Bedouins  have  never 
been.  Natural  selection  has  led  to  the  anatomic 
differences  Dr.  Neufeld  reported.  If  bold,  those  of 
us  with  coronary  predisposition  can  choose  a short 


life  and  a gay  one,  or  walk  our  legs  off  and  become 
emaciated  if  we  are  timid.  We  can  also  ignore  the 
facts  of  life  and  blame  our  troubles  on  our  ambition 
and  hard  work,  or  on  mysterious  etiologic  conditions 
unrelated  to  our  life  style. 

We  have  taken  many  odd  turns,  in  diagnosis  and 
therapy,  since  the  observations  of  Dr.  Heberden  and 
Dr.  Fothergill,  and  undoubtedly  the  future  will  bring 
equally  odd  and  irrational  practices.  Although  most 
physicians  accepted  the  coronary-angina  link,  two 
of  Europe’s  greatest  professors,  Thomas  Allbutt, 
M.D.,  of  Cambridge,  and  Karl  Wenckeback,  M.D., 
of  Vienna,  concluded  about  1912  that  angina  was  due 
to  aortic  neuralgia.  Dr.  Allbutt  successfully  treated 
worsening  angina  by  six  weeks  of  bed  rest,  and  this 
was  adopted  by  the  Boston  luminaries,  Dr.  Levine 
and  Paul  D.  White,  M.D.,  as  the  way  to  treat  all  those 
with  recent  symptoms  and  abnormal  electrocardio- 
grams at  rest.  This  procedure  was  widely  followed 
all  over  the  world,  gradually  decreasing  after  1950. 
Operations  for  angina  ranged  from  cervical  and  upper 
thoracic  sympathectomy  to  induced  pericardial  ad- 
hesions and  mammary  artery  implants  in  the  wall  of 
the  ventricle.  Vein-graft  bypasses  and  mammary- 
to-coronary  anastomoses  seem  to  offer  the  most  ra- 
tional, although  the  most  technically  demanding, 
procedure. 

Comment 

To  a former  pupil  of  the  physicians  Wilson,  Herrick, 
Fred  Smith,  and  Levine,  the  advent  of  angiography 
and  echocardiography  seem  miraculous  advances  in 
obtaining  objective  rather  than  circumstantial  evi- 
dence. Undoubtedly  safer,  cheaper,  and  more  ac- 
curate techniques  will  appear  within  a few  years. 
Although  the  coronary  disease  area  is  a very  simple 
field,  compared  with  infections,  endocrinology,  or 
gastroenterology,  its  etiology  and  treatment  remain 
controversial.  Dr.  Heberden,  Dr.  Fothergill,  and  Dr. 
Hunter  reported  a disease  that  was  as  new  and  sur- 
prising as  the  lands  discovered  by  Columbus  and  his 
followers.  Two  hundred  years  after  Columbus  only 
the  fringes  of  the  new  continents  had  been  described. 
One  hundred  and  fifty  years  after  Dr.  Heberden,  the 
medical  profession  began  to  realize  that  angina  was 
only  the  tip  of  the  coronary  problem.  Exploration 
of  the  interior  has  made  remarkable  progress,  but 
control  of  this  great  killer  still  is  not  in  sight. 

The  Lutheran  Medical  Center 
4520  Fourth  Avenue 
Brooklyn,  New  York  11220 
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Obituaries 


Ruel  Lawrence  Alden,  M.D.,  retired,  of  Burlington, 
Vermont,  formerly  of  Setauket,  died  on  August  9 at  the  age 
of  78.  Dr.  Alden  graduated  in  1923  from  the  University 
of  Vermont  College  of  Medicine.  He  was  a consulting 
physician  at  Nassau  Hospital.  Dr.  Alden  was  a Fellow  of 
the  American  College  of  Physicians  and  a member  of  the 
New  York  State  Society  of  Internal  Medicine,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Russell  George  Allenza,  M.D.,  of  Rochester,  died  on  July 
28  at  the  age  of  61.  Dr.  Allenza  graduated  in  1942  from 
Albany  Medical  College.  He  was  a member  of  the  Monroe 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Torquato  L.  Bacchiani,  M.D.,  of  Huntington,  died  on 
August  1 at  the  age  of  68.  Dr.  Bacchiani  graduated  in  1938 
from  Georgetown  University  School  of  Medicine.  He  was 
a member  of  the  American  Psychiatric  Association,  the 
Suffolk  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Seymour  David  Berkowitz,  M.D.,  of  Pomona,  died  on 
July  22  at  the  age  of  48.  Dr.  Berkowitz  graduated  in  1957 
from  Washington  University  School  of  Medicine,  St.  Louis. 
He  was  an  attending  physician  at  Good  Samaritan  Hos- 
pital, Suffern.  Dr.  Berkowitz  was  a member  of  the  Rock- 
land County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Oscar  Bodansky,  M.D.,  of  New  York  City,  died  on  August 
21  at  the  age  of  76.  Dr.  Bodansky  graduated  in  1938  from 
the  University  of  Chicago,  The  School  of  Medicine.  He 
was  an  emeritus  member  of  the  medical  staff  at  Memorial 
Hospital.  Dr.  Bodansky  was  a Diplomate  of  the  American 
Board  of  Pathology  (Clinical  Chemistry),  a Fellow  of  the 
College  of  American  Pathologists,  and  a member  of  the 
American  Association  for  Cancer  Research,  the  Society  for 
Experimental  Biology  and  Medicine,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Max  Braun,  M.D.,  of  New  York  City,  died  on  October  29, 
1975,  at  the  age  of  77.  Dr.  Braun  received  his  medical 
degree  from  the  University  of  Breslau  in  1922.  He  was  an 
affiliate  of  the  medical  staff  at  Lincoln  Hospital.  Dr. 
Braun  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  C.  Chang,  M.D.,  of  Brooklyn,  died  on  June  29  at 
the  age  of  56.  Dr.  Chang  received  his  medical  degree  from 
Pennsylvania  Medical  School  (Medical  Department  of  St. 


John’s  University),  Shanghai  in  1945.  He  was  a visiting 
pediatrician  at  Kings  County  Hospital  Center  and  an  at- 
tending pediatrician  at  Brookdale  Hospital  Medical  Cen- 
ter. Dr.  Chang  was  a Diplomate  of  the  American  Board 
of  Pediatrics  and  a member  of  the  American  Academy  of 
Pediatrics,  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Harry  Roland  Chinigo,  M.D.,  of  Flushing,  died  on  August 
4 at  the  age  of  67.  Dr.  Chinigo  graduated  in  1937  from  New 
York  Medical  College.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Isidore  Daichman,  M.D.,  of  Brooklyn,  died  on  August  8 
at  the  age  of  76.  Dr.  Daichman  graduated  in  1925  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  obstetrician  and  gynecologist  at  Jewish 
Hospital  and  Medical  Center  (and  a former  director  of 
obstetrics  and  gynecology  there).  Dr.  Daichman  was  a 
Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of  the  New  York  Academy 
of  Medicine,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Howard  Irving  Diamond,  M.D.,  of  New  York  City,  died 
on  August  6 at  the  age  of  50.  Dr.  Diamond  graduated  in 
1956  from  State  University  of  New  York  Downstate 
Medical  Center.  He  was  an  associate  obstetrician  and 
gynecologist  at  Beth  Israel  Medical  Center,  an  assistant 
obstetrician  and  gynecologist  at  Bellevue  Hospital,  and  an 
assistant  attending  obstetrician  and  gynecologist  at  Uni- 
versity Hospital.  Dr.  Diamond  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology  and  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  Haag  Eckel,  M.D.,  of  New  York  City,  died  on  Au- 
gust 7 at  the  age  of  70.  Dr.  Eckel  graduated  in  1933  from 
Cornell  University  Medical  College.  He  was  a consulting 
surgeon  at  The  New  York  Hospital  and  at  North  Shore 
University  Hospital  (Manhasset).  Dr.  Eckel  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a Fellow  of 
the  American  College  of  Surgeons,  and  a member  of  the 
American  Geriatrics  Society,  the  Society  for  Experimental 
Biology  and  Medicine,  the  New  York  Academy  of  Medi- 
cine, the  New  York  Surgical  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Theodore  H.  Finkle,  M.D.,  of  New  York  City,  died  on 
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January  25  at  the  age  of  63.  Dr.  Finkle  graduated  in  1938 
from  the  University  of  Arkansas  School  of  Medicine.  He 
was  a consulting  psychiatrist  at  Physicians  and  Medical 
Arts  Center  Hospitals,  an  assistant  psychiatrist  at  The  New 
York  Hospital,  and  a visiting  psychiatrist  at  Kings  County 
Hospital  Center.  Dr.  Finkle  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology,  a Diplomate 
of  the  American  Board  of  Dermatology,  Inc.,  and  a member 
Qf  the  American  Psychiatric  Association,  the  Pan  American 
Medical  Association,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Joseph  Anthony  Forte,  M.D.,  of  Brooklyn,  died  on  Au- 
gust 6 at  the  age  of  69.  Dr.  Forte  received  his  medical  de- 
gree from  the  University  of  Rome  in  1935.  He  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  N&w  York,  and  the  Amer- 
ican Medical  Association. 

Walter  Erich  Frieler,  M.D.,  of  New  York  City,  died  on 
November  10,  1970,  at  the  age  of  74.  Dr.  Frieler  received 
his  medical  degree  from  the  University  of  Berlin  in  1922. 
He  was  a member  of  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hyman  Geller,  M.D.,  of  East  Hampton,  died  on  August 
3 at  the  age  of  68.  Dr.  Geller  received  his  medical  degree 
from  the  University  of  Zurich  in  1937.  He  was  an  assistant 
in  family  medicine  at  Nassau  County  Medical  Center  and 
an  honorary  family  practitioner  at  Hempstead  General 
Hospital.  Dr.  Geller  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  American  Geriatrics 
Society,  the  Suffolk  County  Academy  of  Medicine,  the 
Suffolk  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Morris  Gleich,  M.D.,  of  San  Diego,  California,  formerly 
of  The  Bronx,  died  on  July  27  at  the  age  of  88.  Dr.  Gleich 
graduated  in  1917  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Maxwell  Gosse,  M.D.,  of  Poughkeepsie,  died  on  July  17 
at  the  age  of  76.  Dr.  Gosse  graduated  in  1926  from  Queens 
University  Faculty  of  Medicine.  He  was  an  honorary 
surgeon  at  Vassar  Brothers  Hospital  (and  a former  director 
of  surgery  there).  Dr.  Gosse  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  Dutchess  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Herman  Mehrens  Hurdum,  M.D.,  of  Binghamton,  died 
on  April  11  at  the  age  of  73.  Dr.  Hurdum  graduated  in 
1929  from  the  University  of  Nebraska  College  of  Medicine. 
He  was  a Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry)  and  a member  of  the  American 
Psychiatric  Association  and  the  Binghamton  Academy  of 
Medicine. 

Harry  I).  Kruse,  M.D.,  of  Bronxville,  died  on  July  13  at 
the  age  of  77.  Dr.  Kruse  graduated  in  1932  from  Johns 


Hopkins  University  School  of  Medicine.  Formerly  di- 
rector of  the  Division  of  Research  and  Planning  at  the 
Medical  Society  of  the  State  of  New  York,  he  was  a member 
of  the  Westchester  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Robert  K.  Lenz,  M.D.,  of  Gloversville,  died  on  July  2 at 
the  age  of  68.  Dr.  Lenz  graduated  in  1936  from  Albany 
Medical  College.  He  was  an  honorary  member  of  the 
medical  staff  at  the  Nathan  Littauer  Hospital.  Dr.  Lenz 
was  a member  of  the  Fulton  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Stanley  R.  Livingston,  M.D.,  of  New  Rochelle,  died  on 
June  17  at  the  age  of  64.  Dr.  Livingston  graduated  in  1936 
from  Boston  University  School  of  Medicine.  He  was  a 
member  of  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Barbara  J.  Logan,  M.D.,  of  New  York  City,  died  on  July 
8 at  the  age  of  62.  Dr.  Logan  graduated  in  1938  from 
George  Washington  University  School  of  Medicine.  She 
was  an  attending  obstetrician  and  gynecologist  at  The 
Roosevelt  Hospital.  Dr.  Logan  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecolo- 
gists, a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Fertility  Society,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Robert  David  London,  M.D.,  of  New  York  City,  died  on 
July  15  at  the  age  of  56.  Dr.  London  graduated  in  1943 
from  Long  Island  College  of  Medicine.  He  was  an  at- 
tending pediatrician  at  The  Mount  Sinai  Hospital.  Dr. 
London  was  a Diplomate  of  the  American  Board  of  Pedi- 
atrics and  a member  of  the  American  Academy  of  Pediat- 
rics and  the  New  York  Pediatric  Society. 

Angelo  Loverro,  M.D.,  of  Flushing  and  Fresh  Meadows, 
died  on  July  22  at  the  age  of  70.  Dr.  Loverro  received  his 
medical  degree  from  the  University  of  Rome  in  1934.  He 
was  an  associate  neuropsychiatrist  at  Wyckoff  Heights 
Hospital.  Dr.  Loverro  was  a member  of  the  American 
Psychiatric  Association,  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

James  B.  McGrath,  M.D.,  of  New  York  City  and  The 
Bronx,  died  on  August  9 at  the  age  of  81.  Dr.  McGrath 
graduated  in  1920  from  Fordham  University  School  of 
Medicine.  He  was  a Diplomate  of  the  American  Board  of 
Otolaryngology,  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Edgar  R.  Maillard,  M.D.,  of  Garden  City,  died  on  July 
13  at  the  age  of  85.  Dr.  Maillard  graduated  in  1923  from 
McGill  University  Faculty  of  Medicine.  Retired,  he  was 
a member  of  the  American  Public  Health  Association,  the 
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Nassau  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Samuel  Mausner,  M.l).,  of  New  York  City,  died  on  July 
[ 20  at  the  age  of  85.  I)r.  Mausner  graduated  in  1918  from 
new  York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a member  of  the  American  Geriatrics 
Society,  the  New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Conrad  Moritz  Ollendorff,  M.D.,  of  New  York  City,  died 
on  June  17  at  the  age  of  84.  Dr.  Ollendorff  received  his 
medical  degree  from  the  University  of  Freiburg  in  1917. 
He  was  a member  of  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Myrton  G.  Mittlefehldt,  M.D.,  of  Buffalo,  died  on  De- 
i cember  15,  1976,  at  the  age  of  67.  Dr.  Mittlefehldt  grad- 
uated in  1987  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  emeritus  surgeon  at  Deaconess 
Hospital.  Dr.  Mittlefehldt  was  a Fellow  of  the  Interna- 
tional College  of  Surgeons,  the  Buffalo  Academy  of  Med- 
icine, the  Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Hanna  Mulier,  M.D.,  of  New  York  City,  died  in  1972  in 
her  84th  year.  Dr.  Mulier  received  her  medical  degree 
from  the  University  of  Berlin  in  1914.  She  was  a senior 
clinical  assistant  (off  service)  pediatrician  at  The  Mount 
Sinai  Hospital.  Dr.  Mulier  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

John  McManman  Murphy,  M.D.,  of  Bay  Shore,  died  on 
August  7 at  the  age  of  68.  Dr.  Murphy  graduated  in  1935 
from  Long  Island  College  of  Medicine.  He  was  director 
emeritus  of  psychiatry  at  Good  Samaritan  Hospital  (West 
Islip),  a consulting  neuropsychiatrist  at  Southside  Hos- 
pital, and  a consulting  psychiatrist  at  South  Oaks  Hospital 
(Amityville).  Dr.  Murphy  was  a Diplomate  of  the  Amer- 
ican Board  of  Psychiatry  and  Neurology  (Psychiatry)  and 
a member  of  the  American  Psychiatric  Association,  the 
Suffolk  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Paul  Rabinowitz,  M.D.,  of  Forest  Hills,  died  on  July  12 
at  the  age  of  47.  Dr.  Rabinowitz  received  his  medical  de- 
gree from  the  University  of  Leiden  in  1956.  He  was  an 
assistant  physician  in  internal  medicine  at  Queens  Hospital 
Center  and  an  attending  physician  in  internal  medicine  at 
Jamaica,  Parkway  and  Kew  Gardens  Hospitals.  Dr.  Ra- 
binowitz was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine  and  a member  of  the  New  York  State  So- 
ciety of  Internal  Medicine,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Carlos  E.  Ramirez,  M.D.,  of  Smithtown  and  Bay  Shore, 
died  on  July  21  at  the  age  of  61.  Dr.  Ramirez  received  his 


medical  degree  from  the  University  of  Havana  in  1943.  He 
was  an  attending  psychiatrist  at  Kings  Park  Psychiatric 
Center.  Dr.  Ramirez  was  a member  of  the  American 
Geriatrics  Society,  the  American  Psychiatric  Association, 
the  Suffolk  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Donald  Wood  Richie,  M.D.,  of  Croton  Falls,  died  on 
August  1 1 at  the  age  of  70.  Dr.  Richie  graduated  in  1932 
from  Hahnemann  Medical  College  and  Hospital  of  Phila- 
delphia. He  was  an  honorary  member  of  the  medical  staff 
in  medicine  at  Northern  Westchester  Hospital  Center.  Dr. 
Richie  was  a member  of  the  American  School  Health  As- 
sociation, the  Westchester  Academy  of  Medicine,  the 
Westchester  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Hilda  Ries,  M.D.,  of  New  York  City,  died  on  June  25  at  the 
age  of  78.  Dr.  Ries  received  her  medical  degree  from  the 
University  of  Berlin  in  1924.  She  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Isidore  Sarner,  M.D.,  of  Long  Island  City,  died  on  July 
26  at  the  age  of  74.  Dr.  Sarner  graduated  in  1930  from  New 
York  Homeopathic  Medical  College  and  Flower  Hospital. 
Dr.  Sarner  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Gisela  Scheid,  M.D.,  of  New  York  City,  died  on  June  4 at 
the  age  of  78.  Dr.  Scheid  received  her  medical  degree  from 
the  University  of  Vienna  in  1924.  She  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Curtis  T.  Skeete,  M.D.,  of  Riverhead,  died  on  July  21  at 
the  age  of  84.  Dr.  Skeete  graduated  in  1925  from  Tufts 
University  School  of  Medicine.  He  was  an  honorary 
physician  in  medicine  at  Central  Suffolk  Hospital  Asso- 
ciation. Dr.  Skeete  was  a member  of  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Norman  George  Stessing,  M.D.,  of  Grand  Island,  died 
on  May  14, 1976,  at  the  age  of  61.  Dr.  Stessing  graduated 
in  1940  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Jack  Karl  Zydney,  M.D.,  of  The  Bronx,  died  on  August 
2 at  the  age  of  63.  Dr.  Zydney  graduated  in  1937  from  New 
York  University  College  of  Medicine.  He  was  an  assistant 
surgeon  at  the  Arthur  C.  Logan  Memorial  Hospital.  Dr. 
Zydney  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Bronx  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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Abstracts  in  Interlingua 


Jara,  F.,  Takita,  H.,  e Rao,  U.  N.  M.:  Mesothelioma 
maligne  del  pleura;  observation  clinic-pathologic,  New 
York  State  J.  Med.  77: 1885  (Octobre)  1977. 

Le  studios  clinic-pathologic  de  26  patientes  con  meso- 
thelioma pleural  maligne  es  presentate.  Le  symptoma 
initial  plus  frequente  esseva  le  dolor  pectoral.  Le  radi- 
ographia  initial  del  pecto  revelava  le  presentia  de  effusion 
pleural  in  omne  casos.  In  nostra  experientia,  le  diagnose 
cytologic  del  liquido  pleural  non  esseva  de  confidentia,  e 
in  19  de  26  casos,  le  biopsia  aperte  esseva  necessari  pro  le 
diagnose.  Le  radiotherapia  sol  nbn  esseva  effective.  Intra 
19  agentes  chimiotherapeutic,  5 esseva  active  contra  le 
mesothelioma  maligne.  Iste  esseva  le  5-fluorouracilo,  le 
cyclophosphamida,  le  chlorohydrate  de  doxorubicina,  le 
methotrexato  e le  “GAG”  de  methylo.  Le  patientes  su- 
perviveva  de  1.5  a 67  menses,  con  un  promedio  de  5 men- 
ses. 

Murphy,  G.  P.:  Chimiotherapia  del  cancer  vesical;  pro- 
gresso  actual,  New  York  State  J.  Med.  77: 1889  (Octobre) 
1977. 

Le  chimiotherapia  del  cancer  vesical,  superficial  or  avi- 
ansate,  es  totavia  in  un  stadio  temprane  de  disveloppam- 
ento.  Actualmente,  5 drogas  ha  essite  evalutate,  mais 
minimamente.  Le  facto  que  iste  5 drogas:  Adriamicina; 
5-fluorouracilo,  mitomicina  C,  platinum  derivatives  e cy- 
clophosphamida, ha  certe  activitate  anticancerose,  le  chi- 
miotherapia debe  esser  plus  studiate  con  essaios  thera- 
peutic clinicmente  controlate.  Le  effectos  de  agentes  como 
le  nitrosoureas,  le  bleomicina  e le  actinomicina  D,  como 
approche  chimiotherapeutic  combinate,  debe  provocar  plus 
interes.  Altere  combinationes  debe  etiam  esser  studiate 
attentemente  pro  observar  le  responsas  al  tractamento.  Le 
necessitate  primari  in  le  therapia  del  cancer  vesical  es  un 
tractamente  effective,  de  toxicitate  minime  e capabile  de 
erradicar  le  cellulas  tumoral  que  persista  depost  le  chi- 
rurgia,  e etiam  de  un  radiotherapia  que  cumpla  su  function 
principal:  le  destruction  del  cellulas  tumoral.  Altere  es- 
saios actual  pare  indicar  que  le  chimiotherapia  offere  certe 
potential  therapeutic  pro  satisfacer  iste  requirimentos. 

Farber,  I.:  Psychosis  manic-depressive.  New  York  State 
J.  Med.  77:  1904  (Octobre)  1977. 

In  iste  ultime  annos,  le  incidentia  del  psychosis  manic- 
depressive  es  declinante  progressivemente.  Plus  recen- 
temente,  con  le  uso  del  lithium  per  le  tractamento  de  iste 
morbo  e le  marcate  augmento  del  litteratura  medic  e non 
medic  supra  le  psychosis  manic-depressive,  pare  que  le 
frequentia  de  iste  morbo  es  plus  elevate  que  anteriormente. 
Nonobstante,  le  studio  attente  del  morbo  monstra  que  non 
ha  habite  un  elevation  significative  del  incidentia  del 
psychosis  manic-depressive. 

Siris,  J.  H.,  Werner,  W.  L.,  e Pippenger,  C.  E.:  Epilepsia 
associate  con  morbos  mental;  natura  e tractamento,  New 
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York  State  J.  Med.  77: 1906  (Octobre)  1977. 

Le  relative  elevate  frequentia  del  epilepsia  associate  con 
morbos  mental  es  grandemente  debite  al  patientes  con 
injuria  cerebral.  Ben  que  le  morbo  de  typo  schizophrenic 
pote  presentar  se  in  epilepticos,  nostra  information  tende 
a confirmar  le  impression  que  le  schizophrenia  non  com- 
plicate non  es  un  factor  importante  in  le  disveloppamento 
subsequente  de  convulsiones.  Pare  haber  un  association 
statistic — ben  que  un  relation  de  causa  a effecto  non  ha 
essite  probate— inter  le  disveloppamento  de  convulsiones 
in  le  population  schizophrenic  e un  injuria  cerebral  o le 
therapia  de  shock,  le  psychochirurgia  o le  therapia  neuro- 
leptic con  doses  elevate.  Le  programma  therapeutic  del 
epilepsia  associate  con  morbos  mental  debe  considerar 
certe  factores  psychiatric  periculose  in  le  epilepsia  desde 
que  le  tractamento  pharmacologic  per  se  pote  esser  non 
satisfactori.  Es  suggerite  le  studio  del  causas  del  convul- 
siones e del  medios  de  meliorar  le  tractamento. 


Pinck,  B.  D.,  Alexander,  S.,  e Siegendorf,  S.:  Anterior 
urethropexia;  vista  retrospective,  New  York  State  J.  Med. 
77: 1910  (Octobre)  1977. 

Le  urethropexia  anterior  esseva  facite  in  86  patientes  per 
corriger  le  incontinentia  de  effortid.  In  85  pro  cento  del 
casos,  le  operation  esseva  successose.  In  le  12  fallimentos 
del  tractamento,  un  seconde  operation  esseva  facite  in  6 
patientes;  le  resultato  esseva  satisfactori  in  4.  Non  mor- 
talitate  o morbiditate  esseva  observate.  Iste  experientia 
indica  que,  con  le  adequate  selection  del  casos,  es  possibile 
obtener  resultatos  successose  in  le  correction  del  inconti-  « 
nentia  de  effortio  in  feminas. 

Shafer,  N.:  Per  que  morbo  de  Reiter?,  New  York  State 
J.  Med.  77: 1913  (Octobre)  1977. 

Le  syndrome  de  Reiter  es  traditionalmente  characteri-  || 
sate  per  un  triada  symptomatic:  arthritis,  conjunctivitis 
e urethritis.  Iste  symptomas  pote  presentar  se  juncte  o 
sequentialmente.  Le  entitate  classic  corresponde  al  des- 
cribite  per  Reiter,  con  le  symptomatologia  acceptate  cur- 
rentemente.  Le  evidentia  que  monstra  un  importante 
correlation  inter  le  morbo  de  Reiter,  altere  arthropathias 
seronegative  que  ha  le  mesme  symptomatologia  de  iste 
morbo  e le  histocompatibilitate  con  le  antigeno  HL-A  B27 
es  revistite.  Es  suggerite  que  le  determination  del  antigeno 
HL-A  B27  pote  esser  usate  como  test  confirmatori  per  le 
diagnose  del  morbo  de  Reiter.  Es  etiam  suggerite  que  le 
correlation  del  antigeno  HL-A  B27  con  arthropathias 
similar  indica  que  iste  morbos  non  es  entitates  separate, 
mais  es  plus  probabile  que  sia  manifestationes  differente 
de  un  mesmo  processo  pathologic.  Es  etiam  urgite  que  le 
nomine  de  morbo  de  Reiter  sia  abandonate  e que  altere 
nove  designation,  que  plus  exactemente  describe  le  spec- 
trum de  iste  processo  pathologic,  sia  adoptate. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


Month  in  Washington 


Congress  was  moving  to  wrap  up  work  on  as  much  health 
legislation  as  possible  in  preparation  for  the  gathering 
storm  over  NHI  (national  health  insurance)  in  1978. 

The  Administration  was  putting  strong  pressures  on 
senators  and  representatives  to  move  quickly  on  President 
Carter’s  proposal  for  a “cap”  on  allowable  hospital  revenue 
increases,  insisting  that  the  cost  containment  plan  was  a 
prerequisite  for  NHI. 

Despite  the  sense  of  urgency  imparted  by  the  Adminis- 
tration, it  appeared  that  jurisdictional  problems,  a cool- 
ing-off by  organized  labor  on  the  plan,  and  stiff  opposition 
from  hospital  and  physician  groups,  would  serve  to  carry 
the  issue  over  until  next  year. 

The  Administration  was  keeping  mum  about  the  form 
its  NHI  program  will  take.  Task  forces  of  planners  were 
busy  at  HEW  drafting  various  approaches.  About  the  only 
certainty  at  this  stage  is  that  the  Carter  NHI  bill  will  call 
for  implementation  in  stages  to  avoid  a crushing  financial 
burden  on  the  Federal  treasury. 

Few  expect  Congress  can  do  more  next  year  than  take 
a good  look  at  NHI.  The  awkward  jurisdictional  tangle  in 
Congress,  where  two  committees  in  both  House  and  Senate 
must  share  jurisdiction,  makes  for  delay.  With  lawmakers 
anxious  to  get  the  session  over  with  quickly  so  they  can 
campaign  for  the  1978  elections,  only  the  most  sanguine 
NHI  proponents  predict  final  congressional  action  next 
year. 

Analyzing  the  NHI  situation  for  the  benefit  of  Congress, 
the  CBO  (Congressional  Budget  Office)  issued  a report 
warning  that:  “if  strategies  to  contain  health  expenditures 
are  not  adopted  soon,  the  possibility  of  enacting  a com- 
prehensive national  health  insurance  program  may  be 
adversely  affected.” 

In  addition  to  the  Hospital  Cost  plan.  Congress  in  the 
final  weeks  of  the  1977  session  was  faced  with  numerous 
other  health  issues.  Among  the  measures  hanging  fire  were 
the  Health,  Education,  and  Welfare  Department  appro- 
priation, which  had  been  stalled  over  the  abortion  issue; 
new  Federal  regulations  for  clinical  laboratories;  Medi- 
care-Medicaid fraud  and  abuse;  Federal  aid  for  rural  health 
clinic  physician  extenders;  the  Administration’s  plan  for 
expanding  the  child  health  program;  and  an  omnibus  drug 
bill  making  many  changes  in  FDA  (Food  and  Drug  Ad- 
ministration) operations  and  regulations,  including  new 
labelling  language. 

Some  of  these  bills  were  fated  to  remain  lodged  in  Con- 
gress until  1978.  The  only  sure  bet  for  passage  in  1977  was 
the  appropriations  bill  which  gives  HEW  several  billion 
dollars  more  than  President  Carter  recommended  and 
continues  to  bar  Federal  Medicaid  payments  for  most 
abortions. 

Other  major  health  bills  before  Congress  included  an 
18-month  delay  in  the  proposed  FDA  ban  on  saccharin; 
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amending  the  renal  disease  program  to  encourage  self- 
dialysis and  kidney  transplants;  establishing  a separate 
Department  of  Health;  and  freeing  Federal  scholarship 
stipends  from  income  tax. 


BEROCCA 

therapy  P gorily 


TABLETS 


Balanced  high  potency  B-complex 
and  500  mg  vitamin  C 
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The  gloomy  report  by  the  CBO  (Congressional  Budget 
Office)  on  health  spending  advised  House  and  Senate 
Budget  Committees  that  current  control  efforts  “will  ap- 
parently have  little  effect  on  the  upward  trend  in  health 
expenditures.  . . .” 

The  report  said  existing  reimbursement,  facility,  and 
utilization  containment  programs  can  be  altered  by  in- 
creasing or  decreasing  the  level  of  regulation.  “Changes 
must  be  made  in  hospital  reimbursement  practices  if  some 
immediate  impact  on  hospital  expenditures  is  to  occur,” 
the  report  said. 

According  to  the  CBO,  “A  successful  program,  whether 
administered  at  the  state  or  Federal  level,  would  have  to 
break  the  automatic  cost-increase/revenue-increase  rela- 
tionship that  is  currently  enjoyed  by  individual  hospitals.  I 
Certificate-of-need  programs  could  be  strengthened 
through  increased  financial  support  for  the  state  agencies, 
more  precise  Federal  guidelines,  and  perhaps  limits  on 
capital  spending.  The  cost-effectiveness  of  PSROs  might 
be  improved  by  restricting  utilization  review  to  more 
questionable  medical  practices  or  by  emphasizing  pread- 
mission review.” 

The  way  the  CBO  sees  it,  “The  expansion  of  regulatory 
efforts  is  an  attempt  to  compensate  for  the  overutilization 
of  health  care  and  the  failure  of  high  costs  to  lessen  de- 
mand. Appropriate  changes  in  the  underlying  supply  and 
demand  factors  could  reduce  the  need  for  hospital  regu- 
lation. Moreover,  because  these  supply  and  demand  fac- 
tors operate  throughout  the  entire  health  sector,  successful 
containment  of  hospital  expenditures  might  accelerate 
nonhospital  expenditures.  Increases  in  patients’  out-  ' 
of-pocket  costs  or  limits  on  physicians’  fees  might,  however, 
increase  price-consciousness  related  to  nonhospital 
care.” 

The  report  continued:  “Federal  regulatory  efforts  to 
contain  the  supply  of  resources  have  concentrated  on  beds 
and  facilities,  virtually  disregarding  manpower  and  tech-  I 
nology.  While  prospective  reimbursement  and  utilization 
control  programs  can  be  strengthened  and  thereby  reduce 
health  expenditures,  their  effectiveness  may  be  limited 
without  national  health  insurance,  because  of  the  number 
of  third-party  payers  and  the  variation  in  their  payment 
procedures.  Supply  policies,  however,  might  be  quite  ef- 
fective without  national  health  insurance.  (Countries  with 
national  health  insurance  plans  are  relying  increasingly  on 
constraints  in  supply  to  contain  health  expenditures.)” 

Future  growth  in  the  number  of  physicians  could  be  re- 
duced, particularly  by  restricting  the  influx  of  foreign 
medical  graduates,  CBO  said,  adding: 

“Because  each  additional  practicing  physician  generates 
expenditures  for  both  hospital  and  physician  care  far  be- 
yond the  level  of  his  net  income,  strategies  to  reduce  the 
impact  of  each  physician  on  total  expenditures  could  be 
considered.  Altering  reimbursement  schedules  and  in- 
creasing the  proportion  of  physicians  in  primary  care  and 
in  prepaid  health  plans  are  possible  strategies.” 

Present  reimbursement,  facility,  and  utilization  con- 
tainment programs  directed  at  hospitals  could  be  changed 
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Medical  News 


Common  hereditary  disease 
identified  by  researchers 

The  most  common  hereditary  disease  is  a form  of  fa- 
milial hypercholesterolemia  (KH),  a condition  character- 
ized by  defective  or  missing  cell  receptors  which  allow  the 
body  to  accumulate  too  much  cholestrol,  clogging  arteries, 
and  leading  to  early  heart  attacks,  say  two  researchers 
credited  with  its  discovery. 

Speaking  to  more  than  200  researchers  and  clinicians 
attending  an  international  symposium  at  the  State  Uni- 
versity at  Buffalo  in  August,  J.  L.  Goldstein,  M.D.,  and  M. 
S.  Brown,  M.D.,*  University  of  Texas,  noted  that  one  in 
every  500  persons  inherits  the  KH  characteristic  from  one 
parent,  the  heterozygous  form  of  the  disease.  A rare  one 
person  in  a million  inherits  the  defect  from  both  parents, 
resulting  in  the  homozygous  form. 

“Those  with  heterozygous  KH  may  not  be  aware  they 
have  it  until  they  suffer  a relatively  early  heart  attack  be- 
tween 35  to  55,”  Dr.  Goldstein  said.  “But  it  can  be  de- 
tected earlier  through  routine  screening  of  patients’  cho- 
lesterol levels  or  if  family  history  reveals  incidence  of  early 
heart  attacks  or  elevated  cholesterol.” 

Those  with  homozygous  KH  often  have  their  first  heart 
attack  by  age  ten,  preceded  by  unusually  high  cholesterol 
levels,  Dr.  Goldstein  added. 

Although  a low  cholesterol  diet  does  not,  by  itself,  sig- 
nificantly reduce  the  KH  patient’s  cholesterol  levels,  those 
levels  can  be  reduced  about  30  percent  when  diet  is  com- 
bined with  cholesterol-reducing  drugs. 

Dr.  Goldstein  noted  that  about  one  person  in  20  who  has 
a heart  attack  before  age  50  has  heterozygous  KH,  while  one 
out  of  every  25  persons  with  high  cholesterol  levels  has  the 
defect. 

Treatment  programs  are  similar  for  KH  patients  and 
their  counterparts  whose  high  cholesterol  levels  can  be 
attributed  to  other  factors.  “Researchers  are  continuing 
to  look  for  specific  therapy  for  KH  patients,”  Dr.  Goldstein 
said. 

Conferences  such  as  the  one  at  U/B  are  important,  Dr. 
Brown  noted,  because  they  provide  an  opportunity  for 
scientists  and  clinicians  to  compare  information.  Research 
in  the  basic  sciences,  he  said,  still  provide  the  “ground- 
work” on  which  later  clinical  discoveries  are  based. 

Dr.  Brown  credited  KH  identification  partially  to  basic 
scientists  who  studied  amoeba  for  reasons  unrelated  to 
cholesterol  regulation  or  heart  disease,  adding  information 
provided  through  their  research  was  a clue  to  his  and  Dr. 
Goldstein’s  discovery  of  the  defect. 

* 1977  recipients  of  the  Albion  O.  Bernstein,  M.D.  Award. 
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Promotion  of  new  Auxiliaries 
of  county  medical  societies 

Does  your  county  society  have  an  Auxiliary?  If  not  it 
is  missing  an  important  public  relations  link  with  your 
community.  Without  an  auxiliary  your  spouse  is  missing 
a direct  line  to  information  about  problems  of  professional 
liability,  health  care  legislation,  alternate  methods  of 
providing  health  care  and  their  effect  on  the  private 
practice  of  medicine,  and  other  important  health  infor- 
mation. 

Your  Society  can  start  an  auxiliary  NOW.  The  State 
Auxiliary  can  help  you  with  the  preliminary  steps — just  let 
us  know  your  needs! 

If  your  county  society  has  an  auxiliary  be  sure  your 
spouse  is  active  in  assisting  and  supporting  its  numerous 
volunteer  activities.  See  that  your  society  calls  on  its 
auxiliary  to  help  with  specific  activities  in  the  community 
and  that  it  works  cooperatively  with  them. 

The  National,  State,  and  county  auxiliaries  are  striving 
to  increase  their  membership  rolls.  The  greater  the 
number  of  members,  the  greater  the  tasks  that  can  be  un- 
dertaken for  medicine.  We  need  your  support.  Every 
physician’s  spouse  should  join  us — we  can  accomplish  more 
together. 

Grants  awarded  for  new 
smoking-health  research 

Studies  on  a marker  substance  that  may  indicate  the 
presence  of  lung  cancer  and  on  smoking  and  pregnancy  are 
among  seven  new  grants  announced  on  August  31  by  the 
Council  for  Tobacco  Research-U.S.A.,  Inc. 

Since  it  was  established  in  1954,  the  Council  has  pro- 
vided more  than  $44  million  for  research  by  independent 
scientists  into  smoking  and  health.  Grants  are  awarded 
following  recommendations  by  a scientific  advisory  board, 
currently  consisting  of  11  physicians  and  scientists. 

Research  support  has  been  given,  so  far,  to  371  scientists 
in  247  medical  schools,  hospitals,  and  research  institutions. 
Grant  recipients  are  responsible  for  disclosing  the  results 
of  their  work  and  they  have  published  to  date  1,480  reports 
on  Council-supported  studies  in  medical  and  scientific 
journals. 

Beware  of  the  wild  mushroom 

New  York  City  Health  Department  warning 

Mushroom  hunting,  even  by  the  knowledgeable,  can  be 
a deadly  sport,  according  to  Pascal  J.  Imperato,  M.D.,  New 
York  City  Health  Commissioner.  “During  late  summer 
and  fall,  mushrooms  can  be  found  in  abundance,  growing 
wild  in  and  around  New  York  City.  New  Yorkers  should 
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be  on  guard  against  eating  them,  risking  food  poisoning, 

and  possibly  death.” 

He  recommends  the  following  precautions  in  case  a 
mushroom,  thought  to  be  unsafe,  is  ingested: 

• Try  to  induce  vomiting.  Unlike  many  poisons, 
mushroom  poisons  are  absorbed  slowly.  Call  a phy- 
sician immediately. 

• Contact  the  Poison  Control  Center  of  the  New  York 
City  Department  of  Health,  at  340-4494,  for  advice  on 
what  precautions  to  take  while  waiting  for  medical 

' care.  The  Center  operates  24  hours  a day,  seven  days 
a week. 

• Save  a sample  of  the  mushroom  for  identification  by 
a mycologist.  Such  identification  cannot  be  based  on 
a telephone  description. 

Charter  granted  to  professional  photographers 
of  Israel 

On  July  31,  1977,  the  Professional  Photographers  As- 
sociation convened  at  the  Hyatt  Regency  Hotel,  Chicago, 
with  395  delegates  from  50  states  and  18  countries.  The 
Council  and  the  Association  voted  unanimously  to  accept 
the  Professional  Photographers  of  Israel  as  the  first  In- 
ternational Affiliate  from  the  Middle  East.  A Charter  of 
Affiliation  was  given  to  Richard  Ippen  at  a gala  reception 
at  the  Holiday  Inn  at  O’Hare  Airport.  The  Annual  Mas- 
ters of  Photography  banquet  followed.  Mr.  Richard  Ippen 
was  given  a standing  ovation  after  his  acceptance  speech. 
Many  representatives  of  photographic  journals  from  the 
United  States  and  abroad  were  present  on  this  occasion. 

Merchants  Bank  selects  Upstate 
Medical  Center  as  recipient  of  $97,000 
Scholarship  fund 

In  one  of  the  rare  instances  where  a bank  has  had  the 
privilege  of  selecting  the  recipient  of  a bequest  under  a will, 
the  Merchants  National  Bank  & Trust  Company  of  Syra- 
cuse, acting  as  Executor  of  the  estate  of  Mrs.  Vida  Cooke 
Stuewe,  has  fulfilled  the  terms  of  her  will  by  choosing 
Upstate  Medical  Center  (Syracuse,  N.Y.)  the  largest  in- 
dividual scholarship  bequest  ever  received  by  Upstate,  as 
recipient  of  $97,000  to  establish  the  Willis  S.  Cooke 
Scholarship  Fund. 

In  accepting  the  check  for  the  Medical  Center,  George 
F.  Reed,  M.D.,  Executive  Vice  President,  Upstate  Medical 
Center  and  dean,  College  of  Medicine,  stated,  “This  is  the 
largest  single  individual  scholarship  bequest  ever  given  to 
Upstate.” 

National  Board  of  Medical  Examiners 
to  serve  as  test  consultant 
to  the  American  Association  of  Medical 
Assistants 

The  American  Association  of  Medical  Assistants 
(AAMA)  has  named  the  National  Board  of  Medical  Ex- 
aminers, (NBME),  3920  Chestnut  Street,  Philadelphia, 
Pennsylvania  19104,  as  educational  test  consultant.  Ef- 
fective immediately,  the  National  Board  of  Medical  Ex- 
aminers will  begin  to  work  with  AAMA  in  the  preparation 
of  the  1978  certification  examinations  to  be  offered  in  the 
spring  and  fall  at  more  than  100  test  centers  nationwide. 

The  American  Association  of  Medical  Assistants  is  a 
national,  nonprofit  organization  of  18,500  members  located 
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in  525  local  chapters  and  46  state  societies,  plus  the  District 
of  Columbia.  It  is  dedicated  to  the  professional  ad- 
vancement of  medical  assistants  who  handle  both  admin- 
istrative and  clinical  duties  in  physicians’  offices  and  other 
medical  facilities. 

As  the  first  professional  organization  for  medical  assis- 
tants (founded  1956),  AAMA  pioneered  in  developing  the 
only  certification  program  in  this  field.  More  than  7,500 
certificates  have  been  earned  since  the  first  examination 
was  given  in  1963. 

A medical  assistant  who  successfully  completes  the  basic 
examination  is  identified  as  a Certified  Medical  Assistant 
(CMA).  Specialty  categories  include  administrative 
(CMA-A),  clinical  (CMA-C),  and  pediatric  (CMA-Ped). 
Formal  educational  programs  for  medical  assistants  are 
accredited  by  the  AMA,  in  collaboration  with  the 
AAMA. 

The  National  Board  of  Medical  Examiners  is  a nonprofit 
voluntary  testing  organization  which  prepares  and 
administers  medical  and  specialty  board  examinations.  In 
1976  the  NBME  expanded  its  service  to  include  allied 
health  groups.  AAMA  is  the  third  allied  health  association 
to  work  with  the  NBME,  the  others  being  physicians’  as- 
sistants and  pediatric  nurse  practitioners.- 

Research  grants  awarded 
by  The  American  Cancer  Society 
New  York  City  Division 

More  than  $3  million  in  new  grants  will  help  New  York 
City  researchers  battle  cancer. 

The  American  Cancer  Society’s  New  York  City  Division 
has  announced  research  grants  totaling  $3,112,641  to  43 
physicians  and  scientists  at  11  medical  and  education  in- 
stitutions in  the  City. 

Announcement  of  the  grants  was  made  by  the  Society’s 
New  York  City  Division  president,  Hugh  R.  K.  Barber, 
M.D.  Grants  are  awarded  twice  a year,  in  January  and 
July. 

In  addition  to  individual  awards,  institutional  grants  to 
encourage  new  minds  and  new  ideas  in  cancer  research 
were  awarded  to  Albert  Einstein  College  of  Medicine, 
Sloan-Kettering  Institute  for  Cancer  Research,  and  the 
New  York  University  School  of  Medicine. 

Individual  recipients  are  affiliated  with  the  above  in- 
stitutions and  with  City  College  of  the  City  University  of 
New  York,  Columbia  University  College  of  Physicians  and 
Surgeons,  and  Downstate  Medical  Center. 

Also  Cornell  University  Medical  College,  Mount  Sinai 
School  of  Medicine,  The  New  York  Blood  Center,  The 
Public  Health  Research  Institute  of  the  City  of  New  York, 
and  Rockefeller  University. 

The  Society’s  New  York  City  Division  raises  some  $5.E 
million  locally  to  help  support  nationwide  research  as  well 
as  local  programs  of  education,  patient  care,  and  rehabili 
tation. 

Court  orders  Anacin  ads  stopped; 
aspirin  ads  false 

A Federal  court  has  ordered  Anacin  to  immediately  stop 
false  television,  radio,  and  print  advertising  against  Tyleno 
claiming  that  aspirin-based  Anacin  can  reduce  inflam 
mation  that  comes  with  pain  and  Tylenol  cannot. 

The  court  found  no  medical  support  for  American  Horrn 
Products  Corp.’s  ad  claims,  “For  pain  other  than  headachi 
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The  Truly  Affordable  Small  Business  Computer 
Let  it  Do  Your  Billing  for  You 


Designed  specifically  for  Medical  & Dental  prac- 
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Anacin  can  reduce  inflammation  that  often  comes  with 
pain.  Tylenol  cannot,”  and  “Your  body  knows  the  dif- 
ference.” 

In  his  decision,  Judge  Charles  E.  Stewart,  the  Federal 
District  Court  of  Southern  New  York,  stated,  “There  is 
substantial  evidence  that  consumers  have  been  and  will 
continue  to  be  deceived  as  to  relative  efficacy  of  the  two 
products  and  this  deception  is  injuring  and  will  continue 
to  injure  Tylenol’s  reputation  among  consumers.” 

A spokesman  for  McNeil  Laboratories,  makers  of 
Tylenol,  said  “We  are  obviously  pleased  with  this  decision. 
It  sets  a precedent  against  other  aspirin  advertising  like 
Bayer  and  Bufferin  which  also  claim  anti-inflammatory 
benefits  over  Tylenol.” 

The  Court’s  decision  also  stated,  “Thus,  we  conclude 
that  the  preponderance  of  the  reliable  evidence  indicates 
that  ASA  (aspirin)  and  APAP  (acetaminophen)  are  equally 
effective  analgesics  at  OTC  levels  for  conditions  which  are 
associated  with  inflammation  or  have  inflammatory  com- 
ponents.” 

In  light  of  the  foregoing  findings,  the  Court  concluded 
that  American  Home  Products  had  made  false  represen- 
tation in  “claiming;  (l)that  Anacin  was  superior  to 
Tylenol  generally;  and  (2)  that  Anacin  is  a superior  anal- 
gesic to  Tylenol  for  conditions  which  are  associated  with 


inflammation  or  have  inflammatory  components.” 

The  court  also  stated,  “As  to  the  third  representation 
that  Anacin  at  OTC  dosages  reduced  inflammation  in  the 
conditions  listed  in  the  advertisements  to  a clinically  sig- 
nificant extent,  the  state  of  medical  knowledge  and  re- 
search is  not  such  as  to  allow  us  to  reach  a definitive  con- 
clusion as  to  the  falsity  of  this  claim.  But  since  we  find 
that  the  three  claims  are  integral  and  inseparable,  we  find 
that  the  advertisements  as  a whole  make  false  represen- 
tations for  Anacin  and  falsely  disparage  Tylenol  in  viola- 
tion of  the  Lanham  Act.” 

In  the  same  action,  the  judge  dismissed  American 
Home’s  charge  against  McNeil  Laboratories  that  Tylenol 
was  harassing  Anacin  when  it  asked  television  networks  to 
drop  the  false  Anacin  advertising. 

Musicians  needed 

Musicians  are  invited  to  join  two  orchestras.  The 
Brooklyn  Doctors’  Symphony  rehearses  Wednesdays  in  the 
Nurses’  Auditorium  second  floor  Residence  Hall,  Clarkson 
and  New  York  Avenues,  Kings  County  Hospital  Center, 
Brooklyn,  New  York.  The  Doctors’  Orchestral  Society  of 
New  York  meets  Thursday  evenings  in  the  Auditorium  of 
Stuvvesant  High  School,  East  15th  Street  between  First 
and  Second  Avenues,  New  York.  Rehearsals  are  held  8:15 

continued  on  page  2006 


October  1977/New  York  State  Journal  of  Medicine  2005 


to  10:15  p.m.  during  October  through  May.  Please  contact 
Benjamin  A.  Rosenberg,  M.D.,  909  President  Street, 
Brooklyn,  New  York.  NE  8-2370. 

New  publication 

A monograph  recently  published  by  the  National  In- 
stitute of  Mental  Health  (NIMH)  of  DHEW’s  Alcohol, 
Drug  Abuse,  and  Mental  Health  Administration  entitled, 
What  the  Brain  Tells  the  Muscles,  is  designed  to  provide 
-a  deeper  understanding  of  the  brain  mechanisms  respon- 
sible for  the  control  and  integration  of  motor  functions. 

Potentially,  the  research  findings  reported  can  be  ap- 
plied to  relieve  movement  disorders  in  persons  having 
Parkinson’s  disease,  Huntington’s  chorea,  or  other  types 
of  diseases  that  affect  movement. 

Dr.  Edward  V.  Evarts,  a neurophysiologist,  and  his  col- 
leagues in  the  Intramural  Research  Program  of  NIMH,  are 
exploring  the  inner  working  of  the  monkey’s  brain  in 
relation  to  movement.  By  using  “microelectrodes”  (fine, 
barely  visible  filament-like  electrical  recorders  inserted 
into  the  brain),  the  electrical  activities  of  single  neurons 
can  be  studied.  Dr.  Evarts  has  also  designed  a “primate 
chair”  which  immobilizes  the  monkey’s  head,  although  the 
monkey  can  still  move  one  arm  and  hand  to  push,  pull,  or 
bend  permitting  the  scientists  to  study  these  movements 
in  relation  to  the  brain. 

Other  projects  are  the  brain  and  muscles  as  a command 
and  control  system,  how  to  recognize  pyramidal  tract 
neurons,  what  the  brain  tells  the  muscles,  and  reflexes  and 
voluntary  movement. 

A brief  list  of  supplemental  readings  is  also  included. 

This  17-page  monograph  is  for  sale  for  35  cents  by  the 
Superintendent  of  Documents,  U.S.  Government  Printing 
Office,  Washington,  D.C.  20402  (minimum  charge  $1.00 
for  each  mail  order).  Specify  Stock  No.  017-024-00550- 
9. 

Status  of  measles 
in  New  York  City 

According  to  Pascal  J.  Imperato,  M.D.,  New  York  City 
Health  Commissioner,  the  occurrence  of  measles  is  no 
longer  the  major  health  problem  it  once  was  in  New  York 
City. 

Dr.  Imperato  said,  “Prior  to  the  advent  of  the  measles 
vaccine  in  1963,  large  epidemics  occurred  every  two  to  three 
years.  During  those  epidemic  years,  the  number  of  cases 
reported  to  the  Health  Department  was  sizable.  As  an 
example,  there  were  42,000  cases  reported  in  1954,  and 
22,000  cases  reported  in  1956.  Since  the  availability  of  the 
vaccine,  the  number  of  cases  of  measles  has  fallen  dra- 
matically. 

The  number  of  cases  of  measles  reported  to  the  Health 
Department  from  1970  through  the  first  seven  months  of 
1 977  are  as  follows:  1970—1,154;  1 97 1 —3,819;  1972—447; 
1973—965;  1974—651;  1975—170;  1976—497;  1977— 
(January  1-July31) — 681. 


A recent  Health  Department  survey  indicates  that  81 
percent  of  all  children  entering  public,  private,  day  care, 
and  nursery  schools  in  New  York  City,  for  the  first  time  j 
during  the  1975-1976  school  term,  were  adequately  im- 
munized against  measles.  National  figures  report  that  65.5 
percent  of  all  school  enterers  were  adequately  immunized 
against  measles  during  the  same  time  period. 

“The  statistical  data  indicate  that  a large  percentage  of 
New  York  City  children  are  adequately  immunized  against 
measles.  The  major  thrust  of  the  New  York  City  Health 
Department’s  1977  immunization  campaign  is  to  raise  the 
current  levels  of  measles  immunization  even  higher  than 
they  are  at  present,”  Dr.  Imperato  said.  “Another  im- 
portant component  of  the  immunization  campaign  is  to 
improve  the  reporting  of  cases  of  measles  and  other  com- 
municable diseases  by  physicians  and  hospitals.  Members 
of  the  Department’s  Bureau  of  Preventable  Diseases  began 
visiting  the  large  New  York  City  hospitals  on  July  1,  in  < 
order  to  stress  the  importance  of  reporting  communicable 
diseases  to  the  Health  Department.  During  the  six  weeks 
that  this  effort  has  been  underway,  significant  numbers  of 
institutions  that  had  not  previously  reported  cases  of 
measles  have  been  doing  so. 

Dr.  Imperato  indicated  that  the  slight  increase  in  the 
number  of  cases  of  measles  reported  for  the  first  seven 
months  of  1977,  as  compared  with  the  number  of  cases 
reported  for  the  same  time  period  last  year,  can  be  attrib- 
uted to  the  Health  Department’s  direct  efforts  to  increase 
reporting  in  the  city. 

In  conclusion  Dr.  Imperato  said,  “The  Health  Depart- 
ment’s immunization  campaign  represents  a major  effort 
on  the  part  of  health  officials  to  alert  parents  to  the  dangers 
of  childhood  diseases,  and  to  the  fact  that  preventive 
measures  can  be  attained  through  immunization.  Parents 
are  urged  to  have  their  children’s  health  records  checked 
and  be  certain  that  all  the  necessary  primary  and  booster 
immunizations  are  administered.  Take  your  child  to  your 
family  physician  or  to  one  of  the  Health  Department’s 
Child  Health  stations  or  Pediatric  Treatment  Clinics.” 

For  information  regarding  the  Health  Department’s 
immunization  program  call  DI  9-2255. 

National  epilepsy  organizations 

Calling  it  “the  first  major  step  to  initiate  the  sweeping 
changes  which  are  necessary  to  alleviate  suffering  and  bring 
about  greater  justice  for  people  with  epilepsy,”  the  Epi- 
lepsy Foundation  of  America  and  the  National  Epilepsy 
League  announced  on  September  1 that  the  two  national 
organizations  would  merge. 

Appointments 

Robert  J.  Campbell,  M.D.,  appointed  as  director  of  Gracie 
Square  Hospital,  New  York  City,  effective  September  1 . . . 
Richard  R.  Gacek,  M.D.,  appointed  professor  and  chair- 
man, Department  of  Otolaryngology  and  Communication 
Sciences,  State  University  of  New  York  Upstate  Medical 
Center. 
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Annotations 
of  Books  Received 


Orthomolecular  Therapy 

A Physician’s  Handbook  on  Orthomolecular  Medicine. 

Rdited  by  Roger  J.  Williams,  Ph.l).,  and  Dwight  K.  Kalita, 
Ph.D.  New  York,  Pergamon  Press,  Inc.,  1977.  Hardcover, 
199  pages.  Price,  $15. 

Collection  of  articles  on  a controversial  subject  by  re- 
searchers, scientists,  and  physicians. 

Fetus — Physiology 

The  Fetus  and  Birth.  Ciba  Foundation  Symposium 
(new  series).  New  York,  Elsevier,  1977.  Illustrated,  489 
pages.  Cloth,  $89.95. 

Symposium  on  the  comparative  aspects  of  the  control 
of  parturition  in  laboratory  animals  and  in  primates,  in- 
cluding humans. 

Psychopharma  cology 

Psychopharmacology  in  the  Practice  of  Medicine. 
Edited  by  Murray  E.  Jarvik,  M.D.,  Ph.D.  New  York, 
Appleton-Century-Crofts,  1977.  Cloth,  553  pages.  Price, 
$20.50. 

A book  to  help  practitioners  understand  psychothera- 
peutic agents  and  their  use. 

Purine-Pyrimidine  Meta  holism 

Purine  and  Pyrimidine  Metabolism.  Ciba  Foundation 
Symposium  48  (new7  series).  New  York,  Elsevier,  1977. 
Illustrated,  369  pages.  Cloth,  $30.95. 

Symposium  on  three  aspects  of  the  biochemistry  of  pu- 
rine and  pyrimidine  metabolism. 

Psychosomatic  Medicine 

Psychosomatic  Medicine.  Its  Clinical  Applications. 

Edited  by  Eric  D.  Wittkower,  M.D.,  F.R.C.P.,  and  Hector 
Warnes,  M.D.,  F.R.C.P.  New  York,  Harper  & Row,  1977. 
Hardcover,  356  pages.  Price,  $19.95. 

State  of  the  Art  review  of  the  field  of  psychosomatic 
medicine. 

Cardiology — History 

The  Birth  of  a Specialty.  The  Diary  of  an  American 
Cardiologist,  1926-1972.  By  Louis  Faugeres  Bishop, 
M.D.  New7  York,  Vantage  Press,  1977.  Hardcover,  219 
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by  strategies  which  represent  incremental  change,  stronger 
regulation,  or  weaker  regulation,  said  CBO.  “A  strategy 
of  reducing  regulation  would  result  from  the  belief  that 
either  a more  competitive  health-care  market  or  greater 
price-consciousness  would  be  more  effective  in  containing 
costs.” 

The  report  conceded  that  “because  of  limited  knowledge, 
it  is  not  possible  to  predict  accurately  the  cost  savings  or 
increased  costs  resulting  from  increases  or  decreases  in 
regulatory  efforts.” 

Concluded  the  report: 

“Under  the  current  policies,  health  expenditures  will 
continue  to  absorb  a larger  proportion  of  the  nation’s  re- 
sources and  of  the  Federal  budget.  These  trends  could  be 
slowed  down  significantly  by  increased  regulation  similar 
to  that  recently  proposed  by  President  Carter  to  contain 
future  hospital  revenues  and  investments.  Increased 
cost-sharing  by  patients,  or  a significant  reorganization  of 
the  health-care  delivery  system  ai£  other  alternatives.  If 
strategies  to  contain  health  expenditures  are  not  adopted 
soon,  the  possibility  of  enacting  a comprehensive  national 
health  insurance  program  may  be  adversely  affected. 
Moreover,  a long  delay  is  likely  to  produce  even  more  severe 
proposals  for  containing  health  expenditures — proposals 
that  are  likely  to  freeze  prevailing  health  expenditure 
patterns.” 

* * * 

In  an  8,800  word  critique,  the  Pharmaceutical  Manu- 
facturers Association  characterized  the  Final  Report  of  the 
HEW  Review  Panel  on  New  Drug  Regulation  as  a “philo- 
sophical endorsement  of  corrosive  regulation”  that  would 
create  “impediments  to  the  efficiency  of  the  new  drug  ap- 
proval process.” 

Though  commending  some  specific  recommendations 
and  comments,  including  the  conclusion  that  the  Food  and 
Drug  Administration  is  neither  pro-  nor  anti-industry, 
PMA  President  C.  Joseph  Stetler  says  the  Panel  “consis- 
tently slides  into  the  trap  of  statutory  and  regulatory  so- 
lutions.” 

“Thus  we  come  to  a stunning  statistic,”  the  PMA  cov- 
ering letter  to  the  critique  reads.  “All  told,  the  Panel 
makes  some  90  recommendations,  many  of  them  calling  for 
new  increments  of  regulation — without  one  mention  of  any 
withdrawal  or  lessening  of  agency  power.  While  many  of 
these  suggestions  are  procedural  in  nature,  cumulatively 
and  inevitably,  they  would  change  our  national  policy 
toward  drug  research  and  drug  products.  In  our  view,  that 
change  would  unquestionably  be  for  the  worse  in  the  form 
of  more  cumbersome,  costly,  and  slower  processes.” 

PMA  said  the  Panel  displays  “insufficient  under- 
standing of  the  real  world  of  science,”  that  it  leans  “toward 
an  adversarial  rather  than  a cooperative  philosophy  for 
FDA-industry  relationships,”  and  that  it  ignores  the  “in- 
novative capabilities”  of  the  American  pharmaceutical  and 
device  industry,  with  its  more  than  a billion  dollars  a year 
research  effort. 

“At  some  point,  regulatory  demands  can  become  so  strict 
that  government  will  have  erected  formidable  barriers  to 


competitive  entry  and  only  the  larger  and  best-equipped 
firms  can  continue  in  the  race.  In  the  process,  useful  new 
drugs  will  be  lost  or  delayed  and  the  cost  of  those  still 
available  will  be  inflated.  Government  then  will  have 
created  more  concentration  in  an  industry  where  both  price 
and  product  competition  have  been  intense,  with  the 
benefits  flowing  ultimately  to  the  consumer,”  PMA  as- 
serted. 

PMA  charged  that  in  perception  of  the  “drug  lag,”  the 
Panel  “manifests  further  disinterest  in  the  industry’s  R & 
D (research)  challenges.”  The  critique  lists  more  than  a 
score  of  important  drugs  “now  accepted  as  safe  and  effec- 
tive in  the  U.S.,  which  went  on  the  market  overseas  two  or 
more  years  ahead  of  U.S.  introduction.  The  cost  of  these 
delays  to  American  patients,  in  human  terms  alone,  is  in- 
calculable.” 

* * * 


The  American  public  has  been  getting  “a  superficial  sales 
pitch”  on  the  worth  of  HMOs  (Health  Maintenance  Or- 
ganizations), according  to  a study  by  the  American  Medical 
Association. 

The  report  dealt  with  important  aspects  of  the  HMO 
business  that  government  reports,  favorable  to  HMOs, 
“usually  fail  to  reveal,”  said  the  AMA. 

The  Carter  Administration  pledged  a renewed  effort  to 
expand  HMOs  and  strengthen  the  Federal  aid  program. 
But  the  review  by  the  AMA  raised  questions  about  some 
widened  public  assumptions  about  HMOs  and  claims  made 
in  their  behalf. 

Advocates  of  HMOs  have  claimed  that  HMOs  place  a 
special  emphasis  on  preventive  care,  “but  recent  studies 
indicate  that  fee-for-service  practitioners  provide  more 
preventive  care  than  do  HMOs,”  said  the  AMA  report. 

Much  of  the  “efficiency”  of  HMOs  “appears  to  be  at- 
tributable to  (1)  skimming,  in  which  HMOs  attempt  to 
draw  their  enrollment  from  the  healthier  segments  of  the 
population,  and  (2)  skimping,  in  which  utilization  of  cov- 
ered services  is  not  encouraged.” 

According  to  the  report,  “There  is  no  clear  indication 
that  unit  costs  (the  cost  to  provide  a given  item  of  medical 
care)  are  lower  in  an  HMO.  However,  premiums  for 
HMO-type  plans  tend  to  be  about  25  percent  higher  than 
those  for  conventional  health  insurance.” 

Recent  amendments  by  Congress  to  the  HMO  Act  will 
reduce  the  benefits  an  HMO  must  provide;  legitimize 
“skimming,”  by  eliminating  the  open  enrollment  provision; 
allow  HMOs  to  charge  higher-risk  enrollees  a higher  pre- 
mium; dilute  the  “one  stop”  medical  care  concept  that 
formerly  was  the  keystone  of  the  HMO,  said  the  report. 

Continued  the  AMA  report:  “Some  tactics  of  dubious 
legitimacy  have  been  employed,  both  to  ‘sell’  the  HMO 
concept  to  the  American  people  and  to  enroll  individuals 
in  HMOs.” 

“Everything  considered,  it  seems  clear  that  the  American 
public  has  been  overpromised,  where  HMOs  are  concerned. 
Where  an  HMO  holds  costs  down,  it  is  apt  to  be  due  to  re- 
duced utilization  and  not  to  health  ‘maintenance.’  ” 
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Letters  to  the  Editor 


Coming 


Radiopathologic  conference 

To  the  Editor:  “Correlation  Conferences  in  Radiology 
and  Pathology:  Pelvic  Mass  and  Hepatosplenomegaly” 
(New  York  State  Journal  of  Medicine  77:  764  [Apr.]  1977) 
is  most  enlightening.  With  so  sophisticated  a work-up, 
however,  we  are  astonished  that  no  67Ga  citrate  study  was 
performed  in  this  case.  It  is,  a priori,  most  likely  that  this 
tumor  should  have  taken  up  67Ga.  Quite  avidly.  At  this 
point  in  our  knowledge,  it  is  hardly  necessary  to  cite  au- 
thority for  67Ga’s  well-known  proclivity  for  lymphomas. 

PAUL  deR.  KOL1SCH.  M.D. 

Director  of  Nuclear  Medicine 
FAROOQ  P.  AG  HA,  M.D. 

Consulting  Nuclear  Physician 
Cuba  Memorial  Hospital 
Main  Street 
Cuba,  N.Y.  14727 


Reply 

To  the  Editor:  I do  not  really  understand  why  Drs.  Kolish 
and  Agha  are  so  astonished  that  a 67Gallium  citrate  scan 
was  not  done  on  our  patient  with  abdominal  Burkitt’s 
lymphoma.  While  I agree  that  it  is  quite  likely  that  the 
tumor  would  have  taken  up  67Ga,  this  is  by  no  means  cer- 
tain. I think  it  is  agreed  by  most  authorities  that  67Ga  is 
not  an  entirely  satisfactory  agent  for  staging  lymphomas 
below  the  diaphragm,  due  to  unpredictability  in  uptake 
and  to  confusion  by  concentration  in  overlying  liver  and 
large  bowel.a  b For  this  reason  we  do  not  routinely  use  67Ga 
scanning  for  staging  abdominal  lymphomas  in  our  insti- 
tution. 

The  diagnosis  of  lymphoma  in  this  case  was  suggested 
on  the  basis  of  the  sonographic  appearance,  and  its  extent 
in  the  abdomen  and  pelvis  was  graphically  demonstrated 
by  both  the  sonogram  and  tomographic  study.  I think  one 
might  justifiably  ask  what  was  the  need  for  a 67Ga  study- 
in  this  case! 

PATRICK  J.  BRYAN,  M.B. 

Assistant  Professor,  Department  of  Radiology 
750  East  Adams  Street 
Syracuse,  N.Y.  13210 

a Kaplan,  H.  S.:  Hodgkin's  disease:  multidisciplinary  con- 
tributions to  the  conquest  of  a neoplasm,  Radiology  123:  551 
(June)  1977. 

b Pinskv,  S.:  6TGallium  tumor  scanning,  Sem.  Nuc.  Med.  4: 397 
(Oct.)  1976. 


Anesthesia 
in  maternal  mortality 

To  the  Editor:  As  obstetric  anesthesiologists,  we  would 
like  to  voice  our  disappointment  with  the  report  by 
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Hughes,  Cochrane,  and  Czyz,  entitled  “Maternal  Mortality 
Study,  1970-1975”  (New  York  State  J.  Med.  76: 2206  [Dec.] 
1976).  This  authoritative  paper  clearly  indicated  that 
since  1970  anesthesia  has  been  among  the  leading  causes 
of  maternal  death  in  New  York  State  and  that  in  1971  and 
1972  it  was  the  leading  cause.  However,  such  a startling 
finding  was  followed  by  an  analysis  which  gave  no  indica- 
tion of  the  nature  of  the  anesthetic  mishaps,  thus  pre- 
cluding future  preventive  measures. 

We,  therefore,  strongly  urge  that  a knowledgeable  an- 
esthesiologist be  included  in  the  New  York  State  Maternal 
and  Child  Welfare  Committee. 

GERTIE  F.  MARX,  M.D. 

Albert  Einstein  College  of  Medicine 
Yeshiva  University 
Bronx,  New  York 
MIECZYSLAW  FINSTER,  M.D. 

College  of  Physicians  and  Surgeons 
Columbia  University 
v New  York,  New  York 


Circumcision 

To  the  Editor:  The  paper  on  “Circumcision  and  Penile 
Carcinoma”  by  Leiter  and  Lefkowitz  in  the  New  York  State 
Journal  of  Medicine,  August  15,  1975,  though  a most  in- 
teresting review  of  the  benefits  of  circumcision  pays  alto- 
gether too  little  attention  to  the  necessary  thoroughness 
of  the  operation.  As  an  aside,  they  merely  mention  that 
their  Jewish  patient  with  penile  cancer  was  not  completely 
circumcised.  This  fact,  though  not  previously  indicated, 
may  have  been  responsible  also  for  the  cancer  in  the  other 
five  reported  cases  in  circumcised  Jews. 

Jewish  newborn  males  are  generally  completely  cir- 
cumcised on  the  eighth  day  by  thoroughly  trained  Mohels 
(circumcisors).  They  completely  denude  the  glans  penis 
and  trim  away  any  redundant  foreskin. 

Following  the  presentation1’2  of  my  original  concept 
through  an  unprecedented  opportunity  in  Brooklyn,  that 
cancer  of  the  prostate  and  cervix  is  a virally  transmitted 
venereal  disease,  and  despite  unwarranted  hostile  antag- 
onism, at  least  80  percent  of  non-Jewish  newborn  males  in 
the  U.S.  are  now  being  circumcised.  Unfortunately, 
however,  according  to  Dunn  and  Buell3  in  50  percent  of 
these,  the  prepuce  is  not  completely  ablated.  Most  of  these 
are  done  in  the  delivery  room  by  untrained  interns,  so  that 
the  resulting  smegma  accumulation  under  the  preputial 
remnant  can  lead  to  cancer. 

A complete  pro  and  con,  and  historical  expose  of  cir- 
cumcision can  be  obtained  from  my  recently  published 
book.4 

ABRAHAM  RAVICH,  M.D. 

11 3- 103d  St. 

Miami  Beach,  Florida  33154 
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Adjusting  malpractice  rates 
for  part-time  physicians 
and  for  lower  gross  income 

To  the  Editor:  Your  editorial*  (May,  1977)  deploring  the 
loss  of  medical  services  to  a community  when  the  older 
physician  retires  prematurely  because  of  the  high  cost  of 
malpractice  insurance  deserves  widespread  publicity. 

I should  like  to  point  out  that  a similar  wastage  of  pro- 
fessional service  due  to  the  economics  of  malpractice  in- 
surance affects  the  salaried  physician  with  a limited  private 
practice.  Many  of  these  physicians,  primarily  engaged  in 
teaching  or  resident  training,  have  been  forced  to  discon- 
tinue private  practice. 

As  you  point  out,  a formula  to  permit  physicians  to  pay 
a proportionately  lower  insurance  premium  on  the  basis 
of  a significantly  lower  gross  income  would  make  it  possible 
for  experienced  physicians  to  continue  to  give  service  where 
it  is  needed.  We  should  insist  that  our  professional  lia- 
bility insurance  company  take  the  necessary  steps  to  con- 
serve medical  manpower  by  making  lower  premiums 
available  to  individuals  with  limited  private  practice. 

MONROE  SCHNEIDER,  M.D. 

Director,  Orthopedic  Surgery 
Kingsbrook  Jewish  Medical  Center 
Rutland  Road  and  East  49th  Street 
Brooklyn,  N.Y.  11203 

* A.A.A.:  Retirement  for  physicians  presents  a unique  problem, 
New  York  State  J.  Med.  77:  895  (May)  1977. 


Left  bundle  branch  block 
and  diabetes 

To  the  Editor:  The  paper  “Left  Bundle  Branch  Block  and 
Diabetes”  in  the  May,  1977,  issue1  was  disturbing  to  this 
reader  for  a number  of  reasons. 

First,  although  it  claims  to  include  a “prospective”  study, 
there  is  no  evidence  that  a normal  (cardiac-wise)  series  of 
diabetics  were  followed  re  the  later  development  of  left 
bundle  branch  block  (LBBB)  as  compared  with  nondia- 
betics. 

Second,  it  states  that  O’Sullivan’s2  “criteria”  were  em- 
ployed for  interpretation  of  glucose  tolerance.  O’Sullivan’s 
paper  provides  no  such  criteria.  Rather  it  discusses  data 
indicating  to  him  that  diabetes  is  very  common  in  older  age 
groups.  Others3  are  not  in  agreement  with  O’Sullivan’s 
view  and  raise  the  blood  glucose  levels  for  the  “probable” 
existence  of  diabetes  in  the  elderly  to  a two-hour  level  of 
170  to  245  mg.  percent!  Therefore,  Dr.  D’Angelo  et  al.  fail 
to  provide  criteria  for  diagnosing  diabetes  in  their  study. 

Third,  glucose  tolerance  tests  are  of  highly  dubious  value 
in  hospitalized  individuals,  sick  patients,  and  patients  on 
many  types  of  medication.3  How  many  of  the  patients 
studied  by  Dr.  D’Angelo  et  al.  violated  these  basic  but  often 
neglected  principles?  Furthermore,  was  proper  dietary 
preparation  ordered  and  adhered  to  for  three  days  prior 
to  the  tests? 

Fourth,  although  the  authors  state  that  they  studied  24 
patients,  only  23  are  categorized. 

Fifth,  the  paper  states  that  the  data  “were  then  evalu- 
ated to  see  whether  or  not  any  statistical  significance  could 
be  derived  from  the  association  of  diabetes  mellitus  and 
left  bundle  branch  block.”  No  studies  of  statistical  signif- 
icance are  presented. 

continued  on  page  2012 
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Quote: 

The  AMA  doesn’t  represent  me. 
Unquote. 


May  be  that's  the  way  you  feel.  Thinking 
the  AMA  does  little  to  represent  your 
interests 

If  it  be  true 

Who  did  press  federal  court  action  that 
forced  HEW  to  withdraw  it  Utilization  Re- 
view Regulations9 

Who  did  initiate  suits  against  the 
Maximum  Allowable  Cost  (Drug)  regula- 
tions and  the  Health  Planning  Act  of 
1 974? 


Who  did  develop  guidelines  that 
helped  many  state  societies  press  for 
legislative  reform  of  liability  and  adjudi- 
cation? 

Who  has  continually  fought  to  insure 
that  physicians  will  receive  usual  and 
customary  fees  under  federally  financed 
programs9 

Who  did  provide  the  leadership  to  get 
the  Keogh  Plan  liberalized  to  permit  in- 
creased annual  contributions  for  retire- 
ment to  15  percent  of  earned  income  or 
$7,500,  whichever  is  less? 

The  answer  to  all  these  questions  is: 
your  AMA  The  fact  is,  the  AMA  works 
hard  — and  effectively  — to  protect  your 
rights  and  to  represent  your  interests. 
With  your  support,  it  can  be  even  more 
effective 


2011 
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Even  if  we  accept  the  authors’  diagnosis  of  “diabetes 
meilitus,”  their  data  are  not  unexpected.  Sixty-four  per- 
cent of  patients  with  LBBB  and  enlarged  hearts  had  dia- 
betes, while  only  25  percent  of  patients  with  LBBB  and 
normal-sized  hearts  had  diabetes.  The  usual  causes  of 
enlarged  hearts  are  hypertension  and  arteriosclerotic  heart 
disease  (with  or  without  failure),  and  both  of  these  condi- 
tions are  more  likely  in  diabetes  pari  passu  with  the  other 
complications  of  this  disease. 

ALBERT  L.  FREEDMAN,  M.D. 
400  Jericho-Hicksville  Road 
Jericho,  N .Y.  11753 
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Dr.  D’Angelo’s  answer 

To  the  Editor:  In  response  to  Dr.  Freedman’s  letter  to  the 
editor  dated  June  23,  1977,  let  me  comment  on  the  fol- 
lowing: 

First,  the  study  was  prospective  in  the  sense  that  several 
patients  found  to  have  left  bundle  branch  block  were 
purposely  tested  with  a two-hour  post-prandial  sugar  de- 
termination while  they  were  in  the  hospital,  and  in  those 
prospective  cases  the  information  was  not  obtained  from 
reviewing  old  charts  as  it  was  in  the  retrospective  portion 
of  the  study. 
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pages.  Price,  $6.95. 

An  autobiographical  account  of  the  development  of  the 
specialty  of  cardiology  by  one  of  its  pioneer  practition- 
ers. 

Metabolic  Diseases 

Clinical  Physiology  of  Acid-Base  and  Electrolyte 
Disorders.  By  Burton  David  Rose,  M.D.  New  York, 
McGraw-Hill  Book  Co.,  1977.  Illustrated,  548  pages. 
Paperback,  $1 1.95. 


Second,  O’Sullivan  does  provide  criteria  for  interpre- 
tation of  two-hour  post-prandial  sugars  and  glucose  tol- 
erance tests.  He  states  in  the  second  paragraph  of  his  ar- 
ticle that  post-prandial  values  increase  at  a rate  of  4 mg. 
per  100  ml.  per  decade  and  that  following  a glucose  chal- 
lenge, the  change  is  between  8 and  13  mg.  per  100  ml.  per 
decade.  Our  studies  followed  these  criteria. 

Third,  we  would  agree  that  glucose  tolerance  tests  are 
of  highly  dubious  value  in  hospitalized  or  very  sick  patients. 
Only  one  of  the  23  patients  in  the  study  actually  had  a 
glucose  tolerance  test  performed,  all  the  others  were  two- 
hour  post-prandial  sugar  levels. 

Fourth,  there  were  initially  24  patients  in  the  study  who 
were  found  clinically  not  to  have  evidence  of  coronary  ar- 
tery disease.  Only  23  patients  were  used  in  these  statistical 
analyses  as  one  patient  in  category  one  had  an  intermittent 
left  bundle  branch  block  and  dropped  from  the  study.  It 
was  our  typographical  error  that  the  number  was  left  at  24 
and  not  23.  The  statistics  don’t  change,  however,  as  the 
groups  were  compared  from  one  category  to  the  next,  and 
this  does  not  alter  the  findings  of  25  percent  and  63  percent 
respectively. 

In  the  opening  paragraph  of  our  study  we  stated  that  all 
of  our  patients  had  no  history  of  myocardial  infarction  or 
angina  pectoris  and,  therefore,  clinically  none  of  these 
patients  had  atherosclerotic  heart  disease,  which  we  would 
agree  with  Dr.  Freedman,  is  one  of  the  usual  causes  of  en- 
larged hearts.  A study  of  this  nature  is  easy  enough  to 
perform,  and  we  would  hope  that  Dr.  Freedman  and  others 
might  confirm  our  findings  by  getting  two-hour  post- 
prandial sugars  or  glucose  tolerance  tests  on  some  of  their 
patients  with  left  bundle  branch  block  and  no  evidence  of 
coronary  artery  disease. 

RALPH  J.  D’ANGELO,  M.D. 

One  Stone  Place 
Bronxuille,  N.  Y.  10708 


“. . . an  attempt  to  integrate  the  essentials  of  renal  and 
electrolyte  physiology  with  clinical  disorders  of  acid  base 
and  electrolyte  balance.” 


Drug;  Therapy 

Chemotherapy  of  Infection,  By  William  B.  Pratt,  M.D. 

New  York,  Oxford  University  Press,  1977.  Cloth,  462 
pages.  Price,  $17.95  (paperback,  $9.95). 

An  examination  of  the  field  of  chemotherapy  and  the 
drugs  used  to  treat  infectious  diseases. 
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We  can't  afford  to 
lose  our  wetlands. 


or  years,  marsh- 
es, swamps  and 
bogs  have  been 
drained  and  filled 
for  farmlands 
and  manmade 
"improvements." 
But  we  need  our 
They're 
natural  fish  farms 
and  homes  for  small 
mals  and  birds.  They 
provide  a buffer  from 
floods  and  storms. 
Millions  of 
acres  of 

. wetlands  have 

already  been  destroyed. 
We  can't  recreate  our  wet- 
lands once  they're  gone.  We  can 
pteserve  those  we  have.  You  can  help. 
Join  the  National  Wildlife  Federation, 
Department  103,  1412  16th  Street, 
NW,  Washington,  DC  20036. 
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OR  how 

NORBERT  RILUEllX 

was  the 

original 

Sugar  Daddy. 

On  August  26, 1842, 
Norbert  Rill  leux  put  a patent 
on  a sweet  idea. 

It  was  a way  to  refine  sugar. 
To  help  the  sugarcane 
juices  evaporate  more  quickly, 
he  enclosed  condensation  coils 
in  a vacuum  chamber.  A 
process  that’s  made  things  a 
lot  sweeter  ever  since. 

You  can  make  your  future 
a little  sweeter,  too,  by  buying 
U.S.  Savings  Bonds  through 
vour  Payroll  Savings  Plan. 

They’re  the  dependable 
way  to  save  for  an  education, 
vacation,  or  even  retirement. 
Because  they  always  pay  off 
with  interest. 

So  buy  U.S.  Savings 
Bonds. 

And  be  a “sugar  daddy’’  in 
your  spare  time. 

Series  E Bonds  pay  6%  interest  when  held  to 
maturity  of  5 years  (4V^%  the  first  year)  Interest 
is  not  subject  to  state  or  local  income  taxes,  and 
federal  tax  may  be  deferred  until  redemption. 


Fifth  Official  Postgraduate 
Acupuncture  Course 
December  7-1 1th,  1977 

% 

The  NEW  YORK  SOCIETY  OF  ACUPUNCTURE  FOR 
PHYSICIANS  AND  DENTISTS,  Inc.  will  give  its  fifth 
Postgraduate  Course  and  Workshop  in  Acupuncture 
for  advanced  and  beginner  students  at  the  Barbizon 
Plaza  Hotel,  New  York  City.  Approved  by  New 
York  State  Boards  for  Medicine  and  Dentistry  for  50 
credit  hours.  Write  for  application  to: 


S.  J.  Yue,  M.D.,  Secretary 
New  York  Society  of  Acupuncture 
for  Physicians  and  Dentists 
115  East  61st  St. 

New  York,  N.Y.  10021 
or  phone  mornings  212-245-4737 

or  weekends 
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Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  lor  whom  medications  or  surgery 
have  brought  no  signilicant  improvement,  please  contact: 

Ling  Sun  Chu.  M.O. 

107  East  73rd  St..  New  York,  N.Y.  10021 
(212) 472-3000 

Treatments  will  be  Iree  ot  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician  Call  or  write  tor  further  details 


‘AIR 

POLLUTION 
ATTACKS  US  ALL’ 


f 


AMERICAN 
LUNG 

ASSOCIATION 

The  "Christmas  Seal"  People 

GPO  Box  596.  NY.  NY  10001 

Space  contributed  by  ihe  publisher  as  a public  service 




PRACTICES  AVAILABLE 

H 

FOR  SALE:  LUCRATIVE,  INDUSTRIAL  MEDICAL  practice  specializir  J 
compensation  for  50  years  in  downtown  Manhattan.  NYC'.  Retiring.  Will  ■ 
one  month  to  aid  transfer;  almost  100%  transferrahle.  Great  opportunit  id 
immediate  volume  practice.  Moderate  price.  Dept.  (505,  c/o  NYSJM. 

G.  1’.  RETIRING:  Very  active  solo  general  practice  established  22  years,  llj 
Manhattan.  New  York.  Excellent  location,  ideal  transportation.  Bus  & Sub  m 
on  corner.  Dirge  office,  consultation,  examining  rooms,  waiting  room.  Avai  U 
immediately.  Reasonable.  Call  (212)  222-0600;  (914)  632-6374. 


EDR  SALE:  LONG  ESTABLISHED  E.P./home  office  in  growing  village  J 
Rochester,  N.Y.  Nearby  modern  hospital  and  Rochester  Medical  Center.  I «i 
office  suite,  X-ray,  EKG,  equipment.  Scarcity  of  F.l’.  and  pediatric  care  in  «J 
Office  space  for  one  or  two  physicians.  Longer  term  payments  if  desired.  1 til 
607,  e/o  NYSJM. 


PRESTIGIOUS  HOME,  and  unusually  well  equipped  office,  active  luct  *4 
practice  for  sale  by  Board  certified  M.l).  Ideally  located  within  fifteen  mi 
of  four  excellent  hospitals.  Contact:  P.O.  Box  44.  No.  Baldwin  Sta.,  Baf  in. 
LI.  N.Y.  1 1510. 


HOME.,  OFFICE  & PRACTICE  FOR  SALE:  Internist  and  cardiologist  in  ■st 
1 lempstead,  N.Y.  relocating  to  Pennsylvania.  Excellent  practice,  well  establ  ed 
for  25  years.  Combined  home,  office  and  practice  for  sale.  Excellent  im  Ml 
Price  negotiable,  ('all  anytime  day  or  evening.  Office  (516)  489-2920;  home  Ml 
489-4631. 


PENINSULA  HOSPITAL  CENTER 
CONTINUING  EDUCATION  PROGRAM 

REVIEW  COURSE  FOR 
COMMUNITY  PHYSICIANS 

Under  Ihe  auspices  of  Downstate  Medical  Center.  Co- 
sponsored by  the  Queens  County  Academy  of  Medicine. 

21  Lectures  Sundays,  9:00  a.m.- 12:00  noon 
October  16.  1977  to  March  26,  1978 

63  hrs.  accreditation,  AAFP  & AMA  Cat.  I (applied  for) 

Fee  $200  For  registration,  contact: 

Edward  Davis,  M D.  212-945-7100,  ext.  213 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED  LUCRATIVE  POSITIONS  AVAILABLE;  D 
York.  New  Jersey,  Connecticut  permanent  full-half  time  as  well  as  ten  wr 
and  per  diem  basis.  Client  inquiries  invited.  For  further  into  c sail 
Karrey  Associates,  agency  for  Execu-Med.  23-25  East  26th  St.,  Nevjn 
N.Y.  10010.  Telephone:  (212)532-7625. 


PEDIAT  RICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  |PU 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  arei  M 
air,  good  schools  m Western  Pa.  Substantial  guarantee.  Contact:  M l 1 
Colaizzi,  Administrator,  Grove  City  Hospital.  Grove  City,  Pa.  16127.  BDIT 
(412)  458-7132. 


PEDIATRICIAN,  BOARD  CERT1KIED/ELIGIBLE,  to  join  two  other  pejtn 
cians  in  established  practice  in  Orange  County,  New  York.  Early  part n<  E 
Submit  curriculum  vitae  to  Dept.  577,  c/o  NYSJM. 


2014  New  York  Stale  Journal  of  Medicine/October  1977 


4YSICI ANS  WANTED— CONT  D 


ARD  ELIGIBLE  OK  CERTIFIED  PEDIATRICIAN  with  Rood  training  (ex 
erience  in  Neonatology  preferred)  to  join  Board  certified  pediatricians.  Full 
artnership  after  one  year.  Nice,  progressive  college  town  in  Finger  I^akes  region, 
lew  York  State.  Send  resume  to  Dept.  587,  c/o  NYS.IM. 


NERAL  PRACTITIONER  NEEDED:  Annual  salary  paid  in  excess  of  doctor's 
irivate  practice.  Health  Center  available  to  the  doctor  furnished  by  the  town, 
i 'hree  new  hospitals  within  a 30  minute  drive.  New  Central  High  School. 
I iummer  and  winter  vacation  area.  Three  famous  ski  areas,  one  in  our  town,  rest 
I a neighboring  towns.  Advantageous.  Present  doctor  retired.  Call  John  A.  Orr, 
r..  Wells,  New  York  12190.  (518)  924-2093. 


INNSYLVANIA  & NEW  JERSEY  EMERGENCY  MEDICINE  positions 
vailable  with  fee-for-service  group  in  suburban  Philadelphia,  central  and  eastern 
’ennsylvania,  Pittsburgh,  ana  northern  and  southern  New  Jersey  and  New  York 
mspitals.  Physician  directors  also  wanted.  Send  resume  to:  Northeast 

Emergency  Medical  Associates,  500  Spruce  St.,  Philadelphia,  PA  19106.  (215) 
25-3511. 


I.  ENDOSCOPIST,  A G.I.  FELLOW,  or  newly  in  practice,  needed  by  general 
iternist  on-half  day  or  one  day  a week  on  the  Grand  Concourse  near  206th  St., 
■Bronx.  Call  (212)  298-3322. 


|NTED:  PHYSICIANS— ALL  SPECIALTIES.  As  search  consultants  in  the 
ealth  care  field,  we  are  interested  in  physicians  with  a good  career  path  for 
ill-time  positions  as  medical  director,  assistant  medical  director,  chiefs  of  clinical 
epartments,  and  clinical  practice  with  our  clients,  blue-ribbon  hospitals  and 
ther  organizations  in  the  health  care  field.  We  invite  your  curriculum  vitae  so 
,iat  we  may  contact  you  when  the  right  situation  develops.  No  financial  obli- 
ition  to  candidate.  Lepinot  Associates  Inc.,  702  Abbott  Road,  East  Lansing. 
Michigan  48823. 


INERAL  PRACTITIONERS  AND  SPECIALISTS  IN  INTERNAL  MEDI 
me  and  family  practice  needed  with  current  license  to  practice  medicine  in 
.ew  York  State  Excellent  salaries  with  outstanding  benefits  at  Center  for 
'ttardation  and  other  developmental  disabilities  Center  located  in  town  of 
*0,000  with  outstanding  recreational  and  cultural  facilities  available  in  less 
San  one  hour  travel  time  Salaries  depend  upon  qualifications  and  ex 
erience  Please  contact  Herbert  F.  Trapl,  M.D.,  Deputy  Director  Clinical, 
r Mr.  Cornelius  R.  Walsh,  Director.  Rome  Developmental  Center,  Box  550, 
ome.  N Y 13440.  Call  (315)  336-2300. 


-SITION  AVAILABLE:  FULLTIME  ATTENDING  physician  in  modern,  470 
ed,  geriatric  health  care  center,  located  in  Rochester,  providing  practically  every 
+pect  of  care  outside  the  acute  hospital  setting.  Excellent  fringe  benefits, 
romotional  possibilities.  An  Equal  Opportunity  Employer  M/F.  Contact:  Eli 
i even,  M.D.,  Medical  Director,  St.  John’s  Home,  (716)  271-5413,  ext.  260. 

i 

1 

THOPEDIC  SPECIALIST:  An  upstate  New  York  college  community  is  in 
rgent  need  of  a physician  specializing  in  orthopedics  for  two  modern  hospitals 
trvicing  an  area  of  100,000  people.  University  medical  center  located  in  Syra- 
jse,  a distance  of  35  miles.  For  further  information,  call  collect  (315)  349-5526, 
_ r write:  J.  Sherwood  Dunham,  Oswego  Hospital,  Oswego,  N.Y.  13126. 


_»RDIOLOGIST:  HENRY  FORD  HOSPITAL  seeking  individuals  trained  in 
oronary  care,  non-invasive  cardiology  and  rehabilitation  cardiology  to  participate 
i an  active  clinical  research  and  teaching  program  affiliated  with  the  University 
f Michigan.  For  further  details,  please  send  curriculum  vitae  to:  Sidney 
loldstein,  M.D.,  2799  West  Grand  Blvd.,  Detroit,  Michigan  48202. 


TERNAL  MEDICINE  RESIDENCIES:  Begin  July  1978.  All  levels:  Cate- 
orical,  second  and  third  year,  fellowships  in  gastroenterology,  cardiology,  he- 
latology,  endocrinology.  Fully  approved  program.  Medical  school  affiliation. 
040-bed  county  hospital  on  200  acre  wooded  campus  in  close  proximity  to  New 
ork  City.  Maximum  opportunity  for  house  staff  responsibility.  Enthusiastic 
linically  oriented  teaching  faculty.  Address  inquiries  to:  Office  of  Medical 
duration,  Bergen  Pines  County  Hospital,  Paramus,  N.J.  07652. 


VIILY  PRACTITIONERS  NEEDED:  Growing  community  of  4,000+  needs 
,-2  M.D.’s,  2 f.p.’s  in  town  and  one  nearby.  Join  exist,  prac.  or  solo  avail.  Ex- 
tent rec.  & econ.  60  mi.  from  metro-cities;  57  bed  J.C.A.H.  hospital  in  com- 
lunity  trade  area  of  12,000+.  Contact:  L.  Wattier,  Admin.,  Memorial  Hospital 
ic.,  104  West  17th  St.,  Schuyler,  Nebraska  68661. 


VACANCIES  AVAILABLE  IN  THE 
U S.  ARMY  RESERVE  MEDICAL  CORPS 

The  U S.  Army  Reserve  has  numerous  vacancies  for  physicians, 
male  and  female,  anywhere  within  New  York  State,  but  espe- 
cially in  the  New  York  City  area.  Positions  are  available  in  all 
military  ranks  up  through  lieutenant  colonel.  Female  physicians 
are  particularly  encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  complete  20  years  service  by  age 
60  can  be  accepted  if  they  are  willing  to  waive  their  pension 
benefits.  Individuals  with  no  prior  military  service  are  urged  to 
apply  as  are  those  who  have  previously  served  on  active  duty 
(i.e. . U S Army,  Navy  or  Air  Force). 

Active  part-time  participation  requires  attendance  at  up  to  12 
once-monthly  weekends  per  year  plus  two  weeks  of  active  duty 
during  the  same  year. 

The  pay  is  up  to  $4,000  annually  for  a lieutenant  colonel  with  20 
years  service  in  the  local  Medical  Army  Reserve. 

For  additional  information  on  your  hometown  Medical  Army 
Reserve  unit,  all  sent  to  you  without  any  obligation,  please  write 
to: 

Joseph  P.  Cillo,  M D. 

8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  N.Y.  11252 

THE  MEDICAL  ARMY  RESERVE  . . . 

PART  OF  WHAT  YOU  EARN  IS  PRIDE! 


FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 

Fulfilling  all  the  typing  needs  of  the  Medical  Profession.  Free 
Pick-up  & Delivery.  Fast  Accurate  Service. 

(212) 592-1566 

99-05  58th  Ave  . Corona.  N Y.  1 1366 


LEASE  FOR  LESS 

any  of  the  following  1978 
cars 

• Cutlass  • T-Bird 

Supreme  $162.00  • Monte 

• Buick  per  mo.  Carlo 

Regal  Coupe 

V-8  auto,  trans.,  power  steering,  power 
brakes,  air-cond.,  radio,  w/w  radial  tires, 
tinted  glass,  bodyside  mldg.,  vinyl  roof, 
defroster. 

29  months  closed  end  lease.  Security  deposit  $250 

CARANN  LEASING  CORP.  Phone 

Authorized  Membership  Benefit  (516)  222-9041 


October  1977/New  York  State  Journal  of  Medicine  2015 


SKICMM7 


low  malpractice  in- 
O su ranee  rates, 

* the  oppor- 
tunity to  join  a group  or  part- 

ner or  establish  a new 
practice  in  a rural  or 
urban  area,  * continuing 
medical  education  through  a system  of  Area 
Health  Education  Centers,  as  well  as  two  med- 
ical schools,  * lower  taxes,  * lower  cost 

of  living,  * access  to  both  mountains  and 
beaches,  and  * a mild  climate 
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PHYSICIANS  WANTED— CONT  D 


FAMILY  PHYSICIAN;  SMALL  UPSTATE  NEW  YORK  hospital  seeking  er 
getic  young  physician(s)  to  practice  in  community,  22  bed,  well  equipped  hospi 
Contact:  John  J.  Carthy,  M.D.,  Star  Lake,  N.Y.  13690.  Phone  (315)  8 
3482. 


EMERGENCY  PHYSICIAN:  A beautiful  community  in  Upstate  New  York 
an  opening  for  a N Y.  State  licensed  physician  in  its  modern  emergency  dep 
ment  seeing  30,000  patients  annually.  Prefer  experienced  E.R.  physician,  or 
who  has  completed  residency  program  in  emergency  medicine  or  family  prac 
for  a 40-hour  week  (219  8-hour  shifts).  Full  specialty  back-up.  Salary  o 
mensurate  with  experience.  Benefits  include  malpractice/health/disability, 
insurance,  2 weeks  paid  educational  leave,  4 weeks  vacation,  12  holiday-persi 
days,  contribution  to  retirement  plan,  tax  advantages  of  being  employe 
non-profit  institution.  Contact:  Irving  Cramer,  M.D.,  Medical  Director 
Luke’s  Memorial  Hospital  Center,  P.O.  Box  479,  Utica,  N.Y.  13503. 


SUBSTANTIAL  COMPENSATION  for  part  time  neurologist  to  work  in  m 
NYC  teaching  hospital.  Adult  patient  population.  Knowledge  of  EEG  usi 
Board  eligibility  necessary.  Send  CV  to  Dept.  606,  c/o  NYSJM. 


For  information  about  specific  practice  opportunities 
in  South  Carolina,  contact: 


I7QDF®D  Cd®(§Md 
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Post  Office  Box  11188 
Columbia,  South  Carolina  29211 
(803)  779-7264 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 


RADIOLOGIST:  OPENING  FOR  ABR  ELIGIBLE,  or  certified  radiologist 
additional  training  after  residency  in  angiography  or  ultra  sound,  or  prefer 
both,  in  a 600-bed,  university-affiliated  medical  center;  7 radiologists  associ 
in  practice.  Approved  residency  program.  Write  to:  David  Bryk,  M.D.,  Dir< 
of  Radiology,  Jewish  Hospital  & Medical  Center  of  Brooklyn,  555  Prospect 
Brooklyn,  N.Y.  11238. 


BOARD  CERTIFIED  INTERNIST,  FACP,  FACC,  seeking  associate  with  sin 
qualifications  or  elig.  Rapid  partnership  in  view.  Florida  license.  Pom[ 
Beach,  Fla.  Call  (305)  941-5100. 


COUNTY  HEALTH  COMMISSIONER,  Genesee  County  Health  Departrr 
Batavia,  New  York.  Located  between  Buffalo  and  Rochester,  Genesee  Coi 
has  a population  of  58,000  and  is  comprised  of  13  towns  and  1 city.  Full  r: 
of  public  health  services.  Basic  requirements:  physician  licensed  or  qual 
to  be  licensed  to  practice  medicine  in  New  York  State,  meeting  qualificat 
for  Grade  I-B  Health  Officer,  as  prescribed  by  Chapter  I,  Part  II,  Section  11  i 
of  the  New  York  State  Sanitary  Code.  Salary  open  and  negotiable.  Indi 
salary  desired,  and  send  resume  to  R.  L.  Warn,  M.D.,  President,  Genesee  Co 
Board  of  Health,  3837  West  Main  St.  Road,  Batavia,  N.Y.  14020. 


E.N.T.  & ALLERGIST  wanted  part  time  to  join  a Boro  Park,  Brooklyn  me< 
group.  (212)  871-8400,  or  (212)  436-2700. 


PHYSICIAN  WANTED:  FULL-TIME  PHYSICIAN  for  modern,  350-be.  i 
firmary  and  extended  care  facility  in  growing  Orange  County,  in  Goshen, 
York.  Attractive  salary  with  excellent  county  employee  benefits  (retire:  t 
plan  and  hospitalization  provided).  New  York  State  license  necessary.  V 
to:  Michael  Temchin,  M.D.,  Medical  Director,  Orange  County  Home  an  i 
firmary,  Box  59,  Goshen,  N.Y.  10924. 


/ v 

Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year's  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Cail  the  Placement  Director  at 

Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 

New  York  Hempstead.  LI 

254  West  54  Street  1 75  Fulton  Avenue 

(212)247-3434  (516)481-2774 

V J 


FAMILY  PRACTITIONER  to  succeed  retiring  physician  in  Greater  Utica,  i 
York,  area.  Join  small  M.D.  group  in  innovative  approach  to  community : i 
icine.  Financial  guarantee  and  opportunity  for  membership  in  P.C.  Dept  1 
c/o  NYSJM. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  II 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhea  <■ 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  1 & 
(212)  730-0069  • 

ONE  MOBILE  RADIOGRAPHIC  X-RAY  FACILITY  in  excellent  conditit  il 
sale  or  lease.  Completely  self-contained  X-ray  laboratory,  consisting  of  a iltf 
air  conditioned  and  vandal-protected  Winnebago  van,  condenser  discharge  jtt 
system  with  tubestand  and  table,  Dupont  daylight  film  loading  system,  F in 
automatic  cold  water  film  processor  and  all  accessories.  Very  useful  for  c lo| 
nursing  home  patients,  industrial  screening  examinations,  athletic  even  <* 
disaster  work.  Contact:  Drs.  Perilla,  Sindler  & Assoc.,  P.A.,  3350  Wilkens  'e-l 
Baltimore,  Ml)  21229. 
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IIACTICES  WANTED 


tOLOGY  PRACTICE:  Wish  to  purchase,  take  over,  or  develop  solo  opportunity 
uitside  New  York  City,  ('all  (212)  932-3652;  (212)  781-4646.  or  write  Dept.  603, 
■/o  NYSJM. 


UAL  ESTATE  FOR  SALE  OR  RENT 


SHAITAN  S EAST  SIDE.  133  EAST  73RD  ST..  N Y.C  LEXINGTON 
rofessional  Center.  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
fice  suites.  Furnished  & equipped  24  hour  answering  service;  receptionist 
lad  service;  cleaning  X-ray  & clinical  laboratory  on  premises  No  leases 
.'cess ary.  Rent  by  the  hour  or  full-time.  (212)  861  -9000 

\\  HENCE,  L.I.,  N Y.  IN  CHOICE  LOCA  TION.  Spacious  8 room,  :i  bedroom 
ome  and  7 room  office  wing  with  separate  entrance.  Suitable  for  2 physicians. 
00  ma  X-ray  available.  Golf.  Tennis.  Boating  nearby.  Close  to  beaches, 
ransportation  and  houses  of  worship.  Internist  retiring.  Phone  (516)  371- 
800. 


C ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
n Lvnbrook.  L.I.  Available  immediately.  Centrally  located  near  major  hos- 
■itals.  Call  (212)  297-4140. 


■ EAST  30th  ST.  (NR.  FIRST  AVE.-N.Y.U.  MED),  hint  ire  floor  of  beaut  iful 
irownstone,  1600  sq.  ft.,  central  a/c,  excel,  condition,  large  waiting  room,  nurses 
lation,  consul,  room,  five  exam,  rooms,  various  other  rooms.  Available  imme- 
iately.  Reasonable.  (212)  895-3797;  344-7750. 


RK  AVENUE  AND  83  ST.  Afternoon  hours  available  in  well  furnished  and 
ell  equipped  office,  with  laboratory  and  X-rav.  Full  time  available  later.  Dept. 
99.  c/o  NYSJM. 


R RENT:  PUERTO  RICO.  LUQUILLO  BEACH  HOUSE,  3 bedrooms,  for 
ent  weekly.  Edward  L.  Pinnev,  M.D.,  148  Hast  78th  St..  New  York,  N.Y.  10021. 
212)  879-8870. 


iSTBURY,  NEW  YORK:  Save  money,  no  brokers.  Seven  spacious  rooms,  2V2 
laths,  fireplace,  finished  basement,  elec,  eye  garage  door,  carpeting,  appliances, 
nanv  extras.  l/4  acre.  Mortgage  7*/>%.  Principals  only.  $59,500.  Call  weekdays 
fter  6 p.m.  (516)333-2698. 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Your  choice  of  5 
courses  in  the 
growing 

health  care  field: 

Mod.  Asst.,  Dental  Asst., 
Mod.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide.  Med.  & Dent. 
Secretary. 


Classes  day  or 
night. 

Licensed  bv  N.Y.  State 
Ld.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


cWestdjester‘ School 

I < >H  PAHAPRt  >1  I SSK  )NAI  I RAINING  - 
13(1  ( )nt,irio  Si  Albany.  N Y 12206  ■ (518)  462-6621 
1 \ Broadway.  While  Plains.  N Y 10601  (914)  128  I960 


275  Broadhollou  ltd  (Ric  1 101.  Mch illc.  N.Y  1 1746  • (516)  752-1060 


REAL  ESTATE  FOR  SALE  OR  RENT — CONT  D 


I R SALE:  5 ROOM,  AIR-CONDITIONED  OFFICE  building  with  solid  medical 
■ractice,  equipment  suitable  for  internist  or  family  physician  on  main  thor- 
ughfare,  South  Shore,  Nassau  County,  L.I.,  N.Y.  Dept.  604,  c/o  NYSJM. 


I TENDED,  CUSTOM  BUILT,  COLONIAL  styled,  brick  & cedar  Cape  Cod 
home  on  oversized,  heavily  wooded  property.  Wood  panel  fireplace  with  bay 
1 iinow  in  13'  X 22'  living  room.  Natural  wood  doors  and  woodwork  throughout. 
Say  window  in  12'  X 15'  partially,  paneled  dining  room.  Eat-in  kitchen  with 
1 )utch  door.  Pantry.  Three  bedrooms  first  floor,  one  bedroom  on  second  floor. 

[.xpansion  attic.  1 V2  baths.  Center  hall  with  Dutch  door  entrance.  Semi-cir- 
ular,  blue  stone  driveway.  Attached  double  garage.  Sewers.  New  roof.  Full 
asement.  North  Merrick,  Long  Island.  N.Y.  Mid  $60’s.  Evenings  (516) 
21-4875. 


STATEN  ISLAND,  N.Y.  True  center  hall  Colonial,  ideal  location,  2 blocks  from 
Clove  Lake  Park,  all  schools  and  buses.  Five  bedrooms,  U/2  baths,  25  ft.  living 
room  with  deep  fireplace,  glass  enclosed,  heated  sun  porch  main  floor.  Large 
dining  room,  patio,  panelled  basement,  garage.  $80,000.  Call  between  7-8  a.m. 
(212)  981-0251. 


SPACIOUS,  FURNISHED  APARTMENT  with  available  office  for  practice, 
suitable  for  single,  non  smoker,  on  tree  lined  street,  close  to  public  transportation, 
in  Rockland  County,  N.Y.  Call  evenings  (914)  735-5985. 


1ST  PATCHOGUE,  LONG  ISLAND:  Suites  available.  New  Medical  Arts 
(uilding.  Brookhaven  Memorial  Hospital.  Nassau  County:  (516)  222-1222; 
uffolk  County:  (516)  864-7900. 


1 3ICH0,  LONG  ISLAND.  We  currently  have  3 fine  homes  eminently  suited 
or  professional  use.  A brick  split  level  home  is  priced  at  $59,900,  and  offers  3 
■edrooms  and  a 3 room  office  suite.  A spacious  multi-level  home  with  4 bedrooms 
including  master  suite  with  sitting  room),  and  4 room  office  is  priced  at  $79,900. 
v uniquely  attractive  ranch  home  with  3 bedrooms  and  separate  office  wing  is 
'riced  at  $86,900.  All  have  separate  office  entrances.  All  are  in  excellent  loca- 
ions.  Good  community.  Superb  schools.  For  information  call  Birch  Tree 
tealty  (516)  433-8884. 


I R SUBLEASE:  FULLY  FURNISHED,  centrally  A/C,  600  sq.  ft.  modern  office 
cith  two  exam,  rooms,  consulting  room,  waiting/reception  area,  lab  and  toilet, 
-.ew  professional  building  in  choice  New  Rochelle  location,  with  large  parking, 
■uitable  for  all  specialties.  Internist  relocated.  Call  (914)  632-4588. 


FOR  SALE:  KEW  GARDENS  PROPER:  3-story  corner.  Important  intersec- 
tion. Three  office  suites,  3 entrances.  Two  residential  floors.  All  public 
transportation.  Established  medical  practice.  Individuals  or  groups  invited 
to  participate  in  co-operative  venture.  For  further  inquiries,  call  M.  Lothar  (212) 
268-9001. 


BOY  do  we  have  a girl  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  11552 

516-483-0577 
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AMA  brings  CME  to  Hershey 


AMA  Regional  CME  Program  — Nov.  18-19, 1977 


AMA  has  greatly  expanded  its  continuing  med- 
ical education  programs,  an  important  service 
to  member  physicians.  A regional  CME  meet- 
ing is  scheduled  at  Hershey  Motor  Lodge,  West 
Chocolate  Ave.,  Hershey,  PA  61703.  Non-AMA 
members  are  welcome. 

This  meeting  has  been  developed  by  the 
AMA  in  cooperation  with  Hahnemann  Medical 
School,  Jefferson  Medical  College,  Medical 
College  of  Pennsylvania,  New  Jersey  Medical 
School,  and  the  medical  schools  of  Howard 
University,  Penn  State  University,  Rutgers 
University,  Temple  University,  University  of 
Pennsylvania,  University  of  Pittsburgh,  and  the 
Pennsylvania  Medical  Society. 

AMA  BRINGS  CME  TO  YOU  . . . 

• A clinically  directed  syllabusforeach  course. 

• individual  attention  to  questions — class 
sizes  are  limited. 

• All  courses  approved  by  the  AMA  Council 
on  Continuing  Physician  Education  for 
Category  1 credit  towards  an  AMA 
Physician’s  Recognition  Award. 


CME  Courses  Offered  at 
Hershey  Meeting 

FRIDAY,  NOVEMBER  18,  1977  (Each  6 Hours) 

P-1.  Proper  Selection  of  Antibiotics 

P-2.  Dermatology  for  Nondermatologists 

P-3.  Medical  Ethics:  Euthanasia  & the 
Doctor-Patient  Relationship 
P-4.  Neonatology 

P-5.  Financial  Management  Colloquium  (This 
colloquium  only  is  CME  Category  2.) 

FRIDAY  & SATURDAY,  NOVEMBER  18-19,  1977 
(16  Hours) 

P-6.  Basic  & Advanced  Life  Support 

(Cardiopulmonary  Resuscitation — CPR) 

SATURDAY,  NOVEMBER  19,  1977  (Each  6 Hours) 

P-7.  Alternate  Lifestyle 
P-8.  Drugs  of  the  Decade 
P-9.  Ambulatory  Care  of  Pulmonary  Disease 
P-10  Current  Advances  in  the  Treatment  & 
Research  of  Cancer 

P-11.  Acid-Base,  Fluid,  & Electrolyte  Balance 
P-12.  Auscultation 

AMA’s  Winter  Scientific  Meeting 

Miami  Beach,  Florida  December  10-13,  1977 


For  specific  information,  please  write: 

AMA  Department  of  Meeting  Services 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

Phone  Inquiries:  (312)  751-6155 
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vVyckoff  Heights  Hospital 

574  Stockholm  Street 
Brooklyn 

9:30-10:30  a.  m. 

November  1 

ENDOMETRIOSIS 
Ralph  Hessekiel,  M.D 
November  8 

DIABETES  IN  THE  ELDERLY 
William  Lynch,  M.D. 

November  15 

HEMATOLOGY— INTERPRETATION  OF  LAB  RESULTS 
Harvey  Doskik,  M.D. 

November  22 

CLINICAL  PATH  CONFERENCE 
Barnet  Halperin,  M.D. 

November  29 

BONE  LESIONS— X-RAY 
Rafael  Loscos,  M.D. 

For  further  information  contact  Mildred  Tobias,  Wyckoff 
Heights  Hospital,  374  Stockholm  Street,  Brooklyn  11237. 

Tel:  212/963-7272. 

Westchester  Square  Hospital  in  collaboration 
with  the  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m. 

November  2 

REPORT  ON  RENAL  DIALYSIS  AND  TRANSPLANTATION 
Robert  E.  Longnecker,  M.D. 

NO  FEE  CREDIT:  AAFP  V/2 

November  16 

HYPERTENSION:  CURRENT  PHARMACOLOGIC 

MANAGEMENT 

Quintin  B.  Deming,  M.D. 

NO  FEE  CREDIT:  AAFP  1 V2 

The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

555  Prospect  Place 
Brooklyn 
November  2 

INTRACELLULAR  GLOBIN  CHAIN  CATABOLISM  & 

PATHOGENESIS  OF  CLINICAL  VARIATION  IN 

THALASSEMIA 

Albert  S.  Braverman,  M.D. 

November  9 

CHEMOIMMUNOTHERAPY  OF  ACUTE  MYELOGENOUS 

LEUKEMIA 

Janet  Cuttner,  M.D. 

November  16 

RH  REVISITED:  THE  HISTORY  OF  THE  ERADICATION 

OF  A DISEASE 

Philip  Lanzkowsky,  M.D. 

November  23 

LYMPHOCYTE  FUNCTION  IN  LYMPHOPROLIFERATIVE 
DISEASE 

Arthur  Sawitsky,  M.D. 

November  30 

NEW  DRUGS,  NEW  TECHNIQUES  OF  DRUG 
ADMINISTRATION  & NEW  COMBINATIONS  OF  DRUGS 
IN  THE  TREATMENT  OF  CANCER 
Takao  Ohnuma,  M.D. 

For  further  information  contact  The  Jewish  Hospital  and 
Medical  Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn 
11238.  Tel:  212/240-1211. 

New  York  Medical  College 

5th  Avenue  at  106th  Street 
November  2,  8:00-10:00  p.m.,  Wednesdays 
SEXUAL  DISORDERS 


FEE:  $450. — 20  Sessions 

For  further  information  contact  Benjamin  J.  Sadock,  M.D., 
Director,  Graduate  and  Continuing  Education  in  Psychiatry, 
New  York  Medical  College,  5th  Ave.  at  106th  Street,  New 
York  10029.  Tel:  212/860-7362. 


The  New  York  Academy  of  Medicine 

2 East  103rd  Street 
November  1,  7:00  p.m.,  Tuesday 
SECTION  ON  DERMATOLOGY  AND  SYPHILOLOGY 

1.  PRESENTATION  OF  CASES 

a.  Beth  Israel  Hospital 

b.  Brooklyn  V.A.  Hospital 

c.  Kings  County  Hospital 

d.  Lenox  Hill  Hospital 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

November  3,  9:00- 12:00  noon,  Thursday 
Section  on  Psychiatry  with  New  York  County  District  Branch  of 
American  Psychiatric  Association 
WHAT'S  NEW  IN  PSYCHOPHARMACOLOGY 
Edward  J.  Sachar,  M.D.,  Donald  F.  Klein,  M.D.,  Frederic  M. 
Quitkin,  M.D.,  Arthur  Rifkin,  M.D. 

CREDIT:  AMA  Cat.  1 (3  hrs.) 

November  9,  8:00  p.m.,  Wednesday 
Section  on  Physical  Medicine  and  Rehabilitation 
THE  PHANTOM  AND  PAIN 
Arthur  Abramson,  M.D. 

CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 
November  9,  3:00-6:00  p.m. 

Section  on  Occupational  Medicine  and  Section  on  Geriatric 
Medicine  with  The  New  York  State  Society  of  Industrial 
Medicine,  Inc. 

November  9,  3:00-6:00  p.m.,  Wednesday 

1.  RESEARCH  IN  GERIATRICS:  WHERE  WE  ARE  AND 
WHERE  WE  SHOULD  BE  GOING 

Reubin  Andres,  M.D. 

2.  RETIREMENT:  AN  OVERVIEW 
Ruth  Bennett,  M.D. 

3.  PSYCHIATRIC  ASPECTS  OF  THE  RETIREMENT 
PROCESS 

Elias  Savitsky,  M.D. 

4.  ROUND  TABLE  WITH  AUDIENCE  PARTICIPATION 
Edgar  Marchesini,  M.D. 

CREDIT:  AMA  Cat.  1 (3  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 
November  15,  8:00  p.m.,  Tuesday 
Section  on  Surgery 

1.  ENDORECTAL  ABDOMINO-PERINEAL  PULLTHROUGH 
PROCEDURES 

Peter  K.  Kottmeier,  M.D.,  Franscisca  T.  Velcek,  M.D. 

2.  CURRENT  TRENDS  IN  IMMUNOSUPPRESSION  FOR 
RENAL  TRANSPLANTATION 

Khalid  M.  H.  Butt,  M.D.,  Samuel  L.  Kountz,  M.D. 

3.  LONG-TERM  FOLLOWUP  OF  PORCINE  BIO- 
PROSTHETIC  HEART  VALVES 

Randall  B.  Griepp,  M.D. 

4.  HEPATIC  AND  PANCREATIC  SURGERY 
SURGERY  FOR  COMPLICATIONS  OF  PANCREATITIS 
Frederick  C.  Lane,  M.D. 

5.  SECRETIN  AND  GASTRIN  RELEASE  AFTER 
PANCREATICODUODENECTOMY 

Simon  Wapnick,  M.D.,  Harry  H.  LeVeen,  M.D. 

6.  A TWENTY  YEAR  EXPERIENCE  WITH 
CHOLEDOCHODUODENOSTOMY 
George  A.  Degenshein,  M.D. 

7.  PORTACAVAL  SHUNT  WITH  ARTERIALIZATION  OF 
THE  PORTAL  VEIN  BY  MEANS  OF  A LOW  FLOW 
ARTERIOVENOUS  FISTULA 

Roland  J.  Adamsons,  M.D. 

CREDIT:  AMA  Cat.  1 

Reception  6:30  p.m. — Subscription  Dinner  7:00  p.m. 
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November  16,  7:30  p.m.,  Wednesday 
Section  on  Anesthesiology  and  Resuscitation 

1.  TREATMENT  OF  BURNS 

METABOLISM  AND  NUTRITIONAL  REQUIREMENTS  OF 
PATIENTS  WITH  BURNS 
P.  William  Curreri,  M.D. 

2.  SURGICAL  MANAGEMENT  OF  PATIENTS  WITH 
BURNS 

John  M.  Stein.  M.D. 

3.  ANESTHESIA  MANAGEMENT  AND  CARE  OF  THE 
AIRWAYS  OF  PATIENTS  WITH  BURNS 
Elizabeth  D.  Stein,  M.D. 

CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

Reception  6:30  p.m. — Subscription  Dinner  6:45  p.m. 
November  21,  4:30  p.m.,  Monday 

Section  on  Radiology  with  The  New  York  Roentgen  Society 

1.  INTRA-ARTICULAR  TRAUMA 
Amy  Beth  Goldman,  M.D. 

2.  POST-TRAUMATIC  LESIONS  OF  THE  SHOULDER  AND 
ELBOW 

Frieda  Feldman,  M.D. 

3.  POST-TRAUMATIC  OSTEOCHOCHONDRITIS 
DISSECANS  OF  THE  KNEE,  ELBOW  AND  ANKLE 
Alex  Norman,  M.D. 

4.  TRAUMATIC  LESIONS  OF  THE  WRISTS 
John  H.  Harris,  Jr.,  M.D. 

5.  ARTHROGRAPHY  OF  THE  TRAUMATIZED  ANKLE 
Amy  Beth  Goldman,  M.D. 

CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

Section  on  Radiotherapy 

1.  CARCINOMA  PROSTATE 
Juan  del  Regato,  M.D. 

Reception  and  Dinner — 6:00-7:00  p.m. 

Evening  Diagnostic  Lecture — 8:00  p.m. 

2.  THE  ROENTGEN  DIAGNOSIS  OF  CERVICAL  SPINE 
TRAUMA 

John  H.  Harris,  Jr.,  M.D. 

CREDIT:  AMA  Cat.  1 ( 1 % hrs.) 

3.  HISTORY  OF  RADIOTHERAPY 
Juan  del  Regato,  M.D. 

CREDIT:  AMA  Cat  1 ( 1 V2  hrs.) 


November  21,  8:00  p.m.,  Monday 
SECTION  ON  OPHTHALMOLOGY 

1.  OCULAR  TUMORS 

THE  USE  OF  P 32  IN  THE  DIAGNOSIS  OF  OCULAR 
TUMORS 

Bernard  Goldberg,  M.D. 

2. B-SCAN  ULTRASOUND  DIFFERENTIAL  DIAGNOSIS  OF 

INTRAOCULAR  TUMORS 
Yale  L.  Fisher,  M.D. 

3.  INTRAOCULAR  TUMOR  THERAPY 
David  Abramson,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 
November  23,  8: 15  p.m.,  Wednesday 
Section  on  Historical  Medicine 

1.  PORTRAIT  OF  THE  PHYSICIAN  IN  THE  HISTORY  OF 
ART 

Helmuth  Nathan,  M.D. 

2.  THE  PHYSICIAN  AS  AN  ARTIST 
Meyer  M.  Melicow,  M.D. 

Reception — 6:00  p.m. — Subscription  Dinner  7:15  p.m. 
November  5 

The  Jewish  Home  and  Hospital  for  Aged  in 
cooperation  with  The  American  Geriatrics 
Society 

120  W.  106th  Street 
8:45  a.m.-5:00  p.m. 

THE  ENDOCRINOLOGY  AND  METABOLISM  OF  AGING- 
DIAGNOSTIC  AND  THERAPEUTIC  ASPECTS 
Manuel  Rodstein,  M.D.,  David  King  Sirota,  M.D. 


1.  THYROID  DISORDERS  IN  THE  AGED 
Robert  L.  Segal,  M.D. 

2.  DIABETES  MELLITUS  IN  THE  AGED 
Elliot  J.  Rayfield,  M.D. 

3.  ANDROGEN  AND  ESTROGEN  PRODUCTION  IN  THE 
AGING 

Marvin  A.  Kirschner,  M.D. 

4 ECTOPIC  ENDOCRINE  SYNDROMES 
Walter  Futterweit,  M.D. 

5.  PITUITARY  AND  ADRENAL  DISORDERS  IN  AGING 
Norman  Fleisher,  M.D. 

6.  DIAGNOSIS  AND  TREATMENT  OF  OSTEOPOROSIS 
Ernest  Schwartz,  M.D. 

7.  HYPERCALCEMIC  STATES  IN  THE  AGED 
Frederica  Linick,  M.D. 

November  5-6 

New  York  University  Medical  Center  and  The 
Institute  for  the  Study  of  Human  Knowledge 

Hotel  Roosevelt 

SELF-CARE  FOR  HEALTH 

Barbara  Ehrenreich,  Ph  D.,  Alan  Gartner,  Ph.D.,  Alfred  H. 
Katz,  D.S.W.,  Lowell  S.  Levin,  Ed.D.,  M.P.H.,  Frank 
Riessman,  Ph.D.,  Victor  W.  Sidel,  M.D.,  and  David  S.  Sobel. 
FEE:  $60.  CREDIT:  AMA  Cat.  II 

For  further  information  contact  New  Human  Services 
Institute,  184  Fifth  Avenue,  New  York  10010.  Tel:  212/ 
924-477  7. 


The  Page  and  William  Black  Postgraduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
November  (Day  and  Time  to  be  Announced) 

ENVIRONMENTAL  MEDICINE  PM  257— ESSENTIALS  IN 
OCCUPATIONAL  MEDICINE 
Irving  J.  Selikoff,  M.D. 

FEE:  $250.  CREDIT:  AMA  Cat.  1 

November  4,  Friday,  9:00  a. m. -5:00  p.m. 

PATHOLOGY  PM  116— RENAL  BIOPSY  AS  AN  AID  IN 
DIAGNOSIS  AND  MANAGEMENT  OF  RENAL  DISEASE 
Jacob  Churg,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 

November  4,  Friday,  9:00  a. m. -5:00  p.m. 

SURGERY  230— NEW  AMBULATORY  MEDICAL  AND 

SURGICAL  TECHNIQUES  APPLICABLE  TO  VENOUS 

DISORDERS 

Robert  A.  Nabatoff,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 

November  5,  Saturday,  9:00  a m. -5:00  p.m. 

PSYCHIATRY  PM  231— ELECTROCONVULSIVE  THERAPY 
(ECT) 

Arthur  Gabriel,  M.D.,  Louis  Linn,  M.D. 

FEE:  $75.  CREDIT:  AMA£at.  1 

November  16,  Wednesday,  9:00  a. m. -5:00  p.m. 

ALCOHOLISM— THE  PRACTICAL  APPROACH  TO  THE 
MANAGEMENT  OF  THE  ALCOHOLIC  PATIENT 
Enoch  Gordis,  M.D.,  George  Sereny,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 

November  18,  19,  Friday  and  Saturday,  9:00  a. m. -5:30  p.m. 
PSYCHIATRY  PM  214— PSYCHOTHERAPY  OF 
ALCOHOLISM 
Sheldon  Zimberg,  M.D. 

FEE:  $75.  CREDIT:  AMA  Cat.  1 

The  Brookdale  Hospital  Medical  Center  co- 
sponsored by  New  York  University 
Postgraduate  Medical  Center 

Linden  Boulevard  at  Brookdale  Plaza 
Brooklyn 

November  5,  8:30  a.m.- 12:30  p.m. 


October  1977/New  York  State  Journal  of  Medicine  2021 

WGO-3 


FETAL  MONITORING  AND  ANESTHETIC  MANAGEMENT 

IN  HIGH  RISK  PREGNANCY  AND  FETAL  DISTRESS 

1.  Basic  Principles  of  Fetal  Monitoring 
Max  Lilling,  M.D. 

2.  Management  of  the  High  Risk  Patient  During  Labor 
Bruce  Young,  M.D. 

3 Questions  and  Answers 
Bruce  Young,  M.D. 

4.  Anesthesia  for  High  Risk  Pregnancy 
Gertie  Marx,  M.D. 

5.  Anesthesia  for  the  Delivery  of  the  Distressed  Infant 
Walter  U.  Brown,  M.D. 

5.  Questions  and  Answers 
Adel  R.  Abadir,  M.D. 

CREDIT:  AMA  Cat.  1 (4  hrs.) 

For  further  information  and  pre-registration  form  please 

contact  William  Mackler,  M.D.,  The  Brookdale  Hospital 

Medical  Center,  Office  of  Continuing  Education,  Linden  Blvd., 

at  Brookdale  Plaza,  Brooklyn,  1 1212.  Tel:  212/240-5317. 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
November  5-6 

ROBERT  S.  HOTCHKISS  SYMPOSIUM  BASIC  AND 
PRACTICAL  ASPECTS  OF  THE  DIAGNOSIS  AND 
TREATMENT  OF  MALE  INFERTILITY 
FEE:  $200.  CREDIT:  AMA  Cat.  1 & AAFP 

November  10-11 

SYMPOSIUM  ON  LEGAL  AND  ETHICAL  ISSUES  IN 
PSYCHIATRIC  PRACTICE 
FEE:  $25.  CREDIT:  AMA  Cat.  1 

November  28-December  1 

NEUROSURGERY/NEW  YORK  CITY  1977 
Albert  Einstein  College  of  Medicine,  Columbia  University 
College  of  Physicians  and  Surgeons,  Cornell  University 
Medical  College,  Mt.  Sinai  School  of  Medicine,  New  York 
Medical  College,  New  York  University  School  of  Medicine 
and  SUNY  Downstate  Medical  Center 
Topics  include  CAT  scans,  head  and  spinal  cord  trauma, 
vascular  diseases,  pain  control,  spinal  and  cerebral  tumors 
including  CNS  metastatic  disease  and  selected  topics  in 
pediatric  neurosurgery. 

FEE:  $300.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Office  of  the  Associate  Dean, 
Registration  Department,  NYU  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York  10016.  Tel:  212/679-3200, 
ext.  4038. 

Montefiore  Hospital  & Medical  Center  & The  Albert 
Einstein  College  of  Medicine 

'Roosevelt  Hotel 

Madison  Avenue  at  45th  Street 

November  9,  Wednesday,  8:30  a.m.-5: 15  p.m. 

SESSION  I. 

CURRENT  STATUS  OF  ARTERIAL  GRAFTS 
Henry  Haimovici,  M.D. 

1.  IDEAL  PROSTHESIS  IN  THE  AORTCftLIAC  SEGMENT 
Lester  R.  Sauvage,  M.D. 

2.  IDEAL  GRAFT  FOR  FEMOROPOPLITEAL  AND  TIBIAL 
SEGMENTS 

BIOLOGICAL  ASPECTS 
Cheryl  M.  Montefusco,  M.D. 

CLINICAL  ASPECTS 
Charles  D.  Campbell,  MD 

3.  IDEAL  GRAFT  FOR  VISCERAL  VASCULAR  SEGMENTS 
Charles  B.  Currier,  Jr.,  M.D. 

4.  BIOLOGIC  FATE  OF  VEIN  GRAFTS 

D.  Emerick  Szilagyi,  M.D.,  Roger  F.  Smith,  M.D. 

5.  BIOLOGIC  FATE  OF  PROSTHETIC  GRAFTS 
Lester  R.  Sauvage,  M.D. 
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SESSION  II. 

NON-INVASIVE  DIAGNOSTIC  TECHNIQUES 
Frank  J.  Veith,  M.D.,  Robert  H.  Goetz,  M.D. 

1.  DOPPLER  ULTRASONIC  EVALUATION  OF  ARTERIAL 
DISEASE 

Robert  W.  Barnes,  M.D. 

2.  PULSE  VOLUME  RECORDER  EVALUATION  OF 
ARTERIAL  DISEASE 

Jeff  Raines,  M.D. 

3.  PHLEBORHEOGRAPHY  IN  THE  DIAGNOSIS  OF  DEEP 
VENOUS  THROMBOSIS 

John  J.  Cranley,  M.D. 

4.  DOPPLER  ANGIOGRAPHIC  IMAGING 
Robert  W.  Barnes,  M.D. 

5.  ISOTOPE  ANGIOGRAPHY  IN  ARTERIAL  DISEASE 
Charles  M.  Moss,  M.D. 

6.  ROLE  OF  PRESSURE  MEASUREMENTS  IN  ARTERIAL 
DISEASE 

John  J.  Bergan,  M.D. 

November  10,  Thursday,  9:00  a.m.-5:15  p.m. 

SESSION  III. 

HOW  I DO  IT 
Frank  J.  Veith,  M.D. 

1.  PORTAL  HYPERTENSION 
Marvin  L.  Gliedman,  M.D. 

2.  SPECIAL  PROBLEMS  IN  THE  SURGICAL 
MANAGEMENT  OF  ABDOMINAL  AORTIC  ANEURYSMS 
D.  Emerick  Szilagyi,  M.D.,  Robert  F.  Smith,  M.D. 

3.  RENOVASCULAR  HYPERTENSION 
Calvin  B.  Ernst,  M.D. 

4.  MANAGEMENT  OF  ACUTE  VENOUS 
THROMBOEMBOLISM 

John  J.  Cranley,  M.D. 

5.  MANAGEMENT  OF  THE  ACUTELY  ISCHEMIC  LEG 
Calvin  B.  Ernst,  M.D. 

SESSION  IV. 

REVASCULARIZATION  OF  LOWER  EXTREMITY  FOR 
OCCLUSIVE  DISEASE  BELOW  THE  INGUINAL 
LIGAMENT  INDICATIONS,  CONTROVERSIES  AND 
HOW  I DO  IT 
Marvin  L.  Gliedman,  M.D. 

1.  CLINICAL  AND  ANGIOGRAPHIC  PATIENT  SELECTION 
Henry  Haimovici,  M.D. 

2.  FEMOROPOPLITEAL  AND  FEMOROTIBIAL  OR 
PERONEAL  BYPASS 

Frank  J.  Veith,  M.D. 

3.  PROFUNDA  FEMORIS  RECONSTRUCTION 
Henry  Haimovici,  M.D. 

4.  ENDARTERECTOMY 
Anthony  M.  Imparato,  M.D. 

5.  ALTERNATIVES  AND  RE-DO  OPERATIONS  FOR 
GRAFT  FAILURES 

Wesley  S.  Moore 

November  11,  Friday,  8:30  a. m. -5: 15  p.m. 

SESSION  V. 

ARTERIAL  INSUFFICIENCY  OF  THE  UPPER  EXTREMITY 
Henry  Haimovici,  M.D. 

1.  SMALL  AND  MEDIUM-SIZED  ARTERY  DISEASE: 
CLINICOPATHOLOGIC  AND  ANGIOGRAPHIC  PATTERNS 
Henry  Haimovici,  M.D. 

2.  VASOMOTOR  SYNDROMES.  PLACE  OF 
CERVICOTHORACIC  SYMPATHECTOMY 
John  J.  Bergan,  M.D. 

3.  THORACIC  OUTLET  SYNDROMES 
Jere  W.  Lord,  Jr.,  M.D. 

4.  ARTERIAL  DISEASE  OF  THE  HAND 
John  J.  Bergan,  M.D. 

5.  ARTERIAL  INJURIES  OF  THE  UPPER  EXTREMITY 
Robert  L.  Hewitt 

SESSION  VI: 

CEREBROVASCULAR  INSUFFICIENCY 
Frank  J.  Veith,  M.D. 

1.  DOPPLER  ULTRASONIC  EVALUATION  OF 


CEREBROVASCULAR  DISEASE 
Robert  W.  Barnes,  M.D. 

2.  ARTERIOGRAPHIC  PATTERNS 
Norman  E.  Chase,  M.D. 

3.  NATURE  AND  DISTRIBUTION  OF  THE  PLAQUES 
DETERMINING  CEREBRAL  ISCHEMIA 

Anthony  M.  Imparato 

4.  CAROTID  ENDARTERECTOMY 
Wesley  S.  Moore 

6.  AORTIC  ARCH  SYNDROME:  DIRECT  OR  EXTRA- 
ANATOMICAL  APPROACH 
Wesley  S.  Moore 

FEE:  $275.  for  physicians  CREDIT:  AMA  Cat.  1 (21  hrs.) 

$150.  for  residents 

For  further  information  contact  Henry  Haimovici,  M.D., 
Montefiore  Hospital  & Medical  Center,  1 1 1 East  210  Street, 
Bronx,  10467.  Tel:  212-879-3932. 

Columbia  University  College  of  P & S 

630  West  168th  Street 
November  11-12 

OPHTHALMOLOGY  PM  1,  ANNUAL  MEETING  EDW.  S. 

HARKNESS  EYE  INSTITUTE 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

$100.  residents 
November  16-18 

THE  USE  OF  PSYCHOTHERAPEUTIC  DRUGS  IN  THE 

TREATMENT  OF  MENTAL  ILLNESS 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (21  hrs.) 

$100.  residents 
November  28-December  3 

MEDICAL  HYPNOSIS,  (BASIC) 

FEE:  $350.  CREDIT:  AMA  Cat.  1 (42  hrs.) 

For  further  information  contact  Jose  M.  Ferrer,  M.D., 
Associate  Dean,  630  West  168th  Street,  New  York  10032. 
Tel:  212/694-3682. 

Beth  Israel  Medical  Center  with  The  Page  & 
William  Black  Post-Graduate  School  of 
Medicine  co-sponsored  with  American  Cancer 
Society,  N.Y.C.  Division,  Inc. 

10  Nathan  D.  Perlman  Place 

November  16,  Wednesday,  8:30  a.  m. -4:30  p.m. 

RECENT  ADVANCES  IN  THE  DIAGNOSIS  AND 
MANAGEMENT  OF  CANCER  OF  THE  PROSTATE 
James  Vogel,  M.D.  and  Lazarus  A.  Orkin,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Post-Graduate  Medical 

Education  Office,  Beth  Israel  Medical  Center,  10  Nathan  D. 

Perlman  Place,  New  York  10003.  Tel:  212/673-3000  ext. 

2135. 

Downstate  Medical  Center 
State  University  of  New  York 

450  Clarkson  Avenue 
Brooklyn 
November  16 

PRACTICAL  MANAGEMENT  OF  RHEUMATIC  DISEASES 
(TEACHING  DAY  IN  RHEUMATIC  DISEASE) 

Charles  M.  Plotz,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (7  hrs.) 

AAFP  7 hrs. 

For  further  information  contact  Charles  M.  Plotz,  M.D.,  Office 
of  Continuing  Education,  Box  51,  450  Clarkson  Avenue, 
Brooklyn  11203.  Tel:  212/270-2422. 

Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  & Center 

329  East  62nd  Street 


November  30,  Wednesday,  8:30  p.m. 

TRANSCULTURAL  FACTORS  IN  TRANSFERENCE  AND 
COUNTER-TRANSFERENCE:  A PANEL 
Houston  Brummit,  M.D.,  Douglas  H.  Ingram,  M.D.,  Leonidas 
Samouilidis,  M.D.,  Luis  R.  Marcos,  M.D.  For  further 
information  contact  the  Karen  Horney  Clinic,  329  East  62nd 
Street,  New  York  10021.  Tel:  212/PL  2-5367. 


QUEENS  COUNTY 


Astoria  General  Hospital  cosponsored  by 
Albert  Einstein  College  of  Medicine 

25-10  30th  Avenue 
Long  Island  City 

November  1,  Tuesday,  8: 15- 10: 15  p.m. 

TUMORS  OF  THE  SKIN 
Arthur  H.  Gladstein,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

November  5,  Saturday,  9:00  a.m.-1:00  p.m. 

MANAGEMENT  OF  RESPIRATORY  FAILURE  AND  ADULT 
RESPIRATORY  DISTRESS  SYNDROME 
CREDIT:  AMA  Cat.  1 & AAFP 
November  12,  Saturday 

LIAISON  PSYCHIATRY:  A NEW  APPROACH  TO  NON- 
PSYCHIATRIC ILLNESS  RELATED  PROBLEMS 
Leslie  Gise,  MD 

November  19,  Saturday,  9:00  a m.  -1 1:00  a.m. 

CLINICAL  APPLICATION  OF  PERFUSION  AND 
VENTILLATION  SCINTIPHOTOGRAPHY 
CREDIT:  AMA  Cat.  1 & AAFP 
November  26 

MANAGING  THE  HYPOCHANDRIAC  IN  YOUR  OFFICE 
Norman  Altman,  M.D. 

For  further  information  contact  Astoria  General  Hospital, 
25-10  30th  Avenue,  Long  Island  City,  1 1 102.  Tel:  212/ 
932-1000. 

Physicians  Hospital 

73rd  Street  & 34th  Avenue 
Jackson  Heights 

November  2,  Wednesday,  8:00  p.m. 

LUNG  CANCER 

Coleman  Rabin.  M.D.,  Irving  Sarot,  M.D.,  Fred  Lajum,  M.D., 
Ralph  Ger,  M.D.,  Sidney  Rubenfeld,  M.D.,  Abdul  Mundia,  M.D. 
For  further  information  contact  Physicians  Hospital,  34-01 
73rd  Street,  Jackson  Heights  1 1372.  Tel:  212/446-1100. 

Queens  Hospital  Center  Affiliation  of  Long 
Island  Jewish-Hillside  Medical  Center  and 
SUNY 

Queens  Hospital  Center 
82-69  164th  Street 
Jamaica 

November  6,  9:00  a.m.-5:30  p.m. 

MORNING  SESSION:  DIDACTIC  LECTURES: 

HYPOXIA,  ETIOLOGIES,  PATHOPHYSIOLOGY  OF  ACUTE 
AND  CHRONIC  HYPERCAPNIA  AND  HYPERCAPNIA. 
AFTERNOON  SESSION:  WORKSHOPS 

FEE:  $45.  (includes  lunch)  CREDIT:  AMA  Cat.  1 (8  hrs.) 

For  further  information  contact  F.  Khan,  M.D.,  Pulmonary 
Medicine,  Queens  Hospital  Center,  82-68  164th  Street, 
Jamaica  11432.  Tel-  212/990-2092. 


NASSAU  COUNTY 


November  4-6 

Institute  for  Psychosomatic  Research 

1405  Old  Northern  Blvd. 

Roslyn 
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INSTITUTE  FOR  PSYCHOSOMATIC  RESEARCH'S 
ADVANCED  TRAINING  PROGRAM  IN  CLINICAL 

BIOFEEDBACK 

For  further  information  contact  Institute  for  Psychosomatic 
Research,  1405  Old  Northern  Blvd.,  Rosyln,  11576.  Tel: 

516/484-5922. 


St.  Francis  Hospital  co-sponsored  by  the 
American  Thoracic  Society,  Medical  Section  of 
the  American  Lung  Association 

100  Port  Washington  Blvd. 

Roslyn 

November  10-11 

SEMINAR  AND  WORKSHOP  ON  FLEXIBLE  FIBEROPTIC 

BRONCHOSCOPY 

CREDIT:  AMA  Cat.  1 (16  hrs.) 

For  further  information  contact  The  Dept,  of  Continuing 
Medical  Education,  St.  Francis  Hospital,  100  Port  Washington 
Blvd.,  Roslyn,  11576.  Tel:  516/627-6200,  ext.  1936. 

Franklin  General  Hospital  & Tufts  University 
School  of  Medicine 

Franklin  General  Hospital 
900  Pranklin  Avenue 
Valley  Stream 

November  17,  Thursday,  11:00  a.  m.- 1:00  p.m. 

’ Part  of  a lecture  series  starting  September  1977 

INFLAMMATORY  BOWEL  DISEASE  INCLUDING  NEW 
TECHNIQUES  OF  HYPERALIMENTATION 
James  Patterson,  M.D. 

For  further  information  contact  Harold  S.  Sandhaus,  M.D- 
Franklin  General  Hospital,  900  Franklin  Avenue,  Valley 
Stream,  11580.  Tel:  516/825-8800,  ext.  368. 


SUFFOLK  COUNTY 


Southside  Hospital  co-sponsored  by  The 
Suffolk  Academy  of  Medicine 

Montauk  Highway 
Bay  Shore 

* This  program  started  in  September  and  goes  through  June 
1978,  8:30- 10:00  a.m. 

CANCER  SERIES  (RENAL  MASS  IN  CHILDREN) 

Richard  F.  Qualliotine,  M.D. 

CREDIT:  AMA  Cat.  1 

Mather  and  St.  Charles  Hospital  co-sponsored 
by  The  Suffolk  Academy  of  Medicine 

North  Country  Road 
Port  Jefferson 

* This  program  started  in  September  and  goes  through  August 
1978,  noon  to  1:30  p.m. 

TUMOR  CONFERENCE 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  James  A.  Holleran,  M.D.  Tel: 
516/473-1320  ext.  251. 

Brookhaven  Memorial  Hospital  co-sponsored 
by  The  Suffolk  Academy  of  Medicine 

101  Hospital  Road 
Patchogue 

' This  program  started  in  September  and  goes  through  June 
1978,  8:00  a.m. -9:00  a.m. 

CLINICAL  PROBLEMS  IN  FAMILY  MEDICiNE 
CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Dorothy  S.  Lane,  M.D.  Tel: 
516/654-7095. 


Huntington  Hospital  co-sponsored  by  The 
Suffolk  Academy  of  Medicine 

270  Park  Avenue 
Huntington 

* This  program  started  in  October  and  goes  through 
November 

November  10,  8:00-9:30  a.m. 

PULMONARY  FUNCTION  AND  DISEASE 
RESPIRATORY  LUNG  DISEASE 
Lewis  Mooney,  M.D. 

November  17,  8:00-9:30  a m. 

OPPORTUNIST  LUNG  DISEASE 
Adam  Hurewitz,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Bernard  Rosof,  M.D.  Tel: 
516/351-2236. 

Southampton  Hospital  co-sponsored  by  The 
Suffolk  Academy  of  Medicine 

Meeting  House  Lane 
Southampton 

’This  program  started  in  September  and  goes  through 
January  1978 

November  14,  Monday,  11:30  a.m. 

ACUTE  EYE  PROBLEMS 
Nathaniel  Bronson,  M.D. 

November  26,  Saturday,  8:30  a.m. 

RHEUMATIC  DISORDER 
Charles  Plotz,  M.D. 

CREDIT:  AMA  Cat.  1 


Suffolk  Academy  of  Medicine 

850  Veterans  Memorial  Highway 
Hauppauge 

* This  program  started  in  September  and  goes  through  May 
1978,  November  10,  7:30-10:00  p.m. 

SECTION  ON  DERMATOLOGY 

Purpose  and  Objectives  to  maintain  and  improve  the  level  of 
dermatologic  care  in  the  community — eliminate  outmoded 
treatments  and  institute  newer  forms  of  therapy. 

CREDIT:  AMA  Cat.  1 


Suffolk  County  Pediatric  Society  co-sponsored 
by  The  Suffolk  Academy  of  Medicine 

Teapot  Lane 
Smithtown 

* This  program  started  in  October  and  goes — May  1978. 
November  16,  Wednesday,  8:30- 10:00  p.m. 

PULMONARY  PROBLEMS  OF  NEWBORN 

Peter  A.M.  Auld,  M.D. 

CREDIT:  AMA  Cat.  1 

North  Shore  University — Huntington  Hospital 
co-sponsored  by  The  Suffolk  Academy  of 
Medicine 

270  Park  Avenue 
Huntington 

* This  program  started  in  September  and  goes  through  June 
1978,  8:00-9:00  a.m.,  last  Thursday  of  each  month 
CARDIOLOGY  CONFERENCE  PROGRAM 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Bernard  Rosof,  M.D.,  Tel: 
516/351-2236. 

(SUNY)  at  Stony  Brook — Huntington  Hospital 
co-sponsored  by  The  Suffolk  Academy  of 
Medicine 

270  Park  Avenue 
Huntington 
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• This  program  started  in  September  and  goes  through  June 
1978.  8:00-9:00  a m , first  Thursday  of  each  month 
MEDICAL  CONFERENCE  PROGRAM 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Bernard  Rosof,  M.D.,  Tel: 
516/351-2236. 


Southside  Hospital  co-sponsored  by  The 
Suffolk  Academy  of  Medicine 

1 West  Montauk  Flighway 
Bay  Shore 

November  18.  9:00- 1 1:00  a m. 

HYPOTHYROIDISM:  DIAGNOSIS  AND  MANAGEMENT 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Southside  Hospital,  1 West 
Montauk  Highway,  Bay  Shore,  11706. 


Kings  Park  Psychiatric  Center  co-sponsored  by 
the  Suffolk  County  District  Branch  of  the 
American  Psychiatric  Association,  State 
University  of  New  York  at  Stony  Brook  Kings 
Park 

November  16 

10:30  a m - 12:00  noon 

TREATMENT  OF  THE  DRUG-RESISTANT  PATIENT 
Leo  E.  Hollister,  M.D. 

For  further  information  contact  Dr.  Laury.  Tel:  516/544- 

2677. 


WESTCHESTER  COUNTY 


St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

November  2,  7:00-9:00  p.m. 

VASCULAR  ACCESS  FOR  HEMODIALYSIS 
James  E.  Cimino,  M.D. 

November  10,  9:00  a.m. 

RECENT  ADVANCES  IN  HODGKIN'S  DISEASE 
Morton  Coleman,  M.D. 

CREDIT:  AAFP 

November  30,  7:00-9:00  p.m. 

DIET  THERAPY  FOR  DIALYSIS  PATIENTS 
C.  Chignon,  M.D. 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  St. 
Joseph's  Hospital,  127  South  Broadway,  Yonkers  10701. 
Tel:  914/965-6700. 


The  New  York  Medical  College 

Westchester  County  Medical  Center 

Valhalla 

November  2-5 

EYE  PLASTIC  SURGERY 

Cosmetic  Blepharoplasty,  Blepharoptosis  Surgery,  Lid 
Reconstruction,  Lacrimal  Surgery,  Orbital  Reconstruction, 
Entropion,  Ectropion,  Orbital  Fractures  and  Tumors 
For  further  information  contact  Michael  Dunn,  M.D.,  or  Pierre 
Guibor,  M.D.,  Oculoplastic  Course,  630  Park  Avenue,  New 
York  10021.  Tel:  212/734-1010. 


Harlem  Valley  Psychiatric  Center 

Wingdale 

November  10  or  November  17 

INFLUENCE  OF  THE  MEDIA  ON  ATTITUDES  TOWARD 
THE  DEVIANT 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  Harlem  Valley  Psychiatric 
Center,  Wingdale,  12594.  Tel:  914/832-6611. 


BUFFALO 


November  10 

Roswell  Park  Memorial  Institute  American 
Cancer  Society,  NYS  Division,  Inc. 

666  Elm  Street 
Buffalo 

ANESTHESIA  IN  THE  CANCER  PATIENT-BLOOD 
PRESSURE  PROBLEMS 
CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Ms.  Claudia  Lee,  Cancer 
Control  Office  Research  Studies  Center,  Roswell  Park 
Memorial  Institute,  666  Elm  Street,  Buffalo,  14263. 


NEW  HARTFORD 


November  17,  Thursday,  4:00  p.m. 

Central  New  York  Academy  of  Medicine,  Inc. 

210  Clinton  Road  (Route  12-B) 

New  Hartford 

GENERAL  MEDICINE 

NO  FEE  CREDIT:  AMA  Cat.  1 (3  hrs.) 

For  further  information  contact  Mr.  Russell  H.  Feltus, 
Executive  Director,  Central  New  York  Academy  of  Medicine, 
Inc.,  210  Clinton  Rd.,  New  Hartford,  13413.  Tel:  315/735- 

2204. 


OUT-OF-STATE 


MICHIGAN 


The  University  of  Michigan  Medical  Center 
The  Towsley  Center  for  Continuing  Medical  Education 
Ann  Arbor,  Michigan 
November  4-5 

PRACTICAL  APPLICATION  OF  DEVELOPMENTAL 
KNOWLEDGE 

FEE:  $60.  CREDIT:  AMA  Cat.  1 (10V4  hrs.) 

November  9 

CARDIOLOGY  FOR  FAMILY  PHYSICIANS 
FEE:  $60.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

November  11-12 

MAMMAGRAPHY  FOR  RADIOLOGIC  TECHNOLOGISTS 
FEE:  $60.  CREDIT:  AMA  Cat.  1 (10  hrs.) 

November  17 

PSYCHOPHARMACOLOGY 

FEE:  $60.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Mrs.  Bette  A.  Armbruster, 
Office  of  Continuing  Education,  University  of  Michigan 
Medical  School,  The  Towsley  Center,  Ann  Arbor,  Michigan 
48109. 


NEW  JERSEY 


November  11-12 

Deborah  Heart  and  Lung  Center 

'Cherry  Hill  Inn 
Cherry  Hill,  New  Jersey 

CURRENT  DIAGNOSTIC  METHODS  IN  CARDIOLOGY 
FEE:  $100.  includes  lunches  CREDIT:  MA  Cat.  1 (11  hrs.) 
For  further  information  contact  Deborah  Heart  and  Lung 
Center  Symposium,  Box  425,  Ardmore,  Pa.  19003. 


OUT-OF-U.S.A. 


CANADA 


November  5 
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Ontario  Society  for  Crippled  Children 

350  Rumsey  Road 
Toronto,  Ontario 

21st  ANNUAL  SYMPOSIUM  ON  REHABILITATION 
For  further  information  contact  Dalton  E.  McQuaig,  Ontario 
Society  for  Crippled  Children,  350  Rumsey  Rd.,  Toronto, 
Ontario,  M4G  1R8  Canada. 

Ontario  Society  of  Clinical  Hypnosis 

Royal  York  Hotel 
Toronto 

, November  11-13 

1.  INTRODUCTION  TO  CLINICAL  HYPNOSIS 

2.  PRACTICAL  THERAPEUTIC  APPLICATIONS  OF 
HYPNOSIS 

For  further  information  contact  Dr.  Alan  Banack,  c/o 
O.S.C.H.  243  St.  Clair  Avenue  West,  Toronto,  Ontario  M4V 
1R3  Tel:  416/922-8300. 

McMaster  University  Medical  Centre 

1200  Main  Street  West 
Hamilton,  Ontario 
November  9 

DAY  IN  MEDICINE 

For  further  information  contact  W.  C.  Nicholas,  M.D., 
University  Medical  Centre,  1200  Main  Street  West,  Room 
3V49,  Hamilton,  Ontario,  L8S  4J9. 

November  23 

REFRESHER  DAY  IN  CARDIOLOGY 
For  further  information  contact  B.  Sealey,  M.D.,  McMaster 
Clinic,  Hamilton  General  Hospital,  237  Barton  Street  East, 
Hamilton,  Ontario,  L8L  2X2 


EVENTS  RECEIVED  AFTER  DEADLINE 


QUEENS 


November  7 
4:30  p.m. 

Long  Island  Jewish-Hillside  Medical  Center 

New  Hyde  Park 
’ Schwartz  Research  Building 

NEWER  CONCEPTS  IN  ADENOTONSILLITIS 
Philip  M.  Sprinkle,  M.D. 

For  furture  information  contact  Allan  L.  Abramson,  M.D., 
SUNY  at  Stony  Brook  School  of  Medicine. 


WESTCHESTER  COUNTY 

New  York  Medical  College 

Vahalla 

November  11-13 

NEW  YORK  INTRAOCULAR  LENS  SEMINAR,  INC. 

Donald  L.  Praeger,  M.D. 

FEE:  $750.  CREDIT.  AMA  Cat.  1 (22  hrs.) 

SPECIAL  RESIDENT  FEE:  $500. 

For  further  information  contact  Donald  L.  Praeger,  M.D.,  The 
New  York  Medical  College,  Westchester  County  Medical 
Center,  Valhalla,  10595. 


JOHNSON  CITY 


Wilson  Memorial  Hospital  Co-sponsored  by 
Upstate  Medical  Center,  (SUNY) 

33-57  Harrison  Street 
Johnson  City 

* Course  started  September  8 goes  through  December  8,  (1 1:00 
a.m.) 

November  3 

ANTIBIOTIC  PROPHYLAXIS 
Donald  Borstein,  M.D. 

November  10 
HIRSUTISM 
Leslie  I.  Rose,  M.D. 

November  17 

RENOVASCULAR  HYPERTENSION— RECENT  ADVANCES 
David  Streeten,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

* Course  started  September  6 goes  through  November  29,  (11: 
00  a.m.) 

November  1 

CHILDHOOD  HYPERTENSION 
Roger  Spitzer,  M.D. 

November  8 

EVALUATION  OF  SHORT  STATURE 
Lytt  Gardner,  M.D. 

November  15 
HEPATITIS 

Judith  Sondheimer,  M.D. 

November  22 

PEDIATRIC  NEUROLOGICAL  EVALUATION 
Carl  Crosley,  M.D. 

November  29 

OUTCOMES  OF  RDS  BABIES 
Margaret  Williams,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Mucio  R.  Valenca,  M.D., 
Wilson  Memorial  Hospital,  33-57  Harrison  Street,  Johnson 
City,  13790.  Tel:  607/773-6391. 
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ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
Donald  J.  Bradley,  M.D.,  1 1 Villa  Moraine  Drive,  Buffalo,  14225. 
Tel:  716/893-2182. 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O’Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkwy.,  Buffalo,  14208. 
Tel:  716/886-4400,  ext.  447. 

CORNING,  N.Y.,  Steuben  County  needs  an  Anesthesiologist. 
Contact  Marvin  S.  Lee,  M.D.,  P.O.  Box  35,  Corning,  14830.  Tel: 
607/962-5051,  ext.  278. 

NYACK,  N.Y.,  Rockland  County  needs  an  Anesthesiologist.  Contact 
Seymour  D.  Kizner,  M.D.,  Physician  Associates,  160  North 
Midland  Avenue,  Nyack,  10960.  Tel:  914-EL  8-1404. 

POUGHKEEPSIE,  N.Y.,  Dutchess  County  needs  an  Anesthesiologist. 
Contact  Hiroshi  Fujimori,  M.D.,  St.  Francis  Hospital,  Pough- 
keepsie, N Y.  Tel:  914/471-2000. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Anesthesiologist,  Family 
Physician  and  Internist.  Contact  John  W.  Sands,  Adm.,  The 
Hospital,  Pearl  Street,  Sidney,  13838.  Tel:  607/563-9934. 

DERMATOLOGIST 

EAST  AMHERST,  N.Y.,  Erie  County  needs  a Dermatologist.  Contact 
Joseph  T.  Lucas,  M.D.,  6745  Transit  Road,  East  Amherst,  14051. 
Tel:  716/688-6766.  After  6 P.M.,  716/634-7332. 

OLEAN,  N.Y.,  Cattaraugus  County  Needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Group, 
Olean,  14760.  Tel:  716/372-0141. 

EMERGENCY  ROOM 

ALBANY,  N.Y.,  Albany  County,  needs  an  Emergency  Room  Physi- 
cian and  Employee  Health  Service  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room  Physi- 
cian, ENT  Physician.  Contact  Mr.  Charles  D.  Hicks,  Director, 
Physicians  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

ENT 

AUBURN,  N.Y.,  Cayuga  County  needs  an  ENT  Physician,  Emergency 
Room  Physician.  Contact  Mr.  Charles  D.  Hicks,  Director,  Phy- 
sicians’ Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

FAMILY  PHYSICIAN 

ALBANY,  N.Y.,  Albany  County,  needs  an  Employee  Health  Service 
Physician  and  an  Emergency  Room  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

BALDWIN,  N.Y.,  Nassau  County  needs  a Family  Physician.  Contact 
Mrs.  Peterson,  P.O.  Box  44,  No.  Baldwin  Station,  Baldwin,  11510. 
Tel:  516/623-1070. 

BAINBRIDGE,  N.Y.,  Chenango  County,  needs  a Family  Physician. 
Contact  Roger  i.  Williams,  M.D.,  12  E.  Main  Street,  Bainbridge, 
13733.  Tel:  607/967-2071. 

BEACON,  N.Y.,  Dutchess  County  needs  a Family  Physician.  Con- 
tact Harold  L.  Kaplan,  M.D.,  16  North  Elm  Street,  Beacon  12508. 
Tel:  518/831-2450. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center,  Bergen  14416.  Tel:  716/494-1621. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127 

COPAKE,  N.Y.,  Columbia  County  needs  a Family  Physician.  Con- 
tact Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 

CORNING,  N Y , Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Teh 
607/936-9971. 


HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of  Webb  Health 
Center,  Old  Forge  13429.  Tel:  315/369-3464. 

HIGHLAND  FALLS,  N.Y.,  Orange  County  Needs  a Family  Physician. 
Contact  G.  R.  Carroll,  M.D.,  7 Satterlee  Rd.,  Highland  Falls, 
10928.  Tel:  914/446-4040. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 

20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

HUDSON,  N.Y.,  Columbia  County  needs  a Family  Physician,  Internist 
and  Oncologist.  Contact  Stanley  Bardwell,  M.D.,  848  Columbia 
Street,  Hudson  12534. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director, 
Family  Health  Center,  51  Glasgow  Avenue,  Jamestown 
14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street, 
Johnstown,  12095. 

LOCKPORT,  N.Y.,  Niagara  County  needs  several  Family  Physicians. 
Contact  N.  Donald  Peifer,  Lockport  Memorial  Hospital,  Lockport, 
14094.  Tel:  716/433-3831. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

MEDINA,  N.Y.,  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

ONTARIO,  N.Y.,  Wayne  County,  needs  a Family  Physician.  Contact 
Norman  R.  Loomis,  M.D.,  5973  Walworth  Road,  Ontario,  14519. 
Tel:  315/524-2881. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/754-6227  days, 
315/754-6663  evenings. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician,  Internist 
and  Anesthesiologist.  Contact  John  W.  Sands,  Adm.,  The 
Hospital,  Pearl  Street,  Sidney,  13838.  Tel:  607/563-9934. 

THOMPSON,  N.Y.,  Sullivan  County  needs  a Family  Physician  and 
Internist.  Contact  Carl  K.  Heins,  M.D.,  16  Jones  Street,  Monti-  i 
cello,  12701.  Tel:  914/794-4545. 

VICTOR,  N.Y.,  Ontario  County,  needs  a Family  Physician.  Contact 
Francis  V.  Oderkirk,  M.D.,  115  E.  Main  Street,  Victor,  14564. 
Tel:  716/924-2100. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan,  Waddington  13694.  Tel:  315/  f 

388-4446  or  315/388-5908. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Peditrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact  i 
Alexander  Baroff,  M.D.,  474  Pennsylvania  Avenue,  Waverly,  > 
14892.  Tel:  607/565-8360. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician  and  In- 
ternist. Contact  Charles  F.  Ryan,  M.D.  or  Miles  D.  St.  John,  M.D., 
Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly,  14892 
Tel:  607/565-2861. 

WILLSBORO-ESSEX,  N.Y.,  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Rober 
Arnold,  Willsboro,  12996. 

INTERNISTS 

DEHLI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Do 
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Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

FAR  ROCKAWAY,  N.Y.,  Queens  needs  an  Internish  with  Gastro- 
enterology, Pulmonary  Disease  or  Cardiology  subspecialty. 
Contact  Mrs.  Moore,  Seagirth  Health  Care  Service,  1731 
Seagirth  Blvd.,  Far  Rockaway,  1 1691.  Tel:  212/471-5400. 

HERKIMER,  N.Y.,  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420.  Tel: 
315/369-2464. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist,  Family  Physi- 
cian and  Oncologist.  Contact  Stanley  Bardwell,  M.D.,  848 
Columbia  Street,  Hudson  12534. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  an  Internist,  Family  Phy- 
sician and  part-time  Pathologist.  Contact  Arthur  Howard,  M D , 
Chairman,  Physician  Recruitment  Committee,  Johnstown  Hos- 
pital, 201  S.  Melcher  Street,  Johnstown  12095. 

MONTOUR  FALLS,  N.Y.,  Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J.  McDonald,  Adm.,  Schuyler 
Hospital,  Montour  Falls,  14865.  Tel:  607/535-7121. 

NEWARK,  N.Y.,  Wayne  County  needs  an  Internist.  Contact  W.  L. 
Fredricksen,  Admin.,  Newark  Medical  Center,  Newark  14513. 
Tel:  315/331-3310. 

NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Building,  Norwich,  13816. 
Tel:  607/334-6928. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians.  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Internist.  Family  Physician 
and  Anesthesiologist.  Contact  John  W.  Sands,  Adm..  The 
Hospital,  Pearl  Street,  Sidney,  13838.  Tel:  607/563-9934. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  and  Pediatri- 
cian. Contact  C.  K.  Heins,  M.D.,  16  Jones  Street,  Monticello, 
12701.  Tel:  914/794-4545. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Charles  F.  Ryan,  M.D.,  or  Miles  D.  St.  John, 
M.D.,  Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly, 
14892.  Tel:  607/565-2861. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician  and  In- 
ternist. Contact  Alexander  Boroff,  474  Pennsylvania  Avenue, 
Waverly,  14892.  Tel:  607/565-8360. 


GENERAL  SURGEON 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon, 
Family  Physician  and  an  Internist.  Contact  Ms.  B.  J.  Sommer- 
ville, Adm.,  Salamanca  District  Hospital,  150  Parkway  Drive, 
Salamanca  14779. 


OBSTETRICIAN/GYNECOLOGIST 

BATAVIA,  N.Y.,  Genesee  County  needs  an  Ob/Gyn  physician. 
Contact  Louis  E.  Green,  Jr.,  M.D.,  and  John  T.  Chua,  M.D.,  P C., 
215  Summit  Street,  Batavia  14020.  Tel:  716/343-6076. 
CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  physician 
and  an  Anesthesiologist.  Contact  Jose  Galindo,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

MONROE,  N.Y.,  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

NEWBURGH,  N.Y.,  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Dr.  C.  I.  McFadden,  or  Dr.  M.  Jay  Wexler,  450  Gidney 
Avenue,  Newburgh,  12550.  Tel:  914/562-0720. 


ORTHOPEDIC  SURGEON 

NEW  YORK  CITY,  N.Y.,  Needs  an  Orthopedist  for  part-time  4-6 
hours  weekly.  Contact  F.  P.  Guidotti,  M.D.,  Medical  Director, 
Health  Center  Family  Medical  Office,  321  W.  44th  Street,  New 
York  10036.  Tel:  212/586-1550. 

MEDINA,  N.Y.,  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H Morey,  Adm.,  Medina  Memorial  Hospital, 
Medina.  14103.  Tel:  716/798-2000. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Orthopedic  Surgeon. 
Contact  Charles  F.  Ryan,  M.D.,  Tioga  General  Hsopital,  Waverly, 
14892.  Tel:  607/565-2861. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Ob/Gyn  physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street, 
Olean,  14760.  Tel:  716/372-7910. 

SODUS,  N.Y..  Wayne  County  needs  an  Ob/Gyn  Physician.  Contact 
Chuck  Pattison,  Adm.,  Wayne  County  Rural  Comprehensive 
Health  Program,  P.O.  Box  A,  Sodus  14551. 

ONCOLOGIST 

HUDSON,  N Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

LITTLE  FALLS,  N.Y.,  Herkimer  County  Needs  an  Ophthalmologist. 
Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140 
Burwell  Street,  Little  Falls.  13365.  Tel:  315/823-1000. 

PENN  YAN,  N.Y.,  Yates  County  needs  an  Internist,  Family  Physician 
and  Ophthalmologist.  Contact  Daniel  J.  Clements,  1 13  Chapel 
Street,  Penn  Yan  14527.  Tel:  315/536-3973  or  536-4431. 

PATHOLOGIST 

CORTLAND,  N.Y.,  Cortland  County  needs  a Staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph  D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

PEDIATRICIAN 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Pediatrician  and 
Ophthalmologist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls 
Hospital,  140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/ 
823-1000,  ext.  261  or  262. 

MONTOUR  FALLS,  N.Y.,  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

THOMSON,  N.Y..  Sullivan  County  needs  a Pediatrician  and  Internist. 
Contact  C.  K.  Heins,  M.D.,  16  Jones  Street,  Monticello,  12701. 
Tel:  914/794-4545. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Pediatrician  and  Family 
Physician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

PSYCHIATRIST 

CORTLAND,  N.Y.,  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph  D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

UROLOGIST 

WARSAW,  N.Y.,  Wyoming  County  needs  a Urologist.  Contact  W. 
H.  Hanson,  M.D.,  Wyoming  County  Community  Hospital,  400 
North  Main  St.,  Warsaw  14569.  Tel:  716-796-2233. 


October  1977/New  York  State  Journal  of  Medicine  2029 

WGO-11 


QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name __  . _ Date 


Address 


(Zip  code  number) 

Date  of  Birth  Place  of  Birth 

Citizenship  Status 
Medical  School 

Internship_ 

Hospitals 


(Telephone  Number) 


Marital  Status 


Year  Graduated 


Dates 


Residency 

Hospitals  

Specialty 

Licensed  in  what  States? 

Applied  for ____________________________ 

American  Board  Certificates  held? 

Eligible Certified 

Do  you  have  a New  York  State  License? Date  of  Certificate 

Military  Status 

Professional  Organization  Memberships 

Are  you  In  practice  at  present? What  type  of  practice  are  you  interested  in? 

Sol  o As  so  c la  t e Industrie  1 Group Ins  t itut  ions  1 

Other 

D&te  you  will  be  available  for  practice Former  locations  in  which  you  have 

pre  ct iced 

(Give  daces) 


'Aien  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  486-6100. 
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Signs  Certificate  of  Ratification 
at  His'Home  Without 
Women  Witnesses. 


Social  Security  Bill  Is  Signed 
Gives  Pensions  to  Aged,  Jol 

Roosevelt  Approves  Message  Intended  to  Benefit  30,1 1 
Persons  When  States  Adopt  Cooperating Laws-He ' 
the  Measure  ‘Cornerstone’of  His  Economic  Progr  r 


MILITANTS  VEXED  AT  PRIVACY 


WASHINGTON,  Aug.  . 
The  Social  Security  Bill,  i 
a broad  program  of  uneni  .i 
insurance  and  old  age  e 
and  counted  upon  to  bei !, 
20,000,000  persons,  becan 
day  when  it  was  signed  y 
dent  Roosevelt  in  the  pi  31 
those  chiefly  responsible! 
ting  it  through  " •<  “ 

Mr.  Ro  >evelt  cal 
“the  co  erstone 
whic  k *p  >eing  ’ l 


.Wanted  Movies  of  Ceremony, 
r.  Qut  Both  Factions  Are 

Aug.  1920- 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  March  10, 
1971— The  Senate  approved 

hodpT.  9^  O set  fi 


TRUMAN  CLOSES 
TTED  NATIONS  CONFEREK 
WITH  PLEA  TO  TRANSLAT 
CHARTER  INTO  DEEDS 

, ^JnEW  WORLD  HOPE 


"If  we  fail  to  use  it,"  he  declared 
to  the  solemn  final  meeting:  of  the 
delegates,  'we  shall,  betray  all  of 
those  who  have  died  in  order  that 
we  might  meet  here  in  freedom  and 
safety  to  create  it.' 

“If  we  seelc  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations-we 
shall  bo  equally  guilty  of  that  be- 
trayal." 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World- 
War,  in  which  he  himself  served, 
seemed  td  give  unconscious  expres- 
sion tc  ‘he  solemn  feeling  of  the 
becan  (oil  dim,  the  outset  of  his 
speech,  ho  i .U-  n>olatcd  the  words, 
half  a hope,  1 L-alf  a prayer:.  ; [Mi 
"Oh,  wh-'it'a.  great  day  this  can' 
be  in  history!'*  * S*-; 

Just  bufort  the  plenary  session 
ths  President  accompanied  the 

•ainshf.  rI<*Ir>o*»fn<4  fo 


President  Hails  ‘Great 
Instrument  of  Peace/ 


: WASHINGTON,  Jan.  27, 
[1973 — “With  the  signing  of 
[the  peace  agreement  in 
[Paris  today,  and  after  re- 
ceiving a report  from  the 
Secretary  of  the  Army  that 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer's  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications.  One 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated. they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone’s  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
g(K)d.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypenensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 


DVIk 

THE  PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION 
1155  FIFTEENTH  ST,  N W,  WASHINGTON.  D C 20005 


2033 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Contents 


CONTINUED 


Case  Reports* 

2109  Fatal  Strongyloidiasis;  In  immunosuppressed  patients 

Lewis  J.  Cuni,  M.D.,  Fred  Rosner,  M.D.,  and  Satish  K.  Chawla,  M.D. 

21 16  Retrograde  Ventriculo-Atrial  Conduction  in  Complete  Heart  Block 
Lawrence  Gould,  M.D.,  and  C.  V.  Ramana  Reddy,  M.D. 

21 18  Soft-Tissue  Sarcoma;  Imaged  with  technetium-99m  pyrophosphate 

Charles  J.  Blatt,  M.D.,  David  B.  Hayt,  M.D.,  Mukund  Desai,  M.D. , and  Leonard  M.  Freeman,  M.D. 
2120  Pancreatic  Pseudocyst;  Simulating  renal  cyst 
Anita  Moallem,  M.D. 

2122  Adenocarcinoma  of  Breast;  Arising  in  adenoma 
Thomas  C.  Case,  M.D.,  F.A.C.S. 

2124  Neuropathy  Associated  with  Amitriptyline;  Bilateral  footdrop 
John  P.  Casarino,  M.D. 

2128  Rare  Osteomas  of  Paranasal  Sinuses 
Edwin  L.  Lame,  M.D. 

2132  Duodenal  Diverticulum  Causing  Intermittent-Persistent  Cholestasis;  Associated  with  papillitis  chronica 
fibrosa 

Toshiaki  Manabe,  M.D.,  and  Gloria  Sheung  Mei  Yu,  M.B.,  B.S. 

2137  Ovarian  Cancer;  Massive  calcifications  resolving  after  radiation  and  chemotherapy 

Enrique  Pantoja,  M.D.,  James  M.  Sullivan,  M.D.,  Peter  Vitale,  M.D.,  and  Leo  R.  Collins,  M.D. 

Special  Article 

2140  Physicians'  Perspectives  on  Alcohol  and  Drug  Problems;  Survey  of  members  of  the  Medical  Society  of  the 
County  of  Erie 

Cedric  M.  Smith,  M.D.,  and  Grace  M.  Barnes 

Medical  Arts  and  Letters 

2145  Hypnagogic  Hallucinations;  Herman  Melville’s  Moby  Dick 
Jerome  M.  Schneck,  M.D. 

History  of  Medicine 

2148  I Swear  by  Imhotep  The  Physician 

Bruce  Lawrence  Ralston,  M.D.,  M.S. 

2154  Franklin  Roosevelt’s  Illness;  Effect  on  course  of  history 
Alvan  L.  Barach,  M.D. 


Editorial 

2165 

Medical  News 

2043 

Masthead 

2167 

Medical  Meetings 

2044 

Information  for  Authors 

2170 

Month  in  Washington 

2045 

Advertising  for  physicians 

2172 

Letters  to  the  Editor 

General 

Index  to  Advertisers 

2036 

State  Society  Officers 

2040 

Index  to  Advertisers 

2038 

Abstracts 

2178 

Classified  Advertising 

2114 

Annotations  of  Books  Received 

2158 

Obituaries 

2185 

WHAT  GOES  ON 

2164 

Abstracts  in  Interlingua 

2191 

Physicians’  Placement  Opportunities 

* EDITOR’S  NOTE:  A large  backlog  of  Case  Reports  plus  the  limitations  imposed  currently  in  scheduling  such 
material  make  necessary  that  we  curtail  the  number  of  Case  Reports.  For  the  time  being  only  those  already  accepted 
can  be  put  on  line  for  publication;  no  further  Case  Reports  will  be  considered  by  the  Journal.  We  trust  this  embargo 
is  temporary  and  will  soon  be  lifted;  a notice  to  that  effect  will  appear  in  the  Journal. 


FRONT  COV  ER:  Early  paper  photographs  from  the  private  collection  of  Stanley  B.  Burns,  M.D.,  De- 
partment of  History  of  Medicine,  Albert  Einstein  College  of  Medicine,  New  York  City.  The  photographs 
of  “Medical  Students’’  arid  “Long  Island  College  Hospital  Pathology  Laboratory”  were  originally  produced 
by  the  dry  plate  negative  process;  the  ot  her  two  are  albumin  prints  of  Carte  de  Visite. 


2034  New  York  State  Journal  of  Medicine/November  1977 


A pharmacokinetic 
character  all  its  own 


oerore  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local 


O 

O-hydroxydiozepom 


P 

desmethyldiozepom 

Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
oxazepam  months  of  age.  Acute 
narrow  angle  glaucoma; 

may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and  or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 


Valium^ 

(diazepam)  ^ 

2-mg,5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 
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THERAPY  ■ 
AGAINST  TOPIC  A 


Neosporiri 

Ointment 


Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

A.erobacter 

Escherichia 

Proteas 

Coryne  bacterium 

Streptococcus 

Pneumococcus 


(Polymyxin  B-Bacitracin-Neomycin) 

This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
B enhances  spreading. 


Bacitracin  Polymyxin 


Staphylococcus 
Coryne  bacterium 
Streptococcus 
Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


Wellcome 
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where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching,  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion Neomycin  containing  applications  should  be 
avoided  for  that  patient  thereafter 
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cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section) 

Complete  literature  ava.lable  on  request  from  Profes- 
sional Services  Dept  PML. 


Abstracts 


Willism,  D.  C.,  Felman,  Y.  M„  Marr,  J.  S.,  and 
Shookhoff,  H.:  Sexually  transmitted  enteric  pathogens 
in  homosexual  population,  New  York  State  J.  Med.  77: 
2050  (Nov.)  1977. 

Since  1972,  increasing  cases  of  sexually  transmitted 
fenteric  pathogens  within  the  sexually  active  male  homo- 
sexual community  have  been  reported.  Giardiasis,  ame- 
biasis, shigellosis,  viral  hepatitis,  and  even  typhoid  fever 
may  be  sexually  transmitted  by  analingus  or  fellatio. 
Current  epidemiologic  and  prevalence  studies  indicate  the 
true  incidence  of  these  diseases  in  New  York  City  may 
greatly  exceed  prior  estimates.  The  presenting  symptoms 
of  these  diseases  are  variable  and  patients  infected  rarely 
volunteer  their  exposure  history.  Increased  physician 
awareness  should  facilitate  the  accurate  diagnosis  and 
treatment  of  these  diseases,  now  newly  sexually  trans- 
mitted. 

Quigley,  M.  M.:  Place  for  gonorrhea  serology,  New  York 
State  J.  Med.  77:  2053  (Nov.)  1977. 

A two-minute  slide  test,  utilizing  soluble  antigen  derived 
from  the  gonococcus  9 Strain  of  Neisseria  gonorrhoeae 
attached  to  latex  particles  has  been  developed  as  a 
screening  technique.  Different  select  patient  populations 
with  an  incidence  of  culture-proved  gonorrhea  between  0.1 
and  80.3  percent  have  been  studied  using  this  technique. 
These  groups  include  asymptomatic  females  from  a low 
incidence  population;  presumed  low-risk  populations,  such 
as  celibate  females  and  pediatric  patients;  and  males  and 
females  coming  to  venereal  disease  clinics  with  presumed 
symptoms  of  or  exposure  to  gonorrhea.  The  results  ob- 
tained indicate  that  this  test  has  the  most  promise  for 
screening  asymptomatic  patients  in  low  incidence  popu- 
lations. However,  due  to  the  time  lag  from  infection  to 
reactive  serologic  result,  this  test  has  little  place  in  the  di- 
agnosis of  acute  gonorrhea.  Since  the  serum  reactivity 
persists  for  an  unknown  period  after  infection,  and  the 
effect  of  treatment  on  titer  persistence  is  also  unknown, 
this  test  is  not  recommended  as  a test  of  cure  and  therefore 
has  limited  applicability  for  screening  high  incidence 
populations  or  patients  with  a past  history  of  gonorrhea. 

Quan,  S.  H.  Q.:  Epidermoid  carcinoma  of  anorectum, 
New  York  State  J.  Med.  77:  2056  (Nov.)  1977. 

The  case  records  of  277  patients  with  the  diagnosis  of 
epidermoid  carcinoma  of  the  anorectum  up  to  1970  at  the 
Memorial  Sloan-Kettering  Institute  are  reviewed.  This 
number  roughly  represents  less  than  4 percent  of  all  can- 
cers of  the  distal  18  cm.  of  the  lower  intestinal  tract. 
Correct  diagnosis  was  based  on  suspicion  followed  by  ad- 
equate biopsy  for  histologic  examination.  Multicytologic 
epithelium  in  the  anorectum  can  give  rise  to  variants  of 
epidermoid  carcinoma,  namely,  cloacogenic,  basoloid, 
hasosquamous,  or  transitional.  Whereas  adequate  local 
excision  for  small  and  perianally  located  lesion  is  recom- 
mended, larger  tumors,  which  arise  proximal  to  the  dentate 
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clinically. 
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the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
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Librium  has  otten  set  the  standard  for  safe,  effec- 
tive antianxiety  therapy.  It  generally  offers  a favorable 
benefits-to-risk  ratio.  Seldom  associated  with  serious  side 
effects  (the  most  common  are  dose-related  and  thus 
largely  avoidable),  Librium  rarely  affects  the  cardiovas- 
cular or  respiratory  system,  rarely  interferes  with  mental 
acuity.  However,  as  with  all  CNS-acting  drugs,  patients 
should  be  cautioned  against  hazardous  activities  requir- 
ing complete  mental  alertness,  and  against  using  Librium 
in  combination  with  alcohol. 

An  effective  antianxiety  agent,  Librium  is,  most 
important,  one  of  the  safest  antianxiety  agents  available. 
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line  and/or  invade  the  rectum,  require  abdominal  perineal 
resection.  Therapeutic  rather  than  prophylactic  groin 
dissection  is  indicated.  The  recent  use  of  preoperative 
multimodal  approach  to  this  disease  is  mentioned.  The 
results  of  treatment  in  three  sequential  series  from  the 
same  institution  are  reported. 

DeLuccia,  V.  C.,  and  Reyes,  E.  C.:  Percutaneous  needle 
biopsy  of  parietal  pleura;  analysis  of  50  cases,  New  York 
State  J.  Med.  77:  2058  (Nov.)  1977. 

The  authors  present  a series  of  50  percutaneous  needle 
biopsies  of  the  parietal  pleura.  These  biopsies  were  taken 
with  a Cope  needle  in  48  patients.  The  diagnostic  yield 
was  82  percent.  There  were  5 complications  and  no  op- 
erative mortalities.  Two  of  the  48  patients  were  lost  to 
follow-up  study.  The  microscopic  diagnoses  were  divided 
into  three  groups:  (1)  granulomatous  pleuritis;  (2)  neo- 
plastic pleuritis;  and  (3)  nonspecific  or  inflammatory 
pleuritis.  Because  such  a biopsy  is  easy  to  perform,  has  a 
high  diagnostic  yield,  and  is  associated  with  few  compli- 
cations, it  is  recommended  for  routine  use  in  all  diagnostic 
thoracenteses. 

Bertrand,  C.  A.,  Pomper,  I.,  Hillman,  G.,  Duffy,  J.  C., 
Michell,  I.,  and  Trout,  K.  W.:  Electrocardiogram  in 
multiphasic  health  testing,  New  York  State  J.  Med.  77: 
2063  (Nov.)  1977. 

Since  1968,  over  130,000  electrocardiogram  tracings  have 
been  performed  on  IBM  employees  as  part  of  a multiphasic 
health  testing  program.  This  report  deals  with  2 groups: 
the  first  60,000  initial  examinations,  and  17,000  patients 
who  have  been  followed  for  a minimum  of  4.5  to  5 years. 
The  electrocardiogram  results  have  been  interpreted  by 
computer  and  cardiologists.  At  present,  computer-normal 
electrocardiogram  findings  are  passed  with  a 10  percent 
sampling  review  by  cardiologists.  All  borderline  or  normal 
strip  electrocardiogram  results  are  reviewed  by  cardiolo- 
gists. The  incidence  of  abnormalities  increased  with  age. 
For  those  under  the  age  of  45  years,  87  percent  had  normal 
electrocardiogram  findings,  whereas  the  percentage  drops 
to  72  percent  for  those  above  the  age  of  60  years.  Those 
having  heart  rates  above  90  had  a greater  incidence  of  ab- 
normalities than  those  with  normal  or  slow  rates.  Over 
1,200  subjects  have  died  since  the  onset  of  this  study. 
There  was  a much  higher  incidence  of  electrocardiogram 
abnormalities  in  those  later  dying  of  cardiovascular  disease. 
While  Q wave  abnormalities  were  encountered,  the  most 
common  findings  were  nonspecific  ST  and  T changes. 
Even  those  individuals  with  normal  electrocardiogram 
results  who  were  restudied  4.5  to  5 years  later  have  a 17 
percent  incidence  of  abnormal  or  borderline  electrocardi- 
ogram findings.  Thus,  there  is  a considerable  yield  from 
screening,  and  subjects  with  minor  abnormalities  should 
be  followed  carefully. 
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Editorials 


Advertising  for  physicians 

More  the  pity,  but  the  progressive  erosion  of  the 
professional  status  of  the  physician  in  medicine  is 
accelerating.  The  recent  requirement  that  physi- 
cians be  permitted  to  advertise  and  the  corollary 
negation  of  the  legendary  pride  in  frowning  on  such 
“commercial”  activities  and  interpreting  such  policy 
as  “restraint  of  trade,”  may  not  be  the  last  straw',  but 
it  surely  is  another  blow  to  the  past  enviable  status 
of  medicine  as  a learned  profession.  All  this  follows 
because  recently  the  U.S.  Supreme  Court  ruled  that 
it  was  ethical  for  lawyers  to  advertise.  The  Board  of 
Regents,  following  the  reasoning  in  that  decision, 
ruled  that  within  certain  guidelines  advertising  by 
physicians  did  not  represent  unprofessional  conduct. 
Also  the  Federal  Trade  Commission  has  instituted 
an  action  against  the  A.M.A.,  the  Connecticut  and 
the  New  Haven  Medical  Societies,  because  their  code 
of  ethics  prohibits  advertising,  and  thus  was  in  “re- 
straint of  trade.”  The  House  of  Delegates  recent 
meeting  accordingly  amended  the  Principles  of 
Professional  Conduct  to  conform  therewith. 

In  response  to  these  actions  the  Committee  on 
Ethics  of  the  Medical  Society  of  the  State  of  New 
York  has  defined  “Advertising  and  Solicitation”  as 
follows:  A physician  may  furnish  the  usual  standard 
information  of  name,  type  of  practice,  location  of 
office,  office  hours,  and  other  useful  biographical 
data  that  will  enable  people  to  make  a better  or  a 
more  informed  choice  of  physician.  The  physician 
must  furnish  this  information  by  proper  means 
through  acceptable  media  for  advertising;  that  is, 
office  signs,  professional  cards,  dignified  announce- 
ments, telephone  listings,  and  other  reputable 
directories  which  are  open  to  all  physicians  on  like 
conditions,  in  keeping  with  the  medical  profession’s 
policy  in  their  local  area. 

However,  solicitation  of  patients,  directly  or  in- 
directly, by  a physician  or  groups  of  physicians,  in- 
stitutions or  organizations,  or  their  agents  is  uneth- 
ical. Solicitation  includes:  (1)  any  subtle  and  the 
not  always  too  obvious  devices  of  inspiring  and/or 
furnishing  newspaper,  magazine  or  television  com- 
ments, and  interviews  concerning  cases  in  which  the 
physician,  his  group,  or  institution  has  been  or  is 
concerned;  (2)  the  use  of  statements  or  claims  in- 
tended to  or  likely  to  create  inflated  or  unjustified 
expectations  of  favorable  results;  (3)  the  use  of 
statements  or  claims  that  are  self-laudatory  and 


imply  that  the  physician’s  skills  are  superior  to  those 
of  others  engaged  in  his  field  or  specialty;  or  (4)  the 
use  of  statements  or  claims  that  contain  incorrect  or 
incomplete  facts,  or  representations  or  implications, 
that  are  likely  to  cause  the  average  person  to  mis- 
understand or  be  deceived. 

The  limitations  set  on  advertising  may  control 
crass  and  gross  abuses,  at  least  initially,  but  one 
wonders  about  the  more  shrewd  evasion  of  some  of 
our  fundamental  ethical  principles  involved  in  this 
activity,  and  particularly  about  the  continued  en- 
forcement of  the  regulations.  We  have  every  reason 
to  be  concerned  about  enforcement  for  we  must  re- 
member that  chiropractic  was  for  many  years  com- 
pletely illegal,  and  yet  lack  of  enforcement  permitted 
its  practice  extensively  and  openly  throughout  the 
State. 

Just  as  it  is  impossible  to  be  just  a little  pregnant, 
so  the  “all  or  none  law”  of  physiology  prevails  in  its 
application  to  this  fundamental  of  our  code  of  ethics 
and  morality.  There  is  no  compromise  with  the  basic 
essence  of  quality  nor  with  the  devil. 

In  particular  is  the  advertising  of  fees  subject  to 
abuse  and  exploitation  and  can  do  great  harm  to  the 
professional  status  of  the  physician.  This  is  true  no 
matter  how  carefully  or  beautifully  it  is  done,  for  at 
best  it  is  a long  way  from  the  principles  that  used  to 
guide  physicians  in  their  conduct  in  this  matter.  Of 
old,  physicians  first  and  foremost  met  the  need  for 
care — that  was  the  imperative.  Then,  and  then  only, 
the  patient  paid  according  to  his  ability  to  do  so. 
When  our  social  order  was  simple  this  was  often  the 
equivalent  of  barter  and  took  the  form  of  a brace  of 
chickens  or  a bushel  of  potatoes.  This  was  a mean- 
ingful payment  too  for  it  usually  had  the  element  of 
thankfulness  for  the  physician’s  ministrations.  In 
our  modern  more  complex  society,  with  present  in- 
tricate organization  of  medical  service,  such  remu- 
neration is  inapplicable  and  inappropriate.  Medi- 
cine, too,  then  was  simple  to  match  the  social  order. 
Care  was  given  in  the  home  or  the  office  and  no 
complicated  staff  organization  prevailed.  How  can 
modern,  specialized,  differentiated,  intricate  medical 
service  be  standardized  for  one  and  all.  and  all  fees 
made  uniform? 

Particularly,  is  it  inappropriate  to  expect  a single 
standard  fee  to  prevail  for  all  care  and  for  rich  and 
poor  alike?  Will  we  also  even  reach  the  stage  of 
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giving  discounts  too?  This  always  was  considered 
quite  unethical.  Should  the  advertisement  note  the 
discount  in  graceful  low-case  lettering  with  the  fee 
proper  in  bold  Gothic? 

The  cardinal  issue  is,  are  we  content  to  be  trades- 
men or  businessmen — whether  we  be  single  entre- 
preneurs or  corporate  group  practice  units  or  large 


It  pays  too — 

Letter  of  August  2, 1977  from  James  R.  Nunn,  M.D.,  to 
the  Ethics  Committee  of  the  Medical  Society  of  the 
Country  of  Erie  re  Physician  Advertising.  It  has  been 
brought  to  Dr.  Nunn’s  attention  that  physicians  will  be 
permitted  to  advertise  in  newspapers,  journals,  etc.,  but 


AMA  Delegates 
to  meet  December  4-7 

The  1977  interim  session  of  the  House  of  Delegates  of  the 
American  Medical  Association  will  be  held  December  4 to 
7 in  Chicago  (Palmer  House). 

Official  notification  of  the  meeting  was  published  in  the 
October  3 Journal  of  the  American  Medical  Associa- 
tion. 

Sessions  will  begin  at  2 p.m.  Sunday,  December  4,  and 


hospital  facilities  that  is  department  stores?  We 
surely  lose  some  stature.  More  important — in  fact, 
most  important — does  not  the  impersonal  factor — 
the  bane  of  modern  medicine — become  further  em- 
phasized and  more  flagrant  and  does  not  the  patient 
lose  thereby ? 

A.A.A. 


not  on  television  or  radio.  Dr.  Nunn  would  like  to  be  ad- 
vised if  it  is  permissible  in  these  promotions  to  “give  pa- 
tients S & H Green  stamps  or  Treasure  Chest  Coupons  for 
certain  limited  procedures.  A reply  is  requested  as  soon 
as  possible  since  Dr.  Nunn’s  public  relations  company  is 
anxious  to  begin  an  extensive  promotional  campaign  and 
he  has  been  informed  the  Goodyear  blimp  will  only  be 
available  for  a limited  time.” 


continue  through  Wednesday,  December  7. 

For  the  first  time  the  AMA’s  Winter  Scientific  Meeting, 
formerly  known  as  the  Clinical  Convention,  will  be  held 
separately  from  the  House  of  Delegates. 

The  Scientific  Meeting  will  be  held  December  10  to  13 
in  Miami  Beach,  Florida.  It  will  feature  continuing  edu- 
cation courses  for  physicians. 
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Excluding  foreign  travel,  the  rare  outbreaks  of 
enteric  protozoal  diseases  that  have  occurred  in  the 
United  States  during  the  past  few  decades  have 
usually  been  associated  with  the  breakdown  of  san- 
itary facilities  resulting  in  contamination  of  drinking 
water,  as  was  the  case  in  Rome,  New  York,  in  1976. 
Less  commonly,  generalized  poor  personal  hygiene 
may  result  in  gross  fecal  soiling,  as  may  occur  in 
overcrowded  and  understaffed  psychiatric  institu- 
tions and  institutions  for  the  mentally  retarded.1 

Comments 

We  wish  to  now  report  that  specific  forms  of  sexual 
behavior  are  a common  and  probably  growing  source 
of  enteric,  fecally  transmitted  viral,  bacterial,  and 
parasitic  pathogens,  especially  within  the  sexually 
active  homosexual  male  community.  Both  analingus 
and,  less  commonly,  fellatio,  may  result  in  fecal-oral 
transmission  of  many  enteric  pathogens. 

Over  the  past  five  years  multiple  isolated  case  re- 
ports and  several  small  series  have  hinted  at  the 
magnitude  of  this  problem.  In  1972,  attention  was 


Since  1972,  increasing  cases  of  sexually  transmitted 
enteric  pathogens  within  the  sexually  active  male 
homosexual  community  have  been  reported.  Giar- 
diasis, amebiasis,  shigellosis,  viral  hepatitis,  and  even 
typhoid  fever  may  be  sexually  transmitted  by  anal- 
ingus or  fellatio.  Current  epidemiologic  and  preva- 
lence studies  indicate  the  true  incidence  of  these 
diseases  in  New  York  City  may  greatly  exceed  prior 
estimates.  The  presenting  symptoms  of  these  dis- 
eases are  variable  and  patients  infected  rarely  vol- 
unteer their  exposure  history.  Increased  physician 
awareness  should  facilitate  the  accurate  diagnosis 
and  treatment  of  these  diseases,  now  newly  sexually 
transmitted. 


first  called  to  an  urban  homosexual  male  patient  with 
recurrent  multiple  enteric  pathogens  including 
Giardia  lamblia,  Enterobius  vermicularis,  Ioda- 
moeba  buetschitirr  and  Dientamoeba  fragilis  who 
had  never  left  the  United  States.2  The  probability 
of  fecal-oral  transmission  by  way  of  analingus  or 
fellatio  was  subsequently  raised.3  A major  outbreak 
of  more  than  50  cases  of  Shigella  flexneri  2a  enteritis 
occurred  in  the  San  Francisco  homosexual  commu- 
nity in  1974. 4 An  intensive  epidemiologic  field 
search  failed  to  identify  a common  source.  Again, 
oral  sexual  practices  resulting  in  direct  fecal-oral 
transmission  was  implicated  as  the  probable  mode 
of  spread. 

Parasitologists  in  New  York  City  have  long  rec- 
ognized the  very  high  frequency  of  both  recurrent 
amebiasis  and  other  enteric  infections  within  the 
homosexual  neighborhoods  of  Manhattan.3’5  In- 
vestigations of  the  water  supply  have  always  failed 
to  demonstrate  fecal  contamination  as  the  source  of 
infection.5  A cluster  of  five  proved  and  one  pre- 
sumptive case  of  G.  lamblia  among  homosexual  co- 
horts has  been  described  from  Seattle,  Washington.5 
In  this  series,  historical  documentation  of  oral-anal 
contact  between  the  infected  members  of  the  group 
was  obtained.  Enteric  bacterial  and  viral  diseases 
have  also  been  recently  reported  as  being  sexually  , 
transmitted. 

In  a retrospective  series  of  260  male  homosexual 
patients  seen  in  a New  York  City  proctologic  practice, 

6 cases  of  shigellosis  and  17  cases  of  amebiasis  have 
been  described.7  Another  retrospective  study  of  38 
male  patients  treated  in  a large  New  York  City  vol- 
untary hospital  for  shigellosis  revealed  that  17  pa- 
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tients,  or  44.7  percent,  were  homosexual.8  This  ex- 
traordinary preponderance  of  male  homosexuals 
among  patients  with  shigellosis  could  not  be  ex- 
plained by  the  frequency  distribution  of  homosexuals 
in  the  hospital’s  patient  population  or  by  differences 
in  travel  histories. 

Typhoid  fever,  one  of  the  most  dangerous  enteric 
infections,  has  also  been  sexually  transmitted.  Two 
cases  of  sexually  transmitted  typhoid  fever  occurring 
in  American  homosexual  men  were  recently  reported 
from  San  Francisco.9  Hepatitis  B has  been  reported 
in  several  studies  as  being  sexually  transmitted,  and 
the  virus  may  also  be  transmitted  in  semen.10  12 

Sexually  transmitted  enteric  pathogens  pose  many 
difficult  and  sensitive  problems  for  the  practicing 
physician.  The  population  most  at  risk  is  the  sex- 
ually active  homosexual  male.  Assumptions  that  the 
patient  is  heterosexual  may  inadvertently  mislead 
the  clinician  into  an  incorrect  diagnosis.  More  often 
than  not,  the  patient  will  not  volunteer  information 
concerning  his  sexual  history  and  orientation  unless 
a comfortable  and  honest  rapport  has  been  estab- 
lished between  patient  and  physician.13 

All  of  the  enteric  pathogens  can  he  present  as 
asymptomatic  carrier  states.  These  asymptomatic- 
patients  serve  as  a hidden  reservoir  for  the  spread  of 
disease  and  may  unknowingly  infect  multiple  sexual 
partners  without  exhibiting  signs  or  symptoms  of 
disease  themselves.  When  symptomatic,  enteric 
protozoal  diseases  present  a broad  spectrum  of  gas- 
trointestinal complaints,  such  as  intermittent  diar- 
rhea, flatulence,  cramping,  and  even  constipation. 
These  symptoms  often  mimic  the  commonly  seen 
functional  bowel  syndromes  or  mild  ulcerative  coli- 
tis. 

Unfortunately,  the  diagnosis  of  an  enteric  proto- 
zoal disease  is  sometimes  difficult  to  establish.  The 
common  practice  of  examining  a casual  cold  stool 
specimen  is  far  too  insensitive.  Ideally,  multiple 
fresh-purged  stools  need  to  be  examined  by  an  ex- 
perienced technician  before  these  diseases  can  be 
ruled  out.14  Correctly  diagnosing  these  diseases  has 
several  significant  implications.  Each  enteric  pro- 
tozoal and  bacterial  pathogen  has  a specific  and  ef- 
fective treatment.  Untreated,  these  diseases  may 
result  in  serious  medical  complications,  such  as  an 
amebic  hepatic  abscess.  Undiagnosed  and  untreated 
patients  obviously  add  to  the  expanding  reservoir  of 
infection  within  the  sexually  active  homosexual 
community,  since  spread  of  infection  is  unrelated  to 
both  personal  hygiene  or  public  sanitation.  More- 
over, such  patients,  employed  as  food  handlers  or 
waiters,  can  transmit  the  infection  nonvenereally  to 
patrons  of  restaurants  and  other  public  eating  es- 
tablishments. Finally,  for  those  patients  misdiag- 
nosed as  having  idiopathic  ulcerative  colitis,  treat- 
ment with  topical  or  systemic  steroids  may  severely 
exacerbate  a previously  mild  protozoal  enteritis.14 

The  true  scope  of  enteric  pathogens  in  the  sexually 
active  homosexual  community  has  just  begun  to  be 


recognized.  At  the  present  time,  we  are  currently 
assessing  the  prevalence  of  protozoal  pathogens  in 
approximately  100  middle-class  homosexuals  at- 
tending a homosexual  veneral  disease  screening  fa- 
cility. To  date,  of  89  stools  examined,  we  have 
identified  9 men  with  G.  lamblia,  7 men  with  Enta- 
moeba histolytica,  and  14  men  with  other  nonpa- 
thogenic  protozoa.  The  majority  of  these  men  are 
either  asymptomatic  or  minimally  symptomatic. 
Furthermore,  many  physicians  practicing  in  New 
York  City  have  informed  the  Bureau  of  Venereal 
Disease  Control  of  the  City  of  New-  York  Department 
of  Health  that  they  have  been  seeing  tremendously 
increased  numbers  of  homosexuals  with  sexually 
acquired  amebiasis  during  the  past  year.  More  and 
more  of  these  patients  are  showing  resistance  to 
previously  effective  anti -amebic  drugs  such  as  me- 
tronidazole.15 

In  1975,  1,235  cases  of  amebiasis  were  reported 
from  New  York  City.  This  represented  44.5  percent 
of  the  total  number  of  cases  reported  nationwide.16 
Although  sexual  orientation  cannot  be  assessed  from 
these  statistics,  a very  significant  proportion  of  the 
cases  occurring  in  native  New  Yorkers  were  probably 
within  the  homosexual  community. 

In  1975  there  were  1,575  cases  of  viral  hepatitis 
investigated  by  the  City  of  New  York  Department  of 
Health;  1,032  of  these  cases  were  in  males  and  37  were 
identified  as  being  homosexual  by  the  reporting 
physician,  for  an  overall  city  rate  of  3.59  percent. 
However,  25  of  the  37  cases  were  Manhattan  resi- 
dents giving  a 10.1  percent  rate  for  that  borough. 
This  percentage  is  not  significantly  higher  that  the 
estimates  of  homosexuality  among  males,  but  it  is 
very  likely  that  many  cases  of  hepatitis  among  males 
were  not  identified  as  being  in  homosexuals.  Evi- 
dence that  both  hepatitis  B and  hepatitis  non-B  is 
more  common  in  homosexual  males  is  strongly  sug- 
gested by  a comparison  of  case  rates  between  males 
and  females  and  among  various  boroughs,  districts, 
and  health  areas  within  the  city. 

The  1975  city-wide  rate  for  hepatitis  B in  males 
and  females  was  7.4  and  4.2  per  100,000  respectively 
(M/F  = 1.8);  for  hepatitis  non-B  it  was  14.7  and  6.7 
respectively  (M/F  = 2.2).  These  rates  are  somewhat 
under  the  national  averages  but  the  male  to  female 
ratios  are  similar  to  previous  reports.  However,  in 
the  lower  west  side  health  district,  where  a large  ho- 
mosexual community  is  known  to  exist,  the  case  rate 
for  hepatitis  B in  males  and  females  is  23.9  and  4.7 
respectively  (M/F  = 5.1);  for  hepatitis  non-B  it  was 
45.8  and  10.2  respectively  (M/F  = 4.5). 

When  the  case  rates  for  the  two  health  areas  within 
the  lower  west  side,  where  most  of  the  homosexual 
community  is  congregated,  are  examined,  the  rates 
for  both  types  of  hepatitis  and  the  male  to  female 
ratios  become  more  pronounced.  Within  these  two 
areas  the  case  rates  for  hepatitis  B in  males  was  66.3 
and  24.7  per  100,000.  There  w'ere  no  cases  of  hepa- 
titis B in  females  despite  the  fact  that  the  numbers 
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of  males  and  females  were  approximately  the  same. 
Case  rates  for  hepatitis  non-B  in  these  two  areas  were 
119.4  and  148.2  per  100,000  for  males  and  10.3  and 
12.5  per  100,000  for  females  (M/F  ratios  of  11.6  and 
11.9  respectively). 

It  can  be  seen  that  the  case  rates  for  both  types  of 
hepatitis  are  significantly  higher  for  males  within 
these  two  areas  than  for  the  city  as  a whole  and  that 
,the  male  to  female  ratios,  which  are  adjusted,  show 
that  males  are  more  than  11  times  more  likely  to 
contract  hepatitis  than  females  living  in  the  same 
areas.  Since  the  nationwide  and  city  male  to  female 
rates  are  approximately  2:1,  the  true  adjusted  risk  in 
v these  areas  is  about  5 to  6:1.  Unfortunately,  suffi- 
cient information  is  not  available  on  sexual  habits  to 
make  a categorical  statement  that  this  increased  risk 
is  due  to  homosexuality,  but  the  circumstantial  evi- 
dence is  very  strong. 

Conclusion 

The  magnitude  of  sexually  transmitted  enteric 
pathogens  has  not  been  properly  appreciated.  When 
confronted  with  a male  patient  with  gastrointestinal 
complaints,  the  physician  should  seriously  consider 
the  possibility  of  enteric  pathogens.  Discreet  and 
nonjudgmental  inquiries  about  the  patient’s  sexual 
habits  need  to  be  obtained.  If  the  medical  and  sexual 
history  suggest  enteric  pathogens,  stool  cultures  as 
well  as  examination  of  fresh-purged  stool  is  manda- 
tory to  diagnose  these  diseases  accurately.  Since 
these  diseases  are  primarily  sexually  transmitted  in 
the  homosexual  male  population,  all  sexual  contacts 
including  the  asymptomatic,  should  likewise  have  a 
complete  stool  examination. 


Therapy  of  cardiac  asthma 

Discussed  in  this  paper  are  the  underlying  cause  of  car- 
diac asthma,  its  differentiation  from  asthmatic  phenomena 
of  pulmonary  origin,  and  treatment.  Bronchospasm  due 
to  cardiac  disease  results  from  increased  pulmonary  cap- 
illary pressure  and  impaired  lymph  drainage.  Physical  and 
x-ray  findings  indicating  cardiac  failure  support  the  di- 
agnosis of  cardiac  asthma.  Treatment  has  3 main  objec- 
tives: ( 1 ) reduce  accumulation  of  fluid  in  the  lungs  and 
improve  gas  exchange;  (2)  increase  cardiac  contractility; 
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and  (3)  look  for  precipitating  or  aggravating  factors  and 
investigate  the  nature  of  the  underlying  heart  disease.  In 
mild  cases,  therapy  is  simple:  the  patient  is  put  in  a sitting 
position  to  decrease  venous  return  and  the  work  of 
breathing  and  to  improve  lung  volume  and  vital  capacity. 
Oxygen  and  a diuretic  are  given.  No  special  monitoring 
is  needed.  On  the  other  hand,  cardiac  asthma  associated 
with  severe  pulmonary  edema  is  an  urgent  problem  best 
managed  in  an  intensive  care  unit.  Wolf,  P.  S.:  Cardiac 
asthma:  Its  origin,  recognition,  and  management,  Ann. 
Allergy  34:  250  (Oct.)  1976 
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Place  for  Gonorrhea 
Serology* 

MARTIN  M.  QUIGLEY.  M.D. 

Bethesda,  Maryland 

From  the  Department  of  Obstetrics  and  Gynecology,  National 
Naval  Medical  Center 

With  an  estimated  2.5  million  cases  in  1974.  gon- 
orrhea is  rapidly  becoming  the  major  public  health 
concern  in  the  United  States.  The  main  problem  in 
its  control  is  the  identification  and  treatment  of 
asymptomatic  carriers.  Studies  have  shown  that  up 
to  90  percent  of  females1  and  20  percent  of  males- 
vvith  gonorrhea  are  asymptomatic. 

Identification  of  these  carriers  by  traditional  cul- 
ture techniques  has  several  disadvantages.  First,  in 
a low-incidence  population,  considerable  numbers 
of  patients  must  be  screened  at  considerable  time, 
effort,  and  expense,  to  detect  a few  carriers.  Second, 
screening  by  culture  requires  a pelvic  examination, 
or  direct  urethral  scraping  in  a male,  and  even  with 
sampling  from  multiple  sites,  inoculating  directly 
onto  selective  media,  and  meticulous  handling  of  the 
specimen,  the  optimal  recovery  rate  is  85  to  90  per- 
cent even  in  patients  known  to  be  infected  with 
gonorrhea. 

A sensitive,  specific  serologic  test  would  remedy 
these  disadvantages  and  allow  practical  widespread 
screening  to  detect  those  patients  that  should  be 
cultured  for  definitive  diagnosis. 

Since  Price-'  developed  the  gonococcal  complement 
fixation  test  in  1930,  which  never  proved  to  be  reli- 
able. most  of  the  available  serologic  modalities  have 
been  utilized  in  attempts  to  develop  a test  that  is 
both  sensitive  and  specific.  A recently  developed 
serologic  slide  test,  utilizing  the  latex-agglutination 
principle,  has  been  tested  extensively  in  varied 
population  groups.  The  results  obtained  from  these 
investigations  are  the  basis  for  this  report.  Inter- 
pretation of  these  data  is  used  to  identify  the  specific 
clinical  situations  in  which  this  serologic  test  for 
gonorrhea  is  most  appropriate  and  useful. 

Materials  and  methods 

Serology.  A rapid,  screening  slide  test  for  anti- 
bodies directed  against  Neisseria  gonorrhoeae  in 
serum  (Gonosticon  Dri  Dot  + ) is  the  serologic  tech- 
nique used  for  this  report.  The  test  slide  is  black- 
coated  and  disposable;  on  its  surface  are  the  dried 
absorbing  antigen  and  antigen-latex  particles  com- 
plex. The  antigen  is  a soluble  extract  of  the  gono- 
coccus number  9 strain  of  N.  gonorrhoeae,4  which  is 
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affixed  to  polystyrene  latex  particles.  This  strain 
was  selected  since  it  appeared  to  contain  an  ant  igen 
moiety  or  moieties  common  to  a diverse  group  of 
gonorrhea  strains  and  yet  had  a lack  of  reactivity  with 
normal  sera.1  The  unheated  serum  was  mixed  with 
an  absorbing  antigen  derived  from  guinea  pig  and 
beef  tissues  to  neutralize  interfering  substances  prior 
to  being  mixed  with  the  coated  latex  particles. 
Agglutination  indicated  the  presence  of  antibodies 
against  N.  gonorrhoeae. 

Patient  populations.  Portions  of  the  data  ob- 
tained from  the  clinical  investigation  of  the  antibody 
test  in  the  following  institutions  are  cited  in  this  re- 
port. 'The  number  of  patients  in  the  cited  portion  of 
those  studies  are  given  in  parentheses: 

City  of  Norfolk,  Virginia,  Health  Department  Vene- 
real Disease  Clinic  (361 ) 

University  of  Tennessee  Depart  ment  of  Community 
Medicine  (961 ) 

Boston  Dispensary,  Commonwealth  of  Massachu- 
setts Department  of  Public  Health  (190) 

Department  of  Obstetrics  and  Gynecology,  National 
Naval  Medical  Center,  Bethesda,  Maryland  (1,023) 
Baylor  College  of  Medicine  and  Houston  City 
Health  Department  Venereal  Disease  Clinics 
Walter  Reed  Armv  Medical  Center,  Washington, 
D.C. (36) 

Definitions.  The  following  are  the  definitions 
used  in  the  statistical  analysis  of  the  data  obtained 
from  this  investigation.  Gonorrhea  in  a female  is  the 
presence  of  Gram-negative  diplococci  from  oxi- 
dase-positive colonies  growing  on  selective  media 
when  the  medium  has  been  inoculated  with  a swab 
obtained  from  the  cervix,  rectum,  urethra,  or  phar- 
ynx. Gonorrhea  in  a male  is  the  discovery  of 
Gram-negative,  intracellular  diplococci  in  a smear 
of  a urethral  discharge  and/or  a positive  culture  as 
previously  defined.  A false  positive  serologic  result 
is  a reactive  serologic  test  result  obtained  from  a 
patient  without  gonorrhea,  as  defined  previously.  A 
false  negative  serologic  result  is  a nonreactive  sero- 
logic test  result  obtained  from  a patient  with  gonor- 
rhea. Specificity  is  the  degree  to  which  a negative 
reaction  in  this  test  is  restricted  to  patients  without 
gonorrhea.  Sensitivity  is  the  degree  to  which  a 
positive  reaction  in  this  test  is  restricted  to  patients 
with  gonorrhea. 

Results 

Two  different  groups  of  high-risk  males  were 
studied.  Patients  were  seen  in  venereal  disease 
clinics  with  either  symptoms  consistent  with  gonor- 
rhea or  as  contacts  of  patients  with  gonorrhea.  One 
group  of  patients  had  a past  history  of  gonorrheal 
infection;  in  the  other  group  no  history  was  taken,  but 
presumably  many  patients  had  been  previously  in- 
fected in  this  group  also. 

The  patients  with  a past  history  had  a 56  percent 
incidence  of  gonorrhea  and  a 42  percent  reactive  se- 
rologic result.  There  was  a 15.5  percent  rate  of  false 
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positive  serologic  results  and  a 29.5  percent  rate  of 
false  negative  serologic  results.  The  results  obtained 
from  the  group  of  males  without  history  are  similar; 
80.3  percent  had  cultures  positive  for  N.  gonorrhoeae, 
and  64  percent  had  reactive  serologic  findings. 
There  was  a 2.9  percent  false  positive  and  a 19.2 
percent  false  negative  serologic  result  rate. 

The  data  obtained  from  the  female  patients  at- 
tending these  two  clinics  are  different  from  the  male 
results.  The  female  patients  with  a past  history  had 
62.5  percent  positive  cultures  and  88.4  percent  re- 
active serologic  results.  There  were  34.6  percent 
v false  positive  and  8.6  percent  false  negative  serologic 
results.  Those  patients  in  which  no  history  was 
taken  had  a 40  percent  rate  of  positive  cultures  and 
a 69  percent  rate  of  reactive  serologic  findings.  The 
false  positive  serologic  result  rate  was  34.8  percent, 
while  the  false  negative  rate  was  5.7  percent. 

Celibate  females  and  pediatric  patients  in  whom 
no  cultures  or  history  for  gonorrhea  were  taken  had 
a 4.4  and  2 percent  presumed  false  positive  serologic 
result  rates.  The  asymptomatic  females  from  the 
population  with  a known  low  incidence  of  gonorrhea 
had  a 0.1  percent  rate  of  gonorrhea  and  a 1.5  percent 
false  positive  serologic  result  rate.5 

A group  of  64  patients  with  clinically  presumed 
and/or  culture-proved  gonorrheal  arthritis  had  a 98.4 
percent  reactive  serologic  result  rate.6  These  results 
are  summarized  in  Table  I. 

Comment 

After  an  acute  infection,  a period  of  time  is  re- 
quired for  development  of  a reactive  serologic  result. 
The  exact  interval  between  infection  and  reactivity 
is  as  yet  unknown,  but  preliminary  limited  studies 
have  shown  that  three  out  of  four  patients  who  were 
culture  positive  and  serologically  negative  serocon- 
verted  within  6 to  1 1 days,  and  five  out  of  six  patients 
seroconverted  within  one  month.'  Further  prelim- 
inary studies  on  a small  group  of  teenaged  males  with 
their  presumed  first  gonorrheal  infection  demon- 
strated a mean  seroconversion  time  of  17.3  days,  but 
in  some  patients  seroconversion  was  never  demon- 

TABLE  I.  Re! 


A two-minute  slide  test,  utilizing  soluble  antigen 
derived  from  the  gonococcus  9 Strain  of  Neisseria 
gonorrhoeae  attached  to  latex  particles  has  been 
developed  as  a screening  technique.  Different  select 
patient  populations  with  an  incidence  of  culture- 
proved  gonorrhea  between  0.1  and  80.3  percent  have 
been  studied  using  this  technique.  These  groups 
include  asymptomatic  females  from  a low  incidence 
population;  presumed  low-risk  populations,  such  as 
celibate  females  and  pediatric  patients;  and  males 
and  females  coming  to  venereal  disease  clinics  with 
presumed  symptoms  of  or  exposure  to  gonorrhea. 
The  results  obtained  indicate  that  this  test  has  the 
most  promise  for  screening  asymptomatic  patients 
in  low  incidence  populations.  However,  due  to  the 
time  lag  from  infection  to  reactive  serologic  result, 
this  test  has  little  place  in  the  diagnosis  of  acute 
gonorrhea.  Since  the  serum  reactivity  persists  for 
an  unknown  period  after  infection,  and  the  effect  of 
treatment  on  titer  persistence  is  also  unknown,  this 
test  is  not  recommended  as  a test  of  cure  and  there- 
fore has  limited  applicability  for  screening  high  in- 
cidence populations  or  patients  with  a past  history 
of  gonorrhea. 


strated.8  All  of  these  patients  were  treated  at  the 
time  of  definitive  diagnosis.  What  effect,  if  any, 
treatment  had  on  the  rate  or  percentage  of  serocon- 
version is  unknown. 

Since  a male  patient  is  likely  to  be  symptomatic 
and  seek  medical  attention  within  three  to  five  days 
after  infection,  in  his  initial  infection  the  serologic 
result  would  in  all  probability  be  nonreactive  at  that 
time.  This  would  explain  the  high  rate  of  false 
negative  serologic  results,  19  to  29  percent,  in  these 
high-risk  male  patients. 

The  length  of  time  that  a reactive  serologic  con- 
dition persists  after  treatment  is  also  unknown,  but 
such  reactive  conditions  have  been  known  to  persist 
at  least  43  days  after  satisfactory  treatment  of  initial 
infection.8  The  duration  of  a reactive  serologic 
condition  is  probably  related  most  to  the  duration  of 
> summarized 


Culture  Finding  Serologic  Result  False  Positive  False  Negative 

'type  Population  ( Positive \ , Positive •,  ^Serologic  Result-^  /-Serologic  Result-^ 


(Number  in  Population)* 

Number 

Percent 

Number 

Percent 

Number 

Percent 

Number 

Percent 

High-risk  males  (257) 

(past  history  gonorrhea) 

144 

56 

108 

42 

40 

15.5 

76 

29.5 

High-risk  males  (275) 
(no  history  taken) 

221 

80.3 

176 

64 

8 

2.9 

53 

19.2 

High-risk  females  (104) 
(past  history  gonorrhea) 

65 

62.5 

92 

88.4 

36 

34.6 

9 

8.6 

High-risk  females  (695) 
(no  history  taken) 

278 

40 

480 

69 

242 

34.8 

40 

5.7 

Celibate  females  (90) 

(no  culture  or  history  taken) 

4 

4.4 

4 

4.4 

Pediatric  patients  (100) 

(no  culture  or  history  taken) 

2 

2 

2 

2 

Low-risk  asymptomatic  females  ( 1,023) 

1 

0.1 

16 

1.6 

15 

1.5 

0 

0 

Conorrheal  arthritis  (64) 

(culture  or  clinical  impression) 

63 

98.4 

0 

0 

1 

1.6 

* Total  patients:  2,608 
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the  infection  prior  to  treatment,  the  extent  of  the 
infection,  and  to  the  number  and  duration  of  previ- 
ous infections. 

Symptomatic  females  are  more  likely  to  have  been 
infected  longer  when  they  seek  medical  attention, 
and  this  would  explain  the  much  lower  rate  of  false 
negative  serologic  results,  8.6  and  5.7  percent,  when 
compared  with  male  patients.  The  high  percentage 
of  false  positive  serologic  results,  34.6  and  34.8  per- 
cent, are  more  difficult  to  explain.  Some  of  these 
patients  undoubtedly  were  infected  but  were  unable 
to  be  detected  with  routine  culture  techniques. 
Since  infection  in  women  is  usually  more  widespread 
and  of  longer  duration  when  treated  as  compared 
with  males,  it  is  likely  that  these  patients  had  anti- 
bodies from  previous  infections  that  persist  longer 
than  they  would  in  male  patients. 

The  studies  from  the  population  with  the  low  in- 
cidence of  gonorrhea,  0.1  percent,  from  the  celibate 
females,  and  from  the  pediatric  patients  indicate  that 
there  is  a small,  less  than  5 percent,  rate  of  presumed 
biologic  false  positive  reactive  serologic  results. 

Asymptomatic  carriers,  both  males  and  females, 
are  likely  to  have  a high  rate  of  reactive  serologic 
condition  owing  to  the  long  time  period  during  which 
they  are  infected.  The  high  rate  of  reactive  condi- 
tions, 98.4  percent,  in  patients  with  disseminated 
gonorrhea  is  further  evidence  that  extent  and  length 
of  infection  correlate  well  with  seroreactivity  rate. 

To  recapitulate,  there  are  several  possible  expla- 
nations for  a patient  who  has  culture-negative  find- 
ings and  is  serologically  reactive.  Depending  on 
history,  the  most  likely  is  either  a biologic  false  pos- 
itive or  a persistent  antibody  from  a previous  infec- 
tion. The  second  possibility  is  that  this  patient  is 
among  the  15  percent  of  infected  patients  who  will 
he  missed  on  routine  culture.  Another  less  likely 
possibility  includes  cross-reactivity  with  Neisseria 
meningitidis  antibodies  after  an  acute  infection  with 
Type  C.  occurring  in  8 out  of  8 cases  in  one  study,  or 
in  a patient  who  is  a Type  R carrier,  occurring  in  2 out 
of  10  cases  in  the  same  study.6 

A patient  who  shows  culture-positive  and  sero- 
logically negative  findings  has  probably  been  sam- 
pled too  early  in  the  course  of  the  disease,  before 
sufficient  antibody  has  developed.  A less  likely 
possibility  is  that  the  infecting  organism  is  antigen- 
ically  dissimilar  to  the  test  strain  and  cannot  be  de- 
tected by  this  technique. 

Conclusion 

A sensitive,  specific  test  for  a gonorrheal  antibody 
is  discussed  that  is  clinically  useful  only  when  applied 
to  selected  patient  populations.  The  main  disad- 
vantage of  the  test,  common  to  all  serologic  tests,  is 
that  it  does  not  give  proof  of  a current  infection,  as 
does  a positive  culture,  but  rather  gives  indirect  ev- 
idence, such  as  antibody  identification,  that  may 
reflect  previous  infection  as  opposed  to  or  in  addition 
to  current  infection.  There  is  also  a time  lag  between 


infection  and  antibody  production  sufficient  to 
produce  a reactive  serologic  result.  As  a consequence 
of  these  disadvantages,  this  test  cannot  be  used  as  a 
test  of  cure  and  is  of  very  limited  use  in  the  diagnosis 
of  acute  gonorrhea,  particularly  in  males.  Obviously, 
since  the  evidence  for  infection  is  indirect,  no  patient 
should  ever  be  diagnosed  as  having  or  be  treated  for 
gonorrhea  merely  on  the  basis  of  a reactive  finding. 
As  a screening  modality  to  detect  the  asymptomatic 
carriers,  population  groups  with  a high  incidence  of 
previous  infection  with  gonorrhea  have  an  unaccep- 
tably high  incidence  of  false  positive  serologic  results 
as  regards  a current  infection.  Likewise,  in  a popu- 
lation with  a high  rate  of  current  infection  with 
gonorrhea,  over  10  percent,  it  is  impractical  to  use 
this  type  of  test  as  the  initial  screening  modality  since 
a large  percentage  of  patients  must  be  recalled  for 
definitive  culture  investigations.  But  in  a population 
with  a low  incidence  of  gonorrhea,  the  initial 
screening  can  be  done  by  serologic  testing,  and  those 
patients  with  reactive  results  can  be  further  inves- 
tigated with  cultures  from  the  cervix  or  urethra, 
rectum,  and  pharynx  to  identify  those  that  actually 
have  gonorrhea. 

The  widespread  application  of  this  test  to  screen- 
ing large  numbers  of  asymptomatic  pat  ients  at  risk 
for  gonorrhea  may  well  be  the  most  efficient  tech- 
nique to  control  the  pandemic  of  gonorrhea  by 
identifying  and  treating  the  asymptomatic  car- 
riers. 
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Naval  Submarine  Medical  Center 
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Epidermoid  carcinoma  of  the  anorectum  continues 
to  he  an  interesting  lesion  for  study  because  of  its 
infrequent  occurrence  relative  to  the  more  common 
adenocarcinoma  of  the  same  anatomic  area.  The 
threat  it  can  pose  to  the  patient’s  life  is  offset  by  early 
diagnosis  and  proper  treatment.1’2 

Although  it  may  represent  3.9  percent  of  all  can- 
cers arising  in  the  distal  18  cm.  of  the  intestinal  tract, 
if  only  the  perianal,  anal,  and  distal  2 cm.  of  the  in- 
testinal tract  is  considered,  it  constitutes  30  percent 
of  all  malignant  anorectal  tumors. 

Leukoplakia,  chronic  hemorrhoids,  anal  fissure, 
lymphogranuloma  venereum,  chronic  fistulas,  pre- 
viously irradiated  anal  skin,  and  anal  condylomas 
have  all  been  considered  as  potential  predisposing 
causes  in  the  development  of  squamous  carcinoma 
of  the  anorectum.  Although  we  are  uncertain  as  to 
any  etiologic  relationship,  it  is  emphatic  that  we  must 
not  be  misled  by  these  conditions  in  ruling  out  a 
possible  underlying  cancer. 

This  report  brings  up  to  date  our  continued  in- 
terest in  periodic  evaluation  and  management  of  this 
lesion.  We  have  now  examined  the  records  of  277 
patients  with  this  disease  up  to  1970  and  have  come 
to  formulate  certain  criteria  which  have  guided  us  in 
the  diagnosis  and  treatment  of  this  particular  le- 
sion. 

Materials  and  methods 

The  average  age  of  our  pat  ients  was  58;  the  youn- 
gest patient  was  24  and  the  oldest  88  years  of  age. 
Females  outnumbered  males  164  to  83. 

Symptoms  of  bleeding,  distress,  change  of  intes- 
tinal habits,  or  sensation  of  a mass  continue  to 
dominate  in  frequency  the  complaints  mentioned  by 
the  patients.  Thus,  130  patients  described  bleeding 
as  a presenting  symptom;  71  complained  of  consti- 
pation, while  30  had  diarrhea;  23  patients  were  aware 
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of  a lump,  and  most  complained  of  some  sort  of  dis- 
tress or  pain  in  the  anal  region.  Miscellaneous 
complaints  consisted  of  excessive  flatus,  tenesmus, 
soilage,  perianal  itch,  and  so  forth. 

The  arrival  at  a correct  diagnosis  and  subsequent 
proper  management  require  a high  index  of  suspicion 
on  the  part  of  the  physician.  This  is  based  on  a 
careful  digital  and  proctoscopic  examination  to  de- 
termine the  exact  location  and  size  of  the  tumor  in  its 
relation  to  the  dentate  line  or  pectinate  line  of  the 
anorectum,  as  well  as  its  depth  of  invasion  by  the 
tumor  into  the  subcutaneous  tissue,  into  the  mus- 
culature, or  into  the  submucosa  of  the  rectum.  Ad- 
equate tissue  biopsy  may  require  the  administration 
of  local  or  general  anesthesia. 

Once  the  histologic  diagnosis  is  established,  it  is 
to  be  noted  that  the  pathologist  may  use  terms  such 
as  cloacogenic,  basoloid  or  basosquamous,  or  mu- 
coepidermoid types  of  squamous  carcinoma.  These 
multicellular  types  only  reflect  the  multicytologic 
origin  of  the  anorectum,  and  although  they  present 
a fascinating  and  varied  histologic  picture  to  the 
pathologist,  as  far  as  the  surgeon  is  concerned  in  its 
clinical  management,  these  histologic  varieties  can 
all  he  grouped  under  the  one  title  of  squamous  car- 
cinoma. To  repeat,  treatment  of  these  lesions  de- 
pends largely  on  a careful  evaluation  of  its  anatomic 
localization. 

Tumor  location  and  treatment 

Those  tumors  that  occur  superficially  at  or  below 
the  dentate  line,  such  as  the  lower  half  of  the  anal 
canal  or  perianal  tissues,  and  are  superficial,  small, 
and/or  moveable  can  be  locally  but  widely  excised. 
The  margins  of  the  skin  tissues  are  carefully  exam- 
ined for  microscopic  evidence  of  tumor  to  insure 
complete  excision. 

The  larger  lesions  which  show  infiltration  into  the 
sphincter  or  underlying  tissues  should  receive  a Miles 
type  of  resection,  with  a wide  perianal  phase  of 
excision  to  include  as  much  as  possible  of  the  levator 
muscles  as  well  as  the  contents  of  the  ischiorectal 
fossae.  Whereas  large  infiltrating  perianal  lesions 
can  metastasize  along  the  perianal  lymphatics  to  the 
scrotum  and  inguinal  nodes,  the  penetrating  ones  at 
the  dentate  line  junction  may  in  addition  spread 
upward  to  the  mesenteric  lymph  nodes  and/or  lat- 
erally along  the  levator  muscles  to  the  obturator,  iliac, 
and  other  extramesenteric  pelvic  lymph  nodes. 

Tumors  arising  above  the  dentate  line  and  in- 
volving the  rectum  certainly  deserve  a Miles  type 
resection  with  a wide  perineal  phase  of  excision. 
Penetration  of  the  tumor  in  the  rectal  vaginal  septum 
in  the  female  would  require  at  least  an  inclusive 
posterior  if  not  subtotal  vaginectomy.  In  the  male 
where  either  prostate,  base  of  bladder,  or  seminal 
vesicles  are  involved,  a pelvic  exenteration  including 
cystectomy  and  construction  of  an  ileobladder  might 
be  indicated.  For  these  deeper  lesions,  and  if  the 
patient  is  a good  surgical  risk,  additional  pelvic 
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The  case  records  of  277  patients  with  the  diagnosis 
of  epidermoid  carcinoma  of  the  anorectum  up  to  1970 
at  the  Memorial  Sloan- Kettering  Institute  are  re 
viewed.  This  number  roughly  represents  less  than 
4 percent  of  all  cancers  of  the  distal  1H  cm.  of  the 
lower  intestinal  tract.  Correct  diagnosis  was  based 
on  suspicion  followed  by  adequate  biopsy  for  histo- 
logic examination.  Multicytologic  epithelium  in  the 
anorectum  can  give  rise  to  variants  of  epidermoid 
carcinoma,  namely,  cloacogenic,  basoloid,  baso- 
squamous,  or  transitional.  Whereas  adequate  local 
excision  for  small  and  perianally  located  lesion  is 
recommended,  larger  tumors,  which  arise  proximal 
to  the  dentate  line  and/or  invade  the  rectum,  require 
abdominal  perineal  resection.  Therapeutic  rather 
than  prophylactic  groin  dissection  is  indicated.  The 
recent  use  of  preoperative  multimodal  approach  to 
this  disease  is  mentioned.  The  results  of  treatment 
in  three  sequential  series  from  the  same  institution 
are  reported. 


lymph-node  dissection  may  be  included  in  the  ab- 
dominoperineal resection  phase  of  the  operation. 

The  lymph  nodes  in  the  inguinal  regions,  unless 
histologically  proved  to  show  positive  results  for 
metastasis,  are  untouched.  Based  on  our  statistical 
analysis,  a therapeutic  rather  than  a prophylactic 
groin  dissection  is  recommended.  That  is  why  strict 
periodic  surveillance  of  the  inguinal  region  following 
initial  surgery  for  the  primary  anal  lesion  is  manda- 
tory. 

We  have  steered  away  from  x-ray  therapy  as  the 
primary  treatment  of  choice  for  epidermoid  carci- 
noma of  the  anorectum  because  of  its  undesirable 
effects.  We  feel  that  this  mode  of  therapy  is  only 
indicated  under  extraordinary  circumstances,  for 
example,  in  a very  superficial  perianal  type  tumor 
situated  laterally  in  an  extremely  poor  surgical-risk 
patient. 

Multimodality  treatment  utilizing  radiotherapy 
to  the  pelvis,  or  chemotherapy  with  or  without  sur- 
gery for  advanced  disease,  has  occasionally  been  ef- 
fective in  controlling  disease. This  represents  an 
ongoing  study  in  which  approximately  15  patients 
have  been  treated  this  way.  All  hut  a few  patients 
initially  manifested  disease  beyond  the  limits  of 
surgical  removal.  The  chemotherapist  utilized  in- 
travenous 5-FU  (5-fluorouracil)  and  mitomycin  C in 
a cyclic  fashion.  It  is  too  early  to  assess  the  results, 
hut  the  immediate  and  palliative  effect  can  he 
striking.  At  least  four  patients  after  favorable  re- 
sponse to  this  protocol  have  been  subjected  to  radical 
surgery,  and  their  resected  specimens  have  shown 
only  microscopic  residual  or  no  residual  disease  at 
all/ 

Results 

The  results  of  treatments  at  Memorial  Hospital  of 
the  277  patients  divided  into  three  periods  of  study 
are  as  follows.  In  the  series  of  patients  seen  between 
1944  and  1963,  the  five-year  overall  survival  rate  for 
109  patients  was  53  percent,  and  for  those  who  were 
treated  surgically  it  was  57  percent.  In  the  series  of 
125  patients  seen  prior  to  1944.  the  five-year  overall 
survival  rate  was  only  29  percent  of  the  total  group 
seen  and  41  percent  for  the  patients  treated  surgi- 
cally. This  improvement  in  the  survival  rate  in  these 
two  series  from  the  same  institution  can  be  attributed 
to  the  early  recognition  by  the  patient,  early  diagnosis 
by  the  physician,  and  an  attempt  at  proper  choice  of 
treatment  according  to  the  size  of  the  primary  tumor, 
its  location,  and  potential  lymphatic  dissemina- 
tion. 


In  the  most  recent  series  of  43  patients  seen  be- 
tween 1964  through  1970,  however,  all  received  at- 
tempts at  surgical  eradication  except  for  one  patient, 
and  the  overall  five-year  survival  has  dropped  back 
to  40  percent.  The  analysis  of  this  apparent  setback 
reveals  that  many  of  these  patients  have  revealed  a 
more  advanced  disease  in  their  initial  presentation, 
as  illustrated  by  the  fact  that  only  5 of  the  42  patients 
w'ere  considered  eligible  for  local  excision  alone. 
This  dire  retrogression  points  up  again  to  the  con- 
tinued need  for  patient  education  and  to  the  need  for 
earlier  diagnosis  and  therapy  on  the  part  of  the 
physician. 

116  East  68th  Street 
New  York,  N.Y.  10021 
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Percutaneous  needle  biopsy  of  the  parietal  pleura 
is  a procedure  of  considerable  value  in  the  diagnosis 
and  treatment  of  pleural  effusion.  It  is  easy  to  per- 
form, has  a high  diagnostic  yield,  and  is  associated 
with  few  complications. 

With  the  more  frequent  utilization  of  pulmonary 
and  pleural  biopsies,  many  of  the  obscure  diseases  of 
the  lung  are  becoming  more  clearly  understood.  It 
is  essential,  therefore,  that  all  possible  diagnostic 
methods  be  employed  in  search  for  the  specific  cause 
of  pleuropneumonic  diseases,  particularly  those 
previously  termed  idiopathic  pulmonary  fibrosis  or 
idiopathic  pleural  effusion.  A review  of  the  litera- 
ture,1 1 and  the  present  experience  of  the  authors, 
strongly  suggest  that  needle  biopsy  of  the  pleura 
should  he  routinely  employed  at  the  time  of  the  ini- 
tial thoracentesis  in  all  pleural  effusions  where  the 
cause  is  undetermined.  It  is  essential,  however,  to 
emphasize  that  a negative  pleural  biopsy  result  does 
not  rule  out  a diseased  pleura. 

Material  and  methods 

Between  May,  1963,  and  January,  1977,  50  per- 
cutaneous pleural  biopsies  were  performed  by  one  of 
the  authors  (V.D.L.)  ut  ilizing  a Cope  biopsy  needle.5,6 
Thirty-seven  of  these  biopsies  were  performed  in  the 
last  three  years  after  a lapse  of  five  years,  1964  to 
1968,  in  which  none  was  done.  All  of  the  histologic 
material  was  reviewed  by  the  other  author  (E.R.). 

Forty-eight  patients,  36  males  and  17  females,  were 
subjected  to  50  needle  biopsies.  Two  of  these  pa- 


tients had  two  biopsies  each.  The  ages  ranged  from 
19  to  89  years.  The  mean  age  was  64.18  years. 

Follow-up  information  was  obtained  on  46  of  the 
48  patients  or  95.83  percent.  The  period  of  follow-up 
ranged  from  five  days  to  five  years  and  one  month, 
with  an  average  time  of  12.1  months.  Twenty-four 
of  the  48  patients  expired,  a mortality  rate  of  50 
percent.  Necropsies  were  obtained  in  six  cases,  or 
25  percent.  Twenty-two  of  the  living  patients  were 
followed  from  two  weeks  to  four  years. 

Two  of  the  total  48  pat  ients,  4.17  percent,  were  lost 
to  follow-up.  One  of  these  pat  ients  signed  out  of  the 
hospital  without  permission,  and  the  other  never 
returned  for  subsequent  evaluation. 

Microscopic  diagnoses  were  divided  into  three 
groups:  granulomatous  pleuritis;  neoplastic  pleu- 
ritis;  and  nonspecific  or  inflammatory  pleural 
changes.  This  follows  the  classification  employed 
by  Von  Hoff  and  LiVolsi.1  Figure  1 illustrates  typ- 
ical examples  of  these  histologic  types. 

In  all  the  biopsies  the  diagnosis  was  considered 
missed  unless  it  was  made  unequivocally.  All 
“hedge”  diagnoses  such  as  those  prefaced  with 
“highly  suggestive”  were  recorded  as  missed.  Ad- 
ditionally, any  patient  who  was  known  to  have  sub- 
sequently developed  a disease  that  probably  caused 
the  initial  pleural  effusion  was  listed  as  a missed  di- 
agnosis if  this  specific  diagnosis  was  not  made  at  the 
time  of  the  biopsy. 

All  the  specimens  taken,  100  percent,  showed 
pleural  tissue  on  histologic  examination.  Only  pa- 
tients with  free  or  encapsulated  pleural  effusions 
were  selected  for  pleural  biopsy  in  this  series.  Others 
do  not  restrict  the  use  of  this  type  biopsy  to  patients 
with  free  or  encapsulated  fluid,  but  utilize  it  addi- 
tionally in  patients  with  pleural  disease  without 
pleural  effusion.4 

Three  of  the  50  patients,  6 percent,  in  this  series 
had  a mild  intrapleural  air  leak  caused  by  the  pro- 
cedure itself.  All  of  these  occurred  during  the  ex- 
ploratory thoracentesis  to  locate  the  fluid  in  the 
pleural  cavity  and  prior  to  the  definitive  use  of  the 
Cope  needle.  All  were  diagnosed  immediately  and 
treated  promptly  by  tube  thoracotomy.  None  of 
these  patients  had  any  further  sequelae.  Expansion 
of  the  involved  lungs  was  prompt,  and  the  catheters 
were  removed  in  two  to  three  days. 

There  were  no  pleural  space  or  wound  infections. 
No  sinus  tracts  developed,  and,  most  important, 
there  was  no  postoperative  bleeding  which  required 
treatment  of  any  kind.  One  patient  in  this  series 
expired  5 days  after  the  biopsy,  one  6 days  afterward, 
and  one  1 1 days  after.  All  of  these  t hree  patients  had 
necropsies.  None  of  the  deaths  were  related  to  the 
pleural  biopsy. 

Two  of  t he  biopsies  revealed  fragments  of  nerve 
t issue  in  some  of  the  histologic  sections.  Neither  of 
these  two  patients  experienced  any  unusual  pain 
following  this  complication. 

The  following  technique  has  evolved  with  our  in- 
creasing experience. 
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Needle  biopsy  is  performed  only  in  the  presence 
of  free  or  encapsulated  fluid.  All  necessary  diag- 
nostic roentgenograms  are  employed  to  locate  the 
exact  position  of  the  suspected  fluid.  Roentgeno- 
grams taken  during  the  various  phases  of  respiration 
in  positions  that  demonstrate  gravitational  move- 
ment. if  any,  of  the  fluid  are  the  most  useful. 

In  the  absence  of  a history  suggest  ive  of  a bleeding 
diathesis,  a prothrombin  time,  partial  thrombo- 
plastin time,  and  a platelet  count  are  all  the  studies 
required  in  addition  to  the  usual  routine  laboratory 
investigations. 

When  the  site  of  aspiration  is  selected,  the  patient 
is  taken  to  the  operating  room  and  positioned  so  that 
the  fluid  is  in  utmost  dependency  at  the  site  chosen 
for  biopsy.  A 2-cm.  intracutaneous  wheal  is  raised, 
and  the  pleural  cavity  is  entered,  injecting  1 percent 
lidocaine  as  the  needle  is  advanced.  Once  the  pleural 
fluid  is  encountered,  approximately  40  ml.  are 
withdrawn  for  the  following  studies. 

1.  Aerobic  bacterial  flora,  smear,  and  culture 


The  authors  present  a series  of  50  percutaneous 
needle  biopsies  of  the  parietal  pleura.  These  biopsies 
were  taken  with  a Cope  needle  in  48  patients.  The 
diagnostic  yield  was  82  percent.  There  were  5 com- 
plications and  no  operative  mortalities.  Two  of  the 
48  patients  were  lost  to  follow-up  study.  The  mi- 
croscopic diagnoses  were  divided  into  three  groups: 
< 1)  granulomatous  pleuritis;  (2)  neoplastic  pleuritis; 
and  (3)  nonspecific  or  inflammatory  pleuritis.  Be- 
cause such  a biopsy  is  easy  to  perform , has  a high 
diagnostic  yield,  and  is  associated  with  few  compli- 
cations, it  is  recommended  for  routine  use  in  all  di- 
agnostic thoracenteses. 


2.  Anaerobic  bacterial  flora,  smear,  and  culture 
(Special  precautions  must  be  taken  to  preserve  anaero- 
bic conditions  during  transport  to  the  laboratory) 

3.  Fungus,  smear,  and  culture 


■*  V.  ^ 


FIGURE  1.  Microscopic  diagnoses.  (A)  Caseating  granuloma  of  tuberculosis.  (B)  Poorly  differentiated  carcinoma  infiltrating 
pleura.  (C)  Acute  pleuritis.  Parietal  pleura  covered  with  fibrinous  exudafe  and  infiltrated  with  inflammatory  cells.  (D)  Dense 
fibrous  thickening  of  parietal  pleura  lined  by  single  layer  of  mesothelial  cells.  (Hematoxylin  and  Eosin  Stain) 
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TABLE  I.  Data  according  to  histologic  diagnosis* 


Data 

Granuloma- 
tous Pleuritis 

Neoplastic 

Pleuritis 

Nonspecific  or 
Inflammatory 
Pleuritis 

Number  of 

9 

27 

20 

biopsies 
Number  of 

9 

25 

18 

patients 

Male 

6 

18 

10 

Female 

3 

7 

8- 

Average  age  in 

47.7 

69.05 

63.94 

years 

Average  follow-up 

14.28 

11.2 

16.63 

time  in  months 
Lost  to  follow- 

2 

0 

0 

up 

Expired 

0(0) 

21  (84) 

6 (33.33) 

(percent) 

Necropsies 

0 

5 

2 

Positive  diagnosis 

8 (88.88) 

19  (70.37) 

14  (70) 

(percent) 
Hedge  diagnosis 

0(0) 

3 (11.11) 

0(0) 

(percent) 
Missed  diagnosis 

1 (11.12) 

5 (18.51) 

6 (30) 

(percent) 
False  positive 

0 

0 

0 

* Several  of  the  biopsies  have  been  listed  twice  in  two  diagnostic  cate- 
gories. Therefore,  the  sums  in  this  instance  will  necessarily  be  different 
from  Table  II.  For  instance,  the  biopsy  in  the  patient  with  disseminated 
lupus  erythematosus  was  listed  as  missed  in  the  granulomatous  series  where 
the  diagnosis  possibly  should  have  been  made  and  again  as  missed  in  the 
nonspecific  category  where  the  diagnosis  was  made.  Similarly,  some  of  the 
biopsies  for  carcinoma  were  listed  as  missed  when  made  in  the  nonspecific 
category  and  missed  in  the  neoplastic  series  where  they  should  have  been 
made. 


4.  Parasite  studies,  if  indicated 

5.  Acid-fast  bacilli,  smear,  and  culture 

6.  Viral  studies,  if  indicated 

7.  Specific  gravity  and  cell  count 

8.  Total  cell  count  and  differential 

9.  Special  cell  study  (eosinophils,  rheumatoid  ar- 
thritis cells,  lupus  erythematosus  cells,  and  so  forth 

10.  Total  protein  count 

11.  Sugar 

12.  Lactic  dehydrogenase 

13.  Amylase,  if  indicated 

14.  Rheumatoid  factor  and  antinuclear  antibodies 

15.  Cytologic  examination 

The  fluid  removed  prior  to  definitive  biopsy  is 
the  most  suitable  for  the  aforementioned  studies. 
Once  the  biopsy  is  taken,  the  pleural  fluid  is  usually 
contaminated  with  blood.  When  the  exploratory 
needle  is  withdrawn,  a 1-cm.  incision  is  made  in  the 
skin  at  the  site  of  the  intracutaneous  wheal  and  the 
parietal  pleura  further  anesthetized  with  10  ml.  of  1 
percent  lidocaine.  A Cope  needle  is  inserted  gently 
into  the  pleural  cavity  and  is  then  utilized  to  take 
specimens  at  six  points  equally  distributed  in  a cir- 
cular operative  field.  Because  two  of  the  bopsies 
showed  fragments  of  nerve  tissue,  the  site  directly 
under  the  upper  rib  of  the  interspace  will  not  he  used 
in  future  biopsies.  Care  is  taken  not  to  crush  the 
tissue  when  removing  it  from  the  biopsy  needle. 
Additionally,  the  Cope  needle  must  he  kept  very 


sharp  either  by  honing  or  by  frequent  replacement, 
since  crush  artefacts  cause  serious  problems  in  in- 
terpretation. One  of  the  biopsies  is  preserved  in  a 
sterile  container,  later  to  be  cultured  for  acid-fast 
bacilli  and  for  fungi.  The  remaining  specimens  are 
fixed  in  10  percent  formalin  for  routine  histologic 
study.  Further  special  stains  are  utilized  if  they  are 
indicated. 

Once  the  specimens  are  taken,  the  pleural  cavity 
is  emptied  of  all  fluid  and  air  by  syringe  aspiration 
utilizing  the  blunt-edged  cannula  to  minimize  the 
possibility  of  injury  to  the  underlying  lung.  If  an 
adequate  negative  intrapleural  pressure  cannot  be 
obtained  at  this  time,  a traumatic  bronchopleural 
fistula  must  be  suspected.  A number  18  intercostal 
catheter  is  inserted  promptly  into  the  pleural  cavity 
and  attached  to  an  underwater  drainage  trap  system. 
The  incision  is  approximated  with  a silk  suture  of 
number  000  silk.  In  all  patients  postoperative 
roentgenograms  are  taken  to  evaluate  the  reexpan- 
sion of  the  lung  and  repeated  the  next  day. 

Results 

In  the  entire  series  of  50  biopsies,  9 were  taken  in 
patients  considered  to  have  granulomatous  pleuritis. 
This  diagnosis  was  established  in  8 of  the  9 patients, 
an  incidence  of  88.88  percent  (Table  I).  The  ninth 
biopsy  was  taken  in  a patient  who  was  subsequently 
diagnosed  as  having  disseminated  lupus  erythema- 
tosus, and  accordingly,  this  was  recorded  as  a missed 
diagnosis.  We  are  recording  patients  with  this  dis- 
seminated lupus  disease  in  the  granulomatous 
pleuritis  category  to  continue  the  classification  em- 
ployed by  Von  Hoff  and  LiVolsi.1 

The  most  difficult  diagnoses  to  evaluate  on  a 
long-term  basis  are  those  that  excluded  granuloma- 
tous pleuritis.  Patients  so  diagnosed  had  to  be  fol- 
lowed for  a sufficient  length  of  time  to  be  sure  that 
the  disease  was  not  present  at  the  time  of  biopsy. 
Accordingly,  the  41  biopsies  in  which  a diagnosis 
other  than  granulomatous  pleuritis  was  made  were 
further  analyzed;  27  of  these  41  had  carcinoma,  and 
the  exclusion  was  considered  proper. 

The  other  14  were  diagnosed  as  nonspecific  pleu- 
ritis. Of  these,  five  were  in  patients  who  expired. 
Necropsies  were  obtained  in  two  so  that  only  three 
needed  further  scrutiny.  The  other  nine  who  lived 
were  followed  for  an  average  time  of  22.11  months 
(Table  II). 

In  summary,  then,  12  patients,  nine  who  lived  and 
3 who  died,  were  the  only  ones  in  which  question 
could  be  raised.  We  concluded  that  these  patients 
had  been  followed  for  a sufficient  length  of  time  to 
substantiate  the  clinical  impression.  Accordingly 
all  the  patients  in  whom  granulomatous  pleuritis  was  > 
excluded  were  judged  as  correctly  diagnosed. 

In  further  analysing  the  eight  patients  diagnosed 
as  having  tuberculous  granulomas,  four  of  these  had 
pleural  fluid  that  was  positive  for  mycobacterium 
tuberculosis  on  culture,  and  these  patients  also 
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TABLE  II.  Summary  of  entire  series 


Data 

Number  (Percent) 

Number  of  biopsies 

50 

Number  of  patients 

48 

Male 

36 

Female 

17 

Average  age  in  years 

64.18 

Average  follow-up  time  in  months 

12.1 

Lost  to  follow-up 

2 (4.16) 

Expired 

24  (50) 

Necropsies 

6(25) 

Parietal  pleura  in  biopsy 

50  (100) 

Positive  diagnosis 

41 (82) 

Missed  diagnosis  (including  hedging) 

9 (18) 

False  positive 

0 

Complications 

5(10) 

Mortality  rate 

0 

showed  acid-fast  bacilli  in  the  biopsy  tissue.  Addi- 
tionally, one  other  patient  had  negative  pleural  fluid 
on  culture  but  demonstrated  acid-fast  bacilli  in  the 
biopsy. 

The  remaining  three  patients  whose  pleural  fluid 
was  negative  on  culture  were  still  judged  to  have 
pulmonary  tuberculosis  because  of  the  subsequent 
clinical  course.  These  patients  all  responded  satis- 
factorily to  antimicrobial  therapy  and  showed  reso- 
lution of  the  lesion  in  sequential  chest  roentgeno- 
grams. 

There  were  no  false  positive  diagnoses. 

The  diagnostic  accuracy  in  patients  with  granu- 
lomatous pleuritis  was  88.88  percent. 

Neoplastic  pleuritis.  Of  the  27  biopsies  that 
were  taken  in  patients  with  neoplastic  pleuritis,  the 
diagnosis  by  needle  biopsy  was  positive  in  19  pa- 
tients, or  70.37  percent,  equivocal  in  3,  11.11  percent, 
and  missed  in  5, 18.51  percent.  There  were  no  false 
positive  diagnoses. 

These  27  biopsies  were  taken  in  25  patients,  18  of 
whom  were  male  and  7 female,  with  a mean  age  of 
69.05  years.  All  of  these  patients  were  followed  for 
an  average  time  of  11.2  months,  during  which  time 
21  patients,  84  percent  expired;  necropsies  were  ob- 
tained in  5 patients,  an  incidence  of  23.81  percent. 

Pleural  fluid  cytologic  findings  were  interpreted 
as  positive  in  11  patients,  or  40.74  percent,  highly 
suspicious  in  7,  or  25.93  percent,  suspicious  in  3,  or 
11.11  percent,  atypical  in  1,  3.7  percent,  and  negative 
in  5,  or  18.52  percent. 

The  diagnosis  was  missed  in  five  biopsies.  Four 
of  these  biopsies  included  a repeated  attempt  on  each 
of  two  patients.  While  the  pleural  fluid  in  one  of 
these  patients  with  carcinoma  of  the  breast  was  twice 
positive  for  malignant  cells,  the  two  biopsies  failed 


to  reveal  tumor  in  the  pleura.  This  patient  is  still 
alive  and  well  palliated  after  two  years  and  seven 
months  of  chemotherapy  and  radiotherapy.  The 
second  patient  had  a malignant  lymphoma  that  was 
missed  on  two  pleural  biopsies.  Both  cytologic 
studies  of  the  chest  fluids  also  yielded  negative  re- 
sults. This  patient  is  also  alive  ten  months  later  and 
doing  well  with  chemotherapy.  The  last  patient  had 
a positive  pleural  fluid  with  a negative  pleural  biopsy 
finding.  He  expired  one  year  later  of  carcinomato- 
sis. 

Considering  the  diagnosis  as  missed  when  made 
equivocally  and  missed  when  neoplastic  pleuritis  was 
possibly  present  at  the  time  of  biopsy,  the  overall 
accuracy  of  needle  biopsy  in  patients  with  neoplastic 
pleuritis  was  70.37  percent. 

The  high  death  rate  with  so  short  a survival  time 
emphasizes  the  extent  of  the  neoplastic  disease  once 
it  involves  the  parietal  pleura. 

Nonspecific  inflammatory  pleuritis.  Eighteen 
patients  were  subjected  to  20  pleural  biopsies  that 
were  diagnosed  as  nonspecific  or  inflammatory 
pleuritis.  Ten  of  these  patients  were  males;  8 were 
females  with  a mean  age  of  53.94  years.  The  mean 
follow-up  time  was  16.6  months.  Six  patients,  33.33 
percent,  expired,  and  two  necropsies  were  ob- 
tained. 

In  this  classification,  the  diagnosis  was  correct  in 
14  cases,  70  percent,  and  missed  in  6,  30  percent. 

Summary 

A total  of  50  percutaneous  needle  biopsies  of  the 
parietal  pleura  taken  in  48  patients  has  been  pre- 
sented. The  diagnostic  yield  of  82  percent  confirms 
the  generally  high  yield  reported  in  the  literature. 

Parietal  pleural  tissue  was  obtained  in  all  biopsies. 
There  were  no  false  positive  diagnoses. 

Five  complications  occurred,  three  of  which  re- 
quired treatment,  namely,  tube  thoracotomy.  There 
were  no  operative  deaths. 
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Since  heart  disease  is  the  foremost  medical  problem 
and  leading  cause  of  death  in  industry  as  well  as  in 
the  nation,  we  decided  to  address  ourselves  to  the 
question  of  the  value  of  the  electrocardiogram  in  a 
screening  program.  This  study  will  report  our  results 
for  a particular  industrial  population  group  as  well 
as  assess  the  value  of  the  ECG  (electrocardiogram) 
in  a multiphasic  health  testing  program.  The 
prognostic  value  of  specific  electrocardiographic 
findings  has  also  been  examined. 

In  September,  1968.  the  IBM  Corporation  insti- 
tuted a voluntary  multiphasic  health  testing  program 
for  employees  aged  41  to  65.  Over  a period  of  five 
years,  the  age  of  eligibility  was  gradually  lowered  to 
the  present  limit  of  35  years.  From  the  inception  of 
the  program  to  January,  1975.  60,177  initial  exami- 
nations and  over  23,800  repeats  had  been  performed, 
yielding  a total  data  base  over  90,000  screening  ex- 
aminations. At  present,  over  130,000  ECG  tracings 
have  been  performed. 

The  health  screen  consists  of  five  parts:  (1)  a 

self-administered,  machine-readable  medical  history 
questionnaire  consisting  of  167  questions;  (2)  another 
machine-processable  form,  the  medical  data  sheet, 
completed  by  a nurse,  with  such  information  as  blood 
pressure,  height,  weight,  visual  acuity,  and  hearing; 
(3)  a 14-  by  17-inch  posteroanterior  x-ray  film  of  the 
chest;  (4)  an  electrocardiogram;  and  (5)  a number  of 
laboratory  procedures,  such  as  hematocrit,  urinalysis, 
cholesterol,  triglycerides,  uric  acid.  BUN  (blood  urea 
nitrogen),  SGOT  (serum  glutamic  oxaloacetic 
transaminase),  blood  glucose,  and  total  bilirubin. 

A complete  representation  of  all  data  gathered  on 
each  examination  is  stored  on  large  disk  files  and  is 
machine-retrievable  for  purposes  of  comparison 


when  the  person  is  examined  again  or  for  statistical 
evaluation  of  the  entire  data  base. 

Mortality  data  up  to  six  diagnoses  from  the 
screening  examination  are  coded  according  to  the 
ICDA  (International  Classification  of  Diseases, 
Adapted)  1964.  These  data  are  also  maintained  in 
machine-retrievable  form  on  disk  files.  Since  the 
program  began,  and  until  January,  1975,  1,161  indi- 
viduals who  participated  in  the  program  have  died, 
rhe  leading  cause  of  death  was  diseases  of  the  car- 
diovascular system.  The  second  most  common  cause 
of  death  was  neoplasm.  The  third  was  accident  and 
external  causes. 

Materials  and  methods 

The  study  group  consists  of  60,177  initial  exami- 
nations and  17,552  follow-up  examinations  per- 
formed after  an  interval  of  4.5  to  5 years.  The  data 
were  gathered  from  participants  in  the  voluntary 
multiphasic  health-testing  program  offered  by  the 
IBM  Corporation  to  its  employees  in  the  United 
States  and  Canada.  The  ages  ranged  from  35  to  65 
years,  with  89  percent  of  the  subjects  being  male  and 

11  percent  female.  An  electrocardiogram  was  in- 
cluded in  each  examination.  The  subjects  were  8 to 

1 2 hours  postprandial,  were  not  permitted  to  smoke 
for  30  minutes,  and  were  required  to  rest  lying  down 
for  15  minutes  in  a quiet  room  prior  to  the  electro- 
cardiographic recording.  The  examinations  were 
usually  performed  during  the  morning  hours.  At  24 
major  locations,  a movable  cart  of  equipment  was 
used  for  recording  electrocardiograms.*  This  con- 
sisted of  a C-205  Patient  Transmitter,  which  is  an 
automatic  three-channel  electrocardiographic  data 
acquisition  unit,  a C-240  direct  w'riting  recorder, 
three-channel  with  hot  stylus,  and  a C-602  magnetic 
tape  recorder  with  reference  oscillator. + Recording 
was  done  on  Scotch  brand  202  Dynarange  magnetic 
tape,**  one-quarter  inch  in  width,  and  with  a thick- 
ness of  1.5  ml. 

A paper  recording  of  the  12  standard,  classic  or 
scalar,  leads,  as  well  as  a 10-second  recording  of  the 
three  Frank,  vector,  leads  was  obtained.  Both  the 
12  standard  and  3 vector  leads  were  recorded  si- 
multaneously on  magnetic  tape  for  subsequent 
analysis  by  computer.  In  July,  1974,  the  IBM  Bon- 
ner 12-lead  ECG  analysis  program  was  instituted  in 
place  of  the  Mayo-Smith  vector  program.  At  13 
smaller  locations,  a standard  electrocardiogram 
machine  with  strip  chart  output  alone  was  used  for 
recording  the  12  classic  or  standard  leads. 

Computer  analysis  of  the  electrocardiograms 
gathered  at  the  locations  was  performed  at  the  IBM 
Medical  Data  Center  in  White  Plains,  New  York,  on 
an  IBM  1800  Data  Acquisition  and  Control  System 
with  an  IBM  1851  Multiplexor/S  terminal  for  analog 

* Marquette  Electronics,  Inc.,  Milwaukee.  Wisconsin. 

+ Model  AG-500;  Ampex  Corporation,  Redwood.  California. 

**  Minnesota  Mining  and  Manufacturing  Company,  St.  Paul. 
Minnesota. 
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to  digital  conversion.*  The  following  equipment  for 
tape  playback*  was  rack  mounted  at  the  1800:  a 
C-711  three-channel  electrocardiographic  data  re- 
ceiver; a C-801  computer  interface;  a C-601  magnetic 
tape  recorder  with  flutter  correction,  discriminators, 
and  delay  line  kit+;  a C-240  direct  writing  recorder; 
and  a pulse  generator  to  synchronize  the  analog  to 
digital  conversion. + 

The  results  of  computer  analysis  of  vector  and 
scalar  leads  were  printed  immediately  for  review. 
Unless  replaced  by  the  cardiologist’s  interpretation, 
these  results  were  subsequently  used  in  preparation 
of  a printed  examination  report  for  each  participant 
v and  were  also  retained  on  disk  pack  as  part  of  a per- 
manent history  file  of  examination  data.  The  car- 
diologist read  all  strip  chart  ECG  tracings  taken  at 
locations  that  did  not  have  ECG  tape  recording 
equipment,  or  where  equipment  failure  or  operator 
error  precluded  the  making  of  a usable  tape.  The 
cardiologist  also  read  the  strip  charts  whenever  the 
computer  interpreted  the  electrocardiogram  as  either 
abnormal  or  borderline  with  the  exception  of  a few 
abnormal  statements  that  were  allowed  to  pass.  The 
cardiologist’s  interpretations  were  stored  on  the  disk 
file  taking  complete  precedence  over  the  computer’s 
interpretation  of  the  ECG.  In  addition,  as  a quality 
control  procedure,  the  cardiologist  read  about  one 
quarter  of  the  computer-interpreted  normal 
ECGs. 

Data  on  the  history  file  were  retrieved  for  the 
purpose  of  this  report  using  the  SPSS  (Statistical 
Package  for  Social  Science)  retrieval  system  from 
disk  files  mounted  on  an  IBM  System/370  Model 
155. 

This  study  addressed  two  groups  of  examinations: 
the  initial  examinations  (N  = 60,177),  and  the  fol- 
low-up examinations  (N  = 17,552),  which  were  per- 
formed 4.5  to  5 years  later.  Roughly  13,000  exami- 
nations that  were  performed  with  an  interval  of  less 
than  four  years  were  not  included  in  this  investiga- 
tion. 

All  death  certificates  have  been  reviewed  by  one 
of  the  authors  and  were  coded  with  the  primary, 
secondary,  and  tertiary  cause  of  death  using  the 
ICDA.  This  mortality  information  has  been  ap- 
pended to  and  stored  with  the  individual’s  comput- 
erized screening  information. 

Results 

Table  I gives  the  age  and  sex  distribution  of  the 
60,177  initial  examinations.  Most  of  the  subjects, 
71.1  percent  of  all  males  and  55.3  percent  of  all  fe- 
males, were  age  35  to  45  years.  The  sex  distribution 
was  89  percent  male  and  1 1 percent  female.  This 
table  also  gives  the  general  classification  of  the  initial 

* Using  from  September,  1968,  until  -July,  1974,  the  electro- 
cardiographic Analysis  Program  for  IBM  1800  Data  Acquisition 
and  ( ontrol  System,  -July,  1968,  version.  This  program  was  de- 
veloped in  a joint  effort  of  Ralph  E.  Smith,  M.D.,  of  the  Mayo 
Clinic,  Rochester,  Minnesota,  and  the  Advanced  Systems  Devel- 
opment Division  of  IBM. 

f Model  101;  Datapluse,  Inc.,  Culver  City,  California. 


Since  1968,  over  130,000  electrocardiogram  tracings 
have  been  performed  on  IBM  employees  as  part  of  a 
multiphasic  health  testing  program.  This  report 
deals  with  2 groups:  the  first  60,000  initial  exami- 
nations, and  17,000  patients  who  have  been  followed 
for  a minimum  of  4.5  to  5 years.  The  electrocardio- 
gram results  have  been  interpreted  by  computer  and 
cardiologists.  At  present,  computer-normal  elec- 
trocardiogram findings  are  passed  with  a 10  percent 
sampling  review  by  cardiologists.  All  borderline  or 
normal  strip  electrocardiogram  results  are  reviewed 
by  cardiologists.  The  incidence  of  abnormalities 
increased  with  age.  For  those  under  the  age  of  45 
years,  87  percent  had  normal  electrocardiogram 
findings,  whereas  the  percentage  drops  to  72  percent 
for  those  above  the  age  of  60  years.  Those  having 
heart  rates  above  90  had  a greater  incidence  of  ab- 
normalities than  those  with  normal  or  slow  rates. 
Over  1,200  subjects  have  died  since  the  onset  of  this 
study.  There  was  a much  higher  incidence  of  elec- 
trocardiogram abnormalities  in  those  later  dying  of 
cardiovascular  disease.  While  Q wave  abnormalities 
were  encountered,  the  most  common  findings  were 
nonspecific  ST  and  T changes.  Even  those  individ- 
uals with  normal  electrocardiogram  results  who  were 
restudied  4.5  to  5 years  later  have  a 17  percent  inci- 
dence of  abnormal  or  borderline  electrocardiogram 
findings.  Thus,  there  is  a considerable  yield  from 
screening,  and  subjects  with  minor  abnormalities 
should  be  followed  carefully. 


electrocardiogram  results  as  normal,  borderline,  or 
abnormal.  The  term  borderline  is  used  to  indicate 
an  ECG  that  shows  low  voltage,  QRS  left-axis  de- 
viation of  mild  degree  but  not  approaching  minus  45 
degrees,  or  an  incomplete  right  bundle  branch  block 
as  the  sole  manifestation.  With  increasing  age  there 
is  a progressive  decline  in  the  number  and  percent  of 
normal  ECG  results  in  both  the  male  and  female 

TABLE  I.  Age,  sex,  and  general  classification  of  ECGs 
at  time  of  initial  examination  (N  = 60,177) 

Sex  r — Results  (Percent) — s Percent 


and 

Age 

Nor- 

mal 

Border- 

line 

Abnor- 

mal 

Totals 

of 

Totals 

Male 

To  45 

87 

8.1 

4.9 

38,259 

71.1 

46  to  50 

86.2 

6.8 

7 

7,761 

14.5 

51  to  55 

82.4 

7.5 

10.2 

4,295 

8 

56  to  60 

77.3 

8.1 

14.7 

2,400 

4.5 

61  and  up 
Totai. 

72.4 

9.4 

18.2 

1,028 

53,743 

1.9 

F emale 

To  45 

86.2 

8.4 

5.4 

3,611 

55.3 

46  to  50 

85.2 

8.5 

6.3 

1,355 

20.7 

51  to  55 

82.4 

8.8 

8.8 

866 

13.3 

56  to  60 

78.7 

7.9 

13.4 

517 

7.9 

61  and  up 

Total 

67.6 

10.8 

21.6 

185 

6,534 

2.8 
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TABLE  II.  Relationship  between  heart  rate  and  ECG 
result  (N  = 60,177)* 


Heart  Kate 
5(1  to  90 
(Percent ) 

Result 

Less  lhan  all 
(Percent) 

Above  90 
(Percent) 

Total 

Normal 

1,557  (86.1) 

48.659  (84.8) 

739(72.7) 

50.955 

Borderline 

144  (8) 

5,195  (9.1) 

134  (13.2) 

5,473 

Abnormal 

1(17  (5.9) 

3,499  (6.1) 

143(14.1) 

3,749 

Totals 

1 .808 

57,353 

1,016 

60.177 

’ Those  subjects  having  a heart  rale  above  90  had  a higher  incidence  ol 
til'd  abnormal  results. 


TABLE  III.  Relationship  between  ECG  results  and 
mortality  in  1,044  males  dying  of  circulatory  and 
noncirculatory  causes 

Results 

Age  Noncirculatory  Circulatory 


To  45 


Normal 

240 

63 

Borderline 

13 

10 

Abnormal 

13 

25 

46  to  50 

Normal 

93 

68 

Borderline 

4 

5 

Abnormal 

11 

21 

51  to  55 

Normal 

74 

55 

Borderline 

11 

8 

Abnormal 

15 

35 

56  to  60 

Normal 

63 

45 

Borderline 

7 

i 

Abnormal 

14 

35 

61  to  65 

Normal 

35 

30 

Borderline 

5 

2 

Abnormal 

11 

27 

cohorts.  The  percentage  ol  normal  ECG  results 
declined  from  87  percent  in  the  youngest  male  group 
to  72.4  percent  in  the  oldest  male  group.  For  the 
females,  the  corresponding  figures  were  86.2  and  67.6' 
percent,  respectively. 

The  median  heart  rate  for  the  entire  group  was  in 
the  mid  60s.  Table  II  shows  a higher  incidence  of 
ECG  abnormalities  in  subjects  having  a heart  rate  of 
above  90. 

As  of  January,  1975.  1.161  employees  who  partic- 
ipated in  the  screening  program  had  died.  Table  111 
is  an  age-related  categorization  of  the  electrocardi- 
ogram according  to  causes  of  death.  We  did  not  in- 
clude in  the  detailed  analysis  117  females  who  died 
due  to  insufficient  sample  size.  We  do  report,  how- 
ever. on  the  causes  of  death  for  this  cohort. 

While  an  average  of  3.5  years  elapsed  from  the  time 
of  the  initial  ECG  until  death,  it  is  clear  that  in  our 
population  a greater  number  of  abnormal  ECG  re- 
sults occurred  with  advancing  age.  There  was  an 
increased  number  of  abnormal  ECG  findings  in  those 
dying  of  circulatory  disorders  (ICDA  390-458)  as 
opposed  to  those  dying  of  noncirculatory  disorders 
by  an  approximate  threefold  margin. 


TABLE  IV.  Distribution  of  more  common  ECG 
statements  at  initial  examination  (N  = 60,177) 


Statement 

Number 

Percent 

Left -axis  deviation 

2,391 

4 

Right-axis  deviation 

410 

0.7 

Low  voltage 

1,018 

1.7 

T-wave  abnormality 

2,000 

3.3 

M yocard  ia  1 inf  a ret  io  n 

767 

1.3 

l.ell  ventricular  hypertrophy 

679 

1.1 

Left  bundle  branch  block 

93 

0.2 

Right  ventricular  hypertrophy 

39 

0.1 

Right  bundle  branch  block 

1.908 

3.2 

S-T  deviation 

1,019 

1.7 

First -degree  heart  block 

461 

0.8 

Premature  auricular  contractions  and 
premature  nodal  contractions 

630 

1 

Premature  ventricular  contractions 

607 

1 

Atrial  fibrillation 

53 

0.1 

TABLE  V.  Distribution  of  ECG  statements  for  those 


subjects  who  died  of  circulatory  disorders  (N 

= 470)* 

Statement 

Number 

Percent 

Left -axis  deviation 

38 

8.1 

Right-axis  deviation 

2 

0.4 

Low  voltage 

13 

2.8 

T-wave  abnormality 

83 

17.7 

Myocardial  infarction 

61 

13 

Left  ventricular  hypertrophy 

19 

4 

Left  bundle  branch  block 

4 

0.9 

Right  ventricular  hypertrophy 

0 

0 

Right  bundle  branch  block 

10 

2 

S-T  deviation 

16 

3.4 

First -degree  heart  block 

6 

1.3 

Premature  auricular  contractions  and 

4 

0.9 

PNCs 

Premature  ventricular  contractions 

10 

2.1 

Atrial  fibrillation 

6 

1.3 

‘ Mortality  ICDA;  code  numbers  390  to  458. 


The  most  common  specific  electrocardiographic 
statements  made  on  initial  examinations  are  shown 
in  Table  IV.  Left-axis  deviation  was  the  most 
common  finding  and  occurred  in  4 percent  of  the 
group.  T-wave  abnormalities  and  conduction  delays 
of  the  right  side  were  also  commonly  seen.  Possible 
myocardial  infarction  was  present  in  1.3  percent  of 
the  ECG  tracings. 

Table  V gives  the  specific  diagnostic  ECG  state- 
ments in  individuals  who  died  of  disorders  of  the 
circulatory  system.  Myocardial  infarction,  T-wave 
abnormalities,  and  left-axis  deviation  were  the  three 
most  commonly  encountered  conditions. 

Table  VI  gives  the  distribution  of  general  findings 
for  the  second  examination  ECGs  which,  on  the  av- 
erage, were  performed  4.5  to  5 years  after  the  initial 
one.  Of  the  ECGs  showing  normal  results  initially, 
83.3  percent  remained  normal,  9.8  percent  became 
borderline,  and  6.8  percent  became  abnormal.  This 
table  also  shows  the  distribution  of  changes  for  the 
initially  borderline  and  abnormal  groups. 

Table  VII  refers  to  1,056  or  6.8  percent  of  subjects 
who  initially  had  normal  ECG  findings  and  in  whom 
the  ECG  became  abnormal  on  subsequent  study. 
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TABLE  VI.  Change  in  ECG  result  classification  for 
subjects  reexamined  4.5  to  5 years  after  initial 
examination  (N  = 17,552) 


Original  Kesuit 
and  Change 

Number  of 
Palients  (Percent) 

Normal 

15,611 

Remained  normal 

13,027  (83.3) 

Became  borderline 

1,528  (9.8) 

Became  abnormal 

1.056  (6.8) 

Borderline 

949 

Became  normal 

395  (42.6) 

Remained  borderline 

333  (35.1) 

Became  abnormal 

221  (23.3) 

Abnormal 

991 

Became  normal 

194  (19.6) 

Became  borderline 

159  (16) 

Remained  abnormal 

638  (64.3) 

The  greatest  degree  of  change  involved  the  ST-T 
area.  The  next  most  frequently  encountered  find- 
ings were  myocardial  infarction,  right  bundle  branch 
block,  and  left-axis  deviation. 

Because  of  the  relatively  short  interval  since  ex- 
amination, we  anticipate  a later  report  on  those 
ECGs  which  initially  showed  abnormal  and  border- 
line results. 

Comment 

In  general,  IBM  employees  constitute  a young 
group.  The  average  age  of  all  IBM  employees  is  37.5 
years  with  about  one-half  being  college  graduates;  for 
the  most  part  they  represent  white-collar  workers. 
The  age  distribution  may  be  seen  in  Table  I.  Over 
one-half  the  60,177  individuals  in  the  initial  exami- 
nation group  were  under  the  age  of  45.  The  condi- 
tions of  the  examination  were  such  that  the  partici- 
pants were  well  enough  to  go  to  work,  were  usually 
examined  in  the  morning,  were  fasting  8 to  12  hours, 
had  not  smoked  for  at  least  30  minutes  before  the 
examination,  and  had  rested  on  the  examining  table 
for  some  15  minutes  before  the  electrocardiogram 
was  recorded.  The  subjects,  consequently,  were  in 
a semibasal  state.  This  is  reflected  by  the  rather  slow 
heart  rates,  the  median  rate  being  in  the  mid-60s. 
This  also  may  have  contributed  to  the  rather  high 
percentage  of  normal  electrocardiographic  findings 
in  our  series;  t he  patients  did  have  slow  heart  rates, 
and  they  were  not  likely  to  have  any  postcigarette 
changes  or  any  postprandial  findings  on  the  elec- 
trocardiogram. This  contrasts,  for  example,  with  a 
routine  electrocardiogram  recorded  in  a hospital 
setting,  where  patients  are  often  ill  for  one  reason  or 
another,  may  not  be  fasting,  and  so  forth.  One  would 
also  expect  to  find  a relatively  high  incidence  of 
normal  electrocardiogram  results  because  of  the 
rather  young-age  group  studied  here.  As  Table  I 
indicates,  there  is  a progressive  increase  in  the  ab- 
normal ECO  findings  with  age,  a not  unexpected 
finding.  We  found  that  87  percent  of  males  aged  35 
to  45  but  only  72.4  percent  of  those  aged  61  and  above 


TABLE  VII.  Distribution  of  abnormal 
electrocardiographic  findings  on  second  examination  for 
1,056  subjects  who  had  normal  ECG  results  on  initial 
screen 


Nature  of  Finding 

Number 

Percent 

Left-axis  deviation 

98 

9.6 

Right-axis  deviation 

21 

2 

Low  voltage 

32 

3.1 

T-wave  abnormality 

361 

35.2 

Myocardial  infarction 

116 

11.3 

Left  ventricular  hypertrophy 

15 

1.5 

Left  bundle  branch  block 

22 

2.1 

Right  ventricular  hypertrophy 

3 

0.3 

Right  bundle  branch  block 

117 

11.4 

S-T  deviation 

150 

14.6 

First-degree  heart  block 

97 

9.5 

Premature  auricular  contractions  and 

21 

2 

premature  nodal  contractions 
Premature  ventricular  contractions 

19 

1.9 

Atrial  fibrillation 

5 

0.5 

had  a normal  ECG  result  ; the  corresponding  figures 
for  females  were  86.2  and  67.6  percent. 

While  the  heart  rates  were  rather  slow  in  general, 
there  was  one  notable  exception.  Subjects  with  ab- 
normal ECG  results  were  more  likely  to  have  a rapid 
heart  rate,  that  is,  a rate  above  90  beats  per  minute; 
thus,  the  casual  observation  that  a rapid  pulse  or 
relatively  fast  one  is  associated  with  an  increased  risk 
of  heart  disease  probably  is  correct. 

Since  the  inception  of  the  screening  program  in 
September,  1968,  there  have  been  1,044  deaths 
among  males,  as  shown  in  Table  III,  and  117  deaths 
in  females.  Circulatory  deaths  occurred  in  38  per- 
cent of  the  males  and  31  percent  of  the  females.  This  | 
low  incidence  of  circulatory  or  cardiovascular  deat  hs 
in  our  study  is  probably  age-related,  since  over  one- 
half  the  deaths  that  did  occur  were  in  individuals  age 
50  or  less.  "Fable  III  also  shows  the  distribution  of 
normal,  borderline,  and  abnormal  ECG  results  in 
subjects  in  different  age  groups  who  had  died  since 
1 968.  There  were  about  three  times  as  many  ECG 
abnormalities  in  those  who  later  died  of  circulatory 
as  opposed  to  noncirculatory  causes.  Similar  ob- 
servations regarding  ST-T  abnormalities  or  non- 
specific findings  have  been  made  in  previous  stud-  I 
ies,1  although  no  such  extensive  industrial  experi-  ; 
ence  has  been  reported  heretofore.  Thus,  an  ab- 
normal ECG  result  is  associated  with  a considerably 
increased  risk  of  death  from  a circulatory  disorder.  I 
In  our  study,  the  average  interval  from  the  time  of  the 
electrocardiogram  until  death  was  three  and  one-half 
years;  it  is  possible,  therefore,  that  an  even  higher 
number  of  abnormal  ECG  findings  would  be  found 
if  screening  were  done  on  a more  frequent  basis. 
Thus,  we  should  pay  great  attention  to  an  abnormal 
ECG  result.  'The  question  is,  to  which  abnormalities 
should  this  attention  he  paid? 

Tables  IV  and  V refer  to  specific  ECG  diagnostic 
statements.  Of  the  60,177  subjects  who  had  initial 
examinations,  as  shown  in  "Fable  IV,  we  found  that 
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4 percent  had  left-axis  deviation,  3.3  percent  showed 
T-wave  abnormalities;  3.2  percent  had  right  bundle 
branch  block;  and  about  1.7  percent  had  some  change 
in  the  S-T  segment  in  the  electrocardiogram.  In 
subjects  who  died  of  circulatory  causes,  as  shown  in 
Table  V,  we  note  certain  contrasts:  17.7  percent  had 
T-wave  abnormalities,  lil  percent  had  myocardial 
infarction,  and  3.4  percent  had  S-T  changes.  In 
addition,  left-axis  deviation  was  found  in  8.1  percent 
and  voltage  criteria  for  left  ventricular  hypertrophy 
in  4 percent.  However,  right  bundle  branch  block 
is  the  same  in  both  groups. 

When  an  abnormal  electrocardiogram  result  is 
found,  even  though  it  may  show  apparently  minor  or 
nonspecific  changes,  it  is  important  to  counsel  the 
patient  because  of  the  future  risk  of  a heart  attack. 
Such  minor  changes  may  indicate  a considerably 
higher  risk  not  only  in  terms  of  heart  disease,  hut 
possibly  also  in  terms  of  other  vascular  disorders  such 
as  strokes,  peripheral  vascular  disease,  renal  disor- 
ders. and  the  like.  We  are  in  agreement  with  the 
findings  of  Ostrander,2  the  work  of  Blackburn, 
Taylor,  and  Keys,2  the  study  of  Friedman  et  al.,4  and 
that  of  Ungerleider.’  that  an  abnormal  ECG  result 
is  an  important  prognostic  factor,  even  the  presence 
of  seemingly  minor  ST-T  change.  Our  4.5  to  5 years’ 
follow-up,  as  shown  in  Tables  VI  and  VII.  shows  that 
many  subjects  will  go  from  normal  to  abnormal  in  a 
relatively  short  space  of  time,  again  often  involving 
ST-T  waves.  We  plan  to  follow  these  patients 
carefully  in  the  future  to  detect  the  development  of 
cardiovascular  disorders.  Certainly  the  various 
coronary  risk  factors  have  a bearing  on  such  devel- 
oping ECG  abnormalities,3  and  these  associations 
will  be  reported  at  a future  time. 

Conclusion 

As  part  of  a multiphasic  health  testing  procedure 
offered  to  IBM  employees,  ECG  analyses  were  re- 
corded for  analysis  by  computer  and  cardiologist; 
60,177  initial  ECG  readings  and  17,552  follow-up 
ECG  readings  recorded  4.5  to  5 years  later  were  re- 
viewed. 

The  ECG  results  were  classified  as  normal,  bor- 
derline, and  abnormal.  There  was  an  increase  in  the 
number  of  abnormal  ECG  results  associated  with 
advancing  age.  For  males  up  to  age  45,  87  percent 
have  normal  ECG  results;  for  females  of  similar  age, 
86.2  percent  have  normal  results.  For  those  aged  61 
through  65  the  percentage  of  normal  ECG  results 
dropped  to  72.4  percent  for  males  and  67.6  percent 
for  females. 


There  was  a decrease  in  normal  ECG  results  with 
increasing  resting  heart  rates.  Only  72.7  percent  who 
had  a rate  above  90  beats  per  minute  had  a normal 
ECG  result,  whereas  13.2  percent  had  a borderline 
finding,  and  14.1  percent  indicated  an  obvious  ab- 
normality. As  a point  of  reference,  of  those  with  an 
observed  heart  rate  of  less  than  50,  86.1  percent  had 
a normal  ECG  result. 

Of  those  individuals  who  had  undergone  screening 
examination,  1,044  males  and  117  females  had  died 
by  January,  1975.  As  demonstrated,  there  was  a 
much  greater  incidence  of  abnormal  ECG  results  in 
those  dying  of  cardiovascular  or  circulatory  causes 
in  all  age  groups.  The  abnormalities  most  commonly 
seen  in  the  circulatory  death  group  were  Q waves  of 
infarction  and  indeterminate,  or  nonspecific  T-wave 
abnormality.  It  is  strongly  recommended  that 
subjects  with  such  findings  undergo  careful  clinical 
evaluation.  In  this  group  of  circulatory  deaths, 
conduction  disturbances  of  the  right  side  and  ar- 
rhythmias appear  to  have  little  significance. 

Of  the  17,552  restudied  4.5  to  5 years  later,  it  was 
determined  that  of  the  15,612,  or  88.9  percent,  wrho 
initially  had  normal  ECG  results,  1,528,  or  9.8  per- 
cent. became  borderline,  and  1,056,  or  6.8  percent, 
developed  abnormal  findings  on  ECGs.  These  rep- 
resent a considerable  yield,  and  it  is  thought  that 
most  of  the  abnormal  group  have  developed  cardio- 
vascular disorders.  Subsequent  long-term  studies 
will  be  helpful  in  further  clarifying  this  point. 

Finally,  in  view  of  the  relatively  high  yield  and  the 
prognostic  significance  of  findings  heretofore  thought 
to  be  insignificant,  it  is  concluded  that  the  ECG 
should  be  an  essential  facet  of  a multiphasic  screen- 
ing program. 
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The  results  of  surgical  therapy  for  pulmonary 
atresia  with  intact  ventricular  septum  have  generally 
been  reported  to  be  unsatisfactory.1-6  Pulmonary 
valvotomy  alone  has  produced  some  long-term  sur- 
vivors.4 Systemic-pulmonary  artery  shunts  have 
improved  the  short-term  prognosis.7  A staged  pal- 
liative approach,  including  combined  Waterston- 
Cooleyand  Blalock-Hanlon  procedures  followed  later 
by  a transventricular  pulmonary  valvotomy,  achieved 
improvement  in  mortality  and  morbidity,8  as  did  an 
approach  combining  balloon  airial  septostomy,  Potts 
anastomosis,  and  pulmonary  valvotomy.9  These 
changing  methods  of  surgical  treatment  and  the  re- 
sulting postoperative  courses  have  prompted  this 
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Thoracic  Surgery  was  held  on  February  17,  1977,  at 
Memorial  Hospital  for  Cancer  and  Allied  Diseases, 
New  York  City. 

The  following  report  will  be  given  in  its  entire- 
ly- 

report,  reviewing  the  outcome  in  infants  with  a 
catheterization-proved  diagnosis  of  pulmonary 
atresia  with  intact  ventricular  septum  diagnosed 
between  1967  and  the  present. 

Clinical  material 

From  1967  to  1976,  15  patients  with  pulmonary 
atresia  with  intact  ventricular  septum  were  seen  at 
the  Long  Island  Jewish-Hillside  Medical  Center.  All 
patients  had  preoperative  cardiac  catheterization  and 
cineangiography.  Diagnosis  was  confirmed  by  an- 
giography, surgery,  or  autopsy,  after  having  been 
suggested  by  clinical  findings,  electrocardiogram 
tracings,  and  plain  chest  x-ray  films.  Twelve  pa- 
tients were  male,  and  three  were  female.  All  ap- 
peared within  the  first  three  days  of  life  and  under- 
went catheterization  within  the  first  week.  Twelve 
patients,  80  percent,  had  a hypoplastic  thick-walled 
right  ventricle  with  a small  lumen,  type  I,  and  three, 
20  percent,  had  a right  ventricle  with  moderate  or 
large-size  chamber,  type  II.  Three  patients  under- 
went a Brock  procedure  initially.  Eight  infants  re- 
ceived a Waterston  anastomosis  alone,  and  four  more 
underwent  Waterston  anastomosis  combined  with 
a Brock  valvotomy. 

Results 

Mortality  for  the  entire  series  was  60  percent,  that 
is,  2 of  3 type  I patients  and  7 of  f2  type  II  patients. 
Three  neonatal  patients  underwent  a Brock  valvot- 
omy initially  (Table  I).  The  first  expired.  The 
second  required  a Potts  anastomosis  36  hours  after 
valvotomy.  This  patient  subsequently  received  a 
repair  with  an  aortic  homograft  and  has  remained 
well.  The  third  is  doing  well  after  open  pulmonary 
valvotomy  despite  residual  pulmonic  stenosis,  50 
mm.  Hg  gradient,  pulmonic  insufficiency,  and  tri- 
cuspid insufficiency. 
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TABLE  I.  Infants  undergoing  Brock  valvotomy 


Age 

Length 

Pa- 

at 

of 

ticnt 

Opera- 

Follow- 

Num- 

tion 

Up 

ber 

( Days) 

Type  Outcome 

( Years) 

i 

2 

II  Reoperated  on  at  36  hours 

8 

postoperative  with  Potts 
anastomosis,  corrected 
with  aortic  homograft  age 
5 years 

2 

2 

1 Open  pulmonary 

6 

3 

3 

valvotomy,  age  3 years 

I Expired 

TABLE  II.  Infants  undergoing  Waterston  anastomosis 

Length 


Pa- 

tient 

Num- 

ber 

Age 

at 

Opera- 

tion 

Type 

Outcome 

of 

Follow- 

Up 

(Years) 

4 

15  hours 

I 

Expired 

5 

1 day 

I 

Expired 

6 

3 days 

I 

Reoperated  age  3 months 
for  heart  failure,  expired 
age  5 months 

7 

13 

months 

I 

Outflow  tract  reconstructed,  2 years 
shunt  left  open  at  18 
months,  doing  well 

8 

1 day 

I 

Doing  well 

18 

months 

9 

1 day 

I 

Reoperated  age  7 months 
for  congestive  heart 
failure  and  expired 

10 

1 day 

I 

Doing  well 

1 year 

11 

1 day 

I 

Doing  well 

3.5  years 

Eight  infants  underwent  initial  Waterston  anas- 
tomoses, seven  within  the  first  week  of  life  and  one 
at  age  13  months  (Table  II).  Two  patients  expired 
within  48  hours.  Two  children  died  after  attempted, 
complete  correction  by  right  ventricular  outflow  tract 
reconstruction  necessitated  by  persistent  congestive 
heart  failure,  one  at  three  and  the  other  at  seven 
months.  Three  additional  patients  are  clinically 
doing  well,  awaiting  growth  to  sufficient  size  to  at- 
tempt a complete  correction.  The  last  child  has  now 
undergone  outflow  tract  reconstruction  but  main- 
tains his  Waterston  anastomosis. 

The  four  patients  undergoing  simultaneous 
Waterston  and  Brock  procedures  all  in  the  neonatal 
period  have  died  (Table  III).  Two  died  immediately. 
One  underwent  a desperate  attempt  at  outflow  tract 
reconstruction  24  hours  after  the  initial  procedure, 
and  the  fourth  died  after  a Blalock-Taussig  anasto- 
mosis done  at  age  one  year. 

Comment 

The  division  of  the  clinical  entity  of  pulmonary 
atresia  with  intact  ventricular  septum  into  two  types 
based  on  right  ventricular  cavity  size  has  been  sug- 


TABLE III.  Infants  undergoing  combined  Waterston  and 
Brock  Procedures 


Pa- 

tient 

Num- 

ber 

Age 

at 

Opera- 

tion 

(Days) 

Type 

Outcome 

12 

1 

II 

Expired 

13 

1 

II 

Expired 

14 

3 

I 

Persistent  cyanosis;  reoperated  24 
hours  initial  operation  with 
attempted  outflow  tract 
reconstruction  and  expired 

15 

2 

1 

Expired  during  Blalock-Taussig 
shunt  done  age  1 year 

gested  as  the  main  factor  dictating  the  type  of  sur- 
gical approach. 10  The  type  I category,  with  a hypo- 
plastic right  ventricle,  requires  some  form  of  sys- 
temic-pulmonary artery  shunt,  since  the  diminutive 
ventricular  cavity  and  outflow  tract  constitute  an 
obstruction  to  pulmonary  blood  flow.  The  type  II 
group  with  a normal  or  large  ventricular  cavity  is  said 
to  be  best  treated  by  pulmonary  valvotomy.  The 
well-described  broad  spectrum  of  right  ventricular 
size,1-4'-’  as  well  as  the  difficulties  in  making  an  ac- 
curate assessment  of  ventricular  size  in  the  neo- 
nate,1-4’’7 has  limited  the  usefulness  of  this  classifi- 
cation as  a therapeutic  guide  in  our  experience. 

Tricuspid  insufficiency  was  uniformly  present  at 
catheterization  although  variable  in  degree.  Tri- 
cuspid valve  abnormalities  may  be  the  limiting  factor 
in  the  ability  to  perform  total  correction  either  pri- 
marily or  at  a later  date. 

Nonsurgical  management  can  be  expected  to  be 
fatal  almost  uniformly,  since  no  reliable  medical 
therapy  to  maintain  patency  of  the  ductus  arteriosus 
exists,  and  pulmonary  blood  flow  in  this  anomaly  is 
dependent  on  the  ductus.  In  addition,  an  adequate 
interatrial  communication  is  essential  to  provide  an 
exit  for  blood  returning  to  the  right  atrium. 

The  experience  presented,  as  well  as  those  pre- 
viously reported,  make  it  apparent  that  valvotomy 
alone  can  succeed  only  where  anatomy  is  ideal.  In 
most  cases  inadequate  pulmonary  blood  flow  and 
right  ventricular  hypertension  will  persist  with  this 
approach  because  of  inadequate  relief  of  right  ven- 
tricular outflow  obstruction. 

A systemic-pulmonary  anastomosis,  while  reliably 
increasing  pulmonary  blood  flow,  is  unsatisfactory 
in  that  it  is  difficult  to  control.  The  presence  of  the 
normal  neonatal  increase  in  pulmonary  vascular  re- 
sistance, the  small  size  of  the  patients,  and  the  vari- 
ability in  ductus  flow  make  selection  of  an  optimal 
anastomotic  size  difficult.  A shunt  that  is  adequate 
in  the  neonate  may  produce  congestive  failure  in  the 
older  infant,  as  it  did  in  two  of  our  patients,  as  the 
pulmonary  vascular  resistance  falls.  In  addition, 
optimal  palliation  may  require  the  combination  of 
atrial  septectomy,  either  surgical  or  balloon,  with  a 
shunt.  The  failure  to  carry  this  out  may  in  part  ex- 
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plain  the  high  mortality  rate  we  observed  with 
Waterston  anastomosis  alone. 

It  has  been  suggested  that  pulmonary  valvotomy 
may  be  important  in  surgical  therapy.  Valvotomy, 
by  allowing  forward  and  regurgitant  flow,  may  en- 
courage right  ventricular  enlargement.  The  de- 
compression of  the  ventricle  may  decrease  tricuspid 
regurgitation  and  prevent  myocardial  fibrosis. 
These  are  obviously  significant  if  future  correction 
by  outflow  tract  reconstruction  rather  than  a Fontan 
variation  is  contemplated.  The  optimal  timing  of 
valvotomy  is  open  to  discussion.  Bowman  et  al.4  and 
Trusler  et  al.9  have  carried  out  valvotomy  at  the 
v initial  operation,  while  Luckstead  et  al.8  advocate 
waiting  three  to  four  months  when  the  child  is  bigger 
and  in  improved  clinical  condition,  without  acidosis, 
significant  hypoxemia,  or  congestive  heart  failure, 
but  still  young  enough  to  have  avoided  cardiac 
muscle  damage. 

In  our  limited  experience,  transventricular  val- 
votomy with  simultaneous  Waterston  anastomosis 
carried  an  unacceptable  mortality  rate.  Valvotomy, 
even  when  successful,  was  not  associated  with  an 
increase  in  right  ventricular  chamber  size  in  this 
small  series. 

At  present,  our  plan  of  management  of  the  neonate 
presenting  pulmonary  atresia  with  intact  ventricular 
septum  involves  balloon  septostomy  and  the  creation 
of  an  ascending  aortic-right  pulmonary  artery 
anastomosis.  We  remain  uncertain  of  the  timing  for 
and  necessity  of  a pulmonary  valvotomy.  Subse- 
quent early  total  correction  has  been  unsuccessful  in 
our  experience,  both  patients  having  died.  Thus, 
despite  our  evident  dissatisfaction  with  the  approach 
involving  systemic-pulmonary  shunts,  we  cannot 
recommend  early  total  repair.  A pharmacologic  or 
surgical  approach  to  maintaining  ductus  patency  in 
the  neonate  may  allow  the  pulmonary  vascular  re- 
sistance to  fail  and  the  child  to  grow.  This  may  allow 
early  total  repair  via  outflow  tract  reconstruction  or 
make  a Fontan  approach  feasible.  We  intend  to 
explore  new  approaches,  since  our  review  of  this  ex- 
perience clearly  indicates  our  past  management  to 
have  produced  unsatisfactory  results. 

Summary 

Fifteen  consecutive  infants  with  the  diagnosis  of 
pulmonary  atresia  with  intact  ventricular  septum 
have  been  followed  between  1967  and  the  present 
after  surgery  involving  only  a Brock  procedure, 
Waterston  anastomosis  alone,  and  Waterston  anas- 
tomosis with  simultaneous  Brock  procedure.  Mor- 
tality was  60  percent.  Three  patients  underwent 
only  a Brock  procedure.  One  of  these  expired. 
Another  required  a Potts  anastomosis  after  36  hours. 
This  patient  subsequently  underwent  successful  total 
correction.  The  third  patient  required  an  open 
pulmonary  valvotomy  at  age  three  years  and  is  now 
well.  Fight  infants  underwent  isolated  Waterston 
anastomosis,  seven  wit  hin  the  first  week  of  life  and 


the  other  at  age  13  months.  Two  of  these  patients 
expired  in  48  hours,  four  are  doing  well  awaiting 
growth  to  sufficient  size  to  attempt  complete  repair, 
and  two  died  after  complete  repair  necessitated  by 
persistent  congestive  heart  failure.  Four  patients 
undergoing  simultaneous  Waterston  anastomosis 
and  Brock  procedure  all  expired.  Three  died  within 
36  hours.  The  remaining  child  expired  late,  24  hours 
after  Blalock-Taussig  shunt.  These  results  of  sur- 
gical therapy  of  pulmonary  atresia  with  intact  ven- 
tricular septum  are  unsatisfactory,  and  another  ap- 
proach is  indicated. 

Division  of  Cardio-Thoracic  Surgery 
Long  Island  Jewish-Hillside  Medical  Center 
New  Hvde  Park,  N.Y.  11040 
(DR.  WEISZ) 

References 

1 . Gersony,  W.  M.,  Bernhard,  W.  F.,  Nadas,  A.  S.,  and  Gross, 

R.  E.:  Diagnosis  and  surgical  treatment  of  infants  with  critical 
pulmonary  outflow  obstruction.  Study  of  thirty-four  infants  with 
pulmonary  stenosis  or  atresia,  and  intact  ventricular  septum. 
Circulation  35:  765  (1967). 

2.  Cole,  R.  B.,  Muster,  A.  J.,  Lev,  M.,  and  Paul,  M.  H.:  Pul- 
monary atresia  with  intact  ventricular  septum.  Am.  J.  Cardiol.  21: 

23  (1968). 

3.  Moller,  J.  H.,  Girod,  D.,  Amplatz,  R.,  and  Varco,  R.  L.: 
Pulmonary  valvotomy  in  pulmonary  atresia  with  hypoplastic  right 
ventricle,  Surgery  68:  630  (1970). 

4.  Bowman,  F.  O., -Jr.,  et  al.:  Pulmonary  atresia  with  intact 
ventricular  septum,  -J.  Thorac.  Cardiovasc.  Surg.  61:  85  (1971). 

5.  Murphy,  D.  A..  Murphy,  D.  R.,  Gibbons,  J.  E.,  and  Dobell, 

A.  R.:  Surgical  treatment  of  pulmonary  atresia  with  intact  in- 
terventricular septum,  ibid.  62:  213  ( 1971). 

6.  Miller,  G.  A.,  et  al.:  Pulmonary  atresia  with  intact  ven- 
tricular septum  and  critical  pulmonary  stenosis  presenting  in  first 
month  of  life.  Investigation  and  surgical  results,  Brit.  Heart  J. 
35:9(1973). 

7.  Dhanavaravibul,  S.,  Nora,  J.  J.,  and  McNamara,  D.  G.: 
Pulmonary  valvular  atresia  with  intact  ventricular  septum: 
problems  in  diagnosis  and  results  of  treatment,  J.  Pediat.  77: 1010 
(1970). 

8.  Luckstead,  E.  F.,  et  al.:  Two-stage  palliative  surgical 
approach  for  pulmonary  atresia  with  intact  ventricular  septum 
(type  1 ),  Am.  J.  Cardiol.  29:  490  ( 1972). 

9.  Trusler,  G.  A.,  et  al.:  Surgical  treatment  of  pulmonary 
atresia  with  intact  ventricular  septum,  Brit.  Heart  J.  38:  957 
(Sept.)  1976. 

10.  Davignon,  A.  L.,  Greenwold,  W.  E.,  Dushane,  J.  W.,  and 
Edwards,  -J.  E.:  Congenital  pulmonary  atresia  with  intact  ven- 
tricular septum.  Clinicopathologic  correlation  of  two  anatomic 
types,  Am.  Heart  J.  62:  591  ( 1961 ). 

Discussion 

James  R.  Malm,  M.D.,  New  York  City.  We  have 
been  interested  in  this  very  complex  anomaly  for 
some  time.  Our  philosophy  of  management  will  be 
presented  to  you  in  reviewing  our  experience  at 
Presbyterian  Hospital.  We  have  had  23  cases 
through  1973,  and  we  have  had  an  additional  6 cases 
in  this  group  since  that  time.  It  is  a relatively  rare 
anomaly.  Initially  we  carried  out  valvulotomy  alone 
and  divided  our  cases  into  those  with  small  or  normal 
right  vent  ricles.  Only  two  of  nine  survived  one  year 
after  surgery.  Valvulotomy  alone  in  either  group  was 
not  a reliable  way  of  increasing  the  pulmonary  blood 
flow.  There  was  no  way  to  predict  which  patients  , 
would  benefit  from  valvulotomy  alone.  The  initial 
improvement  in  arterial  saturation  following  valvu- 
lotomy was  not  maintained.  Recently,  in  San 
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Francisco,  at  the  Society  for  Thoracic  Surgeons,  the 
group  from  Montreal  presented  their  material  and 
suggested  that  those  patients  with  a well  developed 
conus  benefited  from  pulmonic  valvulotomy.  We 
have  not  looked  at  our  own  cases  with  that  in  mind. 
1 am  skeptical  that  valvulotomy  alone  would  assure 
adequate  pulmonary  blood  flow  consistently  in  true 
pulmonary  atresia.  With  shunt  only  there  is  a rela- 
tively low  long-term  survival,  although  the  initial 
results  were  relatively  good.  This  has  been  the  ex- 
perience in  a large  series  reported  by  G.  A.  Trusler, 
M.D.,  at  the  Children's  Hospital  in  Toronto.  The 
shunt  increased  arterial  saturation,  but  all  these 
children  died  suddenly  within  the  first  18  months 
from  severe  right  ventricular  hypertension  or  pro- 
gressive tricuspid  insufficiency.  We  have  now  op- 
erated on  a total  of  16  patients  with  our  combined 
approach.  Twelve  are  now  living  and  well  over  one 
year  of  age.  We  performed  both  a valvulotomy  and 
shunt  at  the  same  time.  We  feel  that  the  shunt  is 
important  for  maintaining  pulmonary  blood  flow  and 
increasing  arterial  saturation  while  the  valvulotomy 
is  necessary  for  decompressing  the  hypertensive  right 
ventricle  and  avoiding  the  complications  of  sudden 
death  and  ventricular  infarction.  It  also  prepares  the 
ventricle  for  subsequent  operation.  The  technique 
involves  a right  anterior  thoracotomy  and  opening 
the  pericardium.  With  traction  on  the  pericardium 
one  does  get  the  right  ventricle  into  the  operative 
field.  With  small  instruments  we  performed  the 
pulmonic  valvulotomy  so  that  there  is  some  increase 
in  pulmonary  blood  flow  before  occluding  the  right 
pulmonary  artery  to  construct  a Waterston  shunt. 
This  combination  has  assured  decompression  of  the 
right  ventricle,  reduction  in  tricuspid  regurgitation, 
and  pulmonary  blood  flow.  The  salvage  with  this 
combined  procedure  one  year  after  surgery  is  80 
percent.  A patient  with  pulmonary  atresia  with  a 
well-developed  conus  and  tremendous  tricuspid  re- 
gurgitation represents  one  of  the  problems.  We  feel 
it  is  very  important  to  perforate  the  pulmonic  valve 
diaphragm  to  decompress  the  right  ventricle  and 
reduce  the  tricuspid  regurgitation.  There  is  good 
radiologic  evidence  which  has  been  presented  by 
Bowman.  Ellis,  and  me  that  these  ventricles  do  grow 
and  develop  if  there  is  some  forward  flow.  We  have 
totally  corrected  five  of  these  patients,  and  four  are 
alive  and  well.  One  patient  who  was  catheterized 
sequentially  had  an  arterial  saturation  of  27  percent 
at  two  days  of  age.  This  patient  had  a Potts  shunt 
and  2.5  years  afterwards  had  a right  ventricular 
pressure  of  100  mm.  Hg,  but  had  some  forward  flow 
with  a saturation  of  91  percent.  At  three  years  of  age 
this  patient  underwent  closure  of  the  Potts  shunt  and 
reconstruction  of  the  right  ventricular  outflow  tract. 
Three  other  patients  had  outflow  tract  patches,  and 
one  had  a valve  containing  conduit  replacement.  We 
feel  that  the  operation  of  valvulotomy  combined  with 
shunt  should  be  successful  in  about  80  percent  of  the 
cases.  It  is  important  that  one  do  no  palliative  pro- 
cedure which  jeopardizes  the  opportunity  to  do  total 


correction  later.  These  are  totally  correctable  de- 
lects. Whether  one  should  use  a valve  containing 
conduit  in  reconstructing  the  outflow  tract  subse- 
quently has  not  been  decided.  The  tricuspid  valve 
was  a problem  in  one  patient.  Whether  the  atrial 
septal  defect  should  be  left  open  at  t he  time  of  total 
repair  to  allow  for  volume  adjustments  is  also  not 
definitely  decided. 

Avi  Merav,  M.D.,  The  Bronx,  New  York.  1 would 
like  to  direct  my  comments  to  the  aspect  of  palliative 
shunts  in  these  conditions  and  describe  our  recent 
experience  with  aorta-pulmonary-artery  shunts  using 
grafts.  We  recently  had  a one-day-old  infant  who 
underwent  cardiac  catheterization  because  of  severe 
cyanosis,  and  the  diagnosis  of  corrected  transposi- 
tion, ventricular  septal  defect,  and  pulmonary  atresia 
was  made.  The  pulmonary  artery  and  aorta  were 
essentially  parallel,  with  the  right  pulmonary  artery 
coursing  away  from  the  aorta,  precluding  the  possi- 
bility of  a Waterston  shunt.  Based  on  reported  re- 
sults by  Braunwald  and  Castaneda  and  also  by 
Gazzaniga,  Lamberti,  and  others  we  elected  to  at- 
tempt a shunt  with  a Gortex  graft  of  4 mm.  in  diam- 
eter. The  child’s  arterial  oxygen  pressure  was  in  the 
range  of  27  to  29  preoperatively  and  58  postopera- 
tively.  The  graft,  approximately  4 cm.  in  length, 
coursed  in  a gentle  arc  from  the  ascending  aorta  to 
the  main  pulmonary  artery  which  was  small  in  size 
and  lying  dorsal  to  the  aorta.  The  procedure  was 
made  difficult  by  an  anomalous  large  coronary  artery 
which  could  be  identified.  A postoperative  cathe- 
terization revealed  the  shunt  to  be  patent.  The  child 
was  recently  seen  at  three  months  postoperatively, 
and  she  is  doing  well.  She  has  a good  shunt  murmur, 
her  hematocrit  dropped  to  40  and  there  is  no  evi- 
dence of  congestive  heart  failure.  Before  this  pro- 
cedure. we  used  a modified  human  umbilical  vein  to 
create  a shunt  between  the  proximal  thoracic  aorta 
and  the  pulmonary  artery  in  a dog.  This  graft  is 
patent  at  3.5  months.  Obviously,  a much  larger 
follow-up  will  be  necessary  to  determine  the  fate  of 
the  umbilical  vein  grafts. 

Bernard  Fish,  M.D.,  The  Bronx,  New  York.  I 
would  like  to  express  my  congratulations  to  the  au- 
thors on  their  excellent  presentation. 

I would  like  to  call  the  attention  to  a method  for 
managing  the  bronchial  collaterals  which  are  fre- 
quently a problem  during  surgery  for  pulmonary 
atresia. 

We  recently  treated  a patient  with  pulmonary 
atresia  and  ventricular  septal  defect  whose  lungs  were 
perfused  by  two  large  bronchial  collaterals.  Each 
was  entered  for  pressure  measurements  and  angi- 
ography. The  left  was  stenotic,  the  right  tortuous. 
Pulmonary  pressure  and  resistance  indicated  oper- 
ability. Prior  to  thoracotomy  balloon  catheters  were 
placed  via  the  femoral  arteries  and  directed  into  the 
bronchial  vessels.  At  surgery  the  vessel  on  the  right 
side  was  found  and  ligated  using  the  catheter  as  a 
guide.  Blood  flow  to  the  vessel  on  the  left  side  was 
controlled  by  inflation  of  the  balloon.  Residual 
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bronchial  flow  was  easily  managed  during  cardiac 
bypass. 

Thank  you  for  the  opportunity  to  present  this  in- 
formation. 

Dr.  Wisoff:  Regarding  Dr.  Malm’s  comments, 
one  of  our  problems,  of  course,  is  our  concern  with  the 
adequacy  of  pulmonary  valvulotomy  in  our  type  I or 
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Anomalous  origin  of  a coronary  artery  from  the 
pulmonary  artery  is  a relatively  rare  congenital 
anomaly  which  almost  exclusively  involves  the  left 
coronary  artery. 

Case  report 

The  following  case  report  illustrates  that  anoma- 
lous origin  of  the  right  coronary  artery  may  be  a lethal 
condition  in  apparently  healthy,  asymptomatic  pa- 
tients. A 25-year-old  female  who  had  been  asymp- 
tomatic with  the  exception  of  a single  episode  of 
transient  syncope  one  year  previously  appeared  at 
the  Columbia  Presbyterian  Medical  Center  comatose 
and  in  cardiopulmonary  arrest.  After  resuscitation 
from  ventricular  fibrillation,  the  patient  had  a pro- 
gressive return  to  normal  neurologic  function.  No 
cardiac  murmurs  were  detected,  and  the  remainder 
of  her  physical  examination  yielded  normal  results. 
The  initial  electrocardiogram  revealed  only  sinus 
tachycardia  which  normalized  during  a treadmill 
exercise  electrocardiographic  stress  test.  During  an 
elective  cardiac  catheterization,  selective  opacifica- 
tion of  the  left  coronary  artery  revealed  it  to  be  a large 
tortuous  vessel  with  a normal  origin.  The  circumflex 
branch  was  normal.  The  anterior  descending  branch 
was  large  in  caliber  and  fed  large  tortuous  collateral 
vessels  to  the  right  coronary  artery.  The  right  cor- 
onary artery  filled  retrograde  via  these  collateral 
vessels,  and  emptied  into  the  main  pulmonary  artery. 
Surgical  correction  of  the  lesion  was  carried  out  with 
cardiopulmonary  bypass  on  standby.  The  right 
coronary  artery  was  detached  from  the  anterior  wall 
of  the  pulmonary  artery  with  a cuff  of  pulmonary 
arterial  wall  and  was  then  transposed  to  the  anterior 
wall  of  the  ascending  aorta  using  a partial  occlusion 

* Hy  invitation. 


very  small  right  ventricular  chambers  with  pulmo- 
nary atresia  and  intact  ventricular  septum.  In  those 
cases,  pulmonary  valvulotomy  failed  to  provide  ad- 
equate decompression  of  the  right  ventricle. 

The  following  article  is  abstracted. 

clamp.  Postoperatively  the  patient  made  an  un- 
eventful recovery,  and  repeat  coronary  arteriography 
postoperatively  revealed  the  right  coronary  artery  to 
he  patent  throughout  its  length.  The  patient  re- 
mains asymptomatic  two  years  after  her  operation. 

Discussion 

Richard  B.  Nolan,  M.D.,  New  York  City.  I 
wonder,  Dr.  Bregman,  if  you  will  introduce  your 
distinguished  visitor  this  evening,  so  that  we  may  add 
a word  of  welcome. 

Dr.  Bregman:  We  are  privileged  to  have  with  us 
Dr.  Peter  Tolinari  from  the  Hospital  Cantanal  in 
Geneva,  Switzerland. 

Dr.  Nolan:  We  welcome  you,  Dr.  Tolinari,  and 
hope  that  you  will  feel  free  to  participate  in  our  dis- 
cussions. 

Lari  Attai,  M.D.,  The  Bronx,  New  York.  I have 
had  no  personal  experience  with  this  anomaly  that 
Dr.  Bregman  so  beautifully  described,  but  I thought 
you  might  he  interested  in  another  type  of  coronary 
malformation  that  is  also  very  rare  and  may  he  dis- 
abling. A 54-year-old  male  patient  was  brought  to 
the  attention  of  our  cardiologists  because  of  severe 
angina  requiring  intensive  medical  treatment.  His 
chest  x-ray  film  showed  normal  findings.  Coronary 
angiography  showed  normal  left  anterior  descending, 
diagonal  branch,  and  right  coronary  artery.  The 
atrial  circumflex  took  a long  and  tortuous  course  in 
the  transverse  sinus  behind  the  aorta  and  pulmonary 
artery,  supplying  the  systemic  circulation  to  the  ap- 
ical segment  of  the  right  upper  lobe.  Because  of 
persistent  angina  in  the  absence  of  atherosclerotic 
coronary  artery  disease,  we  thought  the  mechanism 
for  angina  was  a pulmonary  artery  steal,  and  there- 
fore the  patient  was  operated  on.  Surgery  was  not 
as  dramatic  as  Dr.  Bregman’s  case  and  involved 
simply  ligation  of  the  anomalous  coronary  artery  at 
the  hilum  through  a right  thoracotomy.  This 
anomaly,  unlike  Dr.  Bregman’s  case,  is  not  consid- 
ered to  be  congenital  in  nature  by  many  investigators 
and  may  represent  the  reopening  of  a normally  ex- 
isting collateral  channel  between  the  coronary  artery, 
in  this  case  the  left  atrial  circumflex,  bronchial  cir- 
culation, and  pulmonary  artery.  In  this  case  we 
believe  that  stenosis  of  the  pulmonary  artery  branch 
seen  on  the  angiogram  resulted  in  increased  bronchial 
collateral  and  reopening  of  the  collateral  channel 
between  the  bronchial  arteries  and  left  atrial  cir- 
cumflex. Thank  you. 

The  following  report  will  be  given  in  its  entire- 
ty- 
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Tracheobronchial 

Papillomatosis 


There  was  a history  of  diabetes  inellitus  of  ten 
years’  duration.  He  was  receiving  30  units  of  insulin 
(Lente  I let  in ) daily. 

Physical  examination  revealed  a well-built  Negro 
male  in  no  acute  distress.  There  was  minimal  elub- 
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Diffuse  papillomatosis  of  the  respiratory  tract  is 
a rare  condition  of  unknown  cause.  The  patient  may 
appear  with  wheezing,  shortness  of  breath,  and  he- 
moptysis. 

Case  report 

A 52-year-old  Negro  male,  a heavy  smoker,  was 
admitted  to  The  Jewish  Hospital  and  Medical  Center 
of  Brooklyn  on  June  28,  1976,  with  a history  of  cough 
and  expectoration  of  three  weeks’  duration.  The 
patient  had  a history  of  bronchial  asthma  for  nine 
years.  He  had  been  treated  with  theophylline, 
ephedrine.  and  phenobarbital  (Tedral)  and  amino- 
phylline.  Hemoptysis  was  also  noted  on  several  oc- 
casions prior  to  admission. 

In  1971,  the  patient  was  treated  at  another  hospital 
for  pneumonitis  of  the  left  lung  and  possible  pul- 
monary embolism.  Multiple  episodes  of  respiratory 
tract  infection  in  the  past  necessitated  antibiotic 
therapy. 
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FIGURE  1.  Chest  x-ray  films.  (A)  Note  patchy  infiltrate  in 
left  perihilar  area.  (B)  Note  lobulated  mass  in  basilar  seg- 
ments of  left  lower  lobe.  (C)  Note  air  fluid  level  in  large  ra- 
diolucent  mass. 
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TABLE  I.  Pulmonary  function  laboratory  report 


Determination 

Actual 

(Liters) 

Pre- 

dicted 

(Liters) 

Pre- 

dicted 

(Percent) 

Forced  yital  capacity 

3.31 

4.57 

73 

First  forced  expiratory  volume 

2.11 

3.53 

60 

Timed  vital  capacity,  first 

64 

77 

83 

forced  expiratory  volume,  per 

percent  percent 

, second 

Maximum  breathing  capacity, 

73.5 

150.4 

49 

maximum  voluntary 
ventilation,  per  minute 

Maximum  mid  flow,  per  second 

1.37 

3.6 

38 

Peak  flow,  per  minute 

273 

483 

57 

bing  of  the  fingernails,  and  cyanosis  was  absent.  The 
trachea  was  midline.  Bilateral  wheezing  was  noted 
and  was  more  marked  over  the  left  lower  chest,  pos- 
teriorly. The  patient  was  afebrile. 

Laboratory  data.  The  hemoglobin  was  14.8  Gm. 
per  100  ml.,  and  the  white  blood  count  was  9,800  per 
cubic  millimeter  with  normal  differential  count. 
Blood  sugar  was  420  mg.  per  100  ml.;  the  BUN  (blood 
urea  nitrogen)  was  21  mg.  per  100  ml.  Sputum  cul- 
ture grew  Streptococcus  uiridans  and  enterococcus. 
Sputum  smear  and  culture  showed  negative  findings 
for  fungi  and  tuberculosis.  Intermediate  PPD  (pu- 
rified protein  derivative)  yielded  negative  results. 

Admission  chest  x-ray  films  revealed  a question- 
able patchy  infiltrate  in  the  left  perihilar  area  (Fig. 
1A).  Eight  days  later,  a repeat  chest  x-ray  film 
showed  infiltrate  in  the  right  lower  lung  field  and 
persistence  of  one  left  lower  lobe  infiltrate.  Fourteen 
days  later,  x-ray  films  of  the  chest  in  posteroanterior, 
lateral,  and  oblique  views  with  Bucky  techniques 
showed  a lobulated  mass  in  the  posterior  basilar 
segment  of  the  left  lower  lobe  (Fig.  IB).  The  mass 
measured  about  7 cm.  in  maximum  diameter.  It 
showed  a large  radiolucency  with  an  air  fluid  level 
within  it  (Fig.  1C).  Chest  x-ray  films  taken  in  1974 
showed  a similar  left  lower  lobe  mass  but  without 
evidence  of  an  air  fluid  level. 

Pulmonary  functions  showed  mild  restrictive  and 
moderate  obstructive  disease.  These  values  are 
noted  in  Table  I.  Arterial  blood  gas  at  rest  on  room 
air  revealed  a PaCU  (arterial  oxygen  pressure)  of  75 
mm.  Hg,  a PaCCU  (arterial  carbon  dioxide  pressure) 
of  35  mm.  Hg,  and  a pH  (hydrogen  ion  concentration) 
of  7.41. 

In  the  differential  diagnosis,  pulmonary  seques- 
tration and  malignant  neoplasm  were  considered.  A 
t horacic  aortogram  was  reported  as  showing  normal 
results.  Lung  scan  showed  small  subsequential  de- 
fects in  the  left  lower  lobe.  A bronchoscopy  was 
performed  on  July  23, 1976,  under  general  anesthesia. 
The  anesthetist  noted  some  blood  in  the  endotra- 
cheal tube.  A flexible  fiberoptic  bronchoscope  was 
introduced,  and  large  tumorous  masses  were  noted 
just  distal  to  the  endotracheal  tube.  The  anesthetist 
also  noted  some  difficulty  in  ventilating  the  patient. 
The  endotracheal  tube  was  removed,  and  a venti- 


FIGURE  2.  Microscopic  section  of  lesion  showing  papillo- 
mata. 


lating  rigid  bronchoscope  was  passed  because  it  was 
thought  the  tumor  was  obstructing  the  airway. 

As  the  rigid  bronchoscope  was  introduced,  multi- 
ple mulberry  shaped  friable,  pinkish-gray  tumors 
were  noted  just  below  the  vocal  cords.  These  varied 
in  size  from  a few  millimeters  to  a centimeter.  They 
extended  from  the  left  lateral  wall  of  trachea  down 
to  the  left  main  and  lower-lobe  bronchi.  There  were 
several  lesions  in  the  trachea,  some  of  them  en- 
croaching up  to  50  percent  of  the  tracheal  lumen. 
The  left  upper  lobe  and  right  main  bronchi  were  free 
of  tumors.  Tumors  were  friable  and  bled  easily. 
Multiple  biopsies  of  these  tumors  were  obtained,  and 
frozen  sections  were  obtained.  Frozen  sections  re- 
vealed diffuse  papillomatosis.  Permanent  sections 
confirmed  the  diagnosis  of  diffuse  tracheobronchial 
papillomatosis  (Fig.  2).  Since  no  further  bleeding 
was  noted,  the  endoscope  was  withdrawn,  and  the 
patient  was  reintubated  and  placed  on  a respirator. 
Steroids  were  given  to  combat  bronchospasm.  He 
was  extubated  24  hours  later,  made  an  uneventful 
recovery,  and  was  discharged  on  July  30,  1976. 

The  proved  diagnosis  of  nonmalignant  papillo- 
matosis was  felt  to  account  for  his  eight-year  history 
of  minor  hemoptysis  and  symptoms  of  bronchial 
obstruction  resulting  in  prior  clinical  diagnoses  of 
pulmonary  emboli  and  asthma.  There  is  a possi- 
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bility  that  the  left  lower-lobe  lesion  may  represent 
fungal  infection  or  tuberculosis  in  a poorly  controlled 
diabetic  patient.  Laboratory  findings  and  skin 
testing  results  did  not  support  these  diagnoses. 
Another  diagnostic  consideration  is  that  of  malignant 
neoplasia  with  cavitation  as  may  be  seen  in  squa- 
mous-cell carcinoma.  Malignant  transformation  in 
the  presence  of  other  benign  papillomas  have  been 
noted  in  the  past.1  Because  of  the  pulmonary 
functions  noted  and  the  lack  of  enlargement  of  the 
mass  shadow  on  x-ray  films  over  a two-year  period, 
conservative  management  was  elected  rather  than 
exploratory  thoracotomy  and  lung  resection.  At  the 
time  of  discharge,  the  patient  was  asymptomatic  and 
afebrile.  He  was  instructed  to  return  for  serial  x-ray 
examination  and  bronchoscopic  evaluation. 

Comment 

Papillomata  of  the  respiratory  tract  occur  in  three 
forms.'-  First  is  the  tracheobronchial  papillomatosis 
seen  in  childhood.  This  involves  the  larynx,  trachea, 
and  bronchi.  These  lesions  regress  and  disappear 
with  age.  Second  is  the  inflammatory  polyps  that 
can  occur  as  single  or  multiple  growths  and  are  as- 
sociated with  chronic  respiratory  tract  infection. 
Third  is  the  solitary  papilloma  that  arises  as  a pe- 
dunculated tumor  from  the  bronchial  epithelium. 
The  cause  of  this  disease  remains  unknown.  Trau- 
ma, infection,  syphilis,  hormones,  radiation,  and  viral 
agents  have  all  been  considered. 

A case  report  by  Kaufman  and  Klopstock1  met  all 
criteria  for  malignant  condition  on  autopsy.  Buff- 
mire,  Clagett,  and  McDonald3  reported  a case  in 
which  mitotic  changes  consistent  with  malignant 
condition  were  seen,  although  no  invasion  of  bron- 
chial wall  was  demonstrated  on  autopsy.  The  most 
popular  view  is  that  these  tumors  are  of  viral  origin. 
Primary  lesions  may  arise  on  the  anterior  commis- 
sure of  the  vocal  cords  and  spread  down  to  the  lower 
respiratory  passages  as  aerial  metastatic  embolic 
lesions.  Ullman  in  19234  was  able  to  reproduce  these 
lesions  in  the  vagina  of  the  dog  by  using  cell-free  ex- 
tracts from  human  laryngeal  papillomata.  Shope5 
showed  that  virus  can  produce  papillomatosis  of  the 
tracheobronchial  tree  of  rabbits.  Hitz  and  Osterlin,6 
Orton,7  Patterson,8  and  Smith  and  Dexter9  reported 
cases  similar  to  ours.  Buffmire,  Clagett,  and 
McDonald3  reported  a case  of  laryngeal  papilloma 
that  developed  tracheobronchial  lesions  20  years 
later.  The  differential  diagnosis  can  be  difficult  on 
clinical  grounds  alone.  It  may  mimic  bronchial 
asthma,  pulmonary  sequestration,  pneumonitis, 
pulmonary  embolism,  and  bronchogenic  carcino- 
ma. 

Therapy  and  prognosis 

No  definite  treatment  has  been  available  as  yet, 
but  several  reports  have  appeared  in  literature  with 
successful  outcome. 

Papillomatosis  in  children  has  a relatively  good 


prognosis,  and  radical  surgery  is  unwise.  Cryo- 
therapy aimed  at  lesions  for  two  to  six  minutes  on 
several  sittings  is  also  unsatisfactory. 

Two  cases  have  been  treated  successfully  with 
2,000  kv.  of  radiation  therapy.10  Transendoscopic 
fulguration  of  multiple  tumors  may  cause  damage  to 
the  tracheobronchial  tree,  hemorrhage,  perforation, 
pneumothorax,  and  mediastinitis.  Uncontrollable 
bleeding  may  cause  asphyxia  and  death.  Resection 
of  large  solitary  papilloma  has  been  done  with  the  aid 
of  cardiopulmonary  bypass.11 

LeRoux,  Williams,  and  Kallichurum12  reported  a 
patient  who  had  tracheotomy,  excision  of  squamous 
papilloma  of  trachea,  and  left  pneumonectomy  for 
extensive  papillomatosis  of  left  bronchial  tree.  This 
patient  was  well  for  one  year  follow-up.  Carden  and 
Ferguson1  described  a six-vear-old  girl  with  large 
papilloma  treated  by  cryosurgery  and  use  of  bovine 
wart  vaccine.  Ricci14  described  ultrasound  therapy 
for  laryngotracheal  papillomatosis.  He  obtained 
complete  cure  in  all  juvenile  cases. 

Summary 

Papillomas  have  been  reported  to  occur  in  the 
larynx,  trachea,  and  bronchial  tree.  The  condition 
commonly  occurs  in  the  larynx  of  children  but  is  rare 
in  adults  in  this  location.  As  one  progresses  down 
the  tracheobronchial  tree,  there  is  decreasing  inci- 
dence of  this  lesion.  The  rarest  condition  is  to  have 
the  papillomas  appear  in  the  trachea  and  bronchial 
tree  of  adults. 

A patient  is  presented  with  diffuse  papillomatosis 
of  the  tracheobronchial  tree.  This  condition  was 
unsuspected  for  eight  years,  resulting  in  multiple 
admissions  for  erroneous  clinical  diagnoses.  The 
basic  pathologic  condition  of  this  rare  disease  can 
produce  symptoms  of  hemoptysis,  obstruction,  and 
pneumonitis,  and  can  be  associated  with  hypoxe- 
mia. 

Diagnostic  studies  such  as  chest  x-ray  films,  pul- 
monary function  testing,  and  lung  scan  can  show 
abnormal  findings  and  be  misleading  as  to  the  cause 
of  this  condition.  Early  bronchoscopy  allows  prompt 
and  definitive  diagnosis.  No  satisfactory  mode  of 
therapy  exists  for  this  unusual  condition. 

•Jewish  Hospital  and  Medical  Center  of  Brooklyn 
555  Prospect  Place 
Brooklyn,  New  York  11238 
(DR.  SENDEROFF) 
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Discussion 

Dr.  Sherbell:  As  noted  in  the  article  presented 
by  Dr.  Khan,  papillomatosis  of  the  tracheobronchial 
tree  is  a rare  condition,  and  the  literature  on  this 
entity  has  been  presented.  I would  like  to  discuss  the 
multiple  clinical  presentations  and  errors  in  earlier 
diagnoses  made  on  this  patient.  There  was  an 
eight -year  history  of  bronchial  asthma.  The  clinical 
dictum  that  “all  that  wheezes  is  not  asthma”  cer- 
tainly pertains  in  this  case.  Airway  obstruction  due 
to  endobronchial  lesions  or  upper  airway  problems 
are  well  documented. 

The  pulmonary  function  studies  performed  in  our 
laboratory  were  done  as  part  of  a preoperative 
screening  which  we  perform  on  every  patient  being 
evaluated  on  the  thoracic  surgical  service.  As  noted, 
they  demonstrated  mild  restriction  and  moderate 
obstruction.  The  reduction  in  forced  vital  capacity 
may  in  fact  be  secondary  to  the  obstruction  rather 
than  true  restriction  in  this  patient.  Performance 
of  an  inspiratory  vital  capacity  or  slow  vital  capacity 
maneuver  may  have  clarified  this  question,  but  these 
studies  are  not  performed  as  part  of  our  routine 
preoperative  pulmonary  function  test  screening. 
Another  study  that  might  have  been  informative 
would  be  a flow  volume  curve  which  can  demonstrate 
the  involvement  of  the  upper  airway  as  distinguished 
from  the  obstruction  seen  in  the  asthmatic  patient. 
Attempts  to  have  this  patient  return  to  our  labora- 
tory for  more  complete  evaluation  have  not  been 
successful. 

What  of  the  prior  diagnosis  of  pulmonary  embo- 
lus? The  patient  had  been  treated  in  the  past  for 
pulmonary  embolic  disease.  Very  likely  this  diag- 
nosis was  in  error.  Certainly  the  papillomas  could 
account  for  the  minor  hemoptysis  noted  at  times. 
Interference  with  ventilation  to  focal  areas  of  the  lung 
would  lead  to  disturbed  ventilation  perfusion  rela- 
tionships and  account  for  the  moderate  hypoxemia 
noted.  In  addition,  local  alveolar  hypoxia  is  known 
to  produce  a defect  on  a perfusion  lung  scan. 
\\  heezing  is  a symptom  often  noted  in  the  patient 
with  acute  pulmonary  thromboembolic  phenomenon. 


The  association  of  hypoxemia,  hemoptysis,  wheezing, 
and  perfusion  lung  scan  defects  probably  led  to  the 
diagnostic  error.  On  this  admission,  the  only  scan 
defect  was  in  the  left  lower-lobe  area  where  a pa- 
renchymal infiltrate  was  noted,  which  of  course  is 
another  cause  for  a false  positive  defect  on  perfusion 
scanning. 

What  of  the  diagnosis  of  pneumonitis  previously 
made?  Since  we  did  not  observe  this  patient  when 
a diagnosis  of  pneumonitis  was  considered,  we  can 
only  attempt  some  pertinent  conclusions.  Certainly 
the  presence  of  endobronchial  obstructive  lesions  can 
lead  to  the  development  of  obstructive  atelectasis 
and  distal  pneumonitis  particularly  following  re- 
spiratory infections.  I would  now  like  to  commenton 
the  possible  cause  of  the  left  lower-lobe  mass  shadow. 
This  remains  a diagnostic  problem.  The  finding  of 
poorly  controlled  diabetes  raises  the  question  of  a 
tuberculous  lesion  in  an  atypical  location.  The 
negative  PPD  skin  test  findings  and  absence  of 
acid-fast  bacillus  on  smear  or  culture  are  against  this 
diagnosis.  Fungal  disease  can  also  be  considered,  but 
again  no  smear  or  culture  evidence  was  obtained. 

Bronchopulmonary  sequestration  was  considered, 
but  aortography  did  not  support  this  diagnosis.  The 
question  of  malignant  condition  remains  as  a possi- 
bility. Malignant  transformation  of  papillomas  has 
been  commented  on  in  the  literature  and  may  coexist 
in  one  area  while  benign  papillomata  are  present 
elsewhere.  Adequate  bronchoscopic  evaluation  of 
this  area  was  hindered  by  the  presence  of  the  friable 
tracheal  and  bronchial  papillomas  which  bled  during 
bronchoscopy.  In  addition,  thoracotomy  and  lung 
resection  in  the  presence  of  significant  pulmonary 
function  test  abnormality  was  not  thought  wise, 
particularly  since  no  appreciable  change  in  the  size 
of  the  shadow  on  x-ray  films  was  seen  on  comparing 
the  current  chest  x-ray  film  with  that  taken  at  an- 
other hospital  two  years  earlier. 

In  conclusion,  while  this  patient  did  present  con- 
siderable difficulty  in  differential  diagnosis,  we  feel 
that,  an  earlier,  more  definitive  diagnosis  would 
clearly  have  been  made  if  bronchoscopy  had  been 
performed.  This  certainly  was  indicated  in  light  of 
the  history  of  recurrent  hemoptysis  in  the  past. 

Bernard  P.  Robinson,  M.D.,  New  York  City. 
Papillomatosis  of  the  tracheobronchial  tree  is  a very 
interesting  condition,  and  a lot  of  the  comments 
which  have  been  made  are  illustrated  in  this  case, 
which  has  a rather  long  follow-up.  My  patient,  at  the 
age  of  63,  in  1969,  presented  hemoptysis  and  atelec- 
tasis of  the  right  lower  lobe.  Bronchoscopy  revealed 
a papillary  type  of  endobronchial  tumor  which  was 
rather  extensive,  and  biopsy  at  that  time  showed  a 
papillary  type  of  squamous-cell  carcinoma.  He  un- 
derwent a right  pneumonectomy,  did  rather  well 
afterward,  and  went  back  to  work.  He  appeared  two 
years  later  with  extreme  stridor,  cough,  and  respi- 
ratory distress.  He  was  admitted  to  the  hospital,  and 
x-ray  films  revealed  a filling  defect  in  the  lower  por- 


2076  New  York  State  Journal  ot  Medicine/November  1977 


tion  of  the  trachea.  The  patient  had  only  a lef  t lung 
at  the  time.  Bronchoscopy  was  undertaken;  a large 
papillary  mass  was  found  on  the  left  lateral  wall  of 
the  lower  trachea,  and  this  was  removed  broncho- 
scopicallv.  It  came  away  from  the  tracheal  wall 
rather  easily  with  a biopsy  forceps  and  left  a raw 
bleeding  area.  This  mass  was  over  2 cm.  in  diameter 
and  almost  completely  obstructed  the  trachea. 
Following  this  bronchoscopy  the  patient  was  much 
relieved.  He  was  rebronchoscoped.  At  this  time 
additional  papillomata  were  found  in  the  left  main 
bronchus  below  the  carinal  area,  and  other  papillo- 
mata were  removed.  'I’he  pathology  reported 
showed  “squamous  cell  papillomata  with  carcinoma 
in  situ."  and  some  sections  were  reported  as  showing 
cell  atypism.  In  the  period  following  this  initial 
episode,  the  patient  appeared  with  wheezing  and 
cough  many  times  and  in  the  next  several  years  un- 
derwent approximately  15  bronchoscopies  with  re- 
moval of  lesions  always  diagnosed  as  “benign  squa- 
mous cell  papillomata.”  He  was  finally  admitted  to 
Mount  Sinai  Hospital  in  1975,  six  years  after  his 
pneumonectomy,  again  complaining  of  respiratory 
distress.  He  had  marked  stridor,  and  x-ray  films  at 
this  time  showed  a filling  defect  in  the  left  main 
bronchus.  Bronchoscopy  was  again  undertaken,  and 
a large  part  of  the  lesion  was  removed,  opening  the 
airway,  but  the  pathology  report  this  time  indicated 
squamous-cell  carcinoma.  The  patient  was  then 
treated  with  radiotherapy,  with  almost  complete 
disappearance  of  the  remaining  intraluminal  mass. 
He  subsequently  died  of  coronary  artery  disease  al- 
though carcinoma  may  have  contributed  to  his  death. 
No  postmortem  was  obtained.  This  case  illustrates 
the  long  history  and  the  relationship  between  the 
squamous-cell-type  papillomata  and  malignant 
condition.  This  case  started  out  with  carcinoma,  had 
numerous  papillomata  which  were  reported  as  be- 
nign. and  again  six  years  later  had  a carcinoma. 

Adrian  Lambert,  M.D.,  New  York  City.  Papil- 
lomata of  the  tracheobronchial  tree  are  fascinating 


and  a most  difficult  condition  to  treat.  My  one  ex- 
perience with  this  entity  began  when  a 48-year-old 
woman  presented  stridor  and  hemoptysis  at  the 
Chest  Service  of  Bellevue  Hospital  in  1945.  On 
bronchoscopy,  multiple  papillomata  of  the  trachea 
were  removed  with  relief  of  symptoms.  In  the  next 
two  years  she  required  nine  bronchoscopies  for  re- 
currence. One  year  later  she  returned,  complaining 
of  cough  and  foul  sputum.  Bronchiectasis  in  the  left 
upper  lobe  required  lobectomy.  No  papillomata 
were  found.  In  the  next  five  years  she  required  seven 
or  eight  bromchoscopies  with  removal  of  papillo- 
mata. 

In  1952  it  was  decided  to  resort  to  radiation  ther- 
apy and  she  was  subjected  to  Dr.  Quick’s  radium 
bomb.  In  retrospect,  we  estimated  she  received 
11,000  r to  her  mediastinum.  In  1954,  two  years 
later,  she  returned  with  hemoptysis  and  foul  sputum. 
Masses  in  the  mediastinum  were  diagnosed  as  ma- 
lignant by  x-ray  films.  Bronchoscopic  biopsy  this 
time  showed  carcinoma  in  situ  and  a recurrence  of 
her  papillomatous  disease.  The  examination  also 
revealed  that  the  trachea  appeared  necrotic,  pre- 
sumably from  radiation.  In  an  attempt  to  replace 
the  trachea  with  a prosthesis  she  was  explored;  large 
glands  in  the  mediastinum  were  inflammatory.  The 
mediastinal  surface  of  the  lungs  were  fibrotic.  Dis- 
section was  impossible,  and  we  withdrew.  Three 
weeks  later  she  succumbed  to  hemorrhage,  probably 
from  an  eroded  blood  vessel. 

In  summary,  x-ray  therapy  plays  no  part  in  the 
treatment  of  recurring  papillomata.  We  found  no 
etiologic  agent.  Fortunately,  the  number  of  adults 
inflicted  with  this  disease  is  small.  The  disease  in 
children  is  completely  different  and  represents  more 
localized  type  of  squamous  papilloma.  I await  with 
interest  the  future  course  of  the  patient  presented 
today. 

The  following  report  will  be  given  in  its  entire- 
ty- 
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This  communication  documents  the  appearance 
and  consequences  of  spontaneous  coronary  artery 
spasm  observed  in  situ  during  coronary  bypass  sur- 
gery. 

The  use  of  a different,  previously  described  tech- 
nique for  coronary  bypass  graft  construction  pro- 
vided the  unique  opportunity  to  consistently  observe 
this  phenomenon  in  relatively  undisturbed  coronary 
arteries. 

The  coronary  spasm  studied  at  surgery  was  not 
known  to  be  present  either  clinically  or  angiocardi- 
ographically. 

Methods 

The  coronary  artery  spasm  herein  recorded  came 
from  a series  of  100  consecutively  operated  patients 
at  Lenox  Hill  Hospital.  The  indications  for  surgery 
were  either  intractable  angina  or  high-grade  ob- 
structive proximal  coronary  lesions  in  the  setting  of 
significant  premature  familial  coronary  artery  dis- 
ease. 

Preoperative  coronary  angiography  was  carried  out 
via  the  technique  described  by  Sones  and  Shirey.1 
Sedation  was  generally  not  employed  prior  to  he- 
modynamic and  angiographic  studies.  Coronary 
vasodilators  were  routinely  administered  when  ob- 
structive lesions  were  demonstrated  near  a coronary 
orifice  or  if  an  obstructing  lesion  was  isolated  or 
atypical. 

Coronary  bypass  surgery  was  performed  using  an 
albumin-electrolyte  prime  in  a disposable  bubble 
oxygenator.  During  the  procedure,  the  average 
cardiopulmonary  bypass  flow  was  rarely  higher  than 
500  ml.  per  minute.  The  heart  was  maintained 
normothermic  and  beating,  that  is,  sinus  rhythm, 
during  the  entire  procedure.  Ventricular  decom- 
pression was  not  used.  Continuous  electrocardio- 
graph monitoring  using  standard  leads  and  regional 
epicardial  electrograms  was  employed.  The  left 

* By  invitation. 


atrial  pressure  was  constantly  monitored  to  gauge 
volume  adjustments. 

When  cardiopulmonary  bypass  was  begun,  the 
coronary  artery  was  incised,  and  a previously  de- 
scribed soft  plastic  shunt  was  inserted,  preserving 
intrinsic  coronary  flow  during  construction  of  the 
distal  coronary  anastomosis.2  Successful  function 
of  the  shunt  was  verified  by  local  arteriotomy  he- 
mostasis and  preservation  or  return  of  the  regional 
epicardial  electrocardiogram  tracing  to  control  con- 
figuration. The  average  time  of  shunt  insertion  was 
under  60  seconds.  Just  prior  to  completion  of  the 
distal  anastomosis,  the  shunt  was  removed. 

Minimal  manipulation  of  the  heart  was  necessary 
using  this  protocol  during  the  construction  of  a cor- 
onary bypass  graft  to  the  anterior  descending  or  right 
coronary  arteries. 

The  proximal  anastomoses  were  constructed  to  an 
excluded  aort  ic  segment  without  any  cardiopulmo- 
nary bypass  support  or  cross-clamping  of  the 
aorta. 

Regional  lactate  metabolism  was  evaluated  in  15 
patients  by  comparing  simultaneous  systemic  arterial 
and  anterior  descending  coronary  vein  lactates  dur- 
ing construction  of  grafts  to  the  anterior  descending 
coronary  artery.  The  venous  sample  was  always 
obtained  distal  to  the  arteriotomy  site  in  the  anterior 
interventricular  groove.  Blood  lactate  concentra- 
tions were  analyzed  according  to  the  modified  en- 
zymatic method  of  Guttman  and  Wahlefeld.3  Per- 
cent of  regional  myocardial  lactate  extraction  was 
calculated  as: 

. . ,,  Anterior  descending  vein  lactate  „ 

Arterial  lactate — X 100 

Arterial  lactate 

When  lactate  production  was  encountered,  it  was 
expressed  as  a negative  percentage. 

Results 

There  were  no  deaths  in  the  series  of  100  patients. 
The  intraoperative  infarction  rate  was  3 percent  as 
judged  by  new  Q waves  or  elevated  CPK-MB  isoen- 
zymes. Five  percent  of  the  patients  required  ino- 
tropic or  pressor  support  for  more  than  four  hours 
postoperatively.  No  patient  required  this  support 
for  more  than  12  hours. 

The  early  appearance  of  spontaneous  coronary 
spasm  was  a frequent  intraoperative  event  (Fig.  1). 

The  severity  and  persistence  of  observed  spasticity 
varied  considerably  between  patients.  It  might 
occur  both  in  the  distal  portion  of  the  operated  vessel 
as  well  as  in  a remote  area  of  the  heart. 

Coronary  artery  spasm  was  seen  to  occur  on 
opening  the  pericardium  prior  to  any  manipulation. 
It  is  a grossly  recognizable  phenomenon,  as  is  shown 
in  Figure  1,  in  the  left  anterior  descending  coronary 
artery. 

Pronounced  S-T  segment  elevations  were  induced 
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| FIGURE  1.  View  of  anterior  interventricular  sulcus.  (A)  Anterior  descending  coronary  artery  immediately  following  opening 
I of  pericardium.  (B)  Anterior  descending  coronary  artery  "disappears"  with  onset  of  spasm  prior  to  cardiac  manipulation. 

(A  = apex  of  left  ventricle;  LAD  = anterior  descending  coronary  artery;  P = atherosclerotic  plaque  in  LAD;  V = anterior  de- 
li scending  coronary  vein;  B = diagonal  branch;  B"  = Site  of  diagonal  branch  spasm) 


[ by  spasm  in  the  regional  epieardial  electrographs, 
j The  standard  limb  leads  usually  remained  isoelectric 
when  the  spasm  was  localized  to  the  distribution  of 
the  left  anterior  descending  coronary  artery.  Stan- 
dard lead  aVf,  however,  did  reflect  acute  injury  cur- 
rents in  posterior  descending  coronary  spasm.  In  the 
patients  without  visible  spasm,  no  spontaneous  in- 
i jury  currents  developed  in  either  standard  or  epi- 
cardial  electrocardiograms.  Myocardial  ischemia 
produced  by  spasm  might  he  manifested  as  suben- 
docardial as  well  as  subepicardial  ischemia. 

Nitroglycerin  pretreatment,  topical  papaverine, 
local  mechanical  dilatation,  and  coronary  revascu- 
larization had  inconstant  effects  on  the  coronary 
artery  spasm. 

Figure  2 illustrates  spasm  in  the  distribution  of  the 
right  coronary  artery  during  construction  of  a single 
LAD  (left  anterior  descending)  bypass.  Control 
leads  were  isoelectric.  The  apical  lead  remained  so 
throughout  the  procedure.  The  marked  progressive 
S-T  segment  changes  in  lead  aVf  were  partially  re- 


lieved by  nitroglycerin.  They  persisted  late  into  the 
closing  of  the  chest.  During  peak  spasm  the  patient 
deteriorated  hemodynamically,  requiring  increase 
in  cardiopulmonary  bypass  flow  and  temporary  in- 
otropic support. 

Figure  3 illustrates  the  S-T  segment  appearance 
of  subendocardial  ischemia  on  the  control  apical 
epieardial  lead  in  a patient  prior  to  manipulation  of 
the  left  anterior  descending.  Topical  papaverine  was 
associated  with  mild  improvement.  Following  in- 
sertion of  the  intracoronary  shunt  in  preparation  for 
construction  of  the  distal  anastomosis,  the  S-T  seg- 
ment changes  did  not  recur.  The  limb  leads  re- 
mained unchanged  during  the  ischemic  episode. 

Figure  4A  illustrates  the  appearance  of  S-T  seg- 
ment injury  currents  in  the  control  epieardial  apical 
lead.  These  became  progressively  worse.  They  were 
partially  improved  by  topical  papaverine.  No  ma- 
nipulation of  the  coronary  was  attempted  prior  to  the 
application  of  papaverine.  Incision  of  the  coronary 
caused  immediate  increase  of  the  current  of  injury. 
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FIGURE  2.  Electrocardiogram  tracing  during  construction 
of  LAD  vein  bypass  demonstrating  isoelectric  apical  V lead. 
Simultaneous  aVf  recordings  demonstrate  progressive  S-T 
segment  elevation  partially  relieved  by  sublingual  nitroglyc- 
erin persisting  during  chest  closure. 


PAPAVERINE  5 MIN- 


This  is  a consistently  reproducible  finding.  How- 
ever, insertion  of  the  intracoronary  shunt  did  not 
abolish  the  elevated  S-T  segments.  This  event  is 
distinctly  unusual  and  seen  only  with  coronary 
spasm.  While  the  LAD  anastomosis  was  being 
constructed,  marked  S-T  segment  elevations  devel- 
oped in  lead  aVf.  Sublingual  nitroglycerin  restored 
them  to  near  control  levels.  These  intraoperative 
changes  were  associated  with  marked,  albeit  tran- 
sient, hemodynamic  instability.  The  postoperative 
12-lead  electrocardiogram  tracings  showed  no  change 
from  the  preoperative  control  (Fig.  4B  and  C).  Serial 
postoperative  CPK-MB  isoenzymes  were  not  ele- 
vated. Preoperatively  this  hypertensive  patient  had 
marked  exertional  angina  as  well  as  angina  at  rest. 
The  exertional  component  of  his  angina  syndrome 
was  relieved  by  the  bypass  surgery.  However,  the 
patient  developed  a mild  atypical  anginal  syndrome 
postoperatively.  The  atypical  anginal  syndrome  was 
controlled  with  nitroglycerin  and  chlorpromazine. 

Figures  5A  and  5B  illustrate  the  occurrence  of  a 
new  myocardial  infarction  following  saphenous  cor- 
onary bypass  and  spasm  in  the  LAD.  Spasm  oc- 
curred during  the  construction  of  the  distal  anasto- 
mosis, resulting  in  spontaneous  fibrillation  of  the  left 
ventricle.  Defibrillation  was  successful  only  after 
completion  of  the  coronary  revascularization  and 
repeated  doses  of  sublingual  nitroglycerin.  The  new 
Q waves  were  evident  immediately  after  defibrilla- 
tion and  persisted. 

Serial  regional  lactate  metabolism  was  measured 
Irom  the  anterior  descending  coronary  vein  in  15 
patients  undergoing  bypass  to  the  LAI).  Three  pa- 
tients in  this  group  were  noted  to  develop  spasm 
during  bypass  of  the  LAD.  Figure  6 illustrates  the 


SHUNT  IN  10  MIN- 

FIGURE  3.  Subendocardial  ischemia  in  control  apical  lead 
prior  to  construction  of  bypass.  Mild  improvement  occurred 
with  topical  papaverine.  Ischemia  did  not  recur  following 
insertion  of  intracoronary  shunt  in  preparation  for  vein  bypass. 
Patient  not  on  digitalis. 


patterns  of  these  spasm  patients  contrasted  with  a 
typical  nonspasm  patient.  The  regional  lactate  ra- 
tios which  indicated  extraction  on  each  control  de- 
termination converted  to  lactate  production  after  the 
spasm  occurred.  One  patient,  Si  in  Figure  6,  de- 
veloped new  Q waves  that  persisted  postoperatively. 
In  the  group  of  patients  without  spasm,  no  sponta- 
neous anaerobiosis  has  occurred. 

Comment 

The  association  of  coronary  artery  spasm  and 
atypical  anginal  syndrome  has  been  gaining  clinical 
and  angiographic  support.  Angiographically,  spasm 
has  been  reported  to  occur  with  both  normal  and 
atherosclerotic  coronary  arteries.4 

This  report  discusses  the  observation  of  coronary 
artery  spasm  during  t he  construction  of  bypass  grafts 
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FIGURE  4 Anterior  and  posterior  spasm  during  LAD  vein 
bypass.  (A)  Progressive  S-T  segment  elevation  in  both  apical 
and  aVf  leads.  Partial  improvement  with  topical  papaverine 
to  LAD  and  sublingual  nitroglycerin.  Loss  of  R in  “late''  aVf 
is  respiratory.  (B)  Preoperative  electrocardiogram  tracing 
demonstrating  left  anterior  hemiblock  and  left  ventricular 
hypertrophy.  (C)  Postoperative  electrocardiogram  tracing 
with  left  anterior  hemiblock  and  nonspecific  ST-T  changes. 
No  new  Q waves  seen. 


FIGURE  5.  Electrocardiograms.  (A)  Preoperatively  in  patient  who  developed  marked  spasm  during  coronary  bypass.  Vertical 
frontal  plan  axis  demonstrated.  (B)  Postoperatively  with  Q wave  and  S-T  segment  elevations  indicating  new  infero-apical 
myocardial  infarction. 
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FIGURE  6.  Regional  lactate  metabolism  determined  from 
left  anterior  descending  coronary  vein  and  central  arterial 
blood.  Control  graph  illustrates  usual  extraction  pattern 
following  interarterial  shunting  during  bypass  construction. 
SI,  S2,  and  S3  illustrate  lactate  production  in  three  patients 
who  developed  LAD  spasm  during  bypass  construction. 
Patient  SI  developed  intraoperative  myocardial  infarction. 
Lactate  production  correlated  with  visual  and  regional  elec- 
trocardiogram reading  changes. 


in  patients  who  did  not  demonstrate  spasm  on  pre- 
operative angiograms.  Most  patients  had  severe 
exertional  angina  preoperatively.  Several  had  noc- 
turnal and  rest  angina  as  well.  One  patient  was 
asymptomatic. 

The  observation  of  spasm  was  made  possible  by 
the  surgical  technique  employed.  The  use  of  mini- 
mal cardiopulmonary  bypass,  a normothermic  con- 
tinuously beating  heart,  regional  electrocardio- 
graphic monitoring,  and  a temporary  intracoronary 
shunt  preserving  intrinsic  coronary  flow  tend  to 
preserve  normal  cardiac  dynamics,  permitting  the 
spontaneous  events  to  be  recognized.  There  is 
minimal  physiologic  disturbance  compared  to  the 
more  common  techniques  of  full  cardiopulmonary 
bypass,  electrical  fibrillation,  hypothermia,  and 
ischemic  arrest,  which  so  disrupt  homeostasis  that 
isolated  vessel  spasm  may  be  indiscernible. 

It  is  our  observation  that  transient  coronary  spasm 
during  surgery  is  a frequent  occurrence.  The  spasm 
manifests  itself  by  visible  changes  in  luminal  diam- 
eter, usually  LAI),  changes  in  some  standard  and  all 
regional  epicardial  electrocardiographic  leads,  hv- 
podynamic  ventricular  performance,  ventricular 
arrhythmias,  and  myocardial  lactate  production. 
Intraoperative  myocardial  infarction  has  also  been 
demonstrated  following  spasm. 

The  stimulus  for  spasm  production  has  not  been 
clearly  identified.  It  may  occur  even  in  nonoperated 
coronary  arteries.  There  seems  to  be  an  individual 
susceptibility.  In  addition,  the  spasm  may  be 
fleeting  or  protracted.  The  ischemia  produced  may 


be  subendocardial  or  subepicardial.  These  charac- 
teristics of  spasm  seen  at  surgery  bear  great  similarity 
to  spasm  seen  clinically,  for  example,  Prinzmetal’s, 
and  angiographically.5-8 

Coronary  bypass  surgery  in  this  series  was  de- 
signed to  relieve  typical  anginal  syndrome.  It  is 
significant  that  two  patients  who  were  completely 
relieved  of  exertional  angina  developed  atypical  rest 
pain  syndromes.  One  of  these  patients  has  been 
restudied  and  has  a patent  graft  with  good  flow  ap- 
pearance and  distribution.  Ventricular  arrhythmias 
have  not  been  seen  in  these  patients  clinically. 

The  incidence  of  spasm  occurring  during  cardiac 
catheterization  has  been  reported  as  0.26  to  0.93 
percent.9  The  design  of  our  study  was  not  intended 
to  document  the  broad  range  of  subtle  changes 
identified  by  the  surgeons  as  coronary  spasm.  The 
gross  changes  identified  elect rocardiographically  and 
metabolically  indicate  the  wide  range  of  vascular 
reactivity  possible  in  coronary  vessels  and  suggest 
that  the  true  incidence  of  this  event  is  greater  than 
now  recognized.  Intraoperative  spasm  may  be  an 
important,  heretofore  unreported,  cause  of  intraop- 
erative myocardial  damage. 

Summary 

This  communication  describes  the  appearance  and 
manifestations  of  coronary  spasm  observed  and 
photographed  in  situ  during  coronary  bypass  surgery. 
A different  overall  technique  for  construction  of 
coronary  bypasses  permits  physiologic  observation 
of  the  coronary  vessels. 

These  clinical,  electrocardiographic,  and  metabolic 
changes  have  not  been  previously  reported.  The 
coronary  spasm  may  be  responsible  for  a broad  range 
of  injury  occurring  during  coronary  bypass  sur- 
gery. 
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Discussion 

Roy  II.  Clauss,  M.D.,  New  York  City.  Pearlier 
this  week,  Dr.  Wallsh’s  office  gave  me  a preprint  of 
this  evening’s  talk.  On  first  reading,  a number  of 
thoughts  crossed  my  mind.  Surgeons  have  been  fond 
of  saying,  “Spasm  does  not  exist.”  For  example, 
after  bypass  grafts  in  extremities,  it  has  seemed  more 
contributory  to  assume  that  persistent  or  new  me- 
chanical defects  were  responsible  for  absences  of 
distal  pulses  and  subopt imal  blood  flow,  not 
spasm. 

Dr.  Wallsh  presents  convincing  evidence  that  the 
defect  in  the  coronary  circulation  is  spasm.  Do 
others  believe  that  coronary  artery  spasm  occurs? 
Of  course!  In  1976,  William  Likoff,  M.D.,  of  Phila- 
delphia published  an  article,  “Coronary  arterial 
spasm;  reexamination  of  an  old  concept.”1  Likoff 
cites  Peter  Mere  Latham’s  1875  statement  that 
spasm  could  narrow  the  internal  caliber  of  coronary 
arteries  and  produce  clinical  manifestations  akin  to 
those  arising  when  coronary  vessels  are  blocked  or- 
ganically. 

Apropos  this  evening,  Latham  is  credited  with  the 
lines:  “There  is  nothing  so  captivating  as  new 

knowledge.”  Likoff's  reexamination  quotes  Sir 
William  Osier,  1910:  “Spasm  of  even  one  branch  of 
a coronary  artery  may  so  modify  the  action  of  the 
beat  that  the  heart  works  with  distended  tension,  and 
arouses  painful  sensation.”  Likoff  quoted  his  own 
reference  in  1967  of  ischemic  changes  shown  on 
electrocardiograms  in  patients  with  normal  coronary 
angiograms,  and  he  refers  to  other  cardiologists  who 
invoke  coronary  spasm  as  explanations  for  angina 
and  even  death.2  In  the  December  9.  1976,  issue  of 
The  New  England  Journal  of  Medicine,  Braun- 
wald's  group  reports  measurements  of  adrenergically 
mediated  increases  in  coronary  vascular  tone  and 
decreased  coronary  flow,  precipating  angina.  5 

Tonight  the  Lenox  Hill  Hospital  group  has  done 
us  a service  by  drawing  our  attention  to  their  obser- 
vations that  regional  and  global  coronary  spasm  oc- 
curs, has  deleterious  effects,  and  that  this  may  not 
be  evident  in  limb  lead  electrocardiograms.  During 
surgery  to  revascularize  myocardium,  they  emphasize 
delivery  of  blood,  not  pharmacologic  agents,  to  the 
myocardium.  Dr.  Wallsh  cited  the  relative  ineffec- 
tiveness of  conventional  dilator  drugs,  contrary  to  the 
opinion  inferred  by  reading  angiographers'  arti- 
cles. 

It  appears,  then,  that  Dr.  Wallsh  and  his  colleagues 
not  only  have  devoted  their  energies  to  detecting  and 
understanding  this  pathophysiologic  phenomenon, 
but  also  have  favorably  altered  this  companion  of 
coronary  bypass  surgery  to  make  it  nearly  innocu- 
ous. 

It  may  seem  difficult  to  perform  small-vessel 
anastomoses  while  the  heart  is  beating.  It  seems 
harder  to  beat  Dr.  Wallsh's  achievements,  that  is, 
hundreds  of  consecutive  revascularization  operations 
without  a death.  But  he  gives  good  reason:  only  3 


percent  perioperative  myocardial  infarctions!  This 
substantiates  your  contention,  Dr.  Wallsh,  that,  al- 
though coronary  artery  spasm  does  occur,  you  have 
not  allowed  it  and  its  effects  to  persist  for  a detri- 
mental length  of  time. 

We  must  conclude  that  yours  is  a significant  con- 
tribution! 

Robert  Fratcr,  M.D.,  The  Bronx,  New  York.  Dr. 
Wallsh  has  presented  us  a carefully  reasoned  but 
rather  controversial  article.  I am  not  sure  what  to 
make  of  it.  He  has  clearly  demonstrated  spasm,  and 
we  all  have  seen  it  during  coronary  artery  surgery. 
There  was  rather  good  correlation,  in  a few  cases, 
between  spasm  and  increased  lactate  extraction  and 
electrographic  changes  of  myocardial  ischemia.  Dr. 
Wallsh  has  demonstrated  that  spasm  may  cause 
myocardial  ischemia,  and  if  it  can  cause  ischemia  it 
can  cause  infarction.  I cannot  say  whether  this 
unique  technique  used  for  coronary  surgery,  namely 
a beating  normothermic  heart,  with  a shunt,  and 
minimal  bypass  is  a factor.  There  are  many  tech- 
niques for  coronary  artery  surgery.  Many  surgeons 
prefer  to  operate  on  hypothermic  hearts,  sometimes 
in  normal  rhvthms,  hut  more  often  in  fibrillation.  In 
a recent  survey  reported  in  the  Journal  of  Thoracic 
and  Cardiovascular  Surgery,  most  preferred  some 
form  of  ischemic  arrest.4  More  recently,  potassium 
cardioplegic  hypothermic  ischemic  arrest  has  been 
used.  The  myocardial  oxygen  consumption  is  clearly 
very  different  from  one  method  to  another.  The 
greatest  oxygen  consumption  must  be  in  the  nor- 
mothermic beating  heart;  the  least  oxygen  con- 
sumption will  be  in  the  myocardium  instantly  ar- 
rested by  cold  potassium  cardioplegia. 

Whatever  technique  is  used,  there  must  be  a time 
factor  that  is  important. 

Dr.  Wallsh  noted  that  spasm  was  sometimes  visible 
before  any  manipulation  was  begun  and  that  it  was 
sometimes  evident  electrographically  before  any 
dissection.  If  spasm  does  occur  I suspect  that  a surer 
way  of  preventing  local  myocardial  ischemia  would 
involve  one  of  the  other  techniques.  We,  of  course, 
may  not  be  observing  spasm  because  we  have  a car- 
dioplegic heart.  The  cardioplegia  may  be  enough  to 
reverse  the  spasm.  The  incidence  of  myocardial 
infarctions  which  Dr.  Wallsh  has  just  given  us  is  re- 
spectably 1owt;  much  higher  incidences  have  been 
reported  in  the  literature.  In  the  first  200  patients 
that  we  did  there  was  a 2.5  percent  incidence  of  new 
Q waves,  underreporting  the  incidence  of  myocardial 
infarction.  While  Dr.  Wallsh  has  demonstrated  good 
evidence  that  spasm  may  be  a factor  I cannot  relate 
this  to  the  coronary  bypass  surgery  practiced  in  the 
United  States.  I congratulate  Dr.  Wallsh  and  trust 
that  my  comments  will  be  taken  as  honest  criti- 
cism. 

Edward  Beattie,  M.D.,  New  York  City.  Are  you 
considering  doing  sympathectomies? 

David  Charles  Schechter,  M.D.,  New  York  City. 
I wish  to  compliment  Dr.  Wallsh  and  his  colleagues 
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for  their  excellent  report,  which  has  many  intriguing 
features.  1 have  never  seen  coronary  artery  spasm, 
although  I have  looked  for  it  assiduously. 

Your  study  brings  to  mind  several  questions,  Gene. 
1 think  that  they  may  be  posed  to  best  advantage 
against  the  backdrop  of  a brief  survey  of  the  check- 
ered history  of  coronary  spasm  in  the  conceptual 
framework  of  myocardial  ischemia.  Heberden's 
epochal  description  of  angina  pectoris  was  a pure 
clinical  narrative.  He  surmised  that  the  condition 
arose  from  a sort  of  cardiac  paroxysm.  Early  in  the 
nineteenth  century,  Laennec  accused  coronary 
spasm,  but  his  opinion  was  eclipsed  bv  substantial 
^postmortem  material  establishing  obliterative  ath- 
erosclerosis as  a near-constant  correlate  of  angina. 
However,  spasm  was  indicated  in  sundry  nonath- 
eromatous  ischemic  states:  “pseudo-angina”  by 

Forbes  and  Latham;  “neurogenic  angina”  by  Lan- 
cereaux;  “stenocardia”  by  Nothnagel,  and  so  forth. 
Precisely  to  chase  away  the  phantom  of  spasm,  amyl 
nitrite  was  introduced  by  Brunton  and  nitroglycerin 
by  Murrell.  The  vasospasm  theory,  although  it 
counted  for  proponents  Huchard,  Osier,  Gallavardin, 
and  other  luminaries,  nevertheless  received  scant 
attention  until  resurrected  by  Prinzmetal.  Selective 
coronary  cineangiography  allowed  at  long  last  visu- 
alization of  functional  arterial  narrowing  in  the  living 
subject.  There  is  little  cavil  nowadays  about  the 
existence  of  coronary  spasm.  Indeed,  the  consensus 
seems  to  be  that  the  phenomenon  may  have  been 
appreciably  underrated,  after  all,  because  its  tran- 
sience and  intermittency  made  it  so  elusive  until 
angiography  gave  visibility  to  what  beforehand  was 
sheer  inference. 

Coronary  vasoconstriction  has  been  observed  both 
as  a solitary  passing  entity  in  nonsclerotic  arteries 
and  as  a concomitant  of  fixed  organic  obstructive 
lesions.  It  has  been  documented  in  connection  with 
iatrogenic  manipulations  during  coronary  angiog- 
raphy, variant  angina,  withdrawal  from  chronic  in- 
dustrial nitroglycerin  exposure,  and  paradoxic  re- 
sponse to  propanolol.  Notable  pecularities  of  spastic 
stenosis  are  that  it  has  a proclivity  for  the  right  cor- 
onary, induces  striking  myocardial  lactate  produc- 
tion, and  frequently  entrains  ventricular  dysrhyth- 
mias and  arterial  hypotension.  Of  coronary  ob- 
structive situations  which  are  technically  amenable 
to  bypass  procedures,  it  is  among  those  least  apt  to 
yield  good  results  in  terms  of  relieving  angina  or 
mortality  rate. 

To  my  knowledge,  t his  is  the  first  time  that  spasm 
has  been  perceived  with  the  naked  eye  on  arterio- 
sclerotic hearts.  If  memory  serves  me  right,  there  is 
on  record  just  one  other  instance,  that  of  MacAlpine 
in  1 973, 5 when  spasm  occurred  fortuitously  on  a heart 
bared  at  operation  in  a case  of  variant  angina  without 
coronary  sclerosis. 

How  have  the  rest  of  us.  who  have  looked  so  hard, 
failed? 

I )id  I )r.  Wallsh  and  his  associates  enjoy  the  unique 
opportunity  of  witnessing  such  a dramatic  event 


owing  to  mere  chance  or  to  reproducible  circum- 
stances? Why  did  they  mainly  encounter  spasm  of 
the  left  anterior  descending  branch  rather  than  of  the 
right  stem?  How  do  they  account  for  the  discrepancy 
in  their  myocardial  lactate  extraction  data  and  those 
of  other  investigators?  Have  they  reexamined  an- 
giograms to  ascertain  whether,  in  retrospect,  there 
were  discernible  clues  pointing  to  vasospasticity? 
What  was  the  temporal  relationship  between  surgery 
and  cessation  of  propranolol  therapy? 

Again,  I congratulate  the  essayists  for  a most  in- 
teresting, informative,  and  provocative  report.  They 
have  alerted  us  to  yet  another  dimension  in  the 
complex  etiopathogenesis  of  myocardial  ischemia, 
and  research  deployed  in  the  sphere  suggested  by 
their  findings  may  aid  materially  in  better  under- 
standing of  that  perplexing  disease. 

Dr.  Wallsh:  I would  like  to  thank  Dr.  Clauss,  Dr. 
Schechter,  and  Dr.  Frater  for  their  very  kind  re- 
marks. I)r.  Schechter’s  very  erudite  review  was  quite 
interesting.  I should  like  to  reemphasize  that  we 
were  not  operating  for  coronary  artery  spasm.  The 
patients  presented  in  this  series  were  selected  from 
a group  with  significant  obstructive  atherosclerotic 
coronary  artery  disease.  We  believe  that  coronary 
spasm  occurs  frequently.  It  possibly  represents  an 
unusual  extension  of  normal  vascular  reactivity.  I 
would  not  like  to  discuss  at  this  time  the  technique 
of  how  we  perform  the  surgery.  This  has  been  pre- 
sented at  other  meetings.  We  believe  our  techniques 
are  physiologically  sound,  facilitate  the  surgery,  and 
do  not  expose  the  patient  to  unnecessary  risks. 

In  response  to  the  question  regarding  denervation 
of  the  coronary  vessels,  I believe  that  a report  is 
presented  in  a recent  Annals  of  Thoracic  Surgery  on 
sympathectomy  for  coronary  spasm.6  The  results 
appear  quite  poor.  I would  like  to  reemphasize  that 
we  were  operating  for  obstructive  coronary  disease 
and  not  for  coronary  spasm. 

I cannot  explain  what  we  saw.  However,  I feel  very 
strongly  that  spasm  does  exist.  We  have  photo- 
graphs of  it,  we  have  demonstrated  it  electrocardi- 
ographically,  and  we  have  correlated  metabolic  evi- 
dence, lactate  extraction,  with  its  clinical  occurrence. 
Our  point  in  presenting  this  report  was  to  demon- 
strate what  we  believe  to  be  the  missing  part  in  the 
clinical  jigsaw  puzzle  of  coronary  spasm,  that  is,  the 
occurrence  of  spasm  in  the  operating  room,  in  pa- 
tients demonstrating  no  preoperative  clinical  evi- 
dence of  its  presence.  In  fact,  residual  atypical  an- 
gina following  coronary  bypass  surgery  may  well  be 
related  to  previously  latent  coronary  artery  spasm. 
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From  the  Chest  Surgical  Service,  Department  of  Surgery, 
Columbia  University  College  of  Physicians  and  Surgeons,  and 
the  Surgical  Service.  Presbyterian  Hospital 

Between  January,  1974,  and  January,  1976,  188 
patients  underwent  isolated  aortic  and  mitral  valve 
replacement  at  the  Columbia  Presbyterian  Medical 
Center  of  New  York.  The  Hancock  glutaral- 
dehyde-preserved  porcine  aortic  valve,  mounted  on 
a flexible  polypropylene.  Dacron-covered  stent,  was 
used  in  all  cases,  96  aortic  and  92  mitral.  There  were 
nine  early  deaths,  an  incidence  of  4.8  percent,  and 
three  late  deaths,  an  incidence  of  1.6  percent.  None 
of  the  early  or  late  deaths  were  directly  attributable 
to  embolic  phenomena  or  valve  dysfunction.  No 
valve  failure  has  occurred.  The  actuarial  survival 
curve  analysis  indicates  98  percent  survival  through 
24  months  of  follow-up,  which  compares  favorably 
with  an  85  percent  survival  with  a ball-valve  pros- 
thesis, such  as  Starr-Edwards,  Bjork-Shiley.  and 
Braunwald-Cutter. 

The  results  in  relation  to  bacterial  endocarditis, 
valve  dysfunction,  and  actuarial  survival  curves, 
when  compared  with  848,  411  aortic  and  437  mitral, 
patients  that  underwent  ball-valve  replacement  be- 
tween 1962  and  1974  and  follow-up  for  12  years, 
suggest  that  the  Hancock  glutaraldehyde-preserved 
heterograft  appears  to  be  a superior  prosthesis.  We 
conclude  that  this  xenograft  prosthesis  is  technically 
and  functionally  a satisfactory  valve  substitute,  as- 
sociated with  a very  low  incidence  of  thromboem- 
bolism. and  we  may  expect  an  excellent  long-range 
performance. 

Discussion 

Dr.  Nolan:  Thank  you,  Dr.  Edie,  for  a precise 
presentation. 

Ottis  Wayne  Isom,  M.D.,  New  York  City.  These 

* By  invitation. 


pectoris  at  rest  with  preservation  of  exercise  capacity,  Circulation 
47:946  (1973). 

6.  Grondin.t  M.,  and  Limet,  R.:  Sympathetic  denervation 
in  association  with  coronary  artery  grafting  in  patients  with 
Prinzmetal's  angina,  Ann.  Thorac.  Surg.  23:  1 1 1 (Feb.)  1977. 

The  following  article  is  abstracted. 


excellent  data  from  Columbia-Presbyterian  Hospital 
confirm  what  I have  feared  for  the  past  year.  May 
I explain My  son  Mark,  a seventh  grader,  rides  the 
school  bus  with  .Jim  Malm’s  daughter,  Sarah.  One 
day  Mark  returned  looking  very  dejected  and  said 
that  “Sarah  told  me  her  daddy  was  a better  heart 
surgeon  than  you  are.  He  was  named  as  one  of  the 
top  ten  heart  surgeons  in  the  Ladies  Home  Journal 
and  you’re  not."  These  results  probably  confirm  the 
Ladies  Home  Journal’s  listing. 

Our  own  data  from  New  York  University  Hospital 
are  not  that  good.  Between  1967  and  1975  we  re- 
placed 1,375  heart  valves  with  the  Starr-Edwards 
cloth-covered  steel  ball  prosthesis.  Included  in  this 
series  were  470  isolated  aortic  valves,  362  mitral 
valves,  129  double  valves,  104  aortic  valves  with 
coronary  bypass,  and  36  mitral  valves  plus  coronary 
bypass.  There  were  also  triple  valve  replacements 
and  some  mitral  and  tricuspid  prostheses  that  re- 
quired replacement.  There  was  an  incidence  of  0.8 
percent  fatal  embolic  and  2.8  percent  nonfatal  ones 
per  year,  resulting  in  a 13.4  percent  incidence  overall 
for  the  period,  obviously  a disturbing  figure. 

In  December  of  1970,  we  stopped  anticoagulating 
our  aortic  and  mitral  valve  replacements  after  one 
year  of  anticoagulation  and  found  that  the  incidence 
of  thromboembolism  with  mitral  valve  replacement 
increased  to  22  percent.  The  aortic  valve  replace- 
ment did  not  seem  to  embolize  as  much.  The  aortic 
cases  for  whom  anticoagulation  therapy  was  not 
stopped  maintained  an  incidence  of  0.9  percent,  but 
the  incidence  rose  to  2.9  percent  when  anticoagula- 
tion was  interrupted.  This  prompted  us  to  return 
to  continuous  anticoagulation  for  the  Starr-Edwards 
prosthesis.  In  the  1.187  patients  who  survived  op- 
eration. 9 percent  exhibited  some  hemorrhagic  epi- 
sode. There  was  an  incidence  of  0.8  percent  fatal 
hemorrhagic  episodes  in  this  period. 

Our  overall  operative  mortality  rate  was  13.7  per- 
cent, or  188  deaths.  The  five-year  survival  rate  fol- 
lowing isolated  aortic  valve  replacement  was  70 
percent;  following  isolated  mitral  valve  replacement 
the  five-year  survival  rate  was  71  percent. 

Obviously,  if  the  hazards  of  thromboembolism  and 
hemorrhage  are  reduced  or  avoided,  the  prognosis  for 
all  these  patients  would  be  better. 

John  E.  Hutchinson,  III,  M.D.,  New  York  City. 
In  1969,  after  a visit  by  Alain  Carpentier,  M.D.,  we 
were  influenced  to  use  some  glutaraldehyde-pre- 
served stented  porcine  heart  valves.  At  this  time, 
this  was  a new  device,  and  we  were  not  clear  as  to 
which  patients  would  be  most  benefited  by  this  type 
of  prosthesis.  We  chose  patients  in  whom  there  was 
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a specific  contraindication  to  warfarin  anticoagula- 
tion. Two  of  the  patients  were  missionaries  who 
lived  in  the  remote  bush  of  Africa.  Because  of  the 
remoteness  of  their  medical  care,  they  could  not  be 
placed  on  anticoagulants.  Other  patients  had  ulcer 
problems  and  could  not  be  anticoagulated  because 
of  bleeding  risks.  Eight  patients  had  porcine  valves 
implanted,  four  in  the  aortic  and  four  in  the  mitral 
position.  Five  of  these  patients  are  still  alive  and  still 
' have  their  porcine  devices  in  place.  One  of  the  pa- 
tients works  in  our  hospital.  He  has  an  aortic  pros- 
thesis and  recently  had  a bout  of  bacterial  endocar- 
ditis. After  treatment  with  intensive  antibiotic 
^ therapy,  his  endocarditis  was  sterilized;  hut  he  has 
aortic  insufficiency  and  will  require  a future  opera- 
tion. 

We  have  been  very  satisfied  with  the  mechanical 
prosthetic  devices,  and  our  long-term  results  with 
these  have  been  excellent.  As  I hear  reports  like 
these  presented  by  Dr.  Malm  and  Dr.  Shumway  and 
their  groups,  the  data  are  sufficiently  impressive  to 
make  me  feel  that  porcine  valves  should  be  used 
certainly  in  the  aortic  position  in  patients  who  have 
relative  or  absolute  contraindications  to  anticoagu- 
lation therapy  or  in  patients  who  do  not  wish  to  fol- 
low the  medical  discipline  that  is  required  of  anti- 
coagulation  therapy. 

Thank  you  for  allowing  me  to  discuss  this  re- 
port. 

Dr.  Wisoff:  My  concern  is  really  with  the  actu- 
arial analysis  of  tissue  grafts,  and  I bring  a repre- 
sentative case  of  what  can  happen  to  a porcine  valve 
in  a child.  We  don’t  know  what  the  future  will  be 
five  or  more  years  from  now  with  this  new  prosthesis. 
Perhaps  children  have  a more  rapid  metabolism  and 
more  of  a chance  to  present  complications  of  tissue 
valves.  A valve  was  removed  from  a child  of  seven. 
At  the  age  of  five,  this  child  had  implantation  of  a 
Hancock  valve  because  of  residual  severe  mitral  in- 
sufficiency following  repair  of  a canal.  Extensive 
dysplastic  calcification  involving  the  porcine  leaflets 
was  noted.  The  surface  pseudoendothelium  re- 
mained intact.  This  child  required  re-replacement 
of  the  mitral  valve.  With  nothing  better  available, 
another  Hancock  porcine  valve  was  used. 

Dr.  Frater:  This  presentation  is  an  excellent 
advertisement  for  the  Hancock  valve,  which,  ac- 
cording to  a recent  survey,  holds  45  percent  of  the 
market.  While  there  is  little  doubt  about  its  worth 
in  terms  of  avoiding  anticoagulation,  there  is  some 
doubt  about  its  long-term  durability.  The  valve  is, 
after  all,  only  high-class  leather.  Dr.  Wisoff’s  valve 
may  somehow  have  slipped  through  the  glutaral- 
dehyde-preserving  process.  There  is  one  serious 
disadvantage  to  this  valve,  and  that  is  the  hemody- 
namic performance  of  the  smaller  sizes.  A 21-mm. 
Hancock  mitral  prosthesis  was  placed  into  a small 
woman  with  a very  small  ventricle.  The  geometri- 
cally measured  orifice  of  this  valve  is  supposed  to  be 
2.01  cm.2.  Postoperative  catheterization  at  nine 
months  demonstrated  a moderately  elevated  pul- 


monary artery  pressure.  The  pulmonary  wedge 
pressure  was  raised;  the  mean  gradient  was  12  mm. 
Hg,  cardiac  output  was  a low  2.56,  and  the  calculated 
mitral  valve  orifice  by  the  Gorlin  formula  was  0.8 
cm.2.  This  valve,  despite  its  relatively  physiologic 
mechanism,  performs  less  well  than  its  geometric 
area  would  indicate.  Our  laboratory  studies  show 
that  the  critical  factor  in  all  prosthetic  valves  is  the 
width  of  the  mounting  ring.  This  width  does  not 
change  for  the  Hancock  valve.  The  width  is  the  same 
for  the  21-mm.  as  for  the  29-mm.  size.  The  en- 
croachment on  the  internal  valve  area  is  greater, 
therefore,  in  the  smaller-size  Hancock  valve.  In 
addition,  this  measurement  does  not  take  into  ac- 
count the  muscle  bridge  which  occurs  in  the  non- 
coronary cusp,  and  this  can  be  very  significant.  The 
cusp  attached  to  the  muscle  bridge,  as  observed  in  the 
pulse  duplicator  by  us,  as  well  as  by  John  Wright  of 
Liverpool,  frequently  does  not  move.  The  Hancock 
device  has  great  attraction  but  falls  short  hemody- 
namically  in  the  smaller  sizes.  There  are  valves  now 
with  better  hemodynamic  performance  in  the  smaller 
sizes.  The  Ionescu  pericardial  xenograft  valve  has 
good  hemodynamic  function  and  a five-year  perfor- 
mance record.  When  it  is  necessary  to  use  a 19-mm. 
or  21-mm.  size,  I think  you  will  find  more  acceptable 
gradients  with  the  Ionescu  than  with  other  biologic 
valves. 

Dr.  Edie:  I would  like  to  thank  the  discussors  for 
their  remarks. 

Recent  reports  have  substantiated  Dr.  Hutchin- 
son’s experience  with  the  durability  of  the  Hancock 
valve  in  the  face  of  infection.  Dr.  Davila  at  the 
January  meeting  of  the  Society  for  Thoracic  Surgery 
cited  10  instances  of  post- Hancock  valve  replacement 
bacteremia,  9 of  which  were  cured  with  antibiotics. 
In  these  patients  there  was  no  valve  dysfunction. 

We  concur  with  Dr.  Wisoff  s concern  for  thrombus 
formation  when  a small  mitral  valve  prosthesis  is 
used.  Dr.  Shumway  has  warned  us  that  the  use  of 
less  than  27-mm.  Hancock  mitral  valve  prosthesis 
may  increase  the  incidence  of  thrombus  formation. 
As  a result,  we  have  attempted  to  use  as  large  a valve 
as  possible  at  all  times,  especially  in  children.  The 
use  of  an  antibiotic  rinse  at  the  time  of  operation  also 
has  been  implicated  in  hastening  stiffening  of  the 
valve  tissue,  promoting  greater  fibrosis  and  the  for- 
mation of  thrombus,  and  I wonder  if  in  Dr.  Wisoff’s 
patient  this  had  been  done. 

We  agree  with  Dr.  Frater  that  there  is  a problem 
with  gradient  across  the  Hancock  valves,  especially 
in  the  smaller  aortic  valves.  The  Hancock  company 
is  attempting  to  modify  its  sewing  ring  to  increase  the 
internal  diameter  and  reduce  gradient.  We  have 
attempted  to  use  at  least  a 25-mm.  Hancock  aortic 
valve  prosthesis,  and  if  necessary,  to  enlarge  the 
aortic  root  to  accompany  that  size. 

Finally,  I would  like  to  thank  Dr.  Isom  for  his  kind 
comments  and  for  his  comparative  studies  with  the 
New  York  University  experience  with  Starr-Edwards 
valve  prostheses.  Thank  you. 
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Erythromycin  was  first  isolated  in  1952  from  a 
strain  of  the  actinomycete  Streptomyces  erythreus 
collected  in  a soil  sample  from  Ilo-Ilo  in  the  Philip- 
pine Archipelago,  and  described  later  that  year  by 
McGuire  et  al.1  Although  several  subsequent 
members  of  this  family  of  antibiotics,  the  macrolides, 
have  been  described,  including  carbomycin,  josamy- 
cin,  kitasamycin,  oleandomycin,  and  rosamicin,  only 
erythromycin  is  clinically  important.  Its  antimi- 
crobial spectrum  includes  many  of  the  commonly 
encountered  infectious  agents,  and  its  25-year  record 
of  therapeut  ic  effectiveness,  safety,  and  relative  lack 
of  toxicity  is  indeed  enviable. 

Chemistry 

Erythromycin  base  is  an  extremely  bitter  crystal- 
line substance,  poorly  soluble  in  water;  it  is  a weak 
base  with  a pK  (dissociation  constant)  of  8.8.  Its 
susceptibility  to  inactivation  by  acid  results  in  de- 
creased absorption  following  exposure  to  gastric  se- 
cretions. Modifications  of  the  drug  have  attempted 
to  improve  absorption  and  subsequent  serum  levels 
by  two  methods.  The  first  involves  providing  a 
protective  enteric  coating  to  shield  the  base  from  acid 
degradation,  frequently  resulting,  unfortunately,  in 
protection  from  absorption  as  well.  The  second 
method  involves  altering  the  chemical  structure  of 
the  molecule  to  decrease  acid  inactivation  by  for- 
mation of  a salt  (the  stearate);  an  ester  (the  ethyl 
succinate  or  propionate);  or  the  lauryl  sulfate  salt  of 
the  propionyl  ester  (the  estolate).  Structural  for- 
mulas for  erythromycin  and  its  derivatives  are  given 
in  Figure  l.2 


CH-,  CH^ 
\3/  3 

N HR' 


Erythromycin  base 

H 

Propionyl  erythromycin 

ch2ch2co 

Erythromycin  estolate 

ch2ch2co 

C12H250S03 

Erythromycin  stearate 

H 

c17h35c0° 

Erythromycin  ethyl  succinate 

ch2ch2oocch2ch2coo 

Erythromycin  lactobionate 

H 

C] 1 Hi gOgCOO 

Erythromycin  gl ucoheptonate 

H 

C6Hi306C00 

FIGURE  1.  Erythromycin.  (Upper)  Drawing  of  chemical 
structure.  (Lower)  Structural  formulas  of  erythromycin  and 
its  derivatives. 

Absorption  and  serum  levels 

Peak  concentrations  of  erythromycin  achievable 
in  the  serum  following  oral  administration  are  related 
to  several  factors,  most  important  of  which  are  the 
chemical  structure  of  the  preparation  and  its  coating, 
number  of  doses  given,  and  when  the  subject  last  ate.3 
"Fable  I summarizes  reported  blood  levels  following 
erythromycin  administration. 

Erythromycin  base  is  absorbed  intact.  Serum 
levels  are  higher  following  administration  in  the 
fasting  state,  especially  if  accompanied  by  aluminum 
hydroxide  gel,14  and  are  proportional  to  the  dose,4 
although  considerable  variation  exists  among 
subjects.5  The  stearate  dissociates  in  the  intestinal 
tract  and  is  also  absorbed  as  the  base.  The  precise 
nature  of  the  coating  in  which  the  base  or  stearate 
preparations  are  supplied  will  affect  both  the  time 
course  and  total  amount  of  absorpt  ion.  The  current 
film-coated  form  of  the  stearate,  for  example,  pro- 
duces higher,  0.67  micrograms  per  milliliter,  hut 
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TABLE  I.  Blood  levels  following  administration  of 
erythromycin  to  adult  subjects313 


Prepara- 
tion and 
Number 

of 

Separate 

Studies 

Num 

l.er 

of 

Sub- 

ject 

Dose 

(mg.) 

Route 

Peak  Mean  Plasma 
or  Serum  Levels 
Time 

After  Micro- 
Last  grams 

Dose  per 

(Hours)  Milliliter 

Base 

2 

61 

500 

Oral 

4 

0.30-1.92 

i 

10 

1,000 

Oral 

4 

1.34 

i 

Stearate 

16 

500 

Rectal 

1 

0.90 

3 

54 

250 

Oral 

2-3 

0.17-0.67 

1 

Ethylsuc- 

cinate 

24 

250  every  six 
hours 

Oral 

2-3 

0.63-1 

1 

23 

400 

Oral 

0.5 

1.13- 

1.38* 

1 

Estolate 

22 

7.5  per  kilogram  Oral 

0.5- 

2.5 

1.52*/ 
0.6  P 

9 

40 

250 

Oral 

2-4 

1.39- 

i 

Lactobion- 

ate 

22 

7.5  per  kilogram 

Oral 

3.5-4 

1.00 

4.24*/ 

1.07* 

1 

Glucohept- 

ate 

2 

500 

Intrave- 

nous 

1 

9.88 

1 

7 

1,000 

Intrave- 

nous 

1 

9.9 

1 

22 

300 

Intrave- 

nous 

2 

2.56 

“ Total  druf;  level  (active  l>ase  plus  inactive  esterl;  see  text 
1 Free  base. 


slightly  delayed  peak  levels  when  compared  with 
earlier  film-coated  preparations  which  peaked  at  0.4 
micrograms  per  milliliter.  Furthermore,  film-coated 
stearate  quite  consistently  produces  excellent  serum- 
levels,  1.51  micrograms  per  milliliter,  following 
multiple  fasting  doses  (Table  I).  This  consistency 
is  an  advantage  over  the  erratic  levels  following  ad- 
ministration of  the  more  acid-susceptible  base. 

In  contrast  to  the  base  or  stearate,  the  estolate  is 
absorbed  as  its  ester,  the  propionate;  and  the  ethyl 
succinate,  already  an  ester,  is  absorbed  largely  un- 
changed.10-15 Estolate  absorption  as  the  propionate 
is  nearly  unaffected  by  ingestion  with  food.16  These 
esters  of  erythromycin,  however,  do  not  possess  sig- 
nificant antibacterial  activity  until  they  have  been 
hydrolyzed  in  serum  to  the  base.15  This  occurs 
slowly  and  incompletely,  and  in  the  case  of  the  esto- 
late, chromatography  of  serum  following  an  oral  dose 
has  shown  that  only  20  percent  of  the  drug  is  avail- 
able as  the  base,  while  80  percent  is  in  the  inactive, 
esterified  form.17  If,  on  the  other  hand,  the  same 
serum  is  used  under  the  artificial  conditions  of  con- 
ventional laboratory  assay  of  serum  erythromycin 
levels,  hydrolysis  to  the  active  base  is  quite  rapid  and 


nearly  complete.1'’  This  provides  an  overestimation 
of  biologically  active  drug  in  the  patient  and  yields 
the  impressive  but  spuriously  high  and  therefore 
probably  irrelevant  levels  given  for  the  esters  in 
'Table  I.  In  fact,  a value  equal  to  or  exceeding  20 
percent,  which  is  the  proportion  of  active  drug,  of  the 
estolate  levels  given  in  'Table  I is  attained  following 
administration  of  t he  base  or  stearate.  An  addit  ional 
factor  which  reduces  the  amount  of  available  drug 
following  estolate  administration  is  the  high  degree 
of  protein  binding  of  its  ester;  by  comparison,  the 
percent  of  nonprotein-bound  and  therefore  available 
drug  is  seven  times  greater  with  erythromycin  base.18 
It  would  seem  that  there  is  no  significant  pharma- 
cologic advantage  of  the  estolate  in  relation  to  other 
forms. 

Methodology  for  distinguishing  the  ethyl  succinate 
ester  from  free  base  has  also  been  described,19  and 
a recent  study  demonstrated  that  a single  oral  non- 
lasting  dose  of  7.5  mg.  per  kilogram  of  erythromycin 
estolate  or  ethyl  succinate,  approximately  the  rec- 
ommended usual  dose  of  the  latter  but  nearly  twice 
the  usual  adult  dose  of  the  former,  produced  peak 
mean  total  (base  plus  ester)  serum  levels  of  4.24  mi- 
crograms per  milliliter  following  estolate  and  1.52 
micrograms  per  milliliter  following  ethyl  succinate 
administration  to  adult  subjects.  Only  1.07  micro- 
grams per  milliliter  and  0.61  micrograms  per  milli- 
liter were  present  as  free  base,  respectively,  and  two 
subjects  were  dropped  from  the  study  because  of 
vomiting  following  multiple  estolate  doses.10 

These  levels  of  free  base  can  be  nearly  equaled  by 
the  administration  of  fasting  doses  of  stearate  (Table 
I).  As  expected,  multiple  doses  of  each  ester  resulted 
in  increasing  serum  levels  of  both  ester  and  free 
base.10 

Consistent  with  the  suggestion  that  the  amount  of 
free  base,  the  active  drug,  is  not  significantly  different 
after  oral  administration  of  usual  clinical  doses  of  the 
stearate,  ethyl  succinate,  or  estolate  is  the  fact  that 
no  substantial  differences  have  been  found  in  studies 
comparing  the  clinical  effectiveness  of  these  com- 
pounds in  the  treatment  of  streptococcal  pharyngitis 
and  a variety  of  respiratory  tract  infections.20-22 

Satisfactory  absorption  of  erythromycin  prepa- 
rations has  been  demonstrated  in  premature  in- 
fants.28 Some  studies  have  suggested  that  pregnant 
women  may  absorb  both  the  base  and  the  estolate 
less  well  than  normal  men  and  nonpregnant 
women.24 

Parenteral  administration  of  erythromycin,  in  the 
form  of  its  water-soluble  lactobionate  or  glucoheptate 
salts,  produces  serum  levels  which  are  consistently 
higher  than  those  achieved  with  the  oral  prepara- 
tions. Rectal  administration  of  erythromycin  base 
produces  serum  levels  approximating  those  following 
oral  administration  (Table  I). 

Distribution,  tissue,  and  body  fluid  levels 

Erythromycin  appears  to  be  distributed  through 
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TABLE  II.  Erythromycin  concentrations  in  body  fluids  and 

tissues25-35 


Site 

Tissue  or 
Fluid  Level, 
Peak  Average 
(Micrograms  per 
Milliliter) 

Ratio  of  Tissue/ 
Simultaneous 
Serum  Level 

Ascites 

1 

0.4 

Bile  (T-tube) 

108.1 

27.7 

Bronchial  secretions 

1.6  to  9.4 

1.6  to  4.5 

Rabbit  Eyes  (aqueous 
humor) 

0.4  to  2.4 

0.7 

Feces 

480 

Fetus 

Fetal  blood  0.02; 
amniotic  fluid 
0.01; 

fetal  liver  0.41  * 

o.oost 

Middle  ear 

0.84 

0.7 

Cow’s  milk 

3.59  to  6.15 

1.7  to  5.4 

Pleural  fluid 

1 to  7.4 

0.7 

Prostatic  fluid 
Spinal  fluid 

0.35 

0.4 

Noninflamed  meninges 

Oto  0.13 

0 to  0.02 

Inflamed  meninges 

0.3  to  2.5 

0.06  to  0.1 

Tonsil  tissue 
Urine 

0.6* 

0.3 

1 dose 

1 to  2 

8 to  15 

>1  dose 

8 to  2,048 

16  to  256 

* Tissue  homogenate  (micrograms  per  milligram). 
+ Maternal  blood. 


total  body  water.  Unlike  many  other  drugs,  which 
are  bound  to  serum  albumin,  erythromycin  is  bound 
to  alpha] -globulin.  The  concentration  of  erythro- 
mycin in  various  tissues  and  body  fluids  is  shown  in 
Table  II.  Diffusion  across  normal  meninges  is  poor, 
although  therapeutic  levels  may  be  attained  in  the 
spinal  fluid  if  meningeal  inflammation  is  present. 
Placental  transfer  produces  low  erythromycin  levels 
in  fetal  blood,  although  it  is  concentrated  in  fetal 
liver.  Moderate  levels  appear  in  pleural  and  ascitic 
fluid,  middle-ear  exudate,  and  tonsil  tissue.  Animal 
studies  reveal  good  penetration  into  aqueous  humor 
and  milk.  The  drug  is  concentrated  in  the  liver, 
excreted  in  bile  in  concentrations  greatly  exceeding 
that  in  serum,  and  is  present  in  feces  in  extremely 
high  levels.  Bronchial  secretions  also  contain 
erythromycin  in  amounts  exceeding  serum  levels. 
Erythromycin  is  one  of  the.  few  antibiotics  which 
penetrates  well  into  prostatic  fluid,  a characteristic 
it  shares  with  trimethoprim.  Although  high  but 
quite  variable  urine  concentrations  are  achieved,  the 
drug  is  only  minimally  excreted  by  this  route  (4.5 
percent  following  oral,36  and  15  percent  after  intra- 
venous administration),  a property  which  facilitates 
its  systemic  use  in  patients  with  renal  failure.  Al- 
kalinization  of  urine  increases  neither  the  urinary 
concentration  nor  total  daily  urinary  excretion  of 
erythromycin  although,  as  shown  in  the  following,  it 
does  enhance  its  antibacterial  activity.36 

Mechanism  of  action 

Erythromycin  base  inhibits  protein  synthesis  in 


susceptible  organisms  by  binding  to  the  50  S ribo- 
some subunit  donor  site  in  the  presence  of  NH4+ 
(ammonium)  or  K+  (potassium)  ions,  thereby  pre- 
venting translocation,37  the  step  in  polypeptide  chain 
formation  which  follows  elongation.  Antibacterial 
activity  is  directly  related  to  ribosomal  binding,  a 
process  which  does  not  occur  in  resistant  organisms.38 
Erythromycin  esters,  especially  the  estolate,  appear 
to  bind  only  minimally,  even  to  erythromycin-sen- 
sitive ribosomes,  probably  accounting  for  their  poor 
antibacterial  activity.15 

Although  it  acts  to  inhibit  protein  synthesis, 
erythromycin  may  he  either  baceriostatic  or  bacte- 
ricidal depending  on  the  sensitivity  of  the  microor- 
ganism and  the  concentration  of  drug.39  Its  effect 
is  most  striking  against  rapidly  dividing  bacteria; 
only  minimal  antibacterial  effect  is  demonstrated 
when  erythromycin  is  added  to  a culture  in  the  sta- 
tionary phase  of  growth.40 

Resistance  to  erythromycin  appears  to  be  related 
to  a unique  plasmid-determined  mechanism,41  and 
it  may  be  constitutive,  that  is,  not  requiring  the 
presence  of  erythromycin  for  expression,  or  inducible, 
in  which  case  the  presence  of  subinhibitory  concen- 
trations of  erythromycin  can  induce  resistance  to 
both  erythromycin  and  lincomycin.  Both  consti- 
tutive and  inducible  resistance  result  from  a change 
in  the  ribosome.  Strains  of  Staphylococcus  aureus 
resistant  to  ervthromycin  have  been  shown  to  contain 
an  enzyme  which  methylates  specific  sites  of  the  50 
S ribosomal  subunit;  erythromycin  can  hind  to  un- 
methylated,  but  not  to  methylated,  ribosomal  RNA 
(ribonucleic  acid).42  Only  the  erythromycin  and 
lincomycin  groups  of  antibiotics  demonstrate  this 
naturally  occurring  resistance,  resulting  from  a 
change  in  the  target  site  of  the  antibiotic  rather  than 
from  a change  in  the  antibiotic  itself.  Gram-negative 
bacteria  may  be  erythromycin-resistant  because  the 
drug  cannot  penetrate  their  cell  walls,  since  proto- 
plasts of  Proteus  mirabilis,  lacking  cell  walls,  are 
sensitive.43  This  form  of  resistance  can  be  overcome 
by  altering  pH  (hydrogen  ion  concentration),  a trick 
which  may  have  clinical  relevance. 

Antibacterial  activity 

Typical  in  vitro  sensitivities  of  organisms  to 
erythromycin  are  summarized  in  Table  III.  Eryth- 
romycin is  highly  active  against  most  gram-positive 
organisms  such  as  S.  aureus,  including  even  peni- 
cillin-resistant, penicillinase-positive  strains;  j 
Staphylococcus  epidermidis;  S.  pyogenes;  S.  I 
pneumoniae;  and  the  viridans  streptococci.  In  ad- 
dition, many  strains  of  Streptococcus  fecalis,  (en- 
terococcus) are  also  erythromycin-sensitive.25’44-45 
It  must  he  noted  that,  especially  in  nosocomial  set- 
tings, resistant  strains  of  staphylococci  may  be  en- 
countered, and  even  the  more  usually  sensitive 
streptococci,  including  S.  pyogenes, 4(1  viridans 
streptococci,47  and  S.  pneumoniae ,48  are,  on  occa 
sion,  resistant,  especially  those  strains  recovered  from 
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TABLE  III.  In  vitro  spectrum  of  erythromycin 


Organism 

Typical*  Minimum 
Inhibitory  Concentration 

r (micrograms  per >, 

milliliter) 

Mean  Range 

S.  aureus 

0.4 

0.005->100 

Streptococcus  pyogenes 

0.04 

0.005-0.8 

Streptococcus  pneumoniae 

0.05 

0.006-0.2 

Streptococcus  viridans 

0.06 

0.02-0.1 

Knterococcus 

1.5 

0.1->400 

Clostridium  perfringens 

0.5 

0.5-5 

L isteria  mon ocyt ogenes 

0.16 

0. 1-0.3 

Corynebacterium  diphtheriae 

0.02 

0.006-0.2 

Actinomyces  israelii 

0.5 

0.2-0.5 

Nocardia  asteroides 

25 

0.2->200 

Neisseria  meningitidis 

0.4 

0. 1-0.8 

Neisseria  gonorrheae 

0.1 

0.005-0.4 

Hemophilus  influenzae 

3.1 

0.1-6 

Hordatella  pertussis 

0.3 

0.02-1.56 

Bacteroides  fragilis 

1.5 

0. 1 2— > 1 28 

Brucella  species 

5 

0.3-10 

Mycoplasma  pneumoniae 

0.005 

0.001-0.01 

Mycobacterium  kansasii 

1 

0.5-2 

Agent  of  Legionnaires’  disease 

<0.5 

* Unusual  strains  may  he  more  resistant. 


patients  recently  treated  with  erythromycin49  and 
those  who  are  immunosuppressed. 48,50  The  rare 
penicillin-resistant  strains  of  the  viridans  strepto- 
cocci, however,  generally  remain  sensitive  to  eryth- 
romycin.51 Gram-positive  bacilli,  such  as  Bacillus 
anthracis,  Clostridium  tetani,  C.  perfringens  (u'el- 
chii),  L.  monocytogenes,  C.  diphtheriae,  and  A.  is- 
raelii are  generally  erythromycin-sensitive  as 
well.25,44,52,53  N.  asteroides  is  variably  sensitive  to 
erythromycin  alone:  ampicillin  and  erythromycin  act 
syntergistically  in  vitro  against  the  majority  of 
strains.54 

Among  gram-negative  organisms,  N.  meningi- 
tidis4445  and  B.  pertussis 55  are  frequently  sensitive 
to  erythromycin,  while  strains  of  B.  fragilis  are 
variably  inhibited,  and  only  a few-  are  killed,  by 
clinically  achievable  levels.56-5.  Erythromycin  and 
cefamandole  exhibit  synergistic  inhibitory  activity 
against  B.  fragilis .58  Some  strains  of  H.  influen- 
2ac45-59  and  Brucella  species 44  are  also  sensitive.  N. 
gonorrheae  is  usually  erythromycin-sensitive,44-60 
but  penicillin-resistant  strains  often  showed  de- 
creased sensitivity  to  erythromycin.61  Although  most 
other  gram-negative  bacteria,  including  the  En- 
terobacteriaceae,  are  generally  quite  resistant  to 
erythromycin,  their  sensitivity  increases  markedly 
at  alkaline  pH.  a result  of  the  fact  that  erythromycin, 
a weak  base,  becomes  progressively  less  ionized  at 
higher  pHs;  therefore,  relatively  more  of  the  drug  is 
present  in  a form  able  to  enter  the  bacterial  cell. 16 
This  property  may  be  used  to  advantage  in  the 
therapy  of  some  gram-negative  urinary  tract  infec- 
tions.62 

Treponema  pallidum,  M.  pneumoniae,  and  mam- 
strains  of  rickettsiae  and  Chlamydia  are  sensitive  to 
erythromycin.44-63  Of  particular  interest  is  the 


susceptibility  to  erythromycin  of  several  atypical 
mycobacteria,  especially  M.  kansasii  and  Myco- 
bacterium scrofulaceum,  despite  the  resistance  of 
Mycobacterium  tuberculosis .64 

Erythromycin  appears  to  be  the  most  active  anti- 
biotic tested  in  vitro  against  the  bacterial  agent  of 
Legionnaires’  disease, 6;’  and  it  has  been  effective  in 
treating  experimental  illness  in  guinea  pigs.66 

Side-effects  and  toxicity 

Erythromycin  is  generally  regarded  as  the  least 
toxic  of  the  commonly  used  antibiotics.  Indeed, 
side-effects  are  few  and  in  general  not  serious.  Al- 
though mild  degrees  of  epigastric  distress,  nausea, 
vomiting,  and  diarrhea  are  fairly  frequently  en- 
countered with  oral  erythromycin,  their  severity  is 
generally  dose-related,  and  these  symptoms  are  only 
rarely  serious  enough  to  require  cessation  of  thera- 
py.6, Abdominal  pain  is  unusual.  Cutaneous 
eruptions,  drug  fever,  and  eosinophilia,  due  to  hy- 
persensitivity, are  also  rare,67  while  renal  toxicity  and 
bone-marrow  depression  have  not  been  reported, 
even  in  patients  with  erythromycin  serum  levels  of 
20  micrograms  per  milliliter,4  or  in  those  treated  with 
8 Gm.  per  day  parenterallv.34  Intramuscular  injec- 
tion of  erythromycin  is  exquisitely  painful,  and  in- 
travenous administration  frequently  produces  severe 
local  pain  during  infusion,  which  may  be  reduced  in 
some  patients  by  slow  administration  of  the  drug. 

The  most  serious  toxicity  of  erythromycin,  cho- 
lestatic hepatitis,  occurs  following  administration  of 
only  one  preparation,  the  estolate.  The  reaction, 
first  reported  in  1961, 68  generally  occurs  in  adults, 
with  onset  10  to  20  days  after  initial  exposure  to 
erythromycin  estolate  and  within  hours  after  second 
exposures.  Clinical  characteristics  include  pre- 
monitory symptoms  of  abdominal  pain,  nausea,  and 
vomiting,  followed  by  the  development  of  jaundice, 
acholic  stools,  dark  urine,  right  upper  quadrant 
tenderness,  and  hepatomegaly.  A diffuse  skin  rash 
may  also  appear.  These  are  accompanied  by  fever, 
leukocytosis,  eosinophilia,  and  elevated  bilirubin, 
alkaline  phosphatase,  and  SGOT  (serum  glutamic 
oxaloacetic  transaminase)  and  SGPT  (serum  glu- 
tamic pyruvate  transaminase)  levels,  the  latter 
measured  by  enzymatic  methods.  The  clinical  pic- 
ture may  mimic  cholecystitis,  but  the  cholecystogram 
findings  are  normal.  Liver  biopsy  reveals  intrahe- 
patic  cholestasis  and  periportal  inflammation  with 
lymphocytes,  neutrophils,  and  many  eosinophils. 
Most  patients  recover  rapidly  after  erythromycin  is 
discontinued.69  The  true  incidence  is  unknown  but 
appears  to  be  relatively  rare,  especially  in  in- 
fants.23-6 ' 

The  hepatotoxic  determinant  appears  to  be  the 
propionyl  ester  linkage  at  the  2'  position70;  cross- 
sensitivity on  challenge  with  other  erythromycin 
preparations  does  not  occur,  while  rechallerge  with 
erythromycin  estolate  results  in  a prompt  recurrence 
of  symptoms.  This  is  thought  to  represent  a hy- 
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persensitivity  reaction,  but  no  immunologic  mecha- 
nism has  yet  been  elucidated.  A similar  syndrome 
has  been  described  following  administration  of  an 
oleandomycin  ester,  another  macrolide  antibiot- 
ic.71 

Although  children  may  be  less  likely  than  adults 
to  develop  hepatic  toxicity,  two  children  receiving 
large  doses  of  the  estolate  over  a short  period  of  time 
developed  unexplained  hypotension  and  unres- 
ponsiveness,72 and  five  otherwise  healthy  infants 
treated  with  erythromycin  estolate  for  minor  skin 
infections  developed  vomiting  1 to  3 days  after  be- 
ginning therapy  and  within  10  days  had  radiographic 
evidence  of  pyloric  stenosis  or  spasm,  developed  a 
palpable  abdominal  mass,  and  had  a classic  lesion  of 
hypertrophic  pyloric  stenosis  found  at  operation.73 

Since  there  is  no  evidence  of  superiority  of  the  es- 
tolate over  other  erythromycin  preparations  with 
respect  to  clinical  efficacy  in  the  treatment  of  infec- 
tions, it  is  difficult  at  this  writing  to  justify  exposing 
patients  to  the  risks  of  morbidity  associated  with  this 
drug. 

Sensorineural  hearing  loss  has  appeared  as  a very 
rare  complication  of  therapy  with  erythromycin,  in 
five  patients  treated  with  the  intravenous  lacto- 
bionate,74’75  two  of  whom  received  4.2  Gm.  during  12 
hours,  and  in  two  patients  who  received  rather  large 
doses  of  oral  erythromycin.476  Marked  bilateral 
deafness  appeared  within  one  to  two  days,  occa- 
sionally within  two  to  three  hours,  after  receiving 
erythromycin,  and  was  gradually  reversible  after 
discontinuing  the  drug. 

Although  suprainfection  with  gram-negative  or- 
ganisms or  fungi  and  yeast,  including  vaginitis  due 
to  Candida  albicans,  may  follow  erythromycin 
therapy,  this  occurs  less  frequently  than  with  tetra- 
cycline and  other  broader-spectrum  antibiotics. 

Interference  with  laboratory  tests 

The  presence  of  erythromycin  in  body  fluids  may 
produce  an  artifactual  alteration  in  the  results  of 
clinical  laboratory  tests  due  to  interference  with 
analytic  procedures.  False  increases  have  been  re- 
ported in  laboratory  measurements  of  urinary  cate- 
cholamines (due  to  interfering  fluorescence);  urinary 
17-hydroxycoricosteroids;  and  SGOT,  if  measured 
by  colorimetric  methods  employing  dinitro- 
phenylhydrazine  or  a diazonium  salt,  hut  not  when 
assayed  bv  more  specific  enzymatic  methods  mea- 
suring NADH  (nicotinamide  adenine  nucleotide 
dehydrogenase)  oxidation.  This  colorimetric  in- 
terference may  complicate  interpretation  of  liver 
function  tests  of  a patient  receiving  erythromycin 
estolate,  itself  a potential  hepatotoxin.  Serum  folate 
levels  may  be  falsely  decreased  due  to  inhibition  of 
growth  of  Lactobacillus  casei,  the  assay  organism, 
but  are  not  affected  if  a chromatographic  procedure 
is  employed.  The  presence  of  iodine  in  erythromycin 
tablet  or  granule  coatings  provides  a potential  source 
of  variation  in  radioiodine  uptake.77 


Incompatibility  with  other  drugs 

Physical  or  chemical  incompatibility  during  ad- 
ministration may  occur  between  erythromycin 
preparations  and  vitamin  B complex,  ascorbic  acid, 
cephalothin,  tetracycline,  colistin,  chloramphenicol, 
heparin,  metaraminol,  and  diphenylhydantoin.78 

Room  D6-5 
Mount  Sinai  Services  at 
City  Hospital  Center  at  Elmhurst 
79-01  Broadway 
Elmhurst,  New  York  11373 

References 

1.  McGuire,  J.  M.,  et  al.:  Ilotycin,  a new  antibiotic,  Antibi- 
otics & Chemother.  2:  281  (1952). 

2.  Windholz,  M.,  Ed.:  The  Merck  Index,  9th  ed.,  Rahway, 
New  Jersey,  Merck  & Co.,  1976,  p.  419. 

3.  Grigsby,  M.  E.,  Johnson,  J.  B.,  and  Simmons,  G.  W.:  Some 
laboratory  and  clinical  experiences  with  erythromycin,  Antibiotics 
& Chemother.' 3: 1029  (1953). 

4.  Griffith,  R.  S.:  Blood  levels  and  clinical  results  with 

erythromycin,  in  Welch,  H.,  Ed.:  Antibiotic  Annual  1954-1955, 
New  York,  Medical  Encyclopedia,  Inc.,  1955,  p.  269. 

5.  Griffith,  R.  S.,  and  Black.  H.  R.:  A comparison  of  blood 
levels  after  oral  administration  of  erythromycin  and  erythromycin 
estolate.  Antibiotics  & Chemother.  12:  398  (1962). 

6.  Tarsi,  R.,  and  Vitali,  C.:  Studio  dei  livelli  sierici  ed  urinari 
dell’  eritromicina  somminestrata  per  via  rettale,  Ann.  Sclavo  18: 
601  (July-Aug.)  1976. 

7.  Serum  levels  after  oral  administration  of  Ervthrocin  stea- 
rate, in  Study  75-140,  Bioavailability  Records,  North  Chicago, 
Illinois.  Abbott  Laboratories,  1975,  p.  1. 

8.  Clapper,  W.  E.  Mostyn,  M.,  and  Meade,  G.  H.:  An  eval- 
uation of  erythromycin  stearate  and  propionyl  erythromycin  in 
normal  and  hospitalized  subjects,  Antibiot.  Med.  7:  91  (1960). 

9.  Serum  levels  after  oral  administration  of  Erythrocin  eth- 
vlsuccinate  granules,  in  Study  73-189,  Bioavailability  Records, 
North  Chicago,  Illinois,  Abbott  Laboratories,  1973,  p.  1. 

10.  Bechtol,  L.  D.,  et  al.:  Erythromycin  esters — comparative 
in  vivo  hydrolysis  and  bioavailabilitv,  Current  Therap.  Res.  20: 
610  (Oct  j 1976. 

11.  Bell,  S.  M.:  A comparison  of  absorption  after  oral  ad- 
ministration of  erythromycin  estolate  and  erythromycin  stearate, 
M.  J.  Australia  2:  1280  ( 1971). 

12.  Serum  levels  of  erythromycin  after  constant  rate  intra- 
venous infusion  of  500  mg.  of  Erythrocin  lactobionate,  in  Study 
75-158,  Bioavailability  Records,  North  Chicago,  Illinois,  Abbott 
Laboratories,  1975,  p.  1. 

13.  Geraci,  J.  E.,  Mart  in,  W.  J.,  Nichols,  D.  R.,  and  Larson,  L. 
W.:  The  intravenous  use  of  erythromycin  glucoheptonate,  Mayo 
Clin.  Proc.  29:536  (1954). 

14.  Josselyn,  L.  E.,  and  Sylvester,  J.  C.:  Absorption  of  eryth- 
romycin, Antibiotics  & Chemother.  3:  63  (1953). 

15.  Tardrew,  P.  L„  Mao,  J.  C.,  and  Kenney,  D.:  Antibacterial 
activity  of  2'-esters  of  erythromycin,  Appl.  Microbiol.  18:  159 
(1969)] 

16.  Griffith,  R.  S.,  and  Black,  H.  R.:  Comparison  of  the  blood 
levels  obtained  after  single  and  multiple  doses  of  erythromycin 
estolate  and  erythromycin  stearate,  Am.  J.  M.  Sc.  247:  69 
(1964). 

17.  Stephens,  V.  C.,  et  al.:  A study  of  the  behavior  of  propi- 
onyl erythromycin  in  blood  by  a new  chromatographic  method, 
•J.  Antibiotics  22:  551  (1969). 

18.  Wiegand,  R.  G.,  and  Chun,  A.  H.:  Serum  protein  binding 
of  erythromycin  and  erythromycin  2'-propionate  ester,  J.  Pharm. 
Sc.  61:425  (1972). 

19.  Richard,  G.,  Radecka,  C.,  Hughes,  D.  W.,  and  Wilson,  W. 

L.:  Chromatographic  differentiation  of  erythromycin  and  its 

esters.  J.  Chromatography  67:  69  ( 1972). 

20.  Billow,  B.  W.,  Thompson,  E.  A.,  Stern,  A.,  and  Florio,  A.: 
A clinical  study  of  erythromycin:  a comparative  evaluation  of 
several  salts,  Current  Therap.  Res.  6:  381  (1964). 

21.  Janicki,  R.  S.,  et  al.:  Comparison  of  erythromycin  ethyl 
succinate,  stearate  and  estolate  treatments  of  group  A strepto- 
coccus infections  of  the  upper  respiratory  tract,  Clin,  pediat.  1 4: 
1098  (Dec.)  1975. 

22.  Ryan  D.  C.,  Dreher,  G.  H.,  and  Hurst,  J.  A.:  Estolate  and 
stearate  forms  of  erythromycin  in  the  treatment  of  acute  beta 


2092  New  York  State  Journal  of  Medicine/November  1977 


haemolytic  streptococcal  pharyngitis,  M.  .J.  Australia  I:  20 
( 1972). 

23.  Burns,  1,.,  and  Hodgman,  J.:  Studies  of  prematures  given 
ervthromycin  estolate,  Am.  .1.  I)is.  Child.  106:  280  (1963). 

24.  Philipson,  A.,  Sabath,  L.  I).,  and  Charles,  I).:  Erythro- 
mycin and  clindamycin  absorption  and  elimination  in  pregnant 
women,  Clin.  Pharmacol.  Therap.  19: 68  (Jan.)  1976. 

25.  Heilman,  F.  R.,  Herrell.  W.  E.,  Wellman,  W.  E.,  and  Geraci, 
J.  E.:  Some  laboratory  and  clinical  observations  on  a new  anti- 
biotic, erythromycin  (Ilotycin),  Mayo  Clin.  Proc.  27:  285  (1952). 

26.  Lopez-Belio,  M.,  Takimura,  V.,  Fornatto,  E.  J.,  and  Hol- 
inger,  P.  H.:  Erythromycin  in  the  bronchial  tree  after  oral,  in- 
travenous and  aerosol  adminstration,  in  Welch,  H.,  Ed.:  Anti- 
biotic Annual  1956 -1957,  New  York,  Medical  Encyclopedia.  Inc., 
1957,  p.  152. 

27.  Querengesser,  E.  I.,  and  Ormsby,  H.  L.:  Ocular  penetra- 
tion of  erythromycin,  Canad.  M.  A.  J.  72:  198  ( 1955). 

28.  Lee,  C.  C.,  and  Froman,  R.  0.:  Passage  of  erythromycin 
into  the  aqueous  humor.  Antibiotics  & Chemother.  II:  107 
(1961). 

29.  Philipson,  A.,  Sabath,  L.  1).,  and  Charles,  I).:  Transpla- 
cental passage  of  erythromycin  and  clindamycin.  New  England 
•I.  Med.  288:  1219  0973). 

30.  Bass,  .J,  W.,  Steele,  R.  W.,  Wiebe,  R.  A.,  and  Dierdorff,  E. 
P.:  Erythromycin  concentrations  in  middle  ear  exudates,  Pedi- 
atrics 48:417  (1971). 

31.  Rasmussen,  F.:  Mammary  excretion  of  benzylpenicillin, 
erythromycin,  and  penethamate  hydroiodide,  Acta  pharmacol. 
et  toxicol.  ll>:  194  (1959). 

32.  Lopez-Belio,  M.,  Takimura,  Y.,  Fox,  R.  T.,  and  Lees,  W. 
\L:  Clinical  and  laboratory  experiences  with  erythromycin  in 
treatment  of  thoracic  empyema,  in  Welch,  H.,  Ed.:  Antibiotic- 
Annual  1955-1956,  New  York,  Medical  Encyclopedia.  Inc.,  1956, 
p.  39. 

33.  Borski,  A.  A..  Pulaski,  E.  J.,  Kimbrough,  -J.  C.,  and  Fusillo, 
M.  H.:  Prostatic  fluid,  semen,  and  prostatic  tissue  concentrations 
of  the  major  antibiotics  following  intravenous  administration. 
Antibiotics  & Chemother.  4:  905  ( 1954). 

34.  Romansky,  M.  J.,  Nasou,  J.  P.,  Davis,  D.  S.,  and  Ritts,  R. 
E.:  The  treatment  of  one  hundred  and  seventy-one  patients  with 
erythromycin,  including  one  hundred  and  thirty-two  with  bacterial 
pneumonia,  in  Antibiotic  Annual  1955  1956.  1956,  p.  48. 

35.  Ginsburg,  C.  \L,  McCracken,  G.  H.,  Jr.,  and  Culbertson, 
M.  C..  Jr.:  Concentrations  of  erythromycin  in  serum  and  tonsil: 
comparison  of  the  estolate  and  ethyl  succinate  suspensions,  J. 
Pediat.  89:  1011  (Dec.)  1976. 

36.  Sabath,  L.  D..  Gerstein,  D.  A..  Loder.  P.  B..  and  Finland, 
M.:  Excretion  of  erythromycin  and  its  enhanced  activity  in  urine 
against  gram-negative  bacilli  with  alkalinization,  J.  Lab.  & Clin. 
Med.  72:916  (1968). 

37.  Oleinick.  N.  L.,  and  Corcoran.  J.  W.:  Two  types  of  binding 
of  erythromycin  to  ribosomes  from  antibiotic-sensitive  Bacillus 
subtilis  168,  J.  Biol.  Chem.  244:  727  ( 1969). 

38.  Tanaka.  K..  et  al.:  Erythromycin-resistant  mutant  of 
Escherichia  coli  with  altered  ribosomal  protein  component. 
Science  162:  576  (1968). 

39.  Unger,  L..  and  Kisch,  A.:  Observations  on  bacteriostatic 
and  bactericidal  action  of  erythromycin,  Proc.  Soc.  Exper.  Biol. 
& Med.  98:176(1958). 

40.  Haight,  T.  H.,  and  Finland,  M.:  Observations  on  mode 
of  action  of  erythromycin,  ibid.  81:  188  (1952). 

41.  Yagi,  Y.,  Franke.  A.  E.,  and  Clewell,  D.  B.:  Plasmid-de- 
termined resistance  to  erythromycin:  comparison  of  strains  of 
Streptococcus  faecalis  and  Streptococcus  pyogenes  with  regard 
to  plasmid  homology  and  resistance  inducibility.  Antimicrob. 
Agents  Chemother.  7:  871  (June)  1975. 

42.  Lai,  C.  J.,  and  Weisblum.  B.:  Altered  methylation  of  ri- 
bosomal RNA  in  an  erythromycin-resistant  strain  of  Staphylo- 
coccus aureus,  Proc.  Nat.  Acad.  Sc.  USA  68:  856  ( 1971 ). 

43.  Gutman.  L.  T..  Schaller,  -J.,  and  Wedgwood.  R.  J.:  Bac- 
terial L-forms  in  relapsing  urinarv-tract  infection,  Lancet  1:  464 
(1967). 

44.  Erythromycin.  A review  of  its  properties  and  clinical 
status,  North  Chicago,  Illinois,  Abbott  Laboratories,  Scientific 
Divisions,  1966. 

45.  Sabath.  L.  D.,  Stumpf,  L.  L.  Wallace.  S.  J„  and  Finland, 
M.:  Susceptibility  of  Diplococcus  pneumoniae,  Hemophilus  in- 
fluenzae. and  Neisseria  meningitidis  to  23  antibiotics,  Antimicrob. 
Agents  Chemother.  10:  53  (1970). 

46.  Dixon,  J.  M.,  and  Lipinski,  A.  E.:  Resistance  of  group  A 
beta-hemolytic  streptococci  to  lincomycin  and  erythromycin. 
Antimicrob.  Agents  Chemother.  1:  333  (1972). 

47.  Sprunt,  K.,  Leidy,  G..  and  Redman.  W.:  Cross  resistance 


between  lincomycin  and  erythromycin  in  viridans  streptococci, 
Pediatrics  46:  84  ( 1970). 

IH  Parker,  R.  H..  Davison,  R.,  Paterson,  P.  Y.,  and  Madden, 
G.  M Erythromvcin-resistant  pneumococcal  osteomyelitis,  Am. 
J.  Med.  48:  132(1970). 

49  Dixon,  J.  M.:  Pneumococcus  resistant  to  erythromycin 
and  lincomycin,  Lancet  I:  573  (1967). 

50  Medofl,  G.:  Pneumonia  caused  by  a pneumococcus  re- 
sistant to  erythromycin  and  lincomvcin,  Missouri  Med.  71:  496 
(1974). 

;>L  Paterson,  P.  Y.,  and  Madden  G.  M.:  Occurrence  and 
erythromycin  susceptibility  of  penicillin-resistant  viridans 
streptococci  in  rheumatic  fever  patients  on  oral  penicillin  pro- 
phylaxis. Antimicrob.  Agents  Chemother.  8:  323  (1968). 

52.  Herrell,  VV . E..  Balows,  A.,  and  Dailey,  J.  S.:  Erythromycin 
in  the  treatment  o(  actinomycosis,  Antibiotic  Med.  1:  507 
(1955). 

53.  Zamiri,  I.,  and  McEntegart,  M.  G.:  The  sensitivity  of 
diphtheria  bacilli  to  eight  antibiotics,  J.  Clin.  Path.  25:  716 
(1972). 

54.  Finland,  M.,  Bach,  M.  C.,  Garner,  C.,  and  Gold,  O.:  Syn- 
ergistic action  of  ampicillin  and  erythromycin  against  Nocardia 
asteroides:  effect  of  time  of  incubation,  Antimicrob.  Agents 
Chemother.  5:  344  (1974). 

55.  Bass,  J.  W..  Crast,  F.  W.,  Kotheimer,  J.  B.,  and  Mitchell, 
1.  A.:  Susceptibility  of  Bordatella  pertussis  to  nine  antimicrobial 
agents.  Am.  J.  Dis.  Child.  1 17:  276  (1969). 

56.  Kislak,  J.  Y\  .:  The  susceptibility  of  Bacteroides  fragilis 
to  24  antibiotics,  J.  Infect.  Dis.  125:  295  (1972). 

57.  Zabranskv,  R.  J.,  Johnston,  J.  A.,  and  Hauser,  K.  J.: 
Bacteriostatic  and  bactericidal  activities  of  various  antibiotics 
against  Bacteroides  fragilis,  Antimicrob.  Agents  Chemother.  3: 
152  (1973). 

58.  Griffith,  R.  S..  Brier.  G.  L.,  and  Wolny,  J.  D.:  Synergistic- 
action  of  erythromycin  and  cefamandole  against  Bacterodes  fra- 
gilis subsp.  fragilis,  Antimicrob.  Agents  Chemother  1 1:  813  (May) 
1977. 

59.  McLinn,  S.  E.,  Nelson,  -J.  D.,  and  Haltalin,  K.  C.:  Anti- 
microbial susceptibility  of  Hemophilus  influenzae,  Pediatrics  45: 
827  (1970). 

60.  Finland,  M.,et  al.:  Susceptibility  of  Neisseria  gonorrhoeae 
to  66  antibacterial  agents  in  vitro,  J.  Am.  Vener.  Dis.  A.  2:  33 
(Mar.)  1976. 

61.  Percival.  A.,  et  al.:  Penicillinase-producing  gonococci  in 
Liverpool,  Lancet  2:  1379  (Dec.  25)  1976. 

62.  Zinner.  S.  H.,  Casey,  J.  I.,  Sabath.  L.  D.,  and  Finland,  M.: 
Erythromycin  and  alkalinisation  of  the  urine  in  the  treatment  of 
urinarv-tract  infections  due  to  gram-negative  bacilli,  ibid.  1:  1267 
(1971). 

63.  -Jao,  R.  L.,  and  Finland,  M.:  Susceptibility  of  Mycoplasma 
pneumoniae  to  21  antibiotics  in  vitro,  Am.  J.  M.  Sc.  253:  639 
(1967). 

64.  Molavi,  A.,  and  Weinstein,  L.:  In-vitro  activity  of  eryth- 
romycin against  atypical  mycobacteria,  J.  Infect  Dis.  123:  216 
(1971). 

65.  Follow-up  on  Legionnaires'  disease,  Epidemiologic  notes 
and  reports.  Morbidity  and  Mortality  Weekly  Report  26:  1 1 1 I Apr. 
8)  1977. 

66.  Follow-up  on  Legionnaires’  disease — Pennsylvania,  Epi- 
demiologic notes  and  reports,  ibid.  26:  152  (May)  1977. 

67.  Kuder,  H.  V.:  Propionyl  erythromycin.  A review  of 

20,525  case  reports  for  side  effect  data,  Clin.  Pharmacol.  Therap. 
1:604(1960). 

68.  Kohlstaedt,  K.  G.:  Propionyl  erythromycin  ester  lauryl 
sulfate  and  jaundice,  J.A.M.A.  178:  89  (1961). 

69.  Braun,  P.:  Hepatotoxicity  of  erythromycin,  J.  Infect.  Dis. 
119:  300(1969). 

70.  Tolman,  K.  G.,  Sannella,  J.  J.,  and  Freston,  J.  W.: 
Chemical  structure  of  erythromycin  and  hepatotoxicitv,  Ann.  Int. 
Med.  81:58(1974). 

71.  Ticktin,  H.  E.,  and  Robinson,  M.  M.:  Effects  of  some 
antimicrobial  agents  on  the  liver.  Ann.  New  York  Acad.  Sc.  104: 
1080(1963). 

72.  Carr,  W.  G.:  Letter:  LInusual  reaction  to  erythromycin, 
Canad.  M.  A.  J.  114:  21  (Jan.  10)  1976. 

73.  Filippo,  J.  A.:  Infantile  hypertrophic  pyloric  stenosis 

related  to  ingestion  of  erythromycin  estolate:  A report  of  five 
cases,  J.  Pediat.  Surg.  1 1: 177  (Apr.)  1976. 

74.  Karmody,  C.  S.,  and  Weinstein,  L.:  Reversible  sensori- 
neural hearing  loss  with  intravenous  erythromycin  lactobionate, 
Ann.  Otol.  Rhin.  & Larvng.  86:  9 (Jan. -Feb.)  1977. 

75.  Mintz,  U.,  Amir,  J.,  Pinkhas,  J.,  and  deVries,  A.:  Tran- 
sient perceptive  deafness  due  to  erythromycin  lactobionate, 


November  1977/New  York  State  Journal  of  Medicine  2093 


J.A.M.A.  225:  1122  (1973). 

76.  Eckman,  M.  R.,  Johnson,  T.,  and  Riess,  R.:  Letter: 

Partial  deafness  after  erythromycin,  New  England  J.  Med.  292: 


649  (Mar.)  1975. 

77.  Young,  D.  S.,  Pestaner,  L.  C.,  and  Gibberman,  V .: 


Effects 


of  drugs  on  clinical  laboratory  tests,  Clin.  Chem.  21:  ID  (Apr.) 
1975. 

78.  Martin,  E.  W.:  Hazards  of  Medication,  Philadelphia,  J. 
B.  Lippincott,  1971,  p.  237. 


Part  II  will  appear  in  the  December  issue  of  the  Journal. 


MEP/CAL 


“Last  night  we  ate  out  and  pair:  $9.95  for  Boeuf  a la  Henri.  Generic  term:  Hamburger!” 


2094  New  York  State  Journal  of  Medicine/No . nber  1977 


School  Health 
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Measles  Immunity 

Report  of  countywide  school  survey 
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In  light  of  large  outbreaks  of  measles  which  oc- 
curred in  several  junior  and  senior  high  schools 
throughout  Nassau  County,  New  York,  in  1976,  a 
school  immunization  survey  was  undertaken  by  the 
county  health  department  in  January,  1977.  A short 
questionnaire  was  mailed  to  the  school  nurses  in  400 
elementary,  junior  high,  and  senior  high  schools  to 
ascertain  the  measles-susceptible  pool  of  children 
currently  attending  school.  After  several  weeks  of 
auditing  and  updating  the  individual  pupil  health 
records,  the  nurses  in  277  schools  completed  the 
questionnaires  and  returned  them  to  the  department. 
This  represented  a 69  percent  sampling  of  the  total 
school  age  population  in  the  county. 

As  specified  in  the  questionnaire,  “adequate  im- 
munity” was  defined  as  fulfillment  of  any  of  the 
following  criteria: 

1.  History  of  natural  measles  (disease). 

2.  History  of  live  measles  vaccine  after  one  year  of 
age. 

“Inadequate  immunity”  was  defined  as  the  ab- 
sence of  either  of  the  aforementioned  criteria  and 
included  the  relatively  small  number  of  records 
where  the  measles  history  was  unknown. 

Findings 

The  gathered  data  indicated  an  alarmingly  high 
porportion.  42  percent  of  senior  high  school  students, 
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TABLE  I.  Measles  immunity:  status  of  Nassau  County 
students,  1976  to  1977,  by  age  groups 

r . Age  Croups ■, 

5 to  9 Years  10  to  14  Years  45  to  1!)  Years 
Nature  of  Num-  Per-  Num-  Per-  Num-  Per- 


Immunity 

ber  cent 

ber 

cent 

ber  cent 

Adequate 

47,080  78 

55,529 

74 

26,743  58 

Inadequate 

13,496  22 

19.021 

26 

19,321  42 

Totals 

60,576 

74,550 

46,064 

TABLE  II.  Measles  immunity  status  of  Nassau  County 
students,  1976  to  1977,  summary 

Nature  of  Immunity  Number  (Percent) 

Adequate  129,352  (71) 

Inadequate  51,838  (29) 

Total  students  surveyed  181,190  


ages  15  to  19.  who  comprised  a susceptible;  epi- 
demic-potential population  (Table  I).  In  New  York 
State,  the  measles  immunization  mandate  for  all 
school  enterers.  Public  Health  Law  2164,  was  passed 
in  1968.  Therefore,  the  cohorts  in  the  contemporary 
senior  high  school  population  had  entered  kinder- 
garten before  measles  vaccine  was  required  for  ad- 
mission (Table  II). 

The  data  in  Table  II  reflect  the  overall  low  level. 
71  percent  , of  measles  immunity  in  all  school  children 
in  this  large,  middle-income  suburban  county.  For 
several  years  after  the  measles  vaccine  was  licensed 
in  1963,  many  physicians  were  immunizing  children 
between  9 and  12  months  of  age,  according  to  existent 
national  recommendations.  The  minimum  age  was 
set  at  12  months  in  1970,  and  in  October.  1976,  the 
Committee  on  Infectious  Diseases  of  the  American 
Academy  of  Pediatrics  raised  the  age  to  15  months. 
As  a consequence  of  these  changing  age  guidelines, 
many  elementary  and  junior  high  school  students 
may  now  he  inadequately  protected  because  of  their 
“premature”  measles  immunization. 

Conclusion 

The  results  of  the  survey  reinforced  the  urgent 
need  of  a county-wide  concerted  effort  to  stimulate 
parents,  physicians,  school  nurses,  and  pediatric 
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clinics  to  carefully  review  immunization  records  of 
all  school-age  children  under  their  care,  as  well  as  to 
vaccinate  all  those  identified  as  “inadequately  im- 
munized” children,  either  through  private  practice 
or  public  programs  at  schools  and  clinics. 

During  the  school  year  1976  to  1977,  this  plan  of 
action  was  inaugurated  and  activated  by  the  multi- 
agency Nassau  Immunization  Action  Committee  in 
collaboration  with  the  local  medical  practitioners, 


Let’s  try  the  Laying  on  of  hands. 


pediatric  society,  hospitals,  schools,  and  health  de- 
partment. If  further  school  measles  epidemics  are 
to  be  prevented,  this  type  of  plan  must  be  vigorously 
replicated  throughout  the  State,  beginning  in  the  fail 
of  the  year. 

Nassau  County  Department  of  Health 
240  Old  Country  Road 
Mineola,  N.Y.  11501 
(DR.  SCHELL) 


2096  New  York  Stato  Journal  of  Medicine/November  1977 


• Convenient  dosage  • Economical  • Two  easy-to-take  flavors 


Indications:  K-Lyte  is  an  oral  potassium  supplement 
for  therapy  or  prophylaxis  of  potassium  deficiency. 
It  is  particularly  useful  when  thiazide  diuretics,  cor- 
ticosteroids, or  severe  vomiting  and  diarrhea  cause 
excessive  excretory  potassium  losses;  and  when 
dietary  potassium  is  low.  Carefully  monitored,  it  may 
also  be  useful  for  potassium  replacement  where  dig- 
italis intoxication  results  in  cardiac  arrhythmias. 
Contraindications:  Impaired  renal  function  with  oli- 
guria or  azotemia;  Addison's  disease,  hyperkalemia 
from  any  cause 

Warnings  and  Precautions:  Since  the  amount  of  po- 
tassium deficiency  may  be  difficult  to  determine 
accurately,  supplements  should  be  administered 
with  caution,  and  dosages  adjusted  to  the  require- 
ments of  the  individual  patient.  Potassium  intoxica- 


tion rarely  occurs  in  patients  with  normal  kidney 
function.  Symptoms  of  potassium  intoxication  are 
variable.  They  include  listlessness,  mental  confusion, 
and  tingling  of  the  extremities.  Frequent  checks  of 
the  clinical  status  of  the  patient,  ECG.  and  serum 
potassium  level  are  desirable.  In  established  hypo- 
kalemia, attention  should  also  be  directed  toward 
other  potential  electrolyte  disturbances.  Potassium 
supplements  should  be  given  cautiously  to  digitalized 
patients  and  such  patients  should  be  monitored  by 
ECG  for  cardiac  irregularities.  To  minimize  the  pos- 
sibility of  gastrointestinal  irritation  associated  with 
the  oral  ingestion  of  concentrated  potassium  salt 
preparations,  patients  should  be  carefully  directed 
to  dissolve  each  dose  completely  in  the  stated 
amount  of  water. 


Adverse  Reactions:  Nausea,  vomiting,  diarrhea,  and 
abdominal  discomfort  may  occur  with  the  use  of 
potassium  salts. 

Dosage  and  Administration:  Adults:  1 tablet  (25  mEq. 
potassium)  completely  dissolved  in  3 to  4 ounces  of 
cold  or  ice  water,  2 to  4 times  daily,  depending  upon 
the  requirements  of  the  patient.  The  normal  adult 
daily  requirement  is  approximately  50  mEq.  of  ele- 
mental potassium.  NOTE:  It  is  suggested  that  this 
product  be  taken  with  meals  and  sipped  slowly  ever 
a 5-10  minute  period. 

How  Supplied:  K-Lyte  effervescent  tablets  (orange  or 
lime  flavors)  cartons  of  30  and  250. 
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Does  it  influence  your  choice  of 
a peripheral/cerebral  vasodilator? 


Vasodilan-compatible  with  coexisting  diseases 
(e.g.,  glaucoma,  diabetes) 

Vasodilan  has  not  been  reported  to  affect  the  course  of  coexisting  disease;  it  has 
not  been  reported  to  affect  blood  sugar  levels  or  to  raise  intraocular  pressure. 


Vasodilan-compatible  with  concomitant  therapy 

Vasodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
it  iscompatible  with  such  drugsas  hypoglycemicsand  miotics. 


Vasodilan-compatible  with  your  total  regimen  for 
vascular  insufficiency 

Vasodilan  can  be  a valuable  adjunct  in  planning  a total  therapeutic  program  for 
vascular  insufficiency. 


•Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  the  FuA  has 
classified  the  indications  as  follows 
I Possibly  Effective 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 
| 2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans  throm- 
boangiitis obliterans  (Buerger  s Disease)  and  Raynaud's  disease 
Final  classification  of  the  less-than-effective  indications  requires  further  in- 
I vestigation 

Composition:  Vasodilan  tablets  isoxsuprme  HCI  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprme  HCI,  5 mg  per  ml 
Dosage  and  Administration:  Oral  10  to  20  mg three  or  four  times  daily 
Intramuscular  5 to  10  mg  ( 1 or  2 ml.)  two  or  three  times  daily  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 


Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprme,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  ana  Unit  Dose:  Tablets. 
20  mg . bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg.  per 
2 ml.  ampul,  box  of  six  2 ml.  ampuls. 

U S Pat  No  3.056.836 


(ISOXSUPRINE  HCI) 

20  mg  q.i.d.  recommended  dosage 
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Blocking  Agents 
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Although  the  role  of  the  renin-angiotensin  system 
in  blood  pressure  homeostasis  and  in  hypertensive 
disease  has  been  suspected  for  over  75  years,  it  has 
not  been  until  the  past  several  years  that  specific 
blockers  of  this  system  have  become  available  to 
validate  the  various  hypotheses  of  the  involvement 
of  this  system  suggested  by  measurements  of  plasma 
renin  activity.  Although  the  number  of  patients 
studied  with  these  drugs  is  relatively  small,  the  re- 
sults thus  far  suggest  that  these  drugs  may  form  an 
ent  irely  new  class  of  antihypertensive  drugs  having 
an  extremely  specific  mechanism  of  action.  The 
development  of  this  class  of  drugs  promises  to  pro- 
vide not  only  a treatment  of  exist  ing  common  forms 
of  hypertension  without  troublesome  side-effects 
resulting  from  partial  blockade  of  the  nervous  sys- 
tem, but  also  may  be,  as  suggested  from  animal 
studies,  a treatment  for  the  earliest  forms  of  hyper- 
tensive disease  and  thereby  be  preventive. 

Two  angiotensin  blocking  agents: 
saralasin  and  converting  enzyme  inhibitor 

Two  different  agents  have  been  developed  as  an- 
giotensin blockers  whose  modes  of  action  are  shown 
in  Figure  I.  One  of  these,  CEI  (converting  enzyme 
inhibitor),  competitively  blocks  the  enzymatic  con- 
version of  the  relatively  inactive  decapeptide  angi- 
otensin I to  the  potent  vasoconstrictor  octapeptide 
angiotensin  II.  'Phis  enzyme,  a chloride-dependent 
earboxypeptidase,  is  situated  on  t he  luminal  surface 
of  the  vascular  endothelium  largely  in  the  pulmonary 
circulation.  Thus,  in  the  absence  of  convert  ing  en- 
zyme blockade,  most  angiotensin  I is  normally  con- 
verted to  the  active  pressor  peptide  immediately 
before  it  enters  the  arterial  circulation. 


-^RAlASiN 


FIGURE  1.  Mechanism  of  action  of  angiotensin  blocking 
agents.  In  sequence,  initial  step  is  renal  secretion  of  renin, 
an  enzyme,  which  cleaves  from  plasma  protein  or  substrate 
inactive  decapeptide  angiotensin  I.  Converting  enzyme  in- 
hibitor blocks  conversion  of  angiotensin  I to  very  powerful 
vasoconstrictor  angiotensin  II.  Saralasin,  however,  is  also 
octapeptide  like  angiotensin  II  and  in  vivo  becomes  com- 
petitive inhibitor. 

The  other  angiotensin  blocking  agent,  saralasin, 
is  an  octapeptide-like  angiotensin  II  itself,  but  has 
its  terminal  amino  acids  substituted.  This  peptide 
was  designed  to  be  a direct  competitive  antagonist 
of  angiotensin  II,  that  is,  a competitor  for  available 
angiotensin  II  receptors.  Initial  studies  using  sara- 
lasin in  vitro  suggested  that  this  8-substituted  ana- 
logue lacked  agonist  or  angiotensin-like  activity  of 
its  own,  yet  blocked  the  action  of  angiotensin  II  when 
added  to  the  preparation. 

Problems  involved  in  interpreting  studies  of 
angiotensin  blockade.  Renin  measurements  did 
not  prove  meaningful  or  helpful  clinically  until  rel- 
atively recently,  when  standardized  conditions  of 
either  bioassay  or  radioimmunoassay  techniques 
were  employed.  Since  angiotensin  blockade  is  really 
no  more  than  an  in  vivo  bioassay  of  renin  or  angio- 
tensin II  effect,  care  must  be  taken,  just  as  in  mea-  j 
surements  of  plasma  renin  activity,  to  have  < 
standardized  and  quantified  prevailing  conditions  ! 
at  the  time  of  study. 

Perhaps  the  most  critical  condition  to  be  con-  j 
trolled  is  the  concurrent  state  of  sodium  balance.  It 
is  well  accepted  now  that  renin  secretion  rates  and 
levels  are  greatly  influenced  by  the  dietary  sodium  ' 
intake  and  the  general  state  of  sodium  balance.  J 
Under  steady-state  conditions  with  normal  kidneys,  j 
the  quantity  of  daily  dietary  sodium  intake  and  the  \ 
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FIGURE  2.  Effects  of  saralasin  in  blood  pressure  of  hy- 
pertensive patients  grouped  according  to  renin  profiles.  In 
30-minute  period,  saralasin  lowered  blood  pressure  in 
high-renin  patients  only,  measured  as  percent  decline  in  di- 
astolic pressure.  In  contrast,  saralasin  raised  blood  pressure 
of  all  low-renin  and  even  some  normal-renin  hypertensive 
patients.  Effects  interpreted  that  saralasin  is  not  pure  an- 
giotensin competitive  antagonist,  but  rather,  partial  agonist 
having  small  amount  of  angiotensin  ll-like  activity.  (Repro- 
duced with  permission  of  the  editor  of  the  American  Journal 
of  Medicine,  from  Case,  D B.  et  al.1) 

corresponding  state  of  sodium  balance  is  reflected  in 
the  daily  urinary  sodium  excretion  rate.  Thus,  the 
24-hour  UivjaV  (urinary  sodium  excretion)  has  been 
chosen  as  a measure  of  the  state  of  sodium  balance 
in  clinical  practice.  When  normal  subjects  were 
placed  on  known  sodium  diets  and  their  renin  mea- 
surements indexed  against  the  Un8V,  a range  of 
normal  values  was  established  in  relation  to  the 
prevailing  sodium  balance.  Under  conditions  of 
sodium  deprivation,  renin  levels  normally  rose;  in 
contrast,  they  were  suppressed  on  high  sodium  in- 
take. Thus,  a plasma  renin  activity  of  3.5  ng.  AI 
(angiotensin  I)  per  milliliter  per  hour  could  be  either 
low,  normal,  or  high,  depending  on  the  associated 
Un3V,  for  example,  5,100,250  mEq.  per  24  hours, 
respectively.  Thus,  it  becomes  critical  to  define  the 
state  of  sodium  balance  to  determine  the  normalcy 
or  appropriateness  of  either  renin  measurements  or 
response  to  angiotensin  blockade. 

Body  position  is  also  an  important  factor  in  renin 
levels.  Renin  levels  are  approximately  twice  as  high 
in  the  upright  position  as  in  the  supine  position. 
Another  important  factor  to  be  controlled  is  the  ef- 
fect of  drugs.  Most  antihypertensive  drugs  exert  a 
major  influence  on  the  renin-angiotensin-aldosterone 
system.  For  example,  intravenous  furosemide,  the 
powerful  loop  diuretic,  produces  renin  release  both 


by  sodium  loss  and  also  by  direct  action  on  the  renin 
secretory  apparatus.  Therefore,  on  theoretic 
grounds,  the  best  diagnostic  practice  involves  neither 
artificial  induction  nor  suppression  of  renin  levels  by 
drugs  when  assessing  the  contribution  of  angiotensin 
to  the  native  blood  pressure  state.  On  the  other 
hand,  therapeutic  advantage  may  be  gained  by  the 
concomitant  use  of  other  drugs  which  raise  renin 
levels.  Therefore,  this  review  will  consider  the  re- 
sults of  only  those  studies  in  which  patients  had  re- 
ceived no  drugs  for  three  weeks  during  which  the 
effect  of  all  antihypertensive  therapy  is  removed. 

Saralasin:  double-edged  sword.  When  infused 
intravenously  at  a rate  of  10  micrograms  per  kilogram 
per  minute  into  hypertensive  patients  on  normal 
sodium  intake,  saralasin  produced  reductions  in 
blood  pressure  in  most  high-renin  patients.  But 
surprisingly,  saralasin  infusion  led  to  neutral  or  even 
sustained  pressor  reactions  in  hypertensive  patients 
who  were  profiled  as  normal  or  low-renin  (Fig.  2). 
These  induced  rises  in  blood  pressure  betray  the  fact 
that  saralasin  is  not  a pure  competitive  antagonist. 
It  has,  in  fact,  weak  angiotensin  II-like  action  and  is, 
therefore,  more  properly  termed  a partial  agonist. 
Understanding  this  mechanism  of  action  of  saralasin 
is  crucial  in  interpreting  the  results  from  any  testing 
procedure.1 

When  renin  and  angiotensin  levels  are  high,  angi- 
otensin receptors  are  nearly  fully  occupied  (Fig.  3A). 
Saralasin  infused  in  great  molar  excess  leads  to  a net 
displacement  of  angiotensin  II  from  vascular  recep- 
tors, thereby  leading  to  a substitution  of  the  weak 
partial  agonist  in  place  of  the  potent  agonist  and  a 
decline  in  blood  pressure.  On  the  other  hand,  low- 
renin  states  are  characterized  by  largely  vacant  an- 
giotensin receptors.  When  large  amounts  of  the 
weak  agonist  saralasin  are  infused,  the  formerly  va- 
cant receptors  become  occupied,  and  saralasin  exerts 
a weak,  sustained  pressor  effect  (Fig.  3C).  In  nor- 
mal-renin hypertension  the  net  direction  of  the  blood 
pressure  response  depends  on  the  degree  of  angio- 
tensin receptor  occupancy  and  is  usually  neutral  or 
slightly  pressor  (Fig.  3B). 

Other  studies  have  been  done  using  saralasin  after 
renin  stimulation  by  furosemide  and  in  the  supine 
position.2’3  By  and  large  those  results  are  similar  but 
require  some  additional  interpretation  since  diuretic 
treatment  alters  two  factors  involved  in  the  response 
to  saralasin:  the  state  of  sodium  balance  and  the 
renin  level.  Altogether,  the  sustained  responses  to 
saralasin  infusion  can  be  closely  correlated  with 
measurements  of  plasma  renin  activity  determined 
immediately  before  infusion.  Therefore,  the  re- 
sponse to  saralasin  can  be  used  as  a quick  bioassav 
of  renin  and  therefore  be  used  to  predict  high,  low, 
or  normal  renin  states.1 

However,  the  problem  with  saralasin  arises  from 
the  sometimes  impressive  if  not  potentially  danger- 
ous pressor  responses  seen  in  low-renin  hypertensive 
patients.1  This  feature  certainly  limits  the  safety  of 
the  drug.  When  measures  are  taken  to  prevent  these 
large  pressor  effects  by  furosemide  pretreatment,  one 
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must  accept  the  potential  inaccuracy  of  assessing  a 
variable  degree  of  sodium  depletion  and  renin  stim- 
ulation, as  opposed  to  the  native,  unmedicated 
state. 

From  a diagnostic  point  of  view,  therefore,  sara- 
lasin may  be  helpful  in  predicting  the  native  renin 
status  of  a patient,  but  with  a potential  risk.  To  date, 
there  have  been  no  serious  consequences  reported 
from  the  induced  pressor  responses,  alt  hough  some 
patients  have  been  observed  in  the  first  five  minutes 
of  infusion  to  develop  headaches,  pounding  in  the 
chest,  premature  ventricular  contractions,  and  pulsus 
alternans.1  We  now  advise  starting  an  infusion  with 
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FIGURE  3.  Theoretical  model  for  saralasin  action.  (A) 
High-renin.  In  high-renin  patients,  renin  and  angiotensin  II 
levels  high,  leading  to  saturation  of  angiotensin  II  receptors 
of  vascular  smooth  muscle:  most  available  angiotensin  II 
receptors  become  occupied  with  angiotensin  II  molecules 
and  therefore  constrict.  Infusion  of  saralasin  in  molar  excess 
of  angiotensin  II  leads  to  net  displacement  of  angiotensin  II 
by  saralasin  and  fall  in  blood  pressure.  (B)  Normal  renin. 
Neutral  effect  of  combined  angiotensin  II  displacement  and 
saralasin  engagement  with  vascular  receptors  seen.  (C)  Low 
renin.  In  contrast  to  (A),  displays  what  little  effect  angiotensin 
II  plays  in  support  of  blood  pressure  in  low-renin  patients. 
Factors  other  than  angiotensin,  such  as  sodium-volume, 
maintain  the  hypertensive  state.  Available  angiotensin  II 
receptors  are  largely  vacant.  Infusion  of  partial  agonist, 
saralasin,  results  in  engagement  of  these  receptors  and  rise 
in  blood  pressure. 

100-fold  lower  dosage  to  prevent  this. 

Other  major  side-effects  have  been  described  with 
the  use  of  saralasin  in  the  setting  of  concurrent  drug 
or  diuretic  treatment  or  after  marked  sodium  de- 
pletion. Two  major  kinds  of  untoward  reactions 
have  occurred.  One  is  hypotension,  usually  after 
sodium  depletion  or  with  other  drugs  such  as  vaso- 
dilators and  therefore  in  the  setting  of  very  high  renin 
levels.4’5  In  these  situations,  blood  pressure  can  be 
restored  by  isotonic  fluid  replacement  and  by  the 
head-down  position.  More  serious  than  hypoten- 
sion, however,  has  been  rebound  hypertension  fol- 
lowing a large  depressor  response.  Extremely  high 
blood  pressures  have  occurred  one  to  two  hours  after 
saralasin  infusion  was  stopped  in  association  with 
severe  headaches,  confusion,  and  in  one  patient 
coma.6  Since  these  severe  reactions  occurred  only 
after  sodium  depletion,  we  now  are  cautious  to  ob- 
serve patients  caref  ully  for  two  to  four  hours  after  a 
large  depressor  response  during  sodium  depletion. 
We  also  taper  the  infusion  slowly  after  such  a re- 
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FIGURE  4.  Effect  of  nonapeptide  converting  enzyme  in- 
hibitor SQ20881  on  blood  pressure  of  hypertensive  patients 
grouped  according  to  their  renin  profiles.  After  injection  of 
bolus  of  this  agent,  blood  pressure  fell  in  all  high-renin  pa- 
tients and  nearly  all  normal-renin  patients.  Notably,  low-renin 
patients  did  not  respond.  Thus,  one  can,  on  basis  of  magni- 
tude of  response  on  normal  sodium  diet,  predict  degree  of 
renin  involvement  in  hypertensive  patient  and  thus  his  renin 
profile.  (Reprinted  by  permission,  from  the  editor  of  the  New 
England  Journal  of  Medicine,  from  Case,  D.B.,  et  al.,  296:  641 
(Mar.  24)  1977. 7) 


sponse.  infuse  saline,  and  sometimes  begin  oral  an- 
tirenin therapy  with  an  agent  such  as  propranolol. 

Converting  enzyme  inhibitor:  prompt,  safe, 
and  specific.  Early  studies  using  CEI  in  animals 
showed  that  up  to  a 90  percent  blockade  could  be 
achieved  when  the  dosage  of  1 mg.  per  kilogram  was 
given.  Therefore,  using  that  dose,  we  studied  hy- 
pertensive patients  again  in  the  seated  position  and 
in  a known  state  of  sodium  balance  or  Un3V.7  The 
responses  are  shown  in  Fig.  4.  The  maximum  de- 
pressor responses  occurred  in  the  high-renin  group, 
with  an  average  17  percent  fall  in  diastolic  pressure. 
Normal-renin  patients  responded  with  an  average  10 
percent  decline.  As  could  be  predicted,  low-renin 
hypertensive  patients  did  not  exhibit  any  response 
to  CEI,  neither  pressor  nor  depressor.  From  these 
studies  it  is  now  possible  to  state  that  angiotensin  II 
is  actively  involved  in  maintaining  the  high  blood 
pressure  in  normal  and  high-renin  forms  of  hyper- 
tension. This  means  that  in  about  70  percent  of  all 
untreated  hypertensive  patients  on  normal  diets, 
angiotensin  II.  to  varying  degrees,  participates  in  the 
maintenance  of  the  elevated  blood  pressure.  Also, 
the  magnitude  of  angiotensin  dependency  can  be 
augmented  by  prior  sodium  depletion  or  renin-rais- 


ing antihypertensive  agents.  As  with  saralasin,  the 
responses  to  CEI  correlate  well  with  pretreatment 
renin  levels.  The  only  major  side-effect  of  CEI  has 
been  hypotension  occurring  after  diuretic  treatment 
and  tilting  or  in  association  with  other  drugs. 

Sancho  and  colleagues8  have  given  intravenous 
converting  enzyme  to  normal  subjects  who  were  su- 
pine and  then  tilted  upright.  While  on  normal  so- 
dium intake,  angiotensin  blockade  did  not  appear  to 
alter  blood  pressure,  but  did  so  most  evidently  after 
sodium  depletion  in  the  upright  tilted  position. 
Thus,  angiotensin  II  contributes  to  a varying  extent 
in  maintaining  the  upright  blood  pressure  of  normal 
man  as  well  as  hypertensive  patients,  depending  on 
the  state  of  sodium  balance. 

Clinical  applications 

Renin  subclassification  and  diagnosis.  Be- 
cause of  their  specificity,  angiotensin  drugs  can  be 
used  both  diagnostically  and  therapeutically,  even 
at  the  same  time.  CEI  appears  to  be  a more  specific 
blocker  than  saralasin,  since  it  lacks  intrinsic  ago- 
nistic properties.  Under  conditions  of  normal  salt 
intake,  only  normal  and  high-renin  forms  of  hyper- 
tension will  exhibit  depressor  responses  to  CEI. 
Low-renin  patients  typically  have  no  response,  even 
after  mild  sodium  depletion.  Therefore,  one  can 
simply  separate  out  the  low-renin  patients  for  further 
diagnostic  studies,  for  example,  to  rule  out  aldoster- 
onism, or  for  treatment,  usually  involving  diuretics. 
On  the  other  hand,  large  depressor  responses  ex- 
hibited during  normal  sodium  intake  indicate  a high 
degree  of  renin  dependency.  From  this  group  of 
high-renin  patients  come  those  w-ith  renovascular 
hypertension.  A positive  response,  therefore,  to  CEI 
as  a screening  test  would  prompt  further  diagnostic 
tests  such  as  renal  vein  renin  sampling  and  radio- 
graphic  techniques.  Altogether,  one  of  the  most 
promising  applications  for  angiotensin  blocking 
drugs  is  in  screening  untreated  ambulatory  hyper- 
tensive patients  to  evaluate  the  presence  and  size  of 
the  renin  factor.  Using  a single  dose  of  CEI,  one  can 
arrive  at  an  answer  faster  than  by  using  renin  mea- 
surements and  avoid  as  well  the  pitfalls  of  technical 
difficulties  with  renin  radioimmunoassay  methods 
and  the  processing  of  blood  samples.  However,  both 
angiotensin  blockade  and  renin  measurements  must 
be  related  to  a known  state  of  sodium  balance,  and 
therefore  a 24-hour  urine  sodium  determination  is 
needed  for  final  accuracy.  In  our  practice,  after 
careful  instruction,  most  patients  collect  accurate 
24-hour  urine  specimens  for  creatinine  clearance, 
hormones,  and  hormone  metabolites  as  well  as  just 
for  sodium. 

Treatment  of  hypertensive  emergencies. 

Since  malignant  hypertension  is  frequently  associ- 
ated with  very  high  renin  and  aldosterone  levels,  it 
is  entirely  rational  to  select  for  therapy  a specific 
antagonist  of  the  renin  system.  We  have  given  both 
saralasin  and  CEI  to  several  patients  with  malignant 
hypertension  with  dramatic  and  gratifying  clinical 
November  1977/New  York  Stace  Journal  of  Medicine  2103 


Questions  for  Continuing  Medical  Education 
Select  the  best  response. 

1.  Under  conditions  of  dietary  sodium  deprivation: 

A.  Renin  levels  become  high  in  all  hypertensive  patients. 

B.  Most  hypertensive  patients  will  exhibit  depressor  responses 
' to  converting  enzyme  inhibitor . 

C.  Renin  levels  and  depressor  responses  to  angiotensin 
blockade  change  according  to  patterns  indicated  by  renin 
profiling. 

D.  Renin  levels  are  unchanged  in  low-renin  hypertensive 
patients. 


2.  Pretreatment  using  furosemide  prior  to  angiotensin  blockade  in 

hypertensive  patients: 

A powers  renin  levels  as  well  as  reduces  the  state  of 
sodium  balance. 

B.  Changes  the  state  cf  sodium  balance  but  not  renin  levels. 

C.  Reduces  pressor  responses  to  saralasm  but  may  not  assess 
the  native  hypertensive  state. 

D.  Lowers  blood  pressure  significantly  to  obviate  the  need 
for  angiotensin  blockade. 


3.  The  immediate  pressor  effect  seen  during  the  first  5 minutes 
of  a saralasin  infusion: 

A.  is  clinically  unimportant. 

B.  has  been  attributed  to  immediate  activation  of  the 
renin-angiotensin  system. 

C.  may  be  minimized  by  starting  the  infusion  at  a slower  rate. 

D.  is  believed  to  be  causally  related  to  rebound  hypertension 
after  the  drug  has  been  discontinued. 


4.  The  finding  that  depressor  responses  to  angiotensin  blockade 

with  CEI  are  directly  related  to  the  pretreatment  plasma  renin 
activity  level  of  1-2  ng/ml/hr  or  greater  suggests: 

A.  That  approximately  70%  of  all  hypertensive  patients  have 
renin-dependent  hypertension. 

B.  That  a measured  level  of  plasma  renin  activity  is  measure 
of  the  extent  to  which  angiotensin  II  is  maintaining 
blood  pressure. 

C.  That  converting  enzyme  inhibitor  acts  also  as  a beta- 
adrenergic  blocking  agent. 

D.  That  the  response  can  be  ascribed  specifically  to 
angiotensin  blockade. 


Answer  True  or  False. 

5.  There  is  no  value  in  using  an  angiotensin  blocking  agent 
unless  the  state  of  sodium  balance  is  known. 

6.  Saralasin  is  safer  than  converting  enzyme  inhibitor  in 

hypertensive  patients. 

7.  In  interpreting  the  results  from  angiotensin  blockade, 
attention  must  be  paid  to  the  position  of  the  patient, 
i.e.  supine  or  seated,  in  interpreting  the  results. 

8.  Rebound  hypertension  following  saralasin  can  cause  coma. 

9.  Both  saralasin  and  converting  enzyme  inhibitor  are  com- 
petitive  blocking  drugs. 

10.  Under  appropriate  conditions  of  sodium  balance,  converting 
enzyme  inhibitor  could  theoretically  lower  the  blood 
pressure  of  any  hypertensive  patient  with  kidneys. 

FIGURE  5.  Questionnaire  summary. 

results.  In  most  of  these  patients,  blood  pressure  fell 
promptly  to  acceptable  levels,  in  a few  close  to  nor- 
mal. The  depressor  effect  of  the  drug  was  potentiated 
by  volume  depletion  and  renin  stimulation  using 
diuretics.  In  this  setting,  angiotensin  blockade  is  an 
attractive  alternative  to  the  powerful  and  occasion- 
ally risky  vasodilator  agents  such  as  nitroprusside 
and  diazoxide. 

Ambulatory  treatment  of  hypertension  with 
angiotensin  blockade.  Oral  angiotensin  antago- 


nists are  now  being  developed,  and  it  seems  likely 
that  these  agents  will  become  available  within  the 
next  few  years.  As  a group,  angiotensin  blocking 
drugs  constitute  the  newest  and  most  specific  ad- 
vance in  the  treatment  of  hypertension  in  many 
years.  Since  some  70  percent  of  the  hypertensive 
population  may  have  angiotensin  II  factors  involved 
in  sustaining  their  untreated  hypertension,1  it  is 
likely  that  these  agents  will  have  broad  applicability. 
Moreover,  since  their  target  effect  is  only  angiotensin 
blockade,  side-effects  attributed  to  sympathetic  or 
autonomic  blocking  agents  will  be  absent.  In  addi- 
tion, renin-dependent  aldosterone  secretion  will  be 
reduced,  thereby  blocking  the  compensatory  re- 
sponse to  diuretics. 

Since  it  is  possible  to  raise  renin  levels  in  almost 
all  patients  with  diuretics,  it  is  likely  that  in  the 
majority  of  hypertensive  patients,  one  could  induce 
a significant  degree  of  renin  dependency.  If  that 
could  be  achieved,  then  specific  angiotensin  blockade 
could  be  titrated  to  control  most  hypertension. 
Moreover,  it  may  be  possible  to  manage  high-renin 
renovascular  patients  successfully  without  surgery, 
using  instead  only  angiotensin  blocking  agents. 

In  summary,  angiotensin  blocking  drugs  specifi- 
cally reduce  that  portion  of  blood  pressure  dependent 
on  angiotensin  II.  Analysis  of  responses  to  these 
drugs  enables  one,  under  defined  conditions  of  so- 
dium balance,  to  predict  the  renin  subclassification 
for  diagnostic  purposes.  The  drugs  also  provide  a 
promising  new  and  specific  approach  to  hypertensive 
emergencies  and  may  ultimately  be  applicable  in  oral 
form  as  a chronic  antihypertensive  medication  to  the 
large  number  of  renin-dependent  hypertensive  pa- 
tients. 

The  continuing  medical  education  questions,  as 
shown  in  Figure  5,  further  summarize  this  report. 
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The  elderly  are  major  users  of  the  health  care  system 
and  will  become  increasingly  so  as  more  persons  live 
into  their  later  years.  The  body  of  knowledge  spe- 
cific to  the  medical  care  of  the  aged  is  expanding. 
Individual  physicians,  medical  specialty  societies, 
and  the  government  emphasize  the  importance  of 
providing  opportunities  for  CME  (continuing  med- 
ical education)  in  geriatrics. 

Support  for  CME  in  geriatrics 

Impact  surveyed  860  physicians  with  a primary, 
secondary,  or  tertiary  specialty  interest  in  geriatrics 
for  their  views  of  nursing  homes.1  Of  the  respon- 
dents, 75  percent  indicated  that  physicians  need 
special  training  in  geriatrics,  and  36  percent  of  these 
respondents  felt  that  more  continuing  education  in 
geriatrics  would  increase  their  involvement  in  nurs- 
ing homes. 

Interviews  with  85  physicians  attending  a family 
practice  review  program  at  the  Towsley  Center  for 
Continuing  Medical  Education  indicated  that  80 
percent  felt  more  CME  in  geriatrics  would  he 
worthwhile;  54  percent  indicated  they  would  consider 
attending  a one-dav  program  in  geriatric  medicine. 


IRVING  S.  WRIGHT  M.D.,  Editor 


The  1976  hearing  of  the  Senate  Special  Committee 
on  Aging,  Medicine  and  Aging:  An  Assessment  of 
Opportunities  and  Neglect,  documents  current 
views  of  experts  in  the  field  of  geriatric  medicine.2 
Robert  Butler,  M.D.,  director  of  the  Nat  ional  Insti- 
tute on  Aging,  stated  that  it  is  imperative  financially, 
demographically,  and  attitudinally  that  more  em- 
phasis be  placed  on  geriatric  medicine  to  meet  the 
medical  needs  of  older  persons.  Medical  schools  are 
being  encouraged  to  include  curriculum  modules  on 
topics  in  geriatric  medicine.  The  AM  A and  Student 
American  Medical  Association  support  this.  The 
World  Health  Organization’s  Expert  Committee  on 
the  Planning  and  Organization  of  Geriatric  Services 
recommend  that  general  practitioners  and  physicians 
specializing  in  internal  medicine  have  a compre- 
hensive knowledge  of  concepts  basic  to  geriatrics.3 
Basse1  urged  the  American  Psychiatric  Association 
to  recognize  that  the  mental  health  needs  of  the  el- 
derly are  neglected  and  that  psychiatrists  must 
provide  more  focus  on  this  age  group.4 

Forty-five  electives  in  geriatrics  are  presently  of- 
fered to  the  students  of  1 14  medical  schools.2  Three 
curricula  provide  a specialty  in  geriatrics.  Of  the 
freshman  medical  students  surveyed  by  Libow,5  75 
percent  indicated  an  interest  in  a course  on  human 
aging  and  the  medical  problems  of  the  elderly. 

Elderly  as  health  care  consumers 

An  American’s  average  life  expectancy  at  birth  has 
risen  from  47  years  in  1900  to  72  years  today.  Per- 
sons 65  and  older  are  major  users  of  the  health  care 
system.  At  present  they  comprise  10  percent  of  the 
population.  In  40  years  this  figure  is  projected  to  rise 
to  15  percent.  Older  adults  occupy  one  out  of  three 
hospital  beds  and  require  twice  the  number  of  hos- 
pital days  relative  to  younger  persons.  Over  75 
percent  of  the  aged  population  see  a physician  yearly 
and  account  for  two  out  of  every  five  general  medical 
office  visits.  Health  United  States  1975 6 reports 
that  on  the  average,  an  older  person  will  see  a phy- 
sician 6.5  times  in  one  year.  The  elderly  spend  three 
times  more  money  annually  for  medical  services  than 
do  other  adults. 

Older  adults  require  medical  treatment  that  differs 
from  that  provided  to  younger  adults  because  of  the 
altered  anatomic  and  physiologic  changes  which 
occur  with  age.  Expected  symptoms  of  disease  may 
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be  distorted  or  absent  in  the  older  adult.  They 
generally  require  more  care  and  more  time  for  re- 
covery. The  older  adult  frequently  responds  dif- 
ferently to  treatment  such  as  drug  management. 

Studies  indicate  that  complete  and  accurate 
diagnoses  are  not  consistently  recorded  by  physicians 
who  admit  patients  to  nursing  homes.7  Recognition 
of  the  psychologic  needs  of  elderly  persons  are  com- 
monly missed.  Many  reasons  are  offered  for  this 
situation,  including  lack  of  sufficient  training  in 
geriatrics. 

Resources  for  CME  in  geriatrics 

Formal  and  informal  CME  can  provide  the  nec- 
essary knowledge  resources  to  address  this  health 
care  problem.  The  body  of  written  information  and 
CME  activities  providing  specialized  knowledge  in 
geriatrics  are  accumulating.2’8’9  Efficient  utilization 
of  this  information  by  physicians  will  supplement  the 
clinical  skills  required  to  meet  the  health  care  needs 
of  the  older  adult  population. 

The  Office  of  Continuing  Education  at  the  Uni- 
versity of  Michigan  Medical  School  examined  current 
programming  efforts  around  the  country  to  gain  an 
understanding  of  the  practice  of  CME  in  geriatric 
medicine.  A survey  of  CME  programs  in  geriatrics 
was  conducted  to  evaluate  the  scope  and  trends  in 
programming.9  Thirty-six  course  brochures  de- 
scribing CME  in  geriatric  topics  were  analyzed  for 
location,  sponsorship,  length,  and  topics  presented. 
They  represent  13  states  and  1 province  in  Canada. 
Seventeen  programs  were  offered  through  medical 
schools;  the  American  Geriatric  Society  cosponsored 
15  programs;  and  15  received  support  from  one  or 
more  pharmaceutical  companies. 

Eleven  programs  in  1975  provided  15  days  of  in- 
struction; 13  courses  in  1976  provided  16  instruction 
days;  and  12  programs  with  25  instruction  days  have 
been  conducted  during  the  first  six  months  of 
1977. 

Sixty-six  percent  of  the  topics  presented  in  these 
programs  were  from  the  following  areas: 

Neurology  (28  of  these  on  dementia) — 47 
Psychosocial  aspects  of  health  (alcoholism,  suicide, 
sex,  sleep,  family  counseling,  crisis  intervention) — 42 
Comprehensive  care  (nutrition,  prevention,  rehabil- 
itation, nursing,  agencies) — 38 
Cardiology  and  the  cardiovascular  system — 37 
Community  and  office  practice  (including  nursing 
home  care) — 35 
Psychiatry — 27 
Pharmacology — 25 

Thirteen  of  the  presentation  t itles  referred  to  the 
etiology  of  geriatric  disease,  33  related  to  diagnosis, 
and  57  related  to  treatment. 

Two  widely  circulating  geriatric  medical  journals 


are  Geriatrics  and  Journal  of  the  American  Geria- 
tric Society.  The  1976  issues  of  both  journals  were 
reviewed  to  determine  the  topics  presented.  Fifty- 
two  percent  of  the  topics  in  Geriatrics  were  in  the 
following  areas:  cardiology,  comprehensive  care, 

gastroenterology,  orthopedics,  neurology,  psycho- 
social factors,  and  education;  66  percent  of  the  topics 
in  the  Journal  of  the  American  Geriatric  Society 
were  in  the  categories  of  community  practice,  car- 
diology, neurology,  psychiatry,  and  endocrinology. 
Geriatrics  contained  2 references  to  etiology,  12 
references  to  diagnosis,  and  10  to  treatment  of  geri- 
atric medicine  problems.  The  Journal  of  the 
American  Geriatrics  Society  included  6 references 
to  etiology,  18  to  diagnosis,  and  30  to  treatment. 

Conclusion 

Health  needs  of  the  elderly  consume  an  increasing 
proportion  of  the  available  medical  care  time  and 
dollars.  To  meet  the  need  for  specialized  training  in 
geriatric  medicine,  changes  are  required  in  the  entire 
continuum  of  medical  education.  Continuing  edu- 
cation through  journal  reading  and  attendance  at 
courses  and  conferences  provide  valuable  informa- 
tion channels  for  increased  physician  learning  in 
geriatrics.  Journal  editors  and  CME  sponsors  are 
in  a unique  position  to  influence  physician  interest 
and  support  the  need  for  an  increased  focus  on  geri- 
atric medicine. 
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QUESTION  231.  The  upper  tracing  was  obtained  on  a routine  visit.  The  patient  was  a 70-year-old  man  with  a per- 
manent cardiac  pacemaker.  The  lower  tracing  was  obtained  one  month  later,  12  hours  following  the  onset  of  pressing 
anterior  chest  pain.  What  is  the  interpretation? 
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ELUCIDATION 


Electro- 
cardiograms 
of  the  Month 


Question  231.  The  patient’s  initial  (upper) 
tracing  shows  a characteristic  pacemaker  record. 
The  pacemaker  is  in  a fixed  rate  mode  with  spikes 
clearly  visible  preceding  each  depolarization  wave. 
The  lower  tracing  B also  shows  pacemaker  spikes 
followed  by  depolarization  and  repolarization  waves. 
v The  S-T  segment  is  elevated  and  the  T wave  inverted 
in  precordial  leads  V-_>  to  V5,  suggesting  anterior  wall 
ischemia  or  infarction.  Enzyme  determinations 
confirmed  the  diagnosis  of  myocardial  infarction. 
While  the  pattern  of  depolarization  wave  secondary 
to  cardiac  pacing  is  usually  not  affected  by  myocar- 
dial ischemia  or  infarction,  these  records  demon- 


Patient education  program 
enhances  medical  care 

Something  new  in  the  medical  care  field  is  appearing 
on  the  American  scene  in  the  1970s — patient  education. 

Not  the  old,  time-tested  health  education  in  which  you 
are  urged  to  lose  weight,  exercise,  quit  smoking,  get  vacci- 
nated. But  specific  education  tailored  to  you  and  your 
individual  health  problems  and  needs. 

A planned  system  of  patient  education  is  now  in  use  in 
more  than  70  group  clinics,  hospitals  and  other  health  care 
centers,  says  Penn  G.  Skillern,  M.D.,  of  the  Cleveland 
Clinic  in  Ohio.  In  these  institutions  there  is  a formally 
designated  patient  education  center,  a patient  educator, 
and  patient  education  programs. 

T hey  are  a part  of  the  medical  care  program,  and  pa- 
tients are  charged  a small  fee  for  the  service. 

Patient  education  has  always  been  part  of  the  profes- 
sional responsibility  of  physicians,  nurses,  and  other  health 
personnel,  I)r.  Skillern  points  out.  But  one  of  the  most 
common  complaints  by  patients  is,  in  fact,  that  I heir 
physicians  do  not  tell  them  enough  about  their  illness.  So, 
under  sponsorship  of  t he  American  Group  Practice  Asso- 
ciation, starting  in  1974,  individual  teaching  programs  were 
established  by  selected  physicians  and  by  a private  com- 
pany experienced  in  education  programs. 


strate  that  the  S-T  and  T wave  may  be  altered. 

Question  232.  The  QRS  complexes  are  regular 
at  a rate  of  150  beats  per  minute.  They  are  wide  and 
measure  0. 1 1 second.  P waves  are  seen  interspersed 
between  the  QRS  complexes.  In  the  first  seven  beats 
downward  deflection  is  noted  immediately  after  each 
alternate  QRS.  This  is  a retrograde  P wave.  After 
the  seventh  beat,  although  the  ventricular  rate  re- 
mains the  same,  the  relation  of  the  retrograde  P 
waves  to  the  QRS’  varies  rhythmically.  The  P wave 
immediately  follows  the  eighth  QRS.  The  P wave 
follows  the  ninth  QRS  by  an  interval  of  0.20  second 
(R-P).  The  tenth  beat  is  not  followed  by  a retro- 
grade P wave.  This  cycle  then  repeats  itself  for  the 
remainder  of  the  tracing. 

The  diagnosis  is  ventricular  tachycardia  or  junc- 
tional tachycardia  with  aberration.  There  is  2:1 
retrograde  conduction  initially,  changing  to  3:2  ret- 
rograde Wenckebach  conduction  following  beat 
seven. 


At  the  start,  the  physician  refers  the  patient  to  the  pa- 
tient educator  for  a specific  program.  Audiovisual  film- 
strip cartridges  containing  the  program  are  inserted  into 
a machine.  By  pressing  a button,  the  patient  proceeds  at 
his  own  pace  through  a programmed  presentation.  Peri- 
odic pauses  for  questions  test  comprehension  and  reinforce 
learning.  Major  points  are  reviewed  at  the  end  of  the 
program.  Pretesting  and  post-testing  each  patient’s 
knowledge  is  included.  The  blank  side  of  the  audiotape 
can  be  used  by  the  referring  physician  to  individualize  the 
program. 

Organized  patient  education  does  not  replace  the  phy- 
sician as  patient  educator,  Dr.  Skillern  says.  Rather,  it 
relieves  the  physician  of  having  to  give  time-consuming 
repetitive  information. 

Patients  are  charged  from  $10  to  $15  for  this  service. 
Response  of  patients  has  been  enthusiastic.  More  than 
95  percent  say  the  experience  has  been  worthwhile  and 
beneficial.  Response  of  physicians  has  ranged  from  en- 
thusiastic to  resistant,  he  says.  Many  physicians  have 
accepted  this  new  approach  as  an  important  aid  in  man- 
agement of  their  pat  ients.  Others  use  it  sporadically:  some 
not  at  all. 

The  real  question — whether  patient  behavior  can  ac- 
tually be  changed  by  education — still  remains  to  he  an- 
swered. 
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Infection  is  the  most  common  cause  of  death  in 
patients  with  malignant  lymphoma.1  Helminthic 
infections,  although  not  a common  complication  in 
such  patients,  can  be  a very  serious  therapeutic 
problem,  even  resulting  in  death.  We  are  presenting 
two  patients  with  malignant  lymphoma,  treated  with 
chemotherapeutic  agents,  who  succumbed  to  hy- 
perinfection with  Strongyloides  stercoralis,  as  well 
as  two  patients  who  received  immunosuppressive 
drugs  and  developed  serious  infections  due  to  this 
parasite. 

Case  reports 

Case  1.  A 29-year-old  black  West -Indian  man  was 
hospitalized  because  of  swelling  of  the  face,  hands, 
and  feet  of  eight  weeks'  duration  and  “lumps”  in  the 
neck,  under  the  arms,  and  in  the  groins  of  two  weeks’ 
duration.  The  patient  had  come  to  the  United 
States  eight  years  earlier. 

Physical  examination  revealed  a well-developed, 
well-nourished  man  with  marked  periorbital  edema 
and  nonpitting  edema  of  the  hands  and  feet.  The 
blood  pressure  was  130/80  mm.  mercury,  and  the 
pulse  was  88  per  minute  and  regular.  The  patient 
weighed  66  Kg.  and  had  no  fever.  His  skin  was 
coarse  with  multiple  small  exfoliating  lesions  on  the 
trunk.  There  was  generalized  lymphadenopathy. 
The  nodes  were  firm,  rubbery,  mobile,  and  nonten- 
der. The  largest  were  palpable  in  the  axillas  and 
inguinal  regions  and  ranged  from  5 to  7 cm.  in  their 
greatest  diameter.  The  heart  and  lungs  were  unre- 
markable. No  organs  were  palpable  in  the  abdo- 
men. 


The  hematocrit  was  45.8,  the  hemoglobin  14.4  Gm. 
per  100  ml.,  and  the  white  blood  cell  count  was  15,999 
per  cubic  millimeter,  with  11  percent  neutrophils,  84 
percent  lymphocytes,  2 percent  monocytes,  and  3 
percent  eosinophils.  The  platelet  count  was  200,000 
per  cubic  millimeter,  and  routine  coagulation  studies 
were  within  the  normal  range.  The  serum  bilirubin 
was  1 and  the  uric  acid  9.5  mg.  per  100  ml.;  total 
protein  was  7.7  with  3 Gm.  per  100  ml.  albumin.  The 
serum  lactic  dehydrogenase  was  1,270  microns  per 
milliliter.  The  serum  IG  (immunoglobulins)  were: 
IgG  1,200,  IgA  190,  and  IgM  105  mg.  per  100  ml. 
Radiographs  of  the  chest  and  upper  gastrointestinal 
tract  revealed  normal  findings.  The  intravenous 
pyelogram  showed  a constant  filling  defect  in  the 
right  pelvis,  with  forward  and  lateral  displacement 
of  the  left  ureter.  Bilateral  lymphangiographic 
studies  demonstrated  an  abnormal  pattern  sugges- 
tive of  inflammatory  or  lymphomatous  changes. 
Biopsy  of  an  axillary  node  established  the  diagnosis 
of  poorly  differentiated  lymphoblastic  lymphoma. 
The  bone-marrow  aspirate  and  biopsy  showed  only 
a slight  increase  in  lymphoid  elements. 

The  patient  was  treated  with  allopurinol  (300  mg. 
orally  daily),  vincristine  (1  mg.  intravenously  week- 
ly), streptonigrin  (1.8  mg.  orally  daily),  and  predni- 
sone (60  mg.  orally  daily).  After  two  weeks  of  ther- 
apy, there  was  considerable  reduction  in  the  size  of 
the  lymph  nodes  and  total  disappearance  of  the 
lymphedema.  The  patient  was  discharged.  After 
six  weeks  of  therapy,  the  patient  complained  of  se- 
vere nausea,  vomiting,  and  epigastric  pain,  but  no 
diarrhea.  He  was  rehospitalized  five  weeks  later 
because  of  lassitude,  dehydration,  and  marked  weight 
loss,  10  Kg.  The  blood  pressure  was  100/50  mm. 
mercury  and  the  pulse  was  150  per  minute.  Small 
discrete  nodes  were  palpable  in  both  inguinal  regions. 
The  abdomen  was  tender,  but  no  masses  were  pal- 
pable. The  hematocrit  was  32,  with  a white  blood- 
cell count  of  7,600  per  cubic  millimeter,  with  82 
percent  neutrophils,  3 percent  monocytes,  and  15 
percent  lymphocytes. 

Because  of  continued  nausea  and  vomiting,  gas- 
troscopy was  performed.  Superficial  erosions  of  the 
stomach  mucosa  were  seen.  The  lumen  of  the  duo- 
denum was  not  easily  visualized,  but  the  duodenum 
appeared  edematous  and  hyperemic.  Duodenal 
aspiration  and  a duodenal  biopsy  were  performed. 
These  revealed  the  presence  of  adult  and  ova  forms 
of  S.  Stercoralis  (Fig.  1).  On  the  day  of  endoscopic 
study  the  patient  began  to  have  severe  watery  diar- 
rhea; the  fecal  fluid  indicated  findings  positive  for 
ova  and  adult  worms  of  Stronglyloides  (Fig.  2).  The 
patient  was  treated  cautiously  with  thiabendazole, 
200  mg.  per  day,  slowly  increased  to  400  mg.  per  day. 

November  1977/New  York  State  Journal  of  Medicine  2109 


ova  forms  of  S.  stercoralis  in  duodenum. 


The  stool  became  negative  for  ova  and  parasites,  but 
the  patient  continued  to  have  severe  diarrhea,  and 
he  expired  in  hypotensive  shock  two  weeks  later. 

On  postmortem  examination  there  was  no  evi- 
dence of  residual  lymphoma.  S.  stercoralis  was 
again  noted  in  the  duodenum. 

Case  2.  A 35-year  old  black  American  woman 
returned  to  the  United  States  from  a visit  to  St. 
Thomas,  Virgin  Islands.  Six  weeks  later  she  devel- 
oped diffuse  crampy  abdominal  pain  and  diarrhea. 
The  diarrhea  was  watery  in  nature  and  consisted  of 
6 to  10  bowel  movements  a day;  they  were  neither 
frothy  nor  foul-smelling.  Approximately  one  month 
later,  the  patient  developed  anorexia,  followed  by  six 
to  eight  daily  bouts  of  vomiting  of  greenish  material. 
The  patient  also  had  low-grade  fever  daily,  and  lost 
about  20  pounds  of  weight  over  a two-month  peri- 
od. 

At  the  time  of  hospitalization,  physical  examina- 
tion revealed  a well -developed  but  poorly  nourished 
black  woman,  in  no  acute  distress.  The  blood  pres- 
sure was  1 10/70  mm.  of  mercury;  pulse  rate  84  per 
minute  and  regular;  temperature  99.6°F.  The  con- 
junctiva were  slightly  pale,  and  there  was  no  scleral 
icterus,  no  lymphadenopathy,  and  the  heart  and 
lungs  were  unremarkable.  The  abdomen  was 
slight  ly  distended  with  moderate  diffuse  tenderness 
on  deep  palpation;  there  was  no  rebound  tenderness 
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or  free  fluid  in  the  peritoneal  cavity.  The  liver  and 
spleen  were  not  enlarged. 

The  hematocrit  was  34  and  leukocyte  count  15,000 
per  cubic  millimeter,  with  70  percent  neutrophils,  27 
percent  lymphocytes,  2 percent  monocytes,  and  1 
percent  eosinophils;  platelets  were  354,000  per  cubic 
millimeter;  reticulocyte  count  was  2 percent;  sedi- 
mentation rate  (Westergren)  was  21  mm.  per  hour; 
prothrombin  time  was  17  per  14  seconds.  Urinalysis 
findings  were  normal.  The  total  serum  protein  was 
5.1  Gm.  per  100  ml.;  albumin  2.1  Gm.  per  100  ml.;  and 
alkaline  phosphatase  146  milliunits  per  milliliter. 
Serum  immunoglobulin  levels  were  as  follows:  IgA 
140,  IgM  48,  and  IgG  2,900  mg.  per  100  ml.  The 
serum  5-nucleotidase  was  31  units  per  liter;  serum 
folic  acid  3.3.  ng.  per  milliliter;  serum  iron  55  micro- 
grams per  100  ml.,  and  total  iron-binding  capacity 
135  micrograms  per  100  ml. 

The  patient  continued  to  have  diffuse  crampy 
abdominal  pain,  watery  diarrhea,  and  vomiting.  The 
fever  peristed,  ranging  from  100  to  102°F.  An  ab- 
dominal roentgen  survey  showed  a pattern  suggesting 
ileus.  Upper  gastrointestinal  x-ray  film  series 
showed  a normal  esophagus  and  stomach.  The  en- 
tire small  bowel  showed  an  abnormal  pattern  char- 
acterized by  thickening  of  the  mucosal  folds,  marked 
edema,  hypomotility,  and  scattered  multiple  nodules 
in  the  wall  of  the  entire  small  bowel.  A jejunal  biopsy 
was  performed  and  revealed  adult  and  ova  forms  of 


FIGURE  1.  Case  1. 


(A  and  B)  Adult  and 


FIGURE  2.  Case  1.  (A)  S.  stercoralis  worm  in  fecal  fluid.  (B)  Ova  of  S.  stercoralis  in  fecal  fluid. 


S.  stercoralis  in  the  mucosal  glands.  In  addition, 
focal  infiltrates  of  atypical  mononuclear  cells  with 
prominent  nuclei  were  seen  in  the  lamina  propria, 
together  with  occasional  capillary  spaces  filled  with 
similar  cells  compactly  arranged.  These  infiltrates 
were  suggestive  of  histiocytic  lymphoma. 

A course  of  thiabendazole.  100  mg.,  twice  daily, 
orally,  was  instituted  for  two  days,  following  which 
the  stools  became  negative  for  ova  and  parasites,  but 
the  patient  continued  to  have  diarrhea,  occasional 
vomiting,  and  crampy  abdominal  pain.  One  week 
later,  the  patient  developed  bronchopneumonia,  but 
did  not  improve  with  tetracycline  therapy.  Three 
weeks  later  the  patient  developed  pulmonary  edema, 
went  into  hypotensive  shock,  and  expired. 

Postmortem  examination  confirmed  the  presence 
of  histiocytic  lymphoma  of  the  bowel.  Live  and  ova 
forms  of  Strongyloides  were  found  in  the  duodenum 
and  fecal  contents.  (Fig.  3.) 

Case  3.  A 55-year  old  Jamaican-born  black  man 
was  hospitalized  with  a two-week  history  of  edema 
and  tenderness  of  the  right  leg,  abdominal  pain, 
postprandial  vomiting,  and  a 30-pound  weight  loss. 
One  day  prior  to  admission,  the  patient  noted  gross 
hematuria.  One  year  prior  to  admission,  the  patient 
developed  bullous  pemphigoid  over  his  entire  body 
and  was  begun  on  treatment  with  prednisone,  60  mg. 
daily.  Gastrointestinal  radiographs  revealed  du- 


odenitis and  antritis. 

Physical  examination  showed  a well-developed, 
well-nourished  black  man,  alert,  with  pallor  of  the 
mucous  membranes.  The  blood  pressure  was  150/96 
mm.  mercury,  and  the  pulse  was  98  per  minute  and 
regular.  His  skin  was  dry  and  mottled  with  macular 
lesions  over  the  trunk  and  extremities.  The  chest 
and  heart  were  unremarkable.  The  abdomen  was 
distended  with  the  liver  margin  palpable  6 cm.  below 
the  right  costal  margin.  The  right  lower  extremity 
was  edematous  to  the  thigh;  pitting  edema  was  noted 
over  the  left  ankle. 

The  hematocrit  was  34,  leukocyte  count  11,400  per 
cubic  millimeter,  with  74  percent  segmented  cells,  18 
percent  lymphocytes,  and  8 percent  nonsegmented 
neutrophils.  The  platelet  count  was  260,000  per 
cubic  millimeter.  Coagulation  study  findings  were 
within  normal  limits.  The  urine  was  yellow,  clear, 
and  had  2-plus  protein  and  sugar.  Occasional  red 
blood  cells  were  also  seen  in  the  urine.  The  serum 
protein  was  5.8  Gm.  per  100  ml.,  and  th  total  bili- 
rubin 0.6  mg.  per  100  ml.  The  chest  x-ray  film  re- 
vealed cardiomegaly  with  mild  congestive  changes. 
Gastrointestinal  radiograms  showed  an  abnormal 
small  bowel  pattern  suggestive  of  nodular  hyper- 
plasia and  extensive  intestinal  edema. 

The  patient  was  treated  with  intravenous  heparin, 
hot  compresses,  and  prednisone.  The  thrombo- 
phlebitis improved,  but  on  the  sixth  hospital  day  the 
November  1977/New  York  State  Journal  of  Medicine  2111 


FIGURE  3.  (Case  2).  Adult  S.  stercoralis  worm  in  fecal 
contents. 


patient  vomited  greenish  material  and  blood.  Eso- 
phagogastroduodenoscopv  was  performed  and 
showed  normal  esophagus  and  stomach,  but  a hy- 
peremic,  hemorrhagic,  edematous  duodenum.  Bi- 
opsy of  the  duodenum  demonstrated  larvae  of  S. 
stercoralis  in  the  duodenum  and  large  bowel. 

Case  4.  A 59-year  old  Korean-born  woman  was 
hospitalized  for  evaluation  for  possible  splenectomy. 
Ten  years  prior  to  admission  the  patient  was  diag- 
nosed to  have  idiopathic  thrombocytopenic  purpu- 
ra. 

In  1971,  the  patient  came  to  the  United  States  and 
was  started  on  prednisone,  which  was  continued  in- 
termittently until  the  time  of  admission  three  years 
later,  when  the  patient  was  receiving  60  mg.  daily.  A 
poor  clinical  response  was  achieved  with  this  dose  of 
prednisone,  and,  hence,  splenectomy  was  considered. 
The  patient  had  had  ascariasis  as  a child. 

On  physical  examination,  the  patient  was  well- 
developed  and  well-nourished,  but  mildly  cushingoid. 
The  blood  pressure  was  120/84  mm.  mercury.  The 
skin  was  nonicteric,  and  large  ecchymotic  areas  were 
noted  on  both  lower  extremities.  No  lymphade- 
nopathy  was  present.  The  heart  and  lungs  were 
unremarkable.  The  abdomen  was  globus  with  no 
hepatomegaly,  but  the  spleen  was  palpable  6 cm. 
below  the  costal  margin.  The  hematocrit  was  42, 
with  5,800  white  blood  cells  per  cubic  millimeter. 
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The  differential  count  revealed  58  percent  segmented 
cells,  16  percent  eosinophils,  2 percent  basophils,  and 
24  percent  lymphocytes.  The  Coombs’  test,  rheu- 
matoid factor,  V.D.R.L.,  lupus  erythematosus 
preparations,  and  antinuclear  antibodies  all  revealed 
normal  findings. 

Because  of  abdominal  discomfort,  epigastric  pain, 
and  vomiting,  stools  were  examined  for  ova  and 
parasites.  Parasitologic  analysis  revealed  ova  and 
larvae  of  S.  stercoralis.  The  patient  was  treated  with 
thiabendazole,  100  mg.  for  six  days,  with  marked 
improvement  in  symptoms.  Ova  and  parasites  dis- 
appeared from  the  stool;  the  patient  has  been 
asymptomatic  since  treatment,  but  continues  to  have 
a mildly  decreased  platelet  count.  Splenectomy  was 
not  performed. 

Comment 

Fatal  strongyloidiasis  arising  in  patients  with  im- 
paired immune  function  has  been  reported  recently 
in  the  literature.2-6  In  a series  of  32  cases,  Purtilo, 
Meyers,  and  Connor3  found  protein-calorie  malnu- 
trition, lepromatous  leprosy,  and  malignant  condi- 
tions as  the  major  disorders  associated  with  stron- 
gyloidiasis and  depressed  cellular  immunity.  It  is 
well  known  that  patients  with  neoplasias,  especially 
those  involving  the  reticuloendothelial  system,  may 
have  compromised  immune  function.7  Immunity 
may  be  furt  her  depressed  by  the  effects  of  treatment 
such  as  chemotherapy,  radiation,  and  surgery.8 
Stronglyoides  hyperinfections  reported  by  Adams 
et  al.4  and  Rivera  et  al.5  were  in  patients  with  either 
lymphoma,  leukemia,  leprosy,  or  systemic  lupus  er- 
ythematosus; all  patients  were  receiving  chemo- 
therapy. 

In  Hodgkin’s  disease,  immunodeficiency  and  as- 
sociated infection  were  clearly  described  more  than 
70  years  ago.9  In  non-Hodgkin’s  lymphomas,  there 
may  also  be  immunologic  deficiency  involving  both 
humoral  and  cell-mediated  immunity.7  In  the 
presence  of  a compromised  immunologic  system,  it 
is  not  surprising  that  infection  with  organisms  of 
“low-grade”  pathogenicity  can  become  a major 
clinical  problem.  S.  stercoralis,  a common  parasite, 
must  be  considered  in  the  list  of  opportunistic  in- 
fections that  may  afflict  the  immunocompromised 
patient. 

In  1876,  Normand  first  described  the  nematode  S. 
stercoralis  in  the  feces  of  French  troops  in  China.10 
Since  then,  the  life  cycle,  morphology,  and  biology 
of  this  worm  have  been  adequately  described. 
Stronglyoidiasis  is  predominately  found  in  tropical 
and  subtropical  climates,  but  sporadic  cases  have 
been  reported  in  temperate  zones.  In  the  United 
States,  endemic  areas  are  still  known  to  exist  in  Ap- 
palachia.6 

The  nematode  has  remarkable  adaptive  capacities 
and  has  both  free-living  and  parasitic  generations. 
Once  the  filariform  larvae  have  made  contact  with 
and  penetrated  the  skin,  they  are  carried  through  the 
lymphatics  and  capillaries  to  the  right  side  of  the 


TABLE  I.  Clinical  data  in  four  patients  with 
strongyloidiasis 


Data 

Case  1 

Case  2 

Case  3 

Case  4 

Age  (vears) 

29 

35 

55 

59 

Sex 

Male 

Female 

Male 

Female 

Place  of  birth 

Jamaica,  West 
Indies 

United 

States 

Jamaica, 

West 

Indies 

Korea 

Recent  travel 

St  Thomas, 
West  Indies 

Underlying 

Lymphoblastic 

Histiocytic 

Kullous 

Idiopathic 

disorder 

lymphoma 

lymphoma 

pemphigo 

id 

thrombocyto- 
penic purpura 

Therapy 

administered 

Vincristine, 

prednisone. 

streptonigrin 

None 

Prednisone 

Prednisone 

Symptoms  ot 
strongyloi- 
diasis 

Nausea 

+ 

+ 

+ 

Vomiting 

+ 

+ 

+ 

Abdominal 

+ 

+ 

+ 

+ 

pain 

Weight  loss 
Diarrhea 

+ 

+ 

+ 

Diagnosis  of 
strongvloi 
diasis 

Duoden.il 

+ 

+ 

+ 

biopsy 

Duodenal 

+ 

+ 

+ 

aspirate 

Fecal  analysis 

+ 

Therapy  for 
strongvloi- 

Thiobendazole 

Thiobendazole 

Thiobend- 

azole 

Thiobendazole 

diasis 

Outcome 

Died 

Died 

Died 

Improved 

heart  and  then  to  the  lungs.  The  larvae  penetrate 
the  pulmonary  alveoli  and  migrate  through  the  res- 
piratory passages  to  enter  the  esophagus  and  even- 
tually the  intestines.  During  this  passage,  the  larvae 
may  develop  into  adolescent  worms,  and.  it  males  and 
females  are  present,  fertilization  of  the  adolescent 
female  may  occur  in  the  bronchi,  trachea,  or  intes- 
tines.10 The  fertilized  female  can  then  penetrate  the 
gastrointestinal  epithelium  and  begin  to  deposit  eggs 
in  these  tissues.  The  rhabdoid  larvae  may  be  ex- 
creted through  the  gastrointestinal  tract  and  develop 
into  the  free-living  generation  ( filaria  form),  or  may 
cause  autoinfection  through  external  (perianal)  or 
internal  (intestinal)  modalities. 

The  parasite-host  relationship,  normally  existing 
in  the  infected  individual,  may  be  such  that  few  if  any 
symptoms  may  be  present.  If,  however,  this  delicate 
balance  between  host  defense  and  parasite  invas- 
iveness is  disturbed  in  favor  of  the  parasite,  then 
clinical  manifestations  become  apparent.  In  the 
cases  presented,  all  the  patients  were  harboring  the 
Strongyloides  parasite  for  many  years,  and  it  was  not 
until  the  occurrence  of  a neoplasm  or  immunosup- 
pressive therapy  that  symptoms  of  strongyloidiasis 
appeared  (Table  I). 

The  occurrence  of  fatal  strongyloidiasis  in  patients 
receiving  corticosteroids  is  well  documented.11 
Three  of  the  four  patients  here  reported  were  re- 
ceiving this  medication,  which  may  well  have  pro- 
voked the  appearance  of  autoinfection.  Eosino- 
philia,  commonly  found  in  patients  harboring  nem- 
atodes, was  only  a prominent  feature  in  one  of  the 
four  patients.  In  two  patients,  this  may  have  been 
because  they  were  receiving  corticosteroids  at  the 
time  of  diagnosis,  and.  therefore,  the  expected  eo- 
sinophilia  may  have  been  suppressed. 


The  symptoms  of  strongyloidiasis  in  our  patients 
were  quite  classic  with  abdominal  pain,  diarrhea, 
nausea,  and  vomiting  the  chief  complaints.  Weight 
loss,  cachexia,  hypoalbuminemia,  edema,  and  pro- 
tein-losing enteropathy  are  also  features,  and  appear 
to  herald  a poor  prognosis.  The  underlying  disorder 
may  be  adequately  treated,  but  the  opportunistic 
infection  with  strongyloidiasis  may  prove  fatal.  Such 
was  the  case  in  the  first  patient  of  our  series. 

The  possibility  that  a patient  may  harbor  a par- 
asitic infection  must  be  a serious  consideration  for 
the  clinician  when  the  underlying  disorder  or  the 
prescribed  treatment  may  cause  a change  in  the  im- 
munocompetence  of  the  patient.  The  frequent  mi- 
gration of  populations,  the  return  of  servicemen  from 
endemic  areas,  and  the  extensive  travel  available  to 
the  general  population  may  well  increase  the  number 
of  clinically  afflicted  individuals.12  It  is,  therefore, 
necessary  that  the  physician,  even  in  regions  distant 
from  endemic  areas  of  strongyloidiasis,  consider  this 
diagnosis  as  a possible  and  devastating  complication 
of  treatment  if  the  clinical  setting  and  picture  present 
themselves. 

Summary 

The  four  patients  presented  here  developed  clin- 
ically significant  S.  stercoralis  infection.  Two  pa- 
tients had  malignant  lymphoma,  and  the  other  two 
received  prednisone  for  prolonged  periods  of  time  for 
bullous  pemphigoid  and  for  idiopathic  thrombocy- 
topenic purpura.  This  potentially  fatal  complication 
should  be  considered  in  all  patients  receiving  im- 
munosuppressive or  cytotoxic  therapy  for  their 
underlying  disorders. 
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Cardilate  (erythrityl  tetranitrate) 

INDICATIONS  For  the  prophylaxis  and  long-t 
treatment  of  patients  with  frequent  or  recurrer| 
anginal  pain  and  reduced  exercise  tolerance 
associated  with  angina  pectoris,  rather  than  fc 
the  treatment  of  the  acute  attack  of  angina  peci 
since  its  onset  is  somewhat  slower  than  that  o 
nitroglycerin 


se 

Mri 

Mil 


PRECAUTIONS  As  with  other  effective  nitrite: 
some  fall  in  blood  pressure  may  occur  with 
large  doses 


Caution  should  be  observed  in  administering  I 
drug  to  patients  with  a history  of  recent  cerebr 
hemorrhage,  because  of  the  vasodilation  whic 
occurs  in  the  area  Although  therapy  permits 
more  normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from  anginal 
attacks  as  a signal  to  drop  all  restrictions 


SIDE  EFFECTS  No  serious  side  effects  have 
been  reported  In  sublingual  therapy,  a tinglinc 
sensation  (like  that  of  nitroglycerin)  may  some 
times  be  noted  at  the  point  of  tablet  contact  wi 
the  mucous  membrane  If  obiectionable.  this 
be  mitigated  by  placing  the  tablet  in  the  bucca 
pouch  As  with  nitroglycerin  or  other  effective 
nitrites,  temporary  vascular  headache  may  oc 
during  the  first  few  days  of  therapy  This  can  b 
controlled  by  temporary  dosage  reduction  in 
order  to  allow  adjustment  of  the  cerebral  hem 
dynamics  to  the  initial  marked  cerebral  vasodi 
tion  These  headaches  usually  disappear  withi 
one  week  of  continuous  therapy  but  may  be  n 
mized  by  the  administration  of  analgesics. 


I 


If 


Mild  gastrointestinal  disturbances  occur  occa 
sionally  with  larger  doses  and  may  be  controll 
by  reducing  the  dose  temporarily 


HOW  SUPPLIED  10  mg  chewable  scored  tat 
bottle  of  100  Also  5.  10  and  15  mg  oral/sublincfl 
scored  tablets  in  bottles  of  100  10  mg  oral/ 
sublingual  scored  tablets  also  supplied  in  boft 
of  1 000 

Also  available  Cardilate’-P  brand  Erythrityl 
Tetranitrate  with  Phenobarbital*  Tablets  (Scon| 
(’Warning  may  be  habit-torming.) 
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"Our  sex  life  is  nil...”  A problem  of  the  first  magnitude  to  many  post 
infarct  patients  and  their  mates  patients  are  often  reluctant  to  broach  the 
subject  physicians  may  frequently  overlook  its  implications.  This  new 
16mm  film  combines  candid  patient  interviews  with  discussions  by  Drs 
Herman  Hellerstein  Thomas  Hackett  Albert  Kattus,  Richard  Stem.  Carroll 
Witten  and  Lenore  Zohman  Film  and  related  monograph  comprise  2 
AAFP  credit  hours.  To  arrange  viewing,  write  Burroughs  Wellcome  Co., 
Educational  Services  Department.  Research  Triangle  Park.  N.C.  27709  or 
contact  your  B W Co."  representative 

Sex  and  the 
heart  patient: 

A film  every  doctor  should  see. 


,‘e  energy  cost  of  sex  to  the 
hart  is  relatively  modest. 

I er  80%  of  post-coronary  patients 
In  ultimately  resume  sexual  activity 
I hout  serious  risk  Hellerstein  and 
leedman  demonstrate  that  mean 
aximal  heart  rate  during  orgasm 
th  spouse  (as  opposed  to  extra- 
antal  sex)  in  14  post-infarct  pa- 
nts is  lower  than  that  during  usual 
(cupational  activity 


hpresentations  below  of  actual 
(G  readings  of  an  attorney,  post 
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Fear  of  pain  greatest  deterrent 
to  post  Ml  sex 

In  the  multitude  of  Ml  patients  with 
angina  pain  is  due  to  diminished 
coronary  reserve  and  increased 
myocardial  oxygen  demand,  pre- 
cipitated by  sex.  other  excitement 
and  improper  exercise  Anginal 
pain,  however,  can  be  relieved,  and 
its  recurrence  mitigated 

Cardilate’  (erythrityl 
tetranitrate)  increases  exercise 
tolerance. 

Cardilate  relieves  anginal  pain  and 
prevents  its  recurrence,  thereby 
allowing  increased  activity. 
Commencing  to  work  in  as  little  as 
2 to  5 minutes.  Cardilate  protects 
against  recurrence  of  angina  for  at 
least  2 hours 

Available  in  both  sublingual  and 
chewable  forms.  Cardilate  is  a versa- 
tile convenient  agent  to  help  make 
the  angina  patient  s life  more  livable. 
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Atrial  Conduction  in 
Complete  Heart  Block 
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Retrograde  conduction  may  persist  in  the  presence 
of  complete  A-V  (arterioventricular)  block.  This  is 
not  a common  phenomenon.  Goldrever,  and  Bigger1 
demonstrated  ventriculo-atrial  conduction  in  only 
1 of  12  patients  with  complete  A-V  block. 

His  bundle  electrograms  have  only  rarely  been 
obtained  in  this  condition.2  In  this  article  we  present 
the  results  of  a bundle  of  His  electrogram  study  re- 
corded in  a patient  with  complete  heart  block  and 
ventriculo-atrial  conduction. 

Case  report 

A 75-year-old  male  was  admitted  to  the  hospital 


1 I 


I A 


because  of  a syncopal  episode.  There  was  no  previ- 
ous history  of  chest  pain,  and  he  denied  the  use  of 
cardiac  medications.  The  blood  pressure  was  175/90 
mm.  Hg,  and  the  pulse  rate  was  34  beats  per  minute 
and  regular.  Cardiac  auscultation  revealed  a first 
heart  sound  of  varying  degrees  of  intensity.  There 
was  a grade  II/VI  early  systolic  murmur  at  the  apex. 
The  electrocardiogram  revealed  complete  A-V  block 
with  an  idioventricular  rhythm  of  34  beats  per  min- 
ute and  sinus  P waves  at  83  beats  per  minute.  Fre- 
quent retrograde  or  inverted  P waves  were  seen  in 
leads  II,  III,  and  aVf  (Fig.  1 ).  During  the  introduc- 
tion of  a temporary  transvenous  pacemaker,  a His 
bundle  electrogram  was  recorded.  A bipolar  pacing 
catheter  was  introduced  percutaneously  into  the 
right  femoral  vein  and  fluoroscopically  positioned  at 
the  tricuspid  valve.  The  proximal  terminals  of  the 
catheter  were  attached  to  an  electrocardiographic 
amplifier,  and  the  bipolar  His  electrogram  was  re- 
corded at  a frequency  setting  of  40  to  500  cycles  per 
second  on  a DR- 12  Electronics  for  Medicine  recorded 
at  paper  speeds  of  100  mm.  per  second.  Electro- 
cardiographic leads  I,  II,  and  III  were  simultaneously 
recorded.  The  His  bundle  electrogram  study  re- 
vealed the  complete  heart  block  with  a His  bundle 
potential  following  each  A wave,  except  the  third, 
which  established  the  block  distal  to  the  bundle  of 
His  (Fig.  2).  The  A-H  interval  measured  60  msec., 
and  the  P-P  interval  measured  720  msec.  A retro- 
grade P wave  was  observed  after  the  second  QRS 
complex.  This  contention  is  supported  by  the  earlier 
appearance  of  the  P wave  and  the  different  contour 
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FIGURE  1 . Electrocardiogram  demonstrating  complete  heart  block.  Note  arrows  point  to  retrograde  P waves.  (A)  Leads 
I,  II,  III,  aVr,  aVI,  aVf.  (B)  Leads  V,  to  V6. 
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FIGURE  2.  Simultaneous  His  bundle  electrogram  and  leads  I.  II,  and  III.  Note  A wave  followed  by  His  bundle  deflection. 
Retrograde  P wave  recorded  after  second  ventricular  complex.  Time  lines  20  msec,  apart. 


of  the  P wave.  Further,  the  P wave  is  inverted  in 
leads  II  and  III.  An  H deflection  is  seen  after  this 
QRS  complex,  and  it  is  of  interest  that  the  H-A  in- 
terval also  measures  60  msec.  The  H deflection 
preceding  the  retrograde  P wave  was  seen  repeatedly 
on  the  His  bundle  electrogram  recording  with  the 
identical  time  relationships.  There  is  a compensa- 
tory pause  following  the  retrograde  P wave  with  the 
interval  from  the  P wave  preceding  the  retrograde  P 
wave  to  the  P wave  following  the  retrograde  P wave 
equal  to  twice  the  sinus  P-P  interval.  Thus  the  ret- 
rograde P wave  did  not  reset  the  sinus  node. 

Comment 

The  His  bundle  electrogram  in  our  patient  dem- 
onstrated that  retrograde  conduction  can  indeed 
occur  in  the  presence  of  complete  heart  block. 
Further,  the  retrograde  conduction  occurs  across  the 
A-V  node  in  spite  of  a block  distal  to  the  bundle  of 
His.  Antegrade  and  retrograde  conduction  across 
the  A-V  node  appears  to  utilize  a single  pathway. 
This  appears  reasonable  because  the  A-H  and  H-A 
intervals  in  our  patient  were  identical.  Conduction 
from  the  ventricles  to  the  A-V  node  may  go  through 
the  blocked  conduction  system  distal  to  the  bundle 
of  His  in  a retrograde  manner,  or  utilize  a parallel 
retrograde  pathway  or  muscular  conduction. 

Several  theories  have  been  developed  to  account 
for  the  observation  that  retrograde  conduction  may 
occur  in  the  presence  of  complete  orthograde  A-V 
heart  block:  (1)  separate  pathways  for  antegrade 
and  retrograde  conduction  have  been  postulated.3 
Destruction  of  the  former  with  preservation  of  the 
latter  would  allow  retrograde  conduction  w’ith  com- 
plete orthograde  A-V  heart  block;  (2)  the  cardiac 
impulse  normally  undergoes  decremental  conduction 
in  the  A-V  junction,  and  it  has  been  postulated  that 
complete  A-V  heart  block  occurs  as  a result  of  the 


presence  of  the  greatest  barrier  to  forward  conduc- 
tion at  the  ventricular  end  of  the  junctional  tissue.4 
The  impulse  that  is  propagated  in  an  orthograde 
direction  has  therefore  undergone  maximal  decre- 
ment when  it  reaches  the  barrier  area  and  is  unable 
to  penetrate  it.  A retrograde  impulse  at  its  maximal 
amplitude  may  penetrate  the  barrier  region  prior  to 
undergoing  decrement;  and  (3)  a super-normal  phase 
of  conductivity  is  stimulated  in  the  blocked  area  by 
the  blocked  antegrade  impulse,  and  the  blocked  area 
is  then  able  to  conduct  the  next  ventricular  beat  in 
retrograde  fashion. 

The  integrity  of  the  A-V  node  appears  to  be  very 
important  in  permitting  retrograde  conduction. 
Since  the  conduction  delay  in  acquired  complete 
heart  block  is  located  distal  to  the  bundle  of  His,  the 
A-V  node  is  usually  intact. 

Summary 

A 75-year-old  male  presented  himself  in  complete 
heart  block.  A His  bundle  electrogram  study  re- 
vealed the  block  distal  to  the  bundle  of  His.  Retro- 
grade conduction  was  documented  in  spite  of  the 
presence  of  complete  heart  block. 

506  Sixth  Street 
Brooklyn,  New  York  11215 
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Soft-Tissue  Sarcoma 

Imaged  with  technetium-99m 
pyrophosphate 


carcinoma,2  myocardial  infarcts,3  cerebral  infarc- 
tions,4 malignant  lymphomas,5  and  interstitial  pul- 
monary calcification.6  Localization  of  strontium 
87m  in  a number  of  extraskeletal  lesions  also  has 
been  reported.7-9  This  represents  the  first  report  of 
uptake  of  a bone  tracer  in  a liposarcoma. 
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An  increasing  interest  is  developing  in  extraos- 
seous  localization  of  99mTc  (technetium)  phosphate 
complexes.  Intense  uptake  of  these  tracers  has  been 
shown  in  an  extraosseous  neurofibroma,1  breast 


Case  report 

A 51 -year-old  white  woman  was  admitted  to 
Fordham  Hospital  with  a chief  complaint  of  painless 
right-ankle  swelling  of  one-year  duration.  She  noted 
a slow  increase  in  swelling  for  one  year,  and  finally 
some  slight  ulceration  approximately  one  week  be- 
fore admission.  Her  past  history  was  noncontribu- 
tory.  The  physical  examination  revealed  a nonten- 
der 10  by  15-cm.  mass  above  the  medial  aspect  of  the 
right  ankle  that  had  a central  area  of  ulceration 
containing  a focal  area  of  hemorrhagic  discharge. 
Pertinent  laboratory  findings  included  a hemoglobin 
of  11.2  Gm„  hematocrit  of  33.9,  and  a white  blood-cell 
count  of  10,000  per  cubic  millimeter.  A radiograph 
showed  the  large  soft-tissue  mass,  but  the  osseous 
structures  were  normal  (Fig.  1A).  Bone  scintiphotos 
of  the  area  were  performed  three  hours  following  a 
10-mCi.  intravenous  dose  of  99mTc  pyrophosphate. 
This  revealed  an  intense  deposition  of  the  tracer  in 
the  area  of  the  mass  (Fig.  IB).  Femoral  angiography 


FIGURE  1 (A)  Enormous  lobulated  soft-tissue  mass  on  medial  portion  of  right  ankle.  Bony  structures  normal.  (B)  Posterior 

and  lateral  99mTc  polyphosphate  scintiphotos  reveal  marked  accumulation  of  tracer  in  lesion.  (C)  Femoral  angiogram  dem- 
onstrates lesion  to  be  highly  vascular. 
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FIGURE  2.  Histologic  photomicrograph  of  specimen  shows 
multiple  stippled  dark  areas  representing  calcification.  Stain 
specific  for  calcium.  Background  is  composed  of  necrotic 
tumor  debris.  (Von  Kossa  Stain) 

showed  a highly  vascular  soft-tissue  lesion  with  no 
evidence  of  hone  involvement  (Fig.  1C). 

Surgical  exploration  of  the  right  ankle  revealed  a 
10  by  15-cm.  lesion  with  a pseudo-capsule.  The  mass 
was  not  attached  to  the  hone,  and  was  felt  to  he 
completely  enucleated  at  the  operation.  At  micro- 
scopic examination,  proliferating  lipoblasts  in  various 
stages  of  differentiation  were  demonstrated;  these 
were  located  within  a rich  myxoid  matrix  with  an 
abundant  capillary  network.  Focal  necrosis  and 
hemorrhage  with  minute  foci  of  calcification,  as  well 
as  some  thick-walled  vessels  with  stippled  calcifica- 
tion in  their  walls,  were  identified  (Fig.  2). 

Calcium  estimation  in  dried-dessicated  and  hy- 
drochloric acid-extracted  tumor  tissue  was  per- 
formed using  a titrant  (Fisk  Automated  Titrator). 
Three  representative  areas  that  were  histologically 
different  were  analyzed  for  calcium  content  as  fol- 
lows. 

1.  Areas  of  hemorrhage  and  necrosis — 2.3  mg.  per 

100  ml. 

2.  Areas  of  fascia  and  thick  vessels — 1.6  mg.  per 

100  ml. 

3.  Areas  of  soft  tumor  without  necrosis— 0.8  mg. 

per  100  ml. 

Nontumor  concentrated  hydrochloric  acid  control — 

0.6  mg.  per  100  ml. 

A postoperative  bone  scintiphotographic  exami- 
nation revealed  normal  findings  (Fig.  3). 

Comment 

This  case  adds  to  the  increasing  number  of  obser- 
vations in  the  literature  that  99mTc  pyrophosphate 
and  similar  bone-seeking  radionuclides  occasionally 
concentrate  in  tissues  outside  of  bone.  The  exact 
mechanism  for  this  localization  is  not  completely 
understood  at  this  time,  although  several  possibilities 
have  been  suggested.  Genant  et  al.10  have  stated 
that  short-term  uptake  of  bone-seeking  radionuclides 
is  closely  correlated  with  blood  flow.  The  intense 
vascularity  of  this  lesion  was  shown  on  angiography. 


FIGURE  3.  Repeat  bone  scintiphotos  one  week  after  sur- 
gery revealed  normal  findings,  appearing  to  confirm  absence 
of  any  true  bony  involvement. 

Additionally,  Rosenthall  and  Kaye"  postulate  that 
99mTc-labeled  phosphate  complexes  have  a greater 
affinity  for  immature  collagen  than  for  the  crystal 
surface.  The  more  classic  theories  concerning  hy- 
droxyapatite deposition,  ion  exchange,  and  chem- 
absorption  also  may  have  played  a role  since  areas  of 
dystrophic  calcification  were  located  in  the  specimen, 
specifically  in  the  areas  of  hemorrhage  and  necro- 
sis. 

Summary 

A liposarcoma  showed  intense  concentration  of 
technetium-99m  pyrophosphate.  An  angiogram 
demonstrated  a highly  vascular  lesion,  and  it  is  sug- 
gested that  blood  flow  played  a major  role  in  allowing 
the  tumor  to  be  demonstrated  on  scintiphotography. 
There  was  some  histologic  evidence  of  calcification 
which  probably  also  contributed  to  bone-tracer  dis- 
position. Quantitative  analysis  of  the  specimen 
demonstrated  that  this  calcification  was  located 
primarily  in  the  areas  of  hemorrhage  and  necrosis. 
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The  value  of  ultrasonography  in  defining  mass 
lesions  of  the  pancreas  has  already  been  proved,  and 
indeed  this  is  one  of  the  few  situations  in  which  ul- 
trasound may  be  the  initial  examination.1-3  As  the 
sonographic  anatomy  of  the  retroperitoneum  is  de- 
lineated and  technical  improvements  such  as  gray- 
scale and  real-time  sonography  are  utilized,  even 
finer  resolution  and  understanding  of  pathologic 
processes  and  relationships  may  he  expected. 
Conventional  ultrasound  is  still  the  most  frequent, 
and  inexpensive,  modality  available.  The  purpose 
of  this  case  report  is  to  add  to  the  list  of  differential 
diagnoses  and  point  out  that  a pseudocyst  can  mimic 
a left  renal  cyst. 

Case  report 

A 53-year-old  Puerto  Rican  male  entered  the 
hospital  because  of  a progressively  enlarging  upper 
quadrant  mass  on  the  left  side  of  four  months’  du- 
ration. The  patient  had  been  an  alcoholic  for  35 
years,  and  had  a history  of  repeated  previous  ad- 
missions for  pancreatitis.  On  admission,  the  serum 
amylase  and  liver  function  test  results  were  unre- 
markable. An  upper  gastrointestinal  series  con- 
firmed the  presence  of  a retrogastric  mass,  deviating 
the  stomach  to  the  right,  and  apparently  adherent  to 
the  greater  curvature.  An  intravenous  urogram  with 
tomography  showed  the  left  kidney  to  be  displaced 
downward  by  a thick-walled  cystic  mass,  appearing 
to  arise  from  the  upper  pole  (Fig.  1).  There  were 
coarse  calcifications  in  the  vicinity  of  the  mass. 
Because  of  the  urographic  appearance,  ultrasono- 
graphy of  the  left  kidney  was  performed. 

It  was  impossible  to  separate  an  18-cm.  cystic 
structure  from  the  kidney.  The  renal  parenchyma 
was  drawn  into  a beak  surrounding  the  mass  (Fig. 
2A).  The  spleen  was  also  displaced  inferiorly.  At 
surgery,  1 L.  of  brownish  fluid  was  removed  from  a 
cyst  arising  from  the  tail  of  the  pancreas.  This  was 
confirmed  by  microscopic  section  of  the  cyst  wall.  A 


FIGURE  1 . Medial  displacement  of  stomach  and  downward 
displacement  of  left  kidney  are  obvious.  Note  beak  effect 
on  renal  cortex.  Cyst  is  radiolucent  but  has  very  thick 
rim. 

cystojejunostomy  Roux-en-Y  was  performed.  The 
postsurgical  gastrointestinal  series  and  sonogram 
showed  marked  diminution  of  the  mass,  with  no  re- 
flux of  barium  into  the  cyst  (Fig.  2B).  The  patient 
was  discharged  three  weeks  after  surgery. 

He  returned  one  month  later  in  shock;  1,500  cc.  of 
blood  were  found  in  the  peritoneal  cavity  secondary 
to  erosion  of  the  cyst  into  the  left  gastric  artery.  The 
cystojejunostomy  Roux-en-Y  anastomoses  were  in- 
tact. A repeat  upper  gastrointestinal  series  again 
showed  increase  in  the  retrogastric  space,  irregularity 
of  the  gastric  folds,  but  no  major  mass  defect.  Re- 
peat intravenous  urogram  and  ultrasonographic 
findings  showed  a somewhat  smaller  mass,  9 cm.  in 
diameter.  There  was  less  contact  with  the  upper 
pole  of  the  left  kidney,  and  less  renal  displacement. 
The  sonogram,  however,  still  simulated  the  appear- 
ance of  an  intrarenal  lesion. 

Comment 

Although  there  have  been  several  recent  articles 
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FIGURE  2.  Patient's  head  to  right  (A)  Longitudinal  sonogram  of  left  kidney  showing  huge  sonolucent  mass.  Note  deviation 
of  renal  axis  apparent  on  this  study,  as  well  as  distortion  and  "beaking"  of  upper  pole.  (B)  Following  surgery,  sonogram  shows 
correction  of  normally  longitudinal  position  of  kidney.  Mass  smaller  and  has  less  surface  contact  with  upper  pole.  (Ps  = 
pseudocyst;  K = kidney). 


dealing  with  sonography  of  the  pancreas,  only  Burger 
and  Blauerstein*  recognize  the  potential  diWicultv 
of  assigning  the  origin  of  a mass  to  the  correct 
organ.1  •’ 

The  usually  recognized  differential  diagnosis  of  a 
cystic  mass  in  the  left  upper  quadrant  includes  a 
fluid-filled  stomach,  enlarged  spleen,  lymphatic  tu- 
mors which  may  be  very  sonolucent,  and  now  renal 
cyst. 

Because  of  the  high  enzyme  content  of  the  pseu- 
docyst and  the  lack  of  a true  capsule  during  its  active 
phase,  adjacent  tissue  is  necrosed,  and  inflammatory 
response  results  in  fibrotic  encapsulation.  As  the 
pseudocyst  enlarges  it  may  come  into  contact  with 
neighboring  structures,  and  may  be  actually  attached 
to  one  or  more  of  the  organs  in  the  epigastrium.7-8  In 
this  case,  even  the  beak  effect  on  the  renal  nephro-. 
gram  and  the  characteristic  sonogram  aided  in  mas- 
querading this  pseudocyst  as  a renal  cortical  le- 
sion. 

Conclusion 

Ultrasound  provided  excellent  visualization  of  the 
cystic  mass.  Because  of  its  sonographic  and  radio- 


graphic similarity  to  a mass  in  the  upper  pole  of  the 
left  kidney,  a new  item  must  he  added  to  the  list  of 
differential  diagnoses.  Awareness  of  this  possibility 
and  correlation  with  the  clinical  picture  should  lead 
to  the  correct  evaluation. 

1249  Fifth  Avenue 
New  York,  New  York  10029 
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Carcinoma  of  the  breast  is  the  single  most  common 
malignant  lesion  in  women  of  middle  age  and  in  the 
older  group.  In  contrast,  adenocarcinoma  of  the 
breast  arising  in  an  adenoma  is  relatively  uncommon 
and  indeed  rare  in  a patient  in  her  early  forties. 
Since  this  condition  is  unlikely  to  be  considered  by 
clinicians,  it  seemed  pertinent  to  report  a case  which 
is  of  particular  interest  for  the  following  reasons:  (1) 
mass  noted  for  ten  years  prior  to  operation;  (2)  age 
of  the  patient;  (3)  rapidity  of  the  growth  of  the  lesion 
in  the  past  year;  (4)  secretory  nature  of  the  tumor;  (5) 
negative  finding  on  the  mammogram  for  carcinoma; 
and  (6)  probability  of  a good  prognosis  in  spite  of  the 
rapid  growth  of  the  lesion. 

Case  report 

The  patient  is  a 44-year-old  white  female  who  was 
admitted  into  St.  Vincent’s  Hospital,  in  New  York 
City,  on  May  26,  1975,  because  of  the  presence  of  a 
mass  in  the  right  breast.  She  stated  that  a small 
mass  had  been  present  in  the  same  area  since  1964. 
The  mass  had  not  changed.  However,  it  had  in- 
creased in  size  rather  rapidly  in  the  past  year  and 
became  tender  during  the  month  prior  to  admission. 
She  had  not  lost  any  weight  , and  her  general  condi- 
tion was  satisfactory.  She  did  not  have  any  other 
complaints. 

Past  history.  There  was  no  history  of  any  pre- 
vious surgery,  and  the  patient  had  had  no  serious 
medical  illness.  The  menstrual  periods  had  been 
normal  to  date. 

Physical  examination.  The  patient  was  a well- 
nourished  obese  white  female  who  did  not  appear  ill. 
The  blood  pressure  was  150/80,  and  the  temperature 
was  normal  on  the  day  of  admission.  Results  of  ex- 
amination of  the  heart,  lungs,  and  abdomen  were 
negative. 

Roth  breasts  were  quite  large  and  pendulous.  The 
result  of  tests  on  the  left  breast  was  essentially 
negative.  The  right  breast  was  considerably  larger 


FIGURE  1.  Mammogram  demonstrating  mass  in  breast. 

than  the  left  one.  In  the  inner  lower  quadrant  of  the 
right  breast  there  was  a lobulated  mass  measuring  6 
by  8 cm.  with  some  discoloration  overlying  the  center 
of  the  lesion.  The  mass  was  firm  and  tense  on  pal- 
pation. It  was  freely  movable,  well  circumscribed, 
and  irregular  in  shape.  The  discolored  area  in  the 
center  of  the  mass  felt  cystic  and  tense  and  was  ten- 
der on  palpation.  There  were  no  clinically  palpable 
nodes  in  either  axilla. 

Laboratory  data.  X-ray  examination  of  the 
chest  showed  negative  findings.  The  blood-count 
and  chemistry  findings  were  within  normal  limits,  as 
were  those  of  the  electrocardiogram. 

The  most  prominent  feature  revealed  on  mam- 
mography is  a lobulated  mass  measuring  about  6 cm. 
in  diameter  in  the  right  breast.  This  is  very  sharply 
marginated  except  at  the  posterior  margin  where 
t here  is  a little  loss  in  the  definition  of  the  lesion.  It 
does  not  contain  calcium.  The  adjacent  lactiferous 
ducts  are  scarcely  distorted.  The  subcutaneous  fat 
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FIGURE  2.  Photomicrograph,  median  power,  depicts  mi- 
croscopic foci  of  invasion. 


layer  is  somewhat  compressed  since  the  lesion  lies 
immediatly  adjacent  to  the  skin.  Other  nodules  are 
seen  bilaterally.  Some  of  t hese  represent  small  cysts, 
possibly  adenomata,  and  some  represent  dermal  le- 
sions (Fig.  1). 

Surgical  therapy.  On  May  27. 1975,anexcision- 
al  biopsy  was  performed,  and  the  frozen  section  re- 
port was  that  it  represented  carcinoma.  An  ex- 
tended simple  mastectomy  was  then  performed,  re- 
moving the  entire  remaining  breast,  the  pectoralis 
fascia,  and  the  accessible  axillary  nodes.1  1 The 
operative  area  was  properly  drained.  The  postop- 
erative course  was  uneventful,  and  the  patient  was 
discharged  on  the  tenth  postoperative  day  with  the 
wound  well  healed. 

Pathology  report.  Both  the  gross  appearance 
and  histology  of  this  adenocarcinoma  is  unusual. 
The  malignancy  of  the  lesion  is  demonstrated  by  the 
invasion,  disorderly  arranged  glandular  architecture, 
high  cellularity,  and  necrosis.  The  tumor  has  rela- 
tively fairly  well-demarcated  borders.  It  is  likely 
that  this  carcinoma  arises  from  a preexisting  ade- 
noma. The  nipple  and  skin  are  not  involved.  The 
blood  vessels  and  lymphatics  are  not  involved.  It  is 
noteworthy  that  the  breast  contains  multiple  florid 
adenomas.  The  definitive  diagnosis  was  adenocar- 
cinoma of  the  breast  apparently  arising  in  an  ade- 
noma, with  notable  secretory  activity  (Fig.  2).  The 
pathologists  were  W.  E.  Delaney,  M.D.,  and  I.  Toth. 
M.D.  The  slides  were  also  reviewed  by  Sheldon  C. 
Sommers,  M.D.  on  June  25,  1975,  who  agreed  with 
the  diagnosis  as  reported. 

Comment 

It  is  recognized  that  benign  tumors  of  the  female 
breast  such  as  fibroadenoma,  intraductal  papilloma, 
and  lipoma  are  common.  However,  pure  adenoma 
is  quite  rare.  Adenomas  constitute  about  1.7  percent 


of  all  benign  breast  lesions,  and  carcinomatous  de- 
generation in  these  lesions  is  most  rare. 

All  the  adenomas  have  the  same  general  gross  and 
microscopic  appearance  except  for  a variable  degree 
of  secretory  activity  in  those  occurring  during  preg- 
nancy. The  consistency  is  usually  firm  and  resilient. 
Lobulations  are  usually  faint  or  absent.  Micro- 
scopically an  organoid  pattern  is  present  with,  how- 
ever, the  lobulated  structure  of  the  normal  breast. 
The  adenoma  frequently  has  been  considered  merely 
a variant  of  the  fibroadenoma.  According  to  Cheatle 
and  Cutler. ' the  fibroadenoma  is  primarily  a tumor 
originating  from  the  subepithelial  tissue  of  the  ducts. 
They  recognize  the  adenoma  as  a distinct  entity  and 
differentiate  it  from  the  fibroadenoma  by  the  enor- 
mous amount  of  adenomatous  element  it  contains  as 
compared  with  the  fibrous  tissue,  bv  the  difference 
that  exists  in  the  epithelial  arrangements,  by  the 
greater  rapidity  of  growth,  and  by  the  lack  of  delin- 
eation from  the  adjacent  breast. 

The  incidence  of  carcinomatous  transformation 
in  an  adenoma  cannot  be  evaluated  because  of  the 
rarity  of  adenomas  and  the  usual  early  removal  of  any 
lesion  considered  an  adenoma  or  fibroadenoma.  A 
carcinomatous  degeneration  can  occur,  and  then  only 
after  a period  of  many  years,  as  illustrated  in  this  case 
report.  The  differential  diagnosis  preoperatively 
would  be  most  difficult. 

The  diseases  w'ith  which  it  is  likely  to  be  confused 
are  simple  cysts,  fibroadenomas  that  arise  late  in  life, 
cystosarcoma  phyloides,  and  carcinoma;  more  rarely 
carcinoma  that  has  undergone  cystic  degeneration. 

Summary 

Adenocarcinoma  arising  in  an  adenoma  is  a rare 
neoplasm.  Almost  all  these  tumors  follow  after  the 
patient  has  noticed  w'hat  was  a benign  lesion  for  a 
prolonged  period  of  time.  The  rapid  growth  of  the 
lesion  that  had  appeared  benign  for  some  time  should 
make  one  suspicious  of  malignant  transformation 
and  warrant  immediate  surgical  therapy.  The  ex- 
tended simple  mastectomy  was  considered  the  pro- 
cedure of  choice,  and  the  prognosis  appears  to  be  fa- 
vorable in  this  patient,  in  spite  of  the  size  of  the  le- 
sion. 

530  Park  Avenue 
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The  first  published  reports  of  peripheral  neurop- 
athy associated  with  amitriptyline  therapy  ap- 
peared in  the  British  Medical  Journal  in  1963. 1,2  In 
the  first  case,  a 69-year-old-woman  with  depression 
was  placed  on  amitriptyline  in  a dose  of  25  mg., 
subsequently  increased  to  50  mg.,  three  times  a day. 
Besides  a barbiturate  sedative  at  night,  the  patient 
received  no  other  medication.  Fifteen  days  later  she 
complained  of  numbness  in  the  feet  and  unsteady 
gait;  two  days  later  there  developed  marked  weakness 
of  dorsiflextion  of  both  feet.  Amitriptyline  was  dis- 
continued. Neurologic  evaluation  two  months  later 
revealed  motor  and  sensory  changes  in  both  lower 
legs,  hut  reflexes  were  present.  Although  the  neu- 
ropathy gradually  resolved,  weakness  and  subjective 
sensory  disturbance  persisted  at  the  third  month 
following  the  cessation  of  amitriptyline. 

The  second  case  described  protracted  peripheral 
neuropathy  in  a 20-year-old-woman  with  a diagnosis 
of  retardation  and  schizophrenia.  Amitriptyline  was 
given  to  relieve  tension  headaches  in  a dose  of  25  mg., 
three  times  a day.  Four  months  later,  the  patient 
complained  of  weakness  and  numbness  of  legs  with 
a sensation  of  walking  on  cotton  wool.  Amitriptyline 
was  discontinued,  and  two  weeks  later  the  subjective 
sensations  were  somewhat  diminished,  but  tendon 
reflexes  were  absent,  and  there  were  additional 
complaints  of  paresthesia  and  numbness  of  fingers. 
Two  weeks  later  all  reflexes  were  normal,  although 
sensory  disturbances  remained  but  were  gradually 
improving.  Amitriptyline  was  the  only  medication 
the  patient  received. 

Neuropathies  unassociated  with  footdrop  have  also 
been  described.  Blackwell  in  1968:!  reported  a case 
of  a 50-year-old -woman  who  developed  paresthesia 
over  the  whole  of  the  left  side  of  her  body  and  face 
following  a two  week  course  of  amitriptyline,  20  mg. 
three  times  a day.  She  also  noted  transitory  slurred 


speech.  The  symptoms  subsided  within  a week  of 
stopping  amitriptyline. 

The  drug  was  again  implicated  by  Brechter4  as  a 
possible  cause  of  paresthesia  and  slurred  speech. 

In  the  United  States  the  first  extensive  review  on 
amitriptyline  was  published  by  Avd  in  1965. 5 
Compiling  six  years’  experience  with  amitriptyline 
used  in  depression  and  enuresis,  and  its  long-term  use 
in  chronic  depression,  the  report  details  many  side- 
effects  of  the  drug  and  cites  the  two  published  reports 
on  peripheral  neuropathy  from  the  British  Medical 
Journal  in  1963. 1>2  The  article  concludes,  “whether 
there  was  a causal  connection  between  this  very  rare 
reaction  in  a patient  receiving  amitriptyline  and  the 
drug  is  most  doubtful,”  and  that  “the  accumulated 
data  clearly  show  that  serious  reactions  to  ami- 
triptyline have  been  rare.” 

A comprehensive  review  of  drug-induced  neuro- 
pathies from  Australia  by  Sullivan  in  19716  impli- 
cates amitriptyline  as  having  “produced  neuropathy 
in  rare  or  isolated  cases,  essentially  sensory  . . . only 
after  a fairly  long  period  of  exposure  to  the  drug  in 
high  doses.” 

Although  no  descriptions  of  individual  case  reports 
of  footdrop  associated  with  amitriptyline  therapy 
have  appeared  in  the  American  literature  before  this 
publication,  communications  with  the  author  docu- 
ment two  additional  cases  of  footdrop  and  four  cases 
of  peripheral  neuropathy  involving  median  and  pe- 
roneal nerve  distributions.  In  both  cases  where 
footdrop  developed,  the  only  medication  was  ami- 
triptyline: inone  instance  the  symptoms  developed 
after  an  eight -week  period  of  increasing  doses  of 
amitriptyline  up  to  175  mg.  per  day;  in  the  other, 
there  were  no  symptoms  until  the  third  year  of  pre- 
sumably constant  amitriptyline  use.  The  other  four 
cases  of  neuropathy  not  associated  with  footdrop 
involve  other  variables  such  as  a history  of  chronic 
alcoholism. 

Case  report 

A 66-year-old  Caucasian  woman  was  hospitalized 
because  of  a two-week  history  of  reclusiveness  and 
noncommunicat  ion.  Her  husband  had  died  of  can- 
cer a month  before  after  a protracted  period  at  home, 
where  she  cared  for  him.  Past  history  indicated  no 
psychiatric  or  major  medical  illnesses,  and  the  pa- 
tient had  been  in  good  health  until  this  episode. 
Before  her  retirement  at  age  62,  the  patient  had  been 
employed  in  a real  estate  business,  and  she  and  her 
husband,  who  had  been  a banker,  lived  comfortably 
in  a middle-class  community  in  New  York  City. 

On  admission,  the  patient  was  disheveled,  un- 
washed, and  markedly  dehydrated.  Significant 
psychomotor  retardation  and  self-preoccupation 
were  noted.  She  was  guarded,  appeared  to  be  hal- 
lucinating, and  her  speech  demonstrated  impecuni- 
ary  and  somatic  delusions.  She  was  oriented  to 
person  and  place  but  not  to  time. 

Physical  examination  findings  were  essentially 
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within  normal  limits  except  for  mild  obesity  and 
dehydration.  Blood  pressure  was  165/90;  pulse,  80; 
and  respiration,  20.  Admission  laboratory  data  were 
within  normal  limits  except  fora  blood  urea  nitrogen 
of  48.6  (Im.  per  24  hours  and  creatinine  of  14.4  mg. 
per  100  ml. 

On  admission,  the  patient  was  begun  orally  on 
amitriptyline,  25  mg.,  three  times  a day,  which  was 
increased  on  the  fourth  day  to  50  mg.,  three  times  a 
day.  Haloperidol  in  a dose  of  0.5  mg.,  three  times  a 
day,  was  also  given  for  seven  days,  then  discontinued. 
Bv  the  tenth  hospital  day,  there  was  no  significant 
improvement,  although  the  fluid  imbalance  had  been 
corrected  soon  after  admission.  Because  of  poor 
alimentation  and  the  possibility  of  erratic  gastroin- 
testinal absorption,  it  was  decided  to  administer 
amitriptyline  parenterally,  50  mg.,  intramuscularly, 
three  times  a day. 

On  the  second  day  of  intramuscular  amitriptyline, 
the  patient  seemed  brighter  and  more  verbal;  on  the 
third  day,  there  was  an  increase  in  psychomotor  ac- 
tivity, although  paranoid  ideation  remained.  After 
three  full  days  of  intramuscular  amitriptyline  the 
peroral  route  was  reinstituted  because  of  clinical 
response.  Subsequently,  the  oral  dosage  of  ami- 
triptyline was  increased  to  250  mg.  per  day,  and  im- 
provement continued  steadily. 

On  the  22nd  hospital  day,  the  patient  was  noted 
to  be  limping.  Neurologic  evaluation  revealed  a bi- 
lateral foot  drop  and  subjective  numbness  of  both 
feet  without  demonstration  of  sensory  impairment 
to  pain,  touch,  position,  or  vibration.  Tendon  re- 
flexes were  present  in  both  ankles,  and  plantar  re- 
flexes were  in  flexion. 

Additional  laboratory  data  revealed  normal  te- 
traiodothyronine  (T-4)  and  five-hour  glucose  toler- 
ance test  result;  lumbosacral  film  findings  were 
normal,  and  an  electroencephalogram  showed  a 
marked  amount  of  random  and  diffuse  5 to  6-Hz. 
moderate  voltage  theta  activity  and  a moderate- 
amount  of  15  to  20- Hz.  moderate  voltage  beta  ac- 
tivity, possibly  related  to  drowsiness  and/or  drug 
effect.  Electromyography  revealed  bilateral  pero- 
neal nerve  involvement,  greater  on  the  left  than  on 
the  right.  Amitriptyline  was  discontinued,  and  the 
patient  was  begun  on  haloperidol  and  thiamine  and 
B-complex  vitamins. 

Rehabilitation  efforts  consisted  of  exercise  and 
electrostimulation  of  appropriate  muscle  groups. 
There  began  to  be  minimal  improvement  in  the 
footdrop  after  the  second  week,  the  left  foot  im- 
proving more  quickly  than  the  right.  At  the  time  of 
her  discharge  on  the  56th  hospital  day,  one  month 
following  the  onset  of  the  footdrop.  there  was  almost 
complete  improvement  in  the  left  foot  but  only 
minimal  improvement  in  the  right.  Thereafter,  the 
patient  was  followed  weekly  for  rehabilitation  and 
by  the  fourth  visit,  the  right  foot  had  improved  con- 
siderably; nevertheless,  mild  residual  deficit  re- 
mained as  of  the  fifth  month  after  discharge. 


Comment 

The  mechanism  of  action  of  amitriptyline  in  the 
causation  of  peripheral  neuropathies  is  unclear. 
Endogenous  and  exogenous  variables  were  proposed 
by  Blackwell, ! since  in  his  reported  case  amitriptyline 
therapy  was  reinstituted  at  a later  date  in  higher 
dosage  without  recurrent  symptoms.  Brechter4 
suggested  that  the  causation  of  some  side-effects 
might  involve  recurrent  ischemic  episodes  in  persons 
with  partial  cerebral  arterial  occlusion,  by  virture  of 
the  tendency  of  tricyclic  antidepressants  to  produce 
orthostatic  hypotension.  He  illustrated  his  point 
with  a case  report  of  a 59-year-old  man  with  stenosis 
of  the  cerebral  arteries,  who  had  transitory  episodes 
of  paresthesia  and  paresis  after  ordinary  doses  of 
imipramine  hydrochloride  and  diazepam  for  mild 
depression.  Host  factors  such  as  the  age  of  the  pa- 
tient. nutritional  state,  and  other  constitutional  el- 
ements must  also  he  considered,  as  well  as  external 
variables  involving  duration  of  drug  treatment, 
dosage,  concomitant  use  of  other  drugs,  and  routes 
of  administration. 

In  the  case  presented  in  this  article,  dehydration 
was  a prominent  feature;  in  addition,  a nutritional 
deficiency  must  he  suspected  from  at  least  a two- 
week  period  prior  to  hospitalization.  Alcoholism, 
diabetes,  and  thyroid  dysfunction  were  not  in- 
volved. 

Haloperidol  was  administered  for  7 days  during 
the  initial  phase  of  hospitalization  but  had  been 
discontinued  for  15  days  at  the  time  the  footdrop 
developed.  The  use  of  other  medication  by  the  pa- 
tient prior  to  hospitalization  was  denied. 

Iatrogenic  neuropathies  may  be  produced  in  the 
lower  extremities  as  a result  of  drug  infiltration  of 
nerve  roots  following  intramuscular  injection  of  the 
buttocks.  This  does  not  appear  to  be  a factor  in  this 
case  since  the  site  of  the  injections  was  the  upper, 
outer  quadrant  of  each  buttock.  In  addition,  elec- 
tromyographic findings  implicated  the  peroneal 
nerve  alone;  such  selective  involvement  would  not  be 
possible  if  infiltration  had  occurred  proximally  at  the 
nerve-trunk  level. 

It  seems  clear  that  little  attention  has  been  given 
to  neuropathies  associated  with  amitriptyline  and 
that,  at  this  time,  the  significance  of  this  side  reaction 
is  not  fully  appreciated.  Initial  evidence  indicates 
that  the  reactions  are  reversible;  nevertheless,  the 
variability  of  the  rates  of  recovery  and  the  absence 
of  objective  clinical  data  documenting  the  recoveries 
suggest  the  need  for  closer  clinical  monitoring  in  this 
area.  It  is  hoped  that  similar  cases  will  he  reported 
to  allow  for  a systematic  evaluation  of  the  neuro- 
pathies from  which  rates  of  incidence  or  identifica- 
tion of  high-risk  populations  might  be  derived. 

Addendum 

On  July  29,  1976,  the  patient  was  again  admitted 
to  the  psychiatric  service  because  of  psychotic  de- 
pression. She  was  begun  briefly  on  a tricyclic  anti- 
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depressant,  but  this  was  discontinued  when  the 
previous  admission  record  became  available.  There 
was  subsequent  improvement  with  electrotherapy. 
Electromyography  was  performed  at  this  time  which 
revealed  complete  resolution  of  the  former  neurop- 
athy. The  results  clearly  demonstrate  that  in  this 
case  the  peripheral  neuropathy  was  fully  revers- 
ible. 

St.  Vincent’s  Hospital  and 
Medical  Center  of  New  York 
153  West  11th  Street 
New  York,  N.Y.  1001 1 


Impact  of  new  chemicals 
on  skin  aired  in  AMA  book 

All  sorts  of  things  in  the  environment  can  cause  skin 
problems.  Medical  science  has  learned  much  about  how 
to  predict  possible  adverse  reactions  to  chemicals  and  other 
substances  in  advance,  but  there  still  is  more  to  be 
learned. 

These  are  the  conclusions  of  Victor  A.  Drill.  M.D., 
pharmacologist  of  the  University  of  Illinois  School  of 
Medicine,  Chicago,  in  the  introduction  to  the  American 
Medical  Association’s  new  book  on  the  effects  of  new 
chemicals  on  the  human  skin. 

The  skin  is  more  commonly  affected  by  adverse  drug 
reactions  than  any  other  organ  system.  Dr.  Drill  said. 
Reactions  may  occur  following  exposure  to  chemicals  en- 
countered in  chemical  industry,  manufacturing  processes 
of  various  types,  from  cosmetics  and  related  materials 
applied  to  the  skin,  and  from  gaseous  and  solid  substances 
in  the  air.  Other  factors  affecting  the  skin  are  mechanical 
irritation,  sunlight,  and  temperature  and  humidity. 

Dr.  Drill  summarized  research  progress  in  the  past  30 
years  in  gaining  understanding  of  the  processes  affecting 
the  skin,  and  pointed  out  that  much  research  is  still  going 
on. 

Titled  Cutaneous  Toxicity,  the  book  contains  papers 
presented  at  a recent  symposium  sponsored  by  the  Society 
of  Toxicology  in  cooperation  with  the  American  Medical 
Association.  It  is  published  by  Academic  Press,  Inc.,  1 1 1 
Fifth  Ave.,  New  York,  N.  10003.  Copies  are  available 
at  $14.50  f rom  the  publisher 


References 


1.  Isaacs,  A.  D.,  and  Carlish,  S.:  Peripheral  neuropathy  after 
amitriptyline,  correspondence,  Brit.  M.J.  1:  1739  (1963). 

2.  Smith.  R.  C.  N.,  and  Grieve,  R.  C.:  Peripheral  neuropathy 
alter  amitriptyline,  correspondence,  ibid.  2:  254  (1963). 

3.  Blackwell,  B.:  Another  amitriptyline  side-effect?.  Lancet 
1:426  (1968). 

4.  Brechter,  C.  L.:  Another  amitriptyline  side-effect?,  ibid. 
1:  590  (1968). 

5.  Ayd,  F.  J.,  Jr.:  Amitriptyline:  reappraisal  after  six  years 
experience,  Dis.  Nerv.  System  26:  719  (1965). 

6.  Sullivan,  D.:  Drug  induced  neuropathies,  Bull.  Postgrad. 
Comm.  Med.  Univ.  Sydney  26:  180  (1971). 


Paul  Lazar,  M.D.,  dermatologist  from  Northwestern 
University  Medical  School,  Chicago,  in  a paper  or  “Inter- 
preting and  Reporting  of  Cosmetic  Data,”  called  for  more 
accurate  reporting  in  the  public  press  regarding  an- 
nouncements of  adverse  reactions. 

Do  the  reporters  understand  the  question  “What  is  a 
reaction?,”  Dr.  Lazar  asked.  Have  they  asked  for  an  ex- 
planation of  the  problem  which  seems  so  simple  but  yet  is 
so  complex?  Even  science  writers  as  a group  have  not 
asked  for  clarification  or  for  the  divergent  views  of  adverse 
reactions  to  cosmetics,  Dr.  Lazar  said. 

He  urged  science  writers  to  ask  the  spokesperson  for 
elaboration  of  views  on  adverse  reactions.  What  does  the 
physician-scientist  really  mean?  What  do  others  think  of 
the  material  presented?  Statements  have  been  made 
about  allergic  reactions  to  lanolin,  perfumes,  and  other 
cosmetic  ingredients.  The  reporter  should  ask:  How 

many  reactions  have  occurred?  What  percentage  is  rep- 
resented? How  severe  are  these  reactions? 

“The  inquisitive,  fair  and  complete  mind  would  result 
in  better  coverage.  If  one  hears  the  half-truths  often 
enough,  they  become  believable.” 

Contributors  to  the  book  are  experts  from  many  scien- 
tific disciplines.  Much  of  the  information  presented  has 
not  been  generally  available  heretofore.  The  foreword  is 
by  Joseph  B.  Jerome,  Ph.D.,  of  the  AMA  staff. 

The  book  is  of  special  value  to  those  interested  in  the 
physiology  of  the  skin  and  in  cutaneous  health.  Topics 
include  safety  evaluations,  cutaneous  and  percutaneous 
absorption,  irritancy  and  sensitization,  and  systemic  tox 
icity. 
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What’s  new  at 
Bio-Science  New  York? 


Always  the  latest 
specialized  diagnostic  tests. 


Chemistry 

Anti-convulsant  group 
Cadmium  in  blood 
Darvon* 

Ferritin  in  serum 

Free  erythrocyte  protoporphyrins 
FYridoxal  phosphate  (B6) 
Riboflavin  (B2) 

Succinimides  in  serum 
Theophylline  by  HPLC 
Uroporphyrinogen-1  -synthetase 


Endocrinology 

Androstenedione  in  serum 
Calcitonin 
C-peptide 
Estriol  in  serum 
Placental  Estriol  in  urine 
HCG-  P-  subunit 
Pregnanetriol  in  urine  (GLC) 
Prolactin 

17-OH  Progesterone  in 
serum 

Thyroglobulin  in 
serum 


Immunochemistry 

Anti-extractable  nuclear  antigen 
(Anti-ENA) 

Beta  2-microglobulin 
Fungus  antibody  group 
Gentamicin 

Intrinsic  factor  antibodies 
Tobramycin 
Anti-tissue  antibodies 

For  information  contact: 

Stanley  M.  Reimer,  Ph  D.,  Director  or 
Philip  B.  Sommers,  Ph.D.,  Asst. 
Director 

Bio-Science 
Laboratories 

New  York  Branch 
Bio-Science  5 Nassau  Street 

Rockville  Centre,  NY  11570 
(516)  766-2233 


Rare  Osteomas 
of  Paranasal 
Sinuses 

EDWIN  L.  LAME,  M.D. 

Coatesville,  Pennsylvania 

From  the  Department  of  Radiology,  Veterans 
Administration  Hospital 


Osteomas  of  the  paranasal  sinuses,  although  not 
rare,  are  not  common.  A review  of  3,510  x-ray  films 
of  sinuses  disclosed  15  osteomas,  an  incidence  of  0.43 
percent,  and  none  in  the  sphenoid  sinus.1  In  another 
group  of  51  sinus  osteomas,  there  were  40  in  the 
frontal,  9 in  the  ethmoid,  2 in  the  maxillary,  and  none 
in  the  sphenoid.'2  Among  458  collected  cases  of  skull 
osteoma  there  was  an  incidence  of  38.95  percent 
frontal,  23.85  percent  ethmoid,  8.97  percent  maxil- 
lary, and  1.53  percent  sphenoid  in  7 cases.3  Aside 
from  these,  we  have  seen  reports  of  5 sphenoid  sinus 
cases  in  the  European  literature  since  1800, 4-8  illus- 
trated by  x-ray  film,  and  one  reported  by  Chang  et 
al.9  in  a case  of  Gardner’s  syndrome. 

Osteomas  of  the  paranasal  sinuses  uncommonly 
have  been  clinically  important  and  have  necessitated 
surgical  care  because  of  enlargement  with  deformity, 
erosion,  pressure  on  vessels,  nerves,  or  other  vital  soft 
tissue,  obstruction  of  an  ostium,  or  infection.  A rare 


complication  of  those  in  the  frontal  or  ethmoid 
locations  has  been  penetration  of  the  dura,  resulting 
in  pneumocephalus  and/or  meningitis.2,10  Such  le- 
sions are  to  be  differentiated  from  meningioma, 
eroding  pituitary  tumor,  and  Rathke’s  pouch  carci- 
noma. 

This  report  concerns  the  second  sphenoid  sinus 
osteoma  to  be  found  in  English  language  reports  and 
an  osteoma  developing  on  the  posterior  wall  of  a 
maxillary  antrum  unlike  any  described  in  the  avail- 
able literature.  Both  have  been  unattended  by 
clinical  symptoms  or  effect  on  health. 

Case  reports 

Case  1.  A 77-year-old  Negro  male  with  severe 
arteriosclerosis  and  recent  cerebral  vascular  occlusion 
had  no  symptoms  or  signs  related  to  the  sinuses.  An 
x-ray  film  survey  of  the  chest,  spine,  pelvis,  hips,  and 
feet  revealed  only  sclerotic  vessels.  The  sphenoid 
sinus  was  almost  entirely  occupied  by  what  we  judged 
was  a mixed  type  of  osteoma,  heavily  trabeculated 
and  compartmented  (Fig.  1). 

He  died  of  his  vascular  disease,  and  autopsy  re- 
vealed no  sign  of  colonic  polyp  or  soft-tissue  tumors 
to  suggest  Gardner’s  syndrome.  The  sphenoid  sinus 
and  sella  were  excised  en  bloc,  and  photographs  and 
multiple  sections  were  made  (Figs.  2 and  3).  The 
histologic  diagnosis  by  Barbara  Lowry,  M.D.,  was 
osteoma  of  the  mixed  type,  with  active  blood-forming 
marrow.  Ernest  Aegerter,  M.D.,  concurred  in  this, 
stating:  “It  is  exceedingly  difficult  to  interpret, 

because  the  tissue  of  osteoma  is  normal  histologi- 
cally— it  is  simply  growing  in  excess.  The  judgment 
is  made  upon  the  presence  of  an  abnormal  mass  of 
normal  bone.  The  x-ray  is  usually  more  helpful  than 
the  microscope  and,  although  I make  no  claim  for 
ability  to  read  skull  x-rays,  my  interpretation  is  the 
same  as  yours.  Because  intra-membranous  ossifi- 
cation is  the  method  of  bone  production  here,  I would 


FIGURE  1 Sphenoid  sinus.  (A)  Conventional  lateral  exposure.  (B  and  C)  Planigrams  at  two  levels  demonstrating  irregular 
loculation  and  structure  but  no  destructive  character. 
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FIGURE  2.  Autopsy  specimen  of  sphenoid  sinus  sectioned 
in  sagittal  plane. 

agree  that  in  all  probability  this  is  an  osteoma.  1 
have  not  seen  a sphenoid  sinus  osteoma  before.” 

Case  2.  A 30-year-old  white  male  had  chronic 
alcoholism  and  paranoid  schizophrenia.  X-ray  film 
survey  of  the  chest,  one  hand,  entire  spine,  pelvis, 
hips  and  esophagus,  stomach,  and  duodenum  re- 
vealed only  a duodenal  ulcer  and  a hiatal  hernia. 
X-ray  films  of  the  skull  and  sinuses  were  made  be- 
cause he  complained  of  “fluid  and  decay”  in  the  head, 
but  no  other  symptom  or  sign  could  be  rationally 
connected  to  the  sinuses,  the  maxilla,  or  the  middle 
fossa  of  the  skull.  Radiographs  revealed  an  appar- 
ently congenital  anomaly  of  the  right  maxillary  an- 
trum. that  is,  a small  volume  of  antrum  and  benign 
osteoma  on  its  posterior  wall  ( Fig.  1 ).  The  lesion  was 
biopsied  through  a Caldwell- Luc  procedure,  at  which 
time  the  surgeon  reported  a normal  appearance  of  the 
antral  mucosa. 

The  histologic  diagnosis  by  H.  V.  Connerty,  M.D., 
was  “probable  benign  osteoma.”  Dr.  Aegerter  re- 
ported: “The  section  shows  a lamina  of  bone  heavier 
than  normal  for  this  area.  Also  the  arrangement  of 


osteones  is  not  normal  here  for  cortical  bone.  Thus, 
we  must  conclude  that  this  is  reactionary  and  most 
probably  an  osteoma.  I have  not  seen  an  osteoma  in 
this  region  before”  (Fig.  5). 

Comment 

A most  concise  definition  of  osteoma  is  that  of 
Aegerter:  “an  abnormal  mass  of  normal  bone  tissue; 
normal  histologically,  simply  growing  in  excess; 
produced  by  reaction  to  injury  or  infection  or  by  a 
hamartoma.” 

It  arises  in  bone  formed  by  intramembranous 
ossification,  and  thus  especially  in  the  inner  and 
outer  tables  of  the  skull,  but  also  in  the  mandible, 
maxilla,  and  nose.111-  The  age  incidence  is  from  10 
to  79  years,  with  most  in  the  fourth  and  fifth  decades, 
and  men  have  twice  as  many  as  women.1-  It  is  usu- 
ally asymptomatic  unless  it  involves  vital  soft  tis- 
sue.2-10-12 

1'he  rate  of  growth  is  extremely  slow.  In  structure 
osteoma  is  classed  as  compact  or  ivory,  cancellous, 
or  mixed.10  The  histologic  appearance  is  of  wide 
trabeculae  of  mature  bone  in  an  irregular  pattern. 
Osteoblasts  may  be  present,  but  many  lesions  do  not 
show  osteoblastic  activity  at  the  time  of  removal. 
Because  of  numerous  trabeculae  and  increased  width, 
the  intertrabecular  tissue  is  sparse  and  may  be  quite 
vascular,  fibrous,  fatty,  or  hematopoietic.12 

Summary 

'I'he  purpose  of  this  article  is  to  report  two  rare 
cases  of  paranasal  sinus  osteoma  that  do  not  appear 
in  any  of  the  numerous  texts  we  have  searched,  are 
not  recorded  in  the  files  of  the  Armed  Forces  Insti- 
tute of  Pathology,  and  have  not  been  seen  by  the 
authorities  personally  consulted. 

The  method  of  diagnosis  was  by  x-ray  film  initially 
and  then  by  biopsy  and  autopsy,  which  made  the 
confirmation. 


FIGURE  3.  Tissue  sections.  (A)  Histologic  section  representative  of  benign  osteoma  with  blood-forming  elements.  (B)  Same 
tissue.  (Hematoxylin  and  Eosin  Stain) 
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FIGURE  4.  Osteoma.  (A  and  B)  Conventional  exposures 
of  osteoma  arising  from  posterior  wall  of  right  maxillary  an- 
trum and  medial  lamina  of  pterygoid  process  of  sphenoid.  (C) 
Planigrams  of  antrum  and  osteoma  showing  evidence  of 
congenital  nature  in  smaller  right  antrum  and  of  benign 
nondestructive  lesion. 


The  sphenoid  osteoma  is  the  second  reported  in 
English;  the  maxillary  lesion  appears  to  be  the  first 
of  its  type  in  its  location. 

29  West  Sunset 
Philadelphia.  Pennsylvania  19118 


FIGURE  5.  Tissue  specimens  (A)  Flistologic  specimen  demonstrating  benign  bone  structure  consistent  with  osteoma.  (B) 
The  same  tissue.  (Plematoxylin  and  Eosin  Stain) 
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‘Sorry,  but  we  just  can’t  seem  to  pinpoint  your  problem! 
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Duodenal  diverticulum  appears  to  be  more  com- 
mon than  has  hitherto  been  believed,  but  most  duo- 
denal diverticula  are  asymptomatic.1  Various 
complications  of  duodenal  diverticulum  have  been 
reported.  They  include  inflammation,  perforation, 
obstruction  of  either  common  bile  duct,  pancreatic 
duct  or  duodenum,  hemorrhage,  and  tumor  forma- 
tion. Those  associated  with  symptoms  were  usually 
best  managed  conservatively.  Some,  however,  re- 
quired surgical  intervention. 

Recently,  we  encountered  a case  with  intermittent 
jaundice  and  fatal  outcome  secondary  to  hepatic 
failure.  Postmortem  examination  revealed  a duo- 
denal diverticulum  with  a stone  of  biliary  origin, 
papillitis  chronica  fibrosa,  dilatat  ion  of  common  bile 
duct  and  pancreatic  duct,  and  hepatic  fibrosis  with 
severe  cholestasis.  The  surgical  and  radiologic  de- 
scriptions in  the  previously  reported  cases  have  been 
well  documented;  however,  the  histopathologic 
changes  of  the  parapapillary  region  in  cases  of  duo- 
denal diverticulum  have  not  been  well  explored.  The 
presence  of  a bilirubin  (biliary)  stone  in  the  duodenal 
diverticulum  is  rare.  These  unique  features 
prompted  us  to  describe  this  case  and  discuss  the 
possible  mechanism  of  cholestasis  by  duodenal  di- 
verticulum. 

Case  report 

An  85-year-old  female  wit  h intermittent  jaundice 
for  the  past  five  years  was  admitted  to  the  Hospital 
of  the  Albert  Kinstein  College  of  Medicine  because 


FIGURE  1.  Radiogram  of  second  portion  of  duodenum. 
Duodenal  diverticulum  outlined  by  thin  radiopaque  rim  (ar- 
rows). Presence  of  stone  in  diverticulum  suggested  by  ra- 
diolucent  shadow  in  center.  Inset  shows  stone;  size  reduced 
corresponding  to  diverticulum.  Cut  surface  reveals  lami- 
nated appearance  of  biliary  stone  (left). 


of  increased  sleepiness  and  pruritus.  She  had  been 
in  good  health  her  entire  life  except  for  jaundice, 
which  was  first  noticed  about  five  years  gago.  The 
jaundice  waxed  and  waned  until  two  years  ago,  when 
her  private  physician  found  her  total  bilirubin  to  be 
10.  Oral  gallbladder  series  did  not  visualize,  and  her 
family  refused  further  work-up.  During  the  past 
several  months,  jaundice  and  pruritus  increased. 
Acholic  stool  was  noted  and  accompanied  by  dark 
urine  and  sleepiness.  Several  days  prior  to  admis- 
sion, total  bilirubin  was  more  than  23,  alkaline 
phosphatase  more  than  500  (upper  limit  = 45),  serum 
glutamic  oxaloacetic  transaminase  140,  and  pro- 
thrombin time  18/12.  She  gave  no  past  history  of 
hepatitis,  blood  transfusion,  exposure  to  hepatatoxin, 
raw  fish  ingestion,  anesthesia,  or  alcoholic  intake. 
She  had  received  methyldopa  (Aldomet)  for  hyper- 
tension for  a short  period  in  the  past.  Weight  loss 
of  40  pounds  was  noted  over  the  past  five  years  with 
loss  of  appetite.  She  had  an  abdominal  pain  in  the 
past,  but  its  localization  and  detailed  description 
were  not  obtained. 

Physical  examination  on  admission  revealed  a 
well-developed  cachectic  yellow-green  elderly  lady 
in  no  acute  distress.  Blood  pressure  was  140/80. 
Respiration  was  16  per  minute  and  regular.  Pulse 
was  75  per  minute  and  regular.  She  was  afebrile. 
One  to  two  spider  angiomata  were  noted  on  her  chest. 
Abdomen  was  soft  and  nontender.  The  liver  was  felt 
3 to  4 fingerbreadths  below  the  right  costal  margin. 
Neurologic  examination  findings  were  negative. 
Chest  x-ray  findings  and  kidneys,  ureters,  and  uri- 
nary bladder  x-ray  film  findings  were  within  normal 
limits,  as  was  electrocardiogram.  Blood  urea  nitro- 
gen was  14,  glucose  225,  protein  613,  albumin  3.2. 
calcium  7.7,  phosphorus  3.6,  cholesterol  more  than 
300,  alkaline  phosphatase  more  than  350,  lactic  de 
hydrogenase  183,  serum  glutamic  oxaloacetic  trans- 
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FIGURE  2.  (A)  Gross  photograph  of  opened  duodenum, 

dilated  common  bile  duct,  and  diverticulum.  Common  bile 
duct  rotated  so  that  normal  anatomic  positions  of  structures 
slightly  distorted.  Papilla  of  Vater  (short  arrows)  shows 
papillary  and  irregular  mucosa.  Diverticulum,  situated  mainly 
behind  common  bile  duct,  contains  stone  seen  through 
opening  of  diverticulum  (long  arrow).  Notice  whitish  fibrous 
serosa  of  gallbladder.  (B)  In  situ  relationships  of  diverticulum, 
common  bile  duct,  pancreatic  duct,  and  duodenum.  Duo- 
denum, common  bile  duct,  and  diverticulum  opened  to  reveal 
absence  of  muscular  layer  in  wall  of  diverticulum. 


aminase  113,  serum  glutamic  pyruvic  transaminase 
122,  and  amylase  127. 

She  was  given  neomycin.  On  the  second  day,  liver 
scan  revealed  borderline  hepatosplenomegaly  with 
patchy  hepatic  uptake.  Findings  on  upper  gas- 
trointestinal series  were  reported  essentially  negative 
except  for  duodenal  diverticulum  (Fig.  1).  During 
the  procedure  of  endoscopy,  periampullary  mass  was 
noted,  but  its  etiology  was  not  ascertained.  Mucosal 
biopsy  of  the  duodenum  gave  a negative  result. 
Ultrasound  examination  of  the  abdomen  disclosed 
a large  dilated  gallbladder  measuring  6 cm.  in  di-. 
ameter.  Six  days  after  admission,  she  developed 
spiking  fever  up  to  28.6  C.  Chest  x-ray  film  finding 
was  negative;  blood  culture  yielded  Escherichia  coli; 
kanamvcin  was  administered;  and  hepatitis  B anti- 
gen was  normal.  Five  days  later,  her  temperature 
went  down.  She  became  less  lethargic,  but  total  bi- 
lirubin was  9.7  and  alkaline  phosphatase  was  still 
more  than  350.  She  remained  in  the  same  condition 
with  a fairly  constant  bilirubin  level  of  around  10. 
Clinically,  pancreatic  head  cancer  was  suspected,  and 
further  studies  or  extensive  treatment  were  not  done. 
She  was  found  dead  a month  later. 

Autopsy  findings 

Major  pathologic  changes  were  limited  to  the 
hepatobiliary  tract.  A parapapillary  duodenal  di- 
verticulum was  present  approximately  0.5  cm.  from 
the  orifice  of  the  common  bile  duct,  measuring  2.5  by 
1.5  by  1.5  cm.  in  size  with  a 1-cm.  diameter  orifice 
(Fig.  2).  It  contained  a 2.5  by  1.5  by  1.5-cm.  dark 


green-yellow  stone.  The  common  bile  duct  ran  an- 
teriorly to  this  diverticulum  and  opened  at  the  pa- 
pilla of  Vater,  the  ventral  portion  of  which  was 
somewhat  edematous  and  fibrous  with  irregular 
mucosal  surface.  On  squeezing  the  gallbladder,  bile 
flowed  into  the  duodenum  with  some  difficulty. 
However,  a 0.3-cm.  diameter  probe  could  be  inserted 
into  the  orifice  of  the  common  bile  duct.  On  open- 
ing, the  common  bile  duct  was  found  to  be  markedly 
dilated.  The  orifice  measured  1 cm.  in  circumference 
and  appeared  papillary,  edematous,  and  slightly  fi- 
brous. The  common  bile  duct  measured  3.5  cm.  in 
circumference  at  its  midportion. 

The  gallbladder  was  normal  in  size,  but  the  serosa 
was  moderately  fibrotic.  Nowhere  in  the  biliary 
tract,  including  the  gallbladder,  were  stones  found. 
This  duodenal  diverticulum  seemed  to  compress  the 
common  bile  duct.  No  apparent  fibrous  adhesion 
was  noted  between  those  two.  The  pancreatic  duct 
ran  medially  to  the  common  bile  duct,  and  opened 
slightly  anteriorly  to  the  swollen  and  ii  regular  por- 
tion of  the  papilla  of  Vater.  The  pancreatic  duct  was 
slightly  dilated,  starting  from  the  orifice,  but  beyond 
the  point  of  compression  by  the  diverticulum,  it  be- 
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FIGURE  3.  Photomicrograph  of  papilla  showing  papillary 
projections,  glandular  proliferation,  and  fibrosis  (papillitis 
chronica  fibrosa). 


came  more  widened  up  to  1 cm.  in  circumference. 
There  were  no  communications  between  this  diver- 
ticulum and  the  biliary  tract  or  pancreas,  and  no 
evidence  of  previous  or  present  rupture  were 
found. 

Microscopically,  the  papilla  of  Vater  showed  pa- 
pillary proliferation  of  the  mucosa  (Fig.  3).  Glan- 
dular proliferation  was  also  seen  in  the  lamina  pro- 
pria as  well  as  in  the  muscular  layer.  The  lamina 
propria  was  fibrotic  and  scattered  with  moderate 
numbers  of  lymphocytes.  The  wall  of  the  common 
bile  duct  also  showed  fibrosis  and  some  chronic  in- 
flammatory infiltrates. 

The  overall  lobular  architecture  of  the  liver  was 
destroyed.  The  limiting  plates  were  disrupted  with 
connective  tissue  infiltrating  the  sinusoids  in  which 
numerous  bile  pigment-laden  macrophages  were 
present.  Bridging  of  fibrous  tissue  was  rarely  seen. 
Portal  areas  of  the  liver  showed  increased  connective 
tissue  with  bile  duct  proliferation  and  lymphocytic 
infiltrates.  Bile  ducts  were  neither  dilated  nor  filled 
with  bile  pigments,  except  for  occasional  areas  where 
bile  was  extravasated  with  giant  cells  and  histiocytic 
reaction.  The  hepatocytes  were  normal  in  size. 
There  were  numerous  bile-containing  Kupffer  cells 
and  hepatocytes.  In  places,  areas  of  bile  infarction 
were  seen  with  collection  of  lipid-laden  macrophages, 
necrotic  cells,  and  young  fibroblasts  (Fig.  4). 

Mucosa  and  serosa  of  the  gallbladder  were  fibrotic. 
Moderate  numbers  of  chronic  inflammatory  cells 
were  present. 

Chemical  analysis  of  the  impacted  stone  showed 
that  it  was  composed  mainly  of  bilirubin  with  small 
amounts  of  cholesterol  and  bile  acids. 

In  addition,  diverticulosis  of  the  sigmoid  colon  was 
present. 

Comment 

Duodenal  diverticula  were  probably  first  reported 
by  Chomel  in  1710.'-'  Not  much  attention  was  paid 


FIGURE  4.  Photomicrograph  of  liver  showing  area  of  bile 
infarct  with  foamy  macrophages  and  surrounding  chronic 
inflammatory  cella  (hematoxylin  and  eosin  stain). 


until  as  late  as  1911,  when  Baldwin8  published  a re- 
view of  83  patients  in  whom  duodenal  diverticulum 
was  found  at  autopsy.  Ackermann4  reported  in- 
cidence in  1943  and  indicated  that  duodenal  diver- 
ticula were  more  common  than  had  hitherto  been 
believed.  By  the  frequent  use  of  x-ray  examination, 
its  relatively  common  occurrence  was  confirmed. 
Estimates  of  the  incidence  of  duodenal  diverticulum, 
supported  by  the  reported  observations  of  anato- 
mists, roentgenologists,  and  surgeons,  range  as  high 
as  22  percent,1  It  occurs  more  frequently  in  older 
persons,  ranging  from  34  to  78  years,  with  the  largest 
number  of  patients  being  between  55  and  65  years  of 
age.  No  significant  difference  was  found  in  the  sex 
distribution.  In  general,  they  are  said  to  occur  pre- 
dominantly in  the  second  or  descending  portion  of 
duodenum,  near  the  ampulla  of  Vater.  Diverticula 
elsewhere  in  the  small  intestine  and  the  colon  are 
often  associated  with  those  in  the  duodenum. 
Etiologically,  they  are  classified  into  primary  and 
secondary  (pseudodiverticular)  type.  The  primary 
duodenal  diverticula  are  typical  thin-walled  out- 
pouchings  that  occur  entirely  on  the  concave  side  of 
the  duodenal  curve  with  no  musculature  in  the  wall 
of  the  sac,  as  seen  in  our  case.  A constitutional  pre- 
disposition to  weakness  of  the  muscularis  propria  at 
the  site  at  which  blood  vessels  or  ducts  enter  the 
bowel  wall  seemed  to  explain  best  the  increasing  in- 
cidence of  duodenal  diverticulum  with  aging,  the 
association  of  duodenal  diverticulum  with  colonic 
and  intestinal  diverticula,  and  the  absence  of  mus- 
cular element  in  the  wall  of  the  sacs.  Secondary  di- 
verticula are  those  which  result  from  traction  or 
scarring  of  local  inflammatory  process  or  ulceration, 
and  the  wall  of  these  sacs  usually  consists  of  all  the 
normal  layers  of  the  bowel. 

Despite  the  increasing  incidence  of  its  detection, 
it  is  considered  of  little  clinical  significance,  its 
complication  being  rare.  This  includes:  (1)  in- 

flammation: diverticulitis  and/or  peridiverticulitis, 
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and  perforation  with  abscess  formation  or  fistula 
formation;  (2)  obstruction  of  common  bile  duct, 
pancreatic  duct,  and  duodenum;  (3)  hemorrhage;  and 
(4)  tumors  arising  in  a diverticulum. 

The  complication  of  biliary  tract  obstruction  has 
been  known  since  Von  Lemmel’s5  and  Nicholson’s6 
reports  in  1934  and  1935  respectively.  The  presence 
of  stones  in  the  duodenal  diverticulum  is  more  rare. 
It  is  of  historical  interest  that  the  first  clinical  de- 
scription of  a duodenal  diverticulum  by  Chomel2 
provided  22  biliary  calculi  within  the  diverticulum. 
Munnell  and  Preston"  however,  commented  that  the 
pouch  described  by  Chomel2  was  actually  a dilated 
ampulla  of  Vater,  and  thus  the  stones  were  in  fact 
biliary  calculi.  Cattell  and  Mudge  in  19528  reported 
a case  with  successful  removal  of  a diverticulum  of 
duodenum  containing  enteroliths.  Several  cases 
with  perforation  and  enteroliths  of  duodenal  diver- 
ticulum have  been  reported.'  910  None  has  been 
reported  as  biliary  stone.  According  to  Cavanagh10 
bile  normally  contains  bile  salts,  bile  pigments,  and 
cholesterol.  Gallstones  are  formed  by  the  latter  two 
ingredients,  while  enteroliths  formed  in  the  upper 
intestine  contain  a large  proportion  of  bile  acids 
which  are  derived  from  bile  salts.1 1 On  this  basis,  we 
might  he  able  to  conclude  that  the  stone  in  the  duo- 
denal diverticulum  in  our  case  was  of  biliary  origin. 
In  reviewing  299  patients  with  duodenal  diverticu- 
lum, Landor  and  Fulkerson12  found  that  31.1  percent 
of  patients  with  diverticulum  in  the  second  portion 
of  duodenum  had  evidence  of  gallstone,  and  they 
suggested  that  peri-Vaterian  diverticulum  may  play 
a role  in  pathogenesis  of  gallstone,  perhaps  by  stasis 
of  bile  in  the  biliary  tract. 

It  is  generally  believed  that  the  bile  stasis  in  a case 
of  duodenal  diverticulum  can  be  caused  by  com- 
pression alone.913-18  It  is  undeniable  in  our  case  that 
parapapillary  duodenal  diverticulum  with  an  im- 
pacted stone  compressed  the  common  bile  duct  to 
some  extent.  This  mechanism,  however,  does  not 
explain  the  following  facts  in  our  case;  namely,  for  the 
terminal  two  months,  jaundice  was  persistent  rather 
than  intermittent;  and,  dilatation  of  common  bile 
duct  started  from  the  tip  of  the  papilla.  It  is  often 
said  that  common  bile  duct  stone  causes  intermittent 
jaundice,  and  tumor  around  the  papilla  of  Vater 
causes  persistent  jaundice.  Could  compression  alone 
cause  persistent  jaundice?  Kaplan  and  Angrist19 
described  the  possible  mechanism  of  jaundice  in 
cancer  of  the  pancreas.  In  their  study,  obstruction 
by  compression  alone  was  not  encountered.  Some 
degree  of  fixation  of  the  duct  seemed  necessary  for 
effective  obstruction  by  mechanical  compression  by 
adjacent  tumor.  Obstruction  leading  to  the  syn- 
drome of  painless  progressive  jaundice  was  most 
often  due  to  local  stenosing  annular  scirrhous  carci- 
nomatous involvement  of  duct  wall.  For  this  reason, 
it  seems  unlikely  that  external  pressure  to  the  com- 
mon bile  duct  alone  produced  an  extensive  and  per- 
sistent jaundice.  Acosta  and  Nardi20  reviewed  61 


patients  with  benign  inflammatory  stenosis  of  the 
lower  end  of  the  common  bile  duct,  and  classified 
them  as  having  chronic  ulcerous,  granulomatous, 
adenomatous,  and  sclerosing  papillitis.  They  spec- 
ulated that  chronic  lesions  were  the  result  of  repeated 
acute  inflammatory  episodes  which  might  be  of  low 
intensity  without  clinical  manifestation.  Further- 
more, they  stated  that  glandular  hypertrophy  con- 
tributed to  narrowing  of  the  ampullary  lumen,  which 
could  lead  to  complete  obstruction  if,  in  addition, 
ulceration  and  edema  were  present.  Fibrosis  itself 
would  cause  papillary  malfunction  and  in  turn  cause 
icterus  as  well. 

Similar  papillitis,  called  papillitis  chronica  fibrosa, 
was  observed  by  Suzuki  et  al.21  in  their  six  surgically 
proved  cases  of  parapapillary  diverticulum  and  di- 
latation of  common  bile  duct  wit  hout  choledocholi- 
thiasis.  They  suggested  a close  association  of  pri- 
mary papillary  lesion  with  parapapillary  diverticu- 
lum. To  our  knowledge,  this  type  of  change  and 
association  have  not  been  well  described  in  the  En- 
glish literature.  It  is  partly  because  most  reported 
cases  are  of  surgical  interest  alone. 

If  indeed  this  close  association  does  exist,  the  role 
of  this  condition  in  certain  cases  of  duodenal  diver- 
ticulum should  be  emphasized.  Although  Suzuki  et 
al.21  stressed  the  close  association,  no  comment  on 
the  pathogenesis  was  given.  Papillitis  may  occur  as 
reactive  changes  secondary  to  mechanical  injury  of 
papilla  caused  by  mobility  of  diverticulum.  On  the 
other  hand,  extension  of  inflammation  from  diver- 
ticulitis to  the  papilla  is  another  possible  explanation. 
However,  the  latter  was  not  the  case  in  our  patient, 
since  no  diverticulitis  was  present.  Yet  another 
possible  contributing  factor  should  be  considered, 
that  is,  bile  stone  might  be  present  in  the  common 
bile  duct,  in  the  past  producing  chronic  irritation  and 
inflammation.  With  speculation,  it  is  possible  to 
reconstruct  the  sequence  of  events  that  occurred  in 
our  case.  First,  there  was  chronic  cholecystitis  and 
cholelithiasis,  with  possible  choledocholithiasis 
causing  papillitis.  During  this  period,  jaundice  was 
intermittent.  The  stone  was  passed  into  the  com- 
mon bile  duct,  eventually  into  the  duodenum,  and 
was  entrapped  in  the  diverticulum  qdjacent  to  the 
papilla  of  Vater.  The  presence  of  diverticulum  to- 
gether with  the  stone  potentiated  the  stenosis  from 
papillitis  chronica  fibrosa.  This  progressive  stenosis 
then  caused  persistent  jaundice.  Increasing  severity 
of  bile  stasis  led  to  the  eventual  hepatic  damage  seen 
at  postmortem.  The  hepatic  damage  further  im- 
peded the  normal  clearance  of  bile  from  circulation. 
It  would  be  reasonable  to  conclude  that  the  cause  was 
actually  stenosis  from  papillitis  chronica  fibrosa. 

Summary 

A case  of  parapapillary  diverticulum  containing 
a biliary  stone  was  presented.  The  associated  pa- 
pillitis chronica  fibrosa  was  considered  a cause  of 
hepatic  damage  and  persistent  jaundice.  It  is  sug- 
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gested  that  the  papillitis  is  an  end-result  of  me- 
chanical stimulation  by  duodenal  diverticulum  and 
of  irritation  by  a stone  passing  through  the  papilla. 
It  is  also  suggested  that  papilla  of  Vater  should  be 
examined  more  carefully  in  cases  of  duodenal  di- 
verticulum. 
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New  asthma  drugs 
aid  sufferers 

Asthma  sufferers  in  the  United  States  are  finally  bene- 
fitting  this  fall  from  two  important  new  drugs  that  have 
been  available  in  Britain  for  many  years. 

Two  separate  reports  in  the  October  3 Journal  of  the 
American  Medical  Association  evaluate  the  two  drugs  and 
report  that  they  are  useful  in  control  of  asthma. 

D.  Robert  Webb,  M.D.,  of  the  Mason  Clinic,  Seattle, 
reports  on  administering  one  of  the  drugs,  beclomethasone 
dipropionate,  to  30  patients  with  chronic  bronchial  asthma 
whose  condition  was  so  severe  that  it  required  corticoste- 
roid therapy  with  prednisone.  After  three  months  most 
of  those  receiving  the  new  drug  were  able  to  discontinue 
prednisone.  After  six  months,  adrenal  function  improved 
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and  steroid  toxic  reactions  decreased.  The  drug,  given  as 
an  aerosol,  was  generally  well-tolerated  and  effective,  says 
Dr.  Webb. 

Beclomethasone  dispropionate  has  been  available  in 
Great  Britain  since  1973,  but  only  recently  was  released  for 
use  in  the  U.S.,  he  says. 

The  other  new  product,  cromolyn  sodium,  has  been 
marketed  throughout  the  world  since  1968,  but  only  re- 
cently has  become  available  in  the  U.S.  It  is  evaluated  by 
Michael  H.  Dykes,  M.D.,  senior  scientist  with  the  AMA’s 
Department  of  Drugs,  in  the  October  3 JAMA. 

Cromolyn  sodium  is  a unique  and  effective  antiasthmatic 
agent,  Dr.  Dykes  concludes,  and  its  continuous  use  will 
benefit  a large  proportion  of  asthmatic  patients.  In  many  ; 
it  will  be  most  effective  when  administered  with  other 
standard  drugs. 
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Although  dysgerminoma,1  pseudomyxoma  peri- 
tonei,2 and  mucinous  carcinoma  of  the  ovary  or  its 
metastases3  occasionally  calcify,  it  is  the  serous  cys- 
tadenocarcinoma  that  is  most  often  responsible  for 
calcified  tumors  arising  in  this  organ.4  It  is  in  this 
type  of  ovarian  cancer  than  multiple  granular  calci- 
fications (psammoma  bodies,  corpora  amylacea,  or 
calcospherites)  are  likely  to  he  found.  The  psam- 
moma bodies  may  occur  both  in  the  primary  tumor 
and  in  the  metastases,  and  as  many  as  one  third  of 
serous  cystadenocarcinomas  of  the  ovary  may  show 
these  concretions  histologically.5  Since  the  concre- 
tions also  have  been  found  in  the  vaginal  smear  in  5 
to  39  percent  of  these  patients,  but  are  extremely  rare 
in  endometrial  carcinoma,6  the  coexistence  of  ade- 
nocarcinoma cells  with  these  calcifications  in  the 
smear  suggests  that  they  originate  from  a serous 
cystadenocarcinoma  of  the  ovary.7  8 

In  some  of  these  patients  the  ovarian  tumor  and 
its  metastases  contain  enough  calcium  to  be  detected 
on  plain  radiographs  of  the  abdomen.9  This  detec- 
tion, it  has  been  claimed,  may  be  possible  in  up  to  12 
percent  of  cases3;  however,  in  the  early  stages  the 
intra-abdominal  calcifications  may  be  mistaken  for 
feces  or  for  residual  barium  in  the  gastrointestinal 
tract.10-11  Later,  as  the  radiographic  density  of  the 
calcified  tumor  increases,  discrete,  radiopaque, 
nodular  masses  appear  throughout  the  abdomen, 


FIGURE  1.  (A)  Barium  enema  showing  obstruction  of  sig- 

moid caused  by  heavily  calcified  pelvic  mass.  Calcifications 
seem  to  surround  central  pelvic  organs  (bladder,  uterus,  and 
rectum).  (B)  Intravenous  pyelogram  showing  both  ureters 
partially  obstructed.  On  left  side  (incidentally,  a double 
ureter)  obstruction  seems  to  coincide  with  location  of  two 
calcified  nodules  (pointers).  Most  of  intra-abdominal  calci- 
fications poorly  outlined  on  film. 


presenting  a rather  characteristic  appearance,  as  the 
following  cases  illustrates. 

Case  report 

This  26-year-old  woman,  gravida  2,  para  2,  was 
admitted  to  another  hospital  on  August  2, 1973,  with 
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FIGURE  2.  Photomicrograph  showing  papillary  serous 
cystadenocarcinoma  with  several  psammoma  bodies. 


a history  of  severe  dyspareunia  and  recurrent  pelvic 
inflammatory  disease  episodes  over  a two-year  pe- 
riod. On  physical  examination  a huge  pelvic  mass 
was  found,  which  was  shown  by  abdominal  roetgen- 
ograms  to  be  heavily  calcified.  These  films  also 
showed  several  calcified  nodules  as  well  as  multiple, 
fine,  granular,  radiopaque  densities  throughout  most 
of  the  upper  abdomen.  A barium  enema  with  air- 
contrast  study  revealed  obstruction  to  the  retrograde 
flow  of  the  barium  suspension  through  the  sigmoid 
due  to  extrinsic  pressure  on  the  bowel  wall  at  this 
level  (Fig.  1A).  Sigmoidoscopy  was  subsequently 
attempted,  but  the  instrument  could  not  be  advanced 
beyond  14  cm.  The  intravenous  pvelogram  disclosed 
a slight  obstruction  of  both  ureters  at  the  level  of  the 
fifth  lumbar  vetebra  (Fig.  IB).  A vaginal  smear  was 
reported  normal. 

With  a clinical  diagnosis  of  “calcified  pelvic 
masses,  presumably  endometriosis,  endometrial 
cysts,  or  pelvic  inflammatory  disease,”  an  exploratory 
laparotomy  was  performed  on  September  21,  1973. 
A huge,  hard,  fixed  pelvic  mass  was  found;  it  seemed 
to  involve  both  ovaries  and  was  wrapped  around  the 
uterus  forming  a “frozen  pelvis.”  Finding  also  a 
diffuse  involvement  of  the  omentum,  mesentery, 
peritoneum  and  liver,  the  surgeon  performed  an 
omentectomy,  excised  a calcified  nodule,  and  closed 
the  abdomen.  The  tissue  removed  was  hard  and 
gritty,  and  histologic  sections  revealed  a papillary 
serous  cystadenocarcinoma  with  an  abundance  of 
psammoma  bodies  (Fig.  2). 

The  patient  was  subsequently  referred  to  our 
hospital  where  a minimum  dose  of  2,500  rads  of  co- 
balt therapy  was  given  to  the  whole  abdomen  be- 
tween October  1 and  November  27, 1973,  using  a strip 
technique  (Fig.  3).  An  additional  1,500  rads  were 
given  to  the  pelvis  from  November  28  to  December 
4, 1973.  Following  completion  of  the  radiation,  she 
was  started  on  a small  dose  of  chlorambucil,  a 2-mg. 
tablet  daily,  which  has  been  continued  to  date.  Now, 
more  than  two  years  postradiotherapy,  she  is 
asymptoma  ie.  and  ome  of  the  calcified  abdominal 


FIGURE  3.  Eleven  transverse  abdominal  strips  outlined  at 
beginning  of  radiotherapy. 


FIGURE  4.  Roentgenogram  of  pelvis  two  years  after  ra- 
diation. Marked  reduction  in  calcified  tumor  deposits  around 
central  pelvic  viscera. 


masses  have  disappeared;  the  others  have  diminished 
considerably  in  size  (Fig.  4). 

Comment 

Radiographic  findings,  two  years  after  treatment, 
show  complete  disappearance  of  the  tumor  nodules 
in  the  upper  abdomen  and  a marked  reduction  in  size 
of  the  calcified  pelvic  mass.  The  persistence  of  cal- 
cified tumor  in  the  pelvis  despite  the  additional  ra- 
diation to  this  region  is  not  unexpected,  since 
large  masses  are  generally  more  resistant  to  radiation 
than  are  small  ones. 

We  were  originally  very  pessimistic  regarding 
long-term  survival  in  this  patient;  that  is  why  the 
radiation  doses,  and  part  icularly  the  chemotherapy, 
were  rather  conservative.  Our  pessimism,  however, 
was  not  entirely  justified,  considering  that  some  cases 
have  been  reported  with  relatively  long-term  survival 
despite  widespread  dissemination  of  psammomatous 
ovarian  carcinoma.2-12  14  Some  of  these  reports  in- 
dicate at  least  temporary  improvement  with  radio 
therapy2;  therefore,  our  case  is  not  unusual  in  this 
respect. 
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The  resolution  of  existing  tumor  calcifications 
following  treatment,  however,  is  rare.  Many  tumors 
which  usually  do  not  calcify  do  so  after  successful 
radiotherapy,  and  the  extent  of  the  calcium  deposi- 
tion depends  on  the  degree  of  response  and,  pre- 
sumably, on  the  destruction  of  the  tumor  and  sub- 
sequent tissue  repair.1  Even  the  papillary  serous 
cystadenocarcinomas  of  the  ovary,  which  have  a 
natural  tendency  to  develop  calcospheres,  have  been 
known  to  do  so  following  a radiotherapy  course/’-15'16 
On  the  other  hand,  the  resolution  of  these  calcifica- 
tions after  therapy  is  rather  unusual;  very  few  cases 
have  been  reported,  and  we  could  only  find  one  with 
radiographic  documentation  of  this  resolution.4 

Conclusion 

These  rare  instances  of  objective  response  and  the 
more  frequent  examples  of  symptomatic  improve- 
ment support  the  use  of  radiation  and  chemotherapy 
in  the  advanced  stages  of  this  disease.  Since  the 
whole  abdomen  must  he  treated,  the  patient’s  tol- 
erance to  radiation  becomes  a critical  factor,  hut  this 
large  volume  of  tissue  may  he  treated  with  large  in- 
crements to  sequential  strips  of  the  abdomen  (st rip 
technique),  a method  that  has  been  claimed  to  im- 
prove radiation  tolerance.1  ‘ A dose  of  approximately 
2,500  to  3,000  rads  of  total  abdominal  irradiation 
(with  appropriate  shielding  of  the  kidneys),  supple- 
mented by  an  additional  2,000  rads  to  the  pelvis,  is 
usually  safe  and  tolerated  well  by  most  patients. 


U.  S.  Air  Force  Hospital 
Offutt  A.  F.  B. 
Omaha.  Nebraska  68113 
(DH.  PANTOJA) 


References 

1 Dolan,  P.  A.:  Tumor  calcification  following  therapy,  Am. 
J.  Roentgenol.  89: 166  (1963). 

2.  Moncada,  U . Cooper,  R.  A.,  Garces,  M.,  and  Badrinath, 
K Calcified  metastases  from  malignant  ovarian  neoplasm. 
Review  of  the  literature,  Radiology  1 13:  31  (1974). 

3.  Papavasiliou,  C.  G.:  Calcification  in  secondary  tumors 
of  spleen:  report  of  a case,  Acta  radiol.  51:  278  1 1959). 

1.  Dedick,  A.  P.,  and  Whelan,  V.  M.:  Roentgen  demon- 
strat  ion  of  psammoma  bodies  in  cyct adenocarcinoma  of  the  ova- 
ries. Report  of  two  cases,  Radiology  64:  353  (1955). 

5.  Castro,  J.  R.  and  Klein,  K.  W.:  The  incidence  and  ap- 
pearance of  roentgenologic-ally  visible  psammomatous  calcification 
of  papillarv  cvstadenocarcinoma  of  the  ovaries.  Am  J.  Roentgenol. 
88:886  (1962). 

6.  Benson.  P.  A : Psammoma  bodies  found  in  cervico-vaginal 
smears.  Case  report,  Acta  Cytol.  17:  64  (1973). 

7.  Beyer  Boon,  M.  E.:  Psammoma  bodies  in  cervicovaginal 
smears:  an  indicator  of  the  presence  of  ovarian  carcinoma,  ibid. 
18:  41  (1974). 

8.  Qizilbash,  A.  H.:  Ovarian  carcinoma  identified  by 

psammoma  bodies  in  the  cervicovaginal  and  endometrial  smears, 
Canad.  M.  A.  .J.  110:  185(1974). 

9.  Andres,  M.  R.:  A papillary  cystadenocarcinoma  of  the 
ovary  with  peritoneal  metastases  diagnosed  radiologically,  Brit. 
J.  Radiol.  43:  143  (1970). 

10.  Fred.  H.  I,.,  Eiband,  J.  M.,  and  Collins,  L.C.:  Calcifica- 
tions in  intra-abdominal  and  retroperitoneal  metastases:  review 
of  the  roentgenographic  features,  Am.  .J.  Roentgenol.  91:  138 
(1964). 

1 1.  Case  records  of  the  Massachusetts  General  Hospital  (Case 
#43362),  New  England  J.  Med.  257:  471  (1957). 

12.  Sarasin,  P.:  Un  cas  de  psammo-adenocarcinome  de  l’O- 
vaire,  Oncologia  3:  244  (1950). 

13.  Semple,  J.,  and  West,  L.  R.:  Calcified  pulmonary  me- 
tastases from  testicular  and  ovarian  tumors:  a report  of  two  cases 
with  long  survival.  Thorax  10:  287  ( 1955). 

14.  Aure,  J.  C.,  Hoeg.  K.,  and  Kolstad,  P.:  Psammoma  bodies 
in  serous  carcinoma  of  the  ovary.  A prognostic  study,  Am.  J.  Obst. 
& Gynec.  109:  113  (1971). 

15.  Wachtler,  F.:  Das  metastasierende  Psammokarzinom  des 
Ovars  im  Roentgenbild,  Wien.  klin.  Wchnschr.  69:  368  (1975). 

16.  Koischwitz,  D.:  Das  metastasierende  Psammokarzinom 
des  Ovars,  Fortschr.  Geb.  Roentgenstr.  Nuklearmed.  120:  357 
(1974). 

17.  Delclos,  L.,  and  Murphy,  M.:  Evaluation  of  tolerance 

during  treatment,  late  tolerance,  and  better  evaluation  of  clinical 
effectiveness  of  the  cobalt  60  moving  strip  technique,  Am.  J. 
Roentgenol.  96:  75  (1966). 


November  1977/New  York  State  Journal  of  Medicine  2139 


Special  Article 


Physicians’  Perspectives 

on  Alcohol 

and  Drug  Problems 

Survey  of  members  of  the  Medical 
Society  of  the  County  of  Erie* 

CEDRIC  M.  SMITH,  M.D. 

Buffalo,  New  York 

GRACE  M.  BARNES 

Buffalo,  New  York 

From  the  New  York  State  Research  Institute  on  Alcoholism  and 
the  Committee  on  Alcoholism  and  Drug  Dependence  of  the 
Medical  Society  of  the  County  of  Erie 


The  present  study  of  alcohol  problems  as  per- 
ceived by  physicians  in  Erie  County  is  the  sixth  in  a 
series  of  such  surveys;  the  first  was  conducted  in 
1953,  and  subsequently  in  the  years  1955, 1960,  1965, 
and  1970.*  The  present  study,  carried  out  under  the 
auspices  of  the  Medical  Society  of  the  County  of 
Erie’s  Committee  on  Alcoholism  and  Drug  Depen- 
dence, was  designed  during  the  latter  part  of  1975 
and  completed  in  the  early  months  of  1976.  A con- 
cise, one-page  survey,  with  an  accompanying  letter 
from  the  chairman  of  the  committee  and  the  Soci- 
ety’s president,  was  sent  to  all  members  of  the  Soci- 
ety. The  questionnaire  was  constructed  with  a prime 
object  ive  of  assessing  the  extent  of  contact  physicians 
had  with  patients  they  perceived  as  having  alcohol- 
or  drug-abuse  problems.  In  addition,  physicians 
were  asked  their  opinions  on  priorities  for  dealing 
with  alcoholism  in  this  community  and  whether  or 
not  they  would  he  willing  to  treat  private  patients 
with  alcohol-  or  drug-abuse  problems. 

Response  to  survey 

One  of  the  most  encouraging  aspects  of  this  survey 
was  a substantially  higher  response  rate  than  had 
been  reported  in  past  surveys  Of  the  total  mem- 

' A report  on  I he  IH7()  survey  of  physicians  in  Erie  County,  New 
York  State,  on  I he  problem  of  alcoholism,  conducted  by  the  Spe- 
cial f ’ommit  I ee  on  Problems  of  Alcoholism  of  t he  Medical  Society 
of  thef  ount  vof  Eric.  Marvin  A.  Block,  M.D.,  Chairman. 


bership  of  the  society  surveyed  (1,483),  53  percent 
(787),  responded  to  the  questionnaire.  Although  by 
survey  research  standards  this  response  rate  is  not 
remarkable,  this  percentage  far  exceeds  previous 
surveys;  for  example,  in  the  1970  survey  only  19 
percent  (230  out  of  1,241)  of  the  membership  re- 
sponded to  a similar  type  of  questionnaire.  Thus, 
considering  the  wide  variety  of  types  and  extent  of 
practices,  this  figure  of  slightly  over  half  of  the 
membership  is  commendable.  The  committee 
would  like  to  interpret  this  increased  return  rate  as 
a growing  appreciation  and  concern  among  physi- 
cians about  alcohol-  and  drug-abuse  problems. 

The  787  physicians  who  responded  represent  a 
wide  variety  of  medical  practices:  129  (16  percent 
of  the  total)  were  in  internal  medicine,  119  (15  per- 
cent) were  in  a surgical  specialty,  118  (15  percent) 
had  a general  practice,  73  (9  percent)  were  in  ob- 
stetrics/gynecology, 36  (5  percent)  were  in  the  psy- 
chiatric field,  and  36  (5  percent)  were  in  radiology. 
The  specialities  of  the  remaining  physicians  who 
responded  to  the  survey  included  ophthalmology 
(27),  anesthesiology  (18),  pathology  (13),  dermatol- 
ogy (11),  neurology  (10),  urology  (9),  emergency 
medicine  (8).  industrial  medicine  (8),  and  adminis- 
tration (6). 

Physicians  indicated  that,  overall  in  their  experi- 
ence, the  number  of  people  with  alcohol  abuse 
problems  had  increased  or  remained  about  the  same 
over  the  past  five  years.  Although  a majority  of 
physicians  expressed  a variety  of  concerns  about  al- 
cohol problems,  almost  half  (45  percent  ) of  the  total 
felt  the  number  had  remained  about  the  same  while 
one-fourth  (25  percent)  felt  the  number  had  in- 
creased. Although  26  percent  did  not  give  a re- 
sponse, only  4 percent  (28)  of  the  physicians  felt, 
from  their  experience,  that  the  number  of  people  with 
alcohol-abuse  problems  had  decreased. 

The  physicians  were  asked,  as  they  had  been  in 
previous  surveys,  to  estimate  the  number  of  patients 
they  had  seen  during  the  past  year  who  they  felt  had 
problems  associated  with  excessive  drinking  and 
other  drug  abuse.  Although  a fairly  sizable  number 
of  t hose  who  returned  the  questionnaire  did  not  make 
such  an  estimate,  well  over  600  physicians  did  give 
an  estimated  number  for  each  of  three  categories. 
Table  I summarizes  these  data.  Less  than  a quarter 
(23  percent)  of  the  physicians  stated  that  they  had 
been  in  contact  with  no  patients  they  suspected  of 
alcohol-related  problems,  whereas  about  a third  ol 
the  physicians  (31  percent)  had  seen  a small  number, 
one  to  nine,  with  alcohol  problems. 

At  the  other  end  of  the  spectrum,  8 percent,  or  53 
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TABLE  I.  Physicians  reporting  having  seen  patients 
during  the  past  12  months  who  had  problems  associated 
with  alcohol  or  drug  abuse 

Excessive 

Self-medi- 

cation 

(Sedatives/ 

Excessive  Tranquil-  Other 

Drinking  izers)  Drug  Abuse 

Number  of  Num-  Per-  Num-  Per-  Num-  Pcr- 


Patients 

ber 

cent 

ber 

cent 

ber 

cent 

None 

158 

23 

221 

33 

313 

48 

1 to  9 

216 

31 

232 

34 

232 

36 

10  to  19 

129 

19 

92 

14 

44 

7 

20  to  99 

133 

19 

99 

15 

48 

7 

1(M)  or  more 

53 

8 

31 

5 

10 

2 

Totals 

689 

loo 

675 

101* 

647 

Too 

* Rounding  error. 


of  the  (>89  physicians  answering  this  question,  re- 
ported seeing  100  or  more  patients  during  the  past 
year  with  problems  of  excessive  drinking.  This 
strikingly  high  number  both  confirms  the  many 
comments  made  by  the  respondents  of  the  serious 
nature  of  the  problems,  as  well  as  the  fact  that  a 
considerable  number  of  these  practitioners  either  see 
or  recognize  a significant  number  of  their  patients 
who  appear  to  have  drinking  problems.  Obviously, 
the  nature  of  the  specialty  and  the  practice  will  in- 
fluence the  number  identified  with  alcohol/alcohol- 
ism problems.  We  tabulated  the  specialties  of  the 
53  physicians  with  the  largest  numbers,  and  found 
that  12  of  these  physicians  specialized  in  internal 
medicine,  10  in  psychiatry,  9 in  general  practice,  6 in 
surgery,  6 in  emergence  medicine,  5 in  anesthesiol- 
ogy, 2 in  obstetrics/gynecology,  and  1 each  in  indus- 
trial medicine,  radiology,  and  alcoholism. 

The  percent  of  physicians  who  reported  recog- 
nizing patients  with  problems  of  excessive  self- 
medication  or  other  drug  abuse  are  somewhat  less 
overall,  and  proportionately  less  in  the  high-fre- 
quency categories  than  the  comparable  figures  for 
alcohol  abuse  (Table  I).  Nevertheless,  sizable 
numbers  of  physicians  report  detecting  drug-abuse 
problems  among  their  patients. 

After  physicians  gave  their  estimates  of  suspected 
problems  among  their  patients,  they  were  asked  how 
many  people  actually  sought  their  help  specifically 
for  alcohol  problems  and  for  other  drug  problems. 

From  Table  II  it  becomes  apparent  that  the  ma- 
jority of  physicians  have  not  been  directly  contacted 
by  patients  for  treatment  of  alcohol-  or  drug-abuse 
problems,  even  though,  from  Table  I,  it  is  obvious 
that  a far  larger  proportion  of  practitioners  recognize 
such  problems.  Still,  it  is  noteworthy  that  a sizable 
proportion  of  physicians.  10  percent  (70),  reported 
10  or  more  patients  seeking  their  help  specifically  for 
an  alcohol  problem  during  the  past  12  months. 
Again,  we  examined  what  specialties  were  repre- 
sented among  these  physicians  who  had  been  con- 
tacted for  treatment  of  alcohol  problems,  and  quite 
appropriately,  the  largest  proportion  were  in  psy- 


TABLE II.  Physicians  reporting  patients  seeking  help  for 
alcohol  or  drug  problems  during  the  past  12  months 


Number  of  Alcohol  Problems  Drug  Problems 

Patients  Number  Percent  Number  Percent 


None 

439 

66 

499 

- / 

1 to  9 

160 

24 

110 

17 

10  to  19 

36 

5 

20 

3 

20  or  more 

34 

5 

20 

3 

Totals 

669 

100 

649 

100 

TABLE  III.  Priorities  in  dealing  with  alcoholism  in  this 
community 


Category 

Number  of 
Physicians 
Including 
Item  in  Top  5 
Priorities 

Percent 
of  Those 
Responding 

(653) 

Education  of  public 

505 

77 

Alcoholics  Anonymous 

488 

75 

Special  clinics 

360 

55 

Hospital  outpatient 

301 

46 

facilities 

Training  of  medical 

261 

40 

students 

Postgraduate  physician 

246 

38 

education 

Hospital  inpatient 

218 

33 

facilities 

Halfway  houses 

202 

31 

Participation  of 

121 

19 

clergy 

Other 

65 

10 

chiatry  (20),  general  practice  (15),  and  internal 
medicine  (15),  while  such  specialties  as  surgery  (8) 
and  emergency  medicine  (3),  among  others,  were 
noted.  Besides  being  contacted  for  specific  alcohol 
problems,  6 percent  of  the  physicians  had  10  or  more 
patients  seek  their  help  for  other  drug  problems. 

Thus,  many  physicians  are  recognizing  alcohol- 
and  drug-related  problems  among  their  patients,  and 
an  appreciable  number  of  patients  are  bringing  these 
problems  to  the  physician. 

Priorities  in  dealing  with  alcoholism 

Although  recognizing  the  seriousness  of  the  alcohol 
and  nonmedical  drug  abuse  among  patients  is  an 
important  initial  step  in  addressing  these  needs,  we 
probed  the  opinions  of  physicians  regarding  what 
programs  should  have  the  top  priorities  in  dealing 
with  alcoholism  in  this  community.  A list  of  cate- 
gories was  presented,  and  the  respondents  ranked 
each  in  order  of  their  priorities.  Table  III  presents 
the  number  of  physicians  including  each  of  the 
categories  among  their  top  five  preferences. 

Education  of  the  public  and  Alcoholics  Anony- 
mous were  included  most  frequently  among  the  top 
five  priorities  with  77  and  75  percent,  respectively, 
of  the  physicians  including  these  items.  Similarly, 
these  two  items  were  ranked  as  a first  priority  with 
the  greatest  frequency.  It  is  worth  noting  that  ap- 
preciable numbers,  (one-half  to  one-third)  of  the 
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responding  physicians  recognize  needs  for  clinical 
programs  and  medical  student  and  postgraduate 
education. 

In  addition  to  these  ranked  priorities,  many  phy- 
sicians wrote  responses  to  the  question,  “What  areas 
do  you  feel  the  Committee  on  Alcoholism  and  Drug 
Dependence  should  address?”  and  under  the  topic 
“Other  comments.”  These  additional  comments  and 
suggestions  should  be  helpful  to  the  committee;  they 
reflect  appreciable  concern  and  thought  on  the  part 
of  the  physicians.  An  anonymous  compilation  of 
these  comments  is  included  verbatim  as  an  Appendix 
following  this  report. 

Perhaps  the  single  most  important  question  in  the 
committee’s  mind  addressed  whether  or  not  the 
physician  would  treat  a patient  consulting  him  or  her 
on  an  alcohol-  or  drug-abuse  problem.  Almost  30 
percent  (232)  answered  “Yes”  that  they  would, 
whereas  56  percent  said,  “No”,  although  most  would 
make  referrals;  15  percent  did  not  commit  them- 
selves. 

The  committee  subsequently  wrote  to  each  of 
those  answering  “Yes”,  inquiring  as  to  whether  they 
would  agree  to  have  their  name  included  on  a list  of 
physicians  to  whom  referrals  for  alcohol  problems 
could  be  made  by  the  Medical  Society  office.  This 
would  constitute  a list  of  private  physicians  serving 
on  a fee-for-service  basis.  To  date,  we  have  received 
56  positive  answers;  these  physicians  will  constitute 
the  initial  list  for  use  by  the  Society  on  inquiry  and 
in  rotation. 

Conclusions 

The  results  of  the  sixth  of  a series  of  surveys  of 
physician  members  of  the  Medical  Society  of  the 
County  of  Erie  revealed  an  increasing  recognition  of 
problems  in  their  patients  related  to  alcohol  or  drug 
abuse. 

The  return  rate  of  slightly  over  50  percent  of  the 
entire  membership  for  this  questionnarie  was  par- 
ticularly impressive.  The  results  have  permitted  the 
establishment  of  a referral  list  in  the  medical  society 
office  for  private  patients  seeking  a responsive  phy- 
sician for  an  alcohol  or  drug-abuse  problem,  and  for 
consultation  to  the  medical  profession.  In  addition, 
the  priority  for  education  and  clinical  programs 
should  carry  appreciable  weight  as  the  considered 
input  of  a major  number  of  physicians  in  the  Erie 
County  community. 

Appendix 

Verbatim  comments  by  physicians  to  the  question, 
“What  areas  do  you  feel  the  Committee  on  Alcohol- 

All  o I the  other  written  comments  have  been  collated  and  will 
be  forwarded  to  anyone  requesting  them  from  the  authors. 


ism  and  Drug  Dependence  should  address?”*  in- 
clude: 

Propaganda  against  the  attractiveness  of  “watering 
places.” 

Convincing  the  public  that  alcohol  is  the  number 
one  killer  in  the  United  States  if  we  consider  gastroin- 
testinal bleeds,  liver  disease,  suicide,  overdose,  auto 
accidents,  and  other  trauma. 

Education  of  the  public,  and  only  this.  Once  you 
have  done  a good  job  you  can  get  into  referral,  and  so 
forth. 

Ban  beer  advertisement.  Emphasize  that  beer  is  as 
bad  as  other  drinks  when  drunk  excessively. 

Education  of  physicians  and  osteopaths  to  recognize 
alcoholism  in  its  early  stages  and  treat  it.  If  they  don’t 
want  to  treat,  refer  them  to  those  who  do  want  to  treat; 
don’t  just  neglect  it. 

More  accessibility  of  professionals  to  those  who  will 
admit  problem.  Some  avenue  or  facility,  professional/ 
legal,  not  Al-Anon,  for  families  of  whose  who  will  not 
admit  dependence. 

Better  facilities  for  handling  the  “emergency  room 
drunk.” 

Encouragement  of  basic  research;  why  is  there  a 
drug  problem?  Is  the  U.S.  Narcotics  Bureau  policy 
making  things  worse  and  jeopardizing  the  practice  of 
medicine?  Why  does  alcohol  damage  some  people  and 
not  others?  Is  there  genetic  predisposition? 

Need  group  of  physicians  interested  in  care  of  alco- 
holic fellow  physicians. 

Insurance  and/or  disability  income  for  patients  so 
afflicted,  since  most  will  not  have  treatment  because  of 
combined  loss  of  income,  possibly  employment,  and  no 
means  available  to  support  family  and/or  self. 

Tell  us  where  to  send  them. 

Pressure  on  legislators  to  increase  tax  on  alcohol  and 
strict  enforcement  of  narcotic  laws.  Get  high-level  im- 
porters of  illegal  narcotics.  Congress  to  enforce  prohi- 
bition laws  as  in  the  1930s. 

Set  up  drug  and  alcohol  treatment  centers  in  three 
or  four  catchment  areas  of  the  city. 

Alcoholism  is  a social  problem.  Drinking  has  be- 
come too  much  a part  of  our  culture.  The  committee 
should  lobby  to  curtail  the  advertising  that  makes 
drinking  so  terribly  appealing. 

Police  and  the  attending  physician  to  accurately  re- 
port alcoholism  to  the  insurance  companies  and  not 
cover  up  with  a diagnosis  such  as  acute  gastritis. 

The  committee  should  develop  adequate  medical 
records  and  a registry  for  effective  support.  This  reg- 
istry must  be  confidential  and  community  controlled, 
and  helpful  in  assessing  the  clinical  value  of  different 
approaches. 

Need  for  more  funds,  research,  education,  and  hos- 
pital and  clinic  facilities  devoted  to  the  problem.  Rec- 
ognition of  alcoholism  as  most  important  medical 
problem  existent  today. 

Greater  physician  interest  and  participation  in  the 
needs  of  the  alcoholic. 

Medical  Society  of  the  County  of  Erie 
237  Main  Street 
Buffalo,  New  York  14203 
(DR.  SMITH) 
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“I’m  just  a 
shadow  of  what 
I used  to  be.” 


That  is  what  depressed  individuals 
may  feel  is  the  substance  of 
their  being.  There  is  no  pleasure, 
no  joy  — nothing  grows  — and  in  the 
cold  shadow  of  depression  their 
activities  are  inhibited,  while  ini- 
tiative may  be  eroded  or  des- 
troyed. The  tragedy  is  that  they 


can  see  that  others  are  able  to 
live  on  the  brighter  side  but  they, 
themselves,  cannot  reach  it  on 
their  own. 

Your  experience  in  treating 
depression,  and  Tofranil-PM 
can  help  light  the  way. 


Tofranil-PM 

imipramine  pamoate  Geigy 

Unsurpassed  effectiveness 
among  tricyclics  in  relieving  symptoms 
of  anxious  depression. 

Before  prescribing  Tofranil-PM.  please  review  a summary  of  the 
prescribing  information  on  the  back  of  this  page. 
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Tofranil-PM 

imipramine  pamoate 

As  anxiety,  agitation,  sleep 
disturbances,  and  other 
depressive  symptoms  are 
relieved,  mood  and  motivation 
may  be  markedly  improved. 

Patients  are  usually  alert  and 
capable  of  functioning  at  more 
normal  levels  of  behavior. 


Tofranil-PM" 

brand  of  imipramine  pamoate 


Indications:  For  the  relief  of  symptoms  of  depression 
Endogenous  depression  is  more  likely  to  he  alleviated 
than  other  depressive  states 

Contraindications:  The  concomitant  use  of  monoamine 
oxidase  inhibiting  compounds  is  contraindicated.  Hyper- 
pyretic  crises  or  severe  convulsive  seizures  may  occur  in 
patients  receiving  such  combinations.  The  potentiation  of 
adverse  effects  can  be  serious,  or  even  fatal  When  it  is 
desired  to  substitute  Tofranil-PM,  brand  of  imipramine 
pamoate,  in  patients  receiving  a monoamine  oxidase  in- 
hibitor. as  long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days.  Initial 
dosage  should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed  The  drug  is  contraindicated 
during  the  acute  recovery  period  after  a myocardial  infarc- 
tion. Patients  with  a known  hypersensitivity  to  this  com- 
pound should  not  be  given  the  drug.  The  possibility  of 
cross-sensitivity  to  other  dibenzazepine  compounds 
should  be  kept  in  mind 

Warnings:  Usage  in  Pregnancy:  Safe  use  of  imipramine 
dunng  pregnancy  and  lactation  has  not  been  established; 
therefore,  in  administering  the  drug  to  pregnant  patients, 
nursing  mothers,  or  women  of  childbearing  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards  Animal  reproduction  studies  have  yielded  incon- 
clusive results  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
but  a causal  relationship  has  not  been  confirmed. 

Extreme  caution  should  be  used  when  this  drug  is  given 
to 

— patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia; 

— patients  with  increased  intraocular  pressure,  history  of 
urinary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug's  anticholinergic  properties; 

— hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity; 

— patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold. 

— patients  receiving  guanethidine  or  similar  agents  since 
imipramine  may  block  the  pharmacologic  effects  of 
these  drugs 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially 
hazardous  tasxs  such  as  operating  an  automobile  or 
machinery,  the  patient  should  be  cautioned  accordingly 
Usage  in  Children  Tofranil-PM.  brand  of  imipramine 
pamoate,  should  not  be  used  in  children  ot  any  age  be- 
cause ol  the  increased  potential  for  acute  overdosage 
due  to  the  high  unit  potency  (75  mg  , 100  mg  . 125  mg 
and  150  mg  ) Each  capsule  contains  imipramine 
pamoate  equivalent  to  75  mg..  100  mg..  125  mg  or  150 
mg  imipramine  hydrochloride 

Precaution*:  It  should  be  kept  in  mind  that  the  possibility 
of  suicide  in  seriously  depressed  patients  is  inherent  in 


Geigy 


Tofranil-PM  encourages  patient 
compliance  because  one 
capsule  lasts  from  bedtime  to 
bedtime. 

Good  results  are  usually  seen 
at  the  starting  dose  of  one 
75-mg  capsule  h.s. 

For  many  patients,  dosage  can 
be  safely  increased  to  150  mg 
daily. 


the  illness  and  may  persist  until  significant  remission  oc- 
curs. Such  patients  should  be  carefully  supervised  during 
the  early  phase  of  treatment  with  Tofranil-PM,  brand  of 
imipramine  pamoate,  and  may  require  hospitalization 
Prescriptions  should  be  written  for  the  smallest  amount 
feasible. 

Hypomanic  or  manic  episodes  may  occur,  particularly  in 
patients  with  cyclic  disorders  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug  If  needed,  Tofranil-PM, 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow. 

An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazine 
In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropine-like  effects  may  become  more 
pronounced  (e  g , paralytic  ileus).  Close  supervision  and 
careful  adjustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs. 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomimet- 
ic amine  (e  g , adrenalin,  noradrenalin),  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines 

Patients  should  be  warned  thai  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  reported 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards;  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered 

Cardiovascular  Hypotension,  hypertension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  heart  block, 
stroke,  falls. 

Psychiatric.  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions,  anxiety, 
restlessness,  agitation;  insomnia  and  nightmares; 
hypomania;  exacerbation  of  psychosis 
Neurological dumbness,  tingling,  paresthesias  of  ex- 
tremities; incoordination,  ataxia,  tremors;  peripheral 
neuropathy,  extrapyramidal  symptoms,  seizures,  altera- 
tions in  EEG  patterns;  tinnitus 

Anticholinergic  Dry  mouth,  and.  rarely,  associated  sub- 
lingual adenitis;  blurred  vision,  disturbances  of  accommo- 
dation, mydriasis;  constipation,  paralytic  ileus;  urinary  re- 
tention, delayed  micturition,  dilation  ol  the  urinary  tract 
Allergic  Skin  rash,  petechiae,  urticaria,  itching,  photosen- 


As with  all  tricyclics,  sedation 
may  occur.  Please  caution 
patients  against  driving  or  oper-  - 
ating  dangerous  machinery. 

Each  capsule  contains 
imipramine  pamoate  equivalent 
to  75,  100, 125  or  150  mg  of 
imipramine  hydrochloride. 


sitization  (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  of  face  and  tongue),  drug  fever;  cross- 
sensitivity with  desipramine 

Hematologic  Bone  marrow  depression  including  agran- 
ulocytosis; eosinophilia;  purpura;  thrombocytopenia. 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression. 
Gastrointestinal:  Nausea  and  vomiting,  anorexia,  epigas- 
tric distress,  diarrhea;  peculiar  taste,  stomatitis,  abdominal 
cramps,  black  tongue 

Endocrine:  Gynecomastia  in  the  male;  breast  enlarge- 
ment and  galactorrhea  in  the  female;  increased  or  de- 
creased libido,  impotence;  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

Other:  Jaundice  (simulating  obstructive);  altered  liver 
function,  weight  gain  or  loss;  perspiration;  flushing;  uri- 
nary frequency;  drowsiness,  dizziness,  weakness  and 
fatigue;  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms  Though  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise. 

Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with  75 
mg./day.  This  may  be  increased  to  150  mg./day  which  is 
the  dose  level  which  usually  obtains  optimum  response.  If 
necessary,  dosage  may  be  increased  to  200  mg./day 
Dosage  should  be  modified  as  necessary  by  clinical  re- 
sponse and  any  evidence  of  intolerance.  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divided 
daily  doses 

Hospitalized  patients  should  be  started  on  a once-a-day 
basis  with  100-150  mg./day  and  may  be  increased  to  200 
mg./day.  Dosage  should  be  increased  to  250-300  mg./day 
if  there  is  no  response  after  two  weeks 
Following  remission,  maintenance  medication  may  be  re- 
quired for  a longer  period  of  time  at  the  lowest  dose  that 
will  maintain  remission.  The  usual  adult  maintenance 
dosage  is  75-150  mg./day  on  a once-a-day  basis,  prefer- 
ably at  bedtime 

In  adolescent  and  geriatric  patients,  capsules  of  Tofranil- 
PM,  brand  of  imipramine  pamoate,  may  be  used  when 
total  daily  dosage  is  established  at  75  mg.  or  higher.  It  is 
generally  unnecessary  to  exceed  100  mg  /day  in  these 
patients.  This  dosage  may  be  given  once  a day  at  bed- 
time or,  if  needed,  in  divided  daily  doses. 

How  Supplied:  Tofranil-PM,  brand  of  imipramine 
pamoate  Capsules  of  75,  100.  125  and  150  mg.  (Each 
capsule  contains  imipramine  pamoate  equivalent  to  75, 
100,  125  or  150  mg.  of  imipramine  hydrochloride.) 

(B)  98-146-840-A(9/75)  667120 

For  complete  details,  including  dosage  and  adminis- 
tration. please  refer  to  the  full  prescribing  information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
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Medical  Arts  and  Letters 


Hypnagogic 

Hallucinations 

Herman  Melville's  Moby  Diek 


JEROME  M.  SCHNECK,  M.D. 

New  York  City 

Attending  Psychiatrist,  Division  of  Psychiatric  Training  and 
Education,  Department  of  Psychiatry,  St  Vincent's  Hospital  and 
Medical  Center  of  New  York 


Hypnagogic  hallucinations  may  be  part  of  a tetrad 
of  symptoms  that  include  narcolepsy,  cataplexy,  and 
sleep  paralysis;  each  may  occur  alone.  In  recent 
years  sleep  paralysis,  especially,  has  been  reported 
apart  from  the  others.  I have,  although  stressing  the 
solitary  appearance  of  sleep  paralysis,  also  described 
personality  components  of  patients  wit  h this  symp- 
tom.1 Many  experience  the  paralysis  as  an  expres- 
sion of  conflict  between  the  desire  to  be  inactive, 
passive,  and  dependent,  and  a concurrent  wish  to  be 
active,  aggressive,  and  independent.  They  are 
trapped  between  the  opposing  strivings  and  experi- 
ence anxiety  and  an  inability  to  move. 

Symptoms 

Hypnagogic  hallucinations  have,  in  my  experience, 
been  mentioned  far  less  frequently  by  patients  as  an 
isolated  symptom,  and  apparently  reports  about 
them  are  rarely  encountered  in  medical  literature. 
As  a consequence,  the  psychodynamics  of  hypnagogic 
hallucinations  are  also  not  readily  available.  Several 
years  ago  I had  the  opportunity  to  study  a patient 
with  hypnagogic  hallucinations  that  occurred  with- 
out other  symptoms  of  the  narcoleptic  tetrad;  a de- 
scription of  him,  as  well  as  an  account  of  the  psy- 
chodynamics, was  published.2  He  was  31  years  old 
and  had  had  the  hallucination  from  the  age  of  4.  The 
basic  feature  was  an  auditory  hallucination  with 
sounds  growing  increasingly  loud  with  the  passage 
of  time.  Vague  authoritarian  figures  spoke  to  him. 
but  they  could  not  be  specifically  identified.  It  can 
be  noted  here  in  summary  that  he  believed  the  hyp- 
nagogic auditory  hallucination  symbolized  the  au- 
thoritative features  of  the  world  of  reality  from  which 
he  always  felt  impelled  to  escape.  They  were  also 


projections  of  the  core  of  reality  within  him  that 
helped  him  to  maintain  contact  with  a conforming 
society  he  was  inclined  to  reject. 

Historic  landmarks  in  the  reporting  of  sleep  pa- 
ralysis in  medical  literature  are  available  in  an  early 
description  by  Mitchell ! and  the  present  naming  of 
the  condition  by  Wilson. 1 Just  as  sleep  paralysis  had 
been  known  by  various  names  long  before  the  con- 
tributions of  Mitchell2  and  Wilson,4  hypnagogic 
hallucinations  had  of  course  been  part  of  the  expe- 
rience of  many  people.  Zilboorg5  alluded  to  Aris- 
totle's observations  on  hypnagogic  hallucinations.  In 
1853,  J.  Baillarger  described  these  hallucinations.6 
Of  interest  at  this  time  is  the  recognition  of  a rather 
special  episode  of  hypnagogic  hallucination  described 
by  Melville1  in  his  novel,  Moby  Dick,  published  in 
1851.'  The  very  nature  of  the  hallucination  and  its 
significance  in  the  story  are  worthy  of  attention. 

Ishmael' s experience 

Ishmael,  who  experienced  the  hypnagogic  hallu- 
cination. described  it  in  relation  to  an  event  prior  to 
his  sailing  aboard  the  Pequod  on  a whaling  expedi- 
tion under  Captain  Ahah.  He  shared  a bed  with  the 
massive  tatooed,  native  South  Sea  Islander  Queequeg 
in  a rooming  house  in  New  Bedford.  Massachusetts, 
while  awaiting  the  crossing  to  Nantucket  for  em- 
barkation. Ishmael  awakened  in  the  morning  and 
found  Queequeg  asleep,  with  his  arm  thrown  over 
him  “in  the  most  loving  and  affectionate  manner.” 
Queequeg’s  arm  blended  with  the  counterpane,  re- 
sembling that  patchwork  quilt,  “and  it  was  only  by 
the  sense  of  weight  and  pressure  that  I could  tell  that 
Queequeg  was  hugging  me.”  They  became  close 
friends.  Ishmael  was  fascinated  by  Queequeg’s 
pagan  religious  rituals. 

The  waking  next  to  Queequeg  reminded  Ishmael 
of  an  occurrence  when  he  was  a child.  He  had  been 
sent  by  his  stepmother  to  his  room  and  to  bed  one 
afternoon  because  of  alleged  misbehavior.  She 
“somehow  or  other,  was  all  the  time  whipping  me,  or 
sending  me  to  bed  supperless.”  The  tone  of  this 
recollected  relationship  might  be  contrasted,  inci- 
dentally, with  the  warm  feeling  of  Queequeg’s  em- 
brace. “You  had  almost  thought  I had  been  his 
wife.”  The  “misbehavior”  in  childhood  was  his 
“trying  to  crawl  up  the  chiminey,  as  I had  seen  a little 
sweep  do  a few  days  previous.”  Ishmael  continues 
the  account  of  his  childhood  experience:  “For  sev- 
eral hours  I lay  there  broad  awake,  feeling  a great  deal 
worse  than  I have  ever  done  since,  even  from  the 
greatest  subsequent  misfortunes.  At  last  I must  have 
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fallen  into  a troubled  nightmare  of  a doze;  and  slowly 
waking  from  it — half  steeped  in  dreams — I opened 
my  eyes,  and  the  before  sun-lit  room  was  now 
wrapped  in  outer  darkness.  Instantly  I felt  a shock 
running  through  all  my  frame;  nothing  was  to  be 
seen,  and  nothing  was  to  be  heard;  but  a supernatural 
hand  seemed  placed  in  mine.  My  arm  hung  over  the 
counterpane,  and  the  nameless,  unimaginable,  silent 
form  or  phantom,  to  which  the  hand  belonged, 
' seemed  closely  seated  by  my  bedside.  For  what 
seemed  ages  piled  on  ages,  I lay  there,  frozen  with  the 
most  awful  fears,  not  daring  to  drag  away  my  hand; 
yet  ever  thinking  that  if  I could  but  stir  it  one  single 
v inch,  the  horrid  spell  would  be  broken.  I know  not 
how  this  consciousness  at  last  glided  away  from  me; 
but  waking  in  the  morning,  I suddenly  remembered 
it  all,  and  for  days  and  weeks  and  months  afterwards 
I lost  myself  in  confounding  attempts  to  explain  the 
mystery.  Nay,  to  this  very  hour,  I often  puzzle  my- 
self with  it. 

“Now,  take  away  the  awful  fear,  and  my  sensations 
at  feeling  the  supernatural  hand  in  mine  were  very 
similar,  in  their  strangeness,  to  those  which  I expe- 
rienced on  waking  up  and  seeing  Queequeg’s  pagan 
arm  thrown  round  me.  But  at  length  all  the  past 
night’s  events  soberly  recurred,  one  by  one,  in  fixed 
reality,  and  then  I lay  only  alive  to  the  comical  pre- 
dicament. For  though  I tried  to  move  his  arm- 
unlock  his  bridegroom  clasp — yet,  sleeping  as  he  was, 
he  still  hugged  me  tightly,  as  though  naught  but 
death  should  part  us  twain.” 

Comment 

Two  major  points  open  to  discussion  and  inter- 
pretation will  not  be  developed  here  because  they  are 
beyond  the  direct  interest  of  this  presentation.  But 
they  should  be  mentioned.  One  is  the  contrast  be- 
tween the  punitive  stepmother  and  “the  most  loving 
and  affectionate  manner”  of  Queequeg’s  embrace. 
“You  had  almost  thought  I had  been  his  wife.”  The 
possible  latent  homosexual  theme  would  of  course  be 
of  interest  to  some  observers.  The  other,  the  at- 
tempt to  crawl  into  the  chimney,  the  theme  of  the 
safe  retreat  into  the  womb  according  to  some  inter- 
pretations, could  also  easily  appeal  to  others  for 
further  elaboration. 

'I’he  very  clear  and  unquestionable  descriptive 
feature  of  Ishmael’s  childhood  experience  is  the  ep- 
isode of  hypnagogic  hallucination.  Such  hallucina- 
tions are  often  described  as  visual  and  auditory.  For 
Ishmael  it  was  tactile,  and  tact  ile  hypnagogic  hallu- 
cinations to  the  exclusion  of  visual  and  auditory  ap- 
parently occur  less  frequently.  The  silent,  phantom 
form  was  sensed  to  be  present.  It  was  neither  seen 
nor  heard.  The  hand  in  his  seemed  “supernatural,” 
a description  quite  relevant  to  subsequent  events. 
The  strangeness  in  this  feeling  was  connected  by 
Ishmael  with  Queequeg’s  affectionate  embrace.  The 
childhood  episode  was  one  of  hypnagogic  hallucina- 
tion in  the  absence  of  other  features  of  the  narcoleptic 


tetrad.  There  was  no  history  of  narcolepsy  or  cata- 
plexy, and  no  sleep  paralysis  was  present.  The  child 
was  frozen  in  fear,  but  he  was  not  paralyzed.  He  did 
not  dare  drag  his  hand  away  because  of  his  terror. 
The  episode  occurred  on  waking  from  sleep,  with 
awareness  of  his  surroundings,  his  bedroom.  The 
time  distortion  is  typical  for  many.  “For  what 
seemed  ages  piled  on  ages,  I lay  there,  frozen  with  the 
most  awful  fears.” 

I commented  in  another  article  on  Melville’s  de- 
scription of  the  catatonia  of  Bartleby  the  scrivener, 
published  in  1853. 8>9  This  description  preceded  that 
of  Karl  Kahlbaum’s  Die  Katatonie  in  1874. 6 I 
wondered  whether  or  not  Melville  had  ever  experi- 
enced, in  addition  to  his  own  depressions,  episodes 
of  catatonia,  abortive  or  extended,  and  utilized  such 
experiences  when  writing  his  Bartleby  story; 
biographic  data  do  not  supply  an  answer.10  I won- 
dered also  whether  he  had  observed  or  been  told 
about  such  episodes,  and  again  an  answer  is  not 
forthcoming  from  biographic  materials.  Now  the 
question  arises  about  his  familiarity  with  hypnagogic 
hallucinations.  -Just  as  we  may  assume  that  Melville 
must  have  had  some  knowledge  about  or  contact  with 
catatonic  behavior,  so  probably  did  he  himself  ex- 
perience at  one  time,  or  at  least  hear  about,  the  type 
of  episodes  of  hypnagogic  hallucinations  illustrated 
in  the  experience  of  Ishmael.  There  must  have  been 
a concrete  foundation  for  his  knowledge  of  such 
events. 

When  Melville7  has  Ishmael  recall  the  hypnagogic 
hallucination  of  his  childhood,  he  has  him  say,  “I  lost 
myself  in  confounding  attempts  to  explain  the  mys- 
tery. Nay,  to  this  very  hour,  I often  puzzle  myself 
with  it.”  Ishmael’s  thoughts  come  to  him  when  he 
narrates  the  entire  story,  after  all  the  events  have 
taken  place.  Now  why  should  the  mystery  be  so 
puzzling  when  a conclusion  can  in  fact  be  drawn, 
curious  and  remarkable  though  it  may  seem?  The 
tactile  hallucination  already  had  been  described  as 
“supernatural.”  Ishmael  was  terrified,  but  he  was 
not  attacked;  on  the  contrary,  his  hand  was  held. 
And  Ishmael  tells  his  story  after  his  life  has  been 
miraculously  spared.  In  the  fanatic  search  for  the 
white  whale  and  in  the  battle  with  it  planned  in  detail 
by  the  mad  Ahab,  all  but  Ishmael  are  destroyed. 
Ahab  and  his  crew  perish.  The  Pequod  sinks  into 
the  sea.  Moby  Dick  is  killed.  Did  Melville  intend 
the  strange  hypnagogic  hallucination  to  serve  as  a 
portent  of  things  to  come?  If  he  did,  why  did  he  not 
create  a bridge  linking  Ishmael  being  held  by  the 
supernatural  hand  and  his  remarkable  escape  from 
death?  Why  did  he  not  have  Ishmael  comment  on 
this  connection?  My  guess  is  that  Melville  was 
probably  quite  consciously  aware  of  the  bond  be- 
tween the  hallucination  and  Ishmael’s  fantastic  ex- 
perience and  escape  from  death.  He  did  not  put  it 
into  words  because  the  subtle  implication  was  suffi- 
cient, more  impressive,  and  in  fact  consistent  with 
Melville’s  ability  and  stature  as  a novelist.  To  do 
otherwise  would  also  condescend  to  the  reader.  It 
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might  dilute,  through  elaboration,  the  impact  of  the 
supernatural  element,  whereas  dealing  with  it  in  the 
manner  he  chose,  Melville  retained  a strong  hold  on 
everyday  reality  by  describing  the  tactile  hypnagogic- 
hallucination  in  clear,  true-to-life  form. 

Conclusion 

How  was  Ishmael  saved?  How  did  he  escape  the 
fate  of  the  crew?  During  the  course  of  the  voyage, 
Queequeg,  anticipating  his  own  death  at  one  point, 
had  arranged  to  have  the  ship's  carpenter  construct 
for  him  a coffin,  one  which  eventually  serves  as  a 
symbol  of  things  to  come.  In  the  course  of  events, 
this  coffin,  never  having  been  used  for  Queequeg, 
becomes  separated  from  the  sinking  Pequod.  It  rises 
to  the  surface  of  the  sea  and  serves  as  a lifebuoy  on 
which  Ishmael  rests  until  rescued  by  the  crew  of  an- 
other vessel.  The  supernatural  hand  of  IshmaeFs 
childhood,  frightening  though  it  was.  implied  a pro- 
tective care,  and  its  power  as  such  was  reflected  in  the 
eventual  saving  of  Ishmael’s  life.  Furthermore,  the 
hand  was  specifically  linked  with  the  embracing  arm 
of  Queequeg  (he  whose  coffin  saved  Ishmael)  prior 
to  the  voyage  aboard  the  Pequod.  Queequeg,  says 
Ishmael,  “still  hugged  me  tightly  as  though  naught 
but  death  should  part  us  twain.”  And  the  parting 
was  in  fact  ultimately  by  death  only,  with  the  su- 
pernatural hand,  the  affectionate  arm  of  Queequeg, 
and  Queequeg’s  own  coffin,  rendering  support  and 
life  itself  to  Ishmael. 

Melville's  use  and  accurate  description  of  the 
hypnagogic  hallucination  serves  as  an  additional  il- 
lustration of  a psychiatric  theme  playing  an  impor- 
tant role  in  classic  literature.  Several  examples  of 
other  psychiatric  issues  and  specific  descriptions  of 
psychopathologic  factors  have  been  offered  in  my 
earlier  writings,  including  the  account  of  Melville  and 
Bartleby  The  Scrivener  alluded  to  previously  and  to 
which  references  to  additional  classics  by  Dostoy- 


evsky, Stendhal,  Fitzgerald,  Hawt  horne,  and  others 
are  appended. s At  times,  the  descriptions  of  psy- 
chopathologic experiences  in  literature  antedate  the 
major  historic  delineations  in  scientific  publica- 
tions. 

Summary 

Hypnagogic  hallucinations  may  occur  alone  or  as 
part  of  a tetrad  that  includes  narcolepsy,  cataplexy, 
and  sleep  paralysis.  Aristotle  is  believed  to  have 
known  of  them,  ’ and  Baillarger  described  the  hal- 
lucinations in  1853.1’  Psychodynamics  were  dis- 
cussed recently  by  the  present  writer.  Herman 
Melville  described  a tactile  hypnagogic  hallucination 
in  Moby  Dick,  published  in  1851. 7 His  account  is  of 
intrinsic  interest  and  its  significant  symbolic  role  in 
the  novel  is  assessed  here.  Its  use  by  Melville  is  an 
additional  illustration  of  a psychiatric  theme  serving 
an  important  role  in  classic  literature. 

26  West  Ninth  Street 
New  York,  New  York  1001 1 
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It  has  been  traditional  for  fledgling  physicians 
to  take  the  Hippocratic  Oath  on  completion  of  their 
university  training  and  at  the  beginning  of  their 
medical  careers.  This  code  has  remained  an  im- 
portant canon  of  medical  ethics  for  over  2,000  years. 
The  oath  itself  is  an  unusual  and  unique  document 
in  that  it  is  not  consistent  with  true  Hippocratic 
ideals,  and  probably  represents  a guild  oath  of  he- 
reditary priests  and  practitioners  known  as  Aescu- 
lapiads.  It  is  most  compatible  with  the  teachings  of 
the  Pythagorean  school  which  flourished  over  a 
generation  after  Hippocrates’  death,  circa  375 
B.C.1 

Among  the  interesting  features  of  the  oath  are  the 
opening  words  “I  swear  by  Apollo  the  physician,  and 
Aesculapius,  and  Hvgeia,  and  Panacea.  . . .”  This 
unabashed  fealty  to  pagan  gods  is  wholly  un-Hip- 
pocratic,  and  its  twentieth  century  perpetuation  in- 
vites some  thoughtful  consideration. 

Greek  Pantheon 

Apollo,  son  of  Zeus,  and  one  of  the  leading  Olym- 
pian deities,  was  a many-faceted  god.  With  respect 
to  his  role  in  medicine,  he  was  responsible  for 
bringing  and  avert  ing  disease.2  He  was  physician  to 
the  other  gods,  healing  with  the  peony  root.  It  is  not 
certain  that  healing  was  part  of  his  early  cult. 

The  first  reference  to  Aesculapius  is  in  the  Iliad, 
written  about  800  B.C.  and  referring  to  the  period  of 
the  Trojan  War,  about  1200  B.C.  He  is  a human 
being,  a “clever  leech,"  a minor  chieftain  from 
Thessaly.  His  two  sons,  Machaon  and  Podalirius, 
were  physicians  in  this  war,  one  being  t he  prototype 
physician  and  the  ot  her  the  prototype  surgeon.  Over 
the  following  centuries,  Aesculapius  was  ranked  as 
a local  hero,  then  worshipped  as  an  earth  spirit  by  his 
descendants.  His  most  ancient  shrine  was  in  Trikke 
in  Thessaly;  the  serpent  was  his  symbol  and  he  ac- 
quired an  oracle.  As  his  cult  spread  southward,  it 


came  into  conflict  with  that  of  Apollo,  based  at  Del- 
phi. About  600  B.C.,  a political  union  was  effected 
between  the  two,  centered  at  Epidaurus.  Aescula- 
pius became  the  active  healing  god,  the  son  of  Apollo, 
his  mentor.4  At  this  time,  a series  of  birth  legends 
originated  to  sanctify  this  event.  The  nymph  Ko- 
ronis,  pregnant  by  Apollo,  is  killed  by  him  for  infi- 
delity. The  child,  delivered  by  cesarean  section  by 
Apollo,  is  reared  by  the  centaur  Chiron  who  teaches 
him  medical  skills.  He  becomes  so  expert  that  Pluto 
accuses  him  of  depopulating  Hades,  and  angry  Zeus 
slays  him  with  a thunderbolt.  Sorrowing  Apollo  then 
has  Zeus  make  him  an  immortal  god  among  the 
stars. 

Aesculapius,  having  passed  through  the  stages  of 
local  hero,  demigod,  and,  finally,  the  specific  god  of 
medicine,  had  temples  erected  to  him  throughout 
Greece  and  the  later  Roman  world.  These  aescula- 
pia  or  healing  temples  were  essentially  sanitoria 
where  therapy  was  carried  out  by  “incubation” 
through  sleep  and  revealed  dreams.  Hygeia  joined 
the  cult  at  a later  date,  assisting  with  the  sacred  ser- 
pents. Panacea,  his  other  daughter,  assisted  with  the 
treatments.  These  temples  also  served  as  a reposi- 
tory of  medical  knowledge.  Hippocrates,  and  also 
Aristotle,  came  from  such  an  aesculapiad,  or  priestly 
family,  of  the  Coan  school. 

We  are  known  as  the  “Sons  of  Aesculapius,”  and 
he  is  our  tutelary  “deity,”  emblematic  of  the  medical 
profession.  He  is  commonly  represented  as  an  older 
man,  with  a beard,  sitting  or  standing,  usually  hold- 
ing the  staff  with  a serpent  coiled  about  it  (Fig.  1). 
This  has  been  adopted,  along  with  the  caduceus,  as 
a symbol  of  the  profession. 

Since  past  is  but  prologue,  we  shall  now  go  back  in 
time  about  twice  the  period  between  us  and  Hip- 
pocrates, to  examine  the  spoor  of  another  contender 
for  our  paternity. 

Imhotep 

Fifteen  hundred  years  anterior  to  Aesculapius  and 
almost  5,000  years  ago  lived  an  individual  who  has 
been  described  by  Breasted"1  as  “the  first  outstanding 
individual  in  history.”  Imhotep,  whose  name  means 
“he  who  comes  in  peace,”  lived  at  a time  in  Egyptian 
history  comparable  to  the  Periclean  age  and  the 
Renaissance.  These  periods,  characterized  by  sharp 
intellectual  and  social  ferment  after  a period  of  slow 
development  or  inactivity,  permitted  the  emergence 
of  gifted  individuals. 

Although  he  was  ultimately  deified  as  the  god  of 
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FIGURE  1.  Aesculapius,  Greek  physician  (Roman:  Aes- 
culapius, Greek:  Asklepios).  Typical  representation  as 

elderly  bearded  man,  usually  carrying  staff  with  single  en- 
twined serpent.  Portraits  of  Hippocrates  may  simply  be 
versions  of  bust  of  Aesculapius. 

medicine,  his  contributions  in  other  areas  are  equally 
important  considerations  in  evaluating  the  capabil- 
ities of  the  man,  and,  at  this  distance  in  time,  his  re- 
ality. 

1.  As  chief  architect  under  King  Zoser  of  the  third 
dynasty,  he  designed  and  built  the  Step  Pyramid,  the 
first  of  the  pyramids,  also  the  world’s  first  large  stone 
structure,  and  the  direct  prototype  of  the  Great  Pyra- 
mid of  Cheops.1 2 * * * 6 

2.  This  pyramid  was  surrounded  by  a funerary 

complex  built  of  stone,  and  has  never  been  duplicated 

in  Egypt  or  elsewhere.  Two  hundred  years  before 

Athens  and  Corinth,  he  had  perfected  basic  architec- 

tural forms  such  as  fluted  columns  with  astragal  bases, 

flowered  capitals,  portals,  ornamented  friezes,  and  pil- 

lared halls.  From  this  complex  was  recovered  the 

seated  figure  of  Zoser,  the  earliest  known  life-size  fig- 


ure of  stone.7  He  was  also  reponsible  for  the  construc- 
tion of  other  stone  buildings,  among  these  the  early 
temple  of  Edfu. 

3.  He  was  a sage,  scribe,  and  philosopher,  the  au- 
thor of  a book  of  maxims  that  has  now  perished,  hut 
was  quoted  by  his  descendants  for  at  least  15  centu- 
ries.5 

4.  As  grand  vizier,  equivalent  to  prime  minister,  he 
held  the  most  responsible  position  in  the  kingdom 
after  that  of  the  pharaoh. 

5.  He  was  an  astronomer,  referred  to  in  the  Her- 
metic literature  and  associated  with  the  god  Thoth. 

6.  Also,  he  was  first  high  priest  of  Heliopolis,  the 
most  important  priesthood  in  Egypt  at  that  time,  as 
well  as  chief  lector  priest  concerned  with  ceremonies 
for  the  dead. 

Some  facts  are  known  about  Imhotep’s  life.  His 
mother  was  Kreduonk,  and  his  father,  Kanifer,  was 
also  an  architect.  He  began  work  for  Zoser  as  a 
young  man.  His  titles  indicate  that  he  was  not  of 
royal  blood  but  was,  rather,  a self-made  man.  The 
king  allowed  him  an  almost  unheard-of  favor  by 
permitting  his  name  to  appear  on  a royal  statue. 
There  is  no  information  as  to  his  longevity  or  his 
death.  Almost  certainly,  he  is  buried  in  a tomb  close 
to  that  of  his  king,  Zoser,  at  Sakarra,  this  being  the 
custom  of  the  time.8 

In  1957,  Prof.  W.  B.  Emery  was  excavating  the 
archaic  first  and  third  dynasty  cemeteries  in  North 
Sakarra  dating  from  about  2800  B.C.  Test  pits  dis- 
closed ibis  mummies.  These  birds  are  sacred  to  the 
god  Thoth,  who  is  also  associated  with  Imhotep  in  the 
Egyptian  pantheon.  In  1964  Emery  found  that  in 
Ptolemaic  times,  200  B.C.,  the  ground  had  been 
flattened  to  form  a wide  platform  for  a large  temple. 
Thirty-five  feet  beneath  it  was  a fantastic  catacomb 
with  over  1 million  ibis  mummies.  One  of  Imhotep’s 
titles  was  “first  chief  one  of  the  ibis.”  Also  found 
were  relics  of  prayers,  dreams,  priestly  interpreta- 
tions, and  votive  models  of  parts  of  the  body  that  had 
been  cured.  Emery  felt  that  this  composite  repre- 
sented the  remains  of  a monumental  shrine  which 
had  been  built  and  rebuilt  by  the  Egyptians  of  the 
Ptolemaic  age  to  their  god  Imhotep,  and  to  which 
they  had  brought  their  offerings,  including  the  ibis 
birds.  He  felt  that  this  temple  was  built  over  the 
tomb  of  Imhotep,  which  must  be  in  the  vicinity.9 

Emery  dug  for  seven  years  and  died  during  exca- 
vations in  1971.  At  the  time  of  his  death  he  was 
confident  that  he  was  very  close  to  Imhotep’s 
tomb.10 

In  the  view  of  William  Osier,  M.D.,  Imhotep  was 
“the  first  physician  to  emerge  from  the  mists  of  an- 
tiquity,”11 and  to  Breasted12  he  was  the  earliest 
known  physician  in  history  and,  as  such,  he  was 
medical  adviser  to  the  pharaoh.  The  Edwin  Smith 
Surgical  Papyrus,  the  earliest  known  scientific 
treatise,  has  been  dated  paleographically  to  the  same 
period,  and  Breasted  speculates  on  whether  or  not 
Imhotep  may  have  been  its  author.  The  books  he  is 
known  to  have  written  have  been  lost. 
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Following  his  death,  Imhotep  was  venerated  as  a 
hero,  and  about  the  time  of  the  New  Kingdom,  circa 
1580  B.C.,  was  elevated  to  the  status  of  demigod.  In 
this  role  he  has  been  represented  in  numerous  bronze 
statuettes,  appearing  as  a young  man,  usually  seated, 
wearing  a cap  and  reading  intently  from  the  equiva- 
lent of  a book,  a roll  of  papyrus,  (Fig.  2).  Fie  was  el- 
evated to  full  divinity  about  the  time  of  the  Persian 
period,  525  B.C.,  now  being  portrayed  as  carrying  the 
uas  scepter  and  the  ankh  sign.  On  the  monuments, 
he  is  now  referred  to  as  “son  of  Ptah,”  the  patron  god 
of  Memphis,  and  his  cohort  Sekmet,  replacing  their 
son  Nefertum.  At  a later  time  he  rose  to  become  the 
v dominant  god  of  Memphis.  During  the  Ptolemaic 
period  he  was  referred  to  by  the  Greeks  as  Imouthes 
and  identified  fully  with  their  Asklepios,  later  the 
Aesculapius  of  the  Romans. 

There  is  now  evidence  that  this  deification  began 
at  a considerably  earlier  period.  In  a papyrus  written 
in  2 A.D.  there  is  a statement  that  Mycerinus,  fourth 
dynasty  pharaoh,  established  temples  and  monu- 
ments for  Imhotep,  son  of  Ptah.6  If  the  papyrus  is 
to  be  trusted,  then  Imhotep  was  deified  as  early  as 
100  years  after  his  death.  Numerous  sanitoria  or 
“houses  of  life"  sprang  up,  which  were  resorted  to  by 
sick  and  afflicted  patients,  coming  from  great  dis- 
tances. Of  these,  the  largest  was  at  Memphis,  the 
metropolis  in  which  Imhotep  was  especially  vener- 
ated, and  which  was  very  close  to  Naucratis,  city  of 
the  Greeks.  Several  of  the  sanitoria  are  still  in  ex- 
istence, the  most  important  being  on  the  Island  of 
Philae  and  at  Deir  el-Bahri. 

Past  is  prologue 

Granted  the  temporal  precedence  of  Egyptian 
medical  knowledge,  was  there,  in  fact,  any  direct  in- 
fluence on  developing  Greek  medical  practice? 
Considerably  earlier  than  the  New  Kingdom,  a 
steady  stream  of  Greek  visitors  descended  on 
Egypt.13  It  may  be  recalled  that  after  the  fall  of 
Troy,  Menelaus  and  Helen  visited  Egypt  and  brought 
back  gifts  and  medicines.14  About  600  B.C.  the 
Greeks  were  given  their  own  entrepot  city,  Naucratis, 
on  a Nilotic  branch  in  the  delta,  and  were  the  only 
ones  accorded  this  privilege.15 

Many  of  * he  most  important  pre-Socratic  and 
Socratic  Greek  scientists  and  philosophers  studied 
in  Egypt.16  'They  represented  all  schools.  Thales 
of  Miletus  is  the  earliest  known,  circa  575  B.C.,  and 
came  away  with  the  principles  of  geometry.17  Solon 
of  Athens  and  Pythagoras  of  Croton  preceded.  Hip- 
pocrates. It  was  from  Pythagoras  that  Hippocrates 
derived  his  concept  of  “critical  days.”  Democritus 
of  Abdera  spent  five  years  in  Egypt  and,  according 
to  Strabo,16  Plato,  and  the  astronomer  Eudoxis, 
spent  up  to  13  years  in  Egypt,  establishing  a school 
there. 

Herodotus,  the  historian,  visited  Egypt  about  450 


FIGURE  2.  Imhotep,  Egyptian  physician.  Typical  repre- 
sentation as  young  man,  wearing  cap,  seated,  and  reading 
from  papyrus  roll.  (Courtesy  of  The  Metropolitan  Museum 
of  Art,  Rogers  Fund,  1910.) 
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B.C.,  and  described  a highly  advanced  state  of  med- 
ical specialization.  He  also  stated  that  almost  all  the 
names  of  the  gods  and  their  cults  came  into  Greece 
from  Egypt.19 

Almost  nothing  is  known  about  the  life  of  Hip- 
pocrates, except  that  he  was  born  in  Cos,  died  in 
Larissa,  and  traveled  widely.  Some  writers  feel  that 
he  visited  Egypt,  as  did  his  contemporaries,  Demo- 
critus and  Plato.20  Many  of  his  case  reports  are  from 
Abdera  where  he  spent  considerable  time  with  his 
lifelong  friend,  Democritus,  who,  besides  atoms, 
wrote  on  anatomy,  epidemics,  prognostics,  and 
diet. 

Incubation  sleep 

The  therapeutic  ritual  associated  with  incubation 
sleep  provides  a very  good  index  of  continuity  in 
practice.  In  Egypt,  dreams  were  regarded  with  re- 
ligious reverence.  The  power  to  dream  and  cause 
others  to  dream  w'as  encouraged,  and  sleeping  in 
temples  to  obtain  a remedy  during  sleep  (incubation) 
was  common.  In  the  vision,  the  god  appeared,  ad- 
dressed the  suppliant  by  name,  cured  him,  or  told 
him  to  find  his  cure  in  a sealed  naos  or  box  in  the 
morning,  which  he  would  copy  and  replace.  The 
instructions  were  in  direct  language  and  required  no 
official  interpreters  during  the  pharaonic  period.4 

Incubation  sleep  was  carried  out  in  the  temple  of 
Ptah  at  Memphis  from  the  earliest  times.  In  this 
capacity  he  was  known  as  Ptah-Sotmu,  meaning  Ptah 
“who  hears.”  It  was  at  Memphis,  the  largest  city  of 
the  ancient  world  at  that  time,  that  Imhotep  became 
ascendant,  a short  distance  from  the  Greek  city  of 
Naucratis.  As  far  south  as  Nubia,  incubation  sleep 
had  been  practiced  over  the  centuries,  and  also  in  the 
temple  of  Thoth.  who  was  related  to  Imhotep,  par- 
ticularly from  the  eighteenth  dynasty  onward. 

The  incubation  ceremonies  were  usually  followed 
by  gifts,  particularly  votive,  of  the  parts  of  the  body 
cured. 

These  ceremonies  were  transferred  “en  bloc”  to  the 
aesculapia  in  Greece  where  they  spread  rapidly  after 
the  deification  of  Aesculapius  by  union  with  Apollo 
in  the  fifth  century  B.C.  Similar  votive  offerings  are 
to  be  found  in  the  Greek  temples. 

In  the  third  century  B.C.,  Ptolemy  I had  estab- 
lished in  Egypt  a new  god.  Serapis,  to  satisfy  both  his 
Greek  and  Egyptian  subjects.  Serapis  was  a strong 
healing  deity.  The  old  Egyptian  ritual  was  super- 
seded by  compulsory  priestly  interpretation  of 
dreams,  a practice  that  led  to  many  abuses.  This  cult 
ultimately  spread  to  mainland  Greece  as  a strong 
rival  to  Aesculapius. 

There  are  many  other  examples  of  filiation  be- 
tween ancient  Egyptian  and  pre-Alexandrian  Greek 
medicine.  These  include  certain  unusual  marker 
medications  such  as  woman's  urine,  quills,  and  fried 
mice;  the  use  by  the  Greeks  of  numerous  Egyptian 
names  of  drugs,  illnesses,  and  anatomy;  the  ident  ical 
ways  of  handling  clavicular  fractures  and  jaw  dislo- 


cation in  the  Edwin  Smith  papyrus  and  the  Hippo- 
cratic texts;  and  the  similarity  of  unusual  diagnostic 
tests.13 

Parallel  lives 

Plutarch,  who  also  visited  Egypt,  narrated  in  a 
series  of  books  the  accounts  of  one  Greek  and  one 
Roman,  followed  by  a comparison  of  each  pair,  the 
so-called  Parallel  Lives.  So  may  Aesculapius  and 
Imhotep  be  regarded.  They  both  came  from  humble 
beginnings,  practiced  as  physicians,  and  after  their 
deaths  became  demigods  and  ultimately  fully  deified, 
one  the  son  of  Apollo  and  the  other  of  Ptah.  Both 
were  responsible  for  the  establishment  of  ongoing 
medical  facilities  in  which  patients  were  treated,  in 
a remarkably  similar  manner,  and  knowledge  accu- 
mulated. 

Aesculapius  has  been  chosen  as  the  tutelary  deity 
of  medicine,  not  because  of  any  particular  accom- 
plishment, but  because  he  represented  the  most  re- 
mote point  in  time  from  which  we  could  evolve  an 
ongoing  medical  tradition.  Yet  Homer,  who  intro- 
duces Aesculapius  to  the  world,  can  describe  him  only 
as  a blameless  leech;  conversely,  he  depicts  contem- 
porary Egypt  as  teeming  with  medicines,  the  land 
where  the  physician  is  skillful  beyond  all  men. 
Classical  writers,  such  as  Herodotus  and  Diodorus, 
could  elaborate  in  part,  but  the  door  to  our  pre- 
classical  past  remained  closed  until  the  hieroglyphs 
were  deciphered  in  1822.  By  that  time,  Greek 
mythology  had  become  so  involved  with  our  history 
of  medicine  that  a proper  balance  could  not  be  re- 
stored. 

We  now  know  that  over  one  and  one-half  millenia 
before  Aesculapius  there  lived  a man  of  universal 
talent,  a gifted  administrator,  architect,  engineer, 
wise  man,  philosopher,  astronomer,  and  high  priest, 
inter  alia.  It  was  for  none  of  these  that  he  was  dei- 
fied, but  for  his  role  as  a physician.  He  was  known 
to  have  written  books,  and  is  usually  portrayed 
reading  or  writing  in  one.  His  professional  career 
coincides  so  closely  in  time  with  the  remarkable 
Edwin  Smith  papyrus  that  he  is  considered  its  pos- 
sible author. 

It  has  been  possible  to  trace  the  transfer  of  Egyp- 
tian medical  traditions  to  the  aesculapiad  school  in 
Greece.  The  surprising  cultural  diffusion  was  made 
possible  by  Greek  philosophers  and  scientists  who  Li 
large  numbers  visited  and  studied  in  Egypt,  including 
close  associates  of  Hippocrates  and.  possibly,  Hip- 
pocrates himself. 

Comment 

The  scholastic  bones  may  also  be  fleshed  out,  be- 
cause the  very  buildings  that  Imhotep  built  are  still 
standing  as  are  statue  fragments  with  his  name  on 
them.  Scholars  are  in  active  pursuit  of  his  actual 
tomb,  possibly  even  his  physical  remains. 

Ancient  Egypt,  after  its  second  millenium,  began 
to  show  sclerosis  and  regressed  under  a deathless 
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priestly  embrace.  This  in  no  way  detracts  from  its 
brilliant  beginnings  when  future  western  civilization 
was  barbaric. 

Returning  to  our  Hippocratic  Oath  of  allegiance. 
It  is  inadvisable  to  swear,  particularly  to  pagan  gods; 
but  if  one  must  swear,  why  not  to  Imhotep? 

The  Elizabeth  A.  Horton  Memorial  Hospital 
Middletown,  New  York  10940 
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New disease  of  children 
reported  in  United  States 

American  physicians  who  care  for  children  are  alerted 
to  watch  for  a new  disease  that  has  appeared  in  the  last  few 
years  bearing  the  formidable  medical  name  of  mucocuta- 
neous lymph  node  syndrome  (MENS). 

First  reported  in  Japan,  the  ailment  also  is  known  as 
Kawasaki  disease.  Affecting  primarily  young  children, 
the  disease  causes  fever,  reddening  of  the  mouth,  throat, 
lips,  palms  and  soles,  swelling  and  disfiguration  of  the 
fingertips.  It  usually  is  a benign,  self-limiting  illness,  hut 
the  child  may  be  quite  ill  during  its  course.  The  symptoms 
sometimes  are  mistaken  for  Rocky  Mountain  spotted 
fever. 

Almost  7,000  cases  have  been  reported  in  Japan,  and 
some  40  cases  in  the  United  States.  The  fortieth  case  is 
described  in  the  May  23  Journal  of  the  American  Medical 
Association  It  occurred  in  a 7-year-old  girl  who  had  been 
on  a camping  t rip  to  Southeastern  Arizona. 

The  principal  symptom  of  MENS  is  a high  fever  lasting 
from  one  to  two  weeks.  It  floes  not  respond  to  treatment 
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with  antibiotics.  The  red  rash  begins  to  appear  on  the 
third  to  fifth  days  of  illness,  followed  by  swelling  of  the 
hands  and  feet.  The  report  describes  extensive  tests 
conducted  to  determine  the  cause  of  the  problems,  with  the 
final  diagnosis  of  MLNS.  Findings  were  confirmed  by  the 
Japanese  physician  who  first  described  the  illness,  Tom- 
isaku  Kawasaki,  M.D.  The  rash  was  most  suggestive  of 
Rocky  Mountain  spotted  fever,  thus  complicating  the  di- 
agnosis. 

Although  most  patients  recover  satisfactorily,  they  are 
quite  ill  for  periods  up  to  several  months,  and  a small  per- 
centage develop  heart  problems.  Age  range  is  three 
months  to  12  years,  with  a peak  at  age  3 years.  Two  per- 
cent of  the  small  victims  die,  usually  from  heart  compli- 
cations. 

The  report  is  by  Paul  S.  Bergeson,  M.D.,  and  Sumner  L. 
Schoenike,  M.D.,  of  Good  Samaritan  Hospital,  Phoenix, 
Arizona. 

An  accompanying  JAMA  editorial  points  out  that  the 
disease  reached  epidemic  proportions  in  Japan  within  a few 
years’  time,  and  urges  that  an  investigation  of  the  problem 
of  MENS  “should  be  pursued  vigorously  in  North  Ameri- 
ca.” 
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Franklin  Roosevelt’s 
Illness 
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A recent  book  on  Franklin  Delano  Roosevelt 

is  a collaboration  between  W.  Averell  Harriman  and 
Elie  Abel,  dean  of  Columbia  University’s  School  of 
Journalism.*  After  Harriman  was  appointed  Roo- 
sevelt’s expediter  to  help  England  before  the  United 
States  joined  World  War  II,  he  developed  an  in- 
creasingly intimate  relationship  with  Winston 
Churchill  and,  after  he  became  ambassador  to  Rus- 
sia, with  Joseph  Stalin,  too. 

Harriman  played  a significant  role  at  the  private 
meetings  of  the  allied  leaders  as  well  as  at  the  inter- 
national conferences  with  Stalin  and  their  aides. 
Harriman's  notes  and  memories  provide  the  reader 
with  an  absorbing  account  of  tbe  strategy  of  the 
World  War  II,  diplomatic  fencing,  and  the  contend- 
ing passions  of  Churchill  and  Stalin,  as  well  as  inti- 
mate portraits  of  the  allied  leaders  who  conducted 
the  war  against  Germany  and  Japan. 

Health  factor 

Physicians  are  also  apt  to  be  interested  in  a fresh 
evaluation  of  Roosevelt’s  illness,  especially  since 
other  recent  memoirs  (reviewed  here)  have  revealed 
that  he  was  indeed  gravely  ill  during  the  last  year  of 
his  life.  Because  of  the  responsibility  to  the  nation 
that  a President  of  the  United  States  carries,  and  to 
the  world  in  war-time,  it  seems  highly  questionable 
to  permit  a seriously  ill  patient  the  privilege  of  the 
presidency;  indeed,  should  he  be  permitted  to  select 
a physician  to  take  exclusive  care  of  him  as  a patient 
without  congressional  authority  to  appoint  other 
physicians  to  make  an  independent  judgment  of  his 
physical  and  mental  fitness,  in  the  event  he  develops 
an  incapacitating  disease?  Admiral  Ross  McIntyre, 
M.I).,  a nose  and  throat  specialist,  was  Roosevelt’s 
personal  physician.  Although  a very  able  cardiac 
specialist  was  appointed  to  see  Roosevelt  almost  daily 
during  the  last  13  months  of  his  life,  all  the  reports 

Harriman  W ' and  Abel,  E Special  Envoy  to  Churchill 
and  Stalin,  19-11  19-16,  New  York  City,  Random  House,  1975. 


given  to  the  family,  friends,  and  the  press  were 
handed  out  by  Admiral  McIntyre,  who  did  not  reveal 
to  them  the  gravity  of  the  President’s  disorder. 

Health  role 

A momentous  question  presents  itself:  Even  be- 
fore Roosevelt’s  election,  was  his  health  adequate  to 
endure  four  years  of  the  presidency?  A disturbing 
crucial  question  was  also  posed  during  and  after  the 
Yalta  Conference  when  Roosevelt’s  physical  frailty 
was  universally  recognized.  Did  his  physical  weak- 
ness and  mental  weariness  play  a significant  role  in 
his  failure  to  stop  Stalin  from  taking  over  Poland 
following  the  Yalta  Conference  in  February,  1945? 

Roosevelt  had  only  10  weeks  to  live  after  the  start 
of  this  meeting,  February  4, 1945.  Although  he  made 
many  urgent  personal  appeals  to  Stalin,  after  his 
return  to  New  York  in  March,  to  permit  democratic 
regimes  in  the  countries  of  Eastern  Europe,  Roose- 
velt was  forced  to  accept  repudiation,  insult,  and 
humiliation  up  to  the  day  of  his  death.  The  cold  war, 
the  result  of  Stalin’s  rut  hless  destruction  of  all  free 
elections  in  what  were  to  become  Russia’s  satellite 
nations,  is  a recurrent  threat  today. 

Health  history 

Roosevelt  had  hypertension  from  1937  on.  An 
enlarged  heart  and  circulatory  failure  were  noted  in 
the  spring  of  1944.  Physicians  and  laymen  doubted 
whether  or  not  he  was  physically  and  mentally 
competent  to  conduct  the  affairs  of  the  nation  when 
he  was  elected  to  the  fourth  term.  Was  his  declining 
vigor  and  will  at  Yalta  interpreted  by  Stalin  as 
weakness?  A.  PI.  Bennett1  declared:  “Roosevelt  was 
terminally  ill  when  the  Yalta  agreement  was  drawn 
up.”  Bennett  wrote  that  the  illnesses  of  both 
“Woodrow  Wilson  and  Franklin  Roosevelt  changed 
the  course  of  history.  Wilson’s  poststroke  illness 
incapacitated  him  in  the  last  20  months  of  his  presi- 
dency and  may  have  doomed  the  League  of  Nations 
and  encouraged  the  onset  of  World  War  II.”1 
Howard  G.  Bruenn,  M.D.,  the  heart  specialist  who 
attended  the  President  almost  daily  from  March  17, 
1944,  to  the  day  of  his  death,  April  12, 1945,  revealed 
his  own  doubts  about  the  effect  of  the  President’s 
illness  on  the  outcome  of  the  Yalta  Conference:  “I 
have  often  wondered  what  turn  the  subsequent 
course  of  history  might  have  taken  if  modern  meth- 
ods for  the  control  of  hypertension  had  been  avail- 
able.”2 

When  Harriman  saw  Roosevelt  at  Yalta  on  Feb- 
ruary 4,  1945,  he  wrote:  I was  terribly  shocked  at  the 
change  since  our  talks  in  Washington  after  the  No- 
vember elections  ...  . The  signs  of  deterioration 

seemed  to  me  unmistakable  ...  .At  Yalta,  I be- 
lieve, he  didn’t  have  the  strength  to  be  quite  as 
stubborn  as  he  liked  to  be.  I suppose  that  if  FDR 
had  been  in  better  health,  he  might  have  held  out 
longer  and  got  his  way  on  a number  of  detailed 
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points.  But  I don’t  believe  it  would  have  made  any 
difference,  say,  in  the  Poland  question.”  (Special 
Envoy,  pp.  .‘188,  390)* 

The  revelations  presented  in  this  hook  make  one 
wonder  to  what  extent  secrecy  about  a President’s 
health  is  justified,  especially  when  such  secrecy  may 
endanger  the  national  security.  Admiral  McIntyre, 
the  President’s  personal  physician,  had  not  even  told 
Mrs.  Roosevelt  that  her  husband  had  cardiac  failure 
and  high  blood  pressure  in  1944.  He  informed  the 
press  that  Roosevelt’s  health,  except  for  a little  sinus 
trouble,  was  that  expected  of  a man  in  his  sixties. 
However,  Roosevelt’s  hypertension  was  severe  and 
progressive.  His  heart  continued  to  show  enlarge- 
ment. On  April  20,  1944,  one  year  before  he  died,  his 
blood  pressure  was  230/126,  and  on  May  2,  1944, 
240/130.  On  November  27,  1944,  before  and  after  he 
entered  the  pool  at  Warm  Springs,  Georgia,  it  was 
extraordinarily  high,  250/150.  The  day  of  his  death 
from  cerebral  hemorrhage,  it  rose  above  300/1 90. 2 

On  March  27,  1944,  Dr.  Bruenn’s  recommenda- 
tions included  that  salt  intake  be  restricted;  blood 
pressure  was  then  186/108.  On  March  28,  as  a result 
of  consultations  with  Dr.  McIntyre  and  others,  the 
President's  diet  was  to  be  restricted  to  2,600  calories, 
low  in  fat.  Dr.  Bruenn  suggested  a trial  of  ammo- 
nium chloride  and  mersalyl  (Salyrgan),  but  this  ap- 
proach unfortunately  was  not  acceptable  to  James 
A.  Paullin,  M.D.  On  April  3,  the  diet  was  reduced  to 
1,800  calories;  blood  pressure  was  then  226/1 18.  On 
April  8,  the  diet  was  modified  according  to  original 
recommendations,  including  salt  restriction.  Blood 
pressure  readings  continued  high  much  of  the  time 
from  then  on;  on  April  25  it  was  230/126.  On  May  26, 
x-ray  films  of  the  gallbladder  showed  a group  of 
cholesterol  gallstones,  and  again  a low-fat  diet  was 
instituted.  On  November  18,  1944,  Roosevelt  com- 
plained of  loss  of  appetite,  a disturbing  symptom  that 
recurred  again  and  again  without  adequate  expla- 
nation, but  which  was  accompanied  by  loss  of  weight, 
a haggard  appearance,  and  weakness.  All  restric-' 
tions  were  then  removed  from  his  diet,  but  anorexia 
continued  to  be  a frequent  distressing  complaint. 

In  early  December,  Dr.  Bruenn  told  him  he  would 
feel  better  if  he  would  “start  eating.”  To  this,  FDR 
had  the  stock  response:  “Can’t  eat — can’t  taste 
food.”3  To  increase  appetite,  the  dosage  of  digitalis 
was  cut  to  0.1  Gm.  per  day,  omitting  the  extra  0.1 
formerly  given  twice  a week.  His  blood  pressure  was 
very  high,  260/150.  The  President  continued  to  lose 
weight;  he  then  weighed  165,  having  lost  20  pounds. 
Admiral  McIntyre  said  on  October  12, 1944,  that  he 
wished  the  President  would  put  on  a few  more 
pounds.  In  January,  1945,  Roosevelt’s  hands  shook, 
as  though  he  had  lost  control  of  them;  he  was  ex- 
hausted and  seemed  lighter  when  carried  to  his  chair. 
On  January  27,  a note  was  made  by  Bishop3:  “He  ate 
little,  in  spite  of  McIntyre’s  pleas.”  These  obser- 
vations, taken  from  Bruenn’s2  clinical  notes  and 
Bishop’s3  month-by-month  account  of  FDR  from 


March  to  April,  1945,  reveal  a puzzling  factor  in  his 
illness,  anorexia. 

Yalta 

When  he  arrived  at  Yalta,  February  4,  1945,  Lord 
Moran,  M.D.,  Churchill’s  physician,  said:  “I  give 
him  only  a few  months  to  live.”3 

On  February  8,  at  the  Yalta  Conference,  he  was 
“greatly  fatigued.  His  color  was  very  poor  (gray)” 
and  Bruenn2  noted  he  had  an  “emotionally  disturb- 
ing conference.” 

Roosevelt’s  ill  health,  as  well  as  his  optimism,  im- 
pressed the  British  at  the  time  of  the  Yalta  Confer- 
ence. Field  Marshall  Lord  Alan  Brooke,  chief  of  the 
imperial  general’s  staff  of  Britain,  wrote  that  Roo- 
sevelt continued  to  hope  to  the  very  end  that  Stalin 
would  abide  by  his  promises  for  free  election  in  Po- 
land and  Eastern  Europe.4  At  the  Yalta  meeting  on 
February  4,  1945,  which  included  Molotov,  Harri- 
man,  Stalin,  and  Churchill,  he  quoted  President 
Roosevelt  as  saying,  “Of  one  thing  I am  certain,  Stalin 
is  not  an  imperialist.”4  This  remark  reveals  how 
intensely  Roosevelt  wished  to  believe  that  Stalin 
would  accept  his  (Roosevelt’s)  premises,  that  is,  the 
desirability  of  democratic  governments  in  Eastern 
Europe.  However,  the  tempting  prospect  of  taking 
over  the  countries  of  Eastern  Europe  was  not  only 
offered  to  the  Russians,  according  to  Lord  Brooke, 
by  their  victories  but  “by  the  faith  of  the  now  fast- 
failing American  President  who  had  come  to  Yalta 
determined  to  establish  a world  republic  of  inde- 
pendent liberal  nations,  and  who  believed,  unlike 
Churchill  and  British  ‘colonialists,’  that  Stalin  was 
ready  to  underwrite  such  a world.”4 

On  February  9,  1945,  Lord  Brooke  noted  in  his 
diary  that  he  returned  to  England  but  left  “Churchill 
to  continue  for  two  more  days  his  losing  battle  for 
Europe’s  future  against  the  cynical  chauvinism  of  his 
Russian  partner  and  the  noble  credulity  and  growing 
weariness  of  his  American  one.”4 

False  hopes 

On  March  1,  1945,  Roosevelt  told  the  Congress  he 
was  convinced  that  he  had  worked  out  with  Stalin 
and  Churchill  “the  most  hopeful  agreement  possible 
for  a free,  independent,  and  prosperous  Polish  state.” 
He  spoke  of  the  Yalta  Conference  “as  turning 
point — I hope  in  our  history  and  therefore  in  the 
history  of  the  world.”  ( Special  Envoy,  p.  418)* 
However,  Stalin’s  ruthless  disregard  of  the  solemn 
declarations  of  Yalta,  which  were  to  provide  for  the 
independence  of  the  Eastern  nations,  was  the  cause 
of  a horrible  and  almost  unbearable  tension  in  Roo- 
sevelt, as  he  began  to  see  that  he  was  losing  his 
struggle  to  have  Stalin  live  up  to  these  agreements. 
On  March  23,  1945,  three  weeks  before  he  died,  he 
said  to  Anna  Rosenberg,  “Averell  is  right.  We  can’t 
do  business  with  Stalin.  He  has  broken  every  one  of 
the  promises  he  made  at  Yalta.”  (Special  Envoy , p. 
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444)* 

On  April  1,  Lord  Brooke  had  written:  “The 

President,  now  failing  fast,  was  far  too  ill  to  respond 
to  his  old  friends’  repeated  admonitions  of  the  folly 
of  allowing  the  Russians  to  overrun  more  of  Europe 
than  necessary.”4 

On  April  3,  Roosevelt  was  deeply  wounded  by 
Stalin’s  ugly  reproach  that  the  Americans  and  British 
were  planning  a separate  peace  with  the  Germans. 
Harriman  wrote,  “The  telegram  he  sent  to  Roosevelt 
was  the  most  bitter  and  the  most  insulting,  I had  seen 
...  . The  President  was  deeply  hurt.”  (Special 

Envoy,  p.  438)* 

Roosevelt’s  desperate  hope  that  a spirit  of  fairness 
would  emerge  in  Stalin  was  portrayed  by  Harriman 
and  by  Lord  Brooke,  both  of  whom  reported  that  on 
the  morning  of  the  day  of  his  death,  April  12,  1945, 
he  had  sent  a message  to  Churchill  that  contained  the 
very  “epitome”  of  the  hopes  Roosevelt  had  nursed 
for  a united  world.  “I  would  minimize  the  Soviet 
problem  as  much  as  possible.”3  (Also,  Special 
Envoy,  p.  440).* 

Despite  the  efforts  of  Churchill  and  Roosevelt  to 
have  Stalin  agree  to  permit  the  Polish  leaders  in 
Great  Britain  share  with  the  Russian-picked  regimes 
the  administration  of  Poland,  the  agreement  was 
worded  in  such  general  terms  that  Harriman  himself 
objected  to  it.  Roosevelt  would  not  fight  for  specific 
language,  because  of  the  risk  of  an  open  split  with 
Stalin  and  because  he  was  physically  and  emotionally 
weary,  as  Lord  Brooke  wrote.  (Special  Envoy)* 

With  the  destruction  of  free  elections  in  Czecho- 
slovakia, Rumania,  and  Hungary,  Stalin  and  his  as- 
sociates enslaved  the  peoples  of  Eastern  Europe. 
Harriman,  in  a talk  at  the  League  of  Nations  Con- 
ference in  San  Francisco  April  25,  1945,  pointed  out 
that  Stalin  could  not  he  trusted  beyond  what  he 
considered  his  own  interests. 

Could  Roosevelt,  had  he  possessed  the  charisma 
and  health  he  enjoyed  at  his  first  two  inaugurations, 
have  made  a significant  impression  on  Stalin? 
Churchill  wanted  Poland  to  he  “mistress  in  her  own 
house  and  captain  of  her  soul.”  The  main  issue  for 
him  was  no  longer  frontiers  hut  Poland’s  indepen- 
dence. This  was  a question  of  honor  “since  it  was  for 
Poland’s  sake  that  Britain  had  gone  to  war  in  1938 
and  she  would  not  he  content  with  any  solution  that 
did  not  leave  the  Poles  free  and  independent.” 
(Special  Envoy).* 

Worsening  health 

When  Robert  Murphy,  FDR’s  World  War  II  spe- 
cial representative  in  North  Alrica,  visited  Roosevelt 
in  Washington,  March  12,  1945,  he  recalled  that  “he 
was  a mere  shadow  of  the  man  who  had  talked  so 
buoyantly  to  me  the  previous  September.  He  was 
aware  ol  how  badly  he  looked  and  ment  ioned  he  had 


lost  36  pounds.”3  His  weight  loss  at  that  time  can 
only  be  guessed  at  but  it  was  definitely  more  than  20 
pounds.  In  any  event,  Roosevelt  knew  he  had  be- 
come weak  and  very  thin.  The  next  day  Dr.  Bruenn 
again  commented  that  his  appetite  had  been  poor 
and  that  he  had  lost  more  weight;  he  had  complained 
of  not  being  able  to  taste  his  food.  There  was  no 
nausea.  Because  of  the  anorexia,  digitalis  was 
omitted  for  several  days.  He  was  still  troubled  with 
his  lack  of  appetite.3  On  March  23,  Roosevelt  told 
Cordell  Hull,  his  former  secretary  of  state,  that  his 
nausea  was  due  to  a sinus  condition.  Hull  remarked 
that  Roosevelt  looked  like  death.  From  November 
18,  1944,  the  President  would  frequently  say  that  he 
could  neither  eat  nor  taste  his  food. 

The  cause  of  the  anorexia  did  not  appear  to  be 
congestive  failure,  although  his  heart  was  enlarged 
to  the  axilla  by  percussion.  There  was  no  conclusive 
evidence  that  the  intermittent  chronic  cough  was  the 
result  of  passive  congestion  of  blood  in  the  lungs. 
Cerebral  arteriosclerosis  probably  progressed,  ac- 
companied bv  general  debility,  weakness,  and  tremor 
of  hands.  The  inability  to  eat  was  not  constant,  but 
it  manifestly  played  a role  in  his  loss  of  weight. 
Digitalis  toxicity  was  suspected.  Although  the 
elect  rocardiogram  did  not  show  evidence  of  toxicity 
to  this  drug,  digitalis  is  a very  common  cause  of  an- 
orexia and  cannot  be  excluded  as  a factor  in  Roose- 
velt’s periodic  but  marked  loss  of  appetite.  No  other 
explanation  is  available  if  one  excludes  an  emotional 
cause,  an  inability  to  swallow  such  food  as  the  hu- 
miliation and  arrogance  Stalin  inflicted  on  him.  He 
developed  from  time  to  time  an  aversion  to  looking 
at  his  mail,  which  often  did  include  letters  from 
Churchill  protesting  the  conduct  of  Stalin.  However, 
it  does  not  seem  likely  to  me  that  his  inability  to  eat 
arose  from  an  emotional  protest. 

The  character  of  Roosevelt  does  not  fit  the  hy- 
pothesis of  an  hysterical  displacement.  An  hyster- 
ical personality  is  not  consistent  with  t he  speech  he 
prepared  for  the  United  Nations  Conference,  in- 
cluding especially  his  declaration  of  a strong  and 
active  faith!  On  April  7,  five  days  before  he  died,  he 
wrote:  “The  only  limit  to  our  realization  of  tomor- 
rows will  be  our  doubts  of  today.  Let  us  move  for- 
ward with  strong  and  active  faith.”3 

There  were  times  during  the  last  month  of  his  life 
when  he  had  an  appetite  and  worked  with  increased 
bursts  of  energy,  but  his  physical  decline  and  weak- 
ness were  progressive.  He  was  unable  to  shake 
cocktails  any  more  because  of  the  tremor  of  his 
hands.  An  impairment  of  cerebral  blood  flow  was 
probably  taking  place  with  the  maintained  very  high 
blood  pressure  and  increasing  cerebral  arterioscle- 
rotic disease. 

Low-salt  theory 

Would  a rigid  low-salt  diet  have  reduced  a blood 


2156  New  York  State  Journal  of  Medicine/November  1977 


pressure  as  high  as  250/150,  as  was  found  in  No- 
vember, 1944?  Allen5  reported  in  1922  that  a strict 
low-salt  diet  was  effective  in  reducing  hypertension; 
however,  his  findings  were  not  accepted  in  any 
medical  clinic  at  that  time.  In  1944,  the  year  Dr. 
Hruenn  took  charge  of  the  President,  Kempner6 
published  his  enthusiastic  accounts  of  lowering  the 
blood  pressure  by  use  of  the  low-salt  rice  diet  at  Duke 
University.  In  1946,  Pines  and  Perera,7  although 
acknowledging  that  a low-sodium  diet  tended  to 
lower  the  blood  pressure  in  hypertensive  subjects,  did 
not  recommend  a regimen  of  sodium  restriction  other 
than  in  cases  of  congestive  heart  failure. 

The  discovery  of  chlorothiazide  as  an  effective  oral 
diuretic,  and  as  a drug  that  could  be  safely  given  to 
enhance  the  elimination  of  sodium,  did  not  take  place 
until  1955;  it  was  followed  by  the  demonstration  that 
reduction  of  hypertension  to  relatively  normal  levels 
resulted  from  its  use.* 

In  a 1970  study,  the  treatment  of  males  with  ele- 
vated diastolic  pressures  by  chlorothiazide  and  a 
low-salt  diet  reduced  the  estimated  risk  of  developing 
morbid  complications,  including  cerebral  hemor- 
rhage, over  a five-year  period  from  55  to  18  percent.8 
Naturally,  it  would  have  been  too  much  to  expect 
that  the  physicians  in  charge  of  Roosevelt,  primarily 
Dr.  Bruenn  and  Admiral  McIntyre,  would  adopt  the 
low-salt  rice  diet  as  soon  as  it  was  published.  With 
hindsight,  the  marked  elevation  in  diastolic  blood 
pressure  would  constitute  an  indication  for  rigid  salt 
restriction. 

Crushing  burden 

Another  factor  beyond  the  control  of  his  physicians 
was  the  terrific  burden  he  carried  as  President  during 
World  War  II.  Sherwood9  wrote  that  when  the  re- 
alization of  Roosevelt’s  death  got  through  to  him,  “all 
I could  think  of  was,  it  finally  crushed  him.  He 
couldn’t  stand  up  under  it  any  longer.  The  ‘it’  was 
the  awful  responsibility  that  had  been  piling  up  and 

* The  Albert  Lasker  Special  Award  was  given  in  1975  to  pioneer 
research  workers  in  this  field,  Karl  H.  Beyer.  M.D.,  James  M. 
Sprague,  John  E.  Baer,  and  Frederick  Lovelo.  Chlorothiazide  was 
synthesized  in  1955  by  Novello  and  approved  for  use  in  hyper- 
tensive patients  by  the  Food  and  Drug  Administration  in  1958. 


piling  up  for  so  many  years.  The  fears  and  the  hopes 
of  hundreds  of  millions  of  human  beings  throughout 
the  world  had  been  bearing  down  on  the  mind  of  one 
man,  until  the  pressure  was  more  than  mortal  tissue 
could  withstand,  and  then  he  said,  ‘I  have  a terrific- 
headache,’  and  then  lost  consciousness,  and  died.” 

If  Roosevelt  had  been  in  better  health,  he  still 
might  not  have  been  able  to  stop  Stalin  since  the  Red 
Army  was  already  in  control  of  the  Eastern  front;  this 
was  Harriman’s  judgment.  However,  his  will  to  fight 
was  severely  handicapped,  as  was  evident  to  Lord 
Brooke  as  well. 

The  extent  of  his  weariness  can  only  be  guessed  at 
but,  hoping  against  hope  up  to  the  day  of  his  death, 
he  also  realized  he  had  been  fooled  and  tricked  by 
Stalin.  It  would  not  be  amiss  to  write  to  Stalin  at  his 
Hades  address,  “I  would  not  want  to  answer  to  God 
for  the  part  you  played  in  Roosevelt’s  death.”  Just 
as  surely  as  Stalin  contributed  unbearable  tension 
to  Roosevelt's  psyche,  he  and  those  who  were  to  fol- 
low him  kept  the  fear  of  another  World  War  alive  in 
the  minds  of  those  who  survived  him,  even  unto  the 
present  day. 

72  East  91st  Street 
New  York,  N.Y.  10028 
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Obituaries 


Richard  Harold  Andresen,  M.D.,  of  Cooperstown,  died 
'on  August  24  at  the  age  of  58.  Dr.  Andresen  graduated  in 
1944  from  Northwestern  University  Medical  School.  He 
was  an  obstetrician  and  gynecologist  at  Mary  Imogene 
Bassett  Hospital.  Dr.  Andresen  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
v of  the  American  College  of  Surgeons,  a Fellow  of  the 
American  College  of  Obstet  ricians  and  Gynecologists,  and 
a member  of  the  American  Gynecological  Society,  the  Ot- 
sego County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Pasquale  F.  Barbaro,  M.D.,  of  Kings  Park,  died  on  Au- 
gust 23  at  the  age  of  67.  Dr.  Barbaro  received  his  medical 
degree  from  the  University  of  Naples  in  1936.  He  was  an 
attending  psychiatrist  at  Kings  Park  Psychiatric  Center. 

Joseph  Willard  Belser,  M.D.,  of  East  Greenbush,  died 
on  August  7 at  the  age  of  74.  Dr.  Belser  graduated  in  1 930 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a member  of  the  American  Academy 
of  Family  Physicians,  the  Albany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harris  Blinder,  M.D.,  of  The  Bronx,  died  on  August  22 
at  the  age  of  71.  Dr.  Blinder  graduated  in  1930  from  Co- 
lumbia University  College  of  Physicians  and  Surgeons.  He 
was  director  of  internal  medicine  at  Mount  Eden  General 
Hospital,  a consulting  physician  at  Bronx-Lebanon  Hos- 
pital Center,  an  associate  cardiologist  at  Montefiore  Hos- 
pital and  Medical  Center,  and  an  attending  physician  at 
Morrisania  City  Hospital.  Dr.  Blinder  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine,  a Fellow  of 
the  American  College  of  Cardiology,  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the  New 
York  State  Society  of  Internal  Medicine,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Michael  Joseph  Bruno,  M.D.,  of  Brooklyn,  died  on  Au- 
gust 10  at  the  age  of  69.  Dr.  Bruno  graduated  in  1935  from 
the  University  of  Durham  Medical  School,  Kings  College, 
Newcastle-upon-Tyne.  He  was  an  associate  family  prac- 
titioner at  Wyckoff  Heights  Hospital.  Dr.  Bruno  was  a 
member  of  the  American  Geriatrics  Society,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Janet  Caldwell,  M.I).,  of  New  York  City,  died  on  August 
22  at  the  age  of  77.  Dr.  Caldwell  graduated  in  1921  from 
Baylor  University  College  of  Medicine.  She  was  retired. 

Henry  Ashley  Carr,  M.I).,  of  New  York  City,  died  on 
April  1 1 at  the  age  of  66.  Dr.  Carr  graduated  in  1935  from 
Cornell  University  Medical  College.  He  was  an  associate 


physician  at  The  New  York  Hospital.  Dr.  Carr  was  a 
Diplomate  of  the  American  Board  of  Internal  Medicine, 
a Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Arthur  E.  Corwith,  M.D.,  of  Bridgehampton,  died  on 
August  22  at  the  age  of  74.  Dr.  Corwith  graduated  in  1927 
from  Cornell  University  Medical  College.  He  was  an  at- 
tending surgeon  at  Southampton  Hospital.  Dr.  Corwith 
was  a member  of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Leray  Barrett  Davis,  M.D.,  of  Westhampton  Beach,  died 
on  August  21  at  the  age  of  75.  Dr.  Davis  graduated  in  1928 
from  t he  University  of  Buffalo  School  of  Medicine.  He  was 
an  attending  physician  at  Central  Suffolk  Hospital  Asso- 
ciation and  a consulting  physician  at  Southampton  Hos- 
pital. Dr.  Davis  was  a Fellow  of  the  American  College  of 
Cardiology  and  a member  of  the  Suffolk  County  Medical 
Society  (and  a past  president),  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Albert  Harris  Douglas,  M.D.,  of  Jamaica,  died  on  August 
3 at  the  age  of  72.  Dr.  Douglas  graduated  in  1929  from 
Cornell  University  Medical  College.  He  was  an  attending 
physician  in  internal  medicine  at  Long  Island  Jewish 
Hospital  Medical  Center  and  an  attending  cardiologist 
there  and  at  Jewish  Hospital  and  Medical  Center  of 
Brooklyn,  a consulting  physician  in  internal  medicine  at 
Queens  Hospital  Center,  and  a consulting  cardiologist  at 
Peninsula  Hospital  Center.  Dr.  Douglas  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine  (Cardiovas- 
cular Diseases),  a Fellow  of  the  American  College  of  Phy- 
sicians, a Fellow  of  the  American  College  of  Chest  Physi- 
cians, and  a member  of  the  Pan  American  Medical  Asso- 
ciation, the  New  York  State  Society  of  Internal  Medicine, 
the  Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Franz  L.  Ebstein,  M.D.,  of  Forest  Hills,  died  on  August 
18  at  the  age  of  68.  Dr.  Ebstein  received  his  medical  degree 
from  the  University  of  Prague  in  1935.  He  was  an  assistant 
cardiologist  at  Queens  Hospital  Center  and  a member  of 
the  internal  medicine  staff  at  Parkway  and  Boulevard 
Hospitals.  Dr.  Ebstein  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Maximilan  Fabrykant,  M.D.,  of  New  York  City,  died  on 
August  19  at  the  age  of  78.  Dr.  Fabrykant  received  his 
medical  degree  from  Charles  University,  Prague.  He  was 
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an  associate  physician  in  medicine  at  Bellevue  Hospital  and 
a consulting  endocrinologist  and  metabolist  at  New  York 
Infirmary  as  well  as  a senior  attending  physician  in  medi- 
cine there.  Dr.  Fabry kant  was  a Fellow  of  the  American 
College  of  ( last roenterology  and  a member  of  the  American 
Geriatrics  Society,  the  Clinical  Society,  New  York  Diabetes 
Association,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Joseph  I).  Ferrara,  M.D.,  of  New  York  City,  died  on 
August  4 at  the  age  of  76.  Dr.  Ferrara  graduated  in  1926 
from  Long  Island  College  Hospital.  He  was  a senior  as- 
sociate surgeon  at  St.  Clare’s  Hospital  and  Health  Center. 
Dr.  Ferrara  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  Mart  in  Friedman,  M.D.,  of  Ctica,  died  on  August 
24  at  the  age  of  69.  Dr.  Friedman  graduated  in  19.%  from 
the  School  of  Medicine  of  the  Royal  Colleges  of  Edinburgh. 
He  was  an  attending  surgeon  at  St.  Luke’s-Memorial 
Hospital  Center  (New  Hartford).  Dr.  Friedman  was  a 
member  of  the  Utica  Academy  of  Medicine,  the  Oneida 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Paul  Arthur  Goetzel,  M.D.,  of  Hallandale,  Florida,  for- 
merly of  Forest  Hills,  died  on  July  31  at  the  age  of  77.  Dr. 
Goetzel  received  his  medical  degree  from  the  University 
of  Berlin  in  1924.  Before  his  retirement  he  had  been  an 
assistant  physician  at  Queens  Hospital  Center  and  a gen- 
eral practitioner  on  the  medical  staff  at  Parkway  and 
Hillcrest  Hospitals.  Dr.  Goetzel  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Murray  Gratz,  M.D.,  of  Port  Washington,  died 
on  August  24  at  the  age  of  78.  Dr.  Gratz  graduated  in  1923 
from  the  University  of  Toronto  Faculty  of  Medicine.  He 
was  a Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  American  Academy  of  Orthopaedic  Sur- 1 
geons. 

Peter  H.  Griesbach,  M.D.,  of  Rochester,  died  on  August 
10  at  the  age  of  53.  Dr.  Griesbach  graduated  in  1952  from 
Chicago  Medical  School.  He  was  a clinical  assistant  pe- 
diatrician at  Strong  Memorial  Hospital.  Dr.  Griesbach 
was  a Diplomate  of  the  American  Board  of  Pediatrics  and 
a member  of  the  American  Academy  of  Pediatrics,  the 
Monroe  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Emeline  Place  Hayward,  M.D.,  of  Kingston,  died  on 
August  17  at  the  age  of  76.  Dr.  Hayward  graduated  in  1931 
from  State  University  of  Iowa  College  of  Medicine.  She 
was  an  honorary  member  of  the  medical  staff  at  Benedic- 
tine and  The  Kingston  Hospitals.  Dr.  Hayward  was  a 
Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the  American 
Psychoanalytic  Association,  the  American  Psychiatric 
Association,  the  Kingston  Academy  of  Medicine,  the  Ulster 


County  Medical  Society,  the  Medical  Society  of  ( he  State 
ol  New  York,  and  the  American  Medical  Association. 

Julius  Hillinger,  M.D.,  of  New  York  City,  died  on  May 
22  at  the  age  of  67.  Dr.  Hillinger  received  his  medical  de 
gree  from  the  University  of  Nancy  in  1935.  He  was  an 
attending  psychiatrist  at  Meyer- Manhattan  Psychiatric 
Center.  Dr.  Hillinger  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Psychiatric  Association,  the  New 
\ ork  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Russell  Hills  Her,  M.D.,  of  H untington,  died  on  Sep- 
tember 3,  1977  at  the  age  of  79.  Dr.  Her  graduated  in  1924 
from  Cornell  University  Medical  College.  He  was  a con- 
sulting pediatrician  at  the  House  of  St.  Giles  the  Cripple 
and  an  emeritus  pediatrician  at  Carson  C.  Peck  Memorial 
Hospital.  Dr.  Her  was  a member  of  the  American  Academy 
of  Pediat  rics,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Elsa  Kurfurst  Kent,  M.D.,  of  Rego  Park,  died  on  May  7 
at  the  age  of  65.  Dr.  Kent  received  her  medical  degree 
from  the  University  of  Vienna  in  1935.  She  was  a Fellow 
of  the  American  College  of  Chest  Physicians  and  a member 
of  the  American  Psychiatric  Association,  the  Cattaraugus 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Julius  Kreitman,  M.D.,  of  Miami  Beach,  formerly  of 
Brooklyn,  died  on  July  22  at  the  age  of  73.  Dr.  Kreitman 
graduated  in  1927  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a consulting  orthopedic  surgeon 
at  Unity  Hospital  and  an  honorary  orthopedic  surgeon  at 
Lefferts  General  Hospital.  Dr.  Kreitman  was  a Diplomate 
of  the  American  Board  of  Orthopedic  Surgery,  a Fellow  of 
the  International  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  George  Krystaf,  M.D.,  of  Buffalo,  died  on  June 
22  at  the  age  of  74.  Dr.  Krystaf  graduated  in  1927  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  a senior 
otolaryngologist  at  Buffalo  General  Hospital  and  a con- 
sulting otolaryngologist  at  Children’s  Hospital.  Dr. 
Krystaf  was  a Diplomate  of  the  American  Board  of  Oto- 
laryngology and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edith  Maas  Lincoln,  M.D.,  of  North  Salem,  died  on  Au- 
gust 28  at  the  age  of  86.  Dr.  Lincoln  graduated  in  1916 
from  Johns  Hopkins  University  School  of  Medicine.  She 
was  a consulting  pediatrician  at  Bellevue  and  Roosevelt 
Hospitals.  Dr.  Lincoln  was  a Diplomate  of  the  American 
Board  of  Pediatrics,  a Fellow  of  the  American  College  of 
Chest  Physicians,  and  a member  of  the  American  Pediatric 
Society,  the  American  Academy  of  Pediatrics,  the  Ameri- 
can Thoracic  Society,  the  New  York  Academy  of  Medicine, 
the  New  York  Society  for  Thoracic  Surgery,  the  New  York 
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County  Medical  Society.  The  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Charles  Lovejoy  Lumb,  M.D.,  of  New  York  City,  died  on 
September  2 at  the  age  of  78.  Dr.  Lumb  graduated  in  1925 
from  Harvard  University  Medical  School.  He  was  an  as- 
sistant physician  at  Mower  and  Fifth  Avenue  Hospitals  and 
an  attending  physician  at  Doctors  Hospital.  Dr.  Lumb  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Simon  Malowist,  M.D.,  of  New  York  City,  died  on  August 
16  at  the  age  of  80.  Dr.  Malowist  received  his  medical 
degree  from  the  University  of  Warsaw  in  1923.  He  was  an 
assistant  attending  otolaryngologist  at  Beth  Israel  Medical 
Center,  and  an  assistant  otolaryngologist  at  Flower  and 
Fifth  Avenue  and  Metropolitan  Hospitals.  Dr.  Malowist 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Chester  Mead,  M.D.,  of  Hamburg,  died  on  August 
8.  Dr.  Mead  graduated  in  1930  from  the  University  of 
Buffalo  School  of  Medicine. 

Pompeo  Scipio  Milici,  M.D.,  of  Smithtown,  died  on  Au- 
gust 4 at  the  age  of  74.  Dr.  Milici  graduated  in  1929  from 
Cornell  University  Medical  College.  Retired,  he  was  a 
member  of  the  American  Psychiatric  Association. 

Majid  Mogtader,  M.D.,  of  Freeport,  died  on  August  22 
at  the  age  of  74.  Dr.  Mogtader  received  his  medical  degree 
from  the  University  of  Paris  in  1939.  He  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American  Psychiatric 
Association,  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Anna  Marie  Otto,  M.D.,  of  Niagara  Falls,  died  on  August 
11  at  the  age  of  91.  Dr.  Otto  graduated  in  1916  from 
Pennsylvania  Medical  College.  She  was  a member  of  the 
Niagara  Falls  Academy  of  Medicine. 

Frederick  H.  Petters,  M.D.,  of  Cocoa  Beach,  Florida, 
formerly  of  Buffalo,  died  on  April  12  at  the  age  of  85.  Dr. 
Petters  graduated  in  1914  from  the  University  of  Buffalo 
School  of  Medicine.  Retired,  he  was  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Leonard  Rosett,  M.D.,  of  New  York  City,  died  on  August 
3 at  the  age  of  79.  Dr.  Rosett  graduated  in  1922  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer 
ican  Medical  Association. 

(lusty  Runes,  M.D.,  of  New  York  City,  died  on  August  1 4 
at  the  age  of  77.  Dr  Runes  received  his  medical  degree 
from  the  University  of  Vienna  in  1925.  He  was  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Sidney  Pincus  Schwartz,  M.D.,  of  New  York  City,  died 
on  July  20  at  the  age  of  81 . Dr.  Schwartz  graduated  in  1922 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  cardiologist  at  Nyack 
Hospital,  a consulting  physician  in  medicine  at  Good  Sa- 
maritan Hospital  (Suffern),  a consulting  cardiologist  at 
Montefiore  Hospital  and  Medical  Center,  and  a consulting 
physician  in  internal  medicine  at  Huntington  Hospital. 
Dr.  Schwartz  was  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Aaron  A.  Schlachter,  M.D.,  of  New  York  City,  died  on 
August  10  at  the  age  of  71.  Dr.  Schlachter  received  his 
medical  degree  from  the  University  of  Amsterdam  in  1932. 
He  was  a Fellow  of  the  American  College  of  Surgeons  and 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Charles  Emerson  Slater,  M.D.,  of  Fort  Plain,  died  on 
May  5 in  his  90th  year.  Dr.  Slater  graduated  in  1909  from 
Albany  Medical  College.  He  was  a member  of  the  Mont- 
gomery County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Morely  Lyford  Smith,  M.D.,  of  Muttontown,  died  on 
August  25  at  the  age  of  79.  Dr.  Smith  graduated  in  1923 
from  Queens  University  Faculty  of  Medicine.  He  was  a 
consulting  physician  at  Meadowbrook  Hospital  and  an 
honorary  member  of  the  medical  staff  at  Nassau  Hospital. 
Dr.  Smith  was  a member  of  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Morely  Thomas  Smith,  M.D.,  of  New  Rochelle,  died  on 
August  29  at  the  age  of  87.  Dr.  Smith  graduated  in  1913  i 
from  Queens  University  Faculty  of  Medicine.  He  was  a 
member  (and  past  president)  of  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Ethel  Deborah  Stoliar,  M.D.,  of  Tucson,  Arizona,  for- 
merly of  The  Bronx,  died  on  April  15,  1976,  at  the  age  of  86. 
Dr.  Stoliar  received  her  medical  degree  from  the  University 
of  Kiev  in  1915.  She  had  been  a clinical  assistant  pedia-  I 
trician  (off  service)  at  Bronx-Lebanon  Hospital  Center. 
Dr.  Stoliar  was  a member  of  the  American  Medical  Worn-  | 
en's  Association,  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer-  I 
ican  Medical  Association. 

Joseph  Francis  Tomaselli,  M.D.,  of  Rochester,  died  on 
August  1 at  the  age  of  64.  Dr.  Tomaselli  graduated  in  1944 
from  McGill  University  Faculty  of  Medicine.  He  was  chief 
and  an  attending  plastic  surgeon  at  Park  Avenue  Hospital,  ! 
an  attending  plastic  surgeon  at  Highland  Hospital  of 
Rochester,  and  a consulting  plastic  surgeon  at  Newark- 
Wayne  Community  Hospital,  Inc.  Dr.  Tomaselli  was  a 
Diplomate  of  the  American  Board  of  Plastic  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Society  of  Plastic  and  Reconstructive 
Surgery,  the  American  Society  of  Maxillofacial  Surgeons, 
t he  Rochester  Academy  of  Medicine,  the  Monroe  County  1 
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Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


William  Law  Watson,  M.D.,  of  New  York  City,  died  on 
July  17  at  the  age  of  77.  Dr.  Watson  graduated  in  1925 
from  Cornell  University  Medical  College.  He  was  an 
emeritus  thoracic  surgeon  at  Memorial  Hospital,  a con- 
sulting surgeon  at  Manhattan  Eye,  Ear  and  Throat  Hos- 
pital, and  a consulting  thoracic  surgeon  at  New  York  In- 


firmary. Dr.  Watson  was  a Diplomate  of  the  American 
Hoard  of  Thoracic  Surgery  (Affiliate  of  the  American 
Board  of  Surgery),  a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  l he  American  College  of  Chest  Phy- 
sicians. and  a member  of  the  American  Association  for 
Thoracic  Surgery,  the  American  Radium  Society,  the 
James  Ewing  Society,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New'  York,  and  the  American  Medical  As- 
sociation. 


An  Apology 

Fhe  Journal  apologizes  for  the  erroneous  announcement  of  the  death  of  Edith  Jacobson,  M.D.,  New  York  City, 
in  the  September  issue,  page  1808.  due  to  misinformation  from  a normally  reliable  source.  I)r.  Jacobson  was  the 
recipient  of  the  Heinz  Hartmann  Award  on  September  27.  1977.  her  eightieth  birthday;  this  was  presented  by  the 
New  York  Psychoanalytic  Society  and  Institute. 
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YOUR  MEMBERSHIP  BENEFITS 

Members  of  the  Medical  Society  of  the  State  of  New  York  are  entitled  to  the  many  benefits  outlined 
below.  We  suggest  that  you  retain  this  section  for  future  reference,  bring  it  home  and  share  it  with 
your  family.  Use  the  return  coupon  on  facing  page  to  obtain  detailed  information  on  the  benefits 
that  interest  you. 


PRODUCTS  AND  SERVICES 

FINANCIAL  SERVICES  FROM  A MAJOR  NEW  YORK  BANK 

THE  BEST  BUYS  IN  AUTOMOBILES.  Whether  you  are  purchasing,  leasing  or  renting,  there  are  two  special 
programs  for  car  rentals  at  special  prices. 

CONCERT/THEATRE  CLUB  & CONSUMERS  PURCHASE  PLAN  offers  yearly  memberships  to  MSSNY  members 
at  greatly  reduced  price.  Free  and  discount  tickets  to  concerts  and  Broadway  and  Off-Broadway  shows. 
Also,  discounts  on  major  appliances,  cars,  etc.,  at  retail  outlets  throughout  the  state  available  through  a 
consumer’s  purchase  plan,  at  no  charge. 

PR  INTERS  TO  THE  PROFESSIONS.  Discounts  of  up  to  15%  on  “Product  of  the  Month’’  (published  monthly 
in  the  New  York  State  Journal  of  Medicine) . 

ADVANCED  COMPUTER  BILLING  SERVICES  for  members  only  at  specially  discounted  rate.  Complete  services 
are  state-wide. 

ENCYCLOPEDIA.  Two  of  the  foremost  publishers  of  encyclopedias  are  giving  special  prices  to  members. 

WATERFORD  CRYSTAL,  AYNSLEY  BONE  CHINA  & LLADRO  PORCELAINS  are  imported  directly  from  Ireland 

at  special  low  prices. 

PHYSICIANS’  SPORTS  SERVICE.  Discounts  of  up  to  35%  on  well-known  golf  and  tennis  equipment. 


GROUP  PLAN  INSURANCE  PROTECTION  for  members  and  their  families. 

Designed  to  supplement  county  medical  society  programs  where  identical  programs  exist,  the  following  plans  offer 
more  extensive  coverage  at  much  lower  rates  than  you  could  obtain  on  an  individual  basis. 

a Disability  Income  Program  with  Special  Renewal  Guarantee'. 

Medically  insurable  members  under  the  age  55  may  add  protection  of  up  to  $500  per  week  payable  if  they  become 
totally  disabled  by  accident  or  sickness.  Guaranteed  coverage  of  $150  a week  under  Plan  5-2  to  new  members 
under  45  who  apply  within  60  days  of  joining  the  Society. 

b Disability  Overhead  Program  with  Special  Renewal  Guarantee’. 

Medically  insurable  members  under  age  60  may  add  up  to  $1500  a month  expense  reimbursement  for  continuing 
practice  expenses  in  the  event  of  disability  The  cost  of  this  protection  is  tax-deductible 

C.  Hospital  Indemnity  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  supplementary  hospital  protection  up  to  $80  per  day.  Spouse  and  children  may 
be  included  optionally.  Skilled  nursing  home  benefits  are  available.  Plan  may  be  renewed  for  life  of  insured  person 

....  member,  spouse  or  child. 

d Accidental  Death,  Dismemberment  & Permanent  Total  Disability  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  protection  up  to  $100,000.  Total  amount  is  also  paid  if  the  member  is  permanently 
and  totally  disabled  as  the  result  of  an  accident,  after  12  consecutive  months  of  total  disability. 


Continued 
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■ The  renewal  of  your  policy  is  guaranteed  so  long  as  (a)  you  are  a member  of  MSSNY,  (b)  you  are  under  age  70, 
(c)  you  remain  actively  engaged  in  medicine  and  (d)  the  Society  sponsors  this  Plan  and  does  not  sponsor  or  endorse 
any  other  similar  program. 

Group  Life  Plan  with  Special  Renewal  Guarantee.  Society  members  under  age  65  who  are  medically  insurable 
may  add  up  to  $50,000  term  life  protection.  New  MSSNY  members  under  age  65  are  guaranteed  substantial 
amounts  of  the  protection  without  regard  to  medical  history,  if  they  apply  within  60  days  of  joining  MSSNY. 
Tax-deductible  coverage  is  available  for  a physician’s  employees  or  the  physicians  and  other  employees  in 
a professional  corporation. 

Renewal  guarantee  By  special  agreement  with  MSSNY,  the  Company  cannot  cancel  or  refuse  to  renew  your  group 
life  contract  so  long  as  the  Society  sponsors  this  plan  and  no  competing  life  plan. 

UNDERWRITERS  OF  INSURANCE  PLANS: 

The  Society  Group  Life  Plan  is  underwritten  by  Bankers  Life  Co..  Des  Moines,  Iowa,  a leader  in  the  professional  association 
life  field  The  other  endorsed  plans  are  written  by  the  Commercial  Insurance  Co's  of  New  York  City.  Commercial  Insurance 
has  written  many  of  the  county  and  district  branch  programs  in  New  York  for  many  years. 


PUBLICATIONS 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE.  Published  monthly,  the  Journal  provides  continuing  medical  education  through  original 
scientific  articles,  case  reports;  symposia  and  seminar  meeting  dates  throughout  New  York  State  It  also  lists  physician  placement 
opportunities,  classified  advertising,  and  the  annual  convention  program. 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE.  A biennial  listing  of  over  35.000  physicians  licensed  in  New  York  State  indicating  their 
office  addresses,  specialty  boards  and  colleges  and  official  hospital  staff  appointments:  as  well  as  the  staff  lists  of  hospitals  throughout 

the  state. 


MSSNY  MEMBERSHIP  BENEFITS  QUESTIONNAIRE 


Please  send  me  further  information  on  the  following: 

□ Supplemental  Insurance  Programs: 

( ) Disability  Income  Insurance  ( ) Office  Overhead  Expense  Insurance 

( ) Hospital  Indemnity  Insurance  ( ) Accidental  Death  & Dismemberment  Insurance. 


□ Group  Term  Life  Insurance 

□ Computer  Services  □ 

□ Car  Leasing 

□ Car  Rental 

□ Car  Purchasing 
Physicians'  Sports  Service: 

□ Golf  □ Tennis  q 

□ Concert  Theatre  Club 


Waterford  Crystal 

Pattern Model/No.  . . 

Ouantity  ....  Style 

Aynsley  Bone  China 

Pattern,  Quantity 

Lladro  Porcelains 
Model/No.  . . . 


Encyclopedia: 

□ Brittanica  □ Americana 

□ Book  of  Knowledge 

□ Printer  to  the  Professions 

□ Financial  Services 


Name 

(please  print) 

Address ZIP — 

County  Medical  Society Tel.# — 

(area  code) 


Please  return  questionnaire  to:  Division  of  Insurance  & Membership  Benefits,  c/o  MSSNY,  420  Lakeville 
Rd.,  Lake  Success,  N.Y.  11040.  Phone:  (516)  488-6100,  ext.  371  /2. 
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Abstracts  in  Interlingua 


William,  D.  C.,  Felman,  Y.  M„  Marr,  J.  S.,  e Shookhoff, 

H.  B.:  Micro-organismos  entero-pathogenic  transmitite 
sexualmente  inter  homosexuales,  New  York  State  J. 
Med.  77:  2050  (Novembre)  1977. 

Desde  1972  es  reportate  un  crescente  numero  de  casos 
de  transmision  sexual  de  micro-organismos  entero-path- 
ogenic inter  le  communitate  de  homines  homosexual  sex- 
ualmente active.  Giardiasis,  amebiasis,  shigellosis,  hep- 
v atitis  viral  e hasta  febre  typhoide  pote  esser  transmitite 
sexualmente  mediante  le  ano-lingus  o fellatio.  Le  studios 
actual,  epidemiologic  o del  prevalentia  morbose,  indica  que 
le  incidentia  real  de  iste  morbos  pote  exceder  grandemente 
le  calculos  previe.  Le  symptomas  typic  (de  presentation) 
de  iste  morbos  es  variabile  e le  patientes  infectate  rare  vices 
informa  su  forma  de  exposition  al  morbo.  Le  melior  in- 
formation pro  parte  del  medico  potera  facilitar  le  estab- 
limento  de  un  diagnose  correcte  e facer  le  tractamento  de 
iste  morbos  de  recente  transmision  sexual. 

Quigley,  M.  M.:  Sito  per  le  serologia  in  le  gonorrhea.  New 
York  State  J.  Med.  77:  2053  (Novembre)  1977. 

Un  test  de  2 minutas,  in  porta-orbjectos,  utilisante  un 
antigeno  solubile  preparate  con  le  typo  9 del  Neisseria 
gonorrheae  con  le  aggregate  de  particulas  de  latex,  esseva 
disveloppate  pro  esser  usate  como  technica  selective  di- 
agnostic. Differente  gruppos  de  patientes  seleccionate, 
con  culturas  positive  pro  le  gonorrhea,  inter  0.1  e 80.3  pro 
cento,  esseva  studiate  usante  iste  technica.  Iste  gruppos 
includeva:  feminas  asymptomatic  (de  frequentia  basse); 
population  de  presumite  basse  risco  de  infection  (feminas 
celibate — non  maritate — o casos  pediatric);  homines  e 
feminas  procedente  de  clinicas  pro  morbos  veneree  con 
symptomas  suspectate  de  gonorrhea  o exposition  al  morbo. 
Le  resultatos  obtenite  indica  que  iste  test  es  le  plus  prom- 
isor! pro  le  selection  de  patientes  asymptomatic  inter  le 
population  de  basse  frequentia  al  morbo.  Nonobstante, 
debite  al  periodo  inter  le  principio  del  morbo  e le  resultato 
del  reaction  serologic,  iste  test  non  es  de  importantia  pro 
le  diagnose  del  gonorrhea  acute.  Desde  que  le  reaction 
serologic  persiste  per  un  periodo  non  cognoscite  desde  le 
principio  del  infection,  e como  etiam  non  es  cognoscite  le 
effecto  del  tractamento  supra  le  persistentia  del  titulo  del 
reaction  serologic,  iste  test  non  es  recommendabile  como 
test  de  curation,  e ha  un  applicabilitate  limitate  pro  le  se- 
lection inter  le  populationes  de  elevate  frequentia  morbose, 
o inter  le  patientes  con  gonorrhea  previe. 

Quan,S.  H.Q.:  ( 'arcinoma  epidermoide  del  ano-rectum, 
New  York  State  J.  Med.  77:  2056  (Novembre)  1977. 

Le  records  de  277  patientes  con  carcinoma  epidermoide 
del  anorectum,  hasta  1970,  in  le  Memorial  Sloan-Kettering 
Institute,  es  revistite.  Iste  numero  representa  grossiere- 
mente  minus  que  4 pro  cento  de  omne  canceres  del  colon 
recto-sigmoid,  hasta  18  cm  distal.  Le  diagnose  correcte 
esseva  basate  per  suspicion  seguite  de  un  biopsia  adequate 
pro  le  examination  histologic.  Le  epithelium  multicy- 
tologic  del  ano-rectum  pote  originar  variantes  del  carci- 
noma epidermoide  como  1<-  carcinomas  cloacogenic,  baso- 
loide,  basosquamo.se  o transitional  Ben  que  le  excision 


local  adequate  pro  lesiones  parve  e localisate  peri-anal- 
mente  es  recommendate,  le  tumores  plus  grande,  originate 
proximalmente  al  linea  dentate  e/o  invasive  del  rectum, 
require  le  resection  abdomino  perineal.  Le  disection 
therapeutic  plus  que  le  disection  prophylactic  del  area 
inguinal  es  indicate.  Le  uso  recente  del  approche  preo- 
peratori  multinodal  del  morbo  es  mentionate.  Le  resul- 
tatos del  tractamento  in  3 series  sequential  in  le  mesme 
institution  es  etiam  reportate. 

DeLuccia,  V.  C.,  e Reyes,  E.  C.:  Biopsia  percutanee,  con 
agulia,  del  pleura  parietal;  analyse  de  50  casos,  New  York 
State  J.  Med.  77:  2058  (Novembre)  1977. 

Le  autores  presenta  un  serie  de  50  biopsias  percutanee, 
con  agulia,  del  pleura  parietal.  Iste  biopsias  esseva  facite 
con  le  agulia  de  Cope  in  48  patientes.  Le  diagnose  esseva 
facite  in  82  pro  cento  de  casos.  Habeva  5 complicationes 
e nulle  mortalitate  operatori.  Duo  (2)  patientes  inter  le 
48  non  esseva  seguite  in  le  studio.  Le  diagnose  histologic 
esseva  dividite  in  3 gruppos:  (1)  pleuritis  granulomatose, 
(2)  pleuritis  neoplastic,  e (3)  pleuritis  non  specific  o in- 
flammatori.  Debite  a que  iste  biopsias  es  facile  de  facer, 
ha  un  elevate  valor  diagnostic,  e perque  le  complicationes 
es  multe  parve  le  procedimento  es  recommendate  pro  uso 
rutinari  in  omne  thoracentesis  diagnostic. 

Bertrand,  C.  A.,  Pomper,  I.,  Hillman,  G.,  Duffy,  J.  C., 
Michell,  I.,  e Trout,  K.  W.:  Electrocardiogrammas  in 
tests  sanitari  multiphasic,  New  York  State  J.  Med.  77: 
2063  (Novembre)  1977. 

Desde  1968,  plus  que  130.000  electrocardiogrammas 
(ECG)  ha  essite  facite  al  empleatos  del  International 
Business  Machines  (IBM),  como  parte  de  un  programma 
de  tests  sanitari  multiphasic.  Iste  reporto  include  2 
gruppos  de  ECGs:  (1)  60.000  ECGs  initial,  e (2)  17.000 
ECGs  de  patientes  seguite  per  un  periodo  minimum  de  4.5 
a 5 annos.  Le  resultatos  del  ECGs  esseva  interpretate  per 
computatores  e cardiologist  as.  Actualmente,  le  trovatos 
electrocardiographic  normal  al  computator  es  pasate  al 
cardiologistas  in  le  proportion  del  10  pro  cento  per  su  re- 
vision. Omne  resultatos  limitante  o normal  esseva  studiate 
per  le  cardiologistas.  Le  frequentia  de  anormalitates 
augmentava  con  le  etate.  Inter  le  personas  de  minus  que 
45  annos,  le  87  pro  cento  habeva  ECGs  normal;  in  cambio, 
iste  percentage  esseva  de  72  pro  cento  inter  le  personas  de 
plus  que  60  annos.  Inter  le  individuos  con  90  de  pulso 
habeva  un  incidentia  plus  grande  de  anormalitates  que 
inter  le  personas  con  pulso  normal  o plus  lente.  Plus  que 
1200  personas  moreva  desde  le  principio  del  studio.  Ha- 
beva un  incidentia  major  de  anormalitates  electrocardio- 
graphic inter  le  individuos  que  moreva  de  morbo  cardio- 
vascular. Ben  que  habeva  anormalitates  del  onda  Q,  le 
trovato  plus  frequente  esseva  le  cambios  non  specific  del 
ondas  ST-T.  Ben  qua  inter  le  individuos  con  ECG  normal 
que  esseva  studiate  4.5  a 5 annos  plus  tarde,  un  17  pro  cento 
de  ECGs  normal  o limitante  esseva  trovate.  In  conse- 
quents, de  studios  selective  pote  obtenir  se  un  information 
considerabile,  e le  individuos  con  anormalitates  de  minor 
magnitude  potera  essera  seguite  attentivemente. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Medical  News 


Findings  of  an  18-month  study 

The  Commission  for  the  Control  of  Epilepsy  and  Its 
Consequences  announced  the  findings  of  its  18-month 
study  on  August  29.  Among  its  discoveries  are  two  poi- 
gnant Catch-22’s  affecting  the  more  than  two  million 
Americans  with  epilepsy. 

— Under  present  government  regulations  persons  with 
epilepsy  can  receive  financial  assistance  to  purchase 
medication.  If  the  medication  works  and  they  become 
seizure-free,  they  can  no  longer  receive  assistance  to  con- 
tinue purchasing  the  drug. 

— Persons  with  epilepsy  who  tell  potential  employers  of 
their  disorder  are  frequently  turned  down.  If  they  conceal 
it  and  have  a seizure  on  the  job,  they  can  be  fired  for 
lying. 

On  the  state  level,  the  Commission  found  41  states 
lacked  any  focal  program  concerned  with  epilepsy.  On  the 
Federal  level  the  only  organized  unit  with  the  specific  sole 
concern  of  epilepsy  is  the  Epilepsy  Research  Branch,  a 
medical  investigation  unit  of  the  National  Institute  of 
Neurological  and  Communicative  Disorders  and  Stroke 
(NINCDS). 

The  Commission  presented  a National  Plan  for  Action 
made  up  of  more  than  400  specific  recommendations  which 
pinpoint  the  problems,  the  solutions,  and  the  individuals 
or  organizations,  both  public  and  private,  which  must  ac- 
cept responsibility.  The  report  called  for  Congress  to  take 
quick  action  regarding  the  modest  direct  investment  that 
is  proposed  to  make  existing  service  programs  more  ef- 
fective. These  are  in  the  areas  of  medical  services,  research 
and  prevention,  education  and  employment,  social  ad- 
justment and  mental  health,  public,  patient  and  profes- 
sional knowledge  and  understanding,  and  achievement  of 
equality  and  independence  through  legal  rights. 

Within  the  Comprehensive  Network  a patient  who  has. 
epilepsy  would  have  access  to  a three-tier  system  which 
would  bring  medical  technology  and  therapeutic  skills  to 
him  more  rapidly.  He  would  know  where  to  turn  and  to 
whom  to  turn  for  help  which  would  be  available  to  him 
quickly. 

The  central  Federal  Office  would  have  attached  to  it  a 
National  Information  Center  on  Epilepsy. 

EFA  petitions  FDA 
for  drug  approval 

The  Epilepsy  Foundation  of  America,  the  advocate  or- 
ganization for  two  million  Americans  with  epilepsy,  on 
September  7 petitioned  the  Federal  Drug  Administration 
with  voluminous  foreign  data  to  encourage  fast  approval 
of  sodium  valproate  in  the  treatment  of  seizure  disor- 
ders. 

This  action  brings  the  acceptance  of  sodium  valproate 
as  a federally-approved  drug  for  the  treatment  of  epilepsy 
in  the  United  States  a step  closer  to  becoming  a reality. 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


The  drug  has  been  reported  as  being  helpful  in  treating  a 
wide  spectrum  of  seizures  and  is  of  unusual  benefit  in  the 
control  of  generalized  seizures.  It  is  not  generally  available 
to  Americans  with  epilepsy  at  this  time. 

Dedication  of  Milton  Helpern  Institute 
of  Forensic  Medicine 

Mayor  Abraham  D.  Beame,  in  a ceremony  held  on 
Tuesday,  August  30,  at  10  a.m.,  at  520  First  Avenue  (30th 
Street),  dedicated  the  Institute  of  Forensic  Medicine  of 
New  York  University  and  the  City  of  New  York  in  honor 
of  its  founder,  the  late  Milton  Helpern,  M.D.  Also  par- 
ticipating in  the  dedication  ceremony  were  the  New  York 
City  Health  Commissioner  Pascal  J.  Imperato,  M.D.,  and 
Dean  and  Provost  of  New  York  University’s  School  of 
Medicine  Ivan  L.  Bennett,  Jr.,  M.D. 

“The  City  of  New  York  and  the  New  York  University 
School  of  Medicine  are  paying  tribute  to  Dr.  Helpern,  a 
man  whose  expertise  in  the  field  of  forensic  pathology 
earned  him  world-wide  acclaim,”  the  Mayor  said.  “Dr. 
Helpern  established  the  Institute  of  Forensic  Medicine  of 
New  York  University  and  the  City  of  New  York  in  1968, 
formalizing  the  productive  relationship  between  the  Office 
of  Chief  Medical  Examiner  and  the  Schools  of  Medicine. 
Dentistry,  and  Law  of  New  York  University.  The  building 
that  houses  the  Office  of  the  Chief  Medical  Examiner  and 
the  Institute  of  Forensic  Medicine  was  constructed  and  is 
maintained  by  the  City,  on  land  donated  to  it  by  the  New 
York  University  Medical  Center.” 

The  Mayor  said,  “In  light  of  the  prodigious  achievements 
of  Dr.  Milton  Helpern  in  advancing  the  cause  of  proper 
medicolegal  investigation  of  death  in  New  York  City,  I am 
proud  to  dedicate  the  Milton  Helpern  Institute  of  Forensic 
Medicine,  today,  Tuesday,  August  30,  1977.” 

Dr.  Helpern  served  in  the  Office  of  the  Chief  Medical 
Examiner  of  the  City  of  New  York  from  1931  to  1973.  He 
was  appointed  Chief  Medical  Examiner  in  1954  and  re- 
tained that  position  until  his  retirement  in  1973.  Dr. 
Helpern  died  on  April  22,  1977. 

New  York  City  Health  Commissioner  Dr.  Pascal  J.  Im- 
perato said,  “The  Department  of  Forensic  Medicine  carries 
out  its  activities  in  the  Chief  Medical  Examiner’s  building. 
The  full-time  professional  staff  of  the  Medical  Examiner’s 
Office  are  also  members  of  the  faculty  of  the  Department 
of  Forensic  Medicine,  and  teach  undergraduate,  graduate, 
and  postgraduate  medical  students.  The  Office  and  the 
Department  also  engage  in  research  in  the  many  subdivi- 
sions of  forensic  medicine,  and  in  the  training  of  medical 
examiners  and  forensic  pathologists  from  many  parts  of  the 
United  States  and  from  countries  abroad.” 

The  night  vision  aid 

First  public  demonstration  of  a special  light  amplifica- 
tion device  known  as  the  night  vision  aid  that  was  devel- 
oped by  ITT  and  has  been  used  successfully  to  aid  retinitis 
pigmentosa  victims  afflicted  with  night  blindness. 
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Announcement  of  the  opening  of  new  Retinitis  Pig- 
mentosa Research  Centers  at  New  York  University  Med- 
ical Center,  Johns  Hopkins  University  Medical  Center,  and 
U.C.L.A.  Medical  Center  to  supplement  the  work  being 
done  at  the  Berman-Gund  Laboratory  of  the  Harvard 
Medical  School  at  the  Massachusetts  Eye  and  Ear  Infir- 
mary. 


Announcement — A new  publication 

Private  psychiatric  hospitals  have  increased  in  number, 
and  at  the  same  time  have  had  an  increase  in  annual  pa- 
tient additions  and  inpatients  (residents)  during  the  period 
of  1968-1975,  but  not  at  a uniform  rate,  according  to  a 
publication  recently  released  by  the  National  Institute  of 
Mental  Health  (NIMH)  of  HEW’s  Alcohol,  Drug  Abuse, 


and  Mental  Health  Administration. 

The  publication,  Private  Psychiatric  Hospitals, 
1974-75,  attributes  the  inconsistent  growth  to  the  opening 
of  55  new  for-profit  corporation  hospitals  during  the  period 
of  1968-1972,  a 30  percent  decrease  in  for-profit  hospitals 
operated  by  individuals  or  partnerships,  and  a 24  percent 
decrease  in  nonprofit  hospitals  operated  by  churches. 

The  18th  in  a series  of  mental  health  facility  reports,  the 
44-page  document  examines  characteristics  of  these  hos- 
pitals, caseload  and  utilization,  staffing  patterns,  and  ex- 
penditures. It  also  includes  21  text  tables,  14  detailed 
tables,  a three-page  section  defining  terms  pertinent  to  the 
area  of  study,  and  a listing  of  references. 

Copies  of  the  report,  DHEW  Publication  No.  (ADM) 
77-380,  GPO  Stock  No.  017-024-00596-7,  may  be  obtained 
for  $2.00  each  from  the  Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington,  D.C.  20402. 
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Please  see  complete  product  intormation, 
a summary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate  (Vitamin  B,) . 15  mg 


Riboflavin  (Vitamin  B2) 15  mg 

Pyridoxine  HCI  (Vitamin  B6) 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  (Vitamin  Bi 2) 5 meg 

Folic  acid 0 5 mg 

Ascorbic  acid  (Vitamin  C) 500  mg 


Indications:  Nutritional  supplementation  in 
conditions  in  which  water-soluble  vitamins 
are  required  prophylactically  or  thera- 
peutically 
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Warning:  Not  intended  for  treatment  of 
pernicious  anemia  or  other  primary  or  sec- 
ondary anemias.  Neurologic  involve- 
I ment  may  develop  or  progress, 
despite  temporary  remission  of 
anemia,  in  patients  with  perm- 
cious  anemia  who  receive 
more  than  0 1 mg  of  folic  acid 
per  day  and  who  are  inade- 
■k  quately  treated  with  vita- 
A min  B12. 

Dosage:  1 or  2 tablets 
daily,  as  indicated  by 
clinical  need. 

Available:  In  bottles  of 
100  and  500 
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ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  0711C 


Medical  Meetings 


Surgery:  Practical  update  ’77 

“Surgery:  Practical  Update  ’77”  will  be  presented  on 
November  11  at  Upstate  Medical  Center.  750  East  Adams 
Street,  Syracuse,  New  York.  The  program  is  designed  for 
the  practicing  general  surgeon  and  will  emphasize  the 
management  of  patients  with  some  of  the  more  common 
surgical  problems.  Newer  concepts  relating  to  these 
conditions  will  be  stressed.  The  program  will  include  ward 
rounds,  patient  presentations,  lectures,  and  question  and 
answer  periods. 

Norman  Ackerman.  M.D.,  professor.  Department  of 
Surgery,  Upstate  Medical  Center,  is  the  program  coordi- 
nator. For  more  information  write  to:  Program  Assistant, 
Office  of  Graduate  and  Continuing  Education,  State 
University  of  New'  York  Upstate  Medical  Center,  750  East 
Adams  Street.  Syracuse,  New  York  13210. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


Insights  into  Prostatic  carcinoma 
“detection,  staging,  and  therapy” 

Insights  into  prostatic  carcinoma  “Detection.  Staging, 
and  Therapy”  will  be  presented  on  November  12  at  Nassau 
County  Medical  Center.  Registration  begins  at  8 a.m. 
Speakers  on  the  program  will  be:  Morton  Goldfarb,  M.D., 
director.  Division  of  Urology,  Nassau  County  Medical 
Center:  Gerald  Murphy,  M.D.,  Institute  Director,  Roswell 
Park  Memorial  Institute;  Meyer  Melicow,  M.D.,  Given 
Professor,  emeritus  of  uropathology  of  research,  Columbia 
Presbyterian  Medical  Center;  Edward  S.  Greenwald,  M.D., 
acting  chief,  Department  of  Oncology7,  Montefiore  Hospital 
and  Medical  Center;  Alan  Yagoda,  M.D.,  assistant  at- 
tending, Solid  Tumor  Service,  Sloan-Kettering  Institute; 
and  Leonard  Liegner.  M.D..  professor  of  radiology,  Co- 
lumbia University  College  of  Physicians  and  Surgeons. 

continued  on  page  2168 
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The  network  for  continuing 
medical  education 

k for  Continuing  Medical  Education  will 
present  “Electromyographic  Testing  for  Neuromuscular 
and  Other  Diseases,  David  Campion,  M.D.,  UCLA  Insti- 
tute of  Rehabilitation  and  Chronic  Diseases,  Los  Angeles; 
“Criteria  for  Elective  Plastic  Surgery,”  Edgar  P.  Berry, 
M.D.,  chief,  Plastic  Surgery,  Lenox  Hill  Hospital,  New 
York  City;  and  “Arthritis  in  Childhood,”  Bernhard  H. 
Singsen,  M.D.,  Pediatric  Rheumatology,  Children’s  Hos- 
pital of  Los  Angeles,  November  14  to  November  27. 

American  Medical 
Women’s  Association 

The  62nd  annual  meeting  of  the  American  Medical 
Women’s  Association  will  be  held  November  30  to  De- 
cember 4 at  The  Marriott  Hotel.  Denver,  Colorado.  The 
program  will  consist  of:  “Emergency  Care — Crisis  or 

Control?,”  cosponsored  by  the  University  of  Colorado 
School  of  Medicine  and  approved  for  Category  #1, 
AMA — 10  credit  hours,  and  for  Category  #1,  A.A.F.P.; 
"Basic  Life  Support  Course,”  cardiac  resuscitation,  ap- 
proved for  Category  #1,  AMA,  4 credit  hours  and  certifi- 
cate— American  Heart  Association;  audio  visual  teaching 
equipment;  book  exhibit — Emergency  Care;  and  House  of 
Delegates  meetings. 

For  full  details  including  information  on  hotel  reserva- 
tion and  registration,  write  to:  American  Medical  Wom- 
en’s Association,  1740  Broadway,  New  York,  N.Y.  10019. 

Two-day  seminar 

A two-day  seminar  on  the  State  of  the  Art  of  Measuring 
Quality  in  Ambulatory  Care  will  be  held  December  1-2, 
1977,  in  Cleveland,  Ohio,  sponsored  by  the  Case  Western 
Reserve  University  School  of  Medicine’s  departments  of 
Biometry,  Community  Health,  Continuing  Medical  Edu- 
cation, and  Family  Medicine,  together  with  the  Association 
for  Health  Records  and  the  American  Association  of 
Health  Data  Systems. 

For  information  direct  inquiries  to  William  H.  Kincaid, 
Association  for  Health  Records,  CWRU  School  of  Medi- 
cine, Cleveland,  Ohio  44106,  (216)  368-3737. 

Annual  meeting 

The  Association  for  Research  in  Nervous  and  Mental 
Disease,  Inc.,  will  hold  it  s annual  meeting  on  December  2 
and  3,  1977,  at  the  Hotel  Biltmore,  New  York  City.  This 
year’s  meeting  will  be  devoted  to  Congenital  and  Acquired 
Cognitive  Disorders. 

Further  information  can  be  obtained  from:  Secretary- 
Treasurer  of  t he  ARNMD,  Roger  Duvoisin,  M.D.,  Associ- 
ation for  Research  in  Nervous  and  Mental  Disease,  Inc., 
Annenberg  Building,  Suite  14-02,  100th  Street  at  Fifth 
Avenue,  New  York,  N.Y.  10029,  telephone  (21 2)  348- 
8133. 

AMA  sets  conference 
on  skin  care  for  oldsters 

Skin  problems  of  older  Americans  will  be  aired  at  a 
symposium  on  “Aging  Skin  and  Its  Care”  in  Miami  Beach 
January  19  21,  1978  (Deauville  Hotel). 

The  conference  will  be  presented  by  The  Duhring  Lab- 


oratories, Department  of  Dermatology,  University  of 
Pennsylvania,  and  the  Division  of  Scientific  Activities  of 
the  American  Medical  Association. 

Topics  include  anatomy  and  physiology  of  aging  skin; 
the  commonest  skin  lesions  of  the  aged;  methods  of 
studying  aging  changes;  amelioration  of  senescent  im- 
pairments by  cosmetic  art;  the  psychology  of  cosmetics; 
prophylactic  and  therapeutic  procedures,  such  as  surgery 
and  treatment  by  chemicals  or  low-temperature  cold;  dry 
skin  and  its  treatment;  prevention  of  skin  damage  and  skin 
cancer  from  sunlight. 

Leaders  of  the  symposium  will  be  Harvey  Blank,  M.D., 
University  of  Miami  School  of  Medicine;  Joseph  Jerome, 
Ph.D.,  of  the  AMA;  Coleman  Jacobson,  M.D.,  of  the  Uni- 
versity of  Texas  Southwestern  Medical  School;  Norman 
F.  Estrin,  Ph.D.,  of  the  Cosmetic,  Toiletry  and  Fragrance 
Association. 

Further  information  on  the  symposium  is  available  from 
Dr.  Joseph  B.  Jerome,  American  Medical  Association,  535 
North  Dearborn  St.,  Chicago,  111.  60610. 

Horizons  in  surgery 

“Horizons  in  Surgery”  will  be  presented  January  15  to 
20,  1978,  at  the  Mark,  Vail,  Colorado. 

The  educational  objective  of  this  postgraduate  course 
is  to  review  aspects  of  surgical  t herapy  of  disease  which  are 
of  current  interest  because  of  recent  advances  or  because 
of  controversy.  The  course  covers  the  field  of  general 
surgery,  broadly  viewed  to  include  vascular  surgery,  tho- 
racic surgery,  and  surgical  oncology.  Physicians  com- 
pleting the  course  will  have  learned  current  management 
principles  and  be  familiar  with  controversial  issues  in  pelvic 
surgery,  cardiopulmonary  resuscitation,  thoracic  surgery, 
immunotherapy  and  chemotherapy,  biliary  tract  ob- 
struction, the  surgery  of  anastomotic  aneurysms,  and 
general  surgical  management. 

The  course  is  primarily  intended  for  the  practicing  sur- 
geon who  would  like  to  keep  abreast  of  current  develop- 
ments in  surgery.  It  is  also  suitable  for  general  surgery 
residents  and  for  young  surgeons  preparing  for  their  board 
examinations. 

The  course  will  offer  ample  opportunity  to  discuss  spe- 
cific problems  with  the  faculty.  Small  group  seminars  will 
be  offered  as  evening  sessions  and  there  will  be  additional 
opportunities  for  informal  contact  at  social  events  and 
during  the  day. 

The  course  will  be  given  at  THE  MARK,  near  the 
Lionshead  lift  at  Vail.  Scheduling  of  the  course  will  permit 
ample  opportunity  for  the  participants  to  take  advantage 
of  the  unparalleled  winter  sports  activities  available  in  the 
Colorado  Mountains. 

Credit  is  approved  for  AMA  Category  I. 

For  further  information,  contact  The  Office  of  Post- 
graduate Medical  Education,  University  of  Colorado 
School  of  Medicine,  4200  East  Ninth  Avenue,  Denver, 
Colorado  80262,  or  call  303/394-5241. 

Joint  meeting  in  obstetrics  and  gynecology 

Vincent  Tricomi,  M.D.,  State  University  of  New  York, 
Downstate  Medical  Center,  Brooklyn,  New  York,  an- 
nounces that  a Joint  Meeting  in  Obstetrics  and  Gynecology 
will  take  place  March  30th-April  9th,  1978,  in  Israel  and 
is  cosponsored  by  The  Israeli  Obstetrical  and  Gynaecolo- 
gical and  the  Hadassah  and  Sackler  Medical  Schools  ot 
Israel  in  conjunction  with  the  combined  departments  of 
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Obstetrics  and  Gynecology  at  Albert  Einstein  College  of 
Medicine,  Columbia  l University  College  of  Physicians  and 
Surgeons,  New  York  Medical  College,  New  York  Univer- 
sity College  of  Medicine,  and  t he  State  University  of  New 
York,  Downstate  Medical  Center. 

Scientific  program  will  cover  perinatal  medicine,  re- 
productive endocrinology,  oncology,  and  general  obstetrics 
and  gynecology.  In  addition,  there  will  be  several  “State 
of  the  Art"  lectures  summarizing  the  most  recent  advances 
in  the  field.  These  lectures  will  be  delivered  by  distin- 
guished speakers  from  both  the  United  States  and  Is- 
rael. 

Complete  travel  arrangements  including  information  on 
Post  Convention  Tours  of  Israel  as  well  as  Greece  and  Iran 
are  available  from  the  travel  coordinator  for  the  meeting. 
They  are:  Group  Consultants  International,  Ltd.,  70  Glen 
Cove  Road,  Roslyn  Heights,  New  York  1 1577  or  call  (516) 
484-5055  or  (212)  895-88:10. 

Brochures  will  be  sent  on  request. 

18th  Annual  symposium 

The  Center  for  Craniofacial  Disorders  of  Montefiore 
Hospital  and  Medical  Center  and  the  Albert  Einstein 
College  of  Medicine  announces  the  18th  Annual  Sympo- 
sium and  Short  Course  on  Craniofacial  Disorders  and  Cleft 
Palate  to  be  held  on  March  16  and  17.  1978. 

More  detailed  program  information  will  be  available 
after  January  1,  1978,  from:  Robert  J.  Shprintzen,  Ph.D., 
Director,  Center  for  Craniofacial  Disorders,  Montefiore 
Hospital  and  Medical  Center,  111  E.  210  Street.  Bronx, 
New  York  10467  Phone:  212-920-4781. 

Continuing  education  in  neurosurgery 

The  Committee  on  Continuing  Education  in  neurosur- 
gery is  sponsoring  a seminar  entitled  "The  Aneurysm  Pa- 
tient: Preoperative  and  Postoperative  Care.  This  course 
will  take  place  at  the  Sheraton  Inn.  Buffalo  East,  Buffalo, 
New  York,  on  Saturday,  June  10  and  Sunday,  June  11, 
1978.  The  course  will  be  run  by  the  Department  of  Neu- 
rosurgery of  the  State  University  of  New  York  at  Buffalo 
and  the  Dent  Neurologic  Institute  of  the  Millard  Fillmore 
Hospital. 

Requests  for  information  should  be  sent  to:  Dr.  Walter. 
Grand.  The  Dent  Neurologic  Institute.  Millard  Fillmore 
Hospital.  3 Gates  Circle.  Buffalo,  New  York  14209. 


HI  1*%,  CHASE 

III  11  ||  presents  the  battle  for  #1  in  men's  tennis! 

1400,000 

COLGATE 

MASTERS^ 

See  the  top  8 point  finishers 

of  the  1977  Colgate  Grand  Prix  circuit. 

WHO  IS  THE  NUMBER  ONE  PLAYER  IN  THE  WORLD? 


madison  square  g 

Pennsylvania  Plaza,  7th  Ave. ,31st  to  33rd  Sts. 


iiimmii 


Bjorn  Borg? 
Jimmy  Connors? 
Phil  Dent? 

Eddie  Dibbs? 
Brian  Gottfried? 
Manuel  Orantes? 
Raul  Ramirez? 
Stan  Smith? 
Harold  Solomon? 
Dick  Stockton? 
Roscoe  Tanner? 
Guillermo  Vilas? 


Wed.Jan.4toSun 


Tickets  Now  Available 

ALL  CHASE  BRANCHES 
Garden  Box  Office, 
Ticketron,  Tennis  Clubs 
and  Tennis  Shops. 

For  information,  call 
(212) 755-2810. 

Or  Ticketron, 

(212)  977-9020. 


Jan 


.8,1978 


November  1977/New  York  State  Journal  of  Medicine  2169 


Month  in  Washington 


ESurdened  heavily  with  Administration  energy  proposals 
and  tax  reform  measures  the  first  session  of  the  95th 
Congress  staggers  toward  adjournment  with  a number  of 
important  health  bills  still  far  from  resolved. 

Among  these  important  health  bills  are:  The  EEospital 
v Cost  Containment  Plan,  the  Health,  Education,  and 
Welfare  Appropriation,  a sweeping  overhaul  of  Federal 
Drug  Administration  procedures,  Medicare  and  Medicaid 
amendments,  new  Federal  control  over  clinical  laborato- 
ries, aid  for  rural  health  clinics,  guidelines  for  genetic  re- 
search, easing  required  U.S.  medical  school  admission  of 
foreign  medical  graduates,  postponing  the  proposed  sac- 
charin ban,  amending  the  black  lung  and  renal  disease 
programs,  expanded  aid  for  maternal  and  child  health  care, 
continued  higher  pay  for  Federal  and  military  physicians, 
and  excuse  from  income  tax  of  Federal  medical  scholarship 
income. 

* * * 

However,  the  Medicare-Medicaid  anti-fraud  and  abuse 
bill  has  won  overwhelming  House  approval  on  the  way  to 
expected  final  passage  this  year.  Stricken  from  the  mea- 
sure was  a provision  to  guarantee  medical  records  priva- 
cy- 

The  bill,  cleared  by  a 362  to  5 vote,  vaults  Professional 
Standards  Review  Organizations  (PSROs)  into  major 
monitoring  bodies  to  detect  fraud  and  abuse  in  Federal 
health  programs. 

The  legislation  also  directs  HEW  to  develop  ambulatory 
care  review  methodologies  for  PSRO  use;  directs  HEW  to 
require  capable  PSROs  to  undertake  ambulatory  care  re- 
view within  two  years  after  designation  as  a PSRO;  makes 
“competent”  PSRO  reviews  of  services  conclusive  for 
purposes  of  Federal  payment,  if  the  PSRO  has  entered  into 
a memorandum  of  understanding. 

Fraud  and  abuse  information  detected  by  a PSRO  would 
be  provided  to  Federal  and  state  investigative  agencies. 
Patient  records  in  the  PSRO  would  not,  however,  be 
subject  to  subpoena  or  discovery  proceedings  in  a civil  ac- 
tion. 

Other  provisions  of  the  bill  provide: 

**increased  Medicare  penalties  by  upgrading  fraudulent 
acts  from  misdemeanors  to  felonies; 

**suspension  from  participation  in  Medicare  and 
Medicaid  for  practitioners  convicted  of  a criminal  of- 
fense related  to  involvement  in  Medicare  or  Medicaid; 
**annual  disclosure  by  Medicare  and  Medicaid  insti- 
tutional providers  of  the  identity  of  any  person  with  a 
five  percent  or  more  ownership  in  the  institution; 
**authority  for  subpoenas  for  information  and  review 
of  Social  Security  health  programs. 

The  bill,  worked  out  jointly  by  the  House  Ways  and 
Means  and  House  Commerce  Committees,  also  requires 
HEW  to  establish  uniform  reporting  systems  for  health 
services  institutions. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


* * * 

Hearings  earlier  on  the  Senate  version  of  the  House- 
passed  Medicare-Medicaid  anti-fraud  and  abuse  bill  drew 
testimony  from  the  AMA  as  to  the  importance  of  providing 
strong  safeguards  against  the  abuse  of  the  confidentiality 
of  patient  records.  Testifying  before  the  Senate  Finance 
Subcommittee  on  Health,  Robert  B.  Hunter,  M.D., 
Chairman  of  the  AMA  Board  of  Trustees,  said  “inappro- 
priate distribution  of  individual  medical  records  adversely 
affects  the  individual’s  constitutionally  protected  right  of 
privacy.” 

Dr.  Hunter  supported  a provision  approved  by  the 
House  Commerce  Committee  that  prohibits  PSROs  from 
disclosing  to  the  government  PSRO  records  on  individual 
patients  not  covered  by  Federal  programs  without  their 
written  consent. 

Dr.  Hunter  said  the  success  of  the  patient-physician 
relationship  depends  to  a great  extent  on  the  willingness 
of  the  patient  to  discuss  freely  with  his  physician  all 
subjects  relating  to  individual  health  no  matter  how  per- 
sonal or  sensitive.  “Should  either  party  feel  that  this  in- 
formation, discussed  privately,  will  become  a matter  of 
public  record,  the  foundation  of  the  patient-physician  re- 
lationship would  be  irreparably  harmed.” 

* * * 

HEW  has  issued  detailed  guidelines  for  health  planners 
that  included  a goal  of  fewer  than  four  hospital  beds  per 
1,000  population. 

“The  guidelines  will  help  put  brakes  on  construction  of 
new  hospital  bed  space  and  high-cost  specialty  services 
such  as  open-heart  surgery  and  computerized  x-ray  scan- 
ning,” said  HEW  Secretary  Joseph  Califano. 

The  proposals,  which  are  not  final,  would  immerse  the 
Federal  government  deeply  into  allocation  of  health  re- 
sources in  communities  and  regions  across  the  nation. 

Regional  Health  Systems  Agencies,  provided  in  the 
Health  Planning  Law  and  challenged  in  court  by  the 
American  Medical  Association,  not  only  are  told  to  aim  for 
a four  per  1,000  bed  ratio,  but  in  later  years  “will  be  re- 
quired to  indicate  how  they  will  reach  a bed  population 
ratio  of  3.7  per  1,000,”  according  to  HEW. 

The  current  national  average  is  4.4  beds  per  1,000  pop- 
ulation. The  reductions  proposed  by  HEW  would  elimi- 
nate some  100,000  beds  of  the  present  1 million  beds  over 
the  next  seven  years.  The  number  of  beds  at  present  “is 
significantly  in  excess  of  what  is  actually  needed  . . . and 
contributes  to  the  high  cost  of  hospital  care  with  little  or 
no  recognizable  health  benefits,”  said  HEW. 

The  guidelines  propose  that  there  should  be  an  average 
annual  occupancy  rate  of  at  least  80  percent  for  all  non- 
Federal,  short-term  hospital  beds  except  under  extraor- 
dinary circumstances.  Exceptions  would  include  small 
rural  hospitals  and  facilities  in  areas  with  large  seasonal 
changes  in  population. 

The  205  local  Health  Systems  Agencies  were  also  advised 
on  obstetrical  services,  pediatric  inpatient  services,  neo- 
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natal  intensive  care  units,  open-heart  surgery,  cardiac 
catheterization  units,  radiation  therapy,  computed  to- 
mographic scanners,  and  end-stage  renal  disease. 

A spokesman  for  the  American  Hospital  Association 
commented  that  the  proposals  were  too  detailed  and  would 
provide  less  flexibility  for  local  planning  agencies  if  Con- 
gress grants  HEW  the  power  to  put  them  into  effect. 

However,  three  members  of  the  Senate  Human  Re- 
sources Subcommittee  on  Health— Senators  Edward 
Kennedy  (D„  Mass.),  Jacob  Javits  (R.,  N.Y.),  and  Richard 
Schweiker  (R.,  PA)— wrote  Secretary  Califano  that  they 
were  “pleased  that  HEW  has  “bitten  the  bullet.”  The  time 
has  come,  they  said,  “to  set  numerical  standards.” 

If  the  recommendations  were  accomplished.  HEW  of- 
ficials said,  the  nation  would  save  more  than  $2  billion 
annually.  HEW  pins  its  hopes  for  the  guidelines  on  Con- 
gress approving  a law  giving  the  Federal  government  more 
teeth  over  localities  in  enforcing  and  mandating  standards. 
The  planning  law  comes  before  Congress  for  extension  and 
revision  next  year. 

In  addition  to  the  number  of  beds  and  occupancy  rate 
recommendations,  here  is  what  the  proposed  regs  set 

forth: 

•‘Obstetrical  services:  there  should  be  at  least  2,000 
deliveries  annually  in  an  obstetrical  unit  located  in  an 
area  with  a population  of  100,000  or  more  and  at  least 
500  deliveries  in  any  unit  located  in  an  area  with  a 
smaller  population. 

“In  view  of  declining  birth  rates  and  the  mounting 
under-utilization  of  obstetrical  beds,  obstetrical  standards 
for  the  minimum  number  of  deliveries,  and  occupancy  rates 
are  designed  to  discourage  unnecessary  duplication  and 
inappropriate  proliferation  of  services,  and  to  maintain 
quality  of  care,"  said  HEW. 

•‘Pediatric  inpatient  services:  there  should  be  a min- 
imum of  20  beds  in  a pediatric  unit,  except  in  rural 
areas. 

Pediatric  units  should  maintain  average  annual  occu- 
pancy rates  related  to  the  number  of  pediatric  beds  (ex- 
clusive of  neonatal  intensive  care  units)  in  the  facility.  For 
a facility  with  20  to  39  pediatric  beds,  the  average  annual 
occupancy  rate  should  be  at  least  65  percent;  for  a facility 
with  40  to  79  pediatric  beds,  the  average  annual  occupancy 
rate  should  be  at  least  75  percent;  for  facilities  with  80  or 
more  pediatric  beds,  the  average  annual  occupancy  rate 
should  be  at  least  80  percent. 

“Neonatal  intensive  care  units:  the  total  number  of 
neonatal  intensive  care  beds  should  not  exceed  four  per 
1,000  live  births  per  year  in  a defined  neonatal  service 
area.  A single  neonatal  intensive  care  unit  should  con- 
tain a minimum  of  20  beds. 

“Open-heart  surgery:  there  should  be  a minimum  of 
200  procedures  performed  annually  in  any  institution 
in  which  open-heart  surgery  is  performed.  No  new  open 
heart  units  should  be  opened  unless  each  existing  or 
previously  approved  unit  in  the  health  service  area  (or 
areas)  to  be  served  is  operating  and  is  expected  to  con- 
tinue to  operate  at  a minimum  of  350  open-heart  surgery 
cases  per  year. 

“Cardiac  catheterization:  there  should  be  a minimum 
of  300  procedures  (intracardiac  and/or  coronary  artery 
catheterization)  performed  annually  in  any  adult  cardiac 
catheterization  unit  plus  a minimum  of  150  cardiac 
catheterizations  performed  annually  in  any  pediatric 


cardiac  catheterization  unit.  No  new  cardiac  cathe- 
terization units  opened  in  any  facility  not  performing 
open-heart  surgery.  No  new  adult  cardiac  catheter- 
ization units  opened  unless  the  projected  number  of 
studies  per  year  is  greater  than  500. 

“Radiation  therapy:  a megavoltage  radiation  therapy 
unit  should  serve  a population  of  at  least  150,000  persons 
or  at  least  450  new  cancer  cases  per  year.  No  new  me- 
gavoltage units  opened  unless  each  exist  ing  or  approved 
megavoltage  unit  in  the  Health  Service  Area(s)  is  per- 
forming and  is  expected  to  continue  to  perform  at  least 
7,500  treatments  per  year. 

“Computed  tomographic  scanners:  computed  tomoner 
(head  and  body)  should  operate  at  a minimum  of  2,500 
patient  procedures  per  year.  There  should  be  no  CT 
scanners  approved  unless  each  existing  or  approved  CT 
scanner  in  the  service  area  is  performing  at  a rate  greater 
than  4,000  patient  procedures  per  year. 

“End-stage  renal  disease:  the  health  systems  plans 
established  by  Health  Systems  Agencies  should  be 
consistent  with  standards  and  procedures  contained  in 
the  HEW  regulations  governing  conditions  for  coverage 
of  suppliers  of  end-stage  renal  disease  services. 

* * * 

At  the  request  of  President  Carter,  the  HEW  Depart- 
ment is  developing  recommendations  for  a national  health 
insurance  (NHI)  proposal  to  be  introduced  into  the  Con- 
gress early  next  year. 

In  order  to  obtain  a wide  range  of  views  on  NHI.  Secre- 
tary Califano  has  asked  each  of  the  HEW  regional  offices 
to  solicit  the  views  and  recommendations  of  concerned 
citizens  in  their  area. 

The  AMA  via  state  medical  societies  has  encouraged 
selected  physicians  to  attend  some  100  scheduled  meetings 
across  the  country  in  order  to  present  the  viewpoints  of  the 
medical  profession. 

* * * 

Eight  months  after  publication  of  a botched  list  of 
physicians  receiving  substantial  Medicare  payments  in 
1975,  the  government  has  published  a new  list  reworked 
from  top  to  bottom.  After  a protest  last  spring  from  the 
AMA  over  the  high  error  rate,  HEW  Secretary  Califano 
apologized  and  promised  release  of  a corrected  list. 

Last  March,  responding  to  requests  from  the  news 
media,  HEW  printed  the  names  and  amounts  received  of 
409  physicians  and  1,750  groups  that  did  more  than  100,000 
of  Medicare  business  in  1975.  The  Freedom  of  Informa- 
tion Law  compelled  this  disclosure,  HEW  said. 

The  AMA  checked  the  original  list  and  found,  in  a sizable 
sample,  an  error  rate  of  more  than  60  percent. 

HEW  officials  have  announced  that  next  time  they  will 
list  all  physicians  who  received  any  Medicare  payments  at 
all  in  1976.  Estimated  costs  to  the  government  of  pre- 
paring this  annual  listing  is  from  700,000  to  $1  million  at 
the  start  and  some  $300,000  annually  afterward.  No  es- 
timates have  been  made  of  how  much  added  cost  would  fall 
on  the  carriers  who  have  prime  responsibility  for  gathering 
such  data. 

* * * 

“Operation  Common  Sense”  to  make  readable  the  6,000 
pages  of  HEW  Department  regulations  has  been  launched 
by  HEW  Secretary  Califano. 

Along  the  way  some  provisions  will  be  eliminated  in  the 

continued  on  page  2176 
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Letters  to  the  Editor 


Microwave  radiation 

- To  the  Editor:  The  letter  from  Dr.  Zaret  in  the  January 
issue1  dealing  with  the  potential  carcinogenic  effect  of 
“electronic  smog”  requires  additional  comment.  All  of  the 
case  clusters  reported  by  him  involved  exposure  of  limited 
population  groups  to  radiation  of  a frequency  and  intensity 
" that  normally  would  not  be  present  in  the  general  civilian 
environment.  It  is  my  purpose  in  writing  to  call  attention 
to  two  additional  factors  which  may  involve  major  civilian 
population  segments  and  to  report  two  apparent  additional 
case  clusters  occurring  under  these  circumstances. 

All  high  frequency  communication  systems,  from  tele- 
vision to  microwave,  require  that  the  transmitter  be  located 
to  be  able  to  beam  the  radiation  directly  to  the  intended 
receiver.  This  constraint  results  in  there  being  a certain 
few  geographically  optimal  transmission  sites  for  any  given 
metropolitan  center.  Hence,  such  transmission  antennas 
tend  to  be  concentrated  at  such  sites  rather  than  randomly 
dispersed.  The  local  (within  two  miles)  radiational  field 
will  be  considerably  higher  than  within  the  target  city 
proper.  This  field  will  be  quite  nonuniform;  local  ob- 
structions, such  as  small  hills,  will  place  homes  behind 
them  in  a field  “shadow  zone,”  while  microwave  trans- 
mission, being  in  narrow  beams,  will  produce  corridors  of 
considerably  elevated  field  density. 

The  geographical  concentration  of  such  transmission 
facilities  requires  the  delivery  to  the  area  of  considerably 
more  electrical  power  than  would  be  normally  required.  In 
addition,  the  need  for  such  communications  during  times 
of  emergency  requires  that  the  power  supplies  be  redun- 
dant, that  is  derived  from  more  than  one  transmission 
circuit.  This  results  in  an  above  normal  concentration  of 
power  transmission  lines  in  the  same  area  as  the  elevated 
radiational  field.  Since  it  has  been  reported  that  pro- 
longed exposure  to  elevated  levels  of  60  cycle  fields  pro- 
duces the  physiological  alterat  ions  of  the  stress  adaptation 
syndrome,2"4  the  possibility  of  a synergistic  effect  between 
such  fields  and  the  high  frequency  communication  fields 
must  be  seriously  considered. 

With  these  factors  in  mind,  I would  like  to  report  some 
personal  observations  derived  from  my  residing  within 
such  an  area.  The  optimal  site  for  such  transmitting  fa- 
cilities for  the  Syracuse  metropolitan  area  is  a hill  located 
seven  miles  south  of  the  city  center.  Wit  hin  a zone  of  half 
mile  diameter  on  the  hill  top  are  located  two  television 
antennas,  five  FM  communication  antennas  and  13  mi- 
crowave relay  dish  antennas.  Defining  the  hilltop  as 
limited  by  the  800  foot  contour  line,  its  dimensions  are  six 
miles  long  in  a north-south  axis  and  two  miles  wide  in  an 
east-west  axis  with  the  antenna  complex  approximately 
in  the  center.  Power  transmission  lines  are  concentrated 
in  the  northern  half  of  the  hill,  along  with  a power  substa- 
tion. The  total  population  within  this  area  is  approxi- 
mately 1,100  and  the  area  would  be  classed  as  rural  with 
a few  small  residential  developments  and  scattered  indi- 
vidual residences.  Both  developments  and  residences  are 
uniformly  scattered  with  equal  numbers  to  both  north  and 
south  of  the  central  transmitter  area.  There  are  no  local 


industries,  the  hill  is  above  the  air  pollution  level  of  the  city 
and  water  and  sewage  facilities  are  all  individual  for  each 
dwelling. 

Over  the  past  three  years,  seven  cases  with  the  primary 
diagnosis  of  malignancies  of  various  types  have  come  to  my 
attention  within  this  population.  These  occurred  in  in- 
dividuals who  had  been  residents  of  the  area  in  excess  of 
five  years.  Six  of  the  cases  occurred  in  the  population 
residing  north  of  the  transmitters  in  the  area  of  power 
transmission  line  concentration.  These  further  occurred 
in  two  clusters,  one  a half  mile  diameter  with  three  cases, 
the  other  a tenth  of  a mile  diameter  with  three  cases.  Both 
clusters  were  separated  by  a distance  of  approximately  one 
mile,  most  of  which  was  a radiational  “shadow  zone”  pro- 
duced bv  the  ridge  of  the  hill  extending  in  a northerly 
direction.  Each  cluster  was  apparently  within  the 
boundaries  of  a microwave  corridor.  During  the  same 
period  of  time,  only  one  case  occurred  in  the  same  size 
population  group  residing  south  of  the  transmitter  com- 
plex. Not  only  are  the  power  transmission  facilities  almost 
absent  from  this  area,  but  much  of  this  area  is  within  a 
similar  “shadow  zone.” 

Statistically  the  total  population  on  the  area  would  be 
expected  to  have  a malignancy  rate  of  4.5  cases  in  the 
three-year  period  with  Onondaga  County  being  in  the 
highest  decile  range,5  while  the  overall  rate  is  almost  double 
the  expected,  the  concentration  of  six  of  the  seven  cases  in 
the  two  clusters,  within  microwave  corridors  and  in  the  area 
of  increased  power  transmission  radiation,  is  suggestive  of 
a relationship.  While  the  data  gathering  and  analysis  used 
were  crude  and  based  solely  on  personal  knowledge  and 
observations,  the  results  would  appear  to  justify  appro- 
priate epidemiological  studies  of  this  and  similar  sites 
throughout  the  State. 

ROBERT  O.  BECKER,  M.D. 

Research  Professor,  Department  of  Orthopedic  Surgery 

750  East  Adams  Street 
Syracuse,  N.Y.  13210 
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Dr.  Zaret’s  reply 

To  the  Editor:  Lest  some  of  our  readers  not  be  aware,  Dr. 
Becker  is  an  experienced  investigator  of  t he  biologic  effects 
of  electromagnetic  fields  and  perhaps  the  leading  authority 
on  hazards  associated  with  ELF  (extra  long  frequency  ra- 
diation as  emanated  from  electric  power  transmissions). 
In  this  context,  his  observations  about  the  possible  syn- 
ergistic effect  of  mixed  ELF  and  RF  (radiofrequency)  ra- 
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dial  ions  as  a potent  ial  cause  of  cancer  and  his  cit  iiif?  of  two 
so  exposed  clusters  of  malignancy  to  support  this  view 
deserve  our  attention. 

There  is  much  in  the  Soviet  literature  to  demonstrate 
synergistic  effects  during  polyfrequency  RF  irradiation. 
In  their  early  work,  Soviet  investigators  concentrated  their 
attention  on  behavioral  effects  similar  to  what  Dr.  Becker 
refers  to  here  as  the  “stress  adaptation  syndrome.”  In- 
deed, when  1 was  consulted  by  our  government,  ten  years 
ago,  about  the  Soviet  irradiation  of  our  Embassy  in  Mos- 
cow, 1 learned  that  the  Moscow  Signal  (as  it  was  referred 
to)  was  a polyfrequency  microwave  irradiation.  At  that 
time  mv  review  of  pertinent  Soviet  literature  led  to  the 
unequivocal  conclusion  that  the  Soviets  would  have  ex- 
pected the  Moscow  Signal  which  was  directed  into  the 
ambassador’s  office  to  have  produced  asthenopic  symp- 
toms in  the  ambassador  and  those  near  him. 

This  may  or  may  not  have  been  one  of  the  objectives  for 
the  irradiation  and  only  the  Russians  can  answer  that 
question.  But,  had  that  been  a principal  or  secondary 
purpose,  the  Soviets  also  would  have  believed  that  any 
behavioral  deficit  produced  would  be  temporary  and  would 
disappear  without  any  lasting  effect.  Unfortunately,  since 
then,  much  evidence  has  accumulated  demonstrating  that 
prolonged  and/or  repeated  exposure  to  similar  intensities 
of  nonionizing  radiation  can  be  mutagenic  and  terato- 
genic.1 4 

There  is  some  basis  for  incriminating  the  Moscow  Signal 
as  a carcinogenic  agent.  Two  former  ambassadors  (Bohlen 
and  Thompson)  developed  cancer  after  serving  in  Moscow 
while  a third  ambassador  (Stoessel)  recently  became  ill  due 
to  an  apparent  blood  dyscrasia  where  the  differential  di- 
agnosis must  include  leukemia.  In  addition,  cytological 
studies  were  performed  on  some  Moscow  Embassy 
employees  and  these  indicated  an  unusually  large  number 
of  chromosome  abnormalities.  At  any  rate,  these  cases 
represent  another  possible  cluster  of  malignancies  associ- 
ated with  “electronic  smog”  and  this  cluster,  like  the  two 
reported  by  Dr.  Becker,  could  represent  a synergistic  effect 
due  to  exposure  to  multiple  frequencies  of  nonionizing 
radiation. 

Another  region  of  the  spectrum  where  one  could  postu- 
late a synergistic  relationship  pertains  to  ionizing  radiation 
acting  in  conjunction  with  nonionizing  radiation.  For- 
example,  two  different  investigations,  the  Milham  Study 
and  the  Mancuso-Steward  Study,  each  found  a higher  in- 
cidence of  death  from  cancer  in  atomic  workers  than  was 
anticipated.  The  first  impression  would  be  that  both 
studies  appear  to  indicate  that  occupational  exposure 
standards  for  ionizing  radiation  should  be  made  more 
stringent.  However,  our  government  and  the  nuclear 
power  industry  believe  that  further  reductions  in  permis- 
sible levels  of  exposure  are  not  warranted,  perhaps  because 
this  would  preclude  continued  development  of  nuclear 
generated  energy.  However,  what  both  sides  of  this 
question  have  not  considered  is  the  fact  that  atomic 
workers  also  inhabit  environments  rich  in  stray  nonionizing 
radiation,  for  example,  strong  radio-frequency  fields  are 
used  in  atomic  control  devices  and  nuclear  generators 
convert  atomic  energy  into  electric  power.  Although 
ionizing  radiation  exposure  of  atomic  workers  is  restricted, 
the  concommitant  electronic  smog  is  not.  It  does  not  ap- 
pear to  be  unreasonable  to  consider  that  here,  too,  any  in- 
creased incidence  in  malignancy  may  be  due  to  the  com- 
bination of  these  two  forms  of  electromagnetic  radiation, 
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rather  than  solely  due  to  the  low  levels  of  ionizing  radiation 
itself.  Both  the  Milham  and  the  Mancuso-Stewart  Studies 
should  be  re-evaluated  from  this  perspective  and  additional 
epidemiological  investigations  should  be  undertaken  to 
search  for  a possible  synergistic  relationship. 

We  are  indebted  to  Dr.  Becker  for  sharing  his  findings 
with  Us.  Meanwhile,  it  behooves  all  of  us  to  follow  his  ex- 
ample by  considering  environmental  electromagnetic  ra- 
diation exposures  as  a potential  etiological  factor  in  ma- 
lignancy. 

MILTON  M.  ZARET,  M.D. 

1230  Post  Road 
Scarsdale,  N.Y.  10583 
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Laetrile 

To  the  Editor:  I must  take  issue  with  Dr.  Stolfi’s  opinion 
that  it  would  be  appropriate  to  test  laetrile  scientifical- 
ly. 

I he  public  should  be  reminded  that  at  any  minute  the 
community  possesses  a finite  amount  of  resources — energy, 
material,  personnel — to  devote  to  any  project.  Now  if  a 
new  nostrum  is  promoted  at  frequent  intervals  by  a dif- 
ferent charlatan  group  for  the  emotionally-charged  man- 
agement of  otherwise  untreatable  patients,  it  is  obvious 
that  appropriate  scientific  testing  would  use  up  much  of 
the  community’s  resources.  How  much,  then,  would  be 
available  for  the  testing  of  material  which  has  shown 
promise  in  previous  animal  experimentation?  How  big  a 
price  in  health  and  lives  would  we  be  paying  by  the  cur- 
tailment of  such  investigation,  merely  for  the  satisfying  of 
some  whims  and  t he  fattening  of  certain  purses? 

DAVID  SELMAN,  M.D. 

The  Nwck  Hospital 
Nyack,  N.  Y.  10960 


FIGURE  1.  Presentation  by  Constantine  D.  J.  Generates, 
M.D.,  to  Dr.  Wernher  von  Braun  of  stained  microscopic  slides 
of  organs  of  mice  that  succumbed  to  high  acceleration  in 
1931  during  world's  first  space  oriented  rocket  experiments, 
".  . . as  a memento  of  the  fruits  of  our  labors  white  students 
in  Zurich,  a sign  of  friendship  and  scientific  cooperation  that 
has  transcended  the  national  barriers  of  war  and  peace.” 
Testimonial  dinner,  People-to-People  Foundation  of  President 
Dwight  D.  Eisenhower,  Waldorf-Astoria  Hotel,  May  15, 
1958. 

Wernher  von  Braun 

To  the  Editor:  As  one  of  the  oldest  friends  and  an  early 
collaborator  of  Dr.  Wernher  von  Braun,  I take  this  oppor- 
tunity of  bringing  to  light  some  unusual  facts  about  this 
world’s  famous  rocket  scientist. 

Most  members  of  the  Society  are  familiar  with  the  Sec- 
tion of  Space  Medicine  through  its  contributions  on  this 
subject  and  related  fields  during  the  annual  conventions 
of  the  Medical  Society  of  the  State  of  New  York.  Dr. 
Wernher  von  Braun  had  endorsed  enthusiastically  the 
founding  of  the  Section  of  Space  Medicine  and  had  also 
addressed  us  at  the  1969  Annual  Convention,  the  year  man 
first  landed  on  the  moon. 

One  day  in  Zurich  in  1931,  the  19-year-old  Wernher — we 
both  had  just  arrived  as  students,  he  to  study  engineering 
at  the  Federal  Institute  of  Technology  and  I,  medicine  at 
the  University — showed  me  a letter,  postmarked  Berlin 
and  addressed  to  him.  It  was  replete  with  mathematics 
and  referred  to  rocket  propulsion.  Incidentally,  Wernher 
had  been  incessantly  talking  to  me  about  getting  to  the 
moon  with  a rocket.  To  my  amazament,  I noticed  the 
signature  to  be  none  other  than  that  of  Albert  Einstein. 
Deeply  impressed,  I became  his  very  first  convert  to  space 
flight  with  the  verbatim  response,  as  I vividly  recall: 
“Wenn  Du  zum  Mond  gehen  wi  1 1st,  ist  es  besser  erst  mit 
Mausen  zu  versuchen.”  Wernher  possessed  a keen  un- 
derstanding of  the  value  of  medicine  in  problems  of  space 
flight.  Our  space-oriented  biomedical  investigations, 
which  included  autopsies  and  paraffin-block  microscopic 
slides  of  organs  of  mice  (Fig.  1 ) that  succumbed  to  high  G’s, 
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were  carried  out  in  Zurich  on  an  improvised  centrifuge  from 
a wheel  of  my  bicycle.  Space  medicine  was  born  then  and 
there.1  ’ (During  the  following  semester,  I continued  these 
experiments  at  the  Sorbonne  with  a larger  centrifuge.) 
'Phis  was  two  years  before  the  founding  of  the  British  In- 
terplanetary Society. 

Wernher  launched  Explorer  alpha,  January  31, 1958  of 
all  things,  25  years  to  the  day  when  Hitler  came  to  power 
in  Germany. 

There  were  many  problems  and  heartaches  from  1945 
through  1958.  On  special  pass  from  the  Beaumont  General 
Hospital  Annex,  El  Paso,  Texas,  where  he  was  held  in- 
communicado. he  visited  me  during  the  Christmas  holiday 
of  1945.  At  a private  gathering  he  stated:  “In  surren- 
dering to  the  Americans,  I knew  I had  one  friend  1 could 
rely  upon.”  Basically,  of  course,  he  did  not  want  to  serve 
the  Russians.  Hardly  known,  except  buried  in  government 
files  and  in  my  possession,  exists  correspondence  of  these 
early  years  with  President  Harry  S.  Truman,  Senator 
Lyndon  B.  Johnson,  Secretary  of  the  Navy  James  Forres- 
tal.  Army  and  Navy  Institutions,  and  President  Dwight  D. 
Eisenhower.  These  stressed  the  importance  “of  space 
flight  and  biomedical  research  at  extremely  high  alti- 
tudes.”* Above  all,  attempts  were  made  on  my  part  to 
bring  the  genius  of  Wernher  von  Braun  into  proper  focus 
at  the  highest  level.  All  this  would  cover  a small  vol- 
ume. 

Wernher  von  Braun  welcomed  my  founding  the  Section 
on  Space  Medicine  of  the  Medical  Society  of  the  State  of 
New  York  with  great  enthusiasm.  Outstanding  sessions 
were  conducted  with  participation  of  prominent  scientists 
in  space  and  allied  fields. 

As  one  of  his  attending  physicians,  I would  like  to  men- 
tion a few  facts  pertinent  to  his  health.  He  was  a robust 
individual,  a man  with  charisma  and  humor  a pragmatist, 
and  a hard  worker.  He  seized  every  opportunity  for  out- 
door life.  Wernher  also  was  a gourmand  par  excellence 
who  gambled  on  the  consequences.  He  drank  moderately 
and  was  a chain  smoker  for  some  20  years  until  the  mid- 
fifties. On  my  advice  he  quit  the  habit. 

Von  Braun  was  always  too  busy  to  subject  himself  to  a 
complete  annual  executive  examination  and  sought  med- 
ical advice  only  when  he  was  faced  with  a problem.  Then 
he  would  announce  in  advance  that  he  had  just  so  many 
minutes  available,  for  he  had  to  dash  off  afterwards  to  catch 
a plane,  and  so  forth. 

Although  nominally  a Lutheran,  he  was  an  agnostic  with 
atheistic  overtones  until  the  defeat  of  Germany.  With  the 
passing  of  time,  however,  he  mellowed  and  seemed  to  have 
experienced  a revelation  which  he  confided  in  me.  He  had 
adopted  the  religious  philosophy  of  Albert  Einstein;  dis- 
belief in  a God  who  punishes  the  bad  and  rewards  the  good, 
but  recognizes  a Supreme  Being  who  is  responsible  for  the 
Universe  and  everything  it  embraces. 

One  day  in  the  spring  of  1973,  while  in  Texas,  a casual 
chest  x-ray  film  revealed  a large,  silent  tumor  pressing  the 
left  hemidiaphragm  upward.  Radiation  followed.  On 
August  22.  1973,  a hypernephroma  was  surgically  removed. 
It  had  already  broken  through  the  kidney  capsule  and  in- 
vaded the  adrenal  gland,  spleen,  and  large  intestine.  This 
was  followed  by  another  series  of  radiation  treatments. 
While  in  Alaska  he  came  down  with  intestinal  bleeding. 
Exactly  two  years  after  the  first  operation  a colon  resection 
was  performed  under  great  difficulty.  To  the  trained  ob- 
server changes  in  personality  were  taking  place,  a frequent 

* Letter  to  President  Harry  S.  Truman.  October  25,  1946. 


sequel  to  advanced  malignancy. 

1 last  visited  and  talked  with  him  June  12.  He  was  ra- 
tional, but  very  weak.  On  the  16th  of  June,  1977,  shortly 
alter  midnight,  he  passed  away  in  his  sleep. 

The  readers  of  this  Journal,  all  the  members  of  the 
Medical  Society  of  the  State  of  New  York,  as  well  as  mil- 
lions of  people  in  all  walks  of  life  will  mourn  him. 
Wernher  von  Braun’s  demise  is  a universal  loss. 

CONSTANTINE  D.  J.  GENERALES,  M.D.,  D.PHIL. 

115  Central  Park  West 
New  York,  N.Y.  10023 
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Iatrogenic  intraspinal 
epidermoid  tumors 

Intraspinal  epidermoid  tumors  can  be  accidentally  im- 
planted in  the  spinal  canal  by  introducing  epidermal 
fragments  through  use  of  needles  either  without  stylets  or 
with  ill-fitting  stylets  when  performing  lumbar  puncture. 
Since  pain  in  the  back  or  lower  extremities  is  a striking 
feature  of  such  tumors,  every  patient  with  these  symptoms 
who  has  previously  had  a lumbar  puncture  should  be  a 
candidate  for  myelography.  Batnitzky,  S.,  et  al.  present 
3 illustrative  cases  accumulated  over  a period  of  18  months: 
2 boys,  five  and  nine  years  old,  and  a girl  of  seven.  Each 
of  these  children  had  1 or  more  lumbar  punctures  3.5  to  six 
years  prior  to  onset  of  symptoms.  J.A.M.A.  237:  148  (Jan. 
10) 1977 
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continued  from  page  2171 

“top-to-bottom”  overhaul  that  will  take  years,  Califano 
said. 

“Long  complicated  regulations,  often  taking  years  to 
issue,  have  too  long  been  the  hallmark  of  the  Federal  gov- 
ernment in  general  and  this  department  in  particular,” 
Califano  said.  “The  President  has  vigorously  declared  his 
desire  to  see  shorter,  clearer  regulations  issued  in  timely 
fashion.  I am  determined  that  this  department  lead  the 
Federal  government  in  the  direction  charted  by  the  Pres- 
ident.” 

Forty-five  pages  of  material  were  issued  to  the  press  to 
explain  Operation  Common  Sense.  In  reply  to  a question 
about  this  from  a reporter,  Califano  said  with  a smile  that 
sometimes  clarity  isn’t  served  by  brevity. 

The  government  has  proposed  regulations  to  strengthen 
the  Medicaid  child  health  screening  program  (EPSDT). 

The  regulations  set  forth  by  the  Health  Care  Financing 
Administration  (HCFA)  clarify  and  update  existing  pro- 
visions dealing  with  penalties  for  states  that  fail  to  comply 
and  method  used  in  carrying  out  the  screening  of  children. 
One  purpose  is  to  give  states  greater  flexibility  in  admin- 
istering the  plan. 

HCFA  said  “states  have  a responsibility  to  provide 


scheduling  assistance,  transportation,  and  follow-up  ser- 
vices to  eligibles  in  order  to  remove  significant  obstacles 
that  program  experience  clearly  indicates  eligibles  gener- 
ally have  in  obtaining  EPSDT  services.” 

The  regulation  adds  immunization  to  the  screening 
package  rather  than  as  an  item  to  be  determined  for 
treatment  later. 

* * * 

Named  Special  Assistant  for  National  Health  Insurance 
at  the  HEW  Department  is  James  Mongan,  M.D.,  a top 
staff  member  of  the  Senate  Finance  Subcommittee  on 
Health. 

Dr.  Mongan  was  selected  by  HEW  for  the  new  post 
where  the  physician  will  report  to  Secretary  Califano  and 
to  Assistant  Secretary  for  Health,  Julius  Richmond,  M.D. 
In  announcing  the  selection,  Califano  said  “I  am  confident 
that  NHI  will  emerge  as  the  premier  domestic  accom- 
plishment of  the  Carter  Administration.” 

Dr.  Mongan,  formerly  of  San  Francisco,  was  a Public 
Health  Service  physician  before  joining  the  Finance 
Committee  staff  seven  years  ago. 

In  another  HEW  Department  personnel  move,  M.  Keith 
Weikel,  Ph.D.,  acting  director  of  the  Medicaid  Bureau,  is 
resigning  to  take  a post  outside  of  government. 
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qualifications  or  elig.  Rapid  partnership  in  view.  Florida  license.  Pompar 
Beach,  Fla.  Call  (305)  941-5100. 


FAMILY  PHYSICIAN;  SMALL  UPSTATE  NEW  YORK  hospital  seeking  ene 
getic  young  physician(s)  to  practice  in  community,  22  bed,  well  equipped  hospitr 
Contact:  John  J.  Carthy,  M.D.,  Star  Lake,  N.Y.  13690.  Phone  (315)  84 
3482. 


EMERGENCY  PHYSICIAN:  A beautiful  community  in  Upstate  New  York  h 
an  opening  for  a N.Y.  State  licensed  physician  in  its  modern  emergency  depai 
ment  seeing  30,000  patients  annually.  Prefer  experienced  E.R.  physician,  or  oj 
who  has  completed  residency  program  in  emergency  medicine  or  family  practi 
for  a 40-hour  week  (219  8-hour  shifts).  Full  specialty  back-up.  Salary  cor 
mensurate  with  experience.  Benefits  include  malpractice/health/disability/li 
insurance,  2 weeks  paid  educational  leave,  4 weeks  vacation,  12  holiday-person 
days,  contribution  to  retirement  plan,  tax  advantages  of  being  employee 
non-profit  institution.  Contact:  Irving  Cramer,  M.D.,  Medical  Director,  5 
Luke’s  Memorial  Hospital  Center,  P.O.  Box  479,  Utica,  N.Y.  13503. 


SUBSTANTIAL  COMPENSATION  for  part  time  neurologist  to  work  in  maj 
NYC  teaching  hospital.  Adult  patient  population.  Knowledge  of  EEG  use! 
Board  eligibility  necessary.  Send  CV  to  Dept.  606,  c/o  NYSJM. 

PHYSICIAN  WANTED:  FULL-TIME  PHYSICIAN  for  modern,  350-bed  i 
firmary  and  extended  care  facility  in  growing  Orange  County,  in  Goshen,  Ni 
York.  Attractive  salary  with  excellent  county  employee  benefits  (retirerne 
plan  and  hospitalization  provided).  New  York  State  license  necessary.  Wr 
to:  Michael  Temchin,  M.D.,  Medical  Director,  Orange  County  Home  ami  1 
firmary,  Box  59,  Goshen,  N.Y.  10924. 
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PHYSICIANS  WANTED  — CONT  D 


PENNSYLVANIA  & NEW  JERSEY  EMERGENCY  MEDICINE  positions 
available  with  fee-for-service  group  in  suburban  Philadelphia,  central  and  eastern 
Pennsylvania,  Pittsburgh,  and  northern  and  southern  New  Jersey  and  New  York 
hospitals.  Physician  directors  also  wanted.  Send  resume  to:  Northeast 

Emergency  Medical  Associates,  500  Spruce  St„  Philadelphia,  PA  19106.  (215) 

925-3511. ' 

G.l.  ENDOSCOPIST,  A G.I.  FELLOW,  or  newly  in  practice,  needed  by  general 
internist  on-half  dav  or  one  dav  a week  on  the  Grand  Concourse  near  206th  St., 
Bronx.  Call  (212)  298-3322. 

INTERNAL  MEDICINE  RESIDENCIES:  Begin  July  1978.  All  levels:  Cate- 
gorical, second  and  third  year,  fellowships  in  gastroenterology,  cardiology,  he- 
matology, endocrinology.  Fully  approved  program.  Medical  school  affiliation. 
1040-bed  county  hospital  on  200  acre  wooded  campus  in  close  proximity  to  New 
York  City.  Maximum  opportunity  for  house  staff  responsibility.  Enthusiastic 
clinically  oriented  teaching  faculty.  Address  inquiries  to:  Office  of  Medical 
Education,  Bergen  Pines  County  Hospital,  Paramus,  N.J.  07652. 

GENERAL  SURGEONS:  Opportunities  available  for  general  surgeons  at  our 
major  midwestern  teaching  and  research  medical  center  We  are  affiliated  with 
several  universities  and  afford  the  benefits  of  practicing  as  a member  of  a closed 
staff  group  practice  at  our  main  campus  as  well  as  several  suburban  and  urban 
centers.  Board  certified  general  surgeons  with  5-10  years  experience  interested 
in  either  (a)  general  surgery,  (b)  intensive  care,  (c)  head  and  neck,  or  (d)  research, 
as  their  area  for  concentration  should  send  their  curriculum  vitae  in  strict  con- 
fidence. Individual  based  salary,  commensurate  with  experience  and  compre- 
hensive benefits  are  offered.  These  include:  malpractice  insurance,  BC/BS 
master  medical,  life,  accident,  travel  and  dental  insurance  coverage,  as  well  as 
a lease  car  plan,  and  many  extras.  Dept.  618,  c/o  NYSJM. 


PROGRESSIVE  TREATMENT  CENTER  for  the  developmentally  disabled  seeks 
physicians  for  vacancies  at  various  functional  levels.  Excellent  salary  range  in 
administrative  level  positions  based  on  qualifications.  Liberal  fringe  benefits 
are  provided.  Confidentiality  assured  all  inquiries.  The  center,  located  in  a 
picturesque  country  setting  only  35  miles  from  Buffalo,  New  York,  offers  com 
plete  and  diverse  opportunities  for  a wide  range  of  cultural,  educational,  and 
recreational  experiences  in  the  Western  New  York  area  along  with  all  the  plea- 
sures of  serene,  rural  living.  The  center  maintains  a teaching  and  training  af- 
filiation with  the  State  University  system  as  well  as  a number  of  teaching  hospitals 
in  the  metropolitan  Buffalo  area.  Particulars  will  be  furnished  upon  request. 
If  interested,  forward  curriculum  vitae  to:  Director,  J.  N.  Adam  Developmental 
Center,  Perrvsburg,  N.Y.  14129,  or  call  collect  (716)  532-3301,  ext.  322,  312,  or 
318. 


NEl’ROSURGEON:  Major  midwestern  teaching  and  research  medical  center 
has  opportunities  available  for  Board  certified  or  Board  elegible  neurosurgeons. 
The  appointment  affords  the  benefits  of  practicing  as  a member  of  a "closed  staff' 
group  practice  with  major  facilities  which  include  a 1,100  bed  teaching  hospital 
and  39  medical  specialties  located  at  a central  city  clinic  and  three  suburban 
satellite  clinics.  Affiliation  with  several  major  universities  affords  additional 
teaching  opportunities.  Salary  and  fringe  benefits  are  competitive  and  the  latter 
includes:  malpractice  insurance,  generous  vacation  and  travel  time,  disability 
insurance  program,  as  well  as  life  insurance,  a tax  sheltered  annuity,  low  cost  lease 
car  plan  along  with  many  other  benefits.  Interested  physicians  should  forward 
their  curriculum  vitae  in  strict  confidence.  Dept.  619,  c/o  NYSJM 


GASTROENTEROLOGIST:  Major  midwestern  teaching  and  research  medical 
center  has  a career  opportunity  for  a Board  certified  gastroenterologist,  with  a 
special  interest  in  gastrointestinal  cancer.  The  appointment  affords  the  benefits 
of  practicing  as  a member  of  a "closed  staff'  group  practice  with  major  facilities 
which  include  a 1,100  bed  teaching  hospital  and  39  medical  specialties  located 
at  a central  city  clinic  and  three  suburban  satellite  clinics.  Affiliation  with  major 
medical  universities  affords  additional  teaching  opportunities.  Salary  and  fringe 
benefits  are  competitive  and  the  latter  includes:  malpractice  insurance,  generous 
vacation  and  travel  time,  a sound  disability  insurance,  as  well  as  life  insurance, 
a tax  sheltered  annuity,  a low  cost  lease  car  plan  along  with  many  other  benefits. 
Interested  physicians  should  forward  their  curriculum  vitae  in  strict  confidence. 
Dept.  616,  c/o  NYSJM 


ORTHOPEDIC  SURGEON:  Major  midwestern  teaching  and  research  medical 
center  has  a career  opportunity  for  a Board  certified  or  Board  eligible  orthopedic 
surgeon.  The  appointment  would  encompass  activities  at  our  central  campus 
and  our  newly  established  suburban  clinics.  Affiliation  with  major  medical 
universities  affords  additional  teaching  opportunities.  An  orthopedic  surgeon 
who  joined  our  staff  w’ould  become  professionally  part  of  the  Department  of 
Orthopedic  Surgery  and  would  carry  out  major  surgery  and  participate  in  teaching 
at  the  central  campus.  The  outpatient  practice  and  minor  surgical  procedures 
would  be  performed  at  a suburban  clinic.  Individual  based  salary,  commensurate 
with  experience  and  comprehensive  benefits  are  offered.  These  include:  mal 
practice  insurance,  retirement  plan,  BC/BS  master  medical,  life,  accident,  travel 
and  dental  insurance  coverage,  as  well  as  a lease  car  plan  and  many  extras.  In- 
terested parties  should  send  their  curriculum  vitae  in  strict  confidence.  Dept. 
620,  c/o  NYSJM. 


VACANCIES  AVAILABLE  IN  THE 
U S.  ARMY  RESERVE  MEDICAL  CORPS 

The  U S Army  Reserve  has  numerous  vacancies  for  physicians, 
male  and  female,  anywhere  within  New  York  State,  but  espe- 
cially in  the  New  York  City  area.  Positions  are  available  in  all 
military  ranks  up  through  lieutenant  colonel.  Female  physicians 
are  particularly  encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  complete  20  years  service  by  age 
60  can  be  accepted  if  they  are  willing  to  waive  their  pension 
benefits.  Individuals  with  no  prior  military  service  are  urged  to 
apply  as  are  those  who  have  previously  served  on  active  duty 
(i.e.,  U.S.  Army,  Navy  or  Air  Force). 

Active  part-time  participation  requires  attendance  at  up  to  12 
once-monthly  weekends  per  year  plus  two  weeks  of  active  duty 
during  the  same  year. 

The  pay  is  up  to  $4,000  annually  for  a lieutenant  colonel  with  20 
years  service  in  the  local  Medical  Army  Reserve. 

For  additional  information  on  your  hometown  Medical  Army 
Reserve  unit,  all  sent  to  you  without  any  obligation,  please  write 
to: 

Joseph  P.  Cillo,  M.D 
8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  N.Y.  11252 

THE  MEDICAL  ARMY  RESERVE  . . . 

PART  OF  WHAT  YOU  EARN  IS  PRIDE! 


Fifth  Official  Postgraduate 
Acupuncture  Course 
December  7-1 1th,  1977 

The  NEW  VORK  SOCIETY  OF  ACUPUNCTURE  FOR 
PHYSICIANS  AND  DENTISTS,  Inc.  will  give  its  fifth 
Postgraduate  Course  and  Workshop  in  Acupuncture 
for  advanced  and  beginner  students  at  the  Barbizon 
Plaza  Hotel,  New  York  City.  Approved  by  New 
York  State  Boards  for  Medicine  and  Dentistry  for  50 
credit  hours.  Write  for  application  to: 

S.  J.  Yue,  M.D.,  Secretary 
New  York  Society  of  Acupuncture 
for  Physicians  and  Dentists 
115  East  61st  St. 

New  York,  N.Y.  10021 
or  phone  mornings  212-245-4737 

or  weekends 
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® ©OYaK^DG®  Offl 


* low  malpractice  in- 
O su ranee  rates. 


* the  oppor- 
tunity to  join  a group  or  part- 
ner or  establish  a new 

DCtlICsl)  Pract'ce  'n  a rura*  or 

J urban  area,  * continuing 
medical  education  through  a system  of  Area 
Health  Education  Centers,  as  well  as  two  med 
ical  schools,  * lower  taxes,  * lower  cost 
of  living,  * access  to  both  mountains  and 
beaches,  and  * a mild  climate 


For  information  about  specific  practice  opportunities 
in  South  Carolina,  contact: 

OYMO  (ksaOBCD 


no 


Post  Office  Box  11188 
Columbia,  South  Carolina  29211 
(803)  779-7264 


BOY  do  we  have  a girl  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  11552 

516-483-0577 


PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEV 

York,  New  .Jersey,  Connecticut/permanent  lull-half  time  as  well  as  temporar 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact 
Karrev  Associates,  agency  tor  Execu-Med.  23-25  East  26th  St..  New  Yotll 
N Y.  10010.  Telephone:  (212)532-7625. 


PEDIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POP!  1 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80  Growing  area,  clea  J 
air.  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr.  -J . A 1 1 
Colaizzi.  Administrator,  Grove  City  Hospital,  Grove  City,  Pa.  16127.  Phon!| 
(412) 458-7132. 


PEDIATRICIAN.  BOARD  CERTIFIED/ELIGIBLE,  to  join  two  other  pediatri  1 
cians  in  established  practice  in  Orange  County.  New  York.  Early  partnership  ; ( 
Submit  curriculum  vitae  to  Dept.  577,  c/o  NYS-IM. 


THERAPEUTIC  RADIOLOGIST:  Major  midwestern  teaching  and  researcl  | j 
medical  center  has  an  opportunity  available  for  a Board  certified  or  Board  eligibli  l 
therapeutic  radiologist.  The  appointment  affords  the  benefits  of  practicing  a:  i 
a member  of  a “closed  staff’  group  practice  with  major  facilities  which  include  i.| 
a 1,100  bed  teaching  hospital  and  39  medical  specialties  located  at  a central  cit;  jfl 
clinic  and  three  suburban  satellite  clinics.  Affiliation  with  several  major  medica  I 
universities  affords  additional  teaching  opportunities.  Salary  and  fringe  benefit:  1 
are  competitive  and  the  latter  includes:  malpractice  insurance,  generous  vacatioi  f 
and  travel  time,  a sound  disability  insurance  program,  as  well  as  life  insurance  | 
a tax  sheltered  annuity,  a low  cost  lease  car  plan  along  with  many  other  benefits  ij 
Interested  physicians  should  forward  their  curriculum  vitae  in  strict  confidence  ! I 
Dept.  624,  c/o  NYS.1M. 


PSYCHIATRISTS:  Opportunities  available  for  psychiatrists  at  our  major  mid  1 
western  teaching  and  research  medical  center.  We  have  available  instructorship  [ j 
through  affiliation  with  several  universities  and  afford  the  benefits  of  practicin  • 
as  a member  of  a closed  staff  group  practice  at  our  main  campus  as  well  as  severs  1 
suburban  and  urban  centers.  Board  certified  or  Board  eligible  psychiatrist  1 
interested  in  either  (a)  clinical  and  outpatient,  (b)  crisis  intervention  or  (c)  liaiso  LI  I 
consulting  as  their  area  of  concentration  should  send  their  curriculum  vitae  i I 
strict  confidence.  Individual  based  salary,  commensurate  with  experience  am  j 
comprehensive  benefits  are  offered.  These  include:  malpractice  insuranct  ' 
retirement  plan,  BC/BS  master  medical,  life,  accident,  travel  and  dental  insuranc  j 
coverage,  as  well  as  a lease  car  plan  and  many  extras.  Dept.  622,  c/o  NYSJM 


ANESTHESIOLOGIST  (DIRECTOR  OF  EDUCATION).  Major  midwesteri  [i 
teaching  and  research  medical  center  has  a career  opportunity  for  a Board  cer  I 
tified  anesthesiologist  with  experience  in  residency  teaching  programs.  A j 
qualified  individual  will  be  given  the  responsibility  to  reinstate  and  direct  ;ji 
three-year  residency  program  in  anesthesiology.  The  appointment  affords  th'  | 
benefits  of  practicing  as  a member  of  a “closed  staff"  group  practice,  with  rep  I 
resentatives  from  39  medical  specialties.  Facilities  include  a 1,100  bed  teachin;  j 
hospital  with  a large  outpatient  clinic  and  three  suburban  satellite  clinics.  Majo  J 
medical  school  affiliations  afford  additional  teaching  opportunities.  Salary  i 
competitive  and  fringe  benefits  are  excellent.  Interested  physicians  shouli  i 
forward  their  curriculum  vitae  in  strict  confidence.  Dept.  613,  c/o  NYSJM.  1 


CHIEF 

RADIOLOGIST 

For  expanding  department  in  a medium  size  community 
hospital.  We  are  a progressive  institution  in  the  Greater 
New  York  area,  and  need  an  individual  with  dynamic  ideas 
to  create  new  programs  in  our  total  community  service 
function. 

Please  send  C V,  In  strict  confidence  with 
salary  desired  to  Administrator, 

DEPT.  610,  c/o  NYSJM 

V J 


ALLERGIST:  Major  midwestern  teaching  and  research  medical  center  has  a caree  a 
opportunity  for  a Board  certified  or  Board  eligible  allergist.  The  appointmen  ■ 
would  encompass  activities  at  our  central  campus  and  our  newly  establishei  ij 
suburban  clinics.  Affiliation  with  several  major  medical  universities  afford 
additional  teaching  opportunities.  Individual  based  salary,  commensurate  wit!  J 
experience  and  comprehensive  benefits  are  offered.  These  include:  malpractic  J 
insurance,  retirement  plan,  BC/BX  Master  Medical,  life,  accident,  travel  ami 
dental  insurance  coverage,  as  well  as  a lease  car  plan  and  many  extras.  Interests 
parties  should  send  their  curriculum  vitae  in  strict  confidence.  Dept.  612,  c/ 1 
NYSJM. 


CARDIOLOGIST:  Major  midwestern  teaching  and  research  medical  cente 

seeking  individuals  trained  in  coronary  care,  noninvasive  cardiology  and  reha h 
bilitation  cardiology  to  participate  in  an  active  clinical  research  and  teachin 
program  affiliated  with  major  medical  universities.  The  appointment  afford  F 
the  benefits  of  practicing  as  a member  of  a “closed  staff”  group  practice  wit 
major  facilities  which  include  a 1,100  bed  teaching  hospital  and  39  mediciM 
specialties  located  at  a central  city  clinic  and  three  suburban  satellite  clinic: |J 
Salary  and  fringe  benefits  are  competitive  and  the  latter  includes:  malpractic  g 
insurance,  generous  vacation  and  travel  time,  a disability  insurance  program  jj 
as  well  as  life  insurance,  a tax  sheltered  annuity,  BC/BX  master  medical  and  ca  j 3 
leasing  program.  Interested  physicians  should  forward  their  curriculum  v ta 
in  strict  confidence.  Dept.  614,  c/o  NYSJM. 
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Army  Medicine 
wants  more  doctors 
who  specialize. 

If  you’re  a physician  specializing  in  pediatrics,  anesthesiology,  radiology,  or 
internal  medicine,  we  Ye  got  a 1 nil  range  of  career  opportunities  for  you. 

These  opportunities  are  available  in  a setting  that’s  about  as  free  from  non- 
medical distractions  as  its  possible  for  a practice  to  be.  If  you’re  a doctor  who’s 
more  interested  in  practicing  medicine  than  the  running  of  a practice,  Army 
Medicine  could  be  perfect  for  you.  Just  call  your  local  Army  Medical  Counselor, 
and  he  will  discuss  specific  assignment  opportunities  with  you. 

Captain  Samuel  Fellows  315-423-5447 
or 

Captain  David  Stanton  516-538-7066 

Army  Medicine.  The  practice  that’s  practically  all  medicine. 


PHYSICIANS  WANTED— CONT  D 


GENERAL  INTERNIST:  Major  midwestern  teaching  and  research  medical  center 
has  an  opportunity  available  for  a Board  certified  internist  for  the  position  of 
Senior  Staff  Physician.  Department  of  Medicine.  The  appointment  affords  the 
benefits  of  practicing  as  a member  of  a “closed  staff'  group  practice  with  major 
facilities  which  include  a 1.100  bed  teaching  hospital  and  39  medical  specialties 
located  at  a central  city  clinic  and  three  suburban  satellite  clinics.  Affiliation 
with  several  major  medical  universities  affords  additional  teaching  opportunities. 
Salary  and  fringe  benefits  are  competitive  and  the  latter  includes:  malpractice 
insurance,  generous  vacation  and  travel  time,  a sound  disability  insurance  pro- 
gram, as  well  as  life  insurance,  a tax  sheltered  annuity,  a low  cost  lease  car  plan 
along  with  many  other  benefits.  Interested  physicians  should  forward  their 
curriculum  vitae  in  strict  confidence.  Dept.  617,  c/o  NYSJM. 


DIVISION  OF  EMERGENCY  MEDICINE:  Opportunities  available  for  physi- 
cians and  general  surgeons  at  our  major  midwestern  teaching  and  research 
medical  center.  We  are  affiliated  with  several  universities,  and  afford  the  benefits 
of  practicing  as  a member  of  a closed  staff  group  practice  at  our  main  campus. 
Individual  based  salary,  commensurate  with  experience  and  comprehensive 
benefits  are  offered.  These  include:  malpractice  insurance,  BC/BS  master 
medical,  life,  dental,  accident  and  travel  insurance  coverage,  as  well  as  a lease 
car  plan,  and  many  extras.  Interested  physicians  should  forward  their  curriculum 
vitae  in  strict  confidence.  Dept.  615,  c/o  NYSJM. 


OTOLARYNGOLOGIST:  Major  midwestern  teaching  and  research  medical 
center  has  a career  opportunity  for  a Board  certified  or  Board  eligible  otolaryn- 
gologist. The  appointment  would  encompass  activities  at  our  central  campus 
and  our  newly  established  suburban  clinics.  Affiliation  with  major  medical 
universities  affords  additional  teaching  opportunities.  An  otolaryngologist  who 
joined  our  staff  would  become  professionally  part  of  the  Department  of  Otolar- 
yngology and  would  carry  out  major  surgery  and  participate  in  teaching  at  the 
central  campus.  The  outpatient  practice  and  minor  surgical  procedures  would 
be  performed  at  a suburban  clinic.  Individual  based  salary,  commensurate  with 
experience  and  comprehensive  benefits  are  offered.  These  include:  malpractice 
insurance,  retirement  plan.  BC/BS  master  medical,  life,  accident,  travel  and 
dental  insurance  coverage,  as  well  as  a lease  car  plan  and  many  extras.  Interested 
parties  should  send  their  curriculum  vitae  in  strict  confidence.  Dept.  621,  c/o 
NYSJM. 


PRACTICES  WANTED 


1 ROLOGY  PRACTICE:  Wish  to  purchase,  take  over,  or  develop  solo  opportunity 
outside  New  York  City.  Call  (212)  932-3652;  (212)  781-4646.  or  write  Dept.  603, 
c/o  NYSJM. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT" 

Unique  positions  throughout  the  U S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc.  solo  and  group  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary  Free  service  to  candidates 

85  East  End  Ave.  NY  10028  (212)  RH  4-3615-3466 


A 

ASSISTANT 

RADIOLOGIST 

Full  time  position  in  expanding  radiology  department  of 
a medium  size  acute  care  hospital  in  New  York  metropol- 
itan area.  Successful  applicant  will  be  Board  certified,  well 
qualified  in  all  phases  of  diagnostic  imaging,  and  interested 
in  assisting  to  initiate  new  programs. 

Send  CV  and  salary  requirement  in  confidence 

TO  DEPT.  609,  c/o  NYSJM 

V J 
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PHYSICIANS  WANTED— CONT  D 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


I 


Your  choice  of  5 
courses  in  the 
growing 

health  care  field: 

ftjed.  Asst.,  Dental  Asst., 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide,  Med.  & Dent. 


Secretary. 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life ! 


cWestd}estef School 

FOR  PAKAPKOt  ESSIONAI.  TRAINING - 
130  Ontario  Si..  Albany.  N.Y  12206  ■ (518)  462-6621 
1 N Broadway.  While  Plains.  N Y 10601  (914)428-1960 
275  Broadhollow  Rd  (Rte  110).  Melville.  N.Y.  11746  • (516)  752-1060 


FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 

Fulfilling  all  the  typing  needs  of  the  Medical  Profession.  Free 
Pick-up  & Delivery.  Fast  Accurate  Service. 

(212) 592-1566 

99-05  58th  Ave.,  Corona,  N.Y.  11368 


Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year's  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 


Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 


New  York 

254  West  54  Street 
(212)  247-3434 


Hempstead,  LI 
175  Fulton  Avenue 
(516)  481-2774 


BRONX,  NEW  YORK:  PSYCHIATRIC  RESIDENCY,  Montefiore  Hospital  and 
Medical  Center  of  Albert  Einstein  College  of  Medicine  has  one  first  year  residency  | 
position  (PGY-2,  i.e.,  internship  required)  in  psychiatry  available  for  January  I 
1,  1978.  Outstanding  clinical  and  academic  program  with  broad  dynamic  ori-  J 
entation.  U.S.  citizenship  or  permanent  resident  status  required.  Call  or  write:  t 
Jack  L.  Katz,  MD.,  Director  of  Residency  Training,  Department  of  Psychiatry,  | 
Montefiore  Hospital  & Medical  Center,  111  East  210th  St.,  Bronx,  N.Y.  10467  I 
E.O.E.  (212)  920-4948/4040. 

RADIOLOGISTS:  Major  midwestern  teaching  and  research  medical  center  has 
an  opportunity  available  for  Board  certified  general  diagnostic  radiologist  and 
an  angiography  specialist.  These  appointments  afford  the  benefits  of  practicing 
as  a member  of  a “closed  staff  group  practice  at  our  main  campus,  our  suburban 
centers  as  well  as  several  affiliation  medical  schools.  The  Department  of  Diag- 
nostic Radiology  is  a multi-facet  in  that  it  is  composed  of  individual  “centers”  . 
for  general  diagnostic  activities,  nuclear  medicine  activities,  ultrasound  activities, 
and  most  recently,  computed  tomograph  procedure  which  includes  both  the  EMI 
head  scanner  and  the  EMI  body  scanner.  Training  programs  include  an  ac- 
credited residency  program  and  allied  health  science  education  programs  in  the 
areas  of  nuclear  medicine,  radiologic  technology,  and  ultrasound  technology. 
Salary  is  competitive  and  fringe  benefits  are  excellent.  Interested  physicians 
should  forward  their  curriculum  vitae  in  strict  confidence.  Dept.  623,  c/o 
NYSJM. 

EMERGENCY  ROOM  PHYSICIANS:  Full  time  positions  available  in  300+  bed 
hospital.  You  will  be  a part  of  an  8 man  rotating  team,  with  full  back-up  coverage 
in  all  specialties;  40  hour  work  week;  excellent  salary  plus  many  fringe  benefits 
including  4 weeks  vacation,  one  week  study  leave;  New  York  State  license  re- 
quired. Send  curriculum  vitae  to  Sister  Rose  Vincent,  Executive  Administrator 
St.  Elizabeth  Hospital,  2209  Genesee  St.,  Utica,  N.Y.  13501,  or  phone  (315)  i 
798-5123. 

GASTROENTEROLOGIST  (CLINICAL  HEPATOLOGIST).  Major  midwestern 
teaching  and  research  medical  center  has  a career  opportunity  for  a Board  cer- 
tified gastroenterologist  with  expertise  in  clinical  hepatology.  Research  op- 
portunities will  be  available  for  a qualified  candidate.  The  appointment  affords 
the  benefits  of  practicing  as  a member  of  a “closed  staff"  group  practice  with 
major  facilities  which  include  a 1,100  bed  teaching  hospital  and  39  medical 
specialties  located  at  our  main  campus  and  three  suburban  satellite  clinics. 
Affiliation  with  major  medical  universities  affords  additional  teaching  oppor- 
tunities. Salary  and  fringe  benefits  are  competitive  and  the  latter  includes: 
malpractice  insurance,  generous  vacation  and  travel  time,  a sound  disability  in 
surance,  as  well  as  life  insurance,  a tax  sheltered  annuity,  a low  cost  lease  car  plan 
along  with  many  other  benefits.  Interested  physicians  should  forward  theii  ' 
curriculum  vitae  in  strict  confidence.  Dept.  626,  c/o  NYSJM. 

DEPUTY  COUNTY  HEALTH  DIRECTOR:  Physician,  Epidemiologist  Deput; 
for  full  service  metropolitan  health  department  for  administration  plus  desigr 
and  implementation  of  numerous  planning/evaluation  studies  and  disease  contro 
activities.  Send  resume  to:  Joel  L.  Nitzkin,  M.D.,  Director,  Monroe  Count)  J 
Health  Department,  111  Westfall  Road,  Rochester,  N.Y.  14602. 

THERAPEUTIC  RADIOLOGIST:  Major  midwestern  teaching  and  researcl 
medical  center  has  an  opportunity  available  for  a radiation  therapist  in  its  De 
partment  of  Therapeutic  Radiology.  The  appointment  affords  the  benefits  o J 
practicing  as  a member  of  a “closed  staff”  group  practice  with  major  facilitie: 
which  include  a 1,100  bed  teaching  hospital  and  39  medical  specialties  locatet 
at  our  main  campus  and  three  suburban  satellite  clinics.  Affiliation  with  majo 
medical  universities  affords  additional  teaching  opportunities.  The  Departmen 
of  Therapeutic  Radiology  is  presently  composed  of  three  (3)  staff  physicians;  threi 
(3)  residents  in  an  approved  residency  program;  eight  (8)  technologists,  sevei 
(7)  of  whom  are  registered  in  therapy;  one  (1)  physicist;  one  (1)  research  assistant 
one  (1)  nurse;  and  an  8-member  clerical  pool.  Teaching  involves  other  staf 
physicians,  residents,  3rd  and  4th  year  medical  students,  and  radiation  therap; 
technology  students.  Equipment  includes  a Clinac-12  Accelerator;  35  ME\ 
Brown  Boveri  Betatron;  stationary  and  rotational  cobalt;  simulator  and  transversi 
tomography;  after  loading  interstitial  and  intracavitary;  computer  dosimetry 
and  mould  room.  The  department  treats  900  new  and  recurrent  cases  every  year  . 
Excellent  cooperation  between  the  Therapeutic  Radiology  Department  and  othe 
medical  and  surgical  departments  affords  opportunities  to  treat  patients  witl 
diversity  of  malignant  diagnoses,  in  a multi-disciplinary  setting.  We  are  in  thi 
position  to  offer  an  excellent  individually  based  salary  commensurate  with  ex 
perience,  and  a comprehensive  benefit  program.  Interested  physicians  shouk  I 
forward  their  curriculum  vitae  in  strict  confidence.  Dept.  627.  c/o  NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST  , N.Y.C.  LEXINGTO! 
Professional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychiatri 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptioms  I 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  ler.se 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


LANS  RENCE,  L.I.,  N'.N  . IN  CHOICE  LOCATION  Spacious  8 room,  3 bedroom 
home  and  7 room  office  wing  with  separate  entrance.  Suitable  for  2 physicians. 
200  ma  X-ray  available.  Golf,  Tennis,  Boating  nearby.  Close  to  beaches, 
transportation  and  houses  of  worship.  Internist  retiring  Negotiable.  Phone 
(516)  371-1800. 


SIX  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
in  Lynbrook,  L.I  Available  immediately.  Centrally  located  near  major  hos- 
pitals. Call  (212)  297-4140. 


WESTBURY,  NEW  YORK:  Save  money,  no  brokers.  Seven  spacious  rooms,  2V2 
baths,  fireplace,  finished  basement,  elec,  eye  garage  door,  carpeting,  appliances, 
many  extras.  ' 4 acre  Mortgage  7'^%.  Principals  only.  $59,500.  Call  weekdays 
after  6 p in  (5161  333-2698. 


EX  FENDED,  CUSTOM  BUILT,  COLONIAL  styled,  brick  & cedar  Cape  Cod 
home  on  oversized,  heavily  wooded  property.  Wood  panel  fireplace  with  bay 
winow  in  13'  X 22'  living  room.  Natural  wood  doors  and  woodwork  throughout. 
Bay  window  in  12'  X 15'  partially,  paneled  dining  room.  Eat-in  kitchen  with 
Dutch  door.  Pantry.  Three  bedrooms  first  floor,  one  bedroom  on  second  floor. 
Expansion  attic.  1 '/a  baths.  Center  hall  with  Dutch  door  entrance.  Semi-cir- 
cular, blue  stone  driveway.  Attached  double  garage.  Sewers.  New  roof.  Full 
basement.  North  Merrick,  Long  Island,  N Y Mid  $60's.  Evenings  (516) 
221-4875. 


EAST  PATCHOGUE,  LONG  ISLAND:  Suites  available.  New  Medical  Arts 
Building.  Brookhaven  Memorial  Hospital.  Nassau  County:  (516)  222-1222; 
Suffolk  County:  (516)864-7900. 


I NEED  A DOCTOR!  REDUCED  THOUSANDS.  I need  tender  loving  care  I 
am  a gorgeous  extra  large  custom  13  room  Colonial  home  set  on  one  acre  with  a 
20  X 40  inground  pool.  I exist  in  the  most  sought  after  Landing  Ave.  area  of 
Smithtown,  L.I  Close  to  hospitals.  Magnificent  4 room  office,  wall  to  wall 
carpeting,  central  air  conditioning,  all  appliances,  2 zone  heating,  many  extras 
too  numerous  to  list.  V.  & V.  Realtv  Inc.,  $109,990.  Ask  for  George  Anna  (516) 
543-7410;  eves.  368-5491. 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan.  NYC  professional  office,  or  to  buy.  sell 
or  appraise  a co-op,  contact  Nathan  H Friedman  of  Douglas  Elliman-Gibbons 
& Ives.  Inc..  745  Fifth  Ave  . N Y N Y.  (212)  832-5571. 


SPACE  AVAILABLE  IN  LARGE  PROFESSIONAL  COMPLEX  in  Western 
Suffolk  County.  New  York  Full  time  successful  practice  quickly  Ideal  for 
family  practice,  internal  medicine  or  allergy.  Finished  suites,  or  will  build  to 
suit.  Robert  Katz,  M.D.,  Suffolk  Avenue  Professional  Building,  Brentwood,  N.Y. 
11717.  Tel:  (516)273-5888. 


SPACIOUS,  FURNISHED  APARTMENT  with  available  office  for  practice, 
suitable  for  single,  non  smoker,  on  tree  lined  street,  close  to  public  transportation, 
in  Rockland  County,  N.Y.  Call  evenings  (914)  735-5985. 


SCARSDALE  AREA.  DOCTORS!  Real  opportunity  to  own  a lovely  air  cond.  home 
complete  with  3 rm.  professional  suite  plus  waiting  rm.  4 beautiful  bedrms..  2V2 
baths.  Living  & dining  rms.  with  cathedral  ceilings,  new  eat-in  kitchen,  family 
rm.  with  fireplace,  dining  deck.  Edgemont  Schools.  $129,500.  Sole  agent  Julia 
B.  Fee,  Inc.,  49  Spencer  Place,  Scarsdale,  N.Y.  (914)  725-3305. 


VALLEY  STREAM,  L.I.,  N.Y.  Office  building,  ideal  location.  Sunrise  Highway. 
Adjacent  to  RR  Station.  Private  entrance,  street  floor  Approx.  1500  sq.  ft.  office 
space.  Exceptional  opportunity  for  optician.  (516)  599-2600. 


OFFICE  FOR  SALE— EAST  60TH  ST.,  NYC:  Pleasant,  well  laid-out,  6 room 
office  (with  additional  secretary's  space)  in  a coop  medical  building.  Very  con- 
venient to  transport.  Low  maintenance  including  doorman,  answering  service 
and  electricity.  Air  conditioned.  Furniture  and  equipment  available  for  sale 
if  desired.  Call  Miss  Oldham  (212)  838-9050. 


RIVERDALE,  2750  JOHNSON  AVE.,  NYC.  "The  Ravmont”.  Luxury  elevator 
bldg.  Magnificent,  large  medical  office  suite  avail,  immediately.  Separate  street 
entrance.  See  Superintendent  prem.  Apt.  3-G. 

LONG  ISLAND,  N.Y.  Professional  site,  4 bedroom,  custom  built  Colonial,  2V2 
baths,  living  room,  dining  room,  eat-in  kitchen,  den,  laundry,  full  basement,  24 
X 30  attached  garage,  on  one  acre.  Growing  north  shore  community  in  need  of 
phvsician.  Main  road,  across  from  school  and  near  adult  communities.  $62,500. 
(516)  744-2821. 


1 . Compatibility  of  the  physician  and  his  specialty 
with  the  required  environment. 


2.  Careful  consideration  of  cost  and  long-term  gains, 
with  emphasis  on  tax  savings  and  equity  "build-up”. 
Let  us  confidentially  review  your  facility  needs,  build- 
ing management  problems,  or  objectives  relating  to 
ownership  of  your  own  building.  Call  today. 


M 


inton 

anoqement 

^corporation 


P.O.  Box  405 
Somers,  NY  10589 
(203)  966-4544 


J 


Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212)  472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician  Call  or  write  for  further  details. 


LEASE  FOR  LESS 

any  of  the  following  1978 
cars 

A C'a  itiacc  # T-Bird 

Supreme 
• Buick 

$162.00 
per  mo. 

• Monte 
Carlo 
Coupe 

Bering,  power 
w radial  tires, 
g.,  vinyl  roof, 

irity  deposit  $250 
Phone 

(516)  222-9041 

negai 

V- 8 auto,  trans.,  power  st< 
brakes,  air-cond.,  radio,  w/ 
tinted  glass,  body  side  mid' 
defroster. 

29  months  closed  end  lease.  Sea 

CARANN  LEASING  CORP. 

Authorized  Membership  Benefit 
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Now ...  the  AMA  brings  CME  to  you! 


As  you're  aware,  state  medical  societies,  spe- 
cialty societies,  and  other  medical  groups  in  in- 
creasing numbers  are  making  continuing  medi- 
cal education  (CME)  a requirement  for  member- 
ship. Already  some  state  licensure  boards  are 
requiring  CME  for  relicensure. 

Recognizing  its  importance  to  members,  the 
AMA  has  greatly  expanded  its  CME  program- 
ming. In  1977,  your  AMA  will  offer  15  regional 
meetings,  as  well  as  scientific  programs  at  the 
Annual  convention  and  Winter  Meeting. 

These  new  regional  meetings  make  it  easier, 
more  convenient  for  you  to  fulfill  your  CME  needs 
by  bringing  the  programs  closer  to  your  home- 


town and  scheduling  them  on  weekends  to  avoid 
interference  with  your  practice. 

All  courses  are  approved  by  the  AMA  Council 
on  Continuing  Medical  Education  as  meeting  the 
criteria  for  Category  1 toward  the  AMA  Physi- 
cian’s Recognition  Award,  which  certifies  com- 
pletion of  150  hours  of  CME  over  three  years. 
Since  the  initiation  of  the  PRA  program  in  1969, 
more  than  58,000  physicians  have  qualified 
and/or  requalified  for  the  award. 

CME  is  just  one  of  the  many  vital  services  the 
AMA  provides  for  its  members.  With  your  sup- 
port, it  can  do  even  more. 


Please  send  me  more  information  on  the  AMA 
and  AMA  membership. 


Name 

Address 

City/State/Zip 
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Subscriptions  to  “WHAT  GOES  ON"  are  being  offered  at  less  than 
cost.  The  $3.00  one-year  subscription  rate  guarantees  you  12  issues 
mailed  first  class  in  advance  of  the  New  York  State  Journa1  of 
Medicine. 
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DEADLINE  DATES  FOR  WHAT  GOES  ON 


Meeting  Dates 
March  1978 
April  1978 
May  1978 
June  1978 
July  1978 
August  1978 
September  1978 
October  1978 
November  1978 
December  1978 
January  1979 
February  1979 


Deadline  Dates 
January  1,  1978 
February  1,  1978 
March  1,  1978 
April  1,  1978 
May  1,  1978 
June  1,  1978 
July  1,  1978 
August  1,  1978 
September  1,  1978 
October  1,  1978 
November  1,  1978 
December  1,  1978 


NEW  YORK  CITY 

The  New  York  Academy  of  Medicine  and  The 
Salmon  Committee  on  Psychiatry  and  Mental 
Hygiene 

2 East  103rd  Street 

December  1,  4:30-8:00  p.m.,  Thursday 
LECTURE  #1 

THE  OPIATE  RECEPTOR  AND  OPIOID  PEPTIDES 
LECTURE  #2 

DOPAMINE  RECEPTORS  AND  SCHIZOPHRENIA 

Solomon  H.  Snyder 

CREDIT:  AMA  Cat.  1 (2V2  hrs.) 


The  New  York  Academy  of  Medicine  and  the 
New  York  Society  of  Physical  Medicine  and 
Rehabilitation 

2 East  103rd  Street 

December  7,  8:00  p.m.,  Wednesday 

Section  on  Biomedical  Engineering  with  the 
Section  on  Physical  Medicine  and 
Rehabilitation 

THE  USE  OF  ELECTRICAL  STIMULATION  IN  THE 

TREATMENT  OF  RESISTANT  BONE  FRACTURES  AND 

ORTHOPEDIC  INJECTIONS 

Joseph  A.  Spadaro 

CREDIT:  AMA  Cat.  1(1  % hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 


December  19,  4:30  p.m.,  Monday 

Section  on  Radiology  with  the  New  York 
Roentgen  Society 

THE  CHEST 
Kent  Ellis,  M.D. 

BRONCHOCELE-RADIOGRAPHIC  RECOGNITION 
AND  SIGNIFICANCE 
Stuart  Sagel,  M.D. 

THE  SMALL  PERIPHERAL  LUNG  NODULE 
Murray  Baron,  M.D. 

CHEMOTHERAPY  FOR  BRONCHIOGENIC  CARCINOMA- 
RECENT  ADVANCES  WITH  EMPHASIS  ON  OAT  CELL 
CARCINOMA 

A.  Phillippe  Chahinian,  M.D.,  Lynn  H.  Ratner,  M.D. 

LUNG  MASSES 
Ken?  Ellis,  M.D. 

CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

Section  on  Radiotherapy 

CARCINOMA  MIDDLE  EAR 
John  Boland,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

SPECIAL  PROCEDURES  IN  CHEST  RADIOLOGY 
Stuart  Sagel,  M.D. 

CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 

Reception  and  Dinner  6:00-7:00  p.m. 


Section  on  Radiotherapy 

PITUITARY  AND  PARAPITUITARY  LESIONS 
Simon  Kramer,  M.D. 

CREDIT:  AMA  Cat.  1 ( 1 V2  hrs.) 

December  19,  8:00  p.m.,  Monday 

Section  on  Ophthalmology 

LID  AND  ADNEXAL  TRAUMA 
(BURNS  AND  LACERATIONS) 

Gerard  Shannon,  M.D. 

ANTERIOR  SEGMENT  TRAUMA 
(CORNEAL  BURNS  AND  LACERATIONS) 

Stuart  Brown,  M.D 
POSTERIOR  SEGMENT  TRAUMA 
Jackson  Coleman,  M.D. 

MUSCLE  CONE  DERMAL  FAT  GRAFTS  FOR 
ANOPHTHALMIC  MOTILITY 
Byron  Smith,  M.D. 

CREDIT:  AMA  Cat.  1 ( 1 V2  hrs.) 

Reception  6:00  p.m. — Supscription  Dinner  7:00  p.m. 
December  20,  8:00  p.m.,  Tuesday 

Section  on  Surgery 

MANAGEMENT  OF  THE  HIGH-RISK  SURGICAL  PATIENT 
Arthur  H.  Aufses,  Jr.,  M.D. 

SURGERY  IN  PATIENTS  WITH  ADVANCED  RENAL 
FAILURE 

Moshe  Haimov,  M.D. 

SURGERY  OF  THE  HIGH-RISK  CARDIAC 
Robert  Litwak,  M.D. 

SURGERY  OF  PATIENTS  WITH  BLOOD  DYSCRASIAS 
Isadore  Kreel,  M.D. 

SURGERY  OF  THE  HIGH-RISK  AGED  PATIENT 
Charles  McSherry,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai 
School  of  Medicine  (CUNY) 

Hospital  for  Joint  Diseases  and  Medical  Center 

December  2,  Friday  9:00  a. m. -5:00  p.m. 

(REHABILITATION  MEDICINE  PM  232) 

BIOMECHANICAL  EVALUATION  OF  LOWER  LIMB 
PROSTHETICS  AND  ORTHOTICS 
James  Demopoulos,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 

•The  Mount  Sinai  Medical  Center 

December  2,  Friday  9:00  a. m. -4:30  p.m. 

(MEDICINE  233) 

ENDOCRINOLOGY  UPDATE  1978 
Dorothy  Krieger,  M.D. 

FEE:  $75.  CREDIT:  AMA  Cat.  1 

December  2-3,  Friday  and  Saturday  9:00  a. m. -5:00  p.m. 

(SURGERY  PM  234) 

VASCULAR  SURGERY  FOR  THE  NON  VASCULAR 
SURGEON 

Julius  Jacobson  II,  M.D. 

FEE:  $750.  including  luncheons  CREDIT:  AMA  Cat.  1 

•Bronx  Veterans  Administration  Hospital 

December  6,  1977-June  1978  Tuesdays,  8:30  a m. -9:30  a. m. 
(PATHOLOGY  PM  247) 

PRINCIPLES  OF  IMMUNOPATHOLOGY 
Fiorenzo  Paronetto,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 

•The  Mount  Sinai  Medical  Center 

December  8- 10,  Thursday-Saturday  9:00  a. m. -5:00  p.m. 
(NEUROLOGY  PM  124) 

NEUROCHEMISTRY 
Gerard  M.  Lehrer,  M.D. 

FEE:  $200.  CREDIT:  AMA  Cat.  1 

December  8-9,  Thursday-Friday  9:00  a. m. -5:00  p.m. 

(PM  211  COMPUTERS  IN  MEDICINE) 
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A GUIDE  TO  THE  PRACTICING  PHYSICIAN 
Samuel  K.  Elster,  M.D. 

FEE:  $25.  CREDIT:  AMA  Cat.  1 

December  15,  Thursday  9:00  a m.  -5:00  p.m. 

MEDICAL  MYCOLOGY  WITH  SPECIAL  EMPHASIS  ON 
THE  COMPROMISED  HOST 
Robert  A.  Ollar,  D.Sc.,  Shalom  Z.  Hirschman,  M.D 
FEE:  $75.  CREDIT:  AMA  Cat.  1 

December  1977  'Day  to  be  announced  9:00  a m.  -4:00  p.m. 
‘Hospital  for  Joint  Diseases  and  Medical  Center 
(ORTHOPAEDICS  PM  290) 

BIOMECHANICS  AND  BIOMATERIALS  OF  BONE,  JOINTS, 
AND  IMPLANTS  SYMPOSIUM 
James  Pugh,  Ph  D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 


New  York  Eye  and  Ear  Infirmary 

310  East  14th  Street 

December  3,  Saturday  8:45  a m. -4:45  p.m. 

1.  REVIEW  OF  ANATOMY  AND  PHYSIOLOGY  OF  THE 
EYE 

2.  COMMON  OCULAR  DISEASES 

3.  LACRIMAL  CONDITIONS 

4.  PEDIATRIC  OPHTHALMOLOGY 

5.  NEURO-OPHTHALMOLOGY 

6.  THE  ORBIT 

7.  GLAUCOMA 

8.  SYSTEMIC  MEDICAL  AND  NEUROLOGICAL 
DISEASES  WITH  OCULAR  FINDINGS 

9.  SENILITY  AND  THE  AGING  EYE 

10.  SIMPLIFIED  PROCEDURES  FOR  EVALUATION  OF 
OCULAR  STATUS 

11.  THERAPY  IN  OCULAR  CONDITIONS;  REFRACTION 
PROBLEMS  AND  CONTACT  LENS 

12.  OCULAR  SURGERY 

13.  QUESTION  PERIOD 

CREDIT:  AMA  Cat.  1 (8  hrs.) 

Mortimer  R.  Cholst,  M.D.,  Irwin  J.  Cohen.  M.D.,  Harold 
Kirshner,  M.D.,  Abraham  Schlossman,  M.D.,  Seymour 
Fraiden.  M.D.,  G.  Peter  Halberg,  M.D. 

For  further  information  contact  Jane  Stark,  Post-Graduate  of 
the  New  York  Eye  & Ear  Infirmary,  310  East  14th  St.,  New 
York.  Tel:  212/673-3480 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
December  3-4 
URODYNAMICS 

FEE:  $165.  CREDIT:  AMA  Cat.  1 

December  7-9 

CLINICAL  ELECTRODIAGNOSIS  OF  NEUROMUSCULAR 
DISEASE 

FEE:  $240.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Office  of  the  Associate  Dean, 
Registration  Department,  NYU  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York  10016.  Tel:  212/679-3200. 


Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

December  2,  10:30- 1 1:30  a.m.,  Friday 
CYSTIC  FIBROSIS  (UPDATE) 

Carolyn  Denning,  M.D. 

For  further  information  contact  Alvin  N.  Eden,  M.D.,  Wyckoff 
Heights  Hospital,  374  Stockholm  Street,  Brooklyn  11237. 
Tel:  212/963-7272. 


9:30- 10:30  a.m 
December  6 

FLUID  & ELECTROLYTE  BALANCE 
Leon  Nadrowski,  M.D. 

December  13 

BASIC  PULMONARY  PHYSICAL  WITH  USE 
OF  INCENTIVE  SPIROMETER 
Leon  Nadrowski,  M.D. 

December  20 

USE  AND  ABUSE  OF  ANTIBIOTICS 
Charles  E.  Cherubin,  M.D. 

For  further  information  contact  Mildred  Tobias,  Wyckoff 
Heights  Hospital,  374  Stockholm  Street,  Brooklyn  11237. 
Tel:  212/963-7272. 


Westchester  Square  Hospital  in  collaboration 
with  the  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m. 

December  7 

PSYCHOLOGICAL  PROBLEMS  OF  PATIENTS  AND  THEIR 
FAMILIES’ ROLE  OF  LIAISON  PSYCHIATRY 
Robert  I.  Steinmuller,  M.D. 

NO  FEE  CREDIT:  AAFP  V/2 

December  2 1 

COMMON  SKIN  DISEASE,  THEIR  DIAGNOSES  AND 

MANAGEMENT 

Michael  B.  Davis,  M.D. 

NO  FEE  CREDIT:  AAFP  lV2 


The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

555  Prospect  Place 
Brooklyn 
December  7 

AMERICAN  SOCIETY  OF  HEMATOLOGY  MEETING 
December  14 

THERAPY  INDUCED  LEUKEMIA 
Fred  Rosner,  M.D. 

December  2 1 

LIFE  THREATENING  COMPLICATIONS  IN  PATIENTS  WITH 
CANCER 

Alan  D.  Turnbull,  M.D. 

For  further  information  contact  The  Jewish  Hospital  and 
Medical  Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn 
11238.  Tel:  212/240-1211. 


Beth  Abraham  Hospital 

612  Allerton  Avenue 
Bronx 

December  8 

HYPERLYPIDEMIA  IN  THE  ELDERLY: 

CAUSES  AND  EFFECTS 
Herbert  Ross,  M.D. 

December  15 

CARDIO-ELECTRO-PHYSIOLOGICAL  EFFECTS 
OF  DIGITALIS 
Michael  Rosen,  M.D 
December  22 

NUTRITION  IN  THE  CANCER  PATIENT 
Maurice  Shils,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Harvey  C.  Shapiro,  M.D.  Beth 
Abraham  Hospital,  612  Allerton  Avenue,  Bronx  10467.  Tel: 
212/920-6013. 
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Downstate  Medical  Center  (SUNY)  and  Triboro 

Surgical  Society 

450  Clarkson  Avenue 
Brooklyn 

December  9-  10,  ^:00  a. m. -5:00  p.m. 

BURN  SYMPOSIUM 
in-C'hul  Song,  M.D. 

FEE-  $50."  CREDIT:  AMA  Cat.  1 (14  hrs.) 

For  further  information  contact  In-Chul  Song,  M.D.,  Dept. 
Plastic  Surgery.  450  Lenox  Road,  Brooklyn  11203. 


Mount  Sinai  School  of  Medicine  (CUNY) 

Annenberg  Building 
Fifth  Avenue  and  100th  Street 
^ December  10,  8:00  a m. -5:45  p.m. 

MANAGEMENT  OF  PATIENTS  WITH  CORONARY 
ARTERY  DISEASE  UNDERGOING  MAJOR  NON-CARDIAC 
SURGERY 

MEDICAL  EVALUATION 
Samuel  K.  Elster,  M.D 

RISKS  AND  OPTIMAL  ANESTHETIC  MANAGEMENT 
Marjorie  J.  Topkins,  M.D. 

INTRAOPERATIVE  AND  POST-OPERATIVE  MYOCARDIAL 
INFARCTION  MANAGEMENT 
Leslie  A.  Kuhn,  M.D. 

ANESTHESIA,  SURGERY  AND  RESULTS 
OF  CORONARY  ARTERY  BYPASS  OPERATIONS 
INDICATION  FOR  AND  SELECTION  OF  PATIENTS 
FOR  OPERATION 
Michael  V.  Herman,  M.D. 

ANESTHETIC  MANAGEMENT  FOR  CORONARY  ARTERY 
BYPASS  SURGERY 
Emerson  A.  Moffitt,  M.D. 

PLACE  OF  ACUPUNCTURE  DURING  ANESTHESIA 
FOR  OPEN  HEART  SURGERY 
Ingrid  Hollinger,  M.D. 

CORONARY  ARTERY  BYPASS:  CONCEPTS  OF 
SURGICAL  MANAGEMENT 
Robert  S.  Litwak,  M.D. 

EVALUATION  OF  THE  RESULTS  AND  FOLLOW  UP 
AFTER  CORONARY  ARTERY  BYPASS  SURGERY 
Harvey  Kemp,  M.D. 

THE  POSTOPERATIVE  CARDIOVASCULAR  AND 

PULMONARY  SUBSYSTEM 

POST  OPERATIVE  CARE  AND  MONITORING  OF 

HEMODYNAMIC  PARAMETERS  IN  THE  CARDIAC 

INTENSIVE  CARE  UNIT 

Roy  A.  Jurado,  M.D. 

POST  OPERATIVE  RESPIRATORY  CARE  IN  CARDIAC 
INTENSIVE  CARE  UNIT 
Olof  Norlar.der,  M.D. 

CLOSING  PRESENTATION 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  George  Silvay,  M.D.,  Dept,  of 
Anesthesiology,  Mount  Sinai  School  of  Medicine,  Fifth 
Avenue  and  100th  Street,  New  York  10029. 


Veterans  Administration  Hospital 

Brooklyn 

December  12,  3:30  -5:00  p.m. 

STEROID  HORMONE  INFLUENCES  ON  BRAIN  FUNCTION 
Bruce  McEwen,  M.D 

For  further  information  contact  Eleanor  Z Wallace,  M.D., 
Veterans  Administration  Hospital,  Brooklyn  11209. 


Beth  Israel  Medical  Center  with  The  Page  & 
William  Black  Post-Graduate  School  of 
Medicine  of  the  Mt.  Sinai  School  of  Medicine 
(CUNY) 


10  Nathan  D.  Perlman  Place 
December  12-15,  9:00  a. m. -5:00  p.m. 

THE  MEDICAL  HISTORY  AND  PHYSICAL  EXAMINATION 
OF  THE  DENTAL  AND  ORAL  SURGICAL  INPATIENT 
Edward  M.  Drescher,  D.D.S.  and  Charles  E.  Barr,  D.D.S. 

* Prerequisite  for  the  course  is  at  least  one  year  residency  in 
an  ADA  approved  hospital  program. 

FEE:  $200.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Post-Graduate  Medical 

Education  Office,  Beth  Israel  Medical  Center,  10  Nathan  D. 

Perlman  Place,  New  York  10003.  Tel:  212/673-3000  ext. 

2135. 


Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 
December  14,  8:30  p.m. 

MEDITATION  AND  PSYCHOTHERAPY 
Patricia  Carrington,  Ph.D. 

Specialty  Training  Program  in  Psychoanalytic  Medicine  of  the 
Postgraduate  Center  for  Mental  Health  and  of  the  American 
Academy  of  Psychoanalysis. 

NO  FEE  CREDIT:  AMA  Cat.  1 & APA 

For  further  information  contact  David  Shainberg,  M.D.,  Dean, 

at  the  above  address,  New  York  10016.  Tel:  212/MU  9- 

7700. 


WESTCHESTER  COUNTY 


St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

December  7,  7:00-9:00  p.m. 

NEWER  METHODS  OF  THERAPY  FOR  END-STAGE 
RENAL  DISEASE 
Eli  Friedman,  M.D. 

December  8,  9:00  a.m. 

PRACTICAL  ASPECTS  OF  BLOOD  TRANSFUSION 
Barry  Wenz,  M.D. 

CREDIT:  AAFP 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  St. 
Joseph  s Hospital,  127  South  Broadway,  Yonkers  10701. 
Tel:  914/965-6700. 


QUEENS  COUNTY 


Astoria  General  Hospital  co-sponsored  by 
Albert  Einstein  College  of  Medicine 

25-10  30th  Avenue 

Long  Island  City 

December  5,  9:00- 1 1:00  a.m. 

FIVE  OF  THE  MOST  COMMONLY  SEEN  RESPIRATORY 
PROBLEMS  IN  FAMILY  PRACTICE 
Medhat  F.  Sami,  M.D. 

CREDIT:  AMA  & AAFP 

December  10 

PREOPERATIVE  ASSESSMENT  OF  THE  PATIENT 
REQUIRING  MAJOR  SURGERY 
Joseph  Reichel,  M.D. 

December  17 

FLUID-ELECTROLYTE  EQUILIBRIUM:  HOMEOSTASIS 
AND  PATHOPHYSIOLOGY 
Ronald  Golden,  M.D. 

CREDIT:  AMA  & AAFP 

For  further  information  contact  Astoria  General  Hospital, 
25-10  30th  Avenue,  Long  Island  City,  1 1 102.  Tel:  212/ 
932-1000. 

Mount  Sinai  Services,  City  Hospital 
Center  at  Elmhurst 
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Aran  Safir,  M.D. 

FEE:  $100  CREDIT:  AMA  Cat.  1 

December  9,  Friday  9:00  a m. -5:00  p.m. 

(GERIATRICS  PM  261) 

79-01  Broadway 
Elmhurst 

3:30  p.m , Mondays 
December  5 

CLINICAL  PATHOLOGICAL  CONFERENCE 
December  12 

IMMUNOLOGY  AND  NEW  THERAPY  FOR  MULTIPLE 

SCLEROSIS 

John  B Zabriskie.  M.D 
December  19 

CURRENT  DEVELOPMENTS  IN  RHEUMATOID  ARTHRITIS 

Charles  M.  Plotz.  M.D. 

For  further  information  contact  Stanley  G.  Seckler,  M.D.,  City 

Hospital  Center  at  Elmhurst,  79-01  Broadway,  Elmhurst, 

11373.  Tel:  212/830-1321. 


Long  Island  Jewish-Hillside  Medical  Center  & 
Queens  County  Psychiatric  Society  and 
Creedmoor  Psychiatric  Center 
Creedmoor  Psychiatric  Center 

Commonwealth  Blvd..  Queens  Village 
December  6 

(1  part  of  12  part  series) 

8:30  p.m  - 10:30  p.m.,  Tuesday 

DEPRESSION  IN  YOUNG  WOMEN 
Helen  A.  DeRosis,  M.D. 

NO  FEE:  Members  Queens  County  Psychiatric  Society 

NON-MEMBERS:  $10.  for  series 

For  further  information  contact  Ann  J.  Boehme,  Continuing 
Education  Coordinator,  Long  Island  Jewish-Hillside  Medical 
Center,  New  Hyde  Park,  1 1040.  Tel:  212/470-2850. 


NASSAU  COUNTY 


North  Shore  Biofeedback  Clinical  Services 

1405  Old  Northern  Boulevard 
Roslyn 

December  2.  3,  4 

INSTITUTE  FOR  PSYCHOSOMATIC  RESEARCH'S 
ADVANCED  TRAINING  PROGRAM 
For  further  information  contact  Raymond  J.  Havelick,  Ph  D., 
North  Shore  Biofeedback  Clinical  Services,  1405  Old 
Northern  Blvd..  Roslyn  11576.  Tel:  516/484-5922. 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  at  Stony  Brook 

Schwartz  Research  Building 
New  Hyde  Park 
December  5,  4:30  p.m. 

RESPONSES  OF  THE  INNER  EAR  TO  NOISE  TRAUMA 
James  B.  Snow,  M.D. 

For  further  information  contact  Allan  L.  Abramson,  M.D., 
Director,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park,  11040.  Tel:  212/470-2779. 

St.  Francis  Hospital  co-sponsored  by  the 
American  College  of  Surgeons, 

Brooklyn-Long  Island  Chapter 

100  Port  Washington  Blvd. 

Roslyn 

December  7,  Wednesday 

MINI  POSTGRADUATE  COURSE: 

MANAGEMENT  OF  FLUID,  ELECTROLYTE  AND 
ACID-BASE  PROBLEMS  IN  THE  SURGICAL  PATIENT 
Charles  E.  Rogers,  M.D. 

For  further  information  contact  The  Dept,  of  Continuing 
Medical  Education,  St.  Francis  Hospital,  100  Port  Washington 
Blvd.,  Roslyn,  11576.  Tel:  516/627-6200,  ext.  1936. 


SUBSCRIPTION 

Subscriptions  to  WHAT  GOES  ON"  are  being  offered  at  less  than 
cost  The  $3  00  one-year  subscription  rate  guarantees  you  12  issues 
mailed  first  class  in  advance  of  the  New  York  State  Journal  of 
Medicine. 


SUFFOLK  COUNTY 


Kings  Park  Psychiatric  Center  co-sponsored  by 
The  Suffolk  County  District  Branch  of  the 
American  Psychiatric  Association 

Kings  Park 
December  7 

10:30  a m.- 12:00  noon 

HYMAN  SEXUAL  FUNCTION  AND  DYSFUNCTION 
CREDIT:  APA  applied  for 

For  further  information  contact  G.  V.  Laury,  M.D.,  Kings  Park 
Psychiatric  Center,  Kings  Park,  1 1754.  Tel:  516-544- 

2677. 

Southside  Hospital  co-sponsored  by 
The  Suffolk  Academy  of  Medicine 

Montauk  Highway 
Bay  Shore 

* This  program  started  in  September  and  goes  through  June 
1978,  8:30-10:00  a m. 

December 

MEDICAL  TREATMENT  IN  BREAST  CARCINOMA 
CREDIT:  AMA  Cat.  1 


Southampton  Hospital  co-sponsored  by 
The  Suffolk  Academy  of  Medicine 

Meeting  House  Lane 
Southampton 

* This  program  started  in  September  and  goes  through 
January  1978 
December  12 

CARDIOVALVULAR  & CORONARY  ARTERY  SURGERY— 
WHEN  TO  REFER  FOR  TREATMENT 
Stephen  Gulotta,  M.D. 

CREDIT:  AMA  Cat.  1 


Suffolk  County  Pediatric  Society  co-sponsored 
by  The  Suffolk  Academy  of  Medicine 

Teapot  Lane 
Smithtown 

* This  program  started  ir , October  and  goes  through  May 
1978. 

December  14 

Wednesdays,  8:30-10:00  p.m. 

BLOOD  PROBLEMS  OF  NEWBORN 
Denis  R.  Miller,  M.D. 

CREDIT:  AMA  Cat.  1 


Brookhaven  Memorial  Hospital 

101  Hospital  Road 
Patchogue 

8:00-9:00  a.m. 

December  2 

LAPAROSCOPY 
Michael  Beckerman,  M.D. 

December  9 

PSYCHOLOGICAL  TESTING 
Shoel  Cohen,  Ph  D. 

December  16 

MEETING  THE  SPIRITUAL  NEEDS  OF  OUR  PATIENTS 
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OUT-OF-STATE 


B.  M.  H.  affiliated  Clergy 
December  23 

TUMORS  OF  THE  CENTRAL  NERVOUS  SYSTEM 
Allen  Zippin,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Ms.  Helen  Salerno, 
Brookhaven  Memorial  Hospital,  101  Hospital  Road, 
Patchogue  11772. 


JOHNSON  CITY 


Wilson  Memorial  Hospital  co-sponsored  by 
Upstate  Medical  Center  (SUNY) 

33-57  Harrison  Street 
Johnson  City 

11:00  a.m.  Thursdays 
December  1 

RESPIRATORY  ASSISTANCE— WHEN  TO  START 
AND  STOP 
Robert  Gilbert,  M.D. 

December  8 

IMMUNOHEMOLYTIC  ANEMIAS 
William  Williams,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Mucio  R.  Valenca,  M.D., 
Wilson  Memorial  Hospital,  33-57  Harrison  Street,  Johnson 
City,  13790.  Tel:  607/773-6391. 


BUFFALO 


Roswell  Park  Memorial  Institute 
and  American  Cancer  Society 

New  York  State  Division 
666  Elm  Street 
Buffalo 
December  15 

THE  ROLE  OF  REHABILITATION  IN  CANCER 
CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Ms.  Claudia  Lee,  Cancer 
Control  Office  Research  Studies  Center,  Roswell  Park 
Memorial  Institute,  666  Elm  Street,  Buffalo  14263. 


KEY  BISCAYNE,  FLORIDA 


Columbia  University  College  of  (P  & S) 

HYPNOSIS  & PSYCHIATRY 

FEE:  $300.  CREDIT:  AMA  Cat.  1 (29  hrs.) 

For  further  information  contact  Jose  M.  Ferrer,  M.D., 
Associate  Dean,  630  West  168th  Street,  New  York  10032. 


FUTURE  EVENTS 


NEW  YORK  CITY 


Institute  of  International  Medical  Education 

222  East  19th  Street 
Spring  Semester  1978 

BASIC  MEDICAL  SCIENCES  AND  CLINICAL  MEDICINE 
REVIEW  CURRICULA  FOR  ECFMG,  FLEX,  VQE  AND 
NATIONAL  BOARDS,  PARTS  I & II. 

NURSING  HOME  ADMINISTRATION  COURSE 
To  help  meet  licensure  educational  requirements  for  nursing 
home  administrators.  For  further  information  contact  Natale 
Colosi,  Institute  of  International  Medical  Education,  222  East 
19th  Street,  New  York  10003.  Tel:  212/677-4728  or 
725/6609. 


LAS  VEGAS,  NEVADA 
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Pan  American  Cancer  Cytology  Society  and 
the  National  Cancer  Cytology  Center 

* Caesar's  Palace 
Las  Vegas 

SIXTH  PAN  AMERICAN  CANCER  CYTOLOGY  CONGRESS 
For  further  information  contact  Franklin  C.  Reyner,  M.D., 
Executive  Coordinating  Officer,  National  Cancer  Cytology 
Center,  150  Broad  Hollow  Road,  Melville  11746. 
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ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
Donald  J.  Bradley,  M.D.,  1 1 Villa  Moraine  Drive,  Buffalo,  14225. 
Tel:  716/893-2182 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O’Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkwy.,  Buffalo,  14208. 
Tel:  716/886-4400,  ext.  447. 

CORNING,  N.Y.,  Steuben  County  needs  an  Anesthesiologist. 
Contact  Marvin  S.  Lee,  M.D.,  P.O.  Box  35,  Corning,  14830.  Tel: 
607/962-5051,  ext.  278. 

NYACK,  N.Y.,  Rockland  County  needs  an  Anesthesiologist.  Contact 
Seymour  D.  Kizner,  M.D.,  Physician  Associates,  160  North 
Midland  Avenue,  Nyack,  10960.  Tel:  914-EL  8-1404. 

POUGHKEEPSIE,  N.Y.,  Dutchess  County  needs  an  Anesthesiologist. 
Contact  Hiroshi  Fujimori,  M.D.,  St.  Francis  Hospital,  Pough- 
keepsie, N.Y.  Tel:  914/471-2000. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Anesthesiologist,  Family 
Physician  and  Internist.  Contact  John  W.  Sands,  Adm.,  The 
Hospital,  Pearl  Street,  Sidney,  13838.  Tel:  607/563-9934. 

DERMATOLOGIST 

EAST  AMHERST,  N.Y.,  Erie  County  needs  a Dermatologist.  Contact 
Joseph  T.  Lucas,  M.D.,  6745  Transit  Road,  East  Amherst,  14051. 
Tel:  716/688-6766.  After  6 P.M.,  716/634-7332. 

OLEAN,  N.Y.,  Cattaraugus  County  Needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Group, 
Olean,  14760.  Tel:  716/372-0141. 

EMERGENCY  ROOM 

ALBANY,  N.Y.,  Albany  County,  needs  an  Emergency  Room  Physi- 
cian and  Employee  Health  Service  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room  Physi- 
cian, ENT  Physician.  Contact  Mr.  Charles  D.  Hicks,  Director, 
Physicians  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

ENT 

AUBURN,  N.Y.,  Cayuga  County  needs  an  ENT  Physician,  Emergency 
Room  Physician.  Contact  Mr.  Charles  D.  Hicks,  Director,  Phy- 
sicians' Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

FAMILY  PHYSICIAN 

ALBANY,  N.Y.,  Albany  County,  needs  an  Employee  Health  Service 
Physician  and  an  Emergency  Room  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

BALDWIN,  N.Y.,  Nassau  County  needs  a Family  Physician.  Contact 
Mrs.  Peterson,  P.O.  Box  44,  No.  Baldwin  Station,  Baldwin,  11510. 
Tel:  516/623-1070. 

BAINBRIDGE,  N.Y.,  Chenango  County,  needs  a Family  Physician. 
Contact  Roger  I.  Williams,  M.D.,  12  E.  Main  Street,  Bainbridge, 
13733.  Tel:  607/967-2071. 

BEACON,  N.Y.,  Dutchess  County  needs  a Family  Physician.  Con- 
tact Harold  L.  Kaplan,  M.D.,  16  North  Elm  Street,  Beacon  12508. 
Tel:  518/831-2450. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center,  Bergen  14416.  Tel:  716/494-1621. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

COPAKE,  N.Y.,  Columbia  County  needs  a Family  Physician.  Con- 
tact Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Tel: 
607/936-9971 


HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of  Webb  Health 
Center,  Old  Forge  13429.  Tel:  315/369-3464. 

HIGHLAND  FALLS,  N.Y.,  Orange  County  Needs  a Family  Physician. 
Contact  G.  R.  Carroll,  M.D.,  7 Satterlee  Rd.,  Highland  Falls, 
10928.  Tel:  914/446-4040. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 

20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

HUDSON,  N.Y.,  Columbia  County  needs  a Family  Physician,  Internist 
and  Oncologist.  Contact  Stanley  Bardwell,  M.D.,  848  Columbia 
Street,  Hudson  12534. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director, 
Family  Health  Center,  51  Glasgow  Avenue,  Jamestown 
14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street, 
Johnstown,  12095. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician  and 
Internist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital, 

140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823- 

1000. 

LOCKPORT,  N.Y.,  Niagara  County  needs  several  Family  Physicians. 
Contact  N.  Donald  Peifer,  Lockport  Memorial  Hospital,  Lockport, 
14094.  Tel:  716/433-3831. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

MEDINA,  N.Y.,  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital, 
Medina.  14103.  Tel:  716/798-2000. 

ONTARIO,  N.Y.,  Wayne  County,  needs  a Family  Physician.  Contact 
Norman  R.  Loomis,  M.D.,  5973  Walworth  Road,  Ontario,  14519. 

Tel:  315/524-2881. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/754-6227  days, 
315/754-6663  evenings. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician,  Internist 
and  Anesthesiologist.  Contact  John  W.  Sands,  Adm.,  The 
Hospital,  Pearl  Street,  Sidney,  13838.  Tel:  607/563-9934. 

THOMPSON,  N.Y.,  Sullivan  County  needs  a Family  Physician  and 
Internist.  Contact  Carl  K.  Heins,  M.D.,  16  Jones  Street,  Monti- 
cello,  12701.  Tel:  914/794-4545. 

VICTOR,  N.Y.,  Ontario  County,  needs  a Family  Physician.  Contact 
Francis  V.  Oderkirk,  M.D.,  115  E.  Main  Street,  Victor,  14564. 

Tel:  716/924-2100 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan,  Waddington  13694.  Tel:  315/ 

388-4446  or  315/388-5908. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Peditrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Alexander  Baroff,  M.D.,  474  Pennsylvania  Avenue,  Waverly, 
14892.  Tel:  607/565-8360. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician  and  In-  | 
ternist.  Contact  Charles  F.  Ryan,  M.D.  or  Miles  D.  St.  John,  M.D  , 1 

Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly,  14892 
Tel:  607/565-2861. 

WILLSBORO-ESSEX,  N.Y.,  Essex  County  needs  1 or  2 Family  * 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Rober* 
Arnold,  Willsboro,  12996. 
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INTERNISTS 

DELHI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street.  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

FAR  ROCKAWAY,  N.Y.,  Queens  needs  an  Internist  with  Gastro- 
enterology, Pulmonary  Disease  or  Cardiology  subspecialty. 
Contact  Mrs.  Moore,  Seagirth  Health  Care  Service,  1731 
Seagirth  Blvd  , Far  Rockaway.  1 1691.  Tel:  212/471-5400. 

HERKIMER,  N.Y.,  needs  a Family  Physician  or  an  Internist  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420.  Tel: 
315/369-2464 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist,  Family  Physi- 
cian and  Oncologist.  Contact  Stanley  Bardwell.  M D , 848 
Columbia  Street,  Hudson  12534 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  an  Internist,  Family  Phy- 
sician and  part-time  Pathologist.  Contact  Arthur  Howard,  M.D  , 
Chairman,  Physician  Recruitment  Committee,  Johnstown  Hos- 
pital, 201  S.  Melcher  Street,  Johnstown  12095. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Internist  and  Family 
Physician.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hos- 
pital, 140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823- 
1000. 

MONTOUR  FALLS,  N.Y..  Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J.  McDonald,  Adm  . Schuyler 
Hospital,  Montour  Falls,  14865.  Tel:  607/535-7121. 

NEWARK,  N.Y.,  Wayne  County  needs  an  Internist.  Contact  W.  L. 
Fredricksen,  Admin.,  Newark  Medical  Center.  Newark  14513. 
Tel:  315/331-3310. 

NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Building,  Norwich.  13816. 
Tel:  607/334-6928 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville.  Adm..  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SIDNEY,  N.Y..  Delaware  County  needs  an  Internist,  Family  Physician 
and  Anesthesiologist.  Contact  John  W.  Sands,  Adm.,  The 
Hospital,  Pearl  Street,  Sidney,  13838.  Tel:  607/563-9934 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  and  Pediatri- 
cian. Contact  C.  K.  Heins,  M.D.,  16  Jones  Street,  Monticello, 
12701.  Tel:  914/794-64545. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Charles  F.  Ryan,  M.D.,  or  Miles  D St.  John. 
M.D.,  Tioga  General  Hospital.  37  N.  Chemung  Street.  Waverly, 
14892.  Tel:  607/565-2861. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician  and  In- 
ternist. Contact  Alexander  Boroff,  474  Pennsylvania  Avenue, 
Waverly,  14892.  Tel:  607/565-8360. 

GENERAL  SURGEON 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon, 
Family  Physician  and  an  Internist.  Contact  Ms.  B.  J.  Sommer- 
ville, Adm.,  Salamanca  District  Hospital.  150  Parkway  Drive, 
Salamanca  14779. 

OBSTETRICIAN/GYNECOLOGIST 

BATAVIA,  N.Y.,  Genesee  County  needs  an  Ob/Gyn  physician. 
Contact  Louis  E.  Green,  Jr.,  M.D.,  and  John  T.  Chua,  M.D.,  P.C., 
215  Summit  Street,  Batavia  14020.  Tel:  716/343-6076. 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  51 8/677-8500/26 1 1 . 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  physician 
and  an  Anesthesiologist.  Contact  Jose  Galindo,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

MONROE,  N.Y.,  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 


NEWBURGH,  N.Y.,  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Dr.  C.  I.  McFadden,  or  Dr.  M.  Jay  Wexler,  450  Gidney 
Avenue,  Newburgh,  12550.  Tel:  914/562-0720. 

ORTHOPEDIC  SURGEON 

NEW  YORK  CITY,  N.Y.,  Needs  an  Orthopedist  for  part-time  4-6 
hours  weekly.  Contact  F.  P.  Guidotti,  M.D.,  Medical  Director, 
Health  Center  Family  Medical  Office,  321  W.  44th  Street,  New 
York  10036.  Tel:  212/586-1550. 

MEDINA,  N.Y.,  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Orthopedic  Surgeon. 
Contact  Charles  F.  Ryan,  M.D.,  Tioga  General  Hsopital,  Waverly, 
14892.  Tel:  607/565-2861. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Ob/Gyn  physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street, 
Olean,  14760.  Tel:  716/372-7910. 

SODUS,  N.Y.,  Wayne  County  needs  an  Ob/Gyn  Physician.  Contact 
Chuck  Pattison,  Adm.,  Wayne  County  Rural  Comprehensive 
Health  Program,  P.O.  Box  A,  Sodus  14551. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell.  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

LITTLE  FALLS,  N.Y.,  Herkimer  County  Needs  an  Ophthalmologist. 
Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140 
Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 

PENN  YAN.  N.Y.,  Yates  County  needs  an  Internist,  Family  Physician 
and  Ophthalmologist.  Contact  Daniel  J.  Clements,  1 13  Chapel 
Street,  Penn  Yan  14527.  Tel:  315/536-3973  or  536-4431. 

PATHOLOGIST 

CORTLAND,  N.Y.,  Cortland  County  needs  a Staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph  D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

PEDIATRICIAN 

LITTLE  FALLS.  N.Y.,  Herkimer  County  needs  a Pediatrician  and 
Ophthalmologist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls 
Hospital,  140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/ 
823-1000,  ext.  261  or  262. 

MONTOUR  FALLS,  N.Y.,  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

THOMSON,  N.Y.,  Sullivan  County  needs  a Pediatrician  and  Internist. 
Contact  C.  K.  Heins,  M.D  , 16  Jones  Street,  Monticello,  12701. 
Tel:  914/794-4545. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Pediatrician  and  Family 
Physician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

PSYCHIATRIST 

CORTLAND,  N.Y.,  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Copland.  Tel: 
607/756-7523. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph  D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

UROLOGIST 

WARSAW,  N.Y.,  Wyoming  County  needs  a Urologist.  Contact  W. 
H.  Hanson,  M.D.,  Wyoming  County  Community  Hospital,  400 
North  Main  St.,  Warsaw  14569.  Tel:  716-796-2233. 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 

Name Date 

Address 

(Zip  code  number)  (Telephone  Number) 

Date  of  Birth  Place  of  Birth 

Citizenship  Status  Marital  Status 

Medical  School Year  Graduated 

Internship 

Hospitals  Dates 

Re  s id  en  c y__ 

Hospita  Is. Petes 

Specialty 

Licensed  in  what  States? ______________ 

Applied  for 

American  Board  Certificates  held? 

Eligible Certified 

Do  you  have  a New  York  State  License?  Date  of  Certificate 

Military  Status 

Professional  Organization  Memberships 

Arc  you  in  practice  at  present? 

Solo Associate Industrial 

Other 

DJte  you  will  be  available  for  practice Former  locations  in  which  you  have 

pract iced 

(Give  daces) 


What  type  of  practice  are  you  Interested  in? 
Group Ins  t itut  ions  1 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 
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Medical  News 


New  study 

on  aerosol  hair  spray 

The  effects  of  long-term  exposure  to  hair  spray  are  un- 
known, but  Mitchell  Friedman,  M.D.,  chief  investigator 
in  the  study,  suggests  that  airway  damage  may  occur. 
People  with  lung  diseases  may  be  particularly  vulnerable. 
The  study  was  published  in  the  American  Review  of  Res- 
piratory  Disease,  the  journal  of  the  American  Thoracic 
Society,  medical  section  of  the  nationwide  Christmas  Seal 
organization. 

“One  of  the  signs  of  long-term  damage  is  impaired  mucus 
transport,”  points  out  Dr.  Friedman,  assistant  professor 
of  medicine  at  the  University  of  North  Carolina  School  of 
Medicine. 

Typical  ingredients  of  hair  spray  include  Freon,  ethyl 
alcohol,  perfumes,  lanolin  and  its  derivatives,  and  various 
resinous  materials.  Particles  in  aerosol  hair  spray  are  small 
enough  to  be  inhaled  into  the  lower  airways.  It  is  not 
known  which  ingredients  or  their  combination  may  inter- 
fere with  mucus  transport. 

“Further  investigation  of  the  effects  of  commonly  used 
aerosol  sprays  is  needed,”  Dr.  Friedman  says. 

The  study  was  conducted  at  Mount  Sinai  Medical 
Center,  Miami  Beach,  Florida. 

Informed  consent 
discussed 

The  matter  of  patients’  informed  consent,  says  a Buffalo 
surgeon,  is  a difficult  one  to  determine  by  hard  and  fast 
rules  because  there  are  patients  who  want  to  know  every- 
thing about  their  medical  problem  and  treatment  while 
others  prefer  to  know  as  little  as  possible. 

Speaking  at  a recent  seminar  on  ethics  and  humanism 
in  medicine  at  the  State  University  at  Buffalo,  Dr.  Bertram 
Portin,  clinical  associate  professor  of  surgery,  cautioned 
physicians  to  use  discretion  in  “telling  all”  indiscriminately 
to  patients. 

“There  are  some  patients  who  indicate  they  have  busi- 
ness and  personal  affairs  to  take  care  of  in  the  event  of 
impending  death  and  want  absolute  honesty  from  the 
physician  about  their  prognosis,”  Dr.  Portin  said. 

But  the  physician  should  discern  the  type  of  patient  who 
genuinely  wants  all  information  about  his  case  from  the  one 
who  would  be  tempted  to  jump  off  a bridge  on  the  way 
home  from  the  physician’s  office  at  bad  news. 

John  Pifer,  M.D.,  assistant  professor  of  medicine  at  U/B, 
told  more  than  100  students,  faculty,  and  clinicians  at- 
tending the  seminar  there’s  a big  disparity  between  what’s 
actually  done  in  terms  of  informed  consent  and  what  ought 
to  be  done. 

He  cited  the  area  of  prescription  drugs  as  one  in  which 
physicians  don’t  always  take  the  necessary  care  to  inform 
patients  about  the  effects  of  the  medicine,  why  it’s  being 
prescribed,  and  the  time  frame  in  which  they  should  begin 


Material  for  inclusion  in  the  medical  news  must  be  received 
eight  weeks  prior  to  publication  date. 

continued  on  page  2205 
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alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  admin- 
istering to  addiction  prone  individuals  or 
those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac 
tions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 
the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  erup- 
tions. edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido- 
all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  oc 
casionally.  making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy. 
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tive antianxiety  therapy.  It  generally  offers  a favorable 
benefits- to- risk  ratio.  Seldom  associated  with  serious  side 
effects  (the  most  common  are  dose-related  and  thus 
largely  avoidable),  Librium  rarely  affects  the  cardiovas- 
cular or  respiratory  system,  rarely  interferes  with  mental 
acuity'.  However,  as  with  all  CNS-acting  drugs,  patients 
should  be  cautioned  against  hazardous  activities  requir- 
ing complete  mental  alertness,  and  against  using  Librium 
in  combination  with  alcohol. 

An  effective  antianxiety  agent,  Librium  is,  most 
important,  one  of  the  safest  antianxiety  agents  available. 
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Month  I in  Washington 


President  Carter  has  signed  into  law  stiff  penalties  for 
providers  who  are  found  guilty  of  fraud  in  the  Medicare 
and  Medicaid  programs. 

The  new  law  levies  felony  penalties  to  a maximum 
$25,000  fine  and  five  years  in  prison  replacing  the  misde- 
meanor penalties  of  up  to  a $10,000  fine  and  one  year  in 
^ prison. 

The  bill  passed  overwhelmingly  by  Congress  and  sent 
to  the  White  House  is  aimed  at  providers  and  retains 
misdemeanor  penalties  for  recipients  convicted  of  de- 
frauding the  programs.  It  was  the  first  major  health  bill 
of  the  Administration  to  become  law. 

Providers  found  guilty  of  fraud  and  abuse  will  be  treated 
as  felons  and  punished  by  up  to  five  years  in  jail  and/or  a 
fine  up  to  $25,000.  Previous  law  considered  such  violations 
as  misdemeanors  rather  than  felonies. 

Illegal  “kickbacks”  among  providers  are  defined  and 
institutions  are  compelled  to  submit  ownership  data  to  the 
government.  One  of  the  main  targets  of  the  bill  was  so- 
called  “Medicaid  mills”  and  kickbacks  uncovered  in  several 
large  cities. 

The  disclosure  requirements  do  not  apply  to  individual 
physicians  or  to  groups  of  physicians. 

States  must  form  antifraud  units  separate  from  their 
health  departments  in  order  to  qualify  for  Medicaid 
funding. 

Other  provisions: 

**  States  can  supersede  PSRO  activities  covering 
Medicaid  if  they  demonstrate  to  the  Federal  govern- 
ment that  PSROs  are  making  decisions  that  “have  a 
detrimental  effect”  on  state  Medicaid  spending. 

**  The  Health,  Education,  and  Welfare  Department 
was  given  the  authority  to  select  regional  or  national 
intermediaries  if  it  concludes  that  existing  inter- 
mediaries within  a state  are  doing  a poor  job. 

**  Most  Medicaid  reimbursement  would  have  to  be 
made  within  30  days  by  the  states. 

An  amendment  giving  HEW  power  to  initiate  suits  was 
dropped  from  the  measure  by  House-Senate  conferees,  but 
Rep.  Paul  Rogers  (D.,  Fla.)  said  Attorney  General  Griffin 
Bell  had  informed  him  that  the  FBI  was  training  350  agents 
to  audit  Medicare  and  Medicaid  records.  Rogers  is 
chairman  of  the  House  Commerce  Subcommittee  on 
Health. 

Sen.  Herman  Talmadge  (D.,  Ga.),  chairman  of  the 
Senate  Finance  Subcommittee  on  Health,  said  the  bill  is 
a “clear,  loud  warning  to  thieves  and  crooks  that  will  be 
heard  in  unmistakable  tones.” 

Meanwhile,  HEW  Secretary  Joseph  Califano,  told  a 
television  panel  show  that  taxpayers  are  losing  at  least  $1 
billion  a year  through  payments  to  ineligible  people. 
Califano  denied  reports  HEW  is  abandoning  “project  in- 
tegrity,” declaring  that  2,500  cases  of  provider  fraud  are 
being  investigated  on  a state-by-state  basis  for  possible 
prosecution. 

* * * 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


Final  Congressional  hearings  on  the  Adminstration’s 
stumbling  Hospital  Cost  Containment  program  have  been 
conducted  by  the  Senate  Finance  Committee  and  all  in- 
dications are  that  no  legislation  will  be  enacted  this 
year. 

Subcommittee  Chairman  Herman  Talmadge  (D.,  Ga.) 
has  said  his  information  from  the  House  side  was  that 
representatives  are  not  “overly  optimistic”  the  House  will 
move  before  the  end  of  the  current  session. 

In  an  opening  statement,  Talmadge  said  he  feared  the 
Administration’s  proposed  nine  percent  “cap”  on  all  hos- 
pital revenues  could  harm  efficient  hospitals.  “Irreparable 
harm”  could  befall  the  hospital  system,  the  senator  said. 
“While  there  are  many  obese  hospitals,  there  are  many  lean 
ones,”  he  said.  “I  don’t  want  to  put  all  hospitals  on  a 
1,200-calories-a-day  diet.” 

Talmadge  said  his  staff  has  drawn  up  a set  of  recom- 
mendations for  an  approach  melding  some  of  the  Admin- 
istration’s ideas  with  Talmadge’s  own  long-standing  pro- 
posal for  a thorough  overhaul  of  Medicare  and  Medicaid 
hinging  on  prospective  reimbursement  for  hospitals  to 
encourage  efficiency. 

The  importance  attached  to  the  issue  by  the  Adminis- 
tration was  evident  from  a letter  sent  by  President  Carter 
to  Talmadge  and  House  health  subcommittee  chairmen 
Reps.  Dan  Rostenkowski  (D.,  111.)  and  Paul  Rogers  (D., 
Fla.)  declaring  that  “one  of  my  most  important  priorities 
is  to  secure  strong  legislation  to  restrain  the  skyrocketing 
increase  in  health  care  costs.”  Carter  said,  “I  wish  to 
reaffirm  my  strong  personal  commitment  to  the  Admin- 
istration’s Hospital  Cost  Containment  legislation.” 

The  first  witness  before  Talmadge  was  HEW  Secretary 
Joseph  Califano  who  charged  that  if  Congress  delays  pas- 
sage another  four  months  “there  will  be  an  additional  in- 
flation of  $2.8  billion  in  hospital  costs.  I must  underscore 
again  the  enormous  adverse  impact  on  our  health  care 
system  caused  by  continued  delays. . . .” 

Continuing  his  assault  on  hospitals,  Califano  said  many 
institutions  “are  wallowing  in  ice  cream,  candy,  and 
cake.” 

“Our  citizens  simply  cannot  afford  this  mindless,  inex- 
orable spiraling  of  health  expenditures  that  impoverish 
other  needed  health  care  programs  and  send  the  costs  of 
medical  care  out  of  sight,”  said  the  HEW  Secretary. 

The  American  Medical  Association  told  the  subcom- 
mittee that  a “cap”  is  “manifestly  unfair”  and  would  dis- 
courage hospitals  from  improving  services.  Robert  B. 
Hunter,  M.D.,  chairman  of  the  AMA  Board  of  Trustees, 
said  the  more  admissions  a hospital  has  “the  more  likely 
it  is  to  be  penalized.” 

“Artificial  limitations,  irrespective  of  how  generous  or 
how  restrictive,  are  unrealistic,”  said  Dr.  Hunter. 

The  bill  includes  medical  equipment  in  physicians’  of- 
fices under  capital  expenditure  limitations  when  the  cost 
is  above  $150,000.  This  provision  “is  both  unjustified  and 
unsupportable,”  said  the  AMA  witness.  “Such  a limitation 
would  prove  onerous,  especially  for  physicians  first  opening 
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to  see  an  improvement  in  their  condition. 

“Serious  consequences  should  be  explained  in  detail  to 
the  patient  when  drugs  are  prescribed  as  well  as  when 
certain  diagnostic  procedures  carrying  elements  of  risk  are 
considered,”  Dr.  Pifer  pointed  out. 

He  said  one  in  2,000  will  have  a heart  attack  following 
coronary  arteriography  and  one  in  10,000  will  die  as  a result 
of  having  this  diagnostic  procedure. 

“We  know  there  are  twice  as  many  hysterectomies  per- 
formed in  the  U.S.  as  are  actually  needed  and  perhaps 
many  instances  of  unnecessary  coronary  artery  surgery — 
which  is  indicated  only  to  correct  a left  main  stem  lesion 
or  intractable  angina  unresponsive  to  medication. 

U/B  nursing  student  Lynn  Bugay  told  the  group  most 
patients  lack  a general  awareness  of  the  Patient’s  Bill  of 
Rights  which  outlines  what  they  have  ‘rights’  to  know. 

A CBS  “60  Minutes”  program  on  “Ghost  Surgery”  which 
detailed  the  fact  that  many  patients  who  are  operated  on 
by  residents  rather  than  their  personal  physician  whom 
they  believe  will  perform  their  surgery  was  viewed  at  the 
seminar. 

Other  speakers  included  John  Jefferies,  administrator 
of  Children’s  Hospital  and  Dr.  Louis  H.  Swartz,  associate 
professor  of  law  at  U/B. 

The  seminar  was  sponsored  by  the  School  of  Medicine’s 
Human  Values  and  Medical  Ethics  Committee. 

Unique  program  helps 
chronically  ill  homebound 

The  Jewish  Community  Services  of  Long  Island  began 
its  unique  “Quality  of  Life”  project  two  years  ago.  The 
program  seeks  to  relieve  the  daily  isolation  of  men  and 
women  who  are  homebound  because  of  severe  physical 
disability  by  bringing  a broad  range  of  social,  recreational, 
cultural,  and  craft  activities  directly  into  their  homes. 

“While  the  medical  needs  of  these  patients  are  ade- 
quately met,  declared  JCSLI  executive  director  George 
Rothman,  “They  often  cope  with  enormous  emotional  and 
spiritual  isolation.  They  have  become  spectators.  We 
make  their  home  a center  for  new  interests  and  relation- 
ships so  that  they  become  involved  once  again.” 

Art  therapists  on  the  JCSLI  staff  customize  activities 
to  suit  each  client’s  interests  and  capabilities.  Some 
“Quality  of  Life”  members  are  doing  sculpture;  others  are 
painting  and  doing  needlecrafts;  while  others  are  hooking 
rugs  or  working  with  ceramic  tiles.  Therapists  visit  the 
home  regularly  to  instruct  and  encourage.  Counseling  at 
home  is  also  available  when  there  is  the  need  for  such  a 
service. 

Clients  are  linked  together  weekly  for  socialization  hours 
on  a conference  call  arrangement.  Special  interest  clubs 
also  meet  by  phone:  a chess  and  games  club  with  a pro- 
fessional teacher  on  the  line,  a current  events  club  that 
meets  weekly  with  a history  professor  from  a local  uni- 
versity; and  a creative  arts  club  directed  by  one  of  the 
JCSLI  art  therapists.  Many  clients  also  contribute  to  a 
monthly  newsletter. 

“Quality  of  Life”  now  reaches  some  125  homebound  men 
and  women.  Inquiries  about  the  program  can  be  directed 
to  Jewish  Community  Services  of  Long  Island,  97-45 
Queens  Boulevard,  Rego  Park,  New  York  11374,  telephone 
# 212  896-9090  or  our  Hicksville  office  serving  the  Nassau 
County  area,  telephone  #516  931-7110 
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Announcing  the 

41st  Annual  New  Orleans 
Medical  Assembly 

March  31  - April  4,  1978 
The  Fairmont  — New  Orleans 

THE  HIGH  RISK  PATIENT 

Accreditation:  AMA  Category  I,  Physicians’  Recognition 
Award,  American  Academy  of  Family  Practice,  Ameri- 
can College  of  Emergency  Medicine,  Category  I. 
Adolph  A.  Flores,  Jr.,  M.D.,  President;  Oliver  H.  Da- 
bezies,  Jr. , M.D.,  F.A.C.S.,  Director  of  Program. 

Registration  Fee:  $200  non-member  physicians;  $100 
military;  $100  registered  nurses;  Complimentary:  stu- 
dents, residents,  interns  and  Fellows. 

Write  or  Phone:  New  Orleans  Graduate  Medical  Assem- 
bly, Room  1538,  Tulane  Medical  Center,  1430  Tulane 
Ave,  New  Orleans,  LA  70112.  Call  (504)  525- 
9930. 

• Presidential  Reception  • Exhibitors’  Champagne  Re- 
ception • Mississippi  River  Cruise  aboard  SS  Natchez  • 
Superdome  Tour,  luncheon  & fashion  show  for  wives  & 
guests. 

Spring  Fiesta,  March  31,  1978.  “A  Night  In  Old  New  Or- 
leans”. Jackson  Square. 
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Editorial 


FIGURE  2.  Dr.  Kuhn  with  Dr.  Collins  after  the  presentation 
of  the  William  Hammond  Award  for  Distinguished  Service. 
(Leni  Studio) 


Selection  of  prize  winners 


The  Medical  Society  of  the  State  of  New  York 
can  be  right  proud  of  the  care  with  which  it  has  been 
selecting  its  various  prize  winners.  The  event  that 
brings  this  fact  into  focus  is  the  recent  award  of  the 
Nobel  Prize  to  Rosalyn  S.  Yalow,  Ph.D.  In  1974  the 
Albion  0.  Bernstein,  M.D.  Award  was  given  to  Sol- 
omon A.  Berson,  M.D.  (deceased)  and  Rosalyn  S. 
Yalow,  Ph.D.  It  was  presented  for  their  outstanding 
work  in  the  development  of  immunoassay  of  hor- 
mones and  other  biological  products,  thus  furthering 
the  exploration  in  the  fields  of  experimental  and 
clinical  endocrinology  and  in  pharmacology  by  very 
precise  studies  heretofore  impossible.  This  has  ex- 
panded our  understanding  of  several  important  fields 
in  biology  and  medicine.  The  Nobel  Prize  is  not 
given  posthumously  and  that  explains  why  the  name 
of  Dr.  Berson  was  not  included  in  this  year’s  Nobel 
award. 

At  this  juncture  we  would  want  to  note  with  jus- 
tifiable pride  that  the  Nobel  Prize  was  also  given  to 
Barach  S.  Blumberg,  M.D.,  in  1969,  for  his  discovery 
of  Australia  antigen  and  its  relationship  to  viral 
hepatitis  and  for  his  work  in  the  description  of  man’s 
varying  response  to  this  agent. 

Also,  we  wish  to  note  that  the  Albion  0.  Bernstein, 
M.D.  Award  also  was  given  to  Ludwik  Gross,  M.D., 
for  his  research  which  pioneered  in  virus-induced 
leukemia  in  mammals  and  oncogenic  viruses,  in- 
cluding tumors  of  the  parotid  and  other  neoplasms 
in  newborn  mice.  This  selection  seemed  an  appro- 
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FIGURE  1.  Drs.  Brown  and  Goldstein  with  Dr.  Collins, 
President,  Medical  Society  of  the  State  of  New  York,  at  the 
presentation  of  the  Albion  0.  Bernstein,  M.D.  Award.  (Leni 
Studio) 


FIGURE  3.  Dr.  Collins  with  Dr.  Rajan,  a recipient  of  the 
Redway  Medal  and  Award.  (Leni  Studio) 


priate  one  for  he  was  the  recipient  of  the  Lasker 
Award  in  1975. 

On  this  score  it  seems  worth  noting  that  Drs. 
Berson  and  Yalow  also  received  the  Lasker  Award  in 
1977,  as  did  Albert  H.  Coons,  M.D.,  and  also  the  Al- 
bion 0.  Bernstein,  M.D.  Award  in  1960  for  the  de- 
velopment and  application  of  tagged  fluorescent 
antibodies  as  a means  of  identification  of  biological 
proteins  and  other  material  in  health  and  disease. 

- The  Journal  awards  were  presented  this  year  at 
the  opening  session  of  the  171st  meeting  of  the  House 
of  Delegates  on  Sunday  afternoon  by  George  L. 
Collins,  Jr.,  M.D.,  president. 

The  Albion  0.  Bernstein,  M.D.  Award  was  pre- 
sented  at  the  Tuesday  afternoon  session  of  the  House 


to  Joseph  L.  Goldstein,  M.D.,  and  Michael  S.  Brown, 
M.D.  (Fig.  1),  for  their  basic  studies  on  the  patho- 
genesis and  biochemistry  of  arteriosclerosis. 

The  recipient  of  the  William  Hammord  Award  for 
Distinguished  Service  was  Leslie  A.  Kuhn,  M.D., 
(Fig.  2)  for  nearly  ten  years  of  his  most  helpful  as- 
sistance in  evaluating  manuscripts  for  publication 
in  the  Journal. 

The  Redway  Medal  and  Award  was  given  this  year 
for  two  excellent  papers  on  immunology,  a subject  of 
active  interest  today.  The  recipients  were  Thiru- 
chandurai  Rajan,  M.D.,  (Fig.  3)  and  also  Steven  H. 
Zuckerman  and  Steven  D.  Douglas,  M.D.  who  were 
unable  to  be  present. 

A.A.A. 


How  it  came  to  be 

Neptune,  the  Greek  God, 

Came  down  to  Cape  Cod 
And  joyfully  blew  his  Horn. 

When  nobody  Came 
He  threw  Brimstone  and  Flame 
And  rose  in  anger  and  Scorn 
And  when  even  the  Codder 
Brought  him  no  Chowder 
He  threw  all  the  Rocks  from  the  Sea 
And  with  his  bare  Hands 
Removed  all  the  Sands. 

And  that’s  how  it  Came  to  Be 
That  there  are  only  Rocks 
On  the  Cape — by  the  Sea. 

ALEXANDER  KRASNITZ,  M.D. 

113  First  Street 
Newburgh,  N.Y.  12550 
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In  memoriam — Albert  H.  Douglas,  M.D. 


Albert  H.  Douglas,  M.D.,  (Fig.  1)  was  professor 
of  clinical  medicine  of  the  State  University  of  New 
York  Stony  Brook  Medical  Center  since  its  founding 
in  1971  and  a prominent  member  of  the  medical 
community  in  New  York  City.  He  was  a graduate  of 
Cornell  University  Medical  College.  A commander 
in  the  U.S.  Navy  during  the  second  world  war  (1942 
to  1946),  he  was  a pioneer  cardiologist  in  Queens 
County  and  one  of  the  original  users  of  pacemakers. 
A Founding  Fellow  of  the  Council  of  Clinical  Cardi- 
ology of  the  American  Heart  Association,  he  was  an 
attending  cardiologist  at  Queens  General  Hospital 
from  the  day  it  opened,  and  Chief  of  Medicine  at  the 
Queens  Hospital  Center  from  1964  to  1967.  He  was 
an  attending  physician  at  Brooklyn  Jewish  Hospital 
and  at  Long  Island  Jewish-Hillside  Medical  Cen- 
ter. 

Dr.  Douglas  was  President  of  the  Medical  Society 
of  the  County  of  Queens  in  1956;  then  he  served  as  a 
Trustee  and  Chairman  of  the  Board;  and,  since  1971, 
was  a Delegate  to  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  as  well  as 
a Delegate  to  the  American  Medical  Association, 
1968  to  1972.  He  held  many  committee  appoint- 
ments in  this  Society,  such  as  chairman  of  Scientific 
Exhibits.  In  1971,  Governor  Rockefeller  appointed 
him  to  evaluate  individuals  for  executive  clemency 
and  he  served  also  on  the  State  Health  Department 
Advisory  Council  for  Health  Related  Facilities. 

An  outstanding  authority  in  his  specialty,  Dr. 
Douglas  wrote  more  than  50  articles  for  scientific 
publications.  He  was  affiliated  as  a consultant  at 
Queens  Hospital  Center,  U.S.  Naval  Hospital  at  St. 
Albans,  Mary  Immaculate,  and  Peninsula  General 
Hospitals.  Dr.  Douglas  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  (Cardiovas- 
cular Diseases),  a Fellow  of  the  American  College  of 
Physicians,  a Fellow  of  the  American  College  of  Chest 
Physicians,  and  a member  of  the  Pan  American 
Medical  Association,  the  Association  of  Military 
Surgeons,  the  New  York  State  Society  of  Internal 
Medicine,  and  other  scientific  societies. 

He  is  survived  by  his  wife,  Felice,  son  Steven  D. 
Douglas,  M.D.,  Professor  of  Medicine  and  Micro- 
biology at  the  University  of  Minnesota  Medical 
School;  daughter,  Florence  Douglas  Bank;  and 
grandsons,  Jonathan  and  Brian  Bank. 

* * * 

It  has  been  a time-honored  duty  and  privilege  of 
the  Editors  of  the  Journal  to  take  appropriate  note 
of  the  passing  of  an  officer  of  the  Medical  Society  of 
the  State  of  New  York.  Dr.  Albert  H.  Douglas  died 
on  August  3, 1977,  at  the  age  of  71. 

It  would  be  presumptious  on  our  part  to  assume 
the  prerogative  of  attempting  to  give  appropriate 
recognition  to  his  significant  support  to  the  Journal 
and  to  the  many  societies,  both  local  and  national,  the 
many  hospitals,  agencies,  and  philanthropies,  and  to 


Joseph  Merante 

FIGURE  I.  Albert  Harris  Douglas,  M.D. 


give  just  due  deferential  appreciation  of  his  many 
scientific  and  social  contributions  to  the  medical 
scene,  the  profession,  and  the  lay  community. 
Further,  to  do  so  would  lengthen  this  communication 
unduly  and  lay  one  open  to  the  all  too  obvious  charge 
of  seeking  to  bask  in  the  reflected  glory  of  his  ac- 
complishments. 

We  have,  therefore,  merely  summarized  the  official 
record  without  the  appropriate  superlatives,  for  this 
would  make  for  repetition  and  monotony  which 
would  detract  from  the  real  force  and  true  meaning 
that  should  apply.  It  seems  more  fitting  to  add  to 
this  condensed  summary  and  listing  of  the  bald  facts 
a select  few  paragraphs  contributed  by  a few  of  his 
many  colleagues,  students,  residents,  and  admirers. 
This  would  seem  to  fit  better  this  occasion;  such 
contributions  will  be  found  below. 

ALFRED  A.  ANGRIST,  M.D.,  Editor 
* * * 

Edward  Meilman,  M.D.,  Chairman,  Department 
of  Medicine,  Long  Island  Jewish-Hillside  Med- 
ical Center  and  Professor  of  Clinical  Medicine 
at  Stony  Brook: 

Dr.  Albert  H.  Douglas,  who  served  the  Long  Island 
Jewish  Hospital  since  its  inception  and  until  his 
death  as  an  attending  physician,  was  a remarkable 
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individual  and  physician.  He  made  his  mark  in 
many  separate  areas  of  medicine.  On  the  scientific 
level,  he  was  one  of  those  rare  individuals  who  man- 
aged, despite  a busy  private  practice,  to  make  im- 
portant contributions  to  the  medical  literature. 
These  were  primarily  in  his  chosen  field  of  cardiology 
and  his  productivity  was  marked  over  a span  of  many 
years.  This  scientific  proclivity  was  handed  on  to  his 
son,  who  has  continued  and  expanded  the  family 
• tradition  of  contributing  to  medical  science. 

A1  Douglas,  in  an  era  when  specialization  was  in  its 
infancy,  was  indeed  “Mr.  Cardiology”  in  Queens 
County.  His  clinical  judgment  was  legendary.  I 
v remember  an  elderly  woman  who  just  recently  had 
been  hospitalized  at  one  of  the  local  university  hos- 
pitals and  was  admitted  to  Queens  Hospital  Center 
with  a dermatological  problem.  Dr.  Douglas  listened 
to  her  chest  with  his  ever-ready  stethoscope  and 
made  a bedside  diagnosis  of  interatrial  septal  defect. 
Needless  to  say,  the  diagnosis  was  confirmed  by 
cardiac  catheterization.  His  clinical  judgment  in  the 
care  of  cardiac  disease,  when  clinicians  had  little  but 
the  electrocardiogram  and  their  clinical  acumen  for 
guidance,  was  always  impressive. 

A1  never  complained  about  the  hiatus  in  his  career 
due  to  his  service  in  World  War  II  and  he  picked  up 
his  clinical  practice  and  his  long  association  with 
Queens  General  when  the  war  was  over.  When  Long 
Island  Jewish  opened  its  doors  in  1954,  he  was  clearly 
one  of  the  senior  physicians  to  be  appointed  as  at- 
tending physician.  He  was  the  first  secretary  of  the 
LIJ  Medical  Board.  When  LIJ  contracted  for  the 
professional  services  at  Queens  General,  Dr.  Douglas 
was  our  first  choice  as  Director  of  Medicine,  a post 
which  he  filled  with  distinction  for  three  years. 

I once  asked  his  former  associate,  Bill  Wagner,  how 
anyone  could  accomplish  all  the  things  that  A1 
Douglas  did  with  such  apparent  ease.  Bill’s  answer 
was  “It’s  very  simple.  He  starts  work  at  7 o’clock  in 
the  morning  and  works  until  midnight  every  day.” 
This  total  commitment  to  medicine,  both  its  basic 
science  and  its  patient-care  aspects,  characterize  a 
man  whose  like  will  not  often  be  seen  among  physi- 
cians of  the  future. 

* * * 

Henry  P.  Isenberg,  Ph.D.,  Chief  Microbologist, 
Long  Island  Jewish-Hillside  Medical  Center  and 
Professor  of  Clinical  Pathology,  Stony  Brook: 

Words  are  poor  mirrors  of  emotions  and  thoughts. 
They  are  inadequate,  indeed,  to  convey  the  essence 
of  one’s  feelings  for  Albert  Douglas.  I cannot  over- 
come the  abject  sense  of  frustration  at  my  inability 
to  synthesize,  out  of  endless  impressions,  a mean- 
ingful portrait  of  a giant  whose  passing  defies  the 
finality  we  associate  with  that  very  word.  I did  not 
know  the  meaning  of  “renaissance  man”  until  I met 
A1  Douglas.  For  more  than  30  years  1 was  his  friend 
and  always  wondered  anew,  each  time  we  talked, 
about  the  depth  and  breadth  of  his  knowledge,  his 
interests,  his  concerns. 


A1  Douglas  was  a physician — he  knew  the  scientific 
foundations  of  his  discipline  well,  and  so  much  more. 
He  was  also  a great  physician  who  not  only  applied 
his  facts,  but  always  welded  them  to  the  patient’s 
total  situation,  probing  and  searching  to  fit  the 
symptoms  and  the  person  into  a proper  whole.  But 
A1  Douglas  was  more  than  just  a physician;  he  was 
concerned  with  people,  all  people,  with  an  humanistic 
extension  of  his  dedication.  He  recognized  always 
the  extent  of  the  abnormality  of  disease  and  sought 
to  bolster  health  of  both  body  and  mind  in  all.  A1 
Douglas  did  not  know  rich  and  poor,  or  high  and 
low — he  knew  and  ministered  to  everyone,  with  a real 
joy  for  the  opportunity  to  help.  It  did  not  matter 
that  his  helping  hand  was  extended  in  a social  cause 
or  for  a cure,  as  long  as  the  act  alleviated  pain  and 
furthered  a sense  of  well  being. 

A1  Douglas’s  philosophical  quest  was  aimed  at 
understanding  the  meaning  of  human  existence.  We 
talked  often  of  the  individual’s  utter  insignificance 
and  how  this  realization  brought  hope  for  ultimate 
good.  A1  Douglas  understood  life  and  his  place  in  the 
scheme  of  things.  This  knowledge  shone  from  his 
face  when  he  finished  his  very  early  morning  rounds. 
It  was  the  look  of  a devout  man  returning  from  his 
morning  prayers.  It  was  the  same  look  that  spread 
at  the  very  mention  of  Steve,  Florence,  and  especially 
Felice — because  the  larger  world  of  Albert  Douglas 
was  firmly  anchored  in  his  familial  microcosm.  A1 
Douglas  touched  many  lives  as  a physician  and  as  a 
man.  He  will  be  remembered  long  for  he  blended  the 
tenets  of  Maimonides  with  the  convictions  of  Martin 
Buber  into  a totality  of  awareness  we  might  well  at- 
tempt to  emulate. 

* * * 

Leo  Brown,  Justice  of  the  New  York  Supreme 
Court: 

Dr.  Albert  Douglas  is  gone.  He  died  last  August 
3rd  at  the  age  of  71  in  the  hospital  where  for  so  many 
years  he  had  rendered  distinguished  service.  His  life 
and  character  were  such  that  all  who  knew  him  suf- 
fered a sharp  loss  with  his  passing.  We  first  met  in 
1922  at  the  DeWitt  Clinton  High  School  and  con- 
tinued as  classmates  through  the  College  of  the  City 
of  New  York.  This  was  the  start  of  a lifelong 
friendship.  From  the  time  I moved  to  Jamaica,  New 
York,  in  1938,  just  a short  distance  from  his  home  and 
office,  we  met  with  great  frequency.  From  that  time 
on  he  was  my  only  physician.  All  phases  of  human 
activity,  the  arts  and  sciences,  philosophy,  and  gov- 
ernment and  politics,  engaged  his  attention  and  in- 
terest. He  was  devoted  to  belles  lettres,  especially 
to  poetry.  Indeed,  he  had  written  some  fine  poetry 
himself.  In  the  sciences,  biology  remained  his  chief 
interest  and  in  recent  times  he  was  studying  the  field 
of  molecular  biology.  He  read  widely  in  philosophy, 
and  many  were  the  hours  we  spent  in  the  discussion 
of  various  problems  in  metaphysics,  ethics,  and  the 
scientific  method.  Later,  he  developed  an  interest 
in  the  works  of  Walter  Kaufmann,  Martin  Buber,  and 
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Ernest  Becker,  and  these  we  would  discuss  often  at 
some  length.  I leave  to  others  the  details  of  his 
substantial  contributions  to  medicine.  I must  note, 
however,  his  constant  endeavors  to  improve  the 
quality  of  medical  education  and  training,  and  his 
arduous  efforts  toward  establishing  a medical  school 
in  Queens  County. 

He  shall  not  be  forgotten. 

* * * 

Lester  Tuchman,  M.D.,  Consultant  in  Medicine, 
The  Mount  Sinai  Hospital  and  Past  President, 
Medical  Society  of  the  County  of  Queens: 

Dr.  Albert  Douglas  was  an  established  leader  of  the 
Medical  Society  of  the  County  of  Queens  when  I 
transferred  there  from  New  York  County  20  years 
ago.  Reserved,  dignified,  but  kindly,  gentle,  soft- 
spoken,  and  warm,  he  was  patently  of  great  intellect, 
cultivated,  and  cultured;  a keen  student  of  medicine, 
of  the  history  of  medicine,  and  the  history  of  man- 
kind. He  was  modest  without  self-abnegation;  spoke 
rarely  but  quietly,  and  when  he  did,  everyone  lis- 
tened. At  society  meetings  he  puffed  slowly  on  his 
pipe,  alert  and  attentive;  a presence  that  was  part 
benign  Buddha  and  part  Rock  of  Gibraltar.  He  had 
already  served  with  distinction  as  County  President 
in  1956  and  was  diligent  in  his  attendance  at  the 
Comitia  Minora  and  the  Board  of  Trustees  on  which 
he  served  from  1957  to  1977  and  where  he  rose  in  the 
hierarchy  to  be  Treasurer,  Secretary,  and  Chairman 
of  the  Board.  Even  his  illness  with  its  accompanying 
disabilities  did  not  prevent  him  from  attendance  at 
meetings  with  a courageous  and  dogged  devotion  to 
duty. 

Dr.  Douglas  recognized  early  and  clearly  the  ero- 
sions which  were  being  made  into  the  traditional 
freedoms  and  privileges  of  our  once  proud  profession. 
He  was  saddened  to  see  physicians  forced  to  fight  on 
marketplace  issues  instead  of  devoting  themselves, 
as  their  predecessors  had,  to  the  service  of  medicine 
and  humanity.  He  recognized  the  need  for  medicine 
to  return  to  the  notion  (now  held  aberrant  in  some 
circles)  that  we  are  and  should  continue  to  be  a ser- 
vice profession.  He  fought  against  the  municipal 
hospital  affiliation  concept;  he  fought  domination  of 
medicine  by  full-time  chiefs  to  the  exclusion  of  cli- 
nicians in  private  practice;  above  all  he  fought  stupid 
bureaucracy.  He  fought  the  good  fight  always,  but 
never  hysterically,  always  with  appeals  to  reason  and 
to  equity,  never  to  demagoguery.  He  knew  that  if  we 
did  not  serve,  we  could  not  lead. 

* * * 

William  P.  Wagner,  M.D.,  Attending  Physician, 
St.  Francis  Hospital,  Roslyn: 

I First  met  Dr.  Douglas  in  1949  when  my  internship 
started  at  Queens  General  Hospital.  My  respect  for 
his  dedication  to  medicine  and  his  brilliance  as  a 
physician  increased  with  each  passing  year.  Albert 
Douglas’s  teaching  rounds  and  conferences  attracted 
large  numbers  of  practicing  physicians  in  the  com- 


munity. His  contributions  were  clear,  informative, 
and  stimulating.  He  was  indeed  a pioneer  in  con- 
tinuing medical  education,  attracting  his  audience 
by  the  quality  of  his  teaching,  and  not  requiring  a 
legal  or  other  mandate  for  continuing  medical  edu- 
cation credits. 

To  my  delight  in  1952,  on  completion  of  my  resi- 
dency program,  Dr.  Douglas  asked  me  to  join  him  in 
practice.  The  next  five  years  were  spent  working 
closely  with  him  in  clinical  cardiology  and  basic  re- 
search with  external  pacemakers  and  defibrillators. 
A1  and  I spent  many  fascinating  months  designing, 
building,  and  testing  various  modifications  of  these 
devices  in  a back  room  of  his  office.  Those  were  the 
days  of  the  beginning  of  electronic  medicine  and  of 
a precious  start  of  a lifelong  professional  association, 
as  well  as  a warm  and  close  friendship. 

I will  always  remember  Albert  Douglas  as  a fine 
teacher,  a magnificent  clinician,  and  a warm  and 
dedicated  human  being. 

* * * 

Roman  E.  Galasinski,  M.D.,  Chief  of  Staff  at  St. 
Luke’s  and  St.  Francis  Hospitals,  Wisconsin, 
Milwaukee: 

When  A1  Douglas  and  I first  met  in  1944,  a char- 
ismatic kinship  was  kindled  which  also  engulfed  our 
wives,  Felice  and  Florence,  and  our  children.  This 
was  at  the  United  States  Naval  Hospital,  Camp  Le- 
Jeune,  North  Carolina.  A mutual  relative-like 
friendship  has  persisted  all  these  years.  After  ter- 
minating our  service  duties,  we  each  returned  to  our 
respective  states,  but  there  always  was  regular  com- 
munication. On  our  visits  to  New  York,  we  always 
were  guests  of  the  Douglases,  and  later  when  Albert 
became  a Delegate  to  the  American  Medical  Associ- 
ation, we  would  meet  at  least  twice  a year,  for  I was 
the  Chairman  of  the  Wisconsin  Delegation  to  the 
American  Medical  Association.  Albert  was  blessed 
with  a strong  character  and  a keen  intellect,  which 
was  moderated  by  a great  humility.  He  was  blessed 
with  a very  logical  mind  and  keen  analytical  ability. 
He  was  an  avid  reader  and  had  a remarkably  reten- 
tive memory,  a quality  which  amounted  to  really  a 
rare  gift.  I learned  also  to  appreciate  his  deep  faith 
and  his  knowledge  of  his  own  faith  when  at  the  Air 
Force  Chapel,  he  read  the  legend  on  the  tabernacle 
in  Hebrew,  and  translated  it  with  meaning  for  us. 

Albert’s  father  was  a physician,  and  his  son  is  a 
renowned  physician  and  research  scientist.  He  was 
also  blessed  with  the  ability  to  teach,  which  I learned 
to  appreciate  more  and  more  as  I made  rounds  with 
him  on  visits.  We,  in  Wisconsin,  learned  to  respect 
Albert  and  his  friends. 

We  pray  that  he  now  lives  in  the  omniscience  of  our 
Lord.  We  also  pray  that  we  may  continue  to  abide 
by  the  exemplary  life  of  Albert,  who  gave  of  himself 
to  the  fullest  as  a patriot  for  his  country,  as  a teacher, 
as  a scholar,  and  as  a dedicated  physician  who  served 
his  patients,  his  community,  his  profession,  and  his 
Lord. 
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The  Great  Physician,  our  Lord,  preached  a sermon 
to  all  of  us  through  Albert,  making  him  a sign  and  a 
symbol  of  what  we  should  be. 

* * * 

Three  Generations  of 
Physicians  in  the  Douglas 
Family 

Progress  in  Bacterial  Endocarditis: 
from  Leeches  to  Penicillin 

KANTI  R.  RAI,  M.D.,  Attending  Hematologist  at  Long 
Island  Jewish  Hospital;  Associate  Professor  of  Medicine, 
Stony  Brook 

During  the  months  preceding  his  death,  Dr.  Albert 
Douglas  was  very  active  in  reviewing  the  history  of 
contemporary  medicine  and  of  medical  education  in 
the  United  States.  It  was  my  privilege  to  be  a col- 
laborator in  his  project.  There  was  a rich  source  of 
material  in  his  personal  library. 

This  library  contains  assiduously  kept  lecture 
notes  by  three  generations  of  the  Douglas  family  as 
medical  students.  Albert  Douglas  and  his  son, 
Steven,  entered  Cornell  University  Medical  College 
in  1927  and  1961  respectively,  and  his  father  Samuel 
was  admitted  to  New  York  University  School  of 
Medicine  in  1890.  These  three  physicians’  lecture 
notes  cover  a critical  70-year  period  in  medical  his- 
tory. 

It  was  the  desire  of  Dr.  Albert  Douglas  to  write  a 
short  treatise  on  the  state  of  medicine  during  each  of 
the  three  generations  utilizing  these  lecture  notes. 
He  felt  that  the  changing  concepts  in  the  patho- 
physiology and  therapy  of  many  diseases  would  be 
clearly  reflected  by  mere  juxtaposition  of  the  three 
sets  of  lecture  notes  in  a chronological  order  (Table 

I). 


Unfortunately,  death  occurred  before  Dr.  Douglas 
could  complete  his  task.  This  was  one  of  his  last 
areas  of  involvement  in  medicine.  It  would  be  a most 
fitting  tribute  to  pursue  this  unfinished  project. 

* * * 

One  of  the  main  areas  of  interest  to  Dr.  Douglas 
was  Bacterial  Endocarditis.  I have,  therefore, 
chosen  Bacterial  Endocarditis  as  the  subject  and 
tabulated  unaltered  excerpts  from  the  notebooks  of 
1890,  1927,  and  1961,  to  highlight  the  changes  in  the 
understanding  of  this  disease  in  the  course  of  these 
70  years,  giving  some  of  the  concepts  of  the  pathology 
and  noting  the  therapy  used  in  the  three  genera- 
tions. 

Treatment  of  bacterial  endocarditis 

It  is  interesting  to  see  how  bacterial  endocarditis 
was  treated  in  1890  when  Dr.  Douglas’s  father  was  a 
medical  student.  The  lecture  notes  of  the  senior  Dr. 
Douglas  (Samuel)  are  reproduced  below. 

“Absolute  rest  in  bed.  Chest  covered  with  flannel 
and  not  exposed.  In  Rheumat  Endocard. — Rheumat- 
ic remedies  are  indicated.  If  the  urine  is  kept  alkaline 
the  liability  to  endocarditis  is  diminished.  Small 
doses  of  Opium  for  rest.  Strength  must  be  sustained 
by  concentrated  nutriment,  with  preparations  of  iron. 
In  endocarditis  with  typhoid  symptoms  and  septic  le- 
sions, alcohol,  quinine,  and  iron  are  freely  adminis- 
tered. When  it  is  complicated  with  Brights  disease, 
urea  must  be  rapidly  eliminated.  Pain  over  precor- 
dium  is  often  relieved  by  leeches.” 

Thus  it  can  be  truly  said  that  at  the  time  when 
Dr.  Albert  Douglas  was  growing  up,  his  father  was 
treating  endocarditis  with  leeches,  when  he  became 
a physician,  he  witnessed  the  revolution  brought 
about  by  penicillin,  and  at  the  time  of  his  death  the 
story  of  development  of  penicillin  and  other  effective 
antibiotics  and  the  newer  immunology  had  already 
become  a chapter  in  history  and  progress  of  medi- 
cine. 


TABLE  I.  Pathology  of  Bacterial  Endocarditis 


Lecture  Notes  of  Samuel 
D.  Douglas,  M.D.,  1890 

Lecture  Notes  of  Albert 
H.  Douglas,  M.D.,  1927 

Lecture  Notes  of  Steven 
D.  Douglas,  M.D.,  1961 

Infectious  or  ulcerative  endocarditis 
occurs  oftenest  in  pyaemia,  puer- 
peral fever,  scarlatina  and  diph- 
theria . . . Bacteria  gain  entrance 
into  the  membrane  of  the  valve 
from  blood  and  induce  necrotic 
changes.  Affected  part  sloughs 
. . . may  become  detached  and  act 
as  emboli  and  produce  specific 
ulceration  in  other  parts. 

Endothelial  lining  is  destroyed  and 
granulation  tissue  formed. 
Migration  of  pus  cells. 
Thromboplastic  substances  and 
thrombus  formation.  Throm- 
bus is  also  infected.  Intima  and 
media  are  thickened.  Strepto- 
coccus viridans  produces  a more 
prolonged  sub-acute  infection. 
Syphilis  from  aorta  may  invade 
the  aortic  valves. 

Acute  and  subacute — avoid  these  terms,  but  refer  to  organism 
involved.  Importance  of  diagnosis:  untreated — 100% 

mortality.  Treated — 80%  survive.  NY  Hospital  1/1000 
admissions  (before  antibiotics),  less  than  0.2/1000.  Portals 
of  entry:  teeth,  g.i.  tract,  massage  of  abscesses  . . . Platelet 
thrombi  may  form  on  normal  valves  in  areas  of  abrasion. 
Mitral  + Aortic:  90%  of  cases.  Once  bacteria  starts 
growing — fibrin  + platelet  thrombi  form,  WBC  cannot  get 
there.  Very  poor  host  defenses.  Emboli:  spleen,  kidney, 
heart,  brain;  splinter  hemorrhages. 
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“I’m  just  a 
shadow  of  what 
I used  to  be.” 


That  is  what  depressed  individuals 
may  feel  is  the  substance  of 
their  being.  There  is  no  pleasure, 
no  joy  — nothing  grows  — and  in  the 
cold  shadow  of  depression  their 
activities  are  inhibited,  while  ini- 
tiative may  be  eroded  or  des- 
troyed. The  tragedy  is  that  they 


can  see  that  others  are  able  to 
live  on  the  brighter  side  but  they, 
themselves,  cannot  reach  it  on 
their  own. 

Your  experience  in  treating 
depression,  and  Tofranil-PM 
can  help  light  the  way. 


Tofranil- PM 

imipramine  pamoate  Geigy 

Unsurpassed  effectiveness 
among  tricyclics  in  relieving  symptoms 
of  anxious  depression. 


Before  prescribing  Tofranil-PM,  please  review  a summary  of  the 
prescribing  information  on  the  back  of  this  page. 
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Tofranil-PM' 

imipramine  pamoate 

As  anxiety,  agitation,  sleep 
disturbances,  and  other 
depressive  symptoms  are 
relieved,  mood  and  motivation 
may  be  markedly  improved. 

Patients  are  usually  alert  and 
capable  of  functioning  at  more 
normal  levels  of  behavior. 


Tofranll-PM® 

brand  of  imipramine  pamoate 


Indications:  For  the  relief  of  symptoms  of  depression 
Endogenous  depression  is  more  likely  to  be  alleviated 
than  other  depressive  states. 

Contraindications:  The  concomitant  use  of  monoamine 
oxidase  inhibiting  compounds  is  contraindicated.  Hyper- 
pyretic  crises  or  severe  convulsive  seizures  may  occur  in 
patients  receiving  such  combinations.  The  potentiation  of 
adverse  effects  can  be  serious,  or  even  fatal.  When  it  is 
desired  to  substitute  Tofranil-PM,  brand  of  imipramine 
pamoate,  in  patients  receiving  a monoamine  oxidase  in- 
hibitor, as  long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days.  Initial 
dosage  should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed.  The  drug  is  contraindicated 
during  the  acute  recovery  period  after  a myocardial  infarc- 
tion. Patients  with  a known  hypersensitivity  to  this  com- 
pound should  not  be  given  the  drug.  The  possibility  of 
cross-sensitivity  to  other  dibenzazepine  compounds 
should  be  kept  in  mind. 

Warnings:  Usage  in  Pregnancy:  Safe  use  of  imipramine 
during  pregnancy  and  lactation  has  not  been  established: 
therefore,  in  administering  the  drug  to  pregnant  patients, 
nursing  mothers,  or  women  of  childbearing  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards  Animal  reproduction  studies  have  yielded  Incon- 
clusive results.  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
but  a causal  relationship  has  not  been  confirmed. 

Extreme  caution  should  be  used  when  this  drug  is  given 
to: 

— patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia; 

— patients  with  increased  intraocular  pressure,  history  of 
urinary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug's  anticholinergic  properties; 
—hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity; 

— patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold; 

— patients  receiving  guanethidine  or  similar  agents  since 
Imipramine  may  block  the  pharmacologic  effects  of 
these  drugs. 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  ol  potentially 
hazardous  tasks  such  as  operating  an  automobile  or 
machinery,  the  patient  should  be  cautioned  accordingly. 
Usage  In  Children  Tofranil-PM,  brand  of  imipramine 
pamoate,  should  not  be  used  in  children  of  any  age  be- 
cause of  the  increased  potential  for  acute  overdosage 
due  to  the  high  unit  potency  (75  mg,,  100  mg.,  125  mg. 
and  150  mg.j.  Each  capsule  contains  Imipramine 
pamoate  equivalent  to  75  mg.,  100  mg..  125  mg  or  150 
mg.  imip,  amine  hydrochloride 

Precautions:  It  should  be  kept  in  mind  that  the  possibility 
of  suicide  in  seriously  depressed  patients  Is  inherent  in 


Geigy 


Tofranil-PM  encourages  patient 
compliance  because  one 
capsule  lasts  from  bedtime  to 
bedtime. 

Good  results  are  usually  seen 
at  the  starting  dose  of  one 
75-mg  capsule  h.s. 

For  many  patients,  dosage  can 
be  safely  increased  to  150  mg 
daily. 


the  illness  and  may  persist  until  significant  remission  oc- 
curs. Such  patients  should  be  carefully  supervised  during 
the  early  phase  of  treatment  with  Tofranil-PM,  brand  of 
imipramine  pamoate,  and  may  require  hospitalization. 
Prescriptions  should  be  written  for  the  smallest  amount 
feasible. 

Hypomanic  or  manic  episodes  may  occur,  particularly  in 
patients  with  cyclic  disorders  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug.  If  needed,  Tofranil-PM, 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved.  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes. 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow. 

An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazine. 

In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropine-like  effects  may  become  more 
pronounced  (e  g.,  paralytic  ileus).  Close  supervision  and 
careful  adjustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs. 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomimet- 
ic amine  (e  g.,  adrenalin,  noradrenalin),  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines. 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects. 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  reported 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards,  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience. 

Adverse  Reactions:  Note:  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  heart  block, 
stroke,  falls. 

Psychiatric:  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions;  anxiety, 
restlessness,  agitation;  insomnia  and  nightmares: 
hypomania:  exacerbation  of  psychosis 
Neurological:  Numbness,  tingling,  paresthesias  of  ex- 
tremities; incoordination,  ataxia,  tremors;  peripheral 
neuropathy;  extrapyramidal  symptoms;  seizures,  altera- 
tions in  EEG  patterns;  tinnitus 
Anticholinergic:  Dry  mouth,  and,  rarely,  associated  sub- 
lingual adenitis;  blurred  vision,  disturbances  of  accommo- 
dation, mydriasis;  constipation,  paralytic  ileus;  urinary  re- 
tention, delayed  micturition,  dilation  of  the  urinary  tract. 
Allergic:  Skin  rash,  petechiae,  urticaria,  itching,  photosen- 


As with  all  tricyclics,  sedation 
may  occur.  Please  caution 
patients  against  driving  or  oper- 
ating dangerous  machinery. 

Each  capsule  contains 
imipramine  pamoate  equivalent 
to  75,  100, 125  or  150  mg  of 
imipramine  hydrochloride. 


sitization  (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  of  face  and  tongue);  drug  fever;  cross- 
sensitivity with  desipramine. 

Hematologic:  Bone  marrow  depression  including  agran- 
ulocytosis; eosinophilia;  purpura;  thrombocytopenia. 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression. 
Gastrointestinal:  Nausea  and  vomiting,  anorexia,  epigas- 
tric distress,  diarrhea;  peculiar  taste,  stomatitis,  abdominal 
cramps,  black  tongue. 

Endocrine:  Gynecomastia  in  the  male;  breast  enlarge- 
ment and  galactorrhea  in  the  female;  increased  or  de- 
creased libido,  impotence;  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

Other:  Jaundice  (simulating  obstructive);  altered  liver 
function;  weight  gain  or  loss;  perspiration;  flushing;  uri- 
nary frequency;  drowsiness,  dizziness,  weakness  and 
fatigue;  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms:  Though  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise. 

Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with  75 
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To  maintain  pressure  in  the  face  of  the  reduction 
in  blood  volume  caused  by  severe  and  prolonged 
hemorrhage,  tissue  perfusion  is  reduced.  The  re- 
sultant regional  hypoxia  is  followed  by  a rise  in  an-' 
aerobic  respiration  and  an  accumulation  of  acid 
radicals  which  eventually  find  their  way  into  the 
general  circulation  (Fig.  1).  The  severity  of  meta- 
bolic acidosis  associated  with  hemorrhagic  shock  is 
reflected  in  tissue  and  blood  pH,1  blood  lactate, 
pyruvate  and  phosphate  concentrations,  and  arterial 
and  carbon  dioxide  tensions.2-5 

Because  acidosis  damages  lysosomes,  an  out- 
pouring of  lysosomal  enzymes  occurs  in  shock,  which 
is  directly  proportional  in  intensity  to  its  depth  and 
duration.6-10  Increases  in  serum  levels  of  beta  glu- 
cosidase,  beta  galactosidase,  oxalacetic  transaminase, 
acid  phosphatase,  and  proteases  have  been  reported 
in  subjects  with  hypoperfused  tissues.  This  outpour 
of  lysosomal  enzymes,  together  with  acidosis,  alleg- 
edly damages  capillary  endothelia,  cell  membranes, 
and  mitochondria.8  The  resultant  increase  in 
membrane  permeability  allows  microsomal  enzymes 
to  seep  into  both  the  extracellular  and  intravascular 
compartments  of  the  body,  thus  worsening  the 


Serum  electrophoretic  studies  have  shown  that  the 
severity  of  hemorrhagic  shock  can  be  graded  ac- 
cording to  the  degree  of  binding  of  circulating  heme 
molecules  to  specific  serum  proteins.  These  toxic 
hemes  are  the  product  of  degradation  of  blood  he- 
molyzed  through  the  release  of  microsomal  and  ly- 
sosomal enzymes  caused  by  the  acidosis  that  obtains 
in  low-flow  states.  Generally  speaking,  mortality 
rates  are  highest  when  methemalbumin,  hemo- 
pexin-heme  and  haptoglobin-hemoglobin  appear  in 
blood  samples.  It  is  less  frequent  when  only  hemo- 
pexin-heme  and  haptoglobin-hemoglobin  are  de- 
tected and  rare  when  haptoglobin-hemoglobin  alone 
is  found.  These  conclusions  are  corroborated  by  the 
demonstration  of  abnormal  scanning  spectrophoto- 
metric  patterns  in  the  serum  of  the  subjects  con- 
cerned together  with  the  finding  of  numerous  iron- 
laden histiocytes  (Prussian  blue  stain)  in  their  tra- 
cheobronchial secretions.  Correlations  between  the 
clearance  of  abnormal  heme  pigments  in  the  serum 
and  the  number  of  iron-laden  histiocytes  found  in  the 
tracheobronchial  tree  are  an  indication  of  the  degree 
of  activity  of  the  reticuloendothelial  system  of  the 
subjects  concerned  with  which  the  chances  of  recov- 
ery from  shock  are  closely  related. 


metabolic  disturbance. 

There  is  evidence  that  changes  in  the  glycolytic 
activity  of  the  red  blood  cell  may  cause  it  to  rupture.11 
This  phenomenon  may  be  at  the  basis  of  the  intra- 
vascular hemolysis  and  degradation  of  hemoglobin 
into  allegedly  toxic  heme  pigments  noted  by  the 
several  authors  who  have  studied  the  serum  of 
subjects  suffering  from  hemorrhagic  shock.12-14 

Catabolism  of  hemoglobin 

The  fate  of  hemoglobin  after  its  release  from 
erythrocytes  is  similar,  irrespective  of  the  cause  of 
hemolysis.  Studies  carried  out  on  the  degradation 
of  hemoglobin  have  shown  that  it  is  first  bound  to 
serum  haptoglobin.15  The  hemoglobin-haptoglobin 
complex  is  removed  from  the  circulation  by  the  his- 
tiocytes of  the  reticuloendothelial  system  in  the 
spleen,  liver,  bone  marrow,  and  other  organs  (Fig.  2). 
When  the  amount  of  free  hemoglobin  exceeds  the 
binding  capacity  of  haptoglobin,  unbound  hemo- 
globin appears  in  the  serum.  This  free  hemoglobin 
dissociates  into  two  alpha-beta  chains,  each  con- 
taining two  hemes.  These  hemoglobin  subunits 
undergo  glomerular  filtration  and  tubular  reab- 
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FIGURE  1.  Causes  of  hemolysis  in  hemorrhagic  shock. 


sorption.  When  their  concentration  exceeds  the 
renal  threshold,  they  are  excreted  in  the  urine  (he- 
mosiderinuria). 15-18  Free  hemoglobin  also  dissociates 
into  globin  and  free  hemes.15  The  ferrous  ion  che- 
lated by  the  heme  molecules  is  then  oxidized  into 
ferric  ion.15  Oxidized  heme  forms  complexes  with 
serum  hemopexin  (a  beta  globulin)  and  serum  al- 
bumin. Hemopexin  has  a strong  affinity  for  heme 
but  is  found  in  low  concentrations  in  the  serum  (0.05 
to  0.1  Gm.  per  100  ml.).  Albumin,  which  is  plentiful 
(4  to  5 Gm.  per  100  ml.),  provides  a large  nonspecific 
pool;  this  is  in  equilibrium  with  hemopexin,  the  latter 
being  an  irreversible  exit  to  the  reticuloendothelial 
system  in  the  liver.15 

Because  hemopexin  binds  heme  at  an  equimolar 
ratio,19  it  is  easily  saturated,  and  it  is  only  when  fresh 
hemopexin  becomes  available  again  that  albumin  can 
discharge  its  heme  onto  it.  This  accounts  for  the 
longer  half-life  of  heme-albumin  (22  hours),  when 
compared  with  that  of  hemopexin-heme  (4  hours). 

Heme-oxygenase,  a microsomal  enzyme  found  in 
the  liver,  spleen,  kidney,  intestinal  mucosa,  and 
histiocytes,  catabolizes  heme  into  inorganic  iron, 
carbon  monoxide,  and  bilirubin.15’20-23 

Abnormal  serum  heme  pigments  in  shock 

Heme  pigments  were  found  in  the  serum  of  ani- 
mals bled  to  hemorrhagic  shock12’13  and  in  human 
beings  suffering  from  hemorrhagic  shock.14  It  has 
been  claimed  that  these  pigments  are  toxic12,13,24 
which  may  explain,  in  part  at  least,  the  tubular  ne- 
crosis that  complicates  certain  cases  of  shock.25  In 
fact,  the  addition  of  heme  to  kidney  slices  has  been 
shown  to  reduce  tubular  incorporation  of  para-ami- 
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FIGURE  2.  Degradation  pathways  of  hemoglobin  after  he- 
molysis. 


FIGURE  3.  Electrophoretic  pattern  of  serum  of  patient  who 
died  in  hemorrhagic  shock.  Serum  methemalbumin  band 
stained  by  benzidine  in  line  with  large  albumin  band  (upper 
tracing).  Flaptoglobin-hemoglobin  and  hemopexin-heme 
bands  stained  by  benzidine  in  line  with  antihaptoglobin  and 
antihemopexin  precipitate  bands  in  lower  tracing. 

nohippurate,  especially  in  the  presence  of  acidosis 
and  hypoxia.25 

The  serum  of  patients  in  shock  contains  a mixture 
of  hemoglobin  and  heme  pigments  which  will  pro- 
duce a series  of  specific  absorption  bands  detectable 
by  scanning  spectrophotometry.14  This  method  will 
not  permit  the  separation  and  quantitation  of  each 
individual  pigment.  It  is  possible,  however,  to  sep- 
arate these  pigments  by  serum  electrophoresis  and 
to  identify  them  by  their  specific  bindings  to  serum 
proteins.25  The  first  abnormal  pigment  to  appear 
in  the  serum  of  patients  in  shock  is  haptoglobin- 
hemoglobin.  As  shock  becomes  more  severe,  he- 
mopexin-heme and  later  methemalbumin  are  also 
found.26  In  a series  of  10  patients  in  shock  studied 
by  this  method  there  were  no  deaths  associated  with 
the  presence  of  haptoglobin-hemoglobin  alone,  but 
the  mortality  rate  rose  with  the  appearance  of  each 
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additional  pigment  and  was  highest  when  all  three 
bands  were  present  (Fig.  3).  Heme  is  not  normally 
found  in  the  circulation,  and  its  presence  has  hitherto 
been  only  described  in  association  with  hemolytic 
conditions. 

Reticuloendothelial  cells  remove  heme  from  the 
circulation.  It  has  been  shown,  during  both  labora- 
tory experimentation  and  under  clinical  conditions, 
that  the  outcome  for  the  subject  in  shock  was  directly 
related  to  the  activity  of  that  system.27-29 

We  have  been  able  to  detect  iron-laden  histiocytes 
in  significantly  raised  numbers  both  in  smears  made 
from  the  tracheobronchial  secretions  of  patients 
undergoing  general  endotracheal  anesthesia  while  in 
shock  and  in  histologic  sections  of  the  lungs  of  rats 
bled  to  hemorrhagic  shock.30  The  percentage  of 
iron-laden  histiocytes  found  in  smears  was  also  in- 
versely proportional  to  the  degree  of  degradation  of 
hemoglobin  found  in  the  serum  by  scanning  spec- 
trophotometry.14 

Conclusion 

Since  the  accumulation  of  heme  and  possibly  other 
metabolites  during  shock  exceeds  the  carrying  ca- 
pacity of  the  proteins  to  which  they  are  specifically 
bound,  increasing  the  volume  of  available  proteins 
by  the  administration  of  plasma  or  whole  blood, 
rather  than  by  only  packed  cells  and  electrolyte  so- 
lutions, should  be  beneficial.  In  fact,  in  a recently 
reported  series,  large  amounts  of  whole  blood  were 
administered  to  seriously  injured  patients,  sometimes 
as  much  as  60  units.31  Strikingly  few  complications, 
directly  attributable  to  shock,  were  noted  in  this 
group. 

9 Tarryhil!  Road 
Tarrytown,  New  York  10591 
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The  first  case  of  angiofollicular  lymph-node  hy- 
perplasia was  reported  by  Castleman  and  Towne  in 
1954. 1>2  They  described  its  microscopic  features  and 
speculated  about  its  possible  cause. 

Recently,  we  had  occasion  to  treat  a patient  with 
this  condition  located  in  the  mediastinum.  After 
reviewing  our  clinical  records  at  Roswell  Park  Me- 
morial Institute  for  the  past  ten  years,  we  found  two 
more  cases.  Since  angiofollicular  lymph-node  hy- 
perplasia is  not  a common  condition,  we  present  the 
clinicopathologic  features  of  these  cases. 

Case  reports 

Case  1.  During  a routine  physical  examination,  a 19- 
year-old  white  male  had  a chest  x-ray  film  examination, 
which  showed  an  abnormal  mediastinal  shadow;  he  was 
referred  to  Roswell  Park  Memorial  Institute  for  evaluation 
(Fig.  1).  Physical  examination  findings  were  essentially 
within  normal  limits.  The  chest  x-ray  films  and  tomo- 
grams revealed  an  anterior  upper  mediastinal  mass  behind 
the  sternum  measuring  approximately  4 by  7 cm.  The 
lungs  were  clear,  and  no  pleural  effusion  was  noted. 

On  admission,  blood  cell  counts,  SMA  (sequential  mul- 
tiple analyzer)-6,  SMA-12,  electrocardiogram,  serum 
protein  electrophoresis,  Ig  (immunoglobulin)  G,  and  IgE 
fractions  by  radial  immunodiffusion  technique  all  yielded 
results  within  normal  limits.  With  the  preoperative  di- 
agnosis of  thymoma,  the  patient  was  taken  to  surgery,  and 
a right  thoracotomy  was  performed.  In  the  anterior  me- 
diastinum, situated  just  behind  the  manubrium  and  upper 
part  of  the  sternum,  a sausage-shaped  6.5  by  3.5  by  3-cm., 
firm,  gray  encapsulated  nass  completely  covered  by  pa- 
rietal pleura  was  located  and  the  mass  completely  excised. 


FIGURE  1.  Case  1.  Chest  x-ray  photograph  shows  right 
superior  mediastinal  lesion. 


On  section  the  mass  had  a homogeneous  gray-yellow  con- 
vex surface.  Histologic  study  revealed  this  to  be  a large 
lymph  node  with  numerous  prominent  germinal  centers 
arranged  in  a concentric  fashion,  within  which  were  eo- 
sinophilic foci  of  sclerosis  reminiscent  of  Hassall’s  cor- 
puscles (Fig.  2A  and  B).  The  paracortical  areas  showed 
marked  endothelial  proliferation  intermingled  with  small 
lymphocytes  (Fig.  2C).  The  entire  lymph  node  was  tra- 
versed by  thick  fibrous  bands  which  originated  in  the 
capsule.  A final  diagnosis  of  angiofollicular  lymph-node 
hyperplasia  was  made.  The  patient  had  an  uneventful 
postoperative  course  and  was  discharged  seven  days  after 
the  surgery.  He  has  been  followed  in  our  clinic  and  is 
without  recurrence  of  the  lesion  since  September,  1976. 

Case  2.  A 20-year-old  white  male  was  admitted  in  Au- 
gust, 1966,  for  evaluation  of  a superior  mediastinal  mass 
noted  on  a routine  chest  x-ray  film  taken  by  a mobile  unit. 
He  was  completely  asymptomatic.  Past  medical  history 
showed  negative  findings,  and  physical  examination 
yielded  essentially  normal  results.  Blood  cell  counts, 
SMA-6,  SMA-12,  and  electrocardiogram  findings  were  all 
within  normal  limits.  Chest  x-ray  films  showed  a mass 
lesion  in  the  anterior  mediastinum  (Fig.  3).  With  a dif- 
ferential diagnosis  of  lymphoma,  thymoma,  and  retro- 
sternal thyroid,  he  was  taken  to  surgery,  and  a right  tho- 
racotomy was  done.  The  mass  measured  12  by  3 by  6 cm. 
behind  the  azygos  vein,  on  top  of  the  aortic  arch,  and  in 
front  of  the  trachea.  The  mass  was  well  encapsulated  and 
completely  excised.  On  gross  examination,  it  was  gray- 
white  and  rubbery  in  consistency.  Microscopic  sections 
showed  a lymph  node  with  features  similar  to  that  de- 
scribed in  Case  1.  He  also  had  an  uneventful  postoperative 
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FIGURE  2.  Case  1.  Mediastinal  mass.  (A)  Showing  large 
germinal  centers  with  characteristic  concentric  whorls.  Note 
resemblance  to  Hassall's  corpuscles  of  thymus  (hematoxylin 
and  eosin  stain,  original  magnification  X 150).  (B)  Higher 
magnification  of  germinal  center  (hematoxylin  and  eosin  stain, 
original  magnification  X 300).  (C)  Different  area  of  same 
mass  showing  vascular  and  endothelial  proliferation 
(hematoxylin  and  eosin  stain,  original  magnification  X 


150). 


course  and  has  been  followed  for  10  years  in  our  clinic 
without  recurrence. 

Case  3.  A 44-year-old  white  female  was  referred  to  this 
Institute  in  August,  1967,  as  probaby  having  Hodgkin’s 
disease  following  a biopsy  of  a right  neck  mass  which  had 
been  present  for  15  years.  At  the  age  of  24,  the  patient 


Angiofollicular  lymph-node  hyperplasia  is  a rare  but 
benign  condition  most  frequently  occurring  in  the 
mediastinum.  In  this  report,  three  cases  observed 
at  the  Roswell  Park  Memorial  Institute  are  pre- 
sented, two  with  mediastinal  location  and  one  located 
in  the  neck.  The  choice  of  treatment  is  excision,  and 
even  when  the  lesion  is  incompletely  excised,  there 
has  been  no  incidence  of  recurrence  reported. 


developed  a painless  mass  in  her  neck  below  the  ear.  This 
was  removed,  and  she  was  told  that  it  was  a cyst.  Although 
she  had  no  further  symptoms,  five  years  later  another  mass 
began  to  appear  very  close  to  the  original  surgical  scar. 
The  slides  of  the  tumor  were  reviewed  by  our  pathologists, 
and  it  was  diagnosed  as  angiofollicular  hyperplasia.  She 
has  been  followed  in  our  clinic,  untreated,  for  six  years 
without  symptoms  or  recurrence. 

Comment 

Angiofollicular  lvmph-node  hyperplasia  is  a rare, 
benign,  localized  lymph  nodal  enlargement  of  un- 
known cause.  The  first  cases  found  in  the  medias- 
tinum were  reported  by  Castleman  and  Towne  in 
1954. 1 They  described  it  as  localized  mediastinal 
lymph-node  hyperplasia.  Since  then,  the  lesion  has 
been  described  in  other  locations  besides  the  medi- 
astinum, such  as  abdomen,  neck,  muscle,  axilla, 


FIGURE  3.  Case  2.  Tomogram,  14  cm.,  shows  right  su- 
perior anterior  mediastinal  lesion. 
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pulmonary  parenchyma,  and  retroperitoneum.  In 
the  literature,  several  names  have  been  applied 
to  this  disease  entity:  giant  hemolymph;  giant 

lymph-node  hyperplasia;  lymph-node  hamartoma 
or  choristoma;  and  angiofollicular  lymph-node  hy- 
perplasia. The  variety  of  synonyms  given  to  this 
lesion  is  a good  indication  of  our  lack  of  under- 
standing about  the  true  origin  of  this  tumor.  An- 
' giofollicular  lymph-node  hyperplasia,  proposed  by 
Harrison  and  Bernatz,3  is  probably  a better  name 
because  it  describes  the  basic  histologic  appearance 
of  the  lesion. 

The  lesion  was  reported  to  have  occurred  in  Cau- 
casians and  blacks  as  well  as  in  Orientals.  Age  of  the 
patients  had  ranged  from  8 to  70  years.  The  youn- 
gest patient  was  a boy  whose  symptoms,  due  to  the 
tumor,  dated  back  to  the  age  of  five  years.3  There 
appeared  to  have  been  no  particular  sex  prefer- 
ence. 

The  resected  specimens  have  variable  sizes  and  the 
largest  one  has  been  reported  to  be  up  to  16  by  9 by 
5.5  cm.4 

Since  the  majority  of  these  lesions  are  asymp- 
tomatic, there  was  frequently  a long  history  of  up  to 
20  to  35  years.5’6 

The  majority  of  these  lesions,  about  70  percent,  are 
located  within  the  chest,  but  are  also  in  other  sites 
such  as  the  neck,  muscle,  axilla,  abdomen,  and  re- 
troperitoneum.  Inside  the  chest,  this  lesion  occurs 
in  about  equal  incidence  on  each  side  and  in  two 
distinct  forms  of  presentation.7  The  less-common 
form  consists  of  a mass,  arising  at  the  level  of  the  hilar 
vessels  but  separated  from  the  mediastinum  by  the 
lung,  up  to  1-cm.  thick.  This  intrapulmonary  form 
is  notable  for  its  fairly  constant  relation  to  the  lung 
fissures,  especially  on  the  right  side  horizontal  fissure. 
The  second  and  more  common  form  of  presentation 
is  less  distinctive.  It  consists  of  a solitary  or,  rarely, 
a slightly  lobulated  mass  within  the  mediastinum 
with  predilection  for  anterior  superior  compartment. 
Thus,  it  has  been  found  in  intimate  relation  to  the 
trachea,  the  azygos  vein,  both  sides  of  the  aortic  arch, 
the  heart,  and  the  major  bronchi.  Because  of  this 
anterior  superior  mediastinal  location,  it  is  often 
mistaken  for  thymoma  and  other  anterior  superior 
mediastinal  tumors  on  x-ray  film,  except  that  the 
mass  tends  to  lie  to  one  side  or  other  of  the  mid- 
line. 

Of  these  masses  90  percent  are  asymptomatic,  and 
10  percent  may  cause  symptoms  due  mostly  to  direct 
compression  by  the  tumor.  If  intrathoracic,  the  mass 
may  compress  the  tracheobronchial  tree  causing 
dyspnea,  cough,  fever,  chest  pain,  or  respiratory  tract 
infection.  Recurrent  pleural  effusion  was  the  main 
problem  in  one  patient  with  a mediastinal  lesion 
proved  on  biopsy  15  years  previously.8  One  case  of 
abdominal  location  caused  renal  colic  by  pressing  on 
a ureter.”  Another  case  located  in  the  right  femo- 
roinguinal  region  caused  compression,  producing 
swelling  of  the  right  thigh.6  A syndrome  consisting 


of  fever,  anemia,  and  hyperglobulinemia  has  been 
recognized  in  association  with  some  of  these  lesions. 
In  several  carefully  studied  cases,  these  clinical  ab- 
normalities have  disappeared  after  excision  of  the 
mass.3’10 

Grossly,  the  tumors  are  usually  well  encapsulated, 
and,  if  not  entirely,  they  are  attached  to  surrounding 
tissue  by  fibrous  bands.  The  outer  surface  is  dark 
pink  and  thin,  and  the  cut  surfaces  have  a homoge- 
neous, pale  yellowish  gray  glistening  appearance. 
Local  calcification  is  unusual,  but  in  exceptional 
cases,  there  was  enough  calcification  to  be  visible  on 
preoperative  x-ray  films. 

Histologically,  angiofollicular  lymph-node  hy- 
perplasia is  a well  documented  pathologic  entity  with 
a distinctive  microscopic  appearance.  In  general,  the 
microscopic  characteristics  of  the  various  compo- 
nents of  the  tumors  reported  in  the  literature  are 
similar  to  those  of  our  cases.  Castleman,  Iverson, 
and  Menendez2  emphasized  two  histologic  features: 
(1)  hyperplasia  of  lymphoid  follicles,  with  or  without 
germinal  center  formation  replacing  the  lymph-node 
architecture,  and  (2)  marked  follicular  and  interfol- 
licular  capillary  proliferation  with  endothelial  hy- 
perplasia. The  endothelium  of  the  intrafollicular 
capillaries  has  thick  hyalinized  walls  and  assumes  a 
concentric  arrangement  which  is  accentuated  when 
the  capillary  lumina  is  obliterated,  thus  producing 
a resemblance  to  Hassalls’  corpuscle  of  the  thymus. 
Keller,  Hochholzer,  and  Castleman8  classified  these 
lesions  histologically  into  two  types:  the  hyaline- 
vascular  type,  which  is  the  more  common  type  with 
91  percent  of  the  cases,  characterized  by  small  hya- 
line-vascular follicles  and  interfollicular  capillary 
proliferation;  and  the  plasma-cell  type,  prevalent  in 
9 percent  of  the  cases  and  characterized  by  large 
follicles  with  intervening  sheets  of  plasma  cells.  The 
latter  type  was  frequently  associated  with  systemic 
manifestations. 

The  etiologic  nature  of  this  lesion  is  controversial. 
In  1956,  Castleman,  Iverson,  and  Menendez2  pro- 
posed the  theory  that  the  lesion  probably  represents 
a nonspecific  inflammatory  process.  Lattes  and 
Pachter11  challenged  the  inflammatory  hyperplastic 
origin  interpretation  of  these  lymphoid  masses. 
They  argued  that  “the  absence  of  marginal  and  med- 
ullary sinuses  would  be  against  any  theory  that  would 
suggest  that  these  masses  are  just  hyperplastic  lymph 
nodes.”11  Further,  these  masses  occurred  in  regions 
such  as  muscles  and  other  soft  tissues  of  the  ex- 
tremities in  which  lymph  nodes  are  not  normally 
present.  They  thought  that  the  lesion  represented 
a developmental  or  growth  abnormality  and  postu- 
lated that  these  masses  are  most  likely  either  ha- 
martomas or,  in  the  case  of  intramuscular  and  sub- 
cutaneous tumors,  are  choristomas. 

Tung  and  McCormack12  proposed  that  the  lesion 
represents  a vascular  hamartoma  in  a lymph  node 
based  on  the  observation  of  proliferative  but  col- 
lapsed and  sclerotic  stromal  vasculature  which  is 
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derived  from  capsular  vessels  rich  in  blood  supply. 
Keller,  Hochholzer,  and  Castleman  in  19728  reaf- 
firmed the  theory  that  the  lesion  is  originated  by 
chronic  nonspecific  inflammatory  or  infectious  pro- 
cess. They  observed,  in  most  hyaline-vascular  le- 
sions, the  presence  of  eosinophils  and  capillary  pro- 
liferation. Most  of  these  features  are  found,  for  ex- 
ample, in  lymph  nodes  affected  by  viral  lymphade- 
nitis. Since  most  lesions  occur  along  the  tracheo- 
bronchial wall,  a respiratory  route  of  infection  is 
likely,  if  an  infectious  agent  is  involved,  although  in 
the  few  cases  in  which  cultures  for  viruses,  bacteria, 
or  fungi  have  been  done  the  results  have  been  nega- 
tive. They  and  others  found  residual  lymph-node 
sinuses  or  inflammatory  cells  in  the  majority  of  the 
lesions,  which  speak  against  hamartoma  theo- 

ry.4,13,14 

There  is  no  recorded  case  of  angiofollicular 
lvmph-node  hyperplasia  diagnosed  preoperatively. 
Since  the  majority  of  the  patients  are  asymptomatic, 
the  lesion  is  just  an  incidental  finding  on  x-ray  or  on 
routine  physical  examination.  Although  it  is  rare, 
it  should  be  included  in  the  differential  diagnosis  of 
mediastinal  or  parahilar  lesions. 

Most  of  the  laboratory  examinations  yield  normal 
results.  However,  t hose  cases  histologically  classified 
as  plasma-cell  type  were  commonly  associated  with 
abnormal  hematologic  findings.8  The  most  fre- 
quently found  laboratory  abnormalities  were  anemia, 
an  elevated  sedimentation  rate,  hvperglobulinemia, 
and  hypoalbuminemia.  The  anemia  was  usually 
mild,  with  normochromic  and  normocytic  red  cells. 
In  some  cases,  the  anemia  did  not  respond  to  orally 
administered  iron  nor  folate,  but  to  steroids.  Other 
abnormalities  included  fever,  sweating,  fatigue,  hy- 
poferremia,  hypotransferremia.  hypergammaglob- 
ulinemia, elevated  alpha-2-globulin,  leukocytosis, 
thrombocytosis,  splenomegaly,  mild  peripheral 
lymphadenopathy,  marrow  plasmacytosis,  hyperfi- 
brinogenemia,  elevated  alkaline  phosphatase,  in- 
creased BSP  (sulfobromophthalein)  retention,  ele- 
vated serum  copper,  elevated  ceruloplasmin,  and 
elevated  serum  leucine-amino-peptidase.  A causal 


relation  between  these  findings  and  the  lymph-node 
lesion  is  supported  by  the  observation  that  each  ab- 
normal laboratory  finding  returned  to  normal  after 
excision  of  the  mass. 

Conclusion 

The  choice  of  treatment  for  angiofollicular 
lymph-node  hyperplasia  is  excision.  Even  when  the 
lesion  was  incompletely  excised,  no  incidence  of  re- 
currence has  been  reported. 

References 

1.  Castleman,  B.,  and  Towne,  V.  W.:  Case  records  of  the 
Massachusetts  General  Hospital.  Weekly  clinicopathological 
exercises.  Case  40011,  New  England  J.  Med.  250:  26  (1954). 

2.  Castleman,  B.,  Iverson,  L.,  and  Menendez,  V.  P.:  Local- 
ized mediastinal  lymph-node  hyperplasia  resembling  thymoma, 
Cancer  9:  822  (1956). 

3.  Harrison,  E.  G.,  Jr.,  and  Bernatz,  P.  E.:  Angiofollicular 
mediastinal  lvmph-node  hvperplasia  resembling  thvmoma,  Arch. 
Path.  75:  284  (1963). 

4.  Inada,  K.,  Kawai,  K.,  Katsumura,  T.,  and  Nakano,  A.: 
Giant  lymph  node  hyperplasia  of  the  mediastinum;  case  report 
with  review  of  the  literature,  Am.  Rev.  Tubercl.  79:  232  (1959). 

5.  Cates,  G.  W.,  and  Robinson,  C.  L.:  Angiofollicular 

mediastinal  lymph  node  hvperplasia,  Canad.  M.  A.  J.  97:  1538 
(1967). 

6.  Fitzpatrick,  P.  J..  and  Brown,  T.  C.:  Angiofollicular  lymph 
node  hyperplasia,  ibid.  99:  1259  (1968). 

7.  Hirst,  E..  and  Williams,  H.  B.:  Intrathoracic  lymphoid 
hamartoma.  Thorax  19:  469  (1964). 

8.  Keller,  A.  R.,  Hochholzer,  L.,  and  Castleman,  B.:  Hya- 
line-vascular and  plasma-cell  types  of  giant  lymph  node  hyper- 
plasia of  the  mediastinum  and  other  locations,  Cancer  29:  670 
(1972). 

9.  Pietra,  G.:  Hyalinisierende  plasmacellulare  Lymph- 

knotenhyperplasie  (Castleman),  Schwiez.  Med.  Wchnschr.  94: 
1755  (1964). 

10.  Neerhout,  R.  C.,  Larson,  W.,  and  Mansur,  P.:  Mesenteric 
lymphoid  hamartoma  associated  with  chronic  hypoferremia, 
anemia,  growth  failure  and  hvperglobulinemia,  New  England  J. 
Med.  280:  922(1969). 

11.  Lattes,  R..  and  Pachter,  M.  R.:  Benign  lymphoid  masses 
of  probable  hamartomatous  nature.  Analysis  of  12  cases.  Cancer 
15: 197  (1962). 

12.  Tung,  K.  S.,  and  McCormack,  L.  J.:  Angiomatous  lym- 
phoid hamartoma.  Report  of  five  cases  with  a review  of  the  lit- 
erature, ibid.  20:  525  (1967). 

13.  Abell,  M.  R.:  Lymphoid  hamartoma,  Radiol.  Clin.  North 
America  6: 15  (1968). 

14.  Timme,  A.  H.:  Angiofollicular  hyperplasia  of  an  ab- 

dominal lymph  node,  South  African  M.  J.  39:  356  (1965). 


December  1977/New  York  State  Journal  of  Medicine  2223 


Contraindications:  Anuria;  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs. 

Warnings:  Use  with  caution  in  severe  renal  disease.  In  patients  with 
renal  disease,  thiazides  may  precipitate  azotemia,  Cumulative  effects 
may  develop  in  patients  with  impaired  renal  function.  Use  with  caution 
in  patients  with  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma.  May  add  to  or  potentiate  action  of  other  antihyperten- 
sive drugs;  potentiation  occurs  with  ganglionic  or  peripheral  adrenergic 
blocking  drugs.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma,  Possibility  of  exacerbation 
or  activation  of  systemic  lupus  erythematosus  has  been  reported.  Lith- 
ium generally  should  not  be  given  with  diuretics  because  they  reduce 
its  renal  clearance  and  add  a high  risk  of  lithium  toxicity.  Read  circu- 
lars for  lithium  preparations  before  use  of  such  concomitant  therapy. 
Use  in  Pregnancy . Thiazides  cross  placental  barrier  and  appear  in  cord 
blood;  in  pregnancy,  weigh  anticipated  benefit  against  possible  haz- 
ards to  fetus,  including  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  that  have  occurred  in  adults. 
Nursing  Mothers:  Thiazides  appear  in  breast  milk;  if  use  of  drug  is 
deemed  essential,  patient  should  stop  nursing 
Precautions:  Perform  periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance.  Observe  all  patients  for  clinical 
signs  of  fluid  or  electrolyte  imbalance,  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  de- 
terminations are  particularly  important  when  patient  is  vomiting  ex- 


cessively or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  of 
cause,  are  dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausr 
and  vomiting.  Hypokalemia  may  develop,  especially  with  brisk  diuresi 
in  severe  cirrhosis,  with  concomitant  corticosteroid  or  ACTH  therapy, 
with  inadequate  oral  electrolyte  intake.  Hypokalemia  can  sensitize  or 
exaggerate  response  of  heart  to  toxic  effects  of  digitalis  (e  g.,  increase 
ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  con- 
tent. Any  chloride  deficit  is  generally  mild  and  usually  does  not  require 
specific  treatment  except  under  extraordinary  circumstances  (as  in  I 
liver  disease  or  renal  disease).  Dilutional  hyponatremia  may  occur  in 
edematous  patients  in  hot  weather;  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt  except  in  rare  instances 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  ap- 
propriate replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients.  Insulin  requirements  in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged;  latent  diabetes  mellitus  may  become 
manifest.  Thiazides  may  increase  responsiveness  to  tubocurarine. 
Antihypertensive  effects  of  the  drug  may  be  enhanced  in  post- 
sympathectomy patients.  May  decrease  arterial  responsiveness  to 
norepinephrine;  this  diminution  is  not  sufficient  to  preclude  effective- 
ness of  the  pressor  agent  for  therapeutic  use.  If  progressive  renal  im- 
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jairment  becomes  evident,  consider  withholding  or  discontinuing 
I iiuretic  therapy.  Thiazides  may  decrease  serum  PBI  levels  without 
j signs  of  thyroid  disturbance.  Calcium  excretion  is  decreased  by 
j hiazides.  Pathologic  changes  in  the  parathyroid  gland  with  hyper- 
f :alcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
( in  prolonged  therapy:  thiazides  should  be  discontinued  before  testing 
j or  parathyroid  function. 
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| itation;  nausea:  vomiting;  cramping;  diarrhea;  constipation;  jaundice 
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| Central  Nervous  System— Dizziness;  vertigo;  paresthesias;  headache; 
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reduced  by  at  least  50  percent  as  soon  as  this  drug  is  added  to  the 
regimen.  As  blood  pressure  falls  under  the  potentiating  effect  of  this 
agent,  further  reduction  in  dosage,  or  even  discontinuation,  of  other 
antihypertensive  drugs  may  be  necessary. 

How  Supplied:  Tablets  containing  25  mg  hydrochlorothiazide  each  in 
bottles  of  100  and  1000  and  single-unit  packages  of  100;  Tablets  con- 
taining 50  mg  hydrochlorothiazide  each  in  bottles  of  100, 1000,  and 
5000  and  single-unit  packages  of  100;  Tablets  containing  100  mg  hy- 
drochlorothiazide each  in  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD  representative  or 
see  full  prescribing  information.  Merck  Sharp  & Dohme,  _ _ _ _ 
Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486  MSD 
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■lematologic— Leukopenia;  agranulocytosis;  thrombocytopenia; 
iplastic  anemia. 

Cardiovascular— Orthostatic  hypotension  (may  be  aggravated  by 
•Icohol,  barbiturates,  or  narcotics). 

. fypersensitivity— Purpura;  photosensitivity;  rash;  urticaria;  necrotizing 
I ngiitis  (vasculitis)  (cutaneous  vasculitis);  fever;  respiratory  distress 
I icluding  pneumonitis:  anaphylactic  reactions. 

| Cther— Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm; 

I weakness;  restlessness;  transient  blurred  vision. 

Vhenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage 
hould  be  reduced  or  therapy  withdrawn. 

Jote:  When  used  with  other  antihypertensive  drugs,  careful  observa- 
I ons  for  changes  in  blood  pressure  must  be  made,  especially  during 
I litial  therapy.  Dosage  of  other  antihypertensive  agents  must  be 
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It  is  known  that  exposure  of  human  populations 
to  ionizing  radiation  is  followed  by  an  increase  in  the 
incidence  of  various  neoplasms.1-5  In  particular, 
since  the  first  description  of  leukemia  in  a radiolo- 
gist,6 many  data  have  accumulated  on  radiation 
leukemogenesis.7-13  Various  forms  of  leukemia 
appear  to  be  induced,  except  chronic  lymphocytic 
leukemia. 

There  are  many  reports  of  CML  (chronic  my- 
elogenous leukemia)  following  radiation  exposure 
among  adult  populations.9-26  However,  CML  has 
been  recorded  only  rarely  as  a complication  of  ra- 
diation exposure  early  in  life,  and  most  follow-up 
studies  of  irradiated  pediatric  populations  report  no 
cases.2'  33  In  view  of  this,  it  appears  worthwhile  to 
record  the  fact  that  two  of  the  young  adults  in  our 
series  of  patients  with  CML  are  known  to  have  re- 
ceived thymic  irradiation  during  infancy.  It  may  be 
significant  that  in  both  cases,  the  history  of  radiation 
exposure  was  not  obtained  until  a special  inquiry  into 
this  subject  was  made,  well  after  diagnosis  of  leuke- 
mia, referral  to  our  institute,  and  initial  work-up  on 
our  service. 

Materials  and  methods 

Between  1914  and  1975,  327  patients  with  CML 
were  admitted  to  Roswell  Park  Memorial  Institute. 
Twenty  of  these  patients  were  below  the  age  of  25  at 
the  time  of  admission.  In  1973,  after  we  learned  of 
the  history  of  thymic  irradiation  in  Case  1 of  this 
report,  special  inquiries  regarding  radiation  exposure 
were  initiated  in  all  available  cases  of  CML  below  the 
age  of  50.  All  patients  who  were  horn  after  1925  were 
either  interviewed  by  one  of  us  (KS)  or  sent  detailed 
questionnaires  regarding  radiation  exposure.  Pa- 


Two cases  of  Phl  positive  chronic  myelogenous  leu- 
kemia with  a history  of  thymic  irradiation  are  pre- 
sented. Both  patients  received  radiation  therapy 
from  low  voltage  x-ray  equipment  at  two  to  three 
months  of  age.  Leukemia  developed  18  and  22  years 
later.  Presentation,  response  to  antileukemic  ther- 
apy, and  clinical  course  did  not  differ  from  that  of 
other  patients  with  this  disease  treated  in  our  de- 
partment. 


tients  were  requested  to  consult  with  the  mother, 
father,  or  an  older  sibling,  in  that  order,  before 
completing  these  questionnaires.  This  contrasts 
with  the  previous  practice,  in  which  radiation  expo- 
sure was  identified  in  the  course  of  routine  interviews 
by  clerical  staff  from  the  epidemiology  department 
or  by  medical  history-taking  by  junior  professional 
staff;  these  procedures  had  uncovered  several  cases 
with  prior  irradiation  for  neoplastic  disease  or  an- 
kylosing spondylitis  but  no  exposure  during  infan- 
cy. 

A total  of  66  patients  below  the  age  of  50  were 
available  for  questioning  regarding  radiation  expo- 
sure. Of  these,  41  were  interviewed,  and  14  re- 
sponded to  a mailed  questionnaire,  for  a total  re- 
sponse rate  of  83  percent.  Consultation  with  parents 
was  achieved  in  38  of  the  55  responding  cases  (69 
percent).  Among  the  20  patients  below  the  age  of  25, 
replies  were  obtained  from  12  and  were  confirmed  by 
parents  or  siblings  in  11  instances.  These  inquiries 
yielded  the  second  case  of  thymic  irradiation  re- 
ported herein,  plus  two  cases  of  in  utero  exposure 
during  maternal  pelvimetry. 

Case  reports 

Case  1.  This  white  male  was  born  in  January,  1949, 
after  a normal  pregnancy  and  delivery.  At  the  age  of  three 
months,  he  underwent  thymic  irradiation  for  breathing 
difficulty  and  a widened  superior  mediastinum  which  was 
indicated  on  chest  x-ray  films.  Radiation  factors  were  as 
follows:  140  kv.,  15  ma.  at  50  cm.  distance  through  a port 
of  6 by  8 cm.  to  the  superior  mediastinum;  three  doses  of 
100  r in  air  were  given  within  a week,  for  a total  of  300  r. 

The  patient  had  the  usual  childhood  diseases.  Because 
of  recurrent  attacks  of  tonsillitis,  tonsillectomy  and  ade- 
noidectomy  were  performed  in  1966.  In  December,  1967, 
he  noted  areas  of  ecchymosis  near  the  left  knee,  which 
prompted  him  to  seek  medical  advice.  A diagnosis  of  acute 
leukemia  was  made,  and  he  was  referred  to  the  Roswell 
Park  Memorial  Institute  for  further  evaluation  and 
treatment. 

Physical  examination  revealed  a palpable  spleen  tip, 
minor  cervical  adenopathy,  and  areas  of  ecchymosis  on 
both  lower  extremities.  Hemoglobin  was  14.6  Gm.  per  100 
ml.;  hematocrit  was  42;  platelet  count  was  161,000  per  cubic 
millimeter;  and  the  white  blood  count  was  41,300  per  cubic 
millimeter  with  2 percent  myeloblasts,  8 percent  promye- 
locytes, 7 percent  myelocytes,  1 percent  basophils,  1 per- 
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cent  eosinophils,  13  percent  stabs,  12  percent  juvenile  cells, 
51  percent  neutrophils,  1 percent  monocytes,  and  12  per- 
cent lymphocytes.  Bone-marrow  aspiration  revealed  a 
hypercellular  marrow  with  M:E  (myeloid:ervthroeyte)  ratio 
of  7.1:1;  differential  showed  1.2  percent  myeloblasts,  11 
percent  promyelocytes,  19.6  percent  myelocytes,  3.8  per- 
cent juveniles,  24  percent  stabs,  26.4  percent  filaments  with 
4.8  percent  eosinophils  and  1.6  percent  basophils,  2.2 
percent  lymphocytes,  and  11.8  percent  normoblasts. 
Megakaryocytes  were  normal.  Blood  chemistries  were 
essentially  normal  except  for  a serum  uric  acid  of  8.6  mg. 
per  100  ml. 

After  an  unsatisfactory  response  to  an  investigational 
agent,  isopentenyl  adenosine,  treatment  was  changed  to 
busulfan.  This  produced  an  excellent  remission,  with 
normalization  of  the  peripheral  blood  count  and  differ- 
ential and  disappearance  of  splenomegaly  and  adenopathy. 
He  was  maintained  on  intermittent  busulfan  therapy  for 
the  next  three  years.  In  June,  1970,  he  entered  an  immu- 
notherapy program,  receiving  repeated  vaccinations  with 
mixtures  of  BCG  (bacillus  Calmette-Guerin)  and  cultured 
leukocytes  of  lines  established  from  patients  with  myeloid 
leukemia.34 

In  June,  1972,  6-mercaptopurine  was  added  to  his 
therapeutic  regimen  because  of  basophilia  of  14  percent. 
Subsequently,  basophils  ranged  from  0 to  29  percent,  but 
otherwise  the  patient  remained  in  excellent  clinical  and 
hematologic  status. 

In  November,  1972,  he  was  found  to  have  a thyroid 
nodule  in  the  right  lobe  which  was  hypofunctioning  on 
radioiodine  scan.  The  history  of  thymic  irradiation  was 
elicited  during  work-up  of  this  thyroid  lesion.  He  was 
placed  on  long-term  suppressive  therapy  with  75  micro- 
grams of  sodium  liothyronine  daily.  Subsequently,  the 
nodule  was  aspirated,  and  cytologic  study  showed  follicular 
cells  and  abundant  lymphocytes,  many  of  which  formed 
rosettes.  There  was  no  evidence  of  leukemic  infiltration. 
These  findings  were  interpreted  as  thyroiditis.  In  Feb- 
ruary, 1973,  the  nodule  was  found  to  be  80  percent  larger 
in  cross-sectional  area,  and  softer.  In  addition,  another 
small,  firm  nodule  was  discovered. 

Hematologic  deterioration  was  recorded  in  the  fall  of 
1973,  and  in  February,  1974,  he  was  found  to  be  anemic 
with  a hemoglobin  of  7.6  Gm.  per  100  ml.  Platelets  were 
140,000  per  cubic  millimeter,  and  the  white  blood  count 
was  15,700  per  cubic  millimeter  with  a differential  of  17 
percent  myeloblasts,  5 percent  promyelocytes,  5 percent 
stabs,  27  percent  neutrophils,  2 percent  basophils,  1 per- 
cent eosinophils,  5 percent  monocytes,  and  11  percent 
lymphocytes.  Bone-marrow  aspiration  yielded  a cellular 
specimen  with  an  M:E  ratio  of  9:1  with  12.8  percent  my- 
eloblasts, 19.6  percent  promyelocytes,  and- 28.6  percent 
myelocytes.  He  was  considered  to  have  entered  the  blastic 
stage  of  the  disease.  During  the  next  18  months,  he  was 
treated  with  various  combinations  of  6-mercaptopurine, 
hydroxyurea,  desacetylmethylcolchicine,  trimethylcol- 
chicinic  acid,  6-thioguanine,  vincristine,  cytosine  arabin- 
oside,  daunorubicin,  and  6-azacytidine,  as  well  as  radiation 
therapy,  and  underwent  splenectomy.  Partial  remissions 
were  obtained,  and  he  remained  in  good  functional  status 
for  about  a year,  after  which  he  was  increasingly  disabled 
by  various  complications  of  the  disease,  including  leukemic 
infiltration  of  lymph  nodes,  nerve  trunks,  and  finally  the 
central  nervous  system.  He  expired  on  October  22, 
1975. 

Chromosomal  analysis  consistently  yielded  a pattern  of 


46XY  with  a single  Ph1  chromosome  in  all  metaphases 
until  September,  1974,  when  some  metaphases  showed 
47XY  with  two  Ph1  chromosomes.  In  subsequent  exam- 
inations, the  latter  gradually  became  the  dominant  pattern 
and  finally  the  sole  karyotype. 

Case  2.  This  white  male  was  born  in  January,  1947. 
When  he  was  two  months  old,  he  was  given  three  weekly 
doses  of  radiation  for  an  enlarged  thymus.  Radiation 
factors  were:  100  kv.,  5 ma.  at  a distance  of  10  inches  to  a 
port  of  10  by  10  cm.,  delivering  132  r in  air,  for  a total  dose 
of  396  r. 

Childhood  history  included  measles,  chickenpox,  and 
tonsillectomy  and  adenoidectomy.  In  March,  1969,  after 
rejection  as  a blood  donor,  he  underwent  a medical  work- 
up. He  was  found  to  have  abdominal  ecchymosis,  sple- 
nomegaly to  10  cm.  below  the  costal  margin,  and  liver  edge 
palpable  3 cm.  below  the  costal  margin.  Hematocrit  was 
34,  white  blood  count  350,000  per  cubic  millimeter,  and 
platelets,  200,000  per  cubic  millimeter.  The  diagnosis  of 
CML  was  made,  and  he  was  treated  with  busulfan.  He  had 
a good  partial  remission  but  developed  thrombocytopenia. 
He  then  received  alternating  courses  of  cyclophosphamide 
and  busulfan.  In  June,  1971,  he  was  referred  to  the 
Roswell  Park  Memorial  Institute. 

Physical  examination  revealed  the  spleen  tip  to  be  pal- 
pable 2 cm.  below  the  left  costal  margin.  Hematocrit  was 
48,  platelets  100,000  per  cubic  millimeter,  and  white  blood 
count  13,500  per  cubic  millimeter  with  6 percent  myelo- 
cytes, 6 percent  basophils,  6 percent  monocytes,  6 percent 
stabs,  63  percent  neutrophils,  and  13  percent  lymphocytes. 
Bone-marrow  aspirate  was  hypercellular  with  a M:E  ratio 
of  10:1  and  0.4  percent  myeloblasts,  12.4  percent  promye- 
locytes, 21.6  percent  myelocytes,  6.6  percent  juveniles,  33 
percent  stabs,  13.8  percent  neutrophils,  1.2  percent  eo- 
sinophils, 2.6  percent  lymphocytes,  and  8.6  percent  nor- 
moblasts. Other  laboratory  findings  were  within  the 
normal  range  except  for  a serum  uric  acid  of  8.6  mg.  per  100 
ml.  Antileukemic  therapy  was  changed  to  a combination 
of  hydroxyurea  and  6-mercaptopurine.  He  continued  to 
do  well  clinically,  and  there  was  some  improvement  in 
platelet  count,  but  mild  splenomegaly  persisted.  In  Sep- 
tember, 1971,  he  entered  our  immunotherapy  program  and 
received  repeated  vaccinations  with  BCG-cultured  cell 
mixtures.  He  continued  to  do  well  until  March,  1973, 
when  myeloblastic  transformation  was  documented. 
Peripheral  blood  showed  a white  blood  count  of  30,000  per 
cubic  millimeter  with  35  percent  myeloblasts,  and  hepa- 
tosplenomegaly  was  found.  Following  partial  control  of 
the  blastic  state  with  cytosine  arabinoside,  splenectomy 
was  performed.  Subsequently,  he  was  treated  with  com- 
binations of  cytosine  arabinoside,  6-thioguanine,  desa- 
cetylmethylcolchicine, and  vincristine,  and  received  ad- 
ditional vaccinations.  Improvement  was  incomplete  and 
of  short  duration,  and  he  died  on  August  14,  1973. 

Initial  chromosomal  analysis  showed  a pattern  of  46XY 
with  a Ph1  chromosome  in  all  metaphases.  Chromosome 
analysis  during  the  blastic  state  showed  a mode  of  45 
chromosomes,  with  deletion  of  one  of  the  Group  C chro- 
mosomes; a single  Ph1  chromosome  was  seen  in  all  meta- 
phases. 

Comment 

There  is  no  doubt  that  radiation  exposure  results 
in  an  increased  incidence  of  CML  as  well  as  of  acute 
leukemia.  The  clinical  and  hematologic  picture  of 
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TABLE  I.  Age  and  sex  distribution  of  CML  patients 
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27 
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73 

25 

11 

41 

24 

63 

28 

88 

89 

34 

587 

Totals 

247 

166 

80 

24 

87 

58 
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55 
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CML  following  radiation  exposure  does  not  differ 
from  that  of  the  spontaneous  disease.35  Thus,  there 
is  no  way  at  present  to  identify  an  individual  case  of 
CML  as  radiation-induced. 

The  two  patients  reported  here  had  typical  CML. 
Their  survival  was  somewhat  longer  than  average  but 
not  different  from  that  of  other  patients  in  our  im- 
munotherapy program.34  Both  were  rather  young 
to  have  this  disease,  which  is  much  more  common 
after  the  age  of  30.  It  is  of  interest  that  one  of  these 
patients  developed  another  stigma  of  thymic  irra- 
diation, nodular  goiter,  a few  years  after  the  diagnosis 
of  leukemia. 

If  thymic  irradiation  did,  in  fact,  induce  these  cases 
of  leukemia,  the  incubation  periods  to  overt  disease 
would  be  18  and  22  years.  These  are  longer  than  the 
intervals  reported  in  most  cases  of  CML  following 
radiation  exposure,  but  are  not  outside  the  range  we 
have  encountered  in  the  past,35  or  which  is  indicated 
by  the  data  from  Hiroshima.  Studies  of  that  popu- 
lation exposed  to  the  1945  atom  bomb  explosion  in- 
dicate that  the  excess  cases  of  CML  and  an  abnor- 
mally low  AML  (acute  myelogenous  leukemia):CML 
ratio  were  still  being  recorded  25  years  later.14'36 

Exposure  to  radiation  can  cause  both  acute  leu- 
kemia and  CML.  However,  for  reasons  not  yet  un- 
derstood, CML  is  extremely  rare  in  childhood. 
Table  I shows  the  age  distribution  of  CML  patients 
reported  in  the  literature.11-37  46  CML  is  rare  in 
younger-age  groups  and  becomes  much  more  com- 
mon after  the  age  of  30.  In  addition,  the  pediatric 
population  appears  to  he  much  more  susceptible  to 
acute  leukemia;  as  a result,  the  ratio  of  CML  to  acute 
leukemia  is  indeed  very  small.  The  highest  reported 
frequency  we  have  encountered  in  a survey  of  the 
pediatric  literature  was  6 percent  of  all  leukemias 
seen,4,  and  the  average  was  3 percent.  Even  in  the 


TABLE  II.  Carcinomas  following  thymic  irradiation 


Investigators 
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7 
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Totals 

7,549 

82 

38 

10 

* Approximately  one-third  received  thymic  irradiation,  and  the  re- 
mainder received  various  radiation  therapy  to  the  head  and  neck  areas  for 
benign  diseases. 


late  teens  and  early  20s,  acute  leukemia  is  much  more 
common. 

Several  follow-up  studies  of  individuals  exposed 
to  thymic  irradiation  during  infancy  have  failed  to 
identify  any  case  of  CML  in  these  populations.29-33 
This  would  appear  to  argue  against  thymic  irradia- 
tions as  an  etiologic  factor  in  CML.  On  closer  ex- 
amination of  data  from  such  studies,  however,  it 
becomes  evident  that  such  a conclusion  is  not  war- 
ranted. A total  of  10  cases  of  acute  leukemia  was 
reported  in  these  five  follow-up  studies  of  thymic 
irradiation,  not  all  of  which  were  continued  until  the 
subjects  reached  age  20  (Table  II).  One  would  ex- 
pect one  case  of  CML  for  every  10  to  20  cases  of  acute 
leukemia  in  populations  followed  to  the  early  20s.  It 
is  not  surprising,  therefore,  that  no  case  of  CML  was 
found  with  these  10  cases  of  acute  leukemia. 

On  the  other  hand,  when  the  entry  point  into  epi- 
demiologic study  is  the  case  of  leukemia  rather  than 
the  case  of  radiation  exposure,  the  yield  for  the  as- 
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sociation  becomes  much  higher,  as  in  our  experience. 
VVe  have  found  two  other  reports  of  CML  following 
thymic  irradiation;  these  were  associated  with  more 
typical  incubation  periods  of  nine  and  less  than  five 
years,  respectively.47,48 

I Prenatal  radiation  exposure  via  pelvimetry  has 
also  been  implicated  as  a possible  cause  of  CML  in 
one  pediatric  case  reported.49  Our  series  includes 
two  patients  who  had  such  in  utero  exposure  to  ra- 
diation; leukemia  was  discovered  at  15  and  20  years 
of  age.  It  is  of  interest  that  in  all  three  of  these  cases, 
pelvimetry  had  been  performed  twice. 

We  conclude  that  our  patients  probably  represent 
examples  of  radiation-induced  leukemia,  and  that 
the  paucity  of  reports  of  CML  following  thymic  ir- 
radiation is  probably  due  to  (1)  the  much  greater 
likelihood  that  acute  leukemia  will  he  induced  and 
(2)  failure  to  obtain  an  accurate  history  of  radiation 
exposure  in  many  cases  of  CML.  It  is  noteworthy 
that  we  would  not  have  documented  thymic  irra- 
diation in  either  of  the  patients  reported  herein  had 
it  not  been  for  the  fact  that  the  first  patient  devel- 
oped nodular  goiter,  which  aroused  suspicion  in  the 
thyroid  clinic.  Following  this,  special  inquiries  re- 
garding radiation  exposure  in  utero  and  during  in- 
fancy were  made  in  all  available  cases  in  which  CML 
has  been  diagnosed  at  an  unusually  early  age;  this 
resulted  in  identification  of  the  second  patient. 
These  two  patients,  plus  the  two  exposed  to  radiation 
in  utero,  belong  to  the  group  of  12  patients  under  the 
age  of  25  in  whom  detailed  questioning  regarding 
radiation  exposure  proved  feasible.  The  33  percent 
yield  of  positive  replies  suggests  that  such  inquiries 
should  be  undertaken  in  all  cases  of  CML  appearing 
at  an  unusuallv  earlv  age. 
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Diagnostic x-rays 
declared  harmful 

The  dialogue  among  medical  experts  regarding  possible 
genetic  harm  from  low  doses  of  diagnostic  x-rays  was 
continued  in  the  May  30  Journal  of  the  American  Medical 
Association. 

A study  by  Irwin  D.  J.  Bross,  Ph.D.,  and  N.  Natarajan 
of  Roswell  Park  Memorial  Institute,  Buffalo,  concludes 
that  “there  is  clear  prima  facie  evidence  that  exposure  to 
the  low  levels  of  ionizing  radiation  can  produce  a drastically 
increased  risk  of  leukemia  and  other  diseases  in  the  chil- 
dren of  persons  exposed  to  these  levels.” 

For  the  minority  of  exposed  persons  (about  1 percent) 
who  are  affected  by  the  radiation,  there  is  a 50-fold  increase 
in  the  risk  of  leukemia  and  a five-fold  increase  in  certain 
other  diseases,  Dr.  Bross  reports. 

“These  findings  refute  a dogma  that  is  often  cited  by 
radiologists  who  claim  that  diagnostic  radiation  is  harm- 
less,” he  declares. 

In  commenting  on  the  Roswell  Park  study,  medical  au- 
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thorities  pointed  out  that  benefits  from  low  dosage  diag- 
nostic x-rays,  which  can  determine  in  advance  many  serious 
medical  problems  related  to  childbirth,  are  substantial,  and 
benefits  must  be  weighed  against  risk. 

Damage  from  x-ray  appears  in  1 percent  of  the  children 
in  the  study. 

It  has  been  assumed  that  genetic  damage  is  virtually 
eliminated  by  a process  known  as  fractionation,  in  which 
the  total  dose  of  radiation  is  administered  in  small  doses 
at  intervals.  But,  says  Dr.  Bross,  “genetic  damage  still 
occurs  even  with  fractionalization.” 

“Fractionalization  creates  the  illusion  that  the  genetic 
damage  has  disappeared,  when,  in  actuality,  the  genetic 
damage  to  the  population  is,  if  anything  increased.” 
When  a mother  is  exposed  to  radiation  during  preg- 
nancy, genetic  damage  occurs  in  only  a small  proportion 
of  babies.  This  damage  will  later  be  expressed  as  increased 
risk  of  certain  childhood  diseases.  Diseases  in  addition  to 
leukemia  are  asthma,  skin  rash,  eczema,  pneumonia,  dys- 
entery, and  rheumatic  fever,  he  says. 
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The  prognosis  for  children  with  SLE  has  been  shown 
to  be  constantly  improving,  both  in  long-term  survival 
and  quality  of  life.  The  use  of  newer  measures  of 
disease  activity,  serum  total  hemolytic  complement 
and  anti-DNA  antibodies,  and  alternate-day  steroid 
regimens,  has  provided  more  adequate  control  of  the 
previously  stormy  early  years  of  the  childhood  form 
of  this  disease.  Once  having  survived  this  period, 
patients  appear  to  enter  a more  chronic  phase  of  the 
illness,  rarely  seen  in  the  past. 


Childhood-Onset 
Systemic  Lupus 
Erythematosus 

Modern  management  and  improved 
prognosis* 

JERRY  C.  JACOBS,  M.D. 

New  York  City 

Associate  Professor  of  Clinical  Pediatrics,  Columbia  University 
College  of  Physicians  and  Surgeons;  Babies  Hospital,  The 
Children's  Medical  and  Surgical  Center;  and  The  Edward  Daniels 
Faulkner  Arthritis  Clinic,  Columbia  Presbyterian  Medical  Center 


In  1963,  35  cases  of  SLE  (systemic  lupus  erythem- 
atosus) with  onset  of  systemic  symptoms  prior  to  the 
sixteenth  birthday  were  reported  from  this  clinic1; 
7 of  these  were  believed  to  have  been  induced  by 
anticonvulsant  drugs.  Of  the  remaining  28,  5 were 
still  alive  with  prolonged  smoldering  disease  and  3 
with  disease  requiring  vigorous  therapy.  The 
present  report  adds  35  new  cases  of  childhood  onset 
of  SLE.  One  child  with  SLE  induced  by  hydralazine 
and  patients  with  anticonvulsant  drug-induced  dis- 
ease have  been  excluded.  With  these  exceptions,  this 
report  includes  all  patients  ever  seen  at  the  Colum- 
bia Presbyterian  Medical  Center  with  a diagnosis  of 
SLE.  satisfying  the  criteria  of  the  American  Rheu- 
matism Association  prior  to  their  sixteenth  birth- 
days.2 All  patients  have  been  followed  to  December 
31, 1974,  or  to  death;  no  patient  has  been  lost  to  fol- 
low-up, although  the  series  now  extends  for  45  years, 
beginning  at  the  opening  of  the  Columbia  Presby- 
terian Medical  Center  in  1929.  Observation  over 
such  a long  period  of  time,  including  follow'-up  data 
for  the  life  of  every  patient,  avoids  the  need  for  sta- 
tistical “adjustments”  in  the  life  tables,  and  may 
provide  insights  not  available  from  other  studies. 

Results 

Improved  survival  in  childhood-onset  SLE. 

Figure  1 summarizes  the  cumulative  survival  of  pa- 
tients registered  between  1930  and  1974  at  the  Co- 

* Aided  by  a grant  from  the  Arthritis  Foundation,  New  York 
Chapter. 


lumbia  Presbyterian  Medical  Center  with  onset  of 
SLE  prior  to  their  sixteenth  birthday.  The  series  is 
divided  into  four  groups.  For  those  with  onset  prior 
to  use  of  antibiotics  or  corticosteroids  (1930  to  1946: 
10  children),  the  prognosis  was  grim;  all  children  were 
dead  within  three  years  and  70  percent  dead  within 
one  year  of  onset  of  symptoms.  Many  were  dead 
within  months  of  diagnosis.  However,  with  the 
availability  of  steroids  and  antibiotics  (1949  to  1960: 
23  children)*  there  was  a dramatic  improvement  in 
survival,  22  percent  at  20  years;  all  the  deaths  in  this 
group  had  taken  place  by  the  eighth  year  of  follow- 
up. None  of  these  patients  had  received  renal  dial- 
ysis, so  that  the  survival  figures  need  not  be  adjusted 
for  this  new  modality;  but  it  is  possible  that  the 
availabilty  of  the  lupus  erythematosus  (LE)  cell  test 
enabled  diagnosis  in  some  of  these  patients  who 
would  not  have  been  identified  in  the  earlier  group. 
This  may  not  be  a significant  factor,  however,  since 

f No  children  in  our  series  were  recorded  as  having  had  the  onset 
of  their  disease  in  1947  or  1948. 
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at  Columbia  Presbyterian  Medical  Center.  All  patients  with 
onset  1961  to  1967  followed  for  minimum  of  seven  years. 
All  children  with  onset  1968  to  1974  followed  for  minimum 
of  one  year.  With  additional  years  of  experience  these  two 
most  recent  curves  will  require  revision  upward,  and  may  be 
expected  to  take  on  shape  of  1949  to  1960  curve.  No  pa- 
tients lost  to  follow-up. 
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any  patients  surviving  from  the  earlier  group  would 
now  be  expected  to  have  been  identified  as  having 
SLE.  It  is  reasonable  to  conclude,  therefore,  that  as 
a result  of  treatment  with  corticosteroids  and  anti- 
biotics, a group  of  children  with  SLE  who  previously 
would  have  died  became  a subgroup  with  a more 
chronic  process. 

The  prognosis  for  children  whose  systemic  symp- 
toms began  between  1961  to  1967  (19  cases)  improved 
further.  The  differences  in  survival  at  three  years 
of  disease,  74  versus  70  percent  in  the  1949  to  1960 
group,  is  obviously  insignificant.  At  eight  years, 
however,  56  percent  were  still  alive  (only  one  re- 
ceiving dialysis)  as  compared  with  26  percent  in  the 
next  earlier  group.  Neither  new  diagnostic  advances 
nor  new  drugs  can  account  for  this  difference;  there 
is  little  evidence  that  the  occasional  use  of  antime- 
tabolites in  this  group  accounted  for  any  significant 
difference.  The  improved  survival  may  reasonably 
be  assumed  to  have  resulted  from  the  new  thera- 
peutic concepts  to  be  discussed. 

Although  the  1 1 patients,  whose  SLE  onset  was 
within  the  six  years  prior  to  this  report,  have  been 
followed  for  too  short  a time  to  allow  definitive  con- 
clusions, it  is  apparent  that  there  has  been  a further 
decrease  in  early  deaths;  89  percent  are  now  living  at 
three  and  four  years  after  onset,  and  80  percent  at 
five  years,  compared  with  0,  43,  and  63  percent,  re- 
spectively, in  the  preceding  three  groups.  There  is 
no  evidence  that  patients  we  have  seen  recently  are 
less  severely  ill  than  those  cared  for  in  past  years,  or 
have  differed  in  their  clinical  presentations.  Only 
one  of  these  patients  is  currently  receiving  dialysis, 
as  is  one  patient  in  the  preceding  group.  Therefore, 
this  further  improvement  can  also  be  reasonably 
attributed  to  better  therapeutic  efforts,  as  will  be 
discussed. 

Comment 

During  the  past  decade,  the  most  significant  ad- 
vance in  the  care  of  these  children  has  evolved  from 
a commitment  to  use  higher  doses  of  corticosteroids 
to  prevent  progressive  renal  damage  and  lupus  crises, 
from  the  development  of  laboratory  measures  of 
disease  activity  which  can  be  successfully  utilized  to 
regulate  dosage,  and  from  alternate-day  schedules 
which  minimize  side-effects  and  complications  of 
therapy.  Improvements  in  general  medical  care, 
including  intensive  care  units,  specially  trained 
physicians,  and  new  antibiotics,  have  all  contributed 
to  improved  survival;  terminal  renal  failure  has 
probably  never  resulted  in  more  than  33  percent  of 
deaths  in  SLE,  and  in  one  large  recent  series  now 
accounts  for  only  14  percent  of  deaths. 15 

A list  of  the  studies  that  significantly  affected  our 
treatment  regimens,  since  our  last  report,  would  in- 
clude: 

1.  Poliak,  Pirani,  and  Kark1  demonstrated  that  renal 

morphologic  conditions  and  function  in  their  patients 


could  improve  with  high-dose  prednisone  regi- 
mens. 

2.  Ackerman5  achieved  similar  results  with  alternate- 
day  regimens. 

3.  Baldwin  et  al.6  and  Rothfield7  identified  four  histo- 
logic subtypes  of  lupus  nephritis.  Although  initially 
it  appeared  that  biopsy  alone  could  most  accurately 
suggest  the  best  therapeutic  approach,  more  recently 
the  same  group  and  others8  have  found  that  patients 
can  change  from  one  group  to  another;  they  found 
that  renal  biopsy,  with  its  inherent  handicaps  of 
sampling  error,  vagaries  of  interpretation,  and  the 
impossibility  of  frequent  monitoring,  does  not  pro- 
vide the  information  required  for  recurrent  thera- 
peutic decisions. 

4.  Koffler  and  Kunkel9  and  Koffler  et  al.10  demon- 
strated that  renal  damage  could  be  produced  by  de- 
position of  nonkidney-specific  antigen-antibody 
complexes  that  bind  complement. 

5.  Lange  et  al.11  demonstrated  that  falling  serum  com- 
plement was  the  predictor  of  relapse  in  lupus  ne- 
phritis, and  that  steroid  dose  and  alternate-day  reg- 
imens could  be  regulated  with  sequential  serum 
complement  determinations.  This  work  was  ex- 
tended by  many  others.12-18 

6.  Deicher,  Holman,  and  Kunkel19  and  Tan  et  al.20  re- 
ported specific  anti-DNA  (deoxyribonucleic  acid) 
antibodies  in  the  serum  of  patients  with  SLE;  Wold 
et  al.21  developed  a practical  method  of  measuring 
them  (Farr  test).  This  provided  another  sensitive 
immune  indicator22-26;  this,  together  with  serum 
complement,  could  be  utilized  to  guide  drug  therapy 
in  the  hope  of  preventing  progression  of  renal  disease 
and  exacerbations  of  other  systemic  manifestations 
of  SLE  in  children.22-26 

These  studies  determined  our  current  approach 
to  management  of  new  patients  with  SLE.  Predni- 
sone is  administered  daily  in  dosage  of  1 to  1.5  mg. 
per  kilogram  in  four  divided  doses  until  symptoms 
are  relieved  and  serum  complement  and  anti-DNA 
antibodies  become  normal.  The  regimen  is  then 
changed  to  125  to  150  mg.  of  prednisone  on  alternate 
mornings  on  arising,  with  the  complement  and  Farr 
test  monitored  closely.  If  the  values  remain  normal 
for  several  months,  prednisone  is  decreased  by  5-mg. 
decrements  at  weekly  or  bi-weekly  intervals,  always 
monitoring  the  complement  and  Farr  tests  with  each 
decrement.  If  these  values  begin  to  enter  the  ab- 
normal range,  the  dose  of  prednisone  is  either  held 
fast  or  raised  slightly.  If  exacerbations  occur  despite 
treatment  or  because  the  patient  has  herself  reduced 
the  medication,  medication  is  given  again  every  day 
until  the  disease  is  under  control,  and  then  the  al- 
ternate-day regimen  is  resumed.  Most  patients 
continue  to  require  small  alternate-day  doses  for  an 
indefinite  time. 

Children  successfully  managed  in  this  fashion  are 
rarely  in  hospital  and  may  lead  essentially  normal 
lives. 

Conclusion 

It  now  appears  likely  that  children  with  SLE  who 
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survive  without  renal  dialysis  for  10  years  may  rea- 
sonably be  expected  to  survive  20  years  (Fig.  1).  It 
is  an  intriguing  hypothesis  that  some  children  with 
“lupus  with  a poor  prognosis”  may  then  change  to 
“lupus  with  a good  prognosis,”  either  directly  as  a 
result  of  therapy,  or  as  a result  of  being  kept  alive 
until  their  disease  “burns  out”  to  some  extent.8 
Four-year  survival  rate  of  these  children  is  now  89 
percent.  Most  attend  school  daily,  are  rarely  hos- 
pitalized, and  lead  almost  normal  lives. 

Although  we  attribute  this  change  to  modern 
treatment  regimens,  Kaplan2'  and  others  have  sug- 
gested that  other  advances  in  medical  care  and 
changing  criteria  for  the  diagnosis  of  SLE  may  be 
largely  responsible  for  the  apparent  increased  sur- 
vival rate.  Only  prospective  studies  of  varying 
treatment  protocols  will  provide  solid  data  to  resolve 
these  questions.  In  the  meantime,  alternate-day 
steroid  schedules  minimize  iatrogenic  disease. 

Babies  Hospital 
3959  Broadway 
New  York,  New  York  10032 
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In  1888,  Gowers1  described  hemifacial  spasm  and 
clearly  separated  this  condition  from  various  facial 
tics  and  spasms.  Hemifacial  spasm  can  be  differ- 
entiated from  other  facial  movements  by  its  clinical 
manifestations.  First  of  all,  the  spasms  are  inter- 
mittent and  confined  to  muscles  of  one  side  of  the 
face  innervated  by  the  facial  nerve.  Second  of  all,  the 
contractions  usually  involve  the  eyelids  and  the 
upper  and  lower  facial  muscles.  Third,  the  move- 
ments cannot  be  stopped  voluntarily  and  may  appear 
during  sleep  or  during  anesthesia.  Fourth,  emotional 
stress  usually  increases  the  intensity  of  spasms. 
Finally,  hemifacial  spasm  does  not  develop  in  chil- 
dren. 

Hemifacial  spasm  due  to  disease  in  the  posterior 
fossa  or  within  the  facial  canal  usually  is  associated 
with  other  symptoms  and  signs.  Clinical  evaluation 
and  laboratory  studies  including  electromyography, 
x-ray  films,  and  axial  tomography  will  frequently 
resolve  the  differential  diagnosis  of  idiopathic  hem- 
ifacial spasm.  Once  the  diagnosis  is  made,  the  next 
phase  is  therapy.  Medical  therapy  may  be  effective 
in  very  mild  cases.  In  the  more  severe  cases,  surgical 
therapy  is  usually  undertaken.  Many  surgical 
methods  have  been  advocated  for  the  treatment  of 
hemifacial  spasm.  Each  proponent  for  a specific 
surgical  procedure  has  usually  a supportive  theory. 
The  goal  of  all  procedures  is  the  abolition  of  muscle 
spasm  with  associated  little  or  no  facial  weakness  and 
with  minimal  operative  risk. 

Surgical  procedures 

The  facial  nerve  has  been  attacked  at  various  re- 
gions in  its  course  from  the  periphery  to  the  posterior 
fossa.  Various  workers  have  injected  phenol  or  al- 
cohol into  the  peripheral  branches  or  the  main  trunk. 
The  relief  of  muscle  spasms  is  associated  usually  with 
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Various  procedures  have  been  advocated  for  the  relief 
of  hemifacial  spasm:  avulsion  of  the  branches  of  the 
facial  nerve,  partial  interruption  of  the  facial  nerve 
in  its  intrapetrous  course  or  at  the  stylomastoid 
foramen,  posterior  fossa  exploration  of  the  facial 
nerve  with  partial  severance  or  the  micromanipula- 
tion of  the  nerve,  and  various  plastic  operations.  A 
method  will  be  presented  for  the  relief  of  hemifacial 
spasm  which  consists  of  the  thermolysis  of  the  distal 
branches  of  the  facial  nerves  as  they  innervate  the 
muscles.  This  fractional  technique  allows  the  exact 
identification  of  the  small  facial  nerve  branches  and 
the  minimal  possibility  of  facial  weakness  after 
thermolysis  with  significant  relief  of  the  facial 
spasms.  Blepharospasm  can  also  be  treated  by  this 
method.  The  results  of  this  form  of  therapy  in  sev- 
eral patients  will  be  discussed. 


varying  degrees  of  facial  paresis,  either  temporary  or 
permanent.2-5  The  beneficial  results,  however,  are 
usually  transient.4’6  McCabe  in  1970, 6 because  of  the 
high  recurrence  rate  from  just  nerve  resection,  pro- 
posed evulsion  of  the  branches  after  nerve  resection 
except  for  the  mandibular  and  cervical  components. 
Good  relief  of  spasm  is  associated  with  marked  pa- 
resis of  the  forehead,  eye,  and  upper  lip  muscles. 
Cawthorne  and  Haynes  in  19567  crushed  or  cut  the 
main  facial  trunk,  producing  facial  paralysis  and 
relief  of  spasms.  Once  the  nerve  regenerated,  how- 
ever, the  spasms  reappeared.  McCabe  in  19706 
recommended  not  only  resecting  the  nerve  branches 
to  the  orbicularis  oculi  for  blepharospasm  but  also 
their  evulsion  to  prevent  regeneration.  He  reported 
a marked  improvement  in  88  percent  of  16  patients 
operated.  In  1972,  Wakasugi4  reported  on  600  cases 
of  hemifacial  spasm  treated  by  his  method  of  needle 
insertion  into  the  facial  nerve  trunk  just  at  its  exit 
from  the  stylomastoid  foramen.  The  passage  of  the 
needle  into  the  nerve  produced  temporary  facial 
paresis  with  relief  of  muscle  spasms.  The  facial 
weakness  usually  cleared  in  several  weeks  to  months, 
and  the  relief  of  muscle  spasms  persisted  for  an  av- 
erage of  ten  months.  With  the  recurrence  of  spasms, 
the  procedure  was  repeated.  Various  methods  of 
sectioning  the  facial  trunk  or  its  branches  to  prevent 
regeneration  have  been  proposed.  German  in  19428 
recommended  exposure  of  the  main  branches  in- 
volved in  the  muscle  spasms  as  determined  by  elec- 
tric stimulation  and  then  resection  of  about  three 
fourths  of  the  nerve.  To  prevent  nerve  regeneration, 
the  proximal  end  of  the  resected  portion  of  the  nerve 
was  then  turned  back  on  itself  as  a small  flap  and  tied 
in  this  position.  In  1955,  Scoville9  applied  this 
method  to  the  main  facial  trunk  and  advocated  sec- 
tioning at  least  two  thirds  of  the  nerve  trunk  to  de- 
crease the  recurrence  rate  of  muscle  spasms. 
Greenwood,2  Miehlke,10  Diamant,  Enfors,  and 
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Wiberg11  and  others  reported  various  modifications 
of  this  technique.  As  a compromise,  Sade5  advo- 
cated the  evulsion  of  most  of  the  peripheral  small 
branches  of  the  facial  nerve  except  the  mandibular 
and  some  superior  branch  components  of  the  facial 
nerve  complex.  This  resulted  in  mild  facial  paresis 
associated  with  occasional  weak  muscle  movements. 
Nosik  and  Weil  in  19561-  selectively  resected  the 
branches  of  the  facial  nerve  using  electrophysiologic 
methods  of  locating  involved  nerve  fibers.  Pulec  in 
19721;1  reported  on  a method  used  by  Sheldon  in  1968 
which  consisted  of  the  implantation  of  an  induction 
coil  with  wires  adjacent  to  the  main  facial  trunk. 
This  was  an  attempt  to  block  nerve  activity.  This 
method  was  reported  to  be  still  effective  in  producing 
relief  of  hemifacial  spasm  in  one  patient  for  two 
years.  In  1945,  Ehni  and  Woltman14  and  Coleman 
in  193715  reported  sectioning  the  facial  nerve  and 
then  its  anastomosis  to  the  central  end  of  the  resected 
hypoglossal  or  accessory  nerve;  this  relieved  hemi- 
facial spasms.  As  reinnervation  took  place,  the 
spasms  did  not  appear;  however,  voluntary  control 
of  facial  movements  were  unsatisfactory.  The  facial 
nerve  has  also  been  approached  as  it  passes  through 
the  facial  canal.  Decompression  of  the  facial  nerve 
in  the  fallopian  canal  has  been  reported  by  several 
workers  to  be  an  effective  method  to  relieve  hemi- 
facial spasms. I3>16'17 

Woltman,  Williams,  and  Lambert16  suggested  that 
pressure  on  the  facial  nerve  in  the  fallopian  canal  or 
in  the  posterior  fossa  produced  local  injury  or  isch- 
emia of  nerve  fibers  and  resulted  in  spontaneous 
activity  within  the  nerve,  which  accounted  for  the 
hemifacial  spasms.  They  reported  two  cases  which 
seemed  to  represent  this  situation.  Decompression 
of  the  facial  nerve  in  the  facial  canal  revealed  a 
thickened  and  somew-hat  swollen  nerve.  In  both 
cases,  following  the  decompression,  the  hemifacial 
spasm  disappeared.  Gardner  and  Sava  in  196218 
expanded  this  theory  and  proposed  the  “cross-talk” 
theory.  They  reported  19  cases  operated  with  sep- 
aration of  an  enlarged  vessel  in  14  cases  from  the  fa- 
cial nerve  in  the  posterior  fossa.  Seventeen  of  the  19 
cases  had  satisfactory  relief  of  hemifacial  spasms,  and 
4 patients  had  temporary  associated  facial  weakness 
postoperatively.  Crue,  Todd,  and  Corregal  in  196619 
suggested  the  mechanical  compression  of  the  facial 
nerve  in  its  posterior  fossa  course  with  associated 
sectioning  of  the  nervus  intermedius.  They  reported 
five  cases  of  hemifacial  spasm  treated  in  this  manner. 
None  of  the  five  cases  had  a vascular  structure  com- 
pressing the  facial  nerve;  all  had  immediate  relief  of 
the  hemifacial  spasms  with  no  significant  facial 
weakness.  Hemifacial  spasm  recurred  in  two;  the 
other  three  were  free  of  spasms  for  six  months  to 
seven  years  after  operation.  Jannetta  in  197020  re- 
ported eight  cases  of  hemifacial  spasm  operated 
through  the  posterior  fossa  with  separation  of  blood 
vessels  compressing  the  facial  nerve.  All  eight  pa- 
tients were  free  of  hemifacial  spasms  six  weeks  to  18 


months  postoperatively:  one  had  a permanent  facial 
paralysis,  and  three  had  some  hearing  loss.  In  1975, 
Jannetta21  reported  31  cases  of  hemifacial  spasms 
treated  with  separation  of  a vascular  structure  from 
the  intracranial  portion  of  the  facial  nerve  in  the 
posterior  fossa;  28  of  the  31  patients  had  complete 
relief  of  spasm,  and  3 patients  had  incomplete  relief. 
Ten  patients  were  followed  for  5 to  10  years  and  21 
patients  for  2 to  4 years.  Three  patients  had  some 
ataxia  which  cleared  postoperatively.  One  patient 
had  a mild  subarachnoid  hemorrhage,  postopera- 
tively, which  cleared.  Two  patients  had  complete 
ipsilateral  hearing  loss,  and  two  patients  had  de- 
creased ipsilateral  hearing.  Neagoy  and  Dohn  in 
197422  reported  14  cases  with  hemifacial  spasm 
treated  by  the  separation  of  compressing  vascular 
structures  from  the  facial  nerve  in  the  posterior  fossa. 
Nine  of  the  14  cases,  in  addition,  had  the  nervus  in- 
termedius sectioned.  Thirteen  cases  were  successful; 
there  was  complete  relief  in  12  and  partial  relief  in  1. 
Seven  cases  had,  postoperatively,  transient  facial 
weakness.  Seven  cases  had  some  deterioration  of 
hearing,  but  the  majority  had  complete  to  partial 
recovery.  One  patient,  postoperatively,  had  nys- 
tagmus, diplopia,  and  decreased  ipsilateral  corneal 
sensation;  this  patient  recovered  completely.  Eight 
patients  showed  no  signs  of  hemifacial  spasm  re- 
currence four  weeks  to  two  years  after  operation. 

The  various  surgical  procedures  for  hemifacial 
spasm  and  blepharospasm  have  been  presented  to 
assess  the  spectrum  of  therapy  preparatory  to  pre- 
senting another  method  for  treatment  All  surgical 
procedures  for  these  conditions  must  balance  effec- 
tive relief  of  spasm  against  risk  of  facial  paresis  and 
the  risk  potentially  inherent  in  the  operative  proce- 
dure. 

The  present  new  technique  consists  of  passing  a 
number  19  needle,  which  forms  the  thermolytic  and 
the  stimulating  probe,*  through  an  anesthetized  skin 
wheal  at  a point  about  4 cm.  anterior  to  the  external 
auditory  canal.  By  manipulating  the  needle,  specific 
branches  of  the  facial  nerve  are  identified  by  electric 
stimulation.  The  nerve  fibers  to  facial  muscles  in- 
volved in  the  abnormal  movements  are  thus  localized, 
and  then  a thermolytic  lesion  is  produced.  Tem- 
peratures of  55°  to  65°  C.  have  been  used.  Eight  to 
15  such  thermolytic  fractional  lesions  are  made. 

Two  patients  have  undergone  this  procedure,  one 
with  hemifacial  spasm  and  the  other  with  blephar- 
ospasm; relief  of  muscle  spasm  has  been  maintained 
in  the  former  patient  for  eight  months  and  in  the 
latter  patient  for  three  months  after  the  procedure. 
Following  operation,  no  facial  weakness  developed 
in  either  patient. 

Case  reports 

Case  1.  A 57-year-old  woman  noted  the  onset  of  left 
hemifacial  spasm  since  1956.  Medication  and  local  pro- 
caine injections  into  the  nerve  were  of  no  benefit.  The 

* Radiofrequency  generator  Model  RFG-5S,  Radionic,  Bur- 
lington, Massachusetts  01803. 
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spasms  persisted  and  became  more  intense  involving  the 
left  eyelids  and  the  upper  and  lower  face.  The  left  eyelid 
spasms  were  severe  and  made  reading  difficult.  She  un- 
derwent repeated  neurologic  and  medical  work-up  with  the 
diagnosis  of  idiopathic  hemifacial  spasm.  She  sought 
surgical  therapy;  however,  because  of  the  risk  of  facial 
paresis,  she  was  reluctant  to  undergo  surgery.  Because  the 
present  procedure  required  only  local  anaesthesia  and  any 
facial  weakness  could  be  detected  as  the  procedure  pro- 
gressed, she  accepted  this  therapy.  Detailed  electro- 
- mvographic  studies  were  performed  to  determine  the 
muscles  most  involved,  and  clinical  evaluation  corrobo- 
rated the  site  of  the  initiation  of  muscle  spasms. 

On  February  12,  1976,  under  local  anaesthesia  using  a 
needle  probe,  the  nerves  of  the  facial  muscles  most  severely 
" involved  were  identified  by  stimulation,  and  fractional 
thermolysis  was  performed.  Following  each  lesion  the 
facial  muscles  were  tested  to  determine  any  sign  of  weak- 
ness. The  patient  would  also  attempt  to  initiate  the 
hemifacial  spasms  by  facial  or  chewing  movements.  Fol- 
lowing the  fractional  thermolysis  of  the  innervation  to 
muscles  of  the  upper  and  lower  face,  excellent  abolition  of 
spasms  was  obtained.  The  eyelid  movements  persisted, 
since  their  innervation  was  not  affected.  Because  of  the 
great  concern  of  facial  weakness,  the  procedure  was  ter- 
minated with  a view  of  doing  a fractional  thermolysis  of  the 
innervation  to  the  orbicularis  oculi  muscle  at  a later  time. 
The  patient  was  very  pleased  with  the  results.  To  deter- 
mine the  results  of  this  therapy,  the  patient  was  followed 
for  four  months.  Excellent  relief  of  the  spasms  of  the  lower 
and  upper  face  persisted,  and  then  the  patient  desired  this 
therapy  for  eyelid  movements.  She  was  admitted  on  June 
8,  1976,  and  fract  ional  t hermolysis  of  the  nerve  branches 
to  the  left  orbicularis  oculi  muscle  was  performed.  Almost 
complete  abolition  of  eyelid  movements  was  obtained  ex- 
cept for  an  occasional  weak  flick.  Eight  months  after  the 
first  procedure  and  four  months  after  the  second,  the  pa- 
tient maintained  excellent  relief  of  facial  movements  with 
only  occasional  eyelid  flick  when  under  emotional  stress. 

Case  2.  A 74-year-old  woman,  who  looks  much  younger, 
noted  difficulty  about  six  years  ago  in  opening  her  eyes, 
associated  with  bilateral  facial  grimaces.  This  difficulty 
had  progressed  for  the  past  three  years;  the  blepharospasm 
became  intense  and  unpredictable.  At  times,  it  prevented 
her  from  reading  or  looking  at  television.  She  had  no 
warning  when  the  blepharospasm  might  become  intense, 
and  this  could  happen  while  walking  in  the  street.  Medical 
therapy  had  been  of  no  avail.  She  had  been  reluctant  to 
undergo  the  bilateral  surgical  procedure  recommended. 
The  present  procedure  of  fractional  thermolysis  was  ex- 
plained to  her  and  her  brother,  who  is  a physician.  Be- 
cause this  procedure  is  done  under  local  anaesthesia  and 
can  be  done  in  a fractional  manner,  testing  the  results  as 
one  proceeds,  the  patient  agreed  to  this  procedure.  She 
underwent  neurologic  and  medical  work-up  including  x- 
rays,  electroencephalogram,  brain  scan,  and  axial  tomog- 
raphy. Thorough  electromyographic  studies  were  done 
in  an  attempt  to  identify  the  portion  of  the  orbicularis  oculi 
muscle  most  involved  and  also  the  [joint  of  initiation  of  the 
blepharospasm.  These  data  were  corroborated  with 
clinical  evaluation  and  movie  analysis.  On  July  16,  1976, 
she  underwent  bilateral  fractional  thermolysis  of  nerve 
branches  to  the  orbicularis  oculi  muscle,  first  the  right  side 
and  then  the  left.  An  excellent  result  was  obtained.  The 
eyelids,  which  were  closed  and  could  not  be  opened  vol- 


untarily, now  could  be  opened  and  closed  at  will.  The 
patient  has  maintained  this  excellent  relief  of  blepharo- 
spasm and  was  examined  last  on  October  22, 1976.  She  is 
able  to  read,  watch  television,  and  walk  about  without  fear 
of  her  eyelids  suddenly  closing. 

Comment 

The  present  procedure  has  several  advantages. 
First  of  all,  because  it  can  be  performed  under  local 
anaesthesia,  it  obviates  the  risk  of  general  anaes- 
thesia. Second,  the  step-wise  fractional  thermolysis 
of  nerve  branches  allows  the  testing  of  results  as  the 
procedure  progresses  thereby  keeping  facial  weak- 
ness to  a minimum.  Third,  it  can  be  done  bilaterally, 
as  in  the  case  of  blepharospasm.  Fourth,  facial  nerve 
function  can  be  identified  and  altered  at  any  point 
from  its  main  trunk  to  the  small  peripheral  branches; 
thus,  exact  anatomic  control  of  nerve  fiber  destruc- 
tion is  obtained.  Also,  if  muscle  spasms  recur,  re- 
peating the  procedure  would  present  no  new  diffi- 
culty. 

One  possible  complication,  which  has  not  been 
encountered,  is  a skin  burn  from  the  thermolysis  of 
very  superficial  nerve  branches.  Temperatures  of 
up  to  65°  C.  have  been  used  without  this  complica- 
tion. Studies  are  underway  to  determine  the  exact 
skin  temperature  superficial  to  the  needle  locus 
generating  the  heat.  A cooling  thermode  has  been 
developed  which  can  be  placed  on  the  skin  over  the 
thermolytic  needle  to  lower  the  skin  temperature 
during  heat  production. 

It  will  require  more  cases  and  longer  follow-ups  to 
determine  the  duration  of  spasm  relief  and  any  de- 
layed complications.  Such  data  will  resolve  the  real 
merit  of  this  procedure. 

Summary 

In  the  consideration  of  a method  for  the  treatment 
of  hemifacial  spasm  and  blepharospasm,  a brief  re- 
view of  surgical  theories  for  the  treatment  of  these 
conditions  is  presented.  The  new  method  consists 
of  the  percutaneous  identification  by  electric  stim- 
ulation of  branches  of  the  facial  nerve  involved  in  the 
muscle  spasms,  followed  by  thermolysis  of  these 
nerve  fibers.  Two  cases  have  been  treated  by  this 
method,  one  case  of  hemifacial  spasm  and  one  case 
of  blepharospasm;  the  results  have  been  excellent, 
although  the  follow-ups  are  short.  The  advantages 
of  this  new  method  are  discussed. 

550  First  Avenue 
New  York,  N.Y.  10016 
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Insurance  executive  warns 
of  a tax  burden 

An  insurance  executive  warned  on  October  20  that  a 
government  takeover  of  the  health  insurance  and  health 
delivery  systems  would  create  a tax  burden  the  American 
people  could  not  afford  to  pay. 

John  B.  O’Day,  president  and  managing  director  of  the 
Insurance  Economic  Society  of  America,  told  a hearing 
held  by  the  Department  of  Health,  Education,  and  Welfare 
(HEW)  that  access  to  health  care  also  would  suffer. 

“Some  form  of  rationing  of  health  care  would  become 
necessary  with  waiting  lists  of  months  and  years  for  certain 
treatments  and  surgery,”  O’Day  testified. 

He  supported  legislation,  like  the  Burleson-Mclntyre 
bill  now  in  Congress,  which  “espouses  the  private  sector/ 
government  help  approach.” 

However,  O’Day  opposed  passage  of  the  Kennedv-Cor- 
man  bill  which  he  said  would  nationalize  the  health  in- 
surance and  health  delivery  systems.  He  pointed  out  that 
the  Kennedy-Corman  measure  would  fund  national  health 
insurance  primarily  through  payroll  taxes  similar  enough 
to  Social  Security  to  be  identified  as  an  expansion  of  the 
O-A-S-D-H-I  system. 

O’Day  claimed  Social  Security  tax  figures  support  his 
contention  that  increased  government  control  would 
overburden  the  taxpayer.  “A  50-year-old  person  who 
started  work  30  years  ago,”  he  observed,  “paid  a maximum 
of  $30  for  Social  Security  during  the  first  year.  In  one 
generation,  that  tax  has  jumped  to  $965.” 
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O’Day  predicted  that  the  American  worker  will  pay  over 
$2,500  in  Social  Security  Taxes  by  1990.  Citing  figures 
from  a 1976  study  by  the  Rand  Corporation  and  Tufts 
Medical  School,  O’Day  said,  “Expanding  Social  Security 
to  include  national  health  insurance,  for  a family  with  an 
average  income  of  $15,000,  would  cost  another  $970  in 
Social  Security  taxes.” 

He  noted  that  HEW  estimates  that  Americans  will  spend 
$223  billion  on  health  care  in  1980  without  a national 
health  insurance  program.  “HEW  says  that  if  national 
health  insurance  is  enacted,  the  cost  of  health  care  would 
increase  in  1980  by  another  $25  billion,”  O’Day  told  the 
hearing. 

The  insurance  executive  concluded,  “If  the  government 
takes  over  the  health  insurance  business  and  the  health 
delivery  systems,  we  believe  there  would  be  created  an 
insatiable  demand  for  health  care  beyond  the  capability 
of  the  people  to  pay  the  taxes  necessary  for  government 
health  care  facilities.” 

He  called  on  the  Carter  administration  to  stand 
“squarely  behind  establishment  of  a partnership  between 
the  government  and  the  private  health  insurance  industry 
to  solve  the  health  care  needs  of  the  American  people.” 

The  Insurance  Economic  Society  of  America  has  testi- 
fied at  most  of  the  major  hearings  on  national  health  in- 
surance since  “before  President  Truman  introduced  his 
national  health  insurance  plan  to  Congress  30  years  ago,” 
O’Day  recalled. 

The  October  20  hearing  on  national  health  insurance  was 
one  of  approximately  100  being  conducted  throughout  the 
country  during  October  by  HEW. 
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v Chest  Pain  and 
Calcified  Mass 

Case  history 

E.  Mark  Levinsohn,  M.D.*:  A 28-year-old 

woman  was  admitted  to  the  hospital  complaining  of 
dull,  aching  posterior  chest  pain  of  three  to  four 
years’  duration  which  had  become  increasingly  severe 
over  the  last  six  months.  She  denied  hemoptysis, 
shortness  of  breath,  weight  loss,  or  paresthesias.  No 
previous  chest  radiographs  had  been  taken. 

Physical  examination  demonstrated  a normal- 
appearing young  woman  in  no  acute  distress.  Vital 
signs  were  within  normal  limits.  Breath  sounds  were 
diminished  over  the  midposterior  chest.  No  palpa- 

* Guest  Editor,  Assistant  Professor,  Department  of  Radiolo- 
gy- 


FIGURE  1.  Chest  radiographs.  (A)  Posteroanterior  radio- 
graph demonstrates  large  calcified  mass  in  right  hemithorax. 

(B)  Lateral  radiograph  shows  mass  paravertebral  in  location. 

(C)  Anteroposterior  tomogram  demonstrates  amorphous 
calcification  within  soft-tissue  mass  which  arises  from  right 
fifth  rib. 
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FIGURE  2.  99m-Tc-MDP  bone  imaging  study  shows  uptake 
of  radioactive  technetium  in  soft-tissue  mass. 

ble  rib  abnormalities  were  present.  Examination  of 
the  skin  and  nervous  system  yielded  normal  find- 
ings. 

Results  of  laboratory  examinations,  including 
erythrocyte  sedimentation  rate,  white  blood  count, 
serum  calcium,  serum  phosphorus,  and  serum  alka- 
line phosphatase  determinations  were  normal.  A 
chest  radiograph,  99m-TC  (technetium)  methylene 
diphosphonate  bone  imaging  study,  thoracic  spine 
tomograms,  and  a computed  tomographic  examina- 
tion of  the  thorax  were  obtained. 

Beverly  A.  Spirt,  M.D.*:  Posteroanterior  and 

lateral  radiographs  of  the  chest  demonstrate  a 5-  by 
7-  by  7-cm.  calcified  soft-tissue  mass  in  the  right 
paravertebral  region  at  the  level  of  the  fifth  thoracic 
vertebral  body  (Fig.  1A  and  B).  The  mass  appears 
smooth  and  round  except  for  its  superior  aspect 
which  is  flattened  and  irregular.  Tomography 
demonstrates  destruction  of  the  articular  portion  of 
the  right  fifth  rib  (Fig.  1C).  The  technetium  bone 
imaging  study  shows  an  ovoid  area  of  increased  up- 
take of  radiopharmaceutical  corresponding  to  the 
* Assistant  Professor,  Department  of  Radiology. 


FIGURE  3.  Computed  tomogram  of  thorax  at  fifth  thoracic 
level.  Mass  arises  from  right  fifth  rib  and  extends  to  involve 
paravertebral  soft  tissues. 


mass  (Fig.  2).  No  other  lesions  are  demonstrated. 
Computed  tomography  of  the  thorax  at  the  fifth 
thoracic  level  shows  that  the  mass  is  intimately  as- 
sociated with  the  destroyed  medial  portion  of  the 
right  fifth  rib  (Fig.  3).  Invasion  of  the  paravertebral 
soft  tissues  is  present. 

The  appearance  of  the  computed  tomographic 
scan  suggests  that  the  mass  arose  primarily  from  the 
right  fifth  rib  rather  than  by  extension  of  a lung  le- 
sion into  the  rib.  This  favors  the  diagnosis  of  a pri- 
mary bone  neoplasm  rather  than  either  a calcified 
pulmonary  lesion  or  a primary  posterior  mediastinal 
neoplasm.  The  nature  of  the  calcification  is  com- 
patible with  either  a chondroid  or  an  osteoid  matrix. 
The  history  of  pain  for  three  or  four  years  with  a bone 
tumor  suggests  a slow-growing  but  malignant  pro- 
cess. 

Central  osteogenic  sarcoma  often  presents  pain 
which  is  at  first  intermittent  and  then  becomes 
constant  over  a short  period  of  time.  Parosteal  os- 
teosarcoma, on  the  other  hand,  can  be  a slow  and 
insidious  lesion,  and  symptoms  may  be  present  for 
several  years  before  discovery.  A benign  osteo- 
chondroma which  has  arisen  from  the  rib  and  has 
undergone  malignant  change  into  either  a chondro- 
sarcoma or  osteosarcoma  could  also  appear  this 
way. 

Dr.  Spirt’s  diagnosis 

Osteochondroma  with  sarcomatous  change 

Dr.  Levinsohn:  The  patient  was  treated  surgi- 

cally. A thoracotomy  was  performed  through  the 
right  fourth  interspace.  A 4-cm.  hard  nonmobile 
mass  was  found  attached  to  the  fourth  and  fifth  ribs 
and  to  the  fifth  thoracic  vertebral  body.  The  mass 
and  the  involved  portions  of  the  ribs  were  resected 
en  bloc,  and  the  vertebral  body  was  curetted  free  of 
tumor. 

Pathologic  discussion 

Bedros  Markarian,  M.DA:  The  surgical  spec- 

imen measured  6 by  6 by  3 cm.  and  consisted  of 

+ Associate  Professor,  Department  of  Pathology. 


December  1977/New  York  State  Journal  of  Medicine  2239 


^ ‘ ft  A 4* 

"'<i? *JV'~**Z * *-'  Kj 


■*  * , - , - «£  * !*  ** 

\£Z  f'si&X-*  f.  *»  * ^ 


-'■  V •“  *■  - - *& »....  > <"-»  '*  * -■  *»  v 

* 5 *VJ  *1/ v vC  ■ " >,  ? * 

— -■  - - >v  • - " 


< «* 

s 


*■  ^ V «;,  • i # * .,  t \*  o» 

* ; •"  <•¥» - -■*  ~ % V 4 *Tr  - « 

^ »«%-/  / -#-  ^ ,N  <v~*“r  «»  - ♦ - r.  # JF  "*■*■%• 

**^-*~?~  JL'  'i.  * 3i^~  ? 


— ^ ^ ««■■»  - ♦'* 


f-w  ? **  . «r#“* 


« -srr  *,'  V f* «*  * *“ 

V *v,  ^ I r>~  *r*f  w f - 

<»  ft-  *J!~  * ^ i-*  f *.  7 

• vj*;.-^  ^ %%  - \ 

VU-  4-  * --’  . *~X 

•.  >.  - * * <*wt  0 'v'  .*<> 

(«\ 


rv*  -A  j'  ;*V  Ay£ 

. > f ■*/  ^ . * *•*/ 

* et  — - ~ .r-  AV  -/;♦>  f ^ vV,  f*  / 

;.5i~  <v  „ , +■  %;  . r7; 


FIGURE  4.  Photomicrographs.  (A)  Field  of  undifferentiated  cellular  sarcoma  with  many  hyperchromatic  ovoid  nuclei  with 
indistinct  cytoplasmic  borders  (hematoxylin  and  eosin  stain,  original  magnification  X 260).  (B)  Cellular  sarcoma  which  shows 
tumor  cells  producing  pale  osteoid  and  being  incorporated  within  it  (hematoxylin  and  eosin  stain,  original  magnification  X 
520). 


muscle,  rib  fragments,  and  a large  tumor  mass.  On 
cut  section  many  calcified  foci  were  encountered. 
The  center  of  the  mass  was  bony.  Many  portions  of 
the  tumor  had  a pale  gray  chondroid  appearance. 

Microscopic  examination  revealed  a rather  varied 
pattern  with  many  areas  of  highly  cellular,  pleo- 
morphic, and  undifferentiated  sarcoma  intimately 
associated  with  large  areas  of  highly  cellular  carti- 
laginous tissue  (Fig.  4A).  Many  small  foci  of  osteoid 
were  present  adjacent  to  these  pleomorphic  tumor 
cells  (Fig.  4B). 

Because  of  the  dominant  feature  of  chondroid 
differentiation  along  with  some  osteoid  formation, 
the  tumor  is  best  considered  a chondroblastic  os- 
teosarcoma of  a rib. 

Comment 

Dr.  Levinsohn:  Osteosarcoma  is  a rare  primary 

malignant  tumor  of  bone  in  which  osteoid  is  pro- 
duced. It  is  second  in  frequency  to  multiple  my- 
eloma and  is  2 to  8 times  more  prevalent  than  any 
other  primary  malignant  bone  tumor.1  The  pre- 
dominant cell  type  may  he  either  chondroblastic, 
osteoblastic,  fibroblastic,  or  even  anaplastic.1  Pa- 
tient survival  is  not  influenced  by  the  predominant 
cell  type. 

About  60  percent  of  osteosarcomas  arise  in  the 
metaphyseal  region  of  the  long  bones  with  about  one 
half  of  these  originating  near  the  knee.2  Other  sites 
are  rare.2  The  male  to  female  ratio  is  2 to  1 . Dahlin 
and  Coventry4  found  that  nearly  50  percent  of  pa- 
tients with  osteogenic  sarcoma  manifest  this  condi- 
tion during  the  second  decade  of  life.  The  experi- 
ence of  McKenna  et  al.5  with  552  cases  was  similar/’ 
Flat  bone  involvement  and  intraosseous  location  are 
bad  prognostic  indicators. 


In  the  series  of  McKenna  et  al.5, 13  percent  of  os- 
teogenic sarcomas  developed  either  in  previously 
irradiated  bones  or  in  bone  containing  a preexisting 
lesion  such  as  Paget’s  disease,  polyostotic  fibrous 
dysplasia,  or  multiple  hereditary  exostoses.  Previous 
trauma  is  probably  not  a predisposing  factor.3 

The  only  laboratory  examination  of  constant  rel- 
evance is  an  elevated  serum  alkaline  phosphatase. 
Successful  treatment  with  surgical  ablation  or  ra- 
diation treatment  results  in  a fall  of  the  serum  alka- 
line phosphatase  to  normal.  With  recurrent  or 
metastatic  disease,  this  determination  may  become 
elevated  again. 

The  differential  diagnosis  of  this  lesion  includes 
osteochondroma,  osteoblastoma,  chondrosarcoma, 
ganglioneuroma,  tuberculous  granuloma,  and  my- 
ositis ossificans. 

Final  diagnosis 

Chondroblastic  osteogenic  sarcoma 
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To  travel  hopefully  is  better  than  to  arrive. 

Preconceived  notions  have  spoiled  many  a venture. 
So  it  is  that  geriatric  medicine  has  been  handicapped 
for  over  40  years. 

Historic  perspective 

This  young  specialty  grew  from  small  origins,  but 
they  were  pragmatic  origins;  that  is,  they  were  based 
on  methods  that  worked.  Pioneers  like  Marjory 
Warren,  Lionel  Cozin,  and  Trevor  Howell  in  England 
showed  that  elderly  chronic  patients,  written  off 
medically  as  beyond  further  improvement,  or,  more 
likely,  beyond  consideration  as  being  worth  the  effort 
to  strive  for  further  improvement,  could  be  rehabil- 
itated and  returned  to  their  homes.  But  this  re- 
quired the  removal  of  stereotyped  pessimistic  atti- 
tudes about  the  potential  or  the  worth  of  the  elderly 
ill  or  disabled  patient;  only  then  could  appropriate 
therapeutic  activities  be  put  into  action. 

The  early  pioneers  in  the  1930s  were  not  able  to 
influence  the  course  of  medical  practice  on  a large 
scale,  however.  The  issue  was  given  a large  scale 
fillip  when  the  National  Health  Service  was  started 
in  Great  Britain  in  1948.  However,  this  in  effect  gave 
the  picture  of  a medical  specialty  created  by  polit  ical 
rather  than  by  medical  or  scientific  developments, 
and  for  a further  quarter  of  a century  geriatric  med- 
icine remained  a Cinderella  specialty. 

In  recent  years,  however,  the  tide  has  been  turning 
in  Great  Britain,  and  geriatric  medicine  is  much  more 
readily  accepted  as  part  of  an  effective  and  dynamic 
pattern  of  medical  practice.  Indeed,  the  Royal 
College  of  Physicians  of  London  have  recently  issued 


a report  encouraging  reintegration  of  geriatric  med- 
icine into  general  or  internal  medicine.  In  the  light 
of  the  dramatic  way  the  population  is  aging  in  the 
Western  world,  this  new  initiative  would  appear  to 
make  good  sense. 

Nevertheless,  there  has  now  grown  an  impressive 
body  of  evidence  to  support  the  idea  that  by  paying 
special  attention  to  certain  principles  and  ap- 
proaches, the  outlook  has  been  significantly  im- 
proved for  ill  old  people.  This  applies  in  the 
broadest  sense  to  the  overall  management  of  health 
problems  in  the  elderly  and  is  a key  factor  in  the 
prevention  of  chronic  disability  and  of  unnecessary 
or  prolonged  institutionalization.  By  expediting  the 
care  of  the  elderly,  all  health  care  systems  work  more 
efficiently. 

It  is  difficult  to  escape  the  parallel  with  pediatrics, 
which  took  many  years  to  become  regarded  as  a dis- 
tinct branch  of  internal  medicine  with  its  own  special 
principles  and  techniques. 

Teaching  geriatric  medicine 

It  will  be  apparent  from  the  foregoing  that  geriatric 
medicine  is  really  the  application  of  broadly  based 
principles  of  internal  medicine  to  the  evaluation  and 
management  of  elderly  patients.  We  need  to  incul- 
cate healthy  attitudes,  free  from  prejudices,  toward 
the  elderly  and  their  problems,  and  an  objective  but 
optimistic  assessment  of  each  individual’s  situation. 
It  is  axiomatic  in  internal  medicine  that  one  should 
treat  the  patient,  and  not  the  disease  alone.  To  treat 
the  patient  we  need  first  to  make  the  appropriate 
diagnosis.  To  make  diagnoses  in  the  elderly  may  be 
difficult  because  of: 

1.  Communication  problems. 

2.  Memory  problems. 

3.  Unusual  presentation  of  diseases  due  to  atypical 
history  or  reluctance  to  admit  to  symptoms.  Old  peo- 
ple may  weight  their  symptoms  differently  from  youn- 
ger patients,  and  often  attribute  them  to  old  age  or  to 
atypical  or  absent  clinical  signs. 

4.  Multiple  pathologic  lesions  and  degenerative 
processes. 

5.  Decreased  tolerance  to  anamnesis  and  examina- 
tion. 

Having  achieved  a satisfactory  attitude,  we  next 
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need  a good  technique,  that  is,  ways  to  approach  and 
communicate  with  an  elderly  patient  so  as  to  estab- 
lish good  rapport  quickly  and  easily  and  facilitate  the 
clinical  interview  and  examination. 

Half-hearted  investigation  is  of  no  value  in  these 
complex  medical  situations.  Unless  the  patient  is 
moribund  or  terminally  ill  with  a known  diagnosis, 
all  relevant  diagnostic  investigations  should  be  or- 
dered, provided  that  no  investigatory  procedure 
causing  appreciable  disturbance  is  performed  unless 
there  is  likely  to  be  clinical  action  based  on  its  result. 
The  investigation  and  treatment  should  not  be  worse 
than  the  disease!  But  accurate  diagnosis  remains  the 
key  to  successful  management. 

Many  elderly  people  have  problems  in  addition  to 
their  purely  physical  ones.  The  broadly  based 
medical  assessment  must  include  psychological  and 
socioeconomic  aspects;  hence  the  patient  must  be 
seen  not  only  as  a whole  person  but  also  in  the  con- 
text of  his  environmental  situation.  Manipulation 
of  that  situation  where  it  will  help  maintain  or  pro- 
mote health  and  well-being  should  be  seen  as  an  in- 
tegral and  interesting  part  of  the  medical  manage- 
ment of  the  patient.  This  may  well  be  true  at  any 
age,  but  is  especially  important  in  the  elderly. 

The  student  must  therefore  be  aware  of  ways  in 
which  environmental  factors  may  be  modified  for  the 
patients’  benefit.  Details  vary  from  place  to  place, 
of  course,  and  much  may  depend  on  what  might  be 
termed  the  support  system  which  is  available  in  the 
community,  for  example,  location  of  relatives  and 
neighbors,  housekeeping  services,  clubs,  meals,  mo- 
bility, and  so  forth. 

The  data  base  on  which  decisions  may  be  made 
about  environmental  management  may  be  built  up 
in  various  ways.  In  the  practice  of  geriatric  medicine 
in  Britain,  much  emphasis  is  placed  on  visits  by  the 
physician  to  the  patient’s  home  so  as  to  gain  firsthand 
and  accurate  information  about  the  patient  and  his 
environment,  with  special  reference  to  the  support 
system.  It  is  then  much  easier  to  relate  the  existing 
support  system  to  the  desirable  one  and  to  realize 
how  best  to  plan  for  any  future  modifications  which 
may  be  feasible.  Much  time  and  effort  may  be  saved 
in  this  way,  and  this  more  than  counterbalances  the 
time  spent  in  making  the  visit.  In  the  United  States, 
where  such  domiciliary  visiting  is  the  exception 
rather  than  the  rule,  the  question  should  he  looked 
at  afresh  before  setting  up  any  new  medical  service 
aimed  particularly  at  the  elderly.  The  author  is  not 
trying  to  suggest  that  no  other  effective  methods  are 
available! 


Introduction  of  geriatric 
medicine  into  curriculum 

When  teaching  geriatric  medicine  to  undergrad- 
uate medical  students,  it  would  seem  best  to  integrate 
the  geriatric  aspects  of  medicine  into  the  overall 
curriculum  and  then  to  gather  the  threads  together 
into  a block  of  time  spent  solely  in  studying  geriatric 
medicine.  The  first  part  of  this  strategy  involves  the 
teaching  of  geriatric  aspects  of  each  topic  under 
consideration  at  any  given  time,  for  example,  geria- 
tric aspects  of  disease  of  the  various  systems,  of  an- 
esthesia and  surgery  in  general,  and  system  by  sys- 
tem; the  principles  of  clinical  pharmacology  and 
therapeutics  in  old  age;  and  so  on. 

Subsequently,  a period  of  some  weeks  spent  con- 
centrating on  the  problems  of  the  elderly,  specifically 
the  elderly,  will  help  to  consolidate  the  principles 
learned  earlier  and  will  provide  the  much-needed 
continuity  which  would  otherwise  be  missing,  yet 
without  which  the  whole  point  of  patient  care  be- 
comes undermined.  At  this  time,  reference  may  also 
be  made  to  the  problems  of  retirement,  the  impor- 
tance of  preretirement  educative  programs,  the  care 
of  the  dying,  and  so  on. 

There  is  much  value  in  using  an  elderly  patient  as 
a focal  point  within  a family  situation  and  in  en- 
couraging the  student  to  maintain  contact  with  and 
study  the  family  as  well  as  the  patient  herself. 

Physicians  must  also  be  trained  to  detect  illness 
and  disability  earlier  in  old  people;  only  thus  can  the 
growing  tide  of  need  be  stemmed.  Students  should 
be  encouraged  to  devise  ways  in  which  this  may  be 
achieved,  and  should  in  any  event  develop  small  re- 
search programs,  clinically  and/or  laboratory  ori- 
ented, during  their  involvement  in  geriatric  medi- 
cine. 

Geriatric  medicine  is  thus  internal  medicine  and 
then  some,  and  its  challenges  are  academic  and 
practical.  They  are  also  great,  and  victory  over  some 
of  them  gives  a rewarding  sense  of  achievement.  In 
medicine  today,  cure  is  common  enough  in  simple 
clinical  situations,  but  the  growing  need  is  for  far 
more  effort  to  be  directed  toward  amelioration.  We 
must  pay  attention  to  the  ways  in  which  we  can  im- 
prove the  quality  of  life  in  the  elderly  and  minimize 
or  prevent  the  large  amount  of  unnecessary  mor- 
bidity which  is  all  too  apparent  in  this  age  group  at 
the  present  time.  And  we  can  comfort  always. 

Merck  & Co.,  Inc. 

Rahway,  New  Jersey  07065 
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In  Part  I of  this  review,  which  appeared  in  the 
November  issue  of  the  Journal,  the  author  discussed 
the  pharmacologic  aspects  of  erythromycin.  This 
included  the  chemistry;  absorption  and  serum  levels; 
distribution,  tissue,  and  body  fluid  levels;  mechanism 
of  action;  antibacterial  activity;  side-effects  and 
toxicity;  interferences  with  laboratory  tests;  and 
erythromycin’s  incompatibilities  with  other  drugs. 

Use  in  infections 

Staphylococcal  infections.  Erythromycin  is 
quite  useful  for  the  treatment  of  staphylococcal  skin 
infections,  including  carbuncles,  cellulitis,  and  wound 
infections.  More  serious  illnesses  produced  by 
Staphylococcus  aureus,  such  as  pneumonia,  endo- 
carditis, empyema,  bacteremia,  and  arthritis  have 
also  responded  to  therapy  with  erythromycin34-79;  the 
penicillins,  however,  are  generally  more  effective,  are 
easily  given  parenterally,  and  are  therefore  preferred 
in  the  nonallergic  patient  for  these  situations.  In 
addition,  the  emergence  of  erythromycin-resistant 
strains  of  S.  aureus,80  principally  in  hospitals,44 
further  restricts  its  usefulness. 

Nevertheless,  erythromycin  combined  with  rif- 
ampicin  cured  S.  aureus  endocarditis  in  a patient  in 
whom  therapy  with  cloxacillin,  cephaloridine,  and 
kanamycin  had  not  been  effective.81  Erythromycin 
combined  with  penicillin  has  been  shown  to  be  quite 
useful  in  the  therapy  of  severe  staphylococcal  cellu- 
litis and  pharyngitis.80 

Streptococcal  infections.  Pharyngitis,  scarlet 
fever,  cellulitis,  and  erysipelas  caused  by  Strepto- 
coccus pyogenes  group  A are  effectively  treated  with 
erythromycin,22-34-82  and  the  drug  is  recommended 


as  an  alternate  to  penicillin  for  rheumatic  fever 
prophylaxis. 

Administration  of  a 10-day  course  of  erythromycin 
results  in  higher  cure  rates  of  pharyngitis  than  does 
only  3 days  of  therapy,83  and  suppresses  the  forma- 
tion of  antistreptolysin-O.84  Erythromycin,  250  mg., 
given  twice  daily  appears  to  be  as  effective  as  250  mg. 
given  four  times  daily  or  penicillin.82  Erythromycin 
and  penicillin  therapy  appear  to  be  about  equally 
effective  in  curing  pharyngitis,82-84  nor  is  there  any 
substantial  difference  among  erythromycin  salts  and 
esters  in  this  regard.20-21  Evaluation  of  various  forms 
of  therapy  in  respect  to  post-treatment  relapses  is 
difficult,  since  data  relating  to  patient  compliance 
and  precise  streptococcal  serotyping  into  M and  T 
subtypes  are  inadequate  in  most  reports  to  distin- 
guish treatment  failures,  relapses,  and  reinfec- 
tions. 

Although  erythromycin  may  succeed  in  the 
treatment  of  endocarditis  due  to  the  viridans  strep- 
tococci or  enterococci,  when  it  is  impossible  to  use 
penicillin,  failures  are  common,34-44-79  and  therapy 
with  cephalosporins,  clindamycin,  or  vancomycin  (for 
enterococcus)  is  preferable  in  these  conditions. 

Pneumococcal  infections  generally  respond  well 
to  therapy  with  erythromycin,  and  a satisfactory 
therapeutic  response  may  be  obtained  with  either 
erythromycin  or  penicillin  in  the  treatment  of 
pneumonia,34-79-85  or  otitis  media,30-86  caused  by  the 
pneumococcus. 

Pneumococcal  meningitis  may  also  be  treated  with 
erythromycin,  if  large  doses  such  as  4 to  6 Gm.  per 
day  are  given  intravenously,  but  chloramphenicol  is 
generally  preferred  in  a penicillin-allergic  patient, 
principally  because  cerebrospinal  fluid  penetration 
is  better  and  there  has  been  more  extensive  experi- 
ence with  the  latter  drug.  Reports  of  pneumonia,50 
empyema,49  or  osteomyelitis,48  caused  by  erythro- 
mycin-resistant pneumococci,  are  exceedingly  rare, 
and  generally  follow  prior  exposure  to  erythromy- 
cin. 

Clostridial  infections.  Most  strains  of  Clos- 
tridium perfringens  ( welchii ) from  clinical  speci- 
mens are  inhibited  by  1.6  micrograms  per  milliliter 
of  erythromycin,87  and  high  doses  of  this  drug  have 
been  used  as  an  alternative  to  penicillin  in  the 
treatment  of  gas  gangrene.  Clindamycin  or  a 
cephalosporin  may  also  be  used  in  this  situation  and 
would  appear  to  be  preferable.  Erythromycin  rap- 
idly eradicates  Clostridium  tetani  from  wounds  in 
patients  with  tetanus.  The  widely  variable  sensi- 
tivity of  other  anaerobic  bacteria  to  erythromycin 
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limits  its  usefulness  in  infections  caused  by  these 
organisms. 

Hemophilus  influenzae  infections,  pertussis, 
and  diphtheria.  Satisfactory  responses  to  eryth- 
romycin therapy  for  H.  influenzae  meningitis,  otitis 
media,  and  pneumonia  have  been  reported,34’88  but 
the  MIC  (minimum  inhibitory  concentration)  of 
erythromycin  for  some  strains  is  rather  high,59  and 
treatment  failures  may  occur  in  these  instances.30,86 
Bronchial  secretion  concentrations  of  erythromycin 
exceed  the  MICs  of  most  pneumococci  and  many  H. 
influenzae  strains  and  may  account  for  the  favorable 
results  in  some  patients  treated  with  erythromycin 
for  chronic  bronchitis.26 

Although  antibiotics  have  little  effect  on  the  course 
of  pertussis  once  the  paroxysmal  stage  is  reached, 
erythromycin  may  attenuate  the  illness  if  given  early 
and  quite  efficiently  eliminates  the  organism  from 
the  nasopharynx,  probably  rendering  these  patients 
noninfectious.89 

Erythromycin  is  the  most  active  antibiotic  against 
Corynebacterium  diphtheriae ,53  constitutes  the 
preferred  treatment  of  the  diphtheria  carrier  state,90 
and  is  very  successful  in  eradicating  the  organism  in 
patients  with  clinical  disease,  including  those  who 
previously  failed  during  therapy  with  penicillin,91 
although  antitoxin  must  also  be  administered. 

Urinary  tract  infections.  While  most  gram- 
negative  urinary  pathogens  are  resistant  to  eryth- 
romycin at  the  normally  low  urine  pH  (hydrogen  ion 
concentration),  as  discussed  previously,  alkaliniza- 
tion  of  the  urine  to  pH  8 to  8.5,  with  orally  adminis- 
tered sodium  bicarbonate,  will  result  in  enhanced 
activity  of  the  drug  against  these  organisms.  Suc- 
cessful therapy  of  Escherichia  coli,  Klebsiella,  En- 
terobacter,  Proteus  mirabilis,  and  even  Pseudomo- 
nas aeruginosa  urinary  tract  infections  has  been 
reported,36,62  and  may  he  appropriate  when  alter- 
native therapy  involves  the  administration  of  sub- 
stantially more  toxic  antibiotics  such  as  aminogly- 
cosides or  chloramphenicol. 

Relapsing  urinary  tract  infections  involving  cell- 
wall  deficient  forms,  L forms,  of  E.  coli,  P.  mirabilis, 
and  enterococcus,  which  are  resistant  to  the  peni- 
cillins, have  been  eradicated  with  erythromycin, 
alone  or  in  combination  with  ampicillin  and  alka- 
linization. 43,92  The  L form  of  one  of  these  bacteria 
was  shown  to  he  sensitive  to  erythromycin  and  re- 
sistant to  ampicillin,  while  the  intact  organism  had 
the  reverse  sensitivities.43 

One  must  recall  that  the  standard  Mueller-Hinton 
medium  used  to  perform  sensit  ivity  testing  has  a pH 
of  7.4;  sensitivity  tests  must  he  performed  using 
media  with  pH  adjusted  to  8 or  above  when  the 
physician  is  considering  t he  use  of  erythromycin  plus 
alkalinization  for  treatment  of  a specific  urinary  tract 
infection. 

Clinical  and  bacteriologic  cure  was  achieved,  in  one 
study,  in  25  of  26  patients  with  chronic  bacterial 


TABLE  IV.  Adult  dosage  regimens  of  erythromycin  for 
various  infections 


Therapy 

Erythromycin  Dose 

Oral 

Minor  skin  infections 

500  mg.  every  6 hours  for  10 
days 

Streptococcal  pharyngitis 

500  mg.  every  6 hours  for  10 
days 

Uncomplicated 

500  mg.  every  6 hours  for  10 

pneumococcal 

days 

pneumonia 

Diphtheria  carrier  state 

500  mg.  every  6 hours  for  10 
days 

Mycoplasma  pneumonia 

500  mg.  every  6 hours  for  10 
days 

Urinary  tract  infections* 

500  mg.  every  6 hours,  plus 
sodium  bicarbonate, * 5 to 
18  Gm.  daily  for  14  days 

Syphilis** 

1°;  2°;  latent  (<1  year 

500  mg.  every  6 hours  for  15 

duration) 

days 

Latent  (>1  year 

500  mg.  every  6 hours  for  30 

duration);  3° 

days 

Gonorrhea,  uncomplicated. 

1.5  Gm.,  followed  by  500  mg. 

in  pregnant  patient 

every  6 hours  for  4 days 
(total  9.5  Gm.) 

Intravenous 

Bacteremia 

1 Gm.  every  4 to  6 hours  for 
2 to  6 weeks 

Meningitis 

1 Gm.  every  4 to  6 hours  for 
2 to  6 weeks 

Nonpneumococcal 

1 Gm.  every  4 to  6 hours  for 

pneumonia 

2 to  6 weeks 

Osteomyelitis 

1 Gm.  every  4 to  6 hours  for 
2 to  6 weeks 

Diphtheria** 

500  mg.  every  8 hours  for  3 
days,  followed  by  500  mg. 
orally  every  6 hours  for  4 
days 

Gonorrhea,  disseminated** 

500  mg.  every  6 hours  for  at 
least  3 days 

* See  text  for  explanation  of  special  sensitivity  testing, 
t Urinary  pH  must  be  demonstrated  to  exceed  pH  8. 

**  Including  pregnant  patients, 
tt  Antitoxin  must  also  be  administered. 

prostatitis  due  to  gram-negative  organisms  following 
prolonged  treatment  with  erythromycin  and  alka- 
linization with  sodium  bicarbonate,  and  this  regimen 
was  suggested  as  the  treatment  of  choice  for  this 
disorder.93  Prostatitis  due  to  Staphylococcus  epi- 
dermidis  has  also  been  successfully  treated  with 
erythromycin.33  However,  treatment  of  chronic 
bacterial  prostatitis  is  exceedingly  frustrating,  and 
further  documentation  is  needed  before  this  form  of 
therapy  can  be  unequivocally  recommended. 

Venereal  diseases.  Erythromycin  is  recom- 
mended as  an  alternative  form  of  therapy  in  all  stages 
of  syphilis  for  patients  allergic  to  penicillin,94  but  its 
efficacy  in  tertiary  syphilis  has  been  evaluated  less 
extensively  than  penicillin,  and  the  clinician  must 
follow  the  patient  extremely  carefully  to  document 
cure  and  detect  relapses.  Oral  treatment  regimens 
for  syphilis  are  given  in  Table  IV.  The  erythromycin 
regimen  for  treatment  of  early  syphilis  has  been 
proved  to  be  as  effective  as  penicillin.95 
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If  erythromycin  is  used  to  treat  syphilis  during 
pregnancy,  one  must  he  certain  that  the  patient  re- 
ceives the  total  recommended  dose,  as  babies  have 
been  born  with  active  congenital  syphilis  when 
mothers  have  received  a smaller  dose,96  since  fetal 
blood  levels  of  erythromycin  are  lower  than  maternal 
levels  (Table  II.  Part  I).  Tetracycline  is  not  an  ac- 
ceptable alternative  in  these  patients  because  of  its 
possible  toxic  effects  on  both  mother  and  fetus. 

Uncomplicated  gonorrhea  in  pregnant  patients 
who  are  allergic  to  penicillin  may  be  treated  with  oral 
erythromycin  (Table  IV).  This  is  safe  for  mother 
and  fetus,  but  its  efficacy  is  not  entirely  established, 
and  follow-up  must  be  complete.  Disseminated 
gonococcal  infection  in  a pregnant  patient  may  be 
treated  with  intravenous  erythromycin  500  mg.  every 
six  hours  for  at  least  three  days.97  Unfortunately, 
penicillin-resistant  strains  of  Neisseria  gonorrheae 
are  frequently  erythromycin-resistant  as  well.61 

Mycoplasmal  pneumonia.  Mycoplasma  pneu- 
moniae is  more  sensitive  in  vitro  to  erythromycin 
than  to  tetracycline,63  and  during  treatment  of 
pneumonia  caused  by  this  agent,  radiologic  clearing 
of  the  pulmonary  lesions  occurs  earlier  in  erythro- 
mvcin-treated  than  in  tetracycline-treated  patients, 
although  the  duration  of  fever  and  symptoms  is  about 
equal  to  both  groups.63,98  Mycoplasma  may,  how- 
ever, persist  in  the  respiratory  tract  secretions  after 
therapy  with  either  drug.99 

The  clinician  should  bear  in  mind  that  it  may  ini- 
tially be  difficult  to  distinguish  mycoplasmal  from 
pneumococcal  pneumonia.  While  erythromycin  will 
adequately  treat  either  condition,  tetracycline-re- 
sistant pneumococci  are  not  unusual,45  and  it  is  un- 
wise, therefore,  to  begin  therapy  with  tetracycline  if 
the  possibility  of  pneumococcal  pneumonia  exists. 

Miscellaneous  infections.  Brucellosis  has  re- 
sponded to  treatment  with  erythromycin,100  as  have 
cases  of  cervicofacial  actinomycosis  and  perirectal 
abscess  due  to  Actinomyces  israelii ,52  Favorable 
results  have  been  achieved  in  treating  pulmonary 
nocardiosis  with  erythromycin  plus  ampicillin.101 
Erythromycin  has  been  highly  successful  in  treating 
patients  with  both  acute  and  chronic  intestinal 
amebiasis.102 

Erythrasma,  a superficial  skin  infection  caused  by 
Corynebacterium  minutissimum,  a fragile  gram- 
positive rod.  is  dramatically  eradicated  following 
erythromycin  therapy.103 

Treatment  of  human  infections  due  to  atypical 
mycobacteria  including  osteomyelitis  caused  by  a 
Group  III  organism,  with  erythromycin  alone  or  in 
combination  with  other  drugs,  has  produced  bene- 
ficial effects.64,104 

Information  from  review  of  hospital  records,  in 
vitro  sensitivities,  studies  employing  embryonated 
hen’s  eggs,  and  guinea  pig  protection  studies  indi- 
cates tentatively  that  erythromycin  may  be  an  ef- 
fective drug  against  the  newiy  discovered  bacillus 


causing  the  Legionnaires’  disease.66 

Administration  and  dosage 

In  view  of  the  potential  toxicities  of  erythromycin 
estolate  and  the  respectable  erythromycin  serum 
levels  attained  following  administration  of  the  base, 
the  ethyl  succinate  or  stearate,  one  of  the  latter 
dosage  forms  is  preferable  for  oral  erythromycin 
therapy.  Erythromycin  base  is  least  expensive,  is 
available  in  generic  form,  and  is  well  tolerated  by 
many  patients. 

Since  ototoxicity  has  not  been  reported  with  the 
glucoheptate,  it  may  be  preferable  to  the  lactobionate 
for  parenteral  therapy.  Intravenous  administration 
of  erythromycin  causes  severe  pain  and  should  be 
reserved  for  therapy  of  serious  infections. 

Since  erythromycin  does  not  accumulate  signifi- 
cantly in  anuric  patients,  only  minor,  if  any,  dosage 
reduction  is  necessary  in  patients  wdth  renal  failure. 
In  the  presence  of  severe  liver  disease,  it  may  be  ad- 
visable to  monitor  serum  levels  and  adjust  dosage 
accordingly. 

Table  IV  summarizes  recommended  adult  dosages 
for  therapy  of  various  infections  writh  erythromycin. 
The  use  of  erythromycin  in  pediatric  practice  has 
been  recently  reviewed.105 

More  than  two  decades  after  its  discovery,  eryth- 
romycin remains  an  effective  and  enviably  safe  agent 
for  the  therapy  of  a wide  variety  of  infectious  dis- 
eases. 

Room  D6-5 

Mount  Sinai  Services  at  City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst,  New  York  11373 

Acknowledgments.  I am  indebted  to  Miss  Monica  Caulfield 
and  the  medical  library  staff  for  their  generous  bibliographic  as- 
sistance. 

References 

79.  Shoemaker.  E.  H..  and  Yow.  E.  M.:  Clinical  evaluation 
of  erythromycin.  Arch.  Int.  Med.  93:  397  (1954). 

80.  Herrell,  W.  E.,  Balows,  A.,  and  Becker,  J.:  Alpha-phe- 
noxypropyl  penicillin  and  propionyl  erythromycin  against  resis- 
tant staphvlococci,  Antimicrob.  Agents  Chemother.  1:  727 
(1961). 

81.  Peard.  M.  C.,  Fleck,  D.  G.,  Garrod,  L.  P.,  and  Waterworth, 
P.  M.:  Combined  rifampicin  and  erythromycin  for  bacterial  en- 
docarditis, Brit.  M.  J.  4:  410  (1970). 

82.  Shapera,  R.  M.,  Hable,  K.  A.,  and  Matsen,  J.  M.: 
Erythromycin  therapy  twice  daily  for  streptococcal  pharyngitis. 
Controlled  comparison  with  erythromycin  or  penicillin  phen- 
oxvmethvl  four  times  dailv  or  penicillin  G benzathine.  J.A.M.A. 
226:  531  (1973). 

83.  Haight,  T.  H.,  Kahn,  F.  H.,  and  Ziegra,  S.  R.:  Efficacy 
of  erythromycin  in  the  treatment  of  acute  respiratory  infections, 
U.S.  Armed  Forces  M.  J.  5:  1405  (1954). 

84.  Moffet.  H.  L..  et  al.:  Erythromycin  estolate  and  phen- 
oxymethyl  penicillin  in  the  treatment  of  streptococcal  pharyngitis, 
Antimicrob.  Agents  Chemother.  3:  759  (1963). 

85.  Austrian.  R..  and  Rosenblum,  R.:  The  relative  efficacy 
of  erythromycin  (Ilotycin)  and  of  penicillin  in  the  treatment  of 
pneumococcal  lobar  pneumonia.  Am.  J.  M.  Sc.  226:  487  (1953). 

86.  Howie,  V.  M..  and  Ploussard, -J.  H.:  The  “in  vivo  sensi- 
tivity test” — bacteriology  of  middle  ear  exudate,  during  antimi- 
crobial therapy  in  otitis  media.  Pediatrics  44:  940  (1969). 

87.  Martin,  W.  J.,  Gardner,  M..  and  Washington,  J.  A.:  In 
vitro  antimicrobial  susceptibility  of  anaerobic  bacteria  isolated 
from  clinical  specimens,  Antimicrob.  Agents  Chemother.  1:  148 


December  1977/New  York  otate  Journal  of  Medicine  2245 


(1972). 

88.  Sell.  S.  H.,  and  Sanders,  R.  S.:  Therapy  with  erythro- 
mycin estolate  for  otitis  media  associated  with  Haemophilus  in- 
fluenzae infection,  ibid.  3:  756  (1963). 

89.  Bass,  J.  W.,  etal.:  Antimicrobial  treatment  of  pertussis, 
J.  Pediat.  75:  768  (1969). 

90.  McCloskey,  R.  V.,  Green,  M.  J.,  Eller,  J.,  and  Smilack, 

J.:  Treatment  of  diphtheria  carriers:  benzathine  penicillin, 

erythromycin,  and  clindamycin,  Ann.  Int.  Med.  81:  788  (1974). 

91.  McCloskey,  R.  V.,  etal.:  The  1970  epidemic  of  diphtheria 
in  San  Antonio,  ibid.  75:  495  (1971). 

92.  Gnarpe,  H.:  Erythromycin,  ampicillin,  alkalization  and 
increased  diuresis  in  treatment  of  human  L-phase  urinary  tract 
infections,  Scandinav.  J.  Infect.  Dis.  6:  75  (1974). 

93.  Mobley,  D.  F.:  Erythromycin  plus  sodium  bicarbonate 
in  chronic  bacterial  prostatitis.  Urology  3:  60  (1974). 

94.  Current  trends.  Syphilis — CDC  recommended  treatment 
schedules,  1976,  Morbidity  and  Mortality  Weekly  Report  25: 101 
(Apr.)  1976. 

" 95.  Schroeter,  A.  L.,  Lucas,  J.  B.,  Price,  E.  V.,  and  Falcone, 

V.  H.:  Treatment  for  early  syphilis  and  reactivity  of  serologic 
tests,  J.A.M.A.  221:  471  (1972). 

96.  South,  M.  A.,  Short,  D.  H.,  and  Knox,  J.  M.:  Failure  of 
erythromycin  estolate  therapy  in  in  utero  syphilis,  ibid.  190:  70 
(1964). 


Exploding  pop  bottles 
cause  injuries 

Add  to  the  hazards  of  everyday  living — exploding  pop 
bottles. 

In  the  September  5 Journal  of  the  American  Medical 
Association,  Paul  S.  Bergeson,  M.D.,  of  Good  Samaritan 
Hospital,  Phoenix,  Arizona,  and  colleagues  report  on  three 
individuals  injured  by  exploding  pop  bottles.  A 7- 
month-old  infant  was  severely  cut  when  the  child  picked 
up  a pop  bottle  that  exploded  in  its  hand.  A 25-year-old 
woman  was  showered  with  cutting  glass  fragments  when 
a large  bottle  exploded  when  she  dropped  it.  A two- 
year-old  toddler  was  gashed  in  the  lip  when  a bottle  ex- 
ploded. 

Dr.  Bergeson  reports  that  the  United  States  Product 
Safety  Commission  estimates  that  32,000  people  were 
treated  in  hospital  emergency  rooms  for  injuries  related  to 
pop  bottles  during  1974.  An  in-depth  study  of  86  emer- 
gency room  visits  related  to  pop  bottles  revealed  that  37 
involved  exploding  bottles  and  in  five  more  the  cap  popped 
off  with  great  force.  The  Commission  has  received  a 
number  of  letters  complaining  of  exploding  pop  bottles,  Dr. 
Bergeson  says. 
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Pop  bottles  can  sometimes  be  volatile  indeed.  In  the  37 
explosions  cited  by  the  Commission,  ten  exploded  while 
being  stored,  14  blew  up  under  normal  handling,  and  13 
exploded  on  normal  impact  (being  dropped,  tipped  over, 
or  being  jarred  against  another  bottle). 

Reasons  for  the  rare  explosions  among  the  millions  of 
pop  bottles  handled  each  year  are  not  clear,  he  says,  but 
speculates  that  the  returnable  bottles  may  become  cracked 
or  abraided  during  the  recycling  process.  Also,  the  larger 
bottles,  32  to  64  ounces,  generate  considerably  more  force 
than  the  traditional  small  bottles.  Fragments  have  been 
blown  as  far  as  20  feet. 

Dr.  Bergeson  points  out  that  the  Glass  Containers 
Manufacturers’  Institute  is  now  studying  the  problem  in 
accordance  with  the  Procedures  for  the  Development  of 
Voluntary  Product  Standards  of  the  U.S.  Department  of 
Commerce. 

Suggested  preventive  measures  for  the  consumer  include 
storage  of  bottles  in  a cool  place,  avoidance  of  jostling  or 
hitting  bottles  together,  directing  the  cap  away  from  body 
or  face  when  opening,  storage  of  bottles  on  the  floor  or 
lowest  shelves  to  reduce  the  hazard  in  case  the  bottle  falls 
or  explodes,  and  avoidance  of  shaking  carbonated  drinks. 
Refrigeration  reduces  the  internal  pressure. 
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QUESTION  233.  What  is  the  interpretation  of  this  electrocardiogram?  The  patient  was  a 67-year-old  woman  hospi- 
talized with  acute  abdominal  pain  of  12  hours’  duration. 


QUESTION  234.  What  is  the  rhythm,  lead  II,  taken  from  a patient  with  acute  myocardial  infarction? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  233.  The  rhythm  is  sinus  tachycardia 
with  a rate  of  approximately  135  beats  per  minute. 
P waves  are  visible  in  the  standard  limb  leads,  but  in 
the  V leads,  V2  to  V5,  the  P waves  and  T waves  merge. 
The  Q-T  interval  is  over  0.46  second.  There  is  a 
relatively  narrow  peaked  T wave  and  a flat,  pro- 
" longed  S-T  segment  (see  lead  II).  Such  prolongation 
of  the  S-T  segment  commonly  is  a result  of  hypo- 
calcemia, and  in  this  patient  the  hypocalcemia  was 
secondary  to  acute  pancreatitis. 


Question  234.  It  is  difficult  to  establish  the  basic 
rhythm  because  of  baseline  artifact.  Beats  1,2, 5, 8, 
and  13  are  regular  and  probably  sinus  in  origin.  The 
S-T  segment  is  elevated  in  these  beats.  Beats  2,5,8, 
and  13  are  followed  by  two  to  four  VPCs  (ventricular 
premature  contractions)  at  a rapid  rate.  These 
VPCs  start  just  after  the  peak  of  the  T wave  of  the 
normally  conducted  beat  at  a fixed  coupled  interval. 
The  rate  of  these  bursts  of  VPCs  is  over  270  beats  per 
minute.  In  the  bottom  strip  following  the  fourth 
normal  QRS  a similar  VPC  occurs  which  sets  off  a 
run  of  rapid  ventricular  tachycardia  which  degen- 
erates to  ventricular  fibrillation. 

The  diagnosis  is  multiple  VPCs  with  brief  runs  of 
ventricular  tachycardia  terminating  spontaneously. 
In  the  bottom  strip  ventricular  tachycardia  persists 
and  degenerates  into  ventricular  fibrillation. 


Rabies  and  animal  bites 

According  to  a State  of  New  York  Department  of  Health 
hospital  memorandum  (Series  77-83,  Dated  9/29/77,  H-48) 
rabies-infected  animals  continue  to  be  detected  in  the 
State.  The  following  kinds  of  animals  have  been  found  to 
be  infected  with  rabies  in  New  York:  bats,  skunks,  foxes, 
cows,  dogs,  and  cats. 

Bat  bites  are  of  particular  concern;  any  person  bitten  by 
a bat  in  the  State  should  receive  anti-rabies  therapy 
without  delay.  If  treatment  is  being  delayed  pending  di- 
agnosis of  rabies,  the  bat  (or  other  highly  suspicious  ani- 
mal) should  be  hand  delivered  directly  to  Griffin  Labora- 
tory, Route  155  (2.1  miles  South  of  Route  20),  Guilderland, 
New  York.  In  less  urgent  situations  the  specimen  may  be 
mailed  to:  Rabies  Laboratory,  New  York  State  Division 
of  Labs  and  Research,  Empire  State  Plaza,  Tower  Bldg., 
Concourse,  Albany,  New  York,  12237.  Specimens  of  the 
animal’s  brain  and  sometimes  salivary  glands  will  be 
promptly  examined  using  a fluorescent  anti-rabies  anti- 
body test. 

Recommendations  after  animal  bite:  (1)  Wash  the 

Wound — The  wound  and  surrounding  skin  area 
should  be  washed  vigorously  with  soap  and  water  and 
then  thoroughly  rinsed.  The  wound  should  then  be 
scrubbed  with  a viricidal  compound  such  as  aqueous 
benzalkonium  chloride.  Tetanus  prophylaxis  and 
antibacterial  therapy  may  be  indicated. 

(2)  Report  the  Incident — Bites  by  animals  known  to 
carry  rabies  should  be  reported  to  the  local  or  county 
health  officer.  The  health  officer  shall  see  that  the 
animal  is  properly  confined  for  a period  of  7 days  and 
completely  observed.  If  the  animal  cannot  be  con- 
fined or  the  owner  permits,  it  may  be  killed  immedi- 
ately and  the  brain  submitted  to  the  rabies  laboratory 
for  examination.  Wild  animals  should  be  killed  im- 
mediately. 

(3)  Who  should  receive  anti-rabies  prophylaxis?  Per- 
sons bitten  or  licked  on  an  open  wound  or  mucous 
membranes  by  a possibly  rabid  animal.  If  rabies  are 


known  or  suspected  to  be  present  in  the  species  and 
area.  Persons  bitten  by  an  animal  that  was  not  cap- 
tured. Persons  bitten  by  a cat  or  dog.  If  laboratory 
examination  of  brain  by  fluorescent  antibody  confirms 
rabies. 

(4)  Recommended  post-exposure  treatment  if  indicated: 
SERUM:  Should  be  done  using  human  rabies  im- 
mune globulin  (HRIG).  The  recommended  dose  is 
20  lu/kg  of  body  weight,  up  to  50%  infiltrated  into  the 
area  around  the  wound  and  the  remainder  adminis- 
tered intramuscularly.  HRIG  (concentration  150 
lu/ml.)  is  available  on  an  emergency  basis  from  Cutter 
Laboratories.  (Day  or  night  phone  number  is  201- 
227-4545.)  Ten  ml.  of  HRIG  cost  $170.  The  State 
Health  Department  does  not  stock  HRIG. 

Vaccine:  Carried  out  with  duck  embryo  rabies  vaccine 
(DEV).  A total  of  23  doses  should  be  given  subcuta- 
neously, the  best  sites  being  the  abdomen  or  lateral 
thigh.  The  first  21  doses  are  given  as  follows:  twice 
daily  for  7 days,  then  once  daily  for  7 days,  the  alter- 
native regimen  is  once  daily  for  21  days.  Booster 
doses  should  be  given  both  10  and  20  days  after  com- 
pletion of  either  primary  series. 

Serum  samples  collected  30  to  35  days  after  post  expo- 
sure prophylaxis  is  started,  should  be  tested  for  serum  ra- 
bies neutralizing  antibody. 

Telephone  Communications  regarding  rabies  specimens: 

Regular  Working  Hours:  8:00  a.m.  to  4:30  p.m. 

daily. 

To  contact  the  Rabies  Diagnostic  Laboratory  or  per- 
sonnel responsible  for  rabies  diagnosis,  the  following 
telephone  numbers  should  be  used:  Rabies  Laboratory — 
457-2588;  Dr.  John  Debbie — 457-2457;  Mr.  Charles  Tri- 
marchi — 457-2457;  and  Dr.  Melvin  Abelseth — 457-2817. 

After  4:30  p.m.  and  on  weekends  and  holidays;  To  con- 
tact the  person  on  duty,  please  call  the  following  telephone 
number:  Duty  Officer — 474-2160  or  6171.  If  the  assigned 
person  on  duty  is  unable  to  supply  the  necessary  infor- 
mation, he  will  refer  the  inquiry  to  the  appropriate  staff 
member. 
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Case  Reports 


Stillbirth  Due  to 
Extensive  Feto- 
Maternal  Transfusion 

RASSUL  S.  SABER,  M.D. 

Sault  Ste.  Marie,  Michigan 

Pathologist,  War  Memorial  Hospital 


The  transplacental  passage  of  fetal  erythrocytes 
into  the  maternal  blood  has  been  documented  and 
occurs  in  almost  50  percent  of  pregnancies.1  Benefit 
can  be  derived  from  delayed  clamping  of  the  cord  in 
very  pale  infants  who  are  suffering  from  severe  fe- 
tomaternal  transfusion.2  This  is  a report  of  a rare 
case  of  stillbirth  with  postmortem  evidence  of  ex- 
tensive fetomaternal  transfusion. 

Case  report 

The  patient  was  a 21-year-old  gravida  2,  para  1, 
admitted  to  the  hospital  for  delivery  of  a normal 
full-term  pregnancy.  Her  first  pregnancy  had  been 
uneventful  and  terminated  with  delivery  of  a 
3,750-Gm.  normal  baby  girl  two  years  previously. 

Her  expected  date  of  confinement  (EDC)  was 
calculated  to  be  10  days  prior  to  this  admission,  but 
examination  by  her  physician  on  that  date  in  his  of- 
fice showed  no  signs  of  labor.  The  fetal  heart  rate 
was  normal  at  that  time. 

The  patient  was  admitted  to  the  hospital  with 
early  signs  of  labor  but  with  membranes  intact.  All 
findings — history,  physical,  x-ray  film,  and  labora- 
tory examinations — were  within  normal  limits.  The 
patient  was  in  labor  for  approximately  four  hours. 
One  hour  prior  to  delivery  the  fetal  heart  tone  was 
described  as  “good,”  with  heart  rate  of  132  per  min- 
ute. Thirty  minutes  prior  to  delivery,  however,  the 
heart  sounds  became  faint  and  eventually  inaudi- 
ble. 

Amniotomy  was  performed  immediately;  the 
amniotic  fluid  was  described  as  normal  in  amount 
and  green  in  color.  Fifteen  minutes  after  amni- 
otomy, an  episiotomy  was  performed,  and  a full-term 
stillborn  female  was  delivered  spontaneously  without 
any  obstetric  difficulty  or  abnormal  blood  loss.  The 
baby  weighed  3,000  Gm.,  was  44  cm.  long,  and  except 
for  pale  skin  appeared  to  be  normal.  Attempts  at 
resuscitation  failed.  The  placenta  was  then  deliv- 


ered and  disclosed  no  abnormality.  The  umbilical 
cord,  51  cm.  in  length  and  of  normal  thickness 
throughout,  was  inserted  at  the  central  portion  of  the 
fetal  surface.  Cut  sections  showed  two  arteries  and 
one  vein,  with  no  polyp.  The  placenta  and  mem- 
branes showed  no  pathologic  findings  on  either  gross 
or  microscopic  examination. 

The  mother’s  postpartum  progress  was  good.  She 
was  discharged  three  days  after  delivery. 

The  autopsy  examination  of  the  stillborn  baby 
disclosed  no  significant  pathologic  findings.  The 
review  of  the  blood  obtained  from  the  heart,  however, 
showed  the  following:  the  white  blood-cell  count 
(WBC)  was  65,100  with  28  percent  segmented  neu- 
trophils, 14  percent  bands,  5 percent  metamyelo- 
cytes, 3 percent  myelocytes,  4 percent  monocytes,  31 
percent  mature  lymphocytes,  and  15  percent  im- 
mature lymphocytes.  The  hemoglobin  was  5.2  Gm. 
per  100  cc.;  hematocrit,  18;  and  red  blood  cells,  1.2 
million  per  cubic  millimeter.  The  red  blood  cells 
were  hypochromic,  normocytic  to  hypochromic  ma- 
crocytic, with  3 percent  polychromasia  and  16  per- 
cent nucleated  normoblasts.  The  baby  and  the 
mother  had  the  same  blood  type,  Group  O,  Rh  posi- 
tive (DCe/c+).  The  direct  and  indirect  Coombs’  test 
findings  were  negative  on  the  baby’s  blood,  and  no 
irregular  red-cell  antibodies  were  found  in  the 
mother’s  serum.  The  amount  of  bilirubin  in  the 
baby’s  serum  was  1 mg.  per  100  cc.  The  mother’s 
postpartum  blood  smear  by  acid  elution  technique, 
using  Kleihauer-Betke  method,  showed  4.1  percent 
fetal  red  cells.  The  mother’s  blood  also  contained 
2.5  percent  fetal  hemoglobin  by  electrophoresis. 

Comment 

Fetomaternal  transfusion  is  a physiologic  event 
estimated  to  occur  in  about  50  percent  of  pregnan- 
cies.1,3,4  In  10  percent  of  the  series  examined  by 
Cohen  et  al.,1  large  leakage  occurred  in  the  amount 
of  0.5  to  40  cc.  This  blood  loss  did  not  produce  severe 
anemia  of  the  newborns  because  of  compensatory 
activity  of  hematopoietic  system  during  fetal  life.  In 
1 percent  of  these  cases,  overt  and  pathologic  trans- 
fusion occurred;  this  was  the  cause  of  severe  anemia 
and  of  one  case  of  stillbirth. 

There  is  good  evidence  to  indicate  that  fetoma- 
ternal transfusion  occurs  well  before  the  onset  of 
labor  and  reaches  its  maximum  during  labor  and 
delivery.1’5’6  This  may  be  due  to  progressive  dete- 
rioration of  the  placental  barrier  as  labor  is  ap- 
proached. Also,  the  risk  of  fetomaternal  hemorrhage 
increases  with  abnormal  obstetric  conditions  such  as 
abruptio  placenta,  placenta  previa,  cesarean  section, 
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and  breech  extraction.  >8  Marked  anemia  of  a new- 
born with  a high  number  of  fetal  red  blood  cells  in  the 
mother’s  blood  is  suggestive  of  recent  massive  feto- 
maternal  transfusion.  It  was  demonstrated  that 
when  the  cord  was  clamped  three  to  five  minutes 
rather  than  10  seconds  after  birth,  there  was  a 50  to 
60  percent  increase  in  the  baby’s  red  blood-cell  vol- 
ume.9’10 This  significant  amount  of  placental 
transfusion  has  a life-saving  effect  in  recovery  and 
'extrauterine  physiologic  adjustment  of  very  pale 
newborns  with  massive  fetomaternal  transfusion.2 

In  our  case,  the  fetal  heart  tones  were  good  up  to 
one  hour  prior  to  delivery.  The  autopsy  disclosed  no 
^evidence  of  either  unusual  extrahematopoietic  ac- 
tivity or  splenomegaly  to  indicate  prolonged  blood 
loss.  Also,  there  was  leukocytosis,  a white  blood 
count  of  65,100,  in  postmortem  blood  which  repre- 
sented acute  hemorrhage.  It  appears  that  approxi- 
mately 140  cc.  of  blood  or  60  percent  of  the  baby’s 
blood  volume  were  lost  in  a very  short  period  of  time 
due  to  extensive  fetomaternal  transfusion,  resulting 
in  the  stillbirth. 

Department  of  Pathology 
War  Memorial  Hospital 
500  Osborn  Boulevard 


Sault  Ste.  Marie,  Michigan  49783 
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Surgery  without  transfusions 
is  proved  safe 

Cardiovascular  operations  can  be  performed  safely 
without  blood  transfusions,  says  a report  by  Texas  M.D.s 
David  A.  Ott  and  Denton  A.  Cooley  in  the  September  19 
Journal  of  the  American  Medical  Association. 

Drs.  Ott  and  Cooley,  of  the  Texas  Heart  Institute, 
Houston,  report  on  a 20-year  experience  of  surgery  per- 
formed on  542  Jehovah’s  Witness  patients,  who  refuse 
blood  transfusions  for  religious  reasons.  Early  mortality 
rate  was  9.4  percent. 

Only  three  of  the  51  deaths  were  related  directly  to  loss 
of  blood.  Postoperative  anemia  was  a contributing  factor 
in  1 2 other  deaths.  The  other  deaths  were  from  causes  not 
related  to  loss  of  blood. 

“Our  experience  supports  the  contention  that  patients 
who  refuse  blood  transfusion  for  religious  reasons  can  un- 
dergo major  cardiovascular  operations  with  an  acceptably 
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low  risk,”  say  Drs.  Ott  and  Cooley. 

Discussing  their  experience  in  performing  heart  and 
blood  vessel  surgery  on  members  of  the  fundamentalist 
religious  body,  the  Texas  physicians  declare: 

“The  surgeon  who  agrees  to  treat  Jehovah’s  Witnesses 
should  respect  their  religious  beliefs  or  refer  them  else- 
where. To  our  knowledge,  no  claims  have  been  made 
against  a physician  for  failing  to  administer  blood  to  a Je- 
hovah’s Witness. 

“We  believe  that  a patient  should  have  a right  to  make 
his  or  her  own  decision,  and  that  the  physician  has  a moral 
responsibility  to  respect  the  wishes  of  the  patient.  We 
have  never  violated  the  contract  made  before  operation 
that  blood  will  not  he  administered  regardless  of  the  cir- 
cumstances or  need.” 

In  the  case  of  children,  if  extensive  blood  loss  is  antici- 
pated surgery  should  not  be  recommended,  they  say. 
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Myasthenia  gravis  has  been  categorized  as  a disease 
with  autoimmune  features  on  the  basis  of  significant 
incidence  of  antibodies  directed  against  nuclear  DNA 
(deoxyribonucleic  acid),  skeletal  muscle,  thymus  or 
thyroid  tissue,  and  the  association  with  other  diseases 
manifesting  abnormal  immune  responses.1-2  Al- 
though an  increased  number  of  reticuloendothelial 
cancers  have  been  reported  in  patients  with  abnormal 
changes  of  the  thymus  gland3  only  scattered  reports 
have  noted  the  association  of  MG  (myasthenia  gra- 
vis) and  CLL  (chronic  lymphocytic  leukemia).4-6 
These  authors  have  speculated  that  altered  immune 
function  in  this  type  of  cancer  may  be  a manifestation 
of  an  underlying  defect  common  to  both  disorders. 
Among  1,300  patients  followed  at  the  myasthenia 
gravis  clinic  of  The  Mount  Sinai  Hospital,  we  found 
live  patients  with  concomitant  CLL.  This  study  was 
undertaken  to  evaluate  the  significance  of  the  coin- 
cidence of  these  two  diseases. 

Case  report 

Case  I . A white  male  was  well  until  the  age  of  63 
when  he  noted  the  onset  of  slurred  speech,  bilateral 
ptosis,  diplopia,  and  difficulty  in  swallowing.  On  the 
basis  of  positive  edrophonium  and  Jolly  test  results 
a diagnosis  of  MG  was  established.  At  the  same  time 

I his  study  was  supported  in  part  hy  a grant,  from  Hoffman- 

1, a Roche,  Inc. 

’ Present  address:  Emmett  Memorial  Hospital,  Clifton  Forge, 
Virginia. 


generalized  lymphadenopathy  and  a 1-cm.  palpable 
spleen  was  noted.  Peripheral  white  blood  cell  count 
was  18,000  per  cubic  millimeter  with  76  percent 
mature  lymphocytes.  The  hemoglobin  level  and 
platelet  count  were  normal.  The  direct  antiglobulin 
test  result  was  positive.  Lupus  preparation  and 
antinuclear  study  results  were  negative.  Electro- 
phoresis of  the  serum  showed  a decreased  amount  of 
gamma  globulin.  Other  laboratory  data  are  sum- 
marized in  Table  I.  A bone  marrow  examination 
disclosed  an  abundant  number  of  mature  lympho- 
cytes establishing  the  diagnosis  of  CLL.  The  pa- 
tient’s myasthenic  symptoms  were  not  satisfactorily 
controlled  with  anticholinesterase  medication. 

Chlorambucil  therapy  was  instituted  to  ascertain 
if  a reduction  in  the  number  of  lymphocytes  would 
be  followed  by  amelioration  of  the  myasthenia. 
Following  treatment,  the  white  blood  count  de- 
creased, the  peripheral  adenopathy  regressed,  the 
enlarged  spleen  disappeared,  the  antiglobulin  test 
result  became  negative,  and  the  MG  improved  so  that 
the  patient  no  longer  required  anticholinesterase 
medication.  Later,  an  increase  in  the  white  count 
after  discontinuation  of  chlorambucil  therapy  was 
not  associated  with  exacerbation  of  the  myasthenia. 
Subsequently,  the  MG  remained  in  remission  and  the 
CLL  was  controlled  with  intermittent  small  doses  of 
chlorambucil.  Five  and  one-half  years  after  the 
initial  diagnosis,  the  patient  had  a cholecystectomy. 
After  the  operation  he  developed  crusting  vesicular 
papular  lesions  of  the  skin  associated  with  abdominal 
pain,  recurrent  jaundice,  and  uremia.  At  postmor- 
tem examination  herpes  simplex  was  recovered  from 
lesions  in  the  skin  and  esophagus,  but  not  from  the 
diffuse  ischemic  necrotic  lesions  of  the  liver,  kidney, 
or  pancreas.  The  thymus  was  atrophic,  and  no  ger- 
minal centers  were  identified. 

Case  2.  A 71-year-old  white  female  presented 
bulbar  and  proximal  muscle  weakness.  Neostigmine 
and  edrophonium  test  results  were  positive.  There 
was  no  evidence  of  peripheral  lymphadenopathy  or 
hepatosplenomegaly  The  laboratory  examination 
showed  a white  blood  count  of  55,000  cells  per  cubic 
millimeter  with  90  percent  mature  lymphocytes. 
The  hemoglobin  level  and  platelet  count  were  nor- 
mal. A bone  marrow  aspiration  confirmed  the  di- 
agnosis of  CLL.  The  leukemia  was  not  treated,  and 
the  MG  was  well  controlled  with  pyridostigmine 
bromide.  Two  years  later  the  patient  was  readmit- 
ted to  the  hospital  with  a three-week  history  of  pro- 
gressive dysphagia  and  respiratory  distress.  Blood 
studies  showed  hemoglobin  11.5  Gm.  per  100  ml., 
white  count  100,000  cells  per  cubic  millimeter,  with 
80  percent  mature  lymphocytes,  and  platelet  count 
314,000  cells  per  cubic  millimeter.  The  lupus 
preparation  and  antiglobulin  test  findings  were 
negative,  and  the  serum  electrophoresis  was  normal. 
Table  I gives  additional  data.  A chest  x-ray  study 
results  two  years  before  had  been  normal,  but  the 
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TABLE  1.  Subjects  with  concomitant  myasthenia  gravis  and  chronic  lymphocytic  leukemia 

Categories 

Case  1 

Case  2 

Case  3 

Case  4 

Case  5 

Age  at  onset  of  MG 
(years) 

63 

71 

28 

71 

39 

Age  at  diagnosis 
of  CLL 
(years) 

63 

73 

58 

71 

58 

Age  at  death 
(years) 

69 

73 

62 

Alive-74 

59 

Thymic  pathology 

Atrophic  thymus;  no 
germinal  centers 

Chest  x-ray  negative; 
substernal  thyroid;  no 
autopsy 

Atrophic  thymus;  no 
germinal  centers 

Tomograms  of 
mediastinum 
negative 

No  thymic 
tissue  found 

Antinuclear 
antibody  test 

Negative 

Negative 

Negative 

Negative 

Negative 

Antiglobulin  test 
Immunoglobulin 
quantitation 

2+ 

Negative 

4+ 

Negative 

Negative 

IgG  (1,200  ± 
;ioo) 

580 

1,350 

330 

1,500 

560 

IgA  (280  ± 100) 

80 

135 

44 

300 

200 

IgM  (88  ± 22) 

27 

60 

130 

92 

96 

Muscle 

immunofluores- 

cent 

antibody  titer 

1:960 

1:480 

0 

1:120 

Muscle  precipitin 
antibody 
(Ouchterlony) 

Positive 

Positive 

Negative 

Negative 

Negative 

Muscle 

hemagglutinin 
antibody  titer 

1:320 

1:320 

0 

0 

1:80 

Thymus 

immunofluores- 

cent 

antibody  titer 

1:160 

1:240 

0 

1:80 

present  examination  disclosed  a superior  mediastinal 
mass.  A biospy  performed  at  the  time  of  emergency 
tracheostomy  for  severe  respiratory  distress  indi- 
cated that  the  mass  was  a substernal  thyroid.  The 
patient  died  of  septicemia  following  left  lower  lobe 
pneumonia  which  was  unresponsive  to  antibiotic 
therapy.  Permission  for  postmortem  examination 
was  not  obtained. 

Case  3.  Another  patient  was  in  good  health  until 
the  age  of  28  when  he  developed  ptosis,  diplopia, 
dysphagia,  and  weakness  of  masseter  and  neck 
musculature.5  Successive  treatment  with  neostig- 
mine, pyridostigmine,  and  ambenonium  chloride 
resulted  in  only  partial  control  of  the  MG.  At  the  age 
of  58,  thirty  years  after  the  onset  of  MG,  a diagnosis 
of  CLL  was  established  on  the  basis  of  the  white 
blood  count  of  150,000  cells  per  cubic  millimeter  with 
92  percent  mature  lymphocytes,  and  a bone  marrow 
which  showed  a majority  of  lymphocytic  cells.  Ad- 
ditional laboratory  studies  indicated  a high  (1:5,120) 
latex  fixation  titer,  a negative  lupus  preparation  re- 
sult, a negative  antiglobulin  test  finding,  and  marked 
hypogammaglobulinemia,  0.3  Gm.  per  100  ml.  Table 
I gives  additional  data.  At  this  time  the  MG  im- 
proved, and  all  anticholinesterase  medication  was 
stopped.  The  leukemia  remained  untreated  for  the 
next  four  years.  During  the  final  three  years  of  life 


the  MG  remained  in  remission,  but  the  patient  was 
plagued  by  recurrent  pulmonary  infections  and  re- 
current episodes  of  antiglobulin-positive  hemolytic 
anemia.  In  spite  of  chlorambucil,  cyclophospha- 
mide, and  corticosteroid  therapy  the  patient  devel- 
oped generalized  lymphadenopathy  and  increasing 
hepatosplenomegaly.  The  patient  died  at  the  age  of 
65  from  bilateral  pneumoccocal  pneumonia,  37  years 
after  the  onset  of  MG  and  7 years  after  the  diagnosis 
of  CLL.  On  postmortem  examination  only  remnants 
of  thymic  tissues  were  identified.  No  germinal 
centers  were  seen. 

Case  4.  A 71 -year-old  white  male  was  admitted 
to  the  hospital  with  a febrile  pulmonary  infection 
which  responded  to  antibiotics.  There  was  no  hep- 
atosplenomegaly, but  1 to  2-cm.  soft  freely  movable 
lymph  nodes  were  found  in  the  cervical  and  axillary 
areas.  The  white  count  was  105,000  cells  per  cubic 
millimeter  with  95  percent  mature  lymphocytes  on 
the  peripheral  blood  film.  Seventy-six  percent  of  the 
peripheral  lymphocytes  were  classified  as  “B”  cells 
on  the  basis  of  immunoglobulin  adherent  to  the  cell 
membrane.  The  antiglobulin  and  antinuclear 
antibody  studies  were  negative.  The  hemoglobin, 
reticulocyte  count,  and  platelet  counts  were  normal. 
Table  I provides  additional  data.  A bone  marrow 
aspiration  confirmed  the  diagnosis  of  chronic  lym- 
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phocytic  leukemia.  One  month  later  the  patient 
developed  bilateral  ptosis  and  was  unable  to  walk 
without  assistance.  Although  results  of  many 
edrophonium  tests  were  positive,  the  use  of  pyri- 
dostigmine never  produced  a satisfactory  clinical 
response.  Accordingly,  the  patient  was  treated  with 
chlorambucil  and  high-dose  alternate-day  cortico- 
steroids. Initially,  the  MG  became  worse  and  the 
patient  required  endotracheal  intubation.  Over  the 
next  four  months  the  white  count  decreased  to  13,000 
cells  per  cubic  millimeter,  and  the  chlorambucil  was 
stopped.  During  this  period  of  time  the  MG  remit- 
ted completely.  Subsequently,  the  patient  has  been 
maintained  continuously  on  alternate-day  20-mg. 
" doses  of  prednisone  for  three  years.  The  white  count 
has  remained  below  10,000  cells  per  cubic  millimeter 
with  60  percent  lymphocytes  on  peripheral  smear. 
There  has  been  no  clinical  recurrence  of  myasthe- 
nia. 

Case  5.  A diabetic  female  developed  ptosis,  dys- 
arthria, dysphagia,  and  weakness  of  the  legs  at  the 
age  of  39.  The  edrophonium  and  curare  test  findings 
were  positive  for  MG,  and  the  patient  was  placed  on 
pyridostigmine  with  fair  control  of  clinical  symptoms. 
Nineteen  years  after  the  onset  of  the  MG  the  patient 
presented  signs  of  fatigue  accompanied  by  a diffuse 
petechial  eruption.  Generalized  lymphadenopathy 
was  present  without  hepatosplenomegaly.  The 
laboratory  studies  indicated  a hemoglobin  11.7  Gm., 
white  count  8,800  cells  per  cubic  millimeter,  with  65 
percent  mature  lymphocytes  on  peripheral  smear, 
reticulocyte  count  0.6  percent,  and  a platelet  count 
of  34,000  cells  per  cubic  millimeter.  The  lympho- 
cytes did  not  have  cytoplasmic  projections  as  seen 
with  reticulohistiocytic  leukemia.  The  lupus  prep- 
aration and  antiglobulin  and  antinuclear  antibody 
test  results  were  negative.  Table  I gives  additional 
data.  Bone  marrow  aspiration  and  biopsy  from 
different  sites  revealed  only  slight  hypercellularity 
with  an  overwhelming  number  of  lymphocytes  and 
a marked  decrease  in  the  number  of  megakaryocytes. 
On  the  basis  of  these  blood  studies,  a diagnosis  of 
CLL  was  made.  During  the  nine-month  interval 
between  diagnosis  of  CLL  and  death,  the  MG  was 
relatively  stable  on  30  mg.  of  pyridostigmine  taken 
four  times  daily.  The  final  months  of  life  were 
marked  by  repeated  episodes  of  respiratory  and 
urinary  tract  infections.  Death  was  caused  by 
Escherichia  coli  bronchopneumonia.  On  autopsy 
the  liver  and  spleen  were  enlarged  and  infiltrated 
with  mature  lymphocytes.  Multiple  areas  of  hem- 
orrhage consistent  with  bleeding  dyscrasia  were 
noted  throughout  the  gastrointestinal  tract.  No 
thymus  was  identified. 

Comment 

Until  recently  the  incidence  of  extrathymic  neo- 
plasms in  patients  with  myasthenia  gravis  was  re- 
ported at  1 .5  to  2.5  percent.7,8  However,  Ferguson9 
noted  8 deaths,  6.2  percent,  from  extrathymic  cancer 


in  a series  of  145  patients  followed  over  28  years. 
Subsequently,  Papatestas,  Osserman,  and  Kark3’10 
reported  an  overall  7.5  percent  incidence  of  ex- 
trathymic neoplasms  comprising  94  tumors  in  The 
Mount  Sinai  Hospital  series  of  1,243  patients.  This 
included  one  patient  with  acute  monocytic  leukemia, 
one  patient  with  chronic  myelocytic  leukemia,  and 
four  patients  with  chronic  lymphocytic  leukemia. 
Since  then  a fifth  patient  with  CLL  has  been  en- 
countered. 

The  coincidence  of  various  types  of  leukemia  and 
MG  has  been  described  previously  only  in  isolated 
single  case  reports.4-6’11-13  The  paucity  of  reports 
and  the  overall  low  frequency  of  both  diseases  would 
seem  to  indicate  that  the  coincidence  of  MG  and  CLL 
is  a rare  occurrence.  However,  this  cannot  be  sta- 
tistically verified  for  two  reasons.  The  incidence  of 
both  diseases  varies  with  age,  and  the  group  reported 
is  too  small  for  aged-matched  analysis.  Thus,  the 
frequency  of  CLL  crudely  estimated  on  the  basis  of 
mortality  rates  in  the  United  States  can  vary  from 
less  than  2 per  100,000  persons  for  those  under  the 
age  of  54  years  to  13  per  100,000  persons  for  those  65 
to  74  years  of  age.14  Miller15  reviewed  all  the  death 
certificates  of  children  in  the  United  States  under  the 
age  of  15  who  died  of  cancer  during  the  period  1960 
to  1966,  and  identified  only  one  13-year-old  girl  with 
CLL.  Interestingly,  this  patient  also  had  MG. 
Similarly,  the  overall  frequency  of  MG  reported  from 
2.6  to  5 patients  per  100,000  population  varies  with 
both  sex  and  age.16’17  MG  among  females  age  20  to 
31  years  is  six  times  more  common  than  in  females 
age  71  to  80,  while  in  males  the  incidence  of  MG  is 
four  times  higher  in  the  40  to  70  age  group  as  com- 
pared with  earlier  years.18  It  must  be  stressed  that 
the  association  of  MG  and  CLL  is  not  based  solely  on 
the  incidence  of  these  diseases  but  rather  on  their 
prevalence  which  must  be  calculated  from  survival. 
This  never  has  been  convincingly  measured  for  either 
CLL  or  MG. 

The  small  number  of  patients  and  the  clinical 
fluctuation  in  the  MG  make  it  difficult  to  draw  any 
definite  conclusions  about  the  interrelationship  of 
the  two  diseases  but  certain  points  deserve  comment. 
In  two  patients  the  diagnosis  of  MG  was  made  19  and 
30  years  prior  to  the  diagnosis  of  CLL,  while  in  the 
three  remaining  patients  the  diagnosis  of  both  dis- 
eases was  established  essentially  at  the  same  time. 
Four  of  five  patients  died  nine  months  to  seven  years 
after  the  diagnosis  of  leukemia.  Three  deaths  were 
attributed  to  complications  of  CLL  and  one  to  com- 
plication of  MG.  In  the  four  patients  in  whom  the 
clinical  MG  fluctuated,  improvement  was  noted  in 
two  patients  after  reduction  in  the  peripheral  white 
blood  count  and  exacerbation  in  one  patient  after 
elevation  of  the  count. 

The  suggested  correlation  between  an  elevated 
white  count  and  symptomatic  MG  must  be  modified 
by  the  knowledge  that  in  one  patient  subsequent 
lymphocytosis,  after  initial  reduction  in  the  white 
blood,  was  not  characterized  by  any  return  of  the 
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myasthenia.  In  another  patient  an  increase  in  the 
white  cells  at  the  time  of  the  diagnosis  of  CLL  was 
associated  with  the  disappearance  of  the  myasthenia. 
Furthermore,  in  almost  all  our  400  thymectomized 
MG  patients,  a transient  postoperation  lymphopenia 
has  been  noted.  In  these  patients  there  seems  to  be 
a direct  relationship  between  the  subsequent  rise  in 
the  peripheral  lymphocyte  count  and  clinical  im- 
provement of  the  MG.19  Perhaps  these  discrepan- 
cies result  from  presumably  physiologically  normal 
lymphocytes  in  patients  with  MG  but  lymphocytes 
with  impaired  function  in  patients  with  CLL.20,21 

The  incidence  of  nonthymic  neoplasms  increases 
sharply  with  the  onset  of  MG  and  remains  high 
throughout  the  disease  in  patients  who  do  not  un- 
dergo a thymectomy.3,22  In  particular  all  forms  of 
leukemia  in  MG  prior  to  thymectomy  are  four  times 
the  expected  incidence.  ’ Significantly,  we  have  seen 
no  new  cases  of  CLL  postthymectomy  in  our  group 
of  400  MG  patients  observed  over  a range  of  one  to 
28  years,  although  a 76-year-old  male  developed  a 
malignant  lymphoma  five  months  after  a transcer- 
vical  thymectomy.  These  observations  are  consis- 
tent with  animal  data  which  have  demonstrated  that 
an  intact  thymus  is  necessary  for  the  development 
of  lymphocytic  leukemia  in  mice.23  A total  thy- 
mectomy almost  completely  prevents  the  develop- 
ment of  spontaneous  radiation-induced  or  chemi- 
cal-induced lymphocytic  leukemia  or  lymphoma  in 
susceptible  strains  of  mice  whether  or  not  the  thymus 
is  the  primary  site  of  origin  of  the  disease.  In  addi- 
tion, thymuses  obtained  from  isogenic  mice  can  re- 
store the  potentiality  for  leukemia  development 
whether  this  be  induced  spontaneously,24  by  car- 
cinogen,25 by  irradiation,26  or  by  cell-free  material.2. 
Recently  thymic  irradiation  of  nonmyasthenic  pa- 
tients has  been  shown  to  be  an  effective  treatment  for 
CLL.28  Although  MG  has  improved  following 
lymphocyte  removal  via  thoracic  duct  drainage,29 
subsequent  studies  have  shown  that  reinfusion  of 
cell-free  lymph  could  exacerbate  the  myasthenic 
symptoms.30  The  fact  that  the  MG  did  not  become 
worse,  and  even  improved  while  the  lymphocyte 
count  was  elevated,  coupled  with  the  ability  of  cell- 
free  lymph  to  exacerbate  symptoms,  suggests  that  a 
cell-free  substance  rather  than  the  lymphocyte  is 
responsible  for  the  clinical  changes  in  MG. 

Four  of  our  five  patients  had  reduced  quantities 
of  IgG  and/or  IgA  immunoglobulin  and  conform  to 
a pattern  seen  frequently  in  CLL  (Table  I).  Despite 
reduced  amounts  of  immunoglobulin,  several  pa- 
tients were  able  to  develop  high  titers  of  humoral 
antibodies  against  muscle  and  thymus.  In  our  lab- 
oratory we  were  unable  to  find  significant  quantita- 
tive serum  globulin  changes  in  nonleukemic  MG 
patients.31  However,  at  least  two  patients  have  been 
reported  in  whom  the  onset  of  acquired  hypogam- 
maglobulinemia was  followed  by  improvement  of  the 
myasthenic  symptoms.32,33  In  our  present  series, 
variation  in  gamma  globulin  levels  in  CLL  could  not 


be  correlated  with  clinical  fluctuation  of  MG.  Of 
interest  is  the  report  of  Genkins  et  al.34  on  the  suc- 
cessful use  of  parenteral  gammaglobulin  in  poten- 
tiating the  effect  of  steroid  therapy  in  patients  with 
brittle  MG.  The  mechanism  for  this  is  not  clear. 
The  overall  late  onset  of  myasthenia  in  our  patients, 
54.4  years,  does  not  reflect  any  delayed  predisposi- 
tion to  disease  because  of  any  immunoglobulin  ab- 
normality but  rather  an  expected  late  onset  in  males 
as  demonstrated  in  two  of  our  subjects.18 

The  isolation  of  a distinct  alkaline  phosphatase-N 
from  sera  of  patients  with  CLL  which  resembles  that 
extracted  from  the  thymic  tissue  of  mice  with  lym- 
phocytic leukemia,  suggests  a possible  thvmus-CLL 
relationship.35  The  appearance  of  this  phosphatase 
in  several  mammalian  species  in  which  there  exists 
diseases  or  tumors  characterized  by  lymphocyte 
proliferation  and  viral  infection  would  seem  to  give 
some  credence  to  previous  speculation  regarding  a 
hypothetical  viral  etiology  in  MG.1  Further  cytology 
and  biochemical  studies  of  the  thymus  in  MG  may 
provide  a better  understanding  of  the  pathogenesis 
of  MG  and  the  reason  for  its  high  association  with 
malignancy. 

Summary 

Among  1,300  myasthenia  gravis  patients,  5 pa- 
tients with  concomitant  chronic  lymphocytic  leu- 
kemia were  identified.  The  coincidence  of  these  two 
diseases  fits  in  with  previous  reports  citing  the  high 
overall  incidence  of  extrathymic  neoplasms  in  non- 
thymectomized  patients  with  myasthenia  gravis.  In 
this  small  series  there  was  no  correlation  between  the 
lymphocyte  count,  the  serum  globulin  level,  and 
clinical  myasthenia. 
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Although  ergot  poisoning  was  probably  known 
as  far  back  as  600  B.C.,  as  inferred  from  an  Assyrian 
tablet,  “noxious  pustule  in  the  ear  of  grain,”  it  was 
not  until  the  Middle  Ages  that  written  descriptions 
first  appeared.1  Epidemics  of  the  poisoning  ap- 
peared in  different  forms  and  in  different  parts  of 
Europe  about  that  time,  and  raged  widely  uncon- 
trolled, except  for  those  who  migrated  to  the  Shrine 
of  St.  Anthony.  In  1670  ergot  was  proved  to  be  the 
cause,  and  the  source  was  traced  to  rye,  contaminated 
with  the  fungus  claviceps  purpura.  This  explained 
the  treatment  at  St.  Anthony’s  Shrine  where  the 
patients  were  fed  with  the  uncontaminated  rye. 

The  epidemics  occurred  as  vascular  manifestations 
with  gangrene  of  extremities  to  the  point  of  mum- 
mification, central  nervous  system  symptoms  with 
confusion,  depression,  and  convulsions,  and  gas- 
trointestinal manifestations  with  vomiting  and  di- 
arrhea. These  occurred  in  pure  forms,  either  vas- 
cular, central  nervous  system,  or  gastrointestinal,  but 
rarely  mixed. 

With  the  knowledge  of  the  etiology,  the  outbreaks 
were  brought  under  control,  although  one  occurred 
as  recently  as  1951  in  France.  Ergot  intoxication 
nowadays  is  mostly  iatrogenic  or  from  chronic  abuse 
in  treatment  for  migraine  headaches. 

The  following  presentation  is  a typical  vascular 
manifestation  of  ergot  poisoning. 

Case  report 

A 30-year-old  female  underwent  analfistulectomy 
in  July,  1975,  at  Maimonides  Medical  Center.  The 
postoperative  course  was  complicated  by  severe 
spinal  headache  which  was  treated  with  ergotamine 
tartrate  (Cafergot),  two  tablets  every  four  hours,  for 
eight  days. 

A day  after  her  hospital  discharge,  the  patient  was 
brought  to  the  emergency  room  because  of  severe 
agonizing  burning  pain  of  several  hours’  duration, 


involving  both  the  upper  and  lower  extremities,  but 
more  so  at  the  distal  aspects  of  the  lower  extremities. 
The  patient  had  been  a smoker  of  two  packs  of  ciga- 
rettes daily  until  six  months  prior  to  admission  when 
she  cut  down  to  six  cigarettes  daily. 

On  examination  in  the  emergency  room,  the  pulse 
rate  was  about  96  per  minute,  and  only  the  systolic 
brachial  blood  pressure  was  obtainable  at  90  mm.  Hg 
with  the  help  of  a Doppler  ultrasound  flow  meter. 
There  was  marked  pallor  of  the  extremities,  with  a 
cyanotic  tinge  at  the  most  distal  parts.  The  legs  were 
cool  to  touch  up  to  the  knees,  and  similarly  the  upper 
extremities  to  the  proximal  forearms.  Only  femoral 
pulses  were  feebly  felt.  The  left  ulnar  artery,  both 
brachials,  and  the  popliteal  pulses,  were  obtainable 
with  the  Doppler  flow  meter.  There  were  pares- 
thesias of  both  feet  and  both  hands. 

The  patient  was  admitted  to  the  vascular  service 
with  a presumptive  diagnosis  of  ergotism-induced 
peripheral  vascular  spasm.  She  was  then  treated 
with  immediate  discontinuation  of  the  drug,  intra- 
venous phentolamine  10  mg.  every  eight  hours,  low- 
dose  heparin  3,000  units  intravenously  every  four 
hours,  and  meperidine  hydrochloride  (Demerol)  for 
pain. 

Six  hours  later  there  was  some  obvious  improve- 
ment in  the  distal  extension  of  area  with  warmth  and 
return  of  color.  After  24  hours  of  therapy,  both 
hands  became  quite  warm,  despite  still-absent  pulses 
and  persisting  paresthesia.  The  legs  were  warm  to 
the  feet,  and  the  color  had  further  improved. 
Forty-eight  hours  later,  normal  pulses  returned  to  the 
hands,  and  only  a little  numbness  of  fingers  persisted. 
Pedal  pulses  were  present  but  weak.  Pain  and 
numbness  still  continued.  On  the  fourth  hospital 
day,  medications  were  discontinued.  The  only  ab- 
normality at  this  time  was  pain  and  numbness, 
especially  while  walking.  The  patient  was  dis- 
charged on  the  fifth  hospital  day.  She  has  been 
followed  in  the  vascular  clinic,  where  she  continues 
to  complain  of  numbness  of  feet,  despite  excellent 
pulses  and  normal  coloration  of  feet.  This  numbness 
is  probably  on  the  basis  of  ischemic  neuritis.1’2 

Comments 

Low-dose  heparin  was  used  for  prophylaxis  against 
thrombi  which  may  occur  distal  to  the  area  of  spasm, 
while  the  phentolamine,1  as  alpha-blocking  agent, 
may  release  the  spasm.  It  is  difficult  to  assess  the 
effects  of  these  medications.  Their  use  probably 
does  not  significantly  influence  the  outcome,  and  it 
is  conceivable  that  the  same  result  might  have  been 
obtained  by  mere  discontinuation  of  the  offending 
drug,  except  for  faster  return  of  pulses.4  Other 
treatment  modalities  have  been  employed,  such  as 
sympathectomy,3  ganglion  blocking,5  intra-arterial 
infusion  of  tolazoline  hydrochloride  (Priscoline),3’5 
intravenous  dextran,4’5  and  papaverine. 

Angiograms  have  been  frequently  employed  in  the 
diagnosis  which  typically  show  generalized  arterial 
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spasm,  at  times  including  the  aorta.6’7  A good  his- 
tory of  ergot  ingestion  and  high  index  of  suspicion  are 
important  to  avoid  such  mistakes  as  frantic  attempts 
at  embolectomy.5  In  this  case  the  diagnosis  was 
clear-cut,  hence  angiograms  were  considered  un- 
necessary. Although  much  has  been  written  on  the 
hazards  of  ergotamine  ingestion,  widespread  indis- 
criminate use  is  still  obtained.  Complications  of 
peripheral  vascular  spasm  have  been  seen  frequently 
- with  excessive  dosage,  although  occasionally  this  can 
occur  as  a hypersensitivity  reaction  or  from  chronic 
usage.  Either  way,  the  hazards  should  be  carefully 
weighed  against  the  benefits,  especially  in  light  of  the 
fact  that  alternative  drugs  could  be  used. 

Summary 

Severe  generalized  peripheral  vascular  ischemia 
developed  in  a young  female  patient  treated  with 
high  doses  of  ergotamine  tartrate.  Except  for  per- 
sistent mild  paresthesias  of  the  feet,  she  responded 
well  to  a regimen  of  discontinuation  of  the  drug,  in- 
travenous phentolamine,  and  low-dose  heparin.  A 


Multidisciplinary  pain  unit 
established  at  Lourdes  Hospital 

Recently  a multidisciplinary  pain  unit  was  established 
at  Our  Lady  of  Lourdes  Hospital,  Binghamton,  New  York. 
The  pain  unit  is  a 14-bed  inpatient  unit  served  by  a mul- 
tidisciplinary team  which  includes:  Dorothea  Z.  Lack, 
Rh.D.,  clinical  director.  Dr.  Subbaro  Balusu,  physiatrist; 


careful  history  of  ergot  ingestion  could  obviate  un- 
necessary invasive  diagnostic  and  surgical  proce- 
dures. 

Greene  Memorial  Hospital 
1141  N.  Monroe  Drive 
Xenia,  Ohio  45385 

References 

1.  Goodman,  L.,  and  Gillmana,  A.:  Pharmacological  Basis  of 
Therapeutics,  4th  ed.,  New  York,  The  Macmillan  Publishing  Co., 
Inc.,  1970. 

2.  Merhoff,  G.  C.,  and  Porter,  J.  M.:  Ergot  intoxication: 
historical  review  and  description  of  unusual  clinical  manifestation, 
Ann.  Surg.  180:  773  (1974). 

3.  Ancalmo,  N.,  and  Ochsner,  J.  L.:  Peripheral  ischemia 
secondary  to  ergotamine  intoxication,  Arch.  Surg.  109:  832 
(1974). 

4.  Yao,  S.  T.,  Goodwin,  D.  P.,  and  Kenyon,  J.  Ft.:  Case  of  ergot 
poisoning,  Brit.  M.  J.  3:  86  (1970). 

5.  Henry,  L.  G.,  et  al.:  Ergotism,  Arch.  Surg.  110:  929 

(1975). 

6.  Fagerberg,  S.,  Jorulf,  H.,  and  Sandberg,  C.  G.:  Ergotism, 
arteriospastic  disease  and  recovery,  studied  angiographically,  Acta 
med.  scandinav.  182:  769  (1967). 

7.  Conley,  J.  E.,  Boulander,  W.  J.,  and  Mendeloff,  G.  L.: 
Aortic  obstruction  associated  with  methysergide  maleate  therapy 
for  headaches,  J.A.M.A.  198:  808  (1966). 


Irving  Rothe,  M.D.,  internist;  and  David  M.  Bloom,  M.D., 
neurosurgical  consultant.  Some  of  the  treatment 
modalities  are  physical  therapy,  biofeedback,  relaxation 
training,  and  family  counseling. 

The  unit  serves  Binghamton  and  a wide  surrounding 
area.  Referrals  have  come  from  as  far  as  Pittsburgh, 
Pennsylvania.  The  nursing  staff  has  been  trained  in  a 
special  program  to  assist  the  chronic  pain  patient. 
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The  causative  organisms  in  subacute  bacterial 
endocarditis  have  changed  since  the  advent  of  anti- 
biotics although  there  does  not  seem  to  be  an  overall 
decrease  in  the  disease  itself.  In  the  preantibiotic 
era,  95  percent  of  cases  were  caused  by  Streptococcus 
viridans.  A 1969  series,  however,  showed  a decrease 
in  the  incidence  of  S.  viridans  to  44  percent.1  An- 
aerobic streptococcus  was  observed  in  3 percent  of 
cases  in  one  series  of  subacute  bacterial  endocarditis.2 
An  increase  in  Staphylococcus  aureus,  gram-nega- 
tive bacilli,  enterococcus,  and  Staphylococcus  epi- 
dermidis  is  thought  to  be  related  to  the  use  of  anti- 
biotics and  to  nosocomial  infection.3  The  increase 
in  illicit  parenteral  drug  use  has  also  resulted  in  un- 
usual sites  of  infection  as  well  as  infections  with 
multiple  organisms.  One  such  case  of  subacute 
bacterial  endocarditis  of  the  right  side  in  a drug  ad- 
dict included  Escherichia  coli,  Streptococcus  fae- 
calis,  S.  aureus,  and  Bacteroides  fragilis ,4  Multiple 
types  of  organisms  in  bacterial  endocarditis  is  an 
uncommon  finding,  however.  At  the  Mayo  Clinic 
during  a 10-year  period,  only  one  case  of  mixed  in- 
fection was  found  among  250  cases.5  We  report  a 
case  of  subacute  bacterial  endocarditis  of  the  right 
side  caused  by  a mixed  infection  of  Eikenella  corro- 
dens and  Peptostreptococcus,  an  anaerobic  strep- 
tococcus. 

Case  report 

A 20-year-old  white  male  was  admitted  to  the 
Rochester  General  Hospital  with  a two-week  history 
of  fatigue,  malaise,  anorexia,  shaking  chills,  and  fever 


to  39°C.  Six  days  before  admission  he  had  been 
started  on  erythromycin  with  no  significant  im- 
provement. Four  days.prior  to  admission  he  devel- 
oped right  lower  pleuritic  chest  pain  and  mild  right 
upper  quadrant  abdominal  pain  associated  with  a 
mildly  productive  cough  but  without  hemoptysis. 
Although  a heart  murmur  had  been  noted  in  the  past, 
the  patient  was  told  it  was  not  significant.  There  was 
no  history  of  rheumatic  fever,  recent  dental  work,  or 
transfusions.  He  denied  hypodermic  needle  use, 
although  he  admitted  to  being  a sporadic  oral  am- 
phetamine user  and  had  taken  amphetamines  during 
the  month  prior  to  admission. 

On  examination  he  was  a tall,  thin,  ill-appearing 
youth  with  a temperature  of  39.5°C.  rectally,  a pulse 
of  96,  respirations  of  20  per  minute,  and  a blood 
pressure  of  95/50  mm.  Hg  sitting.  The  lungs  were 
clear.  On  cardiac  examination  the  PMI  (point  of 
maximal  impulse)  was  normal;  no  thrills  or  heaves 
were  felt.  The  Si  and  S2  (first  and  second  heart 
sounds)  were  normal,  and  physiologic  splitting  of  S2 
was  heard.  A grade  III/VI  moderately  high-pitched 
midsystolic  murmur  was  present,  heard  loudest  on 
the  left  sternal  border  at  the  second  and  third  in- 
tercostal spaces  and  radiating  to  the  apex.  No  other 
murmurs  were  heard.  There  was  no  hepatospleno- 
megaly  or  peripheral  edema,  and  no  rash,  petechiae, 
splinter  hemorrhages,  Osier’s  nodes,  Janeway’s  spots, 
or  Roth’s  spots  were  found. 

Admission  laboratory  work  included  a white  count 
of  12,000  with  82  percent  neutrophils,  4 percent 
bands,  10  percent  lymphocytes,  and  4 percent  mo- 
nocytes. The  hematocrit  was  40,  and  the  erythrocyte 
sedimentation  rate  was  25.  The  blood  smear  was 
normal  in  appearance.  Electrolytes,  BUN  (blood 
urea  nitrogen),  glucose,  and  urinalysis  all  yielded 
normal  findings.  The  bilirubin  was  1.2  mg.  per  100 
ml.;  the  alkaline  phosphatase  was  269,  the  normal 
ranging  from  30  to  85;  the  LDH  (lactic  dehydroge- 
nase) was  245;  and  the  SGOT  (serum  glutamic  ox- 
aloacetic transaminase)  was  216.  Arterial  blood 
gases  showed  a p02  (oxygen  pressure)  of  70  mm.  Hg 
on  room  air.  The  chest  x-ray  film  on  admission  re- 
vealed a right  lower  lobe  alveolar  density  compatible 
with  an  inflammatory  process  and  a small  right 
pleural  effusion  (Fig.  1A).  Panoramic  radiographs 
of  the  teeth  revealed  no  abscesses. 

Twelve  blood  cultures  obtained  during  the  First  six 
hospital  days  all  grew  a gram-negative  bacillus  from 
both  aerobic  and  anaerobic  bottles  by  the  third  day 
of  incubation.  The  organism  was  identified  as  E. 
corrodens,  sensitive  to  penicillin,  erythromycin, 
streptomycin,  cephalothin,  tetracycline,  and  chlor- 
amphenicol, and  resistant  to  oxacillin  and  clinda- 
mycin. In  addition,  an  anaerobic  streptococcus  grew 
out  in  8 of  12  anaerobic  culture  bottles.  The  mean 
inhibitory  concentration  for  the  penicillin  against  the 
E.  corrodens  was  0.16  units  per  milliliter;  against  the 
Peptostreptococcus,  it  was  0.625  units  per  milliliter. 
Throat,  sputum,  and  urine  cultures  were  unre- 
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FIGURE  1.  Chest  x-ray  photographs.  (A)  Admission  film 
showing  right  lower  lobe  density  and  small  right  pleural 
effusion.  (B)  Film  on  sixteenth  hospital  day  showing  new 
right  upper  lobe  density  in  addition  to  right  lower  lobe  infiltrate 
and  effusion  present  on  admission. 


markable.  The  diagnosis  of  subacute  bacterial  en- 
docarditis of  the  right  side  possibly  secondary  to  a 
ventricular  septal  defect  with  subsequent  septic 
pulmonary  emboli  was  made. 

The  patient  remained  febrile  to  40°C.  until  he  was 
given  aqueous  penicillin,  18  million  U.  per  day.  He 
continued  to  spike  intermittent  fever  to  38.5°C.  over 
the  next  week,  and  on  the  sixteenth  day  streptomycin 
500  mg.  intramuscularly  every  12  hours  was  added. 
He  then  became  afebrile.  However,  on  the  seven- 
teenth hospital  day,  the  patient  experienced  sudden 
onset  of  pleuritic  pain  in  the  right  and  left  chest, 
which  recurred  over  the  next  two  weeks.  A transient 
pleural  rub  over  the  right  base  was  heard,  but  the 
lungs  remained  otherwise  clear.  Serial  chest  x-ray 
films  had  shown  lack  of  resolution  of  the  right  lower 
lobe  density  and  effusion,  and  now  x-ray  films 
showed  an  additional  alveolar  density  in  the  right 
upper  lobe  (Fig.  IB).  A lung  scan  on  the  twenty- 
ninth  day  revealed  defects  in  the  right  midlung  field, 
the  right  apex,  and  the  left  midlung.  These  findings 
were  felt  to  be  consistent  with  septic  pulmonary 
emboli.  Three  blood  cultures  obtained  during  this 
period  were  sterile.  Subsequently  the  pain  disap- 
peared, and  there  was  slow  radiographic  improve- 
ment. The  remainder  of  the  course  was  uneventful 
except  for  fever  in  the  fourth  week,  which  resolved 
by  stopping  the  streptomycin. 

Penicillin  was  discontinued  after  five  and  one-half 
weeks  of  continuous  intravenous  therapy.  The  pa- 
tient remained  afebrile,  and  repeat  blood  cultures 
were  sterile.  He  was  discharged  after  seven  weeks 
of  hospitalization.  Physical  examination  showed  a 
grade  II/VI  systolic  murmur  at  the  time  of  dis- 
charge. 

Subsequent  to  hospitalization,  four  blood  cultures 
done  over  the  next  month  were  negative.  However, 
on  the  seventh  week  after  discharge,  he  again  became 
febrile,  developed  right  anterior  pleuritic  chest  pain, 
and  was  readmitted.  The  physical  examination  was 
unchanged  from  before,  and  the  chest  x-ray  film 
again  showed  a right  lower  lobe  infiltrate  similar  to 
the  previous  one  and  a small  right  pleural  effusion. 
The  fever  defervesced  spontaneously  on  the  second 
hospital  day,  and  seven  blood  cultures  were  negative.  . 
Cardiac  catheterization  was  performed,  which  was 
entirely  normal.  The  chest  x-ray  film  cleared 
spontaneously,  and  the  patient  was  discharged, 
asymptomatic,  after  two  weeks  in  the  hospital.  He 
was  well  for  two  years  following  discharge. 

Comment 

E.  corrodens  is  a slowly  growing,  facultatively 
anaerobic  gram-negative  rod.  Colonies  are  small  in 
size  and  may  pit  or  depress  the  agar.6'7  The  role  of 
E.  corrodens  as  a pathogen  in  man  is  only  currently  . 
being  demonstrated  as  reports  emerge  describing  a 
variety  of  infections  caused  by  this  organism. 

At  the  Boston  City  Hospital  during  a 12-month 
period  in  1971,  E.  corrodens  was  isolated  in  72  pa- 
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tients,  ages  8 months  to  92  years;  75  percent  of  these 
patients  were  already  on  antibiotics.  Most  of  the 
isolates  were  from  the  respiratory  tract;  other  com- 
mon sites  were  wounds  and  abscesses,  human  bites, 
the  middle  ear,  and  a tooth  socket.8  Routine  mouth 
cultures  will  usually  fail  to  reveal  E.  corrodens,  but 
dental  microbiologists  have  found  colonies  in  cultures 
from  tooth  scrapings,7  and  positive  blood  cultures 
have  been  found  following  dental  extractions.9 
Reports  have  also  described  the  isolation  of  strains 
from  paranasal  sinuses;  from  pulmonary,  brain,  ab- 
dominal, and  thyroid  abscesses9;  and  from  os- 
teomyelitis and  meningitis.10  Antibiotic  sensitivity 
tests  reported  from  the  Boston  City  Hospital  show 
that  penicillin  and  ampicillin  were  most  active 
against  E.  corrodens.  Chloramphenicol  and  genta- 
micin were  also  found  to  be  effective.8 

E.  corrodens  was  reported  as  a pathogen  in  sub- 
acute bacterial  endocarditis  for  the  first  time  by 
Dorff,  Jackson,  and  Rytel  in  1974. 10  A 52-year-old 
man  presented  shortness  of  breath,  confusion,  and 
fever.  It  was  not  until  the  seventeenth  hospital  day 
that  blood  cultures  were  reported  as  positive  for  E. 
corrodens,  but  despite  ampicillin  treatment,  the 
patient  died.  Postmortem  findings  showed  vegeta- 
tions on  the  aortic  and  tricuspid  valves.  Subse- 
quently, two  additional  cases  have  been  reported  by 
Geraci,  Hermans,  and  Washington.6  In  one  case  a 
56-year-old  male  with  a Starr-Edwards  aortic  valve 
replacement  developed  fever  about  one  week  after 
dental  extractions  for  which  he  had  been  given 
erythromycin  prophylaxis.  E.  corrodens  was  iden- 
tified after  3 to  12  days  of  blood  culture  incubation. 
Because  of  penicillin  allergy,  therapy  consisted  of 
streptomycin  and  chloramphenicol;  the  patient  re- 
covered. The  second  patient,  a 72-year-old  farmer, 
presented  respiratory  symptoms,  a bilateral  pul- 
monic infiltration  on  x-ray  film,  and  a holosystolic 
murmur.  Blood  cultures  grew  E.  corrodens  after 
four  to  six  days  of  incubation.  Treatment  with 
penicillin  was  successful.  In  none  of  the  reported 
cases  was  a history  of  drug  abuse  obtained,  nor  was 
a second  organism  isolated. 

The  present  case  demonstrates  a mixed  infection 
of  E.  corrodens  and  Peptostreptococcus  in  an  am- 
phetamine user.  The  association  between  amphet- 
amine-type drugs  with  E.  corrodens  and  anaerobic 
streptococcus  infection  has  been  described  by  Brooks 
et  al.9  In  a largely  retrospective  study  of  22  meth- 
ylphenidate  (Ritalin)  abusers  and  3 methampheta- 
mine  abusers,  the  subjects  crushed  the  tablets,  mixed 
the  powder  with  water,  and  injected  the  material, 
usually  unsterilized,  into  their  veins  or  under  the 
skin,  often  placing  their  mouths  to  the  injection  sites. 
Of  a total  of  38  E.  corrodens  abscesses,  streptococci 
were  also  isolated  in  34  cases.  The  apparent  asso- 
ciation between  methylphenidate,  E.  corrodens,  and 
streptococci  in  skin  abscesses  was  further  illustrated 


by  injecting  rabbits  subcutaneously  with  a mixture 
of  E.  corrodens,  streptococcus,  and  methylphenidate. 
The  resulting  abscesses  yielded  isolates  of  E.  corro- 
dens and  streptococci.  Injection  of  equal  dilutions 
of  streptococci  alone,  of  E.  corrodens  alone,  or  of  E. 
corrodens  with  methylphenidate  yielded  no  infected 
abscesses.  Thus,  significant  infections  are  easily 
induced  in  animals  when  E.  corrodens  is  present  with 
streptococci  and  methylphenidate. 

Despite  the  normal  catheterization  study,  we  be- 
lieve that  the  clinical  grounds  for  the  diagnosis  for 
subacute  bacterial  endocarditis  of  the  right  side  in 
our  patient  are  sufficient.  The  intriguing  relation- 
ship between  E.  corrodens  and  anaerobic  strepto- 
cocci and  amphetamines  in  both  experimental 
studies  and  our  case  raises  the  possibility  of  a syn- 
ergistic effect  in  this  unusual  mixed  infection.  With 
a growing  awareness  of  the  ubiquitous  nature  of  E. 
corrodens  infections  and  more  specifically  its  role  in 
subacute  bacterial  endocarditis,  it  is  likely  that  more 
cases  will  be  reported.  An  appreciation  by  clinicians 
and  bacteriologists  of  the  existence  of  E.  corrodens 
and  the  technical  aspects  of  its  cultivation  and 
identification  will  accelerate  the  isolation  and  diag- 
nosis of  E.  corrodens  in  clinical  infections  in  the  fu- 
ture. 
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Celiac  angiography  is  one  of  a number 
of  highly  specialized  diagnostic  techniques 
sometimes  necessary  to  rule  out  organic 
causes  of  abdominal  pain. 
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the  potent  antispasmodic  action 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg  clidinium  Br. 
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’This  drug  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 
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* indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as 
follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment 
of  peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
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recommended  doses,  use  caution  in  administering  Librium®  (chlor- 
diazepoxide hydrochloride)  to  known  addiction-prone  individuals  or 
those  who  might  increase  dosage  withdrawal  symptoms  (including 
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those  seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as 
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pregnancy  when  instituting  therapy;  advise  patients  to 
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As  with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  increase 
gradually  as  needed  and  tolerated)  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  pharmacologic  effects  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors  and 


phenothiazines.  Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  pa- 
tients. Employ  usual  precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  avoidable  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido — all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  the  mouth,  blurring  of  vision,  urinary  hesitancy  and  consti- 
pation. Constipation  has  occurred  most  often  when  Librax  therapy 
is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients — see  Precautions. 

How  Supplied:  Librax  is  available  in  green  capsules,  each  contain- 
ing 5 mg  chlordiazepoxide  hydrochloride  (Librium®)  and  2.5  mg 
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Methoxyflurane  (Penthrane)  is  another  widely 
used  fluoroinated  hydrocarbon  anesthetic  agent  with 
the  same  anesthetic  and  toxic  properties  as  halothane 
(Fig.  I).1-4 

Even  though  halothane-  and  methoxyflurane- 
induced  hepatitis  are  very  well  known  and  widely 
publicized,  the  anesthetics  are  still  considered  among 
the  safest  agents.1-5-12  However,  methoxyflurane, 
because  of  its  nephrotoxicity,  is  somewhat  more 
dangerous  than  was  previously  realized. 1'3’13,14 

Very  rarely  both  toxic  effects  of  methoxyflurane, 
namely  hepato-  and  nephrotoxicity,  occur,  concur- 
rently, in  the  same  patient.15-18  Recently,  we  have 
observed  such  a case,  characteristics  of  which  are 
herein  presented  and  compared  with  similar  cases  in 
the  literature. 

Case  report 

A 62-year  old  white  male  was  admitted  to  Brooklyn 
Hospital  on  January  13,  1974,  because  of  mental 
confusion,  generalized  weakness,  and  severe  dehy- 
dration. 

He  had  been  well  until  six  weeks  prior  to  admission 
when  he  had  had  eye  surgery  for  a detached  retina, 
under  methoxyflurane  anesthesia.  The  results  of 
physical  examination  and  preoperative  laboratory 
studies,  at  that  time,  were  found  to  be  normal.  The 
operation  took  three  and  one-half  hours,  and  no 
subsequent  adverse  effects  were  noted,  except  for  a 
low-grade  fever  which  subsided  spontaneously.  F our 
weeks  later,  the  patient  was  admitted  to  another 
hospital  for  further  retinal  surgery.  He  was  not  on 
any  medication.  Physical  examination  and  hema- 
tologic, urinary,  and  biochemical  test  findings  dis- 
closed no  abnormalities. 


Cl  F 

l 1 

H-C--C-F 
l 1 

Br  F 

Halothane 

(2-brome,  2-chloro , 1,  1,  1,  -trifluroethane) 

Cl  F 

I 5 

H-C — -<j-0-CH^ 

Cl  F 

Methoxyflurane 

(2,  2-d.ichloro,  1,  1-difluro  ethylemethylether) 
FIGURE  1.  Formulae  of  halothane  and  methoxyflurane. 

After  premedication  with  hydroxyzine,  atropine, 
and  meperidine  hydrochloride,  anesthesia  was  in- 
duced by  nitrous  oxide  and  maintained  with  0.5 
percent  methoxyflurane  for  four  hours.  The  patient 
required  no  blood  transfusion,  and  the  vital  signs 
remained  normal  during  the  entire  course  of  the 
operation. 

On  the  day  of  surgery,  the  patient  developed  a 
low-grade  fever  (100.4°  F.),  which  lasted  for  three 
days.  At  the  same  time,  the  patient  complained  of 
weakness,  dizziness,  and  excessive  thirst.  One  ob- 
server noted  dehydration  and  orthostatic  hypoten- 
sion. He  was  then  transferred  to  the  Brooklyn 
Hospital  in  a lethargic  state. 

There  was  no  previous  history  of  any  hepatic  or 
renal  disease,  and  no  known  allergies.  He  was  not 
alcoholic. 

On  admission,  the  patient  appeared  obtunded  and 
acutely  and  chronically  ill.  His  weight  was  230 
pounds,  blood  pressure  110/60,  pulse  86  per  minute 
and  regular,  respiration  18  per  minute,  and  temper- 
ature 98.6°  F.  He  was  markedly  dehydrated.  Liver, 
spleen,  and  kidneys  were  not  palpable. 

The  patient’s  admission  and  follow-up  laboratory 
findings  are  listed  in  Table  I. 

The  hospital  course  was  complicated.  Besides 
high-output  renal  failure,  12  days  after  surgery  a 
low-grade  fever  developed,  which  was  preceded  by 
a gradual  distortion  in  the  liver  chemistry  (Fig.  2). 
Later,  the  liver  was  found  to  be  enlarged,  4 cm.  below 
the  costal  margin,  and  tender. 

On  the  seventh  hospital  day,  15  days  after  surgery, 
the  patient  developed  signs  and  symptoms  of  peri- 
carditis. 

Severe  hypocalcemia,  fluid  and  electrolytes  im- 
balance, tachyarrhythmia,  hypoalbuminemia,  hy- 
poprothrombinemia,  and  anemia  were  among  other 
complications.  There  was  no  sign  of  any  bleeding  at 
any  time,  and  coagulation  work-up  failed  to  reveal 
the  presence  of  consumption  coagulopathy. 
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TABLE  I.  Laboratory  determinations,  1974  (pertinent) 


January ^February^ 


Investigations 

13 

15 

17 

21 

25 

29 

31 

7 

Blood  tests 

Hemoglobin/hematocrit 

14.5/42 

12.8/36 

12.6/35 

12.9/37 

12/34 

10.5/30 

9/28 

8.8/24 

Blood  urea  nitrogen 

102 

87 

71 

72 

94 

102 

92 

91 

■Serum  creatinine 

5.7 

6 

6 

8.9 

10 

12.1 

8.2 

8.8 

Serum  osmolality 

314 

284 

327 

268 

280 

Sodium 

137 

140 

136 

140 

135 

133 

143 

138 

Potassium 

4.2 

3.5 

3.6 

3.2 

4 

4.2 

4.6 

3.7 

Chlorine 

95 

101 

101 

102 

102 

102 

104 

94 

Carbon  dioxide 

16 

9.5 

18 

20 

10 

10 

18.8 

19 

Calcium 

5.1 

3 

3.4 

3 

4.8 

4.3 

7.3 

5.3 

Phosphorus 

10 

7.3 

7 

5 

5.1 

5.2 

5.5 

5.5 

Uric  acid 

12 

12 

9.2 

8 

5.9 

Glucose 

150 

212 

180 

172 

138 

99 

90 

110 

Alkaline  phosphatase 

63 

70 

70 

95 

95 

90 

71 

Lactic  acid  dehydrogenase 

600 

600 

1,296 

1,530 

1,248 

473 

263 

283 

Serum  glutamic  oxaloacetic 

55 

77 

15 

90 

166 

36 

39 

39 

transaminase 

Total  bilirubin 

0.6 

0.6 

0.5 

0.5 

0.4 

0.4 

0.4 

0.3 

Albumin  globulin 

4. 4/3. 9 

3.3/4. 1 

3. 2/4.2 

2. 7/4. 3 

2. 6/4. 9 

2. 3/4. 2 

1. 9/4.2 

2. 5/3. 8 

Prothrombin  time 

16/14 

22/13 

20/13 

18/14 

16/13 

15/14 

Urine  tests 

Volume  per  24  hours 

1,520 

3,900 

3,650 

3,300 

5,300 

3,200 

2,200 

1,350 

Specific  gravity 

1,009 

1,008 

1,012 

1,010 

1,010 

1,008 

(1,006 

1,015 

Urine  osmolality  per  liter 

172 

198 

174 

250 

229 

pH 

6 

Acid 

7 

6 

6 

Alkaline 

Alkaline 

Alkaline 

Glucose 

Negative 

Trace 

Negative 

Negative 

Negative 

Negative 

Negative 

Negative 

Albumin 

Trace 

1 plus 

Trace 

1 plus 

Trace 

2 plus 

1 plus 

Trace 

Red  blood  cells  per  high-power  field 

None 

None 

None 

None 

None 

10  to  15 

10  to  15 

8 to  10 

White  blood  cells  per  high-power  field 

None 

2 to  3 

3 to  4 

2 to  3 

Occasional 

10  to  15 

10  to  15 

10  to  15 

Casts  per  high-power  field 

None 

None 

None 

None 

None 

None 

None 

None 

1/13/71*  14  15  16  17  19  21  23  25  2?  29  31  Days 

FIGURE  2.  Correlations  between  temperature,  serum  glu- 
tamic oxaloacetic  transaminase  (SGOT),  and  prothrombin 
time  of  case  presented. 

Because  of  increasing  azotemia  and  pericardial 
involvement,  peritoneal  dialysis  was  begun  and 
continued  intermittently  for  two  weeks. 

Initially,  a liver  biopsy  could  not  be  done  because 
of  the  complicated  clinical  course  and  hypo- 
prothrombinemia,  and,  after  the  patient’s  condition 
improved,  he  did  not  consent  to  the  procedure. 

The  patient  was  discharged  10  weeks  later  with  a 
blood  urea  nitrogen  level  of  30  mg.  per  100  ml.,  serum 
creatinine  of  4.2  mg.  per  100  ml.,  and  normal  liver 
profile  and  size. 

Comment 

The  patient  presented  clearly  had  renal  and  he- 
patic injuries.  The  renal  injury  started  immediately 
after  surgery  and  was  manifested  by  acute  polyuric 


renal  failure  that  lasted  for  31  days.  The  hepatic 
injury,  on  the  other  hand,  started  12  days  after  the 
surgery  and  was  manifested  by  fever,  enlarged  and 
tender  liver,  elevated  transaminase,  and  prolonged 
prothrombin  time,  and  persisted  for  16  days.  No 
jaundice  was  noted  at  any  time. 

There  was  no  evidence,  either  in  the  history  or  in 
the  physical  examination  and  laboratory  studies,  that 
the  patient  had  had  any  prior  hepatic  or  renal  dis- 
ease. He  was  not  on  any  hepato-  or  nephrotoxic 
medication,  required  no  blood  transfusions,  and  did 
not  develop  shock  during  surgery.  Under  these  cir- 
cumstances, the  possibility  of  a preexisting  kidney 
disease  is  quite  remote.  However,  at  this  clinical 
stage,  the  possibility  of  a coincidental  viral  hepatitis 
could  not  be  ruled  out  with  certainty,  but  lack  of 
evidence  in  history  and  hepatitis-associated  antigen 
(HAA)  negativity  could  be  counted  heavily  against 
this  possibility.  Even  though  we  could  not  perform 
a liver  biopsy,  it  should  be  stated  that  the  histologic 
picture,  by  light  microscopic  features,  is  not  helpful 
in  this  differential  diagnosis.19  However,  electron 
microscopic  studies  could  be  helpful.9’20  It  has  been 
shown  that  in  halothane,  and  most  likely  in  meth- 
oxyflurane-induced  hepatitis,  there  are  definite 
changes  in  the  inner  and  outer  mitochondrial  mem- 
branes of  the  hepatocytes  which  are  not  seen  in  viral 
hepatitis,  and  little  alterations  of  the  endoplastic 
reticulum  which  are  typical  of  viral  hepatitis. 
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TABLE  II.  Clinical  and  laboratory  features  of  methoxyflurane-induced  hepatorenal  syndrome 
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Nevertheless,  the  differentiation  between  meth- 
oxyflurane-  and  halothane-induced  hepatitis  and 
viral  hepatitis  is  a difficult  one,  and  it  should  prob- 
ably remain  as  a clinical  decision. 

The  case  under  discussion  was  exposed  twice  to  an 
agent  that  can  produce  hepatic  and  renal  injuries 
simultaneously;  this  agent  is  methoxyflurane.15  18 
Methoxyflurane-induced  hepatorenal  syndrome  is 
not  a commonly  encountered  disorder.  Only  four 
proved  cases  with  sufficient  data  have  been  reported 
in  the  literature.1518  The  clinical  and  laboratory 
characteristics  of  these  cases,  including  the  case 
under  discussion,  are  presented  in  Table  II. 

It  is  tempting  to  assume  that  if  an  agent  produces 
two  different  organ  damages  concomitantly,  the  same 
pathogenic  mechanism  must  be  at  work.  However, 
there  is  not  enough  evidence  to  support  this  as- 
sumption. The  nature  of  the  renal  disease  seems  to 
be  predominantly  tubular.  In  the  case  under  dis- 
cussion, the  renal  manifestations  started  immedi- 
ately after  the  surgery  and  were  characterized  by 
hypervolemic  but  isosthenuric  urine.  The  24-hour 
urinary  volume  ranged  between  3,500  to  5,300  cc.,  the 
urine  osmolality  remained  around  174  mOsm.  per 
liter,  and  the  serum  osmolality  ranged  between  268 
and  327  per  mOsm.  liter.  This  polyuric  renal  failure 
was  soon  followed  by  severe  dehydration  and  uremia. 
There  was  no  glomerular  dysfunction.  The  urinal- 
ysis showed  only  scant  proteinuria  and  normal 
sediment  in  repeated  examinations,  except  after  in- 
sertion of  an  indwelling  urinary  catheter  when  some 
transient  occult  hematuria  was  observed. 

It  has  been  documented  that  renal  manifestations 
of  this  type  are  often  seen  following  exposure  to  a 
nephrotoxic  agent  that  produces  only  renal  tubular 
damage.21  This  type  of  renal  tubular  injury  is 
dose-related  and  can  be  produced  easily  in  experi- 
mental animals;  the  incubation  period  is  short  and 
predicted,  and  glomerular  functions  are  almost  al- 
ways spared. 

In  the  case  of  the  methoxyflurane,  it  has  been  re- 
ported that  nephrotoxicity  is  induced  by  the  direct 
toxic  effects  of  fluoride  which  is  a biodegration 
product  of  methoxyflurane.22’23  Fluoride  blocks  the 
concentration  capacity  of  the  distal  tubules,  and  this 
is  the  reason  for  polyuric  renal  failure  with  a dilute 
urine.24  This  type  of  renal  injury  has  never  been 
reported  in  association  with  halothane  anesthesia, 
even  in  those  patients  who  previously  had  developed 
methoxyflurane-induced  renal  injury.25 

On  the  other  hand,  it  is  known  that  there  is  a 
cross-sensitivity  between  halothane  and  methoxy- 
flurane as  far  as  liver  injury  is  concerned.26  As  a 
matter  of  fact,  the  first  case  of  methoxyflurane-in- 
duced hepatitis  was  reported  in  a patient  who  had 
previously  developed  hepatitis  after  exposure  to 
halothane.27  There  are  other  case  reports  of  meth- 
oxyflurane hepatitis  patients  who  were  exposed  to 
halothane  previously.12’26’28  Conversely,  there  are 
reported  cases  of  halothane-associated  hepatitis  in 
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patients  who  have  been  previously  exposed  to 
methoxyflurane. 29,30  In  these  so-called  “double- 
exposure syndrome"  cases,  subsequent  anesthesia 
with  either  methoxyflurane  or  halothane  was 
promptly  followed  by  hepatitis,  and  the  incubation 
period  became  considerably  shorter  than  in  single- 
exposure cases.30  Methoxyflurane-  or  halothane- 
induced  hepatitis  cannot  be  produced  in  experi- 
mental animals,  and  their  incidence  in  man  is  con- 
siderably lower,  1 in  10,000.3°  Furthermore,  in  one 
patient  cross-stimulation  of  lymphocyte  transfor- 
mation between  halothane  and  methoxyflurane  has 
been  reported.31 

Thus,  these  several  features  suggest  that  the 
"pathogenesis  of  renal  and  hepatic  injury  is  different. 
Although  renal  injury  is  induced  by  the  direct  toxic 
effect  of  fluoride  on  the  proximal  tubules,  the  hepatic 
injury  is  most  probably  induced  by  the  immunologic 
hypersensitivity  reaction.19’20  Other  clinical  features 
of  hypersensitivity  reaction  such  as  arthralgia  and 
eosinophilia  are  frequently  reported  in  association 
with  halothane-  or  methoxyflurane-induced  hepa- 
titis.30 Moreover,  the  presence  of  antimitochondrial 
antibodies,  in  these  cases,  points  toward  the  same 
pathogenic  mechanism.32 

The  renal  tubular  damage  is  usually  transient, 
lasting  10  to  20  days.1’13’15  In  the  case  presented 
here,  only  after  31  days  did  the  tubules  start  regain- 
ing their  concentrating  ability;  this  is  a considerably 
longer  period  than  those  reported  in  the  litera- 
ture.1’13’15 There  are  no  data  in  the  literature  about 
the  duration  of  renal  impairment  in  cases  of  meth- 
oxyflurane-induced hepatorenal  damage.  It  is  pos- 
sible that  in  these  cases,  the  methoxyflurane  will  not 
be  metabolized  in  the  liver  because  of  liver  injury. 
Since  methoxyflurane  is  readily  fat-soluble,  a large 
quantity  of  it  would  be  taken  and  stored  by  the  fat 
tissues.1-3’6  Thus,  the  storage  of  a large  quantity  of 
methoxyflurane  in  fat  tissue  would  provide  a source 
of  nephrotoxin  for  a considerably  longer  period. 

The  outcome  of  hepatic  injury  in  methoxyflur- 
ane-induced hepatitis  is  unpredictable.  It  is  usually 
fatal;  the  mortality  rate  could  be  as  high  as  58  per- 
cent; and  it  could  end  with  chronic  aggressive  hepa- 
titis33 or  with  complete  recovery. 

Since  renal  tubular  impairment  is  induced  by  di- 
rect toxic  effect  of  fluoride,  it  is  interesting  that  we 
do  not  observe  more  than  17  percent  of  the  nephro- 
toxicity following  methoxyflurane  anesthesia.30 
Certainly,  obesity  (because  methoxyflurane  is  readily 
fat-soluble)  and  the  dose  of  methoxyflurane  are  im- 
portant factors  in  the  development  of  methoxyflur- 
ane nephrotoxicity.  But  there  must  be  some  other 
factors  at  work  or,  simply,  some  mild  cases  are  being 
overlooked.  It  is  possible  that  strict  fluid  intake  and 
output  records,  following  methoxyflurane  anesthesia, 
will  bring  more  cases  to  our  attention.  By  the  same 
token,  because  of  the  longer  incubation  period,  repeat 
liver  function  studies  10  to  14  days  after  methoxy- 
flurane  anesthesia  may  help  to  bring  more  cases  of 


nonicteric  hepatitis  to  our  attention. 

Conclusion 

Even  the  safest  anesthetic  agents  are  not  free  of 
severe  side-effects.  It  should  be  a combined  task  of 
the  internist,  the  anesthesiologist,  and  the  surgeon 
to  take  a good  anesthesia  history  and  to  choose  the 
right  anesthetic  agents.  They  should  be  well  aware 
of  the  side-effects  of  these  agents  and  avoid  read- 
ministering any  halogenated  anesthetic  agent,  be- 
cause of  cross-sensitivity,  to  a patient  who  has  de- 
veloped not  only  overt  hepatitis  but  even  an  unex- 
plained low-grade  fever,  as  seen  in  this  case,  after  the 
first  anesthesia. 

Summary 

An  obese  male,  who  underwent  eye  surgery  for  a 
detached  retina  with  methoxyflurane  anesthesia, 
developed  acute  polyuric  renal  failure  and  hepatitis 
after  surgery.  It  seems  that  two  different  patho- 
genetic mechanisms  concomitantly  produce  two 
different  organ  damages.  Characteristics  of  this  case 
are  reported  and  compared  with  similar  cases  in  the 
literature. 

1 Roberta  Drive 
Middletown,  New  Jersey  07748 
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authors  observe  that  for  prolonged  analgesia,  neurolytic 
agents  like  alcohol  and  pbenol  used  on  peripheral  nerves 
have  been  disappointing,  since  incomplete  nerve  destruc- 
tion may  cause  painful  neuritis.  They  believe  the  cry- 
oprobe  offers  advantages  over  these  technics.  The  cry- 
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25.  Stoelting,  R.  K.:  Halothane  anesthesia  following  meth- 
oxvflurane  induced  nephrotoxicity,  Anesthesiology  33:  464 
(1970). 

26.  Judson,  J.  A.,  DeJong,  H.  J.,  and  Walmsley,  J.  W.:  Pos- 
sible cross-sensitivity  between  halothane  and  methoxyflurane: 
report  of  a case,  ibid.  35:  527  (1971). 

27.  Lindenbaum,  J.,  and  Leifer,  E.:  Hepatic  necrosis  associ- 
ated with  halothane  anesthesia,  New  England  J.  Med.  268:  525 
(1963). 

28.  Qizilbash.  A.  H.:  Halothane  hepatitis,  Canad.  M.  A.  J.  108: 
171  (1973). 

29.  Holden,  T.  E.,  and  Sherline,  D.  M.:  Hepatitis  and  heptic 
failure  in  pregnancy,  Obst.  & Gynec.  40:  586  (1972). 

30.  Joshi,  P.  H.,  and  Conn,  H.  O.:  The  syndrome  of  meth- 
oxyflurane-associated  hepatitis,  Ann.  Int.  Med.  80:  395  (1974). 

31.  Paronetto,  F.,  and  Popper,  H.:  Lymphocyte  stimulation 
induced  by  halothane  in  patients  with  hepatitis  following  exposure 
to  halothane.  New  England  J.  Med.  283:  277  (1970). 

32.  Rodriguez,  M.,  Paronetto,  F.,  Schaffner,  F.,  and  Popper, 
H.:  Antimitochondrial  antibodies  in  jaundice  following  drug 
administration,  J.A.M.A.  208:  148  (1969). 

33.  Thomas,  F.  B.:  Chronic  aggressive  hepatitis  induced  by 
halothane,  Ann.  Int.  Med.  81:  487  (1974). 


England.  For  closed  application,  the  skin  is  anesthetized 
with  local  anesthetic  and  a SISE  introducer  is  used  to 
create  a track  through  the  tissues,  through  which  the  probe 
is  inserted.  Using  the  stimulator,  a maximum  response 
with  minimum  current  indicates  that  the  tip  is  lying  ad- 
jacent to  the  target  tissue.  A cryolesion  is  then  produced, 
confirmed  by  the  temperature.  Since  the  iceball  cannot 
be  visualized,  temperature  monitoring  is  the  only  check  on 
probe  function,  For  open  application,  the  nerve  is  surgi- 
cally exposed  under  local  or  general  anesthesia  and  the 
cryoprobe  applied  under  direct  vision.  Lloyd,  J.  W., 
Barnard,  J.  D.  W.,  and  Glvnn,  C.  J.:  Lancet  2:  932  (Oct. 
30) 1976 
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Primary  pulmonary  tumors  of  the  paraganglia 
occur  in  two  forms.  The  more  common  are  multiple 
miliary  lesions  discovered  at  autopsy,  usually  in  pa- 
tients with  other  chronic  pulmonary  disorders. 
Much  rarer  are  larger,  solitary  tumors  that  appear  as 
peripheral  coin  lesions  on  chest  roentgenograms.  We 
are  reporting  such  a case  which  we  believe  to  be  only 
the  sixth  of  its  kind. 

Case  report 

An  asymptomatic  49-year-old  white  male  was 
admitted  to  The  New  York  Hospital-Cornell  Medical 
Center  in  January,  1975,  for  evaluation  of  a lung 
nodule  found  on  chest  roentgenogram.  No  abnor- 
malities were  found  on  physical  examination  or  lab- 
oratory studies.  Results  of  skin  tests  for  tubercu- 
losis, histoplasmosis,  and  coccidioidomycosis  were 
nonreactive.  Chest  roentgenograms  and  tomograms 
showed  a well-marginated,  noncalcified  2-cm.  nodule 
in  the  anterior  portion  of  the  left  lobe.  No  satellite 
lesion,  infiltration  of  adjacent  lung  parenchyma,  or 
other  pulmonary  disease  was  seen.  There  was  no 
evidence  of  neoplasm  elsewhere.  The  clinical  diag- 
nosis was  carcinoma  of  the  lung.  Left  scalene-node 
biopsy  was  negative  for  tumor.  At  thoracotomy,  the 
only  finding  was  a 1.5-cm.  mass  in  the  medial  portion 
of  the  left  lower  lobe.  A wedge  biopsy  was  inter- 
preted as  carcinoma  on  frozen  section,  and  a left- 
lower  lobectomy  was  performed.  Paraffin  sections 
were  interpreted  as  paraganglioma  (chemodectoma) 
of  lung.  The  postoperative  course  was  uneventful, 
and  there  was  no  evidence  of  a neoplasm  a year 
later 

* At  present  Intern  at  the  H.  C.  Moffit  Hospital,  University  of 
California,  San  Francisco. 


FIGURE  1.  Photomicrograph  of  tumor.  Polygonal  and 
spindle  cells  with  fairly  uniform  nuclei  and  pale  indistinct 
cytoplasm  form  nests  surrounded  by  delicate  richly  vascular 
fibrous  stroma  (hematoxylin  and  eosin  stain). 


The  tumor  was  a 1.5-cm.,  well-circumscribed 
subpleural  mass,  entirely  confined  to  the  wedge  bi- 
opsy. No  additional  neoplasm  was  found  in  the  rest 
of  the  resected  lobe  or  the  hilar  lymph  nodes.  No 
other  abnormalities  were  detected  grossly  or  micro- 
scopically in  the  pulmonary  parenchyma  or  blood 
vessels. 

Microscopically,  the  tumor  cells  were  arranged  in 
nests  (“Zellballen”)  separated  by  a delicate  fibrous 
stroma  containing  prominent,  thin-walled  vessels 
(Fig.  1).  Pulmonary  veins  were  identified  in  the  fi- 
brous capsule  at  the  periphery  of  the  lesion.  The 
cells  had  fairly  uniform,  small  round  to  oval  nuclei, 
and  a pale  cytoplasm  with  rather  indistinct  borders 
and  without  granules.  Most  of  the  cells  were  poly- 
hedral, but  some  were  spindly.  Bizarre,  pleomorphic 
nuclei  and  mitotic  Figures  were  not  observed.  Wilder 
stain  showed  reticulin  Fibers  around  the  cell  nests  and 
blood  vessels  but  not  around  the  individual  cells  (Fig. 
2).  The  cytoplasm  did  not  stain  with  periodic  acid- 
Schiff  or  argentaffin  (Fontana-Masson)  methods. 

Comment 

The  widespread  occurrence  of  paraganglia  and 
tumors  arising  from  these  structures  is  now  well 
documented.1  Numerous  examples  of  multiple 
small  paragangliomas  or  chemodectomas,  usually  in 
association  with  pulmonary  veins  and  sometimes 
grossly  visible  as  1 to  4-mm.  firm,  miliary  nodules, 
have  been  reported  since  the  description  of  this 
condition  by  Korn  et  al.  in  I960.2  Ichinose,  Hewitt, 
and  Drapanas  in  197 13  found  46  cases,  and  added  10 
of  their  own,  all  of  which  occurred  in  lungs  with  other 
chronic  disorders.  They  interpreted  these  findings 
as  supporting  the  theory  of  Spain4  that  ischemia  re- 
sulting from  pulmonary  embolism  may  have  pro- 
duced nodular  hyperplasia  in  the  normally  incon- 
spicuous pulmonary  paraganglion  cells. 

Solitary  large  paragangliomas  are  much  rarer  le- 
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FIGURE  2.  Photomicrograph  of  tumor.  Reticulin  stain 
showing  staining  of  fibers  around  cell  nests  but  not  around 
individual  cells  (Wilder  reticulin  stain). 


sions,  and  we  have  only  found  three  reports  of  these 
tumors.  Heppleston  in  19585  described  the  first  in 
a 47-year-old  achondroplastic  dwarf  coal  miner  with 
mild  pneumoconiosis  who  had  a steadily  increasing 
opacity  in  the  right  lung,  observed  in  chest  roent- 
genograms over  a six-year  period.  A well-defined 
friable  4 by  3 by  3-cm.  subpleural  mass  at  the  inter- 
lobular fissure  was  shelled  out,  and  the  patient  had 
no  evidence  of  recurrence  three  years  later. 

The  second  case,  reported  by  Fawcett  and  Hus- 
band in  1967, 6 was  a 1.5  cm.  subpleural  mass  from  a 
66-year-old  woman  who  was  found  to  have  the  lesion 
on  a routine  chest  roentgenogram.  The  patient  died 
of  cardiac  arrest  three  days  after  right  upper  lobec- 
tomy, and  no  other  neoplasms  were  found.  Recent 
pulmonary  infarcts  were  presumably  related  to  op- 
eration, and  no  other  chronic  pulmonary  disease  was 
noted.  A third  tumor  of  similar  histologic  appear- 
ance but  unrecorded  size  was  reported  by  Fawcett 
and  Husband6  in  an  addendum.  This  lesion  was 
discovered  in  a routine  roentgenogram  in  a 55-year- 
old  woman. 

The  fourth  and  fifth  instances  of  primary  para- 
gangliomas were  presented  by  Goodman  and  Laforet 
in  1972.7  The  first  of  their  patients  was  a 69-year-old 
woman  with  an  asymptomatic  3-cm.  coin  lesion  dis- 
covered on  roentgenograms  of  the  chest  taken  fol- 
lowing trauma.  There  was  no  other  pulmonary 
disease  observed  when  this  lesion  was  resected. 
There  was  no  evidence  of  recurrence  30  months  later. 
The  second  tumor  was  a 4-cm.  mass  resected  after 
discovery  on  a routine  chest  x-ray  in  a 43-year-old 


woman  without  other  lung  disease.  The  patient  was 
free  of  evident  disease  three  years  later. 

The  paucity  of  reported  cases  may  reflect  difficulty 
in  distinguishing  paragangliomas  from  certain  other 
pulmonary  neoplasms  including  hemangiopericy- 
toma, carcinoid,  tumorlets,  and  metastasis  from  ca- 
rotid body  or  other  extrapulmonary  paraganglioma. 
The  use  of  special  histologic  stains  in  the  differential 
diagnosis  of  paraganglioma  is  fully  described  by 
Glenner  and  Grimley.1  Unlike  multiple  miliary 
paragangliomas,  the  larger  solitary  lesions  are  not 
consistently  associated  with  other  pulmonary  disease, 
and  it  seems  likely  that  these  larger  solitary  tumors 
represent  true  neoplasms  of  paraganglionic  origin, 
whereas  miliary  tumors  (chemodectomatosis)  are 
hyperplastic  reactions  to  thromboembolism  or  other 
chronic  pulmonary  injury.8 

The  absence  of  any  evidence  of  another  tumor  in 
the  lung  or  elsewhere  at  the  time,  or  subsequent  to 
operation,  indicates  that  the  tumor  we  are  reporting 
is  a primary  lesion  rather  than  a metastasis. 

Summary 

A pulmonary  paraganglioma  that  was  seen  as  a 
coin  lesion  on  routine  chest  roentgenogram  was 
successfully  resected.  This  appears  to  be  the  sixth 
known  instance  of  an  extremely  rare  tumor  that 
probably  represents  a true  primary  neoplasm  of 
paraganglion  cells.  In  contrast,  the  more  commonly 
occurring  miliary  paragangliomas  (chemodectomas) 
of  the  lung  are  thought  to  be  hyperplastic  responses 
to  pulmonary  injury. 

The  New  York  Hospital-Cornell  Medical  Center 

525  East  68  Street 
New  York,  N.Y.  10021 
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COLBY  PROCLAIMS 
WOMAN  SUFFRAGE 


Signs  Certificate  of  Ratification 
at  His  Home  Without 
Women  Witnesses. 


Social  Security  Bill  Is  Signet 
Gives  Pensions  to  Aged,  Jo 

Roosevelt  Approves  Message  Intended  to  Benefit  31 i 
Persons  When  States  Adopt  Cooperating  Laws-h 
the  Measure  ‘Cornerstone’of  His  Economic  Pro$ 


(&TQN 


TRUMAN  CLOSES 


WASHINGTON,  Jan.  27, 
1973— “With  the  signing  of 
the  peace  agreement  in 
Paris  today,  and  after  re- 
ceiving a report  from  the 
Secretary  of  the  Army  that 


MILITANTS  VEXED  AT  PRIVACY. 


Wanted  Movies  of  Ceremony, 
But  Both  Factions  Are 


SENATE  APPROVES 
18-YEAR  OLDVOTE 
INALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  Aug 
The  Social  Security  Bill 
a broad  program  of  une 
insurance  and  old  ag< 
and  counted  upon  to  b 
20,000,000  persons,  beef 
day  when  it  was  signe 
dent  Roosevelt  in  the 
those  chiefly  responsib 
ting  it  through 
Mr.  Ro<  jevelt  cal 
“the  co  erstone 


t A i s 


WASHINGTON, March  10, 1 
1971— The  Senate  approve^ 

tl|  todpv  Qd.  to  0 ond  set 
K Ol  A 

W3;;  m 


VTED  NATIONS  CONFEREK 
WITH  PLEA  TO  TRANSLAT 


CHARTER  INTO  DEEDS 


NEW  WORLD  HOPE 


President  Hails  ‘Great 


L-:r* 


* , V : 


ves 


t.v 


L Instrument  of  Peace,’ 
Insists  It  Be  Used 


HISTORIC  LANDMARK 


s Standing 
Executive 
eace  Gain 


"If  we  fail  to  use  it,”  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  'we  shall,  betray  all  of 
those  who  have  died  in  order  that 
we  might  meet  here  in  freedom  and 
safety  to  create  it.’ 

"Jf  we  seek  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations— we 
shall  be  equally  guilty  of  that  be- 
trayal." 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
.sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World 
War,  in  which  he  himself  served, 
seemed  to  give  unconscious  expres- 
sion t©  the  solemn  feeling  of  the 
occasion  when,  at  the  outset  of  his 
speech,  he  interpolated  the  words, 
half  a hope,  half  a prayer: 

"Oh,  wWtf  a great  day  this  c 
be  in  history!*-  * T vc- r-;v  \ 

Just  before  the  plenary  session 
the  Pri-vii.ler.t  ujeompanied  the 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  hts 
or  her  prescription  medications.  One 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated. they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone's  standards. 

The  PMA  endorses  these  goals  and 
will  uvrk  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  ar.d  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
gcxid.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verba!  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How'  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  scxial  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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Bleeding  from  a choroidal  melanoma  was  noted 
in  a patient  during  the  32P  (radioactive  phosphorus) 
uptake  test.  The  procedure  used  for  measuring  32P 
uptake  of  posterior  tumors  has  been  standardized,1 
and  is  being  used  more  frequently;  therefore,  this 
complication  is  noteworthy. 

Case  report 

A 58-year-old  Caucasian  woman  had  no  ocular 
complaints  until  April  of  1974  when  she  noted  an  area 
of  blurred  vision  in  her  left  eye.  She  was  seen  by  an 
ophthalmologist  who  observed  a pigmented  mass  in 
the  posterior  pole  of  the  left  eye  just  above  the  mac- 
ula and  referred  the  patient  to  the  ocular  tumor 
service  at  the  North  Shore  University  Hospital  for 
evaluation. 

Pertinent  past  medical  history  included  a history 
of  a breast  biopsy  in  1962  and  a thyroid  biopsy  in 
1966;  pathology  reports  of  these  revealed  benign 
tumors.  Physical  examination  revealed  a healthy 
patient  with  pertinent  findings  limited  to  the  eyes. 
Visual  acuity  was  best  corrected  to  20/20  in  the  right 
eye  and  20/20  in  the  left  eye.  External  examination, 
biomicroscopy,  tensions  (right  eye  16,  left  eye  15  mm. 
Hg),  and  gonioscopy  tested  out  as  unremarkable. 
Ophthalmoscopy  (indirect  and  fundus  contact  lens) 
of  the  left  eye  revealed  a 5-disk  diameter  (dd)  ele- 
vated pigmented  mass.  No  orange  drusen  were 
noted,  but  there  was  a flat  retinal  detachment  ex- 
tending into  the  fovea.  An  ultrasonogram  revealed 
a 7.5-mm.  diameter  solid  lesion  which  was  4.5  to  5.0 
mm.  high.  Fluorescein  angiographic  findings  were 
consistent  with  choroidal  melanoma  in  that  there  was 

This  study  was  supported  in  part  by  a grant  from  The  Mildred 
Werner  Cancer  League,  (Treat  Neck,  New  York. 


FIGURE  1.  Two  areas  of  hemorrhage.  (A)  Bright  red  on 
dome  of  tumor.  (B)  Darker  red  and  more  localized  at  inferior 
border  of  tumor. 


evidence  of  a double  circulation  and  there  was  late 
“tumor”  staining.  Transillumination  was  at- 
tempted, but  the  mass  was  too  far  posterior  for  ac- 
curate comment.  Infrared  photography  was  con- 
sistent with  choroidal  melanoma.  Thus,  the  patient 
was  scheduled  for  the  radioactive  phosphorus  uptake 
test. 

Forty-eight  hours  prior  to  surgery  the  patient  re- 
ceived 600  microcuries  of  32P  (Phosphotape)  intra- 
venously. General  anesthesia,  halothane,  was  given 
and  the  patient  was  prepared  in  the  usual  fashion. 
After  a 350-degree  peritomy  and  isolation  of  the 
musculus  recti,  the  sclera  in  the  superotemporal 
quadrant  was  cleaned  with  cotton-tipped  applicators. 
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The  periphery  of  the  tumor  is  usually  marked  on  the 
sclera  with  diathermy  marks  made  under  direct  vi- 
sualization using  the  indirect  ophthalmoscope. 
However,  for  this  procedure  a scleral  marker  (Gass) 
was  used  and  the  area  of  the  mark  stained  with 
methylene  blue.  Two  areas  of  hemorrhage  were 
noted  just  after  this  had  been  done.  The  first  area 
noted  was  on  the  dome  of  the  tumor  and  was  bright 
red  (Fig.  1A).  This  spread  in  the  retinal  space.  The 
second  area  of  bleeding  was  at  the  inferior  border  of 
the  tumor  and  appeared  darker  and  more  localized 
(Fig.  IB).  At  the  end  of  the  counting  of  radioactivity 
(270  percent  uptake)  over  the  tumor,  a third  area  of 
bleeding  was  noted  emanating  from  the  nasal  margin 
of  the  tumor.  This  spread  interiorly  over  the  pa- 
pillomacular  bundle,  was  bright  red,  and  appeared 
to  be  retinal. 

Comment 

Various  types  of  intraocular  hemorrhages  secon- 
dary to  a choroidal  melanoma  have  been  described.2-3 
Thus,  it  is  not  surprising  that  a hemorrhage  occurred 
from  a melanoma;  however,  the  fact  that  it  was  iat- 
rogenic is  of  some  import.  Hematogenous  spread  of 
melanoma  cells  can  be  inferred  by  the  rise  in  anti- 
body titer  after  photocoagulation,4  and  can  be  ex- 
pected due  to  the  proximity  and  endothelial  (one-cell 
layer)  separation  of  the  vascular  lakes,  which  contain 
tumor  cells,  and  the  vascular  channels.5  Thus,  it  is 
possible  that  this  complication  may  occur  during  the 
-’P  test.  Careful  delineation  of  the  melanoma  on  the 
sclera  is  essential  for  accurate  probe  placement  in  the 
32P  test.6  Since  we  did  not  use  diathermy  to  mark 
the  sclera,  as  is  our  usual  routine,  we  can  only  suppose 


Short-course  chemotherapy  in  pulmonary 
tuberculosis 

After  a controlled  study  involving  696  patients  with 
positive  tuberculosis  cultures  it  was  concluded  that  treat- 
ment with  rifampicin  plus  isoniazid  for  nine  months, 


that  this  too  might  cause  the  complication.  The 
manipulation  necessary  for  this  procedure  should 
then  be  as  gentle  as  possible.  The  need  for  nonin- 
vasive  techniques  for  tumor  localization  is  high- 
lighted by  this  complication.7 

Conclusion 

Retinal  hemorrhaging  occurred  during  the  ra- 
dioactive phosphorus  uptake  test.  Since  this  may 
result  in  hematogenous  dissemination  of  melanoma 
cells,  gentle  manipulation  is  urged  when  doing  this 
test. 

300  Community  Drive 
Manhasset,  New  York  11030 
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In  the  preantibiotic  era  it  was  generally  well  known 
that  perirenal  infections  would  occasionally  involve 
pleura,  lung  parenchyma,  and,  on  rare  occasions,  even 
the  bronchi  with  formation  of  nephrobronchial  fis- 
tulas. Except  for  casual  references  to  the  potential 
thoracic  complications  of  perinephric  abscesses  in 
occasional  publications,  there  is  a striking  absence 
of  such  reports  in  the  more  recent  medical  literature. 
In  the  last  review  of  the  literature  on  the  subject  of 
nephrobronchial  fistulas  by  Nesbit  in  1937, 1 the  au- 
thor reported  6 such  cases,  bringing  to  a total  of  11 
the  number  of  cases  recorded  in  the  world  literature. 
It  is  noteworthy  that  none  of  these  cases  was  dem- 
onstrated prior  to  surgery  or  to  postmortem  exami- 
nation. 

In  1964  Emmett,2  in  his  textbook  Clinical  Urog- 
raphy, illustrated  his  discussion  of  the  complications 
of  perirenal  infections  with  one  case  of  a nephro- 
bronchial fistula  demonstrated  by  sinographic 
findings.2  In  1970  Gordonson  and  Sargent3  de- 
scribed a patient  with  broncholithiasis  resulting  from 
a nephrobronchial  fistula  that  remained  undetected 
until  the  postmortem  studies. 

The  purpose  of  this  report  is  to  describe  a case  of 
nephrobronchial  and  nephrocutaneous  fistulas 
demonstrated  sinographically  in  a patient  with 
complicated  perinephric  abscess  resulting  from 
nephrolithiasis  with  chronic  atrophic  pyelonephritis. 
The  case  is  of  some  further  interest,  having  been 
evaluated  angiographically  prior  to  surgery. 

Case  report 

The  patient,  a 60-year-old  white  female,  was  ad- 
mitted to  the  Lutheran  Medical  Center  complaining 
of  pain  on  the  left  flank  and  a draining  left-flank 
sinus  three  years  after  having  undergone  an  incision 
and  drainage  for  the  same  problem  at  another  insti- 
tution. The  patient  denied  having  any  respiratory 
or  systemic  symptoms. 

Pertinent  laboratory  findings  included  a leuko- 
cytosis of  19,000  with  a shift  to  the  left,  pyuria,  trace 
albuminuria,  and  microscopic  hematuria.  Urine 


FIGURE  1 . Posteroanterior  (PA)  chest  film  shows  left  basilar 
infiltration  with  obscuration  of  silhouette  of  left  hemidia- 
phragm  and  mild  pleural  reaction. 

cultures  were  negative  for  active  growth.  Smear  and 
culture  of  the  sinus  tract  exudate  revealed  the  pres- 
ence of  Proteus  mirabilis.  Sputum  cultures  revealed 
the  presence  of  Diplococcus  pneumoniae  and  alpha 
hemolytic  streptococcus.  All  smears  and  cultures  for 
acid-fast  bacilli  and  fungi  were  normal. 

The  chest  film  showed  a left  lower  lobe  infiltration 
with  pleural  reaction  (Fig.  1).  An  intravenous  uro- 
gram showed  that  the  left  kidney  was  not  functioning 
(Fig.  2).  The  left  kidney  contained  a “staghorn” 
calculus,  and  the  left  renal  and  psoas  shadows  were 
obliterated.  Some  increased  soft-tissue  density  in 
the  left  suprarenal  area,  along  with  a slight  axial 
rotation  of  the  “staghorn”  calculus,  raised  suspicion 
regarding  a possible  suprarenal  mass. 

An  abdominal  angiogram  showed  a hypoplastic  left 
renal  artery  and  severe  corticomedullary  atrophy  of 
the  left  kidney.  Splayed  and  hypertrophied  capsu- 
lar, lumbar,  suprarenal,  and  intercostal  arteries 
supplied  a rich  network  of  inflammatory  neovessels 
embedded  in  a diffuse  perirenal  and  subphrenic  in- 
flammatory mass  encasing  the  atrophic  left  kidney 
(Fig.  3). 

Instillation  of  a water-soluble  contrast  agent  into 
the  sinus  tract  in  the  patient’s  left  flank  revealed  that 
the  sinus  tract  communicated  directly  with  the  per- 
irenal space  and  the  hydronephrotic  pelvocalyceal 
system  of  the  left  kidney.  This  fistula  in  turn  ex- 
tended superiorly  into  irregularly  loculated  peri- 
splenic and  subphrenic  spaces  leading  eventually 
through  the  diaphragm  to  form  fistulous  communi- 
cations with  basal  segmental  bronchi  (Fig.  4). 

The  preoperative  diagnosis  was  nephrobronchial 
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FIGURE  2.  Intravenous  urogram  shows  ‘staghorn"  calculus 
in  nonfunctioning  kidney.  Left  renal  and  psoas  shadows 
obliterated  as  characteristically  seen  in  perinephric  inflam- 
matory disease.  Note  axial  rotation  of  calculus  resulting  from 
mass  effect  caused  by  suprarenal  extension  of  abscess. 

fistula  and  nephrocutaneous  fistula  secondary  to  an 
extensive,  chronic  perirenal  abscess  presumably  re- 
sulting from  nephrolithiasis  with  chronic  obstructive 
pyonephrosis  and  atrophic  pyelonephritis. 

The  patient  underwent  a surgical  exploration. 
Through  a standard  subcostal  incision  on  the  left  side 
the  cutaneous  fistula  was  excised.  There  was  ad^ 
herent  fibrous  tissue  throughout  the  posterior  ex- 
traperitoneal  space.  Gerota’s  fascia  was  found  to  be 
transformed  into  dense  fibrous  adhesions.  The  en- 
tire renal  and  perirenal  inflammatory  mass  was  re- 
sected en  bloc.  The  bronchial  aspect  of  the  complex 
fistula  was  left  to  close  spontaneously. 

Pathologic  studies  confirmed  the  presence  of  an 
atrophic  chronic  pyelonephritis  and  chronic  peri- 
nephritis with  extensive  perinephric  fibrosis. 

Comment 

Most  perinephric  abscesses  are  secondary  to  renal 
infections.  The  underlying  conditions  are  variable 
and  include  pyelonephritis,  cortical  abscesses,  pyo- 
nephrosis, with  or  without  nephrolithiasis,  and  on 
occasion  renal  tuberculosis.  When  confined  by  the 
renal  fascia,  the  inflammatory  process  is  often  in- 
sidious and  may  remain  clinically  occult.  When  se- 
vere, the  perirenal  infection  may  disrupt  the  nor- 


FIGURE  3.  Abdominal  angiogram  demonstrates  hypoplastic 
left  renal  arteries  supplying  atrophic  kidney.  Splayed  and 
enlarged  capsular  (open  arrows),  lumbar  (curved  arrows),  and 
intercostal  (straight  arrows)  arteries  delineate  extent  of  ex- 
traperitoneal  involvement.  Network  of  fine,  tortuous,  and 
homogeneous  neovessels  seen  in  subphrenic  and  perisplenic 
spaces,  and  participation  of  lower  thoracic  arteries  denotes 
extensive  subphrenic  involvement. 

mally  confining  renal  fascia,  and  will  then  generally 
spread  to  involve  adjacent  anatomic  structures,  re- 
sulting in  one  or  more  of  the  several  recognized 
complications  of  this  disease  entity.  Some  of  the 
more  significant  complications  include  involvement 
of  adjacent  organs,  including  the  duodenum  and 
colon.4’5  The  diaphragm  and  its  overlying  thoracic 
structures  are  also  vulnerable.  The  rare  and  curious 
complication  of  a nephrobronchial  fistula  is  the  end 
result  of  extension  of  the  inflammatory  process  into 
the  subphrenic  space  and  through  the  diaphragm  to 
involve  intrathoracic  structures. 

The  nature  of  the  complications  of  perirenal  in- 
fections depends  to  a great  extent  on  the  anatomic 
relationships  of  the  posterior  extraperitoneal  space. 
The  adjacency  of  the  proximal  left  colon  and  the 
duodenum  to  the  perirenal  spaces  explains  their  oc- 
casional involvement.  The  extension  of  the  in- 
flammatory process  through  the  diaphragm  is  ex- 
plained clearly  by  the  anatomic  description  given  by 
Evans,  Meyers,  and  Bosniak6  who  noted  that  the 
superior  extensions  of  the  anterior  and  posterior 
renal  fascial  layers  become  firmly  fixed  to  each  other 
above  the  suprarenal  glands  and  to  the  diaphrag- 
matic fascia.  The  authors  further  point  out  that  the 
lines  of  fusion  of  the  renal  fascial  planes  tend  to  direct 
the  dissection  of  exudate  within  the  retroperitoneal 
compartment.  It  is  clear,  therefore,  why  the  occur- 
rence of  thoracic  complications  in  perinephric  ab- 
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FIGURE  4.  Contrast  sinogram  reveals  nephrobronchial 
fistula.  Note  complex  perinephric  abscess  outlined  by 
contrast  material.  Abscess  extends  into  renal  collecting 
system  (straight  arrow),  subphrenic  space  (curved  arrow), 
and  finally  into  thorax  communicating  with  basal  segmental 
bronchi  (white  arrows). 

scess  disease  is  not  in  itself  that  uncommon.  Nesbit,7 
in  reviewing  264  cases  of  perinephric  abscesses,  re- 
ported an  incidence  of  16.5  percent  pulmonary 
complications  including  irritation  of  the  diaphragm, 
inflammatory  infiltration  in  the  lung  bases,  minimal 
pleuritis,  frank  pleural  effusions,  and  even  medias- 
tinitis.  One  or  more  of  these  nonspecific,  radio- 
graphically demonstrated  changes  were  present  in 
most  of  the  previously  reported  cases  of  perinephric 
abscess  with  nephrobronchial  fistula.  In  only  one 
case  other  than  the  case  described  here  was  the  fis- 
tula itself  outlined  radiographically  by  contrast  si- 
nography.2 

The  occurrence  of  respiratory  symptoms  in  a pa- 
tient with  known  or  suspected  perirenal  infection 
should  raise  suspicions  regarding  the  possibilities  of 
a nephrobronchial  fistula.  In  the  absence  of  an  overt 
cutaneous  sinus  tract  accessible  to  the  instillation  of 
opaque  contrast  material,  and  since  in  most  cases  the 
fistula  will  be  inaccessible  to  opacification  by  retro- 
grade pyelography,  thought  should  be  given  to  se- 


lective bronchographic  examination  of  the  basal-lung 
segments  in  attempting  to  delineate  the  suspected 
fistula. 

Most  authors  who  have  written  on  the  subject  of 
angiographic  analysis  in  perirenal  inflammatory 
disease  have  concluded  that  although  characteristic 
findings  may  at  times  be  revealed,  typical  angio- 
graphic changes  do  not  exist,  since  the  differences 
from  those  encountered  in  renal  neoplasms  are  too 
subtle  to  be  diagnostic.8’9  As  shown  by  Caro,  Meisell, 
and  Held,10  even  epinephrine-enhanced  angiographic 
revelations  may  be  misleading.  Nevertheless,  by 
demonstrating  extension  of  the  inflammatory  process 
into  the  subphrenic  space  and  participation  of 
phrenic,  intercostal,  or  other  lower  thoracic  vessels 
in  the  arterial  supply  to  the  inflammatory  mass,  ab- 
dominal angiographic  study  in  perirenal  abscess 
disease  may  be  useful  in  stimulating  interest  in  a 
closer  search  for  a nephrobronchial  fistula. 


Summary 


This  is  the  second  case  reported  since  1900  of  a 
sinographically  demonstrated  nephrobronchial  fis- 
tula secondary  to  a perinephric  abscess.  Thoracic 
complications  of  perinephric  abscess  are  not  un- 
common, and  serious  consideration  should  be  given 
to  the  possible  presence  of  the  admittedly  more  rare 
thoracic  complication  of  nephrobronchial  fistula  in 
all  patients  with  perirenal  infections;  this  is  impor- 
tant particularly  in  those  patients  with  lower-respi- 
ratory symptoms  and  signs,  or  pertinent  abnor- 
malities recorded  on  conventional  chest  radiographs. 
The  authors  have  discussed  the  role  of  contrast  ra- 
diographic studies,  including  angiography,  in  the 
evaluation  of  these  patients. 
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Smooth-muscle  tumors  of  veins  are  rare  clinical 
entities  and  when  found  have  heretofore  proved  to 
be  leiomyosarcomas  without  exception.  This  is  the 
first  documented  case  report  of  a benign  smooth- 
muscle  tumor,  leiomyoma,  originating  in  the  external 
iliac  vein.  Its  benign  nature  has  been  confirmed  by 
the  Armed  Forces  Institute  of  Pathology  and  by 
clinical  follow-up. 

Case  report 

A 49-year-old  active  man  was  admitted  to  the  Al- 
bany Veterans  Administration  Hospital  with  a 10- 
day  history  of  swelling  in  the  right  leg.  Six  months 
prior  to  this  admission  he  had  experienced  a similar 
episode  for  which  he  was  admitted  to  another  hos- 
pital. At  that  time,  this  was  diagnosed  as  iliofemoral 
venous  thrombosis  and  treated  with  bed  rest,  leg  el- 
evation, and  crystalline  sodium  warfarin  (Couma- 
din), with  clinical  remission.  No  venograms  were 
done  and  no  other  disease  was  discovered.  There 
was  no  history  of  trauma,  surgery,  or  any  other 
underlying  cause. 

On  our  examination  the  whole  right  leg  was  mod- 
erately swollen,  with  pitting  edema,  warm,  non- 
tender, and  slightly  discolored.  Normal  femoral 
pulses  were  present  bilaterally.  Abdominal  exami- 
nation revealed  an  immobile,  nontender,  nonpulsatile 
mass  in  the  right  lower  quadrant  approximately  10 
cm.  in  diameter.  Laboratory  data  including  elec- 
trolytes, enzymes,  and  hematologic  profile  were 
within  normal  limits. 

Plain  films  of  the  abdomen  showed  a calcific  den- 
sity in  the  right  lower  quadrant,  and  a right  femoral 
venogram  showed  occlusion  at  the  level  of  the  ex- 
ternal iliac  vein.  Transfemoral  venous  catheter- 
ization from  the  left  side,  with  retrograde  injection 
of  the  right  common  iliac  vein,  showed  that  the  ex- 


FIGURE  1.  Retrograde  injection  of  right  common  iliac  vein. 
External  iliac  vein  narrows  sharply  into  calcified  mass. 


ternal  iliac  vein  was  patent  in  its  upper  part  but 
narrowed  sharply  into  the  calcified  mass  (Fig.  1).  A 
right  femoral  arteriogram  displayed  well-marked 
neovascularity  in  the  right  lower  quadrant  within  a 
sharply  circumscribed  mass  (Fig.  2).  There  was  no 
compromise  of  the  external  iliac  artery  except  for 
slight  displacement.  The  hypogastric  artery  was  the 
source  of  arterial  supply  to  the  tumor. 

On  exploration  in  August,  1973,  the  hard,  encap- 
sulated mass  was  found  in  the  retroperitoneal  space 
of  the  right  iliac  fossa.  The  iliac  artery  was  inti- 
mately adherent  to  it  and  could  not  be  freed  without 
incision  into  the  mass.  There  were  no  other  signs  of 
local  extension  or  metastatic  spread.  An  en  bloc 
resection  of  the  mass  was  carried  out,  including  the 
right  external  iliac  and  common  femoral  vein  and 
right  external,  internal  iliac,  and  common  femoral 
arteries.  An  8-mm.  Dacron  graft  was  used  to  replace 
the  artery.  No  venous  reconstruction  was  attempted 
because  of  occlusion  of  the  femoral  veins. 

The  postoperative  course  was  unremarkable,  and 
the  patient  did  well  with  only  minimal  swelling  of  the 
right  leg  after  exercise.  Four  years  later  there  was 
no  evidence  of  recurrence  of  metastatic  disease. 

Pathology 

The  mass  was  a well-circumscribed  encapsulated 
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FIGURE  2.  Right  femoral  artery  injection.  (A)  Well-marked  neovascularity  from  hypogastric  artery.  (B)  With  pronounced 
tumor  blush. 


FIGURE  3.  Photograph  of  specimen  showing  uninvolved 
artery  surrounded  by  tumor  with  thrombus  in  external  iliac 
vein. 


FIGURE  4.  Typical  histologic  appearance  of  tumor  mass. 


ovoid  tumor  measuring  6 by  5 by  4 cm.  (Fig.  3).  The 
tumor  arose  from  the  wall  of  the  external  iliac  vein 
and  protruded  sharply  into  the  lumen.  The  artery 
was  found  to  he  adherent  to  the  surface  of  the  mass 
hut  encased  in  fibrous  tissue  only.  Histologic  sec- 
tions showed  a preponderance  of  elongated  cells  with 
blunt-ended  nuclei  growing  in  interlacing  cords  with 
small  vascular  spaces  (Fig.  4).  There  were  areas  of 
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degenerative  change  with  hyalinization.  These 
features  were  consistent  with  a cellular  leiomyoma, 
and  the  diagnosis  has  been  confirmed  by  the  Armed 
Forces  Institute  of  Pathology. 

Comment 

A comprehensive  report  on  the  subject  of 
smooth-muscle  tumors  of  blood  vessels  was  pre- 
sented by  Kevorbian  in  1973.*  The  most  common 
sites  in  order  of  frequency  are  inferior  vena  cava, 
pulmonary  and  other  systemic  arteries,  followed  by 
peripheral  veins.  These  tumors  are  usually  found 
on  exploration  and  are  diagnosed  postoperatively 
after  excision.  All  the  tumors  of  veins  thus  far  re- 
ported have  been  leiomyosarcomas.  Tumors  above 

* Kevorbian,  J.,  and  Conto,  J.  P.:  Leiomyosarcomas  of  large 
arteries  and  veins.  Surgery  73:  39  (1973). 


Independence  for  older  persons 
urged  by  American  Medical  Association 

The  American  Medical  Association  has  called  for  a na- 
tional policy  toward  the  aged  that  will  keep  them  out  of 
institutions  as  long  as  possible,  keep  them  working  and 
contributing  to  society,  and  maximize  their  continued  in- 
dependence. 

“The  one  thing  most  usually  found  as  a common  de- 
nominator among  aged  people  is  an  interest  in  life,  the 
desire  to  continue  living  an  active  and  useful  existence 
among  other  people,”  James  H.  Sammons,  M.D.,  executive 
vice  president  of  AMA  declared. 

The  medical  profession  strongly  encourages  the  devel- 
opment of  expanded  home  health  care  services,  including 
both  the  strictly  health-care  segments  of  that  program  and 
the  more  general  homemakers’  and  meals-on-wheels  type 
of  service.  Physicians  would  recommend  use  of  services 
for  their  patients  if  adequate  services  were  available,  Dr. 
Sammons  said. 

In  a communication  to  U.S.  Senator  Lawton  Chiles  (D., 
Fla.)  of  the  Senate’s  Special  Committee  on  Aging,  Dr. 
Sammons  said  that  it  is  “a  myth  that  the  aged  are,  as  a 
group,  fragile,  isolated,  and  despairing,  and  are  merely 


5 cm.  in  size  have  almost  always  proved  to  be  highly 
malignant,  but  smaller  tumors  appear  to  have  re- 
duced malignant  potential.  This  is  the  first  reported 
case  of  a smooth-muscle  tumor  of  the  great  veins 
which  was  benign  as  judged  both  by  histologic  ap- 
pearance and  lack  of  local  recurrence  or  distant 
spread  after  an  interval  of  four  years.  This  case  also 
demonstrates  the  increasingly  accurate  information 
on  the  nature,  position,  and  anatomic  involvement 
of  retroperitoneal  tumors  which  is  made  available  by 
angiography.  These  data  enabled  careful  preoper- 
ative planning  and  smooth  execution  of  the  tumor 
removal. 

Veterans  Administration  Hospital 
Vascular  Surgery  Service 
Albany,  New  York  12208 
(DR.  KARMODY) 


waiting  the  inevitable.” 

He  cited  recent  surveys  indicating  that  only  12  percent 
of  older  people  complain  of  loneliness,  only  seven  percent 
feel  unneeded,  and  only  six  percent  believe  they  do  not 
have  adequate  activities  to  fulfill  their  lives.  Physical 
health  is  better  than  generally  believed.  They  generally 
function  with  reasonable  independence  in  the  community. 
Eighty-two  percent  have  no  limitation  in  their  mobility  and 
only  5 percent  are  confined  to  the  home. 

“Many  of  those  persons  over  age  65  are  very  much  like 
those  under  age  65 — they  are  active  and  alert  and  desire 
to  participate  in  community  life.” 

Medicare  provides  billions  of  dollars  in  hospital  care  for 
the  aged,  both  needy  and  non-needy,  and  pays  for  physi- 
cians services,  limited  home  health  care,  and  nursing  home 
care.  Yet  most  older  persons  need  only  a little  help — 
assistance  in  personal  shopping  or  someone  to  prepare  an 
occasional  hot  meal — and  these  small  needs  are  sometimes 
the  hardest  to  meet,  Dr.  Sammons  said. 

The  AMA  also  recommended  modification  of  tax  laws 
to  encourage  more  family  support  of  the  needy. 
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The  central  role  of  the  spleen  in  the  pathogenesis 
of  ITP  (idiopathic  thrombocytopenic  purpura)  is  now 
well  established.  The  spleen  has  been  shown  to  be 
significantly  involved  in  the  destruction  of  the  im- 
munologically  altered  platelets  as  well  as  being  a site 
of  antiplatelet  antibody  production  in  this  disor- 
der. 1-3  High-dose  corticosteroid  therapy  remains 
a mainstay  for  inducing  a remission  in  the  adult  with 
this  disease.  Corticosteroids  have  been  shown  to 
inhibit  sequestrat  ion  and  destruction  of  platelets  in 
ITP.1  Functional  asplenia  is  a recognized  entity 
associated  with  certain  underlying  disorders.4  De- 
scribed here  is  a patient  with  the  combination  of  ITP 
and  functional  asplenia  while  on  high-dose  cortico- 
steroids. Concomitant  with  remission  of  the  ITP 
and  discontinuance  of  steroid  therapy,  splenic 
function  returned. 

Case  report 

A 48-year-old  Caucasian  female  was  in  good  health 
until  10  days  before  admission  to  the  Albany  Medical 
Center  Hospital  (AMCH)  in  December,  1973,  at 
which  time  she  developed  epistaxis,  bleeding  gums, 
petechiae,  and  ecchymoses  over  her  breasts,  abdo- 
men, and  extremities.  Four  days  before  admission 
a platelet  count  of  15,000  per  cubic  millimeter  was 
obtained.  A bone-marrow  aspiration  was  performed 
and  oral  prednisone,  90  mg.  a day,  was  started. 
There  had  been  no  infections  in  the  past  several 
months  or  any  use  of  medications  in  the  past  one 
month.  Twenty-one  years  earlier  an  exploratory 
laparotomy  had  been  performed  at  another  hospital 

* Present  address:  Hematology  Division,  Philadelphia  Naval 
Regional  Medical  Center,  Philadelphia,  Pennsylvania. 


FIGURE  1.  Peripheral  blood  smear  during  first  hospitali- 
zation showing  Howell-Jolly  bodies  and  target  cells  (Wright’s 
stain,  original  magnification  X 2,000). 


for  ovarian  cysts,  but  an  intrauterine  pregnancy  was 
discovered.  There  was  no  history  of  bowel  disease, 
no  symptom  of  malabsorption,  or  increased  incidence 
or  severity  of  bacterial  infections. 

Physical  examination  disclosed  an  obese,  mid- 
dle-aged female  with  ecchymoses  on  her  abdomen 
and  petechiae  on  her  extremities.  The  rest  of  the 
examination  was  unremarkable. 

Laboratory  data  showed  a hematocrit  of  36.5,  he- 
moglobin of  12.3  Gm.  per  100  ml.,  normal  red-cell 
indices,  white  blood-cell  count  of  15,700  per  cubic 
millimeter,  with  a normal  white  blood-cell  differen- 
tial, direct  platelet  count  by  phase  microscopy  of 
2,000  per  cubic  millimeter,  and  reticulocytes  4 per- 
cent. The  Wright-Giemsa-stained  blood  smear 
showed  markedly  reduced  platelets;  the  rare  platelets 
present  were  abnormally  large.  Red-cell  morpho- 
logic evidence  was  abnormal,  with  target  cells, 
Howell-Jolly  bodies,  rare  basophilic  stippling,  and 
Pappenheimer  bodies  (Fig.  1).  Prothrombin  time, 
serum  creatinine,  lactic  acid  dehydrogenase  (LDH), 
serum  glutamic  oxaloacetic  (SGOT),  bilirubin,  serum 
folate,  and  B12  levels  were  all  normal.  Stools  for 
occult  blood  were  negative  for  bacteria.  Lupus  er- 
ythematosus preparations,  fluorescent  antinuclear 
antibodies  (ANA),  and  direct  and  indirect  Coombs’ 
test  findings  were  normal.  Serum  iron  was  45  and 
total  iron-binding  capacity  336  nanograms  per 
deciliter.  Hemoglobin  electrophoresis  with  assay  of 
hemoglobin  A2  was  within  normal  limits.  The 
bone-marrow  aspirate  showed  slightly  increased 
numbers  of  normal-appearing  megakaryocytes  and 
erythrocytic  hyperplasia,  with  the  rest  of  the  marrow 
normal  in  appearance.  Antiplatelet  antibodies  were 
positive  by  tests  to  be  described  in  the  methods  and 
results  section.  A conventional  "Tc(technetium)- 
-sulfur  colloid  liver-spleen  scan  demonstrated  no 
visualization  of  the  spleen  (Fig.  2).  A 51Cr(chrom- 
ium)-labeled  heat-damaged  red  blood-cell  scan,  as 
described  in  the  methods  and  results  section,  also 
showed  no  visualization  of  the  spleen. 
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FIGURE  2.  Initial  "Tc-sulfur  colloid  liver-spleen  scan 
showing  absence  of  splenic  uptake. 


She  was  treated  with  prednisone,  80  mg.  orally 
daily,  or  its  equivalent  in  methvlprednisolone,  with 
a gradual  rise  in  platelets  over  the  next  three  weeks 
(Fig.  3).  Ferrous  sulfate  treatment  was  also  added. 
She  was  discharged  on  the  33rd  hospital  day  with  a 
normal  platelet  count.  Methylprednisolone,  8 to  32 
mg.  a day,  was  required  over  the  next  11  months  to 
maintain  a normal  platelet  count.  Seven  months 
after  discharge,  she  was  hospitalized  at  an  outside 
hospital  for  what  was  diagnosed  as  pneumonia. 

She  was  readmitted  November  11,  1974,  to  this 
hospital  because  of  a three-month  history  of  pro- 
gressive shortness  of  breath,  lower-extremity  edema, 
and  a 55-pound  weight  gain.  On  physical  examina- 
tion, blood  pressure  and  temperature  were  normal, 
with  a pulse  of  120  and  regular,  and  respirations  24 
per  minute.  Cardiopulmonary  examination  tested 
out  normal,  except  for  a regular  rapid  heart  rate. 
Massive  edema  of  the  lower  extremities  extending  to 
the  groins  was  present.  Sigmoidoscopy  revealed 
bleeding  internal  hemorrhoids.  The  rest  of  the  ex- 
amination was  unremarkable. 

Laboratory  tests  showed  a hematocrit  of  35,  he- 
moglobin 11.4  Gm.  per  100  ml.,  white  blood-cell  count 
9,200  per  cubic  millimeter,  with  a normal  white 
blood-cell  differential,  direct  platelet  count  158,000 
per  cubic  millimeter,  and  the  peripheral  blood  smear 
showed  a normal  red  blood-cell  morphologic  condi- 
tion without  Howell-Jolly  bodies,  target  cells,  or 
Pappenheimer  bodies.  Urinalysis  showed  4-plus 
albuminuria,  red  blood  cells  0 to  1,  no  casts,  serum 
albumin  2.1  Gm.  per  100  ml.,  blood  urea  nitrogen  9, 
serum  creatinine  0.6  percent,  and  cholesterol  343  mg. 
per  100  ml.  A 24-hour  urine  specimen  contained  15.5 
Gm.  of  protein.  Clotting  studies,  antinuclear  anti- 
bodies, LE  preparations,  and  rheumatoid  arthritis 
(RA)  antigen  tested  out  normal,  as  did  the  anti- 
platelet antibody  discussed  in  methods  and  results. 
A "mTc-sulfur  colloid  liver-spleen  scan  showed 
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FIGURE  3.  Course  of  patient’s  platelet  response  to  corti- 
costeroid therapy. 
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FIGURE  4.  Liver-spleen  scan  during  second  hospitalization 
showing  uptake  in  spleen. 


splenic  uptake  with  a small-sized  spleen  (Fig.  4).  A 
"Tc-macroaggregated  albumin  lung  scan  strongly 
suggested  bilateral  pulmonary  emboli.  Abdominal 
x-ray  films  showed  bilateral  massively  enlarged 
kidneys.  An  inferior  venacavogram  revealed  ex- 
tensive thrombosis  of  the  entire  vena  cava,  with 
thrombosis  of  both  renal  veins.  Selective  pulmonary 
arteriograms  showed  bilateral  pulmonary  emboli.  A 
celiac  angiogram  demonstrated  a normal-sized  and 
normal-appearing  spleen.  Renal  arteriographic 
examination  showed  a normal-appearing  renal  ar- 
terial system. 

Diagnoses  of  nephrotic  syndrome  secondary  to 
bilateral  renal  vein  and  inferior  vena  cava  thrombosis 
of  unknown  etiology  with  pulmonary  emboli  were 
made,  and  the  patient  was  begun  on  a continuous 
heparin  intravenous  drip.  Methylprednisolone  was 
stopped  on  admission,  with  the  platelet  count  re- 
maining normal  throughout  her  hospitalization.  On 
this  therapy,  she  lost  36  pounds  in  weight,  and  the 
24-hour  urinary  protein  decreased  from  15.5  to  5.1 
Gm.  over  the  next  month.  She  was  discharged  on 


December  1977/New  York  State  Journal  of  Medicine  2283 


sodium  warfarin  (Coumadin).  The  patient  required 
further  therapy  for  chronic  ITP,  and  was  put  on 
prednisone  and  azathioprine  (Imuran).  Her  general 
condition  precluded  splenectomy. 

Method  and  results 

The  patient’s  serum,  obtained  shortly  after  the 
first  hospital  admission  December,  1974,  was  tested 
for  antiplatelet  antibodies  by  the  platelet  factor-3 
immunoinjury  technique  of  Karpatkin  et  al.5  The 
-test  result  was  positive  for  an  antiplatelet  antibody 
in  a significant  titer  of  1:8.  Control  sera  were  normal. 
Incubation  of  the  patient’s  purified  ammonium  sul- 
fate-precipitated globulin  with  rabbit  antihuman  IgG 
^(immunoglobulin  G)  antibody  prior  to  antiplatelet 
antibody  testing  produced  a normal  result.  This 
confirmed  the  existence  of  an  IgG  antiplatelet  anti- 
body in  the  patient’s  serum.5  Serum  from  the  sec- 
ond hospitalization  of  November,  1974,  tested  by  the 
same  technique,  showed  no  antiplatelet  antibody  to 
be  present.  Our  coagulation  laboratory  has  had 
considerable  experience  over  the  past  five  years  with 
this  procedure.  Over  450  assays  have  been  per- 
formed with  results  in  ITP  patients  comparable  to 
those  of  Karpatkin  et  al.5 

A CR51-labeled  heat-damaged  red  blood-cell 
spleen  scan  was  performed  during  the  first  hospi- 
talization6; 100  microcuries  of  Cr51  bound  to  the  pa- 
tient’s own  heat-treated  red  cells  were  given  intra- 
venously. There  was  no  visualization  of  the  spleen, 
with  poor  visualization  of  the  liver. 

Comment 

The  diagnostic  criteria  for  ITP  were  met  in  this 
patient  by  demonstration  of  marrow  platelet  pro- 
duction, exclusion  of  other  causes  of  thrombocyto- 
penia, identification  of  an  antiplatelet  antibody  of 
the  IgG  immunoglobulin  class,  and  response  to  cor- 
ticosteroids. Functional  asplenia  was  established 
by  the  typical  peripheral  blood  picture  of  hypo- 
splenism,  radiologic  demonstration  of  the  spleen  by 
arteriogram,  and  two  different  radioisotopic  studies 
showing  absence  of  splenic  function.4  Her  functional 
asplenia  was  not  associated  with  diseases  in  which 
either  it  or  acquired  hyposplenia  have  been  found. 
These  include  congenital  heart  disease,7  adult  celiac 
disease,  malnutrition,  ileitis,  lymphomas  of  the  small 
bowel,8  hemoglobinopathies,9’10  ulcerative  colitis,11 
thorium  dioxide  (Thorotrast),4  dermatitis  herpeti- 
formis,12 splenic  transposition,  and  reticulum  cell 
sarcoma.4  The  normal  splenic  arteriogram  ruled  out 
multiple  or  massive  splenic  infarction. 

A direct  relationship  among  the  activity  of  the 
ITP,  corticosteroid  therapy,  and  hyposplenism 
seemed  to  exist  in  this  case.  With  remission  of  the 
ITP  and  discontinuance  of  the  steroids,  splenic 
function  returned. 

The  spleen  has  been  shown  to  he  the  major  site  of 
platelet  destruction,'1  and  also  an  important  organ  of 
antiplatelet  antibody  production  in  ITP.1’2 


McMillan  et  al.1  have  shown  increased  in-vitro 
platelet  phagocytosis  by  leukocytes  from  spleens  in 
ITP  patients.  This  is  additional  in-vitro  evidence 
for  the  spleen  as  the  site  of  platelet  destruction  in 
ITP.  With  corticosteroid  therapy,  this  same  phag- 
ocytosis decreases.  Steroids  may  specifically  inhibit 
IgG  and  complement  receptors  on  mononuclear 
phagocytic  cells.13  The  antibody-coated  platelets 
are  thus  not  “recognized”  and  destroyed  in  their 
passage  through  the  spleen  in  the  steroid-treated 
patient  with  ITP. 

Evidence  for  functional  asplenia  correlated  with 
steroid  treatment,  but  also  corresponded  to  the  ac- 
tivity of  the  ITP.  A relationship  between  absent 
splenic  function  and  the  autoimmune  nature  of  ITP 
should  be  considered.  Hyposplenism  has  been  noted 
in  other  autoimmune  disorders,  and  it  has  been 
suggested  that  the  autoimmune  process  may  be  re- 
sponsible for  hyposplenism  in  these  disease  states.11 
Alternatively,  the  spleen  could  have  been  so  occupied 
by  platelet  destruction  that  the  usual  “culling”  and 
“pitting”  functions  were  in  abeyance.  The  antigenic 
“load”  of  the  antibody-coated  platelets  may  have 
interfered  with  the  spleen’s  pitting  function  in  re- 
moving Howell-Jolly  bodies  and  splenic  radiocolloid 
uptake. 

Although  high-dose  corticosteroid  therapy  does 
inhibit  macrophage  function,  it  has  not  been  associ- 
ated with  the  blood  picture  of  asplenia,  with  de- 
creased splenic  uptake  of  radiocolloids,  or  with 
heat-damaged  red  cells.  Because  of  the  evidence  for 
asplenia,  this  patient  was  denied  the  benefit  of 
splenectomy  early  in  the  course  of  her  disease  when 
she  was  a better  surgical  candidate.  Recognition  of 
functional  asplenia  is  of  upmost  importance  in  ITP 
and  in  other  disorders  where  therapeutic  splenecto- 
my is  indicated.  Both  ITP  and  high-dose  cortico- 
steroid therapy  should  be  added  to  the  list  of  etiologic 
conditions  associated  with  or  possibly  causing  func- 
tional asplenia. 

Summary 

Described  here  is  a patient  with  antibody-positive 
immunologic  ITP  (idiopathic  thrombocytopenic 
purpura)  who,  while  on  high-dose  corticosteroid 
therapy,  developed  functional  asplenia.  Splenic 
function  returned  with  remission  of  the  ITP  and 
discontinuance  of  the  corticosteroids.  Both  ITP  and 
high -dose  corticosteroid  therapy  should  be  added  to 
the  list  of  possible  causes  associated  with  functional 
asplenia. 
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Few gain  work  capacity 
after  heart  artery  surgery 

Coronary  artery  bypass  surgery  relieves  the  severe  chest 
pains  of  heart  disease  in  thousands  of  individuals  each  year, 
but  the  procedure  contributes  little  to  getting  these  indi- 
viduals back  to  work,  says  a report  in  the  September  19 
Journal  of  the  American  Medical  Association. 

Glenda  K.  Barnes,  R.N.,  and  colleagues  at  the  Medical 
Center  of  the  University  of  Birmingham  (Ala.)  analyzed 
the  work  capacity  of  350  patients  who  had  coronary  artery 
bypass  grafting  procedures,  to  determine  change  in  work 
status  as  a result  of  the  operation. 

“Overall,  there  was  no  improvement  in  return  to  work 
or  hours  worked  after  surgery,”  says  Ms.  Barnes. 

An  estimated  65,000  coronary  bypass  procedures  are 
being  performed  annually  in  the  United  States  at  an  ap- 
proximate cost  of  at  least  $10,000  each,  Ms.  Barnes  points 
out.  Justification  for  these  complex  and  costly  procedures 
is  based  primarily  on  relief  of  pain  and  improvement  of  the 
“quality  of  life,”  rather  than  the  increased  survival  dem- 
onstrated in  a few  subgroups,  she  says. 

At  least  70  to  80  percent  of  such  patients  get  partial  or 
complete  relief  of  their  angina  in  the  early  years  after  op- 
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erations.  Such  data  would  suggest  that  the  majority  of 
these  patients  can  be  expected  to  return  to  work  and  more 
productive  lives  after  surgery. 

But  this  doesn’t  happen. 

“In  the  group  of  350  patients  studied  before  and  one  year 
after  coronary  bypass  grafting,  there  was  no  noticeable 
increase  of  work  activities  postoperatively.  Forty-four 
percent  of  the  patients  decreased  their  hours  worked  per 
week,  24  percent  remained  the  same,  and  32  percent  in- 
creased hours  worked.  Thus,  there  was  no  net  improve- 
ment in  status.” 

Physical  or  mental  demands  of  the  job  may  have  pre- 
cluded some  of  the  persons  from  working,  Ms.  Barnes  says. 
Fear  of  such  stress  causing  further  heart  problems  may  be 
a deterrent.  Others  may  not  return  to  work  because  of  lack 
of  incentive,  especially  money.  Some  may  draw  more  from 
disability  payments  than  they  could  earn  on  the  job. 
Others  cannot  return  to  work  because  of  company  or  union 
policies  concerning  heart  patients. 

“Clearly,  more  emphasis  must  be  placed  on  the  reha- 
bilitation of  postcoronary  bypass  patients  if  return  to  work 
is  a desirable  goal  of  these  costly  procedures.” 
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The  burgeoning  medical  malpractice  dilemma 

seems  to  be  bereft  of  protagonists  to  decelerate  the 
litigation  against  physicians,  surgeons,  hospitals,  and 
allied  health  service  personnel.  Although  many 
committees  have  studied  the  causes,  effects,  and 
possible  solutions  to  the  problems  of  alleged  medical 
negligence,  the  rise  continues  and  the  end-result  is 
not  on  the  horizon.  To  the  multiplicity  of  facts  as- 
sociated with  this  conundrum  has  been  added  an- 
other aspect  which  augurs  an  unfavorable  future  for 
the  medical  profession. 

Dole  verdict 

Two  recent  legal  dicta  have  focused  concentration 
on  the  role  contributory  negligence  may  have  in 
medical  negligence  actions.  One  is  the  Dole  v.  Dow 
Chemical  Co.  (1972)1  decision,  and  the  other  is  the 
changes  in  the  civil  practice  law  and  rules  made  by 
the  1975  New  York  State  Legislature.2  Each  of  these 
supplement  and  assist  one  another  in  bolstering  a 
plaintiffs  cause  of  action  to  receive  damages  for 
personal  injury,  injury  to  property,  or  wrongful  death. 
The  Dole 1 verdict  allows  the  defendant  some  sur- 
cease from  financial  indemnification  as  explained 
hereafter. 

The  Dole  v.  Dow 1 citation  is  a landmark  decision 
which  has  changed  directly  long-standing  substantive 
law.  It  has  made  available  procedural  modalities  to 
defendants  in  negligence  actions  that  previously 
could  not  be  employed.  Prior  to  the  Dole 1 decision 
the  plaintiff  held  the  absolute  control  as  to  which  of 
one  or  more  of  several  joint  tort-feasors  he  would  sue. 

As  a matter  of  substantive  law,  if  the  plaintiff  named 
as  defendants  several  tort-feasors,  their  liability  to 
the  plaintiff  was  joint  and  several.  By  virtue  of  the 
substantive  law,  the  defendant  tort-feasor  had  no 
right  of  action  against  either  a codefendant  or  a third 
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person  not  a party  to  the  action,  unless  the  liability 
fell  within  the  two  following  exceptions:  (1)  that  the 
third  person,  by  agreement  expressed  or  implied,  was 
obligated  to  indemnify  the  defendant  in  whole  or  in 
part;  and  (2)  that  the  third  person  was  guilty  of  active 
negligence  and  the  defendant  was  guilty  only  of 
passive  negligence.3  In  each  of  these  limited  ex- 
ceptions, the  defendant  could  implead  a third  person 
who  was  not  made  a party  defendant  by  the  plaintiff, 
or  the  defendant  could  institute  a separate  action 
after  the  original  action  was  terminated  and  judg- 
ment obtained  by  the  plaintiff.4 

Accordingly,  the  tort-feasor  who  was  not  named 
as  a defendant  by  the  plaintiff  could  escape  complete 
liability  unless  he  fell  within  the  two  limited  excep- 
tions already  listed.  After  judgment,  the  right  of  the 
named  defendant  tort-feasors  as  against  each  other 
were  limited  to  contribution  pursuant  to  CPLR  (Civil 
Practice  Law  and  Rules)  1401  which  compels  equal 
contribution  by  each  defendant  subjected  to  the 
same  judgment.  In  such  instances,  one  defendant 
had  a right  of  action  against  a codefendant  only  if  the 
following  was  in  force:  (1)  the  plaintiff  recovered  a 
money  judgment  against  both  defendant  tort-feasers, 
and  (2)  that  the  defendant  suing  had  paid  more  than 
his  pro  rata  share  of  the  judgment.  The  entire  con- 
cept of  liability  without  fixing  degrees  of  responsi- 
bility is  replete  with  inequities.  The  doctrine  of 
actual  and  passive  negligence  is  a strained  concept, 
difficult  to  understand,  and  tedious  to  apply.5 

Joint  tort-feasors 

The  Dole  v.  Dow 1 decision  has  changed  the  sub- 
stantive law.  The  Court  of  Appeals,  in  one  bold 
dictum,  eliminated  the  illusory  fiction  of  active  and 
passive  negligence.  In  lieu  of  this  the  logical  rule  is 
that  the  degree  of  responsibility  of  each  tort-feasor 
should  be  determined  on  the  facts  as  presented  on 
trial,  and  damages  should  be  assessed  and  appor- 
tioned among  the  joint  tort-feasors.6 

The  plaintiff  no  longer  holds  the  absolute  control 
as  to  which  tort-feasor  he  will  hold  liable  for  negli- 
gence. Because  of  the  change  in  the  substantive  law, 
the  defendant  can  now  make  all  joint  tort-feasors 
part  of  the  plaintiff’s  action,  whether  named  by  the 
plaintiff  or  not.  This,  in  effect,  has  given  to  the  de- 
fendant the  procedural  mechanisms  provided  for  in 
the  CPLR,  but  which  were  previously  unavailable  to 
him. 

To  accomplish  the  end  outlined  in  the  Dole  v. 
Dow 1 case,  which  is  that  the  degrees  of  responsibility 


among  joint  tort-feasors  be  fixed  and  damages  as- 
sessed and  apportioned  among  them,  the  defendant 
must  bring  the  tort-feasors  before  the  court,  or  else 
be  relegated  to  a separate  action  after  the  plaintiff 
obtains  judgment.  To  avoid  a multiplicity  of  suits, 
the  procedure  of  choice  would  be  to  bring  all  persons 
before  the  court  in  one  action.  Hence  it  is  that  in  a 
medical  malpractice  action  every  name  appearing  on 
the  hospital  record  becomes  a defendant.  The  Dole 1 
decision  can  be  a guiding  light  furthering  the  quest 
for  expeditious  justice,  or  it  can  become  a legal 
nightmare  that  can  be  used  as  a pathway  to  open  the 
door  to  many  nebulous  causes  of  legal  act  ions.  Each 
claim  should  be  founded  on  an  integrity  of  rights 
properly  and  timely  pleaded.  If  the  Bar  does  any- 
thing less,  it  can  make  the  Dole  decision  a quagmire 
rather  than  the  giant  step  forward  that  was  intend- 
ed.5 

Consideration  should  be  given  to  the  amended 
Civil  Practice  Law  and  Rules  as  they  apply  to  the 
current  discussion,  and  then  an  amalgamation  of 
thought  and  conclusions  will  be  drawn  based  on  the 
Dole  v.  Dow 1 decision  and  the  New  Civil  Practice 
Comparative  Negligence  alterations.  Under  Chapter 
69  on  page  94  one  reads:  “. . . an  act  to  amend  the 
civil  practice  law  and  rules  and  the  estates,  powers 
and  trusts  law,  in  relation  to  providing  for  compar- 
ative negligence.”  It  is  quoted  directly  as: 

Section  1.  The  civil  practice  law  and  rules  is  hereby 
amended  by  adding  thereto  a new  article,  to  be  article 
Fourteen-A,  to  read  as  follows: 

Article  14-A:  Damage  actions:  Effect  of  contribu- 
tory negligence  and  assumption  of  risk. 

Paragraph  1411.  Damages  recoverable  when  con- 
tributory negligence  or  assumption  of  risk  is  estab- 
lished. 

In  any  action  to  recover  damages  for  personal  injury, 
injury  to  property,  or  wrongful  death,  the  culpable 
conduct  attributable  to  the  claimant  or  to  the  dece- 
dent, including  contributory  negligence  or  assumption 
of  risk,  shall  not  bar  recovery,  but  the  amount  of  dam- 
ages otherwise  recoverable  shall  be  diminished  in  the 
proportion  which  the  culpable  conduct  attributable  to 
the  claimant  or  decedent  bears  to  the  culpable  conduct 
which  caused  the  damages.  This  article  shall  apply  to 
all  causes  of  actions  accruing  on  or  after  September  1, 
1975. 

Comment 

The  single  most  important  amendment  to  the 
CPLR  made  by  the  1975  New  York  Legislature 
adopts  the  doctrine  of  comparative  negligence.  It 
is  of  extreme  importance  in  future  medical  mal- 
practice actions.  Comparative  negligence  has  ar- 
rived. California  adopted  this  doctrine  via  judicial 
decision."  Even  the  Supreme  Court  of  the  United 
States  has  yielded  to  the  pressure  of  change.  This 
was  evidenced  by  its  recent  decision  that  liability  in 
a maritime  collision  will  no  longer  be  divided  equally, 
but  must  be  apportioned  between  the  ships  according 
to  their  relative  degrees  of  responsibility.8 


When  the  Dole  v.  Dow  Chemical  Co.1  case  held 
that  damages  could  be  apportioned  among  defen- 
dants in  accordance  with  their  relative  degrees  of 
fault,  it  was  to  be  anticipated  that  the  passage  of  time 
would  allow  the  doctrine  of  comparative  negligence 
to  be  adopted  for  the  plaintiffs.  Although  the  Court 
of  Appeals  recoiled  from  the  task  of  adopting  this 
doctrine,  the  New  York  Legislature  enacted  the  bill 
previously  mentioned  which  was  proposed  by  the 
Judicial  Conference. 

By  its  very  term,  Section  1411  of  the  Civil  Practice 
Law  and  Rules  1401  is  not  limited  to  negligence  ac- 
tions alone.  Thus,  in  an  action  for  breach  of  war- 
ranty, as  in  blood  transfusion  actions,  strict  liability 
in  tort,  as  in  postoperative  foreign  bodies  in  the 
abdomen,  or  strict  products  liability,  as  in  drug  re- 
actions or  failure  of  a mechanical  apparatus,  where 
it  has  become  increasingly  fashionable  to  hold  that 
contributory  negligence  or  assumption  of  risk  is  a 
defense,  CPLR  1411  now  directs  that  the  recovery  be 
diminished  only  by  the  proportion  of  the  plaintiff’s 
“culpable  conduct.” 

Concerning  products  liability  and  the  new  statute, 
the  following  should  be  emphasized.  In  the  case  of 
Codling  v.  Paglia 9 the  New  York  Court  of  Appeals 
held  that  the  use  of  a product  for  other  than  its  in- 
tended purpose  bars  recovery  in  an  action  based  on 
strict  products  liability.  The  new  statute  employs 
the  general  broad  phase  “culpable  conduct.”  Hence, 
the  culpable  conduct  of  the  plaintiff,  no  matter  what 
terminology  was  employed  previously,  will,  in  the 
future  diminish  the  plaintiffs  recovery.  Moreover, 
the  culpable  conduct  of  the  defendant  need  not  be 
negligence,  but  may  be  a breach  of  warranty,  a vio- 
lation of  a statute  giving  rise  to  the  liability. 

Illustrative  examples 

An  illustration  as  to  the  modus  operandi  of  the 
New  York  statute  is  exemplified  in  the  following 
hypothetical  presentation.  Presume  that  P’s  car 
collides  with  cars  driven  by  A and  B,  but  that  B’s  car 
is  owned  by  0.  Assume  that  P sues  A,  B,  and  0 for 
negligence,  and  that  the  jury  determines  that  P was 
responsible  for  10  percent  of  his  damages,  while  A 
was  responsible  for  70  percent,  and  B for  20  percent. 
Assume  finally  that  total  damages  are  awarded 
amounting  to  $100,000.  0 remains  vicariously  liable 
for  the  tort  of  his  driver,  B,  and  thus  is  responsible 
for  B’s  wrong.  Since  nothing  in  the  statute  appears 
to  unsettle  the  concepts  of  joint  and  several  liability, 
P may  recover  his  $90,000  judgment  from  any  of  the 
three  defendants  and  the  defendants  are  left  to  re- 
coup their  shares  from  each  other  under  the  cloak  of 
Dole  v.  Dow. 1 

Further,  in  the  progress  of  this  hypothetical  case, 
prior  to  the  trial  P settles  the  case  with  A,  giving  him 
a general  release.  In  the  trial  against  B and  0 the 
defendants  will  remain  free  to  prove  that  A was  re- 
sponsible for  70  percent  of  the  accident,  because 
under  the  Dole  decision  when  P settles  with  one  of 
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the  tort-feasors,  P’s  recovery  is  reduced  by  the 
amount  of  the  settlement  or  the  settling  tort-feasor’s 
share,  according  to  the  Dole  v.  Dow1  decision, 
whichever  is  greater.10  If  the  defendants  prove  that 
A was  responsible  for  70  percent  of  the  accident,  and 
are  also  successful  in  proving  that  P was  responsible 
for  an  additional  10  percent,  P’s  recovery  will  ulti- 
mately be  reduced  by  a total  of  80  percent,  assuming 
of  course  that  A’s  Dole  v.  Dow 1 share  is  larger  than 
the  amount  for  which  he  was  released. 

If  P neither  sued  A nor  settled  with  him,  B and  0, 
vicariously,  will  be  able  to  reduce  their  liability  only 
by  P’s  contributory  negligence.  This  follows  from 
the  rule  that  tort-feasors  are  jointly  and  severally 
^ liable  and  nothing  in  the  statute  appears  to  alter  that 
common-law  notion.  It  is  apparent  that  to  effectuate 
this  calculus,  special  verdicts  will  become  increas- 
ingly common. 

CPLR  1412 

Considering  culpable  conduct,  reference  is  made 
to  CPLR  1412.  It  is  quoted:  “Culpable  conduct 
claimed  in  diminution  of  damages  in  accordance  with 
section  fourteen  hundred  eleven  shall  be  an  affir- 
mative defense  to  be  pleaded  and  proved  by  the  party 
asserting  the  defense.”  Following  Federal  Rule  of 
Crime  Practice  8 (c),  this  section  makes  the  defen- 
dant prove  the  contributory  negligence  of  the 
plaintiff.  Although,  of  course,  it  is  no  longer  called 
contributory  negligence,  but  rather,  culpable  con- 
duct. This  accords  with  “the  majority  rule  in  this 
country  (U.S.A.)  that  in  all  negligence  actions  . . . the 
defendant  claiming  contributory  negligence  of  the 
plaintiff  has  the  burden  of  showing  it  . . . and  it  is 
likewise  the  general  rule  where  contributory  negli- 
gence is  an  affirmative  defense,  the  injured  person 
‘is  presumed  to  have  used’  (due  care).”11  Not  only 
is  the  burden  of  proof  on  the  defendant,  but  Section 
1412  also  compels  him  to  plead  this  matter  in  his 
answer  as  an  affirmative  defense.12 

Passive  liability 

Prior  to  the  Dole  v.  Dow 1 decision  of  March,  1972, 
one  joint  tort-feasor  could  implead  another  only  if  the 
liability  of  the  first  was  passive  and  that  of  the  second 
was  active.  For  example,  the  owner  of  real  property, 
if  sued  on  the  basis  of  vicarious  liability,  could  im- 
plead the  general  contractor  who  actively  engaged  in 
the  negligent  conduct.  The  Dole  case  announced  a 
new  rule  whereby  one  defendant  could  implead  other 
joint  tort-feasors,  regardless  of  the  active-passive 
dichotomy.  Under  this  rule,  if  A was  50  percent  at 
fault,  and  B and  C 30  and  20  percent  at  fault,  re- 
spectively, the  plaintiff  could  choose  to  sue  only  A. 
If  A was  found  liable,  the  plaintiff  could  proceed  to 
judgment  against  A for  100  percent  of  his  damages. 
A,  realizing  his  predicament,  could  implead  B and/or 
C during  the  initial  lawsuit  or  bring  a separate  action 
for  contribution.  If,  for  example,  B was  insolvent, 
A could  nevertheless  only  recover  20  percent  from  C. 


This  concept,  joint  and  several  liability,  whereby  one 
defendant  may  be  liable  initially  for  100  percent  of 
the  damages,  has  encouraged  plaintiffs  to  sue  the 
most  financially  potent  individual.  If  there  is  only 
one  solvent  defendant  among  several  joint  tort-fea- 
sors, he  will  be  the  person  sued  as  the  target  for  fi- 
nancial recovery  and  be  the  person  responsible  for 
payment. 

During  the  periods  of  time  before  the  Dole  case 
and  after  the  Dole  decision,  if  the  plaintiff  was  con- 
tributory negligent  to  any  extent,  he  was  barred 
from  recovery.  This  was  an  anomalous  situation 
wherein  percentages  of  fault  would  be  apportioned 
among  defendants,  but  not  with  respect  to  plaintiffs. 
This  situation  was  changed  by  the  recent  New  York 
State  statute  for  causes  of  actions  occurring  on  or 
after  September  1,  1975.  Under  the  cloak  of  this 
statute,  even  if  a plaintiff  is  90  percent  at  fault,  he 
may  still  recover  the  other  10  percent  from  the  de- 
fendant. 

A pertinent  brief  hypothetical  example  of  the 
ramifications  of  the  Dole  dictum  and  the  new  statute 
in  reference  to  a medical  situation  is  as  follows:  P, 
(a  patient),  sued  D,  (a  physician),  and  drug  company 
(a  drug  manufacturer),  because  of  an  adverse  drug 
reaction.  The  damages  amount  to  $100,000,  and  the 
jury  finds  that  P was  50  percent  negligent  in  failing 
to  obey  D’s  instructions.  The  new  law  gives  physi- 
cians, surgeons,  and  drug  companies  greater  and 
wider  exposure  to  legal  actions.  In  the  example 
cited,  the  physician  and  the  pharmaceutical  manu- 
facturer were  liable  at  law  even  though  they  were 
minimally  responsible.  Prior  to  September  1, 1975, 
physicians  and  drug  manufacturers  would  not  have 
to  be  worried  about  this  type  of  litigation.  Theo- 
retically, if  the  plaintiff  was  negligent  to  1 percent  of 
responsibility,  both  defendants,  physician  and  drug 
company,  would  have  had  no  liability.  This  new 
aspect  of  liability,  producing  a new  gamut  of  situa- 
tions, the  plaintiff  being  at  any  level  of  fault  from  1 
to  99  percent,  leaves  physicians  and  surgeons  with  a 
greater  potential  liability,  albeit  in  varying  de- 
grees. 

Conclusion 

The  thoughts  to  be  conveyed  via  this  critique  are 
succinctly  the  following:  (1)  before  the  Dole  v.  Dow 1 
decision  contributory  negligence  was  a bar  to  recov- 
ery by  the  plaintiff;  (2)  with  the  Dole  v.  Dow1  deci- 
sion in  1972,  contributory  negligence  was  still  a bar 
to  recovery  by  the  plaintiff.  However,  the  defen- 
dants may  apportion,  in  terms  of  percentage,  the 
fault,  and  (3)  the  advent  of  the  September  1,  1975, 
New  York  State  statute  allows  the  plaintiff  to  recover 
even  if  the  plaintiff  is  partially  at  fault.  It  is  to  be 
noted  that  in  some  states  the  percentage  of  contrib- 
utory negligence  in  actual  terms  is  specified. 

These  specific  changes  in  the  law  anticipate  an 
unfavorable  future  in  the  realm  of  medical  negli- 
gence. The  time  has  arrived  for  those  outstanding 
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members  of  the  medical  profession  who  are  experts 
in  medical  negligence  to  he  recruited  to  counteract 
the  legal  juggernaut  that  is  being  thrust  against  the 
practice  of  medicine.  The  law  itself  will  not  protect 
the  doctor  of  medicine  to  its  fullest.  Mr.  Justice 
Oliver  Wendell  Holmes  gave  this  admonishment:  “If 
you  want  to  know  the  law  and  nothing  else,  you  must 
look  at  it  as  a had  man,  who  cares  only  for  the  mate- 
rial consequences  which  such  knowledge  enables  him 
to  predict,  not  as  a good  one,  who  finds  his  reasons  for 
conduct,  whether  inside  the  law  or  outside  of  it,  in  the 
vaguer  sanctions  of  conscience.”13 

Box  55,  HD#  1 
Oyster  Bay,  N.Y.  11771 
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On  the  same  day  he  left  the  Wilmington  Medical  Center, 
he  turned  up  at  a local  physician’s  office  complaining  of 
narcolepsy  and  asking  for  pep  pills.  And  the  next  day  he 
was  admitted  to  the  Wilmington  Veterans  Administration 
Hospital,  where  the  procedures  started  over  again.  He 
next  tried  to  gain  admission  to  nearby  Chester-Crozier 
Hospital,  but  officials  there  already  had  been  alerted  that 
he  was  in  the  neighborhood. 

A review  of  similar  cases  of  patients  who  fake  all  sorts  of 
ailments  to  gain  admission  to  hospitals  and  physicians’ 
practices  revealed  that  this  same  individual  had  been  de- 
scribed in  a communication  in  the  Journal  of  the  AMA 
more  than  two  years  ago  from  a hospital  in  Fort  Collins, 
Colorado,  where  he  had  gained  treatment  for  his  imaginary 
pains  as  “Major  F,  a SAC  Pilot  and  counterintelligence 
agent.”  He  also  had  showed  up  at  hospitals  in  Kansas  and 
Missouri. 

The  Delaware  physicians  concluded: 

“There  is  no  doubt  that  this  man  fits  the  description  for 
the  Munchausen  syndrome.  Why  he  seeks  a limited  sup- 
ply of  amphetamines,  what  he  gains  by  his  dramatic  im- 
personations, and  how  he  obtained  so  much  surgery  remain 
a mystery. 

“Although  this  case  was  very  fascinating  to  those  in- 
volved, the  continued  abuse  of  medical  facilities  must  not 
be  condoned.  We  must  develop  some  practical  solution 
for  handling  these  cases  which,  so  far,  remain  only  a med- 
ical curiosity.” 

Reporting  on  the  case  are  Drs.  Herbert  H.  Heym,  Anna 
W\  Sasaki,  and  Dean  L.  Winslow,  of  the  Wilmington 
Medical  Center. 
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Medical  Meetings 


Graduate  programs  offered 

The  New  York  Medical  College  offers  graduate  programs 
m ocular  surgery  for  practicing  ophthalmologists.  These 
include  cataract  extraction,  cataract  with  implant,  and 
glaucoma  surgery.  The  courses  are  a one-to-one  rela- 
tionship between  the  surgeon  and  the  visiting  physician, 
^who  scrubs  on  every  case.  They  are  particularly  valuable 
to  surgeons  in  practice  who  have  a reasonable  surgical  ex- 
perience and  to  those  who  have  taken  didactic  introductory 
courses  such  as  in  the  implant  area. 

For  further  information  and  dates,  please  write  to: 
Department  of  Ophthalmology,  New  York  Medical  Col- 
lege, 1249  Fifth  Avenue,  New  York,  New  York  10029. 

New  York 

Cancer  Society  meetings 

Topics  and  location  scheduled  by  the  New  York  Cancer 
Society  are:  January  18,  1978 — “New  Horizons  in  Head 
and  Neck  Cancer  Management,”  St.  Vincent’s  Hospital; 
February  22, 1978 — “New  Horizons  in  Radiation  Oncolo- 
gy,” New  York  University;  March  22,  1978 — “Is  There  Any 
Rhythm,  Reason  or  Rhyme  for  Immunotherapy  in  Can- 
cer?,” New  York  Academy  of  Medicine;  April  19,  1978 — 
“New  Horizons  in  Lung  Cancer,”  New  York  University; 
May  24,  1978 — “Topic  to  be  Announced,”  Union  Club 
(MEMBERS  ONLY). 

Contemporary  internal  medicine 
is  theme  of  postgraduate  course 

The  American  College  of  Physicians  (ACP)  will  sponsor 
a five-day  postgraduate  course  in  Contemporary  Internal 
Medicine,  January  9-13,  1978,  in  New  York,  New  York. 

The  postgraduate  session  is  one  of  approximately  45  to 
be  sponsored  by  the  ACP  in  the  United  States  and  Canada 
during  the  1977-78  academic  year.  Their  purpose  is  to  give 
specialists  in  internal  medicine  and  related  fields  an  op- 
portunity to  review  basic  information  and  to  find  out  what 
is  new  in  medical  diagnosis  and  therapy. 

One  of  the  prime  activities  of  the  Philadelphia-based 
American  College  of  Physicians  is  the  continuing  medical 
education  of  practicing  physicians.  In  addition  to  pre- 
senting postgraduate  courses,  the  40,000-member  ACP  also 
sponsors  nearly  40  Regional  Meetings,  a four-day  national 
scientific  session,  and  publishes  the  monthly  journal,  An- 
nals of  Internal  Medicine. 

The  American  College  of  Physicians  postgraduate 
courses  have  been  approved  by  the  American  Medical 
Association  Advisory  Committee  on  Continuing  Medical 
Education  and  the  New  York  course  may  be  used  to  fulfill 
30  hours  of  Category  I requirements  for  the  AMA’s  Phy- 
sicians Recognition  Award. 

The  New  York  course  entitled,  “Contemporary  Internal 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 

continued  on  page  2331 
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Cardilate'  (erythrityl  tetranitrate)  P[1 

INDICATIONS  For  the  prophylaxis  and  long-teri*8Ci 
treatment  of  patients  with  frequent  or  recurrent  Hti 
anginal  pain  and  reduced  exercise  tolerance  ; 

associated  with  angina  pectoris,  rather  than  for  V 
the  treatment  of  the  acute  attack  of  angina  pector 
since  its  onset  is  somewhat  slower  than  that  of  i.r 
nitroglycerin 

PRECAUTIONS  As  with  other  effective  nitrites, 
some  fall  in  blood  pressure  may  occur  with 
large  doses  I,  ^ 

■ill  tv 

Caution  should  be  observed  in  administering  the 
drug  to  patients  with  a history  of  recent  cerebral 
hemorrhage,  because  of  the  vasodilation  which  I : : 
occurs  in  the  area  Although  therapy  permits 
more  normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from  anginal 
attacks  as  a signal  to  drop  all  restrictions 


SIDE  EFFECTS  No  serious  side  effects  have 
been  reported  In  sublingual  therapy,  a tingling 
sensation  (like  that  of  nitroglycerin)  may  some 
times  be  noted  at  the  point  of  tablet  contact  with 
the  mucous  membrane  If  objectionable  this  me 
be  mitigated  by  placing  the  tablet  in  the  buccal 
pouch  As  with  nitroglycerin  or  other  effective 
nitrites,  temporary  vascular  headache  may  occu 
during  the  first  few  days  of  therapy  This  can  be 
controlled  by  temporary  dosage  reduction  in 
order  to  allow  adiustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral  vasodila- 
tion These  headaches  usually  disappear  within 
one  week  of  continuous  therapy  but  may  be  min 
mized  by  the  administration  of  analgesics 
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bfiie 
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Mild  gastrointestinal  disturbances  occur  occa- 
sionally with  larger  doses  and  may  be  controlled 
by  reducing  the  dose  temporarily 


HOW  SUPPLIED  10  mg  chewable  scored  tablet 
bottle  of  100  Also  5,  10  and  15  mg  oral/s’ublinguE 
scored  tablets  in  bottles  of  100  10  mg  oral/ 
sublingual  scored  tablets  also  supplied  in  bottles 
of  1.000 

Also  available  Cardilate" -P  brand  Erythrityl 
Tetranitrate  with  Phenobarbital*  Tablets  (Scored)  I 
('Warning  may  be  habit  forming  ) .. 
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Burroughs  Wellcome  Co. 

‘ V/y  Research  Triangle  Park 
Wellcome  North  Carolina  27709 


energy  cost  of  sex  to  the 
lart  is  relatively  modest. 

Jar  80%  of  post-coronary  patients 
» ultimately  resume  sexual  activity 
tf'iout  serious  risk  Hellerstein  and 
ledman  demonstrate  that  mean 
Tximal  heart  rate  during  orgasm 
ah  spouse  (as  opposed  to  extra- 
■rital  sex)  in  14  post  infarct  pa 
:«its  is  lower  than  that  during  usual 
J:upational  activity 

^presentations  below  of  actual 
EG  readings  of  an  attorney,  post 
iV  illustrate  the  point: 
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B Confrontation  In  judge  s 
chamber  (about  125 
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1 "e-orgasm  sex  D Peaks  at  orgasm 
j:tivity  (about  (120  beats/min) 
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“Our  sex  life  is  nil...”  A problem  of  the  first  magnitude  to  many  post 
infarct  patients  and  their  mates  patients  are  often  reluctant  to  broach  the 
subiect  physicians  may  frequently  overlook  its  implications  This  new 
16mm  film  combines  candid  patient  interviews  with  discussions  by  Drs. 
Herman  Hellerstein.  Thomas  Hackett,  Albert  Kattus,  Richard  Stein,  Carroll 
Witten  and  Lenore  Zohman.  Film  and  related  monograph  comprise  2 
AAFP  credit  hours.  To  arrange  viewing,  write  Burroughs  Wellcome  Co., 
Educational  Services  Department,  Research  Triangle  Park,  N C 27709  or 
contact  your  B W Co."  representative. 

Sex  and  the 
heart  patient: 

A film  every  doctor  should  see. 


Fear  of  pain  greatest  deterrent 
to  post  Ml  sex 

In  the  multitude  of  Ml  patients  with 
angina  pain  is  due  to  diminished 
coronary  reserve  and  increased 
myocardial  oxygen  demand,  pre- 
cipitated by  sex.  other  excitement 
and  improper  exercise  Anginal 
pain,  however,  can  be  relieved,  and 
its  recurrence  mitigated 

Cardilate"  (erythrityl 
tetranitrate)  increases  exercise 
tolerance. 

Cardilate  relieves  anginal  pain  and 
prevents  its  recurrence,  thereby 
allowing  increased  activity 
Commencing  to  work  in  as  little  as 
2 to  5 minutes,  Cardilate  protects 
against  recurrence  of  angina  for  at 
least  2 hours 

Available  in  both  sublingual  and 
chewable  forms.  Cardilate  is  a versa- 
tile. convenient  agent  to  help  make 
the  angina  patient's  life  more  livable. 
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Cosmetic  Surgery  of  Face 

Philosophic  considerations 
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From  the  Department  of  Otolaryngology,  The  New  York  Eye  and 
Ear  Infirmary,  and  the  Department  of  Surgery,  Yonkers  Genera! 
Hospital 


The  face,  as  a window  to  the  innermost  self,  pro- 
vides expression  for  the  deepest  felt  emotions;  it  is 
an  ever-changing  image,  designed  to  be  beautiful  in 
the  infinity  of  its  expressiveness  of  the  spectrum  of 
human  experience.  At  times,  youth,  revisions,  de- 
letions, and  additions  may  be  deemed  necessary  to 
assure  accurate  projection  of  one’s  self  image.  It  is 
the  esthetic  surgeon  who  can  hope  to  offer  external 
changes  which  are  more  compatible  with  the  vision 
of  the  inner  self. 

Method 

Surgery  provides  the  possibilities  whereby  to 
achieve  the  yearnings  of  the  mind;  esthetic  surgeons 
are  faced  with  patients  of  various  ages,  racial  groups, 
men,  women,  gender  dysphorics,  and  ethnic  and 
cultural  groups.  Such  a diversified  patient  popula- 
tion requires  of  the  surgeon  a catholic  appreciation 
of  physical  anthropology,  ethnic  characteristics,  and 
standards  of  beauty  which  are  widely  divergent  from 
those  of  his  own  persuasion.  In  addition,  the  surgeon 
may  be  sought  to  fulfill  those  requests  which  are 
against  his  usual  principles  for  acceptable  surgical 
results. 

The  single  most  important  item  in  consideration 
of  beauty  is  local  environment.  To  correctly  assess 
the  social  setting,  local  mores,  and  pressures,  is  to 
determine  what  is  beautiful  for  that  locale,  and  what 
is  not.  Today’s  accentuation  of  ethnic  origins  has 
brought  in  such  beautifications  as  head  wraps,  nose, 
and  multiple  sites  of  ear  piercing.  Not  to  be  over- 
looked are  variable  hem  lengths,  quilted  jackets,  sa- 
rongs, and  other  indigenous  outerwear.  A nasolabial 
angle  greater  than  90  degrees  may  not  fit  esthetically 
with  a large  head  of  crinkly  hair.  By  the  same  token, 
current  trends  of  makeup  may  appear  incongruous 


with  bare  feet.  A total  picture  of  the  individual  and 
the  environment  must  be  considered  before  any 
slogans  of  what  is  elegant,  beautiful,  or  even  merely 
acceptable  can  be  stated. 

Plastic  surgery  is  the  branch  of  medicine  which 
benefits  most  from  the  discoveries  of  innovation  and 
imagination.  Once  a surgeon  feels  that  he  can  accept 
the  responsibility  of  wish  fulfillment  for  persons  of 
many  types,  he  must  systematize  his  thinking  and 
procedures  to  avoid  preventable  pitfalls.  It  must  be 
realized  that  many  of  the  classic  plastic  surgical 
procedures  which  have  been  described,  were  de- 
scribed for  persons  of  predominantly  Caucasian 
background.  The  population  of  persons  in  the 
western  hemisphere,  and  indeed  in  the  world  today, 
who  seek  esthetic  surgery,  encompasses  people  of 
multiracial  origins. 

Special  considerations 

In  the  Negroid  race  there  is  a broad  range  of  skin 
tones  from  black  to  near  white,  of  hair  from  crinkly 
to  straight,  and  all  manner  of  combinations  of  fea- 
tures. These  may  be  purely  Caucasian,  Negroid,  or 
any  admixture  in  between.  Therefore,  there  is  a 
complex  problem  facing  the  esthetic  surgeon:  how 
to  improve  or  change  the  facial  contours  without 
disturbing  the  basic  ethnic  appearance.  The  phy- 
sician must  not  be  permitted  to  assume  any  personal 
assessment  of  another’s  phenotypic  appearance 
without  information  about  ethnic  origins.  Infor- 
mation concerning  ethnic  origins  will  provide  useful 
criteria  in  planning  the  treatment  modality. 

Persons  from  the  Caribbean  and  South  America 
follow  similar  patterns  of  genetic  inheritance.  It 
must  be  remembered  that  in  persons  of  multiracial 
backgrounds,  there  may  be  wide  variation  in  phe- 
notypic appearance  between  persons  of  the  same 
sibling  group,  with  the  same  set  of  parents.  Indeed, 
the  situation  is  further  complicated  by  persons  who 
are  known  to  be  Caucasian,  with  crinkly  hair  and 
facial  features  other  than  those  which  are  commonly 
assumed  to  be  associated  with  persons  of  their  ge- 
netic background.  The  physician  should  not  permit 
himself  to  assume  that  his  personal  assessment  of 
another  person’s  phenotypic  appearance  does  not 
connote  a multiracial  heritage.  Informed  consent 
must  at  least  give  the  individual  the  opportunity  to 
supply  information  which  may  be  a contraindication 
to  a particular  treatment  mode. 

Gender  dysphoria  individuals  pose  a different  set 
of  circumstances.  Logically,  the  surgeon  is  faced 
with,  in  his  opinion,  a person  of  one  genetic  sex,  who 
is  convinced  that  he  or  she  is  truly  of  another  sexual 
identification.  Common  requests  will  be  made  to 
convert  the  persons’s  present  appearance  to  one  more 
characteristic  of  the  opposite  sex.  Understandably, 
most  surgeons  would  be  reluctant  to  place  feminine 
features  on  the  body  of  a male,  or  vice  versa. 

Another  problem  area  in  cosmetic  surgery  is  the 
discrepancy  between  a satisfactory  surgical  result, 
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and  the  patient’s  expectations.  This  problem  is  of 
such  scope  that  one  author  routinely  screens  his  pa- 
tients with  the  Minnesota  Multiphasic  Personality 
Inventory  to  rule  out  any  underlying  pathologic 
condition  or  unsuitability  for  surgery.*  It  is  im- 
portant therefore,  for  the  surgeon  to  know  the  normal 
face  with  its  ethnic  variations.  The  surgeon  must  not 
markedly  change  or  lose  identifying  characteristics 
of  the  original  ethnic  background.  In  a sense  then, 
cosmetic  surgery  is  psychic  surgery,  requiring  the 
surgeon  not  only  to  examine  the  psyche  of  his  patient, 
but  also  the  machinations  of  his  own  motivations; 
what  he  is  capable  of  accomplishing  effectively  and 
ethically  within  his  own  mind.  If  the  surgeon  cannot 
at  least  confront  with  honesty  his  own  insecurities, 
ambivalence,  and  in  many  cases  prejudice,  he  will 
find  himself  restricted  in  his  abilities  to  bring  to 
fruition  the  desires  of  his  patient  population.  When 
the  surgeon  finds  that  ethically  it  is  beyond  the  realm 
of  his  psyche  to  operate  on  a given  patient,  he  must 
have  the  courage  to  state  his  position  and  refer  the 
patient  to  a consultant  where  the  patient  can  receive 
an  empathetic  evaluation  of  his  surgical  needs. 

* Wright.  Nl.  R.,  and  Wright.  W.  K.:  A psychological  study  of 
patients  undergoing  cosmetic  surgery.  Arch.  Otol.  101:  145 
(1975). 


House  pets  related 
to  multiple  sclerosis 

There  appears  to  be  a relationship  between  prolonged 
and  close  contact  with  house  pets  and  the  subsequent  de- 
velopment of  multiple  sclerosis,  says  a communication  in 
the  August  22  Journal  of  the  American  Medical  Associa- 
tion. 

Seymore  Jotkowitz.  M.D..  of  Hackensack.  N.J..  reported 
on  a study  of  50  multiple  sclerosis  patients.  Forty-six  (92 
percent)  had  close  contact  with  a house  pet  prior  to  onset 
of  illness. 

“The  incidence  of  contact  with  sick  dogs  in  the  multiple 
sclerosis  series  was  impressive.  Several  patients  reported 
that  a diagnosis  of  distemper  was  actually  made  for  their 
dog  within  several  years  of  the  onset  of  their  illness."  Dr. 
Jotkowitz  says. 

The  Jotkowitz  report  confirmed  a report  earlier  this  year 
in  Lancet,  a British  medical  journal,  in  which  29  multiple 
sclerosis  patients  were  studied.  The  Lancet  report,  by  Drs. 
Stuart  D.  Cook  and  Peter  C.  Dowling,  also  originated  in 


Conclusion 

In  the  final  analysis,  the  result  which  is  achieved, 
will  depend  on  the  patient's  adaptability  to  the  re- 
ality of  his  surgical  change:  a change  which  is  the 
blending  of  the  surgeon's  artistic  ability  to  create,  the 
patient’s  willingness  to  be  molded,  and  the  universal 
acceptability  of  the  final  result. 

The  New  York  Eye  and  Ear  Infirmary 
310  East  14  Street 
New  York.  N.Y.  10003 
(DR.  C.  E.  JONES) 
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New  Jersey. 

Exposure  to  small  indoor  pets  was  particularly  striking 
during  the  ten  years  before  onset  of  initial  symptoms  of 
multiple  sclerosis.  Drs.  Cook  and  Dowling  said,  and  con- 
cluded that  exposure  to  small  pet  dogs  or  cats  may  some- 
times be  associated  with  subsequent  multiple  sclerosis. 

Dr.  Jotkowitz  points  out  that  his  findings  tend  to  support 
the  Cook  and  Dowling  report. 

"It  may  very  well  be  that  their  discovery  is  of  monu- 
mental importance,  analogous  to  the  discovery  of  the  link 
between  cigaret  smoking  and  cancer,  and  may  lead  to  ef- 
fective prophylaxis,”  he  says. 

In  the  Cook-Dowling  study.  26  of  the  29  individuals  with 
multiple  sclerosis  owned  small  dogs.  Apparently  large 
dogs  that  spent  most  of  their  time  outdoors  did  not  present 
a relationship.  It  was  the  small  indoor  dogs  that  were 
implicated.  And  two  of  the  three  patients  who  did  not 
have  a small  dog  did  have  cats. 
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Terrorism  and  Mass  Media 
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One  cannot  understand  terrorism  without  be- 
ing aware  of  the  role  played  by  the  mass  media  in 
audiovisual  conditioning  to  violence.1-12  True,  it  is 
a background  role,  but  still  of  far-reaching  and 
sometimes  crucial  importance.  The  mass  media 
include  television,  movies,  newspapers,  magazines, 
and  comic  books,  particularly  when  directed  to 
children  and  adolescents. 

Fantasy  into  fact 

The  basis  for  terrorism  is  human  violence.  An  act 
of  terror  consists  of  killing  people  or  threatening  to 
kill  them.  The  threat  of  killing  is  very  close  to  actual 
killing  for  two  reasons:  (1)  Criminologic  and  historic 
experience  shows  that  the  threat  is  very  often 
translated  into  fact.  (2)  The  position  in  which  the 
terrorized  person  is  put  is  important,  for  it  makes 
killing  very  easy  and  very  likely.  F or  example,  when 
a robber  enters  your  home,  he  has  you  at  his  mercy. 
The  same  is  true  for  customers  in  a bank  during  a 
robbery,  or  for  peaceful  demonstrators,  such  as  the 
Kent  State  students,  and  so  forth.  Terrorist  tactics 
have  been  used  against  all  these  victims.  The 
temptation  to  use  the  gun,  and  not  only  to  threaten, 
is  very  great  indeed. 

How  thrilling  it  is  to  have  power  over  a helpless 
creature,  to  sneer  at  him  or  her,  to  humiliate,  to  tor- 
ture, to  rape,  and,  in  the  end,  to  kill;  this  has  been 
shown  to  more  than  a generation  of  children  in  the 
United  States,  first  in  comic  books,  then  in  the  mo- 
tion pictures,  and  now  on  television.  Violence  has 
entered  their  homes,  in  profusion  and  glorified.  This 
has  contributed  to  the  ready  acceptance  of  violence 
as  a means  of  getting  things  done.  It  has  distorted 
the  natural  attitudes  of  children,  their  openness  to 
ideas  and  experiences,  their  curiosity,  and  their 
spontaneous  and  unbiased  interest  in  other  people; 
it  has  moved  them  in  the  direction  of  cynicism,  greed, 
hostility,  callousness,  and  insensitivity.8 

There  are  endless  examples  of  this  when  one  ana- 
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lyzes  the  television  shows,  movies,  comic  books,  and 
the  many  monster-type  and  other  sadistic  magazines 
young  people  buy.  This  is  the  violent  intellectual 
diet  of  the  day.  In  one  comic  book  story  alone  I 
counted  37  murders  and  15  pools  of  blood.  One 
single  television  station  showed  334  completed  or 
attempted  killings  in  one  week. 

Boob  tube  syndrome 

Many  children  spend  much  more  time  in  front  of 
the  television  screen  than  in  school.  They  absorb  a 
fantastic  dose  of  pictorial  violence.  There  are,  for- 
tunately, also  fantastically  constructive  shows  in- 
terspersed among  the  violent  ones;  however,  shows 
with  a truly  antiviolence  tendency  are  by  far  in  the 
minority. 

Millions  of  children  knew  about  kidnapping  and 
the  use  of  terror  tactics  long  before  their  parents  did. 
They  saw  it  described  in  great  detail  in  comic  books 
and  later  on  television.  All  the  effective  techniques 
were  shown  clearly:  how  to  capture  the  victim 

without  being  recognized,  how  to  transport  and  hide 
him  or  her,  how  to  communicate  with  the  relatives, 
how  to  secure  the  ransom  without  being  observed, 
and  so  forth.  The  victim  is  usually  killed  in  the  end, 
in  spite  of  promises  to  let  him  go,  and  it  is  explained 
that  this  is  done  so  that  he  could  not  possibly  become 
a witness.  Policemen  and  other  officials  were  and 
still  are  usually  portrayed  as  stupid  and  ineffec- 
tive. 

Effect  on  youth 

Wertham7-12  was  the  first,  and,  for  a long  time,  the 
only  psychiatrist  to  point  out,  as  long  ago  as  1947, 
that  the  intellectual  and  emotional  development  of 
millions  of  children  was  being  endangered  by  this 
type  of  glamorized  portrayal  of  violence,  again  first 
in  comic  books  and  then  on  television.  I was  a 
member  of  his  Lafargue  Clinic  group  where  the 
original  research  was  done.  We  used  the  clinical 
method  because  it  alone  makes  possible  the  study  of 
a person  as  a whole,  with  all  the  subtle  ramifications 
that  involve  many  psychologic  levels.  It  is  based  on 
a thorough  psychiatric  examination;  it  includes 
psychologic  tests,  observation  within  the  family  (in 
cases  of  children,  also  within  the  classroom)  and  in 
a group  (in  cases  of  children  in  a play  group),  and 
longitudinal  follow-up  studies.  A social  history,  with 
home  visits  and  investigation  of  the  work  and  eco- 
nomic background,  forms  an  indispensable  part  of 
this  method.1’2’4-11 

When  Wertham ’s7  classic  book  about  the  influence 
of  mass  media  on  children  appeared  in  1954,  100 
million  comic  books  were  being  published  each 
month.  This  was  the  greatest  publishing  success  in 
history.  The  results  of  these  studies  inspired  parent 
organizations  all  over  the  country  to  fight  against 
comic  books  portraying  crime  and  violence.  Their 
fight  was  successful  for  awhile;  the  worst  comic  books 
disappeared  from  the  market  and  the  number  of 
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comic  book  publishers  declined.  Collecting  comic 
books  has,  however,  become  a big  business,  and  the 
worst  of  them  are  being  reprinted  and  are  again  on 
the  market. 

Television  is,  of  course,  a totally  different  medium. 
It  is  one  of  the  greatest  inventions  of  mankind. 
President  Kennedy  stressed  this  when  he  said  that 
three  new  inventions  dominate  our  era — rockets, 
nuclear  energy,  and  television.  However,  television 
took  over  many  of  the  violent  comic  book  heroes,  for 
instance,  Superman,  Batman,  the  Hulk,  Aquaman, 
and  so  forth;  violent  themes  dominated  its  cartoons 
and  other  shows  directed  specifically  at  children. 

Wertham’s  research  showed  that,  as  he  put  it,  “the 
opposite  of  violence  is  communication,”  and  that 
“where  communication  ends,  violence  starts.”810 
Television  is  for  this  reason  potentially  the  single 
most  important  antiviolence  device.  It  makes 
communication  between  all  people  on  earth  possible 
as  never  before.  It  has  already  opened  the  eyes  of 
millions  of  people  to  what  goes  on  in  other  parts  of 
the  world,  how  other  people  live,  what  they  think, 
and  how  they  organize  their  societies.  It  has  enabled 
them  to  participate  in  the  cultural  and  intellectual 
life  of  all  mankind. 

Why  is  it  then  that  this  mass  medium  fosters  vio- 
lence in  such  profusion?  Is  it  perhaps  due  to  igno- 
rance of  its  destructive  effects  on  the  part  of  those 
who  control  this  crucial  medium?  I think  not.  Vi- 
olence is  very  effective  in  both  fact  and  fiction.  It 
attracts  attention  and  therefore  draws  viewers  faster 
and  more  predictably  than  any  other  theme.  Fast, 
gory,  and  brutal  action  is  much  easier  to  write  about 
and  to  portray  than  are  the  complicated  subtleties 
of  genuine  and  humane  human  relationships.  To  kill 
someone  settles  a conflict  quickly.  It  takes  time, 
careful  reasoning,  and  emotional  restraint  to  solve 
it  nonviolently.  If  you  combine  violence  with  sex,  as 
is  presently  customary,  you  make  the  show  or  the 
movie  even  more  exciting  and  attractive. 1,3,8 

Children  cannot  be  expected  to  understand  what 
their  excessive  viewing  of  this  type  of  show  does  to 
them,  how  it  changes  their  fantasies,  attitudes,  and 
behavior.  Their  very  conscience  becomes  affected; 
an  ethical  confusion  ensues.  They  are  tempted  to 
solve  conflicts  in  real  life  also  in  a fast  and  furious 
manner,  with  fists  and  weapons,  rather  than  with 
careful  thought,  consideration  of  the  feelings  of 
others,  and  by  restraining  their  emotions. 

Effect  on  society 

The  prevalent  terror  in  the  schools  cannot  be  fully 
understood,  and  most  certainly  cannot  be  alleviated 
without  understanding  the  role  played  by  violent  and 
crime-oriented  television  shows,  movies,  and  comic 
books  in  forming  the  fantasy  life  from  preschool  age 
on.  This  has  nothing  to  do  with  busing  and  is  not 
primarily  caused  by  racial  tensions. 

What  a distraught  mother  told  me  recently,  in 
1976,  is  unfortunately  typical.  She  was  white,  living 


in  an  affluent  suburb,  and  said:  “I  have  seven 

children.  This  is  the  first  time  in  my  life  that  I am 
fearful  for  them  in  school.”  Her  nine-year-old 
daughter  had  been  so  brutally  beaten  by  another 
child  that  she  had  to  be  hospitalized  with  concussion. 
One  of  her  sons,  age  14,  was  hit  so  hard  that  he,  too, 
had  to  be  hospitalized  because  a ruptured  spleen  was 
suspected.  I know  from  my  own  work  in  schools  that 
the  fear  of  physical  violence  permeates  many  junior 
and  senior  high  schools.  The  students  are  afraid 
of  each  other,  and  the  teachers  are  afraid  of  the 
students.  The  subcommittee  to  investigate  juvenile 
delinquency  of  the  Senate  of  the  United  States  found 
in  1975  that  almost  70,000  teachers  are  assaulted 
annually,  and  that  hundreds  of  thousands  of  students 
are  beaten,  robbed,  or  threatened  with  violence.  As 
the  New  York  Times  of  March  19,  1976,  reported,  a 
federally  financed  study  found  “a  virtual  reign  of 
schoolhouse  terror.”  All  violent  crimes  have  in- 
creased in  the  schools,  including  bomb  threats, 
extortions,  and  rapes  of  students  as  well  as 
teachers.6-8 

One  of  the  most  pernicious  of  all  violence-fostering 
attitudes  is  race  hatred.  Violent  shows  in  the  movies 
and  on  television  have  fostered  this  hatred  and  all 
sorts  of  discrimination  in  subtle  and  not-so-subtle 
ways.  An  example  is  Superman  and  most  other 
super-heroes.  They  belong  to  the  strong,  admirable, 
white  superrace.  The  villains  usually  are  people 
considered  inferior  in  real  life,  for  instance,  women, 
black  and  Spanish-speaking  people,  people  of  Italian 
descent  as  in  The  Untouchables,  and  so  forth. 1_3,7_9 
As  a rule,  children  do  not  watch  the  news  on  televi- 
sion. A spectacular  event  may,  however,  arouse  their 
curiosity  and  they  are  apt  to  watch  it.  Such  an  event 
is  often  one  of  violence  and  tragedy.  Many  small 
children  get  this  kind  of  news  mixed  up  with  their 
favorite  show.  The  shock  of  the  reality  which  ought 
to  arouse  a horror  of  violence  in  them  is  thus  blunted. 
As  a number  of  children  told  me:  “I  watch  crime 
shows  and  I am  used  to  it.” 

Media  responsibility 

Television  and  Films  have  an  immediate  impact  on 
emotions.  They  reach  feelings  directly,  not  via  the 
intellect  as  reading  does.  This  effect  is  often  subtle 
and  far  reaching;  it  enters  our  unconscious  sphere. 
This  subliminal  impact  is  used  very  cleverly  by  ad- 
vertisers for  their  own  gain.  Should  it  not  rather  be 
used  for  the  gain  of  the  people  who  watch?  Televi- 
sion can,  like  no  other  mass  medium,  manipulate  not 
only  the  ideas,  but  also  the  mood  of  entire  popula- 
tions. The  people  who  control  it,  officially  or  unof- 
ficially, have  a key  position  in  the  power  structure  of 
any  society.  Violence  is  contagious.  Television  has 
the  power  to  spread  it  or  to  prevent  it  from  spreading 
further. 

No  individual  violent  act  is  ever  committed  for  one 
single  reason;  behind  it  is  always  a constellation  of 
pyschologic  (conscious  as  well  as  unconscious)  and 
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social  forces  interacting  with  one  another.4  Wer- 
tham9  has  clearly  shown  in  The  Circle  Of  Guilt, 
which  deals  with  a juvenile  gang  killing  and  terror  in 
the  streets,  that  “there  is  a continuous  dynamic  in- 
teraction between  conscious,  unconscious,  and  social 
forces.”  The  mass  media  are  one  of  these  social 
forces.  They  should  take  their  responsibility  for  the 
prevention  of  violence  and  terror  and  for  arresting 
the  spread  of  same  much  more  seriously  than  they 
have  done  to  date. 

126  East  19th  Street 
New  York,  New  York  10003 
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Blacks  and  orientals 
seek  surgical  nose  changes 

The  “nose  job” — plastic  surgery  in  which  a nose  is  re- 
duced and  reshaped — is  becoming  more  popular  among 
Americans  of  black  or  oriental  heritage,  says  a report  in  the 
August  Archives  of  Otolaryngology,  a journal  of  the 
American  Medical  Association. 

“In  this  era  of  ethnic  and  racial  pride,  it  is  somewhat 
surprising  that  a large  percentage  of  non-Caucasians  un- 
dergo rhinoplastic  surgery,”  says  Sheldon  S.  Kabaker, 
M.D.,  of  the  University  of  California  Medical  School  at  San 
Francisco. 

Sometimes  the  objective  is  to  gain  a more  normal  et  hnic 
appearance,  but  the  majority  of  the  patients  seek  a more 
Caucasian  appearance,  Dr.  Kabaker  says. 

“The  performing  arts  and  the  advertising  media  still 
emphasize  Caucasian  standards  of  beauty,  even  when  ca- 
tering to  black  and  oriental  consumers.  The  Caucasian 
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prototype  of  beauty  goes  beyond  the  United  States. 
Glamor  magazines  in  the  Orient  feature  Caucasian  models 
in  some  of  their  advertisements.”  These  influences  lead 
these  people  to  seek  nose  surgery,  he  says. 

Achieving  a thin,  finely  sculptured  nasal  appearance  in 
a non-Caucasian  usually  is  not  possible,  and  even  if  it  were 
it  would  not  be  in  harmony  with  the  rest  of  the  facial  fea- 
tures. Persons  with  a wide  and  flat  nose  “will  be  content 
with  a less  than  perfect  result  and  these  persons  accept  the 
visible  scarring  that  may  occur  with  rhinoplastic  sur- 
gery.” 

Dr.  Kabaker  explains  the  intricate  surgery  used  on  the 
nose,  and  reports  on  a number  of  specific  cases. 

“It  must  be  emphasized  that  the  goal  of  this  type  of 
rhinoplasty  is  to  improve  the  harmony  of  the  facial  features 
and  can  never  produce  an  ideal  Caucasian  nose,”  he  con- 
cludes. 
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Organ  Recovery 

Role  of  nurse  coord  inn  tor* 
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b Director  of  Renal  Preservation,  Columbia  University  College 

of  Physicians  and  Surgeons. 

A limiting  factor  in  the  volume  of  renal  transplan- 
tation performed  today  is  the  number  of  cadaveric 
kidneys  recovered.  Only  through  persistent  repet- 
itive public  education  will  the  community  become 
aware  of,  and  respond  to,  the  need  for  organ  dona- 
tion.1 It  became  apparent  to  us  that  in  the  New'  York 
City  community  there  were  many  medical  profes- 
sionals who  must  also  he  informed  about  transplan- 
tation and  organ  donation.  Physicians  and  nurses 
caring  for  potential  donors  required  guidelines  and 
assistance  in  current  organ  recovery  practices. 

Kidney  recovery  program 

In  September,  1974,  we  initiated  a new'  program 
centered  on  a full-time  nurse  coordinator  w'hose 
primary  function  is  professional  education  (Fig.  1). 
The  kidney  recovery  program  was  designed  to  coor- 
dinate a group  of  loosely  affiliated  hospitals  into  a 
network  of  intensive  local  effort  in  organ  recovery. 

To  implement  this  program,  funds  were  sought 
and  received  from  the  New  York  Regional  Medical 
Program  to  salary  a nurse  coordinator,  a secretary, 
and  a 24-hour  telephone  answering  service.  The 
ultimate  goal  wras  the  organization  of  existing  re- 
sources into  an  educational  network  with  increased 
communication  between  the  involved  institutions. 

Initially,  10  New  York  City  hospitals  were  identi- 
fied as  potential  sources  for  organ  donation.  Each 
of  these  institutions  was  affiliated  with  us  through 
Columbia  University’s  College  of  Physicians  and 
Surgeons,  or  had  patients  awaiting  a renal  transplant 
by  way  of  our  program.  Hospital  administrators; 
directors  of  medicine,  surgery,  and  nephrology;  and 
key  personnel  in  the  emergency  room,  operating 

* This  project  was  supported  by  funds  received  from  the  New' 
York  Regional  Medical  Program. 


organs  & tissues ► 

information  & evaluation ► 

FIGURE  1.  Role  of  transplant  coordinator. 


room,  and  intensive-care  units  were  contacted  by  the 
Kidney  Recovery  Program’s  nurse  coordinator.  An 
Organ  Recovery  Procedures  Manual  was  developed 
to  provide  information  relating  to  aspects  of  organ 
recovery,  identification  of  potential  donors,  main- 
tenance of  kidney  function  in  such  patients,  pro- 
nouncement of  brain  death,  consent  required  for 
organ  donation,  and  legal  responsibilities  in  organ 
recovery.  The  procedures  manual  and  the  24-hour 
hotline  number  were  distributed  during  in-hospital 
educational  presentations.  A specially  developed 
audiovisual  show  is  used  to  orient  all  medical  per- 
sonnel to  recovery  procedures  through  onsite  visits 
or  formal  presentations. 

Regular  visits  to  each  hospital  and  close  follow-up 
communication  once  a donor  has  been  reported  has 
been  vital  to  the  growing  momentum  of  our  program. 
Once  a donor  is  identified  and  reported,  inconve- 
nience to  the  referring  physician  and  donor  hospital 
staff  is  kept  at  a minimum. 

The  coordinator  will  frequently  go  to  the  donor 
hospital  to  organize  the  retrieval  or  counsel  the  do- 
nor’s family.  The  administrative  details  of  the  re- 
covery effort,  such  as  consent  forms,  clearance 
through  the  medical  examiner’s  office  and  hospital 
administration  are  handled  by  the  coordinator,  thus 
freeing  the  donor  hospital  staff  and  the  transplant 
team  of  these  duties. 

In  the  12-month  period  prior  to  the  inception  of 
this  program,  sporadic  educational  requests  were 
answered  by  the  individual  transplant  surgeons;  a 
uniform  system  of  donor  referral  and  recovery  did 
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TABLE  I.  Columbia  University — St.  Luke’s  Hospital 
Center  kidney  recovery  program 


Donors  Reported 

1975 

(Percent) 

Unsuitable 

21 

Suitable 

54 

Expired  before  consent  obtained 

8 

(15) 

Consent  refused  by  medical  examiner 

3 

(5) 

Family  refused  consent 

20 

(37) 

Kidneys  recovered* 

46 

(43) 

* In  1974, 18  kidneys  were  recovered. 


not  exist.  During  this  period,  only  18  kidneys  were 
recovered  from  the  10  hospitals  in  our  network.  The 
^number  of  donors  reported  to  our  transplant  service 
was  not  recorded.  During  the  12-month  interval 
from  September,  1974,  through  August,  1975,  75  local 
donors  were  reported  through  our  hotline  number, 
from  which  46  kidneys  were  recovered,  an  increase 
of  150  percent  (Table  I). 

Over  and  above  the  religious,  ethical,  and  socio- 
economic barriers  that  have  traditionally  limited 
organ  donation,2  a number  of  new  and  unexpected 
obstacles  curtailed  not  only  our  educational  efforts, 
but  also  identification  and  recovery  of  transplantable 
kidneys. 

These  might  be  summarized  as  follows: 

1.  Reluctance  of  the  primary  physician  or  the  re- 
sponsible house  officer  to  approach  the  family  or  be- 
come involved  with  organ  donation. 

2.  Reluctance  of  both  hospital  and  nursing  admin- 
istration to  accept  the  nurse  coordinator  from  our  pro- 
gram as  a member  of  their  own  team. 

3.  The  threat  of  malpractice  litigation,  especially 
during  that  period  of  malpractice  insurance  controver- 
sy in  the  absence  of  a brain  death  law.  This  problem 
has  now  been  resolved  by  judicial  decree.3 

4.  Periodic  rotation  of  house  officers  and  key  per- 
sonnel which  demanded  repetitive  and  constant  com- 
munication with  each  unit. 

Despite  these  obstacles,  we  have  found  that  once 
we  have  harvested  kidneys  from  a donor  hospital  and 
the  staff  has  become  familiar  with  the  routine,  future 
donors  are  reported  to  the  same  recovery  group. 
Consequently,  expansion  of  our  network  into  other 
institutions  in  our  area  should  lead  to  a further  in- 
crease in  the  number  of  cadaveric  organs  for  trans- 
plantation. However,  the  fact  that  consent  for 
donation  was  denied  in  20  of  the  54  suitable  cases 
reported,  or  37  percent  of  the  time,  clearly  indicates 
that  we  must  also  increase  our  efforts  in  public  edu- 


cation. 

Relatives  of  dying  patients  are  requested  to  con- 
sider organ  donation  during  the  terminal  events  and 
frequently  are  so  overcome  with  grief  that  they  are 
unable  to  make  an  affirmative  decision.  Those  who 
consider  organ  donation  often  have  many  questions 
and  misconceptions  about  the  procedures  involved 
which  can  be  resolved  by  seeking  counsel  from  the 
nurse  coordinator  or  transplant  surgeon. 

Conclusion 

The  transplant  community  must  encourage  the 
press,  the  clergy,  and  all  civic  groups  to  promote  the 
concept  of  organ  donation.1  The  distribution  of  the 
uniform  donor  card  has  been  an  instrumental  means 
of  alerting  the  public  to  how  they  can  help.4  Until 
the  layman  recognizes  his  responsibility,  and  rela- 
tives of  dying  patients  initiate  the  donation,  the 
number  of  cadaveric  kidneys  available  will  remain 
limited. 

Summary 

A limiting  factor  in  the  volume  of  transplantation 
today  is  the  number  of  cadaveric  kidneys  recovered. 
A new  program  initiated  at  St.  Luke’s  in  1974,  centers 
on  a full-time  nurse  coordinator  whose  primary 
function  is  professional  education.  Physicians  and 
nurses  caring  for  critically  ill  neurologic  patients  were 
briefed  about  the  need  and  procedures  involved  in 
organ  donation  and  recovery.  During  the  first  year 
of  the  program,  the  number  of  kidneys  recovered 
increased  150  percent.  Consent  for  organ  recovery 
was  not  obtained  in  20  of  54  suitable  donors  reported. 
Since  consent  for  donation  was  lost  37  percent  of  the 
time,  it  is  apparent  that  we  must  also  increase  our 
efforts  in  public  education.  The  coordinator  should 
actively  participate  in  the  request  for  organ  donation 
and  counsel  the  next-of-kin.  Until  the  layman  is 
educated  to  the  need  and  his  responsibility  in  organ 
donation,  the  number  of  cadaveric  kidneys  available 
will  remain  limited. 
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There  is  a tradition  of  the  pathologist  as  a learned 
man,  and  specifically  a learned  man  interested  in  the 
history  of  medicine. 

Students  of  pathology 

If  we  consider  the  first  eminent  student  of  pa- 
thology, the  great  Giovanni  Battista  Morgagni,  we 
find  that  in  almost  every  one  of  the  subjects  discussed 
in  his  De  Sedibus  et  causis  morborum  (1761)  the 
presentation  goes  back  to  the  earliest  available  an- 
cient records.  Morgagni’s  discussions  therefore  are 
properly  to  be  regarded  as  brief  historical  treatises. 
The  same  interest  in  history  is  evident  also  in  some 
of  Morgagni’s  minor  works,  such  as  his  correspon- 
dence with  Giovanni  Maria  Lancisi  (1717)  on  the 
death  of  Cleopatra  (De  Genere  Mortis  Cleopa- 
trae). 1 

If  we  go  from  one  towering  mountain  to  another, 
we  come  to  the  imposing  Rudolph  Virchow  (1821  to 
1902).  Like  Morgagni,  Virchow  lived  long,  worked 
hard,  and  produced  much.  Many  of  Virchow’s 
writings  on  pathology  are  informed  by  his  interest  in 
history.  In  addition,  he  wrote  widely  on  social  and 
political  questions,  and  much  historic  material  is  to 
be  found  in  his  Gesammelte  Abhandlungen ,2-3 

Diverse  interests 

The  successive  mention  of  Morgagni  and  Virchow 
permits  me  to  call  attention  to  another  kind  of  his- 
toric interest  they  shared,  namely  an  interest  in  ar- 
chaeology. In  the  Epistolae  Aemilianae,  published 

* The  Lucy  Moses  Lecture  in  honor  of  Harry  M.  Zimmerman, 
M.D.,  delivered  at  the  Albert  Einstein  College  of  Medicine  on  April 
21, 1977. 


in  1763,  Morgagni  wrote  on  the  archaeology  of  his 
own  territory,  Emilia.  Among  Virchow’s  contribu- 
tions on  archeology,  which  extended  also  to  physical 
anthropology,  the  most  memorable  was  the  assis- 
tance he  gave  to  Heinrich  Sehliemann  in  connection 
with  the  latter’s  excavation  of  Troy.  This  work  was 
supplemented  by  innumerable  detailed  studies  of 
human  and  nonhuman  osteology  and  paleopatholo- 
gy- 

It  should  be  noted  incidentally  that  the  eminent 
English  pathologist  Thomas  Hodgkin  (1798  to  1 866 ) 4 
wrote  on  the  prehistoric  inhabitants  of  the  Canary 
Islands, and  the  American  pathologist  T.  Mitchell 
Prudden  (1894  to  1924)6-7  worked  on  the  archaeology 
of  the  American  southwest.8 

History  of  medicine 

The  evidence  of  Virchow’s  interest  in  the  history 
of  medicine  was  not  limited  to  his  own  writings. 
Virchows  Archiu,  the  famous  periodical  he  founded 
in  1847  and  which  now  is  in  its  373rd  volume,  fre- 
quently published  articles  on  the  history  of  medicine 
and  continues  to  do  so. 

The  tradition  of  the  pathologist  as  a learned  man 
interested  in  the  history  of  medicine  became  firmly 
rooted  in  the  United  States.  William  Henry  Welch 
(1850  to  1934)  was  a pupil  of  Julius  Friedrich  Cohn- 
heim  and  the  first  professor  of  pathology  and  first 
dean  of  the  medical  school  at  Johns  Hopkins;  he 
served  as  the  first  incumbent  professor  at  the  Insti- 
tute of  the  History  of  Medicine  at  that  university. 
His  successors,  William  G.  MacCallum,  M.D.,  and 
Arnold  Rich,  M.D.,  whom  I number  among  my 
teachers,  were  continuously  interested  in  medical 
history.  Dr.  MacCallum  encouraged  his  under- 
graduate students  to  prepare  papers  on  the  subject, 
and  Dr.  Rich  wrote  on  Theodor  Schwann,  Rene  Du- 
trochet,  and  the  cell  theory.  Edward  Bell  Krum- 
bhaar,  M.D.,  of  Philadelphia  was  a founder  of  the 
American  Association  for  the  History  of  Medicine. 
Esmond  Long,  M.D.,  of  the  same  city  has  an  impor- 
tant role  in  the  association’s  early  development,  and 
wrote  the  standard  history  of  pathology  in  the  United 
States.  Paul  Klemperer,  M.D.,  on  retiring  from  his 
duties  as  a pathologist,  brushed  up  his  knowledge  of 
Greek  and  read  the  ancient  medical  authors  in  the 
original. 

I trust  that  this  long  introduction  will  have  con- 
vinced you  that  today’s  presentation  has  a long  and 
strong  background  in  our  traditions.  But  there  is 
more  in  this  than  the  docile  or  uncritical  worship  of 
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the  past.  Most  of  the  names  and  the  works  I have 
cited  point  to  eras  when  medicine  was  less  specialized 
than  it  is  today  and,  more  important,  to  eras  when 
education  was  less  specialized  than  it  is  today,  and 
physicians  often  were  educated  men. 

Until  recent  decades  any  physician  was  likely  to 
have  on  the  wall  of  his  office  or  laboratory  a repro- 
duction of  Rembrandt’s  famous  painting  The 
Anatomy  Lesson  (1632).  In  this  life-sized  presen- 
tation, the  first  of  Rembrandt’s  great  portraits,  we 
see  Rembrandt’s  friend  Dr.  Nicolaes  Tulp  (1593  to 
1674),  who  appears  as  a handsome  bearded  perso- 
nage, wearing  a tall  broad-brimmed  Dutch  hat. 
With  him  are  seven  intent  colleagues,  to  whom  he  is 
"demonstrating  a cadaver  of  which  the  tendons  in  the 
left  forearm  and  hand  are  exposed. 

Great  anatomist 

Tulp,  known  also  as  Tulpius,  was  an  eminent 
physician.9-14  A pupil  of  such  distinguished  men  as 
Pieter  Pauw  and  Jacobus  Bontius,  he  became  pre- 
lector in  anatomy  to  the  surgeons’  guild  of  Amster- 
dam, and  in  that  capacity  he  was  depicted  by  Rem- 
brandt. After  1655  he  served  repeatedly  as  mayor 
of  Amsterdam.  He  was  the  first  to  find  in  man  the 
lacteal  vessels  discovered  in  the  dog  by  Gasparo  As- 
elli,  and  he  had  an  important  role  in  the  compilation 
of  the  Amsterdam  pharmacopoiea  (1636). 

In  1641  Tulp15  published  his  Observationum 
Medicarum  Libri  Tres*  In  1652  this  work  was 
augmented  by  the  addition  of  a fourth  book,  and  the 
enlarged  version  was  repeatedly  reprinted  and 
translated  in  later  years. 

The  present  discussion  is  based  on  the  enlarged 
edition  of  1652,  which  contains  223  brief  chapters.  A 
rapid  review  of  the  chapter  headings  shows  that  no 
less  than  13  deal  with  urinary  calculi  and  7 deal  with 
other  urologic  problems.  No  less  than  31 — almost 
one-seventh  of  the  entire  collection — deal  with  the 
same  aspect  of  neural  or  psychic  disease,  including 
cranial  trauma.  These  crude  statistics  are  worth 
noting  because  we  tend  to  think  that  our  era  has  more 
nervous  and  mental  disease  than  any  other.  A few 
of  Tulp’s  cases,  as  expected,  deal  with  gross  mon- 
strosities and  anomalies,  a common  preoccupation 
in  the  early  modern  era,  and  a few  curious  chapters 
are  devoted  to  extramedical  subjects.  I have  here 
selected  for  detailed  consideration  some  of  Tulp’s 
most  interesting  reports. 

Case  reports 

The  first  (1.  27)15  deals  with  that  common  stumbling 
block  of  early  morbid  anatomy,  the  so-called  polypus  cordis 
or  cardiac  polyp,  known  nowadays  to  include  all  intracar- 
diac coagula,  both  postmortem  clots  and  thrombi. 

To  paraphrase  Tulp,  Galen16  had  declared  that  the 
heart  cannot  suffer  from  tumor,  but  the  untiring  in- 

( ases  will  he  cited  henceforth  by  book  and  number:  I.  27  sig- 
nifies book  1,  case  27,  and  so  forth. 


vestigators  of  a later  age  had  seen  in  the  ventricles  not 
one  but  many  kinds,  such  as  glands,  flesh,  bones,  fat, 
and  sometimes  ulcers.  In  Tulp’s  presence,  eminent 
physicians  of  Amsterdam  found  a remarkable  ex- 
crescence in  a heart,  and  with  one  voice  pronounced 
it  to  be  a polyp.  (The  Galenic  Term  aposterma  is 
abscess;  Tulp,  perhaps  the  victim  of  a faulty  Latin 
version,  renders  the  word  inaccurately  as  tumor,  a 
swelling.) 

The  patient,  a dull  and  torpid  man,  had  died  suddenly 
of  apoplexy.  An  abundance  of  fluid  was  found  in  and 
around  the  brain,  and  was  considered  to  be  phlegm.  The 
polyp  of  the  heart  was  interpreted  as  concreted  phlegm 
wrapped  in  a membrane.  It  went  from  the  trabeculae 
carneae  to  the  aorta  and  also  involved  the  pulmonary  ar- 
tery. It  therefore  obstructed  the  most  noble  vessels  and 
prevented  the  [normal]  passage  of  air  in  them;  it  also  pre- 
vented the  heart  from  disposing  of  soot.  Further,  the 
valves  were  prevented  from  closing  accurately  after  vital 
spirit  had  passed  out  as  nature  intended.  The  consequent 
retention  of  soot  and  spirit  prevented  the  heart  from 
carrying  out  its  work.  The  body,  therefore,  cooled,  the 
brain  became  torpid,  and  the  patient  died  of  apoplexy. 

This  simple  case  report  opens  with  a refutation  of  the 
Galenic  tenet  about  the  immunity  of  the  heart  to  tumor. 
After  this  refutation,  Tulp  goes  on  to  present  the  pathologic 
physiology  of  the  case  in  complete  and  uncontested  Galenic 
terms.  The  case,  therefore,  shows  that  although  physicians 
had  begun  to  liberate  themselves  from  Galenic  anatomy, 
they  were  still  in  thrall  to  Galenic  physiology. 

Another  case  (II.  16)15  is  labeled  hydrops  thoracis,  that 
is,  dropsy  of  the  chest  or  hydrothorax.  A three-year  old 
boy  suffered  from  “a  wet  head,”  with  constant  dripping 
downward  into  the  lungs.  In  addition  to  cough  and  low 
fever,  he  developed  very  severe  dyspnea,  somnolence,  and 
fainting,  after  which  he  died. 

The  chest  was  full  of  fluid.  Not  only  were  the  lungs 
flaccid,  but  the  left  auricle  of  the  heart  was  eroded  by 
several  ulcers.  The  foul  odor  of  these  ulcers  had  caused 
the  patient’s  death.  Tulp  had  seen  a similar  sequence  in 
a thief,  whose  rascal  companions  (nebulones)  had  con- 
stantly upbraided  him  for  cowardice. 

It  is  difficult  and  hazardous  to  translate  Tulp’s 
anatomic  findings  into  modern  terms.  The  child 
may  have  had  congenital  heart  disease  or  mitral 
stenosis  and  bacterial  endocarditis.  The  alleged 
ulceration  may  have  been  a partly  autolyzed 
thrombus  or  clot,  and  the  foul  odor  may  have  been 
caused  by  poor  preservation  of  the  cadaver.  Tulp 
offers  no  suggestion  that  the  hydrothorax  might  be 
related  to  the  heart — indeed,  such  relation  was  un- 
known in  his  time — and  he  clings  to  the  old  idea  that 
thoracic  disease  of  various  kinds  is  caused  by  material 
dropping  down  from  the  nose  into  the  chest. 

Tulp  suggests  that  imperceptible  disruption  of 
cardiac  ulcers  may  cause  sudden  death,  since  Hip- 
pocrates17 had  remarked  that  those  who  are  often 
prostrated  [or  faint?]  without  manifest  cause  are 
subject  to  sudden  death.  The  Tulpian  correlation 
between  cardiac  “ulceration”  and  sudden  death  is  at 
the  very  least  an  attempt  to  connect  clinical  events 
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with  anatomic  findings. 

At  this  juncture  I should  like  to  intercalate  a report 
of  cerebral  disease  to  which  Tulp  subjoined  some 
interesting  comment  about  the  physiology  of  the 
circulation.  In  1972  during  a visit  to  the  Netherlands 
I saw  the  well-known  canals,  dykes,  and  sluices,  and 
the  famous  rampart  that  has  converted  the  Zuyder 
Zee  into  t he  enclosed  Ijsselmeer.  Observation  of  the 
Dutch  preoccupation  with  water,  both  running  and 
stagnant,  led  to  the  thought  that  somewhere  in  the 
old  Dutch  medical  literature  a diligent  searcher 
might  find  a comparison  between  floodwaters  on  the 
ground  and  accumulations  of  fluid  in  man.  This 
comparison  was  finally  uncovered  in  one  of  Tulp’s 
chapters  titled  “Morbus  Attonitus  a Sanguine”  (I. 
7), 15  which  might  he  translated  as  rigid  apoplexy 
caused  by  blood.  Although  I have  called  attention 
to  this  case  in  another  publication,  I hope  you  will 
agree  that  the  details  are  worth  repeating.18  In  his 
discussion  of  cerebral  hemorrhage,  attributed  to  the 
disruption  of  venous  valves,  Tulp15  says: 

For,  just  as  when  ramparts  are  ripped  apart,  the 
meadows  are  flooded,  in  the  same  way  the  brain  is  easi- 
ly overcome  by  the  blood,  especially  if  that  membra- 
nous valve  is  broken  or  weakened. 

Perhaps  some  superordinately  patient  scholar 
will  find  other  examples  of  this  analogy  in  Dutch 
medical  writings. 

Rook  III  of  the  Tulpian  observations  contains  a 
curious  chapter  (III.  25) 15  titled  “Tribas  (Tulpius 
gives  this  in  Greek  letters)  sive  fricatrix.”  He  says 
that  the  female  verge,  which  Rufus  of  Ephesus  calls 
the  clitoris,  is  usually  hidden  in  the  pudendal  sinus, 
but  in  some  persons  it  protrudes  so  far  that,  in  the 
opinion  of  the  ignorant,  these  subjects  have  been 
turned  into  men,  or  these  women  themselves  strive 
to  comport  themselves  lewdly  with  other  women. 
Those  who  pollute  themselves  with  this  nefarious  lust 
are  called  tribades  by  the  Greeks  and  fricatrices  by 
the  Latins.  In  his  treatise  on  chronic  diseases, 
Caelius  Aurelianus,  the  great  Roman  physician,  says 
that  they  consort  with  women  in  preference  to 
men. 

Henrica  Schuria,  a woman  of  virile  spirit,  to  use  Tulp’s 
wording,  became  tired  of  her  own  sex  and  put  on  male  at- 
tire. Joining  the  army,  she  gained  credit  in  a military  siege 
conducted  under  Frederick  Henry,  the  famous  Prince  of 
Orange,  who  reigned  from  1652  to  1647.  But  on  returning 
home  she  was  accused  of  profligate  lust  because  her  clitoris 
protruded  so  far  beyond  the  pudendal  sinus  that  on  more 
than  one  occasion  she  attempted  to  engage  herself  lasci- 
viously with  other  women,  her  favorite  being  a widow,  the 
mother  of  six  children. 

The  patient  had  the  general  appearance  of  a normal 
woman.  Her  clitoris,  however,  was  half  the  length  of  a 
finger  and  unusually  thick. 

A celebrated  jurisconsult  had  decreed  that  such  persons 
should  be  punished  by  death,  but  a clement  judge  sen- 
tenced this  patient — more  to  be  pitied  than  censured — to 
amputation  of  the  clitoris,  followed  by  exile.  One  wonders 
whether  she  was  exiled  to  New  Amsterdam. 


In  another  of  Tulp’s  reports,  “Mors  ex  flore  calcis,”  III. 
41)15  the  medicolegal  interest  takes  a different  turn.  A 
distinguished  man,  having  dined  sumptuously,  sud- 
denly— and  together  with  his  whole  family,  who  were  also 
at  the  table — developed  dizziness,  burning  of  the  throat, 
vomiting,  precordial  oppression,  and  other  signs  of  poi- 
soning. These  gave  rise  to  all  sorts  of  suspicions.  But  the 
outcome,  a reliable  interpreter  of  doubtful  matters,  says 
Tulp,  showed  clearly  that  neither  the  servant-girl,  who  was 
put  in  chains,  nor  anyone  else  had  mixed  anything  mali- 
ciously with  the  food.  In  fact,  sulphurous  flower  of  lime 
had  fallen  spontaneously  from  a recently  painted  wall  into 
the  dish.  The  gypsum  had  been  kept  in  large  amounts  in 
the  place  where  delicacies  were  stored  for  dessert. 

A search  was  made  for  arsenic  and  for  silver  sublimate, 
the  most  common  poisons.  No  powdered  arsenic  was 
found  in  the  sediment  in  drinking  glasses,  and  gold  was  not 
turned  white.  It  was,  therefore,  decided  that  the  cause  of 
the  sickness  must  be  gypsum. 

This  story  reminds  one  of  the  American  ambas- 
sador to  Italy  who  in  1956  was  found  to  have  devel- 
oped arsenic  poisoning  from  bits  of  painted  plaster 
falling  off  a Roman  ceiling  into  her  food.  Tulp  at 
least  was  able  to  recognize  poisoning  from  the 
symptoms  and  the  group  involvement.  The  sup- 
portive tests  were  extremely  meager. 

Another  medicolegal  case  (IV.  6)15  is  titled  “Iudici  sin- 
cere respondendum” — a judge  should  be  answered  truth- 
fully. One  Cornelius  Bethlemita  [lunatic?]  was  hit  on  the 
forehead  by  a tankard  and  was  struck  lightly  in  the  belly 
with  a sword.  He  then  fell  down  drunk  on  the  stairs, 
fractured  his  left  temporal  bone,  and  died  three  days  later. 
The  attackers  were  captured,  perhaps  by  the  selfsame 
guards  who  are  depicted  in  Rembrandt’s  Night  Watch. 
One  defendant  admitted  having  wounded  the  victim  in  the 
abdomen,  the  other  was  accused  of  having  struck  him  in 
the  forehead. 

An  autopsy  was  ordered  by  the  magistrate.  The  phy- 
sicians found  that  the  abdominal  wound  had  not  pene- 
trated to  the  interior,  and  neither  it  nor  the  frontal  con- 
tusion had  caused  death.  Life  had  been  taken  away  by  two 
causes.  An  inflammation  of  brain  had  been  produced  by 
fracture  of  the  skull.  In  addition,  the  liver,  diaphragm,  and 
intestines  were  bathed  in  foul  pus  because  an  old  abscess — 
location  unspecified — had  ruptured,  presumably  during 
the  barroom  brawl.  The  judge  dismissed  both  defendants. 
In  his  brief  comment,  Tulp  points  out  the  importance  of 
a complete  autopsy,  so  that  incorrect  information  is  not 
given  to  magistrates. 

We  come  now  to  a confusing  case  titled  “Epilepsy  in  the 
Great  Toe”  (IV.  2). 15  Physicians,  says  Tulp,  have  decided 
that  the  cause  of  epilepsy  “is  either  located  in  the  brain  or 
is  conveyed  to  the  brain,  either  from  the  viscera  themselves 
or  from  external  structures,  in  the  same  way  in  which  from 
the  sting  of  a scorpion  or  the  bite  of  a viper,  like  some  kind 
of  vapor,  the  poison  is  felt  to  ascend  and  gradually  insin- 
uate itself  into  the  principal  parts  of  the  body.” 

Curtius  Rogerius,  a depressed  widower,  began  to  have 
epileptic  attacks  starting  from  his  left  hallux.  Later  they 
affected  his  knee,  his  arm,  and  even  his  neck.  He  would 
have  severe  contraction  of  his  sinews,  with  opisthotonos. 
This  symptom  was  inconstant,  depending  on  emission  of 
vapors  by  the  poison.  These  vapors  would  halt  for  a time 
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in  the  knee  or  arm  or  the  neck  and  would  cause  pain  there 
before  going  to  the  brain.  When  the  brain  was  irritated, 
all  the  sinews  would  contract,  but  especially  those  in  the 
region  where  the  vapor  had  lodged  en  route  to  the  brain. 

The  patient  was  treated  with  unspecified  drugs,  with 
cathartics,  and  with  bloodletting.  A ligature  was  tied  very 
tightly  above  the  joint  of  the  hallux  to  prevent  the  noxious 
vapor  from  ascending,  and  small  cups  were  applied  to  draw 
out  the  venom.  Further,  the  toe  was  repeatedly  cauterized 
down  to  the  bone  with  a hot  iron.  In  addition,  ulcers  were 
produced  in  some  unspecified  manner  in  the  other  areas 
that  had  been  involved  in  the  seizures. 

Three  months  later  the  patient  was  in  good  health.  The 
illness  never  recurred,  although  Hippocrates  had  written 
that  epilepsy  that  occurs  at  this  time  of  life  stays  with  the 
patient  until  his  death.  An  obscure  commentator  named 
^ Philotheus19  had  noted,  however,  that  there  were  excep- 
tions. 

What  are  we  to  make  of  this  case?  Apart  from  the  fact 
that  the  patient  may  have  had  some  type  of  meningeal  le- 
sion, such  as  a cyst,  which  ruptured  and  resorbed,  we  must 
notice  that  the  role  attributed  to  the  brain  in  the  devel- 
opment of  the  symptoms  is  not  very  far  from  modern 
concepts.  I think  we  must  attribute  this  to  Galen’s  dec- 
laration that  the  site  of  epilepsy  is  the  brain  and  perhaps 
in  part  to  Galen’s  physiologic  experiments  on  the  nervous 
system.  An  additional  component  is  the  firmness  with 
which  Galen’s  opinions  were  held  until  the  eighteenth  or 
even  early  nineteenth  century. 

The  severe  cauterization  of  the  peripheral  areas  probably 
indicates  that  although  the  centrality  of  the  brain  was 
recognized,  the  role  of  peripheral  structures  was  misun- 
derstood, and  the  visible  phenomena  of  the  seizures  made 
too  strong  an  impression  to  be  disregarded. 

In  a chapter  on  therapeutic  puncture  of  the  scrotum  (II. 
39) 15  Tulp  tells  of  one  Nicolaus  Hasselarius,  a vigorous 
military  officer  who  had  abdominal  dropsy  with  extension 
to  the  scrotum,  which  became  as  big  as  his  head.  A Jewish 
surgeon,  carefully  avoiding  the  veins,  dexterously  punc- 
tured both  halves  of  the  scrotum  with  a silver  needle.  Each 
day  8 to  10  oz.  of  fluid  came  out.  The  punctures  were  then 
covered  with  a mixture  of  elder  flowers  and  camomile, 
taken  up  in  egg  white  and  oil  of  rose. 

The  scrotal  pain  subsided,  but  despite  the  clever  treat- 
ment the  patient’s  condition  did  not  improve.  His  hepatic 
disease  persisted,  the  abdominal  distention  and  dyspnea 
continued,  and  diaphragmatic  distress  was  intolerable. 
Because  of  the  patient’s  weakness  the  scrotal  drainage  was 
discontinued.  The  abdominal  swelling  then  increased,  the 
patient  became  orthopneic,  and,  at  length,  as  Tulp  says, 
his  tired  soul  escaped  from  its  prison. 

This  simple  report  gains  in  significance  when  we 
consider  that,  in  the  seventeenth  century  and  in  all 
preceding  centuries  back  to  the  time  of  Galen  and 
even  earlier,  there  were  great  numbers  of  drugs  that 
allegedly  possessed  diuretic  properties,  yet  lacking 
truly  scientific  pharmacology  the  entire  catalog 
proved  almost  completely  inefficacious. 

In  the  next  chapter  (II.  40),  Tulp15  repeats  the  familiar 
statement  that  the  ancients  divided  dropsy  into  three 
categories:  tympanites,  anasarca,  and  ascites.  To  these 
three  a recent  writer  named  Hercules  Saxonia  (1551  to 
1607)  had  added  a fourth,  namely  blood  spilled  out  into  the 
peritoneal  cavity,  that  is,  what  we  call  either  hemoperito- 


neum  or  hemorrhagic  ascites.  Saxonia  had  seen  this 
condition  in  a herniated  man  who  died  of  sudden  abdom- 
inal swelling,  for  which  no  cause  could  be  discovered.  This 
patient  had  10  or  more  pounds  of  blood,  entirely  unmixed 
with  water,  in  his  peritoneal  cavity. 

Tulp15  had  seen  the  same  thing  in  two  patients  killed  by 
similar  swelling,  but  had  been  unable  to  secure  permission 
for  an  autopsy.  One  of  these  patients  had  been  squeezed 
between  two  colliding  ships,  the  other  had  fallen  prone  and 
struck  his  abdomen.  To  Tulp  it  seemed  that  the  swelling 
in  both  cases  had  come  from  blood  emitted  by  ruptured 
abdominal  veins  or  from  wind  emitted  by  burst  intestines. 
But,  he  adds,  it  does  not  seem  reasonable  to  attribute  the 
swelling  to  water. 

In  this  report  we  are  confronted  with  a faulty  classifi- 
cation and  faulty  nomenclature  inherited  from  the  ancient 
Greeks  and  as  yet  uncorrected  by  anatomic  experience  or 
physiologic  knowledge;  on  this  were  superimposed  the 
difficulties  of  physical  diagnosis.  The  net  result  can  only 
be  described  by  a modern  physician  as  subtotal  chaos. 

Of  Tulp’s  numerous  urologic  reports,  I shall  mention 
only  two  (III.  5). 15  The  cadaver  of  a man  from  Brabant, 
The  Netherlands,  contained  a calculus  firmly  adherent  to 
the  urinary  bladder  and  encased  in  a membrane  tightly 
attached  to  the  wall  by  fibers;  the  same  problem  arose  in 
an  unfortunate  rustic  who  lived  a mile  from  Amsterdam. 
In  this  patient  the  lithotomist,  while  attempting  to  extract 
the  stone,  extracted  the  bladder.  This  event,  says  Tulpius, 
imperilled  the  patient’s  life  and  the  lithotomist’s  reputa- 
tion.15 

In  the  present  review  of  Tulp’s  223  chapters,  I am  forced 
to  omit  a case  of  catalepsy  attributed  to  a love  affair  (I.  22), 
a case  of  ruptured  spleen  (II.  29),  an  early  account  of 
beriberi  (IV.  25),  and  a description  of  an  anthropoid  ape 
designated  as  satyrus  indicus  (III.  56). 15  The  illustration 
is  labelled  “orang-outang,”  but  probably  is  the  picture  of 
a chimpanzee.  One  chapter  describes  a rather  new  and 
unfamiliar  Oriental  beverage  called  thee  (tea)  (IV.  59). 15 

It  remains  to  make  a few  comments  about  the 
human  and  social  background  described  or  suggested 
in  Tulp’s  text.15  Only  fragmentary  inference  is 
possible,  since  Tulp  refers  to  individual  patients 
sometimes  by  name,  sometimes  by  age,  sex,  rank, 
economic  condition,  nationality,  or  occupation,  and 
sometimes  merely  by  physical  habitus. 

Thus,  there  is  Iacobus  Bexius,  wounded  by  a gun  (I.  2). 15 
A woman  is  identified  simply  as  the  wife  of  one  Caspar 
Walendael  (II.  2). 15  There  is  Joannes  vander  Wielen,  a 
man  of  full  habitus  (II.  9). 15  Several  persons  are  civil, 
military,  or  naval  officials,  or  their  kinsmen,  such  as 
Ioannes  de  With,  a senator  of  Amsterdam  (III.  4),  or  Iaco- 
bus Vincus,  ambassador  of  the  prince  of  Lansberg  (III.  26), 
or  two  men  (IV.  48  and  IV.  50)  who  were  consuls  of  Am- 
sterdam, that  is,  perhaps  aldermen,  and  hence  colleagues 
of  Tulp  in  the  municipal  administration.15  One  Henricus 
Hamelius,  governor  general  of  the  Indies,  not  surprisingly 
had  double  tertian  fever  (IV.  45),  which  later  became  ad- 
ditionally complicated.15  There  are  many  rich  matrons, 
rich  widows,  melancholic  widows,  pious  widows,  and  in- 
numerable assorted  virgins.  There  are  merchants  from 
Brabant  (IV.  37)15;  there  is  also  a young  man  of  Bra- 
bant— this  sounds  like  a limerick — who  had  Pediculi  pubis 
(III.  40). 15  There  is  a goldsmith  from  Brabant  (II.  21). 15 
There  is  a Danish  nobleman  who  had  been  wounded  in  a 
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campaign  in  Germany  and  had  been  treated  negligently  by 
a surgeon  (II.  15). 15  There  are  a glazier  and  an  ironworker, 
a glazier’s  daughter  with  exophthalmos  (I.  28),  the  wife  of 
a woodworker  (I.  33),  and  a miller  with  ulcer  of  the  palate 
(I.  37). 15  There  are  naval  captains,  shipwrights,  and  sail- 
ors; one  of  the  latter  had  suffered  shipwreck  and  prolonged 
immersion  during  the  winter  (III.  13). 15  There  is  a man 
who  had  been  captured  and  mutilated  by  Turkish  pirates 
(I.  41). 15  There  is  a septuagenarian  sailor  with  rabies  (I. 
21  ).15  There  are  an  Amsterdam  physician  with  dental 
problems  (I.  36),  a teacher  of  philosophy  (I.  48),  an  English 
theologian  (II.  43),  a surveyor  with  gangrene  (III.  47),  the 
daughter  of  a once-famous  surgeon  (III.  52),  and  the 
daughter  of  an  eminent  druggist.15  There  is  a young  man 
who  had  traveled  over  much  of  the  Orient  and  had  reached 
the  Coromandel  region  of  India  (IV.  5). 15 

Very  few  persons  are  designated  as  poor.  There  are  a 
pauper  girl,  seven  months  pregnant  (III.  29),  a jaundiced 
widow  autopsied  in  the  public  hospital  (II.  36),  a female 
patient  in  the  home  for  the  aged  (III.  31),  and  a few  servant 
girls.15 

There  are  several  painters.  One,  named  Rychius,  had 
had  hemoptysis  for  30  years  (II.  II).15  There  is  a famous 
painter,  perhaps  too  famous  to  have  his  name  mentioned, 
who  was  severely  melancholic  and  obsessed  (I.  18). 15  And 
there  is  the  wife  of  the  painter  Flinchius,  apparently  Govert 
Flink  (1615  to  1660),  one  of  Rembrandt’s  best  pupils.15 

Comment 

The  total  census  would  not  suffice  for  reliable  so- 
ciologic inference,  but  it  amounts  to  a picture  of 
seventeenth-century  Holland,  and  it  suggests  that 
the  Observations  of  Tulp  can  take  its  place  beside 
the  patrician  and  plebeian  scenes  of  Frans  Hals,  the 
domestic  scenes  of  Jan  Vermeer,  the  rural  scenes  of 
Jacob  van  Ruysdael,  and  the  masterly  portraits  of 


Rembrandt. 
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Obituaries 


Michael  George  Abbott,  M.D.,  of  Buffalo,  died  on  Sep- 
tember 7, 1976,  at  the  age  of  67.  Dr.  Abbott  graduated  in 
1938  from  Middlesex  University  School  of  Medicine.  He 
was  a member  of  the  American  Occupational  Medicine 
Association,  the  American  Academy  of  Family  Physicians, 
the  Buffalo  Academy  of  Medicine,  the  Erie  County  Medical 
^Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Milos  Basek,  M.D.,  of  New  York  City,  died  on  September 
14  at  the  age  of  60.  Dr.  Basek  received  his  medical  degree 
from  Charles  University,  Prague,  in  1945.  He  was  an 
otolaryngologist  at  The  Presbyterian  Hospital.  Dr.  Basek 
was  a Diplomate  of  the  American  Board  of  Otolaryngology 
and  a member  of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  American  Laryngological,  Rhi- 
nological  and  Otological  Society,  the  American  Otological 
Society,  Inc.,  the  Pan  American  Medical  Association,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Melvin  Thomas  Boright,  M.D.,  of  Schuylerville,  died  on 
September  28  at  the  age  of  63.  Dr.  Boright  graduated  in 
1941  from  Albany  Medical  College.  He  was  an  honorary 
member  of  the  medical  staff  at  Saratoga  Hospital.  Dr. 
Boright  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Saratoga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Victor  G.  Bourke,  M.D.,  of  Livingston  Manor,  died  on 
November  25, 1976,  at  the  age  of  88.  Dr.  Bourke  graduated 
in  1911  from  Long  Island  College  Hospital.  He  was  a 
member  of  the  Sullivan  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

George  Gowing  Broad,  M.D.,  of  Canandaigua,  died  on 
September  19,  1976.  Dr.  Broad  graduated  in  1932  from 
Harvard  University  Medical  School.  He  was  chief  of  ad- 
mitting service  at  Veterans  Administration  Hospital,  Can- 
andaigua. Dr.  Broad  was  a Diplomate  of  the  American 
Board  of  Surgery  and  a Diplomate  of  the  American  Board 
of  Colon  and  Rectal  Surgery. 

Arthur  Sharpe  Bugbee,  M.D.,  of  Greenport,  died  on 
October  7,  1 975.  Dr.  Bugbee  graduated  in  1908  from  Jef- 
ferson Medical  College  of  Pennsylvania. 

Arthur  Hallos,  M.D.,  of  New  York  City,  died  on  Sep- 
tember 28  at  the  age  of  84.  Dr.  Dallos  received  his  medical 
degree  from  the  University  of  Breslau  in  1920.  He  was  an 
honorary  surgeon  at  Medical  Arts  Center  Hospital.  Dr. 
Dallos  was  a Fellow  of  the  International  College  of  Sur- 
geons and  a member  of  the  Pan  American  Medical  Asso- 
ciation, the  New  York  County  Medical  Society,  the  Medical 


Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  Staige  Davis,  Jr.,  M.D.,  of  New  York  City,  died  on 
September  1 1 at  the  age  of  76.  Dr.  Davis  graduated  in  1925 
from  the  University  of  Virginia  School  of  Medicine.  He 
was  a consulting  physician  at  St.  Luke’s  Hospital  Center 
and  Southampton  Hospital.  Dr.  Davis  was  a Fellow  of  the 
American  College  of  Physicians  and  a member  of  the 
American  Rheumatism  Association,  the  Pan  American 
Medical  Association,  the  New  York  Academy  of  Medicine, 
the  New  York  State  Society  of  Internal  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

J.  Arnold  de  Veer,  M.D.,  of  Brooklyn,  died  on  September 
13  at  the  age  of  81.  Dr.  de  Veer  graduated  in  1924  from 
Long  Island  College  Hospital.  He  was  a senior  pathologist 
at  The  Brooklyn-Cumberland  Medical  Center  and  a con- 
sulting pathologist  at  Nassau  Hospital.  Dr.  de  Veer  was 
a Diplomate  of  the  American  Board  of  Pathology  (Clinical 
Pathology  and  Pathologic  Anatomy),  a Fellow  of  the  Col- 
lege of  American  Pathologists,  and  a member  of  the  In- 
ternational Academy  of  Pathology,  the  American  Society 
of  Clinical  Pathologists,  the  New  York  Pathological  Soci- 
ety, the  New  York  State  Society  of  Pathologists,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Miklos  Farago,  M.D.,  of  Gowanda,  died  on  June  27, 1976, 
at  the  age  of  75.  Dr.  Farago  received  his  medical  degree 
from  the  University  of  Budapest  in  1924.  He  was  a con- 
sulting psychiatrist  at  Tri-County  Memorial  Hospital.  Dr. 
Farago  was  a member  of  the  American  Psychiatric  Asso- 
ciation, the  American  Geriatrics  Society,  the  Cattaraugus 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Maximilian  W.  Goldstein,  M.D.,  of  New  York  City,  died 
on  February  17  at  the  age  of  89.  Dr.  Goldstein  graduated 
in  1912  from  Bennett  Medical  College  (Chicago).  He  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Robert  Louis  Gould,  M.D.,  of  New  York  City,  died  on 
September  5 at  the  age  of  81.  Dr.  Gould  graduated  in  1920 
from  Tufts  University  School  of  Medicine.  He  was  an 
associate  (off  service)  physician  in  internal  medicine  at 
French  and  Polyclinic  Medical  School  and  Health  Center. 
Dr.  Gould  was  a member  of  the  American  Geriatrics  Soci- 
ety, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


2304  New  York  State  Journal  of  Medicine/December  1977 


Max  J.  Halley,  M.D.,  of  Olean,  died  on  September  9 at  the 
age  of  90.  Dr.  Halley  received  his  medical  degree  from  the 
University  of  Wurzburg  in  1911.  He  was  an  honorary 
member  of  the  medical  staff  at  Olean  General  and  St. 
Francis  Hospitals.  Dr.  Halley  was  a member  of  the  Cat- 
taraugus County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Claude  Edwin  Heaton,  M.D.,  of  South  Orleans,  Massa- 
chusetts, formerly  of  New  York  City,  died  on  September 
30  at  the  age  of  80.  Dr.  Heaton  graduated  in  1921  from 
University  and  Bellevue  Hospital  Medical  College.  Re- 
tired, he  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Donald  Robert  Hirsch,  M.I).,  of  White  Plains,  died  on 
September  22  at  the  age  of  56.  Dr.  Hirsch  graduated  in 
1943  from  New  York  University  Medical  School.  He  was 
an  attending  pediatrician  at  White  Plains  Hospital  and  at 
Westchester  County  Medical  Center,  an  assistant  pediatric 
neurologist  at  The  Presbyterian  Hospital,  and  an  attending 
pediatrician  at  St.  Agnes  Hospital.  Dr.  Hirsch  was  a Dip- 
lomate of  the  American  Board  of  Pediatrics  and  a member 
of  the  American  Academy  of  Pediatrics,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Alexander  Koevesdi,  M.D.,  of  Hewlett  Harbor,  died  on 
September  18  at  the  age  of  68.  Dr.  Koevesdi  received  his 
medical  degree  from  the  University  of  Vienna  in  1935.  He 
was  a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Robert  V.  Larkin,  M.D.,  of  Elmira,  died  on  August  22  at 
the  age  of  67.  Dr.  Larkin  graduated  in  1934  from 
Georgetown  University  School  of  Medicine.  He  was  an 
attending  anesthesiologist  at  St.  Joseph’s  Hospital.  Dr. 
Larkin  was  a member  of  the  American  Society  of  Anes- 
thesiologists, Inc.,  the  New  York  State  Society  of  Anes- 
thesiologists, the  Chemung  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Helene  Loewy,  M.D.,  of  Brooklyn,  died  on  October  6 at 
the  age  of  82.  Dr.  Loewy  received  her  medical  degree  from 
the  University  of  Breslau  in  1921.  She  was  a member  of 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Gerald  S.  McGuire,  M.D.,  of  Webster,  died  on  September 
5 at  the  age  of  66.  Dr.  McGuire  graduated  in  1935  from  the 
University  of  Rochester  School  of  Medicine.  He  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  Monroe  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Sylvan  Dallas  Manheim,  M.D.,  of  New  York  City,  died 
on  September  15  at  the  age  of  80.  Dr.  Manheim  graduated 
in  1919  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a consulting  proctologist  at  The  Mount 
Sinai  Hospital.  Dr.  Manheim  was  a Diplomate  of  the 


American  Board  of  Colon  and  Rectal  Surgery,  a Fellow  of 
the  International  College  of  Surgeons,  and  a member  of  the 
American  Society  of  Colon  and  Rectal  Surgery,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  Robert  Martin,  M.D.,  of  Monticello  and  Middle- 
town,  died  on  August  13  at  the  age  of  60.  Dr.  Martin 
graduated  in  1943  from  New  York  Medical  College.  He 
was  an  attending  psychiatrist  at  Middletown  Psychiatric 
Center.  Dr.  Martin  was  a member  of  the  American  Psy- 
chiatric Association,  the  Academy  of  Medicine,  the  Orange 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Richard  H.  Mermelstein,  M.D.,  of  Wantagh  and  Mas- 
sapequa,  died  on  September  21  at  the  age  of  48.  Dr. 
Mermelstein  graduated  in  1954  from  Downstate  University 
Medical  Center  at  Brooklyn.  He  was  an  attending  phy- 
sician in  internal  medicine  at  Brunswick  Hospital  Center. 
Dr.  Mermelstein  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  American  Geriatrics  So- 
ciety, the  Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Madelin  Ruth  Perry,  M.D.,  of  Sonyea,  died  on  August 
30  at  the  age  of  75.  Dr.  Perry  graduated  in  1928  from 
Cornell  University  Medical  College.  Retired,  she  was  a 
member  of  the  Livingston  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Ferdinand  R.  Pitrelli,  M.D.,  of  Islip,  died  on  September 
20  at  the  age  of  75.  Dr.  Pitrelli  received  his  medical  degree 
from  the  University  of  Bologna  in  1928.  He  was  a Diplo- 
mate of  the  American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American  Psychiatric 
Association,  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Clilan  Bethany  Powell,  M.D.,  of  New  York  City,  died  on 
September  22  at  the  age  of  83.  Dr.  Powell  graduated  in 
1920  from  Howard  University  College  of  Medicine. 

Marie-Louise  Rie,  M.D.,  of  Flushing,  died  on  September 
29  at  the  age  of  62.  Dr.  Rie  received  her  degree  from  the 
University  of  Paris  in  1940.  She  was  a staff  pediatrician 
at  Long  Island  Jewish  Hospital  Medical  Center.  Dr.  Rie 
was  a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harry  Lane  Robinson,  M.D.,  of  New  York  City  and 
Scarsdale,  died  on  September  23  at  the  age  of  53.  Dr. 
Robinson  graduated  in  1948  from  Cornell  University 
Medical  College.  He  was  a Diplomate  of  the  American 
Board  of  Pathology  (Pathologic  Anatomy)  and  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Brawley  Robinson,  M.D.,  of  Albany,  died  on 
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September  23  at  the  age  of  71.  Dr.  Robinson  graduated 
in  1931  from  Howard  University  College  of  Medicine.  He 
was  an  assistant  physician  at  Albany  Medical  Center.  Dr. 
Robinson  was  a member  of  the  American  Academy  of 
Family  Physicians  and  the  American  Public  Health  As- 
sociation. 

Gabriel  Rosenkranz,  M.D.,  of  Brooklyn,  died  on  October 
19, 1975.  Dr.  Rosenkranz  received  his  medical  degree  from 
the  University  of  Vienna  in  1922. 

William  Saul  Ruben,  M.D.,  of  Rochester,  died  on  May  11, 
1976.  Dr.  Ruben  graduated  in  1927  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an  emeritus  general 
practitioner  at  St.  Mary’s  Hospital.  Dr.  Ruben  was  a 
member  of  the  American  Academy  of  Family  Physi- 
v cians. 

Martin  Frederic  Stein,  M.D.,  of  Manhasset,  died  on 
September  19.  Dr.  Stein  graduated  in  1926  from  Albany 
Medical  College.  He  was  a member  of  the  American 
Academy  of  Family  Physicians  and  the  American  Geriat- 
rics Society,  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Charles  Steinhauser,  M.D.,  of  Long  Beach,  died  on 
September  1 at  the  age  of  83.  Dr.  Steinhauser  graduated 
in  1915  from  Long  Island  College  Hospital.  He  was  a 
clinical  assistant  orthopedist  (off  service)  at  Bronx-Leb- 
anon  Hospital  Center.  Dr.  Steinhauser  was  a member  of 
the  Industrial  Medical  Association,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Brewster  Stevens,  M.D.,  of  Syracuse,  died  on  Au- 
gust 25  at  the  age  of  72.  Dr.  Stevens  graduated  in  1927 
from  Syracuse  University  College  of  Medicine.  He  was  a 
senior  orthopedic  surgeon  at  Crouse-Irving  Memorial 
Hospital  and  a consulting  orthopedic  surgeon  at  Commu- 
nity-General Hospital  of  Greater  Syracuse.  Dr.  Stevens 
was  a Diplomate  of  the  American  Board  of  Orthopedic 
Surgery  and  a member  of  the  American  Academy  of 
Orthopaedic  Surgeons,  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Egon  Storch,  M.D.,  of  Brooklyn,  died  on  September  1 at 
the  age  of  65.  Dr.  Storch  received  his  medical  degree  from 
the  University  of  Vienna  in  1936.  He  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Lawrence  E.  Taylor,  M.D.,  of  New  York  City,  died  on 
July  4 at  the  age  of  60.  Dr.  Taylor  graduated  in  1942  from 
Howard  University  College  of  Medicine.  He  was  an  as- 
sociate surgeon  at  Harlem  Hospital  Center  and  Cabrini 
Health  Care  Center.  Dr.  Taylor  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Max  Moses  Teplitz,  M.D.,  of  Summit,  died  on  November 


13, 1976.  Dr.  Teplitz  graduated  in  1914  from  the  Univer- 
sity of  Pittsburgh  School  of  Medicine. 

Melvin  Barnard  Victor,  M.D.,  of  Staten  Island,  died  on 
September  21  at  the  age  of  58.  Dr.  Victor  graduated  in 
1943  from  the  University  of  Toronto  Faculty  of  Medicine. 
He  was  a general  surgeon  at  St.  Vincent’s  Medical  Center 
of  Richmond.  Dr.  Victor  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  Richmond  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Max  Waltzer,  M.D.,  of  New  York  City,  died  on  September 
9 at  the  age  of  69.  Dr.  Waltzer  received  his  medical  degree 
from  the  University  of  Innsbruck  in  1937.  He  was  a senior 
clinical  assistant  physician  in  medicine  at  The  Mount  Sinai 
Hospital.  Dr.  Waltzer  was  a member  of  the  Clinical  So- 
ciety, New  York  Diabetes  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Harry  Weaver,  M.D.,  of  The  Bronx,  died  on  May  18, 1976, 
at  the  age  of  81.  Dr.  Weaver  graduated  in  1921  from 
Cornell  University  Medical  College.  He  was  a Diplomate 
of  the  American  Board  of  Radiology,  a Fellow  of  the 
American  College  of  Radiology,  and  a member  of  the  Ra- 
diological Association  of  North  America,  Inc.,  the  New 
York  Roentgen  Society,  the  New  York  State  Society  of 
Industrial  Medicine,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Samuel  Weinstein,  M.D.,  of  Valley  Stream,  died  on  De- 
cember 25, 1975,  in  his  73rd  year.  Dr.  Weinstein  graduated 
in  1926  from  the  University  of  Maryland  School  of  Medi- 
cine and  College  of  Physicians  and  Surgeons.  He  was  a 
consulting  radiologist  at  Unity  Hospital.  Dr.  Weinstein 
was  a Diplomate  of  the  American  Board  of  Radiology  and 
a member  of  the  Radiological  Society  of  North  America, 
Inc.,  the  Radiological  Society  of  New  York  State,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Janet  J.  Whitmore,  M.D.,  of  Rochester,  died  on  Sep- 
tember 7, 1976.  Dr.  Whitmore  graduated  in  1948  from  the 
University  of  Wisconsin  Medical  School.  She  was  a senior 
associate  physician  at  Strong  Memorial  Hospital.  Dr. 
Whitmore  was  a Diplomate  of  the  American  Board  of 
Physical  Medicine  and  Rehabilitation  and  a member  of  the 
American  Academy  of  Physical  Medicine  and  Rehabilita- 
tion and  the  American  Geriatrics  Society. 

Bernard  Saul  Wolf,  M.D.,  of  New  York  City,  died  on 
September  16  at  the  age  of  65.  Dr.  Wolf  graduated  in  1936 
from  New  York  University  School  of  Medicine.  He  was 
director  and  in-chief  of  radiology  at  The  Mount  Sinai 
Hospital.  Dr.  Wolf  was  a Diplomate  of  the  American 
Board  of  Radiology,  a Fellow  of  the  American  College  of 
Radiologists,  and  a member  of  the  American  Gastro-En- 
terological  Association,  the  American  Roentgen  Ray  So- 
ciety, the  Radiological  Society  of  North  America,  Inc.,  the 
New  York  Academy  of  Medicine,  the  New  York  Roentgen 
Society,  the  New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
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Medical  Association. 

Jonathan  Zoole,  M.I).,  of  Staten  Island,  died  on  October 
4 at  the  age  of  68.  Dr.  Zoole  graduated  in  1933  from 
Temple  University  School  of  Medicine.  He  was  an  asso- 


ciate pediatrician  at  Richmond  Memorial  Hospital.  Dr. 
Zoole  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Richmond  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


CORRECTION 

The  Journal  regrets  the  erroneous  information  published  in  the  October,  1977  Journal,  page  1999,  in  the  obituary 
on  Conrad  Moritz  Ollendorff,  M.D.  Dr.  Ollendorff  died  on  June  17,  1968,  at  the  age  of  76,  not  on  June  1 7,  1977, 
at  the  age  of  84. 


Correction 

The  Journal  apologizes  for  two  errors  which  appeared  in  the  Letters  to  the  Editor  section  in  the  October,  19  < < , 
issue  on  page  2010,  in  the  letter  on  "Circumcision”  by  Abraham  Ravich,  M.D.  Dr.  Ravich’s  corrrect  address 
is  1 1 35  103rd  Street,  Miami  Beach, Florida, 33154.  Reference  3 should  read:  Ravich,  A.:  Preventing  \ .D. and 
Cancer  by  Circumcision,  New  York  Philosophical  Press,  1973. 
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and  management,  1906 
Brain 

sclerosing  mediastinitis;  presumed  to  be  due  to  primary  as- 
pergillosis, 1774 

solitary  cerebral  metastasis;  long-term  survival  following  sur- 
gery, 1780 

Branch  block,  left  bundle;  gradual  evolution,  1951 
Breast,  adenocarcinoma  of;  arising  in  adenoma,  2122 
Breast  cancer,  metastatic;  pelvic  and  abdominal  complications, 
1768 

Breast,  carcinoma  of,  recurrent,  simulating  locally;  radiation- 
induced  extraskeletal  fibrosarcoma,  1932 
Breast  Reconstruction  Following  Mastectomy  (Berry),  1725 
British  National  Health  Service;  Starvation  by  Inches  (Puretz  and 


Puretz),  1964 

Brock  procedure:  pulmonary  atresia  with  intact  ventricular 

septum;  results  of  surgery  (Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  2068 
Bronchial  adenoma,  mucoepidermoid;  with  unusual  pattern  of 
growth  (Abstracts,  Reports,  Proceedings,  New  York  Society  for 
Thoracic  Surgery],  1283 

Bronchial  tree:  tracheobronchial  papillomatosis  [Abstracts, 

Reports,  Proceedings,  New  York  Society  for  Thoracic  Surgery], 
2073 

Bronchiolitis  Obliterans;  Long-Term  Follow-Up  (Dale,  Auchin- 
closs,  Gilbert,  and  Markarian),  1485 
Bronchogenic  tumors:  undifferentiated  small-cell  (oat-cell) 

carcinoma  of  lung;  prospects  for  long-term  survival,  1263 
Bronchopneumonia:  fifteen-year  history  of  carcinoid  [Clini- 

copathologic Conference],  1922 
Bundle  branch  block,  left;  gradual  evolution,  1951 
Bypass,  femoropopliteal,  bovine  heterograft;  aneurysmal  de- 
geration,  1312 

Bypass  surgery,  coronary,  occurrence  of  coronary  spasm  during 
(Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  2078 

Cadaver:  human  dissection;  epitome  of  its  evolution  [History  of 
Medicine],  1340 

Calcifications,  massive,  resolving  after  radiation  and  chemo- 
therapy; ovarian  cancer,  2137 

Calcified  mass,  chest  pain  and  [Correlation  Conferences  in  Ra- 
diology and  Pathology],  2238 

California  virus:  central  nervous  system  infections;  etiologic  and 
epidemiologic  observations  in  New  York  State,  1975,  1398 
Cancer,  bladder,  chemotherapy  of;  current  progress,  1889 
Cancer,  metastatic  breast;  pelvic  and  abdominal  complications, 
1768 

Cancer,  ovarian;  massive  calcifications  resolving  after  radiation 
and  chemotherapy,  2137 

Cancer,  skin,  laser  surgery  for  [Cutaneous  Malignant  Condition], 
1897 
Cancer 

breast  reconstruction  following  mastectomy,  1725 
myasthenia  gravis;  association  with  chronic  lymphocytic  leu- 
kemia, 2252 

radiation-induced  extraskeletal  fibrosarcoma;  simulating  locally 
recurrent  carcinoma  of  breast,  1932 
undifferentiated  small-cell  (oat-cell)  carcinoma  of  lung;  pros- 
pects for  long-term  survival,  1263 
Candidiasis,  vulvovaginal,  clotrimazole  for;  report  of  double-blind 
study,  1732 

Capillary  blood:  pathophysiology  of  general  cyanosis;  graphic 
analysis,  1393 

Carcinoid,  fifteen-year  history  of  [Clinicopathologic  Conference], 
1922 

Carcinoma,  advanced  prostatic,  indium  chloride  bone-marrow 
scanning  in,  1413 

Carcinoma,  epidermoid,  of  anorectum,  2056 
Carcinoma  of  breast,  recurrent,  simulating  locally;  radiation- 
induced  extraskeletal  fibrosarcoma,  1932 
Carcinoma  of  lung,  undifferentiated  small-cell  (oat-cell);  prospects 
for  long-term  survival,  1263 
Carcinoma,  vulvar,  hypercalcemia  complicating,  1763 
Carcinoma: 

adenocarcinoma  of  breast;  arising  in  adenoma,  2122 
metastatic  breast  cancer;  pelvic  and  abdominal  complications, 
1768 

Carcinomas  Metastatic  to  Skin  (Krumerman  and  Garret)  [Cuta- 
neous Malignant  Condition]  (Symposium),  1900 
Cardiac  arrest:  cardiopulmonary  resuscitation;  assessing  emer- 
gency department  staff  performance,  1247 
Cardiac  pacemaker:  selection  of  site  for  permanent  epicardial 
pacing  using  myocardial  testing  electrode  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  1272 
Cardiology 

electrocardiographic  findings  in  diabetic  patients  without 
clinical  evidence  of  heart  involvement;  echocardiographic 
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correlations,  1254 

safety  of  aortic  valve  replacement  in  septuagenarians  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Sur- 
gery], 1285 

Cardiopulmonary  Resuscitation;  Assessing  Emergency  Depart- 
ment Staff  Performance  (Russo,  Laude,  Sheth,  Howell,  Ben- 
jamin. Gururaj,  and  Rajkumar),  1247 
Carpal  Tunnel  Syndrome  in  Hemophilia  (Khunadorn,  Schla- 
genhauff.  Tourbaf.  and  Papademetriou),  1314 
Cataplexy:  hypnagogic  hallucinations;  Herman  Melville’s  Moby 
Dick  [Medical  Arts  and  Letters],  2145 
Catecholamines:  management  of  hypertensive  emergency  [Hy- 
' pertension:  Current  Concepts],  1290 

Central  Nervous  System  Infections;  Etiologic  and  Epidemiologic 
Observations  in  New  York  State,  1975  (Deibel,  Flanagan,  and 
Smith),  1398 
Central  nervous  system 

^ animal  model  for  multiple  sclerosis;  chronic  experimental  al- 
lergic encephalomyelitis  in  inbred  guinea  pigs,  1693 
undifferentiated  small-cell  (oat-cell)  carcinoma  of  lung;  pros- 
pects for  long-term  survival,  1263 
Cerebral  abscesses:  sclerosing  mediastinitis;  presumed  to  be  due 
to  primary  aspergillosis,  1774 

Cerebral  arteriosclerosis:  Franklin  Roosevelt’s  illness;  effect  on 
course  of  history  [History  of  Medicine],  2154 
Cerebral  metastasis,  solitary;  long-term  survival  following  surgery, 
1780 

Cerebrovascular  accidents:  stroke  associated  with  cocaine 

abuse — ?,  1473 

Chemotherapy  of  Bladder  Cancer;  Current  Progress  (Murphy), 
1889 

Chemotherapy,  radiation  and,  massive  calcifications  resolving 
after;  ovarian  cancer,  2137 
Chemotherapy 

tuberculosis  patients:  reactivatior,  1441 

undifferentiated  small-cell  (oat-cell)  carcinoma  of  lung;  pros- 
pects for  long-term  survival,  1263 
Chest  Pain  and  Calcified  Mass  [Correlation  Conferences  in  Ra- 
diology and  Pathology],  2238 
Chickenpox:  communicable  disease  reporting,  1800 
Childhood-Onset  Systemic  Lupus  Erythematosus;  Modern 
Management  and  Improved  Prognosis  (Jacobs),  2231 
Children,  immunizations  for;  issues  and  recommendations, 
1788 

Chlorambucil  overdose,  inadvertent,  in  adult,  1480 
Chlorpromazine:  questions  and  answers  [Drug  Information], 
1298 

Cholera-like  diarrhea,  fatal;  with  Waterhouse-Friderichsen  syn- 
drome, sickle-cell  trait,  and  hyposplenism,  1936 
Cholestasis,  intermittent-persistent,  duodenal  diverticulum 
causing;  associated  with  papillitis  chronica  fibrosa,  2132 
Cholestyramine:  questions  and  answers  [Drug  Information], 
1298 

Chondroblastic  osteogenic  sarcoma:  chest  pain  and  calcified  mass 
[Correlation  Conferences  in  Radiology  and  Pathology],  2238 
Chorea,  Huntington’s,  thyrotoxicosis  with,  1322 
Choriomeningitis:  central  nervous  system  infections;  etiologic 
and  epidemiologic  observations  in  New  York  State,  1975, 
1398 

Choroidal  melanoma,  hemorrhage  of;  complication  of  radioactive 
phosphorus  uptake  test,  2274 

Chronic  care  hospital:  the  psychiatrist  and  the  nursing  home  [Life 
at  Age  Forty  and  Beyond:  Problems  and  Satisfactions] 

(Symposium),  1734 

Chronic  experimental  allergic  encephalomyelitis  in  inbred  guinea 
pigs;  animal  model  for  multiple  sclerosis,  1693 
Chronic  lymphocytic  leukemia,  association  with;  myasthenia 
gravis,  2252 

Chronic  myelogenous  leukemia,  thymic  irradiation  and,  2226 
Chronica  Fibrosa,  papillitis,  associated  with;  duodenal  diverticulum 
causing  intermittent-persistent  cholestasis,  2132 
Cirrhosis:  fifteen-year  history  of  carcinoid  [Clinicopathologic 
Conference],  1922 


Clinical  Clues  (Series),  1251,  1262,  1267,  1331,  1404,  1408,  1412, 
1888,  1912,  1920 
Clinical  review 

erythromycin;  I.  clinical  pharmacology  [Infectious  Diseases], 
2088 

erythromycin;  II.  therapeutic  uses  [Infectious  Diseases], 
2243 

Clinical  Use  of  Angiotensin  Blocking  Agents  (Case)  [Hypertension: 
Current  Concepts],  2100 

Clinicopathologic  Conference  (Series),  1745, 1922 
Clostridial  infections:  erythromycin:  clinical  review;  II.  ther- 
apeutic uses  [Infectious  Diseases],  2243 
Clotrimazole  for  Vulvovaginal  Candidiasis;  Report  of  Double- 
Blind  Study  (Mayron),  1732 

Coagulation,  disseminated  intravascular;  in  paroxysmal  nocturnal 
hemoglobinuria,  1942 

Cocaine  abuse — ?,  stroke  associated  with,  1473 
Colitis:  questions  and  answers  [Drug  Information],  1298 
Communicable  Disease  Reporting  (Schell),  1800 
Communicable  diseases:  immunizat  ions  for  children;  issues  and 
recommendations,  1788 

Community  pharmacist,  continuing  education  for;  medical  school 
program,  1801 

Compensation  for  Reports  (Shayne  and  Dachs),  1329 
Computer:  electrocardiogram  in  multiphasic  health  testing, 

2063 

Conduct,  unprofessional,  1978 

Conduction,  retrograde  ventriculo-atrial,  in  complete  heart  block, 
2116 

Confidentiality  (Harnes),  1326 

Confidentiality  of  Medical  Records;  Legislation  at  Last  (Blume), 
1328 

Congestive  heart  failure:  silent  mitral  stenosis  with  atrial  fibril- 
lation; detected  by  echocardiography,  1709 
Conjunctivitis:  why  Reiter’s  disease?,  1913 
Conqueror,  continental,  how  the  investigative  Scot  foiled  the, 
1971 

Continental  conqueror,  how  the  investigative  Scot  foiled  the, 
1971 

Continuing  Education  for  Community  Pharmacist;  Medical 
School  Program  (Grebin,  Asnes,  Dickenson,  and  Novick), 
1801 

Continuing  Medical  Education  in  Geriatrics;  Growing  Resource 
(Pennington,  Gilbert,  and  Platt)  [Geriatrics],  2105 
Converting  enzyme  inhibitor:  clinical  use  of  angiotensin  blocking 
agents  [Hypertension:  Current  Concepts],  2100 
Convulsions:  questions  and  answers  [Drug  Information],  1298 
Coronary  artery,  right,  anomalous  origin  of,  from  pulmonary  artery 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  2072 

Coronary  bypass  surgery,  occurrence  of  coronary  spasm  during 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  2078 

Coronary  Obstruction;  1775  to  1976  (Dock)  [History  of  Medicine], 
1994 

Coronary  spasm,  occurrence  of,  during  coronary  bypass  surgery 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  2078 

Correction  of  Paraesophageal  Hiatal  Hernia  (Demos)  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Surgery], 
1281 

Correlation  Conferences  in  Radiology  and  Pathology  (Series), 
1465,  2238 

Corticosteroid:  functional  asplenia  in  idiopathic  thrombocyto- 
penic purpura,  2282 

Corticosteroids:  questions  and  answers  [Drug  Information], 

1298 

Cosmetic  Surgery  of  Face;  Philosophic  Considerations  (Jones  and 
Jones),  2292 

Counseling:  detoxification  of  alcoholic  patients  in  acute-care 
hospital;  outline  of  effective  short-term  program,  1783 
Countywide  school  survey,  report  of;  measles  immunity  [School 
Health],  2095 
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Cutaneous  Malignant  Condition  (Symposium),  1897 
Cyanosis,  pathophysiology  of;  graphic  analysis,  1899 
Cyclophosphamide:  chemotherapy  of  bladder  cancer;  current 
progress,  1889 

Cyst,  renal,  simulating;  pancreatic  pseudocyst,  2120 

Dantrolene  sodium,  death  associated  with.  1759 
Daunorubicin:  chemot  herapv  of  bladder  cancer;  current  progress, 
1889 

Death  Associated  with  Dantrolene  Sodium  (Gocdman,  Beckman, 
and  Carlson),  1759 

Decline  of  Altruism  in  Medical  Care  (Graef)  [Humanism  and 
Medical  Ethics)  (Symposium),  1454 
Degeneration,  aneurysmal;  bovine  heterograft  femoropopliteal 
bypass,  1312 

Dehumanized,  are  hospitals  |Humanism  and  Medical  Ethics) 
(Symposium),  1451 

Dentistry;  unprofessional  conduct,  1978 

Depression:  neuropathy  associated  with  amitriptyline;  bilateral 
footdrop,  2124 

Desmoid  tumor:  radiation-induced  extraskeletal  fibrosarcoma; 

simulating  locally  recurrent  carcinoma  of  breast,  1932  . 
Desmoplastic  reaction:  fifteen-year  history  of  carcinoid  [Clini- 
copathologic  Conference),  1922 

Detection,  Evaluation,  and  Treatment  of  High  Blood  Pressure; 
Report  of  Joint  National  Committee  (Moser)  (Hypertension: 
Current  Concepts),  1753 

Detoxification  of  Alcoholic  Patients  in  Acute-Care  Hospital; 
Outline  of  Effective  Short-Term  Program  (Gelb  and  Epstein), 
1783 

Detoxification:  methadone  maintenance;  outcome  after  termi- 
nation, 1409 

Diabetes  mellitus:  electrocardiographic  findings  in  diabetic  pa- 
tients without  clinical  evidence  of  heart  involvement;  echo- 
cardiographic  correlations,  1254 
Diabetes  mellitus.  occurrence  with;  bilateral  facial  palsy,  1492 
Diabetic  patients  without  clinical  evidence  of  heart  involvement, 
electrocardiographic  findings  in;  echocardiographic  correlations, 
1254 

Diarrhea,  fatal  cholera-like;  with  Waterhouse-Friderichsen  syn- 
drome, sickle-cell  trait,  and  hyposplenism,  1936 
Diazepam:  questions  and  answers  [Drug  Information),  1298 
Diazoxide:  management  of  hypertensive  emergency  [Hyper- 

tension: Current  Concepts],  1290 
Dicloxacillin:  antibiotic  prophylaxis  for  minor  lacerations;  con- 
trolled clinical  trial,  1728 

Digoxin:  questions  and  answers  (Drug  Information),  1298 
Diphtheria 

erythromycin:  clinical  review;  II.  therapeutic  uses  [Infectious 
Diseases],  2243 

immunizations  for  children;  issues  and  recommendations, 
1788 

Disease,  communicable,  reporting,  1800 

Dissection,  human;  epitome  of  its  evolution  [History  of  Medicine], 
1340 

Disseminated  Intravascular  Coagulation;  In  Paroxysmal  Noc- 
turnal Hemoglobinuria  (Boklan,  Palakavongs,  Conway,  and 
Degnan),  1942 

Diuretics:  detection,  evaluation,  and  treatment  of  high  blood 
pressure;  report  of  Joint  National  Committee  [Hypertension: 
Current  Concepts],  1753 

Diverticulum,  duodenal,  causing  intermittent-persistent  chole- 
stasis; associated  with  papillitis  chronica  fibrosa,  2132 
Dr.  Nicolaes  Tulp,  1593  to  1674:  and  Rembrandt’s  Anatomy 
Lesson  (Jarcho)  [History  of  Medicine],  2299 
Domiciliary  care  facility:  the  psychiatrist  and  the  nursing  home 
[Life  at  Age  Forty  and  Beyond:  Problems  and  Satisfactions] 
(Symposium),  1734 

Double-blind  study,  report  of;  clotrimazole  for  vulvovaginal  can- 
didiasis, 1732 

Doxepin:  questions  and  answers  [Drug  Information],  1298 
Doxorubicin  hydrochloride:  chemotherapy  of  bladder  cancer; 

current  progress,  1889 
Drug  Information  (Series),  1298 


Drug  problems,  alcohol  and,  physicians’  perspectives  on;  survey 
of  members  of  the  Medical  Society  of  the  County  of  Erie, 
2140 

Drugs,  anti-inflammatory,  new  nonsteroidal;  prospective  survey 
of  relative  merits,  1268 

Drugs;  methadone  maintenance;  outcome  after  termination, 
1409 

Duodenal  Diverticulum  Causing  Intermittent  Persistent  Cho- 
lestasis; Associated  with  Papillitis  Chronica  Fibrosa  (Manabe 
and  Yu),  2132 

Echo  9:  central  nervous  system  infections;  etiologic  and  epide- 
miologic observations  in  New  York  State,  1975,  1398 
Echocardiographic  correlations;  electrocardiographic  findings  in 
diabetic  patients  without  clinical  evidence  of  heart  involvement, 
1254 

Echocardiography,  detected  by;  silent  mitral  stenosis  with  atrial 
fibrillation,  1709 

Eclampsia:  management  of  hypertensive  emergency  [Hyper- 

tension: Current  Concepts],  1290 
Education,  continuing,  for  community  pharmacist;  medical  school 
program,  1801 

Education,  continuing  medical,  in  geriatrics;  growing  resource 
[Geriatrics],  2105 

Egyptian  history:  I swear  by  Imhotep  the  physician  |History  of 
Medicine],  2148 

Eikenella  corrodens  Subacute  Bacterial  Endocarditis;  Mixed  In- 
fection in  Amphetamine  User  (Marcus  and  Phelps),  2259 
Elderly 

anesthesia  for  patients  aged  over  ninety  years,  1421 
continuing  medical  education  in  geriatrics;  growing  resource 
[Geriatrics],  2105 

teaching  geriatric  medicine  [Geriatrics],  2241 
Electrocardiogram  in  Multiphasic  Health  Testing  (Bertrand, 
Pomper,  Hillman,  Duffy,  Michell,  and  Trout),  2063 
Electrocardiograms  of  the  Month  (Series),  1307, 1463, 1743, 1919, 
2107,  2247 

Electrocardiographic  Findings  in  Diabetic  Patients  Without 
Clinical  Evidence  of  Heart  Involvement;  Echocardiographic 
Correlations  (Zoneraich,  Zoneraich,  Rhee,  Liao,  and  Patel), 
1254 

Electrode,  myocardial  testing,  selection  of  site  for  permanent 
epicardial  pacing  using  [Abstracts,  Reports,  Proceedings,  New 
York  Society  for  Thoracic  Surgery],  1272 
Emergency,  acute  medical,  ultrasonography  of,  1711 
Emergency  department  staff  performance,  assessing;  cardiopul- 
monary resuscitation,  1247 

Emergency,  hypertensive,  management  of  [Hypertension:  Cur- 
rent Concepts],  1290 

Emotional  problems,  occupationally  related  [Life  at  Age  Forty  and 
Beyond:  Problems  and  Satisfactions]  (Symposium),  1737 
Encephalitis:  central  nervous  system  infections;  etiologic  and 
epidemiologic  observations  in  New  York  State,  1975,  1398 
Encephalomyelitis,  chronic  experimental  allergic,  in  inbred  guinea 
pigs;  animal  model  for  multiple  sclerosis,  1693 
Encephalopathy:  management  of  hypertensive  emergency  [Hy- 
pertension: Current  Concepts],  1290 
Endocarditis,  subacute  bacterial,  Eikenella  corrodens;  mixed  in- 
fection in  amphetamine  user,  2259 
Enteric  pathogens,  sexually  transmitted,  in  male  homosexual 
population,  2050 

Epicardial  pacing,  permanent,  selection  of  site  for,  using  myo- 
cardial testing  electrode  [Abstracts,  Reports,  Proceedings,  New 
York  Society  for  Thoracic  Surgery],  1272 
Epidemic:  influenza;  surveillance  report  for  “swine  flu"  scare  year 
1976, 1716 

Epidemiologic  observations,  etiologic  and,  in  New  York  State, 
1975;  central  nervous  system  infections,  1398 
Epidermoid  Carcinoma  of  Anorectum  (Quan),  2056 
Epilepsy  Associated  with  Mental  Illness;  Nature  and  Management 
(Siris,  Werner,  and  Pippenger),  1906 
Ergot  poisoning:  peripheral  vascular  spasm  due  to  ergotamine 
tartrate,  2257 

Ergotamine  tartrate,  peripheral  vascular  spasm  due  to,  2257 


December  1977/New  York  State  Journal  of  Medicine  2315 


Erie,  Medical  Society  of  the  County  of,  survey  of  members  of  the; 

physicians’  perspectives  on  alcohol  and  drug  problems,  2140 
Erythema  nodosum:  sarcoidal  reaction  in  tattoos,  1477 
Erythematosus,  lupus,  systemic,  childhood-onset;  modern  man- 
agement and  improved  prognosis,  2231 
Erythromycin 

Clinical  Review;  I.  Clinical  Pharmacology  (Nicholas)  [Infec- 
tious Diseases],  2088 

Clinical  Review;  II.  Therapeutic  Uses  (Nicholas)  [Infectious 
Diseases],  2243 

stillbirth  due  to  extensive  fetomaternal  transfusion,  2249 
Ester:  erythromycin:  clinical  review;  I.  clinical  pharmacology 
[Infectious  Diseses],  2088 

Estolate:  erythromycin:  clinical  review;  I.  clinical  pharmacology 
[Infectious  Diseases],  2088 
Ethics:  compensation  for  reports,  1329 

Ethics,  medical,  humanism,  and  preparation  of  modern  physician 
[Humanism  and  Medical  Ethics]  (Symposium),  1448 
'Ethics,  medical,  humanity-oriented,  teaching  [Humanism  and 
Medical  Ethics]  (Symposium),  1452 
Ethics,  professional,  in  medicine,  humanistic  base  for  [Humanism 
and  Medical  Ethics]  (Symposium),  1456 
Etiologic  and  epidemiologic  observations  in  New  York  State,  1975; 

central  nervous  system  infections,  1398 
Exercise:  back  pain  correction  and  prevention;  national  voluntary 
organizational  approach.  1335 

Experimental  allergic  encephalomyelitis,  chronic,  in  inbred  guinea 
pigs;  animal  model  for  multiple  sclerosis,  1693 
Extramedullary  myeloma:  abdominal  nonosseous  plasmacytoma; 
lymphography,  1958 

Extraskeletal  fibrosarcoma,  radiation-induced;  simulating  locally 
recurrent  carcinoma  of  breast,  1932 
Extrathymic  neoplasms:  myasthenia  gravis;  association  with 

chronic  lymphocytic  leukemia,  2252 
Extrauterine  pregnancies,  intrauterine  and,  simultaneous,  1765 
Eye:  hemorrhage  of  choroidal  melanoma;  complication  of  ra- 
dioactive phosphorus  uptake  test,  2274 

Face,  cosmetic  surgery  of;  philosophic  considerations,  2292 
Facial  canal:  hemifacial  spasm  and  blepharospasm;  percutaneous 
fractional  thermolysis  of  branches  of  facial  nerve,  2234 
Facial  nerve,  branches  of,  percutaneous  fractional  thermolysis  of; 

hemifacial  spasm  and  blepharospasm,  2234 
Facial  palsy,  bilateral;  occurrence  with  diabetes  mellitus,  1492 
Familial  Hypothyroidism  Manifested  by  Painful,  Swollen  Joints 
(Kabadi,  Levine,  and  Krishnamurthy),  1489 
Fatal  Cholera-like  Diarrhea;  With  Waterhouse-Friderichsen 
Syndrome,  Sickle-Cell  Trait,  and  Hyposplenism  (Goldstein, 
Craig,  and  Sutton),  1936 

Fatal  Strongyloidiasis;  In  Immunosuppressed  Patients  (Cuni, 
Rosner,  and  Chawla),  2109 

Femoropopliteal  bypass,  bovine  heterograft;  aneurysmal  degen- 
eration, 1312 

Fenoprofen:  new  nonsteroidal  anti-inflammatory  drugs;  pro- 

spective survey  of  relative  merits,  1268 
Fetal  heart:  stillbirth  due  to  extensive  fetomaternal  transfusion, 
2249 

Fetomaternal  transfusion,  extensive,  stillbirth  due  to,  2249 
Fever,  typhoid,  in  pregnancy;  with  probable  typhoid  hepatitis, 
1778 

Fibrillation,  atrial,  silent  mitral  stenosis  with;  detected  by  echo- 
cardiography, 1709 

Fibrosa,  papillitis,  chronica,  associated  with;  duodenal  divertic- 
ulum causing  intermittent-persistent  cholestasis,  2132 
Fibrosarcoma:  fifteen-year  history  of  carcinoid  [Clinicopathologic 
Conference],  1922 

Fibrosarcoma,  radiation-induced  extraskeletal;  simulating  locally 
recurrent  carcinoma  of  breast,  1932 
Fibrosis 

fifteen-year  history  of  carcinoid  [Clinicopathologic  Conference], 
1922 

sclerosing  mediastinitis;  presumed  to  be  due  to  primary  as- 
pergillosis, 1 774 

Fifteen-Year  History  of  Carcinoid  [Clinicopathologic  Conference], 


1922 

First-century  A.D.  view  of  suicide;  Flavius  Josephus  [Medical  Arts 
and  Letters],  1986 

Fistula,  nephrobronchial;  resulting  from  perinephric  abscess, 
2276 

Fistula,  tracheo-innominate;  diagnosis  and  management  [Ab- 
stracts, Reports,  Proceedings,  New  York  Society  for  Thoracic 
Surgery],  1276 

5-Fluorouracil:  chemotherapy  of  bladder  cancer;  current  progress, 
1889 

Flavius  Josephus;  First-Century  A.D.  View  of  Suicide  (Hankoff) 
[Medical  Arts  and  Letters],  1986 
Flora:  prognosis  of  pneumonia;  sputum  culture  and  gram  stain, 
1259 

Footdrop,  bilateral;  neuropathy  associated  with;  neuropathy  as- 
sociated with  amitriptyline,  2124 
Franklin  Roosevelt’s  Illness;  Effect  on  Course  of  History  (Barach) 
[History  of  Medicine],  2154 

Functional  Asplenia  in  Idiopathic  Thrombocytopenic  Purpura 
(Dekker  and  Propp),  2282 

Fungus:  sclerosing  mediastinitis;  presumed  to  be  due  to  primary 
aspergillosis,  1774 

Gallbladder:  obstructive  jaundice  [Clinicopathologic  Conference] , 
1745 

Gastritis,  atrophic,  immunology  of,  1697 

Gastrointestinal  bleeding:  pancreatic  pseudocyst;  acute  hem- 
orrhage complication,  1317 

Gastrointestinal  tract:  fifteen-year  history  of  carcinoid  [Clini- 
copathologic Conference],  1922 

Gastrointestinal  tuberculosis:  obstructive  jaundice  [Clini- 

copathologic Conference],  1745 

Gender:  amniocentesis  for  prenatal  diagnosis;  subjective  patient 
response,  1406 

General  practitioner:  British  National  Health  Service;  starvation 
by  inches,  1964 

Genetics:  amniocentesis  for  prenatal  diagnosis;  subjective  patient 
response,  1406 

Geriatric  Medicine;  Imperatives  (Butler)  [Geriatrics],  1470 
Geriatric  medicine,  teaching  [Geriatrics],  2241 
Geriatrics  (Series),  1295,  1470,  2105,  2241 

Geriatrics:  the  psychiatrist  and  the  nursing  home  [Life  at  Age 
Forty  and  Beyond:  Problems  and  Satisfactions]  (Symposium), 
1734 

Giardiasis:  Sexually  transmitted  enteric  pathogens  in  male  ho- 
mosexual population,  2050 

Gluteraldehyde-preserved  heterograft,  Hancock;  in  isolated  aortic 
and  mitral  valve  replacement  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  2085 
Glyburide:  questions  and  answers  [Drug  Information],  1298 
Gonorrhea  serology,  place  for,  2053 

Gram  stain,  sputum  culture  and;  prognosis  of  pneumonia,  1259 
Graphic  analysis;  pathophysiology  of  general  cyanosis,  1393 
Gravis,  myasthenia;  association  with  chronic  lymphocytic  leuke- 
mia, 2252 

Growth  hormone:  questions  and  answers  [Drug  Information], 
1298 

Guinea  pigs,  inbred,  chronic  experimental  allergic  en- 
cephalomyelitis in;  animal  model  for  multiple  sclerosis,  1693 
Gynecology 

amniocentesis  for  prenatal  diagnosis;  subjective  patient  re- 
sponse, 1406 

clotrimazole  for  vulvovaginal  candidiasis;  report  of  double-blind 
study,  1732 

hypercalcemia  complicating  vulvar  carcinoma,  1763 
place  for  gonorrhea  serology,  2053 

simultaneous  intrauterine  and  extrauterine  pregnancies, 
1765 

typhoid  fever  in  pregnancy;  with  probable  typhoid  hepatitis, 

' 1778 

Hallucinations,  hypnagogic;  Herman  Melville’s  Moby  Dick 
[Medical  Arts  and  Letters],  2145 
Hancock  Gluteraldehyde-Preserved  Heterograft;  In  Isolated 


2316  New  York  State  Journal  of  Medicine/December  1977 


Aortic  and  Mitral  Valve  Replacement  (Parodi,  Edie,  Spotnitz, 
Bregman,  Bowman,  Reemtsma,  and  Malm)  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  2085 
Hauser-Hughston  patellar  shaving  procedure,  unusual  compli- 
cation of;  stuck  medial  patella,  1955 
Head  trauma:  management  of  hypertensive  emergency  [Hy- 

pertension: Current  Concepts),  1290 
Health  agency,  single;  viable  concept,  1332 
Health  care:  continuing  medical  education  in  geriatrics;  growing 
resource  [Geriatrics],  2105 
Health  professions:  unprofessional  conduct,  1978 
Health  Service,  British  National;  starvation  by  inches,  1964 
Health  testing,  multiphasic,  electrocardiogram  in,  2063 
Health-related  facility:  the  psychiatrist  and  the  nursing  home 
(Life  at  Age  Forty  and  Beyond:  Problems  and  Satisfactions] 
(Symposium),  1734 
Heart 

Franklin  Roosevelt’s  illness;  effect  on  course  of  history  [History 
of  Medicine,  2154 

programmable  pacemaker;  two-year  study,  1418 
Heart  block,  complete,  retrograde  ventriculo-atrial  conduction 
in,  21 16 

Heart  disease:  electrocardiogram  in  multiphasic  health  testing, 
2063 

Heart  failure:  silent  mitral  stenosis  with  atrial  fibrillation;  de- 
tected by  echocardiography,  1709 
Heart  involvement,  diabetic  patients  without  clinical  evidence  of, 
electrocardiographic  findings  in;  echocardiographic  correlations, 
1254 

Hematologic  toxicity:  indium  chloride  bone-marrow  scanning 
in  advanced  prostatic  carcinoma,  1413 
Hematologic  toxicity:  indium  chloride  bone-marrow  scanning 
in  advanced  prostatic  carcinoma,  1413 
Heme:  hemorrhagic  shock:  concept  of  toxic  elements,  2217 
Hemifacial  Spasm  and  Blepharospasm;  Percutaneous  Fractional 
Thermolysis  of  Branches  of  Facial  Nerve  (Battista),  2234 
Hemoglobin 

hemorrhagic  shock;  concept  of  toxic  elements,  2217 
pathophysiology  of  general  cyanosis;  graphic  analysis,  1393 
Hemoglobinuria,  paroxysmal  nocturnal,  in;  disseminated  intra- 
vascular coagulation,  1942 

Hemolysis:  disseminated  intravascular  coagulation;  in  parox- 
ysmal nocturnal  hemoglobinuria,  1942 
Hemophilia,  carpal  tunnel  syndrome  in,  1314 
Hemophilus  influenzae:  prognosis  of  pneumonia;  sputum  culture 
and  gram  stain,  1259 

Hemophilus  influenzae  infections:  erythromycin:  clinical  review; 

II.  therapeutic  uses  [Infectious  Diseases],  2243 
Hemorrhage  complication,  acute;  pancreatic  pseudocyst,  1317 
Hemorrhage  of  Choroidal  Melanoma;  Complication  of  Radioactive 
Phosphorus  Uptake  Test  (Packer),  2274 
Hemorrhagic  Shock;  Concept  of  Toxic  Elements  (Friedman-Mor, 
Chalon.  Turndorf,  and  Orkin),  2217 
Heparin:  peripheral  vascular  spasm  due  to  ergotamine  tartrate, 
2257 

Hepatic  failure:  duodenal  diverticulum  causing  intermittent- 
persistent  cholestasis;  associated  with  papillitis  chronica  fibrosa, 
2132 

Hepatitis,  polyuric  renal  failure  and;  associated  with  methoxy- 
flurane  anesthesia,  2265 

Hepatitis:  sexually  transmitted  enteric  pathogens  in  male  ho- 
mosexual population,  2050 

Hepatitis  “A":  communicable  disease  reporting.  1800 
Hepatitis,  typhoid,  with  probable;  typhoid  fever  in  pregnancy, 
1778 

Hepatotoxicity:  death  associated  with  dantrolene  sodium, 

1759 

Heredity:  familial  hypothyroidism  manifested  by  painful,  swollen 
joints,  1489 

Hernia,  paraesophageal  hiatal,  correction  of  [Abstracts,  Reports, 
Proceedings.  New  York  Society  for  Thoracic  Surgery],  1281 
Heroin:  methadone  maintenance;  outcome  after  termination, 
1409 

Herpes  simplex:  central  nervous  system  infections;  etiologic  and 


epidemiologic  observations  in  New  York  State,  1975,  1398 
Heterograft,  bovine,  popliteal  bypass;  aneurysmal  degeneration, 
1312 

Heterograft,  Hancock  gluteraldehyde-preserved;  in  isolated  aortic 
and  mitral  valve  replacement  |Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  2085 
Hiatal  hernia,  paraesophageal,  correction  of  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  1281 
High  blood  pressure,  detection,  evaluation,  and  treatment  of;  re- 
port of  Joint  National  Committee  [Hypertension:  Current 
Concepts],  1753 

Hilar  lymphadenopathy:  sarcoidal  reaction  in  tattoos,  1477 
Hippocratic  oath:  I swear  by  Imhotep  the  physician  (History  of 
Medicine],  2148 

History,  effect  on  course  of;  Franklin  Roosevelt’s  illness  [History 
of  Medicine],  2154 

History  of  Medicine  (Series),  1340,  1994,  2148,  2299 
Hitler:  how  the  investigative  Scot  foiled  the  continental  con- 
queror, 1971 

HL-A  disease:  why  Reiter’s  disease?,  1913 
Homosexual  population,  male,  sexually  transmitted  enteric 
pathogens  in,  2050 

Hospital,  acute-care,  detoxification  of  alcoholic  patients  in;  outline 
of  effective  short-term  program,  1783 
Hospital:  the  psychiatrist  and  the  nursing  home  [Life  at  Age 
Forty  and  Beyond:  Problems  and  Satisfactions]  (Symposium), 
1734 

Hospitals:  British  National  Health  Service;  starvation  by  inches, 
1964 

Hospitals  dehumanized,  are  |Humanism  and  Medical  Ethics] 
(Symposium),  1451 

How  the  Investigative  Scot  Foiled  the  Continental  Conqueror 
(Dock),  1971 

Human  Dissection;  Epitome  of  its  Evolution  (Bloch)  (History  of 
Medicine],  1340 

Humanism  and  Medical  Ethics  (Symposium),  1448 
Humanism,  medical  ethics,  and  preparation  of  modern  physician 
[Humanism  and  Medical  Kthics]  (Symposium),  1448 
Humanistic  Base  for  Professional  Ethics  in  Medicine  (Pellegrino) 
[Humanism  and  Medical  Ethics]  (Symposium),  1456 
Humanity-oriented  medical  ethics,  teaching  [Humanism  and 
Medical  Ethics]  (Symposium),  1452 
Huntington's  chorea,  thyrotoxicosis  with,  1322 
Hydralazine:  management  of  hypertensive  emergency  [Hyper- 
tension: Current  Concepts],  1290 
Hvdrops:  obstructive  jaundice  [Clinicopathologic  Conference], 
1745 

Hypercalcemia  Complicating  Vulvar  Carcinoma  (Chung  and 
Krumerman),  1763 

Hyperplasia,  angiofollicular  lymph-node,  2220 
Hypertension 

Current  Concepts  (Series),  1290, 1753,  2100 
Franklin  Roosevelt’s  illness;  effect  on  course  of  history  [History 
of  Medicine],  2154 

stroke  associated  with  cocaine  abuse — ?,  1473 
Hypertensive  emergency,  management  of  [Hypertension:  Cur- 
rent Concepts],  1290 

Hypnagogic  Hallucinations;  Herman  Melville’s  Moby  Dick 
(Schneck)  [Medical  Arts  and  Letters],  2145 
Hvposplenism,  Waterhouse-Friderichsen  syndrome,  sickle-cell 
trait,  and,  with;  fatal  cholera-like  diarrhea,  1936 
Hypotension,  orthostatic,  of  central  neurogenic  origin,  1960 
Hvpothyroidism,  familial,  manifested  by  painful,  swollen  joints, 
1489 

Hypoxia:  pathophysiology  of  general  cyanosis;  graphic  analysis, 
1393 

I Swear  by  Imhotep  the  Physician  (Ralston)  [History  of  Medicine], 
2148 

Ibuprofen:  new  nonsteroidal  anti-inflammatory  drugs;  pro- 

spective survey  of  relative  merits,  1268 
Idiopathic  thrombocytopenic  purpura,  functional  asplenia  in, 
2282 

Iliac  vein,  external,  leiomyoma  of,  2279 


December  1977/New  York  State  Journal  of  Medicine  2317 


Ileum 

fifteen-year  history  of  carcinoid  [Clinicopathologic  Conference], 
1922' 

obstructive  jaundice  [Clinicopathologic  Conference],  1745 
Illness,  Franklin  Roosevelt’s;  effect  on  course  of  history  [History 
of  Medicine],  2154 

Illness,  mental,  epilepsy  associated  with;  nature  and  management, 
1906  , 

Imhotep  the  physician,  I swear  by  [History  of  Medicine],  2148 
Immunity,  measles;  report  of  countywide  school  survey  [School 
Health],  2095 

Immunizations  for  Children;  Issues  and  Recommendations  (Im- 
perato),  1788 

Immunology:  animal  model  for  multiple  sclerosis;  chronic  ex- 
perimental allergic  encephalomyelitis  in  inbred  guinea  pigs, 

1693 

Immunology  of  Atrophic  Gastritis  (Glass),  1697 
''Immunosuppressed  patients,  in;  fatal  strongyloidiasis,  2109 
Inadvertent  Chlorambucil  Overdose  in  Adult  (Enck  and  Bennett), 
1480 

Inbred  guinea  pigs,  chronic  experimental  allergic  encephalomy- 
elitis in;  animal  model  for  multiple  sclerosis,  1693 
Incontinence:  anterior  urethropexy;  retrospective  view,  1910 
Indium  Chloride  Bone-Marrow  Scanning  in  Advanced  Prostatic 
Carcinoma  (Catane,  Kaufman,  Bakshi,  Parthasarathy,  Mit- 
telman,  and  Murphy),  1413 

Infection,  mixed,  in  amphetamine  user;  Eikenella  corrodens 
subacute  bacterial  endocarditis,  2259 
Infection,  primary  pyogenic,  of  sacroiliac  joint,  1309 
Infection 

antibiotic  prophylaxis  for  minor  lacerations;  controlled  clinical 
trial,  1728 

fatal  strongyloidiasis;  in  immunosuppressed  patients,  2109 
Infections,  central  nervous  system;  etiologic  and  epidemiologic 
observations  in  New  York  State,  1975,  1398 
Infections 

erythromycin:  clinical  review;  II.  therapeutic  uses  [Infectious 
Diseases],  2243 

nephrobronchial  fistula;  resulting  from  perinephric  abscess, 
2276 

Infectious  Diseases  (Series),  2088,  2243 

Influenza:  central  nervous  system  infectious;  etiologic  and  epi- 
demiologic observations  in  New  York  State,  1975,  1398 
Influenza;  Surveillance  Report  for  “Swine  Flu”  Scare  Year  1976 
(Deibel,  Decher,  and  Armstrong),  1716 
Innominate  artery:  tracheo-innominate  fistula;  diagnosis  and 
management  [Abstracts,  Reports,  Proceedings,  New  York  So- 
ciety for  Thoracic  Surgery],  1276 
Intestinal  tract:  epidermoid  carcinoma  of  anorectum,  2056 
Intracranial  hemorrhage:  management  of  hypertensive  emer- 
gency [Hypertension:  Current  Corcepts],  1290 
Intrauterine  and  extrauterine  pregnancies,  simultaneous,  1765 
Intravascular  coagulation,  disseminated;  in  paroxysmal  nocturnal 
hemoglobinuria,  1942 

Introduction  (Angrist)  [Humanism  and  Medical  Ethics]  (Sym- 
posium), 1448 

Investigative  Scot  foiled  the  continental  conqueror,  how  the, 
1971 

Irradiation,  thymic,  and  chronic  myelogenous  leukemia,  2226 

James  Lind:  how  the  investigative  Scot  foiled  the  continental 
conqueror,  1971 

Jaundice,  obstructive  [Clinicopathologic  Conference],  1745 
Jaundice:  duodenal  diverticulum  causing  intermittent-persistent 
cholestasis;  associated  with  papillitis  chronica  fibrosa,  2132 
Joint  National  Committee,  report  of;  detection,  evaluation,  and 
treatment  of  high  blood  pressure  [Hypertension:  Current 

Concepts],  1753 

Joint,  sacroiliac,  primary  pyogenic  infection  of,  1309 
Joints,  painful,  swollen,  familial  hypothyroidism  manifested  bv, 
1489 

Josephus,  Flavius;  first-century  A. I),  view  of  suicide  [Medical  Arts 
and  Letters],  1986 


Kidney:  organ  recovery;  role  of  nurse  coordinator,  2297 
Knee:  amputee  rehabilitation;  I.  lower-limb  amputations, 

1436 

LAAM:  questions  and  answers  [Drug  Information],  1298 
Lacerations,  minor,  antibiotic  prophylaxis  for;  controlled  clinical 
trial,  1728 

Larnyx:  tracheobronchial  papillomatosis  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  2073 
Laser  Surgery  for  Skin  Cancer  (Goldman)  [Cutaneous  Malignant 
Condition]  (Symposium),  1897 

Left  Bundle  Branch  Block;  Gradual  Evolution  (Friedman), 
1951 

Left  Upper  Quadrant  Mass  and  Abdominal  Pain  [Correlation 
Conferences  in  Radiology  and  Pathology],  1465 
Left  ventricular  failure:  management  of  hypertensive  emergency 
[Hypertension:  Current  Concepts],  1290 
Legal  medicine:  medical  malpractice  and  contributory  negligence, 
2286 

Legal  profession:  compensation  for  reports,  1329 
Legislation  at  last;  confidentiality  of  medical  records,  1328 
Leiomyoma  of  External  Iliac  Vein  (Karmody,  Zaman,  and  Sarfeh), 
2279 
Lesion 

adenocarcinoma  of  breast;  arising  in  adenoma,  2122 
angiofollicular  lvmph-node  hyperplasia,  2220 
epidermoid  carcinoma  of  anorectum,  2056 
pulmonary  blastoma,  1953 

radiation-induced  extraskeletal  fibrosarcoma;  simulating  locally 
recurrent  carcinoma  of  breast,  1932 
soft-tissue  sarcoma;  imaged  with  technetium-99m  pyrophos- 
phate, 2118 
Lesions 

abdominal  nonosseous  plasmacytoma;  lymphography,  1958 
carcinomas  metastatic  to  skin  [Cutaneous  Malignant  Condition] 
(Symposium),  1900 

indium  chloride  bone-marrow  scanning  in  advanced  prostatic 
carcinoma,  1413 

laser  surgery  for  skin  cancer  [Cutaneous  Malignant  Condition] 
(Symposium),  1897 

pancreatic  pseudocyst;  simulating  renal  cyst,  2120 
primary  pulmonary  paraganglioma,  2270 
sarcoidal  reaction  in  tattoos,  1477 

solitary  cerebral  metastasis;  long-term  survival  following  sur- 
gery, 1780 

tracheobronchial  papillomatosis  [Abstracts,  Reports,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery],  2073 
Leukemia,  chronic  lymphocytic,  association  with;  myasthenia 
gravis,  2252 

Leukemia,  chronic  myelogenous,  thymic  irradiation  and,  2226 
Leukemia:  inadvertent  chlorambucil  overdose  in  adult,  1480 
Levo-alpha-acetyl-methadol:  questions  and  answers  [Drug  In- 
formation], 1298 

Levodopa:  questions  and  anawers  [Drug  Information],  1298 
Life  at  Age  Forty  and  Beyond:  Problems  and  Satisfactions 
(Symposium),  1734 

Limb:  amputee  rehabilitation;  I.  lower-limb  amputations, 

1436 

Liposarcoma:  soft-tissue  sarcoma;  imaged  with  technetium-99m 
Lithium  carbonate:  questions  and  answers  [Drug  Information], 
1298 

Lithium:  manic-depressive  psychoses,  1904 
Liver 

fifteen-year  history  of  carcinoid  [Clinicopathologic  Conference], 
1922 

obstructive  jaundice  [Clinicopathologic  Conference],  1745 
Lobotomy:  epilepsy  associated  with  mental  illness;  nature  and 
management,  1906 

Lower-limb  amputation,  I.;  amputee  rehabilitation,  1436 
Lung,  carcinoma  of,  undifferentiated  small-cell  (oat-cell);  pros- 
pects for  long-term  survival,  1263 
Lung 


2318  New  York  State  Journal  of  Medicine/Decernber  1977 


bronchiolitis  obliterans;  long-term  follow-up,  1485 
percutaneous  needle  biopsy  of  parietal  pleura;  analysis  of  50 
cases,  2058 

primary  pulmonary  paraganglioma,  2270 
pulmonary  atresia  wth  intact  ventricular  septum;  results  of 
surgery  [Abstracts,  Reports,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  2068 
pulmonary  blastoma,  1953 

tracheobronchial  papillomatosis  [Abstracts,  Reports,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery),  2073 
Lupus  erythematosus,  systemic,  childhood-onset;  modern  man- 
agement and  improved  prognosis,  2231 
Lupus  erythematosus:  percutaneous  needle  biopsy  of  parietal 
pleura;  analysis  of  50  cases,  2058 
Lymph  nodes:  obstructive  jaundice  [Clinicopathologic  Confer- 
ence], 1745 

Lymph-node  hyperplasia,  angiofollicular,  2220 
Lymphadenopathy:  sarcoidal  reaction  in  tattoos,  1477 
Lymphocytic  choriomeningitis:  central  nervous  system  infec- 
tions; etiologic  and  epidemiologic  observations  in  New  York 
State,  1975,  1398 

Lymphocytic  leukemia,  chronic,  association  with;  myasthenia 
gravis,  2252 

Lymphocytic  leukemia:  inadvertent  chlorambucil  overdose  in 
adult,  1480 

Lymphography;  abdominal  nonosseous  plasmacytoma,  1958 
Lymphoma:  fatal  strongyloidiasis;  in  immunosuppressed  pa- 

tients, 2109 

Male  homosexual  population,  sexually  transmitted  exteric 
pathogens  in,  2050 

Malignant  hypertension:  management  of  hypertensive  emergency 
[Hypertension:  Current  Concepts],  1290 
Malignant  lesion:  adenocarcinoma  of  breast;  arising  in  adenoma, 
2122 

Malignant  Mesothelioma  of  Pleura;  Clinicopathologic  observation 
(Jara,  Takita,  and  Rao),  1885 
Malpractice,  medical,  and  contributory  negligence,  2286 
Management  of  Hypertensive  Emergency  (Mailloux)  [Hyper- 
tension: Current  Concepts],  1290 
Manic-Depressive  Psychoses  (Farber),  1904 
Mass,  calcified,  chest  pain  and  [Correlation  Conferences  in  Ra- 
diology and  Pathology],  2238 

Mass,  left  upper  quadrant,  and  abdominal  pain  [Correlation 
Conferences  in  Radiology  and  Pathology],  1465 
Mass  media,  terrorism  and,  2294 
Mastectomy,  breast  reconstruction  following,  1725 
Measles 

central  nervous  system  infections;  etiologic  and  epidemiologic 
observations  in  New  York  State,  1975, 1398 
communicable  disease  reporting,  1800 

immunizations  for  children;  issues  and  recommendations, 
1788 

Measles  Immunity;  Report  of  County-wide  School  Survey  (Schell 
and  Abruzzo)  [School  Health],  2095 
Medial  patella,  stuck;  unusual  complication  of  a Hauser-Hughston 
patellar-shaving  procedure,  1955 
Mediastinitis,  sclerosing;  presumed  to  be  due  to  primary  asper- 
gillosis, 1774 

Mediastinum:  angiofollicular  lymph-node  hyperplasia,  2220 
Medical  Arts  and  Letters  (Series),  1986,  2145 
Medical  care,  decline  of  altruism  in  [Humanism  and  Medical 
Ethics]  (Symposium),  1454 

Medical  education,  continuing,  in  geriatrics;  growing  resource 
[Geriatrics],  2105 

Medical  emergency,  acute,  ultrasonography  of,  1711 
Medical  Ethics,  Humanism,  and  Preparation  of  Modern  Physician 
(Naughton)  [Humanism  and  Medical  Ethics]  (Symposium), 
1448 

Medical  ethics,  humanity-oriented,  teaching  [Humanism  and 
Medical  Ethics]  (Symposium).  1452 
Medical  Malpractice  and  Contributory  Negligence  (Ficarra), 
2286 

Medical  records,  confidentiality  of;  legislation  at  last,  1328 


Medical  school  program;  continuing  education  for  community 
pharmacist,  1801 

Medical  Society  of  the  County  of  Firie,  survey  of  members  of  the; 

physicians’  perspectives  on  alcohol  and  drug  problems,  2140 
Medicine,  geriatric;  imperatives  [Geriatrics],  1470 
Medicine,  geriatric,  teaching  [Geriatrics],  2241 
Medicine,  more  principles  of,  1984 

Medicine,  professional  ethics  in,  humanistic  base  for  [Humanism 
and  Medical  Ethics]  (Symposium),  1456 
Medicine:  unprofessional  conduct  1978 

Melanoma,  choroidal,  hemorrhage  of;  complication  of  radioactive 
phosphorus  uptake  test,  2274 

Melanoma:  laser  surgery  for  skin  cancer  [Cutaneous  Malignant 
Condition]  (Symposium),  1897 

Melville’s,  Herman,  Moby  Dick;  hypnagogic  hallucinations 
[Medical  Arts  and  Letters],  2145 
Meningitis:  central  nervous  system  infections;  etiologic  and  ep- 
idemiologic observations  in  New  York  State,  1975,  1398 
Mental  disorders:  the  psychiatrist  and  the  nursing  home  [Life 
at  Age  Forty  and  Beyond:  Problems  and  Satisfactions] 

(Symposium),  1734 

Mental  health:  occupationally  related  emotional  problems  [Life 
at  Age  Forty  and  Beyond:  Problems  and  Satisfactions] 

(Symposium),  1737 

Mental  illness,  epilepsy  associated  with;  nature  and  management, 
1906 

Mesothelioma  of  pleura,  malignant;  clinicopathologic  observation, 
1885 

Metastases 

fifteen-year  history  of  carcinoid  [Clinicopathologic  Conference], 
1922 

obstructive  jaundice  [Clinicopathologic  Conference],  1745 
Metastasis,  cerebral,  solitary;  long-term  survival  following  surgery, 
1780 

Metastatic  Breast  Cancer;  Pelvic  and  Abdominal  Complications 
(Alcena  and  Greenwald),  1768 

Metastatic  to  skin,  carcinomas  [Cutaneous  Malignant  Condition] 
(Symposium),  1900 

Methadone  Maintenance;  Outcome  After  Termination  (Dole  and 
Joseph),  1409 

Methadyl  acetate:  questions  and  answers  [Drug  Information], 
1298 

Methotrexate:  questions  and  answers  [Drug  Information], 

1298 

Methoxyflurane  anesthesia,  associated  with;  polyuric  renal  failure 
and  hepatitis,  2265 

Methyldopa:  management  of  hypertensive  emergency  [Hyper- 
tension: Current  Concepts],  1290 
Minor  lacerations,  antibiotic  prophvlaxis  for;  controlled  clinical 
trial,  1728 

Mitomycin  C:  Chemotherapy  of  bladder  cancer;  current  progress, 
1889 

Mitral  stenosis,  silent,  with  atrial  fibrillation:  detected  by  echo- 
cardiography, 1709 

Mitral  valve  replacement,  aortic  and,  in  isolated;  Hancock  glut- 
eraldehvde-preserved  heterograft  [Abstracts,  Reports,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery],  2085 
Moby  Dick,  Herman  Melville’s;  hypnagogic  hallucinations 
[Medical  Arts  and  Letters],  2145 
Model,  animal,  for  multiple  sclerosis;  chronic  experimental  allergic 
encephalomyelitis  in  inbred  guinea  pigs,  1693 
More  Principles  of  Medicine  (Matz),  1984 
Mucoepidermoid  Bronchial  Adenoma;  With  Unusual  Pattern  of 
Growth  (Madani)  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  1283 
Multiphasic  health  testing,  electrocardiogram  in.  2063 
Multiple  sclerosis,  animal  model  for;  chronic  experimental  allergic 
encephalomyelitis  in  inbred  guinea  pigs,  1693 
Mumps 

communicable  disease  reporting,  1800 

immunizations  for  children;  issues  and  recommendations, 
1788 

Muscles:  hemifacial  spasm  and  blepharospasm;  percutaneous 
fractional  thermolysis  of  branches  of  facial  nerve,  2234 


December  1977/New  York  State  Journal  of  Medicine  2319 


Myasthenia  Gravis;  Association  with  Chronic  Lymphocytic 
Leukemia  (Vogel,  Kornfeld,  Forte,  Jones,  Genkins,  Papatestas, 
and  Horowitz),  2252 

Mycoplasma  pneumonia:  erythromycin:  clinical  review;  II. 

therapeutic  uses  [Infectious  Diseases],  2243 
Myelin:  animal  model  for  multiple  sclerosis;  chronic  experimental 
allergic  encephalomyelitis  in  inbred  guinea  pigs,  1693 
Myelogenous  leukemia,  chronic,  thymic  irradiation  and,  2226 
Myeloma:  abdominal  nonosseous  plasmacytoma;  lymphography, 
1958 

Myocardial  infarction 

coronary  obstruction  1775  to  1976  [History  of  Medicine], 
1994  ' 

left  bundle  branch  block;  gradual  evolution,  1951 
Myocardial  testing  electrode,  selection  of  site  for  permanent  ep- 
icardial  pacing  using  [Abstracts,  Reports,  Proceedings,  New 
York  Society  for  Thoracic  Surgery],  1272 
Myxedema:  familial  hypothyroidism  manifested  by  painful, 

swollen  joints,  1489 

Napoleon:  how  the  investigative  Scot  foiled  the  continental 

conqueror,  1971 

Naproxen:  new  nonsteroidal  anti-inflammatory  drugs;  pro- 

spective survey  of  relative  merits,  1268 
Narcolepsy:  hypnagogic  hallucinations;  Herman  Melville’s  Moby 
Dick  [Medical  Arts  and  Letters],  2145 
Narcotics:  methadone  maintenance;  outcome  after  termination, 
1409 

National  Health  Service,  British;  starvation  by  inches,  1964 
Necrotic  infection:  sclerosing  mediastinitis;  presumed  to  be  due 
to  primary  aspergillosis,  1774 

Needle  biopsy,  percutaneous,  of  parietal  pleura;  analysis  of  50 
cases,  2058 

Nefopam:  questions  and  answers  [Drug  Information],  1298 
Negligence,  contributory,  medical  malpractice  and,  2286 
Neoplasm 

adenocarcinoma  of  breast;  arising  in  adenoma,  2122 
obstructive  jaundice  [Clinicopathologic  Conference],  1745 
primary  pulmonary  paraganglioma,  2270 
Neoplasms 

myasthenia  gravis;  association  with  chronic  lymphocytic  leu- 
kemia, 2252 

pulmonary  blastoma,  1953 

Nephrobronchial  Fistula;  Resulting  from  Perinephric  Abscess 
(Arida  and  Verderame),  2276 

Nephrotoxicity:  polyuric  renal  failure  and  hepatitis;  associated 
with  methoxyflurane  anesthesia,  2265 
Nerve,  facial,  branches  of,  percutaneous  fractional  thermolysis 
of;  hemifacial  spasm  and  blepharospasm,  2234 
Nervous  system,  central,  infections;  etiologic  and  epidemiologic 
observations  in  New  York  State,  1975, 1398 
Neurogenic  origin,  central,  orthostatic  hypotension  of,  1960 
Neuroleptics:  epilepsy  associated  with  mental  illness,  1906 
Neurology 

bilateral  facial  palsy;  occurrence  with  diabetes  mellitus,  1492 
stroke  associated  with  cocaine  abuse — ?,  1473 
stroke  rehabilitation;  I.  factors  predicting  outcome  and  length 
of  stay — an  overview,  1426 

stroke  rehabilitation;  II.  guidelines  for  establishing  a stroke 
rehabilitation  unit,  1430 

Neuropathy  Associated  with  Amitriptyline;  Bilateral  Footdrop 
(Casarino),  2124 

Neurosurgery:  hemifacial  spasm  and  blepharospasm;  percuta- 
neous fractional  thermolysis  of  branches  of  facial  nerve,  2234 
New  Nonsteroidal  Anti-inflammatory  Drugs;  Prospective  Survey 
of  Relative  Merits  (Pinals,  Runge,  Jabbs,  and  Maddi),  1268 
New  York  State,  etiologic  and  epidemiologic  observations  in,  1975; 

central  nervous  system  infections,  1398 
Newborn,  staphylococcal  septicemia  in  a,  1946 
Nicolaes  Tulp,  Dr.,  1593  to  1674;  and  Rembrandt’s  Anatomy 
Lesson  |History  of  Medicine],  2299 
Nocturnal  hemoglobinuria,  paroxysmal,  in;  disseminated  intra- 
vascular coagulation,  1942 

Nonosseous  plasmacytoma,  abdominal;  lymphography,  1958 


Nonsteroidal  anti-inflammatory  drugs,  new;  prospective  survey 
of  relative  merits,  1268 

Nurse  coordinator,  role  of;  organ  recovery,  2297 
Nursing  home,  the  psychiatrist  and  the  [Life  at  Age  Forty  and 
Beyond:  Problems  and  Satisfactions]  (Symposium),  1734 
Nursing: 

cardiopulmonary  resuscitation;  assessing  emergency  depart- 
ment staff  performance,  1247 

detoxification  of  alcoholic  patients  in  acute-care  hospital;  out- 
line of  effective  short-term  program,  1783 
stroke  rehabilitation;  II.  guidelines  for  establishing  a stroke 
rehabilitation  unit,  1430 

Nystatin:  clotrimazole  for  vulvovaginal  candidiasis;  report  of 
double-blind  study,  1732 


(Oat-cell),  small-cell,  carcinoma  of  lung,  undifferentiated;  pros- 
pects for  long-term  survival,  1263 
Obliterans,  bronchiolitis;  long-term  follow-up,  1485 
Obstetrics 

amniocentesis  for  prenatal  diagnosis;  subjective  patient  re- 
sponse, 1406 

clotrimazole  for  vulvovaginal  candidiasis;  report  of  double-blind 
study,  1732 

hypercalcemia  complicating  vulvar  carcinoma,  1763 
simultaneous  intrauterine  and  extrauterine  pregnancies, 
1765 

typhoid  fever  in  pregnancy;  with  probable  typhoid  hepatitis, 
1778 

Obstruction,  coronary;  1775  to  1976  [History  of  Medicine],  1994 
Obstructive  Jaundice  [Clinicopathologic  Conference],  1745 
Occupationally  Related  Emotional  Problems  (Cunnick,  Jr.,  and 
Smith)  [Life  at  Age  Forty  and  Beyond:  Problems  and  Satis- 
factions] (Symposium),  1737 

Occurrence  of  Coronary  Spasm  During  Coronary  Bypass  Surgery 
(Wallsh,  Franzone,  Fiume,  and  Sterzer)  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  2078 
Omnicor:  programmable  pacemaker;  two-year  study,  1418 
Ophthalmic  dispensing:  unprofessional  conduct,  1978 
Optometry:  unprofessional  conduct,  1978 
Organ  Recovery;  Role  of  Nurse  Coordinator  (Szarnicki  and 
McCabe),  2297 

Orthostatic  Hypotension  of  Central  Neurogenic  Origin  (Su,  Rosen, 
and  Peress),  1960 

Osteochondroma:  chest  pain  and  calcified  mass  [Correlation 

Conferences  in  Radiology  and  Pathology],  2238 
Osteogenic  sarcoma:  chest  pain  and  calcified  mass  [Correlation 
Conferences  in  Radiology  and  Pathology],  2238 
Osteomas,  rare,  of  paranasal  sinuses,  2128 
Osteomyelitis:  staphylococcal  septicemia  in  a newborn,  1946 
Ovarian  Cancer;  Massive  Calcifications  Resolving  after  Radiation 
and  Chemotherapy  (Pantoja,  Sullivan,  Vitale,  and  Collins), 
2137 

Overdose,  chlorambucil,  inadvertent,  in  adult,  1480 
Oxygen:  pathophysiology  of  general  cyanosis;  graphic  analysis, 
1393 

Pacemaker,  programmable;  two-year  study,  1418 
Pacemaker:  selection  of  site  for  permanent  epicardial  pacing 
using  myocardial  testing  electrode  [Abstracts,  Reports,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery],  1272 
Pacing,  permanent  epicardial,  selection  of  site  for,  using  myo- 
cardial testing  electrode  [Abstracts,  Reports,  Proceedings,  New 
York  Society  for  Thoracic  Surgery],  1272 
Pain,  abdominal,  left  upper  quadrant  mass  and  [Correlation 
Conferences  in  Radiology  and  Pathology],  1465 
Pain,  back,  correction  and  prevention;  national  voluntary  orga- 
nizational approach,  1335 

Pain,  chest,  and  calcified  mass  [Correlation  Conferences  in  Ra- 
diology and  Pathology],  2238 

Painful,  swollen  joints,  familial  hypothyroidism  manifested  by, 
1489 

Palsy,  facial,  bilateral;  occurrence  with  diabetes  mellitus,  1492 


2320  New  York  State  Journal  of  Medicine/December  1977 


Pancreatic  Pseudocyst;  Acute  Hemorrhage  Complication  (Past- 
ernack, Farman,  Levin,  and  Kountz),  1317 
Pancreatic  pseudocyst:  left  upper  quadrant  mass  and  abdominal 
pain  [Correlation  Conferences  in  Radiology  and  Pathology], 
1465 

Pancreatic  Pseudocyst;  Simulating  Renal  Cyst  (Moallem),  2120 
Papillitis  chronica  fibrosa,  associated  with;  duodenal  diverticulum 
causing  intermittent -persistent  cholestasis,  2132 
Papillomatosis,  tracheobronchial  [Abstracts,  Reports,  Proceed- 
ings, New  York  Society  for  Thoracic  Surgery),  2073 
Paraesophageal  hiatal  hernia,  correction  of  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  1281 
Paraganglioma,  primary  pulmonary,  2270 

Paralysis:  hypnagogic  hallucinations;  Herman  Melville’s  Moby 
Dick  [Medical  Arts  and  Letters),  2145 
Paranasal  sinuses,  rare  osteomas  of,  2128 

Parietal  pleura,  percutaneous  needle  biopsy  of;  analysis  of  50  cases, 
2058 

Paroxysmal  nocturnal  hemoglobinuria,  in;  disseminated  intra- 
vascular coagulation,  1942 

Patella,  stuck  medial;  unusual  complication  of  a Hauser-Hughston 
patellar-shaving  procedure,  1955 
Pathogens,  enteric,  sexually  transmitted,  in  male  homosexual 
population,  2050 

Pathology:  Dr.  Nicolaes  Tulp,  1593  to  1674;  and  Rembrandt’s 
Anatomy  Lesson  [History  of  Medicine],  2299 
Pathophysiology  of  General  Cyanosis;  Graphic  Analysis  (Lin,  Yeh, 
and  Oka),  1393 

Patient  response,  subjective;  amniocentesis  for  prenatal  diagnosis, 
1406 

Patients  aged  over  ninety  years,  anesthesia  for,  1421 
Patients,  immunosuppressed,  in;  fatal  strongyloidiasis,  2109 
Patients,  tuberculosis;  reactivation,  1441 
Pediatrics 

cardiopulmonary  resuscitation;  assessing  emergency  depart 
ment  staff  performance,  1247 

childhood -onset  systemic  lupus  erythematosus;  modern  man- 
agement and  improved  prognosis,  2231 
Pelvic  and  abdominal  complications;  metastatic  breast  cancer, 
1768 

Pelvis:  ovarian  cancer;  massive  calcifications  resolving  after  ra- 
diation and  chemotherapy,  2137 
Percutaneous  fractional  thermolysis  of  branches  of  facial  nerve; 

hemifacial  spasm  and  blepharospasm,  2234 
Percutaneous  Needle  Biopsy  of  Parietal  Pleura;  Analysis  of  50 
Cases  (Deluccia  and  Reyes),  2058 
Perinephric  abscess,  resulting  from;  nephrobronchial  fistula, 
2276 

Peripheral  Vascular  Spasm  Due  to  Ergotamine  Tartrate  ( Attah), 
2257 

Perirenal  infections:  nephrobronchial  fistula;  resulting  from 

perinephric  abscess,  2276 
Pertussis 

erythromycin:  clinical  review;  II.  therapeutic  uses  [Infectious 
Diseases],  2243 

immunizations  for  children;  issues  and  recommendations, 
1788 

Pharmacist,  community,  continuing  education  for;  medical  school 
program,  1801 

Pharmacology,  clinical,  I.;  erythromycin:  clinical  review  [Infec- 
tious Diseases],  2088 

Pharmacy:  unprofessional  conduct,  1978 
Phenformin:  questions  and  answers  [Drug  Information],  1298 
Phenobarbital:  questions  and  answers  [Drug  Information], 

1298 

Phenothiazines:  questions  and  answers  [Drug  Information], 

1298 

Phentolamine 

management  of  hypertensive  emergency  [Hypertension: 
Current  Concepts],  1290 

peripheral  vascular  spasm  due  to  ergotamine  tartrate,  2257 
Pheochromocytoma:  management  of  hypertensive  emergency 
[Hypertension:  Current  Concepts],  1290 


Philosophic  considerations;  cosmetic  surgery  of  face,  2292 
Philosophy:  teaching  humanity-oriented  medical  ethics  [Hu- 

manism and  Medical  Ethics]  (Symposium),  1452 
Phosphorus,  radioactive,  uptake  test,  complication  of;  hemorrhage 
of  choroidal  melanoma,  2274 

Physician,  Imhotep  the,  1 swear  by  [History  of  Medicine],  2148 
Physician,  modern,  medical  ethics,  humanism,  and  preparation 
of  [Humanism  and  Medical  Ethics]  (Symposium),  1448 
Physician  associates:  detoxification  of  alcoholic  patients  in 

acute-care  hospital;  outline  of  effective  short-term  program, 
1783 

Physicians’  Perspectives  on  Alcohol  and  Drug  Problems;  Survey 
of  Members  of  the  Medical  Society  of  the  County  of  Erie  (Smith 
and  Karnes),  2140 

Physicians,  Rand  Report  its  significance  for;  alcoholism,  1495 
Physiology:  pathophysiology  of  general  cyanosis;  graphic  analysis, 
1393 

Pigs,  guinea,  inbred,  chronic  experimental  allergic  en- 
cephalomyelitis in;  animal  model  for  multiple  sclerosis,  1693 
Place  for  Gonorrhea  Serology  (Quigley),  2053 
Plasmacytoma,  abdominal  nonosseous;  lymphography,  1958 
Plastic  surgery 

breast  reconstruction  following  mastectomy,  1725 
cosmetic  surgery  of  face;  philosophic  considerations,  2292 
Platelets:  functional  asplenia  in  idiopathic  thrombocytopenic 
purpura,  2282 

Pleura,  malignant  mesothelioma  of;  clinicopathologic  observation, 
1885 

Pleura,  parietal,  percutaneous  needle  biopsy  of;  analysis  of  50 
cases,  2058 
Pleural  effusion 

fifteen-year  history  of  carcinoid  [Clinicopathologic  Conference], 
1922 

percutaneous  needle  biopsy  of  parietal  pleura;  analysis  of  50 
cases,  2058 

Pleuritis:  percutaneous  needle  biopsy  of  parietal  pleura;  analysis 
of  50  cases,  2058 

Pneumonia,  prognosis  of;  sputum  culture  and  gram  stain,  1259 
Pneumonia 

erythromycin:  clinical  review;  II.  therapeutic  uses  [Infectious 
Diseases],  2243 

staphylococcal  septicemia  in  a newborn,  1946 
Pneumothorax:  staphylococcal  septicemia  in  a newborn,  1946 
Poisoning:  peripheral  vascular  spasm  due  to  ergotamine  tartrate, 
2257 

Poliomyelitis:  immunizations  for  children;  issues  and  recom- 

mendations, 1788 

Polyarthralgia:  sarcoidal  reaction  in  tattoos,  1477 
Polvuric  Renal  Failure  and  Hepatitis;  Associated  with  Methoxy- 
flurane  Anesthesia  (Kalkay),  2265 
Population,  male  homosexual,  sexually  transmitted  enteric 
pathogens  in,  2050 

Porfiromvcin:  chemotherapy  of  bladder  cancer;  current  progress, 
1889 

Porta  hepatis:  obstructive  jaundice  [Clinicopathologic  Confer- 
ence], 1745 

Powassan:  central  nervous  system  infections;  etiologic  and  epi- 
demiologic observations  in  New  York  State,  1975,  1398 
Pregnancies,  simultaneous  intrauterine  and  extrauterine,  1765 
Pregnancy:  stillbirth  due  to  extensive  fetomaternal  transfusion, 
2249 

Pregnancy,  typhoid  fever  in;  with  probable  tvphoid  hepatitis, 
1778 

Prenatal  diagnosis,  amniocentesis  for;  subjective  patient  response, 
1406 

Primary  aspergillosis,  presumed  to  be  due  to;  sclerosing  medias- 
tinitis,  1774 

Primarv  Pulmonary  Paraganglioma  (deLuise,  Holman,  and  Gray), 
2270 

Primary  Pyogenic  Infection  of  Sacroiliac  Joint  (Murphy),  1309 
Principles  of  medicine,  more,  1984 

Prognosis  of  Pneumonia;  Sputum  Culture  and  Gram  Stain  (Di- 
Poala),  1259 


December  1977/New  York  State  Journal  of  Medicine  2321 


Program  coordinator:  detoxification  of  alcoholic  patients  in 

acute-care  hospital;  outline  of  effective  short-term  program, 
1783 

Programmable  Pacemaker;  Two-Year  Study  (Gould  and  Reddy), 
1418 

Prophylaxis,  antibiot  ic,  for  minor  lacerations;  controlled  clinical 
trial,  1728 

Propranolol:  management  of  hypertensive  emergency  [Hyper- 
tension: Current  Concepts],  1290 
Prostatic  carcinoma,  advanced,  indium  chloride  bone-marrow 
scanning  in,  1413 
Prosthesis 

, amputee  rehabilitation;  I.  lower-limb  amputations,  1436 
Hancock  gluteraldehyde-preserved  heterograft;  in  isolated 
aortic  and  mitral  valve  replacement  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery], 

2085 

Protozoal  diseases:  sexually  transmitted  enteric  pathogens  in 
^ male  homosexual  population,  2050 

Psammoma  bodies:  ovarian  cancer;  massive  calcifications  re- 
solving after  radiation  and  chemotherapy,  2137 
Pseudocyst:  left  upper  quadrant  mass  and  abdominal  pain 

[Correlation  Conferences  in  Radiology  and  Pathology],  1465 
Pseudocyst,  pancreatic;  acute  hemorrhage  complication,  1317 
Pseudocyst,  pancreatic;  simulating  renal  cyst,  2120 
Pseudomembranous  colitis:  questions  and  answers  [Drug  In- 
formation], 1298 

Psoriasis:  questions  and  answers  [Drug  Information],  1298 
Psychiatrist  and  the  Nursing  Home  (Jacobson)  [Life  at  Age  Forty 
and  Beyond:  Problems  and  Satisfactions]  (Symposium), 

1734 

Psychiatry 

epilepsy  associated  with  mental  illness;  nature  and  manage- 
ment, 1906 

hypnagogic  hallucinations;  Herman  Melville’s  Moby  Dick 
[Medical  Arts  and  Letters],  2145 
manic-depressive  psychoses,  1904 
terrorism  and  mass  media,  2294 
Psychology:  unprofessional  conduct,  1978 
Psychoses,  manic-depressive,  1904 

Pulmonary  artery,  anomalous  origin  of  right  coronary  artery  from 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  2072 

Pulmonary  Atresia  with  Intact  Ventricular  Septum;  Results  of 
Surgery  (Weisz,  Gootman,  Silbert,  Voleti,  and  Wisoff)  [Ab- 
stracts, Reports,  Proceedings,  New  York  Society  for  Thoracic 
Surgery],  2068 

Pulmonary  Blastoma  (Dressner,  Okinaka,  Smith,  and  Gray), 
1953 

Pulmonary  paraganglioma,  primary,  2270 

Purifying  water:  questions  and  answers  [Drug  Information], 

1298 

Purpura,  idiopathic  thrombocytopenic,  functional  asplenia  in, 
2282 

Pyogenic  infection,  primary,  of  sacroiliac  joint,  1309 
Pyrophosphate,  technetium-99m,  imaged  with;  soft-tissue  sar- 
coma, 2118 

Quadrant,  left  upper,  mass  and  abdominal  pain  [Correlation 
Conferences  in  Radiology  and  Pathology],  1465 
Questions  and  Answers  [Drug  Information],  1298 

R wave:  programmable  pacemaker;  two-year  study,  1418 
Radiation  and  chemotherapy,  massive  calcifications  resolving 
after;  ovarian  cancer,  2137 

Radiation  exposure:  thymic  irradiation  and  chronic  myelogenous 
leukemia,  2226 

Radiation  therapy:  undifferentiated  small-cell  (oat-cell)  carci- 
noma of  lung;  prospects  for  long-term  survival,  1263 
Radiation-Induced  Kxtraskeletal  Fibrosarcoma;  Simulating  Lo- 
cally Recurrent  Carcinoma  of  Breast  (Friedman,  Mori,  and 
Kabakow),  1932 

Radioactive  phosphorus  uptake  test,  complication  of;  hemorrhage 
of  choroidal  melanoma,  2274 


Radiology;  nephrobronchial  fistula;  resulting  from  perinephric 
abscess,  2276 

Rand  Report — its  significance  for  physicians;  alcoholism,  1495 
Rare  Osteomas  of  Paranasal  Sinuses  (Lame),  2128 
Reactiviation;  tuberculosis  patients,  1441 
Reconstruction,  breast,  following  mastectomy,  1725 
Rectum:  epidermoid  carcinoma  of  anorectum,  2056 
Red  blood  cells:  disseminated  intravascular  coagulation;  in 

paroxysmal  hemoglobinuria,  1942 
Reflection  on  Geriatrics  (Steinberg)  [Geriatrics],  1295 
Rehabilitation,  amputee;  I.  lower-limb  amputations,  1436 
Rehabilitation,  stroke;  I.  factors  predicting  outcome  and  length 
of  stay — an  overview,  1426 

Rehabilitation,  stroke;  II.  guidelines  for  establishing  a stroke 
rehabilitation  unit,  1430 
Reiter’s  disease,  why,  1913 

Rembrandt’s  Anatomy  Lesson,  and;  Dr.  Nicolaes  Tulp,  1593  to 
1674  [History  of  Medicine],  2299 
Renal  cyst,  simulating;  pancreatic  pseudocyst,  2120 
Renal  failure,  polyuric,  and  hepatitis;  associated  with  methoxy- 
flurane  anesthesia,  2265 

Renal  transplantation:  organ  recovery;  role  of  nurse  coordinator, 
2297 

Renin:  clinical  use  of  angiotensin  blocking  agents  [Hypertension: 
Current  Concepts],  2100 
Reports,  compensation  for,  1329 

Reserpine:  management  of  hypertensive  emergency  [Hyper- 

tension: Current  Concepts],  1290 
Resin:  questions  and  answers  [Drug  Information],  1298 
Respiratory  tract:  tracheobronchial  papillomatosis  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Surgery], 
2073 

Resuscitation,  cardiopulmonary;  assessing  emergency  department 
staff  performance,  1247 

Reticuloendothelial  cancers:  myasthenia  gravis;  association  with 
chronic  lymphocytic  leukemia,  2252 
Retrograde  Ventriculo-Atrial  Conduction  in  Complete  Heart 
Block  (Gould  and  Reddy),  2116 

Reye’s  syndrome:  central  nervous  system  infections;  etiologic  and 
epidemiologic  observations  in  New  York  State,  1975,  1398 
Rheumatic  diseases:  new  nonsteroidal  anti-inflammatory  drugs; 

prospective  survey  of  relative  merits,  1268 
Right  coronary  artery,  anomalous  origin  of,  from  pulmonary  artery 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  2072 

Roosevelt’s,  Franklin,  illness;  effect  on  course  of  history  [History 
of  Medicine],  2154 
Rubella 

communicable  disease  reporting,  1800 

immunizations  for  children;  issues  and  recommendations, 
1788 

Sacroiliac  joint,  primary  pyogenic  infection  of,  1309 
Safety  of  Aortic  Valve  Replacement  in  Septuagenarians  (Hines, 
Boal,  and  Reed)  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  1285 
Saralasin:  clinical  use  of  angiotensin  blocking  agents  [Hyper- 
tension: Current  Concepts],  2100 
Sarcoidal  Reaction  in  Tattoos  (Farzan),  1477 
Sarcoma,  soft-tissue;  imaged  with  technetium-99m  pyrophos- 
phate, 2118 

Sarcoma:  chest  pain  and  calcified  mass  [Correlation  Conferences 
in  Radiology  and  Pathology],  2238 
Sarcomatous  change:  chest  pain  and  calcified  mass  [Correlation 
Conferences  in  Radiology  and  Pathology],  2238 
Scanning,  indium  chloride  bone-marrow,  in  advanced  prostatic 
carcinoma,  1413 
Schizophrenia 

epilepsy  associated  with  mental  illness;  nature  and  manage- 
ment, 1906 

manic-depressive  psychoses,  1904 
School  Health  (Series),  2095 

School,  medical,  program;  continuing  education  for  community 
pharmacist,  1801 


2322  New  York  State  Journal  of  Medicine/December  1977 


School  survey,  countywide,  results  of;  measles  immunity  [School 
Health),  2095 

Sclerosing  Mediastinitis;  Presumed  to  be  Due  to  Primary  Asper- 
gillosis (Puri,  Factor,  and  Farmer),  1774 
Sclerosis,  multiple,  animal  model  for;  chronic  experimental  allergic 
encephalomyelitis  in  inbred  guinea  pigs,  1693 
Scot,  investigative,  foiled  the  continental  conqueror,  how  the, 
1971 

Seizures:  epilepsy  associated  with  mental  illness;  nature  and 
management,  1906 

Selection  of  Site  for  Permanent  Epicardial  Pacing  Using  Myo- 
cardial Testing  Electrode  (Varriale,  Naclerio,  and  Niznik) 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery),  1272 

Sepsis:  fatal  cholera-like  diarrhea;  with  Waterhouse-Friderichsen 
syndrome,  sickle-cell  trait,  and  hyposplenism,  1936 
Septicemia,  staphylococcal,  in  a newborn,  1946 
Septuagenarians,  safety  of  aortic  valve  replacement  in  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Surgery), 
1285 

Septum,  intact  ventricular,  pulmonary  atresia  with;  results  of 
surgery  [Abstracts,  Reports,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  2068 
Serology,  gonorrhea,  place  for,  2053 

Sexually  Transmitted  Enteric  Pathogens  in  Male  Homosexual 
Population  (William,  Felman,  Marr,  and  Shookhoff),  2050 
Shaving  procedure,  patellar-,  Hauser- Hughston,  unusual  com- 
plication of  a;  stuck  medial  patella,  1955 
Shelter  Island,  babesiosis  on,  1320 

Shigellosis:  sexually  transmitted  enteric  pathogens  in  male  ho- 
mosexual population,  2050 
Shock,  hemorrhagic;  concept  of  toxic  elements,  2217 
Shock:  fatal  cholera-like  diarrhea;  with  Waterhouse-Friderichsen 
syndrome,  sickle-cell  trait,  and  hyposplenism,  1936 
Shock  therapy:  epilepsy  associated  with  mental  illness;  nature 
and  management,  1906 

Sickle-cell  trait,  Waterhouse-Friderichsen  syndrome,  and  hy- 
posplenism, with;  fatal  cholera-like  diarrhea,  1936 
Silent  Mitral  Stenosis  with  Atrial  Fibrillation;  Detected  by 
Echocardiography  (Haddad  and  Dean),  1709 
Simultaneous  Intrauterine  and  Extrauterine  Pregnancies  (Gan- 
dhi), 1765 

Single  Health  Agencv;  Viable  Concept  (McLaughlin  and  Harris), 
1332 

Sinus  osteomas:  rare  osteomas  of  paranasal  sinuses,  2128 
Sinuses,  paranasal,  rare  osteomas  of,  2128 

Skeletal  lesions:  indium  chloride  bone-marrow  scanning  in  ad- 
vanced prostat  ic  carcinoma,  1413 
Skilled  nursing  facility:  the  psychiatrist  and  the  nursing  home 
[Life  at  Age  Forty  and  Beyond:  Problems  and  Satisfactions] 
(Symposium),  1734 

Skin  cancer,  laser  surgery  for  [Cutaneous  Malignant  Condition] 
(Symposium),  1897 

Skin,  carcinomas  metastatic  to  [Cutaneous  Malignant  Condition] 
(Symposium),  1900 

Skin  disorders:  questions  and  answers  |Drug  Information], 

1298 

Skin  lesions:  sarcoidal  reaction  in  tattoos,  1477 
Sleep  paralysis:  hypnagogic  hallucinations;  Herman  Melville's 
Moby  Dick  [Medical  Arts  and  Letters],  2145 
Small  intestine:  fifteen-year  history  of  carcinoid  [Clinicopatho- 
logic  Conference],  1922 

Small-cell  (oat-cell)  carcinoma  of  lung,  undifferentiated;  prospects 
for  long-term  survival,  1263 

Smallpox:  immunizations  for  children;  issues  and  recommen- 
dations, 1788 

Smooth-muscle  tumors:  leiomyoma  of  external  iliac  vein,  2279 
Social  worker:  stroke  rehabilitation;  II.  guidelines  for  estab- 
lishing a stroke  rehabilitation  unit,  1430 
Sodium  balance:  clinical  use  of  angiotensin  blocking  agents 

[Hypertension:  Current  Concepts],  2100 
Sodium,  dantrolene,  death  associated  with,  1759 
Sodium  nitroprusside:  management  of  hypertensive  emergency 
[Hypertension:  Current  Concepts],  1290 


Soft-Tissue  Sarcoma;  Imaged  with  Technetium-99m  Pyrophos- 
phate (Blatt,  Hayt,  Desai,  and  Freeman),  21 18 
Solitary  Cerebral  Metastasis;  Long-term  Survival  Following 
Surgery  (Goran  and  Murthy),  1780 
Spasm,  coronary,  occurrence  of,  during  coronary  bypass  surgery 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  2078 

Spasm,  hemifacial,  and  blepharospasm;  percutaneous  fractional 
thermolysis  of  branches  of  facial  nerve,  2234 
Spasm,  peripheral  vascular,  due  to  ergotamine  tartrate,  2257 
Spleen:  functional  asplenia  in  idiopathic  thrombocytopenic 

purpura,  2282 

Sputum  culture  and  gram  stain;  prognosis  of  pneumonia,  1259 
Staphylococcal  infections:  erythromycin:  clinical  review;  II. 

therapeutic  uses  [Infectious  Diseases],  2243 
Staphylococcal  Septicemia  in  a Newborn  (Lundberg,  Claps,  and 
Unger),  1946 

Starvation  by  inches;  British  National  Health  Service,  1964 
Stearate:  erythromycin:  clinical  review;  I.  clinical  pharma- 
cology [Infectious  Diseases],  2088 
Stenosis,  mitral,  silent,  with  atrial  fibrillation;  detected  by  echo- 
cardiography, 1709 

Stillbirth  Due  to  Extensive  Fetomaternal  Transfusion  (Saber), 
2249 

Streptococcal  infections:  erythromycin:  clinical  review;  II. 

therapeutic  uses  [Infectious  Diseases],  2243 
Streptococcus  pneumoniae:  prognosis  of  pneumonia;  sputum 

culture  and  gram  stain,  1259 

Stress  incontinence:  anterior  urethropexy;  retrospective  view, 
1910 

Stroke  Associated  with  Cocaine  Abuse  ? (Brust  and  Richter), 
1473 

Stroke  Rehabilitation;  I.  Factors  Predicting  Outcome  and  Length 
of  Stay — An  Overview  (Feigenson,  McCarthy,  Meese,  Feigen- 
son,  Greenberg,  Rubin,  and  McDowell),  1426 
Stroke  Rehabilitation;  II.  Guidelines  for  Establishing  a Stroke 
Rehabilitation  Unit  (Feigenson  and  McCarthy),  1430 
Strongyloidiasis,  fatal;  in  immunosuppressed  pat  ients,  2109 
Stuck  Medial  Patella;  Unusual  Complication  of  a Hauser- 
Hughston  Patellar-Shaving  Procedure  (Lanier),  1955 
Suicide,  first  century  A.D.  view  of;  Flavius  Josephus  [Medical  Arts 
and  Letters],  1986 

Suicide:  occupationally  related  emotional  problems  [Life  at  Age 
Forty  and  Beyond:  Problems  and  Satisfactions]  (Symposium), 
1737 

Sulfonylureas:  questions  and  answers  [Drug  Information], 

1298 

Sulindac:  questions  and  answers  |Drug  Information],  1298 
Surgery,  coronary  bypass,  occurrence  of  coronary  spasm  during 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  2078 

Surgery,  cosmetic,  of  face;  philosophic  considerations,  2292 
Surgery,  laser,  for  skin  cancer  [Cutaneous  Malignant  Condition] 
(Symposium),  1897 

Surgery,  long-term  survival  following;  solitary  cerebral  metastasis, 
1780 

Surgery,  results  of;  pulmonary  atresia  with  intact  ventricular 
septum  [Abstracts,  Reports,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  2068 

Survey  of  members  of  the  Medical  Society  of  the  County  of  Erie; 

physicians’  perspectives  on  alcohol  and  drug  problems,  2140 
“Swine  flu”  scare  year  1976,  surveillance  report  for;  influenza, 
1716 

Swine  influenza:  immunizations  for  children;  issues  and  recom- 
mendations, 1788 

Swollen  joints,  painful,  familial  hypothyroidism  manifested  by, 
1489 

Sympathetic  inhibitors:  management  of  hypertensive  emergency 
[Hypertension:  Current  Concepts],  1290 
Syndrome,  carpal  tunnel,  in  hemophilia,  1314 
Systemic  lupus  erythematosus,  childhood-onset;  modern  man- 
agement and  improved  prognosis,  2231 

Tartrate,  ergotamine,  peripheral  vascular  spasm  due  to,  2257 


December  1977/New  York  State  Journal  of  Medicine  2323 


Tattoos,  sarcoidal  reaction  in,  1477 
Teaching  Geriatric  Medicine  (Hyams)  [Geriatrics],  2241 
Teaching  Humanity-Oriented  Medical  Ethics  (Nordlicht)  [Hu- 
manism and  Medical  Ethics]  (Symposium),  1452 
Technetium-99m  pyrophosphate,  imaged  with;  soft-tissue  sar- 
coma, 2118 

Terrorism  and  Mass  Media  (Mosse),  2294 

Testing  electrode,  myocardial,  selection  of  site  for  permanent 
epicardial  pacing  using  [Abstracts,  Reports,  Proceedings,  New 
York  Society  for  Thoracic  Surgery),  1272 
Testing,  multiphasic  health,  electrocardiogram  in,  2063 
Tetanus:  immunizations  for  children;  issues  and  recommenda- 
tions, 1788 

Therapeutic  uses,  II.;  erthromycin:  clinical  review  [Infectious 
Diseases],  2243 

Therapist:  stroke  rehabilitation;  II.  guidelines  for  establishing 
a stroke  rehabilitation  unit,  1430 
Thermolysis,  percutaneous  fractional,  of  branches  of  facial  nerve; 

hemifacial  spasm  and  blepharospasm,  2234 
Thiotepa:  chemotherapy  of  bladder  cancer;  current  progress, 
1889 

Thomas  Watson-Watt:  how  the  investigative  Scot  foiled  the 
continental  conqueror,  1971 

Thoracenteses:  percutaneous  needle  biopsy  of  parietal  pleura; 
analysis  of  50  cases,  2058 

Thrombocytopenic  purpura,  idiopathic,  functional  asplenia  in, 
2282 

Thymic  Irradiation  and  Chronic  Myelogenous  Leukemia  (Shi- 
maoka  and  Sokal),  2226 

Thymus  gland:  myasthenia  gravis;  association  with  chronic 

lymphocytic  leukemia,  2252 

Thyroid  dysfunction:  thyrotoxicosis  with  Huntington’s  chorea, 
1322 

Thyroid  gland:  familial  hypothyroidism  manifested  by  painful, 
swollen  joints,  1489 

Thyrotoxicosis:  questions  and  answers  [Drug  Information], 

1298 

Thyrotoxicosis  with  Huntington’s  Chorea  (Murthy,  Rosen,  and 
Babu),  1322 

Tissue  antigen  arthritis:  why  Reiter’s  disease?,  1913 
Tissue  antigen  disease:  why  Reiter’s  disease?,  1913 
Tolmetin:  new  nonsteroidal  anti-inflammatory  drugs;  prospective 
survey  of  relative  merits,  1268 
Toxic  elements,  concept  of;  hemorrhagic  shock,  2217 
Toxoids:  immunizations  for  children;  issues  and  recommenda- 
tions, 1788 

Tracer:  soft-tissue  sarcoma;  imaged  with  technetium-99m  py- 
rophosphate, 21 18 

Trachea:  tracheobronchial  papillomatosis  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  2073 
Tracheobronchial  Papillomatosis  (Khan,  Mathur,  Allen,  Sherbell, 
and  Senderoff)  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  2073 
Tracheo-innominate  Fistula;  Diagnosis  and  Management  (Bethea, 
Jackman,  Carberry,  and  Reemtsma)  [Abstracts,  Reports,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery],  1276 
Transfusion,  extensive  fetomaternal,  stillbirth  due  to,  2249 
Transplant:  organ  recovery;  role  of  nurse  coordinator,  2297 
Tricyclic  antidepressants:  questions  and  answers  [Drug  Infor- 
mation], 1 298 

Trimethaphan  camsylate:  management  of  hypertensive  emer- 
gency [Hypertension:  Current  Concepts],  1290 
Tuberculosis  Patients;  Reactivation  (Zaki,  Lyons,  Tizes,  and  Ali), 
1441 

Tuberculosis:  obstructive  jaundice  [Clinicopathologic  Confer- 
ence], 1745 

Tulp,  Dr.  Nicolaes,  1593  to  1674;  and  Rembrandt’s  Anatomy 
Lesson  [History  of  Medicine],  2299 
Tumor 

adenocarcinoma  of  breast;  arising  in  adenoma,  2122 
carcinomas  metastatic  to  skin  [Cutaneous  Malignant  Condition] 
(Symposium),  1900 

indium  chloride  bone-marrow  scanning  in  advanced  prostatic 
carcinoma,  1413 


ovarian  cancer;  massive  calcifications  resolving  after  radiation 
and  chemotherapy,  2137 
pulmonary  blastoma,  1953 

radiation-induced  extraskeletal  fibrosarcoma;  simulating  locally 
recurrent  carcinoma  of  breast,  1932 
Tumors 

chemotherapy  of  bladder  cancer;  current  progress,  1889 
epidermoid  carcinoma  of  anorectum,  2056 
fifteen-year  history  of  carcinoid  [Clinicopathologic  Conference], 
1922 

hemorrhage  of  choroidal  melanoma;  complication  of  radioactive 
phosphorus  uptake  test,  2274 
leiomyoma  of  external  iliac  vein,  2279 
primary  pulmonary  paraganglioma,  2270 
solitary  cerebral  metastasis;  long-term  survival  following  sur- 
gery, 1780 

tracheobronchial  papillomatosis  [Abstracts,  Reports,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery],  2073 
undifferentiated  small-cell  (oat-cell)  carcinoma  of  lung;  pros- 
pects for  long-term  survival,  1263 
Tunnel  syndrome,  carpal,  in  hemophilia,  1314 
Typhoid  Fever  in  Pregnancy;  With  Probable  Typhoid  Hepatitis 
(Schiffman,  Samet,  Fox,  Neimand,  and  Rosenberg),  1778 
Typhoid  fever:  sexually  transmitted  enteric  pathogens  in  male 
homosexual  population,  2050 

Ultrasonography  of  Acute  Medical  Emergency  (Hassani  and 
Bard),  1711 

Ultrasound:  pancreatic  pseudocyst;  simulating  renal  cyst, 

2120 

Undifferentiated  Small-Cell  (Oat-Cell)  Carcinoma  of  Lung; 

Prospects  for  Long-Term  Survival  (Lokich  and  Skarin),  1263 
Unit,  stroke  rehabilitation,  guidelines  for  establishing  a,  II.;  stroke 
rehabilitation.  1430 

Unprofessional  Conduct  (New  York  State  Board  of  Regents), 
1978 

Upper  quadrant  mass,  left,  and  abdominal  pain  [Correlation 
Conferences  in  Radiology  and  Pathology],  1465 
Uptake  test,  radioactive  phosphorus,  complication  of;  hemorrhage 
of  choroidal  melanoma,  2274 
Urethritis:  why  Reiter’s  disease?,  1913 
Urethropexy,  anterior;  retrospective  view,  1910 
Urogenital  tumors:  chemotherapy  of  bladder  cancer;  current 

progress,  1889 

Vaccines:  immunizations  for  children;  issues  and  recommenda- 
tions, 1788 

Valve,  aortic,  replacement,  safety  of,  in  septuagenarians  [Ab- 
stracts, Reports,  Proceedings,  New  York  Society  for  Thoracic 
Surgery],  1285 

Valve  replacement,  aortic  and  mitral,  in  isolated;  Hancock  glut- 
eraldehyde-preserved  heterograft  [Abstracts,  Reports,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery],  2085 
Valvotomy:  pulmonary  atresia  with  intact  ventricular  septum; 
results  of  surgery  [Abst  racts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  2068 
Vascular  spasm,  peripheral,  due  to  ergotamine  tartrate,  2257 
Vasodilators:  management  of  hypertensive  emergency  [Hyper- 
tension: Current  Concepts],  1290 
Vein,  iliac,  external,  leiomyoma  of,  2279 
Venereal  disease:  place  for  gonorrhea  serology,  2053 
Venereal  diseases 

erythromycin:  clinical  review;  II.  therapeutic  uses  [Infectious 
Diseases],  2243 

sexually  transmitted  enteric  pathogens  in  male  homosexual 
population,  2050 

Ventricular  septum,  intact,  pulmonary  atresia  with;  results  of 
surgery  [Abstracts,  Reports,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  2068 

Ventriculo-atrial  conduction,  retrograde,  in  complete  heart  block, 
2116 

Veterinary  medicine:  unprofessional  conduct,  1978 
Violence:  terrorism  and  mass  media,  2294 
Viral  diseases:  sexually  transmitted  enteric  pathogens  in  male 
homosexual  population,  2050 


2324  New  York  State  Journal  ol  Medicine/December  1977 


Virus 

central  nervous  system  infections;  etiologic  and  epidemiologic 
observations  in  New  York  State,  1975,  1398 
influenza;  surveillance  report  for  “swine  flu”  scare  year  1976, 
1716 

Vulvar  carcinoma,  hypercalcemia  complicating,  1763 
Vulvovaginal  candidiasis,  clotrimazole  for;  report  of  double-blind 
study,  1732 

Water:  questions  and  answers  [Drug  Information],  1298 
Waterhouse-Friderichsen  syndrome,  sickle-cell  trait,  and  hy- 
posplenism,  with;  fatal  cholera-like  diarrhea,  1936 


Waterston  anastomosis:  pulmonary  atresia  with  intact  ventric- 
ular septum;  results  of  surgery  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  2068 
Weakness:  stroke  rehabilitation;  I.  factors  predicting  outcome 
and  lengt  h of  stay — an  overview,  1426 
What  Price  Progress  (Lear),  1976 
Why  Reiter’s  Disease?  (Shafer),  1913 

Xenograft:  Hancock  gluteraldehyde-preserved  heterograft;  in 
isolated  aortic  and  mitral  valve  replacement  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  2085 


Obituaries 

Abbott,  Michael  George,  2304 
Alden,  Ruel  Lawrence,  1997 
Alichania,  Armenak,  1806 
Allenza,  Russell  George,  1997 
Amols,  Alexander,  1806 
Andresen,  Richard  Harold,  2158 
Ansbro,  F.  Paul,  1343 
Armstrong,  Mervyn  V.,  1343 
Auerbach,  Liese,  1343 

Bacchiani,  Torquato  L.,  1997 
Barbaro,  Pasquale  F.,  2158 
Basek,  Milos,  2304 
Belser,  Joseph  Willard,  2158 
Benjamin,  Martell,  1806 
Berkowitz,  Seymour  David,  1997 
Berlove,  Ira  Jay,  1343 
Blinder,  Harris,  2158 
Blume,  Hans  Ludw'ig  W.,  1497 
Boccardi,  Guido,  1806 
Bodansky,  Oscar,  1997 
Boright,  Melvin  Thomas,  2304 
Bourke,  Victor  G.,  2304 
Boyle,  Raymond  P.  E.,  1343 
Brancato,  George  Joseph,  1497 
Braun,  Max,  1997 
Breakey,  Arnold  S.,  1343 
Brickner,  Ruth  H.  Pilpel,  1343 
Broad,  George  Gowing,  2304 
Brown,  Roswell  Kingsbury,  1806 
Bruno,  Michael  Joseph,  2158 
Bugbee,  Arthur  Sharpe,  2304 
Bulova,  Johanna  N.,  1497 

Caldwell,  Janet,  2158 
Carr,  Henry  Ashley,  2158 
Chang,  Charles  C.,  1997 
Cheron,  Abraham  J.,  1343 
Chinigo,  Harry  Roland,  1997 
Corwith,  Arthur  E.,  2158 
Cotzias,  George  C.,  1806 
Copeland,  John  W.,  1806 
Craven,  Curlin  Calvert,  1806 
Curran,  Jean  Alonzo,  1343 

Daichman,  Isidore,  1997 
Dale,  Charles  Samuel,  1344 
Dallos,  Arthur,  2304 
Daly,  John  Nicol,  1497 
Davis,  Isidore  Ernest,  1497 
Davis,  John  Staige,  Jr.,  2304 
Davis,  Leray  Barrett,  2158 
Davis,  Nathan,  1806 
Deegan,  Hugh  B.,  1806 
deVeer,  J.  Arnold,  2304 
Diamond,  Howard  Irving,  1997 
Doolittle,  Glenn  John,  1806 
Douglas,  Albert  Harris,  2158 
Durham,  Felix  Otto,  1344 


Ebstein,  Franz  L.,  2158 
Eckel,  John  Haag,  1997 
Eilhott,  Wilhelm,  1344 

Fabrykant,  Maximilian,  2158 
Farago,  Miklos,  2304 
Feibes,  Henry,  1344 
Feldman,  Marcel,  1806 
Ferrara,  Joseph  I).,  2159 
Finkel,  Milton  Manheim,  1344 
Finkle,  Theodore  H.,  1997 
Fogel,  Melchior,  1806 
Foldes,  Eugene,  1 807 
Forte,  Joseph  Anthony,  1998 
Fournier,  Louis  George,  1344 
Fox,  Theodore  T.,  1807 
Freud,  Paul,  1344 
Fried,  Harry,  1807 
Friedman,  Harry  Martin,  2159 
Frieler,  Walter  Erich,  1998 
Fulsom,  Elroy  Lincoln,  1344 

Gallo,  William  C.,  1807 
Geller,  Hyman,  1998 
Generson,  Leonard  R.,  1807 
Gennaro,  Joseph  Francis,  1344 
Gleich,  Morris,  1998 
Goetzel,  Paul  Arthur,  2159 
Gold,  Harry  David,  1344 
Goldberg,  Alfred,  1807 
Goldberg,  Max,  1344 
Goldberg,  Ottylia  Lucy,  1344 
Goldfarb,  Alvin  Irving,  1807 
Goldstein,  Maximilian  W.,  2304 
Gosse,  Maxwell,  1998 
Gottschalk,  Nora,  1807 
Gould,  Robert  Louis,  2304 
Grandell,  Francis  M.,  1497 
Gratz,  Charles  Murray,  2159 
Griesbach,  Peter  H.,  2159 
Griesman,  Bruno  L„  1344 
Guller,  Erastus  Ingham,  1344 

Haar,  Esther,  1807 
Halley,  Max  J.,  2305 
Halpern,  Julius,  1344 
Handler,  Bernard  Jack,  1807 
Harris,  Harold  Jerome,  1807 
Hayward,  Emeline  Place,  2159 
Heaton,  Claude  Edwin,  2305 
Henkin,  Frieda,  1344 
Herbermann,  Charles  George, 
1345 

Hillinger,  Julius,  2159 
Hirsch,  Donald  Robert,  2305 
Hollander,  Arthur,  1345 
Horowitz,  Sender,  1497 
Hurdum,  Herman  Mehrens,  1998 


Her,  Russell  Hills,  2159 

Jacaruso,  Joseph,  1497 
Jacobson,  Edith,  1808 

Kaufman,  Julius,  1345 
Kaufman,  M.  Ralph,  1497 
Kent,  Elsa  Kurfurst,  2159 
Koevesdi,  Alexander,  2305 
Kreitman,  Julius,  2159 
Kruse,  Harry  D.,  1998 
Krystaf,  Joseph  George,  2159 

Labozzetta,  Carmine  M.,  1497 
Landy,  Joseph  A.,  1808 
Lapp,  Chauncey  M.,  1497 
Larkin,  Robert  V.,  2305 
Lederman,  Solomon  J.,  1345 
Lenz,  Robert  K.,  1998 
Leone,  George  E.,  1497 
Levine,  Morris,  1807 
Lewitter,  Maximilian,  1808 
Liberali,  Charles  A.,  1345 
Lieberman,  Leo  A.,  1345 
Lincoln,  Edith  Maas,  2159 
Livingston,  Stanley  R.,  1998 
Loewy,  Helene,  2305 
Logan,  Barbara  J.,  1998 
London,  Robert  David,  1998 
Loverro,  Angelo,  1998 
Lovett,  Raymond  Joseph,  1345 
Lumb,  Charles  Lovejoy,  2160 

McCarthy,  John  Barron,  1345 
McDermott,  William  Francis, 
1808 

McGan,  Harold  Patrick,  1498 
McGowan,  John  Edward,  1808 
McGrath,  James  B.,  1998 
McGuire,  Gerald  S.,  2305 
Mackenzie,  Locke  Litton,  1808 
Maillard,  Edgar  R.,  1998 
Malowist,  Simon,  2160 
Manheim,  Sylvan  Dallas,  2305 
Martin,  John  Robert,  2305 
Maslon,  Morris,  1345 
Mateo,  Apolinario  A.,  1345 
Mauceri,  Anthony  L.,  1808 
Mausner,  Samuel,  1999 
Mead,  Louis  Chester,  2160 
Mermelstein,  Richard  Harold, 
2305 

Metcalf,  Frederick  U.,  1808 
Meyer,  Nathan,  1808 
Meyerowitz,  Sanford,  1345 
Migden,  Jacob  I.,  1808 
Milici.  Pompeo  Scipio,  2160 
Mittlefehldt,  Myrton  G.,  1999 
Mogtader,  Majid,  2160 
Monte,  Roy  J.,  1498 


December  1977/New  York  State  Journal  of  Medicine  2325 


Moradian,  Nasser,  1808 
Morton,  John  J.,  Jr.,  1345 
Muehsam,  Eduard,  1808 
Mulier,  Hanna,  1999 
Murphy,  John  McManman,  1999 
Muschenheim,  Carl,  1498 

Nacht,  Arnold,  1808 
Nelsen,  Albert  Martin,  1808 
Nichols,  Carroll  Leja,  1498 
Niesen,  Leonard  M.,  1498 

Ollendorff,  Conrad  Moritz,  1999 
Otto.  Anna  Marie,  2160 

Perry,  Madelin  Ruth,  2305 
Peterson,  Ray  Wilson,  1809 
Petters,  Frederick  H.,  2160 
Pickard,  Karl,  1345 
"P itrelli,  Ferdinand  R.,  2305 
Plante,  Ulric  Richard,  1809 
Pliss,  Aaron,  1809 
Powell,  Clilan  Bethany,  2305 
Prostkoff,  Abraham,  1345 

Quasha.  Marie  S.,  1498 

Rabinowitz,  Paul,  1999 
Ramirez,  Carlos  E.,  1999 
Reibstein,  Nathan,  1809 
Reissman,  Irving  I.,  1346 
Renner,  Alois  Eugene,  1346 
Richie,  Donald  Wood,  1999 
Rie,  Marie-Louise,  2305 
Rieger,  Rose,  1809 
Ries,  Hilda,  1999 
Robbins,  Milton  Elias,  1346 


Robinson,  Harry  Lane,  2305 
Robinson,  Joseph  Brawley,  2305 
Rose,  Julian,  1498 
Rosenberg,  Maximilian,  1346 
Rosenblatt,  Monroe  N.,  1498 
Rosenkranz,  Gabriel,  2306 
Rosett,  Leonard,  2160 
Rossi,  Dominick  Filbert,  1809 
de  Rouville,  William  Hays,  1497 
Ruano,  Clara,  1346 
Ruben,  William  Saul,  2306 
Rudoy,  Martin  U.,  1346 
Runes,  Gusty,  2160 

Salamon,  Mojzesz,  1498 
Sarner,  Isidore,  1999 
Schatner,  Marcus,  1809 
Schattner,  Erwin,  1498 
Scheid,  Gisela,  1999 
Schlachter,  Aaron  A.,  2160 
Schreiber,  Benjamin,  1346 
Schwartz,  Sidney  Pincus,  2160 
Serpico,  Sabato,  1498 
Serri,  Araldo,  1346 
Sickels,  Thomas  Norwood,  1498 
Skeete,  Curt  is  T.,  1999 
Slater,  Charles  Emerson,  2160 
Slater,  Frank  Joseph,  1498 
Smith,  Kenneth  Allan,  1499 
Smith,  Morely  Lyford,  2160 
Smith,  Morely  Thomas,  2160 
Stark,  Stanley,  1499 
Steckler,  Carl,  1346 
Stein,  Martin  Frederic,  2306 
Steinhauser,  Charles,  2306 
Stern,  George  Stephen,  1499 


Stessing,  Norman  George,  1999 
Stevens,  Francis  L.,  1499 
Stevens,  John  Brewster,  2306 
Stivelman,  Barnet  Packer,  1809 
Stoliar,  Ethel  Deborah,  2160 
Storch,  Egon,  2306 
Strauss,  Hans,  1499 
Szasz,  Emil  Lewis,  1346 

Tarlov,  Isadore  Max,  1809 
Taylor,  Lawrence  E.,  2306 
Teplitz,  Max  Moses,  2306 
Thompson,  Ralph  Bernard,  1346 
Tomaselli,  Joseph  Francis,  2160 
Tully,  Brian  P.,  1809 

Usen,  Louis,  1499 

Victor,  Melvin  Barnard,  2306 

Waltzer,  Max,  2306 
Watson,  William  Law,  2161 
Weaver,  Harry,  2306 
Weeth,  Charles  R.,  1809 
Weiner,  Sol,  1499 
Weinstein,  Samuel,  2306 
Whitmore,  Janet  J.,  2306 
Willard,  Luvia,  1809 
Wiltberger,  John  Frederick,  1809 
Winchell,  A.  Vaughn,  1499 
Wolf,  Bernard  Saul,  2306 
Wuerschmidt,  Marcus  Aurelius, 
1809 

Zoole,  Jonathan,  2307 
Zuck,  Frederick  Nicholas,  1810 
Zydney,  Jack  Karl,  1999 


Editorials 

Advertising  for  physicians,  2045 

Danger  ahead:  rationing  of  care,  1881 

High  blood  pressure,  1690 

In  Memoriam — Albert  H.  Douglas,  M.D.,  2211 

Legalizing  human  guinea  pigs,  1388 
Legislation  by  “rider”,  1690 


Medicine’s  alphabetic  maze,  the  Federal  Trade  Commission  and 
“conflict  of  interest,”  1243 

Selection  of  prize  winners,  2209 
Students  or  employees,  1689 

The  A.M.A  rides  with  the  punch,  1881 

Whv  do  legislators  still  play  physician  and  expert  in  science  too?, 
1389 


Reviews  of  Books 

Adams,  John  Crawford:  Outline  of  Orthopaedics,  1354 

Bouchier,  Ian  A.  D.,  Ed.:  Recent  Advances  in  Gastroenterology. 
Number  Three,  1354 

Castel,  Winifred  M.:  Statistics  in  Small  Doses,  1354 
Correlative  Atlas  of  Vector  Cardiograms  and  Electrocardiograms 
(Reddy  and  Gould),  1354 


Handbook:  Interactions  of  Selected  Drugs  with  Nutritional 

Status  in  Man  (March),  1354 

Infectious  Diseases  of  Children  (Krugman,  Ward,  and  Katz), 
1354 


Krugman,  Saul,  Ward,  Robert,  and  Katz,  Samuel  L.:  Infec- 
tious Diseases  of  Children,  1354 

March,  Donna  Crawford:  Handbook:  Interactions  of  Selected 
Drugs  with  Nutritional  Status  in  Man,  1354 


Outline  of  Orthopaedics  (Adams),  1354 


Recent  Advances  in  Gastroenterology.  Number  Three  (Bou- 
chier), 1354 

Reddy,  C.  V.  R.,  and  Gould,  L.  A.:  Correlative  Atlas  of  Vector 
Cardiograms  and  Electrocardiograms,  1254 
Statistics  in  Small  Doses  (Castle),  1354 


2326  New  York  State  Journal  of  Medicine/December  1977 


Miscellaneous 

Abstracts.  1236,  1503,  1681,  1877,  2038,  2330 

Abstracts  in  Interlingua,  1348,  1507,  1826,  2000,  2164,  2332 

Advertising 

Classified  Advertising,  1362,  1522,  1850,  2014,  2178,  2337 
Index  to  Advertisers,  1235,  1384,  1684,  1877,  2040,  2205 
Index  to  Products,  1362,  1522,  1850,  2013,  2335 
An  Apology,  2161 

Annotations  of  Books  Received,  2007,  2114,  2335 

Books  Received,  1839 
Correction,  1786,  1797,2307 

Information  for  Authors,  1242,  1385,  1688,  1880,  2044,  2208 
Letters  to  the  Editor 

Adjusting  malpractice  rates  for  part-time  physicians  and  for 
lower  gross  income,  2010 
Anesthesia  in  maternal  mortality,  2009 

Becker,  Robert  O.,  2172 
Bryan,  Patrick  J.,  2009 
Circumcision,  2010 
D’Angelo,  Ralph  J.,  2012 
Dr.  D'Angelo’s  answer,  2012 
Dr.  Zaret’s  reply,  2172 
Emerson,  Ralph  S.,  1517 
Finster,  Mieczyslaw,  2009 
Frazier,  Claude  A.,  1235 
Freedman,  Albert  L.,  2010 
Generales,  Constantine  D.J.,  2174 
Kolisch,  Paul  deR.,  2009 
Laetrile,  2174 

Left  bundle  branch  block  and  diabetes,  2010 

McCarthy,  Eugene  G.,  1476 
Marx,  Gertie  F.,  2009 
Microwave  radiation,  2172 

Professional  misconduct.  1238 


Radiopathologic  conference,  2009 
Ravich,  Abraham,  2010 
Rebuttal  to  Dr.  McCarthy’s  rebuttal,  1517 
Reply,  2009 

Schneider,  Monroe,  2010 
Selman,  David,  2174 
Steine,  Lyon,  1238 
Tartrazine,  1235 
Unnecessary  surgery,  1476 
Wernher  von  Braun,  2174 
Zaret,  Milton  M.,  2172 

Masthead,  1241,  1387, 1687,  1879,  2043,  2207 
Medical  Meetings,  1353,  1494,  1829,  1874,  2167,  2290 
Medical  News,  1347,  1508,  1682,  2003,  2165,  2202 
Medical  Society  of  the  State  of  New  York 
Annual  Convention 

Auxiliary  to  MSSNY,  1561 
Schedule,  1539 

Scientific  Motion  Pictures,  1556 
Scientific  Program,  1540 
Special  Activities,  1554 
Technical  Exhibits,  1558 
Tours  for  Spouses,  1562 
County  Society  Officers,  1873 
House  of  Delegates 
Additional  Annual  Reports,  1812 
Annual  Reports,  Index  to,  1674 
Nominating  Committee,  1573 
Officers,  Trustees,  Council,  1570 
Reference  Committees,  1569 

Resume  of  Instructions  of  the  1976  House  of  Delegates  and 
Actions  Thereon,  1660 

Month  in  Washington,  1355,  1381,  1830,  2001,  2170,  2204 

Physicians’  Placement  Opportunities,  1369,  1532,  1864,  2027, 
2191,  2349 

State  Society  Officers,  1234, 1380, 1680, 1872,  2036,  2200 
Table  of  Contents,  1231, 1375, 1675, 1869,  2031,  2195 
What  Goes  On,  1367, 1527, 1855,  2019,  2185,  2343 


December  1977/New  York  State  Journal  of  Medicine  2327 


r 


YOUR  MEMBERSHIP  BENEFITS 


Members  of  the  Medical  Society  of  the  State  of  New  York  are  entitled  to  the  many  benefits  outlined 
below.  We  suggest  that  you  retain  this  section  for  future  reference,  bring  it  home  and  share  it  with 
your  family.  Use  the  return  coupon  on  facing  page  to  obtain  detailed  information  on  the  benefits 
that  interest  you. 


FINANCIAL  SERVICES  FROM  A MAJOR  NEW  YORK  BANK 

THE  BEST  BUYS  IN  AUTOMOBILES.  Whether  you  are  purchasing,  leasing  or  renting,  there  are  two  special 
programs  for  car  rentals  at  special  prices. 

CONCERT/THEATRE  CLUB  & CONSUMERS  PURCHASE  PLAN  offers  yearly  memberships  to  MSSNY  members 
at  greatly  reduced  price.  Free  and  discount  tickets  to  concerts  and  Broadway  and  Off-Broadway  shows. 
Also,  discounts  on  major  appliances,  cars,  etc.,  at  retail  outlets  throughout  the  state  available  through  a 
consumer’s  purchase  plan,  at  no  charge. 

PR  INTERS  TO  THE  PROFESSIONS.  Discounts  of  up  to  15%  on  "Product  of  the  Month”  (published  monthly 
in  the  New  York  State  Journal  of  Medicine) . 

ADVANCED  COMPUTER  BILLING  SERVICES  for  members  only  at  specially  discounted  rate.  Complete  services 
are  state-wide. 

ENCYCLOPEDIA.  Two  of  the  foremost  publishers  of  encyclopedias  are  giving  special  prices  to  members. 

WATERFORD  CRYSTAL,  AYNSLEY  BONE  CHINA  & LLADRO  PORCELAINS  are  imported  directly  from  Ireland 

at  special  low  prices. 

PHYSICIANS’  SPORTS  SERVICE.  Discounts  of  up  to  35%  on  well-known  golf  and  tennis  equipment. 


GROUP  PLAN  INSURANCE  PROTECTION  for  members  and  their  families. 


Designed  to  supplement  county  medical  society  programs  where  identical  programs  exist,  the  following  plans  offer 
more  extensive  coverage  at  much  lower  rates  than  you  couid  obtain  on  an  individual  basis. 

a Disability  Income  Program  with  Special  Renewal  Guarantee*. 

Medicaily  insurable  members  under  the  age  55  may  add  protection  of  up  to  $500  per  week  payable  if  they  become 
totally  disabled  by  accident  or  sickness.  Guaranteed  coverage  of  $150  a week  under  Plan  5-2  to  new  members 
under  45  who  apply  within  60  days  of  joining  the  Society. 

b Disability  Overhead  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  age  60  may  add  up  to  $1500  a month  expense  reimbursement  for  continuing 
practice  expenses  in  the  event  of  disability.  The  cost  of  this  protection  is  tax-deductible. 

c.  Hospital  Indemnity  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  supplementary  hospital  protection  up  to  $80  per  day.  Spouse  and  children  may 
be  included  optionally.  Skilled  nursing  home  benefits  are  available.  Plan  may  be  renewed  for  life  of  insured  person 
....  member,  spouse  or  child. 

d Accidental  Death,  Dismemberment  & Permanent  Total  Disability  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  protection  up  to  $ 1 00,000.  T otal  amount  is  also  paid  if  the  member  is  permanently 
and  totally  disabled  as  the  result  of  an  accident,  after  12  consecutive  months  of  total  disability. 


PRODUCTS  AND  SERVICES 


Continued 


J 


2328  New  York  State  Journal  of  Medicine/December  1977 


' The  renewal  ol your  policy  is  guaranteed  so  long  as  (a)  you  are  a member  of  MSSNY,  (b)  you  are  under  age  70, 
(c)  you  remain  actively  engaged  in  medicine  and  (d)  the  Society  sponsors  this  Plan  and  does  not  sponsor  or  endorse 
any  other  similar  program. 

Group  Life  Plan  with  Special  Renewal  Guarantee.  Society  members  under  age  65  who  are  medically  insurable 
may  add  up  to  $50,000  term  life  protection.  New  MSSNY  members  under  age  65  are  guaranteed  substantial 
amounts  of  the  protection  without  regard  to  medical  history,  if  they  apply  within  60  days  of  joining  MSSNY. 
Tax-deductible  coverage  is  available  for  a physician’s  employees  or  the  physicians  and  other  employees  in 
a professional  corporation. 

Renewal  guarantee  By  special  agreement  with  MSSNY,  the  Company  cannot  cancel  or  refuse  to  renew  your  group 
life  contract  so  long  as  the  Society  sponsors  this  plan  and  no  competing  life  plan. 

UNDERWRITERS  OF  INSURANCE  PLANS: 

The  Society  Group  Life  Plan  is  underwritten  by  Bankers  Life  Co.,  Des  Moines,  Iowa,  a leader  in  the  professional  association 
life  field.  The  other  endorsed  plans  are  written  by  the  Commercial  Insurance  Co’s  of  New  York  City.  Commercial  Insurance 
has  written  many  of  the  county  and  district  branch  programs  in  New  York  for  many  years. 


PUBLICATIONS 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE.  Published  monthly,  the  Journal  provides  continuing  medical  education  through  original 
scientific  articles,  case  reports;  symposia  and  seminar  meeting  dates  throughout  New  York  State  It  also  lists  physician  placement 
opportunities,  classified  advertising,  and  the  annual  convention  program. 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE.  A biennial  listing  of  over  35,000  physicians  licensed  in  New  York  State  indicating  their 
office  addresses,  specialty  boards  and  colleges  and  oflicial  hospital  staff  appointments;  as  well  as  the  staff  lists  of  hospitals  throughout 

the  state. 


MSSNY  MEMBERSHIP  BENEFITS  QUESTIONNAIRE 

Please  send  me  further  information  on  the  following: 

□ Supplemental  Insurance  Programs: 

( ) Disability  Income  Insurance  ( ) Office  Overhead  Expense  Insurance 

( ) Hospital  Indemnity  Insurance  ( ) Accidental  Death  & Dismemberment  Insurance. 

Q Group  Term  Life  Insurance 


D Computer  Services  □ 

□ Car  Leasing 

□ Car  Rental 

□ Car  Purchasing  q 

Physicians'  Sports  Service: 

□ Golf  □ Tennis  q 

□ Concert  Theatre  Club 


Waterford  Crystal 

Pattern Model/No.  . . . 

Ouantity  ....  Style 

Aynsley  Bone  .China 

Pattern,  Ouantity 

Lladro  Porcelains 
Model/No.  . . . 


Encyclopedia: 

□ Brittanica  □ Americana 

□ Book  of  Knowledge 

O Printer  to  the  Professions 

□ Financial  Services 


Name 

(please  print) 

Address ZIP 

County  Medical  Society Tel.# 

(area  code) 


Please  return  questionnaire  to:  Division  of  Insurance  & Membership  Benefits,  c/o  MSSNY,  420  Lakeville 
Rd.,  Lake  Success,  N.Y.  11040.  Phone:  (516)  488-6100,  ext.  371  /2. 


December  1977/New  York  State  Journal  of  Medicine  2329 


Abstracts 


Friedman-Mor,  Z.,  Chalon,  J.,  Turndorf,  H.,  and 
Orkin,  L.:  Hemorrhagic  shock;  concept  of  toxic  elements, 
New  York  State  J.  Med.  77:  2217  (Dec.)  1977. 

Serum  electrophoretic  studies  have  shown  that  the  se- 
verity of  hemorrhagic  shock  can  be  graded  according  to  the 
degree  of  binding  of  circulating  heme  molecules  to  specific 
serum  proteins.  These  toxic  hemes  are  the  product  of 
'degradation  of  blood  hemolyzed  through  the  release  of 
microsomal  and  lysosomal  enzymes  caused  by  the  acidosis 
that  obtains  in  low-flow  states.  Generally  speaking, 
mortality  rates  are  highest  when  methemalbumin,  hemo- 
pexin-heme  and  haptoglobin-hemoglobin  appear  in  blood 
samples.  It  is  less  frequent  when  only  hemopexin-heme 
and  haptoglobin-hemoglobin  are  detected  and  rare  when 
haptoglobin-hemoglobin  alone  is  found.  These  conclu- 
sions are  corroborated  by  the  demonstration  of  abnormal 
scanning  spectrophotometric  patterns  in  the  serum  of  the 
subjects  concerned  together  with  the  finding  of  numerous 
iron-laden  histiocytes  (Prussian  blue  stain)  in  their  tra- 
cheobronchial secretions.  Correlations  between  the 
clearance  of  abnormal  heme  pigments  in  the  serum  and  the 
number  of  iron-laden  histiocytes  found  in  the  tracheo- 
bronchial tree  are  an  indication  of  the  degree  of  activity  of 
the  reticuloendothelial  system  of  the  subjects  concerned 
with  which  the  chances  of  recovery  from  shock  are  closely 
related. 

Wong,  S.  L.,  Rao,  U.,  and  Takita,  H.:  Angiofollicular 
lymph  node  hvperplasia,  New  York  State  J.  Med.  77: 

2220  (Dec.)  1977. 

Angiofollicular  lymph  node  hyperplasia  is  a rare  but 
benign  condition  most  frequently  occurring  in  the  medi- 
astinum. In  this  report,  three  cases  observed  at  the 
Roswell  Park  Memorial  Institute  are  presented,  two  with 
mediastinal  location  and  one  located  in  the  neck.  The 
choice  of  treatment  is  excision,  and  even  when  the  lesion 
is  incompletely  excised,  there  has  been  no  incidence  of 
recurrence  reported. 

Shimaoka,  K.,  and  Sokal,  J.  E.:  Thymic  irradiation  and 
chronic  myelogenous  leukemia,  New  York  State  J.  Med. 

77:  2226  (Dec.)  1977. 


Two  cases  of  Ph1  positive  chronic  myelogenous  leukemia 
with  a history  of  thymic  irradiation  are  presented.  Both 
patients  received  radiation  therapy  from  low  voltage  x-ray 
equipment  at  two  to  three  months  of  age.  Leukemia  de- 
veloped 18  and  22  years  later.  Presentation,  response  to 
antileukemic  therapy,  and  clinical  course  did  not  differ 
from  that  of  other  patients  with  this  disease  treated  in  our 
department. 

Jacobs,  J.  C.:  Childhood-onset  systemic  lupus  erythe- 
matosus; modern  management  and  improved  prognosis, 
New  York  State  J.  Med.  77:  2231  (Dec.)  1977. 

The  prognosis  for  children  with  SLE  has  been  shown  to 
be  constantly  improving,  both  in  long-term  survival  and 
quality  of  life.  The  use  of  newer  measures  of  disease  ac- 
tivity, serum  total  hemolytic  complement  and  anti-DNA 
antibodies,  and  alternate-day  steroid  regimens,  has  pro- 
vided more  adequate  control  of  the  previously  stormy  early 
years  of  the  childhood  form  of  this  disease.  Once  having 
survived  this  period,  patients  appear  to  enter  a more 
chronic  phase  of  the  illness,  rarely  seen  in  the  past. 

Battista,  A.  F.:  Hemifacial  spasm  and  blepharospasm; 
percutaneous  fractional  thermolysis  of  branches  of  facial 
nerves,  New  York  State  J.  Med.  77:  2234  (Dec.)  1977. 

Various  procedures  have  been  advocated  for  the  relief 
of  hemifacial  spasm:  avulsion  of  the  branches  of  the  facial 
nerve,  partial  interruption  of  the  facial  nerve  in  its  intra- 
petrous  course  or  at  the  stylomastoid  foramen,  posterior 
fossa  exploration  of  the  facial  nerve  with  partial  severance 
or  the  micromanipulation  of  the  nerve,  and  various  plastic 
operations.  A method  will  be  presented  for  the  relief  of 
hemifacial  spasm  which  consists  of  the  thermolysis  of  the 
distal  branches  of  the  facial  nerves  as  they  innervate  the 
muscles.  This  fractional  technique  allows  the  exact 
identification  of  the  small  facial  nerve  branches  and  the 
minimal  possibility  of  facial  weakness  after  thermolysis 
with  significant  relief  of  the  facial  spasms.  Blepharospasm 
can  also  be  treated  by  this  method.  The  results  of  this 
form  of  therapy  in  several  patients  will  be  discussed. 
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Medicine,”  is  being  planned  bv  Stephen  Scheidt,  M.D., 
F.A.C.P.,  and  co-director,  Alexander  G.  Bearn,  M.D., 
F.A.C.P.,  both  of  the  New  York  area  and  both  on  the  fac- 
ulty of  The  New  York  Hospital-Cornell  Medical  C enter. 

For  information  and  registration:  Registrar,  Post- 

graduate Courses,  ACP,  4200  Pine  Street,  Philadelphia, 
Pennsylvania  19104. 

74th  Congress 
on  medical  education 

The  74th  Congress  on  Medical  Kducation  will  be  held 
February  3 to  5 at  the  Palmer  House,  Chicago.  The  Con- 
gress is  presented  by  the  Council  on  Medical  Kducation  of 
the  American  Medical  Association  in  collaboration  with 
the  Association  for  Hospital  Medical  Education,  Federa- 
tion of  State  Medical  Boards  of  the  United  States,  and 
Resident  Physician  Section  and  Medical  Student  Business 
Session  of  the  AMA. 

Further  information  on  the  Congress  is  available  from 
the  medical  education  group,  American  Medical  Associa- 
tion. 535  North  Dearborn  Street,  Chicago,  Illinois  60610. 
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Abstracts  in  Interlingua 


Friedman-Mor,  Z.,  Chalon,  J.,  Turndorf,  H.,  e Orkin, 

L.:  Shock  hemorrhagic;  concepto  del  elementos  toxic, 
-New  York  State  J.  Med.  77:  2217(Decembre)  1977. 

Le  studios  electrophoretic  del  serum  ha  demonstrate  que 
le  gravitate  del  shock  hemorrhagic  pote  esser  evalutate  de 
accordo  al  grado  de  ligatura  del  molleculas  del  heme  cir- 
culante  con  le  proteinas  seric  specific.  Iste  hemes  toxic  es 
le  productos  del  degradation  del  sanguine  hemolisate  per 
intermedio  del  liberation  de  enzymas  microsomal  e lyso- 
somal resultante  del  acidosis  producite  in  le  statos  de  basse 
flucto  sanguine.  In  general,  le  mortalitate  es  plus  elevate 
quando  le  methemalbumina,  le  hemopexin-heme  e le 
haptoglobin-hemoglobina  pare  in  le  monstras  de  sanguine. 
Es  minus  frequente  quando  solmente  le  hemopexin-heme 
e le  haptoglobin-hemoglobina  ha  essite  detectate,  e es  rare 
quando  le  haptoglobin-hemoglobina  sol  es  trovate.  Iste 
conclusiones  es  corroborate  con  le  demonstration  de  typos 
spectrophotometric  selective  abnormal  in  le  serum  del 
individuos  con  numerose  histiocytos  ligate  al  ferro  (tinsion 
de  Azure  de  Prussia)  in  le  secretiones  tracheobronchial.  Le 
correlationes  inter  le  depuration  del  pigmentos  heme  ab- 
normal in  le  serum  e le  numero  de  histiocytos  ligate  al  ferro 
trovate  in  le  arbore  tracheobronchial,  es  indication  del 
grado  de  activitate  del  systema  reticuloendothelial  del 
patientes  studiate  in  le  qual  le  possibilitates  de  recupera- 
tion del  shock  hemorrhagic  es  proximemente  relation- 
ate. 

Wong,  S.  L.,  Rao,  U.,  e Takita,  H.:  Hyperplasia  ang- 
iofolliculari  de  nodules  lymphatic,  New  York  State  J. 
Med.  77:  2220  (Decembre)  1977. 

Le  hyperplasia  angiofolliculari  del  nodules  lymphatic 
es  rare,  e iste  morbo  benigne  occurre  plus  frequentemente 
in  le  mediastinum.  In  iste  reporto,  3 casos  observate  in  le 
Roswell  Park  Memorial  Institute  es  presentate.  In  2 casos, 
le  localisation  esseva  mediastinal,  e in  le  altere,  esseva  in 
le  collo.  Le  tractamento  de  election  es  le  excision,  e ben 
que  le  lesion  esseva  removite  incompletemente,  no  recur- 
rentia  esseva  reportate. 

Shimaoka,  K.,  e Sokal,  J.  E.:  Radiation  thymic  e leu- 
kemia myelogenous  chronic,  New  York  State  J.  Med.  77: 

2226  (Decembre)  1977. 

Duo  casos  de  leukemia  myelogenous  chronic  Ph1  positive 
depost  radiation  thymic  es  presentate.  Ambe  patientes 
esseva  tractate  con  radiation  emanate  de  un  equipamento 


de  Radio-X  de  voltage  basse,  al  etate  de  2 a 3 menses.  Le 
leukemia  disveloppate  18  e 22  annos  plus  tarde.  Le  pre- 
sentation del  morbo,  le  responsa  al  therapia  antileukemic 
e le  curso  clinic  del  morbo  non  esseva  differente  de  ille  al- 
tere patientes  tractate  con  le  mesme  therapia  para  iste 
morbo,  in  nostre  departamento. 

Jacobs,  J.  C.:  Initiation  del  lupus  erythematosus  systemic 
durante  le  infantia;  tractamento  moderne  e melioramento 
del  prognosis,  New  York  State  J.  Med.  77:  2231  (De- 
cembre) 1977. 

Le  prognosis,  in  pueros,  del  lupus  erythematosus  sys- 
temic (LES)  es  constantemente  melior,  tanto  in  le  super- 
viventia  prolongate  como  in  le  qualitate  del  vita  del  pa- 
tientes. Le  uso  de  mensuras  plus  nove  pro  evalutar  le  ac- 
tivitate del  morbo,  del  complemento  seric  hemolytic  total 
e del  anticorpores  anti-DNA,  e etiam  le  tractamento  ster- 
oide  in  dies  alternate,  ha  proportionate  un  control  plus 
adquate  del  morbo  que  con  le  tractamento  tormentose  que 
esseva  facite  in  altere  annos  initialmente.  Quando  le  pa- 
tientes ha  supervivite  iste  periodo  initial,  pare  que  illes 
passa  a un  phase  plus  chronic  del  morbo,  rara  vices  viste 
anteriormente. 

Battista,  A.  F.:  Spasmo  hemifacial  e blepharospasmo; 
thermolysis  percutanee  fractional  del  ramos  del  nervo  fa- 
cial, New  York  State  J.  Med.  77:  2234  (Decembre) 
1977. 

Varie  procedimentos  ha  essite  recomendate  pro  le  rele- 
vamento  del  spasmo  hemifacial:  avulsion  del  ramos  del 
nervos  facial;  interruption  partial  de  iste  nervo  in  su  curso 
intrapetrose  o al  nivello  del  foramen  stylomastoide;  ex- 
ploration del  fossa  posteriori  del  nervo  facial,  con  section 
partial  o le  micromanipulation  del  nervo,  e finalmente  varie 
operationes  plastic.  Un  methodo  pro  relevar  le  spasmo 
hemifacial  que  consiste  in  le  thermolysis  del  ramos  distal 
del  nervo  facial  al  sito  del  inervation  musculari,  es  pre- 
sentate. Le  technica  fractional  permite  le  identification 
exacte  del  ramos  parve  del  nervo  facial,  con  possibilitate 
minime  de  debilitate  de  iste  nervo  depost  del  thermolysis, 
e con  relevamento  significative  del  spasmos  facial.  Le 
blepharospasmo  etiam  pote  esser  tractate  con  iste  meth- 
odo. Le  resultatos  de  iste  forma  de  therapia  usate  in  varie 
patientes  es  discutite. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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practices  as  well  as  for  those  desiring  to  modernize  offices 
in  order  to  assure  continued  quality  patient  care.” 

The  subcommittee  was  urged  to  keep  in  mind  “that  full 
access  to  quality  care  for  those  individuals  needing  health 
care  services  requires  appropriate  resources.”  Dr.  Hunter 
said  “arbitrarily  limiting  resources— both  physical  and 
financial — affects  not  only  access,  but  also  quality.”  He 
suggested  any  cost  containment  plan  be  started  as  a local 
experiment  to  determine  its  workability. 

John  Alexander  McMahon,  President  of  the  American 
Hospital  Association,  told  the  subcommittee  that  the 
Administration  bill  “would  seriously  jeopardize  the  present 
and  future  ability  of  hospitals  to  provide  quality  care  to  the 
American  people.” 

Applying  a uniform  “cap”  on  all  hospitals  “would  exert 
the  heaviest  pressures  where  they  are  least  appropriate — 
on  the  most  efficient  hospitals,”  said  McMahon.  These 
facilities  would  be  forced  to  curtail  essential  services,  ac- 
cording to  McMahon. 

Hospitals  purchase  and  use  many  services  and  goods  that 
rise  faster  in  cost  than  the  rest  of  the  market,  McMahon 
testified.  Of  the  15  percent  rise  in  hospital  costs  last  year, 
10  percent  was  purely  the  result  of  inflation  and  five  per- 
cent “resulted  from  increased  intensity  and  improvement 
in  patient  care.” 

Sen.  Richard  Schweiker  (R.,  Pa.)  urged  consideration 
of  his  measure  that  promotes  state  programs  to  control 
costs.  “With  a little  encouragement  and  assistance  from 
the  Federal  government,  the  states  can  achieve  greater 
actual  savings  in  a far  more  equitable  manner  than  a uni- 
form system  administered  from  Washington,  D.C.,”  he 
said. 

* * * 

The  Congressional  investigation  of  whether  there  is  too 
much  surgery  has  boiled  down  to  a question  of  whose  study 
to  believe  and  whose  interpretation  is  correct.  Rep.  John 
Moss  (D.,  Calif.),  Chairman  of  the  House  Commerce 
Subcommittee  on  Oversight,  insists  there  is  far  too  much 
surgery  despite  protests  from  many  physicians  and  evi- 
dence from  studies  that  his  contentions  are  overblown. 

Moss  attacked  the  conclusions  of  a study  headed  by 
Ralph  Emerson,  M.D..  a Past-President  of  the  Medical 
Society  of  the  State  of  New  York,  that  less  than  one  percent 
of  major  operations  are  being  performed  with  less  than 
usually  accepted  indications. 

Moss  and  his  subcommittee  have  been  relying  on  an- 
other study  that  17  percent  of  surgery  is  not  required,  ex- 
trapolating that  there  are  2.4  million  unnecessary  opera- 
tions yearly  and  11,900  deaths  from  these  procedures. 

The  Emerson  study,  underway  since  the  late  1960’s,  used 
preset  criteria  for  monitoring  quality  of  surgical  care,  cri- 
teria prepared  by  four  state  medical  schools,  the  state  de- 
partment of  health,  and  the  state  medical  society.  In  ad- 
dition to  finding  less  than  one  percent  of  major  operations 
questionable,  the  study  found  two  or  three  percent  of  minor 
surgery  in  this  category. 

Karl  Pfuetze,  M.D.,  a cardiologist  from  Kansas  City  and 
an  expert  on  surgical  statistics,  testified  that  the  so-called 
McCarthy  study  was  employed  erroneously  by  the  sub- 
committee. The  finding  of  a 17  percent  difference  of 
opinion  on  whether  surgery  should  be  performed  stems 
only  from  the  fact  that  there  will  be  a range  of  from  10  to 
20  percent  of  differing  opinion  for  much  elective  surgery, 

continued  on  page  2334 
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said  Dr.  Pfuetze. 

He  said  that  if  every  surgeon  sought  the  opinion  of  ten 
other  surgeons  on  each  case,  there  often  would  be  one  or 
two  or  three  dissenters.  But  the  majority  judgment  in  such 
cases  would  be  accepted.  However,  seeking  these  con- 
sultations separately  for  each  case  would  result  in  a dif- 
ference of  opinion  ranging  from  10  percent  to  30  per- 
cent. 

Said  the  witness:  “Previous  alarming  calculations  of 
so-called  unnecessary  surgery  have  been  based  on  esti- 
mates, misunderstandings  of  the  mathematical  implica- 
tions of  experimental  design,  a lack  of  understanding  about 
what  really  produces  a difference  of  opinion  between 
physicians.  The  result  of  these  factors  has  produced  a 700 
to  1,700  percent  overestimate  of  so-called  unnecessary 
''surgery  and  a 3,700  percent  overestimate  of  unnecessary 
deaths.” 

“I  do  not  believe  that  it  serves  any  useful  purpose  to 
continue  to  assume  that  the  previous  figures  on  unneces- 
sary surgery  are  either  accurate  or  useful,”  said  Dr. 
Pfuetze. 

C.  Rollins  Hanlon,  M.D.,  director  of  the  American  Col- 
lege of  Surgeons,  said  “The  College  recognizes  the  need  to 
consider  the  complexity  and  cost  of  surgical  procedures  as 
well  as  the  need  for  broad  knowledge  of  surgical  biology, 
diagnostic  skill  and  operative  skill  to  make  the  patient  safe 
for  the  operation,  and  the  operation  safe  for  the  pa- 
tient.” 

Dr.  Hanlon  also  told  the  Subcommittee:  “These  needs 
dictate  our  continued  insistence  on  long  and  exacting  ed- 
ucation for  surgeons,  rather  than  casual,  on-the-job 
training,  as  inappropriate  to  modern  surgery  as  the  com- 
petence of  the  occasional  weekend  pilot  to  take  over  the 
controls  of  a 747.  Scrupulously  careful  delineation  of 
privileges  based  on  education,  peer  appraisal  of  skills,  and 
certification  of  specific  competence  will  remain  the  most 
reliable  basis  for  appropriately  recommended  and  safely 
performed  operations  by  genuine  surgeons,  rather  than 
casual  operators.” 

* * * 

The  AMA  has  informed  Sen.  Edward  Kennedy  (D., 
Mass.)  that  it  could  not  testify  at  hearings  on  competition 
in  the  health  care  field  because  the  issues  coincide  with 
those  posed  at  a trial  now  in  progress  before  the  Federal 
Trade  Commission. 

The  hearing  was  called  off  by  Kennedy.  Among  other 
witnesses  slated  to  testify  that  day  was  Michael  Pertschuk, 
FTC  Commissioner.  Kennedy  planned  to  go  ahead  later 
with  such  hearings  before  an  unusual  joint  session  of  the 
two  subcommittees  he  heads — Senate  Human  Resources 
Subcommittee  on  Health  and  the  Senate  Judiciary  Sub- 
committee on  Antitrust  and  Monopoly. 

Kennedy  had  no  comment  on  the  AMA’s  refusal  to  tes- 
tify. 

In  a letter  to  the  Senator,  the  AMA  said  questions  by 
Kennedy  in  a letter  to  the  AMA  and  the  issues  to  be  ad- 
dressed “are  essentially  the  same  as  the  issues  now  on  trial 
before  an  Administrative  Law  Judge  of  the  Federal  Trade 
Commission. 

“For  this  reason,”  wrote  AMA  Executive  Vice  President 
James  H.  Sammons,  M.D.,  “the  Association  has  been  ad- 
vised by  legal  counsel  not  to  appear  to  present  testimo- 
ny. . . .”  When  an  issue  is  involved  in  litigation,  testi- 

mony on  the  same  subject  before  Congress  could  jeopardize 
the  legal  position  of  the  witness. 


Dr.  Sammons  said  that  the  AMA’s  stand  on  the  primary 
issue  of  regulation  and  competition  can  be  provided  for  the 
record.  The  Association  has  long  advocated  “a  pluralistic 
system  of  health  care  with  free  competition  among  all 
practitioners  whether  practicing  alone,  in  groups,  or  as 
salaried  or  contracting  physicians  in  HMOs”  (Health 
Maintenance  Organizations),  said  the  AMA. 

Kennedy  also  was  informed  that  the  AMA  “strongly 
advocates”  consumer  information  including  standard  fees 
charged  by  physicians.  “The  Association  remains  opposed 
to  self-laudatory  statements  or  claims  such  as  testimonials 
and  nonverifiable  statements  or  claims.” 

The  chief  issue  before  the  FTC  is  the  AMA’s  code  against 
unethical  advertising  by  physicians. 

Dr.  Sammons  said  government  regulation  of  the  supply 
of  physicians  and  their  distribution  by  specialty  “would 
have  an  unpredictable  and  detrimental  impact  on  the  fu- 
ture quality  of  care.” 

The  AMA  letter  continued:  “The  issue  of  quality  of  care 
and  cost  of  care  are  not  separate  and  unrelated  and  are  not 
independent  from  the  issue  of  availability  of  services. 
These  three  elements  of  medical  care  are  somewhat  like  a 
tripod  in  that  alteration  of  one  will  cause  an  imbalance  or 
instability  of  the  other  two.  Too  frequently,  congressional 
approaches  to  cost  problems  result  in  reduction  of  available 
technology,  benefits,  and  access  to  quality  care.” 

A tug-of-war  situation  has  developed  within  the  Federal 
government  with  some  agencies  promulgating  ever  more 
stringent  regulation  of  the  medical  profession  while  other 
agencies  demand  removal  of  any  professional  self-regula- 
tion and  relaxation  of  government  regulation,  Dr.  Sam- 
mons declared. 

* * * 

A CBO  (Congressional  Budget  Office)  study  reports  that 
nonwhites  are  less  healthy  than  white  persons.  Nonwhites 
experience  nearly  50  percent  more  bed  disability  days,  70 
percent  higher  infant  mortality,  and  a life  expectancy  six 
years  shorter  than  that  of  whites  the  study  said. 

White  persons  make  about  10  percent  more  visits  to 
physicians  than  nonwhites. 

Although  the  proportions  of  whites  and  nonwhites 
hospitalized  each  year  varies  little,  nonwhites  tend  to  re- 
main in  the  hospital  longer  because  they  are  sicker  par- 
ticularly poor  nonwhites,  according  to  CBO. 

The  study,  “health  differentials  between  white  and 
nonwhite  Americans”  is  part  of  a series  of  CBO  studies  on 
racial  inequalities.  It  concludes  that  the  health  of  non- 
white persons  has  improved  during  the  last  20  years,  but 
has  not  caught  up. 

The  health  of  nonwhites  is  not  as  good  as  that  of  whites, 
yet  nonwhites  get  less  and  possibly  less-effective  health 
care  than  whites  do,”  the  study  said. 

CBO’s  study,  based  on  published  and  unpublished  data 
about  various  health  care  indicators  and  their  relationship 
to  race,  found  that  a nonwhite  is  60  percent  more  likely  to 
die  of  flu  or  pneumonia  and  five  times  as  likely  to  die  of 
tuberculosis. 

The  nonwhite  male  or  female  is  nearly  twice  as  likely  to 
die  of  cirrhosis  of  the  liver  and  more  than  seven  times  as 
likely  to  be  a victim  of  homicide,  both  of  which  indicate 
social  or  psychological  problems,  the  study  said. 

Nonwhites  included  blacks,  American  Indians,  and 
Orientals. 

* * * 

The  House  has  gone  along  with  the  Senate  and  approved 
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an  18-month  postponement  of  the  proposed  Food  and  Drug 
Administration  ban  on  use  of  saccharin.  The  vote  was  375 
to  23.  Differences  in  labeling  requirements  will  have  to  be 
resolved  before  the  bill  is  sent  to  the  White  House. 

The  Senate  wants  saccharin  products  to  carry  a label 
cautioning  that  the  sweetener  causes  cancer  in  animals  and 
may  increase  people’s  risk.  The  House  bill  only  requires 
a notice  at  the  store  where  the  product  is  sold. 

Rep.  Andrew  Maguire  (D.,  N.J.)  during  floor  debate 


continued  from  page  2205 

East  coast’s  only  diabetes  research 
and  training  center 

In  a new  Federal  initiative  against  diabetes,  the  National 
Institutes  of  Health  has  awarded  the  Albert  Einstein 
College  of  Medicine  a $2.6  million  grant  to  establish  a Di- 
abetes Research  and  Training  Center  at  The  Bronx  med- 
ical school.  The  five-year  grant  from  the  National  Insti- 
tute of  Arthritis,  Metabolism  and  Digestive  Diseases  will 
make  the  new  center  one  of  five  in  the  country  and  the  only 
such  program  on  the  East  coast. 

To  be  called  the  Einstein-Montefiore  Diabetes  Research 
and  Training  Center,  clinical  research  and  training  pro- 
grams, education,  and  patient  care,  will  be  undertaken 
jointly  with  Montefiore  Hospital  and  Medical  Center. 
Montefiore,  also  in  The  Bronx,  is  the  primary  voluntary 
hospital  affiliate  of  the  Einstein  medical  school. 

U/B  "well  health”  clinic 
provide  free  physical  examinations 

Medical  students  and  residents  from  the  State  Univer- 
sity at  Buffalo  School  of  Medicine  are  providing  free 
physical  examinations  for  inner-city  residents  through  a 
unique  clinic  which  emphasizes  well  health. 

Established  several  years  ago  by  minority  medical  stu- 
dents at  U/B  and  supported  by  the  U/B  student  medical 
association,  the  Inner  City  Well  Health  Center  is  open  on 
Saturdays  from  9:00  a.m.  to  3:00  p.m.  and  provides  services 
for  the  elderly  and  others  who  require  a physical  but  can’t 
afford  one. 

Franklin  Marsh,  a fourth-year  medical  student,  noted 
that  many  types  of  problems  such  as  diabetes,  hyperten- 
sion, and  heart  disease  can  go  undetected  for  some  time 
before  symptoms  occur  which  would  force  people  to  seek 
care. 

“The  physical  examination  is  tremendously  important 
in  ‘catching’  a condition  before  it  becomes  more  serious, 
but  in  our  sickness-oriented  society  most  people  won’t  avail 
themselves  of  a physician  unless  they  are  actually  ill,” 
Marsh  said. 

The  Center  which  is  under  the  auspices  of  the  U/B  De- 
partment of  Family  Medicine,  has  about  25  volunteer 
medical  students  and  15  supervising  medical  residents. 


suggested  sarcastically  there  should  be  an  “assurance  label” 
that  reads: 

“Saccharin  does  not  cause  cancer  in  the  opinion  of  your 
Congressman  despite  scientific  evidence  that  it  does.” 

On  the  other  side,  Rep.  Samuel  Devine  (R.,  Ohio)  told 
the  House  “not  long  ago  we  had  a scare  about  cranberries. 
Then  it  was  cydamates  and  just  this  weekend  someone  said 
my  vegetables  might  cause  cancer.  My  God,  are  we  going 
to  ban  vegetables  because  they  might  cause  cancer?” 


The  examinations,  which  take  about  an  hour,  include 
blood  tests,  urinalysis,  kidney  and  liver  function  tests,  vi- 
sion tests,  and  pelvic  tests  for  women.  Routine  chest  x- 
rays  and  PAP  tests  are  given  at  the  County  Office  Building 
at  195  Franklin  St. 

Referrals  to  area  clinics  and  physicians  are  made  when 
medical  problems  are  detected  and,  according  to  Marsh, 
if  the  problem  is  urgent  the  referral  is  arranged  immedi- 
ately. 

Located  at  465  Washington  Street,  the  U/B  Well  Health 
Clinic  is  convenient  for  users  of  public  transportation. 
Parents  with  young  children  are  also  invited  to  use  the 
Center  for  a family  physical.  Dr.  Winford  Quick,  U/B 
instructor  of  family  medicine,  is  the  Center’s  Medical  Di- 
rector. 

The  Center  is  supported  through  POLITY,  the  U/B 
medical  student  association. 

Here  and  there 

Appointments:  Memorial  Sloan-Kettering  Cancer 

Center — Joseph  M.  Lane,  M.D.,  appointed  chief  of  the 
Bone  Service  at  Memorial  Hospital  for  Cancer  and  Allied 
Diseases;  W.  P.  Laird  Myers,  M.D.,  appointed  vice-presi- 
dent for  educational  affairs  and  associate  dean  at  Cornell 
University  Medical  College;  Toros  A.  Chaglassian,  M.D., 
appointed  chief  of  the  Plastic  and  Reconstructive  Service: 
and  William  S.  Howland,  M.D.,  appointed  vice-president 
for  clinical  affairs  at  Memorial  Hospital  for  Cancer  and 
Allied  Diseases.  Presbyterian  Hospital — Felix  E.  De- 
martini, M.D.,  appointed  executive  director. 

Elected:  At  a recent  meeting  of  the  New  York  State 
chapter  of  the  American  College  of  Chest  Physicians: 
Timothy  M.  Harris,  M.D.,  associate  professor  of  medicine, 
Albany  Medical  College,  president  of  the  chapter;  Edward 
J.  Beattie,  Jr.,  M.D.,  professor  of  surgery,  Cornell  Uni- 
versity Medical  College,  designated  as  President-Elect; 
Morton  C.  Gluck,  M.D.,  clinical  assistant  professor  of 
medicine,  New  York  Medical  College;  vice-president;  and 
Arthur  Q.  Penta,  M.D.,  reelected  secretary.  At  the  annual 
meeting  of  the  New  York  Regional  Society  of  Plastic  and 
Reconstructive  Surgery,  the  following  officers  were  elected: 
A.  Mancusi-Ungaro,  M.D.,  president;  J.  Bowe,  M.D., 
president-elect;  B.  Cosman,  M.D.,  treasurer;  P.  Bonanno, 
M.D.,  secretary;  and  B.  Rogers,  M.D.,  historian. 
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EQUIPMENT 


USED  PHYSICIAN'S  EQUIPMENT  and  office  furnishings  in  very  good  condition. 
Examining  tables  with  matching  cabinets  and  stools,  desks,  chairs,  EKG,  dia- 
thermy, incubator  and  more.  All  very  reasonable  priced  for  quick  sale.  (914) 
878-9265. 


PRACTICES  AVAILABLE 


PERFECT  OPPORTUNITY  TO  RELOCATE  in  Los  Angeles,  California  without 
losing  one  day’s  income.  Active  family  practice  to  give  to  qualified  general 
practitioner.  Excellent  income.  Lease  my  fully  equipped,  custom  built  1800 
sq.  ft.  medical  building.  Will  introduce.  Clarence  Gazin,  M.D.,  671 1 Melrose 
Ave„  Los  Angeles,  CA  90038.  (213)  936-7259. 


PROJECT 


NO  DOWN  PAYMENT 
NO  CHEAPER  PRICES 
DECEMBER  NEW  CAR  SPECIALS 

• Cutlass  • T-BIrd 

Supreme  $148.75  * Monte 

• Buick  per  mo.  Carlo 

Regal  — • Camero 

V-8  auto,  trans.,  power  steering,  power 
brakes,  air-cond.,  radio,  w/w  radial  tires, 
tinted  glass,  bodyside  mldg.,  vinyl  roof, 
defroster. 

29  months  closed  end  lease.  Security  deposit  $250 

CARANN  LEASING  CORP.  Phone 

Authorized  Membership  Benefit  (516)  222-9041 


Susan's  Typing  Services 

Ph.D's,  Clinical  and/or  Conference  Reports, 
Speeches,  Manuscripts,  Transcripts,  etc. 
I.B.M.  Corr.  Sclectric. 

Daily  516-487-7114 


Christmas 

Seals 


Lung  Disease 


AMERICAN 

LUNG 

ASSOCIATION 

The  “Christmas  Seal"  People 
We  care  about  every  breath  you  take 


Space  contributed  by  the  publisher  as  a public  service 
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O 


® OGQ 


* low  malpractice  in- 
o su ranee  rates, 


* the  oppor- 
tunity to  join  a group  or  part- 
ner or  establish  a new 
OlJLlCSj  practice  in  a rural  or 
J J u urban  area,  * continuing 
medical  education  through  a system  of  Area 
Health  Education  Centers,  as  well  as  two  med- 
ical schools,  * lower  taxes,  * lower  cost 
of  living,  * access  to  both  mountains  and 
beaches,  and  * a mild  climate 


For  information  about  specific  practice  opportunities 
in  South  Carolina,  contact: 


Post  Office  Box  11188 
Columbia,  South  Carolina  29211 
(803)  779-7264 
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MISCELLANEOUS 


The  N Y.S.  Department  of  Health  is  seeking  a Physician  to  work 
in  it’s  New  York  State  Veteran's  Home.  The  N.Y.S.  Veteran's 
Home  is  a small,  skilled  nursing  facility  located  8 miles  south  of 
Norwich,  N Y. 

The  Physician  selected  for  this  position  will  serve  as  a Staff 
Physician  performing  a wide  variety  of  duties  associated  with 
the  general  medical  care  of  patients. 

Applicants  for  this  position  should  possess  either  a license  to 
practice  medicine  in  New  York  State  or,  if  licensed  in  another 
state  or  Canada,  a limited  permit  to  practice  in  New  York  State. 
A background  in  geriatrics  is  preferred  but  not  required. 

Excellent  fringe  benefits  including  vacation,  sick  leave,  health 
and  dental  insurance  and  Retirement  System  membership. 

Send  complete  resume  to: 

Recruitment  Unit  R-3 
Personnel  Office,  Office  of  Public  Health 

ll.y.S.  Department  of  Health 

Tower  Building,  Empire  State  Plaza 


ATTENDING  PHYSICIAN 

A position  available  full  time  in  modern  470  bed  geriatric  health  care  center, 
located  In  Rochester,  providing  practically  every  aspect  of  care  outside  the 
acute  hospital  setting.  Excellent  fringe  benefits,  promotional  possibilities. 
Send  curriculum  vitae  to:  Eli  Leven,  M.D.,  Medical  Director 

ST.  JOHN’S  HOME  150  Highland  Ave.,  Rochester,  N.Y.  14620 

or  call  (716)  271-5413,  ext.  260 

An  Equal  Opportunity  Employer  Ml  F 


Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year's  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service  Call  the  Placement  Director  at 

Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 

New  York  Hempstead,  LI 

254  West  54  Street  175  Fulton  Avenue 

(212)247-3434  (516)481-2774 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  SU< 
cessful— 40  years  of  top  service  to  doctors  and  hospitals— Mail  billhead  f 
details.  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N Y 1003 
(212) 730-0069  - 


DOWNSTATE  MEDICAL  CENTER,  Department  of  Radiology  and  Departme 
of  Continuing  Education,  are  presenting  their  Second  Annual  Spring  Week-E 
Symposium  on  Diagnostic  Ultrasound  on  March  4th  and  5th  at  the  Barbiz 
Plaza  Hotel  in  New  York  City.  The  major  part  of  the  course  will  be  devoted 
diagnostic  ultrasound  in  obstetrics  and  gynecology.  Lectures  will  also  be  giv 
on  abdominal  sonography  and  a half  a day  wjll  be  set  aside  for  symposia 
technical  aspects  of  scanning,  instrumentation  and  equipment.  Category  1 ere' 
is  available.  The  fee  is  $150  for  physicians  and  $100  for  sonographers  and  re 
dents.  For  further  information,  contact  the  Department  of  Radiology,  Stt 
University  of  New  York,  Downstate  Medical  Center,  450  Clarkson  Ave.,  Brookh 
N.Y.  11203. 

ROLLS-ROYCE  SILVER  CLOUD  1, 1959,  left-hand  drive.  Magnificent  body 
sand  over  astrakhan  colors.  Excellent  mechanical  condition.  Original  leatl 
upholstery.  Factory  air-conditioning.  $24,000.  Phone:  (212)  691-0209,  or  (2 
924-4423. 




POSITIONS  WANTED 


BOARD  CERTIFIED  INTERNIST  with  gastroenterology  subspecialty,  late  3(1 
seeks  relocation  with  group/partnership  or  as  soloist.  Reply  to  Dept.  625,  < j 


GENERAL  SURGEON,  AGE  39,  FMG,  N.Y.  LICENSE,  12  years  extensive  . i 
perience  in  general  surgery,  chief  residen,  available  July  1978.  Seeks  solo,  groi 
or  partnership;  will  join  with  general  practice.  All  reasonable  situations  a 
sidered.  No  specific  preference  of  location.  Dr.  Kim,  4514  Bronx  Blvd.,  Bro 
N.Y.  10470.  (212)  994-2445. 


PATHOLOGIST,  LABORATORY  DIRECTOR,  would  add  to  his  activities  i 
casework/research  on  a part  time  or  full  time  basis.  Call  (212)  375-3131,  or  wi  t 
to  Box  295,  L.M.,  N.Y.  10547. 


EXPERIENCED  CANADIAN  OBSTETRICIAN/GYNECOLOGIST,  Bo  1 
certified,  seeks  association  with  a group  in  suburban  New  York  area.  Curricul  i 
vitae  upon  request.  Reply  Dept.  631,  c/o  NYSJM. 


PHYSICIANS  WANTED 


FAMILY  PHYSICIAN;  SMALL  UPSTATE  NEW  YORK  hospital  seeking  er  - 
getic  young  physician(s)  to  practice  in  community,  22  bed,  well  equipped  hospi . 
Contact:  John  J.  Carthy,  M.D.,  Star  Lake,  N.Y.  13690.  Phone  (315)  8 - 
3482. 


OFFICE  OF  DRUG  ABUSE  SERVICES  needs  part-time  physicians  who  are  c 
perienced  in  treating  substance  abuse  to  assist  in  the  evaluation  and  upgradi  ,> 
of  methadone  programs  throughout  New  York  State.  Physicians  would  spe 
one  day  visiting  a program,  complete  a brief  protocol  concerning  the  prograr  j 
operations,  and  submit  a written  report  based  on  their  observations.  Salary  v I 
be  excellent.  Physicians  must  be  licensed  to  practice  in  New  York  or  near  I 
states,  Board  eligible  or  Board  certified,  and  they  must  have  at  least  one  yeal 
experience  with  methadone  maintenance  treatment.  This  work  is  available! 
all  licensed  physicians,  including  those  who  are  state  employed.  The  latter  mi  I 
complete  a dual  employment  form  to  certify  they  will  not  be  paid  twice  by  t 1 
state  for  the  same  working  hours.  Working  days  may  be  selected  in  advance  I 
convenient  day  time  hours  during  the  week  but  not  weekends.  Interested  pi  i 
sicians  should  send  their  curriculum  vitae  to  Kim  Keeley,  M.D.,  Deputy  Go  j 
missioner  for  Medical  Services,  N Y.  State  Office  of  Drug  Abuse  Services,  61 1 
Floor,  Two  World  Trade  Center,  New  York,  N.Y.  10047.  Telephone  inquir , 
are  invited.  Jacob  Horowitz,  M I).  (212)  488-5304. 
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PHYSICIANS  WANTED  — CONT  D 


PENNSYLVANIA  & NEW  JERSEY  EMERGENCY  MEDICINE  positions 
available  with  fee-for-service  group  in  suburban  Philadelphia,  centraland  eastern 
Pennsylvania,  Pittsburgh,  and  northern  and  southern  New  Jersey  and  New  York 
hospitals.  Physician  directors  also  wanted.  Send  resume  to:  Northeast 

Emergency  Medical  Associates,  500  Spruce  St.,  Philadelphia,  PA  19106.  (215) 
925-351 1. 


G.I.  ENDOSCOPIST,  A G.I.  FELLOW,  or  newly  in  practice,  needed  hv  general 
internist  on-half  day  or  one  day  a week  on  the  Grand  Concourse  near  206th  St., 
Bronx,  ('all  (212)  298-3322. 


PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York.  New  Jersey,  Connecticut  permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
Karrev  Associates,  agency  for  Execu-Med,  23-25  East  26th  St.,  New  York, 
N Y.  10010.  Telephone:  (212)  532-7625. 


PEDIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  Popu- 
lation of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
air,  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr.  J.  A. 
Colaizzi,  Administrator,  Grove  City  Hospital,  Grove  City,  Pa  16127.  Phone 
(412)458-7132. 


PEDIATRICIAN,  BOARD  CERTIFIED/ELIGIBLE,  to  join  two  other  pediatri- 
cians in  established  practice  in  Orange  County,  New  York.  Early  partnership. 
Submit  curriculum  vitae  to  Dept.  577,  c/o  NY  SJM. 


BRONX,  NEW  YORK:  PSYCHIATRIC  RESIDENCY,  Montefiore  Hospital  and 
Medical  Center  of  Albert  Einstein  College  of  Medicine  has  one  first  year  residency 
position  (PGY-2,  i.e.,  internship  required)  in  psychiatry  available  for  January 
1,  1978.  Outstanding  clinical  and  academic  program  with  broad  dynamic  ori- 
entation. U.S.  citizenship  or  permanent  resident  status  required.  Call  or  write: 
Jack  L.  Katz,  MD.,  Director  of  Residency  Training,  Department  of  Psychiatry, 
Montefiore  Hospital  & Medical  Center,  111  East  210th  St.,  Bronx,  N.Y.  10467. 
E.O.E.  (212)  920 


GASTROENTEROLOGIST  (CLINICAL  HEPATOLOGIST)  Major  midwestern 
teaching  and  research  medical  center  has  a career  opportunity  for  a Board  cer- 
tified gastroenterologist  with  expertise  in  clinical  hepatology.  Research  op- 
portunities will  be  available  for  a qualified  candidate.  The  appointment  affords 
the  benefits  of  practicing  as  a member  of  a “closed  staff'  group  practice  with 
major  facilities  which  include  a 1,100  bed  teaching  hospital  and  39  medical 
specialties  located  at  our  main  campus  and  three  suburban  satellite  clinics. 
Affiliation  with  major  medical  universities  affords  additional  teaching  oppor- 
tunities. Salary  and  fringe  benefits  are  competitive  and  the  latter  includes: 
malpractice  insurance,  generous  vacation  and  travel  time,  a sound  disability  in- 
surance, as  well  as  life  insurance,  a tax  sheltered  annuity,  a low  cost  lease  car  plan 
along  with  many  other  benefits.  Interested  physicians  should  forward  their 
curriculum  vitae  in  strict  confidence.  Dept.  626,  c/o  NYSJM. 


EMERGENCY  ROOM  PHYSICIANS:  Full  time  positions  available  in  300+  bed 
hospital.  You  will  be  a part  of  an  8 man  rotating  team,  with  full  back-up  coverage 
in  all  specialties;  40  hour  work  week;  excellent  salary  plus  many  fringe  benefits 
including  4 weeks  vacation,  one  week  study  leave;  New  York  State  license  re- 
quired. Send  curriculum  vitae  to  Sister  Rose  Vincent.  Executive  Administrator. 
St.  Elizabeth  Hospital,  2209  Genesee  St.,  Utica,  N.Y.  13501,  or  phone  (315) 
798-5123. 


THERAPEUTIC  RADIOLOGIST:  Major  midwestern  teaching  and  research 
medical  center  has  an  opportunity  available  for  a radiation  therapist  in  its  De- 
partment of  Therapeutic  Radiology.  The  appointment  affords  the  benefits  of 
practicing  as  a member  of  a "closed  staff’  group  practice  with  major  facilities 
which  include  a 1,100  bed  teaching  hospital  and  39  medical  specialties  located 
at  our  main  campus  and  three  suburban  satellite  clinics.  Affiliation  with  major 
medical  universities  affords  additional  teaching  opportunities.  The  Department 
of  Therapeutic  Radiology  is  presently  composed  of  three  (3)  staff  physicians;  three 
(3)  residents  in  an  approved  residency  program;  eight  (8)  technologists,  seven 
(7)  of  whom  are  registered  in  therapy,  one  (1)  physicist;  one  (1)  research  assistant; 
one  (1)  nurse;  and  an  8-member  clerical  pool.  Teaching  involves  other  staff 
physicians,  residents,  3rd  and  4th  year  medical  students,  and  radiation  therapy 
technology  students.  Equipment  includes  a Clinac-12  Accelerator;  35  MEV 
Brown  Boveri  Betatron;  stationary  and  rotational  cobalt;  simulator  and  transverse 
tomography;  after  loading  interstitial  and  intracavitary;  computer  dosimetry; 
and  mould  room.  The  department  treats  900  new  and  recurrent  cases  every  year. 
Excellent  cooperation  between  the  Therapeutic  Radiology  Department  and  other 
medical  and  surgical  departments  affords  opportunities  to  treat  patients  with 
diversity  of  malignant  diagnoses,  in  a multi-disciplinary  setting.  We  are  in  the 
position  to  offer  an  excellent  individually  based  salary  commensurate  with  ex- 
perience, and  a comprehensive  benefit  program.  Interested  physicians  should 
forward  their  curriculum  vitae  in  strict  confidence.  Dept.  627,  c/o  NYSJM. 


VACANCIES  AVAILABLE  IN  THE 
U.S.  ARMY  RESERVE  MEDICAL  CORPS 

The  U.S.  Army  Reserve  has  numerous  vacancies  for  physicians, 
male  and  female,  anywhere  within  New  York  State,  but  espe- 
cially in  the  New  York  City  area.  Positions  are  available  in  all 
military  ranks  up  through  lieutenant  colonel.  Female  physicians 
are  particularly  encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  complete  20  years  service  by  age 
60  can  be  accepted  if  they  are  willing  to  waive  their  pension 
benefits.  Individuals  with  no  prior  military  service  are  urged  to 
apply  as  are  those  who  have  previously  served  on  active  duty 
(i.e.,  U.S.  Army,  Navy  or  Air  Force). 

Active  part-time  participation  requires  attendance  at  up  to  12 
once-monthly  weekends  per  year  plus  two  weeks  of  active  duty 
during  the  same  year. 

The  pay  is  up  to  $4,000  annually  for  a lieutenant  colonel  with  20 
years  service  in  the  local  Medical  Army  Reserve. 

For  additional  information  on  your  hometown  Medical  Army 
Reserve  unit,  all  sent  to  you  without  any  obligation,  please  write 
to: 

Joseph  P.  Cillo,  M.D. 

8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  N.Y.  11252 

THE  MEDICAL  ARMY  RESERVE  . . . 

PART  OF  WHAT  YOU  EARN  IS  PRIDE! 


DOCTOR,  do  we  have  an  assistant  tor  you!  Well  trained 
Medical  Assistant— capable  ot  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike.  West  Hempstead,  N.Y.  11 552 

516-183-0577 


r 


FOR  DOCTORS  ONLY 
THE  MEDICAL  TYPING  SERVICE 


Fulfilling  all  the  typing  needs  of  the  Medical  Profession. 
Pick-up  & Delivery.  Fast  Accurate  Service. 


Free 


V 


(212) 592-1566 

99-05  58th  Ave.,  Corona,  N.Y.  1 1368 


/ 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U.S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 
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THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


Your  choice  of  5 
courses  in  the 


growing 

health  care  field: 

Med.  Asst.,  Dental  Asst., 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide,  Med.  & Dent. 
Secretary. 


cWestdiester' Sd\ool 


M)R  PAKAPKOFKSSIONAI.  I RAINING - 
130  Ontario  St..  Albany.  N.Y.  12206  • (518)  462-6621 
1 N.  Broadway.  White  Plains.  N.Y.  10601  (914)428-1960 


275  Broadhollow  Rd.  (Rte.  110).  Melville.  N.Y  11746  • (516)  752-1060 


Research  Project  in. 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician  Call  or  write  for  further  details. 


PHYSICIANS  WANTED— CONT'D 


PATHOLOGIST  (CHIEF)  for  progressive  community  hospital  in  Finger  Lak 
area.  Excellent  opportunity;  close  to  University  of  Rochester.  Salary  cor 
mensurate  with  experience.  Contact  Anthony  Raguso,  Administrator,  F. 
Thompson  Hospital,  350  Parrish  St.,  Canandaigua,  N.Y.  14424. 


INTERNISTS,  BOARD  ELIGIBLE  OR  CERTIFIED,  for  active  Ambulatory  Ca  1 
Program  at  Gainesville  VA  Hospital.  Close  interaction  with  the  Medicine  Se  I 
vices  at  the  VA  and  University  Hospital  is  expected.  Full  faculty  status  wil  I 
the  Department  of  Medicine  at  the  University  of  Florida  with  fringe  benefits  fro  1 
VA  and  University  for  qualified  applicant.  Patient  care  or  research  activity  I 
a subspecialty  or  General  Health  Care  Research  is  available  and  encouraged.  I 
interested,  please  send  curriculum  vitae  to  James  E.  McGuigan,  M.D.,  Chairma  1 
Department  of  Medicine,  University  of  Florida  College  of  Medicine,  Gainesvill  ] 
FL  32610. 


PRIMARY  PRACTITIONER  with  New  York  State  license  sought  for  mode  j 
medical  building  in  upstate  New  York  serving  approx.  20,000  populatiol 
Building  owned  by  general  hospital  wishing  to  establish  it  as  an  outreach  cent< 
Financial  assistance  available.  Repl  Dept.  630,  c/o  NYSJM. 


PHYSICIAN  DURING  JULY  AND  AUGUST  1978  for  children’s  camp  locate 
at  Beach  Lake,  PA.,  accommodates  350  campers,  ages  6-16;  complete  mode) 
Health  Center;  2 R.N.’s  in  attendance;  will  accept  one  M.D.  for  each  month;  r 
children  accepted  who  are  of  camp  age.  Camp  opens  June  29  and  closes  Augu  j 
24.  Private  room  and  facilities.  Write  to,  and  include  your  phone  numbe 
Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St.,  Brooklyn,  N.’ 
11201. 


PLANT  PHYSICIAN,  3600  employees  and  Assistant  Medical  Director,  Researc 
for  major  international  pharmaceutical  company.  Bruce  Rogers,  P.O.  Box  1 
Pt.  Washington,  N.Y.  11050.  Call  (516)  883-4694. 


INTERNIST:  DIRECTOR  OF  AMBULATORY  CARE  for  the  V.A.  Hospital 
the  University  of  Florida  Medical  Center  in  Gainesville.  Responsibilities  indue 
overall  direction  of  general  medicine  clinic  and  admitting  office.  Close  inte 
action  with  the  medicine  services  at  the  V.A.  and  University  Hospitals  is  expecte 
F ull  faculty  status  with  the  Department  of  Medicine  at  the  University  of  Floric 
with  fringe  benefits  from  V.A.  and  university.  Patient  care  or  research  activi 
in  a subspecialty  or  general  health  care  research  is  available  and  encouraged, 
interested,  please  send  curriculum  vitae  to  James  E.  McGuigan,  M.D.,  Chairma 
Department  of  Medicine,  University  of  Florida  College  of  Medicine,  Gainesvill 
Florida  32610. 

INTERNIST  FOR  PREPAID  MEDICAL  GROUP.  Salary  competitive.  Usu 
fringe  benefits.  Partnership  available  in  two  years.  Include  complete  curriculu 
in  reply  to  Staten  Island  Medical  Group,  307  Victory  Blvd.,  Staten  Island,  N. 
10301. 


REAL  ESTATE  FOR  SALE  OR  RENT 


SIX  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  buildii 
in  Lynbrook,  L.I.  Available  immediately.  Centrally  located  near  major  he 
pitals.  Call  (212)  297-4140. 


PHYSICIANS  WANTED  — CONT  D 


WANTED:  PHYSICIANS — ALL  SPECIALTIES.  Positions  available,  especially 
if  you  are  willing  to  relocate  throughout  the  U.S.  We  invite  your  curriculum  vitae 
so  that  we  may  contact  you  when  the  right  situation  developes.  MEA  Personnel, 
Medical  Division,  5260  Merrick  Rd„  Massapequa,  N.Y.  11758,  or  call  (516) 
541-1340. 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26  COURT  ST.,  BKLYN,  N.Y.  11201 

212  339-0447  YEAR  ROUND  SERVICES 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFICIENT  SERVE 
in  renting  or  subletting  a Manhattan.  NYC  professional  office,  or  to  huy,  s 
or  appraise  a co-op.  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Gibbc 
& Ives,  Inc.,  745  Fifth  Ave..  N.Y.,  N.Y.  (212)  832-5571. 


SPACE  AVAILABLE  IN  LARGE  PROFESSIONAL  COMPLEX  in  Weste 
Suffolk  County,  New  York.  Full  time  successful  practice  quickly.  Ideal  I 
family  practice,  internal  medicine  or  allergy.  Finished  suites,  or  will  build 
suit.  Robert  Katz,  M.D.,  Suffolk  Avenue  Professional  Building,  Brentwood,  N 
11717.  Tel:  (516)  273-5888. 


SPACIOUS,  FURNISHED  APARTMENT  with  available  office  for  practi. 
suitable  for  single,  non  smoker,  on  tree  lined  street,  close  to  public  transportatic  j 
in  Rockland  County,  N.Y.  Call  evenings  (914)  735-5985. 


OFFICE  FOR  SALE— EAST  60TH  ST.,  NYC:  Pleasant,  well  laid-out,  6 root 
office  (with  additional  secretary’s  space)  in  a coop  medical  building.  Very  cot  I 
venient  to  transport.  Low  maintenance  including  doorman,  answering  servic 
and  electricity.  Air  conditioned.  Furniture  and  equipment  available  for  sa 
if  desired.  Call  Miss  Oldham  (212)  838-9050. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST,,  N.Y.C.  LEXINGTON 
Professional  Center,  Inc,  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning  X-ray  & clinical  laboratory  on  premises.  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)  861-9000. 

BEAUTIFUL  MODERN  MEDICAL  OFFICE  available  in  Guilderland.  Eight 
miles  west  of  Albany,  New  York.  Phone  (518)  456-1155. 


BEACHFRONT:  NEW  ONE  BEDROOM  APARTMENT  completely  furnished, 
air  conditioned,  pool,  tennis,  sauna,  panoramic  view.  Located  on  the  best  beach 
of  San  Juan,  Puerto  Rico.  Short  and  long  term  rates.  Information:  R.  del 
Rosario,  M.D.,  P.O.  Box  8550,  Santurce,  Puerto  Rico  00910. 


FT.  LAUDERDALE,  FLORIDA  OFFICE  for  sub-let.  Growing  area  of  W.  Broward 
County,  next  to  Florida  Medical  Center.  Furnished  and  decorated.  Please  reply 
to  Dept.  629,  c/o  NYSJM. 


STONY  BROOK-SETAUKET,  N.Y.,  Prime  professional  residential  sites  in  historic 
district.  Custom  built  traditional  and  moaern  designs.  For  sale  or  lease.  (516) 
741-6327. 


MIAMI  SPRINGS,  FLA.:  Majestic  Colonial-style,  twin,  four-family,  cement- 
stucco  apartment  buildings.  Angled,  landscaped  Vs  acre;  214  ft.  full-block  street 
frontage.  Prime  residential  location.  Ideal  for  retiring  couple  desiring  income 
or  investment.  Grosses  $22,560/yr;  8*&%  $11 4,000  transferable  bank  mortgage. 
$180,000.  Phone:  (212)691-0209.  Write  Dr.  Sisler,  34  West  12th  St„  N.Y.,  N.Y. 
10011. 


RIVERDALE,  NEW  YORK,  2750  Johnson  Ave.  "The  Raymont"  luxury  elevator 
bldg.  Magnificent  large  medical  office  suite  available  immediately.  Separate 
street  entrance.  See  Supt.  prem.,  apt.  3-G. 


LOWER  MANHATTAN,  46  WARREN  ST.,  CITY  HALL,  World  Trade  Center 
area.  To  convert  street  level  location  to  medical  center.  Seeking  4 to  5 doctors 
and/or  dentists  interested  in  establishing  full  or  part  time  private  or  group 
practice.  High  density  blue  and  white  collar  working  neighborhood.  Neigh- 
borhood employers:  City  of  N.Y. , Telephone  Co.,  IRS,  U.S.  Immigration,  hun- 
dreds of  smaller  light  manufacturers  and  service  companies  and  commercial.  No 
medical  facilities  within  10  block  radius.  Increasing  as  a residential  neighbor- 
hood. Subways:  7th  Ave.,  8th  Ave.,  RR,  IRT  (Lex)  & Path  trains  are  all  within 
one  block.  Excellent  opportunity  for  the  right  doctor(s)  We  will  give  our  full 
cooperation  to  get  started.  Please  call  Mr.  Bryant  (212)  732-1556. 


BROOKLYN,  AT  KINGS  PLAZA  (2460  Flatbush  Ave.  off  Avenue  U).  Suitable 
for  medical  center;  2400  sq.  ft.,  street  level;  1400  sq.  ft.  one  flight  up.  City  wide 
exposure;  excellent  terms.  Owner  (212)  253-5200. 


Let  Us  Operate 
On  Your  Overhead... 

Enjoy  tax  benefits,  more  working  capital 
and  an  improved  financial  statement  by 


LEASING 

Your  Equipment 

Our  expert  consultants  will  tailor  a plan  to 
your  specific  requirements  without  obligation. 


LEASING  Makes 
4-Saves  Dollars 

Call  A1  Spero 

Gaines  Service 
Leasing  Corp. 

Medical  and  Equipment  Specialists 

2135  Mill  Avenue,  Brooklyn,  N.Y.  11234 
212-531-8700 


Sense 


Gaines 

ESTABLISHED  1929 


A 

General  and 
Intravenous  Anesthesia 
for  General  ami 
Reconstructive  Dentistry 


BEAUTIFUL  HOME  IN  THE  COUNTRY,  completely  modernized  Victorian  brick 
home  on  % acre,  3 floors,  15  rooms,  3 full  baths,  5 half-baths,  2-car  garage,  cellar. 
Attached  physician  office  17  rooms,  marble  floors,  parking  facilities  and  many 
extras  at  Pine  Bush,  N.Y.  Write:  Mrs.  Louis  Ciliberto,  Pine  Bush,  New  York 
12566. 


FOR  SALE:  5 STOREY  TOWNHOUSE,  home  and  office.  Reasonably  priced. 
E.  Pinney,  M.D.,  148  East  78th  St.,  New  York  City  10021.  (212)  879-8870. 


There  are  chronic  dental  sufferers 
who  may  avoid  treatment 
either  because  of  excessive  anxiety 
or  an  exaggerated  painful  response 
to  dental  procedures. 


MASSAPEQUA  PARK,  BAR  HARBOR,  LONG  ISLAND:  Exceptionalv  large 
home,  5 bedrooms,  4 baths,  large  corner  property  (100  X 159  X 220)  waterview, 
room  for  pool  or  deck  tennis,  enclosed  gardens,  complete  privacy,  suitable  for 
professional.  Move-in  condition.  All  custom  extras.  Physician  retiring. 
$89,000.  Call  (516)  541-8140. 


This  uncooperative  patient  is  often 
best  served  by  being  treated  in 
the  unconscious  state  for  his 
dental  needs. 


SAST  PATCHOGUE,  LONG  ISLAND:  Suites  available  adjacent  to  Brookhaven 
Memorial  Hospital.  Nassau  County:  (516)  222-1222.  Suffold  County:  (516) 
864-7900. 


WOODMERE-CEDARHURST,  Nassau  Co.  English  Tudor,  ideal  location,  ex- 
cellent condition,  5 bedrooms.,  4V2  baths,  2 dens,  living  room,  dining  room, 
playroom,  paneled  basement,  wet  bar.  new  kitchen,  newly  landscaped  yard,  in- 
ground  pool,  burglar/fire  alarm,  sprinkler  system,  walking  distance  to  train, 
shopping,  house  of  worship.  Separate  wing,  perfect  for  professional  use.  Low 
taxes.  $115,000.  Call  (516)  569-1373. 


FOR  RENT:  EAST  HILLS,  ROSLYN,  L.I.  (Nassau  County)  office  space  available 
in  centrally  air  conditioned  and  heated  elevator  professional  building.  1 mile 
north  L.I.E.  (516)  466-3100. 


For  the  supportive  management 
of  the  problem  patient  we  provide 
a comprehensive  dental  service  using 
general  and  intravenous  anesthesia. 

Philip  Howard.  F.A.1KALA. 

Harris  Friedman.  IU).S..lL\JkSu\. 
100-26  07th  Hoad 
Forest  Hills.  \.Y.  11075 
(212)  275-86K6 
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The 

Federal 

Government  has  sharply  curta 
monetary  support  of  YOUR  MEDICAL  SCH 

If  the  schools  can*t  support 
themselves  - will  there  be  a 
Washington  takeover?  Do  you 
want  the  medical  schools  run 
by  the  people  who  run  the  US 
MAILS? 

It*s  TAX  TIME  I What  better  tax  deductio 
than  a gift  to  a medical  school?  Donate 
to  the  school  of  your  choice  - ANY  AMOUN 

SUPPORT  MEDICAL  EDUCATION  AND  THE 
MEDICAL  SCHOOL  OF  YOUR  CHOICE 

Please  send  your  contribution  to  the  New 
York  State  AMA-ERF  Chairman.  Your  COUNT 
will  receive  credit. 


Send  your  contribution  check  to : 

Betty  Homan 
73  Heatherbloom  Road 
White  Plains,  N.  Y.  10605 

NAME 

ADDRESS 

CITY 

MEDICAL  SCHOOL 

Please  make  checks  payable  to  AMA-ERF  Fund 
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NEW  YORK  CITY 


New  York  University  Post-Graduate 

Medical  School 
550  First  Avenue 
January-June,  Wednesdays 

INTERNAL  MEDICINE:  AN  IN-DEPTH  REVIEW 
FEE:  $475.  CREDIT:  AMA  & AAFP 

January  4-March  8,  1:00-4:00  p.m. 

RHINOPLASTY,  OTOPLASTY,  MAXILLOFACIAL  SURGERY 
David  Bernstein,  M.D. 

' This  course  is  designed  for  otolaryngologists  and  physicians 
in  related  fields  especially  interested  in  traumatic,  plastic, 
and  reconstructive  surgery. 

FEE:  $600.  CREDIT:  AMA  Cat.  1 

January  2 1-22,  Saturday  and  Sunday 

^ BASIC  REVIEW  OF  PATHOLOGY  AND  RADIOLOGY  FOR 
UROLOGISTS 

FEE:  $165.  CREDIT:  AMA  & AAFP 

For  further  information  contact  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/679-3200,  ext.  4038. 


Beth  Israel  Medical  Center  with  The  Page  & 
William  Black  Post-Graduate  School  of 
Medicine  of  the  Mt.  Sinai  School  of  Medicine 

January  30-3 1,  8:30  a. m. -5:00  p.m. 

REVIEW  OF  SURGICAL  PATHOLOGY  OF  THE  ORAL 
CAVITY 

Irving  Meyer,  D.M.D. 

FEE:  $125.  CREDIT:  Academy  of  General  Dentistry 

$50.  Residents 

For  further  information  contact  Beverley  Lawrence,  Beth 
Israel  Medical  Center,  10  Nathan  D.  Perlman  Place,  New 
York  10003.  Tel:  212/420-2851. 


Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
January  23-27,  9:00  a. m. -6:00  p.m. 

SURGERY  OF  PARAMASAL  SINUSES 
Joseph  Goldman,  M.D.,  Stanley  Blaugrund,  M.D.,  William 
Lawson,  M.D.,  D.D.S.,  Russell  I.  Williams,  M.D.,  Donald  J. 
Nalebuff,  M.D. 

FEE:  $500.  CREDIT:  AMA  Cat.  1 

The  New  York  Academy  of  Medicine 

2 East  103rd  Street 
January  3,  8:00  p.m.,  Tuesday 

Section  on  Dermatology  and  Syphilology 

KERATOTIC  LESIONS  OF  THE  ORAL  MUCOSA 
Edward  V.  Zegarelli,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

Reception  6:30  p.m. -Subscription  Dinner  7:15  p.m. 

January  4,  8:00  p.m.,  Wednesday 

Section  on  Anesthesiology  and  Resuscitation 

1.  ANESTHESIA  PROBLEMS  IN  PATIENTS  WITH  RAISED 
INTRACRANIAL  PRESSURE 

James  E.  Cottrell,  M.D. 

2.  PREECLAMPSIA:  AN  UPDATE 
Gertie  F.  Marx,  M.D. 

3.  TOXEMIAS  OF  PREGNANCY  IN  EXPERIMENTAL 
ANIMALS 

William  B.  Ober,  M.D. 

CREDIT:  AMA  Cat.  1 (1  % hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  6:30  p.m. 

January  4,  8:00  p.m.,  Wednesday 


Section  on  Physicial  Medicine  and 
Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 

SURGICAL  INTERVENTION  FOR  ACUTE  SPINAL  CORD 
INJURY 

Joseph  Ransohoff,  M.D. 

CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  7:00  p.m. 

January  10,  5:30  p.m.,  Tuesday 

Section  on  Biomedical  Engineering  with  the 
Section  on  Orthopedic  Surgery 

* Hospital  for  Special  Surgery 
535  East  70th  Street 

1.  TOTAL  KNEE  JOINT  REPLACEMENT 
BIOMECHANICAL  PROPERTIES  OF  TOTAL  KNEE  JOINT 
REPLACEMENTS 

Norman  Scott,  M.D. 

2.  WEAR  IN  TOTAL  KNEE  JOINTS 
Peter  S.  Trent,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

January  16,  4:30  p.m. -6:00  p.m.,  Monday 

Section  on  Radiology  with  The  New  York 
Roentgen  Society 

GASTROINTESTINAL  FILM  READING  PANEL 
Arthur  R.  Clemett,  M.D.,  Joseph  Ferrucci,  M.D.,  Emil 
Balthazar,  M.D.,  Thomas  C.  Beneventano,  M.D. 

CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 

Reception  and  Dinner  6:00-7:00  p.m. 

Section  on  Radiotherapy 

5:00-6:00  p.m. 

HODGKINS 
Eli  Glatstein,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

8:00  p.m. 

THE  SKINNY  NEEDLE  IN  ABDOMINAL  RADIOLOGY 
Joseph  T.  Ferrucci,  Jr.,  M.D. 

CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 

8:00  p.m. 

Section  on  Radiotherapy 

NON-HODGKINS 
Eli  Glatstein,  M.D. 

CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 

January  17,  8:00p.m.  Tuesday 

Section  on  Surgery 

PAPERS  PRESENTED  BY  DEPARTMENT  OF  SURGERY 
NEW  YORK  MEDICAL  COLLEGE 

1.  THE  ROLE  OF  PHYSIOLOGIC  ASSESSMENT  IN 
SURGERY 

Louis  R.  M.  DelGuercio,  M.D. 

2.  PHYSIOLOGIC  ASSESSMENT  OF  THE  SEVERELY 
TRAUMATIZED  PATIENT 

Kirk  K.  Kazarian,  M.D. 

3.  ADVANCED  MONITORING  IN  THE  COMMUNITY 
HOSPITAL 

Arthur  G.  Lerner,  M.D. 

4.  PHYSIOLOGIC  EVALUATION  IN  VASCULAR  SURGERY 
Roy  H.  Clauss,  M.D. 

5.  ASSESSMENT  OF  PRE  and  POSTOPERATIVE 
CARDIAC  FUNCTION 

Joseph  D.  Cohn,  M.D. 

CREDIT:  AMA  Cat.  1 (1  % hrs.) 

January  19,  8:00  p.m.,  Thursday 
with  The  Harvey  Society 

* Caspary  Hall 
Rockefeller  University 
York  Avenue  at  66th  Street 

ASSEMBLY  OF  BACTERIOPHAGE  T4 
William  B.  Wood,  III,  M.D. 

January  25,  8:15  p.m.,  Wednesday 

Section  on  Historical  Medicine 
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CONTINUITY  AND  CHANGE  IN  RUSSIAN  AND  SOVIET 
MEDICINE  SINCE  1850 
John  H.  Edgcomb,  M.D. 

Reception  6:15  p.m. -Subscription  Dinner  7:15  p.m. 


Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 
9:30- 10:30  am. 

January  3 

BLOOD  BANK 
William  Steier,  M.D. 

January  6 

CLINICAL  IMMUNOLOGY 
Hugh  Evans,  M.D. 

January  10 
HEADACHE 
Gustave  Gordon,  M.D. 

January  17 

GRAM  NEG.  SEPSIS 
Sylvestor  Cort,  M.D. 

January  24 

NEUROLOGICAL  EMERGENCY 
Edward  Me  Govern,  M.D. 

January  3 1 

MALABSORPTION  SYNDROME 
Edward  Modica 

For  further  information  contact  Mildred  Tobias,  Wyckoff 
Heights  Hospital,  374  Stockholm  Street,  Brooklyn  11237. 
Tel:  212/963-7272. 

Columbia  University  College  of  P&S 

630  West  168th  Street 

January  7-March  11,  9:30  a.  m. -noon,  Saturdays 

NEUROANATOMY/NEUROPHYSIOLOGY  BASIC  REVIEW 
FOR  NEUROLOGY,  NEUROSURGERY  AND  PSYCHIATRY 
BOARDS 

FEE:  $150.  CREDIT:  AM  A Cat.  1 (20  hrs.) 

$ 75.  non-affiliated  Residents 
January  18-20 

PATHOLOGY  PM  4. 

ADVANCES  IN  CLINICAL  PATHOLOGY 
FEE:  $250.  CREDIT:  AMA  Cat.  1 (22 V2  hrs.) 

January  20-24 

UROLOGY  PM  3. 

REVIEW  COURSE  IN  UROLOGICAL  PATHOLOGY 
FEE:  $425.  CREDIT:  AMA  Cat.  1 (40  hrs.) 

For  further  information  contact  Jose  M.  Ferrer,  M.D., 
Associate  Dean,  630  West  168th  Street,  New  York  10032. 


The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

555  Prospect  Place 
Brooklyn 
January  4 

PERITONEOSCOPY  IN  HODGKIN'S  DISEASE 
Thomas  J.  Degnan,  M.D. 

January  11 

THE  CONSERVATIVE  MANAGEMENT  OF  BREAST 
CANCER 

N.  A.  Ghossein,  M.D. 

January  18 

THE  CLINICO-PATHOLOGIC  CORRELATION  OF  NEVI 
AND  MALIGNANT  MELANOMAS 
Arthur  Allen,  M.D. 

January  25 

A RATIONAL  SURGICAL  APPROACH  TO  MALIGNANT 

MELANOMA 

Matthew  N.  Harris,  M.D. 

For  further  information  contact  The  Jewish  Hospital  and 
Medical  Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn 
11238.  Tel:  212/240-1211. 


Union  Hospital  co-sponsored  by 
Albert  Einstein  College  of  Medicine 

260  East  188th  Street 
Bronx 

January  10,  8:00- 10:00  p.m.,  Tuesday 
SPOTLIGHT  ON  IMMUNOLOGY 
PRIMER  ON  IMMUNOLOGY 
Betty  Diamond,  M.D. 

CREDIT:  AMA  & AAFP 

For  further  information  contact  Mr.  Daniel  S.  Fruchter,  Union 
Hospital,  260  East  188th  Street,  Bronx  10458.  Tel:  212/ 
295-1100. 


The  Brookdale  Hospital  Medical  Center  co- 
sponsored by  the  New  York  University 
Postgraduate  Medical  School 

Brookdale  Hospital 

Linden  Blvd.  at  Brookdale  Plaza 

Brooklyn 

January  10,  12,  17,  19,  24,  26,  4:30-7:30  p.m.,  Tuesdays  & 
Thursdays 

AN  INSTRUCTOR  TRAINING  COURSE  IN  CPR 
This  eighteen  hour  course  will  train  and  certify  instructors 
and  instructor-trainers  in  CPR  instruction  in  Basic  Life 
Support  according  to  the  American  Heart  Association 
Standards. 

FEE:  $125.  CREDIT:  AMA  Cat.  1 (18  hrs.) 

For  further  information  contact  William  Mackler,  M.D., 
Brookdale  Hospital  Medical  Center,  Linden  Blvd.  & Brookdale 
Plaza,  Brooklyn  11212.  Tel:  212/240-5317. 


Beth  Abraham  Hospital 

612  Allerton  Avenue 
Bronx 

1 1:00  am- 12:00  noon 
January  12 

ADVANCES  IN  CANCER  THERAPY 
James  Holland,  M.D. 

January  19 

PSYCHIATRIC  CARE  OF  INSTITUTIONALIZED  PATIENTS 
Frank  Finkelstein,  M.D. 

January  26 

BROCHEMISTRY  OF  CELLULAR  AGING 
Samuel  Seister,  M.D. 

For  further  information  call  Harvey  Shapiro,  M.D.  Tel: 
212/920-6013 


Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 
January  18,  8:30  p.m. 

COMPUTERS  AND  PSYCHOANALYTIC  RESEARCH 
Hartvig  Dahl,  M.D.,  Max  Markowitz,  M.D.,  Zanvel  Liff,  Ph.D. 
Specialty  Training  Program  in  Psychoanalytic  Medicine  of  the 
Postgraduate  Center  for  Mental  Health  and  of  the  American 
Academy  of  Psychoanalysis. 

NO  FEE  CREDIT:  AMA  Cat.  1 & APA 

8:30- 10:00  p.m. 

January  18 

SPECIALTY  TRAINING  PROGRAM  IN  PSYCHOANALYTIC 

MEDICINE 

Hartvig  Dahl,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (V/2  hrs.) 

For  further  information  contact  David  Shainberg,  M.D.,  Dean, 
Postgraduate  Center  for  Mental  Health,  124  East  28th  Street, 
New  York  10016.  Tel:  212/MU  9-7700. 


The  New  York  Hospital  Burn  Center  and  The 
New  York-Brooklyn  Committee  on  Trauma  of 
the  American  College  of  Surgeons 
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QUEENS  COUNTY 


Uris  Hall 

Cornell  University  Medical  Center 
York  Avenue  at  69th  Street 
January  21,  9:00  a. m. -12:30  p.m.,  Saturday 
TRAUMA  SPECIAL 
POST-BURN  COAGULOPATHY 
P.  William  Curreri,  M.D 

THE  BENEFITS  OF  PROMP  EXCISION  AND  IMMEDIATE 

CLOSURE 

John  F.  Burke,  M.D. 

CURRENT  STATUS  OF  SKIN  BANKING 
Arnold  Luterman,  M.D. 

, SYNTHETIC  SKIN:  RECENT  PROGRESS 
Michael  F.  Yarborough,  M.D. 

HYPERMETABOLISM  AND  NUTRITIONAL  REQUIREMENTS 
David  Herndon,  M.D. 

SMOKE  INHALATION 
Joel  Horovitz,  M.D. 

" BURN  CONTROL  CENTER 

Walter  F.  Pizzi,  M.D.,  James  N.  Oss,  Executive  Director 
TOUR  OF  NEW  YORK  HOSPITAL  BURN  CENTER 
NO  FEE  CREDIT:  AMA  Cat.  1 (3  hrs.) 


New  York  Academy  of  Sciences 

January  25-27 
* Barbizon-Plaza  Hotel 

MUSCULAR  DYSTROPHY  AND  OTHER  INHERITED 
DISEASES  OF  SKELETAL  MUSCLE  IN  ANIMALS 
This  conference  will  discuss  in  detail  what  is  known  of  the 
inheritance,  presentation  and  aetiology  of  the  animal 
diseases  that  are  commonly  termed  “muscular  dystrophy.” 

In  order  to  clarify  the  nature  of  these  diseases,  and  to  place 
them  into  the  wider  context,  clinical  neurologists  will  discuss 
the  areas  of  similarity  and  dissimilarity  existing  between  the 
animal  diseases,  and  the  group  of  human  conditions  known 
as  the  “muscular  dystrophies.”  For  further  information 
contact  Conference  Department,  The  New  York  Academy  of 
Sciences,  2 East  63rd  Street,  New  York  10021.  Tel:  212/ 
838-0230. 


Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  & Center 

329  East  62nd  Street 

January  25,  Wednesday,  8:30  p.m. 

EXPANSIVENESS  IN  WOMEN: 

CONFLICTS  AND  REPERCUSSIONS 
Alexandra  Symonds,  M.D. 

Discussant 

Eleanor  Yachnes,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  the  Karen  Horney  Clinic 
Building,  329  East  62nd  Street,  New  York  10021.  Tel: 
212/PL  2-5367. 


Memorial  Hospital  for  Cancer  and  Allied 
Diseases 

1275  York  Avenue 

January  28,  10:00  a m. -12  noon,  Saturday 

FUNDAMENTAL  HEAD  AND  NECK  PROCEDURES.  SKIN 
CANCER.  HEMANGIOMAS.  THYROGLOSSAL  DUCT 
SURGERY 

H.  Randall  Tollefsen,  M.D. 

THYROID  CANCER:  LOBECTOMY:  TOTAL 
THYROIDECTOMY:  RADICAL  NECK  DISSECTION  PLUS 
THYROID;  STATISTICS. 

H.  Randall  Tollefsen,  M.D. 

For  further  information  contact  H.  Randall  Tollefsen,  M.D. 
737  Park  Avenue,  New  York  10021.  Tel:  212/RE  7-0042. 


Flushing  Hospital  and  Medical  Center  co- 
sponsored by  Albert  Einstein  College  of 
Medicine 

* Yellow  Home  Auditorium 
146-09  45th  Avenue 
Flushing 

January  8,  9:00  a.m.- 12:00  noon,  Sunday 
LIVER 

Kiron  Das,  M.D. 

January  15,  22,  29,  9:00  a.m.~  12:00  noon,  Sundays 
ENDOCRINOLOGY 
Sheldon  Bleicher,  M.D. 

The  object  of  the  course  is  to  assist  physicians  wishing  to 
take  certification  or  recertification  exams  in  Internal 
Medicine  or  Family  Practice. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Miss  Josephine,  212/FL  9- 
2000,  ext.  657. 


Long  Island  Jewish-Hillside  Medical  Center  & 
Queens  County  Psychiatric  Society  and 
Creedmoor  Psychiatric  Center 

* At  Hillside  Division,  LIJ-HMC 
76th  Avenue  and  263rd  Street 
Glen  Oaks 
January  17 

8:30  p.m.-10:30  p.m.,  Tuesday 

SCHIZOPHRENIC  ART  AND  ITS  RELATION  TO  MODERN 
ART 

Silvano  Arieti,  M.D. 

NO  FEE:  Members  Queens  County  Psychiatric  Society 

NON-MEMBERS:  $ 1 0.  for  series 

For  further  information  contact  Ann  J.  Boehme,  Continuing 
Education  Coordinator,  Long  Island  Jewish-Hillside  Medical 
Center,  New  Hyde  Park,  11040.  Tel:  212/470-2850. 


NASSAU  COUNTY 


The  Community  Hospital  at  Glen  Cove  co- 
sponsored by  Columbia  University  College 
of  P & S 

St.  Andrews  Lane 
Glen  Cove 

* H.l.  Pratt  Auditorium 
January  5,  Thursday,  12:00  noon 

THERAPEUTIC  DECISIONS  IN  THE  MANAGEMENT  OF 
ENDOMETRIAL  CANCER 
R.  M.  McCaffrey,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  The  Community  Hospital  at 
Glen  Cove,  St.  Andrews  Lane,  Glen  Cove  11542.  Tel: 
516/676-5000. 

Institute  for  Psychosomatic  Research 

1405  Old  Northern  Blvd. 

Roslyn 

January  6,  7,  8 

INSTITUTE  FOR  PSYCHOSOMATIC  RESEARCH’S 
ADVANCED  TRAINING  PROGRAM  IN  CLINICAL 
BIOFEEDBACK 

For  further  information  contact  Institute  for  Psychosomatic 
Research,  1405  Old  Northern  Blvd.,  Roslyn  11576.  Tel: 
516/484-5922. 


Franklin  General  Hospital  & Tufts  University 
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School  of  Medicine 

Franklin  General  Hospital 
900  Franklin  Avenue 
Valley  Stream 

January  19,  Thursday,  11:00  a.m. -1:00  p.m. 

* Part  of  a lecture  series  starting  September  1977: 
BRONCHOGENIC  CARCINOMA  TREATMENT  AND 
SURVIVAL  POTENTIAL 
Harold  Rheinlander,  M D. 

For  further  information  contact  Harold  S.  Sandhaus,  M.D., 
Franklin  General  Hospital,  900  Franklin  Avenue,  Valley 
Stream,  11580.  Tel:  516/825-8800,  ext.  368. 


SUFFOLK  COUNTY 


southside  Hospital  co-sponsored  by  The 
Suffolk  Academy  of  Medicine 

Montauk  Highway 
Bay  Shore 

* This  program  started  in  September  and  goes  through  June 
1978,  8:30-10:00  a m. 

CANCER  SERIES  (PITUITARY  TUMORS) 

R.  James  Seymour,  M.D. 

CREDIT:  AMA  Cat.  1 


Mather  and  St.  Charles  Hospital  co-sponsored 
by  The  Suffolk  Academy  of  Medicine 

North  Country  Road 
Port  Jefferson 

' This  program  started  in  September  and  goes  through 
August  1978,  noon  to  1:30  p.m. 

TUMOR  CONFERENCE 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  James  A.  Holleran,  M.D.  Tel: 
516/473-1320  ext.  251. 


Suffolk  Academy  of  Medicine 

850  Veterans  Memorial  Highway 
Hauppauge 

* This  program  started  in  September  and  goes  through  May 
1978. 

January  12.  7:30-10:00  p.m. 

SECTION  ON  DERMATOLOGY 

Purpose  and  Objectives  to  maintain  and  improve  the  level  of 
dermatologic  care  in  the  community-eliminating  outmoded 
treatments  and  institute  newer  forms  of  therapy. 

CREDIT:  AMA  Cat.  1 


Suffolk  County  Pediatric  Society  co-sponsored 
by  The  Suffolk  Academy  of  Medicine 

Teapot  Lane 
Smithtown 

* This  program  started  in  October  and  goes-May  1978. 
January  25,  Wednesday,  8:30-10:00  p.m. 

INFECTION  PROBLEMS  OF  NEWBORN 
Stanley  E.  Read,  M.D. 

CREDIT:  AMA  Cat.  1 


Southampton  Hospital  co-sponsored  by  The 
Suffolk  Academy  of  Medicine 

Meeting  House  Lane 
Southampton 

* This  program  started  in  September  and  goes  through 
January  1978. 


January  28,  Saturday,  8:30  a.m. 

STAGING  OF  HODGKINS  DISEASE  AND  LYMPHOMAS 
Gerald  Friedman,  M.D. 

CREDIT:  AMA  CAT.  1 

Brookhaven  Memorial  Hospital 

101  Hospital  Road 
Patchogue 

8:00-9:00  a.m. 

PSYCHIATRY 
January  6 

DEATH  & DYING 
Khin  Latt,  M.D. 

January  13 

HYPNOSIS  AND  ITS  APPLICATION  TO  GENERAL 

MEDICINE 

Khin  Latt.  M.D. 

SURGERY 
January  27 

G.U.  TUMORS 
Louis  Pastore,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Ms.  Helen  Salerno, 
Brookhaven  Memorial  Hospital,  101  Hospital  Road, 
Patchogue  11772. 


WESTCHESTER  COUNTY 


The  New  York  Medical  College 

Westchester  County  Medical  Center 

Valhalla 

January  2 1 

HYPERTENSION  DAY 
Robert  Goldstein,  M.D. 

CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Robert  Goldstein,  M.D.,  630 
Park  Avenue,  New  York  10021.  Tel:  212/734-1010. 


WINGDALE 


Harlem  Valley  Psychiatric  Center 

Wingdale 

Beginning  January  11,1  day t wk  for  6 wks,  2 hrs.  day 
TREATMENT  METHODS  IN  ALCOHOLISM 
J.  Regan,  M.D.,  C.  Spalding,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (12  hrs.) 

For  further  information  contact  Harlem  Valley  Psychiatric 
Center,  Wingdale  12594.  Tel:  914/832-6611. 


NEW  HAMPTON 


Mid-Hudson  Psychiatric  Center 

New  Hampton 
January  25,  8:15  a.m. 

Welcome  and  Introduction 
E.  Tekben,  M.D. 

Moderator's  Announcements 
K.  Ramachandran,  M.D. 

PSYCHODYNAMICS  OF  PERSONALITY  DISORDERS 
Wolfram  Rieger,  M.D. 

Audience  Participation 

PROGNOSTIC  & MANAGEMENT  CONSIDERATIONS  OF 
PERSONALITY  DISORDERS 
Wolfram  Rieger,  M.D. 

Discussion  Period 

FOCUSSING  ON  ANTI-SOCIAL  PERSONALITY 
Wolfram  Rieger,  M.D.,  John  Wright,  M.D. 
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Closing  Remarks 
H.  Bulay,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  Mid-Hudson  Psychiatric 
Center,  Box  158,  New  Hampton  10958.  Tel:  914/374- 

3171. 


BUFFALO 


Roswell  Park  Memorial  Institute  and  American 
Cancer  Society,  NYS  Division 

666  Elm  Street 
Buffalo 
January  26 

THYROID  CARCINOMA:  NEW  CONCEPTS  AND 
MANAGEMENT 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Ms.  Claudia  Lee,  Cancer 
^ Control  Office  Research  Studies  Center,  Roswell  Park 
Memorial  Institute,  666  Elm  Street,  Buffalo  14263. 


NEW  HARTFORD 


Central  New  York  Academy  of  Medicine,  Inc. 

210  Clinton  Road 
New  Hartford 

January  19,  Thursday,  6:30  p.m. 

HYPERTENSION 

NO  FEE  CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Mr.  Russell  H.  Feltus, 
Executive  Director,  Central  New  York  Academy  of  Medicine, 
Inc.,  210  Clinton  Road,  New  Hartford,  13413. 


FUTURE  EVENT 


Beth  Israel  Medical  Center  with  The  Page  & 
William  Black  Post  Graduate  School  of 
Medicine  of  the  Mt.  Sinai  School  of  Medicine 
(CUNY) 

10  Nathan  D.  Perlman  Place 

New  York  City 

May  8- 1 1,  1:00-5:00  p.m. 

REFRESHER  COURSE  IN  THE  PHYSICS  OF  RADIOLOGY 
AND  NUCLEAR  MEDICINE 
Gerald  Shapiro,  M.S. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Post-Graduate  Education 
Office,  Beth  Israel  Medical  Center,  10  Nathan  D.  Perlman 
Place,  New  York  10003.  Tel:  212/420-2851. 


OUT-OF-STATE 

FLORIDA 

The  Mount  Sinai  Medical  Center  of  Greater 
Miami 

4300  Alton  Road 
Miami  Beach,  Florida 

* Sonesta  Beach  Hotel  and  Tennis  Club 
Key  Biscayne,  Florida 

January  13-17 

PROBLEMS  IN  PEDIATRIC  RADIOLOGY 
FEE:  $185.  CREDIT:  AMA  Cat.  1 (16  hrs.) 

$100.  Residents  & Fellows 

* The  Colony  Beach  and  Tennis  Resort 
Longboat  Key 

Sarasota,  Florida 
January  17-20 

RADIOGRAPHIC-PATHOLOGIC  CORRELATION  OF 
PEDIATRIC  DISEASES 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (12  hrs.) 

For  further  information  contact  Howard  A.  Wexler,  M.D., 
Department  of  Radiology,  University  of  Miami  School  of 
Medicine,  Post  Office  Box  520875,  Biscayne  Annex,  Miami, 
Florida  33152. 

OUT-OF-U.S.A. 

ACAPULCO,  MEXICO 

January  10-15,  1978 

Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  at  Stony  Brook 

* Pierre  Marques  Hotel 

ADVANCES  IN  PEDIATRICS 

Jean  Alexander  Cortner,  M.D.,  Angelo  M.  Di  George,  M.D., 
Benjamin  M.  Kagan,  M.D.,  David  Smith,  M.D.,  Ralph  J. 
Wedgewood,  M.D. 

CREDIT:  AMA  Cat.  1 (18  hrs.) 

For  further  information  contact  Philip  Lanzkowsky,  M.D., 
Long  Island  Jewish-Hillside  Medical  Center,  New  Hyde  Park, 
11040.  Tel:  212/470-2850. 


HAMILTON,  BERMUDA 

Georgetown  University  School  of  Medicine 

* Southampton  Princess  Hotel 
Hamilton,  Bermuda 
January  22-26 

CLINICAL  CARDIOLOGY  CONFERENCE  1978 
FEE:  $250.  CREDIT:  AMA  Cat.  1 (20  hrs.),AAFP 

For  further  information  contact  Georgetown  University 
School  of  Medicine,  Room  412  Kober-Cogan  3800  Reservoir 
Road,  N.W.,  Washington,  D.C.  20007. 
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ANESTHESIOLOGIST 

BUFFALO,  N.V.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O’Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkvy.,  Buffalo,  14208. 
Tel:  716/886-4400,  ext.  447. 

CORNING,  N.Y.,  Steuben  County  needs  an  Anesthesiologist. 
Contact  Marvin  S.  Lee,  M.D.,  P.O.  Box  35,  Corning,  14830.  Tel: 
607/962-5051,  ext.  278. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Anesthesiologist, 
Ophthamologist,  ENT,  Orthopedic  Surgeon,  Ob/Gyn  and  Family 
Physician.  Contact  Mrs.  Arline  I.  Marino,  Taylor-Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  Tel:  315/539- 
' 9204. 

DERMATOLOGIST 

EAST  AMHERST,  N.Y.,  Erie  County  needs  a Dermatologist.  Contact 

^ Joseph  T.  Lucas,  M.D.,  6745  Transit  Road,  East  Amherst,  14051. 
Tel:  716/688-6766.  After  6 P.M.,  716/634-7332. 

NEW  YORK,  N.Y.,  needs  a part-time  Dermatologist.  Contact 
Anthony  J.  Cuti,  M.D.,  Flower-Fifth  Family  Medical  Office,  10 
East  107th  Street,  New  York  10029.  Tel:  212/369-2211. 

EMERGENCY  ROOM 

ALBANY,  N.Y.,  Albany  County,  needs  an  Emergency  Room  Physi- 
cian and  Employee  Health  Service  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room  Physi- 
cian, ENT  Physician.  Contact  Mr.  Charles  D.  Hicks,  Director, 
Physicians  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

ENT 

AUBURN,  N.Y.,  Cayuga  County  needs  an  ENT  Physician,  Emergency 
Room  Physician.  Contact  Mr.  Charles  D.  Hicks,  Director,  Phy- 
sicians’ Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  an  ENT  Physician, 
Family  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr. 
George  Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena 
13662.  Call  collect  315/769-9991. 

WATERLOO,  N.Y.,  Seneca  County  needs  a ENT  Physician,  Anes- 
thesiologist, Ophthamologist,  Orthopedic,  Surgeon  Ob/Gyn  and 
Family  Physician.  Contact  Mrs.  Arline  L . Marino,  Taylor-Brown 
Memorial  Hospital,  East  Main  Street,  Waterloo,  13165.  Tel. 
315/539-9204. 

FAMILY  PHYSICIAN 

ALBANY,  N.Y.,  Albany  County,  needs  an  Employee  Health  Service 
Physician  and  an  Emergency  Room  Physician.  Contact  Gilbert 
Spevack,  Assistant  Director,  Albany  Medical  Center  Hospital, 
Albany,  12208.  Tel:  518/445-4378. 

BALDWIN,  N.Y.,  Nassau  County  needs  a Family  Physician.  Contact 
Mrs.  Peterson,  P.O.  Box  44,  No.  Baldwin  Station,  Baldwin,  1 1510. 

Tel:  516/623-1070. 

BAINBRIDGE,  N.Y.,  Chenango  County,  needs  a Family  Physician. 
Contact  Roger  I.  Williams,  M.D.,  12  E.  Main  Street,  Bainbridge, 
13733.  Tel:  607/967-2071. 

BEACON,  N.Y.,  Dutchess  County  needs  a Family  Physician.  Con- 
tact Harold  L.  Kaplan,  M.D.,  16  North  Elm  Street,  Beacon  12508 
Tel:  518/831-2450. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky,  M.D  , Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

COPAKE,  N.Y.,  Columbia  County  needs  a Family  Physician.  Con- 
tact Mr  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
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James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Tel: 
607/936-9971. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director, 
Family  Health  Center,  51  Glasgow  Avenue,  Jamestown 
14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street, 
Johnstown,  12095. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician  and 
Internist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital, 
140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician, 
ENT  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr.  George 
Skomsky,  Adm.,  Massena,  Memorial  Hospital,  Massena  13662. 
Call  collect  315/769-9991. 

MEDINA,  N.Y.,  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

ONTARIO,  N.Y.,  Wayne  County,  needs  a Family  Physician.  Contact 
Norman  R.  Loomis,  M.D.,  5973  Walworth  Road,  Ontario,  14519. 
Tel:  315/524-2881. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/754-6227  days, 
315/754-6663  evenings. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney,  13838. 
Tel:  607/563-9934. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

THOMPSON,  N.Y.,  Sullivan  County  needs  a Family  Physician  and 
Internist.  Contact  Carl  K.  Heins,  M.D.,  16  Jones  Street,  Monti- 
cello,  12701.  Tel:  914/794-4545. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Ob/Gyn,  Internist  and  Pediatrician.  Contact  Spencer  Valmy, 
Moses  Ludington  Hospital,  Ticonderoga  12883. 

VICTOR,  N.Y.,  Ontario  County,  needs  a Family  Physician.  Contact 
Francis  V.  Oderkirk,  M.D.,  115  E.  Main  Street,  Victor,  14564. 
Tel:  716/924-2100. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan,  Waddington  13694.  Tel:  315/ 

388-4446  or  315/388-5908. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Peditrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WATERLOO,  N.Y.,  Seneca  County  needs  a Family  Physician,  An- 
esthesiologist, Ophthalmologist,  ENT,  Orthopedic  Surgeon, 
Ob/Gyn.  Contact  Mrs.  Arline  L.  Marino,  Taylor-Brown  Memorial 
Hospital,  East  Main  Street,  Waterloo,  13165.  Tel:  315/539- 
9204. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Alexander  Boroff,  M.D.,  474  Pennsylvania  Avenue,  Waverly, 
14892.  Tel:  607/565-8360. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician  and  In- 


temist.  Contact  Charles  F.  Ryan,  M.D.  or  Miles  D.  St.  John,  M.D., 
Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly,  14892. 
Tel:  607/565-2861. 

WILLSBORO-ESSEX,  N.Y.,  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Robert 
Arnold,  Willsboro,  12996. 

INTERNISTS 

DEHLI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

FAR  ROCKAWAY,  N.Y.,  Queens  County  needs  an  Internist  with  a 
subspecialty  in  Cardiology.  Contact  Mr.  V.  Sinha,  1731  Seagirth 
Blvd.,  Freeport  1 1691.  Tel:  516/472-5400. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist,  Family  Physi- 
cian and  Oncologist.  Contact  Stanley  Bardwell,  M.D.,  848 
Columbia  Street,  Hudson  12534. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  an  Internist,  Family  Phy- 
sician and  part-time  Pathologist.  Contact  Arthur  Howard,  M.D., 
Chairman,  Physician  Recruitment  Committee,  Johnstown  Hos- 
pital, 201  S.  Melcher  Street,  Johnstown  12095. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Internist  and  Family 
Physician.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hos- 
pital, 140  Burwell  Street,  Little  Falls.  13365.  Tel:  315/823- 
1000. 

NEWARK,  N.Y.,  Wayne  County  needs  an  Internist.  Contact  W.  L. 
Fredricksen,  Admin.,  Newark  Medical  Center,  Newark  14513. 
Tel:  315/331-3310. 

NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Building,  Norwich,  13816. 
Tel:  607/334-6928. 

PLATTSBURGH,  N.Y.,  Clinton  County  needs  an  Internist  with  a 
subspecialty  in  Cardiology.  Contact  M.  Aytur,  M.D.,  7 Addoms 
Place  North,  Plattsburgh  12901.  Tel:  518/563-3708  or 

563-1520. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Internist,  Family 
Physician,  Ob/Gyn  and  Pediatrician.  Contact  Spencer  Valmy, 
Moses-Ludington  Hospital,  Ticonderoga,  12883. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  and  Pediatri- 
cian. Contact  C.  K.  Heins,  M.D.,  16  Jones  Street,  Monticello, 
12701.  Tel:  914/794-64545. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Charles  F.  Ryan,  M.D.  or  Miles  D.  St.  John, 
M.D.,  Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly, 
14892.  Tel:  607/565-2861. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician  and  In- 
ternist. Contact  Alexander  Boroff,  474  Pennsylvania  Avenue, 
Waverly,  14892.  Tel:  607/565-8360. 

GENERAL  SURGEON 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon, 
Family  Physician  and  an  Internist.  Contact  Ms.  B.  J.  Sommer- 
ville, Adm.,  Salamanca  District  Hospital,  150  Parkway  Drive, 
Salamanca  14779. 

OBSTETRICIAN/GYNECOLOGIST 

BATAVIA,  N.Y.,  Genesee  County  needs  an  Ob/Gyn  physician. 
Contact  Louis  E.  Green,  Jr.,  M.D.,  and  John  T.  Chua,  M.D.,  P.C., 
215  Summit  Street,  Batavia  14020.  Tel:  716/343-6076. 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  physician 
and  an  Anesthesiologist.  Contact  Jose  Galindo,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 


MONROE,  N.Y.,  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

NEWBURGH,  N.Y.,  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Dr.  C.  I.  McFadden,  or  Dr.  M.  Jay  Wexler,  450  Gidney 
Avenue,  Newburgh,  12550.  Tel:  914/562-0720. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Ob/Gyn  physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street, 
Olean,  14760.  Tel:  716/372-7910. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Ob/Gyn  physician, 
Internist,  Family  Physician  and  Pediatrician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WATERLOO,  N.Y.,  Seneca  County  needs  a Ob/Gyn  Physician, 
Anesthesiologist,  Ophthalmologist,  ENT,  Orthopedic  Surgeon 
and  Family  Physician.  Contact  Mrs.  Arline  L.  Marino,  Taylor- 
Brown  Memorial  Hospital,  East  Main  Street,  Waterloo,  13165. 
Tel:  315/539-9204. 

ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon.  Contact  Andrew 
Schildhaus,  M.D.,  The  Bronx-Lebanon  Hospital  Center,  1750 
Grand  Concourse,  Bronx  10457. 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  an  Orthopedic  Sur- 
geon, ENT  and  Family  Physician.  Contact  Mr.  George  Skomsky, 
Adm.,  Massena  Memorial  Hospital,  Massena  13662.  Tel:  Call 
collect  315/769-9991, 

MEDINA,  N.Y.,  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.,  Needs  an  Orthopedist  for  part-time  4-6 
hours  weekly.  Contact  F.  P.  Guidotti,  M.D.,  Medical  Director, 
Health  Center  Family  Medical  Office,  321  W.  44th  Street,  New 
York  10036.  Tel:  212/586-1550. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  11790.  Tel:  516/751-8520. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Orthopedic  Surgeon, 
Ob/Gyn,  Anesthesiologist,  Ophthalmologist,  ENT  and  Family 
Physician.  Contact  Mrs.  Arline  L.  Marino,  East  Main  Street, 
Waterloo  13165.  Tel:  315/539-9204. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

LITTLE  FALLS,  N.Y.,  Herkimer  County  Needs  an  Ophthalmologist. 
Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140 
Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 

PENN  YAN,  N.Y.,  Yates  County  needs  an  Internist,  Family  Physician 
and  Ophthalmologist.  Contact  Daniel  J.  Clements,  1 13  Chapel 
Street,  Penn  Yan  14527.  Tel:  315/536-3973  or  536-4431. 

WATERLOO,  N.Y.,  Seneca  County  needs  an  Ophthalmologist,  ENT, 
Orthopedic  Surgeon,  Ob/Gyn,  Anesthesiologist  and  Family 
Physician.  Contact  Mrs.  Arline  l.  Marino,  East  Main  Street, 
Waterloo  13165.  Tel:  315/539-9204. 

PATHOLOGIST 

CORTLAND,  N.Y.,  Cortland  County  needs  a Staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

PEDIATRICIAN 

LiTTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Pediatrician  and 
Ophthalmologist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls 
Hospital,  140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/ 
823-1000,  ext.  261  or  262. 
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THOMSON,  N.Y.,  Sullivan  County  needs  a Pediatrician  and  Internist. 
Contact  C.  K.  Heins,  M.D.,  16  Jones  Street,  Monticello,  12701. 
Tel:  914/794-4545. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Pediatrician,  Ob/Gyn, 
Internist  and  Family  Physician.  Contact  Spencer  Valmy,  Moses 
Ludington  Hospital,  Ticonderoga  12883. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Pediatrician  and  Family 
Physician  Contact  Michael  Smallwood,  M D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

PSYCHIATRIST 

CORTLAND,  N.Y.,  Cortland  County  needs  a staff  Psychiatrist.  .For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

WEST  BRENTWOOD,  N.Y.,  Suffolk  County  needs  a Psychiatrist. 
Contact  Joseph  E.  Carucci,  Pilgrim  Psychiatric  Center,  West 
Brentwood,  11717.  Tel:  516/231-8000. 


DEADLINE  DATES  FOR 

WHAT  GOES  ON 

Meeting  Dates 

Deadline  Dates 

March  1978 

January  1,  1978 

April  1978 

February  1,  1978 

May  1978 

March  1,  1978 

June  1978 

April  1,  1978 

July  1978 

May  1,  1978 

August  1978 

June  1,  1978 

September  1978 

July  1,  1978 

October  1978 

August  1,  1978 

November  1978 

September  1,  1978 

December  1978 

October  1,  1978 

January  1979 

November  1,  1978 

February  1979 

December  1,  1978 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County,  needs  a Radiologist.  Contact  Dr. 
Bernard  Suster,  Chief,  Radiology  Service,  Brooklyn  Veterans 
Administration,  800  Poly  Place,  Brooklyn,  11209.  Tel: 
212/836-6600,  ext.  341/342. 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact  David 
Bryk,  M.D.,  Director  of  Radiology,  555  Prospect  Place,  Brooklyn 
11238. 

UTICA,  N.Y.,  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  in- 
cluding special  procedures,  ultrasound  and  nuclear  medicine. 
Contact  B.  H.  Johnson,  M.D.,  Dept,  of  Radiology,  St.  Luke’s 
Memorial  Hospital  Center,  Box  479,  Utica  15303. 

AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  The  Journal  of  the  AMA. 


Physicians  who  wish  to  apply  to  the  MSSNY's  Physicians'  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians'  Placement  Bureau.  420 
Lakeville  Road,  Lake  Success,  N Y.  11040,  or  Tel  516/488- 
6100  ext.  241 

FOR  APPLICATION  FORM 
SEE  FOLLOWING  PAGE 


FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


TO:  Subscribers  to  What  Goes  On  In  Medicine" 

FROM:  The  Editor 

As  a past  reader  of  "What  Goes  On"  you  may  be  interested  in  renewing  your  subscription  Attached  is  an 
order  blank  for  your  convenience  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On"  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education 

The  Editors  thank  you  for  your  past  interest  in  What  Goes  On"  and  invite  your  suggestions  and  comments. 


'WHAT  GOES  ON" 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 


$3  00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
"What  Goes  On" 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address  

City,  State 

(zip) 
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QUESTIONNAIRE  TOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name 


Date 


Address 


(Zip  code  number) 

Date  of  Birth  Place  of  Birth 


Citizenship  Status_ 

Medical  School 

Internship 


Hosp  itals_ 
Residency 


Hospitals_ 


Specialty_ 


Licensed  in  what  States?_ 
Applied  for 


American  Board  Certificates  held?_ 
Eligible 


Certified 


Do  you  have  a New  York  State  License?_ 
Military  Status 


(Telephone  Number) 


Marital  Statua_ 
Year  Graduated 


Dates 


Dates 


Date  of  Certificate 


Professional  Organization  Memberships 

Are  you  in  practice  at  present? 

Solo  Associate 


What  type  of  practice  are  you  interested  in? 

Industrie  1 Group Ins  t i t u t ions  1 


Other 


Date  you  will  be  available  for  practice_ 
pre  ct  iced_ 


Former  locations  in  which  you  have 


(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? _ 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available?^ 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly^ 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone:  (516)  488-6100. 
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Thoroughly  evaluated,  thoroughly  effective 

Dalmane  (f  lurazepam  HCI  )(3 


15-mg  and  30-mg  capsules 


proved  in  sleep 
laboratory  studies: 

■ effective  in  both 
inducing  and 
maintaining  sleep 

■ effective  without 
increasing  dosage 
from  night  to  night 

■ effective  for  short-, 
intermediate-  and 
longer-term 
administration 

Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  bv  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings  and/ 
or  early  morning  awakening:  in  patients 
with  recurring  insomnia  or  poor  sleeping 
habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Since  insomnia 
is  often  tiansient  and  intermittent,  pro- 
longed administration  is  generally  not  neces- 
sary or  recommended. 

Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazard- 
ous occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving). 
Usage  in  Pregnancy:  Several  studies 
of  minor  tranquilizers  (chlordiaze- 
poxide,  diazepam,  and  meprobamate) 

3est  increased  risk  of  congenital 
ormations  during  the  first  trimes- 
ter of  pregnancy.  Dalmane,  a benzo- 


diazepine, has  not  been  studied  ade- 
quately to  determine  whether  it  may 
be  associated  with  such  an  increased 
risk.  Because  use  of  these  drugs  is 
rarely  a matter  of  urgency,  their  use 
during  this  period  should  almost  al- 
ways be  avoided.  Consider  possibility 
of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 
Not  recommended  for  use  in  persons  under 
15  years  of  age.  Though  physical  and  psy- 
chological dependence  have  not  been 
reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone 
individuals  or  those  who  might  increase 
dosage. 

Precautions:  In  elderly  and  debilitated,  limit 
initial  dosage  to  15  mg  to  preclude  over- 
sedation, dizziness  and/or  ataxia.  Consider 
potential  additive  effects  with  other  hvpnot- 
tcs  or  CNS  depressants.  Employ  usual  pre- 
cautions in  patients  who  are  severely 
depressed,  or  with  latent  depression  or  sui- 
cidal tendencies.  Periodic  blood  counts  and 
liver  and  kidney  function  tests  are  advised 
during  repeated  therapy.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  leth- 
argy-, disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  head- 
ache, heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia, 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness,  hal- 
lucinations, paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 


and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins  and  alkaline  phosphatase. 

Dosage:  Individualize  tor  maximum  benefi- 
cial effect.  Adults:  30  mg  usual  dosage;  15 
mg  may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30 
mg  flurazepam  HCI. 


REFERENCES: 

1.  Kales  A,  el  ah  Clin  Pharmacol  Ther 
19: 576-583,  May  1976 

2.  Kales  A,  et  al:  Arch  Gen  Psychiatry 
23: 226-232,  Sep  1970 

3.  Kales  A,  et  al:  Clin  Pharmacol  Ther 
18: 356-363,  Sep  1975 

4.  Dement  WC,  et  al:  Long-term  effective- 
ness of  flurazepam  30  mg  Its.  on  chronic 
insomniacs.  Presented  at  the  15th  annual 
meeting  of  the  Association  for  Psychophy- 
siological  Study  of  Sleep,  Edinburgh, 
Scotland,  Jun  30-Jul  4,  1975 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


A composite  of  six  separate  sleep  laboratory  studies. . 


A MODEL  FOR  HYPNOTIC 
EVALUATION 


Only  a rigorous  program  of  evaluation  in 
the  sleep  laboratory  can  provide  objective 
proof  of  sleep  medication  effectiveness.  And 
only  Dalmane  (flurazepam  HC1)  has  under- 
gone such  comprehensive  evaluation  and 
has  proved  effective  for  short-,1  intermedi- 
^ ate- w and  longer-term  >>3-4  administration . . . 


through  28  nights  in  chronic  insomniacs. 
Prolonged  administration  of  Dalmane  is 
not  generally  necessary,  but  should  Dalmane 
be  used  repeatedly,  periodic  blood  counts 
and  liver  and  kidney  function  tests  should 
be  performed.  The  usual  adult  dose  of 
Dalmane  is  30  mg  h.s.,  but  15  mg  is  recom- 
mended initially  in  the  elderly  or  debilitated. 


j** 


During  short,  intermediate  and  28-night  administration. . . 

THE  MODEL  OF  HYPNOTIC 


1-4 


<.5 


v:  ^ 
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(flurazepam  HCI ) 

15-mg  and  30-mg  capsules 


Please  see  reverse  side  for  a summary  of  product  information. 


) 


HOSPfTAL  SATURDAY  AND  SUNDAY  IN  NEW  YORK,, St.  Luke’s  and  St. 
Mary's  Hospitals,  from  a drawing  by  Frederic  Dielman  as  published  in 
Harper’s  Weekly,  January  1,  1887.  (Courtesy  of  the  New  York  Historical 
Society,  New  York  City) 
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TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

DVAZ1DE 

Each  capsule  contains  50  mg.  of  Dyrenium  (triamterene, 

SK&F  Co.)  and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR. 
A brief  summary  follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  in- 
dividual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  Treat- 
ment of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


* Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted.  (See  Box  Warning.)  Routine  use  of 
diuretics  in  healthy  pregnant  women  is  inap- 
propriate; they  are  indicated  in  pregnancy  only 
when  edema  is  due  to  pathological  causes. 

Contraindications:  Further  use  in  anuria, 
progressive  renal  or  hepatic  dysfunction, 
hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur,  and 
has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill,  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency. 

Periodically,  serum  K ' levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake  Associated 
widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  I hiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use 
in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
advei  se  reactions  seen  in  adults  I hiazides  appear  and  triamterene  may 
appear  in  breast  milk  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available. 
Precautions:  Do  periodic  serum  electrolyte  determinations  (particularly 
important  in  patients  vomiting  excessively  or  receiving  parenteral  fluids). 


FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION! 
SERUM  K+AND  BUN  SHOULD 
BE  CHECKED  PERIODICALLY. 
(SEE  WARNINGS  SECTION.) 


Periodic  BUN  and  serum  creatinine  determina- 
tions should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impend- 
ing coma  in  severe  liver  disease.  If  spironolac- 
tone is  used  concomitantly,  determine  serum  K+ 
frequently;  both  can  cause  K+  retention  and 
elevated  serum  K+.  Two  deaths  have  been  re- 
ported with  such  concomitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly 
monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyn- 
cratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Triamterene  is  a weak  folic  acid 
antagonist.  Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive 
effect  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients. 

The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis. 

‘Dvazide'  interferes  with 
fluorescent  measurement 
of  quinidine. 

Adverse  Reactions: 
Muscle  cramps,  weak- 
ness. dizziness, 
headache,  dry  mouth; 
anaphylaxis,  rash, 
urticaria,  photosensi- 
tivity, purpura,  other 
dermatological  conditions; 
nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis, 
xanthopsia  and.  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for 
nstitutional  use  only). 
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Medicine’s  men  on  the  Hill 


Just  who  are  they7  They're  the  AMA's  permanent 
representatives  to  the  Congress  of  the  United 
States  from  the  AMA's  Washington  office. 

In  every  Congress  about  10%  of  all  legislation 
introduced  is  health  related  — some  2,500  bills 
and  the  number  is  increasing  every  year.  The 
AMA  lobyists  serve  as  the  profession's  eyes, 
ears,  and  voice  on  the  Hill  Keeping  in  day-to-day 
contact  with  the  members  of  Congress  and  their 
staffs  Explaining  and  promoting  the  profession’s 
views  Reporting  on  legislation  And  providing 
legislators  with  resource  material  and  informa- 
tion on  medical  and  health  subjects 


They're  on  the  Hill  to  protect  your  interests, 
lobbying  to  retain  the  basic  freedoms  of  medical 
practice  in  any  government  health  program  that 
might  be  enacted  Equally  important,  they  lobby 
to  insure  the  passage  of  constructive  and  work- 
able health  legislation  for  the  public 
Sure,  the  AMA  lobbies  It  lobbies  for  the  rights 
and  interests  of  our  profession  and  for  quality 
medical  care  for  every  American  With  your  sup- 
port, the  AMA  can  be  even  more  effective 


The  mapping  of  a migraine 


Specific  vascular  changes  are  revealed  by  liquid  crystalography 

Liquid  crystal  thermography  dynamically  demonstrates  the  unilateral  surface  temperature  changes  reflective  of  the  dilation  of  deep 
cerebral  arteries  during  a migraine  attack.  Liquid  crystals  allow  differences  in  skin  temperature  to  be  “mapped”  directly  on  the  subject. 
Variations  in  skin  heat  loss  are  registered  immediately,  enabling  rapid  temperature  changes  to  be  followed  easily.  (Red  reflects 
the  coolest  temperature,  then  green,  blue,  and  violet.) 

This  picture  was  taken  of  a migraine  sufferer  during  an  attack.  The  colors  over  the  left  eye  reflect  the  cooler  skin  temperature  due 
to  the  unilateral  decreased  blood  flow  to  the  forehead  skin  vessels  that  results  from  dilation  of  cerebral  vessels  on  the  affected  side. 


Specific  therapy 
for  migraine 
complicated  by 
tension  and  G.I.  upset 

The  combined  vasoconstrictive  actions  of  ergotamine  and  caffeine 
offer  the  best  therapeutic  results  in  helping  to  abort  or  relieve 
the  migraine  headache.  Additionally,  belladonna  alkaloids 
help  relieve  the  accompanying  gastrointestinal  irritability.  And 
the  patient's  nervous  tension,  perhaps  a precipitating  factor  in 
the  onset  of  an  attack,  is  often  allayed  by  the  pentobarbital  in 
Cafergot  P-B. 

CAFERGOTP-B 

TABLETS:  Gynergen®  (ergotamine  tartrate,  U.S.P.)  1 mg.:  caffeine,  U.S.P., 

100  mg.;  Bellafoline " (levorotatory  alkaloids  of  belladonna,  as  malates) 
0.125  mg.;  sodium  pentobarbital,  U.S.P. , ( Warning . May  be  habit 
forming)  30  mg. 

-SUPPOSITORIES:  Gynergen"  (ergotamine  tartrate,  U.S.P.)  2 mg.;  caffeine, 
U.S.P.,  100  mg  ; Bellafoline  " (levorotatory  alkaloids  of  belladonna,  as 
malates)  0.25  mg. ; pentobarbital,  N.F. ( May  be  habit  forming)  60  mg.; 
tartaric  acid,  N.F.,  malic  acid,  lactose,  U.S.P.,  and  theobroma  oil,  U.S  P. 


Contraindications:  Peripheral  vascular  disease,  coronary  heart  disease, 
hypertension,  impaired  hepatic  or  renal  function,  sepsis,  and  pregnancy. 
Hypersensitivity  to  any  of  the  components. 

Precautions:  Although  signs  and  symptoms  of  ergotism  rarely  develop 
even  after  long  term  intermittent  use  of  the  orally  or  rectally  administered 
drugs,  care  should  be  exercised  to  remain  within  the  limits  of 
recommended  dosage. 

Adverse  Reactions:  Numbness  and  tingling  of  fingers  and  toes,  muscle 
pains  in  the  extremities,  weakness  in  the  legs,  precordial  distress 
and  pain,  transient  tachycardia  or  bradycardia,  nausea,  vomiting,  localized 
edema,  and  itching.  Drowsiness  may  occur  with  Cafergot  P-B. 

Adult  Dosage:  Orally — Two  tablets  at  first  sign  of  attack;  if  needed,  1 
additional  tablet  every  half  hour  until  relieved  (maximum,  6 per  attack  or 
10  per  week).  Rectally — One  suppository  as  early  as  possible  in  attack; 
second  in  1 hour,  if  needed  (maximum,  2 per  attack  or  5 per  week). 

Overdosage:  Symptoms  include  vomiting;  numbness,  tingling,  pain  and 
cyanosis  of  the  extremities  associated  with  diminished  or  absent 
peripheral  pulses;  hypertension  or  hypotension;  drowsiness,  stupor,  coma, 
convulsions  and  shock.  A case  has  been  reported  of  reversible  bilateral 
papillitis  with  ring  scotomata  in  a patient  who  received  five  times  the 
recommended  daily  adult  dose  over  a period  of  14  days.  Treatment 
consists  of  induction  of  emesis,  gastric  lavage,  and  catharsis;  maintenance 
of  adequate  pulmonary  ventilation;  correction  of  hypotension;  and 
control  of  convulsions.  Treatment  of  peripheral  vasospasm  should  consist 
of  warmth,  but  not  heat,  and  protection  of  the  ischemic  limbs.  Vasodilators 
may  be  used  with  benefit  but  caution  must  be  exercised  to 
avoid  aggravating  an  already  existent  hypotension. 

Before  prescribing,  see  package  insert 
for  full  product  information. 
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